
Serious Transfusion Incident (STIR) Reporting 
The STIR system is a central reporting system for 

serious incidents following transfusion of blood or components 

STIR GUIDE 

The Serious Transfusion Incident Reporting system (STIR) is a 

central reporting system for serious incidents following 

transfusion of blood or components. 

STIR GUIDE

Use this guide to report
Incorrect Blood component transfused 

Acute transfusion reaction (including anaphylaxis) 

Delayed transfusion reaction 

Transfusion-associated graft versus host disease 

Transfusion-related acute lung injury (TRALI) 

Transfusion-associated circulatory overload (TACO) 

Post transfusion purpura 

Bacterial/other infection 

Post transfusion viral infection 

Wrong blood in tube (WBIT) 

Other near miss incident

Further information is available at www.health.vic.gov.au/best 

Better Safer Transfusion Program 
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Serious Transfusion Incident Reporting (STIR) system

This guide provides instruction on how to report a serious transfusion incident in Victoria.  
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Program Advisory Committee of the Department of Human Services Victoria.  
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Ms Karen Botting, Project Officer, Better Safer Transfusion Program, Department of 
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Ms Lisa Stevenson, Transfusion Nurse, Better Safer Transfusion Program, Department of 
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Serious Transfusion Incident Reporting: system overview 

Purpose

The Better Safer Transfusion Program Serious Transfusion Incident Reporting (STIR) 
system is a new statewide system commencing in 2007 to capture serious hospital 

transfusion incidents, including near misses. The data is collated and reported with 
recommendations for improvements for better, safer transfusion practice.  

The system is one part of the Better Safer Transfusion (BeST) Program and links with 

other haemovigilance activities such as appropriateness of use of blood and components. 

Organisation 

The BeST Advisory Committee provides advice to the Director Quality and Safety Branch, 

Department of Human Services (the department), on strategic direction for the Victorian 
STIR system. An expert group that reports into the advisory committee reviews the 

deidentified data collected.  

The STIR reporting system is integrated with the separate, statewide sentinel events 

reporting system to minimise duplication of reporting for defined sentinel events. Data 

reported is confidential and does not include patient identifiers; patient identification 
information is kept by the reporting hospital only.  

All hospital/health services are invited to report both serious transfusion incidents and 
near misses. 

Scope of the system 

The system reports on incidents relating to fresh blood and components, namely red 

cells, platelets, fresh frozen plasma, and cryoprecipitate. This includes products from 
volunteer donors, family donors and autologous collections.  

The system is a statewide incident reporting mechanism, with data from both public and 

private organisations collected. This system has been designed to meet the current 
statewide definitions for incidents. 

Incident

Actions or conditions which could have, or did lead to unintended and or unnecessary 

harm to a person receiving care.  

A clinical incident can be an adverse event: incident that resulted in harm to a person 

receiving care. 
A clinical incident can also be a near miss: incident that had the potential to cause harm 

but didn’t due to timely intervention and or luck or chance. 

Categories of transfusion incidents 

The system captures ten defined categories of serious transfusion incidents. These are: 

1. incorrect blood component transfused 

2. acute transfusion reactions 

3. delayed transfusion reactions 

4. transfusion-associated graft-versus-host disease (TA-GVHD) 

5. transfusion-related acute lung injury (TRALI) 

6. post-transfusion purpura (PTP) 
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7. bacterial/other infection 

8. post transfusion viral infection 

9. wrong blood in tube (near miss incident) 

10. other near miss incidents 

Definitions of each incident category are detailed in the section ‘Incident category 

definitions’.   

System aims 

To measure and monitor serious transfusion incidents including near misses during 

blood and component utilisation in Victoria.

To derive recommendations for better safer transfusion practice and disseminate 
these to Victorian hospitals, health services and the Australian Red Cross Blood 

Service.

Measures

Proportion of Victorian hospitals reporting into the system

- monitored as trends over time

- at the end of each year, hospitals that report no incidents will be asked to 

complete a form that states they had NO incidents.

Number of total incidents reported

- monitored as trends over time  

- the indicator is number of incidents (divided by) number of units issued.

Number of incidents by category of incident, monitored as trends over time.

Components of the system 

The flowchart in the next section describes the components of the system and the 
responsible authority for each stage of reporting.

The system consists of two sets of forms. An initial form is used to notify BeST of an 

incident (including near misses) titled ‘Serious Transfusion Incident Report’. The ‘eform’ 
is available at www.health.vic.gov.au/best, and there is a paper copy also available. The 

quality/risk manager is responsible for coordinating completion of the form and 
forwarding of it to BeST. An example of both forms is available in the appendix.  

The second form is required to provide more detail about the incident. The relevant form 
is provided to the hospital or health service by BeST upon receipt of a report of an 

incident. There are nine different forms depending on the incident reporting. The forms 
are titled as follows: 

Procedural Reporting Form – incorrect blood component transfused (IBCT) 

Clinical Reporting Form – transfusion reaction including: acute transfusion reactions 
and delayed transfusion reactions.  

Clinical Reporting Form –transfusion-related acute lung injury (TRALI) and 
Transfusion-associated circulatory overload (TACO) 

Clinical Reporting Form – transfusion-associated graft-versus-host disease (TA-
GVHD)
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Organisational readiness checklist

This checklist is a tool to assist organisations to review their operational capacity against 
the generic structural and process elements essential to achieving an effective serious

transfusion incident reporting system. Please tick the appropriate box and add comments
as appropriate.

Senior management commitment

YES NO NOTES

Senior management has approved the incident

reporting policy that includes transfusion incidents.

Senior management has established a transfusion
governance reporting and monitoring requirement.

Quality/risk manager nominated to liaise with STIR

team on reports made.

Training requirements are determined and scheduled.

Incident reporting policy

A hospital-wide incident reporting policy, that includes

serious transfusion incidents, has been developed by 
management and staff and signed by the appropriate,

delegated person. 

The incident reporting policy has been communicated 
to staff.

The incident reporting policy is reviewed periodically.

Incident operational management

The roles and responsibilities of the Quality/risk

manager for serious incidents are clearly defined and 
documented

A transfusion safety and quality committee

(howsoever named) has been established or, for small 
rural/regional health services, included as a standing 

agenda item for an existing committee.

The terms of reference and membership of the 
transfusion committee or equivalent are clearly 

defined and communicated.

Staff and management understand the function of the
transfusion committee or equivalent.

The transfusion committee or equivalent has an

executive sponsor in the organisation and clear 
reporting lines to an overarching organisational safety 

and quality committee.

Reports on key transfusion issues are made available
to the chief executive officer and the board of 

directors or board of management as per 

organisational policy.

STIR

Transfusion administration procedures/policy 

documentation enables staff to readily identify serious
transfusion incidents and the mechanism for 

reporting.



11 Better Safer Transfusion Program – STIR Guide

Brief bibliography

Australian & New Zealand Society of Blood Transfusion / Royal College of Nursing

Australia 2004, Guidelines for the administration of blood components, 1st ed, October,
Sydney.

Australian & New Zealand Society of Blood Transfusion 2002, Guidelines for pre-
transfusion testing, 4th ed, November, Sydney. 

Commonwealth of Australia 2001, Review of the Australian blood banking and plasma 

product sector, March, Section 13, pp. 121-128, Canberra.

Commonwealth of Australia 2005, Towards better, safer blood transfusion – A report for
the Australian Council for Safety and Quality in Health Care, Canberra.

This reference has a very good haemovigilance recommended reading list – pp

100-102.

Dzik W H, Murphy M F et al 2003, ‘An international study of the performance of sample 

collection from patients’, Vox Sanguinis, 85, pp. 40–47.

International forum 1999, ‘Haemovigilance systems – International forum’,
Vox Sanguinis, 77, pp. 110-120.

Linden J V, Paul B, Dressler KP 1992, ‘A report of 104 transfusion errors in New York 

State’, Transfusion, 32, pp. 601-06.

New Zealand Blood Service 2005, Guidelines for completing the transfusion-related

adverse event notification form, Document 111I04203, May, Auckland.

Noel L, Debeir J, Cosson A 1998, ‘French haemovigilance system’, Vox Sanguinis
(Suppl 2), pp. 441-445.

Sazama K 1990, ‘Reports of 355 transfusion-associated deaths: 1976 through 1985’,

Transfusion, 30, pp. 583-590.

Serious Hazards of Transfusion (SHOT) 2005, ‘Annual Report’, SHOT Steering Group, 

United Kingdom. Report is available at < http://www.shotuk.org>.

Siegenthaler M A, Schneider P, Vu D-H, Tissot J-D 2005, ‘Haemovigilance in a general 
university hospital: need for a more comprehensive classification and a codification of 

transfusion-related events’, Vox Sanguinis, 88, pp. 22–30. 

World Health Organization 2002, Quality systems for blood safety – aide memoire,
July, Switzerland.



12 Better Safer Transfusion Program – STIR Guide

Appendix



✔





<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /All
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJDFFile false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /SyntheticBoldness 1.00
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveEPSInfo true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile ()
  /PDFXOutputCondition ()
  /PDFXRegistryName (http://www.color.org)
  /PDFXTrapped /Unknown

  /Description <<
    /FRA <>
    /ENU (Use these settings to create PDF documents with higher image resolution for improved printing quality. The PDF documents can be opened with Acrobat and Reader 5.0 and later.)
    /JPN <FEFF3053306e8a2d5b9a306f30019ad889e350cf5ea6753b50cf3092542b308000200050004400460020658766f830924f5c62103059308b3068304d306b4f7f75283057307e30593002537052376642306e753b8cea3092670059279650306b4fdd306430533068304c3067304d307e305930023053306e8a2d5b9a30674f5c62103057305f00200050004400460020658766f8306f0020004100630072006f0062006100740020304a30883073002000520065006100640065007200200035002e003000204ee5964d30678868793a3067304d307e30593002>
    /DEU <>
    /PTB <>
    /DAN <>
    /NLD <>
    /ESP <>
    /SUO <>
    /ITA <>
    /NOR <>
    /SVE <>
  >>
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


