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[bookmark: _Toc206598648][bookmark: _Toc236647845]Abbreviations, acronyms and definitions
	Abbreviation or term
	Definition

	ANZSBT
	Australia and New Zealand Society of Blood Transfusion

	Core hours
	For this report, core hours are 07:00 to 22:00

	DOB
	Date of birth

	EMR
	Electronic medical record

	IBCT
	Incorrect blood component transfused

	ID
	Identification

	MRN
	Medical record number

	NUM
	Nurse Unit Manager

	Positive patient identification
	‘Positive patient identification’ is the process of correctly identifying a patient to ensure that the right person receives their intended care. This involves the following:
· Ask the patient (if conscious and competent) to state and spell their family name and given name in full, and their date of birth (DOB). 
· Ensure that the stated family name and given names and DOB are identical to those on the identification band.
· If the patient is unable to state and spell their name, a parent, guardian or carer (if present and able to do so) can verify the patient’s identity as above. 

	Precious specimen
	A patient blood sample that is difficult or impossible to recollect, and therefore requires special handling, documentation, and risk mitigation if used for pretransfusion testing.

	Pretransfusion specimen
	Specimen collected for blood group and antibody screen and/or crossmatch prior to a transfusion

	STIR
	Serious Transfusion Incident Reporting system

	WBIT
	Wrong blood in tube:
· the sample is taken from the wrong patient but labelled as per the intended patient, or 
· the sample is taken from the intended patient but labelled as per another patient.

	Zero tolerance
	Strict policy where pretransfusion specimens or request forms with insufficient or incorrect patient identification or labelling are immediately rejected and not processed.




[bookmark: _Toc206598649][bookmark: _Toc236647846][bookmark: _Toc230700419]Executive summary
[bookmark: _Hlk194586523]Thank you to all health services that participated in this audit and contributed data.
Accurate pretransfusion specimen collection is essential for safe transfusion practice. This audit examined pretransfusion specimen collection practices, specimen rejection and wrong blood in tube (WBIT) events, as well as the policies, governance frameworks and monitoring systems that support safe transfusion practice across participating health services. 
Most health services reported established procedures and strong patient identification practices that align with national guidelines. However, variation was identified in some aspects of practice, including neonatal identification requirements, the use of electronic medical record (EMR) systems for specimen collection, and specimen rejection processes.
Overall specimen rejection rates in calendar years were relatively low and declined from 4.70 per cent in 2022 to 3.64 per cent in 2025. The most common reasons for rejection were mismatches between patient details on specimens and request forms, missing collection details and incomplete specimen labelling. Higher rejection rates were observed in paediatric, perioperative and emergency care settings, and among specimens collected outside core hours.
While WBIT events were infrequent, they continue to represent a significant patient safety risk. Most health services reported processes for managing WBIT events and monitoring specimen rejection data; however, gaps were identified in governance frameworks, routine data collection and reporting capability.
The findings highlight opportunities to strengthen alignment with national guidelines, improve governance and data monitoring, and support ongoing staff education to reduce preventable specimen collection errors and improve patient safety.


[bookmark: _Toc236647847]Recommendations
Table 1: Recommendations for health services
	Recommendation Area
	Actions

	Align with national best-practice guidelines
	Review local policies and procedures to ensure alignment with current national best-practice guidelines for pretransfusion specimen collection and patient identification.
Reinforce positive patient identification and specimen-to-request matching requirements for all staff involved in specimen collection.
Provide clear guidance on neonatal specimen identification and labelling, including the appropriate use of maternal identifiers and differentiation of neonatal and maternal specimens.

	Strengthen governance and oversight of specimen errors
	Establish documented governance arrangements for the investigation, management and reporting of specimen errors, particularly more serious errors such as WBIT events.
Clearly define accountability, escalation pathways and reporting requirements for specimen collection errors.
Provide regular feedback on specimen error rates, causes and trends to managers and clinical areas.
Report specimen rejection and WBIT data to the local blood management committee or equivalent governance committee, for review and oversight.
Report WBIT events and relevant near-miss incidents to the Serious Transfusion Incident Reporting (STIR) system to facilitate sector-wide learning, and identification of emerging risks.

	Improve monitoring and use of data
	Work with pathology providers and transfusion laboratories to improve the availability, quality and completeness of specimen collection and rejection data.
Routinely monitor specimen rejection and WBIT rates, analyse trends and use the findings to identify high-risk areas and target improvement activities. 
Benchmark local performance against peer health services and/or historical local performance where data are available.

	Strengthen education and quality improvement activities
	Ensure ongoing education and competency assessment for all staff involved in pretransfusion specimen collection.
Target education and improvement activities to areas with higher rates of specimen errors, including paediatric, emergency and perioperative settings.
Engage local transfusion champions, clinical leaders or other key staff to support implementation of improvement initiatives within high-risk clinical areas.
Use findings from investigations, audits and local data analysis to support continuous quality improvement.



Table 2: Recommendations for Blood Matters
	Recommendation Area
	Actions

	Support alignment with national best-practice guidelines
	Promote national best-practice guidelines for pretransfusion specimen collection and patient identification.
Assist health services and transfusion laboratories, where requested, to review local practices and align procedures with national guidance.
Develop and share resources that support consistent neonatal specimen identification and labelling practices.
Provide education for clinical staff that aligns with national guidelines.

	Support governance and quality improvement
	Disseminate audit findings to key stakeholders including participating health services, transfusion laboratories and relevant state and national committees.
Promote learning from WBIT events and specimen collection errors through STIR bulletins, education sessions and transfusion practitioner forums.
Encourage sharing of improvement strategies and successful initiatives across jurisdictions.

	Support data collection, benchmarking and monitoring
	Publish the audit report and audit tools to enable health services to conduct local audits, benchmark performance and monitor improvement over time.
Encourage routine collection and reporting of specimen collection, specimen rejection and WBIT data.
Use future audits to monitor emerging trends, variation in practice and opportunities for improvement.





[bookmark: _Toc236647848]Background
Accurate pretransfusion specimen collection is essential for safe transfusion practice. It supports the correct allocation and administration of blood and blood products, while aligning with national best-practice guidelines. National guidance on pretransfusion specimen collection is provided in the Australian and New Zealand Society of Blood Transfusion (ANZSBT) Guidelines for the Administration of Blood Products (3rd edn, 2024) and the ANZSBT Guidelines for Transfusion and Immunohaematology Laboratory Practice (2nd edn, 2025). Health service policies and procedures should align with these guidelines.
Errors in pretransfusion specimen collection continue to occur. Common errors include mismatches between patient details on the specimen and request form, missing or incomplete patient identifiers, and incomplete collector details. These errors result in specimen rejection and may contribute to wrong blood in tube (WBIT) incidents if not identified (Dunbar & Kaufman 2022).
The Serious Transfusion Incident Reporting (STIR) system continues to receive reports of WBIT, and incorrect blood component transfused (IBCT) incidents. WBIT remains a significant patient safety risk because it can lead to an IBCT, including potentially incompatible transfusions associated with serious to life-threatening morbidity and mortality.
Specimen rejection also has broader clinical, operational and environmental consequences (Karcher & Lehman 2014; Hjelmgren et al. 2023):
Clinical impacts: Repeat venepuncture can delay treatment, contribute to iatrogenic anaemia, and increase patient discomfort and anxiety.
Financial impacts: Rejected specimens result in avoidable costs associated with repeat collection, laboratory processing and staff time.
Environmental impacts: Repeat specimen collection and processing increase the use of single-use materials and the energy required for transport, storage and testing.


[bookmark: _Toc236647849]Aims and objectives 
This retrospective audit examined pretransfusion specimen collection procedures, specimen rejection rates and WBIT governance across participating health services.
The objectives were to:
· assess whether health services have documented pretransfusion specimen collection procedures that incorporate positive patient identification and align with the ANZSBT Guidelines for the administration of blood products (2024) and the ANZSBT Guidelines for transfusion and immunohaematology laboratory practice (2025)
· establish baseline rates of pretransfusion specimen collection and specimen rejection
· identify common reasons for specimen rejection and examine trends over time
· examine governance frameworks for managing WBIT events.
[bookmark: _Toc236647850]Limitations 
Auditors received audit tool instructions and could seek clarification from Blood Matters staff on data collection. However, they did not receive formal training. This may have resulted in variance in interpretation of some questions.
[bookmark: _Toc236647851]Method 
[bookmark: _Toc230700421]Blood Matters invited public and private health services in Victoria (n = 91), Tasmania (n = 9), the Northern Territory (n = 6) and the Australian Capital Territory (n = 3) to participate in the audit and provide annual pretransfusion specimen collection, specimen rejection and WBIT data for 2021 to 2025, together with more detailed data for October 2025.
Health services entered data into REDCap (Research Electronic Data Capture) during March 2026. Data were extracted for analysis using Microsoft Access. Rejection rates were calculated using the total number of reported pretransfusion specimens collected during the reporting period as the denominator. Results are presented as frequencies and percentages.
Each participating health service received a preliminary report containing both local and aggregated data and was asked to review the report for accuracy and consistency. Health services notified Blood Matters of any discrepancies identified before final analysis.


[bookmark: _Toc236647852]Results
Seventy-six health services submitted data on their policies and procedures and, where available, historical data on specimen rejection and WBIT events. Multi-campus health services were permitted a single response. Forty-three health services submitted at least one year of data, with 28 health services submitting data across all years. A full data summary can be found in Appendix 1.
[bookmark: _Toc230700422][bookmark: _Toc236647853]Governance and policy framework
Almost all health services (97 per cent; 74/76) have a documented policy or procedure for pretransfusion specimen collection with 76 per cent (56/74) reviewed since January 2024. An electronic medical record (EMR) is used by 43 per cent (33/76), with only 21 per cent (16/76) using EMR for pretransfusion specimen collection. 
[bookmark: _Toc236647854]Specimen request procedures
The use of three patient identifiers on the request form was a requirement in 97 per cent of health services. 
Health services that do not provide neonatal care could select 'not applicable' for questions relating to neonatal specimen collection. Among the 49 health services where neonatal specimen collection processes were applicable, almost all had pretransfusion specimen and request form processes specific to neonates. Requirements varied between health services, including:
· infant identifiers, including ‘baby of’ mother’s full name, infant’s full name, date of birth and sex (76-90 per cent)
· maternal identifiers in addition to the neonate’s (57 per cent).
[bookmark: _Toc236647855]Specimen collection and labelling procedures
All participating health services required positive patient identification before pretransfusion specimen collection. Most health services also required staff to verify patient identifiers against the patient's identification band, match identifiers to the request form and document collector details (95 per cent; 70/74). Specimen labelling at the patient's side was required by 96 per cent (71/74) of health services.
Some variation in procedures was evident. Just over half of health services (54 per cent; 40/74) required patients to spell their name as part of the identification process. Among health services with outpatient collection procedures, 87 per cent (47/54) required a third patient identifier. Eighty per cent (59/74) prohibited relabelling or correction of specimens.
Sixteen health services (21 per cent) reported using an EMR for pretransfusion specimen collection. Of these, 69 per cent (11/16) required barcode scanning of the patient's identification band as an additional patient identification step, while 50 per cent (8/16) required scanning of specimen tubes at the completion of collection.
[bookmark: _Toc236647856]Specimen request and labelling methods
Among health services using an electronic medical record (EMR) for pretransfusion specimen collection, most used a printed request form (75 per cent; 12/16). All health services reported using a paper request form either routinely or as a contingency during EMR downtime.
Most health services using an EMR (75 per cent; 12/16) printed specimen labels at the patient's side. Five health services could print labels both at and away from the patient's side. The remaining four health services used handwritten specimen labelling.
Among health services not using an EMR for pretransfusion specimen collection, handwritten specimen labelling was almost universal (98 per cent; 59/60). One health service reported using pre-printed addressograph labels only. Twelve health services used both handwritten and addressograph labels (see Table 3, Appendix 1).
[bookmark: _Toc236647857]Rejection criteria and zero tolerance
Pretransfusion specimen rejection criteria were in place at 86 per cent (65/76) of health services, although only 54 per cent (41/76) had these criteria documented in clinical procedures. A zero-tolerance approach to specimen rejection was used by 96 per cent (73/76) of health services.
Thirty-two per cent of health services excluded precious specimens from their zero- tolerance policies. These included cord blood and other specimens that may be difficult or impossible to recollect.
[bookmark: _Toc236647858]Wrong blood in tube (WBIT) governance
Almost three-quarters of health services (74 per cent; 56/76) had a documented WBIT governance framework. Most health services also had established pathways for managing and reporting WBIT events, including incident reporting systems (91 per cent), governance committees (86 per cent) and reporting to STIR (66 per cent). Common follow-up actions included staff discussion (86 per cent), staff education (79 per cent) and case review (61 per cent).
[bookmark: _Toc236647859]Monitoring and reporting specimen rejection data
Pretransfusion specimen rejection data were collected by 74 per cent (56/76) of health services. Data review frequency ranged from monthly to annually and was commonly reported to blood management committees (82 per cent).
Availability of historical data varied considerably. Between 23 and 38 per cent of health services were unable to calculate annual specimen rejection rates for 2021 to 2025, while 29 to 45 per cent were unable to calculate WBIT rates for the same period.
Some health services provided free text responses highlighting challenges accessing specimen-related data. Reported barriers included limited access to rejection and WBIT data, which in some cases were available only on request (n = 4), difficulties obtaining data from laboratories (n = 6), and challenges distinguishing pretransfusion specimens from other specimen types when calculating denominators for rate reporting (n = 9). As these findings were drawn from voluntary free-text comments rather than a structured survey question, they should be interpreted as indicative only.
[bookmark: _Toc236647860]Variation and trends in specimen rejection rates
Specimen rejection rates varied considerably between participating health services throughout the reporting period. While most health services reported annual rejection rates below 10 per cent, some reported substantially higher rates. The greatest variation was observed among lower-volume health services, whereas higher-volume health services generally reported rates within a narrower range. This likely reflects the greater influence of individual rejection events on calculated rates when specimen volumes are low. Despite this variation, the overall rejection rate declined from 4.70 per cent in 2022 to 3.64 per cent in 2025.
Table 3: Overall pretransfusion specimen rejection rate for years 2021 - 2025
	Year
	Overall rejection rate (%)
	Range (%)
	Total specimens 
	Number of health services with rejection rate data
available *

	2021
	4.06 
	1.4 - 19.6
	274,382 
	28

	2022
	4.70
	0.8 - 11.8
	290,698 
	29

	2023
	4.39 
	0.0 - 11.4
	357,348 
	33

	2024
	4.03 
	0.0 - 17.4
	367,943 
	35

	2025
	3.64 
	0.0 - 13.4
	409,252 
	41


*Number of health services providing both specimen collection and rejection numbers to calculate rate.
[bookmark: _Toc236647861]Variation and trends in WBIT rates
Overall WBIT rates remained low throughout the five-year period, ranging from 0.61 to 0.88 per 10,000 specimens (Table 4; Figure 2). As with specimen rejection, variation was observed between health services, with reported WBIT rates ranging from 0.0 to 19.96 per 10,000 specimens.
Table 4: Overall WBIT rate for years 2021 - 2025
	Year
	Overall WBIT rate
(per 10,000)
	Range
	Total specimens 
	Number of health services with WBIT rate data
available *

	2021
	0.61 
	0.00 - 13.81
	274,382 
	28

	2022
	0.81 
	0.00 - 19.96
	310,198
	30

	2023
	0.88 
	0.00 - 8.87
	377,128
	34

	2024
	0.75 
	0.00 - 2.76
	367,943
	35

	2025
	0.74 
	0.00 - 5.82
	372,758
	37


*Number of health services providing both specimen collection and WBIT numbers to calculate rate.
[bookmark: _Toc236647862]Where and when errors occurred in October 2025
Detailed information on specimen rejection was collected for October 2025. Data were provided by 55 health services (72 per cent), although seven health services reported no pretransfusion specimen collection during the reporting period. Not all health services were able to provide data for every field requested, including the location, timing and reason for specimen rejection.
The overall specimen rejection rate for October 2025 was 3.55 per cent (range 0.0 per cent to 18.2 per cent from 48 contributing health services). The WBIT rate was 0.78 per 10,000 specimens (0.01 per cent).
Thirty-two health services provided data on the location of specimen collection. As shown in table 5, rejection rates were highest in paediatric areas (9.76 per cent), operating theatres (7.68 per cent), emergency departments (5.22 per cent), delivery suites (3.74 per cent) and critical care areas (4.80 per cent).
[bookmark: _Hlk206497087]Table 5: Specimen rejection rates by clinical area, October 2025 (n = 32 health services*)
	Clinical area
	Overall rejection rate for reporting health services (%)

	Paediatric
	9.76

	Operating theatre
	7.68

	Emergency department
	5.22

	Critical care areas 
	4.80

	Ward
	4.60

	Maternity inpatients
	4.06

	Delivery suite
	3.74

	Haematology/Oncology
	1.88

	Outpatient clinic/ preoperative clinic
	1.60

	Pathology outpatients
	0.87

	Maternity outpatients
	0.83

	All other areas
	0.50

	Total
	3.87


*Number of health services providing both specimen collection and rejection numbers to calculate rate.
A higher proportion of pretransfusion specimens were rejected out of core hours (22:00 to 07:00); 6.36 per cent compared with 4.01 per cent during core hours (Table 6).
Table 6: Timing of when the rejected pretransfusion specimens were taken 
	Time of specimen collection
October 2025
	Overall rejection rate for reporting health services (%)
	Number of health services* 

	Core hours (07:00 to 22:00) 
	4.01
	12

	Out of core hours (22:00 to 07:00)
	6.36
	10


* Number of health services providing both specimen collection and rejection numbers to calculate rate.
[bookmark: _Toc236647863]Reasons for specimen rejection
Forty-one health services provided data on the reasons for specimen rejection. The most common reason for rejection was a mismatch between patient details on the specimen and the request form (Table 7).
Other common reasons included missing or illegible collection date and time on the specimen, a missing collector signature on the request form, and a mismatch between the collection times recorded on the specimen and request form.
Table 7: Reasons for pretransfusion specimen rejection (n = 41 health services)
	Pretransfusion specimen rejection criteria
October 2025
(some specimens may have multiple responses for rejection)
	Overall rejection rate for reporting health services (%)

	Patient details on specimen DO NOT match the request
	0.60

	Date and time of collection not present (or legible) on specimen 
	0.43

	Collector’s signature not present on request
	0.29

	Mismatch of time between specimen and request
	0.23

	Insufficient patient ID details on specimen
	0.22

	Collector’s signature not present on specimen 
	0.17

	Use of preprinted labels
	0.15

	Date and time of collection not present (or legible) on request form
	0.13

	Insufficient patient ID details on request form
	0.05

	Specimen not labelled 
	0.03

	Request form not labelled
	0.02

	WBIT 
	0.01

	Details overwritten, corrections made on specimen label
	0.00

	Details overwritten, corrections made on request form
	0.00

	Other 
	1.20

	Total
	3.53



[bookmark: _Toc230700424][bookmark: _Toc236647864]Education
Education requirements differed between nursing and medical staff.
For nursing staff, 74 per cent (58/76) of health services required education at induction and 87 per cent (66/76) required ongoing education. Only 3 per cent (2/76) reported no education requirements.
For medical staff, 50 per cent (38/76) of health services required education at induction and 46 per cent (35/76) required ongoing education. Twenty-one per cent (16/76) reported no education requirements.


[bookmark: _Toc236647865]Discussion
Policies and procedures 
Most participating health services (97 per cent) have documented procedures for pretransfusion specimen collection, patient identification and specimen labelling. This demonstrates broad alignment with national best-practice guidelines. Positive patient identification was included in all procedures audited, and most health services required patient identifiers to be checked against both the patient's identification band and the specimen request.
While almost all procedures required patients to state their name and date of birth, only 54 per cent required patients to spell their name as part of the identification process. Variation was also identified in neonatal identification requirements, the use of additional identifiers in outpatient settings, EMR-supported collection processes, and policies on relabelling or correcting specimens.
The variation observed suggests that, while the principles of safe specimen collection are well established, opportunities remain to improve alignment with the guidelines in how those principles are applied. Greater alignment with national best-practice guidelines may reduce variation in pretransfusion specimen collection practices and support safer transfusion processes.
Neonatal specimen collection represents a recognised exception to routine practices, as modified maternal labels are commonly used and require additional safeguards. Variation in neonatal identification and specimen labelling requirements suggests there may be opportunities for greater consistency across health services. STIR data indicates that approximately 40–50 per cent of WBIT events reported in maternity settings involve cord blood specimens labelled with maternal identifiers only. Clear differentiation between maternal and neonatal specimens should therefore remain a focus of local procedures, education and governance activities. 
Pretransfusion specimen rejection 
Overall specimen rejection rates were relatively low and declined over the reporting period from 4.70 per cent in 2022 to 3.64 per cent in 2025. While this may indicate improvements in specimen collection practices, variation in data availability between years, both within and across health services, should be considered when interpreting these findings. There are currently no widely accepted benchmarks for acceptable pretransfusion specimen rejection rates, which limits direct comparison of performance between health services.
Analysis of October 2025 data identified higher rejection rates in paediatric settings, operating theatres and emergency departments. These environments are often characterised by higher patient acuity, complex workflows and time-critical clinical decision-making. Similarly, collections taken outside core hours showed higher rejection rates. While the reasons for this cannot be determined from the audit data, potential contributing factors may include lower staffing levels, increased patient-to-clinician workloads, staff fatigue, competing clinical priorities and reduced access to supervision and support. Collectively, these findings suggest specimen collection errors may be more likely in clinical environments where operational pressures challenge adherence to established procedures.
The most common reasons for specimen rejection were mismatches between patient details on the specimen and request form, missing collection date and time, missing collector signatures, mismatches in collection times between the specimen and request form, and insufficient patient identifiers. 
While WBIT events were infrequently reported, their continued occurrence demonstrates that patient identification errors remain an ongoing risk. Similarly, specimens rejected because request forms lacked patient identifiers indicate that positive patient identification and request matching processes were not consistently completed. Although these events represent a small proportion of specimens overall, they have the potential to result in serious or life-threatening transfusion incidents if not detected.
Governance and monitoring
The audit identified governance, data collection and data monitoring as key opportunities for improvement. While most health services reported having processes in place to manage WBIT events and monitor specimen rejection data, approximately one-quarter lacked a documented WBIT governance framework, and a similar proportion did not routinely collect specimen collection and rejection data.
Limited access to specimen collection, specimen rejection and WBIT data was a recurring theme in free-text responses. Several health services reported difficulties obtaining data from transfusion laboratories or distinguishing pretransfusion from other specimen types when calculating rates. These challenges limit the ability of health services to monitor performance, identify trends and evaluate the effectiveness of improvement initiatives. 
Although reporting pathways were generally well established, investigation processes and accountability structures varied between organisations. Governance arrangements are important to ensure specimen collection errors, particularly WBIT events, are investigated appropriately, contributing factors are identified, and lessons learned are communicated back to clinical areas. 
Education and competency assessment are also important components of an effective governance framework. While education requirements for nursing staff were well established, requirements for medical staff were less consistently reported. Strengthening oversight of training and competency assessment may help ensure all clinicians involved in pretransfusion specimen collection maintain the knowledge and skills required to support safe practice. Given that specimen collection frequently occurs in higher-risk settings and outside core hours, ongoing education and feedback may assist in reducing preventable errors.
[bookmark: _Toc236647866]Conclusion
Most participating health services have established policies and procedures for safe pretransfusion specimen collection, patient identification and specimen labelling. High levels of compliance with key safety requirements were evident across the audited health services. However, the continued occurrence of rejected specimens and WBIT events demonstrates that risks remain despite established procedures.
The audit identified variation in the application of some practices, including neonatal identification processes, the use of additional patient identifiers for outpatients, implementation of EMR-supported collection processes, and specimen labelling requirements. These variations present opportunities to improve consistency in practice and further align local procedures with national best-practice guidelines.
The findings also highlight opportunities to improve governance, oversight and monitoring of specimen collection errors. While most health services reported processes for managing WBIT events and monitoring specimen rejection data, gaps remain in governance frameworks, data collection and reporting capability. Limitations in data availability also affect the ability to monitor performance, analyse trends and evaluate improvement initiatives over time.
The findings also highlight opportunities to strengthen education and competency assessment, particularly for medical staff, where education requirements and ongoing training were less consistently reported than for nursing staff.
Future improvement efforts should focus on:
· aligning local procedures and practices with national best-practice guidelines for pretransfusion specimen collection and patient identification
· strengthening governance and oversight of specimen collection errors, particularly WBIT events
· improving the collection, analysis and use of specimen rejection and WBIT data to support monitoring, benchmarking and quality improvement activities
· using data over time to identify meaningful changes in performance and evaluate the impact of improvement initiatives.
Strengthening these areas will support health services to identify risks earlier, target improvement activities more effectively, and improve patient safety and the quality of transfusion practice.
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[bookmark: _Toc236647868]Appendix 1: All data tables summary
Appendix 1 contains supplementary data tables supporting the findings presented in the report. Table numbering in this appendix is independent of the main report.
[bookmark: _Toc236647869]Governance and policy framework
Table 1: Pretransfusion specimen request procedure 
	Question
	All (Yes) responses 
(n = 76)

	Is there a policy and/or procedure covering pretransfusion specimen collection?
	74 (97%)

	Date pretransfusion specimen collection procedure last reviewed 
	March 2013 to February 2026
(76% since Jan 2024)

	Does your health service use an EMR?
	33 (43%)

	Does your health service use an EMR for pretransfusion specimen collection?
	16 (21%)

	If yes, when did your health service commence using EMR for pretransfusion specimen collection?
	February 2012 to September 2024



Table 2: Pretransfusion specimen request procedure 
	Does your procedure state or include:
	All responses
(n = 74)

	· the REQUEST must clearly identify the patient with 3 unique identifiers:
· full name, date of birth, medical record number if inpatient or alternative identifier which includes sex, patient address, Medicare number, unique accession number, or individual healthcare identifier if outpatient
	72 (97%)

	· for newborn and neonatal testing request forms should include the following information: (n = 49)
	

	· either “Baby of [Mother’s FULL NAME]” or the infant’s FULL NAME (if this is known) 
	44 (90%)

	· baby’s date of birth 
	43 (88%)

	· baby’s sex 
	37 (76%)

	· infant’s MRN if available 
	44 (90%)

	· mother’s full name and/or MRN in addition to infant’s details if available 
	28 (57%)



Table 3: Pretransfusion specimen collection and labelling procedure 
	Does your procedure state or include:
	All responses

	· the patient’s identity must always be confirmed before pretransfusion specimen collection
	74 (100%)

	· if patient is conscious and able they must be asked to: 
	

	· state their full name
	72 (97%)

	· spell their full name
	40 (54%)

	· state their date of birth
	72 (97%)

	· for inpatients, these details (full name and date of birth) must be checked against the patient details on the ID band, worn by the patient
	70 (95%)

	· for outpatients confirm a third patient identifier i.e. unique accession number, sex, patient address, individual healthcare identifier, or Medicare number (n = 54)
	47 (87%)
(20 not applicable)

	· for inpatients and outpatients full name, date of birth and a third patient identifier must be confirmed against the request (paper form or EMR) and any labels used
	70 (95%)

	· if using an EMR, scanning of the ID barcode on ID band (inpatients) as an additional step for positive patient ID [n = 16]
	11 (69%)

	· specimens must be labelled at the patient side immediately after collection
	71 (96%)

	· the person collecting the specimen must sign, date and time the specimen (if using an EMR, this may be generated electronically)
	72 (97%)

	· the person collecting the specimen must complete the specimen collector’s declaration 
	70 (95%)

	· correction of incorrect or missing details, relabelling or retrospective labelling of unlabelled specimens is not permitted
	59 (80%)

	· if using an EMR for specimen collection, scanning of the labelled tubes at completion of the collection task is required. [n = 16]
	8 (50%)



Table 4: Pretransfusion specimen request methods
	Response
	All responses
(n = 76)

	Electronic (EMR) without printed request form (n = 16)
	6 (38%)

	Electronic (EMR) with printed request form (n = 16)
	12 (75%)

	Paper request form (n = 76)
	71 (93%)

	Paper request form during EMR downtime (n = 16)
	15 (94%)


Note: Of the 16 health services with EMR, 11 also reported paper request form; separate to paper request during downtime.
Table 5: Pretransfusion specimen labelling methods
	Response
	All responses
(n = 76)

	Handwriting patient identifiers on the tubes (n = 76)
	69 (91%)

	Use of pre-printed patient addressograph labels (n = 76)
	17 (22%)

	Use of EMR specimen labels printed at the patient side (n = 16)
	12 (75%)

	Use of EMR specimen labels printed away from the patient side (n = 16)
	5 (31%)



Table 6: Does the health service / transfusion laboratory have documented criteria for rejection of pretransfusion specimens
	Response
	All responses
(n = 76)

	In laboratory procedures
	65 (86%)

	In clinical procedures
	41 (54%)

	No procedure documented
	6 (8%)


Table 7: Zero tolerance
	Question
	All responses
(n = 76)

	Is ‘zero tolerance’ standard transfusion laboratory practice?
	73 (96%)

	Does the ‘zero tolerance’ specimen rejection criteria apply to precious specimens?
	52 (68%)

	Please document what constitutes a precious specimen (n = 21)
	

	Cord blood
	4 (19%)

	Deceased organ donor
	2 (10%)

	Coronial request
	3 (14%)

	Bone marrow
	6 (29%)

	Other: cerebrospinal fluid, intrauterine fetal specimens, snake bite, discretion of pathology scientist, histology.
	16 (76%)


[bookmark: _Toc236647870]Wrong blood in tube (WBIT)
Table 8: Is there a documented governance framework in place for managing wrong blood in tube (WBIT) incidents?
	Response
	All responses
(n = 76)

	Yes
	56 (74%)



Table 9: What reporting is required for a WBIT event? (select all applicable)
	Response
	All responses
(n = 76)

	Report into local safety learning system e.g. VHIMS or Riskman
	69 (91%)

	Clinical governance / transfusion committee or similar 
	65 (86%)

	Manager/NUM notified
	65 (86%)

	Treating team or medical officer notified
	51 (67%)

	Reported to Serious Transfusion Incident Reporting (STIR)
	50 (66%)

	If identified in clinical area, reported to laboratory
	53 (70%)

	No reporting required
	1 (1%)

	Unknown
	1 (1%)



Table 10: What is the usual process in the transfusion laboratory following a WBIT event? (select all applicable)
	Response
	All responses
(n = 76)

	Specimen invalidated
	60 (79%)

	Incorrect pathology results removed from patient/s record in laboratory information system
	51 (67%)

	If WBIT identified in lab, clinical area notified
	62 (82%)

	Reported into laboratory safety learning system
	38 (50%)

	Reported into health service safety learning system
	42 (55%)

	Unknown
	8 (11%)



Table 11: What is the usual process in the health service following a WBIT event? (select all applicable)
	Response
	All responses
(n = 76)

	In-depth case review
	46 (61%)

	Procedure review and/or update
	48 (63%)

	Staff member interview/discussion/self-reflection
	65 (86%)

	Staff education
	60 (79%)

	Unknown
	4 (5%)



Table 12: Who is responsible for investigating and following up a WBIT event? (select all applicable)
	Question
	All responses
(n = 76)

	Laboratory staff
	46 (61%)

	Transfusion Practitioner
	42 (55%)

	Clinical governance / risk / quality manager
	54 (71%)

	Ward/unit manager
	64 (84%)

	Blood Champion
	12 (16%)

	No follow up required
	0 (0%)

	Unknown
	1 (1%)



[bookmark: _Toc236647871]Pretransfusion specimen data collection
Table 13: Is pretransfusion specimen rejection data collected?
	Response
	All responses
(n = 76)

	Yes
	56 (74%)



Table 14: How often is the data reviewed?
	Response
	All responses
(n = 56)

	Monthly
	15 (27%)

	Quarterly
	18 (32%)

	6 monthly
	6 (11%)

	Annually
	3 (5%)

	Other: weekly, bi-monthly, ad hoc/as required, not routinely
	14 (25%)



Table 15: Where is the specimen rejection rate data reported?
	Response
	All responses
(n = 56)

	Blood management committee or similar
	46 (82%)

	Clinical governance committee
	27 (48%)

	Pathology governance committee
	18 (32%)

	Clinical areas
	19 (34%)

	Risk management committee
	14 (25%)

	Not reported 
	1 (2%)

	Other: quality improvement, annual safe care report, issues with data (receiving and/or accuracy) therefore not reported
	6 (11%)


[bookmark: _Toc236647872]Historical data reported
The following tables present the overall rejection rates (total rejections / total specimens) calculated using data from health services that provided both the number of pretransfusion specimens collected and the number of rejected specimens. The rate is defined as the total number of rejected pretransfusion specimens divided by the total number of pretransfusion specimens collected by those health services.

Table 16: Historical data: Pretransfusion specimen rejections
	Year
	Overall rejection rate (%)
	Range (%)
	Total specimens 
	Number of health services with rejection rate data
available *

	2021
	4.06 
	1.4 - 19.6
	274,382 
	28

	2022
	4.70
	0.8 - 11.8
	290,698 
	29

	2023
	4.39 
	0.0 - 11.4
	357,348 
	33

	2024
	4.03 
	0.0 - 17.4
	367,943 
	35

	2025
	3.64 
	0.0 - 13.4
	409,252 
	41


*Number of health services providing both specimen collection and rejection numbers to calculate rate.
Table 17: Historical data: WBIT
	Year
	Overall WBIT rate
(per 10,000)
	Range
(per 10,000)
	Total specimens 
	Number of health services with WBIT rate data
available *

	2021
	0.61 
	0.00 - 13.81
	274,382 
	28

	2022
	0.81 
	0.00 - 19.96
	310,198
	30

	2023
	0.88 
	0.00 - 8.87
	377,128
	34

	2024
	0.75 
	0.00 - 2.76
	367,943
	35

	2025
	0.74 
	0.00 - 5.82
	372,758
	37


*Number of health services providing both specimen collection and WBITs numbers to calculate rate.

Table 18: Number of pretransfusion specimens collected and rejected in OCTOBER 2025
	Overall rejection rate for reporting health services  (%)
	Range (%)
	Number health services*

	3.55
	0.0 - 18.2
	48


*Number of health services providing both specimen collection and rejection numbers to calculate rate.

[bookmark: _Hlk212469844]Table 19: Does your health service collect data on where rejected pretransfusion specimens originated? 
	Response
	Percentage of health services (n = 56)

	Yes
	39 (70%)



Table 20: Where are the errors being made? (n = 32)*
	Clinical area
	Overall rejection rate for reporting health services (%)

	Emergency department
	5.22

	Operating theatre
	7.68

	Ward
	4.60

	Haematology/Oncology
	1.88

	Outpatient clinic/ preoperative clinic
	1.60

	Pathology outpatients
	0.87

	Maternity inpatients
	4.06

	Maternity outpatients
	0.83

	Delivery suite
	3.74

	Critical care areas such as ICU/HDU/CCU
	4.80

	Paediatric
	9.76

	All other areas
	0.50

	Total
	3.87


*Number of health services providing both specimen collection and rejection numbers to calculate rate.

Table 21: Does your health service collect data on what time rejected pretransfusion specimens are being collected? 
	Response
	Percentage of health services (n =56)

	Yes
	28 (50%)



Table 22: What time the rejected pretransfusion specimens were taken? 
	Response
	Overall rejection rate for all reporting health services %
	Number health services* 

	Core hours (07:00 to 22:00) 
	4.01
	12

	Out of core hours (22:00 to 07:00)
	6.36
	10


*Number of health services providing both specimen collection and rejection numbers to calculate rate.

Table 23: Does your health service collect data on why rejected pretransfusion specimens are rejected?
	Response
	Percentage of health services (n = 56)

	Yes
	47 (84%)



Table 24: Pretransfusion specimen rejection criteria (n = 41)*
	Response
(some specimens may have multiple responses to why rejected)
	Overall rejection rate for reporting health services (%)

	Specimen NOT labelled 
	0.03

	Request form not labelled
	0.02

	Patient details on specimen DO NOT match the request
	0.60

	Insufficient patient ID details on specimen
	0.22

	Insufficient patient ID details on request form
	0.05

	Collector’s signature not present on specimen 
	0.17

	Collector’s signature not present on request
	0.29

	Date and time of collection not present (or legible) on specimen 
	0.43

	Date and time of collection not present (or legible) on request form
	0.13

	Details overwritten, corrections made on specimen label
	0.00

	Details overwritten, corrections made on request form
	0.00

	Use of preprinted labels
	0.15

	Mismatch of time between specimen and request
	0.23

	WBIT 
	0.01

	Other 
	1.20

	Total
	3.53


*Number of health services providing both specimen collection and rejection numbers to calculate rate.
[bookmark: _Toc236647873]Education
[bookmark: _Hlk221544446]Table 25: What pretransfusion specimen collection education do nursing staff receive?
	Type of Education
	Mandatory on induction
	Mandatory annually
	Mandatory at another interval
	Not required
	Not available 

	BloodSafe eLearning Collecting Blood Specimens or Clinical Transfusion Practice course / refresher
	67%
	14%
	67%
	8%
	-

	Health service specific (or in house) pretransfusion specimen collection eLearning course
	11%
	4%
	11%
	28%
	54%

	Health service specific (or in house) pretransfusion specimen collection face to face education
	8%
	4%
	17%
	34%
	41%

	Any education type
	74%
	16%
	71%
	3%
	-



Table 26: What pretransfusion specimen collection education do medical staff receive?
	Type of Education
	Mandatory on induction
	Mandatory annually
	Mandatory at another interval
	Not required
	Not available 

	BloodSafe eLearning Collecting Blood Specimens or Clinical Transfusion Practice course / refresher
	46%
	5%
	37%
	41%
	-

	Health service specific (or in house) pretransfusion specimen collection eLearning course
	5%
	3%
	5%
	36%
	54%

	Health service specific (or in house) pretransfusion specimen collection face to face education
	9%
	1%
	8%
	43%
	39%

	Any education type
	50%
	7%
	39%
	21%
	-
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