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Learning points

• SHOT data related to anti-D Ig errors

• Anti-D Ig errors reported to SHOT in 2023

• SHOT case-studies and respective investigation of the most common 

errors reported to SHOT 

• Share alternative actions





Summary 2023 SHOT data 



2023 SHOT data – Anti-D Ig errors
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Omission or late administration of anti-D Ig

Anti-D Ig given to the mother of a D-negative infant

Wrong dose of anti-D Ig given

Anti-D Ig given to a woman with immune anti-D

Anti-D Ig handling and storage errors

Anti-D Ig given to a D-positive woman

Anti-D Ig given to the wrong woman

Right product right patient

Miscellaneous
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Why is important to avoid these errors?
Anti-D immunisation 2023 data

Outcome of pregnancy

This Photo by Unknown Author is licensed under CC BY

2 - no treatment 
required

4 - required 
phototherapy 

1 - required 
phototherapy 

exchange transf.

No previous pregnancy n=7, all live births

Previous pregnancy n=35
▪ 2 miscarriage
▪ 1 data missing 
▪ 32 live births

https://onelab.andrewalliance.com/library/automated-antibody-purification-jlwKQ0aY
https://creativecommons.org/licenses/by/3.0/


Case-studies



Case-study 1 – Discharged before administration

D-negative patient delivered D-positive baby. Kleihauer (KLH) was 
performed, and anti-D Ig was issued by the laboratory. Two days later the 
patient attended for NIPE but the requirement for anti-D Ig was not noted 
until the patient had left the ward. Patient was called back but could only 
attend after 72-hours post-delivery. 

Communication issues between staff on delivery suite and postnatal ward 
were appointed as contributory factor. 



Actions from incident review  

✓Anti-D Ig log was added to the maternity fridge to track anti-D Ig received from 
laboratory. Included in the ward safety checks during night shifts

✓Laboratory introduced a failsafe to check maternity fridge and contact ward if anti-D Ig 
not collected

✓Communication sent out to all staff as a reminder to review patient’s D-status when 
attending for NIPE

✓Highlighted when booking NIPE, anti-D Ig might be required as well as chasing Kleihauer 
results

✓Board to record the patients that require Kleihauer results chasing



Action effectiveness

Anti-D Ig log was added to the maternity fridge to track anti-D 
Ig received from laboratory. Included in the ward safety 
checks during night shifts
Laboratory introduced a failsafe to check maternity fridge 
and contact ward if anti-D Ig not collected
Communication sent out to all staff as a reminder to review 
patient’s D-status when attending for NIPE
Highlighted when booking NIPE, anti-D Ig might be required 
as well as chasing Kleihauer results
Board to record the patients that require Kleihauer results 
chasing

The majority do not need extra anti-D – as soon as 
baby group is known issue standard dose of anti-D.  
Keep the majority safe and save resources for chasing 
the minority

Consider electronic tracking system with an alert to 
the lab if injection not collected



Case-study 2 – Knowledge gap relating to anti-D Ig 
requirement when cell salvage is used
D-negative patient received cell salvage during emergency caesarean section. 
The use of cell salvage was documented in theatre, but midwives failed to 
recognise the need for higher anti-D Ig dose and requested 500IU. Maternal 
and cord samples sent to the laboratory, but no information provided about 
the use of cell salvage. Kleihauer result was <2mL and the baby’s group found 
to be D-positive. Patient received 500IU postnatally before being discharged. 

The following day patient attended maternity triage and was re-admitted due 
to pre-eclampsia symptoms post-delivery. The next day, 4 days after delivery, 
midwife noticed the error before discharge and a further 1000IU was 
administered.



Actions from incident review

✓ Communication sent out to consultants and junior grades to share the incident and to 
remind the requirement for larger anti-D Ig doses when cell salvage is used

✓Blood conservation co-ordinator to share incident with the emergency theatre team and 
the importance of midwife’s presence at ‘sign out’ from theatre where anti-D Ig 
requirements need to be discussed

✓Practice Development Midwife to publish a brief communication in the internal social 
media page for midwives to increase communication and awareness

✓Request for reviewing the transfusion request form as no box/section to inform blood 
transfusion laboratory that cell salvage was used

✓Midwife mandatory study day and PROMPT to include anti-D as part of the content

✓New electronic patient record system in maternity going live soon – lead midwife for the IT 
project to explore possibility of built in an alert for discharge form completion – 
prompting the midwife to check if cell salvage had been used 



Action effectiveness

Communication sent out to consultants and junior grades to 
share the incident and to remind the requirement for larger 
anti-D Ig doses when cell salvage is used
Blood conservation co-ordinator to share incident with the 
emergency theatre team and the importance of midwife’s 
presence at ‘sign out’ from theatre where anti-D Ig 
requirements need to be discussed
Practice Development Midwife to publish a brief 
communication in the internal social media page for 
midwives to increase communication and awareness
Request for reviewing the transfusion request form as no 
box/section to inform blood transfusion laboratory that cell 
salvage was used
Midwife mandatory study day and PROMPT to include anti-D 
as part of the content

New electronic patient record system in maternity going live 
soon – lead midwife for the IT project to explore possibility of 
built in an alert for discharge form completion – prompting the 
midwife to check if cell salvage had been used 
Change SOP to give 1500 iu from a set 
point in the pregnancy so 1500iu would 
be the standard dose



Case-study 3 – Incorrect manual input on maternity IT 
system results in late RAADP administration

Patient attended routine appointment at 35 weeks gestation with community 
midwife. During the appointment patient mentioned that her group is D-
negative. When midwife checked the maternity IT system, noticed the patient’s 
blood group had been entered as D-positive, which was discrepant to the results 
from the laboratory. Due to the transcription error, patient had not received 
RAADP at 28 weeks. RAADP given at 35 weeks gestation.

The main contributory factor identified was the lack of inter-operability between 
the main patient electronic record and the maternity electronic patient record.  



Actions from incident review

✓Obstetric representative to provide feedback to the department and share this event

✓Patient’s blood group to be checked on the main electronic patient record not on the 
maternity IT system

✓Liaise with the maternity record software team to determine safer IT solutions



Action effectiveness

Obstetric representative to provide feedback to 
the department and share this event

Patient’s blood group to be checked on the main 
electronic patient record not on the maternity IT system

Liaise with the maternity record software team to determine 
safer IT solutions

If results must be transcribed, have a double check 
step before they are deemed correct 



SHOT Resources



Thank you for 
listening
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