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problem?

 Why is there a problem?

e How can transfusion incidents
be prevented?




What Is the scale of
the problem? ‘.

 IBCT continues to be the largest category \'

e 250% increase in the number of IBCT
reports this year

« IBCT makes up 75% of all reports received
e 70% of errors occur In clinical areas

e most common site of failure continues
to be failure of the bedside check (156/588)
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Distribution of errors according to the main
reporting categories in IBCT:
588 errors from 348 reports

0%\

O Prescription, sampling,
request (161)

27% O Blood Centre (10)
40%
LI Hospital Blood Bank
(183)
I 204 M Collection,

administration (232)

\_/ W Other (2) *

31%

* Other = errors in software made by IT department




Errors In prescription, requesting of
blood components and patient sampling

e 161 errors in these areas
—In 44% cases primary error occurred here

— half the cases related to failure to indicate
special transfusion requirements

— majority of these involved a patient at risk
of TA-GVHD
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Errors in collection and administration

e 232 errors in 187 cases

— In 36% of reported cases the primary error
occurred at this stage

— 37% (65/176 cases with the time recorded) took
place between 8pm and 8am, 33 started between
MN and 8am of which 16 were said to be routine

— 156 cases of failure of the bedside check

— In 21 cases this was the primary error resulting in
wrong transfusions being given
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Errors in collection and administration

* In 45 cases the wrong blood component was
collected from the fridge and the error not detected at
the bedside. 10 of these cases related to acutely
bleeding patients undergoing urgent or massive
transfusions in critical care situations

 In 135 cases the bedside check failed to detect an
error earlier in the transfusion chain, in 24 of these
cases an expired unit was transfused
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Categories and proportions of ‘near
miss’ events

11%

B Sample errors (542)
11%

9%

E Request errors (81)

M | aboratory sample handling &/or
testing errors (86)

60% B Laboratory component selection,
handling, storage & issue errors
(97)

O Component collection,
transportation, ward handling &
administration errors (100)




Right blood to right patient

e 29 cases where the patient receives entirely
appropriate blood which was intended for
them but which, nevertheless, had some
element in the process which was wrong and
which could, under different circumstances,
have led to a serious transfusion error
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Why is there a problem?

* Blood transfusion is a complex multi-stage
process

» False sense of security?

e Guidelines not always practical and may differ
from tradition

o Lack of understanding that blood should be
treated like a drug

 Record keeping is poor
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Why Is there a problem?




250

2007

150

100

507

Site of transfusion where error
occurred Iin a clinical area

B Ward (62.9%)

217

B Theatre, including
recovery (10.7%)

E Qut Patients / Day
Unit (10.1%)

2 CU (9.9%)

mA & E (4.9%)

37
35 34 O Other * (1.4%)
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Ward issues

* Nursing shortages and staffing issues
 Dependency of patients

* Pressure on beds - transfusions at night
* High stress levels - mistakes made

* Areas where high nurse:patient ratios not
exempt from error - problems confirming
patient identity
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How can transfusion incidents
be prevented?

 National Initiatives:

— Participation in SHOT must be active

* In every hospital every serious transfusion
adverse event must be identified, fully
Investigated and reported

 requires involvement of all hospital staff to be
aware of the risks and their responsibilities

o identify and report weak links
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‘Blame free’ culture

* ‘An Organisation with a memory’ @)
2000: Learning from adverse e
events in the NHS

e should encourage reporting in an
open, learning and improving
environment

o events to be fully analysed to
determine root cause analysis




Root Cause Analysis (RCA)

« RCA Is a structured investigation that aims to identify
the true cause (s) of a problem, and the actions
necessary to eliminate it
(Anderson and Fagerhaug 2000)

 RCA takes a systems view of incidents — moving
away from blaming individuals

 Look at what, how and why it happened
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Resources

 Resources must be made available to ensure
that appropriate and effective remedial action
IS taken following transfusion errors

— financia
—IT

— audit

— administrative support

“AL &
O ¢
[ (=]
< o
z o
& %

Epurt




Appropriate Use

@}b Department

of Health

Health Service Circular

Series Number: HSC 2002/009

s U 04 July 2002

. ¢ Date: 04 July 2005
Hegory Public Health

Action
f & spacific action an the part of the moipon! with a deadling when Appmpnse

Better Blood Transfusion
e e r O O Appropriate Use of Blood

For action by

Heaith Authaorities (England) - Chief Executive

- Directors of Public Health

Transfusion 2

— BBT2 Toolkit




Appropriate Use

 National Blood

A N ational Blood

Conservatlon Strategy - Conservation Strategy for

N BTC and NB S

4 key Initiatives

— Education

— Preparing patients for surgery
— 10CS

— Audit




National and Local Initiatives

* Electronic aids to transfusion
safety should be assessed and
developed at national level

— DoH ‘Information for Health’ IT
strategy

— National standards and
specifications

— Positive patient identification




Clinical Audit

 Audit - monitor and improve practice
— local audit
—regional audit - organised by RTC’s
— national audit e.g.National Comparative Audit

« Audit of hospital policy on red cell transfusion
« Audit of hospital transfusion practice
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National Comparative Audit

e Action Plan:
— regional seminars

— blood awareness campaign
with posters

— re-audit practice
— audit appropriate use of
— blood
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Hospital Transfusion Teams

e HTT’s must be established
and supported
— HSC 2002/09 BBT2

— Consultant Haematologist, TP
and BBM

— SHOT aregular item on HTT
and HTC agenda’s

— networking/support - SPOT,
User Groups and NBS
Hospital Liaison Teams
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Procedures and policies

— based on national guidelines
— simple and practical A
— regularly reviewed

M — readily available to clinical staff

— encourage ward staff to look at the clinical
picture not just the ‘numbers’ /f‘
( -




Education and training

 Education and training to implement
policies and procedures into
practice
— nurses, HCA'’s, phlebotomists
— BMS’s and Doctors at every level
— tailored for specialist areas
— Transfusion Practitioner’s
— patients




Communication

e Communication at all
levels e.g.re special
requirements and
between hospitals when
patient care Is shared
— appropriate
— timely
— effective




Promoting SHOT In hospitals

 |Increase nurse involvement with SHOT

e Raise awareness - more educational
sessions on SHOT iIn Trusts, at HTC's, In the
North

« Make SHOT PowerPoint presentations
available to all hospitals to use In training

« Have a SHOT poster available to hospitals
for awareness days
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Supporting SHOT

e Questionnaire survey to Transfusion
Practitioners

 ‘Introduction to SHOT’ pack
 Regional Newsletter with SHOT articles

 Articles in general nursing journals as well
as in more specialised publications such as
‘Blood Matters’
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Case 37

 An ABO incompatible transfusion was given to a
patient in ICU which resulted in major morbidity
— elective transfusion done ‘out-of-hours’
— porter had no documentation
— wrong unit collected and not correctly logged out
— 2 nurses checked unit but not at the bedside
— blood held at room temperature for over 30 minutes

— observations not done and an acute reaction was
not recognised until almost whole unit transfused




Thank You

Rebecca Gerrard
Tel: 0161 251 4328 Mobile: 07764 280 189
Email: rebecca.gerrard@nbs.nhs.uk
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