iil'l

Strengthening Obstetric Transfusion Safety:
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Overview of SHOT and
of reported cases

Key themes of avoidable
and delayed transfusions

Case-studies and
resources




All cases are anonymised

All based on information
provided to SHOT via
Dendrite reporting
1 | system

Are representative of the
data supplied

All used for educational
purposes
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What is SHOT? SHOT

Improve safety

Collects reports

Analyses data Shares learning

Work collaboratively
with patients and
key stakeholders to
promote best
practices and
reduce transfusion

risks

Through annual
reports, guidance
documents and
education to
Improve practices,
both clinical and

laboratory
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To understand what
went wrong, why it
happened and how
it can be prevented

Transfusion safety
incidents (reactions,
errors, near misses)

from hospitals
across the UK




Poll question

Do you have a structured way of collecting transfusion-related
incident reports in obstetrics such as delays, wrong component
issued, or avoidable transfusions? (single response)

¢ Yes- in all these categories

¢ Yes- only in certain categories
¢ No
¢ Don’t know




Poll question

If you collect these incidents, what are the recurring themes

in your local investigations?
(Multiple responses)

¢ Clinical decision making

¢ Recognition of bleeding

¢ Communication gaps

¢ Documentation challenges
¢ Stock availability

¢ Team coordination issues

¢ Leadership and safety culture




5-years SHOT in numbers
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HSE - Handling and storage
RBRP - Right blood right patient

IBCT - Incorrect blood component
transfused

SRNM - Specific requirements not met
WCT - Wrong component transfused

PCC - Prothrombin complex
concentrate




Delayed and avoidable transfusions in obstetrics

312

170
2 g 18
e
Obstetric delays Avoidable

W 2022 w2023 m2024

6 5

Obstetric avoidable

8

(4,

Delayed transfusionsin
obstetrics account for 5.1%
of all delayed transfusions
reported in the last 3 years

Avoidable transfusions in
obstetrics account for 4.5%
of all avoidable
transfusions reported in the
last 3 years
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Delayed and avoidable transfusions in

major obstetrics haemorrhage (MOH)

(4,

Reports 2022-2024 50% of delayed
transfusions in

obstetrics were in MOH
situations

43% of avoidable
transfusions in
obstetrics were in MOH
situations
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Obstetric delays Obstetric MOH delays Obstetric avoidable Obstetric MOH avoidable
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Key themes in the errors reported




Pressure on laboratory staff to accept
mislabelled sample during a MOH

A MOH was activated following a placental abruption requiring emergency

hysterectomy. The activation didn’t include a phone number for the laboratory staff to
contact the clinical team.

When the laboratory staff got hold of the clinical team the biomedical scientist (BMS)

requested a group and screen sample (G&S) as none was available to issue group-
specific or crossmatched blood.

In this phone call the BMS explained that emergency blood was available if they could

not wait for the sample to be processed. The clinical team informed the BMS they
could wait.

When the sample arrived at the laboratory the BMS noted that the sample had been

mislabelled and consequently was rejected as per protocol. The clinical team was
informed and a new G&S sample requested.
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Pressure on laboratory staff to accept
mislabelled sample during a MOH

At this point two units of emergency O D-negative were issued. The BMS informed the
clinical team that the stock of O D-negative units were low and for the clinical team to
send a repeat G&S sample as soon as possible.

The clinical team contacted multiple times the laboratory afterwards asking to amend

the labelling on the rejected sample. The BMS informed that was not possible as it was
against local policy.

During these phone calls and upon BMS rejection to accept the amendments, the
clinical team acused the BMS to allow the stock of emergency units of running out,
and of the negative impact that could cause to the patient.

Following these phone calls, the BMS who was working alone out-of-hours felt

pressurised, stressed and his decision-making affected. The BMS decided to escalate
this situation and sought support from their manager.
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Pressure on laboratory staff to accept
mislabelled sample during a MOH

As the patient had a previous blood group, the laboratory manager advised the BMS to
issue O D-positive red cells to avoid delays and maintain blood supply.

Due to these pressures added to a high workload, the BMS contacted later their

manager asking for another member of staff as they felt they could not deal with the
situation effectively.

The laboratory manager arrived soon after reassuring the BMS of their decision and
actions throughout the shift.

In total the patient received 4 units of O D-negative and 2 units of O D-positive red

cells, 10 units of fresh frozen plasma (FFP), 4 units of cryoprecipitate and 2 pools of
platelets. The patlent recovered and survived.
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Contributory factors

MHP
. .. Sample
activation .
. taking and
with accurate .
labelling
contact
details

Communication Processes
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Local policies
and risks of
deviations/

workarounds

Effective
communication,
respect and no-
blame culture
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Speaking up for safety

What will this document cover?
« Designed to support staff in raising their concemns regarding the safety culture within teams or

their organisation !I" \"E
Outlhins b o o tho peo o =¥ iy =
ity m lionltca SHOT B it

Civility in Healthcare of Transfusion are needed to ensure

September 2023

SHOT resources

A CULTURE OF CIVILITY AND RESPECTIN HEALTHCARE

WHAT IS CIVILITY AT WORK? DOES IT MATTER IN fety culture is one
HEALTHCARE? In simple terms it is how we treat each other at INCIVILITY 1 flourish. It ensures
work; And how we treat each other matters. Civility is the behaviour THE FACTS nd improvement of
that helps to preserve mutual respect at work. Unfortunately, WHAT HAPPENS WHEN where staff feel
incivility, disrespect, bullying and harassment are often seen within SOMEONE IS RUDE?

organisations. It has been shown that working in an unkind and rude 80F, ctrecisints os

environment can have a detrimental impact on staff wellbeing, S syl et )
mental health and patient care. Dr Chris Turner from "Civility saves :taffsn—urvmﬁstate,
lives' has stated that when someone is mildly to moderately rude to ~60% of staff feel
us, our cognitive ability is reduced by 61%. Therefore, when there is : to speak up about
no culture of civility and respect in the workplace the potential of the e

staff is never reached. Civility in healthcare matters because it _
reduces errors, fosters excellence and creates a safe environment A8 toduca thoic @@[})
for staff and patients. A kind word can change the world. e st etk @ Q) @

Click here or type www _civilitysaveslives com/infographics to see the 25, taksitont
benefits from kindness at work g

THE FOLLOWING MEASURES HELP INCREASE RESPECT AND
CIVILITY IN THE WORKPLACE

WITNESSES

les, values, and

Serious Hazards UK Transfusion
SHOT B onhen
sz SHOT EEEE s
Suggestions and ideas to discuss and of Transfusion

Collaborative

£ 8imof this document and simpe (13 SHOT and UKTLC Transfusion Laboratory Culture Survey
"+ The 2023 stoT and uKTLC laboratery.— (NHS, Independent hospitals and UK Blood Services) Summary

culture in laboratories in hospitals and

haemavigilance team. The summary r¢ [ sHOT and UKTLC aimed to measure and understand the safety culture in laboratories in hospitals and

through this link: https://www.shotuk. | Blood Services in the UK, with input from the MHRA haemovigilance team. In 2019, a survey found
* The survey identified issues with safet | evidence of disciplinary action following single quality incidents and pressure from line management to

with staff not feeling safe to raise conc | present a false impression of safety within the laboratory. Further concerns have been raised regarding

mental health and ability to perform t} | the safety culture within the laboratory and the SHOT and UKTLC laboratory culture survey 2023 was

negative impact on performance, com distributed to transfusion laboratory professionals to gain more information. A document with
suggestions to improve safety culture has been created to support healthcare organisations:

https://www.shotuk.org/resources/current-resources/uktlc/

Emotional « Allow time for positive reflection
Intelligence | * Increase self awareness

patient safety. In contrast, civility emb:
of blame or reprimand as well as pron
* The suggestions provided in this docur

and time. Start with small steps and

53 responses; = >
7~ 50 Laboratory x x
3 JointCL

Staff grade or NHS Banding

N Y . p p “

activities already implemented in heal N 4 N 4 479 res \ + Praise, recognise and support others ar to everyone what

Surveywas 35 questions / POMSEs gy Laboratory staff igni . i

safety culture. They are shared here to live fror‘:l g to \ re:‘atmgm \ { from UK included r}—}’CPC Dignity A culture of fairmess, openness and compassion

\_  space to for staff to speak up 29% of ] psychological Completed by laboratory.and . . iered and thusiasm
| November | safety and i dvidualy joint clinical + Signpost to appropriate supportive interventions organisation
Chansi lure i Kkplace is neil 2023 ' A c\'w‘\’ity W\ and laboratory | non-registered Support + Provide constructive feedback, positive coaching \mstances and
anging culture in workplace is neit % 7\ } N roles(a) 7 staff and mentoring Incivility affects more than just
% N y the recipient
Show compassion to your colleagues IT AFFECTS EVERYONE

4 Compassionate leadersh 1. Demographlcs

compaies  training; open discussion al
assumptions and bias

Psychological . Support culture and working relationships
Safety * Inspire confidence and trust

CIVILITY SAVES LIVES

16 right conclusions

&% Team building events and v
b

Infographic fro

hittps ffwww civilitysaveslives com
1

Acts of = Looking out for others
Kindness » Creating harmony for staff to speak up and flourish

: 13 responses; [ ' . .
ST 12 Laboratery . 37 unregistered staff Opportunityto | * Support and encourage professional development o QU
1 Joint CL 303 rasponses; | © 185 registered staff Grow = Mentor and support different professional aspirations e 2023
Regular ‘informal coffe: . i
murnii s’ or ‘Lunch and le 20 responses; | ~ 3e0laboratory | | ;ggmriﬁ:t:ﬁ:iiupemsowmﬁ . | + Empowering behaviour + Respect professional values
L =4 Ll 17 Laboratory 33 Joint CL £ Effective « Recognise contributions and achievements . Fajr and equal distribution of work
sessions on civility, workfc 3 Joint CL Supervision

4 Share relevant information and opportunities

“ policies and related topi

e Include ‘360" element |

performance reviews f(

managers (e.g, feedback| 2+ PSychological Safety and Civility

" those managed as well as 2a. Speaking up for safety
N manager)

Actively listen and ensure everyone is heard

Ask staff how they are, listen to the response and act appropriately

Invite colleagues to meetings and gatherings

ased on the ini lographic from eshire erseyside ealth an are Pariners| P

https:/fwww cheshireandmerseysidepartnership.co.uk/ ciility-respect-and-th portance-of-bystand y

iz Phists 3y Urknzn Aushoriz fesnzed unger CC 91 C

Inclusiveness

Q10: Do you feel empowered and safe to voice your concerns?

n . - #2) Yes - | am listened 1o and change occurs if appropriate
rea’ If in your organisation
gnat® . & b) Yes - | can raise concerns but no action taken or feedback provided
o or process to improy
cas dNo
- hit d) Unable to comment, not faced this situation

= &) | am not comfortable expressing my response

Nearly 1 in 5 laboratory staff do not feel psy gically safe in their p
Over 2 in & felt concerns raised are not acted upon or felt unsafe to raise safety concerns




Prescription based on incorrect haemoglobin result
leads to an avoidable transfusion during MOH

A MOH was activated during an induction of labor of a twin pregnancy, where the
estimated blood loss was approximately 2L.

The nurse got hold of the results from the venous blood gas machine (VBG) misreading
the fraction of oxygenated haemoglobin (Fi0O2Hb) (87.4) as the haemoglobin (Hb) that
was on the line above (116g/L).

i Based on the incorrect Hb result one unit of red cells was prescribed, requested and
= administered to the patient. After the transfusion, the error was identified, and no

further units were given.

number of different results available on the same print. This was identified as a

0 The cause for this event was the small print of the results from the VBG and the high
potential cause for further events especially in emergency situations.
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Contributory factors
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requiring point of care '
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intervention safety
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Incorrect sample labelling leads to avoidable
use of emergency O D-negative blood

A MOH was activated for a bleeding pregnant woman with placenta accreta. There was
no valid group and screen (G&S) sample available to issue crossmatched blood as none

had been taken at admission.

u The porter arrived at the laboratory with three unlabelled samples (1 for transfusion

and 2 for haematology) with the addressographs in their hand. All samples were
rejected and the clinical team was informed.

“is Due to the clinical urgency, emergency O D-negative units were issued. The laboratory
= staff proceeded to call the Blood Services for an urgent delivery of O D-negative blood
as the stock was running low.

once it had been received in their IT system. The BMS replied they would send the

The Blood Services staff informed the BMS that they would only process the request
request as soon as possible, but that currently they were dealing with a MHP.
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Incorrect sample labelling leads to avoidable
use of emergency O D-negative blood

After the incident it was found out that emergency O D-negative units had to be
wasted as out of temperature control. This was due to a failure to collect the units
from the laboratory refrigerator and stored them in the satellite fridge.

In total the patient received 14 units of red blood cells, 4 units of FFP, 2 units of
cryoprecipitate and 3 pool of platelets. The patient recovered and survived.

A G&S sample was later tested, and the patient was grouped O D-positive.




Contributory factors
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Sample
taking

Sample
labelling
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oo |
Urgency of Avoid
the request wastage

. . . .. Handling and
Timing Processes Communication Storage
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NHS!

Blood and Transplant

Now 2t AMRER ctatuc Kev action > nuepT Amber Alert

| Actions Survey —
w

Specialist Blood Stocks Management Scheme

activated

. Amber Alert
and Major
Haemorrhage

- Fatts Chowdhury - Consultant
Haematologist, NHSBT and Imperial
College Healthcare NHS Trust

ommittee Presents:




SHOT and external resources

Patient Blood Management

Patient blood management (PBM) is an approach

to managing and preserving an individual's own &5, Who are we? Patient Blood Management England, .. [0}

A’

Blood and TGepylink

blood.

We do this by applying best practices for managing anaemia, bleeding and
coagulation, as well as alternatives to transfusion

Who e we?

L ]
Research has shown that PBM strategies can reduce the risk of infection, heart Patient Blov.. w~wianagement AVO I d a b | e D e I a ed
aftacks, stroke, death, time spent in hospital and the cost of healthcare 5
PBM also helps protect the valuable gift of donated blood compenents and a n d l l n d e r O r
facilitates their appropriate use. Watchon E3Vorlube
The resources on these pages are intended to support healthcare providers ]
implementing PBM initiatives and raise awareness of why it matters fo Ove rt r: a n Sfl I E ; I O n

everyone Video transcript v

Education and information

National
Blood Transfusion
Committee

Home NBTC ~ RTC Regions ~ Education ~

Home / Transfusion Training Hub / National Bloed Transfusion Committee (NBTC) - Indication ...

National Blood Transfusion Committee (NBTC) - Indication
codes for Transfusion in Adults (2024 update)

https://nationalbloodtransfusion.co.uk/sites/default/files/documents/2024-10/NB...




MH simulation toolkit

Major haemorrhage (MH) simulation
toolkit




SHOT Transfusion Safety Standards

Serious Hazards
of Transfusion Serious Hazards
of sfusion

Overview of Standards

Standard 2. Transfusion information

Standard 1. Transfu: technology (IT) and equipment

All blood transtusions will prioritise patient safety and Al IT systems and equipment to mppﬂn safe vein-to-vein

eomply with clinical guidance and regulatory reg practice validated,
and wtllised correctly to their full functionality.
Intention for this standard: To saleguard every transiusion by
standardising best practices. mnimising risks. and ensuring the Intention for this standard: To ensure relable, secure, and smart
right hicod s received by the right patient, evary time. transfusian syatems by leveraging technology and equipment

that erhance satety, eficiency, and fraceabilty.

Transfu S|o h g A~

Adequate numbers of trained and engure that all stalf are trained,
stafl are available to deliver safe and have access lo appropriate development

slafl wellbeing and professional development. 1o support a sy appn to safe
g transtusion practice.
Intention for this standard: To creste 8 suppartive
it envronment where staf feel empowered, equipped, //' Intention for this standard: To buld confident, competent

and valued in delivering safe, high-quality care teams by making satety education and contrucus traning
& comaratone of everyday practice,

\ Standa rd S N

A just, restorative, leaming safety culture is promoted, Patients are informed, supporied and invelved as ‘partners’

supperted, and embedded across all levels of healtheare in their own care to facilitate shared decision-making and
1o ensure safe and learning sale transfusions.

trom all events.

Intention for this standard: To work with patients as active
Intention for this standard: To embed a culure of safaty pariners by fosterng open communcatian, shared
contnucus leaming and apenness that tums every safety responsibility. and a culture of trust in healthcars decisions.
For a list of the organisations endorsing the SHOT Transfusion Safety Standards, Insight into &n opparuRity for improvernent.

please visit: Transfusion Safety Standards - Serious Hazards of Transfusion

Standard 7. Haemovigilance and risk management Standard 8. Governance

Healtheare organisations have systems in place to Effective transfusion govemance systems are in place with
identity, trend and leam from transfusion-related safety adequate oversight 1o enable organisations Lo actively manage
events including near mizees, and implement effective and improve the safety and quality of transtusion care.

improvement actions.
Intention for this standard: To feciitate efiective transfsion

'} Intention for this standard: To protect patients and donors governance within healthcare organisations that ensunes.
Sate ermance by drivng safer transfusion practices through viglant patients receive sate and high-quaity care.
and training cuiture maritcring, timely response, and continuous kaming.




Your Questions
Please




