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%D IT impact on errors in transfusion
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Case 1

< Platelets for patient A scanned against wristband for patient B

Wristband was faint, and nurse decided to reprint

- On way back from printer dropped wristband, and picked up someone else’s
~ from the floor

~ Did not check wristband, and attached to patient

Tracker detected error and new wristband applied and unit transfused safely
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Case 2

< Patient A transfused with RBC intended for Patient B

.~ Nurse collected unit correctly, but bedside tracker lost power during bedside
. checking stage

-~ Nurse did not follow downtime procedures and continued to check unit
~. without second checker

Next shift nurse noticed wrong patient’s details on unit and transfusion
stopped

Fortuitously both patients were O D-positive with no red cell antibodies
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How would you have prevented this in e
your organisation? e




Case 3

~ Clinical area requested FFP for an actively bleeding neonate, with unknown
. group

~~ BMS selected neonatal FFP but was given a prompt by LIMS for pack number
_as part of a multiple split unit

~~ BMS incorrectly thought LIMS asking for donation number again, which would
. not scan. BMS thought LIMS would not issue as unit was not AB

BMS selected an AB unit from freezer. Unit was actually cryoprecipiate. Both
- were stored on the same shelf. Cryo was not part of a split pack.

Ve

< Unitissued
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Which two options would you consider to be
the best preventive action?

Vote for up to 2 choices

1. Retraining of BMS involved
2. Relocation of different component types to separate shelves

3. Update of LIMS with clearer alerts
esen‘a"‘on

4. Training of staff in cognitive bias \e O
\,a\\a‘o




The Hierarchy of Intervention Effectiveness

MORE
EFFECTIVE

System-focused

ERS, CHEC
LESS (g & DOUBLE CHECKS

EFFECTIVE N
RULES & POLICIES

EDUCATION
& TRAINING

Peoéle-focused
https://www.longwoods.com/content/22845/healthcare-
guarterly/from-discovery-to-design-the-evolution-of-human-factors-
in-healthcare
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Case 4

< Two O FFP transfused to a group A patient

< Patient was MHP, and group could not be determined, but as received +++
. group O emergency units, entered as O Neg

Note and flag added to LIMS to state give ‘universal’ blood components

< Group O FFP issued by BMS as they thought anyone could receive O plasma

~ LIMS alerts overridden
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What could have helped to prevent this ABOI
transfusion?

1. Update SOP to include ABO compatibilities between groups

2. Create ABO compatibilities chart for [aboratory and clinical area
3. Educate all staff involved in ABO compatibilites for ALL components

: . on
4. Update LIMS flag with clearer actions - p(ese“‘at\o
o\
a\la'\\ab\e on
5. All of the above 00 \onge!




Case 5

“ Patient requiring irradiated red cells transfused standard units

< LIMS had an IRRADIATION alert, but patient had two separate alerts

BMS was distracted by other staff and missed the distinct alerts

Inexperienced BMS was second checker — error not detected prior to issue

“ Error not detected at bedside, unit transfused
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Join: vevox.app ID: 175-760-324
What percentage of SHOT reports involve j

overriding of IT alerts?

1. 1%
2. 3%
3. 5%
4. 8% " \,a\\a‘o\e on

5. 10%




. WARNING
Alert Fatigue [

WARNINGS
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Which of these should be applicable to LIMS
alerts?

1.

Not easily overridden

Clear actions associated with them
Relevant to the task
Understandable to LIMS users
Auditable

All of the above




Case 6

/ Post HSCT patient transfer from another hospital, laboratory not informed of
transplant status

Grouping results were discrepant, so laboratory contacted ward

- Ward informed laboratory HSCT, BMS updated the ‘notepad’ section but did
- not add any LIMS alerts

BMS did not update LIMS group to HSCT recipient group

< Patient received incorrect D-group components
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Join: vevox.app ID: 175-760-324
Does your organisation have a clear process

for informing the laboratory of a specific
requirement?

1. Yes - paper form notification

2. Yes - electronic notification

3. Yes - added to request form

4. No 10 \oNge

5. Unsure
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Between 2016-2020, communication failures
between clinical areas including shared care, or
between clinical and laboratory areas were stated

as a contributory factor in 39.4% (459/1167) of
IBCT-SRNM reports.

This reiterates the importance of good
communication links between all areas
involved with patient care
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110/1167 (9.4%) cases

paediatric patients

>

were reported in
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Safe Transfusion Practice: Transfusion Checklist

Ensure that:

Post Transfusion

Signature to
confirm

Past-transfusion abservations ane taken and recarded

re

[ Blood pressure [

| Pulse [

| Respiration rate [

s per lacal policy

The traceability documentatian recard i completed and correstly returned or ssanned electranically as,

The component pack and other equipment is disposed of carrectly

The cutcome of the transfission is dacumented in the patient record

Emergency]

A post-transfusion information sheet given to the patient [if & day-case or received the transfusion in an

The &-E Decision Tree to facilitate decision making in transfusion

N oassmss patient

A | =Any midable blood loss (frequent, unnecessary tests/finterventions]

=Blood results (all) rewiewed including trends - ensure results valid and reliable
=Best treatment option- is transfusion the best treatment option? If yes, what companents needed, how many,
what order and any specific requriements needed?

=Cansent/Communication (adequate patient information- both verbal and written] to patierts and where

appropriate famifies and carers

=Cornectable factors to be addressed like blesdin

hagmatinic deficiency

*Da not hesitate to question colleagues regarding decisions made and ask for rationale

*Da et farget b decument in patient’s netes and in discharge summaries

=Ensure timely communications to laboratory- need to be clear, concise and acourate
=Ensure all redevant transfusion checklists induding TACO risk assessment and actions rising thereafter have

been campleted

=Evidence based decisions made weighing risks, benefits and options available
sEnsure patient receives adequate past-transfusion information if transfusion given as a day case

Transfusion process |nine steps)

f) 1. AEaUEST

f
|

1 3. SAMPLE RECEIFT -—‘

wi 4 TESTING -—
f) < couporen seecnon BE)
1) & coumowEnT LagELLIMG ]
[} 7 cousosent coLLEcTion

4+ & PRESCRIFTION

( EEEETE— —

b
C
I 1 +Da not Target ather measures [vitamin K, tranexamic acd, cell salvage, ete]
Q/
b

The NHEET Patlent Blood Management team and SHOT have co-
produsced 3 ‘Pre-transhesion bleod sampling’ animated video and
another for
administration bedside checks of blood components’. These can
e found hene: itbps: /fwww.shotuk. rcesicurrent

This checklist hos been updated in June 2000 and provides a
Structurad process to enswre that the Aight component is
transfused to the rigit potient at the right time for the right
reasan ond will help ensure patients have received the night
Infarmation sbout thelr transfusion in o timely manaer where
passible. There is o lock of unequiocal evidence to suppovt efther
& ane- or two-person checking procedure. There ks no evidence
from SHOT Maggs, 2015] to su two-
persan checking is safer than oae. If local palicy requires o two-
person checking procedure, each persan should compiete all the
checks independently (double independent checkingl The checkiist
will help improve tronsfiesion sofety and is @ requinenasat fofiowing
the CMD CAS alert sent out dn November 2017:
CEM,/CAMO/2017/005 and can be found ot this lak:
httpsr/ . s g gov, kW Aviewal
ert.ospeAlertiD=102663. Wie encournge users to utilse this
document to heip draft checkilses kcofy.

)

SHOF

Stfe Tramshusion Practice: Transtusion Checklist

Transtusin Bequest

ey
ey

e e e e P e T s

matches o s CompatBle W he e o he ot

emperstun corerated vorage
S i a5 anawcebsnl, FFP

SHOT Safe Transfusion Practice :
Transfusion Checklist

Serious Hazards
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Case /

 Sickle cell patient required red cell transfusion

-~ Units issued did not meet specific requirements (were not Rh K matched, HbS
. negative or <10 days)

~~ LIMS alert had been added, but at level 1 only so only one BMS could view the
. alert

~ Standard red cells issued

< Patient did not develop red cell antibodies on this occasion

AN i v 4 Serious Hazards
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Join: vevox.app ID: 175-760-324 POLL OPEN
Between 2010-20, how many haemoglobinopath
patients received red cells that DID NOT meet their
specific requiremefitg? =™

0 10 20 30 40 50 60 70 80 90 100 110 120 130 140 150
Answered Correctly: 0%
Correct Answer : 127
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SHOT Safety Notice 02: Ensuring patient specific transfusion requirements are met

Ensuring patient specific transfusion requirements are met

This SHOT Safety Notice has been issued to highlight the impartance of meeting transfusion specific requirements for
all elective transfusions. Modified or special blood companents may be appropriate in specific clinical settings to raduce
the risk of transfusion-related harm, including death. In an emergency such as active bleeding in major haemorrhage,
haemolysis or severe decompensated anaemia, standard components MUST be given to preserve Iife If specific
components cannot be sourced quickly enough. Do NOT delay the issue of standard components as every minute
counts in emergendes and transfusion delays must be avoided.

This notice should be used as a basis to review local policies and procedures, ta identify areas for improvement and
implement effective solutions.

Incidents where 3 patient was inadvertently transfused with 2 blood component that did not meet their specific
requirements are reportable to SHOT, for example;

+ Irradiated components

*  Cytomegalovirus [CMV) negative components

+  Human leucocyte antigen [HLA}-matched platelets
Antigen-negative red cell units for a patient with known antibodies
Red cells of extended phenotype (e.g., haemogiobinopathy, or treatment with monoclonal antibodies such as
anti-C038 and ant-CDA7)

+  Component with a neanatal spectfication

This does not Include cases where a clinical decision was taken to transfuse not meeting the specification
due to clinical urgency. Other incidents in this category reportable to SHOT include;

*  Inadvertent release of components prior to completion of laboratory testing (including intemal quality control)
*  Fallure to use blood warmer when clinically indicated
*  Inappropriate use of electronic issue

The SHOT definitions can be accessed using this link: https./fwww.shotuk.org/reporting/

Reports relating to incorrect bload where the specific req were not met {IBCT-SANM)
have been increasing since SHOT reporting began in 1996 (see figure 1 below).

Flgure 1: IBCT-SRNM errors reported to SHOT 1996-2020

Specific requirements not met

SHOT report yea:

Between 2016-2020, IBCT-SRMM errors accounted for 8.4% (1167/13833) of errors analysed and included in the Annual
SHOT Reports. Ten percent (117/1167) of cases involved pasdiatric patients. No deaths occurred due to IBCT-SRNM
during this perlod, but 12 cases of major morbidity resulted due to these errors (Figure 2). Errors have been reported
from both dinical and laboratory settings. Most dinical erors are failure to request iradiated or CMV screened

SHOT Safety Notice June 2022 Pagelof5

components, and most laboratory errors are failure to complete testing prioe to issue, inappropriate use of electronic
issue of providing the incorrect phenotype

Figure 2: Major morbidity caused by IBCT-SRNM between 2016-2020 (n=12)

11 cases resulted in sensitisation to K antigen ] [ One case of haemolytic transfusion reaction ]

Regulatory aspects and relevant guidelines
Blood Safety and Quality Regulations 2005. I

Good Practice Guidedines (Council of Europe, 2018: https://www.edam eu/en/good-practice guidelines-blood
tablishments)

15015189:2012 Medical - for quality and
(https//www iso.org/standard/56115 htmi

BSH Guidedines https-//b-s-h org uk/guidelines/Pcategory

Ensuring safe transfusions for patients

Staff involved in blood f need to have of blood , Indications for use,
rationale for specific fi q and ofthe lability of alter: ptions.
Staff should be aware of the risks and benefits of transfusions and MUST be able to identify and manage
possible reactions. Ensuring transfusion process safety is as important as blood component safety and
quality. Potential for error exists at each step in the process of transfusion and leaming from incidents should
drive improvements in healthcare. Figure 3 covers the steps in the transfusion process from making the
decision to transfuse to administration of blood and monitoring for any reactions.

Figure 3: The ten steps in the transfusion pathway

‘DECISION TO TRANSTUSE AND

( g 35, ADMPESTRATION, NONTORING 7o ANY [P |
L FEACTIONS AND DUCUNENTATION
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Lessons learned LIMS must be set up

IT can be helpful,
but must be set up
correctly

IT can introduce
new errors both
clinical and
laboratory

Alert fatigue, cognitive
bias and over reliance

onliT

appropriately
Alerts must be
understandable and

‘ actionable

Interoperability
between systems

&

Contingency plans for
downtime

PresentationGo.com



Resources

 Many more resources, including
the 2021 Annual SHOT Report
are available on the SHOT

website

* |n particular our educational
resources

 SHOT Bites
SHOTcasts
Webinars
Videos (Laboratory errors)
Email signatures

SHOT Bite No. 13:
n Technology in Transfusion ~ Highlights and Lessons

INFORMATION TECHNOLOGY MUST BE SET UP AND USED CORRECTLY TO BE SAFE

SHOT
Serious Hazards
of Transfusion

SHOT Bite No. 20: SHOT ==

Incorrect blood component transfused — specific requirements not met errors



http://www.shotuk.org/

lownload on the GETIT ON

@& App Store »® Google Play
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@ www.shotuk.org | ] shot@nhsbt.nhs.uk | ¥ @SHOTHV1




