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Safety culture in practice - key aspects

Clinical and laboratory staff should be

Combining Safety-l and Safety-Il approaches can help to understand the reasons Paediatric SHOT summary from 2019

All healthcare organisations should for errors and improve patient safety

;:n incorporate the principles of both

Safety-I and Safety-Il approaches to To improve patient safety, a combined approach using both Paediatric reports accounted for 7.2% of
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The nine-step transfusion pathway The A-E decision tree to facilitate decision making in transfusion UPTAKE areas to be covered in a robust competency assessment

Assess patient
Any avoidable blood loss
(frequent, unnecessary tests/interventions)

PE) 1. REQUEST

[

ﬁ 2. SAMPLE TAKING

Blood results (all) reviewed including trends — valid and reliable?
Best treatment option—is transfusion the best treatment option? If yes, what
components needed, how many, what order and any specific requirements needed?

Performs task accurately

Understands procedure being assessed]
3. SAMPLE RECEIPT J

t

§iE 4. TESTING

?:Li:::l Consent/communication (adequate patient information—both verbal and written)
to patients and where appropriate to families and carers

Correctable factors to be addressed like bleeding, haematinic deficiency

in the Takes heed of limits of procedure
laboratory

5. COMPONENT SELECTION

Applies knowledge of scientific
background and rationale for procedure

Knows and considers risks of not
following process
U take Explains exceptions and where
to find further advice if needed

6. COMPONENT LABELLING

()

Do not forget other measures (vitamin K, tranexamic acid, cell salvage, etc)
Do not hesitate to question colleagues regarding decisions made and ask for rationale
Do not forget to document in patient's notes and in discharge summaries

Critical
7. COMPONENT COLLECTION points where
= positive
patient
identification

& 8. PRESCRIPTION s sssentia
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CONTACT DETAILS

SHOT Office, Manchester Blood Centre,
Plymouth Grove, Manchester, M13 9LL
Tel: +44 (0) 161 423 4208

Enquiries: shot@nhsbt.nhs.uk
www.shotuk.org

Ensure timely communications to laboratory- need to be clear, concise and accurate

Ensure all relevant transfusion checklists including TACO risk assessment and actions

arising thereafter have been completed

Evidence based decisions made weighing risks, benefits and options available

Ensure patient receives adequate post-transfusion information if transfusion given as a day case
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Transfusion in the UK remains very safe with low risks of harm in relation to the

number of blood components issued

P

2.3 million blood components
issued in the UK in 2019

Risk of death
approximately1 in 135,705
and of serious harm 1 in
17,884 components
issued in the UK

4248 reports submitted
to SHOT in 2019

The risks of
transfusion-transmitted
infection are much lower than
all other transfusion-related
complications

Note: This is a representative
image and not accurate to
scale

Summary data for 2019, all categories (includes RBRP and NM) n=3397

NM: Near miss

Anti-D: Anti-D immunoglobulin errors

IBCT: Incorrect blood component transfused
HSE: Handling and storage errors

FAHR: Febrile, allergic and hypotensive reactions
RBRP: Right blood right patient

TACO: Transfusion-associated circulatory overload
ADU: Delayed transfusion

ADU: Avoidable transfusion

HTR: Haemolytic transfusion reactions

ADU: Over or undertransfusion

CS: Cell salvage

TAD: Transfusion-associated dyspnoea

ADU: Prothrombin complex concentrates (PCC)
UCT: Uncommon complications of transfusion
TRALI: Transfusion-related acute lung injury

TTI: Transfusion-transmitted infection

PTP: Post-transfusion purpura

TAGVHD: Transfusion-associated graft-vs-host disease

Errors continue to account for
most reports in 2019: 2857/3397

Errors

84.1%

2857 (84.1%) M Errors
349 (10.3%) M Not preventable
191 (5.6%) [ Possibly preventable
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Headline 2019 data:

17 transfusion-related deaths

129 major morbidities

4 ABO-incompatible red cell transfusions

Reporting and investigating near
misses helps us to reduce the number
of more serious incidents

Small number of
deaths (4/2857

Medium
number
of incidents
(1323/2857=46.3%)

Large number of near misses (1314)
and right blood right patient (216)
(1530/2857=53.6%)

There were 17 transfusion-related deaths in 2019. Of these, 5 could have been prevented
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TTl=transfusion-transmitted infections; TAD=transfusion-associated dyspnoea; PCC=prothrombin complex
concentrate; UCT=uncommon complications of transfusion;, TACO=transfusion-associated circulatory overload

TACO and delays are the most prevalent cause of transfusion-related deaths year on year
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TRALI=transfusion-related acute lung injury; TACO=transfusion-associated circulatory overload; TAD=transfusion-associated
dyspnoea; HTR=haemolytic transfusion reaction; FAHR=febrile, allergic and hypotensive reaction

Delays include 1 delay due to PCC in 2019; HTR includes 2 deaths due to ABO-incompatibility; ‘Other’ includes 1 each for post-
transfusion purpura, transfusion-associated graft-versus-host disease (2012) and anti-D related;; there were 7 in the avoidable, over
or undertransfusion category, 3 transfusion-transmitted infections, and 9 deaths related to other unclassified reactions

Most ABO-incompatible red cell transfusions could have been detected at the bedside

Number of ABO-incompatible red cell transfusions
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Actions to improve bedside checks
2015-2017 SHOT recommendation
to use a bedside checklist
2017 DH CAS alert
2018 administration video released
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DH=Department of Health; CAS=central alerting system
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Most wrong blood in tube cases occurred due to patient identification errors when

taking the blood sample

42.6%

Patient

identification
errors

Key laboratory messages

cohesive patient-centred care

42.6% M Patient not identified
correctly at
phlebotomy n=310

28.2% [ Sample not labelled
at the bedside n=205

5.6% [ Sample not labelled
by theperson taking
the blood n=41

0.7% [l Pre-labelled sample
tube used n=5

16.8% M Other n=122

6.2% M Unknown n=45

Laboratory staff should have knowledge of the clinical
requirements of transfusion to work collaboratively to deliver

All lone workers should be adequately supported through their training and
competency assessment to ensure they are equipped with adequate skills
and knowledge. Laboratory management have a responsibility to ensure all
staff members are competent before exposing them to lone working

Escalation procedures for lone workers must be clear and
defined, with specialist support being accessible at all times
(UK Transfusion Laboratory Collaborative Standard 3.6)

Laboratory information management systems should be robust
and used to their full functionality, preventing ABO-incompatible
units being assigned to the patient record, and issued, especially
in an emergency when the patient’s blood group is unknown

Key steps in ensuring safe transfusions in Haemopoietic Stem Cell Transplant (HSCT)

Inform transfusion
laboratory of
transplant details

Everyone involved in
patient care (other
local hospitals and

primary care) also
informed of patient's
transfusion requirements

)

Patient and family
informed and educated
about new transfusion

requirements

Local hospital

informed

Transfusions
in HSCT

Laboratory
to update
LIMS

Confirmation of
updated LIMS
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