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To err Is humairg the evolution of
transfusion safety in hospitals



Transfusionn 2012 igrelatively) safe
How did we get here and where are we going?

A ¢Everysystem is perfectly A GA new scientific truth does
designed to achieve exactly  not triumph by convincing

the results it gets. Its opponents and making
Most of our systems in them see the light, but
health care evolved over rather because its
many years, rather than opponents eventually die
being designed to achieve and a new generation
particularobjectivesp € grows upb €
N
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The heroism of a doctor Paris 1872
( shoul d henoined ?r) e |&

Le Petit Journal e
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discovery of ABO groups in
1901(and for some time
after) transfusion was
dominated by the risk of
fatal haemolytic reactions
(1/3 of random transfusions
are ABO incompatible).

A ObstetricalSociety of London
1873Enquiry into the Merits of
Blood Transfusian
oBecause of its inherent
dangers, it should only be use
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The PostWar Golden Ageof Transfusion
(FrankBoulton2010)
A 40 years of progress in science
and technology (much of it
stimulated by conflict)
¢ anticoagulation and storage
¢ transfusion serology

A Plasma fractionation
(first cases oferum hepatitiy

A Volunteer donomanels

A War time organisation
transferred to new NHS

A Safe, readily available blood (ir'™
bottles) underpins many new

medical and surgical ., ~
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The spectre of Transfusiomransmitted Infection
risingpublic, media and professional concern

— 1970 Hepatitis. B

Non-A/Non B Hepatitis
—1980

— 1990

vCJD

— 2000

27% Whit next
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But what happened after bloolft the Transfusion Centre?



A sick process?

A 1992¢ Dr BrianMcCLellangent ananonymised
guestionnaire to 400 haematology departments asking
for data on serious transfusion errors in 1990 and 1991

A 245 replies (126 from memory as no records)

A 111wrong bloodincidents recalled by 79 labs with 6
deaths and 12 major morbidity (ABO incompatibility)

6 lab errors
23wrong blood in tub€WBIT)
82 bedside administration errors

A 20 labs recalled 100ear missncidents due to WBIT
picked up in Blood Bank (not part of questionnaire)

McClelland DBL, Phillips P BMJ 1994;308:1205-1206



McClelland and Phillips survey 1992

A Recommendations: Only 1/3 of responding labs

A Proposed a national reporting reportedanyerrors!
system for critical transfusion - -
incidents and near misses

A All hospitals should establish
clear and coordinated
managerial responsibility for
the transfusion process

A All transfusion labs should
have a process for recording
transfusion errors and
corrective actions

A Pilot projects should be set up
to identify costeffective ways
of Improving safety of clinical
transfusion process and much else was
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Getting to theroot causesf errors

A Prof James Reason : AwSFazyQa n f S
human cultural and Organisational influences
systems factors (egblame culture)

Latent and Active errors  ynsafe supervision

A I\R/IO(éttl Cﬁluscei ﬁ”alt}’s's Preconditionsdgdistraction)
cClellanaTreating a Unsafe acts

sickprocess (1998)

G process mapping shows
getting blood to patients
IS highly complex

C Incidents result from
multiple errors

C better to focus onWhy

It went wrong?rather

than What went wrong?




Transfusion Safety: realigning efforts with risks

Summarised as: NAT for HCV
Better l
. patient ID

Brian McClelland in UK and
JamesAuBuchonn US pointed

out the paradox of spending more
and more, for less and less bene
on improvingviral safety of blood
while most deaths and serious
morbidity occur because of
hospital errors

Benefit

Cost £££ -



Other key drivers for change

A Increasing demand for
nlood

A Large variation in use

A Spiralling cost
¢ leucodepletion
¢ NAT
A Potential impact offCJD

A Committed individuals
with vision and drive




My life flashing before my eye

A 1994¢ SHOT Working Group set up

First SHOT Report published March 1998
A1995cy Sg 9y It AaKkb 21 fSa b
A Nov 1995 National Blood User Group (NB4@&hair Ted

GordonSmith) and 3 ZBUGs set up to monitor NBS performanc
and report to Health Minister

A Dec 1998 Better Blood Transfusion(HSC 1998/224)

A 1999¢ NBS ab,oljshes Zones and ZBUGs disbgnded; proposal
VSO a2O0SNI NOKAYy3IE DblFEUuUAZYIT ¢
(recommended by WHO and SHOT)

A Dec 200Xk National Blood Transfusion Committee and RTCs

established (similar initiatives throughout UK)
¢ national transfusion audits established




Haemovigilance

A Voluntary reporting and
professionally led

A Initially all UK and Ireland

A Supported by the MDs of
the national transfusion
services andRCPath

A Liz Love (National
Coordinator), Hannah
Cohen(Chair), Lorna
Williamson and Brian
McClelland were among
the prime movers

A First Reporting Year
1996/97

A Founding Aims:

¢ Inform Transfusion Service
policies

¢ Improve standards of
hospital practice

¢ underpin clinical guidelines
& educate users

A First Report:

GazNB adNRARYy3IS
nlood bank managers
towards multtskilled or less
jdzZ t AFTASR adudl
pressure on clinical staff
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Real risks of transfusion were soon established

First 2 years of SHOT
A 424 ellglble hOSp|ta|S Trgnsfugiontransmitted
¢ 94 reported in Year 1 postanstusion — 01 )

purpura 22 (6%)
Incorrect

blood/component
transfused
191 (52%)

¢ 112 in Year 2 ——

AvMcibAd G2inwSI| =z
Year 2 (') Graftversus\

host disease

A 22 deaths (3 from ABO) = ®@
and 81 majomorbidity

A IBCT clearly major risk oo mmsison
C 1 to 7 errors per case
¢ 32% collection errors N
C bedside check failed in reaction 55 (15%)
80 cases

341 incidents analysed



Better Blood Transfusion




Better Blood Transfusion (1)
HSC 1998/224

@ Crucial support from Sir ¢y Key Actions for hospitals:
Liam Donaldson and otherw Establish (properly

CMOs and key figures in resourced) HTCs
w Develop transfusion

the UK transfusion
protocols and training

services
w Preceded by seminar on . .
w Participate in SHOT

Evidencebased blood

transfusionJuly 1998 w Promote cell salvage
 First steps towards safer @ Also recommended

and more effectiveelinical ~ regional/national User

transfusion in UK Groups and exploration of

new technologie$or ID



What was the impact of BBT1?

A National audit in
2000/2001 showed patchy &
progress i more HTCs '_5 y
but few protocols, training ...
or audits =

A f Tdeliver and implement
6Better Bl oot}
there needs to be a |
heightened profile of
blood transfusion practice
withinTr ust s o

Dr Angela Robinson
NBS Medical Director




More Initiatives followed

A 2002 BBT 2i Appropriate use of blood
I Hospital Transfusion Teams and appointment of TPs
I focus on improving patient and sample ID

A 2005 Blood Safety & Quality Regulations

A 2006 NPSA SPN 14 i Right Patient, Right Blood
I Competency Assessment for all relevant staff
fdonot use compati bility re
I risk assess new methods of improving ID

A 2007 BBT 31 Safe & appropriate use of blood
I avoid unnecessary transfusion (including obstetrlcs)

I develop the evidence base
| patient and public engagement

A 2011 Patient Blood Management i integrated,
evidence based approach with excellent IT




So, how safe Is hospital transfusion in 20127

“You’'re kidding! ... | was struck twice
by lightning too!”



What can SHOT tell us?

Decline in mortality definitely related to trans

umber of fatalities

) fusion 1996 zooxFaIIIng mortallty
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NHS participation 98%

Reports increased from 169 in 1996
to 3038 in 2011

No TA-GVHD since 2001

No TTI in 2010 or 2011

A

BUT
50% of reported events are due
to human error (often failed ID by
competent staff)
100 Anear misso
for every wrong blood incident
55% of preventable IBCT in 2011
originated in the laboratory
(including 7 ABO errors)
Many inappropriate &
unnecessary transfusions due to
poor medical knowledge



Could transfusion become less safe?

A Constant NHS reorganisation and fragmentation
I competition rather than integrated care
I loss of organisational memory
intransfusion i1 s segfPmemoves o |
from CNST standards) | ' )
A Less money/more work
I redeployment of TPs
I deskilling of laboratory staff
I centralisation of transfusion services without
Investment in technology (eg remote issue)
I Job insecurity and stress impairs performance (and
health) of staff in labs and on wards
I medical shift work, poor handover, shorter training

AWe know you run a good ser\
Aj ust good enougho







