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Hospital blood transfusion

e High activity (2.2 million units of red cells to
500,000 patients/year in the UK; 25,000 units of
red cells/year in Oxford)

e High cost (E300+ million/year for the cost of blood
In England; £4.5 million/year in Oxford; unknown
costs for the transfusion process)

 High risk (159 deaths due to transfusion in the last
15 years in the UK; 27 deaths and 120 cases of
major morbidity due to ‘wrong’ transfusions)
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Evidence

lectronic blood transfusion:

Improving safety and efficiency of

transfusion systems
Provided Dy: Oxford Radcliffe Hospitals

Publication type: Quality and productivity example

QIPP Evidence provides users with practical case siudies that address the quality and
productivity challenge in health and social care. All examples submitted are evaluated by
NICE . This evaluation is based on the degree to which the initiative meets the QIPP criteria
of savings, quality, evidence and implementability, each criterion is given a score which are
then combined to give an overall score. The overall score is used to identify the best
examples, which are then shown on NHS Evidence as ‘recommended’

Our assessment of the degree to which this particular case study meets the criteria is
represented in the evidence summary graphic below.
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Safer practice notice
Rapid Response Report

Right patient, right blood
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The transfusion of blood and blood components in an emergency

Issue

The urgent provision of blood for life threatening haemorrhages requires a rapid. focused approach as excessive blooc
loss can jeopardise the survival of patients. Early recognition of major blood loss and immediate effeciive interventions
are vital to avoid hypovolaemic shock and its consequences. One such action is the rapid provision of bicod and bioad

Action for the NHS and the |ndepmden( sector

components, for which ion all personnel involved in the provision and fransportation of
Immediste sctron By May 2007, ol NHS 2nd for biood is ke
admintstaring blood trarshasions in En;hrdmd ales houkd have: Y.
1 Agreed 1o and Started to mpksment an scton plan for cmputency Ba1ed Evidence of harm

training and assessment for al staff ivakwed In blood transfusions.

2 Eraursd that the compatiilty form lor equialents snd patient notes are not
weod as part of the firal check 3t the pagent's gda. They should comgly with
their blood transhuson pobcy which Hipuate: that the Ansl Kentity check

Ref: NPSAZDO6A4 Frust be dons naxt 1o the patient by mathing the bood pack wah the
patent’s wiisthand for idartiy band/photo identrication cand)

3 ystemstcaly sxamined tharr kocal bisod sransfudon proc

During the period October 2008 to September 2010, the National Patient Safety Agency (NFSA) received reports of 1°
deaths and 82 incidents in which a patient was harmed as a result of delays in the provision of blood in an acute
situation.

Reducing the risk of harm

oemation request

Sarmal ik sossssmert procaie, and spprabied the feasbiny 3nd raksncs This Rapsd Response Report (RRR) is intended to focus the ion of hospitals on the syst in place and the hun
3 bar codss or sther slcwonic Mertheanon and wackng syssems for s, faciors that impact on the efficent provision of blood in emergencies. Other guidance available that should be conside
amphs ard blood produnts 1 dn on managemant sys alongside this RRR includes guidance issued by the British C i for int (2006); the

cards fze pomares who undeege requibr blesd arefucas.
smm of maxhing samphis snd Hood for wansfusion 1o the
red

recommendations of the Conﬁdanuaf Enguiries into Matermal and Child Heal'm (CEMACH) (2007) for a protocol for the
of and the Royal College of Obstetricians and Gynaecologists guidance

Blood transfusion in obstefrics CZODE],

For IMMEDIATE ACTION by the NHS and independent (acute) sector. Actions should be led by an executive
director nominated by the Chief Executive, working with the Chair of the Hospital Transfusion Committee.
Deadline for ACTION COMPLETE is 26 April 2011.




Deaths definitely attributed to transfusion
1996/97 - 2010

1600 1 T
st | [ total no. of reports analysed

<ta0 {
<1000 {
<0
R

AN RN S

~4-death definitely attributed to
transfusion

1996/97 1997198 1998/99 199900 2000101 200102 2003 2004 2005 2006 2007 2008 2009 2010
Year of report




Risks of mortality and major morbidity per
1,000,000 blood componentsissued in 2011

Total mortality 2.7

Total major morbidity 39.6

Approximately 3,000,000 blood components
Issued annually by UKblood services



Major Morbidity and Mortality per 1,000,000

components issued in 2011
Mortality Major morbidity
Total 2.7 39.6
All errors 0.7 5.4
Acute transfusionreacns. 0.7 17.9
Haemolytictrans.reacns. 0.0 3.7
TRAL 0.3 2.7
TACQO 0.7 8.1
Trans-assoc. dyspnoea 0.0 1.0
Post-trans. purpura 0.0 0.3

Paediatric cases 0.3

5.1




Number of suspected TRALI cases and deaths at least possibly related to TRALI by year of report
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Number of cases of TACO reported to SHOT each year
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Incorrect blood components transfused (IBCT) either due to wrong component (WCT) or where special requirements were not
met (SRNM), handling and storage errors (HSE), showing the number that resulted in ABO-incompatible transfusions
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Participation in SHOT

94/424 208 225
organisations organisations  organisations
22% 95% 98.4%

141 reports 1464 reports 1815 reports
863 near 1080 near

misses misses




Near Miss — sample errors & WBIT

o Near missreports are about 30%of the total reports
o Sample errorsare about 50%of the near misses
o Wrong blood in tube (WBIT) are >90%of the sample errors

Total SHOT reports analysed 2464 3038

Near misses 863 1080

Sample errors 409 508

Wrong blood in tube (WBIT) 386 469




How do wrong sample errors occur?

- . Number of | Percentage of

Practices leading to WBIT cases cases
Patient not identified correctly 174 37.1%
Sample not labelled at bedside 174 37.1%
Sample not labelled by person
taking blood 23 4.9%
Pre-labelled sample tube used 10 2.1%
Other/Unknown 88 18.8%

Total

469

100.0%




