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Providing assurance regarding safety of transfusions in the UK

The risk of serious harmis 1 in

15,397 components issued
~2.2 million blood components

were issued by the four UK
Blood Services in 2022

The risk of transfusion-
transmitted infection is much
lower than all other
transfusion related
complications

The risk of death related to
transfusion in the UKis1lin1
in 63,346 components issued

ay I ™ /4 Serious Hazards
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Note: This is a representative image and not accurate to scale



Cumulative data for SHOT Errors as a percentage of
categories 1996-2022 n=28877 total reports 2014- 2022
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Illustrative cases: Near miss where a patient could
have potentially received another patient’s blood

e Awoman in her 30s underwent an emergency caesarean section and intra-operative cell salvage (ICS) was
facilitated. Blood loss was estimated at 900mL )

e At the end of the surgical procedure the patient was moved to recovery before the ICS process was completed
producing 226mL of salvaged red cells (O D-positive) )

e An anaesthetist then took the labelled reinfusion bag from theatres to the bedside of what they thought was the
correct patient in recovery. The bag was hung on a drip stand and connected to a cannula in the patient’s arm,
but the infusion was not commenced )

e The doctor was initially questioned by the patient ‘is that mine?’ and then challenged by the midwife. Checking A
the patient’s details on the labelled blood bag against the wristband revealed that the doctor was in the wrong
bay with a different patient (B D-positive). The infusion was disconnected and removed )

e Timely intervention by the patient and the midwife prevented the transfusion of the wrong blood into the wron;
patient. The process was updated following this incident whereby a patient receiving cell salvaged blood must
leave theatre with the red cell transfusion connected and running
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Non-irradiated component administered despite the

patient highlighting the specific transfusion requirement
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Transfusion safety

-
Process

safety

Transfusion safety is not just about safe blood
components, it is also about process-based safety.

Serious Hazards
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Using human factors
principles and
systems thinking
(different
models/frameworks)

5

Involving patients in

aspects of personal

and organisational
safety

J

9

Asking the right
questions,
investigator training

6

Promoting
awareness of
human factors,
cognitive bias,
capacity planning

3

Intervention
hierarchy- choosing
system oriented,
long-term solutions

7
Aligned with rest of

the NHS — patient
safety strategy

y

Safe and effective
implementation of
IT vein to vein
supported by staff
training

3
Promoting just,
learning safety

culture, non-punitive
approach
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Six simple rules for safe transfusions

Think and act S.A.F.E.T.Y

|

Safety
culture- open,
learning, just

culture

Appropriate
and timely
decisions with
timely
provision of
blood
components

)
F

Focus on
people
Kpatients, staff
and donors)-
not just
patient
centered but
partnering

with patients

Effective, clear,
safe and timely
communications

Training and
competency
assessment of all
staff involved in
transfusions-
technical and
non-technical
skills

Y

Yes, to safe
systems-
adequate
resources,

safety checks-
checklists,
using IT into
transfusion
pathway

4

Safe transfusions for all- learning from haemovigilance




The right
blood components

Safe, reliable and
adequate supply

The right
personnel

The right
systems

Trained, qualified
and competent staff
both clinical and

laboratory

Space, equipment,
financial resources,
staffing and safety

culture

Safe
( Transfusions

The right

approach The right

decision making
Patient centred

approach, good

communication
and good patient
experience

Assessing risks
and benefits,
critical thinking in
decision making

The right
processes

Policies and processes
in place to ensure
prompt assessments,
access to diagnostic

and specialist Serious Hazards
. ANy I ][] -
services SHG ’ of Transfusion



Involving Patients

—

Partnering With
atients to improve

transfusion safety




When healthcare providers work closely with patients

and their families

The healthcare system is safer

=]

Improved health outcomes .
Patients have hetter

experiences

Bombard Y, Baker GR, Orlando E, et al. Engaging patients to improve quality of care: a systematic review. Implement Sci.
2018;13(1):98. https://doi.org/10.1186/s13012-018-0784-z



https://doi.org/10.1186/s13012-018-0784-z

Terminology

Patient Patient
engagement involvement
Partnering with Co-production

patients



Patient engagement continuum

4 N

All engagement levels are appropriate, and patients, families, and
carers should be determining together with care providers and leaders
what the most appropriate level of engagement is for each situation

(Patient Engagement Action Team 2019).

\ /

(

Taken from: Engaging Patiants in Patient Safety — a Canadian Guide (Patient Engagermnent Action Team 2077)

Patient Engagement Action Team. 2017. Engaging Patients in Patient Safety — a Canadian Guide. Canadian Patient Safety Institute. Last modified December 2019.
www.patientsafetyinstitute.ca/engagingpatients



http://www.patientsafetyinstitute.ca/engagingpatients

Engaging patients

Organisational
aspects of
transfusion safety




How to engage with patients and families?

Quantitative

Patient surveys (although not
always wholly quantitative) can be
used to understand how people
use services and whether they are
satisfied with their care. Surveys
can also be used to compare
changes in perception and quality
over longer time periods.

Effective

engagement

Qualitative

Consultations, interviews, focus
groups or patient stories can provide
more detailed insights into people’s
care, for example what went well
and what could be improved.



Key points to note for effective patient and public engagement

Embedding this into day-to-

Staff training and communication
day practices

Address the challenges of Proactive rather than reactive

language, terminology and
health literacy

Need for effective leadership and accountability
surrounding engagement and co-production



. DECISION TO TRANSFUSE AND
CONSENT PATIENT*

“Note that the pre-transfusion
sample may have been taken in
advance (for e.g. pre-op) while
the decision to transfuse is

. REQUEST made at a later date.

“*Once the decision to
transfuse has been made, the
prescription/authorisation may
be written at vanable times
during the sequence but must
be checked at the final stage.

. SAMPLE AND REQUEST RECEIPT Staff are encouraged to use
the SHOT Safe Transfusion

Chechklist with every
transfusion episode.

Misidentification of patients
is a significant cause of
avoidable harm. Patient identity
must be verified effectively and
. COMPONENT SELECTION accurately at every step in the
transfusion pathway. All staff
must be aware of the
importance of correct patient
. COMPONENT LABELLING identification and this must be
confirmed in accordance with
local policies.

. COMPONENT COLLECTION Critical
points where
positive

. PRESCRIPTION/AUTHORISATION** __ pationt
identification
is essential

10. ADMINISTRATION, MONITORING FOR ANY - l
REACTIONS AND DOCUMENTATION & A = 4 Serious Hazards
of Transfusion




Opportunities for patient engagement in the transfusion pathway

engagement
Decision to

Safety incidents (q | ' transfuse
Communicationsk'é- — /

Administration
and monitoring

Sample taking




Decision to transfuse

* (Questioning the rationale and appropriateness for
transfusion, risks, benefits, alternatives, number
of units and type of components, and providing
consent

* Provide information about any past transfusion
history, complications/reactions, and any known
antibodies
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Administration and Monitoring

Checking the wristband or
other means of identification
with correct details; positive
patient identification asking
for name, date of birth and Making sure their
details checked against the observations are taken
unit of blood

Asking questions about what
they can and cannot do while
receiving a transfusion

Monitoring how they feel

Asking how they should feel Reporting to staff if they do
during the transfusion and not feel well or if they think
what to expect e.g., how there is a treatment
often their temperature, complication, both during

observations should be and after transfusion
checked/taken




Communications

» Discharge summary and
communications to GP
» Post-transfusion information




In case of any safety incidents

Participate in incident investigations,

provide information and share
insights




Degree to which patients might be actively
engaged in the transfusion process depends on:

Patient’s awareness about how to be involved

Their ability to participate which largely
depends on their physical and cognitive capacity

Their willingness to participate and take on an
active role

Davis RE, Vincent CE, Murphy MF. Blood Transfusion Safety: The Potential Role of the Patient. Transfus Med Reuv.
2011;25(1):12-23. https://doi.org/10.1016/j.tmrv.2010.08.003
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https://doi.org/10.1016/j.tmrv.2010.08.003

Patient webpage on the SHOT website

Aide memaire for p i biood ~Tigs to help stucsion safety

What can you do 10 stay safe?

Transhusions

1. Correct identification

Stafl must chack your identification (first name, surname, date of Birth and wigee
idestification mamber, i Wales, you will De asked your home address as well| bafore blood

W and befoce trans ACCUATR identification prevents transfusion ermoes and
WECNE COMPOnants from being tranmfused. You should challenge any healthcare worker who
does Aot sk and chack your name aad date of birth.

2. Bring asy red cell antidody cards you may have Boen gives in the past.
1t can help your treating teaes koep your records wp 10 date 3ed halp you et biood that is
appropriane for you.

3. Make sure your chisician knows about any aliergic reactions or any adverse reactions you
Bave had to transfusions in the past. Ao make sure that the dinidian knows about any
special transfusion requirements you may have (¢.§., need for irradiated blood

compenents).
This can holp you 10 avoid getting a transtusion that could hanm you.

4. Make sure your treatisg toas are aware of your blood
and aspirin/related medications.

Soma of these medications May IMPICT transtusion decisons.

5. Labeling of blood samples must be done accuratedy, in your presence and must be legible.
They must contain your identification details.

Labedling @crors can seslt in the sample bang rejected by the teestusion ladoratory and
YOu May Peed 1o attend f0r another blood test. Thare & ako a risk of wroeg transfuson #
sampies aren't Bbefled comactly. You should chalknge any healthcarne worker who takes 3
samplio But doesa't el it by your side.

& Ask for inf about your pl d fusions in terms you Can understand —both
when blood for your sh are pi and when you get them:

What is the tanstusion for?

= ‘What blood /s wfare being fsed?
=  How & it going to be gven and how koeg will it take for the transfusion?

= What side effects are likely? What do | do if they ocour especially when | am back
rome?

= Are thero any altenatives 10 transfusion?
= ArQ there any pracaetions that | need to be aware of?

7. Ask for written isformation about the which provide about risks,
Benefits, and atematives. If you have any about the iy k.

I you know what sght happen, you will be Better prapaned if it does o if somathing
wieepected hapgens.

Several patient information leaflets about Biood transfusons are avadable and can be
CCessad using this linkc v haspital ood couk/patient senvces/patent-2iood-

TSN REMA M/ pat N tenfor mation eafiotsf

£ Understand that "seove” is not alwinys better.

1t is 2 good idea 1o find out why 3 test or treatment inclusing trassfusion is seeded and how
it can halp you. Not al tests or transfusion are essential

9. 'Whea the blood is being d prior to z ask is this what
Bas been prescribed/authorised for me.

You should challenge any Paaitheare professional who has sot dhecked your name and date
of birth, & stated Dy you, 3gainst the onit and the peescription.

10. You will be d regularly durieg your Unless ial, routine
transfusions will be carried cut during “normal working™ hours. Ask for help if you feel
nwell during 3 transiusion and speak up if you have any CONCRMS MRgarSng your
wanstusion and/or monitorieg.

11, When you are being dscharged from the bospital, ask your disician to explain the
treatanent and folow up plan after discharge.
This inchkades information about any delayed complcations, making sure you know whes to
whoduie folow-Lp PpOMIMEnts. MIke Sure a transfusion summary inchading any specal
FOQUEremMants and MActions you may havwe had are reconded i the dischasge semmary and
ask about it it it isn'T these.

12. ¥ you have had a blood test, do not assume that a0 news is good news.
£k how and when you will get the results.

13, Lears about your condition and Lreatments by asking your doctor and nurse and by using
other reliable sources such as NHS fact sheets/websites.

Please do not hesitate 10 speak up i you hove eny questions or concems.

*The torm “clisician™ & used i this loafiot to refer Lo the person wiho helps you maeage your health
care which could be a doctor, 3 nurse, midwife, ar othar trained PeltRCa e worker.

B2s0d 0n Tigs To Help Prevent Madical Errocs: Patient Fact Sheet”. Comtent last raviewad Newember
2020, Agency for Healthcare Research and Quakity, Rockville, MD.

Metps/ ww. atvg S0V QUELTIONS/ 1eS0urCes/ 20 Tips h b




Key SHOT recommendation
from the 2021 Annual SHOT
Report:
Partnering with patients to

T B e p

= i enhance safety:

| ‘ .

i ¥y 2 i Staff must ensure that they involve, engage
¥ K and listen to patients as ‘partners’ in their

own care, including transfusion support.
Engaging patients, their families, and carers as
‘safety partners’ helps co-create safer systems
identify, and rectify preventable adverse £
events.



It is important to note that:




Actions to

implement the
recommendation:

Actions required:

Hospital senior management should:
* Ensure that organisational systems and processes are designed to be patient-centred

* Develop/implement policies and procedures for engaging patients, families and carers in their
own care as well as in quality improvement patient safety initiatives and healthcare design

Clinical transfusion staff should:

* Be trained to listen to patients, communicate effectively using structured communication tools
and involve patients in decision making where possible

* Encourage patients to ask questions and provide leaflets, signpost videos and apps as relevant
relating to transfusion support as applicable to the patient

* Ensure that patients receive copies of all clinical letters including discharge summaries, outlining their
condition and treatment, in simple language, as well as copying these letters to the patient's GP

* Proactively involve patients in their care (monitoring, follow up, making choices regarding treatment)
with shared decision making

* Encourage patients to raise concerns, participate in incident investigations as appropriate and
provide feedback on actions taken

* Recognise when patients may not want to take any responsibility for safety issues and instead
trust that they are being provided with competent care



Patient and Public Engagement in Health and Care across

Wales: Bevan Commission Report

Undertake research with key stakeholders Develop a co-ordinated approach to
including patients and public to inform engagement by ensuring engagement, patient
would be helpful in taking this issue experience, communication and involvement

forward eads work together.
Improve knowledge of and Establish a national group that brings
understanding of existing training Key together engagement teams with patients,
resources, tools and support for staff recommendations he public, and clinicians to share

and the public. Build upon existing
assets and developments to date
such as Coproduction Wales.

experiences, learning, best practice, and
work collaboratively to develop more
effective engagement across Wales.

Capture and use the feedback and aximise the potential of the Citizen Voice
innovative ideas and solutions from Body for Health and Social Care (CVB) to lead
patients and the public through an Patient-and-Public-Engagement-in-  gnd hold to account better public and patient

Health-and-Care-across-Wales.pdf

easy-tO-USG meChan|Sm or tOOI. (bevancommission.org) engagement .



https://bevancommission.org/wp-content/uploads/2023/08/Patient-and-Public-Engagement-in-Health-and-Care-across-Wales.pdf
https://bevancommission.org/wp-content/uploads/2023/08/Patient-and-Public-Engagement-in-Health-and-Care-across-Wales.pdf
https://bevancommission.org/wp-content/uploads/2023/08/Patient-and-Public-Engagement-in-Health-and-Care-across-Wales.pdf

¥ GLOBAL PATIENT SAFETY ACTION PLAN 2021-2030

Towards eliminating avoidable &
harm in health care

. 2} World Health
Patient @ Organization

¥’ Safety -

2

World Health Organisation

9789240032705-eng.pdf (who.int)

One of the seven strategic objectives of the
Global Patient Safety Action Plan 2021-2030:
SO4- Engage and empower patients and
families to help and support the journey to
safer health care

One of the guiding principles: Engage patients
and families as partners in safe care

Framework for Action- The 7X5 Matrix

4.1 4.2 43 4.4 4.5

Co-development Learning from Patient safety Information and
Patient and family - P . g . Patient advocates - .
of policiesand  patient experience . incident education to
engagement . and patient safety . .
programmes with for safety . disclosure to patients
. . champions L -
patients improvement victims and families


https://iris.who.int/bitstream/handle/10665/343477/9789240032705-eng.pdf?sequence=1

Driver diagram

SHOT
Serious Hazards
of Transfusion

DRIVER DIAGRAM TO HELP IDENTIFY TACTICAL CHANGE IDEAS TO ENHANCE TRANSFUSION SAFETY

The Problem: Continuing trend in preventable transfusion errors reported to SHOT leading to patient harm including deaths.

Common contributory factors identified include issues with staffing, training, safety culture and automation/IT.

A griver ciagram is a simpe, visusl tool used t0 CONCapLaNss FE5USS and determing the SyStam COmpoNants Wiich will then
shucture improvement projects. Drivers ane the factors/arsss thal you need fo change fo see improvement. Ghange

ideas are the tactical changes to

on the arivars recognised. This I5 8 dynaimic: SOt With S0me sUQIestions that fsams can Duikd on and amend 1o ST iocal mesois.

4 Aims / Primary Outcome 1 Primary Driver

Systemn components which will
support achisvamant of the aim.

Improve staff wellbaing
and enhance stafl retention

Safe and clear
communications within or
between teams with eflective
workload management

Reduce errors and improve
transfusion safety

Using IT and Sutomation
1o support and
optimiss procassas

+ Redwchion in incid
harm reported i T

Eulting in patient A just. learning culture with
affactive lsadership to
support safety and empower
staff to report incorract or

unsafe practices

 IMprowsd tren
Feporis and surveys

danced by SHOT

= I 6 in the numibsr of ACE reports
oT

USEFUL RESOURCES

NHpS:fwrse Ni_ONg/resounces/Pages Tools/Drivar-Disgram.aspx. | hipsyifwww.anglend nhs. uks p-contant/upload 5202207 Agsi-driver-disgrams. paf |

CONTACT DETAILS

SHOT Difice. Manchester Blood Cantre, Plymouth Grove, Manchester, Mi38LL
Tel: «44 () 161 £23 4208 Enquiries: shot@nhsbi. nhs. uk

2 Secondary Driver

Elements of the associated primary drives They can be used to
create projects or change packages thal will affect the primary driver.

Workione copecily and capabdity with a system for leaming
Prychological salety and Staff walbsing

INCiuSion and invahamant

Structuras snd pm::asansm-t anabis sa's,

parscn-camamﬂ Care

Rationalise workioed for siaff

Staff Skils: appropriats languags, Tormat and content
Practice using standardised tools Tor communication
Manag of comm | Situations

Rslevant and appropriate IT &t ol stages of transfusion
practios [clinical and laborasory

Intaroperability. interfacing end integration

Transtusion IT expertiss

Sharing and learning between crganisations

Lagming from axcellence end everydoy evants

Systams thinking In procsss design and incident investigations
Listaning and supportive Isadership

Effective risk assassments

Sharing and Baming from incidents and near missss
Application of human factors and engenomics principles in
gasigning systems and when investigating incicsnts.

create 8 patiwsy to get to the goai. This food that
procssses

Serious Hazards
of Transfusion

staflf to systamatically pian and

helps SUppOort
and things that staif could do differsntly which will impact

"ﬁ- Tactical Change ldeas
=

Chinge iceas that will impact on the primary driver

Fofmal, apreed and MOonitonsd Copadity plan

Work smarisr concepts such s reduting duphcation of tasks

Siaff suggestions for improwement

Sirategies 0 ensurs stoff wallbeing end mental health is considersd

Sirategies 0 improwe tsam bonding

{E.Q.. Taam lunch on Fridays of TweSday's TBam walk; Tulddiss" — a hwddle COMDINED with fo0d)
Wallbeing check ins

Feedback and listening S8s50Ns

Regular Staff Surveys and infarmial, Eafs, drop-in SEESI0NE 10 8Nty afécs Of CONCAM

Communication skills training for staff and simulation-based Multiciscipnary lBarming
Formal, structured and docwmentsd handovers

Ravisw workload patiems

Team rotaticn to ensure compatency complancs and expertisa

Efandard responsas tools for common gueries to laboratory to enswe consisient responsas

Businass case Tor improved, vakdated and property implementsd IT solutions.

[T treining for leboratory staf

Support from IT depaltmants

Funding and res0urcas 1or upgfades and replaCameant systams

Rewigw Of IT raquiraments

GCollect informelion tnoim iNCS0Snts and Near MISSeS for futurs IT upgrades

Imvohdng IT in trensTusion Tesm mestingsmospital iransfusion comimittes/dsbriers whare ings haws
‘gons wrong, and IT hes compounded enmors

Informing IT of any planned changes/upgradesnew aquipment before they ocour

Good communication links and mutual understanding bstween T and transfusion teams to encure
that Etaff afe NSOMEed of afy ChoNgesLPOratss 50 tat Mevalidation requirsd can be completed

Training tor all 51aff iN jus? Culturs; NuMaN feCIONE and SNQONGTICS princioiss

dust cultureMulTian feC1ors SMDENosd in INCidsnt investigation

INCident Investigation and risk GS5855MEnt training for Seders

Deorats foliowing INCHents and sxcallent evants

EMporwarment of Staff 1o lsad changs

Intsnticnal iNChuShvity and cuttural Rumility

Leading by exampls

Visual GidS 8.0., POGLErs MSINTorzing how and who 1o Speak cut Safsly

INCOMparats a ‘Gafs SPats’ SyStam — tis May 08 o POE! DowwEUQPEEoN Dox whars CoNcems Can
b& reised and Drowght 1o Staff mesting. Steff Must fesl thans is an opan and honest envircnment

ntips-learn.nes.nhs scob22 TEiguality-imprewement-zone/qi-tools/driver-diagram

WWW.SHOTUK.ORG




PARTNERING WITH PATIENTS TO ENHANCE
TRANSFUSION SAFETY

7 . SHOTF

Serious Hazards
of Transfusion




Resources
DOWNLOAD THE NEW SHOT APP

# Download on the ,  GETITON
@& App Store ¥ Google Play

Serious Hazards . ]
ofTransfu5|on



It is imporiant 1o note: phide

GREAT
WORK

Effective, reliable and resilient systems with feedback loops \ * */

o A

Share experiences and

Tactical change ideas to address key issues lessons learnt widely

K

People focused — staff, patients and donors; all
‘ @ involved in the care pathway

ACtionS "@ Understanding enablers, challenges, opportunities for change

heeded







estions Please

Serious Hazards - .
of Transfusion



	Slide 1: Patient powered transfusion safety Dr Shruthi Narayan Medical Director, SHOT
	Slide 2
	Slide 3: Outline
	Slide 4
	Slide 5
	Slide 6: Errors as a percentage of total reports 2014- 2022
	Slide 7: Illustrative cases: Near miss where a patient could have potentially received another patient’s blood
	Slide 8: Non-irradiated component administered despite the patient highlighting the specific transfusion requirement
	Slide 9: Transfusion safety 
	Slide 10: Optimising learning from transfusion incidents 
	Slide 11
	Slide 12
	Slide 13
	Slide 14: When healthcare providers work closely with patients and their families
	Slide 15: Terminology
	Slide 16
	Slide 17: Engaging patients
	Slide 18: How to engage with patients and families?
	Slide 19: Key points to note for effective patient and public engagement 
	Slide 20
	Slide 21: Opportunities for patient engagement in the transfusion pathway engagement 
	Slide 22: Decision to transfuse
	Slide 23: Sample taking: 
	Slide 24: Administration and Monitoring 
	Slide 25: Communications 
	Slide 26: In case of any safety incidents 
	Slide 27: Degree to which patients might be actively engaged in the transfusion process depends on:
	Slide 28: Patient webpage on the SHOT website 
	Slide 29
	Slide 30: It is important to note that:
	Slide 31: Actions to implement the recommendation:
	Slide 32: Patient and Public Engagement in Health and Care across Wales: Bevan Commission Report  
	Slide 33: World Health Organisation 
	Slide 34: Driver diagram 
	Slide 35
	Slide 37: Resources
	Slide 38: It is important to note:
	Slide 39
	Slide 40: Your Questions Please

