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The problem of sloppy practice

& Waste of time
e Clinical Staff
e Laboratory Staff

& Waste of resources
& Unnecessary needles for patients
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Serious problems..

& Delay in achieving safe transfusion
e Inconvenient
e Push transfusion into the night
e Can be life threatening
& Serious incompatibility reactions
e Can be fatal
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Western Sussex figures

& Worthing Hospital
e 22757 samples per annum

e 8404 rejected as second sample not reqd.
e 3730 rejected for identification issues

e 2 Wrong blood in tube
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Blood Transfusion Committee




Blood Transfusion Committee

i’ . .N b
\* - Audit

. - |dentify worst offenders
- Education, educatlon educatlon :
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Scary Nurse Practitioner!
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Scary Nurse Practitioner!

Accident and Emergency




Scary Nurse Practitioner!
Maternity Department




Impact?



Impact?

None!
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Further audit — Standards:

& Patient Identification
e Ask patient first name, surname and dob
e Check details match wristband
e Check wristband details match request form

& Sample labelling
o Label sample before leaving patient
e Sign tube as person drawing sample
e Bleed one patient at a time
e Never pre-label tubes

& Competency - has the individual passed?
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Results

& Staff Doctors Midwives Phlebotomists
¢ Pat. Id 23% 15% 100%

& Labelling 57% 17T% 100%
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Blood Transfusion Committee
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Blood Transfusion Committee
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*d Share results with global email - 3
-Give standards X
-Share audit results
-Warn of potential mortality

-Very clear threat of consequences
_____ of poor practice. -




Impact?



Impact?

None!



De\?f)/ilte our efforts......

GROUP & SCREEN REPORT HOS‘Q{;T;‘*[{{‘H%“TS,SEQ

Tel 01903 2051 11 Ext 5675

Surname:

IR
Forenames: Q

208170 boB: 12/12/1978 Wad_Zone C Emergency Floor
Consultant: § A‘NS, MR P Diagnosis:
Time Sign

Patient's Blood Group: Into satellite blood bank: Date

Report
Blood Group: Not Tested
Atypical Antibody Screen:  Not Tested

RolEs: SAMPLE: INCORRECT PATIENT BLED & LABELLED WITH DIFFERENT PATIENT
DETAILS

Hosp No.:

=Wrong\ blood In tube!

Sample No-: XMA4867 Sample date:

L
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Blood Transfusion Committee




STOP!

Betfore transfusion, carry out
these checks

Azk the patient to state their forenams, sumams,
date of birth {if not pozzibls, uss wristband)
Than Check:

1. Forenama, sumamie, dade of bidh, NHShaspital Mo,
malch wrisiband & prascriglicn.

& All patheni detalls on this tag matoh wristband.

2 Danor numbsar on lsg malches donar numbssr oo

companierl.
4. Pathent biood growp on tag malches blood group on

component. Lab must indorm you of any diffenences
bertwasien danor and palien! groups.

& Expiry dabe (& time) on componan

5 Componan] meebs speakl regquiremants on
presor ption

Do ol transiuse vnlass the componant is laullless and
#ll details on wristhand, fag and componant maich. B
nal, infarm lab, and reium companant.

i youl susped & reachion STOP the ransfusion, and
saek madical advica.

Transfer Tape
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BLOOD TRANSFUSION
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BLOOD TRANSFUSION

SPECIME
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PLEASE

chocked the wristband detaks match those an the request farm

| confirem that | have

Asked the patient Yo date first name, sarname and date of birth

Whecked the patlent details match the patient’s wristband

Labetled the tube Defare leaview potient’s bedside
igned tude as parson drawng sample
have Bled only one tient and bave not pre-labedled the tube

Fhave not Laken Two ross match sAampkes at the same time

| take respoesibility for samplng procedare accuracy wpned...
Print Name... GNMC/NMC PIN.,,,

- | (R S Time

e Laboratory 1o discuss requiremenis
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Fresh from the printers...

e}
g | . (Lab Numb Date and Time Received
3 ( Western Sussex Hospitals &) Trust ) ab Number ate and Time Recelve
0
8
5 [ Hospital / NHS Number Date of Birth Gender | {_ )
M/F
% (Consultant / GP Patient Location / Copy To 3
E Surname
@ Requested by (PRINT NAME) Ext/Bleep Date
g I
- Forename \Z J
e
Hospital site for planned procedure SRH D or WASH |:| )
[] Urgent Requests Contact Lab
L NHS PP Catll ) { SRH Ext. 3589/ Bleep 070 WaSH Ext. 5675 / Bleep 273 )
("Relevant Clinical Information ™ (1 confirm that I have: Signature B

{reasons for request / previous reactions / known antibodies) - - -
Asked the patient to state first name, surname & date of birth

Checked the patient details match the patient’s wristband
Checked the wristband details match those on the request form

> 5
TS
gm
o
~ O
EO
z
Ta
zZ3
w
o i
Em
= LW
S
=
o
o o
< W
LIJm
]
25
was
@ >
i
-
<
T

BLOOD TRANSFUSION

\ _/ | Labelled the tube before leaving patient’s bedside
s N | si i
Group and Save D Red Cells.......ccooeeeneees (Units/ml) Signed tube as person drawing sample
Crossmatch l:l *Platelets. ., (Units/ml) I have bled only one patient and have not pre-labelled the tube
DAT l:l *EFP / Cryoprecipitate......... (Units/ml) I have not taken two cross match samples at the same time
Kleihauer Blood Products e.g. Anti-D, HAS, PCC
D g I take responsibility for sampling procedure accuracy  Signed....in,
[ g T=T o - - LS (Dose/ml)
Required On (Date & Time) Special Requirements PrINT MM (i sssssssssmsmssssssssassans GMONMC PIN.. e s smsmsses
/ i . Irradiated l:‘

CMVNegative [ | ) )
| * Phone Laboratory to discuss requirements

A JB EASISEAL SPECIMEN FORM. PATENT NQ. 22212088

JB: 31188
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Present time

& New forms accepted and in use

& Global letter sent highlighting
Importance of following instructions

& All WBITs lead to ban in sampling
followed by retraining

& Impression — lower rate but still occuring



Herbert William Heinrich

Industrial Insurance Investigator
1920s America
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Industrial Accident Prevention
1931

THE FOUNDATION
OF A MAJOR INJURY

A

MAJOR
INJURY

MINOR INUURIES

27T
I

088%0F ALL ACCIDENTS PRODUCE MINOR INUURIES«~=====
Q0.9%0F ALL ACCIDENTS PRODUCE NO INJURIES=========-

THE RATIOS CRAPHICALLY PORTRAYED ABOVE---1--29-300
SHOW THAT IN A UNIT GROUP OF 330 SIMILAR ACCIDENTS,
300 wiLL PRODUCE NO INJURY WHATEVER, 22 WILL RE-~-
SULT ONLY IN MINOR INUURIES AND 1 WILL RESULT SERI-
QUSLY.

THE MAJOR INJURY MAY RESULT FROM THE VERY FIRST
ACCIDENT OR FROM ANY OTHER ACCIDENT INTHE GROUR,

MORAL—PREVENT THE ACCIDENTS AND THE INJURIES
WiILL. TAKE CARE OF THEMGELVES.
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Industrial Accident Prevention
1931

THE FOUNDATION

OF A MAJUOR INJURY
A - -
SN Major Injury

MINOR INJUURIES

7 TTINN 29 Minor Injuries

07/ HIITINNYN\N

088%0F ALL ACCIDENTS PRODUCE MINOR INUURIES«======
90.9%0F ALL ACCIDENTS PRODUCE NO INJURIES==========

THE RATIOS GRAPHICALLY PORTRAYED ABOVE---1--29-300
SHOW THAT IN A UNIT GROUP OF 330 SIMILAR ACCIDENTS,
300 wiLL PRODUCE NO INJURY WHATEVER, 22 WILL RE-
SULT ONLY IN MINOR INJURIES AND {t WILL RESULT SERI-
QUSLY.

THE MAJOR INJURY MAY RESULT FROM THE VERY FIRST The HeinriCh 300-29-1 MOdel

ACCIDENT OR FROM ANY OTHER ACCIDENT INTHE GROUR.

MORAL—PREVENT THE ACCIDENTS AND THE INJVURIES
WILL TAKE CARE OF THEMGELVES.

Near Misses



MAN FAILURE

KNOWLEDGE - ATTITUDE - FITNESS - ABILITY
mw&lsam
[ ]
UNSAFE ACTS UNSAFE MECHAMICAL
OF PERSONS OR PHYSICAL CONDITIONS
1. OPERATING WITMOUT CLEARANCE , L INADEQUATELY GUARDED , GLAADS OF
FALURE TO SECURE OR WARN IMPROPER MM, SIRENGTH, MESS £
1. OPERATING OR WORKING AT 2 m"
3. MAKNG SAPETY DOVICES Ww
INOPERATIVE
4. USING UNSAPE EDLIPMENT, 4 URSATTLY DESGNED MAOUMNES,
OR ECUIPMENT TOOLS ETC.
5. UNSAFE LOADING, PLACING, VoonG, | |4 Laaarety
88 % LETC. 'ﬁmn
6. TAKING UNSAFE POSITION ¢ NASEQUATILY LD,
muau-z £,
7. WORMING OM MOVING O 1 wvmwm
DANGEROUS EDUIPMENT AR SOURCE L.
8. DSTRACTING, TEASING, ABUSING, 8. UMGAPELY CLOTHID, NO GOGGLES SLOVES
% FARLURE TO USE SAFE ATTIRL OR
s =

J

L

wr Caust

1

ACCIDENTS |
% ARE UNPREVENTASLE
ARE PRACTICASLY

Fie 6. Chart of dirvet and prosimate secsdent causen

MANAGEMENT |

Why?



[MANAGEMENT |

COnt

MAN FAILURE 1 Wh>/’7

KNOWLIDSE - ATTITUDE - MITNESS~

CAUSLS R PERMTS

ACCIDENTS
2% ARE UNPREVENTAMLE
ARE PRACTICASLY
ARE OF A PREVINTADLE TYRL

Fie. 6. Chart of dirvet and proximate socsdent causen




MANAGEMENT |
CONT

WHICH CAUSLS OR PERMTS

Fie. 6. Chart of dirvet and prosimate sockdent causes



Domino effect

F1ec. 3. The injury is caused by the action of preceding factors.
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MECHAMICAL or PurialAL

Fig. 4. The unsafe act and mechan-
hazard constitute the central
factor In the accident sequence.

1cal

Fi1g. 5. The removal of the central
factor makes the action of preceding
factors neffective.
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NHS and Triangles

PSTRARES L | | | - | |
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Western Sussex NHSFT National data
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Pharmacy
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Pathology (Qpulse)

& Major harm 4
ﬁ - & Mandatory 12
e & Non Critical 17
. e Highharm 18
| & Moderate harm 28
L & Minimal harm I8
/ % eMinorham 190
. e Noham 293
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Why?

1

1

1

LALAS RARLE AARAJ LARE ALAAS )

4[13113|[3[13]|2] (2|1 i1]{1[[1

24

44[41[41[37]

122
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Error category Number of times recorded
Name incorrect / illegible 4
Hospital number incorrect / missing a7
Insufficient sample a2
Date +/- Time incorrect / missing 30
No clinical details provided 28
Duplicate request 25
Date of birth incorrect / missing 24
5 O D a.yS Of Haemolysed sample 14
" t d I Addressograph incorrectly used 10
reJeC e Sam p eS No clinician name / signature 9
Sample incorrect (eg. wrong sample tube) 6
No sample sent 6
Incorrect form used 4
Sample taken <30 mins apart 3
No patient label 2
Two people have filled out form 2
Sample leak 1
Tube expired 1
Patient not admitted on computer 1
Total number or errors 276




Henrick Accident pyramid

30 day Mortality

Serious Morbidity
lowering survival

/ \ Moderate Morbidity

Relatively minor
/ \ morbidity

/ | l. \ ‘At risk’ professional
behaviour
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30 day Mortality

Serious Morbidity
lowering survival

Moderate Morbidity

Relatively minor
morbidity
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behaviour
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30 day Mortality

Serious Morbidity
lowering survival
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Henrick Accident pyramid

30 day Mortality

Serious Morbidity
lowering survival

Moderate Morbidity

Relatively minor
/ \ morbidity

/ \ ‘At risk’ professional
behaviour




Henrick Accident pyramid

30 day Mortality

Serious Morbidity
lowering survival

Moderate Morbidity

Relatively minor
morbidity

‘At risk’ professional
behaviour




Progress

& Improvements seen with new form,
threats and retraining policy

& WBITs still happening but less frequent



WBIT example

& A Dr went to the bedside of the patient
that he believes was the patient he
Intended to bleed, he did no ID checks,
he did not have a request form, he left
the patient and labelled the sample at
the nurses’ station with the notes of
another patient.



WBIT example

& A Dr went to the bedside of the patient

| confirem that | have | Safnatum

ol -'»ﬂ:&: the patent o date first name, sarname and dote 5' rbh'.h
Whecked the patlent details match the patient’s wristband
Chocked the wristband detats match those on the -rquc;t-'_,_:.:._
Labetled the tube Dedore leaview potient’s bcu'..;if-
igned tude as person drawng sample i

l;.u;' Uked only one tient and bave not pre-labsdled '.in" Tk

I hawe not Laken Two ross match samplkes at the same Hime

| lake respoesibility for samplng procedare accuracy Sened...
Print Name... GMO/NMC PIN,,

17| (S S Time
e Laboratory 1o discuss requiremenis




WBIT example 2

& Specialist Trainee

& Lab noticed change in blood group from O
pos to A pos compared with history

& Individual identified and asked to
cooperate with investigation
Not take transfusion samples before retraining

¢ No engagement



& TPs repeatedly asked for WBIT form &
retraining by TPs and Haematologist

& Individual happy that they knew how the
mistake was made and not to do it
again.

& Also happy not to take transfusion
samples

& Rotating to another hospital soon



& Case brought to HTC meeting

% Plan
Contact ES

Contact Deanery — ensure retraining at
next hospital

& ES meeting -
finally WBIT form received!
Trainee rotated before retraining



& Clear need to promote meticulous practice

& Hope that vein to vein technology will help In
transfusion

& What about all the other areas of NHS
practice?



88% of accidents are 85.5% of the 3230
caused by ‘unsafe act by Incidents reported to
an individual’ SHOT were caused by

error

Serious Hazards Of Transfusion




of accidents are of the 3230

caused by ‘unsafe act by Incidents reported to
an individual’ SHOT were caused by
error

Serious Hazards Of Transfusion
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Summary
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