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Background: g

The administration of blood components poses a significant clinical risk as
documented in successive SHOT reports.

National and trust guidelines outline requirements of the blood transfusion
procedure, including informed consent, appropriate transfusion, documentation
and good bedside practice. These components of the correct process are
highlighted in Trust mandatory transfusion training and on-line competency
assessment

We evaluated transfusion practice in medical wards to assess compliance with and
awareness of transfusion policies.[1]

Aims: e

Assess adherence of trust & national blood transfusion guidelines in
medical patients, especially with respect to:

1) Appropriate use of blood product transfusion.

2) Clear documentation of reason for transfusion.

3) Informed consent gained and documented.

4) Accurate prescribing and safe bedside practice.

Increase and improve compliance & awareness of guideline adherence,
especially with respect to the above four points.

Results 2:
Informed consent:
2/3rds of medical staff
According to the patient: Yes No considered that they always
obtain informed consent.
Informed consent gained 20 (46.5%) 26 (63.5%)
Risks, benefits & alternatives |7 (15.2%) 39 (84.8%) Documentation Of.mform_ed
discussed consent occurred in 3 episodes
- (6%), all by haematology SpRs.
Patient understood all 24 (52.2%) 22 (47.8%)
information given .
National Blood Service leaflet |1 (2.2%) 45 (97.8%) (4 not available to answer)
given
Using the criteria: Criteria for informed consent fulfilled

Yes
11%

— Do you know why you are having the transfusion?
— Did someone explain the risks & benefits?
— Did you understand all the information given?
— Did you remember all the information given?
Full informed consent was gained in 5/46 (11%) patients.

89%
Bedside practice:

Data collection chart:

Medical staff questionnaire:
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x 25/50 (50%) prescriptions were correctly written as red cells.

x 5 of the patients (10%) were not readily visible to nursing staff.

x The trust transfusion chart was always used but 22% were photocopies.

x 12/50 (24%) cases the post transfusion observations were not documented.

Methods: a
v

Concurrent data collection for 6 week period (n = 50)
v" Sample population: Non high-dependency medical patients receiving
a blood component transfusion in St. Thomas’ hospital.
v Data collection: patient details collected from blood transfusion lab.
v Data was collected using:
— Data collection sheet.
— Patient medical records & electronic patient records (EPR).
— Bed side observations & drug chart.
— Patient interview
— Medical staff questionnaire

Conclusions: ﬂ

v This audit demonstrated that staff are aware of guidelines and that they do
undergo transfusion training.

v However staff do not fully adhere to guidance regarding transfusion practice in
medical patients.

v Results suggest novel approaches are required to encourage knowledge
translation into practice.

v’ Standards for compliance with guidelines should be 100% to allow the best
patient care.

v" Documentation of transfusion observations has improved following the introduction
of the transfusion observation chart.

Reasons for poor practice...? Proposal of blood prescribing charts:
Lack of knowledge of guidelines Gy and 5t Thomar 5

Difficult to find on intranet
Alot of i ion to read

Administration

linical indication

Lack of time
box not

Results 1:

Specialty of medical team for patients | & Acute Medicine - 16 e
Patients were widely population
distributed across the
medical specialties:

B General Medicine - 13
M Elderly care - 11

32%
W Haematology - 5
O Dermatology - 2

l Gastroenterology - 1

26%

O Rheumatology - 2

Inappropriate transfusion:
x 6/50 (12%) Hb >8g/dL - 5/6 having poor documentation of symptoms.
x 4/50 (8%) had documentation of stable obs. & no identification of bleeding.
x 4/50 (8%) had known chronic anaemia with no documentation of symptoms.
x 5/50 (10%) were on warfarin & transfused prior to reversal of anticoagulation.
x 2/50 (4%) had documented CRF with no other treatment given for anaemia.

Reason for transfusion: Documentation of reason:

v Documentation of transfusion reason
Patient knowledge of reason for transfusion

Number of transfusions
.

Number of Transfusions

10 10
57 5
0 0
Didn't Did notknow 'Anaemia’ Partial .
remember  why foason Full  Partial Minimal Statng  No
transfusion plan  mention

of
Reason for transfusion according to patient

Extent of explanation

checked/reje
No cross-mat
only applicatiol

No proforma

e to explain

to patient
tient to staff ratio
So much paper work

On-call doc twice daily
Patients move teams =
‘Super teams’ — lack of single responsibility 81000 Component Transfusion Prescription Chart

Staff turnover

o o e §
gy 27 O

Recommendations: a

v Improve & explore varied training for new and existing trust doctors.

v" Make blood transfusion leaflets more widely available and incorporate distribution
into transfusion process — These are now sent to wards periodically.

v Proposal: a user friendly blood transfusion proforma chart.

v Proposal: sticker (A6 size) with the above information on to go in paper notes.
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