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What Is the leading cause of ABO
Incompatible transfusions?

>»Human errori

»Mislabelled specimens — what Is the
risk?

1 Dzik W. Emily Cooley Lecture 2002:Transfusion Safety in the Hospital
Transfusion. 2003;43:1190-1199
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Peter Mac rejects ALL pre-transfusion
blood sample errors
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The Hospital Transfusion Committee
monitors rebleeds due to pre-transfusion
blood sample errors

2008
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Failure Mode and Effect Analysis
What is it and Why use It ?

“A systematic, proactive method for
evaluating a process to identify where and
how It might fail and to assess the relative

Impact of different failures, in order to
identify the parts of the process that are
most in need of change.” 2

2 Institute for Healthcare Improvement, 2004
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FMEA Process

Phase 1 Understand and Describe the Process

Phase 2 Conduct Failure Mode and Risk Analysis

Phase 3 Redesign Process and Corrective actions

Phase 4 Implementation and Monitoring




FMEA Tool

RPN = SEVERITY X X DETECTION
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FMEA on the
labelling of a pre-transfusion blood sample

Sample labelled

\ Sub process |

3A. RN collates tube and
request form

3B. Full Pt Identifiers are
correctly handwritten on
sample

3C. RN signs, dates and
records time of draw on
sample

3D. RN signs, dates and
records time of draw on
request form

3E. Correct sample and
correct request form are
placed in biohazard bag

3F. Biohazard bag sent to
Pathology Specimen
Collection
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Fallure

Modes

Full Pt identifiers are correctly
handwritten on sample

RN signs, dates
and records
time of draw on
sample

Failure modes

RN unaware/not

Failure modes

Tube difficult to write |

Incorrect Pt 1D familiar with on
I _labelling procedure __llegible |
Patients not 1
; Certain pens
checkpg their Pt Pt ID label used “smudge” lllegible
info
Tube difficult to Sample not Area for writing
write on labelled in limited
lilegible presence of Pt llegible
Gertain pens OPD pathology:

“smudge” lllegible

Area for writing
limited
lilegible

OPD pathology:
open area
Interruptions

completed
___immediately
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open area
Interruptions

Labelling not
completed
immediately

No time and date
noted

| RN unaware/not
familiar with labelling
| procedure |
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Failure Mode Risk Priority Numbers

Failure Mode: Specimen tubes are difficult to write on
Severity 10 X X Detection 2 = RPN 180

Failure Mode: Human errors in positive patient identification
Severity 10 X X Detection 5 = RPN 300

Failure Mode: Physical environment — privacy I1ssues
— workflow Issues

Severity 10 X X Detection 7 = RPN 630
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Failure mode: Specimen tubes are difficult
to write on

» Why?
Corrective action

> New tube

» Different pen
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Failure mode: Human errors in positive
patient identification

Corrective action

» New patient information brochures
» Education

> Policies
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Outpatient Pathology Department (OPD)

cessed 4x OPD staff.
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Faillure mode: Physical environment
- privacy Issues
- workflow Issues
Corrective action
» Redesign
» New Procedure

» Sighage
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Rede3|gn|ng Care Team - LEAN




Corrective Action Risk Priority Numbers

Failure Mode: Specimen tubes are difficult to write on
Severity 10 X X Detection 2 = RPN 40

Failure Mode: Human errors in positive patient identification
Severity 10 X X Detection 5 = RPN 50

Failure Mode: Physical environment — privacy Issues
— workflow Issues

Severity 10 X X Detection 3 = RPN 90
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OPD rebleeds due to pre-transfusion blood
sample errors
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What happened in February 20107?

» Change in OPD management structure
» Staff attitudes
» Staff changes
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What did we do?

» Informed Clinical Governance
» OPD staff — Communication
— Education

» No blame == Accountability




Lesson Learnt

Anchor the change

» Changes won't stick until they become
“the way we do things here”

» Staff see the connection between the
corrective actions and the | in errors

»? celebrated initial success prematurely
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