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• Our problem

• Our approach

• Our progress to date

Aim: To achieve excellence in 
transfusion medicine in NSW

Overview



The Chronology

MACHCQ 1999

EHA Studies 2001 – 2003

NHMRC Guidelines 2001

BTIC Final Report 2002 – 2003

FPAC – Way Forward 2003

TMIP – Blood Watch 2006 



Fresh Products Advisory 
Committee-NSW Health 2004

Priority areas:
• Appropriateness 

• Reporting of Adverse Events

• Clinical Governance 

• Education

• Communication 

• Cost



A new approach

• Stakeholder consultation to develop work 
plan

• CEC funded 9 project officers 12 months

• Clinical leads in each Area Health Service

• Establishment of effective 

Area Transfusion Committees



What we didn’t know and 
how we found out

• A review of blood/ blood product incidents 
reported in IIMS July05-June06
• 680 entries

• 36% mislabelled specimen

• 20% immune complication of transfusion

• Only 144/ 680 mapped to EHN definitions



What we didn’t know and how 
we found out

• Red Cell audit in March 2007
• 323 tx episodes. 12.7% pts anaemic & 

had surgery with Hb’s under 105g/L

• 4% received tx with Hb’s over 100g/L

• 95% had post-op tx with Hb’s over 70g/L

• Standard dose 2 units



• Red Cell Utilisation Database
• Linked Health Information Exchange, 

pathology & blood bank data

• Comparison of red cell usage and dosage 
by DRG and by hospital

• Comparative data highlights great variation 
in practice

• Six out of 9 metro hospitals prescribing up 
to 42% above state average

What we didn’t know and how we found out



Relative Use Database- 
Metropolitan Hospitals

Proportion of red cell transfusions ocurring in metropolitan 
teaching hospitals which are either above or below the state 

average (2005-2006) 
(calculated as casemix adjusted relative use index: source data CEC red 

cell data linkage project NSW) 
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Relative Use Database – 
Metropolitan Hospitals

Proportion of red cell units (dose) transfused in Metropolitan 
Teaching Hospitals which are either above or below the 

state average (2005 - 2006) 
(calculated as casemix adjusted relative use index: source data CEC red cell 

data linkage project NSW) 
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Proportion of red cell transfusions ocurring in 
rural base hospitals which are above the NSW 

State average (2005-2006)
(calculated as casemix adjusted relative use index: source 

data CEC red cell data linkage project )
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Relative Use Database- Major 
Rural Hospitals



Relative Use Database- Major  Rural  
Hospitals

Proportion of red cell units (dose) transfused in 
rural base hospitals which are either above or 

below the NSW State average (2005-2006)
(calculated as casemix adjusted relative use index: source 

data CEC red cell data linkage project) 
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• Market Research into prescribing 
behaviours of clinicians
• Co-sponsored by National Blood Authority
• In-depth interviews with 21 senior surgeons 

and physicians, rural & metro
• “Senior doctors had a high personal 

confidence in prescribing habits, with a 
general assumption that they represent best 
practice. This is often incorrect, yet there is 
a reluctance to recognise this even when 
presented with the guidelines”

What we didn’t know and how we found out



What we didn’t know and how we found out

• Hb levels key indicator used when prescribing 

• All doctors stated they prescribe a minimum of 
two units, felt one unit make little difference to 
patients. 
• a result of habit, or following standard, well- 

established practice. Few doctors were able to 
offer evidence-based support for this aspect of 
blood prescription. 

• Development of communications strategy



Our progress to date

• 2nd year of implementation
• Local gains:

• Intro restrictive Threshold Guidelines in 2 Health 
services

• Standardisation of Area policy – majority of AHS
• Standardisation of blood order forms in many 

AHS
• Savings:  abolish filters; platelet wastage 

reduced
• Widespread Nursing and JMO education
• Mandatory accreditation in 3 AHS



Our progress to date

State-wide progress:

• Evidence of reduction in issue of all fresh 
products reported by NSW ARCBS 
• Red Cell Supply at 5% below previous year
• Platelet supply continues at 5% below previous 

year
• Clinical FFP supply is 8% below previous year

• Be aware of unintended consequences on 
supply



Our progress to date

•Debunking the 
Myths

•Presenting 
emerging 
evidence

•Intended for 
clinicians



What Next…?

• Develop & implement communications 
strategy – clinical engagement

• New patient information brochure – improving 
consent process

• Implementation of restrictive thresholds and risk 
controls around blood prescription

• Standardised blood prescription & support tools 

• Spread interventions to platelets and FFP


	Blood Watch�Heading towards excellence in transfusion.�
	Overview
	The Chronology 
	Fresh Products Advisory Committee-NSW Health 2004 
	A new approach 
	What we didn’t know and how we found out 
	What we didn’t know and how we found out
	Slide Number 8
	Relative Use Database- Metropolitan Hospitals
	Relative Use Database – Metropolitan Hospitals
	Slide Number 11
	�Relative Use Database- Major  Rural  	Hospitals
	Slide Number 13
	What we didn’t know and how we found out
	Our progress to date
	Our progress to date
	Our progress to date
	What Next…?

