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International
Haemovigilance
Network

“A set of surveillance procedures covering the whole
transfusion chain (from the collection of blood and
its components to the follow-up of recipients),
intended to collect and assess information on
unexpected or undesirable effects resulting from the
therapeutic use of labile blood products, and to
prevent their occurrence or recurrence.”



What are some of our weakest links?




Policy

e Strong support from many professional
organisations, governments, WHO

e Not yet part of national health policy in many
countries

e Policy — recognition, resources
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Affiliated to the Royal College of Pathologists
The Steering Group includes members representing the following professional bodies:

British Blood Transfusion Society Royal College of Nursing
British Society for Haematology Royal College of Midwives
British Society of Gastroenterology Royal College of Obstetricians and Gynaecologists
British Committee for Standards in Haematology oY@l College of Physicians
Royal College of Surgeons
Faculty of Public Health

. : j ; Royal College of Paediatrics and Child Health
Institute of Biomedical Science Intensive Care Society

Public Health England Faculty of Intensive Care Medicine
(formerly the Health Protection Agency) The College of Emergency Medicine

NHS Confederation Defence Medical Services
Royal College of Anaesthetists UK Forum



Blood and Blood Products
Standard 7

The Blood and Blood Products Standard:

Clinical leaders and senior managers of a health service organisation implement
systems to ensure the safe, appropriate, efficient and effective use of blood and
blood products. Clinicians and other members of the workforce use the blood and
blood product safety systems.

The intention of this Standard is to:

Ensure that the patients who receive blood and
blood products do so appropriately and safely.

Context:

It is expected that this Standard will be applied
in conjunction with Standard 1, ‘Governance
for Safety and Quality in Health Service
Organisations’ and Standard 2, ‘Partnering
with Consumers’.
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Structures and systems

Organisational structure
Integration (biovigilance: MPHO)

Type of system influence on data collected
IT support

Data management, analysis
Status/protection/indemnity
Reporting and feedback




AABB’s Patient and Donor Safety Center
Data Protection Diagram

Data Protection:

Data Protection: Data Protection: Patient Safety and

I | I
State Peer Review : Public Health : Quality Improvement Act of 2005 :
Protections | Service Act I I
| I I

_)m ; AABB's

Patient &

e NEIN: Data Donor Safety
AABB’s Center
Transfusion

_)m Safety Group
CDC’s NHSN in NHSN
Hemovigilance
m Module

dnoig s ggyy ulof
D8 9 ‘Vs|eddsoH

(a Patient

% N-HSN Safety
m it Organization

uoneziuediQ AJa4es Juanied pue NSHN U|

est. 2008)
>
>
Patient Safety Work Product 5
Data Protection: HIPAA and the Patient Safety Act 8

Note: Reports, benchmarking, analysis, etc. cannot be returned to participating facility without the HIPAA
Business Agreement and AABB’s Participation & Confidentiality Agreement in place.
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JAPANESE
RED CROSS SOCIETY

& Back to JRCS Home © JAPANESE

Japanese Red Cross Society

© What's New

15 November 2013 Transfusion Information of transfusion-related AE/ARs and TTIs 2012
uploaded.

9 May 2013 Transfusion Information of Transfusion-Related Acute Lung Injury uploaded.
15 October 2012 Transfusion information of transfusion-related AE/ARs and TTIs 2011 uploaded.
15 October 2012 Blood Services 2011 & 2012 (booklet about Japanese blood service) released.

Haemovigilance Reports Transfusion Information

Haemovigilance Report 2008 [PDF:5000kb] Non-Hemolytic Transfusion Reaction Cases 2012(No.137)
[PDF:1,074KB]

Haemovigilance Report 2007 [PDF : 2200kb]

Transfusion Transmitted Infectious Cases 2012(No.136)
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Scope

e \Vein to vein: donors, products, patients
e Procedural: e.g. cell salvage

e Links to pharmacovigilance (e.g. fractionated
plasma products, ESAs, PRT etc)

CLINICAL TRANSFUSION
DONOR

“Vein to vein”




Resources

Not secure in many settings
“Home”

Personnel
Tools




IT support

« > Clg https://hnb.

State Gover

e HV programme
e BTS

e MoH
e Hospital
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Professional mix
Education and training
Time

Culture:

— reporting, no blame
Clinician engagement

Management responsibility
(MoH, hospital, BTS etc)




DEI:

e Definitions

e Gaps, denominators
e Validation
e Analysis

.
|
e
i

~ “
i

-t



Research

We know (many of) the problems
Human factors

Need more solutions:
— Development

— Testing

— Implementation

. BMJ 2000
— Evaluation

Implementation science: study of methods to
promote integration of evidence/research findings
into policy and practice
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