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Objectives

* [dentify opportunities for patient blood management (PBM) in a
hospital setting

* Describe quality improvement methodologies to implement PBM
e Utilise current workflows for PBM

* Determine strategies for change based on PBM pillars and local
resources
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Why do we miss
iron deficiency?

PBM crosses a spectrum
It must be multifaceted bringing together diverse approaches into a
common goal

How to
measure?

Why only
perioperative?




History ignored the dangers of transfusion

e James Blundell: first transfusions in 1818

* The donors were the husbands of women
with post partum haemorrhage

A mixture of success and dramatic failure

* No adverse transfusion reactions were
reported, although he described what to
look out for

* John Soden summarised 51 reported
transfusion cases in 1851 — only one
adverse transfusion reaction

e Crispin Hektoen 2014



And relied on (misrepresentgd) opinion
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Practice change: start with a team

* Clinical leaders in the area (may not be
the head of department)

* People from involved teams
e Other medical teams
* Nursing
* Administrative support
* Quality improvement expertise
* Someone to do the legwork

e Patients



Practice change: start with a team

e Qualities

* Enthusiasm
Collegiality and openness
Perseverance

Subject matter experts

e Quality improvement

* PBM

* Clinical setting (trauma, O&G, anaesthetics)
Organisational knowledge

* Workflow

e Culture and politics



Create motivation for change

* Evidence based improved patient care
* Low value or harmful care programs

* Audits

* Incidents

* Cost

* Executive support

* Patient

* For team members
* New skills
* Trainees
* Leadership



Practice change: start small

* This is big
e Start small * Consider tackling it all only if you

have a large time limited

* Big things grow from small seeds
program grant



Consider the tools that best suit

e NSW Clinical Excellence
Commission

* https://www.cec.health.nsw.gov.
au/CEC-Academy/quality-
improvement-tools

* Hughes R. Patient Safety and
Quality: An Evidence-Based
Handbook for Nurses.
https://www.ncbi.nIm.nih.gov/b
ooks/NBK2651/



https://www.cec.health.nsw.gov.au/CEC-Academy/quality-improvement-tools
https://www.ncbi.nlm.nih.gov/books/NBK2651/

“SWOT”

Stre ngths e What is being done well
Wea kn esses e What is not working well

OppOrtu nities e Where do you see potential

Th reats e What are the likely barriers




Governance as a strength

* Clinical practice improvement units
* Incident reporting and management
* Investment

* National standards: compliance vs
Improvement

e Guidelines



Tools: Flow chart of the antenatal care



Tools: Cause and effect diagram antenatal care

Cause and effect of iron deficient pregnant women at labour/delivery

Blood tests Iron therapy

Lack of continuity of care and

handover across practitioners
Multiple health providers
Different iron tablets

prescribed Mo established pathway for IV

/ iron administration in maternity patients

Multiple treatment pathways

Lack of routine and standardised testing
for iron deficiency
across practitioners
{GPs, Obs and midwives)

Mo oral iron standards
for prescription

Availability of results fram

GPs at booking (6-12 weeks) Mon-compliance with

oral iron supplementation
Poor identification and assessment
of iron-deficient pregnant women
in a timely manner
Poor interpretation /
of pathology results

Mo easy access to IV iron .
Mo fallow-up for aral iron

(ie, side effects, efficacy)

Ma funding for in patient IV iron

’ Iron deficient pregnant women
at labour/delivery

Maternity record book does not capture
relevant information on Hb
and iran deficiency
Patients forgetting maternity
Multiple sources of documentation \ records at appointments

Lack of education or knowledge
access to information
in the community

Poor, inconsistent documentation

GPs have no access

Incomplete past medical histary to BOS

{ie, relating to iron deficiency or
outline of previous transfusion)
Incomplete BOS entries
Lack of routine questions

to screen for iran deficiency

Lack of patient education
about iron deficiency in pregnancy
(ie, what results mean)

Documentation




Tools: PDSA

e Decide on a change

¢ Plan for what it looks
like

-

® Pragmatic
e Revise the plan or
e Embed the change

.

e Start small

eE.g. one
communication tool,
one clinic

~

”Measure
e Listen to feedback

e Learn from success
or failure




Good ideas don’t always work: Pre-admission
clinic letters

* Problem: Very little time to
correct iron deficiency after
pre-admission review

 Solution: send letters / forms
to patients or general
practitioners

* 10 patients each round
* Didn’t get bloods

* Had additional bloods
* Didn’t save time



4 .

e Get patientsto
have blood tests
before clinic to
improve time for
Hb optimisation

form sent to
patient

\

e Letter and request

\_ J
4 )
° Change approach dOnIy 6 had bloods
—send to GP onl one
Y ¢ Time saving was
minimal

e Additional tests

\_ requested Y,




Those that do work may need optimising —

antenatal iron management

. )
¢ Implemented in

antenatal clinics

J
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Patient
handout



Incidents

* Never let a crisis go to waste

* An effective incident investigation and
management process.
e |dentifies a need for immediate action

* Brings stakeholders together in a non-
confrontational way

* |nvestigates and implements process
changes to prevent recurrence

* |s mandated top down
* Has actions developed by people involved



Incidents: Delays during massive transfusion

* Did not affect patient outcome

e Rapid Incident Assessment raised — given <4 days to investigate and
agree on a plan

Where’s the
blood?

It’s been sent.




Incidents: Delays during massive transfusion



What actions work?

e Structural changes preferred as they embed improvement into
workflow

e Often multiple actions are needed
* Education is essential but usually results in transient effects
* Posters may be used but seldom sufficient — short term effect

 What has worked for others?

* Understand your own environment



Collaboratives

e Simultaneous efforts to improve the same problem
* Rapid cycle interventions

* Share resources and data

* Take from other centres what might work for you

* Australia: https://www.safetyandquality.gov.au/national-
priorities/pbm-collaborative (pre operative iron optimisation)

* British Columbia: Metzner M. et al Can J Anaesth. doi:
10.1007/s12630-024-02870-7. (peri-operative optimisation in
general)



https://www.safetyandquality.gov.au/national-priorities/pbm-collaborative

Governance
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Re-frame

e Remember when 2
units was the minimum
number to transfuse?

* Needs to be sustained

e New Zealand Blood
Service



Target decision makers

* Post graduate trainees are easy to identify and target

* They may be writing the requests and orders
* Not decision-makers

e Australian Health Review 2005



Design to encourage intended practice

Prepare RBC (Units): 1 Units, Irradiated v Accept ¥ Cancel == Remove

PANELETEGE [ | CMV Negative [ | Washed [ ] Directed [ ] Autologous [ ] None

Prepare:

Special requirements.

[ Save as patient's requirements

O Rezson for transfusion [ Critical Bleeding [] Symptomatic Anaemia [ ] Anaemia [ ] Acute Coronary Syndrome
[ ] Thalassaemia [ ] Myelodysplasia [ ] Chematherapy
[ ] Haematopoietic Stem Cell Transplantation [] Intraprocedure

[ ] Other - Spacify in Comments

Is the patient currently pregnant?

¥es Mo | Unsure

Comments: & Add Comments

v Accept ¥ Cancel = Remove



Novelty as an agent for change

* Many interventions adopted in medicine without adequate
evidence

INR doesn’t predict

bleeding in liver But what do | do

disease

about it?

* “Don’t give blood,” sounds obstructive

* Viscoelastic testing will often reassure — although there is no
current evidence that viscoelastic detected coagulopathy
warrants correction



Novelty as an agent for change
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Novelty as an agent for change: PFA in intra-
cerebraLhaemorrhage
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Baharoglu et al,
Lancet 2016

PFA prolonged Transfuse
closure time platelets



Perseverance

e Postventt Med J Aust. 2022

* Observational study of across 56 Australian and New Zealand
Hospitals in 2021

* Assessment and management of perioperative anaemia for major
abdominal surgery



Perseverance

e Postventt Med J Aust. 2022



Key messages

* Not one size fits all
* |dentify key collaborators

* Work with what you’ve got —
make the most of opportunities,
including failures

* Have a variety of tools ready
* Keep going — it never stops
* PBM —it’s all about the patients
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