
regarding the need for escalation and which children we have
greater concern for, leading to early identification of these
patients.
Lessons learnt Implementation requires buy-in and consensus of
the whole team. Next time I would provide more regular feed-
back of the success of change to ensure continued motivation of
users and highlight areas for improvement.
Message for others An extremely simple intervention can help
to improve efficiency and have a positive effect on patient care
safety by prompting key points in patient management, espe-
cially in a busy environment.

G548(P) SPECIAL REQUIREMENTS IN BLOOD TRANSFUSION – AN
AUDIT OF REQUESTING ERRORS

1I Morgan, 2E Harrison, 3F Nicholson. 1Medicine, Royal Hospital for Sick Children,
Glasgow, UK; 2Blood Bank, Royal Hospital for Sick Children, Glasgow, UK;
3Haematology, Royal Hospital for Sick Children, Glasgow, UK

10.1136/archdischild-2015-308599.498

Context This Audit was conducted in a tertiary haematology/
oncology unit to identify errors in red cell transfusion requests
by unit nursing and medical staff.
Problem When requesting blood it is important to consider
whether the patient has any special transfusion requirements,
most common being the need for CMV screened or irradiated
blood products. It is important to request these for patients who
require them and significant harm can be caused to patients if
they don’t receive what they need (Figure 1). It is equally key to
avoid wasting these resources; Irradiation reduces shelf life of
blood, and over-requesting CMV negative blood reduces avail-
ability for those who need it. Incorrect use is currently picked
up by blood bank staff, there is no safety net in place.
Assessment of problem and analysis of its causes The list of red
cells used for transfusion kept by bloodbank was audited, look-
ing at who requested the transfusion and what special require-
ments they requested. This was compared against what each
patient should have had requested, and discrepancies were
identified.

Initially 2 months of blood requests were audited and showed
3/37 and 7/57 errors. There has therefore been discussion
amongst haematology and blood bank across the city regarding
measures to reduce this and re-audit conducted.
Intervention Three measures have been introduced:

. Alerts on the computer system for patients with special trans-
fusion requirements

. A citywide guideline of which scenarios or patients warrant
these requirements

. A form held by blood bank for each patient detailing their
requirements, created at their first transfusion

Study design This was an audit and had a prospective design
Strategy for change The results were discussed in conjunction
with other local haematology departments. The staff of the hae-
matology/oncology unit were given access to the agreed guide-
line of which types of patients have special transfusion needs,
trakcare alerts were implemented and blood bank agreed on
forms that they would hold. These were in place for a year prior
to reaudit. Following the results of re-audit, a presentation at a
departmental meeting highlighted ongoing issues.
Measurement of improvement Following the interventions the
results were analysed simply to show percentage change pre- and
post intervention. The results showed a large increase in the
number of incorrectly requested transfusions from an average of
10% error per month to 38% per month. The majority of errors
were due to over-requesting special requirements (30%), but
there was also a significant amount of missed requirements
(8%). The majority of errors were related to CMV requesting
(69%).

The alerts on the computer system relating to special require-
ments were also looked at. 25% of patients had alerts. 6 of these
had alerts when, according to the guideline, they are not
required and 4 who do have special requirements did not have
an alert.
Effects of changes There are still a high number of errors and
this clearly is an ongoing problem with an impact on patient
safety. On discussion several issues have been highlighted. Trak-
care alerts have not been publicised to staff and there is limited
knowledge of the intranet guideline, which is particularly rele-
vant at night when the unit is covered by an on call team. Blood
bank find the individual patient forms cumbersome and find it
difficult to track down medical staff to fill them in.
Lessons learnt This audit has shown that there are ongoing
errors in this area. The interventions in place have not fully
addressed this and further work is needed.
Message for others This audit has identified a key patient safety
issue. The misrequesting of blood can cause significant harm and
the interventions tried so far have proved cumbersome. Further
work is ongoing in this area.

G549(P) LEARNING FROM EXCELLENCE: A NEW PARADIGM OF
SAFETY REPORTING

1A Plunkett, 1N Kelly, 2D Scott. 1Paediatric Intensive Care, Birmingham Children’s
Hospital, Birmingham, UK; 2Governance Department, Birmingham Children’s Hospital,
Birmingham, UK

10.1136/archdischild-2015-308599.499

Context This was a pilot study in a single department (Paediatric
Intensive Care Unit) in a tertiary children’s hospital.
Problem and Assessment of problem and analysis of its causes
Safety in healthcare has traditionally focussed on reducing the
rates of harm by learning from adverse events. This approach
may miss opportunities to learn from episodes of clinical excel-
lence. Furthermore, there is a potential negative impact on staff
through the second victim phenomenon, whereby staff involved
in adverse events may experience negative emotional consequen-
ces (e.g. fear and avoidance).Abstract G548(P) Figure 1
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