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Transfusing one unit of blood at a time reduces the
risk of an adverse event —~Transfuse one then reassess
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We examined current audit

and feedback practice

UNIVERSITY OF LEDS

Standards agreed by audit group

Hospitals audit consecutive cases over 2-3 months

Feedback reports delivered ~ 1 year later

| Table 3: Patient Blood Management algorithms: overall performance (see algorithms in Annex 1)

Standard  Standard INSUFFICIENT ¥YOUR SITE!

Algorthm Mt normer  DCUDED oy MetendaMET o o imer
PBMI 105 1531 1044 n 1% W/
PBM2 T 2 3529 126 12% %))
PBM3 3 125 3655 110 2% %)
B n 182 3529 115 2% %)
PBMS w oM 279 n 6% %)
PBMS 1 1 3027 7 8% %1/}
PBM7 36 3027 62 16% %)
PBMS 669 2088 9% 144 1% %)
PBMY 020 140 1358 1 % %)
PBM10 e 1748 10 85% %N
PBM1L w61 1748 64 8% %)

must work together to encourage
change

Recommendation Action required by
1 |Trust Boards and Clinical Trust boards and
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* MET/{MET+NOT MET)
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meetings p ~ <
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Meetings for relevant \ J
specialities, (e.g. midwife
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b Clinical Gow < Ward
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L Board dience fed back dow
hrowgh clinical govern
F S different team:
U represe fm reas in the
Figure 2
hospital...so that's how it is fed through™ ™1 rely on o
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We examined current audit

and feedback practice UNIVERSITY OF LEED

|opic

- ‘This audit isn’t even relevant’
Implement
change

The audit There are too many standards

Analyse
the data cycle s*
Was the ,

4 B
standarg >bs o
method

\ / ‘The data collection is too burdensome’
t“

‘Why bother changing practice?’

‘This is research, not audit’

“The numbers are all wrong’




W e developed two ways of

enhancing feedback UNIVERSITY OF LEEDS

W hich were... Enhanced content: what is
delivered to hospitals

Enhanced follow on support:
helping staff respond to feedback



Enhanced content

UNIVERSITY OF LEED

_ 2014 National Comparative Audit of Medical Use of Blood in C

oyal College Adult Medical Patients Blood and ]'mmpfam
[Hospital Name]

KEY FINDINGS REPORT

our hospital participated in the 2014 audit of medical  If you would like further information on
use of blood in adult medical patients, This report i ey T s, 3 e iy i s
Provides an overview on hOWWE Derl e et ——
relation to each audit standard and h  ads urstisging wicte, S Hemw 39 oup et s
compare to other hospitals nationally
regionally. Section 3:
— ?
Audit Standards Our Hospi A s
Achievem
A pre-transfusion Pre-operative anaemia optimisation
haemaglobin (Hb)
concentration is taken by 85% PEM standard 1: Clinical staff must ensure that patients listed for elective major
clinical staff in 100% of (27/32  blood loss surgery have an Hb measured at least 14 days pre-operatively and
adult medical patients act upon results*
within three days prior to B
transfusion, preferably the “riatiia o el i M o Wk it 1 ST i3 e b T T30 1 s
same day.
Analysis of compliance with standards was undertaken using a series of algorithms as shown in Appendix 1
A pre-operslive Hb was taken 8l least i
patients isied for elective major blood Duesall performam:e against standards
{patients with Tractured reck of flemur
Adult medical patients Algorithm  Standard - Standaed gy pgp  INSUERICIENT o oponpeamer=  [OUR HOSPITAL
houid not have a pre. In nelaion b0 pre-nperative anasmas of T X st 1
should not P 94% majar blood ks surgeny appropriztely PENIL 1305 1531 1044 17 6% 7% [2/3)
transfusion Fib (30/32  patianalyy - PEMZ F 214 3529 126 12%
concentration greater ply 3 129 3855 110 ey
than 100g/1. = Thicete with anaeensa wh fave PEM4 kY 182 3529 s 8%
» Thoersss wi arsamia, of #o PBMS 2a0 201 z79 77 6%
optimised but meet the standa PENG 661 134 027 7 a1%
PEMT 133 675 3027 & 16%
How d th PEME 669 2088 [+ 134 20%
oW do wa compare Wwith PEMS 920 192 1358 17 3% /16)
PEM1D 1714 a2 1748 123 a5 50% [2/8)
A post-transfusion Hb PBM11 175 1810 1748 64 8% 0% 0/4)
concentration is taken by 1% Our hospital
linical staff in 100% of froyey 100 s here
adult medical patients - Patient Blood Management performance by type of procedure
within 3 days following 5 ® | Frimary Frimary Frimary Frimary ntersl | Unitarerny LM
transfusion, preferably the B unilateral Edateral wnilateral bilatersl o fri o resection for
same day. ‘tatal hip tatsl bip fotal knee tatal ke wny
5 40 | 1 | __indeation
a PEML STROSHTIN  SUM(IS/30)  GI%[ZISOAL 0w (1zm SO (12mase) 2% (m1/300)
® 2 pBNI2 ox o1 - o) -
a PBM3 o ots) - o 1)
PBMY Lo
e fap ihird of hasgitsls PBMS
achisyved 58% of betler PEME -
PBNT oxfart)
PEME
PBIMS
PBM1D 3153}
PEM11L o8¢ 03500
Gpen o Vahe Simale ar neckol
aneral capg  epacement  complex cystectamy femur
surgery +/- CABG
PEM1 -4 5T) 9% |34/116] 43% (183MZL 3EM{129342) 3 (1437 -
PBIM2 a0 el 145 18729 {10718
PBM3 v L0y e -
PEMY Fro 1% 3738
PEMS
PENG
PEMT
PBME T (2man)
PEMY A iazie) 24% 521
PEM1D B3 (20/24)
PBM11 4 (21251

% achievement

Post-operative transfusion indicated (PBM standard 8):

In patients who do not have active post-operative bleeding, clinical staff should only prescribe a
transfusion if the Hb is less than the defined Hb threshold or for transfusion (70g/L in patients
without acute coronary ischaemia 80g/L in patients with acute coronary ischaemia).

Our hospital achieved this standard for 22% (4/18) of patients

100

Our hospital
60 — is here
- @2%)

the top third of hospitals
achieved 30% or better

Achievable

What should we do next? Recommendations:

For our Hospital For clinical staff responsible for pre- For the Hospital Transfusion / Patient
operative management Blood Management Committee

+ Well done. We showed a high level | » Clinical staff should ensure that » The Committee should ensure that
of achievement in this standard. We patients are counselled about the healthcare pathways are structured
are performing within the top third of relationship between anaemia, to enable anaemia screening and
hespitals nationally. This morbidity and mortality, and should investigation/ correction before
demaonstrates strong support for be given the opportunity to defer surgery.
PBM within our hospital. However, non-urgent surgery until anaemia is | _ 1. Committes should work with
there is room to further improve our investigated and treated. Commissioners 1o formalise
practice. & Clinical staff should ensure that integrated pathways and funding for



Enhanced follow-on support UNIVERSITY OF LEED

Web-Toolkit Telephone Support
testal2 nat  logout

ﬂ.. engage cinical staff : improve patient care )I monitor progress }} dashboard

Disseminating  Responding to Monitoring
feedback reports the feedback progress i.e. re-

reports auditing practice

Transfusion Practitioner disseminates to...

A B +)
¥ Hospital Transfusion Committee e 0O
What is disseminated?  Full Report
How are they informed? Email and mee! '
barriers solutions L +) suggested solutions
When by? 20 Nov 2015
Communication is a problem batwean Remind clinical staff of the impact on o ° O Create posters to prompt and remind
Named contact? John Smith diferent areas of the hospital patient care f we don't reach audit staff and display them
standards
e onevms e FETEN reference  Who decided to transfuse? PEM1 PEMT
*¥ Clinical Governance Where?  Meeting room ) ) . .
% % S With whom? Abc r .I": n e e
What is disseminated?  Full Repor]
. The feedback documents are not Remind clinical staff of the impact or o2 Sam NOT et met
How are they informed? Email and engaging for cinical staff patient care if we don't reach audit
standards - . _— f—
When by? 18 Dec 2d 03 Sally mat TEt
When?
Named contact? Where? 04 Jana not ek niot
With whom?
05 Dava not rmed not el




We evaluated two ways of enhancing

the impact of feedback (twice)

UNIVERSITY OF LEEDS

UK Hospitals

!

Baseline audit data: Appropriateness of transfusions

!

Randomisation

-~ } \\

Standard | X | Enhanced | X | Standard Enhanced

Content + Content + Content Content +

Standard Standard + Enhanced

Follow On Followon Enhanced Follow On
Follow On

|

Follow up audit data (12months): Appropriateness
transfusions = outcome data

Trial 1: Surgery
r AT 155 clusters

2714 and 2222 patient records
Interventions Oct 2015

Trial 2: Haematology

167 clusters
~4000 and ~4000 patient records
Interventions Aug 2016




National Comparative Audit Standard Processes

Audii 10 Fatlert Blocd Managemsni [ior those sides parbcgatng i this aodi)

W

NCH Barsading ankdil {3 manths)

k4

WNCA Anaby=is {3 mones )

N

I Trial Related Processes I

Randomisation 1:1:1:1
Siratiied by Regional Transiuseon Commides; Sea of NHS Toest 7 Haalh Boand

hasaed o wodima o b )

v

Ususl docwsmants
m = 38 frusis ¢ health boands

y

Fosdora-upe  Biacl

v | v

Ususl documents & | Enhanced fesdbhack Enhanced esdback
post-fesdbeck suppari documenis documenis and post-fesdbacik
A = 38 bruesls | heaallh n = 38 frusks F Poalb ELapport

EBoards Iboards n = 38 inusks 1 Fsaalth boards

| |

{up I 12 monihs post randomisabion) &

Audit 2;: Haematclogical (forthose sies parbcipatng m thes audit)

W
HCA, baschng modi (3 months) Rarndomisaticn: 1-1:1:1: Begonal Transluseon Commimess; Sioa of NHS Tist © Healily
_4'_ Boand (baced on volumes of s ), alocalion in prosscars mial
M, Analysis (3 monihs) =
I
v L 2 L5 . P
Usual documents Usual documents & Enhanced fesdback Enhanced fesdback
m = & rusis ¢ health boands posi-feadback support decurmernts wmm
=171 n = 38 wnusls J haalth m = 28 rusts ¢ haslth feedbach sappaert
m i paterd neconds boands et n o= 38 irusss. | heallh Doards.

L

Fodow-up madn sl
{egp i 12 months post rendomisabion)

P S - - i

Audit 1 Data Primary & Secondary Trial
Analysin; svaluation of feedbeck
Sfupst 2 Data | interventicns




W e encountered one or two methodological

challenges in our ‘A&F laboratory’ UNIVERSITY OF LEEDS

Communicating equipoise to clinicians developing,
delivering and receiving different feedback interventions

Negotiate shared expectations and ground rules
for collaboration

As above, and monitor across different levels of
intervention design and delivery

Identifying and mitigating threats of contamination
between trial arms

Preventing selection, detection and attrition bias as data
collection not by blinded nor by independent researchers

Agree standardised processes for sampling and
data collection

Ensuring data quality and governance processes are fit
for both a national audit programme and trial

Establish joint processes for assuring the quality
of data for audit and research

Potential disconnect between audit criteria and trial
outcomes

Align audit criteria and trial endpoints (if possible)

Aligning research timelines with those of a rolling and

Don’t spare the Gantt charts and keep talking
evolving national audit programme
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We examined whether our feedback enhancements were

designed, delivered and acted upon as planned UNIVERSITY OF LEEDS

Field Marshall Helmuth Karl Bernhard Graf von Moltke



Enhanced feedback content (trial 1) UNIVERSITY OF LEEDS

“This audit gave far greater, more comprehensive “We're not too bad on the pre-operative
feedback than I've had in other audits. I've never anaemia optimisation one, but the poor
seen an audit where we’ve had such detail, which one that we’ve got basically is the post-
| think is great.” operative transfusion indications.”
HO7P01 HO4P01
Greater Clearer Understandingon
Comprehensibility of How to Improve Practice
Feedback Findings

“The reports were very, very comprehensive.

ol (60, wiRielt ok sermsiimes (Ui and | think they were very well set out. It

people off reading them but then it comes in was kind of what we needed to do”
a summary format as well and that’s more HO7PO1

useful for people.”

“There were some recommendations

HO6 PO1



Enhanced follow-up (the toolkit, trial 1) UNIVERSITY OF LEED

What toolkit?

“It was very good with the communication side of it...It made you think of
places that you hadn’t thought about taking the report to. .. we didn’t end up
using them because we ended up using that report to make another Trust
report which went to our governance committee.”

H14P01

The toolkit was good but...

“I was a bit sceptical about that [the toolkit] at the time because within your
hospital you have set forms that you need to use and they want them done in
set ways ...so it just felt like another piece of stuff to do really.”

HO6PO1



Context matters UNIVERSITY OF LEEDS

“They mix non-elective surgery with “I think, once I'd seen the NICE guideline there was a lot of stuff in that was really
elective surgery and, in my view, that pulling threads from this audit | would say...So there are clear threads between
was a very poor design from the the National Comparative Audit and the recommendations made with the new
outset.” NICE blood transfusion guideline.”
HO3PO1 HO2P02
‘Tainted by a Flawed NICE: ‘The Cornerstone of
Design’ Medical Practice’

“The NICE guidelines which came out

“Well, I'm not going to change practice just before have been a biginfluence
with four patients audited. You through it as well... We refer to them a
haven’t done enough.” lot. We quote them a lot”

H17P01 HO3PO1



Closing headlines UNIVERSITY OF LEEDS

There are real opportunities to improve the impact of national clinical audits

‘Audit’ may be just as important as ‘feedback’

National audit developers and evaluators need rigorous ‘real world’ evidence to
guide audit and feedback practice (including what they’'d rather not hear)

Embedding trials within a national audit programme takes a lot of work

... but so do all relationships
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