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Role of the Transfusion Safety Nurse Manager 
This isn’t rocket science? 

Elora Thorpe RN MSN 

University of Kansas Hospital 
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Transfusion Safety Officer  
Current Demographics 

~40 Transfusion Safety Officers currently 
identified throughout U.S. 
 AABB 

 

~100 Blood Management Coordinators 
 Society for the Advancement of Blood 

Management (SABM) 
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Objectives 

Create a culture change regarding 
transfusion  

Develop clinical nurses as transfusion 
experts at the bedside 
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Actual Chart Note 

• “Discussed with patient their hemoglobin value of 
5.8. Patient denied symptoms including 
lightheadedness, dizziness, shortness of breath, 
chest pain, palpitations, weakness. I discussed the 
reasons why blood transfusion was recommended at 
this point, as well as the multiple serious 
complications that can arise as hemoglobin level 
drops.” 
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What will we cover today? 

• Role of the Transfusion Safety Nurse Manager 

Clinical Safety 

– Quality of patient care – failure to rescue 

– Indications for transfusion 

– Blood Administration 

– Transfusion Reactions 

– Policies/procedures/protocols/EMR  

– Education/Pathology Resident Review 
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A PATIENT SAFETY ISSUE 

GOAL:    Reduce harm from deterioration. 

Prevent “Failure to Rescue” from a complication  

stemming from an underlying illness - on our watch. 
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Regulatory Agencies 

• College of American Pathologists (CAP) 

 

• The Joint Commission (TJC) – lab accreditation 

 

• AABB - lab accreditation 

 

• Food and Drug Administration (FDA) 
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What would make you change your practice? 

•DATA 

•LITERATURE 
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Implementing Successful Change Using Kotter Principles 

1. Create a sense of urgency 
2. Put together a strong team 

3. Create an appropriate vision 

4. Communicate the new vision broadly 

5. Empower employees to act 

6. Produce short-term results to give efforts credibility 

7. Build momentum and use to tackle the tougher change 
problems 

8. Anchor the behavior in department culture 
Our Iceberg Is Melting  -John Kotter 
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Transfusion Safety   
Importance of Vital Signs  

Elora Thorpe RN MSN 

Shelly Moore RN MBA 
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Re-engineering the transfusion process:  
Ensuring the safe utilization of blood products1 

• “Blood donor centers have done a 
remarkable job of making the blood in 
the bag safer than it has ever been.”   
 

• “The actual process of transfusion, 
however, is an area that has 
languished while public attention and 
healthcare resources have been 
focused on blood centers.” 
 

• “The most significant risks associated 
with blood transfusion reside with the 
transfusion process rather than the 
unit of blood.” 

2 

1 Brooks, Transfusion 2005;45S 
2 Dzik, Transfusion 2003;43 

Transfusion Safety 

Blood Safety 

J Thomas 2010 



14 

First Publication 

• 2003 

Dzik, et al (Transfusion Medicine Reviews) 

Patient safety and blood transfusion: new solutions. 

 
“A new position, the transfusion safety officer (TSO), has 

been developed in some nations to specifically identify, 
resolve, and monitor organizational weakness leading 
to unsafe transfusion practice.”  

14 
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Additional Publication 

• 2008 

 Eckert, et al (AABB News) 

 How Transfusion Safety Officers Improve Patient 
Care in Canada 
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PRE-TRANSFUSION TESTING 
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National Patient Safety Goals 
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Improve the accuracy of patient identification - 
Goal 1 

• NPSG.01.01.01 – The Joint Commission 
Use at least two patient identifiers when providing care, treatment, and services. 

Rationale for NPSG.01.01.01 

– Wrong-patient errors occur in virtually all stages of diagnosis and treatment. The intent for 

this goal is two-fold: first, to reliably identify the individual as the person for whom the 

service or treatment is intended; second, to match the service or treatment to that 
individual.  

– Acceptable identifiers may be the individual’s NAME, an assigned identification number 
MRN, telephone number, or other person-specific identifier. 

          

• Elements of Performance for NPSG.01.01.01 

– Use at least two patient identifiers when administering medications, blood, or 
blood components; when collecting blood samples  and other specimens for clinical 
testing; and when providing treatments or procedures.  

– The patient's room number or physical location is not used as an identifier.  

– Label containers used for blood and other specimens in the presence of the patient. 
(See also NPSG.01.03.01, EP 1) 
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Improve the accuracy of patient identification – 
Goal 1 

• NPSG.01.03.01 – The Joint Commission 
Eliminate transfusion errors related to patient misidentification. 

• Elements of Performance for NPSG.01.03.01 

– Before initiating a blood or blood component transfusion:  

• Match the blood or blood component to the order. 

• Match the patient to the blood or blood component. 

• Use a two-person verification process or a one-person verification process 
accompanied by automated identification technology, such as bar coding. 

• When using a two-person verification process, one individual conducting the 
identification verification is the qualified transfusionist who will administer the blood 
or blood component to the patient. 

• When using a two-person verification process, the second individual conducting the 
identification verification is qualified to participate in the process, as determined by 
the hospital. 
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Specimen Labels 

20 

Square Pants, Sponge B 

885667 10/14/1926 (90yrs) 

Commercial Patient’s 
name next 
to stopper 
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MEDICAL DECISION TO TRANSFUSE 
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Transfusion Hazards – Patient 
Consent is required 

 Blood transfusion is 
one of the most 
dangerous 
procedures a nurse 
will ever perform in 
their career at the 
bedside 

 Number 1 procedure 
performed in the 
hospital 

J Thomas 2010 
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Nursing: Target Rich Environment 

 Blood Transfusion is a 
hazardous process 
 

 Associated with severe adverse 
events (1.5-4%) 
 

 Inappropriate administration 
practice can result in patient 
death 

 

 Are nurses adequately trained 
and competent to perform 
and monitor the process? 

 

J Thomas 2010 



24 

Inappropriate Transfusion Rates 

• Audit of routine transfusion orders at Brigham 
and Women’s Hospital in Boston 
– Looked at ER, OR, PACU and emergent transfusions were 

excluded;  pretty liberal on transfusion criteria 

• Percentage of inappropriate orders was 73% 
for staff physicians and 72% for residents 

• We looked at KU –  
– 72nd percentile for transfusion overall compared to UHC 
– 70% of transfusion met “hospital” transfusion criteria-too 

liberal 
– 48% of transfusions met “best practice” transfusion 

criteria 
– 50% of red blood cell transfusion episodes were 2 unit 

orders 
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Is Blood Utilization Optimal? 

• Variation in transfusion practice when looked at 24 
institutions – CABG surgery patients 

– RBC = 92% 

– Platelets = 0-36% 

– FFP = 0-36% 

– Cryo = 0-17% 

• Within the hospital variation was also seen among 
surgeons at the same hospital 

• 12 fold difference in cardiac surgery RBC transfusion 
practices from country to country 
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Physician Transfusion Appropriateness 
 

• Transfusion Guidelines (18 pages) do exist and were updated in July 2009 

– Recommend a concise 1-2 page summary of evidence based 
transfusion triggers – in process (see handout) 

 

• Findings from the review of 56 transfusion episodes chart review 

– Transfusion ordering practices- 
• 70% of transfusions reviewed met hospital transfusion criteria 

• 48% of transfusions reviewed met transfusion criteria using 
external transfusion guidelines 

• 50% of red blood cell transfusion episodes were 2 unit 
orders, best practice is to order one at a time and re-
evaluate 
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Transfusion Order Set 
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UKH Cost Savings 
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ISSUING BLOOD 
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ADMINISTRATION 
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Independent Double Check 

• Confirmation bias says: You will see what you want to 
see instead of what is actually there.   

 

• Best Practice says: 95% of errors are caught using an 
independent double check 

 

• Implementation of an INDEPENDENT double check in 
which 2 clinicians SEPARTELY check (alone and apart 
from each other, then compare results) each component 
of prescribing, dispensing and verifying the blood before 
it is administered 
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Expectations for Vital Signs 
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Patient Monitoring 

• Pre-transfusion patient assessment 
• Vital signs 

• RN baseline assessment of the patient 

– Skin Inspection 

– Lung Sounds 

– Urine color 
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Vital Sign Monitoring Audit 

• CAP quality improvement program in 2003 

• 660 institutions mostly in the US 

• Patient identification and VS monitoring 

• 16,494 transfusions 

• Vital sign monitoring did not meet accreditation 
standards 

• 81.6% 
(Novis etal.   ArchPathol Lab Med 2003;127:541-548) 
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Documentation 
3rd quarter 2013 
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Documentation 
4th quarter 2013 
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34.3% 
Vital Sign Documentation 
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AUDIT OF TRANSFUSIONS 

Hemolytic transfusion reactions are often the result of failure to follow 
established identification and monitoring procedures. 
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NURSING TIMES 

“Observations or measuring vital signs is increasingly seen as a task-
based activity rather than the gathering of clinical information” 
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MONITOR AND EVALUATE 
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Transfusion Reaction Categories 

Non-hemolytic - Febrile1  45/88 (51%) 

Allergic2  3/88 (3%) 

Hemolytic3  2/88 (2%) 

Bacterial 

Contamination/Sepsis⁴                    

(strong suspicion) 

3/88 (3%) 

Pulmonary 

Complications⁵ 

30/88 (34%) 

Other⁶ 5/88 (6%) 
11°C rise in temperature from baseline 
2Hives, rash, uticaria, angioedema 
3Clinical S/S verified by blood bank workup 
⁴Rapid rise in temperature (>2°F) with hemodynamic instability during platelet transfusion – neither case was reported promptly to 

the blood bank; therefore, the blood bag was not evaluated 
⁵ Onset on dyspnea, shortness of breath, and/or hypoxia (O2 sat <90%) within 6 hours of transfusion and no other clear 

explanation 
⁶Significant clinical changes (e.g. hemodynamic change, hematuria) during blood administration with no other clear explanation 

other than transfusion 

J Thomas 2010 
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Transfusion Reaction Reporting 

Yes  No 

Reported to a 

Physician 

52/88 (59%) 36/88 (41%) 

Reported to the 

Blood bank 

15/88 (17%) 73/88 (83%) 

1Overall transfusion related adverse event rate from SHG medical record review was 2.8% 
2 The hospital criteria for a transfusion reaction was clinically met during, or immediately 
after, blood administration (within 6 hours for pulmonary complications) 

J Thomas 2010 
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Transfusion Reaction Reporting 
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Transfusion Reaction Reporting 
• Standard testing 

• Clerical check 

• ABO/Rh 

• Direct antiglobulin test (checking for antibody coating the 
transfused cells) 

• Additional S/S based testing  
• may also quarantine other products associated with 

donation 

• Temperature increase > 1°C for Plts or > 2°C other products 
– add gram stain and product culture 

• Dyspnea – add BNP 

• Pulmonary infiltrates – TRALI evaluation by blood supplier 
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You mean 
Physicians 

don’t know…. 

Is there really 
a need for a 

job like this… 

How long 
before you’re 
out of a job… 

Don’t they 
learn this 

in school… 
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Questions? 


