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Transfusion Medicine Focus Group
Meeting Minutes
[image: image3.jpg]
Date:
January 12, 2016




Minutes Submitted : J. Bawden
Time:
14:00-15:00





P = Present
A = Absent
R = Regrets
G = Guest
Members:








Chair: Dr. Alomari/Jennifer Bawden
	Jennifer Bawden
	P
	Delores Burns
	P
	     
	 FORMDROPDOWN 


	Dr. Alomari
	P
	Nikki Pilutti
	P
	     
	 FORMDROPDOWN 


	Mary Anne Stewart
	P
	Lisa Laframboise
	P
	     
	 FORMDROPDOWN 


	Kim St. Louis
	R
	Jeff Booth
	G
	     
	 FORMDROPDOWN 



	Agenda/Item/

Responsible Person


	Dialogue
	Goals and/or Action(s)


	Person Responsible for Action & Date for reporting back

	1.  Approval of December  minutes:
	· Minutes Approved 
	Process Improvement

	Focus group


	2. Business Arising from Prior Minutes:
	· Jeff joined us to discuss the information from Health Records regarding the admitting process for unidentified patients at Met. Waiting to hear from Ouellette Admitting regarding how patients are admitted. Currently yellow armband used in Trauma. These processes will be reviewed to how best to standardize. It will be deferred to a later date after TM module implementation.
	
	

	3. Errors and Recalls
	· N/A
	
	

	4. IQMH Reports
	· Committee comments are now available for TMED 1509 A and AU on QView. Also has been sent to all TM staff via MTS.
	Process Improvement
	TM staff

	5. Previously Identified antibodies
	· Antibody investigation procedure will be updated to reflect a new policy of handling “previously identified” IF (in file) antibodies. Statement will say:
· “All newly positive antibody screens must be investigated by performing an antibody identification panel. In cases where the antibody screen is positive, and the patient has a previously identified antibody, it is not necessary to perform additional antibody identification provided that the reactions are consistent with the existing antibody (no change in reactivity or strength of reaction in screen) AND antigen negative units are compatible.

· This change will help alleviate the amount of panels that are repeated on the same patients in a short period of time with no change. The policy of setting up units on OR with antibodies will be extended to include setting up units on all patients with antibodies. This will be required when following the above policy “antigen negative units are compatible”. This will also benefit when units are ordered on the patient and the next MLT has to find compatible units. The time limit for repeating the panel on a patient will be 3 months.
· Procedure to be updated and read and sign/ education prior to this taking effect.
	Process improvement and standardization
	TM Staff
Jennifer

	6. Repeating reverse group when adding on crossmatched units.
	· The practice of repeating the reverse grouping when adding on crossmatched units can be discontinued. This is a non-value added procedure. The identification of the patient must be checked with the patient label/requisition. The Immediate Spin serological crossmatch is considered to be the most efficacious serological method to detect ABO incompatibility. (per AABB Technical Manual)
· As we move towards electronic crossmatch, the use of the specimen will not be needed (for patients without antibodies). This will be considered Phase 1.

· Procedure to be updated and read and sign education prior to this taking effect.
	Process improvement and standardization
	TM Staff
Jennifer

	7. Specimen Outdating for cords.
	· The specimen outdating for cords will change from 7 days to 96 hours to align with the other routine specimens.
· Procedures will be updated to reflect the change
	Standardization
	TM staff
Jennifer

	8. Platelet group match
	· Discussion regarding the use of Non- Group O plasma incompatible platelets. Staff endeavour to provide ABO compatible platelets at all times. An audit was done 3 months retrospectively at Met. Less than 5% of platelets issued were ABO incompatible because there was no other alternative at the time. 
· When setting up the computer module a flag will be added for Group O platelets going to Non group O to prompt a pathology consult prior to issue.

· In the case of Non group O plasma incompatible, a flag will prompt the MLT to add a comment that the physician has been contacted re: imminent need. 
· Plasma incompatible platelets should only be used when compatible product is not available and a discussion with the clinician should be made (at least to make sure that there is appropriate indication for the transfusion). Although the risk of hemolysis in these settings is low, however, it is not negligible. 
· Use of soon to expire plasma incompatible platelets must never be used as an inventory management tool.

· Continue to follow current process for Neonates and Pediatrics only using ABO compatible platelets and always a Path consult if there is a need to deviate.
· Procedures will be updated to reflect these changes.

· Transfusion of plasma incompatible platelets will be the QA indicator for 2016
	Patient safety
Standardization

Process Improvement
	TM Staff
Jennifer

	9. TM Module Update
	· To standardize with the reaction panels in the TM module, all hospitals will use the 3%-5%  2 cell alternate screen cell set for extended testing. 
· All antibody identification panels will be reviewed to see if changes are needed. Ie change from 16 cell to 20 cell will give more cells to choose from if needed.
	Standardization
	TM Module Clinical Team

	10. Superusers
	· The superusers at all sites have been selected. They will have training for validation and teaching other staff TBA.
	Process Improvement
	TM Module Clinical Team

	11.  CBS memos/issues
	· Platelet Amber advisory January 5. No impact to patient care. CBS did not advise to cancel surgeries, back to normal by Jan 6 with orders filled 100%.
	Communication
	TM Staff

	12. HEBMC
	· Hospital Emergency Blood Management Committee. We are waiting a response from Dr. Ing regarding the members of clinical staff whom have been invited to be on the committee. Dr. Alomari will follow up at end on January if he has not heard back.
	
	Dr. Alomari



	13. Next Meeting
	· February 9, 2016 TBA
	Continued Improvement
	Focus Group
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