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Dlatelet e (Conduct more interventions assoclated with Patient Blood

With the design phase completed, focus is shifted to the
proper distribution efforts of the dashboard. Future
improvements include:

Blood waste is a major 1ssue throughout all hospital networks.

The cost of these errors atfect multiple aspects of an
organization, including administration and inpatient care. The

Total Donor Waste i ) ) i i
- * Establish consistent data review periods and contact list
[ ost Donations
( J

* [Establish goals set by the unit leaders

loss of such clinically vital products can also harm medical
centers’ finances, reliability, and ability to be tfully equipped to

Create warning systems for high blood waste practices
provide great patient care. Current improvement efforts focus on

retraining efforts which often only decreases blood waste for a

. . . Add accountable parties to unit identifiers
short while. More permanent solutions are largely unpracticed,

including consistent feedback, data monitoring, and goal setting.

In early 2019, the QI team at Beth Israel created a dashboard, :'”r :: :‘;? Donor Waste by Unit Management?, a system adopted by the AABB

focused on interactivity and data translation, to put the affects of — Au: - © 3y o " Very few institutions are currently recording blood waste data
blood waste into a larger perspective and one entirely focused on o | Dec al 13 in an accessible way. Thus, we are currently only able to make
improving patient care. sueTypes @ M} volume R comparisons within the medical center network. We expect

, , . - CCc Sign Out sue. N - higher participation data availability in coming years.
According to the American Assoctation of Blood Banks 31* . Tube Mechanics 10
+ Cooler f Storage lssue 10 g

edition standards under section 8.2, “The following shall be
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monitored: usace and discard.!” However. the lack of mandates . Patient Medical Issue s , —-
S . ’ . <1V Issue 1. American Association of Blood Banks Standards 315t
allowed us to represent the data in a way that unit managers most * Fever . .
Edition, 2018. Print.
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wanted to see and answer the questions how does 72y teanm: compare to
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. . L Orderissue 2. Patient Blood Management (PBM), AABB
other units and where is my team making mistakes? - Sent to Wrong Unit . t
http / /www.aabb.org/pbm/Pages/default.aspx
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Product Unit Comment Error Image A. This dashboard analyzes the blood wasted within the hospital network, classifying waste by reason, date, N 12/19/2018 plasma o W203415014495 _returned out o temp Return Issue

3 12/6/2018 Red Cell  OR W203418048859 RETURNED ON TOP OF ICE IN COOLER Cooler / Storage Issue
< < < < b < < 4 12/4/2018 Red Cell OR W200418004863  incorrectly packed Cooler / Storage Issue
Formatted | Drop down list: | Free text, | Free text to Drop down product type, and location. It is currently being used to present to the floors and blood bank, showing in which units ; I ottty prias o e

so dates in red cell, cryo, general describe events list: fever, the errors are occurring and explalmng the reparations of lost blood produCtS. Al 11/9/2018 Cryo OR W200418964978 _ Decided not to use Decided Not To Use

. . 8 11/9/2018 Cryo OR W2004139649381 Decided not to use Decided Mot To Use
year 2019 plasma, location and reason for IV issue, . M 10/22/2018 Plasma  OR \W200418814733  TOP OF ICE Cooler / Storage Issue
required. platelet, RhIG identified waste cooler etc. M I & M h d - mfzimz S — oapLa s Toror = Cooler / Storage lssue
| aterials ethods s —— o —

14 7/5/2018 Red Cell OR W200418746469 nurse suspected unit was punctured prior Decided Mot To Use
31172019 Plasma OR NolVaccess | IVissue The data is categorized by the product wasted, issue type,and ~ The dashboard contains four tabs: fl e o e s o aoe oo /o
.. . . . . 17 6/9/2018 Red Cell  OR W204018704632 RETURNED IN COOLER-NO ICE Cooler / Storage Issue
unit in Wthh the waste Occuffed. Detalls Of eaCh lﬂCIdeﬂt arc . . . 18 6/9/2018 Red Cell  OR W200218522202 RETURNED IN COOLER-NO ICE Cooler / Storage Issue
. COO’er ] y s ° Ddf&l _ Table 1. Tab 1n Wthh the raw data 1S COIICCth. Upon 19 6/9/2018 Red Cell  OR W200418748377 RETURNED IN COOLER-NO ICE Cooler / Storage Issue
3/4/2019 Cryo L&D Left in cooler recorded in the “data” tab by the Blood Bank manager. The . _—y i e o oaeimricoss o oot mesoler Coner e e
lssue . . . release, thls tab IS hldden frOm usefS. 22 5/19/2018 Platelet OR W200418899917 returned in cooler Cooler / Storage Issue
data COlumﬂS thﬂt afe used tO pfOVlde lﬂf()fmatl()ﬁ f()f the 23 5/4/2018 Plasma OR W200418733367 returned out of cooler Cooler / Storage Issue
, . . 24 5/4/2018 Plasma OR W203418740271 returned out of cooler Cooler / Storage Issue
25 4/20/2018 Plasma OR W203417853955 Cooler sent to floor, could not sign out Cooler / Storage Issue
3/8/2010 red Cell EW Lost in tube Tube dashboard’s pivot tables and charts are formatted and * Dashboard— Image A. Unit errors shown by reason for waste, ] /20/8 PlamsOR W2034176539%5 _Cooler sentto loor, couldnot sign out_ Cooler /storage lssue

MGChGniCS . . . . 27 3/28/2018 Red Cell OR W204018670766 emergency released Other

StﬂﬁdﬂfdlZGd, ShOWIl n Table 1 Other columns lﬁChldG pl‘OdUCt, and 1ocat10n by month and Y€ZII'. L) 2/28/2018 Plasma  OR W200418719593 cooler improperly packed Cooler / Storage Issue
29 2/28/2018 Plasma OR W200418719597 cooler improperly packed Cooler / Storage Issue

“general unit,” to further organize the waste and whole blood e Drosdonn I ist Hidden £ Comtaing £ | . | VST —
. e ropdown 1 ist— Hidden from users. Contains formulas an
number, or “WBN” to link waste to blood identification. P Image B This new tab contains all cases originating in

. . lists that feed information to the dashboard. -
Because the raw data entry 1s not user friendly, users can access the OR du.rn.lg 2018. It comes pre-formatted as a table,
only containing relevant columns from the raw data. The

Table 1. A few of the categories required when
cataloguing a blood waste incident. Three fabricated
examples show the content of the data tab, filled in by
the Blood Bank manager at BI. Waste is categorized by
month and year, product, unit, and etror type.

a cleaned version of these data in by selecting their unit from .
the drop down list. A new sheet auto populates a table with the

Unit Data— Image B. This tab is only available once a user . ) . .
tab is created automatically upon selection of a unit from

accesses specific unit data through the drop down menu. A
the drop down menu on the dashboard.

appropriate waste events, shown in Imaoe B. new “‘unit data’ tab will open if a second unit is chosen.
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Presentation Notes
Tips for Inserting Graphs or Images
Note: Skip the following procedure if your graphs were created in PowerPoint®, Illustrator (eps file), or Excel.
Image checking procedure: After you insert the image (72 dpi screen resolution) and resize* to fit, right click on it and select Format Picture.) When the pop-up window comes up, click on size and check the scale. The image will print better if its width and height scale is at 25% or lower (20% or 10%, etc.) 
If the scale of the image is higher than 25%, try to replace it with a larger size (more dpi, e.g. 300dpi) image if possible. (Note: This should not be done by manually stretching the image to a larger size.)
If the resolution of the image is 300 dpi or higher (400 or 600 dpi), then check to make sure its scale is not higher than 100%.
*To resize an image – Click on the image, hold the Shift key down and drag the bottom right corner to resize the image in proportion.
(Delete this box when inserting your text or image. This is only a reminder.)
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