Critical Value Reporting and Effective Communication in Transfusion Medicine    






Critical Value Reporting and Effective Communication in Transfusion Medicine 

Eleanor Sis
[bookmark: _GoBack]The University of Kansas Medical Center



















Critical value (CV) calling and subsequent communication in laboratory practices are widely studied aspects integral in our job as laboratorians. In the United States, the Clinical Laboratory Improvement Amendments of 1988, the Joint Commission (TJC) National Patient Safety Goals, College of American Pathologists (CAP) Laboratory Accreditation Program, and International Organization for Standardization all address critical value reporting (5). While these accrediting agencies have goals for critical values, much of the burden falls to individual laboratories to create CV lists and communication protocols. Blood banking has received, perhaps, the least amount of attention from critical value studies. Most published CV lists do not include blood bank testing (5). AABB does not require a CV procedure for blood banks/transfusion services. No specific results or tests must be reported which leaves those decisions up to the individual hospitals. More studies need to be performed on critical result reporting in transfusion services to create a unified foundation across the country for patient care. 
One study from 2017 does tackle the topic of critical result reporting in transfusion services around the United States. Researchers created an online survey to collect data on the “prevalence of critical value procedures and practices of communicating results” and sent it to US hospital-based blood banks (3). Out of 208 facilities, 123 replied to the survey (3). Because of variability between facilities, the survey defined critical values and differentiated it with a rapidly communicated (RC) result. Critical values were defined as “results that may require rapid clinical attention… defined by a facility SOP as critical.” Rapidly communicated results were defined as “communication of results… usually within one hour of discovery, but not defined in a facility SOP as a critical value.” Of the facilities that completed the survey, only 68.3% of them had a CV procedure in place (3). Most of the blood banks that did not have a critical value procedure had never thought about implementing one. A few of the others had decided against implementing a plan. 
	The survey separated facilities between those with critical value procedures and those without a CV procedure in place. They were provided with 23 options of different blood bank tests. For each test, respondents chose if it was part of their critical reporting procedure (if they had one), a rapidly communicated result, or neither. Nine of the options were selected by 70% of the facilities as results requiring rapid communication (3). The largest consensus for critical value calling in facilities with CV procedures was 73.8% for transfusion reaction evaluation suggestive of a hemolytic transfusion reaction, bacterial contamination, TRALI, or other serious adverse event (3). A few tests were reported despite lacking clinical significance on their own. DATs, which can be present without signs of hemolytic anemia, and all positive antibody screens even without a corresponding antibody ID, were reported by some facilities. 
The second piece of having critical values is the proper communication performed on the part of the blood bank. 87% of facilities had the person performing the test as “primarily responsible for communicating the result (3).” This survey found the majority of facilities were reporting results to at least two individuals. This data shows there is some basic consensus on critical value reporting across the survey respondents. However, there was great discrepancy between who should receive the lab value - the patient’s physician, nurse, lab or blood bank attending physician.  As far as the physical call, other hospital-based studies have reported that calling critical values requires an average of 7 to 13.7 minutes of a technologist’s time (1, 8). Critical value calling can eat away time in a busy blood bank setting. There have been reports of ways to cut down on this time by overhauling the whole critical reporting system. A multidisciplinary team at Vanderbilt University Medical Center in Tennessee developed a closed-loop electronic ALERTS system to report critical lab values through the hospital information system to clinician pagers. Documentation of physician acknowledgment of the critical values increased in the electronic medical record to 95% over 9 months (7). They eliminated approximately 9000 phone calls a year which should thereby free up a technologist’s attention for use elsewhere (7). 
	Blood transfusions are the most common procedure performed in American hospitals with more than 11 million units of red blood cells transfused in 2015 according to the most recent National Blood Collection and Utilization Survey report (2, 6). Rightly so, the blood bank is a highly regulated portion of the clinical laboratory. Yet, it lacks a standard for critical value results and further communication of those results across the United States. As I have been learning in my CLS program, not only is communication vital, but more so is effective communication. Having a set procedure in place would help in patient blood management and bettering clinical outcomes. With more and more medical knowledge, medical schools are having to cut content areas. This creates physicians lacking formal training in transfusion medicine (6). Efficient communication and education could have stopped a recent transfusion related death at St. Luke’s in Houston, Texas (4). Having one critical value list for every blood bank would be difficult with all the variability in testing provided between facilities. Taking into account the severe implications of blood bank testing perhaps there should be rapidly communicated results included in combination with critical values. These are the types of conversations that can help create a more uniform standard operating procedure throughout facilities offering transfusion services. There seems to be a lack of published articles about critical value lists and reporting specifically in the blood bank setting. More research needs to be done on communicating the wide variety of transfusion testing results and how best to make it regulated to provide better patient care. 
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