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Foreword 

The Australian and New Zealand Society of Blood Transfusion (ANZSBT) Council is pleased to publish this first 
edition of new Guidelines for the implementation and use of electronic medical records for transfusion which 
have been developed by the ANZSBT Clinical Practice Improvement Committee (CPIC). The increasing presence 
of electronic medical records (EMR) offers a range of potential benefits to the healthcare system however they 
can present a challenge to transfusion providers. These guidelines are therefore intended to assist health service 
organisations implement safer transfusion practice using EMRs. 

On behalf of Council and members I wish to acknowledge the commitment of the CPIC members who provided 
their time and expertise in developing these guidelines. The ANZSBT’s library of guideline documents are widely 
accepted and I am confident that these new guidelines will similarly prove to be an extremely valuable addition 
to the Australasian transfusion community. 

 

 
Simon Benson 
President  
ANZSBT 

July 2021
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Abbreviations 

ACSQHC Australian Commission on safety and Quality of Health Care 

ANZSBT Australian and New Zealand Society of Blood Transfusion 

EMR Electronic Medical Records 

ISBT International Society of Blood Transfusion 

PBM Patient Blood Management 

RFID Radiofrequency identification 

LIS Laboratory information system 
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Introduction 

Electronic medical records (EMR) have the potential to improve delivery of health care. Reported benefits 
include improved continuity of care, increased efficiency of rapid call responses with reduced intensive care 
admissions and hospital mortality, improved data accuracy and integrity, improved event monitoring and 
adverse events monitoring.1,2 Medication management software may reduce medication errors3,4 and in 
transfusion, barcode or radiofrequency identification (RFID) may reduce errors in patient identification, both at 
the time of transfusion and at the point of blood collection.5-8 Biometric data have been used in the same way, 
but have limitations due to the storage of this information in many jurisdictions.9 EMRs  may also improve clinical 
transfusion practice by the integration of physician decision support tools at the time of order entry10-15  and 
monitoring of observations.16 Detection of adverse transfusion reactions and decision support for managing 
reactions is a further, as yet unrealised, opportunity for EMRs.17 

Improvements are not universal. Errors may occur relating to systems failure, transitions between written or 
manual processes and the EMR and failure of interactions between the system and users.18,19 Clinician 
workarounds may offset potential benefits of identification safety systems.20 Clinical content, the computer-
human interface and human factors are responsible for the largest proportions of contributing factors for 
reported medication safety events.21 Health care services and vendors need to consider safety and workflow 
integration of any proposed hardware and software solutions, promoting best practice, especially in matters of 
safety. Implementation and use of electronic medical records need to ensure compliance by the electronic 
system itself and consider the integration into the process and human systems of the health care services. 

It is important to recognise that electronic records at the patient’s side per se does not make transfusion process 
safer.  Improvement in patient safety has led to recommendations for their use, but cost limitations, with a large 
amount of specific infrastructure required, have limited the rate of implementation. There are many aspects to 
the transfusion process and a particular EMR implementation may serve only to passively document or may 
actively integrate to improve safety. Integrating transfusion, EMR and medication management systems may 
create efficiencies, shaping safe practice rather than just recording care.  To enable this, compatibility at all steps 
in the process requires significant integration between information technology systems, both software and 
hardware, as well as the human factors in the healthcare environment.  Where a system is perceived by users 
as contributing to safety, but is not designed to do so, risks are potentially increased.    

Transfusion specific solutions for patient identification have been developed and implemented for more than 20 
years22,23 along with guidance on implementation.24 Electronic systems that assist patient identification from the 
patients’ side, through the laboratory and back, reduce identification errors and sample recollections.2,5-7,25-27 They 
may also improve data integrity and product traceability,28 if appropriately designed and implemented to ensure 
the correct identity of the patient and their intended blood product, the need for a second person to conduct an 
independent double check may be safely withdrawn, leading to improved efficiency.   

There is very little guidance on the use of EMR to assist transfusion-related processes. International guidance 
for RFID in transfusion are available, and highlight the need to consider RFID integration into business processes, 
not just as stand-alone technology.29  Recommendations from the Japan Society of Transfusion require that a 
two person check be undertaken pre-transfusion, and that the electronic check is additional to that just prior to 
transfusion.30 While this is a safe approach, it precludes the realisation of efficiencies, without compromising 
safety, that may be achieved with some EMR systems. 

Scope 
This guidance is to help services implement safer transfusion practice using EMRs.  It defines the requirements 
for systems where the EMR can be used as the second independent checker for blood product administration. 
One person, authorized to do so by the health service, can perform the checks with the EMR and appropriate 
software at the bedside. It also outlines important safety considerations when designing transfusion processes 
in an EMR that does not fulfil the requirements for replacing the double independent check. Even without a 
completely integrated system, benefits such as prompting during the transfusion process, may be gained from 
appropriate implementation. 
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For example, a healthcare professional may work in a facility with a completely integrated 
EMR and perform the pre-transfusion check individually with the assistance of an EMR, but 
at another facility the EMR may be scanned to record the unit rather than confirm identity. 
To the practitioner these two processes may look similar, but in the latter a double 
independent check is still required.  

• Clinical users and the transfusion laboratory must be involved in the design and implementation 
process for transfusion related aspects of electronic medical records.  

• Ensuring that manual or “down time” processes are, except where required for safety (such as 
double independent checking) are aligned on similar policy lines to enable staff to transition 
between manual and electronically assisted processes 

 
9.6.2.1 Clinicians frequently operate in high workload and high stress environments. Therefore, electronic 

system design should facilitate avoidance of inadvertent errors. 

9.6.2.2 The EMR and associated workflows should consider human factors during system design 

9.6.2.3 Health professionals with knowledge on blood collection, laboratory transfusion practice, 
transfusion medicine and transfusion administration processes should be involved in local system 
design, development and implementation.  

9.6.2.4 Electronic system design should promote, and where possible mandate, best-practice. 

9.6.2.5 Appropriate education and training should be provided for the level of usage required. 

9.6.2.6 Education and training should not be relied upon to overcome process deficiencies or as the sole 
tool for maintaining a safe process.  Systems should not be developed that require (with the 
exception of key operators) specific education and training to maintain safety.  

EMRs facilitate healthcare delivery. Practitioners work with a variety of electronic systems, 
many are mobile and some practitioners may conduct transfusions sporadically and at different 
facilities. An adequately trained healthcare worker (for example having completed appropriate 
modules of the nationally supported BloodSafe e-learning program) who is also familiar with a 
particular EMR should ideally be able to undertake transfusion-related tasks for their patients 
without intensive EMR training specific to transfusion. 

9.6.2.7 Education and training should not be relied upon to explain the limits or differences between 
systems or particular deployments of a system. These should be clear to users during normal clinical 
use of systems. 

9.6.2.8 Directions on conducting a particular process safely should be available, wherever that process is 
included in the EMR. 

9.6.2.9 Where an EMR is only recording an activity rather than actively contributing to the safe conduct of 
a process (such as recording a blood unit transfused rather than confirming it has been issued to 
this patient), the EMR may assist by delivering guidance on the tasks that need to be undertaken 
manually at the point of care. 
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9.6.2.10 Directions for completing a manual process in the event that part of a system fails (for example, 
barcode scanner or printer failure) must be included in hospital procedures and are recommended 
to be included within the electronic process at the time of process failure.  

9.6.2.11 Standard operating procedures should be readily available and held external to the EMR to 
complete any or all transfusion related tasks in the event of EMR failure. 
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Glossary 

Barcode A visual representation of data that may be scanned to read 
complex identifying information.  

Double independent check The process of confirming patient identification whereby two 
professionals independently confirm, and take responsibility for 
confirming patient identification, prescription and product issued 
immediately prior to transfusion at the patient’s side in line with 
ANZSBT Guidelines for the Administration of Blood Products 

Electronic Medical Records (EMR) Electronic systems that record the clinical assessments of and 
care received by a patient. These systems may also facilitate care, 
such as the prescription of treatment, requesting investigations, 
scheduling and monitoring, provide decision support at the point 
of care and facilitate safe health care by facilitating safe processes 
within complex health care environments. Usually an institution 
has multiple specialised software components within the total 
EMR (such as clinical and laboratory systems) that may or may not 
be interfaced.     

Interface A connection between two separate software components within 
EMRs, often provided by different vendors, or to external 
information systems  

Laboratory Information System (LIS) The electronic system in the transfusion laboratory for managing 
requests, blood products and results. This is a subset of an 
electronic medical record. 

Patient Blood Management The timely application of evidence-based medical and surgical 
concepts designed to maintain haemoglobin concentration, 
optimize haemostasis and minimize blood loss in an effort to 
improve patient outcome. (from the Society for the Advancement 
of Blood Management) 

Override Bypassing a process designed to assist with safety and quality 
within an electronic medical record. The ability to override may 
be built in to system designs to enable a process to proceed in the 
event of a single step in a process failing (for example, a failed 
barcode or RFID read) and usually requires an alternate process.   

Radiofrequency identification (RFID) The process of detecting and identifying the close presence of an 
object or individual using an attached electronic chip that can be 
detected by radiofrequency detectors in close proximity  
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