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Maltese Islands
Population: 413,000

Hospital Blood Banks

MDHBB: 91%

GGHBB: 6%

Private Hospitals: 3%

Hospitals

Public:

Mater Dei Hospital (Nov, 2007)

St.Luke’s Hospital

Gozo Regional Hospital (8%)

Specialty Hospitals

Private Hospitals
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Blood Products
Whole blood donations
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2000   2001   2002   2003   2004   2005   2006   2007   2008   

2007 19,597 Blood Components Issued

2008 19,532 Blood Components Issued

Courtesy of NBTS, Dr Alex Aquilina

14,810

2008
Red Cell Concentrates: 13,989

Platelets: 1,308

FFP: 3,451

Cryoppt: 771
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Education & Training
• Scientists

– IBMS (UK) accredited course
– Pathology Department CPD

• Nurses
– Nursing Officers & Dep. Nursing Officers
– MUMN
– Ward Contacts
– Portering Staff

• Specialty Hospitals
– Outreach program

• Medics
– Foundation House Officers
– Association Meetings
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Staffing
• Nurse

– Haemovigilance Nurse – DCU (Grant from EHN / 
IHN) 2008

• Laboratory
– 2006:

• Lab Manager (Just been appointed)
• 2 scientists – attachment with IBTS
• 10 scientists all on day and night duties
• 2 Receptionists – day only (no training)

– 2009:
• Lab Manager
• 12 scientists: 8 on d/n duties, 4 on day duties
• 4 trained Paramedic aides on d/n duties

• Medical
– Trainee in TM
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Laboratory

• Premises
• Type & Screen
• 24 hour cover Blood Bank Scientists
• Reference - Red Cell Serology
• Laboratory Information System (March 2009)
• Cold Chain
• Equipment Validation
• Quality & Management Team
• ISO 15189 – IIIrd Quarter 2010
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Health Department

• Competent Authority vs Service Provider

• Directorate of Health Care Services Standards
– Dr Richard Zammit
– Dr Miriam Vella

• Twinning program with Netherlands on 
Haemovigilance
– Jo Wiersum / Lisa Kok
– Two day Workshop
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Courtesy of Dr Miriam Vella
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Hospital
Management

HOSPITAL TRANSFUSION COMMITTEE

Dept. of
Medicine

Dept. of
Surgery Dept of

Nursing

Dept. of
Obs &
Gynae

Dept. of
Paeds

Transfusion Team
Consultant, TM
Manager, HBB

Haemovigilance Nurse

Haematology

Dept. of
Anaesthesia
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20082007

Incidents Reported

N = 29 N = 17

Courtesy of HCSS Directorate - Dr Miriam Vella
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.

VoluntaryAll reactions1.48Malta 2007

VoluntaryAll reactions7.07Québec

VoluntarySerious reactions + 
IBCT

1.22Ireland

VoluntarySerious reactions + 
IBCT

0.20UK

All reactions

All reactions

All reactions

Serious reactions 
without IBCT

What is 
reportable

0.87

2.90

2.83

0.31

*Reports/
1000 units

Malta 2008

Netherlands

France

Canada

Country/
region

Voluntary

Voluntary

Mandatory

Voluntary

Type of 
system

Reporting in  
haemovigilance systems

Courtesy of Prof R R P de Vries
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Incidents Reported
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Near Miss Project (2009)

• 5 cases of wrong labelling on sample 
bottle
– Identified through historical data on LIS
– Mostly Foundation Year Medical Officers
– All on-call
– Phlebotomy Service

• Inappropriate product requested
– Irradiated RCC

• Wrong product issued from lab
– Scientist vs Paramedic Aide
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Traceability

• A4 Receipt
– Data populated via 

database

• 80 – 85 % Returns

• 15 - 20% Investigated

• 100% resolution

• Stored on LIS
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Donor Events

2Irregular Pulse

13Convulsions

13Delayed Faints

12Faints

179Mild Vasovagal

1Painful arm

2Haematoma

Number of Whole Blood Donations in 2008 – 14,810

Number of Donor Adverse Events in 2008 – 222 (1.5%)
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Red Cell Audit

• 400 consecutive requests

• 5 IVth year Med Students
– Training Session

• Audit form – NI (with kind permission)
• After completion all forms were reviewed by the 

same person
• 13 requests could not be followed up
• 289 of the 387 requests resulted in a transfusion 

episode.
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Red Cell Audit

Audit Form
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Appropriate vs Inappropriate
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Documentation
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Overtransfusion

84%

16%

Appropriately transfused

Overtransfused
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Number of Units Transfused per Episode
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Cryoprecipitate Audit

• Data collected over a 6 month period

• All cryo units transfused over that period

• Total number of requests: 48

• Total number of single units issued: 319

• No Fibrinogen assays were performed
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Reasons for Transfusion

52%

19%

8%

21%

Factor XIII deficiency

Cardiac

Dysfibrinogenaemia

Haemorrhage/DIC
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Specific Requests

• Factor XIII Deficiecy
– 3 Families

• Dysfibrinogenaemia
– 1 Patient

• Cardiac
– CABG
– AVR
– Angioplasty

• Haemorrhage / DIC
– GI Haemorrhage
– Abdominal Surgery
– Vascular (AAA) Surgery
– Haematology
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Future
• Guidelines

– Mater Dei Hospital
• Administration of Blood Components
• Massive Haemorrhage – In preparation
• Use of Red Cells / Platelets / FFP – Initial stages

• MDH Blood Bank
– ISO 15189

• Biovigilance Unit
– On-line reporting

• National Strategy
– Team
– Draft policy document
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Haemovigilance

• Narrow definition
• Legal Obligations
• How are we helping our patients?

• Blood Use
• What is the real benefit?


