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Abstract
Introduction

Red blood cell (RBC) transfusions can be a life-saving and important intervention
used to replace blood loss or manage anemia, but they also come with risks from
transfusion-associated adverse events (TAAES). Patient blood management (PBM)
involves a multidisciplinary approach to optimize care of patients who may need a
transfusion, including blood conservation modalities, patient-centered decision making,
among others. The impact of PBM in the pediatric setting is not well understood,
particularly the impact on TAAESs and the economic impact of these programs.

The following specific aims were pursued: (1) To investigate the effect of a PBM
program on transfusion utilization and the incidence of TAAES, and (2) to compare the
costs related to supporting a health-system level PBM program to the costs of transfusion
utilization.

Methods

This study used a retrospective cohort design to evaluate the impact of a PBM
program on patient outcomes in a pediatric hospital system. Clinical and demographic
information from pediatric patients between the ages of four months and eighteen years
who had an inpatient hospitalization were compared for the year prior to the program

(2015) and the year post-implementation (2019). Transfusion utilization was compared



before and after the program using generalized estimating equation. A cost-benefit
analysis examined program costs and compared them to program outputs.
Results

This study examined a total of 35,245 hospitalizations and over 3,800 transfusions
in the pre- and post-intervention years. The post-intervention year had lower pre-
transfusion hemoglobin values and smaller volumes of RBC transfusions ordered, and
this was statistically significant (p<0.01). While this study did not see a statistically
significant difference in the incidence of TAAEs, fewer hospitalizations had RBC
transfusions ordered in 2019 when compared to 2015. When examining transfusion
utilization while adjusting for potential confounders, group year was not statistically
significant (p = 0.11). Overall, activity-based transfusion costs based on projections were
higher in the post-intervention year.
Conclusion

This study explored the impact of a PBM program on pediatric hospitalized
patients at a large tertiary academic medical center. The results suggest that this work
was effective in reducing the mean hemoglobin pre-transfusion for RBC transfusion and
reduced the mean volume of transfusion when adjusted for severity of illness and length
of stay. The results of the cost-benefit analysis suggest that this investment in safety did
not correspond with decreased utilization costs, but there were limitations in the analysis.
More research is needed to understand the impact of reductions in transfusion-associated

adverse events and their true cost.
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Summary of Study

Patient blood management is a strategy for optimizing transfusion, but there have
been limited studies evaluating a larger patient blood management program in pediatrics.

The research protocol for this study was approved on April 12, 2021, by Baylor
College of Medicine Institutional Review Board and December 7, 2021, by the
University of Texas Health Science Center at Houston Committee for the Protection of
Human Subjects with Baylor College of Medicine serving as the IRB of record. An
appropriate data use agreement was obtained between both institutions. This study sought
to investigate the effect of a patient blood management program on transfusion utilization
and the incidence of transfusion-associated adverse events, and to compare the costs
related to supporting a health-system level patient blood management program to the
costs of transfusion utilization.

There were no changes to the proposal, but internal salary data related to the
personnel costs of the program was not available, and therefore external estimates were

used.
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Cost-Benefit Analysis of a Pediatric Patient Blood Management Program

Blood transfusions are used to quickly restore oxygen carrying capacity due to
acute blood loss from injury or trauma-induced coagulopathy. Though transfusions are a
crucial intervention in the context of trauma and treatment of hematologic and oncologic
diseases, the balance of risk to benefit must be carefully considered. Transfusion-
associated adverse events can cause clinically significant complications, including fatal
reactions and the Joint Commission identified blood transfusion as one of the top
overused interventions or treatments (Joint Commission, 2012). Transfusion-related
adverse events can be the result of physiologic response to the blood components being
transfused but also a result of system-level aspects of transfusion management (Delaney
et al., 2016). Pediatric patients have twice the incidence of transfusion-related adverse
events compared to adults, at a rate of 6.2 reactions per 1,000 transfusions (Oakley,
Woods, Arnold, & Young, 2015).

Unfortunately, some of the physiologic mechanisms of transfusion reactions are
not entirely understood. Certain patients may have a higher risk for transfusion reactions,
notably patients who have received transfusions before who may have developed
antibodies that elicit allergic responses, or as a result of immunosuppression with donor
cells attacking the host (Delaney et al., 2016). More commonly, transfusion reactions are
a result of errors in the collection, storage, or administration process (Bolton-Maggs,
2017). The Serious Hazards of Transfusion (SHOT) hemovigilance program in the
United Kingdom found that “error-related reports account for 87% of all notifications”

(Bolton-Maggs, 2017, p. 395) to the data collection program. Some examples of system-



level reported causes of transfusion reaction include transfusing an incompatible blood
component to a patient or transfusing too much volume to induce circulatory overload.

In response to these potentially preventable transfusion-related adverse events,
hemovigilance programs began in France in the 1990s to improve the quality and safety
of the blood product supply chain from the donor to recipient in response to the HIV
crisis (Jain & Kaur, 2012). Initially, the focus centered on surveillance to quantify
transfusion-related adverse events and soon broader patient blood management
interventions arose from that initial effort to focus on transfusion in the context of clinical
care of patients (Jain & Kaur, 2012). Patient blood management (PBM) is defined as an
“evidence-based, multidisciplinary approach to optimizing the care of patients who might
need transfusion” (Joint Commission, 2019). PBM includes a variety of interventions
surrounding the decision to transfuse, including “patient evaluation and clinical
management. ..application of appropriate indications, as well as minimization of blood
loss and optimization of patient red cell mass” (Joint Commission, 2019, p. 5). The
Society for the Advancement of Blood Management demonstrates in their organizational
chart that the combination of interdisciplinary blood conservation modalities, patient-
centered decision making, optimization of coagulation, and management of anemia can
lead to improved patient outcomes (Goobie et al., 2019, p. 223). These interventions can
include restrictive hemoglobin thresholds for transfusion of red blood cell products,
transfusion guidelines, massive transfusion protocols, among others (Goobie et al., 2019).

From the beginning of 2016 through the end of 2018, several interventions were
undertaken as a part of a larger patient blood management program. In November 2015, a

Transfusion Safety Officer (TSO) was hired to focus on transfusion safety throughout the



system. The orientation process for that role meant that the TSO did not begin
implementing interventions until 2016. Clinical decision support interventions began with
weight-based dosing for red blood cell transfusions in June 2016. Shortly after,
development on an evidence-based guideline with a multidisciplinary team began in
October 2016. This process included a forty-member multidisciplinary team with a
thorough literature review, recommendations using the GRADE methodology
(Schinemann et al., 2013), and was finalized with system-wide communication and
provider education that began in January 2018 and was completed in March 2018.
Positive patient identification through a blood product administration module in the
health record allowed for additional safety checks and data collection. The objective is to
investigate the effect of this patient blood management program on transfusion utilization
and the incidence of transfusion-related adverse events and to compare costs to benefits
of the program. During this four-year time period, several service line specific initiatives
took place that would shift the location of care from the inpatient setting to the outpatient
setting in an infusion center and a critical care tower opened.

The hypothesis of this study is that these interventions will cause reduced
utilization of pediatric red blood cell transfusion and an increased incidence of
transfusion reaction from increased awareness and improved recognition. This is
anticipated to lead to reduced costs throughout the system.

Specific Aims
To test the central hypothesis, the following specific aims will be pursued:
1. To investigate the effect of a patient blood management program on

transfusion utilization and the incidence of transfusion-related adverse events.



2. To compare the costs related to supporting a health-system level patient

blood management program to the costs of transfusion utilization.
Significance and Innovation
Significance

Effectiveness of patient blood management has been investigated in both adult
and pediatric patients. A systematic review of patient blood management interventions in
adult patients undergoing surgery found that “comprehensive anemia management,
minimizing iatrogenic blood loss,” along with the optimization of the “patient-specific
physiological balance of trauma” (Althoff et al., 2019, p. 794) did reduce the number of
patients exposed to allogenic red blood cell transfusion, number of units per allogenic red
blood cell transfusions per patient, length of hospital stay, total number of complications,
and mortality. The finding in this meta-analysis was consistent through several categories
of surgery and incorporated seventeen studies of over 235,000 patients. National level
programs, such as the SHOT hemovigilance program, have improved reporting of
transfusion reactions and improved overall safety (Bolton-Maggs, 2017).

When looking more closely at specific interventions that fall under the larger
umbrella of patient blood management, several interventions have been shown to
maintain or improve patient outcomes while minimizing risk from or exposure to
transfusion in pediatrics. One of these interventions includes standardizing the
hemoglobin level at which a transfusion is indicated. Lacroix et al. (2007) conducted the
first randomized controlled trial to evaluate transfusion thresholds in critically ill
pediatric patients and demonstrated non-inferiority of lower hemoglobin thresholds to

higher thresholds with respect to mortality. Red blood cell transfusion threshold studies



have been repeated in pediatric patients with sepsis (Karam et al., 2011), pediatric
patients with burns (Voigt et al., 2018), and most recently pediatric cardiac surgery
patients (Deng et al., 2019). Given the overall infrequent incidence of transfusion-
associated adverse events, these studies had sample sizes too small to identify the impact
of hemoglobin thresholds on transfusion reactions and primarily focused on other patient
outcomes such as mortality, transfusion utilization, and other related clinical outcomes.

In looking at the role of laboratory monitoring, a Cochrane systematic review and
meta-analysis also found few studies evaluating viscoelastic monitoring, namely
thromboelastography (TEG) and rotational thromboelastometry (ROTEM), for trauma
induced coagulopathy in adult trauma patients (Hunt et al., 2015). After analyzing the
findings of the three studies found in the review, Hunt et al. (2015) failed to demonstrate
the utility of ROTEM or TEG when evaluating diagnostic accuracy, but they noted the
need for research to evaluate the utility of these tests further.

Other promising patient blood management interventions include the use of
antifibrinolytic medications or factor prothrombin complex concentrates to reduce blood
loss or minimize transfusion requirements. The CRASH-2 Trial was a randomized
controlled trial comparing tranexamic acid to placebo in adult trauma patients and found
that early treatment reduced both the risk of death and demonstrated cost effectiveness
but did not have an impact on blood products transfused (Roberts et al., 2013). In
pediatrics, tranexamic acid has been associated with decreased mortality in trauma
(Eckert et al., 2014), but transfusion utilization or adverse events have not been studied
well in trauma. Tranexamic acid has been shown to reduce transfusion requirements in

other pediatric surgical procedures associated with significant blood loss, namely



scoliosis surgery (Johnson et al., 2017) and craniofacial surgery (Basta, Stricker, &
Taylor, 2012). In adult studies, four factor prothrombin complex concentrate has been
demonstrated to improve survival (Zeeshan et al., 2019) and has shown reduction of
bleeding and lower red blood cells transfused in both pediatric and adult surgical patients
(Fominskiy et al., 2016). Although these adult studies have demonstrated the utility of
antifibrinolytic drugs such as tranexamic acid or human factor concentrate replacements,
the impact on pediatric trauma patients is still unknown.

Clinical decision support systems in the electronic health record are another way
of encouraging prudent transfusion ordering as well as checking for safety. A study
evaluating the impact of clinical decision support at the point of ordering on transfusion
utilization in a large hospital system targeted to adult patients, suggested that clinical
decision support was able to save approximately $1.6 million in red blood cell purchase
costs (Goodnough et al., 2014). Clinical decision support demonstrates the opportunity to
not only reduce unnecessary exposure to transfusion, but to also potentially save the
healthcare system operational costs as well.

Interventions in pediatric patients are generally less studied compared to most
interventions in the adult population. As children have different mechanisms of injury
and physiologic responses to trauma than adults, in addition to the general aspects of
child growth and development, adult studies are insufficient to guide care decisions.
Although some evidence exists in related pediatric populations, one should not assume
that the effect is similar in the context of pediatric care. Economic analyses of
transfusion-related events have been performed on the population level in Spain (Ribed-

Sanchez et al., 2018), Australia (Trentino et al., 2015), and the Netherlands (Janssen et



al., 2018) for adults. De-Gast Bakker et al. (2013) looked at cost of transfusion in a
randomized, controlled trial on restrictive compared to liberal transfusion strategies in
pediatric patients undergoing surgery for congenital cardiac defects. Although the authors
investigated the impact of cost, they only incorporated the cost of transfusions and was
not powered to investigate transfusion-related adverse events. Randomized controlled
trials are not the ideal design to evaluate the impact of an infrequent clinical scenario,
even one associated with high morbidity, mortality, and cost. To date, an economic
evaluation of a patient blood management program in pediatric patients has not yet been
published.
Innovation

A large cohort study with patients of varying clinical conditions will help
strengthen our understanding of the impact of patient blood management in pediatric
patients. Due to the infrequent incidence of transfusion reactions, smaller studies were
not powered to investigate differences between groups. This proposal is innovative
because this approach evaluates the effects of patient blood management on an entire
health system from a population level rather than the impact of a single test or
intervention. In healthcare, many approaches to problems include complex interventions.
By using large data sets from a large pediatric health system, the research would be able
to reach statistical power to be able to detect changes in the incidence of transfusion-
related adverse events and evaluate the impact on charges related to transfusion
administration and transfusion-related adverse events that the earlier studies were not
able to evaluate. Currently, most studies in the context of transfusion only evaluate a

single intervention or in a very specific patient population, and this study is one of the



10

first studies to assess patient blood management program in a large pediatric population.
In addition, this research will add to the growing body of literature on optimization of
RBC transfusion in pediatric patients, potentially leading to de-implementation, or “the
process of identifying and removing harmful
Conceptual Framework

The World Health Organization Conceptual Framework for the International
Classification for Patient Safety (2009) serves as the foundation for this study (see Figure
1), with a focus on quantifying the harms related to the transfusion. Given limitations in
measuring other aspects of the framework, this proposal centers around patient-centered
outcomes. Within this framework, transfusion-related adverse events are identified as a
healthcare-associated harm that have further downstream effects not only on patient
outcomes, but also on organizational outcomes and quality. From a system-level, early
detection, and mitigating factors will subsequently impact true harm to the patient. The
goal for quality and safety work is to achieve the triple aim: improving the quality of care
delivered, improving population health, and reducing health care costs (Berwick et al.,
2008). As the cost implications for a larger program of patient blood management has not
been performed in a pediatric population, the objective is to evaluate the impact of these

programs in this setting.



Figure 1

The World Health Organization Conceptual Framework for the International

Classification for Patient Safety (WHO, 2009).

Conceptual Framework for the
International Classification for Patient Safety -

assificabion (1), Concept (2) I | Pabem (5),

H L B )
i Class (1), Semantic Relationship (4) | ¢ Health (7)
et b b e b LI .

Influences Infomis
Circ e (10)
Event (11}, Agenl Vielatien (16),
Error (17), Risk { 18],
Fatent
Patient Safety Incident
Charactenistics Incident {15) Characteristics
Incident Type 29 .
 Atibutes (31) § | Attotes (31) |
g
g ! Healthcare Associsted Harm (14), i
{ Reportable Circumstance (19),
8 i Mear Miss (20), Mo Harm Incident (21), f
-E | Harmful Incident (Adverse Event) (22), H
& | Adverse Reaction (33), Side Effect (3} |
1 ontable (35 i
= J
b Influences ¥ Informs
= - e
] .
: Detection (36)
5 1 i Incident Recovery
ﬁ ................................ a
o
| __Infuences | Mitigating Factors (37) Informs
Informs Informs
--------- Patient Crganzational -
Outcomes Duteomes (40)
(38)
! Harm (23), Disease (24)
£ Injury (25), Suffenng (26)
i Disabdlity (27), Degrea of Harm (29)
Ameliorating Actions (41)
¥ Influencas i : Infomms
sesemssssssmssssssmessssemnemeeennsd e am——————————

(Z#) Y31y Sanpay O] USYE | SUORIY

|:| Systemn Reslionce (Proactive & Reactive Rek Assessment)

A Clinically meaningful, recognizable categodies for incident identification & retrieval L Re

I

i Resilience (43)
! System Improvement (47) ;
pol Canse Anabysis (48) |

) Descriptive information
Radevant key concepts with prefenned lemms




12

Approach

Study Design, Sample, and Setting.

This investigation will utilize a retrospective cohort design to analyze clinical and
demographic data from the electronic health record (EPIC, Verona, WI) and from Blood
Bank records. Pediatric patients from the age of four months to the age of eighteen years
at the time of the encounter will be included if they were hospitalized in a large pediatric
health system with hospital encounter discharge dates between January 1, 2015 to
December 31, 20109.

Measurements for Aim #1: To investigate the effect of a patient blood

management program on transfusion utilization and the incidence of

transfusion-related adverse events.

To establish the impact of the program, the transfusion utilization and incidence
of transfusion-related adverse events from 2015 (the pre-intervention year) will be
compared to those in 2019 (the maintenance phase). The following patient-specific data
elements will be extracted from the electronic data warehouse within the electronic health
record (Epic; Verona, WI) for patients whose encounter discharge dates were between
January 1, 2015 and December 31, 2015 for the pre-intervention group and January 1,
2019 to December 31, 2019 for the post-intervention group. Clinical and demographic
information will be collected to compare the baseline characteristics between the two
groups. The patient data that will be collected includes the patient’s medical record
number, encounter number, date of birth, sex, race/ethnicity, payor status, date of hospital
encounter, date of hospital discharge, weight in kilograms, ICU length of stay, hospital

length of stay, severity of illness (3M™ APR DRG Classification System), transfusion



13

administration during the hospitalization, and presence of trauma team activation (CPT
code G0390). The patient’s medical record number will be used to identify multiple
hospitalizations during the time period. If the patient received a transfusion, additional
data elements will include date of transfusion(s), previous hemoglobin level prior to each
administration of the transfusion, volume of red blood cell unit(s) or milliliters (mL),
total volume and numbers of red blood cell units transfused during the admission,
location of administration of transfusion(s) (i.e. emergency room, inpatient units, or
critical care units), and incidence of transfusion-related adverse events. To investigate
transfusion-associated adverse events, the following transfusion-associated adverse
events will be included: transfusion-related acute lung injury, transfusion-associated
circulatory overload, acute or delayed hemolytic transfusion reactions, anaphylactic
transfusion reactions, transfusion-transmitted bacterial infection, immunologic
transfusion reactions (urticaria) and febrile non-hemolytic transfusion reaction. Presence
of adverse events will be identified through the diagnosis code for transfusion reactions
of any kind, specifically ICD-9 and ICD-10 codes since the transition of coding systems
spanned the duration of the study. All cases will be cross-referenced with Transfusion
Safety records through the Blood Bank. All the different types of adverse events will be
analyzed under the broad characterization of adverse events. If sufficient power is
achieved, specific adverse events will be analyzed individually by the respective ICD-9
and ICD-10 codes.

Measurements for Aim #2: To compare the costs related to supporting a health-

system level patient blood management program to costs of transfusion

utilization.
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For the purposes of the economic evaluation of the program, this analysis will assume
the perspective of the hospital system. The program inputs that will be measured will
include personnel costs, equipment and materials, and training time specifically related to
the patient blood management work. For personnel estimations, the salary for transfusion
safety officer for the duration of the intervention (November 2015 to December 2019)
will be included. To preserve privacy, the median salary for an advanced practice
provider will be included for the analysis of salary costs. For those with only intermittent
participation in these events, the salaries with estimated hours of effort for the guideline
and clinical decision support development, including the guideline methodologist, Epic
analyst, and salary of those physicians and nurses involved in the development and
review for the duration of meetings and document review. No additional facility indirect
costs were considered as significant growth occurred during this time period with the
opening one community hospital and a critical care tower as it could not be specifically
attributed to the patient blood management program alone. The increase in transfusion
medicine physician staff and infrastructure was primarily to support the coagulation
program. The training time for the staff based off hourly wage for nurses from human
resources and the overall number of nurses who completed the online training and time to
complete that module. Physician training did not occur outside of regular academic
meetings and will not be included in this estimate. Salary data will be obtained from
human resources and generalized to the role of the specific team members.

To evaluate the program outputs, the costs of acquisition of a red blood cell
transfusion will be estimated along with estimates of the direct and indirect costs. For the

cost of a single transfusion, the acquisition price for one unit of packed red blood cells
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that covered the donation center’s cost for collecting, processing, and testing for each unit
will be calculated and multiplied by the number of transfusions for 2015 and 2019,
including partial units for infants and smaller children. The average cost of one unit of
red cells for the years 2015 and 2019 will be acquired from the institution’s blood bank
records, along with number of units dispensed in those years. Estimates for direct and
indirect costs will be calculated from previous research and adjusted for inflation the
respective years. Shander et al. (2010) found activity-based costs for a blood transfusion
from four US hospitals to average between $760 per unit transfused (2010, p. 759). The
range of values will be used for sensitivity analyses, using the range of $522 and $1183,
adjusted for inflation each calendar year to quantify the uncertainty around the estimates
of the effect (Shander et al., 2010, p. 759).

Procedure for Data Collection.

The protocol will be submitted to IRB for review at both the University of Texas
Health Science Center and Baylor College of Medicine prior to initiation with a request
for a waiver of consent. The electronic health record will be queried for the data
elements. To ensure that the elements of the data request are correct, a random selection
of charts will be used to validate the data extracted by manual chart review. All data will
be stored in a password protected folder on a protected server with the University of
Texas Health Science Center at Houston.

Risk & Benefit to the Subjects.

The level of risk that this proposal subjects the participants to is minimal. As this
study is a query of previously collected data, patients will not require any additional

encounters for data collection. After the data are extracted from the electronic health
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record and data validation is complete, the data will be de-identified using an assignment
by another code and assigning age at admission rather than using birth date. Data will be
stored on a password protected drive to ensure no loss of patient privacy where only the
principal investigator and the dissertation committee will have access to the data. Staff
information such as salary costs will be hosted on the same secure servers to maintain
participant privacy. For staff salary information, privacy will be maintained by using the
median salary for that job classification rather than direct figures.

Patients have the potential to benefit from the results of this study as the findings
of the study could help healthcare professionals better understand the effect of safety
programs implemented in a hospital system.

Data Analysis Plan for Aim 1.

Aim 1: To investigate the effect of a patient blood management program on
transfusion utilization and the incidence of transfusion-related adverse events.

Data analysis will be done using IBM SPSS Statistics v. 24.0 (Armonk, NY).
Significance will be set to p<.05 using two-sided tests. Baseline clinical and demographic
information will be presented as summary statistics and reported for the pre-intervention
year of the program (2015) and the sustainability phase of the program (2019).
Generalized estimating equation will be used to evaluate the proportion of hospital
encounters where the patient received red blood cell transfusions in 2015 compared to
2019. Poisson regression will be used to evaluate the differences in incidence of
transfusion-related adverse events in patients with transfusions. Linear regression will be
used to evaluate the hemoglobin level prior to transfusion. Covariates for those analyses

will include patients with multiple admissions during the specified time period, age,
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severity of illness, massive transfusion protocol activations, ICU length of stay, and
overall length of stay.

Data Analysis Plan for Aim 2.

Aim 2: To compare the costs related to supporting a health-system level patient

blood management program to the costs of transfusion utilization.

Regarding the cost evaluation, direct and estimated indirect costs of the programs
will be compared and historical data from 2015 will be used to project utilization and will
assume that without focused interventions, red blood cell transfusion utilization will
continue at that rate. Total direct and estimated indirect program costs and outputs will be
calculated for the pre-intervention phase and the maintenance phase. Utilization
projections of rate ratios of transfusion from the first year of measurement (prior to the
program kickoff) will be compared to the final year of the program to evaluate for
differences in transfusion administration charges and charges for treatment related to
transfusion reaction using y? tests. Variance adjustment will be applied for correlation
between multiple admissions for the same patient, age, overall length of stay, ICU length
of stay, and overall length of stay.

Potential Pitfalls and Limitations

As this proposal describes a retrospective data collection, there is potential for
error by not prospectively collecting data which may mean that some patient events or
costs may be missed. To ensure data validity, findings from the electronic health record
query will be verified with other reporting systems used for regulatory requirements. A
selection of charts will be reviewed manually to safeguard from potential data errors in

the code written for the query from the patient level data. Although the proposal may
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miss some unidentified potential confounding factors, the design includes relevant factors
identified from previous studies in this area as baseline demographic and clinical data.

For the economic evaluation, as the cost data was not collected prospectively, the
estimated values may not reflect the actual costs incurred by the program nor the outputs,
but the estimation of uncertainty will provide a range of values that would be expected.

Another potential pitfall includes that during the intervention, a large critical care
tower opened in May of 2018, increasing the number of critically ill children that were
admitted to the hospital. By using ICU admission as a potential covariate, this potential
confounder can be controlled for in the analysis. Since this analysis excludes outpatient
transfusions, this approach will exclude the transition of care from the inpatient to
outpatient settings that has occurred between 2015 and 2019. As transfusion reactions are
estimated to be under-identified, there is a potential limitation in identifying all cases, but
the cases identified by diagnosis codes will be cross referenced with the actively

collected data collected by the Blood Bank on transfusion reactions.
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Introduction

Red blood cell (RBC) transfusions are used to replace blood loss from traumatic
injury and otherwise improve the oxygen carrying capacity from anemia that results from
iatrogenic or other identified causes. RBC transfusions are commonly used in the
management of trauma, hematologic and oncologic diseases, and in the context of
surgery and were identified as one of the top overused interventions or treatments (Joint
Commission, 2012). As with most medical interventions, potential lifesaving benefits are
mitigated by the potential risks. RBC transfusion-associated adverse events, ranging from
mild reactions to death, can be the result of physiologic response to the blood
components being transfused or result of system-level aspects of transfusion management
(Delaney et al., 2016). Pediatric patients have twice the rate of transfusion-associated
adverse events (TAAES) when compared to adult patients, with a rate of 6.2 per 1,000
transfusions (Oakley, Woods, Arnold, & Young, 2015).

Physiologic mechanisms for transfusion reactions are not entirely understood,
with some patients inherently having a higher risk for TAAES. Some known risk factors
include patients who have received transfusions before who may have developed
antibodies that elicit allergic responses or immunosuppression with donor cells attacking
the host (Delaney et al., 2016). While physiologic responses to transfusion account for a
portion of TAAES, an overwhelming majority of TAAES are a result of system-level
errors in the collection, storage, or administration process of transfusing blood products
(Bolton-Maggs, 2017). Error-related reports account for 87% of all notifications (Bolton-
Maggs, 2017, p. 395) to the Serious Hazards of Transfusion (SHOT) hemovigilance

program in the United Kingdom. Transfusing incompatible blood components, excessive
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transfusion volumes that result in fluid overload, and transfusion-associated infections
from donor blood components are examples of system-level reported causes of TAAEs.

In the 1990s, France began hemovigilance programs that were intended to ensure
the safety of the blood product supply chain from the donor to recipient in response to the
HIV crisis (Jain & Kaur, 2012). Surveillance to quantify TAAEs were the initial focus of
these efforts, and eventually broadened to include not only activities within the blood
bank, but also in the context of clinical care of patients (Jain & Kaur, 2012). From these
efforts, patient blood management (PBM) emerged as an “evidence-based,
multidisciplinary approach to optimizing the care of patients who might need
transfusion” (Joint Commission, 2019). PBM includes several interventions surrounding
the decision to transfuse, including “patient evaluation and clinical
management...application of appropriate indications, as well as minimization of blood
loss and optimization of patient red cell mass” (Joint Commission, 2019, p. 5). The
combination of interdisciplinary blood conservation modalities, patient-centered decision
making, optimization of coagulation, and management of anemia can lead to improved
patient outcomes (Goobie et al., 2019, p. 223). Some PBM interventions can include
restrictive hemoglobin thresholds for transfusion of RBC products, transfusion
guidelines, massive transfusion protocols, among others (Goobie et al., 2019).

This study sought to investigate the effect of a PBM program on transfusion
utilization and the incidence of TAAEs in a pediatric population and to compare the costs
related to supporting a health-system level PBM program to the costs of transfusion
utilization. The hypothesis of this study is that these PBM interventions will cause

reduced utilization of pediatric RBC transfusion, an increased incidence of TAAEs from
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increased situational awareness, and that the benefits of this program will outweigh the
costs. The following specific aims were pursued:
1. To investigate the effect of a patient blood management program on transfusion
utilization and the incidence of transfusion-associated adverse events.
2. To compare the costs related to supporting a health-system level patient blood
management program to the costs of transfusion utilization.
Background

Currently health services research in the realm of patient blood management and
hemovigilance has identified strategies to reduce exposure to unnecessary transfusions
and has shown some success in adult hospital settings (Leahy, Hofmann, Towler, et al.,
2017; Warner, Schaefer, Madde, et al., 2019). In adult patients undergoing surgery,
Althoff and colleagues found that “comprehensive anemia management, minimizing
iatrogenic blood loss,” along with the optimization of the “patient-specific physiological
balance of trauma” (Althoff et al., 2019, p. 794) reduced the number of patients exposed
to allogenic red blood cell transfusion, number of units of red blood cell transfusions per
patient, length of hospital stays, total number of complications, and mortality. These
findings were consistent through several categories of surgery and incorporated seventeen
studies of over 235,000 patients. The SHOT hemovigilance program and other national
level hemovigilance programs have improved both reporting of transfusion reactions and
overall transfusion safety (Bolton-Maggs, 2017).

Several interventions under the larger concept of PBM have been shown to
maintain or improve pediatric patient outcomes while minimizing risk from or exposure

to transfusion, including reducing the hemoglobin threshold that triggers transfusion,
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viscoelastic monitoring, antifibrinolytic administration, and using clinical decision
support to support clinical decision-making.

With respect to standardizing the hemoglobin level at which a transfusion is
indicated, a systematic review and meta-analysis indicated that reduced transfusion
thresholds can reduce exposure to RBC transfusion without changes in mortality or
morbidity in adults (Carson et al., 2021). Lacroix et al. (2007) conducted the first
randomized controlled trial to evaluate transfusion thresholds in critically ill pediatric
patients. Lacroix and colleagues (2007) demonstrated non-inferiority of lower
hemoglobin thresholds to higher thresholds with respect to mortality. RBC transfusion
thresholds have been studied in many other pediatric populations, including pediatric
patients with sepsis (Karam et al., 2011), pediatric patients with burns (Voigt et al.,
2018), and pediatric patients undergoing cardiovascular surgeries (Cholette, et al. 2011,
Deng et al., 2019). Unfortunately, pediatric studies to date have been underpowered to
determine the impact of transfusion thresholds on TAEEs.

Several laboratory assays have been evaluated for their applicability to PBM.
Viscoelastic monitoring is a point of care whole blood test that provides insight into the
kinetics of an individual’s clotting process, from formation through breakdown (Sayce,
Neal, & Leeper, 2020). A systematic review and meta-analysis also found few studies
evaluating thromboelastography (TEG) and rotational thromboelastometry (ROTEM),
two types of viscoelastic monitoring, for trauma-induced coagulopathy in adult trauma
patients (Hunt et al., 2015). Hunt and colleagues (2015) failed to demonstrate the utility
of ROTEM or TEG when evaluating diagnostic accuracy but called for further research

due to limitations in numbers of studies and concerns regarding risk of bias.
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Other promising PBM interventions include using antifibrinolytic medications or
factor prothrombin complex concentrates to reduce blood loss or minimize transfusion
requirements. The CRASH-2 Trial was a randomized controlled trial comparing
tranexamic acid (TXA) to placebo in adult trauma patients and found that early treatment
reduced both the risk of all-cause mortality and death related to bleeding (CRASH-2 Trial
Collaborators, 2013). The CRASH-2 Trial also demonstrated the cost effectiveness of
TXA but did not demonstrate a reduction on blood products transfused (Roberts et al.,
2013). In pediatrics, TXA has shown a similar effect with decreased mortality in trauma
patients (Eckert et al., 2014). Unfortunately, transfusion utilization and TAAESs have not
been studied well in trauma, likely due to small sample sizes. TXA has been evaluated in
other pediatric surgical procedures associated with significant blood loss, namely
scoliosis surgery (Johnson et al., 2017) and craniofacial surgery (Basta, Stricker, &
Taylor, 2012) and was found to reduce transfusion requirements in both populations. In
adult studies, four factor prothrombin complex concentrate (PCC) has been demonstrated
to improve survival (Zeeshan et al., 2019) and has shown a reduction of bleeding and
reduced transfusions in both pediatric and adult surgical patients (Fominskiy et al., 2016).
While adult studies have demonstrated the utility of antifibrinolytic drugs such as TXA or
PCCs, the impact on pediatric trauma patients has not been established in the research.

PBM has both patient-level interventions, as described earlier, and systems-level
interventions, such as clinical decision support (CDS) systems in the electronic health
record (EHR). CDS can be used to encourage prudent transfusion ordering through
information displayed at the point of care or linking to relevant references for the

clinician. Many EHRs also have alert functionality that can be used to support safety
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systems for potential errors in dosing and administration. For example, alerts may notify
a clinician when a transfusion was ordered if the patient’s hemoglobin is higher than the
threshold or provide brief education at the point of order entry. A large-scale study that
sought to evaluate the impact of an alert at the point of ordering on transfusion utilization
in a large hospital system targeted to adult patients found that CDS was able to save
approximately $1.6 million in red blood cell purchase costs (Goodnough et al., 2014).
CDS may be an effective tool to reduce unnecessary exposure to transfusion, but to also
save the healthcare system operational costs as well.

Unfortunately, interventions in pediatric patients are generally less studied
compared to most interventions in the adult population. With respect to trauma, children
have different mechanisms of injury and physiologic responses to trauma than adults
along with variations due to growth and development. Often, adult studies are insufficient
to guide care decisions for pediatric patients. Economic analyses of TAAES have been
performed on the population level for adults in a variety of countries, including Spain
(Ribed-Sanchez, et al., 2018), Australia (Trentino et al., 2015), and the Netherlands
(Janssen et al., 2018). In one of the randomized, controlled trials that looked at restrictive
transfusion strategies in pediatric patients undergoing surgery for congenital cardiac
defects, De-Gast Bakker et al. (2013) looked at cost of transfusion, but they only
incorporated the cost of transfusions and was not powered to investigate TAAES.
Randomized controlled trials are not the ideal design to evaluate the impact of infrequent
harms, and many studies evaluating the efficacy of PBM interventions are underpowered
to detect differences in risk of harms. To date, a system-wide economic evaluation of a

patient blood management program in pediatric patients has not yet been published.
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Conceptual Framework

This study design was influenced by the World Health Organization Conceptual
Framework for the International Classification for Patient Safety (2009) (Figure 1). In
this framework, system level concepts are integrated to describe the complexity of patient
safety. This framework incorporates contributing factors such as the incident type, patient
and incident characteristics, mitigating factors, detection, and how actions can be taken
by individuals and health systems to reduce risk.

Methods
Design

A retrospective cohort design was used to evaluate the impact of the patient blood
management program. Clinical and demographic data were extracted from the electronic
health record (Epic®, Verona, WI) for pediatric patients between the ages of four months
to eighteen years at the time of the hospital encounter.

To complete the economic analysis, a cost-benefit analysis approach was used
from the perspective of the hospital system. Program inputs evaluated included personnel
costs, equipment and materials, and training time related to the PBM work for the period
of the PBM intervention period of 2015 to 2019.

Human Subjects Protections

This study was approved by the Baylor College of Medicine Institutional Review
Board and the University of Texas Health Science Center Committee for the Protection
of Human Subjects. A Data Use Agreement between Baylor College of Medicine and the
University of Texas Health Science Center at Houston was obtained to utilize data

collected from the electronic health record at Texas Children’s Hospital, which has an
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academic affiliation with Baylor College of Medicine. Reciprocity between academic
organizations was obtained with Baylor College of Medicine Institutional Review Board
being the IRB of record for this study.
Sample and Setting

This study was conducted at a large quaternary pediatric hospital health system in
the greater Houston metropolitan area. The health system serves a large southeast Texas
region and has a total of three hospitals that care for pediatric patients and pregnant
people in both the inpatient, outpatient, and community settings. A pediatric patient blood
management program that consisted of a transfusion safety officer role, an evidence-
based multi-disciplinary guideline with electronic health record clinical decision support,
and a structured education program for physicians and nurses was implemented
beginning in 2016. A number of PBM interventions along with EHR blood product
administration and additional clinician education took place between 2016 and 2018. For
the purposes of this analysis, the patients who were discharged in the calendar year of
2015 were used as the pre-intervention year, and the patients discharged in 2019 were
analyzed as the post-intervention year. While PBM refers to all aspects of blood
transfusion, including all fractionated blood components and whole blood administration,
this analysis will focus only on RBC transfusions given that was the primary focus of the
interventions in this time period.

To evaluate the impact of the patient blood management program, pediatric
patients who were between the ages of four months to eighteen years at the date of
admission to the hospital were included. Infants under four months were excluded from

this analysis due to physiologic differences in vitamin K-dependent clotting factors and
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maternal antibodies being present making the approach to transfusion different than with
older children (Lau, 2017). Patients who were admitted for short-term stays under
observation status, patients who only presented to the emergency center and were
discharged home without admission, and those who only were in the hospital for surgical
procedures without admission were excluded. Patients were included in the analysis if
they were discharged from their hospital admission between January 1, 2015, and
December 31, 2015, for the pre-intervention group and discharged between January 1,
2019, and December 31, 2019, for the post-intervention group.

For the purposes of this analysis, this cost benefit analysis adopted the perspective
of the direct and indirect costs related to the PBM program were compared to the costs of
transfusion utilization. Program inputs in the form of personnel costs and training time
related to the PBM work were compared with program outputs of costs of transfusion.
Procedure for Data Collection

After receiving approval, data were extracted through the electronic health record
electronic data warehouse. Subjects were identified through a query from the electronic
data warehouse for all patients admitted to Texas Children’s Hospital and divided into
two groups: those who were discharged between January 1, 2015, to December 31, 2015,
and those who were discharged between the dates of January 1, 2019, and December 31,
2019. Clinical and demographic were obtained for those patients, and if the patients had a
transfusion ordered during the admission, additional information about the transfusion
volume, hemoglobin prior to the RBC administration, and others was collected.

For the economic analysis, median and salary range data were collected from the

occupational employment and wage statistics from the United States Bureau of Labor
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Statistics Occupational Employment and Wage Statistics May 2021 Metropolitan and
Nonmetropolitan Area Occupational Employment and Wage Estimates: Houston-The
Woodlands-Sugar Land, TX (2022). Each of the roles that participated in the guideline
development process and transfusion safety work were queried from the reports for the
Houston-The Woodlands-Sugar Land region as defined by the OEWS survey, which
includes Austin, Brazoria, Chambers, Fort Bend, Galveston, Harris, Liberty,
Montgomery, and Waller counties. Reported 10" percentile, median, and 90" percentile
salaries were obtained for the roles involved in this geographic area.

Measurements

Transfusion Utilization

For each hospitalization of patients who were discharged in the 2015 and 2019
groups, the following information was collected: medical record number, hospital
encounter number, date of birth, sex, race/ethnicity, payor status, date of hospital
encounter, date of hospital discharge, weight in kilograms, intensive care unit (ICU)
length of stay, hospital length of stay, severity of illness, (3M™ APR DRG Classification
System), and if the patient had a charge for a transfusion administration during the
hospitalization.

For the patients who received a transfusion during those time frames, additional
information was collected from the EHR. For each transfusion, the date of the transfusion
was collected, volume of red blood cell unit(s) or milliliters (mL), total volume and
numbers of red blood cell units transfused during the admission, hemoglobin level within
twenty-four hours prior to the transfusion order, volume of the transfusion, patient

weight, and if the patient had a diagnosis code that indicated they experienced a TAEE.
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The following TAEEs were evaluated using International Classification of Diseases
(ICD) codes: transfusion-related acute lung injury, transfusion-associated circulatory
overload, acute or delayed hemolytic transfusion reactions, anaphylactic transfusion
reactions, transfusion-transmitted bacterial infection, immunologic transfusion reactions
(urticaria) and febrile non-hemolytic transfusion reaction. Presence of trauma team
activation from the CPT code was not consistently identified in key cases and therefore
was not used in this analysis.
Economic Analysis of Hospital-Based PBM Interventions

To estimate the inputs of the program, salaries and estimated hours of efforts for
those involved in the PBM work were calculated. This calculation includes the salaries of
the following roles and their time estimated that was dedicated to PBM interventions:
transfusion safety officer, guideline methodologist, EHR analyst, and multidisciplinary
team used to develop the guideline and implement the associated CDS. No additional
indirect costs were considered as significant growth occurred during this period in which
another community hospital and critical care tower opened in this hospital system. The
indirect costs related to increasing capacity of transfusion medicine service line could not
be directly attributed to the PBM program and therefore were excluded from this
analysis. Capital costs of the EHR blood product administration module were not
available and were not included in this analysis. Additional costs included the training
time for staff. These costs were estimated off nursing hourly wage and the overall
number of nurses who completed the online training and time to complete that module.
Since physician training did not occur outside of regular academic meetings, it was not

included in this estimate.
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Transfusion cost estimates were estimated using the number of transfusions
administered during the pre- and post-intervention years with activity-based costing.
Shander et al. (2010) found activity-based costs for a blood transfusion from four US
hospitals to average $760 per unit transfused (2010, p. 759). The range of values will be
used for sensitivity analyses, using the range of $522 and $1183, adjusted for inflation to
quantify the uncertainty around the estimates of the effect (Shander et al., 2010, p. 759).
All costs were adjusted to 2021 using the US Consumer Price Index (U. S. Bureau of
Labor Statistics, n.d.) so that direct comparisons of transfusion costs could be compared
with salary estimates. Because Shander et al. (2010) adjusted their activity-based cost
analysis for 2008, for this study, an inflation rate of 32.5% was used according to the
U.S. Consumer Price Index when comparing costs between December 2008 and
December 2021 (Bureau of Labor Statistics, n.d ). This resulted in using the following
estimates for the activity-based costs: $1007.90 as an average cost per unit transfused
with a range of $692.27 to $1568.88 per unit transfused.

Statistical Analysis

SPSS® (version 27, SPSS Inc., Chicago, IL) software was used for data analysis.
Significance was set to p<0.05 using two-sided tests. Clinical and demographic data were
analyzed using summary statistics for the pre-intervention year of the program (patients
who were discharged in 2015) and the sustainability phase of the program (including
patients who were discharged in 2019) using chi-squared tests and independent samples t-
tests. Generalized estimating equation was used to evaluate the relationship between
transfusion utilization using covariates of illness severity, ICU length of stay, and overall

length of stay.
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For the cost evaluation, direct and estimated indirect costs of the programs were
compared and historical data from 2015 were used to project utilization and will assume
that without focused interventions, red blood cell transfusion utilization will continue at
that rate. Utilization projections of rates of transfusion per 10,000 hospitalizations and
rates of transfusions per 10,000 hospital days from the first year of measurement (prior to
the program kickoff) was compared to the final year of the program to evaluate for
differences in transfusion administration costs.

Results
Patient Blood Management Intervention
Study Population Characteristics

A total of 35,245 hospital admissions were analyzed in this study. Of those
admissions, 16,519 hospitalizations were characterized as the pre-PBM intervention
group (discharged in 2015) and 18,726 in the post-PBM intervention group (discharged
in 2019). Within each of these groups, there were 11,970 unique patients in the 2015 year
and 13,459 unique patients in 2019. Demographic information of each group is presented
in Table 1 and baseline clinical characteristics are listed in Table 2.

When comparing the characteristics of the admissions, the mean age at admission
for both groups was seven years of age and slightly less than half of admissions were of
female patients. A total of 41.6% of admissions identified as Hispanic or Latino (with
41.1% in 2015 and 42.1% in 2019).

Transfusion Administration
Of the 16,519 hospitalizations in 2015, 1,854 of those hospitalizations had RBC

transfusions administered during the stay (11.22%). The post-intervention year saw
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roughly the same number of transfusions, with transfusions administered during 1,960
hospitalizations of the 18,726 total (10.47%). As a surrogate measure to estimate RBC
transfusion guideline recommendation adherence, volume of RBC transfusion
administration and pre-transfusion hemoglobin level were analyzed (see Table 3).

A total of 11,423 transfusions were analyzed further, specifically to compare the
mean volume of transfusion volume administered and the pre-transfusion hemoglobin
level between the pre- and post-intervention years. In 2015, the mean volume ordered for
an RBC transfusion was 10.81 + 6.19 mg/kg (n=4,877 transfusion). In 2019, this value
was reduced to a mean of 9.09 £ 4.41 mg/kg (n = 6,527 transfusions) and this difference
was statistically significant using an independent samples t-test (ts372 = 16.537; p < 0.05).

When looking at the mean hemoglobin in the 24 hours prior to transfusion, the
mean hemoglobin levels in 2015 group were 7.77 £ 1.57 g/dL compared to 7.34 + 1.48
g/dL in the 2019 group. This difference was statistically significant using an independent
samples t-test with equal variances assumed (tgos3= 13.436, p < 0.05).

Transfusion Reaction

A total of 25 transfusion reactions were identified in this sample, with 10
occurring in 2015 and 15 in 2019. This difference of incidence of transfusion reactions
was not statistically significant (y~ = 0.47, df = 1, p=0.49). See Table 4 for details of the
transfusion reactions on both the pre- and post-intervention years.

Transfusion Utilization

To explore the relationship between transfusion utilization between the pre- and

post-intervention groups, generalized estimating equation was used with the severity

level as a categorical factor and covariates of total days in ICU and overall length of stay.
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In this model, overall length of stay and severity level were significant predictors of
transfusion utilization (see Table 5). In the model, increasing level of severity
(categorized by the 3M™ APR DRG Severity of Iliness Level) led to increasing
likelihood of having a transfusion during that administration (p < 0.05). The year and
whether or not the hospitalization included ICU care were not statistically significant in
the model (p = 0.105 and p= 0.08, respectively).
Economic evaluation
Program inputs

Salaries costs were the primary program input evaluated in this study and
included staff salaries and estimated hours to the project. Detailed information regarding
salary cost calculations per individual role is presented in Table 6. Percentiles of the
pediatrician salaries were not available from the United States Bureau of Labor Statistics
Occupational Employment and Wage Statistics May 2021, but minimum and maximums
are presented in Table 6 using the 10" and 90™ percentiles of other staff and median
estimates for pediatricians. Median estimates for pediatricians were used for overall
salary inputs costs given that ranges were unavailable. Including all the different
participants for the guideline development and transfusion safety work, program inputs
totaled to $355,863. Using a range of 10" and 90" percentiles for salary to provide a
sensitivity analysis, these estimated costs ranged from $318,361 and $464,866.
Outputs transfusion

Activity-based cost estimates for transfusion were taken from Shander et al.
(2010) and were adjusted for inflation to be comparable with salary estimates to 2021.

Since Shander and colleagues’ (2010) analysis was reported in 2009 dollars, these were
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adjusted to be comparable with 2021 wage data with an 32.5% inflation rate between
December 2008 and December 2021 according to the U.S. Consumer Price Index (U.S.
Bureau of Labor Statistics, n.d.). As such, the activity-based costs were as follows for an
RBC transfusion: minimum $692.27; mean $1007.90; maximum: $1568.88. See Table 7
for detailed information regarding activity-based cost estimates for the pre- and post-
intervention groups. Using these estimates, transfusion activity-based costs averaged
$4,917,544 in 2015 (range $3,377,585 to $7,654,566) and $6,595,698 in 2019 (range
$4,530,215 to $10,266,751).

Transfusions per hospitalization were calculated by the total number of
transfusions ordered divided by the number of hospitalizations for the pre- and post-
intervention groups. To create a comparable measure, these estimates were multiplied by
10,000 admissions and activity-based costs were calculated using previously described
estimates that were adjusted for inflation (Shander et al, 2010). Details about the
estimates for the rates can be seen in Table 8 for calculations based on hospital
admissions. To account for the differences in length of stay between the years,
transfusions per 10,000 patient days were calculated and details can be found in Table 9.

Activity-based costs based on number of transfusions per 10,000 hospital
admissions were higher in the 2019 cohort than in the 2015 cohort. This resulted in an
overall increase of $245,273 (with a range of $374,518 to $848,764). When looking at
transfusions per 10,000 patient days, this persisted with 44 more transfusions per 10,000
patient days and an increased cost as well. This difference was estimated to be an

increase of $44,544 (range $30,595 to $69,337) per 10,000 patient days. These
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Discussion

This study described transfusion practices during hospital admissions for pediatric
patients and evaluated the impact of PBM interventions on RBC transfusion utilization,
transfusion-associated adverse events, and the overall economic impact. Overall, hospital
admissions increased notably between the pre- and post-intervention years with more
hospitalizations that included ICU care . While this study found increased costs related to
transfusion administration when looking at the number of transfusions ordered, fewer
overall hospitalizations had RBC transfusions administered during their stay, lower
volumes of RBCs were ordered per transfusion, and there was a lower hemoglobin value
prior to the RBC transfusion being ordered.

As pediatric patients use weight-based dosing for medications and transfusion
volumes, the volume of transfusion ordered and pre-transfusion hemoglobin are
surrogates for understanding guideline adherence since the guideline and CDS explicitly
made recommendations in this area. This study found statistically significant reductions
in both the volume of transfusion and the pre-transfusion hemoglobin. While the mean
difference is fairly small, this large sample size indicates that it is likely that the PBM
work reduced exposure to transfusion through reducing the volume ordered at a time with
CDS. Unfortunately, it was not possible to identify those who had decided against
ordering a transfusion after reading the CDS at the time of order entry. Despite those
limitations, the data show a reduction which suggests overall guideline adherence.

An increase in absolute numbers of transfusion associated circulatory overload
were identified in the post-intervention group. As the overall mean volume of transfusion

per kilogram of body weight decreased in the post-intervention group, this increase may
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be attributable to the increase in situational awareness, recognition, and reporting rather
than an increase in incidence.

This study failed to demonstrate that a PBM program was effective in reducing
transfusion utilization at the hospitalization level when controlling for potentially
confounding factors such as severity of illness, overall length of stay, and ICU admission.
While this study identified increased costs of the program and increased absolute number
of transfusions, the economic impact of potentially avoidable TAAEs was not able to be
established. It is also possible that PBM program costs can not be recovered in the time
frame used in this study.

In looking to the economic literature, the estimates using adjusted rates for
activity-based costing were not too different from those included in Burns and colleagues
(2019) for outpatient transfusion-related costs in Australia. While Burns and colleagues
(2019) noted a lower total per unit costs of $659.59, this finding occurred in a public
health service country, which theoretically could reduce costs through a public health
system when compared with the United States. Other areas with public health systems
such as the United Kingdom have identified lower transfusion costs (Stokes et al., 2018).

When looking at the cost-effectiveness program, the findings of this study differ
when comparing to other programs. While Indelen and colleagues (2021) included
different costs in their estimation compared with this study, they found an overall cost-
effectiveness of a transfusion improvement program in Turkey in adult patients and noted
a decrease in the number of transfusions as a result of this work. Consistent with the
findings of Leahy et al. (2017), this PBM program also resulted in a reduced mean pre-

transfusion hemoglobin level and decreased volume of transfusion. This study did not
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find an overall cost-effectiveness when compared to Leahy and colleagues (2017), but it
is notable that their analysis compared the number of red cell units issued with the
denominator of total population regionally that the hospitals served in a public healthcare
system.

Strengths and Limitations

This study’s strengths include the volume of hospitalizations evaluated across a
health system, where prior research was limited in the pediatric population and relied on
large health system data that included adult patients or in smaller, more focused pediatric
studies.

There are several potential limitations to the study. First, with any retrospective
data, there were challenges in characterizing sub-populations that may require more
transfusions or that may be at higher risk for transfusion reactions given the nature of the
data collected in the EHR. For example, while many patients who are being treated for a
hematologic or oncologic disorder and are more likely to need a transfusion are often
admitted on the hematology/oncology floor or have their transfusion ordered by a
hematologist or oncologist, this practice is not universally true. Billing data, while more
easily available, often lacks the nuance that would give us a richer picture. We also know
that transfusion reactions are under-identified with passive reporting systems (Sahu &
Bajpai, 2020, Hendrickson, et al.2016; Raval, et al., 2015), and this limitation is possible
in this sample as well.

Given those limitations, the use of additional variables such as the 3M™ APR
DRG Severity of IlIness score, ICU length of stay, and overall length of stay were used as

proxy variables. This study also excluded transfusions that were given in outpatient
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settings such as the emergency center, infusion center, or clinic, as many of the PBM
interventions were primarily targeting the inpatient settings.

Changes in the process as a result of the PBM efforts also added challenges to the
data analysis. As a result of the PBM initiatives, several improvements were made to the
EHR during the intervention period between 2016 and 2018 to improve provider
transfusion ordering and nursing documentation. Given these differences, the ordering
volume was used for the analysis, and although not all transfusions are given in their
entirety, an overwhelming majority of them are.

For the economic analysis, there were several limitations. The costs were
estimated retrospectively and not collected in real time, and therefore some of the hourly
contributions may have been under- or over-estimated. Also, the capital costs of the
software to implement the blood transfusion administration module within the EHR were
not available, and therefore were not included in this analysis. Another limitation is that a
major component of PBM is avoidance of TAAES, which were not incorporated in this
analysis because no activity-based costing estimates exist for pediatric TAAES. Future
research is needed in this area to better understand the economic impact of TAAES in
pediatrics.

Implications for Research and Practice

With the increasing focus on preventing patient harm, clinicians and researchers
need to better understand the impact of PBM on pediatric patient outcomes. This research
adds to the growing body of literature on optimization of RBC transfusion in pediatric
patients. Further research could help us better identify how to support de-implementation

of over-used interventions, or “the process of identifying and removing harmful and low-
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value practices based on tradition and without scientific support” (Upvall & Bourgault,
2018, p. 379). Excess transfusion either through administering RBC transfusions when
other methods to address anemia could be used, administering higher RBC transfusion
volumes when not indicated, or other transfusion practices may be inadvertently causing
harm to patients.

To better understand the economic impact of these interventions, pediatric
researchers can further explore the activity-based costs for pediatric transfusions.
Currently, there are no recent estimates for pediatric red blood cell transfusion activity
costs which can take a significant amount of time for both nursing and the blood bank to
prepare and administer the transfusion, observe responses, and intervene for any
reactions. While this study estimated costs retrospectively, future research could gather
these costs prospectively to better estimate the cost of these programs and compare them
to patient outcomes. Another area of economic research includes the impact of pediatric
transfusion reactions. This study quantified the overall incidence in hospitalized pediatric
patients in a large system, but the economic impact is not well understood. While current
estimates in the United States are not available, Ribed-Sanchez and colleagues (2018)
have estimated the economic and social costs of adverse events associated with blood
transfusions in Spain and Janssen and colleagues (2018) estimated these costs based off
expert opinion in the Netherlands. Future research could quantify these for pediatric
patients in the United States health context.

Conclusion
Patient blood management programs use interdisciplinary interventions to

optimize transfusion with the intent to reduce unnecessary exposure to blood products
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and promote patient safety (Goobie et al., 2019). This study explored the impact of a
PBM program on pediatric hospitalized patients at a large tertiary academic medical
center. The results suggest that this work was effective in reducing the mean hemoglobin
pre-transfusion for RBC transfusion and reduced the mean volume of transfusion when
adjusted for severity of illness and length of stay. The results of the cost-benefit analysis
suggest that this investment in safety did not correspond with decreased utilization costs.
More research is needed to understand the impact of reductions in transfusion-associated

adverse events and their true cost.
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Table 1

Sociodemographic Characteristics of Hospitalizations
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Sociodemographic Pre-PBM Post-PBM Total p value
Characteristics Intervention Intervention
Group (2015) Group (2019)
Number of Hospital 16519 18726 35245
Admission
Unique Patients 11970 13459
Mean age at 7.14(SD5.65) 7.2(SD5.67)
admission (years)
Gender
Female 7864 (47.6%) 8877 (47.4%) 16741
Male 8652 (52.4% 9833 (52.5% 18485
Ethnicity p =0.126
Hispanic or 6784 (41.1%) 7880 (42.1%) 14664
Latino
Not Hispanic or 9380 (56.8%) 10469 (55.9%) 19849
Latino
Race S peoos
American Indian 54 (0.3%) 78 (0.4%) 132
and Alaska
Native
Asian 811 (4.9%) 918 (4.9%) 1729
Black of African 3212 (19.4%) 3938 (21%) 7150
American
Hispanic or 1 (<0.1%) 2 (<0.1%) 3
Latino
Native Hawaiian 22 (0.1%) 37 (0.2%) 59
and other Pacific
Islander
White 12066 (73%) 13244 (70.7%) 25310
Payor p <0.01
Commercial 6956 (42.1%) 8030 (42.9%) 14986
In-State Medicaid 5786 (35.5%) 4050 (21.6%) 9836
Medicare 59 (0.4%) 55 (0.3%) 114
Other 2978 (18%) 5484 (29.3%) 8426
Government
Other Payor 133 (0.8%) 208 (1.1%) 321
Self-pay 444 (2.6%) 665 (3.6%) 1109
Tricare 163 (1%) 234 (1.2%) 397




Note. Gender, ethnicity, and race are self-reported upon admission. SD = standard

deviation.
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Table 2

Clinical Characteristics of Hospitalizations

Pre-PBM Post-PBM
Clinical Intervention Group Intervention Group
p value
Characteristics (2015) (2019)
n=16519 n=18726
Length of Stay 6.75 (SD 20.79) 7.1 (SD 20.05) p=0.1
in days™ (mean)
Length of Stay 3 3 p=0.8
in days
(median)
Admission 3056 (18.50%) 4513 (24.10%) p<0.01
included ICU
Stay”™ n (%)
Total Days in 0.91 (SD 5.55) 1.46 (SD 8.56) p<0.01
ICU across
groups (mean)
Total Days in 4.9 (12.11) 6.02 (16.62) p=0.01
ICU for only
with ICU flag
(mean)
Total Days in 2 3 p=0.2

ICU (median)
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3M APR DRG p<0.01
Severity of
[lIness Level
Extreme 2344 (14.12%) 2485 (13.28%)
Major 4698 (28.46%) 5119 (27.35%)
Moderate 5654 (34.25%) 6969 (37.25%)
Minor 3812 (23.09%) 4138 (22.12%)
Transfusion 1854 (11.22%) 1960 (10.47%) p=0.02

ordered during

hospitalization”®

Experienced 10 (0.54%) 15 (0.77%) p=0.49
Transfusion

Reaction?

Note. SD, Standard deviation
* Statistically significantly different using 2-sided independent samples t-test with p <
0.05.

A Statistically significantly different using 2-sided 2 with p < 0.05.



Table 3

Clinical characteristics of transfusion
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Pre-PBM Post-PBM
Clinical Intervention Group Intervention Group
p value
Characteristics (2015) (2019)
mean SD mean SD
Pre-transfusion 7.78 1.57 7.34 1.48 p<0.01
hemoglobin
(mg/dL)*
Volume of 10.81 6.19 9.09 4.41 p<0.01

transfusion

(mL/kg)*

Note. SD, Standard deviation

* p<0.05 for independent samples t-test.



Table 4

Frequency of transfusion reactions
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Transfusion Reaction

Pre-PBM Intervention Group

Post-PBM Intervention

(2015) Group (2019)
ABO incompatibility 1 0
Anaphylactic reaction 1 0
due to administration
of blood and blood
products
Febrile non-hemolytic 2 5
transfusion reaction
Transfusion- 2 7
associated circulatory
overload
Transfusion-related 0 1
acute lung injury
Vascular 1 1
complications
following transfusion
Unspecified 3 3

transfusion reaction

Note. Some patients had multiple transfusion reactions in 2019.
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Table 7

Activity-Based Transfusion Actual Cost Estimates

Transfusions Hospitalizations Cost Min Cost Cost Max

($USD) Mean ($USD)

($USD)
Pre-PBM
Intervention 4879 16519 3,377,585 4,917,544 7,654,566
Group (2015)
Post-PBM
Intervention 6544 18726 4,530,215 6,595,698 10,266,751

Group (2019)

Note. Activity-based cost estimates for transfusion were taken from Shander et al. (2010)
and were adjusted for inflation to be comparable with salary estimates to 2021 (costs
were reported in 2008 $USD). With an assumed 32.5% inflation rate between 2008 and
2021, the activity-based costs were as follows: (minimum $692.27; mean $1007.90;
maximum: $1568.88).

Reference: Shander, A., Hofmann, A., Ozawa, S., Theusinger, O. M., Gombotz, H., &
Spahn, D. R. (2010). Activity-based costs of blood transfusions in surgical patients at

four hospitals. Transfusion, 50(4), 753-765. https://doi.org/10.1111/j.1537-

2995.2009.02518.x



https://doi.org/10.1111/j.1537-2995.2009.02518.x
https://doi.org/10.1111/j.1537-2995.2009.02518.x

Table 8

Projected Activity-Based Cost Estimates per Admissions
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Transfusions Estimated Estimated Estimated
per 10,000 Minimum Mean Cost Maximum
admissions  Cost (3USD) ($USD) Cost (3USD)

Pre-PBM 2,953 2,044,273 2,976,329 4,632,903
Intervention Group

(2015)

Post-PBM 3,494 2,418,791 3,521,603 5,481,667
Intervention Group

(2019)

Calculated +541 374,518 545,273 848,764

difference between

2015 and 2019

Note: Activity-based cost estimates for transfusion were taken from Shander et al. (2010)

and were adjusted for inflation to be comparable with salary estimates to 2021 (costs

were reported in 2008 $USD). With an assumed 26.3% inflation rate between 2008 and

2021, the activity-based costs were as follows: (minimum $692.27; mean $1007.90;

maximum: $1568.88).
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December 22, 2021

Baylor College of Medicms

Office of Rasearch
ADAM VOGEL i
BAYLOR COLLEGE OF MEDICINE %BHS']-%T P]azfl.uﬁggD
TCH PEDI SURGERY uston, lewas

Phone: (713) 798-6570
Fax: (713} T98-6990
Email: irb@bcm.adu

H-49187 - COST BENEFIT ANALY SIS OF A PEDIATRIC PATIENT BLOOD MANAGEMENT PROGRAM
APPROVAL VALID FROM 4/12/2021 TO 12/22/2025

Dear Dr. VOGEL

The Institutional Review Board for Human Subject Research for Baylor College of Medicine and Affiiliated Hospitals (BCM
IRB) is pleased to inform you that the research protocol named above was reviewed and approved by Expedited
procedures on 4/12/2021 by Board 6.

The study does not require continuing review but will reguire a 5 year renewal check in with the IRB Office. You will
receive an email renewal reminder notice prior to study expiration; however, it is your responsibility to assure that this
study is not conducted beyond the expiration date.

FPlease be aware that only IRB-approved informed consent forms may be used when written informed consent is required.

Any changes in study or informed consent procedure must be submitted to the IRE as an amendment for review and
approval prior to implementation unless the change is necessary for the safety of subjects. In addition, you must inform the
IRB of adverse events encountered during the study or of any new and significant information that may impact a research
participants’ safety or willingness to continue in your study.

Research that has been approved by the BCM IRE may be subject to further appropriate review and approval or
disapproval by officials of the institution(s) where the research will be conducted. However, those institutional officials may
not approve the research if it has not yet been approved by the IRB.

The BCM IRE is organized, operates, and is registered with the United States Office for Human Research Protections
according to the regulations codified in the United States Code of Federal Requlations at 45 CFR 46 and 21 CFR 56. The
BCM IRE operates under the BCM Federal Wide Assurance No. 00000286, as well as those of hospitals and institutions
affiliated with the College.

Sincerely yours,

— //"i;nhe ~;;;;;#
k |.-’,-f Full %,I
e i [AAERPP ;|
\’5:‘:“ P"Illr(?‘f:f"'/d*,

FLOR MUNOZ-RIVAS, M.D_, M.S.
Institutional Review Board for Baylor College of Medicine and Affiliated Hospitals

https:/ibrain.bemeduiespi/reports/Human/Approval . asp?protocol=44352 38 e_code=0 1M
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| [
. .-
UTHéa ltl1 Committaa for the Protoctisn of Human Subjects

The University of Texas
Haatth &cienoe Earder 3t Housion

NOTICE OF PERMISSION TO UTILIZE SMART IRE RELIANCE AGREEMENT |

RE of Record: Baylor College of Medicine IRB
September 30, 2021

Pl: Karen Gibbs,
HSC-SN-21-0310 -Cost Benefit Analysis of a Pediatric Patient Blood Management Program

PROVISIONS: This permission relates to the research to be conducted under the above
referenced title. Consent must comply with the UT required In Case of Injury section and
HIPAA Authorization language.

Please contact the lead study team to determine what is required by the IRB of record.

The research should not be initiated until all necessary institutional approvals and signatures
have been obtained including but not limited to a fully executed clinical trial agreement and
Memoerial Hermann Hospital approval (if the research is being conducted at a MHH facility).



Appendix C

Data Use Agreement

72



DATA USE AGREEMENT

This Data Use Agreement (“Agreement”) & made and entered mto as of ths 24 day of May, 2021 by and
between BAYLOR COLLEGE OF MEDICINE (“BAYLOR™) with principal offices bocated at One
Baylor Plara, Houston, Texas 77030, and. The University of Texas Health Science Center at Houston
“RECIPIENT") with principal offices located at 7000 Fannm Street, Houston, TX 77030, mdiwvidually, a
“Party,” and collec tively, the ““Parties.” The effective date of this Agreement is the date of the last signature.

WHEREAS, Dr. Cathy Rozmus will service as Principal Investizator, on the behalf of Karen Gibbs
on thi project.

WHEREAS, BAYLOR may Disclose or make available to RECIPIENT certam Protected
Health Information (“PHI) m the form of a Limited Data Set, as defined below, and RECIPIENT may
receive, Use, Disclose, transmit, maintain or create from the Limasted Data Set certain mformation for
purposes of research, public health, or health care operations as provided below: and

WHEREAS, BAYLOR, a Covered Entity as defined by the HIPAA Rules, and RECIPIENT are
committed to comply with the Privacy, Secunty, Breach Motification, and Enforcement Rules at 45 C.F.R
Parts 160 and 164 of the Health Insurance Portability and Accountability Act of 1996, known collectively
as the HIFAA Rules, and the Health Information Technelogy for Economic and Chnical Health Act
{HITECH) amendments to the HIP A4 Rules; and

WHEREAS, BAYLOR & required to obtain assurances from RECIPIENT that RECIPIENT will
only Use or Declose PHI as permitted by the Agreement, and:

WHEREAS, the Parties enter mto this Agreement as a condition to BAYLOR furmishing the
Lmited Data Set to RECIPIENT once RECIPIENT has provided assurances about s Use and Disclosure
of the Limited Data Set.

NOW, THEREFORE, m consideration of the mutual covenants and representations contained
herein, the Parties agree as follows:

A, DEFINITIONS

Capitalzed terns used but not otherw se defined in this Agreement shall have the same meaning as those
terms in the HIPAA Rules.

I. Limited Data Set . Unless otherwise required by the HIP A4 Bules, the term “Limited Data Set™ shall
mchude only the followmng Direct Identifiers of the Indnidual or of relatives, employers or houschold
members of the Indndual:

a) Dates of treatment, admission, discharge

b) Harth date, date of death

¢} Age (nchiding age 90 or over)

d) Geographic subdivisions such as state, country, town, city, precmct, and zip code

¢} Unique codes or identifiers that are not direct sentifiers or replicates of a part of direct identifiers.

2. Direct ldentifiers, Direct Identifiers of the Individual or of relatives, employers, or household members
of the [ndrvdual are not allowed:
a) Names
b} All geographic subdivisions smaller than a State, mclidmg street address, city, county, precinet,

Pagel of B
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#ip code, and their equivalent geographic codes, except for the initial three digits of a zip code if,
according to the current publicty available data from the Burean of the Census: (1) The geographic
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unit formed by combining all zip codes with the same three initial digits contains more than 20, (00
people; and (2) The initial three digits of'a zip code for all such geographic units containing 20, 000
or fewer people s changed to (0.

c) Al clements of dates {except year) for dates directly related to an ndividual, inchiding brrth date,
admission date, discharge date, date of death; and all ages over 89 and all clements of dates
(inchiding year) indicative of such age, except that such ages and clements may be aggregated into
a single category of age 90 or older

d) Telephone numbers, fax numbers

2] Electronie mail addresses

f} Socil Securiy numbers, medieal recond numbers, health plan beneficary numbers

g) Account numbers, Certificate/license numbers

h) WVehicle identifiers and senal numbers, mebdng beense plate numbers

i) Device identifiers and senial numbers

1) Web Universal Resource Locators {URLs )

k) Internet Protocol (1P) address numbers

I} Biomeiric dentifiers, ncludng finger and voice prints

m) Full face photegraphic images and any comparable image

n) Amy other unique dentifying number, charactersix, or code, except as permitied as a means of
record identification to allow mformation de-identified to be re-identified.

3. Commercial purposes: Thesale, lease, beense, or other transfer of the Limited Data Set toa for-profi
organiation {other than RECIPIENT) and shall also mclude uses of the Limied Daia Set by any
organization, nchidng RECIPIENT, to perform contract reseanch, to produc e or manufac ture producs
for general sale, or to conduct research activities that result in any sale, lease, license, or trans fer of the
Limited Data Set to a for-profit organization.

B. 5COPE AND PURPOSE

I. Ths Agreement sets forth the terms and conditions pursuant to which BAYLOR will Disclose certan
PHI in the form of a Limited Data Set to RECIPIENT.

2. Exceptas otherwise specified by this Agreement. RECIPIENT may make all Uses and Disclosures of
the Limited Data Set necessary for the designated research, public health, or heakh care operations s
deseribed herem: research ( Permitted Data Use™). If the Permitted Data Use & for research it will be
used m accordance with the IRB approved protocel and provide the IRB protocol number: Bavlor IRB
protocol nunba H-4%1 87,

3. Any and all other studies or uses of the Limited Data Set are expressly prohibited and may not be
pursued by the RECIPIENT, any member of the RECIPIENT S staff or any agent or subcontractor of
the RECIPIENT without written approval of BAYLOR.

4. The Limited Data Set shall not be used for any commercial purposes.

5. In addmion to the RECIPIENT, there are no other mdividuals, or classes of mdividuals, who are
permitted to use or receive the PHI contamed within the Limited Data Set for the Permitted Data Use.

fi. The Lmited Data Set to be provided by BAYLOR o the RECIPIENT per the Drata Use Agreement for
the Fermitted Diata Use consists of the follwing Direct ldentifiers (see defmition of Limited Data Set
for allowed Direct Identifiers ): dates of admisson and discharge, birth date, age will be de-identified
into categorical variables prior (o transmission.

Page3 of 8
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Additional data to be provided with the Limited Data Set that are not Dwect ldentifiers are as follows:

- sex

. race/ethnicity

- pavor staius

. date of hospital encounter

= date of hospital discharge

* weight m Kilograms

* ICU length of stay

* hospital length of stay

. severity of illness (3M APR DRG Classification System)
* transfusion admingtration during the hospitalization

. presence of trauma team actrvation (CPT code GO390

If the patient received a ransfusion, additional data elements will nchude:

- date of trans fusion(s)

. previcus hemoglobin kevel prior to cach admmstraion of the transfusion

- violume of red blood cell unit{s) or millilters {mL)

. iodal volume and numbers of red blood cell units transfused durmg the admission

. locaiion of adminsiraton of ransfusion(s) {Le. emergency room, inpatient uniis, or criical
Ccare unims)

- meidence of transfus on-related adverse events | ransfusion-related acute lung mpury,

ransfusion-associated circulatory overload, acute or delayed hemobytic trans fusion
reactions, anaphylactic trans fusion reactions, transfusion-transmitted bacterial mfiection,
mmunclogic trans fusion reactions (urticaria) and febrile non-hemolytic ransfus on
reaction) using the dagnosis codes: 999,60 to 9949 9% and ICD-10 codes nchudmg THOL22,
THO2Y, THOI, TRl S, TR0 A, TH.51, TREO9L, TR0Y2 smnce the transiion nrcnding systems
spanned the duration of the study.

7. Deseribe n detail how RECIPIENT will secure and protect the Limsted Data Set meluding but not
limited to a description of the security of any databases to be used and how the Limited Data Set will
b transmitted, if applicable, and stored : the data will be stored m a password-protecied network doe
at UTH with only access o people who on the approved rescarch protocol.

COOBLIGATIONS AND ACTIVITIES OF RECIPFIENT
I. RECIPIENT agrees to the followmng:

a] Tonot Use or further Disclosethe Limited Data St for any purpose other than as permitied by the
Data Use Agrecment or as Required by Law;

b} To use appropriaic daia security measures and other safeguards to prevent napproprate Use or
Disclosure of the Limited Data Set other than as provided by this Agreement;

¢) Tonotify BAYLOR, in writng, of any Use or Disclosure of the Limited Data Set not provided for
by this Agreememt of which RECIPIENT becomes aware, incliding without limiation, any
Disclosure of PHI to an unauthorized employee, agent or subcontractor of the RECIPIENT, within
ten { 10) days of its discovery;

PFaged of 8
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d) To ensure that any agent and’or subconiractor of RECIPIENT to whom & provides the Limited
Data Set agroes, m writing, to the same standards, restnictions and condiions that apply through
this Agreement to the RECIPIENT.

¢) Tonotidentify the mformation contamed mn the Limited Data Set or contact the Individual’s.

f) Tomnot create, receive, mamtam, transmi, Use or Disclose the Limited Data Set outside of the
United States.

2. The Data Use Agreement does not authorze the RECIPIENT to Use or Disclose the Lmuited Diata Set
for the Permitted Data Use in a manner that would violate the requirements of the HIFAA Rules if done
by BAYLOR.

3. RECIPIENT will mdemmnity, defend and hold harmless BAYLOR and any of BAYLOR'S affilmtes,
and their respective trustees,, of ficers, directors, employees and agents { “Indemnitees™) from and against
any claim, canseof action, lability, damage, cost or expense (includng, without Emitation, reasonable
attorney”s fees and court costs) arismg out of or m connection with any unauthored or prohibited Use
or Disclosure of the Limited Data Set or any other breach of this Agreement by RECIPIENT or any
subcontractor, agent or person under RECIPIENT” S control.

4. RECIPIENT understands that violations of the terms of this Agreement by RECIPIENT may be
considered violations of the federal HIPAA Rules.

. TRANSFER OF DATA

After execution of this Agreement. BAYLOR shall defiver the Limited Data Set and any additional data
that are not direct identfiers as provided in Section B, 7. to the RECIPIENT m the follow ing secure manner:
by secure email.

RECIPIENT:  Name: Karen Gibbs

Tithe: Dioctoral Student
Address: 691 Bertner Ave, Houston, TX 770340

E-mail address: karen.d. gibbs@uth tme.edu
Phone: B32-72E-D06T
Other: kadivalei@texaschildrens.org

E TERM AND TERMIMATION

1. This Agreement shall termmate when all of the Limited Diata Set, mchuding copies or replicas, provided
by BAYLOR to RECIPIENT for the Permitted Data Use i destroyed, as evidenced by a Certificate of
Destruction, or securely returned to BAYLOR. If it s not feasible to retum or destroy the Limited Data
Set, appropriate data protection and safeguards are extended to the Limited Data Setin accordance wih
the requrements of the HIPAA Rules and this Agreement fior as long as the Limited Data Set remains
m possession by the RECIPIENT.

2. Destruction of the Limited Data Set must be in accordance with mdusiry standards and processes for
ensuring that reconstruction, re-use, and'or re-disclosure of the Limited Data Set is prevented after
destruction using a method effective for the media i which the Limited Data Set s contained.
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Either Party may terminate this Agreement for a material breach by the other Party, if such breach &
not cured to the satis faction of the non-breaching Party within thirty (30) days after the non-breaching
Party gives written notice of the breach to the breaching Party

F. MISCELLANEDUS

A reference m this Agreement to a section in the HIPAA Rules means the section as amended or as
renumbered.

The parties agree to take such action as 5 necessary to amend this Agreement from time to time as 5
necessary for Covered Entity to comply with the requirements of the HIP AA Rules.

The respective obligations of RECIPIENT under Section C of this Agreement shall survive termmation
of this Agreement.

Any ambiguity i this Agreement shall be resobved to permit BAYLOR to comply with the HIPAA
Rules.

There are no miended thed party beneficiaries to this Agreement. Without m any way bmitng the
foregomg, it s the Parties” specific mtent that nothing contained n this Agreement gives rise to any
right or cause of action, contractual or otherwise, in or on behalf of the mdwiduals whose PHI is Used
or Disclosed pursuant to this Agreement.

Mothing i this Agresment shall be construed to create: (i) a parmership, jont venture, or other joint
business relationship between the Parties or any of their affilates; (i) any fiduciary duty owed by one
Party to another Party or any of its affilates; or (@) an agency or employment relationship between the
Partics or any of their affiliates.

Failure or delay on the part of either Party to exercise any right, power, prvilege or remedy hereunder
shall not constitute a waver thereof. No provision of this Agreement may be waived except by an
agreement in writing signed by the wanmg party. A waver of any term or provsion shall not be
construed as a wamver of any other term or provision.

The persons signing below have the right and authority to execute ths Agreement and no further
approvals arc necessary 1o create a binding agrecment.

The provisions of this Agreement shall be severable and, i any proviion of this Agreement shall be
held or declared to be illegal, invabid or unenforceable, the remamder of this Agreement shall continue
m full force and effect as though suchillegal, invabd or unenforceable provision had not been contamed
herem.

. Thedescriptve headmgs of the articles, sections, subsections, exhibits and se hedules of this Agreement

are mserted forconvenience only, do not constitute a part of this Agreement, and shall not affect m any
way the meanmg or mterpretation of this Agreement.

. Inthe event of any conflict between the terms and conditions stated within this Agreement and those

contamed within any other agreement or understandmg between the partics, writen, oral or mphed,
the terms of this Agreement shall govern. Without bmigng the foregoing, no provision of any other
agreement or understanding betw cen the parties limiting the ability of RECIPIENT to BAYLOR shall
apply to the breach of any covenant i this Agreement by RECIPIENT.
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12. This Agreement shall be construed m accordance with and governed by the laws of the State of Texs
or jurisdiction of BAYLOR without regard to apphcable conflict of laws principles. Any suit, ac tion or
proceeding agamst ether Party with respect to this Agreement shall be brought i the state or federal
courts Jocated m Harris County, Texas, and the other Party hercby submits to the non-exclusmve
jqurisdiction of such courts for the purpose of any such suit, action or proceeding.

13. Any notices pertaming to this Agreement shall be grven i wrimng and shall be deemed duly given
when personally delivered to a Party or a Party’s authoreed representatrve as listed below or sent by
means of a reputable overnight carrier, or sent by means of certified mail return receip requested,
postage prepaid. A notice sent by certified mail shall be deemed given on the date of receipt or refusal
of receipt. All notices shall be addressed to the appropriate Party as follows:

If to BAYLOR IT to RECIPIENT
Baylor College of Medicine Karen Gibbs

Chief Compliance Officer Dioctoral Candidate
One Baylbor Plaza G901 Bertner Ave
MS BCM265 Houston, TX 77030

Houston, Texas 77030

14. This Agreement & bindng wpon and mures to the benefit of the Parties hereto and ther respective
successors and permitted assigns. However, nether Party may assign any of its rights or delegate any
of its obligations under this Agrecment without the prior wintten consent of the other Party, which
consent shall not be unreasonably withheld or delaved. Notwithstanding any provisions to the contrary,
however, BAYLOR retams the nght to assign or delegate any of s rights or obligations hercunder o
any of s wholly owned subsidiaries, affiliates or successorcompanics. Assignments made in viokation
of this provisioen are null and void.

15. This Agreement, together with all exhibits, schedules, nders, and a.m:n:hl.cnls,:il’qrp&:ab]t, which are
fully completed and signed by authorzed persons on behalf of both Parties from time to time while this
Agreement & i effiect. constitutes the entire Agreement betw sen the Parties hereto with respect to the
subject mamer hereof and supersedes all previous writen or oral understandings, agreements,
negotiations, commitments, and any other wrting and communication by or between the Parties wth
respect 1o the subject matter hereof. In the event of any nconsstencies between any provisions of this
Agreement i any provisions of the exhibits, sehedules, riders, and Amendment, the provisions of this
Agreement shall control.”

6. An electronic copy or facsimile of a signature hereto will be binding upon the signatory as if & were an
original signature.

IN WITNESS WHEREOF, the parties have executed this Agreement effective upon the Effective Date set
forth above.

BAYLOR COLLEGE OF MEJIE'IN.I:Z_H The University of Texas Health Science Center at
Leanne B. Sl:ﬂtt, E;:'C:L. PR Howston . ) Dty s g i Bk
By: PhD S s kb By: A o e o i i et
{Authorized Signature) [ Authoreed Signature)
Print name: Leanne Scott Prnt name: Krstn Parks
Title: Executrve Director, Sponsored Programs Tutke: Director, CRFA
SPA
Dhate: 032 112021 Diate: OTi21
Page? of B

Updanesd O1.05 5005 ba
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Read and Understood: Princ iple Investigator signature
Mame: Dr.Adam Vogeel

Signature,__Jede, i

Date, 5242021/ °

Page 8 of 8
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OFFICE OF RESEARCH

Dree Baylor Plaza, BOMI10
Hiouston, Texas 770E0-3411

S (713) 738 - 995
Medicine (713) 788 - 2721 Fax
azpbu@@bom.edu
GIVING LIFE TO POSSIRLE
COMNFIDENTIAL

December 7, 2021

Cynthia Edmonds, MLA

IRB Director

University of Texas Health Sciences Center Houston
Committee For the Protection of Human Subjects
Cynthia.L Edrmonds@uth. tme.edu

Dear Ms. Edmonds,
Baylor College of Medicine is serving as the IRB of record for the following study:

Protocols:
+ Title: Cost Benefit Analysis OF A Pediatric Patient Blood Management Program

+ Baylor Protocol#: H-49187

+ Baylor Proposal¥: N/A

# Funding Source: M/A
The reliance of University of Texas Health Sciences Center Houston on Baylor College of Medicine for the review
and approval of this protocol was determined and conducted according to the reciprocal agreement described in
the UT System Reliance Agreement.

Please do not hesitate to contact me if you have any questions.

Sincerely,
Digitally sigeied by A Azobu
Amara DN: crmAmaea Aseibi, emBrybe
Colbigga of Madicing, su=IRE,
Azo bu amaileazobugbcm.edy, c=US

Dt 30211 207 162803 08T
Amara Azobu, M5, CIP
Director, Research Compliance
Institutional Review Board (IRB) Administrator
Baylor College of Medicine
Department of Sr. VP & Dean of Research
(713) 798-6995 Direct
(713) 798-2721 Fax
arobu@bem.edu
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