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North East Regional Transfusion Committee
Confirmed
NORTH EAST REGIONAL TRANSFUSION COMMITTEE MEETING
Lecture Theatre, NHS Blood and Transplant, Newcastle upon Tyne
Wednesday 2nd November 2016 1:30pm
Present:

Aimi Baird (AB) 
Transfusion Practitioner, Newcastle

Carolyn Carveth-Marshall Transfusion Practitioner, South Tees
Andrew Charlton (AC) 
Consultant Haematologist, NHSBT

Robin Coupe (RC)
Customer Services Manager, NHSBT

Anne Davidson (AMD)
Patient Blood Management Practitioner, NHSBT
Allistair Dodds (AD)
Consultant Anaesthetist and Chair of HTC, Sunderland - Chair
Adil Iqbal (AI) 
Consultant Haematologist and Chair of HTC, CDDFT 

Simon Lyons (SL)
Consultant Haematologist, Northumbria 
Martin Maley (MM)
RCI, NHSBT

Susanna Mathew (SM)
Consultant Haematologist, Sunderland

Chantal Morrell (CM)
Transfusion Laboratory Manager, CDDFT
Janet Nicholson (JN)
Transfusion Practitioner, North Cumbria

Nikki Redding (NR)
Haematology SpR, NHSBT
Janice Robertson (JR)
RTC Administrator, NHSBT - Minutes
Lianne Rounding (LR)
Training Co-ordinator, NHSBT

Janet Ryan (JR)
Transfusion Practitioner, CDDFT
Yvonne Scott (YS)
Transfusion Laboratory Manager, Newcastle

Lee Sudlow (LS)
Departmental Manager for Haematology, Blood Transfusion and Immunology for the South of Tyne

Russell Urwin (RU)
Transfusion Laboratory Manager, CDDFT

Jonathan Wallis (JW)
Consultant Haematologist, Newcastle and chair of NBTC
Karen Ward (KW)
Transfusion Laboratory Manager, Northumbria

Sue Wardle (SW)
Blood Conservation Link, Transfusion Practitioner, South Tees

Apologies:
Tina Biss (TB)
Haemostasis and Thrombosis link, Consultant Haematologist, Newcastle

Andrew Bracewell (AB)
Consultant Anaesthetist and Chair of HTC, Gateshead

Vaughan Carter (VC)
Head of centre, NHSBT

Jill Caulfield (JC)
Technical Manager for South of Tyne Laboratories

Joanne Curly (JCu)
Ass. Transfusion Practitioner, North Tees and Hartlepool

Lesley Davies (LD)
RCI, NHSBT
Martin Howell (MH)
Consultant Clinical Scientist, Head of H&I Laboratory, NHSBT

Henning Pauli (HP)
Consultant Anaesthetist and Chair of HTC, Newcastle 

Dianne Plews (DP)
Consultant Haematologist and Chair of HTC, South Tees

Deborah Sains (DS)
Transfusion Practitioner, Northumbria

Karen Simblet (KS)
QA Manager, NHSBT
John Sutton (JS)
Transfusion Laboratory Manager, Cumbria

Marie Walker (MWa)
Biomedical Scientist, North Tees and Hartlepool

Megan Wrightson (MW)
Transfusion Practitioner, South Tees
There was no representation from North Tees and Hartlepool 
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	AD welcomed the group and gave apologies.
PRESENTATIONS

· National O RhD-ve group 

Presented by Yvonne Scott
· Members encouraged to look at and use ‘O D neg Red Cell Toolkit’ on the hospitals and science website.  http://hospital.blood.co.uk/patient-services/patient-blood-management/o-d-negative-red-cell-toolkit
· Nomination of an O neg champion may be beneficial, consider arranging a regional forum for champions
· Ensure laboratory staff order what they require and leave to NHSBT to substitute if needed

· Discussion on differential component pricing 

Presented by Allistair Dodds
· JW to take comments to NCG meeting next week
MINUTES OF PREVIOUS MEETING 22.06.2016.

Minutes confirmed.  Can be posted on website.

Matters arising
· Regional protocol for major haemorrhage packs, 4:4:1.  
YS awaiting amendment to BCSH guideline re: Pre Thawed Plasma – expectation to extend to 120 hours by April 2016.  This may lead to other Trusts moving to holding pre thawed FFP.
· Poster for BBTS Harrogate (o neg wastage and usage) YS to  write a paragraph for the Hospital and Science web page; 
Blood Component use – discussion
· Introduction to new ‘highlight reports’
· The reports are new and following a trial period any necessary changes will be made. The colour co-ordinated boxes are used to identify higher or lower than the average issues. 
Update from NBTC
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Reports From HTC’s
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Progress with supply chain modernisation
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Clinical Quality Incidents
· No update 
Haemostasis and Thrombosis matters
· No update 
Blood conservation / PBM working group

· Final meeting for SW as she is retiring in January 2017, some interest within the TP group for her replacement. 

· Iatrogenic anaemia in ICU’s to be taken forward
EDUCATION AND TRAINING
11.1  RTC Study Day 2016 feedback
· Managing Major Haemorrhage.  

Tuesday 11th October 2016, Venue: The Durham Centre.
· Event very well received, group to forward suggestions for topics for next years event to AD / JR

11.2 Event for Medical Undergraduates
· Access to medical undergraduate training varies across region, but normally restricted to one session.  No space in curriculum.  
· Consider RTC sponsored event out of the hospital environment, via clinical sub deans.
11.3 Scientific and Technical Training
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· Availability of training laboratory to be confirmed prior to booking.  Hoping to have NHS England funding for 2017.
AUDIT      
12.1 National Audits
· 2014 Audit of transfusion in children and adults with Sickle Cell Disease – report pending

· 2016 Audit of Red Cell & Platelet transfusion in adult haematology patients - Audit completed. Report published.
· 2017 Audit of Red Cell & Platelet transfusion in adult haematology patients - re-audit Spring 2017

· Reports are available at  www.nhsbtaudits.co.uk
12.2 Wastage of platelets as a region.  
· Group decided not to proceed with this
12.3 Usage of Idarucizumab – antidote for Dabigatran 
· Contact AD / NR if Idarucizumab used.
12.4 Future surveys
· Group agreed a mini ‘Where does O neg go?’ survey would be useful
· AC to lead on project
· Consider 2 blocks of 2 weeks for data collection early 2017 
· Draft survey to be circulated for comment prior to commencement date.
REPORTS FROM RTC GROUPS

13.1 Novoseven Working group
· Region agreed to sharing burden of holding 2nd dose of Novoseven, Newcastle and South Tees agreed to hold stock. 
· This group will also review ways of identifying patients requiring Hep E neg components.  Universal testing may resolve this issue.
13.2 Transfusion Practitioners Group: 
· Next meeting Tuesday 29th November 2016.  Full day event.
13.2 Newcastle Blood Centre Users Group 
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13.4 MHRA Blood Consultative Committee  
· Following the BCC and National Retrieval Group (NRG) meetings last week;  fating of blood components used to support normo-thermic perfusion of solid organs for transplantation was discussed; a proposal  is to be sent to the MHRA. Details will be circulated once the MHRA have agreed the proposal.
 13.5 NBTC Laboratory Managers Group
· CMU anti-D/HAS tender

Security of supply is major issue and need controls. Currently very fragmented picture, looking to replicate Ig framework.  Please forward any concerns to KW.

· Staff training

Teleconference to discuss PTP degree accreditation. HCS degree linked to PTP programme. Will update at next meeting.

· Transfusion education and training

NHSBT looking to do survey to find out what is required. Is it practical skills or theoretical knowledge. In discussions with HEE re funding.

· Update on HEV

SABTO meeting 1st November 2016. Current workshops are looking at expanding patient groups e.g. include all patients on organ transplant waiting list. If testing is to continue universal testing is seen as cheaper and easier.

· BSH major haemorrhage guideline

Addendum proposed to encourage move away from using group A platelets as ‘universal donor’. 

· RCI and duplication of work performed in hospital laboratories

Small working group to discuss with Hugh Williams 
· Changes to the 30 minute rule

Initial feedback is that no one is implementing as rules to complicated.
AOB
· SW gave an update from SHOT conference 
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· JW  NBTC blood codes are available via iphone app.
Date and time of next meeting
· 1st March  2017
· 14th June 2017
· 1st November 2017
	Action
AMD
All
JW
JR
YS
YS
All
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Supply Chain Modernisation (SCM)


Robin Coupe
North East RTC meeting 02/11/16







Future Blood Supply Structure
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Testing and Manufacturing and SHU Centres
• Manchester
• Filton


Key


Manufacturing and SHU Centres
• Colindale


Stock Holding Units (SHU)
• Lancaster
• Leeds
• Liverpool
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• Birmingham
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• Plymouth
• Tooting
• Brentwood
• Cambridge







SCM - Quick Update


Ongoing NHSBT planning includes;


• Granulocyte event


• Specialist component events


• Component Development Laboratory – options for 
manufacturing IUTs


• Logistics planning


• “Transfer of activity” workshop


Currently working through actions from the above







SCM - Timelines


• Actions planned for completion by end of 2016


• Hospital customers will be updated during Spring 2017


– User Group / RTC
– Individual Trust meetings (where appropriate)


• Transfer of Newcastle sessions to Manchester 
anticipated during August 2017


• Newcastle manufacturing activity ceases August / 
September 2017


• Sheffield manufacturing activity ceases September 
2017







SCM - Comments or Questions


• Robin Coupe - Customer Service Manager


Robin.Coupe@nhsbt.nhs.uk


• Christine Gallagher - Regional CSM (North) and 
Customer Services representative on the SCM project


Christine.Gallagher@nhsbt.nhs.uk


• Chris Philips - Head of Hospital Customer Service


Christopher.Philips@nhsbt.nhs.uk
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RCT Chairs Meeting (19/10/2016) 
 
 


(new meeting style– shortened format) 
 


1. SE central  – monthly reports are being generated by NHSBT/RCT on 
usage and wastage of O-neg red cells & A-neg Platelets. Possibly in 
preparation for role out of a national model. Gives the ability to look at 
your usage matched to appropriate peers, and month by month trends. 
The NHSBT “Vanesa system” collects issue data, but requires self 
input of wastage data. 


 
2. Harvey’s Gang:  Childhood leukaemics –are encouraged to visit the lab 


to spend time with scientists. Well received, literature and video 
supporting materials are being developed. 


 
3. A discussion about the lack of engagement of GP’s with respect to 


primary care management of anaemia was undertaken. Some barriers 
including paying for backfilling of GP sessions were identified. 


 
4. East Midlands  are organising a junior doctors training day. They will 


provide us with a programme. 
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NBTC meeting  


Section 1: ( R & D Prioritisation at NHSBT ) 
 


Possible products for future development from NHSBT  
 


Whole Blood (WB ) 
 
US military have used > 10,000 units of fresh whole blood in the battlefield. 
The shelf life of WB in the field is < 24 hours. 
 
In the UK, the currently used leukocyte depletion filter removes platelets too. 
Filters exist that can spare platelets, however there is a 20% loss of platelet 
content and a surplus of leukocytes in the resultant component. This may 
have an impact on both efficacy and safety. However WB may be useful in 
trauma and massive haemorrhage, as appropriate ratios are automatically 
preserved and the logistics are much simpler. 
 
Platelets  
 
Currently 22o C platelets are agitated and have a 5-7 days expiry. 
 
Alternatives: 
 


• 4oC not agitated platelets , in reduced plasma solution (increased 
OAS). Warmed and agitated prior to issue. Shelf life unclear 48hrs-14 
days (theoretically). 


1. Reduced metabolic activity, less lactate, improved function,  
2. Cleared faster from circulation (hours), making them unsuitable for 


general use, but they might be useful for use in active haemorrhage. 
 


• Cryo-preserved platelets: Frozen in 5% DMSO at -80o C, for military 
use only. 


 
Never Frozen Plasma  
 
Liquid Plasma (LP) 
 
7 day old LP performs similarly to 5 day old thawed FFP. 
 
Freeze Dried Plasma 
 
Universal compatibility with all blood groups, has an extended shelf life 
(2years), formulated as a convenient powder for reconstitution. 
 
There’s uncertainty regarding the variations in the preservation of individual 
factor function and efficacy. 
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NBTC meeting 
Section 2: Agenda items  


 
A “Survey” of Management of sickle cell disease was p resented .  
Outcomes are unlikely to feed back via RTC, but individual Trusts will be 
contacted.  It’s unclear what the standards where (none presented) and little 
agreement about the correct management of this patient cohort. Presenter felt 
that she would be unable to effect change due to lack of clinical engagement. 
The London centric effect (increased distribution of SCD patients in the 
capital) may be an impediment to effective communication with the regions, 
which often have fewer patients. 
 
Differential Pricing proposals  will be suspended for o-neg red cells for 1 
year pending further consultation. Apheresis platelets, which more expensive 
to manufacture, are likely to increase in price. The regional delivery charges 
will be suspended for a year, but the collection charge remains. 
 
 
 
SABTO:  Hepatitis E Negative Blood 
 


1. Price of Hep E screening is to fall to £9 next year. 
 


2. 4 deaths attributed to Hep E this year, (3 haematology transplant 
patients, 1 rituximab patient). It’s unclear if the above incidents are 
related to dietary ingestion or transfusion 


 
3. 40 patients with chronic persistent Hep E identified this year. 


(Malignant haematology patients are particularly vulnerable to chronic 
carrier status). Some of these may go on to develop liver failure. 


a. It’s unclear if the above incidents are related to dietary ingestion 
or transfusion. 


 
4. The prevalence of Hep E in the general population and donor pool has 


increased to 1/1200 from 1/2800 (worrying times). 
 


5. SHOT has collected data some transfusion errors, involving lack of 
supply in emergency situations, and 1 renal transplant patient who 
escape identification. 


 
6. SABTO are looking at universal testing of blood and solid organs, they 


will report at the end of Q4 2016. 
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SHOT 
 


1. 6 ABO incompatible transfusions (5 human error), (1 IT error) 
 


2. 50% of deaths are from TACO 
 


 
3. Proposals for implementation a TACO checklist, Suggestion that RTC 


will implement and audit? 
 


4. Probable move away from paper reports to electronic distribution of 
reports to save money. 


 
 


5. Positive identification of unconscious patients to be reviewed and 
proposals developed. 
 


6. Changes to reporting process have resulted in changes to the numbers 
of reports received in SABRE 


7. It will take at least another 12 months to assess the effect of these 
changes to analysis of the data 


8. At least 10% of all reports are considered to be related to staffing and 
workload factors  


9.  SARs are being classified and categorised by clinical experts in 
SHOT. The reporting function of SAR’s to the EU will remain with the 
MHRA as the UK competent authority. 


 


Components review NHSBT  


 
1. A proposal that red cells that have been removed from the laboratory 


fridge for 60 minutes or less (subject to conditions) may be re-used. 
Verification in the Red Book awaited. 


 
2. Platelet pathogen inactivation shelved 


 
3. Trial of pathogen inactivation Red cells underway 


 
4. Alternatives to SAGM are being tested. 


 
5. Whole blood is being explored as a possible future product. 
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Patient Involvement Working Group  


Currently developing patient leaflets for Hep E. 
 
PBM Group  
 


1. Hospital survey of PBM complete. 
 


2. Indication codes are now on the website. 
 


3. Hospital Usage information dashboard will soon be available. 
4. Save 1 unit o-neg red cell concentrate initiative highlighted. 


 
5. Facilitation of primary care involvement in iron deficiency anaemia 


(IDA). 
 


6. The NBTC Education group  presented a comprehensive list of 
events, I can supply further details on request. 


 
7. Advances in Transfusion Medicine  meeting was advertised, 24 & 25 


November 2016 at the RSM in London. (College of Pathologists) 


 
Kate Pendry  
 


1. Sample Business cases for pre-operative anaemia management are 
available on the following website: http://hospital.blood.co.uk/patient- 
services/patient-blood-management/pre- operative-anaemia/  


2. Use of “BIG DATA” to analyse PBM and manage demand planning is 
being investigated.  


 
NHSBT 
 


• Presentation of key performance data: Quality, customer service, stock 
and wastage. 


 
• Issue data demonstrates a reduction in demand for platelets and red 


cells 
 


(data on request) 






_1540016493.pdf


Trust Combined 


Inspections - highlights / lessons learned Gateshead/Sunderland/South Tyneside  -  UKAS expected early next year (as part of South of 
Tyne) 
Northumbria  – None 
South Tees  -  MHRA: not to inspect, received our MHRA Annual Compliance Letter.  CPA: 
There is no confirmation of an inspection yet. 
Newcastle  -  UKAS Inspected awaiting final report / MHRA Compliant 
North Tees - MHRA inspection at Hartlepool site 7th and 8th of November 
CDDFT - Inspections –UKAS inspection December 2015, all deficiencies cleared.  Awaiting peer 
review of assessors report to gain full accreditation. No MHRA inspections planned. 
North Cumbria – ISO 15189 accreditation obtained 2016 for both sites following CPA 
inspection 


Which are the top 2 barriers for implementation 
of the PBM recommendations / NICE Guidance? 


• 3 x time and staffing to look at it thoroughly and complete a Gap analysis. To communicate 
the changes to the rest of the hospital (via HTC). 


• 3 x Resources – staff, time, finance / Engagement 
• Funding – patient id systems and NPT for check Hb require substantial capital investment.     


Trust priorities eg funding  for cell salvage post removed as part of theatre review. 
• Not all clinicians on board being followed up.  Breakdown in responsibilities for the 


management of anaemia between primary and secondary care. 
Examples of local progress managing  PBM 
recommendations / NICE Guidance 


•  Single unit transfusions; 
1. already exist and lab staff police transfusion requests 
2. will hopefully be introduced and some more experienced lab staff police requests 


• lower HB trigger 
1. is being discussed at the HTC. 


• Pre/post op assessment of patients 
1. Full pre operative anaemia assessment service in place –virtually no transfusions in 


elective hip replacements now. 
2. Moving to post operative iron trial in oesophagectomy patients 
3. Working with pre-assessment re pathway for optimising patients for elective surgery 


• Consent; 
1. Transfusion chart being updated to include consent 
2. Have had transfusions given added to electronic discharge letter to inform patient 


and GP. 
• Other; 


1. Development of hospital wide TEG service to reduce unnecessary blood usage 
2. All recommendations either already compliant within the Trust or implementation is 


underway with a review due next year. 
3. Anaemia pathway for medicine. 


  







What local audit activities have you participated 
in / plan to undertake? 


Gateshead  - adhoc deliveries over the 3 sites. 
Sunderland  - MH audit in place to see if activation of the MHP is overused. 
South Tyneside  - Lab staff police transfusion requests. 
Northumbria  - MTP activation in obstetrics 
South Tees  –  


• Bedside Audit: On-going 
• Audit of FFP use: completed 
• Post-optimisation in upper GI-Pilot 
• Use of red cell in neurosurgical units - local audit on group and save testing ongoing 
• Massive haemorrhage protocol – reaudit deferred pending change to MHP packs 
• Consent for transfusion (haematology patients) 


Newcastle  –  
• Pre Hospital Plasma Audit 
• O Neg Usage Audit 
• Administration Policy Audit 
• Managing Major Haemorrhage Audit 


North Tees – 
• Local pathway audit 
• Request form audit 
• Platelet usage 


CDDFT – planning audits on both appropriate use of blood and blood components and Consent 
documentation in patients notes.   
North Cumbria –  MHP activation 


O neg survey recommendations; What 
percentage of O neg units are given to non O 
neg patients? (excluding provision by air 
ambulance or to patients following ABO 
mismatch transplant)  


Ranging from 2-26% 


What efforts have you made around solid organ 
transplants and Hepatitis E PCR negative blood 
components? 


• H&I could help to provide this. 
• Information on website, screen saver and training. 
• Notification of blood bank  via the special requirements form.  Clinical areas likely to see at 


risk patients have been informed of the new requirements. Laboratory protocols have been 
updated.  Awaiting list of patients on transplant list from NHSBT 


•  All Transplant Teams and Haematology medics given training and shown how to complete 
a Trust special requirements form which should be completed and sent to the blood 
transfusion for inputting into LIMS and these details are then sent to the patient’s shared 
care Trust providing they have identified this on the form. 


• All laboratory staff have received training including the indications  
• An information poster disseminated to the other clinical areas  
• policy is awaiting sign off by 3 committees. Teaching of  and information sent to clinicians. 


LIMS updated, Laboratory SOPs updated and Laboratory staff informed. 







 Have you noted any incidents associated with 
non screening of blood for Hepatitis E PCR 
negative blood components? 


1. 2 cases where patients have been transfused Hep E unknown blood components  
2. review of the patients who have been listed for transplant in the initial months has 


highlighted other cases whereby the lab have not been notified of the requirements and 
who may have been transfused in the interim 


Comments 
 
Compiled by  Anne Davidson         Date.01.11.2016 
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Dates may be updated or cancelled. 


 For the latest information, please visit: http://hospital.blood.co.uk/training/ or email learning@nhsbt.nhs.uk 


 


 


Core Skills & Knowledge in Transfusion 
 


 


 


 


On behalf of NHS Blood and Transplant  


(NHSBT), the Organisation and Workforce   


Development team provide education  


and training in all aspects of transfusion.  


The courses listed here are open to hospital 


staff.  


 


 


 


Education and Training in Transfusion Science 


Blood Centre Tour A basic overview of the NHSBT and Blood Centre laboratories. 


Practical Introduction to Transfusion Science A five day course to provide basic theoretical information and 


an introduction to routine practical techniques. 


Specialist Transfusion Science Practice A five day course to provide more complex and specialist 


level theoretical and practical information. 


Advanced Transfusion Masterclass A one day interactive study day comprising of talks and case 


studies, focussing in depth on one area of transfusion and / 


or transplantation.  


 


 


Education and Training in Transfusion Medicine 


Non-Medical Authorisation of Blood 


Components 


 


 


A four day programme for senior nurses and midwives who 


are working towards making the clinical decision and 


providing the written instruction for blood component 


transfusion 


Essential Transfusion Medicine and 


Intermediate Transfusion Medicine 


 


To meet the training needs of Specialist Registrars and 


Clinical Scientists who are studying for RC Path part 1 exam. 


(free to SpRs training in England) 


RC Path Revision Refresher Course To Support specialist registrars studying for their RC Path 


part 2 exam. 


 







Dates may be updated or cancelled. 


 For the latest information, please visit: http://hospital.blood.co.uk/training/ or email learning@nhsbt.nhs.uk 


Develop your skills and knowledge in Transfusion! 
Education and Training in Transfusion Science at NHS Blood and Transplant, Newcastle upon Tyne 


Blood Centre Tour 


Newcastle 


21/02/17 


10/05/17 


10/10/17 


 


Practical Introduction to Transfusion Science 


Newcastle 


06-10/02/2017  


15-19/05/2017 


3-7/07/17 (provisional) 


20- 24/11/2017 (provisional) 


 


Specialist Transfusion Science Practice 


Newcastle 


23-27/01/2017 


2-6/10/17 (provisional) 


Advanced Transfusion Masterclass 


Newcastle 


11/01/2017 


 
 
 
 


A number of free spaces are currently available across the county, these will be allocated on a 1
st


 
come 1


st
 served basis. 


 
 


Please note: All course should be booked via the Hospital and Science Website: 
http://hospital.blood.co.uk/training/training-courses/ 
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Annual SHOT Symposium 2016 – 7
th


 July 2016,  Manchester 


Firstly, may I thank the RTC for offering financial support for this Symposium, enabling me to attend. 


 


Breakfast Meeting 


This was not particularly well attended, but consisted of a number of experts sitting around various 


tables. Every 15 mins delegates were able to join a different table to discuss any issues they wished 


with the experts. I discussed an incident regarding transport of blood, Cell Salvage and TACO raised  


1. Cell salvage in malignancy.  – As nucleated cells are generally removed by cell salvage 


malignant cells are likely to be washed out. In urology (Radical prostatectomy & Ca kidney) 1 


case in 560 proceeded to metastases. CT showed this to be most likely previous metastases 


rather than new. 


2. In cardiac transplant surgery should washed platelets be used – There is possibly an 


inflammatory response to platelets so this may be averted by washed platelets but little 


evidence on this. 


3. TACO – a new definition has been agreed. A later presentation explained this. 


 


The Roden Family: Our survival experience 


This presentation was given by the wife of a patient who suffered from Eosinophyllic Pneumonia. 


She described the effects on the family during and following the recovery of this previously fit 


gentleman who has since run the London Marathon despite, at one stage, being given only hours to 


live. He was transfused with numerous units of red cells during his ECMO treatment and has since 


launched the pledge a pint campaign. Rather than asking for sponsorship money he asks people to 


donate blood & hopes to enlist 500 new donors. See www.pledgeapint.co.uk  


 


SHOT Report 2015 : Paula Bolton-Maggs 


In 2015 a total of 3288 incidents reported :- 


• 78% of incidents were preventable 


• 12% of incidents were possibly preventable 


• 10% of incidents were not preventable 


 


• 7 ABO mismatched transfusions given – 1 death  


• Overall 26 deaths due to transfusion  -2 definite 


• 7 TACO – Increased reports of TACO decreased reports of TRALI. We should perform a 


formal pre-transfusion risk assessment for TACO on all patients prior to transfusion. 


• Anti Wra in patient in patient & unit was Wra pos.  BEWARE! This antibody may not be 


detected by hospital analysers & if EI is used may result in a reaction. 


• Increase in lab incidents  


• Near miss incidents  - 62.8% are WBITs. Drs take 35% of WBIT samples. Drs & Midwives are 


over-represented in WBITs. 







• Delays in transfusion – 67% of those reported are for emergency transfusions. 


• Midwives MUST take responsibility for Anti D requirements in pregnant & postnatal women. 


 


For further information please refer to the 2015 SHOT Report. 


 


Keynote Lecture: Safety & Resilience – Erik Hollnagel (Denmark) 


 


An interesting presentation explaining that a safe system is one where as little as possible goes 


wrong. 


Safety I – A safe system is where as little as possible goes wrong 


 Increased safety is achieved by reducing failures. \rather than reviewing failures we should examine 


why the others work well – Why is it safe? What goes right? Why do we not collide with other 


people in a busy station?....because we adjust to create safety! In everyday work we make 


inappropriate adjustments due to limitations in time & equipment etc.  First we need to look at how 


it’s done when we do well THEN look at how it’s done when things go not so well perhaps 


interruptions, movement of equipment/resources, lack of staff. Mapping of the process may show 


where weaknesses exist. 


 


Safety II – Achieved by trying to ensure things go right, rather than why they went wrong. The 


association therefore is Safety when it went well NOT unsafe when it went wrong. 


 


For further info refer to www.resilienceinhealthcare.net  


 


Right First Time Study  – Sandra Gray 


 


Examination of Wrong Blood in Tube incidents.   


Risk rates of WBIT have not changed since 2005.  


Aim of the study - to apply the science of human factors/ergonomics to investigate why the process 


of blood sampling could vary & how resilience of the system could be enhanced.  


Methodology – Observations, interviews & questionnaires undertaken in 4 environments 


(emergency, obstetrics, outpatient & ward. 


Recommendations : 


• Educate in using Human Factor Environment (HFE) in incident management 


• Review SHOT questionnaire to incorporate Human Factors 


• Explore full functionality of NHS IT systems 


 


Fast Blood?  - Jo Lawrence 


 


A presentation from a TP at Surrey. 


Overall, the outcome was to ensure adequate communication between clinical are & laboratory. 


They are organising tours of the lab to build good relationships & have produced charts etc for 


information of time scales for availability of blood components, group compatibility charts etc. 


 


Estimating Blood Loss – do we get it right?  - Nicki Jannaway 


 


Asked to train clinical staff following underestimation of blood loss in PPH leading to Arrest. 


Needed to be quick & easy, so set up scenarios & asked staff to estimate amount of blood loss in 


various settings using mannequins. 


Results showed that estimating Blood Loss is not a reliable indicator 


•Potential to over transfuse or under transfuse 


•This could lead to a significant clinical impact 







•All transfusion should be guided by the clinical picture of the bleeding patient 


•We don’t get it right 


 


Why do we need to understand complications of sickle cell disease? -  Jo Howard 


 


In the UK there are 15000 people with SCD. The number is growing due to births and immigration. 


Most live in London but numbers in other areas are increasing.  


Leading to an increase in red cell usage for exchange and top-up transfusions. 


Transfusion may lead to hyperhaemolysis, alloimmunisation, high burden for patients & laboratory 


testing, increased cost of components 


Strategies to prevent alloimmunization and DHTR 


• Improve red cell matching for Rh (CDE) and Kell 


– Decreases alloimmunisation to Rh and Kell (BUT not completely) 


– Still have immunisation to other antigens 


• Extend phenotyping further 


– Limitations of blood supply 


• Persistence of Rh antibody formation despite phenotype matching 


– Mechanism: High levels of variant Rh antigens and of altered Rh antigens 


• Red cell genotyping  


– 494 patients with SCD: 1.1% discrepancies found 


 


Novel method of transfusion education for final year students – does it work? -  Karen Shreeve 


 


• Collaboration between Universities & Trusts to educate 5
th


 year medical students in 


transfusion.  


• All Trusts in Wales comply. 


• Questionnaires sent out after training appear to suggest a benefit to knowledge of 


transfusion in those trained in this way. 


• Further work to be done to evaluate further whether the training has been effective. 


• Comparison between those trained in Wales versus those trained elsewhere show that 


Wales appear to have better knowledge.  


•  


This appears to be a similar method of training to that used at JCUH for 5
th


 year medical students 


and FY1s. 


 


Advancing TACO – Sharron Grey 


 


There is currently no universal diagnostic criteria for TACO. 


SHOT are changing the definition because we should see a ‘pre-TACO’ change in patient SpO2 status, 


giving early warning of overload. A new checklist has been developed to encourage early 


recognition. This was circulated on the 2015 SHOT summary, along with the bedside checklist.   


Ongoing work will hopefully lead to a robust assessment tool which will help to prevent TACO 


occurring 


.  







Prevention of WBIT in Intensive Care – Tina Wright 


 


A study was undertaken to assess blood sampling/labelling practice in the ICU following reports of 5 


WBITs in a 3 month period in all laboratory disciplines, though those in Haematology may have 


impacted on the requirement for transfusion. 


 


It was identified from the study that 79% of staff did not correctly identify the patient prior to 


sampling. An evidence based procedural flow chart for correct sampling was produced and 


introduced to the ICU. The acceptance rate for samples has improved from 80.7% to 98.6% following 


the introduction of this . 


 


 
 


 


Who am I? Identification  - Mary P McNicholl 


 


A retrospective review was undertaken of pre-transfusion samples rejected due to incorrect 


identification. Following this a flowchart was devised to advise ward staff how to correctly positively 


identify their patient.  


 


The initial audit showed that 81% of patients had incorrect information on the PAS. The re-audit 


showed no improvement so the flowchart is now being used by staff who input data into PAS at the 


point of entry to the hospital.  


 


Positive Identification of patients must be introduced as a core skill by the NMC & GMC into training. 


 


Safe sampling – A reliable answer? – Debbie Thomas 


 


An increase in WBITs in a hospital that had not adopted the 2 sample rule for pre-transfusion 


samples suggested that either the 2 sample rule or an alternative should be introduced. Llama Safe 


Transfusion was developed to work as a stand-alone electronic system to scan the QR barcode which 


is only printed on the ID band and print via Bluetooth to a printer at the bedside. This label is then 


used to label the samples before leaving the patient. 


 


The device received approval  from the Chief Exec and confirmation that misuse of the Llama would 


lead to disciplinary action. 


 


This device may become commercially available in the future. 


 


Two interactive cases of Irradiated blood transfusion & paediatric transfusion followed. 






_1538982187.doc
Unconfirmed


Newcastle Blood Centre User Group

Meeting at


Lecture Theatre, NHS Blood and Transplant, Newcastle.

Wednesday 5th October 2016. 


Present:

Vaughan Carter (VC)


Jill Caulfield (JC)


Andrew Charlton (AC)


Robin Coupe (RC) – Acting Chair

Anne Davidson (AMD)


Chris Elliott (CE)


Kelly Fisher (KF)


Cheryl Kempton (CK)


Joanne Lawson (JL)


Martin Maley (MM)


Chantal Morrell (CM)

Chris Philips (CP)


Nikki Redding (NR)


Janice Robertson (JR) - minutes

Carol Thompson (CT)


Apologies: 

Martin Howell (MH)


Paula Hope (PH)


Yvonne Scott (YS) 

Karen Simblet (KS)


John Sutton (JS) 

Karen Ward (KW)

No representation from Newcastle, North Cumbria or North Tees & Hartlepool

		

		Item

		Action






		1.




		Welcome & Apologies

· RC welcomed the group and apologies were noted.

      In the absence of YS and KW, RC agreed to act as Chair for the meeting.



		



		2.




		Presentations


· NHSBT Hospital Logistics Review

Presented by Chris Philips


· O negative Red Cells ‘We need your help’ 

      Presented by Anne Davidson

· Managing Specialist Stock Orders (HLA/HPA) orders
Presented by Vaughan Carter.
Concern within the group that clinicians are unaware of the time needed to
supply matched platelets and this is not covered within their training. AC agreed to take to regional registrars teaching forums and consider for NRHG forum.
AMD reminded the group that posters related to HLA matched platelets are available from NHSBT.

		AC



		3.



		Minutes of previous meeting  11.05.16

· Minutes confirmed as true record.  Can be posted onto website.

Matters arising

· HEV shared care – Identification of patients listed.  Post meeting note VC has identified with the transplant teams a list of patients who required HEV negative blood and sent them to the laboratory managers.  There was some resistance to sharing the information across sites as the data would be incomplete, and VC was tasked with talking to local nephrologists.  After raising this at a transplant meeting he was told that the databases held at NHSBT did not have all of the patients affected on them. Following on from this VC put Dr Kardasz in contact with CE, as JCUH have a database with all the information required.


· Blue light deliveries. CE felt there was little merit in a discussion at the time of an emergency request about whether an NHSBT driver is available. The group requested NHSBT staff communicate estimated time of delivery to Trust staff including the amended time if fulfilled by non-NHSBT driver.


· Link from NHSBT “Hospitals and Science” website to audit website is now in place. Action closed.

		JR


KF






		4.



		NHSBT Departmental Updates 
RCI – Martin Maley 


· EQA –  BTLP exercise satisfactory 


· High scores on anti-c quantification exercise, but largely to do with limitations of statistical analysis. Logged as low risk for trending purposes. 


· Turn around times – SLA states within 5 days.  NHSBT Newcastle 100% compliant, mean times 1.9 – 2.1 days 


· Departmental visits – if any staff would like a visit to RCI please contact MM


· UCAS Accreditation is imminent


· Date and dose needed on request form for Anti D quantification, if not known will mark as ‘unspecified’.


· MM discussed an RCI sample acceptance audit and a proposal to change ‘should’ to ‘must’ in regard to information required on sample labelling (date, time taken and name of phlebotomist). Group felt as long as the information is on the form it should not be rejected. RCI proposal is being discussed with the National TLM working group.



[image: image1.emf]RCI Sample  Acceptance Audit.pdf




Clinical


· No issues

Manufacturing – Carol Thompson


· Use of a new freezer is imminent; this will change appearance of FFP packs to a ‘block’.




		



		5.




		Customer Service Manager Update




[image: image2.emf]CSM update.pdf




		



		6.




		Hospital Updates




[image: image3.emf]Trust reports.pdf




		



		7.



		NBTC Laboratory managers group 

· No update

		



		8.



		MHRA Blood Consultative Committee – Chris Elliott


· Expansion of patients groups requiring HEV neg products is expected following review by SaBTO.


· Informed HEV surcharge is to half


· Next meeting in November 2017 - Group requested CE feedback that responses to be emailed as letters are going astray.

		CE



		9.



		AOB

· JC reported John Barker from Gateshead Trust is retiring in December 2017. Lee Sudlow has been appointed as his replacement.

· RC reported an approach from Arena Instrumentation to sponsor an NBCUG meeting. Group agreed to invite Arena to sponsor the next meeting (through provision of a light lunch) and include a 15 minute presentation at the start of the meeting. JR to respond to Arena.
RC noted that the group may be able to attract further sponsorship but sponsors are seeking access to TLMs and so will be more attractive to them if all Trusts are represented.

· RC asked the group if they intend to implement Change notification No. 33-2016 regarding the “30 minute rule”. This provides for 60 minute periods out of controlled temperature provided the red cells are quarantined for 6 hours and components are subject to this on no more than 3 occasions. 
Group members felt this was difficult to manage and would likely remain with the “30 minute rule”.

		JR



		10.




		· Date and time of next meetings
Wednesday 8th February 2017 at 13:00 (Lunch from 12:00 – subject to confirmation) Lecture Theatre, Newcastle Blood Centre.
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Customer Service Update
Robin Coupe
Newcastle User Group meeting 05/10/16











Contents



• Blood component issues - National and Newcastle



• Supply Chain Modernisation



• 2017/18 Prices Consultation



• Demand Printed Sample Labelling



• Taxi collects



• Pack defects



• Voice of the Customer
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Moving Annual Total of Platelet Issues to Hospitals - 000s
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Issues from NHSBT Newcastle
April - September 2016 (Month 6)



• Red cell components ↓6.2% (National ↓4.8%)



– Washed = 216 (prev. YTD = 130)
– IUT = 12 (prev. YTD = 5)
– Exchange = 26 (prev. YTD = 13)



• Platelets ↓5.0% (National ↓4.0%)



• FFP components ↓19.4% (National ↓9.1%)



• Cryoprecipitate ↓16.1% (National ↑0.4%)











Supply Chain Modernisation











SCM - Quick Update



Planning includes;



• Granulocyte event



• Specialist component events



• Component Development Laboratory – options for 
manufacturing IUTs



• Logistics planning



• “Transfer of activity” workshop



Currently working through actions from the above











SCM - Timelines



• Actions planned for completion by end of 2016



• Hospital customers will be updated during Spring 2017



– User Group / RTC
– Individual Trust meetings



• Transfer of Newcastle sessions to Manchester 
anticipated during August 2017



• Newcastle manufacturing activity ceases August / 
September 2017



• Sheffield manufacturing activity ceases September 
2017











2017-18 Prices Consultation











Outline of Proposals for 2016/17 
Prices



1. Changes to logistics provisions



– Banded pricing for NHSBT ad hoc delivery
– “Click & Collect” charge



2. O Neg red cells differential charging 



3. A Neg platelet differential charging



4. Increase in the price of apheresis platelets



5. Potential price increase or withdrawal of MBFFP











2016/17 Prices Consultation
NHSBT is not in a position to provide further detail 



before the NCG discussions



1. Consultation feedback has been presented to NHSBT 
Executive and discussed in outline with NBTC



2. Recommendations from the consultation will be considered 
by NHSBT Board in September 



3. Board recommendations presented to the DoH and 
hospitals via the usual NCG process in November 



4. After NCG NHSBT will 



– Undertake formal communication
– Develop impact statements for hospitals











Other items











Demand Printed Labels
• Samples labelled using secure demand printed labels are



acceptable for testing by NHSBT RCI (and H&I) labs



• NHSBT needs to differentiate such systems from the use of pre-
printed “addressograph” labels



– Letter from the Trust including:
– Specific details about which hospitals are included e.g. for multi-site 



Trusts / pathology networks
– Details of the labelling system and a statement that it is secure on-



demand printing (not pre-printing)
– Confirmation that the sample labelling is compliant with current BCSH 



guidelines



• Agreement must be sought prospectively



– Please contact your Customer Service Manager











Taxi collects
• Recent incident in which two taxis arrived at NHSBT and left 



with the incorrect consignments



– Human error (NHSBT and / or taxi driver)
– Weak handover process



• Potential issues



– Poor language skills (anecdotal evidence)



– Weak training



– Taxi drivers not checking their consignment before departure
– Only one party engaged in the handover
– Items signed for should be checked











Pack defects
• NHSBT has a pack defect system to:



– Minimise loss of donations
– Highlight potential defects across batches
– Identify trends across the organisation
– Ensure patient safety



• Our procedure has been improved to clarify responsibilities



• If you have a suspected pack defect



– Telephone Hospital Services
– Complete FRM547 - Hospital Customer Contacts for Pack Defects
– Return FRM547 and the pack (if safe) to Hospital Services
– Feedback will be provided if required but manufacturer investigations 



are often lengthy











Pack 
defects











Voice of the Customer











Voice of the Customer 
Customer Satisfaction Survey - June  2016



Our Customer Satisfaction Survey



A new highpoint for customer satisfaction. 



75% of hospital Transfusion Lab Managers 



score our overall service 9 or 10/10.



Being easy to work with….



Making big steps to change for the easier.



Our customers like our online blood 



ordering system, getting diagnostics 



results electronically and RCI’s extended 



working day. We’ve just introduced Direct 



Debit to make paying for blood as easy as 



possible.



“Being easy to work with is good for us 



and good for our customers”.



Chris Philips



Head of Hospital Customer Service



Transport



Big challenge to balance our service to customers changing needs



alongside our commitment to keep the blood price at £120.



We are reviewing our delivery and pricing models



Voice of the Customer and the Customer Satisfaction Survey are provided by Hospital Customer Services. Please contact your Customer Service Manager for further details. 



Hospital Services, Testing and Manufacturing



Fantastic results for Hospital Services.



82% of customers are very happy with the service we provide. 



Availability of HEV neg components remains a challenge.



Component



Quality 



and Range



Component



Ordering



Hospital 



Services



Routine



Delivery



Ad-hoc



Delivery



Emergency



Delivery



Diagnostic Services



Great news for RCI and H&I as customers rate our services highly.



RCI test turnaround times have improved across our laboratories.



H&I
RCI 



referral



RCI 



test time



RCI 



report



RCI 



overall



Component



Availability
75%



82% 83% 82%58%



55%56% 78%



73% 60% 68%55%51%
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“ The customer satisfaction survey is a vital 
opportunity for hospitals to influence NHSBT”



How can we increase the number of 
responses?











Thank you
Any questions?
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RCI Sample Acceptance 
Audit



Audit managed  by NHSBT clinical audit team



Lead by Sara Wright – trainee consultant clinical 
scientist 











Audit Rational



• Variation between RCI laboratories in sample 
rejection, and in testing samples under concession.



• Rejected samples delay reporting and ultimately 
patient treatment. 



• Rejected samples are waste, for HTL and RCI.



• RCI needed data to make evidence based decisions 
on practice, and to agree “zero tolerance” with NTLM











Objectives



• To identify the reasons for samples being rejected.



• To identify the reasons for samples being tested under concession.



• To provide evidence to create consistency in the acceptance and rejection of 
RCI samples across RCI laboratories.



• To provide evidence to create consistency in testing under concession across 
RCI laboratories.



• To ensure samples that are tested under concession are done in accordance 
with authorised concessions listed in MPD637/4.



• To ensure consistent documentation from sample acceptance, concession and 
rejection.



• To provide material for the National Transfusion Laboratory Managers meeting 
to agree  changes in policy regarding sample acceptance.











Methodology



• Data collected from all 8 RCI 
laboratories 18/1 to 29/4 2016



• 474 instances of rejected samples or 
concessions collected (2.8%)



• Rejection rate  varied 0.95% to 5.45% 
across RCI



• Total concessions 66 (0.5%)



• Concession rate 0.11-1.34%











Key Findings



• RCI have multiple controlled documents around sample acceptance and rejection process, 
opportunities for alternative interpretation



• Considerable variation in sample rejection, sample acceptance once amended, and testing 
under concession rates was found between the eight RCI laboratories.



• 2% of samples received by RCI do not meet the sample acceptance requirements outlined in 
MPD637/4, SOP 4368/2, DAT 505/1.1 and the 2012 pre-transfusion compatibility testing 
guidelines BCSH.  These samples have predominantly been referred from hospital transfusion 
laboratories, who should be complying with the 2012 guidelines.



• There is considerable variation for the acceptable reasons for testing under concession 
between the RCI laboratories.



• The audit highlighted the variation in the percentage of samples rejected by the eight RCI 
laboratories.



• A considerable number of samples, referred nationally, were not adequate; the reasons 
include: insufficient samples, inappropriate samples and expired tubes 











Zero tolerance proposal 
for sample labelling



From BCSH 2009 Guidelines Product Administration



The sample tube must be completed with the patient core identifiers



• Last name



• First name



• Date of birth



• NHS or other unique ID number



These core identifiers must exactly match the request form and patient identification band (or 
equivalent).



Date and time of sampling should be recorded



Identity of the person taking the sample (e.g.initials or signature, according to local policy) 
should be recorded on every sample tube and request form to provide a full audit trail.



Proposal is should=must











Concessions – current                   
RCI definition



Investigations when the delay in acquiring a new sample 
might seriously prejudice a successful clinical outcome for 
a patient – for urgent RCI investigations 



• Samples taken pre transfusion or transplant



• Samples taken at specific time periods [e.g. investigation of 
FMH or monitoring acute transplant rejection]



• Samples for specialist referral from abroad



• Stored samples [e.g. cryovials]



• Samples from a foetus 











