Confirmed

Newcastle Blood Centre User Group
Meeting at

Lecture Theatre, NHS Blood and Transplant, Newcastle.
Wednesday 11th February 2015. 

Present:

Jill Caulfield (JC)
Robin Coupe (RC) 
Chris Elliott (CE) - Chair
Cheryl Kempton (CK) 
Joanne Lawson (JL)

Nicola Main (NM)

Martin Maley (MM)

Janice Robertson (JR) - minutes
Yvonne Scott (YS)

Karen Simblet (KS)
Hazel Tinegate (HT) 
Emma Ward (EW)

Karen Ward (KW)

Apologies: 
Jonathan Boxshall (JB )

Anne Duncan (AD)

Paula Hope (PH)

John Sutton (JS)

Carol Thompson (CT)
Denise Watson (DW)

Anne Varey (AV)

No representation from North Tees 
	1.

2.

3.
4.
5.
6.

7.
8.
9.
10.

11.


	CE welcomed the group.
Presentation
IgA deficiency: it will all come out in the wash
Presented by Hazel Tinegate

NHSBT initiative for extended blood group testing of  haemoglobinopathy patients

Presented by Robin Coupe
Minutes of previous meeting  01.10.14
Minutes confirmed.  Can be posted onto website.
Matters arising

MHRA / CPA records at BCC.  Trusts to ensure they meet legal requirements.  Chief Executive to ensure enough staff to manage investigations.  CE to compose report for RTC.

KS to circulate temperature mapping presentation to group

NHSBT Departmental Updates 
Manufacturing – Carol Thompson

Due to the repair of the walk in fridge, Manufacturing are currently unable to process cryo.  Stockpiling in process, ready to restart as soon as the fridge has successfully passed its simulated and normal temperature mappings and returned to use. Manufacturing have also increased platelet pooling production again from this week.  They are now expected to produce up to 40 platelet pools a day.  To enable this they have altered normal daytime working hours to allow production to continue longer to complete platelet pooling. 

RCI – Martin Maley 
· Request for boxes to be labelled for either RCI or H&I to ensure prompt attention by NHSBT.  Looking at label template.
· Coded comments on report to change, feedback welcome.

· Changing automation to IH1000 next month

· Extended working day - Introduced 5th January 2015.  Flow through lab is much improved.  On call premium after 9pm.

· UKAS inspection July / August / September

· New set of charges for RCI tests, this is negotiable.

Clinical

Hazel Tinegate and Cath Chapman will be retiring at the end of May.  Cover will be via National Teams until replacement in post.
Quality – Karen Simblet
· No update
Transport

Electronic delivery notes - To run along side paper forms until all site live.  Problems arising when no stylus provided in some cases.

Customer Service Update

[image: image1.emf]Customer Service  Update report.pdf


Trust / Hospital Reports


[image: image2.emf]Combined report.pdf


Patient Blood Management Team

[image: image3.emf]PBM Report Feb  2015.pdf


NBTC Laboratory Managers Group
Meeting 3rd February 2015.
· Critical supplier list to be placed on the TAG/TLM section of the NBTC area of the JPAC website
· Funded places on NHSBT training courses to help with skill mix deficit.  Distribution of places via RTC’s
MHRA Blood Consultative Committee
No update.  
Future meetings will be annually (October), MHRA will be issuing a newsletter to the committee members in near future.
AOB
· CE.  Availability of HbS negative units - Not on shelf outside of paediatric stock.  Most cases ordered day prior to need.  More detailed information on specific cases is required.  CE and YS to forward case information to MM.

      KW to take to next NBTC Laboratory Managers Group meeting.

· AD.  Regional consensus for major haemorrhage packs.  Newcastle using 4:4:1 – South Tees and Sunderland moving to 4:4:1 soon.  Should include Tranexamic acid and co-ordinator.

· CE.  PITS and SPITS courses are being supported by HENE so labs can send staff and claim the money back from regional funding. This should help us get staff on these courses. Need to gather indicative numbers as a region so that we can cement this allocation into regional funding.  Also need to provide indicative numbers to NHSBT.  Forward your Trust numbers by Tuesday 24th February.
· HT.  Decision to screen blood for sickle.  Screen donors from ethnic groups and those with unusual phenotypes.  To be looked into further.

· YS.  Anti Jra patient presented.  Trying to recruit as donor, YS to inform MM of outcome.

· NHSBT is looking at the possibility of developing a liquid plasma component for use by hospitals.
Date and time of next meetings
Wednesday 14th May 2015 at 13:00
Wednesday 7th October 2015 at 13:00
Lecture Theatre, Newcastle Blood Centre.

	JR
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KS
CE/YS

KW
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HT
YS
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Contract variation (Octaplas)


HT status labelling


Emergency deliveries


Platelet supply changes


Customer Satisfaction Survey







Contract Variation (1)


Trusts considering or intending to move from MB FFP to Octaplas must 
be aware of the contractual implications.


NHSBT is committed to purchase imported plasma at a given 
volume and price
Based on expected MB FFP volumes


A customer wishing to provide us with notification of a variation to the 
Blood & Blood Component Contract (including withdrawal of a product 
or service) must do so;


In writing or
By completion of the Variation Notice in Schedule 11


Documentation must be signed by Authorised Officers at both the Trust
(typically Chief Exec.) and NHSBT







Contract Variation (2)


If the annual value exceeds £5,000, NHSBT requires 12 months 
notice from the customer (the withdrawal would commence 12 
months after the variation document is dated)


If the annual value of the withdrawal is less than £5,000, the 
withdrawal can commence as soon as the agreed variation 
document is signed 


This information is for guidance only and does not replace the full 
contractual detail


The 2015/16 contract will contain additional clauses related to this 
type of variation


Advice on any NHSBT contractual matters can be obtained from


contracts@nhsbt.nhs.uk







HT status on red cell labelling (update)


NHSBT previously notified the intention to remove HT (high titre) status 
from all red cell labels


Red cells for neonatal use are guaranteed to be tested negative for 
high-titre anti A / B (part of the component specification)
Platelet, plasma and white cell components will still be labelled as HT 
negative as appropriate


Implementation


The change was made on 10th February 2015 and applies to 
components labelled after this date
The OBOS 'tick box' for HT neg has been removed (greyed out) and a 
message added to the OBOS announcement page


Action required


Please ensure your local SOPs and LIMS are updated to remove the
requirement for red cells to be HT negative







Emergency deliveries
NHSBT offers an Emergency delivery option for blood component 
requests;


Prioritised by NHSBT for despatch as soon as possible (within 45 minutes of 
order receipt AND availability of the components)
Delivered by blue light equipped vehicles where available
Estimated delivery time will be 45 minutes + emergency travel time
Must only be used for genuine clinical need


We cannot guarantee the availability of NHSBT blue light drivers / 
vehicles but have alternative arrangements;


The order is prioritised for despatch as above
Delivery is fulfilled by our appointed courier (TNT)
Estimated transportation time will be longer (not blue light conditions)
Actual impact will depend on road conditions / traffic at the time







Platelet Supply (1)


NHSBT is making changes to the supply of platelets following the SaBTO 
re-evaluation of evidence around the risk and prevalence of vCJD in the 
UK


Reduce the proportion of apheresis from 80% to 60% with a 
corresponding increase in pooled whole blood-derived platelets
Introduce platelets suspended in PAS as standard (planned dates)


Pooled platelets during 2015/16
Apheresis platelets during 2017


Introduction of pooled platelets in additive solution and plasma is imminent.


Please ensure your LIMS is configured to handle the new products.







Platelet Supply (2)


NHSBT Filton will begin manufacture of the new component in February 
2015


Other manufacturing sites will go live over the following months


The component will be labelled as Platelets Pooled in Additive Solution 
and Plasma


PULSE product code = 0E83
Irradiated version = GE83
Component barcode details are available via the Hospitals & Science
website (please ensure your systems are ready)


This component will be issued in response to hospital requests for 
standard platelets


NB they cannot be substituted for platelets resuspended in PAS


The component may be noticeably lighter in colour than standard platelets







Customer Satisfaction Survey


Thank you for taking time to fill in and return our Customer Satisfaction 
surveys


Comments add very useful information to scores (for both low and
higher scores)


Important part of our efforts to understand how we are performing and 
become more customer focused


Results are analysed and presented to Senior Management Teams within 
NHSBT by Chris Philips, Head of Hospital Customer Services


Performance monitoring
Influences national priorities for service development


Planned to use locally within a Newcastle Service Improvement Group


New initiative
Scores and comments reviewed with departmental managers







The overall service provided by NHSBT? 
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How easy is NHSBT to do business with?
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Local comment


Overall service = 9.1     How easy is NHSBT to deal with = 8.8  (n = 7)


Would like Extended life FFP (thawed)


Recent changes to OBOS - automatic delivery time selected. So have to 
telephone Issues if still can get products sent on earlier delivery


(Ad hoc delivery service) Used infrequently due to cost


Liaise and work with blood bikes


Weekend routine deliveries


Be located nearer to us


Be more customer focussed
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Highlight report for Newcastle Blood Centre User Group                                 


Trust / Hospital 


 
County Durham & Darlington NHS Trust 


MHRA / CPA inspections 


   
DMH inspected 5/1/15. No criticals, 4 majors, 7 Others. 
Majors - lack of validation & change control, Risk reporting, training, contract service 
provision. 
Others - QC, non conformities, document management, traceability, Audit, 
Temperature measurement and control, Personnel access when leaving trust.  


UHND will be inspected later in year. 
SHOT 


  


5 at UHND,  incorrect batch number Beriplex logged in LIMS, 20 units dispensed 
before error picked up, Missed 28 week PAD,  2 units FFP transfused out of bank 
>4 hours, Near miss- patient noticed his blood did not have his name on it at 
bedside check. 
4 at DMH, Near miss-expired platelets collected from lab, 2 WBITs, 1 historical from 
2010, 1 no wristband check by nurse carrying around another patient's labels. 


Reported Incidents 
since October 2014 


SABRE 


   


Feedback on National / Regional 
audit activities 


  


No info sorry 


Suggestions for business items at 
future User Group meetings 


    


Other comments / feedback from Trust / Hospital    


Compiled by...........Joanne Lawson..................................................................          Date......11/2/15.................................. 







Highlight report for Newcastle Blood Centre User Group                                 


Trust / Hospital 


 
QEH 


MHRA / CPA inspections 


   
An MHRA inspection was due before 31st March, however just been informed that 
due to staffing problems they are no longer visiting us at present. 
CPA visit scheduled for last week in April. 


SHOT 


  
Alloimmunisation x 4 Reported Incidents 


since October 2014 


SABRE 


  


1. Patient came into Casualty after a 3 unit Tx with an elevated Trop T. It was 
though that the transfusion precipitated pulmonary oedema leading to a type II 
MI. It has been reported to SABRE/SHOT as TACO. 


2. Patient developed pyrexia 30 mins into Tx. The patient was already septic. 
However post Tx cultures found streptococcus pyogenes. She had a previous 
strep A. Public Health were querying the transfusion involvement but it is not 
thought to have been from the donor. 


Feedback on National / Regional 
audit activities 


  


Patient Information and consent completed 
Anti-D completed  


Suggestions for business items at 
future User Group meetings 


    


Other comments / feedback from Trust / Hospital   


Compiled by................Jill Caulfield.............................................................          Date...........09/02/2015............................. 


Trust / Hospital 


 
The Newcastle upon Tyne Hospitals NHS Foundation Trust 







Highlight report for Newcastle Blood Centre User Group                                 


MHRA / CPA inspections 


   
No MHRA inspection 
UKAS inspection due in March 2015 


SHOT 


  
3 x Alloimmunisation (1 x Anti-E, 1 x Anti-K, 1 x Anti-Fya) 
1 x WBIT 
1 x IBCT (SRNM)  Patient needed irradiated products given 1 x non-irradiated RBC in MH situation 
1 x Near Miss HSE  2 x FFP expired in theatre satellite fridge 


Reported Incidents 
since October 2014 


SABRE 


   


Feedback on National / Regional 
audit activities 


  


Part 2 of Sickle audit ongoing 
PBM blood in surgery audit to start April 


Suggestions for business items at 
future User Group meetings 


    


Other comments / feedback from Trust / Hospital      


Compiled by.........Yvonne Scott....................................................................          Date.........6th February 2015................... 







Highlight report for Newcastle Blood Centre User Group                                 


Trust / Hospital 


 
North Cumbria University Hospitals NHS Trust 


MHRA / CPA inspections 


   
CPA / ISO inspection due on week of 24th March for both CIC and WCH  


SHOT 


   
Reported Incidents 
since October 2014 


SABRE 


  


2014/012/023/HV1/015: December 2014: 
A+ blood given to B+ patient at WCH due to patient ID error of ward staff. 1.5mL 
transfused before staff realised it was wrong patient. 


Feedback on National / Regional 
audit activities 


   


Suggestions for business items at 
future User Group meetings 


    


Other comments / feedback from Trust / Hospital :   


Planned move into new lab at WCH this month has been delayed due to fire destroying the energy centre of the new 
hospital. No time frame as yet for the reschedule move but not before August.      


Compiled by............John Sutton................................................................          Date......02.02.15.................................. 


Trust / Hospital 


 
Northumbria Healthcare NHS Foundation Trust 







Highlight report for Newcastle Blood Centre User Group                                 


MHRA / CPA inspections 


   
No planned visit by MHRA.  


UKAS  surveillance visit has been delayed until July 2015 


SHOT 


  
1 x ADUT  telephone call for Hb result  lab gave pre-op result not result from 
sample taken in theatre  transfusion delayed by 3 hours 
1 x IBCT  FFP issued on basis of one historic grouping record  no current sample. 
Request form not labelled correctly. 
1 x HSE  platelets collected but not transfused for 1hr45mins 
2 x RBRP  no prescribing doctor 
2 x DHTR  anti-E, anti- JKa  both detected in eluate 
2 x near miss  compatibility labels transposed, incorrect date of birth issued  both 
picked up at bedside check 
13 x Alloimmunisation  Anti-E+c x 2, anti-c x 2, anti-K x 4, anti-Fyb x 1, anti-e x 2, 
anti-Jka x 1, anti-c+E+Cw x 1 


Reported Incidents 
since October 2014 
(Sept 2014  end 
Jan 2015) 


SABRE 


 


None 


Feedback on National / Regional 
audit activities 


 


Good compliance with anti-D audit  main area of concern is documentation of 
consent and supply of anti-D information  Maternity are currently looking at 
practice. 


Suggestions for business items at 
future User Group meetings  
Other comments / feedback from Trust / Hospital  


New request forms, tracesafe labels, transfusion charts all now implemented  transfusion charts to be audited after 6 
months. 
Updated MTP protocol implemented. 
Haematology service manager has retired and has not yet been replaced. 
Significant work on-going in preparation for opening of NSECH in June 2015.  


Compiled by........Karen Ward......................................................          Date...........2nd February 2015............................. 


Trust / Hospital 


 
South Tees 







Highlight report for Newcastle Blood Centre User Group                                 


MHRA / CPA inspections 


   
An MHRA inspection was has been cancelled due to staffing problems. 
CPA - September  


SHOT 


  
3 - ?CMV transmission 
   - RhD unit mislabelled 
   - Incorrect anti-D recommended 
Several miner Tx reactions, several WBIT  twins with different ABO 


Reported Incidents 
since October 2014 


SABRE 


  


Usual 


Feedback on National / Regional 
audit activities 


   


Suggestions for business items at 
future User Group meetings 


    


Other comments / feedback from Trust / Hospital  


New transfusion ion quality support (Band 3) making a difference.    


Compiled by Chris Elliott          Date 11.02.15 







Highlight report for Newcastle Blood Centre User Group                                 


Trust / Hospital 


 
South Tyneside 


MHRA / CPA inspections 


   
None expected  


SHOT 


  
2 anti E alloimmunisations in pregnancy, 1 post transfusion, 1 at 28 weeks  partner 
R2r 
1 anti c alloimmunisation, previous anti E.  1 unit R1r transfused 


Reported Incidents 
since October 2014 


SABRE 


   


Feedback on National / Regional 
audit activities 


  


Major Haemorrhage audit report discussed.  Need to discuss suggestion for uniform 
approach across region and need to introduce MH drill and ensure staff competency 
and compliance. 
Anti D audit received, to be discussed with obstetric manager. 


Suggestions for business items at 
future User Group meetings 


    


Other comments / feedback from Trust / Hospital 
South of Tyne merger ongoing     


Compiled by............................................Anne Duncan.................................          Date.....................5/2/15................... 


Trust / Hospital 


 
Gateshead NHS Foundation Trust (Sunderland Site) 







Highlight report for Newcastle Blood Centre User Group  


MHRA / CPA inspections 


   
An MHRA inspection was due before 31st March, however just been informed that 
due to staffing problems they are no longer visiting us at present.  


SHOT 


  
x2 WBIT  
x2 PBARS near-miss. Attempt to administer blood to incorrect patient averted by the 
PBARS bedside verification system alarms. 


Reported Incidents 
since October 2014 


SABRE 


  
28/10/14 
A 77yr old patient with sepsis & renal failure and with a history of aortic stenosis and 
IHD was given 6 units of FFP (pt. weight 82kg) to correct coagulopathy ahead of 
planned urgent spinal surgery following day. During transfusion of the 6th unit, the 
patient had a cardiac arrest. Transferred to ICCU. Patient died 7 days later 
Outcome: Although 6 units exceeded recommended dose, unable to establish direct 
link between infusion and adverse outcome.   


Now keeping logs of cases which are not reportable. 
Feedback on National / Regional 
audit activities 


  


National Survey Red Cell Use


 


 The patient transfused in Sunderland has a median 
age of 73 years old (older than national median age of 69yrs), is male (59% male 
41% female) and is a medical patient (68% blood in CHS goes to medicine, 30% 
surgery & 2% obs & gynae).    


Suggestions for business items at 
future User Group meetings 


    


Other comments / feedback from Trust / Hospital   


Compiled by.............................................................................          Date........................................ 
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Patient Blood Management Team Update  


Name: Denise Watson, Regional Lead: PBM Practitioner Team  


Date: 10.02.15  


Region: North East    


Information update for NBCUG:  


Education: 


 


Introduction to Coaching and Action Learning Sets 


 


18th and 19th March. Both 
days are the same and places are available 


 


Transfusion Matters for Neonates  19th May, Allergate House, Belmont - 
supporting the event which is led and funded by the Northern Neonatal Network. 


 


To plan for a Nurse Authorisation event for staff working in nurse led areas in the 
community and Hospital at Night roles  date to be confirmed   


Audit: 


 


The local audit findings - Recognition of Transfusion Associated Circulatory 
Overload in patients aged over 70 years  were sent to the NCA Programme 
Implementation Group and it may run as a national audit in late 2016.  


 


NCA Patient Information and Consent 


 


report distributed 


 


NCA Anti-D  report distributed  


 


MH survey 


 


report distributed  


 


Red Cell Survey 


 


national and regional reports distributed   


Miscellaneous: 


 


Offered to assist the TPs with PBM recommendation action plans   


Regional Issues (YTD 


 


Jan 2015):          


NE RTC plus North Cumbria wastage data for October 2014        


Costings based on the 2014/15 price of a standard component. 
Actual cost may be reduced by NHSBT credits. 


YTD (Jan) NE RTC National 
RBC 3.1% (2307 units) 2.9% 
PLT (ATD) 1.1% (116 units) 1.5% 
FFP 8.2% (976 units) 6.9% 
Cryo 26.5% (934 units) 4.6% 


Component NE RTC + North Cumbria £s 
ABO RBC 140 units 17,059 
O Neg RBC 29 units 3,533 
Platelets 35 units 6,893 






