Confirmed

Newcastle Blood Centre User Group
Meeting at

Lecture Theatre, NHS Blood and Transplant, Newcastle.
Thursday 14th May 2015. 

Present:

Jonathan Boxshall (JB)

Jill Caulfield (JC)
Sarah Chow (SC)

Robin Coupe (RC) 
Tom Creasey (TC)

Dave Dawson (DD) 
Anne Duncan (AD)

Chris Elliott (CE) - Chair
Cheryl Kempton (CK) 
Joanne Lawson (JL)

Martin Maley (MM)

Chantal Morrell (CM)

Susan Moutrey (SM)

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

John Sutton (JS)

Hazel Tinegate (HT) 
Karen Ward (KW)

Apologies: 
Karen Simblet (KS)

Anne Varey (AV)

Emma Ward (EW)

Denise Watson (DW)

No representation from North Tees 
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	CE welcomed the group.
Presentations
· Blood on Board

Presented by Yvonne Scott

· RCI out of hours referrals survey
Presented by Hazel Tinegate

Copies of the presentations are available on the web site http://www.transfusionguidelines.org.uk/uk-transfusion-committees/regional-transfusion-committees/north-east/education
Minutes of previous meeting  11.02.15
Minutes confirmed.  Can be posted onto website.
Matters arising

· Incident Reporting / Ensuring Compliance. CE presented draft communiqué for circulation to chief executives / risk governance at the March RTC meeting, group invited to give comments / solutions.  No comments received to date.  To be discussed further at June RTC meeting.
· PITS and SPITS courses.  Group to submit names to Lianne Rounding.  Invite Lianne to present / discuss training and how this might develop over the coming years,  at the next meeting

· Liquid plasma still in development

· Units are screened for HbS in the following circumstances

· Donors suitable for neonatal units

· Certain phenotypes, e.g. Ro

· Where donors have indicated appropriate ethnic background on their health check

· Newcastle receives between 3-11 HbS negative red cells per day. Previously, these have been sent to other centres as it was thought there was little need in the North, but a small stock will now be kept in Newcastle

NHSBT Departmental Updates 
Processing – Dave Dawson
· Testing department now phenotype sickle on historical results.  If tested negative twice, note will be on bag.  All know donors are fully typed.  This should further increase stocks.
· NHSBT is conducting a trial of reduced CMV screening.  3 month pilot, feedback will be sought during and after the trial.  Likely impact: fewer CMV negative red cells will been seen within routine stocks
· New ‘short journey’ transport boxes.  Newcastle implementation is due to start on 18/05/15.  Sample boxes distributed to trusts.  A small number of the old style Clinimeds boxes are available for hospital use.  If interested in these, contact david.dawson@nhsbt.nhs.uk 
· Shift system.  2 new staff now in post, this will assist in out of hours service
· Workshop – recalls.  Idea is to simplify process, may include trust staff
RCI – Martin Maley 
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IH1000 installed today
Collaborating with Filton re: Anti D and c

Clinical

· Hazel Tinegate now staying until early 2016
· Jane Liston retiring at end July 2015

· No longer supplying IgA deficient red cells – bespoke basis only.
Quality – Sarah Chow
· Internal self inspection – July 2015

· MHRA inspection – March 2016
Customer Service Update
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Add ‘Credit request process’ to agenda for next meeting
Trust / Hospital Reports
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Patient Blood Management Team
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NBTC Laboratory Managers Group
Meeting 3rd March 2015.

· Supplier audits – to be hosted on the JPAC website with annual rolling update.  Group to advise if any current suppliers are not included.
· MHRA – review of regulations
· Recall Events – updated documents still do not address issue of hospitals receiving a closing letter for all events.  However, upgrade to pulse scheduled for September 2015 will give reason for recall 
· UKAS inspections – group to act as a central repository for feedback / evidence from inspections, especially those seen as ‘left field’.  These can then be fed back nationally to UKAS.

· Transport boxes – significant discussion and concerns raised about new transport boxes and how this will impact hospitals moving blood with patients.  Suggestion that NHSBT look at leasing boxes to customers
· Concerns re: RCI advice does not match guidelines.  Mark Williams to attend next meeting to address these issues.
MHRA Blood Consultative Committee
· Spring newsletter has been circulated

· Next meeting September 2015
AOB
· CE.  South Tees Diagnostic Centre CQC visit – non compliances.  Stents – no traceability, advised to use blood track or similar.  Labs may be asked for help by other departments.
· JS.  Opening of new lab at WCH scheduled for 12th October 2015.
· RC.  Asked if presentation on VMI developments would be of interest.  Group agreed it would, RC to contact Sue Cotton.
Date and time of next meetings
Wednesday 7th October 2015 at 13:00
Wednesday 10th February 2016 at 13:00

Wednesday 11th May 2016 at 13:00

Lecture Theatre, Newcastle Blood Centre.

	JR
RC
JR
All

RC
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Proposal to adopt a collaborative
approach in the development of
closer integration with hospital users

March 2015

NHSBT Extended & Enhanced Service
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NHS
Summ ary Blood and Transplant

The proposal outlined describes an alternative
route towards a more integrated relationship
with hospitals. It builds upon previous work and
Is aligned with current blood supply initiatives.

The service would be developed in 2 phases:

Extended Service

Enhanced Service

NHSBT Extended & Enhanced Service
1






Extended Service — Next Steps -1 Blood and Tranmsplant

Blood Supply

The project to provide a Vendor Managed Inventory (VMI) proposition for
blood and some blood components is underway with established pilot sites
and project management support with an agreed rollout plan for the first 20
sites.

RCI
Opportunities to extend the service have been identified with 3 specific
Initiatives
Provision of screening for feto- maternal haemorrhage by flow
cytometry
Investigation of pan-reactive antibodies
Confirmatory antibody identification to support Sp-ICE

These are all linked to providing best practice and supporting the best
possible patient care

NHSBT Extended & Enhanced Service
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Extended Service — Next Steps -2 Blood and Tranmsplant

An additional approach is required to develop the relationship and increase
collaboration between RCI and hospital laboratories.

The proposal is to work with hospital partners to develop an algorithm based
referral process to manage patients who require the further investigation of their
blood group serology.

This would immediately;
Increase collaboration between senior RCI laboratory staff and their hospital customers
Ensure RCI fully appreciates hospital constraints and challenges
Remove mis-understandings at the point of referral
Respond to the current decline in hospital serology expertise and capacity
Make RCI workload more stable and predictable
Provide the essential foundations for an enhanced service

Then in the longer term;
Support remote interpretation by RCI staff of hospital laboratory results
Remove duplication of testing
Provide the basis for any possible future integration of services

NHSBT Extended & Enhanced Service
3
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Testing Algorithms Blood and Transplant

Fundamental to this proposal is the intention to promote best
practice in serology testing. The plan is to develop clear
algorithms to guide hospital practice and define the
appropriate point at which referral should be made to RCI

The algorithms will use serology knowledge and experience to
understand how the process for serology investigations
relates to hospital’s capacity and competence.

In collaboration with hospital stakeholders we will then verify
the process and agree appropriate points for referral to RCI.

NHSBT Extended & Enhanced Service
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. NHS
Enhanced Service Blood and Transplant

Enhanced Service

Once the extended
service is established
with a hospital customer
the expectation would be

Scientific &
Technical
Training

Extended Service

Reagents
Package

to develop the i for Core Service | ) A8 ced'
. 00 RCI r
collaboration to an Supply Blood Supply RC

IT
Connectivity

enhanced service within
which NHSBT would
provide (at a cost)
additional services

Bespoke
Logistics

Quality
Support

NHSBT Extended & Enhanced Service
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For example......Scientific Training B,oodandr,anmsplant

Potentially to include

Clearly defined levels of expectation for hospital competence. We will not normally be
providing training in advanced serology as part of this relationship

Agreed competency assessment programme

NB The actual assessment of competence and the maintenance of training records would remain
the hospital responsibility

Agreed training schedule including theory and “wet” training

Primary and update training to support CPD

Use of IPEX as an EQA and training tool

On line and e learning options

Need to consider links to BBTS and MSC

NHSBT Extended & Enhanced Service
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Extended Service

Enhanced Service

Blood and Blood Component Supply

Replenishment of standard red cell and frozen
products with agreed delivery schedules

Red cell Serology

Blood and Blood Component Supply

Replenishment of standard red cell and frozen
products with agreed delivery schedules

Red cell Serology

Algorithm based service with defined responsibilities
with remote scientific support.

Algorithm based service with defined responsibilities
with remote scientific support.

Reagents

Supplied as per current arrangements
Promote IPEX provided as an external QA product

Reagents

IPEX provided to include related training and post
survey discussion to share results and allow
participant discussion.

Scientific & Technical Training

Schedule of primarily classroom based and wet
workshops organised by NHSBT with hospital staff
attending as required.( As currently available)

Quality Management

Scientific & Technical Training

Full training and competency needs assessment
with agreed training plans aligned with algorithm
referral process

Quality Management

Agreed access to remote advice

Enhanced support with training ,, audit and CAPA
support and cold chain validation. Template SOP's
and policies, but remain outside NHSBT QMS

Patient Blood Management

As current arrangements

Patient Blood Management

Enhanced service ( to be discussed)

Contractual Arrangement

Contractual Arrangement

Extended to cover wider services, potentially longer
term commitment

Longer term partnership agreement

Financial Arrangement

No Change

Financial Arrangement

Potential for a cost/volume arrangement which
includes the costs of the enhanced service

NHSBT Extended & Enhanced Service
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New
Service
Propositions
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Customer Service Update

Newcastle User Group 14/05/2015

Robin Coupe, CSM Newcastle
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* OBOS developments
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NHSBT
Strategy

Blood 2020

in England and North Wales

NHS
Blood and Transplant

A strategy for the blood supply

Save a life
Give blood

Blood and Transplant





Blood and Transplant

NHSBT Strategy - Blood 2020

» Blood 2020 is NHSBT's strategy for the blood supply in England and
North Wales

« Based on four “pillars” and the key changes required within them

 Blood donation and Donor Experience

— Better use of technology to improve donor experience

— Larger, longer mobile sessions

— More collection sessions in our static centres

— Segmented marketing to meet the need for specialist components

* Manufacturing Operations

— Move to 24/7 manufacturing and testing

— Use our new planning and control system to improve forecasting for
component requirements

— Apply lean methodology to improve processes and drive out waste





Blood and Transplant

NHSBT Strategy - Blood 2020

» Hospital Interface and Customer Service

— Develop a single customer portal to support paperless interaction

— Tailored delivery options supported by our Transport Management System
— Use Vendor Managed Inventory to manage stocks at 110 hospitals

— Continue to invest in PBM and transfusion training

* Integration with Hospitals

— Integration of the blood supply chain (VMI)

— Integration of patient care pathways (e.g. prospective genotyping of multiple-
transfused patients / improved availability of typed blood / NHSBT
Consultants advising on optimal transfusion therapy)

— Integrating red cell diagnostics: Transfusion hubs and associated networks

« The document can be viewed on the NHSBT website at the following
link;

http://www.nhsbt.nhs.uk/download/blood-2020.pdf






Blood and Transplant

Reduction in CMV screening

* Notified in letter dated 28" April 2015

* NHSBT is conducting a trial of reduced CMV screening

— Aims to provide best value by keeping the price of blood components
to a minimum

— Manchester Testing site only
— Due to start 05/05/15
— 3 month pilot

* Feedback will be sought during and after the trial

* Likely impact: fewer CMV negative red cells will been seen within routine
stocks
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Blood and Transplant

New Invoices

Notified in the “Update” 23 March 2015

New format invoices and backing data are being sent electronically to
Finance departments

— Invoices in pdf format
— Backing data in Excel format
— Codes and descriptions harmonised across the invoice and price list

Credit notifications will be included

— Requests rejected as duplicates will be identified
— Other rejects will be notified to the relevant CSM for resolution

Contract monitoring data

— Change from monthly to quarterly
— Supplied in Excel format to allow users to design bespoke reports





Blood and Transplant

OBOS developments

* Issues with the OBOS training system should have been resolved through
the release of v.7.0.2 on 13/05/15

— Previous incompatibility between OBOS and PULSE in the training
environment

* The new OBOS version will be released to the live system on Sunday 31st
May

» Contains new functionality for ordering specialist stock components (e.g.
HLA selected platelets)

— New functions not visible immediately
— Piloted with a small number of hospitals followed by staged roll out

« OBOS will also move to a “cloud-based” platform on 31st May

— OBOS IP address will change and hospital action is required
— See email to TLMs sent 12/05/15

» Significant downtime on 31st May 2015 (up to 12 hours from 12:00 noon





Blood and Transplant

New boxes - Update

* Newcastle implementation is due to start on 18/05/15

— Documentation pack distributed (electronically)
— Sample boxes distributed (13/05/15)

» Key points

— Please return the boxes / temperature control materials promptly
— Please leave the temperature control materials in the box

* Discussions are ongoing re making the new boxes available for hospital
use (as raised at the National TLM Group)

 NHSBT will provide a small number of Clinimeds for hospital use

— Provided without warranty or statement of condition
— Hospital validation required
— Hospitals should not be reliant on these boxes
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New credit request process

E Microsoft Excel - frm5219_1_customer-credit-request-Form_.xls
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DEHRIIS @IV @I
i I |

Yiew Insert Format Tools Data  Window  Help

, Ba - F |9 - - R x4
d A 1=
hd B MN123

Reply with Changes,.. End Rewiew,.. B

= =] =]

Twpe a gueskion For help - -8 X

S -A- @B

I B e 7 o [ e [ ¢ [ & [ w [ v [ 1

[« L Mmoo [ w [ og

12
13
14
15
16
17
18
15
| 20
21
22
| 23|
E
| 25|
26
27
28
25
Ea
En
a2
Ea
E
55|
E3
37

BLOOD AND COMPONENT CREDIT REQUEST FORM
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From any invoice or
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James Cook University Hospital Middlesboroug
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newi credit form for each month

Ready

M 4 » MY MACRO 4 INSTRELEC /4 INSTRMAN f INSTRTRP

{7 IR NI |

R





Blood and Transplant

Credits: New process / Eligibility changes

* Early learning points

— Take care when selecting the product type (manual entry)
— Use the barcoded entry option whenever possible
— Any user tips?

* Please contact me if you need assistance or advice

* Please note the change to eligibility for credit (applies to issues from
01/06/15 onwards) as communicated 08/05/15

— AB RhD positive and negative will be eligible

— B RhD positive will not be eligible





Blood and Transplant

Thank you

Any Questions?
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Highlight report for Newcastle Blood Centre User Group

Trust / Hospital

CDDFT

MHRA / CPA inspections

DMH was MHRA inspected 05.01.2015 - No Criticals, 4 Majors and 7 Others.
Business case has been approved for two additional band 6 posts to help with
compliance as staffing levels was a ‘major’

April 2015 — DMH inspection now closed.

Reported Incidents | SHOT
since February 2015

o Handling & Storage — 2 UHND (wrong units collected, mistake found on ward)

e Allo-1UHND 1 DMH

e Right blood right patient 3 UHND (2 of which were AE pt registration errors)

e IBCT SRNM — 1 DMH (JCUH pt attended DAE — plt tx required & not given
irradiated products).

e WBIT — 1 UHND (AE — sample labelled from case note sticker for another pt)

o Inappropriate & Unnecessary — 1 UHND (2 units requested, issued and tx, but
only 1 unit prescribed for pt).

SABRE No reports

Feedback on National / Regional
audit activities

Currently participating in the ‘Preparing patients for surgery’ audit.

Suggestions for business items at
future User Group meetings

Other comments / feedback from Trust / Hospital

e New request form — declaration that must be signed, dated and timed by the person taking the sample, to declare that

they have positively identified the patient and labelled the sample next to the patient. If not completed, sample not
processed, and must be repeated.

Compiled by C.Morrell & J.Lawson

Date.12.05.2015






Highlight report for Newcastle Blood Centre User Group

Trust / Hospital

The Newcastle upon Tyne Hospitals NHS Foundation Trust

MHRA / CPA inspections

UKAS inspection imminent (think it will be June)
MHRA self-inspection submitted

Reported Incidents | SHOT e TACO X2
since February 2015 e WBITx1

e Late administration of Anti-D

e Fya positive units transfused to patient with Anti-Fya (clinical need authorised by

haematology consultant)
e Alloimmunisation — patient developed Anti-Jkb post transfusion
SABRE
None

Feedback on National / Regional
audit activities Part 2 of Sickle audit ongoing

PBM blood in surgery audit started

Suggestions for business items at
future User Group meetings

Other comments / feedback from Trust / Hospital

Compiled by.....Yvonne Scott






Highlight report for Newcastle Blood Centre User Group

Trust / Hospital North Cumbria University Hospitals NHS Trust

MHRA / CPA inspections CPA/ISO 15189 inspection March 2015. 55 non conformances over blood sciences
—_ recommended for 30" May. Continued CPA and UKAS ISO 15189 accreditation

Reported Incidents | SHOT Delayed transfusion — Blood taken from lab by porter, not signed for by nurse on
since February 2015 endoscopy unit, blood travelled into treatment room then into recovery then up to
the ward, not found until later (under a chair).
WBIT x2
SABRE None
Feedback on National / Regional 2015 Audit of PBM in adults undergoing scheduled surgery — only 5 patients
audit activities identified Feb-Mar, awaiting Apr data. Awaiting notes for 5 patients.

Suggestions for business items at
future User Group meetings

Other comments / feedback from Trust / Hospital

Obstetric haemorrhage (after midwife refused to send second sample, O Neg used)
Fridge failure at West Cumberland Hospital, units discarded

Compiled by......John Sutton/Emma Ward............ocooveeieeiesnennn: Date......29/04/15.......ccccoiiiiiiiaies






Highlight report for Newcastle Blood Centre User Group

Trust / Hospital Northumbria Healthcare NHS Foundation Trust

MHRA / CPA inspections CPA surveillance visit between 2" and 10" July 2015.
MHRA compliance reports returned — awaiting outcome.

Reported Incidents | SHOT 1 x WBIT — antenatal clinic

since February 2015 3 x RBRP — no prescribing doctor, patient transfused despite sample and blood
(until end of April being labelled with incorrect surname- next of kin informed ward staff, compatibility
2015) labels transposed on 2 units — one unit given before error noticed.

2 x Anti-D — RAADP not given until 35wks, incorrect dose (1500) issued for PVB at
27 weeks (500) — confusion over RAADP requirements.

1 x near miss — infant patient ID incorrect, blood issued and error not noted until
bedside check

5 x Alloimmunisation — S+Cw+Fy® E, Kx 3

SABRE None

Feedback on National / Regional Data collection on-going for patient blood management in scheduled surgery audit.
audit activities

Suggestions for business items at
future User Group meetings

Other comments / feedback from Trust / Hospital

Following retirement of Rob Pegg, Karen Ward is acting head of transfusion for 6 months.
Emergency Care hospital is scheduled to open 15" June 2015

Compiled by............... L T —— Date......... L






Highlight report for Newcastle Blood Centre User Group

Trust / Hospital

Queen Elizabeth Hospital

MHRA / CPA inspections

BCR complete — ISO inspection due Aug/Sept

Reported Incidents | SHOT
since February 2015

1 Alloimmunisation
2 WBIT — 1 in casualty (nurse) pre labelled tube
1 ward 24 (doctor) — patient not ID'd

SABRE

None

Feedback on National / Regional
audit activities

National comp audit ongoing (11 patients so far)

Suggestions for business items at
future User Group meetings

Other comments / feedback from Trust / Hospital

Compiled by........ Jill Caulfield........






Highlight report for Newcastle Blood Centre User Group

Trust / Hospital South Tees

MHRA / CPA inspections BCR submitted to MHRA. CPA inspection due September 2015 —auditing towards
ISO15189 standards

Reported Incidents | SHOT 5 SHOT only: 1. Reaction to platelets in IgA deficient patient; 2? TACO; 3. Vented

since February 2015 unit placed back in fridge post 30 mins; 4. Blood issued to JW patient with advance
directive (near miss); 5. Anti-D given to lady with immune anti-D (lab reporting error)
and 1SAR

SABRE 1 SAR: Immunological haemolysis due to other antibody.(Lab error)

Feedback on National / Regional Local audits on-going for consent, special requirements. Participating in NCA for

audit activities transfusion in sickle cell patients and surgical blood use.

Suggestions for business items at

future User Group meetings

Other comments / feedback from Trust / Hospital

Compiled by........ L L L L — Date............. 14.5 2008 . cvsmmnian






Highlight report for Newcastle Blood Centre User Group

Trust / Hospital South Tyneside
MHRA / CPA inspections None due, compliance report completed
Reported Incidents | SHOT 2 alloimmunisations. 1 x anti C, 1 x anti E

since February 2015

SABRE None
Feedback on National / Regional Discussed major haemorrhage at HTC. Struggling to recruit help and collect data
audit activities for “Audit of Patient Blood Management in Adults undergoing Scheduled Surgery”

Suggestions for business items at
future User Group meetings

Other comments / feedback from Trust / Hospital

Compiled by...osimsisins ANNE DUNCAN........ceeeieieiiiieeeaiii i Date............... TGS, vsmamane






Highlight report for Newcastle Blood Centre User Group

Trust / Hospital City Hospitals Sunderland

MHRA / CPA inspections CPA surveillance visit 28/04/15, 2 non-conformances:- To close the CAPA’s open
from an extensive audit carried out pre-visit and to keep consolidation going
including the shared use of Q-Pulse enterprise. 1SO visit due Aug/Sept this year.

Reported Incidents | SHOT

since February 2015 1. TACO. 31/3/15. Patient received a two unit transfusion at ‘standard’ rate of
infusion. Developed acute pulmonary oedema — reported as a TACO. Patient
made full recovery. Review of notes show no observations recorded during
transfusion as patient confused

2. Wrong blood in tube 7/3/15 admissions unit.

SABRE
None reported

Feedback on National / Regional
audit activities Currently collecting data for national comparative audit of PBM in surgery (27 cases
so far)

Suggestions for business items at
future User Group meetings

Other comments / feedback from Trust / Hospital

Compiled by.....Jill Caulfield/Jonathon Trattles.............oooovvmeineneinieeeimineene B L P —
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Patient Blood Management Team Update
Name: Denise Watson, Regional Lead: PBM Practitioner Team
Date: 24.04.15

Region: North East

Information update for NBCUG:

Education:

% Introduction to Coaching and Action Learning Sets — 18" and 19" March.
Excellent verbal feedback.

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

+ Transfusion event for student nurses - initial meeting has taken place, 2 students
from Northumbria University are on the working group. Aiming for an event mid-
late October.

% 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:

R/

% NCA PBM in Surgery — Trusts have commenced data collection

Miscellaneous:

R/

+ Offer made to assist the TPs with PBM recommendation action plans

Regional Issues (YTD — March 2015):

YTD (Mar) NE RTC National

RBC V¥ 3.0% (2,619 units) V¥ 2.6% (43,955 units)
PLT (ATD) A 0.1% (12 units) A 1.3% (3,659 units)
FFP A5.4% (773 units) ¥ 6.7% (15,550 units)
Cryo A 24.8% (1,026 units) A 4.0% (6,392 units)

NE RTC (plus Cumbria) wastage data for October - December 2014

Component October November December
ABO RBC 140 units 149 units 153 units
O Neg RBC 29 units 17 units 22 units
Platelets 35 units 32 units 40 units







