
Transfusion Practitioners Meeting

Tuesday 8th September 2015
NHS Blood and Transplant, Newcastle
Attendance:

Debbie Cox (DC)

Karen Nesbitt (KN) 

Janice Robertson (JRo) – minutes

Jonathan Trattles (JT) - chair
Denise Watson (DW) 
Megan Wrightson (MW) 

Apologies:

Aimi Baird (ABa)

Anna Bartholomew (AB)
Vicki Davidson (VD) 
Janet Ryan (JR) 

Debbie Sains (DS)

Emma Ward (EW)

Sue Wardle (SWa)
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	Jonathan Trattles welcomed the group and acted as chair
Minutes of previous meeting, 12th May 2015
Agreed as a true record
Action: Post onto RTC website

North East RTC Twitter Account
To be used as alternative communication method

Handle is @NE_RTC
Pushing at PBM event.
Overnight Transfusions

Confusion regarding the SHOT guidelines stating out of hours transfusions to be encouraged.  Group agreed this should only be if clinically indicated.

Major Haemorrhage Guidelines

South Tees review activations of major haemorrhage protocol and attend the A&E Trauma meetings weekly (along with a member of laboratory staff). 

Other trusts review a selection only.

DW tabled a summary of key points from ‘A practical guideline for the haematological management of major haemorrhage’.
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National Survey on the Use of O RhD neg Blood
Findings from the survey suggest that many recommendations from previous surveys are not being implemented.  Hospitals advised to manage stock levels and introduce policies around the appropriate use of this component.  Recommendations for hospitals:
1. Hospitals to collect data, on the % of O neg units transfused to non O neg recipients to prevent time expiry

2. Hospitals to find a system to review use of O neg in an emergency and investigate incidents where its use is considered inappropriate

3. Hospitals should review their processes for the release of ABO compatible red cells to ensure timely issue of group specific blood

4. Hospitals should consider increasing the frequency of emergency O neg stock rotation

Full report available at http://hospital.blood.co.uk/patient-services/patient-blood-management/o-rhd-neg-red-cell-resources/
Administration of Components

Giving sets






SW raised a concern that not all giving sets are clearly marked for their specific use.  SW is meeting with suppliers to discuss.  DW to email details to group.
Medical devices
A small pilot at Sunderland showed preference for pumps but met with resistance from other areas.  South Tees noticed that some areas had a tendency not to check pumps but will check free flowing devices.  
Group had no issues with rates of administration and agreed that Trusts should agree and implement a standardised practice.  
Gap analysis re: PBM recommendations

Trusts still working on this.
Training and Education
Nurse Authorisation Education Event

· Hospital at Night, Community and Haematology / Oncology nurses
· Planned for February 2015, date to be confirmed
Transfusion Matters for Neonates - Feedback
· 19th May 2015 - Belmont centre, Durham.  
· Facilitated and led by the Northern neonatal network.  
· Excellent feedback and compliment from the organisers
Forthcoming NE RTC Study Day

· Patient Blood Management, Thursday 8th October 2015 – The Durham Centre
· 119 delegates registered to date – 149 including working group, speakers and sponsors.

Student Nurse Event

· Northumbria University, Coach Lane Campus -  11th January 2016.       Open to 2nd and 3rd year adult and child field nursing students, 2nd year ODP, and Midwifery students.  Poster presentations and information stands can be exhibited at the event.
· Teesside university – Meeting to be arranged with Norma Barron, Senior Lecturer in Adult Nursing and Jill Foley, Programme Leader.
· Hope is to continue as an annual event.

Update on NPSA SPN 14 competencies
Await NBTC feedback following their meeting on 28th September.
Audits

NCA PBM in surgery - Request for further information from Trusts. Report due in October
NCA GI Bleeding – Started 1st September 2015. GI consultants to complete, recommended TP’s not to be involved
NCA Adult Haematology – Request for 1 hospital per RTC to pilot the proforma and organisational questionnaire in early October 
Local audits
RTC - Survey of FFP use in the region, Tom Creasey SpR to lead
South Tees – Special requirements on request forms

North Tees – Pathways and requests for irradiated products.
Critical Incidents 

Critical incidents discussed.
NHSBT / PBM Practitioner Update
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A.O.B.

None.
Date and time of next meeting 
Circulate ‘When is good’ for 1st 2 weeks in February 2016.
	JRo
DW
JRo
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A practical guideline for the haematological management of major haemorrhage


The aim of this guideline is to provide recommendations for the haematological haematological management of major haemorrhage in any clinical situation, with practical guidance for Clinical Haematologists and laboratory staff on the content and delivery of major bleeding protocols, including the use of blood components and transfusion alternatives.


The recognition that tranexamic acid (TA) benefited not only those with massive haemorrhage but also the larger number of patients with, or at risk of, significant haemorrhage (i.e. not only those fulfilling the criteria for massive bleeding) has led to an expansion of our guidelines from massive to major haemorrhage so the we can include this group.


The guidelines cover clinical management with an Appendix on logistics and laboratory management.


Our arbitrary definition of major haemorrhage is bleeding which leads to a heart rate more than 110 beats/min and /or systolic blood pressure less than 90 mmHg.  Hospitals must have locally agreed triggers.


Recommendations


Medical, nursing and midwifery staff involved in frontline care must be trained to recognise major blood loss early, know when to activate/trigger the local major haemorrhage protocol and take prompt and appropriate action (1D).

Hospitals must have local major haemorrhage protocols with adaptations for specific clinical areas (1D).


Following trigger of the major haemorrhage protocol there must be a clear mechanism for contacting all relevant team members and a designated Team Leader should then co-ordinate further management (1D).


A team leader should be appointed and nominate a specific clinical team member to co-ordinate communication with Transfusion Laboratory staff and support services for the duration of the incident (1D).


In a setting where patients can sustain massive blood loss, blood warmers and pressure infusers should be available and used.

Recommendations


Hospitals must have a strategy to ensure that red cells are readily available for life-threatening bleeding, through the use of emergency Group O red cells and also through the rapid provision of group-specific red cells by the transfusion laboratory (1C).


Patients must have correctly labelled samples taken before administration of emergency Group O blood (1C).


There is no indication for requesting ‘fresh’ red cells (e.g. under 7 d storage) in haemorrhage, whilst awaiting further publication of definitive randomised trials (2B)


Access to 24-h cell salvage support should be available in cardiac, obstetric, trauma and vascular centres (2B).

National Institute for Health and Clinical Care Excellence (NICE) systematic review on the use of visco-elastic devices recommended that the devices are used to manage and monitor haemostasis during and after cardiac surgery but that in other situations such as obstetric haemorrhage or trauma there was insufficient evidence for use except as part of a research study (NICE, 2014).  Until evidence-based algorithms are established, we suggest that TEG and ROTEM use is confined to research.


Recommendations


Serial haemostatic tests, including platelet count, PT, APTT and fibrinogen, from before and after resuscitation should be used regularly, every 30-6- min depending on the severity of the haemorrhage, to guide and ensure the appropriate use of haemostatic blood components (1C)


Fresh frozen plasma (FFP) should be as part of initial resuscitation in major haemorrhage in at least a 1 unit: 2 unit ratio with red cells until results from coagulation monitoring are available (see also separate specific guidance for trauma below).


Once bleeding is under control, further FFP should be guided by abnormalities in laboratory tests with transfusion trigger of PT and/or APTT >1.5 times normal for a standard dose e.g. 15-20 ml/kg (2C).


If laboratory results are not available, and bleeding continues, further FFP may be transfused in at least a 1:2 ratio with red cells, prior to moving on to blood product use guided by laboratory results (2C)

Use of FFP should not delay fibrinogen supplementation if it is required (2C)


Fibrinogen supplementation should be given if fibrinogen levels fall below 1.5 g/l (1C).  Cryoprecipitate is the standard source of fibrinogen in the UK and two five-donor pools will increase fibrinogen in an adult by approximately 1gl.


The use of PCC is not recommended in the management of major haemorrhage unless as part of a clinical trial (1D).


In major haemorrhage aim to keep platelets >50 x 109/l (1B); we suggest that platelets should be requested if there is on-going bleeding and the platelet count has fallen below 100 x 109/1 (2C).


Adult trauma patients with, or at risk of, major haemorrhage, in whom antifibrinolytics are not contraindicated, should be given tranexamic acid as soon as possible after injury, at a dose of 1 g intravenously over 10 min followed by a maintenance infusion of 1 g intravenously over 10 min followed by a maintenance infusion of 1 g over 8 h (1A).


The use of tranexamic acid should be considered in non-traumatic major bleeding (1B).

The routine use of aprotinin is not recommended (1B)


The use of rVIIa is not recommended in the management of major haemorrhage unless as part of a clinical trial (1D)


Thromboprophylaxis should be given after major haemorrhage and should be started as soon as possible after bleeding ceases (1A)


Guidelines recommend optimal use of obstetric intervention and uterotonic drugs initially; unless there is major blood loss, the use of blood components and haemostatic agents is not a routine first-line intervention.


Recommendations


In major obstetric haemorrhage, blood component management should follow a similar pathway as for non-pregnant patients (2C), except that meticulous attention should be paid to fibrinogen levels and consideration given to the early use of fibrinogen supplementation when fibrinogen levels are <2.0 g/l and there is on-going bleeding (1D)


In major obstetric haemorrhage, consideration should be given to using transexamic acid (1B).

In gastro-intestinal non-massive haemorrhage a restrictive strategy of red cell transfusion is recommended for many patients (1A).


Adult trauma patients with, or at risk of, massive haemorrhage should initially be transfused empirically with a 1:1 ratio of plasma: red blood cells (1B).


The early use of platelets should be considered (1B).


Adult trauma patients with, or at risk of major haemorrhage, should be given tranexamic acid as soon as possible after injury, at a does of 1g intravenously over 10 min followed by a maintenance infusion of 1g over 8 h (1A)


In high risk surgery tranexamic acid at a dose of 10 mg/kg followed by 1 mg/kg/h is recommended to prevent bleeding (1B)


There is little research evidence available to specifically guide paediatric care.  Children differ from adults in anatomy and physiology as well as in size and weight.  These differences require some specific modifications to the clinical care and transfusion support provided.


Recommendations


Multidisciplinary audit and case review should be undertaken to ensure that effective systems are in place for major haemorrhage management (1A)

There is a need to conduct research on patient groups other than trauma patients, such as postpartum, GI or vascular bleeding, especially ruptured aortic aneurysm, including studies on cost effectiveness.


The patient should have a blood sample taken for pre-transfusion testing before the Group O red cell units.  The patient should have a blood sample taken for pre-transfusion testing before the Group O emergency red cells are administered.


Where possible, a second sample should be requested for confirmation of the ABO group of a first time patient because of the recognised risk of ‘wrong blood in tube’ events (Milkins et al, 2013).  However, in the emergency, this may impede the delivery of group-specific red cells and components and a risk assessment should be undertaken to decide the circumstances in which one sample will suffice.

Blood may have to be issued without an antibody screen in an emergency.  A retrospective antibody screen should be undertaken as well as routine compatibility procedures.  If the antibody screen is subsequently found to be positive a recall and reporting procedure should be in place so that the patient can be assessed for haemolysis.  


If FFP is required urgently in a bleeding patient before the blood group is known then group A should be issued for adults.


Pre thawed plasma on standby.  At present this can only be used for up to 24 h post-thawing if stored at 4o C.


If platelets are required before the blood group of the patient is known, Group A should be used.


If cryoprecipitate is required before the blood group is known then group A should be used.
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NHSBT PBM Update report
Sept, 2015

RTC meeting

Wednesday 4™ November 2015, NHSBT Newcastle 1.30pm

Regional audits and
surveys

FFP Survey — Tom Creasey, SpR NHSBT is leading on this

National Comparative
Audit (NCA)

2014 Audit of transfusion in children and adults with Sickle Cell Disease — awaiting the
report.

2015 Audit of PBM in Surgery — data collection completed. Report due out in October.

2015 Audit of lower GI Bleed - audit jointly with British Society for Gastroenterology,
starts September 2015.

SHOT

The 2014 Annual SHOT Report and resources are now available on the SHOT website.
SHOT Bites available on the website.

LBT

Learnbloodtransfusion e-learning - Acute Transfusion Reactions, available on the
learnPro learning management system; NLMS and e-LfH systems.

NHSBT News

NHSBT Manufacturing proposal accepted by the Board. Manufacturing from Newcastle
and Sheffield will transfer to Manchester, but not until 2017.

National Transplant Week 7" to 11" September

National and
International Events

Blood Stocks Management Scheme road shows in Sept 2015: Sheffield (10™),
London (17™).

AAGBI: Bleeding, clotting & haemorrhage - An update: Thursday 10th December
2015, 21 Portland Place, Westminster, LONDON

Regional Meetings and
Events

Transfusion Practitioners Meeting — TBC

NBCUG Meeting — 7" October 2015

North East Annual Education Symposium ‘Patient Blood Management’ — 8
October 2015

Student Nurses — 11" January, 2015 — Northumbria University

Nurse Authorisation - TBC

th

For further information please contact a member of the NHSBT North East Hospital Liaison team:

Denise Watson

Regional Lead: Patient Blood Management Practitioner Team, 0191 202 6605

Dr Hazel Tinegate Consultant Haematologist, NHSBT, 0191 202 4548

Robin Coupe

Customer Service Manager, NHSBT, 0191 202 4553




http://hospital.blood.co.uk/safe_use/clinical_audit/National_Comparative/index.asp

http://hospital.blood.co.uk/

http://www.blood.co.uk/StockGraph/StockLevelStandard.aspx



RBC ¥5.2% (1893 units), Platelets ¥1.7% (94 units), FFP ¥ 12.0% (820 units) and Cryo A 7.1% (32 units)

Year to date Stats in NE RTC region
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