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Expanding Roles in Transf usion Saf ety! 

 

Transfusion Practitioners have been present in most of our Hospitals in 
the North West for some years now and as their roles have developed to 
include responsibility for a wider range of initiatives, some hospitals have 
been able to appoint Assistant Practitioners to support them.   
Marsha Whittam, Assistant Practitioner from Trafford Hospital, 
describes for us her role. 
The Role of the Assistant Practitioner in Blood Transfusion at Traf-
ford hospital How have I made a difference? 
I have now been in post f or 12 mont hs, and when I f ir st st ar t ed t he 
Tr ansf usion Pr act it ioner used t o have t o t r ace all t he unit s t hat wer e not 
capt ur ed by Blood Tr ack. I have been able t o t ake on t his r esponsibilit y 
and have also begun t o include  bat ch pr oduct s such as albumin, as well as 
red cells. This is quite time consuming, but gives us an excellent traceabil-
ity results. 
I have carried out my first audit,  including the design and registration of 
t he audit t ool and looked at t he way war ds and depar t ment s st or ed t heir 
empt y blood bags. I t was int er est ing t o evaluat e t eaching and r eceive 
staff feedback. 
I pr esent ed t he f indings at one of our 
haemat ology meet ings and even t hough 
a lit t le ner vous f elt pr oud of my 
achievement. 
I have been made ver y welcome at r e-
gional t r ansf usion event s and t he 
Tr ansf usion Pr act it ioner s have been 
very supportive of my role. 
I was also able t o at t end t he Nor t h 
East Assist ant Pr act it ioner meet ing 
and f ound it int er est ing t o meet ot her 
Assist ant Pr act it ioner s and t he pr ob-
lems t hey f ace individually.The gr oup is cur r ent ly wor king on a r esour ce 
f ile f or t r ansf usion assist ant pr act it ioner s. My ideas f or t he next year I 
would like t o be involved in a t r ansf usion awar eness event . I now help co-
or dinat e t he blood van at my hospit al t o encour age st af f t o donat e and I 
would like to take this further. 
This f or me has been a ver y r ewar ding posit ion, I get t o help my pat ient s 
and learn something new everyday! 
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       Wrong Bay, Wrong Bed 
   
An F2 doct or collect ed samples f r om a pat ient in Bay D, Bed 4. The samples wer e labelled at t he 
bedside wit h t he pat ient s name, dat e of bir t h, hospit al number . The sample was signed and dat ed 
and the information matched the request form. A perfect example with one small problem: the blood 
in the bottle belonged to somebody else!  

When t he labor at or y t est ed t he sample on t heir blood gr ouping machine 
t he hist or ic blood gr oup did not mat ch t he cur r ent sample hence t he 
BMS was aler t ed of a possible pr oblem. The hist or ic gr oup was O 
Positive,  but the current group was A Negative.  

A f ur t her sample was r equest ed and t he pat ient was conf ir med t o be O 
Posit ive. On invest igat ion it was concluded t hat t he F2 doct or had 
collect ed samples f r om a pat ient in Bay C, Bed 2.  The doct or had f ailed 
t o posit ively ident if y t he pat ient by checking t he wr ist band and asking 
t he pat ient t o conf ir m t heir name and dat e of bir t h.  They did however 
ask the patient if they were patient X to which the patient agreed! 

Collection of Samples Procedure 

Patient Identification 
Positively identify the patient: They must 
be asked (wher e possible) t o st at e t heir 
name and date of birth. 
Out pat ient s must be also asked t o st at e 
their address. 
This inf or mat ion must mat ch t he r equest 
form. 
All inpatients must wear a wristband.  

The collection of the blood samples from the patient and the subsequent labelling of the samples 
should be per f or med as one cont inuous, unint er r upt ed pr ocedur e at t he pat ient s (bed)side,    
involving one patient and one member of staff only. 
All member s of st af f involved in sample collect ion should be compet ency assessed t o NPSA 
Safer Practice Notice  14 (2006) standards 

Sample Labelling 
The sample must cont ain: f ull name, dat e of 
bir t h, hospit al/ NHS number (some hospit als 
also state address see your local policy). 
The inf or mat ion must exact ly mat ch t he        
r equest f or m and t he pat ient s wr ist band. 
Dat e and t ime of sample t aken and t he signa-
t ur e of t he per son t aking t he sample must be 
recorded on each sample and the request form. 
Never pre-label samples 
Hand wr it t en samples must be legible and       
accurately completed. 
Labels pr int ed away f r om t he pat ient s (bed)
side must not be used on transfusion samples. 

For further information: 
Visit www.bcshguidelines.org  
Administ r at ion of Blood Component s  

http://www.bcshguidelines.org
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Acute Transfusion Reactions -    
Haemolysis due to ABO I ncompat ibilit y 

 
Acut e t r ansf usion r eact ions due t o ABO incompat ibilit y occur because t he pat ient has nat ur ally   
occur r ing ant ibodies t hat r eact wit h t he t r ansf used cells. An example is when gr oup A r ed cells ar e 
accidently transfused to a patient that is group O.   

The gr oup O pat ient has bot h ant i-A and ant i-B ant ibodies in all t heir 
body f luids. Ther ef or e if gr oup A or gr oup B r ed cells ar e t r ansf used t o 
t his pat ient t he ant ibodies in t heir body will at t ach t hemselves t o t he 
t r ansf used cells. The st r engt h of t hese nat ur ally occur r ing ant ibodies 
can var y f r om pat ient t o pat ient depending on age, whet her t hey ar e 
immuno-compr omised et c, but t hey always have t he pot ent ial t o cause     
a very serious reaction.  

When the antibody attaches itself to the transfused cells the cells  
ar e ver y quickly dest r oyed wit hin t he ar t er ies/ veins (int r avascular haemolyis 

 

r emoval wit hin t he 
circulation) and the patient may go into shock or even renal failure.   

The pat ient f eels r est less, agit at ed or t hey say  
t hey don t know what s wr ong but t hey don t 
f eel r ight .  

Signs and symptoms 
Chills 

Unease, restlessness 
Muscle/ j oint pain classically in t he chest ,   

      lumbar  region and at the cannulation site 
Shortness of breath 
Drop in blood pressure 
Temperature   

Management 
Act f ast but don t panic - contact the doctor 
Stop the transfusion immediately 
Disconnect t he unit and connect a saline dr ip 

with a new administration set to maintain access 
Recor d t he blood pr essur e, pulse, r espir at or y 

rate, temperature and oxygen saturation 
Check t he unit det ails against t he pat ient , 

wristband and paperwork 
I nf or m t he t r ansf usion labor at or y (t her e may 

be anot her pat ient at r isk if t he wr ong blood has 
been t aken) and f ollow t he t r ansf usion r eact ion 
procedure 

Laboratory Investigations 
The labor at or y needs t o invest igat e any suspect ed t r ansf usion r eact ion. Depending on local policy 
they will need: 

The implicated blood bag and the administration set 
Two crossmatch samples (pink top) 
One clotted (red top) sample 

A set of blood cultures 
Transfusion reaction form containing all the details (patient details, unit number, amount given, time 
started, time stopped, signs and symptoms etc).  

Julie Yates, Transfusion Practitioner, Warrington Hospital 
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Over t he 12 year s SHOT has been collect ing dat a, t r ends in r epor t ing have bor ne t he hallmar ks of 
an ef f ect ive haemovigilance syst em, incr easing pat ient saf et y t hr ough t he pr omot ion of a cult ur e of 
lear ning and impr ovement . The number of event s has r isen year on year while t he f r equency of t he 
most serious types of event, and the mortality directly related to blood transfusion, has fallen.  

The t ot al number of quest ionnair es analysed f r om 2008 was 1040, an 85% incr ease in r epor t ing 
across the board since 2007.  

1 deat h t hat was a dir ect consequence of blood t r ansf usion, a case of t r ansf usion-transmitted 
bacterial infection 

9 ot her s wher e a pat ient who was alr eady ver y unwell died, and wher e t he t r ansf usion r eact ion 
was considered to have contributed to the death. 

10 cases involved ABO-incompat ible r ed cell t r ansf usions and 1 case involved ABO-incompatible 
FFP transfusion. 4 of these cases resulted in major morbidity for the patient. 

Laboratory errors have increased from 332 cases reported in 2007 to 477 cases in 2008    

     

Anti- D Errors 
Anti-D r epor t s mor e t han doubled in 2008, t o 137, 
pr esumably as a r esult of incr eased awar eness of 
the need to report errors associated with this blood 
product. 

Ther e wer e 58 cases wher e ant i-D was delayed 
or omit t ed alt oget her , put t ing t he pat ient at r isk of 
sensitisation to the D antigen 

Ther e wer e 63 cases wher e ant i-D was adminis-
t er ed inappr opr iat ely, t hus exposing pat ient s unnec-
essarily to a human blood product 

Adverse Effects 
55 cases of Haemolyt ic Tr ansf usion Reac-
t ion (HTR) wer e r epor t ed, 9 acut e r eact ions 
and 46 delayed r eact ions. Ther e was 1 deat h 
in t he delayed r eact ion gr oup, and t her e 
were 6 cases of major morbidity across both 
groups.  

There were also: 
17 cases of possible Tr ansf usion Relat ed  

      Acute Lung Injury (TRALI) 
1 case of Post Tr ansf usion Pur pur a (PTP)  

     due to anti-platelet antibodies 
4 cases of Tr ansf usion Tr ansmit t ed      

      Infection (TTI) 
Tr ansf usion-Associat ed Cir culat or y 

Over load (TACO) was r esponsible f or 1 
deat h, 6 cases of I CU admission, and 4 
cases wher e t he r epor t er consider ed t he 
r eact ion as lif e-t hr eat ening

 

Recommendations 

The main recommendations are;  
Awareness of criteria for reporting adverse       

      reactions and events 
A national specification for transfusion          

      laboratory IT systems 
Standardised transferrable competency         

      certification for all staff involved in transfusion 
Discontinue the use of the compatibility form  

     in checking patient identification at the bedside 
Ensure adequate observation of patients         

      receiving transfusion 
Develop a supportive culture for hospital staff  

      involved in transfusion 

For further information: 
The Annual Repor t and Summar y, along 
wit h t oolkit s t o help in t he r epor t ing of 
adver se incident s ar e available and may be 
downloaded f r om t he SHOT websit e 
www.shotuk.org

  

Tony Davies, Transfusion Liaison Practitioner, SHOT 

http://www.shotuk.org

