Yorkshire & Humber Regional Transfusion Committee 

Recommendations from the British Committee for Standards of Haematology Blood Administration Guidelines – Action Planner

· Updates the previous British Committee for Standards in Haematology (BCSH) guideline for administration of blood and blood components and the management of transfused patients (1999).
· Provide national guidance on pre-transfusion blood sampling and the prescription, requesting, collection and administration of blood components to adults, children and neonates in order to provide a basis for the development of standardised local guidelines and practice.
· In all cases, individual patient circumstances may dictate an alternative approach.

· It takes into account BSQR, NPSA SPN, SHOT standards, recommendations and legal requirements.

· Must – a legal obligation or where evidence is unequivocal

· Should- recommendation or action based on expert opinion

· It is to be used as basis for development of standardized local guidelines and practice.

· 3 key principles which underpin every stage of blood administration process:

1. Patient identification

2. Documentation

3. Communication

· Positive patient identification is essential at all stages of the blood transfusion process:
1. Blood sampling

2. Collection of blood from storage & delivery to the clinical area.

3. Administration to the patient
The clinical management of transfusion reactions is not included. This will be the subject of separate BCSH guidelines.

	Recommendation
	Current compliance
	Action required
	Lead Person
	Due by

	CLASSIFICATION OF EVIDENCE LEVELS AND GRADES OF RECOMMENDATIONS

	The systems and processes involved in the transfusion pathway are very complex. Organisations should focus on simplifying procedures and concentrate on key steps, especially patient identification.

	
	Action Required:

Progress:
	
	

	KEY PRINCIPLES OF SAFE BLOOD ADMINISTRATION – Patient Identification

	Patient Identification Band -

A patient identification band (or risk assessed equivalent) must be worn by all

patients receiving a blood transfusion. The minimum patient identifiers are -

last name, first name, date of birth and unique patient identification number.

This information must be legible and accurate. This is best done by printing

the identification band directly from the institution’s computerised patient

administration system (PAS).


	
	Action Required:

Progress

	
	

	The writing group strongly recommends that whenever possible, the unique

patient identification number should be a national unique identification number, such as the NHS number in England and Wales, the CHI number in Scotland, or the HSC number in Northern Ireland.

	
	Action Required:

Progress

	
	

	Patient identification is enhanced by using robust IT systems based on barcode

or radiofrequency identification (RFID). Level III Grade B Organisations should explore, and where appropriate, implement IT systems to control the clinical transfusion process, in particular the positive patient identification check.

	
	Action Required:

Progress

	
	

	KEY PRINCIPLES OF SAFE BLOOD ADMINISTRATION – Patient Identification in Major incidents

	In emergency situations, or situations where the patient cannot be immediately

identified, the patient’s core identifiers may be unknown. At least one unique

identifier, usually a temporary identification number (accident and emergency or trauma number) and gender must be used.

	
	Action Required:

Progress
	
	

	All organisations should have a risk-assessed policy for patient identification

in emergency situations and major incidents.

	
	Action Required:

Progress
	
	

	KEY PRINCIPLES OF SAFE BLOOD ADMINISTRATION – Positive Patient Identification

	Positive patient identification is essential at all stages of the blood transfusion

process. Whenever possible, the patient must be asked to state their full name

and date of birth. This information must match exactly the information on the

patient’s identification band.
	
	Action Required:

Progress
	
	

	In patients who are unable to identify themselves, for example small children,

unconscious or confused patients or where there is a language barrier,

verification of the patient’s identity should be obtained from a parent or carer (if present at the patient’s bedside) and checked against the patient identification band.

	
	Action Required:

Progress
	
	

	If there are patient identification discrepancies at any stage of the transfusion process, the information must be verified and the discrepancies investigated and corrected before proceeding to the next stage of the process. They must never be assumed to be clerical errors.

	
	Action Required:

Progress
	
	

	All organisations should have a risk-assessed policy for all patients including

the identification of incompetent or unconscious patients.

	
	Action Required:

Progress
	
	

	KEY PRINCIPLES OF SAFE BLOOD ADMINISTRATION - Documentation

	Full and complete documentation, governed by local policies and guidelines, is required at every stage of the blood transfusion process to provide an assured

and unambiguous audit trail.

	
	Action Required:

Progress:


	
	

	All paperwork relating to the patient must include, and be identical in every detail with, the minimum patient core identifiers contained on the patient’s

identification band.

	
	Action Required:

Progress:
	
	

	KEY PRINCIPLES OF SAFE BLOOD ADMINISTRATION - Communication

	Clear and unambiguous communications between all involved in the transfusion process, including all clinical and laboratory staff and any other support staff, is essential. Organisations should have local policies to minimise the risk of misinterpretation or transcription errors in all communications, whether written, verbal or electronic.

	
	Action Required:

Progress
	
	

	TRAINING AND COMPETENCIES

	All staff involved in the blood transfusion process should receive regular

(minimum 2 yearly) training and be assessed as competent (in accordance with NPSA SPN 14 (2006), or, for Scotland, with NHS QIS (2006) Clinical Standards for Blood Transfusion) for the tasks they are involved in. Where activities fall under the remit of the BSQR (SI 2005 No.50 as amended), competency must be assured in line with requirements of the competent regulatory authority (currently the Medicines and Healthcare Products Regulatory Agency (MHRA)).
	
	Action Required:

Progress
	
	

	DECISION TO TRANSFUSE

	The rationale for the decision to transfuse and the specific components to be

transfused should be documented in the patient’s clinical records.

	
	Action Required:

Progress
	
	

	DECISION TO TRANSFUSE – Patient Consent

	Patients (and/or those with parental responsibility for children) who may

require a transfusion should have the reasons for and the risks, benefits and alternatives to transfusion explained to them. All information given, written and

verbal, and consent to proceed, should be clearly documented in the patient’s

clinical record.

	
	Action Required:

Progress
	
	

	DECISION TO TRANSFUSE – Prescription

	Blood components should only be prescribed by an appropriately trained and competent practitioner as defined by local organisational policies/guidelines.

	
	Action Required:

Progress
	
	

	The prescription must contain the patients core identifiers and must, as a minimum, specify what components are to be transfused, date of transfusion, the volume/number of units to be transfused, the rate of transfusion and any other clinical special instructions or requirements e.g. irradiated or CMV seronegative components, need for blood warmer or any concomitant drugs to be administered.

	
	Action Required:

Progress
	
	

	REQUESTS FOR BLOOD TRANSFUSION – The Request

	Organisations should have local policies/guidelines detailing the minimum data required on requests for transfusion in both routine and urgent situations, and the action to be taken in the transfusion laboratory if these requirements are not met.

	
	Action Required:

Progress
	
	

	PRE-TRANSFUSION BLOOD SAMPLING – Patient Identification

	All patients having a blood sample taken must be positively identified.
	
	Action Required:

Progress
	
	

	PRE-TRANSFUSION BLOOD SAMPLING – Sample Collection (phlebotomy)

	Pre-transfusion blood sampling should only be undertaken by staff who are

trained and competency assessed (to NPSA (2006) or, for Scotland, NHS QIS

(2006) standards).
	
	Action Required:

Progress
	
	

	PRE-TRANSFUSION BLOOD SAMPLING – Sample Labelling

	Sample tubes must be labelled at the patient’s side by the individual who took

the sample.


	
	Action Required:

Progress
	
	

	Organisational policies / guidelines should define the actions to be taken by the hospital transfusion laboratory if minimum sample labelling requirements are not met. Samples received by the transfusion laboratory should not be allowed to have patient core identifiers amended or added to. Organisations should adopt a ‘zero tolerance’ policy with respect to this recommendation.

	
	Action Required:

Progress
	
	

	COLLECTION AND DELIVERY OF BLOOD COMPONENTS TO THE CLINICAL AREA
 – Collection of ‘Emergency’ Red Cells

	Access to blood fridges should be controlled by robust electronic or manual

systems so that blood components can only be collected by authorised staff who are trained and competency assessed to NPSA SPN 14 (2006) standards
(in Scotland to NHS QIS standards) and BSQR SI 2005/50 requirements.

	
	Action Required:

Progress
	
	

	Authorised documentation containing the patient’s core identifiers must be used in the blood component collection checking procedure. 
	
	Action Required:

Progress
	
	

	There must be a clear audit trail of the collection, delivery, receipt (and return) of all blood components.

	
	Action Required:

Progress
	
	

	ADMINISTRATION OF BLOOD – Blood Component Administration

	Blood components must only be administered by a registered healthcare

professional who should be trained and competency assessed to NPSA SPN

14 (2006) standards (in Scotland to NHS QIS (2006) Clinical Standards for Blood Transfusion).

	
	Action Required:

Progress
	
	

	Transfusion should only take place if there are sufficient staff available to

monitor the patient and the patient can be readily observed.

	
	Action Required:

Progress
	
	

	All patients receiving a transfusion must be positively identified and must wear

an identification band (or risk assessed equivalent) (see section 8.1).

	
	Action Required:

Progress
	
	

	The healthcare professional who administers the blood component must

perform the final administration check.

	
	Action Required:

Progress
	
	

	The final administration check must be performed at the patient’s side

immediately before administering the blood component by matching the

patient details attached to the blood component with the details on the 
patient’s identification band (or equivalent).

	
	Action Required:

Progress
	
	

	Transfusion should be completed within four hours of removal from temperature-controlled storage.

	
	Action Required:

Progress
	
	

	The unique component donation number and the date, start and stop time of all

blood components administered and the name of the person administering the

component should be recorded in the patients’ clinical notes.

	
	Action Required:

Progress
	
	

	ADMINISTRATION OF BLOOD - Traceability

	Organisations should have a local policy or guideline detailing how transfusion

traceability or ‘fate of unit’ (in accordance with the BSQR (SI 2005 No. 50 as

amended)) must be achieved by robust electronic or manual systems.

	
	Action Required:

Progress

	
	

	MONITORING THE PATIENT

	Observations should be undertaken and documented for every unit transfused.

Minimum monitoring of the patient should include:

	
	Action Required:

Progress
	
	

	- Regular visual observation throughout the transfusion episode.

	
	Action Required:

Progress
	
	

	- Pre-transfusion pulse, blood pressure, temperature and respiratory rate.

These should be taken and recorded no more that 60 minutes before the start of the transfusion.

	
	Action Required:

Progress
	
	

	- Pulse, blood pressure and temperature should be taken 15 minutes after the start of each component transfused. If these measurements have altered significantly from the baseline values, then respiratory rate should also be measured.

	
	Action Required:

Progress
	
	

	- If the patient develops signs or symptoms suggestive of a transfusion

reaction, observations (pulse, temperature, blood pressure and

respiratory rate) should be monitored and recorded and appropriate action taken.

	
	Action Required:

Progress
	
	

	- Post-transfusion pulse, blood pressure and temperature should be taken and recorded not more than 60 minutes after the end of the component transfusion.
	
	Action Required:

Progress
	
	

	More frequent observations may be required e.g. rapid infusion, or patients

who are unable to complain of symptoms that would raise suspicion of a

developing transfusion reaction.

	
	Action Required:

Progress
	
	

	Transfusion observations must be clearly distinguished from other routine

observations and filed in the patients’ clinical notes.

	
	Action Required:

Progress
	
	

	Inpatients should be observed for late reactions during the subsequent 24

hours. Day case and short-stay transfusion patients should be counselled

about the possibility of late adverse reactions and organisations should ensure that systems, such as contact cards, are in place giving patients access to immediate clinical advice.
	
	Action Required:

Progress
	
	

	COMPLETION OF THE TRANSFUSION EPISODE AND POST TRANSFUSION DOCUMENTATION

	The time each unit was completed should be recorded. 

	
	Action Required:

Progress 
	
	

	An indication of whether or not the transfusion achieved the desired effect (either post transfusion increment rates or improvement in patient symptoms) and details of any reactions to the transfusion should be documented in the patient’s clinical records.

	
	Action Required:

Progress
	
	

	RECOMMENDED AUDITS

	There should be regular reviews of all aspects of the blood transfusion

process and internal audits to ensure compliance with policies and guidelines.
	
	Action Required:

Progress
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