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Overview

How we maintain 
the safety of the 

blood supply

How do we provide 
assurance that 

safety is maintained

How to spot when 
something has gone 
wrong and what we 

do about it

What’s on the 
horizon: emerging 

infections



Recognising risk-reflections from the infected 
blood inquiry

Slow to act on possible infections- in part due to search for certainty

Risks to patient not addressed quickly enough, clear structure for decision making required

Better understanding of risk- requires right expertise and need to be listened to

Need for horizon scanning-investment in wider PH

Coherent approach to data- trending



Blood safety steps at different stages

• Many steps in place to ensure safety in blood 
supply

• These greatly reduce the risk of transfusion 
transmitted infections

Protective measures include:

• Selecting donors: healthy individuals- travel, 
medication, lifestyle

• Screening donations for selected pathogens
• Robust surveillance in place
• Horizon scanning for emerging infections…which 

feeds into selection and testing

PBM



Transfusion guidelines

Guidelines for the UK Blood and Tissue Services - JPAC

Advisory Committee on the Safety of Blood, Tissues and Organs (SaBTO) - GOV.UK

https://www.jpac.org.uk/
https://www.jpac.org.uk/
https://www.jpac.org.uk/
https://www.gov.uk/government/groups/advisory-committee-on-the-safety-of-blood-tissues-and-organs
https://www.gov.uk/government/groups/advisory-committee-on-the-safety-of-blood-tissues-and-organs
https://www.gov.uk/government/groups/advisory-committee-on-the-safety-of-blood-tissues-and-organs


Donors

• more individualised donor selectionFAIR

• sex 

• travel-constant updates 

• injecting drug use

Potential 
higher risk 
behaviours 



Donation testing

Two main testing platforms: 
serology/NAT

If repeatedly reactive donation 
is discarded and samples sent 
for reference testing

Serology

• Antibody

• Antigen

• Combination

NAT

• Screened in pool

• HIV/HBV/HCV pool of 24 



Early tests

Treponemal Abs 1940s syphilis

1940s

HBsAg 1972 hepatitis B

1972

Hepatitis C antibody test 1991

1991



SHOT resources cumulative SHOT data by category
https://www.shotuk.org/resources/current-resources/data-drawers/tti-cases-cumulative-data/ 

• Leucodepletion from November 1999

• Bacterial screening of platelets

• New B19/HAV

https://www.shotuk.org/resources/current-resources/data-drawers/tti-cases-cumulative-data/
https://www.shotuk.org/resources/current-resources/data-drawers/tti-cases-cumulative-data/
https://www.shotuk.org/resources/current-resources/data-drawers/tti-cases-cumulative-data/
https://www.shotuk.org/resources/current-resources/data-drawers/tti-cases-cumulative-data/
https://www.shotuk.org/resources/current-resources/data-drawers/tti-cases-cumulative-data/
https://www.shotuk.org/resources/current-resources/data-drawers/tti-cases-cumulative-data/
https://www.shotuk.org/resources/current-resources/data-drawers/tti-cases-cumulative-data/
https://www.shotuk.org/resources/current-resources/data-drawers/tti-cases-cumulative-data/
https://www.shotuk.org/resources/current-resources/data-drawers/tti-cases-cumulative-data/
https://www.shotuk.org/resources/current-resources/data-drawers/tti-cases-cumulative-data/
https://www.shotuk.org/resources/current-resources/data-drawers/tti-cases-cumulative-data/


Surveillance and Haemovigilance

• NHSBT/UKHSA Epidemiology Unit annual report

• Epidemiology - Hospitals and Science – NHSBT

• Blood, tissue and organ donors: surveillance schemes - GOV.UK

• SHOT

https://hospital.blood.co.uk/diagnostic-services/microbiology-services/epidemiology/
https://hospital.blood.co.uk/diagnostic-services/microbiology-services/epidemiology/
https://hospital.blood.co.uk/diagnostic-services/microbiology-services/epidemiology/
https://hospital.blood.co.uk/diagnostic-services/microbiology-services/epidemiology/
https://hospital.blood.co.uk/diagnostic-services/microbiology-services/epidemiology/
https://hospital.blood.co.uk/diagnostic-services/microbiology-services/epidemiology/
https://www.gov.uk/guidance/blood-tissue-and-organ-donors-surveillance-schemes
https://www.gov.uk/guidance/blood-tissue-and-organ-donors-surveillance-schemes
https://www.gov.uk/guidance/blood-tissue-and-organ-donors-surveillance-schemes
https://www.gov.uk/guidance/blood-tissue-and-organ-donors-surveillance-schemes
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Bacterial
screening

2011

HTLV 
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Transfusion
Transmitted 

infection 
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Donor 
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2013

Donor selection 
policy

Current surveillance systems



Most infections are chronic, or past infections 
that have not been previously identified and that 
the donor is unaware of

Routine donation testing

Safe Supplies 2024: Collaborating for Safety. Epidemiology Annual Review

https://nhsbtdbe.blob.core.windows.net/umbraco-assets-corp/37451/safe-supplies-2024-annual-review.pdf


Hepatitis E is associated with consumption of 
undercooked contaminated food and therefore no specific 
donor deferral is in place.

Screening continues to detect and remove infections from 
the blood supply

Importance of testing 



Risk of non-detection of hepatitis B, C and 

HIV UK 2024

As new infections reduce in donor pool 
and window period remains stable the 
overall risk of non-detection decreases

Transfusion transmission also affected 
by susceptibility in the recipient

Observed transmissions are rare





When lookback may be required

All relate to a newly identified infection in a donor…may 
be due to:

• Introduction of new test –most recently additional test 
for hepatitis B

• Post donation information

• Hepatitis A

• Seroconversion of donor



What does this mean for blood recipients

Lookback is carried out to ensure that there has been no transmission of 
infection-lookback to previous donations

We may ask your clinical team to talk to you about what has happened, 
the clinical risk and where appropriate for a blood sample to check that 
transmission has not occurred

For example, for syphilis, there are no reported cases of transfusion 
transmission from donations in the last few decades but we may still 
follow up patients 



Post Transfusion Infections

• No other likely risk

• Recipient may have previous negative results on file

• NHSBT will investigate

• Archives

• New samples from donors

• Different tests



Bacteria- are they still a risk?



SHOT resources cumulative SHOT data by category
https://www.shotuk.org/resources/current-resources/data-drawers/tti-cases-cumulative-data/ 

https://www.shotuk.org/resources/current-resources/data-drawers/tti-cases-cumulative-data/
https://www.shotuk.org/resources/current-resources/data-drawers/tti-cases-cumulative-data/
https://www.shotuk.org/resources/current-resources/data-drawers/tti-cases-cumulative-data/
https://www.shotuk.org/resources/current-resources/data-drawers/tti-cases-cumulative-data/
https://www.shotuk.org/resources/current-resources/data-drawers/tti-cases-cumulative-data/
https://www.shotuk.org/resources/current-resources/data-drawers/tti-cases-cumulative-data/
https://www.shotuk.org/resources/current-resources/data-drawers/tti-cases-cumulative-data/
https://www.shotuk.org/resources/current-resources/data-drawers/tti-cases-cumulative-data/
https://www.shotuk.org/resources/current-resources/data-drawers/tti-cases-cumulative-data/
https://www.shotuk.org/resources/current-resources/data-drawers/tti-cases-cumulative-data/
https://www.shotuk.org/resources/current-resources/data-drawers/tti-cases-cumulative-data/


Bacterial screening is very effective but...

Potential for non-detection
Low numbers of bacteria in screening 
sample

Specific bacterial growth

An investigation will be carried out if a post transfusion reaction is 
thought to due to  bacterial contamination  



New and emerging..and emerged infections



Source UK Health Security Agency 



Prevention strategies

• Close collaboration with public health 
agencies

• R+D investment, importance of donor 
and patient partners

• Research ongoing into new tests and 
ways of detecting viruses

• New tests under development and 
evaluation for insect-borne infections 



Summary

Donor selection and donation testing are both important in blood 
safety

New/recent infections are rare in blood donations

Ongoing surveillance and horizon scanning important in responding 
to new potential threats



‘To ensure the greatest possible safety, we need to avoid 
complacency. There is no basis for assuming that threats 
are all in the past: but watchfulness and learning the 
lessons of what happened in the infected blood disaster 
are critical to this’

Infected Blood Inquiry report volume 1, page 200 
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