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[bookmark: _Hlk152570524]North East & Yorkshire Regional Transfusion Practitioner Group Meeting

 Minutes
1pm – 4pm 27 February 2024 - Teams meeting
Present
· Bushra Amin (BA)			Sheffield Teaching Hospitals
· Amanda Baxter (ABax)		Sheffield Children’s 
· Lucy Bevan (LB)			Newcastle Upon Tyne Hospitals 
· Michelle Cairns (MC)		County Durham & Darlington
· Carolyn Carveth-Marshall (CCM)	South Tees Hospitals
· Debbie Cox (DC)			North Tees and Hartlepool 
· Chris Elliott (CE)			Business Development and Transformation, NHSBT
· Jay Faulkner (JF)			Leeds Teaching Hospitals
· [bookmark: _Hlk102127660]Catrina Ivel (CI)			York and Scarborough Teaching Hospitals
· Juliet James (JJ)			County Durham & Darlington
· Emma Johnson-Kelly (EJK)		Northern Lincolnshire and Goole 
· Michelle Lake (ML) - Chair		Calderdale and Huddersfield 
· Charlotte Longhorn (CL)		NHSBT
· Caroline Mann (CM)		Nuffield Health Leeds
· Carole McBride (CMc)		Mid Yorkshire Hospitals
· Lisa McCallion (LMc)		Calderdale and Huddersfield
· Nita Mistry (NM)			
· Patronella Musonda (PM)		Nuffield Health Leeds
· Karen Nesbitt (KN)		Gateshead Health 
· Janet Nicholson (JN)		North Cumbria 
· Julie Pozorski (JP)		Barnsley Hospital
· Jordan Reed (JRe) 		York and Scarborough Teaching Hospitals
· Janice Robertson (JR) - minutes	NHSBT
· Abayomi Shotade (AS)		Gateshead
· Faye Smith (FS)			Harrogate and District 
· [bookmark: _Hlk146534784]Angeline Thiongo (AT)		Sheffield Teaching Hospitals
· Ellie Todd (ET)			South Tees
· Victoria Waddoups (VW)		Rotherham
Apologies
· Aimi Baird (AB)			Newcastle Upon Tyne Hospitals 
· Helen Barber (HB)		Leeds Teaching Hospitals
· Carol Blears (CB)			Mid Yorkshire Hospitals 
· Victoria Dowson (VD)		North Tees and Hartlepool
· Alison Hirst (AH)			Airedale Hospital
· April Joslin (AJ)			Northumbria Healthcare
· Mark Liversidge (MCL)		Barnsley
· Emma 	Richards (ER)		Doncaster & Bassetlaw Hospitals 
· Abbie White (AW)			Northern Lincolnshire and Goole Hospitals
· Megan Wrightson	(MW) - Deputy Chair	South Tees Hospitals



	1.
	Welcome, apologies for absence

	
	ML welcomed the group and noted apologies

	
	Education Section

	[bookmark: _Hlk159915005]2.
	Feedback from South Tees ABO incompatible never event
Presented by Ellie Todd (verbal)
Ellie is happy to answer any questions / discuss further, contact eleanor.todd@nhs.net 
The group noted an interesting TED talk, When rudeness in teams turns deadly | Chris Turner | TEDxExeter https://www.youtube.com/watch?v=4RUIhjwCDO0 

	3.
	NHSBT Pathology Development 
Presented by Chris Elliott



	4.
	Feedback from Blood Transfusion Service Review June 2023
Presented by Michelle Lake



	5.
	New recommendations / guidelines
No current updates

	6.
	Minutes and actions from previous meeting 

	
	Minutes of previous meeting, 04 December 2023 accepted as a true record. 
Action: Post minutes onto the SharePoint site

	
	MHRA / SHOT response to regional concerns
Specifics of any extra information requested, what could be improved and any duplication, to be fed back to MW.
	c/fwd

	
	Advise MW if you would like MHRA to attend a future meeting to deliver training.
	c/fwd

	[bookmark: _Hlk152920181]
	Minutes of 26 September 2023 meeting, posted onto the SharePoint site
	Closed

	
	Request more information about the TACO alert.
	c/fwd

	
	Take ‘Hypotensive Transfusion Reaction - Scenario based discussion’ to RTT to consider post transfusion follow up audit by a research trainee.  
	c/fwd 

	
	SharePoint discussion board to be re-examined and ‘How to guide’ to be prepared including instruction on how to set up alerts for immediate, daily, weekly notification.CL
	c/fwd

	
	Escalate doctors non-understanding of two sample rule to RTC
	c/fwd

	7.
	PBM Practitioner Update
· Interest in PBM pop ups from the region.  If you would like to hold a ‘pop up’ in your Trust, please advise CL.
· Blood Essentials will be available soon.  This is the digital resource that will replace A Drop of Knowledge and A Wealth of Knowledge.  CL will advise when available.
· The group is currently working on the following projects: 
Anaemia 
Baby blood assist 
Improving the accessibility of all our resources.
· The NCA report for the QS 138 is due at the end of the month
	

	8.
	Highlight reports

	Airedale NHS Trust

No report submitted
	Barnsley Hospital NHS Foundation Trust


	Bradford Teaching Hospitals NHS Foundation Trust



	Calderdale and Huddersfield NHS Foundation Trust


	County Durham & Darlington NHS Foundation Trust


	Doncaster and Bassetlaw Hospitals NHS Foundation Trust



	Gateshead Health NHS Trust


	Harrogate and District NHS Foundation Trust


	Hull & East Yorkshire Hospitals NHS Trust

No report received

	Leeds Teaching Hospitals NHS Trust


	[bookmark: _Hlk146723297]Mid Yorkshire Hospitals NHS Trust

No report submitted
	Newcastle Upon Tyne Hospitals NHS Foundation Trust



	North Cumbria University Hospitals NHS Trust


	North Tees and Hartlepool NHS Foundation Trust


	Northern Lincolnshire and Goole Hospitals NHS Foundation Trust

No report submitted

	Northumbria Healthcare NHS Foundation Trust

No report submitted
	Nuffield Leeds


No report submitted
	The Rotherham NHS Foundation Trust



	
Sheffield Children’s NHS Foundation Trust
	Sheffield Teaching Hospitals NHS Foundation Trust


	South Tees Hospitals NHS Foundation Trust

No report submitted

	South Tyneside and Sunderland NHS Foundation Trusts

No report submitted
	York & Scarborough Teaching Hospitals NHS Foundation Trust


	

	
	Key points / common themes from reports:
· Issues with staff not adhering to the procedure for the ‘Two sample rule.’  Samples being taken at the same time but labelled 30 minutes apart.
· Staffing issues continue.
· Poor engagement from clinical areas.
· Increasing workload.
· Wristbands in outpatient areas for use with BloodTrack.  
· Transfusions running over four hours due to use of agency staff.
· Concerns / more training needed re: PSIRF
Suggested agenda items for future meetings:
· Barnsley - Rhophylac / Genotyping / Special requirements
· Bradford - How trusts are managing to satisfy MHRA and PSIRF requirements
· Calderdale & Huddersfield - Use of cell salvage in other trusts and how is it monitored
· Doncaster & Bassetlaw – Lessons learnt when trusts have Implemented new procedure / change.
· Gateshead - An update on anti D
· Harrogate - Discussion / information from Trusts who use ROTEM or fibrinogen  concentrate. 
· Leeds - Talk from EMBRACE team in regard to transferring children and babies.
· North Tees - Sharing of good practice / Audits

	9.
	End to end transfusion group update
	

	
	· The group has not met since June 2023.
· CL emailed the group on 25 January, requesting feedback on what direction the group would like to take and a change in name to Regional Transfusion IT Group.
· Next meeting to be held within the next few weeks.
	

	10.
	SharePoint group
	

	
	· Changes to the platform causing some issues.
	

	11.
	Non-Medical Authorisation update

	
	· 2024 dates: 14 March / 06 June / 25 September / 05 December.
· If you would like to join the working group or have any questions or queries, contact  catrina.ivel1@nhs.net 
Action: group to feed back their expectations of delegates attending the event.
	 


All

	[bookmark: _Hlk121409817]12.
	National TP network (NTPN) feedback
	

	
	· TP2024 education sessions
10:00-14:00 14 May 2024  
A Day in the Life of a 'Transfusion Practitioner’
10:00-14:00 15 May 2024  
A Day in the Life of an International ‘Transfusion Practitioner'
· Transfusion 2024 deliverables associated to TP framework and development has been taken on by Jennifer Rock and a working group of TPs from across the country has been formed and will meet 05 March 24.  We will continue to provide support to the project and will feedback to the regional TPs as it progresses.
	

	13.
	Any other business
	

	
	· [bookmark: _Hlk160087774]NHSBT Newcastle Panorama Day 20 March 2024
A brief overview of NHSBT including a tour of available departments 
An introduction to simple blood grouping including a practical ABO grouping session in the Newcastle training laboratory
Five places available, contact Janice.robertson@nhsbt.nhs.uk to register.
· Venue for the September meeting.
CL requested feedback for returning to the Darlington Arena.
VW requested we investigate a venue closer to Leeds.  Suggestions include:
Leeds Marriott
Headingley Stadium
Elland Road Stadium 
Harrogate conference centre
Ripon Racecourse
Bradford Bulls Stadium 
Vary between Newcastle / Barnsley Blood Centres
· Succession planning for chair of the group
ML to stand down as chair of the group after 3 years.
Action:  Add to the agenda for the June meeting.
	

	14.
	Date of next meeting
	

	[bookmark: _Hlk93054777]
	· 1pm to 4pm Wednesday 12 June 2024
Teams meeting
	



[bookmark: _Hlk92179858]


















	[bookmark: _Hlk153197480]Action List

	
Item No

	
Action
	
By

	6
	MHRA / SHOT response to regional concerns
Specifics of any extra information requested, what could be improved and any duplication, to be fed back to MW.
	All

	6
	Advise MW if you would like MHRA to attend a future meeting to deliver training.
	All

	6
	Request more information about the TACO alert.
	AB

	6
	Take ‘Hypotensive Transfusion Reaction - Scenario based discussion’ to RTT to consider post transfusion follow up audit by a research trainee.  
	CL

	6
	SharePoint discussion board to be re-examined and ‘How to guide’ to be prepared including instruction on how to set up alerts for immediate, daily, weekly notification.CL
	CL

	6
	Escalate doctors non-understanding of two sample rule to RTC
	ML/MW

	6
	Post minutes of 04 December 2023 meeting onto the SharePoint site
	JR

	11
	Group to feed back their expectations of delegates attending the NMA event to CI.
	All

	13
	Add ‘Succession planning’ to the agenda for the June meeting.
	JR
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NHSBT Pathology developments


Chris Elliott BSc, MSc, FIBMS, CSci


Assistant Director Pathology: 


Business Development and Transformation







What do I do in NHSBT?


Work across specialist functions in NHSBT Pathology, which is part of 
Clinical Services, including RCI, H&I, Reagents, IBGRL and PDPU.
Work across NHSBT functions and projects e.g. Transfusion 2024


Aim is:


• To work with project teams and senior management teams to help them 
realise their developmental plans, develop future strategies and dream 
big


• To seek with them new ways of working with innovative technologies, 
methodologies and reagents


• To find new hospital and commercial partners to further our reach in 
healthcare and find new ways for us to support patient care


• To boldly go where no blood service has gone before  







NHSBT Pathology has a nationwide lab infrastructure and specialist 


expertise supporting ca 150,000 patients p.a. 


Newcastle


• RCI


• H&I


Barnsley


• RCI


• H&I


Liverpool


• RCI


• NFBB1


• Reagents 


Birmingham


• RCI


• H&I


Filton 


• RCI


• IBGRL2


• H&I


• PDPU3


• MD screening


Tooting 


• RCI


• H&I


Colindale


• RCI


• H&I


• MD screening


One NFBB1 (Liverpool)


• Process and store units of blood with 


very rare blood groups (Inventory 


of 1,069 units; issued 78 units in 21/22)


6 x H&I4 Laboratories


• Support ca 30% of all solid organ and 


stem cells transplantations with 


diagnostics advice on HLA type and 


antibodies identification 


• Ca 25,000 patient tests to diagnose 


diseases linked to HLA gene (e.g., back 


pain, celiac) and drug related 


immunogenetics


7 x RCI5 Laboratories 


• Support blood transfusion with ca 


50,000 complex investigations referred 


by hospitals


• Support ca 5% of all pregnancies with 


ca 28,000 antenatal reference tests for 


high risk pregnancies


• Blood group typing of all new Ministry of 


Defence recruits (8,313 in 2021/22)


One IBGRL3 Laboratory (Filton)


• Ca 600 investigations to support most 


complex patients needing transfusion in 


UK and internationally


• Ca1,500 molecular patient tests to 


determine rare blood types


Two Reagents Laboratories


• One lab in Liverpool manufacturing 


reagents for transfusion related 


diagnostic testing. Supports NHS 


hospitals and other UK blood services as 


well as Blood Supply and RCI labs


• One lab – PDPU2 in Filton 


manufacturing monoclonal antibodies 


and soluble recombinant proteins 


Supports UK blood services and RCI 


labs and the international 


immunohaematological research market


1 National Frozen Blood Bank


2 Protein Development Production Unit


3 International Blood Group Reference Lab


4 Histocompatibility and Immunogenetics


5 Red Cell Immunohaematology


2 x Molecular Diagnostics (MD) 


Screening Laboratories


• Colindale - Typing ca 20,000 BBMR 


donors and ca 2,500 platelets donors 


p.a. and genotyping blood donors to 


develop new genotyping array


• Filton - Ca 55,000 screening tests on 


pregnant women who are Rh D 


negative, Haemoglobinopathy patient 


blood genotyping







Developments being covered in this talk


• Transfusion 2024


• Fetal RHD screening


• Electronic requesting and result transmission


• Remote interpretation by RCI


• Reagents


• Extended Blood Group genotyping for haemoglobinopathy patients







B1 Scientific and technical education 


and training including development of 


the consultant clinical scientist role


B2 Laboratory staffing: capacity planning


B3 Integrated services: RCI remote 


interpretation pilot


B4 Pathology networks: defined 


standards for laboratory transfusion 


practice


B5 Regulatory/compliance alignment: a 


unified standard by MHRA/UKAS


B6 Adverse event reporting: 


Collaboration between SHOT and 


MHRA to improve reporting


C1 Transfusion IT


a. Defined standards for hospital 


transfusion IT within Pathology 


networks


b. Pilot electronic requests for 


NHSBT reference laboratory tests


c. Design a blueprint for managing 


inventory and define an approach 


for roll out to hospitals


d. Develop standards for routine 


collection of data on blood 


utilisation


C2 Vein to vein electronic tracking


D1 Data driven transfusion practice


D2 Component development: agree 


pathway for development 


(complete)


D3 Donor and patient typing define 


and develop a pilot of genotypically 


matched blood for multi transfused 


patients


D4 Transfusion Research: perform 


an options appraisal on the benefits 


of establishing a clinical trials 


network


A1 Develop a tool for PBM self-


assessment by hospitals


A2 Resources to support clinical 


transfusion practice; NHSBT PBM 


team, NCA, and BSMS


Develop and implement a national 


competency framework for 


Transfusion Practitioners


A3 Inclusion of transfusion in national 


patient quality and safety initiatives


Stronger Patient Blood 


Management Collaboration


Increased Transfusion 


Laboratory Safety


Enhanced Information 


Technology 
Further Research and 


Innovation


The T2024 report outlining the deliverables within NHSBT’s scope (blue text)


Transfusion 2024


https://www.nationalbloodtransfusion.co.uk/transfusion-2024 



https://www.nationalbloodtransfusion.co.uk/transfusion-2024





Progressive adoption of fetal RHD screening by 


English hospitals over last 6 years with c50,500 


tests in 22-23 (out of 84k maximum)
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Sites Tests Linear (Tests)


NICE recomendation published


Test Results- All 


hospitals


April 2017 -


December 2022


Positive 55.6%


Negative 34.8%


Inconclusive 4.6%


Not tested 5.1%


• The sample referrals have increased progressive to ~5,100 samples per month from over 140 hospital sites in 


2023/24 across England and RoI.


• Lab using Continuous Improvement  to help us scale up this new test over the last 5 years! Current 


turnaround time is <3 days.


• We are aiming to continue to grow the number of samples tested to 55k in 23-24 and an aspiration to grow to 


c70k samples tested in the next 5 years (which would represent ~90% English Rh D negative pregnancies).


So c35% of Rh negative women are 


receiving more personalised 


medical care as a result of testing







English hospitals with no start date


Reasons for not implementing:


▪ COVID


▪ Staffing problems in laboratory


▪ No engagement from Obstetric/ midwife 
team


▪ Not a RCOG guideline recommendation


▪ Normal NHS inertia


Letter from Chief Scientific Officer to go to 
Medical Directors of all Trusts not screening 
encouraging participation


Hospitals not offering Rh D testing October 2023


Hull and East Yorkshire Hospitals NHS Trust


York Teaching Hospital NHS Foundation Trust


University Hospitals Coventry and Warwickshire NHS Trust


Mid and South Essex Hospital Services NHS Trust


George Eliot Hospital NHS Trust


University Hospitals of Morecambe Bay NHS Trust


Blackpool Teaching Hospitals NHS Foundation Trust


Wirral University Teaching Hospital NHS Foundation Trust


Wrightington, Wigan and Leigh NHS Foundation Trust


Southport and Ormskirk Hospital NHS Trust


North Tees and Hartlepool NHS Foundation Trust


St Helens and Knowsley Hospitals NHS Trust


Dartford and Gravesham NHS Trust


North West Anglia NHS Foundation Trust


Milton Keynes Hospital NHS Foundation Trust


Tameside Hospital NHS Foundation Trust


Stockport NHS Foundation Trust


Surrey and Sussex Healthcare NHS Trust


Bedford Hospitals NHS Foundation Trust


Homerton University Hospital NHS Foundation Trust


Barts Health NHS Trust - Newham General Hospital







Electronic transmission of results and 


reports for Fetal RHD screening


• Electronic requesting and result transmission Project using LabGnostics (previously known as NPeX) 
as an intermediary to connect hospital LIMS with NHSBT LIMS.


• Will allow transmission of requests to NHSBT and transmission of results back to hospitals


• First NHSBT test identified for this project was fetal RHD screening


• Five sites now successfully transmitting –use either a Clinisys Winpath Enterprise LIMS or EPICS EPR 
system


• Biggest LIMS problem turned out to be the transmission of EDD, but this has been fixed by Clinisys 
and they will be rolling an update to all clients in the near future. Important point – all Clinisys 
clients have to ask specifically for the EDD fix to be included and activated during update 
otherwise there is a future cost to sites going live with electronic request/result transmission.


• Other LIMS suppliers (including Daedelus, Haemonetics etc.) are being brought on board







Electronic requesting and reporting of fetal 


RHD screening test


Benefits


• Reduction in transcription errors


• Savings in lab processing time


Requirements:


• Estimated date of delivery needs 


to be included in HL7 message


• Date format YYYY/MM/DD


• Labgnostic  middleware available 


in transfusion lab


• Hospital input 


information 


into LIMS


• Request form 


completed/ 


printed


• Included in bag 


with  sample


• Sample and 


paper request 


form 


transported to 


Bristol


• Information 


cross-checked 


and manually 


typed in


• Tests 


carried out


• Results 


reported 


back to 


hospitals 


via SPICE


• Results 


transferred 


from 


SPICE to 


hospitals 


LIMS


• Hospital input 


information 


into 


LIMS/EPR


• Information 


received by 


Labgnostic


• Shipping 


manifest 


completed/ 


printed


• Sample and 


shipping 


manifest 


transported to 


Bristol


• Information 


cross-checked


• Barcode 


scanned in 


from shipping 


manifest and 


sample as part 


of booking in


• Tests 


carried out


• Results 


reported back 


directly into 


NHSBT LIMS 


and into 


hospital 


LIMS/EPR via 


Labgnostic


Current process


Revised process







Electronic requesting of RCI and B27 testing – to start with


Benefits


• Reduction in 


transcription errors


• Savings in lab 


processing time


Requirements


• Estimated date of 


delivery needs to be 


included in HL7 


message


• Labgnostic 


middleware available 


in transfusion lab


• Hospital input 


information 


into LIMS


• Request form 


completed/ 


printed


• Included in bag 


with  sample


• Sample and 


hand written 


paper request 


form 


transported to 


relevant RCI 


centre


• Information 


cross-checked 


and typed in


• Tests 


carried out


• Results 


reported 


back to 


hospitals 


via SPICE 


and paper 


report


• Results 


transcribed 


from SPICE 


PDF (or hard 


copy report) 


to hospitals 


LIMS


• Hospital input 


information 


into LIMS


• Information 


received by 


Labgnostic


• Shipping 


manifest 


completed/ 


printed.


• Sample and 


shipping 


manifest 


transported to 


relevant RCI 


centre


• Information 


cross-checked


• Barcode 


scanned in 


from shipping 


manifest and 


sample as part 


of booking in


• Tests 


carried out


• Results 


reported 


back to 


hospitals 


via SPICE


• Results 


transcribed 


from SPICE 


PDF or hard 


copy report to 


hospitals 


LIMS


Current process


Revised interim process







Remote interpretation by RCI
• Allows earlier interpretation of cases that the hospital is unable to interpret by 


itself. Traditionally these all require a sample to be sent to and tested by RCI 


labs.


• Hospital uses an algorithm to manage referrals. If suitable for a ‘dry’ referral, 


send RCI a specific request form and analyser results. RCI interpret and send an 


interim report. 


• The analyser reports are linked directly to the sample number and patient 


demographics. Patient is securely identified


• If not suitable for a ‘dry’ referral or RCI unable to interpret on the data submitted 


then a ‘wet’ referral is made in the normal way.


• Initially piloted in 2020 between Newcastle upon Tyne Hospitals NHS Foundation 


Trust (NUTH) and RCI Newcastle







Remote interpretation by RCI


▪ Quicker blood provision


▪ Improvement in transfusion 


safety


Benefits for Patients


▪ Improved education and 
training across 
laboratory practice 


▪ Financial savings for the 
NHS


▪ Improved customer 
satisfaction


▪ Better data sharing and 
collaboration 


Benefits for hospitals Benefits for NHSBT


▪ Reducing inappropriate 
requests and meeting 
patient needs quicker


▪ Reduced duplication of 
effort


▪ Savings in NHSBT 
laboratory time


▪ Better data sharing and 
collaboration







Potential for change


• A retrospective review of 1329 reference referrals for both 


pathology networks was undertaken in 2023


• The review identified 14% of reference referrals could 


potentially be concluded remotely


• Almost 52,000 reference samples were referred to NHSBT 


RCI in 2022-23


• Based on the retrospective data analysis ~7000 reference 


investigations could be potentially concluded remotely 







Two pilot sites- 
Path Links & East & South East London Pathology Partnership 
Each group has 5 hospitals undertaking the pilot. 
All sites are using Bio-Rad automation technology. 
NHSBT Barnsley is supporting Path links and NHSBT Tooting 
E&SE L PP. 


Pilots will initially be undertaken for 9-5pm Monday to Friday. In a 
second phase, we planned to pilot Out of Hours in the future (this 
now looks unlikely to take place)


Data from the pilots will be used to help develop a business plan for 
service early 2024. 


Current Position - Remote Interpretation Pilots







Remote interpretation pilot results so far


• Number of samples referred for remote interpretation much less than 


predicted


• No of requests sent for normal referral appear to show a decrease in 


those that might have been suitable for remote interpretation


• Pilot sites report use of algorithm very useful in determining whether to 


refer or not


• Seems that introduction of the algorithm may have been sufficient to 


reduce ‘inappropriate’ requests. More analysis of the data required.


• Proposal is to develop an internet app of the algorithm and make 


available to all laboratories. 







RCI Assist app in development to support decision making 


in lab, provide confidence and reassurance to staff







Reagents
• Two manufacturing laboratories – NHSBT Reagents at Liverpool and 


Protein Development and Production Unit (PDPU) at Filton


• Big exercise ensuring UKCA marking for all our existing CE marked 


products + meeting updated CE requirements as a manufacturer 


external to the EU (thank you Brexit) .


• New(ish) products available now:


Titration cells - 2 cell product with heterozygous expression covering 


range of blood groups


srCD38 – soluble recombinant CD38 which allows inhibition of 


therapeutic anti CD38 (e.g. Daratumumab) in patient samples


•







Reagents


• New products in pipeline:


Whole Blood Controls – 4 cell product allowing control of group and screen 


(containing anti– D, c, K, Fya)


FMH flow controls


NHSBT Panels suitable for use by Ortho technology


srCD47 - soluble recombinant CD47 which allows inhibition of therapeutic 


anti CD47 (e.g. Magrolimab) in patient samples


• On wish list


Weak anti sera kit to allow validation and revalidation of patient antibody 


screening techniques (especially want a weak anti S and weak Jk)







Extended Blood Group genotyping for 


haemoglobinopathy patients


• The Molecular Diagnostics Laboratory in Filton specialises in red cell genotyping and will 


be providing this world-class programme in partnership with NHS England to better match 


blood groups for people living with inherited anaemias, like sickle cell disorder and 


thalassemia.


• Date for commencement of sending samples was in Jan 2024 – so this is now a live 


project.


• This testing programme is being managed by NHS Blood and Transplant, with support 


and funding by NHS England and delivered to hospitals in England free of charge.


• A series of webinars and other useful information is being developed to support this 


project


• https://ibgrl.blood.co.uk/services/molecular-diagnostics/nhs-england-programme-for-


haemoglobinopathy-blood-group-genotyping/



https://ibgrl.blood.co.uk/services/molecular-diagnostics/nhs-england-programme-for-haemoglobinopathy-blood-group-genotyping/

https://ibgrl.blood.co.uk/services/molecular-diagnostics/nhs-england-programme-for-haemoglobinopathy-blood-group-genotyping/





Thanks


• To all in NHSBT Pathology, hospital transfusion laboratories and commercial partners who are helping 
these new developments become a reality. 


• Parvis imbutus tentabis grandia tutus which loosely translates as ‘from small things big things 
grow’.


Mustard seed growth







 


Customer 


Contact Form


Need Information? Contact the NHSBT Pathology Business Development Team


Gary Cavanagh


contact info
Chris Elliott contact info


Chris Elliott


contact info
Erika Rutherford 


contact info
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Blood Transfusion Service 
Review June 2023


Michelle Lake


Transfusion Practitioner 


Calderdale and Huddersfield NHS Trust







Background


• Increase in blood transfusion incidents reported on Datix


• Visit from Quality Improvement Manager for Patient 
Experience


• Agreed to participate in Blood Transfusion Service Review







Blood Transfusion Service Patient Feedback


• Survey developed (Office forms) by Quality 
Improvement Manager with TP oversight


• Team of volunteers enlisted to contact patients by 
telephone


• 50 patients selected across 2 Hospital sites







Selection Criteria


• Blood Transfusion < 4 weeks ago


• Exclusions
• Major Haemorrhage
• End of Life
• Lack of Capacity
• Unconscious 







The Survey


• How would you rate our service?


• Were the benefits of having a blood transfusion explained in a way 
that was understood?


• Were the risks of the blood transfusion explained to you?


• Was ‘Receiving a Blood Transfusion’ leaflet provided before treatment


• Were alternatives to having a blood transfusion explained 


• Did you feel confident in the abilities of the staff who were treating 
you?


• Do you have a carer?







Patient Profile 
                                        


                                                56% Female


                                                44% Male


                                                89% White British                                        


                                                11% Pakistani


                                                39% Have a disability


                                                28% Have are a carer







What patients valued: 


✓The environment felt clean and safe 


✓Carers were made to feel welcome


✓Benefits of the procedure were explained in a way that was 
easy to understand


✓Risks of the procedure were explained in a way that was easy 
to understand 


✓They felt assured by the ability of the staff delivering their 
treatment and care







What could be improved: 


✓Better information prior to treatment. 56% were not provided 
with the patient information leaflet


✓Clear details on what to do if they patient feels unwell after 
treatment. 61% said this was not discussed with them.


✓Greater choice. 44% of patients said alternatives to a blood 
transfusion were not discussed







Recommendations:


• The NHS Blood Transfusion patient leaflet is provided In every 
pre-op appointment. This can be audited from the Transfusion 
Care Pathway Document. 


• An advice leaflet is created and provided to patients to take 
home following their treatment. This should be agreed by a 
sample of service users to assess it’s suitability. 


• FFT feedback is captured to provide  an on-going measure of 
the quality of care and treatment that is provided within the 
transfusion service. 
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Trust / Hospital 
Barnsley 


Please share one positive aspect 
of your role? 
 


The TP role is very interesting and diverse and unique. 
We both find it very rewarding supporting staff across the Trust. 
We are looking towards facilitating educational sessions  


Please share one challenging 
aspect of your role? 


Delivering training to staff members remains challenging despite structured frequent sessions on a weekly basis 
and flexible sessions. 
Trust statistics remains below the standard 90%. 
Time management is important when balancing the role. 
 


Any learning to share from 
incidents? 


Poor Blood care pathway compliance across the Trust remains poor. The TACO checklist is improving as a result 
of the conducted audits. 


Has your Trust adopted the PSIRF 
model? 
How do you feel this has gone? 
Any learning to share? 


Trust members are slowly becoming more familiar with this model and is filtering across. 


What would you like to see on the 
agenda for the 2024 meetings? 


Rhophylac  
Genotyping  
Special requirements 


Any other issues / comments? 
(This section may not be covered at the meeting due to 
time pressures) 
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Trust / Hospital 
Bradford Teaching Hospitals NHS Foundation Trust 


Please share one positive aspect 
of your role? 
 


Too many to mention but main one being making transfusion practice safer  


Please share one challenging 
aspect of your role? 


Mislabelled samples!  
 


Any learning to share from 
incidents? 


Nothing specific 


Has your Trust adopted the PSIRF 
model? 
How do you feel this has gone? 
Any learning to share? 


Yes – the team are currently going on training for it so we can see how we can adapt our investigations to suit 
MHRA and PSIRF.  
 
We anticipate there could be lots of extra work unless we are careful! 


What would you like to see on the 
agenda for the 2024 meetings? 


How trusts are managing to satisfy MHRA and PSIRF requirements  


Any other issues / comments? 
(This section may not be covered at the meeting due to 
time pressures) 


Nothing to note  
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Trust / Hospital 
CALDERDALE and Huddersfield NHS TRUST (CHFT) 


Please share one positive aspect 
of your role? 
 


Staff training and blood track compliance has improved significantly over the last 3 months. 
Finally, our Workforce BI team are allowing Blood track training to be added to ESR for a specific target group 
and this will enable staff to monitor their own training. 


Please share one challenging 
aspect of your role? 


Practising the workload at this time of year as all annual reports need to be done alongside our everyday tasks 
within our role. 


Any learning to share from 
incidents? 


Despite having blood track in place staff x 2 still did not follow the correct procedure for collecting blood samples 
whilst using the device. Having had 3 blood samples rejected by the lab from the same clinical area it was evident 
the 3 samples where label with blood track labels within 7 minutes, this is impossible to do. As our phlebotomy 
team can do the complete process of collecting a blood sample using blood track in 6 minutes for one patient. 
When the staff were spoken to, they appeared annoyed and dismissive about the incident and came up with a 
number of excuses, one of which was they were busy. I did point out now they have added to their work load as 
the patients have to come back into the hospital to be re-bled. 


Has your Trust adopted the PSIRF 
model? 
How do you feel this has gone? 
Any learning to share? 


 
Not yet. 


What would you like to see on the 
agenda for the 2024 meetings? 


Use of cell salvage in other trusts and how is it monitored? 


Any other issues / comments? 
(This section may not be covered at the meeting due to 
time pressures) 
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Trust / Hospital 
County Durham and Darling Trust  


Please share one positive aspect 
of your role? 
 


Joining as a TP and learning new things have been a positive aspect or my role 
Teaching, Writing Policy, Data collection, Investigating. 


Please share one challenging 
aspect of your role? 


Traceability and clinical staff to understand the importance of it  


Any learning to share from 
incidents? 


Highlight the importance of sample labelling. 
Mixing and administering of Beriplex and its importance 


Has your Trust adopted the PSIRF 
model? 
How do you feel this has gone? 
Any learning to share? 


Yes, County Durham and Darlington has adopted PSIRF. However, I am not yet involved with it, hence cannot 
comment 


What would you like to see on the 
agenda for the 2024 meetings? 


Its My first meeting hence no suggestion  


Any other issues / comments? 
(This section may not be covered at the meeting due to 
time pressures) 


None at the minute 
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Trust / Hospital 
 
Doncaster and Bassetlaw Teaching Hospitals (DBTH) 


Please share one positive aspect 
of your role? 
 


 
Variety of role 


Please share one challenging 
aspect of your role? 


 
Lone TP – No admin support 


Any learning to share from 
incidents? 


No valid sample for patient with antibodies 
Already in theatre. Explained will need serological cross match 
Asked to use emergency units (not emergency case) 
Explained couldn’t guarantee compatibility 
Fortunately could cross match in house  
Clinicians seem to think emergency units are suitable for patients with antibodies because they are universally 
ABO suitable. 
 


Has your Trust adopted the PSIRF 
model? 
How do you feel this has gone? 
Any learning to share? 


Implemented Autumn 2023. 
Lots of listening events and comms regarding e learning at various levels dependent on role. 
Noticed more details required on datix focussing on human factors. Section for what the reporter thinks of main 
learning outcome of incident and where it went wrong on this occasion. 
Too early to form opinion as yet. 


What would you like to see on the 
agenda for the 2024 meetings? 


Maybe a section of when trusts have Implemented new procedure / change 
What went good / bad 
Lessons learnt. 


Any other issues / comments? 
(This section may not be covered at the meeting due to 
time pressures) 


 


 
                           Emma Richards                                                           21/02/24 
Compiled by.............................................................         Date................................................... 
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Trust / Hospital 
Gateshead Health NHS Trust 
Queen Elizabeth hospital, Gateshead 


Please share one positive aspect 
of your role? 
 


We enjoy creating a safe environment for patients and staff involved in the transfusion process and interacting 
with other members of the multidisciplinary teams. 
Bayo likes being an agent of change. 
 
 


Please share one challenging 
aspect of your role? 


It is often difficult to fit the numbers of staff needing training into the amount of allocated time for the session. 
 
Time spent tracing the final fate of blood products is an ongoing issue. 


Any learning to share from 
incidents? 


A Kleihauer test was missed from a patient who had a small sensitising event. Following the incident, staff from 
maternity, blood transfusion and TPs met to review our processes and incidents with anti D and aim to improve 
the processes for the future. 


Has your Trust adopted the PSIRF 
model? 
How do you feel this has gone? 
Any learning to share? 


For blood transfusion incidents the investigation follows the guidance and resources from SHOT 


What would you like to see on the 
agenda for the 2024 meetings? 


An update on anti D 


Any other issues / comments? 
(This section may not be covered at the meeting due to 
time pressures) 
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Trust / Hospital 
HDFT 


Please share one positive aspect 
of your role? 
 


We receive really positive feedback for our training. Good staff engagement 
Lots of new projects pending or in progress to improve the transfusion service at harrogate.  


Please share one challenging 
aspect of your role? 


Management of ongoing documentation issues.  
Increase in number of transfusions running over 4 hrs, often cared for by agency staff/ junior nursing staff 
 


Any learning to share from 
incidents? 


Follow 3 incidents with in correct dose administration of beriplex it has been picked up that staff are checking the 
dosing on the blood tag and not checking the exp/ dose on vial of beriplex. Hx staff wrote the dose on the tag, this 
is easily separated from the vial- stopped this immediately. 


Has your Trust adopted the PSIRF 
model? 
How do you feel this has gone? 
Any learning to share? 


Yes 


What would you like to see on the 
agenda for the 2024 meetings? 


More discussion and information from trusts who use ROTEM or fib concentrate. Something we are currently 
looking to implement  


Any other issues / comments? 
(This section may not be covered at the meeting due to 
time pressures) 
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Trust / Hospital 
LTHT 


Please share one positive aspect 
of your role? 
 


Educating and supporting staff and students to undertake transfusion care with patient safety being the key factor 
in their practice.  


Please share one challenging 
aspect of your role? 


Ensuring that key messages are directly received by or relayed correctly to the appropriate staff can be 
challenging due to the size of LTHT. 


Any learning to share from 
incidents? 


Noted increase in clinical incidents. Good reporting culture in clinical areas noted; staff empowered to report 
errors / incidents to promote learning and improve practice. 
 
 


Has your Trust adopted the PSIRF 
model? 
How do you feel this has gone? 
Any learning to share? 


Our Trust were early adopters of the PSIRF (2021). We feel we have adapted well to this approach to incident 
review and investigation. As a team we found it necessary to design / adapt the incident investigation form we use 
for Level 1 (PSRR) incidents which require reporting out to MHRA and SHOT to ensure that root cause, 
contributory factors and CAPA were clearly identified. This was approved by our Risk Management Team and 
MHRA and the document was shared with the regional TPs.  


What would you like to see on the 
agenda for the 2024 meetings? 


Talk from EMBRACE team in regard to transferring children and babies. 
 


Any other issues / comments? 
(This section may not be covered at the meeting due to 
time pressures) 


No 


 
 
Compiled by. LTHT HTT         Date. 26/02/2024 
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Trust / Hospital 
 Newcastle upon Tyne Hospitals NHS Foundation Trust 


Please share one positive aspect of your 
role? 
 


Closed loop is almost implemented throughout the trust and we are launching in theatres imminently.  Compliance is good at 
86% for sampling and 72% for administration. 
 
Making improvements in medic training and have managed to get in on some induction days for medic intakes. 
 


Please share one challenging aspect of 
your role? 


Training medics, although we are making headway it is still difficult to access all of the rotational medical staff as they move 
throughout placements. 
 
Staffing levels are still issues- more so in the lab.  As this continues we are starting to seem more incidents arising due to 
overworked, tired staff.  Similar in the clinical area. 
 
Wristbands in outpatient areas for use with blood track.  


 
Any learning to share from incidents? WBIT from incorrect wristband scanned in out-patients.  Patient had a group and save sample, had never been seen before 


so, second sample was issued.  Nurse collected the tube from the lab and returned to the clinical area.  Pre-op appointment 
so many different investigations being done.  Nurse had seen Patient B in-between, and had accidently picked up patient B 
paperwork including the wristband and ordered the sample in the EPR.  Nurse then called Patient A back into the room and 
pulled their details up on the computer, took the group and save sample- checking positive patient ID but against the 
computer and not the wristband that she had in front of her.  Sample was processed and didn’t match the first sample, but did 
match Patient B. 
There is a real reluctance to attach the wristband in outpatients as they are concerned that patients may think it means they 
are getting admitted.  Patient safety concerns were raised following this and a decision was made at trust level that all out 
patient having a group and save sample taken MUST be wearing wristband. 


 
Has your Trust adopted the PSIRF 
model? 
How do you feel this has gone? 
Any learning to share? 


Yes but only very recently and we are yet to come across too many issues arising. 


What would you like to see on the 
agenda for the 2024 meetings? 


? 


Any other issues / comments? 
(This section may not be covered at the 
meeting due to time pressures) 


N/A 
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Trust / Hospital 
 
North Cumbria Integrated Care NHS FT 


Please share one positive aspect 
of your role? 
 


Able to work autonomously, being in control of own workload. 


Please share one challenging 
aspect of your role? 


Working alone, with no clinical manager or support. Lack of transfusion knowledge within HTC as meetings are so 
poorly attended; they tend to be pathology heavy. Questionable dissemination of minutes to Trust S&Q, never 
have any feedback. 


Any learning to share from 
incidents? 


Midwives x2 administered blood over 15 minutes instead of the authorised 2-3 hours. On investigation, pump had 
been incorrectly set.  Neither midwife had attended any F2 F training or been signed off as competent.  They and 
their managers stated they didn’t know they had to do any training due to the learning requirements only flagging 
up eLearning. The fact that staff are unable to see BT F2F training was raised in the Trust and put on the Trust 
Risk register back in 2017!!!! 


Has your Trust adopted the PSIRF 
model? 
How do you feel this has gone? 
Any learning to share? 


Yes for Trust.  However not been discussed at HTC. 


What would you like to see on the 
agenda for the 2024 meetings? 


All usually useful and informative. 


Any other issues / comments? 
(This section may not be covered at the meeting due to 
time pressures) 
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Trust / Hospital 
North Tees and HARTLEPOOL NHS Trust  


Please share one positive aspect 
of your role? 
 


When you make a difference – interaction with clinical staff  


Please share one challenging 
aspect of your role? 


Completing investigations in a timely manner - INPHASE 


Any learning to share from 
incidents? 


Had a few WBIT – main theme is workload,  patients condition  use of agency staff and also staff turnover 
(experienced staff) 


Has your Trust adopted the PSIRF 
model? 
How do you feel this has gone? 
Any learning to share? 


This is coming in at the moment and we are finding as a TP point of view frustrating as the investigation priority 
does not fit with what we need. 


What would you like to see on the 
agenda for the 2024 meetings? 


Sharing of good practice  
Audits  


Any other issues / comments? 
(This section may not be covered at the meeting due to 
time pressures) 
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Trust / Hospital 
The Rotherham NHS Foundation Trust 


Please share one positive aspect 
of your role? 
 


Aiming to positively impact patient service through training and learning from incidents etc. 


Please share one challenging 
aspect of your role? 


Time, lots of elements to the role, lots of work, not enough time.  


Any learning to share from 
incidents? 


Noticed an emphasis on communication as some factors currently. Noted following a rise in request form 
incidents, this has now significantly improved but a range of actions required to be involved, have noted an 
increase in areas awareness. 
Now implemented an independent sample requirement in suspected WBIT events to determine which the WBIT is 
when only two samples initially received.  


Has your Trust adopted the PSIRF 
model? 
How do you feel this has gone? 
Any learning to share? 


Yes, relatively well currently, still relatively early stages of implementation from the Trust, will have better idea 
next meeting.  


What would you like to see on the 
agenda for the 2024 meetings? 


Not sure currently, progression from similar topics from 2023 as relevant… normally the meeting provides good 
discussion and inspiration for topic content.   


Any other issues / comments? 
(This section may not be covered at the meeting due to 
time pressures) 


None currently. 
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Trust / Hospital 
Sheffield Children’s 


Please share one positive aspect 
of your role? 
 


Meet lots of people from various disciplines. Variety. Flexible. 


Please share one challenging 
aspect of your role? 


I’m only half time and there are not enough hours in the day. 


Any learning to share from 
incidents? 


We reported a delayed tx (as it seemed to be at the time, blood was collected and returned straight away but 
??why not given as low hb) but turned out that they had reassessed the patient who was stable and didn’t want it 
after all. Ended up being an example of good practice.  


Has your Trust adopted the PSIRF 
model? 
How do you feel this has gone? 
Any learning to share? 


No feedback yet. 


What would you like to see on the 
agenda for the 2024 meetings? 


 


Any other issues / comments? 
(This section may not be covered at the meeting due to 
time pressures) 
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Trust / Hospital 
Sheffield Teaching Hospitals 


Please share one positive aspect 
of your role? 
 


Varied workload, autonomy in role. 


Please share one challenging 
aspect of your role? 


Poor engagement from clinical areas during incident investigation. Not responding in a timely manner and 
sometimes defensive responses. 


Any learning to share from 
incidents? 


Invested a lot of time in education for midwifery but still consistently receiving incidents. 


Has your Trust adopted the PSIRF 
model? 
How do you feel this has gone? 
Any learning to share? 


Yes,  
Not well as had feedback from investigator saying now it’s a systems based approach so does not find it 
appropriate to perform a RCA. 
Spoke with Trust governance team and they advised they will make a proforma specific to transfusion related 
incidents to meet our reporting requirements but also incorporating a systems approach. They are currently doing 
this for Falls as they require a certain method of investigation. And hoping to apply this to us. 


What would you like to see on the 
agenda for the 2024 meetings? 


 


Any other issues / comments? 
(This section may not be covered at the meeting due to 
time pressures) 
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Trust / Hospital 
 


Please share one positive aspect 
of your role? 
 


Trying to improve practice for patients 


Please share one challenging 
aspect of your role? 


Trying to stop 2 samples being taken at the same time by the same person 


Any learning to share from 
incidents? 


Good scientising in transfusion lab led to a WBIT being discovered and from this extra learning sessions have 
been put in place at SGH ED to improve labelling and sampling. It is hoped to spread this to both hospital sites. 


Has your Trust adopted the PSIRF 
model? 
How do you feel this has gone? 
Any learning to share? 


Yes adopted PSIF- not well implemented Trust wide.  
Occurred at same time as Datix moving on to cloud based system- number of glitches with this system, therefore 
number of reported incidents has fallen dramatically. 


What would you like to see on the 
agenda for the 2024 meetings? 


 


Any other issues / comments? 
(This section may not be covered at the meeting due to 
time pressures) 
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