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

 Minutes
10:00 – 16:00 Wednesday 11 September 2024
The Darlington Arena, Neasham Road, Darlington, County Durham, DL2 1DL

[bookmark: _Hlk177040476]Present
· Bushra Amin (BA)				Sheffield Teaching Hospitals
· Aimi Baird (AB)				Newcastle upon Tyne Hospitals 
· Claire Broere (CB)			South Tees
· Michelle Cairns (MC)			County Durham & Darlington
· Carolyn Carveth-Marshall (CCM)		South Tees Hospitals
· Debbie Cox (DC)				North Tees and Hartlepool 
· Clare Cook (CC) PBMP session only		NHSBT
· Lisa Creaser (LC)				York and Scarborough Teaching Hospitals
· Aliya Dairova (AD) am only			Pharmacosmos
· Victoria Dowson (VD)			North Tees and Hartlepool
· Laura Duffy (LD)				Newcastle upon Tyne Hospitals
· Alison Hirst (AH)				Airedale Hospital
· [bookmark: _Hlk102127660]Catrina Ivel (CI)				York and Scarborough Teaching Hospitals
· Juliet James (JJ)				County Durham & Darlington
· Michelle Lake (ML) - Chair			Calderdale and Huddersfield 
· Caroline Mann (CM)			Nuffield Leeds
· Carole McBride (CMc)			Mid Yorkshire Hospitals
· Robert	McNeil (RMc) am only		Pharmacosmos
· [bookmark: _Hlk176772745]Nita Mistry (NM)				Bradford Royal Infirmary
· Sarah Morrisey (SM) am only			Pharmacosmos
· Janet Nicholson (JN)			North Cumbria 
· Emma 	Richards (ER)			Doncaster & Bassetlaw Hospitals 
· Janice Robertson (JR) - minutes		NHS Blood & Transplant
· Jennifer Rock (JRo)			NHS Blood & Transplant
· Krishab Sharma (KS)			York & Scarborough
· Michelle Skee (MS)			Northumbria
· Faye Smith (FS)				Harrogate and District 
· [bookmark: _Hlk146534784]Angeline Thiongo (AT)			Sheffield Teaching Hospitals
· Victoria Waddoups (VW)			Rotherham Hospital
· Abigail Wagstaff (AW)			Northern Lincolnshire and Goole
· Helen West (HW)				Bradford Royal Infirmary
· Abbie White (AW)				Northern Lincolnshire and Goole Hospitals
· Megan Wrightson	(MW) - Deputy Chair		South Tees Hospitals
Apologies
· Kate Atkinson (KA)			Leeds Teaching Hospitals
· Helen Barber (HB)			Leeds Teaching Hospitals
· Amanda Baxter (ABax)			Sheffield Children’s 
· Lucy Bevan (LB)				Newcastle upon Tyne Hospitals 
· Anessa Birader (Abi)			Leeds Teaching Hospitals
· Carol Blears (CB)				Mid Yorkshire Hospitals 
· Joanne Bowden (JB)			Hull University Teaching Hospitals
· Jay Faulkner (JF)				Leeds Teaching Hospitals
· Stephanie Ferguson (SF)			Leeds Teaching Hospitals
· Phoebe Fletcher (PF)			Sheffield Teaching Hospitals
· [bookmark: _Hlk176772502]Carolyn Hippy (CH)			Bradford Royal Infirmary
· [bookmark: _Hlk176763408]Emma Johnson-Kelly (EJK)			Northern Lincolnshire and Goole 
· Raheela Khalid (RK)			Nuffield Leeds
· Mark Liversidge (ML)			Barnsley Hospital
· Gillian	McAnaney (GMc)			County Durham & Darlington
· Lisa McCallion (LMc)			Calderdale & Huddersfield
· Patronella Musonda (PM)			Nuffield Leeds
· Karen Nesbitt (KN)			Gateshead Health 
· Jill Parkinson (JP)				Bradford
· Pauline Patterson (PP)			South Tyneside & Sunderland
· Julie Pozorski (JP)			Barnsley Hospital
· Sue Rabett (SR)				Leeds Teaching Hospitals
· Jordan Reed (JRe) 			York and Scarborough Teaching Hospitals
· Jonathan Trattles (JT)			South Tyneside & Sunderland
· Rachael Wilkinson Hall (RWH)		Sheffield Teaching Hospitals

	1.
	Welcome, apologies for absence

	
	ML welcomed the group 

	2.
	Education Section
Presentations available via JR if required.

	[bookmark: _Hlk159915005]
	Embrace
Presented by Steve Hancock

	
	RCI Case Studies
Presented by Dave Bruce

	
	Star award for multi discipline working during massive haemorrhage
Presented by Emma Richards

	
	Transgender - Knowledge vs Assumption in Healthcare
Presented by Debbie Cox

	
	NPSA TACO Recommendations
Presented by Debbie Cox

	
	Iron deficiency anaemia and the important role of hepcidin
Presented by Aliya Dairova (Clinical Educator) Pharmacosmos

	
	Pharmacosmos IV iron - ferric derisomaltose
Presented by Robert McNeil / Charlie Smith Pharmacosmos

	3.
	Minutes and actions from previous meeting 

	
	Minutes of previous meeting, 12 June 2024 accepted as a true record. 
Action: Post minutes onto the SharePoint and NBTC websites

	
	Forward any ideas of how the PBM team can help with enquiries arising from the IBI, to CL.
	Closed

	
	Minutes of previous meeting, 27 February 2024, posted onto the SharePoint site
	Closed

	[bookmark: _Hlk152920181]
	Work on the SharePoint site to be paused until return of PBMP.
	Closed

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

	
	Confirm what SHOT SCRIPT is covering to avoid duplication with the Regional Transfusion IT Group – see item 7.
	Closed

	
	Circulate a survey to collect views of the group re: way forward of the Regional Transfusion IT Group – see item 7.
	Closed

	
	Expression of interest for chair of the group forwarded to JR.
	Closed

	
	Contact ML if you would be happy to do a 10 minute presentation on sharing of good practice at the September meeting.
	Closed

	
	NHSBT now have a VEVOX account which can be used by RTC groups.
	Closed

	4.
	Framework update
Presented by Aimi Baird and Jen Rock.


	

	5.
	Highlight reports

	Airedale NHS Trust



	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

No report submitted
	Harrogate and District NHS Foundation Trust


	Humber Health Partnership
Inc. Hull & East Yorkshire and Northern Lincolnshire and Goole



	Leeds Teaching Hospitals NHS Trust


	[bookmark: _Hlk146723297]Mid Yorkshire Hospitals NHS Trust


	Newcastle Upon Tyne Hospitals NHS Foundation Trust



	North Cumbria University Hospitals NHS Trust


	North Tees and Hartlepool NHS Foundation Trust


	Northumbria Healthcare NHS Foundation Trust

No report submitted

	Nuffield Leeds


	The Rotherham NHS Foundation Trust


	
Sheffield Children’s NHS Foundation Trust

	Sheffield Teaching Hospitals NHS Foundation Trust


	South Tees Hospitals NHS Foundation Trust


	South Tyneside and Sunderland NHS Foundation Trusts

No report submitted

	York & Scarborough Teaching Hospitals NHS Foundation Trust


	
	

	
	Summary of reports


Items highlighted on the summary were discussed during the meeting.

	6.
	PBM Practitioner Update

	
	


	7.
	Regional Transfusion IT Group
	

	
	· ML reviewed what SHOT SCRIPT is covering as confirmed that it does duplicate what the Regional Transfusion IT Group is doing.
Action: Circulate a survey to collect views of the group re: way forward of the Regional Transfusion IT Group.  Include suggestion of producing a lessons learnt / how to guide.
	

	8.
	SharePoint
	

	
	· Updating of the site has stalled due to IT issues.
Awaiting PBMP return for further 
	

	9.
	Non-Medical Authorisation update

	
	· 2024 dates: 25 September / 05 December.
· If you would like to join the working group or have any questions or queries, contact catrina.ivel1@nhs.net 
· Enquires received from other regions to requesting delegates join our event.
The region does not accept external candidates with places on the events but will support other RTCs to develop their own courses.
RTC chair will take this to the RTC chairs meeting.
	 


	[bookmark: _Hlk121409817]10.
	National TP network (NTPN) feedback
	

	
	· The National Transfusion Practitioner Network (NTPN) currently consists of representatives from each of the Regional Transfusion Practitioner Networks in England and has representation from the British Blood Transfusion Society (BBTS), the International Society of Blood Transfusion (ISBT) and NHS Blood and Transplant (NHSBT) Patient Blood Management (PBM) team.
· The NTPN is undergoing a much-needed relaunch of the network with the aims of 
· ensuring we are able to demonstrate the roles of the TPs at Trust, regional and national levels
· support the ongoing efforts to develop a professional framework 
· action feedback from TP2024/Transfusion Transformation working and steering groups
· align the network with the restructuring of the RTCs
· Action recommendations of the IBI report
· We also want to increase the representation to include at least 2 reps per region to improve attendance at each meeting as well as adding nursing and patient representatives to the group. 
	

	11.
	Succession planning
	

	
	· Expression of interest to take over as chair of the group received from Jordan Reed (JRo).
The group accepted the offer and JRo will take over as chair of the group after the next meeting in December 24.
Action: ML to email JRo to formally accept his offer.
	

	12.
	Any other business
	

	
	· We have had a request from the RTT that we use learning aspects from the TP group to populate the Transfusion Bulletin.
The group agreed that learning from incidents included on the highlight reports for this meeting could be used.
· AB suggested setting up a NE&Y regional TP WhatsApp group. The group agreed this would be something they would find of interest. 
Action – forward mobile numbers to JR
Action – Set up WhatsApp group
	

	13.
	Date of next meeting
	

	[bookmark: _Hlk93054777]
	· 1pm Monday 02 December 2024
	



[bookmark: _Hlk92179858]


	[bookmark: _Hlk153197480]Action List

	
Item No

	
Action
	
By

	3
	Post minutes of previous meeting, 12 June 2024, onto the SharePoint and NBTC websites
	JR

	7
	Circulate a survey to collect views of the group re: way forward of the Regional Transfusion IT Group.  Include suggestion of producing a lessons learnt / how to guide.
	ML

	11
	Email JRo to formally accept his offer to take over as chair of the group.
	ML

	12
	Forward mobile numbers to JR to enable setting up of a NE&Y regional TP WhatsApp group. 
	All

	12
	Set up WhatsApp group
	JR



__________________________________________________________________________4
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Airedale.pdf


Airedale.pdf
Trust / Hospital

Please share one positive aspect
of your role?

Please share one challenging
aspect of your role?

Any learning to share from
incidents?

Have you submitted any data to
the QS138 Quality Insights Tool?
What barriers have you come
across?

What specific topics would you
like to see on the agenda for
future meetings?

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

Compiled by..Alison Hirst......................

Airedale NHS Foundation Trust

I’'m currently working with the practice educators for the nurses on the wards and doing 1:1 sessions to complete

the competency assessments for new starters. I'm receiving positive feedback for the time spent with the nurses.

Lone working, increasing workload.

No significant incidents to report

N/A

Can’t think of any specific topics. | think it's beneficial to keep having refreshers of previously covered topics.
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Barnsley.pdf
Trust / Hospital

Please share one positive aspect
of your role?

Please share one challenging
aspect of your role?

Any learning to share from
incidents?

Have you submitted any data to
the QS138 Quality Insights Tool?
What barriers have you come
across?

What specific topics would you
like to see on the agenda for
future meetings?

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

Compiled by .Julie Pozorski & Mark LIVersidge..........ccceeoiiiieiiiiiiieiiieee e

The daily TP role is always so varied and diverse and at the same time rewarding with the focus being on patient
safety within Blood transfusion.

Keeping up to date with the abundance of complex incidents to investigate and report in a timely manner,
complicated by the availability of staff members requiring interviewing. This is evident through ongoing
haemovigilance in the Trust.

No

No

The use of HLA matched Platelets in specific conditions.

We have just had a recent MHRA survey lance visit, that was a successful outcome. Clinically only 2 minor
findings.

1. was regarding our % compliance level with Blood collection training, which was at 60% for the Trust, training is
ongoing.

2. Our inability to current monitor inactivity in the Blood collection procedure, using MSoft Blood 360 kiosk.
(MHRA commented that staff should be deactivated from the procedure, if proven to have been inactive for
greater than 3/12.
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Bradford.pdf
Trust / Hospital

Please share one positive aspect
of your role?

Please share one challenging
aspect of your role?

Any learning to share from
incidents?

Have you submitted any data to
the QS138 Quality Insights Tool?
What barriers have you come
across?

What specific topics would you
like to see on the agenda for
future meetings?

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

Bradford Teaching Hospitals NHS Foundation Trust

Too many to mention but the main one being making transfusion practice safer, educating staff to give them
competence and confidence.

Staff labelling samples correctly. However we are due to implement Blood Track TX shortly so this will reduce this
issue dramatically.

Nothing this time

No but we are going to do

Infected blood inquiry — discussion around recommendations.

How trusts are managing to implement PSIRF and satisfy MHRA without adding lots of extra work

We have just received confirmation our business case for Haemobanks has been approved, along with x1 WTE
band 7 TP to roll out BT TX — Helen who is the band 7 is attending the meeting. However she isn’t ‘new’ to th
team as she left us for a year and has come back!

Compiled by Jill Parkinson .........ccccccvuvvvevvnninnnnnnnns Date....ooveeeee . 07.08.24...
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Calderdale & Huddersfield .pdf
Trust / Hospital

Please share one positive aspect
of your role?

Please share one challenging
aspect of your role?

Any learning to share from
incidents?

Have you submitted any data to
the QS138 Quality Insights Tool?
What barriers have you come
across?

What specific topics would you
like to see on the agenda for
future meetings?

Any other issues / comments?

(This section may not be covered at the meeting due to

time pressures)

Lisa McCallion
Compiled bY.....ccocoeiiiiiiice

Calderdale Huddersfield Foundation Trust (CHFT)

Following the arrival of our new rotational Dr’s, HTT trained 124 Dr’s to use bloodtrack on their induction day. The
Dr’s were receptive and had the opportunity to practice using the bloodtrack devices before going into the clinical
areas.

This was beneficial to the Dr's who had not seen/used bloodtrack before.

During the Amber Blood Alert — changing the doctors mind set for ordering RBC is challenging as some Dr's
ignored our emergency blood management actions which we had put in place. We are still having difficulty in
maternity, even though they are using cell salvage, are still ordering units of RBC as backup.

Due to Amber alert checking all RBC requests and came across a TACO on a patient, the ward had not notified
the Transfusion Team. A SHOT was completed, and the clinical staff put a comprehensive plan in place for the
patient, who made a full recovery.

QS 138

Section A - Adults with iron deficiency anaemia are offered iron supplementation before surgery —
completed / Submitted July 2024.

Section B - Adults who are having surgery and expected to have moderate blood loss are offered
tranexamic acid — ongoing, due for completion the end of September 2024.

HLM matched platelets
Jehovah witness

29/09/2024
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CDDFT.pdf
County Durham Darlington Trust

Trust / Hospital

S EEEEE RN RV G \We have had a good trust induction training for the doctors
of your role?

Please share one challenging It is challenging to complete RCA for SHOT as we are awaiting on Staff to provide us with
aspect of your role? Reflection

Any learning to share from We had TWO TACO Incidents in the trust

incidents? It would not have prevented patient death due to clinical conditions but from Transfusion point of view, the TACO
check list was missed, Patient wasn’t given frusemide and Hb wasn’t checked post transfusion.

Second case- TACO was completed however patient suffered Ml when the second unit was being transfused,
The only thing that was missed was patient s HB was not checked post transfusion of 1st unit

Patient recovered and was discharge from hospital, Doctors suspected TRALI on this case as well, Which we are
waiting results to confirm.

Have you submitted any data to

ey RoNE VA ol s elo] A We are looking start the QS138 Audit soon on Q2
What barriers have you come

across?

What specific topics would you How to go about dealing anaemia screening, investigations, referrals, linking with GP surgeries. It’'s a vast topic to
like to see on the agenda for cover. What approach should be taken? How are other trust working on this recommendation

future meetings?

Any other issues / comments? Still struggling how best to implement weight based Red cell dosage.

(This section may not be covered at the meeting due to
time pressures)

Compiled by Date......... 02/09/2024..
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Doncaster & Bassetlaw.pdf
Trust / Hospital

Doncaster & Bassetlaw Teaching Hospitals

SRR R R el =RE o lslm | Can make changes within the trust — currently involved with education team regarding competency assessments

of your role?

Please share one challenging
aspect of your role?

Any learning to share from
incidents?

and blood transfusion as ReST topics.

Feel | only ‘scratch the surface’ of what needs doing.
Lone worker, get bogged down with parts of role that could be done by junior member of staff.

Recently changed de-reservation time of red cells and platelets if due to expire that day.

Blood 360 allowed platelets to be removed at 23:56 that were due to expire at midnight. Not noticed by collection
staff. Picked up by ward and not transfused.

Changed time to 8pm for red cells and 10pm for platelets.

Have you submitted any data to Signed up but not submitted data yet.
e RN EI VA LS ol e o] A8 Time is a barrier. Looking at doing local audits that will be able to be submitted in the next few months.

What barriers have you come
across?

What specific topics would you Things that have gone well and why? What made it go well.

like to see on the agenda for
future meetings?

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

Compiled by
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Harrogate.pdf
Trust / Hospital

SRR RS R R ekl =R olslm i | Variety of work- no days the same. Opportunity to build good working relationships with a variety of clinical areas.
of your role?

Please share one challenging Managing workload at present. Large pieces of work ongoing, particularly in paeds to improve transfusion
aspect of your role? practice- challenging to get anything completed.

Engaging staff and implementing changes following the NPSA TACO alert.

Any learning to share from Paeds incorrect volume calculation incident. Incorrect patient weight, meaning the patient was under transfused In
incidents? the ED department. SHOT reportable. Highlighted gaps in knowledge/ training, equipment availability and
documentation.

Have you submitted any data to Plan on doing so over the next few months- plan to re audit Quality statements.
the QS138 Quality Insights Tool?

What barriers have you come

across?

What specific topics would you
like to see on the agenda for
future meetings?

Any other issues / comments? | would be interested to feedback from the NPSA TACO alert and hear any innovative thinking or implementation
(USRI R EIREEOE EE SUCI CRL R EER G of practice changes other trusts have had success with following this alert. Uptake of change has been
time pressures) challenging at HDFT.

Compiled by Faye Smith Date 27.8.24
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Humber Health Partnership.pdf
Trust / Hospital

Please share one positive aspect
of your role?

Please share one challenging
aspect of your role?

Any learning to share from
incidents?

Have you submitted any data to
the QS138 Quality Insights Tool?
What barriers have you come
across?

What specific topics would you
like to see on the agenda for
future meetings?

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

Northern Lincolnshire (Humber health partnership — South Bank)

Education continues, Sharing Knowledge resources with clinical teams

Traceability continues to be a challenge. Workload continues to be challenging given the workforce size. New
PAS system continues to present a challenge to obtaining medical records for investigations/SHOT reporting and
traceability.

Increased number WBIT recently on one site. Patients with antibodies being taken to theatres without blood

cover.

Not at present, currently starting a local TACO checklist audit and awaiting the October NCA QS138 Re-audit

PSIRF training?

Any trust undertaking pre surgery Autologous collection and later transfusion. Any trusts undertaking local
donations in response to the Amber Alert

Compiled by. A White, E Johnson-Kelly. Date... 28/8/2024
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Leeds.pdf
Trust / Hospital

Please share one positive aspect
of your role?

Please share one challenging
aspect of your role?

Any learning to share from
incidents?

Have you submitted any data to
the QS138 Quality Insights Tool?
What barriers have you come
across?

What specific topics would you
like to see on the agenda for
future meetings?

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

Compiled by......Sue Rabett...........ccoeveeeiiiiii e

Face to face teachings and getting out of the office more

Chasing up information after incidents

Nothing new

No

Back to Basics?

None
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Midyorks.pdf
Trust / Hospital

Please share one positive aspect
of your role?

Please share one challenging
aspect of your role?

Any learning to share from
incidents?

Have you submitted any data to
the QS138 Quality Insights Tool?
What barriers have you come
across?

What specific topics would you
like to see on the agenda for
future meetings?

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

Compiled by.........Carole McBride.........

Midyorks Teaching Hospitals Trust

Positive feedback and interaction with clinical areas.

Managing workload, being currently one TP down, and trying to implement Blood Track TX with no extra TP time.

Incorrect platelet transfused — checks missed at lab, by porter and clinical area.

Not submitted any

How other trusts interact with governance and meetings that they attend.
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Newcastle.pdf
Trust / Hospital The Newcastle upon Tyne Hospitals NHS Foundation Trust

SEE R e e e Ve oSl Variety- lots of different tasks to do throughout the day, no day is the same as another.
of your role?

Please share one challenging Communication with clinical area, regarding thoroughness of incident investigation
aspect of your role?

Any learning to share from WBIT- outpatient case, wristband was not on the patient, but on the desk.

incidents? SRNM- Pt required irradiated products due to Hodgkin’s Lymphoma, clinical team failed to send Special
requirement notification- however they were admitted to ITU as Gl bleed and the Hodgkin’s was PMH. Lab failed
to notice Hodgkin’s indicated on request form and non-irradiated blood was issued.

Have you submitted any data to Yes. No issues with the tool itself or the inputting of data.

e RoNEI A S o]l el 7288 Data collection can be very time consuming, especially identifying pre op patients who are iron deficient.
What barriers have you come

across?

What specific topics would you
like to see on the agenda for
future meetings?

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

Compiled by...L Bevan/ L DUffy.........ccoooiiiiiiiiiiccccs Date.....02/09/24.........ccccoveviieiiiiiiieeiieeeeeee
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North Cumbria.pdf
Trust / Hospital

Please share one positive aspect
of your role?

Please share one challenging
aspect of your role?

Any learning to share from
incidents?

Have you submitted any data to
the QS138 Quality Insights Tool?
What barriers have you come
across?

What specific topics would you
like to see on the agenda for
future meetings?

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

North Cumbria Integrated Care NHS FT

Working autonomously and having control over own workload.

Working autonomously means workload is not shared. Often left to deal with anything that has the word
“Transfusion” in it.

Strange WBIT case. MHP sample from 19 year old male grouped as O Positive. Check group was O Negative.
Due to discrepancy in blood group lab continued to give Group O Neg emergency blood. Third sample from
theatre grouped as O Mixed field as expected. Again, due to not knowing, what the correct blood group was and
the age of the patient laboratory continued to give Group O Negative units. Big problem as laboratory now
became depleted of Group O Neg and had to put in emergency order to NHSBT. On investigation, it was initially
thought the nurse had taken the blood from the wrong patient as the nurse had given the sample to HCA to label.
As it turned out the blood was from the correct patient, but the nurse had taken the sample from so close to the
infusion site that the sample was all donor blood. Question went out to the NW and NE Region as to whether this
was classed as a WBIT or not. Mixed response. Contacted SHOT, also bit of a conundrum that needed to be
discussed. Final answer that YES it was a WBIT as the blood in the tube was not that patients’ blood.

Learning outcome, positively identify patients at bedside and label the sample if you take it. And don’t take sample
from close to infusion site, but if have no other access to take from below infusion site.

Registered, but not yet used.

All useful.
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North Tees.pdf
Trust / Hospital

Please share one positive aspect
of your role?

Please share one challenging
aspect of your role?

Any learning to share from
incidents?

Have you submitted any data to
the QS138 Quality Insights Tool?
What barriers have you come
across?

What specific topics would you
like to see on the agenda for
future meetings?

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

Compiled by.....D A COX...oocvvvvvvreeeeninne

Getting to do more face to face training

Workload increasing .Expectations of job ,audits etc is changing.

We have had two delayed transfusions. RCA is complex. Have lots of new staff, agency staff and communication
is at the forefront.
We have had to work with both the ward teams to put actions into place.

Just completing the first quarter and should be submitting data soon.

Audits
Changes in practice and challenges.
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Nuffield Leeds.pdf
Leeds Nuffield

Trust / Hospital

SEE RS e s e iV oSl Really good communication and support from the Pathology team to Critical care nurses.
of your role?

Please share one challenging No TP role in hospital, would be useful to link with the local Trust TP.
aspect of your role? Require protected time for this work, to ensure governance/compliance is cascaded throughout the hospital.

Any learning to share from Major Haemorrhage out of hours scenario, really useful highlighted good practice as well as practical issues,
incidents? Phone not audible, allocation of roles, simplifying folders to find emergency tags, scissors for accessing flying
squad blood box.

Lunch & learn sessions for major Haemorrhage discussion.

Have you submitted any data to No
the QS138 Quality Insights Tool?

What barriers have you come

across?

What specific topics would you Usage & administration of prothrombin complex.

like to see on the agenda for - _ _ -
future meetings? IV Iron infusion, evidence for pre-operative optimisation.

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

Compiled by....C Man Date..29/08/24..........cccooeeeeiiiiiiiiiiiiiiaen
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Rotherham.pdf
Trust / Hospital

Please share one positive aspect
of your role?

Please share one challenging
aspect of your role?

Any learning to share from
incidents?

Have you submitted any data to
the QS138 Quality Insights Tool?
What barriers have you come
across?

What specific topics would you
like to see on the agenda for
future meetings?

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

Compiled by......Victoria Waddoups......

Rotherham NHS Foundation Trust

Connection and contact with an array of different service users staff and patient to try and provide the best
transfusion service we can with the HTT for our patient population. Mix of team work and autonomy and variety of
the role as well.

Time, workload priorities

Increase in WBIT with no apparent trend of area. Improvements made by worsening numbers. HSE from lab,

variety of causes again with no persistent trend but an increase in reportable events. Notable broad reporting
category.

No, mostly due to time/ availabilty, would like to do some, just with other current activity no capacity, but Trust are
registered and will try to improve this.

Same trends as before, all topics useful opening discussion to other areas/ ‘testing the temperature’ of what else
is going on around the region.

None
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Sheffield Childrens.pdf
Trust / Hospital

Please share one positive aspect
of your role?

Please share one challenging
aspect of your role?

Any learning to share from
incidents?

Have you submitted any data to
the QS138 Quality Insights Tool?
What barriers have you come
across?

What specific topics would you
like to see on the agenda for
future meetings?

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

Compiled by............Amanda Baxter......

Flexible

Its only me and I'm half time.

Not an incident - but so far no surgery has been cancelled/postponed due to the shortages as we have weekly
meetings (theatres and BB) to discuss the following weeks big cases and check if we have 2 samples and can
issue actual group instead of O. (BB also check that we have enough sample as we still do full cross matches).
Doing this on a Thursday allows us to report to the wider weekly trust meetings on Fridays and gives time for
second samples to be chased up. No O has been issued because we haven’t got a confirmed group for elective
patients. Group O patients needing surgery have been assessed and cell salvage used when possible but no
problems so far.

Not yet but will later in the year if have admin support in place.

Some TP/RTC groups allow others nationally to join the education part of their meetings via teams. (I have
presented at the SW region TP meeting). Could we do this for the education part? | would have enjoyed this
meetings education items but can’t be there (due to other commitments) but | can join on teams.
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Sheffield Teaching.pdf
Please share one positive aspect
of your role?

Please share one challenging
aspect of your role?

Any learning to share from
incidents?

Have you submitted any data to
the QS138 Quality Insights Tool?
What barriers have you come
across?

What specific topics would you
like to see on the agenda for
future meetings?

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

Compiled by

Sheffield Teaching Hospitals

One current positive aspect is that we have recently had more engagement from Transfusion registrars as it has
now been added to their job description. They attend our huddles/meetings and actively involve. Has been a
positive change to the team.

Workload: Replacing eLearning at short notice. Contract has ended with current supplier and were given 3
months to find/create a replacement. We are still manual sign out and don’t have a blood tracking system so need
to create in-house modules to supplement NHSBT package. This combined with actions for the TACO alert and
other responsibilities has been a busy time.

How to disseminate NCA audit report actions to clinical areas, HTT chair wants them to produce their own
actions.

No, workload has meant this has not been a priority. Also had issue with individual areas creating actions in
response to the original NCA audit. Not engaging

¢ Continue with educational sessions- interesting case studies
TPs sharing their own interesting incidents or any notable achievements they’ve had in
teaching/incidents/audits/networking etc

¢ Include TP wellbeing topics, lone working, managing difficult conversations, managing stress, flexible
working, menopause etc
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South Tees.pdf
Trust / Hospital

SIEE RS e s el TV oSl A very unique role with lots of possibilities and opportunities. Opportunities to speak to many members of the
of your role? MDT across the Trust and wider

Please share one challenging Workload/time imbalance.
aspect of your role? Increased clinical workload taking time away from typical TP tasks

Any learning to share from We found distraction to be a key features in many of our lab based errors. Often distraction by clinical staff
incidents? members visiting the area to collect products. This has led to the introduction of a ‘stop- clinical staff do not pass
this point’ barrier. Seems to be working but how do we stop those that think it doesn’t apply to them?

Have you submitted any data to On model hospital unable to get data uploaded — you must ask them to do it but no success yet.
N RO NEA st sl elo] 72 On NHSBT site have not had time

What barriers have you come

across?

What specific topics would you How TP time manage?
like to see on the agenda for Collaborative working? Do you have experience merging Trusts?
future meetings? Do other TP s have experience writing business cases?

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

Compiled by....M.Wrightson and C. Carveth Marshal...........c.ccccoiiiiiiiiiiiiiiie Date.....2/9/24...........ocoooiiiiii
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York & Scarborough.pdf
Trust /

York and Scarborough

Hospital

MEEN RGN ER O NIVEE N al Making a change - KS

of your role

?

Please share one challenging Can be repeatable -KS
aspect of your role? Balancing responsibility between Lab/clinical areas

Any learning to share from The TACO incident mentioned in a training event last year has resulted in the Trust paying out for breaches in

incidents?

duty to the patient. Will bring the information to the meeting- if staff wish to have further details.
Delay in administration of frusemide to patient, had a TAD whereby to begin with the patient had a low BP, was
given crystalloid and BP increased but frusemide regime not altered to fit with the clinical response.

Have you submitted any data to No sure far although have registered, which did take some sorting.
the QS138 Quality Insights Tool?

What barrie
across?

rs have you come

What specific topics would you Seeing how processes work in different Trusts, |.e different tracking systems pro and cons, different massive
like to see on the agenda for blood loss practices, different transfusion documentation.

future meetings?

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

Compiled by

Tina ivel 29/8/24
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Highlight report summary.xlsx
Sheet1

		Trust / Hospital		Airedale		Barnsley		Bradford		Calderdale and Huddersfield		Co Durham & Darlington		Doncaster & Bassetlaw		Gateshead		Harrogate		Humber Health Parnership		Leeds		Mid Yorks		Newcastle		North Cumbria		North Tees		Northumbria		Nuffield Leeds		Rotherham		Sheffield Childrens		Sheffield Teaching		South Tees		South Tyneside & Sunderland		York & Scarborough

		Please share one positive aspect of your role?		I’m currently working with the practice educators for the nurses on the wards and doing 1:1 sessions to complete the competency assessments for  new starters. I’m receiving positive feedback for the time spent with the nurses.		The daily TP role is always so varied and diverse and at the same time rewarding with the focus being on patient safety within Blood transfusion.		Too many to mention but the main one being making transfusion practice safer, educating staff to give them competence and confidence.		Following the arrival of our new rotational Dr’s, HTT trained 124 Dr’s to use bloodtrack on their induction day. The Dr’s were receptive and had the opportunity to practice using the bloodtrack devices before going into the clinical areas.
This was beneficial to the Dr’s who had not seen/used bloodtrack before.		We have had a good trust induction training for the doctors		Can make changes within the trust – currently involved with education team regarding competency assessments and blood transfusion as ReST topics.				Variety of work- no days the same. Opportunity to build good working relationships with a variety of clinical areas. 		Education continues, Sharing Knowledge resources with clinical teams		Face to face teachings and getting out of the office more		Positive feedback and interaction with clinical areas.		Variety- lots of different tasks to do throughout the day, no day is the same as another.		Working autonomously and having control over own workload.		Getting to do more face to face training 				Really good communication and support from the Pathology team to Critical care nurses.  		Connection and contact with an array of different service users staff and patient to try and provide the best transfusion service we can with the HTT for our patient population.  Mix of team work and autonomy and variety of the role as well.		Flexible		Recently had more engagement from Transfusion registrars as it has now been added to their job description. They attend our huddles/meetings and actively involve. Has been a positive change to the team.		A very unique role with lots of possibilities and opportunities. Opportunities to speak to many members of the MDT across the Trust and wider				Making a change - KS

		Please share one challenging aspect of your role?		Lone working, increasing workload.		Keeping up to date with the abundance of complex incidents to investigate and report in a timely manner, complicated by the availability of staff members requiring interviewing. This is evident through ongoing haemovigilance in the Trust.		Staff labelling samples correctly. However we are due to implement Blood Track TX shortly so this will reduce this issue dramatically. 		During the Amber Blood Alert – changing the doctors mind set for ordering RBC is challenging as some Dr’s ignored our emergency blood management actions which we had put in place. We are still having difficulty in maternity, even though they are using cell salvage, are still ordering units of RBC as backup.		It is challenging to complete RCA for SHOT as we are awaiting on Staff to provide us with Reflection		Feel I only ‘scratch the surface’ of what needs doing.  Lone worker, get bogged down with parts of role that could be done by junior member of staff.				Managing workload at present. Large pieces of work ongoing, particularly in paeds to improve transfusion practice- challenging to get anything completed.
Engaging staff and implementing changes following the NPSA TACO alert.		Traceability continues to be a challenge. Workload continues to be challenging given the workforce size. New PAS system continues to present a challenge to obtaining medical records for investigations/SHOT reporting and traceability.				Managing workload, being currently one TP down, and trying to implement Blood Track TX with no extra TP time.		Communication with clinical area, regarding thoroughness of incident investigation		Working autonomously means workload is not shared. Often left to deal with anything that has the word “Transfusion” in it.		Workload increasing. Expectations of job ,audits etc is changing.				No TP role in hospital, would be useful to link with the local Trust TP.  Require protected time for this work, to ensure governance/compliance is cascaded throughout the hospital. Require protected time for this work, to ensure governance/compliance is cascaded throughout the hospital.		Time, workload priorities		Its only me and I’m half time. 		Workload: Replacing eLearning at short notice. Contract has ended with current supplier and were given 3 months to find/create a replacement.                        (We are still manual sign out and don’t have a blood tracking system so need to create in-house modules to supplement NHSBT package. This combined with actions for the TACO alert and other responsibilities has been a busy time.
How to disseminate NCA audit report actions to clinical areas, HTT chair wants them to produce their own actions.)		Workload/time imbalance.
Increased clinical workload taking time away from typical TP tasks				Can be repeatable -KS
Balancing responsibility between Lab/clinical areas

		Any learning to share from incidents?				No		Nothing this time		Due to Amber alert checking all RBC requests and came across a TACO on a patient, the ward had not notified the Transfusion Team. A SHOT was completed, and the clinical staff put a comprehensive plan in place for the patient, who made a full recovery.  		We had TWO TACO Incidents in the trust
It would not have prevented patient death due to clinical conditions but from Transfusion point of view, the TACO check list was missed, Patient wasn’t given frusemide and Hb wasn’t checked post transfusion.
Second case- TACO was completed however patient suffered MI when the second unit was being transfused, The only thing that was missed was patient s HB was not checked post transfusion of 1st unit 
Patient recovered and was discharge from hospital, Doctors suspected TRALI on this case as well, Which we are waiting results to confirm.		Recently changed de-reservation time of red cells and platelets if due to expire that day.Blood 360 allowed platelets to be removed at 23:56 that were due to expire at midnight.  Not noticed by collection staff.  Picked up by ward and not transfused.  Changed time to 8pm for red cells and 10pm for platelets.				Paeds incorrect volume calculation incident. Incorrect patient weight, meaning the patient was under transfused In the ED department. SHOT reportable. Highlighted gaps in knowledge/ training, equipment availability and documentation. 		Increased number WBIT recently on one site. Patients with antibodies being taken to theatres without blood cover. 				Incorrect platelet transfused – checks missed at lab, by porter and clinical area.		RTC patient from A&E, G&S processed did not match historic sample. Noted that the sample was from a male and patient was female.  Patient details changed on admission, sex / name / address.                                                                       WBIT- outpatient case, wristband was not on the patient, but on the desk.
SRNM- Pt required irradiated products due to Hodgkin’s Lymphoma, clinical team failed to send Special requirement notification- however they were admitted to ITU as GI bleed and the Hodgkin’s was PMH.  Lab failed to notice Hodgkin’s indicated on request form and non-irradiated blood was issued.		Strange WBIT case. MHP sample from 19 year old male grouped as O Positive.  Check group was O Negative. Due to discrepancy in blood group lab continued to give Group O Neg emergency blood. Third sample from theatre grouped as O Mixed field as expected. Again, due to not knowing, what the correct blood group was and the age of the patient laboratory continued to give Group O Negative units. Big problem as laboratory now became depleted of Group O Neg and had to put in emergency order to NHSBT. On investigation, it was initially thought the nurse had taken the blood from the wrong patient as the nurse had given the sample to HCA to label.  Learning outcome, positively identify patients at bedside and label the sample if you take it. And don’t take sample from close to infusion site, but if have no other access to take from below infusion site.  As it turned out the blood was from the correct patient, but the nurse had taken the sample from so close to the infusion site that the sample was all donor blood. Question went out to the NW and NE Region as to whether this was classed as a WBIT or not.  Mixed response.  Contacted SHOT, also bit of a conundrum that needed to be discussed. Final answer that YES it was a WBIT as the blood in the tube was not that patients’ blood.		We have had two delayed transfusions. RCA is complex. Have lots of new staff, agency staff and communication is at the forefront.
We have had to work with both the ward teams to put actions into place.				Major Haemorrhage out of hours scenario, really useful highlighted good practice as well as practical issues, Phone not audible, allocation of roles, simplifying folders to find emergency tags, scissors for accessing flying squad blood box.      
Lunch & learn sessions for major Haemorrhage discussion. 		Increase in WBIT with no apparent trend of area. Improvements made by worsening numbers. HSE from lab, variety of causes again with no persistent trend but an increase in reportable events. Notable broad reporting category. 		Not an incident - but so far no surgery has been cancelled/postponed due to the shortages as we have weekly meetings (theatres and BB) to discuss the following weeks big cases and check if we have 2 samples and can issue actual group instead of O. (BB also check that we have enough sample as we still do full cross matches). Doing this on a Thursday allows us to report to the wider weekly trust meetings on Fridays and gives time for second samples to be chased up. No O has been issued because we haven’t got a confirmed group for elective patients. Group O patients needing surgery have been assessed and cell salvage used when possible but no problems so far.				We found distraction to be a key features in many of our lab based errors. Often distraction by clinical staff members visiting the area to collect products. This has led to the introduction of a ‘stop- clinical staff do not pass this point’ barrier. Seems to be working but how do we stop those that think it doesn’t apply to them?				The TACO incident mentioned in a training event last year has resulted in the Trust paying out for breaches in duty to the patient. Will bring the information to the meeting- if staff wish to have further details.
Delay in administration of frusemide to patient, had a TAD whereby to begin with the patient had a low BP, was given crystalloid and BP increased but frusemide regime not altered to fit with the clinical response.

		Have you submitted any data to the QS138 Quality Insights Tool?  What barriers have you come across?				No		No but we are going to do 		Section A - Adults with iron deficiency anaemia are offered iron supplementation before surgery – completed / Submitted July 2024.
Section B - Adults who are having surgery and expected to have moderate blood loss are offered tranexamic acid – ongoing, due for completion the end of September 2024.		We are looking start the QS138 Audit soon on Q2		Signed up but not submitted data yet.  Time is a barrier.  Looking at doing local audits that will be able to be submitted in the next few months.				Plan on doing so over the next few months- plan to re audit Quality statements. 		Not at present, currently starting a local TACO checklist audit and awaiting the October NCA QS138 Re-audit		No		Not submitted any		Yes.  No issues with the tool itself or the inputting of data.  
Data collection can be very time consuming, especially identifying pre op patients who are iron deficient.		Registered, but not yet used.		Just completing the first quarter and should be submitting data soon.				No  		No, mostly due to time/ availabilty, would like to do some, just with other current activity no capacity, but Trust are registered and will try to improve this. 				No, workload has meant this has not been a priority. Also had issue with individual areas creating actions in response to the original NCA audit. Not engaging		On model hospital unable to get data uploaded – you must ask them to do it but no success yet. On NHSBT site have not had time				No so far although have registered, which did take some sorting.

		What specific topics would you like to see on the agenda for future meetings?		Can’t think of any specific topics. I think it’s beneficial to keep having refreshers of previously covered topics.		The use of HLA matched Platelets in specific conditions.		Infected blood inquiry – discussion around recommendations.How trusts are managing to implement PSIRF and satisfy MHRA without adding lots of extra work  		HLM matched platelets
Jehovah witness		How to go about dealing anaemia screening, investigations, referrals, linking with GP surgeries. It’s a vast topic to cover. What approach should be taken? How are other trust working on this recommendation		Things that have gone well and why? What made it go well.  						PSIRF training?		Back to Basics?								Audits 
Changes in practice and challenges.				Usage & administration of prothrombin complex.

IV Iron infusion, evidence for pre-operative optimisation.  		Same trends as before, all topics useful opening discussion to other areas/ ‘testing the temperature’ of what else is going on around the region.		Not yet but will later in the year if have admin support in place.		Continue with educational sessions- interesting case studies
TPs sharing their own interesting incidents or any notable achievements they’ve had in teaching/incidents/audits/networking etc
Include TP wellbeing topics, lone working, managing difficult conversations, managing stress, flexible working, menopause etc		How TP time manage?
Collaborative working? Do you have experience merging Trusts? 
Do other TP s have experience writing business cases?				Seeing how processes work in different Trusts, I.e different tracking systems pro and cons, different massive blood loss practices, different transfusion documentation.

		Any other issues / comments?				We have just had a recent MHRA survey lance visit, that was a successful outcome. Clinically only 2 minor findings.                      1. was regarding our % compliance level with Blood collection training, which was at 60% for the Trust, training is ongoing.
2. Our inability to current monitor inactivity in the Blood collection procedure, using MSoft Blood 360 kiosk. (MHRA commented that staff should be deactivated from the procedure, if proven to have been inactive for greater than 3/12		We have just received confirmation our business case for Haemobanks has been approved, along with x1 WTE band 7 TP to roll out BT TX – Helen who is the band 7 is attending the meeting. However she isn’t ‘new’ to th team as she left us for a year and has come back!				Still struggling how best to implement weight based Red cell dosage.						I would be interested to feedback from the NPSA TACO alert and hear any innovative thinking or implementation of practice changes other trusts have had success with following this alert. Uptake of change has been challenging at HDFT. 		Any trust undertaking pre surgery Autologous collection and later transfusion. Any trusts undertaking local donations in response to the Amber Alert														New Limbs system implementation!				Some TP/RTC groups allow others nationally to join the education part of their meetings via teams. (I have presented at the SW region TP meeting). Could we do this for the education part? I would have enjoyed this meetings education items but can’t be there (due to other commitments) but I can join on teams.
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PBMP update.pdf
NHS

Blood and Transplant

PBM Update

Clare Cook

Caring Expert Quality





Patient Information Leaflets

« Hospital and Science PILS page updated:
« Patient information leaflets - Hospitals and Science

- NHSBT (blood.co.uk)
« UK&I Bood Transfusion Network PILS:
* Anti D IgG in pregnancy — live August 2024
 Irradiated blood - Feb 2025
* Recelving a blood transfusion — May 2025

NHS

Blood and Transplant

INHS|

Blood and Transplant

Receiving anti-D
immunoglobulin
in pregnancy

Y7

Caring Expert Quality



https://hospital.blood.co.uk/patient-services/patient-blood-management/patient-information-leaflets/

https://hospital.blood.co.uk/patient-services/patient-blood-management/patient-information-leaflets/



NHS'
S HOT u p d ate Blood and Transplant

12 anti-D errors reported to SHOT due to transcription errors.

6 cases of omission, 3 cases of delayed administration, 3 cases
of inappropriate administration. Badgernet highlighted as an
area of concern. See PDF for recommendations

Transfusion-Associated Circulatory Overload (TACO)
Cumulative Data - Serious Hazards of Transfusion (shotuk.org)

ANNUAL SHOT REPORT

2 Report, Summary and Supplement 2023 - Serious Hazards of
Transfusion (shotuk.orqg)

Caring Expert Quality



https://www.shotuk.org/resources/current-resources/data-drawers/transfusion-associated-circulatory-overload-taco-data-drawer/

https://www.shotuk.org/resources/current-resources/data-drawers/transfusion-associated-circulatory-overload-taco-data-drawer/

https://www.shotuk.org/shot-reports/report-summary-and-supplement-2023/

https://www.shotuk.org/shot-reports/report-summary-and-supplement-2023/



NHS

Blood and Transplant

Amber Alert — Thank you

Remain in amber for O neg and pos red cells

Pre-amber for B neg and A pos red cells, A neg ST
platelets be considered for specific patient needs
Excellent response from donors which is

ongoing

IT solution for cyberattack hospitals expected | ————" s
thlS month puteins sansuslon (U1) NOTdurin: |aiour:nddelivery 28dayspostEDDp
Demand expected to rise therefore status s Sttt s oo
remains

Microsoft Word - CMV Factsheet template .dotx
(nhsbtdbe.blob.core.windows.net)

Caring Expert Quality




https://nhsbtdbe.blob.core.windows.net/umbraco-assets-corp/24572/cmv-factsheet-v5-310821.pdf

https://nhsbtdbe.blob.core.windows.net/umbraco-assets-corp/24572/cmv-factsheet-v5-310821.pdf



NHS
AU d ItS Blood and Transplant

« NCA QS138 re-audit — October 24

» Bedside Transfusion Practice — 2024 National
Comparative Audit of Bedside Transfusion Practice
(Re-audit) - Hospitals and Science - NHSBT
(blood.co.uk)

* Upper Gl Bleed — TBC this month

QS138

QUALITY INSIGHTS

Caring Expert Quality



https://hospital.blood.co.uk/audits/national-comparative-audit/reports-grouped-by-year/2024-national-comparative-audit-of-bedside-transfusion-practice-re-audit/

https://hospital.blood.co.uk/audits/national-comparative-audit/reports-grouped-by-year/2024-national-comparative-audit-of-bedside-transfusion-practice-re-audit/

https://hospital.blood.co.uk/audits/national-comparative-audit/reports-grouped-by-year/2024-national-comparative-audit-of-bedside-transfusion-practice-re-audit/

https://hospital.blood.co.uk/audits/national-comparative-audit/reports-grouped-by-year/2024-national-comparative-audit-of-bedside-transfusion-practice-re-audit/



NHS

Blood and Transplant

Upcoming Education Opportunities

BTEDG Uncertainty of Measurement in Fetomaternal Haemorrhage Volumes 25/09
Organ Transplantation and Transfusion (Midlands RTC) 25/09/24
Haemoglobinopathies (NE & Yorkshire RTC) 09/10/24

Transfusion Transmitted Infections (SHOT) 29/10/24

Avoidable, Delayed & Under or Over transfusion (SHOT)12/11/24

PBM Awareness Week 04/11/2024

Information Technology (SHOT) 17/12/24

Blood Transfusion
Education and Discussion Group ISHW :?’I':;'L:'}F::;d
Meeting 45 et e B el

Mgl Expeils e -

Caring Expert Quality



https://www.shotuk.org/meet-the-experts-webinars/

https://www.shotuk.org/meet-the-experts-webinars/

https://www.shotuk.org/meet-the-experts-webinars/

https://forms.office.com/pages/responsepage.aspx?id=jxsa4VKPCEaPdkZ_8dNMlhQyGV6iwZFPn9SBmlvpc91UMExMNERLWFcyWTA5WDJMMTI1MlYxSzRERiQlQCN0PWcu

https://forms.office.com/pages/responsepage.aspx?id=jxsa4VKPCEaPdkZ_8dNMlhQyGV6iwZFPn9SBmlvpc91UMExMNERLWFcyWTA5WDJMMTI1MlYxSzRERiQlQCN0PWcu

https://nationalbloodtransfusion.co.uk/events/2162/midlands-organ-transplantation-and-transfusion-education-session

https://nationalbloodtransfusion.co.uk/events/2162/midlands-organ-transplantation-and-transfusion-education-session

https://nationalbloodtransfusion.co.uk/events/2162/midlands-organ-transplantation-and-transfusion-education-session

https://nationalbloodtransfusion.co.uk/sites/default/files/events/2024-08/Haemoglobinopathies%20Flyer%20.pdf

https://nationalbloodtransfusion.co.uk/sites/default/files/events/2024-08/Haemoglobinopathies%20Flyer%20.pdf



NHS

Blood and Transplant

Resources

"'()MELL3#w::i5N,-:g,ﬂt;;_Tc@;:f.EuEi Updated technical factsheets: Technical Factsheets
and Frequently Asked Questions (FAQ)
(transfusionguidelines.orq)

PBM quick access Quick Reference Guide - PBM
Clinical Resources (nhsbtdbe.blob.core.windows.net)

Infected Blood Inquiry - NHS Blood and Transplant
(nhsbt.nhs.uk)

Infected

Blood
Inquiry

Transfusion resources - Hospitals and Science -
NHSBT (b'OOd.CO.Uk) Caring Expert Quality




https://www.transfusionguidelines.org/transfusion-practice/uk-cell-salvage-action-group/technical-factsheets-and-frequently-asked-questions-faq

https://www.transfusionguidelines.org/transfusion-practice/uk-cell-salvage-action-group/technical-factsheets-and-frequently-asked-questions-faq

https://www.transfusionguidelines.org/transfusion-practice/uk-cell-salvage-action-group/technical-factsheets-and-frequently-asked-questions-faq

https://nhsbtdbe.blob.core.windows.net/umbraco-assets-corp/34011/quick-reference-guide-pbm-clinical-resources.pdf

https://nhsbtdbe.blob.core.windows.net/umbraco-assets-corp/34011/quick-reference-guide-pbm-clinical-resources.pdf

https://www.nhsbt.nhs.uk/who-we-are/transparency/infected-blood-inquiry/

https://www.nhsbt.nhs.uk/who-we-are/transparency/infected-blood-inquiry/

https://hospital.blood.co.uk/patient-services/patient-blood-management/transfusion-resources/

https://hospital.blood.co.uk/patient-services/patient-blood-management/transfusion-resources/
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National Transfusion Practitioner Network Relaunch.pdf
National Transfusion Practitioner Network

Re-launch

NE&Y TP Regional meeting Wednesday 11t of Sept

Aimi Baird- Chair of NTPN E!l[‘]NTPN

The National Transfusion Practitioner Network
Jennifer Rock- NHSBT T2024 Education Lead
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The ational Transfusion Practitioner Network

What is the aim of the
meeting?

a What is the ask of the NTPN?

What are the ultimate
benefits?






N A@INTPN

_._ The National Transfusion Practitioner Network

\\ly The aim of the meeting

* To re-launch the NTPN to demonstrate nationally
what TPs currently do and the positive impact that the
TP role has on patient care.

* As per ToR- Identify Transfusion Practitioner service
development and feedback to the NBTC
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* TP2024 Conference
e Platform for TPs

e Recognition of the role from
regulatory and professional bodies

* Promotion of the role
e Standardisation
* Definition of roles and responsibilities

* Education —especially induction for
new TPs

* Resources for TPs
* |IT support

* Framework- to be evidence and
research based

A[6INTPN

The National Transfusion Practitioner Network

* Framework steering and working
groups
* Recognition from professional and
regulatory bodies

* Education resources for TPs,
especially new TPs

» Support for framework by external
stakeholders — NHS England

* Collaborative work

* National recognition

* Evidence and research based
e Patient focused

* Governance and ownership of the
framework

 NTPN to provide the platform
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3 s The National Transfusion Practitioner Network
<« Feedback ;_:-3
b Feedback-common themes
G Gl 3-:,?
* TP2024 Conference * Framework steering and working
* Platform for TPs groups
e Recognition of the role from * Recognition from professional and
regulatory and professional bodies regulatory bodies
e Promotion of the role . Educa_tlon resources for TPs,
e Standardisation especially new TPs
* Definition of roles and responsibilities * Support for framework by external
e Education —especially induction for stakeholders — NHS England

new TPs * Collaborative work
e Resources for TPs * National recognition
e IT support * Evidence and research based
* Patient focused

e Governance and ownership of the
framework

* Framework

* Framework- to be evidence and
research based
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8 s The National Transfusion Practitioner Network
v« Feedback &
g e g Feedback-common themes
R
. TP2024 Conference * Framework steering and working
* Platform for TPs groups
e Recognition of the role from * Recognition from professional and
regulatory and professional bodies regulatory bodies
* Promotion of the role * Education resources for TPs,
e Standardisation especially new TPs
 Definition of roles and responsibilities * Support for framework by external
* Education —especially induction for stakeholders = NHS England
new TPs * Collaborative work
e IT support * Evidence and research based

e Patient focused

e Governance and ownership of the
framework-NTPN

 NTPN to provide the platform
The NTPN have the capability to action the feedback

* Framework

* Framework- to be evidence and
research based





ﬁ New TP support and education- example iQMIEMIW\MI

NTPN-Set up a working group to review what resources and initiatives have been developed locally to support new TPs

Design a programme and workbook
Host that on the NTPN website

Support resources- Transfusion training hub potential to have a Transfusion Practitioner page

IBMS — new TP webinars

Promotion of supporting new TPs within own region and others

Demonstration- NTPN present as a collaborative at SHOT, BBTS etc articles written for Blood Lines
Ql project or similar that captures how supported new TPs feel now and, in the future.

Basis to build and develop

Bespoke training hosted by BBTS and supported by NHSBT

Qualification
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e National Transfusion Practitioner Network

The ask of the NTPN

* Nothing new-different way of recording work and promoting at a
national level

* Embrace and support the network

* Agree on new agenda and projects

* Be willing to lead and participate

* Evidence the impact that the NTPN has on the TP role

* Evidence the impact of the TP role

* Detailing how the TP reflects national NHS strategies

* Present the work of the NTPN locally, regionally and nationally





Ultimate benefits

* TP2024 Conference
e Platform for TPs

e Recognition of the role from
regulatory and professional bodies

e Promotion of the role
e Standardisation
* Definition of roles and responsibilities

e Education —especially induction for
new TPs

 Resources for TPs
* |IT support
* Framework

* Framework- to be evidence and
research based

A[OINTPN

The National Transfusion Practitioner Network

* Framework steering and working
groups

Recognition from professional and
regulatory bodies

Education resources for TPs,
especially new TPs

Support for framework by external
stakeholders — NHS England

Collaborative work

National recognition
Evidence and research based
Patient focused

Governance and ownership of the
framework-NTPN

NTPN to provide the platform





@ Ultimate benefits

Professional
Practice

Framework

C)

Leadership
Education and
Management

Four Pillars of Practice

A[OINTPN
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Evidence,
Research and
Innovation





@ Ultimate benefits AOINTPN
Framework- design

Knowledge, Skills and

Development of education
for others

Behaviours to perform the
role- list of skills required
and demonstrate what the
TP has achieved and
working towards

Managing change Audit

Identifying development Presentations

Education events needs

attended

Publications

Team Obijectives

Four Pillars of Practice
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vI®  Within the NTPN remit

_— Transfusion services

Pathology The data above covers all of haematalogy and includes blood transfusion - a significant number of haematologists and

e haematology clinical scientists have key rales in blood transfusion services including the MNHSBT Special Health Authority.,
e Surveys by the UK Transfusion Laboratory Collaborative have highlighted staffing gaps and concerns regarding skill mix,

training and safety in blood transfusion.

In our deep dives, we also noted the central importance of well-trained transfusion practitioners. These staff carry out
multiple invaluable roles across hospital transfusion services, including training all staff involved in transfusion, encouraging
engagement and understanding from other hospital specialties, and supporting lab staff regarding stock management. These
transfusion specialists must be allocated sufficient dedicated time to carry out their duties. This is a role where a network
peer group and support will facilitate recruitment, development and retention.
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' 'What can this group action now?

5.5/@4

-

4

* Produce reports following each meeting and place them on the website

e Education Working group
* Collaborate with regional groups

* Induction pack- examples of these across the country ask if TPs would be willing to share and
generate a “generic” NTPN template that signposts resources available, shadow at different
trusts, opportunities to network

* WhatsApp groups per region- you can mute it if you want but who may use it?

* Education for TPs- IBMS webinars, NHS Elect- is there any funding from NBTC to request a
bespoke webinar?

* Volunteers to lead on projects- do not have to do the work but help
demonstrate/present the work being done

* Joint email address for information regarding the network
Audit collection from NCA- report

Benchmarking looking at regions, looking at trends, highlighting positive and
negative outliers

Support
NPTN Poster templates
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Utilising the NTPN website as a platform

NN
National ‘\P/‘:’.
Blood Transfusion T

Committee

Home NBTC~  RTC Regions ~ Education ~  Transfusion 2024 Useful Links

Home / MNational Transfusion Practitioners Network

National Transfusion Practitioners Network

The National Transfusion Practitioner Network (NTPN) consists of representatives from each of the Regional Transfusion Worki ng groups
Practitioner Networks in England and has representation from the British Blood Transfusion Society (BETS), the International
Society of Blood Transfusion (ISBT) and NHS Bloed and Transplant (NHSET) Patient Blood Management (PBM) team. The primary

purpase of the group is to work within National Bloed Transfusion Committee (NBTC) objectives to promote safe, effective and Eetwezien N

appropriate transfusion practice by facilitating best practice resulting from the Transfusion Practitioner role. For more information, i
. . I . Emergency Planning +
or regional TP contact details please email celina.bernsdtrom@nhsbt.nhs.uk

Haematology & Trauma Group +

i =
National Transfusion Practitioners

News Events Minutes Network +

Patient Blood Management +

@ @ Patient Involvement

Terms of Reference Documents and Resources Transfusion Laboratory Managers






Utilising the NTPN website as a platform.

National
Blood Transfusion
Committee

Home NBTC ~ RTC Regions ~

National Blood
Transfusion Committee

Promoting good transfusion practice by providing
information and advice to hospitals and blood services

in England.

34,000

I~
National (o)(w
Blood Transfusion —

Committee

Home NBTC ~ RTC Regions ~ Education ~ Transfusion 2024 Useful Links

/ National Transfusion Practitioners Network

Home

National Transfusion Practitioners Network 67

The National Transfusion Practitioner Network (NTPN) consists of representatives from each of the Regional Transfusion

Working groups

Practitioner Networks in England and has representation from the British Blood Transfusion Society (BBTS), the International

=== &= . -=_
| 3. =
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-
(@) v

Education ~ Transfusion 2024 Useful Links

Google analytics-
June 15t to Aug 315t 2024

e\ (o
National o)y
Blood Transfusion —

Committee

Home NBTC ~ RTC Regions ~ Education ~  Transfusion 2024 Useful Links

Home / Transfusion Training Hub

Transfusion Training Hub

Welcome to the Transfusion Training Hub

specifically created to support education and
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What is the aim of the
meeting?

« What is the ask of the TPs?

What are the ultimate
benefits?
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To highlight the re-launch of the NTPN and the
reason behind it

To engage and collaborate as a network.

Standardisation of the role, support colleagues, gap
analysis for workforce and training requirements.
National overview of the impact of the TP role
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