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

 Minutes
13:00 – 16:00 Monday 02 December 2024
Teams meeting

[bookmark: _Hlk177040476]Present
· Bushra Amin (BA)				Sheffield Teaching Hospitals
· Aimi Baird (AB)				Newcastle upon Tyne Hospitals 
· Amanda Baxter (ABax)			Sheffield Children’s 
· Roisin Bevan (RB) (Section 2 only)		Gastro consultant and Anaemia lead, 
                                                                                  North Tees
· Anessa Birader (Abi)			Leeds Teaching Hospitals
· Michelle Cairns (MC)			County Durham & Darlington
· Debbie Cox (DC)				North Tees and Hartlepool 
· Robin Coupe (RC)			NHSBT
· Laura Duffy (LD)				Newcastle upon Tyne Hospitals
· Stephanie Ferguson (SF)			Leeds Teaching Hospitals
· Carolyn Hippy (CH)			Bradford Royal Infirmary
· Alison Hirst (AH)				Airedale Hospital
· Katie Hunter (KH)				Northumbria
· [bookmark: _Hlk102127660]Catrina Ivel (CI)				York and Scarborough Teaching Hospitals
· Juliet James (JJ)				County Durham & Darlington
· Emma Johnson-Kelly (EJK)			Northern Lincolnshire and Goole 
· Raheela Khalid (RK)			Nuffield Leeds
· Michelle Lake (ML) - Chair			Calderdale and Huddersfield 
· Caroline Mann (CM)			Nuffield Leeds
· Gillian	McAnaney (GMc)			County Durham & Darlington
· Lisa McCallion (LMc)			Calderdale & Huddersfield
· [bookmark: _Hlk176772745]Nita Mistry (NM)				Bradford Royal Infirmary
· Patronella Musonda (PM)			Nuffield Leeds
· Janet Nicholson (JN)			North Cumbria 
· Jordan Reed (JRe) 			York and Scarborough Teaching Hospitals
· Emma 	Richards (ER)			Doncaster & Bassetlaw Hospitals 
· Janice Robertson (JR) - minutes		NHS Blood & Transplant
· Krishab Sharma (KS)			York & Scarborough
· Jo Shorthouse (JS)			NHSBT
· Michelle Skee (MS)			Northumbria
· Faye Smith (FS)				Harrogate and District 
· [bookmark: _Hlk146534784]Angeline Thiongo (AT)			Sheffield Teaching Hospitals
· Victoria Waddoups (VW)			Rotherham Hospital
· Megan Wrightson	(MW) - Deputy Chair		South Tees Hospitals
Apologies
· Kate Atkinson (KA)			Leeds Teaching Hospitals
· Helen Barber (HB)			Leeds Teaching Hospitals
· Lucy Bevan (LB)				Newcastle upon Tyne Hospitals 
· Carol Blears (CB)				Mid Yorkshire Hospitals 
· Joanne Bowden (JB)			Hull University Teaching Hospitals
· Claire Broere (CB)			South Tees
· Carolyn Carveth-Marshall (CCM)		South Tees Hospitals
· Lisa Creaser (LC)				York and Scarborough Teaching Hospitals
· Victoria Dowson (VD)			North Tees and Hartlepool
· Jay Faulkner (JF)				Leeds Teaching Hospitals
· Phoebe Fletcher (PF)			Sheffield Teaching Hospitals
· Mark Liversidge (ML)			Barnsley Hospital
· Carole McBride (CMc)			Mid Yorkshire Hospitals
· 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
· Jonathan Trattles (JT)			South Tyneside & Sunderland
· Abigail Wagstaff (AW)			Northern Lincolnshire and Goole
· Helen West (HW)				Bradford Royal Infirmary
· Abbie White (AW)				Northern Lincolnshire and Goole Hospitals
· Rachael Wilkinson Hall (RWH)		Sheffield Teaching Hospitals

	1.
	Welcome, apologies for absence

	
	ML welcomed the group 

	2.
	Education Section


	[bookmark: _Hlk159915005]
	Discussion on massive haemorrhage administration documentation.
The question “Do you have a separate ‘Major Haemorrhage’ administration chart? was included in the highlight report for this meeting.  
Just under 50% of Trusts in the region do have a separate chart and a number of others are currently in the process implementing one.  
Most Trusts currently using the chart send it with the blood products issued for major haemorrhage, this reduces the possibility of the incorrect chart being used. Use of the chart is reported as improving communication with the laboratory and is also a reminder to ‘stand down’ incidents.
Clinical input is required to drive this through.
No negative issues in using the charts were noted.
An updated version of the regional administration chart (based on the NuTH document) is currently under review and will be posted onto the website once finalised.

	
	Anaemia challenges with patients
Presented by Roisin Bevan

	3.
	Minutes and actions from previous meeting 

	
	Minutes of previous meeting, 11 September 2024 accepted as a true record. 
Action: Post minutes onto the NBTC website

	
	Minutes of previous meeting, 12 June 2024, posted onto the SharePoint and NBTC websites
	Closed

	
	A survey to collect views on the way forward of the Regional Transfusion IT Group was circulated.  
	Closed

	[bookmark: _Hlk152920181]
	Email sent to JRo to formally accept his offer to take over as chair of the group.
	Closed

	
	Mobile numbers forwarded to JR to enable setting up of a NE&Y regional TP WhatsApp group. 
	Closed

	
	Group agreed not to continue with the WhatsApp group as not all of the group could access.
	Closed

	4.
	PBM update
Presented by Jo Shorthouse.


	

	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


	[bookmark: _Hlk183613631]Doncaster and Bassetlaw Hospitals NHS Foundation Trust



	Gateshead Health NHS Trust


No report submitted
	Harrogate and District NHS Foundation Trust


	[bookmark: _Hlk183613646]Humber Health Partnership
Inc. Hull & East Yorkshire and Northern Lincolnshire and Goole

No report submitted

	Leeds Teaching Hospitals NHS Trust


	[bookmark: _Hlk146723297]Mid Yorkshire Hospitals NHS Trust

No report submitted
	Newcastle Upon Tyne Hospitals NHS Foundation Trust
No report submitted

	North Cumbria University Hospitals NHS Trust


	North Tees and Hartlepool NHS Foundation Trust


	Northumbria Healthcare NHS Foundation Trust




	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


	South Tyneside and Sunderland NHS Foundation Trusts



	York & Scarborough Teaching Hospitals NHS Foundation Trust


	
	

	
	Summary of reports

Items highlighted on the summary were discussed during the meeting.



	6.
	Regional Transfusion IT Group
	

	
	· To help decide how we move forward with this group, members were asked to complete a questionnaire to review progress to date and provide some direction for the future of this group - only five responses were received. 
The group felt that as the group covers multiple disciplines this may be better as an agenda item for the RTC meetings.
· The North-East and Yorkshire RTC End-to-End Transfusion IT Group: 2023 IT Profiling Survey Results have been included on the SHOT SCRIPT website.  Suggestion to repeat this survey to see what has been achieved.
Action: Write up a report for the RTC
Action: Include ‘IT issues’ on future agendas for this meeting.
	

	7.
	Non-Medical Authorisation update

	
	· 2024 dates: 05 December.
· Review meeting scheduled for 11 December 24, any ideas to improve the event are welcomed.  Following this meeting dates for 2025 events will be released.
· If you would like to join the working group or have any questions or queries, contact catrina.ivel1@nhs.net 
	 


	[bookmark: _Hlk121409817]8.
	National TP network (NTPN) feedback
	

	
	· No update
	

	9.
	TPs opportunity to request support 
	

	
	· SharePoint and WhatsApp Group have not proved suitable for the group.
· FutureNHS is a NHSE platform enabling a group to connect with others, share documents, and collaborate on projects.
We have set up a private workspace for this group and initial findings are that it seems to cover what we need.  The hope is that we can use this for any ‘questions for the region’ as responses should be visible to the full group.
Action: Add this group as members of the workspace and run a pilot in January 25 for any communications.
	

	10.
	Any other business
	

	
	· Sheffield Childrens have encountered barriers with the NHSBT ‘What’s your blood group events.’ Requirements for risk assessments for the event were too complicated and the scheduled event has been cancelled.
Action: Contact NHSBT Partnerships to see if issues are with NHSBT or the Trust.
· Out of the acute hospital setting transfusion 
Action: Please share any documents or policies with ML
· Request to include a ’learning from incidents’ item in the RTC Transfusion Bulletin.  Further details may be requested on items included in the highlight reports.
· The group thanked ML for her input into the group during her five year term as chair. 
	

	11.
	Date of next meeting
	

	[bookmark: _Hlk93054777]
	· To be confirmed
	



[bookmark: _Hlk92179858]

	[bookmark: _Hlk153197480]Action List

	
Item No

	
Action
	
By

	3
	Post minutes of previous meeting, 11 September 2024, onto the NBTC website
	JR

	6
	Write up a report on the Regional Transfusion IT Group, for the RTC
	ML

	6
	Include ‘IT issues’ on future agendas for this meeting.
	JR

	9
	Add this group as members of the FutureNHS workspace and run a pilot in January 25 for any communications.
	JR

	10
	Contact NHSBT Partnerships to see if issues with ‘What’s your blood group events’ are with NHSBT or the Trust.
	JR

	10
	Please share any ‘Out of the acute hospital setting transfusion’ documents or policies with ML
	All
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Highlight report for Regional Transfusion Practitioner meeting 
  


Trust / Hospital 
Airedale NHS Foundation Trust 


Please share one positive aspect 
of your role. 
 


Bridging the gap and building understanding between the lab and clinical areas. 


Please share one challenging 
aspect of your role. 


Lone working and no clerical support 


Any learning to share from 
incidents? 


None significant. 


Have you made any changes to 
your practice since the TACO 
NPSA was published? 


No changes since last meeting. TACO risk assessment on all authorisation charts apart from paediatrics who 
didn’t want to use it. Good compliance from blood authorisers. 


Do you have a separate ‘Major 
Haemorrhage’ administration 
chart? (Separate to the general 
chart) 
Will you be willing to share with 
the group? 


Yes we have a separate one. 
Happy to share. 


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


NHSBT recall process. Information to give to patients if they have received a component that has had a recall. 
NHSBT investigations for FAHR’s. 


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


 







Highlight report for Regional Transfusion Practitioner meeting 
  


 
 
Compiled by...Alison Hirst..........................................................         Date........19/11/24........................................... 
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Highlight report for Regional Transfusion Practitioner meeting 
  


Trust / Hospital 
Barnsley HNFT 


Please share one positive aspect 
of your role. 
 


Being able to make a positive difference to staff confidence in the transfusion process 


Please share one challenging 
aspect of your role. 


As always workload with the role 


Any learning to share from 
incidents? 


None 


Have you made any changes to 
your practice since the TACO 
NPSA was published? 


New BT care Pathway 


Do you have a separate ‘Major 
Haemorrhage’ administration 
chart? (Separate to the general 
chart) 
Will you be willing to share with 
the group? 


No 


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


Any 


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


None 







Highlight report for Regional Transfusion Practitioner meeting 
  


 
 
Compiled by.............................................................         Date................................................... 
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Highlight report for Regional Transfusion Practitioner meeting 
  


Trust / Hospital 
Bradford Teaching Hospitals NHS Trust  


Please share one positive aspect 
of your role. 
 


Making a difference to patient care before during and after transfusion  


Please share one challenging 
aspect of your role. 


Staff not following the policy and training correctly – particularly with regards to sample labelling!!  


Any learning to share from 
incidents? 


Nothing out of the ordinary this time 


Have you made any changes to 
your practice since the TACO 
NPSA was published? 


Mostly compliant with the CAS alert. 
 
We just updated: 


- Post transfusion leaflet to add in for patients to report to their GP /ED a ‘new cough’ or ‘fast pulse’ in the 
days following a transfusion 


- Chronic anaemia added to our TACO checklist which is on our paper blood prescription chart  


Do you have a separate ‘Major 
Haemorrhage’ administration 
chart? (Separate to the general 
chart) 
Will you be willing to share with 
the group? 


No we don’t but would be interested to see other trusts examples  


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


Infected blood enquiry 
How trusts manage Blood Track TX in the community  


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


Nothing to note  







Highlight report for Regional Transfusion Practitioner meeting 
  


 
 
Compiled by.....Jill Parkinson ........................................................         Date...................18.11.24................................ 
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Highlight report for Regional Transfusion Practitioner meeting 
  


Trust / Hospital 
Calderdale and Huddersfield Foundation Trust (CHFT) 


Please share one positive aspect 
of your role. 
 


Having been in the role for over a year …… and survived, thanks to my colleague 
Having worked as a theatre sister for over 20 years, totally different role. I didn’t realise all different aspects the 
Transfusion Practitioner covers on a daily basis; no day is the same. This is enabling me to build a rapport and 
interact with the staff in all the different clinical areas. 


Please share one challenging 
aspect of your role. 


We use bloodtack for all aspects of blood transfusion at CHFT. All staff have initial face to face bloodtrack training 


and are issued with their bar code on completion of the training, which will enable them to use bloodtrack.         


We are receiving a number of rejected samples due to the incorrect use bloodtrack. 


Staff attend training but it doesn’t mean they are compliant…….  we give refresher training to staff who have 3 


plus rejected samples. When the discussion takes place regarding the reason for the rejected samples staff are 


aware of what they did incorrectly, so why did they do it? 


How can we make the staff stop and think? 


Any learning to share from 
incidents? 


A SHOT incident – A staff nurse read the transfusion prescription to administer the blood over 30minutes instead 
of 3 hours (3° was read as 30).  
3 hours was crossed out and 3° written above it, as the patient had previously had a transfusion over 30 minutes 
the staff nurse did not question this. No harm came to the patient, the doctor explained to the patient what has 
happened. Following the investigation no acronyms can be used at CHFT. It was also reiterated if something is 
unclear to check/ask the person who as prescribed. 
 


Have you made any changes to 
your practice since the TACO 
NPSA was published? 


At CHFT we have paper Transfusion Care Pathways (TCP), we have added the TACO checklist o the TCP which 
went to print in October. 
 


Do you have a separate ‘Major 
Haemorrhage’ administration 
chart? (Separate to the general 
chart) 
Will you be willing to share with 
the group? 


We have additional Major Haemorrhage paperwork – See attached 
 


MH Paperwork.pdf


 
 







Highlight report for Regional Transfusion Practitioner meeting 
  


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) 


When taking a blood sample in an emergency, what process do you follow with regards to the labelling of the 
blood sample? 


 
                                    Lisa McCallion                                                 18/11/2024 
Compiled by.............................................................         Date................................................... 
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Highlight report for Regional Transfusion Practitioner meeting 
  


Trust / Hospital 
County Durham and Darlington Foundation Trust 


Please share one positive aspect 
of your role. 
 


ATP’S have been completing Beriplex weekly audit on the time difference from Decision to Administration which 
is 1 hour , any those that are over an hour have been safeguarded this has highlighted gaps in training needs and 
has raised awareness with the clinical team about the importance of timely Beriplex administration  


Please share one challenging 
aspect of your role. 


Trying to bring down the rates of sample rejection specially in ED and maternity 


Any learning to share from 
incidents? 


Beriplex incidents have highlighted the gaps in learning among nurses on mixing and timely administration 


Have you made any changes to 
your practice since the TACO 
NPSA was published? 


We already had TACO embedded in our policies and paper and EPR pathways, we have updated policies and 
paper and EPR pathways to included additional changes from TACO Alert. TP is Completing 3 monthly audit as 
per TACO recommendation and acting on findings through training programmes 


Do you have a separate ‘Major 
Haemorrhage’ administration 
chart? (Separate to the general 
chart) 
Will you be willing to share with 
the group? 


WE currently have a MHP paper pathway, However we are currently updating this in line with our recently 
updated MHP Pathway, We will be able to share to once approved  


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) 


How Is everyone completing the IBI gap analysis? What challenges they are facing? 







Highlight report for Regional Transfusion Practitioner meeting 
  


 
 
Compiled by...Juliet James         Date.....19/11/2024 
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Highlight report for Regional Transfusion Practitioner meeting 
  


Trust / Hospital 
Doncaster and Bassetlaw Teaching Hospitals 


Please share one positive aspect 
of your role. 
 


Constantly learning and evolving 


Please share one challenging 
aspect of your role. 


Lone worker – Feel some things such as investigation of wastage is just done superficially, don’t look into trends 
enough or dig deeper as no time. 


Any learning to share from 
incidents? 


Stabbing incident with cardiac arrest – Debrief asked if in future FFP could be thawed when patient on route so 
ready as soon as patient arrives in ED.  Not a trauma centre so normally patient would have gone to Sheffield 
however, due to cardiac arrest patient was brought to us. ED had to perform clamshell thoracotomy so distressing 
for staff involved.  Due to increase in stabbings may have more incidents like this so they invited transfusion to the 
debrief to discuss learning from this incident. 


Have you made any changes to 
your practice since the TACO 
NPSA was published? 


TACO assessment now included on blood authorisation sheet 
Mentioned in training 
NHS Blood Assist app to be set as shortcut on all trust computers so the TACO information from there is readily 
available to staff 


Do you have a separate ‘Major 
Haemorrhage’ administration 
chart? (Separate to the general 
chart) 
Will you be willing to share with 
the group? 


No. 
However, we have now produced a continuation sheets for MHP’s as including the TACO assessment means 
there is now only room for 2 tags.  The continuation sheet contains 7 spaces for tags so full pack 1 (4 RBC, 4FFP, 
1 PLT).  This is only available from blood bank and will be given out with pack 1 to ensure not used 
inappropriately  


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


Things that have gone really well in a trust 


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


 







Highlight report for Regional Transfusion Practitioner meeting 
  


 
 
Compiled by..............Emma Richards...............................................         Date.....28.11.24.............................................. 
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Highlight report for Regional Transfusion Practitioner meeting 
  


Trust / Hospital 
HDFT- Harrogate and District foundation trust 


Please share one positive aspect 
of your role. 
 


Working autonomously as part of the MDT. Exposure to a variety of different specialities.  


Please share one challenging 
aspect of your role. 


Lack of interest in development of the transfusion service.  


Any learning to share from 
incidents? 


Nothing specific for this month. However we did have our first possible report of TACO. Patient presented to ED 
with GI Bleeding, PMH of sever aortic stenosis, frailty. CXR showed signs of pulmonary oedema, cough, SOB, 
new o2 requirement. First unit of blood was started at 19.45pm prescribed over 3 hours and EWS went up to 11. 
Low BP, tachycardic, 15L NRB- transfusion stopped and started querying transfusion reaction. Patient given 
Salbutamol and hydrocortisone. 
Patient was given further blood and fluid and continued to deteriorate: 
Second unit RBC prescribed stat and further fluid challenge given  
NEWS 16 at 23.18pm. Increased RR, Tachy, hypotensive with bp 74 systolic.  
Third unit then given, no significant improvement, 04.16am- confirmation of death. 


Have you made any changes to 
your practice since the TACO 
NPSA was published? 


We struggled with compliance with the TACO risk assessment- we have digitalised the TACO risk assessment 
this will become a mandatory step as part of the consent process for transfused components. We will still have 
issues with ensuring this is re assessed for each transfusion episode.  


Do you have a separate ‘Major 
Haemorrhage’ administration 
chart? (Separate to the general 
chart) 
Will you be willing to share with 
the group? 


We have a separate prescription chart- but this is part of the transfusion care pathway for routine administration.  


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


 







Highlight report for Regional Transfusion Practitioner meeting 
  


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


 


 
 
Compiled by......................Faye Smith .......................................         Date...................................................25/11/24 
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Highlight report for Regional Transfusion Practitioner meeting 
  


Trust / Hospital 
 
Leeds Teaching Hospitals 


Please share one positive aspect 
of your role. 
 


Returning to face-to-face teachings. 


Please share one challenging 
aspect of your role. 


Organising teaching spaces. Limited availability. 
 


Any learning to share from 
incidents? 


Good reporting culture in clinical areas noted; staff empowered to report errors / incidents to promote learning and 
improve practice.  
No trends identified - small mistakes - new staff - low staffing levels and ward pressures. 
 


Have you made any changes to 
your practice since the TACO 
NPSA was published? 


In the process of getting the TACO checklist put onto the electronic patient records (PPM+)  


Do you have a separate ‘Major 
Haemorrhage’ administration 
chart? (Separate to the general 
chart) 
Will you be willing to share with 
the group? 


No not at present. In the early stages of discussing/designing a separate MH chart. 


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


Case study style example of patient experience of transfusion in practice - Specialist Patient groups. 
 


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


Electronic Blood Management System 
• Current electronic sampling system coming to end of a 5-year plan, need further equipment and upgrades. 
• This impedes also the implementation of bed side electronic administration.    
• Funding and cost are the limiting factors. Trust trying to link with a Trust wide initiative to facilitate this and 
have also applied for charitable funding. 


 
Compiled by. HTT         Date. 29/11/2024 
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Highlight report for Regional Transfusion Practitioner meeting 
  


Trust / Hospital 
 
North Cumbria integrated Care NHS FT 


Please share one positive aspect 
of your role. 
 


Able to work autonomously, control over own workload. 


Please share one challenging 
aspect of your role. 


Flip side to working autonomously, have to make own decisions when don’t always know the answer.  Would like 
to work as part of a team and able to make team decisions. 


Any learning to share from 
incidents? 


When making own judgment as to when to report something, or tale the incident further. Glad I did as an incident 
that initially a wasted blood component in ED turned into a suspected transfusion reaction??TACO and has been 
picked up by the coroners court and the Trust have opened up an enquiry. 


Have you made any changes to 
your practice since the TACO 
NPSA was published? 


Have taken the opportunity to revamp the Blood Prescription/Authorisation chart.  Not yet been able to implement 
as still jumping over the hoops to get it approved by the various hospital committees.  We will then need to go to 
printers, remove all old charts from stores and off wards. 


Do you have a separate ‘Major 
Haemorrhage’ administration 
chart? (Separate to the general 
chart) 
Will you be willing to share with 
the group? 


Yes we do.  Yes happy to. 


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


All good for information. 


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


 







Highlight report for Regional Transfusion Practitioner meeting 
  


 
 
Compiled by   Janet Nicholson                     Date  18/11/2024 
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Highlight report for Regional Transfusion Practitioner meeting 
  


Trust / Hospital 
North Tess and Hartlepool 


Please share one positive aspect 
of your role. 
 


Training going well 
Training key trainers to do clinical area bar code collection training 


Please share one challenging 
aspect of your role. 


Work load – expectations of TP’s 
 


Any learning to share from 
incidents? 


MHP from Endoscopy –  
No staff available with bar codes to collect emergency blood 


Have you made any changes to 
your practice since the TACO 
NPSA was published? 


Added TACO into SIM training –on going 
In the process of having checklist on Track care 
Discussed in more in induction 


Do you have a separate ‘Major 
Haemorrhage’ administration 
chart? (Separate to the general 
chart) 
Will you be willing to share with 
the group? 


No  
Use Theatre pathway  


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) 


 







Highlight report for Regional Transfusion Practitioner meeting 
  


 
 
Compiled by.............................................................         Date................................................... 
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Highlight report for Regional Transfusion Practitioner meeting 
  


Trust / Hospital 
Northumbria Healthcare Foundation Trust 


Please share one positive aspect 
of your role. 
 


The variety of clinical and non-clinical staff we work with and train on a regular basis to promote best transfusion 
practice throughout the trust. It is a pleasure to work in so many different areas and meet such a wide variety of 
teams within the trust. 


Please share one challenging 
aspect of your role. 


The distances between the sites and the geographical scale of the trust can mean investigations and such can be 
more difficult and can easily become less ‘human’ due to electronic communication having to be utilised to 
achieve information and progress. 


Any learning to share from 
incidents? 


The struggles faced by community practitioners/ maternity services and the implications that can occur due to 
equipment availability and the limitations of the set up to due shared facilities and where errors are occurring. 


Have you made any changes to 
your practice since the TACO 
NPSA was published? 


Plans in motion for the implementation of a full electronic traceability system with TACO assessment inbuilt. In the 
interim we have made it clearer in training of colleagues the importance of the taco assessment.  


Do you have a separate ‘Major 
Haemorrhage’ administration 
chart? (Separate to the general 
chart) 
Will you be willing to share with 
the group? 


We do have a separate chart for Major Haemorrhage (MH) which is provided to the clinicians with the first MH 
pack of components by the laboratory. Happy to share.  


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


Experiences with fully electronic systems and which provider, there interfaces which are linked and in practice use 
and issues that have arisen from implementation.  


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


How are people tracing/ recording the outcomes of transfusion as per IBI recommendations. 







Highlight report for Regional Transfusion Practitioner meeting 
  


 
 
Compiled by:  Katie Hunter      Date:  25/11/2024 
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Highlight report for Regional Transfusion Practitioner meeting 
  


Trust / Hospital 
The Rotherham NHS Foundation Trust  


Please share one positive aspect 
of your role. 
 


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. 


Please share one challenging 
aspect of your role. 


Time, workload priorities 


Any learning to share from 
incidents? 


Ongoing trending and monitoring of all events. Evidence of good haemovigilance and engagement on ID of errors 
and incidents from clinical areas flagging and working towards action for this.  


Have you made any changes to 
your practice since the TACO 
NPSA was published? 


GAP analysis completed. Change request against ICP for update to TACO RA (already on ICP but would need 
update) review due early 2025. 


Do you have a separate ‘Major 
Haemorrhage’ administration 
chart? (Separate to the general 
chart) 
Will you be willing to share with 
the group? 


No, we considered this, but currently use one chart for all events as when looked into the possibility, at the time, 
decision was made the risk of using multiple charts and then the ‘wrong one’ outweighed the benefit. This is 
something the HTT are aware of and consider and are open to but would have to be evidencing the benefit 
outweighing the risk.  


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


Same as before, find the meeting is usually inspiring for future topics too based on discussions/ what things are 
trending etc.  


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


None 







Highlight report for Regional Transfusion Practitioner meeting 
  


 
 
Compiled by................Victoria Waddoups..............         Date........26/11/2024.............. 
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Highlight report for Regional Transfusion Practitioner meeting 
  


Trust / Hospital 
Sheffield Children’s 


Please share one positive aspect 
of your role. 
 


I can be flexible with times/days 


Please share one challenging 
aspect of your role. 


Only one half time spot. 


Any learning to share from 
incidents? 


 


Have you made any changes to 
your practice since the TACO 
NPSA was published? 


We have developed a patient information leaflet poster for display in public areas for patients to access PIL 
directly via QR codes. (There was a section on patients receiving info). Waiting for patient info app to be released 
and added before they will be printed. 


Do you have a separate ‘Major 
Haemorrhage’ administration 
chart? (Separate to the general 
chart) 
Will you be willing to share with 
the group? 


No same ICP used to record Tx details for routine and MH cases. 


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) 


 







Highlight report for Regional Transfusion Practitioner meeting 
  


 
 
Compiled by................Amanda Baxter.............................................         Date..............20.11.24 
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Highlight report for Regional Transfusion Practitioner meeting 
  


Trust / Hospital 
Sheffield Teaching Hospitals 


Please share one positive aspect 
of your role. 
 


Newly established Transfusion Registrar rotation, supportive to our role as we now have more medical input to 
our work. Working together to establish audit actions, developing elearning, looking at blood usage data together.  


Please share one challenging 
aspect of your role. 


Still one staff member down and workload is ever increasing. A lot of focus on audits recently e.g. NCA audits and 
local trustwide audit in the process of establishing, which is taking time away from other parts of the role. Feeling 
that the NCA are a lot of commitment with minimal benefit to our practice.  


Any learning to share from 
incidents? 


 


Have you made any changes to 
your practice since the TACO 
NPSA was published? 


Added TACO RA to transfusion chart, added TACO to nurse’s eLearning package. 


Do you have a separate ‘Major 
Haemorrhage’ administration 
chart? (Separate to the general 
chart) 
Will you be willing to share with 
the group? 


Yes we have a trauma chart owned by A&E. 
 
Happy to share once review has been completed as it is currently being updated. 


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) 


 







Highlight report for Regional Transfusion Practitioner meeting 
  


 
 
Compiled by...........Bushra Amin.................................         Date.........26/11/2024.......................... 
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Highlight report for Regional Transfusion Practitioner meeting 
  


Trust / Hospital 
South Tees 


Please share one positive aspect 
of your role. 
 


Excellent regional support is key and makes an enormous difference to us as TPs. It can be a lonely job with a 
unique set of skills and tasks, but I feel that without the support of other TPs from around the region I could not 
carry on in this role 


Please share one challenging 
aspect of your role. 


TP shortages and increased clinical input. Not enough time to complete basic tasks 


Any learning to share from 
incidents? 


We had our first ever Never Event earlier in the year. We’ve just had our second. I am learning a lot of PSIRF 
requirements and how to navigate the tricky road between a fair and just culture focussed on PSIRF but also 
meeting MHRA requirements and detailed SABRE reporting 


Have you made any changes to 
your practice since the TACO 
NPSA was published? 


New clinical pathway and patient information yet to be established in clinical areas 


Do you have a separate ‘Major 
Haemorrhage’ administration 
chart? (Separate to the general 
chart) 
Will you be willing to share with 
the group? 


Yes, willing to share 


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


Anaemia challenges 


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


 


 
 
Compiled by.................Megan Wrightson..........................................         Date.............25/11/2024...................................... 
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Highlight report for Regional Transfusion Practitioner meeting 
  


Trust / Hospital 
York and Scarborough 


Please share one positive aspect 
of your role. 
 


Engagement with staff groups over last 6-8 months increased with training and on going projects 


Please share one challenging 
aspect of your role. 


Feel frustrated at the lack of time staff have available to undertake training- partic visible from Lab side  


Any learning to share from 
incidents? 


Importance of time for lab staff to be involved in debriefing post events for resilience  
Have had opportunity to take Haem registrars through adverse incident training/SABRE reporting 


Have you made any changes to 
your practice since the TACO 
NPSA was published? 


More regular TACO audits being undertaken, engaged with patient safety team re updating staff. 


Do you have a separate ‘Major 
Haemorrhage’ administration 
chart? (Separate to the general 
chart) 
Will you be willing to share with 
the group? 


No 


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


Info on electronic authorisation, IBI, TEG/Fibclot, Back to basics /scope of practice to fit in with framework 
discussions 


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


 







Highlight report for Regional Transfusion Practitioner meeting 
  


 
 T Ivel/J Reed 
Compiled by.............................................................         Date    26/11/24 
 


 






image18.emf
Highlight report  summary.xlsx


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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Patient Blood Management Practitioner  


The Midlands







Recently launched…  


Patient Blood 


Management - Hospitals 


and Science - NHSBT


Education - Hospitals and Science - NHSBT (blood.co.uk)



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

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

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

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





Recently launched…  


Receiving anti-D 


immunoglobulin in 


pregnancy leaflet 


(nhsbtdbe.blob.core.


windows.net)
irradiated-


factsheet-1924.pdf 


(nhsbtdbe.blob.core


.windows.net)



https://nhsbtdbe.blob.core.windows.net/umbraco-assets-corp/34109/receiving-anti-d-immunoglobulin-in-pregnancy.pdf

https://nhsbtdbe.blob.core.windows.net/umbraco-assets-corp/34109/receiving-anti-d-immunoglobulin-in-pregnancy.pdf

https://nhsbtdbe.blob.core.windows.net/umbraco-assets-corp/34109/receiving-anti-d-immunoglobulin-in-pregnancy.pdf

https://nhsbtdbe.blob.core.windows.net/umbraco-assets-corp/34109/receiving-anti-d-immunoglobulin-in-pregnancy.pdf

https://nhsbtdbe.blob.core.windows.net/umbraco-assets-corp/34109/receiving-anti-d-immunoglobulin-in-pregnancy.pdf

https://nhsbtdbe.blob.core.windows.net/umbraco-assets-corp/34251/irradiated-factsheet-1924.pdf

https://nhsbtdbe.blob.core.windows.net/umbraco-assets-corp/34251/irradiated-factsheet-1924.pdf

https://nhsbtdbe.blob.core.windows.net/umbraco-assets-corp/34251/irradiated-factsheet-1924.pdf

https://nhsbtdbe.blob.core.windows.net/umbraco-assets-corp/34251/irradiated-factsheet-1924.pdf





SHOT Updates


Annual-SHOT-Report-2023-V1.2.pdf (shotuk.org)


Meet the expert webinars:


• Transfusion-Transmitted Infections 29/10/24  


     (recording available on the SHOT website)


• Avoidable, Delayed & Under or Over 


transfusion 12/11/24 


    (recording available on the SHOT website)


• Information Technology 17/12/24


Save the date –  SHOT Symposium 2025    11th July 2025  Birmingham



https://www.shotuk.org/wp-content/uploads/myimages/Annual-SHOT-Report-2023-V1.2.pdf





• NCA Repeat audit of NICE Quality Standard QS138 (October 2024)


     


• NCA Major Haemorrhage audit  (Spring 2025)


Latest reports published:


•    2024 National Comparative Audit of Bedside Transfusion Practice (Re-audit)


•    2023 Audit of NICE Quality Standard QS138


National Comparative Audit of Blood Transfusion 


website: https://hospital.blood.co.uk/audits/national-comparative-audit/


Current / Upcoming auditsCurrent and Upcoming Audits



https://hospital.blood.co.uk/audits/national-comparative-audit/





Education  


Other upcoming education events: To be advertised:


• Plasma and Platelets – London RTC  22nd Jan 2025  via Teams


• RCI – tricky cases – Midlands RTC   6th Feb 2025  via Teams


• Mums, Babies and Blood – East of England RTC   12th Feb 2025   via Teams 


Recordings available for :


Education







PBM Pop-Up Stands


The PBM team have held internal and external 


events since we began the PBM pop-up stand 


pilot last November


We have hosted generic PBM awareness 


sessions and more bespoke sessions on request 


including, shared decision making, anaemia and 
iron deficiency







• Updated Blood Transfusion Training (BTT) eLearning modules


• Fit to Donate – A PBM and Blood Supply collaboration raising awareness around the 


importance of donor health


• Baby Blood assist app under development


• Updated PBM website with enhanced accessibility


Coming soon from the PBM Team







To keep up with all the latest news, follow us on PBM England X: @PBM_NHS


To view videos and resources from our regional events, subscribe to the PBM England 


YouTube channel: https://www.youtube.com/c/PatientBloodManagementEngland


PBM England, X and YouTube  



https://twitter.com/pbm_nhs?utm_medium=email&utm_campaign=Patient%20Blood%20Management%20-%20Issue%205%20-%20November%202015&utm_content=Patient%20Blood%20Management%20-%20Issue%205%20-%20November%202015+CID_f67448473afbaf7cb798641a0a801342&utm_source=newsletter

https://www.youtube.com/c/PatientBloodManagementEngland
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