HEALTH SERVICE CIRCULAR 2007/001 BETTER BLOOD TRANSFUSION – SAFE AND APPROPRIATE USE OF BLOOD

ACTION PLAN

· Ensure that Better Blood Transfusion is an integral part of NHS care

	Objective
	Action
	Compliance
	Notes/Action

	Secure appropriate arrangements for Better Blood Transfusion and the appropriate use of blood
	· Obtain senior management and NHS Trust Board commitment

· Secure appropriate membership and functioning of the Hospital Transfusion Committee (HTC) and Hospital Transfusion Team (HTT) including staffing and resources (see Annex A)

· Ensure the HTT develops and implements an action plan for compliance with national requirements for transfusion safety and quality including the UK Blood Safety and Quality Regulations (2005) and National Patient Safety Agency (NPSA) initiatives

· Ensure the HTT produces an annual report including its achievements, action plan for transfusion safety, quality and blood conservation and its resource requirements for consideration by senior management at Board level through the HTC and the NHS Trust’s clinical governance and risk management arrangements

· Ensure that appropriate blood transfusion policies are in place, implemented and monitored

· Ensure that education and training are provided to all staff involved in the process of blood transfusion and is included in the induction programmes for relevant new staff

· Ensure that procedures are in place for managing Jehovah’s Witness and other patients refusing blood 


	
	

	Improve the quality of service provision through clinical audit and continuing professional development
	· Ensure blood transfusion is included in clinical multi-disciplinary audit and CPD programmes for NHS Trust staff

· Ensure participation in the Blood Stocks Management Scheme (BSMS) and active utilisation of its and other data on blood stock management, wastage and blood utilisation

· Ensure participation in the national comparative audit programme for blood transfusion organised by the Royal College of Physicians and NHSBT


	
	


· Make blood transfusion safer

	Objective
	Action
	Compliance
	Notes/Action

	Continuously improve the safety of the blood transfusion process, taking advantage of developments in technology
	· Ensure that policies and technologies to secure accurate patient identification throughout the transfusion process are risk assessed, implemented and monitored to comply with NPSA recommendations

· Ensure that all relevant staff (excluding laboratory staff – see below) are assessed at least every 3 years for their competency in safe transfusion practice according to their role and responsibilities in line with NPSA recommendations

· Ensure good and safe hospital transfusion laboratory practice including participation in national laboratory accreditation schemes

· Participate in future benchmarking exercises to identify appropriate staffing and skill mix against workload

· Ensure adequate staffing of hospital transfusion laboratories including out of hours

· Ensure that staff working in blood transfusion laboratories have a documented record of satisfactory initial competency assessment prior to working unsupervised, and regular (annual) reassessment of competency

· Carry out regular (at least annual) local audits of key steps in the transfusion process, including sample labelling and the pre-transfusion bedside check, and participate in national audits of the transfusion process


	
	

	Ensure that reporting of serious adverse events to blood transfusion and near misses is being undertaken


	· Ensure that adverse events to transfusion and near misses are appropriately investigated and reported to local risk management, SHOT and the MHRA via the Serious Adverse Blood Reactions and Events (SABRE) system

· Ensure timely feedback to users on 
·        lessons learnt and preventive measures
	 
	


· Avoid the unnecessary use of blood and blood components in medical and surgical practice
	Objective
	Action
	Compliance 
	Notes/Action

	Ensure the appropriate use of blood and the use of effective alternatives in every clinical practice where blood is transfused
	· Implement existing national guidance (see Annex A) on the appropriate use of blood and alternatives
· Ensure that guidance is in place for the medical and surgical use of red cells, and other blood components such as platelets and fresh frozen plasma 

· Ensure regular monitoring and audit of usage of red cells, platelets and fresh frozen plasma in all clinical specialities 

· Establish local protocols to empower blood transfusion laboratory staff to ensure that appropriate clinical information is provided with requests for blood transfusion.

· Establish local protocols to empower blood transfusion laboratory staff to query clinicians about the appropriateness of requests for transfusion against local guidelines for blood use

	
	

	Secure appropriate and cost-effective provision of blood transfusion and alternatives in surgical care
	· Ensure that mechanisms are in place for the pre-operative assessment of patients for planned surgical procedures to allow the identification, investigation and treatment of anaemia and the optimisation of haemostasis

· Ensure that an agreed list of indications for transfusion are established in collaboration with key clinical specialities, and are implemented and monitored

· Develop a blood conservation strategy including the use of point-of-care testing for haemoglobin concentration and haemostasis and alternatives to donor blood such as peri-operative cell salvage and pharmacological agents such as anti-fibrinolytics and intravenous iron

· Ensure that the blood conservation strategy is implemented
	
	


· Improve the Safety of Blood Transfusion in Obstetrics
	Objective
	Action
	Compliance
	Notes/Action

	Improve the safety and effectiveness of blood transfusion in obstetric practice, including the prescription and administration of anti-D immunoglobulin


	· Ensure procedures for the prescription and administration of anti-D immunoglobulin in hospitals and primary care are risk assessed and monitored

· Ensure that clinicians  in hospitals and primary care are trained to carry out antenatal testing and prescribe prophylactic 

     anti-D immunoglobulin 

     (antenatal and postnatal) 

     appropriately

· Ensure that staff in blood transfusion laboratories are trained and assessed for competency on an annual basis in the prevention and laboratory management of haemolytic disease of the newborn (HDN) based on knowledge and technical skills

· Ensure that national guidance from NICE regarding the use of prophylactic anti-D is implemented and audited

· Ensure the use of anti-D immunoglobulin follows the same rigorous patient identification, recording and traceability requirements as all other blood products and components

· Ensure the establishment of procedures for the identification and management of maternal anaemia in particular with correction of iron deficiency in the antenatal and postnatal period


	 
	


· Increase Patient and the Public Involvement in Better Blood Transfusion
	Objective
	Action
	Compliance
	Notes/Action 

	Ensure patients who are likely to receive a blood transfusion are informed of their choices

Increase patient awareness of the need for correct patient identification for transfusion safety

Increase patient and public awareness in blood transfusion


	· Ensure that timely information is made available to patients, informing them of the indication for transfusion, the risks and benefits of blood transfusion, and any alternatives available

· Ensure that patients are aware of the need to wear an identity name band and to be correctly identified at all stages of the transfusion process

· Ensure that NHS Trusts participate in local, regional and national Transfusion Awareness initiatives to increase patient and public involvement in blood transfusion 


	
	


· Monitoring of the arrangements for Better Blood Transfusion and their effectiveness

	Objective
	Action
	Compliance 
	Notes/Action

	Support the safe and appropriate use of blood and alternatives
	· Ensure that services for Better Blood Transfusion being provided are operating effectively and are part of local performance management arrangements
· Participate in national comparative audits of transfusion practice 

· Participate in the BSMS

· Participate in national and regional surveys of the implementation of the action plan in Better Blood Transfusion

	
	


· External support required to ensure the delivery of Better Blood Transfusion 

	Objective
	Action
	Compliance 
	Notes/Action

	NHSBT to provide support for HTTs 

The NBTC and RTCs  to support HTTs

Increase the evidence base for clinical transfusion practice
	· NHSBT to maintain and further  develop a support network for HTCs and HTTs for the provision of clinical and specialist advice, information and sharing of good practice 

· NHSBT to work with the NBTC, RTCs, HTCs and HTTs to identify the potential for blood shortages, either general shortages of all blood components or of specific components such as FFP or O RhD negative red cells, and take appropriate action to prevent them

· The NBTC and RTCs should support HTCs and HTTs by providing information and advice on the implementation of national recommendations and regulations, blood conservation, contingency and emergency planning, new developments and clinical research

· Ensure that representatives of the HTC and HTT can attend RTCs and NBTC working group eetings

· The NBTC and RTCs should support HTTs by supporting comparative audit and the sharing of data 

· Promote high quality clinical research on the safe and effective use of blood, particularly in clinical specialities with high or complex blood requirements e.g. haemato-oncology, trauma, intensive care, obstetrics and paediatrics
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