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1. INTRODUCTION

The Hospital Transfusion Committee (HTC) is committed to delivering top quality care in Transfusion Medicine throughout the Christie NHS Foundation Trust. This is achieved through ongoing audit, education, policy development and clinical practice. 
As part of the HTC terms of reference, the committee is required to produce an annual report which looks back at achievements over the previous year.  This is also a recommendation of the Heath Service Circular (HSC) 2007/001 - Better Blood Transfusion 3 (BBT3) – The safe and appropriate use of blood. In addition the annual report will set out which activities will be priorities for the coming year. 

The Hospital Transfusion Committee annual report for the Christie Hospital NHS Foundation Trust has been developed by members of the Hospital Transfusion Team and Hospital Transfusion Committee.  It has been approved by the clinical and research governance committee.  The report shows that there continues to be a sound blood transfusion service across the trust. 

The report is based on the key standards set on HSC 2007/001 - BBT3 which have been developed as part of the Chief Medical Officer’s National Blood Transfusion Committee’s annual report.  Progress against each standard is essential to maintain high quality, safe and effective care and treatment for patients.  The Hospital Transfusion Committee is committed to continuously improving patient care against these standards and continuing to develop our transfusion service.

2. HOSPITAL TRANSFUSION COMMITTEE 

The Hospital Transfusion Committee met quarterly in 2007/08 in order to influence the strategic direction of the transfusion service. In January Dr Sue Beards took over the role of Chair person replacing Dr Mike Dennis. Dr Beards is a Consultant Anaesthetist working jointly between the Christie and Wythenshawe Hospital. Remaining members comprise of cross divisional medical, nursing and support services representation.
3. HOSPITAL TRANSFUSION TEAM 
The Hospital Transfusion Team (HTT) met monthly in 2007/08 to manage the operational aspects of the transfusion service. The HTT comprises 
Dr Adrian Bloor, Consultant Haematologist

Dave Bowler, Transfusion Lab Manager 
Julie Gray, Transfusion Practitioner. 
4. PRODUCT USAGE

In 2007/08 a total of 14,608 blood products were transfused across inpatient and outpatient services. 
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5. TRANSFUSION BUDGET
The 07-08 contract value for NHSBT blood products of £2,019,536 (£168,295 per month) and was further subject to a rebate of £45,382. A consistent pattern of overspend for the first 8 months of the year was reversed following a change in transfusion policy implemented by the HTT (see sections 6,10). This led to a sustained reduction in blood product use in months 9-12 (see section 4). 
December 2007 onwards showed a continued strong under-spend on the monthly contract value (see graph below).
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6. CHANGE IN TRANSFUSION POLICY
The budget overspend during the first half of the year prompted investigation and audit of blood product use across the Trust (section 10). This identified:

· Stable use of blood

· Increased use of platelets 

· Haematology were the major consumers of blood and red cells

The implementation of the major recommendations of the investigation (lowering the routine blood transfusion threshold to 8g/dl, modification to the platelet transfusion policy and increased scrutiny of platelet issue and use by the Transfusion Laboratory Manager and Transfusion Practitioner) led to consistent reduction in blood product use and savings against the transfusion budget (sections 4,5) without compromising patient care.

7. TRACEABILITY DATA
In order to comply with the 2005 Blood Safety & Quality Regulations the Transfusion Laboratory must be able to trace all blood products from donor to recipient. This data must be auditable, accurate and maintained for 30 years. Failure to demonstrate compliance with this regulation may result in corporate negligence and imprisonment. 

Many different traceability systems exist within different organisations, ranging from written paper based systems to electronic recording systems.
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Within this Trust a paper based system is currently in operation, known as the ‘Green Book’. Each transfusion episode is documented in the Green Book based in each ward/department. These entries are checked against the Transfusion Lab issue sheet on a daily basis and any omissions reported to the Blood Product Specialist Nurse. Compliance with this policy has been recorded on a monthly basis since December 2006. The data are collated on a monthly basis and circulated to all wards & departments. 
Compliance with green book documentation has been excellent in 2007/08, peaking at 99.9% in December 2007. The units that are not documented in the green book are traced by the Transfusion Practitioner to establish their final fate, resulting in 100% traceability within the transfusion laboratory system. 

8. WASTAGE DATA
Donated blood is a limited resource therefore the Transfusion Team takes all reasonable measures to ensure that wastage is kept to a minimum. The limited shelf life of blood products means that low level wastage is unavoidable
Using data obtained from the National Blood Service Bloodstocks Management scheme, average Red Cell wastage within the Trust is consistently 0.5% lower than any Trust in the same cluster (comparable size/activity). 

[image: image9.emf]0

500

1000

1500

2000

2500

3000

3500

Number of Transfusions

HTU

Ward 2 Ward 12

HTUOP YOU

Ward 11 Ward 4 Ward 3 Ward 1

Ward/Dept

Networked Services


Average Platelets wastage within the Trust is consistently 1.5% lower than any Trust in the same cluster (comparable size/activity). 
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9. TRAINING AND EDUCATION
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Throughout 2007/08 training and education in all aspects of blood transfusion have be delivered across the Trust. Training is offered in many different ways to meet varied learning styles including formal study days, smaller ward specific sessions, junior doctors’ induction, written packages, posters, awareness sessions, electronic resources and one to one sessions. 
All staff groups are offered training in a format to suit their needs/time limitations.
In total 608 staff received training in transfusion safety relevant to their role within the organisation.
10. NPSA SAFER PRACTICE NOTICE 14 – RIGHT PATIENT, RIGHT BLOOD
In November 2006 the National Patient Safely Agency issued safer practice notice 14 – Right Patient, Right Blood, (www.npsa.nhs.uk/patientsafety/alerts-and-directives/notices/update-right-patient-right-blood) one of a number of initiatives that have been developed that offer a range of long and short term strategies to ensure blood transfusions are carried out safely. 
The Major recommendations of this notice were

· Implementation of competency based training for all staff involved in blood transfusions

· Improving patient identification and bedside checking

· Appraisal of the viability of implementing an electronic clinical transfusion management system
An target of 50% of staff trained by May 2007 was set and achieved, further training continues across the Trust to achieve 100% compliance by November 2010. Transfusion guidelines have been revised to reflect the recommendations to improve bedside checking and implementation of this policy will being monitored by ward based link nurses an by a bedside audit planned for late 2008. The possible introduction of an electronic clinical transfusion management system was reviewed by the HTC and Research and Clinical Governance committee. This is currently not feasible although may be considered in the future in line with the strategic direction & financial strategy of the Trust. 
11. AUDIT ACTIVITY
National Comparative Audit of Blood Transfusion
The National Comparative Audit Programme comprises a series of audits of the safe and appropriate use of blood. It is operated in collaboration with the Clinical Effectiveness & Evaluation Unit of the Royal College of Physicians. This is a programme of high-profile clinical audits that aims to look at the quality of the administration of blood to patients, and also at the practice of prescribing blood and blood components. In 2007/08 the Hospital Transfusion Team engaged in two audits.        

1) Audit of the use of platelets

The objective of this national audit was to examine the use of platelet transfusions against audit standards developed from national guidelines. Nationally compliance within this audit was poor. Trust results, although often outside of guidance, were in the majority of cases based on clinical need and sound rationale. 
2) Audit of overnight red blood cell transfusions
The objective of this report was to evaluate the quality of red blood cell transfusions                                                                                      
which occur during the time period 20:00 to 08:00. The premise of the audit is that transfusion at night is inherently unsafe, based on a SHOT recommendation (SHOT 2005) that transfusions out of core hours should be avoided unless clinically essential. The audit, though, recognises that some transfusions overnight are essential and some transfusions occur for reasons that may not be deemed clinically essential, but are nonetheless acceptable always provided that patient safety is paramount. The Trust performed exceptionally well – the total in 1 week was 208 units transfused, 9 of which were out of hours the majority of which occurring between 8pm and midnight. This is due in part to limited line time on the Haematology and Transplant Unit.
Local audit of transfusion practice 
In addition, the HTT undertook a number of Trust specific audits including:

Blood Product Special Requirements Label Compliance
Bearer Slip Compliance

Platelet Usage 

The results of these audits can be found on the Blood Transfusion web page http://christienet/departments/blood/facts_figures.aspx 

12. CLINICAL INCIDENTS
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Clinical incident reporting and investigation is a crucial component in the development of safe transfusion practice. The need to report all transfusion related incidents is highlighted in all training and education sessions delivered within the organisation. In addition, the findings and subsequent remedial action taken is fed back into training and policy development. In 2007/08 29 blood related incidents were reported which is an average of 2.5 per month, 0.2% of total activity.
28 of the 29 incidents were categorised as ‘minor’ and 1 as ‘moderate’. 
The Trust continues its haemovigilance commitment by participating in both SHOT (Serious Hazards of Transfusion) and SABRE (Serious Adverse Blood Reactions & Events) organised surveillance systems. 
13. STRATEGIC DEVELOPMENTS 2008/09
· The Hospital Transfusion Committee with operational support from the Hospital Transfusion Team aim to consolidate and continue the high level performance achieved during the 2007/08 financial year.
· There will be a focus on the modernisation/upgrade of the IT infrastructure within the transfusion laboratory and wider hospital. (i.e. cost benefit analysis of the introduction of electronic tracking and clinical management system in line with NPSA 14)
· The Hospital Transfusion Committee with operational support from the Hospital Transfusion Team will continued to minimise clinical and financial risk whist providing safe and effective patient care.
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