
  
NPSA SAFER PRACTICE NOTICE 14 REVIEW GROUP OF THE NBTC  

 Minutes of a meeting held on Monday, 23 January 2012  
at the Association of Anaesthetists in London.    

       Present:  

Di Harvey  (DH) Chair and Consultant Haematologist 
Carol Blears (CB) Transfusion Practitioner-Mid Yorkshire   

Hospitals NHS Trust 
Paula Bolton-Maggs (PBM) Medical Director, Serious Hazards of  

Transfusion (SHOT) 
Kairen Coffey  (KC) NHSBT BBT Education & Audit Lead 
Emily Okukenu  (EO) Transfusion Practitioner-Barts and The  

London NHS Trust 
Elaine Parris  (EP) NHSBT Transfusion Liaison Nurse 
Craig Taylor  (CJT) Consultant Haematologist & West 
                                                  Midlands RTC 

      Apologies:  

Tony Davies  (TD) NHSBT Transfusion Liaison Practitioner   

01/12 Welcome and Introductions    

DH welcomed everyone to the meeting and introductions were made.   

02/12 Terms of Reference     

DH provided the background to the issue of the NPSA Safer Practice 
Notice, Right patient, right blood, in November 2006 which set out 
actions to be taken by NHS trusts to ensure blood transfusions are 
carried out safely.  

The remit of the Group as defined in the terms of reference is to review 
the implementation of the Safer Practice Notice, its effectiveness in 
improving transfusion practice and to determine whether it is working 
and if not, what further actions are required. The terms of reference as 
circulated were accepted subject to an amendment in para. 4, page 1.   

03/12 NPSA Rapid Response Report (RRR)  2010/RRR017    

DH reported that to date the Review Group has submitted stakeholder 
comments to the NPSA on the RRR for transfusion of blood and blood 
components in an emergency.  

EO referred to Action 8 of the RRR which requires that each event 
triggering a massive blood loss protocol is recorded and reviewed by 
the Hospital Transfusion Committee (HTC).  Barts and The London 
Hospitals NHS Trust as a major trauma unit has a high incidence of 
such events and whilst all are logged and recorded, only incidents 
where problems occur are formally reviewed by the HTC.  A review of 
every event is not practicable and would not benefit patient care.     
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In discussion, the Group considered that provided the hospital can 
demonstrate that a workable risk-assessed process is in place it should 
be possible to provide a list of events which have not been formally 
reviewed to the HTC as a record.     

04/12 Review recommendations for training and competency 
assessment    

DH stated that whilst there is general agreement that the SPN has 
raised awareness of blood transfusion there is a need to review and re-
work the competency assessments.   

The Group felt that increasing transfusion awareness is a positive 
outcome and builds on the Better Blood Transfusion directives issued 
over the last few years.  

Key comments made through discussion were as follows:  

 

It is the responsibility of the clinical area in the hospital to ensure 
that where blood transfusion is part of the job, staff receive 
training in line with their roles and are competent in the 
procedure. 

 

Trained assessors on wards should provide core competency 
training as part of the mentorship/leadership process and the 
requirement for staff training and progression in post. 

 

There should be trained assessors for each of the relevant staff 
groups.  Transfusion Practitioners could train the assessors. 

 

The original assessment document has been adjusted by many 
trusts and some are using the Welsh questionnaire.  A 
weakness of the assessment document is that the outcome box 
does not indicate a pass or a fail.   

05/12 Review evidence for effectiveness of SPN 14 in improving 
transfusion practice    

PBM referred to the need for a renewed emphasis on the competencies 
to ensure staff understand the importance of following the procedures 
before and during transfusion.  Whilst the number of ABO incompatible 
red blood cell transfusions has reduced over recent years and the 
number wrong blood incidents is decreasing, there is an alarming 
number of near misses.  PBM would provide the latest SHOT data 
which indicates that errors are being made by staff who have received 
competency training.  The competency training also extended to the 
transfusion laboratory, collection of blood, pre-transfusion and anti-D.    

06/12 Review difficulties in the implementation and how these difficulties 
may be overcome.    

EP referred to the difficulties encountered by transfusion practitioners in 
obtaining support from hospitals trusts with the implementation of the 
competency training and assessments. No additional resources were 
provided for the implementation of the SPN and trusts have competing 
demands with other initiatives receiving higher priority.     The 2010  
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survey of transfusion practitioners indicated that the national 
requirements of the SPN and the Blood Safety and Quality regulations 
2005 had impacted on their workload to the detriment of other 
transfusion activities.  Difficulties in accessing medical staff were 
specifically highlighted.   

CB advised that the recently published NHSLA Risk Management 
Standards 2012 13 refer to the possible removal of transfusion from the 
criteria standards.    

Action:  CB agreed to circulate the document to the group.  

CJT felt that the requirement for a practical observed assessment every 
three years was a major obstacle.  It would be more useful to develop 
knowledge based assessment to ensure staff understand what they are 
doing and why.    

07/12 Next steps    

It was agreed that DH would prepare a draft report for circulation to the 
Review Group and members of the wider virtual group.  The main 
recommendations agreed for inclusion in the report to the NBTC were:  

 

The requirement for a practical observed assessment every 
three years should be removed and replaced by knowledge 
based assessment to ensure staff understand the processes of 
transfusion including identity checks of the patient and blood 
component to be transfused. 

 

The assessments should be updated to take account of 
subsequent guidelines issued since 2006 by the MHRA for the 
collection of blood and BCSH guidelines regarding respiratory 
checking before transfusion commences 

 

The development of knowledge-based tests by e-learning. 

 

A review of a generic assessment questionnaire for use by all 
trusts with an outcome to indicate a pass or fail. 

 

PBM will endeavour to provide the latest SHOT data to show the 
frequency of errors involving staff who have received 
competency training. 

 

PBM to investigate the NHSLA proposal to remove the 
standards for blood transfusion from their criteria.   

 

A strong recommendation that compatibility forms are not used 
in the final check and should not be available in the clinical area. 

 

There should be trained assessors for each of the relevant staff 
groups.   

 

The BBT re-launch to invigorate safe and appropriate use is a 
positive action.  


