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1. Context for the Review       
 
The Regulation and Quality Improvement Authority (RQIA) is a non-
departmental public body, established with powers granted under the Health 
and Personal Social Services (Quality, Improvement and Regulation) 
(Northern Ireland) Order 2003.  It is sponsored by the Department of Health, 
Social Services and Public Safety (DHSSPS) and is responsible for assessing 
and reporting on the availability and quality of health and social care services 
in Northern Ireland and encouraging improvements in the quality of those 
services. 
 
The Health and Personal Social Services (Quality, Improvement and 
Regulation) (Northern Ireland) Order 2003 places a statutory duty of quality 
on Health and Social Care (HSC) organisations, and requires the RQIA to 
encourage continuous improvement in the quality of care and services 
throughout all sectors in Northern Ireland. 
 
The Regulation and Quality Improvement Authority (RQIA) was commissioned 
by the Department of Health, Social Services and Public Safety (DHSSPS) to 
carry out a review of the implementation in trusts and independent hospitals of 
DHSSPS Circular HSC (SQSD) 30/2007 dated 13 June 2007 and the 
addendum 02/08 dated 8 July 2008 (Appendix 3).  These circulars relate to 
the National Patient Safety Agency (NPSA) Notice 14: Right Patient Right 
Blood. (Appendix 4). The circulars require provider organisations to: 
 

1. Agree to and start to implement an action plan for competency 
based training and assessment for all staff involved in blood 
transfusions.  It is anticipated that all actions are completed by 30 
January 2009; 

 
2. Ensure that the compatibility form (or equivalent) and patient notes 

are not used as part of the final check at the patient's side; 
 

3. Systematically examine local blood transfusion procedures using 
formal risk assessment processes; 

 
4. Carry out an appraisal of the feasibility and relevance of using: 

 
(a) barcodes or other electronic identification and tracking systems 

for patients, samples and blood products; 
 

(b) photo-identification cards for patients who undergo regular 
blood transfusions; and 

 
(c) a labelling system of matching samples and blood for 

transfusion to the patient concerned. 
 

This report presents the findings of the review of Health and Social Care 
Trusts, on the implementation of this initiative together with the progress 
made in implementing the actions listed in the DHSSPS Circular 6/03 Better 
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Blood Transfusion - Appropriate use of blood (Appendix 5) which has been 
key to improving blood transfusion practice in Northern Ireland. 
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2. Background         
 
Over 3 million units of blood components are used in the UK each year - 
60,000 of these in Northern Ireland.  Blood is given regularly and routinely for 
the treatment of chronic disorders, pre and post operatively, and in 
emergency situations. 
 
The Northern Ireland Blood Transfusion Service (NIBTS) is responsible for 
collecting, testing and distributing all blood and blood components in Northern 
Ireland.  It operates within the Blood Safety and Quality Regulations (2005) 
that set out specific requirements for the collection, processing, testing and 
distribution of blood and blood components.  The services provided by the 
NIBTS are not included in this review.  Hospitals in the Health and Social 
Care Trusts are responsible for ordering and managing their supplies of blood 
and blood components in a safe and effective environment.  Some hospitals 
have responsibility for securing blood components for patients who are having 
care and treatment in independent healthcare facilities.  Both the NIBTS and 
the trusts are aware of the risks involved in all aspects of blood management 
and work has been ongoing to identify areas where process and practice 
could be improved.  
 
In 1991 the Clinical Resource and Efficiency Support Team (CREST) issued a 
set of guidelines for the safe, effective and appropriate use of blood – Better 
Use of Blood in Northern Ireland – Guidelines for Blood Transfusion Practice.  
These guidelines were recommended to all trusts at that time.  Since then, 
due to an increasing awareness of the need to use blood only when it is 
essential, a small group of physicians, haematologists and transfusion 
medicine specialists revisited the guidelines and re-issued them in January 
2001.  In 2006 an integrated plan for the management of blood shortages was 
published by DHSSPS in which trusts were required to develop contingency 
plans to conserve and restrict usage of blood. 
 
CREST guidelines were updated in March 2009 by the Guidelines and Audit 
Implementation Network (GAIN) with the production of “Better Use of Blood in 
Northern Ireland” guidelines for blood transfusion practice.  
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3. HSS Circular HSS MD 6/03: Better Blood Transfusion  
 
An extensive programme of actions to improve and support blood transfusion 
in Northern Ireland was introduced as a HSS Circular 3/99: Better Blood 
Transfusion, following the presentation of the findings of a survey of NHS 
trusts in England and Wales at the Chief Medical Officer's conference in 2001.   
 
The findings of the survey indicated that the key areas for improvement 
related to staff training, the availability of hospital transfusion practitioners, 
locally approved protocols, audit of blood transfusion practice, the use of 
autologous blood transfusion and the provision of written information to 
patients on blood transfusion.   
 
The HSS Circular 3/99: Better Blood Transfusion, was supplemented in 2003 
by a new programme of actions in HSS Circular MD 6/03: Better Blood 
Transfusion.  In order to co-ordinate and monitor the progression of these 
actions by trusts the Northern Ireland Regional Transfusion Committee 
(NITRC) was established in September 2003 by the Chief Executive of the 
Northern Ireland Blood Transfusion Service (NIBTS).  
 
The authority and resources to take forward the necessary actions to improve 
blood transfusion practice in trusts were provided by the Hospital 
Transfusion Committees (HTC) which were established in 2003.  The 
DHSSPS Circular 3/99: Better Blood Transfusion set out objectives for HTCs 
that focused on promoting best practice through review and improvement in 
local protocols based on national guidelines, leading on multi-professional 
audit, promoting education and training of all clinical, laboratory and support 
staff involved in blood transfusion, participating in and reporting to the NIRTC, 
participating in regional and national blood transfusion committees and 
consulting with patient representative groups.  
 
The HSS Circular MD 6/03: Better Blood Transfusion required trusts to 
establish Hospital Transfusion Teams (HTT).  As a minimum this team 
should consist of the lead consultant for transfusion in the Trust, a hospital 
transfusion practitioner or equivalent and the Blood Bank manager. 
 
A key element of the work of the HTT is to ensure timely feedback to blood 
users on lessons learnt from serious adverse transfusion events and near 
misses and to participate in the Serious Hazards of Transfusion scheme 
(SHOT) which is a confidential enquiry process for the reporting of serious 
complications of blood transfusion and near miss events in the UK.  Timely 
reporting to the Medicines and Healthcare products Regulatory Agency 
(MHRA), the UK Competent Authority for blood safety, using the Serious 
Adverse Blood Reactions and Events SABRE system is also a requirement.   
 
Haemovigilance Practitioners were appointed to Trusts and are members of 
the HTT.  They work with clinicians and managers to take forward and 
implement the actions to meet the objectives.  Although the implementation of 
a programme of training and competency based assessment for all clinicians 
who are involved in blood transfusion was not an element of their job 
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descriptions, this however has become a time consuming element of 
haemovigilance practitioners' work since the NPSA Safer Practice Notice (14): 
Right patient, Right Blood.  
 
There are currently 11 (9.3 whole time equivalent) haemovigilance 
practitioners in Northern Ireland. 
 
The work that has been undertaken by the trusts in implementing the 
programme of actions set out in the circular has been a key element in 
achieving regional improvements in blood transfusion services in Northern 
Ireland and, as such, has been taken into account in this review. 
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4. National Patient Safety Agency (NPSA) Safer practice
 Notice 14: Right patient, Right Blood (2006)    
 
In 2007 the DHSSPS reviewed and endorsed the National Patient Safety 
Agency (NPSA) Safer Practice Notice 14: Right Patient, Right Blood (2006) 
for implementation by the Health and Social Care Trusts. 
 
This was part of a broad national initiative to be taken forward through the 
National Blood Transfusion Committee in England and Wales, the Serious 
Hazards of Transfusion (SHOT) scheme and the National Patient Safety 
Agency.  The timescale for implementation of the recommendations was 
January 2009. 
 
Table 3: Timeline of actions taken to improve blood transfusion 

services in Northern Ireland (June 2002 - January 2009). 
 

Date Event 
January 2001 Clinical Efficiency Support Team. Better Use of Blood in 

Northern Ireland - Guidelines for Blood Transfusion Practice: 
January 2001 (revised 1991 guidelines). 
 

June 2002 HSS Circular MD 6/03 Better Blood transfusion - Appropriate 
use of Blood (replaced previous circular HSS 3/99). 
 

April 2003 Secure membership and functioning of the Hospital Transfusion 
Committee (HTC). 
 

June 2003 Secure composition and functioning of the Hospital Transfusion 
Team (HTT). 
 

June 2003 Participation in the Serious Hazards of Transfusion (SHOT) 
scheme. 
 

September 2003 Implementation and monitoring of blood transfusion policies. 
 

September 2003 Education and documented annual training on blood transfusion 
policies administered to all healthcare staff involved in blood 
transfusion. 
 

September 2003 NIRTC established. 
 

September 2003 Clinical multi-disciplinary audit of Blood transfusion and 
Continuing Professional Development (CPD) programmes. 
 

September 2003 Participation in the Blood Stocks Management Scheme. 
 

March 2005 Deadline for appointing haemovigilance practitioners to support 
the implementation and monitoring of the blood transfusion 
policy. 
 

September 2006 DHSSPS - Integrated plan for the management of blood 
shortages. 
 

November 2006 CMO letter regarding appropriate use of blood. 
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Date Event 
March 2007 NPSA Safety Notice 14: Right patient Right Blood endorsed by 

DHSSPS. 
 

May 2007 - March 2008 RPA (Amalgamation of trusts). 
 

September 2008 Initial date for compliance with NPSA Safety Notice 14: Right 
patient Right Blood. 
 

January 2009 Deadline for completion of competency assessment by staff 
who are involved in blood transfusion. 
 

March 2009 CREST guidelines for blood transfusion practice updated by 
GAIN with production of "Better Use of Blood in Northern 
Ireland." 
 

March - June 2009 RQIA review of compliance with NPSA Safety Notice 14: Right 
patient Right Blood 
 

 
The Approach to Improving Blood Safety in Great Britain 
 
A similar approach to improving blood transfusion practice was taken in 
England and Wales when, in November 2007, the Chief Medical Officer 
issued the Health Service (HSC) Circular HSC 2007/001: Better Blood 
Transfusion - Safe and Appropriate Use of Blood, that set out a programme of 
actions for the NHS to improve on the safety and effectiveness of blood 
transfusion.  In England and Wales the period for implementation of the NPSA 
recommendations has been extended to 2010 whereas in Northern Ireland 
the target for implementation was January 2009. 
 
In Scotland, the performance of each NHS board was assessed against 
national standards for transfusions that were established in 2006.  The 
findings of the NHS QIS (Quality Improvement Scotland) that were published 
in 2008 in the National Overview Report indicated that further work needed to 
be done to ensure that only staff who have had training in blood transfusion 
are responsible for transfusion.  There were also patient identification issues 
in relation to exclusion of gender by Boards in the minimum data set.  These 
areas are being followed up by the NHS QIS Clinical Governance Support 
Unit with the support of the Scottish National Blood Transfusion Service 
(SNBTS) with an update to be published in 2010.  
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5. Blood Use Trends in Northern Ireland     
 
A key objective of the HSS Circular MD 6/03: Better Blood Transfusion is to 
ensure the appropriate use of blood and to avoid the unnecessary use of 
blood in clinical practice.  In order to assess the use of blood in clinical 
practice a major audit of red cell use in Northern Ireland for 2004 - 2006 was 
undertaken by the NIRTC.  The results of this audit showed that a 
considerable proportion of blood use in Northern Ireland was judged to be 
inappropriate.  Of the 1220 cases reviewed, 19% of transfusions were 
deemed to be inappropriate and 29% were classified as over-transfusion 
episodes. 
 
As a result of the findings of this audit a 20 point plan was developed for 
implementation across a variety of areas - local reports were circulated with 
presentation of local and national data, regional education programmes were 
delivered and previous CREST guidelines were updated which included the 
introduction of updated transfusion thresholds. 
 
Implementation of the action plan resulted in a reduction of the reported 
inappropriate use of blood cases from 19% in 2004/06 to 9% in 2008.  Over-
transfusion episodes had also been reduced from 29% to 19% in 2008.  
Patient exposure to blood products in 2007/08 was reduced by 22% when 
compared with exposure in 2003/04. 
 
The NIRTC continues to implement further initiatives to improve the 
appropriateness of clinical blood transfusion using a process of continuous 
audit.  One such initiative is the Anaemia Project in which 800 cases of 
patients with anaemia on hospital admission / in hospital were audited in 
detail during 2006 - 2008.  The preliminary findings show that 24% of 
transfusions could have been avoided.  Implementation of a regional action 
plan to reduce the incidence of inappropriate transfusions is in progress. 
 
Other work is in progress to reduce the use of blood components as follows: 
 

 audit of immunoglobulin for appropriateness of use; 
 

 standardisation of a blood transfusion policy and blood ordering forms, 
and 

 
 the development and implementation of a regional bloodless pathway. 
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6. Risks of blood transfusion as set out in SHOT Reports
          
 
It is a mandatory requirement that all serious events, incidents and reactions 
relating to blood and blood components are reported to the Medicines and 
Healthcare products Regulatory Authority (MHRA) and it is recommended 
they are reported to the Serious Hazards of Transfusion (SHOT) scheme.   
 
These incidents are analysed by SHOT and the subsequent 
recommendations made, form the major component of annual reports. From 
1996 the SHOT scheme has been collecting information from all hospitals 
across the UK on adverse incidents involving blood.  Reports are published 
annually that highlight areas of concern.  Not all incidents are recognised, 
reported locally or indeed forwarded to SHOT so the true incidence is likely to 
be higher than those highlighted in their official reports.  The frequency and 
severity of these problems highlights that there must not be complacency 
when dealing with blood safety. 
 
The most recent annual report (2008) showed that of the 1040 reported 
incidents across the United Kingdom (UK) there were 477 incidents of 
incorrect or inappropriate blood component transfused (IBCT), which showed 
an increase in the number of reported errors with the previous year's figures 
of 323 IBCT cases.  Of the 477 incidents, there were 139 handling and 
storage errors and 76 cases of inappropriate and unnecessary transfusion. 
This leaves 262 true IBCT events. 
 
The IBCT incidents reported to SHOT for 2007 and 2008 are presented in 
Table 4 within six sub-categories.  
 
Table 4: Summary of IBCT results  

(Source: Serious Hazards of Transfusion Annual Report 2008 covering the whole of the 
United Kingdom ) 

 
Type of IBCT event No. in 2007 No. in 2008 

Administration of wrong blood 
 

24 47 

Wrong blood in tube 
 

7 5 

Special requirements not met  
 

76 100 

Special requirements not met - other 
 Laboratory related cases 

 

17 17 

Laboratory errors (excluding special 
requirements not met) 
 

40 91 

Miscellaneous IBCT 
 

0 
 

2 

Separate Categories 
Inappropriate and unnecessary 
transfusion 
 

50  76 

Handling and storage errors  
 

118 139 
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Overall Total  332 477 
The United Kingdom report described a large number of cases in which there 
were process failures but there were also cases where protocols were 
disregarded and an "offhand" attitude to bedside checking was noted.  The 
reported number of patients who had received blood and components without 
any prescription had increased in 2008.  Blood was being prescribed following 
a decision based on incorrect results or poor or absent clinical reasoning.  
 
These cases were in addition to the transfusion of patients who had no 
identification. 
 
The key message and main recommendations from the report relate to 
standardisation of practice across the UK - the national inconsistency of 
standards is a cause for great concern as some hospitals and trusts may not 
be achieving optimal patient safety.  The first three major recommendations 
relate to the standardisation of practice across the UK in haemovigilance 
participation, laboratory IT systems and competency assessment.  
 

1. Awareness of criteria for reporting adverse events and reactions 
 

2. A national specification for transfusion laboratory IT systems 
 

3. Competency assessment and standardised, transferable 
competency certification of all staff involved in transfusion 

 
A further three recommendations relate to the process of the administration of 
blood to patients. 
 

4. Discontinue use of the compatibility form for checking patient 
identification 

 
5. Ensure adequate observation of patients receiving transfusion 

 
6. Develop a supportive culture for hospital staff involved in 

transfusion 
 
Further information on the work of SHOT may be found on the website: 
www.shotuk.org 
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7. The Review Methodology       
 
RQIA established an Independent Review Team including lay representation, 
to carry out this review. 
 
The review process had four key phases: 
 

 completion by all trusts of an audit of competency based assessment in 
partnership with haemovigilance practitioners in each Trust and RQIA; 

  
 completion by all trusts of a self-assessment questionnaire of the 

clinical structures, processes and training in place for blood transfusion 
against the recommendations made in the NPSA Patient Safety 
Notice14: "Right patient, right blood" and the DHSSPS Circular HSC 
(SQSD) 30/2007 Better Blood Transfusion - Appropriate use of blood. 
The criteria used in this self-assessment was developed by RQIA ;  

 
 validation visits to the trusts by the Review Team,  which included 

meetings with staff and visits to wards and departments; 
 

 report production and publication. 
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8. Audit of Competency Based Assessment 
 
All trusts participated in an audit of all red cell transfusion episodes carried out 
from 00.00hrs Monday 9 March 2009 to 23:59hrs on Sunday 15 March 2009.  
This audit was carried out in partnership between RQIA and haemovigilance 
practitioners in each trust. 
 
The main aim of this audit was to gain an awareness of the extent to which 
relevant staff members involved in the blood transfusion episodes had been 
successfully assessed against national blood transfusion competencies.  
These were developed by NPSA in conjunction with Skills for Health (SfH) to 
ensure that individuals involved in the blood transfusion process have 
sufficient knowledge and skills to competently participate in the activity.  The 
competencies have been grouped into four main topic areas: 
 

1. Obtaining a venous blood sample for pre transfusion  sampling 
 

2. Organising a request for a blood component for transfusion 
 

3. Collecting a blood component for transfusion 
 

4. Preparing and administering a transfusion of blood 
components 

 
The standard data collection tool, which was developed by RQIA, was used in 
the main by haemovigilance practitioners to collect data on each step in the 
blood transfusion episode in accordance with the four NPSA competencies.  
 
The table below indicates which competencies are relevant to which 
profession (although it is acknowledged that this varies across trusts). 
 
Table 5: Competencies Relevant to each Profession 
 

NPSA Competencies Profession 
1 2 3 4 

Nursing     
Medical     
Porters     
Healthcare Assistant     
Phlebotomist     
 
Results of Audit Findings 
 
There was a total of 912 reported red cell transfusion episodes in the trusts 
during the seven days of the audit.  These episodes were audited in detail.  
The breakdown by trust is shown in Table 7 and illustrated in Figure 1. 
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Table 6: Total Number of Transfusion Episodes per Trust 
 

Trust Total Number of Transfusion 
Episodes 

Belfast HSC Trust 409 
Northern HSC Trust 143 
South Eastern HSC Trust 131 
Southern HSC Trust 103 
Western HSC Trust 126 
Total 912 
 
Figure 1:  Total Number of Transfusion Episodes per Trust 
 

409

143

131

103

126

Belfast HSC Trust Northern HSC Trust South Eastern HSC Trust
Southern HSC Trust Western HSC Trust

 
Limitations of the Audit  
 
This audit was undertaken to provide a snapshot of the level of compliance 
with the four competency areas by the trusts in Northern Ireland.  Currently in 
Northern Ireland there is no standardised format for recording compliance with 
competency assessment during blood transfusion episodes.  As a result, the 
method of collecting and analysing information during this audit varied across 
the trusts.  In addition, trusts took different approaches to completion of the 
audit which will have impacted on the recorded compliance.  For example, the 
Southern and Belfast trusts made the decision to record that each 
competency was not achieved if the signature was illegible as the person 
involved could not be positively identified.  This was seen as an opportunity 
for improvement and to put action plans in place to change relevant 
documentation to facilitate sections for printing and signature.  Other trusts 
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took additional steps with the aim of finding out the identity of the practitioner 
in this situation.  The findings therefore cannot be directly compared between 
trusts.  The Review Team, however, consider that the findings from this audit 
and the additional explanatory information provided by trusts sets out a very 
useful overview of compliance.  
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Competency 1: Obtaining a venous blood sample for pre- 
   transfusion sampling 

 
The findings of the audit indicate a high level of compliance with Competency 
1 in the Northern Trust (95.8%) and the Western Trust (97.6%), as shown in 
Table 8.  
 
The Belfast Trust had the lowest recorded level of assessed compliance with 
Competency 1.  Only 69.6% of staff who had obtained blood samples during 
the audit period had completed training and had been successfully assessed 
as competent to obtain a venous blood sample for pre-transfusion sampling. 
 
Additional information provided by the Belfast Trust would indicate that in 33 
instances the names of medical staff who had obtained the venous samples 
had not been entered onto a training database. 
 
Accessibility of training records in respect of this competency is an issue for 
all trusts, particularly for the Belfast Trust, where there is a problem with 
clinical staff not keeping records updated.  The Western Trust had the highest 
compliance in this area, with only two recorded instances where the training 
records for staff were inaccessible.  
 
Within the South Eastern Trust the figures that were captured included six 
episodes which related to a staff member from another Trust. 
  
Table  7: Percentage Compliance with Competency Assessment  
  Criteria 1 per Trust 

Trust Staff Name 
Identified 

Staff Signature 
Legible 

Competency 1 
Complete 

Training 
Record 

Accessible 
Belfast HSC 

Trust 
(409) 

95.8% 
(392) 

92.1% 
(377) 

69.6% 
(285) 

86.5% 
(354) 

Northern HSC 
Trust 
(143) 

100% 
(143) 

87.4% 
(125) 

95.8% 
(137) 

90.2% 
(129) 

South Eastern 
HSC Trust 

(131) 

94.6% 
(124) 

95.4% 
(125) 

88.5% 
(116) 

88.5% 
(116) 

Southern HSC 
Trust 
(103) 

95.1% 
(98) 

94.1% 
(97) 

88.5% 
(91) 

88.5% 
(91) 

Western HSC 
Trust 
(126) 

100% 
(126) 

93.6% 
(118) 

97.6% 
(123) 

98.4% 
(114) 
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Competency 2:  Organising a request for a blood component 
   for transfusion 
 
The Belfast Trust reported non-compliance with Competency 2 on the Belfast 
City Hospital and Royal Victoria Hospital sites due to the lack of a system for 
recording.  It is anticipated that an electronic blood collection request will be 
introduced in the near future.  Nurses and porters have been trained in 
relation to Competency 2 but they cannot complete the competency 
assessment until the electronic system is in place. 
 
The current blood component request documentation used in the South 
Eastern Trust does not contain a field for the signature of the requesting 
person, therefore it was recorded that the names of staff were not identified 
on request forms and there were no legible signatures on the forms.  Patient 
details were available in all instances and all staff members (100%) involved 
in requesting components for transfusion were competency assessed and 
their training records were accessible.  
 
Assessment of Competency 2 is not applicable in some areas within the 
Western Trust where a blood collection form is not used.  Patients' notes are 
used to identify the patient prior to collecting blood but this was not audited. 
 
In two hospitals within the Northern Trust an amended blood collection form is 
in use that was not audited. 
 
Within the areas where completion of assessment in this competency is 
required, the accessibility of training records ranged from 83.4% in the 
Northern Trust, to 100% in the South Eastern Trust 
 
Table 8: Percentage Compliance with Competency Assessment 2 
  Criteria per Trust 

Trust Staff Name 
Identified 

Staff 
Signature 

Legible 
Patient 
Details 

Competency 
2 Complete 

Training 
Record 

Accessible 
Belfast HSC 

Trust 
(409) 

8.8% 
(36) 

8.8% 
(36) 

11.4% 
(47) 

7.8% 
(32) 

7.8% 
(32) 

Northern 
HSC Trust 1 

(115) 

88.6% 
(102) 

86.9% 
(100) 

99.1% 
(114) 

83.4% 
(96) 

83.4% 
(96) 

South 
Eastern HSC 

Trust 2 

(131) 

N/A N/A 100% 
(131) 

100% 
(131) 

100% 
(131) 

Southern 
HSC Trust 

(103) 

100% 
(103) 

94.1% 
(97) 

100% 
(103) 

85.4% 
(88) 

85.4% 
(88) 

Western 
HSC Trust 3 

(93) 

97.8% 
(91) 

97.8% 
(91) 

97.8% 
(91) 

94.6% 
(87) 

94.6% 
(87) 

 
1 Competency Assessment 2 is applicable at the Mid-Ulster Hospital and Whiteabbey Hospital 
however documentation at the time of the audit did not have an area for detailing the 
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organiser so this information was not collected in time for the audit. Since the audit this 
document was amended to include same.  The number of applicable episodes is 115. 
 
2 'Staff Member Name Identified' and 'Staff Member Signature Legible' are not applicable in 
the South Eastern Trust. 
 
3 Competency Assessment 2 is not applicable at the Erne Hospital and Healthcare at Home.  
The number of applicable episodes is 93. 
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Competency 3: Collecting a blood component for transfusion 
 
As with the previous competency, the Belfast Trust reported non-compliance 
with Competency 3 on the Belfast City Hospital and Royal Victoria Hospital 
sites.  It is anticipated that the electronic blood tracking system, as noted in 
the previous section, will be introduced in the near future.  The Belfast Trust 
reported that they have met the requirements of Blood Safety and Quality 
Regulations 2005 (BSQR) in terms of the recording of blood collection. 
 
In Musgrave Park Hospital the blood component is removed from the hospital 
blood bank by the bio-medical scientist (BMS) and is given to the porter.  This 
situation is the same in Altnagelvin Hospital, Monday to Friday 9.00am - 
5.00pm.  BMS staff who are involved in collecting blood component for 
transfusion are not assessed as per the NPSA competencies as they are 
inspected and accredited in accordance with Clinical Pathology Accreditation 
(CPA) and the Medicines and Healthcare products Regulatory Agency 
(MHRA) requirements, therefore competency 3 is not applicable in this 
instance. 
 
The South Eastern Trust achieved full compliance in respect of accessibility of 
training records of competency 3 assessment, with the Northern Trust 
achieving 99.3%.  The compliance rate for the remaining trusts were 90% in 
the Southern Trust and 92% in the Western Trust. 
 
Table 9: Percentage Compliance with Competency Assessment 3 
  Criteria per Trust 
 

Trust 
Staff 
Name 

Identified 

Staff 
Signature 

Legible 
Patient 
Details 

Competency 
3 Complete 

Training 
Record 

Accessible 

Signed 
for in 

Clinical 
Area 

Belfast 
HSC Trust 

(409) 

80.6% 
(330) 

6.1% 
(25) 

8.5% 
(35) 

7.5% 
(31) 

15.8% 
(65) 

81.6% 
(334) 

Northern 
HSC Trust 

(143) 

99.3% 
(142) 

97.9% 
(140) 

99.3% 
(142) 

99.3% 
(142) 

99.3% 
(142) 

98.6% 
(141) 

South 
Eastern 

HSC Trust 
(131) 

100% 
(131) 

100% 
(131) 

100% 
(131) 

100% 
(131) 

100% 
(131) 

100% 
(131) 

Southern 
HSC Trust 

(103) 

100% 
(103) 

98% 
(100) 

100% 
(103) 

91.2% 
(94) 

90% 
(93) 

92.2% 
(95) 

Western 
HSC 
Trust4 
(126) 

99.2% 
(125) 

96% 
(121) 

97.8% 
(91) 

99.2% 
(125) 

92% 
(116) 

97.8% 
(91) 

 
4 'Patient Details' and 'Signed for in Clinical Area' are not applicable at the Erne Hospital and 
Healthcare at Home.  The number of applicable episodes is 93. 
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Competency 4:  Preparing and administering a transfusion of 
   blood components 
 
Table 10 shows that the South Eastern Trust achieved 100% compliance with 
this competency in respect of the first member of staff who carries out patient 
identification checks at the patient's bedside, with 100% of training records 
accessible.  
 
The Northern Trust and Western Trust achieved 97.9% and 98.4% 
compliance respectively with Competency 4.  Training records were not 
always available, with 95.8% accessibility in the Northern Trust and 92% in 
the Western Trust. 
 
The Southern Trust achieved the lowest level of compliance with this 
competency (62.1%) due to the fact that the trust had made a decision that if 
the signature was illegible the person involved could not be positively 
identified, as previously stated in the limitations of the Audit statement (pp17).  
  
The database in the Belfast Trust was not up to date which resulted in a 
discrepancy between the training record and the database record of staff who 
have completed the competency - the number of staff whose names are 
entered on the training records (367) exceeds the number of staff who are 
recorded on the database (309) as having successfully completed the 
competency assessment.  The explanation for this discrepancy was that not 
all information had been submitted at the time of the audit. 
 
In relation to the second check at the patient's side, there is no clear pattern 
across the trusts regarding compliance with the training and completion of 
Competency 4 assessment.  
 
There is no requirement for a second check to be carried out for home 
transfusion episodes in the Belfast, Northern, South Eastern and Western 
trusts. 
 
In hospitals, a second check is required to be carried out at the patient's side.  
Compliance with Competency 4 ranged from 48.5% in the Southern Trust to 
96.5% in the Western Trust.  The remaining trusts achieved compliance of 
between 74.8% and 95.8%. 
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Table 10: Percentage Compliance with Competency Assessment 4 
  Criteria per Trust 
 

Trust 
First Staff 

Name 
Identified 

First Staff 
Signature 

Legible 

First Staff 
Competency 4 

Complete  

First Staff 
Training 
Record 

Accessible 
Belfast HSC 

Trust 
(409) 

99.2% 
(406) 

96.3% 
(394) 

75.5% 
(309) 

89.7% 
(367) 

Northern HSC 
Trust 
(143) 

100% 
(143) 

90.9% 
(130) 

97.9% 
(140) 

95.8% 
(137) 

South Eastern 
HSC Trust 

(131) 

100% 
(131) 

100% 
(131) 

100% 
(131) 

100% 
(131) 

Southern HSC 
Trust 
(103) 

85.4% 
(88) 

65% 
(67) 

62.1% 
(64) 

62.1% 
(64) 

Western HSC 
Trust 
(126) 

100% 
(126) 

80.1% 
(103) 

98.4% 
(124) 

92% 
(116) 

 

Trust 
Second Staff 

Name 
Identified 

Second Staff 
Signature 

Legible 

Second Staff 
Competency 4 

Complete  

Second Staff 
Training 
Record 

Accessible 
Belfast HSC 

Trust 
(409) 

96% 
(393) 

93.6% 
(383) 

74.8% 
(306) 

82.8% 
(339) 

Northern HSC 
Trust 5 
(121) 

100% 
(121) 

93.3% 
(113) 

95.8% 
(116) 

90.9% 
(110) 

South Eastern 
HSC Trust 6 

(123) 

96.7% 
(119) 

96.7% 
(119) 

95.1% 
(117) 

95.1% 
(117) 

Southern HSC 
Trust  
(103) 

83.4% 
(86) 

55.3% 
(57) 

48.5% 
(50) 

48.5% 
(50) 

Western HSC 
Trust 7 
(116) 

100% 
(116) 

56% 
(65) 

96.5% 
(112) 

89.6% 
(104) 

 
5 'Second Checker is not applicable for Home Transfusions.  The number of applicable 
episodes is 121. 
 
6 'Second Checker is not applicable for Home Transfusions.  The number of applicable 
episodes is 123. 
 
7 'Second Checker' is not applicable for Home Transfusions.  The number of applicable 
episodes is 116. 
 
 
The findings of the audit have been taken into account in consideration of 
performance against the criteria set out in Section 9. 
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9. Findings of the Review Team - HSC Trusts 
 
Introduction 
 
The findings in this chapter are based on: 
  

 the evidence submitted by the trusts along with completed self-
assessment questionnaires of the clinical structures, processes and 
training in place for blood transfusion against the recommendations 
made in the NPSA Patient Safety Notice14: "Right patient, right blood" 
and the DHSSPS Circular HSC (SQSD) 30/2007 Better Blood 
Transfusion - Appropriate use of blood. The criteria used in this self-
assessment was developed by RQIA  

 
 the findings of the audit of competency based assessment, and the 

observations made by the members of the Review Team during the 
validation visits to the trusts.  

 
The Review Team made an assessment of each trust's level of achievement 
using the achievement scale (Table11) in progressing the implementation of 
the recommendations made in the NPSA Safer Practice Notice 14: Right 
Patient - Right Blood and the DHSSPS Circular HSC (SQSD) 30/2007 Better 
Blood Transfusion - Appropriate use of blood. 
 
Table 11: Achievement Scale 
 

Level of Achievement Definition 
Unlikely to be Achieved The action is unlikely to ever be achieved. 

 
Not Achieved The action is likely to be achieved in full but after June 2009.  

For example, the trust has only started to develop a policy 
and implementation will not take place until after June 2009. 
 

Partially Achieved Work has been progressing satisfactorily and the trust is likely 
to have achieved the actions by June 2009.  For example, the 
trust has developed a policy and will have completed 
implementation throughout the trust by June 2009. 
 

Substantially Achieved A significant proportion of action has been completed to 
ensure the trust performance is in line with the 
recommendations.  For example, a policy has been 
developed and implemented but a plan to ensure practice is 
fully embedded has not yet been put in place. 
 

Fully Achieved Action has been completed that ensures the trust 
performance is fully in line with the recommendation.  For 
example, a policy has been developed, implemented, 
monitored and an ongoing programme is in place to review its 
effectiveness. 
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9.1 Action Plan 
 
Criterion 1 An action plan to implement requirements of the National 
  Patient Safety Agency - Safer Practice Notice: 14 Right  
  Patient - Right Blood is in place. 
 
This has been fully achieved 
 
Each trust has developed an action plan to implement the requirements of 
DHSSPS Circular HSC (SQSD) 30/2007 and a significant programme of 
action has taken place to implement the requirements of the circular.   
 
The next challenge for trusts is to put in place arrangements to sustain and 
mainstream the initiative.  The Review Team considers that it would be useful 
for trusts to develop an updated action plan to take this forward. 
 
 
Review Team Overall Assessment of Section 9.1: Action Plan 
 
Review Team's Assessment of LEVEL OF ACHIEVEMENT 

5 1. Unlikely to 
be achieved 

2. Not 
achieved 

3. Partially 
achieved 

4. Substantially 
achieved 

5. Fully 
achieved 

 
 

REC 1    Trusts should develop action plans to put in place 
sustainable long term arrangements for delivering a 
programme of training and competency assessment for all 
staff involved in blood transfusions as set out in Circular 
(SQSD) 30/2007.  
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9.2 Staff Training and Assessment 
 
Criterion 2 There is an action plan for the provision and uptake of  
  competency based training and assessment for all staff  
  involved in blood transfusions. 
 
This has been substantially achieved 
 
All trusts have developed plans to implement programmes of competency 
based training and assessment.  The members of the Review Team 
recognise the scale of the challenges which had to be overcome to enable 
this criterion to be achieved and commend trusts on the work which has been 
undertaken.  
 
Some trusts reported particular difficulties in gaining the support of some 
senior medical staff in taking forward the action plan.  The need for the 
programme of training and competency assessment in what was regarded by 
some senior medical staff as a safe area of clinical practice was questioned. 
 
The number of staff potentially involved in blood transfusion required trusts to 
recruit and train a large pool of assessors and then put in place systems to 
release staff for training and assessment.  Trusts reported that there was a 
degree of confusion about some staff groups as to whether they should be 
included in the programme, for example, laboratory staff are already subject 
to other regulatory requirements.  There was not a clear system regionally to 
resolve such policy issues. 
 
 
Criterion 3 Observed competency assessments that reflect local  
  requirements and resources are carried out by   
  identified key assessors. 
 
This has been fully achieved 
 
All trusts established programmes to recruit assessors and train them using 
the NI framework for assessor training.  In order to achieve the challenging 
timescale for implementation, trusts had to recruit a large number of 
assessors.  The Review Team met assessors across Northern Ireland who 
reported positively on their training and experience in carrying out the role. 
 
In several settings such as community hospitals and mental health facilities 
assessors advised the Review Team that, while they were enthusiastic about 
the process, they had actually been seldom (or in some cases never) required 
to carry out the role.  In addition some assessors reported that they would 
very rarely observe or take part in a live transfusion event in their particular 
ward setting. 
 
The Review Team consider that it would be useful for trusts to carry out an 
assessment of the number of assessors required when the programme moves 
into the next phase, to maintain high quality competency assessment.  
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Approaches to ensure that all assessors have the opportunity to observe or 
take part in live transfusion episodes, to retain their skills, should be 
considered. 
 
 
Criterion 4 Identified assessors have been trained and assessed as  
  competent to carry out these assessments. 
 
This has been substantially achieved 
 
Trusts reported that the initial timescale to complete the programme meant 
that there was a major effort to recruit assessors and this resulted in 
dependence on identifying volunteers to take on the role.  In some locations, 
for example in the Western Trust, the process relied on a very significant input 
from haemovigilance staff to carry out competency assessment.  The Belfast 
Trust and Northern Trust reported variable levels of success in recruiting 
doctors as assessors.  In the Southern Trust the HTT had identified and 
trained all assessors and had competency assessed all medical staff prior to 
the review visit.  
 
The Review Team considers that it would be useful for all trusts to review their 
policies and procedures for selecting assessors when determining the 
approach they will adopt for the long term maintenance of the programme. 
 
 
Criterion 5 An accurate record of successful competency assessment 
  (within the last three years) is documented in the personnel 
  record of each member of staff, and is also held on a  
  database, by staff group. 
 
This has been partially achieved  
 
The Review Team found that the establishment and maintenance of systems 
to accurately record competency assessment status was a major challenge.  
In particular, the lack of IT systems to support this function resulted in a 
variety of ad hoc local solutions.  This has created difficulties for members of 
the teams who manage the programme to have accurate up to date figures, 
for the roll out of the programme.  Review Team members were shown good 
examples of local manual and spreadsheet databases in clinical areas that 
were visited in all trusts.  There was evidence of clear ownership by ward 
managers of the uptake of assessment by nursing staff.  Within the Western 
Trust clerical support had been resourced to set up and maintain a database 
of successful competency assessment for nursing and medical staff; this has 
been working effectively, however it was uncertain if this could be maintained.  
Recording competency assessment of portering staff had been built into 
ongoing recording systems in the South Eastern Trust and Belfast Trust.  
 
Trusts informed the Review Team that there are a number of regional 
systems being considered for recording the delivery of staff training.  The 
issues identified were not considered unique to blood safety but were relevant 
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to other areas of required training.  For medical staff there was a strongly 
expressed view across all trusts that there needed to be a regional solution for 
recording training undertaken by junior doctors.   
 
The Review Team was advised that there were some differences in the 
competencies being assessed in different areas for particular staff groups, for 
example junior doctors are assessed in Competencies 1 and 4 in some 
hospitals but only in Competency 1 others.  This can reflect the different 
operational arrangements, for example, where nursing staff may be involved 
in collecting blood in some hospitals but not in others.  Junior doctors who 
rotate between units may not hold all the required competency assessments 
for a unit they may join.  In this instance, the Review Team is of the opinion 
that a regional training requirement for blood transfusion should be 
established for junior doctors. 
 
 
Criterion 6  There are arrangements in place to ensure that only staff 
  who have been currently assessed as competent are  
  involved in the relevant area of blood transfusions. 
 
This has been partially achieved 
 
The audit of competency based training demonstrated a high degree of 
compliance with this criterion but there were a number of transfusions given 
where there was not full compliance.  The audit highlighted poor compliance 
with competency assessment by second checkers.  Trusts have advised staff 
to refrain from being involved in transfusion unless they have been trained 
and competency assessed.  The Review Team welcomes the regional 
initiative to implement a new blood request form which requires the person 
completing the form to state that they have been trained and assessed.  This 
statement could be included on the blood and blood component prescription 
and transfusion record forms for other steps in the transfusion process. 
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Review Team Overall Assessment of Section 9.2: Staff Training and 
Assessment 
 
Review Team's Assessment of LEVEL OF ACHIEVEMENT 

3 1. Unlikely to 
be achieved 

2. Not 
achieved 

3. Partially 
achieved

4. Substantially 
achieved 

5. Fully 
achieved  

 
REC. 2 When implementing significant regional initiatives 

DHSSPS and HSB should consider the establishment of a 
formal joint project structure to resolve policy issues, and 
to ensure harmonised arrangements across the Health and 
Social Care system. 
 

REC. 3 Trusts should review the arrangements for the selection 
and skills retention of assessors, to ensure the 
maintenance of a successful long term blood safety 
programme. 

 
REC. 4 DHSSPS and HSC organisations should review systems 

for recording training and competency assessment and 
implement regional solutions where appropriate, including 
for doctors in training. 

 
REC. 5 NIRTC and NIMDTA should agree and implement a 

common list of competencies to be assessed for doctors 
in training in relation to blood safety.  

 
REC. 6 NIRTC should consider the inclusion of appropriate 'opt in' 

clauses on blood and blood component prescription and 
transfusion record forms which would require 
practitioners to sign that they have been trained and 
competency assessed when participating in the blood 
administration processes. 
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9.3 Arrangements for Blood Transfusion and Appropriate 
 Use of Blood 
 
Criterion 7 There is an established, active, multidisciplinary hospital 
  transfusion  committee (HTC) that has defined   
  responsibilities and accountability to the Chief Executive/
  Trust Board via the clinical governance structure. 
 
This has been substantially achieved 
 
All trusts have active committees but some have not yet finalised their new 
arrangements following the merger of legacy trusts in 2007.  Reviewers noted 
that within the Belfast Trust, it was difficult to arrange for all the relevant multi-
disciplinary blood user clinicians to attend committee meetings on a regular 
basis. 
 
 
Criterion 8 The HTC meets at least twice yearly. 
 
This has been fully achieved 
 
 
Criterion 9 The HTC has roles and responsibilities as outlined in HSS 
  Circular (MD) 6/03.  These include involvement in  multi- 
  professional audit, training and education, provision of  
  patient information, development and modification of  
  guidelines and standards, and involvement of stakeholders. 
 
This has been substantially achieved 
 
HTCs carry out the broad roles and responsibilities set out in the Circular. 
Work is still underway in, for example, the Belfast and, South Eastern trusts to 
harmonise the policies and processes of legacy trusts. 
 
 
Criterion 10 The HTC, in collaboration with the clinical governance  
  committee, has implemented the action programme set out 
  in HSS Circular (MD) 6/03. 
 
This has been substantially achieved. 
 
Programmes of action have taken place to implement the Circular but the 
majority of trusts indicated that not all actions have yet been achieved.  The 
Review Team was advised of different arrangements in relation to the 
relationship with clinical governance systems in different trusts and consider 
that it would be useful to review these arrangements to ensure that they are 
appropriate in the light of new post-RPA governance structures in trusts. 
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Criterion 11 There is a Hospital Transfusion Team (HTT) that comprises 
  identified individuals in a written work plan.  
 
This has been substantially achieved 
 
Hospital Transfusion Teams have played a very active part in the 
implementation of the programmes of training and competency based 
assessment.  The members of the Review Team were impressed by the 
commitment and enthusiasm of the team members they met.  The drive to 
achieve the implementation of competency based assessment has impacted 
on the ability of teams to take forward other initiatives.  There are identified 
gaps in staff in some areas such as Consultant Haematologists in the 
Western Trust and the Review Team was advised that commitment to HTT 
work is not always reflected in the work plans of practitioners.  The Review 
Team considers that it would be useful for teams to review and document 
their work plans to ensure that the competency assessment programme is 
completed and maintained, in addition to taking forward other initiatives on 
blood use and blood safety. 
 
 
Criterion 12 The HTT has support from the following staff: clerical  
  support; management support; data management   
  support. 
 
This has not been achieved 
 
Trusts reported some deficits in the provision of information and 
administrative support to HTTs with temporary support only available in the 
Western Trust and Northern Trust.  In the Belfast Trust temporary support 
was provided on a part-time basis, for a three month period, to support 
training - this support was not provided to the HTT.  The Review Team 
consider that all trusts should review the administrative support available to 
Hospital Transfusion Teams to enable them to function effectively. 
 
 
Criterion 13 The HTT reviews all reports of adverse events and near  
  miss incidents relating to blood transfusion and, in  
  response, implements changes in practice, where   
  necessary. 
 
This has been substantially achieved 
 
Members of HTTs advised the Review Team that they actively review reports 
of adverse events and near misses and report appropriate events to national 
reporting systems.  Learning points are identified but there were not always 
defined arrangements to follow up on implementation.  The Review Team 
consider that trusts should ensure that there is clarity about the relationship 
between the role of HTTs in reviewing events and wider trust based incident 
reporting systems and agreed mechanisms for implementing learning points. 
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Criterion 14 There are policies and procedures that cover the blood  
  transfusion  process from sampling to administration. 
 
This has been partially achieved 
 
Trusts have policies in place but, in the Belfast, South Eastern and Western 
trusts, legacy trust policies are not yet harmonised.  Trusts reported that they 
were waiting for regional policy guidance, which is being developed by 
NIRTC.  Reviewers recommend that the development and publication of a 
regional policy to harmonise arrangements across trusts is an area of work 
that should be given high priority by the NIRTC. 
 
 
Criterion 15 Local blood transfusion procedures are systematically  
  appraised and assessed in accordance with local risk  
  management frameworks. 
 
This has been partially achieved 
 
Trusts reported varied levels of achievement against this criterion.  All trusts 
had considered risk issues in relation to transfusion but not all had completed 
a robust systematic appraisal of all polices and procedures.  Specific risk 
issues had been identified and addressed, such as risks associated with the 
use of collecting blood from the laboratory in the South Eastern Trust and with 
the policy for wrist bands in the Northern Trust. 
 
 
Criterion 16 The hospital laboratory participates in a national   
 laboratory accreditation scheme. 
 
This has been fully achieved 
 
 
Criterion 17 The hospital blood bank participates in a national   
 laboratory accreditation scheme. 
 
This has been fully achieved 
 
 
Criterion 18 There is a data recording and retrieval system for   
  blood transfusion. 
 
This has been fully achieved 
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Review Team Overall Assessment of Section 9.3: Arrangements for 
Blood Transfusion and Appropriate Use of Blood 
 
Review Team's Assessment of LEVEL OF ACHIEVEMENT 

4 1. Unlikely to 
be achieved 

2. Not 
achieved 

3. Partially 
achieved 

4. Substantially 
achieved

5. Fully 
achieved  

 
REC. 7  Trusts should review the membership of Hospital Transfusion 

Committees to reflect changes in transfusion practice with, for 
example, the inclusion of representatives of staff carrying out 
transfusion in the community, where this occurs. 

 
REC. 8 Trusts should review the relationships of Hospital Transfusion 

Committees within trust clinical governance systems to ensure 
that these are appropriate in the light of new post-RPA 
governance structures in trusts. 

 
REC. 9 Trust Hospital Transfusion Teams should review work plans to 

ensure that programmes of training and competency 
assessment can be maintained in addition to taking forward 
other initiatives on blood use and blood safety. 

 
REC.10  Trusts should review the administrative support available to 

Hospital Transfusion Teams to enable them to function 
effectively. 

  
REC. 11 Trusts should ensure that there is clarity about the relationship 

between the role of Hospital Transfusion Teams in reviewing 
incidents and wider incident reporting systems and ensure that 
there are agreed mechanisms for implementing learning points. 

 
REC. 12 NIRTC should prioritise the development of policy guidance to 

harmonise trust policies on blood transfusion.  
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9.4 Optimum Use of Blood and Use of Effective Alternatives 
 in Clinical Practice 
 
Criterion 19 Protocols endorsed by the HTC are available in the relevant 
  clinical areas, including but not limited to: 

 the use of platelets in haemato-oncology practice  
 massive transfusion  
 use of red cells in critical care 
 peri-operative use of red cells 
 management of over anti-coagulation 
 management of blood shortages; major incidents. 

 
This has been partially achieved 
 
Trusts reported different positions in relation to the availability of protocols 
with some in place and some in development.  The Review Team considers 
that all trusts should ensure that they have up to date policies in place, with 
priority given to policies on massive transfusion and management of blood 
shortages.  Practitioners in the Western Trust felt frustrated by the length of 
time taken by the governance systems to ratify the trust-wide polices that had 
been developed by the HTT’s and HTC’s.  
 
 
Criterion 20  A stock management system is in place to eliminate  
  excess inventory and reduce waste, supported by an  
  information  technology (IT) system. 
 
This has been fully achieved 
 
The overall blood wastage rate in Northern Ireland of 2-4% is within the levels 
recognised as good practice by the UK blood stocks management scheme.  It 
would be useful to review mechanisms to feedback information to users on 
usage and wastage rates to encourage good practice in this area. 
 
Review Team Overall Assessment of Section 9.4: Optimum Use of Blood 
and Use of Effective Alternatives in Clinical Practice 
 
Review Team's Assessment of LEVEL OF ACHIEVEMENT 

3 1. Unlikely to 
be achieved 

2. Not 
achieved 

3. Partially 
achieved

4. Substantially 
achieved 

5. Fully 
achieved  

 
REC. 13 All trusts should review their position in relation to the  
  optimum use of blood and ensure that they have up to date 
  protocols in place, with priority given to protocols on  
  massive transfusion and management of blood shortages. 
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9.5 Clinical Management – Pre-transfusion 
 
Criterion 21  The reason for transfusion of blood and blood   
  components is documented in the patient‘s records.   
  These records contain evidence of discussion of the  
  alternatives to transfusion, including the option to  
  refuse. 
 
This has not been achieved 
 
Significant gaps were identified in the recording of the reasons for transfusion 
in patient notes or of evidence of discussion on the alternatives to transfusion 
in all clinical areas that were visited by the Review Team.  In wards where 
integrated blood transfusion prescription records had been implemented there 
were favourable reports from practitioners who felt that these forms helped to 
achieve compliance with this criterion.  The Review Team recommend that 
consideration should be given to implementing these forms across Northern 
Ireland. 
 
 
Criterion 22 Leaflets explaining the risks and benefits of, and 

alternatives to, transfusion are readily available for all 
patients who may require to be, or have been transfused.
      

 
This has been partially achieved 
 
On clinical visits reviewers noted that information leaflets were available in 
many areas.  These leaflets have been produced for use throughout UK and 
are not specific to health and social care in Northern Ireland.  The advantage 
of using this national version is that they are readily accessible on-line with up 
to date translated versions in all major languages and also there are 
paediatric versions.  In many instances practitioners did not appear to be 
aware of this availability when speaking of the frustrations in maintaining 
supplies of up to date leaflets.  In a few instances reviewers noted that 
information leaflets were available / displayed in clinical areas yet patients 
who had blood transfusions reported that they had not been offered a leaflet. 
 
 
Criterion 23 Where pre-transfusion discussion is not possible, e.g. in 

an emergency, there is a system in place to ascertain, and 
act in accordance with, the patient’s wishes with regard to 
blood transfusion.  This includes compliance with an 
advance decision document. 

 
This has not been achieved 
 
This criterion has not been set in policy for Northern Ireland, although it is 
policy in Scotland, and was deemed to be outside the scope of this review.  
The Review Team observed that, in some trusts, arrangements for advanced 
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directives were in place and welcomes the development of regional guidance 
on implementing a bloodless care pathway. 
 
 
Criterion 24 When pre-transfusion discussion has not taken place, the 
  reasons for transfusion (including the risks and benefits) 
  are discussed with the patient and written information  
  offered retrospectively. 
 
This has not been achieved 
 
This criterion has not been set in policy for Northern Ireland, although it is 
policy in Scotland, and was deemed to be outside the scope of this review.  
 
In discussion with trust staff, it was noted that there were no clear policies in 
place in relation to this criterion. 
 
It is accepted by reviewers that this is a difficult area but one that requires 
further consideration, as a number of the patients who spoke with reviewers 
would appreciate having this information. 
 
 
Criterion 25 Blood samples for transfusion purposes are obtained and 

labelled in accordance with local protocols which are 
based on national guidelines. 

 
This has been fully achieved 
 
The Review Team was advised of the introduction of a revised regional blood 
transfusion request form which includes the requirement for a signed 
declaration by the clinician making the request that they have been assessed 
in the relevant competency.  The Review Team welcomes this development. 
 
 
Criterion 26 All prescriptions for blood and blood components are  
  signed by the responsible clinician. 
 
This has been fully achieved 
 
All prescriptions are signed, however, the Review Team was advised that, 
during the audit carried out in March, practitioners experienced significant 
difficulty in deciphering some of the signatures on forms.  It is recommended 
that forms should provide space for both signature and printed name.  
Consideration should also be given to the inclusion of the clinician's 
professional identification number.  Junior medical staff in the Belfast Trust 
and Northern Trust advised the Review Team that they were encouraged to 
use GMC numbers when recording in notes. 
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Criterion 27 Blood and blood component prescribing is the  
  responsibility of a qualified medical practitioner. 
 
This has been fully achieved 
 
 
Review Team Overall Assessment of Section 9.5: Clinical Management – 
Pre-transfusion  
 
Review Team's Assessment of LEVEL OF ACHIEVEMENT 

3 1. Unlikely to 
be achieved 

2. Not 
achieved 

3. Partially 
achieved

4. Substantially 
achieved 

5. Fully 
achieved  

 
REC. 14 DHSSPS and NIRTC should consider developing a 

standardised approach to the use of integrated blood 
transfusion prescription records across Northern Ireland. 

 
REC. 15 NIBTS and NIRTC should ensure that an agreed 

arrangement is in place across Northern Ireland for the 
availability of up-to-date patient leaflets on blood 
transfusion (including specific paediatric versions). 

 
REC. 16 NIRTC should develop regional guidance on implementing 

a bloodless care pathway. 
 
REC. 17 DHSSPS and NIRTC should consider the development of a 

regional policy to ensure that a patient who has not had a 
pre-transfusion discussion is retrospectively given 
information suitable to him / her on the reasons for 
transfusion, including risks and benefits. 

  
 REC. 18  DHSSPS in liaison with the Regional Pathology Network 

should review the layout of all laboratory request forms to 
include spaces for insertion of signature, printed name 
and professional identification number of the clinician 
making the request. 

 
 

 

 37



Report of Blood Safety Review    

9.6 Clinical Management – Transfusion Episode 
 
Criterion 28 There are arrangements in place to ensure that only staff 

who have been currently assessed as competent are 
involved in blood transfusions. 

 
This has been partially achieved 
 
The results of the audit of blood transfusion highlighted generally good 
compliance for Competency 4, the administration of blood.  Differences in the 
level of compliance for individual trusts reflect, in part, the different 
approaches taken by trusts during the audit.  In some wards, the Review 
Team was informed that innovative solutions had been developed to ensure 
that competency assessed practitioners were available on a 24 hour basis, 
e.g. the provision of training for nurses who would be available to assist in 
clinical areas during the night where there was not a trained member of staff 
on duty.  Practitioners in Trusts reported that members of staff have been 
informed that they must be competency assessed before taking part in 
activities related to blood transfusion.  The Review Team welcomes the 
development of signed declarations on forms, as indicated at Criteria 25 
above. 
 
It was of concern to reviewers that a number of trusts reported that they are 
unable to set up a programme of competency assessment in the collection of 
blood for staff until blood tracking systems are in place.  Therefore this 
criterion can only be scored as partially achieved. 
 
The Review Team was advised that in some instances, members of staff are 
being deemed competent in a simulated environment, when they had not 
seen or taken part in a live event.  This is a particular challenge for the 
Western Trust, where the majority of competencies were undertaken in a 
simulated environment.  The Review team welcomed examples that were 
described to address this issue, where members of staff from general units 
were facilitated in observing live transfusion events in specialist units such as 
haematology.    
 
 
Criterion 29 Arrangements are in place to ensure that the compatibility 
  form (or equivalent) and patient notes are not used  
  as part of the final check at the patient’s side. 
 
This has been fully achieved 
 
In the absence of the opportunity to observe ‘live’ blood transfusion events 
during the majority of review visits reviewers accepted verbal confirmation that 
compatibility forms and patients notes are not used as part of the final check.   
 
It was noted that education sessions in all trusts emphasise that the 
compatibility report form does not form part of the patient identification check.  
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However, in some instances it is still used as a permanent record that the 
transfusion was given and filed in the patient’s notes. 
  
Trusts should ensure that this is an area that is closely monitored as the 
SHOT report indicates that this is still the most common reason for bedside 
errors occurring. 
 
 
Criterion 30 Have you assessed the feasibility of using the following  
  ways of reducing misidentification: 

 Electronic tracking systems 
 Photo ID 
 Labelling system (matching patient to sample) 

 
This has been substantially achieved 
 
Trusts advised the Review Team that they had considered the methods of 
reducing misidentification listed in Criterion 30 but, in general, did not feel they 
were appropriate at this time.  The Belfast Trust reported that a pilot of using 
Photo ID in one unit was being carried out at the time of the review visits.  The 
Review Team consider it would be useful for trusts in Northern Ireland to keep 
the possible introduction of such methods under review and consider the 
outcomes of initiatives in other parts of the United Kingdom.  Patient opinions 
need to be considered as part of this assessment. 
 
A Patient Identification Policy had been implemented in the South Eastern 
Trust. A number of other trusts indicated that they were at varying stages in 
implementing a Patient Identification Policy.  This is work that should be 
prioritised. 
 
 
Criterion 31 There is a minimum data set that is documented for each 
  blood transfusion. 
 
This has been partially achieved 
 
The position varies across and within trusts in relation to this criterion.  Units 
that have adopted integrated transfusion record forms were able to 
demonstrate better compliance with the criterion.  The Review Team 
recommend that a standardised minimum data set should be agreed and 
implemented across Northern Ireland. 
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Review Team Overall Assessment of Section 9.6: Clinical Management – 
Transfusion Episode 
 
Review Team's Assessment of LEVEL OF ACHIEVEMENT 

3 1. Unlikely to 
be achieved 

2. Not 
achieved 

3. Partially 
achieved

4. Substantially 
achieved 

5. Fully 
achieved  

 
REC. 19 Trusts should keep under review alternative methods of 

patient identification such as Photo ID.  Patients' views 
should be taken into consideration as patient identification 
policies are developed and reviewed. 

 
REC. 20 NIRTC should establish guidance for trusts on a 

standardised minimum data set for each transfusion to be 
documented in clinical notes (e.g. indication for transfusion, 
amount of blood to be transfused, assessment of the 
effectiveness of the transfusion and the management of any 
adverse reactions).  
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9.7 Reporting of Serious Adverse Events and Near Misses 
 during the Transfusion Process 
 
Criterion 32 Patients are monitored according to hospital transfusion 
  policy and suspected adverse events are immediately  
  discussed with the HTT. 
 
This has been partially achieved 
 
Hospital Transfusion Teams in all trusts advised that they are informed of 
suspected adverse events which are reported to SABRE.  The HTT in the 
Western Trust has taken a robust approach to managing incidents, within the 
trust-wide reporting system.  The Review Team consider that within the 
serious adverse incident arrangements, each trust should have a clear 
documented procedure for the reporting of such incidents to the Hospital 
Transfusion Team.  The relationship of the HTT with the trust governance 
arrangements should be clearly documented. 
 
 
Criterion 33 Serious adverse events and near miss incidents are  
  reported on the clinical incident reporting system in  
  accordance with local protocols. 
 
This has been fully achieved 
 
 
Criterion 34 Reports of serious adverse events or reactions and near 
  miss incidents are submitted to Serious Adverse Blood  
  Reactions and Events (SABRE) and SHOT by the relevant 
  staff. 
 
This has been fully achieved 
 
 
Criterion 35 There is a mechanism for ensuring feedback to users and 
  lessons learnt. 
 
This has been partially achieved 
 
The Review Team was provided with good examples of feedback 
arrangements such as the distribution of bulletins on blood safety in the 
Northern Trust.  Examples were given of implementation of learning points, 
such as changing from hand written request forms to the use of 
addressographs in the South Eastern Trust.  The Southern Trust HTT 
newsletter has been very useful in providing feedback to staff on blood safety 
issues.  The Review Team consider that all trusts should review their 
arrangements for ensuring that lessons learnt are implemented and 
monitored. 
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Review Team Overall Assessment of Section 9.7: Reporting of Serious 
Adverse Events and near misses during the Transfusion Process 
 
Review Team's Assessment of LEVEL OF ACHIEVEMENT 

3 1. Unlikely to 
be achieved 

2. Not 
achieved 

3. Partially 
achieved

4. Substantially 
achieved 

5. Fully 
achieved  

 
REC. 21 Trusts should ensure that there are documented 

procedures in place for the reporting of blood transfusion 
incidents to  the Hospital Transfusion Team within the 
adverse incident reporting system.  The relationship of 
the HTT with the trust governance arrangements should 
be clearly documented. 

 
 
REC. 22 Trusts should review arrangements for ensuring that lessons 

learnt from blood safety incidents are disseminated to all staff, 
and that the implementation of any changes to policy or 
practice are monitored. 
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Summary of Recommendations Made in Respect of HSC 
Trusts 
 
 
Action Plan (refer to Section 9.1 in the report) 
  
Recommendation 1 
All HSC trusts should develop action plans to put in place sustainable long 
term arrangements for delivering a programme of training and competency 
assessment for all staff involved in blood transfusions as set out in Circular 
(SQSD) 30/2007.  
 
 
Staff Training (refer to Section 9.2 in the report)  
 
Recommendation 2 
When implementing significant regional initiatives DHSSPS and HSB should 
consider the establishment of a formal joint project structure to resolve policy 
issues, and to ensure harmonised arrangements across the Health and Social 
Care system. 
 
Recommendation 3 
Trusts should review the arrangements for the selection and skills retention of 
assessors, to ensure the maintenance of a successful long term blood safety 
programme. 
 
Recommendation 4 
DHSSPS and HSC organisations should review systems for recording training 
and competency assessment and implement regional solutions where 
appropriate, including for doctors in training. 
 
Recommendation 5 
NIRTC and NIMDTA should agree and implement a common list of 
competencies to be assessed for doctors in training in relation to blood safety.  
 
Recommendation 6 
NIRTC should consider the inclusion of appropriate 'opt in' clauses on blood 
and blood component prescription and transfusion record forms which would 
require practitioners to sign that they have been trained and competency 
assessed when participating in the blood administration processes. 
 
 
Arrangements for Blood Transfusion and Appropriate Use of Blood 
(refer to Section 9.3 in the report) 
 
Recommendation 7 
Trusts should review the membership of Hospital Transfusion Committees to 
reflect changes in transfusion practice with, for example, the inclusion of 
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representatives of staff carrying out transfusion in the community, where this 
occurs. 
 
Recommendation 8 
Trusts should review the relationships of Hospital Transfusion Committees 
within trust clinical governance systems to ensure that these are appropriate 
in the light of new post-RPA governance structures in trusts. 
 
Recommendation 9 
Trust Hospital Transfusion Teams should review work plans to ensure that 
programmes of training and competency assessment can be maintained in 
addition to taking forward other initiatives on blood use and blood safety. 
 
Recommendation 10 
Trusts should review the administrative support available to Hospital 
Transfusion Teams to enable them to function effectively. 
 
Recommendation 11 
Trusts should ensure that there is clarity about the relationship between the 
role of Hospital Transfusion Teams in reviewing incidents and wider incident 
reporting systems and ensure that there are agreed mechanisms for 
implementing learning points. 
 
Recommendation 12 
NIRTC should prioritise the development of policy guidance to harmonise trust 
policies on blood transfusion.  
 
 
Optimum Use of Blood and Use of Effective Alternatives  in Clinical 
Practice (refer to Section 9.4 in the report) 
 
Recommendation 13 
All trusts should ensure that they have up to date protocols in place, with 
priority given to protocols on massive transfusion and management of blood 
shortages. 
 
 
Clinical Management - Pre-transfusion (refer to Section 9.5 in the report)  
 
Recommendation 14 
DHSSPS and NIRTC should consider developing a standardised approach to 
the use of integrated blood transfusion prescription records across Northern 
Ireland. 
 
Recommendation 15  
NIBTS and NIRTC should ensure that  an agreed arrangement is in place 
across Northern Ireland for the availability of up-to-date patient leaflets on 
blood transfusion (including specific paediatric versions). 
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Recommendation 16 
NIRTC should develop regional guidance on implementing a bloodless care 
pathway. 
 
Recommendation 17 
DHSSPS and NIRTC should consider the development of a regional policy to 
ensure that a patient who has not had a pre-transfusion discussion is 
retrospectively given information suitable to him / her on the reasons for 
transfusion, including risks and benefits. 
  
Recommendation 18  
DHSSPS in liaison with the Regional Pathology Network should review the 
layout of all laboratory request forms to include spaces for insertion of 
signature, printed name and professional identification number of the clinician 
making the request. 
 
Clinical management - Transfusion Episode (refer to Section 9.6 in the 
report) 
 
 
 Recommendation 19 
Trusts should keep under review alternative methods of patient identification 
such as Photo ID.  Patients' views should be taken into consideration as 
patient identification policies are developed and reviewed. 
 
Recommendation 20 
NIRTC should establish guidance for trusts on a standardised minimum data 
set for each transfusion to be documented in clinical notes (e.g. indication for 
transfusion, amount of blood to be transfused, assessment of the 
effectiveness of the transfusion and the management of any adverse 
reactions).  
 
 
Reporting of Serious Adverse Events and Near Misses during the 
Transfusion Process (refer to Section 9.7 of the report) 
 
Recommendation 21 
Trusts should ensure that there are documented procedures in place for the 
reporting of blood transfusion incidents to  the Hospital Transfusion Team 
within the adverse incident reporting system.  The relationship of the HTT with 
the trust governance arrangements should be clearly documented. 
 
Recommendation 22  
Trust should review arrangements for ensuring that lessons learnt from blood 
safety incidents are disseminated to all staff, and that the implementation of 
any changes to policy or practice are monitored. 
 
 

 45



Report of Blood Safety Review    

 
10. Findings of the Review Team - Independent Sector 
 
Across Northern Ireland there are eight independent healthcare facilities that 
provide blood transfusions as follows: 
 
Table 12: Independent Healthcare Facilities in Northern Ireland 
 

Name of Facility Type of Care Location 
Healthcare at Home  Nursing Agency Belfast  
Foyle Hospice Hospice Londonderry 
Marie Curie Care Centre Hospice Belfast  
NI Hospice  Hospice Belfast  
North West Independent 
Hospital 

Private Hospital Ballykelly 

St. John's House  Hospice  Newry  
The Belfast Clinic Private Hospital Belfast 
Ulster Independent Clinic Private Hospital Belfast 
 
 
The findings in this chapter are based on evidence submitted by the above 
listed independent healthcare facilities, and observations made by members 
of the Review Team during validation visits to the facilities. 
 
Each validation visit included meetings with senior managers and members of 
multi-disciplinary clinical teams that administer blood transfusions.  Further 
validation was sought through visits to appropriate clinical areas. 
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10.1 Action Plan 
 
Criterion 1. An action plan to implement requirements of the National 
  Patient Safety Agency - Safer Practice Notice 14: Right  
  Patient - Right Blood is in place. 
 
This has been substantially achieved 
 
A significant programme of action has taken place in all facilities to achieve 
full compliance with the requirements made in the NPSA Patient Safety 
Notice14: Right Patient - Right Blood.  These actions have been recorded on 
a variety of locally produced action plans.  Reviewers suggest that the 
template action plan based on risk assessment that has been approved by the 
Northern Ireland Regional Transfusion Committee (NIRTC) and used by all 
trusts should be adopted by the independent healthcare facilities.  This should 
ensure that sustainable long term arrangements to enhance the quality and 
safety of all blood transfusion processes are put in place.  It was noted that 
this template has been effectively applied in the NI Hospice and Ulster 
Independent Clinic. 
 
Review Team Overall Assessment of Section 10.1 Action Plan 
 
Review Team's Assessment of LEVEL OF ACHIEVEMENT 

4 1. Unlikely to 
be achieved 

2. Not 
achieved 

3. Partially 
achieved 

4. Substantially 
achieved

5. Fully 
achieved  

 
REC. 1 All independent healthcare facilities should develop an   

updated action plan (using the template approved by the 
Northern Ireland Regional Transfusion Committee (NIRTC) that 
is based on risk assessment to put in place sustainable long 
term arrangements to enhance the quality and safety of all 
blood transfusion processes. 
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10.2 Staff Training and Assessment 
 
Criterion 2 There is an action plan for the provision and uptake of  
  competency based training and assessment for all staff  
  involved in blood transfusions. 
 
This has been fully achieved 
 
All independent healthcare facilities have developed plans to implement 
programmes of competency based training and assessment.  Medical 
practitioners who are employed in the NI Hospice, Marie Curie Care Centre 
and Foyle Hospice all provide excellent support in taking forward the action 
plan.   
 
The challenge for independent healthcare facilities is that, as minimal users of 
blood components, there may be limited opportunity for clinicians to retain 
their knowledge and skills in blood transfusion practice.  Approaches to 
ensure that clinicians retain their skills e.g. the provision of annual update 
refresher training, should be considered. 
 
 
Criterion 3  Observed competency assessments that reflect local  
  requirements and resources are carried out by identified 
  key assessors. The identified assessors have been trained 
  and assessed as competent to carry out these   
  assessments. 
 
This has been fully achieved 
 
The majority of facilities have recruited assessors from clinical medical and 
nursing practitioners who have management and / or educational experience.  
 
They have been trained and assessed by haemovigilance practitioners in 
accordance with the Northern Ireland Assessor Education Framework.   
 
Reviewers would consider that the provision of an 'in-house' assessor as in 
the North West Independent Hospital would prove to be advantageous to all 
independent healthcare facilities.  
 
In the North West Independent Hospital haemovigilance practitioners are 
involved in the planning and delivery of training programmes.  Reviewers 
would encourage all independent healthcare facilities to involve 
haemovigilance practitioners in the planning and delivery of training 
programmes to ensure regional Northern Ireland policy is adhered to. 
 
Assessors who spoke with the Review Team reported positively on their 
training and experience in carrying out the role. 
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As all independent healthcare facilities are minimum blood product users, 
approaches to ensure that assessors have the opportunity to observe or take 
part in live transfusion episodes to retain their skills should be considered. 
 
 
Criterion 4 An accurate record of successful competency assessment  

 (within the last three years) is documented in the personnel 
 record of each member of staff, and is also held on a 
 database. 

 
This has been substantially achieved 
 
Reviewers were shown good examples of manual and spreadsheet 
databases to record competency assessment status of clinical staff.  These 
records had been set up and maintained by senior nursing staff and are 
available to clinicians at ward level.  Senior members of staff were very clear 
about the competencies that the various staff groups were required to have 
completed and had ensured that competency assessment of porters / drivers 
had been included in these records. 

 
 

Criterion 5 There are arrangements in place to ensure that only staff 
  who have been currently assessed as competent are  
  involved in the relevant area of  blood transfusions. 
 
This has been fully achieved 
 
In all independent healthcare facilities there are robust measures in place, 
including the use of temporary desist notices, to ensure that staff who are not 
currently assessed as competent do not participate in any aspect of blood 
transfusion.  Reviewers welcome the introduction to independent healthcare 
facilities of the regional initiative to implement revised blood order and blood 
prescription and transfusion forms that require persons to sign that they have 
passed competency assessment. 

 49



Report of Blood Safety Review    

Review Team Overall Assessment of Section 10.2: Staff Training and 
Assessment 
 
Review Team's Assessment of LEVEL OF ACHIEVEMENT 

4 1. Unlikely to 
be achieved 

2. Not 
achieved 

3. Partially 
achieved 

4. Substantially 
achieved

5. Fully 
achieved  

 
REC. 2 Approaches to ensure that clinicians and assessors in 

independent healthcare facilities have opportunities to 
observe or take part in live transfusion   episodes to retain 
their skills and the provision of annual update refresher 
training should be considered. 

 
REC. 3         Independent healthcare facilities should develop local 

training and assessment programmes in consultation with 
haemovigilance practitioners. 

 
REC. 4 The provision of in-house assessors should be considered by 

all independent healthcare facilities. 
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10.3 Arrangements for Blood Transfusion & Appropriate Use 
 of Blood 
 
Criterion 6 There is a forum for regular discussion of blood transfusion 
  practice with a named link haemovigilance practitioner and 
  the blood bank Chief Biomedical Scientist. 
 
This has been partially achieved 
 
All independent healthcare facilities have effective liaison and working 
relationships with hospital haemovigilance practitioners that focus on the 
provision of blood transfusion training and assessment of competence.  These 
arrangements tend to be on an informal basis and are dependent on the good 
working relationships between the managers of the facility and the 
haemovigilance practitioner.  However, Healthcare at Home has formalised 
arrangements whereby a representative is on the hospital transfusion 
committee at Antrim Area Hospital that meets at three to four monthly 
intervals.  The NI Hospice transfusion committee meets bi-monthly and 
operates within the Corporate Risk Management strategy, to ensure that 
management of blood products in the hospice meets nationally agreed 
standards of safe practice. 
 
It was reported that in the North West Independent Hospital a haemovigilance 
practitioner has agreed to attend meetings to disseminate information to key 
members of staff.  
 
Reviewers suggest that independent healthcare facilities should establish a 
forum for regular meetings with trust haemovigilance practitioners and blood 
bank Biomedical Scientists.  
Criterion 7 The clinic has identified an individual who has roles and 
  responsibilities as outlined in HSS (MD) 6/03.  These  
  include involvement in multi-professional audit training and 
  education, provision of patient information, development 
  and modification of guidelines and standards and   
  involvement of stakeholders. 
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This has been fully achieved 
 
Each independent healthcare facility has identified a named individual who 
has responsibility for multi-professional audit training and education, provision 
of patient information, development and modification of guidelines and 
standards.  This work is carried out with support from the haemovigilance 
practitioner.  
 
 
Criterion 8 There are policies and procedures that cover the blood  
  transfusion process from sampling to administration. 
 
This has been partially achieved 
 
All independent healthcare facilities have blood transfusion policies however, 
in many instances, these policies have not been reviewed or signed off by the 
haemovigilance practitioner to ensure compliance with Northern Ireland 
Regional Transfusion Committee policy.  A number of facilities reported that 
blood safety was on the corporate risk register.  
 
 
Criterion 9 The hospital blood bank that supplies blood to the facility 
 participates in a national laboratory accreditation scheme. 
 
This has been fully achieved 
 
 
Criterion 10 There is a data recording and retrieval system for blood  
  transfusion. 
 
This has been partially achieved 
 
Independent healthcare facilities reported different positions in relation to data 
recording and retrieval system for blood transfusion.  The Review Team 
considers that all independent healthcare facilities should review their 
positions and ensure that they are co-ordinated with trust processes.  
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Review Team Overall Assessment of Section 10.3: Arrangements for 
Blood Transfusion & Appropriate Use of Blood 
 
Review Team's Assessment of LEVEL OF ACHIEVEMENT 

3 1. Unlikely to 
be achieved 

2. Not 
achieved 

3. Partially 
achieved

4. Substantially 
achieved 

5. Fully 
achieved  

 
REC. 5 The current liaison arrangements that independent healthcare 

facilities have with trust haemovigilance practitioners and 
blood bank Biomedical Scientists should be formalised through 
the development of an in-house forum for regular discussion of 
blood transfusion practice.  

 
REC. 6 Independent healthcare facilities should ensure that Blood 

transfusion policies and procedures are reviewed by the 
haemovigilance practitioner to ensure compliance with NIRTC 
policy and be subjected to systematic risk assessment in all 
independent healthcare facilities. 

 
REC. 7 Independent healthcare facilities should ensure that data 

recording and retrieval systems for blood transfusion are co-
ordinated with trust processes. 
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10.4 Optimum Use of Blood and Use of Effective Alternatives 
 in Clinical Practice 
 
Criterion 11 Protocols endorsed by the HTC are available in the relevant 
  clinical areas, including but not limited to: 

 the use of platelets in haemato-oncology practice  
 massive transfusion  
 use of red cells in critical care 
 peri-operative use of red cells 
 management of over anti-coagulation 
 management of blood shortages; major incidents. 

 
All independent healthcare facilities have robust processes for ratification of 
protocols / guidelines, however, it was not always evident that haemovigilance 
practitioners had been involved in the development of blood transfusion 
protocols / guidelines. 
 
The protocols / guidelines that were made available to reviewers in the 
Healthcare at Home service have been developed and ratified at a national 
UK level.  Arrangements to ensure that up to date national and local policies 
are in place should be considered.  
 
 
Criterion 12 A stock management system is in place that includes  
  policies and procedures on the return of unused units and 
  control of the cold chain. 
 
This has been partially achieved 
 
The Foyle Hospice and Healthcare at Home reported that blood stock is 
managed by the blood bank that supplies blood to the facility.  All other 
independent healthcare facilities reported that there are stock management 
systems in place that include policies and procedures on the return of unused 
units and control of the cold chain.  There was little evidence to show how 
information from trusts on usage of blood is used to reduce the over-ordering 
of blood (thereby reducing the need to return units) and ensuring cold chain 
maintenance during transportation of unused units. 
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Review Team Overall Assessment of Section 10.4: Optimum Use of 
Blood and Use of Effective Alternatives in Clinical Practice 
 
Review Team's Assessment of LEVEL OF ACHIEVEMENT 

3 1. Unlikely to 
be achieved 

2. Not 
achieved 

3. Partially 
achieved

4. Substantially 
achieved 

5. Fully 
achieved  

 
REC. 8 All independent healthcare facilities should review their 

position in relation to optimum use of blood and reduction of 
wastage of unused blood and make sure they have up to date 
policies in place that have been reviewed by medical staff and 
haemovigilance practitioners and are based on regional policy 
guidance from NIRTC. 

 
REC. 9 Independent healthcare facilities should ensure that 

information from trusts on usage of blood is obtained and 
steps taken used to reduce the wastage of unused blood. 
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10.5 Clinical Management – Pre-transfusion 
 
Criterion 13  The reason for transfusion of blood and blood components 
  is documented in the patient's records. These records  
  contain evidence of discussion of the alternatives to  
  transfusion, including the option to refuse. 
 
This has been substantially achieved 
 
There was evidence of good clinical record-keeping in respect of blood 
transfusion episodes throughout the independent healthcare services. 
 
The clinical notes that were reviewed in the NI Hospice and the Foyle Hospice 
contained particularly good recording of medical discussions with patients 
regarding the risks and benefits of the prescribed blood transfusion. 
 
Reviewers would suggest that the NI Hospice's integrated prescription 
transfusion record, designed to capture all aspects of the blood transfusion 
episode, including discussions with patients, is a model that reviewers would 
encourage other facilities to adopt. 
 
The palliative care pathway that is used in the Marie Curie Care Centre 
prompts clinicians to discuss all aspects of planned treatment and care with 
patients - this includes blood transfusions.  This is a process that is being 
developed in line with good practice on obtaining consent. 
 
 
Criterion 14  Leaflets explaining the risks and benefits of, and   
  alternatives to, transfusion are readily available for all  
  patients who may require to be, or have been transfused. 
 
This has been fully achieved 
 
The NHS booklet "Will I Need a Blood Transfusion?" is readily available and 
accessible in all independent healthcare facilities that were visited by the 
Review Team. 
 
Reviewers would encourage independent healthcare facilities to make use of 
any regional leaflets that are produced and make use of specific national 
leaflets, where these are available, for areas such as palliative care. 
 
 
Criterion 15 Blood samples for transfusion purposes are obtained and 
  labelled in accordance with local protocols which  are  
  based on national guidelines. 
 
This has been fully achieved 
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Criterion 16  Blood and blood component prescribing is the   
  responsibility of a qualified medical practitioner. 
 
This has been fully achieved 
 
 
Criterion 17 All prescriptions for blood and blood components are  
  signed by the responsible clinician. 
 
This has been fully achieved 
 
Reviewers found evidence that blood transfusion policies and guidelines to 
meet the requirements of Criteria 15 - 17 are available and accessible in the 
independent healthcare facilities.  The challenge for senior managers in the 
independent healthcare sector is to assure adherence to the policy. 
 
Reviewers would suggest that it may be appropriate for clinicians in the 
independent sector to discuss the development of blood ordering and blood 
prescription and transfusion forms with trust haemovigilance practitioners and 
blood bank Biomedical Scientists.  
 
 
Review Team Overall Assessment of Section 10.5: Clinical Management 
– Transfusion Episode  
 
Review Team's Assessment of LEVEL OF ACHIEVEMENT 

4 1. Unlikely to 
be achieved 

2. Not 
achieved 

3. Partially 
achieved 

4. Substantially 
achieved

5. Fully 
achieved  

 
REC. 10 Independent healthcare facilities should make use of any 

regional leaflets that are produced and also specific national 
leaflets, where these are available, for areas such as palliative 
care. 

 
REC. 11 Consideration should be given to rolling out the proposed 

regional integrated blood ordering and blood prescription and 
transfusion record across all sectors of independent 
healthcare. 
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10.6 Clinical Management – Transfusion Episode 
 
Criterion 18 There are arrangements in place to ensure that only staff 
  who have been currently assessed as competent are  
  involved in blood transfusions. 
 
This has been substantially achieved 
 
Each independent healthcare facility described appropriate blood transfusion 
arrangements that were in place.  The arrangements that were reviewed 
covered patient identification procedures, through all stages from obtaining a 
sample of blood, to ordering, collecting and administering the blood. 
 
The discussions were validated by visits to clinical areas where reviewers 
reviewed blood transfusion documents and spoke with practitioners who had 
undertaken blood transfusion training and had successfully achieved 
competency assessment in the relevant areas.  Reviewers recommend that 
consideration should be given to inserting a declaration of competency in 
appropriate documents. 
 
There was little evidence of a standardised approach to the development of a 
generic patient identification policy throughout the independent healthcare 
facilities that were visited.  In many instances it was noted that a section on 
patient identification had been included in the blood transfusion policy.  
 
Hospice staff described the problems that they encounter in relation to patient 
identification numbers.  In a number of instances patients could have three ID 
numbers (e.g. hospital number, palliative care number and a health and care 
number). 
 
 
Criterion 19 Arrangements are in place to ensure that the compatibility 
  form (or equivalent) and patient notes are not used as part 
  of the final check at the patient’s side. 
 
This has been fully achieved 
 
Reviewers noted that independent healthcare facilities use trust compatibility 
forms - which were being revised at the time of the review.  Mechanisms were 
in place to amend the forms to reflect the changes made.  Compatibility forms 
are not used as part of patient identification check in any of the facilities 
visited by reviewers. 
 
The adoption of the 'No wristband - No blood transfusion' policy as observed 
in all independent healthcare facilities is perceived by reviewers to be safe 
practice.  Reviewers suggest that independent healthcare facilities should 
undertake a review of all their services (particularly day care) to ensure that 
patients' wristbands are applied at the 'sampling' stage of any blood 
transfusion episode. 
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Criterion 20 Have you assessed the feasibility of using the following  
  ways of reducing misidentification: 

 Electronic tracking systems 
 Photo ID 
 Labelling system (matching patient to sample) 

 
This has not been achieved 
 
Independent healthcare facilities have not undertaken an assessment of the 
feasibility of using specified ways of reducing misidentification.  Reviewers 
recommend that independent healthcare facilities should ensure that they are 
involved in any pilot studies on patient identification systems that trusts may 
have planned for the future. 
 
 
Criterion 21 There is a minimum data set that is documented for each 
  blood transfusion. 
 
This has been partially achieved 
 
There is no evidence of a standardised approach to the completion of a 
minimum data set in independent healthcare facilities.  In those facilities that 
have documented data for each blood transfusion, this information is scanty 
and is not in a standardised format.  It is suggested that this is an area that 
should be addressed by senior managers in the independent healthcare 
sector. 
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Review Team Overall Assessment of Section 10.6: Clinical Management 
– Transfusion Episode 
 
Review Team's Assessment of LEVEL OF ACHIEVEMENT 

3 1. Unlikely to 
be achieved 

2. Not 
achieved 

3. Partially 
achieved

4. Substantially 
achieved 

5. Fully 
achieved  

 
REC. 12 Independent healthcare facilities should undertake a review of all 

their services (particularly day care) to ensure that patients' 
wristbands are applied at the 'sampling' stage of any blood 
transfusion episode. 

 
REC. 13 Consideration is given to the development of a generic patient 

identification policy that can be cross referenced with the 
appropriate section of the blood transfusion policy. 

 
REC. 14 A protocol regarding the use of patient identification numbers 

should be drawn up.  
 
REC. 15 Independent healthcare facilities should ensure that they are 

involved in any pilot studies on patient identification systems 
that trusts may have planned for the future. 

 
REC. 16 Each independent healthcare facility should develop a 

standardised approach to the documentation of data for each 
blood transfusion episode. 
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10.7 Reporting of Serious Adverse Events and Near Misses 
 During the Transfusion Process 
 
Criterion 22 Patients are monitored according to the transfusion policy 
  and suspected adverse events are immediately discussed 
  with the haemovigilance practitioner and senior biomedical 
  scientist. 
 
This has been substantially achieved 
 
 
Criterion 23 Serious adverse events and near miss incidents are  
  reported on  the clinical incident reporting system in  
  accordance with local protocols. 
 
This has been fully achieved 
 
 
Criterion 24 Reports of serious adverse events or reactions and near 
  miss incidents are submitted to Serious Adverse Blood  
  Reactions and Events (SABRE) and SHOT by the relevant 
  staff 
 
This was not scored 
 
The standard operating procedures for the notification of serious adverse and 
serious reactions are set out for each independent healthcare facility in a 
Memorandum of Agreement for the provision of blood components by the 
trust blood bank with the facility. 
 
These procedures have determined that the independent healthcare facility 
notifies the blood bank manager or haemovigilance practitioner immediately of 
any serious adverse and serious reactions.  Further to investigation, the 
necessary reports are made to SABRE by the blood bank manager or 
haemovigilance practitioner. 
 
Reviewers were satisfied that the independent healthcare facilities were 
working within this agreed framework.  There was evidence that systems are 
in place for monitoring patients during blood transfusion and for recording and 
reporting clinical blood transfusion incidents.  However, the arrangements that 
are in place for recording reported blood related serious events are not 
standardised throughout the independent sector and, in some instances, were 
informal. 
 
Reviewers consider that it would be appropriate for all independent healthcare 
facilities to review the current arrangements to ensure that there is clarity in 
the recording of information that has been reported and transferred to the trust 
blood bank manager or haemovigilance practitioner. 
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Criterion 24 There is a mechanism for ensuring feedback to users and 
  lessons learnt. 
 
This has been partially achieved 
 
Reviewers found good examples of initiatives that had been set up to ensure 
lessons have been learned from all clinical incidents including those relating 
to blood safety.  Initiatives noted during the review included the forum that has 
been established in the Marie Curie Care Centre to feedback outcomes of 
incidents, including corrective and preventative measures to staff. 
 
The challenge for independent healthcare facilities is to ensure that formal 
arrangements are made with trusts for sharing information on tracking or trend 
analysis of all blood transfusion errors within the trust area. 
 
 
Review Team Overall Assessment of Section 10.7: Reporting of Serious 
Adverse Events and Near Misses During the Transfusion Process 
 
Review Team's Assessment of LEVEL OF ACHIEVEMENT 

4 1. Unlikely to 
be achieved 

2. Not 
achieved 

3. Partially 
achieved 

4. Substantially 
achieved

5. Fully 
achieved  

 
REC. 17 Independent healthcare facilities should ensure that any 
  tracking or trend analysis of blood transfusion errors that 
  are carried out in trusts are shared with the facility so that 
  effective learning can be disseminated. 
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Summary of Recommendations Made in Respect of 
Independent Healthcare Services 
 
 
Action Plan (refer to Section 10.1 of the report) 
  
Recommendation 1 
All independent healthcare facilities should develop an   updated action plan 
(using the template approved by the Northern Ireland Regional Transfusion 
Committee (NIRTC) that is based on risk assessment to put in place 
sustainable long term arrangements to enhance the quality and safety of all 
blood transfusion processes. 
 
 
Staff Training and Assessment (refer to Section 10.2 of the report) 
  
Recommendation 2 
Approaches to ensure that clinicians and assessors in independent healthcare 
facilities have opportunities to observe or take part in live transfusion   
episodes to retain their skills and the provision of annual update refresher 
training should be considered. 
 
Recommendation 3 
Independent healthcare facilities should develop local training and 
assessment programmes in consultation with haemovigilance practitioners. 
 
Recommendation 4 
The provision of in-house assessors should be considered by all independent 
healthcare facilities. 
 
 
Arrangements for Blood Transfusion & Appropriate Use of Blood  
(refer to Section 10.3 of the report) 
  
Recommendation 5 
The current liaison arrangements that independent healthcare facilities have 
with trust haemovigilance practitioners and blood bank Biomedical Scientists 
should be formalised through the development of a forum for regular 
discussion of blood transfusion practice. 
 
Recommendation 6 
All independent healthcare facilities should ensure that blood transfusion 
policies and procedures are reviewed by the haemovigilance practitioner to 
ensure compliance with NIRTC policy and be subjected to systematic risk 
assessment. 
 
Recommendation 7 
Independent healthcare facilities should ensure that they are involved in trust 
processes for data recording and retrieval system for blood transfusion. 
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Optimum Use of Blood and Use of Effective Alternatives in Clinical 
Practice (refer to Section 10.4 of the report)  
 
Recommendation 8 
All independent healthcare facilities should review their position in relation to 
optimum use of blood and reduction of wastage of unused blood and make 
sure they have up to date policies in place that have been reviewed by 
medical staff and haemovigilance practitioners and are based on regional 
policy guidance from NIRTC. 
 
Recommendation 9 
Independent healthcare facilities should ensure that information from trusts on 
usage of blood is obtained and steps taken used to reduce the wastage of 
unused blood. 
 
 
Clinical Management – Pre-transfusion (refer to Section 10.5 of the 
report)  
 
Recommendation 10 
Independent healthcare facilities should make use of any regional leaflets that 
are produced and make use of special leaflets such as haemato-oncology in 
palliative care. 
 
Recommendation 11 
Consideration should be given to rolling out the proposed regional integrated 
blood ordering and blood prescription and transfusion record across all 
sectors of independent healthcare. 
 
 
Clinical Management – Transfusion Episode (refer to Section 10.6 of the 
report)  
 
Recommendation 12 
Independent healthcare facilities should undertake a review of all their 
services (particularly day care) to ensure that patients' wristbands are applied 
at the 'sampling' stage of any blood transfusion episode. 
 
Recommendation 13 
All independent healthcare facilities should consider developing a generic 
patient identification policy that can be cross referenced with the appropriate 
section of the blood transfusion policy. 
 
Recommendation 14 
Each independent healthcare facility should draw up a protocol regarding the 
use of patient identification numbers. 
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Recommendation 15 
Independent healthcare facilities should ensure that they are involved in any 
pilot studies on patient identification systems that trusts may have planned for 
the future. 
 
Recommendation 16 
Each independent healthcare facility should develop a standardised approach 
to having document data for each blood transfusion episode. 
 
 
Reporting of Serious Adverse Events and Near Misses During the 
Transfusion Process (refer to Section 10.7 of the report) 
  
Recommendation 17 
Independent healthcare facilities should ensure that tracking or trend analysis 
of blood transfusion errors carried out in trusts are shared with the facility so 
that effective learning can be disseminated.  
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11. Commentary and Policy Implications 
 
It is clear to the Review Team the trusts and independent healthcare facilities 
in Northern Ireland have good operational control of blood transfusion and 
compliance with NPSA Patient Safety Notice14: "Right patient, right blood" is 
substantially achieved.  This is a very significant achievement given the 
challenges which were required to be overcome and deadlines to be met.  
There is much good work evidenced on the part of transfusion practitioners, 
biomedical scientist blood bank staff, hospital transfusion teams and hospital 
transfusion committees. 
 
The next challenge for all providers is to put in place arrangements to sustain 
and mainstream the initiative.  The recommendations made in this report have 
been designed to support this process. The Review Team considers that it 
would be useful for all providers to develop an updated action plan to take this 
work forward.  
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Appendix 1:  Dates of Visits to HSC Trusts 
 

Date of Visit Trust Hospital 
20 April 2009 Northern HSC Trust Antrim Area Hospital 

Causeway Hospital 
Mid-Ulster Hospital 
Whiteabbey Hospital 
 

21 April 2009 Western HSC Trust Altnagelvin Area Hospital 
Erne Hospital 
Tyrone County Hospital 
 

22 April 2009 Southern HSC Trust Craigavon Area Hospital 
Daisy Hill Hospital 
Lurgan Hospital 
Mullinure Hospital 
South Tyrone Hospital 
 

23 April 2009 Belfast HSC Trust Belfast City Hospsital 
Mater Infirmorium Hospital 
Musgrave Park Hospital 
The Royal Group of Hospitals 

24 April 2009  South Eastern HSC Trust Bangor Community Hospital 
Downe Hospital 
Lagan Valley Hospital 
Newtownards Hospital 
Ulster Hospital 
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Appendix 2:  Dates of Visits to Independent Healthcare   
   Facilities 
 

Date Name of Clinic / Hospice / Hospital 
4 June 2009 
 

Healthcare at Home 

5 June 2009 The Belfast Clinic  
 
Ulster Independent Clinic 
 

5 June 2009 NI Hospice  
 

5 June 2009 St. John's Hospice 
 

5 June 2009 
 

Marie Curie 

8 June 2009 NW Independent Hospital  
 
Foyle Hospice  
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Appendix 3:  Circular HSC(SQSD) 30/2007 and Addendum 02/08 
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Appendix 4:  NPSA Safer Practice Notice 14: Right patient, right 
   blood 
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Appendix 5:  HSS Circular MD 6/03 Better Blood Transfusion,  
   Appropriate use of Blood 
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