Recommendations from the 2008 Serious Hazards of Transfusion Annual Report


SHOT Major Recommendations
	Action
	Recommendation
	Compliance / Comments

	HTTs
	Awareness of criteria for reporting adverse events & reactions. 
Reporting organisations should ensure that all members of the hospital transfusion team and the broader staff involved in the transfusion process are fully aware of the criteria for reporting adverse events and reactions to SHOT (and MHRA) including the reporting of cell salvage and Near Miss events. Details of what to report and how to report it are readily available on the SHOT and MHRA/SABRE websites as well as in the annual SHOT Report & Summary. 


	

	NBTC, and equivalents in Scotland, Wales & Northern Ireland. Developers of software for laboratory IT systems

	A national specification for transfusion laboratory IT systems. 
A national specification for transfusion laboratory IT systems should be developed with minimum standards, which should be met by all hospital transfusion laboratories participating in any way in pre-transfusion testing or issuing of blood components for transfusion. The national transfusion committees should lead this initiative in collaboration with the UK Transfusion Laboratory Collaborative, BCSH and BBTS. Liaison with software developers is essential to enable safety initiative to be effectively incorporated into existing systems.


	

	NPSA
	Competency assessment and standardised, transferable competency certification of all staff involved in transfusion. 
Hospitals and Trusts are in the process of rolling out competency assessments for all staff involved in the transfusion process as a result of the NPSA recommendation (SPN 14) and the MHRA requirements for laboratory competencies. Comprehensive competency frameworks have been developed by NPSA which are used within trusts as a basis for local training and competency assessments. However a standard, nationally transferable, checklist of minimum requirements for certification for staff involved in transfusion needs to be developed, agreed and disseminated. The NPSA should initiate this project in collaboration with relevant stakeholders.


	 


Other Main Recommendations
	HTT’s
	Discontinue use of the compatibility form for checking patient identification. 
The compatibility form issued from the transfusion laboratory computer system (at the time of printing the blood component labels) should be discontinued except in hospitals where it is an integral part of the traceability record for the component in question.

	

	BCSH
	Ensure adequate observation of patients receiving transfusion 
Guidelines for blood administration must include a requirement that observations are done at baseline, throughout the transfusion of blood components and regularly during the subsequent 24-hour period in order that serious transfusion reactions are identified immediately and not missed. Patients having day case transfusions should be advised to contact the clinical team if late reactions occur, and they should be given a ‘contact card’ with access to 24-hour clinical advice.


	

	Trust directors of clinical governance and risk managements
	Develop a supportive culture for hospital staff involved in transfusion. 
Doctors, nurses, midwives, biomedical scientists and other staff should be encouraged to ask for help and clarification when they recognise that their own knowledge and skills are inadequate for the situation in which they find themselves. Failure to do so could be deemed negligent if an incident occurred. A culture of supportive, friendly surveillance and teamwork needs to be encouraged and nurtured in all clinical and laboratory areas, and any lessons must be shared with the relevant Governance and Risk Management groups and users.

	


Individual Chapter Recommendations
	Clinical risk managers, HTT’s
	Competency assessment of staff involved in the transfusion process must be relevant to the person’s core role and knowledge requirements, This must be carried out in accordance with NPSA SPN 14.

	

	Clinical risk managers, HTT’s
	All staff must be trained (and competency assessed) in recognising the different blood components and their labels.

	

	Clinical risk managers, HTT’s
	The potential risks of access to emergency O RhD neg units within satellite fridges should be recognised and strategies put in place to minimise lack of correct identification. Clear guidance should be formulated regarding their use and potential risks associated with their removal from fridges. The emergency units should be separated and clearly labelled.


	

	NBTC, RTC’s
	Shared care discharge notification, giving tick-box options for special requirements, with reasons, should be completed by the referring clinicians and forwarded to the receiving hospital through the laboratory network.

	

	Transfusion laboratory managers
	Laboratory procedures should be validated in line with BSQR and should be revisited following an error as part of Corrective and Preventative Actions.

	

	Transfusion laboratory managers
	Competency assessment in laboratories must be linked to process. BMS staff must be competent in performing the test but must also have a thorough understanding of the content in which the test is being performed, i.e. the test in relation to a specific patient and the clinical information, Basing competency assessment on National Occupational Standards (NOSs) will enable this, as NOSs have both ‘Performance’ criteria and ‘Knowledge and Understanding’ criteria.

	


	CEO’s Pathology managers
	The UK Transfusion Laboratory Collaborative has recommended the minimum standards for hospital transfusion laboratories in terms of staffing, technology, training and competence. This document is in press in Transfusion Medicine and should form the basis for future laboratory planning.

	

	Trust CEO’s, HTTs
	Chief executive officers of hospitals and trusts, and their hospital transfusion teams, must use the UK Transfusion Laboratory Collaborative report as a  basis for achieving the minimum standards recommended for staffing, skill mix, automation, training and competency in their hospital transfusion laboratories.

	

	NBTC and equivalents in devolved administrations
	Standardisation of IT systems is required across the UK, and a national minimum specification for hospital transfusion laboratory IT systems should be developed. This would then be used when working with individual suppliers of LIMS systems.

	

	NBTC
	Trainee doctors in all hospital specialities must receive sufficient transfusion medicine education to be comfortable and safe in the clinical and laboratory assessment of anaemic and bleeding patients, and to be able to use blood components optimally to manage them

	

	Trust CEOs
	A culture shift in the clinical arena is required so that when a doctor feels unable to handle a clinical scenario, requesting and obtaining appropriate help is easy, and negative judgement is avoided.

	

	HTCs
	Hospitals should review who collects and transports blood. Only appropriately trained, competent staff should participate in the collection and transport of blood components. All staff must have sufficient knowledge to appreciate the critical points in the task.

	

	HTCs
	Trusts should ensure that robust systems under overall control of the hospital transfusion laboratory are in place for anti-D Ig to be issued on a named patient basis, to ensure both appropriate use and to meet traceability requirements.

	

	HTCs
	Initial management of a suspected transfusion reaction should be directed towards rapid assessment of the patient’s condition, and treatment of their symptoms and signs.

	

	HTCs
	It cannot be assumed that all adverse reactions to blood components are due to an ATR in a category defined in this chapter. Unless the diagnosis is clear, patients whose reactions are severe enough to warrant stopping the transfusion should be fully investigated to identify other potentially serious causes of the symptoms such as TRALI, bacterial contamination, TACO or haemolysis. In addition, it should be borne in mind that symptoms may be due to, or augmented by, the patient’s underlying condition or other intercurrent illness. Hospitals should have a policy for the investigation and management of ATRs based on current best practice. An update of BCSH guidelines is in process.

	

	HTCs / Consultant haematologists

with responsibility for transfusion
	As the mechanism of ATR is still not clear, the role of unselected testing for HLA, HPA, or HNA antibodies appears very limited. Patients who experience anaphylactic or severe allergic reactions after platelets should have an increment measure between 1 and 24hours after transfusion. A severe reaction could indicate platelet refractoriness, in which case HLA matched components would be indicated. Otherwise, the next step should be a trial of PAS – suspended platelets, or washed components, before embarking on HLA testing.

	

	HTT & HTC
	Acute Transfusion Reactions that meet the MHRA criteria for SAR, i.e. those that are ‘...fatal, life-threatening, disabling or incapacitating, or that result in or prolong hospitalisation or morbidity’, should be reported to MHRA as well as SHOT through SABRE.

	

	SHOT
	The ISBT reporting categories for transfusion reactions are being promoted by ISBT and IHN to be adopted internationally to facilitate comparison of data. SHOT analysis categories will need to be adapted to fit with the classification.

	


	UK Blood Services
	Blood services should review the critical titre of 1 / 128 screening high-titre anti-A and anti-B, and consider whether donations should be screened for IgG in addition to IgM antibodies.


	

	Hospital blood transfusion laboratories
	Prior to transfusion, an antibody history and a transfusion history should be actively sought for previously unknown patients with sickle cell disease. This must include contacting the local blood service reference laboratory as well as any other hospitals the patient has attended.

	

	UK Blood Services
	A national register of patients with antibodies, linked between the red cell reference laboratories, should be considered.


	

	NHSBT & NIBTS
	UK Blood Services that have not yet achieved 100% male FFP and plasma to platelet pools must make this a priority. Exchange of male FFP for previously issued female FFP should be undertaken whenever feasible.

	

	Hospital Transfusion Teams
	Staff must maintain a high index of suspicion of bacterial causes when managing acute transfusion reactions. Symptoms may appear to be more allergic in nature, but cultures must still be performed whenever bacterial contamination is a possibility.

	

	Hospital Transfusion Teams / UK Blood Services
	Staff involved in transfusion should report suspected cases of bacterial contamination to the blood services as soon as possible, in order to facilitate the return of the implicated packs and the recall of any associated units, even though in some cases it may be difficult to determine whether the patient’s reaction was due to a bacterial cause.

	

	SaBTO, UK Blood Services
	Strategies to reduce bacterial contamination of blood components should continually be reviewed. SHOT welcomes the involvement of SaBTO in this process.

	


	HTT
	Increased recognition of TACO by clinicians and reporting to SHOT is needed, to raise awareness and increases focus on this important and in many cases potentially avoidable complication of blood transfusion.

	

	NBTC
	Education and training aimed at the recognition and avoidance of TACO is required for across all specialities, and nurses both at national and local levels. Education and training of junior doctors, to ensure appropriate decision making as regards transfusion of blood components / products and appropriate prescription, remains a key priority.


	

	Medical practitioners
	Doctors should ensure careful clinical assessment of each patient to whom transfusion of components is being considered, to ensure that the proposed transfusion is appropriate. This is particularly important in the case of RBC transfusion to patients >70 years, regardless of the presence or not of concomitant medical conditions that increase the risk of TACO, The minimum volume of blood components required should be prescribed to be transfused at an appropriate rate, in accordance with BCSH Guidelines on Blood Administration (revised guidelines are in preparation).

	

	HTT, BCSH
	If it is necessary to transfuse RBC’s to a patient with chronic anaemia the risk of precipitating congestive cardiac failure may be minimised by administering a diuretic (e.g. oral furosemide 20mg), and by reassessing the patient after the transfusion of each unit of red cells. The decision to give a diuretic must be based on clinical assessment of the patient.

	

	HTT, BCSH
	Nursing staff should record the rate of transfusion and fluid balance in patients receiving blood components and act on signs suggestive of TACO. Transfusions should be administered at times, and in locations, permitting careful observation of patients throughout the transfusion and upon its completion. Out-of-hours transfusions should be avoided unless appropriate facilities are available. BCSH guidelines on blood administration in preparation should address these issues.

	


	HTT
	All pulmonary reactions to transfusion should be reported to SHOT. Accurate information on the diverse spectrum of pulmonary complications of transfusions will inform a systematic approach to their appropriate investigation and management.

	

	HTCs
	All cell salvage operators must undertake initial and regular update training and to be assessed as competent. There should be documented evidence of competence in the form of a training record. Competency assessment workbooks are available for both ICS and PCS at www.transfusionguidelines.org.uk

	

	HTTs / HTCs
	All ICS and PCS related adverse events should be reported to SHOT.

	

	HTCs
	Monitoring of patients is as important for the reinfusion of red cells collected by ICS or PCS as it is for allogenic red cells.

	

	HTCs
	Cell salvage machines are classified as Medical Devices, so all adverse events attributable to machine errors and failures should be reported to the MHRA as well as SHOT.


	

	SHOT
	The trend in increasing paediatric ATR cases, in particular in relation to platelets, needs careful monitoring.

	

	HTTs
	Clinical staff should be encouraged to report all ward-based reactions and events including possible TACO, TRALI and neonatal ATR cases.
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