
University Hospital !211 
Birmingham 
NHS Foundation Trust 

Hospital Transfusion Committee 

Haematology Seminar Room Haematology Laboratory EH 

15th Dec 2010 
12.30 

1. Apologies 

2. Minutes of the meeting of 291h Sept 2010 

3. Matters arising; 
NPSA -Massive Transfusion Protocol to sign off (enclosure 1) RD 

NPSA — Right Patient Right Blood ST/MH to update 

Browser —MH 

4. Internal Reports 
Laboratory Update —JT 
Incidents and complaints — (enclosure 2) MH 

Usage/ wastage- (enclosure 3) MR 

5. Audits 
Wastage of Fresh Frozen Plasma JT 
Traceability MH 
MSBOS in Urology MH 

6. External Reports/discussions 
NHSBT report re blood stocks over holiday period —MH for All (apologies) 

7. AOB 

8. Dates for 2011. 
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. :. :w is a • 

Hospital Transfusion Co it 

Please note that these minutes may be made availablk to the public and persons outside the Trust as part of 
the Trust's compliance with the Freedom of Information Act 

Admin Seminar Room, Admin Corridor, QEH 
Wednesday 29th September 2010 at 12,30 

Consultant Anaesthetist -Liver Surgery 
Consultant Haematologist -«Military Liaison 
Consultant Haematologist 
Hospital Transfusion Practitioner 
Hospital Transfusion Practitioner 
Blood Bank Chief, Haematology 
Risk Management Advisor 
Group Quality Manager 
Clinical Educator 
Consultant Anaesthetist-Cardiac surgery 
Military BMS2 Blood Bank 
BMS2 Blood Bank, BARS Manager 
BMS3 Point of Care 
Nurse Education Co-ordinator 
Consultant Anaesthetist- ROH 

Chair- John Isaacs m Consultant Anaesthetist Secretary. Mary Hltchinson 

1. Apologies 
Maureen Perks, Jacquie Roper, Andrea Harris, Lavinia.-H anna. 

Future meetings — apologies to Maureen Perks .,.. (ext GRO-C 

2. Minutes of meeting held 23rd June 2010 at 1230 
It was agreed that the minutes were accurate, 
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University Hospital Birmingham NHS Foundation Trust 

Hospital Transfusion Committee 
elective surgery at ROE!. 

4 Edocation 
5. -- ht Patient I i lood scramea sent ont with enda 

JI had presented the NPSA action plan at the Clinical Quality Management Group and since written to 

Tim Jones and Dave Rosser asking them to confirm acceptance of our potential non compliance in 

November, 
N' has recently interviewed for 2 transfusion trainers. The post was for l2months. 14 individuals applied 

with only S suitable for interview. Of these 5 DNA.'d and others not appointable, Although a lot of work 

has been done to meet NPSA requirements if unable to recruit to these posts we will be unable to fulfil 

the plan. ST to report to NPSA and has asked for gap analysis to identify deficiencies. 

Discussion around future of NPSA which may be incorporated into Clinical Quality Commission. There 

is a move to make transfusion serious untoward incidents a Never Event' 

Action: MH MF & ST to meet to identify deficiencies 

5. New Hospital 
l loa_~ bankLssues 
JT stated that wireless problems in Blood Bank have improved since IT had provided a central router. 

Blood Bank had blood stored for the papal visit. 

Massive Transfusion Polio 
JT presented poster showing MTP, Much improvement in usage and wastage of blood since 2 bags of 

emergency blood had been incorporated into system. FED stated that protocol needs updating. Poster 

stimulated much interest and won award in the biggest section at the recent British Blood Transfusion. 

Society conference. Lively discussion around MTP. 
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University Hospital Birmingham NHS Foundation Trust 
Hospital Transfusion Committee

Date of Next Meeting 

15'h Dec at 12.30 in Hemato1ogy Seminar room 

an Ccmmit± 29.09.10 MH P t 3 3 
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MASSIVE HAEMORRHAGE PROTOCOL incorporating the 
Massive Transfusion Protocol (Draft 18 11 2010) 

Potentially Life MASSIVE Pre-hospital 
Threatening HAEMORRHAGE ALERT or Trauma Alert 

Haemorrhage TRAUMA ALERT Triggers include 
Contact key staff & 

Inform Blood Bank on — 
- SBP t 90 mmHg 

Suspected pelvic ring Collect Blood (red cells) 
Ext 13297 l or bleep 1376 fracture 

Collect crossmaEched units or 'Haemorrhagel trauma Alert - High speed RTC/ ± ejection 
- Fall >8m (adult)g

2 units of Emergency  Give patient location, Tel ext. details - Penetratin gJcrush torso 
'0 Neg' blood from. injury 
• Central Blood Bank, level -1. 

A&E level 1. 
Theatres level 2, Confirm 'O neg' stock 
Your nearest blood fridge Consider Level I infuser 

RESUSCITATE (ABC) 
Take bloods: FBC, U&E, Ca=', ACTIONS ABG, Clotting (ROTEMITEG) INFORMATION 

Stop the bleeding & Send urgent X-match sample 
Keep Patient Warm to Blood Bank ASAP 

Control Haemorrhage 
Stabilise fractures 

• Pelvic brace 
Early surgery 
interventional Radiology 2417 

U . 

Haemostatic drugs 
Consider: 

Tranexamic acid 
Beriplex for patients on warfarin, 

especially with Neurotrauma 
Novoseven (dlw Haematology) 

Intra-operative cell 
salvage 

- Transfuse 1 x FFP for every 250 
ml of recovered red cells 
- Transfuse 1 x ATD platelets for 
every 1000ml of red cells 

MTP STAND DOWN 

MTP packs no longer required: 
Inform Blood Bank 
'MTP STAND DOWN' 
Confirm H further blood 
required and when 
Return unused products 
Return paperwork 

I L 40y on eats 10 the 

limper Trnshaon C ...it . 

I aw 1008. 5.'..d rbv 2010 

Assess - give 2 units blood 
(red cells) If required 

Re-assess 
Is Massive Transfusion support required? 

If Yes contact blood bank 
Confirm use of Blood & state 

'Activate Massive 
Transfusion Protocol' 

& request 
Massive Transfusion Pack 1 

Massive Transfusion Pack One 
Issued within 30 min: 

4 RBC+4 FFP 
Group specific or compatible 

Re-assess 
Is MTP required? 
If no — stand down 
If yes - request 

Massive Transfusion 
Pack 2 

Massive Transfusion Pack Two 

4xR8C 1 xATD + 
4 x EF? Platelets 

Group apecifidcrossmatched 

Team Roles 
Senior clinician to lead 
resuscitation and assign 
roles including: 
- Appropriate venous 
access 
- Communication with 
Blood bank and support 
services 
- Fluid & blood prescription 
& documentation 

Transfusion Targets 
Use results to guide blood 
component therapy and 
resuscitation once situation 
under control. Suggested 
targets are 

Hb >8 (-10) gldl 
Platelets > 75 x 109A 
PT & APTT < 1.5 

- Clauss fibrinogen >1.5 gl1 
Cat° (gas) >1.0 mmolA 

-3,3<K'>5.5 
- Temp >36°C 

2 pools of Cryoprecipltate if 
fibrinogen c1.5gli and bleeding 

Re-assess 
Once administered, re-check 

FBC, U&E, Ca, ABG, clotting 
(ROTEMITEG), fibrinogen 
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University Hospital Birmingham N Foundation Trust 

Hospital Transfusion Committee 

Please note that these minutes may be made available to the public and persons 
outside the Trust as pall of the 

Trust's compliance with the Freedom of information Act 

Haematology Seminar Room Queen Elizabeth Hospital 

Queen Elizabeth Hospital 
16th March 2011 at 12.30 

Present. 
Dr John Isaacs 
Dr Heidi Doughty (HD) 
Dr Jonathan Wilde (JTW) 
Mary Hitchinson (M1:I) 
Jane Tidman (JT) 
Sheena Taylor (T) 
Karen Morris (KM) 
Michelle  Field (MF) 
David Leonard (DL) 
Chandra l3hiramasetty (CB) 

Consultant Anaesthetist 
Consultant in Transfusion/Haematology 
Consultant Haematologist 
Hospital Transfusion Practitioner 
Blood Bank Chief, Haematology 
Risk Management Advisor 
Group Quality Manager 
Senior Nurse for Education 
BMS2 Blood Bank, BARS Manager 
Consultant Anaesthetist (ROB) 

Chair; Dr Jonathan Wilde Secretary: Maureen Perks 

1. Apologies 
Deborah Turfrey, Jacquie Roper, Lisa Pina., Dell Brothwood, Joanne Moysey, Louise Deraaer 

Future meetings apologies to Maureen Perks — (erf GRO-C 

I Minutes of meeting held 15th l eeem er 2010 

The minutes of the last meeting were agreed as an accurate account. 

3. Matters Arising 
pid Rcsporise c oll 

511 has updated  policy and will forward to kith Porter and HTT. One specific communicator 

required for every clinical team and that person should continue the process. HO— responsibilities 

and processes are specified in the Massive Transfusion ion Protocol. 

MH carrying out teaching in satellite areas. JI asked to keep an eye on it and to feedback on any 

issues. 
-HD — should be incorporated in Trauma Team Training. 

aHD — Flow chart text needs updating but should be compliant by action date. 

lit Patient Right Blood 

MF reported that well be compliant by 1.4.11, Nurses who have not undergone training will not be 

able to transfuse. Should be enough trained nurses in the system to accommodate. The main focus 

is on administration  but with sampling possibly around 80% compliant 

oJTWJJI had met with. Dave Rosser to discuss medics compliance. Medics putting paper together to 

take to CEOG. 
vST stated that although originally compliant NPSA had re-issued compliance document. Now 

working towards compliance by 31.3.11. 

wST — ABO never event relating to severe transfusion reaction or death to come into force by IA. ii. 

Coroner is required to disclose any event. Financial penalties are incurred i.e. non payment of care. 

Fetal Tramf no  C. r It 16.3,11 mp/m 
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University Hospital Birmingham NHS Foundation Trust 

Hospital Transfusion Committee 

i3roser 
wJT awaiting action from I.T. J"1" will send out date once confirmed 

Action, JT to distribute date. 

gJI stated that majority of anaesthetists do not use the Clinical Portal and as a result would require 

training 
Action: JT to inform 1 before sending out Trust communication. 

Action: JT to organise communications in Loop. 

41 Internal Reports 

PJT reported CPA inspection carried out on 31.1 .I I. No reuse-conformaances raised with many 

examples of good practice noted. 

1 lrxssi~e laaetaxorrhaa protocol ractivatioats 

Liver transplant patient received over 100 units on l6 2.11. Lab thanked for their help. 

wOne bag of blood untraced. 
a-HD/JTW to visit ED to highlight to clinicians use of blood stocks. 

aJI stated that this was a laboratory view and not clinical and more specific details of the case were 

required Clinicians were working in unpredictable situations which made it difficult to call 

accurately. 

incidents eased cc aaa faints 'full re oa°t revious]. d s ributed

Acute Tra:rfusion. Reaction -w reactions discussed, 

.. _ .. ...~.. ~ Ball_ t°~rarart a~ttaecaxirl with ra~a.laat~te~ 
4mprovement since: closure of S Ft. 
JT reported that asset. 01: temperature control should also Improve. 

Platelet stage raised" IT stated that feel only order platelets for named patients. 

O Neg lease been critical  in winter months. SOil head high percent of 0 Neg use due to IR DM. Since 

move to New Hospital this has improved. 

Action: JT to supply audit to Ji and ). I). 

5b Audits 
Wastegc caf i°resh I°ro g ._i'l rtali 

R.etrospective audit carried out on wastage of FFP. Data was extracted from laboratory computer 

system. Cardiac and Liver biggest offenders" Ii asked for details on areas  within Liver to see where 

wastage was. 
Actin- JT to provide information to 31 

Traceaabl.li r 

9% reported for February. One area did not trace any units. 

6. AOB
* HD — Cell salvage meeting to take place 1,4,11, 
* West Midlands Regional Transfusion Committee Workshop to be held on 27.6.11 includes Conflict 

Management, Communications and SelfControln 
National TP Educational Event to be held on 23'd/24th June. 

• Training Day  TS National Society 29.4.11 response required. 

• Annual SHOT Symposium 2011 to be held on 6`' July at the Royal Society of Medicine, London.. 

Ho p to Tan umn  iistd 16.3,11 € p/ h Page 2 oaf 3 
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7m ETC Dates for 2011  Venue:Haematology Labs Seminar Room 

Wednesday 15 June at 12.30 
Wednesday 14'" September at 12.30 
Wednesday 14th December at 12.30 

....... ____ 
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