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Foreword 

Sa BTO 
Advisory Committee on the 

Safety of Blood, Tissues and Organs 

In March 2010, SaBTO initiated a public consultation on patient consent for blood transfusion. 

Whilst it was concluded that mandating written consent would not improve the level of informed 

consent, the committee published a series of recommendations to strengthen the governance and 

oversight of consent for blood transfusion in the UK. 

SaBTO commissioned the National Comparative Audit of Blood Transfusion to conduct an audit of 

the extent to which patients undergoing blood transfusion are involved in the decision to transfuse; 

are provided with sufficient information to allow them to make an informed choice, and the extent 

to which we can demonstrate patient-centred care through our medical records. Recent inquiries 

into NHS care, such as the Francs i eport (2010) and Sr Bruce l'èogh's inquiry into 14 
underperforming Trusts, have served to highlight the need to ensure that we move away from 
institutional centred care towards patient-centred and then, ultimately, person-centred care. 

This audit report provides encouraging evidence of the extent to which we engage our patients in 

their transfusion experience. Much good work is in evidence, but improvements can be made in 

areas of policy, training and practice to drive up the disappointingly low results achieved in 
documenting, for example, the discussion of risks, benefits and alternatives to transfusion. 

It should be borne in mind when reading this report that the responses obtained from patients were 

limited by the fact that it was not possible to survey those who were not able to use the English 
language. Many patients were disadvantaged by this and, should this audit be repeated, 
consideration should be given to how we can overcome language barriers. A second consideration is 

that the survey was completed at some point in the patient'sjourney through the transfusion care 
pathway; discussion about transfusion may therefore have taken place at some other point in time 
or at some other place not covered by this audit. Further, many of the staff surveyed stated they 

had not discussed transfusion or given information because they had assumed someone else had 
done so, or that they felt it was not part of the role they were performing when they had contact 
with the patient. 

Thus, the only way we can truly capture data on, measure, and improve the provision of information 

and the obtaining of consent is via the patient record. Each organisation needs to make their 
processes clear to staff and provide clarity about who is responsible for ensuring they are carried 
out. Standardised documentation will go a long way towards not only prompting the behaviour but 
in recording it. Ultimately, it will help us all to demonstrate our commitment to, and our 
achievement of, our shared goal of putting the person at the centre of the decision to transfuse. 

GRO-C GRO-C 

.-.-.-.-._._._._._._._._._._._.-.-.-.-.-.-.-..., ._._._._._._._._._._._._._._._._._._._.-._._.-.-.-.-; 
Professor John Forsythe Catherine Howell 

Chair, SaBTO Chair of SaBTO Consent Working Group 
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While there is a general legal and ethical principle that patientMnsent.shouid be obtained 

Prior to .a medical intervention , the question of whether separate informed Consent 
should be obtained or blood transfusion has provoked considerable debate. This issue has 
been s c;fica.11y tac ki d is ,,r a stakeholder consultation undertaken by the dv s 
Committee mittee on the S fe.y of Eoo , Tissue and Organs.(SeBTO),. in part prompted by 
inconsistent practice across the UK. The final recommendations re~enfor ced the need for 
valid consent for blood transtu s on to be obtained and documented in the patient's clinical

re ,r ¢ is lntaaltl rp noesstona1, These recommendations were in part informed by 
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with iic.rn stves a a i ie with clear documentation In the finical records ~3 . 

is now .i i nnf st snopiv of `:formation leaf et s, on i^ -:hod transfusion developed in 
oerticutar by the UK d services :,t the proiKon of sush isafletS to patients is not 
i e 1detoh The in ted audit activity undertaken to date in the held has Shown that 

ski 'i , s ° lx;s t,: r: ,, iaj a.iallaab:e in s". 3. 3{; l.',, many ps ~tle nls vvho ha e v been transfused 
o t rr 3 

th. r f 3'ro Active a~ involvement  important  :: C?+: { +.. 3 ' ,# r1a:t; ;t • t : an  .,rir ! le at 
r ;7 h" ,.; t a. T ' " € r~ ri  a # ,g r s fl;.: ;. aorc r g 1-/rflatlofl

rot It. of .iY '`f "ca  ppetients hut :.9 -:,so xos' the thnnre !^r -t$c.:... a: ,'. s''1 "s !nobd, Th is 'tsar 't el 

C  mperetUe nudt whi pro  : id , a comprehensive t' -e , iew of current practice e ash 
highlight areas where further action is needed. 

t 4 
'x 

yytt,,
'*i7f`£x 1 tip ✓5`c

T a rise ~,{`. ,-at extent io, .:. s document theprovision: of formation on blood 
{ 

7 ~. red . .. . . 
~. s _ .L f of . ''3. 

a t_t Gi r .k l- [E i. ~~ .~lR# re vere ~~~. 
ar; °o~_ ate Tt .9 .,.,'f S'r ~~ }, if%~ rr:.j ~.~ 

To urrev dsd•ers  ewer 7e Y , Iihe to them 
To r ,>, r ` ,~- +v3 
re"aJr,'L'_ 1 

v. 
, t3i ti , .A. aaL la o .47 .Oln €x a <la: h.t

_; `.. } ,..fit.'; ', ia .t':'?a, s<.  t., ..s. €+ m,_,,. .~_, d, -= a  s .':Y: ' _ ' >0 ;s. „e sae.: l4. 

inforr"}* 4'i=:a`i 

WITN7001042_0007 



* c~,~-_{.~ ~y :'~ ~ lt~ ~ f  c~ ~~ `~ e' .ii~>l4*a,~x~- c~fi„~ s~~. :;."'`,~~ ~1 ~:~';~~~.>w.2`''~,,~~`~ r  •''" N 

standard for this audit. 

..~, . '.. 5. ann ,I ti ~d. p$Y:', S1 tk t S j f  C ndaldcns io be usedare iS follows: 

1) The € : #'s records ed-'nre t. t consent for the tr °is u on had teen 
Obtained, that written de2 , `w`,,s b rodd i . t benefits, risks and alternatives were 

2. A: arfr n.es , F id knowledge amongst healthare x: toff involved in prescribing and 
e thr v r „ r'a r?sfusion includes awareness  a  a staff of availabriity of patient 

irc a : ta in clinical areas and as a wab a s r nnrce. 

. .:. r' '` .. 'i ""p! r fi .~< ~. ~ a a ` ~,~~ p✓, 
., , i"~ , ,.t ' i ° '~ ' " 

q,,, 

f r %,.a,.:r.;. 

ff : f' ,, _4 oar .,!", i f7„ '  t,>. t ^sue . ,, :. ::i~ ` s`4,R, 4"°` b'. 
fl'.;',f

x.. j 3 A`. iai 2•~y j t  £.. . : :.ph 2  _'t . 2.=iy r '' *a  h'' a1 'ad ' `sr ire

iP., 1ic 1rS ' ?i:.  ..Ai , ,,. rna. ffi. ,.. a r,cinr Too r, .° 

th'o 1,,c r y".r?( ( r e , . ...,, `"` - rci, ' -a `._, , .'°; wci rs ia 1 _h &( ' , ,l'  °attar ci

2 rt . .'"1 t- V' .. ,3 t̀ ' ,+ -J (, ':   . -ginari *. Y• 1 'S {';: i.2 z`t.}'"` ",,.r;-k 

rO-  , 1. ',r . . i arrr icint an F  @ ,a hood r. a  rn'aan TaO: ;ow . t':. 
t 

.9Y - f s r -^s 3"x & r• 4 'Rg a-2ri -r t• ttr '~.:: . i! _ i  ., ,. ,., ~~i ., .v, ., r3.. a,  ..N ,~ . . „~ ,, .:~~ ar 

.. a tr„?# ' S te. 02. .. . ad and rr t .,". to :a?f t z an aro  -r ,_ > ' r" 7_ 

It i '̀,"ir• ;  rr .: + 0. w?f 'lraciad on don thana ";t t i .v<:;"' rancid  .~ C. `. 

.fir .  : 2.::• >.f loa . . , ate t 
:'f' tr„ .P,"2-, to- d (; ~~ . ,  d d ,r p. : . . ,v.3 

$w a ne ^'a r t 't a '9r rO r' •Fr'  ; 70 a ~+.. ~.-._, l ,;~i. non  ."'~ ~sw '~..  ti, . ;r a, r .+ ,. . ~t`t  ,.ff`• ,t r ,I,  ,. 

a  f ., . . a: afi  ran taX :< t3 . ..n: .a O Ito: !_, „.>,r.~._ .. :4 . that ft

» r (t.. t, ._ to - 'ton ocnroat r ., _ nana z ' . , m• Vin i 

~4 y 
P'-'i, .. i~a k. _t than f'.. C~ J. .u,., 1., a &..+ ,k~,. :'i{ and E

¢. 

 ci . h (1~: .r.  , r..i, 1i.`li:. 

s, # . t : si if .x ,C , 3<t _ E If;',', r 

e : to fi t  ° r'roan cation r <t anna di r' vat i ,f  rho ; .Od d o ifs k c s ; ;"f':•,;

t.p n .,; , r',  ."or c. e{ ' (, r  inca Inn :;nestO.cia an thai r ' , i ,: oar-ca tad )...< 

W".3 ', r , a .• .k f.r r..-,,. P,'r. . Inn-  ,. ;na,t s th.r'y are  1Oi 4Ya .✓- ~., O rdo"ri aYF -r r"k '. vi 

N'r" th e an: 
t

. , !'1 
-` 5r € ``; r-. : 9'; >•< d ;F , t,( ,,''it-rootthy, 

d - e  . ~;° Yy sti,~ Ir.5 
a r th e ~. ti. ev 

tt

 '~ 3~ _ ,,J..- . i~ _ l a  '41_d 

'fi, r ar  t~ t si: ,.r  .°~..ii"' gy •r4. C ,k.- . anal, I_!e.:. ,.. ar ra 'Sjs' p an 
t ? kS r 

roan--on  a > f t ..r 000(t3 'no toO t £,P a r r t f r x Y. ill er : .( y$ ''c' 0' thai ;-feat:  ,n 

ror a,' Y ,  Ida ron z , 'iran ? J  ( s'' e =f'.•. o' . l,.: `, t n . t  c t 1; a' rr  sr on -- f ' - a h-non.r r tt 

WITN7001042_0008 



L'. le to . :3, a>. th em to n tun n .  i7 ,.3r e  : .Sl t ,v'euz p.34r 51b t  i ) T s' 

The au to t u ~i c; se twice s'f r c ss : ry €. t i. 3 nom tran tips. 

Finally. the a udh-or collated the casenate audit tool; the pat t And staff questionnaires 
(which all cc taned the iqe unique Audited Patient. Number ec tine ` can .3e €fined).. and entered 
the data c "`= ,. 

Eci;.jsinns. Patients nee£.,, ; a;i eqenc' tr m2usion for a surgical, red` ,a3 or obstetric 
iy%dic t n were not included. Patie tta w{ c -:,x ld not use the Engsh language 
C  nderatiøn vas given  to using  niuhoe language versions € t the patient survey, but costs 

n ohibited this and so the use of Enghsn only is acknowledged as a limitation ref the audit 
design. 

Ti re was a concurrent =arc ecl tc co'He'9 uah. r r ;a =?r? o nformatinn ccnnn n 
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Organisational questionnaire data were available for 141 sites. 

Your site did have organisational data 

Policy on consent and information 
Q1 Do you have policy on consent for transfusion? 

85% (120 out of 141 sites) had a policy. Your site does have a policy 

Tahiti I — Nature of the nolicv on consent for transfusion 
National (120) Your site 

n 

02: Hospital/TrustiBoard wide? 99 119 Yes 

Q3: Part of a transfusion policy? 95 114 Yes 

Q4: Part of a general policy on consent? 44 53 No 

Q5. Do you have policy on the provision of patient information? 

89% (125 of 141 sites) had a policy, 11% (15) did not while 1 site did not state. 
Your site does have a policy 

Table 2 — Nature of the policy on the provision of patient information 
National (125) Your site 

n 
Q6: Hospital/Trust/Board wide? 98 123 Yes 

07: Part of a transfusion policy? 85 106 Yes 

08: Part of a general policy on consent? 50 63 No 

Q9. Do you a have specific policy for providing information if consent could not be 
obtained? 

48% (67 of 141 sites) had a policy, 52% (73) did not while 1 site did not state. 
Your site does have a policy 

Q10. How is the provision of retrospective information to be documented? 

Patient 
records 

By 
clinician 

Deprivation of 
liberty form 

Transfusion 
Request/Prescription 

Discharge 
letter 

40 1 2 13 10 
*Some sites had multiple methods for documentation 
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Wquirement for consent in your HospitaltTrust/ Board 

Q1 1 Do you require written, signed consent for transfusion (signed by medic and patient)? 

18% (25 of 141 sites) had this requirement, 80% (113) did not while 3 sites did not state. 
Your site does not have this requirement 

Table 3 — Nature of the reauirement for signed consent 
National (25) Your site 

n 

Q12: Specific (stand alone) transfusion consent 40 10 
Q13: Part of a consent form with a small 
transfusion section 

72 18 

Q14: Other 16 4 

Q15. Do you require staff to inform the patient about benefits, risks and alternatives and 
document the fact in the notes? 

93% (131 of 141 sites) had this requirement, 7% (10) did not. 
Your site does have this requirement 

Training 

Q16. What training is provided for the following staff groups? 

Table 4 — Training provided 

National data only 

Appropriate use of blood 
Medical Nursing Midwifery 

n % n % n 
eLearning Modules 84 118 63 89 56 79 
Generic sessions on consent 47 66 40 56 33 46 
Sessions specifically on transfusion consent 37 52 31 44 26 37 

Patient information & consent 
Medical Nursing Mk1w  y

n % n % n 
eLearning Modules 69 97 53 75 48 67 
Generic sessions on consent 55 77 48 68 43 60 
Sessions specifically on transfusion consent 42 59 35 49 28 40 

Q17. How is training delivered? 
9% (12) delivered Face to face training, 6% (9) delivered online training and 83% (117) 
delivered both, with 3 sites not stating. 
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Consent process 
Q18. Are patients routinely given written information? 

77% (108 of 141 sites) routinely gave information, 22% (31) did not while 2 sites did not 

state. Your site does routinely give information 

Table 5 — Tvoe of information given 
National (108) Your site 

n 
Q19: Leaflet supplied by NHSBT 94 101 No 

Q20: Own leaflet 17 18 Yes 

Q21:Other 2 2 No 

Q22. Where is written patient information available? 

Table 6 — availability of written information 
National Your site 

n 
On all wards 80 113 Yes 

On selected wards 16 23 
Central patient information point 21 30 
Other 41 58 

Not available 0 0 

No response 1 2 

Q23. How are staff informed of the availability and re-supply of written information? 

Table 7 — informing staff 
National 

n 
Training 80 
Transfusion Practitioner 46 
Intranet 34 
Policy 22 

Email 8 

Laboratory 6 

Other 9 

Not known 3 

Q24. Is written information for patients (about blood transfusion) available on hospital 
intranet? 
52% (74 out of 141 sites) had information available, 47% (66) did not, while 1 site did not 
state. Your site does have information available 
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Results — Clinical Casenotes Audit 

164 sites contributed data on 2784 cases, median 18, IQR 10-24 cases. 
Your site contributed 20 cases. 

Time of transfusion 
24% (670) of audit transfusions took place in January 2014, 33% (909) in February 2014, 34% 
(952) in March 2014 and 9% (241) in April 2014, not known for 12. 77% (2146) took place 
between 8am and 8pm with 18% (488) between 8pm and 8am, not known for 5% (150). 
Transfusion Day was: Sunday (4%, 113), Monday (15%, 426), Tuesday (23%, 654), 
Wednesday (21%, 594), Thursday (20%, 551), Friday (13%, 373), Saturday (2%, 61), unknown 
for 12. 

Q1. What is the patient's year of birth? 
This was used to obtain patient age (= year 2014 minus year of birth). Median (IQR) age was 
74 (61-82) years, n=2776. Your site median age was 68 years, range 39 - 94, n=20. 

Q2. What is the patient's gender? 
53% (1471/2772) were female, 47% (1301/2772) were male, not stated for 12. 
Your site: 45% (9120) were female 

Q3. In which clinical speciality was the patient cared for? 
Table 7 — Clinical specialties 

National Your site 
% n % n 

Medical 42 1172 45 9 

Haematology/ Oncology 20 570 0 0 
Surgical 33 916 55 11 
Obstetric 4 114 0 0 

Not stated 0.4 12 0 

Q6. Is the indication for transfusion documented? 
This was documented for 81% (2251), not documented for 18% (511), not stated for 1% 
(22). Your site: 85% (17) were documented. 

Q7. Is consent documented for the RBC transfusion? 
This was documented for 43% (1192), not documented for 57% (1588), not stated for 4. 
Your site: 5% (1) were documented. 

Out of hours (8pm-8am) the consent rate was 43% (92312146). In hours (8am-8pm) the 
consent rate was 41% (198/488). Consent rates for Monday through Friday ranged from 
40-44%, overall 42% (1099/2598). For 76 sites that audited weekend transfusions their 
weekday consent rate was 50% (618/1241) and their weekend consent rate was 51% 
(88/174). 
7a. If yes, how was the consent documented? 
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Table 8 — form of documented consent 
National (1192) Your site (1) 

n % n 

Written consent 22 267 0 0 

Documented as verbal consent 76 908 100 1 

Not stated 1 17 0 

7b. Time of consent. 
The number of days between when the transfusion was done and when the consent was 
obtained was computed for 1073 of the 1192 cases. Consent was stated as being given on 
the day of transfusion for 70% (748), before day of transfusion for 29% (306) and after the 
day of transfusion for 2% (19). 

Q8. If consent was obtained, who obtained it? 
Table 9 — Staff obtaining consent 

National (1192) Your site (1) 
% n % n 

Consultant 8 101 0 0 
Registrar 13 150 0 0 
FYI/2—Middle grade —CT— 
Locum 

55 655 100 1 

Nurse practitioner 18 215 0 0 

Other * 4 45 0 0 

Not stated 2 26 0 

*Other responses comprised: Not known (29), midwife (4), Consultant and CNS (4), ward manager 
(2), Dietician (1), Pharmacist (1), Radiographer (1), Deputy clinical leader of ward (1), Blood 
transfusion pathway pilot (1), and 1 case where the patient was spoken to by an FYI but it was 
apparent the patient had little English and she told the auditor that the person explaining to her i.e. 
when spoken to about transfusions and when asked to give consent was the dinner lady. 

Q9. If there is no record of consent, is there a record that the patient was unable to give 
consent? 
There was no record of consent for 1588, and in 4% (67/1588) of these there was a record 
that the patient was unable to give consent. Your site 0% (0/ 19) 

Q10. Is it documented that written information was given to the patient? 
This was documented for 19% (519), not documented for 77% (2133), not stated for 5% 
(130). Your site: 0% (0) were documented. 
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10a. If yes, what was the nature of the written information? 
National (519) Your site (0) 

n n 

Trust leaflet 15 80 
NHSBT leaflet 79 409 
Other* 3 18 

None of the above was ticked 4 22 

*Other responses comprised: Welsh blood org (4), unknown/not sure (8), Care pathway (1), 
Leaflet by the bed (1), Letter to the patient from the consultant (1), New pilot blood transfusion 
pathway (1), SNBTS leaflet (1), WBS leaflet (1). 

Q1 1. Is it evident from the documentation that the reason for transfusion was explained to 
the patient? 
This was documented for 37% (1017), not documented for 59% (1649), not stated 4% (118, 
of which 67 were unable to give consent). Your site: 5% (1) were documented. 

Q12. Is it evident from the documentation that the risks of transfusion were explained to 
the patient? 

This was documented for 23% (629), not documented for 73% (2043), not stated 4% (112, of 
which 67 were unable to give consent). Your site: 0% (0) were documented. 

Q13. Is it evident from the documentation that alternatives to transfusion were explained to 
the patient? 

This was documented for 17% (474), not documented for 79% (2194), not stated 4% (116, of 
which 67 were unable to give consent). Your site: 0% (0) were documented. 

Patient surveys were obtained from 2243 patients, and not obtained from 541. Reasons for 
not being able to obtain a patient survey were stated by auditors for 395. 

Q14. If no (patient survey) , what was the reason? 
National (395) Your site (2) 
% n n 

Patient declined 49 194 1 
Patient unable to communicate 44 175 1 
Patient unable to use English language 7 26 0 
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2243 patients from 162 sites (median 14 IQR 8-19) completed a patient survey form, giving a 

sample response of 81% of all patients whose casenotes were audited. 

Your site contributed 18 patient survey forms. 

Analysis 
Analyses were performed to compare patient survey response by case-mix and clinical audit 
characteristics. There were some minor variations, though response was notably lower 
(defined as 70% or less) for those aged 85 and over (70%), 

1. Were you involved with the decision making process about if you should receive a 
blood transfusion? 

National Your site 
n % n 

Yes 56 1252 17 3 

To a certain degree 18 407 22 4 

No 21 462 56 10 

Cannot remember 5 120 6 1 

Not stated 0.1 2 0 

2. Did anyone talk to you about blood transfusions? 
National Your site 

n % n 
Yes 76 1714 44 8 
No 17 384 56 10 
Cannot remember 6 134 0 0 
Not stated 0.5 11 0 

3. If yes, can you remember who spoke to you? 
National (1714) Your site (8) 

n % n 
Doctor 
Nurse 

74 1270 63 5 
18 309 25 2 

Other 2 26 0 0 
Cannot remember 6 105 13 1 

Not stated 0.2 4 0 

WITN7001042_0016 



4. Did you receive any written information about blood transfusion (leaflet, etc.)? 

National Your site 
n % n 

Yes 28 631 0 0 

No 62 1389 89 16 

Cannot remember 9 210 11 2 

Not stated 0.6 13 0 

5. If you answered Yes to either question 2 or 4, when was this information given to you? 
Unfortunately there was an error in the web tool that greyed out question 5 if the answer to 
question 2 was yes (Q2 Did anyone talk to you about blood transfusions?) Hence the 
response to question 5 was only applicable to those 631 who answered Yes to question 4 
(04 Did you receive any written information about blood transfusion?) 

National (631) Your site 
n n 

Before you came into hospital 13 82 
When you first came into hospital 20 125 
At the time you were told you 
needed a blood transfusion 

59 375 

At some other time _ _ 8 49 
Cannot remember 3 18 
Not stated (Q5 left blank) 3 18 

Note: multiple responses were possible 

6. Did you understand the information you were given? 
National Your site 

n % n 
Yes 71 1600 33 6 
No 9 203 22 4 
Not stated 20 440 44 8 

Note of caution: we are not sure why the number of unknowns should be so high for this 
question. This may be due to web-tool data entry problems. 

7. Were the possible benefits of having a blood transfusion discussed with you? 
National Your site 

n % n 

Yes 68 1534 44 8 
No 19 434 50 9 

Cannot remember 11 242 6 1 
Not stated 1 33 0 
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8. Were the possible risks associated with a blood transfusion explained to you? 
National Your site 

n % n 
Yes 38 858 6 1 

No 44 998 89 16 

Cannot remember 15 343 6 1 

Not stated 2 44 0 

9. Were you offered alternatives to blood transfusion? 
National Your site 

8 
n % n 

Yes 184 0 0 

No 76 1714 100 18 
Cannot remember 12 280 0 0 
Not stated 3 65 0 

10. If yes, can you remember what these alternatives were? 
National (184) Your site (0) 

n n 
Iron 
Vitamins 

68 125 
8 14 

Erythropoietin 5 9 
Cell salvage 2 4 
Change to medication 3 6 
Other medication/procedure 11 20 _ 
Cannot remember 11 21 
Not stated (Q10 left blank) 4 8 

Note: multiple responses were possible 

11. Were you given the opportunity to ask questions? 
National Your site 

n % n 
Yes 73 1628 56 10 
No 16 363 33 6 
Cannot remember 10 223 11 2 
Not stated 1 29 0 
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12. If you did ask questions, do you feel your questions were answered satisfactorily? 
National (1628) Your site (10) 

n 
Yes 63 1032 20 2 

No 2 39 0 0 

Cannot remember 4 68 10 1 

Did not ask questions 28 459 70 7 

Not stated 2 30 0 

13. Were you asked to give your consent to have a blood transfusion? 

Yes 

National Your site 
n % n 

59 1333 33 6 

No 23 508 61 11 
Cannot remember 16 361 6 1 

Not stated 2 41 0 

14. Were you asked to sign a consent form for blood transfusion? 
National Your site 

n % n 
Yes 17 378 6 1 

No 63 1406 78 14 
Cannot remember 19 428 17 3 

Not stated 1 31 0 

15. Do you feel you received enough information about having a blood transfusion? 

Yes 
No 

National Your site 
% n % n 
75 1686 72 13 
15 343 22 4 

Cannot remember 8 180 6 1 
Not stated 2 34 0 
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1663 staff members from 163 sites completed a staff survey form, median 9 IQR 5-15, giving 

a sample of 60% of all patients whose casenotes were audited. 
Your site contributed 11 staff survey forms 

Analysis 

Analyses were performed to compare staff survey response by case-mix and clinical audit 

characteristics. There were some minor variations, though response was notably lower 
(defined as 50% or fewer) for those transfused at the weekend (49%), or out of hours 8pm-
8am (50%). 
A sample of 52% (1446) of all patients whose casenotes were audited had both a patient 

survey and a staff survey completed. Analyses were performed to compare response by 
case-mix and clinical audit characteristics. There were some minor variations, though 
response was notably lower (defined as 40% or fewer) for those transfused at the weekend 
(39%). 

Q1. What is your professional group? 
80% (1336) were doctors, 18% (303) were nurses, while 1% (21) were others, and 3 not stated. The 
21 others comprised: health care assistant (6), midwife (4), consultant & CNS (2), radiotherapist (2), 
radiographer (2), pharmacist (2), dentist (1), scientist in MDT (1) and not stated (1). 

Q2. What is your role? 
86% (1271) were doctors, 13% (194) were nurses, and remaining 1% (16 staff members) were Case 
managers, Scientists, Healthcare Assistants, Pharmacists and Radiotherapists. Not known for 182. 

Q3. In what speciality are you working? 
National Your site 

n 
Haematology/ Oncology 22 365 0 0 

Medical 42 700 45 5 

Surgical 30 498 55 6 
Obstetric 5 91 0 0 

Not stated 0.5 9 0 

Q4. Did you explain the rationale for transfusion to the patient? 
National Your site 

n % n 
Yes 85 1419 82 9 

No 14 228 18 2 

Not stated 1 16 0 
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4a. If no. why not? 
National 

(n) 
Someone else did it 85 

Patient already on transfusion 42 

Patient unable to understand 25 

Patient unable to communicate 16 
No time 4 
Didn't occur to me 4 

Blood prescribed elsewhere 2 
Lack of communication 2 
Other 11 

Not known 37 

4b. Did you document the rationale? 
National Your site 

n % n 

Yes 63 1051 73 8 

No 34 567 9 1 

Not stated 3 45 2 

Q5. What side effects I complications of transfusion did you discuss with the patient? 
National 

(n) 

None 629 

Reaction signs 618 

Risks 232 
What to do if unwell 52 
Benefits 18 

Not stated 114 

06. What alternatives to transfusion did you discuss with the patient? 

National Your site 

n % n 

I did not discuss alternatives 60 1006 91 10 

I advised that there were no suitable 
alternatives at this time 

24 396 0 0 

I discussed alternatives 14 228 9 1 

Not stated 2 33 0 
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Alternatives discussed 
National 

(n) 

Oral or IV iron 143 

Do nothing 41 

Use EPO 14 

Use cell salvage 7 
Ensure good diet 5 
Not stated 18

07. Did you provide the patient with written information on blood transfusion? 
National Your site 

n 

Yes 18 306 0 0 

No 80 1334 100 11 

Not stated 1 23 0 

7a. If yes, where did you get that written information from? 

National 
(n) 

Ward 195 

Blood service 55 

Intranet 33 

Blood bank 4 

Not stated 19 

Q8. Where can you find a copy of the hospital transfusion policy? 
To aid analysis we asked site auditors to judge if the staff member answered the question 
satisfactorily. 

National Your site 

Answered satisfactorily 
n % n 

90 1492 91 10 

Not answered satisfactorily 8 140 9 1 

Not answered 2 31 0 

Q9. Please briefly summarise your hospitars consent policy in your own words 
To aid analysis we asked site auditors to judge if the staff member summarised the consent policy 
satisfactorily. 

National Your site 
% n % n 

Summarised satisfactorily 69 1152 64 7 

Not summarised satisfactorily 

Not answered 

28 463 36 4 

3 48 0 
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10. Have you received transfusion training within the last 2 years? 
81%(1353) of staff stated that they had received training in the last 2 years, 16% (273) had not 
received training, 2% (37) did not state. 

10a. If ves, what form did that training take? 
National (1353) Your site 

Appropriate use of blood Appropriate use of blood 
Medical Nursing Midwifery 
(1067) (271) (2) Medical (10) Nursing Q 

N % N N N N 

eLearning Modules 63 676 42 114 0 7 

Generic sessions on 
consent 

52 552 53 144 1 8 

Sessions specifically 
on transfusion 41 437 41 112 0 2 
consent 

Patient information & consent Patient information & consent 
Medical Nursing Midwifery 
(1067) (271) (2) Medical (10) Nursing Q 

38 

N % N N N N 

eLearning Modules 410 24 65 0 5 

Generic sessions on 
consent 

44 472 44 118 1 8 

Sessions specifically 
on transfusion 35 370 32 86 0 2 
consent 

Note: To get percentages it was necessary to relate this table to relevant denominators for doctors, 
nurses and midwives doing the survey - from question 1. 
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We acknowledge that one of the compcaUons of conducting an audit such as this is the 
joining together of responses so that we can build a picture of continuity and seacr less 
er,:hoe, a, is our ability to demonstrate that. 

th is section we compare the responses from the ...irve thr is w=th casenote data to 
m- veal to what extant surveys and records can accurately  reflect actual practice. 
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white an additk nal 18% believed that they had been involved to a certain degree, with a 
further 5% of respondents stating they could not remember.  So overall, 74% of patients 
reported some involvement in their treatment Man. In keeping with the findings of the 
d curner{tation in this iAudit, i.tnsur'prisii glyf the majority of patients reported having the 
conversation about transfusion with a doctor (74%),.while almost 20% of discussions 
involved a nurse. However, while 68% of patients clearly recall having the intended benefits 
of transfusion explained only 38% confirmed they had received information of the potential 
risks associated With transfusion, Of concern n ee trat 4 :,r of patients stated that no risks 
were ever explained. 

Only 81/%, of those patients audited could confidently say that an alternative to creiventional 
transfusion had been offered. Of course, it must be consiriered that a preferred alternative. 
may not always be an option In the clinical circumstances presented. For the vast majority 
of patiCnts the alternative appears to have been iron supplementation and 2% recaiscell 

l fage ben d : ct .sad With them, 

is keeping with :`on, ire ar!ted evidence as above, 52% of patients responded trial they had 
not received coo v ,tt _°n '.nformation. None the to is, 75% of patients who responded to the 

audit felt that tfls v uac received enough infornra =:ori about having a transfusion and 
nctouragingly, t e "ast majority of patiants f i f fell, that they underst o in t' , it :;tor n

providec Simdry 73" , reported that tbev wr: re ; iven en opportunity to Asir , cis.rs o. ; . I-I" 
could reflect the fact that information on transfueon could given at one or more ,stases °i 
the p tie, it'str u orl journeyS 11 8, however e of concern that 21% of patients stated that they 
did not fe f atall involved in tnf. Orci : mskirra m..,,,ocoess around receiving a blood transfusion, 

lnteresting'r 9th of respo '..t ?porgy' 'd 
being 

: seed to give their consent to have a 
h. and transfusion , rie eas almost a ; ,i a r (23%) ct, those audited stated they had nevi 
b eel asked t. a"6)v Je ary t .i'ri' a n. si i t, verbal or vvritteri. This figure suggest$ cI p off; !i! 
d, darn nta}i4 t ,._, -or . an boy < 4n ri obtained isi ce evidence of consent ha m i rei 
documented was found ii": only 43%  of notes audited). 

The `„sr f and paired steffptiert maponse rate was markedly tower for transfusions 
undertaken out of hours ..,.r n the e 'Id. ` h e 

is likely to be influenced by time 
limitations and tracing those ; Tf nardcaInp in an call/shift systems. 

The majority of respondents to the start rlu sUio;anah'e were doctors (80%), with 1% nurses 
concurring with the data obtained from documentation within the case note, While a high 
proportion (85%) of staff explained the rationale for transfusion verbally, fewer (63%) report 
documenting this in the clinical notes. This has i ptciations both for infoi vied consent and 
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a , ` ,I s, a , 2`t ao et ory 18% of resoonen,.w .r 4n3{ .,,a.,€ L s c trs ':J3L 

Ths represer .;s a 
r_

 ry ea x.53 :Y" ' ry'. Since information leaflets are widely avails. , E €a of 

th ta  i -..f"i a 1 s.  t?a\ e :orjn aca fits when consenting patients for transfu Ion, 

Tr 3'` u~ s r tne° l t. ria' t;giy recomrt en * : : Th$ responses from l the orgenisational audit, 
f 4 f _pit=; s taati ag that patients were routinely given written information are not 

relerei r. ti .ct'. al :practice found from documentation with notes and indeed the 
I ooa I  ora ;;ti i t and staff. 

Aadroa e.=ere, scsd to judge satisfactory ens e f n h1 1carip ofes i'N., .; tee° 
; .oars re3rdtn9 the location and so= .e:,r sr of their r _.t creaent policy. Whilst 91. ,° t 

respondents could locate the po#icy, only. 69% were able to T _ s -mdse Its content. Over all 

Learning appears to be underused for educating staff regar: in g patient information a,i 
consent. In 2013, eLening for Health introduced a. tree as oe a ng module intended o ee 
u d by a range of fie lthcare Professionals, but it seems o7. only 38% of medical s,. tf 
learn about patient ,nfomn Lion and con` : b. the a nod. Such art online resource coui 

easily b . integr `:a`: ma Trust indcterm m oem-lea for those involved in blood 
transfusion, havilig the additional benefit that t r - r be completed at a time Convenient to 
the learner and l .bs module does not require a ds tin ted mmmtar of staff to deliver it. The 
Serious Hazard..- of ra i sion haenovigilance f S 1 r s co an -a as h+ghlighted.that lack of 
knowledge  an eroonart factor  in ttransfusiori e'ras asde by .jr:-or +:'«ctors, This 5_ drt 
confirms the ravatsr , rae aat unior doctors have n ci cai transtus or oractice orynra mars 
disciplines eniphassnq tOe .argent need to strengthen their education to rrmve petient 
care. 

Whilst tt,is is the larpeat >,auc- t to date on the provision of informath. n one obtaining patient 
onsent for elective tr Cis : °son in adults, there are key areas that weret t irrciitctect. 

Accordingly, f e ;-fie wurk s. needed to assess practice around retrosper :;bra information for 
transfusion given in the emergency setting with a need to also fully asses paediatric 
practices. Moreover, orsy 1p ra t .nts whose first language was English were asked tp respond 
to the patient questionna r r, . i s a need to ensure fuller engagement of all patients in 
fut re projects by overcornh g of fart asa e barriers. 
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btaii I(  l + f 3 ;oaen1 s _n imp i icit i.A i of good patient rarein relation to transfusion 

PrartIae Tha . a - O re canirendat:o n;r; _:: patient information and consent for transfusion 
e ax! 1,  dear wbh detaUed rewaranendations. 

{ h tttiif, ehiie tvad to z i and ii i of paftciation enabling 
vs to ., . :'rte? rn uoenf ti < a ttce and make recomrramdatiofls for change. .'. White Trusts 

e =.F~,. . ' i, ~~c  k, :,y principles,  .i Y ractic:e.does not refle;ttads as 
shown fro m we dc ca icaetton W O , r;  and ha fae . , .,k from patient and staff. The 
awed e document the hdication for hwnsd wino sOudo ha art -absolute minimum 

;{ .: r 'ai thui h , . t ls,. with t1 ..y ._ _, } e to. wmit .uniffrate this indication to 
a p f"§rtea by $t ".a.: on , r" k-- b GPs :,° its a fa' I ., majority of 

S rr arc a r . k.. t . r' ,. i ore is an { t ` ~ s , a •::.t strengthen their 
^vrlt£'" S4"._ re, Sy t r i t, ''3x ?4 nt noh ' b tt eb a, oroprlate prescribing. 

new s a need to  ,. `o n : ne onotent tndo1n9 curricula aantl sian the.defivery of 

~. >.n Strateax to n e  ,se he wave and axe of eLaar`nin mod  , 9b to upp r',
5~ e rw 
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3 rdno fern  to `c' ' ., r4 , ., 4 
e r  than asi'..t d a .,rr' ;d-asone.mti', { . 

The , iY, 
tt 

dr..
 ,sh 

ia 't 1. 
`°f' 9..... _"'' CY yf T, 'r. between @1 Y and es  j" 'S :` 5 _ Y'~.e§r f.~ 3-7ti i~'J ~i ~~ s} .; i6 -. ,'~~~ `u) . .. 

3

.l, rr. ~.g. ~(':. .:. -

n r uPu err:+in r 
a r  rc  `7r „'r G:G" :«nf rmation t.'4 °.'i'§' :.'y.. `5z-, evelo 'm  tt and 

cdsemoa  r, a; i, fnfdrora.or n-i .cad now be reviewed. Co ,.: :? ion shout ':'e#nd be i 

to the r '-+r7¢ . "' n . oa of franafocioniricnrmadoa i hhr tea ets € o ra te  of specific 

,ev9:'§ fi r4 ~rx r i.. " F ^ t .. tr, 
:sx. ^.?.'x 

;r- t a prosior o   A .:'i'": rd r' ;Yi( .
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s.~r" "i i  S i5 ,P ." ..}  # *, . f '0 s y ° yE .
, z 34':  a"  ry s. '; £"s' =

WITN7001042_0028 



1. General Medical Council 2008 Consent guidance: patients and doctors making decisions 
together. www. qm c.orq 

2. Scottish QIS standards 2006. Available at 
http://www.healthcareimprovementscotland.org/previous resources/standards/blood tra 
nsfusion.aspx Accessed 19 October 2014 

3. Advisory Committee on the Safety of Blood, Tissues and Organs (SaBTO) 2011 Patient 
Consent for Transfusion. www.dh.ciov.uk 

4. Davis R et al 2012 Consent to transfusion: patients and healthcare professionals' 
attitudes towards the provision of blood transfusion information Transfus Med 22(3):167-72 

5. Court EL 2011 Informed consent and patient understanding of blood transfusion. Transfus 
Med. 21(3):183-9 

6. Department of Health 2010 Equity and excellence: Liberating the NHS Crown copyright 
www.dh.gov.uk 

7. The Kings Fund 2011 Making shared decision-making a reality - No decision about me, 
without me. www.kinqsfund.org.uk Accessed September 2014. 

8. Australian and New Zealand Society of Blood Transfusion, 2012. Audit of consent for 
blood transfusion. Available at: 
http://docs. health. vic..pov.au/docs/doc/DFD61 E6BBB990454CA257RDA0076BBF0/$FILE/Con 
sent%20for%20blocd%20transfusion %20audit%202012%20Final%20-%20V2.pdfAccessed 
September 2014. 

9. Tingate H . Where does blood go 2014 (personal communication) 

10. Scottish Account for Blood data — (personal communication) 

WITN7001042_0029 



1, Do you have poflcy on consent for transfusion? ion? Yes No 

ooQ2ffnc .go to a 

L_.

3. is 'tt part of a transfusion policy? Yes . No 

4. Is it par o a  l ; ,n , sx" f Yes ! No[] 

5, Do you ha . , ' on, th:y t 
f Patient nt s: r , Yes 0 c Li] 

if yes„ go to t;. r . r •,J: 

6, Is -I '.? i a`i Yes NOT' 

7, 
#4~
is it  pan . L 

:,I i t r'1 6 es iY#,n rl 

8. Is 3: i e r'S i 
$I'.. P 

Yes No 

r c' • °  F r ~ , x'+ : 1: i4 "'v' .. rA  •3$ . , , ', fit- mot No L 
i t  Ci', i... , f  _,nq -# aut `5 C', 5.

If es, go to Qf ti:=. Jt no, go tc 011 

10, ' .. k `SrSa ..y 3 > „; t.Y at ., Cif: , .a ' nt r 

Ran irarren fc n Consent in your sst i utt Board 

15,1 , o, s 4; 

c, ra, fr, fr s nor t'~i ẁ.'-7I 

Ify s, go to _ .a If o, go to 015 
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If yes, is it, 

12, specific (stand alone) transfusion consent? Yes 0 No 

13. part o, a consent form with a small 
transfusion section? Yes No '~

14. other? Yes[ Yes[i N f_ 

Do you require; 

15. Staff to inform the patient about benets, cs 
~ t .. and tternadv .^s and document rant the notes? Yes 

1C. Wl t trairiinp, is proirided for :' : . 'q staff rofups(T ° a s s rr;,rLtei 

Appropriate use of W ood _._... `atient infs rm tir n & consent 

a ~ i Me ica i Nursin9. rd' fer , WMe ical ; €4ursir _. ' Midwrifer _ 

l7. How ri tTh 

Face  to face Online 

18. Are petie i i en Yes Nei L 
written : 

If yes, go t } , ... if no, go to 022 

ti. Leeint ec ny Nil??.? Yes 

20. j 

21 r :. 

Noll 

No 
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22. Where is written patient information available? (tick as many options as 

apply) 

❑ On all wards? 

❑ On selected wards? 

❑ Central patient information point 

❑ Other 

❑ Not available 

23. How are staff informed of the availability and re-supply of written 
information? 

24. Is written information for patients (about blood transfusion) 
available on hospital intranet? 

Yes ❑ No❑ 

Thank you for completing _this organisational questionnaire. Please email it to: 
david.dalton GRO-C 
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2014 Nation Crnpa tee. Audit of P en srif thr.._ 
and to .s' n fr  Tram fie :a n

Audited patkn no. 
`l ns  ud3t Thy" I 

(1. V 't21 :; e is t ' ew o, bitl 'i f 
. ................~..,.,.~.W....~....~...,., 

s,,.,.......,..Y.,..«...,........,.....,......,,.M.,,....»......:i 

.., : , '. t Male Female

LJ

; t ,: ', s1 vial ty was the R'?,,'a'kP' P. .,a`t C& for? 

Medical ; 
, 

g 
hacz ( Io ' Oncoc € ~~ st ot  s iii 

M . s 

Pas L am ate f , th firs-, r i cet r , _ . ramfused today  -first transfusion in the 
trRn f3$s{or , li ~Fde 

th i f:•x.t e# tho #;: w b ; ` 

ins hi of th n 

The .:'''  +"?; 4f 'I'r.„l tj s.k.;r io P i`°,.- t"7gt=.e "ids^. No 

the k s: tr sfuspon? 

7a. if yes, how was the ^,.o .. . t  7

7b. What is the date of the recorded consent, f applicable? 

7c.. ..tThL f F ,„ , c,; hf t , ; •eritx if applicable ? 

Ti 
fl

t e 
0th or oso eot 

that the Patient was unable to bloo
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Nc to auditor 

If the anover to ( i ,; Yes . ic not ox eri urthcr in auditingthisi , t, =eut retain this 
form for data entry.  it z  csvcr t o Nn,the ' oompJete the reet of this anote 
audit tool and then rt;_a ~_h the ,.at t to se tt e r.; WdflJ ail d .a -rile to complete 
the Patient Survey_ 

010. Is it documented ented that written m l arc a o . :x 
Was given to the patient? 

s. 33 yes, what was the nature- of the written inf +rc;5 3r,

Trust leaflet NHSBT eafiet ether, pi sae state 

011. Is r'ice .rxf tia; m the d ci t t':; that the: , No 
to eo fr r t.er: t flit k , e: , rene t:., t :e :  sn:? 

012. is it evident from , the documentation that the Yes No 
risks of transfusion were explained to the patient? 

Q3 . i t e•rin -gin£ fr: er the dociumentation t .e , ciall rr: t ice 
to rC -:st ien a v re explained to the path ;nt -3 Yes t 

Please co' so poach the patient to see i thn are willing and able t complete the 
patient survey, then complete Q14 below, Ensure that the Audited Patient Number is 
written an hot hoth the patient and staff survey forms. 

the t nt r ' plete & return a survey survey 'form'? Yes No 

14a, If no, what was the reason? 

G. l rat ct 

LI 
Li Patient  abl to use English language 
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201h Nefio'st ' c mparatuie udh of Pa=; eat fog# Rion 
end Consent or ikod Trwfusion

Mood Tranfuson Su.veSurvey iudted e No, 

hood 

Were n e iny~yoly Wit h the d r,,si i n d q r e , about i¢ « 
h

;.X .~ -.., 
f_ .e........_._. 

ood t sfussion 

L. Yes 

Li e 

z Cannot =tee a er 

. Dk1 anyone t& to you about blood transfusions? 
,.._i Yes 
Li No 
..; Cannot remember 

, 3 <e , car,, ym re s )er who spoketo ou ?̀ 

Doctor 
Li 
El O -?'er 

i-j Cannot remember 

4. Did you recd ;e anywritten rn°: tine about blood t 4 fusion inetc:, :_ 

Li s 

LCnnot re ""iarher 

. If you a sk . "i., Y '? to pMher u,aesi-k or 4. When was ths information  vi  n to you? 
r cro 'nn nee into sha 

Li Vrr cnrne r' 

[I - 

A
 

At the a r ,s€ von vera von :old ~o r er e . ' 

' 

nrtc ir,;

t r 
n,e' of 7e;'

Li remember 

Did you understand the irde 7% unnzyou were Wen? 

Li

7. Were the possible benefits of having a blood transfusion discussed with you? 
1- Y es 
ID No 
Li Cannot remember 
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Wore the po s 
to 

risks rkks associate idi a bkod t'a at ai rt p rod 

No 
Cr not ,€ be 

9. Wore € rfee, i r 1V etowoodt,vn f sir4 , 

:_} No 
Cato 

Far 

a "3 

. If yes, can you remember what these cites atvea were? 
...]Iron ! Vitamins Hr ropoietin 
CeH salvage Change c r !€ ' tce on procedure 

11. Were y u given the o ortuiit to eak quoations? 

fit: 

12 if -,adklask qoeift , do yo fee$ oereue%tiona w.re mswered satsfactoriiy? 

No 
Oeret n

. Were you asked to qia youcensanto have a hood : oefusion 

14 Were- you kdo v   » t „s r big od tra duri n'? 

L. 
fl No 
Li Cannot remember 

15 Do you f of you receive+., e oh nfurrCtDn ahoe bood tni fusi n 
Yes 
No 
f,ea rn Yc rer5r C'm lb , 

Thank youfor your ny iv°o t x 'ease return this a s fc;m to be ;,1 e. 
who qu=o it to you. 
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2014 National Compartto At- t Of €abe t tnformatkn 
rid C fr -  of Tntuan 

Auditect patient No, 
Staff qust nar 

„s El Other (grease state) L 

LJ 

02, { 

Q ire what specL' Sty are you wwo.r .ing 

Med jai ao "r&ol may;' ~ ``~ .~to€ Y~ ~;`g;;;;~i

04, Ogri you axpain th atonae for Yes 
transfusion to the patient? 

4a, !fno,wily of 

Obstetrr 

No El 

4b , DI ., ii J ':,ri 'l ~:` . .:1
'{9 44., i No 

rgag : ;rr?(Ifr ,` I"s d  `'J "i2' '? th u f

1 t c , of . i' fps.; ' L'S, ,at. , e 

r 

lE m; . '2€ i ° . 

7o. it yes, where did you get that written infocrnatioo from? 

x :i r• 'kJ u copy of itiG

( l"` F, 'i ~9.: a~;' x ~i i7i„ ) x. [f . ,' . 'y ,( 
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OW. 54 
E , ece . d i ;,-- , s 

~..,.... 

itthin th l s 2 years"

Ca. i kas'i_ 
Ca,J U'3 a al f a Es 

pprôprde use of blrod Patient hnforn t sent 

M Rea! Nursing I PAidwife _.. Medcal Nusn M,. ivi wafer 
LeanBloodTrrnsfu n 

F 3 < 
Modules
Genetic sessions o 

Thank yo v for coamp.le€ing this iur pø irmi, Please -t;otury it to the t1 ?'ember of thtf who is CpndF.Scttng 

the survey. 
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2014 National Comparative edit of Patient Information 
and Cons-In" toy 8( ød m r uir k r on 

A'e are keenn •&;e a •.at&,' .V K ws on s'4u tnon  nn ,.,: t s'  .  tet -s 'r J t fca:i o 8:. „%:._ tat +:i000 

7 ie34+.4 aJ.d~i: 

working with the Transfusion Tune l :?' g of f to conduct a' C`+t icai 

4%iz~r} sj 9ive a Wonat Ofl t4 i'<7 4. ... , z ( •aFi 

and srvce,bey give' 9

no the surveys: we don't a.' ieci any per nai it~ri5 gno it , _,. oh out why you are 
in o to= c the treatment you re t eating. Neither do we o det Y >x somr l :3 fn nnn about any 
o k--- n >to nt'or, nurse or other heafthoar: worker, t o you cnn ure< thor no-. o> your 
ar 'os~a .ends wift be ct Ifect d or used. 

me iini ai o dit isbeing carded out by a member of this bos taVs trap usion team, and h Fshn 
g i.? yci a survey form to c,".1t 'e , You do uw ;t:: .a ,, Ear,='-`. ^; tills survey if y4, 4~C.=

to on oa;; ` : nf;ect the care you are give?,  f n ;n. 

We hone that you wnW agree  to oorrOete tt is survey. n; questions about this survey or 
'~ ., e :x ".e

G RO-C 

John GrantCasey 
Programme Manager 
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2014 National Comparative Audit of Patient Information 
and Consent for 'food Transfusion ion 

th rC 

You 

~^.

g Ve.)
4

O? .. ti 
~ ~ r' ^:; 1,~5 . . , .~ w+'i i „~ .~ .'r g~'F, .t 3 ,:1 ,. .r?.:. ~3 

{ , ;Etaod anl Tcanspant isw. k 7 Y Trensiusiu;n Yearn tnn the hose ta; to conduct the 
dinkca audit, w'hicf sba i on tre Department of # tF s &1Or ?- rnendati+ s. 

s; v-  r attached to thh sett& asks you about the a.rtfarra.atiars given to, and con ntmg of 
other yoi s'cCvOy say'. 

#?  £ 'r  _:`._ whr-u o saw this ratient, please complete e survey form : and cetu f a i lthi 1 2 
'o w4l remind ' ou dLA1€y thaty 2 weak penoc,. 
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