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NHS BLOOD AND TRANSPLANT 

1 Apologies and Announcements 

2 Declaration of Conflict of Interest 

3 Agreed ways of Operating following the Board Development Day (attached) 

4 Minutes of the last meeting (attached) 

5 Matters Arising (15/51 attached) 

For Decision 

6 Response to NHS Scotland's Review of the Income Generation Agreement 
with NHSBT (15/52 attached) 

09.05 

7 Infrastructure Hosting Project — Due Diligence Stagegate Review 
(15/53 attached) 

09.30 

For Discussion 

8 Triennial Review 09.40 

9 Organisational Workforce Development Functional Review (15155 attached) 09.50 

For Decision 

10 Modernisation of Manufacturing in NHSBT (15/56 attached) 10.55 

For Discussion 

11 Chief Executive's Report (15/57 attached) 11.25 

12 Board Performance Report (15/58 attached) 11.40 

13 Clinical Governance Report (15/59 attached) 
Francis Report Action Plan Update (15/60 attached) 
Penrose Inquiry: Points for Reflection (15/61 attached) 

11.55 

14 Minutes of the GAG 24.4.15 (15/62 attached) 12.15 

Continues overleaf 
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15 Minutes of the Expenditure Controls Committee 27.4.15 (15/63 attached) 

16 Minutes of the R & D Committee 14.5.15 (15164 attached) 

17 Summary of the meeting of the Remuneration Committee 25.6.15 
(15/65 attached) 

18 Reports from the UK Health Departments (15/66 attached) 12.20 

Any Other Business 19 12.30 

20 Date of Next Meeting 

21 Resolution on Confidential Business (15/67 attached) 

For information 

22 Annual Reports from the Board Committees (15/68 attached) 

23 2014/15 Annual Report and Accounts 15/69 attached) 

24 Register of Sealings (15/70 attached) 

25 Forward Agenda Plan (15/71 attached) 
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(i) Operating with a customer perspective. 

(ii) Operating with a donor perspective. 

(iii) Approaching all issues with a positive and dynamic mindset. 

(iv) Working at all times with colleagues in a challenging but supportive 
manner. 

(v) Ensuring open and transparent communication channels between all 
members of the executive and non-executive team. 

(vi) Proactive development of relationships between and across all 
members of the group. 

Q:\Board Records 2015\15 05 28100 Agreed Ways.doc 
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Minutes of the Sixty-seventh Meeting of NHS Blood and Transplant 
held at 9.00am on Thursday 28 May 2015 at the 

Royal College of Obstetricians and Gynaecologists 
27 Sussex Place, Regent's Park, London NW1 4RG 

Present 

In attendance 

Mr J Pattullo 
Mr A Blakeman 
Mr R Bradburn 
Dr C Costello 
Ms L Fullwood 
Mr R Griffins 
Ms S Johnson 

Ms L Austin 
Mr I Bateman 
Mr D Evans 
Mr A Powell 

Mr J Monroe 
Mr K Rigg 
Dr C Ronaldson 
Mr I Trenholm 
Dr H Williams 
Mr S Williams 
Dr L Williamson 

Mr G Brown 
Ms P Vernon 
Mr E Webb 
Ms J Minifie 

15/59 POLOGIES AND ANNOUNCEMENTS 

Mr Pattullo welcomed Ted Webb, Deputy Director - Health Science 
& Bioethics Division of the DH, who had taken over day to day 
sponsorship responsibility for NHSBT from Dorian Kennedy. The 
Board recorded their thanks to Dr Kennedy for his very helpful 
contribution. 

pologies had been received from Mr Campbell and from Dr Jones 
ho was represented by Ms Vernon. 

Mr Pattullo summarised the output from the Development Day on 
27 May which had comprised sessions on (I) Board Effectiveness 
and (ii) Risk. 

separate summary of the Board effectiveness follow-up items will 
be issued. 

The Risk session had used the emergence of IT risk as a case 
study and consequently there had been significant discussions on 
this topic. These had raised some important issues and Mr Pattullo 
said he had asked Mr Trenholm to provide an overview paper for 
the July Board to serve to provide an overall perspective on the IT 
situation and thereby complete the discussion. 

The Board agreed to conduct a further formal review of 
effectiveness in three years' time. Of course, there will also be 
ongoing opportunities to improve Board process and effectiveness_ 
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15/60 DECLARATION OF CONFLICT OF INTEREST 

Mr Rigg asked the Board to note that he had a potential conflict of 
interest under item 7, the Organ Donation Behaviour Change 
Strategy — Allocation of Funding, because the Nottingham 
University Hospitals NHS Trust will be part of the hot house pilot. 
There were no other conflicts of interest. 

15/61 GREED WAYS OF OPERATING FOLLOWING THE BOARD 
DEVELOPMENT DAY 

The agreed ways of operating were noted. 

15/62 MINUTES OF THE LAST MEETING 

The minutes of the previous meeting were agreed. 

15/63 MATTERS ARISING 

Paper 15/35 was noted. In addition (I) Dr Williamson said she would 
be providing the Board with a paper on the issues raised in the report 
of the Penrose Inquiry at the July meeting; (ii) The Board had 
received the initial report on the IT outages on 22 May. 

15/64 PROGRESS REPORT: IMPLEMENTATION OF NHSBT 
PLANNING AND CONTROL SYSTEM AND HOSPITAL STOCK 
MANAGEMENT 

Teresa Allen, Assistant Director Customer Services, attended to 
present paper 15/36 and this was well received. The Board noted the 
progress made with the PCS and hospital stock replenishment 
projects and approved the additional funding defined in the paper. 
The Board received assurances that the revised funding estimate 

as robust. 

15/65 ORGAN DONATION BEHAVIOUR CHANGE STRATEGY —
LLOCATION OF FUNDING 

Ms Austin and Ms Johnson presented paper 15/37. The Board 
supported the recommendation to allocate £1.2m from Grant in Aid 
unding to deliver the behaviour change interventions in England in 

2015-16. 

The Board commended the paper as an exemplary example of 
their requirements for length and clarity. 
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15/66 ODT NATIONAL HUB & ASSOCIATED IT — OUTLINE BUSINESS 
CASE FOR YEAR ONE 

Ben Hume, Assistant Director Transplantation Support Services, 
attended to present paper 15/38. The Board approved the year one 
Outline Business Case which would enable the delivery of the three 
Heart Pathway Prototypes in 2015/16. 

The Board were clear that they would not normally be prepared to 
receive a stage one business case of this kind until after they had 
given approval in principle to a programme in its entirety. They 
agreed to the sequencing of this business case as an exception 
because they were assured that the heart pathway prototype would 
deliver significant, much needed benefits on a stand alone basis in 
the event that the programme as a whole was not approved. 

Commenting on the standard of the paper the Board agreed that it 
as too lengthy, partly because of duplication. Also it would have 

been beneficial had some of the issues discussed been drawn out in 
the paper. 

15/67 015-2020 R&D STRATEGY 

Dr Nick Watkins, Assistant Director R&D, attended to present pape 
15/39. This was well received and the 2015-2020 R&D Strategy 

as approved. 

15/68 NHSBT ICT — STRATEGY, OVERVIEW AND RISK 

Mr Powell was supported by James Fishwick, Assistant Director 
Solutions Architecture; Anthony Snape, Head of Service 
Management; and Karen Packham; Performance & Business 
Manager, in presenting paper 15/40 and this was extremely well 
received. 

The Board noted the progress towards the implementation of the 
Strategic Framework and noted the updated structure of ICT and 
how Service Management, benchmarking and performance 
monitoring will inform its future. They also considered the key risks 
acing ICT in NHSBT and confirmed their support for the mitigation 
strategies being applied. 

Re Pulse replacement Mr Bradburn asked whether a full risk 
analysis has been produced on the "platform" approach versus 
implementing an existing blood management system such as 
ePROGESA. 

Mr Monroe observed that the same level of analysis to underpin the 
Pulse replacement project had not been conducted to the extent 

WITN0643008_0007 



seen in the earlier ODT business case approval and asked what 
he plans were for this. 

It was agreed that the Board would receive a paper on the approach 
being taken to replace the Pulse system in light of the platform 
approach at the September meeting. The Chairman asked that this 
includes answers to the questions posed by Mr Bradburn and M 
Monroe. 

The Board was informed that standard IT performance metrics 
such as downtime are now being put in place. Mr Bradburn was 
asked to include the key measures from the IT balanced scorecard 
in the Board performance report. 

RB 

15/69 NHSBT'S ENGAGEMENT PROGRAMME - ANNUAL UPDATE 

Ms Austin presented paper 15/41. The Board noted progress with 
our stakeholder engagement and public facing partnership 
programmes. They also confirmed their support for the future focus 
or senior level engagement. 

It was agreed that future reports would incorporate a discrete section 
on international stakeholders. 

15/70 MANAGEMENT QUALITY REVIEW ANNUAL REPORT APRIL 
2014 to MARCH 2015 

Mr Bateman presented paper 15/42. The Board noted the current 
levels of regulatory performance across NHSBT and supported the 
actions being taken to achieve quality improvements and address 
the weaknesses and issues identified. 

The Board agreed in future to receive the Management Quality 
Review Annual Report offline and to receive a short paper containing 
comment from Mr Bateman at their formal meeting. 

15/71 CHIEF EXECUTIVE'S REPORT 

The Board received paper 15/43 and Mr Trenholm drew attention to 
the key issues. 

15/72 BOARD PERFORMANCE REPORT 

Mr Bradburn presented the report 15/44 the main points from which 
had been highlighted by Mr Trenholm. 

Mr Bradburn drew attention to the possibility of recording a 
technical deficit in 2015/16 as a result of using our cash balances 
to fund the transformation plan. In response to concern raised that 
the Government might ask for funds to be returned to them, Mr 
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Trenholm said he had emphasised the fact that our plans would 
deliver reduced costs to the NHS at his recent meeting with the 
Permanent Secretary. 

15/73 CLINICAL GOVERNANCE REPORT 

Dr Williamson presented paper 15/45. The Board noted that they 
would receive a report on the potential introduction of Hepatitis E 
testing at the next meeting. 

MINUTES OF THE GAC MEETING 27.02.15 15/74 

The minutes were noted. Mr Blakeman confirmed that in future he 
would provide the Board with a short paper on key points. 

15/75 SUMMARY OF THE MEETING OF THE REMUNERATION 
COMMITTEE 25.03.15 

The summary was noted. 

15/76 MINUTES OF THE NATIONAL ADMINISTRATIONS COMMITTEE 
MEETING 24.04.15 

The minutes were noted. 

15/77 REPORTS FROM THE UK HEALTH DEPARTMENTS 

Paper 15/49 was noted. 

15/78 NY OTHER BUSINESS 

Mr Pattullo reminded the Board that two new NEDs would be 
recruited in 2016 and he hoped that the composition of the Board 
could in future better reflect the BAME mix of society in general. He 
asked Directors to let him know of any high calibre individuals of 

ho might be interested in applying for the vacancies. 

There was no other business. 

15/79 DATE OF NEXT MEETING 

The next meeting will be held on Thursday 30 July at the Royal 
College of Obstetricians & Gynaecologists in London. 

15/80 RESOLUTION ON CONFIDENTIAL BUSINESS 

The resolution, 15/50 was agreed. 
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15/81 FORWARD AGENDA PLAN 

Paper 15/51 was noted. 
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15/51 

Agenda Issue Lead Action Taken 
item no. 
10 NHSBT ICT — STRATEGY, OVERVIEW AND RISK 

The Board was informed that standard IT performance metrics Additional metrics are included in the July Board 
such as downtime are now being put in place and Mr Bradburn was report for review at the July meeting. 
asked to determine which of these metrics should be included in RB 
the Board performance report. 
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15/52 

1 Date / title of meeting NHSBT Board July 2015 

2 Title of paper Response to NHS Scotland's Review of the Income 
Generation Agreement with NHSBT 

3 Status Official and discloseable 

4 Tweet (max 140 NHSBT rejects proposals to change commissioning for 
characters) Scottish Organ Retrieval service 

5 Executive Summary 

Following extensive consultation NHSBT responds to the review of the Income 
Generation Agreement with Scotland. Whilst supporting the recommendation that 
management of the Specialist Nursing team remains unchanged, NHSBT rejects the 
recommendation to change the commissioning arrangements for the Scottish Organ 
Retrieval Service (SORT)_ 

6 Action requested of the Board 

• Reject the proposal to change the commissioning arrangements for SORT 
• Support the proposal to retain operational management of the Specialist Nurses 

by NHSBT 

7 Background and customer promise 

The Minister for Public Health in Scotland requested a formal review of Scotland's 
Income Generation Agreement with NHSBT. The review, independently chaired by 
Prof Rudge, has recommended that consideration should be given to moving the 
commissioning of the SORT team from NHSBT to National Services Division (NSD), 
Scotland but that management of the Specialist Nursing team should remain with 
NHSBT. The Scottish Government has asked for comments on the scope, omissions in 
assumptions, methodology and recommendations. NHSBT consulted widely with 
representatives from the donation and transplantation community. It should be noted 
that was no consultation with the ODT Organ Donation team in Scotland during the 
Review itself; the OD team feel strongly that this was a serious omission. 

Proposal to transfer the commissioning of SORT to NSD Scotland 

Extensive consultation with the clinical community has highlighted concerns about the 
proposal to change the commissioning of SORT. Concerns were raised about the 
about lack of clarity in the following areas: performance management; financial impact; 
cl inical governance; training and development. Specifically: 

• Lack of consideration of the financial implications of the proposed change. 
Within the current financial constraints the main reasons for moving the 
commissioning to NSD would be a higher qual ity service for the same cost; or 
an equivalent/higher quality service for lower cost. There is no evidence that 
this would be the case and the weighting of the option scoring does not appear 
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to reflect these key priorities. 

• Cl inical Governance is out of scope. Accountability for clinical governance of 
the SORT team is already complex and the proposed change will does not 
address how Cl inical Governance structures and support will be accessed. 
Incidents will need to continue to be reported to NHSBT as part of their assisted 
function under the EUODD so there wil l be dupl ication and greater complexity. 

• No consideration is given to participation in future initiatives to support robust 
operational management and clinical governance, for example the National 
Hub. arrangements for research into novel technologies etc. 

• Given the extensive organ sharing, particularly of hearts and lungs, an 
environment of trust and reciprocity must exist. This is underwritten by strong 
governance arrangements; the two cannot be separated. 

• The review does not make clear that DCD lung retrieval is out of scope and that 
DCD lung retrieval in Scotland is undertaken by Newcastle. If this continues, 
additional funding will need to be identified to cover the cost of these retrievals 
and the governance clarified. 

• There is no assurance that SORT will still work to the same clinical standards as 
rest of the UK; divergence in cl inical standards may, overtime, erode 
confidence in the organs retrieved by SORT. 

• There is lack of clarity and transparency around how the option assessment 
criteria weighting was agreed; this makes it difficult to fully understand the 
process and therefore support the recommendations. 

• There does not appear to be any consideration given to the impact these 
changes may have on other UK countries, for example, how can we be assured 
that reciprocal retreival will continue. 

• The NORS Review did not highlight a need to change the commissioning 
pathway between retrieval and transplantation and this further fragmentation of 
the pathway would be detrimental to a high quality service across the UK. 

Moving the commissioning of the SORT team to NSD Scotland, has the potential to 
dilute recommendation 10 of the Organ Donation Taskforce Report which stated, 'A 
UK-wide network of dedicated organ retrieval teams should be established to ensure 
timely, high-quality organ removal from al l heartbeating and non-heartbeating donors. 
The Organ Donation Organisation (NHSBT) should be responsible for commissioning 
the retrieval teams and for audit and performance management.' 

The NORS Review also considered the option of a single commissioner across the UK 
for retrieval and transplantation, but concluded ` in a system, where the NHS is 
organised differently in the four countries of the UK, it was difficult to see benefit in a 
change here'. More important was the need to work together to implement TOT 2020, 
which is a four nation strategy. 

Questions were raised about some of the statements in the report: 
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• the report states "cardiothoracic retrievals led by NHS National Waiting Times 
Centre Board". This centre currently retrieves hearts and DBD lungs. Any DCD 
lungs are retrieved by the next available CT centre (usually Newcastle). As 
such it is not strictly true that "SORT provides continuous coverage for organ 
retrieval throughout Scotland" 

• it also states that organ retrieval rates have undergone greater changes in 
Scotland: this statement does not reflect that this is due to the fact they were 
starting from a lower baseline. 

• NHSBT fund a 24/7 service: there is no limitation on increased retrieval activity 
as there is currently significant excess capacity, particularly within the SORT 
team which currently has the lowest number of retrievals per annum. 

• The benefits described in the report suggest there may be some financial 
efficiencies but these are not quantified and may not be realised. 

On the basis of advice received from the clinical community, NHSBT strongly rejects 
the recommendation for NSD to commission SORT. Operational management and 
professional development of SN-ODs 

The clinical community supported the proposal for NHSBT to retain the operational 
management and professional development of the Special ist Nursing team in Scotland, 
particularly as the workforce strategy for role redesign is implemented. The benefits 
have already been clearly articulated in the report and arguably some, such as the 
provision of 24/7/365 expert organ donation, retrieval and transplantation clinical 
expertise, can only be provided by NHSBT. The report did not consider the 
employment of the CL-ODs which is a significant oversight: the powerful combination of 
the SN-OD and CL-OD collaborative working has been one of the keys to success in 
increasing donation rates across the UK Maintaining these links is vital to achieving the 
Taking Organ Transplantation to 2020 strategy. 

NHSBT supports the recommendation to maintain the current management 
arrangements for the Specialist Nursing Team. 

8 Why is this important? 

The proposed change would alter the arrangements for commissioning retrieval 
services established following by the Organ Donor Task Force and may have 
impl ications for the NORS review implementation. 

9 Who else has been involved so far? 

The Review report has been discussed by: the National Retrieval Group, the National 
Organ Donation Committee, Chairs of the Advisory Groups, Heads of UK Transplant 
Units, OD Regional Team in Scotland, the ODT Commissioning Team and the ODT 
Senior Management Team. 

10 Costs and benefits 

In 2014'15 Scotland provided £5.8m to cover the Scottish Government's share of 
ODT's activities. The funding value is based on the proportional population basis of 
8.4% of the total UK budget. If commissioning responsibility for SORT transfers, then 
the funding expected to be returned to Scotland is £2,224,996 leaving a shortfall of 
£626,916 against the estimated funding requirement of £2,851,912. 
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11 Significant next Actions 

This response to the IGA review will be given to the Scottish Government and a final 
decision awaited. Should the decision still be to press ahead with changing the 
commissioning arrangements for SORT, then NHSBT will work with the National 
Service Division (NSD) to manage the transfer and the implementation of the NORS 
review as smoothly as possible. 

12 How does this impact on No impact: only affects the commissioning 
Equality and Diversity? 

What is the impact on 

arrangements for SORT 

No impact: only affects the commissioning 13 
sustainability? arrangements for SORT 

14 Employee impact? 

None: even if commissioning arrangements change, NHSBT's commissioning team will 
still need to work closely with NSD if an effective UK wide service is to be maintained. 

15 Donor/Patient/Customer impact? 

Feedback from the transplant community has highlighted concerns that the proposed 
fragmentation of NORS commissioning may, over time, erode confidence in the SORT 
team's capability. If this should happen, it may reduce usage of organs retrieved by 
SORT. 

16 Taxpayer impact? 

----- ------------------------------------------------------------------------------------------------------------------------------

The cost to Scotland of commissioning the service directly is expected to be higher than 
commissioning via NHSBT given the insurance' type funding arrangement for ODT 
across the UK. 

17 Author Karen Quinn,_ Assistant Director: UK Commissioning 
GRO-C 

18 Responsible Director Sally Johnson, Director of Organ Donation & 
Transplantation 

19 NED input Keith Rigg was part of the IGA Review Group together 
with Sal ly Johnson: both made it clear as part of the 
review that they could not support the recommendation 
to change the SORT commissioning arrangements. 

20 Additional Documentation Review of Income Generation Agreement Report by 
Available on Request National Services Division Scotland available on request. 
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15/53 

1 Date I title of meeting 

2 Title of paper 

3 Status 

Official 

4 Tweet (max 140 characters) 

SCC confirmed as migration and hosting partner, costs are within budget and BPL exit planned 
for February 2016. 

In November 2014, the Board approved the award of a contract for data centre migration and 
hosting to SCC. The Board requested a further report following the completion of the due 
di ligence phase of the contract to confirm the final costs, and the evaluation of alternative 
options. 

BPL rejected any lease extension beyond 3 months thus removing the option of remaining in 
the current data centres. 

SCC completed their migration due di ligence, the resultant "data centre at a time" migration 
strategy is recommended as providing the best balance of risk, timescales and costs. This 
strategy maximises service availability but with a loss of geographic resilience for up to one 
month during the migration events scheduled for February 2016. The location of the SCC 
second data centre has been changed to minimise latency and operational risks to Pulse. 

The SCC fixed price for migration is within budget, and the forecast project budget has reduced 
by c. £1.1 m, largely due to VAT being confirmed as recoverable on SCC costs, greater use of 
in-house resources, and lower temporary circuit costs. 

The review of a Crown Hosting (CH) solution concluded that while the hosting costs were less 
than the current SCC costs, the service offering was not as comprehensive and the Elstree exit 
timescale would be put at risk. Using Crown Hosting would necessitate procuring a new 
migration partner and a repeat of the migration due diligence process. In addition, CH would 
offer no geographic resilience as it can only meet the latency requirements for Pulse by using 
adjacent data halls in the same building. This would not meet our specification and introduces 
additional risk. The decision to proceed with SCC has been communicated to GDS. 

o Agreement to proceed with SCC for the supply of migration and data centre co-location 
hosting services. 

c Agreement to SCC Lyndon Place as the second data centre in order to mitigate Pulse 
operational risks. 

o Acceptance of the recommended "data centre at a time" migration approach which 
maximises service availability but involves managed periods of loss of geographical 
resilience. 
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Options reviewed from the November 2014 Board P 

The November 2014 Board paper identified three options for ongoing data centre provision to 
be explored — proceeding with SCC after confirmation of migration costs; moving the data 
centres to the Crown Hosting locations if they became available; and seeking to remain in the 
current locations while moving applications to the new cloud-hosted platforms. 

BPL rejected any lease extension beyond 3 months thus removing the option of remaining in 
the current data centres. 

Crown Hosting was evaluated against three criteria — cost, the achievability of migration within 
before March 2016, and its technical compl iance with our original specification. Discussions 
with Crown Hosting identified indicative like for like hosting costs to be 40% less than those 
offered by SCC. However, this represents less than 10% of the overall project budget since 
the bulk of the cost arises from moving the data centres. CH confirmed that they do not offer 
migration services and have no approved migration partner. The evaluation suggests that it is 
not possible to procure a new migration partner, complete due diligence, plan and safely 
implement the migration before the end of March 2016. In addition, CH cannot meet NHSBT 
latency and geographical resilience requirements other than by locating both data centres in 
the same building. The CH option is therefore not recommended. The SCC contract is for 2 
years, with two 1 year extension options. NHSBT will review moving to CH at an appropriate 
point in our cloud hosting strategy. 

Due diligence has been completed by SCC following their selection in the OJEU restricted 
tender process. The SCC due diligence entailed a series of workshops attended by a range of 
NHSBT teams and suppliers, together with data centre audits. SCC have confirmed that all 
NHSBT requirements can be met and confirmed their fixed price for this stage of the project at 
£586,929 which is within the project budget. This is therefore the recommended option to safely 
exit our existing data centres by March 2016. 

Migration strategy options 

A range of migration strategy options were considered by SCC and NHSBT teams. 

• Migrating both the BPL and Colindale data centres in one movement was not 
recommended as it would require extended service outages and was considered too 
high risk. 

• A complete build ahead of all IT services was not recommended. It would require high 
"throw-away" capital costs for hardware and licences, was not within budget, and cannot 
be delivered within the BPL exit timescales. 

• Migrating service by service (i.e., moving Desktop services, then Pulse, then file storage 
etc.) from both data centres simultaneously was not recommended as it would require 
multiple migration events and extended service outages. The multiple migration events 
required would leave no contingency in the event of any unanticipated delays and could 
challenge the required Elstree exit date of 31 March 2016. 

• "Data centre at a time" migration is recommended by SCC and represents the best 
balance of risks, budget and timescales. This involves switching all operational services 
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from Elstree to Colindale; moving the Elstree data centre to SCC's primary data centre 
in Birmingham; progressively activating the services in Birmingham until Colindale is 
running only as a backup location and then moving the Colindale equipment to SCC's 
secondary data centre. This offers the greatest continuity of service. However for a 
period of 3-4 weeks there wil l be loss of geographic resilience with Colindale running as 
a single point of failure. The strategy also includes a build ahead of key network 
components to mitigate risk. PTS Consulting has independently reviewed and 
endorsed the SCC recommendation on migration strategy. 

Data centre location options 

Due dil igence identified an operational risk on Pulse latency Le. the time it takes for data in one 
data centre to be repl icated in the second data centre. Our existing data centres are 4.6 miles 
apart (0.2 mil liseconds latency), whi lst the target SCC data centres in the original proposal are 
43.2 miles apart (1.8 milliseconds latency). The suppliers supporting Pulse are unable to 
warrant that operational performance will not be impacted by this increase in latency. Existing 
limitations on our abil ity to performance test Pulse under full operational load are such that we 
cannot definitively prove in advance of the migration that Pulse will not be impacted by the 
increase in latency. 

The option of re-engineering Pulse to run asynchronously was rejected as it cannot be achieved 
within the required timescales. It would also be a backwards step in resilience. 

A complete build ahead of Pulse was not considered viable due to high costs and the 
challenging timescales. Also, it would not resolve the limitations on full load testing thus there 
would remain an operational risk at go-live. 

The option of accepting the latency risk was considered. It is not recommended as the impact 
on Pulse of increased latency will not be known until the final stages of migration, with no timely 
solutions available which will maintain current resilience if there was an issue. 

The recommended option is to change the location of the SCC secondary data centre from 
Northampton to Lyndon Place, Birmingham (0.16 milliseconds latency). NHSBT teams have 
visited and reviewed Lyndon Place. It is a high resilience tier 3 data centre, using a different 
power sub-station to the SCC Primary DC. It complies with our tender requirements, and the 
costs are £55k cheaper than SCC Northampton. It is however 2.7 miles from the SCC Primary 
DC, and whilst this creates some geographic risk, it is more resilient than the current NHSBT 
DC's and the SCC DC's can be remotely operated for a period of time in the event of an incident 
affecting all of south Birmingham. The risk of operational loss from reduced geographic 
resilience is therefore recommended over a risk of performance issues with Pulse at go-live 
which would have no "quick fix" resolution. 

In summary, the SCC "data centre at a time' migration strategy, utilising Lyndon Place as the 
secondary data centre, is recommended as representing the lowest operational risk to services 
whilst meeting the timescale constraints imposed by the March 2016 exit date. 

Risk Rating 

As advised in the DBC, the risk rating of the project remains "high", due to its complexity. A 
wide range of mitigations wi ll be employed to minimise risk: engaging migration partners, SCC, 
who have experience of leading data centre migrations; the migration strategy is designed to 
minimise risk of service outages; build ahead and testing of networks in advance; introduction 
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of change freezes to establish a firm baseline configuration; engagement of specialist 
contractors; test failover pre-migration; enhanced supplier support planned during migration 
events; pilot and dry run migration events. External specialist Quality Assurance has also been 
engaged. 

We must migrate the Elstree data centre by 31S1 March 2016 or risk running for an extended 
period with the Colindale data centre as a Single Point of Failure (SPoF). This is not 
recommended from a Business Continuity perspective and the risk this represents to services 
and patients. 

o NHSBT Board — approved DBC in November 2014 
o Department of Health — approved DBC in December 2014 
o Cabinet Office / GDS - approved DBC in January 2015 
o Savant, Xdelta, HP and NHSBT Technical and QA teams - reviewed potential latency 

impacts on Pulse April — June 2015. 
o Independent Quality Assurance - review of due diligence process and recommendations 

by PTS Consulting Ltd April — June 2015. 
o Infrastructure Hosting Steering Group - approved the SCC recommended migration 

strategy — 26t 1 June 2015. 
o NHSBT Executive Team — approved Due Diligence Stagegate Board paper on 8th July 

2015. 

Forecast capital funding costs have reduced by £70k and are expected to reduce further once 
SCC detailed migration planning and network designs are completed. The current forecast 
includes £492k of hardware contingency. 

Forecast non-recurring revenue costs have reduced by £1.3m, largely as a result of SCC 
migration costs being confirmed as VAT recoverable, greater use of in-house resources, and 
lower temporary circuit costs between Colindale and CV1. The forecast includes £424k in 
contingency costs, which would include any business backfill required. 

Forecast recurring costs are £1.299m which is an increase of £231k over the DBC. This is 
because the DBC only included costs for the first 2 years of hosting rather than the ful l five year 
cost should the extension options be pursued. The Finance team have advised that, for 
transparency, the full 5 year cost should be shown — an increase of £779k. On a like for like 
comparison, recurring costs have reduced by £548k from the DBC due to VAT now confirmed 
as recoverable on co-location costs, plus lower hardware maintenance as a result of lower 
forecast capital spend. 

DBC Forecast 

Capital funding £2.005m £1.935m 

Non recurring costs £5.421m £4.103m 

Recurring costs £1.068m £1.299m 

Cash Costs £8.494m £7.341 m 
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A summary breakdown of cash costs is detailed below. 

Total Gash Cats 
£7.341 .155 

11 Significant next Actions 

Net Go-lcati n/DG 
facilities costs (5 years) 

£766,229

a a en reflt-aut 

£2,947,155 

os s 

£556,509 

au over Teaturig 

£318,884 

L1ality a.ssurance 8. 
Prog Management 

£317,213 

Migration 
£2.435.166 

o Network Build ahead in SCC data centres — November 2015 

o Detailed migration plan — November 2015 

o Migration execution planning and migration pilot completed — January 2016 

o Migration to new hosted facility completed — February 2016 

o Completion of failover testing between SCC data centres — May 2016 

o Project Closure — June 2016 

12 How does this impact on Equality and Diversity? 

There is no expected impact on equality and diversity. 

13 What is the impact on sustainability? 

Power savings will be realised from the move to more energy-efficient data centres. 

14 Employee impact? 

Legal advice has been received that TUPE provisions will not apply to this project. 

15 Donor/Patient/Customer impact? 

Donors will notice little direct impact. Service disruptions during transition will be scheduled 
to minimise impact and will be widely trailed. 

16 Taxpayer impact? 

Costs and benefits outlined above 

17 Author 

Graeme Buchanan, Programme Manager 
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18 Responsible Director 

Aaron Powell, Interim Director of ICT 

19 NED input 

Jeremy Monroe and Shaun Williams reviewed the DBC Board paper. 
Jeremy Monroe and Shaun Williams reviewed the due diligence stagegate Board paper. 

20 Additional Documentation Available on Request 

o Crown Hosting analysis and recommendation — Bernie Allsopp 

o Risk analysis of migration strategies considered — Graeme Buchanan 

o Risk analysis of latency options considered — Graeme Buchanan 

o SCC Migration strategy paper — Graeme Buchanan 

o DBC approvals from NHSBT Board, DoH & Cabinet Office — Graeme Buchanan 

o Detailed cost breakdowns — Graeme Buchanan 
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15155 

1 Date I title of meeting 

30th July 2015 NHSBT Board Meeting 

2 Title of paper 

OWD Functional Review 

3 Status 

Official and discloseable 

4 Tweet (max 140 characters) 

OWD — enabling our people's potential - from engagement to succession 
management, facilitated through leadership, management, core & specialist 
development 

5 Executive Summary --- 

This paper paper and presentation provides an overview of the Organisation and 
Workforce Development (OWD) function which was established as a sub 
directorate of Workforce in 2011. OWD has been evolving from a traditional training 
and development department towards a function that provides organisational 
development (OD) consultancy, talent and succession management together with 
core and specialist training and development. Since 2011 it has reduced its 
headcount by a third, whilst increasing delivery and the range of interventions 
offered. 

Return on investment can be seen in the number of programme delegates who 
have achieved a promotion or a change in role since participating in leadership 
programmes such as SLOP and Hubbub. Participation rates in performance 
appraisals and staff surveys have increased over the last five years and the 
development offering through Shine has been highly valued by employees and 
managers (Annex A)- Talent management and succession planning processes 
have been successfully implemented. These include leadership development 
programmes for people with high potential and successors identified for business 
critical posts. 

The focus now is improving managerial competence and capability for operational 
managers, equipping them with core skills through a Managers Passport 
underpinned by The NHSBT Way, a leadership charter for all managers. With the 
launch of the Shine Academy in July employees will be able to take more direct 
ownership of their personal development and more responsibility for maintaining 
their own Mandatory Training compliance. This will support a cultural shift over the 
coming months and years as more people are able to realise their potential and 
better plan for their future career. 
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6 Action requested 

o The Board are asked to review the report and supporting presentation and to 
endorse the direction of travel of the OWD function. 

7 Background and customer promise 

OWD has evolved from a traditional training team, through a learning and 
development department into an Organisational Development function which 
benchmarks well against the NHS and the wider public sector. From being a 
reactive, transactional function, delivering basic core personal development, the 
department has matured in its ability to deliver more planned and structured 
transformational initiatives which are linked to specific organisational objectives. In 
addition OWD manages the Single Equality Scheme action plan process, ensuring 
that NHSBT is compliant with equality and diversity legislation, and supporting its 
commitment to delivering fair and accessible services to donors, customers and 
staff. 

OWD continues to support the organisation as it drives culture change throughout 
all directorates. Performance management, the routine use of the PDPR process 
to review performance and to establish development plans, more robust systems to 
ensure succession planning (eg Shine Secure and Shine Accelerate) and the 
management of talent across the whole of NHSBT all support the organisation in its 
ambition to be the best organisation of its type in the world and a great place to 
work. 

The function is able to demonstrate significant return on investment through a 
range of financial and other measures, such as recruitment costs saved through 
promotion of internal candidates or income generated through delegate places on 
programmes sold to other organisations. 

OWD leads the organisation in its planning for the future in terms of career 
development, diversity and inclusion, talent management and succession planning, 
thereby enabling NHSBT to be robust in the face of future recruitment needs, 
particularly in specialist and core areas. 

The OWD team ensures the embedding of NHSBT's core values of Caring, Expert 
and Quality through PDPRs and all Shine programmes. The breadth and depth of 
the OD offering enables employees to better equip themselves for change, whether 
externally or internally driven, and supports the drive for continuous improvement. 

8 Why is this important? 

c Continuous improvement of the OWD function, ensuring OD 
interventions are linked to and will support the achievement of 
organisational objectives. 
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c Greater efficiencies across the function. 
o Enabling personal ownership of personal development and career 

planning. 
9 Who else has been involved so far? 

o OWD team members 
o Leadership Team 

o 

HR colleagues 
o 

Staff side colleagues 

10 Costs and benefits 

Staffing costs have reduced from £2,246k in 2011/12 to £1,940 in 2015/2016 

WTE has reduced from 62.44 in 2011 to 43.05 in 2015, returning £306k. 

11 Significant next Actions 

o Launch of Shine Academy 

o Launch of the Leadership Charter for managers — The NHSBT Way 

o 

Implementation of the Managers' Passport 

o 

Leadership Summit for Managers — 14th/15th October 

o 

Your Voice temperature checks' 

12 How does this impact on Equality and Diversity? 

■ The Shine Framework is an inclusive and accessible programme of learning 
and development for everyone. Through the work of specific interventions, 
such as the formation of the BAME network, employees will have a greater 
voice and the workforce, particularly at the more senior level, will be more 
representative of the general population. 

13 What is the impact on sustainability? 

Further developments with succession planning will help NHSBT to be more future-
proof, particularly with workforce planning and development planning. 

14 Employee impact? 

■ Employees will be able to take greater ownership of their own development. 
■ Improved opportunities for career planning 
■ Better workforce development planning across the whole organisation leading 

to greater efficiencies and better ROI for OD interventions 
■ Improved capabilities at operational manager level leading to greater motivation 

of staff which will impact positively on performance and productivity. This in turn 
will lead to improved outcomes in future Your Voice surveys. 

■ All of this will support NHSBT in its ambition to be a great place to work and will 
aid the recruitment and retention of the highest calibre staff. 

15 Donor/Patient/Customer impact? 

■ All the points indicated in the Employee Impact section above will lead to 
better motivated staff who will give an improved service to donors, thereby 
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ensuring greater retention of donors and fewer complaints 
■ Better productivity means an improved service to hospitals, ensuring that 

patients get the right products they need at the right time. 

16 Taxpayer impact? 

See financial impact in Section 10. 

17 Author 

18 

Sue Hopgood — Associate Director of Workforce — Organisation & Workforce 
Development 8 3005 

Responsible Director 

David Evans 

19 NED input 

N/A 

20 Additional Documentation Available on Request 

c Appendix A — Shine framework 
c Appendix B — Supporting Presentation 
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1 Date / title of meeting 
30 July 2015 / NHSBT Board 

2 Title of paper 
Modernisation of Manufacturing in NHSBT 

3 Status 
Official 

4 Tweet (max 140 characters) -----------------------------------------------------------------------------------------------------------------------------
NHSBT will invest in modernising and consolidating manufacturing onto three sites in 
Manchester, Filton and Colindale by July 2017. 

5 Executive Summary (max 200 words) 
The NHSBT Blood Supply 2020 Strategy commits to modernising manufacturing. 
Following a number of option appraisals it is recommended that manufacturing is 
consolidated on three sites in Colindale, Filton and Manchester. Operations at all 
sites will be based on the Filton model, providing a 24/7 service. 

The proposed option will result in an overall reduction of 38 wte. There will be 94 
staff (86 wte) impacted in Newcastle and Sheffield and the project will involve the 
recruitment of 48 wte across operations. Consultation, where required, will also take 
place with staff in Manchester; the airn of this will be to adopt new shift patterns and 
lean systems of working. 

The non-recurring cost of the proposed option will be £6.1m with a recurring annual 
saving from July 2017 of £1.42m. Refurbishment costs will be £3.9m and payback 
will be in 4.75 years. The avoided capital costs over 10 years will be £2.8m. 

The proposal reflects our ambition to be the best organisation of our type in the 
world, delivering a modern, flexible facility capable of providing future resilience for 
increased volumes and operational or regulatory requirements. 

It is intended that pre-construction work will begin in Manchester as soon as 
possible, with construction planned to begin in January 2016 following initial 
consultation. Construction is planned to be completed in Q1 2017/18 and will be 
followed by consolidation of activity from Newcastle and Sheffield into Manchester 
during 2017. 

6 Action requested 
To improve current operational performance and future proof operations, it is 
recommended that the Board supports work to invest in, and further consolidate, 
manufacturing operations including: 

• closing manufacturing departments in Sheffield and Newcastle and 
transfer of the activity to Manchester 

• investing in the modernisation of manufacturing facilities and operations in 
Manchester 

• moving to 2417 working in the Manchester manufacturing department 
• changes within Hospital Services in Manchester, Sheffield and Newcastle 

to support the new operating model ensuring we continue to meet patient 
need. 
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Key challenges for NHSBT's manufacturing operation include over capacity 
exacerbated by the fall in demand for red cells, poorly configured and inflexible 
estate and the need to update staffing structures and systems of work to better meet 
hospital needs. These structures are currently costly and do not make the best use 
of every donation due to current shift patterns. 

Options analyses were conducted to determine the optimum number and location of 
manufacturing sites. It is proposed that these sites will be: 

Filton (because the estate and working practices are a model for other sites) 
Colindale (because of its location close to large London hospitals) 
Manchester (because the estate can be developed more cost effectively than 
other sites). 

Removing manufacturing from Sheffield will enable better opportunities for the 
development of the estate in the East of Pennines. 

Three options were considered for Manchester: 

• Minimum refurbishment 
• Modernisation to create a smaller "Filton standard" site 
• Creation of a Filton sized facility. 

The proposed solution is to create a smaller "Filton standard" site in Manchester by 
01 2017/18. The Colindale site is already earmarked for development in 2015116. 
The operating model on these sites will standardise staffing structures and ways of 
operating (with a productivity improvement of 17%). Full shift working will be 
introduced to ensure the best use is made of every donation and that a full 24/7 
service can be provided to hospitals. Some changes in activity will also be required 
in Hospital Services departments. 

• III i i • i • r •' _ i' 

For routine components and most specialist components, the current service levels 
to hospitals across the north of England will remain unchanged as these components 
will be stored in local stock holding units (SHUs) as they are today. For a small 
number of specialist components, such as those for intra-uterine transfusion and 
washed red cells and platelets, specific arrangements will be put into place to ensure 
supply to meet the requirements of hospitals. This may include routine storage of 
some short shelf life components to provide emergency cover. Additionally, a 
reduction in work in progress (WIP) will result in hospitals receiving red cells with a 
longer shelf life. 
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8 Why is this important? 
• Modernisation will provide flexibility, regulatory compliance and future-

proofing for new technologies and developments. 

• New work patterns and staff grading will ensure cost effective and efficient 
working and make the best use of every donation. 

• It will provide the investment required to bring Manchester up to the Filton 
standard. 

9 Who else has been involved so far? 
Review and support from: 

• Clive Ronaldson, Director, Blood Supply 

• Blood Supply SMT including Quality, Communications, Estates and Finance. 

• Review at Executive Team meeting. 

Also early engagement with staff and stakeholders such as hospitals, unions, MPs 
and local authorities. 

10 Costs and benefits 

Non Recurring Construction 
costs -650 -650 -650 -650 -650 -646 0 0 0 0 
Non Recurring Redundancy 
Costs -1950 
Non Recurring Staff costs 
(double running & project) -35 -90 -125 
Total Recurring Revenue 
Costs (Transport) -135 -180 -180 -180 -180 

Recurring Staff Savings 794 1323 1323 1323 1323 
Recurring Equipment 
Savings 135 272 272 272 272 

Total Cost Impact -650 -650 -650 -685 -740 -1,927 1,415 1,415 1,415 1,415 

11 Significant next Actions 

Target Date Headline Activity Delivery / Benefits 

August 2015 Early collective consultation to Early and satisfactory 
consult on overall proposal, prior to consultation with stakeholders 
initiating estates work. will enable the refurbishment 

work to start without undue 
delay. 

August 2015 Engage with individual hospitals Respond to initial feedback 
served by Newcastle, Sheffield and received to date and ensure 
Leeds and hospital representative clarity on the proposals and 
bodies (such as Regional identify delivery options for 
Transfusion Committees). specific issues raised by 

customers. 
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December 2015 Commence consultation with staff Individual consultation with 
impacted by changes to Manchester staff to deliver new 
Manufacturing and Hospital grades and 24/7 working. 
Services in Manchester. 

Q4 2015/16 Commence refurbishment in This will deliver a modern open 
Manchester. plan manufacturing facility in 

Manchester, capable of 
operating 24/7 and increasing 
productivity through lean 
practices. 

February 2016 Begin training of new staff, initially This will deliver a well trained 
for new Manchester night shift. Will and capable workforce. 
continue until May 2017. 

April — July 2016 Implement new shifts and working Begin to deliver new lean 
practices in Manchester. systems and improve use of 

donations. 

November 2016 Commence consultation with staff Individual consultation with those 
impacted by changes to staff in impacted areas. 
Manufacturing and Hospital 
Services in Newcastle and 
Sheffield. 

May /June 2017 Complete refurbishment in The estate upgrade will be 
Manchester and commence commissioned and validated 
transfer. against the specification. Detail 

systems will have been put into 
place and tested to ensure that 
Hospitals see no change to 
service delivery. 

July 2017 Closure of Sheffield and Newcastle Aim to redeploy staff where 
manufacturing sites. possible. Every effort will be 

made to minimise the number of 
compulsory redundancies. This 
change will deliver the main 
benefits such as modernising for 
the future, maximising every 
donation, improving cost 
efficiencies. 

August 2017 Project close. This process will include a 
tracking and audit process to 
ensure benefits are measured. 

12 How does this impact on Equality and Diversity? 

An initial Equality Impact Assessment has been completed and shows the 
introduction of this change will not have a direct impact on equality or diversity. The 
assessment will be developed further as the project evolves and engages more 
closely with staff. 
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13 What is the impact on sustainability? 
Consolidation of facilities will support the NHSBT sustainability agenda. However, 
there will be a requirement for additional transport between centres. We will adapt 
the established logistics network for the transportation of stock and testing samples 
in the Leeds, Sheffield and Newcastle areas to move blood components. 

14 Employee impact? 
There will be an impact on staff in the three affected centres with some redundancies 
in Newcastle and Sheffield. 

The proposed option will result in an overall reduction of 38 wte. There will be 94 
staff (86 wte) impacted in Newcastle and Sheffield and an increase of 48 wte across 
operations in Manchester. 

15 Donor/Patient/Customer impact? 
Customer impact will be focused on arrangements required to ensure timely delivery 
of bespoke specialist components. The project has reviewed all current customer 
agreements and is developing processes to ensure customers receive components 
to agreed timescales. 

16 Taxpayer impact? 
Recurring savings of £1.42m per annum will contribute to maintaining or lowering the 
price of blood to the NHS. 

17 Author 
Stuart Penny / Assistant Director for National Operations 

18 Responsible Director 
Clive Ronaldson / Director of Blood Supply 

19 NED input 
Christine Costello and Roy Griffins 

20 Additional Documentation Available on Request 
Detailed Business Case 
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NHS BLOOD AND TRANSPLANT 

The NHSBT Blood 2020 Strategy identifies a number of challenges for 
manufacturing operations. This paper proposes modernisation to improve 
operations and future proof the service for emerging technologies and process 
developments. These include pathogen inactivation, additional donor testing and 
changes in the platelet supply chain. The level of investment in Manchester will 
provide consistency across manufacturing facilities and support our continued high 
levels of regulatory compliance in the future. 

1.1 Manufacturing faces key challenges including excess capacity, unsuitable 
estate and sub-optimal working arrangements. 

Filton - the estate and working practices are the model for other sites 
Colindale — strategically important location, close to large London hospitals 
Manchester - the estate can be developed more cost effectively than the 
other two sites in the Northern Region. Testing and donor records activities 
are already consolidated here and removing manufacturing from Sheffield 
enables opportunities for the development of the estate in the Leeds and 
Sheffield areas. This could include the consolidation of activities in Leeds 
and Sheffield. 

1.3 The proposed solution will include the development of the Manchester site to a 
smaller "Filton standard" by 02 2017/18. The Colindale site is already earmarked 
for the development required to implement 24/7 working during 2015/16, and the 
cost for this work is outside this project. Should there be competition for these funds 
as a result of this proposal, then the refurbishment of Manchester will take 
precedence. 

1.4 The operating model on the three sites wi ll standardise staffing structures and 
lean ways of working (with a productivity improvement from 9,840 to 11,548 
equivalent units per person per year, a 17% increase). Introduction of full shift 
working in Manchester will ensure the best use is made of every donation and a full 
24/7 service can be provided to hospitals. The design and manufacturing approach 
at Manchester will use lean methodologies and principles. 

1.5 The Colindale manufacturing department is currently developing a separate 
initiative that will introduce 24/7 working, to ensure we provide a standardised 
service to all NHSBT customers. 

1.6 Red cell manufacturing volumes will increase at Manchester from 240,000 to 
670,000. Volumes at Filton and Colindale will be largely unchanged. 
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1.7 For routine and most specialist components, the current service levels to 
hospitals across the region will remain unchanged. These components will be 
stored in the stock holding units in Newcastle and Sheffield as they are today. For 
a small number of specialist components such as those for intra-uterine transfusion 
and washed red cells and platelets, specific arrangements will be put into place to 
ensure supply to meet the requirements of hospitals. This may include routine 
storage of some short shelf life components to provide emergency cover. 

Non recurring cost: £6.1 m 
Recurring savings: £1.42m 
Avoided capital costs: £2.8m. 

This results in a simple pay back of 4.75 years, a positive NPV at year 10 of £4.5m. 

The proposed option will result in an overall net reduction of circa 38 wte. There 
will be 94 staff (86 wte) impacted in Newcastle and Sheffield manufacturing and an 
increase of 48 wte in Manchester. Every effort will be made to minimise the number 
of compulsory redundancies. 

It is intended that pre-construction work will begin in Manchester as soon as 
possible to allow construction to begin during January 2016, following initial 
consultation. Construction will be completed in Q1 2017/18 and will be followed by 
consolidation of activity into Manchester during 2017. The proposed timetable is 
contingent on NHSBT Information and Communications Technology (ICT) resource 
being available during Q4 2015/16. These resource requirements are currently 
being discussed with ICT. 

To improve current operational performance and future proof operations it is 
recommended that the Board supports work to invest in and further consolidate 
manufacturing operations including: 

• closing manufacturing departments in Sheffield and Newcastle and transfer 
of the activity to Manchester 

• investing in the modernisation of manufacturing facilities and operations in 
Manchester 

• moving to 24/7 working in the Manchester manufacturing department 
• changes within Hospital Services in Manchester, Sheffield and Newcastle to 

support the new operating model ensuring we continue to meet patient need. 

The NHSBT Blood 2020 Strategy identifies four key challenges within 
manufacturing: 

r r 

• • sYt1 11ThT 
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3.2 In 2006 NHSBT performed manufacturing on eleven sites and testing on ten. 
Following a series of successful consolidations manufacturing (including quality 
monitoring) is now undertaken on five sites (Colindale, Filton, Manchester, 
Newcastle and Sheffield) and testing on two sites (Filton and Manchester). The 
supply of blood via the Hospital Services function is performed from 15 stock 
holding units and the recent consolidation of Donor Records has moved this activity 
from five sites to two (Filton and Manchester). Filton currently manufactures 
approximately 43% of the blood supply, Colindale 21 %, Sheffield 14%, Manchester 
13% and Newcastle 9%. There are no plans to further consolidate Hospital 
Services, Testing or Donor Records. 

•o 1 0 • s s d • s i s 

4.1.1 Creating a "Fitton-like" environment (described in section 6) at all sites to: 

Thsl•t 
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4.1.2 Create systems of work which: 

• provide the best possible service to the customer 
• maximise the use of every donation (through 24/7 working) 
• reduce the flow time for components and work in progress (WIP) 
• improve scheduling of activity and workforce 
• improve development and progression of staff. 

4.2 Achieving this ambition is not viable with the current five site structure as: 

• the cost would be prohibitive to modernise all facilities 
• it continues the current over capacity and low equipment utilisation 

rates, there would be a duplication of equipment across sites 
• low volumes would not achieve economies of scale 
• fixed costs would not be removed as demand declines 
• workforce structures and planning are not optimal. 
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5.1 Capacity utilisation and productivity 
Falling demand (9.5% in the last three years) has increased excess capacity and 
even in the busiest areas equipment utilisation reaches only c40%. Additionally, 
significant variances in productivity are achieved in different sites. Lean working 
and successive consolidations have increased manufacturing productivity by c75% 
since 2008/09. 

5.4 The requirement for 24/7 working 
All hospitals receive a 24/7 service through NHSBT's 15 stock holding units. The 
provision of specialised (made to order) components is covered by a mixture of 
24/7 operations at Filton and on call cover at other sites. As hospitals move further 
towards a 24/7 service, NHSBT must also adopt 24/7 working across all sites. 
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Fitton is an excellent model for manufacturing across NHSBT, due to: 

6.1 The Facility 
The Fitton manufacturing hall was built to create an environment in which a 
pharmaceutical/biotech culture could be established. There is a flexible workspace 
which is responsive to the needs of our customers, our regulators, the 
implementation of new processes and lean systems. The facility also provides a 
future-proofing capability for the introduction of automated processes. 

6.2 Systems and workforce 
There are inconsistencies in grading whereby the same activity is performed by 
different grades across sites. Filton staff grades are better aligned to activity. Three, 
full shifts working in Filton ensures that maximum use can be made of every 
donation and supports 24/7 customer demand. The shift system delivers better 
equipment utilisation and provides the flexibility to change the emphasis of 
production, as exemplified by the platelet supply chain project. 

To re-create the Filton model across NHSBT in its current configuration would 
require the refurbishment of four other sites and the implementation of new working 
patterns at each. The activity at each site would not deliver economies of scale. 
Therefore, an operational assessment has been undertaken to evaluate the 
optimum number of sites for the future configuration of manufacturing. The criteria 
used (with the percentage weighting) were: 

• ease of operating a 24/7 service (10%) 
• reduce over capacity (10%) 
• provide assurance of business continuity (25%) 
• meets customer expectations (20%) 
• financial payback (NPV) (25%) 
• ease of modernisation and standardisation (10%). 

The three site option scored highest: four sites 225, three sites 320, and two sites 
240. 
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Options appraisal — Number of sites 

Description of Option Strengths Weaknesses 

• Established working • Inflexible working practices. 
environment. • Harder to achieve high 

• Proven track record at all productivity due to huge 

Option 1: 
sites. excess capacity and lack of 

No changes to current • Skilled workforce with flexibility. 

structure experience and knowledge. • No savings generated. 
• No impact on staff. • Harder to standardise and 
• No direct implementation modernise. 

costs. 

• Delivers some productivity • Would require the 
benefits with minimal change. modernisation of two sites. 

Option 2: • Low impact on staff. • Will be less economic as it 

Consolidate onto 4 sites • Recurring revenue savings of will require night shifts on 
c £600,000. more sites to maximise the 

use of all donations. 

• Higher level of financial • Will not maximise financial 
benefits. or productivity benefits. 

• Will deliver the 2020 blood • High staff impact. 
strategy. • Requirement for significant 

Option 3: • Will maximise use of every one off costs ranging from 
Consolidate onto 3 sites donation through the approximately £6m - 
(Recommended development of night shift £11.5m depending on the 
option) working. extent of the development 

• Will reduce surplus capacity. of the facility. 
• Provides strong business 

continuity. 
• Recurring revenue savings of 

£1.4m - 1.5m. 

• Large increase in productivity. • Could not support current 
• Highest financial benefits. SLAs to hospitals within 
• Will deliver modernisation our current logistical 

strategy. restraints and timelines. 
• Will maximise use of every • Risk of business continuity 

donation. should one site become 
Option 4: • Will greatly reduce surplus inoperable. 
Consolidate onto 2 sites capacity. • Potential risk of adverse 

• Recurring revenue savings of response from hospitals. 
£2.6m. • Create significant logistical 

challenges. 
Requirement for significant 
one off costs of £13.1m. 

Table 1: Options appraisal — Number of sites 

Based on this assessment it is recommended that NHSBT should consolidate 
manufacturing (including quality monitoring) activity onto three sites. 
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Further review established which sites are of key strategic importance and how to 
maximise the benefits of the future operating model: 

8.1 Filton (SW Region) — The Filton site is a modern purpose-built facility which is 
seen as a world leader in blood manufacture. It is not recommended that the site 

lire 

8.2 Colindale (SE Region) - The Colindale centre is strategically located to serve 
the requirements of London's many specialist hospitals. The volume of activity 
undertaken currently (especially ad hoc requests, where approximately 25% are 
delivered from Colindale) would require complex arrangements to be put in place to 
maintain service levels. It is therefore not recommended that this site be considered 
for closure. 

8.3 Manchester, Newcastle, Sheffield (Northern Region) - In order to provide a 
service which meets our service level agreements, the third centre is recommended 
to be placed in the Northern Region, at one of our three current manufacturing 
sites. An appraisal was undertaken to evaluate the best option in this region. 

The Newcastle centre would be difficult to refurbish, given its size and construction. 
Because of its distance from other centres it would also create business continuity 
challenges if one of the remaining sites in the south became inoperable for a 
prolonged period. For these reasons Newcastle was rejected as an option. 

Both the Manchester and Sheffield sites currently manufacture similar volumes of 
blood and it is expected that either site could reach the high operational 
performance levels required. In the appraisal each site was evaluated using the 
following criteria (with their percentage weighting): 

• suitability of the estate and refurbishment investment (20%) 
• operational effectiveness (15%) 
• opportunity of estate redevelopment (15%) 
• recurring savings (20%) 
• redundancy impact (15°io) 
• ease of logistics (15%). 

Manchester scored highest; 300 against 180 for Sheffield. 

Analysis of the refurbishment costs have been generated by the Estates 
construction office, in conjunction with external cost consultants. This has shown 
that the refurbishment costs in Manchester are less costly than those in Sheffield. 

8.5 Operational effectiveness 
In terms of performance a refurbished Sheffield centre would be able to perform as 
well as the proposed refurbished centre in Manchester. Testing and Donor Records 
are already consolidated onto the Manchester site (along with Filton) and the 
consolidation of manufacturing into Manchester will support close working 
relationships between these departments. Although it is not essential for operational 
departments to be co-located, where this is possible it is sensible to do so to ensure 
the best possible integrated working across the supply chain. 
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If the Board approve this proposal NHSBT will conduct a review of the estate in the 
Leeds/Sheffield area which will identify options by the end of 2015. A key part of 
that review will be the provision of the services which are currently supplied from 
Leeds and Sheffield, including stockholding and diagnostic services. 

9.1 A number of options were considered for the refurbishment of the Manchester 
site as follows: 

• Option 1: minimal refurbishment in Manchester with approx. 67% of 
collections in the region manufactured there. Approx. 33% of collections from 
the region would go to Colindale. 

• Option 2: all collections from the region manufactured in Manchester. The 
estate is developed to create a smaller "Fitton standard" facility. 

• Option 3: all collections from the region are manufactured in Manchester. 
The facility is developed to create a Filton sized facility. 

It is proposed to refurbish the Manchester centre to the same standard as Filton 
(and complete the planned refurbishment of Colindale). This will create additional 
capacity, allowing Manchester to receive all collections from the region (option 2). 
This will provide a modern, flexible facility that will be able to manage future 
demands from new technologies and changes in demand. It will provide a more 
consistent approach to our regulators and support our drive for continuous 
improvement in compliance. 

it should be noted that there is a budget already allocated for the refurbishment of 
the Colindale centre. Should there be competition for these funds as a result of this 
proposal, then the refurbishment of Manchester will take precedence. 

Option 2 aligns with the 2020 strategy for NHSBT to be a world leader and supports 
our stated aim of being the best in the world by any measure. The proposal 
delivers: 

• a modern facility which will allow the flexibility for future process changes 
and automation 

• facilitation of the adoption of lean working and methodologies 
• an improved service to hospital customers due to 

24/7 working resulting in increased availability and reduced 
timescales for the provision of specialist products 
hospitals receiving fresher blood due to the improved timelines and 
reduction of work in progress (WIP) 

• a significant productivity increase of 17% 
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• improved working practices plus a better utilisation of space and equipment 
• a payback of 4.75 years at a cost of £6.1 m 
• avoided capital costs of £2.8m over 10 years 
• support for our Quality systems and meeting future regulatory demands 
• support for the introduction of future safety initiatives. 

9.2 Option 3 would incur significant additional refurbishment investment (£9..2m) 
when compared to option 2 (£3.9m) with no additional recurring savings and 
has, therefore, been discounted. 

• a modern manufacturing hall, consistent with the Filton site. Option 1 
provides facilities refurbishment to a minimum standard 

• an additional c260m2 of space ensuring the flexibility to respond to new 
technologies and processes as they develop. It is likely that pathogen 
inactivation for platelets will become the international standard for the next 
stage in assurance of patient safety and will require additional space 

• a fast and more agile approach to manufacturing, as is the case in Filton. A 
recent example is the expansion of platelet pool production to support the 
platelet strategy where implementation at Filton was on a larger scale, yet 
was implemented more quickly and efficiently. 

A lack of investment now carries the risk that NHSBT would have to make 
significant changes urgently, at potentially extra cost. 

9.3.2 Productivity 
Option 2 will provide a change in national productivity levels of 17%. With option 1 
this will be 11%. 

r 

9.3.4 Regulatory issues. 
Not addressing the difference in our facilities presents two standards to our 
regulators. Developing Manchester to a lower level of facility will create 
inconsistencies in the standard of our estate and fall short of creating a 
pharmaceutical / biotech type environment for our manufacturing facilities and 
practices. We have also developed modern, compliant space in Birmingham and 
Tooting and are currently developing the Hospital Services department in 
Birmingham. Additionally, we are developing our blood donation clinics to a 
standard in line with our world class aims. 

.do is • s • s • • • • 
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9.4 Cost 
A comparison between options 1 and 2 is shown in table 2 below. 

Option 1 Facility Option 2 Facility 
One off Costs £5.8m £6.1 m 
Payback 4.46 years 4.75 years 
Productivity 11.6% 17.0% 
increase 
Capacity Capable of processing 67% of the Capable of processing 100% of 

Newcastle and Sheffield activity. the Newcastle and Sheffield 
activity. 

2417 working and An immediate staff restructure A more gradual change to avoid 
new practices in required. an immediate restructure. 
Colindale 
Refurbishment Full refurbishment of a limited Full refurbishment of all areas to 

number of areas to accommodate maximise space utilisation and 
additional volume, create a Filton standard 
Very limited changes in manufacturing environment. 
Manufacturing. 

Table 2. Refurbishment options 

It must be emphasised that option 1 delivers none of the advantages described in 
section 9.3 above. It would be possible to refurbish Manchester to the standard 
required in option 1 and then to refurbish Manchester again to the standard of 
option 2 to accommodate new technologies. However, this will incur additional cost 
which has been estimated at £500,000 over five years. The total investment 
required would be £6.6m, compared to £6.1 m, for option 2. 

10. IMPACT ON STAFF & STAFF ENGAGEMENT 

The impact on staff will be: 

• The manufacturing departments in Sheffield and Newcastle will be closed 
and staff will be placed at risk. Every effort will be made to redeploy staff or 
offer voluntary compulsory redundancy. The number of staff impacted will be 
94 (86 wte) 

• There will be 48 additional posts created in Manchester 
• There will be some restructuring of staff in Manchester in order to move to 

24/7 working and standardise grades. Wherever possible these changes will 
be made with minimal impact on staff. 

10.1 There will be an impact for Hospital Services including introducing an 
additional 24/7 shift rota at Manchester as the current system of lone workers out of 
hours will not support the additional activity that Manchester will be required to 
undertake. Changes to staffing have been calculated based on the established 
Filton model using standard work. 
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This change management programme will be delivered through formal consultation 
in accordance with legal requirements. We have a proven track record in the 
delivery of transformational change through consolidation. Assessments will be 
completed on a case by case basis to reduce the impact on staff and support, such 
as relocation or travel expenses, will be offered where it is deemed suitable. 

111 The consolidation of manufacturing into Manchester generates a requirement 
for recurring and non-recurring investment totalling £6.1 m for year 2016/17. 

(a) Non-recurring revenue costs for the project refer to: 

• Staff redundancy costs - £1.95m 
• Refurbishment costs at Manchester - £3.9m 
• Double running staff costs - £0.25m 

Total Non-recurring Revenue Cost Approx. £6.1m 

(b) Recurring revenue savings identified refer to: 

(c) Recurring revenue costs for the project refer to: 

• Additional logistics costs £0.18m 

Recurring Revenue Cost Approx. £0.18m 

An additional benefit would be the avoided cost of replacing equipment at the 
Sheffield and Newcastle sites over the next ten years, based on current 
replacement costs this is estimated to be £2.8m. 

The payback on revenue costs is approximately 4.75 years with a discounted cash 
flow saving of £4.5m over ten years. The summary of costs and benefits for the 
following five years can be found in table 3. 
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Table 3 Full Financial summary table of Manchester option 2. Details are available on 

Total Capital Costs 0 _ 0  0 0. _ 0 
Total Non-Recurring Revenue Costs -3,375 -2.722 0 0 0 0 
Total Recurring Revenue Costs 0 -135 -180 -180 -180 -180 
Less Non-recurring Savings (from 
Benefits) 

Less Recurring Savings (from Benefits) 0 930 1,595 1,595 1,595 1,595 
Less Income Generation 

Total Cash Cost -3,375 -1.927 1,415 7,415 1.415 1.415 

10 N NPV l 3.5% 

The refurbishment costs have been estimated using professional services, however 
detailed planning will be undertaken during the next phase of the project. 

Financial analysis of developing the Sheffield site 
An analysis was undertaken of the possible development of the Sheffield site to an 
equivalent standard and size to the preferred option in Manchester. 

11.2 The Sheffield site does not have sufficient space to develop this option within 
the current manufacturing estate (Manufacturing and the former Testing 
departments). A plan was developed for this option and the initial investment 
required to develop the Sheffield site would be £8.5m, compared to £61m for 
Manchester. 

(d) Non-recurring revenue costs for the project refer to: 

• Staff redundancy costs of £1.8m 
• Refurbishment costs at Sheffield £6.5m 
• Double running staff costs - £0.25m 

Total Non-recurring Revenue Cost Approx. £8.5m 

(e) Recurring revenue savings identified refer to: 

• Reduction in National Manufacturing staffing by circa 38 wte - £1.32m 
• Reduction in maintenance & other minor budgets - 0.27m 

Recurring Revenue saving Approx. £1.60m 

(f) Recurring revenue costs for the project refer to: 

• Additional logistics costs £0.13m. 

Recurring Revenue Cost Approx. £0. 13m 

Total Recurring Revenue saving (b-c) Approx. £1.47m 

Avoided capital cost 

The avoided cost of replacing equipment in Manchester and Newcastle over the 
next ten years, based on current replacement costs is estimated to be £2.8m. 

Page 17 of 24 

WITNO643008_0043 



The payback on revenue costs is estimated to be 6.1 years with an estimated ten 
year Net Present Value for this option of £3.2m. 

The total cost of this option is included in the table below. 

Total Capital Costs 0 0 0 0 

Total Non-Recurring Revenue Costs -0,522 0 0 0 0 

Total Recurring Revenue Costs -125 -125 -125 -125 

Less Non-recurring Savings (from Benefits) 

Less Recurring Savings (from Benefits) 1,194 1,595 1,595 1595 

Less Income Generation 

Total Cash Cost -8.522 1,669 1.470 1.478 1,478 

10 yr NPV © 3.5% I 3,237 1 

Table 4 Summary table of Sheffield costs. 

12. SERVICE TO HOSPITALS AND PATIENTS 

Analysis of the manufacture and delivery times to hospitals across this region has 
been undertaken. For customers the primary benefits will be the provision of a 24/7 
service in all manufacturing sites and assurance that NHSBT will be able to 
respond effectively to future technologies and developments. 

We will continue to hold stock in Sheffield, Newcastle and Leeds and we will 
primarily use the established logistics network for the transportation of testing 
samples in the Leeds, Sheffield and Newcastle areas to move blood components-
NHSBT has an excellent track record in ensuring the safe and efficient 
transportation of blood across England and North Wales. We plan to move most 
components overnight when traffic is lighter and we will be able to deliver 
components off the shelf in the same way as we do now. 

The 24/7 operation will ensure that requests for specialist components with a short 
shelf life can be manufactured at all times. Currently, this is not possible at all sites 
and is provided by an on call service, except in Filton. Specific arrangements will be 
put into place to ensure supply to the requirements of hospitals. This may include 
some routine storage of short shelf life components such as those for intra-uterine 
transfusion and washed red cells and platelets to provide emergency cover. This is 
documented in an initial clinical risk assessment which will be developed further as 
discussion with hospitals and other customer groups take place. 

The move to 24/7 working will also allow for the best use to be made of every 
donation. This will ensure that, where there is competition for components from 
certain blood groups, there will be more flexibility to meet customer needs. 

This option will also utilise the Planning and Control System's (PCS) new internal 
stock modules, leading to an improved service to hospitals, by optimising units 
held in each of the SHUs. 

For routine components and most specialist components, the current service levels 
will remain unchanged as these components will be stored in local stock holding 
units as they are today. A reduction in work in progress (WIP) will result in 
hospitals receiving fresher red cells. 
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In conjunction with the Business Continuity function an analysis has been 
undertaken to assess contingency plans for the proposed structure. This has 
demonstrated that, should one site become inoperable, there is sufficient capacity 
at either of the other two sites to maintain business continuity. 

Table 5: Summary of red cell manufacturing capacity 

Implementation of the recommended option will result in manufacturing sites in 
Manchester (670,000 red cells per year), Filton (780,000) and Colindale 
(380,000). 

Each site will operate in a "Filton-like" environment enabling lean working, 
flexible operations and future proofing. Each site will work to clear scheduled 
activity with shifts running 24/7. Staff gradings will be identical at each site, 
based on the Fitton structure. 

_Fhe scope of the project will include: 

• Refurbishment of the Manchester site (note: the planned development and 
implementation of 24/7 working at Colindale will proceed as a separate 
initiative) 

• Development of a workforce plan for 2417 working in Manchester 
• Development of standardised staff banding at Manchester 
• Development of improved activity scheduling for Manchester 
• Disestablishment of the Newcastle and Sheffield manufacturing functions 
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• Consultation with staff side 
• Communications with staff, hospitals and stakeholders 
• Changes to Hospital Services operations in Manchester, Sheffield and 

Newcastle 
• Changes to transport routes and vehicle type. 

16. IMPLEMENTATION 

It is intended that pre-construction work will begin in Manchester as soon as 
possible with construction planned to begin in January 2016, following initial 
consultation. Construction will take circa 70 weeks and will be followed by 
consolidation of activity into Manchester during 2017. 

The implementation timetable proposed in this paper is contingent on NHSBT ICT 
resource being available during Q4 2015/16. 

The key implementation milestones are listed below: 

Project Milestone 2015 2016 2017 
Plan M J J ASONDJ F MAMJ J ASONDJ F MAMJ J A 

Initiation 
Estate planning / 
Refurbishment 
preparation 
Delivery 
Announcement to 
stakeholders / early 
discussion with 
staffside 
Continue detailed 
engagement with 
hospitals 
individually and 
collectively. 
Collective 
Consultation 
Consultation for 
Manufacturing and 
HS staff in 
Manchester 
Refurbishment of 
the Manchester site 
Manchester 
recruitment and 
training 
Consultation for 
Manufacturing and 
HS staff in 
Newcastle and 
Sheffield 
Movement of 
activity into 
Manchester 
Project Closure 

Table 6: Key implementation milestones. 
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The Manchester manufacturing site will continue to operate during the 
refurbishment work and the build will be phased, isolating small sections of the site 
to develop. To deliver the same operational capacity within a smaller footprint, the 
Manchester site will move to a limited night shift from April 2016. 

17. GOVERNANCE AND COMMUNICATIONS PLANNING FOR 
MODERNISATION OF MANUFACTURING AND THE EAST OF PENNINES 

The supply chain modernisation project is closely linked to other potential changes 
to our rolling estates programme as outlined in the January 2014 Board paper. As a 
result, it was agreed that: 

Individual projects will be established for supply chain modernisation 
(already in place) and estates changes East of the Pennines 
Both projects will be overseen by one Programme Manager to review the 
interdependencies between the projects 
A monthly Programme Board meeting will provide the governance for the 
projects. 

17.1 Briefings were held on 3 June 2015 with staff, managers and staff side 
representatives impacted by this proposed change in Manchester, Sheffield, Leeds, 
Newcastle and Colindale (primarily to inform staff how it is proposed to develop 
Colindale in the future). 

The consolidation of manufacturing into Manchester raises concerns for the future 
of the Sheffield and Leeds centres for staff based there. We have briefed staff at 
these sites that as part of this work we will also be looking to establish the longer-
term options for our sites in Leeds and Sheffield and will be seeking the views of 
staff and other stakeholders to inform decision making following the announcement 
of the Board decision in July. We will also be clear, that it is very much our intention 
to retain a presence in the Leeds/Sheffield area. 

Communications were also issued to non-impacted employees about the 
development of these proposals. 

17.2 We have written to local MPs, Councils and Hospitals during June/July. 

In terms of media interest, so far there has been largely balanced and factual 
coverage of the proposal in the Newcastle and Sheffield areas only. 

17.3 The key communication milestones are listed below: 

Communications Plan 
2015 2016 

A M J J A S 0 N D J F M 
National SPC meeting 
Staff briefings in all centres 
Local stakeholder briefings — Hospitals, MPs and Councils 
(reactive media) 
Initial briefing/dialogue with key East of Pennines 
stakeholders re options 
Director Roadshows 
Board Meeting 
Briefings to impacted staff and stakeholders 
Ongoing internal consultation and external engagement 
Decision and plan for East of Pennines estate agreed 
and communicated 

Table 7: Key communication milestones. 
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17.4 Based on previous consolidation initiatives, we will need to work closely with 
hospital customers to ensure the smooth transition of activity. We will need to 
emphasise the positive aspect of moving to true 24/7 operations and highlight how 
we will manage the supply of specialist components. 

Following the announcement of the proposals to staff and communications to 
hospitals some feedback has been received raising questions regarding the 
sustainment of current service levels and the provision of short shelf life 
components. Our plan is to actively engage with hospitals in this discussion through 
our Customer Services function. A plan has been developed to do this and some 
engagement with Regional Transfusion Committees has already begun. 

Some requests for information have been received from MPs and Health Boards. 

17.5 If this paper is approved by the Board it is intended to brief impacted 
manufacturing teams about the possible changes on 31 July. Employees were 
made aware of this date in the June briefings, and are expecting to be updated on 
the outcome of the Board decision on this date. This activity is part of an integrated 
communications plan and effective stakeholder engagement activity to ensure that 
the changes are successfully implemented and we manage interest and feedback 
from: 

• Internal stakeholders — staff and unions 
• External stakeholders - MPs, local councils and national/local media 
• Hospital customers 
• Donors (where applicable). 

18. RISKS 

The risks with a risk level of 10 or above are listed below. 

Risk 1 — ITC resource to support the project 
Due to the ITC infrastructure upgrade activity scheduled for Q 3 and 4 2015/16, there may 
not be adequate ITC resource to support the delivery of this project during phase 1 on the 
construction work. 

Impact: 5 I Likelihood: 4 Risk Level: 20 
Mitigation 

• Early engagement with the ICT function has taken place 
• The dependency on other projects has been recognised (IT upgrade / Network and 

Telephony contract) 
• A national prioritisation assessment has been completed between the PMO and ITC 

departments. 

Risk 2 — Project timeline 
There is a risk that any upgrade to the NHSBT estate, to accommodate consolidation, will 
not be completed within project timeline. This risk will impact on NHSBT's ability to move 
consolidated operations to the new site in tandem with plans to decommission closing 
sites, which may impede NHSBT's ability to produce sufficient products to meet our 
customer's demands. 

Impact: 5 I Likelihood: 3 I Risk Level: 15 
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Mitigation 
• Early engagement with the Estates team has been initiated 
• Known contractors who have previously delivered successful projects for NHSBT 

will be engaged 
• The build project will be monitored against the build plan 
• A contingency will be built into the timeline to reposition activity 
• Develop a contingency plan to reprovision activity in the short term. 

Risk 3 — Stakeholder reaction to change 
The closure of NHSBT Manufacturing sites may invoke negative reactions from staffside, 
hospital and political stakeholders. 

Impact: 4 Likelihood: 3 Risk Level: 12 
Mitigation 

• A robust communications plan will be produced to engage with all stakeholders 
• Senior staffside members will be briefed early on the rationale for change. 

Risk 4 — Staff retention 
Once the consolidation plans have been announced, impacted staff may leave NHSBT 
prior to the closure of their sites. This risk will impact on NHSBT's ability to operate and 
produce sufficient products to meet our customer's demands. 

Impact: 5 I Likelihood: 2 I Risk Level: 10 
Mitigation 

• A communication plan will be developed for impacted staff 
• A scoping exercise will be completed to understand staff members intentions 
• Redundancy packages have helped to retain staff in previous change programmes. 

Risk 5 — Recruitment 
The consolidated Manufacturing sites may not be able to recruit sufficient staff to cover the 
new night shifts. This risk will impact on NHSBT's ability to produce sufficient products to 
meet our customer's demands. 

Impact: 5 Likelihood: 2 Risk Level: 10 
Mitigation 

• Recruitment will be started early during delivery. 

Risk 6 — Cost estimations 
Due to the confidential nature of this project, the building contractors have not been able to 
complete a detailed evaluation of the costs associated with the estate refurbishment. This 
risk could result in the Detailed Business Case not containing an accurate representation of 
the full project costs. 

Impact: 3 Likelihood: 3 Risk Level: 9 
Mitigation 

• Estates have been fully engaged early in the planning process 
• The production of an estate plan and specification was made a priority 
• External contractors with the necessary skills have been engaged to complete the 

planning and costing models. 

Risk 7 — Project resource 
There will not be sufficient resource to deliver the project. 

Impact: 4 Likelihood: 2 Risk Level: 8 

Page 23 of 24 

WITN0643008_0049 



Mitigation 
• Early engagement with all senior stakeholders 
• The formation of a core project team immediately after the initial project 

communication announcement 
• Highlighting the requirement for specialist resource early e.g. HR 
• Fund adequate resource within the Business case. 

Risk 8 — Increase in double running costs 
These will increase one-off costs, reducing the payback. 

Impact: 4 Likelihood: 2 Risk Level: 8 
Mitigation 

• Project team review vacancies as they arise to ensure tight control over redundancy 
costs and staffing in Newcastle and Sheffield. 

After the project has gained Board approval, and is no longer confidential, then a 
risk workshop will be held to expand on this list. 

19. CONCLUSIONS 

Manufacturing faces key 
and sub-optimal working 
performance and future 
supports the following: 

challenges including excess capacity, unsuitable estate 
arrangements. To improve current operational 
proof operations, it is recommended that the Board 

• close manufacturing departments in Sheffield and Newcastle and transfer 
of the activity to Manchester 

• invest in the modernisation of manufacturing operations in Manchester 
• move to 24/7 working in the Manchester manufacturing department 
• changes within Hospital Services in Manchester, Sheffield and Newcastle to 

support the new operating model ensuring we continue to meet patient need. 

Clive Ronaldson 
Director of Blood Supply 

Stuart Penny 
Assistant Director of National Operations — Blood Supply 
July 2015 
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15/57 

NHS BLOOD AND TRANSPLANT 

30 JULY 2015 

CHIEF EXECUTIVE'S REPORT 

HIGHLIGHTS 

• Blood stock levels generally good but universal platelet levels causing 
concern 

• DTS sales income below plan but costs reduced to keep budget on 
track 

• Organ donation levels lower than plan YTD but some strong in month 
performance. 

• Two new Director appointments 
• Successful annual stakeholder event with good engagement on the day 

from attendees and positive feedback 
• Research and Development strategy 2015-20 received extensive 

media coverage 
• A successful Blood Week generating significant media coverage and 

an influx of new donors registering and seeking appointments to donate 
• Recognition for our communication activity with four wins at the Public 

Sector Communication Awards 2015. 

ACTIVITY SINCE LAST BOARD MEETING 

1. Stakeholder engagement 

We hosted the fourth annual NHSBT stakeholder event in London on 25 June with 
62 external stakeholders joining us on the day. We launched our Research and 
Development Strategy 2015-20 at the event. We were delighted to have Rob 
Webster from NHS Confederation attend to give a keynote speech and highlight 
some of the challenges facing the NHS. 

2. Parliamentary Engagement 

To support National Blood Week, Jane Ellison MP, Public Health Minister, gave 
blood at West End Donor Centre on 10 June 2015. She also shared a photo on 
social media of her name with the As and Os missing as part of our `Missing Types' 
campaign. 
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3. Promoting donation 

Blood 

We ran a hugely successful National Blood Week campaign in June, which led to 
more than 30,000 people registering as blood donors - a 3-fold increase on last 
year's campaign. 

Headline results: 
• 30,620 signed up during the 10-day campaign (Friday 5 — Sunday 14 June) 

• 18,114 (or 59%) 
DJ of those 

SJta,I~ r. registeringregistering
J N. during the 

11  ~~ ® e - campaign were 
,.aoa ap Nos 17-34 years old, 

._ w_ti «n a our target 
audience group 

® ®^ • 2,025 Black, 
Asian and 
Minority Ethnic 

T T t -,- people signed • 'k 1 k up, compared to 
832 last year. 

The campaign centred around `Missing Type' with the letters A, 0 and B — the letters 
that make up the blood groups — removed from public view to draw attention to the 
need for new blood donors. 

During a campaign teaser phase, the Downing Street sign lost its 0, Waterstones 
lost the A and 0 from its Trafalgar Square store, Odeon dimmed the Os at its 
flagship Leicester Square cinema and Green and Black's Organic momentarily 
altered the look of its Blood Orange bar. 
NotOnTheHighStreet.com, NOW TV and GAME also supported the teaser phase. 

On Friday 5 June, we revealed NHS Blood and Transplant was behind the confusing 
missing letters with a hard-hitting news story that 40% fewer new donors came 
forward last year compared to a decade ago. We explained that while blood stocks 
are currently good, if not enough new people donate blood and these 'types' were to 
go missing in years to come, there wouldn't be enough blood available when patients 
need it in future. 

The story received 
extensive coverage 
across all channels, 
running across the whole 
week. 

Regional events were 
held across the country. 

I0 
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Thousands of people got behind #MissingType on social media. We secured over 
700 pieces of media coverage for the campaign on TV, in print and online many of 
which relied on real life stories. 

The campaign achieved global recognition and by the end of the week around 1000 
businesses had dropped the A,B and O's from their logos. 

The response to the campaign and the national media coverage led to an 
unprecedented online response which unfortunately led to the public website having 
to be taken down several times for short periods during peak media coverage. A 
review has been undertaken to build the resilience of the website in the short term 
while we work on the longer term improvements. 

We attended Glastonbury Festival for the first time as one of only six `worthy 
cause' partners, sharing their digital platforms with selected high profile charities 
including Greenpeace, Oxfam and Water Aid. Over 650 people registered to give 
blood during the festival weekend. 

Organs 

On Thursday 9 July, we launched the new Organ Donor Register for the UK. It 
offers more options for those who join while still ensuring the process is as quick and 
easy as possible. Each of the UK Governments issued their own announcements to 
ensure that they communicated relevant messages to people living in each country. 
Activity in Wales was co-ordinated with the ongoing public awareness campaign 
around the implementation of HumanTransplantation (Wales) Act 2013. 

Since its launch we have seen a 52% increase in the number of users completing 
their registration. The new site is also mobile friendly and we have seen over a 100% 
increase in mobile registrations — with mobile users accounting for 21.5% of all 
registrants. There has also been an uplift in overall engagement with refreshed 
content, with users viewing more pages per visit and spending more time on the site. 

Following Teddy's story of neonatal donation, Ami and Liam Duggleby told their 
story of donating their 23-day-old daughter Minnie's organs earlier this year in The 
Sun and Yorkshire Post. Both of Minnie's kidneys were successfully transplanted into 
a young adult. Her parents, who are from Yorkshire, are passionate about raising 
awareness of organ donation and are supporting a local awareness campaign, called 
Be A Hero, being run by Leeds Teaching Hospitals NHS Trust. 

Our partnerships with government and NHS transaction sites continue to drive 
impressive registration figures. Since January 2015 over 650,000 people have 
clicked through to the organ donation website and over 258,000 people completed 
the online registration form. We are featured on over 20 end of transaction pages 
across a number of Government departments and are working to develop more links. 

We launched the new Research and Development Strategy 2015-20 to coincide with 
our annual stakeholder event. Our announcement about our progress towards lab-
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In May and June we achieved: 

Over 1000 mentions of blood donation in the English and North Wales print 
media and national broadcast media: 
® Advertising value equivalent of £3,821081 and a circulation of 451 .839,045 
® 83.3% of these mentions were favourable, 15.3% neutral and 1.4% negative 
® 76% of the coverage was proactively generated by NHS Blood and Transplant 

634 mentions of organ donation across the UK print media and national 
broadcast media: 
• Advertising value equivalent of £3,122,366 and a circulation of 391 ;939,444 
• 75.9% of the pieces were positive, 24.1 % neutral and 0% negative. 
• 4% of the articles carried the join the ODR message, 1% encouraged people 

to discuss their decision with loved ones. 3% gave details of how to sign up 
• The lower than usual message cut through was because we did not make any 

major national organ donation announcements in either month and we weren't 
in a campaign period. 

5. Internal communication 

We have run a programme of Director Roadshows over the last two months. These 
events were well attended and provided an opportunity for Directors to explain our 
plans for the year ahead face to face with teams and to answer their questions. The 
Roadshows complement our Connect to a Region initiative which launched earlier 
this year to improve senior leader visibility in the organisation. 

NHSBT won four of the five awards we were shortlisted for at the recent UK Public 
Sector Communication Awards 2015 which celebrate excellent communication 
activity in local and national government, emergency services and not-for-profit 
bodies across the UK. This included awards for our recent blood campaigns, the 
enhanced blood website and our campaign to engage employees in responding to 
the Your Voice employee survey. 

During this period blood stock levels have been generally good with stock levels 
exceeding 40,000 units for most of the period as part of the summer stock build. 
Stock balance has remained good with the exception of universal platelets which 
have been subject to weekly variation. Actions have been put in place to smooth 
production for this group. 

DTS sales income is below plan but costs have been reduced to mitigate. This is an 
area of continued focus. We remain on plan to deliver two new TAS services in 
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Great Ormond Street and Birmingham Heartlands, taking our clinics up to 8 
nationally. Despite early issues with the take-on of the Bristol eye bank this activity is 
now settling down and performance is improving. 

Organ donation levels in the period have been variable with May being the best 
single month ever recorded but our YTD performance remains behind plan. Early 
assessment of changes in areas such as the introduction of the 'designated 
consenter' role are looking positive but it is too early to come to any firm conclusions. 

The IT estate has been stabilised and the number of major incidents has been 
dramatically reduced. We remain on track to move the server room. The IT Advisory 
Board met for the first time and we agreed how we would make best use of the 
substantial experience now available to us in this area of work. 

Sickness absence levels have been reduced as a result of widespread management 
action, with notable improvements in logistics. 

s ! 

Agree an approach to testing for Hep E. 
Continue with server room move activity 

➢ Engage with Lord Carter's team to embed NHSBT in the new Model Hospital 
concept 
Launch NHSBT Way, management development activity 

r Recruit new Director of Manufacturing 
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Board Performance Report 
For the period ended 30th June 2015 

Blood 
Components 

DTS 

ODT 

Corporate 

Finance 

Change 
Programme 

Comments 

Red Cell issues in the year to date are 1.1 % lower than plan and 4.5% lower than last year. The latest demand forecast has 
been amended to 1.600m (versus 1.610m agreed with the NCG). Platelet issues are also 1.1% lower than plan and 0.9% 
lower than in the previous year. Forecast platelet issues have been reduced to 277k (versus 280k agreed with NCG). 

Cords issues and BBMR matches continue to be low and on a declining trajectory . This is the primary driver for a £1.3m 
contribution shortfall versus budget in the forecast for the year. 

Deceased donors in June were marginally behind plan. Year to date deceased donors are now 7% behind target (316 vs 
341), although 2% higher than the corresponding period in 2014/15. The number of transplants is 9% behind plan (841 vs 
924). Living Donors (reported one month in arrears) are 28% behind plan year to date (ie to May). 

Sickness absence has maintained the recent improvement and is at 3.4% in the month, with a strong improvement seen in 
Logistics (3.9%). System uptime in Pulse, Hematos and the Donor Portal was behind target in the month. 

The 2015/16 forecast remains equal to budget, although the actual outturn could be in the range £5m surplus to £2m deficit 
depending on the progress of transformation projects (with any deficit funded via our cash balance). 

Four red flagged projects reported this month. EMDIS Cord continues to be reported at red status as a result of issues with 
supplier software delivery. The PCS, Stock Management Roll Out and TMS projects are also at red status with resource 
constraints being a common theme. 

Contents Pages 
1. Performance Summary 1-17 
2. Key Trends and Scorecard measures 18-38 
3. Financial Report 39-42 

Page 1 of 42 

W ITNO643008_0056 



NHSBT BOARD REPORT — 30th June 2015 

YTD DIVISION PILLAR STRATEGIC TARGET PERFORMANCE 15/16
R 

TREND 

69% percent of blood donors scoring =1> 9/10 for G Better than plan in June 15(70.1% vs 70%) satisfaction with overall service (chart 17). 

No. of complaints per million donation G - Worse than plan in June, although year to date continues 
to be better than plan. 

Number of Donors Donating over the last 12 months G - Ahead of plan in June (899k vs 891 k). (000's) 

Frequency of Donation (overall) G Slightly lower than plan in June, although within tolerance 
Blood and reporting at 'Green' status (1.894). 
Donation and 
the Donor Number of 0- neg Donors Donating over the last 12 G Slightly higher in June (105.9k). 
Experience months (000's) 

Frequency of Donation (0 neg donors) G - Marginally better than plan in June (1.98 vs 1.97) 
Blood 

of whole blood donations in donor centres G Better Better than plan in June (14.5% vs 13.5%) 

of 9 bed sessions G - Better than plan in June (53.8% vs 49%). 

Blood Donation Productivity: units/FTE/year G - Better than plan in June (1,380 vs 1375). 

Red Cell Blood Stocks — Alert Levels (chart 25). G Red cell stock > 3 day alert level for all groups during 
June 15. 

Platelet Demand vs. Stock levels(chart 26 . 
) 

G Platelet stock > than average daily demand on all 

Su I Chain Yp
umer 

occasions durin the month. 

Operations Number   "of'critical'andmajor" regulatory non-perr G - None reported in June 2015 compliances 

96% of Products Issued on Time G - Better than plan in June 96.5% (May 96.4%). 
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DIVISION PILLAR STRATEGIC TARGET 15116 TREND PERFORMANCE 

Manufacturing Productivity (units/FTE/year) G _ Slightly lower than plan in June (10.0k vs 10.3k), 
Supply-Chain although year to date better than plan. 
Operations 
(cont.) Testing Productivity (unitslFTE/year) G Marginally lower than plan in June (24.93k vs 2494k) 

although year to date better than plan. 

Customer Percent of hospitals scoring =/> 9/10 for satisfaction A Worse June at 66% (March at 70%), worse than target. Next 

Service and with overall service (chart 30). survey in September 2015. 

Blood 
thethe Hospital 

Red Cell Price £121.85 in 2015/16. G Post NCG 2015/16, which maintained flat prices, a price 
reduction (E120 p/unit) will be applied to Red Cells. 

Satisfaction with RCI at =/> 9110 - Reported under the DTS section (page 7). 

Hospital 
Integration Hospital Served via Vendor Managed Inventory - To be reported from Q2. 

Hospital networks with extended / integrated services - As above. 

Commentary — Blood Components 

Red Cell issues in June were 137,200, 2.8% lower than plan. In the year to date red cell issues of 403,400 are 1.1% lower than plan and 4.5% lower than the 
previous year. 

Following this month's DRG meeting the forecast for the year was reduced by 0.6%, to 1.600m issues (versus 1.610m agreed with the NCG). This represents a 
3.5% reduction year on year (2014/15 — 1.659m). Pricing for 2015116 includes a Demand Reduction Reserve (2%), which will provide pricing cover down to 
1.578m units. 

Whole Blood collections in June (147,100) were 1.1% higher than plan, with year to date collections of 431,200 now 2.6% higher than plan. At a regional level, 
collections (number of donors bled) in the month were higher in the West (2.3%) and North (1.5%) although slightly lower than plan in the East (0.3%) , 
although year to date all regions continue to be higher than their respective plans with the West being the highest at 4.1% above plan. 

With collections again higher than plan for the month, stocks increased during June to end the month at c47k units. During the first half of July, however, stocks 
have steadily reduced to 42k, albeit higher than the upper stock level target (40k). All blood groups remained above the 3 day alert level during the month, with 
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stock levels of vulnerable groups 0-1 B- neg, stable at c6-7 days for each group, reducing to be at c5-6 days in early July. A continued pressure on 0 neg 
supply remains, however, with the proportion on 0 neg demand steadily cl imbing each month. Year to date the proportion of 0 neg demand is now at 12.5% of 
total issues (versus population of 7%) and was at 12.7% in June. It was at an average of 12.1% in 2014/15. 

The unprecedented success of the National Blood Week and the #Missingtype campaign during June resulted in a sharp increase in the recruitment of new 
whole blood donors (20.3k versus 17.5k planned). Year to date recruitment is now marginally ahead of target (50.5k versus 50.0k). The donor base overall 
(based on donors donating over the last 12 months) is now better than target, reporting at 900k donors versus 891 k planned. There was also an increase in 
the number of new 0 neg donors and hence the donor base is now marginally higher than plan at 105.9k (versus 105.3k planned). 

National Blood Week proved to be the most successful recruitment campaign that NHSBT has run. The campaign, was split into two main sections i) 
awareness campaign around the decline in new donors over the last decade and ii) introduction of the missing types theme where brands people and 
celebrities removed the letters "A" "B" and "0" from their names and mastheads. The downside was the impact of demand on the donor portal, which due to its 
integration with Pulse, required that it was taken off l ine for a number of short periods. The demand also had an impact on donor complaints (significantly higher 
in month) and donor satisfaction (which saw a sharp fall). The top three areas for donor complaints this month were i) turned away, ii) slot availability, and iii) 
not seen at appointment time. Although appointments were set aside for new donors and walk-ins, the scale of the response to National Blood Week was 
higher than anticipated. As such complaints are expected to return to past levels in the next months. Donor satisfaction in June was at 70.1% (versus 73.6% in 
May), although it remained marginally better plan of 70%. Again it would be expected that satisfaction will increase over the next few months. 

Red cel l wastage levels were at 3.65% in June, marginally worse than plan (3.60%) and also last year (3.64%), although the year to date position (3.59%), 
continues to be slightly better than plan. The number of red cell expiries was 0.31% in June, and continues to be substantially lower than both plan (0.52%) and 
the previous year (0.39%). At a group level, expiries of AB+ units continued to be high, accounting for 37% of the June total, and consistent with past 
experience. 

Year to date platelet issues are now 1.1% lower than plan and 0.9% lower than in the previous year. The MAT, which cl imbed slowly through 2014/15 is now 
broadly flat at 274k units. The latest DRG review of the DRG has now revised this year's forecast to 277kk units (versus 280k agreed with the NCG). 

Platelets wastage levels were better this month at 8.63% and, in the year to date, are at 9.21 %. This is though worse than last year's outturn (8.1%) and also 
above this years plan (8.0%). The platelet expiry rate was lower in June at 5.31 % but again the year to date position (6.66%) continues to be higher than the 
previous year (5.44%) and also plan (5.17%). There is an expectation that the expiry rate wil l continue to fall as we move into a period that is free of bank 
holidays. At a group level 0+ units accounted for ca32% of all expiries in the month and c27% in the year to date (consistent with past experience). 

Platelet stocks in aggregate and at a group level were above the alert level during June. There continues to be, however, periodic instances where group A-
platelet stock (the universal type) is lower than the alert level (3 out of 22 working days in June). These shortages tend to fall on a Wednesday and an action 
plan is being developed to address this ongoing supply planning issue. 

OTIF delivery performance (before substitutions) was better this month, reporting at 96.5%, and better than plan (96%). This equates to 6.1k of 176.1 k units 
issued. The key areas of under performance this month were i) ad-hoc delivery 95.3% and i i) supply of adult platelets 93.9% . A number of actions are being 
put in place to address these 'fail ing' units ie: 
i) improvement to the timing of ad-hoc del iveries particularly at the Tooting, Col indale and Birmingham centres; 
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ii) adult red cells - reducing the level of substitutions for Rh phenotyped blood, which accounted for 76% of the total missed units, by targeting the 
recruitment of this cohort and tracking their donations to ensure that optimal usage is made of them; 

iii) adult platelet substitutions, where 41% of the total (1,112), were due to irradiated units being issued for non-irradiated units; 
iv) collect timing fails, with Leeds the highest followed by Manchester and Tooting 

The number of faints was worse this month at 188 and remains higher than target (160). The number of rebleeds was however, marginally lower this month at 
30 (May 31) and equal to target. 

There was an MHRA inspection at Manchester/Lancaster with no critical/ major non-compliances reported. 

Blood Supply — Transformation Project Status 

Green 

2 1 10 

Transport Management System Delivery A f 1.8 1.4 N/A ' Apr 15 Jul 15 
Standard Donor Carer Day Delivery G I G 0.4 0.4 0.4 Jan 16 Jan 16 
All Wales Initiation A A 0.5 0.4 N/A Jan 17 I Dec 16 
Planning and Control System Delivery A 0.9 0.8 N/A Apr 15 Jul 15 
NAT Contract Delivery G A TBC TBC N/A Dec 14 Sep 15 
Platelets Supply Strategy Delivery G G 3.6 3.3 3.0 Mar 16 Mar 16 
Donor Portal Phase 2 Delivery G G 0.6 0.7 0.5 Jul 15 Oct 15 
Session Consolidation Ph 2 Start-up G 

G 
G 

I G 0.8 0.8 3.63 Dec 15 Mar 16 
Modern Paperless Donor Journey (i) Start-up G 0.2 TBC TBC Apr 15 Jan 18 
Supply Chain Modernisation Start-up I G TBC 6.1 1.42 Aug 17 Aug 17 
Microbiology LIMS Start-up G G BAU BAU TBC TBC TBC 
Bacterial Screening Contract Start-up G G 0.1 TBC TBC TBC TBC 
Pulse Replacement Programme (i) Define G G 0.1 TBC TBC TBC TBC 
Note: i) Project is described in detail in the table on the following page: 
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Blood Supply — Transformation Project Status (cont.) 

[f IiT iiI IT

Modern Paperless Blood Donation and the Donor Donor Journey (Online - Experience £0.1m TBC TBC Jan 18 
DHC) 
The project, which is in the start-up phase, will improve the donation experience. Key to these improvements will be the digitisation of the DHC form and 
donation audit trail. The focus at this stage is on the discovery phase to allow development of the business case to be completed. Research with donors 
has now been completed, prototypes produced and the MHRA engaged to review our proposition. Researchers have now produced the initial wireframe. 
Benefits are now being finalised, estimating completed and the high level plan produced A meeting with key stakeholders will be used to deliver a 
presentation covering status, scope and next steps. The programme team focus will continue to be on our roll out approach and the technical support and 
maintenance required to deliver the project. 

Pulse Replacement Blood Donation and the Donor £0.1 m* TBC TBC TBC Programme Experience 
This Programme will deliver a replacement for the existing Pulse core system, including transformed business operations and IT systems for future Blood 
Supply, Tissues and NCI business requirements. The programme will be delivered using commercially available off-the-shelf software, allowing a single set 
of platforms including CRM and workflow to be utilised across NHSBT. Programme in initiation and dependent on outputs from the Platform Selection 
project, which runs through until October 2015. Many, if not all, of the same resources will carry across from Platform Selection. 

*Relates to spend on Platform Selection and Automated Software Testing only 
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DIVISION THEME STRATEGIC TARGET R G YTD PERFORMANCE 
15/16 TREND 

Sales Income (em's) A Better Better than plan in June (£5.5m vs £5.3m). 

Number of Serious Untoward Incidents (SUI's) - None reported this month. 
Group 

Zero 'critical' regulatory non-compliances - None reported this month. 
Targets 

Number of 'major' regulatory non-compliances - None reported this month. 

£8.6m sales income achieved (chart 37) Better Better than plan in June ( 1.1m vs £1.0m), year to date 
continues to be behind plan. 

80% percent of customers scoring =/> 9/10 for _ _ 
satisfaction with Tissues Next survey to be reported in June 15 (publish August). Tissues 

98.0% of Product issued on time - Better than plan, reporting at 98.6% in June. 

DTS £13.34 Sales Income achieved Better Better than target in June (£1.2m vs £1.1m). 

60% percent of hospitals scoring =/> 9/10 for 68% in June 2015 Next survey scheduled for September _ 
satisfaction with H&I (chart 43). 2015. 

H&I % of patients receiving A or B1 platelets Worse Behind target in June (72% vs 78%), year to date also 
behind plan. 

Time to type DCD organ donors Reporting monthly in arrears and behind target (63% vs 
80%). 

Turnaround time vs SLA A - Behind plan in June (95% vs 98%) 

£11.87m Sales income achieved A 
Better than plan in June (£1.0m vs £0.95m), although 
remains behind plan year to date. . 

60% percent of hospitals scoring =/> 9/10 for 54% in June 2015. Next survey scheduled for September 
RCI 

_ 
satisfaction with RCI (chart 43). 2015 

Sample turnaround time vs SLA G Better Better than target in June (97% vs 95%). 

Page 7 of 42 

W ITNO643008_0062 



NHSBT BOARD REPORT — 30th June 2015 

DIVISION THEME STRATEGIC TARGET R YTD PERFORMANCE 
TREND 

£9.71m sales income achieved G - Better than plan in June (£0.9m vs £0.8m). 
CMT 

Contribution to overheads (£1.3m) G - Better than plan. 

£10.7m sales income achieved - Income below target in June (£0.8m vs £0.9m) 

Contribution to overheads (£2.03m) - Worse than plan in June. 

Confirmatory typing within 14 days A Better 
Better than plan in June (84% vs 80%), although year to 
date continues to be behind plan. 

2,300 increase to Banked Cords TNC > 140 - Behind plan in June (190 vs 192) 

30% BAME Cord Blood units add to the bank - 42% of total units banked in June 15 vs target (>30%). SCDT 

DTS 
Issue 60 Cord Blood units - No units issued in June. 

Adult Donor Provisions - Target for the year is 270 donors, June is behind plan (17 vs 
22). 

Donors recruited to fit panel _ 2015/16 target is 8k, June is higher than planned (618 vs 
400) . 

£6.93m sales income achieved - Worse than plan in June (£0.5m vs £0.6m) 

Therapeutic 

Apheresis 
60% of hospitals scoring =1> 9/10 for satisfaction 
with TAS - - 

 ° 
Better than plan in Q4 2014/15(68%  vs 60% 

Services 
98% of Patients rating patient experience =1>9110 
with the service 

_ _ Latest survey, reported in January 2015 at 100% 

Commentary — Diagnostics and Therapeutic Services 

Sales income in June was higher than plan (0.2m) and resulted in a small surplus I&E position of £O.3m. The year to date position is also reporting a surplus 
of £0.3m, albeit that income is lower than plan (0.5m) and is more than offset by underspends against budget of (£0.7m) and also a small favourable cost of 
sales variance in Tissue and Eye Services (£0.1m). The year end position is, however, forecasting a deficit I&E position of £1.3m, reflecting lower income (in 
cord blood 1 BBMR matches especially) being only partially offset by reduced expenditure (£1.2m). 
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DTS Q1 sales by business unit: 

Tissue & Eye Services 2.9 2.9 - 
TAS 1.8 1.5 -0.3 
H&I 3.2 3.2 - 
RCI 3.3 3.3 - 
DDRS 0.2 0.2 0.1 
CMT 2.1 2.4 0.3 
SCDT 2.7 2.2 -0.5 
Customer Services 0.4 0.3 - 

Tissue and Eye Services. Income growth in 2015/16 is mostly due to the transfer of the Bristol and Manchester eye banks into Tissue Services from the 1st 

April 2015. Sales income is on plan overall, driven especially by strong demand for cardiovascular, skin, autologous serum eyedrops and demineralised bone 
matrix. Sales of decellularised skin continue to struggle and are running at 70% of plan. 

In Diagnostics RCI income is 1.1% behind plan but 4.1% higher than last year with antenatal referrals continuing to be the primary shortfall versus plan. H&I 
income is 1% ahead of plan and 4% ahead of last year with strong demand for red cell investigations. The overall forecast outturn for Diagnostics is a reduced 
contribution of c£0.5m with lower income not being matched by a reduction in forecast costs. 

Stem Cell Donation & Transplantation income continues to be significantly worse than plan and is now 33% behind plan and 23% lower than last year (with a 
similar decline seen in both cord blood and BBMR matches). There were no cord units issued this month and only 7 in the year to date (vs a reduced target of 
15). The target for the year was reduced to 60 units (75 units in 2014/15) and achievement of this lower target is now likely to prove challenging. Searches on 
the NHS-CBB tend to focus on cords above a INC of 140 and in particular >190 TNC, with c80% of units issued during 2014/15 (34/43) coming from these 
groups. Those cords with the highest TNC represent only 5% of the overall bank, however. Increasing the number of cords banked of this quality continues to 
be challenging with only c20% of new units within the bank coming from these categories during last year. The downward trend in the use of the bank appears 
to mirror a wider decline in demand worldwide and is evidenced by other providers taking the decision to exit or re-consider their participation in cord banking. 

The target for the number of cords banked this year has been retained at 2,300 and continues to reflect the decision to bank only those cords with a high total 
nucleated count (TNC) > 140x108 . The number of collections this month, was close to target at 190 (vs 192). The bank is now also reporting a WIP of c2,500 
units which is significantly higher than would be expected (c600). Work is ongoing to reduce this to more normal levels and increase the number of searchable 
units in the bank. The proportion of units banked from BAME communities was at 42% in June — remaining much better than plan of30%). 

Overall the forecast for the year is forecasting a £1.6m contribution shortfall versus budget 
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Cellular and Molecular Therapies - income year to date is 15% higher than target and 6% better than in the previous year with all segments performing well. 
This is driving a year to date income and expenditure surplus of £0.3m and this is expected to be maintained to the year end. 

Therapeutic Apheresis Services income year to date is 16% lower than plan and also 8% lower than last year with low demand for both plasma exchange 
and photopheresis. Some recovery is expected with income for the year anticipated to be 5% ahead of last year although 5% behind plan. The income shortfall 
will be matched by cost reduction and hence contribution is expected to be in line with plan.. 

DTS — Transformation project Status 

Green

2 

EDI Phase 2 Delivery G G 0.2 0.1 N/A Aug 15 Aug 15 
EMDIS Cord Delivery R 0.015 0.015 N/A Aug 15 Oct 15 
Next Generation Sequencing Delivery A G 0.7 0.7 N/A Nov 15 Nov 15 
Eye banking Delivery G A 0.9 0.9 N/A Dec 15 Dec 15 
Stock Management Rollout Delivery A 0.3 0.3 N/A Apr 16 May 16 
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DIVISION THEME STRATEGIC TARGET YTD YTD PERFORMANCE 
R G TREND 

Increase % Consent/Authorisation rate (Overall) - June returned 629% versus plan of 64%, although year to 
date continues to be behind plan and reporting at 60.3% 

Deceased donors 1365, (chart 49) _ 109 Donors in June vs 114, year to date is behind target by 
25 donors (316 vs 341). 

Deceased Organ Donors per million population A _ Reported quarterly, June at 20m vs 21m planned. Next 
return is September 2015. 

Number of Living donors (1,223) — reported one 
month in arrears (chart 52). - Behind plan in May ,reporting 70 vs 102 donors. 

ODT Key Outcome 

OD register at 21.1 m — internal NHSBT target _ 
based on 2m new registrations in 2015/16.

Worse than plan (0.23m vs 0.25m). 

Measures 
Consent/Authorisation rate (patient expressed a  

wish to donate on ODR) _ Worse than target in June 87.7% vs 95%. 

% Consent / Authorisation rate (patient not 
expressed a wish to donate or ODR status not A Better Better than target in June at 52.8 (vs 51%). 
known) 

Organ Transplants — Deceased (3,694) - 280 transplants in June (versus plan of 308). 

Deceased Organ Transplants per million Reported quarterly. June at 52.3m vs 57.0m planned. Next _ 
population return is September 2015. 

NHSBT Cost per Transplant (chart 51). C, _ Forecast for 2015/16 - £18.1 k, reported quarterly, next 
report in September 2015. 
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Commentary - ODT 

Following the record number of deceased donors in May (123) June reported 109 donors, lower than plan for the month of 114. Year to date the number of 
deceased donors continues to be 25 (7%) behind plan. However, the MAT has improved again this month to 1,287 donors and slightly higher than the outturn 
for last year of 1,282 donors. 

DBDs were worse than plan in June (61 vs 71) and remain behind 23 (11 %) plan in the year to date. In contrast, the number of DCD donors reported this 
month has continued to be better than plan (48 vs 43) and in the year to date is now only 3 donors (2%) behind plan. 

June was another better month for the consent rate, although it remains behind plan, year to date, due to the low consent rate achieved in April and hence 
remains at 'Red' status. 

In June, there were nine families who overruled a family member's decision compared versus 6 in May. In the year to date there has now been 27 such 
interventions. This has resulted in a lower ODR consent rate of 87.78% (lower than plan of 95%). 

Of the 109 deceased donors this month, 106 resulted in at least one transplant. Deceased donor transplants were 28 (9%) below plan in the month (280 versus 
308). Year to date also continues to be worse than plan and is now 83 (9%) below target (841 versus 924). The MAT has, however, continued to improve and 
is now slightly ahead of the outturn for 2014/15 (3,363 vs 3,341). 

Living donors are reported a month in arrears. Following the low number in April (76), May saw the lowest number of living donors in more than four years with 
70 donors against a monthly target of 102. Year to date, living donors are now 58 (28%) below target (146 vs 204), with the MAT having been falling steadily 
since December 2014 (to 1,069 this month). 

The targeted number of new registrants on the ODR for 2015/16 has been increased to 2m (2014/15 — 1 m). Overall there is now a total of 21.3m on the 
register. Year to date the ODR is reporting 231 k new registrants (versus 250k planned). 

NHSBT, in collaboration with the four UK Governments, launched the new NHS Organ Donor Register (ODR) on the 91h July. The new register will support the 
implementation of the Human Transplantation (Wales) Act 2013 which comes into effect in Wales on 1 December 2015. It means that unless a person living in 
Wales has expressed a decision not to be a donor then they will be regarded as having no objection to organ donation or to have 'deemed consent'. 

The forecast financial outturn for 2015/16 is an underspend of £1 m (effectively representing Lim of unallocated funds for transformation projects). It is intended 
that any surplus in ODT will be carried forward in our year end cash balance for use against future transformation projects. 
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NHSBT BOARD REPORT — 30th June 2015 

ODT — Transformation project status 

• 

Donor Registration Transformation 

II 

Delivery 

' • 

A A 4.4 

• 

4.4 N/A 

• • 

May 16 

• • 

Jun 16 
Opt Out System & Register Delivery G A 4.0 • 4.2 N/A Dec 15 Dec 15 
Bristol Consolidation Start Up - G TBC 0.8 0.4 TBC TBC 
ODT Workforce Profiles - Phase 2 Delivery G G 0.3 0.3 1.0 Feb 16 Feb 16 
ODT National Hub (i) Identify - - TBC TBC TBC TBC TBC 

Outcome 4 — Better support 
ODT National Hub A - systems and processes will be £0.3m £1.5m N/A Apr 16 

place 
Phase 1 of the National Hub programme is to prove the concept for migration away from the NTxD software application. Phase 1 will be focussed on 
developing the Urgent Heart Pathway via the new CRM and BPMS platforms in three distinct Transition phases. As such there is a large dependency on the 
Platform Selection project, as the assumption is that detailed work on the transition phases can start in September after the platforms and implementation 
partners have been selected. 

Donor Registration A - Outcome 2 — Each donor can £2.1 m £4.4m N/A Jun 16 Transformation give as many organs as possible 
The project supports the digitalisation of the current processes for registering organ donors in hospitals. There have been delays to enabling projects 
supporting the DRT project ie the project will not meet planned EOSUAT dates and is dependent on new EOS infrastructure being in place to enable the 
deployment of code (and is estimated to create a delay of 2-3 weeks). The NTxD user acceptance testing is also delayed, due to lack of business resource. 
The PM/AE are working to provide the required resource to support DRT testing. The delay, however, is not expected to impact delivery plans for Apadmi's 
Donorpath application. The end date for the overall project also remains unchanged, but will remain at `Amber' status until roll out plans have been agreed 
and baselined. 
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NHSBT BOARD REPORT — 30th June 2015 

GROUP NOTES/UPDATE REPORT 

NHS13T 
Corporate 

Sickness levels were marginally higher this month at 3.4%. This remains lower than target (4.5%) and also better than 2014/15 (4.37%). 
The transport function has maintained the improvement seen last month with sickness in June reducing further to 3.95%. 

System uptime in Pulse, Hematos and the Donor Portal was behind target in the month. System availability in June was especially 
impacted by the impact of National Blood Week and the need to take the Donor Portal off line for a number of periods as a result of high 
donor demand. 

An income and expenditure surplus of £2.8m was reported in June - £1.1 m better than plan. Year to date we are now reporting a surplus 
of £6.0m, £4.5m better than plan, mainly due to higher red cell stocks (£2.2m), combined with substantial favourable expenditure 
variances in Blood Donation (£0.6m) and also ODT (0.7m). 

The formal year end forecast continues to remain equal to budget. Underlying this there is a potential deficit of £1.5m, driven mainly by 
the income shortfall in SCDT. However, as the transformation plan is subject to major uncertainly, a break even forecast has been 
retained. 

FINANCIAL Balance Sheet - Current Assets were £59.2m at the end of June. This includes a cash balance of £43.1 m, including a liability of c£4.1 m 

RESULTS for capital charges, with programme funding drawn down from DH, equal to plan. 
BPPC was 99.2% by value and 97.0% by number (target 95%); Debtor Days — were 29 in June, which is an improvement (May 36), 
although it continues to be higher than target (22). Creditor days were 11, significantly better than the target (30). 
Debtors are lower this month at £30m (May £33m) although £4.5m higher than the corresponding month last year. At a customer level 
the key overdue accounts are i) Bart's Health NHS Trust (£1.7m), Kings College Hospitals NHS Foundation Trust (£1.3m), St George's 
University Hospitals NHS Trust (c£O.8m). The AR team are actively chasing these debts. 

Capital — DH have now confirmed the requested allocation for 2015/16 (£8.5m). Bids against this years requested allocation have been 
re-prioritised and there is now a broadly balanced plan corporately for the year. Capital leads are now being asked to prepare proposals 
for approval. At the end of June 2015, capital spend is £1.6m and is mainly from those projects where there is a carry forward 
liability/commitment from 2014/15. 
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NHSBT BOARD REPORT — 30th June 2015 

Corporate - Transformation project status 

7.1 6.9 1.4 Sep 15 I Sep 16 Brentwood Estates Optimisation Delivery G A 
ISMS (Integrated Service 
Management Systems) Delivery 

G G 0.6 0.7 N/A Jan 15 Jun 15 

Key Machines Upgrade Delivery G G 1 0.2 0.2 N/A Jun 14 Aug 15 
ODT Infrastructure Refresh Delivery A G 0.3 0.2 N/A Nov 14 Jul 15 
Infrastructure Hosting Project (i) Initiation G G 8.5 8.5 N/A Jun 16 Jun 16 
OBOS Phase 2 Delivery G A 0.1 0.1 N/A Dec 14 Jul 15 
Networks & Telephony Contract Initiation G G TBC 10.15 N/A Dec 16 Dec 16 
Hematos Platform Upgrade Start-Up G G TBC 0.04 N/A Jan 16 Jan 16 
Platform Selection (i) Start-Up G - 0.08 TBC N/A Oct 15 Oct 15 
Automated Solution testing Service Start-Up G - 0.06 0.1 N/A TBC TBC 
Note: i) Project is described in detail in the following table: 

Infrastructure Hosting 
Project Group System & Processes £0.6m £8.5m N/A Jun 16 

The project has successfully completed due diligence with SCC and a stage-gate report will be presented to the July NHSBT Board. The project remains 
within plan and budget. GDS have been advised of our plan to proceed with SCC rather than Crown Hosting (CH). The reasons for this include: CH do not 
provide migration partners and the challenge this creates to procure this in our timescales; CH cannot meet our latency requirements; CH do not offer the 
range of services required by NHSBT. A paper will be presented to the July NHSBT Board detailing the stage-gate report and recommendation to proceed 
with SCC and a "data centre at a time" migration strategy. 
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NHSBT BOARD REPORT — 30th June 2015 

Corporate - Transformation project status (cont.) 

Platform Selection G - Group System & Processes - £0.1 m N/A Oct 15 

The IT Strategic Framework identified the need for potentially seven strategic IT platforms. This project will produce specifications and select the five key 
platforms and implementation partners required to deliver the first phases of the Pulse Replacement Programme and the ODT National Hub. No direct 
financial benefits from this project will be seen as it will select the technology that will be used by projects and programmes (Pulse Replacement, ODT 
national Hub etc.) to deliver financial benefits. The project is now underway commencing with the 8 week agile/sprint activities to deliver user specifications 
and procurement approach for selection of suppliers for 5 IT Platforms (Customer, Donor, Manufacturing & Diagnostics, BPMS/Workflow Integration and 
Resource Planning and Management). Working with external supplier (Transform) we have completed Sprint week 2 which covered user workshops across 
all business areas to capture additional user stories and review of process maps. 

Page 16 of 42 

W ITNO643008_0071 



NHSBT BOARD REPORT — 30th June 2015 

Summary of key (net) risks reflected in the risk register: 

Corporate Risk Register Summary Amber I Greeen 
146 19 110 17 

The dependency and reliance on the SMEs that currently provide support for our critical operational systems (PULSE/Hematos) and in 
particular their ability to retain the necessary capability to deliver to agreed service levels. 

The ability to supply sufficient volumes/services in case of the loss of a key facility (e.g. Filton, Speke) or the loss of critical IT systems 
(Pulse, Hematos, networks etc). The risk of critical system loss is increasing on the back of the significant changes that are planned (e.g. 
data centre hosting, new desktop, PULSE replacement etc.) and the significant complexity and inter-dependency between them. 

The scale of the transformation programme across NHSBT/Blood will create a significant challenge on the capacity and capability of 
NHSBT to safely execute the change (both ICT and business resources) and a potential distraction to delivering business as usual. 

The abil ity to maintain a red cell blood price of c£120 per unit (or better) after 2015/16 continues to remain highly dependant on being able 

Risk 
to generate significant productivity improvements in Blood Donation. In turn this will imply significant changes to the configuration of 
services (e.g. fewer/larger mobile sessions and greater use of fixed venues). This may result in adverse donor reaction and behaviour if 

Management not managed and communicated well. 

The downturn in demand from hospitals for red cells is likely to continue for a number of years before the expected demographic changes 
offset the trend. This is having a significant impact on our immediate financial position, but this is being managed / mitigated in the short 
term. If it were to continue for another 2-3 years we may be unable to remove (fixed) costs at a sufficient pace to avoid price increases in 
2016/17 and beyond, as well as maintain the financial flexibility to fund future change programmes (especially the renewal of IT 
infrastructure and applications). 

There is a high prevalence of manual, paper based and verbal processes throughout NHSBT's operations, especially within reference 
testing and in the duty office within organ donation and transplant. Although these are mitigated by appropriate manual control checks 
there is a residual risk that these are ineffective and cause transcription errors that could lead to the death or harm of NHS patients. 

The availability of funding from 2016/17 onwards would impact the delivery of the ODT 2020 strategy and especially the need to replace 
the ageing and inflexible NTxD platform. 

Changing clinical/commissioning intentions in Stem Cells - ie Cord Blood / BBMR, as a recommended treatment, are impacting on the 
outcomes and therefore the future viability of these services. 

There were no new high/extreme risks raised this month. 

Page 17 of 42 

W ITN0643008_0072 



Blood Supply Chain - Safety and Compliance 

1. On-Session Adverse Events - Faints per 10,000 Donors Bled 

YTD Performance
I Annual YTD 

YTD RAG 
I YTD RAG 

Target Target Actual Trend 
No of faints per 10,000 donors bled 160 I 160 I 167 I A I - 

(Faints Actual —*Faints Plan 
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3. SABRE and SHOT Events Reported per Month 
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Monthly Performance Report: As at the end of June 2015 

2. On-Session Adverse Events - Rebleeds per 10,000 Donors Bled 

—Rebleeds Actual --Rebleeds Plan 
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4. Major QI's raised per month - Blood Supply Directorate 
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Blood Supply Chain - Red Cell Demand 

5. Average Weekday Red Cell Issues By Month ->April 2013 

U) 
6700 

7 
6500 

M 6300 

Y 
N 6100 

5900 
O) 
L 5700 

5500 

5300 

2013/14 Actual -2014/15 Actual 

Plan 1,610k -X2015/16 Actual 

T \ .

Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar 

7. Red Cell Supply - Year to Date by Blood Group 

A Neg 31,975 

i 

33,478 -4.5% 

A Pos 122,644 129,634 -5.4% 

AB Neg 3,109 3,213 -3.2% 
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B Neg 
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-4.2% 

-2.6% 

B Pos 32,147 33,312 -3.5% 

0 Neg 50,270 50,730 -0.9% 

0 Pos 144,729 

i 

153,086 -5.5% 

Monthly Performance Report: As at the end of June 2015 

6. MAT Red Cells Issues (Adult Equivalant Units) - 000's 
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8. Red Cell Supply - Year to Date by Regional Transfusion Committee 

77 7

i 

24,881 25,319 -1.7% 
37,668 40,162 -6.2% 
92,636 95,585 -3.1% 

h 20,756 21,973 -5.5% 

NW - North West 57,841 60,388 -4.2% 

SC - South Central 26,906 27,231 -1.2% 

SEC - South East Coast 28,074 29,215 -3.9% 
SW - South West 33,131 36,920 -10.3% 
WM - West Midlands 42,519 44,921 -5.3% 

YH - Yorkshire and Humber 35,601 36,792 -32% 

Other 3,436 

i 

4,173 -17.7% 
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Blood Supply Chain - Platelet and Frozen Products Supply 

9. Average Weekday Platelet Issues By Month ->April 2013 10. Moving Annual Total Platelet Product Issues 
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11. Average Weekday FFP Issues By Month ->April 2013 
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12. Moving Annual Total of FFP and Cryo Issues 
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Blood Supply Chain - Blood Donation 

13, MAT Whole Blood Donors Bled (Adult Equivalant Units) - 000s 
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15. Collections in Donor Centres 

Monthly Performance Report: As at the end of June 2015 

14. Collections versus Plan 
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16. Collections from 9+ Bed Sessions 
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Blood Supply Chain - Blood Donor Base 

17. Donor Satisfaction 

YTD Performance I Plan I YTD Plan I YTD Act I RAG I YTD RAG 
Percentage of blood donors scoring =/> 9/10 
for satisfaction with overall service 

70.0% 70.0% 72.5% 

75% 
74% 

Actual Plan 
72% 
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69% 
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19. Donor Base and Frequency of Donation 

Current Month Position I 
Annual 
Target 

Period 
Target 

Period 
Actual 

RAG RAG Trend 

Number of donors donating over the last 12 
months 

882 891.0 899.6 G 

Frequency of donation overall 1.90 1.90 1.89 G - 

Number of 0 neg donors donating over the 
last 12 months 105 105.3 105.9 G 

Frequency of 0 neg donation 1.98 1.98 1.98 G - 
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18. Donor Complaints 

YTD Performance Plan YTD Plan YTD Act RAG YTD RAG 

Donor Complaints per million donations 4,900 5,733 5,612 G - 
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20. Donor Base and Frequency of Donation 
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Blood Supply Chain - Donor Recruitment and Retention 

21. Donor Recruitment (Whole Blood) 

New Donors Donating - Vulnerable New Donors Donating - Other 
—a—New Recruits Attending 
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22. Donor Retention Rate (Whole Blood) 

24. U Neg uonoroase ana rrequency 
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Blood Supply Chain - Red Cell and Platelet Supply 

25. Red Cell Weekday Stock Levels by Blood Group 

YTO Performance Annual Target 
Period Period 

RAG 
YTD RAG 

Target Actual I I Trend 

Number of occasions where red cell stocks (for 
any blood group) are below the three day alert I 0 0 0 G 
level for three or more consecutive days 

27. % of Patients Receiving Grade A or B1 HLA Matched Platelets 

OGradeA GradeBl -Target 
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26. Platelet Stock Levels 

Annual Period Period YTD RAG 
YTD Performance I

Target Target Actual 
RAG 

Trend 

Number of occasions where opening stock of 
platelets (for any blood group) is below average 0 0 0 G -
daily demand for two or more consecutive days 

28. Platelet Production by Component Donation (proportion of issues platelets) 
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Blood Supply Chain - Customer Service 

29. Percentage of Product Requests Met and OTIF 30. Hospital Satisfaction - next survey results due in September 2015 

Annual YTD YTD YTD RAG 
YTD 

Performance
YTD RAG 

Target Target Actual Trend 

Percentage of Products Issued On-Time-In-Full 
(OTIF) 

96.00% 96.00% 96.30% G -

Product Requests Met (Red Cells and Platelets Combined) 
and OTIF (Orders Met in Full) 

100.00% 
99.00% 
98.00% 
97.00% 
96.00% 
95.00% 
94.00% 
93.00% 
92.00% 
91.00% 
90.00% 
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TT TT
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- I 

Annual YTD YTD YTD RAG 
YTD Performance RAG 

Target Target Actual Trend 

Percentage of hospitals scoring =/> 9/10 for 
satisfaction with overall service 

o 70.0 /° 0 70.0 /° 0 66.00 /° A 

Blood Supply Chain - Wastage 

31. Percentage of Donations NOT Converted to Validated Red Cells 32. Percentage of Platelets Produced NOT Issued 

Annual I YTD I YTD I YTD RAG 
YTD Performance RAG 

Target Target Actual Trend 
Percentage of donations NOT converted to 

3.60% 3.60% 3.59% G -
validated red cells (in conjunction with BD) 
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Annual I YTD I YTD I YTD RAG 
YTD Performance I

RAGTarget Target Actual Trend 

Percentage of platelets produced not issued 8.00% 8.00% 9.21% 
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Blood Supply Chain - Productivity 

33. Processing Productivity 

YTD Performance Annual YTD YTD 
RAG 

YTD RAG 
Target Target Actual I Trend 

Productivity within Processing - number of red cell 
(equivalent) units per WTE 9,475 9,887 10,151 -

11,000 
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9,000 - ERA Top Quartile 
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35. Blood Donation Productivity 

YTD Performance Annual YTD YTD 
RAG 

YTD RAG 
Target Target Actual Trend 

Number of complete donations per WTE 1,350 1,375 1,380 - 
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34. Testing Productivity 

YTD Performance Annual YTD YTD 
RAG 

YTD RAG 
Target Target Actual Trend 

Productivity within Testing - number of samples 
22,250 24,081 24,764 (excluding NAT) per WTE 
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36. Blood Donation Productivity - Distribution Mobile Teams 
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Diagnostic and Therapeutic Services - Income 

37. Tissue Services Income (MAT) 

YTD Performance 
Annual YTD YTD 

RAG
YTD RAG 

Target Target Actual Trend 

Sales Income (Em) £12.54 £2.89 £2.86 A - 

£10,000,000 
Tissue Services 

£9,500,000 Income Plan 
2015/16 
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39. Stem Cells - SCDT/CMT -incl. CBC from 1st April 2013 (MAT) 

YTD Performance 
Annual I YTD I YTD 

RAG 
YTD RAG 

Target Target Actual Trend 
Sales Income (Em) - CMT £9.71 I £2.12 I £2.44 I G I -
Sales Income (Em) - SCDT I £10.73 I £2.67 £2.15 - 
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38. Diagnostic Service Income (MAT) 

YTD Performance I Annual 
YTD Target YTD Actual RAG 

YTD RAG 
Target I I I Trend 

Sales Income (Em) RCI £11.87 £2.89 £2.87 A -
Sales Income (Em) - H&I I £13.34 I £3.15 £3.18 I G - 

tH&I --m—RCI 
£13,500,000 

£13000,000 H&I Income Plan 2015/16 (£13.3m) 

£12,500,000 

£12,000,000 - 

£11,500.000 
RCI Income Plan

£11,000,00a 2015!16 (E11 87m) 

£10,500,000 

£10,000,000 

£9,500,000 
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40. Therapeutic Apheresis Services (MAT) 

YTD Performance 
Annual I YTD Target YTD Actual I RAG 

YTD RAG 
Target I I I I Trend 

Sales Income (£m) £6.93 £1.78 £1.50 - 

£7,000,000 
TAS Income Plan 2015/16 (£6.93m) 

£6,500,000 

£6,000,000 - 

£5,500,000 

£5,000,000 

£4,500,000 

£4,000,000 
N N N N N CO CO CO CO ro CO 1 V d' < r d U) In U) 

Q 
0. 
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Diagnostic and Therapeutic Services 

41. Turnaround Time vs SLA (RCI) 

YTD Performance Annual I YTD I YTD I 
RAG YTD RAG 

Target I Target Actual I Trend 

RCI sample turnaround time vs SLA 95% 95% 94.7% A I - 

—U—RCI  Target --RCI sample turnaround time vs SLA 

98.0% 
96.0% 

ayi 94.0% 
a92,0% 
R 90.0% 
H 88.0% 

86.0% 
84.0% 
82.0% 

\t \tx N~ ~ ~ ~ ~ ~ ~ ~ Nb Nh Nh Nh Nh 

I 1? 

43. Hospital Satisfaction - next survey results due in September 15 

YTD Performance Annual I YTD I YTD 
RAG 

YTD RAG 
Target I Target Actual Trend 

Hospitals =1> 9/10 for satisfaction with - H&1 60.0% I 60.0% I 68.0% , _ _J 

Hospitals =1> 9/10 for satisfaction with - RCI I 65.0% I 65.0% I 54.0% - 

■RCI Target ■RCI survey ■H&I Target ■H&I survey 

85% 
80% 

75% 
68% 70% 65% 

64'Y 65% 
65% 60°10 60°0 60% a 60°/u 
60% 56% 53°A 54% 
55% 
50% 
45% 

40% 
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42. Turnaround Time vs SLA (H&I) 

YTD Performance Annual I YTD I YTD I 
RAG YTD RAG 

Target I Target I Actual Trend 

H&I sample turnaround time vs SLA 98% 98% 90.8% - 

—A H&I target —u—H&I sample turnaround time vs SLA 

100.0% 
98.0% 

ur 96.0% 
94.0% 

E 92.0% 
vf6i 90.0% 
ny 88.0% 
= 86.0% 

84.0% 
82.0% 

,to ^~ Nt. NN ~0 \0 \t0 N~ ~h N) N)

44. Major Ql's raised per month - DTS 
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❑BBMR ❑H&I ■NHS Cord Bank ■RCI 
❑Stem Cells ■Tissue Services ETAS ■Customer Service 
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Stem Cell Donation and Transplantation 

45. Donors recruited to fit panel 

YTD Performance Annual YTD YTD 
RAG 

YTD RAG 
Target Target Actual Trend 

Donors recruited to fit panel 8,000 1,467 1,798 G - 

900 - —.—Target —U—Donors  recruited to fit panel 

700 

600 

500 -

400 

300 

)ate

47. Issue of cord blood units - MAT 

YTD Performance 
Annual YTD YTD 

RAG 
YTD RAG 

Target Target Actual Trend 

Cord Blood Issues I 60 15 7 - 

—U—Cord Blood Issues MAT 
70 
65 
60 
55 
50 
45 
40 
35 
30 
25 
2O U U U U , U U U U U U U , U U U
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46. Adult donor provisions - MAT 

YTD Performance 
Annual YTD YTD 

RAG 
YTD RAG 

Target Target Actual Trend 

Adult donor provisions 270 65 41 - 

300 - Adult Donor Provisions MAT 

280 -
260 -
240 -
220 -
200 -
180 -
160 -
140 
120 -
100 

fat °c c- Oro ~a~ I Oec I Oø  f at °o Oeo  I 

48. NHSBT CBB stock (active units - cell dose post process TNC) 

YTD Performance 
Annual YTD YTD 

RAG 
YTD RAG 

Target Target Actual Trend 

Banked Donations (Cumulative) TNC > 140 2,300 576 I 560 I A - 

10000 

9000 
8794 7 units issued -2015/16 (YTD) 

8000 
7826 A Grade - 3 

7000 B Grade - 3 
C Grade - 1 

6000 D Grade -
5000 
4000 2819 
3000 
2000 1 1 927 
1000 
0 

Less than 90 TNC Between 90 to 139 Between 139 to 190 Greater than 190 
(Research grade) TNC (Operational C TNC (Operational B TNC (Operational A 

Grade) Grade) Grade) 
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Organ Donation and Transplant - Outcomes 

49. MAT number of Deceased Organ Donors 50. MAT number of Deceased Organ Transplants 

YTD Performance I YTD Target YTD Actual YTD RAG YTD AGTarget
I

Trend 
Number of Deceased Organ Donors 1365 341 316 

51. ODT Cost per Donor/Trans plant 

ODT cost per deceased donor: - 2010111 - £57.9k; Forecast 2015/16 - £49.1 k 

ODT cost per transplant:- 2010111 £21.7k; Forecast 2015/16 - £18.1 k 

ODT Total Spend (EM) Cost per donor (EK) Cost per transplant (EK) 
Transplants (No.) —Donors (No.) 

80 4000 

3500 

3000 z 

50 2500 

40 2000 

30 

4

70 

1500 t 
N 

20 

10 ILL 
1000 

c 

500 

0 0 
10/11 11/12 12/13 13/14 14/15 Budget 15/16 Forecast 

15/16 
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YTD Performance 
I Annual YTD YTD 

RAG 
YTD RAG 

I Target Target Actual Trend 
No of Organ Transplants -Deceased 3694 924 841 - 

52. MAT number of Live Organ Donors (reported one month in arrears) 

YTD Performance 
Annual YTD YTD YTD YTD RAG 
Target I Target Actual I RAG I Trend 

Number of Live Organ Donors 1223 204 146 - 

0 MAT ■ Plan 2014115 
1,150 

1,130 

1,110 -

1,090 

1,070 

1,050 
v v a v a Ln 

W . U 7 U C .Q 

Q (/) 0 Z ❑ ) LL 2 Q Sc
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Organ Donation and Transplant - Pathway 1 of 6 

53. MAT number of Deceased Organ Donors (DBD) 54. Deceased Organ Donors - Monthly (DBD) 
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55. Deceased Organ Donors - Weekly (DBD) 

X2014/15 Plan (DBD) 12015(16 Actual (DBD) —X2014/15 Actual (DBD) 
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Organ Donation and Transplant - Pathway 2 of 6 

57. MAT number of Deceased Organ Donors (DCD) 58. Deceased Organ Donors - Monthly (DCD) 
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59. Deceased Organ Donors - Weekly (DCD) 

—4--2014/15 Plan (DCD) 12015/16 Actual (DCD) —A-2014/15 Actual (DCD) 

19 

17 

15 

13 

11 A 1 I 
9 

N'1 C I I I I I 11111 el 
7 

. 1111YYYY5

3 

Q , b4 oecf tae° P I 

Monthly Performance Report: As at the end of June 2015 Page 32 of 42 

X2014/15 (DCD Actual) X2015116 (DCD Actual) (2015/16 (DCD Target) 
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60. Deceased Organ Donors -Team (DCD) 

■Organ donors June 2014115 (DCD) 
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Organ Donation and Transplant - Pathway 3 of 6 

61. Brain Stem Death Testing Rate (DBD &DCD) - Trend 

Potential BSD Testing D BSD Tested 

—l—Percent BSD Tested —rt-Target % BSD Tested 
180 

160 

140 1 _______ 
120 NI: 100 

80 

60 

40 

20. 

T ____________________________________0 

b a b
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63. Con sentlAuthorisation rate (DBDIDCD) 

95% 

90% 

85% 

80% 

75% 

70% 

65% 

Annual YTD RAG YTD Performance YTD Target YTD RAG 
Target Trend

Increase % ConsenUAuthorisation rate (Overall) 64.0% 64.0% 

~YT~DActual 

 - 
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62. Brain Stem Death Testing - by Region 
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64. Consent/Authorisation rate % by Region 
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Organ Donation and Transplant - Pathway 4 of 6 

65. Consent/Authorisation rate (DCD) per Month and MAT% 66. Consent/Authorisation rate (DCD) % by Region 

Eligible DCD Family Consents (June 15) -$- DCD Consent Target 
Eligible DBD Family Approached =DBD Family Consents -Target Consent Mthly 
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67. ConsentlAuthorisation rate (DBD) per Month and MAT% 

Eligible DCD Family Approached - DCD Family Consents -Target Consents --f-Mthly 
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68. Consent/Authorisation rate (DBD) % by Region 

0 Eligible DBD Family Consents (June 15) -.- DBD Consent Target 
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Organ Donation and Transplant - Pathway 5 of 6 

69. Transplantable Organs per DBD Donor 70. Transplantable Organs per DBD Donor (Teams) 

71. Transplantable Organs per DCD Donor 

DCD 2014/15 (Actual) I I DCD 2015/16 (Actual) 
—*—DCD 2015/16 (Target) 
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72. Transplantable Organs per DCD Donor (Teams) 
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Organ Donation and Transplant - Pathway 6 of 6 

73. % Consent/Authorisation rate (patient expressed wish to donate on the ODR) 

YTD Performance Annual YTD Target YTD Actual YTD RAG YTD RAG 
Target Trend 

% ConsenUAuthorisation rate (patient 95.0% 95.0% 87.9% expressed a wish to donate on ODR) 

Consent rate % -4-Target % 2015116 

100.0% 

95.0% 0 0 

90.0% 

1 j1JT JI u1 ___ 
85.0% 

80.0% 

75.0% 

75. ODT Absence rate 

74. % Consent/Authorisation rate (patient not expressed a wish to donate or 
ODR status not known) 

YTD Performance Annual YTD Target YTD Actual YTD RAG YTD RAG 
Target Trend 

% Consent/Authorisation rate (patient not 
expressed a wish to donate or ODR status not 51% 51.0% 48.9% A -
known) 

O Consent rate % t Target % 2015/16 

57.0% 
54.0% 
51.0% - 
48.0% 
45.0% 
42.0% 
39.0% ,n n nn TE,fl 36.0% 
33.0% 
30.0% 

O ao 
O~ 

1 
1 

1 1 

Organ Donation and Transplant - Absence/Turnover 

~ ODT Overall% absence -Organ Donation % absence -A-Support Services %absence 

SNOD Sickness: 
7 June- All Teams: 5.5% 

Top 3 Teams: 

a. i) N. Ireland -14.5% 
ii) S. West -13.2 % 

.5 iii) Midlands - 10.5% 

4 

3 

2 

1 . 

0 

Monthly Performance Report: As at the end of June 2015 Page 36 of 42 

76. Annual Turnover rate 

~ODT %turnover (Support Services%turnover -Organ Donation % turnover 

25 

SNOD Turnover - June, 
- All Teams: 17.7% 

20 Top 3 Teams: 
i) Scotland - 03% 
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Organ Donation and Transplant - ODT Pathway - Incidents / ODR 

77. ODT Pathway - Incidents per Organ Offer 78. Duty Office - Incidents per Organ Offer 

Incidents recorded are incidents across the donation and transplantation pathway, not all of which are incidents 

attributable to NHSBT. Not all incidents occuring in transplant centres are required to be reported to NHSBT 

—U—ODT Pathway- Incidents per Organ Offer —Organ Offers Made 
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79. ODT Pathway - Incidents 
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Incidents recorded are incidents across the donation and transplantation pathway, not all of which are incidents 

attributable to NHSBT. Not all incidents occuring in transplant centres are required to be reported to NHSBT 
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80. Number of people registered on the ODR 

YTD Performance Annual YTD Target YTD Actual YTD RAG 
YTD RAG 

Target I I I I Trend 

New Registrations on the ODR (m) 2.00 0.25 0.31 Better 
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NHSBT Corporate - ICT / Workforce 

81. IT system performance 

System availability 
Period 
Target 

Period Period RAG 
Actual I RAG I Trend 

Donor Portal 99.99% 98.97% Worse 

Pulse 99.99% 99.38% Worse 

OBOS 99.99% 100.0% Better 

Hematos 99.99% 98.71% Worse 

EOS 99.99% 100% - 

NtXD 99.99% 100% - 

TMS 99.99% 100% - 

83. Headcount / WTE (as at payroll date) 

Function 

Blood Supply: Manufacturng, Testing & Issue 
Blood Supply: Blood Donation 
Diagnostic and Therapeutic Services 
Organ Donation (including Group Services) 
Sub -total Operational 

CEO and Board 
Quality 
Communications 
Estates & Facilities 
Blood Supply: Logistics 
Finance 
HR and BTS Project Management 
BTS - Information Communication Technology 
Clinical 
Research and Development 
Change Programme & Development 

Sub-total Group Service 

Total 
Operational WTE to Total WTE 

Monthly Performance Report: As at the end of June 2015 

Plan WTE 
(Ave YTD) 

YTD Ave 
WTE (C) 

Variance 
WTE Variance 

841 812 29 3.4% 
1,585 1,588 -2 -0.2% 

793 757 37 4.6% 
387 381 7 1.7% 

3,607 3,538 70 1.9% 

3 4 -1 -20.3% 
86 82 5 5.6% 
65 52 13 20.7% 
82 76 5 6.6% 

362 332 29 8.1 
101 101 1 0.6
147 141 6 4.0% 
154 134 20 13.2% 
189 178 10 5.5% 
47 64 -17 -35.9% 
4 9 -5 -113.3% 

1,240 1,172 68 -105% 

4,847 4,710 137 2.8% 
74% 75% 51% 
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82. Health and Safety - Accident Reporting 

H&S Incident Levels (x 1 mth 
in arrears) 

Level 1&2 
MAT Target 

Level 1&2 MAT Level 1-3 
Total Mthly Target 

Level 1-3 
Period Actual 

Blood Supply - MTI / Donation =1<28 =/=35 16 
DTS/SpS =/<2 =/<2 
Organ Donation 0 1 I. 0
Group Services =<10 =/<3 
NHSBT =<40 =/<40 

Blaod Supply - MTI / Donation DT5lSp5 Organ DonoSon Group SerNces HHNHSSTTotal 

60 

50 
Monthl Ta et 40 

40 

30 
22 

zo 

10-

0 

YTD Pay Budget 
£k 

YTD Employee 
Pay Spend £k 

YTD Temporary 
Staff Spend £k 

YTD Total Actual 
Pay Spend £k 

YTD Variance 
£k YTD Variance % 

£7,657 £7,440 £247 £7,687 -E30 -0.47/6
£13,242 £12,810 £243 £13,053 £189 1.4% 

£8,972 £8,428 £50 £8,478 £495 5.5% 
£6,129 £5,636 £187 £5,823 £306 5.0% 

£36,001 £34,313 £728 £35,041 £960 2.7

£111 £108 £0 £108 £4 3.5% 
£1,106 £1,008 £0 £1,008 £97 8.8% 

£663 £571 £65 £635 £27 4.1% 
£843 £811 £31 £842 £2 0.

£3,068 £2,810 £48 £2,858 £210 6.8% 
£1,165 £1,131 £13 £1,144 £22 1.9
£1,760 £1,729 £29 £1,758 £2 0.17/o 
£1,815 £1,674 £95 £1,769 £46 2.5% 
£3,119 £3,005 £12 £3,017 £102 3.3p/o 

£623 £772 £32 £804 -E182 -29.2% 
£508 £103 £407 £510 -£2 -0.5% 

£14,782 £13,723 £732 £14,454 £327 2.2% 

£50782 £48,036 £1469 £49,495 £1,287 2.5% 
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NHSBT REVENUE STATEMENT - FOR THE PERIOD ENDED 30 JUNE 2015 

Period 

Budget Actual Variance 

£k £k £k 
5,152 5,152 0 

356 356 0 
0 0 0 

23,394 23,400 5 
5,320 5,501 181 

364 490 126 
975 1,063 88 
387 377 (10) 

35,949 36,340 390 

Income 

Revenue Cash Limit - Organ Donation & Transplantation 
Revenue Cash Limit - Diagnostic and Therapeutic Services 
Revenue Cash Limit- Other 
Blood & Components Income 
Diagnostic and Therapeutic Services Income 
Research & Development 
Organ Donation & Transplantation Other Income 
All Other Income 

Total Income 

Year to date 

Budget Actual Variance 

£k Ek £k 

Full year 
2014-15 Initial I Latest 

Forecast 
Actual Budget Budget 

£k £k £k £k 
15,457 15,457 0 56,601 61,827 61,827 61,827 
1,068 1,068 0 4,373 4,273 4,273 4,273 

0 0 0 2,074 0 0 0 
67,972 68,318 346 284,507 270,516 270,516 270,353 
15,356 14,890 (466) 56,689 64,443 64,443 61,867 
1,092 1,271 178 5,475 2,873 2,873 2,705 
2,925 3,029 103 13,922 11,702 11,702 11,702 
1,128 1,155 27 5,574 4,591 4,597 4,508 

104,999 105,188 189 429,215 420,224 420,230 417,234 

Expenditure 
(194) 583 776 Cost of Sales - Blood Component Stock Movement (576) 1,592 2,168 (1,828) 0 0 226 

0 (13) (13) Cost of Sales - Tissues Stock Movement 0 63 63 5 0 0 0 
(5,098) (4,854) 244 Organ Donation & Transplantation Operational Expenditure (15,524) (14,851) 673 (63,288) (65,463) (65,463) (64,473) 
(6,078) (6,148) (70) Blood Supply: Manufacturing, Testing & Issue (18,044) (18,114) (70) (71,271) (70,183) (70,295) (70,188) 
(6,968) (7,036) (67) Blood Supply: Blood Donation (21,646) (21,022) 625 (88,395) (83,296) (83,363) (82,184) 
(1,915) (2,076) (161) Blood Supply: Logistics (5,699) (5,859) (160) (22,996) (22,943) (22,943) (23,480) 
(4,784) (4,656) 128 Diagnostic and Therapeutic Services (14,321) (13,614) 708 (51,121) (56,745) (56,745) (55,522) 

(437) (395) 42 Quality (1,287) (1,164) 124 (4,520) (5,136) (5,136) (4,936) 
(90) (97) (7) Chief Executive and Board (218) (215) 3 (551) (623) (623) (623) 

(390) (375) 15 Communications (1,054) (1,032) 23 (5,052) (5,054) (5,054) (5,054) 
(3,339) (3,315) 24 Estates & Facilities (9,773) (9,545) 228 (39,891) (38,138) (38,229) (38,179) 

(566) (542) 24 Finance (1,692) (1,647) 45 (6,675) (6,707) (6,707) (6,597) 
(722) (760) (38) HR and BTS Project Management (2,282) (2,234) 48 (8,936) (9,418) (9,207) (9,083) 

(1,549) (1,542) 8 BTS - Information Communication Technology (4,528) (4,746) (218) (18,019) (18,409) (18,609) (19,095) 
(1,156) (1,171) (15) Clinical Directorate (3,433) (3,372) 61 (13,391) (13,671) (13,671) (13,961) 

(438) (519) (80) Research & Development (2,081) (2,343) (262) (8,861) (6,295) (6,295) (6,545) 
(330) (300) 30 Change Programme & Development (1,074) (1,074) (0) (8,343) (17,228) (16,945) (16,945) 
(138) (288) (150) Miscellaneous and Capital Charges (325) (48) 277 (426) (914) (946) (596) 

(34,191) (33,502) 689 Total Expenditure (103,559) (99,225) 4,334 (413,558) (420,224) (420,230) (417,234) 

1,758 2,838 1,079 Surplusl(Deficit) 1,440 5,963 4,523 15,658 0 0 0 

Statutory Accounts Presentation 
NHSBT Surplus/(Deficit) as above 1,440 5,963 4,523 15,658 0 0 0 
Add back Notional Cost of Capital 1,630 1,630 6,703 6,520 6,520 6,520 

Remove Revenue Cash Limit (16,525) (16,525) (63,048) (66,100) (66,100) (66,100) 
Deduct Capital Charges Cash Payment (4,112) (4,112) (16,267) (16,447) (16,447) (16,447) 

Net Expenditure (17,567) (13,044) 4,523 (56,954) (76,027) (76,027) (76,027) 
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NHSBT BALANCE SHEET 
AT 30 JUN 2015 

Fixed Assets 

Current Assets 
Stocks 
Trade Debtors (incl accrued income) 
Prepayments 
Other Debtors 
Bank and Cash 

Less:-

Current Liabilities 
Trade Creditors 
Accruals and Deferred Income 
DH Cash Limit Drawn in Advance 
DH Capital Charges payable 
Others 

Net Current Assets 

Finance Lease Creditor 

Provisions 

Total Net Assets 

Represented by:-

Department of Health Funding 
General Reserve 
Revaluation & Donated Asset Reserve 

Total Dept of Health Funding 

168,396 178,101 

17,566 16,824 
25,536 23,998 
9,989 7,915 
1,029 2,997 

39,063 22,112 
93,183 73,846 

6,648 2,435 
24,179 15,195 

146 
4,067 
9,044 1,839 

44,084 19,469 

49,099 54,377 

4,594 4,512 

5,472 2,681 

207,429 225,285 

160,415 172,252 
47,014 53,033 

207,429 225,285 
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176,505 176,674 

18,212 17,000 
30,144 24,000 
12,486 8,000 

1,807 2,802 
43,070 21,000 

105,719 72,802 

9,430 2,500 
22,918 14,700 

4,112 
10,078 2,118 
46,538 19,318 

59,181 53,484 

4,392 4,300 

2,528 2,000 

228,766 223,858 

175,733 170,825 
53,033 53,033 

228,766 223,858 
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NHSBT CASH FLOW AND STATISTICS 
FORECAST 2015/16 

Opening bank balance 22,112 18,001 37,784 43,070 45,078 50,536 57,445 56,653 51,437 53,296 54,654 50,762 22,112 

Receipts 
Debtors & Other Receipts 18,149 34,333 36,157 30,100 30,100 30,100 30,100 30,100 30,100 30,100 30,100 30,100 359,539 
Revenue Cash Limit 0 16,525 0 5,508 5,508 5,509 5,508 5,508 5,509 5,508 5,508 5,509 66,100 
Capital Cash Limit 0 0 0 2,500 0 2,000 0 0 0 2,500 0 1,500 8,500 

Total income 18,149 50,858 36,157 38,108 35,608 37.609 35,608 35,608 35,609 38,108 35,608 37,109 434,139 

Payments 
Staff Expenses 10,651 16,327 16,286 16,500 16,500 16,500 16,500 16,500 16,500 16,500 16,500 23,000 198,264 
Other Revenue Payments 10,477 14,662 14,235 19,500 13,500 14,000 19,500 15,500 16,500 19,400 21,800 32,966 212,040 
Capital Charges 0 0 0 0 0 0 0 8,224 0 0 0 8,223 16,447 
Capital Payments 1,132 86 350 100 150 200 400 600 750 850 1,200 2,682 8,500 

Total costs 22,260 31,075 30,871 36,100 30,150 30.700 36,400 40,824 33,750 36,750 39,500 66,871 435,251 

Closing bank balance 18,001 37,784 43,070 45,078 50,536 57,445 56,653 51,437 53,296 54,654 50,762 21,000 21,000 

Debtor Days (Target is 22 days) 37 36 29 
YTD BPPC By Value % (Target is 95%) 98.7% 99.1% 99.1% 
YTD BPPC By Number % (Target is 95%) 96.4% 97.1% 97.1% 
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NHSBT HIGH LEVEL ABC CONTRIBUTION ANALYSIS FOR THE PERIOD ENDED 30 JUNE 2015 
I]IiiI.1lE$.

Year to date Actual £m •• •~ • 
-:~ 

Income 
Prices 69.4 2.8 3.2 0.4 2.9 2.1 0.5 0.1 1.5 - 82.9 

Central Funding from DHAs - - - - - - - - - 3.0 3.0 
Grant in Aid - - - - - 0.0 0.5 0.6 - 15.5 16.5 
Other 1.7 0.2 0.0 - - 0.3 0.1 0.3 0.1 0.0 2.8 

Total Income 71.1 3.0 3.2 0.4 2.9 2.4 1.2 1.0 1.5 18.5 105.2 

Expenditure 
Variable Costs 

Consumables (11.4) (0.3) (0.9) (0.1) (0.4) (0.4) (0.2) (0.1) (0.4) (1.1) (15.3) 
Other (0.4) (0.0) (0.0) (0.0) (0.0) (0.0) (0.0) (0.0) (0.0) (0.0) (0.4) 

Total Variable Costs (11.8) (0.3) (0.9) (0.1) (0.4) (0.4) (0.2) (0.1) (0.4) (1.1) (15.8) 

Variable Contribution 59.4 2.7 2.3 0.3 2.5 2.1 0.9 0.9 1.1 17.3 89.4 
Direct Costs 

Pay (22.8) (1.5) (1.4) (0.2) (1.3) (1.0) (0.5) (0.5) (0.4) (5.9) (35.6) 
Non Pay (7.7) (0.2) (0.2) (0.0) (0.4) (0.2) (0.3) (0.1) (0.2) (8.1) (17.5) 

Total Direct Costs (30.5) (1.7) (1.6) (0.2) (1.7) (1.2) (0.8) (0.7) (0.6) (14.0) (53.0) 

Direct Contribution 28.9 1.0 0.7 0.1 0.8 0.8 0.1 0.2 0.4 3.3 36.4 
Direct Support 

Operational Directorate costs (1.5) (0.0) (0.0) (0.0) (0.0) (0.0) (0.0) (0.0) (0.0) (0.4) (1.9) 
Logistics (5.3) (0.0) (0.0) (0.0) (0.2) (0.0) (0.0) (0.0) (0.0) (0.3) (5.8) 
Clinical (2.1) (0.1) (0.0) - (0.0) (0.0) (0.0) (0.0) (0.1) (0.2) (2.6) 
Attributable Estates costs (5.6) (0.3) (0.2) (0.0) (0.3) (0.3) (0.0) (0.1) (0.0) (0.3) (7.2) 
Attributable IT costs (0.8) (0.1) (0.1) (0.0) (0.0) (0.0) (0.0) (0.0) (0.0) (0.7) (1.8) 
Depreciation / Cost of Capital (0.6) (0.1) (0.1) (0.0) (0.1) (0.1) (0.0) (0.0) (0.0) (0.0) (1.1) 

Total Direct Support (16.0) (0.6) (0.4) (0.1) (0.6) (0.5) (0.1) (0.2) (0.2) (1.9) (20.5) 
Cost of Sales 1.7 - - - 0.0 - - - - - 1.7 

Contribution to Unallocated Costs 14.6 0.4 0.3 (0.0) 0.2 0.4 0.0 0.0 0.3 1.4 17.6 

Total Allocated Costs (56.6) (2.6) (2.9) (0.4) (2.6) (2.1) (1.2) (1.0) (1.3) (17.1) (87.6) 

Unallocated Costs Apportioned 
Directorate costs (7.1) (0.3) (0.4) (0.1) (0.3) (0.3) (0.2) (0.1) (0.2) - (8.9) 
Estates costs (1.8) (0.1) (0.1) (0.0) (0.1) (0.1) (0.0) (0.0) (0.0) - (2.2) 
Depreciation / Cost of Capital (0.4) (0.0) (0.0) (0.0) (0.0) (0.0) (0.0) (0.0) (0.0) - (0.4) 

Total Unallocated Costs (9.2) (0.4) (0.5) (0.1) (0.4) (0.3) (0.2) (0.2) (0.2) - (11.6) 

Net Surplus / (Deficit) 5.3 (0.0) (0.1) (0.1) (0.2) 0.0 (0.2) (0.1) 0.0 1.4 6.0 

RAG STATUS (Actuals V Plan) G I G 

R&D PROGRAMME COSTS I (2.2) (0.4) (0.1) - (0.3) (0.5) - - - (3.5) 
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NHS BLOOD AND TRANSPLANT 

JULY 2015 

CLINICAL GOVERNANCE REPORT 

1. INCIDENTS AND ADVERSE EVENTS 

1.1 Serious Incident Requiring Investigation (SIRI) 

There has been one new SIRI since the last report; which occurred in Tissue Services (TS). 

Heart valve SIRI: 
A call was received by staff in TS from a senior nurse at a Trust stating that an aortic valve had 
been received instead of a pulmonary valve. The paperwork accompanying the tissue and its 
packaging stated the graft was a pulmonary valve, but theatre staff identified that it was in fact 
an aortic valve. The surgeon decided to proceed with the operation using an alternative tissue, 
a bovine pericardial patch, and it has been confirmed that this achieved a satisfactory result. 
The surgeon has also informed our investigating team that using the alternative tissue posed 
no incremental risk to the patient, and therefore the surgical team had not informed the 
patient's family of our error, considering it a near miss incident rather than one having caused 
harm. On that basis, the Trust has raised a quality incident but has not escalated it further. 

The corresponding valve obtained from the same donation, labelled as an aortic valve, was 
quarantined by TS. On return of the valve to TS from the hospital, it was confirmed the two 
valves had been switched at some point during the processing, labelling, and transfer to 
storage procedures. 

The operator who had been responsible for these steps in the process has been suspended 
from duties, having informed the investigation team that procedures had not been followed. A 
management investigation of this operator's practice has commenced. All heart valve tissues 
processed by this operator, 45 in total, were identified and put on hold pending the Root Cause 
Analysis (RCA) and risk assessment. It is planned to return 22 valves to issue stock on the 
basis that the other valve of the pair has been issued and used; it is being invsetigated 
whether the remaining 23 could be imaged whilst frozen, and returned to stock if correct. 

Apologies have been given to the team at the Trust, both verbally and in a formal letter, 
including an offer to meet and discuss the incident. We have also offered to provide a copy of 
our final report. Apologies were offered to the patient's family via the Trust; however, this has 
not been passed on. In order to be as open as possible about this incident, we will send the 
final report to the Trust Medical Director as well as the surgical team, explaining that we have 
made an error, and the situation regarding communication with the family. 

The incident has been reported to the Human Tissue Authority (HTA) but it does not fulfil the 
criteria for NHSBT to report to the Care Quality Commission (CQC). 
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Update on SIRIs previously reported: 

The needlestick injury SIRI which occurred in Blood Supply was presented at the Clinical 
Audit Risk and Effectiveness Committee (CARE) with a recommendation this be closed by the 
GAC. This will be done offline. Opportunities for shared learning from the incident are 
currently being reviewed by DTS CARE and ODT CARE. 

The Bristol Eye Bank SIRI currently remains open as one action is yet to be closed; `Confirm 
the additional investigations performed by the Mycology lab on samples from the media from 
time expired corneas are negative. If results are positive re-evaluation must be performed 
regarding the suitability for release'. It is currently thought the results are negative; however, 
they are being followed up for completeness. This action is therefore due to be closed 
imminently. 
A letter of commendation has been sent to Ian Trenholm by the Chair of the Ocular Tissue 
Advisory Group, a consultant ophthalmologist in Bristol who acts as the Medical Director of the 
Eye Bank. The letter praises the Head of Tissue Services and her team for an excellent job in 
taking over the eye bank. Corneal stock is now over 300, the highest for some time. TS and 
quality staff are working closely with the Bristol Eye bank to promote a quality culture; this has 
resulted in reoprting of 7 quality incidents, a number which will fall as standards improve. The 
business case for transfer of the Eye Bank to Filton has been approved. 

1.2 Donor and patient adverse events/reactions 

A total of four Serious Adverse Events of Donation (SAED) occurred since the last report; 
including the first with respect to autologous serum eye drop collection. A 60 year old female 
fainted on session; fortunately she sustained no injuries. She had a significant medical history but 
had previously donated uneventfully five times for autologous serum eye drop production. She 
was taken to hospital and given antibiotics and subsequently was given a blood transfusion due 
to her haemoglobin being low; she stayed in hospital for five days. She will be offered the donor 
serum eye drop product and hence will not donate again. There were no NHSBT process errors 
in this event. 

2. CLINICAL AUDIT 

2.1 Clinical Audit Programme 
The clinical audit annual report for 2014/15 was approved by CARE. We now ensure that 
audits are appropriately linked to incidents, risk, and complaints, with prioritisation and 
approval at senior level. CARE also approved the clinical audit programme for 2015/16 which 
now includes a priority rating for each audit, and development of an improved schedule for 
reporting. A total of 42 clinical audits have been included in the 2015/16 programme; nine 
priority one (highest), eighteen priority two, and fifteen priority three audits. No clinical audit 
actions are currently overdue. It was also agreed that a greater emphasis will be placed on 
publications from clinical audits, which will include conference posters. 

2.2 Audit of Bristol TAS 
An audit of medicines prescribed to Bristol Therapeutic Apheresis Service (TAS) patients and 
donors has been approved by DTS CARE. This audit has established that current practice 
around the completion of the prescription chart requires improvement, the main areas being 
the use of appropriate abbreviations, good documentation practice, and record keeping. The 
recommendations will be applied across all TAS Units. 

VA
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3. CLINICAL RISKS 

The number of risks on the corporate risk register, for which the dominant risk is clinical, is 44; 
this is an increase from 40 reported in the previous report. Five new risks have been added 
and one removed. A total of ten clinical risks have a residual risk of 15 or above, this is an 
increase from nine. Of the five new risks three are scored fifteen or above; 

CARE supported the proposed work to be undertaken with directorates to review, update, and 
embed the risk registers and risk management across the organisation. 

A risk relating to the supply of Human Albumin Solution had been placed on the DTS Risk 
Register and was raised at May CARE, and reported in the previous report. The issues 
surrounding UK supply have now been temporarily resolved. The Commercial Medicines Unit, 
Department of Health (DH) are planning to develop a national framework for the procurement 
of albumin, and aim to have this in place by June 2016. NHSBT are engaged with the 
development of this. 

4. ALERTS, GUIDANCE AND REGULATIONS 

Since the last report, the National Institute for Health and Clinical Excellence (NICE) has 
issued a total of eight documents; no specific action is required from NHSBT in relation to the 
guidance published. However, consideration is being given by BS to; Violence and 
aggression: short term management in mental health and community health settings, in order 
to be clear what the BS policy is on managing aggression in a community setting. 

A total of eleven alerts were issued via the Central Alerting System (CAS). One Patient Safety 
Alert potentially relevant to NHSBT was considered by BS and DTS CARE groups: Risk of 
death or severe harm due to inadvertent injection of skin preparation solution. This has been 
confirmed as not relevant. 

A review of NHSBT's current CQC registration is nearing completion and will establish which 
regulated activity is undertaken from each NHSBT location. The review has also confirmed the 
need for a number of changes to the current registration which is consistent with the initial 
objective and approach, agreed in 2014. This includes the removal of some NHSBT locations 
from registration and the addition of some others. These changes will ensure that locations 
undertaking a regulated activity are correctly registered only for the activity they provide. To 
date one site has been identified (Horsham team base) which requires new registration with 
the CQC. 
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Being Open Policy (including Duty of Candour) 
The draft Being Open Policy was discussed at CARE, and support given to the policy being 
applied across the organisation; regardless of whether or not the activity is regulated by the 
COG. The policy is to be finalised through continued engagement with the directorates and 
discussion with the CQC. 

5. INQUESTS 

Human Leucocyte Antigen (HLA) Error (Ref: ODT INC 218) 
The inquest touching upon the death of this recipient was held in May 2015. H. M. Coroner 
has delayed conclusion, which had been due mid June and was delivered on 22 July 2015. 
The written conclusions are awaited. 

6. COMPLAINTS AND COMPLIMENTS 

6.1 Complaints 

a) Blood Supply 
One new serious complaint has been received during this period- A donor was unhappy with the 
current selection guidelines relating to MSM. The donor's original letter was sent to numerous 
recipients including SaBTO and the DH. NHSBT has responded on behalf of all organisations. 

b) Diagnostic and Therapeutic Services 
The total number of monthly Hospital Complaints is continuing to trend down. 

c) Organ Donation and Transplantation 
ODT undertook a piece of work to review the previously reported increase in complaints. 
There were 113 ODT clinical and non-clinical complaints in 2014/15, and 75 in the previous 
year. This increase has been seen following a series of workshops held during 2014, 
facilitated by ODT's Clinical Governance and Quality Assurance team. This actively requested 
and encouraged Organ Donation Services Teams to report complaints centrally. Hitherto, 
many teams received and managed complaints locally. A full report was submitted to and 
accepted by the GAC. 

7. KEY ITEMS FROM DIRECTORATES SINCE LAST REPORT 

7.1 Blood Supply 

a) In the previously confirmed Transfusion Transmitted Infection (TTI) through a pooled 
platelet product, a male donor has been identified as the source of Staphylococcus. 
aureus. This donor has been withdrawn. A final closure report will be sent to the hospital. 

b) Probable bacterial transfusion transmitted infection from day 7 pooled platelets 
(INC60058). A patient having an outpatient platelet transfusion for a chronic bone 
marrow disorder suffered, fever, rigors and angiooedema. The patient was admitted, 
shown to have bacterial infection in their blood, and treated with Tazocin and steroids. 
The patient fully recovered and was discharged home within a few days of being 
admitted. The pack was returned to NHSBT and grew Streptococcus agalactiae (oral 
streptococcus), the same organism as in the patient. There was no growth from red cell 
units. This is a probable transfusion transmitted infection, the second since testing 
began in 2011, and the first from platelets stored beyond 5 days. We are liaising with 
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c) There is an ongoing Hepatitis E Virus (HEV) investigation. The patient was discovered 
to be HEV positive February 2015, having been negative in March 2013. This requires 
investigation of 26 donors. 

a) There have been a number (twelve in the last three months) of Serious Adverse 
Events/Serious Adverse Reaction incidents reported to the HTA under NHSBT's 
assisted function role, many of which related to donor related malignancy and 
infections. Robust investigation, overseen by representatives from HTA, confirmed that 
no errors had been made by NHSBT or other staff. 

b) There has been a significant decline in reported incidents in February and March (26 
and 29 respectively), which could be related to a fall in transplant activity. Reports have 
increased in April and May, in line with increased donor activity. 

c) The Terms of Reference for ODT CARE and the Governance Improvement Group have 
been revised. It was agreed learning from this review should be shared across all 
directorates. 

a) The first case of Transfusion Related Acute Lung injury (TRALI) has been reported for 
2015-16. There was no error on the part of NHSBT. A female donor who had 
contributed platelets, not resuspending plasma, to a pooled platelet pack was found to 
have antibodies against a class I Human Leucocyte Antigen (HLA) that was present on 
the white cells and tissues of the recipient. The recipient had existing multiple organ 
failure and was treated palliatively prior to death. 

b) The number of major quality incidents has remained stable in operational areas 
other than Tissues Services and Histocompatibility and Immunogenetics (H&I). For 
the former, taking responsibility for the Bristol heart valve stock, and taking on the 
investigation of an incident prior to formally being responsible for ocular tissue, has 
contributed to the increased number of incidents. For the latter, H&I have raised 
three major incidents in relation to supplier notices; these have not led to patient 
harm. 

c) On four separate occasions eye tissue was retrieved while there was no Third Party 
Agreement (TPA) in place between the Trust and NHSBT. The agreements had 
been sent to the individual trusts and training provided; however, they had not been 
signed and returned to NHSBT. A new standard operating procedure, SOP 4866, 
"confirming TPA status before Consent" has been approved and all staff have been 
trained to this procedure. 

rr~ 
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Each blood service should ensure they have a named contact for cell salvage for 
every relevant hospital in their country and ensure they are provided with regular 
updates etc. This is in progress. 
Blood services should consider bulk buying cell salvage equipment and providing 
it 'at cost' or free to hospitals — this is to be reviewed as part of NHSBT's Patient 
Blood Management Strategy. 

7.4 General 

a) Information Governance (IG) 
CARE supported the IG priorities which will form the basis of the IG 2014/15 workplan and the 
establishment of an IG sub-group to oversee the workplan. The overarching priorities agreed 
were: 

• Information Governance Infrastructure 
• Information Risk Management 
• Records Management 
• Registration Authority 
• Information Technology (IT) Security Infrastructure. 

8. SAFETY 

8.1 SaBTO matters 

A. Hepatitis E 

Options for HEV testing of blood donations were considered at an extraordinary SaBTO 
meeting on 7 July 2015, using costed Blood Service plans for universal versus selective 
donation screening. This work was led by Steve Thomas, Interim Assistant Director 
Manufacturing Development, and contributed to by all NHSBT stakeholders and other Blood 
Services. 

A business case for approval to undertake HEV testing as recommended by SaBTO, along 
with other actions regarding clinican awareness and dietary advice for patients, is included in 
the Board agenda for this meeting_ 

B. Donor Compliance Study 

Detailed analysis of results will be presented to SaBTO at the September 2015 meeting. Data 
gathered relating to Blood Service policy, for example on travel and piercings, will be fed back 
to the Joint Professional Advisory Committee (JPAC) for consideration. 

C. Human T-Lymphotropic Virus (HTLV) Testing 

JPAC will make a recommendation regarding the HTLV screening of all, versus only first-time 
blood donors, to then be considered at the SaBTO meeting of 1 September 2015. 
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8.2 Bacterial Risk Reduction 
Following assessment of bacterial testing and pathogen inactivation using the safety 
Framework, a paper will be presented to the Board in November 2015. 

8.3 West Nile Virus (WNV) Testing 

The European Union (EU) regulation which permits WNV NAT testing as an alternative to 
deferral mandates testing of individual donations rather than our current practice of testing in 
pools. There was no consultation phase of this policy, and the European Blood Alliance has 
expressed concern at this and the lack of expert input. An option appraisal of WNV individual 
testing versus deferral will be presented to the 30 September meeting of the Therapeutic 
Product Safety Group (TSPG). 

Authors: Louise Cheung 
Assistant Director— Governance and Clinical Effectiveness 
Jo Tossell 
Safety Co-ordinator 

Approved by: Lorna Williamson 
Medical and Research Director. 
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15/60 

1 Date / title of BOARD 
meeting 30 JULY 2015 

2 Title of paper FRANCIS REPORT ACTION PLAN UPDATE 

3 Status Official 
4 Tweet (max This paper provides an update to the Board on the action 

140 plan that was agreed in March 2013 following 
characters) recommendations from the Francis Report. 

5 Executive Since the last update report to the Board in January 2015, 
Summary key actions changes include: 

• Approval of new process for handling 
Serious Incidents 

• Development of a `Being Open' Policy 
• Comms team winning a Public Sector 

Award for effectiveness of its employee 
engagement survey 

• Recommendations from the Query and 
Complaints Handling Review have been 
accepted by ET 

• Chief Nurses have commenced discussion 
with NHS England Chief Nurse, and Public 
Health England's (PHE) Director of Nursing 
regarding the development of our Nursing 
Strategy 

• Blood Donation 'Care Quality Walkarounds' 
toolkit has been developed 

6 Action o The Board is asked to note the progress against the 
requested Francis Report action plan, with the expectation of a final 

update report in January 2016. 

7 Background Following publication of the Francis Report in February 
and customer 2013, a cross-directorate project group considered all 290 
promise recommendations in the context of the business of NHSBT, 

and aligned these to five main themes. An action plan was 
approved by the Board in March 2013, to address the 
recommendations that could be implemented immediately; 
reflecting the government's initial response `Patients First 
and Foremost'. Progress reports have been provided to the 
Board in July 2013, January 2014, July 2014, and January 
2015. 
Since January 2015, 2 of the 7 open actions have been 
closed, and 2 others have approved plans for completion. 
Options are being considered for progression 2 actions 
realting to nursing strategy and leadership, while Phase 2 of 
the IT project will be re-considered in spring 2016 against 
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other IT priorities. 
8 Why is this o Demonstrates NHSBT's learning and actions from the 

important? Francis Inquiry into Mid Staffordshire NHS Foundation 
Trust. 

9 Who else has o Work on the NHSBT Francis Action Plan is 
been involved multidisciplinary. Key teams are the Communications 
so far? Directorate, Workforce Development, Human 

Resources, Nursing Leadership Team, and Clinical 
Directorate. 

10 Costs and Not applicable 
benefits 

11 Significant • Being Open Policy will be formally approved 
next Actions  

• Programme of Care Quality Walkarounds will 
commence in Blood Supply 

• Establishment of central complaints team responsible 
for handling complaints made into the organisation 
from various points. 

• A Nursing Strategy will be finalised for the Board to 
consider before March 2016 

12 How does this No direct impact. No assessment required 
impact on 
Equality and 
Diversity? 

13 What is the Not applicable 
impact on 
sustainability? 

14 Employee The Francis Action Plan has delivered significant benefits to 
impact? staff through the embedding of the new core competency 

framework and the work on core values in appraisals, 
recruitment and day-to-day operations. 

15 Donor Improved donation experience through Care Quality 
impact? Walkarounds 

16 Taxpayer Not applicable 
impact? 

17 Author Louise Cheung 
Assistant Director Governance and Clinical Effectiveness 

18 Responsible Lorna Williamson 
Director Medical and Research Director 

19 NED input None 
20 Appendices None 
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NHS BLOOD AND TRANSPLANT 

JULY 2015 

FRANCIS REPORT ACTION PLAN UPDATE: 
PROGRESS SINCE JANUARY 2015 

In January 2015 the update report to the Board outlined seven actions which remained 
on-going, although with some elements of those actions already complete. Outlined 
below is an update against each of those actions and an indication as to whether or not 
these can now be closed or remain open. Please note the action numbering reflects the 
action numbers in the original action plan. 

Action 5: Continue to promote a safety culture, one where reporting of errors and 
incidents is encouraged, and concealment is considered unacceptable. 

Since the January report to the Board the Serious Incident Requiring Investigation 
(SIRI) MPD has been approved and implemented with effect from April 2015. 
A Duty of Candour audit was undertaken across all appropriate SIRIs, with 
improvements identified regarding recording, which are now being implemented. An 
organisational Being Open Policy, inclusive of Duty of Candour, has been developed 
with the operational directorates and an advanced draft reviewed by CARE earlier this 
month. This will be signed off shortly and discussed with the Care Quality Commission 
(CQC), for support and agreement where NHSBT has to deviate from the regulation due 
to not having direct contact with patients involved in incidents. 

A Board Risk Development Session was held in May 2015. Work is planned with the 
directorates to review and update all risk registers, and ensure they are live and 
meaningful at all levels. Development and training sessions will be held with directorate 
Senior Management Teams, and as a result of those sessions, training plans agreed for 
front line staff. 

It is recommended this action remain open until the Being Open Policy and training on 
risk management are rolled out. 

Action 6: Consider whether there is a `cultural barometer' which could add value 
in embedding the improvements in behaviours. 

There remains as yet no one accepted NHS wide `cultural barometer' tool. However, the 
majority of organisations appear to be refreshing their staff surveys and running follow 
up snapshot surveys, with ongoing feedback to ensure that any issues hidden in the 
surveys are flushed out. The NHSBT staff surveys in 2012 and 2014 have included 
staff engagement questions and an index/score. Focus groups have been planned in 
specific operational areas to ensure action plans are effective and root out underlying 
issues. We have also used central communication channels to encourage a culture of 
feeding back and raising issues. The culture of NHSBT will continue to be monitored 
through the annual staff survey and smaller, targeted surveys to check the progress of 
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particular action plans. Most recently NHSBT won a Public Sector Communications 
award for the effectiveness of its employee engagement survey communication. 

It is proposed this action is closed and NHSBT continue to use the staff survey and 
engagement questions to meet this requirement. 

Action 7: Review the complaints procedure, ensuring an easy process with timely 
feedback, adequate use of narrative, and an organisation-wide view of 
trends and common themes 

In February the Executive Team accepted the recommendations made in the Query and 
Complaints Handling Review. The Review made a number of short and long-term 
recommendations to improve the process of making and handling complaints across 
NHSBT. Key to this work, and linked to the Francis recommendations, is the decision to 
establish a central complaints team responsible for tracking and logging complaints 
made into the organisation from various points. It has already been agreed that the 
Board will be sighted on NHSBT-wide complaints trends as well as progress in 
improving services in response to these. 

It is recommended this action remain open until the new complaints function is 
established and new procedures embedded. 

Action 8: A new nursing strategy is being developed, incorporating the Chief 
Nurse's '6 Cs of care' (courage, commitment, communication, care, 
compassion and competence). 

A nursing seminar for the Board was held in July 2014. It was agreed that a Nursing 
Strategy would be developed for the Board to consider in 2015/16. NHSBT Chief 
Nurses have now met with Jane Cummings, Chief Nurse: NHS England, and Viv 
Bennett, Director of Nursing: PHE; to discuss nursing services and strategy in NHSBT. 
The Nursing Strategy Development remains ongoing and is expected to be presented at 
a Board meeting during 15-16. Options are being considered regarding resource for 
nurse development. 

It is recommended this action remain open, pending approval of the new Nursing 
Strategy. 

Action 10: Consider how professional support and leadership in nursing could 
best be developed. 

The Nursing Leadership Team (NLT) scoped the requirements for a nurse tutor and a 
preliminary proposal discussed at Clinical Directorate SMT (CDSMT). It was agreed that 
further work would be undertaken on the proposal, including possible funding 
mechanisms. Further work within the operational directorates is underway to look 
at how this role can be undertaken. This action remains on-.going and is expected to 
be completed at the end of October 2015. 

It is recommended this action remain open until the Nursing Strategy and support 
needed for delivery are approved. 
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Action 15: For the Board to be increasingly curious in establishing how care is 
being delivered at the front line e.g. the 15 steps challenge. 

Following three pilot 'Care Quality Walkarounds' a toolkit has been created and will be 
rolled out to all blood donation teams during August 2015; following approval by Blood 
Supply CARE. The walkarounds will be undertaken every six months by the Senior 
Sister/Charge Nurse; the walkaround team will always include a donor, and someone 
from outside the team. The toolkit includes a checklist and feedback sheet and 
proforma for an interview with a donor who has completed their donor journey the day of 
the walkaround. Any actions or areas for improvement will be added to the team 
improvement action plan and overseen by the Area Matron/Manager. 

It is recommended this action is now closed. 

Action 16: Use phase 2 of the IT system for clinical governance to ensure that 
data from different sources are connected to give a coherent picture, 
and consider whether greater use of statistics would add value. 

In April 2015 the Transformation Project Board (TPB) made a considered decision to 
defer approval and commencement of this project until April 2016. The project has 
been approved for consideration on the prioritisation list for 16-17. 

It is recommended this action remain open until either the project is approved or an 
alternative approach agreed. 

Author: Louise Cheung 
Assistant Director Governance and Clinical Effectiveness 

Approved: Lorna Williamson 
Medical and Research Director. 
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In addition, however, Penrose drew attention to a number of aspects of donor 
policy and patient care, which were considered not inappropriate at the time, 
but which would not meet today's standards. This paper is intended to: 

(i) summarise these additional points 
(ii) describe current policies within Blood and Transplant Services that 

relate to them 

This review has concluded that there is strong assurance that many 
practices of the past would no longer apply, and that today's processes 
relating to safety policy and implementation, are much more consistent 
and transparent. There remains, however, sub-optimal clarity over funding 
and commission of laboratory testing of organ donors in England; 
discussions are ongoing with NHS England. 
There is also the possibility of different actions on safety matters being 
taken by the 4 nations of the UK, either on policy or timing of actions. 
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each Blood Service is legally liable for the products they 
manufacture (blood was conceded to be a product 
under Product Liability legislation during HCV litigation 
in England in the mid-1990's, the `Burton judgement'). 
Therefore, there is now the possibility that individual 
health administrations/ blood services may make 
different decisions regarding safety steps eg MSM 
deferral, or implement them at different time points eg 
Hepatitis E testing. 

1. Blood service Appointment to SaBTO and JPAC is by competitive 
policy makers 
lacked knowledge 

process including interview. Members are subject to 
annual appraisal. 
There is annual appraisal and a personal development 
plan for all doctors, senior scientists and nurses in 
NHSBT. 
Attendees at conferences are required to provide a 
report on return for the relevant teams. 

2. Policy makers 
had to choose 

Decision makers use decision making frameworks that 
recognise the precautionary principle. 

between the known SaBTO is reviewing its framework in the light of 
benefit and Penrose. 
suspected risk of NHSBT has a safety framework, and will adopt the new 
treatments. Alliance of Blood Operators framework once a usable 

version is released (due in next 3 months). 

3. National NHSBT and SNBTS now have national management 
communication 
between centres 

structures. The UK Forum of Chief 
Executives/Managing Directors and Medical Directors 

was not optimal . meets x4/year and JPAC x3/year. 
There is international information exchange through 
European Blood Alliance and Alliance of Blood 
Operators. 
Emerging infections are monitored through the EBA-
Emerging Infectious Disease group tcons which feed 
into SACTT. The process for handling emerging 
infections has been audited by internal audit, and is 
being streamlined and documented. 

4. Tension between UK Blood Services continue to have different funding 
different models of models eg with cross-charging to hospitals in England, 
health 
reimbursement 

but not in Scotland . 
In England, the blood price is set annually through the 
National Commissioning Group for Blood, with a 6-9 
month lead time. Safety initiatives which impact on the 
blood price are flagged up at an early stage through this 
group. For safety steps instructed by DH/Ministers (eg 
after a SaBTO recommendation), there would be 
negotiation regarding a price increase. Increasingly, and 
certainly for measures proposed by NHSBT without a 
ministerial instruction, we would be expected to absorb 
the costs as part of our annual cost improvement target. 

WITN0643008_0112 



5. There needs to SaBTO working groups work to an agreed timetable for 
be speed in production of recommendations to main SaBTO 
approving funding meeting. 
through Thereafter, each health department makes its own 
government decision; these may come at different times. 
structures 
6. Recall of non- UK Blood Services no longer manufacture fractionated 
heat-treated plasma products. 
product was not Each Blood Service has a protocol for recall of 
optimal. components on the basis of post-issue information. 
7. There was lack 
of clarity regarding 

Burton judgement opinion was that blood can be 
regarded as a product under Product Liability 

compensation for legislation. Therefore Blood Services, as manufacturers, 
patients harmed by are liable to compensate patients for damage sustained 
a trial product without the need for patients to prove negligence. 

NHSBT has contingent liability for patients harmed in 
trials who do not receive a product. 

C. DONOR 
SCREENING 
1. No mechanism Test kits are now CE marked. 
for licencing test 
kits. 
2. Separate There is a UK approval mechanism for Blood Services 
validations needed through SACTTI/JPAC. 
England and 
Scotland 
3. Uniform date For major safety initiatives, there is generally an 
agreed across UK implementation group which includes representatives 
for introducing a from all 4 Blood Services. A common timetable is 
new test even 
though 

generally agreed. However, each Blood Service may 
implement initiative different some parts a new safety at slightly 

were ready before times. Within NHSBT, roll-out across England may 
but others -- 

4. Having 
occur gradually, with a pre-defined end-date_ 
A plan for swap-out of untested stock is agreed as part 

everything on the of each specific project. 
shelf tested before 
the 
5. Structures for UK SaBTO covers the whole UK but the 4 Health 
decision making Ministers/Health departments accept the 

recommendations individually. 
JPAC is also UK wide, but each Medical Director signs 
off change notifications individually, so an individual 
service could be more stringent that the JPAC 
recommendation. 

-- ---- --- --- 

6. Use of surrogate g 
- 

There are no current issues relating to surrogate tests; 
testing. there are specific tests for bacteria and viruses of 

interest and no specific or surrogate test for vCJD. Viral 
test specificity and sensitivity are now defined at 
European level through a Common Technical 
Specification. 
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7. The dependence Budgets for policy-making studies on safety matters are 
on MRC funding for 
studies on 

available within NHSBT and through the UK Forum, 
thus reducing dependency on competitive funding post- 

transfusion sources which have long lead times to decisions, and 
hepatitis uncertain outcomes. 
8. Long delay in Inclusion of the precautionary principle in safety 
decision making re frameworks is designed to prevent this. 
HCV screening due Decision makers need to be clearly inducted and 
to wanting trained in the use of the relevant framework. 
additional 
information 
D. IMPACT ON 
PATIENTS 
1. Lack of hospital Blood Services do not produce clinical guidelines. We 
protocols for junior have strong representation on the British Society for 
doctors treating Haematology Transfusion Task Force and other 
haemophilia away guideline writing groups. We ensure that guidelines are 
from haemophilia included in our teaching programmes for trainee 
centres haematologists, and in communications to hospitals. 
2. Keeping patient National patient information leaflets are produced by 
information up to each Blood Service. . 
date 

3. Patient testing Donor testing is clearly laid out in information leaflets 
without consent and covered by the consenting procedure. 

Patient testing for infections should always include 
informed consent and documentation of the reason for 
testing. 

4. Steps taken to Blood Services agree a lookback strategy when a new 
trace patients screening test is introduced. 

Other tracing exercises are led by Public Health 
Services with Blood Service collaboration. 

5. Information Not a Blood Service responsibility. We provide 
provided to infected information for clinicians as part of undertaking 
patients lookback exercises. 

Donors with positive viral markers are contacted for a 
post-test discussion with a trained nurse or doctor. 

6. Care for infected We always inform a recipient's clinician where a post-
patients and their transfusion infection has been identified (now enshrined 
families in Duty of Candour requirements). 

The post-test discussion with blood donors includes 
guidance as to where further care can be obtained (via 
GP). 
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It is important to remember some of the differences between blood and 
organs with respect to safety and to governance: 

(i) NHSBT, in England, is responsible for the process of recruiting, 
and screening blood donors and preparing and distributing blood 
products. The role of NHSBT in organ donation and allocation is 
more limited: NHSBT is responsible, amongst other areas, for 
maintaining the National Transplant Waiting list, developing and 
implementing the selection and allocation policies, employing 
the SN-ODs and commissioning the National Organ Retrieval 
Service 

(ii) There is a very different risk profile: while no one in the UK dies 
from lack of available blood or blood products, up to 20% of 
those listed for a deceased donor liver, kidney or heart die or 
become too ill for a transplant. 

(iii) Organ donation, retrieval and transplantation is UK-wide service 
with policies applying across all four nations; however, the 
commissioning and accountability varies between nations 

• '.• •'o 
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3. Blood donation Organ donation is also considered a social function and 
considered a social the Behaviour Strategy is designed to encourage this 
function. behaviour. 
specifically a 
means of 
retribution for 
prisoners 
4. Different centres Currently, guidelines for the assessment of deceased 
within Scotland had organ donors apply across all units in all four nations 
freedom to set own 
donor selection 
policies 
5 Local donor NHSBT does produce some information and leaflets 
leaflets produced and SNODs work to common processes. However, 
by every centre hospitals often have their own policies, procedures and 

processes which may not align to NHSBT policies 
This remains true today. Ensuring the potential 6. Low awareness 

of risks by public transplant recipient gives informed consent is the 
responsibility of the recipient team. However, NHSBT is 
working to provide information to enable clinicians and 
patients to have a better understanding of risk 

B. POLICY Recommendation for significant changes to organ 
MAKING safety policy are made by SaBTO, requiring sign-off by 

4 Health Ministers. 
However there is now the possibility that individual 
health administrations may make different decisions 
regarding safety steps, or implement them at different 
time points. 

1. Blood service Appointment to SaBTO is by competitive process 
policy makers including interview. Members are subject to annual 
lacked knowledge appraisal . 

There is annual appraisal and a personal development 
plan for all doctors, senior scientists and nurses. 

2. Policy makers Decision makers use decision making frameworks that 
had to choose recognise the precautionary principle and SaBTO is 
between the known reviewing its framework in the light of Penrose. 
benefit and The position taken by NHSBT is that its role is to 
suspected risk of characterise the potential donor and ensure the 
treatments. recipient team receive the information in a timely and 

effective manner. 
There is a lack of clarity about the commissioning of 
donor tests (microbiology and HLA) — see section C. 

3. National NHSBT has a UK-wide management structures with 12 
communication regions for the management of SNODs. 
between centres Nonetheless, communications between all partners 
was not optimal . (commissioners, regulators, hospitals, health 

departments and NHSBT) could be improved. 
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4. Tension between NHSBT receives funding from all four departments 
different models of 
health 
reimbursement 
5. There needs to NHSBT has regular reviews with the Departments of 
be speed in Health 
approving funding
through 
government 
structures 
6. Recall of non- There are processes for communicating to transplant 
heat-treated centres any information about an organ donor which 
product was not becomes available after their organs have been 
optimal. transplanted. 
7. There was lack Organs are considered not to be products. 
of clarity regarding We have contingent liability which covers clinical trials. 
compensation for 
patients harmed by 
a trial product 
C. DONOR 
SCREENING 
1. No mechanism Test kits are now CE marked. 
for Iicencing test 
kits. 
2. Separate There is no clarity around donor testing for microbiology 
validations needed and HLA. There is no clear commissioning process 
in England and 
Scotland 

across the UK (outside Scotland), no agreed standards 
for doing tests or reporting results 

3. Uniform date As there is no transparent process for commissioning 
agreed across UK donor tests, there is no process for introducing new 
for introducing a tests. 
new test even 
though some parts 
were ready before 
others 
4. Having There is no process for ensuring that all laboratories 
everything on the work to the same standards 
shelf tested before 
the start date 
5. Structures for UK 
decision making 

SaBTO covers the whole UK but the 4 Health 
Ministers/Health departments accept the 
recommendations individually. 
There is no process for implementing advice from 
SaBTO through the commissioning process. 

6. Use of surrogate There are no current issues relating to surrogate tests 
testing. other than no agreed standards that operate across the 

UK. There are specific tests for bacteria and viruses of 
interest and no specific or surrogate test for vCJD. 
Tests for tissue typing (as HLA) are variable 
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7. The dependence NHSBT runs the transplant registry and Transplant 
on MRC funding for Centres should, under their licence, report all significant 
studies on post- and unexpected donor transmitted disease to NHSBT 
transfusion (under its assisted functions). This is not always done. 
hepatitis There is a budget within NHSBT R&D for studies on 

organ recipients. 
8. Long delay in There is no commissioning process (outside Scotland) 
decision making re for ensuring changes in recommendations are put in 
HCV screening due place 
to wanting 
additional 
information 
C. IMPACT ON 
PATIENTS 
1. Lack of hospital 
protocols for junior Hospitals are responsible for the care of transplant 
doctors treating recipients. NHSBT has worked with BTS to produce 
haemophilia away joint guidelines where appropriate. 
from haemophilia 
centres 
2. Keeping patient National patient information leaflets are the 
information up to responsibility of the transplant hospital.. 
date There is no central coordination although NHSBT does 

provide information and advice, and a guidance 
document on content in conjunction with BTS. 

3. Patient testing Donor testing follows agreed protocols by the SN-ODs 
without consent 
4. Steps taken to NHSBT maintains the national transplant registry. There 
trace patients are some links with national mortality data but not with 

other registries. 
5. Information We provide information for clinicians as part of 
provided to infected undertaking lookback exercises. 
patients Donors with positive viral markers are contacted for a 

post-test discussion with a trained nurse or doctor. 
6. Care for infected We would always make a clincian aware of an infection 
patients and their acquired through transfusion or transplantation. 
families — — 
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15/62 

Blood and Transplant 

AGREED 

The 47t" NHSBT Governance and Audit Committee Meeting 
Held on Friday 24th April 2015 

In the, Intavent Suite at the Association of Anaesthetists, 21 Portland Place, 
London, W1 B 1 PY 

Present: Andrew Blakeman (AB) — Chairman 
Roy Griffins (RG) 
Keith Rigg (KR) 
Shaun Williams (SW) 

Apologies: 

In Attendance 

Kay Ellis 
Karen Finlayson 

Ian Bateman (IB) 
Rob Bradburn (RBr) 
Louise Cheung (LC) 
Denise Dourado (DD) 
David Evans (DE) 
Louise Fullwood (LF) 
Linda Haigh (LH) 
Paul Hewitson (PH) 
Ben Hume (BH) 
Sally Johnson (SJ), 
Aaron Powell (AP) 
Clive Ronaldson (CR) 
Ann Smith (AS) 
Peter Stephenson (PS) 
Paul Thomson (PT) 
Nick Todd (NT) 
Huw Williams (HW) 
Lorna Williamson (LW) 

DH 
PwC 

NHSBT 
NHSBT 
NHSBT 
NHSBT 
NHSBT 
Non Executive Director 
NHSBT 
Deloitte 
NHSBT 
NHSBT 
NHSBT 
NHSBT 
NHSBT (Minutes) 
PwC 
Deloitte 
NAO 
NHSBT 
NHSBT 

Action 
Declarations of Conflict of Interest 
Members confirmed that they had no conflicts of interest. 

Chairman's Introduction 
AB welcomed all to the meeting, including Paul Thomson, Paul Hewitson and Nick 
Todd. AB noted there would be no Therapeutic Apheresis Services (TAS) risk 
presentation but a TAS Assurance Map paper would be presented to the GAC in 
item 7. 

15-26 Minutes of the 46th Meeting Held 27 February 2015 
The minutes were accepted as a true and accurate record of the meeting. 

15-27 Matters Arising 
The matters arising table was reviewed. The Committee discussed the clarity of 
the matters arising table and agreed that a new document should be developed 
which clearly defines each action, with timescales, and person responsible. LC LC/AS 
and AS to produce an updated matters arising table for the July 2015 meeting. 
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Action 

1 Clinical Governance Report 
15-28 Clinical Governance Report 

The report was presented to the Board in March 2015. LW noted that the Safety of 
Blood, Tissues and Organs (SaBTO) meeting has considered Hepatitis E and a 
number of streams of work have commenced; including cost of universal testing. 
SaBTO to meet again in July to consider outcome of the work undertaken. 
KR commented that complaints have recently increased, with many relating to the 
organ donation side of the pathway. These are currently being reviewed to identify 
any underlying causes and remedial actions. LW to provide the GAC with a report 
at the June 2015 GAC meeting, outlining complaints relating to the organ donation 
pathway. AB requested the findings should be sent to all attendees ahead of the 
June meeting, for early sight. 

Serious Incident report - verbal 
As of 1 April 2015 managerial and legal responsibility for the Bristol Eye Bank 
(BEB) transferred from the University of Bristol to Tissue Services, at NHS Blood 
and Transplant (NHSBT). There were three instances of contamination detected 
by microbiological testing. All three identified the same fungal species, 
Scopulariopsis gracilis, and the BEB was closed for deep cleaning. HW informed 
the GAC that a Root Cause Analysis (RCA) has taken place, although the cause of 
the contamination to date has not been identified. Patients were informed of 
cancellations up to a week in advance and normal supply was hoped to be 
resumed by mid May 2015. An apology letter explaining the current situation has 
been provided to the chair of the Ocular Tissue Advisory Group (OTAG), for 
distribution to all surgeons who transplant corneas. And, as a result of this 
incident, NHSBT will produce a customised letter to families of donation explaining 
the reason for the donated tissue being discarded. SJ noted that NHSBT always 
supply the families of donors with all feedback that they request. The Committee 
discussed the future possibility of providing further eye bank services in the future 
and how NHSBT are best strategically placed for this development. HW to raise at 
the Executive Team (ET) for discussion and agreement regarding current and 
future strategy/appetite and report to May Board. IB to explore potential of longer 
term option of a precautionary step to import eye corneas if requires. ET to 
consider and notify GAC of decision. Assistant Director of Governance and 
Business Continuity is reviewing business continuity plans to prepare for this issue 
in the future, 

The second serious incident reported to the GAC was that of an event, which 
involved a ten year old child acquiring a needle stick injury after finding a needle in 
a school hall during a PE lesson. A Blood collection session was held at the 
school on 10 April 2015 and therefore it was thought to be a needle used by 
NHSBT left behind after the session. This incident has been classified as a 
Serious Incidents Requiring Investigation (SIRI), (as defined in the new SIRI 
policy), based on potential reputational damage, plus potential for unnecessary 
treatment to child and potential psychological harm. A written apology will be sent 
to the school and to the family involved with an offer to meet with the family and 
the school post full investigation. A full RCA will be carried out at the end of April 
2015. 

15-29 Care Quality Commission (CQC) Annual report 
It was noted that TAS and Blood Collection were not inspected by the CQC during 
2014/15. The GAC considered the scope of inspections, going forward due to the 

LW 
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Action 
CQC introducing two new styles of inspections, which replaces any previous 
approach taken by the CQC. The first change in approach is named a 
Comprehensive inspection. These inspections are formal, planned inspections, 
with organisations receiving six to eight weeks notice. During this notice period a 
significant volume of information regarding the organisation must be provided to 
the CQC within the timeframe given. The second change in approach is named a 
Focused Inspection. The CQC undertake focused inspections in order to respond 
to a concern or to changes to the provider. 

NHSBT's CQC link person is communicating within the CQC internally in order to 
ascertain the position regarding the management of blood, and blood derived 
products and if this should continue in the CQC's scope of registration. 

LW reported that NHSBT are clear, in regard to awareness, of the requirements for 
the Duty of Candour, which has been shared with each directorate. Details of the 
requirements continue to be reinforced, forming part of the presentations on the 
Fundamental standards and also the new SIRI. 

2 Quality Assurance 
15-30 Serious Adverse Blood Reactions and Events (SaBRE) report 

A recent review of Medicines and Health Products Regulatory Agency (MHRA) 
SABRE reports, highlighted a number of reportable events related to recall errors. 
IB noted that immediate action has been taken, following a review of the data. The 
paper has been reviewed by the ET. An Operational Improvement Programme 
(OIP) event to re-engineer the process, to reduce the level of complexity and 
therefore the potential for error will take place 51" May 2015. 

3 Whistleblowing Annual Report 
15-31 DE informed the GAC that a total of four concerns have been raised through 
A,B&C letters, or to the `Press Office' email account. The four concerns were anonymous 

and therefore, NHSBT were unable to provide direct feed back, to the 
whistleblowers. 

The Francis Report placed a significant emphasis on the importance of 
encouraging staff to raise concerns. In order to support this, NHSBT published a 
series of communications in Connect Magazine and Connect briefing to raise 
awareness of how an employee could raise a concern. DE confirmed to the GAC, 
that the majority of NHSBT employees have an above average knowledge of how 
to report a concern regarding fraud, malpractice, or wrongdoing. This figure is 
higher than reported in the wider NHS. It was noted there were several avenues in 
which staff can raise an issue, although this causes concern; as this could in turn 
cause confusion. This issue will be reviewed. 

The Freedom to Speak Up report is currently out to public consultation and the 
Secretary of State has already agreed the recommendations in principle. It is felt 
unlikely there will be significant changes in respect of the principles and actions. 
The GAC were advised that NHSBT are currently in a good position regarding the 
principles, actions & NHSBT response, with regard to the Freedom to Speak Up 
report. 
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Action 

4 IT Governance 

15-32 Incident and action plan 
AP reported two major IT incidents to the GAC, which occurred in February and 
March 2015. The total outage on this occasion was 11 hours. At least one 
hospital patient had a procedure deferred on 23 February as a consequence of 
NHSBT's inability to supply a matched product in a timely manner. A formal 
investigation took place in March 2015, into the incidents, including a RCA 
investigation. A formal action plan has now been developed, both to address the 
immediate root cause, and to ensure the systems are more stable in the medium - 
long term. A third party, with knowledge of NHSBT's systems, has been 
commissioned to carry out an assessment of IT infrastructure. This assessment 
will take place over the next ten to twelve weeks. Weekly Serious Incident Review 
meetings are taking place onsite in the data centres to review all incidents that 
have occurred. In turn, this will be reported weekly to ET. The GAC accepted the 
report and actions and HW will take the report to the ET as part of reporting on HW 
business continuity. This will also be included on the Board Development Day 
session on Risk in May. RBr 

15-33 Information Technology (IT) Business Continuity — internal audit report 
PS reported on the review of IT resilience and disaster recovery planning and 
noted there is evidence of an awareness for the need of a more robust disaster 
recovery procedures and documentation, in respect of NHSBT's core systems. 
AB noted that a clear action plan needed to be crafted, within resources. PS to PS 
compose a response action plan and finalise the internal audit report. Day to 
day operational challenges was discussed, noting that good housekeeping 
activities are formally incorporated to reduce the risks of system failures. 
AB concluded that a response should be considered carefully, with regard to 
where NHSBT is currently at this stage. 

Information Security 
15-34 Following the appointment of a Head of Information Security, within the Information 

and Communication Technologies (ICT) team, a full review of NHSBT's information 
security provisions has been carried out. Following the audit, the ICT team have 
taken a number of actions to begin the remediation process and to add greater 
level of clarity of certain areas of concern. The accompanying Action Plan details 
thirty high level actions, the owners and completion due dates. The actions have 
been divided up into sections which correspond to ISO 27001. When NHSBT have 
an established Information Security Management System (ISMS) with agreed 
policies and controls, a continual improvement plan will be put into place. Policies, 
Procedures and Guidance will be reviewed at least annually to ensure they are 
relevant and continue to provide protection for the organisation. External audit from 
a third party will also be encouraged and recommendations reviewed. PS to make PS 
available at the July 2015 GAC meeting, two final reports, which include the 
management responses — for Business Continuity and Information Security. 

Infrastructure hosting update - verbal 
Contract discussions have taken place and are now closed. A detailed report will 
be prepared for mid May 2015, followed by a report to the Board in July 2015. 
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5 Transformation Programme 
15-35 Transformation Protect Board (TPB) report 

DD focused on key issues for April 2015, also noting that the report would now be 
presented to the ET. 
The number of Red/Amber projects across the portfolio has fallen marginally. The 
decrease is largely due to key contractual issues being resolved; procurement 
scope being amended or wider planning reviews being undertaken resulting in a 
different approach being adopted. The current focus of activity is on delivering 
existing projects ahead of, or to agreed plans; so that resource and activity is clear 
of the planned IT change freeze for Infrastructure Hosting. This is due to begin in 
October 2015. Discussions are ongoing to engage an external resource. DD will DD 
feedback findings from the TPB workshops to the GAC. 

15-36 Transformation Programme summary report 
It was noted the GAC wish to gain assurance that the change project is achievable 
and that forecasting is accurate. DD summarised the report noting that current 
Red and Amber statuses were acceptable but the TPB were constantly seeking to 
improve. It was questioned whether the TPB was too large. The GAC were 
assured that the project as a whole was possible and was endorsed by the ET. 
The GAC noted that it accepted the report, however, it would continue to monitor 
and will evaluate specific risks for this committee. 

6 Risk Management 
15-37 Risk management update 

RBr reported the main focus of the action plan is to continue to develop the case 
for an IT based solution designed to improve the level of engagement by the front 
line to capture incidents/risks and to strengthen risk awareness across NHSBT and 
also by reviewing and updating the supporting processes. AB noted that the 
structure of scoring risks was not consistent and re-visiting the matrix would be 
good practice. 

7 Other Governance Issues / Assurance Map 
15-38 Board performance report - governance issues arising 

RBr reviewed the March 2015 report, noting that overall the objectives were in 
good order. 
In Blood Supply (BS) there is some evidence that the rate of demand decline, is 
slowing. And, in Organ Donation Transplantation (ODT) activity in February was 
lower than recent months, with fewer deceased donors. SJ noted NHSBT need to 
make an impression on families with regard to consent. 
RBr confirmed to the GAC that the Board report is considered comprehensive. 

Assurance Framework checklist - verbal 
Flagging issues had been reaffirmed and reviewed carefully. The internal audit 
was noted as a high quality report. 

15-39 Therapeutic Apheresis Services (TAS) Assurance Map 
HW clarified the structure of the Assurance Map to the GAC, advising how the map 
was logically formatted. The GAC questioned whether this was the best format to 

5 
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use in terms of Risks. RBr commented that Board Assurance maps should be 
used as a checklist to reinforce that there are no gaps in assurance. 
The Committee discussed the importance of capturing the risks in the correct way, 
and ensuring assurance maps reflect the key strategic risks for the directorates. 

8 Internal Audit 
15-40 Internal PwC Progress report 

PS provided the progress report, which summarises the progress against the 
approved internal audit plan for 2014/15. A total of five of the areas audited were 
given an overall moderate rating, the PAYE audit was given an advisory rating, and 
four audits were given a limited rating or unsatisfactory. These audits were given 
an account of at the meeting. 

PwC have agreed to defer the Data Mapping review until 2016, after discussing 
this with NHSBT management. Business Continuity Planning work has taken 
place in early 2015 and has provided useful insights. 

15-41 Information Services Audit (follow up) 
The audit provided further insight into the approach to IT core systems software 
maintenance and improvement within ODT. BH reported that as small scale 
changes are needed a 'hot fix' approach has been adopted. AB thanked PwC for 
their work in 2014/15 and noted that this form of approach is working well. 

The report provided assurance to the GAC that all change requests are assessed 
and that lower priority and smaller IT changes have a route to completion. LF 
commented it was reassuring a hot fix approach can work. Going forward, ICT and 
ODT are now taking a more rounded service management approach, and in future, 
ICT will identify a core resource to deliver ongoing service improvements, which 
will provide an opportunity to address some of these smaller change requests. 

15-42 Donor Registration Transformation 
PS reported on the Donor Registration Transformation Project. Specialist 
Nurses for Organ Donation (SN-ODs) currently use a number of paper forms 
for donor registration and transfer a sub-set of the data into the Electronic 
Offering System (EOS). 

Four high risk findings were identified, with five medium findings identified and 
reported on. A general concern was noted regarding Risks associated with 
using an overseas software supplier. It was considered that overseas 
suppliers add complexities to the project in terms of ensuring that the supplier 
is effectively able to understand the project requirements and is able to engage 
in an effective working relationship with NHSBT. 

15-43 Cryogenic Storage 
An RCA of the project to build a cryogenic storage room at the Southampton 
Blood Centre was undertaken internally and reported to the GAC November 
2014. 

There were found to be fundamental weaknesses in the framework of 
governance, risk management and control such that it is inadequate and 
ineffective or is likely to fail. With management commitment the project will 
move forward and is scheduled to be completed at the beginning of May 2015. 
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Information Security 
As discussed in section 4 paper 15-34 

15-44 
Outstanding and Overdue Audit Actions 
The report contains all the medium and high internal audit points which are 

15-45 outstanding. Three medium points are outstanding as at mid April 2015. Owners 
are requesting an extension from the GAC, for two of the points, which was 
granted. 

The Project Resource (Business Transformation) has asked for a small 
extension and the revised deadline has been set for the end of April 2015. 

Review of programme and project resource capacity and capability initially 
due for completion by January 2015. The audit continues to stay on hold 
until June 2015. 

Draft Internal Audit Report & Opinion — 2014-15 
15-54 PS noted that the opinion is based solely on the assessment of whether the 

controls in place support the achievement of management's objectives as set out in 
the 2014/15 Internal Audit Plan and Individual Assignment Reports. The opinion is 
based on the outcomes of the work Internal Audit has conducted throughout the 
course of the reporting year and on the follow up action from audits conducted in 
the previous reporting year. There have been no undue limitations on the scope of 
Internal Audit work and the appropriate level of resource has been in place to 
enable the function to satisfactorily complete the work planned. Three areas were 
reported on 

9 Annual Reports and Accounts 

15-47 Timetable for draft/final accounts 
LH informed the GAC that all comments for the draft Annual Report and Accounts 
will be documented and the document will return to the June 2015 GAC meeting 
for approval/sign off. 

External Audit Progress/update verbal 
PH noted that although the audit was in its early stages, no issues had arisen. PH 
assured the GAC that the external audit is on track and will meet all of the 
deadlines that are set out. PH also noted that the Risk assessment had not 
changed and no reconciled issues had arisen. 

15-48 Internal and external co-operation report 
The report was taken as read, with nothing to note. 

15-49 Draft governance statement for review 
The governance structure and process within NHSBT is documented by an 
NHSBT Integrated Governance Framework that was approved by the Board in 
2011/12, and is reviewed annually by the GAC. The Integrated Governance 
Framework formally describes the assurances provided to the Board regarding the 
delivery of NHSBT's statutory and strategic objectives, its internal controls and risk 
management processes. The Integrated Governance Framework is supported by 
an Assurance Map which outlines the areas on which assurance is required and 
how assurance is then provided. 
PT covered two observations the GAC in the statement: 

• That the risks outlined in the Quality Management System (QMS) section, 
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were clearly set out however, what happens next in the risk process 
needed to be clearer. 

• The final statement showed no evidence regarding issues. 
All comments on the statement should be emailed to RBr. All 

10 Committee Business 
15-50 Self-assess GAC's Effectiveness 

In line with best practice, the GAC assess the Committee's effectiveness annually. 
A questionnaire was distributed to the thirteen GAC members/regular attendees, 
and was based on a shortened self-assessment checklist. LC summarised the 
captured comments and noted from the responses that the GAC are accomplishing 
its function according to good governance, accounting, audit and risk management 
arrangements, however, there were a number of concerns/areas for improvement 
identified which require further discussion. It was agreed LC to produce a further LC 
report focusing on key areas for discussion/action to be discussed at the June 
GAC. 

11 Chair's Actions (for discussion only as required) 

15-51 Fraud Annual Report and Workplan —for Review 
The report was taken as read, with nothing to note. 

12 Any Other Business 

There were no further items to note. 

13 Review the effectiveness of the meeting 
No comments were made, concerning the effectiveness of the meeting. 

Date of next Meeting 

Friday 26 June 2015 

Please note: The next meeting will be held in the President Room at the King's 
Fund No. 11 Cavendish Square, London from 09.30 —13.00 hrs 
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Present: Mr A Blakeman 
Mr I Trenholrn 
Mr R Bradburn 
Mr M Taylor 
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2.0 MINUTES OF THE LAST MEETING 

The minutes of the meeting held on the 141x' March 2015 were 
reviewed and approved. 

ci. 
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MT noted, that at the time of the meeting, the audit report for 03 was 
yet not available and would therefore be included as part of the Q1 
2015/16 papers. 

MT presented the Quarter 4 paper summarising the expenditure 
through to the end of March 15. There was then a general 
discussion on the types of spend being reported under Professional 
Services / Appendix A, and specifically, whether there was a more 
appropriate category that could be adopted for some suppliers eg 
Hitachi Capital (Fleet Maintenance) and European Blood Alliance 
(Membership fees). MT actioned to review for Q1 reporting. 

MT was also requested to review the description applied to spend for 
supplier SCC - due diligence for migration of NHSBT data centres at 
Elstree and Colindale/£35k (Contract ref. NHSBT0602/IT/AC —
NHSBT & Specialist Computer Centres PLC, contract for co-location 
services — contract period is two years from the commencement 
date, with options for a further 2 one year extensions). 

The high level of expenditure under Legal Services / Appendix C was 
noted, in relation to the NAT challenge/re-procurement. 

It was also noted, that although there had been approval from 
DH/CO for management consultancy spend on ITS, there was now 
likely be a re-scoping of requirements undertaken, followed by a re-
tender. The ECC would need to re-approve a revised business 
case. 

MT confirmed that there had not been any non-frontline expenditure 
from programme funding (formerly referred to as GIA) sources. DH 

WITN0643008_0127 



approval was not therefore required for expenditure incurred by the 
Authority at quarter 4. 

MT stated that in line with routine practice, and following the review 
meeting, the ECC papers would be forwarded to the DH. 

MT requested approval from the ECC, that expenditure incurred in 
Quarter 4, had been compliant with the ambit and spirit of the 
guidance and advice received by the Authority. The ECC gave their 
approval that the expenditure from both programme funding and 
income from prices had been consistent with DH guidance. 

There was no further business noted and the meeting was closed. 

P► 

The date of the next meeting is 2Ox" July 2015. 
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15/64 

Blood and Transplant 
Research and Development Committee Meeting 

9 a.m. Thursday 14th May 2015 
The King's Fund, London 

Committee Members 

Christine Costello (Chair of RDC, Non-Executive NHSBT Board Member) 
Jeremy Monroe (Non-Executive NHSBT Board Member) 
Harvey Klein (NIH, USA: External expert) 
Ellen van der Schoot (Sanquin, The Netherlands: External Expert) 
Gail Miflin (Associate Medical Director — Blood Supply) 
Huw Williams (Director of Diagnostic and Therapeutic Services) 
Lorna Williamson (Medical & Research Director) 
Rob Bradburn (Finance Director) 
Sally Johnson (Director of Organ Donation and Transplantation) 

Observers 

Chris Sims (Planning and Management Accountant, Group Services) 
Dave Collett (Associate Director, Statistics & Clinical Studies) 
Rutger Ploeg (PI observer) 
Cedric Ghevaert (PI observer) 
Ashley Toye (PI observer) 
Nick Watkins (Assistant Director, Research & Development) 

Lewis Matthews (National Research Manager, Scientific Secretary) 
Jan Wright (HR Clinical Lead) 

Apologies 

Clive Ronaldson (Director of Blood Supply, Gail Miflin Deputising) 
Louise Fullwood (Non-Executive NHSBT Board Member) 
Jonas Wadstrom (University of Stockholm, Sweden: External Expert) 
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Welcome to Jan Wright (Human Resources — Clinical Lead) 

Apologies were noted as above. 

Two Principal Investigators who were applying for funding were in attendance and 
would be asked to leave when their applications were considered. 

2. Minutes of meeting held 24 November 2014 

The minutes of the last meeting were approved as a correct record. 

NW informed the Committee that al l actions were complete, except for the action 
regarding funding to replace that available from the Trust Fund. A similar funding 
stream is proposed as part of the 2015 — 2020 R&D Strategy, with Funds still available 
from the Trust Fund for two further awards. Applications for these would be considered 
in the autumn. These will be the final awards made by the Trust Fund. 

It was noted that no response had been received from Mr Jassam following the letter 
expressing concerns over his completed project. 

NW gave a summary of the second round NIHR BTRU competition regarding the 
manufacture and clinical assessment of cultured red blood cells. An offer has been 
made to the University of Bristol subject to a number of conditions being met: 

• NHSBT Board approval of the GMP cost (f 1.8m, already approved at March 
Board) 

• Revised Governance structure 

• Satisfactory peer review of revised Public & Patient Involvement (PPI) section 

• Confirmation of continued baseline funding (in the 2015-20 strategy). 

Subject to Board approval of the 2015 — 2020 R&D Strategy, al l conditions that 
depended upon NHSBT would be met. The revised proposals for qualitative research 
in PPI/PPE would be subject to peer review. Andy Gibson, University of the West of 
England, has been appointed as PPI/PPE lead. 

It was noted that Ellen van der Schoot has agreed to join the supervisory board of the 
BTRU. The selection of membership was at the discretion of the NIHR BTRU Director. 
Committee confirmed the importance of ensuring that governance roles are well 
defined and that it is made clear where responsibilities lie. The Operations Manager 
would be responsible for ensuring that the governance mechanisms are effective and 
also preparing reports for NHSBT's Change Programme Board. 

The organisational change process to manage changes to NIHR funding is proceeding 
as planned with no issues of concern. 

LW opened the discussion by stating that the 2015-2020 Strategy builds upon the 
structures and good practice of the previous Strategy. The Research Strategy Groups 
will continue to provide fora at which research priorities are identified and proposals 
developed. In light of changes to research funding, further prioritisation by the R&D 
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Committee was required to deliver the programme within the avai lable budget. It was 
noted that the blood price levy has been increased fol lowing the removal of Grant-in-
Aid to support research. No funding was available from operations to fund research in 
stem cel l and immunotherapies. 

RB stated that good financial practice requires a forward view and indication of the 
planned requirements. The objective is to present a five year plan that will pre-empt 
blood price increases. There can be a degree of flexibility but this makes large 
changes difficult, especial ly as non-R&D areas are requesting large funds. The current 
R&D Plan, whilst satisfactory, must be considered alongside al l other areas and a 
decreasing red cell usage. 

NW gave a brief presentation covering successes of the 2010 — 2015 Strategy and 
proposals for 2015-2020. In discussion it was noted that: 

• The proposals take advantage of the unique capabilities of NHSBT and its 
researchers, and identifies the key areas of question and investigation; 

• There was a decrease in Research Capability Funding (RCF) of £168K in 
2015/16 after budgets had been agreed and, with increased costs of £230K, if 
all proposals were approved, there would be a £400K predicted overspend for 
2015/16; 

• The £168K reduction in RCF would be supported, but the remaining £230K 
would not; 

• Reducing all budgets by 3.4% to achieve a £230K saving was not considered 
a strategic response to the cost pressures; 

• Pathogen inactivation may impact on the virology theme towards the end of the 
five year period; 

• The proposals around long-term donor safety and developing a greater focus 
on donors are new and important areas, as is the use of Genomics and Big 
Data. 

• The relevance of the proposals in stem cells and immunotherapies (SCI) 
(outside of the NIHR BTRU) to NHSBT's operational strategy were considered 
lower than in other areas; Action: LM to send Stem Cell Strategy to HK and 
EvdS 

• As internal funding decreases, translational therapies wi ll require increased 
support from organisations such as the MRC and Wellcome Trust. Both 
funders require an exit strategy as part of the application for research funding, 
and facility investment. There remains a gap for early phase clinical trials and 
the Cell Therapy Catapult (CTC) may be able to assist with this in the provision 
of manufacturing facilities; 

• The Committee were impressed with the work that had been undertaken to 
develop the 2015 — 202 R&D Strategy and congratulated all of those involved; 

• The Committee was not in a position to approve the 2015 — 2020 R&D Strategy 
unti l the Workpackage proposals were reviewed and prioritised. 

The eight strategic goals were reviewed in detail , with the following being noted: 

• Goal 4, Advanced blood components: Committee agreed that this goal should 
be broadened to include additional regenerative medicine therapies and reflect 
NHSBT's wider ambitions. 

• Goal 5, Behavioural research: SJ advised the Committee that the challenge 
remains identifying the most appropriate area in the transplant pathway to 
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address . Health providers need to be brought on board and clinical leads for 
organ utilisation are being recruited. LW stated that there was scope for 
population level studies around donation and consent (funded through comms), 
as well as clinician behaviour. There is a current shortage/urgency around 
ODT, though later studies could focus on blood donation. In ODT, organ 
acceptance and the initial approach for gaining consent were the two areas 
identified as a priority for this work. NHSBT would need to work with external 
experts from academia and the commercial sector to deliver this goal. Due to 
the restrictions on funding it was felt that external funding should be pursued 
initially. 

Goal 6, Translational Data Science: Committee felt that translational outputs 
could be effectively delivered that would justify investment. The INTERVAL 
study was a good example of this as the data collected wi ll be fed back to the 
blood donation services. RP informed the Committee that there is a need for 
bioinformatics expertise and for support to interrogate the data. Collaboration 
with partners might be useful. 

NW presented proposals for developing a tenure track programme to assist with 
succession planning. The proposal was for £100k per annum over 5 years, in 
conjunction with the Wellcome Trust who will provide oversight but no funding. The 
initial proposal of £120K per annum was reduced to £100K per annum by the R&D 
SMT. The University of Cambridge is prepared to host the successful candidate, if 
required. Blood cell biology is the first area with need of bioinformatics expertise. In 
discussion it was noted that: 

• For the NIH system, it is a relatively long process for both application to tenure 
track and a decision re tenured outcome. It is open nationally for applications 
and provides space, support and a mentor. There is no guarantee of a tenured 
post as these are competitive, but tenure success is good. It is difficult to 
support a post holder, however, if they do not obtain a tenured post. NIH fund 
posts from the department's budget, and a central tenure committee decide 
whether a candidate is qualified for tenure; 

• Other blood services do not operate similar programmes; 

• The proposal is good as it brings clarity at the start of the application process; 

• NHSBT is not intending to increase the number of Principal Investigators 
overall and a planned reduction is expected over the duration of the 2015 —
2020 R&D Strategy; 

• There are significant benefits in terms of reputation of working with an external 
grant awarding body; 

• The post needs to be fully supported and resourced, with good mentoring but 
also with the ability to explore scientifically; 

• There would be a need to assess the quality of any candidates rigorously 
against key performance indicators if they were to progress to a tenured 
position; 
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Recommendations from the R&D SMT in relation to project reports not escalated to 
Committee were accepted in full. It was noted that the report for PG08-3 (Isolation, 
characterisation and enrichment of human timbal stem cells prior to expansion by 
culture, Dr Carl Sheridan) had been received as a late submission. 

Detailed discussions relating to funding decisions for Items 7 — 12 are recorded in the 
members only confidential section of the minutes. 

r .. 

LW stated that Phase I I was requesting all participants to donate until June 2016, and 
that data was being collected_ Twenty five thousand invites have been sent out and 
54% have responded and agreed to continue donation at the randomised intervals. 
There has been a good commitment from donors, and both standard and randomised 
donor reminders are being used. The issue around the cognitive work has been 
resolved. LW suggested that RDC requests that a high level timetable be created for 
all projects within INTERVAL, and that a publication strategy was still required. This 
can also be applied to a wider range of studies with the samples provided to the 
Biobank. 

GM stated that the 8, 10 and 12 week interval donors have the same adherence rate, 
and that there is a hope to transfer this level of adherence to the routine donations. 
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9b) 12-01-CSU: TREATT 

A progress report on the TREATT trial was considered. The project is progressing well 
and open to recruitment. Erika Woods at Monash University will be a collaborator. 

Sc) BS06-1: PIaNeT-2 

A progress report on the PIaNeT-2 trial was considered. Committee congratulated the 
team for getting recruitment back on target. 

A progress report on the HLA-epitope was considered. It was noted that 38 patients, 
of a target of 40, had been recruited. DC added that there are potentially another 4 
more patients likely to be entered into the study and so the target of 40 should be met. 
It is hoped that analysis might be completed within 4 to 5 weeks post data collection. 

A final report for the TRIGGER trial, which had been completed successfully, was 
considered. The study demonstrated that cluster randomisation is feasible in this 
setting and a manuscript has been accepted for publication in Lancet. Future funding 
to move to a Phase Ill trial has not yet been identified; however, the data and outcomes 
will feed into gastrointestinal bleeding practices and guideline development. 

If • . • r report • . • - ! r :r r s 
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AT and CG were not present durina discussions on Theme 4 
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1 Od) PG06-3: Alloimmunisation DNA bank (change request) 
A change request from Dr Stephen Garner was considered. It was noted that: 

• £48k remains unspent in the project; 

• The results from the study could be generalised and could inform clinical staff 
about who is likely to form alloantibodies; 

• There was a lack of clarity about how the remaining funds would support all of 
the genotyping required for the study; 

iri. E• « r t: . 

The minutes and recommendations from a pre-meet on ODT specific issues held on 
13t" May 2015 were accepted by the Committee. Specific actions relating to 
behavioural research and living kidney donors will be addressed as part of the 2015 —
2020 R&D Strategy. For living kidney donation it was agreed that greater information 
on the risks associated would be of considerable value. This work is currently being 
led by Dr di Angelantonio and will reported to the November 2015 meeting. 

• • F . i 

RP reported that all sites are now recruiting and approximately 60% of Trusts are able 
to participate. There is variation in consenting and recruitment of QUOD donors in the 
different retrieval zones which is being managed by the QUOD National Management 
Team. A two step approach has been implemented to enable access to the samples 
in the BioBank. The first step assesses the feasibility of the study and alignment to 
the overarching QUOD objectives, the second step considers proposals in more detail 
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including time to replenish samples in the BioBank. Work to develop a cost recovery 
model for QUAD is underway. 

support
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12d) Additional Item: PG08-3: Isolation, characterisation and enrichment of 
human limbal stem cells prior to expansion by culture — Final Report (Dr Carl 
Sheridan) 

The final report (received late) shows that the storage of epithelium has a detrimental 
effect on stem cells. The report has not yet been reviewed by Helen Gillan. 

A . 
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It was reported that, following a review of available monies, the Trust Fund can 
consider funding two additional projects in 2015. Funding for additional 
pilot/preliminary studies would continue to be dependent upon corporate funds, but a 
process should be put in place to allow submission of applications. In order to increase 
scrutiny of applications an annual competition with presentations from applicants to 
R&D SMT will be maintained. 
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The Committee endorsed its support of providing flexible funding for pilot/preliminary 
studies as part of the 2015 — 2020 R&D Strategy. 

LW presented an overview of current NHSBT Clinical Fel lows, with all performing well 
and providing a mechanism for future leaders in transfusion medicine. Committee 
confirmed their continued support for these posts. 

CS presented the year end position for 2014/15, reporting a deficit of £393k, which 
was in large part due to costs associated with changes to NIHR funding. The worst 
case scenario for 2015/16 was an overspend of approximately £400k. With the further 
reductions in RCF predicted, the current position was considered too great a risk to 
carry forward into future years. The prioritisation of proposals was therefore essential 
to maintain the viability of the R&D Programme. It was noted that: 

• Delivery of the full proposals in the 2015 — 2020 R&D Strategy would required 
significant additional funding with four critical projects (Clinical evaluation of 
dCELL dermis, Cl inical trial to support patient blood management, Behaviour 
change research and Translational data science); 

• An external funding application for a clinical trial of dCELL dermis in diabetic 
patients was being submitted to the Health Technology Assessment. If this 
application proved to be unsuccessful it has been agreed that the clinical trial 
can be funded by Diagnostics and Therapeutic Services; 

• Dr Lise Estcourt, recently appointed as a Consultant and potential future PI, 
should be encouraged to seek external funding for a clinical trial in support of 
patient blood management in individuals with acquired coagulopathy; 

• Commercial funding could be sought in some areas; 

• International collaborations could facilitate larger, multi-centre studies which 
offer increased value for money; 

• Dependency on external funding would increase the risk of failing to deliver the 
strategy if applications were unsuccessful and internal funding could not be 
identified; 

• There are significant benefits in NHSBT continuing to fund research directly; 

• There continue to be opportunities for NHSBT to support externally funded 
research driven by leading academics by making use of our unique capabilities; 

• Activities in Translational Data Science would benefit from the renewed 
investment in IT; 

NW stated that the total IP expenditure has been reduced by £80K to £50K. Monthly 
cal ls were in place to review actions and decisions related to specific patents. It was 
noted that new patent applications were filled this year. Committee were supportive of 
the approach and accepted the report. 
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15c) External R&D Funding and Research Outcomes 

LM presented a summary of the figures reported by PIs in the annual returns, which 
showed significant level of external funding being obtained. CC stated that the results 
were pleasing, and asked HK how these compared to those at NIH. HK responded by 
stating that the figures for NHSBI- were very high. 

15d) Review of Terms of Reference 

CC stated that there is a requirement for an annual review of the Terms of Reference 
of the Committee. It was agreed that increasing the number of external experts would 
improve the ability of the Committee to assess proposals without the need for external 
peer review. Terms of reference to be amended to state that up to four external experts 
could be included on the Committee, with a minimum of 2 external experts required to 
make funding decisions. 

15e) Response to external review 

LM gave a summary to the Committee. NW recommended closure of the external 
report with the remaining open recommendations to be reported separately in the 
future. The Committee accepted this proposal and formally closed the 2013 external 
review. 

NW provided the Committee with a verbal summary of the workplan, including the ABO 
KPIs and the potential need for a cal l for the Behavioural Change research. Further 
updates to the workplan would be required following decisions at the Committee 
meeting. Standard progress reports will be provided at the November 2015 meeting. 
It was noted that results from the INTERVAL study would only be available once the 
study had completed as it was considered poor practice to assess data before the trial 
ends. 

S1 r.iii fl  l
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Present: Mr S Williams (Chair) SW 
Mr J Pattullo JP 
Mr J Monroe JM 

In attendance: Mr I Trenholm IT 
Mr D Evans DE 

SUMMARY NOTES 

At the meeting on 25 June 2015 the Committee discussed and agreed a number of 
matters which included the following: 

• Executive Director Performance Review and bonus arrangements 

• Changes to the Executive structure and the progress of new appointments 

• Succession Planning 

• Local awards for Medical Staff 

• An update on the DH Review of the Very Senior Manager Pay Framework 

• The annual report of the Committee 

• The Committee agreed to meet again in the autumn. 

Jane Minifie 
Minute Secretary 
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NHS BLOOD AND TRANSPLANT 

A report from Wales is attached. 

July 2015 

WITNO643008_0140 



WALES UPDATE REPORT FOR NHSBT BOARD MEETING — 30 July 2015 

Organ Donation and Transplantation 

Human Transplantation (Wales) Act 2013 

Communications and engagement: New TV and radio adverts were broadcast to 
coincide with a leaflet drop to all households in Wales which took place on 15 June. 
The new organ donor register was also opened to people in Wales from that date 
(see below). Traffic to the Organ Donation Wales website increased substantially. 
The Lap of Wales Challenge took place from 3 — 11 July, visiting many Welsh 
speaking communities along the way. A touring exhibition, specially commissioned 
drama, and musical entertainment also accompanied the celebrities as they travelled 
around Wales using a variety of modes of transport (tandems, zip wires, trams and 
steam trains, vintage vehicles, etc.) 

Register redevelopment: The new register was launch fully across the UK on 9 
July, although as stated above it had been available in Wales for several weeks 
before this date. It appears to be working well. As of 15 July, a total of 30,500 
people had opted out, the vast majority from Wales. There has also been an 
increase of the number of people in Wales opting in to the register. 

Business change and training: The Implementation Project Board meeting on 6 July 
received a paper from NHSBT on the training arrangements. SNOD teams and 
collaboratives across the UK have now received training on the new ODR. Specific 
training on the Welsh legislation and managing donation conversations will take 
place between September and November. 

Subordinate legislation: The summary report from the consultation on three sets of 
regulations was published on 30 June. Some minor changes to the draft regulations 
will be made as a result of consultation responses. The regulations will be put 
before the National Assembly for Wales for approval on 6 October, together with the 
Human Tissue Authority's Code of Practice. 

Taking Organ Transplantation to 2020 — Wales Action Plan 

At next the Wales Transplantation Advisory Group (WTAG), in September, members 
will be peer reviewing health board plans. 

The Towards 2020 - Organ Transplantation in Wales Conference is taking place on 
Thursday 24 September at Cardiff City Stadium, anyone interested can register at 
https://tuag-at-2020-towards-2020.eventbrite.co.uk. The morning session will focus 
on the practical implementation of the Human Transplantation (Wales) Act, and the 
afternoon session will focus on the 2020 Wales Action Plan with sessions on 
donation from the emergency department, paediatric donation, donation pathway 
and transplantation. The Minister for Health will be launching the first Towards 2020 
Annual Report. Confirmed speakers include Luc Colenbie who will provide a Belgian 
perspective on organ donation legislation and a personal viewpoint from baby 
Teddy's parents, Jess and Mike. 
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Amendment Directions were made on 13 July to: 

revoke part of Direction 2 to remove the responsibility of NHSBT to provide 
blood services in north Wales from 2 May 2016 (the date that the AWBS 
comes into being); 
provide for transitional arrangements which direct NHSBT to share relevant 
donor data with the WBS; and 
instruct NHSBT to manage a legacy register of blood and bone marrow 
donors (that it holds as of 2 May 2016) and any associated services 
necessary for the treatment of patients and that this register is shared with 
WBS 

The WBS and Velindre NHS Trust have worked closely with NHSBT and other key 
partners under the auspices of the AWBS Programme Board to develop proposals 
for the new services. There has been a considerable team effort in ensuring that the 
transition will be as smooth as possible — in terms of service provision; north Wales 
donors and clinics; and in the supporting communications developed. 

Work continues on the Transition Plan that sets out in detail the key milestones and 
responsibilities in three phases: enabling activities (pre-transition); the actual cut-
over of services (legal transfer of staff and assets); and a supportive early adoption 
phase. 
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The Board by this resolution give notice that representatives of the press and 
other members of the public be excluded from the remainder of this meeting 
having regard to the confidential nature of the business to be transacted, 
publicity on which would be prejudicial to the public interest (Section 1 (2) Public 
Bodies (Admission to Meetings) Act 1960). 

The Board intend to consider certain commercial, research and development 
and policy items. The commercial matters relate to the purchase of 
goods/equipment/services. The research items are matters relating to named 
staff. The policy matters relate to organ donation and transplantation. 

WITNO643008_0143 



I i•I iiiiiii' II 

1,PiIifrjiJ

Annual Reports from each of the Board Committees are attached. 

July 2015 
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Blood and Transplant 

NHS Blood and Transplant 

Expenditure Controls Committee 

Annual Report 2014/15 

1 PURPOSE OF THE REPORT 

The Expenditure Controls Committee has prepared this report to the Board in order 
demonstrate how the Committee has satisfied its terms of reference during 
2014/15. 

2 CONSTITUTION 

The Expenditure Controls Committee was established by the Board in July 2011 to 
comply with Department of Health requirements regarding internal approvals for 
professional services expenditure. The Committee is an executive committee of the 
Board but has no executive powers other than those specifically delegated to it in 
the terms of reference_ 

3 OVERVIEW 

The duties of the Expenditure Controls Committee are: 

• To approve and endorse expenditure on professional services within the 
limits established by the scheme of delegation. 

• To review quarterly forecasts of professional services expenditure 
submitted to the Department of Health. 

• To ensure that an audit trail is provided to demonstrate that authorisation of 
professional services expenditure has been applied in line with Department 
of Health requirements. 

• To receive reports on all professional services expenditure and so ensure 
that approvals have been sought as required by Department of Health 
controls. 

4 MEMBERSHIP 

The Expenditure Controls Committee membership in respect of the financial year 
2014/15 was: 

Lynda Hamlyn Chief Executive, NHSBT and Chair (01 reporting only) 
Ian Trenholm Chief Executive, NHSBT and Chair (Q2 reporting onward) 

Expenditure Controls Committee Annual Report 2014/15 
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Andrew Blakeman Non-Executive Director 
Rob Bradburn Director of Finance, NHSBT 

The fol lowing individual(s) are normally in attendance at meetings: 

Mark Taylor Assistant Director Planning & Performance NHSBT 

COMPLIANCE WITH TERMS OF REFERENCE 

Formal meetings of the Expenditure Controls Committee were held on 

25t" July 2014 
7t" November 2014 
27t" Mach 2015 
27t" April 2015 

All meetings during 2014/15 were quorate. 

DUTIES AND FINDINGS 

Over the 4 meetings held during 2014/15, the following matters were discussed 
and appropriate decisions taken by the Committee: 

• The Committee received quarterly reports at each meeting detai ling the type and 
value of expenditure incurred in the prior quarter(s) and also planned expenditure 
for the remaining quarter(s) of the financial year. 

• Spend below £30k is reviewed and approved retrospectively by the committee, 
where it is over this level, ECC members are asked to provide approval off-line for 
prospective spend on each occasion. 

• DH issued an update to the guidance in July 2013 (Government and DH Efficiency 
Controls — Guidance for Arm's-Length Bodies), which supersedes the previous 
version of December 2012, however our previous delegations remain broadly 
unchanged and consistent with both our ToR and issued internal guidance. 

• In line with Department of Health guidance issued to Arms-Length Bodies, Internal 
Audit have been engaged to undertake a review of Professional Services 
expenditure and confirm that expenditure was sourced from non programme 
funding — formerly grant in aid funds (i.e. blood prices), at the end of each quarter. 

• The information provided to the Committee is reviewed and discussed at the 
quarterly meeting and approval of the Committee is provided subject to assurance 
having been given that the expenditure incurred has been within the ambit and 
spirit of the guidance and advice received by the Authority. The Committee 
approved the findings at each of the 4 meetings during 2014/15. 

• There have been four reports received from Internal Audit and on each occasion 
their findings did not identify any exceptions to the guidance from the Department, 
namely that where expenditure was incurred from Programme Funding sources it 
had been authorised in line with the standing arrangements issued by the 
Department (overall report rating for quarter 4 2014/15 was substantial). 

Expenditure Controls Committee Annual Report 2014/15 
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The Committee will meet on an ad-hoc basis, but at least quarterly and will follow a 
standard agenda as per the meetings in 2014/15 (see Appendix A). 

E Z•IIU!IISIll 

The Expenditure Controls Committee has complied with its terms of reference 
during 2014/15. 

Ian Trenholm 
Chair of the NHSBT Expenditure Controls Committee 
July 2015 

Expenditure Controls Committee Annual Report 2014/15 
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Agenda Item July 15 Oct 15 Jan 16 April 16 

Review and approve expenditure report X X X X 

Review findings of the Internal Audit Reports X X X X 

Expenditure Controls Committee Annual Report 2014/15 
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Blood and Transplant 

NHS Blood and Transplant 
Governance and Audit Committee 

Annual Report 2014/15 

1 PURPOSE OF THE REPORT 

The Governance and Audit Committee (GAC) has prepared this report to the 
NHSBT Board. It sets out how the Committee has satisfied its terms of reference 
during 2014/15 and seeks to provide evidence relevant to its responsibilities for the 
Governance Statement. 

2 OVERVIEW 

The existence of an independent GAC is the central means by which a Board 
ensures effective control arrangements are in place. In addition, the GAC provides 
an independent check upon the executive arm of the Board. 

The GAC independently reviews, monitors and reports to the Board on the 
attainment of effective control systems and financial reporting processes. In 
particular, the Committee's work focuses on the framework of risk, control, and 
related assurances that underpin the delivery of the organisation's objectives. 

The GAC receives and considers reports from both Internal and External Auditors 
and also the Annual Report and Accounts. 

3 MEMBERSHIP 

The GAC membership in respect of the financial year 2014/15 was: 

Andrew Blakeman Non-Executive Director and Chair of the GAC 
Roy Griffins Non-Executive Director 
Shaun Williams Non-Executive Director 
Keith Rigg Non-Executive Director 

The Lead Director supporting the GAC was Rob Bradburn, Finance Director. 

4 COMPLIANCE WITH TERMS OF REFERENCE 

The GAC is made up entirely of non-executive directors. All meetings during 
2014/15 have been quorate with 100% attendance. 

Page 1 of 7 
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The Committee has ensured that its terms of reference are in line with those 
recommended in the NHS Audit Committee Handbook, and its terms of reference 
have been approved by the Board and are reviewed annually by the GAC. 

The GAC has regular attendees, these are: 

John Pattullo Chairman 
Ian Trenholm Chief Executive 
Rob Bradburn Finance Director 
Ian Bateman Assistant Director, Quality 
Eugene Cooke Associate Director National Head of Procurement 
Denise Dourado Assistant Director Business Transformation 
Christine Costello Non-Executive Director 
Louise Fullwood Non-Executive Director 
Linda Haigh Assistant Finance Director 
Ben Hume Interim Assistant Director Transplantation Support Services 
Sally Johnson Director Organ Donation and Transplantation 
Huw Williams Director of Diagnostic and Therapeutic Services 
Aaron Powell Interim Director of ICT Interim (from October 2014) 
Lorna Wil liamson Medical and Research Director 
David Evans Director of Workforce 
Clive Ronaldson Director of Blood Supply 
Katherine Robinson Deputy Director for Human Resources 
Mark Taylor Assistant Finance Director 
Huw Williams Director of Diagnostic and Therapeutic Services 
Mike Potter Director of Business Transformation Services (until 

September 2014) 
Ruth Adam Assistant Director — Governance and Cl inical Effectiveness 

(until July 2014) 
Rachel Johnson Assistant Director — Governance and Clinical Effectiveness — 

Interim (from August 2014 unti l March 2015) 
Richard Rackham Assistant Director - Governance & Resilience 
Leonie Austin Director of Communications 
Ann Smith Secretariat to the GAC and Senior PA to Ruth Adam & 

Rachel Johnson (Minutes) 

The GAC is also regularly attended by representatives from both Internal and 
External Audit. Members meet with Auditors in private during the year. 

5 

Five meetings were held during the financial year:-

24 April 2014 
13 June 2014 
26 September 2014 
28 November 2014 
27 February 2015 

C-1 

Internal Audit was provided by PricewaterhouseCoopers and External Audit by the 
National Audit Office (in partnership with Deloitte). All parties regularly attended the 
GAC_ 

Page 2 of 7 
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Internal and External Auditors submitted annual audit plans, which were agreed 
and monitored by the GAC. Regular updates on the progress and outcomes of 
these were presented to the Committee during the year. 

7 GOVERNANCE AND AUDIT COMMITTEE OPINION 

Members of the Board should recognise that assurance given can never be 
absolute. The highest level of assurance that can be provided to the Board is a 
reasonable assurance that there are no major weaknesses in the Authority's risk 
management, control, and governance processes. 

The opinion of the Governance and Audit Committee, based on the issues set out 
in section 8 below, is that the Authority's risk management, control and governance 
processes are adequate and effective and may be relied upon by the Board. 

DUTIES AND FINDINGS 

The GAC Terms of Reference were reviewed and updated in February 2015 and 
comprise five main areas of responsibility. 

• Governance, including Clinical Governance, Risk Management and Internal 
Control 

• Internal Audit 
• External Audit 
• Other Assurance Functions 
• Financial Reporting 

With agendas arranged under the following headings: 

• Board Performance Report — BPR (RBr) — to look at the delivery of the Strategy 
from an assurance perspective, i.e. are controls in place to mitigate risks to 
delivery; it was for the Board to review performance against plan. 

• Clinical Governance (LW) 
• Quality Assurance (IB) 
• Audit (Internal and External) 
• Committee Business 

8.1 Governance, Risk Management and Internal Control 

The Committee can give significant assurance that controls are being applied consistently 
through quality and thoroughness of investigations based on work that has been 
undertaken in 2014/15. 

ODT
During 2014/15 the Committee continued to monitor the progress of the Duty Office action 
plan. As of June 2014 there remained only one open action, which was noted to be close 
to a resolution. 

Risks
A meeting of stakeholders to discuss risk management input into a risk management 
proposal was held in August 2014. The process of risk management rather than individual 
risks is under review and the report was taken to the October 2014 Board meeting. The 
Information Governance Framework project, to develop a new, consolidated risk and 
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incident management system was presented to the Transformation Programme Board 
(TPB), in April 2015. The project has been deferred until March/April 2016. 
The Risk Management Assessment Framework management process description (MPD) 
was approved in December 2014. 

8.2 Internal Audit 
The GAC Committee receives recent internal audit work. 

The Committee has overseen and supported the work of Internal Audit through: 

• agreeing an audit plan; 
• reflect the results of internal audit reviews; 
• reviewing and agreeing the Head of Internal Audit Opinion 

8.3 External Audit 
The GAC Committee is satisfied with the delivery of the external audit plan for 2014/15. 

8.4 Financial Reporting 
The GAC has reviewed the Annual report and Accounts for 2014/15 and are assured the 
accounts comply with legal requirements. 

8.5 Other Assurance Functions 

Site Resilience 
The Committee were assured that many of the actions were completed following a review 
and it was noted that many of the actions were already in the workplan for 2014. 

Business Continuity 
Work continued in 2014/15 to expand the scope of certification to cover key NHSBT sites. 
The Committee are satisfied with the work completed and plans for 2014/15. 

Transformation Protect Board 
The Committee were assured that the project was possible and was endorsed and it was 
endorsed by the Executive Team. 

INTEGRATED GOVERNANCE 

The Committee have reviewed, updated and approved the Integrated Governance 
Framework during 2014/15. 

The Committee Terms of Reference and workplans have also been reviewed and 
amended during 2014/15. 

During the year the GAC has been involved in examining governance arrangements for: 

Board Assurance Framework and Map 
Board Committee self assessments and annual reports 
Board Performance Report 
Clinical Audit 
Clinical Claims 
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Clinical Governance issues 
Committee workplan 
Commercial Insurance 
Care Quality Commission (CQC) 
Information Governance 
DH Group Assurance 
Directorate risk overviews by Specialist Services, Tissue Services, Organ Donation 
& Transplantation 
Draft and final accounts 
External Audit 
Financial Governance- losses and special payments, waivers 
Focus of the GAC in respect of Blood Supply/ODT 
Francis Report Action Plan Update 
Fraud 
Integrated Governance Framework 
Health and Safety Reports 
Infection Control 
Internal Audit 
IT Governance 
Organ Donation Register (ODR) 
Quality Management 
Risk Management 
Site Resilience 
Serious Untoward Incident's (SUl's) 
Sustain ability 
Terms of Reference 
Transformation Programme/Information Technology (IT) risks 
Whistleblowing 

The Committee has received risk presentations related to 

• Diagnostic Services (Red Cell Immunohaematology (RCI) and 
Histocompatibility & Immunogenetics (H& I) 

• Business Continuity 
• Specialist Therapeutic Apheresis Services (TAS) 
• Blood Supply Chain 
• Clinical, Research and Development 

The risk presentation timetable has been reviewed and updated for 2015/16 

The GAC has complied with its updated terms of reference in 2014/15 during which 
it has: 
• reviewed and approved the financial statements for 2014/15; 
• reviewed the Governance Statement for 2014/15 and confirmed that it is 

consistent with the GAC assessment of control; 
• reviewed the Integrated Governance Framework; 
• reviewed reports prepared by Internal and External Auditors along with the 

ensuing management actions, where appropriate; 
• reviewed NHSBT plans to achieve financial stabi lity 
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The GAO will ensure that the Governance Framework supports the organisations' agenda 
and deliberations over the coming twelve months as NHSBT moves towards delivering the 
next stages of its service strategy. 

• Iw 
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Blood and Transplant 

NHS Blood and Transplant 

Remuneration Committee 

Annual Report 2014/15 

PURPOSE OF THE REPORT 

The Remuneration Committee has prepared this report to the NHSBT Board 
in order demonstrate how the Committee has satisfied its terms of reference 
during 2014/15. 

2 OVERVIEW 

• The duties of the Remuneration Committee are: 

To exercise the authority delegated by the Board of NHSBT on the 
remuneration and other contractual arrangements for the Chief 
Executive and NHSBT Directors. This to be done with due regard to the 
provisions of the NHS Very Senior Manager Pay Framework and/or 
other relevant guidance and best practice, ensuring that they are fairly 
motivated and rewarded and their terms are reviewed and remain 
competitive and appropriate. 

• Through the Chairman of NHSBT and the Chief Executive, to monitor 
and evaluate the performance of the Chief Executive and individual 
NHSBT Directors and to use the authority delegated by the Board to set 
performance bonuses, if appropriate and within guidelines and/or 
requirements set by DH. 

• To oversee and advise the Board on termination and severance 
arrangements in relation to the Chief Executive and NHSBT Directors. 

• To ensure that appropriate details of Board Members' remuneration and 
other benefits are published in the Annual Report. 

• To consider and approve any individual redundancies with projected 
costs in excess of £100,000. 

• To consider and approve redundancy proposals within organisational 
change exercises, where the total estimated redundancy cost exceeds 
£500k. 

• To consider and approve proposals to establish management posts at 
Band 9 of the NHS national pay bands. 

Remuneration Committee Annual Report 2011/12 
and Workplan 2012/13 
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• To review the overall approach to NHSBT recommendations for national 
honours and to review the categories against which recommendations 
are made on an annual basis. 

• At the request of the NHSBT Board, to undertake succession planning 
and any other appropriate duties to ensure that a stable, experienced 
and viable team is in place at executive at non-executive levels. 

3 

The Remuneration Committee membership in respect of the financial year 
2014/15 was: 

Shaun Williams Non-Executive Director and Chair 
John Pattullo Chairman NHSBT 
Jeremy Monroe Non-Executive Director 

The following individuals were normally in attendance at meetings: 

Lynda Hamlyn Chief Executive, NHSBT (to July 2014) 
Ian Trenholm Chief Executive, NHSBT (from October 2014) 
David Evans Director of Workforce, NHSBT 

Formal meetings of the Remuneration Committee were held as follows: 

is 

All meetings were quorate, and the Committee complied with all aspects of 
its Terms of Reference. 

5 

Remuneration Committee 
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• An update on the recruitment of a new Chief Executive for NHSBT 
• A discussion of matters related to the Executive team structure and 

possible future changes resulting from possible future planned 
retirements 

• A briefing on the planned DH review of the Very Senior Manger Pay 
framework. 

• Arrangements for the future consideration of Executive performance. 

r 

• An update on the process to replace the Director of Business 
Transformation Services 

• An update on the DH Review of the Very Senior Manager Pay Framework 
• The Committee's Annual Report to the Board 

25t" March 2015 

• An update on proposed changes to the Executive structure 
• Arrangements for the forthcoming Director Performance Review Process. 
• An update on the DH Review of the Very Senior Manager Pay Framework. 

There were no revisions to the Committee's Terms of Reference during 
2014/2015. 

The Remuneration Committee has complied fully with its terms of reference 
during 2014/2015. 

Remuneration Committee 
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Blood and Transplant 

NHS Blood and Transplant 

R&D Committee 

Annual Report 2014/15 

1. PURPOSE OF THE REPORT 

The R&D Committee has prepared this report to the NHSBT Board in order to demonstrate 
how the Committee has satisfied its terms of reference during 2014/15. 

2. OVERVIEW 

The Board has delegated authority to the Committee to provide strategic oversight of an 
innovative, cohesive high quality programme of research and development (R&D) which 
includes a balance of short and long term research and meets the requirements of the 
Strategy Groups which link research, development and operational staff in each business 
area. The Committee aims for timely translation of research findings into new products and 
services, to deliver improvements to the efficiency, efficacy and safety of blood, tissues, 
cellular and organ products and services for donors and patients. 

The Terms of Reference of the R&D Committee are: 

• To approve, on an annual rolling basis, the R&D programme for presentation to the 
Board, having assurance of the quality, relevance and translation of the research, 
the facilities for its delivery, and the quality of the research staff. 

• To make decisions on allocation of research and development funds, within the 
delegated financial limits of NHSBT. 

• To receive annual reports and monitor progress on funded projects. 

• To review, on an annual basis, the portfolio of external grants held by NHSBT's 
Principal Investigators. 

• To review, on an annual basis, the portfolio of research projects funded by NHSBT's 
Trust Fund. 

• To commission research from external sources where appropriate. 

• To have assurance that appropriate arrangements are in place for staff 
development, research governance, agreements with academic and commercial 
collaborators, and protection and exploitation of Intellectual Property, reagents, and 
material such as cell lines. 

• To determine the appropriate interval between external audits of NHSBT R&D, to 
commission the appropriate audit, to receive the report of the auditors and to ensure 
that such audits are properly conducted. 

• To oversee the workplan of the R&D Senior Management Team. 

R&D Committee Page 1 of 3 Annual Report 2014/15 
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These Terms of Reference were reviewed by the Committee at their meeting on 14"' May 
2015 and the following amendments were made. 

• It was agreed that increasing the number of external experts would improve the 
abil ity of the Committee to assess proposals without the need for external peer 
review. 

• The maximum number of external experts should be increased to four. 

• A minimum of 2 external experts will be required to make funding decisions. 

The only change to the membership of the R&D Committee in the financial year 2014/15 
was the replacement of Sarah McAllister, who was on maternity leave, by Lewis Matthews. 
The Membership at the end of the reporting period was: 

Members 
Rob Bradburn (NHSBT Finance Director) 
Christine Costello (Chair, Non-Executive NHSBT Board Member) 
Louise Fullwood (Non-Executive Director) 
Sally Johnson (NHSBT Director of Organ Donation & Transplantation) 
Harvey Klein (NIH, USA: External , expert assessor) 
Jeremy Monroe (Non-Executive Director) 
Clive Ronaldson (NHSBT Director of Blood Supply) 
El len van der Schoot (Sanquin, The Netherlands: External, expert assessor) 
Jonas Wadstrom (University of Stockholm, Sweden, External, expert assessor) 
Huw Williams (NHSBT Director of Diagnostic and Therapeutic Services) 
Lorna Williamson (NHSBT Medical & Research Director) 

David Collett (NHSBT Associate Director Statistics and Clinical Audit) 
Cedric Ghevaert (NHSBT PI) 
Lewis Matthews (National Research Manager, Scientific Secretary) 
Rutger Ploeg (NHSBT PI) 
Chris Sims (Planning and Management Accountant, Group Services) 
Ashley Toye (NHSBT PI) 
Nick Watkins (NHSBT Assistant Director, Research & Development) 

Formal meetings of the R&D Committee were held on Friday 1111 July 2014 and Monday 
24th November 2014 Both meetings were quorate. 

: IjUIiI IIII iI]I

1. The Committee agreed a workplan for future meetings. 

2. The committee noted the different levels of Research Capability Funding (RCF) 
associated with Programme Grants (41p/£) compared to Biomedical Research Units 
(19p/£). The transition from Programme Grant funding to Blood and Transplant 
Research Unit (BTRU) funding may be associated with a reduction in RCF. 
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3. The committee accepted the closing report of the Pricewaterhouse Coopers internal 
audit of governance of Strategy Group processes in 04 2012113. The committee noted 
that all actions were complete. 

4. The committee made improvements to the quality of the P1 annual reports by requesting 
that future annual reports capture unsuccessful funding bids. 

5. The committee congratulated the INTERVAL Trial Steering Committee and Donor 
Centre Managers for their part in the successful recruitment of 50,000 interval donors. 

6. The committee approved the £50k spend for the INTERVAL Study Administration Team 
(ISAT) to enable INTERVAL enhancements over two years. 

7. The committee confirmed support for NHSBT's involvement in a vCJD population 
prevalence study should one go ahead. 

8. The committee oversaw, reviewed and accepted the outcome of the NIHR BTRU 
appl ication process. 

9. The committee commissioned a process for pilot funding to be created to replace the 
Trust Fund which has now been exhausted. Subject to available funding, this will 
provide funding of up to £50k for pilot/spin-off studies. 

10. The committee thanked Dr Lars D®Iken, NHSBT PI, for his continued work with NHSBT, 
and wished him well for the future. 

11. The committee supported NHSBT's involvement in the Alliance of Blood Operators 
International Working Group for R&D. 

12. The Committee accepted reports on external grants held by Principal Investigators (PI) 
and recognised the ability of our Pis to attract external funding. 

13. The Committee accepted an annual report on Intellectual Property. 

14. The committee accepted an annual report on the status of the 22 active Trust Fund 
awards. 

15. The Committee reviewed progress on 14 active workpackages within the reporting 
period. Progress on 12 was_ranked as Green and two were ranked Amber. 

16. The Committee reviewed annual reports on all current research projects. Of the 19 
projects reporting progress, 14 were ranked as Green, 4 as amber and 1 as red. The 
project ranked as red had ended and Committee wrote to the award holder and 
recommended that no further funding be awarded to them. 

17. The Committee reviewed draft proposals for the 2015 — 2020 R&D Strategy, proposing 
a number of amendments. 

6. CONCLUSION 

The R&D Committee has complied with its terms of reference from 1 zs April 2014 to 31`t 
March 2015. 

Christine Costello, NED NHSBT and Chair of R&D Committee, July 2015 
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Blood and Transplant 

NHS Blood and Transplant 

Transplant Policy Review Committee 

Annual Report 2014/2015 

PURPOSE OF THE REPORT 

The Transplant Policy Review Committee has prepared this report to the NHSBT Board 
in order to demonstrate how the Committee has satisfied its terms of reference during 
2014/2015. 

CONSTITUTION 

The Transplant Policy Review Committee was established by the NHSBT Board to act 
on behalf of the Board to review and approve (where appropriate) all policies relating to 
selection and allocation policies relating to organ transplantation and those initiatives 
that have a significant impact on organ donation and transplantation. The Committee is 
an executive committee of the Board but has no executive powers other than those 
specifically delegated to it in the terms of reference. 

3 OVERVIEW 

The duties of the Transplant Policy Review Committee are: 
• To consider and approve, on behalf of the Board, those policies and standards 

developed by the solid organ Advisory Groups, the National Organ Donation 
Committee, and the National Retrieval Group and which relate to potential organ 
donor selection, organ donor management, patient selection and organ allocation. 

• To ensure that the policies meet all legal, regulatory and ethical requirements and 
standards 

4 MEMBERSHIP 

The Transplant Policy Review Committee membership in respect of the financial year 
2014/2015 was: 

Mr Jeremy Monroe 
Dr Christine Costello 
Dr Lorna Williamson 
Ms Sally Johnson 
Prof Chris Watson 
Prof John O'Grady 
Prof Peter Friend 
Mr Steven Tsui 
Prof Darius Mirza 
Mr Derek Tole 
Dr Paul Murphy 
Prof Rutger Ploeg 
Prof James Neuberger 
Prof John Dark 

Transplant Policy Review Committee 

Non-executive Director (Chair) 
Non-executive Director 
Medical and Research Director 
Director ODT 
Chair, Kidney Advisory Group 
Chair, Liver Advisory Group 
Chair, Pancreas Advisory Group 
Chair, Cardiothoracic Advisory Group 
Chair, Bowel Advisory Group 
Chair, Ocular Tissue Advisory Group 
Chair, National Organ Donation Committee 
Chair, National Retrieval Group 
Associate Medical Director, ODT (Secretary) 
National Clinical Lead for Governance 

Annual Report 2014/2015 
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5 COMPLIANCE WITH TERMS OF REFERENCE 
Formal meetings of the Transplant Policy Review Committee were held on: 

1St July 2014 
26th November 2014 

A further meeting scheduled for 10th March 2015 was rescheduled to 16th April 2015 
and is therefore not included in the report for the financial year 2014/15. 

All meetings were quorate. 

6 DUTIES AND FINDINGS 
Over the meetings held during 2014/2015, the following matters were discussed and 
appropriate decisions taken by the Committee: 

The Committee reviewed and approved amendments to the following policies which are 
accessible at www.odt.nhs.uk 

• Liver Selection Policy 
• Liver Allocation Policy 
• Kidney Selection Policy 
• Kidney Allocation Policy 
• Heart Selection Policy 
• Heart Allocation Policy 
• Lung Selection Policy 
• Lung Allocation Policy 
• Contra-indications to organ donation 
• Intestinal Selection Policy 
• Intestinal Allocation Policy 
• Response to signals arising from audit of solid organ retrieval and transplantation 

outcomes 
• Pancreas Selection Policy 
• Pancreas Allocation Policy 
• Ratification of changes to Kidney Selection and Allocation Policies re clarification of 

appeals process 

• The Committee noted that one patient had so far been listed for the study of liver 
transplantation in selected patients with severe liver damage from alcohol 
(alcoholic hepatitis). 

• The Committee discussed the implications of the management of listed liver 
transplant patients of highly effective directly active antiviral agents. 

• The Committee noted progress made on the development of policies for use of 
organs from babies born with anencephaly and the policy for pregnancy testing on 
women of child-bearing potential who may become deceased organ donors. 

7 WORKPLAN 2015/2016 
The Committee will meet at least six monthly and will follow a standard agenda as per 
the meetings in 2014/2015. 

8 CONCLUSION 
The Transplant Policy Review Committee has complied with its terms of reference 
during 2014/2015. 

Jeremy Monroe 
Chair of the Transplant Policy Review Committee June 2015 

Transplant Policy Review Committee Annual Report 2014/2015 
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Blood and Transplant 

NHS BLOOD AND TRANSPLANT 

TRUST FUND 

ANNUAL REPORT 2014/15 

PURPOSE OF THE REPORT 

The Trust Fund Committee has prepared this report to the NHSBT Board. It 
sets out how the Committee has satisfied its terms of reference during 
2014/15, and seeks to provide evidence relevant to its responsibilities, in 
accordance with the powers delegated under the Standing Orders and 
Standing Financial Instructions. 

2 OVERVIEW 

The NHS Blood and Transplant Trust Fund comprises a single General 
Fund, plus the Howard Ostin Fund, and the British Bone Marrow Donor 
Appeal (BBMDA) which are special funds with specific objectives. The Trust 
Fund Committee administers these funds on behalf of the Board which is 
the Corporate Trustee. The funds are registered under an Umbrella 
registration No. 1061771 with the Charity Commission, in accordance with 
the Charities Act 1993. The Charity receives income from investments and 
donations from members of the public, which are mainly credited to the 
General Fund. Donations in support of Organ Donation are `earmarked' 
within the General Fund for that purpose. 

The Committee controls and manages the use of all the funds resources. It 
monitors the investments of the Charity and oversees all expenditure. Acting 
for the Corporate Trustee the Committee ensures that 'best practice' is 
followed in conducting the affairs of the Charity, that all legal responsibilities 
are met, and that monies are spent in accordance with fund objectives as 
outlined below; challenging when it considers that funding should first be 
sought from other sources. 

The General Fund is an unrestricted income fund and the property 
therein may be used at the discretion of the Trustee for charitable purposes, 
wholly or mainly for the services provided by NHS Blood and Transplant. 
The General Fund receives donations that can be used for any charitable 
purpose relating to the NHS. This flexibility has been used to fund 
recognition awards for those staff members with over 20 years' service with 
NHS Blood and Transplant (including service with the National Blood 
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Authority), and staff winter celebrations. Staff recognition awards for those 
staff working in the Birmingham area are charged to the Howard Ostin Fund. 

The Howard Ostin Fund is a restricted fund and the object is to further 
such charitable purposes of NHS Blood and Transplant as the trustee thinks 
fit. In furthering such purposes the trustee shall first consider and have 
regard to the needs in the area of Birmingham and the surrounding district". 

The British Bone Marrow Donation Appeal (BBMDA) is a restricted 
fund. The objective of this fund is to improve the infrastructure for 
searching and accessing the British Bone Marrow Registry by clinicians, 
registry managers and patients. 

The overall value of the funds at 31 March 2015 was £1.141m (subject to 
audit). 

The Trust Fund Committee membership in respect of the financial year 
2014115 included: 

.• and - ■ • 

• a • • Imo- ■ • 

Other NHSBT staff in regular attendance are: 
David Evans Director of Workforce 
Linda Haigh AFD (Operations) and Secretary to the Committee 

4 MEETINGS 

Four meetings were held during the financial year 2014/15, all chaired by 
Roy Griffins. Attendance at these meetings is shown below:-

Committee Apr- Jul-14 Nov-14 Feb-14 
Attendance 14 
Roy Griffins (RG) 1 1 1 1 
Andrew Blakeman 1 1 1 1 
(AB) 
Rob Bradburn (RB) 1 1 1 1 
Lorna Williamson 1 sent 1 1 
(LW) Deputy 
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The Terms of Reference for the Trust Fund Committee have been approved 
by the Board and are reviewed annually by the Trust Fund Committee. 

The Committee approved an annual budget for 2015/16 and a workplan for 
the year. The finances of the funds have been reviewed at each Committee 
meeting, with all income and expenditure monitored against the approved 
budget for each of the funds. During the year the Committee approved 
funding amounting to £331,065 in support of the following projects: 

• Platelet transfusions in the Absence of Bleeding in Critical Care 
(£20,100). 

• Bedside platelet function testing to guide the use of platelet transfusion 
in neonates (£48,974). 

• Improving database of outcomes after stem cell transplant recipients and 
short and long term follow-up of donors from British Blood and Marrow 
Registry (£119,601). 

• Behavioural change in Blood Component prescribing using smartphone 
applications at point of care (£46,980). 

• Study of the significance and genetic determinants of hepcidin levels in 
blood donors (£46,150). 

• Study of the significance of T regulatory cells in the outcome of 
allogeneic HSCT (£49,260). 

Recognising that the high standards and high quality of the services 
provided by NHSBT is dependent on the contribution, effort and loyalty of 
our staff, the Committee continues to fund loyal service awards which 
amounted to £18k for 2014/15. In reviewing the reserves policy, the 
Committee has taken into consideration the need to ensure that there 
are sufficient funds available to provide support for these awards over 
the longer term. 

In addition, for the forth year running, funding for the annual winter 
celebrations' (increased to £10 per head from £7) for staff has been 
provided from Trust Funds, amounting to £32k for 2014/15. 

3 
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6 GOVERNANCE ARRANGEMENTS 

The Chairman of the Committee on behalf of members has reviewed the 
investments of the Charity at each meeting. In 2014/15 all meetings were 
held face to face after the GAG, making best use of time and keeping costs 
to a minimum. 

At the start of the year the Committee reviewed the reserves of the Charity 
and agreed an annual budget against which expenditure has been 
monitored at each meeting. All applications for research grants are first 
reviewed by the R&D Senior Management Team and all applications for 
funding require an Executive sponsor. In addition, the Committee receives 
reports on the status of all projects from the R&D Senior Management 
Team. Annual progress reports are also received for all on-going projects, 
with a final closure report required highlighting project outcomes for projects 
which have completed. The R&D Committee of the Board reviewed a paper 
summarising the successes in obtaining subsequent research funding 
based on preliminary studies supported by the Trust Fund. This resulted in 
agreement that, subject to availability of funds, there should be a '50k' 
funding stream for new projects in the 2015-2020 R&D strategy. 

The Secretary has made Committee Members aware of forthcoming 
changes to the charities SORP and the new options for the legal status of 
charities. Members have also been provided with a website link where 
Charity Commission Newsletters, giving updates on legislative changes and 
topical issues, are published 

The annual report and accounts for 2013/14 were reviewed by the Trust 
Fund Committee in November 2014 following appropriate review and 
clearance by the external auditors Deloittes. These were registered with the 
Charity Commission within the required timeframe. 

7 TRUST FUND COMMITTEE OPINION 

Members of the Board should recognise that assurance given can never be 
absolute. The highest level of assurance that can be provided to the Board 
is a reasonable assurance that there are no major weaknesses in the 
governance arrangements, risk management and internal control processes 
in the Management of the NHSBT Trust Fund. 

The opinion of the Trust Fund Committee, based on the activities set 
out in section 8 below, is that the NHSBT Trust Fund's risk 
management, control and governance processes are adequate and 
effective and may be relied upon by the Board. 

A1 
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• s, 

The Trust Fund Committee has complied with its terms of reference during 
2014/15 during which it has: 

- set and approved an annual budget against which performance is 
reviewed 

- set and approved an annual workplan for 2014/15, monitoring that this 
was adhered to 

- reviewed and updated the Charity's Procedure & Guidance notes 
- considered the investment strategy and monitored performance of 

investments 
- received and approved applications for funding/grants supported by the 

R&D Senior Management Team, challenging applications when 
appropriate to do so 

- ensured that all expenditure was within the objectives of the respective 
fund 

- reviewed the position for the funding of Winter Celebrations 
- received and discussed progress/closure reports for all live projects 
- received and approved the annual report and accounts for 2013/14 
- reviewed reserves policy in light of the current economic climate and 

spending plans. 

5 
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NHS BLOOD AND TRANSPLANT 

i 

'. . . r: 

The final results were consistent with the March 2015 Board Performance 
Report (see operating surplus reconciliation reported in Note 2). The final 
reported income surplus at £15.7m was equivalent to the result reported in the 
management accounts submitted as part of the March 2015 Board 
Performance Report. This reflects a year end audit that, again, went 
extremely well with no adjustments no control issues raised. 

The Board is asked to note the approval of the NHSBT Annual Report and 
Accounts for 2014/15 by the GAO. 

Lithi I II 

Electronic or hard copy of the 2014/15 Annual Report available on 
request. 

s s ' . t s 

• 

i 
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Reconciliation of the Management Accounts to the Statutory Accounts 

Background 

The term Capital Charges comprises depreciation on fixed assets and a notional 
cost of capital (calculated as 3.5% of average net assets employed, excluding cash 
balances). 

We are required to include these items in our pricing calculations and we therefore 
recover the costs as cash from our customers. 

In the absence of any other action, we would build up a substantial cash balance of 
approximately £17 million per year (£10 million depreciation and £7 million cost of 
capital). We are therefore required to make a cash payment to the Department of 
Health based on the amount we have included in our prices for the two items. 

The payment is based on our initial budgets and pricing models. The cash payment 
is not amended to reflect the actual calculations of depreciation and cost of capital. 

Management Accounts Reporting 

In our management accounts our Income & Expenditure account includes actual 
depreciation and the calculated cost of capital amounts as expenditure. 

The relevant accounting entries for the calculated depreciation and actual cost of 
capital are: 

DR Depreciation expense (I&E) 
CR Fixed Asset Provision for Depreciation (Balance Sheet) 

DR Cost of Capital Expense (I&E) 
CR General Reserve (Balance Sheet) 

The accounting entry for the cash payment to the Department of Health is 
(calculation based on budget): 

DR General Reserve (Balance Sheet) 
CR Cash (Balance Sheet) 

Statutory Accounts Reportin 

The Statement of Comprehensive Net Expenditure treats the cash payment to the 
Department of Health and the (non-cash) depreciation charge as expenditure. This 
implies that depreciation is effectively included twice within Net Expenditure 
(actual depreciation and the budgeted depreciation that is paid as cash). 

There is no requirement to show a notional cost of capital charge with Net 
Expenditure. It is therefore added back to General Reserves within the Statutory 
Accounts. 
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Note that within the Statutory Accounts we treat Department of Health funding as 
direct funding to the General Reserve whereas the management accounts treat the 
funding as income. Funding provided by the other UK Health Departments is 
treated as income in both the statutory and management accounts. 

Department of Health funding £63, 048k 
Cash Payment to Department of Health for depreciation £10,314k 
Cash Payment to Department of Health for cost of capital £6,600k 
Actual depreciation charge £9,628k 
Actual notional cost of capital £6,703k 

The reconciliation between Net Expenditure (statutory) and I&E Surplus 
(management) is: 

.- 

s 

.- +; ' r 

Add in Department of Health (DH) funding 63,048 
Treated as income in management accounts 

Add back Cash Payments to DH (10,314 + 6,600) 16,267 
Excluded from management accounts as they already include 
actual depreciation and notional cost of capital 

Deduct actual notional cost of capital - 6,703 
We are not required to include cost of capital within Net Expenditure 
but it is a cost within our management accounts 

■ 
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NHS BLOOD AND TRANSPLANT 

1, 

The Board are asked to note the attached extract from the Register of 
Sealings relevant to NHSBT for the period 17 March 2015 to 22 July 2015. 

An updated Register of Sealings is maintained by myself and is available to 
the public for inspection on request. 

t 

C:\Users\mini0001WppData\Local\Microsoft\Windows\lNetCache\Content.outlook\28RRJY3B\Reg of Seals cover 
sheet-JuIyBoard2015. doc 
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Register of Sealing's 

Under the Authority's Standing Orders, a report of all sealing's made should be reported to the Board. 

A central register of sealing's is kept at Head Office in Watford. 

187 01/04/2015 Lease on Nottingham Blood Nottingham £67,000 15 years 2030 Rent Reviews at 5 Rob Becki 
Centre, Trinity Square. & 10 years. Bradburn Sambrook 

188 13/04/2015 Licence to Alter Re: Nottingham Nottingham N/A N/A N/A N/A Rob Becki 
Donor Centre Bradburn Sambrook 

189 18/05/2015 Licence to Alger Re: Blood Donor Sheffield N/A N/A N/A N/A Rob Mark Taylor 
Centre, Cathedral Court, Bradburn 
Sheffield

190 18/05/2015 Lease renewal Re: Team base at Northampton £8,000 pa 9 years 2029 Tenants Break Rob Mark Taylor 
Northampton. option years 3 and Bradburn 

6 
191 18/05/2015 Lease renewal Re: Exeter Team Exeter £28,900 pa 9 years 2029 Tenants Break Rob Mark Taylor 

Base. options years 3 Bradburn 
and 

192 17/06/2015 Deed of Variation Re: Stoke on Stock on Trent £10,000 N/A N/A 
_6 

Rent reduction Rob Becki 
Trent Team Base. from £1 1,500 to Bradburn Sambrook 

£10,000 for not 
exercising a lease 

break option. 
193 20/07/2015 Surrender of the Lease for the Barnstaple £16,565 N/A N/A N/A Rob Becki 

Barnstaple Team Base. Bradburn Sambrook 
Surrender premium of £16,565 
including dilapidations 

194 20/07/2015 Lease renewal on Morecambe Morecambe £26,635 9 years 2029 Tenants break at 3 Rob Becki 
Team Base. yearly intervals. Bradburn Sambrook 
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NHS BLOOD AND TRANSPLANT 

IIP1IIW eM1

September 2015 
For decision 
Networks and Telephony Contract Renewal (AP) 
ODT Hub Stage 2 and beyond (SJ) 
For discussion 
ODT Performance Management Review (SJ) 
Workforce Transformation Functional Review (DE) 
Communications Functional Review (LA) 
For information 
Annual Health & Safety Report (DE) 
NORS implementation progress report (SJ) 
Seminar 
Board Effectiveness, Progress on Themes (IT) 
November 2015 
For decision 
ABO Risk Based Decision Making Framework (LW) 
New Desktop Delivery Options (AP) 
For discussion 
IT Strategy Process/Applications (AP) 
DTS Performance Management Review (HW) 
Clinical R & D Functional Review (LW) 
Finance Procurement Functional Review (RB) 
For information 
Nursing Annual Report (LW) 
Business Continuity half year report (HW) 
January 2016 
For discussion 
Blood Performance Management Review (CR) 
Workforce excluding L&D Functional Review (DE) 
March 2016 
For decision 
Annual Review of Standing Orders (RB) 
For discussion 
ODT Performance Management Review (SJ) 
Quality Assurance Functional Review (IB) 
Finance Finance Functional Review (RB) 
Employee Survey (DE) 
May 2016 ----------------------------
For discussion 
Clinical Clinical Functional Review (LW) 
NHSBT's Engagement Programme — Update (LA) 
July 2016 
For discussion 
Workforce L&D/Shine Functional Review (DE) ....... ........... ............... ........................... 
September 2016 
For discussion 
Cl/Lean Functional Review (CR) 

WITN0643008_0174 



WITNO643008_0175 



NHS BLOOD AND TRANSPLANT 

• f / ~: - is -- • i • 

1 Minutes of the last meeting (attached) 13.05 

2 Matters Arising (P15/24 attached) 

For Decision 

3 Hepatitis E Virus (HEV) Testing (P15/25 attached) 13.10 

For Discussion 

4 IT at NHSBT (P15/25a attached) 13.30 

5 Appendix to Minutes of R & D Committee 14.05.15 (P15/26 attached) 13.50 

6 Minutes of Transplant Policy Review Committee 18.06.15 
(P15/27 attached) 

7 Any Other Business 

For information 

8 Notes of the Seminar held on 28.5.15 (P15/28 attached) 

9 Contracts over £1 m and under £3m (P15/29 attached) 

10 NHSBT Major Contracts Pipeline Report (P15/30 attached) 
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Minutes of the Sixty-seventh Meeting of NHS Blood and Transplant 
held on Thursday 28 May 2015 at the 

Royal College of Obstetricians and Gynaecologists 
27 Sussex Place, Regent's Park, London NW1 4RG 

Present: Mr J Pattullo 
Mr A Blakeman 
Mr R Bradburn 
Dr C Costello 
Ms L Fullwood 
Mr R Griffins 
Ms S Johnson 

Mr J Monroe 
Mr K Rigg 
Dr C Ronaldson 
Mr I Trenholm 
Dr H Williams 
Mr S Williams 
Dr L Williamson 

In attendance: Ms L Austin Ms P Vernon 
Mr I Bateman Mr E Webb 
Mr D Evans Ms J Minifie 
Mr A Powell 
Mr G Brown 

CONFIDENTIAL 

P15/22 MINUTES OF THE LAST MEETING 

The minutes of the previous meeting were agreed. 

P15123 MATTERS ARISING 

Papers P15/16 and P15/16a were received. The Board ratified the 
decision of the Chairman to (i) Exercise a discretionary power, as 
described in Section 4.2 of NHSBT's Standing Orders, to approve 
the recommendation of the NAT Board Paper (ii) To award the 
contract to the winner of the tender as recommended by the NAT 
Board paper. As required by NHSBT's Standing Orders the 
Chairman had consulted with, and obtained support from, Ms 
Fullwood and Mr Monroe for his action. 

P15124 MODERNISATION OF MANUFACTURING IN NHSBT 

Stuart Penny, Assistant Director for National Operations Blood 
Supply, attended for this item and supported Dr Ronaldson in 
presenting paper P15/17. 

The Board supported in principle further work to invest in, and 
further consolidate, manufacturing operations as proposed in the 
paper. It was agreed that a more detailed proposal would be 
brought to the next meeting. The Board requested that this address 
i) the matter of the capacity of the new Centre being built in 
Scotland and (ii) the issue of working to the same SOPs at all three 
manufacturing sites. 
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Mr Webb agreed to take soundings on the Northern Powerhouse TW 
concept to check that the proposal would not encounter any 
obstacles related to Government policy for the Region. 

P15/25 NHSBT PRICING POLICY: BLOOD COMPONENTS AND 
DIAGNOSTICS & THERAPEUTIC SERVICES 

Dr Williams presented paper P15/18 and the Board noted the current 
approach to pricing in blood and DTS. 

P15/26 DIAGNOSTIC & THERAPEUTIC SERVICES BOARD 
PERFORMANCE REVIEW 

It was agreed to defer this item to a future meeting. 

P15/27 INTERNAL AUDIT REPORT ON THE NAT PROCUREMENT 

Mr Bradburn presented paper P15/20. The Board reviewed the 
internal audit findings and recommendations made by PwC and 
noted the moderate assurance opinion that had been provided and 
the management response. 

P15/28 MINUTES OF TRANSPLANT POLICY REVIEW COMMITTEE 
MEETING 16.04.15 

The minutes were noted. 

P15/29 ANY OTHER BUSINESS 

There was no other business. 

P15/30 CONTRACTS OVER £1 M AND UNDER £3M 

Paper P15/22 was noted. 

P15/31 NHSBT MAJOR CONTRACTS PIPELINE REPORT 

Paper P15/23 was noted. 
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Agenda Issue Lead Action Taken 
item no. 

MODERNISATION OF MANUFACTURING IN NHSBT 

3 Mr Webb agreed to take soundings on the Northern Powerhouse TW Mr Webb spoke to the Estates Lead in the 
concept to check that the proposal would not encounter any 
obstacles related to Government policy for the Region. 

Department of Health who did not foresee a 
problem with NHSBT's proposal and said it fitted 
with the Government's aim to reduce and 
consolidate estate. 
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P15/25 

i i Date I title of meeting 30 July 2015 Board 

2 Title of paper Hepatitis E Virus (HEV) Testing 

3 Status Commercially sensitive 

4 Tweet (max 140 characters) Hepatitis E blood donor screening 
implemented in response to emerging 
concerns on its effect on susceptible 
recipients 

5 Executive Summary 

Hepatitis E virus (HEV) infections are increasing in the UK population. Most 
infections are from pork products, but HEV has emerged as a threat to recipients 
of blood, stem cells and organs. Estimates suggest 400 transmssions/year from 
NHSBT blood components. Most recipients have no symptoms and clear the 
infection completely, but in stem cell and transplant recipients, there is evidence 
that infection may become chronic and lead to liver damage within several 
years. At meetings in April and 7th July, SaBTO considered options for selective 
and universal blood donation screening, and recommended testing of blood 
components for provision to recipients of solid organ and allogeneic (donor) 
stem cell transplants. To ensure a ready stock of all blood groups and short 
shelf life products at all SHUs, 286,000 tests would have to be performed. 
Meeting the requirements for platelets and granulocytes for stem cell and organ 
transplant patients would generate surplus red cells which could be 
manufactured for neonatal use. Thus providing all tested components for 
neonates could be provided with only 24,000 extra tests. 

Testing would done at the same time as other virus testing, would be by NAT 
only, and would use pools of 24 samples as with current NAT for other viruses. 

Costs for selective testing for transplant recipients are estimated to be 
£286k/year; if all neonatal components are included, costs are £357k/year. 
These costs are based on indicative prices supplied by the current NAT supplier. 
The cost per transmission prevented is approximately £13,000 but due to limited 
information regarding frequency of chronicity, a cost/QALY cannot yet be 
calculated. Testing of all donations would require 1.78M tests/year at an annual 
cost of £3.37M. 

Legal advice is that procurement of the testing services will need to be 
seperately tendered. In view of the need to implement without delay, however, it 
is proposed that we seek an agreement with potential suppliers that we award a 
1-year contract to Roche for the provision of tests via their existing NAT 
platform. This will then provide the time during which a formal tender can be 
conducted Implementation could therefore commence in January 2016, and a 

HEV Board Paper July 2015 FINAL.docx Page 1 of 10 

WITNO643008_0180 



project group will be formed to oversee implementation. PULSE and OBOS can 
be modifed within this timescale, as can changes to donor literature and 
communications to hospitals. 

Considering legal and reputational risks of not testing for HEV, it is 
recommended that NHSBT move rapidly to take a precautionary and 
proportionate approach, which is supported by evidence, by providing 
HEV- tested components for solid organ and stem cell transplant patients. 
This strategy will allow us also to provide tested components for neonates 
at modest extra cost (subject to the procurement approach described 
above). 

Providing tested components for broader patient groups can be added as 
evidence emerges, and we will conduct studies to add to the state of knowledge 
in the field. 

Additional actions for NHSBT are: 

- to raise clinician awareness of HEV, commencing with the transplant 
community 

to promulgate dietary advice to transplant recipients when available from 
PHE/Food Standards Agency 

to review information leaflets for donors and transfusion recipients. 

SaBTO will consider additional strategies to protect transplant recipients at 
its next meeting in September, to include consideration of testing organ/stem 
cell donors and/or regular monitoring of recipients. 

6 Action requested 
o 

To approve £357k/year funding for 
the selective screening for HEV of 
blood components for organ and 
stem cell transplant recipients, plus 
all neonates. 

7 Background and customer 
promise 

BACKGROUND 

The SaBTO HEV Working Group report of April 2015 identified that: 

1. HEV genotype 3 has been increasing in the UK population sincce 2010, 
with 700 clinical cases in 2013 and up to 70,000 infections with no clinical 
symptoms (genotype does not cause fulminant hepatitis in healthy people, 
unlike the genotypes seen in South Asia). The rate of new cases in the UK is 
1 in 500 people/year, with most cases from eating processed pork products. 

HEV Board Paper July 2015 FINAL.docx Page 2 of 10 
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2. HEV is also transmitted via blood components, with an NHSBT/PHE 
study showing that 1:2848 NHSBT donations are carrying HEV infection. 
An estimated 40% of those will transmit to patients, resulting in an 
estimated 450 transmissions/year. There have been 4 transmissions of 
HEV reported to SHOT (3 since 2011); FFP has been the source of these 
last 3. 

3. Most recipients have no immediate symptoms and clear the virus, but 
stem cell/organ recipients are at particular risk of chronic hepatitis E 
infection and liver disease. There has also been one affected case with 
underlying liver disease before the transfusion. Chronic infection can be 
treated with ribovirin, with a success rate of 80%. 

4. There is also an ongoing (and numerically greater) risk to transplant 
recipients from diet (processed pork products). For example, a liver 
transplant patient in the first year after transplant is 17 times more likely 
to become infected via diet than through the transfusions. A cross-
government meeting was held in June 2015 to consider the overall risks, 
and updated dietary advice will be produced by PHE and the Food 
Standards Agency. 

SaBTO considered these issues at a meeting in April 2015, and requested 
UK Blood Services to provide a costed plan for both selective and universal 
blood donor screening. This was considered at an extraordinary meeting of 
SaBTO on 7 July, which recommended testing of blood components for 
provision to recipients of solid organ and donor stem cell transplants. It was 
also recommended that testing samples in pools of 24 would be adequate to 
identify donations with high enough virus levels to transmit to patients. 

CONTEXT FOR DECISION MAKING. 

1. Legal/reputational risks. 

A legal opinion on HEV testing (Mills and Reeve plus QC) concluded that 
NHSBT has civil liability under Product Liability legislation for providing 
`defective' components. It should be noted that a claim can be made for harm 
caused by a transmission, but not for a transmission that causes no material 
harm. It is also advised that we add information re HEV to information 
provided to potential blood recipients. In criminal law, we may have liabilities 
under section 3 of the Health and Safety Act 1974; public policy making is 
excluded from Corporate Manslaughter legislation. 

We have no absolute duty to introduce a safety measure regardless of cost. 
However, the opinion reminds us of the use of the Precautionary Principle to 
make proportionate decisions in the face of uncertainty. In addition, The 
Penrose Inquiry highlighted the need for vigilance and prompt actions where 
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emerging transfusion transmitted infections are identified. 

2. International situation. 

Other UK Blood Services are preparing plans for selective testing as per the 
SaBTO recommedations. SNBTS will request government funding for this. 
The Irish Blood Service has requested government funding for universal 
testing for five years in the first instance; no decision has been taken yet. 

France test plasma for Octaplas manufacture, and FFP for liver disease 
recipients. Consideration is being given to testing other components and for 
other patient groups but no decisions have yet been made. 

Due to their very high population incidence, the Netherlands are considering 
using antibody screening rather than NAT. This would identify donors with 
previous cleared infection whose components would be directed to high risk 
recipients. The incidence of HEV in the UK is much lower and the saBTO 
working group concluded that this strategy would not yield sufficient 
donations to be viable. 

Elsewhere, there is monitoring and surveillance studies, but the recent rise in 
population incidence seems confined to Europe. 

3. Commercial. 

The European Medicines Agency held a meeting in 2014 to consider 
licenced plasma products, including Octaplas. It is likely that there will be a 
requirement for Octaplas to be manufactured from tested plasma. If NHSBT 
does not provide tested FFP, hospital uptake of Octaplas may increase 

4. Pathogen inactivation (PI) as an alternative to testing. 

There are no licenced PI methods for red cells. There are no data yet to 
establish that any PI method for FFP or platelets would be effective against 
HEV; indeed there have been transmissions outside the UK from untested 
Octaplas and Intercept-treated FFP. 

PROPOSAL 

It is proposed to provide HEV NAT negative components as follows: 

1. Red cells, platelets, FFP and cryoprecipitate for all patients during organ 
or stem cell transplants, and for as long afterwards as they remain on 
immunosuppression. 

2. All granulocytes, as most recipients have had stem cell transplants. 

3. Red cells and platelets for neonates. (The imported FFP from Austria is 
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already tested at source). 

1. Solid organ transplantation. The literature review performed by the 
SaBTO working group provided evidence of failure to clear HEV in a 
proportion of patients post-organ transplant, some of whom went on to 
develop liver damage (60% in one series). However, immunosuppression 
after organ transplantation is life-long, so once chronic carriage is 
established, spontaneous clearance of virus is unlikely. 

2. Stem cell transplant recipients. There are also case reports of HEV 
transmission and prolonged viral carriage after stem cell transplantation. 

3. Neonates. There are no reports of transfusion-acquired HEV in 
neonates; however, cases may be missed as clinical awareness of the 
condition is low and HEV is not yet a routine part of the investigation of 
abnormal liver function in this age group. In the context of providing HEV 
negative components for transplant recipients, a case can be made for 
including all neonates, as follows: 

(a) Most neonates who are transfused are premature, sometimes as early 
as 26 weeks gestation. These babies have both an immature immune 
system and an immature liver. 

(b) Most mothers will not have protective antibodies, and even if present the 
babies are born too early to benefit. 

(c) Newborns are not at risk of HEV from diet; transfusions are their only 
source of infection. 

(d) Premature babies who survive the first few weeks of life generally have a 
normal life span so will be at risk of long term effects of infection. 

k. or  I IS S 

(g) In the context of manufacturing components for transplant recipients, red 
cells for neonates can partly be obtained without extra cost, so the extra 
cost/infection prevented is low. 

Other patient groups were considered during the SaBTO work, including 
those with chronic liver disease and patients with various diagnoses 
receiving a range of treatments with immunosuppressive properties. It was 
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considered that the evidence for harm caused by transfusion-transmitted 
HEV was less strong than for transplant patients, and that because these 
are large numbers of patients, it would be important to gather evidence 
quickly to inform subsequent decision making. 

Testing would be performed using a CE marked HEV NAT test at the same 
time as other routine NAT tests. To provide components for solid organ and 
stem cell recipients plus neonates, 109,000 tests would need to be 
performed; a sample pool size of 24 was recommended by SaBTO. 
Implementation would be relatively straightforward, with testing and donor 
handling integrated into current established systems; only an additional 0.5 
WTE would be needed at each testing site, and this cost is included in the 
figures. Prior to the launch of the tested components, a small stockbuild 
would be required. Tested components would be labelled as HEV negative, 
and will be able to be ordered in the normal way. By testing more units than 
will be required for transfusion, we can ensure that an adequate group mix is 
held at stock holding units. Hospitals with a transplant unit are likely to want 
to hold a small stock for emergencies. 

There are 2 suppliers with CE marked tests - Grifols and Roche. The NAT 
contract for NAT testing for HIV, HCV and HBV was recently awarded to 
Roche. Consideration has therefore been given as to whether we can build 
the requirement for HEV NAT as an additional service under the Roche NAT 
contract. Legal advice is that we should, on balance, tender for the new 
requirement. However, as this would introduce at least 6 months delay it is 
proposed that we seek an agreement with the potential suppliers that we 
award a contract to Roche for 12 months and conduct a tender exercise 
during this time. This not without riks but is considered to be a reasonable 
and defendable course of action under procurement law. 

2. Impact on blood component supply. Testing for transplant recipients and 
neonates would result in an expected 36 confirmed positive donors per year. 
Confirmatory testing will be performed at our micrbiology laboratories at 
Colindale, and the costs are included in the figures. The donors could be 
reinstated after 6 months — the tests required at the point of reinstatement are 
under discussion. Experience from the study with PHE suggests that >90% of 
suspended donors would return, but even if this is much lower, overall impact on 
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component supply will be minimal. 

3. Donor management and lookback. Donors found to carry HEV at the time 
of their donation will be informed and offered information about the infection. 
HEV is a notifiable infection in England and Wales, so the local Health 
Protection team will be advised of all positive donors. JPAC is currently revising 
deferral guidance so that HEV NAT positive donors could be re-instated after six 
months, with discretionary earlier re-instatement of apheresis, HLA matched and 
rare group donors provided NAT is negative and HEV antibodies are present. 

As HEV is a short lived infection in healthy individuals, testing of archive 
samples will be required only for any donations in the previous four months. This 
would primarily affect apheresis platelet and INTERVAL red cell donations. The 
need for lookback to recipients of these donations will be determined by the 
microbiology team on an individual case basis, depending on the viral load of 
the archive sample. Should a donation be considered at risk of having 
transmitted, the hospitals receiving the components will be contacted and a 
decision taken with the patient's clinican regarding further investigation. 

4. Donors of tissues, organs and stem cells. The SaBTO HEV working group 
report concluded that tissue recipients were low risk and did not recommend 
screening of tissue donors. Because organ and stem cell recipients are also at 
risk from diet, overall strategies for the protection of these patients will be further 
considered by SaBTO. This may include testing of stem cell/organ donors 
and/or recipient monitoring eg by annual testing. 

COSTS 

Indicative costs are shown for different patient groups, with samples tested in 
pools of 24 as recommended by SaBTO. 

SOT & SCT SOT & SCT SOT & SCT Universal 
recipients recipients recipients 

+ neonates + neonates 
+ CLD 

Total Tests 85,000 109,000 274,000 1,771,000 

Estimated Cost £286,000 £357,000 £873,000 £3,373,046 

SOT= solid organ transplants 
SCT = stem cell transplants 
CLD = chronic liver disease (included to illustrate the increase in tests required). 

Predicted reductions in transmissions are shown for these patient groups, 
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along with the cost of each transmission prevented. 

Recipient group Transmissions Incremental Incremental Cost per 
prevented benefit i.e. cost (additional) 

reduced transmission 
transmissions prevented 

1. SOT+SCT + 18 18 £357,000 £13,000 
Neonates* 
2. SOT+SCT+CLD 58 40 £516,000 £12,900 
3. Universal I 543 I 485 £3,373,000 £7,000 

* 18 in SOT + SCT; infections prevented in neonates cannot yet be predicted as 
transmission rate unknown. 

These costs make no assumptions about whether transmission will cause any 
patient harm. 

Research activities to increase the understanding of the changing epidemiology 
and the impact of HEV on susceptible recipients are programmed to commence 
during 2015/16 as part of the NHSE3T R&D Strategy approved by the Board in 
May 2015. These include: 

a) monitoring the changing incidence in the population; b) trailling different HEV 
monitoring strategies in transplant recipients c) determining rates of HEV 
acquisition and sequelae in specific patient groups (transplant recipients, 
neonates, multi-transfused, and chronic liver disease) and d) determinants 
associated with viral persistence. Funding for this is included in the R&D 
budget. 

V 

1 
0 

Why is this important? 

Who else has been involved so 
far? 

Costs and benefits 
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1 Significant next Actions o Establish a project through BS 
1 CPB/TBP 

o Communicate implementation plan 
for new HEV negative components 
with all stakeholders 

o Communications to transplant 
centres to raise awareness of HEV 

o Review of donor and patient 
information to include HEV 

o Work with cross governmental group 
i.e. PHE; FSA; DEFRA to agree 
communication of dietary advice 

1 How does this impact on Equality No major impacts. 
2 and Diversity? 

N/A 1 What is the impact on 
3 sustainability? 

1 Employee impact? Testing and donor handling integrated 
4 into current systems, staff impact is 

minimal. 

Stock Holding Units will be required to 
manage the HEV negative supply chain, 
so training will be needed. 

The Hospital Services team will be 
required to work with hospitals to 
provide education on the use of the 
HEV negative inventory. 

1 Donor/Patient/Customer impact? 
5 

1. The need for HEV testing will be added to donor literature and consent 
forms modified as needed. We will develop a positive communication 
plan to all donors to ensure that addition of HEV testing does not deter 
potential or current donors. 

2. Overall impact on supply will be minimal. Evidence from the NHSBT/PHE 
study suggests that >90% of donors identified as HEV RNA positive will 
return to donate. Apheresis platelet, HLA matched and rare group donors 
can be offered the option to provide a sample for HEV screening sooner 
than six months to maintain their commitment and to assure stock levels 
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of these vulnerable components. 

3. Organ and stem cell transplant centres will be required to order HEV 
negative units for their patients; this has been the case for CMV but 
education will be required by direct communication and through 
professional societies. All neonatal components will be labelled and 
tested so no new actions will be required by clinical staff. We will ensure 
communication and education through the customer services team/joint 
consultants. 

4. Hospital transfusion laboratories will have to manage a dual inventory as 
above. There has been the case for CMV negative components so 
systems are already in place. However, work will be required by the 
customer services team to help hospitals make the change. 

5. Publicising this safety measure with help to maintain public confidence in 
the safety of the blood supply. 

1 Taxpayer impact? See section 7 for costs 
6 

1 
-------------------------------------------------- 
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-----------------------------------------------------
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2 Additional Documentation 1. SaBTO HEV Working Group Reports 
0 Available on Request April and July 2015 

2. Detailed option appraisal and 
costings 
3. Legal opinion on testing — Mills and 
Reeve 25th June 2015 
4. Legal opinion on Procurement 
situation — Mills and Reeve. 
5. Safety framework 
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P15/25a 

Confidential 

Ian Trenholm, NHSBT Chief Executive, 9th July 2015 

1. Introduction 

1.1. Following the Board Away day on 27t" May 2015 a concern arose about our 
culture of risk management around IT, following the reporting of some high profile 
failures. This paper covers our current position, what we do well, areas of risk, 
and an overview of what we are doing to avoid being in the same position again. 

1.2. This paper is my view, based on what I have seen as Chief Executive, over the 
last year. The report is aimed at the current board and I have attempted to explain 
some computing concepts in fairly simple terms, which may make the report 
longer than ideal. It should be read as an opinion piece rather than an extensively 
evidenced report, or definitive prescription for success. 

2. History 

2.1. The N HSBT IT estate is something of a product of its time with much of the design 
and installation stretching back to the period 2000-2005. The main design of the 
desktop is so called 'thin client'. The computing calculations are largely done in 
the servers in central server rooms, with no capacity for computers on desktops 
to buffer demands on computing power. This means that the network cannot 
balance load across itself very well and performance issues within the servers, 
or in the network, are immediately visible to users, and this manifests as a 
slowing down of functionality. At the time of installation this design was cutting 
edge. 

2.2. When the system was designed NHSBT owned BPL and services were shared. 
When BPL was sold off most services were easily split and we have operated as 
separate enterprises since. However the lack of action in resolving the location 
of our server room on the BPL site was a mistake which we are now having to 
correct. As noted below the movement of the servers will overshadow everything 
else we do in IT for the next 12 months. This move has been further complicated 
by the need for geographic proximity with the back-up site. 

2.3. There have been a range of short term, supposedly safe, decisions which at the 
time each was made may have made sense but when taken together have 
resulted in a tide of issues which now need to be resolved. This speaks to a lack 
of overarching strategy in respect of IT and lack of wider market trend awareness. 
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3. Current status 

3.1. The way in which computing is now used is significantly different from even a few 
years ago. When our network was built neither the iPhone nor the iPad were 
available and the concept of mobile working was fairly immature. We now have 
a single user accessing the network through multiple devices in multiple 
locations. The perception of 'what good looks like' has also changed beyond 
recognition. The threats to security have also increased exponentially. In short, 
our performance expectations have overwhelmed the design of our network and 
we are attempting to operate it way beyond its original design capability. 

3.2. Whilst some components have been upgraded to try and cope, in reality the 
overall systems configuration design is the rate limiting step. We have also not 
maintained the applications and operating systems we have got adequately, with 
a number of them well behind on patches and versions. In effect, we are 
operating an old car, in modern traffic, and haven't serviced it properly — we 
should therefore not be surprised if it breaks down occasionally. 

3.3. It is now recognised that using 'thick client' computing power and the cloud is an 
effective way of running enterprise wide IT. Cloud computing is a design whereby 
servers are managed and run by a third party and computing power is effectively 
rented on a pay as you go basis. The computing power available can be flexed 
easily. Our newer systems, such as the ODR, are delivered using this approach, 
but core applications, such as Pulse, NtXD and the desktop use old technology. 

3.4. As a universal service provider to a diverse range of constituents we need to 
have systems capable of servicing everyone, which calls for levels of flexibility, 
security and transparency unseen in most enterprises — this is a significant 
challenge. 

3.5. Whilst there are clearly issues with our current network and applications we have 
achieved some significant success in recent years. At a strategic level our 
platform strategy, an approach whereby we aim to replace pieces of functionality 
a piece at a time, is a pragmatic and lower risk means of upgrading our systems 
than a more traditional 'like for like' replacement strategy. Importantly this 
approach also forces a rethink of what we really need. 

3.6. In terms of costs we spend relatively little on IT, with desktops costing around 
£500 per employee, which compares to the Cabinet Office's new desktop 
provision of £1600 per employee (plus £11 mn implementation costs). The 
average across Whitehall departments is estimated at over £2000 per employee. 
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3.7. We have invested approximately £3mn over the last 5 years on our servers. Our 
data centres cost about £1.6mn pa to operate. 

3.8. Our platform strategy envisages spending in the range £24-31mn to replace the 
entirety of the current estate and migrate to the cloud. Desktop costs are likely to 
be an additional £5-6mn. 

3.9. On a day to day basis our current IT works, validating and tracking in excess of 
2mn products a year, albeit not to world class standards and costs per 
transaction higher than they could be. There are a number of bright spots. 
Examples of services which work well include: 

The booking service around blood donation using our `App' is admired across 
government and we are currently the only Health body to have passed the 
Government Digital Service (GDS) Service assessment, in effect the kite mark 
for usability of government services. The App was used nearly a million times 
last year and enhancements planned in the coming year should increase that 
number further and offer additional functionality aimed at driving donor loyalty. 
The organ donor register has just passed 21 mn registrants, using the old 
technology, and has been migrated to a new platform during June 2015. The 
service is now based on a re-purposed Housing Benefits system, hosted in 
the cloud and serves all 4 UK nations. 

r Browser based blood ordering services and lab result presentation systems 
mean that most of our interactions with hospitals are done electronically 
despite wildly varying hospital systems. I believe we are the only organisation 
who has an electronic relationship with every English Hospital. 
EOS Mobile allows transplant surgeons to see organ offers on a range of 
mobile devices 24/7. 

4. Why are we here? 

4.1. There is no single event or reason for our current position. This lack of a single 
negative event meant that a creeping loss of confidence was never collectively 
apparent to the board, with the point of moving from unconscious incompetence 
to conscious incompetence occurring at different times for different members of 
the top team. 

4.2. Our overall strategy has not been clear and this has been combined with a 
number of specific technical decisions and issues which have meant we have 
attempted to maintain the status quo of "manage locally + bespoke", set against 
a fast moving external IT landscape moving towards "manage in the cloud + 
commoditise". 
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4.3. Pulse is a good example of a system which is old and managed by a relatively 
small business for whom we are the main client. NtxD is similarly old and 
bespoke. As NHSBT came together from multiple organisations a few years ago 
we have never really attempted to systematically bring the IT together into a 
single enterprise. 

4.4. Our IT providers have been mixed in terms of performance. Whilst systems do 
generally work system changes have been difficult to deliver and have taken a 
long time, with some problems seemly intractable. The use of external strategy 
consultants such as Gartner doesn't seem to have been particularly effective in 
prompting a single enterprise view. 

4.5. We have taken a somewhat conservative and internally focussed view of risk 
around IT in the past. The view has been that change carries risk and a 
governance overhead, so technical changes have been avoided in back end 
systems. Some changes have been delivered to customer facing systems. There 
was also a view that we had no money for investment. It is unclear if this ultra-
low risk/no money approach was ever `decided' in any clear way, it has just found 
its way into the water supply and colours day to day decisions. 

4.6. A specific problem appears to be that over the last few years the core network 
software and the desktop software has not been patched or upgraded. It should 
be recognised that patching in an enterprise context is a significant undertaking. 
However we should also see this as part of the overall business as usual activity 
of a well-run service — i.e. it should not require senior board level approval to 
trigger the work. 

4.7. It is right to say that doing nothing has eliminated the risks of patching, it has 
however exposed a much less obvious risk of now being so far behind current 
levels of patching that we are now faced with a significant job simply to get up to 
date. 

4.8. There have been problems with the performance of Pulse, particularly at lunch 
time or at times when there are large numbers of people trying to access the 
external portal and blood appointment booking app. It is clear that decisions were 
made as external facing technology was installed that 'hardwired' the external 
facing elements of our technical estates to back office systems and we have not 
been able to manage unexpected demand easily. 
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5. Conclusions 

5.1. #Today. Issues of transition. We are in something of a transition phase managing 
our way out of some old thinking into a new more modern way of operating with 
IT. One of our challenges is to look for ways to offer value added services that 
people can see, without destabilising the prioritised legacy system management. 
It will not feel comfortable for a while yet. 

5.2. #Today. NHS IT. There has clearly been a polarisation of IT within the NHS in 
recent years with some of the better hospitals making large investments and 
moving towards 'paperless'. Other hospitals have been overtaken by events and 
not managed to make anything like enough investment. We have had to try and 
service both ends of that spectrum at the same time and have probably tended 
to aim to serve the lowest common denominator and not attempted to raise the 
bar. This one size fits all approach is unsustainable. 

5.3. #Customers. Users. We need to be much more focussed on users, both in the 
design of the systems and the way they are operated. Whilst donors deal with us 
on the app, etc. these are occasional small transactions carried out in large 
overall volumes. We also need to ensure we are offering our employees and 
hospital customers a richer experience, as they are complex customers currently 
receiving a poor service which is potentially leading to safety issues. Genuinely 
digital services for all segments of our customer base will undoubtedly enable us 
to offer value adding services to hospitals, reduce errors, change faster and open 
up new markets/forms of value to the NHS in areas such as data manipulation. 
We need to define `customer' more broadly. 

5.4. #People. Employees. It is clear we don't have the depth, or volume of skills in 
house to do everything we need to at the pace we need to do it. We have made 
some recent recruitments and I expect to try and continue to attract new people 
with expertise in modern computing landscapes. We may need to expand the IT 
team and /or bring in more external support to help us in the short to medium 
term. We need to invest in modern IT skills. 

5.5. #People. External support. The current stabilisation activity is being supported 
with external partners being given very specific briefs to provide advice and then 
execute changes in conjunction with our teams. We will however have to have 
more structured use of external partners to ensure we have the right skills 
available on a consistent basis. I don't see this as a single `outsourcing of IT' but 
probably a handful of strategic partners who we charge with running elements of 
our services, and perhaps bring in others as needed to deliver specific work. 
Importantly though we do need to recognise the need to be good at managing 
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multiple partners. We need to make more and better managed use of external 
support. 

5.6. #People. Board knowledge. We are not a technology business per se and so 
don't need a board full of technologists. However almost every modern 
organisation is technology enabled and so we individually and collectively need 
to increase our understanding of current and future trends in this fast moving 
area. Because of the diversity of our business we need to be alive to big and 
small developments in everything from social media to Big Data. The board could 
consider `associate' board members and greater use of specialists in advisory 
roles. In the short term the IT Advisory Board will give us a sense of the value in 
external challenge to us all. The board needs to understand IT and digital service 
trends better. 

5.7. #Management. IT operations. IT operations involves a number of small decisions 
each day, any one of which can cause an application to fail, or slow down. This 
issue is exacerbated in bespoke applications, or where complex systems are run 
by in-house people with limited exposure to managing system wide problems. 
Our systems are extensively bespoked and we have a relatively small in-house 
team. Modern systems offer simpler configuration and, if we make the right 
choices, we can minimise the maintenance overhead. We need to ensure we buy 
(and then manage) simpler systems with lower maintenance overhead. 

5.8. #Management. Change control. It has not been clear who is responsible within 
the operations structure for authorizing and managing day to day changes. This 
is now clear and working well . 

5.9. #Management. Assurance. We haven't been using external assurance 
particularly effectively. My view is that external assurers have generally been 
giving opinions at too high a level around the shape of the market, rather than 
whether a given tender is properly specified and likely to lead to a cost effective 
outcome. We need to make more targeted use of assurance. 

5.10. #Management. Supplier performance. We have had mixed performance from 
some of our suppliers and have probably tolerated mediocre service in some 
quarters longer than we should. In part this is a lack of internal confidence ! 
knowledge, with our default position tending towards "we didn't spec it properly" 
rather than "you, supplier, need to deliver". Recent leadership changes and some 
successes in off-loading poor performers has given the business as a whole 
more confidence in this area. We need to be intolerant of 000r suoolier 
performance. 

5.11. #Management. Government. IT and digital services across government have 
received a great deal of scrutiny in recent years and our strategy is not 
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completely within our own gift to control. In order to secure Department of Health 
financial support we will need to ensure we are compliant with the overall digital 
strategy, via the Government Digital Services (GDS). We need to stay consistent 
with GDS standards 

5.12. #Future. Strategy. Our platform strategy makes sense given our context and 
should enable us to move in managed, safe steps to a position whereby we are 
directly managing much less, if any, of our infrastructure and have a much more 
flexible set of applications. We need to execute against the strategy. 

5.13. #Future. The IT market. The market is increasingly moving to offering services 
which are more fragmented and assume agile development techniques and an 
ease of configuration not seen from large hard coded systems of the past. 
Government pressure on the market is also forcing a direction of travel towards 
clusters of suppliers on short term contracts. We are catching up fast but not 
there yet. We need to build skills in this area. 

5.14. #Future. Intelligence. Organisations such as NAO, Cabinet Office et al produce 
reports on IT as seen in government, and we don't systematically consider them. 
It is also not clear that we view trends in IT more broadly. Our 2000-2005 network 
design was contemporary for its day but now looks dangerously dated. We need 
to ensure that our current contemporary strategy is reviewed and challenged 
over coming years so we don't find ourselves in 2030 looking foolish. We need 
to all keep on top of digital service trends not rely on 'IT' to do it. 

6. The Future and next steps 

6.1. My view is that we have not kept our aged IT infrastructure up to date and we 
are having to deal with the problems which have resulted. In part we have 
overwhelmed the original design of the architecture and in part we have not 
maintained what could have been a workman-like system in the short term. The 
IT market has moved on and 'what good looks like' is very different from even 
five years ago. At the same time change in expectations from the public, 
customers and employees have created expectations we can't effectively meet 
at the moment. 

6.2. Looking forward, we have got a sound IT strategy which is consistent with wider 
strategies across government. We have had some success with some 
applications. We have a clearer view of problems and are dealing with them with 
very clear work packages using internal and external teams. 

6.3. Over the next three years the numbers of problems emerging will decrease but 
incompatibility between old and new versions of software will continue to be an 
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issue which will take up time and we need to be ready to make re-prioritisation 
decisions smartly. We also need to recognise that this re-prioritisation may mean 
that boring but important (servers/operating systems) trumps interesting but less 
critical (application changes) and we will need to re-set expectations constantly 
which may not always be comfortable, particularly with internal teams. 

6.4. It is clear that recent leadership focus on IT is paying dividends. Server outages 
have reduced to zero in recent weeks and the backlog of calls to the service desk 
have reduced considerably. A change control process is now being used 
routinely and again this means we are now managing our landscape more 
effectively. 

6.5. Specific actions current actions include: 

The most important project at present is the movement of the server room 
away from the BPL site at Elstree. We are planning for a change freeze in the 
autumn to ensure that we have absolute focus on a managed transition. 

f We have recently worked with third parties to offer us a managed service to 
carry out a short term piece of work to upgrade the server estate, and then to 
move the servers to a new location. This process will result in stable servers 
sitting in a new location. It should stabilize the current landscape rather than 
offer any new functionality. 

Some software changes have been made and more are in train which we hope 
will de-link some transactions, placing firebreaks in the system to try and make 
it easier to manage peaks in demand for Pulse. Again our platform strategy 
will accelerate this process, and actively turning off functionality within Pulse 
and turning on different services on different (but linked applications), e.g. the 
management of donors and their appointments will be on a different system 
from the manufacturing of blood. We will also be running these new systems 
in the cloud, hosted by a third party, with them taking responsibility for 
upgrades of operating systems. 

r We have started work on replacements for Pulse and NtXD. 

We are splitting the networks contract into more coherent bundles which will 
add value in areas like 4G on all mobile phones, increases in bandwidth to all 
sites by factors of around 1 Ox, etc. This work is setting us up to use more cloud 
based applications more easily. 

Risk associated with IT Page 8 of 9 
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6.6. We arrived where we are as frogs in a slowly boiling pan and have probably 
turned off the gas in time. The team doing the work also have a new found 
confidence to stop and make course corrections if things are not working as 
intended. 

6.7. The last year has been uncomfortable, but has not broken the business. We have 
undoubtedly used up some goodwill, with donors, customers and employees. 
However the new strategy, investment in new people and introduction of external 
support in IT, combined with visible leadership attention in this area have seen 
improving performance and emerging confidence. 

6.8. The positive movement is not yet baked in and we, as a board, need to be 
prepared to challenge whether the current configurations of resources, expertise 
and assurance are delivering our outcomes in the short and long term. 

Risk associated with IT Page 9 of 9 
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P15126 

Blood and Transplant 
Research and Development Committee Meeting 

9 a.m. Thursday 14th May 2015 
The King's Fund, London 

CONFIDENTIAL APPENDIX — FOR MEMBERS ONLY 

8. Theme 2: Transfusion and Transplantation Virology/Microbiology 
8a) WP15-01: Transfusion microbiology 
A proposal to fund work in partnership with Public Health England led by Professor 
Richard Tedder on blood and tissue safety was considered. It was noted that: 

• The work has the full support of the microbiology strategy group; 

• The current priority area is Hepatitis E Virus (HEV). There is a SABTO 
Working Group to decide whether selective or universal testing is required; 

• Additional proposals include work on Chikungunya virus (Chik V), Hepatitis B, 
the provision of convalescent plasma and CMV for Club 96 donors; 

• The technical transfer mechanisms to the National Transfusion Microbiology 
Reference Laboratories (NTMRL) are in place. 

Outcome: The Committee approved funding in full as part of the 2015 -2020 
R&D Strategy 
Action: NW to inform applicants of the outcome. 

8b) vCJD screening update 
LW informed the Committee that eQuIC is unlikely to deliver its intended outcomes 
and development has ceased. The current focus is on establishing whether or not 
the vCJD screening assay developed at the MRC Prion Unit and owned by D-GEN is 
suitable for use in a population prevalence study. The Prion Working Group is due to 
meet during the week commencing 18th May 2015 to review progress. 

Discussions focused on the impact of a decision to cease funding for this work, 
during which it was noted that: 

• The additional work agreed by ACDP relates to assessment of the D-Gen 
assay; 

• There is potential for reputational risk to the organisation if the work is 
terminated prematurely; 

• The UK Forum could decide to continue to support this work; 
• A recommendation on the performance of the assay would support the 

decision making process on future population studies; 

• A future test would need to be CE marked; 

Outcome: The R&D Committee agreed to fund the work until 30th September 
2015. 
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9. Theme 3: Patient Blood Management 

9a) WP15-03: Innovation in hospital transfusion 

A proposal from Professor Murphy on the use of electronic systems to improve 
patient blood management was considered. It was noted that: 

• The proposal is supported by the Patient Blood Management Strategy Group; 

• There was limited detail on who would be undertaking the health economic 
analysis; 

• The benefits and focus of the work remain within the Oxford University 
Hospitals environment and attempts to roll it out to the wider setting have had 
limited success; 

• The applicant has an excel lent track record in this area: 

• Oxford University Hospitals had co-invested in the project in kind, but would 
not fund the support post; 

• Further information was required to understand the benefit of the SEND 
project, 

• Given the long-term concerns from Committee in relation to this work, it would 
be beneficial for a member to visit Prof Murphy in Oxford. JM offered to visit. 

•• • • • • 1 .r • • • • •-' • l.. 

10. Theme 4: Advanced blood components 

10a) WP15-04: Manufactured red cells 

A funding application from Prof Anstee focusing on the manufacture of red cells from 
stem cel ls was considered. It was noted that: 

• The proposals are supported in full by the component strategy group; 

• The work is complementary to the NIHR BTRU in manufactured red cells; 

• Continuation of baseline funding for Prof Anstee is a condition of the NIHR 
BTRU offer; 

• Manufactured red cells have the potential to improve transfusion support for 
hard to match patients; 

• The proposal comprises four work streams: GMP manufacture of cRBCs, 
animal modelling, storage optimisation, and cord unit typing; 

• There was uncertainty about the requirements for animal work to support the 
first-in-man clinical trial and further information was required (see WP15-09); 

• A detailed review of the proposed budget was required. 
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10b) WP15-05: Studies on erythropoiesis 

A funding application from Dr Toye aimed at improving the manufacturing of red cells 
through understanding aspects of the basic science was considered. It was noted 
that: 

• The proposals are supported in full by the Component Strategy Group; 

• The work is complementary to the NIHR BTRU in manufactured red cells; 

• Continuation of baseline funding for Dr Toye is a condition of the NIHR BTRU 
offer; 

Outcome: The Committee approved funding in full as part of the 2015 -2020 
R&D Strategy 

Action: NW to inform applicant of the outcome 

10c) WP15-06: Production of platelets from stem cells 

A funding application from Dr Ghevaert aimed at maximising the production of 
platelets from stem cells was considered. It was noted that: 

• The proposals are supported in full by the Component Strategy Group; 

• Work in this area has previously been funded through NIHR Programme B; 

• An NIHR BTRU application was submitted but was unsuccessful; 

• Funding is for two post-doctoral scientists and consumables; 

• The work aims to identify ligands to maximise the production of platelets, and 
to create universal platelets; 

• The proposal is largely basic science but aims to move towards a first-in-man 
trial by 2020; 

• The work is complementary to other activities in Advanced Blood 
Components; 

• The applicant has demonstrated readiness and the required knowledge for a 
clinical trial of cellular therapies and has the potential to fill a gap in the NHS 
where there is a lack of readiness for translation of regenerative medicine 
based therapies; 

12. Theme 6: Stem Cells and Immunotherapies 

12a) WP15-08: Optimising human HSC expansion 

A funding application from Prof Watt on the development of protocols to expand cord 
blood derived haematopoietic progenitor cells (HPC) was considered. At the request 
of Committee, the appl ication had been undergone external peer review. In 
discussion it was noted that: 

• The proposal did not have the support of the Stem cells and immunotherapies 
strategy group; 

• The proposals were considered fragmented without an overarching objective; 
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• The external referees considered the application to be of good quality but 
raised concerns about the likelihood of translating the approach into clinical 
practice in a 2 — 3 year timeframe; 

• Multiple HPC expansion protocols are currently undergoing evaluation in 
clinical trials and NHSBT does not have a leading position in this field; 

• The focus of the translational research Programme in stem cells and 
immunotherapies had shifted to the MHR BTRU at UCL; 

• The funding stream for these activities (RCF) had reduced by £168k and 
there was no funding available from operations to replace this. 

• The funding application did not include the salary for the PI; 

• Changes in clinical practice have led to a reduction in activity in cord blood 
transplantation, mainly because haplo-transplantation is increasing; 

• Gene-editing protocols make use of adult rather than cord stem cell 
populations; 

12b) WP15-09: Targeted therapeutics for childhood leukaemia 

A funding application from Dr Blair focused on the validation of CD200 as a potential 
therapeutic target in childhood leukaemia and described animal studies in support of 
the manufacture of red blood cells was considered. It was noted that: 

• The proposal is supported by the Stem cells and immunotherapies research 
strategy group; 

• The work is closely linked to the NHIR BTRU at UCL and describes the 
activities of a post-doctoral fellow who wi l l be funded via the BTRU for 12 
months in the first instance; 

• There remain concerns about whether CD200 is a valid therapeutic target 
because of tissue distribution; 

• The focus on activities should be a rapid validation of CD200 as a target with 
a clear Go/No-Go decision; 

• Dr Blair's work using animal models is complex but in other NHSBT funded 
laboratories these activities are undertaken successfully by more junior staff 
and therefore the proposals do not represent value for money; 

• In other studies, animal work is contracted through University animal houses 
rather than by funding full-time staff. This approach supports focussed 
studies and reduced animal husbandry costs; 

• Only 0.15 FTE of Dr Blair's time is required to support work on the pre-
clinical evaluation of manufacture red cells; 

• The exact requirements from the MHRA for pre-clinical validation and 
toxicology studies for manufacture red cells are not yet known; 

• Some pre-clinical validation of manufactured red cells could be conducted in 
an ex-vivo kidney model; 
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Prof Li 

12c) WP15-11: Regulatory T-cells in stem cell transplantation 

A funding application from Prof Roberts on the regulatory T-cells in stem cell 
transplantation was considered. It was noted that: 

• The proposals were supported by the stem cel ls and immunotherapies 
strategy group; 

• The application had been received late and therefore it had not been possible 
to undertake peer review; 

• Evidence suggests a lower mortality is associated with increased counts of T-
regs in the graft and that T-reg levels are correlated with vitamin D; 

• The initial findings had been submitted for publication but had not yet been 
accepted because of the confounding effect of the high incidence of use of 
CAMPATH in UK transplant recipients; 

• If funded, this proposal would provide a potential redeployment opportunity for 
a member of staff currently at risk through changes to NIHR funding; 

• . . •, I.not . •ro -.'. 
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P15/27 

To be ratified TPRC(M)(15)2 

NHS BLOOD AND TRANSPLANT 

MINUTES OF THE FOURTEENTH TRANSPLANT POLICY REVIEW COMMITTEE 
MEETING HELD AT 12.30 PM ON THURSDAY 18TH JUNE 2015 AT 

THE UNIVERSITY OF LONDON, MALET STREET, LONDON 

PRESENT: Mr Jeremy Monroe, Non-Executive Director (Chair) 
Dr Christine Costello, Non-Executive Director 
Prof John Dark, National Clinical Lead for Governance, ODT 
Ms Sally Johnson, ODT Director, NHSBT 
Dr Paul Murphy, National Organ Donation Committee Chair 
Prof James Neuberger, Associate Medical Director, ODT 
Prof John O'Grady, Liver Advisory Group Chair 
Prof Rutger Ploeg, National Retrieval Group Chair 
Mr Steven Tsui, Cardiothoracic Advisory Group Chair 
Prof Chris Watson, Kidney Advisory Group Chair 

IN ATTENDANCE: Mrs Kathy Zalewska, Clinical & Support Services, ODT (Secretary) 

ACTION 

WELCOME AND APOLOGIES 

1.1 J Monroe welcomed everyone to the meeting and apologies were reported 
from: 

Prof Peter Friend, Pancreas Advisory Group Chair 
Prof Darius Mirza, Bowel Advisory Group Chair 
Mr Derek Tole, Ocular Tissue Advisory Group Chair 
Dr Lorna Williamson, Medical & Research Director, NHSBT 

2 DECLARATIONS OF INTEREST — TPRC(15)13 

There were no declarations of interest. 

MINUTES OF PREVIOUS MEETING & MATTERS ARISING 

3.1 Minutes of the meeting held on 16th April 2015 — TPRC(M)(15)1 
The minutes of the previous meeting were agreed as a correct record. 

3.2 Action points — TPRC(AP)(15)2 

Item 1: Pregnancy policy revision — Deferred awaiting report from UK 
DEC. 

Item 2: Completed 

Item 3: Completed 

Item 4: Completed 

Item 5: In hand — Changes are currently being made to the policy 

Item 6: In hand 

Item 7: Completed 
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To be ratified TPRC(M)(1 5)2 

ACTION 
3.3 Matters arising not separately identified 

Minute 4.1: A meeting with surgeons and intensivists and others on organ 
donation and transplantation from children less than 2 months of age is 
scheduled for 17"' July 2015. The outcomes of this meeting will be used to J Neuberger/ 
inform the draft NHSBT position statement which will be presented to the P Murphy 
NHSBT Board. J Neuberger and P Murphy will prepare an update for J J Monroe/ 
Monroe and C Costello to take to the September Board meeting. C Costello 

4 FOR CONSIDERATION 

4.1 Update on the Pregnancy Policy revision 
P Murphy reported that a revision to the policy was proposed in that 
permission should no longer be sought for a pregnancy test as the test 
should be undertaken as part of donor characterisation. A sub-committee of 
The Royal College of Obstetrics and Gynaecology asked that the policy be 
sent to the UK Donation Ethics Committee for their view. Formal feedback 
from UKDEC is due following their meeting to be held on 19th June 2015; 
J Neuberger will ask A Clarkson to remind SNODs to maintain the current J Neuberger 
policy. P Murphy agreed to provide a further update for members at the P Murphy 
next meeting in September. S Johnson was asked to review the need for S Johnson 
escalating this to the CMOs of all four Departments of Health and NHS 
England. 

4.2 Review of TPRC Terms of Reference — TPRC(15)14 
Members reviewed the TPRC Terms of Reference. It was clarified that non-
quorate meetings can continue provided no material decisions are made by 
those present. To date, all TPRC meetings have been quorate. 

Minor changes were agreed to item 8 `Duties' and item 10 `Reporting' to 
J Neuberger/ clarify the duties of the Committee and to include production of the Annual 

C & SS Report to the Board 

POL189 — Cornea Allocation Policy — TPRC(15)15 
Revisions to the policy were noted and approved subject to a minor revision 
clarifying that the number of corneal transplants quoted as undertaken each 
year is at the time of writing in 2015. 

POL190 — Cornea Selection Policy: TPRC(15)16 

Revisions to the policy were noted and approved. 

MPD1 100 — Donor Organ Photographs — TPRC(15)17 
Following an incident where the accepting surgeon requested a photograph 
of a rash on a potential donor to enable him to reach a decision about the 
use of the organs, changes to the Guidance and Principles for Donor Organ 
Photographs were requested to allow appropriate pictures of tissues to 
enable safe donation to take place. The changes were approved subject to J Neuberger 
the omission of Appendix B (List of identifiers that should be avoided). 

ANY OTHER BUSINESS 
There were no other items of business. 

9 Date of next meeting: 

Thursday, 17 h̀ September 2015 at a London venue to be confirmed. 

June 2015 
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I presented an overview of the legal and regulatory landscape relating to 
Directors' duties and corporate governance, including recent updates. The 
Board welcomed this reminder of its responsibilities and obligations in this area. 
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On the basis of a submission made by Huw Williams, I have approved a business case 
for the construction of an eye bank at NHSBT`s Filton premises, with associated 
internal changes. This was reviewed by Shaun Williams and Louise Fullwood. The 
value of the business case is £956,000. 

Ian Trenholm 
Chief Executive 
May 2 015 
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P15/30 

NHSBT Major Contracts Pipeline Report 
July 2015 

CONFIDENTIAL - SOME UPDATES RELATE TO LIVE TENDER EXERCISES 

Strategic Goods Team 

Contract Contract Title Estimated Total Approval by Details Reference Value (ex VAT) 
• Finalising evaluation by 24th July 2015 
• Moderation of scores by panel — 28th July 2015 

N Perfusion Fluid £5m Board • Award recommendation to ODT SMT by 1 8th August 2015 
Sept 2015 • Award recommendation to Board — 24th Sept 2015 

• New service starts — Oct 2015 

• Current agreement ends November 2015. 
• Option to continue supply from incumbent supplier, Biotest UK, under 

NED scrutiny the managed service provided by Williams Lea — bids currently in 
Labels: Gamma and 

NHS Lim September evaluation by Procurement and customer. 
X-ray indication 

20152015 Validation may cause delay to award should the competitor, RadTag 
Tech be considered further however sufficient supply available for 
duration of 2016. 

• New requirement. The Board will need to make a decision in 
November 2015 with regard to continuing with the Pathogen 

Pathogen Inactivation £15m (detection) 
Board Inactivation tender on the basis of the technical and commercial 

NHSBT04 of Platelets £35m (reduction) Nov 2015 evidence presented. 
& Mar 2016 • The final recommendation paper will be issued to the Board in March 

2016. 

• Maintenance only following a roll out of new ASI equipment in 2011/12. 
• Tender exercise resulted in approval May 2015 (NED reviewed). 

Subsequent challenge from unsuccessful tenderer (ASI) led to 

NHSBT0649 Blood Weigher/ £1.5m NED scrutiny decision to abandon and re-tender. 
Agitator November 2015 • Re-tender process to begin August 2015. Interim arrangement with 

ASI in place to provide maintenance until contract award in 4-6 months 
time. 
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Contract Contract Title Estimated Total Approval by Details Reference Value (ex VAT) 
• Procurement Strategy Approval: March 2015. 
• Deadline for receipt of Tenders: 31 July 2015. 

Ho in yp aid, • Framework Agreement Commencement Date: 01 January 2016. 

NHSBT076 Rouu tinee t typingg and £10m Board • Framework Agreement Expiry Date: 31 December January 2020. 
HLA Antibodies November 2015 • Split into five lots 

• 10 potential suppliers have responded to the OJEU PIN and supplier 
engagement completed April 2015. Site visits taking place July 2015. 

• Procurement strategy and specification development — Aug 2015 
• Supplier engagement day — w/c 10th August 2015 

Rapid plasma NED scrutiny • OJEU advert— 1s1 Sept 2015 
NHSBT0787 freezers £1 m January 2016 • Evaluation and Validation — 16th Oct — Dec 2015 

• Award recommendation to Board — end Jan 2016 
• Start of new service — 1St April 2016 

• EU Compliance raised for January '15 — January '16 for maintenance. 
• A tender exercise for supply and maintenance was performed in 2014 

Centrifuges: NED scrutiny but received only one suitable bid.NHSB Processing £1.9m Jan 2016 • New tender exercise to be started August 2015 
• 15 units requiring replacement before 31st March 2016 to be called off 

LUPC framework. 

• Supplier engagement underway. Trials being conducted of current 

Low Density technology to help inform NHSBT procurement. Due to complete July 

NHSBT0559 Lipoprotein (LDL) Lim NED scrutiny 2015. 

Apheresis Systems January 2016 • Expected tender issue August 2015. 
• Award due March 2016. 

• Currently aware of only one supplier in the market place. 

4Secondary blood Board • NHSBT to undertake an EBA survey to establish if there are any other 

grouping £3m March 2016 suppliers or types of technology used for this purpose. 
• Current contract expires 31St March 2016 

Enumeration of White • Strategy paper approved May 2015. 

NHSBT0761 Blood Cells in £1 m NED scrutiny • Expected tender issue 30 September 2015. 
• Leucodepleted Blood March 2016 • Award due 1 May 2016. 

NED scrutiny • Supplier engagement day held October 2014, 4 companies attended.NHSBT0675 Blood Presses £2.5m March 2016 • Specification in draft, tender process to commence August 2015. 
• Between 125 and 173 presses to be replaced over 4 year agreement 
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Contract 
Contract Title 

Estimated Total  
Approval by Details Reference Value (ex VAT) 

term, exact figure pending decision on consolidation of manufacturing 
sites. 

The option of purchasing finished PI plasma has been explored and the 
decision taken to continue importing untreated plasma (SaBTO). There is 
an urgent requirement to start this tender and the specification is currently 

Pathogen Inactivation Board 
under development. 

NHSBT0788 
(PI) of Plasma 

£2.8m 
May 2016 • A request for 6 month extension of current contract has been 

authorised by the FD. 
• A new tender timetable in place, with OJEU advert scheduled for 

Oct 2015 and new service date of July 2016. 

• Strategy paper commenced May 2015. 
Extracoporeal 

Lim 
NED scrutiny • Expected tender issue February/March 2016. 

photopheresis July 2016 • Award due 1 October 2016. 

Bacterial arm 
cleansing £3m 

Board 
Sept 2016 • Project to commence Sept 2015 

• Current contract expires 14 October 2016 

DNA extraction £1 m 
NED scrutiny • Strategy paper to commence September 2015. 

Sept 2016 • Pre-tender activity commenced April 2015. 

• Current contract expires 31 January 2017 
Multifunctional £3m Board • Strategy paper to commence November 2015. 
apheresis devices Nov 2016 • Pre-tender activity to commence August 2015. 

• 1St Supplier engagement meeting took place on 3 July. 

£48m Board 
• Scoping meeting with Dragon Sourcing took place 16 July. 

Eurobloodpack (or circa £80m with Nov 16 • Strategy paper (draft) to be circulated August 2015 

collaboration) Mar 2017 • Nov 16 Framework agreement approval 
• Mar 17 Supplier(s) award 

Primary Blood Board
• Current contract expires Jan 2018 

Grouping Equipment £3m 
May 2017 • Strategy paper to commence May 2016. 
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Transformation / IT 

Contract Contract Title Estimated Total Board Details Reference Value (ex VAT) Approval 
It has been agreed by Crown Commercial Services (CCS) that we will 
conduct 6 telecoms related procurements (and a potential 7", for N3) 
replacing the single contract we currently have with Vodafone. 

After tendering via the existing PSN Connectivity framework for Connectivity 
we received two responses: Vodafone and Easynet. We are in the process 

NHSBT0728 Connectivity and £7m September of evaluating these and are working closely with Finance to fully understand 
Network Services 2015 and evaluate the financial details I costs The supplier presentations were 

held early June 2015. 

The Detailed Business Case (DBC) is expected to be presented to the 
September Board; this will also incorporate the Telephony and Firewall 
requirements. 

We have now conducted a tender via the existing PSN Connectivity 
framework for Telephony and received two responses: Vodafone and Capita. 
We are in the process of evaluation. The supplier presentations were held at 

Integrated September the end of June 2015. 
NHSBT07 Telecommunications £3.3m 2015 

Services The Detailed Business Case (DBC) is expected to be presented to the 
September board; this will also incorporate the Connectivity and Firewall 
requirements. 

Currently evaluating 2 supplier responses (from BT and Dimension) following 
PSN tender. 

Co Managed Service September 
The Detailed Business Case (DBC) is being prepared by project lead Cat 

NHSBT0775 / Firewall Hardware Up to £2.1 m 2015 Ongers. If we proceed with one of the tender submissions the DBC will be 
expected to be presented to the September board; this will also incorporate 
the Connectivity and Telecoms requirements. 

Contract will be for 2 years plus 2, 1 year extension options. 
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Contract 
Contract Title 

Estimated Total Board 
Details Reference Value (ex VAT) Approval 

This is a requirement for tablets, laptops, servers and software. 

Early pre tender discussions held with Project Team to discuss 
Modern Paperless requirements, timescales and possible routes to market. 

NHS Donor Journey £2.5m September 
Hardware & 2015 Supplier Technology Meetings to be held with manufacturers of hardware in 
Software Autumn 2015 to help us identify what hardware is on the market. 

Routes to Market — CCS Technology Products Lot 1 Technology Hardware 
(Hardware) and Digital Services Framework (Software). 

Project to access IT Specialists on an ad-hoc basis, potentially via a 

Not yet IT Specialists November managed service approach. Procurement route to market yet to be decided. 

assigned (Interim resources) £1-3m 2015 The Board date provided is an estimate only as project timescales are yet to 
be agreed. 

The aim of this project is to take the existing portfolio of applications (a mix 
of COTs and bespoke) and consolidate under 7 potential platforms e.g. 
Scheduling, CRM, Finance etc. 

As part of the formulation of the functionality of the platforms a further 
supplier is required to help with the conceptual design of the platforms. This 

The Board date 
is to provide skills that NHSBT does not possess. This is principally in the 

£31 m over 4 — 5 is to be areas of Automated Testing Services, Automated Testing Tools and lower-
Transformation years (of which £6- confirmed as level Agile Delivery Management. 

NHSB Discovery / IT 7m is predicted for timescales are Platforms software yet to de After conducting an objective selection process via Gcloud we have selected 
acquisition) 

agreed. 
Engine Partners who are the lowest priced supplier for the two GCloud 
contracts for the IT Platforms and Testing and Selection. We have also 
contracted with them on this project previously. 

We have already engaged with Cabinet Office (CCS) regarding potential 
procurement routes. There will be a formal meeting early September with 
CCS to help formulate the procurement strategy. 
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Estates & Services 

Contract Contract Title 
Estimated Total 

Approval by Details Value (ex VAT) 

NHSBT402 
Leasing of 
Commercial £8.4m Board Mini competition to be undertaken against a CCS framework upon 

Vehicles September 2015 award of Framework in May 2015. 

Noted to board 
CCS Framework Agreements. CCS currently undertaken 

NHSBT05 Liquid Fuel £2.8m November 2015 procurement exercise. CCS will undertake a direct award on behalf 
of NHSBT 

NHSBT000 Courier Services £10.8m 
Board Final extension decision contract expiry 315t January 2017. Tender 

January 2016 process to commence November/December 2015. 

NHSBT030 National Cleaning Board Authorisation to extend to 31st March 2017. Maximum extension 
NHSBT031 and Pottering £6.7m May 2016 period 31St March 2020
NHSBT031 

Services

Authorisation to extend to 31St May 2017. Maximum extension 
NHSBT018 National Planned period 31 ' May 2018. Commence re tender process June 2017, 
NHSBT019 Preventative £6.1 m Board however CCS are currently procuring a facilities management 
NHSBT042 Maintenance May 2016 framework agreement which we may mandated to use. 

NHSBT045 Clinical Waste £3m Board Authorisation to extend to 31st May 2018. November 2016 

NHSBT040 Contingent Labour Board Contract expiry 4th June 2016. Authorisation to extend to 4th June 
NHSBT040 Lots 1, 2 and 3 

£12m 
January 2017 2017. 

NHSBT040 
Contract expiry 31St August 2017. Current contract from a CCS 

NHSBT05 National Contact £10.2m Board Framework Agreement. CCS to retender Framework Agreement 
Centre July 2017 2016. NHSBT mandated to undertake mini competition of the 

framework. 

Vehicle Board Maximum extension current contract 31St March 2019, commence NHSBT02 
Maintenance 

£2 7m 
November 2018 retender process January 2018 
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