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Minutes of the Meeting of 
National Transfusion Practitioner Network (NTPN) 
Working Group of the NBTC

Friday, 5th June 2026
2pm – 4pm

	
Present (18)


	Aimi Baird 
	Chair 
	AB
	Advanced Transfusion Practitioner, The Newcastle Upon Tyne Hospitals NHS Foundation Trust

	Julie Jackson 
	East of England
	JJ
	Transfusion Practitioner, James Paget University Hospital Foundation Trust, Norfolk

	Dipika Solanki
	East of England
	DS
	Transfusion Practitioner, 
West Hertfordshire Teaching Hospitals NHS Trust

	James Davies
	London
	JD
	Transfusion Practitioner, 
Kings College Hospital NHS Foundation Trust

	Pascal Winter
	London
	PW
	Transfusion Practitioner, Barking, Havering and Redbridge University Hospitals NHS Trust

	Ant Jackson
	Midlands
	AJ
	Transfusion Practitioner, 
United Lincolnshire Hospitals NHS Trust

	Jay Faulkner
	NE & Yorkshire
	JF
	Transfusion Practitioner, 
Leeds Teaching Hospitals NHS Trust

	Jonathan Ricks
	South East
	JRi
	Transfusion Practitioner, University Hospital Southampton NHS Foundation Trust

	Samantha Carrington
	South East
	SC
	Transfusion Practitioner, University Hospital Southampton NHS Foundation Trust

	
	
	
	

	Rachel Moss
	ISBT TP subgroup
	RM
	ISBT TP subgroup of the Clinical Transfusion working party, Transfusion Practitioner at Great Ormond Street Hospital, London

	Jennifer Rock
	Transfusion Transformation
	JR
	Transfusion Transformation Education Specialist, 
NHS Blood & Transplant

	Chris Robbie
	MHRA

	CR
	Senior Haemovigilance Specialist, MHRA

	Paul Davies
	NCA
	PD
	Senior Clinical Audit Facilitator, National Comparative Audit of Blood Transfusion, NHS Blood and Transplant 

	Denise McKeown
	Northern Ireland
	DM
	Regional Haemovigilance Co-ordinator/ Manager of BHSCT Haemovigilance Team

	Anna Mamwell
	Patient Representative
	AM
	Patient & Public Involvement Lead,
NHS Blood and Transplant

	Anwen Davies
	QS138
	AD
	Patient Blood Management Practitioner 
South East, NHS Blood and Transplant

	Aimee Burtenshaw

	NHSBT
	AiB
	Patient Blood Management Practitioner North East and Yorkshire, NHS Blood and Transplant

	Sasha Tidy
	NBTC
	ST
	Operations Manager, National Blood Transfusion Committee






	
Apologies (11)


	Bushra Amin
	NE & Yorkshire
	BA
	Transfusion Practitioner, Laboratory Medicine
Northern General Hospital, Sheffield Teaching Hospitals NHS Foundation Trust

	Lydia Baxter
	North West
	LB
	Transfusion Practitioner, 
Salford Royal Hospital (NCA)

	Emily Carpenter
	London
	EC
	Transfusion Practitioner, 
Kings College Hospital NHS Foundation Trust

	Egle Gallo
	South West
	EG
	Transfusion Practitioner, 
University Hospitals Bristol & Weston

	Danny Gaskin 
	BBTS TP SIG
	DG
	Chair BBTS TP SIG, 
Lead Specialist – Blood Stocks Management Scheme, NHS Blood and Transplant  

	Caryn Hughes
	SHOT

	CH
	SHOT Operations Manager

	Zona Kelly
	Northern Ireland
	ZK
	Senior Haemovigilance Practitioner, 
Belfast Health and Social Care Trust

	Stuart Lord
	South West
	SL
	Transfusion Practitioner, 
Gloucestershire Hospitals NHS Foundation Trust

	Wendy McSporran
	TRN
	WM
	Advanced Transfusion Practitioner, `
The Royal Marsden NHS Trust

	Karen Mead
	BBTS TP SIG
	KM
	Chair BBTS TP SIG, Specialist Practitioner of Transfusion, North Bristol NHS Trust

	Emily Rich
	East of England
	ER
	Transfusion Practitioner, North West Anglia – Hinchingbrooke and Peterborough


 
































	
Actions


	Item no
	Meeting Date
	Action
	Owner
	Status

	3
	02/03/2026
	SHOT colleague to join next meeting to answer queries regarding delays. 05/06: Carried forward.
	Caryn Hughes
	Open

	
	
	
	
	

	13
	02/03/2026
	AB to identify who is currently responsible for the BSH guideline, to make aware of the concerns regarding PCC underdosing and see if some information can be included. 
05/06: Carried forward.
	Aimi Baird
	Open

	
	
	
	
	

	3
	05/06/2026
	For any Trusts using Epic, please share workflow examples for large volume transfusion i.e. plasma exchanges with Northern Ireland.
	Regional TP Representatives
	New

	
	
	
	
	

	3
	05/06/2026
	Request within regions for volunteers to support the QS138 audit. Please contact PD to volunteer / for more information.
	Regional TP Representatives
	New

	
	
	
	
	

	3
	05/06/2026
	Advise Anna Mamwell if RTCs have patient representation.
	Regional TP Representatives
	New

	
	
	
	
	

	4
	05/06/2026
	Looking for pilot sites for TP Workbook / volunteers for future TP Workbook annual reviews.
	Regional TP Representatives
	New

	
	
	
	
	

	11
	05/06/2026
	AB to ask BSMS to feedback into this group.
	Aimi Baird
	New

	
	
	
	
	

	13
	05/06/2026
	AB to circulate NHSBT response regarding Jehovah’s Witness autologous transfusion query. 
	Aimi Baird
	New

	
	
	
	
	

	14
	05/0/62026
	DMc to provide feedback to group from UK & Ireland Network Consent Working Group.
	Denise McKeown
	New

	
	
	
	
	













	
Minutes


	

	1
	Welcome & Apologies
	Actions

	
	
	

	
	AB welcomed all and thanked everyone for joining the meeting. 

Apologies were given from those listed above prior to the meeting. 
	

	
	
	

	2
	Minutes & Actions from previous meeting, 02/03/2026
	

	
	
	

	
	Minutes
These were circulated in advance of today’s meeting. Minutes agreed as a true and accurate record. JD mentioned that he was unable to open the embedded PDF regional reports.

Actions
3: SHOT Colleague to join next meeting (CH)
Request for colleague to join meeting to answer queries on delays. To be carried forward.
13: BSH Guideline – PCC underdosing (AB)
To be carried forward. AB will feedback to the group once more information is known.

All other actions either completed or on the agenda.
	

	
	
	

	3
	Affiliated Groups
	

	
	
	

	
	Northern Ireland ~ Denise McKeown


ACTION: For any Trusts using Epic, please share workflow examples for large volume transfusion i.e. plasma exchanges with Northern Ireland.
	




Regional TP Representatives

	
	
	

	
	BBTS TP SIG ~ Danny Gaskin 
DG unable to attend. Advised no significant updates from BBTS group. Still without a permanent chair.
	

	
	
	

	
	ISBT ~ Rachel Moss
· Podcasts 2026: Podcast 14 Exploring the Transfusion Practitioner Role with Rachel Moss & Lawrance Nyoni published April 2026 Transfusion Practitioners across the world Podcast | The International Society of Blood Transfusion (ISBT) 2 more planned this year on WBITs and MHP.
· ISBT Meetings: No TP session at ISBT 2026 (Malysia) but planning an international TP Day in June 2027 in Rotterdam. 
· Papers: ISBT TP group writing a paper on the Role of Transfusion Committees.
	

	
	
	

	
	MHRA ~ Chris Robbie
· No significant MHRA changes reported.
· IBI workshops jointly run with SHOT have been completed.
· MHRA remains available for queries and support. 
	

	
	
	

	
	NCA ~ Paul Davies
Current NCA project(s) status:
· 2026 audit on platelet use: this audit has been postponed, now due to launch in October 2027.
· 2026 audit on the use of prophylactic anti-D in pregnancy: Data collection ongoing.
· 2026 audit of NICE Quality Standard QS138: due to take place in October 2026.

With the postponement of the platelet audit we will be focussing on the QS138 audit for October. We would like to request one or two TP volunteers to help develop the audit to make it more relevant and to make data collection easier.
ACTION: Request within regions for volunteers to support the QS138 audit. Please contact PD to volunteer / for more information. 
	












Regional TP Representatives

	
	
	

	
	NHSBT PBM ~ Aimee Burtenshawe
Regional Changes
· As part of the optimised operational model for the PBM team, we are undertaking further rotation of our skills and experience, with Jo Shorthouse moving from the Midlands working centrally to focus on the BTT education pathways. Anwen Davies will also be stepping back from the South East region to focus on developing the QS138 Quality Insights tool. The Midlands region will be supported by Clare Cook, and Sam Timmins will step into the South East region. 

PBM at NATA
· Sam Timmins and Tracy Johnston represented the PBM team at the NATA Symposium 2026, presenting a poster on the impact of Patient Blood Management in England over 10 years. The work showed a 23% reduction in red cell use and transfusion rates, suggesting a shift in clinical practice, with PBM likely playing a key role.

Receiving a blood transfusion PIL:
· This leaflet has been updated and is now live and accessible via
 Patient information leaflets - Hospitals and Science - NHSBT

WOMAN-2 Results
· The WOMAN-2 trial investigated whether administering tranexamic acid (TXA) within 15 minutes after umbilical cord clamping could prevent clinically diagnosed postpartum haemorrhage (PPH).
· Results showed that women with moderate to severe anaemia had a significantly higher risk of PPH; however, TXA did not reduce this risk.
· Further research is underway, with the I’M WOMAN trial evaluating whether earlier administration of TXA—prior to childbirth—can reduce the risk of PPH.

Other News
· PBM England have moved away from using the X platform to promote our work. Resources are available on Patient Blood Management - Hospitals and Science - NHSBT and Patient Blood Management England - YouTube
· St Paul’s Cathedral hosted the IBI remembrance service, listen to the full memorial here

PBM Infographics
· The PBM team produces and circulates a monthly infographic for distribution within hospital HTCs, usually via Transfusion Practitioners.
We would really appreciate your feedback:
· Does your Trust currently use these infographics?
· Do you find them useful in practice?
· What additional content or formats would better support your work?
· Please share any thoughts or suggestions with your regional PBM Practitioner so we can ensure these resources meet your needs and provide meaningful support.

Save the Date
· 2nd - 6th November: PBM Awareness week
· 4th November: PBM Conference – Microsoft Teams
	

	
	
	

	
	NTLM ~ Julie Staves
No update given. Apologies sent.
	

	
	
	

	
	Nursing ~ Lorraine Boylan
No update given. Not on call.
	

	
	
	

	
	Pathology Network - Louise Jeffries
No update given. Not on call.
	

	
	
	

	
	Patient and Public Involvement ~ Anna Mamwell
· Transfusion Research Network is continuing to establish patient representatives, webpage now live Transfusion Research Network | National Blood Transfusion Committee
· Email disseminated to RTC's introducing the Transfusion Research Network and Laura Baglow-Micic (part of the Transfusion Transformation programme).
· The TRN has been working with the James Lind Alliance on prioritising transfusion research - a large survey has been completed by 247 people.
· Responses received from some RTC's about their patient representative.
· Attended the North East and Yorkshire RTC patient engagement working group and attended their patient education event last week. The session was well attended, with patients showing a high level of engagement.
· Working with Jennifer Rock on the Professional Development Framework for Transfusion Practitioners and the Supportive and Assistive Workforce to ensure what is important to patients is reflected throughout.
· Anna to provide patient statement of support for continued training of workforce.
· From my conversations with patients about receiving transfusions, three themes come up time and again: trust, safety, and communication.
· Patients want to feel confident that the correct blood is being given, that safety checks are carried out properly, and that any problems or reactions will be recognised quickly. They also want to know that staff are prepared and know exactly what to do if something goes wrong. For many people, blood and platelet transfusions can feel frightening, and the uncertainty can create real anxiety. Those who receive regular transfusions often describe how stressful it can be when there are delays, complications, or issues with their transfusion.
· Living with a long‑term health condition already makes day‑to‑day life challenging, so seeing staff who appear assured and well‑prepared can make a significant difference. It helps reduce anxiety and builds trust. Patients look to staff for reassurance, which depends on them being knowledgeable, confident, and able to communicate clearly throughout the process.

· Below are patient representative quotes from the focus groups we held for the Transfusion Transformation Strategy.  One of the topics we discussed was NHSBT workforce.

· "As patients, we need to know the people looking after us are supported and well-trained.  Making sure the right staff are in place, properly trained, and given the chance to grow in their roles "
· "Every patient deserves care from people who understand transfusion best practice, no matter where they work in the system."
· "Staff who feel supported in their career are more likely to stay. When staff are encouraged to keep learning—and are given the time to do so—it improves not only their job satisfaction, but our safety as patients"
· Behind every unit of blood is a person hoping they’ll be able to work, see family, or simply get through the week
· It’s the difference between feeling safe and feeling terrified
· What I want decision-makers to understand is that these aren’t optional treatments. They’re life-preserving, time-critical, and it’s essential to our survival and our quality of life
· In light of these comments from patient representatives, it's clear that ongoing training for the transfusion workforce is essential to ensuring safe, consistent, and person‑centred care. Transfusion can be daunting for patients, even those who are regularly transfused and they rely on staff who are skilled, confident, and up to date with current guidance.

ACTION: Advise Anna Mamwell if RTCs have patient representation.
	





















Regional TP Representatives

	
	
	

	
	QS138 Quality Insights ~ Anwen Davies



Call out points:
· The QS138 Quality Insights Next Steps project started in May for 12-18 months and is made up of PBM Practitioners:  Anwen Davies, Sandra Mushoriwa and Aimee Burtenshaw. The 3 main aims of the project are: Business Continuity; Identifying and Addressing Barriers; Demonstrating Data Value.
· Data entry is continuing well, with submissions from all regions within the last 3 months. >2500 cases were submitted between March and May, taking the cumulative total to >19,100 cases audited thus far. Three regions are in a regional audit cycle (South East, South West, Wales). 167 sites are registered; 78 hospitals are in a quality improvement cycle.
· A gap analysis is underway regarding changes required following the NICE TXA guidance update in February. Users will be notified once changes have been completed.
· A big thank you to the regional QS138 Quality Insights Ambassadors for stepping forward. This will enable communication channels and support moving forward.
· A TP survey will be sent out in June to 3 different user cohorts per region asking for feedback on enablers and barriers to use. This will be used to inform our project priorities.
	



















	
	
	

	
	SHOT ~ Caryn Hughes
No update given. Apologies sent.
	


	
	
	

	
	NBTC ~ Sasha Tidy
ST highlighted for communications issued via NHSBT Hospital Customer Services to be monitored, as these are used for audit distribution i.e. the recent comms issued regarding the “Audit Series on Anticoagulant Reversal in Trauma and Anticoagulant Associated Bleeding”.

Propose to make better use of the NBTC website for signposting of audits and surveys. 

Brian Hockley is available to support regional audits and working group activity.
	

	
	
	

	4
	Education
	

	
	
	

	
	Sam Carrington provided an update.

TP 2026 
National education day on 3rd July. Registration is now closed as all spaces have been filled. Thank you to those that have promoted this event within their regions. A speaker short on the agenda as someone is now not available. JD offered to talk about IT, so this will be passed to Emily.

TP Workbook
Now have a final draft of the workbook, so will be sending for endorsement soon. This will have its soft launch at TP2026. Looking for a few sites to pilot this and provide feedback before the official launch at BBTS next year (PW expressed an interest). This will be owned by the NTPN so will need to think about who will be responsible for updating annually.
ACTION: Looking for pilot sites for TP Workbook / volunteers for future TP Workbook annual reviews.
	












Regional TP Representatives

	
	
	

	5
	Audit/Survey
	

	
	
	

	
	Julie Jackson updated.
· No actions taken as audits are coming from a lot of different directions leading to work overload for many TPs. 
· Stuart Lord who was lead on this group has withdrawn from post.
	

	
	
	

	6
	BSQR
	

	
	
	

	
	In advance of meeting, Rebecca Spiers sent the following alert for information.



	

	
	
	

	7
	IT 
	

	
	
	

	
	James Davies provided the following update.

Essential standards for clinical IT systems document
· Currently being approved by the 4 NBTCs and publish soon (expected June).
· Abstracts about the creation of this document have been submitted to SHOT and BBTS. Accepted as a wining abstract by SHOT and an oral presentation will be given at the SHOT symposium (by Rachel Moss, as JD unable to attend).

SCRIPT IT Survey
Thanks to all those that submitted responses – 75 responses. Data analysis ongoing. Full report later this year. Some really useful data. Key highlights:  
· Many barriers to implementing IT systems/upgrading IT systems. 
· Wide variation in age of IT systems/last upgrade. One LIMS provider covers around 60% of the market. 
· Small percentage of respondents have fully integrated LIMS:EPR:Bloodtracking. 
· Use of IT does reduce clinical errors, WBITS, rejected samples. 
· Use of IT does not assist in PBM initiatives. 
· Decisision support for transfusion in EPR is lacking. 
· 50% of EPRs do not assist in QS138 audits. 
· ¾ of respondents say they have a transfusion IT specialist – but this person often does not have formal training and little protected time for IT (21% dedicated path IT, 20% TLM, 11% TP).
· 35% have had unplanned downtimes in last 12 months.

Posters on some key findings will be presented at BBTS.

SCRIPT have drafted letters to:
· System C regarding the ongoing issue with lack of interfacing between LIMS and Badgernet resulting in Transcription errors caused by manual input of test results in BadgerNet and Careflow Maternity.
· Daedaulus regarding withdrawal of support for older versions of their LIMS has been cosigned by 4 NBTCs, TLM, NEQAS, UKTLC, RCPath, IBMS, SHOT. Cannot get more weight behind this!
· Epic about use of CSN as primary identifier and adoption of GS1 barcoding.

E-Learning 
Modules on IT in Transfusion have been developed by members of SCRIPT group. Aim to launch before SHOT symposium
	

	
	
	

	8
	Transfusion Transformation / Framework
	

	
	
	

	
	Update provided by Jen Rock.

Transfusion Transformation
Hoping to be published in July but awaiting confirmation - final stage of review. 

Transforming Transfusion at BBTS - focus on how working together to make improvements and meet recommendations to align with IBI and 10-year plan, relating to workforce education and electronic requesting.

Professional Development Framework Transfusion Practice Workforce
Thank you to key stakeholders who provided key feedback on the draft final version prior to distributing wider. The feedback was useful and helped to strengthen the Framework. 

A pre-design version has been distributed to professional organisations including BSH, IBMS, RCN, BBTS and SHOT. 

Forewords and statements of support have been requested from:
· NBTC, Prof Cheng Hok-Toh and Elisabeth Buggins (Foreword)
· NHSBT, Dr Suzy Morton (Foreword) and Prof Renata Gnomes (Clinical and Scientific)
· Patient Partner, Anna Mamwell (Statement of Support)
· RTC Chair, Dr Ric Procter (Statement of Support)
· Workforce, Prof Alison Leary (Statement of Support)
· RCPath, Dr Shubha Allard (Statement of Support)

Endorsement been approved: SHOT, BSH with feedback from BBTS and IBMS.

Thanks to Wendy and Aimi for providing the introduction and closing statements.

Stuart Lord- not only for his design of the strands of practice but for also providing a detailed account of the application of the strands of practice in the role.

Also, Pascal Winter and Sarah Clarke for providing personal reflection statements that help to contextualise the framework and how it can be applied.

Next Steps.
Design team; conversations relating to dates and work commitments. Opted for a release date of the 10th of July. That is also the same date as SHOT. Aimi to mention at the conference.



TP2026; 90 min focused session on the Framework - thanks for the invite.
Oct 2026; Workshop with stakeholders for professional organisations, lab managers, TPs and others – how the framework can be used at all levels and the future of the framework.

Programme Development; education and support.
	

	
	
	

	9
	Transfusion Research Network
	

	
	No update provided. Wendy McSporran sent apologies.
	

	
	
	

	10
	Infected Blood Inquiry
	

	
	
	

	
	The inquiry has now been officially closed. Had the 2-year anniversary and there is going to be an ongoing memorial for everyone that was affected. AB will provide group with update once official statement has been released. 
	

	
	
	

	11
	Blood Stocks
	

	
	
	

	
	No update.
ACTION: AB to ask BSMS to feedback into this group.
	
Aimi Baird

	
	
	

	12
	NTPN Webpage / Socials 
	

	
	
	

	
	JR provided update.
Activity on LinkedIn, currently 57 members. Have had requests to join from people who are not TPs. Group agreed to open this up to other specialities who are linked to transfusion. 
	

	
	
	

	13
	RTP Matters
	

	
	
	

	
	Please see the following submitted RTP reports for updates:




             



                         
Midlands (SL)
· Interest in QS138. 
· Face to face meeting scheduled in Birmingham.

North East & Yorkshire (JF)
· Progress with electronic consent forms.
· Development of TACO assessment tools.
· Work underway on digital special requirements alerts.
· Asked if there is a standard response from NHSBT regarding autologous transfusion with Jehovah’s Witnesses. 
ACTION: AB to circulate NHSBT response regarding Jehovah’s Witness autologous transfusion query. 



London (JD)
· Continued good attendance at fortnightly TP meetings. 
· Face to face meeting scheduled for end of June.
· Some Trusts in the region are getting pushed back from education departments that transfusion training should not be mandatory.

East of England (JJ)
· Dipika Solanki introduced as deputy chair for the region.
· Increased use of Futures platform to reduce email traffic.
	




















Aimi Baird



	
	
	

	14
	AOB
	

	
	
	

	
	SaBTO Consent Gap Analysis (SC)
Query from SE region. Concern that this would become TPs responsibility when this could be addressed earlier in the process. Denise McKeown advised a consent working group has been set up under the UK & Ireland Transfusion Network. Terms of reference have been drafted and initial meeting has been held. Group to look at standardising training etc and for this work to have a quick turnaround. 
ACTION: DMc to provide feedback to group from UK & Ireland Network Consent Working Group. 

NBTC Emergency Preparedness Guidance (JD)
New NBTC Emergency Preparedness Guidance and associated gap analysis highlighted.
	






Denise McKeown


	
	
	

	15
	Date and Time of Next Meeting
	

	
	Tuesday 22nd September 2026, 2pm – 4pm
via MS Teams
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RTP Report - NI (June 2026).pdf
AOINTPN

The National Transfusion Practitioner Network

Regional TP Report for NTPN

Regional Transfusion Committee:

Inspections in the region - highlights / lessons learned UKAS inspection Haematology/Blood Bank BHSCT w/c 15t June
Regional response to SHOT/NHSBT/IBI national - SHOT safety standards gap analysis out with HTCs
recommendations - IBl recommendations: Regional Group Meetings continue to take place.

- SoHO regulations: NI must comply with the SoHO (Substances of
Human Origin) regulation because of its unique legal position under the
Windsor Framework, which keeps certain EU rules in force.

How have you managed the blood shortage alerts No blood shortage alerts since October 2025

Do you have any points to raise/highlight with NBTC / BBTS?

Audit / benchmarking activities in the region Anaemia Audit — data analysis underway

What is going well within your region at the moment? - Development of an electronic training package for RPRB, supporting
standardised competency assessment and improved accessibility for staff
(in progress)
- Initial stages of standardisation of transfusion administration records
across the region to support consistency

What are the main challenges faced in your region at present? - Blood Production and Tracking project — Implementation in first Trust Sep
2026
- Regional EPIC Winpath full integration — October 2026s
Would be willing to link in with regards to Epic documentation — in
particular exchange transfusions, where large volumes of Octaplas are
used in the exchange.






AOINTPN

The National Transfusion Practitioner Network

Regional TP Report for NTPN

- Regional Winpath Upgrade — Jan 2027

Suggestions for key speakers / topics for future educational
sessions

Comments

Compiled by Denise Mckeown/Zona Kelly Date. 01/06/2026
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NTPN QS138 Quality Insights Update June 2026.pdf
NHS!

Blood and Transplant

QS138 Quality Insights Update

Anwen Davies
Patient Blood Management Practitioner NHS Blood and Transplant
nicegs138@nhsbt.nhs.uk

National Transfusion Practitioner Network
Data extraction 01/06/2026



mailto:niceqs138@nhsbt.nhs.uk



QS138 Quality Insights — Next steps project NHS

Blood and Transplant

* Project team:
PBM Team: Anwen Davies; Sandra Mushoriwa; Aimee Burtenshaw

 Started in May; will run for 12- 18 months

* 3 main aims:

- Expanding Business Continuity

- ldentifying and Addressing Barriers

- Demonstrating Data Value @

IIIIIIIIIIIIIII





QS138 Quality Insights — Next steps project

Business Continuity

* QS138 Quality
Insights Team
expansion

* Updating TXA
guidance

* Existing resource
reviews

Identifying and
Addressing Barriers

e Establishing an
Ambassador
network

* Surveying TP
cohorts

e Exploring new
support options

NHS

Blood and Transplant

Demonstrating Data
Value

* Sharing best
practice

* Aligning Tx
priorities

e Stakeholder data
feedback






Cumulative cases audited per quality statement

*Data extraction 01/06/26
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QS138 Quality Insights uptake per region NHS!

*data extract 01/06/2026 Blood and Transplant
30 TRegiongI Last data
ransfusion entrv*
Committees ry
25
20 East of England Mar-26
- London May-26
£ 15
Midlands May-26
10 NE & Yorkshire May-26
5 I I I I I North West Apr-26
0 I I l South East May-26
East of London Midlands NE & North West South East South West Wales South West May-26
England Yorkshire
. Wales Apr-26
Region
B Registered sites M Sites entered data M Sites in a Ql cycle m Quarter 2, 25-26 data (NCA crossover) @
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62 sites have reused their NCA data for QS138 Quality Insights AL





NICE TXA Guidance updated 26/02/2026 NHS

Blood and Transplant

Updated NICE NG24 Guidance on Tranexamic Acid (TXA)

Updated NICE QS138 Quality Statement 2:

Quality statement 2: Tranexamic acid for adults having surgery in an operating theatre

Quality statement
Adults who are having surgery in an operating theatre where there is any risk of bleeding and the
procedure will breach the skin or mucous membrane receive tranexamic acid.

Gap analysis underway, several methodologies are being considered. Awaiting publication of the
TRACTION study.

QS138 Quality Insights audit guidance and platform changes will be reviewed and updated in due
course

®

QS138

QUALITY INSIGHTS





NHS
S umma I'y Blood and Transplant

/Ambassador onboarding underway \
TP cohort surveys to collate feedback
TXA audit guidance is being updated, users will be notified once this is completed

Thank you for your ongoing support

\_ /

https://hospital.blood.co.uk/audits/qs138-quality-insights-audit-tool/ QUALITY INSIGHTS
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May 2026 DSI-2026-003 Risk of severe harm from use of incorrect giving set for blood transfusion.pdf
Medicines & Healthcare products
Regulatory Agency

DEVICE SAFETY INFORMATION (DSI)

Risk of severe harm from use of incorrect giving
(administration) set for blood transfusion
DS1/2026/003

Specialisms: Anaesthesia and intensive care, Cardiovascular disease and lipidology,
Critical care, Ear, nose and throat, Emergency medicine, General surgery, Gastro Intestinal
Medicine, hepatology and pancreatic disorders, Haematology and oncology,
Immunosuppression and transplantation, Infectious disease, Obstetrics, gynaecology and
fertility, Orthopaedics, Paediatrics and neonatology, Pathology, Renal medicine, Theatre
practitioners, Urology and nephrology, Vascular and cardiac surgery

DEVICE DETAILS

All IV giving/administration sets used for the transfusion of blood and blood components

Summary

There is a potential for serious harm to patients if an intravenous (V) infusion giving set is
used instead of a blood transfusion giving set to deliver a transfusion of blood or blood
components (see Annex 1). Use of an IV infusion giving set instead of a blood transfusion
giving set may result in under-infusion of blood or destruction of red blood cells
(haemolysis) which can lead to serious patient injury.

Advice for Healthcare Professionals:

Advice for coordinators:

e ensure staff who may carry out IV therapy and transfusions and non-clinical staff who
handle the sets can identify the differences between IV infusion and blood
transfusion giving sets
ensure blood transfusion giving sets are stored in clearly labelled containers, in their
original packaging, separate from IV infusion giving sets to prevent selection of the
wrong type

Advice for individual healthcare professionals:

e always use a blood transfusion giving set for a blood transfusion
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e be aware that using an IV infusion giving set for a blood transfusion can result in
under-infusion of blood or haemolysis with potentially serious consequences for the
patient

How to identify a blood transfusion giving set:

Image 1: Image 2: IV

Blood Infusion giving

transfusion set

giving set

y , Small filter

Large filter ~ . (position may vary
depending on

model)

blood transfusion giving sets (see image 1) contain a large filter (pore size ~170-200
pum). This is to allow larger blood components to pass through. Note: some blood
transfusion giving sets have 2 chambers, see annex 2 for examples.
IV infusion giving sets (see image 2) contain a very small filter (pore size ~15 ym) to
remove particulate matter
if you cannot see a filter, check the packaging to ensure that you are using the
correct type of set
the packaging of a blood transfusion giving set should include the following:

o an indication that the product is for blood transfusion

o filter size ~170-200pm (whereas for an IV infusion it is ~15um). The size of

filter may be denoted using the below graphic

be aware that manufacturers have not all used the same colour coding for packaging
and giving set components to denote between sets for IV infusion and sets for blood
transfusion. It is important users check that they have selected the correct set prior to
use

Before starting a transfusion of blood or blood components:

e check that you are using a blood transfusion giving set
e check that the pump settings (if used) are correct
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e a pre-transfusion checklist such as the Serious Hazards of Transfusion (SHOT)
Transfusion checklist should be completed prior to starting a transfusion as
recommended in 2017 through CAS alert CEM/COM/2017/005

Advice for Healthcare Professionals to Provide to Patients:

e Serious Hazards of Transfusion (SHOT) have developed resources for patients
including the My Transfusion app which provides useful information for patients who
are likely to receive a blood transfusion

Explanation of identified safety issue

Choice of giving set is important because IV infusion and blood transfusion sets use
different filters.

¢ An IV infusion giving set has a small ~15 pym pore size filter to trap any particulate
matter so that it is not infused

e Ablood transfusion giving set has a much larger ~170-200 um pore size filter to
remove clots and particulate matter but allow larger blood components such as red
blood cells and platelets to pass

If an IV infusion giving set is used instead of a blood transfusion giving set, blood can be
restricted by the smaller pore size in the filter which will reduce the transfusion rate. This
can cause under-infusion of blood within the desired time and may cause serious harm to
the patient.

Use of the incorrect giving set for a blood transfusion can also result in mechanical
damage to red blood cells resulting in haemolysis.

Harm associated with identified safety issue

The MHRA has been made aware of a case in which an incorrect giving set was used for
a blood transfusion, which contributed to severe brain damage to a baby.

The baby underwent an exchange blood transfusion, where blood is removed from a
person and replaced within a short timeframe with donor blood or blood components, to
treat jaundice. Instead of a blood transfusion giving set, an |V infusion giving set was
used with a volumetric pump to deliver replacement blood. Due to the incorrect choice of
giving set, the pump did not deliver the required volume of blood at the required speed,
leading to blood being removed faster than it could be replaced.

The baby suffered a cardiac arrest, potentially due to hypovolaemia, as a result of
inadequate blood volume replacement, and was later diagnosed with severe brain injury.
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This case was investigated by the Maternity and Newborn Safety Investigations
programme, and has been the subject of a Safety Spotlight publication. The British
Association of Perinatal Medicine have also published an alert on this issue, with
additional recommendations for safe practice in neonatal blood transfusions.

The risk is greatest for neonates being treated with blood transfusions due to the small
volumes involved. Serious Hazards of Transfusion (SHOT) have highlighted neonatal
exchange transfusion as being an area of concern including in the 2024 paediatric

chapter.

Annual reports published by SHOT indicate that there are between 20 and 30 events
involving use of the incorrect type of giving set to administer blood transfusions reported
each year. Although the evidence available suggests that harm is rare, this case
highlights the potential for significant harm.

This error in choice of set can impact any brand of giving set. However, the potential for
this error may be greater when a site uses both blood transfusion and IV infusion giving
sets supplied under the same brand (for example, for use with a specific infusion pump),
as these can have similar branded packaging.

SHOT have published a suite of guidance for healthcare professionals to raise awareness
of the issue and provide guidance on how to minimise the risk.

Actions being taken by industry

The MHRA is committed to working with manufacturers to improve the usability of these
products to help users make the correct choice when selecting a giving set. Examples of
products currently on the market can be found in Annex 2.

Updates include:

e changes to the packaging of blood transfusion giving sets to easily differentiate
from IV infusion giving sets

e addition of colour coded clamps to the line of blood transfusion giving sets to
differentiate from IV infusion giving sets. Be aware that not all manufacturers have
followed the same colour coding system. Users should always check the
packaging and labelling prior to use

Work is ongoing with infusion pump manufacturers around the potential for automatic
recognition and alert if the type of giving set selected is incorrect for the intended type of
infusion.
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https://www.mnsi.org.uk/

https://www.mnsi.org.uk/publications/safety-spotlight-exchange-blood-transfusion/

https://www.bapm.org/

https://www.bapm.org/

https://www.bapm.org/articles/safety-alert-lookalike-iv-administration-giving-sets

https://www.shotuk.org/

https://www.shotuk.org/wp-content/uploads/2025/07/25.-Paediatric-Cases-2024.pdf

https://www.shotuk.org/wp-content/uploads/2025/07/25.-Paediatric-Cases-2024.pdf

https://www.shotuk.org/shot-reports/

https://www.shotuk.org/safe-blood-administration-toolkit/administration-giving-set-guidance/
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Reporting advice

Healthcare professionals should report incidents involving medical devices:

e in England and Wales to the Yellow Card website or via the Yellow Card app

¢ in Scotland to Incident Reporting & Investigation Centre (IRIC) and their local
incident recording system

¢ in Northern Ireland to the Yellow Card website in accordance with your
organisation’s medical device policies and procedures

Healthcare professionals should also report incidents involving blood and blood
components to Serious Hazards of Transfusion (SHOT) via the SABRE portal.

Annex 1

e In this document, ‘blood’ and ‘blood components’ refers to red cells, platelets, fresh
frozen plasma (FFP), granulocytes and cryoprecipitate

¢ In this document, ‘1V infusion giving set’ is synonymous with the following:
o Fluid administration set, IV solution administration set, IV solution giving set,
General purpose administration set, General purpose giving set, Standard
giving set

¢ In this document, the term ‘blood transfusion giving set’ is synonymous with:
o Blood set, Blood giving set, Blood administration set, Blood transfusion
administration set, Transfusion set, Transfusion administration set, Transfusion
giving set, Transfusion specific set
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Annex 2

Examples of products currently on the market can be found below for information (not an
exhaustive list). Note the difference in size between the filters in each case. Where there
is no photo provided, there are no devices fitting this description in the current product

portfolio.
Manufacturer Blood transfusion giving set IV Infusion giving set
(single chamber)
B Braun
_ -
\ i
| s
—
LI - ¥
Manufacturer Blood transfusion giving set IV Infusion giving set
(single chamber)
CODAN
Limited
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Manufacturer

Blood transfusion giving set
(single chamber)

IV Infusion giving set

Fresenius Kabi

Manufacturer Blood transfusion giving set IV Infusion giving set
(single chamber)
GBUK Group
Ltd
4
ot
% } y
Zw
A
P
-
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Manufacturer Blood transfusion Blood transfusion IV Infusion giving set
giving set (single giving set (dual
chamber) chamber)
Baxter
i 1
B
W =
Y
—Tt
-
N7
N i1
A ‘ |
1
|
|
y 19.-‘-;7
~W .
l Z"l : ‘
Manufacturer Blood transfusion Blood transfusion IV Infusion giving set
giving set (single giving set (dual
chamber) chamber)
Becton
Dickinson UK
Limited
\ -
.'J‘ m
LY
L
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Manufacturer Blood transfusion Blood transfusion IV Infusion giving set
giving set (single giving set (dual
chamber) chamber)
Fannin
&
\ ’
‘ |
Manufacturer Blood transfusion Blood transfusion IV Infusion giving set
giving set (single giving set (dual
chamber) chamber)
RPG Medical
Ltd
Il A\ ‘
£
s “ e
|
!
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Additional information:

You can sign up to receive email updates on alerts and device safety information from
the MHRA.

You can sign up to receive our monthly roundup of safety communications.

For any enquiries, please contact info@mhra.gov.uk

Stakeholder engagement:
Maternity and Newborn Safety Investigations (MNSI) programme
Serious Hazards of Transfusion (SHOT)
NHS England Patient Safety Team
Incident Reporting & Investigation Centre (IRIC) for Scotland
NHS Wales

Department of Health (NI)

B Braun

Baxter

Becton Dickinson UK Limited
CODAN

Fannin

GBUK Group Ltd

RPG Medical Ltd
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RTP Report - East of England (June 2026).pdf
AOINTPN

The National Transfusion Practitioner Network

Regional TP Report for NTPN

Regional Transfusion Committee: East of England

Inspections in the region - highlights / lessons learned

Regional response to SHOT/NHSBT/IBI national
recommendations

How have you managed the blood shortage alerts

Do you have any points to raise/highlight with NBTC / BBTS?

Audit / benchmarking activities in the region

What is going well within your region at the moment?

What are the main challenges faced in your region at present?

Suggestions for key speakers / topics for future educational
sessions

Comments

When is Transfusion Transformation going to be released?

Compiled by: Julie Jackson

None recently

Still struggling with all recommendations due to lack of TP resources and lack of
feedback re: what is happening nationally with IBI

No longer applicable

We urgently need the TP capacity plan

Plasma audit currently underway

We are encouraging the use of the Futures platform for sharing regional
queries/benchmarking etc. rather than e-mails a) so responses can be shared
easily and b) to try and reduce the amount of e-mail traffic

Staffing

Date. 1/6/26
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RTP Report - London (June 2026).pdf
AOINTPN

The National Transfusion Practitioner Network

Regional TP Report for NTPN

Regional Transfusion Committee:

Inspections in the region - highlights / lessons learned

Regional response to SHOT/NHSBT/IBI national
recommendations

How have you managed the blood shortage alerts

Do you have any points to raise/highlight with NBTC / BBTS?

Audit / benchmarking activities in the region

What is going well within your region at the moment?

What are the main challenges faced in your region at present?

Suggestions for key speakers / topics for future educational
sessions
Comments

Compiled by James Davies/Pascal Winter

no

Ongoing fortnightly TP meetings. Upcoming F2F TPG meeting, with around 30
due to attend.

Some Hospitals are getting pushback from their Education departments that
transfusion training should not be mandatory.

Lack of RTT administrator (although new post due to start soon)

Date. 1/6/26
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RTP Report - North East & Yorkshire (June 2026).pdf
AOINTPN

The National Transfusion Practitioner Network

Regional TP Report for NTPN

Regional Transfusion Committee: North East & Yorkshire

Inspections in the region - highlights / lessons learned MHRA-North Tees. TP’s difficulty in incident investigation regarding lack of
importance on getting information from clinical staff to ascertain correct RCA and
actions.

UKAS-Northumbria a/w feedback
-Bradford reviewing clinical area competency and documentation. Not
happened before.

Regional response to SHOT/NHSBT/IBI national
recommendations

How have you managed the blood shortage alerts

Do you have any points to raise/highlight with NBTC / BBTS? Is there any update from NHS England and their work on meeting IBI
recommendations
Is there a standardised response/worded guidance that could be issued by
NHSBT regarding Jehovah’s Witness and autologous transfusion queries.

Audit / benchmarking activities in the region 2 areas undertaking TACO risk assessment audits- one reported positive
steps in completion but more work needed on the mitigating steps.
Drive with PBM team to increase up take of QS 138 Quality Insights tool,
demonstration by champion TP. Plan for region to add data to then review
at our next meeting face to face.

What is going well within your region at the moment?

What are the main challenges faced in your region at present? Training for all staff groups-particularly medics. Rotational staff, record keeping.
Ownership of medical teams to ensure compliance and regular training.






AOINTPN

The National Transfusion Practitioner Network

Regional TP Report for NTPN

Suggestions for key speakers / topics for future educational Update on NHSE work to meet IBl recommendations.
sessions

Comments

Compiled by: Jay Faulkner Date: 02/06/2026
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RTP Report - South East (June 2026).pdf
AOINTPN

The National Transfusion Practitioner Network

Regional TP Report for NTPN

Regional Transfusion Committee: South East

Inspections in the region - highlights / lessons learned None

Regional response to SHOT/NHSBT/IBI national Concerns were raised about the feasibility of the SABTO
recommendations Recommendation regarding the 3-yearly Competency for Consent.

These were in relation to:

o Staffing constraints

e Volume of doctors requiring assessment

e Questionable effectiveness of face-to-face competency checks
Alternatives were considered:

¢ Annual e-learning

¢ Nationally standardised training

e Undergraduate training/pre-competency before F1

How have you managed the blood shortage alerts No concerns voiced
Do you have any points to raise/highlight with NBTC / BBTS? No
Audit / benchmarking activities in the region QS138 NHSBT-led audit ongoing. Anwen Davies, is taking a break from

being the South East PBMP to focus on rolling this out more widely across
the country ( Wales and Northern Ireland are now using the tool).

What is going well within your region at the moment? . New TP appointments.
. EBMS rollouts improving traceability.
. New consent forms aligned to SABTO guidance.

. Improved TACO risk assessment compliance.






AOINTPN

The National Transfusion Practitioner Network

Regional TP Report for NTPN

What are the main challenges faced in your region at present? . Electronic prescribing in emergencies.
. Downtime in blood storage facilities.
. Difficulties establishing relationships for new TPs.
. Funding blocks for BloodTrack expansion.
. Maintaining staff engagement in training.
. Maijor fire in Southampton and flooding of hospital building in
Lymington

Suggestions for key speakers / topics for future educational
sessions
Comments

Compiled by Jon Ricks Date. 02 June 2026
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RTP Report - South West (June 2026).pdf
AOINTPN

The National Transfusion Practitioner Network

Regional TP Report for NTPN

Regional Transfusion Committee: South West of England

Inspections in the region - highlights / lessons learned None

Regional response to SHOT/NHSBT/IBI national Difficult to reinstate F2F training for doctors
recommendations

How have you managed the blood shortage alerts This became business as usual, with regular feedback on national blood stock
levels cascaded to TPs following NTPN blood stock meetings. Topic of
discussion at our RTP meetings with opportunities to give/receive feedback.

Do you have any points to raise/highlight with NBTC / BBTS? None

Audit / benchmarking activities in the region Sample acceptance project to attempt to standardise sample acceptance policies
across the region — varying practice exists

Template for investigation of incidents — incident investigation template that
meets requirements of PSIRF/SEIPS, SHOT and the MHRA.

Regional project to develop a standardised blood transfer document for use when
patients are transferred between hospitals with blood products.

What is going well within your region at the moment? Managed to find a “suitable” venue to restart face-to-face meetings, with the
SWRTC held on 20/05/2026.

What are the main challenges faced in your region at present? Discussion around Trusts taking responsibility for implementing transfusion
recommendations, including identifying a process for reporting progress to Trust
Boards.
Ongoing confusion regarding the new TXA guidelines.






AOINTPN

The National Transfusion Practitioner Network

Regional TP Report for NTPN

Suggestions for key speakers / topics for future educational Understanding blood results in transfusion investigations, including FBC,
sessions haemolysis investigations, iron studies and anaemia workup, coagulation tests,
and Group & Save with common clinically significant antibodies.
Blood Grouping: what every transfusion practitioner should know.
Comments

Compiled by Egle Gallo/Stuart Lord Date. 27/05/2026







