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NHS Quality Improvement Scotland (NHS QIS) was set up by the Scottish 
Parliament in 2003 to take the lead in improving the quality of  care and treatment 
delivered by NHSScotland. NHS QIS does this by setting standards and monitoring 
performance, and by providing NHSScotland with advice, guidance and support on 
effective clinical practice and service improvements. 
 
The Scottish National Blood Transfusion Service (SNBTS) is responsible for 
collecting, processing, storing and supplying all blood and blood components in 
Scotland and NHS boards are responsible for ordering and managing their supplies 
in a safe and effective manner. The Scottish Executive introduced a programme of  
work to improve and support transfusion practice in Scotland and, as a consequence, 
NHS QIS appointed a project group to develop clinical standards for blood 
transfusion practices. The project group developed four standards, covering: core 
principles; clinical management – pre-transfusion; clinical management – hospital 
transfusion laboratory; and clinical management – blood and blood component 
collection, administration and monitoring. The Clinical Standards for Blood 
Transfusion were published in September 2006. These include details of  the project 
group which set the standards and are available on request from NHS QIS or can be 
downloaded from the website (www.nhshealthquality.org). 
 
About this report 
This report presents the findings from the peer review of  NHS Dumfries & 
Galloway’s performance against the blood transfusion standards. 
 
The review process has three key phases: preparation prior to the visit; the visit; and 
the report production and publication following the visit. (See flow chart in 
Appendix 2 for further detail.) During the visit, each multidisciplinary review team 
assesses performance using the categories ‘met’, ‘not met’ and ‘not met (insufficient 
evidence)’, as detailed below. 
 
● ‘Met’ applies where the evidence demonstrates the standard and/or criterion is being 

attained. 
 
● ‘Not met’ applies where the evidence demonstrates the standard and/or criterion is 

not being attained. 
 
● ‘Not met (insufficient evidence)’ applies where no evidence is available for the 

review team, or where the evidence available is insufficient to allow an assessment to 
be made. 

 
A final category ‘not applicable’ is used where a standard and/or criterion does not 
apply to the NHS board under review. 
 
Each review team is led by an experienced reviewer, who is responsible for guiding 
the team in their work and ensuring that team members are in agreement about the 
assessment reached. Membership of  the review team visiting NHS Dumfries & 
Galloway on 16 April 2008 can be found in Appendix 3. 



içÅ~ä=oÉéçêí=Ekep=aìãÑêáÉë=C=d~ääçï~óFW=_äççÇ=qê~åëÑìëáçå=Ó=^ìÖìëí=OMMU=
=

S 

O= pìãã~êó=çÑ=ÑáåÇáåÖë=

OKN= lîÉêîáÉï=çÑ=äçÅ~ä=ëÉêîáÅÉ=éêçîáëáçå=
Dumfries & Galloway is situated in south-west Scotland and has a population of  
around 148,0301. The majority of  the population live in towns and villages, of  which 
Dumfries is the largest in the region, although a significant proportion live in rural 
areas.  
 
içÅ~ä=kep=ëóëíÉã=~åÇ=ëÉêîáÅÉë=

Dumfries & Galloway NHS Board is responsible for improving the health of  the 
local population and for the delivery of  the healthcare required. It provides strategic 
leadership and has responsibility for the efficient, effective and accountable 
performance of  the NHS in Dumfries & Galloway.  
 
Further information about the local NHS system can be accessed via the website of  
NHS Dumfries & Galloway (www.show.scot.nhs.uk/dghb). 
 
The board’s blood bank is located within Dumfries & Galloway Royal Infirmary 
(DGRI), Dumfries, with a satellite laboratory in the Galloway Community Hospital 
(GCH), Stranraer. Blood and blood components are supplied to DGRI by the West 
of  Scotland SNBTS (Clinical Directorate) hospital transfusion laboratory based at 
Gartnavel General Hospital, Glasgow. DGRI supplies blood and blood components 
to GCH and the other four community hospitals: Moffat Hospital, Castle Douglas 
Hospital, Kirkcudbright Hospital and Newton Stewart Hospital.  
 
In the 12 months prior to the review visit, approximately 5,000 red cell units, 300 
plasma units and 300 platelets units were transfused at the DGRI and a further 250 
red cell units were transfused in the community hospitals. 
 
The NHSScotland Better Blood Transfusion Programme (BBTP) is assisted by a 
part-time transfusion practitioner supported by a team of  trainers in the clinical 
areas. 

                                                           
1 General Register Office for Scotland. Mid-2006 Population Estimates Scotland: Population 
Estimates by Age and Sex and Administrative Area. First published on 26 April 2007. Revised 27 July 
2007. Available from: http://www.gro-scotland.gov.uk/files 
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A summary of  the findings from the review is presented in this section. A detailed 
description of  performance against the standards/criteria is included in Section 3. 
 
`çêÉ=éêáåÅáéäÉë=

NHS Dumfries & Galloway has recently re-structured its hospital transfusion 
committee (HTC) and has ensured multidisciplinary membership with a revised set 
of  terms of  reference. Membership includes key staff  groups from DGRI and GCH. 
The HTC chair also sits on the board’s healthcare governance committee (HGC). 
The review team noted the significant work of  the short-life working group towards 
compliance with the blood transfusion standards and its accomplishment of  
identifying those areas where the board required to undertake additional work. 
 
Although there has been limited resource for audit activity, which has been driven by 
the transfusion practitioner, this has led to improvements in blood transfusion 
service provision. The board has piloted an integrated care pathway (ICP) for blood 
transfusion in adults and, following review of  its use, and modification to further 
support compliance with the blood transfusion standards, will be implemented across 
NHS Dumfries & Galloway. A hospital transfusion team (HTT) has been established 
and will first meet in May 2008. One of  its priorities will be to review recently 
collected audit data and make recommendations for the HTC to agree procedural 
improvements. The HTT will also prioritise the list of  audits proposed by the 
transfusion practitioner and review the blood transfusion related nursing and 
midwifery procedures. The review team encouraged the board to bring all the key 
elements into a single blood transfusion policy. 
 
The HTC, in collaboration with the clinical governance committee, implements the 
BBTP and has agreed to make the BBTP Level 1: Safe Transfusion Practice training 
mandatory, for those individuals involved in the blood transfusion process, from 
October 2008. The HTC reviews adverse events and near miss incidents relating to 
blood transfusion and initiates corrective and preventative measures. The review 
team noted the robustness of  the incident management system. The HTC is 
currently revising its emergency blood management arrangements and the review 
team encouraged the board to set a date for a table-top exercise to test those 
arrangements. 
 
NHS Dumfries & Galloway uses the SNBTS ‘bag and tag’ system and the Blood 
Track™ Courier system to ensure that every unit of  blood component received into 
the hospital transfusion laboratory can be unmistakeably traced to its recipient, or to 
its final fate if  not transfused. Traceability compliance is consistently at 100%. 
 
The minimum identification data set (surname, forename, sex, date of  birth and 
unique number) is not used consistently throughout the blood transfusion process as 
gender is not always included. Audit has found that the full data set was not always 
being recorded on the wristband or on the prescription form. This is being addressed 
by the introduction of  a barcoded wristband system and ICP for transfusion. The 
board has recognised the requirement to develop a board-wide patient identification 
policy. 



içÅ~ä=oÉéçêí=Ekep=aìãÑêáÉë=C=d~ääçï~óFW=_äççÇ=qê~åëÑìëáçå=Ó=^ìÖìëí=OMMU=
=

U 

`äáåáÅ~ä=ã~å~ÖÉãÉåí=Ó=éêÉJíê~åëÑìëáçå=

At the time of  the review visit, NHS Dumfries & Galloway had developed an ICP 
document for blood transfusion which was being piloted in selected areas across the 
board. However, the ICP document does not include a specific area to record 
transfusion discussions with patients regarding alternatives to transfusion and their 
option to refuse blood products. This issue will be addressed at the next meeting of  
the ICP short-life working group prior to presentation at the HTT and HTC 
meetings. 
 
There is a wide range of  leaflets and information for patients explaining the risks and 
benefits of  blood transfusion available in the majority of  clinical areas, and on the 
board’s intranet site. The provision of  information and consent was reported to be 
documented in the hospital notes, although the board was unable to provide 
evidence to support this practice at the time of  the review. There is good access to 
translation services when required. 
 
The review team was informed that in emergency situations when pre-transfusion 
discussion is not possible, medical staff  respond in the best interests of  the patient, 
initially checking their personal belongings to establish identity as timely as possible. 
Any advance directives or known individual choices are respected. However, it was 
noted that there is no formal structure in place to ensure, retrospectively, that a 
patient is informed that a transfusion has taken place. The review team 
acknowledged the commitment of  a staff  member within the board to address this 
area of  work. 
 
A draft report from a small audit showed that not all prescriptions for blood and 
blood components are adequately detailed and signed by a qualified practitioner. 
Staff  reported that full implementation of  the ICP within NHS Dumfries & 
Galloway would assist compliance with this standard criterion. 
 
`äáåáÅ~ä=ã~å~ÖÉãÉåí=Ó=Üçëéáí~ä=íê~åëÑìëáçå=ä~Äçê~íçêó=

Laboratory operations in DGRI and GCH comply with current regulatory 
requirements. Competency-based training and assessment systems are in place and 
training records are well maintained.  
 
Standard operating procedures are in use in the laboratory to optimise blood use and 
minimise wastage. At the time of  the review visit, the maximum blood ordering 
schedule was being reviewed.  
 
The blood stock management system assists to eliminate excess inventory and reduce 
waste. The Blood Track™ Courier system controls timed access to the blood fridges 
for collection and return of  blood units using a barcoded swipe. Training in the use 
of  Blood Track™ has raised awareness of  the need to return unused blood to a 
fridge within 30 minutes of  its removal and has assisted with reduction of  wastage. 
The review team encouraged the board to add blood wastage to the HTC’s agenda 
and commended ‘cold-chain’ control measures within DGRI and for transport of  
blood to GCH and the other community hospitals.  
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The review team was aware of  a strong BBTP training culture within NHS Dumfries 
& Galloway. The transfusion practitioner is supported by a team of  trainers with a 
trainer in each of  the community hospitals. A high proportion of  staff  involved in 
the blood transfusion process have participated in the BBTP continuing education 
programme, although the consultant staff  and laboratory staff  are under 
represented. Completion of  BBTP Level 1 training is being made mandatory and 
should ensure that all staff  groups are made aware that positive patient identification 
against the blood and blood component and any accompanying documentation is 
required at every stage of  the clinical transfusion process. 
 
Audit of  bedside practice for those patients receiving a transfusion has found that 
not all monitoring observations are being recorded during and after transfusion. 
Introduction of  the ICP should help achieve improved compliance. 
 
Serious adverse blood reactions and serious adverse events and near miss incidents 
are reported appropriately on the clinical incident reporting system and to the 
relevant authorities. 
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NHS Dumfries & Galloway established a hospital transfusion committee (HTC) 
several years ago which meets every 3 months. However, the attendance has not 
always been multidisciplinary and the chair was not fixed. At the time of the review 
visit, the medical director for acute services had recently been appointed as HTC 
chair and he confirmed, to the review team, his commitment to the HTC and to its 
multidisciplinary membership. The HTC chair also sits on the board’s healthcare 
governance committee (HGC) and reported that the newly revised HTC terms of 
reference, including extended membership, had been agreed by the HGC. However, 
the review team did not see clear evidence of the HTC’s accountability to the board 
via the clinical governance structure and recognised the challenge for the board to 
maintain multidisciplinary membership of the HTC. 

In preparation for the review visit, the HTC and a short-life working group met 
monthly. The working group included the acting lead clinician for blood transfusion, 
the transfusion practitioner, the general manager for laboratories, the senior 
biomedical scientist (BMS) based at Dumfries & Galloway Royal Infirmary (DGRI) 
hospital transfusion laboratory and the board’s quality manager. The adverse incident 
manager and a clinical governance facilitator were also included in the membership. 
The review team noted the significant work done by the group towards compliance 
with the blood transfusion standards and its accomplishment of identifying those 
areas where additional work was needed.  

The community hospitals are represented at the HTC by the senior nurse manager, 
based at Galloway Community Hospital, who reported that she had adequate time to 
dedicate to the HTC and the communication of its activities to the other community 
hospitals. The review team encouraged the board to ensure representation from the 
West of Scotland Blood Transfusion Service (WOSBTS) at the HTC meetings and to 
consider introducing a standing agenda to include traceability, blood wastage rates, 
audit, and policies and procedures. 
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In 2005, NHS Dumfries & Galloway participated in the National Comparative Audit 
of Clinical Bedside Practice, funded by the NHSScotland Better Blood Transfusion 
Programme (BBTP). As a result, the transfusion practitioner cascaded the audit 
findings to key stakeholders and transfusion trainers and agreed a list of 
recommendations to reduce the risk of a wrong unit of blood being given or the risk 
of a patient suffering an unobserved transfusion reaction. This list included the 
implementation of a blood transfusion integrated care pathway (ICP) which was 
supported by the HTC. A short-life working group was set up to design the pathway 
and a pilot form was tested in selected clinical areas within DGRI in 2006/2007. The 
findings from the pilot are being reviewed and the form will be updated and 
introduced across the NHS board area. The review team highlighted this work as a 
strength of the blood transfusion service. 

Limited resource has been available for the conduct of audit related to blood 
transfusion and the review team found minimal evidence of the HTC driving 
forward changes in practice as a result of audit findings. Such work has been led by 
the transfusion practitioner, assisted by the clinical audit support team. The 
foundation year tutor has also been supportive in identifying junior doctors to collect 
audit data and the associate nurse director arranged for nursing staff to participate in 
the data collection phase of the most recent wristband audit. 

Staff reported that the board recognised the need for the HTC to set priorities within 
the audit programme which has been prepared by the transfusion practitioner. A 
hospital transfusion team (HTT) has been established and will review the most recent 
audit findings and agree recommendations to be presented to the HTC which will 
then agree corrective and preventative actions. The HTT will first meet in May 2008.  

Training and education is a standing item on the HTC’s agenda and it has agreed to 
make the BBTP Level 1: Safe Transfusion Practice training mandatory, for those 
individuals involved in the blood transfusion process, from October 2008, with each 
individual’s training required to be revalidated every 2 years.  

The review team found limited evidence of the HTC’s involvement in the 
development, ratification and dissemination of blood transfusion guidelines and 
protocols. Staff reported that the HTC had recognised the need for a unified blood 
transfusion policy and that review of nursing and midwifery procedures would be 
included in the HTT work plan. 
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The HTC has been working towards meeting the BBTP objectives and key 
performance indicators and the review team recognised that the restructured HTC 
and the establishment of an active HTT would assist with this. The team noted that 
strengthened links with the HGC would further assist with the implementation of the 
BBTP. 
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All adverse events and near miss incidents related to blood transfusion are reported 
using a paper-based system to the adverse incident manager who informs the 
transfusion practitioner and involves them in the investigation of the event and 
subsequent development of an action plan. The transfusion practitioner would 
address any training needs with the individuals involved in the event/incident and 
the adverse incident manager gives them personal feedback on the outcome of the 
investigation, when possible. If trends are identified, a safety practice notice would be 
issued and the board plans to introduce an anonymised adverse event bulletin for 
board-wide issues. Staff reported that the paper-based system did not lend itself to 
good sharing of learning and anticipated that this would improve with the 
introduction of Datix (an electronic risk management reporting system). 

The transfusion practitioner informs the HTC of adverse events and co-ordinates the 
reporting of serious adverse events and near miss incidents to relevant national 
bodies. 

Monthly reports on all incidents, by department, are distributed to individual 
departments to share learning from across the NHS board area at their department 
meetings. Reports are also copied monthly to the quality improvement working 
group (QIWG) which monitors action plans developed as a result of adverse events 
and incidents. The QIWG is a subcommittee of the HGC which oversees the work 
of the QIWG. 
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pí~åÇ~êÇ=NÄW=`çêÉ=mêáåÅáéäÉë=

pí~åÇ~êÇ=pí~íÉãÉåí=
qÜÉ=kep=Äç~êÇ=Ü~ë=~=ëóëíÉã=áå=éä~ÅÉ=íç=ÉåëìêÉ=íÜ~í=ÉîÉêó=ìåáí=çÑ=ÄäççÇ=ÅçãéçåÉåí=
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êÉÅáéáÉåíI=çê=íç=áíë=Ñáå~ä=Ñ~íÉ=áÑ=åçí=íê~åëÑìëÉÇK=

kep=aìãÑêáÉë=C=d~ääçï~ó=

bëëÉåíá~ä=`êáíÉêáçå=

NÄKNW= = qÜÉêÉ=áë=~=î~äáÇ~íÉÇ=ëóëíÉã=íç=ÉåëìêÉ=íÜ~í=ÉîáÇÉåÅÉ=çÑ=ìåãáëí~â~ÄäÉ=íê~ÅÉ~Äáäáíó=áë=
ÖÉåÉê~íÉÇI=ëíçêÉÇ=~åÇ=~ÅÅÉëëáÄäÉ=Ñçê=PM=óÉ~êëK=

pq^qrpW=Met  

A ‘bag and tag’ system has been implemented in the blood transfusion department of 
DGRI. When a unit is allocated to a patient, a paper tag is printed from the 
laboratory computerised system which includes patient identifying information and 
two traceability labels; each label contains the donation number. Staff reported that 
the tag always accompanies the unit of blood component until it is transfused or 
returned to the laboratory if unused. If transfused, one label from the tag is signed 
and placed in the patient’s notes and the other is completed and returned to the 
hospital transfusion laboratory to confirm the patient received the component. The 
data on the returned labels is checked for completeness and entered into the 
computerised system that records the fate of each component. The returned labels 
are stuck to the back of the relevant blood request form and both sides of the form 
are electronically scanned for long-term storage. The paper copies are not retained. 
The satellite transfusion laboratory at Galloway Community Hospital (GCH), 
Stranraer, keeps the labels indefinitely for units used locally, and does not scan the 
forms. All other community hospitals return labels to DGRI. 

Instances of incomplete label information or non-return would be brought to the 
attention of the relevant ward/department by laboratory staff and an escalation 
process is in place if non-compliance continues. The review team highlighted the 
100% compliance records which were being achieved in NHS Dumfries & Galloway. 

In DGRI and GCH the Blood Track™ Courier system is also in use which provides 
an audit trail from the point of collection of a unit until its return to the blood bank. 
Only staff who have been trained to use Blood Track™ are permitted to collect and 
return blood to the blood bank fridge, controlled by personalised swipe cards. Use of 
someone else’s card is a disciplinary matter. In the case of removal of emergency 
blood stocks from fridges, the swipe card system can be overridden. This rings an 
alarm in the laboratory and all such alarms are investigated. 
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pí~åÇ~êÇ=pí~íÉãÉåí=
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ìåáèìÉ=áÇÉåíáÑáÅ~íáçå=åìãÄÉêI=ÉÖ=`çããìåáíó=eÉ~äíÜ=fåÇÉñ=x`efzF=áë=ìëÉÇ=~í=ÉîÉêó=
ëí~ÖÉ=çÑ=íÜÉ=ÅäáåáÅ~ä=íê~åëÑìëáçå=éêçÅÉëë=íç=éçëáíáîÉäó=áÇÉåíáÑó=íÜÉ=é~íáÉåíK=

pq^qrpW=Not met  

All those staff who have received BBTP Level 1 training have been made aware of 
the importance of positive patient identification, and identification checks are 
included in the relevant nursing and midwifery procedures and laboratory standard 
operating procedures. However, not all transfusion related documentation requires 
the minimum identification data set (surname, forename, sex, date of birth and 
unique identification number) to be used at all times. Specifically, several forms and 
the blood sample bottles used do not allow for the inclusion of gender. Audit has 
found that the full data set was not always being recorded on the wristband nor on 
the prescription form. 

As part of the national project promoting the use of the Community Health Index 
(CHI), NHS Dumfries & Galloway has been piloting the use of barcoded wristbands 
which are to be introduced throughout the NHS board area. This will help address 
compliance with this standard criterion. 

 

NÅKOW= = ^ää=é~íáÉåíë=ãìëí=ÄÉ=áÇÉåíáÑá~ÄäÉ=~í=~ää=íáãÉëK=fåé~íáÉåíë=~åÇ=Ç~ó=é~íáÉåíë=ãìëí=
ïÉ~ê=~å=áÇÉåíáÑáÅ~íáçå=ïêáëíÄ~åÇK=fÑ=íÜÉ=ïêáëíÄ~åÇ=ÄÉÅçãÉë=áå~ÅÅÉëëáÄäÉ=Ñçê=~åó=
êÉ~ëçåI=~å=~äíÉêå~íáîÉI=êáëâJ~ëëÉëëÉÇ=Ñçêã=çÑ=áÇÉåíáÑáÅ~íáçå=áë=~ÇçéíÉÇ=áããÉÇá~íÉäóK=

pq^qrpW=Not met  

The audit conducted as part of the National Comparative Audit of Clinical Bedside 
Practice in 2005 found that not all patients in DGRI were wearing wristbands. A 
follow-up prospective study conducted in 2008 found that there had been a 
significant improvement in the numbers of inpatients and day patients who were 
wearing a wristband. Staff reported that the requirement to develop a patient 
identification policy had been recognised by the board. The review team noted the 
challenge for the board to ensure that all patients wear a wristband. 

There is no formal risk-assessed alternative to a wristband, should it become 
inaccessible, such as under hospital drapes in surgery. Staff reported that this will be 
addressed in the patient identification policy. 



içÅ~ä=oÉéçêí=Ekep=aìãÑêáÉë=C=d~ääçï~óFW=_äççÇ=qê~åëÑìëáçå=Ó=^ìÖìëí=OMMU=
=

NR 

NÅKPW= = qÜÉêÉ=áë=~=ëóëíÉã=EÉÖ=ÇáëíáåÅíáîÉ=ïêáëíÄ~åÇëF=íç=~äÉêí=èì~äáÑáÉÇ=éê~ÅíáíáçåÉêë=íç=
é~íáÉåíë=ïÜç=Ü~îÉ=ëéÉÅáÑáÅ=íê~åëÑìëáçå=êÉèìáêÉãÉåíëI=áåÅäìÇáåÖ=íÜÉ=ïáëÜ=íç=åçí=ÄÉ=
íê~åëÑìëÉÇK=

pq^qrpW=Met  

Staff reported that a white sticker is used on the front of the patient notes to alert 
practitioners to the presence of an advanced directive which should be reviewed 
before clinical procedures including transfusion. The directive itself is securely placed 
inside the front cover of the notes and the admission and emergency department 
information systems are updated accordingly. 

An NHS Dumfries & Galloway policy for the treatment of patients who refuse 
transfusion of blood and blood products (including Jehovah’s Witnesses) has been 
drafted for approval at the next HTC meeting. At the time of the review visit, this 
draft policy did not include a section on an alert system, although staff reported that 
the introduction of a clinical alert sheet at the front of the patient notes had been 
discussed by the patient records review group as part of a risk assessment of patient 
documentation. Staff reported that the inclusion of an alert in the barcode on the 
wristband was also being considered. 

Patient information leaflets on Advance Directives (Living Wills) are available in 
communal areas. 

 

NÅKQW= = cçê=é~íáÉåíë=ïÜçëÉ=áÇÉåíáíó=Å~ååçí=ÄÉ=ÅçåÑáêãÉÇ=EÉÖ=ìåÅçåëÅáçìë=é~íáÉåíë=çê=
é~íáÉåíë=ïáíÜ=ÅçããìåáÅ~íáçå=ÇáÑÑáÅìäíáÉëFI=~=ãáåáãìã=çÑ=ÖÉåÇÉê=~åÇ=çåÉ=ìåáèìÉ=
áÇÉåíáÑáÉê=EÉÖ=~ÅÅáÇÉåí=~åÇ=ÉãÉêÖÉåÅó=åìãÄÉê=çê=`ef=åìãÄÉêF=áë=ÉëëÉåíá~ä=Ñçê=
éçëáíáîÉ=é~íáÉåí=áÇÉåíáÑáÅ~íáçåK=

pq^qrpW=Met  

The NHS Dumfries & Galloway procedure for registering an unknown patient on 
admittance to accident and emergency (A&E) at DGRI generates a unique identifier 
which is added to the wristband along with patient gender. The review team 
encouraged the board to formalise this into a protocol or include in the draft patient 
identification policy. 

A language identification card, directory of local interpreters and a 24 hour 
translation service are available to support communication and establish patient 
identification details where appropriate. 
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NÇKNW= = bãÉêÖÉåÅó=ÄäççÇ=ã~å~ÖÉãÉåí=~êê~åÖÉãÉåíë=Eb_j^F=~êÉ=Éëí~ÄäáëÜÉÇ=~ë=ÇÉÑáåÉÇ=
áå=eaiEOMMRFORK=

pq^qrpW=Met  

Emergency blood management arrangements (EBMA) are established within NHS 
Dumfries & Galloway. When the hospital transfusion laboratory is notified of 
reduced national blood stocks by the SNBTS, contact is made with the consultant 
haematologist with responsibility for transfusion (or their named deputy) who then 
activates the arrangements which initiate an information cascade and a meeting of 
the emergency blood management group is convened. At the time of the review visit, 
the EBMA were being updated to reflect the change in the chair of the HTC and 
other key staff. Staff reported that a table-top exercise of the operational aspects of 
the EBMA would be conducted.  
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pq^qrpW=Not met (insufficient evidence)  

At the time of the review visit, NHS Dumfries & Galloway was developing systems 
to ensure that patients are informed of the reasons for blood transfusion, risks and 
benefits and options to refuse. Staff reported that an ICP document for blood 
transfusion, which is in its final stages of development, has been piloted in three 
areas across the NHS board. The ICP document contains a tick box to prompt staff 
to provide patients with a leaflet explaining blood transfusion and to obtain verbal 
consent, however, it does not include a specific area to document the discussion 
regarding option to refuse. The review team was further informed that a draft ICP 
document for pre-assessment of surgical patients is also in development. This 
document contains a free text box area which can be used by staff to record 
transfusion discussions. The review team encouraged the board to consider 
modifying the ICP to include transfusion discussion, alternatives to, and the option 
to refuse blood products. This issue will be raised with the ICP manager and the 
HTC at its next meeting. 

The provision of information and consent was reported to be documented in the 
hospital notes, although the board was unable to provide evidence to support this 
practice at the time of the review. 

 

O~KOW= = iÉ~ÑäÉíë=Éñéä~áåáåÖ=íÜÉ=êáëâë=~åÇ=ÄÉåÉÑáíë=çÑI=~åÇ=~äíÉêå~íáîÉë=íçI=íê~åëÑìëáçå=~êÉ=
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pq^qrpW=Met  

Nationally produced information leaflets are widely available in the majority of 
clinical areas and in the outpatient department within DGRI. Staff reported that 
patients attending surgical pre-assessment clinics are provided with relevant 
information by medical staff, and nursing staff take responsibility to ensure that 
patients have been offered information. This is then documented in the hospital 
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notes. In addition, the ICP documentation used in the pilot areas provides a prompt 
to ensure patients are offered appropriate blood transfusion information.  

Across NHS Dumfries & Galloway, patient information leaflets are electronically 
available on the board’s intranet. Leaflets can also be provided to accommodate 
patients who have communication difficulties or who do not understand English as a 
first language. A directory of interpreters is accessible on the local intranet. The 
review team was further informed that the board has identified a need to develop 
additional information to support patients with learning difficulties and this issue is 
to be taken forward and incorporated into board policy. 

 

O~KPW= = tÜÉêÉ=éêÉJíê~åëÑìëáçå=ÇáëÅìëëáçå=áë=åçí=éçëëáÄäÉ=EÉÖ=áå=~å=ÉãÉêÖÉåÅóF=íÜÉêÉ=áë=~=
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ïáíÜ=~å=~Çî~åÅÉ=ÇÉÅáëáçå=ÇçÅìãÉåíK=

pq^qrpW=Met  

Staff reported that, in an emergency situation, where pre-transfusion discussion is 
not possible, medical staff will respond to the situation in the best interest of the 
patient. Nurses work in collaboration with external agencies in an attempt to identify 
the patient as soon as possible. There is an opportunity within A&E to identify any 
advance directive through the NHSScotland Emergency Department Information 
System if this information has been entered previously. Alternatively, the patient 
would be searched for any medical alerts on arrival at the hospital. 

A representative from the surgical directorate is taking this issue forward to 
strengthen the existing arrangement around pre-transfusion discussion in accordance 
with the patient’s treatment preferences. 

NHS Dumfries & Galloway has recorded no formal complaints or adverse events as 
a result of non-compliance with advanced directives. 

 

O~KQW= = tÜÉå=éêÉJíê~åëÑìëáçå=ÇáëÅìëëáçå=Ü~ë=åçí=í~âÉå=éä~ÅÉI=íÜÉ=êÉ~ëçåë=Ñçê=íê~åëÑìëáçå=
EÄ~ëÉÇ=çå=êáëâë=~åÇ=ÄÉåÉÑáíëF=~êÉ=ÇáëÅìëëÉÇ=ïáíÜ=íÜÉ=é~íáÉåí=~åÇ=ïêáííÉå=
áåÑçêã~íáçå=çÑÑÉêÉÇ=êÉíêçëéÉÅíáîÉäóK=

pq^qrpW=Not met (insufficient evidence)  

At the time of the review visit, there was no formal structure in place within NHS 
Dumfries & Galloway to ensure that a patient is retrospectively informed that a 
transfusion had taken place. Staff are aware of the importance of offering patients 
retrospective information regarding blood transfusion, although there was no 
documented evidence available to the review team to confirm compliance with this 
standard criterion. However, it was reported that a member of staff has expressed 
interest in taking this area of work forward. The proposed audit plan includes 
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arrangements to address the distribution and use of blood transfusion leaflets, and 
documented recordings of transfusion discussions and advance directives within 
Jehovah’s Witness casenotes.  

The review team acknowledged, as a strength of the board, its staff member’s 
commitment to take forward retrospective transfusion discussions. 
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pí~åÇ~êÇ=OÄW=`äáåáÅ~ä=j~å~ÖÉãÉåí=Ó=mêÉJqê~åëÑìëáçå=

pí~åÇ~êÇ=pí~íÉãÉåí=
mçëáíáîÉ=é~íáÉåí=áÇÉåíáÑáÅ~íáçå=~í=íÜÉ=íáãÉ=çÑ=ë~ãéäáåÖ=~åÇ=íÜÉ=ìëÉ=çÑ=~=ãáåáãìã=
áÇÉåíáÑáÅ~íáçå=Ç~í~=ëÉí=çå=ë~ãéäÉë=~åÇ=êÉèìÉëí=Ñçêãë=áë=ÉëëÉåíá~ä=Ñçê=éêÉJíê~åëÑìëáçå=íÉëíáåÖ=
~åÇ=ÄäççÇ=ÅçãéçåÉåí=êÉèìÉëíëK=

kep=aìãÑêáÉë=C=d~ääçï~ó=

bëëÉåíá~ä=`êáíÉêáçå=

OÄKNW= = _äççÇ=ë~ãéäÉë=Ñçê=íê~åëÑìëáçå=éìêéçëÉë=~êÉ=çÄí~áåÉÇ=~åÇ=ä~ÄÉääÉÇ=áå=~ÅÅçêÇ~åÅÉ=
ïáíÜ=äçÅ~ä=éêçíçÅçäëI=ïÜáÅÜ=~êÉ=Ä~ëÉÇ=çå=å~íáçå~ä=ÖìáÇÉäáåÉëK=

pq^qrpW=Not met  

Local protocols for taking and labelling blood samples for transfusion purposes are 
in place and are clear and concise. However, they do not include gender as part of 
the minimum identification data set. This gap has been identified by the board and is 
being addressed. Protocols clearly state that staff should not pre-label sample tubes 
or use addressograph labels when taking a blood specimen. The review team noted 
the senior phlebotomists’ involvement in training all new and existing staff to ensure 
that consistent practice is undertaken in accordance with board policies. 

The review team considered the board to have failed to meet this standard criterion 
because of the challenge to positively identify a patient in the absence of gender 
being included on all documentation relating to blood transfusion and on the patient 
identification wristband. 
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pí~åÇ~êÇ=OÅW=`äáåáÅ~ä=j~å~ÖÉãÉåí=Ó=mêÉJqê~åëÑìëáçå=

pí~åÇ~êÇ=pí~íÉãÉåí=
_äççÇ=~åÇ=ÄäççÇ=ÅçãéçåÉåí=éêÉëÅêáÄáåÖ=áë=íÜÉ=êÉëéçåëáÄáäáíó=çÑ=~=èì~äáÑáÉÇ=éê~ÅíáíáçåÉêK=

kep=aìãÑêáÉë=C=d~ääçï~ó=

bëëÉåíá~ä=`êáíÉêá~=

OÅKNW= = ^ää=éêÉëÅêáéíáçåë=Ñçê=ÄäççÇ=~åÇ=ÄäççÇ=ÅçãéçåÉåíë=~êÉ=ëáÖåÉÇ=Äó=~=èì~äáÑáÉÇ=
éê~ÅíáíáçåÉêK=

pq^qrpW=Not met  

Draft audit data provided to the review team at the time of the visit confirmed that 
almost all prescriptions for blood and blood components were signed by a qualified 
practitioner. However, the evidence also highlighted that the small percentage of 
prescriptions that were not signed were from areas not using the pilot ICP 
documentation. Staff reported that it is routine practice for two nurses to check that 
the prescription sheet is fully completed before administering a blood transfusion. 
Areas not using the ICP documentation use the standard NHS Dumfries & Galloway 
intravenous fluid charts. Results from the recent draft prescription audit are to be 
discussed at the next HTT and HTC meetings and action agreed. 

 

OÅKOW= = _äççÇ=~åÇ=ÄäççÇ=ÅçãéçåÉåí=éêÉëÅêáéíáçåë=ëéÉÅáÑóW=ÄäççÇ=ÅçãéçåÉåí=íç=ÄÉ=
~ÇãáåáëíÉêÉÇX=åìãÄÉê=çÑ=ìåáíë=EãáääáäáíêÉë=áå=é~ÉÇá~íêáÅ=é~íáÉåíëF=íç=ÄÉ=íê~åëÑìëÉÇX=
Çìê~íáçå=çÑ=íê~åëÑìëáçåX=~åó=ëéÉÅá~ä=êÉèìáêÉãÉåíëX=~åÇ=~åó=ëéÉÅá~ä=áåëíêìÅíáçåëK=

pq^qrpW=Not met  

A draft report from a small audit of the prescription of blood and blood components 
undertaken in January–February 2008 found that not all prescriptions fully specified 
the blood components to be administered, the number of units to be transfused, the 
duration of the transfusion, any special requirements and any special instructions. 
However, it was reported that implementation of the ICP across the NHS board area 
would assist compliance with this standard criterion. 



içÅ~ä=oÉéçêí=Ekep=aìãÑêáÉë=C=d~ääçï~óFW=_äççÇ=qê~åëÑìëáçå=Ó=^ìÖìëí=OMMU=
=

OO 

pí~åÇ~êÇ=P~W=`äáåáÅ~ä=j~å~ÖÉãÉåí=Ó=eçëéáí~ä=qê~åëÑìëáçå=
i~Äçê~íçêó=

pí~åÇ~êÇ=pí~íÉãÉåí=
i~Äçê~íçêó=çéÉê~íáçåë=Åçãéäó=ïáíÜ=ÅìêêÉåí=êÉÖìä~íçêó=êÉèìáêÉãÉåíëK=

kep=aìãÑêáÉë=C=d~ääçï~ó=

bëëÉåíá~ä=`êáíÉêá~=

P~KNW= = ^ää=íê~åëÑìëáçå=ä~Äçê~íçêáÉë=ïáíÜáå=íÜÉ=kep=Äç~êÇ=~êÉ=~ÅÅêÉÇáíÉÇ=Äó=`äáåáÅ~ä=
m~íÜçäçÖó=^ÅÅêÉÇáí~íáçå=ErhF=iíÇ=E`m^F=çê=Éèìáî~äÉåí=~åÇ=~êÉ=Åçãéäá~åí=ïáíÜ=íÜÉ=
jÉÇáÅáåÉë=~åÇ=eÉ~äíÜÅ~êÉ=éêçÇìÅíë=oÉÖìä~íçêó=^ÖÉåÅó=Ejeo^F=êÉèìáêÉãÉåíëK=

pq^qrpW=Met  

Clinical Pathology Accreditation (UK) Ltd (CPA) has accredited the laboratories in 
DGRI and GCH and the Medicines and Healthcare products Regulatory Agency 
(MHRA) has issued a letter of compliance to NHS Dumfries & Galloway. A mock 
MHRA inspection had been conducted in 2007 and the findings were being 
addressed. 

It was noted by the review team that SNBTS had not provided an up-to-date 
technical agreement for the provision of blood components to NHS Dumfries & 
Galloway. The review team encouraged the board to progress this. 

NHS Dumfries & Galloway commissions services for NHS patients from BMI Ross 
Hall Hospital, Glasgow, and Abbey Carrick Glen Hospital, Ayr. There are 
monitoring arrangements in place to assure that these services are compliant with all 
standards of care as set by both the Care Commission and NHS Quality 
Improvement Scotland. BMI Ross Hall Hospital is accredited by CPA and complies 
with MHRA requirements. Abbey Carrick Glen Hospital is supplied with blood from 
Crosshouse Hospital, Ayr, which also complies with current regulatory requirements. 

 

P~KOW= = `çãéÉíÉåÅóJÄ~ëÉÇ=íê~áåáåÖ=~åÇ=~ëëÉëëãÉåí=ëóëíÉãë=~êÉ=áå=éä~ÅÉ=~åÇ=íê~áåáåÖ=
êÉÅçêÇë=~êÉ=ã~áåí~áåÉÇK=

pq^qrpW=Met  

NHS Dumfries & Galloway trainee BMSs in the department of haematology and 
blood transfusion receive in-house competency-based training which is assessed and 
recorded in individual competency logs. The department also participates in the 
National External Quality Assurance System. Registered BMSs update their 
competencies every 2 years. Trainees and registered BMSs are invited to complete 
the theoretical BBTP Level 1 training accessed through the OrasGold™ online 
recording and assessment system. Information on the uptake of OrasGold™ training 
and competency achieved can be accessed from the laboratory. 
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=

OP 

Staff from the laboratories at DGRI and GCH are rostered in to the DGRI 
laboratory in order to maintain their blood transfusion laboratory competencies. 
Witness audits are also part of the laboratory quality management system. 

The review team noted the comprehensiveness of the competency-based training and 
assessment systems. 

 



içÅ~ä=oÉéçêí=Ekep=aìãÑêáÉë=C=d~ääçï~óFW=_äççÇ=qê~åëÑìëáçå=Ó=^ìÖìëí=OMMU=
=

OQ 

pí~åÇ~êÇ=PÄW=`äáåáÅ~ä=j~å~ÖÉãÉåí=Ó=eçëéáí~ä=qê~åëÑìëáçå=
i~Äçê~íçêó=

pí~åÇ~êÇ=pí~íÉãÉåí=
mêçÅÉÇìêÉë=~êÉ=áå=éä~ÅÉ=íç=çéíáãáëÉ=ÄäççÇ=ìëÉ=~åÇ=ãáåáãáëÉ=ï~ëí~ÖÉK=

kep=aìãÑêáÉë=C=d~ääçï~ó=

bëëÉåíá~ä=`êáíÉêá~=

PÄKNW= = mêçíçÅçäë=ÉåÇçêëÉÇ=Äó=íÜÉ=eq`=~êÉ=áå=éä~ÅÉI=áåÅäìÇáåÖ=Äìí=åçí=äáãáíÉÇ=íçW=íÜÉ=
ã~ñáãìã=ëìêÖáÅ~ä=ÄäççÇ=çêÇÉêáåÖ=ëÅÜÉÇìäÉ=Ejp_lpFX=ã~ëëáîÉ=ÄäççÇ=äçëëX=ã~àçê=
áåÅáÇÉåíëX=~åÇ=ÉãÉêÖÉåÅó=ÄäççÇ=ã~å~ÖÉãÉåí=~êê~åÖÉãÉåíëK=

pq^qrpW=Not met (insufficient evidence) 

At the time of the review visit, the maximum surgical blood ordering schedule 
(MSBOS) was under review, although a draft was not available to the review team. 
Staff reported that the review was started as some non-compliances with the 
schedule had been identified. The ‘old’ MSBOS is available on the intranet and in the 
pocket-sized DGRI doctor’s handbook. Staff are aware that these will need to be 
updated when the revised MSBOS is agreed. 

The major acute blood loss protocol is also included in the handbook and staff 
reported that this section also needed to be updated. If a woman in the Cresswell 
Maternity Unit required a transfusion of more than 4 units of blood, an investigation 
would be conducted. Staff reported that 2 units of O RhD negative blood were 
available in a satellite fridge in the Cresswell Maternity Unit for use in an emergency. 
If the O RhD negative units are removed from this fridge, an alarm is sounded in the 
hospital transfusion laboratory. 

The review team noted that the version of the major incident plan submitted as 
evidence was overdue for review. 

EBMA were being revised at the time of the review visit. See standard criterion 1d.1 
on page 16. 

There was limited evidence of the HTC considering blood wastage rates. Staff 
reported that wastage rates were monitored by laboratory staff on receipt of the 
WOSBTS monthly summary of blood component transactions with hospitals. Staff 
reported that wastage rates would only be raised at the HTC if they were likely to 
affect the supply of blood from SNBTS following the initiation of EBMA (at the 
time of the review visit this was if the wastage rate was more than 5%). The review 
team encouraged the board to add blood wastage as a standing item on the HTC 
agenda. 
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=

OR 

PÄKOW= = qÜÉêÉ=áë=~=ëíçÅâ=ã~å~ÖÉãÉåí=ëóëíÉã=íç=Éäáãáå~íÉ=ÉñÅÉëë=áåîÉåíçêó=~åÇ=êÉÇìÅÉ=
ï~ëíÉI=ëìééçêíÉÇ=Äó=~å=áåÑçêã~íáçå=íÉÅÜåçäçÖó=EfqF=ëóëíÉãK=

pq^qrpW=Met  

Blood stocks are monitored on a daily basis and the laboratory information 
technology system can be used to monitor blood stocks held in GCH and the other 
community hospitals to ensure effective stock rotation. Daily deliveries of blood and 
blood components can be made to the community hospitals using validated transport 
boxes and temperature loggers. Staff reported that an intranet temperature alarm was 
being considered for installation in fridges remote from DGRI. The review team 
identified as a strength the cold chain control and monitoring in use. 

In DGRI and GCH the Blood Track™ Courier system is in use. Only staff who have 
been trained as Blood Track™ couriers are permitted to collect and return blood to 
the blood bank fridge, controlled by personalised swipe cards. This has resulted in 
better awareness of the need to use red cell units within 30 minutes of collection 
from the fridge and has contributed to a reduction in blood wastage. In the case of 
removal of emergency O RhD negative blood stocks from fridges, the swipe card 
system can be overridden. This rings an alarm in the laboratory and all such alarms 
are investigated. The review team recognised the investment in the Blood Track™ 
Courier system as a strength of NHS Dumfries & Galloway’s blood transfusion 
service. 

 

PÄKPW= = få=Åçää~Äçê~íáçå=ïáíÜ=ÅäáåáÅ~ä=ëéÉÅá~äíáÉëI=ä~Äçê~íçêó=ëí~ÑÑ=é~êíáÅáé~íÉ=áå=~ìÇáí=çÑ=
íê~åëÑìëáçå=áëëìÉëK=

pq^qrpW=Met  

Hospital transfusion laboratory staff assist the transfusion practitioner with audit 
related to blood transfusion. They were involved in the National Comparative Audit 
of Overnight Red Blood Cell Transfusion and in the retrospective audit of 
prescription documentation. They are also involved with the current review of the 
MSBOS. 

The review team noted good evidence of effective collaboration across staff groups. 
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=

OS 

pí~åÇ~êÇ=Q~W=`äáåáÅ~ä=j~å~ÖÉãÉåí=Ó=_äççÇ=~åÇ=_äççÇ=
`çãéçåÉåí=`çääÉÅíáçåI=^Çãáåáëíê~íáçå=~åÇ=jçåáíçêáåÖ=

pí~åÇ~êÇ=pí~íÉãÉåí=
mçëáíáîÉ=é~íáÉåí=áÇÉåíáÑáÅ~íáçå=áë=éÉêÑçêãÉÇ=~Ö~áåëí=íÜÉ=ÄäççÇ=ÅçãéçåÉåí=~åÇ=~åó=
~ÅÅçãé~åóáåÖ=ÇçÅìãÉåí~íáçå=~í=ÉîÉêó=ëí~ÖÉ=çÑ=íÜÉ=ÅäáåáÅ~ä=íê~åëÑìëáçå=éêçÅÉëëK=

kep=aìãÑêáÉë=C=d~ääçï~ó=

bëëÉåíá~ä=`êáíÉêá~=

Q~KNW= = låäó=ëí~ÑÑ=ïÜç=Ü~îÉ=ÅçãéäÉíÉÇ=íÜÉ=__qm=ÅçåíáåìáåÖ=ÉÇìÅ~íáçå=éêçÖê~ããÉ=Eçê=
Éèìáî~äÉåíF=~ééêçéêá~íÉ=íç=íÜÉáê=êçäÉ=Å~å=é~êíáÅáé~íÉ=áå=íÜÉ=ÅäáåáÅ~ä=íê~åëÑìëáçå=
éêçÅÉëëK=

pq^qrpW=Not met  

A BBTP training needs analysis was conducted in 2003 and training agreements are 
in place in the majority of clinical areas. At the time of the review visit, a review of 
the analysis was being planned. The transfusion practitioner delivers face-to-face 
training and provides details of and promotes OrasGold™. Training is also delivered 
to nursing students at the University of the West of Scotland. The review team were 
aware of a strong BBTP training culture within NHS Dumfries & Galloway. 

There is a team of trainers who assist with training delivery and a trainer is present in 
each of the community hospitals. Training figures for nurses, midwives, operating 
department practitioners and phlebotomists across NHS Dumfries & Galloway are at 
the BBTP target level or above. Foundation Year 1 doctors receive BBTP Level 1 
training as part of their induction and 100% attendance has been achieved. However, 
uptake of training is low in the consultant staff group. At the time of the review visit, 
not all laboratory staff had completed the training. 

To address this, the HTC has agreed that it will be mandatory for all staff groups to 
complete BBTP Level 1 training using OrasGold™ from October 2008. Each 
individual’s training will be revalidated every 2 years. The medical director for acute 
services will approach specialty team leads and the postgraduate education manager 
to determine which doctors should be included in this mandatory training. Staff 
reported that consideration was being given to including a check on this in annual 
appraisals. The review team identified that achieving full compliance with mandatory 
training was a challenge for the board. 

In addition to BBTP training, all nursing and midwifery staff who may have to 
collect blood from the DGRI blood bank or GCH laboratory have attended Blood 
Track™ Courier training. An identification number and barcoded swipe card is 
issued after a competency assessment by the transfusion practitioner or one of the 
cascade trainers. This ensures that untrained staff cannot collect blood. 

 



içÅ~ä=oÉéçêí=Ekep=aìãÑêáÉë=C=d~ääçï~óFW=_äççÇ=qê~åëÑìëáçå=Ó=^ìÖìëí=OMMU=
=

OT 

Q~KOW= = qÜÉ=ãáåáãìã=áÇÉåíáÑáÅ~íáçå=Ç~í~=ëÉí=áë=êÉÅçêÇÉÇ=çå=~ää=íê~åëÑìëáçå=ÇçÅìãÉåí~íáçå=
EëÉÉ=ëí~åÇ~êÇ=ÅêáíÉêáçå=NÅKNFK=

pq^qrpW=Not met  

Not all blood transfusion documentation in use throughout NHS Dumfries & 
Galloway prompts for the recording of the minimum data set. Staff reported that any 
discrepancy identified at a patient’s bedside would be checked with the laboratory 
and transfusion would not take place until clarified. 

The proposed introduction of an ICP for transfusion of blood and blood 
components should help address this. 



içÅ~ä=oÉéçêí=Ekep=aìãÑêáÉë=C=d~ääçï~óFW=_äççÇ=qê~åëÑìëáçå=Ó=^ìÖìëí=OMMU=
=

OU 

pí~åÇ~êÇ=QÄW=`äáåáÅ~ä=j~å~ÖÉãÉåí=Ó=_äççÇ=~åÇ=_äççÇ=
`çãéçåÉåí=`çääÉÅíáçåI=^Çãáåáëíê~íáçå=~åÇ=jçåáíçêáåÖ=

pí~åÇ~êÇ=pí~íÉãÉåí=
m~íáÉåíë=~êÉ=ãçåáíçêÉÇ=Ñçê=~åó=~ÇîÉêëÉ=ÉîÉåíë=çê=êÉ~Åíáçåë=ÇìêáåÖ=~åÇ=~ÑíÉê=íÜÉ=
íê~åëÑìëáçå=éêçÅÉëë=~ë=ÅäáåáÅ~ääó=áåÇáÅ~íÉÇK=

kep=aìãÑêáÉë=C=d~ääçï~ó=

bëëÉåíá~ä=`êáíÉêá~=

QÄKNW= = m~íáÉåíë=~êÉ=ãçåáíçêÉÇ=~ÅÅçêÇáåÖ=íç=Üçëéáí~ä=íê~åëÑìëáçå=éçäáÅó=~åÇ=~åó=ìåíçï~êÇ=
ÉîÉåíë=EáåÅäìÇáåÖ=ëìëéÉÅíÉÇ=~ÇîÉêëÉ=êÉ~ÅíáçåëF=~êÉ=áããÉÇá~íÉäó=ÅäáåáÅ~ääó=
ã~å~ÖÉÇ=~åÇ=éêçãéíäó=êÉéçêíÉÇ=íç=íÜÉ=eqiK=

pq^qrpW=Not met  

The nursing and midwifery procedure for the administration of blood and blood 
components state that, for every unit transfused, temperature, pulse, respiratory rate 
and blood pressure should be recorded before the start of transfusion. Temperature, 
pulse and respiration should then be recorded 15 and 30 minutes after the start, 
hourly until the transfusion is complete then every 4 hours for the next 24 hours. 
The piloted ICP requires the same baseline measurements as the nursing and 
midwifery procedure, although after the start of transfusion, temperature, pulse and 
respiratory rate are prompted at only 15 minutes and one hour. The procedure and 
ICP also detail the clinical management required in case of adverse events or 
reactions. Any transfusion reaction would be recorded as a variance in the ICP. 
Guidance is also included in the doctors’ handbook. 

The audit of bedside practice conducted in NHS Dumfries & Galloway as part of the 
National Comparative Audit of Blood Transfusion in 2005 identified that post-
transfusion observations were not always being recorded. NHS Dumfries & 
Galloway participated in a further National Comparative Audit of Overnight Red 
Blood Cell Transfusion in 2007 which also identified that the 15 minute observations 
were not always being recorded. The findings of this audit are to be discussed at the 
next HTC with a recommendation to reduce the number of overnight transfusions. 
The review team recognised that achievement of compliance with this standard 
criterion was a challenge for the board. 

 

QÄKOW= = pÉêáçìë=~ÇîÉêëÉ=ÉîÉåíë=~åÇ=åÉ~ê=ãáëë=áåÅáÇÉåíë=~êÉ=êÉéçêíÉÇ=çå=íÜÉ=ÅäáåáÅ~ä=
áåÅáÇÉåí=êÉéçêíáåÖ=ëóëíÉã=áå=~ÅÅçêÇ~åÅÉ=ïáíÜ=äçÅ~ä=éêçíçÅçäëK=

pq^qrpW=Met  

Any serious adverse events and near miss incidents are reported on an incident form 
which is passed to the adverse incident manager and copied to the transfusion 
practitioner if related to blood transfusion. Immediate action will be taken to ensure 
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=

OV 

the patient’s safety and this will be recorded on the form. Investigation will be 
conducted as appropriate and there is a standard operating procedure in the DGRI 
laboratory for the investigation of transfusion reactions. 

The review team noted the robustness of the incident management system. 

 

QÄKPW= = oÉéçêíë=çÑ=ëÉêáçìë=~ÇîÉêëÉ=ÉîÉåíë=çê=êÉ~Åíáçåë=~åÇ=åÉ~ê=ãáëë=áåÅáÇÉåíë=~êÉ=
ëìÄãáííÉÇ=íç=pÉêáçìë=^ÇîÉêëÉ=_äççÇ=oÉ~Åíáçåë=~åÇ=bîÉåíë=Ep^_obF=~åÇ=íÜÉ=pÉêáçìë=
e~ò~êÇë=çÑ=qê~åëÑìëáçå=EpelqF=áåáíá~íáîÉ=Äó=íÜÉ=êÉäÉî~åí=ëí~ÑÑK=

pq^qrpW=Met  

There is a formal process for reporting serious adverse events and reactions and near 
miss incidents within NHS Dumfries & Galloway. The adverse incident manager 
informs the local blood bank team which is responsible for completing the relevant 
online section of the Serious Adverse Blood Reactions and Events (SABRE) system 
and selects the reporting option for the Serious Hazards of Transfusion (SHOT) 
initiative as appropriate. The adverse incident manager is notified that this has been 
done. 
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=

PM 

^ééÉåÇáñ=N=Ó=däçëë~êó=çÑ=~ÄÄêÉîá~íáçåë=

^ÄÄêÉîá~íáçå=

^Cb= ~ÅÅáÇÉåí=~åÇ=ÉãÉêÖÉåÅó==
=
__qm= _ÉííÉê=_äççÇ=qê~åëÑìëáçå=mêçÖê~ããÉ=
=
_`pe= _êáíáëÜ=`çããáííÉÉ=Ñçê=pí~åÇ~êÇë=áå=e~Éã~íçäçÖó=
=
_jp= ÄáçãÉÇáÅ~ä=ëÅáÉåíáëí=
=
`ef= `çããìåáíó=eÉ~äíÜ=fåÇÉñ=
=
`m^= `äáåáÅ~ä=m~íÜçäçÖó=^ÅÅêÉÇáí~íáçå=ErhF=iíÇ=
=
adof= aìãÑêáÉë=C=d~ääçï~ó=oçó~ä=fåÑáêã~êó=
=
b_j^= ÉãÉêÖÉåÅó=ÄäççÇ=ã~å~ÖÉãÉåí=~êê~åÖÉãÉåíë=
=
d`e= d~ääçï~ó=`çããìåáíó=eçëéáí~ä=
=
ed`= ÜÉ~äíÜÅ~êÉ=ÖçîÉêå~åÅÉ=ÅçããáííÉÉ=
=
eq`== Üçëéáí~ä=íê~åëÑìëáçå=ÅçããáííÉÉ=
=
eqi= Üçëéáí~ä=íê~åëÑìëáçå=ä~Äçê~íçêó=
=
f`m= áåíÉÖê~íÉÇ=Å~êÉ=é~íÜï~ó=
=
jeo^= jÉÇáÅáåÉë=~åÇ=eÉ~äíÜÅ~êÉ=éêçÇìÅíë=oÉÖìä~íçêó=^ÖÉåÅó==
=
jp_lp= ã~ñáãìã=ëìêÖáÅ~ä=ÄäççÇ=çêÇÉêáåÖ=ëÅÜÉÇìäÉ=
=
kep=nfp= kep=nì~äáíó=fãéêçîÉãÉåí=pÅçíä~åÇ=
=
nftd= èì~äáíó=áãéêçîÉãÉåí=ïçêâáåÖ=Öêçìé=
=
p^_ob= pÉêáçìë=^ÇîÉêëÉ=_äççÇ=oÉ~Åíáçåë=~åÇ=bîÉåíë=
=
pelq= pÉêáçìë=e~ò~êÇë=çÑ=qê~åëÑìëáçå=
=
pk_qp= pÅçííáëÜ=k~íáçå~ä=_äççÇ=qê~åëÑìëáçå=pÉêîáÅÉ=
=
tlp_qp= tÉëí=çÑ=pÅçíä~åÇ=_äççÇ=qê~åëÑìëáçå=pÉêîáÅÉ=
=
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PN 

^ééÉåÇáñ=O=Ó=oÉîáÉï=éêçÅÉëë==

=
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PO 

^ééÉåÇáñ=P=Ó=aÉí~áäë=çÑ=êÉîáÉï=îáëáí=

The review visit to NHS Dumfries & Galloway was conducted on 16 April 2008. 
 

oÉîáÉï=íÉ~ã=ãÉãÄÉêë=

=

jêë=_Éííó=hóäÉ=EqÉ~ã=iÉ~ÇÉêF=

pÉåáçê=`ÜáÉÑ=_áçãÉÇáÅ~ä=pÅáÉåíáëíI=kep=i~å~êâëÜáêÉ=

=

jáëë=j~êÖÉêó=_~äÑçìê==

mê~ÅíáÅÉ=aÉîÉäçéãÉåí=kìêëÉI=kep=cáÑÉ=

=

aê=q~ê~=`ççéÉê=

`çåëìäí~åí=lÄëíÉíêáÅá~å=~åÇ=dóå~ÉÅçäçÖáëíI=kep=içíÜá~å=

=

jê=táääá~ã=oÉáÇI=l_b=

mìÄäáÅ=m~êíåÉêI=içíÜá~å=

=

jê=açìÖä~ë=t~íëçå=

qêá~äë=`çJçêÇáå~íçêI=pÅçííáëÜ=k~íáçå~ä=_äççÇ=qê~åëÑìëáçå=pÉêîáÅÉ=

=

kep=nì~äáíó=fãéêçîÉãÉåí=pÅçíä~åÇ=pí~ÑÑ=

=
jêë=jçê~Ö=h~ëãá=

pÉåáçê=mêçàÉÅí=lÑÑáÅÉê=

=

aê=^îêáä=j~ÅiÉåå~å=

mêçàÉÅí=lÑÑáÅÉê=

=

jêë=gç~ååÉ=eÉåÇêó=

mêçàÉÅí=lÑÑáÅÉê=ElÄëÉêîÉêF=

 
During the visit, members of  the review team met with consultant and nursing staff, 
transfusion laboratory staff, transfusion practitioners and support staff  from across 
the NHS board area. 
 
The composition of  each team varies, and members have no connection with the 
NHS board they are reviewing. Both of  these factors facilitate the sharing of  good 
practice across NHSScotland, and ensure that each review team assesses 
performance against the standards rather than make comparisons between one NHS 
board and another. The team remit does not include reviewing the work of  
individual healthcare professionals, variations in practice (and potential quality) 
within a service will be encountered and subsequently reported. 
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