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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). 
 
^Äçìí=íÜáë=êÉéçêí=

This report presents the findings from the peer review of  NHS Western Isles’ 
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 Western Isles 
on 18 October 2007 can be found in Appendix 3. 
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OKN= lîÉêîáÉï=çÑ=äçÅ~ä=ëÉêîáÅÉ=éêçîáëáçå=
The Western Isles is a name covering the Outer Hebrides, an island group situated 
north-west of  mainland Scotland. The population of  around 26,3501 live on 10 
islands, the largest and most populous of  which is the Isle of  Lewis where the town 
of  Stornoway is located. 
 
içÅ~ä=kep=ëóëíÉã=~åÇ=ëÉêîáÅÉë=

Western Isles NHS Board has the same functions as mainland NHS boards. It is 
responsible for improving the health of  the local population and for the delivery of  
the healthcare required. The NHS board provides strategic leadership and has overall 
responsibility for the efficient, effective and accountable performance of  the NHS in 
the Western Isles. 
 
At the time of  the review visit, the NHS Western Isles hospital blood bank was 
based at the Western Isles Hospital, Stornoway, Isle of  Lewis. The blood bank is 
supplied with blood and blood components by the North of  Scotland SNBTS 
(Clinical Directorate) hospital transfusion laboratory (NBTS) which is based in 
Raigmore Hospital, Inverness. The Western Isles Hospital supplies blood and blood 
components for transfusion to Bethseda Hospice, Stornoway, Isle of  Lewis; Uist & 
Barra Hospital, Balivanich, Isle of  Benbecula, and to St Brendan’s Hospital, 
Castlebray, Isle of  Barra, which also holds a stock of  blood for emergency use.  
 
In a recent 12-month period, approximately 900 red cell units were transfused. 
Around 800 were used in the Western Isles Hospital, 40 in Uist & Barra Hospital, 40 
in Bethseda Hospice and 10 in St Brendan’s Hospital. Around 20 plasma units and 
five platelet units were used in the same period. 
 
The NHSScotland Better Blood Transfusion Programme (BBTP) is supported by a 
transfusion practitioner based within Raigmore Hospital. 
 
Further information about the local NHS system can be accessed via the website of  
NHS Western Isles (www.wihb.org.uk). 
 

                                                           
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=

An NHS Western Isles multidisciplinary hospital transfusion committee (HTC) has 
been established, however, it has not been formally convened on a regular basis nor 
does it have clearly defined responsibilities and accountability to the chief  executive 
via the clinical governance structure. The review team and the board recognised the 
challenge for the board to activate the HTC and to develop and maintain a multi-
professional audit plan. 
 
The HTC’s involvement in promotion of  the BBTP was reported to have been 
hindered by the lack of  a dedicated training resource. The HTC was, however, 
encouraging all NHS Western Isles staff  involved in the blood transfusion process to 
use the Better Blood Transfusion Continuing Education Programme elearning 
materials which can be accessed through the OrasGold™ online recording and 
assessment system. The review team recognised the challenge for the board in 
preparing a training and education programme for all staff  involved in the blood 
transfusion process. 
 
The HTC has drafted a blood transfusion policy and procedure manual, and several 
related clinical and laboratory protocols are also in draft form. Comprehensive 
emergency blood management arrangements (EBMA) are established, although the 
membership of  the emergency blood management group (EBMG) has not been 
agreed. The review team encouraged the board to provide adequate resource to the 
HTC to assist with finalisation of  these documents. 
  
The laboratory manager is a member of  the HTC and is the NHS Western Isles  
co-ordinator for collation of  data on adverse events and near miss incidents relating 
to blood transfusion. Advice concerning incident reports can be sought from the 
laboratory manager in NBTS. Any training needs or changes in practice would be 
discussed with relevant staff, although there is no formal process for ensuring all 
relevant staff  groups are made aware of  any changes. 
 
The review team commended the NHS Western Isles ‘bag and tag’ system to ensure 
that every unit of  blood component received into the hospital laboratory can be 
unmistakably traced to its recipient, or its final fate if  not transfused. NHS Western 
Isles laboratory staff  audit traceability continuously and reported very high 
compliance with the system. 
 
The protocol for the minimum identification data set used at every stage of  the 
transfusion process does not include gender, although staff  reported that gender was 
being included in practice. NHS Western Isles’ policy is for all inpatients to wear an 
identification wristband, however, day patients who may require a blood transfusion 
do not wear an identification wristband. The review team encouraged the board to 
formalise its patient identification policy to include a process for alerting qualified 
practitioners to patients who have specific transfusion requirements, including the 
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wish to not be transfused. The policy should also include the current practice of  
recording of  gender and a unique identifier for patients whose identity can not be 
confirmed. 
 
`äáåáÅ~ä=ã~å~ÖÉãÉåí=Ó=éêÉJíê~åëÑìëáçå=

Staff  reported that the doctor prescribing a transfusion would discuss the potential 
risks and benefits of, and the alternatives to, transfusion with the patient and the 
patient would be offered an information leaflet. It was reported that this discussion 
would be recorded in the patient notes. Where pre-transfusion discussion is not 
possible, the reasons for the transfusion are discussed with the patient and written 
information offered retrospectively. For such patients there is also a system to 
investigate and act in accordance with the patient’s treatment preferences including 
compliance with any advance decision document. All patients who have had a blood 
transfusion are advised of  this in their discharge letter. 
 
Blood samples for transfusion purposes are obtained and labelled in accordance with 
local protocols which are based on national guidelines. It was reported that all 
prescriptions for blood and blood components are adequately detailed and signed by 
a qualified practitioner. 
 
`äáåáÅ~ä=ã~å~ÖÉãÉåí=Ó=Üçëéáí~ä=íê~åëÑìëáçå=ä~Äçê~íçêó=

The Western Isles Hospital laboratory was, at the time of  the review visit, awaiting 
confirmation of  continuing compliance with the Medicines and Healthcare products 
Regulatory Agency (MHRA) requirements. The review team commended the efforts 
made by the laboratory staff  for their preparations for a mock MHRA inspection 
and the development of  an action plan. A proposal for an application for 
accreditation by the Clinical Pathology Accreditation (UK) Ltd (CPA) was under 
consideration by the board and the review team recognised the challenge that 
achieving CPA accreditation would pose. Laboratory staff  undertake training on an 
ad hoc basis, although training records have been developed for future recording of  
all training undertaken. 
 
It was reported that written protocols for optimising blood use are being followed, 
although these have not been formally approved by the HTC. There is a robust stock 
management system in place in the Western Isles Hospital laboratory to eliminate 
excess inventory of  blood and blood components and reduce waste. Stock 
management is supported by an appropriate information technology (IT) system. 
The establishment of  a multidisciplinary audit programme across laboratory and 
clinical areas was noted by the review team as a challenge for the board.  
 
`äáåáÅ~ä=ã~å~ÖÉãÉåí=Ó=ÄäççÇ=~åÇ=ÄäççÇ=ÅçãéçåÉåí=ÅçääÉÅíáçåI=
~Çãáåáëíê~íáçå=~åÇ=ãçåáíçêáåÖ=

It was reported that positive patient identification is performed against the blood 
component and any accompanying documentation and that the transfusion process 
would be stopped if  any discrepancies were found. There were no audit data 
available to substantiate this at the time of  the review visit, although the audit tools 
had been provided by the transfusion practitioner based at Raigmore Hospital. No 
formal system is in place to ensure that only staff  who have completed the BBTP 
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Continuing Education Programme appropriate to their role can participate in the 
blood transfusion process. The review team encouraged the board to prioritise the 
installation of  the appropriate software to ensure that all relevant staff  could access 
OrasGold™. The team also encouraged the board to assist the HTC in ensuring that 
all staff  grades, including medical staff, undertake BBTP training. 
 
Patients are monitored for any adverse events or reactions during and after the 
transfusion process, and the review team highlighted the good practice of  recording 
observations directly onto an NSBTS-designed transfusion monitoring chart. Any 
untoward events would be reported immediately to the Western Isles Hospital 
laboratory where the clinical incident reporting system ensures reports of  serious 
adverse events or reactions and near miss incidents would be appropriately 
investigated and reported to the relevant national agencies. 
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pq^qrpW=Not met  

An NHS Western Isles hospital transfusion committee (HTC) has been established 
and the review team considered its multidisciplinary membership to be 
comprehensive. A video link to Raigmore Hospital, Inverness, is used for 
communication with the clinical director, North of Scotland Blood Transfusion 
Centre (NSBTS) and the transfusion practitioner based at Raigmore Hospital, who 
are members of the HTC. The HTC has, however, not been formally convened on a 
regular basis due to a large number of meeting apologies and a lack of administrative 
support for the committee. Staff reported that dates for HTC meetings to be held in 
2008 have been planned well in advance with the aim of improving attendance. At 
the time of the review visit, the HTC did not have a defined documented remit with 
clear responsibilities, although staff reported that the need to draft new terms of 
reference had been recognised, but had not been prioritised. 

The HTC reports to the NHS Western Isles safe and effective care committee 
(SECC) through sending copies of meeting minutes for its consideration and 
agreement on matters for referral to the board’s clinical governance committee 
(CGC). The review team did not see evidence of a clear reporting structure from the 
SECC to the board’s CGC for blood transfusion related matters. The HTC also 
reports back to various clinical management teams (CMTs). 

 

N~KOW= = qÜÉ=eq`=Ü~ë=êçäÉë=~åÇ=êÉëéçåëáÄáäáíáÉë=~ë=çìíäáåÉÇ=áå=jbiENVVVFV=~åÇ=
eaiEOMMPFNVK=qÜÉëÉ=áåÅäìÇÉ=áåîçäîÉãÉåí=áå=ãìäíáJéêçÑÉëëáçå~ä=~ìÇáíI=ÉÇìÅ~íáçå=
~åÇ=íê~áåáåÖI=ÇÉîÉäçéãÉåí=~åÇ=ãçÇáÑáÅ~íáçå=çÑ=ÖìáÇÉäáåÉë=~åÇ=éêçíçÅçäëI=~åÇ=
áåîçäîÉãÉåí=çÑ=ëí~âÉÜçäÇÉêëK=

pq^qrpW=Not met  

At the time of the review visit, the HTC was not involved in multi-professional audit. 
Staff reported that the board was aware of the need to implement an agreed audit 
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programme related to blood transfusion and was actively encouraging senior house 
officers to participate in audit. The lack of progress in this area was reported as due 
to the vacant post of clinical audit facilitator. 

The review team was informed that, when able to convene, the HTC discussed 
continuing education and training for all staff involved in the blood transfusion 
process. It was further reported that there have been human resource difficulties 
associated with delivering face-to-face training sessions and the HTC has been 
encouraging the use of the NHS Scotland Better Blood Transfusion Continuing 
Education Programme elearning materials which can be accessed through the 
OrasGold™ online recording and assessment system. However, the software to  
run OrasGold™ is not installed on all relevant workstation computers or available 
for use on the computers within the library at the Western Isles Hospital. This has 
delayed the blood transfusion training and, at the time of the review visit, there was 
no timetable for installation of the relevant software across NHS Western Isles. 

A blood transfusion policy and procedure manual has been drafted by the HTC, but 
requires further review. No timetable for the implementation of this manual has been 
set by the board. The risk management committee and relevant CMTs initially review 
all HTC approved guidelines and protocols. Further recommendations or 
amendments are then undertaken by the HTC before presenting to the SECC and 
the CGC for final approval and release. Staff reported that there was no clear system 
for ensuring that any newly approved document was circulated to all relevant areas 
and that this would be addressed. 

The review team commended the protocol in place for blood transfusion care at 
home, although noted that it should be updated if it is to be implemented. Staff 
reported that the requirement for home transfusion had declined following the 
establishment of the Bethseda Hospice. 

 

N~KPW= = qÜÉ=eq`I=áå=Åçää~Äçê~íáçå=ïáíÜ=íÜÉ=ÅäáåáÅ~ä=ÖçîÉêå~åÅÉ=ÅçããáííÉÉI=áãéäÉãÉåíë=
íÜÉ=keppÅçíä~åÇ=_ÉííÉê=_äççÇ=qê~åëÑìëáçå=mêçÖê~ããÉ=E__qmFK=

pq^qrpW=Not met  

The HTC does not have a collaborative working relationship with the CGC to 
implement the changes required by the NHSScotland Better Blood Transfusion 
Programme (BBTP) and to achieve the programme aims. The transfusion 
practitioner resource provided to NHS Western Isles is recognised by the HTC as 
inadequate. Also, the review team noted that the chair of the HTC and their acting 
deputy did not appear to be empowered by the board to ensure active local  
co-operation with full commitment from clinicians to achieving the programme aims.  

The training element of the BBTP has been sporadic due to lack of resource and 
staff reported that the professional practice development manager has been assigned 
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to assist with this. The review team identified that additional resource from the blood 
transfusion link nurses in ward areas of the Western Isles Hospital is also available. 

 

N~KQW= = qÜÉ=eq`=êÉîáÉïë=~ää=êÉéçêíë=çÑ=~ÇîÉêëÉ=ÉîÉåíë=~åÇ=åÉ~ê=ãáëë=áåÅáÇÉåíë=êÉä~íáåÖ=íç=
ÄäççÇ=íê~åëÑìëáçå=~åÇI=áå=êÉëéçåëÉI=áãéäÉãÉåíë=ÅÜ~åÖÉë=áå=éê~ÅíáÅÉ=ïÜÉêÉ=
åÉÅÉëë~êóK=

pq^qrpW=Not met  

Blood transfusion related adverse events and near miss incidents are recorded on a 
procedure and incident log form which is submitted to the hospital transfusion 
laboratory in the Western Isles Hospital. Staff reported that the log forms are readily 
available in all areas where blood transfusion takes place. The laboratory manager 
reviews the log form and determines appropriate reporting action depending on the 
severity of the incident. If the incident is serious, an incident record form (IR1) is 
also completed and the NHS Western Isles incident management policy is followed. 

The laboratory manager, a member of the HTC, convenes other members of the 
HTC if necessary to discuss potential action to be taken on a particular incident. 
Further advice can also be sought from the laboratory manager of the NSBTS when 
required. The clinical director of NSBTS, also a member of the HTC, shares lessons 
learned from adverse events and near miss incidents that occur in NHS Western Isles 
with the Scottish National Blood Transfusion Service (SNBTS) regional transfusion 
committee. 

The review team was informed that if a local training issue is identified, the NHS 
Western Isles laboratory manager contacts the ward manager or consultant directly 
and prepares a training memorandum for general distribution. The review team 
noted the good lines of communication between the laboratory and ward areas.  

Changes in practice, in response to blood transfusion related incidents would be 
reflected in the blood transfusion policy and procedure manual (currently in draft 
format), although staff reported that there is no defined process for ensuring that all 
relevant staff groups are made aware of the changes. 

The review team acknowledged the verbal report of current practice for reporting 
and reviewing blood transfusion incidents and events, but considered the board not 
to have met this standard criterion as the HTC does not meet regularly. There was 
also insufficient evidence provided to conclude that the HTC was actively involved 
in reviewing incidents on a formal basis. 
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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=
êÉÅÉáîÉÇ=áåíç=íÜÉ=Üçëéáí~ä=íê~åëÑìëáçå=ä~Äçê~íçêó=Å~å=ÄÉ=ìåãáëí~â~Ääó=íê~ÅÉÇ=íç=áíë=
êÉÅáéáÉåíI=çê=íç=áíë=Ñáå~ä=Ñ~íÉ=áÑ=åçí=íê~åëÑìëÉÇK=

kep=tÉëíÉêå=fëäÉë=

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  

Every unit of blood component received into the Western Isles Hospital laboratory 
is identified with a donation number. When a component is required for a patient, a 
paper tag is printed from the laboratory computerised system which includes patient 
identifying information and two self-adhesive 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 from the return labels are entered into the 
computerised system that records the fate of each component. Paper copies of the 
returned labels are held securely in the laboratory until permanently archived and the 
computer files are backed up.  

While the computer technology supporting this ‘bag and tag’ system has not been 
tested, the laboratory was able to respond to an enquiry from SNBTS to identify 
patients who had received specific units. 

A daily check list of issued units is held in the laboratory and instances of non-
returned labels can be quickly identified and corrective action taken. Non-return data 
are produced for each hospital and each ward area within the Western Isles Hospital. 
The review team encouraged the board to give consideration to sharing these data 
with staff in the hospitals and ward areas to encourage 100% compliance in all areas. 



içÅ~ä=oÉéçêí=Ekep=tÉëíÉêå=fëäÉëFW=_äççÇ=qê~åëÑìëáçå=Ó=cÉÄêì~êó=OMMU=
 

NQ 

pí~åÇ~êÇ=NÅW=`çêÉ=mêáåÅáéäÉë=

pí~åÇ~êÇ=pí~íÉãÉåí=
qÜÉêÉ=áë=~=êçÄìëí=ëóëíÉã=áå=éä~ÅÉ=íç=Éëí~ÄäáëÜ=é~íáÉåí=áÇÉåíáÑáÅ~íáçå=ÇÉí~áäë=~åÇ=ã~áåí~áå=
íÜáë=~í=ÉîÉêó=ëí~ÖÉ=çÑ=íÜÉ=ÅäáåáÅ~ä=íê~åëÑìëáçå=éêçÅÉëëK=

kep=tÉëíÉêå=fëäÉë=

bëëÉåíá~ä=`êáíÉêá~=

NÅKNW= = qÜÉ=ãáåáãìã=áÇÉåíáÑáÅ~íáçå=Ç~í~=ëÉí=Eëìêå~ãÉI=ÑçêÉå~ãÉI=ëÉñI=Ç~íÉ=çÑ=ÄáêíÜ=~åÇ=
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  

The draft blood transfusion policy and procedure manual describes the system in 
place to ensure that the minimum identification data set is used at every stage of the 
clinical transfusion process to positively identify the patient. This data set is defined 
in the draft manual for each stage of the process, although it does not include gender 
at every stage. Staff reported that gender was being included in practice. 
Addressograph labels with the complete data set for the patient are used on the 
transfusion forms, however, the prescription form does not have a specific space to 
prompt recording of date of birth and gender should a label not be available. 

The BBTP Level 1: Safe Transfusion Practice training includes a section on the 
importance of correct patient identification and this formal programme, although 
started, has been delayed by the conflicting work commitments of the trainer. Staff 
reported that informal patient identification training is in place on the wards and that 
there had been no individual training issues identified. Ward managers ensure the 
ward staff have adequate training in positive patient identification. 

While the board uses the four unique identifiers as described in the British 
Committee for Standards in Haematology (BCSH) Guidelines (2004) the omission of 
gender, at each stage of the clinical transfusion process means that the board has 
narrowly failed to meet 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  

Patients admitted to hospital within NHS Western Isles are issued with a wristband 
which includes the minimum identification data set. Staff reported that if the 
wristband became inaccessible or lost it would be replaced immediately and would be 
attached to a patient’s ankle if their wrist was unsuitable. The theatre careplan in use 
in Western Isles Hospital includes a checkbox to confirm that the wristband is in 



içÅ~ä=oÉéçêí=Ekep=tÉëíÉêå=fëäÉëFW=_äççÇ=qê~åëÑìëáçå=Ó=cÉÄêì~êó=OMMU=
 

NR 

place. There is no other risk-assessed form of identification, although staff reported 
that this is being considered for inclusion in a patient identification policy which is 
being developed by the hospital services division of NHS Western Isles, alongside an 
action plan for standardising patient wristbands that meet the National Patient Safety 
Agency’s (NPSA’s) design requirements. Photographs of patients are used in certain 
ward areas to assist with identification, although the accompanying information does 
not conform with the minimum identification data set. 

Day patients who may require a blood transfusion do not wear a wristband. Staff 
reported that they do not only rely on their previous knowledge of the patient, but 
also ask the patient to identify themselves by name and date of birth. The details 
provided are then checked against the patient’s notes. 

No audit data were available to demonstrate compliance with the NHS Western Isles’ 
current policy for wristband use. 

 

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=Not met  

The laboratory can record specific transfusion requirements such as the need for 
irradiated products and this information would be printed onto transfusion-related 
documentation. There is no other formal system to alert practitioners to patients who 
wish to not be transfused. There is a policy for management and consenting 
Jehovah’s Witnesses who may carry a health care advance directive/release from 
liability card which details their wishes about medical care, including the direction 
that no blood be administered under any circumstance. A consent form has been 
prepared for such patients and would be filed in the patient’s notes.  

A separate policy is followed for the management of obstetric women who decline 
blood and blood products and their consent to treatment would reflect this. The 
review team commended a new consent form for all patients within NHS Western 
Isles which specifically includes consent to blood transfusion, however, the form had 
not been ratified at the time of the review visit. 

Staff were in support of the review team’s recommendation to file specific consents 
at the front of the notes and to include an alert system for such notes in the revised 
blood transfusion policy and procedures manual. 

 

 

 

 



içÅ~ä=oÉéçêí=Ekep=tÉëíÉêå=fëäÉëFW=_äççÇ=qê~åëÑìëáçå=Ó=cÉÄêì~êó=OMMU=
 

NS 

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  

Staff reported that if the identity of a patient can not be confirmed after verbal 
questioning then accompanying family or friends would be consulted and the 
patient’s personal belongings would be searched for identifying information. If the 
identity could still not be confirmed, the patient’s gender and status as ‘identity 
unknown’ are entered on to the Emergency Department Information System (EDIS) 
which generates a unique number. The patient’s gender, approximate age and the 
unique number are then added to the patient’s wristband. 

If identifying information becomes available for an ‘unknown patient’, the patient is 
subsequently given a Community Health Index (CHI) number and the laboratory 
staff would be informed. If blood had been previously requested a further blood 
sample would be collected from the patient containing the additional identifying 
information. The review team noted this to be an example of good practice which 
should be included in the proposed blood transfusion policy and procedures manual. 

In addition, NHS Western Isles provides a telephone simultaneous translation service 
to support front-line staff communicating with patients who have insufficient 
English to be able to assimilate technical information. Sign language and an advocacy 
service are also available for patients with communication difficulties. 

The review team encouraged the board to consider formalising current procedures 
and incorporate them into the proposed patient identification policy. 
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NT 

pí~åÇ~êÇ=NÇW=`çêÉ=mêáåÅáéäÉë=

pí~åÇ~êÇ=pí~íÉãÉåí=
qÜÉ=kep=_ç~êÇ=Ü~ë=~=ëíê~íÉÖó=Ñçê=ã~å~ÖÉãÉåí=çÑ=ÄäççÇ=ëÜçêí~ÖÉëK=

kep=tÉëíÉêå=fëäÉë=

bëëÉåíá~ä=`êáíÉêáçå=

NÇKNW= = bãÉêÖÉåÅó=ÄäççÇ=ã~å~ÖÉãÉåí=~êê~åÖÉãÉåíë=Eb_j^F=~êÉ=Éëí~ÄäáëÜÉÇ=~ë=ÇÉÑáåÉÇ=
áå=eaiEOMMRFORK=

pq^qrpW=Met  

NHS Western Isles has a comprehensive emergency plan for the management of 
blood shortages which includes guidance for the use of platelets as well as for red 
cells. This plan is initiated by the board’s medical director and includes a clear 
communication cascade. At the time of the review, the membership of the 
emergency blood management group (EBMG), which would have executive 
authority to actively manage the plan, had not been agreed. The review team 
commended the inclusion of advice on platelets, although urged the board to 
formalise the EBMG at the earliest opportunity. 
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NU 

pí~åÇ~êÇ=O~W=`äáåáÅ~ä=j~å~ÖÉãÉåí=Ó=mêÉJqê~åëÑìëáçå=

pí~åÇ~êÇ=pí~íÉãÉåí=
qÜÉ=ÇÉÅáëáçå=íç=íê~åëÑìëÉ=áë=ã~ÇÉ=ÑçääçïáåÖ=ÅçåëáÇÉê~íáçå=çÑ=íÜÉ=éçíÉåíá~ä=êáëâë=~åÇ=
ÄÉåÉÑáíë=çÑI=~åÇ=íÜÉ=~äíÉêå~íáîÉë=íçI=íê~åëÑìëáçåK=tÜÉêÉ=éçëëáÄäÉ=íÜáë=áë=ÇáëÅìëëÉÇ=ÄÉíïÉÉå=
íÜÉ=ÅäáåáÅá~å=~åÇ=é~íáÉåí=Eçê=íÜÉáê=äÉÖ~ä=Öì~êÇá~åF=áå=~Çî~åÅÉ=çÑ=íê~åëÑìëáçåK=

kep=tÉëíÉêå=fëäÉë=

bëëÉåíá~ä=`êáíÉêá~=

O~KNW= = qÜÉ=é~íáÉåíÛë=êÉÅçêÇë=Åçåí~áå=ÉîáÇÉåÅÉ=íÜ~í=íÜÉ=êÉ~ëçå=Ñçê=íê~åëÑìëáçå=çÑ=ÄäççÇ=çê=
ÄäççÇ=ÅçãéçåÉåíë=Ü~ë=ÄÉÉå=Éñéä~áåÉÇ=~åÇ=ÇáëÅìëëÉÇ=ïáíÜ=íÜÉ=é~íáÉåíK=qÜáë=
áåÅäìÇÉë=ÇáëÅìëëáçå=çÑ=î~äáÇ=~äíÉêå~íáîÉë=íç=íê~åëÑìëáçå=~åÇ=íÜÉ=çéíáçå=íç=êÉÑìëÉK=

pq^qrpW=Not met (insufficient evidence)  

Staff reported that the patient’s clinical need for transfusion is assessed by the 
medical team, and the prescribing doctor then discusses the reasons for transfusion 
and the valid alternatives with the patient. This discussion includes the option to 
refuse. The indication for transfusion is recorded on the transfusion monitoring 
chart and staff reported that the prescribing doctor would record the discussion in 
the patient’s notes. 

A generic consent form has been drafted which specifically includes consent to blood 
transfusion, however, the form had not been ratified at the time of the review visit. A 
separate consent form is used for Jehovah’s Witnesses which includes a statement for 
the prescribing doctor to sign to the effect that they have explained the treatment 
options available. 

The evidence available to the review team was insufficient to allow an assessment of 
performance against this standard criterion to be made. 

 

O~KOW= = iÉ~ÑäÉíë=Éñéä~áåáåÖ=íÜÉ=êáëâë=~åÇ=ÄÉåÉÑáíë=çÑI=~åÇ=~äíÉêå~íáîÉë=íçI=íê~åëÑìëáçå=~êÉ=
êÉ~Çáäó=~î~áä~ÄäÉ=Ñçê=é~íáÉåíë=ïÜç=ã~ó=êÉèìáêÉ=íç=ÄÉI=çê=Ü~îÉ=ÄÉÉå=íê~åëÑìëÉÇK=

pq^qrpW=Met  

NHS National Services Scotland-produced leaflets on blood transfusion are given to 
patients at the time of the pre-transfusion discussion and are freely available in 
information racks on the wards. 

Health information, including that on blood transfusion, is also accessible to patients 
and staff at computer access points in NHS Western Isles hospitals and a wide 
variety of other public locations throughout the Western Isles. These information 
‘kiosks’ are provided as part of the Western Isles Patient & Carers Information 
Project and present the information in English and various other languages. 
Telephone simultaneous translation and sign language services are also available. 
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NV 

O~KPW= = tÜÉêÉ=éêÉJíê~åëÑìëáçå=ÇáëÅìëëáçå=áë=åçí=éçëëáÄäÉ=EÉÖ=áå=~å=ÉãÉêÖÉåÅóF=íÜÉêÉ=áë=~=
ëóëíÉãI=Åçãé~íáÄäÉ=ïáíÜ=íÜÉ=é~íáÉåíÛë=ÅäáåáÅ~ä=åÉÉÇëI=íç=áåîÉëíáÖ~íÉ=~åÇ=~Åí=áå=
~ÅÅçêÇ~åÅÉ=ïáíÜ=íÜÉ=é~íáÉåíÛë=íêÉ~íãÉåí=éêÉÑÉêÉåÅÉëK=qÜáë=áåÅäìÇÉë=Åçãéäá~åÅÉ=
ïáíÜ=~å=~Çî~åÅÉ=ÇÉÅáëáçå=ÇçÅìãÉåíK=

pq^qrpW=Met  

NHS Western Isles has a policy and procedure for living wills (advance directives) 
which ensures that measures are taken to try and establish if an advance decision 
document exists. In an emergency situation, accident and emergency staff would 
search the patient and their personal effects and ask accompanying family or friends 
if they were aware of the existence of an advance directive. Where time permits, the 
patient’s GP would be contacted to enquire whether an advance directive existed. 

There have been no instances of adverse events or patient complaints arising from 
non-compliance with advance directives. 

The review team encouraged the board to include the accident and emergency 
procedure in the proposed blood transfusion policy and procedures manual. 

 

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)  

Staff reported that when pre-transfusion discussion has not taken place, retrospective 
discussion takes place and patients are offered an information leaflet. All patients 
who have had a blood transfusion are informed of this in their discharge letter. 
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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=tÉëíÉêå=fëäÉë=

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 (insufficient evidence)  

Blood transfusion guidelines for pre-transfusion blood sampling are available on the 
ward. While the NHS Western Isles guidelines do not currently include gender as 
part of the identification data set, it was reported as being included on the wristband 
and appears on the blood request form and in the venepuncture policy. Prior to 
blood collection, patients are asked to confirm their name, address and date of birth 
and these details are cross referenced against related charts and forms. The guidelines 
prohibit pre-labelling of sample tubes. 

The NHS Western Isles guidelines will be replaced by the blood transfusion policy 
and procedure manual when it is ratified. 

For ‘unknown’ patients, a unique S-number barcode is issued. This number is 
additional to the EDIS number and is attached to the blood request form. The 
S-number is written on the patient wristband for subsequent checking against blood 
units.  

The review team encouraged the board to audit this process in order to demonstrate 
compliance with this standard criterion. Staff reported that the audit tool developed 
in Raigmore Hospital would be used when the vacant clinical audit facilitator post 
was filled. This tool will need to be modified to include checks on blood collection 
and labelling of samples. 
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ON 

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=tÉëíÉêå=fëäÉë=

bëëÉåíá~ä=`êáíÉêá~=

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

pq^qrpW=Not met (insufficient evidence) 

All blood and blood products are prescribed by a qualified medical practitioner. Staff 
confirmed that they would not go ahead with a transfusion unless a signed 
prescription form was present in the patient notes. 

The review team encouraged the board to audit prescriptions against this standard 
criterion in order to demonstrate compliance. The board planned to use the audit 
tool developed in Raigmore Hospital. It was also reported that junior medical staff 
were being encouraged to undertake audit in order to meet their core competencies. 

 

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 (insufficient evidence)  

The intravenous fluid prescription sheet and fluid chart have space to specify the 
blood component to be administered, the number of units, the duration of 
transfusion and any special requirements or instructions. The review team sighted 
evidence of completion of these charts, although encouraged the board to audit this 
in order to demonstrate compliance with this standard criterion. 

Transfusion of neonates was reported as extremely unlikely - such patients would be 
transferred to the Princess Royal Maternity Hospital (PRMH), Glasgow. However, if 
necessary the PRMH neonatal unit transfusion protocol would be followed which 
specifies the volume of blood to be transfused in millilitres. The review team 
recommended to the board that a document control system be implemented to 
ensure that the most recent copy of externally produced protocols was always 
available. 
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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=tÉëíÉêå=fëäÉë=

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=Not met  

The laboratory manager has prepared, for the board’s consideration, an outline 
business case for funding to achieve accreditation by Clinical Pathology 
Accreditation (UK) Ltd (CPA) within the next 12-18 months. Accreditation would 
require a quality management system to be in place and staff reported that work had 
been started on compilation of a quality manual. At the time of the review visit, there 
was a service level agreement with NSBTS which provides for technical and clinical 
support, however, it does not include an external adviser for professional staff 
development as required by the CPA standards. Staff reported that consultant 
support is actively being sought in order to comply with these standards. The review 
team recognised that achievement of CPA accreditation is a challenge for the board. 

A hospital blood bank annual compliance report has been submitted to the 
Medicines and Healthcare products Regulatory Agency (MHRA) although the 
laboratory had not, at the time of the review visit, received notification of its 
compliance status with MHRA requirements. Compliance had been noted for the 
previous year. The review team commended the fact that the laboratory had 
participated in a mock MHRA inspection and received an action plan from the 
external auditor. 

 

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

pq^qrpW=Not met  

Training materials for haematology are in use for biomedical scientific staff working 
in the Western Isles Hospital laboratory and training is conducted on a rota basis 
provided there is adequate availability of a senior biomedical scientist. Training 
records have been developed, however, at the time of the review visit, these had not 
been completed for all laboratory staff. The review team advised staff that, for 



içÅ~ä=oÉéçêí=Ekep=tÉëíÉêå=fëäÉëFW=_äççÇ=qê~åëÑìëáçå=Ó=cÉÄêì~êó=OMMU=
 

OP 

MHRA compliance, these training records should be modified to include reference 
to the relevant standard operating procedures. 

Competency is assessed by observation and by participation in the NSBTS antibody 
screening proficiency test and the National External Quality Assurance Service 
(NEQAS). 
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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=tÉëíÉêå=fëäÉë=

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  

A maximum surgical blood ordering schedule (MSBOS) is in place, although the 
documentation is not dated nor endorsed by the HTC. The protocol for massive 
blood loss is in draft form having been agreed by the HTC and is awaiting review by 
the risk management committee and the SECC. 

The laboratory has an action list in the event of a major incident and this is included 
in the NHS Western Isles major incident plan. A standard operating procedure is also 
in place for emergency blood ordering. 

Emergency blood management arrangements (EBMA) involving membership from 
the HTC are in place, although the documented plan is awaiting ratification. 

A monthly report on reasons for non-use of blood units is prepared for the HTC, 
however, the review team noted that the HTC did not meet regularly. The review 
team encouraged the board to provide resource which would ensure that the HTC is 
re-activated and that all the draft documents related to blood transfusion are 
finalised. 

 

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  

There is a standard operating procedure for stock maintenance of blood and blood 
products which includes processes for alerting laboratory staff to short-dated stock. 
Reports on red cell stocks are prepared daily for submission to NHSScotland’s blood 
stock management scheme.  

The Western Isles Hospital protocol for the use of blood in emergency situations 
was in draft form at the time of the review visit, although a standard operating 
procedure exists for emergency cross-matching of blood and issue of emergency  
O RhD negative stock for patients with immediate blood requirements. 
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OR 

An information technology (IT) system which includes a barcode reader supports the 
stock management and traceability system in the Western Isles Hospital laboratory. 

 

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=Not met  

Staff reported that an audit action plan would be developed as part of the CPA 
accreditation process. Laboratory staff have conducted some audit related to 
reducing excessive inventory, but this did not include collaboration with clinical staff 
despite the good working relationship between the laboratory and clinical staff which 
the review team observed. Continuous traceability data are available, although are not 
reported back to clinical staff. The review team encouraged the laboratory staff to 
review blood wastage by ward or clinical specialty and report these findings and the 
traceability data to the clinical staff involved. 
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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=tÉëíÉêå=fëäÉë=

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  

Face-to-face BBTP level 1 training sessions for all staff involved in the blood 
transfusion process have been held, but attendance has not always been prioritised, 
and, at the time of the review visit, it was estimated that about two thirds of nursing 
grade staff had been trained and some had been re-trained since the training started 
in 2003. The biomedical scientist that delivers the BBTP training has not had 
adequate time to maintain a training attendance database to identify staff not yet 
trained. Responsibility for staff training has been passed to the human resources 
department. Staff reported that the professional practice development manager has 
been assigned to assist with BBTP training and has included sessions in a corporate 
intranet learning events calendar. 

The review team encouraged the board to prioritise the installation of the software to 
run OrasGold™ on all relevant workstation computers and in the library in the 
Western Isles Hospital. This would assist the NHS Western Isles eliteracy facilitator 
to continue to support the BBTP elearning modules. The review team also 
encouraged the board to consider giving protected time to the blood transfusion link 
nurses to deliver training in ward areas of the Western Isles Hospital. 

 

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  

Addressograph labels with the complete data set for the patient would be used on the 
transfusion forms however, the prescription form does not have a specific space to 
prompt recording of date of birth and gender should a label not be available. 
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Checks are in place to ensure that the transfusion process is halted if any 
discrepancies in the minimum data set are found. Staff reported that audit of the 
completeness of transfusion documentation using the audit tool developed in 
Raigmore Hospital would be started when successful recruitment to the vacant 
clinical audit facilitator post was made. 
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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=tÉëíÉêå=fëäÉë=

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 (insufficient evidence) 

Staff reported that patients are directly observed for the first 15 minutes of 
transfusion and closely observed for up to 30 minutes following the start of 
transfusion according to the blood transfusion policy and procedures manual (draft). 
Patient temperature, pulse and blood pressure are recorded just before transfusion 
starts and at 15 and 30 minutes following the start and then hourly until the 
transfusion is complete. The review team considered the use of the NSBTS-designed 
transfusion monitoring chart to be a good way of directly recording observations. 

The patient is asked to use their call bell immediately if they become aware of 
symptoms during transfusion and staff reported that they would contact the Western 
Isles Hospital laboratory for advice if they suspected a transfusion reaction or 
incompatibility. A communication flow chart is available in ward areas which 
provides contact telephone numbers for clinical staff in Raigmore Hospital and staff 
in the laboratories at Western Isles Hospital and Raigmore Hospital both during 
normal office hours and out-of-hours. 

As no audit data were available on patient observations, the review team could not 
determine whether this standard criterion was met. 

 

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  

Adverse events and near miss incidents related to blood transfusion are recorded on 
a procedure and incident log form which goes to the laboratory. A transfusion 
reaction report and SNBTS red cell transfusion reaction investigation form would 
also be completed where indicated. Algorithms are used to classify the seriousness of 
the incident and determine the appropriate follow-up action and advice is sought 
from a medical officer in NSBTS. 
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OV 

The background to incidents is investigated and issues identified are discussed 
between the laboratory and clinical staff directly. Any lessons learned from incidents 
would be shared at the monthly ward meetings or via the ward communication book 
for staff who can not attend the meetings. 

A policy for the management of transfusion reactions has been drafted with a copy in 
the laboratory and the review team encouraged the board to provide adequate 
resource to ensure this policy could be finalised. 

 

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  

The blood transfusion policy and procedure manual (currently in draft) and a 
laboratory standard operating procedure describe the process for reporting to Serious 
Adverse Blood Reactions and Events (SABRE) and the Serious Hazards of 
Transfusion (SHOT) initiative. At the time of the review visit, there were two named 
biomedical scientists who could access the electronic reporting system. The review 
team encouraged the laboratory manager to provide another biomedical scientist with 
training and access to the reporting system. 
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PM 

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

^ÄÄêÉîá~íáçå=

__qm= keppÅçíä~åÇ=_ÉííÉê=_äççÇ=qê~åëÑìëáçå=mêçÖê~ããÉ=
=
_`pe= _êáíáëÜ=`çããáííÉÉ=Ñçê=pí~åÇ~êÇë=áå=e~Éã~íçäçÖó=
=
`d`= ÅäáåáÅ~ä=ÖçîÉêå~åÅÉ=ÅçããáííÉÉ=
=
`ef= `çããìåáíó=eÉ~äíÜ=fåÇÉñ=
=
`jq= ÅäáåáÅ~ä=ã~å~ÖÉãÉåí=íÉ~ã=
=
`m^= `äáåáÅ~ä=m~íÜçäçÖó=^ÅÅêÉÇáí~íáçå=ErhF=iíÇ=
=
b_j^= ÉãÉêÖÉåÅó=ÄäççÇ=ã~å~ÖÉãÉåí=~êê~åÖÉãÉåíë=
=
b_jd= ÉãÉêÖÉåÅó=ÄäççÇ=ã~å~ÖÉãÉåí=Öêçìé=
=
bafp= bãÉêÖÉåÅó=aÉé~êíãÉåí=fåÑçêã~íáçå=póëíÉã=
=
dm= ÖÉåÉê~ä=éê~ÅíáíáçåÉê=
=
eq`== Üçëéáí~ä=íê~åëÑìëáçå=ÅçããáííÉÉ=
=
fq= áåÑçêã~íáçå=íÉÅÜåçäçÖó=
=
jeo^= jÉÇáÅáåÉë=~åÇ=eÉ~äíÜÅ~êÉ=éêçÇìÅíë=oÉÖìä~íçêó=^ÖÉåÅó==
=
jp_lp= ã~ñáãìã=ëìêÖáÅ~ä=ÄäççÇ=çêÇÉêáåÖ=ëÅÜÉÇìäÉ=
=
k_qp= kçêíÜ=çÑ=pÅçíä~åÇ=_äççÇ=qê~åëÑìëáçå=pÉêîáÅÉ=
=
kbn^p= k~íáçå~ä=bñíÉêå~ä=nì~äáíó=^ëëÉëëãÉåí=pÉêîáÅÉ=
=
kep=nfp= kep=nì~äáíó=fãéêçîÉãÉåí=pÅçíä~åÇ=
=
kmp^= k~íáçå~ä=m~íáÉåí=p~ÑÉíó=^ÖÉåÅó=
=
moje= mêáåÅÉëë=oçó~ä=j~íÉêåáíó=eçëéáí~ä=
=
p^_ob= pÉêáçìë=^ÇîÉêëÉ=_äççÇ=oÉ~Åíáçåë=~åÇ=bîÉåíë=
=
pb``= ë~ÑÉ=~åÇ=ÉÑÑÉÅíáîÉ=Å~êÉ=ÅçããáííÉÉ=
=
pelq= pÉêáçìë=e~ò~êÇë=çÑ=qê~åëÑìëáçå=
=
pk_qp= pÅçííáëÜ=k~íáçå~ä=_äççÇ=qê~åëÑìëáçå=pÉêîáÅÉ=
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^ééÉåÇáñ=O=Ó=oÉîáÉï=éêçÅÉëë==

=
 
 
 



içÅ~ä=oÉéçêí=Ekep=tÉëíÉêå=fëäÉëFW=_äççÇ=qê~åëÑìëáçå=Ó=cÉÄêì~êó=OMMU=
 

PO 

^ééÉåÇáñ=P=Ó=aÉí~áäë=çÑ=êÉîáÉï=îáëáí=

The review visit to NHS Western Isles was conducted on 18 October 2007. 
 

oÉîáÉï=íÉ~ã=ãÉãÄÉêë=

=

aê=cáçå~=`ìíäÉê=EqÉ~ã=iÉ~ÇÉêF=

`çåëìäí~åí=e~Éã~íçäçÖáëíI=kep=^óêëÜáêÉ=C=^êê~å=

=

jêë=pìë~å=`çííêÉää=

qê~åëÑìëáçå=mê~ÅíáíáçåÉêI=kep=aìãÑêáÉë=C=d~ääçï~ó=

=

jë=fë~ÄÉä=m~íÉêëçå=

`Ü~êÖÉ=kìêëÉI=fåíÉåëáîÉ=`~êÉ=råáíI=kep=i~å~êâëÜáêÉ=

=

jêë=j~ìêÉÉå=pìããÉêë=

mìÄäáÅ=m~êíåÉêI=dê~ãéá~å=

=

jë=qáå~=tÉÄëíÉê=

_jp=P=i~Äçê~íçêó=j~å~ÖÉêI=kep=eáÖÜä~åÇ=

=

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

=
jë=jçê~Ö=h~ëãá=

pÉåáçê=mêçàÉÅí=lÑÑáÅÉê=

=

aê=^îêáä=j~ÅiÉåå~å=

mêçàÉÅí=lÑÑáÅÉê=

 
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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