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Medical literature first identified an increased death rate for 
admissions over the weekend period in 2013

Background

Emergency medical admissions, deaths at weekends and the 
public holiday effect. Cohort study Emerg Med J 2014;31:1 30-
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• In 2013 the Scottish Government set out a vision for seven day
services.

• A taskforce was set up and met in April 2014

• They agreed that the delivery of appropriate seven day services
would improve patient care and clinical outcomes by ensuring
the right people were available to deliver the right care, in the
right place at the right time.

Background



All diagnostic specialties received a questionnaire which 
focussed on:

Vision for Seven Day Services

• Major Trauma
• Critical Care
• Acute Surgery Acute medicine 
• Coronary care
• Maternity and Neonates 
• Diagnostics and Investigations
• Primary Care.

• Define what is meant by 7 day 
services

• Define the requirement for 7 day 
service in those areas

• Gap analysis
• Identify the steps needed to 

ensure sustainable 7 day services 
across NHSScotland



It did not identify Blood 
Transfusion separately from other 

Laboratory disciplines.

Unfortunately:



• SNBTS asked to perform a 
risk assessment of Scottish 
blood banks and their ability 
to sustain a 24/7 service.

Risk Assessment



Within Transfusion Medicine there has been 
a steady increase in regulatory /accreditation 
burden on laboratory services. 

Regulations and standards such as

• European Blood Directive/The Blood 
Safety  and Quality Regulations  (BSQR)

• British Society for Haematology (BSH) 
Guidelines

• ISO-15189(2012) Medical Laboratory 
Requirement for Quality and Competence

• UK Transfusion Laboratory Collaborative 
2014 – laboratory standards

External Environment



• Shared workforces and multidisciplinary 
• Ageing workforce – loss of knowledge and expertise
• Pension changes – early retirements
• AfC – T&Cs – loss of staff applying for more senior roles
• Financial Burdens

Other Challenges



• Initial Questionnaire circulated to all Stock holding Hospital 
Transfusion laboratories across Scotland to assess them 
against the BSQR

• Risk Assessment Matrix was developed & Circulated(2015)

• Matrix focussed on areas such as
- staffing 
- Activity
- Training
- Quality Support 

SNBTS Action Plan



The risk of 24/7 sustainability for hospital transfusion 
laboratories was defined as a loss of service provision due 
to being unable to maintain accreditation 
(BSQR/UKTLC/UKAS).

• Calculator spreadsheet
• A Likelihood Score Table
• An Impact Score Table

Risk Model



Likelihood Score Table – this table contains the relevant 
definitions to help you decide a score for each question in the 
likelihood section of the risk calculator



Service Delivery 
Impact Guide



Risk 
Calculator



• To risk assess the 
current service

• Predictive risk in 5 
years.

Purpose



Hospital Blood Bank Sustainability Dashboard



Hospital Blood Bank Sustainability Dashboard



Hospital Blood Bank Sustainability Dashboard



Hospital Blood Bank Sustainability Dashboard



Number of Hospitals requesting Assistance
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2018 – Risk Matrix
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• Hospital Blood Banks are providing 
24/7 services to underpin clinical 
services on their sites where relevant.

• Several Hospitals felt that they were 
already challenged and at risk

• Hospitals based in the remote and 
rural areas were most at risk

• The biggest areas of concern involved 
staffing both at senior technical levels 
and sufficiency of trained staff to 
provide an out of hours service.

2015 Conclusions



• Hospitals most at risk – remote & 
Rural

• Positive Improvements - regulatory 
requirements risk is reducing, Quality 
Manager (dedicated time)

• Some HBB have limited access to 
training/qualifications to meet UKTLC

• There is a consistency at the top level 
of the ranking of HBB in relation to 
risk.

• Staffing is still continuing to cause 
concerns

• Forecasting is validated – (Hospitals 
have asked for assistance).

2018 Initial Conclusions
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Next Steps



Team:

• Project Lead 
• Programme Manager
• Quality Manager 
• UAT testers/Process development  from

business
• Training Lead from training team

HBB Sustainability Project



HBB Programme

• Delivery over the next two years
• Development of packages
• Offer Audit 
• Customising service to meet the

need of the Hospital





SMART Fridge Technology

• Concept model currently being validated
• Shelving that can be installed into various Blood Bank

Fridge models (an approved list available)
• Works directly with  SMART fridge module of Traceline

LIMS (MAK systems)  - 14 out 28 HTL 
• Main LIMS system makes the decisions
• RFID technology speeds up processes
• Remote access



PPID  - Positive Patient Identification

• PPID – Module from MAK systems
• Bedside ordering
• Uses Trace Line process flow
• Places orders at Bedside
• Checks Protocols
• Displays available components
• Enters Patient Diagnosis / Surgery

✓ Trigger automatic protocols
✓ Display MSBOS information

• Prints Sample Labels
• Request from PPID automatically

seen
by Lab.



PPID  - Positive Patient Identification

• Checks component compatibility
• Alerts user to previous patient

reactions
• Provides realtime Bedside 

confirmation  of Transfusion
• Records Transfusion Surveillance
• Records Reactions



Quality Expertise 

• Share Information/Documentation
• Share expertise
• Provide Quality leadership & Guidance
• Provide Training – Training Packages



Transfusion Expertise 

• Share Information/Documentation
• Share expertise
• Provide Training leadership & Guidance
• Provide Training – Training Packages
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