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Key Updates
TP SIG Leadership

Samantha Bonney has stepped up as the new TP SIG chair, following Danny Gaskin
interim term. Pedro Valle Vallines will continue to support Sam as the existing co-chair.
The news was formally announced in Glasgow during the 2026 BBTS Annual
Conference.

Bloodlines Contributions

Recent and upcoming articles continue to showcase the breadth of TP practice across
the UK and internationally, the latest articles endorsed by the TP SIG included in
Bloodlines 157 are attached to this document below. TP SIG members are encouraged
to submit articles, including collaborative or externally authored pieces.

Transfusion Practitioner SIG Session at BBTS 2026:
Chair’s reflection.

The Transfusion Practitioner Specialist Interest Group (TP SIG) session at BBTS 2026
was a huge success. We were delighted to be given the opportunity to hold the session
in the main auditorium, which provided a fantastic setting for our speakers and
audience and helped create an excellent atmosphere throughout. The session was very
well attended, and we await the formal conference feedback and attendance figures.

Maternity transfusion safety

This year, the TP SIG chose to focus on maternity transfusion safety and the delivery of
anti-D prophylaxis. Maternity care has received significant national attention in recent
years, with reviews including the Ockenden Review and the more recent Amos Review
highlighting the devastating consequences that failures in maternity care can have for
women, babies and their families. These reviews have also reinforced the importance of
effective communication, learning from incidents and strong multidisciplinary working.
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Transfusion teams have an important role throughout the maternity pathway, including
antenatal blood group and antibody screening, foetomaternal haemorrhage
quantification, supporting the management of obstetric haemorrhage and ensuring the
appropriate use of anti-D immunoglobulin.

Anti-D prophylaxis represents one of the major successes of modern transfusion
medicine. However, haemovigilance learning continues to identify opportunities to
improve practice, including incidents involving omitted or delayed administration,
knowledge gaps, IT-related issues and the challenges associated with evolving
pathways such as cell-free foetal DNA testing.

Our session therefore brought together speakers from different professional
backgrounds to consider these issues from both laboratory and clinical perspectives
and, importantly, to explore how multidisciplinary working can reduce risk and
strengthen maternity transfusion safety.

Our speakers
We were delighted to welcome:
e Dr Eithar Babikir, IMT-2, Royal Liverpool University Hospitals
e Sue Pope, Senior Sister — Kent Ward, Medway NHS Foundation Trust

o Bronagh O’Neill, Area Haemovigilance Practitioner, Southern Health & Social
Care Trust

Together, the speakers brought valuable perspectives from medicine, nursing and
haemovigilance, generating an engaging discussion around the practical challenges of
delivering safe anti-D prophylaxis and the opportunities to improve communication,
knowledge and practice across professional boundaries.

The session was chaired by Danny Gaskin, Chair of the TP SIG, alongside Pedro Valle
Vallines, Deputy Chair of the TP SIG.

TP SIG Award

Another highlight of the session was the presentation of the annual TP SIG Award. It was
brilliant to welcome Wendy McSporran, last year's award recipient, back to the stage to
present the award to this year's recipient, Stuart Lord, Lead Transfusion Practitioner at
Gloucestershire Hospitals NHS Foundation Trust.
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Having the previous year's recipient return to present the award was a fitting way to
recognise the contribution and achievements of Transfusion Practitioners and to
continue building the sense of community that sits at the heart of the SIG.

Stuart Lord (2026 TP Award Winner) with Wendy McSporran (2025 TP Award Winner).

SIG leadership handover

The session also marked an important moment for the future of the TP SIG, with Danny
Gaskin formally handing over the Chair to Sam Bonney, Lead Transfusion Practitioner at
Mersey and West Lancashire Teaching Hospitals NHS Trust.

Danny had served as interim Chair for the previous year while the group recruited a new
Chair. Throughout that period, a key principle had been that the SIG should ultimately
be led by a Transfusion Practitioner — someone with first-hand understanding of the
challenges, priorities and professional interests of TPs.

It was therefore a great pleasure to formally hand over the reins to Sam at BBTS 2026.
Her appointment provides an exciting opportunity to build on the work of the past year
and take the SIG forward under the leadership of a practising Transfusion Practitioner.
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The handover also provided an opportunity to thank the wider TP community for their
support over the past year and everyone who has contributed to the SIG, supported its
sessions and helped shape its continued development.

Looking forward

Overall, the BBTS 2026 TP SIG session provided a fantastic opportunity to bring together
colleagues from across transfusion and maternity care around an important patient
safety issue. The combination of an excellent multidisciplinary speaker panel, strong
attendance, an engaged audience, recognition of achievement through the TP SIG
Award and the formal handover to a new Chair made it a particularly memorable
session.

We look forward to reviewing the formal delegate feedback and attendance figures and
to seeing the TP SIG continue to develop under Sam's leadership.

TP Role Development

National TP Framework

The Professional Development Framework for Transfusion Practitioners and the
Supportive and Assistive Workforce can now be accessed via https://nbtc-
up.targeted.agency/news/2026/professional-development-framework-now-available

Next Meeting Dates

e 7% December 2026
e March 2027
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PRE-HOSPITAL PRE-TRANSFUSION
SAMPLES - SURVEY REPORT
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Executive Summary: transfusion community have placed huge  entire acute admission.

To ensure stocks of emergency blood efforts Into explorng potential ways to During July-August 2025, 3 survey was
remain avalable for 3, measures must be | avold and reduce red cell trarsfusion. circulated to all TPs and AA Medical
taken to Wmit the use of group O red cells  The use of group O as emergency Directors within the U on behailf of
and to switch to group-spectic blood as stock makes It particutany precious the British Blood Transfusion Socety
500N a5 practically possible and safe to do | and can result in significant quantities Transfusion Practtioners Special interest

$0. A survey crculated to the Transfusion | beng transfusad to individuals in major Group (BSTS TP S1G). The objectives
Pract®tioner (TP) and Alr Ambutance (AA)  haemorrhage situations where transfusion  were to gain an oversight of how many

commMuUNities revealed that pre-hospital laboratory staff are unable to switch AAS cumrently take PHOT samples and an
pre-transfusion samples (PMPT) are to group specific blood for a variety of understanding of acceptance criteria for
not taken by the majority of AA crews. reasons. One such situation presents these samples within hospital transfusion
Where samples are tsken, the estimated when a critically il patient is transfused @boratores It was hoped the dats would
number of patients bled pre-transfusion by a pre-hospital team, without a pre- dentify an opportunity to encourage and
varies from <10-80%. Upon arriva to the transfusion sample being taken. The lab SUPpOrt universal acceptance of PHPT
emergency department (ED), there Is may subsequently be unabie to obtain sampies In England - simiar to that within
often confusion and misunderstanding 3 clean group from a post-transtusion Northem iredand. The utimate aim would
regarding whether the sample can be zample and there may not be an historical  be to reduce the amount of emergency
accepted and sent to the transfusion group avatable for this patient within group O red celis transfused to this
aboratory, collectively resuiting in very the Trust aboratory system. This group of patients by enabling transfusion
fow PHPT sampies being processed Inavitably results in the transfusion of Bboratory staff to promptly switch to
within England. The outcome of this Is group O red cedts for the duration of group specfic stock folowing patient
sustained avoldable and urnecessary use | the major haemorrhage management arrival into the hospital ED

of emergency group O red cells n major and may extend beyond this penod for

haemorrhage situations. a considerabie time, potentialty for the

This report summarises feedback from
both the AA crews and the TPs regarding
current practice, reviews percerved
barriers to taking and accepting PHPT
samples and finishes with some proposad
next steps - exploring how systems
Could be developed to allow universal
acceptance of PHPT samples within
England, therefore helping to preserve
and protect our precous stock of group
O red celks.

Introduction:
Durnng recent times of unprecedented.
projonged bleod shortages, the
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8/14 Air Ambulances didn’t have a protocol for PHPT samples

Why not?

Need never identified
NHSBT discussions

Multiple destinations
Samples taken but not used

Responses from the Alr

Ambulance Charitles:

A total of 14 responses were received
from the 21 AA charities across the UK
which representad a 67% return rate.
Responses revealed that 614 (43%) AAs
have 3 protocol 1o Lake PHPT sampiles,
with the estimatad number of pationts to
have samples taken ranging from <10%-
80%. Two of these AA charities reported
that ther sampies were accepted In all
hospitals they trarsport patients to. The
other 4 charities reported that sampies
were not universally accepted, but with
no explanation from hospitals for the
variation. Furthermore, they reported
tack of certanty and differing opinion
from clinical staff. even within the same
hospital, a¢ to whether these sampies
would be accepted by the transfusion
aboratory staff or not.

The remaning 8 AA chanties do not have
a protocol to take PHPT sampies for a
varlety of reasons Including never being
asked to do =0, not considered necessary
following discussions with NHSBT; 3 need
1o transport patients to diffanng hospitas
which have varying sample acceptance
crterla; and the agartional time required
on scene to take 3 sample. Of note - one
charity was In the process of developing a
protocol for PHPT sample collection, and
another had previously taken sampées but
stopped when their major trauma centre
(MTC) and other local hospitals would not
process them.

Of the 8 charities that do not have a
protocol to take PHPT samples, 50% said
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. Sishilicodrarahsioniocet y . St rnhboodtrasish ooty

l

Willingness?

l

they wouid be willing to support this In
the future and 50% said they wouldn't.
Reasons for the lack of support Inciuded
time required and difficusty In taking
samples; potential need 1o carry and use
differing request forms and /for sample
tubes, nisk of arror and neediestick Inpury,
having done 5o in the past but samples
weran't used; and transfusion colleagues
reportedly happy to deal with mixed field
post-transfusion samples. However, one
noted that of the blood provider asked for
PHPT samples to ba taken, they would
not refuse, Perceived barmers to PHPT
sample collection were largely around
lack of untversal acceptance of samples
by the ciinical and laboratory teams;
concerns about forgetting to take or being
unable to take the sampie, and cognitive
overioad,

S0%
0%
70%
0%
0%

0%

10%

B Received AA patents

B Supply AA with biood

Responses from the

Transfusion Practitioners:

A total of 32 responses were received
from TPs in different Trusts. Coliectively.
these Trusts named each of the 21 UK
AAs a5 being their local AA. A total of 14
major trauma centres (MTCs) responded,
resulting In 46% of ail MTCs in England
being represented. All 18 MTCs confirmed
they received patients from their local AA,
with 8 MTCs also supplying thelr local A4
with blood components.

Of the 32 Trusts that responded, 28
confirmed they received AA patients but
only & reported they recaive and accept
PHPT samples from the AA crew, with £
of those also being the Trust that supply
their local AA with blood components
(and potentiaily also supplying pre-
allocated patient Identifhcation (10)

0 Receive samples B ACCept samples

A Figure 2: Major rawma centre feedback
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Natonady agreed

Unnrttsaly Moepted

paer rogarst focem

packs). Most Trusts informad that their
local AA did not take PHPT samples,

or the TPs were unsure If samples were
taken as their transfusion laboratosies had
never inowingly recelved any

when asked about the sample
accaptance poicy for FHPT samples,
most Trusts confirmed they would reject
these samples If received, with BSH
guidance regarding the need for 2 unique
hospital number (In the absence of an
NMS number) being the main reascn
Although these PHPT sampies are labelled
with a urique numerical identifier, t & not
usually compatible/acceptable within the
recelving hospital system. Other reascns
for sampie redect Inciuded not being
electronically labetied and not being in
the required sampie tube or accompanied
with a request form from their own Trust
Further comments related to the need

for two dean (non-mixed feld) samples
prior to the issue of blood with the
reguirement for thesa 1o be taken and
labelied Independent of each other; and
the besaf that 3 pre-nospital sarmpe Is
not required becawze a sample will be
taken on amival in ED. However, thera
were several hospitals who expressed an
Interest In recelving and accepting PHPT
samples and one mentioned that these
sampies could potentiaily be processed
&% 2 COnCassionary release under the
auspices of 3 precious sample. Two Trusts
questioned whether the chinical staff in
ED may take the decision to dispose
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Contrally atioCated

pre bonpaal o patent 10 for
% patients harvirng

blood tramsfunio

on arrival with nk
Sack 1o WIS D

"

of any PHPT sampies recaived without
consultation or discussion with the
Iaboratory staff One Trust informed they
previously accepted these samples, but
the AA crew stopped taking them as they
were not accapted elsewhere.

Proposed next steps:

The survey demonstrated an overall
wilingness and support for PHPT samples
to be taken by AA crews and processed
within hospital transfusion aboratores
but atzo highighted several obstacies
that would need to be addressed and
overcome in order for this initiative to

proceed.

The biggest difficuty Is resoundingly
refated to the use of core patient 1D,
particularly the pre-allocation of 3 unique
number by the hospital issuing bilood or
the HEMS team, combined with concorns/
constraints regarding acceplance of this
In Trusts iIndependent of where the 1D
was created. This has been overcome In
Northem Ireland* (NI) where universal
acceptance of PHPT samples has baen

In place for several years within ail five
Health and Socia! Care Trusts (although
most patients are talen to Belfast Trust,
the regional trauma centre). The NI AA
crew carry one box containing two units
of group O negative red cells which can
only be transfused to one patient. On
scene, a desipnated practitioner will

label the sampile tube with a ursque
HEMS number In the address fleld of

the tube and then sign, date and time

the tube before keeping It securely on
their person. Upon amrival In €D, the
hospital wili sllocate patient |D (aither 3
known or unknown patient registration)
and the dasignated AA crew member

will then complete the sample labeling
using the informatson drectly from the
patient ID band. They are not permitted
to hand the sampie over 10 any ED staft
unts sample and request form are both
fulty labelied and ready to be sent to the
tab. Consideration should be made for
the possibliity of 3 simiGar system within
England requiring generation and Issue of
auniversally accepted HEMS request form
or this could be taken one step further
with 3 HEMS 1D being genarated and
regulated centrally - perhaps via NHSST?

A review of the current BSH guidelines
should be carried cut with consideration
for a specific pre-hospial transfusion
guidaline or for Incorporation of PHPT
sampse reguirements within cumrent
guidelines - particularly with regards to
sampie taking and @beling requiremants,
Including consideration for ‘preclous
sampie’ status and concession for
handwritten samples where electronic
sampie iabelling Is 3 requirement

within the Trust. Further consideration
15 required for the Issue of biood
components folowing & mied fied
resust - to Include clarffication around
the two-sample requirement. It appears
that individual Trusts have differing
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5

General support
to accept

PHPT samples
if aligned

with national

guidelines /
policy
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acceptance criteria relating to this with
feedback from the survey Indicating that
two 'dean’ groups without mixed field
woulkd be required within some Trusts

for the switch to group-specific biood.
Conwversely, other Trusts would be happy
for one “clean’ PHPT sample (+/- historical
group on system) and a subsequent
ndependently taken post-transtusion
sample from ED - with acceptance of the
mixed fiaid result In the post-transfusion
sample as long as the original group can
De confirmed alongside the transfused
group. In addition, a response from one
of the AA teams indicated that their
iocal aboratory =taff were happy to deal
with mixed-field samples’ and two TPs
nedicated that their first patient sampie
would be taken In ED - which potentiaily
would produce a mixed fNeld resut. it

5 unciear from the survey how blood
provision would be managed in this
situation but presumably & would result In
the continued transfusion of group O red
colis, particularty If thore 5 no historical
blcod group recorded for the pavent.

A further improvemant recommendation
wouild be to ensure that aft staff iInvoived
with AA crews and PHPT samples are

OENLOOAUINS LSl MO0y

aware of the Trust sample acceptance
policy and ensure all PHPT samples
arriving in any ED are sutomatically sent
10 the transfusion @b, There Is currently
& risk that PHPT samples which could/
would be processed by transfusion

staf! are not making their way to the
aboratory bocause clinical staff within ED
are disposing of them Into cinical waste
without realising there may be separate
acceptance criteria for these samples

Conclusion:

Over recent years, NMS Blood and
Trarcplant has faced sustalined cngolng
chalienges to meet and maintain the
desired stock levels for group O red cells
within gngland. These survey findings
present an opportunity to review and
Fmprove current PHPT sample taking

and acceptance processes. Alongside
other collective afforts curently being
requested of and undertaken by the
transfusion community and cinical teams,
thesze changes could contribute towards
the much-needed reduction In avosdable
and unnocessary use of group O red celis,
therefore helping to preserve and protect
thiz precious resource.
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BLOOD, BRAINS & BANTER:
THE STORY OF NORTHERN
IRELAND’S HAEMOVIGILANCE

TEAM

Denlse Mckaeown

Hasmovigliance Team

Beifast MSC Trust

Spread across 5 Health and Soctal Care
Trusts but functioning as one coordinated
reglonal network, the Northem treland
(N Maermovigilance Teamn has buiit &
reputation for coliaboration, consistency.
and unwavering commitment to patient
safety. Behind the scenes sits 3 team
keeping watch over everything that's
going on and comnecting af the dots the
Haemowvigilance Fractivoners (HVPs).

Although spread across different sites,
teams, and specisities, we work closely
together every day There's amays
sormeone on the end of the phone,
someone sharing Information or earning,
Or SOMeone asking, “Has anyone aise seen
thes?" it's that constant collaboration,
that sense of being one team across five
Trusts, that really makes Haemovigilance
in NI 3 bit different. What follows 15 3 look
behind the scenes — who we are, how

we work, and why our model may be of
Interest Lo others across the UK.

Who We Are: Five Trusts, One Network
Nr's Hacmovigilance work stretches right
across our five Trusts, from busy acute
hospitals to smaller community sites.
Each Trust &5 different — different patient
populations, different pressures, different
ways of working — and each brings its
own strengths 1o the regional picture.

Our Haemovigliance team includes a mix
of backgrounds -~ bicmedical science
and nursing— a biend that brngs dinical
insight, laboratory knowledge, and
different perspectives to the table.
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Reglonal Haemovigllance Co-ordinator/ Manager of BHSCT

Belfast Trust (BHSCT): The largest

Trust and employing approximately
20,000 staff and providing regional
services iIncluding major trauma, regional
Fertiiity Centre. Renal Medicine and
Transpiantation, and NS only dedicated
chiidren's hospital,

South Eastern Trust (SEHSCT): Ermploys
approximately 36, 000 staff across 3
hospital sites and muitiple community
practices. Reglonal speclalist Plastic
Surgery and rand Therapy, myjor
Neonatal Intensive Care, compiex elective
surgery, and integrated prison heathcare
across the reglon

Western Trust (WHSCT): Employs
approxamataly 12.000 staff across a

wide network of faciities and provides
healthcare services to approximately
300,000 residents. The Trust covers

the largest geographical area In NI
(Spproximately 4,842 square kiometres).
The Trusts operates a Speciaiiz Palllative
Care, advanced robotic surgery, Primary
Percutancous Coronary intervention
(PPCY) for cardiac emergencies, and
complex neurology and rheumatology.

Northern Trust (NHSCT): Ermploys
approximately 12,000 staff and provides
a range of health and soclal care services
to 3 popuiation of approximately 479,000
residents.

Transfusion Practitioners SIG
dnush Blooc Tramsfusion So0ety

and speciaksad community cutreach
programs for eiderly and disabied
Individuals across remote areas.

Southern Trust (SHSCT)Y: Employs
approximately 13,000 staff and deavers
services from several hospitals and
communty-based settings. The Trust
oporates a regional specialist Perinatal
Mental Health Service, complex acute
stroke services, a high-performing
paedatric feeding service, and specalised
eye (orthoptic) care.

In addition to our work within Heaith

and Soclal Care Trusts. we also

provide Hasmovigiiance support to

the Independent sector across NI. This
Includes private hospltals, ensuring that
consistent standards of transfusion safety,
governance, and reporting are upheid
acro== all providers.

Wwhat 8rings Us Together: Reglonal
Workstreams That Make a Difference
what makes this NI Haemovigriance Team
unique Is not just the number of HVPs

— It's the reglonal mindset. Transfusion
related Incidents, trends, lcaming, and
training are shared across NI, meaning
Improvements in one Trust quickly benefit
3, Atthough each Trust maintains Its
own Haemovigiance responsibiities,

the defining feature of the NI model Is
how often we operate regionaly. Below
are some of the key areas where our

It covers a geographical area of 2,773 coliaboration has the biggest Impact.
square kllometres. The Trust operates
high-volume elective care, a designated
Paediatric ADHD Assessment Service,
wwm b orpuk | B @0est@ced s | ) RunklicodrarAskniccety
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SMALL REGION,
BIG IMPACT

How Northemn Ireland’s Haemovigilance Network
Works as One to Deliver Safer Transfussion Care

1. Patient Safety First —

Always

Patient safety Is our starting

point, midpoint and endpoint. 1t 1= at

the heart of everything we do. Every

Incident, near miss, or exemplacy plece

of practice & openty shared across all

Trusts. A recurring theme In our work IS

that learning should never sit In one place

— If something goes wrong (or brilkantly

right) in one hospital, the entire reglon

benafits from that knowledge

This means:

» Faster implementation of safe practice

* Early recognition of emerging pattesns

* More consistent transfusion processes
for patients across N

2. Education: Supporting
Everyone, from Students to
Senior Clinicians
Education k= one of our busiest — and
mast rewarding — worksireams.
From delivering teaching sessions in
univarsities for our student nurses,
to providing Right Patient, Right
Blood competency assessments for
medical students and Trust staff, the N
Haomovigllance Jeam are focused on
ensuring everyons2 involved In transfusion
15 fully informed and competent to
practise safely.

Wo offer 3 bit of overything — Massive
Biocod Loss SiMs, ad hoc teaching, and
loads of practical, real-world training

for staff at all leveis. And with the new
digital systems coming in, digital focused
training and troubleshooting has bacome
2 new skalset many of the HVPS have had

Moo

10 add 1o ther tooibox

Because our tralning programmes are
argely algned across all five Trusts,
staff who rotate or move between Trusts
encounter the same principles, same
expectations, and same high standards.
It's one of the ways our Small region
achieves comsistency.

/ 3. Audit: A Regional Lens on
.I Transtusion Practice
Audit = where the teanrs
regional structure truly shines.

Through the NI Education and Quality
improvement Greup, a subgroup of the
Northern Ireland Transfusion Committee
(NITC), all five Trusts review feedback
together and jointly agree an annual

audit workplan. As 3 reglon, we plan,
dexign, and pliot the audit proformas
collaboratively to make sure they're
meaningful and workabée in every
setting — from major hospitals to smalier
community sites.

All data collectors receive bespoke
tralning, ensuring confidence, accuracy,
and shared understanding. This reglonal
approach gives us a clear, reflable picture
of what transfusion practice actually tooks
ke 3Cross NL

-y

NI 15 currently undergoing one of the
most ambitious digital transformations
n UK haaithcare — and the NI

4, Digital Transformation:
HVPs at the Heart of Change

TramhaisrSoooty
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THE STOSTY OF NOSITHERN IRELAND'S FAEMOVIGLANCE TEAM

For a small
region, the
iImpact is
enormous

Haemovigliance team sits nght at the

centre of It

Reglonal developments Include:

« A ungie regional Laboratory
Information Managemeant System
(LIMS)

+ A zingle regional Electronic Patient
Record (EPR)

+ A new region wide Blood Production
and Biood Tracking system, integrating
everything from donation to bedude
traceablitty

For a small region, the Impact &=
encrmous. Combined they bring greater
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standardisation, cleaner more meaningful
data and a deeper abllity to understand
— and improve — transfusion peactics
across the region

Digita transformation has naturally
come with challenges, particutarly for
Hasmovigilance In ensuring patient
safety doesn't get lost, Alongside their
day-to-day work, HYPs are Increasingty
becoming IT trainers, workfiow testers,
and gdighal problem-solvers. As 3 team
we have embraced these digital changes
and all the positives they can offer us.
However, our commitment and passion
for patient safoty means our role goes
beyond adapting to the digital changes.
It Includes challenging and maximising
the capabiities of our new dightal systems
10 ensure they make transfusion practice
safer, stronger and better for 3% our
patiems.

A 5. Leading the Way: Reglonal
¥ strength, National iImpact

u Our work does not happen In
Isolation We play an active role within the
Northorn Ireiand Transfusion Committoe,
helping to shape reglonal strategy, policy,
and audt priorities.

In parallel with the ongoing digetal
transformation, we are als0 progressing
the standardisation of regeonal transtusion
documentation, Including a downtime
transfusion agministration record and

a regloral transfusion request form,
SuUppOrting consistency and safety across
Al Trusts,
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!u.v}
sl =,
-

st

The NI Meemovigiiance Team & closely
connected to wider UK and ireland

networks, contnbuting to and leaming
from natiorail forums and expert groups.
Our Invoivement extends to 3 number
of UK and ireland groups, iIncluding the
Patient information Leafiet Working
Group and the Transfusion eLearning
Editorial Board. From June 2025, the
Reglonal Haemovigliance Co-ordunator
will hoid the role of Chair of the UK and
Ireland Biood Transfusion Network.

we have also represented NI and the
UKI network on the recent update of the
SanTO consent and shared decision-
making gutdance, as wal a5 leading the
review of the Uk-wige Out-of-Hospital
Transfusion Framework.

Together, these connections halp ensure
that Northern reland remains aligned with
best practice while aiso shanng eaming
and experionce with the wider transfusion
Community

Why This Matters

One of the benats of being a small
region Is that we work reaily well
together — and we make the most of

It. NiI's geography, size, and cur very
connected transfusion teams mean we
are a1 alming to standardise practice as
much a5 possible. The N Haemowvigiance
Teams do not really feel like five separate
Trusts; #t feels more like one big regional
team, constantly swapping ideas, sharing
learning, and backing each other up.

This structure allows NI to:

BLOOD USAGE IN
NORTHERN IRELAND

19.45

units per 1.000 population

v Relatively lower utifisation
v Approaraste and efticient use
[[] Consistent regional approach

This reflects a collaborative
approach to suppocting

the appropriste use of blood
acrogs Nothem heland

+ Implerment change quickly

+  Align potcies and education

* Respond cobectively 1o national
guidance

+ Present unifiad data and learming

+ Support the aim of zafe, appropriate,
and reduced unnecessary transfusions
as evidenced by our sudit data.

Our model 15 ncreasingly recognised as
an exampieo of how a small reglon can
achiave big change — and how working
together amplifies impact. And we will
continue to strengthen this further In the
COMming years.

Looking Ahead

The next two years are set to be
demanding on the team. As LIMS and
£PR programmes reach full Integration,
and as the new blocd tracking system
rolls out, there's plenty to keep us busy.
The N Haemovigiance Team ks already
right in the maddie of this work. making
=ure transfusion safety doesn't get lost
n the nolse whie everything around us
modenmises.

NI may be smail, but we definttely punch
above our weoight Az we move forward,
we are excited to keep that momentum
going, staying connected with colleagues
across the UK and Ireiand, sharing what
we learn, picking up new ideas, and
kecping transfusion sfety right where it
belongs: at the fronthne of patient care.
And hopefully, at zome point_ getting
back to our day Jobs!

wewsbxorgue | @ @EmnBocd’s | ) imerBood innshsorSockty
B StinkRcodirastanonioccty | @ Gttt ersoodtaratunnmacicty



