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QUICK REFERENCE GUIDE

For quick reference the guide below is a summary of actions required. This does not negate the need for the document author and others involved in the process to be aware of and follow the detail of this policy. 
1. NHSBT and Hospitals should work together to reduce the risk of red cell and blood component shortages though the management of both the supply and demand for blood.

2. NHSBT will alert the Blood Transfusion Operational Manager when blood stocks fall to very low levels, during this time measures must be taken to avoid the use of blood transfusion, including the use of alternatives to transfusion.   
3. Indications for transfusion from UK national guidelines are listed in the document, however it is accepted that clinical judgement plays an essential part in the decision to transfuse or not.  See Appendix 1. 

4. Elective operations may need to be cancelled and other procedures may need to be cancelled, whilst ensuring that all patients who require transfusion continue to receive them, under the control and review of the Emergency Blood Management Group (EBMG).

5. NHSBT have defined three phases for planning blood shortages; 

· Green Phase; Normal circumstances where supply meets demand.  HTT to monitor and ensure blood is used appropriately.
· Amber Phase; Reduced availability of blood or blood component for a short or prolonged period.  Hospital should activate the EBMG to confirm any actions that are required.  

· Red Phase; Severe, prolonged shortages.  Hospital will have to reduce stock holding and usage by percentage defined by NHSBT.
6. During periods of severe shortage the Trust may have to consider reducing activities/procedures.  This will have an impact on elective surgery and waiting lists.  In extreme circumstances the use of blood by the Trust may need to be reduced by 50%, leading to only those patients in category 1 (Appendix 2 and 3) being transfused.
7. The Trust should have an EBMG who will convene during times of blood shortages to review the use of blood within the Trust.

8. The EBMG must convene upon declaration of entering the red phase to discuss the current situation and work towards reducing blood usage as set by NHSBT.
9. When the blood stocks return to normal levels the EBMG must convene to at the earliest opportunity to review the effect of the blood shortage, and amend any local arrangements.  The recovery plan must be disseminated to the Trust staff.  Any recommendations must be fed back to the Hospital Transfusion Committee (HTC).

1. INTRODUCTION

Appropriate transfusion is an essential support to many medical treatments and can be lifesaving.  However the development of a contingency plan to ensure the effective use of available blood is critical when blood stocks have fallen to very low levels.  It is important to ensure that transfusion support is available for those patients in need during periods of low stock.
NHSBT’s objective is to ensure that patients who need blood and platelet transfusions can receive a transfusion regardless of their geographical location.  NHSBT continually monitor its stock levels and take appropriate actions to maintain these.  When stocks begin to fall NHSBT will advertise for blood donors and can increase the production of platelet pools from the donors to raise platelet stocks.

Blood shortages in the U.K. are rare, however there have been seasonal shortages of specific blood groups, i.e. O Rh D Negative.  Shortages can be classed as follows;

· Short term shortages – can result from influenza outbreak or bad weather

· Very acute short term shortages – can result from security issues which stop donors coming forward to donate

· Prolonged blood shortages – can result from a number of circumstances e.g. introduction of further measures to reduce the risk of disease transmission by transfusion or changes in processing

NHSBT inform all Hospitals of low levels of red cells and other products, such as platelets.  The Trust then assesses the use of those products, and give them only when necessary.  
The National Blood Transfusion Committee (NBTC) recommend that each Trust forms an Emergency Blood Management Group (EBMG) to manage the use of blood during shortages, both short term and pro-longed.  During these times the Trust must be able to continue daily operations, but may have to reduce stock holding of red cells and platelets, requiring each transfusion to be clinically justified.  This may result in the cancellation of some elective surgery and procedures to ensure there is adequate blood and blood products for those patients who have a serious or life threatening requirement for blood or platelets.

2. PURPOSE

The purpose of this document is to;

· Provide a clear framework and guidance for times when the Trust blood requirement may not be met by NHSBT
· Ensure effective communication of any short or pro-longed shortages of blood

· Establish which personnel are responsible for decision making and reducing the use of blood

· Ensure that patients who require blood and blood products for life threatening episodes, or to reduce significant morbidity are still transfused in a timely manner

3. SCOPE

This Document applies to all patients within the Trust, and those who receive blood products from PHT, and the clinical decision makers for blood transfusion; and the Blood Transfusion Laboratory.
‘In the event of an infection outbreak, flu pandemic or major incident, the Trust recognises that it may not be possible to adhere to all aspects of this document. In such circumstances, staff should take advice from their manager and all possible action must be taken to maintain ongoing patient and staff safety’

4. DEFINITIONS

EBMG – Emergency Blood Management Group – a group within the Trust to produce arrangements for, and manage red cell and platelet shortages.
HTC – Hospital Transfusion Committee includes members of the Hospital Transfusion Team and representatives from all clinical areas where blood and blood components are administered.
Blood component - red cells, platelet concentrate, fresh frozen plasma (FFP), and cryoprecipitate
Patient Blood Management (PBM) - a standard of care that focuses on measures to reduce or avoid the need for transfusion if possible. If a transfusion is needed, the aim is to ensure that the patients are only given what they really need and that the transfusion is given safely.  
National Blood Transfusion Committee (NBTC) –promote good transfusion practice by providing a framework to channel information and advice to hospitals and NHSBT on best practice to improve patient safety, improve the appropriateness of clinical blood transfusion practice, reducing the need for blood transfusion, promoting the highest quality and consistency in blood transfusion.

5. DUTIES AND RESPONSIBILITIES

Hospital Transfusion Committee (HTC)

The HTC includes members of the Hospital Transfusion Team and representatives from all clinical areas where blood and blood components are administered. Responsible for planning and implementing mechanisms to reduce blood use during Green Phase (normal blood stocks) via Patient Blood Management (PBM).  For full duties and responsibilities and members, see the Transfusion Policy (Adult).

Hospital Transfusion Team (HTT)

The HTT is responsible for Meeting at least once a month to discuss current issues and incidents including monitoring the appropriate use of blood transfusion.  The team comprises Senior laboratory staff, the Transfusion Practitioner and Practice Educator, and the Clinical Lead for Blood Transfusion.  Will manage any recommendations from the EBMG during times of blood shortages. The HTT report to the HTC.  Will liaise with other local hospitals to maximise the use of blood and blood products around the region during times of shortage.
Emergency Blood Management Group (EBMG)

Will manage any shortage of blood and blood products and its impact on patient care.  The EBMG has responsibility for ensuring that any target reductions in blood supplied from NHSBT are met, and the patients who most need it, still receive a blood transfusion.  
Members of the EBMG should contain a representative form the Trust board and representatives from all major users of blood and blood components who may be affected by the shortage.
Final approval of any arrangements or plans decided by the EBMG should be via the Trust Chief Executive.

	Emergency Blood Management Group

	Chief Operating Officer (COO) 

	Medical Director

	Chair of Hospital Transfusion Committee

	Blood Transfusion Operational Manager

	Clinical Lead for Blood Transfusion

	Transfusion Practitioner

	Pathology Governance and Risk Management representative


* If a member cannot attend a deputy or representative should be sent in their place
6. PROCESS

6.1 GREEN PHASE
This is classified as the “normal” circumstances, where the supply of blood meets the demand.  Continual monitoring of blood use and PBM should ensure that the Trust blood supply is used appropriately and only those patients who require transfusion support receive it.
Measures to avoid the use of blood transfusion include ensuring patients undergoing elective surgery have a normal haemoglobin pre operatively.  A mechanism should be in place to identify, investigate and treat anaemia pre operatively where possible.  The use of alternatives to blood should be considered, including non-surgical management of bleeding, cell salvage and pharmacological agents such as anti-fibrinolytics and intravenous iron.  
Procedures should be in place to identify and manage maternal anaemia, in particular with correction of iron deficiency in the antenatal and postnatal period.

During the green phase NHSBT may issue a precautionary notification to hospitals informing them of potential supply chain issues, such as a shortage of platelets of a particular ABO group.  This action is to help reduce use of this particular product, and hence avoid entering the amber phase.

The NBTC have produced a set of transfusion indication codes for all blood products (Appendix 1) to be used when ordering all blood and blood products taken from national guidelines for the use of blood components in adults. The indication codes aim to act as a prompt for clinicians to facilitate appropriate use and to enable robust documentation of indications.  
Emergency Blood Management Arrangements should be made to cover Amber and Red phases to ensure actions are in place so that patients who require blood and blood products receive them.

Audits should be carried out to ensure the safe and appropriate use of blood and platelets.  Staff should be educated, including induction and regular updates to ensure continued appropriate use of products.  

Laboratory staff should feel empowered to question medical staff requests for blood and blood products, and ensure that the relevant transfusion indication code is recorded.  Laboratory staff should query requests for transfusion if they feel they are inappropriate or not in keeping with the indication codes.

Local Hospitals should consider forming links to enable the transfer of blood and blood products between hospitals during times of shortages.

6.2 AMBER PHASE
Continuation of elective surgery must only continue based upon blood stock levels.  
The transfusion indication codes may need to be reviewed, with lower transfusion ‘triggers’.  Transfusion out of the indication codes will be referred to a Haematology Consultant.

The Trust should report any adverse incidents in patients or with the operation of the plan via Datix initially.  These will then be investigated and may need to be reported to SABRE, SHOT or NHSBT via their complaints system.

Red Cells
See Appendix 2 for indication for transfusion categories.

Red cells may only be allocated to a patient for 12 or 24 hours at a time, (normally 48 hours), so that blood can be used effectively.

All cases of actual or potential massive blood loss should be referred to a Consultant Haematologist to allow discussion and planning of patient management and blood product provision.
Platelets
See Appendix 3 for categories for transfusion.

If platelets only are affected the Hospital will reduce or stop holding stock platelets, and all platelets will be ordered on a named patient basis only, under authorisation of a Haematology Consultant.  Patients may not be provided with ABO and/or Rh D matched platelets, and requirements such as CMV negative may not be met.

It may not be possible to hold stock platelets on site.  Platelets will be ordered on a named patient basis only.

Any platelets issued by NHBST will have a maximum expiry of 24 hours.  This will ensure that NHSBT will hold the platelet stock for England, and enable all hospital to have access to them.

Restrictions to stock may apply so that only patients in category 3 may not be transfused.  Platelets may not be issued for prophylactic use.

Patients may have to accept leucodepleted platelets instead of CMV negative platelets.  Patients who are Rh D negative may not be given Rh D negative platelets; prophylactic anti-D will be issued to Rh D females of child bearing age.

Patients should be optimised pre operatively, i.e. stopping anti-platelet agents 7 days pre op, and alternatives or additions to platelet transfusion should be considered such as tranexamic acid, desmopressin or fibrinogen.

6.3 RED PHASE

NHSBT will declare a red phase shortage if there is a severe shortage of red cells or an imminent severe threat to the supply of red cells or platelets.  

The Blood Transfusion Operational Manager will be notified and informed of the nature of the shortage.  NHSBT will also inform the Trust of their required reduction in blood and/or platelet usage.
Depending on the reduction in stock and use required the Trust may have to restrict the category of patients who are allowed blood and platelet transfusions.
The EBMG should meet to discuss the use of blood and platelets and consider cancelling elective surgery or procedures which may require blood use (category 3 patients).  The outcome of the meeting must be finalised by the CEO of the Trust, and communicated to all areas of the hospital.

It is the responsibility of the Transfusion Clinical Lead, the Blood Transfusion Operational Manager and the HTT to ensure the usage of blood stays below the NHSBT set targets agreed and communicated by the EBMG.

The Trust should report any adverse incidents in patients or with the operation of the plan via Datix initially.  These will then be investigated and may need to be reported to SABRE, SHOT or NHSBT via their complaints system.
Red cells 

See Appendix 2 for indication for transfusion categories.

If the required reduction is quite small, the transfusion laboratory will insist on full clinical details for each crossmatch request and may refer requests deemed as unsuitable to a Haematology Consultant.    

In a more severe shortage reductions in usage will need to be achieved by cessation of some or all the procedures in category 2.

If there is a severe prolonged shortage, where for example 50% or more of the red cell supply becomes unavailable, it is likely that only patients in category 1 will be transfused.

Platelets

See Appendix 3 for categories for transfusion.
ALL platelet requests within the hospital must be authorised by a Haematology consultant.  Requests to NHSBT must be made on a named patient basis only, with an indication for transfusion, and category from Appendix 3.
NHSBT will implement a monitoring process which will track every unit of platelets.  The hospital will have to provide NHSBT with the fate of all units allocated during this time; NHSBT may also ask for patient details or other information relating to the transfusion.  

NHSBT may require units to be returned to them if they have not been used at the specified time, so that the unit can be issued to another patient at an alternative location.  This will help reduce wastage and ensure that only the most urgent cases are supported.
6.4 RECOVERY PHASE

NHSBT will contact the Transfusion Laboratory and inform them that red cell and/or platelet levels have risen to a level where hospitals can move to Amber or Green phase.
The Blood Transfusion Operational Manager or deputy will communicate the information as above.  

The EBMG should convene at the earliest opportunity to review the effect of the blood/platelet shortages and amend the local arrangements as necessary.

The recovery plan should be communicated to all staff.  Any recommendations should be fed back to the HTC including review of any adverse incidents during or because of the shortage.

7. TRAINING REQUIREMENTS

No Training is required for this process.
All medical staff who order blood and blood products should be aware of, and using the transfusion indications codes (Appendix 1) when ordering blood products.

8. REFERENCES AND ASSOCIATED DOCUMENTATION

NBTC Red cell shortage plan August 2016:
Joint United Kingdom (UK) Blood Transfusion and Tissue Transplantation Services Professional Advisory Committee (JPAC), August 2016.  https://www.transfusionguidelines.org/uk-transfusion-committees/national-blood-transfusion-committee/responses-and-recommendations 

NBTC Platelet shortage plan August 2016:

Joint United Kingdom (UK) Blood Transfusion and Tissue Transplantation Services Professional Advisory Committee (JPAC), August 2016.  https://www.transfusionguidelines.org/uk-transfusion-committees/national-blood-transfusion-committee/responses-and-recommendations 
9. EQUALITY IMPACT STATEMENT

Portsmouth Hospitals NHS Trust is committed to ensuring that, as far as is reasonably practicable, the way we provide services to the public and the way we treat our staff reflects their individual needs and does not discriminate against individuals or groups on any grounds.

This policy has been assessed accordingly

Our values are the core of what Portsmouth Hospitals NHS Trust is and what we cherish.  They are beliefs that manifest in the behaviours our employees display in the workplace. 

Our Values were developed after listening to our staff.  They bring the Trust closer to its vision to be the best hospital, providing the best care by the best people and ensure that our patients are at the centre of all we do.

We are committed to promoting a culture founded on these values which form the ‘heart’ of our Trust:
Working together for patients

Working together with compassion

Working together as one team

Working together always improving

This policy should be read and implemented with the Trust Values in mind at all times.
10. MONITORING COMPLIANCE WITH PROCEDURAL DOCUMENTS

This policy cannot be monitored in a specified time scale or method due to the low likelihood of the policy being activated, and any events causing it to be activated cannot be predicted.
Upon activation of the EBMG the process will be strictly reviewed by the HTT and HTC.  Any learning during the process will be reported to the HTT and HTC, and then distributed to all staff in the Trust.  Any changes in practice and lessons to improve on next time will be circulated as appropriate through the Team Brief.

During the Green and Amber phase blood use is constantly monitored by the HTT.

APPENDIX 1: Indication Codes for Transfusion
Transfusion indication codes for use in Green Phase.  Continual efforts should be made by the HTT to reduce the use of blood and blood products, and monitor that they are used appropriately.

INDICATION CODES FOR TRANSFUSION 

These are current guidelines and may change depending on new evidence. 
R5b, R7a and R7b are specific to PHT based on local research and evidence.
Red cell concentrates

Dose - in the absence of active bleeding, use the minimum number of units required to achieve a target Hb. Consider the size of the patient; assume an increment of 10g/L per unit for an average 70 kg adult. 

R1
Acute Bleeding: Acute blood loss with haemodynamic instability. After normovolaemia has been achieved/maintained, frequent measurement of Hb (including near patient testing) should be used to guide the use of red cell transfusion – see suggested thresholds below.

R2
Hb ≤ 70g/L stable patient: Acute anaemia. Use an Hb threshold of 70g/L and a target Hb of 70-90g/L to guide red cell transfusion. Follow local/specific protocols for indications such as post cardiac surgery, traumatic brain injury, and acute cerebral ischaemia.

R3
Hb ≤ 80g/L if cardiovascular disease: Use an Hb threshold of 80g/L and a target Hb of 80-100g/L.
R4
Chronic transfusion dependent anaemia: Transfuse to maintain an Hb which prevents symptoms. Suggest an Hb threshold of 80g/L initially and adjust as required. Haemoglobinopathy patients require individualised Hb thresholds depending on age and diagnosis.

R5a
Radiotherapy maintain Hb > 110g/L: There is limited evidence for maintaining an Hb of 110g/L in patients receiving radiotherapy for cervical and possibly other tumours.

R5b
Radiotherapy Squamous Cell Carcinoma (Head & Neck/Gynae only) Hb > 115g/L (PHT) 

R6
Exchange transfusion

R7a
Orthogeriatric # NOF Hb ≤ 90g/L (PHT)

R7b
Orthogeriatric # NOF Hb ≤ 100g/L if cardiovascular disease (PHT)

Platelet concentrates

Dose – for prophylaxis, do not routinely transfuse more than 1 adult therapeutic dose. Prior to invasive procedure or to treat bleeding, consider the size of the patient, previous increments and the target count.

Prophylactic platelet transfusion

P1
Plt <10 x 10*9/L reversible bone marrow failure. Not indicated in chronic bone marrow failure

P2
Plt 10 - 20 x 10*9/L sepsis / haemostatic abnormality
Prior to invasive procedure or surgery

P3
To prevent bleeding associated with invasive procedures. Transfuse platelets if:-

· P3a  Plt <20 x 10*9/L central venous line
· P3b  Plt <40 x 10*9/L pre lumbar puncture/spinal anaesthesia
· P3c  Plt <50 x 10*9/L pre liver biopsy / major surgery
· P3d  Plt <80 x 10*9/L epidural anaesthesia
· P3e  Plt <100 x 10*9/L pre critical site surgery eg CNS
· Transfusion prior to bone marrow biopsy is not required

P4
Therapeutic use to treat bleeding (WHO bleeding grade 2 or above)
· P4a  Major haemorrhage Plt <50 x 10*9/L
· P4b  Critical site bleeding eg CNS / traumatic brain injury Plt < 100 x 10*9/L
· P4c  Clinically significant bleeding Plt < 30 x 10*9/L

P5
Specific clinical conditions
· P5a  Disseminated Intravascular Coagulation (DIC) pre procedure or if bleeding
· P5b  Primary immune thrombocytopenia (emergency treatment pre-procedure/severe bleeding)

P6 
Platelet dysfunction
· P6a  Consider if critical bleeding on anti-platelet medication
· P6b  Inherited platelet disorders directed by specialist in haemostasis
Fresh frozen plasma

Dose - 15 ml/kg body weight, often equivalent to 4 units in adults.

F1 
Major haemorrhage: Early infusion of FFP is recommended in a ratio of 1 unit FFP: to 1 unit red cells for trauma and at least 1 unit FFP: 2 unit’s red cells in other major haemorrhage settings. Once bleeding is under control, FFP use should be guided by timely tests for coagulation as indicated below.

F2
PT Ratio/INR > 1.5 with bleeding: Clinically significant bleeding without major haemorrhage. FFP required if coagulopathy. Aim for a PT and APTT ratio of < 1.5.

F3 
PT Ratio INR >1.5 and pre-procedure: Prophylactic use when coagulation results are abnormal e.g. Disseminated Intravascular Coagulation (DIC) and invasive procedure is planned with risk of clinically significant bleeding.

F4
Liver disease with PT Ratio/INR > 2 and pre-procedure: FFP should not be routinely administered to non-bleeding patients or before invasive procedures when the PT ratio/INR is ≤ 2.

F5
TTP/plasma exchange
F6
Replacement of single coagulation factor
Prothrombin complex concentrate

Dose should be determined by the situation and INR. Local guidelines should be followed.

PCC1 
Emergency reversal of vitamin K antagonists (VKA) for severe bleeding or head injury with suspected intracerebral haemorrhage.

PCC2
Emergency reversal of VKA pre emergency surgery
Cryoprecipitate

Dose – 2 pooled units, equivalent to 10 individual units, will increase fibrinogen by approximately 1g/L.

Cryoprecipitate is usually used with FFP unless there is an isolated deficiency of fibrinogen.

C1
Clinically significant bleeding and fibrinogen <1.5g/L (<2g/L in obstetric bleeding)
C2
Fibrinogen <1g/L and pre procedure

C3
Bleeding associated with thrombolytic therapy
C4
Inherited hypofibrinogenaemia, fibrinogen concentrate not available
APPENDIX 2: Categorisation for Red Cell Transfusion During Red Cell Shortages
NHSBT have categorised patients into 3 broad categories to assist hospitals with prioritising patients to achieve the required reduction in red cell usage.  It is recognised that clinical judgement is an essential part of decision making for individual patients.
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APPENDIX 3: Categorisation for Platelet Transfusion During Platelet Shortages

NHSBT have categorised patients into 3 broad categories to assist hospitals with prioritising patients to achieve the required reduction in platelet usage.  

Category 1 patients are those with the greatest clinical need for platelet support and should be given priority when considering allocation of platelets.

The use of platelets should be considered as one element in the overall management of patients; it is recognised that clinical judgement is an essential part of decision making.
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EQUALITY IMPACT SCREENING TOOL
To be completed and attached to any procedural document when submitted to the appropriate committee for consideration and approval for service and policy changes/amendments.

	Stage 1 -  Screening 

	Title of Procedural Document: Blood Shortage Policy


	Date of Assessment
	23/11/18
	Responsible Department
	Blood Transfusion 

	Name of person completing assessment
	Alison Davies
	Job Title
	Blood Transfusion Operational Manager

	Does the policy/function affect one group less or more favourably than another on the basis of :

	
	Yes/No
	Comments

	· Age
	N
	

	· Disability
	N
	

	· Gender reassignment
	N
	

	· Pregnancy and Maternity
	N
	

	· Race
	N
	

	· Sex
	N
	

	· Religion or Belief
	N
	

	· Sexual Orientation
	N
	

	· Marriage and Civil Partnership
	N
	

	If the answer to all of the above questions is NO, the EIA is complete. If YES, a full impact assessment is required: go on to stage 2, page 2


	
	

	More Information can be found be following the link below

www.legislation.gov.uk/ukpga/2010/15/contents

	
	

	Stage 2 – Full Impact Assessment

	What is the impact
	Level of Impact
	Mitigating Actions

(what needs to be done to minimise / remove the impact)
	Responsible Officer

	
	 
	
	

	Monitoring of Actions

	The monitoring of actions to mitigate any impact will be undertaken at the appropriate level

Specialty Procedural Document: 
Specialty Governance Committee

Clinical Service Centre Procedural Document:
Clinical Service Centre Governance Committee

Corporate Procedural Document:
Relevant Corporate Committee

All actions will be further monitored as part of reporting schedule to the Equality and Diversity Committee


Working together to drive excellence in care for our patients and communities


our patients and communities
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