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Hospital blood transfusion

e High activity (2.2 million units of red cells to
500,000 patients/year in the UK; 25,000 units of
red cells/year in Oxford)

e High cost (£300+ million/year for the cost of blood
In England; £4.5 million/year in Oxford; unknown
costs for the transfusion process)

* High risk (159 deaths due to transfusion in the last
15 years in the UK; 27 deaths and 120 cases of
major morbidity due to ‘wrong’ transfusions)
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Publication type: Quality and productivity example

QIPP Evidence provides users with practical case siudies that address the quality and
productivity challenge in health and social care. All examples submitted are evaluated by
NICE . This evaluation is based on the degree to which the initiative meets the QIPP criteria
of savings, quality, evidence and implementability, each criterion is given a score which are
then combined to give an overall score. The overall score is used to identify the best
examples, which are then shown on NHS Evidence as ‘recommended’

Our assessment of the degree to which this particular case study meets the criteria is
represented in the evidence summary graphic below.
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Safer practice notice
Rapid Response Report

Right patient, right blood
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The transfusion of blood and blood components in an emergency

Issue

The urgent provision of blood for life threatening haemorrhages requires a rapid. focused approach as excessive blooc
loss can jeopardise the survival of patients. Early recognition of major blood loss and immediate effeciive interventions
are vital to avoid hypovolaemic shock and its consequences. One such action is the rapid provision of bicod and bioad
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During the period October 2008 to September 2010, the National Patient Safety Agency (NFSA) received reports of 1°
deaths and 82 incidents in which a patient was harmed as a result of delays in the provision of blood in an acute
situation.

Reducing the risk of harm

oemation request
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recommendations of the Conﬁdanuaf Enguiries into Matermal and Child Heal'm (CEMACH) (2007) for a protocol for the
of and the Royal College of Obstetricians and Gynaecologists guidance

Blood transfusion in obstefrics CZODE],

For IMMEDIATE ACTION by the NHS and independent (acute) sector. Actions should be led by an executive
director nominated by the Chief Executive, working with the Chair of the Hospital Transfusion Committee.
Deadline for ACTION COMPLETE is 26 April 2011.




Deaths definitely attributed to transfusion
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Total mortality 2.7
Total major morbidity 39.6

Approximately 3,000,000 blood components
Issued annually by UKblood services
























