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Regional Audit of Red Cell Transfusions 
2004-2005 

1220 transfusion episodes 

Inappropriate transfusion 

Excessive transfusion 

Transfusion Triggers 
 
Hb < 7 g/dl:  < 65 yr, no CVS disease  
  
Hb < 8 g/dl:  > 65 yr, no CVS disease 
 
Hb < 9 g/dl :    CVS disease  
  
Hb  < 10 g / dl 
Bone marrow depression 
Chemo or radiotherapy 
Symptomatic of anaemia 
Ongoing bleeding > 500 ml / hr  
 



 

From the Chief Medical Officer 
Dr Michael McBride 
 
 
 
 
 
 
 
To: 
 
Medical Directors of Trusts – for transmission to all   
 hospital doctors and doctors in Community 
 Trusts who may prescribe blood transfusion. 
Directors of Nursing of Trusts – for attention of Nursing 
 and Midwifery staff. 
 

Castle Buildings 
Stormont Estate 
Belfast BT4 3SQ 
Tel:   028 90 520563 
Fax:  028 90 520574 
Email:michael.mcbride@dhsspsni.gov.uk 
 
Your Ref: 
Our Ref:  
Date: 17 November 2006  

 
 
Dear Colleagues 
 
APPROPRIATE USE OF BLOOD IN NORTHERN IRELAND 
 
You may remember that CREST guidelines on the use of blood in Northern Ireland were 
distributed in 2001.  Following this, the Northern Ireland Regional Transfusion Committee 
undertook a major audit of red cell use in Northern Ireland1.  This was supported by RMAG. 
 
The results of this audit were presented at a Workshop earlier this year.  It is fair to say that 
the results were disappointing, with a considerable proportion of blood use in Northern 
Ireland being judged inappropriate.   
 
Because of the increased risk that blood transfusion now carries, not least the danger of 
communicable disease that has not yet been identified, and the fact that every recipient of 
blood is now automatically barred from ever donating blood, CREST has drawn up new 
guidelines on blood transfusion in adult patients, and these are currently out for 
consultation.   
 
However, I wanted to draw your attention to the major points in the new guidelines, as 
quickly as possible.   
 
Transfusion thresholds: 
 
• For otherwise healthy patients less that 65 years of age a transfusion trigger of 

7g/dl is appropriate. 
 
• For otherwise healthy patients over 65 years of age a transfusion trigger of 

8g/dl is appropriate. 
• For otherwise healthy patients with additional risk factors of cardiac and 

cerebrovascular insufficiency, a higher trigger of 9g/dl is permitted.   
                                                
                    

         

Audit Recommendations Endorsed 
 
 DHSSPS 2006 



Regional Guidance 2009 



Regional Blood Request Form 

 Zero tolerance 

 

 Indication for transfusion 

 



NI Red Cell Issues  
2000 – 2008 

31

32

33

34

35

36

37

38

39

2000/01 2001/02 2002/03 2003/04 2004/05 2005/06 2006/07 2007/08

No. of Units per 
1000 population 

Audit  

Action 
Plan  

 Empowerment of 
Blood Bank Staff 



< 70          70-79      80-89       90-99     100-109   110-119   120-129  130-139  140-149   > 150      

Haemoglobin on admission g/l 

Haemoglobin at time of Hospital 
Admission 

Regional audit 2004 - 2006 

WHO Definition of anaemia 
 Adult female < 120 g/l 
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Regional Audit of Anaemic patients 

743 anaemic patients, 16 yr and older  
 Transfused in  2007 

 
Retrospective review of patients’ notes laboratory 
reports, outpatient letters, discharge summaries 

 
Was anaemia identified? 
 
Was anaemia investigated and diagnosed? 
 
Was anaemia treated appropriately? 



Haemoglobin on admission 

Transfused Patients - Haemoglobin 
on Hospital Admission by Gender
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Age Distribution of Transfused Patients 
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Regional audit of Anaemia 

Could transfusion have been avoided? 
 

743 Patients 



Avoidable Transfusions 

Avoidable transfusion by hospital
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Regional audit of Anaemia 
Could transfusion have been avoided? 

 
     

yes
25%

no
75%

     

0

5

10

Inappropriate
transfusion

Anaemia not
identified before

admission

Anaemia
identified but not
investigated or

treated

Anaemia
identified &

investigated but
not treated

Category

%
 o

f p
at

ie
nt

s 



Regional Anaemia 
Study day 

Results of Audit 
should be circulated 

Educational presentation 
for Haemovigilance staff 

Training should focus more 
on Investigation and 

Treatment of Anaemia 

Increased awareness 
of at risk groups 

Regional Pathway for 
investigation and treatment 

of anaemia 

Iron deficiency should 
be treated with oral or 
parenteral iron – not 

transfusion 

Pre-operative 
assessment 

Guidelines for Transfusion 
are implemented and 

monitored. 

Trusts should audit 
avoidable transfusion Practice 

Improvement 

Action Plan 





Better Blood Transfusion 3 NI 
Improving the safety of blood transfusion 

 Circulated to HSC Trusts         
- Aug 2011 

 Interim self assessment          
- Dec 2011 

 Final assessment           
- Sept 2012 



Better Blood Transfusion 3 (NI)  2011 



Management of Anaemia 
4 – Step approach 













Patient Blood Management 





Red Cell Transfusion Index  
2011 - 2014 



1st audit 
Audit of 
Anaemia 

Transfusion 
Trigger for 
Bone marrow 
depression 



Transfusion triggers for adults 
       Revised 2014 
 

 
 
 
 
 

Patient status Transfusion threshold 

Healthy patient < 65 yr Hb < 70 g/l 

Healthy patient > 65 yr Hb < 80 g/l 

Cardiovascular disease Hb < 90 g/l 

Bone marrow suppression Hb < 90 g/l 

Chemo or Radiotherapy Hb < 90 g/l 

Sig. symptoms / signs of anaemia Hb < 100 g/l 

Active major bleeding Hb < 100 g/l 

Avoid over transfusion: Hb > 20g/l above target threshold 



Platelet issues 



Summary 
 Steady decline in red cell transfusion index last 10 

years 

 Contributing factors include: 
 Audit process 
 Regional transfusion triggers 
 Regional guidance on management of anaemia 
 Stakeholder involvement 

 Endorsement by Department of Health 
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