
Out of hours (OoH) transfusions?
As depicted in Graph 1, the percentage of transfusions which then 
had a clinical review was 61%.  This can be compared with the same 
percentage of transfusions given OoH or at weekends.

Interestingly, percentage of post-transfusion reviews remained 
roughly the same when transfusions were done OoH, but this 
percentage reduced substantially when transfusions were given at 
weekend.  This emphasises Torbay’s (and likely other trusts) policies 
of not prescribing transfusions outside of normal working hours where 
possible, due to the reduced number of staff available to deal with 
potential complications and review post transfusion.

Consecutive transfusions
There were 7 consecutive transfusions (defined as a transfusion 
starting within 6 hours of the previous transfusion) in 2022 compared 
with 14 in 2021.  The percentage of clinical reviews obtained within 
these units also improved.

This was particularly pleasing, as the checklist seemed to emphasise 
the culture or next prescribing consecutive units without review i.e.
theoretically reducing the number of inappropriate transfusions.

Other interesting points…
As a point of interest, we also looked at the pre-transfusions 
haemogloblin (Hb) of patients being prescribed blood. NICE guidance 
states the threshold for transfusion is a Hb of <70g/L3, and Torbay
guidance has the addition of anyone with a Hb of <80g/L with known 
cardiovascular disease.  

It would seem blood is being prescribed largely as per guidelines, but 
interestingly, there are patients being prescribed blood whose Hb is 
>90.

Figure 1: Image of the transfusion checklist implemented at Torbay hospital 

Background and rationale
Patient Blood Management is an evidence-
based approach based on NICE guidance,1

aimed at optimising blood transfusion 
practice, reducing the number of 
inappropriate transfusions and improving 
patient safety.2  This Quality Improvement 
project aimed to apply this guidance to 
everyday practice at Torbay Hospital.

Methods
The data for all transfusions within a 4-week 
time period in September 2021 were pulled, 
excluding the following:

× Those with an active major haemorrhage

× Paediatric patient group

× Those part of a chronic transfusion program

× Intra-operative transfusions

This was a total of 49 transfusions and 34 
patients.  For each of these, we looked at the 
patients notes, discharge summaries and 
blood test results to look at the below 
variables:

Evidence that haematinics had been done 
within 28 days of the first transfusion (and if 
so, were there any deficiency requiring 
treatment.  Had this been treated?)
If the patient was able to consent, evidence of 
written and/or verbal consent.
Evidence that body weight has been recorded 
within the transfusion documentation.  Had the 
volume of transfusion been prescribed based 
on this body weight?
Evidence of clinical review after each 
transfusion written within the notes

After analysing and obtaining the below 
results from 2021, a ‘transfusion checklist’ (as 
seen in figure 1) was then created and 
implemented to improve this practice.

Nearly 6 months later, the same variables 
were then collected and analysed within a 2-
week period in November 2022 (31 
transfusions and 19 patients).

Results
The analysed results of the two separate 
periods of results are shown in graph 1.

Most of the variables improved after 
implementing the checklist, including consent, 
measuring of haematinics, and recording of 
body weight.  The biggest improvement was 
seen in the number of post transfusion 
reviews, and this was particularly better in 
patients who had been prescribed multiple 
units from 21.4% (3) in 2021 to 71.4% (5) in 
2022.

However, the number recording body weight 
remains very low. Equally, although the 
percentage of haematinics recorded prior to 
transfusion remained the same (in itself 
disappointing), the number of deficiencies 
picked up by recorded haematinics 
decreased from 90% (9) in 2021 to 80% (4) in 
2022.  
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Graph 1: Results from 2021 and 2022 analysis

Percentage
Number of 

transfusions

Total number of transfusions 100% 31

Number of these with clinical reviews 61% 19

No of transfusions OoH (08:00-17:00) 45% 14

Number of these with clinical reviews 64% 9

No of transfusions on weekend 26% 8

Number of these with clinical reviews 38% 3

Conclusion
The implementation of a transfusion checklist does indeed improve 
the safety of blood transfusions; making it more likely a prescriber 
performs a clinical review in between units (and by extension possibly 
reducing the number of unnecessary transfusions) and acting as a 
reminder to perform basic steps in consenting patients and checking 
haematinics. Clearly more work is still needed, particularly in the 
recording and prescribing based on body weight.

Recommendations
Next steps include offering teaching, particularly to junior doctors (the 
bulk of our prescribers), and aiming to circulate our checklist to a 
wider audience, possibly regional or national if possible.

Pre transfusion Hb range
No. of transfusions -
2022

No. of transfusions -
2023

21-30 1 0

31-40 0 0

41-50 2 1

51-60 4 1

61-70 21 13

71-80 10 6

81-90 1 3

>90 1 1

Figure 1: Image of the transfusion checklist implemented at Torbay hospital 

Ever wondered by how much Hb 
increases when giving a unit of 

blood?
There was an Hb average increase of 
13.1g/L in 2021 and 12.7g/l in 2023.  


