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CONSENT

• Principles

• Pregnancy specifics

• Practicalities



INTRODUCTION

• It is a general legal and ethical principle that valid consent should be 

obtained from a patient before they are treated.

• In 2020: SaBTO published “Patient Consent for Blood Transfusion” 

which updates the 2011 recommendations and includes the following:

• Valid consent should be obtained and documented in the patient’s clinical 

record by the healthcare professional

• Patients who were given a blood transfusion and were not able to give 

informed and valid consent prior to the transfusion are informed of the 

transfusion prior to discharge and provided with paper or electronic 

information

• There should be a modified form of consent for long term multi-

transfused patients, and this should be detailed in your organisation’s 

consent policy



CASE ONE

29 year old, G1 P1

 Day 1 postpartum

 Forceps delivery for prolonged second stage with 

traumatic blood loss, 3rd degree tear

 EBL 1.9L

 Hb post delivery 73 g/L

 No pre-existing iron/haematinic deficiency

 Planning to breast feed

 Aiming for home today

Issues to consider?

 Elective ‘top up’ transfusion

 Risks?

 Alternatives?



PRACTICALITIES:  

WHAT DO WE NEED TO KNOW TO TAKE INFORMED CONSENT?

Benefits Risks Alternatives



PRACTICALITIES:  

WHAT DO WE NEED TO KNOW TO TAKE INFORMED CONSENT?

Benefits

 Management of acute blood 

loss

 May be life saving

 Relieve symptoms of 

anaemia

 Improve recovery

 Support successful breast 

feeding

Risks

 Transfusion reactions

 Infections

 Fluid overload (TACO)

 Transfusion related acute 

lung injury (TRALI)

 Antibody formation

 Ineligible for blood donation

Alternatives

 Cell salvage

 Tranexamic acid

 Oral iron replacement

 Intravenous iron

 B12/folate replacement

 (Erythropoietin)



CASE TWO

36 year old, G3 P2

 Low lying placenta in this pregnancy 

 Pre-existing iron deficiency, ferritin 10

 Poorly tolerant of oral iron (GI effects)

 US at 32/40 shows placenta praevia, and this is 

confirmed at 36/40 

 Delivery by Caesarean section is recommended

Issues to consider?

 Treatment of iron deficiency

 IV iron

 Increased likelihood of requiring transfusion during 

delivery

 Time to take consent in advance and provide 

written/electronic information

 Ensure blood is crossmatched and available for 

theatre



INFECTION RISK

• UK has one of the safest blood supplies in the world

• About 2 million units transfused in the UK each year

• Transfusion-transmitted Infection (TTI) is extremely rare (frequency 

varies but most are <1/million)

• Bacterial risk reduction:  ANTT, temperature controlled storage, 

adherence to expiry date/time, bacterial monitoring (platelets)

• Viral risk reduction: Donor health screen, donor screening for HIV, HBV, 

HCV, syphilis, HTLV and HEV

• Last 10 years: 0-5 TTI per year

• SHOT report 2023: 1 confirmed malaria, 1 confirmed TTI (hepatitis A), 1 

probable HEV cleared with treatment, 1 probable HBV likely lifelong 

treatment.



WSFT BLOOD 

PRESCRIPTION 

FRONT PAGE



WEST SUFFOLK ECARE CONSENT FORM



CASE THREE

25 year old, G0 P1

 Currently 16/40 in first pregnancy

 Jehovah’s Witness

 No iron or haematinic deficiency

 Does not yet have an Advance Decision to Refuse 

Medical Treatment in place

 Offered a review in the Haematology clinic to 

discuss options for delivery in more detail

 Has already decided she will decline red cell and 

platelet transfusion

Issues to consider?

 Cellular vs non cellular products

 Avoiding anaemia in pregnancy, oral iron/folate

 Cell salvage, TXA, active management of 3rd stage

 Considering use of erythropoietin if required

 Documenting decision and sharing Advance 

Decision to Refuse Medical Treatment



WEST SUFFOLK  

REFERRAL FORM FOR 

PATIENT DECLINING BLOOD

• For adult patients who have an “Advance 

Decision to Refuse Specific Medical 

Treatment” in place

• Referral form to Haematologist completed

• Plan is documented, and signed by patient

• File/scan into patient record

• Complete request for electronic flag to be 

placed in health records, signed by patient



RESOURCES

• JPAC Transfusion Information for Patients

• NHSBT Patient information leaflets - Hospitals and Science - NHSBT

• RCOG Blood transfusion, pregnancy and birth | RCOG

https://www.transfusionguidelines.org/transfusion-practice/consent-for-blood-transfusion/consent-information-for-patients
https://hospital.blood.co.uk/patient-services/patient-blood-management/patient-information-leaflets/
https://www.rcog.org.uk/for-the-public/browse-our-patient-information/blood-transfusion-pregnancy-and-birth/


THANK YOU!

ANY QUESTIONS?

With thanks to:

• West Suffolk Hospital 

Transfusion Team

• Gilda Bass & Joanne Hoyle, 

WSH TNS’s
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