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Trust Policy and Procedures for Managing Requests for Exclusion from
Treatment with Blood Components/Products.

1.

Introduction

Every competent adult patient is entitled to refuse to consent to medical treatment for good
reason, bad reason or no reason (1).
Patients who decline treatment using blood components or products remain entitled to the
highest standards of medical care and full use of modern medical technology (2). In order to
ensure a high standard of medical care it is essential that individual cases are reviewed in a
timely way by consultant leads for the speciality, haematology and anaesthesia.

2.

Clinical Management

2.1

Outpatient Departments

The patient’s views about blood and blood components/products should be sought as soon as
the need for a procedure with an attendant risk of blood loss is identified. A full and frank
discussion of the proposed treatment and its risks and benefits should take place. This must
include the possibility that declining blood components/products could result in a threat to life
or even death itself. Those patients who wish to be excluded from treatment with blood
components/products should be identified as soon as possible (at the time of consent).
The patient should be discussed with a consultant haematologist.
The treating Consultant must be made aware of the patient’s decision and the risks and
benefits of the proposed intervention should be carefully evaluated. Non-surgical or less
invasive treatment options should be considered. The patient should be given the opportunity
to read the National Blood Service patient information booklets (Will I need a Blood
Transfusion / Patient Blood Management) and also the DTHFT Cell Salvage Patient
Information Leaflet (appendix 8).

2.2 Pre - Operative Assessment Clinic
Pre-operative assessment and relevant investigations should be carried out as early as
possible. The patient’s condition should be optimised, especially with regard to haemoglobin
level and cardio respiratory fitness (appendix 2). Drugs with an adverse effect on coagulation
or platelet function (such as aspirin or clopidogrel) may need to be stopped.
Consultants for the specialty and anaesthesia and haematology should be involved with the
formulation of a multi-disciplinary patient management plan. This plan should include
strategies to reduce the requirements for blood components/products including intra-operative
cell salvage. This plan must be recorded in the patient’s records and on the Operating
Theatre Lists (including ORMIS).
The patient’s relatives and/or religious advisor should not be allowed to coerce or pressurise
the patient in to a particular course of action, or to impede discussion about the acceptability
of certain treatments (1).
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3. Documentation of treatment discussions
It is essential that treatment discussions are recorded in order that clear instructions are
available in the event of an emergency situation where life sustaining treatment is required.
The DHFT Checklist for patients refusing blood components/products (appendix 1) must be
completed along with the DHFT consent form (WPH0056 or WPH0341). Original copies must
then be stored in the patient’s medical record and a copy given to the patient. It is essential
that patients complete the checklist and consent form with the speciality consultant in charge
of their care.

3.1 Advance Decisions
If presented by the patient, the Advance Decision to Refuse Treatment (ADTR) (Appendix 4)
should be reviewed by the consultant in charge of care and a copy placed in medical records
along with a completed Checklist for patients refusing blood components/products and NHS
consent form. Any additional information should be recorded in the medical records and
signed by the patient and speciality consultant in charge of care (3).

3.2 On admission to hospital
It is essential that the speciality consultant in charge of care re-confirms the treatment plan
with the patient and makes a contemporaneous entry, signed, timed and dated on both the
Checklist for patients refusing blood components/products and NHS Consent form.
The patient should have the opportunity to reconsider their treatment decision(s) (1).
Should a patient disclose on the day of admission that they would decline blood components/
products, prior to a procedure where there is a risk of bleeding; consideration should be given
to rescheduling the procedure in order to allow adequate preparation and discussion.

3.3 Intra operative management
Early pre-operative consideration should be given by consultants for the speciality,
haematology and anaesthesia to one or more of a number of techniques to reduce intra
operative blood loss (1).
The treatment or intervention should be supervised by the specialty consultant / anaesthetist
in charge of the patient’s care. In the event of heavy bleeding, immediate guidance from a
consultant haematologist should be sought.

3.4 Post-Operative Management
Management must include;
•
Regular routine post-operative observations and action taken appropriately.
•
Careful, close monitoring and documentation of post-operative blood loss. Abnormal
bleeding must be reported immediately to the surgical team.
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•

Adherence to any additional surgical, anaesthetic or haematological instructions
(appendix 3).

4 Paediatric Consent Considerations
Young adults of sound mind aged 16-18 years have a statutory right in England and Wales to
consent to procedures on their own account and there is no legal requirement to obtain
additional consent from a parent or guardian. The patient’s consent takes precedence over
parental objections; however, the law expressly states that this does not invalidate the right of
others to consent on their behalf. If the patient is in an acute emergency situation it will be
lawful to proceed on the basis of the consent of either parent. Where time permits, the court
should be asked to resolve the position (1, 4, 7).
In England and Wales children younger than 16 years may be competent to give their own
consent if they demonstrate a clear grasp of the proposed treatment and the risks, benefits or
consequences of acceptance or rejection of a proposed treatment. This is referred to as
‘Gillick-competence’. However, this is likely only to apply to children above the age of 12
years, but could for more minor procedures apply much younger.

4.1 Refusal of treatment
Even though a child of 16 or 17 may give consent to medical treatment, his refusal will not be
binding. If the treatment is in the child’s ‘best interests’ such a refusal may be over-ridden by
someone with parental responsibility or by the Court. Should a child under 16 refuse to
consent this may still be over-ridden by anyone with parental responsibility. However
practitioners will often wish to obtain a court order before seeking to impose medical
treatment on an unwilling teenager solely on the basis of parental consent (8).

4.2. Parental Opposition
A situation could be envisaged where a child under the age of 16 years consented to an
elective blood transfusion in the face of parental opposition. Consent in this situation would be
sound provided that the child could show evidence of ‘Gillick competence’.
Although those with parental responsibility can give consent to treatment on a child’s behalf
they cannot veto treatment if it is in the child’s best interests.
It may be necessary to treat a child against his parents’ wishes.
In such circumstances, and if time permits, a Court declaration should be sought as to the
child’s best interests (8).
In an emergency situation where there is no time to apply to Court any doubts should be
resolved in favour of the preservation of life (5,6,8).
5.

Key Responsibilities/Duties

5.1

Blood Bank, Hospital Transfusion Team, Transfusion Practitioner

Blood bank staff are available over 24 hours to give advice with regard to exclusion to blood
transfusion.
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All investigated incidents and IR1s relating to Exclusion from Transfusion will be discussed at
the monthly Hospital Transfusion Team meetings and where relevant will be escalated to the
Transfusion Committee.
The Transfusion Practitioner (TP) is responsible for reporting to the Hospital Transfusion
Committee and Patient Safety Group. The TP will also advise on any issues relating to
exclusion from transfusion.

5.2

Hospital Transfusion Committee

The Hospital Transfusion Committee is responsible for the development and management of
the Policy and Procedures for Managing Requests for Exclusion from Treatment with Blood
Components/Products policy.

5.3

Patient Safety Group

The Hospital Transfusion Committee will report to the Patient Safety Group annually. The
report will highlight relevant issues and incidents regarding exclusion from transfusion

5.4

Medical Staff

Medical staff are responsible for discussing the care and treatment options and transfusion
alternatives with the patient. Medical staffs are responsible for obtaining consent where the
patient has capacity. This should involve the most senior doctor available, preferably a
Consultant and ideally the Consultant responsible for the patient’s care. The discussion and
consent must be recorded in the patient health record. This must in turn be communicated to
those delivering care to the patient especially in the Operating Theatre or similar environment.
Where the patient does not have capacity, but has an ADRT, this must be respected and
communicated to all members of the care team and documented in the patient health record.
Medical staff have a responsibility to ensure that the Local Hospital Liaison Group (HLC,)
where relevant, is involved in all discussions and documentation.
Medical staff have the right to refuse to treat patients in elective situations, but should attempt
to refer to suitably qualified colleagues who are prepared to undertake treatment. In an
emergency medical staff are obliged to provide care and must respect the patient’s
competently expressed views (1).

5.5

Nursing Staff

Nursing staff are responsible for ensuring that details of a patient who is a Jehovah’s Witness
or requests exclusion from transfusion is communicated to all relevant staff & recorded in the
patient’s health records and can provide information and contact details of local HLC. This is
particularly important when transferring patients for invasive procedures (e.g. Operating
Theatres).

5.6

Trust Legal Advisor
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The Trust Legal Advisor can be contacted over 24/7 via switchboard and will advise regarding
treatment decisions, where there are issues regarding consent, particularly with the care of
children.

5.7

The Hospital Liaison Committee

The Local Hospital Liaison Committee (HLC) will give advice regarding transfusion issues for
Jehovah’s Witness patients.
6.

Implementing the Policy and Procedures for Managing requests for Exclusion
from Treatment with Blood Components/Products

6.1

Advanced Decisions to Refuse Treatment

Adults with capacity to make their own decisions have always had the right to refuse
treatment for a physical illness by withholding their consent. (See DHFT Consent Policy).
The Mental Capacity Act (2005) formalises, in law, the right of people with capacity to define
in advance which medical treatments that they will and will not consent to at a time when they
have become incapable of making and communicating a decision.
An ADRT must be valid and applicable to specific circumstances and only becomes active
when the person loses capacity.
In an emergency where there is no evidence of an ADRT, care must be given in the

patients best interests.
Most Jehovah's Witnesses carry an ADRT that must be respected even if they are
unconscious.
6.2

Care Planning

When a patient requesting exclusion to blood components or products presents for treatment,
the staff responsible will discuss with them their treatment choices. This will include a plan of
care and treatment by consultants and nursing/midwifery staff, which, in line with Caldicott
requirements, will be communicated to all clinical staff likely to be involved in the treatment of
the patient.
Discussions will need to occur with service planners i.e. medical and theatre staff when
alternatives and cell salvage are to be used. This must be documented and communicated to
all members of the Multi-Disciplinary Team.
The decision of individual Jehovah's Witnesses to refuse blood components/products is a
matter of personal choice. They will accept full legal responsibility for their decision and will
release those treating them from any liability for any adverse consequences directly arising
from the curtailment of management options by the exclusion of blood components/products.
They must accept that the decision to refuse blood components/products may endanger their
life or even result in death.

Trust Policy for Exclusion of Transfusion

December 2014

-8-

In elective and urgent cases, when blood transfusions may be considered to be standard
treatment, the following actions will be considered:



Review of non-blood transfusion alternatives
Consultation with other doctors experienced in non-blood management and treatment
without using allogeneic (homologous) blood.
 Transfer of the patient's care to a doctor or to a facility willing to treat the patient without
blood before the patient's condition deteriorates.
 Given the difficulties which may arise during surgical or other invasive procedures,
consideration should be given to such procedures being performed by Consultant grade
staff.
 Consult the local Hospital Liaison Committee of Jehovah's Witnesses.

6.3

Contacting the Local Hospital Liaison Committee

The Local Hospital Liaison Committee is contactable over 24 hours and will advise on
issues relating to the care and treatment of a patient who is a Jehovah’s Witness.

all

Medical staff should contact the Chairman at the number below. If there is no reply the 24hour emergency mobile number must be used.
Additional telephone numbers are available in the Jehovah's Witnesses' information packs in
wards/departments.
HLC Derby Contact
Paul Cutts
Telephone: 01332 755434
Mobile: 07711 771091
Email: paul.cutts@hlcnottm.co.uk
Mr Alan Cunningham (HLC Chairman)
Telephone: 0115 9233242
Mobile: 07931 732932
Email: hlcnottm@aol.com
24 hour Emergency Mobile: 07860 115211

6.4 Documentation
All discussions and decisions regarding treatment/procedures must be clearly and
contemporaneously documented in the patient’s health record. Where blood
products/components transfusion is to be excluded, a specific consent form must be
completed (appendix 1 or 8).

6.5

Caring for Children

If a child is judged to be of sufficient legal age, i.e. 16 years, or to have capacity to fully
understand the implication of their beliefs, they will be treated as previously described. If
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elective or urgent treatment of any other child is felt essential by medical staff, against the
wishes of parents or guardian, the following options will be considered:
 Request assistance from the Hospital Liaison Committee (if appropriate).
 Explore all non-blood medical management options.
 Consider the risks of using blood.
 Transfer patient to another Hospital willing to treat without the use of blood.
If treatment is still felt to be essential, a Specific Issue Order must be sought from the High
Court with the support of a minimum of two medical practitioners of consultant status, one of
whom must be a Paediatrician. The parents or guardians must be notified immediately of this
and invited to any case conference. The Specific Issue Order must be limited to the
immediate medical incident.
The Chief Executive and Trust Legal Advisor must be informed of the intention to apply for a
Specific Issue Order.
If, in exceptional and imminently life sustaining circumstances, it is felt that a delay in
treatment with blood or blood products might be fatal, a decision to proceed with treatment
against the wishes of parents or guardians may be made. This decision must be made by two
medical practitioners of Consultant status who are fully informed of the situation and
appropriately aware of alternative forms of treatment. These Consultants must accept
accountability for their decision, and the Director of Nursing, Head of Midwifery and/or the
Medical Director must be informed

7

Other Considerations

7.1. Stress and anxiety for staff
Doctors, nurses and midwives have an obligation to do the best for their patients. It can be
difficult and stressful when the use of treatments which could reduce morbidity or even save
the patient’s life is limited because of conflict with the patient’s wishes or religious beliefs. It
can be especially difficult when these limitations contribute to a death which would otherwise
have been avoidable.
A clinician may refuse to participate in an elective procedure if he or she feels that the
patient’s request is unreasonable or inappropriate. The reasons should be explained to the
patient. An attempt should be made to refer the patient to a suitably qualified colleague
When a patient death or near death occurs, the effect on staff members may be profound.
Full briefing of all members of the expanded team can avoid feelings of frustration and anger
which may be directed at the patient, their relatives or representatives. Counselling may be
required for staff who may feel that, because of adhering to the patients expressed wishes,
they have been unable to provide an optimal level of care that has resulted in a significant
morbidity or even death during their care (1).

7.2 Emergency situations
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In an emergency, the clinician is obliged to provide care and must respect the patient’s
competently expressed views.
Where adult patients lack capacity to decide for themselves, an assessment of the benefits,
burdens and risks, and the acceptability of proposed treatment must be made in their behalf
by the doctor, taking into account of their wishes, where they are known. Where a patient’s
wishes are not known it is the doctors responsibility to decide what is in the patients best
interests. However this cannot be done effectively without information about the patient which
those close to the patient will be best placed to know (9).
A previously completed, DHFT Checklist for patients refusing blood components/products
may be used only to help identify the patient’s wishes depending upon the circumstances,
such as time interval, but would not be binding.
If healthcare staff are satisfied that an advance decision is valid and applies to the proposed
treatment, they are not protected from liability if they give any treatment that goes against it.
But they are protected from liability if they did not know about an advance decision or they are
not satisfied that the advance decision is valid and applies in the current circumstances (3)

7.3 Ethical Dilemmas
Working within restrictions imposed by patients who refuse blood or blood products can result
in diversion of hospital resources from other patients who have a medically indicated need for
them. Examples are significant periods in ITU or HDU, the use of a hyperbaric chamber or
temporary dialysis. (1)

8 Definitions
Blood components:


Red cells



Fresh frozen plasma



Platelets



Cryoprecipitate

Blood Products (plasma derivatives):


Human albumin solution



Plasma-derived clotting factors such as coagulation factor concentrate



Immunoglobulins

Non-blood products:


Recombinant clotting factors such as Novoseven®.



Erythropoietin

Additional treatments:
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Acute normovolaemic haemodilution



Intra-operative cell salvage



Post-operative cell salvage

8.1 Notes
Autologous pre donation is not routinely offered. It is not cost effective and not supported by
NHS Blood and Transplant.
Recombinant factor VII is made from cell cultures, not human plasma. It is sometimes used in
the treatment of life –threatening haemorrhage. It is not licensed for this purpose and may be
ineffective if other factors such as platelet and fibrinogen levels have not been corrected.
Some tissue sealants and adhesives such as Tisseel © and Floseal © all contain human
plasma.

9 Monitoring Compliance and Effectiveness
Monitoring Requirement :

That the policy is utilised for all patients who request exemption
from transfusion

Monitoring Method:

Monitoring of any IR1s relating to exclusion from transfusion.
All issues will be discussed at the Transfusion Team monthly
meetings and issues escalated to the Hospital Transfusion
Committee meetings.
Annually reports to the Patient Safety Group.

Report Prepared by:

Transfusion Practitioner

Monitoring Reports
presented to:

Hospital Transfusion Committee, Patient Safety Group

Frequency of Report

Annually
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Appendix 1.

Checklist for patients refusing blood component/product support
(including Jehovah’s Witnesses).
Patients’ name:

______________________________

Hospital Number: ______________________________
Date of birth:

______________________________

Consultant:

______________________________

Department:

______________________________

I accept
YES

NO

I accept

Not
Discussed

YES

Red Blood
Cells

Acute Normovolaemic
Haemodilution

Platelets

Intra-op Cell Salvage

Fresh Frozen Plasma

Post-op Cell Salvage

Cryoprecipitate

Fibrin glues and
sealants (human)

Albumin

Fibrin glues and
sealants (non-human)

Recombinant clotting
factors (rVIIa)

Other treatment

NO

Not
Discussed

(Specify):

Prothrombin Complex
Concentrate (PCC)
Fibrinogen concentrate

If required to save my life:





Red Cells:

YES / NO

Platelets:

YES / NO

Fresh Frozen Plasma (FFP):

YES / NO

Cryoprecipitate

YES / NO

The patient (parent/guardian) has confirmed understanding and agreement with all the statements made
above.
The patient (parent/guardian) has also confirmed understanding that this document will remain in force
and binding to all those involved in his/her care until he/she personally revokes it either verbally or in
writing.
The patient (parent/guardian) is signing the relevant document of his/her own free will.

Patient (parent/guardian) signature _____________________ Date________________
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Appendix 2.
Care Pathway for pre-op anaemia management of adults refusing blood components/products.
Have essential bloods been done and what are the results?

No

Yes (discuss with Haematology)

Hb <130 g/l in male
Hb < 120 g/l in female

Yes
Ferritin < 100

Is ferritin level > 100
Are B12 and folate
within normal range

Yes

No further
Hb
optimisation
needed

No

Discuss with
haematology re
iron/B12/folate
replacement and
further
investigation
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IV iron vs Oral iron
replacement. Consider
patient Hb, symptoms
and co-morbidities and
timing of surgery

Are B12 and folate
within normal range

If Hb <100 g/l and/or
short time interval to
surgery (<2 weeks)
consider IV iron
B12 and folate
replacement and
further
investigation for
cause of
deficiency
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Consider
Erythropoietin
therapy

Appendix 3.
Care pathway for post-op anaemia management of adults refusing blood components/products.

Assess immediately post-op
Is haemostasis controlled?

No





Urgent FBC, clotting screen,
fibrinogen
Review consent, “Advance
Decision” Document
Review patient position on blood
component therapy
Discuss with on-call
Haematologist

Yes





Repeat FBC
Repeat Ferritin/Iron studies
Check B12/folate if not done preoperatively

Hb ≥ 100 g/l

Yes

Oral iron replacement
for at least 6 weeks,
then review

No

Yes
Hb ≥ 70 g/l

IV iron vs. Oral iron
replacement. Consider
patient symptoms and
co-morbidities
Discuss with
Haematology

No

Hb < 70 g/l
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Consider IV iron + EPO
therapy

Appendix 4. Advanced Decision to Refuse Specified Medical Treatment
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Appendix 5. HLC Network Information Leaflet
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Appendix 6. HLC Contact List (Nottingham)
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Appendix 7.
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Appendix 8.
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