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Objectives 

 Identifying the need 

 Developing a formula that works  

 How one thing leads to another 

 Impact of findings 



N.I. Red Cell Guidelines (2001) 

 If Haemoglobin is > 10g/dl - don’t transfuse 

 

 If Haemoglobin is <7g /dl – transfuse 

 

 If Haemoglobin is 7-10g /dl – transfuse if symptomatic 



N.I. Audit 

 Agreement of NITC 

 Application for funding to GAIN (Guidelines and Audit 
Improvement Network) 

 Development of lead audit group 

 External peer reviewer 

 Audit standards 

 Proforma and pilot 

 Training of auditors  



Indication for red cell transfusion 

Age<65yrs Hb < 7 g/dl 

Age > 65yrs Hb < 8g/dl 

Cardiac/cerebrovascular 
symptoms 

Hb <9 g/dl 

Significant haemorrhage >500ml/hr 

 

Bone marrow failure symptoms Hb<10g/dl 

Patient on 
chemo/Radiotherapy 

Hb<10g/dl 

Symptomatic of anaemia Hb <10g/dL 



Red Cell Audit 2006 

 19% of patients had an inappropriate transfusion 

 29% of patients were overtransfused  

 

 

 

 

 

 

Haemoglobin on Admission to Hospital (2006 Audit)
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Inappropriate Transfusion By Selected 

Speciality
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Inappropriate Transfusion By Grade Of 

Doctor
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Inappropriateness of Transfusion 
by Patient Criteria  
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NIRTC Audit 2006 

 Dissemination of results in 
hardcopy and PDF 

 

 Multiprofessional conference 

 





New N.I. Standards  



2006 Audit 
85% of transfused patients were admitted  

to hospital with anaemia 

 

 Audit not designed to examine whether anaemia was 
diagnosed, investigated or treated correctly prior to 
transfusion. 

 

 An application to investigate pre hospital admission 
anaemia was made to GAIN 

 

 Same approach with modified lead audit group 



Key Findings 

Could transfusion have been avoided? 

yes

25%

no

75%

How transfusion may have been avoided

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

a
ti

e
n

ts



Key Findings 

 

Avoidable transfusion by hospital
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Avoidable transfusion by admitting speciality
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Overtransfusion 

29% 

16% 



Inappropriate Transfusion 

19% 

6.7% 



Dissemination of Results 

• Audit results circulated 

 

  

•Multiprofessional 
conference 













Advantages of Funded Audits 
 Ownership of result 

 Ability to carryout large scale audits 

 Option to carryout audit within or outside of NHS 
hours 

 Multi-professional auditors 

 Support from commissioners and N.I. Blood Safety 
Advisory Committee more readily available 

 Admin and conference support 



 Audit Funding to Date 

Appropriate use of red cells  £29,918 

Pre hospital admission anaemia  £25,000 

Appropriate use of IgG   £26,400 

Appropriate use of platelets  £18,060 

Appropriate use of FFP   £5,000 

Appropriate use of Anti D   £28,000 

 

£142,378 



 Red Cell issues 
 



Estimated Product and Component 
Cumulative Savings 

 

 

 All funded audits plus unfunded 5% Albumin audit. 
Based on pre-audit trends 

 

£10,000,000 over 7 years 


