5.3.2
Jehovah’s Witness Management Guidelines

The religious objection to receiving blood transfusions by Jehovah’s Witness patients comes from their interpretation of the scriptures, where receiving blood via transfusion is considered “feeding” one’s body from another and therefore is forbidden.  This belief has lead to many attempts to treat surgical patients without the benefit of blood or blood products.  Most Jehovah’s Witness patients will not accept a transfusion of whole blood or its major derivatives.  This includes fresh frozen plasma, packed red blood cells, white blood cells, and platelets.  Absolute rules regarding blood products, however, do not exist and some Witnesses may accept the use of plasma protein fraction or components such as albumin, immunoglobulins and hemophilic preparations.  It is therefore important to document discussions with the patient and family regarding the patient’s known wishes.  

It should be noted that administration of blood to a competent Jehovah’s Witness patient against his/her will or against his/her explicit and known beliefs has been likened to rape.  The right of a patient to practice religion freely may oppose the ethics of a physician who cannot simply watch a patient bleed to death without intervention.  In the case of adult patients, the courts have consistently supported the right to refuse blood on a religious basis.  Transfusing adult patients against their will can result in charges of battery and civil monetary penalties.  In the case of children, however, it is important to note that judicial precedent supports life-saving transfusions in minors despite parental wishes.

It is crucial to optimize blood conservation strategies in all such patients though rapid control of bleeding, limitation of iatrogenic blood loss, strategy to improve red blood cell mass, and optimization of oxygen delivery and consumption. 

Strategies include:

1. MINIMIZE BLOOD LOSS
a. Alter operative technique:  

i. Use local infiltration of vasoconstrictors

ii. Ligate early the major arteries to areas of dissection

iii. Use cell saver auto transfusion 
~Obtain consent for use if able

iv. Consider hypotensive anesthesia

b. Prompt operative / angiography with embolization for hemorrhage in patients with GI bleeding or solid organ injury

c. Staging of complex procedures

i. Allow time for reaccumulation of red cell mass between procedures if able

d. Earlier use of pharmocologic agents for hemostasis

i. Recombinant Factor VII a

ii. DDAVP

e. Limit phlebotomy: blood sampling ONLY when clinically justified

i. No daily lab orders

ii. Utilize pediatric tubes for sampling when necessary

iii. Manage ventilated patients by pulse oximetry and end-tidal CO2 rather than ABGs

iv. Use i-STAT when able

v. Utilize closed sampling system on arterial / venous lines (VAMP system) to avoid “waste”

f. Start progesterone in menstruating females

2. RESTORATION OF RED CELL MASS

a. Aggressive nutritional support

i. Parenteral or enteral feeds early

ii. Rally Pack (thiamine 100mg, one amp MVI, folate 1mg) daily

b. Iron supplementation

i. Total amount of Iron (in mg) required to return the hemoglobin to normal levels and to replenish iron stores is approximated by the formula:

0.3 X body wt (lbs) X (100 – Hgb(g/dL) X 100)






14.8

ii. To calculate the dose in ml of iron dextran, divide the result by 50

~ Increased infectious complications have been associated with parenteral infusion of Iron

iii. Consider PO supplementation if able

1. FeSO4 325mg PO/PFT/PNGT   TID

c. ERYTHROPOITIN

i. Purified glycoprotein hormone of recombinant DNA origin and acts to stimulate erythropoiesis

ii. Administration acts to increase the reticulocyte count within 10 days flowed by increases in the red cell count, hemoglobin and hematocrit within 2-6 weeks

iii. Carrier solution is ALBUMIN which is not acceptable to all Jehovah’s Witness patients

~  Need to discuss and document acceptance
iv. Dosage: 300 U/kg IV daily for three days followed by 150 U/ kg subcutaneously three times per week for two weeks

v. Adverse effects: hyperviscosity, hypertensive encephalopathy and thrombosis of vascular grafts

3. SUPPORT ANEMIC PATIENTS
a. Maximize oxygen delivery

i. Use invasive monitoring to assess when the hematocrit falls below 15 (earlier if compromised cardiac function)

ii. If oxygen delivery is less than 600ml/min, consider supplemental oxygen and / or inotropic agents (beware as they may increase cardiac oxygen consumption)

iii. Supplemental oxygen will increase the oxygen content of the blood by maximizing hemoglobin saturation

CaO2 = (1.39 X Hgb X SaO2) + (0.003 X PaO2)

b. Minimize oxygen demand

i. Neuromuscular blockade

1. Decreases O2 uptake by skeletal muscle

ii. Mechanical ventilation

1. Diminishes oxygen consumption by 2-3% in normal patients but much greater (20-30%) in patients with increased work of breathing (i.e. ARDS)

iii. Hypothermia

1. Decreases metabolic rate 

2. Risks coagulopathic bleeding

