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Valid (or informed) consent what is it?

Current national consent for transfusion guidance

What is SaBTO?  

Why is SaBTO looking at consent for blood transfusion?

SaBTO consent consultation and key recommendations

Patient information
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Consent c an be defined as a pa tient s 
agreement for a hea lth p rofessiona l to 
p rovide c a re.

Informed (or va lid ) c onsent c an be defined 
as an ongoing agreement by a person to 
rec eive trea tment, undergo p roc edures or 
pa rtic ipa te in researc h, a fter the risks, 
benefits and a lterna tives have been 
adequa tely exp la ined to them.
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General legal and ethical principle that valid 
consent should be obtained before starting 
treatment for a patient 
DH, GMC, RCN etc all produce guidance on 
obtaining consent
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Department of Health mention blood transfusion in generic 
surgical consent form
General Medical Council mention transfusion as a 
consideration

British Committee for Standards in Haematology (BCSH): 

patients who may require a transfusion should have the 
reasons for and the risks, benefits and alternatives to 
transfusion explained to them. All information given, 
written and verbal, and consent to proceed, should be 
clearly documented in the patient s clinical record .
(BCSH Blood Administration guidelines 2009)
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SaBTO = Advisory Committee on the
Safety of Blood, Tissues and Organs

Advise Ministers of the UK Government (and the 
Devolved Administrations) on the most appropriate 
ways to ensure the safety of blood, cells, tissues and 
organs for transfusion / transplantation
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Produce advice and recommendations, taking into account:

Evidence
Scientific uncertainty
Sufficiency of supply
Cost effectiveness
Risk assessments
Consistency with other relevant legislation
Potential impact on donors and recipients
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Patient choice:
Many patients may not wish to receive a blood 
transfusion and/or may wish to know what the 
alternatives are
Public health:
Recipients may not know they have received 
blood and may go on to donate
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So why (in the UK) shouldn t people who have 
received a blood transfusion donate blood?

Answer: vCJD

Since 2004, 
exclusion of blood 
donors who have 

previously received 
a blood transfusion
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* As of 5th December 2011
The National Creutzfeldt-Jakob Disease 
Research & Surveillance Unit (NCJDRSU)
The University of Edinburgh
www.cjd.ed.ac.uk

Deaths (definite and probable) of vCJD in the UK
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One third of UK respondents d id NOT
d isc uss and ob ta in va lid c onsent for 
b lood transfusion 
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SaBTO was asked to consider the 
following:

Is SaBTO content with the status quo ?

If NO, which of the alternative options would 
SaBTO like further explored ?
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Working Group established to further 
explore:

Verbal consent recorded in patient s clinical 
records by Health Care Professional

Documentation signed by patient  
confirming consent has been given
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Launched on 3rd March 2010
Closed on 27th May 2010
Questionnaire for both HCPs and individuals     
with an interest in transfusion / patient safety
Extensive stakeholder consultation
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About 950 responses
Good response from Professional Groups and  
Societies
Good response from both patient groups and 
individuals
Diverse views ............
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Do you believe tha t pa tients should be g iven the opportunity 
to consent to blood transfusion ?

Should this be compulsory ?

Yes, 417 No, 423

Yes, 810

No, 40
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Explore the potential operational impact of 
implementing a standardised form of consent for 
transfusion

46% or respondents stated hospital resource finance, 
staff numbers and workloads.

35% stated patient factors capacity, anxiety 
and information overload.

34% stated patient awareness importance of 
well informed discussions, information sheets and patient 
leaflets.
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Confirm what type of information patients should receive

Both 72% HCP s and 82% patients thought that 
information on transfusions should be both 
discussed and provided in writing.

82% of HCP s said that generic information or 
check list would be useful to assist discussions on 
consent for transfusion.

79% of HCP s and 98% of patients thought that 
patients should receive retrospective information.
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14 Recommendations

3 broad categories:
Clinical Practice (recommendations 1-6)
Governance (recommendations 7-11)
Education (recommendations 12-14)
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Valid consent for blood transfusion should be obtained 
and documented in the patient s clinical record by 
the healthcare professional
There should be a modified form of consent for long 
term multi-transfused patients, details of which should 
be explicit in an organisation s consent policy
There should be a standardised information resource
for clinicians indicating the key issues to be discussed by 
the healthcare professional when obtaining valid consent 
from a patient for a blood transfusion
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Patients who have received a blood transfusion and who 
were not able to give valid consent prior to the 
transfusion should be provided with information 
retrospectively
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Patients who have no idea that they have received 
blood e.g. during surgery / emergency

Patients who are 
told pre-operatively 

that they might
need a transfusion 
but did not but 
they still think that 

they have !

Patients who are 
told pre-operatively 

that they might
need a transfusion 

and did but 
because nothing 
more has been 
said, they don t 
think they have !

The type of information the patient should receive includes:
Risks and benefits
Why the transfusion took place
The recipient can no longer donate blood
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Retrospective information

The type of information the patient should receive 
includes:

Risks and benefits (appropriate)

Why the transfusion took place
The recipient can no longer donate blood
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Patients who have received a blood transfusion and who 
were not able to give valid consent prior to the 
transfusion should be provided with information 
retrospectively
SaBTO consent working group should produce good 
practice guidance to help identify the most effective 
way of providing information retrospectively when 
patients were unable to give prior consent
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Patients who have received a blood transfusion and who 
were not able to give valid consent prior to the 
transfusion should be provided with information 
retrospectively
SaBTO consent working group should produce good 
practice guidance to help identify the most effective 
way of providing information retrospectively when 
patients were unable to give prior consent
There should be a standardised source of information 
for patients who may receive a transfusion in the UK
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The consent standard developed by Health Improvement 
Scotland (formerly NHS Quality Improvement Scotland) should 
be adopted throughout the UK for consent for blood transfusion
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The consent standard developed by Health Improvement 
Scotland (formerly NHS Quality Improvement Scotland) should 
be adopted throughout the UK for consent for blood transfusion
The Care Quality Commission (CQC), NHS Litigation 
Authority (NHSLA) and equivalent organisations in Northern 
Ireland, Scotland and Wales should be aware of the SaBTO 
consent standard for blood transfusion 
A UK comparative audit of consent for transfusion should be 
carried out, facilitated by the National Comparative Audit of Blood 
Transfusion (a collaborative between the Royal College of 
Physicians and NHS Blood and Transplant) 
Depending on the role envisaged for Healthwatch, the potential 
role of patient groups in providing active oversight should be 
explored
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UK Blood Services should have an ongoing programme for 
educating patients and the public about blood Transfusion as 
part of their respective Better Blood Transfusion strategies
Use of the LearnBloodTransfusion e-learning package should 
be promoted by the UK Blood Services and Royal Colleges for all 
staff involved in the blood transfusion process
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Current modules include:

Safe Transfusion Practice

Blood Components and 
Indications for Use

Anti-D

Good Manufacturing 
Practice for Transfusion  
Laboratory Staff

Contact NHSBT.CustomerService@nhsbt.nhs.uk
for more information
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UK Blood Services should have an ongoing programme for 
educating patients and the public about blood Transfusion as 
part of their respective Better Blood Transfusion strategies
Use of the LearnBloodTransfusion e-learning package should 
be promoted by the UK Blood Services and Royal Colleges for all 
staff involved in the blood transfusion process
Completion of the LearnBloodTransfusion e-learning package 
should be included in all undergraduate curricula. Reference to 
consent for blood transfusion should be included in the 
undergraduate curriculum as part of the learning objectives 
outlined for the principles of consent 
The UK Better Blood Transfusion Network should explore the 
feasibility of developing a new module specific to consent and 
blood transfusion as part of its 2011/12 work plan
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www.dh.gov.uk and search for SaBTO
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www.transfusionguidelines.org.uk
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www.transfusionguidelines.org.uk

Patient and public involvement


