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Consent for continued blood component transfusion

As part of your/your child’s medical condition, your doctor considers it necessary for you/your child to have more regular transfusion of blood components (‘blood transfusion’). This may be red cells (blood), platelets, plasma, cryoprecipitate, or granulocytes, or a combination of components.
Although blood transfusion is generally quite safe, there are some potential risks associated with this treatment.  Your doctor/nurse will explain these risks to you and will offer you an information leaflet.  Sometimes patients experience a mild reaction such as a fever or skin rash. In the UK the risk of contracting a virus such as hepatitis or HIV from blood transfusion is extremely small; the actual risk of contracting vCJD through blood is unknown, but appears to be extremely small.  Very rarely patients receiving a blood transfusion may have a significant allergic reaction or develop other complications such as haemolysis (breakdown of red cells in the blood), respiratory complications or a bacterial infection. There is also a small risk of receiving the wrong blood, however there are stringent procedures in place to minimise this.
In addition to the risks above associated with each blood transfusion, regular red cell transfusions may be associated with a risk of iron overload. This possibility should be discussed with your doctor/nurse. 
In some cases there may be a suitable alternative to receiving donated blood. Your doctor or nurse will explain if this is possible in your case.  You can find more information about this in the patient information leaflet.

Once you have read the information leaflet provided, discussed the issues above with a doctor/nurse and asked questions we would be grateful if you could sign the consent form below to indicate that you understand the reason for blood transfusion and the risks associated with it.
Written consent is being taken in advance, but verbal consent will be confirmed with you at each hospital attendance for blood transfusion.

____________________________________________________________________________________________________________
Statement of healthcare professional

I have explained the reason for blood transfusion including benefits, potential risks, and suitable alternative options to the patient/parent, and have offered/given a blood transfusion information leaflet to the patient/parent.  I have also explained how long they are likely to need to receive blood transfusions.
Indication: ..........................................................................................................................................
Benefits: ............................................................................................................................................

Information/Risks (tick if/when discussed):

· Given/offered a blood transfusion information leaflet




□
· Small risk of receiving incorrect blood and procedures in place to prevent this

□
· Extremely small risk of viral infection such as Hepatitis or HIV



□

· Unknown but probably extremely small risk of vCJD




□
· Risk of a transfusion reaction - see risks described above and possible adverse
□ symptoms of blood transfusion
Name.......................................................   Grade & Specialty.........................................................
Signature..................................................................   Date.............................................................
Statement of Patient/Parent/Guardian/LPA ‘attorney’
I have read and understood the above information and consent to blood transfusion.

Name ...............................................................................................................................................
Signature..................................................................   Date..............................................................
Statement of Interpreter (if applicable)

I have interpreted the above information to the patient in a way I believe he/she can understand.

Name of Interpreter .................................................   Contact number ...........................................

Signature..................................................................   Date .............................................................
	Notes for healthcare professionals:

· Once completed file in the patient’s clinical notes;
· If the patient wishes to receive a copy of this consent form, please photocopy for them;
· Consent for long term transfusion should be subject to review as risks and alternatives can change over the course of time; ideally consent should be ‘re-validated’ every 12 months

· As this is long term consent you should consider the need for assessment of potentially changing mental capacity of the patient.

Notes for patient:

· You are not bound by the decision you made when signing this form, and you can change your decision (i.e. withdraw consent) at any time;

· Should you wish to reconsider your consent you need to discuss this with your doctor/nurse;
· Once you have received any sort of blood component transfusion, you may no longer donate blood yourself.


	Possible adverse symptoms of blood transfusion

· Feeling feverish, hot and clammy or shivering/chills

· Breathing problems or wheeziness

· Feeling sick or vomiting

· Swelling of any part of the body, especially around the mouth, lips and face
· Extreme tiredness or generally feeling unwell
· Passing blood in your urine; or passing much less, or very dark, urine

· Itchy skin rash
· Pain in the limbs, chest or tummy, or in the lower back (loin pain) 
· Unexpected or unexplained bruising

· Jaundice (yellow colour of the white of your eyes or your skin)
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