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ABSTRACT

Objectives: Red cell (blood) transfusions are used in palliative care to manage symptomatic
anaemic patients or when patients have lost blood. We aimed to understand current blood
transfusion practice among palliative medicine doctors and compare this with NICE
guidance. NICE guidance advocates more restrictive transfusion practice but is based on
clinical trials in non-palliative care contexts; the extent to which these findings should be
applied to palliative care remains unclear.

Methods: Four clinical vignettes of common clinical palliative care scenarios were
developed. Members of the Association for Palliative Medicine were invited to complete the
survey. Results were compared to acceptable responses based on current NICE
recommendations and analysed to determine the influence of respondents’ gender,
experience or work setting.

Results: 27% of 1070 members responded. Overall, ideal or acceptable responses were
selected by less than half of doctors to all four vignettes. Doctors were more liberal in
prescribing blood transfusions than NICE guidance would advocate. Senior doctors were
less likely to choose an acceptable response than junior colleagues.

Conclusion: Palliative care practice is varied and not consistent with a restrictive blood
transfusion policy. More recently trained doctors follow less liberal practices than senior
colleagues. More direct evidence of benefits and harms of blood transfusion is needed in
palliative care to inform practice.



Background

Anaemia is a common complication of cancer and is more common in advanced disease. In
a cohort of 1797 patients with advanced cancer referred to palliative care services, we found
that 38% had moderate to severe anaemia and that functional iron deficiency was present in
39-43%.[1] Anaemia can cause symptoms including fatigue and breathlessness, with fatigue
being the most frequently reported symptom in cancer.[2]

Red cell transfusions are commonly considered as a treatment for anaemia in palliative care
regardless of cause. Around 6-13% of patients admitted to palliative care units are
transfused [3, 4] and the majority of patients received a single transfusion (71%), of 2 or 3
units of blood (76%), as an inpatient (83%). A Cochrane review of observational studies
suggested that benefits were experienced by less than half of patients and that any benefit
had largely disappeared 10-14 days post-transfusion. Between 25-35% of patients had died
within 14 days of transfusion.[4]

Restrictive policies toward red cell transfusion have been advocated recently, defined as
haemoglobin transfusion thresholds of 70g/l (80g/dl in acute coronary syndrome) and with
only one unit transfused.[5, 6] These reflect evidence syntheses including a Cochrane
review of 31 trials involving 12,587 participants.[7] This review found that restrictive
transfusion strategies reduced the risk of receiving a blood transfusion by 43% with no
impact on clinical outcomes, 30-day mortality or adverse events. Importantly, the authors felt
there were insufficient data to draw firm conclusions about the safety of transfusion policies
in certain subgroups including acute coronary syndrome, bone marrow failure and blood
cancers.

There is a lack of direct evidence and hence specific guidance for the use of red cell
transfusions in advanced cancer and palliative care. Observational studies suggest that
benefits may be limited and harms may be significant. We aimed to understand current
practice of red cell transfusion by palliative medicine doctors and compare this with National
Institute for Health and Care Excellence (NICE) guidance on best practice.

Methods
Sample

In July 2016 we invited all members of the Association for Palliative Medicine (APM) of
Britain and Ireland to complete an online survey. An explanatory email with a link embedded
to the online survey was sent out with a reminder two weeks later.[8] The survey consisted
of questions about the respondent (gender, grade or job title, work setting, and year of
graduation) and four clinical vignettes.

Methodology and Development of Vignettes

Methodology

The questionnaire was developed in a systematic manner: The literature (including
guidelines and available surveys) was reviewed and experts of various disciplines including
palliative care and haematology were consulted throughout the development process.



Concordance rates were estimated by calculating the percentage of overlap between
duplicate questions (for open questions 10% was considered concordant).

The final four clinical vignettes represented cases in which a red cell transfusion may be
considered in palliative care practice (figure 1). Each vignette included the patient’s history,
key symptoms and signs, haemodynamic condition and recent haemoglobin result. It was
made clear that any option chosen would be in keeping with the patients’ wishes as this
forms a large part of decision making in palliative medicine. All cases had the same five
response options. The survey was piloted among ten local doctors to check clarity of
guestions and following minor amendments four doctors piloted the online survey to check
usability.

Ethics

Approval was given by the University Of Leeds School Of Medicine Research Ethics
Committee (project number SOMREC15-09).

Analyses

We developed and agreed a NICE guideline concordant response to each vignette. We then
compared survey responses with our research team responses. This was analysed as a
dichotomous response (did the doctor select a concordant or discordant response).
Pearson’s chi squared (chi?) tests were performed to identify significant differences between
proportion of concordant responses depending on gender, place of work and seniority of
doctor.

Results

293 of 1070 doctors responded; response rate 27%. Most doctors graduated in 2000-2009
and so had a minimum of 7 years clinical experience.

Figure 1: Vignettes and results

Responses to individual vignettes

Overall, concordant responses were selected by less than half of doctors to all four
vignettes. Case 1 had the greatest proportion of doctors who selected a concordant
response (47.6%) of active monitoring. In Case 2, only 17.3% of doctors selected a
concordant response as 39.3% opted for arranging a transfusion of two or more units. This is
not in keeping with NICE guidance as the patient is stable with a haemoglobin above 70g/I|
and no signs of major haemorrhage. Doctors felt the patient in Case 3 warranted further
investigations or possible transfusion (38.3% doctors) which is concordant given the likely
iatrogenic cause to blood loss. In Case 4, most doctors considered transfusing 2 or more
units (44.8%), which is not in line with NICE guidance as the patient is stable with a
haemoglobin above 70g/l and no sign of major haemorrhage. Therefore monitoring alone
would be advocated (15.9% doctors). If transfusion were indicated then giving one unit and
assessing is most appropriate (22.8% doctors).

Influence of respondent characteristics




We found no association between gender and responses and no important differences in
responses based on place of work. However, doctors in training programmes were
significantly more likely to select concordant responses than their senior peers in three of
four vignettes; Case 1: 56.3% vs 38.9% (p = 0.017), Case 3: 62.5% vs 42.5% (p = 0.007),
Case 4: 51.6% vs 34.1% (p = 0.015). In two vignettes, other doctors working in the specialty
were also significantly more likely to select concordant responses than certified palliative
medicine specialists: Case 1: 63.6% vs 38.9% (p = 0.001), Case 2: 25.5% vs 13.2% (p =
0.032). There were no observed differences in responses to other vignettes between all
three groups of doctors.

Discussion

More than half of palliative medicine doctors selected non concordant responses to all four
clinical vignettes based on NICE guidance relating to red cell transfusion. In general, doctors
followed a more liberal policy toward red cell transfusion than is recommended.

Seniority of doctor was the most influential factor on responses; training grade doctors were
most likely to select concordant responses and certified specialists were most liberal in their
approach. Training grade doctors usually have the least years of practice in medicine in all of
the three groups but may be more likely to be exposed to recent evidence such as NICE
guidance as well as to restrictive transfusion practice in acute sector medicine.

These findings support the need for primary research alongside education for palliative
medicine doctors as has been recognised and evaluated in other settings. A hospital tested
the effect of a behavioural strategy on practice.[9] A multidisciplinary team reviewed all blood
transfusion requests. If transfusion was deemed inappropriate individualised advice was
given and where appropriate haematinic supplementation offered as an alternative. There
was a significant reduction in the number of red cell units transfused and haematinic testing
increased by 16.6%. The intervention was cost effective and saved money.

We acknowledge several limitations; we cannot be sure that these answers accurately
represent what doctors do. Research has shown that vignettes are a valid tool for measuring
the quality of clinical practice,[10] but decisions around blood transfusions may be a team
decision. An alternative approach is direct observation of doctors’ practice however this can
also lead to changes in behaviour and is more labour intensive. Our response rate was 27%,
this is double the average healthcare response rate to an online survey with no incentive
attached.[11] Our sample may not be representative of all palliative medicine doctors and
our interpretation of the NICE guidance may not be universally agreed.

NICE guidance was not developed using studies in palliative care as no clinical trials exist in
this context. However, the guidance was based on a diverse range of acutely unwell medical
and surgical patients and so is likely to be applicable to palliative care patients. Palliative
care patients may be at a higher risk of transfusion complications such as transfusion
associated circulatory overload due to risk factors including low body weight, so a more
restrictive approach and the need to monitor patients after each unit is paramount. Other
clinical considerations may influence decisions; given the pressure and demand on specialist
palliative medicine services, doctors may opt to transfuse more than one unit before



assessing for response to try and reduce total treatment time. However this may lead to
unnecessary transfusions and also longer inpatient stays for patients.

Despite limitations, our study shows that there is a need to raise awareness in palliative
medicine doctors (particularly senior doctors) of red cell transfusion guidance and the
change to a more restrictive approach. This study was based in the UK and Ireland but
addresses a treatment that is given globally. It is important that doctors consider the harms
and costs associated with transfusions and also evaluate the benefit their patients may or
may not get from the intervention. In addition, a central tenet of patient blood management is
support and appropriate use of alternatives to transfusion, such as iron, but this area has
been poorly studies in palliative care.
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