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1

Don’t transfuse blood if other non-transfusion therapies or observation would be just as
effective.
Blood transfusion should not be given if other safer non-transfusion alternatives are available. For example, patients with
iron deficiency without hemodynamic instability should be given iron therapy.

2

Don’t transfuse more than one red cell unit at a time when transfusion is required in
stable, non-bleeding patients.
Indications for red blood transfusion depend on clinical assessment and the cause of the anemia. In a stable, nonbleeding patient, often a single unit of blood is adequate to relieve patient symptoms or to raise the hemoglobin to an
acceptable level. Transfusions are associated with increased morbidity and mortality in high-risk hospitalized inpatients.
Transfusion decisions should be influenced by symptoms and hemoglobin concentration. Single unit red cell transfusions
should be the standard for non-bleeding, hospitalized patients. Additional units should only be prescribed after reassessment of the patient and their hemoglobin value.

3

Don’t transfuse plasma to correct a mildly elevated (<1.8) international normalized ratio
(INR) or activated partial thromboplastin time (aPTT) before a procedure.
A mildly elevated INR is not predictive of an increased risk of bleeding. Furthermore, transfusion of plasma has not been
demonstrated to significantly change the INR value when the INR was only minimally elevated (<1.8).

4

Don’t routinely transfuse platelets for patients with chemotherapy-induced
thrombocytopenia if the platelet count is greater than 10 X 109/L in the absence of
bleeding.
A platelet count of 10 X 109/L or greater usually provides adequate hemostasis. Platelet transfusions are associated with
adverse events and risks. Considerations in the decision to transfuse platelets include the cause of the thrombocytopenia,
comorbid conditions, symptoms of bleeding, risk factors for bleeding, and the need to perform an invasive procedure.

5

Don’t routinely use plasma or prothrombin complex concentrates for non-emergent
reversal of vitamin K antagonists.
Patients requiring non-emergent reversal of warfarin can often be treated with vitamin K or by discontinuing the warfarin
therapy. Prothrombin complex concentrates should only be used for patients with serious bleeding or for those who need
urgent surgery. Plasma should only be used in this setting if prothrombin complex concentrates are not available or are
contraindicated.

6

Don’t use immunoglobulin therapy for recurrent infections unless impaired antibody
responses to vaccines are demonstrated.
Immunoglobulin (gammaglobulin) replacement does not improve outcomes unless there is impairment of antigen-specific
IgG antibody responses to vaccine immunizations or natural infections. Isolated decreases in immunoglobulins (isotypes
or subclasses), alone, do not indicate a need for immunoglobulin replacement therapy. Exceptions include genetically
defined/suspected disorders. Measurement of IgG subclasses is not routinely useful in determining the need for
immunoglobulin therapy. Selective IgA deficiency is not an indication for administration of immunoglobulin.

7

Don’t order unnecessary pre-transfusion testing (type and screen) for all pre-operative
patients.
Pre-operative transfusion testing is not necessary for the vast majority of surgical patients (e.g., appendectomy,
cholecystectomy, hysterectomy and hernia repair) as those patients usually do not require transfusion. Ordering pretransfusion testing for patients who will likely not require transfusion will lead to unnecessary blood drawn from a patient
and unnecessary testing performed. It may also lead to unnecessary delay in the surgical procedure waiting for the
results. To guide you whether pre-transfusion testing is required for a certain surgical procedure, your hospital may have a
maximum surgical blood ordering schedule or specific testing guidelines based on current surgical practices.

8

9

Don’t routinely order perioperative autologous and directed blood collection.
There is no role for routine perioperative autologous donation or directed donation except for selected patients (for
example, patients with rare red blood cell antigen types). Medical evidence does not support the concept that autologous
(blood donated by one’s self) or directed blood (blood donated by a friend/family member) is safer than allogeneic
blood. In fact, there is concern that the risks of directed donation may be greater (higher rates of positive test results for
infectious diseases). Autologous transfusion has risks of bacterial contamination and clerical errors (wrong unit/patient
transfused). As well, autologous blood donation before surgery can contribute to perioperative anemia and a greater
need for transfusion.

Don’t transfuse O negative blood except to O negative patients and in emergencies for
female patients of child-bearing potential of unknown blood group.
Males and females without childbearing potential can receive O Rh-positive red cells. O-negative red cell units are in
chronic short supply, in some part due to over utilization for patients who are not O-negative. To ensure O-negative red
cells are available for patients who truly need them, their use should be restricted to: (1) patients who are O-Rh-negative;
(2) patients with unknown blood group requiring emergent transfusion who are female and of child-bearing age. Type
specific red cells should be administered as soon as possible in all emergency situations.

10

Don’t transfuse group AB plasma to non-group AB patients unless in emergency
situations where the ABO group is unknown.
The demand for AB plasma has increased. Group AB individuals comprise only 3% of Canadian blood donors. Those
donors who are group AB are universal donors for plasma, thus are the most in-demand type for plasma transfusion.
Type-specific plasma should be issued as soon as possible in emergency situations to preserve the AB plasma inventory
for those patients where the blood group is unknown.

How the list was created
The Canadian Society for Transfusion Medicine (CSTM) compiled its Choosing Wisely Canada list of recommendations by putting out a call to its
membership for suggested list items. Members were asked to provide suggestions, rationale and references. Once all suggestions for list items had
been received and the deadline for submissions had passed, the CSTM board voted on the accumulated list and ranked the items according to our
assessment of what was most important. We met by conference call to discuss the outcome of the voting and worked together to refine the wording
and the order of the list items and to find additional references as required.
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