
Medical 
 

Implementing Module 3: 

http://www.nba.gov.au/guidelines/module3/med-mod3.pdf 

Note: Items listed in italics are direct quotes  
From NBA Medical Guidelines 

http://www.nba.gov.au/guidelines/module3/med-mod3.pdf
http://www.nba.gov.au/guidelines/module3/med-mod3.pdf
http://www.nba.gov.au/guidelines/module3/med-mod3.pdf


GENERAL MEDICINE: THE FOLLOWING 
PRACTICE POINTS APPLY TO ALL CONDITIONS NOTED IN 
MEDICAL  GUIDELINES 

 RBC transfusion should not be dictated by a Hb 
concentration alone, but should also be based on 
assessment of the patient’s clinical status. 
 There is a transfusion guideline/directive in place 

for your centre 
 Emphasizes transfusing only those patients that have 

been assessed thoroughly and are symptomatic 
 Each patients circumstances are taken into 

consideration; needs drive transfusion decision, not 
numbers. 

 Guidelines are in direct correlation with NBA 
transfusion guidelines 



GENERAL MEDICINE: THE FOLLOWING 
PRACTICE POINTS APPLY TO ALL CONDITIONS NOTED IN 
MEDICAL  GUIDELINES 

 Where indicated, transfusion of a single unit of 
RBC, followed by clinical reassessment to 
determine the need for further transfusion, is 
appropriate. This reassessment will also guide 
the decision on whether to retest the Hb level. 
 Single Unit rule: there are clearly defined 

exclusion and inclusion criteria: 
 Exclude: active/ongoing/life threatening blood loss, 

theatre, MTP 
 Inclusion: hb under 70-80 and symptomatic (eg. 

But not limited to; chest pain, SOB, tachycardic) 



GENERAL MEDICINE: THE FOLLOWING 
PRACTICE POINTS APPLY TO ALL CONDITIONS NOTED IN 
MEDICAL  GUIDELINES 
 In patients with iron deficiency anaemia, iron therapy is required 

to replenish iron stores regardless of whether a transfusion is 
indicated 
 Transfusion should only occur if RBC’s are within transfusion 

guideline parameters 
 If Hb warrants transfusion of RBC single unit rule should 

again be applied, then focus should be placed on 
resolving/treating the iron deficiency. 
 Iron values are drawn and assessed prior to the decision to 

transfuse 
 Primary treatment of choice is Iron in treating iron deficiency 

NOTE: Transfusion of one unit of RBC’s supplies 100-200 mg elemental 
iron. Typical adult with iron deficiency anaemia requires a minimum of 
1000mg elemental iron to start RBC and iron store replenishment. Thus 
even if decision is made to transfuse, iron stores will require iron 
replacement 



GENERAL MEDICINE: THE FOLLOWING PRACTICE 
POINTS APPLY TO ALL CONDITIONS NOTED IN MEDICAL  
GUIDELINES 

 Direct evidence is not available in general 
medical patients. Evidence from other patient 
groups and CRG consensus suggests that, with 
a: 

 Hb concentration <70 g/L, RBC transfusion may 
be associated with reduced mortality and is likely 
to be appropriate.  
 However, transfusion may not be required in well-

compensated patients or where other specific 
therapy is available. 

 



GENERAL MEDICINE: THE FOLLOWING 
PRACTICE POINTS APPLY TO ALL CONDITIONS NOTED IN 
MEDICAL  GUIDELINES 

 Hb concentration of 70 – 100 g/L, RBC 
transfusion is not associated with reduced 
mortality.  

 Hb concentration >100 g/L, RBC transfusion is 
likely to be unnecessary and is usually 
inappropriate.  
 Transfusion has been associated with 

increased mortality in patients with ACS. 



GENERAL MEDICINE: THE FOLLOWING PRACTICE 
POINTS APPLY TO ALL CONDITIONS NOTED IN MEDICAL  GUIDELINES 

 
NOTE: In all patients with heart failure, there 
is an increased risk of transfusion-associated 
circulatory overload. This needs to be 
considered in all transfusion decisions.  

 



Cardiac / Acute Coronary Syndrome: 
Red blood cells 

 Refer to slides 2-7 



Cardiac / Acute Coronary Syndrome: 
Red blood cells 

 In patients with ACS and a Hb 
concentration of <80 g/L,  RBC 
transfusion may be associated with 
reduced mortality and is likely to be 
appropriate 



HEART FAILURE: Iron And 
Erythropoietic Stimulating Agents 

 Improving iron status may improve 
functional or performance status in 
patients with CHF 
 Identify and treat Iron Deficiency 
 Ferritin, Serum Iron (fasting preferred), 

Iron Saturation, Transferrin, FBC 
 Absolute iron deficiency: Insufficient iron 

stores available to support erythropoiesis in 
time of need (blood loss, pregnancy, 
menstrual blood loss, NSAIDs, inflammatory 
bowel disease, Celiac Disease H Pylori) 

 



HEART FAILURE: iron and 
erythropoietic stimulating agents 
(continued) 

 Functional iron deficiency: Insufficient  
iron stores (specific storage location 
that is easily accessible for use) 
available to support erythropoiesis in 
unique settings;  
 Such as ESA use, chronic illness of 

inflammation, anticipated sudden blood 
loss 

 
Note: The studies reviewed, only included patients treated 
with IV iron, and of NYHA functional classes II or III.  

 



HEART FAILURE: Red Blood Cells  

 See slides 2-7 



Cancer: Red Cell Use 

 See slides 2-7 



Cancer: Iron and erythropoiesis 
stimulating agents 

 In cancer patients with anaemia, the routine use of 
ESA is not recommended because of the 
increased risks of mortality and thromboembolic 
events. 
 Decision to treat with iron and ESA vs transfuse 

should be made on an individual basis with 
patient and practitioner/consultant making 
informed decison 



Cancer: Iron and erythropoiesis 
stimulating agents 

 In anaemic patients with cancer receiving 
ESA, evaluate iron status to guide adjuvant 
iron therapy. 
 There is a ESA/Iron guidance paper/policy 

or protocol in place including (but not 
limited to) 
 Minimum iron levels that need to be in place/ 

secured before ESA starting 
 Frequency of required iron stores 

assessment during ESA treatment 
 Dosing patterns of Iron and ESA 

 
 



Gastrointestinal: Red Cell use 

 See Slides 2-7 
 In well-compensated patients with acute upper 

gastrointestinal blood loss that is non-critical, 
there is no evidence to favour a liberal 
transfusion policy.  
 Therefore, a more restrictive approach may be 

appropriate. 
 A policy exists that emphasizes need to do exam 

without declaring a minimum hb be in place before 
addressing active blood loss  

 There are no data to support a specific Hb 
treatment target in these patients. 

 



Gastrointestinal: iron and 
erythropoiesis stimulating agents 
 See Slides 2-7 
 In patients with IBD, determine the cause of 

anaemia and treat reversible causes.  
 IV iron may be required in patients who are 

intolerant of oral iron, or to avoid aggravation of 
intestinal inflammation. 
 There is a iron policy in place regarding 

treatment options and dosing plans of different 
iron agents: oral and intravenous 
 Oral agents with inclusion and exclusion criteria for 

appropriate treatment choice 
 Intravenous iron choices and inclusion and exclusion 

criteria for appropriate treatment choice and dosing 



Chronic Kidney disease: iron and 
erythropoiesis stimulating agents 

 In anaemic patients with CKD, ESA therapy to 
a low to intermediate Hb target may be used to 
avoid RBC transfusion, after consideration of 
risks and benefits for the individual patient.  
 Note: The CARI guidelines recommend a Hb 

target between 100-115 g/L 
 In anaemic patients with CKD, ESA therapy to 

a Hb target of over 130 g/L is not 
recommended because of increased morbidity. 



Chronic Kidney disease: iron and 
erythropoiesis stimulating agents 

 In anaemic patients with non dialysis-
dependent CKD, type 2 diabetes and a 
history of malignancy, the routine use of 
ESAs is not recommended because of the 
increased risk of cancer-related mortality 
 There is a Iron and ESA policy in place 

specifically addressing patients with Hx of 
malignancy 

 



Chronic Kidney disease: iron and 
erythropoiesis stimulating agents 

 ESA use is less effective in patients with 
chronic renal failure who have absolute or 
functional iron deficiency. 
 There is a ESA and Iron use policy 
 Exclusion criteria should mention a minimum 

of 20% iron saturation established and 
maintained before and during ESA therapy 

 



Chemotherapy and haematopoietic 
stem cell transplantation: Platelet 
use 
 In patients undergoing chemotherapy and 

haematopoietic stem cell transplantation, the 
recommended strategy for prophylactic use of 
platelets is  
 transfusion at a platelet count of <10 x 109/L in 

the absence of risk factors 
 at <20 x 109/L in the presence of risk factors 

(e.g. fever, minor bleeding). 
 There are transfusion guidelines for Platelet use  
 Inclusion and exclusion criteria 
 Dosing appropriate guidelines 



Chemotherapy and haematopoietic 
stem cell transplantation: Platelet 
use 
 Do you have platelet transfusion guidelines in 

place addressing; 
 Platelet transfusion may be indicated for the 

prevention and treatment of haemorrhage in 
patients with thrombocytopenia or platelet 
function defects 
 Not indicated in all causes of thrombocytopenia 
 May be contraindicated in certain conditions (e.g. 

TTP and HIT).  
 The cause of the thrombocytopenia should be 

established and expert opinion sought.  

 



Chemotherapy and haematopoietic 
stem cell transplantation: Platelet 
use 
 In patients undergoing chemotherapy and 

haematopoietic stem cell transplantation 
 No evidence to support: 
 a lower trigger for prophylactic platelet transfusion 

for patients with risk factors (e.g. fever, minor 
bleeding) 
 a strategy of therapeutic-only platelet transfusions 

(i.e. for treatment of clinically significant 
bleeding). 

 
 



Thalassaemia and Myelodysplasia: Red 
Cell use 

 Thalassaemia:  
 Evidence does not support any change to the 

current practice of maintaining a 
pretransfusion Hb concentration of 90 – 100 
g/L, with transfusions at about monthly 
intervals. 



Thalassaemia and Myelodysplasia: 
Red Cell use 
 Myelodysplasia: 
 Regularly / chronically transfused 
 No evidence to guide particular Hb 

thresholds.  
 Decisions around appropriate triggers and 

frequency of transfusion need to be 
individualised 
 Taking into account anaemia-related 

symptoms 
 Functional or performance status 
 Patient’s response to previous 

transfusions. 

 
 



Thalassaemia and Myelodysplasia: 
Platelets 
 Chronic failure of platelet production (e.g. 

myelodysplasia or aplastic anaemia) 
 Specific threshold for transfusion may not be 

appropriate.  
 Best managed on an individual basis, in 

consultation with a relevant expert. 
 Long-term prophylactic platelet transfusions may 

be best avoided because of the risk of 
complications (e.g. alloimmunisation and platelet 
refractoriness). 

 Therapeutic platelet transfusions could be 
considered for treatment of bleeding. 
 



Coagulopathy: FFP 

 The routine use of FFP in medical patients 
 With coagulopathy (including those with liver 

impairment) 
 Not supported.  
 Tests for coagulation correlate poorly with 

bleeding risk in liver impairment. 
 Causes of coagulopathy should be assessed. 
 Where FFP transfusion is considered 

necessary 
 The risks and benefits should be considered for 

each patient, and expert guidance sought 
 



Coagulopathy: Cryo and or 
Fibrinogen 

 The routine use of cryoprecipitate or fibrinogen 
concentrate in medical patients with 
coagulopathy 

 Not advised.  
 The underlying causes of coagulopathy should 

be identified; where transfusion is considered 
necessary, the risks and benefits should be 
considered for each patient.  
 Specialist opinion is advised for the 

management of DIC. 



Thrombocytopenia: Platelets 
 
 
 
 Platelet transfusion may be indicated 
 For the prevention and treatment of haemorrhage in 

patients with thrombocytopenia or platelet function 
defects.  

 Platelet transfusions are not indicated 
 In all causes of thrombocytopenia 

 Platelet transfusions may be contraindicated in certain 
conditions 
 e.g. TTP and HIT.  
 Thus, the cause of the thrombocytopenia should be 

established and expert opinion sought. 

 



Thrombocytopenia: Platelets 

 In patients with chronic failure of platelet 
production (e.g. myelodysplasia or aplastic 
anaemia) 
 Specific threshold for transfusion may not 

be appropriate.  
 These patients are best managed on an 

individual basis, in consultation with a 
relevant expert. 

 



Thrombocytopenia: Platelets 

 Long-term prophylactic platelet 
transfusions may be best avoided because 
of the risk of complications 
 e.g. alloimmunisation and platelet 

refractoriness. 
 Therapeutic platelet transfusions could be 

considered for treatment of bleeding. 



SUMMARY: 

 What does my centre need to have in place 
in order to be in compliance with  “Module 
# 3: MEDICAL” 
 Iron and Erythropoietic Stimulating Agent 

policy and guidelines exist 
 Inclusion, exclusion criteria for product type 

and use 
 Resources in written or services provided by 

specialists in anaemia and Iron/ESA 
treatment(policies/guidelines, vs consultant 
available) 

 



SUMMARY  
(CONT) 

 Transfusion (of Red Blood Cells, Platelet, 
Cryoprecipitate, Fresh Frozen Plasma) 
policies and guidelines 
 Inclusion, exclusion criteria for product type 

and use 
 Resources in written or physical form 

(policies/guidelines, vs consultant available) 

 Single Unit rule 
 Inclusion, exclusion criteria 
 Conditions that single unit rule would not 

apply and steps healthcare professionals 
can take if they disagree with ruling specific 
to their patient 
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