
Blood and Blood Product Governance Group Newsletter  Number 5 – February 2015 

A GOOD DROP OF RED 
 
 
 
 

 

Blood Transfusion Update 
Wastage of Red Blood Cells 

Re-audit of Overnight Transfusions 

Wastage of Red Blood Cells 

Blood is given freely by 
donors; therefore health 
providers have an obligation 
to ensure that it is managed 
according to strict safety 
guidelines and wastage is kept 
to a minimum. 

At Ballarat Health Services 
clinical wastage of red blood 
cells (RBC) is infrequent.  
During 2014, 3 units were 
discarded after being out of 
cold storage for > 30 minutes 
during a massive transfusion 
procedure.  The main reason 
for discard of RBC is due to 
expiry of the bag, or another 
issue in the laboratory such as 
there being no more side arms 
available to do cross match 
testing. 

The Blood and Blood Products 
Governance Group (B&BPGG) 
monitor the amount of 
wastage of RBC on a monthly 
basis.  At the start of 2014 the 
amount of RBC discarded as a 
percentage of issue from the 
Blood Service, sat at > 23%.  
With changes in inventory 
management in the 
laboratory, and improved 
ordering practices by medical 
staff, this figure dropped to an 

average discard rate over 10 
months (Mar-Dec) of 4.9%. 

The changed medical ordering 
practices included requesting 
clinicians to order a Group and 
Hold Serum and only a full 
Cross Match when transfusion 
was imminent.  How did this 
decrease wastage? Once 
blood is issued to a patient it is 
placed in the blood fridge in 
theatre and pathology staff 
order replacement stock.  If 
the issued blood is not 
transfused it is returned to the 
laboratory after 72 hours and 
put back into stock for reissue 
to  another patient.  This could 
mean that the laboratory was 
overstocked on some blood 
groups (especially group B) 
that would eventually expire. 

The B&BPGG commends all 
staff for assisting in this 
substantial improvement. 
 
Re-audit of Overnight 
Transfusions 

Two previous audits of 
transfusions that occurred 
overnight were reported in 
the October issue of A Good 
Drop of Red. 

Improvement continues as the 
following table indicates. 
 

Unnecessary Overnight 
Transfusions 

 Number of 
Patients 

Transfused 
Overnight 

% of 
Unnecessary 
Transfusions 

July 
2013 37 49% 

July 
2014 25 20% 

Nov 
2014 19 5% 

The B&BPGG discussed 
patients who commenced 
transfusion in the emergency 
department and were then 
transferred to a ward with 
blood running.  The consensus 
was that a transfusion was not 
to delay transfer.  If it was 
deemed appropriate that the 
patient required transfusion, it 
should be commenced, but 
before a further unit was 
started on the ward the 
patient should be assessed by 
medical staff. 

References: 
Australian Health Ministers’ Conference 
Statement on National Stewardship 
Expectations for the Supply of Blood and 
Blood Products, November 2010 

Australian and New Zealand Society of 
Blood Transfusion Ltd and Royal College 
of Nursing Australia Guidelines for the 
administration of blood products 2nd 
edition, 2011 

 


