
“Thoughtless prescription of blood trans-
fusion is playing Russian roulette with 
bottles of blood instead of a revolver." 
Crosby WH. Misuse of blood transfu-
sion.  1958; 13 (12): 1198-200.

Blood transfusion (BT) is widely 
overused. For many physicians and 

clinicians across various specialties, 
blood transfusion is still considered the 
first line of treatment when facing ane-
mia and/or blood loss. BT decisions are 
often made in the absence of adequate 
training and often associated with the 
exaggerated anxiety of the physicians. 
Shander and his colleagues [1] empha-
sized the dilemma when they questioned 
what was really dangerous: anemia or 
transfusion.

BT is the most common and the fast-
est growing procedure performed in U.S. 
hospitals. In fact, one unit of packed red 
blood cells (PRBCs) is transfused every 
half second [2]. BT is in a list of the five 
most overused therapeutic procedures 
in the United States. In 1942 Adams and 
Lundy [3] recommended preoperative 
blood transfusion for all patients when the 
Hb level was less than 10 g/dl and the he-

matocrit was less than 30% (the historical 
10/30 rule). However they failed to pro-
vide corroborative scientific support for 
this recommendation.

In 1999 the 
 published the results of the first 

large study about transfusion require-
ment in critical care investigators for 
the Canadian Critical Care Trials Group 
(TRICC), which supported the restric-
tive blood transfusion (RBT) policy as 
being evidence-based [4]. TRICC was a 
breakthrough, demonstrating that RBT is 
at least as effective, if not superior, to a 
liberal policy of blood transfusion.

Giguère and colleagues [5] suggested 
that Hb target values of 7–8 g/dl for BT 
were associated with equivalent or better 
outcomes. According to the World Health 
Organization (WHO), patient blood man-
agement (PBM) is a patient-focused, evi-
dence based, systematic approach for op-
timizing the management of patients and 
transfusion of blood products to ensure 
high quality and effective patient care [6].

At our 728-bed tertiary care medi-
cal center, which serves a population of 
600,000, we identified effective strate-
gies to implement a PBM policy to trans-
late theory to practice. Implementation 
can be challenging for a heterogeneous 
medical staff because many believe that 
blood is equivalent to an elixir. Methods 
for implementing a patient blood man-
agement program into a health system 
are still not well understood. 

In 2009, based on the medical litera-
ture and our own experience we devel-
oped a PBM strategy, which resulted in 
a 35% reduction of blood transfusion, a 
savings of NIS 1 million (approximately 
US$250,000) per year. In all six internal 

medicine departments a dramatic 56% 
reduction was achieved. In one depart-
ment a 75% reduction was noted. The re-
duction of the total supply of PRBC units 
by 35% (post-implementation) is compa-
rable to that of other large medical cen-
ters in the world. It seems that not enough 
attention is paid to PBM implementation 
in internal medicine departments. In our 
medical center, a dramatic reduction in 
BT was noted.


