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Anemia is a commonly encountered condition in emergency medicine; transfusion of packed red blood cells is commonly
performed for anemic patients in the emergency department (ED), but some patients are unable to accept transfusion of
blood products due to medical or religious concerns. The unique, acute, and time-sensitive nature of emergency medicine
practice requires that physicians maintain an enhanced awareness of bloodless medicine treatment modalities.
Identiﬁcation of bloodless medicine patient preferences in the ED can help guide physicians in the recommendation of
acceptable methods of treating anemia in this patient population. A focus on early hemostasis and resuscitation, instead of
attempts to convince the patient to accept blood transfusion, can be lifesaving in patients with acute bleeding. Treatment
strategies including the use of methods to reduce unnecessary blood loss, enhance red blood cell production, and increase
the oxygen-carrying capacity of blood should also be considered early in patient presentation. Timely involvement of the
Hospital Liaison Committee can help facilitate successful interpersonal communication and shared decisionmaking between
emergency physicians and bloodless medicine patients. By embracing an understanding of bloodless medicine patient
needs as well as available treatment strategies, ED physicians can contribute to optimal overall outcomes for anemic
bloodless medicine patients. [Ann Emerg Med. 2022;79:48-57.]
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INTRODUCTION
Anemia affects approximately one third of the world’s
population and is a common condition encountered in the
emergency department (ED) setting.1 In a tertiary care ED,
as many as 27% of patients may carry the diagnosis of
anemia, and many patients may report sequelae of anemia,
including chest pain, dyspnea, and fatigue.2 Currently,
packed red blood cell transfusion remains the accepted
standard of care for the treatment of acutely anemic
patients and is a commonly performed ED procedure.
Blood transfusions are also common in hospitalized
patients; in 2013, more than 13 million blood products
were transfused to patients in the United States.3
Historically, indications for transfusion of red blood cells
were based on hemoglobin concentrations. Prior to the
1980s, the “10/30” rule was a commonly followed
transfusion protocol; according to this paradigm, a patient’s
hemoglobin or hematocrit should exceed 10 g/dL or 30%,
respectively, prior to operative procedures.4 In recent years,
the clinical utility of unrestricted blood transfusions has
come under scrutiny, as there is scant evidence that this
practice enhances clinical outcomes.5 Additionally,
restrictive blood transfusion strategies are associated with
decreases in health care costs as well as reductions in
hospital length of stay, morbidity, and mortality.
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Currently, generally accepted recommendations for
management of anemic patients include transfusion
thresholds that are based on both laboratory values and
patient-speciﬁc factors.6 A commonly utilized threshold for
transfusion of packed red blood cells is a hemoglobin
concentration of 7 g/dL in patients who exhibit signs or
symptoms of anemia. This threshold is based on the
disequilibrium of oxygen delivery and extraction as well as
the clinical symptoms that occur at higher frequency below
this hemoglobin concentration.7
While blood transfusion is the most commonly utilized
therapeutic intervention in anemic ED patients, some
patients may be unable to receive transfusion of blood
products due to medical or religious concerns.2
Autoimmune hemolysis and ABO incompatibility are
medical issues that may preclude patients from receiving
blood transfusions in the ED setting; however, the majority
of patients who are unable to receive blood transfusions are
members of the Jehovah’s Witness faith.8 There are more
than 8 million Jehovah’s Witnesses worldwide and more
than a million in the United States.8 Members of this
religion interpret the Bible’s command to abstain from
blood (Acts 15:20) as avoiding transfusion of blood
products, including packed red blood cells, platelets, and
fresh frozen plasma.9 Jehovah’s Witnesses believe that
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acceptance of blood transfusions will damage their
relationship with God; because of this, their avoidance of
blood product transfusions has been described as a religious
obligation, not an option.10 Jehovah’s Witnesses may also
decline the administration of plasma-derived proteins, such
as albumin, coagulation factors, and ﬁbrin sealants such as
Gelfoam, as these are derived from blood. Additionally,
there are procedures performed in the ED that involve the
transfer of blood and thus may be unsuitable for Jehovah’s
Witnesses; such procedures include hemodialysis, epidural
blood patch placement, extracorporeal membrane
oxygenation, plasmapheresis, and tagged red blood cell
scans.
The time-sensitive and around-the-clock nature of
emergency medicine presents unique challenges to the
management of bloodless medicine patients. In the trauma
population, bleeding-related deaths can be reduced with
increased attention to hemodynamic resuscitation,
hemorrhage control, and decreases in time to deﬁnitive
surgical intervention.11 Prompt attention to these same
factors may also reduce morbidity and mortality in the
bloodless medicine population. Early operative
intervention, endoscopy, or interventional radiology
procedures may be lifesaving in patients with acute and lifethreatening hemorrhage from gastrointestinal,
genitourinary, or pulmonary etiologies.12 Signiﬁcant nasal
or dental bleeding may be controlled with tamponade,
suturing, cauterization, or use of topical hemostatic
agents.12 Since large-volume resuscitation may cause
hypothermia and coagulopathy, which may lead to
increased bleeding, administration of warmed intravenous
ﬂuids is warranted for the bloodless medicine
population.13,14
While many hospitals have “patient blood management”
or bloodless medicine programs that can suggest medical
and surgical management strategies for this patient
population, these programs may be unavailable for
emergency consultations or on nights, weekends, and
holidays. To minimize treatment delays and optimize
provider awareness as well as patient satisfaction, it is
advisable for hospitals and emergency departments to create
bloodless medicine consent forms that delineate patients’
wishes for receipt of major blood products, minor blood
fractions, or procedures involving the use of blood (Figure).
This form can be presented to all bloodless medicine
patients on ED triage or hospital admission. At the authors’
institution, the nurse coordinator for the bloodless
medicine and surgery program is on call 24 hours a day for
telephone consultations concerning the management of
patients who are unable to receive blood transfusion. When
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in the hospital, the nurse coordinator assists patients in the
completion of the form, which is then scanned into the
patient’s electronic medical record. In an after-hours
emergency, the nurse coordinator can assist patients, their
relatives, and physicians in the completion of the form over
the phone. Prompt completion of the form can assist in
clariﬁcation of a patient’s wishes and reduce unnecessary
time delays in the management of this patient population.
While many Jehovah’s Witnesses often carry cards or health
care directive forms that delineate their preferences about
accepting transfusion of blood products, this information
is, unfortunately, not always readily available in the ED
setting.
Once a bloodless medicine patient is identiﬁed in the
ED setting, health care professionals can utilize
techniques to optimize the medical care of the patient
without the use of blood transfusion. These techniques
include strategies to reduce unnecessary blood loss,
enhance red blood cell production, and increase the
oxygen-carrying capacity of blood. In the bloodless
medicine patient, the knowledge and implementation of
these techniques can result in improved patient
outcomes and enhanced satisfaction of patients and
medical care providers. A brief discussion of each
technique is presented here.
TECHNIQUE 1: STRATEGIES TO REDUCE
UNNECESSARY BLOOD LOSS
In the hospital setting, phlebotomy can result in
signiﬁcant blood loss. Typical vacutainers can hold between
2 and 10 milliliters of blood. In the ED setting,
phlebotomists often draw a “rainbow” of 7 vacutainers in
anticipation of tests being ordered by a physician, and a
single blood draw can result in an acute blood loss of 20
milliliters or more. When treating bloodless medicine
patients, use of a careful phlebotomy technique, with
attention to the number and size of vacutainers used, can
result in reduction of unnecessary blood loss. In the ED
setting, this can be accomplished by requesting that
phlebotomists abstain from drawing blood on bloodless
medicine patients until a physician has evaluated the
patient and determined the need for laboratory testing.
Identiﬁcation of bloodless medicine patients can be easily
accomplished by application of an identifying wristband at
triage or application of a “bloodless medicine” sign above
the patient’s stretcher. Once a bloodless medicine patient
has been identiﬁed and evaluated, a focused phlebotomy
attempt may be performed. In addition, smaller vacutainers
can be used to minimize iatrogenic blood loss. Pediatric or
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ATTACHMENT A
HOSPITAL POLICY 107

BLOODLESS MEDICINE AND SURGERY PROGRAM (BMSP)
INSTRUCTIONS OF THE PATIENT (CONSENT)
I direct that NO BLOOD COMPONENTS or fresh plasma are to be given to me under ANY circumstances even if physicians deem a
transfusion is necessary to preserve my life or health.
The following are my wishes and directions regarding procedures and medical treatments using plasma derived or white cell derived proteins.
Accept

Refuse
Packed Red Blood Cells
Cells that transport oxygen from the lungs to body cells.
Fresh Plasma
Liquid part of blood made of water, ions, sugar, hormones and protein.
Platelets
Cells that prevent blood loss by stopping the bleeding at site of injury.

Major
Components

Accept

Refuse
Albumin
Protein extracted from plasma. Used as a blood volume expander. Also used in medications such
as Erythropoietin and Neupogen.
Clotting Factors
Various proteins extracted from plasma used to stop active bleeding. Examples: Cryoprecipitate,
Prothrombin, Complex Concentrate, Factor VII.
Immunoglobulins
Proteins extracted from plasma. Used in medications to provide immunity, improve immune
response to infections and for Rh incompatibility (RhoGam).
Platelet Gel Autologous
Platelet-rich plasma. Centrifuged from patient’s blood and applied to surgical sites to reduce
bleeding and enhance healing.
Sealants
Proteins from plasma. Used to stop bleeding. Examples: Tisseel, Gel foam, BioGlue, Fibrin Glue
and Autologous Platelet Gel.

Plasma
Derived
Proteins

Accept

Refuse

White Cell
Derived
Proteins

Interferon
Protein extracted from white blood cells. Used for cancer treatments and viral infections.
Examples: Roferon-A and Intron-A.
Accept

Refuse
Cell Salvage
Patient’s blood is retrieved, filtered and returned in a closed loop process during surgery.
Dialysis
Patient’s blood is filtered through a machine to clean the blood when there is insufficient kidney
function.
Epidural Blood Patch
Patient’s blood is removed from vein and injected into spinal membrane to seal a spinal fluid leak.
Heart-Lung Machine
Patient’s blood is directed to a cardiopulmonary bypass pump that oxygenates and returns the
blood during cardiovascular surgery.
Hemodilution
Specific amounts of patient’s blood is removed at initiation of surgery and replaced with
intravenous fluids. Blood is then returned in a closed loop process at the end of surgery.
Labeling or Tagging
Patient’s blood is combined with radioactive material to mark (tag) the red cell then mixed for
several minutes and returned via vein. Often utilized to locate site of bleeding in GI tract.
Plasmapheresis
Patient’s blood is filtered and plasma removed. Plasma may be replaced with albumin. Utilized for
autoimmune, neurologic or clotting disorders.

Equipment
and
Procedures

I hereby consent to everything I have accepted on this form.
Patient’s Printed Name:
Patient’s Signature:

Date:

Time:

Date:

Time:

Witness’ Printed Name:
Witness’ Signature:
GUH 05018600 (4/13/16) (INDD)

Figure. An example of a bloodless medicine patient consent form.
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neonatal microtainers, which hold 200 to 600 microliters
of blood, can be substituted for typical adult-sized
vacutainers in the bloodless medicine population. The use
of pediatric phlebotomy tubes is associated with logistical
challenges, including the need for adjustments in specimen
collection and laboratory processing, which may result in
delays in obtaining results.15 While the use of alternative
phlebotomy tubes has not been studied in the ED setting,
in a study of ICU patients, the use of pediatric-sized
phlebotomy tubes was found to be a feasible alternative to
the use of adult tubes.15 Another study of hospitalized
patients demonstrated that the use of pediatric phlebotomy
tubes was associated with a reduction in iatrogenic blood
loss.16 Even though phlebotomy frequency and volumes
are likely to be lower in ED patients than in hospitalized
patients, initiation of judicious phlebotomy in the ED may
contribute to an overall reduction in iatrogenic blood loss
for bloodless medicine patients. Point-of-care testing,
which requires signiﬁcantly reduced quantities of blood
compared with traditional phlebotomy, is another resource
for laboratory testing in the ED.
In actively bleeding patients, reversal of coagulopathy
should be promptly addressed. Bleeding in patients who
take anticoagulant medications is often treated with fresh
frozen plasma or coagulation factors such as human
prothrombin complex concentrate. As fresh frozen plasma
is a major blood component, it is unlikely that a bloodless
medicine patient will accept transfusion of this product.
Prothrombin complex concentrate contains coagulation
factor concentrates; the overall concentration of clotting
factors in prothrombin complex concentrate is
approximately 25 times higher than in normal plasma.17
Prothrombin complex concentrate containing factors II,
IX, and X is referred to as “3-factor prothrombin complex
concentrate”; these factors, along with factor VII, are also
included in the “4-factor prothrombin complex
concentrate” currently available in the United States and
indicated for the reversal of acute major bleeding associated
with the use of vitamin K antagonists (eg, warfarin).18,19
Advantages of prothrombin complex concentrate over fresh
frozen plasma include a lower volume of infusion, lack of
blood group speciﬁcity, and ease of use (it is stored at room
temperature and can be reconstituted quickly).18,20 Dosing
of prothrombin complex concentrate is based on the
patient’s body weight as well as the international
normalized ratio. However, as the coagulation factors
contained in prothrombin complex concentrate are derived
from human plasma, they are considered as minor blood
fractions and may not be acceptable to all bloodless
medicine patients.

Volume 79, no. 1 : January 2022

Recombinant factor VII (rFVII) is derived from hamster
kidney cells; it does not contain any human proteins and is
therefore generally accepted by Jehovah’s Witnesses.21
Initially developed as a treatment for hemophilia, puriﬁed
rFVIIa is currently indicated in the United States for
treatment of bleeding associated with hemophilia A and B,
congenital factor VII deﬁciency, Glanzmann’s
thrombasthenia, and acquired hemophilia.22 Dosing of
rFVIIa is weight-based. When bound to tissue factor, factor
VIIa activates factors IX and X and promotes conversion of
prothrombin to thrombin.23 Successful use of rFVIIa, with
rapid control of hemostasis, has been reported in bloodless
medicine patients.21,24 In a review of 3,176 patients with
critical bleeding who were treated with rFVIIa, hemostatic
outcomes of Jehovah’s Witnesses and non-Jehovah’s
Witnesses were compared.21 The percent of patients who
had a hemostatic response after rFVIIa administration was
similar (74% to 75%) in the Jehovah’s Witness and nonJehovah’s Witness cohorts, indicating that the use of rFVIIa
can result in clinically signiﬁcant hemostasis with or
without concomitant transfusion of blood products. The
hemostasis induced by rFVIIa administration can result in
systemic thromboses; in this study, approximately 10% of
subjects in both cohorts experienced thromboembolic
complications. Given that rFVIIa is generally accepted in
the Jehovah’s Witness community, use of this product
should be considered as a primary treatment for bloodless
medicine patients with ongoing bleeding and coagulopathy.
In settings where rFVIIa is not available or when a more
cost-effective option is desired, the use of desmopressin can
also be considered. Desmopressin administration induces
increases in factor VIII and von Willebrand factor as well as
shortened activated partial thromboplastin time and
bleeding time, with a resultant hemostatic effect.25
In recent years, tranexamic acid has been explored as a
treatment for uncontrolled or coagulopathic bleeding in
emergency medicine. Tranexamic acid is a synthetic lysine
derivative that is commonly used as an antiﬁbrinolytic
agent. Tranexamic acid has a high afﬁnity for, and binds
competitively with, the lysine binding site of
plasminogen.26 This binding results in inhibition of the
conversion of plasminogen to plasmin, leading to decreased
plasmin-mediated ﬁbrin clot degradation. Through this
mechanism, tranexamic acid stabilizes existing ﬁbrin clots
rather than promoting new clot formation.27 Although the
antiﬁbrinolytic effects of tranexamic acid have been
recognized since the 1960s, its use in the treatment of
hemorrhagic conditions has expended within the past
decade.27 The therapeutic use of tranexamic acid has been
described in cases of dysfunctional uterine bleeding,
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postpartum hemorrhage, acute trauma, bleeding as a result
of dental extractions, and other hemorrhagic conditions.28
The drug has also been successfully used in a Jehovah’s
Witness patient with postpartum hemorrhage.29 In the
trauma patient population, early tranexamic acid
administration was shown to reduce the risk of death from
trauma-related bleeding.30 Tranexamic acid is available in
oral and intravenous formulations; topical use for the
treatment of epistaxis and surgical-related bleeding has also
been described.31 Its availability as a generic drug makes
tranexamic acid a lower-cost therapeutic option for many
patients. The dose of tranexamic acid is not standardized
and varies by indication.28 Adverse effects, including
seizures and acute thromboses, have been reported after
drug administration.32,33 Antagonism of the inhibitory
neurotransmitter gamma-aminobutyric acid (GABA) can
result in seizure activity; tranexamic acid acts as a GABA
inhibitor and may increase seizure risk through this
mechanism.34 High doses of tranexamic acid (more than
100 mg/kg) are associated with an increased risk of seizure
activity.35 The risk of acute thromboses after tranexamic
acid administration is largely theoretical in nature, and large
studies in the surgical population have not demonstrated an
increased risk of thromboembolic complications after
tranexamic acid use.36,37 Despite initial enthusiasm for the
use of tranexamic acid in patients with bleeding-related
emergencies, recent literature has not demonstrated a
mortality beneﬁt of tranexamic acid in this patient
population. In a multicenter study of 12,009 patients with
gastrointestinal bleeding who received either tranexamic
acid or placebo, the administration of tranexamic acid was
not associated with a lower risk of death.38 In a metaanalysis of the use of tranexamic acid in patients with
cerebral hemorrhage, tranexamic acid use was not
associated with a change in mortality or need for surgical
intervention.39 Given the lack of mortality reduction
associated with its use, the utility and effectiveness of
tranexamic acid in the ED bloodless medicine population
remains unclear.
In addition to the previously described pharmacologic
therapies, some bloodless medicine patients may also
beneﬁt from nonpharmacologic interventions to reduce
blood loss. The use of autologous autotransfusion using cell
salvage devices may be an acceptable alternative to
transfusion of blood products.40 In trauma patients with
signiﬁcant hemothorax, use of chest tube autotransfusion
can be considered. However, autologous autotransfusion is
not uniformly accepted among bloodless medicine patients;
for Jehovah’s Witnesses, the decision of whether to accept
this treatment modality is often dependent on whether the
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autotransfused blood maintains constant continuity with
the patient’s circulatory system.41
TECHNIQUE 2: STRATEGIES TO ENHANCE RED
BLOOD CELL PRODUCTION
Pharmacologic interventions may also be utilized in the
management of the anemic bloodless medicine patient
population. In stable bloodless medicine patients, iron and
erythropoietin are adjunctive treatments commonly used to
enhance red blood cell mass. Iron supplementation is
indicated for patients with anemia due to iron deﬁciency.
Iron deﬁciency anemia is characterized by a low
hemoglobin concentration in conjunction with a low mean
corpuscular volume, low ferritin concentration, and/or
decreased iron saturation.42 Oral iron supplementation is
frequently used as a ﬁrst-line therapy for iron deﬁciency
anemia; a recommended starting dose is 325 mg of ferrous
gluconate (equivalent to 65 mg of elemental iron).43
Administration of iron supplements on alternate days
instead of consecutive days may result in enhanced
absorption of iron with fewer reported adverse events.44
Intravenous iron formulations are also available; the use of
these preparations has historically been associated with
serious adverse events, including anaphylaxis. The
incidence of these adverse events was likely associated with
the use of higher-molecular weight iron dextran products.45
The currently available lower-molecular weight iron
dextran formulations have a favorable safety proﬁle with a
much lower incidence of serious adverse events.46 In
addition to low-molecular weight iron dextran, there are
currently several other intravenous iron formulations that
are currently approved by the United States Food and Drug
Administration (FDA). Of the currently available and
FDA-approved formulations, iron repletion can be
achieved through single-dose infusions of ferumoxytol,
ferric carboxymaltose, or low-molecular weight iron
dextran.42 The ability to replenish iron stores with a singledose intravenous infusion makes these iron formulations
ideal for administration in the ED setting. A review of
patients treated for iron deﬁciency anemia with intravenous
iron in an ED setting demonstrated that this therapy was
associated with reduced need for transfusion, reduced need
for hospitalization, and decreased ED length of stay.47
While intravenous iron is more expensive than oral iron
formulations, the use of intravenous iron is also associated
with signiﬁcant overall cost savings for patients with iron
deﬁciency anemia diagnosed in the ED.47,48 Considering
these characteristics as well as its favorable safety proﬁle,
intravenous iron is a reasonable treatment for iron
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deﬁciency anemia in the ED setting and should be
especially considered for the treatment of iron deﬁciency
anemia in patients who are unable to receive transfusion of
blood products.
Erythropoietin-stimulating agents represent another
important treatment option for bloodless medicine
patients. Recombinant human erythropoietin stimulates
erythropoiesis in the bone marrow; this results in
enhancement of reticulocytosis and eventual improvement
in hemoglobin concentration. It is important to recognize
that some formulations of recombinant human
erythropoietin (eg, epoetin alfa [Procrit, Epogen]) contain
albumin, a minor blood fraction, as a preservative. As some
bloodless medicine patients may not accept albumin as a
treatment option, emergency physicians should become
familiar with institutional formulary offerings and be
prepared to discuss alternative options that do not contain
albumin (epoetin alfa-epbx [Retacrit] and darbepoetin
[Aranesp]) with bloodless medicine patients as well as other
medical providers. Recombinant human erythropoietin
dosing results in increases in hemoglobin concentration
within 7 days, with a peak at 14 days.49 Given the lengthy
duration of time required to enhance erythropoiesis after
recombinant human erythropoietin is administered, its use
in the ED population is likely of minimal immediate
beneﬁt. However, administration of a single dose of
recombinant human erythropoietin in the ED may assist
with the acceleration of erythropoiesis over subsequent
days, especially in patients who require hospitalization for
continued evaluation and treatment. In this patient
population, the early initiation of erythropoiesis in the ED
setting may result in a more rapid anemia recovery and a
shorter hospital length of stay.
TECHNIQUE 3: STRATEGIES TO INCREASE THE
OXYGEN-CARRYING CAPACITY OF BLOOD
Oxygen transfer agents, hemoglobin-based oxygen
carriers, and hyperbaric oxygen therapy may be used to
increase the oxygen-carrying capacity of blood. Currently
recognized oxygen transfer agents used as blood substitutes
include perﬂuorocarbons and hemoglobin-based oxygen
carriers. The toxicities of perﬂuorocarbons have
signiﬁcantly limited the clinical use of these compounds.50
Hemoglobin-based oxygen carriers have been successfully
used in the management of anemic bloodless medicine
patients, alone and in conjunction with other therapies
such as hyperbaric oxygenation.51,52 Currently, the use of
these remains experimental. These agents are not approved
by the FDA for clinical use and, therefore, are not readily
available in the hospital or ED setting.53 Hyperbaric
Volume 79, no. 1 : January 2022

oxygen therapy is a treatment in which patients breathe
100% oxygen while pressurized to a depth more than that
of sea level. The use of hyperbaric pressurization as a
treatment for medical conditions dates back to the 1600s,
prior to the discovery of oxygen.54 Currently, hyperbaric
oxygen therapy is used as a primary treatment for
decompression sickness, air embolism, and carbon
monoxide poisoning. It is also used as an adjunctive
treatment for additional medical conditions, including
compromised grafts and ﬂaps, chronic refractory
osteomyelitis, and diabetic foot ulcerations. Severe anemia,
with inability to receive blood transfusion due to medical or
religious beliefs, is also an accepted indication for the use of
hyperbaric oxygen therapy.
In 1960, the Dutch surgeon Boerema55 published “Life
Without Blood,” a manuscript detailing the use of
hyperbaric oxygen therapy for the treatment of anemia.
Boerema exsanguinated healthy piglets and replaced the
blood volume with a plasma-like solution. The piglets’
resulting hemoglobin concentration was 0.4 g/dL, a
hemoglobin concentration that is incompatible with life.
The piglets were then pressurized in a hyperbaric chamber
to 3 absolute atmospheres for 45 minutes. The animals
survived this exposure, despite having essentially no
hemoglobin present, and recovered uneventfully after they
were reinfused with normal blood. Boerema noted that
under hyperbaric conditions, the amount of oxygen
dissolved in the plasma can greatly exceed the amount
present while breathing air under normobaric conditions.
This phenomenon is due to Henry’s Law, which states that
the amount of gas dissolved in a solution is directly
proportional to the partial pressure of the gas. When partial
pressures of a gas increase, such as under hyperbaric
pressurization, more of that gas dissolves in solution.
Breathing room air (21% oxygen) under normobaric
conditions results in a PaO2 of approximately 100 mm Hg;
breathing 100% oxygen under hyperbaric conditions
results in a PaO2 of more than 1600 mm Hg.56 Under
hyperbaric conditions, oxygen dissolved in the plasma can
approximate or meet the body’s metabolic demands of
oxygen extraction.57 This increase in oxygen dissolved in
plasma represents the basis for the use of hyperbaric oxygen
therapy for patients with severe anemia who are unable to
receive transfusion. Since Boerema’s initial publication on
this subject, there have been multiple reported cases of the
use of hyperbaric oxygen therapy for the treatment of acute
blood loss anemia in patients who are unable to receive
transfusion of blood products.56-58 In these cases, patients
received 1 to 3 hyperbaric oxygen therapy treatments daily;
treatment frequency was based on the patient’s clinical
presentation and was titrated based on improvement or
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resolution of the signs and symptoms of oxygen debt. At
the authors’ institution, anemic bloodless medicine patients
who present to the ED are referred for hyperbaric oxygen
therapy as well as administration of recombinant human
erythropoietin and intravenous iron, if indicated. The use
of this regimen has resulted in a reduced need for hospital
admission, as well as reduced hospital length of stay, for
multiple patients.
There are currently more than 1,300 hyperbaric facilities
in the United States. While a minority of these facilities are
available for emergencies or after-hours care, hyperbaric
oxygen therapy is readily available at many hospitals during
daytime hours and should therefore be considered as a
potential treatment for selected anemic bloodless medicine
patients. Hyperbaric oxygen therapy is often administered
in a single-person (monoplace) chamber where intravenous
infusions, telemetry monitoring, and hands-on critical care
are not available. Due to these restrictions, this treatment is
likely to be of highest utility to stable bloodless medicine
patients and can be administered on either an inpatient or
outpatient basis. Some hospitals may have hyperbaric
medicine facilities within, or in close proximity to, the ED,
with emergency physicians stafﬁng the hyperbaric unit.
These institutions may be able to treat anemic bloodless
medicine patients as hyperbaric medicine emergencies, with
rapid referral from the ED setting. Additionally, as many
clinicians are unfamiliar with the use of hyperbaric oxygen
therapy in the bloodless medicine population, emergency
physicians who are knowledgeable about this particular
hyperbaric indication can minimize treatment delays and
optimize patient care by referring appropriate patients for
this treatment in an expedient manner. A majority of
insurance carriers consider hyperbaric oxygen therapy to be
a medically necessary treatment for patients with anemia
who cannot receive blood transfusion and will provide
reimbursement for the procedure.
INTERPERSONAL INTERACTIONS
The concepts mentioned above are important in the
management of the hospitalized bloodless medicine patient
population; however, the signiﬁcance of interpersonal
interactions with bloodless medicine patients is
infrequently discussed but also requires attention. Bloodless
medicine patients, and speciﬁcally the Jehovah’s Witness
population, are an educated and knowledgeable group of
patients, and they are not opposed to modern medical
care.59 Jehovah’s Witnesses are familiar with the risks of not
accepting blood products, including the possibility of
worsening anemia and death. While Jehovah’s Witnesses
do not desire death, they are keenly aware that avoidance of
54 Annals of Emergency Medicine
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blood transfusions does not necessarily equate with death,
even when an emergency medical condition is present. The
minimum hemoglobin level needed to sustain life has not
been deﬁned.60 In addition, the severity of anemia,
including its clinical consequences and patient outcomes, is
dependent on both the hemoglobin level and the chronicity
of the disease process. Because of this, the discussion of the
risks of not accepting blood products must be balanced
within the context of each individual patient’s situation.
For example, the risks associated with lack of blood
transfusion after acute and signiﬁcant blood loss (including
end-organ damage, such as myocardial and cerebral
ischemia, as well as death) are quite different than the risks
associated with lack of blood transfusion in a
hemodynamically stable patient with chronic anemia.
When blood transfusion cannot be performed due to
medical or religious reasons, physicians may react with
frustration or anger; despite the emotional response
associated with this scenario, medical providers still have a
duty to respect the autonomy and religious freedom of
patients. The ability to honor patient autonomy may be
challenging for some physicians; in one survey of European
intensivists, 63% of those surveyed reported that they
would transfuse a Jehovah’s Witness patient who was
exsanguinating; 26% of the physicians stated that they
would never inform the patient about the transfusion.61 In
the time-sensitive ED setting, the focus on the perceived
needs for transfusion, as well as the associated emotional
response, may distract the medical team from identifying
and utilizing interventions that can be used to successfully
treat the bloodless medicine population. Some physicians
may ask to interview the patient without their family or
caregiver present in an attempt to remove any external
inﬂuencers who may contribute to the patient’s desire to
avoid blood transfusion. Other providers may tell the
patient that they will likely die if they do not receive blood
or state that there is “nothing else that can be done” for the
patient if a blood transfusion is declined. These techniques
represent undue coercion and should be avoided when
interacting with bloodless medicine patients.
For bloodless medicine patients who are unconscious or
mentally incapacitated, providers should seek guidance
from the hospital ethics and/or legal departments if
transfusion of blood products is being considered.12
Pediatric bloodless medicine patients (eg, the children of
Jehovah’s Witnesses) represent a unique patient subgroup.
In the United States, courts generally abide by the doctrine
of parens patriae (“parent of the nation”), which permits
states to intervene on behalf of a child whose welfare is in
question; however, some states do recognize a “mature
minor” law, which allows some children to make their own
Volume 79, no. 1 : January 2022
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health care choices.62 Due to variations in legal standards
between states, physicians should consider involvement of
the hospital legal and/or ethics teams when caring for
pediatric bloodless medicine patients. Ultimately, both
physicians and parents desire the best outcome for pediatric
patients, and effective communication and utilization of
available supporting resources may allow both parties to
achieve a mutually acceptable and favorable decision for
pediatric patient care.
Communication about the avoidance of blood
transfusion and use of alternative medical techniques can
be challenging for both the patient and the physician.
The Hospital Liaison Committee can be utilized as a
method to enhance medical communication with the
Jehovah’s Witness population. The Hospital Liaison
Committee are community-based Jehovah’s Witness
ministers who volunteer in hospitals worldwide.9 A
primary role of the Hospital Liaison Committee is to
assist hospitalized Jehovah’s Witness patients by
facilitating nonconfrontational and evidence-based
communication between the patients and their
physicians; Hospital Liaison Committee members can
also suggest clinical strategies for the management of
patients without blood transfusion and provide spiritual
support to hospitalized Jehovah’s Witness patients. The
Hospital Liaison Committee network is widespread; even
in hospitals that lack dedicated bloodless medicine
programs, it is likely that Hospital Liaison Committee
members are available. Medical providers can locate local
Hospital Liaison Committee representatives by calling
Jehovah’s Witness Hospital Information Services (HIS)
at 1-718-560-4700. The HIS department is available 24
hours a day, 7 days a week and is staffed from 8:00 AM
to 5:00 PM Eastern Standard Time; after hours, a live
operator will connect callers to an on-call HIS
representative. Even though Hospital Liaison Committee
members may not be immediately available in the ED
setting, early involvement of these representatives in
person or by telephone may result in improved clinical
interactions and enhanced communication between
patients and the medical care providers over subsequent
hours to days.
Although the emergency treatment of anemic bloodless
medicine patients may be perceived as emotionally
stressful and medically formidable, there are many basic
strategies that can be implemented in the ED for the
care of this patient population. Careful attention to
resuscitation and hemorrhage control, along with
utilization of techniques to reduce unnecessary blood
loss, enhance red blood cell production, and increase
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hemoglobin oxygenation, can result in improved
outcomes for bloodless medicine patients treated in the
ED setting. Emergency physicians who treat anemic
bloodless medicine patients may also ﬁnd it helpful to
utilize available resources such as the Hospital Liaison
Committee. While some interventions for the care of
bloodless medicine patients may be more relevant to
inpatient providers, an increased awareness of these
techniques by emergency physicians can result in a more
rapid implementation of these strategies, both in the ED
and inpatient settings. Utilization of these interventions
can lead to decreased morbidity and mortality as well as
enhanced patient and physician satisfaction in the care of
bloodless medicine patients.
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