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Abstract
Objective: This study was performed over a three- month period to establish the pattern of autologous blood
transfusion with specific focus on age, sex, type of surgery, duration of hospital stay and religious beliefs.
Design: Hospital based prospective study.
Setting: The study was conducted at the Kenyatta National Hospital orthopaedic and general surgery wards.
It involved in-patients who were admitted for elective surgeries.
Subjects: Sixty two patients were selected over a three-month period between October and December 2006
both months inclusive.
Outcome mesures: The inclusion criteria involved all male and female patients aged between 16-65 years.
The pre-operative haemogram level ranged between 11-18 gm% both inclusive. Exclusion criteria involved
emergency surgeries, ages outside 16-65 years, haemogram level outside 11-18gm%, and chronic medical
illnesses. The sample size referred to the number of patients recruited during the study period and met the
study criteria. Statistical analysis was performed using the appropriate statistical methods.
Results: Male: female ratio was 6:1. Age group was dominated by middle age group of 35-49 years. Religious
distribution was Christians: non-christians in the ratio of 10:1. Surgeries performed were orthopaedics (78%)
and non-orthopaedic cases( 22%). Duration of hospital stay ranged between 5-21 days.
Conclusion: Autologous blood transfusion is a common and safe mode of blood transfusion in surgery. It
is more commonly practiced in orthopaedic surgery and needs to be encouraged among other surgical
disciplines.

LITERATURE REVIEW
Autologous blood transfusion refers to transfusion of
blood and/or blood components that are donated by
the intended recipient (1). It is considered as one of
the safest methods of blood transfusion (1,2). Different
types of autologous blood include: preoperative
blood deposit, preoperative haemodilution,intraope
rative salvage, postoperative salvage and speculative
predeposit (1).
Up to four units of blood can be collected at weekly
intervals and stored at 4-6°C (3). Older donated units can
be retransfused as fresh units are collected (4-6).
In autotransfusion, the standard eight weeks interval
between phlebotomies as practiced in homologous
transfusion is eliminated (7). Donations are often
scheduled weekly with the last phlebotomy performed
72 hours before surgery (8,9). Autologous fibrin glue
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prepared from cryoprecipitate portion of plasma is
used in achieving haemostasis (10-17). Fibrin glue
may cause severe hypotension due to allergic reactions
caused by systemically absorbed bovine thrombin (18).
Autologous platelet rich plasma is used during heparin
reversal in open heart surgery (19-24).
Most autologous blood deposit programmes
require haemoglobin levels above 11gm/dl before
each phlebotomy and oral iron supplements are
administered daily (25-28). Iron supplements are
effective in supporting extensive phlebotomy but
requires a longer period of time to be effective (29).
During phlebotomy, erythropoietin level hardly rises
above normal since the haematocrit level hardly falls
below 30% (30,31).
The shortcomings associated with autotransfusion
include: anaemia,hypovolaemia,sepsis from
contamination, transfusion reaction due to wrong
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labeling, blood wastage due to delayed or cancelled
surgery (1,4,32).
The limitations associated with autotransfusion
include: active septicaemia, chronic medical illnesses,
haemoglobin level over 18gm/dl and below 11gm/dl
among others (33).
Autologous transfusion requires close corporation
between surgeons, anaesthetists, haematologists and
other blood bank staff (34,35).

MATERIALS AND METHODS
A total of 62 patients were recruited into the study.
Inclusion criteria included all conscenting patients
aged 16-65 years admitted for elective surgery
with haemoglobin level of 11-18 gm/dl both sexes
included.
Exclusion criteria involved all patients admitted for
emergency surgery with age groups and haemoglobin
levels outside the above figures and with chronic
medical illnesses.
Sample size: This was equivalent to the number of
patients recruited during the study period and meet
the study criteria.

RESULTS

Figure 1: The distribution of patients according to age
groups.

Figure 2: The study population in terms of sex
distribution.

Data collection: The data was collected using
a questionnaire which involved history taking,
physical examination, laboratory and radiological
investigations.
Data analysis: The study results were analyzed using
appropriate statistical methods such as Chi –Square
and Students T test.
Study methodology: Patients were recruited from
elective theatre lists of the respective wards. They were
assessed and a questionnaire proforma was completed.
The ages, sex, occupation, religion, diagnosis, planned
surgery, laboratory and radiological results and duration
of hospital stay were recorded. Most patients received
their blood intraoperatively. All the above information
was tabulated in form of bar-charts.
The data was compared with other studies
elsewhere and the results were noted to be comparable
when subjected to the Chi –Square (X 2 ) and the Student
T test.
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Figure 3: The distribution of the study population in
terms of religion.

Figure 4: The distribution in terms of preoperative level
of haemoglobin.
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Figure 5: The distribution of patients according to
surgery performed in the study population.

Figure 6: Distribution of patients according to the post
operative haemoglobin level.

Figure 7: Distribution of patients according to time of
transfusion.

Figure 8: Distribution of patients according to the
duration of hospital stay

The age group was dominated by middle aged
population of 45-49 years. This is the most active and
productive age group, which is much more exposed
to occupational hazards and motor vehicle accidents
(Figure 1).
The predominance of males over females in the
ratio of 6:1 is relevant since males are more involved
in rigorous activities of daily living and therefore more
exposed to accidents of various varieties (Figure 2).
The distribution of patients in terms of religion
was 10:1 for Christians and non-Christians respectively.
This was due to the fact that Christians predominantly
occupy the study area. Had the study been conducted
in the coastal and/or north eastern regions of Kenya, the
results could have been different (Figure 3).
The peak preoperative haemoglobin range was
13.4-14.2gm% in both sexes. This is attributable to the
fact that most of the patients were initially actively
involved in their daily routines before they got injured
(Figure 4).
The surgical procedures performed during the
study period was predominated by orthopaedic cases
(78%) compared to non-orthopaedic ones who had
some other co-morbid conditions (Figure 5).
Following the surgical procedures, all the patients
had a post-operative haemoglobin level checked on the
3rd day. None of the patients had a level below 10gm%,
the peak being 11.3-12.6gm% (46.8%).The reduced
haemoglobin level was due to intraoperative bleeding
which was minimal (Figure 6).
The time of transfusion was mainly intra-operative
(66.1%). The timing was determined by the anaesthetist
and the duration of the operation. A few patients (33.9%)
were transfused postoperatively. Most of these patients
demanded their donated blood back after surgery even
though they did not need to be transfused (Figure 7).
The peak duration of hospital stay was in the range
of up to 5-21 days (Figure 8). This was dependent on
the type of surgery, multiplicity of injuries and the
postoperative state of the patient. The ones who
stayed longest were mainly general surgical cases who
developed post operative complications like wound
sepsis among others.

CONCLUSION
DISCUSSION
In this hospital based prospective study, the pattern of
autotransfusion was assessed.
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Autotransfusion is a popular mode of blood transfusion
globally. In Kenyatta National Hospital, it is more
commonly practiced among orthopaedic patients.
There is therefore need to encourage other specialties
to make use of the method so as to lessen high demand
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for homologous blood. This will help the various
institutions save a lot of resources in terms of manpower
and financial allocation for purchase of reagents
for screening of blood among other basic activities
required to make homologous blood safe.
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