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Abstract:

Background

Anaemia often necessitating blood transfusion iswoon in critically ill trauma patients admitted anthe
Intensive Care Unit. The aetiology of the anaemi&rauma patients is often multi-factorial. It magult from
the trauma event, from subsequent investigatiorts teeatment, and or from complications of the ipjur
Presently, there is limited number of quality sasdbn blood transfusion and outcome among traurtiangs
admitted into the intensive care units in Nigeria.

Aim: To evaluate the pattern and outcome of reabdlcell transfusion in severely injured adult eats
admitted into a trauma ICU in Nigeria.

Method

Prospective observational study without intervemtion transfusion pattern and outcome in adult pttie
admitted to the trauma ICU between October 1, 204DJuly 31, 2011.

Results

One hundred and twenty-two adult patients (31.3%pragst the 390 patients admitted to the trauma ICU
received 357 units of RBC. Most of the transfusatigmts were between the ages of 20 and 39 years4gh
{12.4 %}). The need to receive blood transfusiorsvgtrongly related to the severity of injury aseased by
Injury Severity Score (ISS) and Simplified AcuteyBiology Score Il (r = 0.13, p = 0.013). There vaastrong
correlation between the units of blood transfuse@dch patient and the severity of injury (R = 08P <
0.00001) but that association was weakly correlatitd the Simplified Acute Physiology Score |l Spean’s
correlation rho = 0.056? = 0.61). Blood transfusion was also significardalysociated with a higher risk of
developing a complication (OR {CI} = 6.57 {4.05 0.67}) and a statistically insignificant higherkisf death
Chi- sq. = 3.703, p = 0.054).

Conclusions Blood transfusion is a common intervention inesely injured patients admitted to the trauma
ICU. Red cell transfusion was directly relatedttie severity of the injury and was associated \pitlorer
outcome.
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INTRODUCTION

Background

Blood transfusion has been identified as a poteiifi@ saving intervention in properly selected ess
Unfortunately, early transfusions in the™&entury were associated with some catastropreses) Blundell, an
English obstetrician, performed the earliest susftéshuman blood transfusions in the 17th centuhjictv
resulted in the death of about half of his firat teansfusion recipients Almac &, Ince (2007). Bleii then
cautioned that blood transfusion should be resefwedmergencies Blundell (1828) Klein et al (2D07

The practice of blood transfusion since then hamnlessociated with identifiable adverse conseqgence
such as immunological reactions, infection transioiss, haemodynamic overload and biochemical dianges
Vincent et al (2002) Hill et al (2003) Corwin et @004) Croce et al (2005). Over the years, wittv rand
growing knowledge on the benefits and observed radveonsequences of blood transfusion, variousggdsan
have been made in the practice of blood transfudmhinger et al (2008).

The identification of different blood groups by Idsteiner helped to overcome the initial rejectiansl
some of the adverse consequences associated wdbert transfusion Schwarz & Dorner (2003).
Subsequently, concerns relating to the risks aatidn transmission of blood borne pathogens ssdbaateria
(Syphilis), protozoa (malaria), and viruses such hapatitis viruses and especially the Human Immune
Deficiency Virus (HIV) to recipients of blood tramsion came to the fore Love et al (2002) Jacksbal e
(2003). The risks of the new variant Creutzfeldkeladisease (vCJD) and prion disease associatédblaod
transfusion have been a growing concern Stonehdgbdl (2007). Furthermore, issues of immune modhat
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and increased morbidity from transfusion of bloatiénistered to critically ill patients who alreadhave
borderline immunity are now matters of concern ¥intcet al (2002) Hill et al (2003)Corwin et al (20@pelz
et al (1997).

Blood transfusion is often inevitable in the citiiy ill patients in whom anaemia is a common firgli
Vincent et al (2002), Garrioch et al (2002). Sasdtonfirm that up to 40% of critically ill patienteceived red
blood cell (RBC) transfusion during admission te thtensive care units (ICU) even with the impletadon of
restrictive transfusion protocols Vincent et al@2p Garrioch et al (2002). Chohan et al, in anitafiodind that
55% of patients admitted to the ICU for more th@anh®urs have haemoglobin concentrations [Hb] leleds
than 90g/L necessitating transfusion in a good ramdj the patients in an attempt to keep the [Hijva
100g/L Chohan et al (2003).

The tendency to transfuse blood to critically ditients in the ICU increases with increased leodttay in
the ICU. This has been confirmed by Corwin et Abweported that between 73% and 85% of patiertts wi
prolonged stay in the ICU received blood transfus@orwin et al (1995). Maclver et al derived a mean
transfusion requirement of 0.34 units of RBC pey aathe ICU Maclver et al (2002). An audit in $emd
found that 90% of patients admitted to the ICU wamaemic at the time of ICU discharge Walsh e2@06).

Anaemia in critically ill trauma patients may resfilom overt or occult blood loss, decreased RBC
production, increased RBC destruction or spuricueseeia from large volume infusion of resuscitatfluids
Mc Lellan et al (2003). Other identified importatauses of anaemia in critically ill patients in@ugepsis
Vincent et al (2002) Rogiers et al (1997), decrdagmduction of endogenous erythropoietin and imenun
associated functional iron deficiency Vincent e{2002). It has been observed that criticallypdtients in the
ICU also lose a significant amount of blood durihgir ICU admission through various other sourcas Ashen
et al (2001). Phlebotomy for various investigatidras been identified as a common source of bloed i
patients admitted to the ICU as patients can loseagerage of 41mls in 24 hours in ICU. Othemtified
sources of blood loss in critically ill patientinde, gastrointestinal bleeding from stress ulé@mavon Ashen
et al (2001), identified bleeding from repeated ngea of dressings, bleeding from surgical interaardi and
loses from extra corporeal renal support as otbarces of anaemia in critically ill patients Mc Lzl et al
(2003).

Reduced life span of RBC in critically ill patiertes been suggested Machiedo et al (1989), bw ther
limited evidence to support this. Impaired erythoi@gis attributed to persistent inflammatory stiads been
identified in critical illness Danielson (1995)JamgLavrencic et al (1996). This inhibition of RBGriation
can be corrected by administering high doses odméinant human erythropoietin (rHUEPO) Corwin et al
(1999).

This article is aimed at evaluating the pattern anttome of blood transfusion in severely injured a
critically ill patients admitted into the traumaUGCof a dedicated trauma centre in Nigeria. The dbjes are
aimed to determine the pattern of blood transfusioa trauma ICU in Nigeria, to determine the rielaship
between blood transfusion and various variablesnpsy severity, length of hospital stay and madtjain
severely injured and ill patients admitted into tteuma ICU.

METHODOLOGY

This is a prospective observational research witimtervention between October 1, 2010 and July2®1,1 at
the Teme Hospital Nigeria, following approvals frdine relevant Hospital Authorities and Ethical Coittee to
undertake the study. Since this study was desigrsedn observational survey without direct interienior
interaction with the patients, waiver for informednsent from the patients was obtained. Howe\egiepts’
identity remained confidential throughout the stuttyformation including demography of severely nejd
patients admitted into the Trauma ICU of the h@dp#quiring blood transfusion was collected antkesd into
the case report form designed for the study. Thepified Acute Physiology Il (SAP II) score and diny
Severity Score (ISS) used as objective tool tordatee severity of illness was calculated for eaatigmt. This
was to ascertain that blood transfusion is notgustarker for severity of injury in the transfuseghort.

All adult patients admitted to the Trauma ICU dgrithe study period were included whereas patients
below the age of 18 years, and patients who haeived blood transfusion for any reason within tiedays
preceding admission into the ICU were all exclugtethe study.

Blood transfusion in this study included patieiattreceived whole blood, sedimented red cell awked
red blood cell (RBC) when available. No patienteiged blood components such as fresh frozen plasma
platelet component or cryoprecipitate since blooghjgonent therapy was not available in the centregion at
the time of this study. All the blood transfusedttie patients in this study were duly screenedHiM, HBV,
HCV, malaria and Syphilis according to the hosplitialod transfusion protocol and World Health Orgation
(WHO) Guidelines.

A calculated sample size of 196 patients includhmg provision for potential 20% attrition was catesied
adequate to detect significant differences betwtwn patients admitted into the ICU that receivedotl
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transfusion and those that did not. The patiente@lowed from the ICU through till their disclgg from the
hospital and up until their trauma and surgical magiwere fully healed.

The outcome measures included the length of ICY, dength of hospital stay, all cause in-hospital
mortality; identified complications among the cahaof patients in the two groups such as sepsistipieilorgan
dysfunction syndrome (MODS), wound infection andmptications necessitating readmission. Data was
managed using Microsoft Excel ® version 2010 (Msafd Headqtrs Redmond WA, USA) and analysed with
statistical package for windows version 20 (IBM SPRatistics for Windows, Version 19.0. Armonk, NBM
Corp.).

Categorical data were presented with proportiond percentages whereas continuous variables were
presented as averages such as in means with sladdaiations and median with inter quartile range a
considered appropriate. Chi square (X2) was use@dbfor observed differences for categorical daktéle
Student t-test was used to compare observed diffesein means. Correlation analysis was done using
Spemann’s (rho) and Pearson’s correlations as dbeaswessary. A p-value gf0.05 is considered statistically
significant.

RESULTS
Evaluation of the collected data shows that a tofad66 patients with severe injury were admittatbithe
Trauma ICU of the Hospital. Of this figure, onlyBpatients who met the inclusion criteria were uéed. One
hundred and twenty-two (31.3%) of the included guat8 were transfused with a total of 357 units lobb.
Some of the patients had multiple blood transfusion

Twenty-eight persons among the recruited patievits, presented with severe head injuries and buere w
resuscitated and transferred to other hospitalsnfane advanced care which is not available in #@re where
the study is undertaken. Among this group, 2 p#dienceived blood transfusion before transfer wiie
patients did not.
Age Distribution
Tablel. Age distribution

Age group in years Transfused pts (%) Non-transfyss (%) Total (%)
<20 14 (3.6) 17 (4.4) 31 (8.0)
20-29 41 (10.5) 109 (28) 150 (38.5)
30-39 31(8.0) 77 (19.7) 108 (25.7)
40 - 49 17 (4.4) 27 (7.0) 44 (11.4)
50 -59 6 (1.5) 22 (5.6) 28 (7.1)
>60 13 (3.3) 16 (4.1) 29 (7.4)
Total 122 (31.3) 268 (68.7) 390 (100)
Mean Age 34.3+11.5 33.8+10.1

Age range versus average number of units transfusqabr patient

The age distribution of the patients showed thatabe group (20 to 29) years had the highest aidmigs =
150 {38.5%]}) as well as the highest transfusiorsain = 41{10.5%}) in the ICU, followed closely Ipatients
between the ages of (30 to 39) years (n = 108 {#9.7Only 57 (14.5%) amongst the patients admiited the
Trauma ICU were older than 50 years. Among thespgiolder than 50 years, 19 persons (4.8%) redé&ilend
transfusion (table 1).

Age range Units transfused per patient
(Age range<45) 2.8 £ 1.7 units
(Age range >45) 3.8 £ 2.1 units

Distribution of pre-transfusion [Hb] among the admitted patients
Table 2. Distribution of the pre-transfusion [Hb]

[Hb] No. %
<70g/L 264 74%
70 - 100 g/L 82 23%
> 100 g/L 11 3%
Total 357 100%

Mean pre-transfusion [Hb] for all patients = 64 @/[L1 g/L.

The mean transfusion trigger for patients youngant50 years = (61 +/- 11) g/L.

The mean transfusion trigger for patients oldentb@ years = (64 +/- 14) g/L.

The lowest recorded [Hb] in the ICU for patientattivere non-transfused = (107 * 23) g/L.
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Simplified Acute Physiology (SAP) Il Score of the atients
Table 3. Distribution of SAP Il Score of admitteatients

SAP Score Transfused (%) Non- transfused (%) T(&tal
> 10 51 (13.1) 123 (31.5) 174 (44.6)
10 - 20. 40 (10.3) 98 (25.1) 138 (35.4)
21-30 20 (5.1) 30 (7.7) 50 (12.8)
31-40 6 (1.5) 13 (3.1) 19 (4.6)
> 40 5(1.3) 4(1.0) 9 (2.3)
TOTAL 122 (31.3) 268 (68.7) 390 (100)
Mean SAP Il Score 16.1 +7.6 13.8+6.1 P =0.03
Median SAP Il Score 13 (8- 50) 10 (8 - 49)

The mean SAP Il Score for the transfused patieis 6.1 + 7.6 while that of the patients that ditl receive
blood transfusion was 13.8 + 6.1. (P = 0.03)

The median SAP Il Score for the transfused grouas 8 (IQR {8 — 50}) while that of the group thadl ehot
receive blood transfusion was 10 (IQR {8 — 49}).

Relationship between SAPII Score and nos. of wifitdood transfused to patients

SAP |l Score Av. Unit of blood transfused per patient
Less than 15 2.9 units

Greater than 15 3.3 units
P =0.52

There was some positive association between thelB8&bre and number of units received by the padi¢hat
were transfused - Spearmans correlation rho = 0P560.61.

Relationship between the Units of blood transfusednd severity of injury

The distribution of the Injury severity score (IS$®)pws that over half (71 {58.2%}) of the patieathmitted into
the Trauma ICU who received transfusion had vemereinjuries as assessed by ISS greater thann2Sthis
finding was statistically significant compared fws$e with 1SS<25 (p=0.03) (table 4). Also, there was a
statistically significant difference in the mearSI8f the transfused patients (24.4 = 9.3) and efpidtients that
were not transfused (22.1 £ 7), p = 0.002.

Amongst the group that were transfused, the patit¢mt had very severe injuries (ISS >25) received
significantly more units of transfusion per pati€d units), as compared to the patients with IE3S or equal
to 25 (2.2 units), p = 0.01. In addition, theresveastrong association between Injury Severity Seaord the
number of units transfused Pearson’s Coefficiert@?37 R2= 0.138, P = 0.00001
Table 4. Relationship between Injury Severity and lbod transfusion

Injury severity status Patients Patients Not Transfused Total (n, %) p-value
Transfused (n, %) (n, %)

ISS range<25 51 (41.80) 146 (54.48) 197 (50.51)

ISS range >25 71 (58.20) 122 (45.52) 193 (49.49) 0.03*

Total 122 (100.0) 268 (100.0) 390 (100.0)

Mean ISS + SD 24.4+£9.3 22.1+7.0 0.002*

Median ISS (IQR) 25 (4-57) 20 (4- 50)

Average frequency of transfusions by ISS  Nos of its per patient

(1SS<25) 2.2+0.9 units

(ISS >25) 3.5+1.1 units 0.001*

Correlation between ISS and the units of Transfusetb each patient
Pearson’s coefficient: R = 0.3708,% R0.1375, P < 0.00001
Frequency of Blood transfusions
A total of 357 units of blood were transfused te @22 patients that required blood transfusionghithree
patients (68%) received between 1 and 3 units @édwhereas 11 patients (9%) received more thamité af
blood. Amongst the patients that received more tBauanits of blood only 2 patients qualified intoeth
description of massive blood transfusion as unisengiven over a longer period. The average frequen
transfusions was 3.3 Units per patients (figure 1).
Relationships between Blood transfusion and lengthsf Admission in the Hospital.
As shown in table 6 below, the mean length of atathe ICU (LOIS) for the patients that receivednsfusion
was 4.4 = 4.1 days and 3.7 £+ 3 days for those didtnot receive transfusion. This difference was no
statistically significant (p =0.67).

The mean duration of hospital stay (LOS) for tlesfused patients and those that had no transfusiom
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(21.5 + 18.7) days and (9 +7.7) days respectivEhis observed difference was statistically sigaifit p <
0.00001). A review of the length of hospital stdyOF) showed that 221 patients (56.7%) who were not
transfused had LOS less than two weeks as competbdd8 patients (11.3%) who were transfused. Vhirt
seven (9.5%) of the patients that had transfusiayesl longer than 28 days, as compared to 22 patiBr6%)

of the patients that were not transfused.

Table 6: Length of ICU admission (LOIS) and Hospitdstay (LOS)

LOIS(days) Transfused Non- transfused Total
Mean 4.2 +4.1 days 3.7 £3.0 days p>0.05
Median LOIS (IQR) 2 days (0.5 — 47) 2 days (0.65)

LOS(days) Transfused (%) Non-transfused (%) Total (%)
<14 44 (11.3) 221 (56.7) 265 (68)
14 -28 41 (10.5) 25 (6,4) 66 (16.9)
29 -42 11 (2.8) 14 (3.6) 25 (6.4)
>42 26 (6.7) 8 (2.0) 34 (8.8)
Total 122 (100.0) 268 (100.0) 390 (100.0)
Mean 21.5 +18.7 days 9 +7.7 days

X*=89.9389P < 0.00001

Distribution of complications and mortality recorded among the patients

The patients that received blood transfusion inl@ld had more complications as compared to the gibat

did not receive blood transfusion. The Odd rati9 (& having a complication between the patientt tieceived
transfusion and those that were not transfused W&82 (9.7421 to 29.0614). Some of the observed
complications included wound infection (OR = 5.20,= 2.9368 - 9.1938), sepsis and septic syndrddie €
5.22, CI =2.0728 - 13.1810), chronic osteomye(iiR = 5.90, Cl = 1.8100 to 19.1858), and readmis§OR =
4,58, Cl = 2.1197 - 9.9007). The risks for th&tdd complications were significantly higher amdniipe
patients that were transfused as compared to thaselid not receive blood transfusion (p < 0.0¢il¥ 0.12).
Other complications included pneumonia, compartm@mdrome, neuropathic pain and blood transfusion
reactions (table 7).

Table 7. Distribution of recorded complications aistt of death among the patients.

Complication Transfused Non- Total Odd Confidence Interval | P -value
transfused ratio

Sepsis |/ septi¢c 15 7 22 5.22 2.0728 - 13.1810 < 0.0001

syndrome

Wound infection 40 23 63 5.20 | 2.9368 - 9.1938 < 0.0001

Chronic 10 4 14 5.90 1.810-19.186 0.003

osteomyelitis

Readmission 20 11 33 4.58 | 2.1197 - 9.9007 <0.0001

Others 15 12 27 2.99 | 1.3547 - 6.6023 <0.001

Table 8. Relationship between blood transfusion anthortality among the patients

Status of patient Transfused Not —Transfused Total

Dead 3 1 4

Survived 119 267 386

Total 122 268 390

X?=3.593,P = 0.058

DISCUSSION

The result of this study shows that 31.3% of théepés (n= 112) admitted into the trauma ICU reedived
blood cell (RBC) transfusion at various times dgrthe course of their admission. Reasons for tuaitn in
trauma patients may be related to acute blood fam® the initial injury, post trauma interventiorisr
investigations and treatment, continuing blood letated to the injury and development of compimag such
as severe sepsis or organ failure Vincent et &iZpRogiers et al (1997).

The result from this study corroborates the finding Corwin et al Corwin et al (2004) which repadrtbat
55% of trauma patients admitted into the ICU hathd¢fusion as compared to non-trauma subsets. \fietex
had reported that 37% of patient admitted intoi&) had blood transfusion during their first 28 slay ICU
admission Vincent et al (2002). Hebert et al regbrthat 25% of their patients were transfused @ ItBU
Hébert et al (1999). Dasta et al had reportedrssfusion rate of 44% Dasta et al (2008), whilecént et al in
Sepsis Occurrence in Acutely ill Patients (SOARpgt reported a transfusion rate of 33% in patiactsitted
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into the ICU in European hospitals Vincent et &10@).

Various authors had reported transfusion ratesimgnigom 25% to 44% in patients admitted into tJI
Vincent et al (2002), Hébert et al (1999), Dastale2008), Vincent et al (2008). Transfusion iatients
admitted to the ICU in most centres is often dadalby the “pre-transfusion trigger” which is theb]Hevel set
to initiate blood transfusion by various ICU andspitals as part of transfusion protocol. The meaar p
transfusion [Hb] observed in this study (64 + 1)ghas in keeping with the recommendations of Naeonb et
al that transfusion should be considered whenktig firops below 70g/L in stable patients admitiedhe ICU
Napolitano et al (2008), but contrasts with thegasations by Czer et al who hypothesized 32% asptimal
haematocrit for transfusionCzer et al (1978). Simad colleagues even recommended that until [Hoppked
to 60 g/L, transfusion should be withheld Ahmedakef2007). The pre-transfusion [Hb] of 64 g/L reded in
this study conforms well to the recommendation imhc and colleagues Ahmed et al (2007) and indécate
more prudent and pragmatic approach to transfusi@nitically ill trauma patients admitted into théU. The
reasons for this lower transfusion trigger in #tisdy may be attributed to the relative scarcitthim availability
of quality allogenic blood in the region Wahl et(2D08) and to the fact that most of the patientthe study
group are younger as evident by the lower meamétfee patients as such fewer of patients in thdysgroup
had associated co-morbidities. In addition, theplital insist on strict adherence to the implemon of the
hospital’'s protocol which recommends transfusioty an those with a [Hb] lower than 70g/L, patientdth
symptomatic anaemia, or in cases of ongoing bloes. |

The age distribution of the patients in this studgarly demonstrated that the young and active snale
constituted the majority of those admitted intaauma ICU because of higher risk exposure. This n@ybe
the case in the medical ICU where the patientsuatally older and admitted for chronic medical dtods.
The results showed that the older patients admittiedthe ICU were more likely to receive bloodrséusion.
There was also an observed trend towards highex dod frequency of transfusion among the patielatsro
than 45years (table 1). This observed trend wastatistically significant (p > 0.05). Amongst tgsoup that
received blood transfusion, the patients older #aryears had an average transfusion of 3.8 * @itk per
patient as against 2.8 +£1.7 units per patient @&spns younger than 45 years (p = 0.15). Thiepattas also
the common observation by various studies Vinceat €£002), Corwin et al (2004), Wahl et al (2006)

The total number of transfusions recorded was 3B&ifs tamong the 122 patients that received blood
transfusion and the mean number of RBC transfusicass 3 units per patients. In a similar study, Coéeal
reported a mean transfusion frequency of (3 + @is per patient Wahl et al (2006). Shapiro dia reported
a mean transfusion frequency of 4.8 units per pathapiro et al (2003) while Vincent et al hadomed a
mean transfusion frequency of 2.2 per patient \fiheg al (2008). The patients in Shapiro et al 8bagt al
(2003) and Vincent et al Vincent et al (2008) welger, had more co-morbidity and were made up ofqres
with conditions other than trauma.

The adoption of SAP Il Score and ISS as objectillefar comparison of the two groups was an attetopt
ensure that patients with similar characteristics @mpared. It also allowed for the determimatid the
variation in the transfusion requirements amongptigents with different severity of illness asessed by ISS
and SAP Il score. There was no statistically sigaift difference in the mean SAP Il score betwéencbhorts
that received blood transfusion and the groupdidhnot (16.1 + 7.6 versus 13.8 + 6.1, p = 0.08)yéver there
was a weak correlation between the SAP Il scoretlamdhumber of transfusions among the group thagived
blood transfusion (Spearman’s correlation coeffitie 0.06, p > 0.05).

Amongst the patients that had transfusion, theeptiwith SAP 1l scores higher than 15 receivedhdiig
numbers of transfusions with a mean number of tesiens of 3.3 units per patient as compared t®tBaunits
per patients for the groups with SAP Il score ldssn 15. This observed difference was not stagikyic
significant, p = 0.52. This observed pattern wamilar to that reported by Vincent et al Vincenta¢t(2008)
which showed significantly higher SAP Il score fiatients who were transfused as against thosentat not
transfused (40.2 Versus 34.7, p < 0.001). The piatistudied by Vincent et al were older and madréiiicent et
al (2008).

In this study, the risk of having a complicatiortisuas wound infection, septic complications suckegsic
shock and multiple organ dysfunction or readmissfon re-intervention was strongly related to blood
transfusion, p < 0.001. The odd ratio (OR) and Thaving any particular complication between theuyr that
were transfused and those that were not was 168.8241 to 29.0614). Similar results had been iteploby
Corwin et al Corwin et al (2004), Vincent et aD(2), and Vincent et al (2008).

The occurrence of infective complications among tiagsfused patients confirmed the results from the
meta- analysis by Hill et al Hill et al (2003) whiceported an association between allogenic blomustusion
and the risk of developing post-operative bacténfdction (OR 3.45; Cl = 1.43- 15.15). Hill andlleagues
had concluded that this risk of infection is greatetrauma patients that received allogenic bltrashsfusion
than patients with elective surgical condition Hitlal (2003). What was more striking is thatth# 28 studies
included in that meta-analysis by Hills et al Hitlal (2003) recorded higher infection rates ampaiients that

60



Journal of Health, Medicine and Nursing www.iiste.org
ISSN 2422-8419  An International Peer-reviewaardal i-l_.![]
Vol.40, 2017 IIS E

received allogenic blood transfusion. Hills andeagues therefore suggested that allogenic blomustusion
may be an additional factor in the immune-suppogssommonly observed in the post-operative trauitiins
Hill et al (2003).

Some of the complications had been attributabl@riEsence of leucocytes and some cytokines in the
transfused blood Klein et al (2007) Vincent e{2008). Vincent et al in the SOAP study Beale ef28I06)
utilized the similar approach and methods as iir #ezlier study Vincent et al (2002) but foundféient results.
The authors attributed the difference in the resadt partly due to the use of leuco-depleted bioadost of the
transfusions (76%) in the later study Vincent &28l08) as compared to 46% in their earlier stuéchc¥nt et al
(2002) Since this current study utilized whole ldoand sedimented RBC which were not leuco-depldted,
would imply higher complication rates if leuco-defbn was the reason for the differences in theane
between two studies by Vincent and his colleagues.

The lower infection and sepsis rates recorded is $tudy as compared to the results of Vincent and

colleagues Vincent et al (2008) may be attributethe fact that the recruited patients were ldsssilassessed
by mean SAP Il score of 13 and 10 for transfusetiram-transfused patients respectively as compard@.2
and 36.5 for transfused patients respectively inceint et al Vincent et al (2008). In addition, peients in
Vincent et al were older (mean age, 61+ 17 yeasjompared to (34 + 11) years in this study. Iditéah, up
to 50% of the patients in the study by Vincent anlleagues had associated co-morbidity Vincent €2@08).
A closer look at the incidence of complicationswhd that occurrence of wound infection, septic clicapons
and other infections was strongly associated withriumber of units of blood transfused (Pho — tation =
0.690, p <0.001). This is similar to the resuétported by other authors Wabhl et al (2006) Bealal (2006).
Whether the observed higher complications and fityreanong the transfused patients as comparedgmon-
transfused patients is actually due to the bloaddsfusion and not because the transfused patienes mvore
severely injured as such more ill, cannot be categlly ascertained from this study because ofittieerent
weakness in the study design. Better designed spuefierably randomized clinical trial is recommetide
determine the cause and effect relationship betwésd transfusion and outcome.

CONCLUSION

Anaemia is a common findings necessitating allogdsiood transfusion in about 30% of injured patient
admitted to a trauma ICU in Nigeria. Patients wiitpher severity of injury as assessed by ISS andIB3cores
among the patients admitted to the trauma ICU aidipts older than 45years have higher tendencgdeive
blood transfusion both in dose and frequency afshasion.

Blood transfusion was significantly associated vpittorer outcome as evidenced by longer in-hosgitg/,
longer ICU stay, occurrence of complications sushweund infection, septic complications, highek risf
readmission and death.

In view of the risk of poorer outcome associatethviilood transfusion, higher cost of care, and itdé
risk of transfusion transmitted infection, thereeigery need to re-evaluate the current transfupi@ttices
especially in regions of scarce resources andduiravailability of quality allogenic blood like Néga.
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