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Abstract: 
Background  
Anaemia often necessitating blood transfusion is common in critically ill trauma patients admitted into the 
Intensive Care Unit. The aetiology of the anaemia in trauma patients is often multi-factorial. It may result from 
the trauma event, from subsequent investigations and treatment, and or from complications of the injury. 
Presently, there is limited number of quality studies on blood transfusion and outcome among trauma patients 
admitted into the intensive care units in Nigeria. 
Aim:  To evaluate the pattern and outcome of red blood cell transfusion in severely injured adult patients 
admitted into a trauma ICU in Nigeria. 
Method 
Prospective observational study without intervention on transfusion pattern and outcome in adult patients 
admitted to the trauma ICU between October 1, 2010 and July 31, 2011. 
Results 
One hundred and twenty-two adult patients (31.3%) amongst the 390 patients admitted to the trauma ICU 
received 357 units of RBC. Most of the transfused patients were between the ages of 20 and 39 years (n = 48 
{12.4 %}). The need to receive blood transfusion was strongly related to the severity of injury as assessed by 
Injury Severity Score (ISS) and Simplified Acute Physiology Score II (r = 0.13, p = 0.013). There was a strong 
correlation between the units of blood transfused to each patient and the severity of injury (R = 0.3708, P < 
0.00001) but that association was weakly correlated with the Simplified Acute Physiology Score II Spearman’s 
correlation rho = 0.056, P = 0.61).  Blood transfusion was also significantly associated with a higher risk of 
developing a complication (OR {CI} = 6.57 {4.05 – 10.67}) and a statistically insignificant higher risk of death 
Chi- sq. = 3.703, p = 0.054). 
Conclusions: Blood transfusion is a common intervention in severely injured  patients admitted to the trauma 
ICU.  Red cell transfusion was directly related to the severity of the injury and was associated with poorer 
outcome. 
Keywords: Anaemia, Trauma, Trauma ICU, RBC transfusion, Outcome. 
 
INTRODUCTION 
Background 
Blood transfusion has been identified as a potential life saving intervention in properly selected cases.  
Unfortunately, early transfusions in the 15th century were associated with some catastrophes.  James Blundell, an 
English obstetrician, performed the earliest successful human blood transfusions in the 17th century which 
resulted in the death of about half of his first ten transfusion recipients Almac &, Ince (2007). Blundell then 
cautioned that blood transfusion should be reserved for emergencies Blundell (1828)  Klein et al (2007).  

The practice of blood transfusion since then has been associated with identifiable adverse consequences 
such as immunological reactions, infection transmissions, haemodynamic overload and biochemical disturbances 
Vincent et al (2002) Hill et al (2003) Corwin et al (2004) Croce et al (2005). Over the years, with new and 
growing knowledge on the benefits and observed adverse consequences of blood transfusion, various changes 
have been made in the practice of blood transfusion Dellinger et al (2008).  

The identification of different blood groups by Landsteiner helped to overcome the initial rejections and 
some of the adverse consequences associated with allogenic transfusion Schwarz & Dorner (2003). 
Subsequently, concerns relating to the risks of infection transmission of blood borne pathogens such as bacteria 
(Syphilis), protozoa (malaria), and viruses such as hepatitis viruses and especially the Human Immune 
Deficiency Virus (HIV) to recipients of blood transfusion came to the fore Love et al (2002) Jackson et al 
(2003). The risks of the new variant Creutzfeldt–Jakob disease (vCJD) and prion disease associated with blood 
transfusion have been a growing concern Stoneham & Iqbal (2007). Furthermore, issues of immune modulation 
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and increased morbidity from transfusion of blood administered to critically ill patients who already have 
borderline immunity are now matters of concern Vincent et al (2002) Hill et al (2003)Corwin et al (2004) Opelz  
et al (1997).  

Blood transfusion is often inevitable in the critically ill patients in whom anaemia is a common finding 
Vincent et al (2002), Garrioch et al (2002).  Studies confirm that up to 40% of critically ill patients received red 
blood cell (RBC) transfusion during admission to the intensive care units (ICU) even with the implementation of 
restrictive transfusion protocols Vincent et al (2002) Garrioch et al (2002).  Chohan et al, in an audit found that 
55% of patients admitted to the ICU for more than 24 hours have haemoglobin concentrations [Hb] levels less 
than 90g/L necessitating transfusion in a good number of the patients in an attempt to keep the [Hb] above 
100g/L Chohan et al (2003). 

The tendency to transfuse blood to critically ill patients in the ICU increases with increased length of stay in 
the ICU.  This has been confirmed by Corwin et al who reported that between 73% and 85% of patients with 
prolonged stay in the ICU received blood transfusion Corwin et al (1995). MacIver et al derived a mean 
transfusion requirement of 0.34 units of RBC per day in the ICU MacIver et al (2002).  An audit in Scotland 
found that 90% of patients admitted to the ICU were anaemic at the time of ICU discharge Walsh et al (2006).  

Anaemia in critically ill trauma patients may result from overt or occult blood loss, decreased RBC 
production, increased RBC destruction or spurious anaemia from large volume infusion of resuscitation fluids 
Mc Lellan et al (2003). Other identified important causes of anaemia in critically ill patients include sepsis 
Vincent et al (2002) Rogiers et al (1997), decreased production of endogenous erythropoietin and immune 
associated functional iron deficiency Vincent et al (2002).  It has been observed that critically ill patients in the 
ICU also lose a significant amount of blood during their ICU admission through various other sources von Ashen 
et al (2001). Phlebotomy for various investigations has been identified as a common source of blood loss in 
patients admitted to the ICU as patients can lose an. average of 41mls in 24 hours in ICU.   Other identified 
sources of blood loss in critically ill patients include, gastrointestinal bleeding from stress ulceration von Ashen 
et al (2001), identified bleeding from repeated change of dressings, bleeding from surgical interventions and 
loses from extra corporeal renal support as other sources of anaemia in critically ill patients Mc Lellan et al 
(2003). 

Reduced life span of RBC in critically ill patients has been suggested Machiedo et al (1989), but there is 
limited evidence to support this. Impaired erythropoiesis attributed to persistent inflammatory state has been 
identified in critical illness Danielson (1995)Jongen-Lavrencic et al (1996). This inhibition of RBC formation 
can be corrected by administering high doses of recombinant human erythropoietin (rHuEPO) Corwin et al 
(1999).  

This article is aimed at evaluating the pattern and outcome of blood transfusion in severely injured and 
critically ill patients admitted into the trauma ICU of a dedicated trauma centre in Nigeria. The objectives are 
aimed to determine the pattern of blood transfusion in a trauma ICU in Nigeria, to determine the relationship 
between blood transfusion and various variables as injury severity, length of hospital stay and mortality in 
severely injured and ill patients admitted into the trauma ICU.  
 
METHODOLOGY  
This is a prospective observational research without intervention between October 1, 2010 and July 31, 2011 at 
the Teme Hospital Nigeria, following approvals from the relevant Hospital Authorities and Ethical Committee to 
undertake the study. Since this study was designed as an observational survey without direct intervention or 
interaction with the patients, waiver for informed consent from the patients was obtained.  However, patients’ 
identity remained confidential throughout the study. Information including demography of severely injured 
patients admitted into the Trauma ICU of the hospital requiring blood transfusion was collected and entered into 
the case report form designed for the study. The Simplified Acute Physiology II (SAP II) score and Injury 
Severity Score (ISS) used as objective tool to determine severity of illness was calculated for each patient. This 
was to ascertain that blood transfusion is not just a marker for severity of injury in the transfused cohort.  

All adult patients admitted to the Trauma ICU during the study period were included whereas patients 
below the age of 18 years, and patients who had received blood transfusion for any reason within the 90 days 
preceding admission into the ICU were all excluded in the study. 

Blood transfusion in this study included patients that received whole blood, sedimented red cell and packed 
red blood cell (RBC) when available.  No patient received blood components such as fresh frozen plasma, 
platelet component or cryoprecipitate since blood component therapy was not available in the centre or region at 
the time of this study. All the blood transfused to the patients in this study were duly screened for HIV, HBV, 
HCV, malaria and Syphilis according to the hospital blood transfusion protocol and World Health Organisation 
(WHO) Guidelines.  

A calculated sample size of 196 patients including the provision for potential 20% attrition was considered 
adequate to detect significant differences between the patients admitted into the ICU that received blood 
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transfusion and those that did not. The patients were followed from the ICU through till their discharge from the 
hospital and up until their trauma and surgical wounds were fully healed. 

The outcome measures included the length of ICU stay, length of hospital stay, all cause in-hospital 
mortality; identified complications among the cohort of patients in the two groups such as sepsis, multiple organ 
dysfunction syndrome (MODS), wound infection and complications necessitating readmission.  Data was 
managed using Microsoft Excel ® version 2010 (Microsoft Headqtrs Redmond WA, USA) and analysed with 
statistical package for windows version 20 (IBM SPSS Statistics for Windows, Version 19.0. Armonk, NY: IBM 
Corp.).   

Categorical data were presented with proportions and percentages whereas continuous variables were 
presented as averages such as in means with standard deviations and median with inter quartile range as 
considered appropriate. Chi square (X2) was used to test for observed differences for categorical data while 
Student t-test was used to compare observed differences in means. Correlation analysis was done using 
Spemann’s (rho) and Pearson’s correlations as deemed necessary. A p-value of ≤ 0.05 is considered statistically 
significant.   
 
RESULTS 
Evaluation of the collected data shows that a total of 466 patients with severe injury were admitted into the 
Trauma ICU of the Hospital. Of this figure, only 390 patients who met the inclusion criteria were recruited. One 
hundred and twenty-two (31.3%) of the included patients were transfused with a total of 357 units of blood. 
Some of the patients had multiple blood transfusions.  

Twenty-eight persons among the recruited patients, who presented with severe head injuries and burns were 
resuscitated and transferred to other hospitals for more advanced care which is not available in the centre where 
the study is undertaken. Among this group, 2 patients received blood transfusion before transfer while 26 
patients did not. 
Age Distribution 
Table1.  Age distribution 
Age group in years Transfused pts (%) Non-transfused pts (%) 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 transfused per patient 
The age distribution of the patients showed that the age group (20 to 29) years had the highest admission (n = 
150 {38.5%}) as well as the highest transfusion rates (n = 41{10.5%}) in the ICU, followed closely by patients 
between the ages of (30 to 39) years (n = 108 {29.7%}). Only 57 (14.5%) amongst the patients admitted into the 
Trauma ICU were older than 50 years. Among the patients older than 50 years, 19 persons (4.8%) received blood 
transfusion (table 1).   
Age range 
 (Age range ≤45) 

Units transfused per patient 
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. % 
< 70 g/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 g/L ± 11 g/L. 
The mean transfusion trigger for patients younger than 50 years = (61 +/- 11) g/L. 
The mean transfusion trigger for patients older than 50 years = (64 +/- 14) g/L. 
The lowest recorded [Hb] in the ICU for patients that were non-transfused = (107 ± 23) g/L. 

 



Journal of Health, Medicine and Nursing                                                                                                                                          www.iiste.org 

ISSN 2422-8419     An International Peer-reviewed Journal 

Vol.40, 2017 

 

58 

Simplified Acute Physiology (SAP) II Score of the patients 
Table 3. Distribution of SAP II Score of admitted patients 

SAP Score Transfused (%) Non- transfused (%) Total (%) 
> 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 II Score 16.1 ±7.6 13.8 ± 6.1 P = 0.03 
Median SAP II Score 13 (8 - 50) 10 (8 - 49) 
The mean SAP II Score for the transfused patients was 16.1 ± 7.6 while that of the patients that did not receive 
blood transfusion was 13.8 ± 6.1. (P = 0.03) 
The median SAP II Score for the transfused groups was 13 (IQR {8 – 50}) while that of the group that did not 
receive blood transfusion was 10 (IQR {8 – 49}). 
Relationship between SAPII Score and nos. of units of blood transfused to patients 

SAP II 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 the SAP II Score and number of units received by the patients that 
were transfused - Spearmans correlation rho = 0.056, P = 0.61. 
Relationship between the Units of blood transfused and severity of injury 
The distribution of the Injury severity score (ISS) shows that over half (71 {58.2%}) of the patients admitted into 
the Trauma ICU who received transfusion had very severe injuries as assessed by ISS greater than 25; and this 
finding was statistically significant compared to those with ISS ≤25 (p=0.03) (table 4). Also, there was a 
statistically significant difference in the mean ISS of the transfused patients (24.4 ± 9.3) and of the patients that 
were not transfused (22.1 ± 7), p = 0.002. 

Amongst the group that were transfused, the patients that had very severe injuries (ISS >25) received 
significantly more units of transfusion per patient (3.5 units), as compared to the patients with ISS less or equal 
to 25 (2.2 units), p = 0.01.  In addition, there was a strong association between Injury Severity Score and the 
number of units transfused Pearson’s Coefficient R = 0.37 R2= 0.138, P = 0.00001 
Table 4. Relationship between Injury Severity and blood transfusion 
Injury severity status Patients  

Transfused (n, %) 
Patients Not Transfused  
(n, %) 

Total (n, %) p-value      

ISS range ≤25 51 (41.80) 146 (54.48) 197 (50.51)  
0.03* ISS range >25 71 (58.20) 122 (45.52) 193 (49.49) 

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 units per patient    
 (ISS ≤25) 2.2±0.9 units    

0.001* (ISS >25)    3.5±1.1 units   
     
    
Correlation between ISS and the units of Transfused to each patient                                  
Pearson’s coefficient: R = 0.3708,   R2 = 0.1375,  P < 0.00001  
Frequency of Blood transfusions  
A total of 357 units of blood were transfused to the 122 patients that required blood transfusion.  Eighty-three 
patients (68%) received between 1 and 3 units of blood whereas 11 patients (9%) received more than 6 units of 
blood. Amongst the patients that received more than 6 units of blood only 2 patients qualified into the 
description of massive blood transfusion as units were given over a longer period. The average frequency of 
transfusions was 3.3 Units per patients (figure 1). 
Relationships between Blood transfusion and lengths of Admission in the Hospital. 
As shown in table 6 below, the mean length of stay in the ICU (LOIS) for the patients that received transfusion 
was 4.4 ± 4.1 days and 3.7 ± 3 days for those that did not receive transfusion. This difference was not 
statistically significant (p =0.67).  

The mean duration of hospital stay (LOS) for the transfused patients and those that had no transfusion were 
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(21.5 ± 18.7) days and (9 ±7.7) days respectively. This observed difference was statistically significant (p < 
0.00001). A review of the length of hospital stay (LOS) showed that 221 patients (56.7%) who were not 
transfused had LOS less than two weeks as compared with 48 patients (11.3%) who were transfused. Thirty-
seven (9.5%) of the patients that had transfusion stayed longer than 28 days, as compared to 22 patients (5.6%) 
of the patients that were not transfused.  
Table 6: Length of ICU admission (LOIS) and Hospital stay (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 (0.5 -  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  
X2 = 89.9389, P < 0.00001 
Distribution of complications and mortality recorded among the patients 
The patients that received blood transfusion in the ICU had more complications as compared to the group that 
did not receive blood transfusion. The Odd ratio (CI) of having a complication between the patients that received 
transfusion and those that were not transfused was 16.82 (9.7421 to 29.0614).  Some of the observed 
complications included wound infection (OR = 5.20, CI = 2.9368 - 9.1938), sepsis and septic syndrome (OR = 
5.22, CI = 2.0728 - 13.1810), chronic osteomyelitis (OR = 5.90, CI = 1.8100 to 19.1858), and readmission (OR = 
4.58, CI = 2.1197 -   9.9007). The risks for the listed complications were significantly higher amongst the 
patients that were transfused as compared to those that did not receive blood transfusion (p < 0.001) (p = 0.12). 
Other complications included pneumonia, compartment syndrome, neuropathic pain and blood transfusion 
reactions (table 7).  
Table 7. Distribution of recorded complications and risk of death among the patients. 
Complication Transfused Non-

transfused 
Total Odd  

ratio 
Confidence Interval P -value 

Sepsis / septic 
syndrome 

15 7 22 5.22 2.0728 -  13.1810 < 0.0001 

Wound infection 40 23 63 5.20 2.9368 -  9.1938 < 0.0001 
Chronic 
osteomyelitis 

10 4 14 5.90 1.810 - 19.186 0.003 

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 and mortality among the patients 
Status of patient Transfused Not –Transfused Total 
Dead 3 1 4 
Survived 119 267 386 
Total 122 268 390 
X2 = 3.593, P = 0.058  
 
DISCUSSION  
The result of this study shows that 31.3% of the patients (n= 112) admitted into the trauma ICU received red 
blood cell (RBC) transfusion at various times during the course of their admission.  Reasons for transfusion in 
trauma patients may be related to acute blood loss from the initial injury, post trauma interventions for 
investigations and treatment, continuing blood loss related to the injury and development of complications such 
as severe sepsis or organ failure Vincent et al (2002) Rogiers et al (1997).  

The result from this study corroborates the findings of Corwin et al Corwin et al (2004) which reported that 
55% of trauma patients admitted into the ICU had transfusion as compared to non-trauma subsets. Vincent et al 
had reported that 37% of patient admitted into the 1CU had blood transfusion during their first 28 days of ICU 
admission Vincent et al (2002). Hebert et al reported that 25% of their patients were transfused in the ICU 
Hébert et al (1999).  Dasta et al had reported a transfusion rate of 44%  Dasta et al (2008), while Vincent et al in 
Sepsis Occurrence in Acutely ill Patients (SOAP) study, reported a transfusion rate of 33% in patients admitted 
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into the ICU in European hospitals Vincent et al (2008).  
Various authors had reported transfusion rates ranging from 25% to 44% in patients admitted into the ICU 

Vincent et al (2002), Hébert et al (1999), Dasta et al (2008),  Vincent et al (2008). Transfusion in patients 
admitted to the ICU in most centres is often dictated by the “pre-transfusion trigger” which is the [Hb] level set 
to initiate blood transfusion by various ICU and hospitals as part of transfusion protocol. The mean pre-
transfusion [Hb] observed in this study (64 ± 11g/L) was in keeping with the recommendations of Napoliteno et 
al that transfusion should be considered when the [Hb] drops below 70g/L in stable patients admitted to the ICU  
Napolitano et al (2008), but contrasts with the suggestions by Czer et al who hypothesized 32% as an optimal 
haematocrit for transfusionCzer et al (1978). Simon and colleagues even recommended that until [Hb] dropped 
to 60 g/L, transfusion should be withheld Ahmed et al (2007). The pre-transfusion [Hb] of 64 g/L recorded in 
this study conforms well to the recommendation of Simon and colleagues Ahmed et al (2007) and indicates a 
more prudent and pragmatic approach to transfusion in critically ill trauma patients admitted into the ICU.  The 
reasons for this lower transfusion trigger in this study may be attributed to the relative scarcity in the availability 
of quality allogenic blood in the region Wahl et al (2008) and to the fact that most of the patients in the study 
group are younger as evident by the lower mean age of the patients as such fewer of patients in the study group 
had associated co-morbidities.   In addition, the hospital insist on strict adherence to the implementation of the 
hospital’s protocol which recommends transfusion only in those with a [Hb] lower than 70g/L, patients with 
symptomatic anaemia, or in cases of ongoing blood loss.  

The age distribution of the patients in this study clearly demonstrated that the young and active males 
constituted the majority of those admitted into a trauma ICU because of higher risk exposure. This may not be 
the case in the medical ICU where the patients are usually older and admitted for chronic medical conditions.  
The results showed that the older patients admitted into the ICU were more likely to receive blood transfusion. 
There was also an observed trend towards higher dose and frequency of transfusion among the patients older 
than 45years (table 1). This observed trend was not statistically significant (p > 0.05).  Amongst the group that 
received blood transfusion, the patients older than 45 years had an average transfusion of 3.8 ± 2.1 units per 
patient as against 2.8 ±1.7 units per patient for persons younger than 45 years (p = 0.15).  This pattern was also 
the common observation by various studies Vincent et al (2002), Corwin et al (2004), Wahl et al (2006).  

The total number of transfusions recorded was 357 units among the 122 patients that received blood 
transfusion and the mean number of RBC transfusions was 3 units per patients. In a similar study, Cohen et al 
reported a mean transfusion frequency of (3 ± 2.9) units per patient Wahl et al (2006). Shapiro et al had reported 
a mean transfusion frequency of 4.8 units per patient Shapiro et al (2003) while Vincent et al had reported a 
mean transfusion frequency of 2.2 per patient Vincent et al (2008). The patients in Shapiro et al Shapiro et al 
(2003) and Vincent et al Vincent et al (2008) were older, had more co-morbidity and were made up of persons 
with conditions other than trauma.  

The adoption of SAP II Score and ISS as objective toll for comparison of the two groups was an attempt to 
ensure that patients with similar characteristics are compared.   It also allowed for the determination of the 
variation in the transfusion requirements among the patients with different severity of illness as assessed by ISS 
and SAP II score. There was no statistically significant difference in the mean SAP II score between the cohorts 
that received blood transfusion and the group that did not (16.1 ± 7.6 versus 13.8 ± 6.1, p = 0.03), however there 
was a weak correlation between the SAP II score and the number of transfusions among the group that received 
blood transfusion (Spearman’s correlation coefficient = 0.06, p > 0.05). 

Amongst the patients that had transfusion, the patients with SAP II scores higher than 15 received higher 
numbers of transfusions with a mean number of transfusions of 3.3 units per patient as compared to the 2.9 units 
per patients for the groups with SAP II score less than 15. This observed difference was not statistically 
significant, p = 0.52. This observed pattern was similar to that reported by Vincent et al Vincent et al (2008) 
which showed significantly higher SAP II score for patients who were transfused as against those that were not 
transfused (40.2 Versus 34.7, p < 0.001). The patients studied by Vincent et al were older and more ill Vincent et 
al (2008). 

In this study, the risk of having a complication such as wound infection, septic complications such as septic 
shock and multiple organ dysfunction or readmission for re-intervention was strongly related to blood 
transfusion, p < 0.001. The odd ratio (OR) and CI of having any particular complication between the group that 
were transfused and those that were not was 16.82 (9.7421 to 29.0614).  Similar results had been reported by 
Corwin et al  Corwin et al (2004), Vincent et al (2002), and Vincent et al (2008). 

The occurrence of infective complications among the transfused patients confirmed the results from the 
meta- analysis by Hill et al Hill et al (2003) which reported an association between allogenic blood transfusion 
and the risk of developing post-operative bacterial infection (OR 3.45; CI = 1.43- 15.15).  Hill and colleagues 
had concluded that this risk of infection is greater in trauma patients that received allogenic blood transfusion 
than patients with elective surgical condition Hill et al (2003).  What was more striking is that all the 28 studies 
included in that meta-analysis by Hills et al Hill et al (2003) recorded higher infection rates among patients that 
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received allogenic blood transfusion.  Hills and colleagues therefore suggested that allogenic blood transfusion 
may be an additional factor in the immune-suppression commonly observed in the post-operative trauma victims 
Hill et al (2003). 

Some of the complications had been attributable to presence of leucocytes and some cytokines in the 
transfused blood  Klein et al (2007) Vincent et al (2008). Vincent et al in the SOAP study Beale et al (2006) 
utilized the similar approach and methods as in their earlier study Vincent et al (2002) but found different results. 
The authors attributed the difference in the results as partly due to the use of leuco-depleted blood in most of the 
transfusions (76%) in the later study Vincent et al (2008) as compared to 46% in their earlier study Vincent et al 
(2002) Since this current study utilized whole blood and sedimented RBC which were not leuco-depleted, it 
would imply higher complication rates if leuco-depletion was the reason for the differences in the outcome 
between two studies by Vincent and his colleagues.  

The lower infection and sepsis rates recorded in this study as compared to the results of Vincent and 
colleagues Vincent et al (2008) may be attributed to the fact that the recruited patients were less ill as assessed 
by mean SAP II score of 13 and 10 for transfused and non-transfused patients respectively as compared to 40.2 
and 36.5 for transfused patients respectively in Vincent et al Vincent et al (2008).  In addition, the patients in 
Vincent et al were older (mean age, 61± 17 years) as compared to (34 ± 11) years in this study.  In addition, up 
to 50% of the patients in the study by Vincent and colleagues had associated co-morbidity Vincent et al (2008). 
A closer look at the incidence of complications showed that occurrence of wound infection, septic complications 
and other infections was strongly associated with the number of units of blood transfused (Pho – correlation = 
0.690,  p < 0.001).  This is similar to the results reported by other authors Wahl et al (2006) Beale et al (2006). 
Whether the observed higher complications and mortality among the transfused patients as compared to the non-
transfused patients is actually due to the blood transfusion and not because the transfused patients were more 
severely injured as such more ill, cannot be categorically ascertained from this study because of the inherent 
weakness in the study design. Better designed study preferably randomized clinical trial is recommended to 
determine the cause and effect relationship between blood transfusion and outcome. 
 
CONCLUSION  
Anaemia is a common findings necessitating allogenic blood transfusion in about 30% of injured patients 
admitted to a trauma ICU in Nigeria. Patients with higher severity of injury as assessed by ISS and SAPII Scores 
among the patients admitted to the trauma ICU and patients older than 45years have higher tendency to receive 
blood transfusion both in dose and frequency of transfusion.    

Blood transfusion was significantly associated with poorer outcome as evidenced by longer in-hospital stay, 
longer ICU stay, occurrence of complications such as wound infection, septic complications, higher risk of 
readmission and death.  

In view of the risk of poorer outcome associated with blood transfusion, higher cost of care, and potential 
risk of transfusion transmitted infection, there is every need to re-evaluate the current transfusion practices 
especially in regions of scarce resources and limited availability of quality allogenic blood like Nigeria.   
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Figure 1.  Distribution of frequency of transfusion per patient 

 
 


