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Introduction
The rates of obstetric blood transfusion are
dependent on risk factors for postpartum
haemorrhage, the mode of delivery, patient
symptoms related to anaemia and differing
thresholds for provision among clinicians.
Understanding the utilisation and threshold
for obstetric blood transfusions at Cairns
Hospital will allow an evidence-based
approach to the provision of obstetric blood
transfusions in Far North Queensland(FNQ)
and similar regional Australian areas.

Methods
• 4-year retrospective cohort study of
obstetric blood transfusions at Cairns
Hospital between October 2013 and 31st
December 2017.
• 10,080 women included
• A descriptive analysis of demographic
variables, pre-transfusion haemoglobin,
timing of transfusion was undertaken.
• Relative Risk was calculated exploring
the association between the risks of
blood transfusion according to mode of
delivery,
• Identifiable risk factors including
multiple pregnancy, placenta praevia,
placenta accreta, antepartum
haemorrhage (APH) and anaemia in
third trimester were reviewed to stratify
elective caesarean section in to high
and low risk groups
Ethics approval was obtained from the Far North
Queensland Human Research Ethics Committee
HREC reference number HREC/18/QCH/55-1220
QA

Conclusion
In conclusion this study is the first
study to review blood transfusion among
obstetric patients in Far North Queensland.
Our review reassuringly showed no
increased risk of a blood transfusion in
elective CS in comparison to SVB. This
finding advocates for maintenance of low
risk elective caesarean services in more rural
and remote units and suggests a policy of
selective pre-operative group and holds prior
to an elective CS may be more appropriate.
This study also identifies forceps delivery as
a significant risk factor for blood transfusion
in comparison to other groups reinforcing
the need for caution in undertaking more
complex instrumental deliveries in more
rural and remote obstetric units.

Results

Objectives
1. To determine the rates of blood transfusion among an
obstetric cohort in Far North Queensland.
2. To compare the incidence rates of blood transfusions
according to mode of delivery.

Table 1: Comparison of mode of delivery among women with and without
blood transfusion

SVD vs Emergency C/S: z = 2.965
SVD vs instrumental (forceps) delivery: z = 6.66
High risk: multiple pregnancy, placenta praevia, accrete, anaemia and antepartum haemorrhage

• Of the 10,080 women included, 174 had
blood transfusions during their admission.
• Risk of blood transfusion was significantly
increased in emergency caesarean section
(RR 1.7 p-value 0.003, 95% CI 1.19-2.41)
and forceps delivery (RR 5.57 p-value
<0.001 95% CI 3.35-9.19).
• There was no significant difference
between blood transfusion rates in women
having a SVD and elective CS (p -value
0.939 95% CI 0.58-1.64).
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Discussion
1. This study showed there was no significant difference in the risk of blood transfusion for women delivering
by elective CS compared to women delivering by vaginal delivery in this regional centre
2. The earliest low risk elective CS blood transfusion was given 3.5 hours after delivery suggesting there
would be adequate time to undertake a group and hold on a needs-basis.
3. A blood transfusion was 5.5 times more likely to occur following forceps than a vaginal delivery in our
cohort(RR 5.5 95% CI 3.35-9.19). This increased risk is well described internationally(1,2,3). A routine group
and save during a forceps delivery is not yet a recommendation in Australian or United Kingdom operative
delivery guidelines(4,5)
4. The majority of transfusion occurred with a documented Hb above 70g/L despite this not being associated
with a reduction in mortality(4,5,6). Of our cohort, 56% of patients received a blood transfusion with a Hb
>70g/L with 69% receiving blood transfusions after 24 hours post-delivery.
5. Iron infusion may be a cheaper and lower risk alternative to blood transfusions with no difference in hospital
stay, symptoms of anaemia or haemoglobin levels after 6 weeks and is likely underutilized in our
cohort(7,8)
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