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Introduction

1 There are approximately 6,000,000 Jehovah’s Witnesses worldwide. Of 
these, 150,000 reside in the UK and Ireland.

2 Jehovah’s Witnesses have absolutely refused the transfusion of blood 
and primary blood components (red cells, white cells, plasma and 
platelets) ever since these techniques became universally available. 
This is a deeply-held core value, and they regard a non-consensual 
transfusion as a gross physical violation.1,2

3 Organ transplantation is acceptable to many Jehovah’s Witnesses.
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Ethical considerations

4 The dangers of blood transfusion make it desirable to consider 
alternative measures whenever possible.3 Nevertheless, a number of 
conditions can only be successfully treated by homologous transfusion. 
These include some anaemias and excessive blood loss.

The transfusion threshold for anaemia is usually around 7g.dl-1 4 and 
anaemia may become life-threatening at levels below 5g.dl-1.5

Major blood loss is most commonly encountered in trauma, 
surgery (eg cardiovascular and malignant conditions) and obstetric 
problems. Perioperative mortality increases if bleeding is in excess 
of 500ml regardless of the preoperative haemoglobin level.6 Clotting 
abnormalities are usually encountered when the blood loss exceeds the 
patient’s circulating volume.7

5 Jehovah’s Witnesses are usually well informed both doctrinally and 
regarding their right to determine their own treatment. It is not a doctor’s 
job to question these principles, but they should discuss with Jehovah’s 
Witness patients the medical consequences of non-transfusion in the 
management of their specific condition.

6 It is essential to establish the views held by each Jehovah’s Witness 
patient as certain forms of autologous transfusion such as blood 
salvage techniques, haemodilution, haemodialysis, cardiopulmonary 
bypass, and the use of fractions such as albumin, immune globulins, 
haemoglobin-based oxygen carriers and clotting factors may be 
acceptable.8,9 Pre-donation is not acceptable to Jehovah’s Witnesses.

7 This absolute refusal may conflict with a clinician’s medical and ethical 
responsibility for preserving life.

8 Clinicians should decide whether they are willing to accept these 
limitations in management and, if so, they should plan optimal care. If 
not, they should refuse to operate, and the patient should be referred for 
a further opinion.

Ethical considerations
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Legal and consent issues

Adults

9 To administer blood in the face of refusal by a patient may be unlawful 
and could lead to criminal and/or civil proceedings.10

10 In the management of trauma, the Jehovah’s Witness status of a patient 
may be unkown. Nevertheless, the majority of Jehovah’s Witnesses 
carry on their person a signed and witnessed advance directive card 
absolutely refusing blood and releasing clinicians from any liability 
arising from this refusal (Appendix i). Many Jehovah’s Witnesses have 
also executed a more detailed health-care advance directive (‘living will’) 
and have lodged a copy with their general practitioner, as well as with 
friends and relatives.

11 If the patient is able to give an informed, rational opinion, or if an 
applicable advance directive exists, this should be acted upon. If they 
are not, the clinical judgement of a doctor should take precedence over 
the opinion of relatives or associates.10 Such relatives or associates 
may be invited to produce evidence of the patient’s Jehovah’s Witness 
status in the form of an applicable advance directive document.

Children

12 The children of Jehovah’s Witnesses requiring blood transfusion present 
the most difficult management problem. The wellbeing of the child is 
paramount and if, after full parental consultation, blood is refused, the 
surgeon should make use of the law to protect the child’s interests.

13 In England and Wales a Specific Issue Order may be applied for to 
provide legal sanction for a specific action, such as the administration 
of blood, without removing all parental authority. The order should be 
limited to the specific medical condition requiring treatment, and the 
parents should be kept informed at each stage of the application.11,12 

Advice and assistance in obtaining this action should be sought from a 
medical social worker.
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14 If a child needs blood in an emergency, despite the surgeon’s best 
efforts to contain haemorrhage, it should be given. The surgeon 
who stands by and allows a ‘minor’ patient to die in circumstances 
where blood might have avoided death may be vulnerable to criminal 
prosecution.

15 Children of 16 can give legally valid consent for medical treatment 
and children under this age can consent if they understand the issues 
involved.13 However, the courts have proved willing to overrule the 
refusal of specific procedures by children.14

16 The High Court is the most appropriate forum to achieve a fair and 
impartial hearing when conflict arises between religious, medical and 
ethical opinions.
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Preoperative considerations

Adults

17 With any major surgical procedure, the opinion of the consultant 
surgeon should be sought, and the operation undertaken by a surgeon 
of seniority appropriate to the risks involved.

18 This surgery should preferably be undertaken by a team sensitive to the 
beliefs of Jehovah’s Witnesses.

19 Any surgery on Jehovah’s Witnesses must be preceded by a full and 
frank discussion between the surgeon, the anaesthetist, and the patient, 
or the patient’s parent or guardian.

20 The rules for subsequent management must be established.

21 These rules should include the possibility of stopping the operation or 
early re-operation if life-threatening haemorrhage occurs or is imminent.

22 These discussions should be in the presence of a witness, and 
recorded and signed by the doctor and the witness in the patient’s 
notes.

23 A special consent form, tailored to the needs of Jehovah’s Witness 
patients and incorporating standard NHS provisions, is available 
from local Hospital Liaison Committees for Jehovah’s Witnesses 
(Appendix ii).

24 For adult Jehovah’s Witnesses the refusal of blood must be honoured.

25 In the case of trauma victims identified as Jehovah’s Witnesses but 
without documentation, every effort should be made to avoid the use of 
blood and blood products in the perioperative period. The use of blood 
and blood products in life-threatening situations should be based on the 
judgement of the clinician in charge of the patient.
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Children

26 For elective surgery in children, a full and frank discussion should take 
place between the surgeon and the parents of the child; the relevant 
anaesthetist may also need to be directly involved at this stage. Either 
parent may sign a consent form permitting a transfusion.

27 Most operations on children do not require or involve blood transfusion. 
If, in the opinion of the surgeon, the child is extremely unlikely to need 
transfusion as a result of the procedure, the usual arrangements 
should be made to proceed with the operation. The parents should be 
invited to sign the appropriate forms signifying their objection to blood 
transfusion.

28 Recognising that misjudgements will occur and that occasionally a 
transfusion will unexpectedly become necessary, the surgeon may 
choose to say to the parents, ‘I will not allow your child to die for want of 
a blood transfusion’; unless it is, indeed, an intention to withhold blood 
under all circumstances. Most parents find this acceptable.

29 Some operations carry a significant risk of needing blood transfusion. 
These can be divided into three groups:

1 Those which are absolutely indicated and urgent.

2 Those which are absolutely indicated and non-urgent.

3 Those which are not absolutely indicated.

In group 1, if the surgeon feels it would be unreasonable to proceed 
without the freedom to transfuse, the help of the medical social worker 
should be sought in obtaining a Specific Issue Order from the courts. In 
an emergency, when there is no time to obtain a Specific Issue Order, 
the use of blood and blood products in life-threatening situations should 
be based on the judgement of the clinician in charge of the patient.

In group 2, the patient could be transferred to the care of a surgeon 
who is prepared to operate even under these constraints.

In group 3, a non-operative choice may be appropriate.

In groups 2 and 3, if these alternatives are not clinically appropriate, the 
surgeon should proceed as in group 1.
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30 At times it may be judged that the patient is competent to make the 
necessary decisions, in which case his/her wishes must be respected. 
A child may not be competent to make the necessary independent 
decisions if unduly influenced by another person.

31 At all times the surgeon must respect the beliefs of the family. Every 
effort should be made to avoid the perioperative use of blood or blood 
products. Nevertheless, the wellbeing of the child is paramount.
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Surgical techniques

32 Surgical teams undertaking surgery on Jehovah’s Witnesses should 
prepare surgical and anaesthetic management protocols, and treatment 
should be tailored to the needs of each individual.

33 Considerations should include:

• the minimum number of blood samples taken for investigation;15

• the use of iron replacement;16

• the use of recombinant human erythropoietin to correct perioperative 
anaemia;17-20

• controlled perioperative hypotension21,22 and regional anaesthesia;23

• meticulous attention to haemostasis throughout the procedure and 
the use of pharmacological agents24 including, where appropriate, 
activated factor vii25,26   

• policies on blood substitutes and artificial oxygen transporters;27-29

• the acceptability of blood salvage30,31 and haemodilution 
techniques32-35, and possibly the use of albumin, globulins, clotting 
factors or preparations containing these (see paragraph 6); and

• appropriate techniques for cardio-pulmonary bypass using non-
haematogenous priming solutions.36-38

34 Jehovah’s Witnesses maintain a network of Hospital Liaison Committees 
who are available at any time to assist with the management of 
individual Jehovah’s Witness patients (Hospital Information Services: 
020 8906 2211). These maintain lists of clinicians prepared in principle 
to accept Jehovah’s Witnesses, and will provide names on request on a 
case-by-case basis.

Surgical techniques
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