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ENT surgery, blood and Jehovah’s Witnesses
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Abstract
Surgical procedures in otolaryngology are often associated with the need for blood transfusions.
Homologous blood transfusions carry risks and may be unacceptable to some patient groups. The
Jehovah’s Witness Society is known to many because of its stance on blood products. Refusal of
potentially life-saving treatment creates ethical dilemmas for treating clinicians. Throughout the world,
Jehovah’s Witnesses have fought for the right to refuse blood products. This article examines the need
for blood in otolaryngological procedures, surgical strategies to reduce blood loss, the beliefs of
Jehovah’s Witnesses regarding the acceptability of blood, and procedures and legal stances adopted
when treating Jehovah’s Witnesses.
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Introduction

Jehovah’s Witnesses are members of a Christian faith
which believes that the Bible is the true word of
God.1 The Jehovah’s Witness Society is the most
rapidly growing religious organization in the
western world,2 with an estimated 6 000 000 active
members3 (150 000 in the United Kingdom)4 and
more than 9 000 000 associated individuals.3

To most healthcare professionals, the Society is
best known for its refusal of blood products even in
life-threatening situations. This refusal is based on
the belief that transfused blood is a nutrient5 and
that three biblical passages (Genesis 9:4, Leviticus
17:11–14 and Acts 15;20,29) allegedly forbid trans-
fusion.6 Conscious acceptance of blood products
means loss of Jehovah’s favour and the chance of
everlasting life.7

The refusal of potentially life-saving blood pro-
ducts creates ethical and legal dilemmas. For treating
clinicians, conflict occurs between the desire to
respect patient autonomy (it is morally prohibited
to disrespect a first party refusal of treatment) and
the need to provide good medical care (it is morally
wrong to risk death for a patient whose life-
threatening condition may be managed by suitable
medical therapy). In otolaryngology, blood transfu-
sions may be necessary because of acute haemor-
rhage or complicated operative procedures which
require appropriate haemoglobin levels for systemic
oxygenation, flap survival and wound healing.
Refusal of standard therapy necessitates the use of
alternative strategies.

This article examines the beliefs of Jehovah’s
Witnesses, the rights of individuals to refuse
recommended medical therapy, the need for blood
in head and neck surgery, and potential surgical
strategies to obviate the need for blood.

Jehovah’s Witness beliefs

The refusal of blood products was not a founding
belief of the society’s first ‘leader’ but developed
over the years as a potential means of maintaining
cohesiveness amongst a worldwide group. The ban
was originally introduced in 1944 but acceptance of
blood products did not become an offence until
1961. Based on the belief that blood is a nutrient,
three Biblical passages allegedly forbid transfusion.6

Genesis 9:4 totally forbids transfusion, Leviticus
17:11–14 forbids storage of blood and Acts
15:19–21 appears to absolutely prohibit blood
product usage.

Individual Jehovah’s Witnesses vary in their view
of what is acceptable. It is therefore crucial to
discuss acceptability on an individual basis.8 The
majority of Jehovah’s Witnesses accept crystalloid
solutions, colloid solutions, perfluorochemicals
(blood substitutes) and erythropoietin. Although
there is growing evidence9 that certain Jehovah’s
Witnesses will accept minor fractions (immuno-
globulin, interferon, interleukins and albumin), the
Watchtower and Bible Tract Society still widely
opposes the administration of allogeneic whole
blood and its major components (i.e. red cells,
white cells, platelets and plasma).10 Other biblical
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passages (Leviticus 17:13, Deuteronomy 12:15,16
and 15:23)6 rule out pre-operative collection and
storage of autologous blood. Some Jehovah’s
Witnesses will allow cardiopulmonary bypass, dialy-
sis, plasmaphoresis, intra-operative blood donation
and intra-operative cell salvage, provided no
allogeneic blood prime is used and the circuits are
continuous.

The taboo is reinforced by members of the
Society, and the penalty for accepting blood products
without repentance is ‘disfellowshipping’, a type of
excommunication with harsh consequences. Friends
and family of the disfellowshipped individual must
shun them completely or risk disfellowshipping
themselves.11 There are many myths surrounding
forced transfusions. Children transfused against
their will are not abandoned by their families;
patients transfused when unconscious are not
relieved of emotional turmoil and even if every
effort is made to avoid blood products, the individual
will still feel violated.3

Forced transfusion is seen as a violent assault on the
individual and their beliefs.12 Individuals and their
families undergo emotional, spiritual and psychological
trauma despite support from the Jehovah’s Witness
community.3 Patients may experience a sense of humi-
liation, injustice, guilt or severe depression. Memories
of the forced transfusion may trigger intense psycho-
logical reactions.3 Baptised Jehovah’s Witnesses are
therefore likely to refuse all blood products even in
life-threatening situations.

Ethical and legal considerations

The right to refuse treatment

Every human being of adult years and sound
mind has a right to determine what shall be
done with his own body; and a surgeon who per-
forms an operation without his patient’s consent
commits an assault, for which he is liable in
damages.13

This concept of self-determination is well established
in courts around the world14 and extensively sup-
ported by case law.15 In refusing blood products,
Jehovah’s Witnesses are exercising their right to
autonomous decision making, which should be free
and voluntary, without external influence. In medi-
cine, autonomy is a simple concept: physicians
should at all times respect and promote the free
choices of competent patients, even treatment
refusal. It is crucial to note that this principle even
applies to those who appear to have made the
wrong decision16 and to individuals with non-
terminal illnesses.17 Consequently,

[T]his right of choice is not limited to decisions
which others might regard as sensible. It exists
notwithstanding that the reasons for making
the choice are rational, irrational, unknown or
even non-existent.18

Adults

Despite the above, adult Jehovah’s Witnesses have
had to defend their right to refuse treatment in

court, with early cases raising a variety of arguments
for transfusing them against their wishes.19 The
matter was settled in 1985,20 with the US appeal
court stating:

Rights are subject to compromise only when
they collide with conflicting rights vested in
others. . . The right of free exercise of religion
protects more than mere beliefs. . . Religiously
grounded actions or conduct are often beyond
the authority of the state to control. . . .21

Subsequent cases22 have supported this view, and
English law is very clear: competent adults can
refuse unwanted medical treatment ‘for reasons
which are rational or irrational or for no reason’18

and ‘even in circumstances where she is. . . certain to
die in the absence of treatment’.23 This situation also
applies to a competent patient’s anticipatory refusal
of consent in the form of an ‘advance directive’ or
‘living will’. Jehovah’s Witnesses carry a Advance
Decision to Refuse Specified Medical Treatment
card, which is a form of ‘advance directive’.

In an emergency, treatment that is perceived as
being in the patient’s best interests may be given
under the doctrine of necessity. This doctrine,
however, assumes that ‘under normal circumstances,
a reasonable person would consent and thus the
probabilities are that the patient would consent’.24

Jehovah’s Witnesses would be unlikely to consent
to treatment, and, although the two leading cases
offer conflicting advice,25 caution must be exercised
if blood products are considered.

Young children and adolescents

Cases concerning children, in which parents have
refused blood products on their child’s behalf, have
appeared in courts throughout the western world,
with parental arguments focussing on the right to
raise children as they see fit26 and freedom of reli-
gion.27 Parental rights are recognized, but these
rights are not absolute.28 Any decision made must
be in the child’s best interests and must not perma-
nently harm or impair a child’s healthy develop-
ment.29,30 The courts are clear: when parents refuse
blood on behalf of their children, based upon reli-
gious beliefs, consideration will be given to these
beliefs and treatment moderated where possible.
However, the child’s welfare is paramount and, if
conflict occurs, blood deemed to be essential can
be given.31

Superficially at least, the position of adolescents
appears to be less clear. However, in England and
Wales, despite the Family Law Reform Act 1969,
the Children Act 1989 and Gillick vs West
Norfolk and Wisbech Area Health Authority,32

mature minors may consent to, but may not necess-
arily be able to refuse, treatment. The courts are
likely to use the ‘best interests’ test to override
the opinions of adolescents and to insist upon
transfusions.33 In Scotland, although the Age of
Legal Capacity (Scotland) Act34 does not specifi-
cally refer to treatment refusal, the implication is
that competent children can both consent to and
refuse treatment.
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Surgical considerations

Blood transfusions in ENT surgery

What does an otolaryngologist do when faced with a
Jehovah’s Witness who may require blood during
surgery? In the first instance, it is important to deter-
mine how likely it is that blood products will be
required during a surgical procedure. In otolaryngol-
ogy, haemorrhage (usually epistaxis) and surgery for
head and neck malignancy are the two situations in
which blood products are most likely to be required.
The need for blood transfusion in cases of epistaxis
is difficult to quantify, but one study suggests that
45 per cent of patients admitted to hospital with
epistaxis will require blood transfusions, with or
without surgery.35

Studies on blood transfusions in head and neck
malignancy surgery have focussed primarily on the
relationship between tumour recurrence and blood
transfusion. However, one 1998 study36 specifically
reviewed blood transfusion requirements in head
and neck surgery. The authors found that head and
neck cancer surgery could be divided into three
main categories depending upon the likelihood of
transfusion and that this could assist in planning
surgery. This may be particularly important when
treating Jehovah’s Witnesses.

Jehovah’s Witnesses rely on the Watchtower and
Bible Tract Society booklet How Can Blood Save
Your Life? for their information about blood pro-
ducts. Although some may argue that this pamphlet
is selective in its information,37 the medical risks
described (i.e. blood transfusions hinder the
immune system, are associated with a high risk of
infectious complications and are fraught with dis-
eases) are real. About 0.5 to 3 per cent of all transfu-
sions result in an adverse event, but the majority
of these are minor reactions with no significant
consequences.38

It is well known that head and neck cancer patients
have a depressed immune system and that this has
prognostic significance. Deficits include diminished
lymphocyte proliferation,39 delayed cutaneous
hypersensitivity40 and a decreased interleukin 2 pro-
ducing subset of T helper inducer cells.41 The surgi-
cal procedures and radiotherapy used to treat these
conditions potentiate immunosuppression.42,43 The
immunosuppressive effects of blood transfusions
were first described in 1973,44 in patients undergoing
renal transplantation. Those individuals who
received blood transfusions appeared to have
increased allograft survival. This effect was believed
to be due to immunosuppression occurring as a
result of exposure to antigens expressed by trans-
fused white cells.

Subsequent studies in patients undergoing surgery
for colorectal,45 lung,46 breast47 and extremity
malignancies48 demonstrated an increase in tumour
recurrence in those patients receiving blood peri-
operatively. In head and neck surgery, the evidence
is not as clear cut. Four studies49 – 52 have suggested
that blood transfusions increase the risk of recur-
rence, and three53 – 55 have demonstrated that there
are no adverse effects of transfusions on survival.

With the balance still in favour of an increased risk
of recurrence, blood should be used prudently.

Paediatric considerations

The commonest causes of haemorrhage in paediatric
ENT patients are epistaxis and post-operative haem-
orrhage. Despite an extensive literature search, no
studies specifically assessing blood transfusion in
paediatric otolaryngology patients were identified.
A 10 year retrospective study published in 200456

assessed epistaxis admissions in healthy children. In
10 years, only 14 of these children (out of 545)
were admitted, and only one child received a blood
transfusion ( following nasal trauma). Children who
suffered post-operative epistaxis were excluded.
This single study suggests that transfusions in chil-
dren are rare following epistaxis.

A 2002 study57 examining post-tonsillectomy
haemorrhage in children and adults identified 2567
children (aged six months to 14.9 years) who had
undergone tonsillectomy with or without adenoi-
dectomy. Haemorrhage occurred in 16 (0.87 per
cent) children undergoing adenotonsillectomy and
in 23 (3.1 per cent) children undergoing tonsillect-
omy alone. Only one (0.04 per cent) child required
a blood transfusion. Unfortunately, the studies
cited within this paper varied considerably, and
there is little absolute data on the incidence of pae-
diatric post-operative haemorrhage requiring blood
transfusion.

Why use blood at all?

With increasing knowledge of transfusion-related
problems and the increasing availability of blood
alternatives, it could be argued that blood should
no longer be needed. Liberal versus restrictive trans-
fusion strategies has demonstrated that a higher hae-
moglobin level is not necessarily better,58 and clinical
trials have demonstrated that bloodless surgery is
effective.59 The most important outcome of transfu-
sion is the maximization of oxygen delivery in
order to prevent tissue hypoxia. Transfusion simply
to restore blood volume or to raise the haematocrit
is inappropriate. Unfortunately, the critical limits
for tissue oxygenation are not well defined, and,
therefore, physical symptoms and signs, nutritional
status, estimates of blood loss, and haemoglobin
levels must be used as substitutes. Studies have
demonstrated that, following acute haemorrhage,
myocardial ischaemia develops at 5 g/dl, with death
occurring from myocardial dysfunction at levels
below 3 g/dl.60 However, case reports demonstrate
survival in patients with haemoglobins as low as
1.4 g/dl.8,61

The trick, of course, is to prevent the haemoglobin
falling to such levels. If it does, other strategies which
avoid blood can be used. In the majority of patients
undergoing head and neck surgery, pre-operative
planning is possible. Regardless of whether a
patient is a baptised Jehovah’s Witness or not, a
full discussion about the acceptability of blood
products should be undertaken. A full history and
examination should be performed. The clinical
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history should include the specific features of any
personal or familial history of bleeding disorders
and identification of any medication increasing the
risk of bleeding (e.g. aspirin, nonsteroidal anti-
inflammatory drugs and anti-coagulants). Attention
must be paid to haemoglobin concentration, platelets
and clotting. In patients with malignancy, nutritional
status should be optimized. This may necessitate the
use of supplemental foods, vitamins and minerals
(iron, folate, vitamin B12 and vitamin K), and even
parenteral nutrition.

In certain circumstances, it may be necessary to
use recombinant human erythropoietin. Erythro-
poietin, a hormone produced primarily in the
kidney, is responsible for erythrogenesis and its pro-
duction is stimulated by hypoxaemia. Recombinant
human erythropoietin has been used for many
years in renal patients and is now licensed for use
pre-operatively and in patients using pre-operative
autologous blood donation. Following the adminis-
tration of recombinant human erythropoietin, ery-
thropoiesis occurs within three days, with the
equivalent of one unit of blood being produced
within seven days and five units within 28 days.62

Side effects include hypertension, flu-like symptoms,
seizures and thrombotic events. Concomitant iron
supplementation maximizes the erythropoietic
response in anaemic patients, particularly if given
intravenously, but its effect in normal individuals is
still under debate.63 It is important to note that
some formulations are stabilized in albumin, and
acceptability to individual Jehovah’s Witnesses
must therefore be addressed.

In otolaryngology, the best way to avoid the need
for blood is to prevent acute haemorrhage. Careful
tissue handling, recognition and avoidance of poten-
tial bleeding sources, and rapid control of haemor-
rhage are the best ways to achieve this aim. Patient
positioning, local vasoconstrictors, topical haemo-
stats, direct control of bleeding and electrocautery
are all useful methods of preventing profound
blood loss. In addition, because of the length of
some head and neck procedures, anaesthetic tech-
niques such as controlled hypotensive anaesthesia,
regional anaesthesia, maintenance of normothermia
and blood cell salvage may also be employed.

Post-operatively, close surveillance for post-
operative bleeding, adequate oxygenation, the
avoidance of unnecessary intravenous fluids, early
nutritional intake and minimization of phlebotomy
all help to prevent post-operative blood loss.
Following some head and neck procedures,
parenteral nutrition may be required to maintain
adequate nutritional stores of iron, folate and
vitamin B12.

If acute, severe haemorrhage does occur, the
primary goal is to stop the bleeding. In the first
instance, direct pressure should be employed.
Systemic haemostatic agents (tranexamic acid,
aprotinin and vasopressin), drugs which augment
clotting activity (desmopressin, vitamin K and
recombinant clotting factors), topical haemostatic
agents ( fibrin glue, topical thrombin, oxidized cellu-
lose haemostat, gelatine foam and calcium alginate)

and vasoconstrictors (adrenaline, phenylephrine
and topical cocaine) can be tried. The use of these
agents depends on the site of bleeding and the avail-
ability of the product.

Conclusion

Treatment of Jehovah’s Witnesses poses ethical and
legal dilemmas for treating clinicians, particularly
in the emergency situation. Blood loss in ENT
patients is not uncommon, and giving careful con-
sideration to an individual’s risk allows planning of
surgery in order to prevent the need for blood trans-
fusions. If the need for blood products arises, careful
thought should be given to their use; competent
Jehovah’s Witness adults can refuse medical treat-
ment, and, although parents cannot refuse treatment
on behalf of their children, alternatives to blood
should be considered first.
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