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• Patient Blood Management (PBM) invention

• Surgery, trauma and obstetrics

• Recommended by NICE1, alongside other PBM measures: 

“Consider intraoperative cell salvage with tranexamic acid for patients who are expected to lose a very high volume of 
blood (for example in cardiac and complex vascular surgery, major obstetric procedures, and pelvic reconstruction and 
scoliosis surgery)”

“Offer oral iron before and after surgery to patients with iron-deficiency anaemia. Consider intravenous iron before or 
after surgery for [selected patients with iron deficiency/anaemia]”

1 https://www.nice.org.uk/guidance/NG24 
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This workstream is 
collaboratively supported by the 

All Wales ICS Network.
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10 year ICS database review



Intraoperative Cell Savage (ICS) Database Report April 2023 – March 2024

Review of compliance with recommendations

There is a need to raise awareness and visibility of ICS leads and the national work progressing efficiencies.



• To identify the surgical procedures where ICS is used and the extent

• For each procedure the overall frequency of use across the hospital was approximated into:  

<50% (rarely/occasionally),  50-75% (commonly),  75-95% (often),  >95% (almost always/always).       

• Procedures where ICS would not usually be used but has been in exceptional circumstances 

related to the patient rather than the procedure were to be excluded.



• Results mirrored findings in the ICS database report

• Cardiac had all procedures at >95%

• Orthopaedics had only ¼ of procedures at >95% , and with a wide range from <50% to >95% for use in 

primary and revision hip replacement

• Obstetrics similarly had a wide range from <50% to >95% for use in elective and emergency C section



Where does blood go?
  Units % 

A&E  356 10.7% 

Haematology & Oncology  917 27.6% 

Medical Cardiology 47 1.4% 

  Care of the elderly 53 1.6% 

  Gastroenterology 40 1.2% 

  General Medicine 485 14.6% 

  ITU/Critical Care 192 5.8% 

  Neurology 8 0.2% 

  Renal 153 4.6% 

  Thoracic medicine 6 0.2% 

Surgical Burns & Plastics 29 0.9% 

  Cardiac surgery 169 5.1% 

  General surgery 356 10.7% 

  Gynaecology 14 0.4% 

  Neurosurgery 13 0.4% 

  Trauma & Orthopaedics 150 4.5% 

  Urology 22 0.7% 

  Vascular surgery 1 0.0% 

  Other surgery (private) 6 0.2% 

Obstetrics  72 2.2% 

Paediatrics (med. & surg.) 89 2.7% 

Other Community 12 0.4% 

  Palliative 13 0.4% 

  Pre-hospital 11 0.3% 

  Other 12 0.4% 

Not known  95 2.9% 

Total  3321 100.0% 
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Where does surgical 
blood go?

Design

• Use of standard red cell units in supporting surgical procedures (inc. obs.) in October 2024 

• LIMS + Theatre data

• Pre-op. (-24 hours) and intra-/post-op. (+48 hours)

• Elective and non-elective use

Results

• Data from 3 hospitals:

- 67 patients were given 139 units

- All were adults



• 16 pts. had red cells pre-op.

- mean tx. 1.5 u/pt. ;  range 0-2 u

• 48 pts. had red cells intra-/post-op.

- mean tx. 1.9 u/pt.  ;  range 0-6 u

➢ 7 pts. had pre-op. but no intra-/post-op. red cells

• 19 pts. were elective

- mean tx. 1.3 u/pt.  ;  range 1-5 u

• 48 pts. were non-elective

- mean tx. 2.4 u/pt.  ;  range 1-6 u

Where does surgical 
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Ortho. General

Intramedullary nail (femur/hip) [ x12 ] Laparotomy [ x4 ]

Dynamic hip screw [ x5 ] Laparoscopy

Hemiarthroplasty [ x5 ] Debridement of scrotal abscess

Total hip replacement [ x4 ] Haematoma debridement

Primary OR # NOF

Hip washout Colorectal

ORIF distal femur Laparoscopic/open hemicolectomy [ x2 ]

Retrograde nailing for distal third fracture femur Anterior resection

Knee amputation [ x2 ] Abdomino perineal excision of rectum

Foot incision and drainage and debridement Wound washout and laparoscopic defunctioning colostomy

Vascular Renal

Common femoral artery endarterectomy Radical nephrectomy

Excision of infected FemPop Graft +/- re-do FemPop graft Ligation of AV fistula

Haematoma - leg

Re-exploration of groin Urology

Re-exploration of groin + thrombectomy + axillofemoral bypass Cystectomy

Common femoral artery re-exploration & thrombectomy + iliac stenting Laser enucleation of the prostate

Re-exploration groin +/-stent Trans urethral resection of bladder tumour

Groin exploration & removal of infected graft

Breast

Obs. Mastectomy

Caesarean section [ x3 ] Bilateral mastectomy and removal of implants

Evacuation of retain products of conception [ x2 ]

Manual removal of placenta Gynae.

Total laparoscopic hysterectomy & BSO



Summary
We need…

• Robust hospital/HB leadership re: ICS

• A good (valid & reliable) means of capturing ICS usage

• Ensure consideration / use of ICS is made a priority

- key decision makers need to be identified/recognised

- capability and intent to use ICS every time it is indicated

- ensure understanding of the risks of donor blood 

• Raise the profile/awareness of the AWICSN and BHNOG, and ICS as a PBM measure

• Produce evidence (through data) of the effectiveness of ICS



Final Thoughts
ICS is an essential element of PBM so we need to:

• Ensure engagement of staff involved in the decision of ICS use.
• We need to understand who makes the decision around ICS use

• Membership of the AWICS group

• Promote the local ICS leads as the central point of contact for ICS use

• Exploring current data to provide clinical insights in ICS use

• Use the above information for evidence based approach to prudent ICS use

• Education emphasising ICS as part of PBM and the importance of minimising avoidable transfusions 
education. This would include improving patient awareness around the option of ICS as transfusion risk 
reduction measure. 
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