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R E P LY

Response to: “Evaluating the efficacy of prehospital 
transfusion: A critical analysis”

In reply:,
The focus of our systematic review was to summarize high eviden-
tiary value trials of civilian prehospital transfusion (civPHT) on the 
key outcome of mortality to evaluate the potential benefit of civilian 
prehospital transfusion.1 Our study represents the available trial evi-
dence at the time of publication. The conclusions are based on that 
best available evidence, and while whole blood may be superior to 
individual components or combined component transfusion, there 
are insufficient data to support that conclusion.

The critiques of potential impact of time interval and total vol-
ume of transfusate are fair; however, these trials represent real 
world practice in those EMS systems and their associated outcomes. 
This is yet another area where there is a paucity of evidence to draw 
firm conclusions and is an opportunity for further study to better 
identify which patients would benefit from civPHT.

The works by Broome et al.2 and Duchesne et al.3 and were both 
published after our article and were not available during our system-
atic review. That being said, they both use the same data set and 
neither of these would have been included as they did not meet our 
inclusion criteria. These represent important exploratory work that 
should prompt additional investigation. However, as they are obser-
vational, no causation can be determined.

Fortunately, there are ongoing trials that we hope will address 
some of these important questions. SWiFT (Study of Whole Blood 
in Frontline Trauma) and SWiFT-Canada will compare component 
therapy and whole blood in helicopter EMS in the UK and Canada, 
respectively.4,5 TOWAR (Type O Whole Blood and Assessment of 
Age During Prehospital Resuscitation Trial) is a randomized con-
trolled trial that compares low-titer O+ whole blood to routine care 
(crystalloid as well as component therapy) with 30-day mortality as 
the primary endpoint.6

It is important to recognize that we only focused on one ques-
tion and that is the potential mortality benefit of civPHT. We did not 
address the potential risks of widespread civPHT adoption such as 
impact on blood product availability or the risk of alloimmunization 
in females of childbearing potential. We routinely are notified about 
blood product shortages. Currently small programs are able to cycle 
their product back through their participating blood banks to mini-
mize potential waste, but there may be a number of units in the field 
for which that no longer holds true.

A controversial area is the potential harm of alloimmunization 
and development of hemolytic disease of the fetus and newborn. 

While there have been a number of papers that extrapolate the risk, 
these are based on the risk of alloimmunization determined from 
fetal blood entering maternal circulation, not the intentional trans-
fusion of comparatively large volumes of Rh-incompatible blood 
product. While the potential mortality benefit may outweigh the 
alloimmunization risk there is not enough data to draw any firm con-
clusions regarding the safety of transfusing Rh-incompatible blood 
products in females of childbearing potential.7

While there is a belief that “… whole blood is the best blood prod-
uct for PHT,” as evidenced by our systematic review, there are no 
trials to date to support this. While the available trial data do not 
specifically address civPHT of whole blood, the currently available 
trial data do not demonstrate a mortality benefit to civPHT. There 
are sufficient data to support ongoing research in the area of civPHT, 
but to date, there is not enough to support widespread expansion.
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