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Most members of the Jehovah’s Witness community 
refuse blood transfusions, and there are variations in 
what alternatives they will accept depending on their 
personal decisions. To provide culturally competent 
care, healthcare providers need to be knowledgeable 
about substitutions for blood administration as well 
as the risks and benefits of available alternatives so 
that they can inform their patients. It has been rec-
ognized in the literature that preoperative optimiza-
tion of hemoglobin levels with alternative treatment 
modalities through a multidisciplinary approach can 
improve clinical outcomes in patients who refuse blood 

products. The purpose of this article is to illuminate 
the current beliefs of Jehovah’s Witnesses regarding 
receiving blood products, discuss ethical and legal 
considerations for the nurse anesthetist, discuss the 
risks of blood transfusions, and examine transfusion 
alternatives. Finally, this article considers a multidis-
ciplinary approach to the optimization of preoperative 
hemoglobin levels.
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J
ehovah’s Witnesses are a vulnerable patient 
population that presents unique ethical and 
legal dilemmas for anesthesia professionals. 
Comprising approximately 1.2 million of the 
US population, Jehovah’s Witnesses have reli-

gious beliefs that deter them from receiving blood trans-
fusions, which can lead to adverse reactions from the 
refusal of treatment.1 Surgical procedures that have the 
potential for large amounts of blood loss for any patient 
can be challenging for the nurse anesthetist, but when 
combined with the patient who refuses to receive blood 
products, the intraoperative fluid hemodynamic manage-
ment strategies can become critical. Regardless of the 
patient’s reasons for declining blood products, healthcare 
providers should provide culturally competent care and 
therefore must be knowledgeable about substitutions for 
blood product administration as well as the risks and ben-
efits of such treatments.

Inconsistencies exist in what alternatives a Jehovah’s 
Witness patient will accept, depending on his or her reli-
gious sect. The responsibility of the nurse anesthetist is to 
ensure that this unique patient population makes informed 
decisions established on evidence-based transfusion alter-
natives, as such treatments relate to their religious prac-
tices. Furthermore, failure to optimize hemoglobin (Hgb) 
status and provide culturally competent patient education 
on transfusion alternatives before the day of surgery could 
have financial implications for the institution and may 
result in cancellation or delay of the surgery. 

A multidisciplinary approach to the care of the 
Jehovah’s Witness population to optimize preoperative 
Hgb status must be considered when preparing these 
patients for surgery, and education of the nurse anesthe-
tist and patient on transfusion alternatives is important 
during the preoperative plan of care. 

The aim of this article is to illuminate the current 
beliefs of Jehovah’s Witnesses regarding receiving blood 
products, discuss ethical and legal considerations for 
the nurse anesthetist, discuss the risks of blood transfu-
sions and examine transfusion alternatives, and, finally, 
consider a multidisciplinary approach to optimization of 
preoperative Hgb levels. 

Review of the Literature 
• Jehovah’s Witness Beliefs. Jehovah’s Witness is a 
Christian religion founded by Charles Taze Russell in 
Pennsylvania during the 1870s.2 In 1945, the govern-
ing body of the Jehovah’s Witnesses, The Watch Tower 
Society, interpreted the scriptures to proclaim that 
taking blood into the body would have loss of eternal 
life and decided that members would be shunned by the 
congregation and denied the church’s sacraments (“dis-
fellowshipped”) for accepting blood.3 Citing the literal 
translation of the book of Acts (Acts 15:19-20) from The 
New World Translation of the Holy Scriptures, affiliates of 
this faith believe the abstinence of whole blood products 
will bring good health.4 

In 2000, The Watch Tower Society revised its policies 
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on blood transfusions to include that the acceptance of 
blood products is to be based on personal decision and 
conscience.5 Interestingly, if blood is given to a Jehovah’s 
Witness by force or coercion, or accepted by personal 
choice, the member can voluntarily disassociate himself 
or herself from the church and repent to remain in the 
religion thereafter.3 Under the new doctrine, members 
of this religion are allowed medical confidentiality from 
the church, and dissociation is voluntary unless medical 
concealment is breached. In this instance, the member is 
“disfellowshipped” by the church.5 Thus, to provide cul-
turally competent care to the Jehovah’s Witness patient, 
it is important for the healthcare provider to interview 
these patients privately and allow them an opportunity 
to make informed decisions about their medical care. 
Once a patient is identified as a Jehovah’s Witness, staff 
involved in the medical care of the patient should be in-
formed and confidentiality regarding medical decisions 
should be strictly maintained. 

• Ethical Issues. The care of the Jehovah’s Witness 
patient can present various ethical and legal dilemmas 
for the nurse anesthetist. Adult patients and emancipated 
minors, under the Patient Self-Determination Act, have 
the right to decline medical care, even if the result is 
death.6 The Jehovah’s Witness population is extremely 
educated about legal rights of refusal, advance directives, 
and living wills. Additionally, Jehovah’s Witnesses have 
a standardized advance directive form that they carry at 
all times and that provides specific instructions regarding 
their care in the event of an emergency. 

It is important for the nurse anesthetist to respect 
the right to refuse the acceptance of blood products. 
The refusal of blood products by the Jehovah’s Witness 
patient is not a refusal of medical treatment, nor should 
it ever be considered as such.7 Patient care strategies 
include establishing a rapport as early as possible to 
ensure the patient is informed about available alterna-
tives to the administration of blood products. Second, 
Jehovah’s Witness patients should be interviewed pri-
vately to maintain the integrity of their personal choice 
to accept or deny blood fractions or allogeneic blood 
transfusions. Their decisions should remain private and 
should not be discussed in front of friends or family 
members. Finally, exclusive perils should be added to 
the anesthesia consent in relation to the procedure and 
excessive blood loss. Blood fractions and other accepted 
treatment modalities by the patient should be clearly 
indicated in the patient’s medical record and on the an-
esthesia preoperative assessment.8 

• Transfusion Risks. Although many treatment 
options for anemia exist, the transfusion of blood prod-
ucts remains one of the most commonly used lifesaving 
treatments. However, receiving blood products is not 
without inherent risks. Adverse reactions such as infec-
tion, transfusion-related acute lung injury (TRALI), fatal 

anaphylaxis, blood incompatibility, and immunologic 
reactions are the most life-threatening reactions of blood 
transfusions.9,10 Between 2001 and 2006, TRALI was re-
sponsible for greater than 50% of the deaths in the United 
States of patients transfused with allogeneic blood.11 
Moreover, blood transfusions are also known to increase 
hospital length of stay and contribute to poor clinical 
outcomes postoperatively.9,12 

• Erythropoietin and Iron Therapy. Recombinant 
human erythropoietin (EPO) is an endogenous glyco-
protein hormone whose function is to increase the pro-
duction of red blood cells and subsequently increase Hgb 
levels as the result of tissue hypoxia.13,14 Comparatively, 
intravenous (IV) iron therapy has also been shown to 
significantly increase Hgb levels in patients with pre-
operative iron-deficiency anemia.12,15 Although iron 
therapy as a primary treatment of preoperative anemia 
is not recommended, studies have indicated that ad-
ministration of EPO, in conjunction with iron therapy 
preoperatively, can prevent blood transfusions in a wide 
variety of operations.9,11,14,16,17 In their study, Harwin 
and colleagues9 found that there was decreased mortality 
and no morbidity after adequate preoperative optimiza-
tion with EPO combined with iron therapy for anemic 
Jehovah’s Witness patients undergoing total hip replace-
ment surgery. Furthermore, other authors reported an 
increase in Hgb levels after successful treatment of EPO 
and iron therapy.10,16 Similarly, EPO has been success-
fully used for the preoperative optimization of Hgb status 
in patients who were anemic before cardiac surgery, re-
sulting in decreased mortality rates of Jehovah’s Witness 
patients compared with patients who did not receive EPO 
preoperatively.11

• Bloodless Surgery. Current literature has indicated 
that blood transfusions can be avoided by exploring 
alternative bloodless treatment modalities.11 “Bloodless 
surgery” is an innovative phenomenon that medical 
centers are adopting for patients who refuse blood 
transfusions. Bloodless surgery protocols are essential to 
minimize risks and to offer patients who decline blood 
transfusions the same quality of care accessible to pa-
tients who do accept blood transfusions.13 

Moreover, evidence suggests that mortality rates 
may be lowered in patients receiving bloodless surgery. 
Several studies found that the Jehovah’s Witness pa-
tients enrolled in a bloodless surgery program had a 
decreased incidence of in-hospital death, decreased 
5-year mortality rates, and shorter lengths of hospital 
stay compared with non-Jehovah’s Witnesses postopera-
tively.1,18,19 Interestingly, the Jehovah’s Witness patients 
studied had a statistically significant lower occurrence 
of renal failure, sepsis, and bleeding postoperatively. 
Furthermore, the authors argue that bloodless surgery 
is considered a safe practice for patients who do not 
accept blood.1,18,19 In a similar study, Moskowitz and 
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colleagues20 emphasized that restrictive transfusion 
practices do not adversely affect clinical outcomes and, 
in fact, can improve clinical outcomes because of blood 
conservation strategies that minimize complications that 
are inherent to blood transfusions.

• Guidelines for Jehovah’s Witnesses on Blood 
Products. Before 1945, Jehovah’s Witnesses were permit-
ted to donate and accept blood.21 Current transfusion 
guidelines by the Watch Tower Society do not allow 
the acceptance of whole blood or major blood fractions, 
specifically red blood cells, white blood cells, platelets, 
and plasma, to be infused despite a life-or-death health 
situation.21 Jehovah’s Witnesses do not dispute the fact 
that blood transfusions have saved lives; nevertheless, 
because of religious beliefs and sanctions, most Jehovah’s 
Witnesses do not accept blood products.21,22 Conversely, 
minor fractions of primary components of blood are 
acceptable for lifesaving measures through personal 
decision, careful prayer, and consideration.5,21,22 These 
minor fractions include albumin up to 4% of plasma, 
immunoglobulins up to 3% of plasma, clotting factors 
less than 1% of plasma, Hgb 33% of blood cells, hemin 
less than 2% of red blood cells, and small fraction of 
white blood cells known as interferons.21 Acceptable 
fluid replacement for the Jehovah’s Witness includes 
crystalloid and other colloid hemostatic agents such 
as desmopressin, recombinant factor VIIa, aprotinin, 
ε-aminocaproic acid, and tranexamic acid.21,22 Although 
these are recommendations made by the Watch Tower 
Society, nurse anesthetists should be aware that every 
Jehovah’s Witness has different beliefs, and his or her 
willingness to accept transfusion therapy varies among 
members (Figure 1).23 

• Multidisciplinary Approach. Preoperative consider-
ations are enormously challenging when caring for the 
Jehovah’s Witness patient, especially those patients un-
dergoing procedures that carry a risk of large amounts of 
blood loss. Evidence suggests that clinical outcomes can 
be improved when there is a multidisciplinary approach 

to preoperative care, along with extensive preoperative 
treatment of anemia in the Jehovah’s Witness patient.24 
In a retrospective study, Moraca and colleagues24 found 
that the use of a multidisciplinary approach that included 
a screening for transfusion risk and the administration 
of erythropoiesis-stimulated agents can minimize the 
risk of morbidity and mortality in Jehovah’s Witness pa-
tients undergoing cardiac surgery. Surgery was delayed 
for approximately 3.7 weeks for preoperative treatment 
with oral iron and EPO, but the study participants had a 
mortality rate of only 5%.24 Thus, early referral to facili-
ties that provide bloodless procedures and preoperative 
clinics may provide for optimization of Hgb status pre-
operatively in this patient population. 

Routine screening for anemia in patients with volun-
tary major surgeries can be completed as early as 4 weeks 
preoperatively to optimize treatment modalities.7,25 The 
multidisciplinary team should consist of the surgeon, an-
esthesia, hematology, and a hospital liaison if available.25 
The Jehovah’s Witness patient should have a comprehen-
sive bleeding history taken consisting of previous surger-
ies, trauma history, and the use of anticoagulant medi-
cations.26 Moreover, a thorough history and physical is 
a necessity. Family history of bleeding complications 
should be noted because of the risk of possible heredi-
tary bleeding disorders such as von Willebrand disease 
and hemophilia. Medication lists should be reviewed 
for anticoagulants, including platelet inhibitors, aspirin-
containing agents, nonsteroidal anti-inflammatory drugs, 
and herbal medications, and these should be discontin-
ued before surgery if clinically possible.27 In Jehovah’s 
Witness patients with anemia, symptoms should be 
assessed, as well as comorbidities and the timing of 
surgery, and improved hematopoiesis without allogeneic 
transfusion is necessary in preparation for surgeries with 
suspected large losses of blood.25 A specialized checklist 
and algorithm for preassessment of Jehovah’s Witness pa-
tients are advantageous tools when preparing for elective 
surgery (Tables 1 and 2; Figure 2).

Figure 1.  Jehovah’s Witnesses’ Position on Allogeneic and Autologous Blood
Abbreviations: Blood salvage, blood cell salvage.
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Implications for Practice
For the Jehovah’s Witness patient, there are many options 
available as an alternative to blood transfusions. The use 
of a multidisciplinary approach, one that is culturally 
competent and meets specific patient needs, can be es-
sential to optimize preoperative Hgb levels before elective 
surgery. Indeed, the preoperative period is the best time 
to optimize the Jehovah’s Witness patient and prepare 
for any known challenges related to blood loss during 
the procedure; such optimization should begin at least 4 
weeks before the day of surgery.7,25 Likewise, the preoper-
ative period can be used to develop strategies to minimize 
blood loss during the procedure, including the use of less 
invasive surgical techniques, controlled hypotension, or 
the use of a blood cell salvage system. However, such 
strategies are beyond the scope of this article. 

Despite the evidence suggesting the effectiveness of 
a multidisciplinary strategy to optimize the Jehovah’s 
Witness patient preoperatively, there is no evidence 
in the literature that compares Jehovah’s Witness pa-
tients who receive early care with those who do not. 
Certainly, future research should expand in this area. 
Equally important is the need to determine whether 

facilities located in regions that are heavily populated 
with Jehovah’s Witnesses have the necessary alternative 
treatment modalities, such as accepted blood products, to 

Table 1.  Preoperative Consent for Jehovah’s Witnesses for Transfusion Alternatives

Unacceptable to   
Jehovah’s Witnesses:   Your personal decision 
whole blood Fractions  Choices you need to make

Plasma Albumin up to 4% of plasma ____ I accept albumin 
  Or 
  ____ I refuse albumin

 Immunoglobulins up to 3% of plasma ____ I accept immunoglobulins 
  Or 
  ____ I refuse immunoglobulins

 Clotting factors less than 1% of plasma  ____ I accept blood-derived clotting factors 
  Or 
  ____ I refuse blood-derived clotting factors

Red blood cells Hemoglobin 33% of red blood cells ____ I accept hemoglobin 
  Or  
  ____ I refuse hemoglobin

 Hemin less than 2% of red blood cells ____ I accept hemin 
  Or 
  ____ I refuse hemin

White blood cells Interferons: a tiny fraction of white blood cells ____ I accept blood-derived interferons 
  Or 
  ____ I refuse blood-derived interferons

Platelets At present, no fractions from platelets are being  
 isolated for direct medical use

Equipment and procedures Blood cell salvage ____ I accept blood cell salvage 
 Acute normovolemic hemodilution  ____ I accept acute normovolemic 
 Cardiopulmonary bypass         hemodilution 
 Dialysis ____ I accept cardiopulmonary bypass 
  ____ I accept dialysis

Patient signature________________________________________________________________ Date_______________________

Table 2.  Preoperative Checklist for Jehovah’s 
Witnesses
Abbreviation: NSAIDs, nonsteroidal anti-inflammatory drugs.

• Do you have advanced directives? Yes or No

• Do you have a living will? Yes or No

•  Is your surgeon aware that you are Jehovah’s Witness?  
Yes or No

•  Do you or your family have a history of bleeding disorders? 
Yes or No

•  Do you bruise easily or have excessive bleeding when you 
shave or experience frequent nosebleeds? Yes or No

•  Do you take blood thinners such as aspirin, anticoagulants, 
NSAIDs, or herbal medications? Yes or No

• Have you had surgery before? Yes or No 

•  Have you had bleeding complications with any of your  
surgeries? Yes or No

•  In a life-or-death situation would you accept a blood  
transfusion? Yes or No
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care for these patients. Preventing patient morbidity and 
mortality begins with a good plan of care and adequate 
preparedness for any challenge that may arise. Indeed, by 
using a multidisciplinary approach for the preoperative 
care of the Jehovah’s Witness patient, the paradigm shifts 
the administration of blood products to a more patient-
centered approach. Rather than care that is driven by the 
administration of products, the goal becomes the provi-
sion of culturally competent care that adheres to patient 
beliefs, improves patient outcomes through risk minimi-
zation, and reduces costs.7,25
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