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Contemporary Themes

How often can you give blood?

Earlier thisyear we received the letter printed below. We thought thatMr
Schmid raised an interesting point, and so we asked three doctors
knowledgeable about blood transfusion to venture answers to his
questions.

The issues

As a regular blood donor with some experience of the collection
service in both Switzerland and Britain I am amazed at the apparent
lack of a consistent policy with regard to the minimum period
between donations in this country. A few weeks before Christmas
1984 I was asked by the local National Blood Transfusion Service
centre to be available for donation on 24 December, in order to take
part in the platelet programme, and attended the session as

promised. I was then told by the clerical officer that I could not give
blood as less than six months had elapsed since my last donation. I
asked for an explanation as I had been told by letter that there was a

severe shortage of supplies and I was used to the standard Swiss
practice of quarterly donations.
The medical officer told me that it was regional policy to allow

donations only twice a year, regardless of the physical condition of
the donor, for fear of possible cumulative anaemia. He went on to
say that some regions were quite happy to take blood every three to
four months.
A survey of collection policy throughout the country might make

interesting reading if it was linked to patterns of nutritional and
health standards. It should, as a matter of course, also take into
account the incidence of diseases that could possibly be linked to
excessive blood donations. A general increase to quarterly dona-
tions, as found in other countries, could well signal the end of
shortages of blood and desperate appeals by the National Blood
Transfusion Service.-FELIX SCHMID.

Dr Peter Jones's reply

Mr Schmid's inquiry is both topical and pertinent. The policy of
six monthly donations of whole blood to which he refers was

outdated a decade ago. This country had the medical resource and
technical expertise to create a modern and truly national transfusion
service then. What it lacked was leadership and honest financial

backing instead ofhumbug from the government. The goal of "self
sufficiency" has been achieved recently only for the fairly small
population of Scotland.

Instead of investing capital into the well established network of
regional transfusion centres, the government chose the easier option
of revenue expenditure on the imported products of commercial
plasmapheresis. Even today their investment in the building of the
new laboratory ofblood products at Elstree has not been matched by
regional funding for the collection of the quality source plasma
needed to fuel the plant.
While the health of the donor is of obvious importance in any

transfusion service there are reasons to think that it might have been
overplayed in the United Kingdom to the detriment ofthe recipient.
If red cells are taken three monthly donation is perfectly acceptable
provided supplemental iron is prescribed.' On the other hand at
least 15 1 plasma may be taken from a healthy adult in a year without
harm.2 The United Kingdom system is geared admirably to the
provision of whole blood or red cells; it fails in the provision of
plasma products simply because the machinery is not there to
provide them. While numbers of donors and incidences of donation
could be increased substantially and the safety of the donor
maintained the logistics of transporting a sufficient volume of fresh
frozen plasma or cryoprecipitate paste to a modern processing
facility have, so far, defeated our blood transfusion service. Sadly,
the current market price of some components is probably lower
from the commercial than from the volunteer donor system.
The price paid by the recipient of plasma products is not only

financial. Products prepared from paid donors are more likely to
transmit hepatitis B and the several viruses of hepatitis non-A non-

B. There is increasing evidence that they transmit other agents too,
including the cause of the acquired immunodeficiency syndrome
(AIDS). And in procuring plasma from which these products are

made companies have exploited some donors who can ill afford the
consequent loss of protein.

Fluctuations are to be expected in the demand and supply of any
commodity, and the products ofhuman blood are no exception. The
volunteer system only runs short of cellular components because
they cannot be stored for long-hence the calls for donors after a

major accident or disaster. Plasma products have a far longer shelf
life, and given industrial expertise and funding the volunteer blood
transfusion service should be able to meet the needs of our

population.
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DrJ A F Napier's reply

Mr Schmid rightly points to an apparent lack ofconsistency about
how often blood donations are allowed in the United Kingdom. The
National Blood Transfusion Service guidance for selection, medical
examination, and care of blood donors states that "it is the policy of
the Service to maintain donor panels the size which will ordinarily
not require donors to give more than two donations in a year
(minimal interval 16 weeks)." It is a fairly uniform practice
throughout most regional transfusion services to call and bleed
donors once every six months, although it is also true that under
conditions of particular need some transfusion services collect blood
every three months. Considerably shorter intervals between
donations are allowed in some countries. In the United States of
America, for example, the standards of the American Association of
Blood Banks permit blood donations every two months. Iron
deficiency is by far the most easily identified long term adverse effect
of donating whole blood. Removal of each full donation (450 ml)
leads to a loss of around 200 mg iron, or about 1 mg a day at the
British recommended rate of donation. This will not lead to iron
deficiency in men. The situation differs for women in the repro-
ductive age group, however, a proportion of whom have iron
deficiency anaemia in any case, and more may have subnormal iron
stores. Loss of extra amounts of iron from blood donations, even as
occasionally as once every six months, will undoubtedly increase the
proportion of women with negative iron balance and some of these
will become frankly anaemic. Obviously concerted attempts to
restore iron stores by treatment would, if effective doses were given
and donors were compliant, prevent anaemia. It seems ethically
questionable, however, to allow blood donations to be given if a
normal state of health can be maintained only by concurrent iron
treatment. Liberal dispensation of iron tablets increases the risk of
accidental poisoning in young children.

If donations were increased to six times yearly as in the United
States of America iron treatment would have to be strongly
encouraged, otherwise a higher proportion of young women would
be rendered iron deficient and even anaemic. Anaemia could be
detected by haemoglobin screening tests and low iron stores by
routine determination of serum ferritin concentrations in donors'
blood; the medical consequences would, therefore, not be of great
importance. In considering the need for increasing the frequency of
donations, however, we must bear in mind that only around 5% of
the population, eligible on grounds of age, are actually blood
donors. It therefore seems reasonable to encourage more donors to
support the transfusion service rather than concentrate efforts on
the faithful few. Although shortages of blood do occur in the United
Kingdom, particularly in the London regions, most of the time the
amount of publicity to which Mr Felix Schmid refers is sufficient to
maintain an adequate supply of blood throughout the year.
Particular problems are of course likely during public holidays, and
at these times exhortations to remember the needs of patients in
hospital and donate blood must be reinforced, since, not un-
naturally, the attention of many donors is directed at more
recreational matters.
There is no obvious pattern of geographical differences regarding

nutritional state or incidence of disease in the United Kingdom that
has any discernible effect on eligibility to donate blood. I do not
think that changing to quarterly donations will have any noticeable
effect on the overall supply of blood; certainly the publicity message
has to be just as forceful in other countries such as the United States
of America where a policy of more donations a year prevails.
Publicity messages are necessary in order to sustain the blood
supply however often donations are made. In their absence the
public will eventually forget the need to volunteer their donations,
and the supply of blood necessary for many areas of advanced
medical and surgical care would be severely jeopardised.

Dr S J Urbaniak's reply

The point raised by Mr Schmid is an important one, and yet it is
one of the most difficult to explain fully to blood donors. There are
national guidelines in the United Kingdom about how often blood

can be donated, but the difficulty lies in drawing a firm distinction
between administrative convenience and medical acceptability.
Most ofour donors are called every six months, particularly those

in country districts some distance from the regional transfusion
centre: this is an administrative convenience and medically accept-
able, with very few donors being rejected for having low haemo-
globin concentrations. In this region we operate a six monthly
routine call up for donor sessions. The annual intake of 35000
donations from an accessible population of 500000 (70/1000) is
more than adequate for our normal requirements; indeed this rate of
donation is as good as that in Switzerland, where donors are bled
four times a year, so one must assume that more members of the
population in the north east are regular donors.

It is medically acceptable for the well nourished, average sized
adult with no occult blood loss to be bled at intervals of 13 weeks
(four times a year), but unfortunately not all our donors fall into this
category; women being particularly susceptible to iron deficiency.
Each blood donation (450 ml) results in the loss of about 200 mg
iron. After a donation there is an increase in iron absorption from
the gut in order to restore iron balance, and on average the amount
lost would be replaced over three months on a normal diet. This
does not, however, take into account individual variation or loss of
menstrual blood in women. On a system of four donations a year
there will be depletion of iron reserves in all donors, and some,
particularly women, will develop frank iron deficiency anaemia. In
the United Kingdom a haemoglobin screening test is undertaken to
exclude anaemic donors, as experience indicates that mild iron
deficiency does not cause harm provided that the haemoglobin
concentration is acceptable.

It would be rational to allow men to donate four times a year and
women twice a year on the above principles, but this would pose
considerable organisational difficulties in call up, particularly in
areas where there are many community sessions; experience
indicates that women would still come with men. The British
compromise is therefore to bleed everyone at six monthly intervals.

In this region we do accept donors at 13 week intervals if they care
to present themselves at the centre without being called (an "open
door" policy operates during donor sessions), and indeed in times of
shortage (such as of 0 Rh negative) we have no hesitation in calling
in donors who have given blood between three and six months
previously; there are not obviously more rejections for anaemia in
this group of donors.

Geographically, and perhaps in the character of the population,
Grampian shares similarities with Switzerland; certainly there is no
shortage of blood donors in this region with the current policy of six
monthly routine call ups relaxing to three months on occasion.
Experience would suggest that to visit each location four times
rather than twice a year would just double the rate of donation to
140/1000 population.
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