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ffects of Transfusion

TRANSFUSION REACTIONS
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Incorrect blood/component transfused
Major acute or delayed haemolysis

Anaphylaxis

porting

RSE EVENT

HAEMATOLOGIST

TaGVHD
TRALI
PTP

TTI

WBS

TTI

ASSISTANT NATIONAL
CO-ORDINATOR

CDSC INFECTION
SURVEILLANCE
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Transfusion Related Infections

Examples of TTI

Potentially Resulting in  Resulting in Transient  Risk Exceedingly Low or
Chronic Disease IlIness without Long- Theoretical Only

Term Sequelae or in

Asymptomatic Infection

Hepatitis B Hepatitis A Creutzfeldt-Jakob disease
Hepatitis C Hepatitis C Lyme disease

Human TT virus Human herpesvirus-8
immunodeficiency virus  Epstein-Barr virus Parvovirus B19

Human T-cell Erlichiosis

lymphotropic virus Babesiosis

Cytomegalovirus
Chagas’ disease
Syphalis
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Bacterial Contamination

Fever with rigors

DIC

ARF

Shock

Skin flushing

C/S and IV antibiotics

WBS -routine monitoring of all platelets
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Flow chart for Bacterial Reaction investigation

Bacterial Investigation of a Transfusion Reaction

v

Hospital Consultant/Designated Medical/Nursing Personnel

Collect implicated unit(s), dispatch to Hospital/Transfusion Laboratory together with appropriate blood
samples. Collect blood culture(s) from patient - dispatch to Hospital Bacteriology Laboratory.

v

Hospital Transfusion Laboratory

Ensure retrieval of all relevant unit(s). Inspect unit(s). Exclude other
causes of transfusion reactions. Forward unit(s) to Hospital
Bacteriology Laboratory if necessary. Report findings to WBS.

Hospital Bacteriology Laboratory

Test implicated units. Return units to Hospital Transfusion Laboratory.
Send reports to WBS (via Hospital Transfusion Laboratory)

Hospital Transfusion Laboratory

Send units back to WBS. Forward Bacteriology Report to WBS.

v

WBS

Carry out further investigations on implicated unit(s) and donor(s) as appropriate.
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Bacterial Reaction
Role of Hospital Transfusion Laboratory

The role of the hospital transfusion laboratory is to co-ordinate the further
Investigation of all significant transfusion reactions. Where a bacterial cause is
thought to be possible/likely it should:

» Ensure that all implicated units are retrieved.

Inspect implicated units for any colour abnormality, gas, haemolysis,

clots, leaks, pinholes or other defects and record findings.

» Dispatch all units to the hospital microbiology department (without
delay) for sampling/testing and ensure that units are returned afterwards.

» Exclude other possible causes of transfusion reactions.

» Inform the Welsh Blood Service that a possible bacterial reaction has
occurred and return all implicated units to the Welsh Blood Service
after microbiological testing.

o Copy all relevant tests/reports to the Welsh Blood Service when available.

Note: All implicated units must be transported/stored at 4°C.
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Services in the Loop

POST TRANSFUSION INFECTION ENQUIRY
(WBS)

PART 1 CLINICAL DETAILS

PATIENT'S NAME
TYPE OF TRANSFUSION REACTION
DATE OF TRANSFUSICN

ONSET OF TRANSFUSION REACTION

DONATION NUMBERS INVOLVED

PART 2

RECALL OF PRODUCTSACTIONED DATE . INITRALS. ...

PART 3 RESULTS OF FOLLOW-UFP TESTS

DOMATIONS

DATE . e INITIALS
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Transfusion Related Lung Injury

e Immediate Respiratory s/s

o CXR-bilateral infiltrates

e 90% donor WBC abs, 10% Pt WBC abs.
 Complex laboratory investigations

« \WBS- Male only plasma for clinical use
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Ia for investigation

Patient’s Surname. Paviert’s Firal Samesi: Case Reference So

Tboas T st e Female T
Hogpitais " anvulant in U Tarce T -
Reguestee by Dz e ’ YT Blecn Exg Ko i

Underlying Diggnosis:

Details af wanstusion reaczion

Criteria for investigating a suspected case of TRALI Yes N:
I The episode should have oceurred within 24 hours (ideally 4 hours} C —
af the wanstusion of & blood component. -
2. Sudden onset of hypuxia as evideneed by s fall in Oa saturation 1o less
1han 9% ur if baseiine Oy saturation was <93%, by greater than 5%
whilst breathing aie, Alternatively a fall in PaCk1 w0 less than RkPa
(60mmHg) on air or the requirement for respiratory suppert by CPAP iy C
ar vestilation would fullil this criterion. _ -
3. The development ot new pulmonary intilerates suzgrastive of ALE — =
4. Exclusion, by lack o evidence, of other causes of Criteria 1 and 2
spevifically: — —_
@1 Disseminated CMY or similar infection, patticularly in - -
irmiaunasuppressed patients, - -
by Flaid averload.
Gniy in exceptionat circamstances should patients aoet fulrilling il 4 eriteriu be investigated, o
1Yate of eacbon, Time at reactan: Duriy A7 ATt s tman
Lt vmenme
O Theraps ..o . . Admgo to 101
Hevonvery Leah Ui
LT Jonition Numher Denor Numiner “Hime Trnsivsion Stace

N sospilal nlongd ek

Phasptin] recnzsred By el puatiens < Fidel L Bl 23 mi con

N Uanenlhmt A

Flegse senc s capy of this forsn 1o 0 Edwan Meases, SBS. Brosisl Centre
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TRALI INVESTIGATION
" Complete TRALI Case Record

Iferiteria mr'm investigate
lJﬁlclmod#lm!BDTAﬁvIpuimmH&l 1ab NBS Bristol
_ Identify implicatod donors

Permartent deferral of donior. Discard + recall éompnmnu

Write dcmr re: Tunn\nbnlthcyll-ﬂm:y, Consent for investigation

Primary investigation
Transfused males
Transfused/parous females
Write to donor(symake appointments
R
Obtain and sond donor sumpies to
H & 1 Bristol, 14 mi clotted, 14mi EDTA
v
1f Xmatch
To send 20mi EDTA & 10m clotted
o samples from patient to NGIL .
/ . o Negative Results
- inform donor.
Positive results . +
. inform donor - Secondary
pecmanent deferral s investigation i.e. non-
. transfused/non-parous
femules
v
Negative Results
« - inform donor
reinstate iwmr
Tertiary investigation
i.e. non-transfused males
Final report to reﬁerr:ng clinician and Negative Resuits
Consuitant Haematologist - inform donor
Consider look-back ot - reinstate donor
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Post Transfusion Purpura

Severe thrombocytopenia

Purpura

Platlet alloabs usually anti HPA-1a
lvligG and or Plasmapheresis
Platelets if life threatening bleeding
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Transfusion Assoclated Graft
verses Host Disease

Marrow & Liver failure
GI/SKin s/s

Very high mortality

No effective RX

_eucocyte filtration does not offer
protection

Prevention-lrradiated cellular components
to “at risk patients”.
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Keeping Blood Services in the Loop
Welsh Blood Service Notifications of Possible Transfusion
Transmitted Reactions from January 03 to May 05

Category Hospital Soundex Date Transfusion Donors Outcome
Notified Period

Hep B Prince Charles ST-520 22/12/03 Jan-Aug 2003 22 Non implicated

Hep B UHW TJ-500 16/12/03 25/07/03 4 1 donor with evidence of
past but not current
infection

Hep C Prince Charles JGF-600 08/06/04 24/12/03 2 None implicated

HIV - - - - - -

HTLV - - - - - -

Syphilis - - - - - -

CMV - - - - - -

Malaria - - - - - -

VCJID - - - - - -

TRALI POW - 27/5/03 27/5/03 1 Not fulfil criteria for
investigation

TRALI UHW - 16/6/03 14/6/03 2 Not fulfil criteria for
investigation

TRALI Singleton - 8/12/04 8/12/03 3 Not fulfil criteria for
investigation

TRALI POW - 20/12/04 16/12/03 5 Not fulfil criteria for
investigation

PTP UHW - 23/6/03 23/6/03 Several Negative

Bact Singleton - 10/1/05 17/12/04 1 Negative

Bact Morriston - 15/2/05 13/2/05 1 Negative

Bact RGH - 04/4/05 30/3/05 2 Negative

TAGUID - - - - - -
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