


CLASSIFICATION  

Transfusion reaction 

acute delayed 

Immunologic Nonimmunologic  Immunologic Nonimmunologic  



 

 
ھر نوع نشانھ یا علامت ناخواستھ یا نامساعدي كھ درحین : تعریف  

ساعت از انتقال یك واحد خون یا فرآورده رخ ۲۴و یا بھ فاصلھ 
.میدھد، ناشي از تزریق خون است مگر خلافش ثابت شود  

  
و یك ) مثل واكنش ھمولیتیك حاد(نشانھ ھاي یك واكنش مرگ آفرین  

 واكنش نسبتاً خفیف ممكن است در ابتداي امر كاملا شبیھ بھ ھم باشند 
.)تب و لرز(      















Send the following lab investigations: 
 Immediate post transfusion blood samples (clotted and  EDTA) 

for: 
 Repeat ABO & Rh (D) grouping  
 Repeat antibody screen and crossmatch  
 Direct antiglobulin test  
 Complete blood count (CBC) 
 Plasma hemoglobin  
 Coagulation screen  
 Renal function test (urea, creatinine and electrolytes)  
 Liver function tests (bilirubin, ALT and AST)  

 Blood culture in special blood culture bottles  
 Blood unit alongwith BT set 
 Specimen of patient’s first urine following reaction  

Investigation of suspected AHTRs  



































E. BACTERIAL CONTAMINATION 

 Most common  microbiological 
complication of transfusion 

  Higher incidence after platelet 
transfusion 



Apparent infrequency of clinical 
events  of bacterial contamination 

 Non pathogenic bacteria 
- Insufficient no. of bacteria 
- Premedication with steroides 
- Pts already on antibiotics 
- Immunosuppressed pts 

underinvestigated 



Clinical features  

 - usually appear immediately during 
transfusion 

- S/t symptoms delayed until after the end of 
transfusion  

- - fever  ( inc > 2 o C ) 
- - chills / rigors 
- Hypotension, collapse, shock 
- Nausea, vomitting 
- DIC, intravascular hemolysis, renal failure 



Management 

 - Stop transfusion. Retain unit for 
investigation 

- Give general supportive Tt (iv fluids , 
inotropic agents , diuretics to maintain 
urine output ) 

- Broad spectrum antibiotics until blood 
culture report comes 

- Assess need for intensive care bed 













Blood Bank: 

• Recheck the records for clerical error 

• check for identification error 

• Visual check for hemolysis, appearance of returned unit 

• Evidence of blood group incomparability 

Pre Tx sample Post Tx sample 
ABO,Rh group 
DCT 
ICT 

Repeat CxM 

•Gram stain, culture 

•HLA, Plt, Granulocyte specific Abs in recipient  



How to Prevent Errors in the Transfusion Chain  

 Where in the process do errors occur? 

 

 

 

 

 

 

 Who is making the errors? 

 Why are the errors occuring – which elements of good 

transfusion practice are failing  

Sample Error Technical Error 

Wrong Blood 
 Issued Storage Error 

Patient  
Misidentification 

Administrative  
Error 



Error Prevention in the Transfusion Services 

 Adherence to Standard Operating Procedures (SOPs) 
for pre-transfusion testing 

 Antibody screen in patients at risk of alloimmunization; 
preferably universal screen 

 Antibody identification when required 

 Appropriate storage and transfusion instructions on 
labels 

 Clerical checks prior to issue 



Prevention of transfusion reaction 

Education and training of nurses health care 
assistants, doctors at every level  
 
Proper communication at all level should be 
appropriate, timely and effective. 
 
Promoting the knowledge in hospital, raising 
awareness by having more educational sessions and 
poster available to hospital   
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