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Learning Objectives

1. Recognise factors that contribute to good transfusion 

practice

2. To be aware of why complications of transfusions occur and 

what these complications are

3. Reasons for implementation of Bacti screening

4. How to recognise a patient at risk of bacterial 

contamination, and how to treat patient.

5. Appreciate the complexity of the recall process 
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Good Transfusion Practice
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SAFE and APPROPRIATE USE OF 

BLOOD

RIGHT BLOOD 
PRODUCT

RIGHT PATIENT RIGHT TIME

This requires: 

TEAMWORK

FOLLOWING 
PROCEDURES

GOOD 
DOCUMENTATION

CLEAR 
COMMUNICATION 
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What can go wrong?

ACUTE TRANSFUSION 
REACTIONS (<24 hours)

Severe

◼ ABO incompatible - haemolysis

◼ Anaphylaxis

◼ Bacterial contamination

Moderate – mild

◼ Transfusion-associated 
circulatory overload

◼ Febrile non-haemolytic 
transfusion reactions

◼ Allergic reactions

DELAYED TRANSFUSION 
REACTIONS (>24 hours)

◼ Delayed haemolytic transfusion 
reaction

◼ Alloimmunisation

◼ Transfusion-associated (TA) 
graft-versus-host disease 
(GvHD)

◼ Post transfusion purpura

◼ Transfusion-transmitted 
infection (viral, parasitic, prion)

◼ Iron overload
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What are the sources of bacterial 

contamination
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Platelets
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Bacterial Contamination
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BACKGROUND 

to

BACTIALERT
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Bacterial screening methods
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Case 1 

◼ 65 year female with MDS – on regular platelet transfusion 

support. 

◼ Baseline obs: Temp 36 C,  P 86,  BP 130/87,  SaO2 98%

◼ Given 1 unit platelets – 10 minutes into transfusion 

◼ Patient complains of feeling hot 

◼ What would you do ?

◼ Why is this patient a high risk patient?
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Case 1 continued

◼ Observations: 

◼ T 39 C, P 100, BP 170/90, SaO2 98

◼ What would you do ?
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The Recall Process
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Case 1 continued

Platelet 
transfusion 

stopped

Platelet unit 
returned to 
laboratory

Transfusion 
reaction 

form 
completed

Unit 
returned 
to NHSBT

Patient facing 
NHSBT 

Consultant 
contacted

Identify 
associated units

Recall associated 
unit

Culture returned 
unit @ NBL

Results

Letter
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Overview of Recall Process
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Patient Adverse Event
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Case 2

8 year boy having a thoracotomy. 

Had reactions to platelets before.

What are the questions you would ask?
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Case 2 continued

◼ Several platelet transfusion in past

◼ Urticarial rash

◼ Drop in BP

◼ No fever

◼ What is the diagnosis?

◼ What investigation would you advice?

◼ Would you undertake a recall process?
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Summary

1. Good transfusion practice

2. Aware of complications of transfusions occur 

3. Reasons for implementation of Bacti screening

4. How to recognise a patient at risk of bacterial 

contamination, and how to treat patient.

5. Appreciation of the complexity of the recall process 


