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Transfusion Information Pack for Luton and Dunstable Hospital – All Doctors
Any medical staff member who will be involved in the transfusion process of group and save sampling, prescription and administration of blood and blood components is required to undertake face to face competency with a Transfusion Practitioner unless you can provide evidence of competency assessment that is less than 3 years old, book directly via email transfusionpractitioners@ldh.nhs.uk
E Learning modules on ESR
000 Blood Transfusion 02: Blood Components and Indications for Use
000 Blood Transfusion 09: Consent for Transfusion
000 Blood Transfusion 10: Safe Blood Sampling for Transfusion Video
000 Blood Transfusion 11: Acute Transfusion Reaction 

Anaesthetists only
000 Blood Transfusion 01: Safe Transfusion Practice
000 Blood Transfusion 04: Safe Transfusion Practice for Paediatrics
FY1 and FY2 will be give an appointment for their face to face competency assessment via medical education during induction if it is identified you need to undertake. 

Useful information for L&D Blood Transfusion 
Blood Bank Ext 7217:			0900 – 1730 Monday to Friday				
Blood Bank Bleep 553: 		1730 – 0900 Monday to Friday, Weekends & Bank Holidays 
Consultant Haematologist on Call:	24/7 - ask for consultant haematologist on call via switchboard 0 or  01582 491166	

Transfusion Practitioners at L&D : 0800 – 1600 Monday to Friday
07975 233486	Ext 8492		Bleep 138		Bleep 446 		







Surviving Group and Crossmatch Requests 
Requesting
Request on ICE “Blood Group and Ab Screen” and “Blood for Crossmatch”
If an in-date Group and Screen sample is available in blood transfusion lab you can request crossmatch verbally over the phone
Platelets, Cryoprecipitate, FFP, Anti-D, is a direct verbal request to blood transfusion lab. If outside national indication guidelines, you will be referred to consultant haematologist for authorisation.
Platelets are not kept on site - minimum 2 hours away (emergency delivery for bleeding patient)
Routine Delivery: Order before 10.30am – arrive same day 17.00pm, Order after 10.30am – arrive next day 11.00am
Special requirements e.g. irradiated red cells – see more info tab on ICE request form for classification of special requirements, it is the responsibility of the requestor to confirm patients transfusion special requirements need and previous transfusion history. It is essential to prescribe the product - including special requirements e.g. Platelets Irradiated, RBC via blood warmer
Octaplex (PCC) for reversal of warfarin / anticoagulation – discuss with consultant haematologist on call for authorisation and dose, then contact blood bank to request verbally.
Double Sample Rule
Patient has been pregnant or transfused within the last 3 months: Sample valid for 72 hours
Transfusion episode must be completed within this time
More than 3 months since last transfusion or pregnancy: Sample valid for 7 days
Patient requires current valid sample + previous historical sample confirming ABO group for fully crossmatched blood to be provided. Send with request form:
· 6mL pink capped sample (adults)
· purple capped adult FBC children from 4months to 5 years
· pink capped neonatal children from 0 - 4months 
Remember all samples MUST be handwritten by the person who took the sample and ICE request from MUST be signed and dated by the person who took the sample 
Check ICE reports
If previous blood group and antibody screen result available:
Generate 1 request form, positively ID your patient at venepuncture, and send sample
If no previous result
· Generate 1 request form positively ID your patient at venepuncture and send sample
· Generate a 2nd request form, positively ID your patient at venepuncture and send sample
Must be separate venepuncture episodes, ideally by 2 different people
Do not reprint the first ICE request – this will not be accepted (2 requests must be made on ICE) 
Do not send 2 requests in the same bag – this will not be accepted (not 2 venepuncture episodes) 
Do not take sample and split blood between 2 bottles – patient is at higher risk of ABO incompatible transfusion if wrong patient has been ID’d / wrong ID written on sample tube
Are you ringing Blood Bank to request a blood component? 
STOP: 
1. [image: ]Check patient  ICE request for the group and save sample , confirm it has been received in the laboratory before you contact them (REC = received) 
	GS - Blood Group & Ab screen(Antibodies: =No Antibody history, Special req. : =None, Planned Surgery: =, Specialty :=Accident & Emergency(Diagnosis :=Other, please specify in clinical details))
	AE
	
	REC


1. Click into the group and save report to confirm sample has been accepted and not rejected 
2. Ring blood bank and request the blood  component ONLY when you have confirmed that the sample has been received
3. Blood bank can no longer accept verbal requests unless the sample has been received in the lab

Are you taking a group and save sample with the decision to transfuse already confirmed? 
Generate group and XM request on ICE and send sample and request form to blood bank to process
[image: ]
ED Doctors L&D 
If patient has no historical blood group on ICE - only send second sample from ED if emergency transfusion in ED is planned (active bleed / Hb <70g/dL). 
Second sample for pre-op etc. are responsibility of admitting team.
ED 2nd sample tubes are stored in Resus clinical room - Contact Blood Transfusion lab for bottle code.e.g. EZ pink 
In ED all Group and save request forms are countersigned by a qualified staff member to confirm that blood bottle and ICE request from match and confirm request from is signed by the person who took the 
Only Group O blood will be supplied until 2nd sample ABO group has been confirmed



Sample bottle and ICE request form requirements L&D site
ZERO TOLERANCE OF ERRORS IDENTIFIED IN THE BLOOD BANK - SAMPLES WILL BE REJECTED IF THEY DON’T MEET CRITERIA. SAMPLES MUST MATCH SIGNED AND DATED REQUEST FORM.
Any evidence of amendments or corrections of patient Identifiers / DOB/ Hospital number on the sample will result in the sample being rejected 
Hand labelled sample bottle must include - first name, surname, DOB, hospital number, NOT NHS NUMBER
Sample and request form – both sample and request form must be signed, dated and , timed by person who performed the  venepuncture and patient ID at bedside . Do not use initials of your name as a signature on the sample bottle and ICE request form as this will result in the sample being rejected as it does not meet the sample acceptance criteria
Positive Patient ID is vital. In- patients must be wearing a patient identity wrist band. No wrist band – no sample
ICE request form should ideally be printed prior to sampling episode where possible and used to confirm positive patient identity against patient ID wristband 
NICU Doctors L&D 
Neonates transferred from other hospitals will arrive with mother’s sample for compatibility testing. Complete contingency ICE Blood Transfusion Request form (Intranet>Blank forms and Sheets>Contingency Forms>ICE Forms) to match sample, add baby’s addressograph on the bottom of the request from to link baby to mother. If available add any known transfusion history into the clinical history. 
3 points of ID on the sample and request for must match: full name, DOB, and medical number (transferring hospital medical number if sample is labelled with this or hospital number if mum’s sample is bled in NICU (NHS number is acceptable if mum does not have a L+D hospital number). 
Hand labelled sample with the name e.g. baby New, twin 1 New, twin 2 New etc. If the baby has a name change a new group sample needs to be sent to blood bank.  
Sample size
 0-4 months - neonatal pink bottle  
[image: 892c3d49-fa4f-4c69-8cfa-7abc1c6027e6@eurprd08]
4 months to 5 years  - FBC purple bottle with black lid
[image: Image result for vacuette group and save bottles]
From 5 years to adult - EDTA 6ml pink bottle  
[image: Image result for vacuette group and save bottles]

Baby blood group (1 result can be from Cord blood group result) 
Baby’s blood group needs to be confirmed on 2 occasions prior to release of blood from blood bank 
Mother and baby samples must both be tested prior to provision of fully crossmatched blood.
After 120 days post-delivery 3mL paediatric FBC sample must be sent for Group and Antibody Screen

















Points to consider when requesting Group and Save / XM requests on ICE 
Identifying Transfusion History (include on clinical information on ICE Request form)
1 .Has the patient been pregnant or transfused in the last 3 months? YES / NO
If YES to transfusion or pregnancy in last 3 months the patient needs to have group and save sample done within 48 hours of transfusion starting as the group sample is only valid for 72 hours from time of phlebotomy event and transfusion of any cross matched red cells requested must also be completed in their entirety within 72 hours of the phlebotomy event. 	
2. Does the patient carry a NHSBT alert card stating they have history of blood group antibodies require irradiated blood? YES / NO
If YES contact blood bank to discuss cross match requirements and confirm date products required   
3. Has the patient ever had a blood transfusion? YES / NO  
If YES  has the patient ever had any adverse reaction to a blood transfusion?   
If YES discuss case with consultant haematologist on call in order to formulate transfusion plan.
Identifying Special Blood Requirements (include on clinical information on ICE Request form)
4. Do any of these conditions or therapies apply currently or historically?
a) Hodgkin’s Lymphoma YES / NO  
b) Chronic GvHD (Graft v Host Disease) YES / NO   
c) T‐lymphocyte‐associated immunodeficiency YES / NO   
d) Taking purine analogue drugs (fludarabine, cladribine, bendamustine and pentostatin) YES / NO   
e) Bone Marrow Transplant / Transplant Conditioning YES / NO   
f) Immunotherapy treatment for Leukaemia (CAR‐T Therapy) YES / NO   
g) Neonate with previous Intrauterine Transfusion YES / NO   If YES to any of the above refer to Guidance on Irradiated/CMV- blood (on ICE) and if unsure contact on call Consultant Haematologist to discuss. If irradiated blood products required contact blood bank to order as irradiated units are not routinely stocked in blood bank.
5. Is the patient to be transfused whilst pregnant YES / NO  
 If YES add that patient is pregnant in clinical details on ICE request form and add as a diagnosis on ICE drop down options and request CMV-ve red cells for any crossmatch units requested 	
6. Is the patient less than 1 year old? YES / NO  
If YES request CMV negative red cells for any cross match units requested









Emergency Requests for Blood and Blood Products L&D 
Activate the Major Haemorrhage Protocol in emergency life threatening bleeds as follows via switchboard and refer to Major Haemorrhage Pathway (Intranet)
2222 Adult Major Haemorrhage and state location (any area outside obstetrics)
2222 Major Obstetric Haemorrhage and state location (all areas within obstetrics)
2222 Paediatric Major Haemorrhage and state location
2222 Neonatal Major Haemorrhage and state location
2222 Trauma Major Haemorrhage and location
Initial response: 2 units compatible RBC. Group O supplied until ABO confirmed on 2nd sample
Anticipate need for further blood components – order primary pack if required ( primary pack includes x5 RBC’s and 4 FFP ) 
Consider use of Tranexamic Acid
Communicate with Blood Transfusion Lab on Major Haemorrhage Mobile 07580 971564 during active Major Haemorrhage, request secondary pack via this mobile number , x5 RBC’s, x4 FFP, x1 pool platelets and 1 ATD cryoprecipitate )    
Blood collection and delivery is performed by trained and competency assessed PORTERS only who will go directly to blood bank on receipt of 2222 MH alert and wait to be advised what blood components required in clinical area
Clinical advice is available 24/7 from the consultant haematologist on call via switchboard
Prescription of Blood and Blood Products at L&D 
Before prescribing the components assess the patient’s risks for transfusion overload, and confirm patient consent
Where possible consider prescribing single units for the non-bleeding patients and reassess Hb to assess if further transfusion appropriate  
· Prescribe red cells on green IV prescription sheet e.g. 
Adults : stat, 2 ,3 hours etc. with maximum 3.5 hours
Children : 5ml/kg/hour (unless there is active major bleeding ) with a maximum rate of 150ml/hr (Desired Hb - Actual Hb) x weight x 4                                                   
                           10

Consider body weight dose for patients under 50kg :
i.e. patient Hb 60 and you need to achieve Hb 80 so it’s the incremental rise in HB required x weight x 4 and total divided by 10 e.g. 20 x 35 x 4 divided by 10 = 280mls which is then prescribed as 1 unit in adults and as a total volume of 280mls in a child.
Average volume of a bag of red cells is 250mls and average volume of a bag of FFP is 200mls 
· Prescribe FFP on green IV prescription sheet e.g. 
patients weighing < 70kg : calculated as 15ml/kg run each unit over 30 minutes
patients weighing > 70kg : 4 units as an adult therapeutic dose run each unit over 30 minutes
children : a typical transfusion volume for FFP : 15-20 ml/kg and transfusion rate of 10-20 ml/kg/hr
· Prescribe single unit of platelets on green IV prescription sheet e.g.
adults : 1 unit and time to run over 30 minutes
children <15Kg : typical transfusion volume of platelets : 10-20 mL/Kg
children ≥15 kg : request and prescribe 1 unit at a rate of 10-20 mL/kg/hr (see MH guidelines poster flowchart for dose in emergency response)
Trust Transfusion Consent Form (on ICE) 
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CONSENT FORM





Blood Transfusion NICE Guidance (NG24)
For every transfusion event: Provide verbal and written information to patients who may have or who have had a transfusion and their family members or carers (as appropriate), explaining:
· The reason for the transfusion.
· The risks and benefits.
· The transfusion process.
· Any transfusion needs specific to them.
· Any alternatives that are available and how they might reduce their need for a transfusion.
· That they are no longer eligible to donate blood
Every single blood product transfused should be a separate clinical decision. Transfuse 1 unit and review.

Consent is required for all routine transfusions; emergency transfusions will need to be discussed retrospectively with record in medical notes   
Consent is valid for an entire hospital stay unless patient’s condition changes. Consent will need to be obtained to address changing risks and benefits.
If patient does not have capacity to consent a valid Mental Capacity Act (MCA) form / Consent for 4 must be completed as appropriate. The Blood Transfusion Consent form must be completed.
Surgical consent from covers transfusion consent for 24hours from surgical time as long as Blood Transfusion box is ticked
Patient / carer / legal-guardian should be made aware that once transfused, eligibility to be a blood donor is no longer possible
File signed consent from in medical notes – nurses will not administer blood without valid consent form 
Transfusion Associated Circulatory Overload (TACO)
For every unit prescribed, refer to the TACO checklist at prescription (found in the consent form in patient notes) and prescribe accordingly in order to reduce the patient risk of Transfusion Associated Circulatory Overload 
	All patients requiring a transfusion must be informed of the risks and benefits of the transfusion ideally prior to the transfusion where possible, and the following information should be discussed:
I can confirm that I have discussed: 

	Type(s) of blood component being prescribed
	Product(s) prescribed:

	Benefits of or need for transfusion
	Please state benefits and the need for transfusion: 

	Possible alternatives to transfusion
	Please state what these alternatives are: 

	I can confirm that I have discussed the four main risks of transfusion and their mitigations                           Please confirm by ticking the box that the discussion has been had

	· Human Error / Systems Error  
The risk of patient misidentification at critical steps (Right Patient- Right Blood)
· Mitigate 1
· Positive patient identification must be performed
· If possible involve your patient in the checking process by asking them to tell you their name and date of birth
· Blood samples must be labelled at the patient’s side
· Blood components must be checked at the patient’s side
	

	· 
	

	· Transfusion Associated Circulatory Overload
Higher risk in children, elderly, low body weight, and cardiac / respiratory / renal impairment
· Mitigate 2
· Perform a formal pre-transfusion risk assessment for TACO
· Monitor fluid balance. Consider diuretics for those at risk.
· In stable non-bleeding adults, authorise one unit at a time according to body weight
· For patients at risk, transfuse over 3.5 hours, request more frequent observation of oxygen saturations
· Encourage your patient to report any breathlessness within 24 hours of transfusion
	

	· 
	

	· Adverse Immune Responses
· Mitigate 3
· Enquire regarding previous transfusion history
· Patients are screened for antibodies to red cells (unless emergency)
· Observations are recorded by nurses, reviewed and referred to doctor if required
· Encourage your patient to report any symptoms e.g. feeling hot or cold, shaking, pain, itching, rash and/or if something feels wrong
	

	· 
	

	· Transfusion Transmitted infection
Blood donations are screened for HIV, hepatitis (B,C and E), HTLV and syphilis
Risk of infection is very low however there will always be a small risk associated with transfusions
· Mitigate 4
· Strict adherence to cold chain compliance
· Nurses will prepare your patient for transfusion before the blood component is collected by the porter
· Strict adherence to Infection Control Policy e.g. Intravenous access devices.
	

	
	

	I have provided the Patient / Parent / Guardian with the most relevant NHSBT Patient Information Leaflet as part of the consent process, allowing the Patient to read it and ask any questions.
	

	
	

	I have informed the Patient / Parent / Guardian that following a blood component transfusion, he / she will currently not be eligible to donate due to the theoretical risk of vCJD (no matter how small the risk – the patient should be advised of this.
	

	
	

	I am satisfied that the Patient / Parent / Guardian understands and accepts that without the blood component there could be a risk of a serious long term injury or a life threatening injury that might be avoided by the administration of blood and/or blood components.
	

	
	


	
	
	

	Identifying Transfusion History (include in Transfusion Laboratory Request)

	YES   NO   Has the patient been pregnant or transfused in the last 3 months?
YES   NO   Does the patient carry a card stating they have blood group antibodies or require special blood?
YES   NO   Has the patient ever had a blood transfusion?
                   If YES                 Has the patient ever had any adverse reaction to a blood transfusion?    YES   NO   

	

	Identifying Special Blood Requirements (include on Prescription and  in Transfusion Laboratory Request)

	

	
Do any of these conditions or therapies apply currently or historically:
YES   NO   Hodgkin’s Lymphoma
YES   NO   Chronic GvHD (Graft v Host Disease)
YES   NO   T‐lymphocyte‐associated immunodeficiency
YES   NO   Purine analogue drugs (fludarabine, cladribine, bendamustine and pentostatin)
YES   NO   Bone Marrow Transplant / Transplant Conditioning
YES   NO   CAR‐T Therapy (Immunotherapy treatment for Leukaemia
YES   NO   Neonate with previous intrauterine transfusion history

	If yes to any: check if irradiated blood component is required. Request and prescribe if needed e.g. “Irradiated platelets” 
Refer to irradiated information on Intranet or ICE. Complete Notification of Special Requirements Form if first encounter - hand deliver to Blood Transfusion Lab, send a copy to Evolve for Alerts, and keep a copy in medical notes.

	

	Is the patient:
YES   NO   To be transfused whilst pregnant
YES   NO   Less than 1 year old

	If yes to either: request and prescribe CMV negative e.g. “CMV negative RBC” 

	
	

	Other Special Requirements

	· Blood Warmer (cold agglutinins disease)                Washed blood (IgA deficiency)

· HLA Matched (known HLA antibodies)                   Other  (please state)                                                 

	

	Identifying Risk of Transfusion Associated Circulatory Overload (TACO) for Adults and Children 
NOT FOR NEONATAL AREAS

	Red cell transfusion (for non-bleeding patient) 

	[image: ]Heart
	
	Does the patient have a diagnosis of ‘heart failure’ congestive cardiac failure (CCF), severe aortic stenosis or moderate to severe left ventricular dysfunction? 

	
	
	Is the patient on a regular diuretic?

	
	
	Does the patient have severe anaemia?

	

	[image: ]
Lung
	
	Is the patient known to have pulmonary oedema?

	
	
	Does the patient have respiratory symptoms of undiagnosed cause?

	

	
[image: ]Fluid balance
	
	Is the fluid balance clinically significantly positive? 

	
	
	Is the patient on concomitant fluids (or has been in the past 24 hours)?

	
	
	Is there any peripheral oedema?

	
	
	Does the patient have hypoalbuminaemia?

	
	
	Does the patient have significant renal impairment?

	

	

If 1 or 
more 
risks identified:


3 Ways to 
Reduce
Risk:
	1
	Review the need for transfusion (do the benefits outweigh the risks?)

	
	2
	Can the transfusion be safely deferred until the issue can be investigated, treated or resolved?

	
	3
	Consider body weight dosing for red cells (especially if body weight <50Kg). 
N.B. Use body weight dosing for ALL neonates and young children.(Desired Hb [g/L] - Actual Hb [g/L]) x Weight (Kg)  x 4                                Factor of 3, 4 or 5 may be used 
                                  10                                                                       (4 is reasonable to avoid over transfusion)




· Transfuse one unit (red cells) and review symptoms of anaemia.
· Measure the fluid balance.
· Consider giving prophylactic diuretics.
· Monitor the vital signs closely including oxygen saturation.



Transfer of Blood Components out of the Trust
· Inform blood bank with the request to send units of blood/ blood component with a patient to another hospital, giving details of the destination hospital
· If blood components are in your clinical area return to blood bank immediately for packing ready to transport. If there is no transport certificate the receiving hospital will discard the units
· Ensure that the patient has a wristband in situ stating the patient’s hospital number, date of birth and name (if known) and organise porter to collect blood transfer box as close to transfer time as possible  
· Ensure that the lid on the validated blood transfer box remains firmly sealed at all times. If blood is removed for transfusion during transfer then replace the lid immediately, blood is suitable for transfusion for up to 4 hours from within the box as long as the lid has been kept shut, bring back blue trace safe label. 
· Note the Trust policy for administration of blood components must be adhered to if transfusing en route; therefore consideration must be given to which staff member will be escorting the patient in the event that transfusion may be required during transfer
· On arrival at the destination hospital the blood component transport box must be handed over to a qualified member of staff, if possible bring back the L&D transport  box 

Blood Transfusion Associated Documents on the L&D Trust Intranet under Guidelines 
· CG14 : Safe Administration of Blood and Blood Components  
· CG375 : Major Haemorrhage in Adults, Children and Neonates and procedure for obtaining Blood and Blood products in an Emergency
· CG436 : Reversal of anticoagulation and management of bleeding in adult patients on warfarin or DOAC’s
[image: ]Transfusion Reactions Investigation Form on ICE 











Transfusion ReactionsObserving Patient for Transfusion Reaction See Transfusion Reaction Pathway on Intranet
Observe:
· Patient’s NEWS2 changes with transfusion in progress
· Patient reports new isolated symptom / sign during transfusion 
e.g. fever, chills, rigors, hypertension, hypotension, collapse, flushing, urticarial, pain (muscle/bone/chest/abdominal) respiratory distress, hypoxia, nausea, acute bleeding (nose/rectum/bladder/wounds), severe anxiety or sense of  impending doom, mouth or throat tingling (angioedema) breathlessness or noisy breathing (stridor / wheeze), skin rash or itch  general malaise
· Patient develops new respiratory symptoms within 12 hours of transfusion (or other signs/symptoms within 24 hours of transfusion).
Escalate:
· Severe: Life Threatening: Cardiac Arrest Call / Medical Emergency Call / Fast Bleep Dr 

· Moderate: Temperature more than 2⁰C from baseline or more than 39⁰C and/or other symptoms (not pruritus/rash only): Medical Emergency Call / Fast Bleep Dr / Arrange urgent clinical review

· Mild: Temperature increase less than 2⁰C (under 39⁰C) and/or pruritus/rash only: Arrange urgent clinical review / inform clinical team, obtain treatment plan and document in patients notes yourself
If transfusion is ongoing - Blood Administration Trained nurse to re-perform bedside checks and document outcome in notes
Act:
· Severe reaction: Discontinue transfusion with careful risk assessment that major haemorrhage is NOT the underlying cause of reaction. Maintain venous access. Give Oxygen. Initiate resuscitation – ABC. Monitor patient temperature, BP, pulse, urinary output, and O2 saturations. Fluid resuscitate as appropriated guided by BP, pulse, urinary output (catheterise if necessary). 

· Moderate Reaction: Stop transfusion temporarily and maintain venous access. 
Reviewing Dr to decide if symptoms are consistent with underlying condition or transfusion history. 
· If consistent, transfusion may be continued at a slower rate and appropriate symptomatic treatment e.g. antibiotics, paracetamol, antihistamines etc. 
· If not consistent, Dr must discuss patient with consultant haematologist to determine plan for management and investigation.
Severe and Moderate Transfusion reactions during Major Haemorrhage: Every effort should be made by the reviewing Dr to discuss the patient with the consultant haematologist at the time of the reaction. As a minimum, Dr should request to swap unit to an alternative donation and investigate reaction (risk assessing transfusion continuing without underlying cause of reaction being determined). Consultant Haematologist’s plan for management and investigation must be sought and acted upon as soon as possible.
· Mild Reaction: Stop transfusion temporarily and maintain venous access.
Reviewing Dr to decide plan - transfusion may be continued at a slower rate and appropriate symptomatic treatment e.g. antibiotics, paracetamol, antihistamines etc. 
Investigate:
If Consultant Haematologist determines a reaction to be moderate or severe and transfusion related, it must be investigated using their plan as documented by the reviewing Dr, and a DATIX must be completed
· Print off Transfusion Investigation form from ICE and arrange a Porter to take unit to Blood Transfusion Laboratory (7217 or Bleep 553)


· Fill in the paper form and complete a Datix.
· Send to the laboratory for investigation: the paper form, the samples taken by the Dr in the plan from the Consultant Haematologist (ICE Transfusion Reaction Test group) and all empty blood bags transfused to the patient.











Use of OCTAPLEX - Coagulation factors 2, 7, 9, 10
Indicated for:
· Reversal of warfarin therapy or Vitamin K deficiency in patients exhibiting major bleeding manifestations
· Reversal of warfarin therapy or vitamin K deficiency in patients requiring urgent (<6 hour) surgical procedures 
· Octaplex should only be administered to patients with an INR greater than 1.5.on oral anticoagulation therapy
· Consultant authorisation required for release from blood bank for suspected or confirmed haemorrhage, order dose directly from blood bank. 
· 3000iu available in ED for patients on warfarin with suspected or confirmed bleeding. Dosed under authorisation of the local consultant.
· For reversal of Direct Oral Anticoagulation (DOAC) e.g. Apixaban, or if patient is not bleeding (pre-procedure) discuss with Consultant Haematologist on call 
· Prescribe at 60ml/hr for 5 minutes then increase to maximum of 180ml/hr if tolerated  
· [image: ]Request INR check within 15 minutes of end of infusion 	to assess if a mop up dose required








* https://intranet.ldh/wp-content/uploads/2020/01/CG436-Reversal-of-anticoagulation-Warfarin-Heparin-NOACs-July-2017v1.pdf












	[image: ]Indications for the use of Irradiated and CMV Negative Blood Components

Emergency provision of red cells or platelets must not be delayed by sourcing irradiated components for patients. Where non-irradiated products are used in this setting due to urgency, this should be recorded and clinical observation of TA-GvHD over the next 6 weeks

	Irradiated Blood Components
	

	Indication
	Duration of Requirement

	Patients receiving transfusions from a first or second degree relative
	For each transfusion episode

	For intrauterine transfusions (IUT) and neonatal exchange blood transfusions (EBT) 
For neonatal top-up transfusions of red cells and platelets following IUT
	Until 6 months post expected delivery date

	Patients with known or suspected severe congenital T-lymphocyte immunodeficiency syndromes, such as DiGeorge or CHARGE syndrome
	Once diagnosis of severe T-lymphocyte immunodeficiency has been suspected, irradiated components should be given whilst further diagnostic tests are undertaken

	Recipients of allogeneic haemopoietic stem cell transplantation (HSCT) 


	From the start of conditioning therapy until all of the following criteria is met
1. >6months post-transplant, 2. Lymphocyte count is >1.0x109/L, 3. Patient is free of active chronic GvHD and 4. Patient is off all immunosuppression

	If chronic GvHD is present or the patient is taking immunosuppressants
	Indefinitely

	BMT/PBSCT donors (for allogenic transplantation)
	For 7 days prior to or during the harvest
From the start of conditioning therapy until 3 months post-transplant (6 months if total body irradiation was used in conditioning

	Recipients of autologous stem cell transplantation (ASCT)
	For 7 days prior to or during the harvest
From the start of conditioning therapy until 3 months post-transplant (6 months if total body irradiation was used in conditioning

	Patients with Hodgkin Lymphoma – at any stage of the disease
	Indefinitely

	Patients receiving purine analogues (e.g. fludarabine, cladrabine, bendamustine, and pentostatin
	Indefinitely

	Patients with a haematological diagnosis receiving alemtuzumab
Patients with aplastic anaemia receiving ATG or alemtuzumab
Patients with rare types of immune dysfunction conditions receiving ATG
	Indefinitely

	CAR-T cell treatment including peripheral blood lymphocyte collection and infusion
	For 7 days prior to or during the harvest and until 3 months post-infusion

	Cytomegalovirus (CMV) negative blood components
CMV negative RBCs and Platelets are automatically provided by the laboratory when diagnosis on the request form is “pregnant/antenatal” AND to neonatal based on their age

	Indication
	Duration of Requirement

	IUT and neonates
	Up to 28 days post expected delivery date

	Elective transfusions during pregnancy
	Where possible for duration of pregnancy(not during labour or delivery)



IRRADIATION NOT ROUTINELY INDICATED :
· Routine transfusion of RBCs or Platelets to preterm or term infants
· Patients with aplastic anaemia
· Adult patients or children treated for acute leukaemia or NHL (including CLL unless treated with alemtuzumab)
· Treatment with rituximab unless this is indicated for a different reason (underlying diagnosis, type of component or previous treatment)
· Patients undergoing solid organ transplantation who have received alemtuzumab or ATG as induction therapy or for treatment of graft rejection
· Following treatment with alemtuzumab using the schedule currently recommended for MS or vasculitis
· Infants or children with temporary defects of T‐lymphocyte function as the result of a viral infection
Neonates and infants with suspected immunodeficiency syndromes if the T‐lymphocyte count is >400 cells/μl, of which 30% are naive T lymphocytes
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TACO Checklist ¢ °°

Red cell transfusion

leeding patients

Does the patient have a diagnosis of ‘heart
failure’ congestive cardiac failure (CCF),
severe aortic stenosis, or moderate to
severe left ventricular dysfunction?

s the patient on a regular diuretic?

Is the patient known to have pumonary
oedema?

Does the patient have respiratory
symptoms of undiagnosed cause?

s the fluid balance cinically significantly
positive?

Is the patient on concomitant fluids (or has
been in the past 24 hours)?

Is there any peripheral oedema?

Does the patient have hypoalbuminaemia?
Does the patient have significant renal
impaiment?

If ‘yes’ to any of these questions

 Review the need for transfusion (do
the benefits outweigh the risks)?

 Can the transfusion be safely
deferred until the issue can be
investigated, treated or resolved?

 Consider body weight dosing for red
cells (especially if low body weight)

« Transfuse one unit (red cells) and
review symptoms of anaemia

 Measure the fluid balance

« Consider giing a prophylactic
diuretic

 Monitor the vital signs closely,
including oxygen saturation

Due to the differences in adult and neonatal physiology, babies may have a different
risk for TACO. Calculate the dose by weight and observe the notes above.
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Red cell transfusion

TACO Checklist ¢ on-bleeding patients
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failure’ congestive cardiac failure (CCF),
severe aortic stenosis, or moderate to
severe left ventricular dysfunction?

Review the need for transfusion (do
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Is the patient on a regular diuretic?

Can the transfusion be safely
deferred until the issue can be
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Is the patient known to have pulmonary
oedema?

Does the patient have respiratory
'symptoms of undiagnosed cause?

Consider body weight dosing for red

cells (especially if low body weight)
Transfuse one unit (red cells) and
review symptoms of anaemia
Measure the fluid balance
Consider giving a prophylactic
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positive?

Is the patient on concomitant fluids (or has
been i the past 24 hours)?

Is there any peripheral oedema?
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Due to the differences in adult and neonatal physiology, babies may have a different
risk for TACO. Calculate the dose by weight and observe the notes above.
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Acute transfusion reactions (ATR) T L

Telephone numbers: Transfusion laboratory 7217/ bleep 553 Haem. consultant on call via switchboard

Is my patient having an acute transfusion reaction? Features may include:
fever, chills, rigors, tachycardia, hyper- / hypo-tension, collapse, flushing, urticaria, pain (bone, muscle, chest, abdominal), respiratory distress, nausea, general malaise

STOP THE TRANSFUSION — Assess (rapid clinical assessment), Check (patient ID / blood compatibility label), Inspect (look for turbidity, clots, discoloration)

Evidence of life threatening problems? Airway / Breathing / Circulatory problems, and/or wrong blood given and/or evidence of contaminated unit?

Inform medical staff

Severe or life threate

. ﬁ:;;’ oo '“:‘:‘i""A:E('p Moderate Mild
esuscta « Temperature > 39°C or ise  2°C and/or « Isolated temp 38-39°C or rise 1-2°C
O M IE NS T3ETED « Other symptoms (not pruriis / rash only) « Pruritis / rash only
« Monitor patient, eg. TPR, BP, urinary output, O, saturations
« Fluid resuscitate (normal 0.9% saline) as appropriate guided I T
by BR, pulse, urine output (catheterise f necessary) 5
T I E T TS £ 5 Ry e OGS I

« Monitor patient more frequently, © i R iy
TPR, BP, O, saturations, urinary output IR
9 2 L0y  If symptoms worsen, manage as
for moderate / severe reaction

« Iflikely anaphylaxis / severe allergy; follow anaphylaxis pathway

« If bacterial contamination likely follow sepsis pathway

« If haemorhage likely to be causing hypotension fluid resuscitate / Not consistent with
continue transfusion condition or history

 Consider if Transfusion Associated Circulatory Overload likely Consider bacterial
contamination and undertake

appropriate investigations

Consistent with
condition or history
Consider continuation of
transfusion at slower rate
and appropriate symptomatic
treatment

Continue transfusion

Document in notes.
Report only if
recurrent

Discontinue transfusion

Report urgently to transf oratory
for review at HTC and report to SHOT/MHRA as appropriate

If transfusion related

If transfusion is discontinued, DO NOT discard unit but return with administration set to transfusion lab
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Acute transfusion reactions (ATR) T L

Safe transfusion practice — Be careful, be vit

All patients who have a blood component transfusion are at risk of an ATR

« Patients receiving a transfusion must be in a ciinical area monitored by trained staff competent to manage transfusion and ATR

« Check ‘Right patient, right blood'. Confirm patient identity with patient, check patient ID band check component compatibiity label
Inspect:  Examine component bag for abnormal appearance (clumps, particles or discolouration). Check IV cannula site for infection
Monitor: Measure patient’ vital signs before transfusion, during transfusion and after transfusion
Inform:  Ask patient to report any new symptoms or signs during transfusion and within 24 hours of transfusion

Signs and symptoms of ATR

« Fever, chills, rigors * Myalgia © Nausea  Mouth or throat tingling or swelling (angioedema)
« Hypotension « Hypoxia « Acute bleeding from mouth, rectum, bladder, wounds  « Breathlessness or noisy breathing (stridor or wheeze)
« Pain « Signs of analphylaxis  * Severe anxiety or sense of impending doom « Skin rashes or itch

Management

Stop transfusion immediately « ABC = Oxygen * Get medical help urgently

* Wheeze « Hypotension Anaphylaxis pathway  FBC, U&E, LFT, coagulation screen
- «Sweling = Collapse Give intramuscular adrenaline « First urine sample (haemoglobin)
viaxs «Pain Consider « Repeat blood group screen and save
chlorpheniramine » hydrocortisone » salbutamol « 10A level (EDTA)
* Fever * Anxiety IV saline o Senahl madzl celil nym:ese at time.
. N N N 0, 3h, 2 tul
ABO incompatibilty «Rigors «Pain Sepsis pathway (f sepsis) (=i Es)

« Blood cultures (if sepsis suspected)

or sepsis (infection) «Tachycardia  + Breathlessness 1V broad spectrum antibiotics f sepsis
o ntechn Ve P (i sepsis) o G o O i s

* Hypotension

* Acute breathlessness Furosemide (if TACO)

TACO or TRALI « Hypoxia
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Telephone numbers: Transfusion laboratory 7217/ bleep 553 Haem. consultant on call via switchboard
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Safe transfusion practice — Be careful, be vit

All patients who have a blood component transfusion are at risk of an ATR

« Patients receiving a transfusion must be in a ciinical area monitored by trained staff competent to manage transfusion and ATR
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Management of bleeding in patients on Warfarin/DOACs*

D

oes the patient have life. limb or si
e.g. intracerebral bleed, intra-ocular bleed, retroperitoneal haemorrhage, muscle bleed with compartment syndrome,
massive gastrointestinal haemorrhage, uncompensated bleeding from any orifice with developing shock

ht-threatening bleeding?

Follow
Protocol*

« Follow measures for major bleeding

« Stop warfarin and check Coagulation screen and FBC.

« Give vitamin K 5 - 10mg by slow IV administration

« Give Octaplex 25-50 iU/Kg based on initial INR

(maximum 3000 iU /dose)

« Recheck INR and FBC immediately after infusion to see if
mop up dose is required

* Recheck INR at 6 hours

«Don't wait for INR result if patient is bleeding or suspected to have a
bleed.

«Octaplex (Prothrombin Complex Concentrate) 500 iU / vial is available from
blood transusion lab.

«In case of ife-threatening bleeding,Octaplex can be authorised by the
consultant looking after the patient with retrospective discussion with
consultant haematologist on call.

«If Octaplex is to be administered for emergency surgery or urgent invasive
procedures, contact Haematologist on-call.

»(_On DOACs

+ Follow measures for major bleeding

+ Stop DOACs and contact on-call haematologist
+ Check FBC, Coagulation screen, Liver function
test and Renal function test.

+ Document last dose amount and time taken

+ Document the presence of pre-existing renal or
hepatic impairment.

« Consider activated charcoal

+ Consider Octaplex for major bleeding
associated with apixaban, rivaroxaban,
edoxaban as no current reversing agent.

+ Consider idarucizumab (Praxbind) for major
bleeding associated with dabigatran, if
idarucizumab is not available, consider Octaplex.
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