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What? 

Acute Transfusion Reactions (ATRs) 

occur <24 hours post transfusion.

ATRs can present after only a small 

volume of blood is transfused. 

HOWEVER,  they can present up to 

several hours post transfusion.  
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• ATRs include the following: 

• Febrile Non-Haemolytic Transfusion Reactions.

• Haemolytic Transfusion Reactions

• ATR rates of 0.5–3% of transfusions are commonly quoted. 

• The risk of a febrile, allergic or hypotensive reaction is 
1:7704.

• The risk of a haemolytic reaction is 1:57,425. 

• Platelets are the components with the highest number of 
reported reactions per 10 000 transfusions

What? 
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Symptoms

Nausea

Angioedema 

Pain 

Hypo- or 

Hypertension

Rigors

Urticaria 

Dyspnoea

Fever
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Differential 
Diagnosis

Transfusion-

associated 

circulatory 

overload (TACO)

Transfusion-

associated 

dyspnoea (TAD)

Allergic 

Reaction 

Transfusion-

associated acute 

lung injury (TRALI) 

Bacterial 

transfusion-

transmitted 

infection

Acute 

Haemolytic 

Transfusion 

Reaction
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• Patients with ATR can 
have complex symptoms 
and signs. 

• Many features have 
multiple differential 
diagnoses. 

• Studies show that in 
cases of patient 
deterioration the link to 
the transfusion is not 
always recognised. 

• Pulmonary 
complications are 
often missed. 

Recognising 
Reactions



8 | 17/03/2024

• Recognition is ESSENTIAL for patient safety. 

• Transfusion reaction guidance is included in all local 
transfusion policies. 

• Mandatory training for clinical and lab staff is 
recommended. 

• All patients should be transfused in clinical areas where they 
can be directly observed. 

• Staff present should be trained in administration and 
management of transfusions. 

Recognising 
Reactions
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Recognising A 
Reaction: Next 
Steps. 

Managing transfusion reactions is dependent on an 

array of factors including: 

• Severity of reaction and patient condition. 

• Risks associated with not continuing the transfusion. 

Management, including the decision to restart the 

transfusion, is directed by symptoms. 

You should ALWAYS stop the transfusion at the FIRST 

sign of a transfusion reaction. 
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• Core identifiers (name, NHS number etc.) MUST 
be checked immediately. 

• Do they correspond with those on the 
blood component compatibility label?

• Has the right blood gone into the right 
patient?

• The component must be examined. 

• Unusual clumps, particulate matter, or 
discolouration. 

• Suggestive of bacterial contamination. 

Managing a 
Reaction
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Treating a 
Reaction: Mild 
to Moderate

Mild Symptoms

• Temperature rise of 1-2oC 

>38oC but <39oC. 

• Pruritus/Rash only.

Moderate Symptoms

• Temperature >39oC or >2oC.

• Angioedema and bleeding.

• Severe anxiety and pain.

Management. 

• Transfusion can continue 

under direct supervision. 

Febrile cases can receive 

paracetamol, and allergic 

reactions may benefit from 

antihistamines. 

Management

• Consider causative 

comorbidities.

• Switch to a new unit. 

• Patients may require drug 

management depending on 

severity and symptomology. 
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Severe Symptoms

• Hypotension and shock. 

• Anaphylaxis

• Severe dyspnoea.

Treating a 
Reaction: 
Severe

Management

Medics should be contacted, and the patient treated as critically 

ill. 

• Venous access should be maintained with intravenous 

physiological saline.

• High-flow oxygen should be given for severe dyspnoea. 

• Salbutamol can be given for wheeze without upper airways 

obstruction. 

• Intramuscular Adrenaline is given to patients in anaphylaxis. 
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• Units should ALWAYS be returned to the laboratory. 

• This ensures teams can complete investigations. 

• Testing is only REQUIRED for Moderate and Severe 
Reactions. 

• Testing takes time; patients should be managed 
empirically at the time of the reaction. 

• The result of testing MAY help guide future 
transfusions and management. 

Investigations

Moderate and Severe Reactions MUST be reported to 

MHRA. 

The first step of this is to complete a DATIX/Safety Learning 

Event. 
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Paperwork!
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Investigations

Reaction Type Testing. Differential. 

All • Full blood count 

• Renal/Liver function 

• Establishing Severity 

and end organ damage. 

Febrile and 

Haemolytic

• Compatibility and DAT

• LDH and Haptoglobin

• Coagulation screen

• Unit/Patient cultures.  

• Incompatible unit.  

• Contamination e.g., 

bacterial. 

Anaphylaxis • IgA and Anti-IgA levels 

• Serum Tryptase 

• X-rays 

• O2 saturation

• IgA Deficiency

• Allergies

• TACO

• TRALI

• TAD
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Investigations
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Further 
Management

Febrile Non-Haemolytic Reactions

Mild

• Consider a trial of premedication 

with oral paracetamol given 1 h 

before transfusion.

• Consider NSAIDs in patients with 

predominant chills or rigors

• Risks of medication against the 

severity of reaction should be 

assessed. 

Moderate/Severe 

• Premedication as per Mild 

symptoms. 

• Recurrent febrile reactions 

despite premedication should 

be managed with  a trial of 

washed blood components.  

There is no role for prophylactic antihistamine or corticosteroids in 

the absence of allergic symptoms.
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Further 
Management

Allergic Reactions

Mild

• There is no evidence 

to support routine 

prophylaxis with 

antihistamines or 

corticosteroids. 

• Alternative causes such 

as allergy to drugs or 

latex gloves should be 

excluded. 

Moderate/Severe 

• If prior reactions were to apheresis 

platelets, pooled platelets should be 

considered. 

• Consider antihistamine prophylaxis. 

• Routine prophylaxis with corticosteroids 

is not recommended. 

• Transfusion of washed red cells or 

platelets.

• Use pooled solvent–detergent-treated 

plasma. 

• In emergencies, standard components 

should be transfused. There should be 

direct monitoring in a clinical area with 

resuscitation facilities. 
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Further 
Management Repeated Severe Reactions

• Anaphylactic reactions. 

• Recurrent severe febrile reactions within the first 15 mins of transfusion. 

IgA Deficiency identified POST ATR

• Patients should be discussed with a 

specialist in transfusion medicine. 

• Patients should receive washed 

components for elective transfusions.

• Life-saving transfusion should not be 

delayed if these are not immediately 

available. 

• Patients should be closely monitored. 

IgA Deficiency identified 

WITHOUT ATR

• Patients with known IgA 

deficiency (IgA <0.07 g/L) 

should receive standard 

components with a higher 

frequency of monitoring. 

IgA Levels should be measured. 
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