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Transfusion Related Adverse Events Report Form  

1. INTRODUCTION  

1.1 This form is designed to guide staff dealing with a moderate or severe transfusion 
reaction 

1.2 It includes contact numbers for the transfusion laboratory, haematologists and 
Transfusion Practitioners 

1.3 Details of specimens required for investigation of a moderate/ severe reaction are 
included 

1.4  Details of the transfusion, symptoms and clincial observations are recorded 

 

2. PURPOSE 

2.1 To ensure that transfusion adverse reactions are investigated in rapid and robust way 

 

3. SCOPE 

3.1 All staff involved in the transfusion of blood and blood components 
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APPENDIX A: TRANSFUSION RELATED ADVERSE EVENTS REPORT FORM 

Contact Numbers 
PCH Transfusion Laboratory Tel 8451/2 Bleep 1151 (out of hours) 
Hinchingbrooke Transfusion Laboratory Tel 6157 (bleep 1257 out of hours) 
On call haematologist:- bleep via switchboard 
Transfusion Practitioners:- (204) 8422 or (204) 8480 bleep 1256   

Specimens required in the event of a moderate/severe transfusion reaction 
Please send to transfusion immediately with a Transfusion Reaction Investigation request 
form 
7.5 mL EDTA blood sample                      FBC         Remains of all donor bags   
Blood Cultures (if sepsis suspected)        U&E         Coagulation screen   
First urine post reaction                            LFT          LDH, Reticulocytes   
 
On advice of Consultant Haematologist only IgA and serial mast cell tryptase at time 0, 
3h,24h   (plain tube)  
 

Patient Details 

Surname  D.O.B  

Forename  Hospital Number  

Ward/area  Consultant  

 

 

Please indicate any symptoms which are present 

Temperature: -  Baseline =  
                         At time of reaction =           ºC 

Hyper/ hypotension:  Baseline BP= 
                                  BP at time of reaction =  

Rigors Y/N Lumbar pain Y/N 

Tachycardia Y/N     pulse= Soft Tissue swelling Y/N 

Urticaria  Y/N      Vomiting Y/N 

Shortness of breath   Y/N     O2 sats =          Respiratory rate = 

If Transfusion Associated Circulatory Overload (TACO) or Transfusion Related Acute Lung Injury 
(TRALI) suspected, arrange Chest X Ray and notify Transfusion immediately 
Other (please record details) 
 

Transfusion Details- Component being transfused at time of adverse reaction 

Unit Number  Type of product 

Date & Time product collected from blood bank 

Date & Time transfusion commenced 

Date & Time of onset of symptoms  Volume transfused  =            mls 

 
Form completed by: Print Name………………………………………Signature…………………………… 
 
Date completed:………………………………………………Time Completed………...................... 
 
Telephone/bleep number………………………………… 
 
Please confirm that a DATIX has been completed- DATIX event number…………………………… 
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APPENDIX B: QUALITY ASSURANCE CHECKLIST 

CORPORATE GOVERNANCE COMPLIANCE OFFICER’S USE ONLY 

 
 

Y/N/ 
n/a 

COMMENTS 
(to author for amendments) 

1 Title of document 

 Is the title clear and unambiguous  Y  

2 Type of document (e.g. procedure, guidance) 

 
Is it clear whether the document is a procedure, guideline, standard 
operating procedure? 

Y  

3 Introduction 

 Are reasons for the development of the document clearly stated? Y  

4 Content 

 

Is the standard model template used? Y  

Are all sections of the front cover completed? Y  

Is the document in the correct format?  Y  

 Paragraphs numbered consecutively Y  

 Headers: only on front page to contain logo Y  

 Footers: on every page except front page Y  

Are the Version Control numbers correct in the panel and the footer  Y  

Has the Version Control Summary been fully updated with changes? Y  

Are the objectives/aims clearly stated? Y  

Does this document concern the handling, moving or storage of 
personal identifiable or commercially sensitive information? If yes, 
has a Summary Privacy Impact Assessment been completed? 

N/A 
 

Does the document meet the criteria for Second Level approval? N/A  

5 Evidence Base 

 
Is the type of evidence to support the document explicitly identified? N/A  

Are associated documents referenced?   

6 Approval Route 

 
Has email approval been received for change of review date only? Y  

Does the document identify which committee/group will approve it? Y  

 
 

If answers to any of the above questions is ‘no’, then this document is not ready for 
approval, it needs further review. 

 
 
 

It is vitally important that documents are forwarded to the Corporate 
Governance Team after every amendment and approval meeting to ensure 

the most up-to-date version is held by the team at all times. 
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