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Abstract: Blood transfusions have been the cornerstone of life support since the introduction of the
ABO classification in the 20th century. The physiologic goal is to restore adequate tissue oxygenation
when the demand exceeds the offer. Although it can be a life-saving therapy, blood transfusions
can lead to serious adverse effects, and it is essential that physicians remain up to date with the
current literature and are aware of the pathophysiology, initial management and risks of each
type of transfusion reaction. We aim to provide a structured overview of the pathophysiology,
clinical presentation, diagnostic approach and management of acute transfusion reactions based
on the literature available in 2022. The numbers of blood transfusions, transfusion reactions and
the reporting rate of transfusion reactions differ between countries in Europe. The most frequent
transfusion reactions in 2020 were alloimmunizations, febrile non-hemolytic transfusion reactions
and allergic transfusion reactions. Transfusion-related acute lung injury, transfusion-associated
circulatory overload and septic transfusion reactions were less frequent. Furthermore, the COVID-19
pandemic has challenged the healthcare system with decreasing blood donations and blood supplies,
as well as rising concerns within the medical community but also in patients about blood safety
and transfusion reactions in COVID-19 patients. The best way to prevent transfusion reactions
is to avoid unnecessary blood transfusions and maintain a transfusion-restrictive strategy. Any
symptom occurring within 24 h of a blood transfusion should be considered a transfusion reaction
and referred to the hemovigilance reporting system. The initial management of blood transfusion
reactions requires early identification, immediate interruption of the transfusion, early consultation
of the hematologic and ICU departments and fluid resuscitation.

Keywords: erythrocyte transfusion; blood cell transfusion; anemia treatment; adverse transfusion
reactions; pulmonary complications

1. Introduction

Although blood transfusions can be a life-saving therapy, every transfusion carries a
substantial risk of adverse reactions. In Switzerland (CH), 275,343 blood products were
transfused in 2020, and of these 212,947 were red blood cells (RBC), 35,715 were platelet
concentrates (PC) and 26,681 were fresh frozen plasma (FFP). For all blood products,
a total of 2032 transfusion reactions were reported, of which 1910 were imputed as at
least “possible”. In Switzerland, imputability is considered as follows: 0: not assessable,
1: unlikely, 2: possible, 3: probable, and 4: certain. Of these possible transfusion reactions,
78% were classified as severe or above [1]. Additional data concerning the classifica-
tions of blood transfusion reaction imputability and severity in Switzerland, France (F),
United Kingdom (UK) and Germany (D) are displayed in the Supplementary Material
(Supplementary S1, Tables S1–S5). Despite the postponement of elective surgeries due
to the COVID-19 pandemic, many blood transfusions still had to be performed in 2020.
However, in Switzerland, the previously observed trend continued, with the number of
transfusions decreasing by almost 4% compared to the previous year. Despite this trend,
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the number of hemovigilance reports increased by 18% compared to 2019, highlighting
the rising concern about transfusion reactions as well as the sensibilization of medical
staff to the importance of hemovigilance. This trend is consistent with the years before
COVID-19. For example, in 2017 in Switzerland, 293,069 blood products (226,276 RBC)
were transfused with 1223 (imputability 1–4) reported transfusion reactions, whereas in
2018, 1590 (imputability 1–4) transfusion reactions were reported for 290,599 transfused
blood products (221,100 pRBC) [1–3].

Blood transfusion, even though it is a common procedure in medical settings, remains
an invasive medical act that should not be underestimated. It is imperative that the physi-
cian and the administrator of blood products are aware of the appropriate administration,
the hazards of complications and the risks of the procedure. The aim of this article is to
provide an overview of transfusion complications, to discuss the management of each
transfusion reaction according to the current literature and to compare the epidemiology of
Switzerland, France, Germany and the United Kingdom in terms of executed transfusions,
reporting rates, transfusion reactions and mortality rate per reported incidence.

2. Review Design and Methods

An electronic search in the “PubMed” database from 1943 to 2022 was performed.
The following terms were used in the search strategies: “Transfusion reaction”; “Acute
hemolytic transfusion reaction”; “Febrile non-hemolytic transfusion reaction”; “Anaphy-
lactic transfusion reaction”; “Minor allergic transfusion reaction”; ”Transfusion-associated
circulatory overload”; ”Transfusion-related acute lung injury”; “Massive transfusion-
associated complications”; “Septic transfusion reaction”; “Bacterial contamination blood
transfusion” and “COVID RBC transfusion” in the title and abstract. All articles in the
English, German and French languages were scanned. Furthermore, official hemovigilance
reports from Switzerland, France, Germany and the UK were evaluated. Exclusion criteria
were articles that were written in any language other than English, French or German.
Articles were not included if in the original article was not available in “PubMed”. We
focus here on acute transfusion reactions; delayed transfusion reactions and adverse events
in the donor were not considered in this review. Transfusion-related viral infections, with
exception of COVID-19, were also excluded.

3. Transfusion Reactions
3.1. Epidemiology

In Switzerland, 275,343 blood products (packed red blood cells, platelet concentrates
and fresh frozen plasma) were transfused in 2020, and 2032 (0.74%) reports of adverse
transfusion reactions were evaluated. Of these, 1910 (0.69%) reactions were classified as
possible transfusion reactions (imputability 2–4) and 1486 (0.54%) were classified as severe
or above (grade 2–4, Supplementary S2), with 3 deaths (0.001% mortality per transfused
blood product) [1]. In France, in comparison, 2,806,774 blood products were transfused in
2020. The Agence nationale de sécurité du médicament et des produits de santé (ANSM)
received 9060 (0.32%) reports of adverse transfusion reactions in recipients in total, of
which 7062 (0.25%) were classified as possible transfusion reactions (imputability 1–3)
and 610 were classified as severe or more (grade 2–4), with 5 deaths (0.0002% mortality
per transfused blood product) [4]. The German Paul Ehrlich Institute (PEI) reported the
transfusion of 4,400,164 blood products in 2020, with 921 (0.02%) suspected cases of serious
adverse transfusion reactions. In this case, no detailed information on the imputability was
given in the report, but for 621 (0.014%) cases a causal relationship with the administration
of blood components was confirmed by the PEI, with 7 deaths (0.0002% mortality per
transfused blood product) [5]. In the UK, 2,074,517 blood products were issued in 2020,
with a total of 4063 (0.2%) submitted reports, of which 2881 (0.14%) were included in
the 2020 report. Unfortunately, no information about imputability was available in these
2881 reports. There were 39 deaths (0.002% mortality per transfused blood product) related
to transfusion in the UK in 2020 (imputability 1–3) [6,7].
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Mortality, defined as deaths per total number of transfusions, differs between the
different countries, but so does the reporting rate of transfusion reactions. Table 1 provides
an overview of the total numbers of blood transfusions and transfusion reactions, and their
imputability and severity, as well as the mortality per transfused blood product, the report-
ing rate of adverse transfusion reactions and the death rate per reported event. Germany
especially seems to underestimate the rate of minor adverse events, since hemovigilance
reporting is only required for serious reactions and the PEI only sporadically receives
information on non-serious events, so that these were not included in their evaluation [5].

The numbers presented here for different countries should, however, be evaluated
carefully. Not only do the reporting systems and the designations of imputability differ
from one country to another but also the definition of adverse events. In Germany, for
example, a febrile non-hemolytic transfusion reaction (FNHTR) is defined as a fever ≥39 ◦C
with an increase of ≥2 ◦C compared with the value before transfusion, versus ≥38 ◦C with
an increase of ≥1 ◦C following the definition of the National Healthcare Safety Network
(NHSN) [5,8]. Other authors also noted great variability in transfusion-associated adverse
event rates in different countries, mostly due to passive surveillance, different definitions of
each transfusion reaction and the use of different blood products, underlining the difficulty
of interpretation of these hemovigilance data [9]. The data presented here are displayed
in Table 1. Supplemental data from Switzerland, France and Germany are provided in
Supplementary S2, Tables S1–S4.

3.2. Definition of Blood Transfusion Reactions and Initial Management

Transfusion reactions are defined as adverse events following a blood transfusion,
with the severity ranging from minor to life-threatening. In a clinical setting, any new
symptom or change in vital signs occurring within 24 h of a blood transfusion should
be considered a transfusion reaction until proven otherwise [10]. The diagnosis is often
difficult to establish, due to a wide range of symptoms that are mostly overlapping. Each
adverse event following a blood transfusion should be considered severe until further
work-up is performed.

The symptomatic patient should be evaluated immediately. Initial management for all
types of transfusion reactions includes stopping the transfusion, keeping the intravenous
line open, providing supportive and symptomatic therapy and checking the patient identi-
fication and the blood product labeling [11,12]. Figure 1 gives an overview of the definition
and specific management of each transfusion reaction according to the current literature.

Table 1. Epidemiology of transfusion reactions (TR) in Switzerland, France, Germany and the
United Kingdom.

Region

Transfused
Blood

Products
in 2020

Reported
TR Imputability

Severity
Grade

2–3
Deaths

Mortality
(Death/Transfused

Blood Product)

Reporting
Rate

Death/
Reported

TR

CH 275,343 2032 1910 1 1486 3 0.001% 0.74% 0.14%
F 2,806,774 9060 7062 2 610 5 0.0002% 0.32% 0.06%
D 4,400,164 921 621 3 n/a 7 0.0002% 0.02% 0.76%

UK 2,074,517 4063 2881 4 n/a 39 0.002% 0.2% 0.95%

1 Imputability 2–4 according to classification of Switzerland; 2 Imputability 1–3 according to classification of
France; 3 No detailed information on the imputability was given but a causal relationship with the administration
of blood components was confirmed by the institute; 4 Reports included in the final report, but no information
on imputability was given. All classifications are displayed in the Supplementary Material (Supplementary S1,
Tables S1–S5).

3.3. Acute Hemolytic Transfusion Reaction

In 2020, in Switzerland, hemolytic transfusion reactions accounted for 1 per 10,000 transfusions,
with 22 cases classified as severe or above [1].

Immune-mediated acute hemolytic transfusion reactions (AHTR) are most often re-
lated to ABO incompatibility but can also be caused by non-ABO antigens (e.g., irregular
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antibodies, anti-K, 1 anti-Fya, 1, anti-Jkb, mixed antibodies including anti-Jka, anti-Jkb
and anti-Jk3 and anti-E and anti-K). The extent of hemolysis, and therefore the severity
of the reaction, depends on multiple factors such as the involved immunoglobulin class,
subclass and antibodies. Pathophysiological AHTR involves intravascular or extravascular
hemolysis, with or without complement activation. As the expression of ABO antigens
on RBC is higher than other antigens, more antigen–antibody complexes are formed, and
therefore more sites for complement activation are present. This may explain the severity
of ABO incompatibility. Other reasons are the lower titers of irregular antibodies and the
dilution in the recipient’s plasma. The volume of the ABO-incompatible blood product may
also play a role. A higher mortality is associated with transfused volumes over 200 mL, yet
fatal blood transfusions have also been reported with small volumes (25 mL), especially in
pediatric patients. Laboratory parameters, however, do not predict the severity [13–15].

Despite no clear data being reported, immunological incompatibility seems to be the
most frequent cause of hemolytic transfusion reactions, generally caused by misidenti-
fication of the patient or the blood sample at the time of collection or transfusion [14].
Therefore, careful pre-transfusion testing is indispensable, in order to match RBC donors
and recipients and to prepare immunologically compatible blood products.

Of special importance in the emergency department is the emergency transfusion of
non-compatible blood products, which is practiced in trauma centers worldwide. Never-
theless, there is a small but potentially serious risk of acute hemolytic transfusion reactions
(<1/1000) that the clinician should be aware of [16].

On the other hand, non-immune-mediated reactions are the result of red blood cell
destruction due to mechanical, thermal, chemical or osmotic damage [14].

Symptoms of AHTR usually occur within 24 h of the transfusion [8]. Although the
classic triad involves fever, kidney pain and hemoglobinuria, the symptoms can be very
varied and non-specific [14]. Patients may present with pruritus, jaundice, hypotension,
tachycardia, tachypnoea, pain (at the side of the veinous access or in the renal compart-
ment), nausea, disseminated intravascular coagulation, acute renal failure, shock and even
death [8]. Biologically, two of the following elements must be found: a decrease in fibrino-
gen or haptoglobin, an increase in bilirubin or LDH, hemoglobinuria and hemoglobinemia
leading to plasma discoloration or spherocytes on the blood smear. In addition to this
work-up, an immune analysis with repeat crossmatching, grouping and an elution test
should be performed [8]. Since fever and chills may be the only early signs, it is important
to stop the transfusion immediately and begin the diagnostic investigation.

AHTR is a medical emergency. There is no specific treatment, and management con-
sists mainly of fluid resuscitation with a target diuresis of 0.5–1 mL/kg/h. Treatment objec-
tives are normokalaemia, urine pH ≥ 6.5, normal blood pressure, platelets ≥ 20,000/mm3

and fibrinogen ≥ 100 mg/dL [14]. Some authors propose steroids, plasma exchange and
continuous hemodiafiltration, and others propose immunoglobulins or complement in-
hibitors. The pathophysiological mechanism behind this is the elimination of cytokine
release in the early phase of AHTR via steroids or plasma exchange (after incompatible
blood transfusion plasma exchange therapy removes anti-A or anti-B antibodies, which
inhibit the antigen–antibody reaction, and free hemoglobin is also removed, which inhibits
disseminated intravascular coagulation and acute kidney injury) or cytokine action, for
example, via JAK-STAT inhibitor Ruxolotinib or via Eculizumab, a monoclonal antibody
against complement 5 that inhibits the formation of membrane attack complex [17–19]. One
case study could show that Eculizumab successfully inhibited hemolysis for several weeks
after the transfusion of major ABO-incompatible RBCs [19]. The possibly life-saving use of
Ruxolotinib, Eculizumab, continuous hemofiltration and plasma exchange in patients with
a severe course, however, has only been shown in case studies. Even in 2022, there is no
scientific evidence available to support these attitudes, and additional therapies should be
decided on a case-by-case basis. In any case, the transfusion center and the intensive care
unit should always be informed as soon as possible.
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3.4. Febrile Non-Hemolytic Transfusion Reaction (FNHTR)

FNHTR, with an incidence of 1.44 per 1000 transfusions in 2020 in Switzerland, is a
frequent complication [1]. It is characterized by a fever (+>1 ◦C or >38◦) without hemolysis,
which may be accompanied by chills, tachypnoea, anxiety, headache, transient hypertension
and discomfort within 4 h of transfusion [8,12,20]. Two etiologies are described. In immune-
mediated FNHTR, the symptoms are attributable to the release of endogenous pyrogens
from white blood cells (WBCs) (either from the patient or the recipient), following a reaction
between the recipient’s antibodies and the donor’s antigens [21]. Non-immune-mediated
FNHTR is described by the release and accumulation of pro-inflammatory cytokines by
WBCs in the blood product during storage. Critical factors are thought to be WBC content
and age [20].

The diagnosis is one of exclusion. It is therefore necessary to rule out any other cause
requiring urgent management such as acute hemolytic transfusion reaction.

When the clinical and biological work-up (hemolysis work-up, administrative verifica-
tion, ABO confirmation and direct antiglobulin test) excludes any other severe transfusion
reaction, symptomatic treatment with antipyretics can be started. For severe rigor, a
treatment with pethidine may be tried [20,22]. When used, 25 mg of Demerol in a slow
intravenous push is recommended as a first dose, with an additional 25 mg 10 to 15 min
later if rigor persists [23,24]. The treatment approach remains a symptomatic one, and little
information on treatment is found in the literature. Prevention of FNHTR is nevertheless
an important subject. The efficacy of preventative premedication remains controversial,
and routine premedication with acetaminophen and antihistamines in clinical studies did
not prevent nonhemolytic transfusion reactions. Leukodepletion and plasma reduction of
platelet and blood components, however, may play an important role, even though this
seems to reduce the occurrence of FNHTR by only half or less [25–27]. Clinical studies to
identify the most effective prevention approach have not yet been reported, and further
research is mandatory.

3.5. Anaphylactic Transfusion Reaction (ATR) and Minor Allergic Transfusion Reaction

ATRs and minor transfusion reactions are type 1 hypersensitivity reactions, accounting
for 9% of all possible transfusion reactions in Switzerland in 2020 [1]. The severity of these
reactions varies from simple skin and mucous membrane damage to upper and lower
airway and cardiovascular system involvement. The diagnosis is clinical. Symptoms
appear within 4 h of the transfusion and are related to the release of histamine from mast
cells and basophils [28]. They do not differ from those of other allergic reactions, and the
therapeutic management is superimposable on other anaphylactic reactions [8]. Tryptase
blood level can help to confirm the diagnosis but does not rule it out if it is negative (half-life
of 2 h). A basophil activation test (BAT) performed with residual transfused blood and
the patient’s own blood often confirms the allergic reaction [28]. A simple mucocutaneous
reaction does not contraindicate future transfusions.

3.6. Lung Transfusion Complications

Transfusion-related acute lung injury (TRALI) and transfusion-associated circulatory
overload (TACO) are serious, life-threatening pulmonary transfusion reactions. Despite the
parallels between TACO and TRALI, it is important to distinguish these two diagnoses as
their treatment and prevention differs considerably.

3.7. Transfusion-Related Acute Lung Injury (TRALI)

TRALI was cited in 0.15% of hemovigilance reports in 2020 in Switzerland. This
incidence is, however, probably underestimated [1]. Although the reported incidence of
TRALI is low, mortality is high; the Food and Drug Administration (FDA) reported a
transfusion-associated fatality rate of 27% due to TRALI in the fiscal year 2019, highlighting
the importance of recognizing this complication [29].
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One reason for this underestimation is a lack of understanding among clinicians,
especially due to the difficulty of distinguishing TRALI from other entities. The main
differential diagnosis is acute respiratory distress syndrome (ARDS). Several classifications
have been developed in order to distinguish TRALI from ARDS and to provide accurate
data on adverse transfusion reactions [30,31].

TRALI is an acute non-cardiogenic pulmonary oedema associated with hypoxemia.
It was initially classified by the 2004 definition of TRALI and possible TRALI (pTRALI)
at the Canadian Consensus Conference CCC [30]. In this definition, patients who present
with symptoms of TRALI but who also have ARDS risk factors are classified as pTRALI, to
underline the fact that ARDS cannot be excluded. In 2019, these definitions, as well as those
for TRALI including criteria for diagnosis, clinical findings, timing of onset and relationship
to ARDS risk factors were reconsidered, and a more clinical approach was advocated [31].
This new definition dropped the term pTRALI and defines TRALI type I as new, acute
respiratory distress within 6 h of blood transfusion in the absence of temporally associated
risk factors for ARDS. The definition is based on five mandatory criteria: (1) absence of
acute lung injury prior to transfusion; (2) occurrence of acute lung injury during or within
6 h of cessation of transfusion; (3) hypoxemia; (4) radiographic evidence of bilateral lung
infiltrates; and (5) no evidence of left atrial hypertension (LAH) or if LAH is present, it is
judged to be not the main contributor to the hypoxemia [8,31]. TRALI type II is defined
by three criteria: (1) it must fulfill the same clinical criteria as TRALI type I; (2) the onset
of post-transfusion pulmonary edema occurred in the presence of an ARDS risk factor or
mild ARDS; and (3) there was a stable pulmonary status in the 12 h before transfusion [31].

TRALI remains a clinical diagnosis, and the clinician’s judgement plays an important
role. However, patients with risk factors who develop ARDS within 6 h of transfusion and
who already had pulmonary deterioration 12 h before transfusion should be considered as
displaying ARDS and not TRALI [32].

Pathophysiologically, TRALI is most often regarded as an immune-mediated reaction
based on the “two-hit” hypothesis that has been repeatedly replicated in animal models [33].
The “first hit” corresponds to the development of a systemic pro-inflammatory state such as
sepsis, surgery or massive transfusion of blood products [32]. The “second hit” is regarded
as neutrophil activation with release of reactive oxygen species that damage the pulmonary
vasculature. As a result, pulmonary capillaries become permeable and extravasation of
fluid into the pulmonary interstitium causes non-cardiogenic pulmonary oedema. A small
percentage of cases occur without immune mediation and are the result of biologically
active lipids in donor plasma, most often associated with stored platelets and RBCs [32].

The cornerstone of TRALI management is respiratory support measures (oxygen
therapy or even mechanical ventilation with a protective lung ventilation strategy), with
some patients requiring extra-corporeal membrane oxygenation (ECMO) [34]. In contrast
to TACO, diuretics may be harmful by causing hypotension and should be avoided [34].
Although effective in ARDS, no clear evidence of benefits from corticosteroid therapy in
TRALI have been found [34,35]. With regard to treatments such as corticosteroids, albumin
and statins, the literature is currently not sufficient to support the attitude [36–38]. Although
IL-10 therapy, anti-complement agents and anti-platelet agents have been investigated in
animal models, the most promising therapeutic strategies seem to be IL-10 therapy, CRP
downregulation, targeting reactive oxygen species (ROS) or blocking IL-8 receptors [39–42].
Moreover, in high-risk patients, new leukoreduction technologies and product washing
may improve outcomes [34].

3.8. Transfusion-Associated Circulatory Overload (TACO)

In Switzerland, in 2020, TACO was the leading cause of morbidity and mortality
related to blood transfusion, with 88 reported cases, of which 27 were classified as life-
threatening or fatal [1]. Data from other countries support this trend. The UK reported
TACO (together with transfusion delays) as the most common cause of transfusion-related
deaths in 2020, accounting for 30/39 deaths (76.9%) [6]. Accordingly, in 2019, the FDA
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classified TACO (together with TRALI) as the most common cause of transfusion-related
deaths, at 27% [29]. These numbers highlight the importance of the management and
prevention of TACO.

According to the latest version of the National Healthcare Safety Network (NHSN),
TACO is defined as the new onset or exacerbation of respiratory symptoms within 12 h of
transfusion. This changed from the 2016 definition, which specified symptom onset within
6 h. Three or more of the following must be present: acute respiratory distress, elevated
natriuretic peptide (BNP), elevated central venous pressure, left heart failure, positive fluid
balance and/or radiological evidence of pulmonary oedema [8]. This definition is also sup-
ported by the International Society of Blood Transfusion [43]. TACO is related to circulatory
overload, but several studies suggest additional pathophysiological factors [32,41]. The
pathophysiological mechanism of TACO is still incompletely understood, and as in TRALI,
a “two-hit” theory is proposed [41]. The 2017 study by Parmar et al. highlights a new fever
in one third of patients, suggesting other components such as pro-inflammatory reactions
that deserve further investigation [44]. A further hint on pathogenesis may be the finding
of a 2010 study showing a 50% decrease in the occurrence of TACO with the introduction
of universal leukoreduced products [45]. Further studies are needed to shine light on the
role of inflammation in TACO. Prevention of TACO and identification of high-risk patients
is essential. According to a 2013 retrospective study, the risk factors for developing TACO
are a history of heart failure (41%), renal failure (44%) and age over 70 years (65%), and
special attention should be played to these patient groups [32]. Swiss data from 2020 also
suggest that TACO was mostly observed in the high-risk group (>70 years), with 54 cases
of TACO out of a total of 88 cases. This may be due to the unadjusted transfusion rate in
the presence of risk factors [1]. Identifying patients at risk and the use of slower transfusion
rates in selected patients, as well as prophylactic volume reduction with diuretics, may be
beneficial [46,47]. At present, there is no causal treatment, and the management of TACO
is similar to that of acute heart failure, consisting of diuresis, oxygen and ventilation or
intubation if needed [41].

3.9. Massive Transfusion-Associated Complications

No universal definition for massive transfusion (MT) is found in the current literature,
but the persistent transfusion requirement of >4 packed red cells (approximately 1000 mL)
within 1 h or the transfusion of 10 units of packed red blood cells within a 24 h period is a
commonly accepted definition in clinical settings [48].

Complication prevention starts with the correct administration of blood products when
MT is indicated. Several scores have been developed in order to predict clinical situations
that warrant MT, such as the German Trauma-Associated Severe Hemorrhage (TASH) score,
with a correct classification rate of over 90%, the Prince of Wales Hospital/Rainer score
(PWH score) with a correct classification rate of 97%, the American Vandromme score with
a positive predictive value of 75% and many more [49–51]. The TASH score, however, is
the most well-validated score. The choice of score needs to be individualized, considering
the available skill set as well as hospital resources [52].

Furthermore, massive transfusion protocols (MTPs), which are used in most trauma
centers, help to standardize the resuscitation approach in traumatic hemorrhagic shock.
Figure 2 displays the following information in a flow chart. MTPs provide guidance to the
blood bank on the use of blood products and are associated with reduced blood utilization
and improved outcomes [53–55]. Indications to start the MTP are as follows: blood lactate
level ≥ 5 mmol/L; arterial base excess (BE) < −6 mmol/L; blood hemoglobin (Hb) concen-
tration ≤ 9 g/dL; systolic blood pressure (SBP) ≤ 90 mmHg [56]. Although MT improves
patient outcome, it is associated with various complications. In addition to the general
adverse transfusion reactions described in this review, patients receiving MT are especially
prone to developing coagulation abnormalities, hypothermia and acidosis. Hypoperfusion
and lactate release by RBC during storage, as well as by sodium citrate (an anticoagulant
used in stored blood products), further enhance these complications. Hyperkalemia, on the
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one hand, can occur due to high potassium levels in stored blood products, and cases of
hyperkalemic cardiac arrest have been described, especially associated with critically ill
patients and fast transfusion rates exceeding 100–150 mL/min [49,57]. Hypokalemia, on
the other hand, can develop due to metabolic alkalosis following citrate administration,
as well as the use of potassium-poor solutions including crystalloid solutions, platelets
and fresh frozen plasma (FFP) [49]. Calcium and magnesium can bind to citrate, and
this is used for anticoagulation of the blood products, and ionized calcium levels (total
serum calcium concentrations should not be used because of hemodilution, which occurs
during resuscitation) and magnesium levels should be monitored and kept in the normal
range [49]. In addition, it is important to be aware of increasing bacterial infections in MT
patients due to transfusion-related immunomodulation [58].

Post-traumatic hemorrhage, however, is the major cause of death in patients who
sustained severe trauma and is generally attributable to two mechanisms: bleeding caused
by the direct injury of blood vessels and bleeding due to trauma-induced coagulopathy
(TIC) [59]. Approximately one third of patients who receive MT present TIC. TIC is caused
by three variables: acute traumatic coagulopathy (ATC), coagulopathy induced by resus-
citation maneuvers and detrimental factors such as acidosis, hypothermia, shock, male
sex, comorbidities, genetic background, inflammation and premedication, e.g., oral antico-
agulants [59]. The pathophysiology of ATC is multifactorial due to protein C activation,
endothelial glycocalyx disruption, consumption of fibrinogen and platelet dysfunction, but
improper medical management can worsen the outcome [60]. TIC was initially thought
to be caused solely by the dilution of clotting factors due to massive transfusion and fluid
resuscitation. This was thought to enhance the development of acidosis and hypothermia,
also known as the “lethal triad” [12,59]. Newer research, however, has shown that TIC
appears early in trauma, before medical intervention, acidemia or hypothermia occurs.
ATC and coagulopathy induced by resuscitation can coexist, but pathogenies must be
distinguished [59].

When MT protocols are indicated, the RBC target is 7–9 g/dL. Supportive measures
such as hypothermia prevention, permissive hypotension, early clotting support, hypo-
volemic resuscitation and isotonic balanced crystalloids with vasopressors in cases of
life-threatening hypotension and shock are the cornerstones of therapy [59]. In order to
uncover TIC, early monitoring of coagulation is imperative. When an increase in aPTT,
PT and INR is observed (PTT or aPTT > 1.5× normal value), FFP or coagulation factor
concentrates (PPCs) are indicated, although PPCs have been proven to be better than FFP
for rapidly reversing vitamin K antagonists [59]. Fibrinogen supplementation should be
started when under 1.5 g/L (Clauss method), with a suggested initial dose of 3–4 g or
50 mg/kg of concentrated fibrinogen. Platelet concentrates are indicated with a target
value of >50 × 109/L or >100 × 109/L in cases of persisting hemorrhage or traumatic brain
injury [59].
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3.10. Septic Transfusion Reaction

Septic transfusion reactions, mostly represented by transfusion-transmitted bacte-
rial infections (TTBI), accounted for 0.2% of all transfusion reactions classified as at
least possible, and 2.1% of all reported transfusion reactions in Switzerland in 2020 [1].
In France and in the UK, no TTBIs were reported in 2020, compared to 2 events in
3 million and 1 event in 2 million of all transfusions in 2019, respectively [4,6]. In Ger-
many, 2,4 events per million (of all transfusions) were declared in 2020 [5]. A wide spec-
trum of microorganisms can be associated with TTBI, including Gram-positive bacteria
(Bacillus cereus, Enterococcus spp., Coagulase-negative staphylococcus or Cutibacterium acnes)
and Gram-negative bacteria (Klebsiella spp., Serratia spp., Acinetobacter spp., Pseudomonas
spp., Enterobacter spp., or Yersinia enterolitica). Most of those pathogens are skin, enteric
or environmental microorganisms [61–63]. Platelets stored at room temperature are more
susceptible to contamination than red blood cells, and the incidence of contamination is
estimated to be between 1:1000 and 1:2500 [64]. This great variability in septic transfusion
reaction rates is attributable to different surveillance measures, with passive surveillance
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missing most contamination events [65]. Because of their storage at −25 ◦C, plasmas are
not implicated in transfusion-transmitted bacterial infections [66].

Septic transfusion reactions occur within 4 h of transfusion with fever, hypotension,
chills and other signs of bacterial infection (qSOFA criteria) [12].

When post-transfusion bacterial infection is suspected, bacterial samples should be
taken from the patient and from every transfused blood product (culture and Gram stain).
Definitive diagnosis requires isolation of the same microorganism in the blood sample and
in the patient. Bacterial contamination is still presumed in the case of negative cultures in a
septic patient with confirmed blood product contamination [67]. However, microorganisms
from a positive component culture cannot be interpreted in isolation. Patients with sepsis
symptoms at any time should always be investigated with blood cultures [65]. Furthermore,
it is important to highlight the vulnerability of residual component cultures to secondary
contamination, and results must be carefully evaluated in the clinical context [65]. The most
common contaminants found in platelet units are Staphylococcus aureus or Gram-negative
organisms caused by skin microbiota after needle insertion, but contaminants may also
arise from an asymptomatic donor [68–70]. In the case of red blood cells, Gram-negative
organisms (Pseudomonas spp., Yersinia spp. and Serratia spp.) in particular are found [71].
It should be noted that mortality increases in cases of contamination with Gram-negative
organisms [71]. The treatment of the septic transfusion reaction is superposable on the
treatment of sepsis and should cover the most common organisms detected associated with
the septic transfusion reaction, with, in particular, a broad-spectrum antibiotic therapy [12].
There are no consensus guidelines, but antimicrobial treatment should be individualized
to the local resistance patterns. A parenteral combination of vancomycin and a broad-
spectrum beta-lactam or aminoglycoside may cover most likely pathogens.

3.11. Adverse Transfusion Reactions and COVID-19

In 2020, in Switzerland, 19 transfusion reactions were reported in patients with con-
firmed COVID-19 infection, of which 7 were classified as at least severe [1]. In the UK,
COVID-19 was implicated in 5 TACO cases and seems to have contributed as a co-morbidity
to the increase in transfusion-related deaths [6].

The rapid rise in COVID-19 infection not only had a profound impact on blood
donations and blood supplies but also presented new challenges concerning blood safety
and transfusion reactions [72–76].

Regarding transfusion safety, the transmission of respiratory viruses such as SARS-
CoV by transfusion has not been reported, and initial studies already show that patients
with flu-like symptoms and fever, as well as asymptomatic patients with a positive COVID-
19 test result in all throat swabs, did not present viremia. Furthermore, symptomatic
patients were excluded from blood donation, and therefore the risk of transfusion trans-
mission of SARS-CoV-2 seems to be negligible [77,78]. Nevertheless, special attention
must be paid to the role of platelet transfusions in COVID-19 transmission, as platelets
are thought to play a major role in its pathogenesis. Hypercoagulation and thrombosis
play an important part in lethality in COVID-19 patients, and recent studies show that
platelets are hyperactivated in severe and non-severe COVID-19 disease [79,80]. However,
platelets are not only involved in thrombosis but have also been shown to interact with
pathogens such as viruses, and SARS-CoV-2 seems to bind directly to platelets [80]. Of
special interest in this context is the association of SARS-CoV-2 RNA with patient platelets.
Recent studies have detected SARS-CoV-2 RNA in platelets in about 25% of the examined
COVID-19 patients [79–81]. Koupenova et al. further showed that fragmented viral genome
of SARS-CoV-2 was present in platelets (but not in plasma) in all their tested COVID-19
patients. The fact that SARS-CoV-2 was fragmented, however, suggests digestion and that
the protective platelet milieu may not permit viral replication. This further suggests that
convalescent plasma transfusions should not contain infectious virus [82]. In this context,
special attention should be paid to the case report of a 22-month-old boy who received a
platelet transfusion from a COVID-19-positive donor. Five days after the donation, the nasal
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swab of the donor was positive for SARS-CoV-2. The recipient, however, did not show any
laboratory evidence of COVID-19 infection [83]. Even though SARS-CoV-2 RNA detection
has been reported in blood from infected patients, no reports have so far confirmed a viral
transmission [83,84]. The transmission of pathogenic COVID-19 via platelets is, however,
not excluded. Caution should be exercised, and further data are necessary.

Another challenge during the COVID-19 pandemic was and is the risk of a shortage
in blood products due to rising COVID-19 infections in potential donors and large parts of
the staff of donation facilities. Many countries implemented transfusion-sparing strategies,
hospital reorganizations and national media campaigns. In the US, for example, during
the first week of the COVID-19 pandemic, the drop in blood donations was compensated
for by blood centers in non-affected areas. In Italy, a national media campaign helped to
increase the number of collected whole blood units, and in Iran the implementation of the
crisis system for COVID-19 (online system for coordination among blood centers, ensuring
personal protective equipment, decreasing waiting time and ensuring hygienic waiting
areas) helped to increase the mean number of donations [85].

Since the beginning of the COVID-19 pandemic, new treatment strategies have been
evolving. The administration of convalescent plasma obtained from patients who have
recovered from COVID-19 seems to be a management option with relatively few adverse
events, as described in the current literature [86,87]. A retrospective analysis by Nguyen
et al. showed that adverse transfusion reactions due to convalescent plasma were relatively
rare, with 13 cases of 427 that were attributable to transfusion (3.1% incidence), with FNHTR
(10.9%), TACO (9.1%), allergic (1.8%) and hypotensive (1.8%) reactions being the most
common [75]. Nevertheless, one case report of type II TRALI after the transfusion of 2 units
of adjunctive convalescent plasma was described, leading to the death of a previously
healthy 59-year-old patient suffering from a severe course of COVID-19 [76]. Despite the
severity of this case, no current evidence suggests a different approach. Further research,
however, is needed.

Considering the fact that the COVID-19 situation is relatively new, there is still lit-
tle information available on transfusion thresholds and adverse transfusion reactions in
COVID-19 patients, and treatment strategies should be carefully evaluated in the clinical
context [88,89].

3.12. Rare Transfusion Reactions
Acute Pain Transfusion Reaction

Acute pain transfusion reactions (APTR) are not only rare but also poorly understood.
Symptoms may include severe chest, back or proximal extremity pain, tachypnea and/or
dyspnea, hypertension and tachycardia after or during RBC transfusion. A multicenter ret-
rospective analysis found 12 reports of APTR in 29,000 analyzed medical records, and only
a few case reports exist [90]. APTR is typically self-limited; treatment involves symptomatic
control with pain medication, supplemental oxygen and emotional support [91].

3.13. Prevention of Transfusion Reactions

The best way to prevent transfusion complications is to avoid unnecessary blood
transfusions by respecting the transfusion thresholds. It is imperative to be aware of the
indications for blood transfusion use such as symptomatic anemia, acute sickle cell crisis
and acute blood loss of more than 30% of blood volume [92]. A restrictive transfusion
threshold most commonly uses a transfusion threshold of 7.0 g/dL to 8.0 g/dL [93]. There is
even good evidence of a threshold of <7.0 g/dL in most clinical situations [94]. For selected
situations such as myocardial infarction, chronic cardiovascular disease, neurological
injury or traumatic brain injury, stroke, thrombocytopenia and cancer or hematological
malignancies, including chronic bone marrow failure, however, data are still unclear and
clinical judgement is indispensable [94].

We suggest the following thresholds based on results from clinical trials and authors’
opinions: for pre-existing coronary artery disease: 8 g/dL; for acute coronary syndromes,
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including acute MI: 8 to 10 g/dL; for ICU patients who are hemodynamically stable: 7 g/dL;
for gastrointestinal bleeding in hemodynamically stable patients: 7 g/dL; for orthopedic
surgery 8 g/dL; for cardiac surgery 7.5 g/dL; for ambulatory oncologic patients: 7–8 g/dL;
and according to symptoms in palliative settings [95–102].

Several pre-transfusion safety measures should be known and applied. Pre-, peri-
and post-transfusional control of vital signs is imperative. The most important measure
is clearly to respect the ABO antigens and the rhesus system. It is therefore mandatory
to carry out pre-transfusion tests. For non-emergency indications, a transfusion during
working hours allows a full complement of staff for follow-up and ensures safety. Patient
or blood product mix-ups can have fatal consequences. When in doubt, the process must
be stopped immediately [103]. Furthermore, additional safety measures are carried out by
transfusion centers, including risk factor screening through a donor medical questionnaire,
systematic leukoreduction and routine infection screening that varies by region.

3.14. Hemovigilance Reporting

Hemovigilance reporting provides epidemiological surveillance, control and preven-
tion of adverse transfusion events. The results of these reports contribute to improving
patient safety and provide learning opportunities for physicians.

In Switzerland, reports of all adverse events must be addressed to Swissmedic, the
Swiss Agency for Therapeutic Products. Following the Medicinal Products Licensing
Ordinance (MPLO) of 14 November 2018 (status as of 28 January 2022) “any person who
professionally dispenses therapeutic products or administers them to humans or who is
entitled to do so as medical personnel must notify Swissmedic of any serious or previously
unknown adverse effects and incidents, clusters of events, observations of other serious or
previously unknown facts and quality defects that are of significance for drug safety” [104].
This applies to transfusion reactions, transfusions of incorrect blood products, quality
defects and near misses. Swissmedic may be notified as early as possible or by adhering
to the following time frames: deaths and clusters of events must be reported immediately
on becoming known (an initial report can also be made orally) and within a maximum
of 15 days, serious transfusion reactions (grade 2–4 without alloimmunization) within a
maximum of 15 days and all other reports within a maximum of 60 days. In Switzerland,
each hospital that is authorized to perform blood transfusions must appoint a person who
is responsible for hemovigilance (RPHv). In clinical settings, the hemovigilance report
is usually submitted to the RPHv by the physician responsible for the transfusion or the
medical staff involved in the transfusion [105]. Hemovigilance reporting systems may
differ from region to region. The UK accepts reports of serious adverse events and reactions
on their SHOT website [6]. In France, hemovigilance reports are submitted online via the
website of the Réseau National d’Hémovigilance Déclaration et Gestion des évènements
indésirables transfusionnels, known as e-FIT [106]. Hemovigilance reports in Germany are
addressed to the Paul Ehrlich Institute, the Federal Institute for Vaccines and Biomedicines,
via email or mail, and the necessary document can be found on their website [107].

3.15. Blood Transfusion Quality

A major concern in blood safety is the storage of blood products. In Switzerland, RBCs
are stored for up to 49 days, platelets for up to 7 days and FFP for up to 2 years.

Storage lesions refer to morphological, functional and metabolic changes in RBCs due
to their storage. The impact of the age of blood products on quality is still a matter of
debate. Although several studies failed to show benefits from the transfusion of fresher
blood, concerns regarding storage lesions persist. In vitro studies have shown physiological
changes due to RBC storage, such as lactic acid accumulation, a decrease in pH, ATP and
2,3-diphosphoglycerate, an increase in cell membrane rigidity, the release of inflammatory
mediators and impaired nitric oxide metabolism [108,109]. Platelets, however, are stored at
room temperature (20 to 24 ◦C), which limits the shelf life to 7 days and makes them prone
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to bacterial contamination. Prevention involves testing for bacterial contamination and
photochemical pathogen inactivation [109].

FFP is frozen at −18 ◦C within 8 h of collection, which extends the shelf life to 1 year,
but it can be further extended to 7 years when the FFP is stored at −65 ◦C [110].

In order to prevent adverse transfusion reactions, blood products are further processed.
A major role in transfusion safety is played by universal leukocyte reduction (ULR),

which removes the WBCs of the donor in order to prevent WBC apoptosis and necroses
and cytokine release. ULR is widely implemented in Europe and was introduced in France
in 1998, in Switzerland in 1999, in the UK in 1999 and in Germany in 2001. ULR has been
proven to reduce the frequency and severity of NHFTR, the risk of cytomegalovirus trans-
mission, the risk of HLA isoimmunization and organ dysfunction in patients sustaining
cardiovascular surgery [111].

Further processing measures include washing (removal of the majority of plasma
proteins, electrolytes and antibodies for patients with severe allergic reactions or hyper-
kalemia and patients with documented IgA deficiency if an IgA-deficient donor is un-
available), irradiation (prevention of viable T-lymphocytes proliferation for patients at
risk of transfusion-associated graft-versus-host disease), volume reduction (in patients
with cardiac dysfunction or at risk of TACO), plasma storage in platelet additive solution
(PAS) (to reduce allergic reactions) and solvent–detergent treatment of plasma derivates
(which inactivates lipid-enveloped pathogens and is indicated for patients with acquired
deficiency in liver disease or patients undergoing liver transplantation or cardiac surgery,
and for plasma exchange in patients with thrombotic thrombocytopenic purpura) [109].

In Europe, blood transfusion safety is ensured by the “20th Edition of the Guide to the
preparation, use and quality assurance of blood components” prepared by the European
Directorate for the Quality of Medicines & HealthCare (EDQM) and the Commission of
the European Union (EU) [112]. The guidelines are regularly updated by the European
Committee on Blood Transfusion and can be downloaded from their website at https:
//www.edqm.eu/en/blood-guide (accessed on 8 May 2022) [113]. The guidelines give
detailed instructions on donor selection, collection of blood and blood components, the
processing, storage and distribution of blood components and further testing such as
screening for transfusion-transmissible infections, and information is provided on the
administration of blood components, as well as on associated documentation and much
more [112].

4. Conclusions

Any symptom occurring within 24 h of a blood transfusion should be considered a
transfusion reaction until proven otherwise, with most adverse events occurring within
15 min–6 h of transfusion. There is significant overlap between the manifestations of mild
transfusion reactions and the early stages of a severe transfusion reaction. Therefore, until
proven otherwise, a severe reaction should be suspected, and the initial management of
all such transfusion reactions should follow the same steps. The first step is to stop the
transfusion and maintain venous access with isotonic saline. Depending on the severity
and progress of the diagnosis, specific cardiac, respiratory and renal support should be
initiated. Blood product labeling and patient identification should be checked, and every
incident must be reported to the transfusion center. The cornerstone of transfusion reaction
prevention is a restrictive attitude towards transfusion indications and pre-transfusion
testing. Transfusion reactions in COVID-19-positive patients need further research. Despite
the rising trend of hemovigilance reports, especially in Switzerland in 2020, there is still an
important variation in reporting rates and a wide disparity in the frequency and quality
of reporting across Switzerland. This corresponds to the trend in Germany, where not
all reports of adverse reactions and events have been considered, due to insufficient data
quality. This trend was superposable on previous years and highlights the importance of de-
tailed documentation, especially when death occurs due to a suspected transfusion reaction.
Sensibilization of medical staff to the importance of hemovigilance must be continued.

https://www.edqm.eu/en/blood-guide
https://www.edqm.eu/en/blood-guide


J. Clin. Med. 2022, 11, 2859 15 of 19

Supplementary Materials: The following supporting information can be downloaded at: https:
//www.mdpi.com/article/10.3390/jcm11102859/s1. Supplementary S1 Table S1: Imputability in
Switzerland; Supplementary S1 Table S2: Imputability in France; Supplementary S1 Table S3: Im-
putability in the United Kingdom; Supplementary S1 Table S4: Imputability in Germany; Supplemen-
tary S1 Table S5: Severity of transfusion reactions. Supplementary S2 Table S1: Transfusion reactions
Switzerland per imputability category in 2020; Supplementary S2 Table S2: Transfusion reactions
Switzerland per severity category in 2020; Supplementary S2 Table S3: Transfusion reactions in France
in 2020; Supplementary S2 Table S4: Transfusion reactions Germany in 2020.

Author Contributions: Conceptualization: T.A. and C.L.T.; methodology: T.A., T.S., Y.G. and C.L.T.;
resources: T.S.; data curation: T.A., Y.G., C.L.T. and T.S.; writing—original draft preparation: T.A.;
writing—review and editing, C.L.T., T.S. and Y.G.; visualization: C.L.T., Y.G., T.S. and T.A.; supervi-
sion: C.L.T.; project administration: T.S.; funding acquisition: T.S. All authors have read and agreed
to the published version of the manuscript.

Funding: This research received no external funding.

Institutional Review Board Statement: Not applicable.

Informed Consent Statement: Not applicable.

Data Availability Statement: Not applicable.

Conflicts of Interest: The authors declare no conflict of interest.

References
1. Swissmedic. Analyse des Annonces D’hémovigilance. 2020. Available online: https://www.swissmedic.ch/swissmedic/

fr/home/humanarzneimittel/marktueberwachung/haemovigilance/haemovigilance-publications-events/haemovigilance-
report-2020.html (accessed on 31 January 2022).

2. Swissmedic 2019 © Copyright. The Swiss Haemovigilance Reporting System—Fundamentals. Swissmedic-Analyse des An-
nonces D’hémovigilance. 2018. Available online: https://www.swissmedic.ch/swissmedic/de/home/humanarzneimittel/
marktueberwachung/haemovigilance/haemovigilance-publications-events.html (accessed on 2 May 2022).

3. Swissmedic 2019 © Copyright. The Swiss Haemovigilance Reporting System—Fundamentals. Swissmedic-Analyse des An-
nonces D’hémovigilance. 2017. Available online: https://www.swissmedic.ch/swissmedic/de/home/humanarzneimittel/
marktueberwachung/haemovigilance/haemovigilance-publications-events.html (accessed on 2 May 2022).

4. L’Agence Nationale de Sécurité du Médicament et des Produits de Santé-18eme Rapport National D’hémovigilance. December
2021. Available online: https://ansm.sante.fr/uploads/2021/12/08/20211208-rapport-hemovigilance-2020-vf.pdf (accessed on
23 March 2022).

5. Funk, M.B.; Heiden, M.; Muller, S. Hämovigilanz-Bericht des Paul-Ehrlich-Instituts 2020: Auswertung der Meldungen von
Reaktionen und Zwischenfällen nach § 63i AMG. 2021. Available online: www.pei.de/haemovigilanzbericht (accessed on
26 March 2022).

6. Annual SHOT Report 2020. Available online: https://www.shotuk.org/wp-content/uploads/myimages/Interactive_SHOT-
REPORT-2020_V2.1.pdf (accessed on 26 March 2022).

7. Annual SHOT Report 2020—Supplementary information Chapter 2: Participation in UK Haemovigilance. Available online:
https://www.shotuk.org/wp-content/uploads/myimages/Participation-Data-Supplementary-material-2020.pdf (accessed on
27 March 2022).

8. National Healthcare Safety Network Biovigilance Component Hemovigilance Module Surveillance Protocol. Available online:
https://www.cdc.gov/nhsn/pdfs/biovigilance/bv-hv-protocol-current.pdf (accessed on 11 February 2022).

9. Rogers, M.A.M.; Rohde, J.M.; Blumberg, N. Haemovigilance of reactions associated with red blood cell transfusion: Comparison
across 17 Countries. Vox Sang. 2016, 110, 266–277. [CrossRef] [PubMed]

10. Elliott, M.; Coventry, A. Critical care: The eight vital signs of patient monitoring. Br. J. Nurs. 2012, 21, 621–625. [CrossRef]
[PubMed]

11. Hoffbrand, A.V.; Higgs, D.R.; Keeling, D.M.; Mehta, A.B. Postgraduate Haematology, 7th ed.; John Wiley & Sons: Hoboken, NJ,
USA, 2011; pp. 214–246.

12. Delaney, M.; Wendel, S.; Bercovitz, R.S.; Cid, J.; Cohn, C.; Dunbar, N.M.; Apelseth, T.O.; Popovsky, M.; Stanworth, S.J.; Tinmouth,
A.; et al. Transfusion reactions: Prevention, diagnosis, and treatment. Lancet 2016, 388, 2825–2836. [CrossRef]

13. Strobel, E. Hemolytic Transfusion Reactions. Transfus. Med. Hemother. 2008, 35, 346–353. [CrossRef] [PubMed]
14. Panch, S.R.; Montemayor-Garcia, C.; Klein, H.G. Hemolytic Transfusion Reactions. N. Engl. J. Med. 2019, 381, 150–162. [CrossRef]

[PubMed]

https://www.mdpi.com/article/10.3390/jcm11102859/s1
https://www.mdpi.com/article/10.3390/jcm11102859/s1
https://www.swissmedic.ch/swissmedic/fr/home/humanarzneimittel/marktueberwachung/haemovigilance/haemovigilance-publications-events/haemovigilance-report-2020.html
https://www.swissmedic.ch/swissmedic/fr/home/humanarzneimittel/marktueberwachung/haemovigilance/haemovigilance-publications-events/haemovigilance-report-2020.html
https://www.swissmedic.ch/swissmedic/fr/home/humanarzneimittel/marktueberwachung/haemovigilance/haemovigilance-publications-events/haemovigilance-report-2020.html
https://www.swissmedic.ch/swissmedic/de/home/humanarzneimittel/marktueberwachung/haemovigilance/haemovigilance-publications-events.html
https://www.swissmedic.ch/swissmedic/de/home/humanarzneimittel/marktueberwachung/haemovigilance/haemovigilance-publications-events.html
https://www.swissmedic.ch/swissmedic/de/home/humanarzneimittel/marktueberwachung/haemovigilance/haemovigilance-publications-events.html
https://www.swissmedic.ch/swissmedic/de/home/humanarzneimittel/marktueberwachung/haemovigilance/haemovigilance-publications-events.html
https://ansm.sante.fr/uploads/2021/12/08/20211208-rapport-hemovigilance-2020-vf.pdf
www.pei.de/haemovigilanzbericht
https://www.shotuk.org/wp-content/uploads/myimages/Interactive_SHOT-REPORT-2020_V2.1.pdf
https://www.shotuk.org/wp-content/uploads/myimages/Interactive_SHOT-REPORT-2020_V2.1.pdf
https://www.shotuk.org/wp-content/uploads/myimages/Participation-Data-Supplementary-material-2020.pdf
https://www.cdc.gov/nhsn/pdfs/biovigilance/bv-hv-protocol-current.pdf
http://doi.org/10.1111/vox.12367
http://www.ncbi.nlm.nih.gov/pubmed/26689441
http://doi.org/10.12968/bjon.2012.21.10.621
http://www.ncbi.nlm.nih.gov/pubmed/22875303
http://doi.org/10.1016/S0140-6736(15)01313-6
http://doi.org/10.1159/000154811
http://www.ncbi.nlm.nih.gov/pubmed/21512623
http://doi.org/10.1056/NEJMra1802338
http://www.ncbi.nlm.nih.gov/pubmed/31291517


J. Clin. Med. 2022, 11, 2859 16 of 19

15. Arthur, C.M.; Chonat, S.; Fasano, R.; Yee, M.; Josephson, C.D.; Roback, J.D.; Stowell, S.R. Examining the Role of Complement
in Predicting, Preventing, and Treating Hemolytic Transfusion Reactions. Transfus. Med. Rev. 2019, 33, 217–224. [CrossRef]
[PubMed]

16. Fiorellino, J.; Elahie, A.L.; Warkentin, T.E. Acute haemolysis, DIC and renal failure after transfusion of uncross-matched blood
during trauma resuscitation: Illustrative case and literature review. Transfus. Med. 2018, 28, 319–325. [CrossRef]

17. Namikawa, A.; Shibuya, Y.; Ouchi, H.; Takahashi, H.; Furuto, Y. A case of ABO-incompatible blood transfusion treated by plasma
exchange therapy and continuous hemodiafiltration. CEN Case Rep. 2018, 7, 114–120. [CrossRef]

18. Deveci, B.; Saba, R.; Altunay, H.; Toptas, T.; Kublashvilli, G.; Karadogan, I. Severe Acute Hemolytic Transfusion Reaction Treated
with Ruxolitinib and Plasma Exchange. Transfus. Med. Hemother. 2021, 48, 250–253. [CrossRef]

19. Weinstock, C.; Möhle, R.; Dorn, C.; Weisel, K.; Höchsmann, B.; Schrezenmeier, H.; Kanz, L. Successful use of eculizumab
for treatment of an acute hemolytic reaction after ABO-incompatible red blood cell transfusion. Transfusion 2015, 55, 605–610.
[CrossRef]

20. Goel, R.; Tobian, A.A.R.; Shaz, B.H. Noninfectious transfusion-associated adverse events and their mitigation strategies. Blood
2019, 133, 1831–1839. [CrossRef] [PubMed]

21. Addas-Carvalho, M.; Salles, T.S.I.; Saad, S.T.O. The association of cytokine gene polymorphisms with febrile non-hemolytic
transfusion reaction in multitransfused patients. Transfus. Med. 2006, 16, 184–191. [CrossRef] [PubMed]

22. Friedlander, M.; Noble, W.H. Meperidine to control shivering associated with platelet transfusion reaction. Can. J. Anaesth. 1989,
36, 460–462. [CrossRef] [PubMed]

23. Kellerman, R.; Rakel, D. Blood Component Therapy and Transfusion Reactions. In Conn’s Current Therapy, 1st ed.; Kellerman, R.,
Ed.; Elsevier Health Sciences: Amsterdam, The Netherlands, 2021; pp. 402–409.

24. Winqvist, I. Meperidine (pethidine) to control shaking chills and fever associated with non-hemolytic transfusion reactions. Eur. J.
Haematol. 1991, 47, 154–155. [CrossRef]

25. Ning, S.; Solh, Z.; Arnold, D.M.; Morin, P.A. Premedication for the prevention of nonhemolytic transfusion reactions: A systematic
review and meta-analysis. Transfusion 2019, 59, 3609–3616. [CrossRef]

26. Ibojie, J.; Greiss, M.A.; Urbaniak, S.J. Limited efficacy of universal leucodepletion in reducing the incidence of febrile non-
haemolytic reactions in red cell transfusions. Transfus. Med. 2002, 12, 181–185. [CrossRef]

27. Patterson, B.J.; Freedman, J.; Blanchette, V.; Sher, G.; Pinkerton, P.; Hannach, B.; Meharchand, J.; Lau, W.; Boyce, N.; Pinchefsky, E.;
et al. Effect of premedication guidelines and leukoreduction on the rate of febrile nonhaemolytic platelet transfusion reactions.
Transfus. Med. 2000, 10, 199–206. [CrossRef]

28. Hirayama, F. Current understanding of allergic transfusion reactions: Incidence, pathogenesis, laboratory tests, prevention and
treatment. Br. J. Haematol. 2013, 160, 434–444. [CrossRef]

29. Food and Drug Administration. Fatalities Reported to FDA Following Blood Collection and Transfusion Annual Summary for
FY2019. Available online: https://www.fda.gov/media/147628/download (accessed on 28 March 2022).

30. Kleinman, S.; Caulfield, T.; Chan, P.; Davenport, R.; McFarland, J.; McPhedran, S.; Meade, M.; Morrison, D.; Pinsent, T.; Robillard,
P.; et al. Toward an understanding of transfusion-related acute lung injury: Statement of a consensus panel. Transfusion 2004, 44,
1774–1789. [CrossRef]

31. Vlaar, A.P.J.; Toy, P.; Fung, M.; Looney, M.R.; Juffermans, N.P.; Bux, J.; Bolton-Maggs, P.; Peters, A.L.; Silliman, C.C.; Kor, D.J.; et al.
A consensus redefinition of transfusion-related acute lung injury. Transfusion 2019, 59, 2465–2476. [CrossRef]

32. Van den Akker, T.A.; Grimes, Z.M.; Friedman, M.T. Transfusion-Associated Circulatory Overload and Transfusion-Related Acute
Lung Injury. Am. J. Clin. Pathol. 2021, 156, 529–539. [CrossRef] [PubMed]

33. Looney, M.R.; Matthay, M.A. Animal models of transfusion-related acute lung injury. Crit. Care Med. 2006, 34 (Suppl. S5),
S132–S136. [CrossRef] [PubMed]

34. Kuldanek, S.A.; Kelher, M.; Silliman, C.C. Risk factors, management and prevention of transfusion-related acute lung injury: A
comprehensive update. Expert Rev. Hematol. 2019, 12, 773–785. [CrossRef] [PubMed]

35. Yang, Z.G.; Lei, X.L.; Li, X.L. Early application of low-dose glucocorticoid improves acute respiratory distress syndrome: A
meta-analysis of randomized controlled trials. Exp. Ther. Med. 2017, 13, 1215–1224. [CrossRef]

36. Goldberg, A.D.; Kor, D.J. State of the art management of transfusion-related acute lung injury (TRALI). Curr. Pharm. Des. 2012, 18,
3273–3284. [CrossRef]

37. Wallis, J.P.; Lubenko, A. Wells AW, Chapman CE. Single hospital experience of TRALI. Transfusion 2003, 43, 1053–1059. [CrossRef]
38. Djalali, A.G.; Moore, K.A.; Kelly, E. Report of a patient with severe transfusion-related acute lung injury after multiple transfusions,

resuscitated with albumin. Resuscitation 2005, 66, 225–230. [CrossRef]
39. Caudrillier, A.; Looney, M.R. Platelet-neutrophil interactions as a target for prevention and treatment of transfusion-related acute

lung injury. Curr. Pharm. Des. 2012, 18, 3260–3266. [CrossRef]
40. Müller, M.C.A.; Stroo, I.; Wouters, D.; Zeerleder, S.S.; Roelofs, J.J.T.H.; Boon, L.; Vroom, M.B.; Juffermans, N.P. The effect of

C1-inhibitor in a murine model of transfusion-related acute lung injury. Vox Sang. 2014, 107, 71–75. [CrossRef]
41. Semple, J.W.; Rebetz, J.; Kapur, R. Transfusion-associated circulatory overload and transfusion-related acute lung injury. Blood

2019, 133, 1840–1853. [CrossRef]
42. Semple, J.W.; McVey, M.J.; Kim, M.; Rebetz, J.; Kuebler, W.M.; Kapur, R. Targeting Transfusion-Related Acute Lung Injury: The

Journey From Basic Science to Novel Therapies. Crit. Care Med. 2018, 46, e452–e458. [CrossRef] [PubMed]

http://doi.org/10.1016/j.tmrv.2019.09.006
http://www.ncbi.nlm.nih.gov/pubmed/31679762
http://doi.org/10.1111/tme.12513
http://doi.org/10.1007/s13730-018-0307-4
http://doi.org/10.1159/000513056
http://doi.org/10.1111/trf.12882
http://doi.org/10.1182/blood-2018-10-833988
http://www.ncbi.nlm.nih.gov/pubmed/30808635
http://doi.org/10.1111/j.1365-3148.2006.00665.x
http://www.ncbi.nlm.nih.gov/pubmed/16764597
http://doi.org/10.1007/BF03005348
http://www.ncbi.nlm.nih.gov/pubmed/2758546
http://doi.org/10.1111/j.1600-0609.1991.tb00140.x
http://doi.org/10.1111/trf.15566
http://doi.org/10.1046/j.1365-3148.2002.00370.x
http://doi.org/10.1046/j.1365-3148.2000.00253.x
http://doi.org/10.1111/bjh.12150
https://www.fda.gov/media/147628/download
http://doi.org/10.1111/j.0041-1132.2004.04347.x
http://doi.org/10.1111/trf.15311
http://doi.org/10.1093/ajcp/aqaa279
http://www.ncbi.nlm.nih.gov/pubmed/33822854
http://doi.org/10.1097/01.CCM.0000214287.58444.2D
http://www.ncbi.nlm.nih.gov/pubmed/16617257
http://doi.org/10.1080/17474086.2019.1640599
http://www.ncbi.nlm.nih.gov/pubmed/31282773
http://doi.org/10.3892/etm.2017.4154
http://doi.org/10.2174/1381612811209023273
http://doi.org/10.1046/j.1537-2995.2003.00466.x
http://doi.org/10.1016/j.resuscitation.2005.02.004
http://doi.org/10.2174/1381612811209023260
http://doi.org/10.1111/vox.12128
http://doi.org/10.1182/blood-2018-10-860809
http://doi.org/10.1097/CCM.0000000000002989
http://www.ncbi.nlm.nih.gov/pubmed/29384784


J. Clin. Med. 2022, 11, 2859 17 of 19

43. Transfusion-Associated Circulatory Overload (TACO) Definition. 2018. Available online: https://www.aabb.org/docs/default-
source/default-document-library/resources/taco-2018-definition.pdf?sfvrsn=e1bcfce4_0 (accessed on 28 March 2022).

44. Parmar, N.; Pendergrast, J.; Lieberman, L.; Lin, Y.; Callum, J.; Cserti-Gazdewich, C. The association of fever with transfusion-
associated circulatory overload. Vox Sang. 2017, 112, 70–78. [CrossRef] [PubMed]

45. Blumberg, N.; Heal, J.M.; Gettings, K.F.; Phipps, R.P.; Masel, D.; Refaai, M.A.; Kirkley, S.A.; Fialkow, L.B. An association between
decreased cardiopulmonary complications (transfusion-related acute lung injury and transfusion-associated circulatory overload)
and implementation of universal leukoreduction of blood transfusions. Transfusion 2010, 50, 2738–2744. [CrossRef] [PubMed]

46. Roubinian, N.; Murphy, E.L. Adjusting the Focus on Transfusion-associated Circulatory Overload. Anesthesiology 2017, 126,
363–365. [CrossRef]

47. Clifford, L.; Jia, Q.; Subramanian, A.; Yadav, H.; Schroeder, D.R.; Kor, D.J. Risk Factors and Clinical Outcomes Associated with
Perioperative Transfusion-associated Circulatory Overload. Anesthesiology 2017, 126, 409–418. [CrossRef]

48. Patil, V.; Shetmahajan, M. Massive transfusion and massive transfusion protocol. Indian J. Anaesth. 2014, 58, 590–595. [CrossRef]
49. Guerado, E.; Medina, A.; Mata, M.I.; Galvan, J.M.; Bertrand, M.L. Protocols for massive blood transfusion: When and why, and

potential complications. Eur. J. Trauma Emerg. Surg. 2016, 42, 283–295. [CrossRef]
50. Yücel, N.; Lefering, R.; Maegele, M.; Vorweg, M.; Tjardes, T.; Ruchholtz, S.; Neugebauer, E.A.; Wappler, F.; Bouillon, B.; Rixen, D.;

et al. Trauma Associated Severe Hemorrhage (TASH)-Score: Probability of mass transfusion as surrogate for life threatening
hemorrhage after multiple trauma. J. Trauma 2006, 60, 1228–1237. [CrossRef]

51. Rainer, T.H.; Ho, A.M.-H.; Yeung, J.H.H.; Cheung, N.K.; Wong, R.S.M.; Tang, N.; Ng, S.K.; Wong, G.K.; Lai, P.B.; Graham, C.A.
Early risk stratification of patients with major trauma requiring massive blood transfusion. Resuscitation 2011, 82, 724–729.
[CrossRef]

52. Shih, A.W.; Al Khan, S.; Wang, A.Y.-H.; Dawe, P.; Young, P.Y.; Greene, A.; Hudoba, M.; Vu, E. Systematic reviews of scores and
predictors to trigger activation of massive transfusion protocols. J. Trauma Acute Care Surg. 2019, 87, 717–729. [CrossRef]

53. Camazine, M.N.; Hemmila, M.R.; Leonard, J.C.; Jacobs, R.A.; Horst, J.A.; Kozar, R.A.; Bochicchio, G.V.; Nathens, A.B.; Cryer,
H.M.; Spinella, P.C. Massive transfusion policies at trauma centers participating in the American College of Surgeons Trauma
Quality Improvement Program. J. Trauma Acute Care Surg. 2015, 78 (Suppl. S1), S48–S53. [CrossRef] [PubMed]

54. Bawazeer, M.; Ahmed, N.; Izadi, H.; McFarlan, A.; Nathens, A.; Pavenski, K. Compliance with a massive transfusion protocol
(MTP) impacts patient outcome. Injury 2015, 46, 21–28. [CrossRef] [PubMed]

55. Cotton, B.A.; Au, B.K.; Nunez, T.C.; Gunter, O.L.; Robertson, A.M.; Young, P.P. Predefined massive transfusion protocols are
associated with a reduction in organ failure and postinjury complications. J. Trauma 2009, 66, 41–49. [CrossRef] [PubMed]

56. Johnson, J.W.; Gracias, V.H.; Schwab, C.W.; Reilly, P.M.; Kauder, D.R.; Shapiro, M.B.; Dabrowski, G.P.; Rotondo, M.F. Evolution in
damage control for exsanguinating penetrating abdominal injury. J. Trauma 2001, 51, 261–271. [CrossRef]

57. Smith, H.M.; Farrow, S.J.; Ackerman, J.D.; Stubbs, J.R.; Sprung, J. Cardiac arrests associated with hyperkalemia during red blood
cell transfusion: A case series. Anesth. Analg. 2008, 106, 1062–1069. [CrossRef]

58. Dunne, J.R.; Malone, D.; Tracy, J.K.; Gannon, C.; Napolitano, L.M. Perioperative anemia: An independent risk factor for infection,
mortality, and resource utilization in surgery. J. Surg. Res. 2002, 102, 237–244. [CrossRef]

59. Savioli, G.; Ceresa, I.F.; Caneva, L.; Gerosa, S.; Ricevuti, G. Trauma-Induced Coagulopathy: Overview of an Emerging Medical
Problem from Pathophysiology to Outcomes. Medicines 2021, 8, 16. [CrossRef]

60. Simmons, J.W.; Powell, M.F. Acute traumatic coagulopathy: Pathophysiology and resuscitation. Br. J. Anaesth. 2016, 117
(Suppl. S3), iii31–iii43. [CrossRef]

61. Brecher, M.E.; Hay, S.N. Bacterial contamination of blood components. Clin. Microbiol. Rev. 2005, 18, 195–204. [CrossRef]
62. Perez, P.; Salmi, L.R.; Folléa, G.; Schmit, J.L.; de Barbeyrac, B.; Sudre, P.; Salamon, R.; BACTHEM Group, French Haemovigilance

Network. Determinants of transfusion-associated bacterial contamination: Results of the French BACTHEM Case-Control Study.
Transfusion 2001, 41, 862–872. [CrossRef]

63. Williamson, L.M.; Lowe, S.; Love, E.M.; Cohen, H.; Soldan, K.; McClelland, D.B.; Skacel, P.; Barbara, J.A. Serious hazards of
transfusion (SHOT) initiative: Analysis of the first two annual reports. BMJ 1999, 319, 16–19. [CrossRef] [PubMed]

64. Levy, J.H.; Neal, M.D.; Herman, J.H. Bacterial contamination of platelets for transfusion: Strategies for prevention. Crit. Care 2018,
22, 271. [CrossRef] [PubMed]

65. Martin, I.W.; Cohn, C.S.; Delaney, M.; Fontaine, M.J.; Shih, A.W.; Dunbar, N.M.; SCARED Study Investigators on behalf of the
Biomedical Excellence for Safer Transfusion (BEST) Collaborative. Limitations of current practices in detection of bacterially
contaminated blood products associated with suspected septic transfusion reactions. Transfusion 2021, 61, 2414–2420. [CrossRef]
[PubMed]

66. L’Agence Nationale de Sécurité du Médicament et des Produits de Santé-17eme Rapport National D’hémovigilance. July
2020. Available online: https://ansm.sante.fr/actualites/lansm-publie-le-rapport-dactivite-hemovigilance-2019 (accessed on 11
February 2022).

67. Eder, A.F.; Goldman, M. How do I investigate septic transfusion reactions and blood donors with culture-positive platelet
donations? Transfusion 2011, 51, 1662–1668. [CrossRef] [PubMed]

68. Ramirez-Arcos, S. Bacterial contamination. In Tranfusion Reactions, 4th ed.; Popovsky, M.D., Mark, A., Eds.; AABB (Association
for the Advancement of Blood & Biotherapies): Bethesda, MD, USA, 2012.

https://www.aabb.org/docs/default-source/default-document-library/resources/taco-2018-definition.pdf?sfvrsn=e1bcfce4_0
https://www.aabb.org/docs/default-source/default-document-library/resources/taco-2018-definition.pdf?sfvrsn=e1bcfce4_0
http://doi.org/10.1111/vox.12473
http://www.ncbi.nlm.nih.gov/pubmed/28001310
http://doi.org/10.1111/j.1537-2995.2010.02748.x
http://www.ncbi.nlm.nih.gov/pubmed/20561296
http://doi.org/10.1097/ALN.0000000000001507
http://doi.org/10.1097/ALN.0000000000001506
http://doi.org/10.4103/0019-5049.144662
http://doi.org/10.1007/s00068-015-0612-y
http://doi.org/10.1097/01.ta.0000220386.84012.bf
http://doi.org/10.1016/j.resuscitation.2011.02.016
http://doi.org/10.1097/TA.0000000000002372
http://doi.org/10.1097/TA.0000000000000641
http://www.ncbi.nlm.nih.gov/pubmed/26002263
http://doi.org/10.1016/j.injury.2014.09.020
http://www.ncbi.nlm.nih.gov/pubmed/25452004
http://doi.org/10.1097/TA.0b013e31819313bb
http://www.ncbi.nlm.nih.gov/pubmed/19131804
http://doi.org/10.1097/00005373-200108000-00007
http://doi.org/10.1213/ane.0b013e318164f03d
http://doi.org/10.1006/jsre.2001.6330
http://doi.org/10.3390/medicines8040016
http://doi.org/10.1093/bja/aew328
http://doi.org/10.1128/CMR.18.1.195-204.2005
http://doi.org/10.1046/j.1537-2995.2001.41070862.x
http://doi.org/10.1136/bmj.319.7201.16
http://www.ncbi.nlm.nih.gov/pubmed/10390452
http://doi.org/10.1186/s13054-018-2212-9
http://www.ncbi.nlm.nih.gov/pubmed/30367640
http://doi.org/10.1111/trf.16545
http://www.ncbi.nlm.nih.gov/pubmed/34181247
https://ansm.sante.fr/actualites/lansm-publie-le-rapport-dactivite-hemovigilance-2019
http://doi.org/10.1111/j.1537-2995.2011.03083.x
http://www.ncbi.nlm.nih.gov/pubmed/21392015


J. Clin. Med. 2022, 11, 2859 18 of 19

69. Haass, K.A.; Sapiano, M.R.P.; Savinkina, A.; Kuehnert, M.J.; Basavaraju, S.V. Transfusion-transmitted Infections reported to the
National Healthcare Safety Network Hemovigilance Module. Transfus. Med. Rev. 2019, 33, 84–91. [CrossRef]

70. Heroes, A.-S.; Ndalingosu, N.; Kalema, J.; Luyindula, A.; Kashitu, D.; Akele, C.; Kabinda, J.; Lagrou, K.; Vandekerckhove, P.;
Jacobs, J.; et al. Bacterial contamination of blood products for transfusion in the Democratic Republic of the Congo: Temperature
monitoring, qualitative and semi-quantitative culture. Blood Transfus. 2020, 18, 348–358. [CrossRef]

71. Kuehnert, M.J.; Roth, V.R.; Haley, N.R.; Gregory, K.R.; Elder, K.V.; Schreiber, G.B.; Arduino, M.J.; Holt, S.C.; Carson, L.A.; Banerjee,
S.N.; et al. Transfusion-transmitted bacterial infection in the United States, 1998 through 2000. Transfusion 2001, 41, 1493–1499.
[CrossRef]

72. DeSimone, R.A.; Costa, V.A.; Kane, K.; Sepulveda, J.L.; Ellsworth, G.B.; Gulick, R.M.; Zucker, J.; Sobieszcyk, M.E.; Schwartz,
J.; Cushing, M.M. Blood component utilization in COVID-19 patients in New York City: Transfusions do not follow the curve.
Transfusion 2021, 61, 692–698. [CrossRef]

73. Grandone, E.; Mastroianno, M.; di Mauro, L.; Caroli, A.; Tiscia, G.; Ostuni, A. Blood supply, transfusion demand and mortality in
Italian patients hospitalised during nine months of COVID-19 pandemic. Blood Transfus. 2021. Online ahead of print. [CrossRef]

74. Perelman, S.I.; Shander, A.; Mabry, C.; Ferraris, V.A. Preoperative anemia management in the coronavirus disease (COVID-19) era.
Jtcvs Open 2021, 5, 85–94. [CrossRef]

75. Nguyen, F.T.; van den Akker, T.; Lally, K.; Lam, H.; Lenskaya, V.; Liu, S.T.H.; Bouvier, N.M.; Aberg, J.A.; Rodriguez, D.; Krammer,
F.; et al. Transfusion reactions associated with COVID-19 convalescent plasma therapy for SARS-CoV-2. Transfusion 2021, 61,
78–93. [CrossRef] [PubMed]

76. Amrutiya, V.; Patel, R.; Baghal, M.; Patel, B.; Waykole, T.; Patel, H.; Govil, S.; Lo, A. Transfusion-related acute lung injury in
a COVID-19-positive convalescent plasma recipient: A case report. J. Int. Med. Res. 2021, 49, 3000605211032814. [CrossRef]
[PubMed]

77. Coronavirus Disease 2019 (COVID-19) and Supply of Substances of Human Origin in the EU/EEA—Second Update. Available
online: https://www.ecdc.europa.eu/sites/default/files/documents/Supply-SoHO-COVID-19--second-update-erratum-Feb-
2021.pdf (accessed on 29 March 2022).

78. Corman, V.M.; Rabenau, H.F.; Adams, O.; Oberle, D.; Funk, M.B.; Keller-Stanislawski, B.; Timm, J.; Drosten, C.; Ciesek, S.
SARS-CoV-2 asymptomatic and symptomatic patients and risk for transfusion transmission. Transfusion 2020, 60, 1119–1122.
[CrossRef] [PubMed]

79. Zaid, Y.; Puhm, F.; Allaeys, I.; Naya, A.; Oudghiri, M.; Khalki, L.; Limami, Y.; Zaid, N.; Sadki, K.; Ben El Haj, R.; et al. Platelets
Can Associate with SARS-Cov-2 RNA and Are Hyperactivated in COVID-19. Circ. Res. 2020, 127, 1404–1418. [CrossRef]

80. Zhang, S.; Liu, Y.; Wang, X.; Yang, L.; Li, H.; Wang, Y.; Liu, M.; Zhao, X.; Xie, Y.; Yang, Y.; et al. SARS-CoV-2 binds platelet ACE2
to enhance thrombosis in COVID-19. J. Hematol. Oncol. 2020, 13, 120. [CrossRef]

81. Manne, B.K.; Denorme, F.; Middleton, E.A.; Portier, I.; Rowley, J.W.; Stubben, C.; Petrey, A.C.; Tolley, N.D.; Guo, L.; Cody, M.; et al.
Platelet gene expression and function in patients with COVID-19. Blood 2020, 136, 1317–1329. [CrossRef]

82. Koupenova, M.; Corkrey, H.A.; Vitseva, O.; Tanriverdi, K.; Somasundaran, M.; Liu, P.; Soofi, S.; Bhandari, R.; Godwin, M.; Parsi,
K.M.; et al. SARS-CoV-2 Initiates Programmed Cell Death in Platelets. Circ. Res. 2021, 129, 631–646. [CrossRef]

83. Essa, M.F.; Elbashir, E.; Batarfi, K.; Alharbi, M. Lack of transmission of SARS-CoV-2 by platelet transfusion from a COVID-19-
positive donor in a hematopoietic stem cell transplantation patient. Pediatr. Blood Cancer 2021, 68, e28658. [CrossRef]

84. Young, B.E.; Ong, S.W.X.; Kalimuddin, S.; Low, J.G.; Tan, S.Y.; Loh, J.; Ng, O.-T.; Marimuthu, K.; Ang, L.W.; Mak, T.M.; et al.
Epidemiologic Features and Clinical Course of Patients Infected With SARS-CoV-2 in Singapore. JAMA 2020, 323, 1488–1494.
[CrossRef]

85. Al Mahmasani, L.; Hodroj, M.H.; Finianos, A.; Taher, A. COVID-19 pandemic and transfusion medicine: The worldwide challenge
and its implications. Ann. Hematol. 2021, 100, 1115–1122. [CrossRef]

86. Joyner, M.J.; Bruno, K.A.; Klassen, S.A.; Kunze, K.L.; Johnson, P.W.; Lesser, E.R.; Wiggins, C.C.; Senefeld, J.W.; Klompas, A.M.;
Hodge, D.O.; et al. Safety Update: COVID-19 Convalescent Plasma in 20,000 Hospitalized Patients. Mayo Clin. Proc. 2020, 95,
1888–1897. [CrossRef] [PubMed]

87. Duan, K.; Liu, B.; Li, C.; Zhang, H.; Yu, T.; Qu, J.; Zhou, M.; Chen, L.; Meng, S.; Hu, Y.; et al. Effectiveness of convalescent plasma
therapy in severe COVID-19 patients. Proc. Natl. Acad. Sci. USA 2020, 117, 9490–9496. [CrossRef] [PubMed]

88. Quaglietta, A.; Nicolucci, A.; Posata, R.; Frattari, A.; Parruti, G.; Accorsi, P. Impact of Covid-19 epidemic on the activities of
a blood centre, transfusion support for infected patients and clinical outcomes. Transfus. Med. 2021, 31, 160–166. [CrossRef]
[PubMed]

89. Barriteau, C.M.; Bochey, P.; Lindholm, P.F.; Hartman, K.; Sumugod, R.; Ramsey, G. Blood transfusion utilization in hospitalized
COVID-19 patients. Transfusion 2020, 60, 1919–1923. [CrossRef] [PubMed]

90. Remakanth, R.; Abhishekh, B. Is it an acute pain transfusion reaction? Asian J. Transfus. Sci. 2021, 15, 97–99. [CrossRef]
91. Hardwick, J.; Osswald, M.; Walker, D. Acute pain transfusion reaction. Oncol. Nurs. Forum. 2013, 40, 543–545. [CrossRef]
92. Klein, H.G.; Spahn, D.R.; Carson, J.L. Red blood cell transfusion in clinical practice. Lancet 2007, 370, 415–426. [CrossRef]
93. Carson, J.L.; Guyatt, G.; Heddle, N.M.; Grossman, B.J.; Cohn, C.S.; Fung, M.K.; Gernsheimer, T.; Holcomb, J.B.; Kaplan, L.J.; Katz,

L.M.; et al. Clinical Practice Guidelines From the AABB: Red Blood Cell Transfusion Thresholds and Storage. JAMA 2016, 316,
2025–2035. [CrossRef]

http://doi.org/10.1016/j.tmrv.2019.01.001
http://doi.org/10.2450/2020.0108-20
http://doi.org/10.1046/j.1537-2995.2001.41121493.x
http://doi.org/10.1111/trf.16202
http://doi.org/10.2450/2021.0173-21
http://doi.org/10.1016/j.xjon.2020.12.020
http://doi.org/10.1111/trf.16177
http://www.ncbi.nlm.nih.gov/pubmed/33125158
http://doi.org/10.1177/03000605211032814
http://www.ncbi.nlm.nih.gov/pubmed/34412545
https://www.ecdc.europa.eu/sites/default/files/documents/Supply-SoHO-COVID-19--second-update-erratum-Feb-2021.pdf
https://www.ecdc.europa.eu/sites/default/files/documents/Supply-SoHO-COVID-19--second-update-erratum-Feb-2021.pdf
http://doi.org/10.1111/trf.15841
http://www.ncbi.nlm.nih.gov/pubmed/32361996
http://doi.org/10.1161/CIRCRESAHA.120.317703
http://doi.org/10.1186/s13045-020-00954-7
http://doi.org/10.1182/blood.2020007214
http://doi.org/10.1161/CIRCRESAHA.121.319117
http://doi.org/10.1002/pbc.28658
http://doi.org/10.1001/jama.2020.3204
http://doi.org/10.1007/s00277-021-04441-y
http://doi.org/10.1016/j.mayocp.2020.06.028
http://www.ncbi.nlm.nih.gov/pubmed/32861333
http://doi.org/10.1073/pnas.2004168117
http://www.ncbi.nlm.nih.gov/pubmed/32253318
http://doi.org/10.1111/tme.12742
http://www.ncbi.nlm.nih.gov/pubmed/33269544
http://doi.org/10.1111/trf.15947
http://www.ncbi.nlm.nih.gov/pubmed/32583506
http://doi.org/10.4103/ajts.AJTS_100_20
http://doi.org/10.1188/13.CJON.543-545
http://doi.org/10.1016/S0140-6736(07)61197-0
http://doi.org/10.1001/jama.2016.9185


J. Clin. Med. 2022, 11, 2859 19 of 19

94. Carson, J.L.; Stanworth, S.J.; Dennis, J.A.; Trivella, M.; Roubinian, N.; Fergusson, D.A.; Triulzi, D.; Dorée, C.; Hébert, P.C.
Transfusion thresholds for guiding red blood cell transfusion. Cochrane Database Syst. Rev. 2021, 12, CD002042. [CrossRef]

95. Carson, J.L.; Terrin, M.L.; Noveck, H.; Sanders, D.W.; Chaitman, B.R.; Rhoads, G.G.; Nemo, G.; Dragert, K.; Beaupre, L.;
Hildebrand, K.; et al. Liberal or restrictive transfusion in high-risk patients after hip surgery. N. Engl. J. Med. 2011, 365, 2453–2462.
[CrossRef]

96. Ducrocq, G.; Gonzalez-Juanatey, J.R.; Puymirat, E.; Lemesle, G.; Cachanado, M.; Durand-Zaleski, I.; Arnaiz, J.A.; Martínez-Sellés,
M.; Silvain, J.; Ariza-Solé, A.; et al. Effect of a restrictive vs liberal blood transfusion strategy on major cardiovascular events
among patients with acute myocardial infarction and anemia: The REALITY Randomized Clinical Trial. JAMA 2021, 325, 552–560.
[CrossRef] [PubMed]

97. Hébert, P.C.; Wells, G.; Blajchman, M.A.; Marshall, J.; Martin, C.; Pagliarello, G.; Tweeddale, M.; Schweitzer, I.; Yetisir, E. A
Multicenter, Randomized, Controlled Clinical Trial of Transfusion Requirements in Critical Care. N. Engl. J. Med. 1999, 340,
409–417. [CrossRef] [PubMed]

98. Lacroix, J.; Hébert, P.C.; Hutchison, J.S.; Hume, H.A.; Tucci, M.; Ducruet, T.; Gauvin, F.; Collet, J.P.; Toledano, B.J.; Robillard,
P.; et al. Transfusion strategies for patients in pediatric intensive care units. N. Engl. J. Med. 2007, 356, 1609–1619. [CrossRef]
[PubMed]

99. Villanueva, C.; Colomo, A.; Bosch, A. Transfusion for acute upper gastrointestinal bleeding. N. Engl. J. Med. 2013, 368, 1362–1363.
[CrossRef]

100. Barkun, A.N.; Almadi, M.; Kuipers, E.J.; Laine, L.; Sung, J.; Tse, F.; Leontiadis, G.I.; Abraham, N.S.; Calvet, X.; Chan, F.; et al.
Management of nonvariceal upper gastrointestinal bleeding: Guideline recommendations from the international consensus
group. Ann. Intern. Med. 2019, 171, 805–822. [CrossRef]

101. Hajjar, L.A.; Vincent, J.-L.; Galas, F.R.B.G.; Nakamura, R.E.; Silva, C.M.P.; Santos, M.H.; Fukushima, J.; Kalil Filho, R.; Sierra, D.B.;
Lopes, N.H.; et al. Transfusion requirements after cardiac surgery: The TRACS randomized controlled trial. JAMA 2010, 304,
1559–1567. [CrossRef]

102. Mazer, C.D.; Whitlock, R.P.; Fergusson, D.A.; Hall, J.; Belley-Cote, E.; Connolly, K.; Khanykin, B.; Gregory, A.J.; de Médicis, É.;
McGuinness, S.; et al. Restrictive or Liberal Red-Cell Transfusion for Cardiac Surgery. N. Engl. J. Med. 2017, 377, 2133–2144.
[CrossRef]

103. Norfolk, D. Handbook of Transfusion Medicine, 5th ed.; Norfolk, D., Ed.; The Stationery Office: London, UK, 2013.
104. Amended by No I of the FA of 18 March 2016, in Force since 1 Jan. 2019 (AS 2017 2745, 2018 3575; BBl 2013 1), Art. 59 Mandatory

Notification, Notification System and the Right to Notify. Available online: https://www.fedlex.admin.ch/eli/cc/2001/422/en#
fn-d6e5532 (accessed on 20 March 2022).

105. Swissmedic. The Swiss Haemovigilance Reporting System—Fundamentals. 2019. Available online: https://www.swissmedic.ch/
swissmedic/en/home/humanarzneimittel/marktueberwachung/haemovigilance/haemovigilance-meldesystem.html (accessed
on 25 March 2022).

106. Réseau National d’Hémovigilance Déclaration et Gestion des Évènements Indésirables Transfusionnels RNHV—eFIT. Available
online: https://e-fit.ansm.sante.fr/rnhv/rnhv/loginAccueil.html (accessed on 26 March 2022).

107. Paul-Ehrlich-Institut. Meldeformulare. Available online: https://www.pei.de/DE/arzneimittelsicherheit/haemovigilanz/
meldeformulare-online-meldung/meldeformulare-online-meldung-node.html;jsessionid=4355D9493116DCC74983F41E2
9DB3C58.intranet241 (accessed on 26 March 2022).

108. Glynn, S.A. The red blood cell storage lesion: A method to the madness. Transfusion 2010, 50, 1164–1169. [CrossRef]
109. Storch, E.K.; Custer, B.S.; Jacobs, M.R.; Menitove, J.E.; Mintz, P.D. Review of current transfusion therapy and blood banking

practices. Blood Rev. 2019, 38, 100593. [CrossRef]
110. Noordin, S.S.; Karim, F.A.; Mohammad, W.M.Z.; Bin, W.; Hussein, A.R. Coagulation Factor Activities Changes Over 5 Days in

Thawed Fresh Frozen Plasma Stored at Different Initial Storage Temperatures. Indian J. Hematol. Blood Transfus. 2018, 34, 510–516.
[CrossRef]

111. Bassuni, W.Y.; Blajchman, M.A.; Al-Moshary, M.A. Why implement universal leukoreduction? Hematol. Oncol. Stem. Cell 2008, 1,
106–123. [CrossRef]

112. European Directorate for the Quality of Medicines & HealthCare. Recommendation No. R (95) 15. In Guide to the Preparation,
Use and Quality Assurance of Blood Components, 20th ed.; Keitel, S., Ed.; European Directorate for the Quality of Medicines &
HealthCare: Strasbourg, France, 2020; pp. 13–453.

113. Blood Guide. European Directorate for the Quality of Medicines & HealthCare. Available online: https://www.edqm.eu/en/
(accessed on 8 May 2022).

http://doi.org/10.1002/14651858.CD002042.pub5
http://doi.org/10.1056/NEJMoa1012452
http://doi.org/10.1001/jama.2021.0135
http://www.ncbi.nlm.nih.gov/pubmed/33560322
http://doi.org/10.1056/NEJM199902113400601
http://www.ncbi.nlm.nih.gov/pubmed/9971864
http://doi.org/10.1056/NEJMoa066240
http://www.ncbi.nlm.nih.gov/pubmed/17442904
http://doi.org/10.1056/NEJMoa1211801
http://doi.org/10.7326/M19-1795
http://doi.org/10.1001/jama.2010.1446
http://doi.org/10.1056/NEJMoa1711818
https://www.fedlex.admin.ch/eli/cc/2001/422/en#fn-d6e5532
https://www.fedlex.admin.ch/eli/cc/2001/422/en#fn-d6e5532
https://www.swissmedic.ch/swissmedic/en/home/humanarzneimittel/marktueberwachung/haemovigilance/haemovigilance-meldesystem.html
https://www.swissmedic.ch/swissmedic/en/home/humanarzneimittel/marktueberwachung/haemovigilance/haemovigilance-meldesystem.html
https://e-fit.ansm.sante.fr/rnhv/rnhv/loginAccueil.html
https://www.pei.de/DE/arzneimittelsicherheit/haemovigilanz/meldeformulare-online-meldung/meldeformulare-online-meldung-node.html;jsessionid=4355D9493116DCC74983F41E29DB3C58.intranet241
https://www.pei.de/DE/arzneimittelsicherheit/haemovigilanz/meldeformulare-online-meldung/meldeformulare-online-meldung-node.html;jsessionid=4355D9493116DCC74983F41E29DB3C58.intranet241
https://www.pei.de/DE/arzneimittelsicherheit/haemovigilanz/meldeformulare-online-meldung/meldeformulare-online-meldung-node.html;jsessionid=4355D9493116DCC74983F41E29DB3C58.intranet241
http://doi.org/10.1111/j.1537-2995.2010.02674.x
http://doi.org/10.1016/j.blre.2019.100593
http://doi.org/10.1007/s12288-017-0879-8
http://doi.org/10.1016/S1658-3876(08)50042-2
https://www.edqm.eu/en/

	Introduction 
	Review Design and Methods 
	Transfusion Reactions 
	Epidemiology 
	Definition of Blood Transfusion Reactions and Initial Management 
	Acute Hemolytic Transfusion Reaction 
	Febrile Non-Hemolytic Transfusion Reaction (FNHTR) 
	Anaphylactic Transfusion Reaction (ATR) and Minor Allergic Transfusion Reaction 
	Lung Transfusion Complications 
	Transfusion-Related Acute Lung Injury (TRALI) 
	Transfusion-Associated Circulatory Overload (TACO) 
	Massive Transfusion-Associated Complications 
	Septic Transfusion Reaction 
	Adverse Transfusion Reactions and COVID-19 
	Rare Transfusion Reactions 
	Prevention of Transfusion Reactions 
	Hemovigilance Reporting 
	Blood Transfusion Quality 

	Conclusions 
	References

