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Blood Transfusion for Paediatrics - Full Paediatric Clinical Guideline – Burton 

only 
Reference no.: WC/NP/59P/Oct 20/ V006 

 
1.0 Introduction 

The transfusion requirements of the neonate and children are recognized as unique. Blood products 
are selected for maximum safety and to potentially minimize exposure to donor blood. The blood bank 
routinely stocks O Rh neg SAG-M paediatric packs and AB FFP for neonatal and paediatric use. 
Platelets are ordered as required. Product selection by ABO compatibility for these products can be 
found in appendix 1. This document provides guidance on procedure, product selection and 
appropriate sample testing for neonates and older children. 

 
Transfusion guidelines for neonates and older children were published in 2004 by the British 
Committee for the Standards in Haematology (BCSH). These guidelines have been updated recently 
with respect to use of FFP and cryoprecipitate. 

 
Except in the emergency situation, written consent should be obtained for all blood transfusions. This 
document adheres to the BCSH guidelines and incorporates agreed share care protocols. 

 

 
2.0 Blood component specifications for paediatric patients 

General recommendations (fetuses, neonates, infants and children) 

 
2.1 Cytomegalovirus 

Those at greatest risk of transfusion transmitted CMV are fetuses, infants weighing less than 1.5kg, 
immunodeficient patients and stem cell transplant recipients. Some clinicians prefer CMV 
seronegative components for recipients of haematopoietic stem cell transplant and patients with 
cellular immunodeficiency who are considered to be particularly susceptible to severe CMV infection. 

 
Since 1999, all blood components (other than granulocytes) in the UK now undergo leucodepletion, 
which provides a significant degree of CMV risk reduction. The Advisory Committee on the Safety of 
Blood, Tissue and Organs (SaBTO) considered whether there was sufficient evidence to support the 
replacement of CMV seronegative blood components with leucodepleted blood components. 

 
SaBTO, 2012 position statement recommends that all transfusions for neonates (ie up to 28 days 

post expected date of delivery) should be CMV seronegative. 

 

Leucodepletion is considered adequate risk reduction for all other patients requiring transfusion 

(haemopoetic stem cell transplant patients, organ transplant patients, and immune deficient 

patients, including those with HIV) without the requirement for CMV seronegative components in 

addition. 

 

Blood bank will issue CMV seronegative products as appropriate for the patient’s age. If CMV 
seronegative products are not available the decision to transfuse leucocyte-depleted products or wait 
for a NHSBT stock delivery is the responsibility of the requesting clinician. 



 Reference no.: WC/NP/59P/Oct 20/ V006 
  

          Suitable for printing to guide individual patient management but not for storage        Expiry date: Oct 2023 

Page 2 of 19 

 

2.2 Irradiation 

 
It is essential to irradiate all red cell and platelet components (with the exception of frozen red cells) 
for: 

 

 Intrauterine transfusion (IUT). 

 Exchange transfusion (ET) of red cells in neonates who have received prior IUT. 

 Top up transfusion after IUT for up to 6 months after delivery. 

 When transfusion is from a first or second degree relative or a human leucocyte antigen (HLA) 
selected donor. 

 When the child has proven or suspected immunodeficiency. 

 For 2 weeks before all Stem Cell Transplant (SCT) and during conditioning for all types of 
SCT whichever is longer 

 In allogenic SCT, irradiation should continue during GvHD prophylaxis for 6 months post-
transplant or until lymphocyte count is >10*9/L 

 In autologous SCT, irradiation should continue for 3 months post SCT (6 months if Total Body 
Irradiation is given) 

 For SCT in children with Severe Combined Immunodeficiency (SCID) irradiation should 
continue for a least a year or until immune function has been achieved. 

 For 7 days prior to harvesting autologous bone marrow or PBSCs. 

 For children with Hodgkin’s disease during treatment and lifelong. 

 During treatment with Fludarabine, 2CDA or 2 deoxycotormycin and for at least 2 years or 
until full recovery of immune function. 

 If specified in the treatment protocol, e.g. Neuroblastoma, Stage IV or Euro EWING 99. 
 
 

It is the responsibility of the requesting clinician to ensure irradiated products are ordered when appropriate. 

Note: Irradiated blood is not routinely stocked by the Blood Bank, and will need to be obtained from 
NHSBT. This may take 2 hours to arrive. If the child is undergoing a planned surgical procedure which 
may require blood, please discuss this with the Haematology scientist to ensure blood is available. 

 
Children who have an on-going requirement for irradiated blood should have “irradiated blood” 
entered as a clinical alert (on the patient’s electronic patient record). This will indicate to anyone 
prescribing blood that irradiated blood is required. At the point of diagnosis/commencement of 
medications or treatment indicating a need for irradiated blood, ensure Blood Bank is aware so they 
can update the patient’s blood history (email uhdb.bloodbank@nhs.net) 

 
2.3 Plasma compatibility 

 
AB Fresh Frozen Plasma (FFP) for neonatal or paediatric use is routinely stocked by the blood bank. 
Children born on or after 1

st
 January 1996 must receive pathogen reduced FFP (PRFFP). The blood 

bank will provide MBFFP for all patients who require it. 

 
*FFP and cryoprecipitate for all patients born on or after 1

st
 January 1996 is imported from countries 

with a low risk of vCJD and is pathogen-inactivated. 

 
Group O FFP should only be given to group O patients. Although group AB FFP can be given to 
people of any ABO blood group, supplies are usually limited (BCSH, 2005) 

 
Rh D status is no longer relevant when issuing FFP; therefore Anti D prophylaxis is not required for 
females receiving Rh D positive FFP. 
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2.4 Platelet compatibility 
 

Platelets should be ABO and Rh D identical with the recipient. If this is not possible then ABO and Rh 
D compatible products lacking high titre anti A or anti B should be transfused to A or B patients. Group 
O platelets must only be given to Group O patients unless other contingencies such as HLA or HPA 
restrictions, or CMV status, make only group O platelets available. (BCSH, 2005) 

 
Apheresis platelets should be used for all children <16 years old to reduce donor exposure 

 
The blood bank will issue ABO and Rh compatible platelets according to availability from the NHS 
Blood and Transplant (NHSBT) 

 
Anti D prophylaxis is required in the instance of Rh D positive platelet transfusion to a Rh D negative 
female. The recommended dose is 250 IU which is enough to cover 5 successive adult therapeutic 
doses of Rh D positive platelets over a period of up to 6 weeks 

 
Neonatal Alloimmune Thrombocytopaenia (NAIT). [see more detailed description below] 
HPA1a5b negative platelets can only be authorized by a NHSBT consultant. If HPA1a5b platelets 
are not readily available to treat babies with NAIT, platelet concentrates selected randomly, whatever 
their HPA status (if known) should be given with IV immunoglobulin. 

 
3.0 Transfusion thresholds, triggers and targets 

 
3.1 Red cell transfusion 

 
Indicated for children who are symptomatic from anaemia. There is no universal trigger or threshold 
for transfusion and the decision to transfuse should be based on the clinical evaluation of the patient 
taking into account in each case the: 

 age 

 diagnosis 

 haemoglobin level 

 rate of blood loss 

 haemodynamic instability 

 evidence of poor oxygen delivery 

 other co-morbidities in each case 

 
The recommended Hb threshold to consider transfusion in a stable non-cyanotic patient is < 70 g/L. 
However if the child is unstable or has symptomatic anaemia then a higher threshold may be 
considered. 
In children undergoing regular transfusion e.g. chemotherapy a cut off of 80 g/L is usually used. 
Patients with aplastic anaemia or other bone marrow failure syndromes may have a lower threshold. 
(Please refer to threshold in oncology guidelines) 

 
In neonates due to physiological variations higher Hb thresholds are used for transfusions. Table 1. 
suggests transfusion thresholds for preterms <32 weeks (BSH 2016). There is little evidence 
regarding appropriate thresholds for preterms ≥32 weeks or term babies but it would be appropriate to 
use suggested values below. 

 
 

Table 1: Suggested transfusion thresholds for Neonates 
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Postnatal age 

Suggested Transfusion Threshold 

Ventilated Oxygen/NIPPV Off Oxygen 

 
In first 24 hours 

Hb <120 g/L Hb <120 g/L Hb < 100 g/L 

 
 

≤ Week 1 (day 1-7) 

Hb <120 g/L Hb <100 g/L Hb <100 g/L 

 
 

Week 2 (day 8-14) 

Hb <100 g/L Hb <95 g/L Hb < 75 g/L 

 
 

≥ Week 3 (day 15 onwards) 

HB <100 g/L Hb < 85 g/L Hb <75 g/L 

 

 

Order quantity by volume; 
 

Vol of SAG-M blood required = 

(Desired Hb(g/l) – Actual Hb(g/l) x weight(kg) x 4) divided by 10 . Up to a maximum of 

20ml/kg 

 
Most neonatal transfusions are small volumes (10–20 ml/kg), given to replace phlebotomy 
losses. 

 
 

3.2 Pre transfusion testing for neonates and infants within the first four 
postnatal months 

 
Samples from mother and baby should be tested for an initial ABO and Rh D determination. 
A sample within the last 72 hours is acceptable from mother. Once a negative maternal 
antibody screen has been established and the first unit is serologically compatible with 
mothers serum small volume transfusions can be repeatedly given over the first 4 months of 
life without further serological investigations. 

 
Maternal testing: 

 ABO and Rh D typing 

 Screen for atypical antibodies 
 

Testing required for infant: 

 ABO and Rh D group (ABO by antigen group only) 
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 DAT if the mother has additional red cell allo-antibodies or as an investigation into 
HDN. 

 In the absence of maternal plasma, screen infant’s plasma for atypical antibodies. 

 

A positive DAT on neonate’s red cells or atypical antibodies in maternal or neonatal serum 
suggests possible HDN. In such cases correlate with Hb and bilirubin levels and consider 
discussing with blood bank as a referral to NHSBT red cell serology laboratory may be 
necessary and serological crossmatch may be indicated for every unit. 

 

3.3 Requirements for Red cells for top up transfusion (10-20ml/kg) 
 

Vol of SAG-M blood required 

(Desired Hb in g/l – Actual Hb in g/l x weight in kg x 4) divided by 10 

 

Ensure that calculated volume is no more than 20ml/kg 

 
Red cells for neonatal small volume transfusion should be: 

 

 ABO compatible with mother and infant plasma and infants Rh D group or O Rh 
negative. All neonatal units routinely stocked are O Rh D negative. 

 

 Be IAT compatible with maternal serum (if available) or neonate’s plasma for the first 
transfusion and subsequent transfusions up to four months if atypical antibodies are 
present. 

 

 Be 35 days old or less if in SAG-M 
 

 Be 28 days old or less if in CPD 
 

 Be infused in a volume of 10-20ml/kg (usually) 
 

 Be aliquotted from single unit donation if repeat transfusion is suspected. 
 

 Be irradiated & CMV negative if indicated. 

 

3.4 Exchange transfusion (A consultant paediatrician must be involved & in most 
circumstances baby would need transfer to a tertiary neonatal unit) 

 

Indications for exchange transfusion (ET): 

 

 Blood group incompatibility with cord Hb <12g/dl irrespective of cord bilirubin. 
 

 If cord Hb > 12g/dl then do exchange on criteria of rate of rise of serum bilirubin. 
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(bilirubin rise > 20μmol/h or likely to reach dangerous levels before next estimation). 
 

 Hypebilirubinaemia (see jaundice guidelines and chart) 
 

 Signs of Kernicterus (shouldn’t happen!) 
 

The blood Services produce a special red cell component for neonatal exchange transfusion. 
It is ordered in specially by hospitals when required and close collaboration between the 
clinical team, hospital transfusion laboratory and blood service is essential. 

 
 

Red cells for exchange transfusion should: 

 

 Be group O (with low-titre haemolysins) and Rh D negative (or Rh D identical with 
neonate) and Kell negative 

 Be negative for any red cell antigens to which the mother has antibodies. 

 Be IAT crossmatch compatible with maternal plasma. 

 Be < 5 days old. 

 Be collected into CPD anticoagulant. 

 Be CMV negative 

 Sickle screen negative 

 Be irradiated and transfused within 24 hours of irradiation. Irradiation is essential if 
infant has had previous IUT and is recommended for all ET if the delay is acceptable. 

 Have a Hct of 0.50 – 0.60 (responsibility of NHSBT) to reduce post-exchange 
polycythaemia 

 Not to be transfused straight form the 40C. The component should be warmed to 37°C 
immediately before transfusion but care should be taken not to overheat the unit 

 In an anaemic infant use partially packed cells in CPD anticoagulant 

 Perform a double volume exchange (160-200ml/kg depending on gestation) over two 
hours. A double exchange should remove 90% of RBCs and 50% of the available 
intravascular bilirubin. 

 
4.0 Platelet transfusion 

Platelet transfusions are indicated for the prevention and treatment of bleeding in patients 
with thrombocytopenia or platelet function defects. Platelet transfusions are not indicated in 
all causes of thrombocytopenia, therefore the cause of the thrombocytopenia should be 
established before a deciding to use of platelet transfusion. (for neonates see section 4.1 & 
4.2) 

 

Table 2.1: Suggested threshold for platelet transfusion in children (BSH 2016) 
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Platelet count Clinical situation to trigger transfusion 

<10 x109 /L Irrespective of signs of haemorrhage (excluding ITP, 
TTP/HUS, HIT) 

 

<20 x109 /L 

Severe mucositis, Sepsis 
Lab evidence of DIC in the absence of bleeding* 
Anticoagulant therapy 
Risk of bleeding due to a local tumour infiltration 
Insertion of a non-tunnelled central venous line 

<40 x109 /L 
Prior to lumbar puncture in clinically stable patient 

 
<50 x109 /L 

Moderate haemorrhage (e.g. GI bleeding) 
Bleeding in association with DIC 
Surgery, unless minor (except at critical sites) 
Insertion of tunnelled central venous line 

<75 -100 x109 /L Major haemorrhage 
Major surgery 

 

* Routine screening by coagulation tests is not advocated without clinical indication. 
 

 If active bleeding seek Haem advice 

 

Dose: 

 10ml/kg over 30mins 
 
 
 

4.1 Neonatal alloimmune thrombocytopenia (NAIT) 
 

Neonatal Alloimmune Thrombocytopenia (NAIT) is a disorder caused by fetomaternal 

platelet incompatibility analogous to that in Rhesus Haemolytic Disease, with maternal anti- 

platelet antibodies crossing the placenta and destroying fetal platelets. The majority of cases 

are caused by antibodies directed against Human Platelet Antigen-1a (HPA-1a) and HPA-5b. 

Specific blood samples for a NAIT screen need to be sent to NHSBT; Contact Blood Bank 

for sample requirements. 

 Maternal blood (1 x 6ml EDTA, 1 x 6ml clotted blood) 

 Paternal blood (1 x 6mls EDTA) 

 Neonate or cord blood (1ml EDTA) 
 

Once the samples are taken, management is based on platelet count and the clinical 
condition of the neonate. 

 

 If the initial count is <30 urgent transfusion should be considered. 

 For platelet count between 30-50 and if the baby is well, a repeat count should be 
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performed in 2 hours 

 Symptoms and signs of Intracranial haemorrhage (ICH) warrant platelet transfusion 
even if platelet count is higher than 50. 

 

The following is the order of preference for choice of platelets [10ml/kg of CMV negative 
platelets]: 

 
1. HPA 1a 5b negative platelets ideally (covers for 95% of cases of NAIT) 
2. HPA 1a negative platelets (covers for 80% of cases of NAIT) 
3. Random donor platelets with intravenous immunoglobulin [1g/kg/day for 2 days] 

 

4.2 Other causes of neonatal thrombocytopaenia: 
 

Neonatal thrombocytopaenia may be of early onset (<72 hours) or late onset (>72 hours). 
Placental insufficiency and/or fetal hypoxia are the most common causes of early onset 
thrombocytopaenia. Other causes include prematurity, congenital infections e.g CMV and 
maternal autoimmune conditions e.g ITP. Late Onset thrombocytopaenia usually results from 
neonatal sepsis or NEC. 

 

Table 2.2: Transfusion threshold in Neonatal Thrombocytopaenia (BSH 2016) 

 

Platelet count Indication for Transfusion 

<25 x109 /L 
Neonates with no bleeding (including neonates with NAIT if no 

bleeding and no family history of Intracranial haemorrhage) 

<50 x109 /L 
Transfuse if any bleeding, current coagulopathy, or infants with 

NAIT if previously affected sibling with ICH 

< 100 x109 /L Transfuse if major bleeding or requiring major surgery 

>100 x109 /L Do not transfuse 

 

Please refer to full guideline on management of neonatal thrombocytopaenia 
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5.0 Fresh Frozen Plasma transfusion 
 
Indications: 

 Urgent reversal of Warfarin (must give Vitamin K also) – It is more appropriate to use 
Prothrombin complex concentrate for this purpose – Please seek Haem advice 

 Severe Vit K Deficiency with bleeding (must give Vitamin K also) 

 Bleeding in DIC (seek Haem advice) 

 Do NOT use as a plasma expander 

 FFP is NOT indicated in routine prevention of Periventricular Haemorrhage (PVH) 

 Do NOT use FFP to try to correct abnormalities of coagulation screen alone in non- 
bleeding neonate 

 

Dose: 

 15-20 mls /Kg 

 

6.0 Cryoprecipitate 

 

Indications: 

 Correction of a low fibrinogen in the presence of bleeding (less than 1.0g/l) 

 Disseminated Intravascular coagulation 

 Do NOT use as a plasma expander 
 

Dose: 

 5 – 10 mls /Kg 

 Always discuss with on call haematologist and check coagulation screen & 
Fibrinogen levels pre & post transfusion 

 
 

7.0 Administration of blood products 
 

In neonates enteral feeds are withheld during the transfusion process and for up to 3 hours 
after the transfusion at the discretion of the Consultant in charge of care. 

 
All components should be transfused through a standard blood giving set with a screen filter 
(170-200μ) or an alternative system incorporating the same filtration. Where small volumes 
are administered using a syringe an appropriate filter must be used. Micro aggregate filters 
(40μ) are not required for leucocyte-depleted products. NNU transfusions are drawn into a 
BR Quest Neonatal syringe from the adult blood giving set and administered using a syringe 
driver. Bedside pre-transfusion checks as per the trust protocol must be followed. 
Observations during transfusions are equally necessary in paediatric patients as in adults 
and perhaps more so as younger children may be less able to communicate discomfort or 
anxiety. 

 

7.1 The following administration rates are recommended: 
 



 Reference no.: WC/NP/59P/Oct 20/ V006 
  

          Suitable for printing to guide individual patient management but not for storage        Expiry date: Oct 2023 

Page 10 of 19 

 

Component  Volume Rate 

Red Cells (Desired Hb – Actual Hb X Weight (kg) X 4)/10 5ml/kg/hr 

PLT Children <15kg   10 ml/kg 
              >15kg    max single unit (300ml) 

10-20ml/kg/hr 

FFP       15-20 ml/kg 10-20ml/kg/hr 
 

CRYO  5-10ml/kg/hr 10-20ml/kg/hr 
(max 1 Adult dose 300mls) 

 

7.2 The administration process and associated documentation 
 

Guideline Rationale 

1) Two people, one of which must be a 
registered nurse, midwife, ODP or 
anesthetist must check: 

 The correct product for the required 
patient has been collected. 

 The patient demographics on the 
blood compatibility tag and the unit 
correlate. 

 The unit demographics correlate with 
the blood compatibility tag. 

 The patient demographics match the 
prescription and no other medication 
is prescribed. 

 The bag for unusual colour, clots or 

perforation. 

 The expiry date. 

 The CMV status and need for 
irradiation. 

If all checks are acceptable the unit pack 
number and volume should be entered on to 
the prescription and the prescription signed.* 

 

Complete the relevant section of the 
Integrated care pathway (blood transfusion 
observation chart) as necessary. 

1) To ensure the correct product and unit has 
been collected, to ensure that the 
documentation is correct and the unit is 
prescribed. 

 

To ensure no further medication is 
prescribed with the unit. 

 

To ensure the unit is in date and suitable 
for transfusion. 

 
 
 
 
 
 
 
 

 
To maintain the required data set and 
accountability. 

2) Explain procedure to patient / parent, if 
possible. 

2) To confirm consent and gain co operation. 
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3) At the bed side, check the patient’s name, 
date of birth and hospital ID on the 
wristband. If possible ask the patient to 
confirm their name and date of birth. The 
details on the wrist band MUST correlate 
with the blood compatibility tag and the 
unit label. 

 

Complete the relevant section of the ICP as 
necessary 

3) Positive ID is essential. A transfusion 
should never be initiated without a 
wristband check and should never be 
commenced if there is any discrepancy in 
the information on the wristband or unit. 

 
 

To maintain the required data set and 
accountability. 

4) Obtain a baseline BP and TPR. Optimally 
immediately prior to commencing the 
transfusion but observations taken within 1 
hour are acceptable. Record in Blood 
Transfusion Integrated Care Pathway. 

 

Record the unit pack number on the ICP 
and enter the baseline OBS. 

 

5) Wash and dry hands and put on gloves. 

4) To establish and record baseline 
observations from which deviations can be 
measured. 

 
 
 
 

 
5) To minimise cross infection. 

6) If necessary close clamp on existing 
infusion and disconnect giving set from 
cannula, cap the cannula. A blood giving 

    set can be used for 12 hours or 4 blood         
products 

A new giving set must be used when 
changing blood product or ABO type 
 

6) Blood is incompatible with all fluids except 
normal saline. 
Blood and blood products must be 
administered via a filtered blood giving 
set. 

7) Using the appropriate giving set, ensure 
the clamp is closed, open the 
unit inlet port and   insert   giving set, 

avoiding 
contamination of the giving set introducer. 

7) To maintain asepsis. 

8) Prime the giving set using the blood 
product. It is not necessary to prime the 
giving set with saline. 

 

 Invert the bag and the giving set is 
pointing upwards 

 Open the clamp and squeeze the 
blood up through the first chamber 
and a third of the way into the second 
chamber. 

 Re – invert the bag, hang it up and 
run through as normal so that the 
blood flows to the end of the line. 

8) Primes the filter and removes any air 
from the line. 

 
 

Problems of keeping the flow of transfusion 
to time are often blamed on intravenous 
access 
devices, but in reality, this often relates to 
incorrect priming of the blood giving set. 
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9) Remove cannula cap and attach the giving 
set. A Bionector should be used. 

 

NNU transfusions are administered 
using a syringe and syringe driver after 
filtration with an adult giving set. 

 

10) Open clamp the giving set and regulate 
speed of flow to the rate indicted by the 
prescription. 

10) The product must be administered as 
prescribed. 

11) Record the start time of the transfusion 
on the unit issue card. Marked XXXX on 
figure 1 and complete the ICP. 

11) To maintain the required data set and 
accountability. 

12) Record the volume of the infusion on 
fluid 

balance or MEWS charts as required. 

12) Maintain accurate fluid balance. 

13) Sign and record your mnemonic (HISS 
sign on NOT PASSWORD) on the 
blood compatibility tag. Marked XXXX 
figure 1. 

13) Provides confirmation that the unit has 
been administered to the correct patient. 

  14) Monitor the patient’s TPR at 15 minutes        
and then and then hourly throughout the  
 transfusion. During obs check the cannula  
site and arm for pain, inflammation and 
swelling. 
 

Record all blood obs on the ICP and other 
charts if necessary. 
 
 

All observations should be compared to the 
baseline and acted on accordingly. 

Observe the patient for signs of    
incompatibility e.g. rash, urticaria, 
rigors, diarrhoea, vomiting, itching, 
headache, back pain, chest pain, 
restlessness, hypotension, breathlessness 
and signs of pulmonary oedema, collapse 
and circulatory failure. 

 

  Stop transfusion and inform Medical staff 
immediately if any of the above signs 
or symptoms are observed 

 

14) To facilitate detection of adverse 
transfusion reactions many of which 

     occur in the first 10 -15 minutes and to                    
detect possible extravasation. 

 

To maintain the required data set and 
       accountability. Blood obs must be 

recorded in an easily accessible 
dedicated chart 

 

Transfusion reactions can present in 
various ways. Further guidance 
is provide in the ICP and Blood 
Transfusion policy  

 
 

To enable prompt action in the event of an 
adverse reaction. 
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15) If possible, due to patient’s level of 
consciousness, maintain good 
communication with the patient 
throughout the transfusion. 

15) To encourage patient to communicate 
any discomfort or anxiety. 

16) When the transfusion is completed close 
clamp the giving set. 

 

17) Take end obs and record on the ICP. 
Record the stop time on the unit issue 
Card. Marked XXXX on figure 1. 

17) To maintain the required data set and 
accountability. 

18) Return the completed blood compatibility 
tag to blood bank within three working 
days. 

18) The unit issue card is proof of 
transfusion. 

19) If further units are to be transfused and 
blood is in the giving set up to and in the 
filter, attach further units as per protocol. 

 

If the filter is dry remove the giving set, 
cap the cannula and use a new giving 

set. 

19) The next unit can be primed into the 
giving set and the air will be 
accommodated within the filter chamber. 

 

If the filter is dry air will possibly enter the 
line post filter. 

20) Wash hands and dry hands. Put on 
disposable gloves 

20) To minimise cross infection 

21) Either: 
 

a) Remove cannula and dispose in a 
sharps box. 

Or 
b) Apply an injectable cannula cap. 

Or 
c) Exchange giving set with primed 

prescribed IV fluid. 

 
 

a) Procedure completed. 

 
 

b) Cannula available for further use. 
 

c) To continue IV infusion. 

21) Dispose of sharps and biohazard waste 
as per trust policy. 

21) To comply with Health and safety policy. 

22) Complete ICP and enter procedure in 
nursing notes. 

22) To maintain adequate health care 
records. 

 

* the prescription may be electronic or paper based. If a prescription is signed as “given” 
and circumstance changes so that the product is not administered, the prescription must 
be amended. 
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8.0 Blood Transfusion Hazards 

8.1 Hazards to Patient 
 Extravasation 

 Haemolytic reaction 

 Febrile reaction 

 Allergic reaction 

 Circulatory overload 

 Infection 

 Phlebitis 

 Jaundice 

 Air embolism 

 Shock 

 Renal failure 

 Death 
 

8.2 Hazards to nurse 
 Contamination from blood due to spillage 

 Blood borne infection. 

 Needle stick injury. 

 
 

9.0 References (including any links to NICE Guidance etc.) 

 British Committee for Standards in Haematology (2016) Guidelines on transfusion for 

fetuses, neonates and older children. Br J Haematol, 175: 784–828. 

 National Health Service Blood and Transplant (2013) Handbook of Transfusion 

Medicine. The Stationary Office. 

 British Committee for Standards in Haematology, 2004a Transfusion Guidelines for 

neonates and older children. British Journal of Haematology 124, 433-453. 

 British Committee for Standards in Haematology (2005) Amendments and 

Corrections to the Transfusion Guidelines for Neonates and Older Children” 

 SHOT (Serious Hazards of Transfusion) 
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11. Appendices 

 
 

Obtaining Emergency Blood for Paediatrics 

Blood Bank Location (Pathology Department) 
The Blood Bank fridge is located in Blood Bank. Only staff trained to collect blood products (BTC) 
will be able to access the Blood bank fridge. 
 

 
 

Blood Bank Contact Details 

 

 Blood Bank is open 24 hours a day. 

 During office hours (9am – 5pm, Monday-Friday) telephone the lab 4078. 

 Out of hours contact via the on-call haematologist BMS – Bleep 367 
 

Product Availability & Administration Rates 

 

Product Availability 

SAGM: Flying Squad 
Group Comp 
Cross-match 

Immediately 
5-10 mins 
40 mins 

FFP (defrosted on request) Takes 30 mins 
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PLT (ordered as required) 165 minutes on blue light. 

 
Decide what blood products you require, and how quickly you need them. 
Paediatric blood is always available. 

 

Flying Squad Blood 

 

 2 units of O Rh D negative and Kell Negative blood in kept in the Blood Bank fridge for 
collection when required (adult size). This blood is also CMV negative and HEV negative. 

 In an emergency situation the blood can be administered without cross matching. 

 The person prescribing the blood takes responsibility for providing uncross-matched 
blood. 

 In an emergency situation the blood can be taken without discussing with Blood Bank. 

 The person collecting the blood will need to know the name and B number of the person 
who is going to have the blood. This is recorded in the Flying Squad Log book. 

 Inform Blood Bank as soon as you can that you are/have taken the blood. 
 

Group Compatible 

 

 Rh D Negative, Kell negative and HbS negative blood is provided. 

 Paediatric bag. 
 

Cross-Matched Blood 

 

 If the child is under 4 months of age, please provide a blood sample from the mother also 
so antibodies can be detected. 

 Inform Blood Bank that the sample is an urgent request. 
 

Contacting Blood Bank 

 

When requesting cross matched blood products, Blood Bank will need to know the following 
details so it is useful to have this information to hand prior to calling. 

 
Your name  

Your designation  

The clinical situation E.g. I have a patient who is having a major haemorrhage 

Patient First Name  

Patient Last Name  

Date of Birth  

B Number  

Patient location  

The consultant 
involved in the case is 

 

What products you 
require 

E.g. 1 unit of group compatible red blood cells 
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Contact number in the 
event of queries 

 

Requests you may 
have 

E.g. When will the blood be ready? Please phone ext 1234 
when the blood products are ready for collection. 

 

If you require help; 
 

• Blood Bank - 4087 (bleep – 367) 
• Haematology Registrar - bleep 423 
• Haematologist Consultants – Switchboard to contact on-call. 
• Blood Bank Manager - 4126 
• Transfusion Practitioner - 4126 (Bleep -661) 

 
 

Appendix 1 Courtesy of Julie Buchan 

Transfusion Nurse Practitioner
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