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Case

 MS, 24 years old female patient,  MF , unbooked 

 G2P1 by NVD ,GA 33+4 weeks

 Presented to the ER  clinic  complaining of dizziness

 ON examination: conscious ,oriented looks pale .

 Vital sign : BP 120/70 PULSE 97 SPO2 99% TEMP 36.5

 US : SAF ,CEPHALIC BPD34 weeks FL34 weeks ,placenta up ,+FH 
normal liquor. 

 LABS :  PCV 24 HB 6.6 PLT 164 WBC 9.35 BG AB –VE 



Case 

 Admitted on 9 th FEB  2018 at 11 :00am as case of symptomatic 
anemia for blood transfusion.

 Anemia workup sent, 

 Blood transfusion started

 She received 2 units of PRBS

- 1st unit  started at 1:30 pm finished over 3 hours duration

- 2nd unit started at 5:30 finished at 8:40 pm ,also over 3 hours  
duration.



Case

 The patient was doing well until 9:15 pm ( after 30 min )

- when she developed  S.O.B, rigors, chills 

- Vital signs :BP 85/51, HR 111, SPO2 90%, TEMP 37 

- DX blood transfusion Rx

 Transfer patient to  labor  ICU 

 For monitoring ,stabilization ,full investigation sent 

 She received  3000 IV fluid ,hydrocortisone 200 mg ,allerfine she was 
on O2 mask .



Case 
 On 10/2/2018 2nd DAY at 10:20 am 

 Patient transfer to the main ICU .

- Vital sign : BP 120/70, SPO2 85 %  on O2 mask 5L/m, HR 125, TEMP 38

- LABS : WBC13 ,HB 8.9, PCV 31, PLT 144

- PT 14 ,INR 1.2 ,KFT AND LFT was NL except LDH 665 ,

- Chest X-RAY  looks ARDS 

 Patient seen by medical and respiratory teams 

 DDx : TRALI ,PE 

 She received  Lasix 40 mg 1*2,hydrocortisone 100 mg 1*4

Innohep 14000 sc 1*1,fortum 1gm 1*3.





Case 

 On 10/2/2018 2nd DAY at 16:30 pm-

- Patient was  distress ,cyanosis , and bad looking 

- Vital sign : BP 130/70, HR 9, SPO2 55 % with O2 mask 

- Chest x-ray  looks ARDS 

- She had urgent intubation  on fully sedation(morphine +atracurium )

- PH 7  received 3 ampules NAHCO3

 Her family counseled about her  bad condition and  poor prognosis  
for the baby .



case

 ON 11/2/2018 3rd DAY  patient  was same condition still febrile.

 ON 12/2/2018 4th DAY  
 Vital sign : BP 120/80, HR 160, SPO2 97%, TEMP 38.4  on ventilator 

 Then failed one trial of weaning

 LAB: WBC 12, PCV 31, HB 8.5, PLT 160, PT 15, INR 1.3

 KFT NL ,LFT NL  except bil T 1.5 ,bil D 1 elevated mildly .and LDH 525

 Blood culture NO growth 

 She had changed her antibiotic to tienam 1gm1*3 and vancomycin  
1gm1*2 still  on perflgan and  Lasix 20*2 mg hydrocortisone 100mg  
1*4 



Case 

 On 13/2/2018  5th DAY at 1:30 am

 Patient developed vaginal show and vaginal bleeding .

 On examination her PV was fully dilated cervix  

 Delivered female dead  baby 2.750 kg  

 LABS : WBC 12, HB 7.6, PLT 68, PT 33, INR 1.4, CRE 1.2  

 On 14/2/2018 6th day  : patient was same condition with no 
significant changes her V/S was stable with normal labs 



Case 

 ON 15/2/2018 7th DAY  AT 10:20 AM

- Patient was relatively better  ,conscious, oriented 

- Then patient was extubated 

- Vital signs : BP 120/80 spo2 97 %without mask HR 95

- LABS WBC 9,PVC 31 PLT 75 KFT AND LFT NL TEMP 37 





CASE

 8th DAY  patient was stable V/S with normal labs

 9th DAY patient transferred to the ward in good condition .

 Patient stayed   in the  ward  2 days later patient  was conscious 
,oriented ,stable no complain her V/S stable with normal labs .



Case 

 On 19/2/2018 11th DAY 
 Patient was doing well with no complains 

 Vital signs : 100/70, HR 75,spo2 97%, temp 37 

 LABS :WBC 17,PCV 34 PLT190,PT15,INR 1.2 CRE0.6

 Patient discharged from hospital  for follow up 1 week later  

 She was in good condition all her labs was normal 





DEFINTION OF   TRALI 

 Transfusion related acute lung injury : is rare but fatal complication of blood 
product transfusion* .

 TRALI  has been defined by both a National Heart, Lung, and Blood Institute 
(NHLBI) working group as well as a Canadian Conference, 

 as new acute lung injury (ALI ) /acute respiratory distress syndrome (ARDS) 
occurring during or within six hours after blood product administration”.



EPIDEMIOLOGY

 Historical estimates suggest that TRALI occurs at a rate of about

- 0.04-0.1%  of transfused patients or in approximately 

- 1 in 5000 transfused blood components *.

 TRALI is the leading cause of transfusion-related mortality in the United States .

 Historical estimates for TRALI–associated mortality have ranged from 5-8% “.



Risk factors ( Recipient & blood) 

 Recipient risk factors  :    

- liver transplantation surgery

- chronic alcohol abuse shock, 

- higher peak airway pressure while being mechanically ventilated, 

- current smoking ,

- higher interleukin (IL)-8 levels, 

- positive fluid balance.



Risk factor 

 Blood component risk factors: 

 1-Donor gender and high-plasma-volume blood components. Plasma or whole 
blood from female donors, increased volume of highly reactive transfused anti-
human leukocyte antigen (HLA) Class II antibody with specificity for a cognate 
recipient HLA antigen, Increased volume of transfused anti-human neutrophil 
antigen (HNA) antibody *.

 2-Red blood cell storage duration :although a longer duration of red blood cell 
storage has been suggested to increase the risk of TRALI, the available evidence 
suggests that the duration of red blood cell storage is not a major risk factor in 
the development and/or severity of TRALI”.



PATHOGENESIS

 A "two-hit" hypothesis for the pathogenesis of TRALI 

- First holds that recipient neutrophils are primed for activation by virtue of the 
patient's underlying clinical condition*.

- The second hit involves activation of these neutrophils by pre-formed anti-
leukocyte antibodies or biological response modifiers contained in the transfused 
product”.

 In rare cases, the transfused product may provide both hits.



Clinical presentation 

 The characteristic clinical presentation of TRALI is :

Presentation Percentage 

the sudden onset of hypoxemic 
respiratory insufficiency during or shortly 
after the transfusion of a blood product .

100%

Patients with TRALI often have frothy 
airway secretions (if intubated)  

56%

fever 33%

cyanosis 32%

hypotension 25%



DXX

Differentials diagnosis: 

PE 

ARDS 

TACO 

Sepsis

Anaphylaxis  

Hemolytic  transfusion  reaction 



Management 

 immediate discontinuation of the transfusion 

 reporting to the blood bank that TRALI is suspected

When TRALI is suspected, the treating physician should stop the transfusion, 
evaluate the recipient's vital signs, assess the extent of hypoxemia, and obtain a 
chest radiograph*.

 Therapy is supportive with supplemental oxygen and ventilatory support   with 
lung protective strategies when clinically indicated. Although the risk for  
mortality is significant, patients who survive a TRALI episode are generally 
expected to recover completely”.



Prevention

 Prevention of TRALI involves deferring donors implicated in a case of TRALI from 
future platelet apheresis, plasma apheresis, and possibly also whole blood 
donation*. 

 Donations from multiparous women are most likely to contain anti-leukocyte 
antibodies. Most developed countries have adopted a policy of supplying 
transfusable plasma products (plasma, platelets, and whole blood) exclusively or 
predominantly from:

- male donors,

- female donors with no prior pregnancy

- or from donors who test negative for HLA-antibodies”.



Thank you  


