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LUA CHON NHOM MAU TRONG
TRUYEN MAU O SO SINH

‘ TTYHCT: KHOA HOI SUC SO SINH



DPAT VAN BE

82% tré SS <1.200 gr can truyén mau it nhat mot 1an
Mat mau
0-5ml/tré 500 gr # 80ml/ nguoit 16n 80 kg



NOI DUNG

Cau ho1 1: Kho khan trong xac dinh nhdm mau ¢ tre ss?
Cau hoi 2: Cac xét nghiém trude truyén mau?
Tai bénh vién Nhi Pong 2
Trén thé gidi
Cau hoi 3: lya chon nhém mau khi truyén cac ché pham mau:
Hong cau lang
Plasma

Tiéu cau



TAI LIEU THAM KHAO

Phdc dé so sinh bénh vién Nhi Béng 2

FDA: Blood Grouping Reagent DG Gel 8 ABO/Rh + Kell
Guideline blood tranfusion in UK (BJH), USA (AABB) -2016
Neonatal Transfusion Practices — 2017

Manual neonatal 2015 Blood products used in newborn.

Uptodate 2017: Pretransfusion testing for red blood cell
transfusion.



1. KHO KHAN TRONG XAC PINH NHOM MAU SS

Biéu hién khang nguyén ABO nghéo nan
Tao khang thé ABO it do hé mién dich chua troeong thanh

Khang thé IgG ABO tir me hién dién trong tuan hoan con
(10% nhém non-0)

o thé khong xac dinh chinh xac dugc nhom mau ¢ tré SS

-> sang loc khang thé tir mau me (han ché léy mau, muc do
duong tinh manh hon)



2. CAC XET NGHIEM TRUGC TRUYEN MAU?

Ta1 bénh vién Nhi Béng 2:
Xac dinh nhom mau tré bang pp Gelcard
Thuc hién phan tng cheo thuan tai givong
Truyén HCL nhém O, Plasma AB, tiéu cau cung nhém
(Rh tu1 mau tu:0’ng hop vo1 Rh bénh nhan)
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Diagnostic Grifols, SA Figure 1. Picture of an example of reaction grades.
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2. CAC XET NGHIEM TRUGC TRUYEN MAU?

o Trén thé gi¢i (BJH-UK 2016 ,AABB- USA 2016)

Wherever possible, samples from both mother and infant should
be obtained for initial ABO and RhD group determination.
Investigations on the maternal sample:

e ABO and RhD group.
e Screen for the presence of atypical red cell antibodies.

Investigations on the infant sample:

e ABO and RhD. ABO by cell group only, repeated on same
sample if no historical result (a reverse group would detect
passive maternal antibodies).

e Direct antiglobulin test (DAT) performed on the neonate’s
red cells.

e In the absence of maternal serum, screen infant’s serum for
atypical antibodies by an indirect antiglobulin technique
(IAT).




Nhitng kho khan gap phai?
Véng mat me”?

- lay mau mau thtr 2 (c6 thé ¢6 1 mau tir mau cudng ron)
C6 can lap lai xét nghiém sau 4 thang?

- Néu xuat hién khang thé bat thuong (chimg ctr 2B)

Néu khang thé bat thuong xuat hién trong mau me hoic con
hoac test coomb truc ti€p (+) ¢ hong cau con can xac dinh:

1.Khang thé me c6 kha niang gay bénh thiéu mau tan huyét?
2.Khang nguyén cua tré c6 duong tinh véi khang thé me?
3.Bat tuong hop ABO me va con?

4 .Me da duoc du phong anti — D?



3. LUA CHON NHOM MAU




O TRE LGN: TUONG HOP ABO

Table 1. Choice of ABO group for blood products for administration
to children.

ABO group of blood product to be trans-

fused
Patient’s ABO group Red cells Platelets PFEP*
O
First choice O O O
Second choice - A A or B or AB
A
First choice A A A or AB
Second choice OF OF -
B
First choice B Bi B or AB
Second choice OF A or OF —
AB
First choice AB ABI AB
Second choice A, B A A

Third choice OF




MANUAL NEONATAL

HCL, Plasma, Tiéu cau tuong hop ABO, Rh

Plasma khong twong hop ABO trong tui tiéu cau rat it
khi gay phan ting tan huyét do d6 Children Hospital,
Boston cho phép truyén ti€u cau dam dac nhom O, B cho
bénh nhan nhom A.

Ta1 mau duoc chiéu xa: tat ca tré so sinh



AABB GUIDELINE (CLINICAL TRANSFUSION
MEDICINE COMMITTEE- USA)

Repeat ABO and Rh typing is not required for the remainder
of the neonatal period up to 4 months of age; if the initial
antibody screen Is negative, the patient is being transfused
group O or ABO identical RBC units, and units are either D
negative or identical to the patient’s D type.

Due to the immaturity of the neonatal immune system, it is
unlikely that alloimmunization to red cell antigens will occur
during the first 4 months of life. However if non-group O
neonates (group A, B, or AB) are receiving non-group O cells
Incompatible with maternal ABO group, the neonate’s plasma
or serum must be tested for anti-A and anti-B antibodies.



bjh I

Guidelines on transfusion for fetuses, neonates and older
children

Recommendations

1 Obtain the neonatal and maternal transfusion history
(including fetal transfusions) for all new neonatal
admissions. Obtain a maternal sample for initial testing
when possible and use this for crossmatching if required
(1C).

2 Laboratory control measures are required, ideally con-
trolled by the LIMS, to ensure that units are ABO, D
compatible with both mother and baby, and antigen-
negative for clinically-significant maternal antibodies
(1C).




bjh I

Guidelines on transfusion for fetuses, neonates and older
children

8.3.1 Red cell selectiori: no maternal antibodies
present

Select appropriate group and correct neonatal specification
red cells. Group O D-negative red cells may be issued elec-
tronically without serological crossmatch. If the laboratory
does not universally select group O D-negative red cells for
neonatal transfusions, group selection should either be con-
trolled by the LIMS to prevent issue of an incorrect ABO
group of red cells, or an TAT crossmatch should be per-
formed using maternal or neonatal plasma to serologically
confirm ABO compatibility.

8.3.2 Red cell selection: maternal antibodies present

Select appropriate group red cells, compatible with maternal
alloantibody/ies. An IAT cossmatch should be performed
using the maternal plasma. If it is not possible to obtain a
maternal sample it is acceptable to crossmatch antigen-nega-
tive units against the infant’s plasma.




CHON LUA CHE PHAM HONG CAU — NEOREVIEWS

If the antibody screen is positive, RBCs that

are compatible with the maternally derived antibody
must be provided until the maternal antibody is no
longer demonstrable.

| eukocyte-reduced, gammairradiated, and ABO-Rh-
compatible RBC products are used for transfusions in
neonates, especially those whose birthweights are less than

1,200 g.

When group O RBCs are used for transfusing type A or B
neonates, centrifugation before transfusion to remove the
excess of plasma that contains anti-A and anti-B antibodies
can reduce the risk of hemolysis in the neonate




L UA CHON CAC CHE PHAM KHAC

Patient’s MB FFP & MB
ABO Group Platelets SD FFPi Cryoprecipitatel
O

1st choice O OF O

2nd choice

1st choice

2nd choice
3rd choice
4th choice

1st choice

2nd choice
3rd choice
4th choice

AB

1st choice
2nd choice
3rd choice
4th choice

Unknown

1st choice
2nd choice
3rd choice
4th choice

A, B or AB

AB
A*
B*
O*

A or B or AB

A
AB
Bl

B
AB
AT

AB
AT
BI

AB
At
Bt

A or B or AB

A
AB
B

B
AB
AL

AB
At
B}

AB
AL
BI




THAY MAU/TRUYEN KHOI LUONG LON

Cap ctu: O Rh(-)
Ly tuong:
1.Tuwong hop ABO mau me¢ & tre
2.Khong c6 khang nguyén
trong (g vs khang thé me
3.Tudi clia tii mau
4.Tinh trang chiéu xa
5. CMV am tinh
6.Chat bao quan phu hop

(<N LN [ S ——
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ABO compatibility with mother and infant
Antigen-negative for maternal antibodies

Age of unit

[rradiation status

CMV negativity: there is acceptance that, in an emergency
situation, leucodepleted components may be provided for
recipients who would normally receive CMV-negative
components

A component that satisfies the neonatal specification e.g,
multi-satellite packs, MB FEP, HT negative red cells



THOI GIAN LUU TRU TUI MAU (BJH GUIDELINE)

3.1.2.1. Component and procedure specifications. Red cells for
ET should

be eroup O or ABO compatible with maternal and neonatal

plasma, RhID negative (or RhDD identical with neonate);

be negative for any red cell antigens to which the mother

has antibodies;
be IAT-cross-match compatible with maternal plasma;
be 5 d old or less (to ensure optimal red cell function and

low supernatant potassium levels);

be collected into CPD anticoagulant;

be CMV seronegative;

be irradiated and transfused within 24 h of irradiation.
Irradiation is essential if the infant has had a previous IUT
and is recommended for all ETs (see Section 1.1.4 and
Appendix 2). Irradiation for ET in absence of IUT is not
essential if this would lead to clinically significant delay;
have a haematocrit of 0-50—0-60;

not be transfused straight from 4°C storage. If it is decided




TOM LAI:

O tré so sinh, ¢o thé khong xac dinh dugc chinh xac
nhom mau trong mot s6 truong hop, cd thé téi 4™ tuodi.
Can truyén HCL, Plasma, TC phu hop ABO va Rh, trong
truong hop cap ciru vu tien HCL nhom O, Rh (-) néu ko
xac dinh dugoc nhom mau.

Cac ché pham mau khi thay mau ¢ SS phai 1a nhiing thi
mau mo1 trong 5 ngay.

HCL truyén ¢ SS 1a HCL d3 duoc chiéu xa dé giam lay
nhiém.



XIN CAM ON QUY BONG NGHIEP PA CHU Y
LANG NGHE




Table b. Red cell components for fetal/neonatal/infant/paediatric transfusion.

Component type ~ Component details and administration Comments
All red cells Group and phenotype:
Less than 4 months of age: D-negative red cells should be selected for all D-negative patients less than
Compatible with maternal and neonatal I8 years old and all females of childbearing age.
ABO and D group (usually supplied as ~ Fetal/neonatal/infant specification red cells are currently K-negative
group O) and clinically-significant (Appendix 1, Table a)
maternal antibodies.
From 4 months of age:
Compatible with recipient’s ABO and D All females of child-bearing potential should receive K-negative red cells
group and any red cell alloantibodies. unless unavailable in an emergency (BSCH, 2013b)
[UT Red cells up to the end of Day 5 Not stocked in the hospital BT laboratory, special order from the Blood
Services
Approx unit Het 0-70-0-85 + ‘fresh’ blood, within 24 h of irradiation to reduce the risk of hyper-
volume 240 ml  Iradiated kalaemia

+ shelf-life 24 h post-irradiation
In CPD

See Section 1.2.1 for administration details

+ high Het to minimize number of IUT procedures required

+ irradiated cellular components are recommended for infants up to
6 months of age post-IUT (BSCH, 2011b)

For urgent and emergency situations refer to Appendix 3 for options when
specific [UT red cells are not readily available




Neonatal exchange  Red cells up to the end of Day 5

transfusion

Approx unit
volume 355 ml

Het 0-5-06 (NHSBT provide 03-0-5)
Iradiated

v shelf-ife 24 h post-irradiation.
InCPD

Transfusion volume: typically 160 mi/kg
(double volume exchange)

Transfusion rate: depends on clinical
status of baby, discuss with NICU
consultant

Not stocked in the the hospital BT laboratory, special order from the Blood
Services

+ tight Het range provided to reduce the chance of post-¢xchange transfu-
sion anaemia or polycythaemia

+ irradiation recommended for all exchanges post- IUT, and for all others
unless would cause undue delay (BSCH, 2011b)

v ‘fresh’ blood, within 24 h of imadiation, to reduce the risk of hyperkalaemia

+ CPD instead of SAGM reduces theoretical isk of toxicity from mannitol
and adenine additives (Luban et al, 1991)

+ ¢xchange units contain 100-120 ml plasma with significant coagulation
factor activity

Itis recommended that this component is used only for exchange
transfusion of neonates <28 d of age, to reduce exposure of older infants
to UK plasta and to reduce the theoretical risk of haemolysis from the
(usually) group O plasma.

If not wsed, may be reissued for patients bom before 1 January 1996




Neonatal/infant
small volume
transfusions

(‘Paedipacks)

Approx unit
volume 45 ml
(Six spht
pacdipack from
single-donor
unit)

Red cells up to the end of Day 35

Het approx 0:5-0-7

In SAGM additive solution

v if irradiated, shelf-life for top-up transfu-
sion 14 d post irradiation

Transfusion volume: typically 15 mi/kg
(for non-bleeding patients) or use trans-
fusion formula (see Section 6.1.2)

Transfusion rate: 5 ml/kg/h

Generally available from hospital BT laboratory stock

Note: specification is the same as for TVT but units are split, and may have

been stored at ambient temperature for up to 24 h before processing

v there is no requirement to use red cells before the end of Day 5 for
neonatal top-up transfusions but caution should be exercised at high flow
rates (Strauss, 2010b). To minimize donor exposure, consider age of red
cells when allocating a set of paedipacks to a neonate requiring repeat
transfusions

v paedipacks are usually transfused on neonatal units; may be used for
small infants on other wards

v for maternity and specialist neonatal units group O D-negative paedi-
packs should be available for emergency use. Two paedipacks should pro-
vide sufficient volume for resuscitation (up to 20 ml/kg), ideally less than
Day 14 to reduce the risk of hyperkalaemia (see Section 7.1.5)

v group O D-negative adult emergency units are NOT suitable for neonatal
resuscitation: they lack the additional neonatal component safety
specification

v if maternal and neonatal blood are stored in the same refrigerator they
must be separated and clearly labelled




