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Report of a Transfusion Related Acute Lung Injury (TRALI) Reaction

Reaction MUST meet the criteria as defined in TRALI Definitions listed below
	Section I : Clinical Information

(Completed by Transfusion Facility)
	Blood Center Use Only

	
	QR No.


	Reporting Facility:                                          Reported By:                                  Date Reported:                     


	Patient Name:                                                              
	DOB :                           Sex:   FORMCHECKBOX 
 F       FORMCHECKBOX 
 M     

	Primary Diagnosis(es):
	

	Attending Physician:
	 Physician Ph.# :

	Date of Reaction Onset:
	Time of Onset: 

	Reaction meets criteria for: (see definition below and select one)  TRALI Type I  ____    TRALI type II____   

	Fatality? :    FORMCHECKBOX 
 No       FORMCHECKBOX 
 Yes  ►Date and time of death________________________




	TRALI Definitions

	TRALI Type I
	No risk factors for acute respiratory distress syndrome (ARDS) and ALL the following criteria are met:

a.     i. Acute onset
        ii. Hypoxemia (Pa02 / Fi02  < 300 mmHg or Sp02 <90% on room air)

       iii. Clear evidence of bilateral pulmonary edema on imaging
       iv. No evidence of left atrial hypertension (LAH) or, if LAH is present, it is judged not to be the main contributor to the hypoxemia. 
b.    Onset during or within 6 hours of transfusion

c.    No temporal relationship to an alternative risk for ARDS

	TRALI Type II
	Risk factors for ARDS are present (but ARDS has not been diagnosed) or mild ARDS at baseline but with respiratory status deterioration that is judged to be due to transfusion based on both of the following:

a.    Findings as described in categories a. and b. of TRALI type I

b.   Stable respiratory status in the 12 hours before transfusion


Section II: Transfusion Information   (Completed by Transfusion Facility)
(List units transfused within 6 hours of onset of reaction)
	Unit Number(s)
	Transfusion Time/Date

	
	Time
	Date

	
	Component type

	
	Time
	Date

	
	Component type

	
	Time
	Date

	
	Component type

	
	Time
	Date

	
	Component type

	
	Time
	Date

	
	Component type


                                                                (Continue documentation on another form if needed) 

After completing, please email or fax this form to LifeServe Blood Center:
                              FAX number (515)883-3268             EMAIL: qualityandtraining@lifeservebloodcenter.org    
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