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Introduction 
Immunoglobulin (Ig) A deficiency is defined as the decreased 

serum level of IgA in the presence of normal serum levels of other 
immunoglobulin isotypes, IgG and IgM [1]. It is the most common 
primary immunodeficiency disease in patients greater than 4 years 
of age, with a reported frequency of 1/328 in the United States blood 
donors [2]. IgA is the most abundant antibody isotype produced in 
the body and it functions to protect against bacterial infections, 
especially in the pulmonary and digestive systems. While most 
patients who have IgA deficiency are asymptomatic, some patients 
develop allergies, recurrent sinopulmonary infections, chronic 
diarrhea, and lymphoid malignancies [1]. 

Patients with IgA deficiency, who have serum IgA levels less 
than 7mg/dL may experience transfusion reactions to blood 
products which often contain small amounts of IgA [3]. Transfusion 
reactions may range in severity from minor reactions with signs 
and symptoms such as; fever, urticaria, chills, and pruritus to 
severe reactions presenting with more serious symptoms such as 
anaphylaxis, high fever, hypotension, respiratory distress, organ 
failure, and even death [3]. The cause of transfusion reactions in IgA 
deficient patients has not been conclusively demonstrated, however 
some studies have extrapolated that these reactions are due to anti- 
IgA antibodies (IgG anti-IgA, IgE anti-IgA) [4]. IgA deficient patients  

 
requiring therapeutic transfusion or transfusion for major surgery 
must be screened carefully so that IgA reduced blood products are 
available [2]. 

Discussion
Preoperatively, patients with known IgA deficiency should be 

screened by thorough history and physical exam for symptomology 
of IgA deficiency including; recurrent respiratory tract infections, 
pneumonia, otitis, asthma, allergies, recurrent gastrointestinal 
infections and recurrent urinary tract infections [5]. Ideally, these 
conditions should be optimized prior to surgery. 

Because of the association between anti-IgA antibodies and 
transfusion reactions in IgA deficient patients, current guidelines 
recommend screening for IgA antibodies in all patients with severe 
IgA deficiency or in patients who have experienced a transfusion 
reaction to a blood product in the past [6].

IgA deficient blood products are regarded as the “gold standard” 
in treatment/safety for these patients. In cases where blood and 
cellular products from IgA deficient donors is not readily available, 
washed blood cells and cellular products can be used [4]. Washing 
red blood cells (RBCs) with 0.9% saline and cycling three times 
removes 99% of IgA content from the product, effectively making 
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Abstract 

Immunoglobulin (Ig) A deficiency is the most common primary immunodeficiency characterized by a decreased serum level of IgA in the 
presence of normal serum levels of other immunoglobulin isotypes. Patients with severe IgA deficiency may experience transfusion reactions when 
administered blood products that are not IgA deficient. There are complexities involved in organizing safe transfusion support, especially when 
the specific timing and transfusion needs of the procedure are unpredictable. While a history of IgA deficiency is certainly not a contraindication to 
surgical procedures requiring blood or blood  product transfusions in the perioperative period, careful planning and a multidisciplinary approach 
are paramount in ensuring successful treatment as well as patient safety. 
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the RBCs IgA deficient [7]. Autologous blood donation is also an 
option if cell salvage is available. Platelet products can be similarly 
washed and suspended in crystalloid solution [4,8]. Cryoprecipitate 
and fresh frozen plasma (FFP) obtained from IgA deficient donors 
can be stored frozen for 1 year and thawed 24 to 72 hours [9]. The 
goal is to avoid IgA containing products in patients with severe 
deficiency. 

Conclusion
In conclusion, the providers should be cognizant of potential 

complications that can occur in patients with IgA deficiency when 
transfusing blood products. To safely manage these patients , a 
multidisciplinary approach is indispensable. Specific blood product 
availability should be discussed with the blood bank pathologists. 
The immunologists/ transfusion specialist should also be consulted 
[4]. In cases where emergent transfusion is needed, the patient 
may be pretreated with diphenhydramine and corticosteroids and 
administered standard blood products with very close/continuous 
monitoring [4,10]. An unknown risk of a transfusion reaction should 
never be a reason to withhold blood products in a life-threatening 
situation [10].
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