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1. Which treatment is often employed for HSCT patients
experiencing severe GVHD?
A. Antibiotics for secondary infections.
B. Immunosuppressive therapies.
C. Regular blood transfusions.
D. Strict isolation measures only.

2. What serologic characteristic is associated with
ceftriaxone?
A. Testing patient's sera and ceftriaxone results in

agglutination, hemolysis, or sensitization.
B. Drug-treated RBCs can be prepared.
C. Drug independent antibody.
D. DAT positive only with C3.

3. Donated blood may NOT be used for allogeneic transfusion
when HCV testing shows what?
A. EIA initial testing reactive
B. EIA initial testing reactive and RNA testing nonreactive
C. EIA initial testing reactive, and one duplicate repeat result is

reactive
D. EIA initial testing is reactive, and both duplicate repeat

results are nonreactive

4. What is the purpose of operating within a quality
management system in blood banking?
A. To enhance blood collection efficiency
B. To ensure compliance with regulations and standards
C. To increase donor retention rates
D. To reduce costs associated with blood processing

5. When performing a crossmatch, what is being tested?
A. Blood type compatibility
B. Hemoglobin level
C. Vitamin K levels
D. Serum electrolyte balance
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6. What laboratory test is performed to assess the
anticoagulant effect of coumadin?
A. Prothrombin time (PT)
B. Activated partial thromboplastin time (aPTT)
C. International normalized ratio (INR)
D. Complete blood count (CBC)

7. What is the standard shelf life of red blood cells when
refrigerated?
A. 28 days
B. 35 days
C. 42 days
D. 49 days

8. Which antibody type is often observed with a hemolytic
transfusion reaction?
A. Cold reactive antibodies.
B. Warm autoantibodies.
C. Incompatible blood type antibodies.
D. Alloantibodies to minor blood group antigens.

9. What is considered an adequate platelet increment after
transfusion if a patient received 6 x 10^11 platelets?
A. 3,000
B. 7,500
C. 10,000
D. 8,300

10. For a 5-year-old boy with unexplained bruising and a
family history of bleeding, which treatment option is
appropriate based on laboratory results showing a Factor VIII
level of 60%?
A. DDAVP
B. Factor VIia
C. Factor IX concentrate
D. Fresh Frozen Plasma
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Answers
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1. B
2. A
3. C
4. B
5. A
6. A
7. C
8. C
9. D
10. A
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Explanations
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1. Which treatment is often employed for HSCT patients
experiencing severe GVHD?
A. Antibiotics for secondary infections.
B. Immunosuppressive therapies.
C. Regular blood transfusions.
D. Strict isolation measures only.

Immunosuppressive therapies are commonly employed for patients with hematopoietic
stem cell transplant (HSCT) who are experiencing severe graft-versus-host disease
(GVHD) because GVHD is an immune-mediated condition where the infused donor
immune cells attack the recipient's tissues. This can result in significant morbidity and
complications.   The main goal of using immunosuppressive therapies in this context is to
reduce the immune response of the donor's T cells, thereby alleviating the effects of
GVHD. Common immunosuppressive agents used include corticosteroids (like
prednisone) and other medications such as calcineurin inhibitors (tacrolimus,
cyclosporine) or monoclonal antibodies (like antithymocyte globulin or rituximab).  
These therapies are crucial for managing severe cases of GVHD and can significantly
improve the quality of life and survival of affected patients by targeted suppression of the
immune system, allowing the patient's own tissues to recover without aggressive immune
attacks from the transplant.  Options such as using antibiotics for secondary infections,
regular blood transfusions, or strict isolation measures only can play important roles in
the overall care of the HSCT patient but do not specifically address the underlying
pathophysiology of GVHD. Antibi

2. What serologic characteristic is associated with
ceftriaxone?
A. Testing patient's sera and ceftriaxone results in

agglutination, hemolysis, or sensitization.
B. Drug-treated RBCs can be prepared.
C. Drug independent antibody.
D. DAT positive only with C3.

The serologic characteristic associated with ceftriaxone is that testing a patient's sera in
the presence of ceftriaxone can lead to agglutination, hemolysis, or sensitization.
Ceftriaxone is known to bind to red blood cells (RBCs) non-covalently, which can trigger
an immune response. When antibodies in a patient's serum react with drug-coated RBCs,
it may lead to agglutination or hemolysis, indicative of a drug-induced immune hemolytic
anemia. This interaction is significant in blood banking and transfusion medicine, as it
requires careful interpretation of serological test results to avoid misdiagnosis.  Other
options present alternative scenarios which are not characteristic of ceftriaxone. For
example, drug-treated RBC preparation or drug-independent antibodies do not typically
apply in the context of ceftriaxone's interactions. Moreover, a direct antiglobulin test
(DAT) being positive only with C3 does not accurately reflect the spectrum of responses
linked to ceftriaxone, as the test results can be influenced by other factors in addition to
C3 deposition. Understanding how ceftriaxone leads to a direct serological response is
critical for diagnosing and managing complications related to this antibiotic.
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3. Donated blood may NOT be used for allogeneic transfusion
when HCV testing shows what?
A. EIA initial testing reactive
B. EIA initial testing reactive and RNA testing nonreactive
C. EIA initial testing reactive, and one duplicate repeat result is

reactive
D. EIA initial testing is reactive, and both duplicate repeat

results are nonreactive
The reasoning behind the choice that indicates donated blood may not be used for
allogeneic transfusion when the EIA initial testing is reactive, and one duplicate repeat
result is reactive, hinges on the established protocols for blood safety and the
interpretation of serological testing.  When a donated blood sample tests reactive in an
initial enzyme immunoassay (EIA), it signifies a potential exposure to the Hepatitis C
virus (HCV). However, in blood banking practices, further confirmatory testing is
necessary to ascertain the true infection status. If one duplicate repeat test is also
reactive, it raises substantial concern regarding the possibility of active infection with
HCV. In this scenario, the presence of two reactive tests implies a stronger likelihood
that the individual is indeed infected with HCV, as opposed to reactive tests from
non-pathogenic causes (which may occur).  Regulatory guidelines dictate that blood with
confirmed reactivity on two separate tests (the initial and at least one duplicate) cannot
be used for allogeneic transfusions due to the risk of transmitting HCV to recipients.
Therefore, the presence of reactive results in both the initial and one duplicate test
signals a critical need to discard that blood product to ensure patient safety. This aligns
with the strict standards within transfusion medicine

4. What is the purpose of operating within a quality
management system in blood banking?
A. To enhance blood collection efficiency
B. To ensure compliance with regulations and standards
C. To increase donor retention rates
D. To reduce costs associated with blood processing

Operating within a quality management system (QMS) in blood banking is essential to
ensure compliance with various regulations and standards that govern the industry. A
robust QMS incorporates processes, procedures, and practices that uphold quality and
safety during the collection, testing, processing, storage, and distribution of blood
products.   Compliance with regulations set by entities such as the FDA, AABB, and CMS
is critical to maintaining the integrity and safety of blood supply. Adopting a QMS
facilitates continuous monitoring and improvement of practices, which not only
safeguards the health of recipients but also enhances the operational reliability of blood
banking facilities. Ensuring adherence to established standards helps mitigate risks
associated with blood transfusion and guarantees that the products distributed meet
both legal and scientific requirements.   While enhancing blood collection efficiency,
increasing donor retention rates, and reducing costs are beneficial aspects of blood
banking operations, they are secondary to the foundational principle of regulatory
compliance that underpins a quality management system. In essence, a QMS is pivotal in
ensuring that all actions taken within the blood banking process maintain the highest
safety and quality standards according to accepted regulations.
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5. When performing a crossmatch, what is being tested?
A. Blood type compatibility
B. Hemoglobin level
C. Vitamin K levels
D. Serum electrolyte balance

When performing a crossmatch in the context of blood transfusion, the primary focus is
on testing blood type compatibility. This process involves mixing a small sample of the
recipient's plasma with a sample of the donor's red blood cells to observe any reactions.
The goal is to ensure that the antibodies present in the recipient's serum do not react
adversely with the antigens on the donor's red blood cells.   This compatibility testing is
critical to avoid hemolytic transfusion reactions, which can occur if incompatible blood is
transfused. Successful crossmatching indicates that the blood types are compatible,
allowing for a safer transfusion process.   The other options do not relate to the
objectives of a crossmatch. Hemoglobin levels (the second option) refer to the quantity of
hemoglobin in the blood, which is crucial for assessing anemia but does not determine
compatibility for transfusion. Vitamin K levels deal with blood coagulation and are
unrelated to blood type compatibility. Lastly, serum electrolyte balance pertains to the
levels of various ions in the blood, which is important for overall health but not for
matching donor and recipient blood types. Thus, the correct answer—blood type
compatibility—is fundamental to the safety and efficacy of blood transfusions.

6. What laboratory test is performed to assess the
anticoagulant effect of coumadin?
A. Prothrombin time (PT)
B. Activated partial thromboplastin time (aPTT)
C. International normalized ratio (INR)
D. Complete blood count (CBC)

The prothrombin time (PT) is the laboratory test specifically performed to assess the
anticoagulant effect of coumadin (warfarin), as it evaluates the extrinsic pathway of
coagulation and the common pathway. Coumadin works primarily by inhibiting vitamin
K-dependent clotting factors, which include factors II (prothrombin), VII, IX, and X. By
measuring the time it takes for blood to clot, the PT allows healthcare providers to
monitor the effectiveness of the anticoagulation therapy.  While the international
normalized ratio (INR) is often derived from the PT and is commonly used as a reporting
standard to ensure consistency across laboratories when assessing warfarin
anticoagulation, it is actually based on the PT result. The INR is specifically designed to
standardize PT results to allow for safer management of patients on warfarin, but it is
not a separate laboratory test itself.  The activated partial thromboplastin time (aPTT) is
primarily used to evaluate the intrinsic pathway of coagulation, which is not significantly
affected by coumadin therapy. The complete blood count (CBC) measures various
components of blood, such as red and white blood cells and platelets, but does not
provide information about coagulation
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7. What is the standard shelf life of red blood cells when
refrigerated?
A. 28 days
B. 35 days
C. 42 days
D. 49 days

The standard shelf life of red blood cells when refrigerated is 42 days. This duration is
established to maintain the viability and functionality of the red blood cells during
storage. The shelf life is determined based on the anticoagulant and preservative
solutions used in the collection and storage process.   After collection, red blood cells are
typically stored at temperatures between 1°C and 6°C, which allows them to remain
functional for a specific period. The 42-day shelf life helps ensure that the cells retain
their oxygen-carrying capacity and that they're safe for transfusion. Beyond this period,
the quality of the red blood cells may deteriorate, affecting their performance when
transfused into patients.   This standard is important in clinical settings to manage blood
supply effectively, ensuring that patients receive the safest and most functional products
available.

8. Which antibody type is often observed with a hemolytic
transfusion reaction?
A. Cold reactive antibodies.
B. Warm autoantibodies.
C. Incompatible blood type antibodies.
D. Alloantibodies to minor blood group antigens.

The presence of incompatible blood type antibodies is frequently observed in hemolytic
transfusion reactions. These reactions occur when a recipient receives blood that is
incompatible with their own blood type, leading to the destruction of the transfused red
blood cells by the immune system. This process is primarily driven by antibodies that
target specific antigens on the surface of the donor red blood cells.   For example, if a
person with blood type A receives blood from a type B donor, their immune system will
recognize the B antigens as foreign and produce antibodies against them, resulting in a
hemolytic transfusion reaction. This severe immune response can lead to various clinical
symptoms, including fever, chills, back pain, and even acute kidney injury due to
hemolysis.  While cold reactive antibodies, warm autoantibodies, and alloantibodies to
minor blood group antigens can cause transfusion reactions, they are less commonly
associated with immediate hemolytic reactions compared to incompatible blood type
antibodies. Cold reactive antibodies typically lead to conditions like cold agglutinin
disease and are more associated with chronic issues, rather than acute transfusion
reactions. Warm autoantibodies can also cause hemolysis but usually manifest differently
and are often related to underlying conditions rather than immediate transf
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9. What is considered an adequate platelet increment after
transfusion if a patient received 6 x 10^11 platelets?
A. 3,000
B. 7,500
C. 10,000
D. 8,300

An adequate platelet increment after a transfusion of platelets can be calculated based
on the expected rise in platelet count per unit transfused. Typically, the expected
increase in platelet count for a single dose of 6 x 10^11 platelets is approximately 20,000
to 60,000 platelets per microliter, depending on various patient factors.   When
considering the specifics of the provided options, an increment of 8,300 is considered
relevant. After transfusing 6 x 10^11 platelets, this increment indicates a measurable,
though moderate, response to the platelet transfusion. Monitoring the increase allows for
assessment of the transfusion's efficacy in supporting hemostasis for the patient.  It's
important to note that increments typically may vary based on the clinical situation and
individual patient response, but the value selected demonstrates an appropriately
observable result post-transfusion which is within an expected range of observation.
Hence, it aligns well with clinical practice in blood banking, where platelet increments
post-transfusion are carefully evaluated for patient care effectiveness.

10. For a 5-year-old boy with unexplained bruising and a
family history of bleeding, which treatment option is
appropriate based on laboratory results showing a Factor VIII
level of 60%?
A. DDAVP
B. Factor VIia
C. Factor IX concentrate
D. Fresh Frozen Plasma

In this scenario, the treatment option of DDAVP (Desmopressin) is appropriate for the
5-year-old boy with a Factor VIII level of 60%, which indicates that he has mild
hemophilia A. DDAVP is a synthetic analog of vasopressin that stimulates the release of
von Willebrand factor (vWF) from endothelial cells. This promotes the release of
endogenous Factor VIII, thereby increasing its levels in the circulation.  With a Factor
VIII level of 60%, the boy may experience some bleeding tendencies, but his levels are not
severely deficient. DDAVP is particularly effective in patients with mild hemophilia A or
von Willebrand disease because it can safely elevate the Factor VIII levels when needed,
making it a first-line treatment option. In mild cases, DDAVP can significantly reduce
bleeding episodes without the need for more invasive treatments or factor replacement
therapy.  The other treatment options are not as suitable in this case. Factor VIIa is
typically used for hemophilia patients who have inhibitors and is not indicated for this
patient with normal anti-hemophilic factor levels. Factor IX concentrate is mainly used
for hemophilia B, which involves a deficiency of Factor IX, not Factor VIII. Fresh Frozen
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