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Background Objective

B A voluntary surveillance system, the B To describe the adverse transfusion reactions reported to the TTISS from 1 April 2001 to 30 September 2003.
Transfusion Transmitted Injuries
Surveillance System (TTISS) started
in 1999 in Canada to collect and
adverse events resulting from the
administration of blood components
and plasma derivatives.

B Case definitions, data elements, a reporting form, a database B Validated non-nominal adverse events that met TTISS

B The TTISS is a Canadian National and reporting protocols are nationally adopted to collect the requirements are then transferred to Health Canada on a
Surveillance System. adverse events of transfusion. quarterly basis.
B Adverse events collected are investigated at participating B A quarterly and ad hoc review of the reported data is conducted
hospitals and then forwarded to their provincial/territorial and adverse transfusion reactions are summarized for
office. presentations and inclusion in a yearly national report.

Results
Number of Adverse Transfusion Reactions Types of Adverse Transfusion Reactions Reported by Period Distribution of Adverse Transfusion Reactions
Reported to Health Canada (1 Apr 2001 - 30 Sept 2003) (n=354) by Age and Gender
(1 Apr 2001 - 30 Sept 2003) (n=354) Apr-Dec 2001 | Jan-Dec 2002 | Jan-Sept 2003 (1 Apr 2001 - 30 Sept 2003) (n=354)
g . Adverse Reactions (9 months) (12 months) (9 months) Total (%) 400
= Major Allergic/Anaphylactic Reaction 27 57 41 125 (35.3%) 354
S 1207 Circulatory Overload 16 20 15 51 (14.4%) g 390
€ 100- Bacterial Contamination 11 20 11 42 (11.9%) S 300 [ Female
§ 30 - Acute Hemolytic Transfusion Reaction 11 11 12 34 (9.6%) E ] Male
S TRALI 5 19 9 33 (9.3%) 250
< 607 125 ABO Incompatibility 9 8 3 20 (5.6%) % M Total 197
S 407 Hypotensive Transfusion Reaction 2 10 2 14 (4.0%) = 200 - 1797
B 90- o1 42 34 33 14 7 6 9 Aseptic Meningitis 2 3 2 7 (2.0%) = 150-
= 0 20 [ | 1 | 20 Post Transfusion Purpura - 1 5 6 (1.7%) E 97 10
=1 I I I I I I I I I I - - =T |
= = 5 = = - = s o = = o Viral Infections 1 1 - 2 (0.6%) = 100 66
=8 £ £ g3 & E .5 2 2. 3 £ Parvovirus B19 1 - — 1(0.3%) E c01 29 26 95 o 3 303
S S £ 2 S 2 € 5 23 E West Nile Virus - 1 - 1(0.3%) { —— |
<35 = £ £ 5 S 25 = = & E Others 5 7 8 20 (5.6%) 0 | | | |
§ % cE:j % % é EC) :% é % 08_ = Delayed Herlnolytic/lSer'oIogic Transfusion Reaction 2 3 6 11 (3.1%) 0-19 20-39 40-59 60+ Total
RN A e i : S
= . Hyperkalemia 0 1 0 1(0.3%)
Types of Adverse Reactions Severe Hypertension 1 - - 1(0.3%)
Intrauterine death 1 — > 1(0.3%)
o = = — T Definite, Probable & Possible Adverse Transfusion Reactions
Adverse Transfusion Reactions by Relationship to Transfusion by Severity of Qutcome
(1 Apr 2001 - 30 Sept 2003) (n=354) :  Ad : 1sion React: (1 Apr 2001 - 30 Sept 2003) (n=353")
Vpes 0 verse 1ransiusion heactions
. . . Life- Long-term Minor/ Not
bv RelatlonShlp tO TranSfUS"]n Adverse Reactions Death | Threatening | Sequelae | No Sequelae | Determined | Total
Possil Definite (1 Apr 2001 - 30 Sept 2003) (n=354) e S I S I I
- /0 31.1% - o _ _
’ Major Allergic/Anaphylactic Reaction 81 20 Bacterial Conta_mmat'on _ _ : S 30 42
N , Acute Hemolytic Transfusion Reaction 1 13 3 17 = 34
= Circulatory Overload 33 8 — p o B - B -
= Bacterial Contamination 13 ABO Incompatibiliy - > 1 T ; -
E CAELE RO UETE Lo REEC il 6 67 Hypotensive Transfusion Reaction 1 2 / 4 — 14
= TRALI Aseptic Meningitis — — — 6 1 7
: ABO Incompatibility - . .
o Post Transfusion Purpura 2 3 1 6
Probable = Hypotensive Transfusion Reaction Viral infections 1 - - 1 - 2
49.4% © Aseptic Meningitis o , Parvovirus B19 = - - 1 = 1
§_ Post Transfusion Purpura . Dfinite Probable Possible West Nile Virus 1 — — — — 1
ey Viral Infection* Others 3 7 10 - - 20
Others** Delayed Hemolytic/Serologic Transfusion - 5 6 - - 11
0 10 20 30 40 50 60 70 80 90 100 110 120 130 140 :';;Z'f;ﬁ;'r‘::m“”'zat'o” - - i - - j
o _ e Number of Adverse Reactions Hyperkalemia B 1 B B B 1
Iral intection” INCiudes: arvovirus eSt NIle VIrus ,
DIStrIbUtIDn Of BIOOd components Suspe(:tEd **‘Others’ includes: Delayed Hemolytic/Serologic Transfusion Reaction, Platelet Alloimmunization, Hypocalcemia, Hyperkalemia, SNl e 1107 1 _ _ _ _ 1
to be Associated with Adverse Transfusion Reactions 2510610 G pEiEns 6, e iis D, Unkosin reutorne Deal 1 - - - - 1
Unknown 1 - - - - 1
(1 Apr 2001 - 30 Sept 2003) (n=324**) TOTAL # 19 175 22 132 5 353
TOTAL % 5.4% 49.6% 6.2% 37.4% 1.4% 100.0%
Platelets (PLT) Distribution of Plasma Derivatives Suspected to bhe * Severity not reported for one case
21.6% E;egﬁ/ﬁoze” Pl (77 Associated with Adverse Transfusion Reactions
. 0
N ) (1 Apr 2001 - 30 Sept 2003) (n=28)
J Gy eIl (LTI — Uk Suspect Blood Products in Bacterial Contamination Cases
Granulocytes — 0.3% 1 Apr 2001 - 30 Sept 2003) (n=42
Red Blood —— J ’ Rh Immune Globulin - 14.3% (1 Ap Pt 2003) (n=42)
Cells (RBC » Whole Blood — 0.3%
( o) ° L : Blood Products Number of Cases Percentage (%)
94.0% [N Albumin — 10.7%
Others* — 5.60/0 Immune Globulin Red Blood Cells 18 42 9%
“Multiple Blood Components 60.7% Cytomegalovirus Immune Globulin — 7.1% Platelets 19 45 29,
RBC + FFP :
Egg + Eg - Factor VIII Concentrate — 3.6% Fresh Frozen Plasma S 11.9%
+ +
Total # 42 100.0%
RBC + PLT + FFP + CRYO Respiratory Syncytial Virus
** Blood products received not reported/available for 2 cases Immune Globulin — 3.6%
Fatal Events Reported
Definite and Probable Cases of Bacterial Contamination Possible Cases of Bacterial Contaminati According to Their Relationship to Transfusion
0SSIDieé udsSesS 01 bacterial Lontamination (1 Apr 2001 - 30 Sept 2003) (n=19)
Relationship to Transfusion
16 7 " .
Fatal Events Definite | Probable | Possible | Doubtful | Ruled Out | Unknown | Total
14 1 m Staphylococcus Minor/No Seque|ae 6 Minor/No Sequelae TRALI 1 2 1 — — — 4
m Staphylococcus aureus : - Bacterial Contamination 1 2 1 - - - 4
@ 12 - idermidi : : = Life-threat
% L ey Bl Life-threatening % 5 - Bl Life-threatening Post Transfusion Purpura 1 1 - - - - 2
¢ 10| ™ Streptococcus W Staphylococcus epidermidis . Death () W Staphylococcus epidermidis (2) . Death Circulatory Overload — - 1 1 — - 2
— ™ Gram (+) cocci m Coag. neg. staphylococcus (4) w— 4 0 - i i
© g | ™= Corynebacterium W Propionibacterium © Staphylococcus aureus Acute Hemolytic Transfusion Reaction 1 - - - - - 1
2 ) = ram (+) bacills (2 :(S;;:IIJI;I}('BG?G(:::;S G 2 3 - | ™ Staphylococcus epidermidis :Z;Z;’:Z; Anaphylactic Reaction — 1 — — — — 1
e 6 Derskovia 20 = W Pseudomonas Viral Infection — - - - — 1 1
2 4 - ;,' .,', epidermic E D - | mEscherichia coli West Nile Virus ~ ~ ~ ~ ~ 1 1
5 : . ,',’ :’: , S m Propionibacterium 1 - m Coag. neg. staphylococcus Hypotensive Transfusion Reaction — - - - 1 = 1
s . s i = i T N S S S
0 : ' | 0 - | Severe Hypertension = 1 - — — — 1
Platelets Red Blood Cells Fresh Frozen Plasma Platelets Red Blood Cells Fresh Frozen Plasma Intrauterine Death _ _ 1 _ _ _ 1
Unknown — - 1 - — - 1
Blood Components Blood Components — ] : - 1 1 1 %
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® Steps are being taken to validate the higher proportion of cases probably related to transfusion.

. . L. . . . Transfusion Transmitted Injuries
B New measures to reduce the risk of bacterial contamination such as the use of diversion pouches to sequester the first Section’s Website l

few mL of blood donation have been implemented in Canada; the effectiveness of this can evaluated in the future. http://www.hc-sc.gc.ca/pphb-dgspsp/
hcai-iamss/tti-it/index.html
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