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In Canada, Blood Manufacturers [Canadian Blood 

Services (CBS) and Héma-Québec (HQ)] must report 

serious transfusion related events to the regulatory 

branch of Health Canada.

CBS and HQ however rely on 

voluntary reporting of severe 

adverse events from hospitals and 

health care professionals.

Therefore, a National Surveillance 

System to report adverse events 

associated with the transfusion of 

blood components and plasma 

derivatives is essential to monitor 

known and potential risks.
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To improve reporting of 

adverse events, the 

Transfusion Transmitted 

Injuries Surveillance System 

(TTISS) pilot began in 1999 in 

4 Canadian provinces: British 

Columbia, Québec, Nova 

Scotia and Prince Edward 

Island.

The TTISS has expanded to 

include other provinces/ 

territories and now for the 

first time Canada has a 

national system for 

monitoring adverse events 

to transfusions.
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The goals of the TTISS are to:

Monitor the trends in known risks

Monitor the effectiveness of actions taken to reduce 

the risks

Provide a network for national (Public Health, Health 

Canada Regulators and Blood Manufacturers) and 

international groups to collaborate on new and 

emerging transfusion risks

Provide data for policy decisions
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Standardized Reporting:

Standardized reporting form

User’s manual

Standardized definitions

Minimum required data elements

Rules and conditions for data reporting

Schedule of data reporting

Materials
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Electronic National Database used to:

Record adverse events

Produce and analyse data

Produce reports for the provinces/territories

Export non-nominal, encrypted data elements to Health Canada

Communications

Working groups

Progress Report
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Data is collected at the hospitals and voluntarily 

reported to the provinces/territories.

The provincial/territorial surveillance offices analyse 

their data and report back to the hospitals.

Non-nominal, validated data that meet the TTISS 

requirements are transferred from the 

provincial/territorial surveillance offices to Health 

Canada quarterly.

Health Canada: 

analyses the national data

reviews the data with the working groups 

provides recommendations for risk management

publishes annual programme reports

Two Working Groups have been established to ensure 

excellence in epidemiologic surveillance:

The National TTISS Working Group consists of 

members from each participating province/territory, 

federal regulators, Health Canada and blood 

manufacturers. The group provides 

recommendations on future directions, quality, 

efficacy and effectiveness of TTISS.

An external National Data Review Working Group 

includes professionals who are knowledgeable in 

transfusion medicine, infectious diseases, 

epidemiology and public health. They review and 

evaluate the data to identify potential risks or 

trends.  They also provide advice on other scientific 

or medical issues regarding current/emerging 

transfusion issues.
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TTISS has been successfully implemented making it the 

Canadian national system for reporting transfusion 

transmitted adverse events.

Voluntary reporting of adverse events and the quality 

of the data reported has improved.

The agreement of provinces/territories, blood 

manufacturers and regulators to introduce TTISS 

across Canada provides a process with standardized 

tools and definitions for reporting adverse events 

following blood transfusion therapy.

Conclusions

To enhance the system:

Denominator data will be provided by the 

provinces/territories for the calculation of risks of 

adverse events per products transfused.

An error surveillance system to capture near misses 

and transfusion errors will be piloted in the current 

year.

Links are anticipated with proposed 

provincial/territorial transfusion recipient registries.
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Transfusion Transmitted Injuries Section’s Website

http://www.hc-sc.gc.ca/pphb-dgspsp/hcai-iamss/tti-it/index.html
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Since 1999, TTISS has been 

implemented in 9 of 10 provinces 

and 2 of 3 territories with the 

remaining province and territory 

expected in 2004.

Data will be reported from all sites 

by March 2005.

From April 2001 – September 

2003, 6 sets of data reporting 

608 cases of moderate and 

serious adverse events have been 

reported to Health Canada.  

This data is from 238 sites, which 

represents an average of 77% 

(with a range of approximately 

40-100%) of transfusions in the 

participating provinces/territories.

The first Progress Report (1 April 2001 to 30 June 2002) was published in March 2004. 

A brochure has been developed for distribution at transfusion meetings to share the program updates.

Results

Manual Reporting Form Electronic Database Analysis and Report

Transfusion-Transmitted Injuries
Surveillance System

Project Progress Report
2001/2002
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CANADIAN TRANSFUSION ADVERSE
EVENT REPORTING FORM
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INCIDENT (Complete sections 1,3,& 6 before & complete all sections during/after)

ADVERSE REACTION (Complete all sections)

Created by: Last modified by: Record closed
Case ID:

name date (ddmmmyyyy)
on

name date (ddmmmyyyy)
on

LAST NAME FIRST NAME

HEALTH CARD NUMBER HOSPITAL CARD NUMBER

ADDRESS OF RECIPIENT

STREET # NAME TYPE APT # PO BOX

CITY PROVINCE POSTAL CODE

HOME TELEPHONE WORK TELEPHONE EXT

  Postal Code:

Sex:

Date
of Birth:

Day    Month Year

Male Female Other Not Given Unknown

1. RECIPIENT IDENTIFICA TION

NAME OF FACILITY TELEPHONE NUMBER EXT

(           )

ADDRESS OF FACILITY

STREET # NAME TYPE PO BOX

CITY PROVINCE POSTAL CODE

HOSPITAL CODE

FACILITY IDENTIFICA TION

(           ) (           )

Pregnancies/Miscarriages Immune-Compromised

Transfusions Describe:

Principal diagnosis: Blood Group: ABO Rh

General diagnosis: Other Describe:

Yes <3 mo.

Yes <3 mo.

Yes >3 mo.

Yes >3 mo.

Unknown

Unknown

No

No

Yes No Unknown

2. CLI NICAL HIS T ORY

Date/T ime/Place
Occurred

T ime (hh:mm) Place:

Filter

Pump Used

Pr essure device Used

3a. Incident  In for mation

3b. U se of equipment and premedication

3c. R eport o f pos si ble tr ansf us ion related blood-bor ne in fectio n

Day Month Year

Bacterial, specify genus/species:
Result of gram stain:

Used

Equip. Problem

Equip. Problem

Equip. Problem Blood warmer

Reinfusion device Used

Other Describe

Used

Equip. Problem

Equip. Problem Pr emedication

Specify drug/dose/route:

No Yes

Other

Specify:

Viral

Specify:

Date/T ime
Reported

T ime (hh:mm)Day Month Year

3. DATE , TI ME  AND P LA CE  OF INCIDE NT / ADVE R S E  R E ACTI ON

None Oliguria Tachycardia Other skin rash

Pulse P. before: P. after: Diffuse Hemorrhage Chills  / rigors Pain, specify:

Fever T. before: T. after: Ur ticaria Shortness of breath Hemoglobinuria

Hypotension BP before: BP after: Nausea / vomiting Shock Other, specify:

Hypertension BP before: BP after: Jaundice Death

Results :

Bacterial Infection:
Blood Culture Recipient:   Date & Time Taken # of Pos.# of Neg.

T ime (hh:mm) OrganismIdentified (genus/species):

# of Pos.# of Neg.
OrganismIdentified (genus/species):

Lot #: Unit #:

Day Month Year

4. CLI NICAL S IGNS  AND L AB OR AT ORY  R E S U LTS

Transfused under anesthesia:AbnormalLaboratory Results: Datespecimen taken

AbnormalLaboratory Tests: Day YearMonth General Local / regional None

Blood Culture of Product:   Date & Time Taken
T ime (hh:mm)Day Month Year

Rh N/A 1/4 1/2 3/4 4/4

Comments:

Group of unit Expiry date
(ddmmmyyyy)

Blood centre
code

Unit no.
or Lot no.

Transfused blood product

Productcode/name

Productmodification

mlABOHospital Supplier

Transfusion Started
Date/ Hour

(ddmmmyyyy/hh:mm)

Transfusion Finished
Date/ Hour

(ddmmmyyyy/hh:mm)

Amount administered

FractionVolume

5. S U S P E CT P R ODU CTS
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Specify: Specify:Specify:

Patient Identification Incident Pr oduct Related Incident Other I ncident
Pr oduct Tranfused

User’s Manual

Canadian Transfusion Adverse Event
Reporting Form

Health
Canada

Santé
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British
Columbia

British
Columbia

Percentage of Transfusions 
Captured by TTISS

100%
1 site

31,100
pop.

Northwest
Territories
Northwest
Territories

41,900 pop.
database installed

NunavutNunavut
29,400 pop.

59%
19/91 sites
4,146,600

pop.

AlbertaAlberta
~37%

4/106 sites
3,153,700

pop.
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ManitobaManitoba
100%

79/79 sites
1,162,800

pop. OntarioOntario
58%

24/207 sites
12,238,300 pop.

QuebecQuebec
87%

71/88 sites
7,487,200

pop.

Newfoundland
and Labrador
Newfoundland
and Labrador

519,600 pop.
database installed

Prince
Edward
Island

Prince
Edward
Island
100%

7/7 sites
137,800 pop.

Nova ScotiaNova Scotia
52%

8/41 sites
936,000 pop.

New BrunswickNew Brunswick
100%

25/25 sites
750,600 pop.

Yukon
Territory
Yukon

Territory
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1999 2000 2001 2002 2003 2004

Year of Participation

Provinces/Territories Involved in TTISS
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Newfoundland and Labrador

Nunavut

Yukon Territory

Alberta

Manitoba

New Brunswick

Ontario

British Columbia

Nova Scotia

Prince Edward Island

Quebec

Saskatchewan

Northwest Territories


