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Awposnaypunvnon - Oplopoc

e JUVOAO OPYAVWHEVWYV SLASIKOCLWV EMITAPNONG TWV
OLVETLOU UNTWV OVTILOPACEWYV KOl GUMBAMATWYV TIOU
ouvoEovTal HE TN HETAYYLON aipotoc, Kal adpopouv

OTOUC HOTEC Kol ANTITEC QLMATOC KOlOWE Kol oTNV
eMLONMLOAOYLIKN EMITAPNON 60TWV

\
Odényia 2002/98/EK
«yla tn O€omion npotuwy noldtntag Kot acpAAeLog
yla tTn cuAAdoyn, Tov €Agyxo, TV enefepyaoia,
v anodnkevon kat tn dtavoun avbpwnivou
OLL{LOLTOC KOl GUCTATLKWY TOU QLLOTOG»
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J Te Ratenga Tolo O Aclearca

The Haemovigilance Environment
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*2uAAoyn aipatog
*EpyOloTNPLAKEC
e€ETAOELC
[lapaoKeuN,
KatEpyooia,
armoOnkKevon,
Sdtavoun
*EpyOloTNPLAKEC
e€eTaoELC loOevVWV
Metayyion
*ZVOTNHO TTOLOTNTOG
*EmiBswpnon

Dr P. Flanagan, NMD NZBS




AnotéAeopa tnG emdnuioc AIDS!

lanwvia : 1993

faAAia : 1994

eppavia : 1994

EAAGSa : 1995
NouéepBoupyo : 1996
Hvwpévo BaoiAelo :11996



é’ AlpOoEaypuUNVNON
_g) Znpavtikot Ztafuol

1993 16puon MAALKOU cuoTAMATOC atpoemaypunvnong (umevBuvocg
dopeac AFSSaPS)

1995 16puon 2KAE — EANGSa

1996 16puon SHOT (Serious Hazards of Transfusion)

2002 Oényla 2002/98/EK mou eykaBLdpUEL TIC ATOUTAOELG TWV
CUOTNUATWY aLLOETaypUTIVNONG

2002 16puon tou Eupwmnaikov Awtuou Alpoemnaypunvnong (EHN) —
JUVEPYOATLKEG ETTAYYEAUATLIKEC SPAOTNPLOTNTEC KOl KOWVOL oplopol

2005 OAHTIA 2005/61/EK ywa tnv edappoyn tng odnytag 2002/98/EK

OXETLKA UE TLC amaLToeLg LyvnAaotpotntag (traceability) kot tnv
Kolvoroinon cofoapwv avermBupuntwy avildpAaoewy Kal cUUBAVTWY

2008 ApxEc Bloemaypunvnong / Alposmnaypunvnong otic HMA - CDC
2009 To EHN yivetat AteBveg Aiktuo Alpoenaypumvnong (IHN)
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MINISTRY OF HEALTH & SOCIAL SOLIDARITY

Austria | Luxembourg | Australia

2% i toat coom o oo e oot s
:f Belgium | Malta Canada
o, N
ot Croatia |[Norway |Japan SUMMARY REPORT
EPIDEMIOLOGICAL SURVEILLANCE
Denmark Portugal New OF TRANSFUSION TRANSMITTED INFECTIONS (TTls)
Zealand {1996-2007)
. . . SURVEILLAMNCE OF ADVERSE MCHONE {ARs-TR)
Finland | Slovenia | Sngapore e e T
. {1997-2007)
France |Sweden South Africa
SURVEILLANCE OF ADVERSE REACTIONS (ARs-DN)
1 AND ADVERSE EVENTS (AEs-DN) DURING OR AFTER DONATION
Germany | Spain USA o003 2007,

Greece | Switzerland ‘

Iceland | Netherlands ‘
Italy UK

Ireland
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ATHEMNS, NOVEMBER 2008




International Society of Blood  |nternational Haemovigilance
Transfusion

| usion - Network

nglng Party on Haemoviglance aims + Founded, as European Haemovigilance
- | Network, in 2002 in France.

» Develop the different elements to be » Became IHN in 2009

included in haemovigilance.

| » Objectives include:
+ Help standardise data elements.

— Exchange of valid information between

+ Exchange information between members.
countries on the operation of different - Increase rapid alert/early warning between
types of haemovigilance systems, members.
and to exchange data on the results. ~ Encourage educational activities between
» Be a source of information and members.
guidance for countries setting up new - Undertake educational activities in relation to

haemovigilance systems. haemovigilance.



ALHOETOYPUTIVN ON)
AnWTEPOC 2TOXOC

@ Na mpoAndOei n emavepdavion avemOuuntwy
CUMBAMATWV KOl AVTILOpACEWV

& Ta anoteAéopata tTnc ovaAuong Twv
SeSOUEVWV TIPETEL
— va avatpododotouvtal MEPLOSIKA OE EKELVOUC TTOU
napeixav to tpwtoyevn dedopéva, Kot
— VOl KOLVOTTOLOUVTOIL OE OAEC TLC OLPUODLEC OLPXEC
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KEG QLPXEG

8 MNpemnel va meptAapBavel Eva cUCTNHO EYKOLPOU
ouvayeppov/npostdomnoinonc

8 Artotelel epyaleio yia tn dtaopaAion tng
oLoTNTAC 0TNV AAUCLda TNC LETAYYLONC, TTOU
gotialel mpwtiotwc otnv achaleia Ko
Bswpeitol HEPOC TNG CUVOALKNAC EMAyPUTIVNONG
™n¢ ppovtidac vyeiog (bappoakoemaypunvnon,
EMOyPUTIVNON LOTPLKWY CUCKEUWV)
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IxvnAacipotnta (traceability)
AntoteAei npoinodeon yia TNV aLpOENaypuUnvnon
Odényia 2005/61/EK

Opiletatl wWE N LKOVOTNTA EVIOTLOMOU KAOEMLAC
povadac aipoatoc N KBevoc mPoiovtog alpatoc
TLOU TIPOEPXETOL ATIO OLUTA

!

orto To 60T HEXPL TOV TEALKO TPOOPLOUO
oveEAPTNTO OV AUTOC ELval:
acOevic
b OPHOKEUTIKO OKEV OO
oXPROTELON
Kal avTlotpoPpwe




MpolmnoBeoeic mov dwacdhaAilouv Tnv
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‘Eykupo mAnpodopLako cUCTNA TTOU VA SLEUKOAUVEL TaXELa Kat a€LoTiLoTn
OLVLXVEUGOLUOTNTO

Zuvepyaoia petafl Ynnpeowwv Alpodooiag kot Noookopeiwv
Tunonoinon avadopwv
Avaluvon avadopwv

Tumot avemtOUUNTWV CUUBOUATWVY Kol AVTLOPACEWV IOV GUAAEYOVTOL OTLO TO SiKTUO
OLLLOETIOLYPUTIVNONG

AvemOuunteg avtidpaoels os acOeveic
ALLOETTAYPUTIVNON OE QLUOSOTEC
AvemOuunta cuppapata

EAattwpoto EONMALGHOU KOl CUCKEU WV
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v Tortiko: NoookopelakéC Yrinpeoiec Alpodooiag,
KAwvika Tuapato

v Nepidepko : Kévrpa Aipatog, NOGOKOUELAKECS
Yninpeoisc Alpodoaoioc

v  EOVIKO : YrteBuvn Apxn

v AleBvEc : Eupwmaikd kot AleBveéc Aiktuo
ALpoenaypUTMvVNoNG

¢



O poAoc¢ tnc Enttponnc twv

Metayyiloewv

e Noocokopeilakn Emtpon Metayyiocewv

e ALEMLOTNUOVLIKNA
— AVOLIOKOTINGN TWV AVILOPACEWV HETA HETAYYLON
— Ixedralel kat agloAoyel TIC MPOANTMTIKEC SPACELG

— Ekdoon katsvBuvtplwyv odnywwv yia tn BEATIoTN
XPNON TOU aipatoc

— Exknaidevon OAwv tTwv epnAekopEvwy (+ e-learning)
— EnifAePn epappoyng Twv nPOoANMTIKWY HETPWV



TL

otayp oadsTa

e

v ZUvoAo dotwv Kot atpodootwv ava tpoiov, nAwic, dpulo,
ouxvotnta oipodooiog

v’ 2UvoAo aoOeVWV IOV HETOYYIOTNKOV

v' AVETULOUMNTEC AVTIOPAOELC TWV ANTTWV aipatod: Aotpuwadng Ko
1N Aotpuwdng

v' EUIAEKOMEVA TTPOLOVTO ALLLOTOC

v AVETULOUMNTEC AVTIOPAOELC TWV OLHLOSOTWV

v' ANAWOELC TWV ALHLOSOTWV META TNV atpodooia

v’ Teyovota katd tn dtadikaoia cuAloyr¢, enefepyaoiag,
ouvtpnong Kot petadopac mov eixav R Oa pnopovoav va
g€xouv duopuevn enidpacn otn achAAELA TNC LETAYYLONG ‘
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> ZoPBapn avernt®Oupntn avtidpoaon (Serious Adverse
Reaction, SAR)

> ZoPBapo avertOupunto cupPBav (Serious Adverse
Event, SAE)

» Moap’ oAilyov cupBapata (“near miss” events)

» ZhaApata Twv HETAYYIoEWV Xwpic cOpBapa
(uneventful transfusion errors)

¢




Averl@uunta cupBapara (1)

2oBapn avertOupuntn avrtidbpaon (Serious Adverse Reaction, SAR)

e “hia Avev npoBEoewc avribpaon tov 0tn N Tov acBevouc nov
oxetiletal pe tTn cuAAoyn R TN LETAYYLON ALLOTOC 1 TTapaywywV
TOU Kal n omnoia eivat Oavatndopa, anstAntikig yia th {wn,
NPOKAAEL avarmneia [ aviKavotnta N EXEL WG AMOTEAEOHA
nopateivel tn voonAeia i th voonpotnta”, (Oényia 2002/98/EK)

2oBapo avent®Ouunto cupuBav (Serious Adverse Event , SAE)

e “KAOe ATUXEC MEPLOTATIKO MOV OXeTilETAL UE TN GUAAOYN, TOV
£€Aey)o, TNV enefepyacia, Tnv anodnkevon Ko tn dtavoun
olipaTtog N moPOYywyou Tou, tou Ba pmopoUce va TPOKAAECEL TO
Oavaro, va anstAnoel tn {wn, N va TPOKAAECEL avannpia n
OLVLKOVOTNTO 1 VO EXEL WG ATOTEAECHUA N VOL TTOLPOLTELVEL TN
voonAeia i th voonpotnta”, (Oényia 2002/98/EK)




AvemOuunta cuppBapato (2)

Map’ oAiyov cupBapata (“near miss” events)

e “odalpata ntov av v aviyvevbouv Ba propovoav va
odnynoouv oe AavOaopEVO MPOGSLOPLOHO OAdOC ALATOC,
OLTLOTU YO AVIXVEVONG EVOC EPUOPOKUTTAPLKOU OVTLOWLOTOG,
N o€ dtavoun, cuAAdoyn N xopnynon eopaApévou n
akataAAnAov nipoiovroc aipatog ”, (0dnyoc, ZuuBouAtio tng
Evpwnng, Exéoon 14")

2PAaApata Twv pHeTayyicewv xwpeic cuppapa (uneventful
transfusion errors)

e ‘“n puetayyion onowovdnmnote ecpaipevou, akatdAAnAov i
N EVOELKVUOUEVOU IPOIOVTOC ALLATOC TTOU dEV MPOKAAEL

BAapBn oto Anmtn”, (0Odényoc, ZuuBouUAio tn¢ Eupwnnc,
Exkdoon 14")



Awtiakn ocuoxetion (imputability) petau
oveErLOUUNTNC avTidpaonc Ko HETAYYLONG

> 0 =amokAstetatl / anti@avo — ot evdeiéelg eival oadeic
WOTE N avtidpoaon va arnodobei oe AAAEC OLTLEC

> 1 =gvbéxetan / Suvatov - ol evoeifelc eival aocadeic Kat n
avtidpoon pnopei va anodobel eite otn peTAyylon, €ite
o€ AAAEC OULTLEC

> 2 =moAU rBavo - ol evdeifelc ival oadeic woTte n
avtidpaon va arnodobei otn petayyon

> 3 =B£Bato/oilyoupo - ot evdeilelc sivarl adtaPsvoteg Ko
nEpav naonc apudiBoliog, wote n aviidpaon va
artod00Oeil otn petayyon



MovtéAa opyavwonc

Bpetaviko ZUuotnpo ALHOETAYPUTIVNONG
FaAAIKO ZUoTnpa ALHOETTAYPUTIVNONG

2uotnua Alposnaypunvnong tTwv Hvwupevwy
MoAtteLwyv

EAANVIKO ZUoTnpa ALHOETOLYPUTIVNONG

OAAavéia, IpAavdia, ItaAia, Kavadag,
Québec, Avotpalia



AladopEeTIKOUC OPLOMOUC KOl ATOULTAOELS ovoLpOopPaG

To OAAavdLko ZUotnua (TRIP) amarttei va avadEpovrat
UTTOXPEWTLKA OACL TOL TEPLOTATIKA TNG HETAYYLONG “AdB0C
napaywyou”, aAAd npoatpeTika ta “rtap’ oAiyov Aadn”

210 HB kat otnv IpAavdio EMKEVTPWVOVTOL OTLC

[ 4

“coBapec BAABec”, alla 6e dExovtal Alyotepo coBapEG

onwc ot FNHTRs 1 ot AMLEG AAAEPYLKEG

2tn FoaAAiot cUAAEYovVTOL OAEC OL AVTLOPAOELG
oveEaPTATWE TNG COBAPOTNTOC TOUC

shutlerstocH - S4800632



HAEMOVIGILANCE SYSTEM
Mandatory or voluntary?

Country/ *Reports/ What is Type of
region 1000 units reportable system
UK 0.20 Serious reactions + Voluntary
IBCT
Canada 0.31 Serious reactions Voluntary
not IBCT
Ireland 1.22 Serious reactions + Voluntary
IBCT
France 2.83 All reactions Mandatory
Netherlands 2.90 All reactions Voluntary
Québec 7.07 All reactions Voluntary

Year 2008




SHOT
“Serious Hazards of Transfusion”
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e Anpoupynonke to 1996 amo toug
EMOLYYEALLOTLEC UYELOC

e Serious Hazards of Transfusion (SHOT)
e Turika n Kataypadn eivat TPOALPETLKNA
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“Medicines and Healthcare Products
Regulatory Agency (MHRA)”



Safeguarding public health

UK Blood Safety and Quality
Regulations 2005

Implementation of the EU Blood
Safety Directive

Background and Guidance on reporting
Serious Adverse Events & Serious
Adverse Reactions

MHRA - the UK Competent Authority for Blood Safety

Report Serious Adverse Events & Serious Adverse Reactions online:
Log on to SABRE via the MHRA website: www.mhra.gov.uk
email: sabre@mhra.gsi.govuk  tel: 020 7084 3336

Medkines and Haalthoars products Reguistory Agancy
Markst Towers 1 Mina Eima Lans London SWBENO
T 020 7084 3000 F O30 7084 2363 wew. mbragowk

BSQR2005

Evowpatwon tng
2002/98/EU

Edappoyn ano 11°/2005

O 2005/61/EU kat 2005/62/EU
EXOUV ENMioNC EVOWHATWOEL Kol
Loxuouv arno tov 8°/2006

Méow touv SABRE yivetal n
KOLVOTtoinon Twv cuuBaviwv
toc0 oto MHRA /SHOT

H kowonoinon oto MHRA &ivau
UTTOXPEWTIKA oUWV LE TNV
oényia BSQR2005




MHRA

Mandatory reporiing of

-

Al Serious Adverss
Reactions

Serious Adverse Evaents in
oloocd establishments and
ho=spital transfusion
laboratonss

L

SHOT

Reporting of

All Serioaus Advers=
Reasctions

Serious Adverse Evants
sncompassing the whole
of the fransfusion process

v

UK Blood Services /
Health Protection Agency
Centre for Infections
Surveillance

= Al infectious hazards
relating o blood tramsfusion
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Metayylon eopalpévou apoywyou aipoTog

(IBCT, Incorrect Blood Component Transfused)

AKkaTtAAANAN kot Meputtry Metayylon
(I & U, Inappropriate and Unnecessary
transfusion)

NABN esaLguoU Kal Tuvtipnon
(HSE, Handling and Storage errors)

Ofela avtidpaon odelA\OUeVn OTN HETAYYLON
(ATR, Acute Transfusion Reaction)

Ofeila AlpoAutikn Avtidpaon (A-HTR Acute
Haemolytic Transfusion Reaction)

EruBpaduvopevn AlpoAutiki Avtidpaon
(D-HTR, Delayed Haemolytic Transfusion
Reaction)

Ofela mveupovikn BAABN LETA pETAYYLON
(Transfusion-Related Acute Lung Injury, TRALI)

-~

MeTAyyLon Mopaywyou aipatog i MAAoUATOG Ttou &gV MANpPoOL TIg
PoUTMOBOETELC TOU amALTOUVTAL YLt TOV CUYKEKPLUEVO aoBevn) 1] mpoopiletal
yla dAAov acBevr).

MetayyLlon owoToU Kal KATAAANAOU TTapoywyou OiHATOG OTOV CWaoTO acBevn),
OoAAG n amodaon yla HeTAyyLon Sev ATAV CWOTH.

MeTayyLon owoToU MOPAywYyoU QLIATOC OTOV OWOTO acBevr), To omoio katd
™ Sdladikaoia TnG PeTayylong e€attiog AavBaopEVWY XELPLOUWY Kal cuVONKwV
ouvtrpnong dev gival aopaAéc.

Avtidpaon mou gudaviletol evtog 24 wpwV Ao To TEAOG TNG LETAYYLONG
Mapaywyou aipatog, EKTOG amo ofeiec avidpaoels mou odeilovtal o
«AaBog» petayylon, alpoAuTIKEC avTdpaoelg, TRALI, TACO, ) Baktnpidiakn
ErupoAuvon.

AVTIOPAOELG UE TIUPETO KAl AAAC CUUMTWHOTO KoL onUEla atpoAuong eviog 24
WPWV amo TNV HeTAyylon, mou eniBeBaiwvetal pe mtwon Hb, avénon LDH,
Betikny DAT kot acuppatotnra.

AVTIOPAOELG UE TIUPETO KAl AAAQ CUUMTWHOTO KoL onpEla alpdAuong meépav
TWV 24 WPWV Ao TNV HETAYYLON, TTOU EMIBEPBALWVETAL LE £V ) TIEPLOCOTEPA
amo ta akoAouvBa epyactnplakd supnuata: mtwon Hb i un avénon auvtng,
avénon tng xoAepuBpivng, Betikn DAT Kot acupBatotnta mou Sev unrpxe
OTOV TIPOUETAYYLOLOKO EAEYXO.

E€alpoUvtal ol mepUTTWOELS AmMAWY 0POAOYIKWY avTLSpAcewV (avixveuon
oAloavtiowpatog xwpic Ostikr) DAT ) onueia alpoAuvong).

Ofela Suonvola pe umofia kot apdoTepOMAEUPEC TIVEULIOVLKEG SLNOAOELG TTOU
eudaviletal eviog 6 wpwv amo TNy Evapén tng HETAyyLong, mou Sev odeletal
og uTtepdOpTWON TS KUKAOodoplag rj oe GAAN attia.



Katnyopla

SHOF

NopdUpa HETA HETAYYLON
(PTP, Post-Transfusion Purpura)

Nooocg and tnv aviidpacn Tou HooXeL LATOC
KOTA TOU EEVLOTH TTOU CUVOEETAL LIE TN UETAYYLON
(TA-GVHD, Transfusion-Associated Graft-versus-
Host Disease)

Nolpwéelg mou petadidovtal pe tn
Metayylon
(TTI, Transfusion Transmitted Infections)

Anti-D cupBapata
Anti-D events)

Yneppoptwon tng KukAodoplag mou cuvdEeTal
pe tn petayylon (TACO, Transfusion Associated
Circulatory Overload)

Avornvola cuvdeodpevn e Tn uetayylon (TAD,
Transfusion Associated Dyspnoea)

Autoloyn Metayylon
(Autologous transfusion)

Map’ oAlyov cupuPapaTs
(Near Miss events)

Opoppormevia mou epdaviletal 5-12 NUEPEC LETA LETAYYLON EpUBpWV
oe a0Bevn) pe anti-HPA aAAoavtiowpata.

Xapaktnpiletal amo nupeto, e€avOnua, nmatikr) ducAettoupyia, Sidppola,
TLAVKUTTAPOTIEVIO KOl LUEALKH amAacia tou epdavidovral eviog 30 nuepwv
oo TtV petayylon. OPelleTal oTNV EYKATACTACT KOL KAWVLKI OVATITUEN

Buwolpwv Aepdokuttdpwy Tou §0tn 1ou o S£ktng aduvatel va amoppieL.

Q¢ TTI Bewpeitat n Aolpwén mou petd diepevvnon Bewpeitat 6tL opeileTal

2Tn PETAyyLlon, evw eV uTApXouV eVOELEELC OTL N AoluwEn UTPXE TIPLV TN
HETAYYLoN A OTL uTtApXeL AAAN inyn Aolpwéng. Kal eite TouAdylotov Eva mapaywyo
mou €AaPBe EKTNG OV LOAUVONKE TIPOEPXETAL Ao §OTN Ttou €XeL evOEI€ELg TNG BLaG
vOOOU, 1 TOUAQXLOTOV £va TTOPAYywYyo Tou EAaBe SEKTNG TOU LOAUVONKE,
amobedelypéva TEPLEXEL TOV UTIEUOUVO LOAUCUATLKO TTAPAYOVTaL.

JupBapata mou oxetilovtal pe ) xopnynon Anti-D avocoodatpivng

Eadv 4 amo to mapakatw EUPavioBouv eVTOg 6 wpwV Ao TNV LETAYYLON:
Ofela avamnvevotikn duoxépela, Taxukapdia , AuEnuévn aptnplakn mieon,
O&U n embelvoluevo IVEUOVLKO oidnua, Evdeielc Betikou Looluylou vypwv

AvarmveuoTikr) Sucxépela mou epdavileTal viog 24 wpwv amo TNV HETAYYLoN
katl dev mAnpot ta kpttipla tou TRALI, TACO, i aAAepyLkig avtibpaong.

MeTayyLon QUTOAOYOU AiUATOC 1) TOPAYyWYOoU TOU, ELTE LETA A0
npokatdbeon, N oela anwAeLla alpatog, A Katd tn SLapKeLa ELOIKNAG
OVTLUETWITLONG OLULATOAOYLKAG VOOOU.

Onolobnmote cupBapa To onoio eav dev aviyveuBel Ba umopoloe va
obnynoetL oe AavBaopévo mpoodloplopd opadog aipatog, n o€ dtakivnon,
ouMoyn 1 xopnynon &vog eodaApévou (AaBog) i akatdAAnAou mapaywyou
aipatog, aAAd avayvwpiodnke mpLv Tn SleEvEPYELA TNG METAYYLONG.



NEeC KaTnyopLlEC CUMBOMATWY TTOU
ocuunepltAappBavovral ano to 2010

eMap’ oAtyov cupBapata (Near Miss events)
e Right blood to the right patient
e ELOLKEC KATNYOPLEC

—Moawdratpikoi aocBeveic

— Aeyxelpntikn cuAAoyn aipatoc (cells saver) ko
HETEYXELPNTLKN
—AocOBeveic pe alpoodatpvonadbeLeg



New features in the 2012 Report

+ Incident investigation and root cause
analysis — please DO IT

* Problems with transplant cases — failure
In communication

SHOT Annual Report 2012, July 2013



2010 2014 2015 2016

Figure 29.1:
Timeline of
significant milestones

& Future

in reporting and

. > . > . > . h . > benchmarking donor

ISBT standardised
definitions for
donor adverse
events introduced

All the four UK
Blood Services
agreed with the
definitions of
the SAEDs and
have been using
these to collect
data. SAEDs are
reported by each
Blood Service to
the MHRA

New revised
ISBT/IHN
classification

of donor
complications
published in Dec
2014

Working

group with
representation
from all the UK
Blood Services
re-established
and agree to
benchmark donor
adverse events
and harmonise
coding to ISBT

haemovigilance data

Reporting to
SHOT - All

the UK Blood
Services agree to
prepare a collated
report of SAEDS
(with imputability
definite, probable
and possible)
from donor
adverse events in
2015

SHOT Annual Report 2015, July 2016



ANNUAL SHOT REPORT 2015 SUMMARY

I — I —
How many reporits- ases reviewed in U
NM: Near migs | S >1243
RBRP: Right blood right patiernt — 187

L
UCT: Unclassifiable complications of transfusion mi4

PTP: Post-transfusion purpura | 2 |Tmﬂsfusiun reactions which |
it b tabl
TTI: Transfusion-transmitted infsction [ 4 may nolbe praventabls

CS: Cell salvage [ 120

ATR: Acute transfusion reaction 1 296

TAD: Transfusion-associated dyspnosa | 3

3 288 1 1 2 5 TRALL: Transfusion-related acute lung injury [ 10 Possibly or probably preventable

REPORTS TACO: Transfusion-associated circulatory overioad (I 89 By improved practics and

monitoring

IN 201 5 ERRORS TAGvHD: Transfusion-associated graft vs host diseass | O
Allo: Alloimmunisation 1236

HTR: Hasmolytic transfusion reaction |IENNN 59
ADU: Undertransfusion

M H RA: ADU: Delayed transfusion Adverse incidents
ABO-i ibl o ADU- Avoidable transfusion
incompatible
. HSE: Handling and storage srrora
transfusions and : (1] °

6 more to stem cell SAE reports due to
transplant patients HUMAN ERROR

due to mistakes

Anti-D: Anti-D immunoglobulin errors
IBCT: Incorrect blood compensnt transfused

0 50 100 180 200 250 300 350 400

How many errors?

26 deaths
8 preventable

Risk 1:100,000

=ilje =ilje =ilje =iljs
=ilje =ile =He =ilje
=ie =il =i =i
=ie =ile =le =le
=ilje =ilje =He =ilje
=iilje =ilje =ilje =ilje
=iilje =iije =ilje =ilje
=il =ilje =ie =ilje
é- éo éo ﬂ.
=ilje =ilje =ilje =ilj»
=ilje =ilje =ilje =ilj»
=ilje =ilje =He =ilje
=ilje =ilje =ilje =ilje
=ilje =ilje =il =iljs
=ilje =ilje =ilje =ilje
=ilje =ilje =ilje =ilje
=ilje =ilje =ilje =ilj*
=ilje =ilje =ilje =ilje

=ije =ilje =i

=ilje =ilje =ilje

But 288 Risk of death from error
additional 1:320,000

hear miss 166 patients suffered
ABO-events serious harm

al
L] ERRORS

8%

SHOT Annual Report 2015, July 2016



Deaths related to transfusion 2015

™ _ M Certain (3)

Rt B ooty
Anti-D
TAMEC
HTR
TRAL
Delays
TACO

[v] 1 2 3 4 5 2] i 8

Number of cases TANEC: transfusion-asscoiated necrotising enferocolitis

Deaths related to transfusion 2010-2015 n=93

39 [ TACO
3 @ TAD
o [l TRALI

A
TAGvHD I 1
uctOs6

PPl 1
Pulmonary

HTRE 7 s . \ona
CDI'I'IplICE“ICIrIS

ATRO 5 51
Anti-D Ml 1 '
Avoidable [ 2
Delay @ 16

ABO-[0 2
incompatible

CRITICAL FACTORS IN PATIENT SAFETY

= IDENTIFICATION

l:] COMMUNICATION

Multiple errors in the transfusion process 2012-2015

350 -
Total reports n=725
300 - s Total number of errors n=1882
P 250 1 O 2013
% 200 | B 2014
-§ o4 M 2015
£ 150 4
g 38 55
Z 100
55 o
50 4 117 - i
53 29 3
o I Jom =l
1 2 3 4 5 6

Mumber of steps

Pulmonary complications, particularly TACO, and delays are the main causes of death

SHOT Annual Report 2015, July 2016



AplOuo nepumtwoewyv Kat Oavatwyv ano TRALI movu
SnAwOnkav tnv nepiodo 1996-2014

Number of suspected TRALI cases and deaths at least possibly related to TRALI by year of report

Male FFP

B Mumber of deaths
B Suspected TRALI reports

24

&

21

Number of reporis
8
e |

15

-k
o

14

13
12
11

10 10

3 a
2 2 2 2 2
1 1 1 1 1
0 0

0
06/07 97/98 08/30 92/00 OOVO1 O1/02* 2003 2004 2005 2006 2007 2008 2000 2010 2041 2012 2043 2014
Year of report 15 months in 01/02

SHOT Annual Report 2014, June2015



Number of reports

Changing pattern of pulmonary

1

Pulmonary complication

00

7O

8

3

40 -
320 -
20

10

Comparison of outcomes 2015

MM=Major morbidity e.g. admission to intensive care/ventilation

complications 2008-2015

B TRALI
71| W TACO
4| = TAD

2008

2009

2010

_le

2011 2012
Year of report

2013

2014

1]

2015

TACO

34

Il MM
l Deaths

10

15

20
Number of reports

35

40

SHOT Annual Report 2015, July 2016
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Number of reports
b il [\™] N
5 &8 8 8

S

[, ey | s A | i g S, o Y S [P P LN Py FR | L a .
odiITIpie receipl dr leslny NPoneriL seiecluon LOImpornernt idoeinngd, IS CelidlNeOus

registration availability & HSE

Critical laboratory points in the transfusion process

SHOT Annual Report 2015, July 2016



Table 12.2:
Number of
confirmed TTI
incidents®, by year (VAN

Implicated component

of transfusion™  LeElETETT)

with total infected  Pre 1995 I ) T - le2@ | - - - |3@| 3 -
recipients and 1996 - rm |t - 13 - - - 1(1)|5@| 5 1 - 1
outcomes (death,  19g7 3@ | - [1m|1m]| - - - - |1 |2@ |8 | B 1 1
major morbidity,  1ggs aml - |1 - | - - - - - - |s@)| 2 1 2
minor morbidity) 1900 a@| - |2@| - | - - - - - [tm|e®]| 5 3
in the UK between 549 roltm|im| -] - -] - -] - |- le@m| 1| s 3
October 1996 and 504 55| - } R R } R B - - |sm| - 4 1
December 2015 "5y 1) - 1] o- | - ] - - - - |a@| 2 1
(Scotland included @] - 1w - j _ j } | - [s@| 1 1 3
from October 1998) 2004 t ] ] Tl - _ ] ] TR
2005 2@ 1|1 - | - - - - - - 4@ 1 3
2008 2@ - | - | - | - - - - - - 2@ - ] 1
2007 a@| - | - | - | - - = - = - (3@ 2 1
2008 aeyl| - | - | - | - - - - - - 4@ - 2 4
2009 2@ - | - | - | - - = - = - 2@ - 2
2010 S I T R - - - - - -
2011 )} I i - - - - 2@ 2 - - 2
2012 e NI R . - |- - la@]| 2 - - 1
2013 . - - - - - -] - -
2014 I T . - - - - 2@ 1 - - 2 |
2015 m| -1 -] - [2@] - - - - - 3| - 2 1 -
::'i‘d‘::::f a1 |3 |12 2|72 |2]|:1 2 | 3|75
:.';ir;ﬁ’t;’f nfected) yy | a |14 | 2 10| & | 2 | 1 2 | 4 |86 |3 | 2 18 6 | 1
Death due to, or
contributed to, ik - - - 1 - - - 1 3 16
by TTI
Major morbidity 20| 2 14| 2|5 | 4| 2 1 1 | 18 | 61
Minor morbidity 4 1 - - 4 - - - - - 9




Wrong blood in tube (WBIT) is the most
common near miss incident, 62.8%

Doctors take 35.0% WBIT samples

Identify your patient properly
69.6% misidentification near misses

-
. The wrong blood group can Kill

23.3% near misses ABO-incompatible
33.3% WBIT ABO-incompatible

Information technology (IT) can

occasionally fail

7 near misses were unexpected failures
S & P

of previously working IT systems

SHOT Annual Report 2015, July 2016



SHOT RECOMMENDATIONS 2015

Be WARM:
Work

Accurately and
Reduce
Mistakes
1. Use a TACO checklist
2. Use a bedside checklist

mmmmzmmmnm%

Human factors in hospital practice

Be safe! Use the bedside checklist

Positive patient identification

- ask the patient to state name and date of birth

Check identification of component against patient

wristband

Check the prescription

- has this component been prescribed?

Check the prescription

- is this the correct component?

Check for specific requirements

- does the patient need irradiated components
or specially selected units?

QRRAQQ

A RTTA AT T A

CONTACT DETAILS
SHOT Office, Manchester Blood Centre, Plymouth Grove, Manchaster, M13 OLL
Tel: +44 (0) 161 423 4208 Enquiries: shot@nhsbt.nhs.uk Website: weawv.shotuk.org

TACO Checklist Red Cell Transfusion for Non-Bleeding Patients

Does the patient have a diagnosis of ‘heart fallure’ congestive cardiac
fallure (CCF), savere aortic stenosis, or moderate to severe left ventricular
dysfunction?

Is the patient on a regular diuretic?

Is the patient known to have pulmonary ocedema?

Is the fluid balance clinically significantly positive?
Is the patient on concomitant fluids {or has been in the past 24 hours)?
Is there any peripheral cedema?

If ‘yes’ to any of the above

* Revew the need for transfusion (do the benefits outwelgh the risks)?

« Can the transfusion be safaly deferred untll the Issue can be Investigated
treated or resolved?

» Conslder body welght dosing for red cells (especially Iif low body weight)
* Transfuse one unit (red cells) and review symptoms of anasmia

* Measure the fluid balance

» Conslder giving a prophylactic diuretic

* Monitor the vital signs closaly, including oxygen saturation

-
SERIOUS HAZARDS OF TRANSFUSION
-

SHOT Annual Report 2015, July 2016




2riou agaverse ever DT Adonatior - » feporting ALegorie

Pyt
- agreed by the UK Blood Services:

Table 29.4: NHSBT SNBTS NIBTS WBS
Summary of - \hole blood donations 1,611,930 201,403 50,791 71,833

SAEDs from the UK o resis/Component 171,790 11,536 4,497 3,028
Blood Transfusion  dponations

Services for the
calendar year 2015

Total donations 1,783,720 212,939 55,288 74,861
Total SAEDs 37* 0 0 0
“This equates to a rate of 0.2 SAEDs per 10,000 donations

i Figure 29.3:
01. Death - 7 days SAEDs reported

from NHSBT in
2015*

02. Hospital admission - 24 hours

03. Fracture - 24 hours _

04. Road traffic collision - 24 hours

05. Needle insertion - 1 year

0 5 10 15 20 25

“There were no reported cases of other events including acute coronary syndrome, anaphylaxis, haemolysis or air embolism
SHOT Annual Report 2015, July 2016




Risks associated with transfusion

Risk of potentially infected donation entering the blood supply

2012-2014
Hepatitis B 1in 1.6 million
Hepatitis C 1 in 26 million
Human immunodeficiency virus 1 in 6 million

Risk of death or serious harm from transfusion per components

ISsuea (Imputabliity 1- |

Death 1in 100,000
Death from error 1in 320,000
Major morbidity 11in 15,500

SHOT Annual Report 2015, July 2016



e AvantuxOnke 1991-1994
* YOXPEWTLIKN N Kataypadn Twv ENLITAOKWV

® JUMMETEXEL O TOMENC OLHOSOOLOG KOl ELOLKEC
KPOTLKEG OOUEC

e YtevuOuvn apyxn: Agence nationale de
sécurité du médicament et des produits de
santé (ansm)

@. Etablissement Francais du Sang
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Recipient Adverse Event (RAE)

e-FIT software



AwoAnyisc 2000-2014

Figure 1 : Evolution du nombre de prélevements et du taux de préléevements par donneur, 2000-2014

3 500 000 2.1

3 000 000 — T 1.6

I
I
I
I
I
I
|
I
|
|
I
I
I
I

2500000 HHTHAHTTH

:
I
I
I
I
I
I
I
I
I
I
I
I
I
I
:
N

2 000 000

L
1
|
|
I
|
|
|
I
|
I
I
|
|
I
|
1
L]
=]
(=]

1 500 000

©
™

-—
o
&S
&
o
A
!
I
|
|
|
|
|
|
|
|
|
|
|
|
|
|
|

Nombre de prélévements

L
1
I
I
I
I
I
I
I
I
I
I
I
I
I
I
1
T
o
[R)

500 000

Nombre de prélévements par donneur

0 T T T Y T Y T T Y Y T T T T 0,0
& > S D P> H o & P DD D D D A
,\59 ,\59 ,§S> ,59 ,L-:Si’ ,\555 ,L@ A4S ST 9T 9T S 970

—— Nombre de prélévements ™= T, x de prélévement par donneur

Source : EFS et CTSA




wor reablumnt Senir s g =

|V 4 ll“ﬂln -Tr

AAIA =s_\2\020 1n1 /l
vijOr] IPOLOVIWYV cul&

b

AN Yo',
LALWL
Key figures in France (ANSM Haemovigilance Activity Report 2014)

3,107,106 Blood Products provided in 2014;

79% of red blood cell concentrates (RBC),
10% of platelet concentrates (55% random platelets);

11% of fresh frozen plasma (FFP)

0.02% autologous blood products.

2,826,712 donations taken from 1,600,690 donors:

89.6% whole blood donations and 10.4% apheresis donations.
572,443 patients in 2014 have been transfused.

Each transfused patient has been received 5 products on average.
8.6 patients were transfused per 1,000 inhabitants.
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Recipient Adverse Events (RAE) in 2014

7836 RAE. A wide range of transfusion reaction
252 / 100 000 blood components
8 500 400
] -
8000 i
eri 26,8% FNHR
5 S
s?m‘ mg 14,8 % Allergic R
L )
i 2 § 4 fatalities (TACO)
;. :
i - lsoi K )
; i
0 3
@ 300 -
\\T ’ 91,5% severity grade
@000 4 T T T T ]

2mn 2m1 2012 2m3 2ma
[ Grade 1 IR Grade 2 =0 Grade 3 B Grade 4 = Taux de déclaration

RAE 2010t0 2014

E



Focus on: ABO incompatibilities — with RBC — 2000-2013

Reinforcement of preventive measares for nurses

guidelines

20 4
[ Grade4) W Gradel1l-2-3
15 4
10 -
5 4
i B

2000 2001 2002 2002 2004 2005 2006 2007 2008 2009 2010 2011 2042 22




Focus on: allergic reaction




Virus and blood transfusion

* Since 2001, all donations have undergone ID-NAT for HIV and HCV
* Since 2011, all donations have undergone an HBV NAT test.

* All blood donations are screening by ID-NAT for HIV,HCV,HBV.

* No transmission by blood transfusion has been declared for
transfusions since 2001 for HCV , 2002 for HIV , 2008 for HBV

* But new risks.... 18 HEV-TT since 2006 involving all blood products

.E Hepatitis E transmission
O
2 . .
o 50 cases of HEV-TT notified by hemovigilance network between 2006-2014
(o] * 32 cases were excluded or are considered as doubtful
—0 « 18 cases were confirmed after phylogenetic analysis with 100% identity (ORF1
1] or/and ORF 2)..
J=
g For these 18 cases HEV-TT
) * 17 cases were genotype 3 (fourteen genotype 3f and three genotype 3c) and
E one genotype 4.
* Blood products invelved: 6 RBC, 2 WB PC, 3 APC, 7 FFP
Py
Luf_) Because hemovigilance data :
Ll * RNAHEV screening since December 2013 for 30% of FFP.

* FFP HEV «RNA free » for immunosuppressed patients.
* No FFP HEV-TT notified since January 2014
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Figure 19 : Evolution du nombre de deces declares d'imputabilité 2 a 3, total et par principaux diagnostics
d’interet, 2010-2014
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SARD: focus on vasovagal reactions in 2014

Incidence per 100 000 donations

Immediate vasovagal reactions 136,6 Delayed vasovagal reactions 13,5
Whole Blood 134,2 Whole Blood 13,7
Apheresis 156,5 Apheresis 11,7
Donor < 30 years old 236,3 Donor < 30 years old 13.1
Donor = 31 years old 85,2 Donor = 31 years old 13,7
Male donor 112,8 Male donor 3,8
Female donor : 165,59 Female donor 25.3
Repeat donor 1001 Repeat donor 12,6
p< 0,01

wewre stahlixsecnent-Emcain d-vang
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SARD: according to symptoms
General adverse reactions Local adverse reactions
Incidence for i
n % ; % Incidence for
100 000 donations L 100 000 donations
Immediat vasovagal rea;tm 3 887 89,6% r— % 52.0%
Delayed vasovagal reaction 385 8,9% N 7 T
Brachial artery pseudoaneurysm 0 0,0% ,e" P : &
Arteriovenous fistula 0 0.0% Injury of a nerve direct by needle 47 6,1%
Compartment syndrome 0 0.0% :njlur*,r o: a Fer:e indirect by haematoma ; ,E:i -
Thrombophlebitis 13 0,3% njury ofa tendon . '
Axillary vein thrombosis 0 0,0% Local allergic reaction 0,9%
Deep venous thrombosis 0 0,0% 152,4 Local skin infection 0.8%
Angina pectoris 0 0,0% Other local adverse events 43 55%
Acute coronary syndrome 1 0,0% TOTAL 773 100%,
Myocardial infarction 6 0,1%
Cerebrovascular accident 2 0,0%
Others 7 0,2%
Other general SARD 37 0,9%
TOTAL 4338 100%

o sishlizsement-Exncair dovang £
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PDIl in 2014
Other risks | «Medications, _
* Potential
902 (6,22%) ‘ teratogonic 14 511 PDI
drugs... _
Theoretical risks [ARRATY ST

*
793 (5,46%) France, 1/600 USA*)

1,539 PDI (11.6%)
declared to ANSM
(Product left Blood

Center)
* Blood transfusion
* Cancer

* Neurosurgery -
*influenza

:E’]ailrs;:::enteris | Infectious risks
infections 12816 (33-32%)
«travels

* Eder AF, Transfision Medecine Reviews 2014 18 ,/\



Aocpalela petayywong otic HMA
nExXpL 2010

MoAveninedo SiKTUO VOLWV, KAVOVIORWV KoL 06NyLwv

I'Iomom(oq e)\svxoq, StaodpaAion molotntac,
OUGTHMOTO TTOLOTNTOG

Ovuclaotikog o poAog tou FDA (Food and Drug
Administration)

PuOpiotikog o poAocg tnc American Association of
Blood Banks (AABB)

YroypewTtikn Kkataypodn oto FDA povo twv Bavatwyv



11y AnnracTravunliTrunanes T Hueartitevang Fladireroinwg
AWV MLV CILUWYPNMVILWVI VI WYV TTVWMRMCVWYV 1TVARRICLWWY

e Biovigilance (2006)
— Awpoenaypunvnon Anmtwv aipatog (2010)
— Awpoenaypunvnon dotwv aiporoc (2010)
— Enaypunvnon 60twv LoTwV Kol Opyavwyv
— Emaypunvnon KUTtoplKwyv Bepaneiwyv

e YrnievOuvn apyxn €ivar to Centre for Disease Control
(CDC) o ouvepyaoia pe American Association of

Blood Banks (AABB)

e Mpoatpetikn N Kotaypadn Twv EMUTAOKWV, TTANV TWV
Bavatwv nov mMopaEVEL UTOXPEWTLKA oto FDA
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FDA- Bvntotnta

( Fatalities Reported to FDA Following Blood Collection and Transfusion Annual Summary for Fiscal Year 2014)

Number of Fatalities

TRALI | ATR(ON- 1 rp agoy | Microbial | 1ac6 | Anaphylaxis|  Other
ABO) Infection
@FY10| 18 5 2 2 8 4 1
mFY11 10 6 3 4 4 2 1
FYy12| 17 5 3 3 8 2 0
=FY13| 14 5 1 - 13 0 0
mFY14| 13 4 4 1 5 2 1

Complication




FDA- Ovntotnta

Figure 2: TRALI Cases, FY2002 through FY2014
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I Fending Interpretation
Confirmed Positive
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To £€pyo TNC alposmaypunvnong £xet avaAngdOei anod to ZUVTOVLOTIKO
Kévtpo Alpoenaypunvnong (ZKAE)

To ZKAE 6p00nke amno to Kévrtpo EAEyxou Eldikwv Notpwéswv (K.E.E.A),
(amodaon A.Z., 23 n ouvedpiaon 1995 ko DEK 831/29 louviov 2001)

Ano tov lavouaptlo tov 2008 to IKAE £xeL €6pa oto KE.EA.M.NO -'Exet
£€ELOLKEVMEVO MPOOWTILKO ota Opata Alpodoaoiag,
pHeTayylolo0epaneiog, Snuooiac vysiog Ko emdnpioAoyiog,
EMKOLVWVIAC, CUUBOUAEVUTIKAC, OTOTLOTIKAC aVAAUONG

Me vrnovpykn anodaon (Y4y/owk.11345/DEK 261 B 2011) opileton w¢
untevOuvVo NG atpoenaypunvnong to ZKAE rntov avikel oto KE.EA.M.NO

A
=



f-‘

AsLTOUOV

ovio JKAE
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To ZKAE kolwvormolei ta armoteAEopata TS EMONULOAOYLKAC EMLTAPNONG
oto KE.EA.M.NO ko oto EOviko Kévtpo Alpodooiog (E.KE.A)

‘ExelL avantuxOei cvotnua eEMONULOAOYLKAC EMLTHEPNONG VLA TLC

OVETILOU UNTEC QVTLOPAOELC KAl CUMBAvVTA TTOU oXeTI{oVTOL ME TLC
METOYYLOELC OE oUVEpPYOOLA ME TIC UTtNPECLEC alpodooiac dnpociwv Kat
HEYAAWV LOLWTIKWV VOCGOKOMELWV oV e§UMNPETOUV GUVOALKA 62.200
KALVEC

‘ExeL avantux0Oei enionc cvotnua EMSNULOAOYLIKAG EMLTAPNONG TWV
OlLHodoTwv

Ta anoteAéopata SnpHocLOMOLOUVTAL OE ETHOLEC CUYKEVTIPWOELG

A
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Baowkec Aettoupyieg tov ZKAE

Erudnpuioloyikn enttripnon Enaypunvnon yla Tig AVENLOUUNTEC
OQVETILOUMUNTWV aVTLIEPACEWV Kol avtidpaoslg atvuxnuota, BAABEeC ko
OUUBAVIWV OXETIKA LLE TN ETUITAOKEG KOLTAL KOLL LETAL TNV

METAYYLON ailpatog apodooia

Erudnuioloyikn enttripnon
TWV AOLHWEEWY IOV
petadidovtal pe To ailpa

EvnUEpWON TNG LATPLKAG KOWVOTNTAC VLA TOUG

KWvéUVOUC TNG LETAYYLONG

Exbéoon XKAE, KEEATINO, YYKA, ASnva AskéuBpioc 2009



Alaxpovikn mopakoAovOnon opoEMIKPATNONG TWV
Aopwéewv tov adopouv o 9.459.863 sAeyxBOeioec povadec
oAwKoU aipoartoc kat atponetaAiadaipeong kata ta £€tn 1996-2013
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Evnuepwrtiko AgAtio KEEATINO, Auyouotog 2015, (www.keelpno.gr)




Ocetika amoteAEopata Hovo He texvikn NAT
«oPVNTLKA opoAoyka» o€ 3.240.394 povadec
aliportoc ov eAEyxOnkav ta €tn 2007-2013

HIV-RNA 8 1:405,045 p=0.61
HCWV-RMNA 20 1:162 020 p=0.06
HBV-DNA 436 1:7,432 p=0.6%
Z(voAD 464 1:6,954 p=0.39

EAeyxOcioec povadec 3.240.394

Evnuepwrtiko AgAtio KEEATINO, Auyouaotog 2015, (www.keelpno.gr)



AVETIIOU UNTEC AVTLOPAOELC KOTA TN
HETAYYLON 729.456 mpoiovtwyv aipotoc To
£€toc 2013

OAeg o1 avTibpaoceig n=1092
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Zuyvotnta 1: 9.994 npoidovta

Evnuepwtiko AgAtio KEEATINO, Auyouotog 2015, (www.keelpno.gr)




AVEMOUUNTEC AVTLOPACELC KATA TN
METAYYLON TO £10C 2014

'OAec (1:460 povadec)

E FNHTRs

O AOLUEG

B AAMAEPYLKEG

2oBapég (1:6.863
Hovadec)

@ IBCT

B TRALI
O TACO
W TAD

[ AOLTTEC

Transfusion Today, Number 107, June 2016




AvemOuuntec avtidpaocelc o€ atpnodotec (2013 kot 2014)
n= 6020

2013

OAec BayoTovikic

zuyvornTa 1: 56 zuyvornta 1: &7

e 2014 - 1:86 d0tec (78% BayoTtovikec)

*Evnuepwtiko AeAtio KEEATINO, Auyouotog 2015, (www.keelpno.gr)
*Transfusion Today, Number 107, June 20




JUMBavta o€ atHoOOTEC KOTA KOl LETA TNV
opodooia to 2013

n=960 Juyvotnta 1:352 §0teC

Tpwon aptnploc
0,2% [10,5%

)
ALpaTwpa

Evnuepwtiko AeAtio KEEATINO, Auyouotog 2015, (www.keelpno.gr)
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e [la toug Badaocoatpuikolc aoBeveig, SnAwOnkav 148
avemOuuntec avidpaoeig nov adopovoav o GUVOAO
petayyioswv 44.611 povadwv RBCs (kataypadnkav 22%
TUPETIKEG, 13% aAAepyLKEG, 13% aAAoavooomnoinon Kot
6% AAAnG attioAoyiog avtidpaon)

PAONIE

e AU¢non twv FNHTRs kot TAD, peiwon IBCT

e 9 Bavarol (3 ABO acuppatotnta, 2 TRALI, 2
Baktnpidiakn empoAuvvon, 1 TACO, 1 GvHD)

*Evnuepwtiko AeAtio KEEATINO, Auyouotog 2015, (www.keelpno.gr)
*Transfusion Today, Number 107, June 20




MeAAovtika Bnuata tou SKAE

— | ALLOETIYPUTIVNON OXETLKA UE TOL TLOPOTTE UTTTIKA TwV KAWVIKWV
—. — | TUNMATWV TwV NOCOKOUELWV OTA EVTUTIA ALTNONG TIPOIOVIWY
aipaToC MPOoGg HETAYYLON

- - == | MeA£Tn Kol kataypodn UTIOPETAYYLONG 1N KaBuotepnUEVNG
HETAYYLONG

~- | ZUNAOYN Kal avaAuon MANPOdOPLWY OXETIKA LLE TOV APLOUO TWV
HETAYYWOUEVWV TIPOIOVTWYV ALATOC KoLl ToV aplOuo twv aacBevwv
~ | mou petayyifovrat
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HAeKTpOVIK) CUUTTANPWON TWV TUTOTOLNUEVWV TTPOTUTTWYV
énAwoeswv tou ZKAE ano ta Tunuata Aipodoaoiac Ko

.| Yneroroinon oAwv twv epwtnuaroAoyiwv tou ZKAE, kadwe Kat
) F}) aueon eneéepyaoia twv otolyeiwv Kat eéaywyn OTATIOTIKWY
avaAUoswv

Evnuepwtiko AeAtio KEEATINO, Auyouotog 2015, (www.keelpno.gr)



H aipoenaypunvnon nov avantuxdnke ta teAsvtaia 20
XPOVLO ATOTEAEL LVOLTTOCGTIOLOTO TR TWV EOVIKWV
ocvotnpatwyv Awpodoaciog

H eknaidevon OAwv Twv EUNMAEKOUEVWV KOl N CUVEpPYAOia
HETOEV TOUC AMOTEAEL TOUG GNMAVTLKOUG TTUAWVEC TNC

KoL N KAOLEPWGN KOWWV OPLORWYV Eival
LOL TN CUYI

H kataypadn ka
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Ta 6edopéva divouv Epdaon ota Aadn kata tn petadopad
KOLL TN XOPrynon Tou aipatog

Ot véec texvoAoyiec cupBaAAouv otnv EAa)LOTONOLNGCK TOUG

alicitterslack - BARG0E32






