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Key Conclusions and Recommendations

1. From the 4-year National Hemovigilance data of over 2.5 million donations, the
frequency of local complications was 0.7%. There were 1.9% vasovagal reactions
(VVRs) which were commonly delayed. The measures to detect delayed VVRs are
encouraged. There were approximately 9.2% citrate reactions from apheresis. These
numbers may be used as the benchmark data from Thailand.

2. From 768,856 units of transfusions, there were 0.155% allergic reactions and 0.096%
febrile non- hemolytic transfusion reactions (FNHTR). The AHTR (acute hemolytic
transfusion reaction, N =3), DHTR (delayed hemolytic transfusion reaction, N = 4),
TRALI (transfusion-related acute lung injury N = 11), TACO (transfusion-associated
circulatory overload, N = 29), TAD (transfusion-associated dyspnea, N = 63), Bacterial
contamination (N =4), PTP (post-transfusion purpura, N = 2) and hypotensive reactions
(N = 19) were reported. The incidences are probably under-estimated. These numbers
may be used as a baseline for further development of the hemovigilance system.

3. In order to improve the report accuracy, the Hemovigilance handbook will be revised
according to the newer versions of the international guidance and a Helping team will
be formed to aid the investigations and verify the transfusion reactions.

4.  Individual reports with more details for adverse events of interest, e.g. severe donor
reactions, rare transfusion reactions, will be required in the future for the meaningful
analyses.

5. Although the non-mandatory hemovigilance report could not cover all of the data of
the country, the system has generated useful information as the baseline statistics for

future improvement.

THAI HEMOVIGILANCE REPORT 2015 - 2018 1
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Introduction

Hemovigilance is the quality improvement system to improve safety to both blood
donors and blood product recipients (a part of patient safety). The key gathered data are
the “Adverse events’ in every step of the transfusion chain. Hemovigilance is a part of
continuous quality improvement by collecting data that lead to analysis, identification of
problems, solving the problems and re-collect the data to evaluate the successes of

solutions and to detect new problems.

Each institute of blood donation and/ or transfusion must have one’ s own
hemovigilance system to detect the problems and find solutions at the local level.
However, some adverse events are very rare and data from a single institute are insufficient
for meaningful analysis. Therefore, every institute is strongly encouraged to submit one’s
own information to the national hemovigilance committee. The Thai hemovigilance
committee (THC) will assemble all the data to construct the whole picture of the country.
The committee will analyze the information thoroughly to g¢ive consensus
recommendations and to drive national policy changes in order to reduce significant adverse

events at the national level.

The current Thai Hemovigilance Committee (THC) was appointed in 2013 comprising
representatives from the National Blood Centre (Thai Red Cross Society), Ministry of Public
Health and Blood Banks of University Hospital, as well as Major blood establishments in
Thailand. The committee has promoted the significance of hemovigilance, formulated the
work flow and generated the consensus definitions and finally published the Thai
Hemovigilance manual. The manual was printed in early 2015 and also available online at

www. thaihemovigilance. redcross. or. th. The committee is also responsible for providing

educational lectures and workshops to the transfusion medicine and medical communities.

THAI HEMOVIGILANCE REPORT 2015 - 2018 3
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During the first phase, the target members were the National Blood Centre and blood
establishments in university or large hospitals capable of detection and diagnosis of adverse
reactions. The members must have the permission from directors of institutes to transfer
their data to the THC. All the submitted information is confidential. The THC did not know
the institutes where the events took place. The information was password- protected and

only seen by the institute that had submitted it.

The web-based data submission system was launched in January 2016 accepting
adverse events during the last trimester of 2015. To be up-to-date, the information was
sent every 3 months: Jan-Mar, Apr-Jun, Jul-Sep and Oct-Dec. The deadlines for submission
were by June, September, December of the same year and March of the next year,
respectively. The statistics could be assembled as a calendar year or budget year. However,

the THC analyzed the data every calendar year.

The information submitted was the diagnoses and numbers of events as well as
severity and imputability grading. To have denominators, the total units donated or
transfused for each submitting adverse event numbers must have been reported. No further
details were required. The data were divided into 3 parts as followed.

1. Donor part
2. Adverse events during blood processing and transfusion (optional report)

3. Transfusion reactions in blood product recipients

THAI HEMOVIGILANCE REPORT 2015 - 2018 5
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The summary of each year statistics, as well as discussions, was presented at the
Annual Meeting of the National Blood Centre. The members also had opportunities to give
feedbacks on the problems upon submissions. The data that appeared to be inaccurate
were explained to the audience. The practical reviews of transfusion reaction diagnoses

were also presented.

The three main problems and suggestions reported from the members were followed.
1. There are knowledge and resource limitations to give the final diagnoses.
2. The consultation to aid the definite diagnosis of transfusion reactions is needed.

3. The simpler guidelines and algorithm for diagnosis of adverse events will be helpful.

THAI HEMOVIGILANCE REPORT 2015 - 2018 7
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Hemovigilance Data and

Discussion

This is the first written report
comprising information from the last
trimester of 2015 and the full years of
2016, 2017 and 2018. The data cut- off
date was 30 April 2019.

From the total of 61 member
institutes, the numbers of submitting
institutes for donation and transfusion are
shown in Figure 1. The total numbers of
donations and transfusions were displayed

in Figure 2.

Yayan1snsEienuUasnnenIy
Uaanfgvadlafinszauyiuasnis

anus1e
518Ut us18URTULS NIV
Toyan e lasuagainevesl 2558 way
Tayuavesd 2559, 2560 way 2561 lag
v dld 1 % d‘
T Teyaninisdaseaunigluiun 30

WYY 2562

A1NT1UIUEN IV UANITASIN 61
a01uu aﬁ’wmuamﬂ’uﬁﬁﬂﬁﬁagami‘iﬁmﬂ
Tafiauarn1ssulafauanamsLuunIng 1
PUIUTINVBINTUINAlaRaLazN1ssuladin

o -
LLEAAIAILNUNINSA 2

Figure 1 (LLNun'IW‘Vi 1) The numbers of institutes that submitted their hemovigilance data

categorized by years
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Discussion: The numbers of submitted
institutes  were  still  low  despite
continuous public relations. The THC is

planning to demonstrate the benefits of

national hemovigilance as followed.

1. Distributing this report describing the
Thai Hemovigilance data. In addition, the
insightful analyses are performed and
useful recommendations for Thai Blood
Establishment are suggested.

2. The committee will form the working
subgroups on Hemovigilance, i.e. Donor
Vigilance, Pulmonary Transfusion Reaction,
Infectious  Transfusion Reactions and
Immunologic reactions. These Working
Groups will generate guidelines for the
investigations, formulate Working Forms
for individual cases of adverse events and
also give consultations for the submitting
institutes regarding the investigations and
diagnosis as needed. Furthermore, the
Working Groups will perform in- depth
analyses of each transfusion reaction in
order to provide recommendations at the

national level.

v A o

aduse: uruanduntdceyadaidnui
v v = % v} I3 1 1 d’

YL AN1TUTLUIFUNUTDE 196 DLH B
AMNELNTTUNITINIAIINLRUINULN D LARS LA
WiudsuselesdveanisiiseTanulasnsiy

a o

299laRnsE AUV 95l

1 guns sngudeyani1siinseienny
Uapndeaedlainuesuseindlng wiaune
nsiiasgsideyaiadnuagauuziinidu
Usglavddmsuanndui andusuuinig
Tadin

2. ﬂmzﬂisumﬁ%LLm’qémesﬁnmuﬂ&jy
gou damsudiunud safunisiiseys

AUUaenfEveslainAIuaAI19e 1291 Donor

Vigilance, Pulmonary Transfusion Reaction,

ee

Infectious Transfusion Reactions e

2
1

Immunologic reactions AMEYINIUEITAE
TR UINIIEINTUNISAUA UL 03 095
TaviwuunesIIBIUNSARUMA NIl
USEasAlanizse saua9n1siiAusnenaiu
nsAuAuLaITadunndesn1s uonand
ARYINULANTUNNTIAT TV aLTeEN

U 38191155 UlainwRas et e LA

AUzt luseauUsEImne
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Figure 2 (LLNum‘wﬁ 2) The total numbers of donations and transfusions per year according to

the submitted data

Total Donations and Transfusions
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Discussion: The data on the total number
of units donated and transfused are useful
because the numbers were variable
among different years. Therefore, the
incidences of adverse events can be
calculated. Furthermore, the total
numbers of units are quite high suggesting
the accuracy of the calculated prevalence.
We recommend that the total numbers of
donations/transfusions should be
recorded. In the next version, a warning
will be popped- up when the total
numbers are not entered to the web-
based program. The types of blood
products transfused will also be required
because the complications are different
among types of blood products. Regarding
the donor parts, the local systemic
complications are displayed in Table 1

and Table 2, respectively.

2017

2018
Year

Total Transfusion

9AUT8: ToyaTIuINYIATINVBINITUTIA
Tadinuazmssulainfiudoundasiuluuas
YagthunAmnngdinisainisifiaumenisally
WeUsvaanla uaﬂmﬂﬁg‘jﬁwmuqﬁmamau
119g9uan sl ud 1A ULL uE1v03IAY
dnsnaiiaufniendlaainnisdiuan 3
WU UUANIIUIUTINVRINITUSAALARR
wagn1ssulaninlinag laalusunsuungs
Toyaruivledjuinliazuaninisudusiou
vunihaedieldlgldsuiusangts wazadl
n1sUsuUsededulvldveyavidnves
d1uUsEnoUlaRRMBINTIZA1ITUNINTOUIY
wansnglumualudseneulainusazvaiinlu
diuveuIAladin AMunINgdouamed
LALANITUNINTDUAINTEUUA 19| LARNIA S
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Table 1 (ﬂ’li’Nﬁ 1) Incidences of local reactions after blood donation (N = 2,548,519)

Donor reaction

2015
Bruises/Hematoma 0.898
Local allergy 0.0090
Delayed bleeding 0.005
Nerve irritation 0
Nerve injury 0
Tendon injury 0
Pain > 1 hour 0.008
Total 0.920

Discussion: The prevalence of hematoma
(0.69%) is within the range reported in
literature of 0.35-1.7%. [1] This number
can be used as baseline data for future
improvement.

However, there might have been
problems in severity classifications. During
2015-2017, there were 1,444/15,624 (9.2%)
moderate and 16/15,624 (0.1%) severe
events. The moderate severity is defined
by a loss of function and severe is either a
loss of function over 1 year or requiring

admission.

2016

Year (Percent)

2017 2018 Total
0.813 0.798 0.312 0.690
0.0045 0.0017 0 0.0027
0.0001 0.0002 0.0407 0.0106
0.0001 0 0.0003 0.00008
0.003 0.001 0.0003 0.0015

0.0003 0 0.0001

0.0001 0 0.0007
0.821 0.802 0.353 0.706

adus1e: aUAN15alveINIAn hematoma
($ovaz 0.69) Ssaglurag Sevay 0.35-1.7 il
N11551891UlUUNAIIUNI9TIINITIN
fsUsEine [1] 3 samnsaunldidudoya
ﬁuyuﬁm%’umﬁﬁwuﬂuamﬂm

981913ANIUNITUUITEAUAINTULTI1EY
Jutlgwiindedeldvseld senined 2558-
2560 WUAUTURSIVDINIILUNINTOUTEAU
Ununang 1,444/15624 (S98ag 9.2) way
FEAUTULIY 16/15,624 (Foeaz 0.1) 1l

sEAUUIUNGNN AB TN1TgadesEuunIs

)}

9UYBITNNNY UAZIEAUTULTIAREFLEY

=

STUUANSYINUTBI519N8UINNI1 1 U 150

ADAUDULTINYIUA
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After a communication with the members
regarding these definitions, the reported
moderate reactions were decreased
(3.3%) but severe reactions were still
noted (0.2%) in 2018. As the THC observed
problems in the current severity grading,
we plan to use the newer Grading Severity
of Blood Donor Adverse Events Tool
generated by American Association of

Blood Bank (AABB) on August 29, 2018. [2]

Furthermore, there have been problems
in reporting the nerve irritation and tendon
injury which were very difficult to
diagnose. These two reactions were
deleted from the Standard for
Surveillance of Complications Related to
Blood Donation as recommended by AABB
on December 11, 2014. [3] This guidance
is  much easier than the current
recommendation in order to obtain the
uniform and relevant diagnoses of the
donor complications. This will be the basis
of our up-coming Thai Hemovigilance
manual. In the future, the cases of severe
reactions will be needed to be reported
individually in order to identify the risk

factors and find appropriate preventive

measures.

mMenasladeansnuanrvuautntiidnla
Jeny v lisneeuszavUIunansanad (See

(% v 1

az 3.3) Iummzﬁimqu,mmmqwq (o8
ay 0.2) Tud 2561 amznssun1saladang
Haymdananuaznunnarldindediosuun
FEAUAINNTULTILUUTU AL American
Association of Blood Banks (AABB) @ afinns

UsyneluTuii 29 3avnau 2561 [2]

UoNNLTINUTUMINIIT189IUN1TIEAY
WA BIURBAUUSEAN (nerve irritation) Ay
AfuRs1RBIdWLdY (tendon injury) T8N
MoN15I19dY A1IEUNINgauUNs 2 wuu lagn
amoanluann Standard for Surveillance of
Complications Related to Blood Donation
as recommended 1o g AABB (11 Su11AY
2557) [3] F 4A1 UL UIRINE 1792918070
LuIn19U 3 Uunasy 8l T ady
AzunsndoulndannnadoInaz i ULUINg
a 9] = Y o o dy @
WEINUY ARZATIUNNTI9aL L TAIwUz LNt
49} (=] %3 %
fuguvesdlion1sidszisnuasnieves
lafsveaUszndalngadunazinvinlug s
18U NI 1YL AT ULTIVETIPITURUY

RNILIIULN DA UMY ITIAINULE JkAL NS

U U UL @
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Table 2 (miﬁ\‘i‘ﬁ 2) Systemic reactions after blood donation (N = 2,548,519)

Donor reaction

Immediate vasovagal reaction
Immediate vasovagal reaction with Injury
Delayed vasovagal reaction

Delayed vasovagal reaction with Injury
Total vasovagal reaction
Hyperventilation (cases)

Hypovolemia (cases)

Discussion: The incidence of vasovagal
reactions (VVR) was within the reported
range of 2.5-7.0%. [1] More donor data are
required in the next step of
hemovigilance, such as the ages, sexes
and any previous donations, to identify
the high risk groups for appropriate
preventions.

The increase in the delayed reactions
during the years may be due to the more
effectiveness in detecting these reactions.
The channels to report these reactions are
recommended, such as telephone calls
and/ or stamped postcards to be given to

blood donors.

Year (Percent)

2015 2016 2017 2018 Total
2.15 2.32 2.01 0.58 177
0.0005 0.0017 0.0023 0.0081  0.0034
0.0005 0.0002 0O 0.5625 0.1577
0 0.0005 0.0009 0.0011  0.0007
2176 2337 2.053 1.153  1.938
1 1 2 1 4

1 0 0 0 1

pAUsiy: aUAn15al vasovagal reactions
(WR) Sseglutaedosas 2.5-7.0 9iinns
5189719 luUNANUNITIINTEU TN [1]
Tududaluvesnisiisefernuvasasovos
nsldlafmiudosnisteyaduinalading
17U 1y 91¢ LN LLazﬁﬁagamiU%mﬂﬁ
f1usn WieduunnguATia A sgaion
wuvnatlasfuiimangausely

a

N1INTUIDIURNTEIMRIINTARUTAABON

Y

¥

Pnaouiiviaaluuds TunaneUiiiuanens
191N UTEANTHAT 7 T UVDINITATITTY
Ufisesanany augnssunkuginlvigue
Suusnaladinudeusnalaialimsiuneges
M1911351891uUFATeNMA T Wy Insdwed

TUsuilovns Wudu
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The severe generalized reactions which
required hospitalization or death were
reported in 0.0326% (2015), 0.0250%
(2016), 0.0016% (2017) and 0.0030%
(2018). The decreasing incidences may
reflect more correct severity classification.
In the future, we will need detailed
individual reports of severe reactions to
verify this grading.

In 2020, the newer recommendations for
reaction diagnosis (Based on AABB 2014)
and severity grading (Based on AABB 2018)
will be used. [3]These are expected to
yield more reliable and pertinent results.
The international classification does not
include Hyperventilation and
Hypovolemia. They are probably parts of

VVRs. We will delete these reactions in the

next version of HV.

Table 3 (A151971 3) Complications after apheresis

Total Donations

2015 10,197
2016 14,046
2017 22,790
2018 32,474

'
aaa a

IUIUVDIUGATETULTIRBUILTINEIUR

'
a =

P30LATINNONIIBULAIT Sesay 0.0326

&

Tud 2558, Sesaz 0.0250 Tul 2559, Sevay
0.0016 Tul 2560 wag Sevaz 0.0030 Tud
2561 Aflanasuvzifudifigndeendi lu
puIARUSATHIT 3 ULTIVEA DI91897Y
swaziBualikilaindianugnsios

Tul 2563 augnssunisaagloanuuginlng
d115Un1357192Y (890131 AABB 2014 [3])
LATNITUU ITEA UAIIUT ULTIVD

ANIEHNINGBUINNAITUSINALANRR (BIAY

a

AABB 2018 [d]) Fasjswisirazsinlilidoya
Udedeuasnssusziiiu

nisuvsUssianlusedvainaly sy
Hyperventilation k&g Hypovolemia Faudu
drunilaves WRs Inganuznssunsazdn
Uin3eniioonainaionuinianisiiinge s

ANuUannfgvadlainauunazInyinlvl

%Citrate Reactions
9.57
5.68

14.14
7.50
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Discussion: The only reported apheresis
reaction was mild citrate reaction. There
was no hemolysis, air embolism and
moderate to severe citrate reactions
reported.

The incidences of citrate reactions were
variable among years. This may be partly
from inaccurate numbers of total
donations. In the future, the THC will
separate the reports of regular donations
and apheresis in order to obtain more

accurate incidence.

The adverse events in blood processing

and transfusion are listed below. The

numbers in the parentheses are numbers

of reported cases in 2017 vs. cases in 2018.

1. Incorrect blood component transfused,
IBCT (0 vs. 5)

2. Specific requirements not met, SRNM*
(0)

3. Inappropriate transfusion: Unnecessary
or Delayed or Under transfusion (0)

4. Handling and storage errors, HSE (0 vs.
1)

5. Right blood right patient RBRP* (0)

6. Near miss* (11 vs. 16)

aAUT18: $189UU 38191159 apheresis
fane citrate reaction wuulaiguuss lainy
1193184974 hemolysis, air embolism e
Citrate reaction ﬁﬁmmqmlﬁwﬂuﬂmaﬁa
170

gUAn15al citrate reaction uUsUsIuTuLs
azd 91911 09U TIVIUTINAITUS A
Iaﬁmﬁlaigﬂéfaqmezmﬂamﬁ’uiﬁi’amimu
N15U5AIALUUSITUATLAE apheresis L9
Aeiu TUoUIARAMEATTUANTIALLENTIEU
N15UTNALUUTITUAILALNITUTANALUY

¥

apheresis Liellddoyatigniesdstu

wigN15adlaiisUsgaIRuaInTEUIUNIIAT Y

drudsznevladiaunaznisiuladindeed

Fruuiuansluiaduidudeyainenulud

2560 Wiy 2561

1. mstidudsznaulafinligndes (0 Wiy
u 5)

2. iduluaudasvua (0)

3. msbitaialimanzay: Wilegliddndu &
Anua1ttunsivilaie ilanaluusuia
touniniag (0)

4. prwRanaalunisdnniswazdnnuladin
(0 iUy 1)

5. Wilafingnudin gnauusnszuIunsinemu
Lsigneaa (0)

6. Wwnn salfiiAouaziAnauianain (11

Wiguniu 16)

THAI HEMOVIGILANCE REPORT 2015 - 2018

16



Discussion: This part is currently optional.
A few centers have reported to the
national hemovigilance. This part should
become mandatory in the future in order
to make a meaningful analysis.

Regarding the transfusion recipient part,
the data are shown in Table 4-6. The
common transfusion reactions are febrile
non- hemolytic transfusion reactions

(FNHTR) and allergic reactions.

a 1 dy I 1 d’ (YY) = a a
anAUs: drutlidudrunlivssu Fediesuna
ADNUULYINUUNTIEIULNEIAULNTTUNITA T4
Tusu1AnaEAIUNTIAS 1B UNINTY LB LA

a 6 a '3 dy
A15ASIENAUTE e UNNNTY
TudrunslilafinlugUe Jeyauananmisng
#1 4-6 UfAsealuannissulainiinuuse
Ao febrile non-hemolytic transfusion

reactions (FNHTR) L@z allergic reactions

Table 4 (Gl’li’lsi‘ﬁ 4) Common transfusion reactions between 2015-2018 (N =780,610 units)

Febrile non-hemolytic transfusion reactions

Allergic reactions

Discussion: The reported incidences of
febrile non-hemolytic transfusion reaction
( FNHTR) and allergic reactions were
relatively low. They were mild reactions
and possibly under-reported. A stronger
hemovigilance system in each institute is
needed. The trend of decreasing incidence
may be from the more frequent uses of
leukoreduced blood product and platelet

additive solution.

Year (%)
2015 2016 2017 2018
0.146% 0.103% 0.081% 0.093%
0.211% 0.190% 0.130% 0.142%

afUsie: g UAn1val v febrile non-
hemolytic transfusion reaction ( FNHTR)
uae allergic reactions Aawdnein Wululgin
o1siliisunssenalailignitean szuuiih
szTinulananvuesnisidlaialunnas
aontumsiinsiauildnuduudanntu
wenaninuiunltugtinisaianadluus
azd Fae191ina1nn1sld Leukoreduced
blood product i & ¢ platelet additive

solution 1NTIU
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The grade 3 allergic reactions which
required intensive care unit (ICU) transfer
were reported in 6 patients during 2018.
These were probably anaphylaxis.
Individual reports for central verification
will be required in the future. There might
have been also problems with severity

grading as grade 3 FNHTRs were recorded.

a aa

U n 381 allergic reactions grade 3 oR
Idudesdrsnudilunedieings (CU) &
Teaueeitie 6 18 Tl 2561 WWululdd
JUremaniLdu anaphylaxis 4 sluauian
AENITUNTIRE NI TEUanz gl

'
a Aa A

AU NTeTULsATREugUAUgNABY

% v

Tun1571494%9 wagdanudynin1sanwun

FNHTRs tJu grade 3

Table 5 (A151471 5) Respiratory Transfusion Reactions (The numbers of cases are in parentheses)

Reactions

2015-2017 2018

N = 522,921 units N = 258,319 units

Transfusion-associated Dyspnea
-Imputability Grade

-Severity Grade

Transfusion-associated circulatory overload
-Imputability Grade

-Severity Grade

Transfusion-related Acute Lung Injury
-Imputability Grade

-Severity Grade

Discussion:  All  types of respiratory

transfusion  reactions were reported.

7.5 per 100,000 (39)
4(21),3(12), 2(5), 1 (1)
3(1),2 (), 1(34)

9.29 per 100,000 (24)
4.(7), 2 (10), 1 (2), NA (5)
2(5),1(19)

3.87 per 100,000 (10)
4(6),3(3), 2 (1)
3(3),2(5),1(2)

1.16 per 100,000 (3)
-4(1),3(1),2(1)
-3(2),1(1)

3.6 per 100,000 (19)
4.(6), 3 (7), 2 (5), 1(1)
3(3),2(8),1(8)

1.5 per 100,000 (8)
-4.(6),3 (1), 1 (1)
-3(6),2(2)

2AUS18: WUS1BUUNNTENTEUUNIBAU

mela (respiratory transfusion reactions) 1]

However, the incidences are low and
many of them might have been missed.
No fatal event (Grade 4 Severity) has been
reported so far. The diagnosis, imputability
grading and severity grading of transfusion

reactions are complicated.

nnvia usinugUinisallusefusi dee1eil
Uinseniiligniesudndudiuiuinn uas
Lainusgaunsidedin (ANUTURSITEAU 4)
n153d9d8AA satesnsid uaning
(imputability grading) wag AITUT UL
(severity grading) ¥83UHN38191AN155U

lainAauUT1IT UL DU
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We currently recommend the National

Healthcare Safety Network ( NHSN)
Biovigilance  Component Hemovigilance
Module Protocol as formulated by Center
of Disease Control and Prevention (CDC) of
USA in 2018. [4] The guideline provides
reproducible  diagnostic  criteria and
grading of transfusion reactions that are

relatively easy to follow.

ANEZNITUNITIR UL 19 1Y the National

Healthcare

Biovigilance Component

Module

Safety

Protocol

Network — (NHSN)
Hemovigilance

as formulated by

Center of Disease Control and Prevention

(CDO)

VBIUTEINAANI FRLUTNTIUTENA

29nu1uY 2561 FANUNNITINIDULAZAIT

Iuundisernnnissuladafivienulede

¥

JUNILAY

Table 6 (A15147 6) Other Transfusion Reactions (The numbers of cases are in parentheses)

Reactions

Acute Hemolytic Transfusion Reaction
-Imputability Grade

-Severity Grade

Delayed Hemolytic Transfusion Reaction
-Imputability Grade

-Severity Grade
Transfusion-associated sepsis
-Imputability Grade

-Severity Grade

Hypotensive Reactions

-Imputability Grade

-Severity Grade

Post-transfusion purpura
-Imputability Grade

-Severity Grade
Transfusion-associated

Graft versus host disease (GVHD)

2015-2017
N = 522,921 units

(3)
4 (3)
3(1),2(1),1(1)

(0)

(3)
4(1),2(3)
3(1),2(1),1(2)

(12)
4(4),3(5), 2(1), 1 (2)
3(),2(1), 1)

2)

1(2)
1(2)
(0)

2018
N = 258,319 units
(1)

4(1)
2(1)
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Discussion: As shown in table 6, serious
various transfusion reactions were reports
at  very low frequencies. The
hemovigilance system of each institute
must be strengthened to include all
reactions and all these reactions should
be reviewed for diagnostic verification in
the future. The central review will be

helpful for correct diagnosis and find

preventive strategies in the future.

According to the problems in diagnosis
described above, THC is drafting a new
Manual of Thai Hemovigilance 2022 that
will include the flow chart for diagnosis of
adverse events and updated diagnostic
criteria for donor [2, 3] and recipient [4]
reactions. The whole working group will be
divided into a few smaller focus groups
that are specialized to certain reactions,
i.e., Donor Vigilance, Immunologic
Reactions, Pulmonary Complications and
Infectious Complications. These groups
will formulate the guidelines, work flows
and working forms.  Therefore, more

accurate data verification and in-depth

analyses can be obtained in the future.

afUsIy: 910M1519% 6 WU 118U
gUiRnsainnAnUFATeduqiduudes Tu
DUIANTZUUNTITRITZTIANUaDANEINAS
Tolafinvoaunazan1UuAIIA I NSWAILT LA
anuduudaielildundadoyariauauay
AITANIINUNIUAINYNABIVDINTITATY
TAYNITNUNIUTDIAULATTUATSI12LTU
Uselprillunsidedefiuluduasnisadnena

gnsdmsunistesiuluouian

NTPYIIAINA 117190 U ALY
N3IUNTIAGIATIUNNTI AllaUUININIT
sz Tennulasndevasladin U 2565 44
WTIUUNUNNUARN TIN50l Ll
UszasAunazUsuuaunaeinsitadeujisen
d1vsug usaalaiauazssulana lag
Anzviuazwladungueesdvsuunay
Ufiseanie toun mahseiasjuinalain
(Donor Vigilance), U 158 1m190 8¢ uriu
(Immunologic Reaction), U A 5816 1u
N9t uniela (Pulmonary Complication)
wag n13Aadaa1nn1suLden (infectious
Complication) ARUZTUE B mMETEERTh

LN TunauNSUNURMY wazwuunesy

a 4

n1sasduiin deasiilviladeyangnsieduas

U

ATAATIZATIANAD LU
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