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A#E-1

Pathogen and Leucocyte Inactivation for IBS/ Theraflex® / Mirasol® Platelets
(BREHET —480)

C. V. Prowse:Component pathogen inactivation:a critical review.Vox Sanguinis 2013; 104: 183-199

Viruses

Enveloped Viruses iBS THF MIR BF#H+Fi
HIV-1(cell associated) >6.1 - 4.5 -
HIV-1 (cell free) >6.2 1.4 5.9 24.6
Clinical isolate HIV-1 >3.4 - - -
Clinical isolate HIV-2 >2.5 - - -
Latent proviral HIV-1 All detectable*?! - 4.5 -
Hepatitis B >5.5 - (2.3) -
Hepatitis C >4.5 - (3.2) -
HTLV-1 4.7 - - -
HTLV-II 5.1 - - -
Cytomegalovirus

(!el!-assgociated) >5.9 N - -
f!;?::i?lov'rus All detectable** (3.5) 2.1) -
BVDV (HCV model) >6.0 - 5.8 1.9
Duck HBV(HBV model) >6.2 - - -
West Nile Virus >6.0 5.4 >5.1 1.3
SARS-CoV >5.8 - - -
Chikungunya >6.4 - 2.1 1.7
Influenza A virus H5N1 >5.9 - (>5) -
Dengue »5.0% 0.4*
PRV 2.5% 28"
Non-enveloped Viruses iBS THF MIR B&F#+Fit

Bacteria

Gram-negative IBS THF MIR B&FH+Fit
Escherichia coli >6.4 >4.0 4.4 -
Serratia marcescens >6.7 >4.0 4.0 4.0(F1318)
Klebsiella pneumonia >5.6 4.8 2.8 -
Pseudomonas aeruginosa 4.5 >4.9 >4.6 -
Salmonella choleraesuis >6.2 - - -
Yersinia enterocolitica >5.9 - 3.3 -
Enterobacter cloacae 5.9 >4.3 >2.0 -
Orientia tsutsugamushi

(scrub typhus) >5.0 ~ >50 -
Gram-positive IBS THF MIR AEF+FHL
Staphylococcus epidermidis >6.6 4.8 4.2 3~5
Staphylococcus aureus 6.6 >4.8 4.0 ¥
Streptococcus pyogenes >6.8 - 2.2 -
Listeria monocytogenes >6.3A - - -
Corynebacterium minutissimum >6.3 - - -
Bacillus cereus (incl spores) 3.6 - - -
Bacillus cereus (vegetative) >6.0 4.3 1.9 -
Bifidobacterium adolescentis >6.2 - - -
Proprionobacterium acnes >6.2 4.5 >2.0 -
Lactobacillus species >6.4 - - -
Clostridium perfringens :

( vegetative)p ’ >6.5 47 - -
Spirochaete bacteria IBS THF MIR B&#F+Fit
Treponema pallidum

(syghms) i >6.8 - - -
Borrelia burgdorferi ~6.8 _ _ B

(Lyme disease)

— :no data available

Yr:day3(EREARIREAR A )DIR

STERBE(FRERIALEY) - - 8RR 74N 10° CFU/mLLE
BB e 8ARPARIZEIEN MDARE10° CFU/mLEE
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393 5 wae
BT YR FE HERVERLEFOHR wse
o [ME:EROMEE] ) o [R/4fHRERIC & BEVE] (BFT—4%)

XHBIZH T3 PC DB FTROBEY X234 FHE Y OHBYINL PC DX CREBICBATAIEHESIDIRD S aureus (55~1400

BEH,D., BRNICEEOHIMBIFREINZMEE. PC 5400 KICT AR CFU/iRy ) . 2T ORASKHE LIS H(EHI16E)

Lahik. ChIREKROBELFZERSELRIESOLNTHS, D PC IR/ Y LI-RBROHR. :

o [N Ry] day3 (A2XMEKE) ORB

BREIAERHNTATHROELZE - ThiTCiEi (., MEEADECLED wiEE GEERILEE)

10° CFU/mL LA b (=878 L 1= B — O RAMEEENICHEE 45, 8 &xrh 7 A% 10° OFU/mL A E. 1 4RI 10* CFU/mL

(ST #X :Relationship between bacterial load, species virulence, and {EFCH

transfusion reaction with transfusion of bacterially contaminated 8 Arh 4 A IERREE:

platelets. Jacobs MR, Good CE, Lazarus HM, Yomtovian RA. Clin Infect #p 4 &1 10° CFU/mL KR35

Dis. 2008 Apr 15:46(8):1214-20.)

- Serratia marcescens B XU S. epidermidis 123 LT

SRMOBHEITEH LM, —#IZ 107 CFU/mL L EIZH D EERITER 45, IX. ¥4 Log DEERENBSEN TS,

o o [EREROBURTCRIE S hi=55: PC DIEBE] o [PIRERT—%] B

FRT, O 6EMHBEORB LG >TFRPCIKTHATHD. 13 & 20 BODMAM % 20~100 CFU/s3v F OREET PC 1T

RSO FEEHMIL. R0 % day0 & L1-388&  day2 ORHH 2§, day3 (F EEL7AMSREL-&R,

DYMREE) ORFANRSATCH 1=,

L OXBOHELNS  ROFEFEC L-HOHEELE
e 2007 Lk, MiBRITLIFCHOBEILL, PROERE, ShREE RITAND & NR%DOMMERRENITHBTHS LR

FLTWSZ LA, HERIZIHR, RT—UVTOBEREEEL. B fFiti=.

BiYLEDEME 1~2 AE<AEL TS CLickbE#EREThS, (Z#k:A laboratory compar i son of pathogen reduction
technology treatment and culture of platelet
products for addressing bacterial contamination
concerns. Goodrich RP, Gilmour D, Hovenga N, Keil
SD. Transfusion. 2009 Jun; 49(6): 1205-16.)

® Mirasol DBAICK Y EREFFENTEIRTRIEL
M. RECHEDAMAICIIERNICEL G IARICE
LEWVWS ENFHEAZOT. BEBIEHRAYMFTE
Bo
2
23 &
BT ) R4 Bl HERVERCEFTOMR -
| [(EMAOER] VRS ZERT S FF—Icid 2 5R]
® HBcHitkMERMORBELIZEY A/ b+ HBV BRICEZBRITFELE |0 4,000 aE—/s3v 7D PC I Mirasol (EFILRE (LRV)
SLBbhb, 2.3 Log) 2BAYTHE, 20 a—/Ry Ty, v
o GELVEE, BiTM 20 T—)U NAT ST/ 85 NAT (ID-NAT) ~B1795F A NABHTFNNIRET 5.

BTHY. I FYPORMICLIBRELBPT I MBS IhD, B e —FH PCICETFRDIINNABMZOV4 2V FIM 25

E104EMOY ¢ > E ORI PC Iz & 2R REE (TT) ORERFD 6095 BMI= viral load DEVEONSEEDETIHEIC

ID-NAT B TH o= & D, AEESSUATAFMERT S PCITLD T HERETSHE. #60% (CEMB 6.5 /394

HBY HBV B EHIX M ETD 0% TIZKD T 5. th) HBY ZREISFFLSh B, B
o HBVOYsY EYHIDRE, PCHEME LIS, IDNATEMOY 2 R |0 BYDH 40%D PC EEMELES /Sy Y) ITBELT,

ICHEELSSPCoOBE 1 E/MIC1N.5 /v T e#BEhs, I-NATET YR FEEEhGEWHBY N1 at—//1y TR ERBZEIC

+2 HBY BRiE D 173w (MnsE 4D 200ml) (TFFIET S HBV 1. A T#H 4, 000 53, =L, ChSDPBOIANANBKRGFLIZPC D

atr—&#EEEhd (Roche M 95%FigiR i mEE (LOD) (18.6 o E— or BEMETATHS.

3.21U/mL) 12k %),

[ARAEESS2R] [NEECTR~OHR]
o HFHAEELTLVS HBV IRRFEERD S5 5, ID-NAT Bt nii/MEERE LY | @ ID-NAT MABD Y R 1% 0.9 R/ 5 & 75 5 A% Mirasol

5LDE0.IEWN"EFETHD, IckYEDEBUUEMIETE S,

[ HERT]
o ID-NAT AABET S N-RBTRSB Y R Y1, pre-ramp up phase Bkl | @ FBIHMIC(E, ID-NAT T T 30 £F(= 1 i HOV 55 PC

ROV NABRKRBRTMT 2FTOHMM) I2H 0#EE. T Ih D ID-NAT NHbE#ERESNS,

Bl ECOMMICHIMBETH DL, MELBRMENZLAETNI EHB

MEBRTRENE=, ® Mirasol [=& % BVDV ER{ERE (LRV) (X 1. 9(AKF—

(3c#k: Infectivity in chimpanzees (Pan troglodytes) of plasma coflected ) TCHHH. ID-NAT THRUHFTOBRBDOV A NX

before HCV RNA detectability by FDA-licensed assays: implications for IR L TIEREHRABFEND,

HCV transfusion safety and HCV infection outcomes. Busch MP, Murthy KK, A

Kieinman SH, Hirschkorn DF, Herring BL, Delwart EL, Racanelli V, Yoon
JC, Rehermann B, Alter HJ. Blood. 2012 Jun 28;119(26) :6326-34.)

Fhz, HFOMMIZEHTES #28). TOMISHY 5 S 0.2 %
BrELERESND, PCEITEEINIT0.03 PRE LTS,

[AFRA~AELEPSVR]

H45 20 T—s NAT A LIS, 4 00, BRImBEBiEEL,




o,
=
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BE ) 24 BE{H MNERTERCETORR o
RN ]
o BN 20 T—)LNATBREETOD ¢ > Foliik# 11 BT, HilkiRzmps - ID-NAT FC. 3.3ICT1 D HIVERPCHHS L BR
20 —JL NAT BBt O BRI A SRR T 5 &0 CORMMPAISEMAS 2.0 5./ & MISEHESh M. BEFIBEShTLEL,
DERTCHETHLHERSI S, :
ID-NAT THRMFE D HIV @ PC hd) viral load (38
o ID-NATICHB &1 FOKMRETERT N, VRIOHIBOOHKITK X 4,000 2 E— /3y CH % (BRTT ID-NAT @ 95%L0D
HIV E{EELEVL. SO55 PCOBEFITHBENISHALTO. I/ EEFE #421U/mL & L THND, A
THB. LML ID-NATREOMEZRA LT IBRIIHANICEBESAT
ELY, ID-NAT F €. Mirasol (LRVZ4.6: BRTF—4) I2&Y.
+HFKFRLETNS,
[ARAEEYS VR]
® 20 7—JL NAT H A (2004 4F) LABE. WINIT & B HIV EBRFIEAEL,
o HROLOHMRIZENTE, RAOEKL EFEXOBRENRDHS. AEBE Mirasol IZ& 3 LRV [3>5 Log £ &h T3, 100aF—
IHEBMMELFLEAENBERTH S, /mL @ PC ZERIETHE, 100 ab—/uL &4 Y, BE
BHRE 10°af—/mLLUTFELES,
o MMERFRIT L, YR/ EHTHIEE GFOREMOBALBE, 2%
HRBELE) T—EBNTABEELRY V—¥ (aplasticcrisis) #@IY Mirasol IZ& Y & +/ULA B19 12T 2 RLME®ED
A RicEET 5. LRORBIZSVEEXCORMMSRCE. BEOHN - LEESh S,
S8 BBLEOHBHBOMEREBDIZENBS,
[ AN
WK | o FEREIANAMELEE 2~3 ARTRAT S5, BLRLOV A LR ME
AR FIFEIZHLESBENSH D, 9 W AMEITER T 10?2 aE—/nl [2ET B, B
B19
e BFKRTIL, CLEIAICEBARERI Y-~ FEFT>TIVS, BEIZ 1070
—/nL CHY. FhULomEIHBREShTNS,
o WmEEFET L-MEMAT, JALALAANHEBALTLEHODSS
BEALOZ 10—/ LRALTH-T=, (SCHR:Symptomatic parvovirus
B19 infection caused by blood component transfusion. Satake M, Hoshi Y,
Taira R, Momose SY, Hino S, Tadokoro K.Transfusion. 2011
Sep;51(9) :1837-95)
4
r.y
g Y25 Wil SR CERIL R OBR o
o CHVERABEBEIhIBE~OHEEENOBMIZLY  BRXIFEAETH | ® Mirasol @ cell associated CHNV DERIEFT—% X4
Shat#tEdhd, — 4. BRTEHETONAICEENALRFEEEZIA e, cell free @ CHV DERALREIL 2. 1 Log & XA TN
LTEY. ThRTLHAREnRmn: FREICBENBEEESATINS, %, EROFBHRICKYEREY RV IXEBITEL,
NV BEZHEHEDLEEBSICITHEICREEATEDI LVDbA TN, A
e JAVFOYHOMANERERSTARENRESATNS, ELBERT
XED &S5 EREIXTL,
® DA NAME FF—ORE ; LHETITH 8,500 AlC—ADORMETHY. Mirasol D{EMALEEIL. genotype 3 I=DL T 2=3log (A
genotype 3 A% 93%. genotype 4 A TBEERHEh S, LBHELA T F—A)METEE (LRV O LBIEXFETFEH),
genotype 41X Ve ShDMEREHRIEL L,
B 4 SFMO HEV-NAT BRiE@RInD 55, 96. %E A9 D
® Passive surveillance ITXkhid. HEV BRAGMAAAMIM X f= SIS BERHRL 10° aB—/mL KBORFIZOLNTIE, BEHEFITH
TTHMEL 1. 1%MkEHERENE (TSI RAME FF—E#E 675 A/ {FeMNTES,
. MESNEBEAR1L20/F, AEEDSVRI 65D 1 OHBIRT
BEEETHEEIZT 2B,
HEV BRI 3~8 B, DA NAMAEIL 4~6 BIFEL . genotype 4 THK 10" O B

E—/nL iZET D,

T4 O—TELROF 31 Ak, ALT LRILA4E ZiRX -4 52%. 100 @ X
1= 35%.,

BOELEEC LEOARAT, VI LALARAUNHBLTLEI0DS5S
BENLDIFZ 10 a8—/nL LRV TCH-T=,
FHRTCORMBLEICEIECHIRES A TOEL, ROBEFO ALT BE
i genotype3 T 1, 3361U, genotyped T 1, 6651U,

XBLiE, BEAELLETCORMEE. FEE~OETLEEIBESI TV,
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High viremia 223 50RXRETHD, BERTCT7IFT LA IMEBIBIZ | 0 W ZHOELIZ LY EREHRISENHH S,
X, BELEZEYRMNBERICREL., ThERMmLUEAEESEUD M
FH LGB, BERICVIHOS OB (ATh. YTHEE) ThHdi- [ :: P2
O, TORTLAODBRBRIDITEMNHS. HAETYA NVAMED LA 3.0-4.0 Log (NY-99-Flamingo. USA-CDC)
MEVNOER. BEBXLUD, $4abs, i~k F—ROBEBIEE 5. 1Log (Uganda1937. Bonfils lab. RRItEZE44EE)
L&y,
J)::F o
B LTRIETOHDE 15~20%, Rk EBEICELIDIX 1%RALE SRS, 1.3Log (New York, HR)
1.5Log (NY-99-4122. Colorado State Univ.)
NV B 5~ HTRKRICCaE—/nL LRLD YA NAMEEL Y, FX 108 A
T 10 AF—LRIIZFHS, HEL LT, BYMER BRI (AL . BW 2
KET NAT BAR). 28 PIOMMBRLEE S ht=, KEFR-FHTIE. NAT SIZEENREIC L SBMME & NAT R 2L T3,
I2&Y 2003 05 2010 EETITALEC &4 1,200 ADI A LR MFED RN #:NAT OB Bs-Novartis PROCLEIX System 95% CL.
EXRERShI, XEO NMT IR T—LCHEBShEN, F08 8. 2copies/mL
breakthrough MR O of=t=th, BEOWBEHIR - B OB S Tl ID-NAT
FETTE&LS51zo1, BIMZB L TET ID-NAT 4k T i B840 (X 2010 £
D1 AADHDWETH 5D, Mirasol ITEY, & FHFHIZ
ERTCDviremiaD LRNLIEEL ., B ID-NATEZDEELTILANTHD, FHLTIHEREDRABOHENZOT, BERHIEDEMN
HEcED,
6
T
ey Y 2% B4 AR GERILHFORE i
HRBXLLIMMIIFH. BARATORMNIE. BERSNBZYTH Adedes Mirasol [Z& Z{ERiL{E 0.4 LRV (HFRF—4%) &EL,
albopictus (£ AT H) THY, BFIZBLTCHL7ZI ILIo 0T (F—RA FSUTHF+EMS 1.2~2.0 Log DERILEE
REENSH D, A& ShTLNS, 2012 £F)
E FTHEL viremia Z2TH5DT. M-t F—HOBEY 1 HIANTES,
F=ARFVT - DAL=V X5 ROV U HE-LERLEETCTY T LT BLT. ERLICIHEBICERENEL., FLAEOR
SR IMMRIIBESATE Y. RMERIZL ZFEHNLMA D PIEAS WOAMNAMETH D=8, ERIL/FELORREL
BFShTW, iz Ly, $ LA EBigREROBRMHEA. NAT IS
BB R 3 WP 5 ERWDOATHD (Lo HR—L, kay, FTub - KBRHY—VIBRBELTNBEEILND,
ya),
BREBENRDBNEEZSh TSRS :
1) MOBEENT D ENBEMEEROLTRMEMND S, Li=ht> THiE
Dengue BIAHRILIC & 5 ERAEITEL. (REE) ¢
2) BEMBRTCEROEDS (NI TIcRBEREER>TWS,
3) ENcHRmEh 2hBE hRREER->TWS,
4) REFESMHSATVIBE CIEIERSEVTREN DS,
EL, BEMRTREFUoVREICRELRENRSY. K<BEIAT
(RY AW
PEOBIRTIL 5~8 RLREER T H 5. serotype IR RIEM B
#|L. RGo1zserotype DA NRIZES L XERGNITREEESMNEE
EEITEEEILT B,
A NRMEER 10°~10°a E—/nL & Eh T3, NAT BEREGRRA—XCH
B, RKEF+HRICKY., TTAF - Y CREMICNAT ABTEIATILNS,
BRE. ME. RREICEBRTILOMBNHE, Y1 LAORBRERIZLY., Mirasol D{ER{LEE: BHRTF—4% T 1. TLRV O{ERIL A
BRICH WAL FPRADOTHICLBETEZES5Ich ¢ Bbh 3, BE, & dose AAFEATH S A5, Mirasol IZK BEXALT
Chikun DA NRMEEIZDNT : FEREBE TIL 8x10'~3x10° 23 F—/ml (dhd{E FCIEREEIRETEEL,

gunya

3.4x10° atf—/nl), EROHZBETIE 2x10'~2x 10° 2 F—/nl (bRl
5.6x10° aE—/ul),
2012 11 BORKRICHVTHOLBEHOBE L,

BETHEBRAENSTRMENH D, WHAKNT 51
OB EHIFH—HISHRT 5 ARAEIKIE < . LBDIRE
EEOBROHBRAFNEEZI 5N D,
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have since emerged [2). This review summarizes the PI
technologies for plasma and platelets, the concerns and
toxicology studies associated with each, and their

PI processing should reduce the need for additional path-

4o . e
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8T <OXMQ3@C_3_M (Bl 1 —5ECH)
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\ # ES ") v N Vox Songuinis [2013) 104, 183-199
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w a4 m i 0 Edinburgh University, Edinburgh, UK
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- R > 5 - - ackground an ectives Pathogen inactivation {PI)-treated plasma and plate-
I = 3 Back d and Objectives Pathogen inactivation (P1) d pl d pl
e .V} & Y OX >anguinis ) . ; . ) ; .
)= B g i 1l £ ) 2 lets are increasingly becoming the products of choice, where licensed. This review
© & H ~ 7 # ) o summarizes the clinical evidence available for licensed component Pl technologies
M g ..rm “ + i m u and red cell Pl under development.
| = .
b Hu e N Y u ° - i Materials and Methods Available literature on licensed technologies was
Epit BEHEwe © i
Jor B reviewed.
BplY EEs P
) b byl 2B o u =z Results For the plasma and platelets technologies available, evidence for the inac-
K el g 5 ,W tivation of most pathogens is good, except for certain nonenveloped viruses. Clini-
B e s S i m , cal trials and haemovigilance programmes suggest the observed loss of potency is
AR ==V s > of little clinical significance, with some technology-specific exceptions. Concerns
over adverse toxicological effects or neoantigen formation have not been confirmed
[} [ ] [ ] for currently licensed products.
u Conclusion While platelet P1 has been adopted to reduce bacterial contamination,
N {n Y ) o ) ; ;
w5 ¥ ° the ability of PI methods to replace testing for emerging bloodborne infections, or
H# 0 mo vMu mmmﬁ,_\&,m%smoi as a substitute for selective pathogen testing, gamma-irradiation or even leucode-
= ° : 2 . . X . R
| =@ 3 U revised 9 August 2012 pletion, make adoption of PI for components increasingly attractive.
&8 AR s} £ accepted 12 September 2012, Keywords: clinical trial, fresh-frozen plasma, pathogen inactivation, platelet
.M/ ﬁ L MV] 1 published online 8 November 2012 components, red cell components, review.
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1/
.M ﬁ MI M 1) Introduction The potential of pathogen inactivation
] e |_J_ N Pathogen inactivation (Pl) technology for fresh-frozen for labile blood components
mlr// .sD 1J plasma was described in 1991 [1] with techniques for P! technology should ideally be inexpensive, kill a wide
l@ m platelet and red cells (RBCs} developed more recently. range of pathogens, with no toxicity or effect on product
& W The amotosalen/UVA-based INTERCEPT™ (IBS: Intercept potency. Countries are increasingly adopting plasma and
m o+ Blood System, Cerus Corporation, Concord, CA, USA) platelet PI because the benefits of a safer blood supply out-
Bk % u was CE marked for platelets in 2002 and 2006 for weigh the impact on component potency and viability
D N K plasma and is the most widely adopted labile compo- [3, 4]. To assess this balance, well planned ir vitro and
mM Y nent PL. Other technologies for platelet and plasma PI clinical studies are essential.
- 4
=

ogen testing, minimize residual infectious risks {(bacteria,
parasites, etc.) and remove the need for selective testing

BRI BI T HRBIEE - HRECHEL
® BAARTRENERII/IALTEFAGEMOLERALTS | HOHTHY.

~20%, BMFREHIMN. HER. EA. AEOHBE, BEAECYX
L. RIVT7HHEHT D LBRMEEERITEVEEbhS, AT
HEBEDOEEIZEL, PROBEIR A7 LIFERLIAEAULETHSD (X5
1) 7@ PCR DIBHEI 20 3 E— ul) . HilkEBEEOLMIT PCRIERTH D,
RERERR, FERME FH—&., ARLBREEZHLEVFF—2ERT
&4, PR, RBFRE L LBMOXERGHEIMEL. IF HIZBEAR L,

RBEAZEN. ABERCSA R ERFHEBRERELN,
PREGZEOHENRABNTH S5, BFREELEDOI IR T7RAILI

FRMIZ &5/ T7ERXFEHN 10 AEE Shi-, MRRATE. 20
PIZEFhIBERORIC L > TEREFRIL S 5. FEROETHHAD
5 2 ERERCEETh S, MEREF YUY THRMEXEROLTE30
RETIIMIRICEDRERICKEGENH Y. TORIRICEE L ERMmHIR
RE &4 - -RinE dkcho DNA o E—%i%, (<102aE—20uL)—(Gx

W 4 - ARDS (BUEFRR (RIASEREE) - DIC IS K DT FETIRAL. ETHIX 3
KETORETIE 160 AL LoBMSRHSER SO, Bl 5 FMICHRmRE

CHBEDHERYITE FAEMULBRIZE
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. 8 e] AJ u o impact on pathogens and products, followed by the (e.g. CMV serology) and processing (e.g. gamma-irradia-
# clinical trial outcomes for each product. This is followed tion}. It should also enable proactive protection of the blood
0
- e -0 H 8 by concluding remarks on recent events and regulatory supply against emerging infections.
.ﬁu. ._vM R i F3 v aspects, cost-effectiveness and future prospects including
u v m 5 RBC PI . .
#H v H K Y] .m ' Technical options
b ~ A . A
11 _ n Hoo \ns ébw _ Correspondence: Christopher V Prowse, 15 Shore Road, Aberdour, Burnt- Table 1 lists current PI technologies for labile blood com-
m. ® o i g W ‘Y island, Fife, KY3 OTU, UK ponents. Most Pl technologies rely on targeting nucleic
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Table 1 Technologies for Component Pl {licensed or in clinical development)

Product Company Compound/Technology Trial/Licence Status
Plateiets Cerus Amotosalen + UVA light® INTERCEPT™ CE marked May 2002 {Ctass 111)° {ouffy coat & apheresis to 7d storage)
Platelets TerumoBCT Riboflavin & UV light* CE marked Oct 2007(class 11B), (buffy coat & apheresis to 5d storage}
Mirasof® i
Platelets Macopharma UVC (254nm) light Therafiex® CE marked 2009 (class |1B). At phase 11/l trial.
Plasma Cerus Amotosalen + UVA light' INTERCEPT™ CE marked Nov 2006 (Class Nl1)®
Plasma TerumoBCT Riboflavin + UV Light* CE marked Aug 2008(class 11B)
Mirasof®
Plasma Macopharma Methytene blue + visible light* Theroflex®  CE marked 2001 (class 1B}, 2004 (class 1)
Plasma Octapharma Solvent Detergent? Licensed 1998 (UK) [pools)"
OctaPias®
Piasma VIPS Sotvent Detergent® CE marked 2009 (Single donat or minipools)
{Colombier Switzerland)
Red Ceff Cerus $-303% Phase It planned {redesign after 2003)
INTERCEPT™
Whole Biood  TerumoBCT Riboflavin & UV light Trials on whole hicod ptanned
Mirasof®
Whole Biood Cerus $-303° Under development

“Photochemical method [5].

YFrench National authorization (AFSSAPS; now ANSM) 2003, German national authorization (PEI) 2007, Swiss national authorization (Swissmedic} 2009.
“Photodynamic method. MB plasma processing is also available for single donations of plasma on a contract basis via Grifols, Barcelona, Spain using the

original Springe technology {12, 15].

YFrench National authorization (AFSSAPS) 2006, German national authorization (PEI} 2011, Swiss national authorization (Swissmedic) 2010.
“German national authorization 2011. Aiso produced by Grifels S.A. Barcelona, Spain

‘Swiss national authorization (Swissmedic) 2008,
9Chemical method,
"Also produced by Bordeaux CRTS, France.

The Mirasol® riboflavin pius UV technology is reported to use a range of UV wavelengths that extends from 265 to 370nm, across UVA, UVB and UVC

regions [6, 7).

CE marking by the medical devices directive class It route just requires dectaration a product conforms to a standard, to which it is inspected. Class Il
registration requires regulatory review of pre-clinical and clinical data to define how the product may be used.

T

Fig. 1 Comparisan of Energy and Dose for Platelet and Plasma PI Photoi-
nactivation Technotogies, Due to the absorption spectrum of proteins and
nucleic acids shown, UVC radiation is directly damaging to blood compo-
nents at high doses. This impact is pragressively less for UVB, UVA and visi-
ble light, The range of wavelengths and dose of radiation used in Theraflex,
Mirasol, iBS and MB methods is shown at the bottom as the darker boxes.

rendering the product incapable of causing graft-vs-host
disease (GVHD) or of generating the cytokines causing feb-
rile reactions. Additionally, leucocyte inactivation may
reduce patient alloimmunization and complement or even
replace leucofiltration. The robustness of PI technologies
and their effect on blood components differ significantly.
For photoinactivation, choice of dose and wavelength also
determine the extent of loss of blood component function-
ality (Fig. 1).

IBS technology for plasma and platelets uses a synthetic
psoralen, amotosalen, which after binding NA and only
upon activation by UV-A light (320-400 nm; 3 J/cm?),
cross-links NA in an oxygen-independent manner (photo-
chemical reaction) [5, 9]. Alternative photoinactivation
technologies for platelet and plasma (Mirasol® ‘riboflavin
plus UV'; TerumoBCT,Lakewood,Colorado) [6-11] or
plasma (methylene blue {(MB) plus visible light, Macophar-
ma, Tourcoing, France) {12, 13] Pl depend on the genera-
tion of reactive oxygen species (ROS) for their action
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(photodynamic reactions) (14, 15]. ROS have a limited life
span reacting indiscriminately with adjacent molecules. MB
binds NA tightly focusing generation of ROS around NAs.
Mirasol® technology uses a broad-spectrum of UV (265-
370 nm: 100% of UVB, 20% of UVC and 60% of UVA
regions; 62 J/mL}, the lower NA-binding of riboflavin
favouring ROS generation in free solution. Theraflex®
(Macopharma, Tourcoing, France) relies on narrow band-
width UVC light (02 to 0.3 J/cm?, 254 nm) to achieve PI
by formation of pyrimidine dimers in NA, while limiting
ROS-mediated side reactions [16, 17].

PI companies initially used proprietary additive solutions
and apheresis machines. To encourage adoption, bags allow-
ing splitting into two units [18], use of alternative platelet
additives {19}, harvesting on different apheresis instruments
{20, 21], platelet treatment in 100% plasma [22, 23] and
freezing plasma before P1{24] have been validated.

SD treatment for plasma PI inactivates lipid-enveloped
pathogens by physical disruption and cannot be used on
cellular produets [1, 25}

Concerns about pathogen inactivation and
how they have been addressed

Although cost and impact of PI on potency are issues, con-

cern has focused on possible toxic effects and incomplete

P1, particularly for large pool products, where failure could
result in multiple doses of infectious product. This can be
addressed by screening donations for agents for which a PI
technique is ineffective, as done for Hepatitis-A and
parvovirus-B19 for OctaPlas® (Octapharma AG, Lachen,
Switzerland). Most PI methods cannot inactivate bacterial
spores. However, Stérmer demonstrated two of three bacte-
ria tested (B. subtilis and B. cereus, but not C. sporogenes)
emerge, after incubation in blood components, from spores
into Pl-susceptible vegetative forms [26]. Similarly,
Schmidt et al. [27, 28] reported IBS technology was effec-
tive against a panel of bacteria at 100 or 1000 cfu per unit
in platelets obtained as buffy coats or by apheresis, excep-
tions being seen for two bacteria (K. preumonia, due to the
high-stock titre used in the study, and B. cereus). Impor-
tantly, spore-forming B. cereus was inactivated in all units
at 100 CFU and at 1000 CFU for apheresis platelets. In any
case, P1 would prevent the vast majority of clinically signif-
icant bacterial complications.

Toxicological concerns should be addressed preclini-
cally using in vitro and in vive tests {29, 30]. Table 2
shows the tests used, within ICH guidelines, to study amo-
tosalen, S-303, riboflavin and components treated with
them, and the observed safety margin where applicable. In
the most relevant acute and repeat-dose models, safety
margins of at least 100-fold (clinical dose vs maximum

Table 2 Toxicology Studies reported for IBS & Mirasol® P! technologies {Safety Margins) (11,18,29-35)

Platelets [11, 29, 31, 34] Plasma {11, 30, 34} Red Cell [32]

Study Type 1BS Mirasol IBS Mirasol 1BS

Acute Toxicology v (>1120-fold) v v v v

Repeat Dose (1 month) v ~ v v 4

Repest Dose (3 month) + (>350-fold) v v (>100-fold} ~ ['4

General Pharmacotogy v (>350-fold) ~ v (>100-fold) ~ v
Reproductive toxicology v (>350-fold} ~ v (>100-fold) 4 v
Genotoxicity v (>200-fold) v v (>50-fold) ~ ~
Carcinogenicity " ¢ (>350-fold) ~ v (>300-fold) ~ ~
Phototoxicity v > 40-fold) ~ v {>200-folg) ~ ~

Neonatal toxicity [31, 34] v (>48-fold) ~ v v ~
Absorption, distribution, metabotism, v ~ v v (4

and excretion (ADME)

Occupational Safety v v v v v
Neoantigens [11, 33, 35] None detected None detected None detected None detected None Detected in revised

farmat (20mM glutathione)

Tick marks show where the different study types have been undertaken for each type of component (~ denotes the absence of published data). Safety mar-
gins are the ratio of the minimal toxic dose observed in the specified test relative the expected human exposure, using a treated blood product and are
shown in brackets. In many instances, the highest exposure was defined by the volume timits for the transfusion of a treated blood product. Additional

safety margins were obtained by the ion of the parent

in the same animal models. They are expressed relative to an esti-

mated clinical dose of 1 g amotosalen/kg for a 350 mi platelet unit or 4 pg/kg for a litre of treated plasma. For in vitro assays, margins are estimated
based on a final concentration of 1 ng amotosalen /ml (piatelet) or 12 ng/ml (plasma) in the product. For Mirasof products, doses given approximated to
human doses and were nontoxic so estimation of a safety margin is not appropriate. For riboflavin itself, the safety margin has been estimated at 649-1299

[11, 34].
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dose tested) were observed for amotosalen-treated blood
products, with margins ten times higher for amotosalen, as
it can be given at higher concentrations. In the majority of
tests, no toxicity was observed at the highest doses tested.
Similar safety was observed for carcinogenicity and geno-
toxicity [29), with lower margins (>40) in the less clini-
cally relevant phototoxicity tests [29-31]. No evidence for
the formation of novel antigens by Pl was found for amo-
tosalen-treated plasma or platelets in preciinical studies or
using samples from patient trials [33]. Available data,
although less rigorous (Table 2), suggests a similar absence
of toxic effects and neoantigens for Mirasol® technology
{11, 34, 35].

Impact of processing on pathogens and
product potency

Table 3 summarizes PI for the IBS, Theraflex® and Mirasol®
platefet processes [11, 16, 18, 36, 37]. Similar data are
reported for amotosalen-plasma and S-303 processes
[22, 34). The extent of PI is technology-specific [38]. Gen-
erally, PI is effective against lipid-enveloped viruses, para-
sites and bacteria, but less so for nonlipid-enveloped
viruses and bacterial spores. The observed differences in Pl
largely relate to:
(1) which nonlipid-enveloped viruses are susceptible to
inactivation, for example SD is ineffective against these,
(2} the ability of any sensitizers or radiation used to pene-
trate component or cells, for example MB is ineffective
on cellular pathogens due to its reduction to inactive
forms within cells.

When viral testing is in place, transfusion-mediated
infection only occurs during the window period where
viraemia is present but testing cannot detect the infection.
With low- to medium-titre pathogens (e.g. West Nile
Virus) Pl is well able to deal with residual risks {39, 40].
Where pathogen titres are high early after infection (e.g.
parvovirus B19) PI capacity may be exceeded uniess test-
ing is also in place and enables high titre units to be dis-
carded. No NA-targeting Pl technology is effective against
prion diseases. There are two areas where inactivating high
titres of bacteria is important. Firstly, to cover higher loads
that may arise for rapidly growing species between collec-
tion and processing (<18 h for buffy coat platelets). Sec-
ond to provide better assurance that no bacteria remain
after PI,

GvHD is currently prevented by gamma-irradiation of
selected units to completely inactivate leucocytes. There is
a relatively narrow gap between the dose of radiation to
inactivate leucocytes and doses that damage RBC. PI pre-
vents GvHD by killing leucocytes with higher margins of
safety that are technology-specific [41, 42]. PI can elimi-
nate CMV transmission [43] and reduce febrile reactions by

inhibiting leucocyte cytokine production. As Pl is usually
adopted for all units, errors inherent in selective processing
(e.g. gamma-irradiation, CMV testing) are avoided and the
security and safety measures for gamma-irradiation would
no longer be needed [44].

Most plasma PI methods cause 20-30% loss of coagula-
tion factor VI, although fibrinogen and coagulation inhib-
itor content are more clinically relevant for single donor
plasma. Other coagulation factors are better retained [45],
although there are concerns over fibrinogen levels in MB
plasma [46). The US SD plasma process gave high losses of
protein S, antiplasmin and antitrypsin associated with
thrombeosis in liver transplant patients. Such losses are less
for the OctaPlas® process {45]:

Cellular product potency is initially assessed poststorage,
by autologous radiolabel studies in volunteers, to determine
recovery and survival. Table 4 summarizes data for plate-
lets, demonstrating PI methods result in some loss of cell
viability. For Mirasol® and IBS platelets stored 5 days,
results are close to the proposed FDA limit of 67% of fresh
platelet recovery and 58% of fresh survival [47, 48]. The
relationship between #n vive viability and increased glyco-
lytic flux observed in both Mirasol® and IBS platelets
remains unclear {49).

Clinical studies and pharmacovigilance

Plasma components

Most plasma trials assess coagulation factors increments in
patients rather than using clinical end-points. They largely
reflect factor content, although changes in factor survival,
compared with literature values, were reported. Compara-
tive kinetics after control and test transfusion in the same
individuals have not been undertaken. Table 5 lists the clin-
ical studies [50-64] for plasma. IBS plasma has the most
extensive preclinical and clinical assessment programme.

The TTP study had a clinical end-point (remission within

30 days) and found no difference vs standard plasma in the

life-saving plasma exchange therapy, although under-powered

to demonstrate noninferiority [54]. There are very few ran-
domized clinical studies of SD or MB plasma. Table 5 sum-
marizes these, along with some observational studies.

A recent review covers these and further observational stud-

ies [45] but in general no difference was seen from standard

FFP in such studies (often under-powered) other than:

(1) many European services prefer use of OctaPlas for TTP
treatment given its safety record (virus transmission,
TRALI) [65], validation for prion removal and competi-
tive pricing.

(2) Three small nonrandomized studies have suggested MB
plasma is less effective in TTP [62-64], despite reten-
tion of ADAMTS-13 [66].
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Table 3 Pathogen and Leucocyte Inactivation for IBS/Theraflex®/Mirasol® Plateiets) [11, 16, 18, 36-38]
Viruses Bacteria Parasites
Enveloped Viruses IBS THE  MIR Gram-negative IBS THF MiR 8s THF MIR
HIV-1 >6-1 ~ 45  Escherichio coli >64 >40 44  Plasmodium faiciparum >6 ~ 332
{cell associated) (malaria)
HIV-1 {cell free) >62 14 59  Serratio marsescens >67 >40 40 Trypanozoma cruzi >53 ~ B0
(Chagas' disease}
Clinical isolate HIV-1 >3-4 ~ ~  Klebsiella pneumonia >56 48 28 Lleishmanig mexicana >50 ~ o~
(promastigote)
Clinical isolate HIV-2  >2'5 ~ ~ Pseudomonas 45  >49 >46 Lleishmania major >43 ~ >50
aeruginosa Jish (amastigote)
Latent proviral HIV-1  All detectable® ~ 45 Salmonella >62 ~  ~  Baobesia microti >53 ~  >40
cholerasuis {babesiosis]
Hepatitis B >55 ~ (2:3) Yersinia >59 ~ 33
enteracolitica
Hepatitis C >45 ~ {3:2) Enterobacter cloacae 59 >43 »20
Orientia >50 ~  >50
tsutsugomushi
(scrub typhus]
HILV- 47 ~ ~
HTLV-1I 51 ~ ~  Gram-positive Leucocyte
Cytomegalovirus >59 ~ ~  Staphylococcus >66 48 42 T-cellviability >54 ~  >60
{cell-associated) epidermidis (limiting dilution)
Cytomegalovirus Alf detectable” (3:5) (2-1) Staphylococcus 66 >48 40 DNA modification 1pergd ~ o~
(celt-free) aureus (one adduct
per x base pairs)
BVDV (HCV model) >60 ~ 58  Streptococcus pyogenes >68 ~ 22 Polymerase Inhibited ~ ~
chain reaction
Duck HBV >6-2 ~ ~ Listeria >63 ~ ~ Cytokine synthesis: v ~ ¥
(HBV model) monocytogenes No f1-8 or IL-1p synthesis
West Nite Virus >60 54 >51 Corynebocterium >63 ~ ~  Murine mode! TA-GVHD: ¢ ~ Vv
minutissimum Prevents disease
SARS-CoV >58 ~ ~  Bocillus cereus 36 ~ o~
: {incl spores)
Chikungunya >64 ~ 21 Bocillus cereus >60 43 19
fvegetative)
Influenza A virus >59 ~ (>5} Bifidobacterium >62 ~ o~
H5N1 adolescentis
Proprionabacterium >62 45 20
acnes
Non-enveloped Lactobaciflus >64 ~ ~
Viruses species
Biue tongue virus 61-64 ~ ~ Clostridium >65 >47 ~
type Il perfringens {vegetative)
Calicivirus 17-24 ~ ~
Human adenovirus 5 >57 ~ ~  Spirochaete bacteria
Parvovirus B19 35105 (546) (>5) Trepenoma pallidum (syphilis) >68 ~ ~
hepatitis A 0 ~ {1-8) Borrelia burgdorferi >68 ~ ~

Numbers show (og reduction of various pathogens or leucocytes for IBS, Therafiex® {THF) and Mirasol® {(MiR) technologies. Where log reduction is shown as
> X, nodetectable pathogen remained after treatment. *inactivated to limit of detection. Simitar data were obtained for plasma [22}. Only illustrative data
for selected pathogens are shown; the cited refererices contain additional data. Data in paremheses show data for model pathogens analogous to those lis-

ted, for example animal parvovirus rather than human parvovirus B19; murine rather than human CMV. Some of the Mirasol® bacterial inactivation data
were provided by R Goodrich, TerumoBCT {personal communication) but is also cited in reference 38. ~: no data available
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Table 4 Recovery and Survival Data In Healthy Volunteers for Mirasol® and 1BS-treated platelets after 5d storage Table 5 Clinical Triais of Pl plasmas

Mirasol {n = 24} [47] 1BS (n = 16) [48] Study Design Clinical Setting Main Resuit

Amotosalen (5-59)

Hambleton Crossover volunteer
Recovery (%) 500 + 189 665 + 134 75 425 + 87 503 + 77 85 et al. [50} N = 27 S-59 vs std FFP warfarinized volunteers
Survival (d) 43+ 101 59+ 11 K] 48113 60+ 12 80 Hambleton Crossover volunteer Kinetics in warfarinized
- et ol [51] 17 protein C and 16 protein S volunteers

Test Reference As % of Ref Test Reference

Factor VII & PT kinetics in No difference PT or FVII kinetics

No difference C or S kinetics

It it is assumed that fresh platelets have 65% recovery and 2 life span of 8 days then both technologies are close to the proposed FDA standard that stored

platelets should have a recovery of 670 of fresh and a survival of 58% of fresh in paired heaithy volunteer studies

(3} A study of MB, SD and quarantine plasmas in liver
transplantation recipients found higher hepatic artery
thrombosis rates for SD plasma recipients, and higher
plasma use with MB (67, 68).

Recently, AFSSAPS, due to concerns over allergic reactions

to MB plasma, have replaced this product with IBS plasma

in France[46). Higher rates of allergic reactions over

4 years, as well as two severe reactions to MB plasma,

requiring hospitalization due to specific immune response

to MB, have been reported [69, 70].

Companies have reported over 1-9 million units of MB
and over 65 million units of OctaPlas® transfused without
major side-effects[3], despite the liver study cited earlier.
Data for IBS (>500 000 units) and Mirasol® (>1000 units)
plasma were less extensive, but still encouraging. A formal
study of 7483 IBS plasmas reported similar adverse
reactions rates to conventional plasma [71].

Platelet components

Most clinical trials of PI platelets assume products will be
less effective and use a noninferiority randomized design
with primary end-points of corrected count increment (CCI)
or haemostatic/bleeding score (Table 6) (3, 11, 72-80].
Absolute platelet count is a poor surrogate for bleeding ten-
dency and count increment is dependent on patient size,
product dose and type, number of prior transfusions (most
trials limit analysis to the first 8 transfusions, or assess sin-
gle transfusions), storage medium, storage time, etc. To
allow for this, longitudinal regression analysis, rather than
ratio data (increments or CCls), has been recommended
[81]. Outcomes are affected by the type of reference prod-
uct, older platelets and those stored in earlier platelet addi-
tive solutions performing less well. The negative impact of
combining gamma-irradiation with PI also merits atten-
tion.

Of the trials listed in Table 6, four did not use a noninfe-
riority design:

The EUROSPRITE study [72] found no difference in
1 h-CCI in 103 patients for IBS vs reference buffy coat
platelets. While the 24h-CCl differed, linear regression
analysis of CI at 1 or 24 h, and post-transfusion bleeding

score did not. Increments for reference platelets in T-sol
additive or plasma did not differ {82].

Slichter ef al.{75) showed comparable bleeding time cor-
rection in 10 patients for reference and IBS platelets.
1h-CCI differences (10 400 vs 13 600} were not significant.

Janetzko er al[74] found no difference by longitudinal
regression analyses or th-CCI (11 600 vs 15 100) for IBS
and reference platelets. The corresponding study for buffy
coat platelets yielded similar data (A. Stassinopoulos, Cerus,
personal communication, 2011).

Other studies in Table 6 used a noninferiority design,
with margins between 7-5% and 30% for the primary
end-point.

In the 645 patient, SPRINT trial {73] primary end-points
of grade 2 bleeding (assuming 12-5% noninferiority mar-
gin) or grade 3 and 4 bleeding (7-5% noninferiority) con-
firmed noninferiority. Differences were found for 1h-CCI
(11 100 vs 16 000), transfusion interval {1-9 vs 24 days)
and number of platelet transfusions (8-4 vs 62), but not
adverse reactions [83) or transfusion interval adjusted for
dose [84]. Snyder er al. [83] found no difference in WHO
grade 1, 2, 3 or 4 bleeding rates, although more patients in
the PI arm had petechiae or faecal occult blood. Kerkhoffs
noted significant differences in grade 2 or greater bleeding
in this study, by direct comparison (no non-inferiority
assumption) [85].

A pilot study [76] for 7 days stored platelets, found no
difference (15% noninferiority assumption) in 1h-CCI
between IBS and reference platelets (6587 vs 8935) or in
haemostatic score or adverse events. The larger TESSI study
{771 compared single transfusions of reference platelets in
T-Sol or SSP additive with IBS platelets, after 6 or 7 days
storage. The primary end-point of 1h-CCl noninferiority
{30% margin) was met (8163 vs 9383, ratio 0'87) in the 201
patient study. 1h-Cl, RBC use, time to next transfusion and
bleeding score did not differ, whereas 24h-CCl (4589 vs
6549) and 24-CI (11-1 vs 15-2 x 10°/1) did.

The HOVON study (78] used a 20% noninferiority design
with a 1h-CCl primary end-point. It was not blinded, nor
powered to detect differences in bleeding. The study
included buffy coat piatelets stored for up to 7 days in
plasma (reference), PASIII additive or PASIIl with IBS
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de Alarcon
et al {52

Mintz et al. [53]

Mintz et al. [54]

SD plasma®
Horowitz, Pehta {55]
& Pehta review [56]

Wiltiamsan, Llewelyn,
Fisher et af. [57]
Wieding, Rathgeber,
Zenker, et ol. [58}
Beck, Mortelsmans,
Kretschmer, et of. [59]
Lerner, Nelson,
Sarcia, et al. [60]
McCarthy [61]

MB plasma®
Wieding, Rathgeber,
Zenker, et al. [58]
de la Rubia, Arriaga,
Linares, et af. [62]
Alvarez-Larren, Del
Rio, Ramirez, et of. [63]
del Rio-Garma,
Alvarez-Larran, Martinez
et ol {64]

Open label Pharmacokinetic
107 Transfusions in 34 patients
with congenital coagulation

deficiencies

Randomized Controlied Trial
n=121.60S-59 and 61 std FFP

Randomized Controlled Tria}
17 5-59 & 18 std FFP

Observational 396 Tx, 164
patients RCT in TTP. Plus
44 liver disease (57 Tx),

10 warfarin reversal & 6
chronic TIP patients

Randomized Controlled Trial

SD vs FFP (n = 49)

increment (& half-life)
in31(22):
Fibrinogen: 2 (1)
Prothrombin: 3 (3)
Factor V: 7(4)
FactorVI; 3 (2)
Factor X: (1)
Factor XI: 11 (6}
Factor XUt:  3(3)
ProteinC: 3 (3)
Factor V+VIIL 0 (0)
Acquired coagulopathy
(Mainly liver disease, 75%
had cirrhosis)

Thrombotic Thrombocytopenic
Purpura {TTP)

47 hereditary deficiencies
{FIL BV, FVIL FX, BXIL FXIN)
32 TIP (27 SO vs 17 standard FFP)

Complex coagulopathy:
liver disease or transplantation

R C Trial
SD vs MB plasma (n = 71)
Randomized Controlted Trial
SD vs FFP {n = 40)
Randomized Controlled Trial
225D vs 23 FFP
Observationat 35 SD, 62 FFP,
48 cryosupernatant

Randomized Controlied Trial
SD vs MB plasma (n = 71}
Observational 13 FFP vs 7 MB

Retrospective

27 MB vs 29 FFP

Multicentric, observational,
prospective cohort study.

Compare MB (63) and quarantine

FFP (39)

Cardi y bypass surgery
Severe coagulopathy

Severe coagulopathy with

PT prolonged

P

Cardiopuimonary bypass surgery
Plasma exchange for TTP

P

TIP remission by day
8 of plasma exchange

Recovery, talerance and efficacy 0K
Shorter half-life for fibrinogen, prothrombin
and factor XHI vs literature values

Neninferiority for changes in PT (< 4-6 sec)
but not PTT (>4-8 sec). No differences
in factor VIl increment or component
use were seen either

No clinical difference. (20% noninferiority
would require 38 patients per arm)

Prevents or arrests bleeding (87%)

TTP; no different from FFP

Effective in liver disease, warfarin reversal and
chronic TIP

No difference clinical efficacy or haemaostatic
correction; 1 case B19 on standard FFP

No clinical difference, Poor protein S and
antiplasmin rise after SDP

No difference clinical efficacy or

haemostatic correction

No difference clinical efficacy or PT
correction (329% vs 26%)

90% response with SO vs 70%-75% for others

No clinical difference, Poor protein S
and antiplasmin rise after SDP
MB 57% remission vs 69% FFP

Greater recurrence and mortality with MB

MB plasma was associated with a lower
likelihood of remission on day 8 {Odds
ratio O-#7].

MB patients required more exchanges (11 vs 5),
a larger volume of ptasma {485 vs 216
mi/kg) and presented more recrudescences
while on PE therapy (46% vs 21%)

“see also further small, observational studies summarized in Tables 6 & 7 in recent review [45],
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Table 6 Phase 1l Platelet trials

Technology N (Test/Ref) Table 6 (Continued}
(reference Mean storage Primary Secondary Associated
Study preparation) Design days (Test/Ref}  end-point end-points studies Technology N (Test/Ref)
(reference Mean storage Primary Secondary Associated
EUROSPRITE van Amotosalen pooled 56d or 8 Tx 52/51 CCl & CCl&Clat24 h Study preparation) Design days (Test/Ref) end-point end-points studies?
Rhenen et af, [72] BC platelets abservation (34 days/ Clatth Haemostasis and
(pooled BC platelets  with 280 25 doys) bleeding score. MIRACLE {79) Riboflavin treated RCT,20% 58/54 CCl-Th CCl-24h
in T-sol or plosma) follow-up Adverse events apheresis platelets noninferiotity (28 doys/ Tx interval
Intention Tx interval stored 1-5 26 days) Red cell and
1o treat RCT days (apheresis platelets usage
SPRINT McCuliough ~ Amotosalen 28-d treatment 318/327 Grade 2 Grade 3 & 4 [83, 84] platelets in plasma) Refractoriness
et ol [73} apheresis platelets period (34 days 7 bleeding bleeding. Infection rate
! (opheresis platelets or8Tx. 36 days) CCland Cl at 1 WHO bleeding
in plasma, Noninferiority and 24h. score
99-8% gomma RCT (12-5% or Adverse events Adverse Events
irradiated 7-50% assumption} Tx interval PREPARES (3, 11, 80) Bleeding study of PLANNED 618 Grade 2 or greater Cl and CCl at
for test and tiboflavin BC platelets 42 d observation or 8 Tx bleeding (CTCAE 1and 24 h.
reference stored in plasma in Non-inferiority (< 15%) grade 2 bieeding Adverse events
Unpublished Amotosalen BC 28d or 8 Tx 20 Logistic regression  CCl Netherlands stored complications.) Red cells and
integrated sets of dose vs 1-7 days (apheresis platelet usage
increment platefets in plosma) Tx interval;
Janetzko et @l [74]  Amotosalen 28d or 8 Tx 22/21 Logistic regression  CC Rate of HLA
apheresis integrated (31 days / of dose vs alloimmunization;
sets (gamma 32 doys) increment IPTAS study THE ITAUAN  Muiticenter, ONGOING 420 Grade 2 or greater cal
irradiated apheresis PLATELET TECHNOLOGY  nonrandomized, bieeding platelet ang
platelets in plosma} ASSESSMENT STUDY prospective Prevention of RBC transfusions
Slichter et af, (75] Amotosalen Impact single 32 patientsbut  Biceding time Ciand (3. 11.80) controfied study alloimmunization  transfusion
apheresis integrated  transfusion only 10 CClatih involving 2 centres interval
sets (apheresis an bieeding time completed Txinterval using Mirasol and allo-antibody
plateiets in plosma)  Crossover design crossover 2 using 1BS formation from
(28 days / Luminex assay
32 days) Pathogen Comparison of 2-3 ONGOING 40 Thromboelastogram  Adverse events
Simonsen et 0f. [76]  Amotosalen BC RCT single Tx with ~ 11/9 CCl1h Haemostatic Reduction - Extended  days and then measurements and - bleeding
7 days storage noninferiority of {7 days / scare Storage Study (PRESS), 7 days stored correfation with CCl - CCI
increments (pooled 15% design 7 days) Adverse events Denmark [3, 11, 80] reference and
BC platelets Tx interval Mirasof platelets
in T-sol, 65%
gamma irradioted} BC. buffy coat.
TESSI Amotosalen 6 &7 RCT; < 3000 1007101 CClih C-1h
Lozano et af. [77) days platelets noninferiority (6:8d/6:8d) CCiand Clat24 h treatment. The 1BS arm was curtailed early due to excess significantly different for the two arms. Further studies of
(1BS} (86% pooled Singte transfusion Interval to next Tx bleeding, including WHO grade 1 bleeds, often regarded as Mirasol platelets are planned in the Netherlands, Italy and
BC, 14% Haemaostatic score B clinically insignificant. Low rates of grade 2 bleeding (6- Denmark [3, 11, 80}.
apheresis platelets Red cells Transfused 7% vs ~60%j [84} compared with most trials [73, 77, 85-87} About 600 000 IBS platelets have been transfused vs
in T-Sol or Acute transfusion were observed. Differences were noted (intention to treat 10 000 Mirasol® units {3, 11]. Safety surveillance reports
SSP additive, reactions analysis) for 1h-CCI (17 100 vs 15 300, vs 11 400), the IBS  for IBS product include use in Belgium, France, Spain, Nor-
;j:i‘::ﬂ: data being 31% lower. However, confidence limits were way and Italy {88-90]. Comparison of component usage,
149% for test) within the prespecifﬁd 20% noninferiority margin. including RBC transfusions, during introduction of IBS
HOVON Amotosalen 1-7 42dor5Txstudy  97/94/85 cClth Bleeding score BS arm The only Mirasol® trial (Miracle) [79] compared 1h-CCI platelets into routine use has revealed no significant change
Kerkhoffs et af. (78] days pooled BC RET, 20% (4 doys / Clin curtailed early in 110 patients given reference or treated platelets stored in either Belgium or France [91, 92]. Reports from Germany
{plasma vs PAS noninferiority 38 days / Cland CCl 24h up to 5 days (20% noninferiority limit). The study failed the and Switzerland are also encouraging [93, 94]. French
vs 1BS) {pooled 4 doys) Tx intervat noninferiority end-point (mean 1h-CC! reduced by 24% annual haemovigilance reports include adverse events
BC platelets in Red cell and

plasma or T-sof}

platelet usage
Adverse Events

© 2012 The Author(s)
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from 16 939 to 11 725) and, although it was a small study,
bleeding scores (any WHO bleed grade from 1 to 4) were
different: 59% of Mirasol product recipients bled vs 43%
for reference. Neither this, nor RBC or platelet usage, were

© 2012 The Author{s)
Vox Sanguinis © 2012 International Society of Blood Transfusion
Vox Sanguinis (2013) 104, 183-199

(mainly allergic) for plasma and platelets. These are lower
for IBS platelets stored in additive solution than for platelets
in plasma (10-15 per 100 000}, while MB plasma (~7 per
100 000]) rates were higher than IBS or SD plasmas [95].
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The observations of reduced CI for PI platelets with little
impact on haemostasis (73] are consistent with the PLADO
trial which reported no difference in haemostasis between
high, medium and low dose groups of platelet recipients
{87]. In contrast, a rhe\a—analysis of Pl platelet trials {96]
reported reduced increments and haemostatic efficacy. The
increment data is consistent with most individual trials
[97), current study designs suggesting a 20% reduction in
increment is acceptable. The increased bleeding tendency
reported [96] has not been observed in IBS trials with this
primary end-point (the major one, SPRINT, having a nonin-
feriority design) or in a subsequent meta-analysis [98]. That
point is partially conceded in a later report by the same
author, no excess bleeding being found for IBS products
[99]. Inclusion of grade 1 bleeds, possibly predictive of
more severe bleeding, and period of observation are poten-
tial confounders [98, 100]. The absence of change in plate-
let, RBC or plasma use in services adopting PI, suggests no
gross changes in haemostatic efficacy [91, 92].

Qutcomes from recent meetings on pathogen
inactivation and its implementation

The 2007 Canadian PI consensus conference concluded PI
was worth pursuing, particularly to safeguard against
emerging infections [101). The IBS system allowed mainte-
nance of platelet supply in Réunion during a Chikungunya
virus outbreak [102]. A 2010 meeting in Strasbourg of Pl
companies, blood services and regulatory agencies (3]
emphasized the increasing adoption of PI in Europe.
Sixteen countries have either partially or completely
adopted plasma PI; 13 platelet PL. MB and SD plasmas are
the only PI components licensed in Canada, with evalua-
tions ongoing in Japan. The UK SABTO committee recom-
‘mended that PI platelets not be introduced in 2010 [103].
The AABB published a 2010 monograph on available tech-
nologies and implementation experience {104].

Regulatory aspects

Despite sales exceeding 1 000 000 IBS kits, no component
Pl technologies are licensed by the FDA. There is a

Table 7 Solvent Detergent Plasma Cost-Effectiveness studies

continuing discussion about the design of pivotal platelet
Pi trials with the FDA. A number of PI technologies are CE
marked (marketing authorization} in Europe, where Octa-
Plas® is licensed as a pharmaceutical. P companies tended
to gain CE marking using the medical devices directive
class IIb route but there is now a strong trend towards class
11} registration, which requires regulatory review of pre-
clinical and ciinical data (Table 1).

Individual European countries require marketing autho-
rization at national (France, Switzerland) or regional (Ger-
many) level. Approval by - insurance (Belgium) or
government funders (UK) may also be required.

Methods, including chromatographic assay of amotosa-
len photodegradation products [105], use of UV sensitive
labels {106] and PCR inhibition assays [107], have been
established to confirm completion of processing on individ-
ual units.

Cost-effectiveness

Table 7 summarizes published data on the cost-effective-
ness of SD plasma. These do not take account of reducing
bacterial or emerging infections. They do illustrate the sig-
nificant impact of reduced TRALI risk (due to dilution of
causative antibodies in the large plasma pools used [45]) on
cost-effectiveness for this product [111), although male-
only plasma provides an alternative. The TRALI benefit
would not apply to single donor products and it not yet
clear if it does for minipools (6-10 donations), as used in
the [BS-treated, plasma minipool product PLASMIX
[112, 113), '

Cerus developed costing models, including bacterial
and emerging infection risks, and applied these in Japan,
Belgium, Netherlands and USA [114-117). Independent
assessments have also been published. Custer ef al. [118]
considered whole blood, as well as plasma and platelet,
PI approaches and assessed infections, TA-GVH, febrile
reactions and transfusion induced immune modulation,
concluding the cost per Quality Adjusted Life Year
remained above $1 million for most patient groups, well
above usually accepted limits. However, at the 2011
AABB conference, he included emerging infections

Study : Mean Cost per QALY (US$) (Range) Comment

Aubuchon & Birkmeyer [108]
Jackson et al. [108)

$289 300 {All > $55 300)

$9 743 000 (All>$2 800 000)

Pereira [110] $2 156 398 ($710 000-$7 600 000}

Reidler et al. [111] $90 000 {(approx £50 000:) (£12 335-£99 005)

1 unit prolongs fife 35 min

1 unit prolongs life 71 min
Includes TRAL! avoidance
{1 in 3500 with 10% mortality)

© 2012 The Author(s)
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modelled on HIV or West Nile virus, concluding: ‘Patho-
gen Reduction Technology would be “a bargain’. For an
acute agent the cost-effectiveness would be very favourable
within the blood safety context. Meanwhile, for a chronic
agent of similar prevalence there would be substantial cost
savings based on avoided health-care (and litigation)
costs” [119].

Future directions

Development of RBC PI

Photoinactivation methods for optically dense RBC requires
high doses of UV light, dilution or use of thin layers of
product. Cerus have developed an alternative purely chemi-
cal approach. Their $-303 compound (Fig. 2) is a FRangible
Anchor-Linker-Effector(FRALE) compound [120] designed
to react quickly at neutral pH after binding NA but also to
decompose, through hydrolysis of a strategic Linker bond.
This separates the NA-reactive part from the NA-binding
group and generates a compound with reduced affinity for
NA. Initial clinical experience demonstrated efficacy in
patients undergoing cardiovascular surgery, but antibodies
to treated RBC formed in two multitransfused patients,
without clinical consequence. The process has now been
revised, using the same compounds but increased levels of
protectant glutathione (going from 2 to 20 mM) to mini-
mize side reactions and is restarting efficacy Phase I
patient trials [121]. Preclinical toxicology (Table 2) [32] is
acceptable and inactivation of pathogens is reported as
similar to those shown in Table 3 [122].

Amotosalen (S-59)

N
H:C\ﬁ‘ﬂsn o CHa

!
CHy CI" CHy

Methylene Blue

Fig. 2 Structures of Amotosalen, $-303 and its degradation product $-300,

© 2012 The Author(s)
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TerumoBCT’s Mirasol® technology is being developed
for the treatment of whole blood through adjustment of the
dose from 6 J/mLpasma for platelets and plasma to
80 J/mLggc for whole blood [123-125].

Table 8 summarizes PI RBC studies in man {126-130}.
The 2003 finding of antibodies to treated RBC in
multitransfused patients curtailed all clinical studies on PI
RBC at that time. The Cerus revised, second-generation
S-303 process demonstrated equivalent 24-h recovery to
conventional RBC after 35 days of storage, iz vitro charac-
teristics meeting EU and US RBC standards and will be used
in Phase 3 patient efficacy studies {127].

Recovery and survival swdies of RBC from whole blood
(WB/ processed using Mirasol® technology found signifi-
cant loss of viability associated with UV doses required to
achieve PI [128). For existing RBC PI processes, which have
yet to be finalized or licensed, shelf life may be reduced to
35 days (S-303) or possibly even <28 days {extrapolated
from Mirasol® data: Table 8) [126-128].

Studies on plasma and platelets from treated WB have
yet to be reported.

Use of such an approach in forward military settings
may be less restricted, with continued military interest in
this field (R Goodrich, TerumoBCT BCT, personal communi-
cation). The US Department of Defence has also funded WB
PI studies with 5-303 since 2002 [122]). .

Other directions

The 2009 National Heart, Lung and Blood Institute
workshop on research opportunities in blood component

Ho ©, o

S-303 * 2HCI $-300 » HCI

o

HaC. N,

AL
CHy

Riboflavin

Methylene Blue and Riboflavin.
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Table 8 Red Celf Studies

Study type Study design Patients Reference
24-h Recovery (version Two period, cross over study 42 Rios
15-303) et of. [126]
24-h Recovery {version Single arm, with some subjects having 28
15-303) prior exposure to $-303 treated RBCs

Phase 1 safety and
tolerability (version
15-303)

Recovery and Life span Two period crossover study design 29
(version 15-303)

Singte-arm safety evaluation of full 10
unit transfusions

Phase 3 Acute anaemia Efficacy and safety of allogeneic
(version 15-303) transfusions. Noninferiority design.

Test 82% vs 85% 24 h recovery
at 35 days [half-life 33 days
for test and 40 days reference)

200 but stopped at 148 Benjamin
{74 + 74) Primary et al. [129)

end-point met

Phase 3 Chronic Efficacy and safety of allogeneic 50 but stopped at 26 Contan
anaemia transfusions. Two period crossover et al. {130)
{version 15-303) study. Noninferiority design,

Recovery and Two period crossover study 27 88% vs 90% 24 h recovery at Cancelas
Life Span (version 35 days (half-life 37 days et at [127)
2,5-303) for test and reference)

Recovery and Life Recovery and Life span. Dose ranging n 50-73% 24 h recovery at 42 Cancelas
span whole days (half-life 10-35 days} et af. [128]

blood treated
with Ribofiavin
& UV

“Resuits reported for 4 volunteers each at 22 and 33 J/ml gy, and 3 at 44 J/ml ggc

Latest reports for whole blood cite using a dose of 80 J/ml gge [123-125]

PI identified two fundamental questions, among others
{131]:

First, could PI be applied to whole blood, making it more
affordable and easier to implement? Based on preliminary
data [126-128), this remains challenging and may be lim-
ited to whole blood use in military applications with mini-
mal storage (see section Development of RBC PI).

Second, can Pl render components ‘virtually leucode-
pleted’, with savings and improvements from filters facili-
tating Pl introduction? Data from the TRAP trial, which
found equivalent reductions in alloimmunization for leu-
codepleted and UVB-treated platelets, are promising [132].
Encouraging data from Belgium show alloimmunization
with IBS platelets was reduced, despite use of non-PI leuco-
filtered RBC [133].

Since 1990, significant progress has been made in PI
technology. In routine use, the anticipated benefits of PI
become tangible, offering hope for an even safer blood sup-
ply. For example, French haemovigilance reports found no
cases of sepsis associated with use of IBS platelets
{0/104 118 between 2006 and 2011, whereas 33, including
5 deaths, were observed in conventional platelets recipients

(33/1 466 478), corresponding to O and 22'5 cases per
million [95].

Where IBS plasma and platelet PI has been adopted, there
has been little change in component usage, and the PI pro-
cess has secured microbiological safety from viruses and
bacteria. Concerns about adverse toxicological and immu-
nological effects seem unfounded. Eilsewhere cost of PI
remains a concern, but PI inactivation of leucocytes can
substitute for gamma-irradiation and leucodepletion.
Together with the security against emerging pathogens,
these considerations increasingly make Pl technologies
good value.

Acknowledgements

Chris Prowse is the only author of this review and is
responsible for its entire content.

Declaration of Interest

The author received support from Cerus Corporation during
the period this review was written.

© 2012 The Author(s}
Vox Sanguinis © 2012 International Society of Blood Transfusion
Vorx Sanguinis (2013) 104, 183-199

Component pathogen inactivation 195

References

1 Horowitz B, Bonomo R, Prince AM, et
al.; Solvent/detergent-treated plasma:
a virus-inactivated substitute for fresh
frozen plasma. Blood 1992; 79:826-
831

Prowse CV: Pathogen inactivation of
blood components. Transfus Alternat
Transfus Med 2008; 10:139-146
Council of Europe, European Commit-
tee (Partial Agreement) on Blood
Transfusion (CD-P-TS}, Symposium on
Implementation of Pathogen Reduc-
tion Technologies for Blood Compo-
nents  September 2010 Executive
Summary  available at:  http:f/
www.edqm.eu/medias/fichiers/Execu-
tive_Summary_Pathogen_Reduc-
tion.pdf Accessed 5th November 2011
Corash L: Pathogen reduction technol-
ogy: methods, status of clinical trials,
and future prospects. Curr Hematol
Rep 2003; 2:495-502
Wollowitz S: Targeting DNA and RNA
in pathogens: mode of action of amo-
tosalen HCL Transfus Med Hemother
2004; 31{Suppl 1}:11-16

Kumar V, Lockerbie O, Keil SD, ef al.:
Riboflavin and UV-light based patho-
gen reduction: extent and consequence
of DNA damage at the molecular level.
Photochem Photobiol, 2004; 80:15-21
Picker SM, Steisel A, Gathof BS: Cell
integrity and mitochondrial function
after Mirasol-PRT treatment for patho-
gen reduction of apheresis-derived
platelets: results of a three-arm in vitro
study. Transfus Apheres Sci 2009;
40:79-85
8 Goodrich RP, Edrich RA, Li J, et al:
The Mirasol PRT system for pathogen
reduction of platelets and plasma: an
overview of current status and future
trends. Transfus Apher Sci 2006;
35:5-17
Marschner S, Fast LD, Baldwin WM 111,
et al.: White blood cell inactivation

™

W

ES

wn

[

~

v}

after treatment with riboflavin and ~

ultraviolet light. Transfusion 2010;
50:2489-2498

10 Goodrich RP, Doane S, Reddy HL:
Design and development of a method
for the reduction of infectious patho-
gen load and inactivation of white

© 2012 The Authorls)

blood cells in whole blood products.
Biologicals 2010; 38:20-30

11 Marschner M, Goodrich R: Pathogen
reduction technology treatment of
platelets, plasma and whole blood
using Riboflavin and UV light. Trans-
fus Med Hemother 2011; 38:8-18

12 Lambrecht B, Mohr H, Kniiver-Hopf J,
¢t al.: Photoinactivation of viruses in
human fresh plasma by phenothiazine
dyes in combination with visible light.
Vor Sang 1991; 60:207-213

13 Williamson LM, Cardigan R, Prowse
CV: Methylene Blue treated fresh fro-
zen plasma: what is its contribution to
blood safety? Transfusion 2003;
43:1322-1329

14 Prowse CV: Pathogen inactivation of
blood components. Transfus Alternat
Transfus Med 2008; 10:139-146

15 Seghatchian J, Struff WG, Reichenberg
S: Main properties of the THERAFLEX
MB-plasma system for pathogen
reduction. Transfus Med Hemother
2011, 38:55-64

16 Mohr H, Steil L, Gravemann U, et al.:
A novel approach to pathogen reduc-
tion in platelet concentrates using
short-wave ultraviolet light. Transfu-
sion 2009; 49:2612-2624

17 Seltsam A, Miiller TM: UVC Irradiation
for pathogen reduction of platelet
concentrates and plasma. Transfus
Med Hemother 2011; 38:43-54

18 Trsch J, Lin L: Pathogen inactivation of
platelet and plasma blood components
for transfusion using the INTERCEPT
blood system™.  Transfus Med
Hemother 2011;38:19-31

19 Chavarin P, Cognasse F, Argaud C,
et al.: In vitro assessment of apheresis
and pooled buffy coat platelet compo-
nents suspended in plasma and SSP+
photochemically treated with amotos-
alen and UVA for pathogen inactiva-
tion (INTERCEPT Blood System™}. Vox
Sang 2011; 100:247-249

20 Moog R, Frohlich A, Mayaudon V,
et al: In vitro evaluation of single-
donor platelet concentrates using a
preparation set and pathogen inactiva-
tion over a storage period of five days.
J Clin Apheresis 2004; 19:185-191

21} Isola H, Kientz D, Aleil B, ef al.: In vitro
evaluation of Haemonetics MCS+
apheresis platelet concentrates treated

Vox Sanguinis © 2012 International Society of Blood Transfusion

Vox Sanguinis (2013) 104, 183-199

with photochemical pathogen inactiva-
tion following plasma volume reduc-
tion using the INTERCEPT Preparation
Set. Vor Sang 2006;90:128-130

22 Singh Y, Sawyer LS, Pinkoski LS,
et al. Photochemical treatment of
plasma with amotosalen and long-
wavelength ultraviolet light inacti-
vates pathogens while retaining coag-
ulation function. Transfusion 2006,
46:1168-1177

23 Wagner SJ, Skripchenko A, Myrup A,
et al.: Evaluation of in vitro storage
properties of pre-storage pooled whole
blood-derived platelets suspended in
100 percent ptasma and treated with
amotosalen and  long-wavelength
ultraviolet light. Transfusion 2009;
49:704-710

24 de Valensart N, Rapaille A, Goossena-

erts E, etal: Study of coagulation

function in thawed apheresis piasma

for photochemical treatment by amo-

tosalen and UVA. Vor Sang 2009;

96:213-218

El-Ekiaby M, Sayed MA, Caron C,

et al.: Solvent-detergent filtered (S/D-

F) fresh frozen plasma and cryoprecip-

itate minipools prepared in a newly

designed integral disposable process-

ing bag system. Transfus Med 2010;

20:48-61

26 Stérmer M, Vollmer T, Kleesiek K,
et al: Spore-forming organisms in
platelet concentrates: a challenge in
transfusion bacterial safety. Transfus
Med 2008; 18:371-376

27 Schmidt MS, Kapzrak B, Pfeiffer H-U,
et al.: Efficiency of the pathogen inac-
tivation System INTERCEPT under
experimental conditions. Vor Sang
2011; 101 {Suppl 1): 226-227. P367

28 Stormer M, Arroyo A, Brachert J,
et al.: Establishment of the first Inter~
national Repository for Transfusion-
Relevant Bacteria Reference Strains:
ISBT Working Party Transfusion-
Transmitted Infectious Diseases (WP-
TTID}, Subgroup on Bacteria. Vor Sang
2012; 102:22-31

29 Ciaravino V, McCullough T, Cimino G:
The role of toxicology assessment in
transfusion medicine.  Transfusion
2003; 43:1481-1492

30 Ciaravino V, McCullough T, Cimino G,
et al: Preclinical safety profile of

2

G



196 C.V.Prowse

plasma prepared using the INTERCEPT
Biood System. Vor Sang 2003; 85:171-
182
31 Ciaravino V, Hanover J, Lin L, eral:
Assessment of safety in neonates for
transfusion of platelets and plasma
prepared with amotosalen photochem-
ica! pathogen inactivation treatment
by a I-month intravenous toxicity
study in neonatal rats. Transfusion
2009; 49:985-994
32 North A, Ciaravino V, Mufti N, ef a/:
Preclinical pharmacokinetic and toxi-
cology assessment of red blood cells
prepared with S-303 pathogen inacti-
vation treatment. Transfusion 2011;
51:2208-2218
33 Lin L, Conlan MG, Tessman J, et al:
Amotosalen interactions with platelet
and plasma components: absence of
neoantigen formation after photo-
chemical treatment. Transfusion 2005;
45:1610-1620
34 Reddy HL, Dayan AD, Cavagnaro J,
et al.: Toxicity testing of a novel ribo-
flavin-based technology for pathogen
reduction and white blood cell inacti-
vation. Transfus Med Rev 2008;
22:133-153
35 Ambruso DR, Thurman G, Marschner
S, ¢t al.: Lack of antibody formation to
platelet neoantigens after transfusion
of riboflavin and ultraviolet light-trea-
ted platelet concentrates. Transfusion
2009; 49:2631-2636
36 Mohr H, Gravemann U, Bayer A, et al.:
Sterilization of platelet concentrates at
production scate by irradiation with
short-wave ultraviolet light. Transfu-
. sion 2009; 49:1956-1963
37 Ruane PH, Edrich R, Gampp D, et al:
Photochemical inactivation of selected
viruses and bacteria in platelet con-
centrates using riboflavin and light.
Transfusion 2004; 44:877-885
38 Stramer SL, Hollinger FB, Katz LM,
et al: Emerging infectious disease
agents and their potential threat to
transfusion safety. Transfusion 2009;
49{Suppl 2):15-295
39 Goodrich RP, Custer B, Keil S, eral.:
Defining “adequate” pathogen reduc-
tion performance for transfused blood
components. Transfusion 2010; 50:
1827-1837
40 Prowse CV, Murphy WG: Kills 99% of
known germs. Transfusion 2010;

50:1636-1639, correction Transfusion
2011;51: 447-448

Corash L, Lin L: Novel processes for
inactivation of leukocytes to prevent
transfusion-associated  graft-versus-
host disease. Bone Marrow Transplant
2004;33:1-7

Marschner S, Fast LD, Baldwin WM,
et al: White blood cell inactivation
after treatment with riboflavin and
ultraviolet light. Transfusion 2010;
50:2489-2498

Roback JD, Conlan M, Drew WL, ez al.:
The role of photochemical treatment
with amotosalen and UV-A light in the
prevention of transfusion-t

4

4

e

4

e}

v

photochemically treated with amotos-
alen (5-59) and UV light compared to
FFP in healthy volunteers anticoagu-
lated with warfarin. Transfusion 2002;
42:1302-1307

Hambleton J, Wages D, Radu-Radule-
scu Lef al.: The Kinetics of Proteins C
& S Activity are Retained in INTER-
CEPT Plasma (IFFP) poster at Paris IST
Congress July, 2001 (abstract)

de Alarcon P, Benjamin R, Dugdale M,
et al; Fresh frozen plasma prepared
with amotosalen HCl (S-59} photo-
chemical pathogen inactivation: trans-
fusion of patients with congenital

c lation factor deficiencies. Trans-

cytomegalovirus infections. Transfus
Med Rev 2006; 20:45-56

44 Mintz PR: Cesium cessation? An
advantage of pathogen reduction
treatments. Transfusion 2011;
51:1369-1376

45 Prowse C: Pathogen inactivated
plasma. Transfus Med Rev 2009;
23:124-133

46 AFSSAPS (Agence frangaise de sécurité
sanitaire des produits de santé). L'Afss-
aps recommande {'arrét progressif de
l'utilisation du plasma thérapeutique
traité par le bleu de méthylene -
Communigué {12/10/2011). http:/fwww.
Afssaps.frilnfos-de-securite/Communi
ques-Points-presse/L-Afssaps-recom
mande-l-arret-progressif-de-1-utilisa-
tion-du-plasma-therapeutique-trajte~
par-le-bleu-de-methylene-Communi-
que/{tanguage)/fre-FR (downloaded 6th
November 20114).

47 AuBuchon JP, Herschel L, Roger J,
er al.: Efficacy of apheresis platelets
treated with riboflavin and ultraviolet
light for pathogen reduction. Transfu-
sion 2005; 45:1335-134)

48 Snyder E, Raife T, Lin L, ef al.: Recov-
ery and life span of 111-indium-radio-
labeled platelets treated with pathogen
inactivation with amotosalen HCl
(5-59) and ultraviolet A light. Transfu-
sion 2004, 44:1732-1740

49 Picker SM, Schneider V, Oustianskaia
L, et al.: Celf viability during platelet
storage in correlation to cellular
metabolism after different pathogen
reduction technologies. Transfusion
2009; 49:2311-2318

50 Hambleton J, Wages D, Radu-Radulescu
L, et al.: Pharmacokinetic study of FFP

w
et}

54

Sfusion 2005; 45:1362-1372

Mintz PD, Bass NM, Petz LD, et al:
Photochemically treated fresh frozen
plasma for transfusion of patients with
acquired coagulopathy of liver disease.
Blood 2006; 107:3753-3760

Mintz PD, Neff A, MacKenzie M, ez al.:
A randomized, controlled Phase I trial
of therapeutic plasma exchange with
fresh-frozen plasma (FFP) prepared
with amotosalen and ultraviolet A light
compared to untreated FFP in throm-
botic  thrombocytopenic  purpura.
Transfusion 2006; 46:1693~1704
Horowitz MS, Pehta JC: SD Plasma in
TTP and coagulation factor deficien-
cies for which no concentrates are
available. Vor Sang 1998; 74(Suppl 1)
231-235

Pehta JC: Clinical studies with solvent
detergent-treated products. Transfus
Med Rev 1996; 10:303-311
Wiliiamson LM, Llewelyn CA, Fisher
NC, efal: A randomized trial of
solvent/detergent-treated and stan-
dard fresh-frozen plasma in the coag-
ulopathy of liver disease and liver
transplantation.  Transfusion 1999;
39:1227-1234

Wieding JU, Rathgeber J, Zenker D,
et al.: Prospective randomized and
controlled study on solvent/detergent
versus methylene blue/light virus-
inactivated plasma. Transfusion 1999;
39 {suppl}:23s (abstract).

Beck KH, Mortelsmans Y, Kretschmer
VV, etal: Comparison of sol-
vent/detergent-inactivated plasma and
fresh frozen plasma under routine clin-
ical conditions. Infusionsther Transfu-
sionsmed 2000; 27:144-148

© 2012 The Author(s)

Vox Sanguinis © 2012 International Society of Blood Transfusion

Vor Sanguinis (2013) 104, 183-199

Component pathogen inactivation 197

60 Lerner RG, Nelson J, Sorcia E, ef al:

Evaluation of solvent/detergent-trea-

ted plasma in patients with a pro-

longed prothrombin time, Vor Sang

2000;79:161-167

McCarthy LJ: The experience of treat-

ing patients with thrombotic thrombo-

cytopenic  purpura  with  solvent

detergent plasma. Br J Haematol

2006;133:107 author reply 108 (letter)

62 de la Rubia J, Arriaga F, Linares D,
et al.: Role of methylene blue-treated
fresh frozen plasma in the response to
plasma exchange in patients with
thrombotic thrombocytopenic  pur-
pura. Br J Haematol 2001; 114:721-
723

63 Alvarez-Larren A, Del Rio J, Ramirez
C, et al.: Methylene blue-photoinacti-
vated plasma vs. fresh-frozen plasma
as replacement fluid for plasma
exchange in thrombotic thrombocyto-
penic purpura. Vor Sang 2004;
86:246-251

64 del Rio-Garma J, Alvarez-Lamrdn A,
Martinez  C, - efal: Methylene
blue-photoinactivated plasma versus
quarantine fresh frozen plasma in
thrombotic thrombocytopenic purpura:
amulticentric, prospective cohortstudy.
BrJHaematol2008;143:39-45

65 Renaudier P, Schlanger S, Mai MPV,
et al: Epidemiology of transfusion
related acute fung injury in France:
preliminary results. Transfus Med
Hemother. 2009; 35:89-91

66 del Rio-Garma J, Pereira A, Arroyo JL,
et al.: ADAMTS-13 activity and von
Willebrand factor levels in methylene-
blue photo-inactivated plasma pro-
cessed by either the Springe method or
an ‘'in house’ system. Vor Sang 2008;
95:101-105

67 Ozier Y, Samain E, Gillon M-C; et al.:
Plasma Transfusion in Liver Trans-
plantation. http://www.ClinicalTri-
als.gov, ClinicalTrials.gov Identifier:
NCT00235183. July 1, 2011. viewed
27th Dec 2011

68 Bartelmaos T: S14-3 - Comparaison de
'efficacité clinique de trois plasmas
sécurisés sur le plan viral soit par trait-
ement chimique soit par guarantaine
dans le cadre des transplantations
hépatiques oral presentation. Congres
de la Société Frangaise de Transfusion
Sanguine, Lyon 4-6 Mai 2011 poster

6

© 2012 The Author{s)

S$14-3  http://www.sfts.asso.fr/index.
php?option=com_contentétview=arti-
clettid=92-
&ltemid=80

69 Dewachter P, Castro S, Nicaise-Roland
P, efal: Anaphylactic reaction after
methylene blue-treated plasma transfu-
sion. BrJ Anaesth 2011; 106:687-689

70 Nubret K, Delhoume M, Orsel I, e al.:
Anaphylactic shock to fresh-frozen
plasma inactivated with methylene
blue. Transfusion 2011; 51:125-128

71 Cazenave JP, Waller C, Kientz D, et al.:
An active hemovigilance program
characterizing the safety profile of
7483 transfusions with plasma compo-
nents prepared with amotosalen and
UVA photochemical treatment. Trans-
fusion 2010; 50:1210-1219

72 van Rhenen D, Gulliksson H, Cazenave
JP, ef al.: Transfusion of pooled buffy
coat platelet components prepared
with photochemical pathogen inacti-
vation treatment: the euroSPRITE trial.
Blood 2003; 101:2426-2433

73 McCullough J, Vesole DH, Benjamin
RJ, et al: Therapeutic efficacy and
safety of platelets treated with a photo-
chemical process for pathogen inacti-
vation: the SPRINT Trial. Blood 2004;
104:1534-1541

74 Janetzko K, Cazenave JP, Kliter H,
et al.: Therapeutic efficacy and safety
of photochemically treated apheresis
platelets processed with an optimized
integrated set. Transfusion 2005;
45:1443-1452

75 Slichter SJ, Raife TJ, Davis K, ef al.:
Platelets photochemically treated with
amotosalen HCI and ultraviolet A light
correct prolonged bleeding times in
patients  with  thrombocytopenia.
Transfusion 2006; 46:731-740

76 Simonsen AC, Johansson PI, Conlan
MG, et al.: Transfusion of 7-day-old
amotosalen photochemically treated
buffy-coat platelets to patients with
thrombocytopenia: a  pilot study.
Transfusion 2006; 46:424-433

77 Lozano M, Knutson F, Tardivel R, ez
al.: A multi-centre study of therapeutic
efficacy and safety of platelet compo-
nents treated with amotosalen and
ultraviolet A pathogen inactivation
stored for 6 or 7 d prior to transfusion.
Br J Haemarol 2011; 153:393-
401

Vox Sanguinis © 2012 International Society of Blood Transfusion

Vor Sanguinis (2013) 104, 183-199

78 Kerkhoffs JL, van Putten WL, Novotny
VM, efal: Clinical effectiveness of
leucoreduced, pooled donor platelet
concentrates, stored in plasma or addi-
tive solution with and without patho-
gen reduction. Br J Haemarol 2010;
150:209-217

79 The Mirasol Clinical Evaiuation Study
Group. ({Cazenave J-P; Folléa G,
Bardiaux L, ef 2l.): A randomized con-
trolled clinical trial evaluating the per-
formance and safety of platelets
treated with MIRASOL pathogen
reduction technology. Transfusion
2010; 50: 2362-2375.

80 Goodrich R: Clarify the negatives of
the MIRASOL non-inferiority trial.
Transfusion 2011;51:1362-1364

81 Davis KB, Slichter SJ, Corash L: Cor-
rected count increment_and percent
platelet recovery as measures of post
transfusion platelet response: problems
and a solution. Transfusion 1999;
39:586-592

82 van Rhenen DJ, Gulliksson H, Cazenave
JP, et al.: Therapeutic efficacy of pooted
buffy-coat platelet components pre-
pared and stored with a platelet additive
solution. Transfus Med 2004; 14:289-
295

83 Snyder E, McCuilough J, Slichter SJ,
et al.: Clinical safety of platelets pho-
tochemicatly treated with amotosalen
HC! and ultraviolet A light for patho-
gen inactivation: the SPRINT trial.
Transfusion 2005; 45:1864~1875

84 Murphy S, Snyder E, Cable R, eral:
Platelet dose consistency and - its
effect on the number of platelet
transfusions for support of thrombo-
cytopenia: an analysis of the SPRINT
trial of platelets photochemically
treated with amotosalen HCi and
ultraviolet A light, Transfusion 2006;
46:24-33

85 Kerkhoffs J-LH: Evaluation of platelet
transfusion clinical trials - response to
Corash & Sherman. Br.J Haematol.
2011;153:531-532

86 Corash L, Sherman CD: Evaluation of
platelet transfusion clinical trials. Br
J Haematol 2011; 153:529-531

87 Slichter $J, Kaufman RM, Assmann SF,
et al: Dose of prophylactic platelet
transfusions and prevention of hemor-
rhage. N Engl J Med 2010; 362:600-
613



198 C.V.Prowse

88 Osselaer JC, Messe N, Hervig T, er al:
A prospective observational cchort
safety study of 5106 platelet transfu-
sions with components prepared with
photochemical pathogen inactivation
treatment. Transfusion 2008;
48:1061-1071

Cazenave JP, Waller C, Mendel 1, er al.:
Clinical experience with pathogen
inactivation of platelet components for
transfusion support; in Scharf RE {ed.):
Progress and Challenges in Trans-
fusion Medicine, Haemostasis and
Hemotherapy. Basel, Karger, 2008:
248-263.

90 Cazenave JP, Waller C, Kientz D, er a/.:
An active hemovigilance program
characterizing the safety profile of
7483 transfusions with plasma compo-
nents prepared with amotosalen and
UVA photochemical treatment. Trans-
fusion 2010; 50:1210-1219

Osselaer JC, Doyen C, Defoin L, ez al.:
Universal adoption of pathogen inacti-
vation of platelet components: impact
on platelet and red blood cell compo-

3
o

[

nent use. Transfusion 2009; 49:1412-.

1422

92 Cazenave JP, Isola H, Waller C, ¢t al.:
Use of additive solutions and pathogen
inactivation treatment of platelet com-
ponents in a regional blood center:
impact on patient outcomes and com-
ponent utilization during a 3-year per-
iod. Transfusion 2011; 51:622-629

93 Schlenke P, Hagenah W, Trsch J, er al.:

Safety and ciinical efficacy of platelet

components prepared with pathogen

inactivation in routine use for throm-
bocytopenic patients. Ann Hematol
2011,90:1457-1465

Infanti L, Stebler C, Job S, eral:

Pathogen-inactivation of platelet com-

ponents with the INTERCEPT Blood

System™: a cohort study. Transfus

Apher Sci. 2011;45:175-181

AFSSAPS annual haemovigilance

reports for 2009-2011 available via

http:/fwww.afssaps.fr/Activites/Hemo-
vigilance/Hemovigilance/(offset)/0

visited 18th May 2012.

96 Vamvakas EC: Meta-analysis of the
randomized controlted trials of the he-
mostatic efficacy and capacity of path-
ogen-reduced platelets. Transfusion
2011;51:1058-1071

3
&

o
v

97 Corash L. The hemostatic efficacy of
platelet components prepared with
pathogen inactivation. Transfusion
2011; 51: 1355-1356. Vamvakas EC,
reply Transfusion 2011; 51: 1356-
1359

98 Cid J, Esolar G, Lozano M. Therapeutic
efficacy of platelet components treated
with amotosalen and ultraviolet A
pathogen inactivation method: results
of a meta-anatysis of randomized con-
trolled trials. Vor Sang 2012;
103:322-330

99 Vamvakas EC: Meta-analysis of the

studies of bleeding complications of

platelets pathogen-reduced with the

Intercept system. Vor Sang 2012;

102:302-316

Sherman C, Reed W, Corash L: Assess-

ment of hemostasis in platelet transfu-~

sion clinical trials with differential

follow-up, SP385. Transfusion 20171;

51(Supp! 3):188A

101 Klein HG, Anderson D, Bernardi MJ,
et al.: Pathogen inactivation: making
decisions about new technologies.
Report of a consensus conference.
Transfusion 2007, 47:2338-2347

102 Rasongleés P, Angelini-Tibert MF,
Simon P, et al.: Transfusion of platelet
components prepared with phato-
chemical pathogen inactivation treat-
ment during a Chikungunya virus
epidemic in Ile de La Réunion. Trans-
fusion 2009; 49:1083-1091

103 Advisory Committee on the Safety of
Blood Tissues & Organs (SABTO). Sum-
mary of the Ninth Meeting, 27 January
2010 available at http:/fwww.dh.go-
v.uk/prod_consum_dh/groups/dh_dig-
italassets/ @dh/@ab/documents/digit-
alasset/dh_112479.pdf Accessed 5th
November 2011.

104 AuBuchon JP, Prowse CV (eds). Patho-
gen Inactivation: The Penultimate Par-
adigm Shift. Bethesda, MD, AABB
Press, 2010, 294, ISBN: 978-1-56395-
309-5

105 Liu W, Cimino GD, Corash L, eral:
The extent of amotosalen photodegra-
dation during photochemical treat-

t

=3
=3

ment of platelet components correlates
with the level of pathogen inactiva-
tion. Transfusion 2011; 51:52-61

106 Isola H, Brandner D, Cazenave JP,
et al.: Monitoring photochemical path-
ogen inactivation treatment using

amotosalen and ultraviolet-A light:
evaluation of an indicator label. Vor
Sang 2010; 99:402

107 Allain JP, Hsu J, Pranmeth M, et ai.:
Quantification of viral inactivation
by photochemical treatment with
amotosalen and UV A light, using a
novel polymerase chain reaction
inhibition method with preamplifica-
don. J [Infect Dis 2006; 194:
1737-1744

108 AuBuchon JP, Birkmeyer JD: Safety
and cost-effectiveness of solvent-
detergent—treated plasma. In search of
a zero-Tisk blood supply. JAMA 1994;
272:1210-1214

109 Jackson BR, AuBuchon JP, Birkmeyer

JD: Update of cost-effectiveness analy-

sis  for solvent-detergent treated

plasma. J Am Med Assoc 1999; 282:

329-330

Pereira A: Cost-effectiveness of trans-

fusing virus-inactivated plasma instead

of standard plasma. Transfusion 1999;

39:479-487

Riedler GF, Haycox AR, Duggan AK,

et al.: Cost effectiveness of solvent/

detergent-treated fresh-frozen plasma.

Vox Sang 2003; 85:88-95

De Valensart N, Rapaille A, Meuter R,

et al.: Plasma from whole blood trea-

ted with INTERCEPT Platelet process-
ing set. Vos Sanguinis 2010; 99 (Suppi

s1}: 240. Poster P-0399

Sailliol A. Mise au point et perspectives

sur le plasma lyophilisé. Congres de la

Société Frangaise de Transfusion San-

guine, Lyon 4-6 Mai 201 1. oral presen-

tation SOr3-1 http:/{www.sfts.asso.fr/
index.php?option=com_contentétview
=articleftid=92¢tItemid=80.

114 Staginnus U, Corash L: The economics
of pathogen inactivation technology
for platelet concentrates in Japan.
Int J Hematology 2004; 80:317-324

115 Moeremans K, Warie H, Annemans L:
Assessment of the economic vatue of
the INTERCEPT blood system in Bel-
gium. Transfus Med 2006; 16:17-30

116 Postma MJ, van Hulst M, De Wolf JT,
et al.: Cost-effectiveness of pathogen
inactivation for platelet transfusions in
the Netherlands. Transfus Med 2005;
15:379-387

117 Bell CE, Botteman MF, Gao X, et al:
Cost-effectiveness of transfusion of
platelet components prepared with

1

a

1

1

Y}

1

)

© 2012 The Author(s)

Vox Sanguinis © 2012 International Society of Blood Transfusion

Vor Sanguinis (2013) 104, 183-199

Component pathogen inactivation 199

pathogen inactivation treatment in the
United States. Clin Ther 2003; 25:
2464-2486

118 Custer B, Agapova M, Martinez RH:
The cost-effectiveness of pathogen
reduction technology as assessed using
a multiple risk reduction model. Trans-
fusion 2010; 50:2461-2473

119 Boyer I: Pathogen Reduction: Worth
the Effort? A report from the AABB
annual meeting 2011. downloaded 7th
Nov 2011 http://www.aabb.org/events/
annualmeeting/attendees/64amonline/
Pages/tuesday_pathogen.aspx.

120 Henschler R, Seifried E, Mufti N:
Development of the S-303 pathogen
inactivation technology for red blood
cell concentrates. Transfus Med He-
mother 2011; 38:33-42

121 Cook D, Merritt JE, Nerio A, et al.:
Frangible compounds for pathogen
inactivation, US Patent US 6,514,987
BI. Feb.4th, 2003,

122 Mufti NA, Erickson AC, North AK,
et al.: Treatment of whole blood (WB)
and red blood cells (RBC) with S-303

dnactivates pathogens and retains in

vitro quality of stored RBC. Biologicals
2010; 38:14-19

123 Pidcoke HF, Delgado KK, Mora AG,
et al.: Pathogen reduction in whole
blood with riboflavin and ultraviolet

© 2012 The Author(s)

124

125

126

127

128

129

light does not affect platelet count or
function. Transfusion 2011: 51 {Suppl. 3):
64A poster SP60.

Reddy H, Doane S, Marschner S, ef al.:
Riboflavin- and-UV-light-treated whole
blood stored at room temperature for
twenty-four hours compared to paired
controls, Transfusion 2011; 53{Suppl 3):
72A-73A poster SP79

Tonnetti L, Thorp M, Reddy HL, et al.:
Evaluation of Babesia microti Reduc-
tion with the Mirasol® System for
Whole Blood. Transfusion 2011;
51{Suppl 3):27A.poster SP60-030F
Rios JA, Hambleton J, Viele M, er a/.:
Viability of red cells prepared with
5-303 pathogen inactivation treatment.
Transfusion 2006;46:1778-1786
Cancelas JA, Dumont LJ, Rugg N,
et al.: Stored red blood cell viability is
maintained after treatment with a sec-
ond-generation S-303 pathogen inac-
tivation process. Transfusion 20i1;
51:2367-2376

Cancelas JC, Rugg N, Fletcher D, ef al.:
In vivo viability of stored red blood
cells derived from riboflavin plus
ultraviolet light-treated whole blood.
Transfusion 2011; 51:1460-1468
Benjamin RJ, McCullough J, Mintz PD,
et al.: Therapeutic efficacy and safety
of red blood cells treated with a

Vox Sanguinis © 2012 International Society of Blood Transfusion

Vox Sanguinis (2013) 104, 183-199

chemical process (S-303) for pathogen
inactivation: a Phase I1I clinical trial in
cardiac surgery patients. Transfusion
2005; 45:1739-1749
130 Conlan MG, Stassinopoulos A,
Garratty G, ef al.: Antibody formation
to 5-303-treated RBCs in the setting of
chronic RBC transfusion f{abstract].
Blood 2004;104:112-113(382).
Klein HG, Glynn SA, Ness PM, et al.:
Research opportunities for pathogen
reduction/inactivation  of  blood
components: summary of an NHLBI
workshop.  Transfusion 2009; 49:
1262-1268
132 The Trial to Reduce Alloimmunization
to Platelets Study Group: Leukocyte
reduction and ultraviolet B irradiation
of platelets to prevent alloimmuniza-
tion and refractoriness to platelet
transfusions. N Engl J Med 1997;
337:1861-1869
Ossetaer JC, Vandendaele M-C, Guldenp-
fennig M, efal: Influence on HLA
alloimmunisation frequency in hema-
tology patients supported with INTER-
CEPT pathogen inactivated (PI) platelet
components (PC). Transfusion 2011;
51{Suppl. 3}:122A

13

13

v}



(Al 2 -8 EXROD)

MAJO TICLE

Relationship between Bacterial Load, Species
Virulence, and Transfusion Reaction with Transfusion
of Bacterially Contaminated Platelets
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Departments of 'Pathology and Medicine, Case Western Reserve University School of Medicine and University Hospitals Case Medical Center,
and Louis Stokes Veterans Administration Medical Center Quality Scholar Program, Cleveland, Ohio

Background. Bacterial contamination is currently the major infectious hazard of platelet transfusion, but
associations between bacterial species and quantity and transfusion reactions have not been characterized.

Methods. Patients receiving platelets from July 1991 through December 2006 were observed using active
surveillance by quantitative culture of platelets at the time of issue or passive surveillance by investigation of
clinical reactions in patients and culture of implicated units. Patient reactions were classified by type and severity
and were correlated with bacterial species and number. Endotoxin content of gram-negative contaminants was
determined by limulus lysate assay.

Results.  Fifty-two bacterially contaminated platelet units were detected (50 by active and 2 by passive sur-
veillance). Rates of bacterial contamination and septic transfusion reactions were 32.0-fold and 10.6-fold higher,
respectively, as determined by active versus passive surveillance (P<.001). Including 2 index cases, bacterial
contaminants included gram-negative bacilli in 4 units (3 of which were associated with fatal reactions), staph-
ylococci in 44 units, streptococci in 4 units, and Bacillus cereus in 2 units. Endotoxin content of the 4 units that
were contaminated with gram-negative bacilli ranged from 11,373 to 173,130 endotoxin units. Reaction severity
was greater for units with bacterial counts of =10° colony-forming units/mL and higher bacterial virulence. A
detection method with a 10° colony-forming units/mL threshold would detect >90% of contaminants.

Conclusions.  Active surveillance detected 32-fold more bacterially contaminated platelet units and 10.6-fold
more septic reactions than did passive surveillance, and virulent species and bacterial counts of =10° colony-
forming units/mL were associated with more-severe transfusion reactions. Improved detection methods or use of
pathogen inactivation technology are needed to eliminate this problem.

Administration of platelets is an important supportive
measure in the treatment of patients in the hematology-
oncology unit and is required to maintain hemostasis
during surgical procedures associated with extensive
blood loss. Although the risk of viral infection has
greatly decreased in recent years, bacterial contamina-
tion of platelet products is currently the major re-
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maining infectious hazard, with 60 deaths reported to
the US Food and Drug Administration from 1995
through 2004 {1]. Although low numbers of bacteria
may initially contaminate platelet products, storage at
22°C for 5-7 days allows growth, with high bacterial
loads present at the time of transfusion [2). Although
platelets are best used as soon as possible after collec-
tion, recruitment of donors and necessary delays as-
sociated with testing for the presence of infectious
agents, as well as delays in distribution and use, result
in many platelet products being used when they are 4
or 5 days old. Few data are available on the bacterial
loads present in transfused, contaminated units and the
severity and outcome of any resulting septic reactions.
However, understanding these relationships is vital to
the development of detection methods.

To address these issues, we have performed extensive
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monitoring for bacterial contamination of platelet products at
our institution for >15 years, using both active and passive
surveillance, with quantitation of bacterial loads in contami-
nated units at time of use and association with reactions in
patients [3]. This has allowed us to correlate reactions with
bacterial species and bacterial loads present in contaminated
units. These data are unique and provide a basis for recom-
mendations for improving surveillance and preventing trans-
fusion of contaminated units.

PATIENTS, METHODS, AND MATERIALS

Patient population. Patients receiving whole blood—derived,
random-donor platelet (RDP) units, usually in pools of 5 units,
and single-donor apheresis platelet (SDP) units from July 1991
through December 2006 at University Hospitals Case Medical
Center (Cleveland, Ohio), a 900-bed academic tertiary-care
center, comprised the study population. Most platelet units
were obtained from local transfusion services, with some col-
lected in-house, and were given primarily to adult patients in
the hematology-oncology unit, especially patients undergoing
bone marrow transplantation and patients with acute leukemia
who were undergoing chemotherapy.

Surveillance for bacterial contamination of platelet units
Passive surveillance was performed by investigation of reported
clinical reactions in patients who received platelet transfusions,
including patient evaluation, and Gram stain and aerobic and
anaerobic culture of the remains of implicated platelet units
from March 2000 through February 2004,

After 2 cases of bacterial contamination of platelets were
detected by passive surveillance in June and July 1991 (index
cases) [4], active surveillance was instituted, as described else-
where [3]. Surveillance included testing all units for 20 months
(July 1991 through February 1993), only 4-day-old or 5-day-
old units for 84 months (March 1993~February 2000), and all
units from March 2004 through December 2006. Active sur-
veillance was performed by collecting 1-2-mL aliquots of SDP
units and RDP pools for culture at the time of issue [3]. Gram
stain was also performed from August 1991 through January
1999. Culture was performed by plating 0.1 mL onto blood
agar plates, which were incubated for 48 h in 5% CO, at 35°C;
isolates recovered were preserved at —70°C. All cultures with
positive results were verified by isolation of the same organism
by a second culture from the same source and, for RDP pools,
from 1 of the source units. Quantitative cultures were per-
formed if the initial cultures had positive results by plating 0.1
mL of serial 10-fold dilutions of platelet specimens, which had
been kept at 4°C to prevent further bacterial multiplication [3].
Culture results were recorded as colony-forming units (cfu) per
mL of platelet specimens. Patients were evaluated for evidence

of transfusion reactions as soon as positive culture results were
obtained.

Endotoxin assay. Gram-negative platelet contaminants
found during the study were recovered from frozen storage and
grown on agar plates overnight. Organisms were suspended in
endotoxin-free water at 10°~10* cfu/mL, and endotoxin content
was determined by the limulus lysate assay method using the
Endosafe-PTS system (Charles River Laboratories). Endotoxin
levels, expressed in endotoxin units (EU), were determined,
and the endotoxin content of the original contaminated platelet
units was calculated on the basis of organism loads and the
volume of platelets transfused.

Data sources. After approval from the University Hospitals
Case Medical Center Institutional Review Board, data were ex-
tracted from available sources, including surveillance records,
clinical charts, blood bank investigation logs, and laboratory
records. Patients exposed to bacterially contaminated platelets
were classified by type and severity of transfusion reaction. A
classification and grading method for describing the occurrence
and severity of septic transfusion reactions was developed by
combining the definitions used in the Common Terminology
Criteria for Adverse Events from the National Institutes of
Health (5] and in the updated classification scheme for acute
transfusion reactions of Sanders et al. [6), particularly as re-
lating to septic reactions, with modifications appropriate to the
patient population. Reactions were graded on a 5-point scale,
as shown in table 1.

Data analysis. Reaction grades were analyzed against bac-
terial counts in transfused products, bacterial species, the pa-
tient’s underlying condition (particularly neutropenia), and
whether the patient was receiving antibiotics active against the
contaminating species at the time of exposure. Data were ini-
tially analyzed using scatter plots of bacterial counts against
reaction type to determine the presence of any trends. Bacterial
contamination at various detection sensitivities was plotted as
an accuracy plot. Data were examined for all exposed patients,
using reaction type as a dichotomous variable (no reaction vs.
any reaction and severe vs. nonsevere reactions) against poten-
tially contributory clinical conditions, including the presence
or absence of neutropenia, use of effective antibiotics at the
time of the transfusion, virulence of the organism, and sensi-
tivity thresholds for detection of bacterial contamination at
various levels. Staphylococcus aureus, Bacillus cereus, Pseudo-
monas aeruginosa, Serratia marcescens, and Streptococcus bovis
were regarded as more virulent species, whereas other staph-
ylococci and viridans group streptococci were regarded as less
virulent species {7]. Differences were calculated as ORs with
95% Cls; P values were calculated by Pearson’s x* test, with
Bonferroni correction for multiple comparisons of the same
data set.
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Table 1. Grading system for septic transfusion reactions.

Grade Reaction type

Definition

4] None Patients known to have received a bacterially contaminated piatelet transfusion but who did
not show either clinical or laboratory evidence of a septic reaction

1 Mild A mild febrile reaction {1~2°C increase in temperature} or an asymptomatic clinical case with
positive blood culture result or development of leukocytosis

2 Moderate A transient change in vital signs (e.g., fever or hypotension) or clinical status that resolved
within 24 h'with minimal intervention (e.g., treatment with analgesics or antihistamine} or no
intervention

3 Severe A change in vital signs requiring intervention {e.g., intravenous fluid, antibiotic, or vasopressor
administration} with resolution without persistent sequelae

4 Life threatening A severe redction with septic shock or impairment of vital organ functions

5 Fatal A severe reaction with death partly or fully attributable to the contaminated platelet transfusion

RESULTS pared with 42 units detected by active surveillance (408 con-

Surveillance was instituted in July 1991 following the occur-
rence of 2 index cases in June 1991 [4]. During the 15.5-year
study period (July 1991 through December 2006), 238,983
platelet units were used, of which 56,883 were SDP units and
182,100 were RDP units issued in 36,420 pools. Fifty-two bac-
terially contaminated platelet units were detected during the
surveillance period; 50 were detected by active surveillance, and
2 were detected by passive surveillance. Contamination rates
were similar for SDP and RDP units, with rates for RDP pools
being 5-fold higher than rates for SDP units, because RDP units
were usually administered in pools of 5 units. Data were, there-
fore, analyzed for combined SDP and RDP units. The rate of
detection of bacterial contamination was 32-fold higher by ac-
tive surveillance than by passive surveillance (485 vs. 15 con-
taminated units per million units; OR, 32.0; 95% CI, 8.0-135.7;
P<.001) (table 2).

Transfusion of contaminated units. The 2 index case units
and 44 of the 52 contaminated units identified during sur-
veillance were transfused. The 8 contaminated units that were
not transfused were all contaminated with Staphylococcus epi-
dermidis and included 2 units for which transfusions were can-
celled and 6 units that were interdicted because of positive
Gram stain results during the 7.5-year period in which Gram
stains were performed. Eighteen contaminated units were trans-
fused during this 7.5-year period, including 17 units for which
Gram stain results were negative (14 units contaminated with
S. epidermidis, 1 unit contaminated with S. aureus, 1 unit con-
taminated with S. marcescens, and 1 unit contaminated with a
viridans group streptococcus), and 1 unit for which Gram stain-
ing was not performed (this unit was contaminated with P.
aeruginosa).

Detection of contaminated transfusions by active and pas-
sive surveillance during the surveillance period. Of the 44
contaminated units transfused during the surveillance period,
only 2 were detected by passive surveillance (a rate of 15 con-
taminated units detected per million units transfused), com-

taminated units per million units transfused; OR, 27.7; 95%
CI, 6.7-114.6; P< .001) (table 2). The rate of septic transfusion
reactions from these 44 transfusions was 10.6-fold higher as
determined by active surveillance, compared with passive sur-
veillance (155 vs. 15 cases per million transfusions; 95% CI,
2.4-45.9 cases per million transfusions; P<.001), and the rate
of septic reactions with bacteremia was 6.6-fold higher, but this
difference did not reach statistical significance (49 vs. 7 cases
per million transfusions; 95% CI, 0.77-56.5 cases per million
transfusions; P = .047). However, the fatality rate did not differ
between the 2 surveillance arms (10 vs. 7 deaths per million
transfusions; 95% CI, 0.08-21.1 deaths per million transfusions;
P = .84).

Bacterial species, loads, and transfusion reactions. Nine
bacterial species were isolated from the 54 contaminated units
(including the 52 units that were detected during surveillance
and the units from the 2 index cases); 38 units were contam-
inated with S. epidermidis, 4 with S. aureus (including 1 unit
that was contaminated with a methicillin-resistant strain), 2
with B. cereus, 2 with P. aeruginosa, 2 with S. bovis, 2 with
Staphylococcus lugdunensis, 2 with S. marcescens, and 2 with
viridans group streptococci {including 1 unit that was also con-
taminated with Staphylococcus warneri). Eight units or pools
that were contaminated with S. epidermidis were not transfused,
as noted above. Of the remaining 46 contaminated units or
pools that were transfused, 20 were associated with transfusion
reactions in recipients (figure 1).

Fatal reactions occurred in 3 of the 4 cases of contamination
with gram-negative bacilli (P. geruginosa in 2 cases and S. mar-
cescens in 1 case); bacterial counts of platelets were >10° cfu/
mL in these cases. Endotoxin levels, determined for organisms
recovered from frozen storage, were 5.1 and 5.2 EU per million
organisms for the 2 P. aeruginosaisolates and 2.5 EU per million
organisms for the S, marcescens isolate, and the total endotoxin
content in the units transfused, calculated from original bac-
terial levels in contaminated units and volumes transfused, were
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Figure 1. Relationship of bacterial species and bacterial load to occurrence and severity of transfusion reactions in 45 cases, 1991—2006 There
are 46 data points shown, because 1 unit had 2 contaminants; quantitation was not performed for 1 case of Staphyk us epide C n

with no transfusion reaction.

182,700 EU, 11,373 EU, and 34,646 EU, respectively. In the
fourth case of contamination with gram-negative bacilli, which
was due to S. marcescens detected at a level of 5 X 10° cfu/mL,
no clinically detectable reaction other than transient leukocy-
tosis occurred in a 2-week-old, premature neonate with con-
genital neutropenia and thrombocytopenia; endotoxin content
of the organism was 4.3 EU per million organisms, and the
total endotoxin content transfused was 173,100 EU.

Reaction severity was associated with bacterial load and vir-
ulence, with all severe reactions {grade 3 and higher) associated
with loads of >10° cfu/mL and/or more-virulent bacterial spe-

cies (P. aeruginosa, S. marcescens, S. aureus, B. cereus, and §.
bovis) (figure 1). The mean bacterial load was higher in patients
with transfusion reactions than it was in those without trans-
fusion reactions (3 X 10° cfu/mL vs. 24 X 10* cfu/ml; P<
,002) and was higher in patients with severe reactions than it
was in those with mild or moderate reactions (9.2 X 107 cfu/
mL vs. 3 X 10° cfu/mL; P<.008). Reaction rates for more vir-
ulent versus less virulent bacterial species were 3.5-fold higher
(95% Cl, 1.9-6.2-fold higher) in those with any reaction than
in those with no reaction (91.7% vs. 26.5%; P = .001) and 8.5-
fold higher (95% Cl, 2.0-36.6-fold higher) for severe reactions

g 8

of cases with
load at or above detection sensitivity

° .
10 10° 10°

10 10° 10* 10’

Detection sensitivity {cfu/mL)

["e=None (1= 26)

~8~— Mild-moderate {7 = 12)

it Severe, lile-threalening or fatal (n = 8) ~&~ Any reaction {n = 20)
46)

%= Allcases(n=

Figure 2. Plot of accuracy of detection of bacterial contamination of platelets based on detection limits of detection metheds reguired to detect
46 bacterial contaminants in 45 cases for all cases and based on the presence and severity of transfusion reactions.
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Table 2. Contamination of single-donor platelet (SDP) and random-donor platelet {RDP) units, by surveillance method, July 1991
December 2006.

No. of cases {no. of cases per million nits)

Difference between rates
for all units by active vs.
passive surveillance

Active surveiliance Passive surveillsnce

SDP units RDP units All units SOP units RDP units All units
Variable (n = 24,309} {n = 78,689} {n = 102,998} (n = 32,574) {n = 103,411) {n = 135,985} OR 185% CI P
Bacterially contaminatec units detected 12 1494) 38 (483) 50 {485) 131 1410 2018) 32.0 8.0-1357} <001
Bacterially contarminated units wransfused 10 1411} 32 407 42 (308) 108" 100 219 277 ®7-148) <00
Septic transfusion reaction 5 (208) 11 {140} 16 {155) 131 1010} 2018 10,6 {2.4-45.9) <001
Septic transfusion reaction and bacteremia 1141} 4 (581 5 (49) 131 00 1 6.6 10.77-56.5) 047
Death 1141} [ (] 100 00 100 170 1.3 (0.08-21.1) 84

NOTE. A total 6f 56,883 SOP units and 182,700 RDP units in 36.418 pools were transfused during the surveillance period. P< .01, by Pearson's x° test

with Bonferroni correction, was considered 1o be statisticatly significant.

than for mild or moderate reactions (50% vs. 5.9%; P =
.002) (table 3). These reaction rates were also significantly
higher when bacterial load was =10° cfu/mL than when it was
<10° cfu/mL (4-fold and >34-fold higher, respectively) but did
not differ significantly on the basis of the presence of neutro-
penia or the absence of antibiotics effective against contami-
nants (table 3). Age of platelet units also showed no difference,
but this analysis was limited by the age of the platelet units
being either 4 or 5 days in most cases.

Detection sensitivity. The sensitivity of methods required
to detect bacterial contamination of platelet products on the
basis of counts of the 46 bacterial species present in 45 trans-
fused, contaminated units or pools is shown in figure 2 (quan-
titation was not performed for the remaining case). Whereas
a sensitive detection method (with a cutoff value of 10° cfu/
mL) would be needed to detect >95% of all contaminants and
>90% of contaminants resulting in transfusion reactions, less
sensitive methods (with a cutoff value of 10° cfu/mL) would
have detected all severe, life-threatening, and fatal reactions.

DISCUSSION

Our study documented that a 32-fold higher rate of bacterially
contaminated platelet units, a 27.7-fold higher rate of bacterially
contaminated platelet units transfused, and a 10.6-fold higher
rate of septic transfusion reactions were detected by active sur-
veillance, compared with passive surveillance (table 2). Only 2

(4.5%) of 44 bacterially contaminated units transfused and 2
(12.5%) of 16 septic reactions were detected by passive sur-
veillance, and we conclude that the real prevalence of these
occurrences is greatly underreported in studies relying on pas-
sive surveillance. The fatality rate, however, did not differ be-
tween the surveillance methods, suggesting that these were ap-
propriately recognized (albeit, our study was limited by a
relatively small sample size). In addition, our surveillance
showed that septic reactions, as defined in our study, occurred
in 18 (41%) of 44 patients with contaminated transfusions and
that 2 (11.1%) of 18 septic reactions were fatal.

Based on 2004 data, nearly 3 million platelet units were
transfused in the United States in the form of 1.4 million SDP
units and 1.5 million RDP units, the latter administered in an
estimated 0.26-0.38 million pools of 4-6 units {8]. Contami-
nation rates are similar for SDP and RDP units, but the con-
tamination rate per transfusion, as expected, is 4-6-fold higher
for RDP pool transfusions {9}. The fatality rate associated with
bacterial contamination of platelets is estimated, based on re-
cent data obtained by passive surveillance, to be ~2 deaths per
million units transfused (~6 deaths per year in the United
States), and the rate of septic transfusion reactions is estimated
to be 10-13 cases per million units transfused (3040 cases per
year in the United States) [1, 10, 11]. Our data generated by
passive surveillance reflect similar findings, with detection rates
of 15 cases of septic transfusion reaction and 7 fatalities from

Table 3. D|fferences in (he prevalence and severity of transfusion reactions based on virulence of the bacterial species, leukocyte

counts of i with antimicrobial agents active against the bacterial contaminant at the time of transfusion,
platelet unit age, and baclenal load.
Virulence Neutorpenia Receipt of antibiotics
More-virulent  Less-virulent OR OR
Virulence species species (95% Cl} Yes No {95% Cl) P No Yes

Any transfusion reaction 11/12(91.7  9/34(26.5)° 3.5(1.9-62 <001

Severe transfusion reaction  6/12 (50.0) 2/34 (59} 8.5 (2.0-36.6}

10/23 (43.8) 10/23 43.5) 1.0(0.5-1.9) .23 6/8(75.00 14/38(36.8)
6/23 (26.1) 33 (13.00 20(0.6-7.00 .16 0810 8/38 (21.1)

NOTE. Data are propomon (%) of (ransiusmn reclplents unless otherwise indicated. P <.01, by Pearson’s » test with Bonferroni correction, was considered

10 be stati I is i

by boldtace type. cfu, colony-forming units; NA, not applicable.
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bacterially contaminated platelet transfusions per million trans-
fused units. However, our data generated by active surveillance
suggest that as many as 900-1200 contaminated units could be
transfused annually in the United States, resulting in 300-400
septic reactions and 6-20 deaths per year. These projections
based on our data could also be underestimates, because the
active surveillance culture method used had some limitations,
including an analytical sensitivity of 10 cfu/mL, which would
not have detected lower levels of contamination; using only
aerobic incubation, which would have missed obligate anaer-
obes; and not culturing platelets that were <4 days old for 84
months.

Furthermore, our study demonstrated the relationships be-
tween bacterial species and levels, unit age, neutropenia, an-
tibiotic administration, and the occurrence and severity of
transfusion reactions (figure 1 and table 3). More-virulent bac-
terial species, particularly gram-negative bacilli, and higher bac-
terial loads were significantly associated with both the occur-
rence and severity of reactions. The presence or absence of
neutropenia showed no significant association with reaction
occurrence or severity. Receipt of appropriate antibiotic therapy
at the time of transfusion showed some association with alower
occurrence of any transfusion reaction, with the 95% CI of the
OR just reaching statistical significance. However, no associa-
tion could be shown with se;/ere reactions, because there were
no patients with severe reactions who had not been receiving
antibiotics. Unit age at time of use showed no association with
occurrence or severity of reactions, but this analysis was limited
by most units being either 4- or 5-days old at the time of use.

In the previous 3 decades, small doses of endotoxin (2-4 ng/
kg, equivalent to 14~28 EU in a 70-kg adult), administered
intravenously to thousands of volunteers to study acute in-
flammatory responses, have generally been found to be safe,
although 4 cases of severe bradycardia or protracted asystole
have been reported [12]. A study of patients with septic shock
showed median plasma endotoxin loads of 13,000 EU [13}, and
a self-administered intravenous endotoxin dose of 1 mg
(100,000 EU) resulted in shock and multiple-organ dysfunction
in a patient [14]. The amounts of endotoxin present in the 3
units that were contaminated with gram-negative bacilli and
were associated with septic shock and multiorgan failure were
11,373 EU, 34,646 EU, and 182,700 EU, with such levels ex-

Table 3. (Continved.)

pected to produce severe reactions. No reaction occurred in
the case of contamination with S. marcescens in a neonate with
congenital neutropenia who received the largest amount of en-
dotoxin (173,130 EU), and deficiency in or desensitization of
phagocytic effector cells or defects in the IFN-y-1L-12 axis may
explain the lack of response and survival of this patient [15].

Our data also provide unique information on the relation-
ships between bacterial levels and transfusion reactions. The
bacterial load that differentiated between the occurrence and
severity of reactions was 10° cfu/mL, indicating that the detec-
tion threshold of a clinically useful detection method at time
of use should be at least 10° cfu/mL (table 3 and figure 2). In
addition, a method with a detection threshold of 10° cfu/mL
would have detected >95% of all cases and >90% of all reac-
tions, whereas all cases would have been detected at 10? cfu/
ml. These parameters can be used to guide the development
of methods for at-issue testing,

Two recent changes in transfusion medicine practices~—cul-
ture of SDP units 24 h after collection, with release for use if
culture results were negative after an additional 12-24 h {16]
and use of a diversion pouch on the inlet line of the platelet-
pheresis collection kit to trap and eliminate skin contaminants
[17)—have been beneficial, although it is difficult to assess the
relative roles of these changes at this time. In a recent study
of 1 million apheresis platelet donations, these measures ap-
preciably decreased the rate of septic reactions from 18 to 5.4
reactions per million transfused units, but they did not decrease
the fatality rate (2.1 vs. 1.8 deaths per million transfused units),
because fatalities were associated with bacteria that were not
typical of skin flora [11]. Because two-thirds of the 60 deaths
reported to the US Food and Drug Administration from 1995
through 2004 were associated with Enterobacteriaceae [1], the
risk of septic and fatal reactions, particularly with these more
virulent, non-skin-associated contaminants, is therefore likely
to remain. There is also a need for a national hemovigilance
system for adverse events from blood product use in the United
States [18), an approach that has been successfully used in other
countries to coordinate the recognition and documentation of
transfusion-associated adverse events and, thereby, to improve
the overall safety of transfusions [19].

Although these trends are encouraging, the well-recognized
modalities currently in use to limit bacterial contamination of

Unit age Bacterial count
OR OR OR
(95% CI) P 5 days <5 days 95% CI) P »10° cfu/mb <10° cfu/mL 95% CI) P
2.0(1.1-3.6) 048 10/19 {52.6) 10/27 (37.0) 1.4 10.74-2.7) .23 16/23 169.6) 4123 (17.4) 40 (1.5-5.8) 001
<0.05 (NA) 19 3/19 (15.8} 5/27 (18.5) 0.85 {0.23-3.1) .70 8/23 (34.8} 0/23 (0} >34 (NA) 002
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platelets, such as the use of SDP units rather than RDP pools
and the use of younger rather than older units {20], should be
continued, with universal use of diversion pouches in collection
systems. Several solutions have been proposed to further reduce
these risks. The first is to increase the sensitivity of bacterial
detection performed at 24 h by increasing the volume cultured
or performing the culture at a later time [21]. However, in-
creasing the volume cultured results in only a modest increase
in detection rates of ~25% [2]. The second proposed solution
is to use pathogen inactivation technology, which also obviates
the need for bacterial detection, and although regulatory ap-
proval has been received in Europe, this is not likely to occur
in the United States in the next few years [22]. The third so-
lution is an at-issue bacterial-detection method, an approach
that holds considerable promise, with several manufacturers
working on a variety of methods [23]. Detection of endotoxin
by the limulus lysate method, although limited to detecting
gram-negative contaminants, would have detected all fatal cases
in our series. Based on our findings, successful implementation
of these solutions in the United States could prevent the trans-
fusion of up to 900-1200 contaminated units annually, thus
avoiding 300400 septic reactions and 6-20 deaths per year.
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BLOOD COMPONENTS

A laboratory comparison of pathogen reduction technology
treatment and culture of platelet products for addressing
bacterial contamination concerns

Raymond P Goodrich, Denise Gilmour, Nick Hovenga, and Shawn D. Keil

BACKGROUND: Concems over the risk of bacterial
contamination of platelet products have led to imple-
mentation of bacteria culture and other screening
methods. New approaches for dealing with this issue
have also been proposed. ’

STUDY DESIGN AND METHODS: A direct comparison
of treatment with riboflavin and ultraviolet (UV) light
{Mirasol pathogen reduction technology [PRT] system)
versus bacterial culture testing (two-bottle system,
48-hour quarantine) was undertaken to compare their
effectiveness. Thirteen clinically relevant bacterial
organisms (20 strains) were used in this evaluation.
Results were compared with spiking levels at 20 to 100
colony-forming units {CFUs) per product and at less
than 20 CFUs per product.

RESULTS: At spiking levels of 20 to 100 CFUs per
product, the riboflavin and UV light process demon-
strated 91% effectiveness against a broad spectrum of
bacteria. In comparison, the culture method demon-
strated an ability to detect up to 91% of the same
contaminants, when used in the two-bottle, 48-hour-to-
release configuration. At lower initial titers of contami-
nating agents (<20 CFUs per product), the effectiveness
of PRT increased to 98% whereas the culture method
effectiveness decreased to 66%. Effectiveness of the
culture method further decreased to 60% when a one-
bottle system was used.

CONCLUSION: The results from this work suggest that
the riboflavin and UV light process may provide up to
98% protection against transfusion of bacterially con-
taminated units at the most clinically relevant contami-
nation levels (<20 CFUs per product). This compares
favorably to the 60% to 66% effectiveness of bacterial
culture testing using a 48-hour quarantine period before
product release.

acterial contamination of platelet (PLT) prod-

ucts has been identified as one of the most sig-

nificant risks associated with the transfusion

of blood components, reportedly occurring at
levels as high as 1:2000 to 1:3000 donated products.' The
storage of PLT products at room temperature for extended
periods of time provides a medium and a condition of
storage that can sustain bacterial growth, Product con-
tamination at the time of collection is typically from the
donor, although contamination from external sources has
been reported. Even though the contamination levels of
bacteria are believed to be extremely low, bacteria can
proliferate to high titers before transfusion.** The inability
to detect these low levels of bacteria at collection can
result in severe consequences to PLT transfusion recipi-
ents and include morbidity and fatal reactions. Given the
frequency of bacterial contamination, the AABB promul-
gated a new Standard effective March 1, 2004, mandating
the implementation of methods to detect and reduce bac-
teria in PLT units. -

The implementation of PLT product screening has
been successful in identifying contaminated products and
reducing their transfusion into patients.”'* The level of
success that has been observed varies in accordance with
the technique that is utilized and has several logistic con-
sequences. Because the level of bacteria present at the
time of PLT donation is low, detection is limited by several
factors, including the initial titer of bacteria, the size and

ABBREVIATION: PRT = pathogen reduction technology.
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timing of the test sample, and the growth kinetics of the
specific bacterial species. Low levels of bacteria at the time
of donation, particularly for slow-growing organisms,
pose a challenge for most culture methods.'%"?

To compensate for these factors, a postdonation
product incubation before sampling and increased
sample volumes for testing were evaluated.' While these
methods do increase the sensitivity of the detection of
contaminated units, they require an additional prerelease
storage interval in which products are held before testing
and then subsequently held for an additional period after
sample is withdrawn to allow detection of contaminated
units. This may result in as much as a 48-hour reduction
in the initial storage period, a period in which product
quality may be at a maximum, although the intent was to
increase the storage interval for an additional 2 days to
compensate for the testing period before release.'*'®
Because most PLT products in routine use historically are
used within a 48- to 72-hour period of collection, this
change in practice could represent a major shift in pos-
sible clinical experience necessitated by the additional
culture time requirements.'>!¢!7

An alternative approach that has been proposed for
assuring a decrease in the transfusion of PLT units con-
taminated with bacteria has been the use of pathogen
reduction technology (PRT). Several of these methods are
currently in development or in actual clinical use in
Europe."? The technologies are based on the use of pho-
tochemical agents, which can be activated by ultraviolet
(UV) light in specific spectral regions and then carry out
chemical modifications to DNA and RNA that prevent
their subsequent replication.”” These modifications in
essence render bacterial agents present in these products
incapable of growth during storage and thus also inca-
pable of causing complications after transfusion,

The challenge for PRT methods, unlike that of bacte-
rial detection, are not low titer levels that are present at
donation, but rather higher titer challenges that may
develop during storage. For PRT to be effective at prevent-
ing transfusion of units that may cause complications in
this regard, it must be able to effectively prevent growth of
lowlevels of contaminating bacteria, which may be present
soon after donation. The inability of these techniques to
perform adequately in this fashion might lead to subse-
quent growth of bacteria during storage. Because growth of
bacteria may lead to the formation of pyrogenic agents and
endotoxin, inactivation of products at time intervals con-
siderably after collection would likely be ineffective in
preventing pyrogen- or endotoxin-mediated clinical reac-
tions. As a result, these methods are usually carried out at
shortintervals after collection (e.g., <22 hrin the case of the
riboflavin and UV light system specifications).

This study was undertaken to assess in a laboratory
setting the ability of the riboflavin and UV light process to
inactivate bacteria in products sufficiently soon after col-
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lection to prevent growth of the bacteria during subse-
quent storage. Results from this work were compared
directly to a culture method using a sufficient postcollec-
tion, presampling incubation period (24 hr) and postsam-
pling detection window (24 hr) to assure the detection of
low levels of contamination in spiked products. Compari-
sons were then made between the ability of the PRT
method to inactivate bacteria spiked into these samples
with the ability to detect low levels of these agents after the
appropriate presample and postsample culture times.

MATERIALS AND METHODS

A panel of organisms identified in prior hemovigilance
programs was selected for evaluation in this study? These
included the following species: Staphylococcus epider-
midis, Staphylococcus aureus, Propionibacterium acnes,
Streptococcus mitis, Streptococcus agalactiae, Streptococ-
cus pyogenes, Serratia marcescens, Acinetobacter bauman-
nii, Yersinia enterocolitica, Bacillus cereus (spore-forming
agent), Escherichia coli, Enterobacter cloacae, and Kleb-
siella pneumoniae. Multiple strains of both S. epidermidis
and S. aureus were tested: five strains of S. aureus and four
strains of S. epidermidis. Several groups identified these
organisms to be of interest,?? A minimum of three repli-
cates for each bacterial strain were tested in independent
spiking studies. Although identified as an organism of
interest, Providencia rettgeri was not tested in this study.
The range of contaminating bacteria used for this
study was between 1 and 100 colony-forming units (CFUs)
per product. Bacteria were grown in a nutrient broth for
up to 36 hours, after which time they were centrifuged,
concentrated, and then resuspended in a minimal nutri-
ent medium. Bacteria stock culture concentrations were
determined through the use of an endpoint plating
scheme for all organisms except P acnes and B. cereus.
Bacteria cultures were stored at 4°C until they were ready
to be used. An endpoint plating scheme was not used to
determine the stock culture titer of P acnes and B. cereus
due to the relative instability of these organisms when
stored at 4°C; instead, historical data were used to esti-
mate the titer of the culture and the organism was used on
the day it was harvested. Inoculating doses were deter-
mined mathematically using the initial culture titer value.
Results from actual clinical experience with detection
times and growth curves for these organisms in culture
suggest that this level of contamination is consistent with
actual clinical experience.’¥?73 Notable exceptions with
regard to the spike titer limits were B. cereus at 103 CFUs
per product and P acnes at 596 CFUs per product. The B.
cereus titer was an unintended result; however, it was
determined the 103 CFUs per product value was within
the range of experimental error used to measure the titer
of the stock culture. It also represented a worst-case
scenario for riboflavin and UV light-treated units given

RIBOFLAVIN AND UV LIGHT VS. BACTERIAL CULTURE TESTING IN PLT PRODUCTS

the 1 to 100 CFUs per product range this study was inves-
tigating. The initial titer for P acnes was increased to
ensure that an adequate amount of organism would be
present at Day 7 so that it could be detected in the positive
control.

General study design

Figure 1 provides a diagram of the overall study design
utilized in this work. A direct comparison of the riboflavin
and UV light process to bacterial screening was performed
using double PLT units. Each incoming double PLT
product was split into 2 units and each unit was inocu-
lated with a clinically relevant bacterial dose. This was
done to allow ample volumes to be available for each test
condition. One unit was treated with the riboflavin and
UV light process according to methods described previ-
ously while the other unit underwent bacterial screening
using a culture method.* The volume of the unit used for
culture was maintained at 280 mL on average to simulate
mean product volumes experienced in the clinical setting.
For the riboflavin and UV light treatment, the units had
on average a final volume of 225 mL. Additionally, a small
volume of the original double PLT product (before inocu-
lation with bacteria) was set aside and allowed to incubate

Split product into 185
mL_ product for

at 22°C for 7 days. The sample served as the negative
control. This was the study design that was followed when
Gram-positive bacteria were tested. However, due to the
susceptibility of Gram-negative bacteria to complement
activity found in plasma-derived products, heat treatment
was used to deplete the native complement activity. For
Gram-negative bacteria, each incoming double PLT
product was centrifuged and the non-complement-
depleted plasma was expressed off. Pooled, recovered
human AB+ plasma was heat treated at 56°C for 45
minutes in a water bath and clarified via centrifugation to
remove any precipitate. The PLTs were then resuspended
in a comparable amount of complement-depleted recov-
ered human AB+ plasma and allowed to rest overnight.
Because many organisms can be inactivated by comple-
ment, this process assured that we were evaluating a
worst-case situation, which promoted optimal growth
conditions. All work, not including collection of the aph-
eresis PLTs, took place at CaridianBCT Biotechnologies
(Lakewood, CO).

Bacteria cuiture testing

The bacterial screening procedure utilized here involved
incubating all collected PLTs for 24 hours at 22°C on a

Spike product w/ ~10

Mirasol treatment and
275 mL praduct for
bacterial screening

Collect PLT unit
>480 mi.

Remove 20 mL
sample for negative
control

Place unit in incubator
at 22°C for 7 days

Inaculate 1 BPN and
1 BPA bottte (sample
must be negative for
microbial growth for a
valid test)

Monitor bottles for
bacterial growth via
BacT/ALERT

Spike product w/ ~10
to 100 CFU in 5 mt.

Hold product for 2 hr

Add riboflavin and
treat with Mirasol PRT

Place unit in incubator
at 22°C for 7 days

Titer sample and
inoculate 1 BPN and
1 BPA bottle to
evaluate process
effectiveness

Monitor bottles for
bacterial growth via
BacT/ALERT

to 100 CFU in 5 mL

Place unit in incubator
at 22°Cfor 24 hours

Sample each unit 10 x
8mb

Place unit in incubator
at 22°C for 6 days

Inoculate 1 BPN and
1 BPA boattle to
resalve effectiveness
of bacterial screening

Mornitor bottles for
bacterial growth via
BacT/ALERT

Titer sample and
inoculate 1 BPN and
1 BPA bottle to
confirm positive
growth of organism
sample must be
positive for valid test)

Monitor bottles for
bacterial growth via
BacT/ALERT

Fig. 1. Study diagram overview. The figure depicts the general sampling and treatment schemes used for both the bacteria culture

testing and riboflavin and UV light treatment arms of the study.
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PLT shaker before sampling to allow growth of con-
taminants to high enough titers to increase the probabil-
ity of detection in small-volume samples. The specific
sampling protocol followed was consistent with the rec-
ommendations of the PASSPORT protocol, which was
under evaluation in the United States as a method for
reducing transfusion of bacterially contaminated prod-
ucts stored for up to 7 days. This protocol was carried
out according to the following procedure: After 24 hours
of incubation, 10 individual 8 mL samples were with-
drawn from each unit and two 4 mL aliquots from each
sample were inoculated into two bottles (aerobic and
anaerobic media, BacT/ALERT, bioMérieux, Durham,
NC} respectively. These individual samples were used to
represent multiple sampling events. In the PASSPORT
protocol, if the product remained negative after 24 hours
of monitoring (after 24 hr of storage presampling; total of
48 hr), it was released for transfusion; however, monitor-
ing for bacterial contamination continued for 7 days to
allow an increased sensitivity to detect organisms later in
storage that may have been at too low a titer level to
detect earlier. This same approach was utilized in this
study plan. The 10 sample pairs withdrawn from each
unit were considered as 10 individual sampling events.
Paired bottles that did not test positive during monitor-
ing were considered as a failure to detect. The data
were also reanalyzed to simulate the effectiveness of the
procedure when only a single 4-mL aerobic bottle was
used.

After sampling, the remaining PLT units were placed
back into the PLT incubator at 22°C for an additional 6
days. An aliquot from each product was then sampled at
Day 7 as a positive growth control for the paired PLT pro-
ducts. Inoculated bottles were then monitored for a period
of 7 days after sampling. Any negatives that would have
been observed during this period would have eliminated
paired bacterial screening and riboflavin and UV light-
treated units from the final data analysis due to a failure of
the organism to proliferate in the positive control. There
were no positive control units in any of the studies where
the inoculated organism failed to survive. The positive
control was also tested for the 7-day bacterial load using a
conventional endpoint dilution-plating method with agar
plates.

PRT-treated units

Each unit of the split double collection was spiked with 1
to 100 organisms, incubated for a minimum of 2 hours
after spiking, and then treated according to the riboflavin
and UV light method for PLTs (Mirasol PRT process, Car-
idianBCT) as described previously®' This entire unit was
then placed into incubation at 22°C under standard PLT
storage conditions for 7 days. At the end of the 7-day
period, an 8-mL sample was removed and placed into
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culture using the method described above. Inoculated
bottles were then monitored for a period of 7 days after
sampling. Any positives observed during this period were
counted as a positive event.

Test inclusion requirements

The following requirements had to be met or paired PLT
units were removed from the study and a replacement pair
used:

The collected double PLT product must have had a
PLT concentration range of 1180 x 10% to 2100 x 10° cells
per uL and a volume greater than 480 mL. Apheresis
double PLT units were collected using the CaridianBCT
Trima Accel platform. PLTs were allowed to rest 2 hours
before manipulation.

* The negative control must have remained negative
for bacterial growth.

¢ The positive control must have been positive for bac-
terial growth.

* The bacterial load dosed to each unit must have been
between 1 and 100 CFUs per product as determined
by an independent culture and titer determination,
which involved titering of the actual dilution used to
spike the product. Exceptions with regard to the spike
titer limits were B. cereus at 103 CFUs per product and
P acnes at 596 CFUs per product.

Determination of overall efficacy

For the determination of overall performance, the con-
tamination frequency reported in hemovigilance studies
was used to calculate the expected clinical performance of
the product.? For this calculation, the overall effectiveness
of the method for detecting (culture method) or inactivat-
ing (PRT method) the species present was multiplied by
the occurrence frequency reported in the literature. For
multiple strains of the same organism, overall mean
values for all strains were used to estimate effectiveness
for that particular species. This multiple thus provides a
rough estimate of the potential ability of each method to
interdict a proportion of the expected contamination
events in the clinical setting: Occurrences = Reports from
hemovigilance studies of the number of cases observed,
Frequency = Occurrences of this individual species nor-
malized for total number of reported events, and % Effec-
tiveness = Ability to detect or to inactivate the particular
agent. Each sample was evaluated in a minimum of three
separate replicate spiking experiments for each strain of a
given species of bacteria: Overall effectiveness = The mul-
tiple of the % Effectiveness with the Frequency of Occur-
rence for this agent reported in the cited hemovigilance
studies.
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RESULTS

An overall summary of bacteria testing results is provided
in Table 1. A total of 29 separate studies were conducted
with at least three replicates for each strain tested. Empha-
sis was placed on organisms according to the prevalence
reported in published hemovigilance studies to simulate
actual clinical experience as much as possible.” Table 2
shows a comparison of overall efficacy of the culture and
PRT methods evaluated in this study at spiking levels of 20
to 100 CFUs per product.

Both the culture method and the riboflavin and UV
light treatment demonstrated 91% effectiveness at detec-
tion or inactivation respectively, when culture testing was
performed using the two-bottle, 48-hour-to-release
method. These results appear to be within the ranges of
clinical observations for culture detection methods
employing similar sampling and incubation tech-
niques.!“2%% At Jower levels of contamination (<20 CFUs
per product), the effectiveness of the riboflavin and UV
light treatment increased to 98% (Table 3), whereas the

culture method decreased to 66% (Table 4), which is more
consistent with clinical observations, possibly suggesting
that actual clinical contamination levels are more fre-
quently in this range. Using a one-bottle method, the
effectiveness of the culture method under these condi-
tions decreased further to 60% (Table 5). As one might
expect, the culture method showed a reduced ability
to capture a contaminant when the sample titer is lower,
making detection less likely, while the ability of a PRT
method to achieve complete inactivation increased at
lower bacteria levels (see Fig. 2).

Several agents were not uniformly detected by the
culture method employed in this study. Not unexpect-
edly, these are primarily organisms exhibiting a slow
growth rate at 22°C. Such behavior makes detection by a
culture method difficult due to the inability to obtain an
adequate bacterial inoculum for culture detection. In this
study, any detection that occurred in the bacteria culture
arm of the study was counted as a positive detection
event, even if this occurred outside of the 24-hour release
window, with the exception of P acnes, which took

TABLE 1. A y table of organisms that were evaluated in this study*
Culture time until Inoculum titer 7-day positive growth

Organism type Gram (+/-) ATCC number detection {(mean hr} {CFUs/product) control titer (CFUs/mL})

A. baumannii - 17961 7611 61 3.6x10°

A. baumannii - 179611 NT 12 8.8x 107

B. cereus + NA 44041 103 8.5x% 10°

E. cloacae - 29005 59%05 41 1.5x10°

E. cloacae - 290051 NT 12 1.4 x10°

E. coli - 25922 66 +23 65 2.7 x 10°

K. pneumoniae - 8045 126 £ 0.7 55 6.2x 10°

P. acnes + 51277 106.7 £ 45.8 596 . <1.0

S. marcescens - 43862 43%02 79 >3.0 % 10°

8. aureus + 29213 9.7 x11 75 2.2 x10°

8. aureus + 292131 121 21 14 4,0 x 108

S. aureus + 10832 144 £ 09 63 3.8x10°

S. aureus + 25923 23%03 68 4.3%x10°

5. aureus + 25923t NT 12 38x107

S. aureus + 700787 195 %26 53 1.6x 10°

S. aureus + 7007871 NT 10 2.4 %107

8. aureus + 27217 9.0 %06 70 5.3 % 10°

S. aureus + 27217t NT 12 3.1 x10°

S. epidermidis + 12228 17317 54 3.6x10°

S. epidermidis + 12228t 19.1 208 1 1.8x 10®

S. epidermidis + 14990 19.0+19 57 1.2 x 108

S. epidermidis + 700578 232217 23 2.9x10°

S. epidermidis + 7005781 NT 11" 2.0x 107

8. epidermidis + 35984 194 %15 39 2.7 %107

8. agalactiae + 700046 91208 54 6.1 % 10°

S. agalactiae + 7000461 NT 8 3.0x 107

8. mitis + 6249 16.2 29 28 2.9x 107

S. pyogenes + BAA-10684 10206 42 4.4 % 10°

Y. enterocolitica - 23715 10.1 £23 76 8.5x10°

* These agents were selected from the reports of several hemovigilance studies (BACON, BacTHEM, SHOT), which provided estimates of
the types and frequency of contamination of PLT products with bacteria. Several strains of predominant organisms were used to represent
possible variation in the nature of the contaminants and test the effectiveness for both the culture and the inactivation method as a func-
tion of the strain within a given bacterial species. Incubation times after inoculation of culture bottles to detection using the BacT/ALERT
method are listed as weli as the final titers measured at Day 7 of incubation of the positive controi products.

1 Samples tested at less than 20 CFUs per product.

+ = positive; - = negative; NA = not applicable; NT = not tested.
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TABLE 2. A summary table for comparison and calcuiation of overall efficacy of the two methods used in this
study (PRT and culture)*

% Effectiveness Overall effectiveness
Occurrences % Frequency Organism ATCC number Culture Mirasol Culture Mirasol
20 33 S. epidermidis 12228 80 100 29 31
14990 83 100
700578 97 67
35984 87 100 .
8 13 & coli 25922 100 100 13 13
7 12 B. cereus NI-0001 100 100 12 12
6 10 S. aureus 29213 90 100 i0 8
10832 90 100
25923 100 62
700787 97 88
27217 100 67
5 8 S. agalactiae 700046 100 67 8 7
S. mitis 6249 100 100
3. pyogenes BAA-1064 100 100
4 7 E. cloacae 29005 100 67 7 4
3 5 P. acnes 51277 [ 100 0 5
3 5 S. marcescens 43862 100 100 5 5
2 3 K. pneumoniae 8045 100 100 3 3
1 2 A. baumannii 17961 - 100 33 2 1
1 2 Y. enterocolitica 23715 100 100 2 2
Effectiveness: 91 91

All samples were spiked at 20 to 100 CFUs per product initially with each of the species indicated. Occurrences = Reports from hemovigi-

fance studies of the number of cases observed; Frequency = Qccurrences of this individual species normalized for total number of reported
events; % Effectiveness = Ability to detect or to inactivate the particutar agent. Each sample was evaluated in a minimum of three separate
replicate spiking experiments for each strain of a given species of bacteria. Overall effectiveness = the multiple of the % Effectiveness with
the Frequency of Occurrence for this agent reported in the cited hemovigilance studies.

TABLE 3. Summary table for riboflavin and UV light effectiveness

Mirasot
Occurrences % Frequency Organism ATCC number % Effectiveness Qverall effectiveness
20 33 S. epidermidis 12228 100 33
14990 100
700578* 100
35984 100
8 13 E. coli 25922 100 13
7 12 B. cereus NI-0001 100 12
6 10 S. aureus 29213 100 9
10832 100
25923 50
700787" 100
27247 100
5 8 8. agalactiae 700046* 100 8
S. mitis 6249 100
S. pyogenes BAA-1064 100
4 7 E. cloacae 29005” 100 7
3 5 P. acnes 51277 100 5
3 5 8. marcescens 43862 100 5
2 3 K. pneumoniae 8045 100 3
1 2 A. baumannii 17961* 66 1
1 2 Y. enterocolitica 23715 100 2
Effectiveness: 98

* Sampies tested at less than 20 CFUs per product.
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TABLE 4. Summary table for culture method effectiveness using two-bottle culture method

Culture method

Occurrences % Frequency Organism ATCC number % Effectiveness Qverall effectiveness
20 33 S. epidermidis 12228* 27 9
8 13 E. coli 25922 100 13
7 12 B. cereus Ni-0001 100 12
6 10 S. aureus 20213" 53 5
5 8 S. agalactiae 700048 100 8
8. mitis 6249 100
8. pyogenes BAA-1064 100
4 7 E. cloacae 28005 100 7
3 5 P acnes 51277 0 0
3 5 8. marcescens 43862 100 5
2 3 K. pneumoniae 8045 100 3
1 2 A. baumannii 17961 100 2
1 2 Y. enterocolitica 23715 100 2
Effectiveness: 66

studies.
* Samples tested at less than 20 CFUs per product.

Results demonstrate the reduced ability to detect these organisms, likely due to the lower initial titers present at the 24-hour sampling time
point. Qccurrences = Reports from hemovigilance studies of the number of cases observed; Frequency = Occurrences of this individual
species normalized for total number of reported events; % Effectiveness = Ability to detect or to inactivate the particular agent. Each sample
was evaluated in a minimum of three separate replicate spiking experiments for each strain of a given species of bacteria. Overall
effectiveness = the multiple of the % Effectiveness with the Frequency of Occurrence for this agent reported in the cited hemovigilance

TABLE 5. Summary table for culture method effectiveness using one-bottle (aerobic) cuilture method

Culture method

Occurrences % Frequency Organism ATCC number % Effectiveness Overali effectiveness
20 33 8. epidermidis 12228* 13 4
8 13 E. coli 25922 100 13
7 12 B. cereus NI-0001 100 12
8 10 S. aureus 29213* 43 4
5 8 S. agalactiae 700046 100 8
S. mitis 6249 93
S. pyogenes BAA-1064 100
4 7 E. cloacae 29005 100 7
3 5 P. acnes 51277 0 0
3 5 8. marcescens 43862 100 5
2 3 K. pneumoniae 8045 100 3
1 2 A. baumannii 17961 100 2
1 2 Y. enterocolitica 23715 100 2
Effectiveness: 60

* Samples tested at less than 20 CFUs per product.

demonstrated the ability to inactivate up to 2.6 and
3.6 logs/mL of these agents. For the culture method, A.
baumannii was more readily detected due to its rapid
growth characteristics. This observation raises the point
that the effectiveness of eliminating bacteria contamina-
tion also needs to consider the type of organism involved,
as some Gram-negative species tend to be of greater
concern in terms of potential adverse outcomes in
patients. For this particular Gram-negative species (A.

PRT-treated samples, suggesting that the ability to inacti-
vate this class of agents in general may be dependent on
the levels of spores that are present in the product at the
time of treatment and not on whether the agent can be
classified as spore-forming. The culture method consis-
tently failed to detect P acnes even at the higher spiking
levels studied. In all other cases where failures occurred,
partial efficacy was demonstrated with either the bacterial
detection or PRT method.

significantly longer to detect (Table 1). As the data in
Table 1 suggest, this window may be inadequate for
several of the slow growing organisms given that mean
detection times for several strains of S. epidermidis were
on the order of 19 to 23 hours and well beyond this value
for P acnes (107 hr). The late positives detected in the
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case of P acnes were not included in the effectiveness
sums that are reported here.

Agents not uniformly inactivated by the PRT method
employed in this evaluation included S. aureus and A.
baumannii. Interestingly, separate high spike titer studies
with A. baumannii and S. qureus (data not shown) have

baumannii), however, no fatalities were observed in the
hemovigilance programs referenced above.? This analysis

is not capable of taking clinical outcomes into full DISCUSSION

account. The results from this study allow comparison of the
Surprisingly, a spore-forming agent tested in this riboflavin and UV light PRT method for pathogen reduc-

study, B. cereus, did show complete inactivation in the tion of PLT products and the bacterial culture method for
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Fig. 2. Hustration of the effectiveness of PRT (@) versus bacte-
ria culture testing (@) at two bacterial contamination levels.
Shaded area reflects reported effectiveness of bacteria culture

methods in routine clinical use,'**3®

detection of bacteria contamination in PLT products.
Not surprisingly, the bacterial culture method requires
extended incubation times of the product before and after
sampling to increase.the likelihood of detection events.
Such a requirement may quarantine PLTs when they are at
the height of their clinical performance. Although studies
have shown that PLTs stored for an extended period to
compensate for this time loss during quarantine exhibit
similar in vivo recovery and survival properties, there is a
paucity of information concerning the clinical perfor-
mance of these products when they are used in the routine
treatment of patients with thrombocytopenia.® Little
information is available on the performance of these older
products relative to count increments, transfusion fre-
quency, transfusion requirements, and efficacy in pre-
venting bleeding.® The data that are available in this
regard demonstrate reduced levels of corrected count
increment values for products stored for extended time,
dependent on the storage medium utilized.***

The PRT methods that have been proposed also have
the potential to affect PLT quality and performance. Their
propensity to alter cell metabolic and activation proper-
ties as measured in vitro has been well documented in the
literature.** Recovery and survival studies of these prod-
ucts also demonstrate differences relative to untreated
controls at the same time point in storage, although these
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values fall within the limits established for historical prod-
ucts currently in routine clinical use.® These products
have also been evaluated in randomized prospective clini-
cal studies for several of the parameters listed above.!”-%2
For riboflavin and UV light-treated products, clinical data
obtained in a randomized, prospective, blinded clinical
study demonstrated that there was no change in PLT or
red cell transfusion requirements and no increase in
bleeding or adverse events in thrombocytopenic patients
receiving PRT-treated PLT products as compared to
patients receiving untreated products.*®

Proof of the efficacy of a PRT method in the clinical
setting would require tens of thousands of samples in
order to establish the ability of the procedure to prevent
transfusion of bacterially contaminated units. Some
authors have suggested that the lack of such data justifies
not implementing PRT methods in clinical settings.”’ This
seems, however, to be a circular argument in that such
data will not be available until these methods are more
routinely applied in the clinical setting and appropriate
analyses can be carried out, Since such a condition does
not presently exist, we undertook this study to evaluate
the effectiveness of the process for inactivating the most
commonly identified bacterial species from several
hemovigilance reports on contamination of PLT products
with bacteria. A direct comparison with bacterial culture
methods was employed to compare effectiveness’ levels
and provide a reference with current practices designed to
decrease transfusion of bacterially contaminated PLT
products.

The effectiveness of both methods was compared for
two different levels of bacterial contamination: less than
20 CFUs per product and 20 to 100 CFUs per product. At
the higher contamination levels, equivalent performance
(91% effectiveness) was observed for the two methods
studied here when bacteria detection was performed
using a two-bottle method with 24-hour incubation and
a 24-hour minimum culture period. However, at lower
initial bacteria titers (<20 CFUs per product), the ribofla-
vin and UV light procedure (performed on the day of col-
lection) demonstrated significantly greater effectiveness
as compared to bacteria culture using the methods
described here, that is, 98% versus 66%. Interestingly, out-
comes reported from larger-scale clinical evaluations of
bacteria culture performance in detecting and abrogating
transfusion of bacterially contaminated units suggest
that these methods are only about 50% to 70% effective
(see Fig. 2). This has been reported by Dumont and col-
leagues,' Benjamin and colleagues,” and Foley and col-
leagues® based on extensive routine use experience with
bacteria culture methods. The approach used by Foley and
colleagues involved holding apheresis products only 12
hours before culture and thus may explain the lower
detection rates reported in that study. A similar perfor-
mance is also predicted based on modeling of available

RIBOFLAVIN AND UV LIGHT VS. BACTERIAL CULTURE TESTING IN PLT PRODUCTS

data from several sources.*” When combined with these
reported findings and as suggested by Eder and co-
workers" and with results from the PASSPORT study,'* the
results from our study indirectly confirm that contaminat-
ing events are likely to occur at levels of less than 20 CFUs
per product and hence that the outcomes for this range of
bacteria titers may be the most clinically relevant.

It is important to point out that the bacterial detec-
tion method used in our study involved a two-bottle
culture method with a 24-hour postcollection sampling
period and a 24-hour postsampling culture period (total
of 48-hr quarantine). Not all culture methods currently
in use in the routine clinical practice employ this
approach.”#*4 Reduction in the amount of sample tested
(one bottle vs. two bottles) or reduction in the presam-
pling hold time or the postsampling culture time to
release are likely to significantly decrease the ability of
culture methods to detect .contaminated units. The
outcome for bacteria detection efficacy in our study (66%
effectiveness) is comparable to actual observations
made in the clinical setting (approx. 50%-70% effective-
ness)."****® Our results indeed demonstrated that the bac-
teria detection effectiveness dropped from 66% to 60%
when using only a one-bottle test.

The data contained in this report also provide evi-
dence that neither method may be expected to provide
100% protection against all septic transfusion events.
Given that all contaminated units do not lead to sepsis,*
the frequency of significant clinical events that are
observed should decrease dramatically with a PRT
method in place.

The reason for failures in the case of the bacterial
detection system seems clearly based on the growth kinet-
ics of the organisms employed and the titer of the bacteria
that are present in these preparations. Lower titers of
slow-growing organisms at donation are not only harder
to detect initially, but also less likely to reach detection
limits during quarantine.

In the case of PRT-treated products, the reasons for

failures are less clear. It would be reasonable to assume-

that low titers of a given species present during treatment
(20-100 CFUs per product) should easily be inactivated by
these techniques given results from high-titer studies,
which report efficacy levels exceeding 4 to 6 log/mL
(equivalent of 300 million CFUs per product for a 300-mL
product). The results in this work suggest that this is not
the case. Some suggestion for a possible mechanism of
action here comes from the work of Clawson and White,*
who described as long as 30 years ago the propensity for
certain species of bacteria to interact with PLT surfaces,
primarily through protein A receptors. We speculate that
the possible adherence or engulfment of certain bacterial
strains by PLTs via these types of mechanisms may act as a
shield to sensitizer uptake and light exposure, affording
protection of these agents against the PRT method being

applied. If such is the case, a correlation should exist
between the ability of these organisms to interact with
PLTs via these mechanisms and their ability to be inacti-
vated to completion even at low spike titers, where a larger
proportion of the population may actually be bound.
Internal studies conducted separately using these species
spiked into plasma products (no PLTs present) demon-
strate complete inactivation, consistent with this possible
mechanism (data not shown).

It is also possible that interactions with other bacteria
at higher concentrations create shielding effects against
treatment. One may also not rule out the potential of bac-
teria defense mechanisms against PRT treatment. Regard-
less of the precise mechanism involved, the results do
suggest that inactivation of the larger proportion of free
organisms may provide an inadequate or incomplete
picture of the ability to maintain culture negative products
during storage.

Similar concerns are also present when addressing
spore-forming bacteria in their spore form. These agents
would be expected to be naturally highly impermeable to
photosensitizers and thus resistant to these treatments.
If such is the case, this work has profound implications
regarding appropriate methods for evaluating the effec-
tiveness of both PRT treatment methods and bacteria
detection methods. Because these properties may vary
from strain to strain within a given species of bacteria,
it would be important for such work to employ several
strains of test organisms and not extrapolate results from a
single strain to cover all strains within a given species.
Such was the case for several organisms studied in this
work where results varied as a function of strain within a
given species of the same organism. As demonstrated by
the results of this work, selection of a particular strain with
low interaction potential could provide a false estimate
of inactivation efficacy extrapolated to all other strains.
Detection methods may also be biased in a similar fashion
depending on the presence or absence of cellular agents
in the testing matrix during culture or detection. Clearly
the particular strains seen clinically would appear to be
those most relevant for this type of analysis. Likewise, the
use of high-titer spike studies alone for demonstrating
efficacy against bacteria in general can be only a partial
and potentially misleading estimation of clinical efficacy,
given that this is far removed from the actual clinical expe-
rience with regard to contamination levels in donated
products at the point at which PRT methods may be prac-
tically and appropriately applied. Inactivation of high
titers would also seem clinically irrelevant if accompanied
by high endotoxin levels that are not reduced by these
processes, which, upon infusion, can generate severe
reactions even in the absence of viable bacteria.

The work of Nussbaumer and coworkers?” with an
alternative, approved PRT system describes 100% efficacy
of the process for all of the clinical strains that were tested.
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The use of clinical strains isolated from contaminated
blood samples may afford samples that are more relevant
to the actual clinical setting, but the ability to demonstrate
reproducible results with such strains, due to their limited
characterization and availability, is often constrained. As
suggested from our work as well, the use of single strains
of a given organism may provide a false sense of overall
effectiveness for a given species of bacteria. The use of
multiple strains, as demonstrated here, may yield variable
results. Prowse described several concerns with the
approach utilized in prior analyses of the effectiveness of
inactivation with other PRT methods. This included the
lack of a positive control. In this study, samples which
failed to grow in the positive control caused the elimina-
tion of both samples from the test and control groups
from the study population as it would be impossible to
determine if inactivation had occurred due to the treat-
ment process or if the bacteria were simply inactivated by
complement or other blood product components alone,
not directly associated with the treatment method. In
addition, in this study, for Gram-negative bacteria, which
are known to be sensitive to complement, we eliminated
the possibility of bacteria elimination by complement
action alone through heat inactivation of test sample
plasma before spiking with bacteria. )

In summary, the purpose of this work was to address
the ability of the riboflavin and UV light method to inac-
tivate bacteria in contaminated PLT products and to
compare outcomes with those obtained using a culture
method that is being employed routinely today. The
results from this work suggest that the riboflavin and UV
light process may provide up to 98% protection against
transfusion of bacterially contaminated units at clinically
relevant contamination levels (<20 CFUs per product) as
compared to the 60% to 66% effectiveness of bacterial
culture testing observed in this study. Thus, use of a PRT
method may afford greater levels of protection than bac-
terial detection by any particle-based detection method,
even with larger sampling volumes and extended incuba-
tion times. A true determination of the validity of this
analysis and this approach for approximating clinical
outcome can only be provided once more routine appli-
cation of PRT methods occurs.

This analysis does not take into account other prop-
erties that the PRT methods may provide relative to
prevention of viral, parasitic, or white cell-mediated com-
plications of transfusion of blood products.®'#-* These
may be additional targets for hemovigilance analysis of
products treated with these processes once they are used
in a more routine fashion. The PRT approach may thus
afford a means to address multiple transfusion-related
concerns related to blood safety in a single platform.
Clearly, bacterial detection methods are not intended
to provide prevention of viral, parasitic, or white cell-
mediated complications or other utility. This too may be a
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consideration in decision-making processes by transfu-
sion medicine professionals.
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Serial plasma aliquots (50 mL) obtained
from 10 commercial donors who con-
verted from hepatitis C virus (HCV) RNA
negative to positive were transfused into
2 chimpanzees to assess infectivity dur-
ing early HCV infection. Plasma, obtained
4 days before HCV RNA detectability by
fi d ys, transmif HCV infec-
tion to chimpanzee X355. The infectious
PCR-negative plasma was subsequently
shown to be positive in 2 of 23 replicates
using a sensitive transcription-mediated

amplification (TMA) assay, and estimated
to contain 1.2 HCV RNA copies/mL
(60 copies/50 mL transfused). Plasma
units obtained up to 8 weeks earlier were
not infectious in a second susceptible
chimp, even when from donors with low-
level, intermittent HCV RNA detection.
Chimp x355 developed acute viremia with
subsequent seroconversion, but cleared
both virus and Ab in 17 weeks. When
rechallenged 38 months later with 6000 RNA
copies/mL from the same donor, X355 was

transiently reinfected and again rapidly lost
all HCV markers. We conclude that: (1) trans-
fusions can transmit HCV infection before
RNA detection, but the interval of test-
negative infectivity is very brief; (2) early
“blips” of HCV RNA appear noninfectious
and can be ignored when calculating re-
sidual transfusion risk; and (3) markers of
HCYV infection can be lost rapidly after
exposure to low-dose inocula. (Blood.
2012;119(26):6326-6334)

Introduction

The phase between the onset of hepatitis C virus (HCV) infection
and sustained systemic viremia is known as the eclipse or
previremic window phase of infection.!-* At its conclusion, plasma
HCV RNA concentrations rise exponentially in what has been
termed the ramp-up phase of infection.!? The eclipse phase, by
definition, is characterized by lack of detectable plasma viremia by
commercially available HCV RNA assays, which are primarily
based on PCR technologies. However, by performing quadrupli-
cate analyses of plasma donations from acutely infected source
plasma donors using more sensitive qualitative transcription-
mediated. amplification (TMA) assays for HCV RNA, we found
previously that 108 of 225 eclipse-phase donations from 50 donors
unexpectedly demonstrated the presence of intermittent, low-level
HCV RNA.' A second study of source plasma donors found a
similar phenomenon,? as did studies in injection drug users (IDU)56
and transfusion recipients.” Thus, HCV dynamics in the eclipse
phase may follow one of 2 patterns: no viremia until a sustained
rapid increase in serum RNA levels occurs (ramp-up) or intermit-
tent low-level HCV RNA detection (previously referred to in HIV
and SIV infections as “blip” viremia)®? that precedes ramp-up by
varying intervals up to 2 months.

Because HCV RNA levels are very low in this very early phase
of infection, it has not been possible to determine whether the RNA

is contained in infectious virions or to characterize the sequence
integrity of HCV RNA genomes during these “blips” relative to the
sequences observed during the ramp-up period from the same
subjects. With respect to blood safety, if the “blips™ are found to be
infectious, then current residual risk modeling might be underesti-
mating HCV transfusion-transmission risk because such modeling
assumes that donations given before the extrapolated beginning of
the ramp-up period are noninfectious.'%-2

The chimpanzee model of HCV infection has played a key role
in our understanding of determinants of viral transmission and
replication, the development of antiviral immune responses, assess-
ment of potential viral and host factors that lead to resolved versus
chronic infection, and evaluation of therapeutics and vaccines. Of
particular note, the chimpanzee model is considered an extremely
sensitive model for assessment of parenteral infectivity relevant to
transfusion safety." For this reason, we conducted multistep
inoculation experiments in 2 chimpanzees, designed to study the
infectivity of serially collected plasma donations from source
plasma donors recently infected with HCV. First, we evaluated
infectivity from donations initially assessed as occurring immediately
before the onset of ramp-up—phase viremia. Next, we evaluated
infectivity of nonviremic and low-level HCV RNA-positive (blip)
donations from donors who demonstrated intermittent HCV RNA
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detection in the eclipse phase of HCV infection. We also studied the
early immunology of HCV infection after a low-dose exposure and the
influence of this exposure on subsequent reinfection with the same HCV
isolate. In addition to contributing to our und ding of fusion-
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The animals were monitored by testing blood samples for HCV RNA by
PCR, anti-HCV by enzyme-linked immunoassay (EIA), fiver enzyme
levels, and T-cell assays. If infected, weekly or biweekly monitoring
continued; however, if there was no detectable infection after 6 weeks, the

transmission, these experiments provide data relevant to broader issues
of HCV transmissibility, the ability to document previous HCV infec-
tion using RNA and Ab diagnostics, and the early immunologic events
in HCV infection.

Methods
Preparation of HCV-RNA—positive plasma donor panels

Plasma for chimp inoculation studies was selected from a collection of
50 source plasma panels used in a previous study of early HCV viral
) s, available on the Blood Web site; see

ds ics (see suppl | Method:
the Supplemental Materials Jink at the top of the online article).! Each panel
consisted of aliquots of a series of donations {serial donations) from a given
donor. These donations occurred at approximately twice-weekly intervals in
both the eclipse and ramp-up phases of acute HCV infection. We based the
classification of ramp-up phase infection on the specific rate of increase in
HCV viral load for each individual donor.! We then back-extrapolated from
the siope of ramp-up viremia for each donor to establish a time when the
estimated viral load would have been < 0.05 copies/mL; all RNA-positive
donations collected before this time point were classified as occurring in the
eclipse phase (ie, before the ex(rapolated beginning of the ramp-up phase).
Donations given before quantifiable ramp-up viremia were then further
evaluated for HCV RNA by performing TMA testing (Procleix discrimina-
tory HCV |dHCV] assay; Gen-Probe) on 4 replicates of 0.5 mL of plasma
for each donation.! Multiple additional replicates (n = 20 or 23) of selected
eclipse-phase samples were also further tested for HCV RNA either by the
dHCV assay or by the Procleix duplex (HIV-HCV) assay (Gen-Probe) as
part of a previously published study.® Based on this testing, we character-
ized 37 of the 50 panels as having intermittent HCV RNA-positive
donations (at Jeast 1 dHCV TMA-positive replicate result) during the
eclipse phase interspersed with nonviremic (all replicates negative by
TMA) donations.

Selection of plasma donor panels for infusion into chimps

We selected 10 ABO-compatible serial donation panels for chimpanzee
infectivity studies. We used 5 of the 13 panefs that did not have evidence of
intermittent viremia as well as 5 of the 37 that showed intermittent HCV
RNA detection (blips). The 5 cases without intermittent viremia were
selected to have the most frequent serial donations over the 3 weeks
preceding RNA detection by guantitative HCV PCR and qualitative HCV
TMA assays, The 5 cases with intermittent HCV RNA during the eclipse
phase were selected to have at least 3 reactive results among the 4 replicate
HCV TMA results on 2 or more specimens collected > 2 weeks before
ramp-up viremia; they were also selected to include intervening donations
that tested negative on a total of up to 27 replicate TMA

General format of chimp inoculation experiments

Two healthy adult female chimpanzees (X331 and X355) were housed in a
containment facility maintained by the Texas Biomedical Research Institute
and Southwest National Primate R h Center, an Association for
A and A fitation of Laboratory Animal C ited
facility. Housing conditions and animal manipulations were approved by
the institutional animal care and use committee and all animal procedures
were performed with prior administration of appropriate sedatives and
anesthesia. Fifty milliliters of donor plasma units were intravenously
administered; these could be either individual unit infusions, multiple units
infused one after another, or a premixed pool of 5 U (250-mL total volume).
Further details of the timing of the infusions in the various experiments are
provided in Figure 1 and supplemental Figure 1, and in “Results.”

animal was rested for an interval of up to 3 weeks and then became eligible
for infusion with another donor plasma sample. This sequence was repeated
with several different donor plasma samples unti} evidence of infection
could be ascertained. After confirmation of infection, animals were
monitored for a period of 1 year to determine the outcome of infection. No
additional infusions with donor plasma were performed until completion of
this I-year period.

Laboratory assays

HCV RNA quantification in plasma donor panels. Two different assays
were performed as previously described.! The COBAS Amplicor HCV
Monitor (Version 2.0 assay; Roche Molecular Systems) HCV PCR assay
was able to quantify HCV RNA down to a lower limit of 600 YU/mL.
Samples that were negative on this assay were tested using the JHCV TMA
assay using multiple 0.5-mL replicates of plasma. The limit of detection
(LOD) of each replicate assay is 12.1 copiessmL (50% LOD; 95%
confidence interval [C1] 11.1-13.2).26 HCV RNA concentration was deter-
mined based on the percentage of replicates that gave positive results using
probit analyses.

HCV RNA detection and quantification in the recipient chimps. HCV
RNA detection was performed using the COBAS Amplicor Hepatitis C
Virus Test (Version 2.0; Roche Molecular Systems) and ification of
HCV RNA was performed using the COBAS Amplicor HCV Monitor
(Version 2.0 assay).

HCV Ab detection. Initial screening of plasma donor panels was done
using a third-generation HCV Ab EIA (Ortho Diagnostics). Repeat reactive
samples were further evaluated by the Recombinant Immunoblot Assay
(RIBA; Version 3; Novartis Diagnostics). Initial screening of chimp sera
was done using an anti-HCV 2.0 E1A (Abbott Laboratories) with confirma-
tion by RIBA.

HCV RNA ion, amplification, cloning, ing, and phylo-
genetic analysis. HCV RNA was extracted from 140 pL of plasma from
one viremic time point from each of the 5§ plasma donors implicated in HCV
transmission to chimp X331 and from 2 viremic time points from the
infected chimp using the QIAamp Viral RNA Mini Kit following the
manufacturer’s instructions (QIAGEN). Extraction and amplification of
donor and chimp samples were performed on different days to eliminate the
possibility of cross-contamination. Details of the amplification, cloning,
and phylogenetic analysis p d are in suppl

Methods.

ALT and AST measurements. Serum samples collected from the study
animals were analyzed for alanine aminotransferase (AST) and asparate
aminotransferase (ALT) levels with a Unicel DXC600 serum chemistry
analyzer (Beckman Coulter). Enzyme levels were considered normal if they
were within the normal range (AST 11-25 U/L; ALT 21-55 U/L) established
at the primate center.

CD4 proliferative responses to HCV Ags. PBMCs were isolated from
ACD-anticoagulated chimpanzee blood via gradient centrifugation as
described.?” Triplicate cultures of 200 006 PBMCs were stimulated with
1 pg/mL HCVcore, NS3, helicase, NS4, NS5A, NS5B proteins (Mikrogen)
or buffer control as previously described.?® Cultures were labeled with
1 pCi [*H)thymidine (Amersham) on day 5 and harvested 16 haurs later.
Separate cultures stimulated with or without PHA (1 pg/mL; Murex
Biotech Limited) were labeled with [*H]thymidine on day 2. The stimula-
tion index (S1) was calculated as a ratio of the average number of counts per
minute of 4 replicate cultures in the presence of Ag compared with control
buffer or medium.

Results

Three chimp inoculation experiments were performed in multiple
phases as described below and in Figure 1.
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Figure 1. Experi design and of plasmai i and fi p of i 1 the infectivity of plasma that tested HCV RNA

negative by licensed diagnostic assays and was obtained in the days just before ramp-up viremia. (A) Fifty milliliters of pre-ramp-up phase plasma from each of 5 commercial
apheresis donors was infused sequentially during a single experimental procedure into chimp X355. (B) When transmission was linked to 1 donor by phylogenetic sequencing,
50-mL plasma samples from each of 4 sarlier danations fram that implicated donos were transfused to a second animal (X331) at 8-week intervals, Both animals wers followed
for virologic, serologic, and cell-mediated immune responses to assess evidence of HCV infection. Experiment Il examined the infectivity of samples from 5 donors who had
intermittent low-level HCV AINA (“blips”) detected during the eclipse phase of HCV infection by infusions into chimp X331. (C) Phase 1: Infusion of a pool of 250 mL (50 mL of

ar fram ions collected sub 1 o blips) of HCY RNA-negative plasma from the eclipse phase. (D) Phase 2: 50-mL plasma samples from blip viremic units
from the eclipse phase from the same 5 donors were sequentially infused at 6-week intervais. Phase 1 and phase 2 infusions did not transmit HCV infection ta the recipient
animal (chimp X331). (E) Phase 3: To confirm this chimp's susceptibility to HCV infection, 50-mL plasma samples from each of 3 progressively higher titer HCV RNA-positive
donalions collected during the early ramp-up phase of infection from one of these 5 donors were infused at 8-week intervals. In experiment W, chimp X355 who had
spontaneously recovered from HCV infection and lost anti-HCV as well as virus, was rechallenged 3 years later fo determine whether prior infection conferred protection
against reinfection. (F1) infusion of 50 mL. of plasma containing an estimated 80 HCV RNA copies {1.6 copies/mL) from the previous infecting donation. (F2) Rechallenge with

50 mL of plasma containing an estimated 300 000 HCV RNA copies (6000

Experiment |: testing the infectivity of plasma immediately
before the ramp-up phase

Experiment 1, phase | involved infusions of 50 mL of plasma
(during a single infusion episode) from each of 5 different source
plasma donors into an HCV naive chimp (X355). The infused
donations were from donors in whom there was no HCV RNA
detected during the eclipse phase and were selected so as to be the
donations that immediately preceded the first ramp-up viremia
donation (Figure 2A, and supplemental Figure 1A-E). These
donations, which tested negative for HCV RNA by quadruplicate
dHCV TMA and viral load assays, were estimated by back-
extrapolation from measured viral loads during the subsequent
ramp-up phase of each donor 1o have been collected from 4 to
16 days before the onset of the ramp-up phase (defined as one HCV
RNA copy present in 20 mL of plasma).

After infusion, chimp X355 was evaluated wegkly for the first
I't weeks, then biweekly until week 29 after infusion, with a final
assessment at | year after infusion. Tests performed were HCV

yfroma early p-up—phase donation from the same donor.

RNA (qualitative and, when indicated, quantitative), HCV Ab,
ALT, and AST. Assays for PBMC proliferative responses to HCV
proteins were performed before infusion and biweekly until week
10 after infusion. As shown in Figure 3, chimp X355 developed
mild hepatitis (peak ALT 68 IU/L) and transient HCV infection
with viremia developing at week 2 and persisting unti] week 9.
Peuk viral load was 5.2 X 10% copies/mL at week 4. HCV Ab was
first detected al week 8 and persisted until week 17, after which it
became undetectable throughout follow-up (seroreversion). Samples
collected from weeks 9 through 13 were RIBA positive but never
showed Ab reactivity to the core (c22) Ag. Samples at weeks
15 and 17 showed very low Ab reactivity by RIBA (c33 at 1+,
511 and NS5 at +/—, and c22 nondetectable). ALT was elevated
from weeks 5 through 8 with a peak value of 68 U/L. Proliferation
of PBMC 10 HCV Ags was not detectable preinfusion or at week 2,
but a clear peak was detectable at week 4. Responses were exclusively
targeted against nonstructural HCV Ags as evidenced by SIs of 33 and
27 against NS5B and NSSA, respectively, 29 against NS4 and
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Figure 2. Representative viremia results from 2 of the
10 plasma donors used in chimpanzee infection
experiments (data from all 10 panels is presented in

b
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HCV infection except for the cell-mediated immune response which
remained detectable as late as week 21 after infusion.

Sequencing of HCV RNA and phylogenetic analysis revealed
that the chimp HCV isolate was very closely related to an HCV
isolate obtained from a subsequent highly viremic donation from
one of the 5 source plasma donors used in the infecting inocula
(Figure 4). The transmitting donation had been collected 4 days
before the first quantifiable HCV RNA-positive donation (viral
load of 6 X 10° HCV RNA copies/mL) from this donor (donor
10081). To increase the sensitivity for detection of HCV RNA in
the transmitting and nontransmitting source plasma donations,
23 additional 0.5-mL plasma replicates from the infused donations
were tesied under code for HCV RNA by the TMA assay. In total,
2 of the 27 replicate TMA assays were positive with plasma from
the donation implicated as infectious by phylogenetic analysis,
whereas similar multiple replicate TMA testing performed on identically
processed frozen-thawed plasma from the other 4 donations in the
transmitting pool gave negative results. A probil analysis indicated that
the dHCV TMA-positive donation had an estimated HCV RNA

BLOOD, 28 JUNE 2012 - VOLUME 119, NUMBER 26

Figure 4. Phylogenetic reconstruction of HCV E1/E2
region sequences from 5 plasma donors {10081,
10051, 10082, 10017, and 10022) and a chimpanzee
(X355) infused with a poot of 50 mL of plasma from
each of the donors. A indicates population sequences

ing to the first hyps i region (HVR-1)
of E1/E2 (404nt) for donors and the chimp; and A, cloned
sequences. Samples from 2 time points 19 days apart
were obtained from the chimpanzee. The first time point
sequences are indicated with ¢ and the second time point
sequences by C. Viral sequences in the chimp are shown
to be closely related to donor 10081. Reference se-
quences from genotypes 1a (HCV-H, K77, and HCV-1),
1b (L2, JK1), and 3a {K3a) were included. The maximum
likelihood tree was rooted with the 3a reference se-
quence. Bootslrap values > 70% are indicated.

10022

concentration of 1.2 copies/mL (95% CI 0.5-1.9 copies/mL). In retro-
spect, this initially HCV RNA-negative donation was probably in the
very early ramp-up phase of infection such that multiple replicate testing
was required to detect the very low level of HCV RNA that was present.
Because 50 mL of plasma from this donation was infused, we estimate
that chimp X355 acquired HCV infection after being transfused with a
total of ~ 60 HCV RNA copies (95% CI: 25-95 copies).

To confirm that the donation that initially infected chimp X355
was the earliest infectious donation in the panel of serial
donation samples from the implicated donor, we conducted
phase 2 of this experiment. A second HCV naive chimp (chimp
X331) was infused on separate occasions with 50 mL of plasma
from HCV RNA-negative units donated by the transmitting
donor that had been collected 14, 10, 7, and 3 days before the
transmitting donation (Figure 2A). Chimp X331 was monitored
weekly for 6 weeks after each 50-mL infusion (total of 24 weeks)
to document evidence of HCV infection by HCV RNA, HCV
Ab, and ALT/AST testing. There was no evidence for HCV
infection in this second recipient chimp.
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Table 1. Estit HCV RNA cor of eclipse-phase donations with blip viremia infused into chimp X331 (experiment Il, phase 2)
Donor/donation Days preceding No. ot TMA-posltive Imputed HCV RNA copies/mL Infused HCV
no. ramp-up* replicates (%) (95% fiducial timits)t RNA copies
10050-04 41 6/27 (22) 2.22(1.23-3.17) 11
10083-02 49 23/27 (85) 11.22 (9.35-13.67) 561
10011-02 49 2027 (7) 1.18 (0.53-1.91) 60
10029-01 48 10/27 (38) 3.37 (2.15-4.47) 185
10085-02 49 10/27 (37) 3.29 (2.08-4.38) 164

TMA indicates transcription-mediated amplification.

“Plasma from HCV RNA-negative donatlons from each of these five donors were previously infused into chimp X331 and resulted in no evidence of HCV infection. These
donations were collected prior to ramp-up viremia at days —31, —23, —19, —21, and —18, respectively.
TRNA copy levels were estimated from probit analysis of replicate testing of the HGV WHO international Standard (NIBSC Codes: 97/690); copies per milliliter were based

on a conversion factor of 3.4 RNA copies/IU.

Experiment lI: testing the infectivity of plasma during the
eclipse phase

In experiment I, eclipse-phase RNA-positive and RNA-negative
donations were selected from 5 of the 37 source plasma donors who
had intermittent HCV RNA detected in the eclipse phasc of
infection (Figure 1, supplemental Figure 1F-J). Chimp X331, who
had not been infected in phase 2 of experiment I, was used for these
studies, which were begun 22.5 months after the completion of
experiment 1. In phase 1 of experiment II, a 250-mL plasma pool
from nonviremic donations obtained during the eclipse phase of
infection from 5 different source plasma donors was infused into
chimp X331 (see supplemental Figure {F-J for time points used in
these infusions); these HCV RNA-negative donations were col-
lected during the RNA-negative “valleys” between intermittent
HCV RNA-positive eclipse-phase donations (blips). This chimp
was monitored weekly for 6 weeks for HCV RNA, HCV Ab, ALT,
and AST. There was no evidence for viremia, Ab seroconversion, or
transaminase elevation, indicating that these HCV RNA-negative
eclipse-phase donations were not infectious.

One month later, phase 2 of this second experiment involved
infusions of 50 mL of low-level HCV RNA-positive eclipse-phase
plasma from each of the same 5 source plasma donors into the same
chimp (Table 1, supplemental Figure 1F-J). The infusions of the
5 units were separated by 6-week intervals during which the
recipient chimp was monitored for evidence of HCV infection.
There was no virologic evidence for transmission of HCV infec-
tion, and no evidence for humoral or cellular immune responses.

Finally, after an additional 6-month interval, phase 3 of this
experiment was conducted. In light of the multiple exposures to
HCV RNA from eclipse-phase infusions, the aim of this phase was
to establish that chimp X331 was susceptible to HCV infection
when infused with a sufficient HCV RNA dose. Three 50-mL
plasma infusions from HCV RNA-positive units obtained either
immediately before ramp-up or during the ramp-up phase of
infection from one of the 5 donors (plasma donor 10083) used in

phases | and 2 were infused at 8-week intervals (Figure 2B, Table
2). These 3 units had increasing HCV viral loads (1.5 copies/mL,
3.0 copies/mL, and 6.8 X 10° copies/mL). The chimp was
monitored weekly for 8 weeks for HCV RNA, HCV Ab, and
ALT/AST after the first 2 infusions and then weekly for
12 weeks and biweekly unti] week 24 after the third infusion.
Liver biopsies were performed immediately before the infusion
containing 6.8 X 10° copies/mL and at weeks 2, 3, 5, and 7 after
that infusion. No HCV infection was detected over an 8-week
follow-up period after each.of the first 2 infusions (infusion of
74 HCV RNA copies [1.5 copies/mL X 50 mL] and 149 HCV
RNA copies [3.0 copies/mL X 50 mL]). In contrast, after infu-
sion of the donation with 6.8 X 105 HCV copies/mL (total
infusion of 3.4 X 107 copies [6.8 X 105 copies/mL X 50 mL)),
the recipient chimp developed viremia at |-week postinfusion
(peak titer 1.3 X 10° copies/mL) which persisted until week
16 (Figure 5). All liver biopsies were normal. Unexpectediy,
HCV Ab never developed over the 24 weeks of follow-up.

Experiment lil: testing whether transient HCV infection
protected against rechailenge

Experiment 111 (Figure 1) was conducted to determine whether the
acquisition of HCV infection from a low-dose inoculum, followed
by viral clearance, would protect against rechallenge by the same
HCV strain. In this experiment, performed 34 months after recov-
ery from the initial experimental transmission of HCV to chimp
X355, this same chimp was challenged with a 50-mL plasma
infusion from the same low-viremic (1.6 copies/mL), early window~—
phase donation that had transmitted the initial HCV infection. The
chimp was monitored weekly for 12 weeks during which time there
was no evidence of a second HCV infection, implying some level
of immunity even though anti-HCV and HCV-specific celi-
mediated immunity were not detectable before or after the HCV
challenge.

Table 2. HCV RNA of d infused into chimp X331 to prove ibility to HCV i (experiment Il,
phase 3)

HCV RNA copies/mL (imputed infused
Donor/donation Phase ot Days preceding No. of TMA-positive from replicate TMA testing” or HCV RNA
no. infection ramp-up replicates (%) measured by VL assay) coples
10083-12 Prior to ramp-up 7 27 (11) 1.48(0.71-2.28) 74
10083-13 Prior to ramp-up 5 9/27 (33} 2.99 (1.83-4.05) 149
10083-14 Ramp-up 0 NAt 6.8 x 108 3.4 x 107

TMA indicates transcription-mediated amplification; VL., viral load; and NA, not applicable.
"RNA copy levels were estimated from probit analysis of replicate testing of the HCV WHO International Standard (NIBSC Codes: 97/690); copies per milliliter were based

on a conversion factor of 3.4 RNA copies/IU.

1This donation was positive by quantitative HCV RNA testing at a concentration of 6.8 X 105 copies/mL and was not subjected to replicate TMA testing
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Figure 5. Results ot transmission experiments In
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To further assess protective immunity, 4 weeks later, the chimp
was rechallenged with a 50-mL plasma infusion from the subse-
quent ramp-up phase donation (donated 4 days later) given by this
same donor, which contained 6000 HCV RNA copies/mL (for a
total infusion of 300000 HCV RNA copies). The chimp was
monitored weekly for 10 weeks, then biweekly until week 24, and
then monthly until week 52, Chimp X355 was reinfected with HCV
as evidenced by development of low-level HCV viremia that was
only present at weeks I, 2, and 3 and only quantifiable at week
I (1620 copies/mL). HCV Ab developed at week 5 and persisted
through week 20, was intermittently detected at weeks 28 and
32 and then reverted to negalive on 3 subsequent measurements.
ALT remained normal throughout the 1-year follow-up period and
this chimp did not mount any PBMC proliferative responses to the
challenge inoculum. At week 52, the chimp expired from an
unrelated pyelonephritis and Escherichia coli sepsis precluding any
further follow-up.

Discussion

‘We studied the infectivity of human plasma collected in various
stages of acute HCV infection to define the relationship between
HCV RNA as detected by the most sensitive RNA assays and
infectivity in the well-established chimp infection model. We
demonstrated that infusions of 50 mL of plasma from each of
S human source plasma donors thought to be in the late eclipse
phase of infection (just before or at the beginning of the ramp-up
phase) al the time of donation into an HCV-naive chimpanzee
resulted in a mild and transient HCV infection characterized by
low-level viremia, HCV Ab produciion, and HCV-specific T-cell
immune responses. This was followed by viral clearance, rapid loss
of HCV Ab, and marked diminution of the cellular immune
response. Sequencing of isolates established that the infection was
from a single plasma donor in the group of 5 used in the
experimental infusion. Based on performing HCV TMA on
27 replicate samples from the transmitting donation, we established
that this plasma had an estimated HCV RNA concentration of

4 6 8 10 12 14 16 18 20 22 24

1.2 copies/mL and hence the donor was probably in the early phase
of HCV ramp-up viremia (rather than the eclipse phase) at the time
of this donation. The definition of the transition between the eclipse
and ramp-up phases is not precise and the mechanisms leading to
this transition are not known, as discussed in Glynn et al.! Based on
the 50-mL plasma infusion from this donation, we estimated that
60 HCV RNA copies were infused into the recipient chimp.
Samples collected from 3 to 14 days previously from the same
donor were infused in 50-mL aliquots into another HCV naive
chimp and did not cause infection, indicating that the transmitting
donation was obtained at or near the time when the donor first
became infectious. This also indicated that the duration of infec-
tious viremia before detectable RNA by donor screening nucleic
acid assay technology (NAT) assays was very brief.

This experimental transmission has some parallels with the first
reported human case of transfusion-transmitted HCV infection
from a unit retrospectively shown to be HCV RNA negative by a
sensitive individual' donation NAT (ID NAT) assay.? In this human
transmission, HCV RNA could be demonstrated inconsistently in
the transmitting donation when evaluated in multiple replicates by
dHCV TMA testing, leading to the conclusion that HCV RNA was
present, but at a very low level (estimated at < 10 copies/mL). The
donor of this unit may have been in the very early ramp-up phase
with HCV RNA levels below the level of consistent detection by
even the most sensitive ID NAT screening method, as occurred in
our chimp transmission experiment. Data from this study in
chimpanzees, other chimp experimental studies using serially
diluted ramp-up phase plasma infusions,'*¢ and the clinical case
report of a breakthrough transmission? demonstrate that ID NAT
cannot completely eliminate the risk of transfusion transmission of
HCYV, given the high level infectivity of ramp-up phase virus. Of
relevance to transfusion safety, it appears that blood transfusions
from donors in the early stage of acute HCV infection can be
infectious before the time of RNA detection by routinely performed
NAT screening, including the most sensitive ID NAT test currently
available which has a 50% limit of detection of 12.1 copies/mL
(95% CI 11.1-13.2).26 Hence, conversion to individual donation
NAT from currently used mini-pool NAT (MP NAT) screening will
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not close the infectious window period completely and may not be
warranted given its projected very low incremental yield and poor
cost-effectiveness, 2330

A further set of experiments was performed to evaluate the
infectivity of 2 types of donations from the surprisingly prolonged
eclipse phase of infection observed in 74% of the plasma donor
panels we studied. These included donations that were HCV RNA
positive and estimated to contain from 1 to 20 HCV RNA
copies/mL (60 to 561 HCV RNA copies per infusion) and other
intervening donations from the same donors that were HCV RNA
negative by sensitive multireplicate testing. Infusions of 50 mL of
plasma from either of these 2 donation types from each of 5 donors
with such intermittent HCV RNA “blips” did not cause infection
when transfused into a single chimp, who was later proven to be
susceptible to HCV infection when infused with a ramp-up phase
viremic sample from one of these same donors.

Thus, although HCV. RNA was intermittently detected during
the eclipse phase of infection for up to 8 weeks before ramp-up
viremia, our results show that transfusion of such units was not
infectious in chimpanzees. In contrast, we demonstrated infectivity
with an early ramp-up phase sample at a total infusion dose of
60 HCV RNA copies. Japanese investigators have shown that even
lower doses of HCV RNA (total inocula of 20 HCV RNA copies)
from an acutely infected chimp transmitted HCV infection to
recipient chimps.'* Hence, during the ramp-up phase of early HCV
infection, infusions with very low copy numbers are highly
infectious whereas infusions having equal or higher copy numbers
of HCV RNA obtained during the eclipse phase are not infectious.
This suggests critical differences in the presentation or packaging
of HCV RNA during the eclipse and ramp-up phases of HCV
infection as discussed below.

There are multiple possible explanations for the finding of
intermittent HCV RNA detection in some donors during the eclipse
phase. This may represent persistent low-level viremia that occurs
at a concentration that is at or near the limit of assay detection and
thus, based on assay limitations, is detectable in some samples and
nondetectable in other seriaily collected specimens. Another expla-
nation is that periods of HCV viremia alternate with nonviremic
periods as a result of intermiltent release of viral particles into the
plasma from focal replication sites such as the liver and possibly
even peripheral blood cells. Third, these episodes could represent
repeated HCV exposures or reinfections which abort, until a
particularly fit variant is finally transmitted and disseminates.
Perhaps the most likely explanation is that early in HCV infection,
HCV RNA can be released into plasma as nonvirion-associated
nucleic acid or as defective, nonreplication competent virions. The
data appear to be most consistent with the hypothesis that complete
infectious particles likely do not circulate until immediately before
the ramp-up phase of HCV infection, leaving a very narrow
window of infectivity before detectability by sensitive blood donor
screening and diagnostic assays.

Whatever the explanation, this series of experiments, and those
of others,’*'¢ establish that HCV RNA intermittently detected
during the eclipse phase of HCV infection can be ignored when
performing mathematical modeling of residual transfusion-
transmitted HCV risk. This lack of infectivity {or perhaps very rare
infectivity, which we were not able to demonstrate in our small
study) is consistent with reports of only a very few transfusion-
transmissions from HCV NAT-screened units. Thus, risk modeling
can use the time period from the extrapolated beginning of ramp-up
phase viremia to detectable virus by the screening method used (ID
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NAT, MP NAT, fourth generation Ag/Ab assays), as reviewed in
detail elsewhere.?

We have shown that a chimp infected with HCV from infusion
of a low-dose early ramp-up inoculation developed a transient
HCV infection as evidenced by low-level and short-lived viremia,
and both humoral and cellular immune responses; by week 17,
virologic, serologic, and biochemical evidence of HCV infection
had disappeared and very low-level T-cell responses were the only
residua of past HCV infection. A second chimp also inoculated with
plasma from the early ramp-up phase of HCV infection developed
transient viremia but failed to seroconvert. Similar examples of
transient infections without seroconversion or with seroconversion
followed by seroreversion have been reported in experimental
chimp infectivity studies,'s and rarely in human HCV infections
after transfusion and injection drug-use exposures.®”3'-3¢ Our
experimental findings corroborate these previously reported human
observations in establishing that more HCV infections occur in
persons than are clinically, virologically, or serologically identified
by cross-sectional serologic or NAT screening.

Lastly, these experiments in a single chimp indicate that HCV
infection from a low-dose inoculum did not confer protective
immunity to rechallenge, as we demonstrated only limited protec-
tion when the chimp who developed but then lost detectable
adaptive humoral and cellular immunity was rechallenged with a
higher dose of the identical HCV strain.

A noteworthy limitation of our study is that we had access to
only 2 HCV naive chimps to evaluate the infectivity of a large
number of donations from 10 donors with different patterns of
eclipse and ramp-up phase viremia. Consequently, we had to
Jjudiciously design experiments with reuse of the same chimps for
multiple infusion experiments. This could have resulted in either
immunization or tolerance to HCV, perturbing our ability to
ascertain infectivity of donor plasma. However, we do not believe
this seriously compromised interpretation of our experiments
because all the chimps were carefully evaluated using sensitive
assays for detection of HCV RNA and both humoral and cell-
mediated immunity and each animal was negative by all these
parameters before viral challenge. Furthermore, in the chimp
(X331) that was uninfected after challenge with blip and valley
eclipse-phase infusions, we confirmed HCV susceptibility by
transfusing a high titer inoculum from the ramp-up phase of
infection.

In summary, these studies demonstrate that: (1) Large volume
plasma transfusions can transmit HCV infection before RNA
detection by current donor screening assays, but the interval of
infectivity before RNA detection appears to be very brief (4 days in
this experiment). (2) The noninfectivity of eclipse-phase “blips™
indicates that these may represent incomplete virions and can be
ignored when calculating HCV residual transfusion risk. (3) Markers
of HCV infection can be rapidly lost after exposure to low-dose
inocula, suggesting that more HCV infections occur than are
currently documented. (4) HCV infection from a low-dose inocu-
lum does not necessarily confer protective immunity to rechallenge
from a higher dose of the homologous strain.
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Symptomatic parvovirus B19 infection caused by blood
component transfusion

Masahiro Satake, Yuji Hoshi, Rikizo Taira, Shun-ya Momose, Satoru Hino, and Kenji Tadokoro

BACKGROUND: Although a risk of transfusion-
transmitted human parvovirus B19V (TT-B19V)} infection
has been a concern, there have been very few reports
of clinically relevant TT-B19V caused by the transfusion
of a B19V-containing blood component. It has therefore
been a matter of debate whether a universal 819V
screening with an appropriate sensitivity is required.
STUDY DESIGN AND METHODS: Through the Japa-
nese Red Cross hemovigilance system, clinical reports
on possible TT-B19V were collected from 1999 to 2008,
during which B19V donor screening (sensitivity, 10™
1U/mL) was conducted and repository blood samples
from donors were available.

RESULTS: Eight patients with TT-B19V caused by
component transfusion have been identified. Four
patients developed sustained anemia and pure red
blood cell (RBC) aplasia and one patient developed
pancytopenia. The underlying diseases in these five
patients were either hematologic malignancy or
hemolytic diseases. The viral loads of the responsible
components for these cases ranged from 10° to 10°
IU/mL. Two patients who underwent surgical treatment
without any hematologic disorder exhibited only moder-
ate symptoms. The B19V DNA sequence identity
between a patient and the linked blood donor was con-
firmed in five of the eight patients. All of the compo-
nents responsible for the eight cases were positive for
anti-B19V immunoglobulin {Ig)M.

CONCLUSION: Vulnerability to serious B19V-related
hematologic disorders depended on the patient’s under-
lying disease state of an enhanced erythropoiesis, not
on the viral load of the component transfused. To
prevent clinically relevant TT-B19V, a strategy is sug-
gested in which patients at risk of acquiring RBC
aplasia or pancytopenia are targeted.

nfection by human parvovirus B19 (B19V) is

common in any geographic area and causes

erythema infectiosum or fifth disease in childhood.

The infection in adults is usually asymptomatic but
may cause a transient red blood cell (RBC) aplasia in
patients in the state of an enhanced erythropoiesis or
may cause persistent anemia in immunocompromised
patients.”* The prevalence of anti-B19V immunoglobulin
{Ig)G increases steadily even after childhood, suggesting
that B19V infection occurs frequently during adulthood.*®
In acute infection, the viral load in peripheral blood
reaches as high as 10" IU/mL.” The frequent primary
infection among adults and the high viral load without
symptoms imply the presence of a considerable number
of blood donors with a high viral load, which raises the
possibility of a considerable risk of transfusion-
transmitted B19V infection (TT-B13V).

Although TT-B19V cases have often been reported
after the transfusion of plasma derivatives,®! there have
been very few reports of clinically relevant B19V infection
that is considered as a result of the transfusion of a B19V-
containing blood component (i.e.,, RBCs, fresh-frozen
plasma {FFP}, or platelet [PLT] concentrates).’"’ It has

ABBREVIATIONS: AML = acute myeloid leukemia; B19V =
human parvovirus B19; JRC = Japanese Red Cross; nt =
nucleotide(s); RHA = receptor-mediated hemagglutination;
TT-B19V = transfusion-transmitted human parvovirus B19V;
TTI(s) = transfusion-transmitted infection(s).
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therefore been a matter of debate whether a universal
B19V screening with an appropriate sensitivity is indeed
required for securing blood component safety. In this
regard, several studies have been conducted to establish
the frequency of blood products harboring TT-B19V risk
and the frequency of clinically relevant TT-B19V cases. In
most such studies, a reason to implement a B19V screen-
ing method that covers all blood donations has not been
verified because no case of clinically relevant TT-B19V was
identified during the study period.'®"®

Japanese Red Cross (JRC) blood centers established a
hemovigilance system in 1993 and have been collecting
voluntary reports on transfusion-transmitted infections
(TTis) and other adverse effects as a result of transfusion.
Through the system, JRC has so far obtained five estab-
lished and three probable cases of TT-B19V. In this article,
we describe the details of TT-B19V cases, each of which
represented a typical clinical course of B19V infection.

PATIENTS AND METHODS

Hemovigilance system

JRC blood centers are the sole facilities in Japan that deal
with blood procurement and processing, testing, and
delivery of blood components. The JRC hemovigilance
system has been functioning since 1993 and covers the
entire country with 1 million patients being transfused
every year. Although the reporting of suspected TTI cases
to JRC is not mandatory, it is obligatory for every physician
to report TTI cases to the Japanese Ministry of Health,
Labour and Welfare, which in turn refers this information
to JRC. Eventually, JRC is able to obtain all information
on suspected TTIs and other serious adverse reactions
caused by blood transfusion. The system also includes a
complete sample archive from all blood donations since
1999, which enables us to investigate the cause of a TTI
using the repository blood samples obtained from the
donation associated with the TTIL. For TT-B19V cases, a
lookback study for the possibility of previous donation
with viremia has not been performed.

Receptor-mediated hemagglutination assay

In 1998, JRC implemented a receptor-mediated hemag-
glutination (RHA) assay as a screening test for B19V and
used it for all donated blood until 2007. The theoretical
basis of the RHA assay system was described else-
where'®?"; briefly, it is a B19V antigen detection method in
which the indicator RBCs agglutinate via B19V particle
binding to globosides on the RBC membrane at a critical
pH (pH 5.6 = 0.1). The sensitivity of RHA is approximately
10" TU/mL, and by this method, 300 to 400 B19V-positive
donors with very high titer viremia have been identified
every year.?' Although the sensitivity of RHA is not satis-
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factory, it has greatly contributed to the lowering of the
viral load in a plasma pool that is manufactured into
plasma derivatives.?2 In 2008, JRC implemented a chemi-
luminescence enzyme immunoassay-based screening
assay that is also an antigen detection assay with a sensi-
tivity of approximately 107 IU/mL.

Polymerase chain reaction analysis of B19V and
antibody detection

On receiving a report of a suspected case of TT-B19V, poly-
merase chain reaction (PCR) analysis was carried out to
detect the B19V DNA in patient sera obtained before and
after the index blood transfusion as well as in repository
tube(s) obtained from the donation(s) from which the
blood compenent(s) suspected of causing TT-B19V had
been processed. B19V DNA was extracted using a total
nucleic acid isolation kit (MagNA Pure LC, Roche Diag-
nostics, Tokyo, Japan) and amplified and quantified using
a B19V guantification kit (LightCycler, Roche Diagnostics,
Tokyo, Japan). The forward and reverse primers were
located at Nucleotides (nt) 2046 to 2064 and nt 2110 to
2092, respectively. The probe used was mapped at 24 bp of
nt 2067 to 2090. The 95% detection limit of the PCR system
is 289 IU/mL, as determined by probit analysis. Direct
B19V DNA sequencing was performed targeting 1069 bp
(nt 1884-2952) in the NS1/VP1 region for Cases 1 to 4.7 As
for Case 5, B19V DNA was sequenced for a total of 1913 bp
covering the NS (489 bp [nt 1396-1884] and 225 bp [nt
1962-2187]), NS-VP1 (597 bp [nt 2370-2966)), and VP1
(602 bp [nt 2984-3585]) regions. Sequence identity was
assessed for these regions between the patient sample and
the blood donor sample. IgM and IgG specific for B19V
were detected by enzyme-linked immunosorbent assay
(Parvo-IgM and Parvo-IgG, Denka Seiken, Tokyo, Japan).

RESULTS

The annual number of blood donations in Japan is
approximately 5 million and the annual number of com-
ponents released to medical facilities for RBCs, FFP, and
PLT concentrate are 3.3 million, 960,000, and 730,000,
respectively. Data presented in this article were collected
during the period from 1999 through 2008 when reposi-
tory blood samples from donors were available. During
that period, JRC received only 15 reports of suspected
TT-B19V from physicians, among which we were able to
identify eight cases of TT-B19V. This indicates that the case
frequency of documented TT-B19V is eight per 50 million
or approximately one in 6 million donations. Details of the
five TT-B19V cases that were confirmed by B19V-DNA
sequence analysis are described below (Table 1).

Case 1

A 41-year-old man with hairy cell leukemia underwent
a treatment regimen including a course of cladribine

B19V INFECTION BY COMPONENT TRANSFUSION

TABLE 1. Cases established as having TT-B19V infection

Before After Transfused
Case Patient profile transfusion transfusion Symptoms and laboratory findings components
1 41, male DNA (+) RBC aplasia (3 months) RBCs (irradiated)
Hairy cell leukemia gM (+) Reticulocytopenia (1 month) DNA (+)
After chemotherapy 1gG (+) Viremia level of 1 x 10" copies/mL 1.8 x 10% jU/mL*
2 % 10° IU/bagt
Igh (+)
19G {+}
2 57, male DNA () DNA (+) Pure RBC aplasia (approx. 2 months) PC (irradiated)
AML (M4) 1gM (=) IgM (+) DNA (+)
After chemotherapy 19G (=) 19G (+} 9.7 x 10° W/mL
, 2% 10" 1U/bag
1gM (+)
19G (-)
3 35, female DNA (=) DNA (+) Fever RBCs (irradiated)
Placenta previa IgM (=) IgM (+) Systemic eruption (3 weeks) DNA(+)
igG (<) 1gG (+) 3.0 x 10° fU/mb
3 x 10° |Ubag
IgM (+)
19G (+)
4 59, male DNA {-) DNA (+) Sustained high fever (5 days) RBCs (irradiated)
Rectal cancer IgM (=} IgM (+) DNA(+)
1gG (-) 1gG (+) 5.1 x 10% IU/mL
5x 10¢ iU/bag
IgM (+)
1gG (+)
5 61, male DNA (=) DNA (+) High fever PC (irradiated)
AML Disseminateg erythema DNA (+)
After chemotherapy Pure RBC aplasia (7 weeks) IgM (+)
Reticulocytopenia 1gG (+)

" Viral concentration in the donated blood.
1 Estimated viral load in the component.
PC = PLT concentrate.

(2-chlorodeoxyadenosine) for 7 days in May 2005, On Day
0, 9 days after the completion of cladribine treatment, he
was transfused with 1 unit of RBCs because of anemia. The
reticulocyte proportion in his peripheral blood decreased
from 3.6% on Day 6 to 2.4 and 0.3% on Days 8 and 10,
respectively. B19V PCR analysis was performed on his Day
11 serum, which revealed a viremia level of 1 x 107
copies/mL. The JRC central laboratory also detected B19V
DNA and anti-B19V of both IgM and IgG classes in sera
obtained on Day 22. On the basis of these findings, the
diagnosis of RBC aplasia due to TT-B19V was made.
Reticulocyte counts ranged from 0.1% to 0.2% since then,
and the patient remained RBC transfusion dependent
requiring occasional  granulocyte-colony-stimulating
factor (G-CSF) administration. His reticulocyte count
started to increase in late June and the complete resolu-
tion of anemia was confirmed in late August. The reposi-
tory sample from the index donation for the RBCs was
found to contain 1.8 x 10° [U/mL B19V DNA as well as
anti-B19V of both IgM and IgG classes. The patient was
administered G-CSF because of existing leukopenia
caused by the preceding chemotherapy with cladribine,
not by B19V infection (Y. Tsukada, manuscript in
preparation).

Case 2

A 57-year-old man received chemotherapy for acute
myeloid leukemia (AML, M4). After the completion of che-
motherapy in May 2005, he received multiple blood trans-
fusions because of sustained marrow suppression. The
index blood transfusion of the PLT concentrate respon-
sible for TT-B19V was carried out on June 14 (Day 0). A
delayed recovery of RBC generation was noted despite a
complete recovery of white blood cell and PLT generation.
Marrow examination was carried out on Day 21 revealing
pure RBC aplasia as well as a complete remission of AML.
His peripheral blood sample collected on Day 24 was posi-
tive for B19V DNA and anti-B19V of both IgM and IgG
classes. He became negative for anti-B19V IgM on Day 35
and RBC generation recovery was recognized 1 month
later. A pretransfusion sample obtained on Day -21 was
negative for both B19V DNA and anti-B19V of both
classes. The repository sample from the index donation
for the PLT concentrate contained 9.7 x 10° IU/mL B19V
DNA and the anti-B19V of the IgM class but not that of the
IgG class. Seventeen blood components had been trans-
fused to this patient before the marrow examination, but
only the repository sample from the index PLT concen-
trate was positive for BI9V DNA.

Volume 51, September 2011  TRANSFUSION 1889




SATAKE ET AL.

Case 3

A 35-year-old woman with placenta previa received a
transfusion of 5 units of RBCs in June 2005 because of
massive bleeding on delivery. On Day 7 after the index
transfusion, she developed a fever of 38°C. Four days later
she developed systemic small eruptions, which led her
physician to suspect a viral infection. Laboratory testing
revealed the presence of anti-B19V IgM in the blood
sample collected on Day 12. All the symptoms disap-
peared 1 month after ransfusion without specific medi-
cation. The pretransfusion sample collected on Day 0 was
found to be negative both for B19V DNA and anti-B19V
of both IgM and IgG classes. Posttransfusion samples
obtained on both Day 47 and Day 60 contained B19V
DNA and anti-B19V of both classes. A retrospective study
revealed that a repository sample from 1 of the 5 units of
the RBCs contained 3.0 x 10° IU/mL B19V DNA as well as
anti-B19V of both classes.

Case 4

A 59-year-old man with rectal cancer received a transfu-
sion of 2 units of RBCs during a surgical operation in April
2006. Although his postoperative course was uneventful
for 5 days, he developed a high fever of 38 to 40°C on Day
6 postoperation and the fever remained for 5 days despite
medication with antibiotics and antipyretics. The fever
thereafter resolved spontaneously. It was reported that a
surgical complication was unlikely from the viewpoints of
the operative procedure and postoperative course. A post-
transfusion sample collected on Day 22 was found to be
positive for B19V DNA and anti-B19V of both IgM and IgG
classes: these three markers were all negative in a pre-
transfusion sample obtained 1 day before operation. A
repository sample from the donation for 1 of the 2 units of
the RBCs transfused contained 5.1 x 10° TU/mL B19VDNA
as well as anti-B19V of both IgM and IgG classes.

Case 5

A 61-year-old man undergoing chemotherapy for AML
received 24 blood transfusions for 4 months in 2002. He
developed a high fever and disseminated erythema 22 and
26 days after the index transfusion (Day 0), respectively.
Reticulocytopenia developed and pure RBC aplasia was
confirmed by marrow examination. B19V DNA was not
detected in his pretransfusion sample collected on Day
—49 but was detected in his postiransfusion sample col-
lected on Day 25. He recovered from pure RBC aplasia 7
weeks after the transfusion. The responsible blood com-
ponent was a PLT concentrate transfused in mid-May,
which was found to be positive for anti-B19V of both IgM
and IgG classes and B19V DNA. Data on the B19V DNA
concentration in the repository sample from the index
component are not available.
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In the first four cases presented above, complete
genome sequence identity was established for nt 1884
to 2952 of B13V between the patient posttransfusion
samples and the associated donor repository samples. For
Case 5, viral sequence identity was established for a total
of 1913 bp (see Patients and Methods). Figure 1 presents a
phylogenetic tree of the B19V DNA sequences for the five
established cases.

In addition to these five cases with established B19V
DNA sequence identity between donors and recipients,
JRC blood centers have three reports of probable cases
of TT-B19V (Table 2). In all three cases, B19V DNA was
detected in posttransfusion samples and linked donor
repository samples, but data on B19V DNA sequence
analysis were not available. The first case was reported
elsewhere in detail’’; briefly, a 52-year-old woman with
paroxysmal nocturnal hematuria was regularly receiving
RBC transfusions with prednisolone administration. She
developed pancytopenia with high fever and general
malaise 13 days after the index transfusion (Day 0). She
thereafter received a continuous course of transfusions
with RBCs and PLT concentrates together with G-CSE
She recovered from pancytopenia approximately 1 month
after the index transfusion, although the reticulocyte pro-
portion remained low for a longer period. Anti-B19V IgM
was detected in her posttransfusion samples with increas-
ing titer in the following months. Before the onset of
pancytopenia, the patient had received transfusion of 1
unit of RBCs on Days 56, —32, 0, and +1. Repository blood
samples from the four components were subjected to PCR
analysis and only one sample from the index blood com-
ponent was verified to be positive for B19V DNA. Strikingly,
the B19V DNA-positive blood component attributed to
this infection was a washed RBC unit processed from a
donation containing 6.8 x 10? [U/mL B19V and anti-B19V
of both IgM and IgG classes. The blood obtained 4 months
later from the same donor still had a viral load of 1.6 x 10
IU/mL but no specific IgM. The second patient was a
28-year-old woman with hemolytic anemia. She sustained
a prolonged severe anemia after transfusion of 1 unit of
RBCs. Marrow examination verified hypoplasia of a RBC
lineage. The proportion of peripheral blood reticulocytes
remained as low as 0.1% for 1 month. B19V DNA was not
detected in her pretransfusion sample. The blood compo-
nent responsible for this case was an RBC unit positive for
anti-B19V of both IgM and IgG classes. The third patient
was a 79-year-old man who received transfusion of 1 unit
of RBC during pelvic tumor resection. He did not develop
any clinical symptoms after the transfusion but routine
postoperative blood analysis revealed a decreased reticu-
locyte count that lasted for 1 week. Further investigation
verified the anti-B19V IgM conversion. The responsible
RBC unit contained anti-B19V of both IgM and IgG classes.

In one of the three probable cases presented above,
B19V DNA was negative in the pretransfusion sample,

— AF113323-1

B19V INFECTION BY COMPONENT TRANSFUSION

AJ249431-2
AY064476-2
AJ249434-2
AY903437-2
AY044266-2

AX003421-3

PDI-3-05143 Case 2
PDI-3-05117  Casel
PDI-3-08074 Case 4
PDI-3-05188 Case 3
L 7705991
- M13178-1

M24682-1
-[ Z70528-1

“ PDI-3-02069 Case 5

|: AJ249430-3
AY083234-3

Fig. 1. Phylogenetic tree of B19V DNA for five established cases. PDI-3-05117, -05143, -05186, -06074, and -02069 correspond to
Cases 1, 2, 3, 4, and 5, respectively. For these cases, the B19V DNA sequence was identical between those obtained from blood
donors and those from transfused patients for the region indicated under Patients and Methods. As references, other sequences

published in GenBank from Genotypes 1 to 3 are also shown.

TABLE 2. Probable cases of TT-B19V infection
Before Symptoms and faboratory
Case Patient profile transfusion transfusion findings Transfused components
1 52, female DNA (+) High fever Washed RBCs (irradiated)
Paroxysmal nocturnal hematuria IgM (+) General malaise DNA (+)
Pancytopenia (1 month) 6.8 x 10% [U/mL~
IgM (+)
19G {+)
2 28, female DNA (-) DNA (+) Prolonged severe anemia RBCs (irradiated)
Hemolytic anemia RBC hypoplasia DNA (+)
Reticuiocytopenia (1 month) IgM (+)
1gG (+)
3 79, male DNA (+) No symptoms RBCs (irradiated)
Pelvic tumor 1gM (+) Reticulocytopenia {1 week) DNA(+)
g (+)
igG (+)
* The washed RBCs were processed from blood containing 6.8 x 10° 1U/mL B19V DNA,

whereas in the other two cases, anti-B19V IgM was posi-
tive in the posttransfusion samples, which supports the
notion that these three are TT-B19V cases as well.

DISCUSSION

We described in this report five established and three
probable TT-B19V cases, seven of which showed overt

clinical illness. The association of the B19V infection with
transfusion was proved by serologic data available and
viral sequence homology analysis. From a phylogenetic
tree of B19V DNA for the five established cases (Fig. 1), itis
apparent that the five pairs of B19V DNA all belonging to
Genotype 1 are very close but distinct genomes.

There have been only five previously reported cases
of TT-BI9V caused by the transfusion of blood
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components,' ’* one of which was cited in this article as
a probable case.”” Although the TRIP Dutch National
Hemovigilance reported one possible case of TT-B19V
in 2007, there has been no report of TT-B19V in the
literature published by hemovigilance systems in other
countries including SHOT in the United Kingdom and
hemovigilance in France. One asymptomatic case of
TT-B19V has recently been reported during a donor-
linked prospective study.'® The possible reasons for the
paucity of the reports are as follows: 1) a considerable
proportion of transfusion recipients are immune to B19V.
2) B19V infection usually does not cause a serious illness
even in nonimmune adults but results in a deleterious
outcome only in a small proportion of patients who are in
the specific conditions described above. 3) Passive immu-
nization by the transfer of neutralizing anti-B19V often
occurs with concurrent transfusion.® 4) The risk factors
that increase susceptibility of recipients to severe B19V
disease, and the signs and symptoms of*TT-B19V infec-
tion, are not well recognized among physicians.

In view of almost the same B19V seroprevalence in
Japan and western countries,*'*? it is inconceivable that
we encountered these cases because B19V infection is
more common in Japan. It is also unlikely that the B19V
genotype commonly found in Japan is more virulent and
causes more serious illnesses in transfusion recipients
because the B19V genome variance is small in a defined
genotype and the B19V genotypes found in the estab-
lished cases are all Genotype 1, the type commonly found
in western countries. Moreover, B19V-related serious ill-
nesses as a result of infusion of B19V-contaminated
plasma derivatives have often been reported in western
countries? We speculate that we were able to collect
TT-B19V cases owing to the efficient hemovigilance
systemn of JRC. It should also be noted that physicians are
very cooperative in reporting suspected TTIs to blood
centers, which is possibly facilitated because JRC labora-
tories are capable of investigating the causality of TTls
using complete sample archives from all blood donations.

If the implementation of a universal B19V screening is
under consideration or required by a national authority
regulating blood program, it is necessary to establish a
cutoff level for screening. In this regard, the infectious
dose of B19V DNA in blood components that might cause
TTIs has been a subject of debate.!”?¢2% [n general, a viral
load of approximately 10° IU/mL is becoming to be
accepted as an infectious dose for TT-B19V. In our clinical
observation, the viral concentrations of the components
that caused RBC aplasia in susceptible patients were
1.8 x 10° IU/mL in Case 1 and 9.7 x 10° IU/mL in Case 2.
The viral concentrations of the components that caused
less severe symptoms such as febrile reaction or skin erup-
tion were 3.0 x 10°[U/mLin Case 3and 5.1 x 10° IU/mL in
Case 4. Another patient with probable TT-B19V in our case
series developed a sustained pancytopenia after the trans-
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fusion of a washed RBC unit processed from a donation
containing 6.8 x 10° [U/mL B19V. Although these data
may indicate that the components with very low viral
Ioads are infectious, it is yet to be determined whether the
lower limit of infectivity is 10* or 10° IU/mL, because most
previous studies have not dealt with the blood compo-
nents with viral loads in this range and few data are avail-
able to determine the lower limit.

While data necessary to determine the infectious
dose of B19V in the blood components are still lacking,
clinical symptoms due to B19V infection acquired by
blood component transfusion appear to be related to the
clinical state of the transfusion recipient. Each clinical
course of the five established cases described in this report
represents typical characteristics of acute B19V infection
after a respiratory tract infection that have been described
in the literature.'*When a patient with an enhanced eryth-
ropoiesis receives a transfusion with a B19V-containing
component, the cell production of a lineage susceptible to
B19V, mainly the RBC lineage,®* is totally impaired by
B19V, which directly leads to RBC aplasia in the marrow
and anemia in the peripheral blood because the RBC
count or hemoglobin level in their peripheral blood was
maintained by the enhanced erythropoiesis as presented
in Cases 1, 2, and 5. If a patient has been in the state of
immunosuppression, it will delay the elimination of B19V
and the recovery of the affected cell lineage in the marrow.
The underlying diseases for the two of the three probable
cases ({i.e, paroxysmal nocturnal hematuria and
hemolytic anemia) also represent the typical conditions
that could lead to serious hematologic disorders after
B19V infection. On the other hand, in recipients who are
immunologically competent and not in the state of an
enhanced erythropoiesis, B19V transmission may not
occur or if TT-B19V occurs it may result in outcomes
limited to laboratory findings (e.g., seroconversion or
DNA conversion) or moderate symptoms not more severe
than a sustained fever, generalized skin lesions, or arthr-
opathy, as shown in Cases 3 and 4. These symptoms sub-
sequently resolved without medication possibly owing to
a rapid viral neutralization by their intact immune
response before anemia developed. It is possible that the
patient in Case 4 presented only mild symptoms not
because the viral load of the component was low but
because he was not in the state of an enhanced erythro-
poiesis when transfused. It is, thus, more explainable to
consider that the clinical state of the patient rather than
the viral load of the component determines the clinical
course of TT-B19V. In Cases 2 and 5, there is a slight pos-
sibility that the clinical course of acute B19V infection was
modified by the passive transfer of neutralizing antibodies
from other PLT concentrates transfused. None of the
patients presented above received FFP transfusion.

It could, however, be argued that we have identified
TT-B19V cases associated with a relatively low viral load

and specific 1gM because these cases were identified
under the screening by RHA, which detects and excludes
very high titer viremic donations. It is therefore possible
that TT-B19V associated with low-viral-load component
transfusion is only a portion of all TT-B19V cases that
could be represented by cases transfused with high-viral-
load components.

It is of note that all the components for the three
probable TT-B19V cases as well as the five established
cases were positive for anti-B19V IgM. In the four cases of
TT-B19V reported in the literature except for one probable
case described in this article, 2 of the 3 units of transfused
components tested were also specific IgM positive.'"'21%
These findings strongly suggest that the presence of spe-
cific IgM in the component with or without specific IgG is
a risk factor for TT-B19V. The positivity for specific [gM
implies that the donors were in the early recovery phase
from an acute primary infection. It is therefore conceiv-
able that the seven blood donors in this study who were
also positive for specific IgG had anti-B19V IgG of insuffi-
cient titer or an immature specificity that is incapable of
full neutralization of B19V, although it has been consid-
ered that infectivity is absent or at least modulated once
specific IgG is present.

Deep insight is needed to determine whether univer-
sal preventive measures should be implemented to
eradicate TT-B19V. First, the degree of seriousness of
Bi9V-related illnesses has to be taken into consideration.
Sustained fever is uncomfortable and skin lesions are
painful to patients but they are essentially benign and
self-limited with bearable duration. Although the condi-
tion of TT-Bl9V-related pure RBC aplasia sometimes
requires RBC transfusion, patients eventually recover from
anemia. Pancytopenia presents a real problem necessitat-
ing a course of intensive therapy® It must be carefully
deliberated which of these illnesses should be the target of
a new preventive measure that might be implemented.
Second, cost-effectiveness must be considered relative to
the frequency of TT-B19V. In Japan, more than 5 million
people donate blood and approximately 1 million patients
receive blood transfusion annually. In such a circum-
stance, TT-B19V was found to occurat such alow frequency
that only seven cases with symptoms were reported during
the past 10 years, four of which had an impaired RBC
production and one had pancytopenia. These cases were
among only 15 reports of suspected TT-B19V, suggesting
either that TT-B19V occurrence is very rare or that most
clinicians are not aware of TT-B19V. Moreover, most symp-
toms eventually spontaneously resolve, which might lead
to the overlooking or misdiagnosis of the infection. These
clinical outcomes of TT-B19V may not support the idea of
implementation of a universal donor screening strategy to
cope with TT-B19V. However, if more evidence is accumu-
lated showing TT-B19V-related serious illnesses, its imple-
mentation may be required in the future.

B19V INFECTION BY COMPONENT TRANSFUSION

The universal screening of donated blood for B19V by
nucleic acid testing (NAT)-based algorithm is currently
carried out in Germany? With the detection limit of 10°
1U/ml, it is surely contributing to the decrease in not only
the viral load in pooled source plasma but also the fre-
quency of seroconversion or symptomatic infection after
component transfusion. Our finding of the infectivity of
blood components with 10° TU/mL viral load suggests that
this measure may not completely eliminate TT-B19V cases
with serious hematologic disorders. The implementation
of NAT screening with a much higher sensitivity for B19V
is, however, unlikely because it would impair the current
blood program because it would result in the discarding of
a considerable number of components.

Another strategy may be feasible in which an indica-
tion for the transfusion of B19V-safer blood components is
defined and components with negligible B19V infectivity
are identified, the strategy currently being recommended
in the Netherlands.® Our experience with TT-B19V
enabled us to define patients at risk of B19V-related
serious illnesses; that is, patients with the indication of
TT-B19V-safer components, namely, B19V-seronegative
patients with an enhanced erythropoiesis or with heredi-
tary RBC disorders having an increased RBC turnover.?
Seronegative pregnant women are another population at
risk because of the high risk of hydrops fetalis.! Blood
components with no or negligible viral loads will be iden-
tified by screening a proportion of the current component
inventory using NAT with high sensitivity. To avoid adona-
tion during the NAT window period and early recovery
phase after acute infection, components should be
selected among donations that show positivity for specific
IgG as well as negativity for specific IgM continuously over
a long period (e.g., >6 months or 1 year).?

Pathogen reduction and/or inactivation is a novel
strategy for the prevention of TTIs.* It is, however, consid-
ered to be difficult in general to mitigate the B19V infec-
tivity of blood components because of the rigid viral
capsid of B19V that hinders the entry of the photosensi-
tizer and the extremely high viral load found in blood
donors in acute-phase B19V infection.

In conclusion, eight cases of TT-B19V caused by
transfusion with B19V-contaminated blood components
have been identified through the hemovigilance system.
Whether a patient developed a serious Bl9V-related
hematologic disorder as a result of component transfu-
sion depended on the patient’s underlying disease state
such as an enhanced erythropoiesis, not on the viral con-
centration of the component transfused.
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