nthe 1980s, 40 years ago, the

HIVepidemichit, creatingnew

and unforeseen challenges for
the safety ofthe blood supply. As
evidence developed that HIVwas
blood-borne, the earlyresponse
resembled theinitial stages of
grief, with denial followed by
anger. Eventually, the need for
changetookhold. Measures toincrease the safety of the
blood supplywere accepted and became an integral
partoftheblood establishment’s culture. While the
challenges posed by HIVand other emerginginfectious
diseases stressed the blood community, the response
made itbetter than before.

Nowwe are faced with SARS-CoV-2, avery different
disease causing anew array of problems. Compli-
cations dueto social distancinghave created aroll-
er-coaster of shortagesin the blood supply, with an
initial plunge in March followed by asteep rise in April
and May (thanks to aspikein donations and reduced
demand) and now, aswe trytore-open, anew drop in
June. These shortages and the wild swings in supply
haverefocused attention onanold issue: astartling
lack of real-time data on blood collection and transfu-
sioninthe U.S. Withoutdata to understand supply and
demand, how can blood collectors choose collection
targets? How can clinicians make informed decisions
aboututilization? How can policymakers assess the
resiliency of the blood system?

Thereasons for thelack of data are manifold. The
U.S.isunique among most other high-resource coun-
triesin that our blood supply s privately held and de-
centralized, with strong competition amongblood sup-
pliers. Thishashelped us meet and overcome countless
challenges, butitalso means that competition coupled
with donor recruitment challenges, cost-control efforts
and changing medical practices, have contributed to
create achallenginglandscape. Hospitalsare alsore-
luctant to share data aboutinventory, transfusions and
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patientsafety. HIPAA, the Health Insurance Portability
and Accountability Act, places a premium on patient
privacy, making some hospitalsreluctant to share data
abouttransfusionrates and hemovigilance, evenin
aggregate. Also, with norequirements toreport trans-
fusion-related data (exceptin Massachusetts), hospital
administrators, stretched thin by other demands, see
no benefitinreporting.

Thelack ofinformation has affected efforts to eval-
uate supply and demand for COVID-19 convalescent
plasma (CCP) for therapeutic use. While blood centers
were heroicin their rapid response to collect CCP, they
were unable to monitor quickly evolving national de-
mand. Clinicians seeking access to the product could
not ascertainits availability. Uncertainty about CCP
inventoryand utilization made it difficult to coordi-
nate ameasured response.

These questions about datamaybereachinga
tipping point. HHS is developing areport for Congress
about the adequacy of the blood supply, including
aspecific charge to establish recommendations to
ensure the adequacy of the blood supplyin the event of
public health emergencies. Itisworth noting thatthe
committee was already working on the report when
the COVID -19 crisis hit; however, since the onset of the
pandemicandrelated shortages, thework has taken on
anewurgency. Members of both the public and private
sectors are also considering mechanisms to respond to
theneed for data: Some are looking for ways to tap into
transfusion data directly from hospital electronic med-
icalrecordstoalleviate the burden of reporting; others
arethinking aboutways to adapt existingreporting
structures such as the National Blood Collection and
Utilization Survey to expand their roles and capabili-
ties. Itis my hope that the blood community will follow
themodel setbythe HIVresponse, with a cooperative
effortthatbenefits the blood industry and helps serve
theblood supplyneeds ofthe U.S.

This new column will appear regularly. Its purpose is
to spark discussions, and the next column will respond
to comments made by members of the blood and bio-
therapies community on social media.





