
 

 

Since January 2020 Elsevier has created a COVID-19 resource centre with 

free information in English and Mandarin on the novel coronavirus COVID-

19. The COVID-19 resource centre is hosted on Elsevier Connect, the 

company's public news and information website. 

 

Elsevier hereby grants permission to make all its COVID-19-related 

research that is available on the COVID-19 resource centre - including this 

research content - immediately available in PubMed Central and other 

publicly funded repositories, such as the WHO COVID database with rights 

for unrestricted research re-use and analyses in any form or by any means 

with acknowledgement of the original source. These permissions are 

granted for free by Elsevier for as long as the COVID-19 resource centre 

remains active. 

 



Transfusion and Apheresis Science 60 (2021) 102955

Available online 19 September 2020
1473-0502/© 2020 Elsevier Ltd. All rights reserved.

Convalescent plasma therapy in patients with COVID-19 

Fevzi Altuntas a,r,*, Naim Ata b, Tugce Nur Yigenoglu a, Semih Bascı a, Mehmet Sinan Dal a, 
Serdal Korkmaz c, Sinem Namdaroglu d, Abdulkadir Basturk e, Tuba Hacıbekiroglu f, 
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A B S T R A C T   

Introduction: Passive antibody therapy has been used to immunize vulnerable people against infectious agents. In 
this study, we aim to investigate the efficacy of convalescent plasma (CP) in the treatment of severe and critically 
ill patients diagnosed with COVID-19. 
Method: The data of severe or critically ill COVID-19 patients who received anti-SARS-CoV-2 antibody-containing 
CP along with the antiviral treatment (n = 888) and an age-gender, comorbidity, and other COVID-19 treatments 
matched severe or critically ill COVID-19 patients at 1:1 ratio (n = 888) were analyzed retrospectively. 
Results: Duration in the intensive care unit (ICU), the rate of mechanical ventilation (MV) support and vaso-
pressor support were lower in CP group compared with the control group (p = 0.001, p = 0.02, p = 0.001, 
respectively). The case fatality rate (CFR) was 24.7 % in the CP group, and it was 27.7 % in the control group. 
Administration of CP 20 days after the COVID-19 diagnosis or COVID-19 related symptoms were associated with 
a higher rate of MV support compared with the first 3 interval groups (≤5 days, 6− 10 days, 11− 15 days) 
(p=0.001). 
Conclusion: CP therapy seems to be effective for a better course of COVID-19 in severe and critically ill patients.  

Abbreviations: CP, convalescent plasma; CFR, case fatality rate; ICU, intensive care unit; MV, mechanical ventilation. 
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hotmail.com (M.A. Erkurt), burhanturgut@hotmail.com (B. Turgut), drmuratcaglayan@gmail.com (M. Caglayan), osman.celik10@saglik.gov.tr (O. Celik).  

Contents lists available at ScienceDirect 

Transfusion and Apheresis Science 

journal homepage: www.elsevier.com/locate/transci 

https://doi.org/10.1016/j.transci.2020.102955 
Received 29 August 2020; Received in revised form 1 September 2020; Accepted 6 September 2020   

mailto:faltuntas@hotmail.com
mailto:dr.faltuntas@gmail.com
mailto:naim.ata@saglik.gov.tr
mailto:dr.nuryigenoglu@gmail.com
mailto:semih1736@hotmail.com
mailto:dr.sinandal@gmail.com
mailto:baranserdalkorkmaz@gmail.com
mailto:dr.sinemnamdaroglu@gmail.com
mailto:drbasturk@yandex.com
mailto:hacibekiroglu@sakarya.edu.tr
mailto:mhdogu@yahoo.com
mailto:drilhamiberber@hotmail.com
mailto:drilhamiberber@hotmail.com
mailto:kursat.dal1@saglik.gov.tr
mailto:kerem.kinik@kizilay.org.tr
mailto:haznedar@yahoo.com
mailto:fatmamericyilmaz@hotmail.com
mailto:fatmamericyilmaz@hotmail.com
mailto:kilicisaicu@gmail.com
mailto:sinandemircioglumd@gmail.com
mailto:alpyos65@gmail.com
mailto:erkurtali@hotmail.com
mailto:erkurtali@hotmail.com
mailto:burhanturgut@hotmail.com
mailto:drmuratcaglayan@gmail.com
mailto:osman.celik10@saglik.gov.tr
www.sciencedirect.com/science/journal/14730502
https://www.elsevier.com/locate/transci
https://doi.org/10.1016/j.transci.2020.102955
https://doi.org/10.1016/j.transci.2020.102955
https://doi.org/10.1016/j.transci.2020.102955
http://crossmark.crossref.org/dialog/?doi=10.1016/j.transci.2020.102955&domain=pdf


Transfusion and Apheresis Science 60 (2021) 102955

2

1. Introduction 

At the end of 2019, a novel Coronavirus (CoV) started to cause 
similar clinical findings to Severe Acute Respiratory Syndrome (SARS) 
Cov-1 (SARS-CoV-1) and the Middle East Respiratory Syndrome (MERS) 
CoV (MERS-CoV) [1–3]. This novel CoV was named as SARS-CoV-2. 
SARS-CoV-2 has spread rapidly across the globe [4]. Researchers are 
investigating a variety of therapeutics including lopinavir/ritonavir, 
remdesivir, hydroxychloroquine or chloroquine and azithromycin 
[5–7]. However, as of 27 August 2020, globally, the disease has already 
caused more than 800.000 deaths, reported to World Health Organiza-
tion (WHO) [8]. 

Passive antibody therapy and active vaccination are used to immu-
nize vulnerable people against infectious agents. Vaccination needs 
initiation of an immune response that takes time to develop. On the 
other hand, in passive antibody therapy, antibodies against a particular 
agent are administered and it is the only way to immunize vulnerable 
people in a short time [9,10]. 

It has been suggested that the administration of convalescent plasma 
(CP) may be effective in COVID-19 [11]. There are also some clinical 
trials that are still ongoing about the use of CP in SARS-CoV-2 infected 
patients and also for the prophylactic purpose in order to prevent 
especially high risk people including health care providers and elderly 
people with comorbidities. However, there are some issues that need to 
be clearly determined to optimize the CP treatment, such as the efficacy 
and safety of the treatment, optimum volume of CP, the number of the 
transfusions, the interval between transfusions, the optimum titer of 
neutralizing antibody, efficacy of pathogen inactivation processes, 
optimal donation time and intervals etc [9]. In this regard, during the 
current pandemic, we need large scale, prospective, randomized studies 
about CP treatment as there have been no licensed therapeutics against 
SARS-COV-2. In this study, we aim to investigate the efficacy of CP in the 
treatment of severe and critically ill patients diagnosed with COVID-19 
in Turkey. 

2. Materials and methods 

2.1. Patients 

As of 22 May 2020, there have been 154.500 laboratory confirmed 
COVID-19 patients in Turkey. From the Republic of Turkey, Ministry of 
Health database, severe or critically ill COVID-19 patients who received 
anti-SARS-CoV-2 antibody-containing CP along with the antiviral treat-
ment (n = 888) were selected and included in the study. An age-gender, 
comorbidity, and other COVID-19 treatments (favipravir, lopina-
vir + ritonavir, hydroxychloroquine, high dose vitamin C, azithromycin) 
matched severe or critically ill COVID-19 patients at 1:1 ratio (n = 888) 
were used for comparison. In total, the data of laboratory-confirmed 1776 
COVID-19 patients were analyzed retrospectively. 

2.2. Disease severity 

Presence of dyspnea, hypoxemia (SaO2 ≤ 93 %), PaO2 / FiO2 < 300 
and > 50 % progression in lung infiltrates within 24–48 hours was 
defined as severe COVID-19. Presence of respiratory failure, septic shock 
and/or multiple organ dysfunctions was defined as critical COVID-19 
[11]. 

2.3. Collection of convalescent plasma 

Therapeutic apheresis centers licensed by the Republic of Turkey, 
Ministry of Health and Turkish Red Crescent carried out activities for 
obtaining CP from donors. Donor assessments were performed according 
to the Republic of Turkey, Ministry of Health, and Donor Eligibility 
Criteria for COVID-19 Convalescent Plasma [12]. The criteria were as 
the follows: (a) Evidence of COVID-19 documented by a laboratory test 

(b) Resolution of symptoms at least 14 days prior to donation and 
negative results for COVID-19. In addition to nucleic acid amplification 
tests, all donors were serologically screened for HBsAg, anti-HCV, anti 
HIV 1–2 and anti-Syphilis antibody. All CP donors were screened for the 
presence of anti-SARS-CoV-2 Ig G antibodies but the titer of neutralizing 
antibody was not routinely performed. 200–600 milliliter (mL) CP was 
collected by apheresis. Plasma components were labeled using the 
ISBT128 coding system and stored at or below − 18/25 degrees in 
storage cabinets. Pathogen inactivation processes were not routinely 
performed. Anti-SARS-CoV-2 Ig G antibodies were not routinely 
screened in COVID-19 patients before CP treatment. 

2.4. Statistical analysis 

Data analysis was performed using IBM SPSS v26 software. 
Descriptive statistics were used to summarize data. Variables assessed 
for normal distribution with the Kolmogorov Smirnov test. Differences 
between categorical variables were analyzed with the Chi-Square test 
and post hoc Bonferroni correction was used when the group compari-
sons were higher than 2; and numeric variables were compared with the 
Mann-Whitney U test 

3. Results 

In total, there were 1776 severe and critically ill, laboratory 
confirmed COVID-19 patients in the study. The demographic and clin-
ical characteristics of the groups are given in Table 1. The duration of 
hospital stay was similar between groups (p = 0.860). Duration in the 
intensive care unit (ICU), the rate of mechanical ventilation (MV) sup-
port and vasopressor support were lower in CP group compared with the 
control group (p = 0.001, p = 0.02, p = 0.001, respectively) (Table 2). 

Table 1 
Demographic and clinical characteristics of the groups.  

Demographic and clinical 
characteristics 

CP group 
(n = 888) 

Control group 
(n = 888) 

p 
value 

Gender    
Male 616 (69.4 %) 634 (71.4 %) 0.35 
Female 272 (30.6 %) 254 (28.6 %)  

Age (median) 60 (19− 96) 61 (21− 91) 0.31 
Comorbidity    

Diabetes Mellitus 302 (34 %) 297 (33.4 %) 0.84 
Hypertension 490 (55.2 %) 512 (57.7 %) 0.25 
Cardiovascular diseases 251 (28.3 %) 271 (31.5 %) 0.28 
Respiratory system diseases 229 (25.8 %) 211 (23.8 %) 0.34 
Chronic renal diseases 56 (6.3 %) 74 (8.4 %) 0.10 

Chronic liver diseases 18 (%2) 21 (2.4 %) 0.62 
Malignancy 35 (3.9 %) 27 (3.1 %) 0.31 

Antiviral treatment    
Favipiravir 730 (82.2 %) 706 (79.5 %) 0.15 
Lopinavir + ritonavir 66 (7.4 %) 86 (9.7 %) 0.90 
Hydroxychloroquine 779 (87.7 %) 791 (89.1 %) 0.37 
Azithromycin 643 (72.4 %) 622 (70 %) 0.27 

CP, convalescent plasma; ICU, intensive care unit. 

Table 2 
Outcomes in CP group and control group.   

CP group (n = 888) Control group (n = 888) p-value 

Duration in hospital 17 (0− 74) 18 (0− 77) 0.860 
Duration in ICU 9 (0− 68) 12 (0− 74) 0.001 
MV rate 438 (49.3 %) 488 (55 %) 0.02 
Vasopressor Support    

Yes 219 (24.7 %) 305 (34.3 %) 0.001 
No 669 (75.3 %) 583 (65.7 %)  

CFR 219 (24.7 %) 246 (27.7 %) 0.150 

CFR, case fatality rate; CP, convalescent plasma; ICU, intensive care unit; MV, 
mechanical ventilation. 
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The case fatality rate (CFR) was 24.7 % in the CP group, and it was 
27.7 % in the control group. Although the CFR was lower in CP group, 
this difference did not achieve a statistical significance (p = 0.150). 
Administration of CP 20 days after the COVID-19 diagnosis or COVID-19 
related symptoms were associated with a higher rate of MV support 
compared with the first 3 interval groups (≤5 days, 6− 10 days, 11− 15 
days) (p = 0.001) (Tables 3 and 4). 

CP treatment was applied to severe and critically ill COVID-19 pa-
tients. Therefore, patients who received CP treatment in the first 5 days 
of their COVID-19 diagnosis may represent a rapidly worsening clinical 
course as they became severely or critically ill in the first 5 days of the 
disease. The slightly higher CFR in patients who received CP treatment 
in the first 5 days of their diagnosis compared with other groups (6− 10 
days, 11− 15 days, >20 days) may be attributed to rapidly worsening 
clinical course of COVID-19 in this group. 

4. Discussion 

SARS-CoV-2 is the third CoV that caused infection in humans. 
Therefore, experience in the use of CP against a human CoV was first 
obtained during SARS COV-1 and MERS-CoV outbreaks. In a previous 
study conducted during SARS COV-1 outbreak, 19 patients with SARS 
COV-1 infection who were refractory to ribavirin and 1.5 g of pulsed 
methylprednisolone, received 200− 400 mL CP. At the same study, 21 
patients who were refractory to ribavirin and 1.5 g of pulsed methyl-
prednisolone, were administered additional dose of pulsed methyl-
prednisolone. They observed that discharge rate up to 22 days from the 
hospital was 77.8 % in patients who received CP, while it was 23 % in 
patients who were administered additional dose of pulsed methylpred-
nisolone. In their study, none of the patients who received CP died, on 
the other hand, 23.8 % of the patients who received steroids died [13]. 
In a study from Taiwan, 3 patients with SARS-COV-1 infection who were 
refractory to steroids, ribavirin, intravenous immunoglobulin, and pro-
tease inhibitors received 500 mL CP. All of them recovered after CP 
treatment [14]. Cheng et al. demonstrated a higher day-22 discharge 
rate among patients with SARS-COV-1 infection who received CP before 
day 14 of illness [15]. Treatment with CP was also reported in three 
patients with MERS. In this study, 3 patients received CP, and only two 
of them had neutralizing activity. Donor plasma with a neutralizing 
activity titer of 1:80 demonstrated meaningful serological response, 
while that with a neutralizing activity titer of 1:40 did not [16]. 

There are also several reports about the use of CP in SARS-CoV-2 
pandemic. In a study, 400 mL CP was given to 5 critically ill COVID- 
19 patients who were refractory to steroid and antiviral therapy. All 

the donors had anti-SARS-CoV-2–antibody titer higher than 1:1000; and 
neutralizing antibody titer greater than 40. Two weeks after CP trans-
fusion, 3 patients extubated; 3 of the 5 patients (60 %) were discharged 
from the hospital, and the other two patients were stable after 37 days 
[17]. In another study, 10 critically ill COVID-19 patients were treated 
with 200 mL CP that had a neutralized antibody titer of at least 1:640, in 
addition to antiviral therapy and steroid. After CP transfusion, clinical 
symptoms improved rapidly in 3 days and on radiological examination 
lung lesions regressed within 7 days [18]. Also Zheng et al. reported 6 
critically ill COVID-19 patients who received CP; researchers compared 
the CFR in patients who received CP with a control group of 11 critically 
ill COVID-19 patients who did not receive CP; they did not find any 
statistically significant difference [19]. Additionally, Zhang et al. re-
ported 4 critically ill patients who received CP ranging from day 11 to 
day 18 of admission, and all patients recovered [20]. 

There are only a limited number of large-scale studies that evaluated 
the effect of CP in COVID-19 patients. In the study conducted by Joyner 
et al., 5000 hospitalized severe or critically ill COVID-19 patients received 
CP. The overall 7 day mortality rate was 14.9 % [21]. In a multicenter 
randomized study from China, 52 severe and life-threatening COVID-19 
patients who received CP in addition to standard treatment were 
compared with a control group including 51 severe and critically ill 
COVID-19 patients who received standard treatment alone. They 
observed clinical improvement within 28 days in 51.9 % of the CP group 
and in 43.1 % of the control group. They did not find any significant dif-
ference between groups regarding the 28-day mortality [22]. 

Our study was conducted to demonstrate the outcome of severe and 
critically ill COVID-19 patients who received CP. The main findings of 
the current study were : (i) hospital stay was similar between groups; (ii) 
duration in ICU was shorter in CP group compared with the control 
group; (iii) the rate of MV support was significantly lower in CP group 
compared with the control group; (iv) the rate of vasopressor support 
was significantly lower in CP group compared with the control group; 
(v) the CFR was 24.7 % in CP group, and it was 27.7 % in the control 
group; (vi) >20 days interval between CP transfusion and COVID-19 
diagnosis or COVID-19 related symptoms were associated with a 
higher rate of MV support. 

There are some limitations of our study. First, the patients received 
some therapeutics such as antiviral agents before CP transfusion. As a 
result, the possibility that these agents contributed to the recovery of 
patients could not be ruled out. Second, patients in the study received CP 
transfusion up to 600 mL, optimal dose for the disease could not be 
scheduled. Third, the study had a retrospective design. The superior side 
of our study is that we used an age-gender, comorbidity, and other 

Table 3 
The effect of interval between COVID-19 symptoms and CP transfusion on the outcome.   

Group 1 Group 2 Group 3 Group 4 Group 5   
≤5 days 
[n = 69-(11.3 %)] 

6− 10 days 
[n = 159- (25.9 %)] 

11− 15 days 
[n = 171-(27.9 %)] 

16− 20 days 
[n = 87- (14.2 %)] 

>20 days 
[n = 127- (20.7 %)] 

p-value 

CFR (n) (%) 23 (33.3 %) 36 (22.6 %) 46 (26.9 %) 24 (27.6 %) 41 (32.3 %) 0.340 
MV rate* (n) (%) 35 (50.7 %) 85 (53.5 %) 100 (58.5 %) 60 (69 %) 103 (81.1 %) 0.001 
VP Support (n) (%) 18 (26.1 %) 47 (29.6 %) 47 (27.5 %) 26 (29.9 %) 40 (31.5 %) 0.920 

CFR, case fatality rate; CP, convalescent plasma; MV, mechanical ventilation; VP, vasopressor. Data is not available in 275 patients. 

Table 4 
The effect of interval between COVID-19 diagnosis and CP transfusion on the outcome.   

Group 1 Group 2 Group 3 Group 4 Group 5   
≤5 days 
[n = 138− 21.7%)] 

6− 10 days [n = 219 (34.5 
%)] 

11− 15 days [n = 145 (22.8 
%)] 

16− 20 days [n = 73 (11.5 
%)] 

>20 days [n = 60 (9.5 
%)] 

p- 
value 

CFR (n)(%) 48 (34.8 %) 55 (25.1 %) 37 (25.5 %) 18 (24.7 %) 19 (31.7 %) 0.26 
MV rate* (n) (%) 81 (58.7 %) 117 (53.4 %) 88 (60.7 %) 56 (76.7 %) 53 (88.3 %) 0.001 
VP Support (n) 

(%) 
48 (34.8 %) 57 (26 %) 37 (25.5 %) 27 (37 %) 19 (31.7 %) 0.18 

CFR, case fatality rate; CP, convalescent plasma; MV, mechanical ventilation; VP, vasopressor. Data is not available in 253 patients. 
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COVID-19 treatments (favipravir, lopinavir + ritonavir, hydroxy-
chloroquine, high dose vitamin C, azithromycin) matched group for 
comparison because in most of the previous studies, control groups used 
for comparison were not composed of age-gender, comorbidity, and 
other COVID-19 treatments matched patients. 

In conclusion, SARS-CoV-2 has spread rapidly across the globe. 
During the current pandemic, thousands of patients need ICU support; 
therefore, until the active vaccination against SARS-CoV-2, approaches 
that reduce the need for ICU support have great importance. Therefore, 
CP therapy seems to be effective for a better course of COVID-19 in se-
vere and critically ill patients. CP transfusion can reduce the ICU stay, 
and the rate of MV support, and also can ease the workload of healthcare 
professionals, especially when transfused within the first 20 days of 
COVID-19. Finally, the optimal dose and transfusion time, as well as the 
safety and efficacy of CP transfusion, need to be investigated in detail 
with well-designed randomized clinical studies. 
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Covalescent plasma therapy in patients with COVID-19. J Clin Apher 2020;35 
(August (4)):367–73. https://doi.org/10.1002/jca.21806. 

[4] Coronaviridae Study Group of the International Committee on Taxonomy of 
Viruses. The species Severe acute respiratory syndrome-related coronavirus: 
classifying 2019-nCoV and naming it SARS-CoV-2. Version 2. Nat Microbiol 2020;5 
(April (4)):536–44. 

[5] Lu H. Drug treatment options for the 2019-new coronavirus (2019-nCoV). Biosci 
Trends 2020;14(March (1)):69–71. https://doi.org/10.5582/bst.2020.01020. 

[6] Gautret P, Lagier JC, Parola P, Hoang VT, Meddeb L, Mailhe M, et al. 
Hydroxychloroquine and azithromycin as a treatment of COVID-19: results of an 
open-label non-randomized clinical trial. Int J Antimicrob Agents 2020;(March 
(20)):105949. 

[7] Duan YJ, Liu Q, Zhao SQ, Huang F, Ren L, Liu L, et al. The trial of chloroquine in 
the treatment of corona virus disease 2019 (COVID-19) and its research progress in 
forensic toxicology. Fa Yi Xue Za Zhi 2020;36(March (2)). 

[8] World Health Organization Press Conference. The world health organization 
(WHO) has officially named the disease caused by the novel coronavirus as COVID- 
19. Available online: https://www.who.int/emergencies/diseases/novel-coronavir 
us-2019 (Accessed on 27 August 2020). 2020. 

[9] Yigenoglu TN, Ata N, Altuntas F, Bascı S, Dal MS, Korkmaz S, et al. The outcome of 
COVID-19 in patients with hematological malignancy. J Med Virol 2020;(August 
(10)). https://doi.org/10.1002/jmv.26404. 

[10] Graham BS, Ambrosino DM. History of passive antibody administration for 
prevention and treatment of infectious diseases. Curr Opin HIV AIDS 2015;10(May 
(3)):129–34. 

[11] FDA. Investigational covid-19 convalescent plasma-emergency INDs. 2020 
(Accessed May 11, 2020), https://www.fda.gov/vaccines-blood-biologics/investi 
gational-new-drug-ind-or-device-exemption-ideprocess-cber/investigational-covi 
d-19-convalescent-plasma-emergency-inds. 

[12] Turkish ministry of health. 2020. Retrieved from https://dosyamerkez.saglik.gov. 
tr/Eklenti/37163.covid-19-immun-plazma-rehberi-12-nisan-2020-sonv1-ti-neopdf 
pdf.pdf?0 (Accessed April17, 2020). 

[13] Soo YO, Cheng Y, Wong R, Hui DS, Lee CK, Tsang KK, et al. Retrospective 
comparison of convalescent plasma with continuing high-dose methylprednisolone 
treatment in SARS patients. Version 2. Clin Microbiol Infect 2004;10(July (7)): 
676–8. 

[14] Yeh KM, Chiueh TS, Siu LK, Lin JC, Chan PK, Peng MY, et al. Experience of using 
convalescent plasma for severe acute respiratory syndrome among healthcare 
workers in a Taiwan hospital. J Antimicrob Chemother 2005;56(November (5)): 
919–22. 

[15] Cheng Y, Wong R, Soo YO, Wong WS, Lee CK, Ng MH, et al. Use of convalescent 
plasma therapy in SARS patients in Hong Kong. Eur J Clin Microbiol Infect Dis 
2005;24(January (1)):44–6. https://doi.org/10.1007/s10096-004-1271-9. 

[16] Ko JH, Seok H, Cho SY, Ha YE, Baek JY, Kim SH, et al. Challenges of convalescent 
plasma infusion therapy in Middle East respiratory coronavirus infection: a single 
centre experience. Antivir Ther 2018;23(7):617–22. 

[17] Shen C, Wang Z, Zhao F, Yang Y, Li J, Yuan J, et al. Treatment of 5 critically ill 
patients with COVID-19 with convalescent plasma. JAMA 2020;323(March (16)): 
1582–9. 

[18] Duan K, Liu B, Li C, Zhang H, Yu T, Qu J, et al. Effectiveness of convalescent plasma 
therapy in severe COVID-19 patients. Proc Natl Acad Sci U S A 2020;117(April 
(17)):9490–6. 

[19] Zeng QL, Yu ZJ, Gou JJ, Li GM, Ma SH, Zhang GF, et al. Effect of convalescent 
plasma therapy on viral shedding and survival in COVID-19 patients. J Infect Dis 
2020;(April (29)). jiaa228. 

[20] Zhang B, Liu S, Tan T, Huang W, Dong Y, Chen L, et al. Treatment with 
convalescent plasma for critically ill patients with severe acute respiratory 
syndrome coronavirus 2 infection. Chest 2020;(March (31)). S0012-3692(20) 
30571-30577. 

[21] Joyner M.J., Wright R.S., Fairweather D.L., Senefeld J., Bruno K., Klassen S., et al. 
Early Safety Indicators of COVID-19 Convalescent Plasma in 5,000 Patients. 
medRxiv preprint doi: https://doi.org/10.1101/2020.05.12.20099879. 

[22] Li L, Zhang W, Hu Y, Tong X, Zheng S, Yang J, et al. Effect of convalescent plasma 
therapy on time to clinical improvement in patients with severe and life- 
threatening COVID-19: a randomized clinical trial. JAMA 2020;(June (3)). https:// 
doi.org/10.1001/jama.2020.10044. 

F. Altuntas et al.                                                                                                                                                                                                                                

http://refhub.elsevier.com/S1473-0502(20)30271-8/sbref0005
http://refhub.elsevier.com/S1473-0502(20)30271-8/sbref0005
http://refhub.elsevier.com/S1473-0502(20)30271-8/sbref0005
http://refhub.elsevier.com/S1473-0502(20)30271-8/sbref0010
http://refhub.elsevier.com/S1473-0502(20)30271-8/sbref0010
http://refhub.elsevier.com/S1473-0502(20)30271-8/sbref0010
https://doi.org/10.1002/jca.21806
http://refhub.elsevier.com/S1473-0502(20)30271-8/sbref0020
http://refhub.elsevier.com/S1473-0502(20)30271-8/sbref0020
http://refhub.elsevier.com/S1473-0502(20)30271-8/sbref0020
http://refhub.elsevier.com/S1473-0502(20)30271-8/sbref0020
https://doi.org/10.5582/bst.2020.01020
http://refhub.elsevier.com/S1473-0502(20)30271-8/sbref0030
http://refhub.elsevier.com/S1473-0502(20)30271-8/sbref0030
http://refhub.elsevier.com/S1473-0502(20)30271-8/sbref0030
http://refhub.elsevier.com/S1473-0502(20)30271-8/sbref0030
http://refhub.elsevier.com/S1473-0502(20)30271-8/sbref0035
http://refhub.elsevier.com/S1473-0502(20)30271-8/sbref0035
http://refhub.elsevier.com/S1473-0502(20)30271-8/sbref0035
https://www.who.int/emergencies/diseases/novel-coronavirus-2019
https://www.who.int/emergencies/diseases/novel-coronavirus-2019
https://doi.org/10.1002/jmv.26404
http://refhub.elsevier.com/S1473-0502(20)30271-8/sbref0050
http://refhub.elsevier.com/S1473-0502(20)30271-8/sbref0050
http://refhub.elsevier.com/S1473-0502(20)30271-8/sbref0050
https://www.fda.gov/vaccines-blood-biologics/investigational-new-drug-ind-or-device-exemption-ideprocess-cber/investigational-covid-19-convalescent-plasma-emergency-inds
https://www.fda.gov/vaccines-blood-biologics/investigational-new-drug-ind-or-device-exemption-ideprocess-cber/investigational-covid-19-convalescent-plasma-emergency-inds
https://www.fda.gov/vaccines-blood-biologics/investigational-new-drug-ind-or-device-exemption-ideprocess-cber/investigational-covid-19-convalescent-plasma-emergency-inds
https://dosyamerkez.saglik.gov.tr/Eklenti/37163.covid-19-immun-plazma-rehberi-12-nisan-2020-sonv1-ti-neopdfpdf.pdf?0
https://dosyamerkez.saglik.gov.tr/Eklenti/37163.covid-19-immun-plazma-rehberi-12-nisan-2020-sonv1-ti-neopdfpdf.pdf?0
https://dosyamerkez.saglik.gov.tr/Eklenti/37163.covid-19-immun-plazma-rehberi-12-nisan-2020-sonv1-ti-neopdfpdf.pdf?0
http://refhub.elsevier.com/S1473-0502(20)30271-8/sbref0065
http://refhub.elsevier.com/S1473-0502(20)30271-8/sbref0065
http://refhub.elsevier.com/S1473-0502(20)30271-8/sbref0065
http://refhub.elsevier.com/S1473-0502(20)30271-8/sbref0065
http://refhub.elsevier.com/S1473-0502(20)30271-8/sbref0070
http://refhub.elsevier.com/S1473-0502(20)30271-8/sbref0070
http://refhub.elsevier.com/S1473-0502(20)30271-8/sbref0070
http://refhub.elsevier.com/S1473-0502(20)30271-8/sbref0070
https://doi.org/10.1007/s10096-004-1271-9
http://refhub.elsevier.com/S1473-0502(20)30271-8/sbref0080
http://refhub.elsevier.com/S1473-0502(20)30271-8/sbref0080
http://refhub.elsevier.com/S1473-0502(20)30271-8/sbref0080
http://refhub.elsevier.com/S1473-0502(20)30271-8/sbref0085
http://refhub.elsevier.com/S1473-0502(20)30271-8/sbref0085
http://refhub.elsevier.com/S1473-0502(20)30271-8/sbref0085
http://refhub.elsevier.com/S1473-0502(20)30271-8/sbref0090
http://refhub.elsevier.com/S1473-0502(20)30271-8/sbref0090
http://refhub.elsevier.com/S1473-0502(20)30271-8/sbref0090
http://refhub.elsevier.com/S1473-0502(20)30271-8/sbref0095
http://refhub.elsevier.com/S1473-0502(20)30271-8/sbref0095
http://refhub.elsevier.com/S1473-0502(20)30271-8/sbref0095
http://refhub.elsevier.com/S1473-0502(20)30271-8/sbref0100
http://refhub.elsevier.com/S1473-0502(20)30271-8/sbref0100
http://refhub.elsevier.com/S1473-0502(20)30271-8/sbref0100
http://refhub.elsevier.com/S1473-0502(20)30271-8/sbref0100
https://doi.org/10.1101/2020.05.12.20099879
https://doi.org/10.1001/jama.2020.10044
https://doi.org/10.1001/jama.2020.10044

