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Blood Transfusion Programme, HSE
(Version of January 2012. Revision Date: December 2014)  http://www.hse.ie/eng/about/Who/clinical/natclinprog/blood.html 

 
Adverse Effects
 

Circulating platelet count of < 50 x 109/L and scheduled for  invasive procedure, (including lumbar puncture)***
except:  neurological/ophthalmic surgery (ensure platelet count above 100 x 109/L)***
*** Check platelet count 15 minutes after the transfusion is complete; co-ordinate closely with the surgical team

Indications
Prophylactic platelet transfusions in patients with non-immune thrombocytopenia due to bone marrow disease or chemotherapy, or following haematopoietic stem cell transplant. 
(Standard dose is 1 unit of platelets – approximately 3 X 1011 platelets.)
Circulating platelet count < 10 x 109/L and absence of 

liver disease with impaired coagulation, 
disseminated intravascular coagulation (DIC), 
fever > 38.5ºC, 
sepsis, 

Circulating platelet count of < 20 x 109/L and any of the above
 
 

Platelet transfusions in bleeding (WHO Grade 2 *or more) patients with thrombocytopenia or platelet function defects, in long term and /or refractory non-immune thrombocytopenia, in 
immune thrombocytopenia, in surgical patients with acquired platelet function defects, in massive haemorrhage and in the treatment of haemorrhage after thrombolysis.

Platelet transfusions in bleeding (WHO Grade 2* or more) patients with thrombocytopenia or platelet function defects (* gross haemorrhage not requiring transfusions of red cells over routine transfusion needs)
Give single doses of platelets at a time, repeat according to response. Check the platelet count between transfusions.
If the patient continues to bleed in spite of a significant rise in the platelet count, continue transfusions to raise the platelet count to the range 80 – 100 x 109/L. 
Check for other coagulation abnormalities, and correct them as appropriate. 
Consider deploying other strategies as outlined in Management of Refractory Patients in Professional Guidance Document.

Platelet Transfusions in disseminated intravascular coagulation (DIC)
If bleeding, transfuse to keep platelet count above 50 x 109/L while treating cause & other coagulation deficiencies.

Platelet transfusions in patients with long-term non-immune thrombocytopenia, unlikely to remit. (Standard dose is 1 unit of platelets – approximately 3 X 1011 platelets.)
May not benefit from routine use of intermittent, e.g. weekly, prophylactic platelet transfusions, and therapy needs to be determined according to symptomatic needs. 
May be more useful to reduce the risk of inducing or worsening platelet refractoriness. 
Titrate each patient’s need individually, avoiding unnecessary exposure to platelets.
Avoid aspirin-containing compounds/COX-1 inhibitors (may be OTC) & supplements that interfere with platelet function - garlic supplements, fish oils.
Consider keeping the haemoglobin level above 11.0 g/dL.

Platelet Transfusions in patients with autoimmune thrombocytopenia.
Do not transfuse except in the presence of serious haemorrhage: prophylactic transfusions have no benefit.
In serious haemorrhage transfuse 4 adult doses and repeat if haemorrhage continues.
Add additional agents: IVIgG, steroids, Rituximab,  and/or cytotoxics.

Platelet Transfusions in surgical patients with acquired platelet function abnormalities (Patients taking Clopidogrel/Aspirin/GP IIb/IIIa inhibitors; patients undergoing cardiopulmonary bypass surgery.)
Withhold anti-platelet therapy for one or two weeks prior to surgery if possible.
Transfuse platelets if there is evidence of excessive small-vessel bleeding, regardless of platelet count. 
Give a single dose, and observe effect.
Therapy is determined by clinical response to the preceding transfusions.
Thromboelastography (TEG) may be useful in directing blood component therapy.

Platelet Transfusions in patients with congenital platelet disorders
Avoid unless haemorrhage is serious: alloimmunisation is a very serious and possibly lifelong problem. Give one dose at a time where transfusion is unavoidable. 

Platelet Transfusions in massive haemorrhage.
According to Hospital Massive Haemorrhage protocol.

Bleeding following thrombolysis
Stop therapy.
Infuse fibrinogen concentrate to restore plasma fibrinogen level to minimum of 1 g/L if bleeding is serious.
Platelets may be useful in serious haemorrhage once fibrinogen level restored (1 unit at a time based on clinical response.).

anticoagulant therapy, 
acute promyelocytic leukaemia,
Necrotic tumour

 

Antithymocyte globulin therapy
Rapid fall in platelet count (> 20 x 109/72 hours)
Major headache or other significant CNS symptoms or signs

Fever: Rise of > 1.5ºC above baseline; common; stop transfusion; treat with paracetamol as required; investigate for incompatibility, sepsis, & refractoriness. Try platelets in additive solution for next 
transfusions
Urticaria: Common; treat with antihistamine; may be possible to continue transfusion after 30 minutes. Premedicate in future with antihistamine. Observe carefully for worsening with upper respiratory 
symptoms.
Alloimmunisation to HLA/platelet antigens: Common; avoid by not transfusing unnecessarily. Treat if refractory with HLA compatible or HPA compatible transfusions.
Circulatory overload (Transfusion Associated Circulatory Overload; TACO) Common. Avoid by attention to fluid balance. Treat as standard for LVF.
Transfusion Related Acute Lung Injury (TRALI): Rare. Onset within 6 hours with fever and dyspnoea; signs of ARDS. Early ICU referral .
Bacterial infection/sepsis: 1 in 70,000 transfusions; mortality 25%. Presents as acute sepsis, maybe septic shock. Treat with protocol for neutropenia, covering Gram negative and Gram positive. 
Check cultures; exclude ABO incompatibility.
Haemolysis: From ABO incompatibility; exclude sepsis; check labels and donor/recipient match; maintain IV access; resuscitate with crystalloid solutions; inotropes as necessary. Monitor and 
manage DIC. Consider ICU referral.
Anaphylactic shock: Rare. Usually rapid onset after transfusion begun. May be due to IgA deficiency in the recipient. Standard therapy. Future transfusions may require IgA deficient donors, or 
washed red cells.
Thrombosis: Arterial platelet thrombi may form following transfusion in patients with TTP or HIT. Transfuse only in cases of life-threatening haemorrhage.
Viruses, Prions and other infectious risks: Rare; see Professional Guidance Document text
Post Transfusion Purpura: Rare; profound thrombocytopenia due to earlier sensitisation to platelet allo-antigens. May present with fever and refractoriness. Treat with IVIgG, and acutely with repeated 
doses of unmatched platelets if haemorrhage is severe. Matched platelets for future transfusions thereafter.
(RhD alloimmunisation. Avoid by giving anti-D where necessary.)
(Graft-versus-Host Disease. All platelets are irradiated during manufacture.)

Administering platelets
Check: 

That there is a written order for the transfusion in the patient’s record, signed by a doctor and including their Medical Council Registration Number.
That the order includes the date and time and the duration of the infusion.
That the correct unit has been collected from the Hospital Blood Bank – the commonest source of serious error in some series was picking up the wrong unit from the blood 
bank in the first place.
That the product is labelled correctly with the patient’s details – if there was a mix up at the phlebotomy stage, it might be identified here through proper checking of the 
patient details on the label against the wristband. Don’t assume everyone else has done their job correctly – the opposite is sometimes the case, and it is your responsibility 
to check: check the patient’s details on the compatibility label against the patient’s details on the patient’s wristband.
The compatibility label on the platelet unit against the Blood Group and Unit Number on the pack: the ABO Group and RhD group of the platelet unit do not need to be 
identical to the patient’s groups for platelet transfusions, but the groups on the compatibility label produced by the hospital blood bank must match the groups on the Blood 
Transfusion Service Label on the front of the pack. 
The expiry date on the pack.
The packs for leaks, and for any obvious damage. 
That there are no clumps in the pack - a sign of bacterial growth in the pack.
*** All platelet units are leucodepleted and irradiated during manufacture.

Transfuse
Through an intravenous cannula of any size from 23 gauge upwards;
Through a blood giving set (with an integral 170 – 210 micron filter).
Over 30 – 60 minutes
There is no need to prime with another fluid such as saline, but if not using a fresh giving set, do not infuse after any fluid containing calcium, including Ringer’s and 
Hartmann’s/Ringer-lactate.
Do not use a giving set that has already been used to transfuse the patient with another blood component – red cells or plasma.

Observe the patient: 
Record the pre-transfusion pulse, blood pressure and temperature, 
Ensure the patient can be observed by clinical staff for the duration of the transfusion. 
Record the pulse, blood pressure and temperature after 15 minutes and at the end of the transfusion.
Stop the transfusion if the patient’s temperature rises by 1.5oC.
or if the patient develops acute loin or back pain, or pain along the vein or at the injection site, or becomes distressed or dyspnoeic. 

Contraindications and warnings 
Do not transfuse platelets to patients with

Thrombotic Thrombocytopenic Purpura or Heparin-Induced Thrombocytopenia, unless the patient is experiencing a life-threatening haemorrhage – danger of precipitating 
fatal thrombosis;
Autoimmune thrombocytopenia unless patient has serious haemorrhage: unnecessary and ineffective. Where platelets are needed in the presence of serious haemorrhage 
large doses (4 units and upwards) may be needed, along with IVIgG infusions;
IgA deficiency with previous history of allergic or anaphylactic reactions to plasma-containing blood products. Consult with specialist medical staff at the IBTS.

Do not transfuse 
if the platelet pack shows signs of damage or leakage, or if there are visible clumps of material in the bag.

 
Avoid wherever possible: 

Double dose transfusions: Doubling the dose doubles the risks of TRALI, TACO, bacterial sepsis and other rarer adverse events, without appreciable benefit in most cases.
Transfusing without a same-day platelet count: all indications require a platelet count on the day; the measurement of response, or lack of response, to platelet transfusions, 
requires a same-day platelet count.
Ineffective platelet transfusion for refractory patients. Unnecessary platelet transfusions, especially with excessive dosing, merely compound the problem.
Transfusing patients with autoimmune thrombocytopenia (ITP), except in the presence of serious haemorrhage: large doses (4 units and upwards) may then be needed, 
along with IVIgG infusions and/or high doses of steroids, or second line therapy if indicated.
Prophylactic use in patients undergoing elective surgery on aspirin/clopidogrel or similar. 
Use in cardiopulmonary bypass surgery without clinical evidence of bleeding attributable to platelet function defects or thrombocytopenia.
Transfusing patients with TTP or HIT, except in the presence of life-threatening haemorrhage: risk of fatal arterial thrombosis. 

 
 

If the identical ABO type is not available
For an O patient transfuse in the following order of desirability:

O, B, A. 
For an A patient transfuse in the following order of desirability: 

A; AB (if available), B or O* (preferably in additive 
solution). 

For a B patient transfuse in the following order of desirability: 
B; thereafter AB (if available), A or O* (preferably in 
additive solution). 

For an AB patient transfuse in the following order of 
desirability: 

AB; B or A (preferably in additive solution). O*, preferably 
in additive solution.

* Avoid transfusion of O platelets in non Group O children unless the 
situation is critical.

Ordering Platelets
Check the Hospital blood bank manual for details of local procedures.
Order one unit of platelets as a standard dose unless there are clear clinical reasons for a higher 
dose.
Use a standard blood ordering form.
You’ll need  to know or find out the patient’s ABO and Rhesus blood groups .
CMV negative for intrauterine transfusions; for CMV negative or status unknown patients: who 
are pregnant, or who have received or may receive an HSC transplant; or who have received a 
CMV negative lung or renal transplant, or who have HIV. Otherwise leucodepletion is protective. 
ABO identical is ideal, but not essential. 
RhD negative for RhD negative females of childbearing potential; give anti-D if RhD negative 
platelets are not available.
Washed platelets may be required for recurrent and severe anaphylactic reactions to platelet 
transfusions.
Irradiated platelets: all platelet units are irradiated by the IBTS at manufacture.
Group O platelets transfused to other groups must not have the label "High Titre Anti A or B 
Positive".

 
 


