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Key Points  
 

 Platelet concentrates for transfusion are produced from voluntary blood donations 
collected in the UK.  

 

 The indication for use is the prevention and treatment of haemorrhage in patients 
with thrombocytopenia or platelet function defects.  

 

 Platelets are not kept routinely as stock at Peterborough and Stamford Hospitals, 
consideration must therefore be given to allow adequate time for transport from the 
NHS Blood and Transplant centres (minimum of 2 hours, but may take longer, 
depending on the availability).  

 

 A ‘blue light’ service is available for life threatening conditions which may be 
requested through the transfusion laboratory by the consultant in charge of the 
case. 

 

 Any decision to administer platelets must be based on and assessment of risk 
versus benefit. The risks of transmitting infection are similar to those of other blood 
components. Of particular concern are alloimmunisation, allergic reactions and 
anaphylaxis, transfusion –related lung injury and haemolysis from transfused 
antibodies to blood group antigens especially A and B. 

 

 Do not routinely transfuse more than a single dose of platelets. 
 

 If the reason for thrombocytopenia is unclear, further investigation is required to 
determine appropriate management. 
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Platelet Transfusion – Guideline for practice 
 
1. Introduction 
 
1.1 Platelet concentrates for transfusion are produced from voluntary blood 

donations collected in the UK. Each unit of pooled platelets is produced from 
the whole blood from four donors. Platelet concentrates obtained by apheresis 
derive from a single donor. Each product is equivalent in terms of therapeutic 
efficacy. 

 
1.2 The indication for use is the prevention and treatment of haemorrhage in 

patients with thrombocytopenia or platelet function defects. The risks of 
transmitting infection are similar to those of other blood components. Of 
particular concern are alloimmunisation, allergic reactions and anaphylaxis, 
transfusion –related lung injury (TRALI) and haemolysis from transfused 
antibodies to blood group antigens especially A and B. Any decision to 
administer platelets must be based on and assessment of risk versus benefit. 

 
1.3 Platelet concentrates are not kept routinely as stock at Peterborough and 

Stamford Hospitals. When requesting platelets, consideration must therefore be 
given to allow adequate time for transport from the National Health Service 
Blood and Transplant (NHSBT) Service centres, which will be a minimum of 2 
hours, but may take longer, depending on the availability of platelets. A ‘blue 
light’ service is available for life threatening conditions which may be requested 
through the transfusion laboratory by the consultant in charge of the case. 

 
2.  Purpose  
 

The purpose of this document is to give guidance to clinical staff who may be 
involved in the requesting, prescription or administration of platelet concentrates 
in  Peterborough and Stamford Hospitals NHS Foundation Trust. 

 
3. Scope 
 

These guidelines apply to all members of staff involved with the prescription, 
handling and administration of Platelets.   

 
4. Definitions of Terms 
 
4.1 Thrombocytopenia – a reduction in the number of platelets below normal 

(<140 × 109/l. 
 
4.2 HLA – Human Leucocyte Antigen.  
 

4.3 HLA matched platelets – These are indicated for patients who have developed 
HLA antibodies as a result of previous exposure to blood products. They must 
be ordered with sufficient notice from the Blood Bank as they have to be 
specially procured by apheresis of selected donors for individual patients. A full 
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blood count must be performed post transfusion to ensure that the transfusions 
are still effective as further HLA sensitisation may ensue necessitating an 
alteration in the specification of the product. A sample to determine the platelet 
increment can be obtained 10 minutes after completion of the transfusion. 

 
4.3 Apheresis platelets – platelets derived from a single donor. This component is 

indicated for all paediatric patients, and those born after 1st Jan 1996. 
 
4.4 Pooled platelets – platelets derived from four donors, and then pooled in the 

plasma of one of the donors (a male donor to reduce the risk of transfusion 
related acute lung injury (TRALI). 

 
4.5 Platelets in Additive Solution (PAS) – A platelet concentrate derived from 

buffy coats or apheresis, and where the suspending medium is additive 
solution. This component is indicated for patients with reactions to plasma 
containing components.  

 
4.6 Irradiated platelets – platelets that have been irradiated by gamma or Xrays to 

prevent Transfusion Associated Graft versus Host Disease (TA- GVHD). 
 
4.7 Prophylactic platelet transfusions – Platelet transfusions to patients who do 

not have clinically significant bleeding [WHO grade 0 or 1] and do not require a 
procedure). 

 
5. Requesting and Prescription of platelets 
 
5.1 The prescription should ideally be made on the dedicated blood product 

prescription chart. In paediatrics, the prescription must indicate the number of 
mls/kg weight. 

 
5.2 Do not routinely prescribe more than a single dose of platelets. Only consider 

giving more than a single dose of platelets in a transfusion for patients with 
severe thrombocytopenia and bleeding in a critical site, such as the central 
nervous system (including eyes). 

 
5.3 Reassess the patient's clinical condition and check their platelet count after 

each platelet transfusion, and give further doses if necessary. A sample to 
determine the platelet increment can be obtained 10 minutes after completion of 
the transfusion. 

 
6. Special requirements – Hepatitis E virus (HEV) Negative platelets and 

Irradiated platelets 
 
6.1 Hepatitis E virus (HEV Negative) platelets 
 
6.1.1 The hepatitis E virus (HEV) is found throughout the world in both humans and 

animals, especially pigs. A study carried out by NHS Blood and Transplant in 
2012/13 showed that approximately 1 in 3000 blood donors in the south of 
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England had HEV at the time of donation. The majority of people who become 
infected with HEV have no symptoms and the infection clears completely within 
a couple of months. HEV may however pose a risk of harm to 
immunocompromised patients; they may be unable to clear the infection, which 
may then become persistent, potentially leading to chronic inflammation of the 
liver and cirrhosis. For some patients, HEV negative blood components may 
only be needed for a short period of time, usually until the immune system is 
back to working as normal. 

 
6.1.2 While the risk of HEV to the general population is negligible, the Advisory 

Committee on the Safety of Blood, Tissues and Organs (SaBTO) has now 
recommended that certain patient groups who are immunocompromised / 
immunosuppressed should receive HEV negative blood components i.e.: 
components manufactured from donations that have been tested and confirmed 
as negative for HEV. This includes: 

 Patients awaiting solid organ transplant (SOT) – from3 months prior to date of 
planned elective SOT or from the date of listing.  

 Patients who have had SOT – for as long as the patient is taking 
immunosuppressants.  

 Patients with acute leukaemia – from diagnosis (unless/until a decision is made 
not to proceed with stem cell transplant).  

 Patients awaiting allogeneic stem cell transplant – from 3 months prior to the 
date of planned transplant and up to 6 months following transplant, or for as 
long as the patient is immunosuppressed.  

 Extra corporeal procedures – such as dialysis or extra-corporeal circulatory 
support for SOT patients or SOT patients receiving immunosuppressive 
medication.  

 In addition, NHSBT will provide HEV negative components for neonates and 
infants under the age of one year.  

 
6.1.3 Using the ICE requesting system, the requirement for HEV components should 

be indicated by clicking the yes button at the ‘special requirement’ option screen 
Transfusion must also be contacted on 8451/2 (bleep 1151 out of hours) to 
inform them that HEV negative components are required. The requirement for 
HEV negative blood components should also be included in the clinical 
information given on the request form, and also be noted on the patient’s 
prescription chart 

 
6.1.4 In an urgent/emergency situation, clinicians should liaise with the transfusion 

laboratory regarding how long it will take them to issue HEV negative 
components for the patient. If this requirement cannot be met in time, you 
should discuss other options with the laboratory and the patient, if appropriate, 
as components not confirmed as HEV negative may need to be used. If blood 
components not confirmed as HEV negative are given, the patient should be 
managed as if they have potentially been exposed to HEV. 

 
6.1.5 It is vital that the transfusion laboratory is informed of the patient’s requirement 

for HEV negative components as soon as it is identified, as well as the nursing 
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team looking after the patient, and also any other hospital who might be sharing 
care of the patient. The requirement for HEV negative components should also 
be discussed with the patient. Hepatitis E Virus – Factsheet for Patients is 
available (Appendix 2). 

 
6.1.6 NHS Blood and Transplant clearly label HEV virus negative units 

 
If staff are uncertain that the product has been irradiated, they must refer to the 
transfusion laboratory for advice. 
 

6.2 Irradiated Platelets 
 
6.2.1 Irradiated platelets are platelets that have been treated with 25 gray (Gy) 

gamma irradiation or Xray irradiation to inactivate lymphocytes that could cause 
graft versus-host disease in a recipient. 

 
6.2.2 For guidance on the indications for irradiated platelet transfusion please refer to 

trust policy C0662 Policy for the use of irradiated blood components. 
 
6.2.3 Using the ICE requesting system, the requirement for irradiated blood products 

should be indicated by clicking the yes button at the ‘special requirement’ option 
screen. Transfusion must also be contacted on 8451/2 (bleep 1151 out of 
hours) to inform them that irradiated components are required. The requirement 
for irradiated blood components should also be included in the clinical 
information given on the request form, and also be noted on the patient’s 
prescription chart. 

 
6.2.4 Once the requirement for irradiated blood components has been communicated 

to the Transfusion Laboratory, all further blood components issued will be 
irradiated until the Transfusion Laboratory is informed otherwise. 

 
6.2.5 NHS Blood and Transplant clearly label all irradiated units with an approved bar 

code label. If staff are uncertain that the product has been irradiated, they must 
refer to the transfusion laboratory for advice. 

 
7. Recommendations for use of prophylactic platelet transfusion 
 
7.1 Prophylactic transfusion of platelets to patients with thrombocytopenia 

because of reversible bone marrow failure where recovery is anticipated. 
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7.1.1 Give prophylactic platelet transfusions to patients with reversible bone marrow 
failure receiving intensive chemotherapy or undergoing allogeneic 
Hematopoietic stem cell transplantation (HSCT) to maintain a platelet count at 
or above 10 x 109/L. 

 
7.1.2 Use only one adult dose (one unit) routinely for prophylactic platelet 

transfusions. 
 
7.1.3 Consider not giving prophylactic platelet transfusions to well patients with no 

evidence of bleeding who have had an autologous stem cell transplant. 
 
7.1.4 Consider increasing the threshold for prophylactic platelet transfusion to 

between 10 and 20 x109/L in patients judged to have additional risk factors for 
bleeding. Individual review is required. 

 
7.2 Prophylactic transfusion of platelets to patients with thrombocytopenia 

because of chronic bone marrow failure, where recovery is not 
anticipated. 
 

7.2.1 Use a ‘no prophylactic platelet transfusion’ strategy for asymptomatic patients 
with chronic bone marrow failure (including those taking low dose oral 
chemotherapy or azacitidine). 

 
7.2.2 Give prophylactic platelet transfusions to patients with chronic bone marrow 

failure receiving intensive treatment. 
 

7.2.3 Manage patients with chronic bleeding of WHO grade 2 or above (Appendix 1) 
individually, according to the severity of their symptoms and signs. Consider a 
strategy of prophylaxis (e.g. twice a week). 
 

7.3 Prophylactic transfusion of platelets to other patient groups 
 

7.3.1 Use the platelet count thresholds for reversible bone marrow failure as a 
general guide for prophylactic platelet transfusion in patients with critical illness 
in the absence of bleeding or planned procedures. 

 
7.4  Prophylactic platelet transfusion prior to procedures or surgery 
 
7.4.1 Whenever possible use a procedure/equipment associated with the lowest 

bleeding risk. Apply local measures, such as compression, to reduce the risk of 
bleeding post-procedure. 
 

7.4.2 Do not give platelet transfusions routinely prior to:  

 Bone marrow aspirate or trephine biopsy. 

 Peripherally inserted central catheters (PICCs). 

 Traction removal of tunnelled CVCs. 

 Cataract surgery. 
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7.4.3 Consider performing the following procedures above the platelet count 
threshold indicated:   

 Venous central lines (both tunnelled and un-tunnelled), inserted by experienced 
staff using ultrasound guidance techniques, when the platelet count is > 
20x109/L. 

 Lumbar puncture when the platelet count is ≥ 40x109/L. 

 Insertion/removal of epidural catheter when the platelet count is ≥80x109/L. 

 Major surgery – when the platelet count is > 50x109/L. 

 Neurosurgery or ophthalmic surgery involving the posterior segment of the eye 
when the platelet count is > 100x109/L. 

 Percutaneous liver biopsy when the platelet count is > 50 x 109/L Consider 
trans-jugular biopsy if the platelet count is below this level. 
 

7.4.4 Prior to renal biopsy ensure potential risk factors for bleeding are corrected: 
anaemia (iron and erythropoietin), uraemia (dialysis). If renal biopsy is urgent 
consider desmopressin (DDAVP) preprocedure or oestrogen if time allows. 

 
7.5.5 Avoid platelet transfusion in renal failure since infused platelets will acquire a 

dysfunction similar to the patients’ own platelets and platelet transfusion may 
result in alloimmunisation. 

 
8. Recommendations for Therapeutic Platelet Transfusions  
 
8.1 In severe bleeding, maintain the platelet count above 50 x 109/L. Consider 

empirical use for the initial management of major haemorrhage. 
 
8.2 In patients with multiple trauma, traumatic brain injury or spontaneous 

intracerebral haemorrhage maintain the platelet count above 100 x 109/L. 
 
8.3 In patients with bleeding that is not considered severe or life threatening, 

consider platelet transfusion if the platelet count is below 30 x 109/L. 
 
9. Recommendations for Platelet Function Disorders  
 
9.1 Congenital platelet function disorders 
 
9.1.2 For first line treatment or prevention of bleeding, consider recombinant factor 

VIIa (rFVIIa) in Glanzmann thrombasthenia, and Tranexamic Acid plus 
desmopressin in other congenital platelet function disorders. 

 
9.1.3 If pharmaceutical therapies are contraindicated, ineffective, or if there is high 

risk of bleeding, consider transfusion of platelets. In Glanzmann 
thrombasthenia, consider HLA-matched platelets.  

 
9.2 Acquired platelet function disorders  
 
9.2.1 Do not use platelet transfusion pre-procedure when antiplatelet agents have not 

been discontinued. 
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9.2.2 Use general haemostatic measures to treat bleeding in patients during 
treatment with aspirin, P2Y12 antagonists or GPIIa/IIIb inhibitors. If necessary, 
consider drug cessation and reversal of the effect of co-prescribed 
anticoagulants. 

 
9.2.3 Use Tranexamic Acid to counteract the effect of anti-platelet agents when a 

risk/benefit assessment would support this. 
 
9.2.4 Consider the use of platelet transfusion as an additional measure to those 

suggested above for critical bleeding. 
 
9.2.5 Consider platelet transfusion to prevent bleeding in severe thrombocytopenia 

(platelet count < 10 x 109/L) caused by abciximab.  
 
10. Recommendations for Immune Thrombocytopenia (ITP) 
 
10.1 Do not use prophylactic platelet transfusions in patients with autoimmune 

thrombocytopenia (ITP). 
 
10.2 Only use platelet transfusion prior to a procedure or surgery when other 

treatment has failed and/or the intervention is urgent. Usual threshold counts 
may be unachievable or unnecessary and individual case review is required.  

 
 Give therapeutic platelet transfusions (more than one dose) to treat serious 

bleeding. In ITP consider co-administration of intravenous immunoglobulin in 
addition to the platelet transfusion In post-transfusion purpura (PTP) 
intravenous immunoglobulin is the treatment of choice. 

 
11. Contraindications to Platelet Transfusions  
 

In patients with thrombotic microangiopathies only use platelet transfusions to 
treat life-threatening bleeding. 

 
12. Risks from Platelet Transfusions  
 
12.1 Transfusion reaction 
 
12.1.1 Platelet transfusions have been associated with transfusion reaction. Acute 

transfusion reaction is the most frequently reported category and largely 
consists of either allergic or febrile non-haemolytic reactions. Interventions such 
as leucodepletion, the use of male donor plasma, irradiation and bacterial 
screening have significantly reduced the risk of harm from platelet transfusions. 

 
12.1.2 In patients with a history of allergic transfusion reactions (apart from mild 

reactions) platelets suspended in PAS should be used. If reactions continue or 
are severe, washed platelets (resuspended in 100% PAS) may be required. 
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12.1.3 Transfusion related acute lung injury (TRALI), was previously more commonly 
reported with plasma-rich components than with red cells. Following the 
introduction of universal leucodepletion and the use of male donor plasma this 
situation is no longer the case with no recorded cases, where concordant 
antibodies were identified, due to platelets in recent years.  

 
12.1.4 To date 33/40 cases of bacterial transfusion transmitted infection (TTI) (overall 

mortality 28%) reported to SHOT have been associated with platelet 
transfusion. Since the introduction of bacterial screening in 2010 no proven 
cases of TTI have been described. However, as bacterial contamination of 
platelets is known to occur despite negative screening results and TTI carries a 
high mortality, investigation and recall of associated components should be 
considered for all moderate or severe febrile reactions. 

 
12.2 Haemolysis 
 
 Haemagglutinin testing has reduced the risk of haemolysis from the use of 

minor ABO mismatched units. Platelets tested and negative for high titre 
haemagglutinins, non-group O platelets and pooled platelets suspended in PAS 
are associated with a lower risk of haemolysis. ABO matching of all platelet 
transfusions would eliminate this risk, but has significant resource implications 
because of the increased stock required and associated wastage. It is 
considered acceptable to use ABO incompatible platelets to reduce wastage; 
however ABO compatible platelets should be given to patients who require 
regular platelet support 

 
12.3  RhD Alloimmunisation 
 
12.3.1 Although there is little risk of an acute reaction following transfusion of RhD 

positive platelets to an RhD negative recipient, alloimmunisation can occur from 
red cell contamination.  

 
12.3.2 RhD negative girls or women of childbearing potential should receive RhD 

negative platelets. If unavailable RhD positive platelets can be given with anti-D 
prophylaxis.  

 
12.3.3 For RhD negative boys under 18 years of age, those who already have anti-D 

antibodies and transfusion-dependant adults, the platelets of choice are RhD 
negative. RhD positive platelets should be given if RhD negative platelets are 
unavailable or to prevent wastage of RhD positive components. Anti-D 
prophylaxis is not required. 

 
13. Recommendations for Platelet Refractoriness 
 
13.1 ABO matched platelets should be used when available to maximise increments. 
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13.2 Patients with hypoproliferative thrombocytopenia who are refractory to platelet 
transfusions solely due to non-immune factors should not receive HLA-selected 
platelet transfusion. 

 
13.3 Patients with hypoproliferative thrombocytopenia who are refractory to platelet 

transfusions and have class I HLA antibodies should receive class I HLA-
selected platelet transfusion. 
 

13.4 Patients with hypoproliferative thrombocytopenia who continue to be refractory 
to HLA-selected platelet transfusions and have HPA antibodies should receive 
HPA-selected platelet transfusion. 

 
13.5 Patients with hypoproliferative thrombocytopenia who are not refractory to 

platelet transfusion should not receive HLA-selected or HPA-selected platelets. 
 
14. Recommendations for alternatives or additions to platelet transfusion  
 
14.1 Administer Tranexamic Acid early in trauma patients who are bleeding/at risk of 

bleeding. 
 

14.2 Use Tranexamic Acid in surgical patients expected to have greater than a 500 
ml blood loss, unless contraindications exist. 

 
14.3 Consider Tranexamic Acid as an alternative or in addition to therapeutic platelet 

transfusion, in patients with chronic thrombocytopenia caused by bone marrow 
failure. 

 
14.4 In severe perioperative bleeding/bleeding associated with major trauma give 

fibrinogen (concentrate or cryoprecipitate) if plasma fibrinogen concentration is 
< 1.5 g/L. 

 
14.5 Use thrombopoietin receptor agonists in ITP according to international 

guidelines. At present there is insufficient evidence to recommend these agents 
in other patient categories. 

 
15. Administration of platelets 
 
15.1. Platelets must be administered through a 170-200µm filter (standard blood 

giving set). Use a new giving set for every unit of platelets. A filter is required for 
the giving of platelets via a syringe for neonatal transfusion. 

 
15.2 The platelet units should be visually inspected for pack integrity and 

discolouration prior to transfusion. Check that platelet packs do not show 
clumping or appear more cloudy than usual. If in doubt, DO NOT TRANSFUSE 
and contact the transfusion laboratory for advice. 

 
15.3 All patients receiving a platelet transfusion must wear a trust ID band. The 

patient’s identity must be checked by 2 members of staff prior to 
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commencement of the transfusion. The details on the tag attached to the 
platelets must be checked against the details on the patients ID band. In 
addition, the patient should be asked to confirm their name and date of birth, if 
they are able to do so. 

 
15.4 Platelets are stored in the agitator rack in the platelet incubator, at 22º C and 

must never be put into a refrigerator. 
 
15.5 Start the transfusion as soon as the unit is received from the platelet agitator. 

Return the unit to the transfusion laboratory for safe storage if transfusion is not 
started within 30 minutes.  

 
15.6 It is recommended that a unit of platelets is administered over 30 minutes. 
 
15.7 Inform the patient of possible complications of transfusion, and the importance 

of reporting any adverse effects. Follow the same baseline, 15 minute and post 
transfusion observation checks as for red cell transfusions. If a reaction is 
suspected, STOP THE TRANSFUSION, and inform medical staff and the 
transfusion laboratory immediately. A Datix adverse event record and a 
transfusion reaction form must be completed.  

 
15.8 A sample to determine the platelet increment can be obtained 10 minutes after 

completion of the transfusion. 
 
16  Neonatal platelet transfusion 
 
16.1 Maintain platelet count >50 x 109/l if the baby is septic or has a coagulopathy. 
 
16.2 Maintain platelet count >20 x 109/l if the baby is well. 
 
16.3 Neonates born with evidence of haemorrhage and thrombocytopenia may be 

suffering from neonatal alloimmune thrombocytopenia (NAIT). In such cases, 
HPA 1a negative and HPA 5b negative platelets should be urgently requested 
from the National Blood Service without waiting for laboratory confirmation of 
the diagnosis. 

 
16.4 Neonates who have undergone intra-uterine red cell or platelet transfusion 

should continue to receive irradiated blood products. All platelets for neonatal 
transfusion are Hepatitis E Virus (HEV) and CMV (cytomegalovirus) negative. A 
typical dose is 10-20 mL/kg. 

 
17. Endorsement 
 

These guidelines will be approved by the Hospital Transfusion Committee and 
endorsed by the Quality Governance Operational Committee. 
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18. Distribution 
 

The guideline will be available on SharePoint, on the trust intranet. 
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Appendix 1 The modified World Health Organization (WHO) bleeding scale 
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Appendix 2 Hepatitis E Virus- Factsheet for patients 
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