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Platelet Transfusion — Guideline for Practice

1. INTRODUCTION

1.1 Platelet transfusions are an essential component in the management of selected
patients with thrombocytopenia, however they need to be used judiciously as they are a
limited resource and are not risk free (BSH 2016).

Platelet transfusions 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 acute 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 Platelets are not kept routinely as stock at either Peterborough City Hospital or
Hinchingbrooke Hospital. When requesting platelets, consideration must be given to
allow adequate time for transport from the NHS Blood and Transplant (NHSBT) centres,
which will be approximately 2 hours, but may take longer, depending on availability.

In life threatening situations, platelets already on site may be used if compatible. A ‘blue
light’ delivery service is available. This can be arranged by the transfusion laboratory on
the advice and request of the consultant in charge of the case.

2. PURPOSE

2.1 The purpose of this document is to give guidance to clinical staff who may be involved in
the requesting, prescription or administration of platelets at North West Anglia NHS
Foundation Trust.

3. SCOPE

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

Platelet Transfusion — Guideline for Practice V6 — 2024 Page 5 of 26

CAUTION: Refer to the Document Library for the most recent version of this document
Uncontrolled copy when printed



4. DEFINITION OF TERMINOLOGY

4.1

4.2

4.3

4.4

4.5

4.6

4.7

4.8

Thrombocytopenia — a reduction in the number of platelets below normal (<140x10°/L).
HLA — Human Leucocyte Antigen.

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 as they have to be specially procured by apheresis of selected
donors for individual patients. A full blood count sample to determine the platelet
increment 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.

Apheresis platelets — platelets derived from a single donor.

Pooled platelets A pool of buffy coat-derived platelets from four whole blood donations,
suspended in 30 - 35% plasma and 65 - 70% additive solution

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.

Irradiated platelets — platelets that have been irradiated by gamma or X-rays to prevent
Transfusion Associated Graft versus Host Disease (TA-GVHD).

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. PRESCRIPTION OF PLATELETS

5.1 Before prescribing a platelet transfusion please consider: -
e What are the indications for a platelet transfusion in this patient?
e Has this indication been documented in the patient’s record and on the transfusion
request form?
e Are there any alternatives which could be used in preference to platelet transfusion?
e Has the patient given consent (where possible) to platelet transfusion?

5.2 The prescription must be made on the dedicated blood product prescription chart.

5.3 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).
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5.4 In paediatrics, the prescription must indicate the number of mLs per kg weight. The
typical dose for children weighing less than 15 kg is 10-20 mL/kg. Children above 15 kg
may receive a single unit (approximately 300 mL). The recommended rate of
administration is 10-20 mL/kg/h.

5.5 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 - IRRADIATED PLATELETS

6.1 Irradiated platelets are platelets that have been treated with 25 Gray (Gy) gamma
irradiation or X-ray irradiation to inactivate lymphocytes that could cause Transfusion
Associated Graft versus Host Disease (TA-GvHD) in a recipient. 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 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. The
Transfusion laboratory must also be contacted to inform them that irradiated
components are required. The requirement for irradiated blood components must also
be included in the clinical information given on the request form and noted on the
patient’s prescription chart.

6.3 Once the requirement for irradiated blood components has been communicated to the
Transfusion Laboratory, all further cellular blood components issued will be irradiated
until the Transfusion Laboratory is informed otherwise.

6.4 NHS Blood and Transplant clearly label ELELER B gl naoraa®  IRRADIATION INDICATOR
all irradiated units (see opposite) (blue dot) i et

If staff are uncertain that the product
has been irradiated, they must refer to

the transfusion laboratory for advice. Not irradiated » e
(white dot) T

IRRADIATION INDICATOR
L

entrol det white, net irrodioted X

1. 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.

e 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 10x10°/L.

e Use only one adult dose (one unit) routinely for prophylactic platelet transfusions.
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Consider not giving prophylactic platelet transfusions to well patients with no
evidence of bleeding who have had an autologous stem cell transplant.

Consider increasing the threshold for prophylactic platelet transfusion to between 10
and 20 x10%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

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

e Give prophylactic platelet transfusions to patients with chronic bone marrow failure
receiving intensive treatment.

e Manage patients with chronic bleeding of WHO grade 2 or above 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

e 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

e 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.

e Consider performing the following procedures above the platelet count threshold
indicated:

Platelet
Procedure count
above
Venous central lines (both tunnelled and un-tunnelled), inserted by
; . ; : >20x10%/L
experienced staff using ultrasound guidance techniques
Lumbar puncture /Spinal anaesthesia 240x10°/L
Insertion/removal of epidural catheter 280x10°/L
Major surgery >50x109/L
Neurosurgery or ophthalmic surgery involving the posterior segment of the eye >100x10°9/L
P(_ercutaneous liver biopsy. Consider trans-jugular biopsy if the platelet count is below S50X109/L
this level.

e 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) pre procedure or oestrogen if time allows. 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.
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e Do not give platelet transfusions routinely prior to:
o Bone marrow aspirate or trephine biopsy.
o Peripherally inserted central catheters (PICCs) if platelets >20 x 10%/L.
o Traction removal of tunnelled CVCs.
o Cataract surgery

8. RECOMMENDATIONS FOR THERAPEUTIC PLATELET

TRANSFUSIONS IN ADULTS

8.1 In severe bleeding, maintain the platelet count above 50x10°%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 100x109/L.

8.3 In patients with bleeding that is not considered severe or life threatening, consider
platelet transfusion if the platelet count is below 30x10°/L

9. RECOMMENDATIONS FOR PLATELET FUNCTION DISORDERS

9.1 Congenital platelet function disorders

e For first line treatment or prevention of bleeding, consider recombinant factor Vlla
(rFVIla) in Glanzmann thrombasthenia, and Tranexamic Acid plus desmopressin in
other congenital platelet function disorders.

e 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

e Do not use platelet transfusion pre-procedure when antiplatelet agents have not been
discontinued.

e Use general haemostatic measures to treat bleeding in patients during treatment with
aspirin, P2Y12 antagonists or GPlla/lllb inhibitors (e.g. clopidogrel or dipyridamole). If
necessary, consider drug cessation and reversal of the effect of co-prescribed
anticoagulants.

e Use Tranexamic Acid to counteract the effect of antiplatelet agents when a
risk/benefit assessment would support this.

e Consider the use of platelet transfusion as an additional measure to those suggested
above for critical bleeding.

e Consider platelet transfusion to prevent bleeding in severe thrombocytopenia (platelet
count <10x10%L) caused by abciximab.
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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.

10.3  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

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

12. RISKS FROM PLATELET TRANSFUSIONS

12.1  Transfusion reaction

¢ 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. The risk of a moderate/severe
febrile non-haemolytic or allergic reaction is approximately 1 in 6,000 (BSH 2016).

e |n patients with a history of allergic transfusion reactions (apart from mild reactions)
platelets suspended in Platelet Additive Solution (PAS) should be used. If reactions
continue or are severe, washed platelets (re suspended in 100% PAS) may be
required.

12.2  Transfusion Related Acute Lung Injury (TRALI)

e This is defined as acute dyspnoea with hypoxia and bilateral pulmonary infiltrates
during or within 6 hours of transfusion, in the absence of circulatory overload or other
likely causes, or in the presence of Human Leucocyte Antigen (HLA) or Human
Neutrophil Antigen (HNA) antibodies cognate with the recipient.

e 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 in 2003, few cases have been confirmed in recent years. The risk
of TRALI is approximately less than 1in 1,000,000 (BSH 2016)
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12.3

12.4

12.5

Bacterial contamination of platelets and Transfusion Transmitted Infection

Bacterial contamination is rare since the introduction of bacterial screening in 2010
However, as bacterial contamination of platelets is known to occur despite negative
screening results, and Transfusion Transmitted Infection carries a high mortality rate,
investigation and recall of associated components should be considered for all
moderate or severe febrile reactions.
Due to donor screening and testing, the risk of transmission of viral infections is very
low:

o Hepatitis B 1 in 1,000,000

o Hepatitis C 1 in 30,000,000

o HIV 1in 7,000,000

(BSH 2016)

Haemolysis

The risk of haemolysis is approximately 1 in 600,000 (BSH 2016)

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.

D Alloimmunisation

e Although there is little risk of an acute reaction following transfusion of D positive

platelets to a D negative recipient, alloimmunisation can occur from red cell
contamination.

BSH guidelines state that D negative girls or women of childbearing potential should
receive D negative platelets. If unavailable, D positive platelets can be given with
anti-D prophylaxis. For D negative boys under 18 years of age, those who already
have anti-D antibodies and transfusion-dependant adults, the platelets of choice are
D negative. D positive platelets should be given if D negative platelets are
unavailable or to prevent wastage of D 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.

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.
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13.3  Patients with hypoproliferative thrombocytopenia who are refractory to platelet
transfusions and have class | HLA antibodies should receive class | 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  Apply surface pressure after superficial procedures and correct surgical causes for
bleeding.

14.2  Surgical patients expected to have at least a 500 ml blood loss, use tranexamic acid
(TXA) unless contraindicated.

14.3  Trauma patients who are bleeding/ at risk of bleeding, early use of TXA.

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 (<2g/L in
obstetric haemorrhage).

145 Anti-platelet agents - discontinue or if urgent procedure/bleeding use TXA if risk/benefit
would support this.

14.6 Inherited platelet function disorders - specialist haematology advice required.

14.7 Consider Tranexamic Acid as an alternative or in addition to therapeutic platelet
transfusion, in patients with chronic thrombocytopenia caused by bone marrow failure.

14.8  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 170-200um 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.
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15.2

15.3

154

15.5

15.6

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.

All patients receiving a platelet transfusion must wear a trust ID band. The patient’s
identity must be checked by 2 members of staff, who hold professional registration and
who have a valid competency in caring for a patient having a transfusion, prior to
commencement of the transfusion.

Check the details on the tag attached to the platelets against the blood prescription
form.

The details on the tag attached to the platelets must then 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.

Platelets are stored in the agitator rack in the platelet incubator, at 22° C and must never
be put into a refrigerator.

Start the transfusion as soon as the unit is collected from the platelet agitator. Return the
unit to the transfusion laboratory for safe storage if transfusion is not started within 30
minutes.

In adults, it is recommended that one unit of platelets is administered over 30 minutes.

In paediatrics, the recommended rate of administration is 10—20 mL/kg/h

Inform the patient of possible complications of transfusion, and the importance of
reporting immediately any concerns or 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.

A sample to determine the platelet increment can be obtained 10 minutes after
completion of the transfusion.

16. NEONATAL PLATELET TRANSFUSION

16.1 e Itis recommended that recipients under 1 year of age be transfused with
components with neonatal/infant specification. Neonatal platelet units are obtained
by apheresis from a single donor, split into four smaller units.

e Neonates who have undergone intra-uterine red cell or platelet transfusion should
continue to receive irradiated blood products.

e All platelets for neonatal transfusion are CMV (cytomegalovirus) negative

¢ Neonates born with evidence of haemorrhage and thrombocytopenia may be
suffering from neonatal alloimmune thrombocytopenia (NAIT). When NAIT is
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suspected and results of diagnostic tests are not available, order platelets negative
for HPA-1a/5b antigens from the Blood Services until the tests either confirm or
exclude the presence of NAIT

16.2  Afilter is required for the giving of platelets via a syringe for neonatal transfusion.

Typical transfusion volume: 10-20 mL/kg.

Typical administration rate: 10-20 mL/kg/h.

16.3  The British Society for Haematology suggest the following thresholds for neonatal

transfusion:

Platelet count Indication for platelet transfusion
(x10°%L)

Neonates with no bleeding (including neonates with NAIT if no
<25

bleeding and no family history of ICH).

Neonates with bleeding, current coagulopathy, before surgery,
<50

or infants with NAIT if previously affected sibling with ICH

Neonates with major bleeding or requiring major surgery (e.g.
<100

neurosurgery)

NAIT- neonatal alloimmune thrombocytopenia

ICH - intracranial haemorrhage
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17. SUGGESTED THRESHOLDS OF PLATELET COUNTS FOR PLATELET
TRANSFUSION IN CHILDREN

17.1  The British Society for Haematology suggest the following thresholds for paediatric
transfusion

Platelet count | Clinical situation to trigger platelet transfusion
(x10°%L)

Irrespective of signs of haemorrhage excluding

Immune Thrombocytopaenia (ITP),

Thrombotic Thrombocytopaenic Pupura (TTP) / Haemolytic Uraemic Syndrome
(HUS)

Heparin-Induced Thrombocytopenia (HIT)

<10

Severe mucositis

Sepsis

Laboratory evidence of Disseminated Intravascular Coagulation (DIC) in the
absence of bleeding

Anticoagulant therapy

Risk of bleeding due to a local tumour infiltration

Insertion of a non-tunnelled central venous line

<20

<40 Prior to lumbar puncture (see note below *)

<50 Moderate haemorrhage (e.g. gastrointestinal bleeding) including bleeding in
association with DIC

Surgery, unless minor (except at critical sites)- including tunnelled central

venous line insertion

<75-100 Major haemorrhage or significant post-operative bleeding (e.g. post cardiac
surgery)

Surgery at critical sites: central nervous system including eyes

*It is accepted that prior to lumbar puncture some clinicians will transfuse platelets at higher counts (e.g.
50 x 109/) in clinically unstable children, non Acute Lymphoblastic Leukaemia (ALL) patients, or for the
first LP in newly-diagnosed ALL patients to avoid haemorrhage and cerebrospinal fluid contamination with
blasts, or at lower counts (< 20 x 10°%/) in stable patients with ALL, depending on the clinical situation.
These practices emphasise the importance of considering the clinical setting and patient factors
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18. REDUCED DOSE APHERESIS PLATELETS

18.1

18.2

18.3

18.4

18.5

18.6

Reduced-dose apheresis platelets are a new component. They contain 2/3 of the dose
of standard apheresis platelets, with a platelet count specification of = 150x10° /unit,
instead of 2 240x10° /unit (the specification for a standard apheresis platelet unit).

Reduced-dose apheresis platelets will only be used when there is a significant platelet

shortage that is affecting patient care. The introduction of reduced-dose apheresis

platelet components will increase the platelet supply available. It will be implemented

when either

e ared alert for platelets has been called

e without this measure being implemented a red alert level for platelet shortage would
be called within 7 days.

Reduced dose platelets are only produced from apheresis collections. Therefore, pooled
platelets will always be standard-dose components.

Reduced-dose apheresis platelets will be identifiable as this will be stated on the
component label (below)

PLATELETS, APHERESIS, LD, PK 1 PLATELETS, APHERESIS, LD

REDUCED DOSE, IRRADIATED REDUCED
STORE AT 22°C + 2°C EXTENDED LIFE STORE AT 23%35 'r'::Ag#s’nnm LIFE

AGITATE GENTLY THROUGHOUT STORAGE AGITATE GENTLY THROUGHOUT STORAGE

MELLD

Alw 3ys check J RV TOMporen! COMpRDiity’ dentey Always chack patienticsmpeasnt compasallisy
ln:lﬂ $ack far siges of ceterioraton o famage ;"“" pack far siges m_:mnnrMnnpm :m.w"
Risk of atvarss reactionmiection. lnclusing vCJD ‘st of adverse reactian/intection, including vC

T L T

H]

ALY UNIT

In time of platelet shortage, use reduced dose-apheresis platelets preferentially for
patients who are not bleeding and are given platelets as prophylaxis.

Compatible standard-dose platelets are still required:

e For major haemorrhage/ patients with bleeding due to low platelets (either pooled or
standard apheresis platelets). If standard dose platelets are not available, where
indicated, 3 units of reduced- dose apheresis platelets are comparable to 2 units of
standard dose platelets. Use the minimum number of platelet units to reach the
required increment

e Prior to an urgent, emergency, or major procedure with a moderate or high risk of
bleeding If an urgent or emergency procedure cannot be delayed, and no alternatives
to platelet transfusion are available then use the platelet count thresholds as per trust
policy C0186- Emergency Blood Stock Management- available on the intranet.

Do not use reduced dose platelets if it is a procedure with a low risk of bleeding —
proceed without any platelet support and give platelets if bleeding occurs

Special requirements & platelets for neonates

¢ Irradiated reduced-dose apheresis platelets will be available for patients who have
this requirement
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e Neonatal platelets will not be affected by this change.

e HLA / HPA selected platelets: There will be very limited access to these components
during a severe shortage. All requests must be approved by a consultant
haematologist. If HLA or HPA selected components are not available despite an
appropriate request, ABO matched random-donor platelet components may be used
instead. If HLA or HPA selected platelet components are available, they may be
either a standard or a reduced-dose apheresis component, depending on availability.

e Washed platelets: Where stock allows, requests for washed platelets will be fulfilled
with a standard dose component
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APPENDIX A: BRITISH SOCIETY FOR HAEMATOLOGY. SUMMARY OF

GUIDELINES FOR THE USE OF PLATELET TRANSFUSION

Summary of Guidelines for the Use of Platelet Transfusions
A British Society for Haematology Guideline (2016) -Appendix 1
To read the full guideline please go to httpsib-s-b.org.uk/guidelinesguidelines/use-of-platelet-transfusions/

Platelet transfusion: principles, risks, alternatives and best practice

Platelet transfusions are an essential component in the management of selected patients with thrombocytopenia.
However they need to be used judiciously as they are a limited resource and are not risk free.

Classification of conditions which Platelet transfusion: Indication categories

may require platelet transfusion and contraindications

Peripheral platelet consumption/destruction e.g. Pre-procedure to prevent bleeding expected to occur
disseminated intravascular coagulation and immune during surgeryfinvasive procedure

thrombocytopenia

Abnormal platelet function. Inherited or acquired Contraindications to platelet transfusion unless
disorders e.g. anti-platelet agents, uraemia life-threatening haemorrhage

Thrombatic Thrombocytopenic Purpura (TTF)

Risks associated with platelet transfusion

Reduced effectiveness of future platelet transfusion

Alloimmunisation

Adverse effects

Febrile non-haemolytic transfusion reactions (FNHTR) and allergic reactions (including mild), reported incidence up
to 3%. May require investigation to exclude other causes and prolong hospital stay.

Estimated risk of moderate/severe reactions Prior to prescribing a platelet
and infection transmission: transfusion consider:

= 1in 6,000

16,000

| Haemolysis  ERELL0 What are the
5 i

ETai T » Rare since bacterial screening 2010

Transfusion Related ,
Acute Lung Injury g2 Less than 1 in 1,000,000

1in1,000,000
» 1in 30,000,000
HIV infection = 1in 7,000,000 n the patients’ .55--.te|d t-:l-
Co n m atelet
transfusion?

request form?

Possible alternatives to platelet transfusion:

* Apply surface pressure after superficial procedures and correct surgical causes for bleeding

Surgical patients expected to have at least a 500 ml blood loss, use tranexamic acid (TXA) unless contraindicated
Trauma patients who are bleeding/ at risk of bleeding, early use of TXA

Severe bleeding replace fibrnogen if plasma concentration less than 1.5 g/L

Anti-platelet agents - discontinue or if urgent procedure/bleeding use TXA if risk/enefit would support Uraemia
with bleeding or preprocedure - dialyse, correct anaemia, consider desmopressin

Inherited platelet function disorders — specialist haematology advice required. Consider desmopressin
Chronic BMF with bleeding — consider TXA

Reviewed December 2021 Page 1 of 2 B5H Platelet Guideline 2016
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Indications for use of platelet transfusions in adults

Transfusion indicated
{threshold)/not indicated

Prophylactic use (Mo bleeding or WHO grade 1)

One adult dose required

- Reversible bone marrow failure (BMF) including allogeneic stem cell transplant 10 x 10801

- Reversible BMF with autologous stem cell transplant (consider no prophylaxis) 10 x 10%L

- Critical illness 10 x 1031

= Chronic BMF receiving intensive therapy 10 x 1081

- Chronic BMF to prevent persistent bleeding of grade > 2 Count variable
- Chronic stable BMF, abnormal platelet function, platelet consumption/ destruction Mot indicated

(e.qg. DIC, TTR) or immune thrombocytopenia (ITE, HIT, PTE)
Prophylactic use in the presence of risk facters for bleeding (e.qg. sepsis, antibiotic
treatment, abnormalities of haemostasis)

= Reversible/chronic bone marrow failure or critical care 10 to 20 x 10%L
- Abnormal platelet function, platelet consumption/destruction, immune thrombocytopenia Mot indicated
Platelet transfusion preprocedure

- Central venous catheter (CVC) excluding PICC line 20 % 10%L

- Lumbar puncture A0 % 10%L

- Percutaneous liver biopsy 50 % 10%L

- Major surgery 50 x 10°%L

- Epidural anaesthesia, insertion & remowval B0 x 10%L

- Meurosurgery or ophthalmic surgery involving the posterior segment of the eye 100 x 1091

Bone marrow aspirate or trephine biopsies, PICC line insertion, traction removal of central Mot indicated
venous catheters (CWCs), cataract surgery

Specific clinical conditions preprocedure—see below for indications
Therapeutic use (Bleeding WHO grade 2 or above)

-Severe bleeding 50 x 10°%L
=hultiple trauma, brain or eye injury, spontaneous intracerebral haemormrhage 100 x 10%L
-Bleeding (WHO grade =2) but not severe 30x 107

-Bleeding in specific clinical conditions — see the next table for indications

Specific clinical conditions
Platelet function defect

- Congenital = Preprocedure or therapeutic use. When alternative therapy Count Variable
contraindicated or ineffective. Directed by spedalist in haemostasis.

- Acquired {anti-platelet agents, uraemia)- only indicated for severe bleeding
Disseminated intravascular bleeding

Preprocedure or therapeutic use. Consider threshold counts abowve but may not be Use preprocedure or
achievable and individual case review reguired therapeutic threshald
as guide

Thrombaotic thrombocytopenic purpura

Platelet transfusion contraindicated unless life-threatening bleeding Count Variable
Immune thrombocytopenia

(ITE. HIT, PTF). Preprocedure when other therapy ineffective/procedure urgent or to treat Use preprocedure or
severe bleeding. Consider threshold counts above but may be unachievable or unnecessary  therapeutic threshold
and individual case review required as guide

Abbreviations

Disseminated intravascular coagulation (DIC), peripherally inserted central catheter (PICC),
thrombotic thrombocytopenic purpura (TTF), primary immune thrombocytopenia (ITF),
heparin-induced thrombocytopenia (HIT), post-transfusion purpura (PTP)

20210579 page 2 of 2 B5H Platelet Guideline 2016
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APPENDIX B: THE MODIFIED WORLD HEALTH ORGANIZATION (WHO)
BLEEDING SCALE

Grade 1
 Mild/moderate petechiae, purpura.
+ Mild/moderate oropharyngeal bleeding, epistaxis <30 minutes in duration

Grade 2

+ Melaena, haematemesis, haemoptysis, fresh blood in stool, musculoskeletal
bleeding or soft tissue bleeding not requiring red cell transfusion within 24
hours of onset and without haemodynamic instability

Profuse epistaxis or oropharyngeal bleeding i.e.> 30 minutes in continuous duration

Symptomatic oral blood blisters i.e. bleeding or causing discomfort

Extensive petechiae, purpura i.e. numerous in number and/or positioned on either
face or abdomen and/or spreading by comparison to previous assessment

Visible blood in urine

Bleeding from invasive sites requiring 2 = changes of dressings in a 24 hr period

Unexpected vaginal bleeding saturating 2 = pads with blood in a 24hr period

Red cells in body cavity fluids obvious macroscopically

Retinal haemorrhaae with/without visual impairment

(Grade 3

+ Melaena, haematemesis, haemoptysis, haematuria -including intermittent gross
bleeding without clots, abnormal vaginal bleeding, fresh blood in stool, epistaxis,
and oropharyngeal bleeding, bleeding from invasive sites, musculoskeletal
bleeding, or soft tissue bleeding requiring red cell transfusion specifically for
support of bleeding within 24 hours of onset and without haemodynamic
instability

o Body cavity fluids reported as grossly bloody in laboratory, nursing, or medical
notes

¢ CNS bleeding noted on CT (computerized tomography) without clinical
consequences

Grade 4

« Debilitating bleeding including retinal bleeding with visual impairment=

+ Non-fatal CNS bleeding with neurological signs and symptoms

o Bleeding associated with haemodynamic instability (hypotension, >30 mm Hg

change in systolic or diastolic HP)
o Fatal bleeding from any source
=visual impairment is defined as a field deficit, and patients with suspected visual
impairment require an opthalmologic consultation
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APPENDIX C: NOTIFICATION OF INDICATION FOR IRRADIATED BLOOD COMPONENTS ‘

Notification of indication for irradiated blood Components

Please complete all appropriate sections of this form for each patient with special requirements and send to the Transfusion laboratory immediately.

Patient Details

Surname

First Name

Date of Birth

Hospital Number

Diagnosis/Other relevant clinical information

Please provide name of referring hospital if this is a shared care patient:

Please tick the reason irradiated components are required

Please note: this is not an extensive list, reference must be made to the indications for irradiated components policy.

Indication

Duration of requirement

Tick

Patients receiving transfusions from a first- or second-degree relative

For each transfusion episode

For intrauterine transfusions (IUT) and neonatal exchange blood
transfusions (EBT)
For neonatal top-up transfusions of red cells and platelets following IUT

Until 6 months post expected delivery date (40 weeks gestation)

Patients with known or suspected severe congenital T-lymphocyte
immunodeficiency syndromes, such as DiGeorge or CHARGE syndrome

Once a diagnosis of severe T-lymphocyte immunodeficiency has been
suspected, irradiated components should be given while further
diagnostic tests are undertaken

Recipients of allogeneic haemopoietic stem cell transplantation (HSCT)
If chronic GvHD is present or the patient is taking immunosuppressants

From the start of conditioning therapy until all the following criteria is met:

1. >6 months post-transplant,

2. Lymphocyte count is >1.0x10°L,

3. Patient is free of active chronic GvHD and

4. Patient is off all immunosuppression indefinitely

Platelet Transfusion — Guideline for Practice

V6 — 2024 Page 21 of 26

CAUTION: Refer to the Document Library for the most recent version of this document
Uncontrolled copy when printed




BMT/PBSCT donors (for allogeneic transplantation)

For 7 days prior to and during the harvest

Recipients of autologous stem cell transplantation (ASCT)

For 7 days prior to and during the harvest
From the start of conditioning therapy until 3 months post-transplant (6
months if total body irradiation was used in conditioning)

Patients with Hodgkins lymphoma, at any stage of the disease Indefinitely
Patients receiving, or who have previously received, purine analogues Indefinitel
(e.g. fludarabine, cladrabine, bendamustine and pentostatin) y
Patients with a haematological diagnosis receiving alemtuzumab

Patients with aplastic anaemia receiving ATG or alemtuzumab Indefinitely

Patients with rare types of immune dysfunction conditions receiving ATG

CAR-T cell treatment including peripheral blood lymphocyte collection
and infusion

For 7 days prior to and during the harvest and until 3 months post-
infusion

Other reason (please give details

COMPLETING CLINICIAN

LAB USE ONLY: Received in laboratory and updated on Laboratory LIMS by:

NaM: .. Signature: ............cocvvvvneeenenn.. Date/Time: o

Checked by: Name ........ccccoiiiiiiiiirc e Signature: ................ccceeeeeeee. Date/Time:.......e
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APPENDIX D: EAST OF ENGLAND REGIONAL TRANSFUSION COMMITTEE SHARED CARE FORM

East of England Regional Transfusion Committee
BLOOD TRANSFUSION SHARED CARE FORM: IRRADIATED / SPECIALIST BLOOD COMPOMENTS & SPECIALIST TREATMENT COMMUNICATIONS DOCUMENT

Section A: To be completed by a Senior member of the Clinical Team and then sent to the Transfusion Laboratory for completion of the form.
Affix addressograph here or complete the Referring hospital: Transplant details: Specialist requirements:
following details: Specialist treatment hospital:
Patient First and Family Mame: Other hospitals involved in patients care: Donor Group: i
Irradiated: Yes / No
Date of Birth: Diagnosis: Patient Group: CMV Neg: Yes / No
MNHS /f Hospital Mumber: Specialist Treatment required or received (see overleaf*): Date of transplant: Alert added to electronic
patient record Yes / No
Address Phenotype determined prior to treatment?* Allogeneic transplant O Patient Informed of Specialist
Yes/No Autologous transplant . O Requirements? Yes / No
SiENEd . e Lo L O o Ly T S
Date / / Contact NUMBEr / Blee P it it ace e s e emies s anais

Sections B & C are ONLY to be completed by the Transfusion Laboratories

Section B: Please document below the ABO and D (where applicable) group of the blood components that the patient currently re quires

Red cells: | Platelets: Plasma products:
Special requirements
Historical antibodies: RBC phenotype: HLA / HPA platelets required: Yes / No
Current antibodies: Washed RBCs required: Yes / No
DAT: Other: Washed platelets required: Yes / No
MO ettt e e L2 A T T =S Date: ! /
Section C: Please document below the audit trail for receipt & transfer of data
I confirm all special requirements requested in section A Copy of completed form to be sent by secure fax or Confirmation of receipt by shared care hospital laboratory.
have been entered on the LIMS as requested scanned copy emailed by laboratory of identifying hospital | To confirm receipt & action of this form please sign, print
to shared care hospital laboratory name, and date below and fax/email back after entering
information on shared care hospital LIMS
Date entered on LIMS: ! / Date Fax / email sent: / / Date entered on LIMS: ! /
Signed: Signed: Signed: e
Print name: Print name: ........ PPN MAMIET oottt en e e
Lab emaili . i s
V7.1 ratified by the East of England RTC 17/06/2021
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East of England Regional Transfusion Committee
BLOOD TRANSFUSION SHARED CARE FORM: IRRADIATED / SPECIALIST BLOOD COMPONENTS & SPECIALIST TREATMENT COMMUNICATIONS DOCUMENT
Irradiated blood components

Indication Duration of requirement

Patients receiving transfusions from a first- or second-degree relative For each transfusion episode

For intrauterine transfusions (IUT) and neonatal exchange blood transfusions (EBT) Until 6 months post expected delivery date (40 weeks gestation)

For neonatal top-up transfusions of red cells and platelets following IUT

Patients with known or suspected severe congenital T-lymphocyte immunodeficiency Once a diagnosis of severe T-lymphocyte immunodeficiency has been suspected, irradiated
syndromes, such as DiGeorge or CHARGE syndrome components should be given while further diagnostic tests are undertaken

Recipients of allogeneic haemopoietic stem cell transplantation (H5CT) From the start of conditioning therapy until all the following criteria is met:

1. >6 months post-transplant,
2. Lymphocyte count is >1.0 x 10°/l,

If chronic GvHD is present or the patient is taking immunosuppressants 3. Patient is free of active chronic GvHD and

4. Patient is off all immunosuppression Indefinitely
BMT/PBSCT donors (for allogeneic transplantation) For 7 days prior to and during the harvest
Recipients of autologous stem cell transplantation (ASCT) For 7 days prior to and during the harvest

From the start of conditioning therapy until 3 months post-transplant (6 months if total body
irradiation was used in conditioning)

Patients with Hodgkin lymphoma, at any stage of the disease Indefinitely
Patients receiving, or who have previously received, purine analogues (e.g. fludarabine, Indefinitely
cladrabine, bendamustine and pentostatin)

Patients with a haematological diagnosis receiving alemtuzumab Indefinitely

Patients with aplastic anaemia receiving ATG or alemtuzumab
Patients with rare types of immune dysfunction conditions receiving ATG
CAR-T cell treatment including peripheral blood lymphocyte collection and infusion For 7 days prior to and during the harvest and until 3 months post-infusion

Cytomegalovirus (CMV) negative blood components

Indication Duration of requirement
IUT and neonates Up to 28 days post expected delivery date
Elective transfusions during pregnancy Where possible for duration of pregnancy (not during labour or delivery)

Notes on completion of form overleaf:
* Under ‘Specialist treatment required or received’ please give details of treatment resulting in need for special requirements
e Under ‘Specialist requirements’ please circle yes or no
* If a patient’s requirements change, please complete another form
Information on irradiated products derived from BSH Guidelines on the use of irradiated blood components, 2020 . Information on CMV negative components from SaBTO.

*Monoclonal antibody therapy:

Patients with relapsed or refractory multiple myeloma (MM), relapsed or refractory acute myloid leukaemia (AML) or myelodysplastic syndrome MDS) may be treated with
monoclonal antibody therapies, currently Daratumumab (Darzalex), Isatuximab (both anti-CD38) and CAMELLIA (anti-CD47). However, these therapies have the potential to
interfere with serological investigations and compatability testing in blood banks. Where possible, the patient’s extended phenotype should be tested prior to the
commencement of therapy and transfusion laboratories must be notified of patients receiving these treatments, including finish dates, as interference can last forup to 6
months after the last infusion.

V7.1 ratified by the East of England RTC 17/06/2021
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APPENDIX E: QUALITY ASSURANCE CHECKLIST

CORPORATE GOVERNANCE COMPLIANCE OFFICER’S USE ONLY

YIN/ COMMENTS
n/a (to author for amendments)

1 | Title of document

Is the title clear and unambiguous | Y |

2 | Type of document (e.g. procedure, guidance)

Is it clear whether the document is a procedure, guideline, SOP? | Y |

3 | Introduction

<

Are reasons for the development of the document clearly stated?
4 | Content
Are all sections of the front cover completed correctly?

Is the document in the correct Trust approved format?

e Paragraphs numbered consecutively

e Headers: only on front page to contain logo

e Footers: on every page except front page
Has the Author’s Checklist been fully updated?
Are the Version numbers correct in the title, summary and the footers?

Has the Version Control Summary been fully updated with changes?

Has the Document Contributors section been completed?

<|=<|=<|=<|<|<|=<|<|<|=

Are the objectives/aims clearly stated?

Does this document concern the handling, moving or storage of personal
identifiable or commercially sensitive information? If yes, has a Summary
Privacy Impact Assessment been completed?

>
=
QD

5 | Evidence Base

Is the type of evidence to support the document explicitly identified? Y

Are associated documents referenced? Y

6 | Approval Route

Has email approval been received for change of review date only? n/a

Does the document identify which committee/group will approve it? Y

Does the document meet the criteria for Second Level approval or

Information Only? Y Approval

If answers to any of the above questions is ‘no’, then this document is not ready for
approval, it needs further review.

It is vitally important that documents are forwarded to the Corporate
Governance Team after every amendment and approval meeting to ensure
the most up-to-date version is held by the team at all times.

COMPLIANCE TEAM:

1. | Date Comments returned to author by Compliance Lead

2. | Date of Compliance Team approval 21 May 2024
3. | Name of Compliance Lead Carly Goddard Vo gaiiizion
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Please do not delete any of the below approval sections.
If certain sections are not applicable to the document’s journey please enter ‘N/A’

SPECIALTY APPROVAL MEETING: Pathology MGC

On approval, Chair to sign below and send the document and the minutes from the approval committee to the Corporate
Governance Team. To aid distribution all documentation should use electronic signatures and be sent electronically
wherever possible.

Chair’s Name | Dr Ashraf Ibrahim

| Date | 22/05/2024

Signhature

CBU APPROVAL MEETING: Enter name of CBU meeting

On approval, Chair to sign below and send the document and the minutes from the approval committee to the Corporate
Governance Team. To aid distribution all documentation should use electronic signatures and be sent electronically
wherever possible.

Not Applicable

| ﬁ-

Chair’s Name ‘ Date ‘ Enter date

Signature

ADDITIONAL APPROVAL MEETINGS: Complete all that apply

On approval, Chair to sign below and send the document and the minutes from the approval committee to the Corporate
Governance Team. To aid distribution all documentation should use electronic signatures and be sent electronically
wherever possible.

Hospital Transfusion Committee Select Meeting.

Chair’'s Name | Dr Mynda Menadue Chair’'s Name | Not Applicable
Date 19/03/2024 Date Enter date
Signature ‘L}W Sighature

Select Meeting. Select Meeting.

Chair’'s Name | Not Applicable Chair's Name | Not Applicable
Date Enter date Date Enter date
Signature Signature

FIRST-LEVEL APPROVAL: FISS Divisional Leadership Board

On approval, Chair to sign below and send the document and the minutes from the approval committee to the Corporate
Governance Team. To aid distribution all documentation should use electronic signatures and be sent electronically
wherever possible.

James Hender

Chair's Name | Date | 22/05/2024

Signature

Please confirm if document requires Second-Level approval or it is to be submitted for v APPROVAL
information only.

Please see section 6.4 of the Trust’s Document Control Policy.

[J INFORMATION ONLY

SECOND-LEVEL APPROVAL: Quality Governance Oversight Committee

On approval, Chair to sign below and send the document and the minutes from the approval committee to the Corporate
Governance Team. To aid distribution all documentation should use electronic signatures and be sent electronically
wherever possible.

Dr Callum Gardner

Chair's Name | Date | 13/06/2024

Signature S s b
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