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1.0 PRINCIPLE:

1.1 Platelets – Pooled Platelets LR CPD:
A preparation of platelets produced from CPD (citrate, phosphate, dextrose) anticoagulant Whole Blood collections, from which the buffy coat layer is separated.  The buffy coat components are sorted into ABO matched groups of four, and then pooled together in residual plasma, originating from one of the four whole blood units. The pooled platelet concentrate is then filtered to reduce the number of leukocytes (LR Leukoreduced). 

The average platelet count of Pooled Platelets LR CPD is 313 ± 109 x109 suspended in approximately 300 ml of plasma (actual volume noted on product label). Trace amounts of red blood cells are also present in some units; these will appear pink to salmon coloured. After filtration, Pooled Platelets LR CPD contains less than 5x106 leukocytes per unit.

1.2       Platelets – Apheresis Leukoreduced: 

A preparation of platelets obtained from a single donor using automated cell separation equipment. Apheresis is an effective way to harvest a therapeutic adult dose of platelets from one individual donor who can be HLA-matched with the patient. Each unit of Apheresis platelets, collected in approximately 50 mL of ACD-A (adenine, citrate dextrose – formula A) anticoagulant, has a platelet count of 351 ± 88 x109, suspended in approximately 245 mL of plasma, (actual volume is noted on the product label). After filtration, Apheresis Platelets contain less than 5x106 leukocytes per unit.
Apheresis platelets are supplied in one apheresis pack or in two connected packs. Instructions for pooling are attached to the secondary container.

2.0
STORAGE AND HANDLING:
2.1 Pooled Platelets LR CPD and Apheresis Platelets shelf life is 5 days. Collection date and expiry date are indicated on the label of each pack.
2.2 Visual inspection must be performed; refer to the Visual Assessment Guide for further information.
2.3 Pooled Platelets LR CPD and Apheresis Platelets must be stored at 20 - 24°C with continuous gentle agitation. During transport cessation of agitation for 24 hours is acceptable. The shelf life is 5 days.
2.4 A platelet unit should be mixed thoroughly prior to transfusion.

3.0
ACTIONS:
3.1 Primary role of platelets is to prevent bleeding in injured blood vessel walls by forming an aggregate at the site of injury.

3.2 Platelets also participate in reactions of blood coagulation, inflammation and wound healing.

3.3 Transfusion of platelets to a bleeding thrombocytopenic patient may be associated with the cessation of bleeding, the correction of a prolonged bleeding time and a rise in platelet count.

4.0
INDICATIONS:
4.1 Treatment of patients with thrombocytopenic bleeding due to severely decreased platelet production or patients bleeding due to functionally abnormal platelets.

4.2 Platelet transfusions are not usually effective or indicated in patients with rapid platelet destruction associated with Idiopathic Thrombocytopenic Purpura (ITP). May be useful in treating some bleeding patients with platelet consumption or dilutional thrombocytopenia. 

4.3
Platelet transfusions may be useful if given prophylactically to patients with rapidly falling or low platelet counts (usually ≤10x109/L) secondary to decreased production, cancer or chemotherapy. Prophylactic Platelet transfusions at higher platelet count thresholds may be indicated for invasive procedures and/or in the presence of additional risk factors for bleeding is useful in treating some bleeding patients with platelet consumption or dilutional thrombocytopenia. 

4.4 Hematologic consultation is recommended when platelet transfusion is considered.

4.5 HLA and/or HPA matched Apheresis platelets are primarily indicated for patients with alloimmune refractoriness.

4.6 HLA and/or HPA matched Apheresis platelets are no more effective than Pooled Platelets LR CPD and Apheresis Platelets for other causes of refractoriness including DIC, ITP, hypersplenism, certain drugs, fever and sepsis.

5.0
CONTRADICTIONS:
5.1 Platelets are not to be used if bleeding is unrelated to decreased numbers of or abnormally functioning, platelets.

5.2 Do not use in patients with destruction of endogenous and exogenous platelets, such as Thrombotic Thrombocytopenic Purpura (TTP) or Idiopathic Thrombocytopenic Purpura (ITP), or Heparin Induced Thrombocytopenia (HIT) unless the patient has a life-threatening hemorrhage.

5.3 Recipients with known anti-IgA should receive IgA deficient platelets. Patients with known anaphylaxis to plasma should only receive platelet components under appropriate medical supervision. 

6.0
SIDE EFFECTS AND HAZARDS:
6.1. Potential adverse events related to a blood transfusion range in severity from minor with no consequence, to life-threatening. Follow hospital policy and procedures for adverse events. 

6.2. Careful donor selection and available laboratory tests do not eliminate the hazard of transmitting infectious disease agents for which testing is performed or for pathogens that are either not recognized or for which there is no donor screening test.

6.3. Platelet components are the most likely to be contaminated with bacteria - when a blood recipient experiences chills, high fever or hypertension during or immediately after transfusion, the possibility that the transfused component may have been bacterially contaminated should be considered.

6.4. Platelets bear a variety of antigens, including HLA. When transfused to a patient with an antibody specific for an expressed antigen, the survival time of the transfused platelets may be markedly shortened. The patient becomes refractory to all but HLA-matched platelets. Other causes of refractoriness to platelets include DIC, ITP, hypersplenism, fever and sepsis.

6.5. Immunization to red blood cell antigens may occur because of trace amounts of red blood cells in platelets. Subsequently the Rh immunization of an Rh negative patient could occur. When platelets from Rh positive donors are transfused to an Rh negative female of child bearing potential, prevention of Rh immunization by the use of Rh Immune Globulin should be considered.

6.6. In some patients, platelets that are ABO-incompatible with the recipient’s red blood cells may cause hemolysis, and a positive DAT may be observed.

6.7. Clinicians may choose to transfuse components from CMV-seronegative donors, in additions to the use of LR components for those patients who are at higher risk for severe CMV disease (e.g. fetus requiring intrauterine transfusion (IUT), or CMV-seronegative recipients of allogenic, hematopoietic stem cell transplants from CMV-seronegative donors.
7.0 DOSAGE AND ADMINISTRATION:
7.1 Compatibility testing is not necessary (i.e. crossmatching) but a pre-transfusion ABO Rh type (this allows an up-to-date serological history to be kept and the antibody screen is required for Rh negative females to determine candidacy for RhIG).
7.2 Once the request has been received for platelets check the file for the patient. If a file card exists, examine the date testing was performed. If an ABO Rh was performed on the patient on current admission, proceed to preparing platelets.
7.3 If a file card does not exist, the patient must first have an ABO Rh done prior to issuing platelet. 
7.3.1 In an emergency situation where there is no time to perform a Type refer to 8.2.3
7.4 The number of doses of Platelets, LR to be administered depends on the clinical situation of each patient. The response to platelet transfusions is best assessed by observing whether bleeding stops and by measuring post transfusion platelet counts. The dose must be specified by the Physician requesting the platelets. Standard doses are:

7.4.1 Adults: one unit of Apheresis Platelets or one dose of Pooled Platelets LR CPD.

7.4.2 Children: 25% of an adult standard dose per 10 kg body weight up to one standard adult dose.

7.4.3 Neonates: 10mL/kg of Platelets.
7.5 Each dose of platelets should increase the patient’s platelet count by at least 15x109/L.

7.6 Transfusion may proceed as fast as tolerated but must be infused within 4 hours from removal of storage.

7.7 If the Apheresis Platelets are supplied in two connected collection bags, it must be pooled into one collection bag prior to transfusion.

7.8 Platelet membranes do not bear the Rho (D) antigen, but all platelet preparations contain a small quantity of red cells.
7.9 For Rh negative patients with detectable anti-D, platelets from Rh negative donors should be used for transfusion, if possible.

7.10 Routine stock is normally "0", "A" and “B”.  "AB" platelets may be available from Canadian Blood Services upon request.

7.11 Pooled Platelets LR CPD and Apheresis Platelets are infused using a standard blood administration set.
7.12 Patients who require long term platelet support should ideally receive ABO type specific platelets.

7.13 A trial of ABO type specific platelets should be given to patients who are refractory prior to screening for HLA antibodies
8.0 PROCEDURE:
When a request for platelets is received in the Transfusion Medicine department, proceed under the appropriate heading below. Also see flow charts following. 
8.1 FOR NEONATES/PEDIATRIC PATIENTS (≤12 YEARS OF AGE):

8.1.1 ABO/Rh type specific platelets must be used when available

8.1.2 ABO plasma compatible platelets are a reasonable substitute when ABO type specific platelets are not available. 
8.1.3 If ABO compatible platelets are not available, see IHL-TMD-V-Aliquoting of Platelets for Neonates/Pediatric and Preparation of Volume Reduced Platelets for the complete procedure regarding Neonates/Pediatric patients receiving ABO incompatible platelets.  
8.1.4 For Rh negative female neonates/pediatric patients, Rh negative platelet components should be used for transfusion. 
NOTE: Rh Immune globulin (RhIG) will be recommended to the attending physician for all Rh negative female neonate and pediatric patients that receive Rh positive platelets and who are not already alloimmunized to Anti D.  Each platelet pool contains up to 0.5 ml of red cells.  Each 300 ug of RhIG covers 30 ml whole blood and lasts approximately 21 days.  If the physician is unsure of the RhIG dosage, the physician should consult with the Hematopathologist on call.
8.1.5 If plasma volume reduced platelets are ordered by a physician, see IHL-TMD-V Aliquoting of Platelets for Neonates/Pediatric and Preparation of Volume Reduced Platelets
Note: Volume reduction of platelets can only be done at WRH- Metropolitan Campus. If it is required at one of the other IHL Hospitals the platelets can be sent from the requesting hospital to the Metropolitan Campus to be volume reduced.
8.2 FOR ADULT PATIENTS (≥13 YEARS OF AGE):
8.2.1 ABO/Rh type specific platelets must be used when available

8.2.2 ABO plasma compatible platelets are a reasonable substitute when ABO type specific platelets are not available

8.2.3 If ABO compatible platelets are not available within an acceptable time frame, and after consultation with the TM Pathologist or Clinician, incompatible platelets may be transfused. (There have been cases of hemolysis following transfusion of ABO incompatible platelets containing high titre isohemagglutinins). 
8.2.3.1 If group O platelets are to be transfused to a non-group O recipient, the ordering physician MUST be informed to enable appropriate monitoring of the patient for signs of hemolysis. If a non-group O patient is to receive group O platelets, inform the TM Clinical Lead or Hematopathologist on call as soon as possible so they may contact the ordering physician. 
8.2.3.2 Plasma from donors of group A and group B generally have lower activities of the corresponding ABO antibodies than plasma from donors of group O; however, plasma from donors of group A and B cannot be regarded as hemolysin free, especially when given in large volumes. If a group A, group B or group AB patient is to receive incompatible platelets (non-group O platelets ie A to B; B to AB etc) – communicate with the Clinician (or designee) that the platelet is ABO incompatible. Inquire if the patient can wait until ABO compatible platelet is available. Document all comments.
8.2.4 For Rh negative females of child-bearing age (<50 years), Rh negative platelet components should be used for transfusion. If Rh positive platelet components are to be used, the nursing unit MUST be notified to inform the ordering physician that an injection of RhIG (300 ug) is recommended (appropriate documentation must be made).

***See IHL-TMD-V Rh Immune Globulin
9.0 PLATELET COMPATIBILITY CHART

	RECIPIENT BLOOD TYPE
	ALTERNATE CHOICE FOR DONOR PLATELETS

	
	1st CHOICE
	2nd CHOICE
	3rd CHOICE
	4th CHOICE

	O
	O
	A
	B
	AB

	A
	A
	AB
	B*
	O*

	B
	B
	AB
	A*
	O*

	AB
	AB
	A*
	B*
	O*


For neonates/pediatrics: * = ABO incompatible 

See IHL-TMD-V Aliquoting of Platelets for Neonates/Pediatric and Preparation of Volume Reduced Platelets
 For adults: 
*= ABO incompatible 
Non Group O patient receiving a Group O platelet OR Non-group O patient receiving an ABO incompatible platelet (A to B; B to AB etc): Communicate with the Clinician (or designee) that the platelet is ABO incompatible. Inquire if the patient can wait until ABO compatible platelet is available. Document all comments.
Note: In any life threatening situation, do not withhold platelets because of incompatibility. Document all communication with the ordering physician/nurse and notify the TM Clinical Lead/Pathologist on call when time permits.
10.0 REFERENCES:

10.1 Circular of Information, Pooled Platelets LR CPD, Apheresis Platelets, Canadian Blood Services (CBS), June 2015
10.2 CSTM Standards for Hospital Transfusion Services – Version 3, February 2011
10.3 Clinical Guide to Transfusion – Canadian Blood Services, March 2013
10.4 Resource Manual for Medical Directors of Transfusion Medicine – Version 1, March 2013
10.5 TM Focus Group 
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Blood Type
	Donor Blood Type

	
	1st CHOICE
	2nd CHOICE
	3rd CHOICE
	4th CHOICE
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	B
	AB
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*= ABO incompatible 

Non-Group O patient receiving a Group O platelet OR Non-group O patient receiving an ABO incompatible platelet (A to B; B to AB etc):

Inform the TM Clinical Lead or Hematopathologist on call as soon as possible so they may contact the ordering physician
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	Recipient

Blood Type
	Donor Blood Type

	
	1st CHOICE
	2nd CHOICE
	3rd CHOICE
	4th CHOICE

	O
	O
	A
	B
	AB

	A
	A
	AB
	B*
	O*

	B
	B
	AB
	A*
	O*

	AB
	AB
	A*
	B*
	O*







** indicates platelets are ABO incompatible – see IHL-TMD-V-Aliquoting of Platelets for Neonates/Pediatric and Preparation of Volume Reduced Platelets
REQUEST RECEIVED FOR PLATELETS – ADULT PATIENT








ABO/Rh type performed this admission?





Are ABO/Rh type specific platelets available?





Perform ABO/Rh type and screen





Issue ABO/Rh type specific platelets





Is the request urgent?





Are ABO/Rh compatible platelets available?





Contact other IHL TM Dept. or CBS to request ABO/Rh type specific platelets





Issue incompatible platelets with the following considerations





Are they available in an acceptable amount of time?





Issue ABO/Rh Compatible


Platelets





Rh Positive platelets transfused to an Rh negative woman of child-bearing age





ABO


Incompatibility 





Issue ABO/Rh type specific platelets once received





Anti-D NOT present





Anti-D present (allo or passive)








RHIG RECOMMENDED


Follow procedure


IHL-TMD-V-Rh Immune Globulin





RHIG NOT REQUIRED





REQUEST RECEIVED FOR PLATELETS – NEONATE/PEDIATRIC PATIENT (≤12 YEARS OLD)








ABO/Rh type performed this admission?





Are ABO/Rh type specific or alternately ABO/Rh compatible platelets available?





Perform ABO/Rh 





Contact another IHL TM Dept. or CBS to request ABO/Rh type specific/compatible platelets (if time permits).


Are they available and in an acceptable amount of time?





Is there an order to volume reduce platelets





Select the most appropriate incompatible platelet as per the compatibility chart below and proceed with processing





Upon arrival proceed with processing





*See IHL-TMD-V-Aliquoting of Platelets for Neonates/Pediatric and Preparation of Volume Reduced Platelets





Issue 


Platelets





Are Rh Positive platelets being transfused to an Rh negative female child?





RHIG RECOMMENDED


Follow procedure


IHL-TMD-V-Rh Immune Globulin








Issue Platelets
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