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Abstract

Background: Platelet transfusions (PTs) currently are the only available treatment to thrombocytopenic neonates
at risk of bleeding. There is much evidence indicates that increasing number of platelet transfusions administered to
thrombocytopenic neonates increasing the mortality rate, but this association is controversial.

Aims: The main aim of this study is to reveal if PTs increase the mortality in Neonatal Intensive Care Unit (NICU).
Secondary outcomes include:

1. To identify most common causes and hemorrhagic manifestations of thrombocytopenic patients who
received platelets.

2. Platelets count and mean platelets volume (MPV) changes after PTs.

Design: Retrospective cohort study.

Setting: NICU at maternity and children hospital.

Materials and Methods: Records review of all thrombocytopenic neonates who received PTs at any time during
NICU stay from January 2006 till December 2014.

Statistical Analysis: Binary logistic regression.

Results: A total of 756 PTs were given to 150 thrombocytopenic patients. PTs didn’t significantly increase the
mortality (OR: 1.067, CI: 0.967-1.178). Giving platelets to thrombocytopenic neonates at risk of bleeding with
necrotizing enterocolitis (NEC) ≥2 significantly decreased the mortality (OR: 0.16 CI: 0.033-0.85). Mechanical
ventilation >2 days because of respiratory failure decreased the mortality (OR: 0.117, CI: 0.02-0.65). The most
common cause of thrombocytopenia that led to PT was proven sepsis. The most common hemorrhagic
manifestation was intraventricular hemorrhage (IVH). The median increment of platelets count after 162 PTs was
46.5. MPV after 126 PTs tended to decrease by a median of 0.74 fL (femtolitre).

Conclusion: Giving PTs to thrombocytopenic neonates at risk of bleeding didn’t increase the mortality. PT may
decrease the mortality in thrombocytopenic neonates at risk of bleeding with NEC ≥ 2.

Keywords: Platelets transfusion; Mortality; NICU;
thrombocytopenia

Introduction
Thrombocytopenia is defined as a platelet count below the fifth

percentile reference range for gestational age and postnatal age [1], it
affects 22–35% of infants admitted to the NICU [2-4]. Causes of
thrombocytopenia can be classified by several different methods
including platelet size (i.e., large, normal, and small), mode of
acquisition (congenital or acquired), early (<72 hours of age) or late
(≥72 hours of age) onset, gestational age, or underlying pathologic
mechanisms. Increased platelet destruction is the most common
mechanism for neonatal thrombocytopenia.

PTs represent the only specific therapy currently available for most
thrombocytopenic neonates, and most of them are given
prophylactically to non-bleeding neonates. Risks of PTs include
transmission of bacterial and nonbacterial infections,
alloimmunization, febrile reactions, hemolytic reactions, allergic
reactions and transfusion-related lung injury.

There is much evidence indicates that increasing number of PTs
administered to thrombocytopenic neonates increasing the mortality
rate. It is unknown if this increasing in mortality rate is due to direct
toxic effect of platelets transfusion, but this association is not
conclusive. The main aim of this study is to reveal if PTs increase the
mortality rate in NICU taking in an account other comorbid factors.
Secondary outcomes included:
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1. To identify most common causes and hemorrhagic
manifestations of thrombocytopenic patients who received PTs.

2. Platelets count and MPV changes after PTs.

Method and Materials
Retrospective cohort records study conducted at a maternity and

children hospital for all thrombocytopenic babies who received PTs in
the NICU from January 2006 till December 2014. Data included:

1. Patients' characteristics: Gestational age (GA), birth weight (BW),
gender, place of delivery, mechanical ventilation because of respiratory
failure more than two days.

2. Causes of thrombocytopenia that led to platelets transfusion:
asphyxia, which is defined as Apgar score less than 5 at 5 minutes,
small for gestational age (SGA), pregnancy induced hypertension
(PIH) , proven sepsis, unproven sepsis (clinical sepsis with negative
blood culture), fungal sepsis, immune causes, genetic causes, NEC ≥2,
DIC, and unknown causes.

3. Clinical manifestations of thrombocytopenia included:
Cutaneous bleeding, defined as bruising or petechial or oozing from
previous venipuncture sites, gastrointestinal bleeding, defined as gross
blood per rectum (not Guaiac only and not identified as NEC or as a
streak of blood from a rectal fissure), pulmonary hemorrhage, defined
as endotracheal tube bleeding associated with desaturation and chest
X-ray infiltrates, intraventricular hemorrhage (IVH) was diagnosed by
ultrasound and graded by using the system of Papile et al. [5]. Other
hemorrhages included hematuria and intra-abdominal bleeding.

4. Number of (platelets, packed red blood cells [PRBC], fresh frozen
plasma [FFP]) transfusions.

5. Number of mortalities, whether during or after PTs.

6. Platelet counts and mean platelet volumes (MPVs) within 24
hours of platelets transfusion. Our guideline for administering PTs to
neonates at risk of bleeding in our NICU during this period were as
follow:

1. Platelets counts <100, and symptomatic bleeding.

2. Platelets counts<50 in unstable patients.

3. Platelets counts <30 in stable patients.

The platelets were pooled, but not volume-reduced, leukoreduced
or irradiated. The Platelets were transfused via a peripheral
intravenous line over 30 to 60 minutes at a volume of 10 to 20 mL/kg
body weight.

Statistical analysis
Means and SDs were used to express values in groups that were

normally distributed, medians and ranges were used to express values
in groups that were not. Univariate and multivariate binary logistic
regression were used to determine the effect of different independent
variables on the mortality (dependent variable).

Univariate variables with P-values of ≤0.25 and important variables
were included in multivariate model. The final model specifies odds
ratios (ORs) and 95% confidence intervals (CIs), P-values. Tests of the
final model quality included, Omnibus test of mode coefficient,
Nagelkerke R Square, Hosmer and Lemeshow test. SPSS version 18
was used for data analysis.

Results
A total of 756 PTs were given to 150 thrombocytopenic patients,

mean BW: 1570 ± 880 grams ranged from 510 grams to 5000 grams.
Mean GA: 31.8 ± 4.7 weeks, ranged from 25 to 42 weeks. Fifty one
percent (77/150) were male. Seventy four percent (112/150) were
preterm infants. Seventy nine percent (119/150) were inborn, eighty
three percent (125/150) were ventilated. The most common cause of
thrombocytopenia that led to PTs was proven sepsis (62%, 94/150),
Figure 1.

The most common hemorrhagic manifestation was IVH (21%,
32/150), Figure 2. Forty four percent (66/150) of patients died in
NICU, seventy seven percent (51/66) died during thrombocytopenia.
The median increment of platelet counts after 162 PTs was 46.5 ranged
from -26 to 391. MPV of 126 readings tended to decrease after PTs by
a median of 0.74 fL (femtolitre) ranged from 11.8 to -7.8 fL. Total
number of Packed Red blood cells (PRBC), Fresh frozen plasma (FFP)
were (659 and 318) respectively.

Univariate binary logistic regression included 23 variables, fourteen
of them included in multivariate logistic regression, Tables 1 and 2.
PTs did not significantly increase the mortality (OR:1.067, CI:
0.967-1.178). None of the other variables significantly increased the
mortality, in reverse, giving PTs to thrombocytopenic patients at risk
of bleeding with NEC significantly decreased the mortality (OR:0.16,
CI:0.033-0.85, P:0.03). Mechanical ventilation >2 days because of
respiratory failure decreased the mortality (OR:0.117, CI:0.02-0.65, P:
0.014).

The final model predicted 78% of the outcome, P value of omnibus
test of mode coefficient was 0.0001, P value of Hosmer and Lemeshow
test was 0.51, which indicated a strong model. Nagelkerke R Square
was 0.40, which indicated that 40% of the variability in mortality
(dependent variables) was explained by the independent variables.

Figure 1: Causes of thrombocytopenia in 150 patients.
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Figure 2: Clinical manifestations of thrombocytopenia in 150
patients.

variable OR P-value 95% C.I. for OR

SEX 2.499 0.021 1.148 5.439

PTs 1.067 0.198 0.967 1.178

FFP 1.334 0.006 1.087 1.636

PRBC 1.05 0.409 0.935 1.179

IVH 0.444 0.095 0.171 1.152

Pulmonary hemorrhage 0.163 0.003 0.049 0.535

Cutaneous hemorrhage 0.428 0.162 0.13 1.405

Ventilations>2 days 0.046 0.003 0.006 0.355

DIC 0.205 0.002 0.077 0.547

NEC 0.138 0.075 0.016 1.221

Unproven sepsis 0.347 0.018 0.144 0.836

Proven sepsis 0.502 0.086 0.229 1.103

SGA 2.497 0.052 0.99 6.296

GA 0.926 0.072 0.851 1.007

BW 0.83 0.35 0.57 1.22

A/S 1.07 0.84 0.49 2.3

Fungal sepsis 0.88 0.82 0.3 2.58

genetics 1.01 0.97 0.26 3.95

Unknown causes 1.19 0.74 0.4 3.55

inborn 1.24 0.58 0.56 2.76

PIH 1.02 0.95 0.41 2.51

Immune causes 1.2 0.999 0.2 .4,2

Other 0.87 0.999 0.3 2.7

OR: odd ratio, 95% C.I.: 95% confident interval

Table 1: Monovariate regression analysis.

variable OR P- value 95% C.I. for OR

SEX 1.545 0.305 0.673 3.546

PLT 0.982 0.711 0.893 1.08

FFP 0.994 0.958 0.807 1.225

PRBC 0.963 0.63 0.825 1.124

IVH 1.646 0.389 0.529 5.116

Pulmonary hemorrhage 0.326 0.082 0.092 1.153

Cutaneous hemorrhage 0.583 0.466 0.136 2.49

Ventilations >2 days 0.117 0.014 0.021 0.653

DIC 0.333 0.064 0.104 1.065

NEC 0.169 0.031 0.033 0.853

Unproven sepsis 0.637 0.529 0.156 2.595

Proven sepsis 1.689 0.45 0.434 6.566

SGA 1.319 0.592 0.48 3.621

GA 0.985 0.722 0.908 1.069

Table 2: Multivariate regression analysis.

Discussion
Much evidence indicates that PTs is not entirely benign. Risks

include transmission of bacterial and nonbacterial infections,
alloimmunization, febrile reactions, hemolytic reactions, allergic
reactions and transfusion-related lung injury [6-10], but the risk of
increasing mortality is still controversial.

Many studies showed increasing mortality in neonates receiving
PTs. Borges et al. showed that mortality was four times greater for
premature infants who received PTs [11]. Christensen et al. found that
the mortality rate among extreme low birth weight (ELBW) that
received PTs was twice that of those who received no PTs in a cohort
study [4]. Baer et al. Showed that the mortality rate increased in 494
thrombocytopenic patients who received platelets in a manner roughly
proportional to the number of PTs they received in a regression
analysis [12]. Del Vecchio et al. Showed that the overall mortality rate
among NICU patients who received one or more PTs was 33 percent,
compared with a mortality rate of 3 percent among NICU patients
during this period who received no PTs [13]. Other study showed that
the mortality rate increased in a step-wise manner according to the
number of PTs received in 273 severely thrombocytopenic patients
[14]. All of the previous studies except VL Baer et al. didn’t use a
regression analysis to determine if PTs were the direct cause of
increasing the mortality taking into account other co-morbid factors.
None of the previous studies concluded that PTs was solely the cause
of increasing the mortality in NICU.

In contrast to the previous studies, Von Lindern et al. revealed no
difference in the mortality rate in the subgroups of neonates with
thrombocytopenia, although one third receiving PTs. There was no
difference in mortality rate in neonates with and without
thrombocytopenia [15]. Other study found that implementing a
program to improve compliance with NICU transfusion guidelines
increased compliance from 65% to 90%. Improved compliance with
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transfusion guidelines of all blood products was accompanied by a
significant reduction in transfusions given, with no change in the
mortality rate [16]. Our study showed that giving platelets did not
increase the mortality, taking into account the previous comorbid
factors, this results will add to the controversy of the effect of PTs on
the mortality.

Unexpectedly, the mortality decreased in neonates with NEC ≥2.
Up to our knowledge, only one study examined the effect of PTs on
the neonatal mortality in patients with NEC ≥2, which showed no
change in the mortality with greater number of platelet transfusions in
46 infants with NEC ≥2 [17]. In our study, 14 neonates had NEC ≥2,
which was the probable potential cause of thrombocytopenia that
required PTs.

Interestingly, neonates who had been mechanically ventilated >2
days because of respiratory failure, had less mortality rate, this could
be attributed to maintaining the airway of sick neonates with
respiratory failure, which by itself is lifesaving. In our study, we did
not take into account the temporal relationship between PTs and
mechanical ventilation. To our knowledge, no study has revealed such
an association in thrombocytopenic neonates who received PTs.

MPVs tend to decrease post PTs, this could be explained by platelet
storage lesion which may make platelets older and smaller. Median
increase in platelet count is 46.5.  In general, administration of 10 to
15 mL/kg of platelet suspension will increase the platelet count by
30,000 to 100,000/micro L.

Neonatal sepsis was the most frequent disease at the time of PTs,
which is in agreement with the findings of other studies [11,18,19].
Sepsis predisposes neonates to thrombocytopenia, with a rapid drop in
the platelet count and slow recovery, in many cases, leading to
multiple transfusions.

The most common hemorrhagic manifestation was intraventricular
hemorrhage, this may be because 74% of the patients were preterm,
and we considered any grade of IVH. We didn’t consider the temporal
relation between IVH and thrombocytopenia or platelets transfusion,
therefore IVH could not be attributed to thrombocytopenia or
platelets transfusion in our study. Although some studies reported that
neonates receiving multiple platelet transfusions actually had a higher
incidence of intraventricular hemorrhage, it is uncertain whether the
observed association between PTs and IVH is a cause and effect
relationship or, alternatively, is a chance finding [12,20].

Our study has limitations, first being retrospective. Second, we
found occasional breach in platelets transfusion guidelines with no
explanation. Third, we considered most but not all the factors that can
affect the mortality. Further studies are needed to reveal whether PTs
increase the mortality in NICU and whether it is beneficial in NEC
patients. We conclude that giving platelets to neonates at risk of
bleeding didn’t increase the mortality in NICU. Giving PTs to
thrombocytopenic neonate at risk of bleeding with NEC ≥2 might
improve the survival.

References
1. Wiedmeier SE, Henry E, Sola-Visner MC, Christensen RD (2009) Platelet

reference ranges for neonates, defined using data from over 47,000
patients in a multihospital healthcare system. J Perinatol 29: 130-136.

2. Garcia MG, Duemas E, Sola MC, Hutson AD, Christensen RD (2001)
Epidemiologic and outcome studies of patients who received platelet
transfusions in the neonatal intensive care unit. J Perinatol 21: 415-420.

3. Castle V, Andrew M, Kelton J, Giron D, Johnston M, et al. (1986)
Frequency and mechanism of neonatal thrombocytopenia. J Pediatr 108:
749-755.

4. Christensen RD, Henry E, Wiedmeier SE, Stoddard RA, Sola-Visner MC,
et al. (2006) Thrombocytopenia among extremely low birth weight
neonates: data from a multihospital healthcare system. J Perinatol 26:
348-353.

5. Papile LA, Burstein J, Burstein R, Koffler H (1978) Incidence and
evolution of subependymal and intraventricular hemorrhage: a study of
infants with birth weights less than 1,500 gm. J Pediatr 92: 529-534.

6. Mehta P, Vasa R, Neumann L, Karpatkin M (1980) Thrombocytopenia in
the high-risk infant. J Pediatr 97: 791-794.

7. Fernandes CJ, O'Donovan DJ (2006) Platelet transfusions in infants with
necrotizing enterocolitis. Curr Hematol Rep 5: 76-81.

8. Khashu M, Osiovich H, Henry D, AlKhotani A, Solimano A, et al. (2006)
Persistent bacteremia and severe thrombocytopenia caused by coagulase-
negative staphylococcus in a neonatal intensive care unit. Pediatrics 117:
341-348.

9. Kopko PM, Holland PV (2001) Mechanisms of severe transfusion
reactions. Transfus Clin Biol 8: 278-281.

10. Murray NA, Hawarth LJ, McCloy MP, Letsky EA, Roberts IA (2002)
Platelet transfusion in the management of severe thrombocytopenia in
neonatal intensive unit patients. Transfusion Med 12: 35-41.

11. Borges JP, dos Santos AM, da Cunha DH, Mimica AF, Guinsburg R, et al.
(2013) Restrictive guideline reduces platelet count thresholds for
transfusions in very low birth weight preterm infants. Vox Sang 104:
207-213.

12. VL Baer, DK Lambert, E Henry, GL Snow, MC Sola-Visner, et al. (2007)
Do platelet transfusions in the NICU adversely affect survival? Analysis
of 1600 thrombocytopenic neonates in a multihospital healthcare system.
Journal of Perinatology 27: 790-796.

13. Del Vecchio A, Sola MC, Theriaque DW, Hutson AD, Kao KJ, et al.
(2001) Platelet transfusions in the neonatal intensive care unit: factors
predicting which patients will require multiple transfusions. Transfusion
41: 803-808.

14. Baer VL, Lambert DK, Henry E, Christensen RD (2009) Severe
Thrombocytopenia in the NICU. Pediatrics 124: e1095-1100.

15. von Lindern JS, van den Bruele T, Lopriore E, Walther FJ (2011)
Thrombocytopenia in neonates and the risk of intraventricular
hemorrhage: a retrospective cohort study. BMC Pediatr 11: 16.

16. Baer VL, Henry E, Lambert DK, Stoddard RA, Wiedmeier SE, et al.
(2011) Implementing a program to improve compliance with neonatal
intensive care unit transfusion guidelines was accompanied by a
reduction in transfusion rate: a pre-post analysis within a multihospital
health care system. Transfusion 51: 264-269.

17. Kenton AB, Hegemier S, Smith EO, O'Donovan DJ, Brandt ML, et al.
(2005) Platelet Transfusions in Infants with Necrotizing Enterocolitis Do
Not Lower Mortality but May Increase Morbidity. Journal of
Perinatology 25: 173-177.

18. Christensen RD (2008) Advances and controversies in neonatal ICU
platelet transfusion practice. Adv Pediatr 55: 255-269.

19. Murray NA, Howarth LJ, McCloy MP, Letsky EA, Roberts IA (2002)
Platelet transfusion in the management of severe thrombocytopenia in
neonatal intensive care unit patients. Transfus Med 12: 35-41.

20. Kahn DJ, Richardson DK, Billett HH (2003) Inter-NICU variation in
rates and management of thrombocytopenia among very low birth-
weight infants. J Perinatol 23: 312-316.

 

Citation: Alsafadi TRM, Hashemi SM, Garrada SN, Albaloushi MH, Aburokba K, et al. (2015) The Effect of Platelet Transfusions on the Mortality
in Neonatal Intensive Care Unit. J Blood Disord Transfus 6: 287. doi:10.4172/2155-9864.1000287

Page 4 of 4

J Blood Disord Transfus
ISSN:2155-9864 JBDT, an open access journal

Volume 6 • Issue 4 • 1000287

http://www.ncbi.nlm.nih.gov/pubmed/18818663
http://www.ncbi.nlm.nih.gov/pubmed/18818663
http://www.ncbi.nlm.nih.gov/pubmed/18818663
http://www.ncbi.nlm.nih.gov/pubmed/11894507
http://www.ncbi.nlm.nih.gov/pubmed/11894507
http://www.ncbi.nlm.nih.gov/pubmed/11894507
http://www.ncbi.nlm.nih.gov/pubmed/3701523
http://www.ncbi.nlm.nih.gov/pubmed/3701523
http://www.ncbi.nlm.nih.gov/pubmed/3701523
http://www.ncbi.nlm.nih.gov/pubmed/16642027
http://www.ncbi.nlm.nih.gov/pubmed/16642027
http://www.ncbi.nlm.nih.gov/pubmed/16642027
http://www.ncbi.nlm.nih.gov/pubmed/16642027
http://www.ncbi.nlm.nih.gov/pubmed/305471
http://www.ncbi.nlm.nih.gov/pubmed/305471
http://www.ncbi.nlm.nih.gov/pubmed/305471
http://www.ncbi.nlm.nih.gov/pubmed/7431175
http://www.ncbi.nlm.nih.gov/pubmed/7431175
http://www.ncbi.nlm.nih.gov/pubmed/16537050
http://www.ncbi.nlm.nih.gov/pubmed/16537050
http://www.ncbi.nlm.nih.gov/pubmed/16452352
http://www.ncbi.nlm.nih.gov/pubmed/16452352
http://www.ncbi.nlm.nih.gov/pubmed/16452352
http://www.ncbi.nlm.nih.gov/pubmed/16452352
http://www.ncbi.nlm.nih.gov/pubmed/11499977
http://www.ncbi.nlm.nih.gov/pubmed/11499977
http://www.ncbi.nlm.nih.gov/pubmed/11967135
http://www.ncbi.nlm.nih.gov/pubmed/11967135
http://www.ncbi.nlm.nih.gov/pubmed/11967135
http://www.ncbi.nlm.nih.gov/pubmed/23046429
http://www.ncbi.nlm.nih.gov/pubmed/23046429
http://www.ncbi.nlm.nih.gov/pubmed/23046429
http://www.ncbi.nlm.nih.gov/pubmed/23046429
http://www.ncbi.nlm.nih.gov/pubmed/17855804
http://www.ncbi.nlm.nih.gov/pubmed/17855804
http://www.ncbi.nlm.nih.gov/pubmed/17855804
http://www.ncbi.nlm.nih.gov/pubmed/17855804
http://www.ncbi.nlm.nih.gov/pubmed/11399824
http://www.ncbi.nlm.nih.gov/pubmed/11399824
http://www.ncbi.nlm.nih.gov/pubmed/11399824
http://www.ncbi.nlm.nih.gov/pubmed/11399824
http://www.ncbi.nlm.nih.gov/pubmed/19917581
http://www.ncbi.nlm.nih.gov/pubmed/19917581
http://www.ncbi.nlm.nih.gov/pubmed/21314921
http://www.ncbi.nlm.nih.gov/pubmed/21314921
http://www.ncbi.nlm.nih.gov/pubmed/21314921
http://www.ncbi.nlm.nih.gov/pubmed/20723168
http://www.ncbi.nlm.nih.gov/pubmed/20723168
http://www.ncbi.nlm.nih.gov/pubmed/20723168
http://www.ncbi.nlm.nih.gov/pubmed/20723168
http://www.ncbi.nlm.nih.gov/pubmed/20723168
http://www.ncbi.nlm.nih.gov/pubmed/15578029
http://www.ncbi.nlm.nih.gov/pubmed/15578029
http://www.ncbi.nlm.nih.gov/pubmed/15578029
http://www.ncbi.nlm.nih.gov/pubmed/15578029
http://www.ncbi.nlm.nih.gov/pubmed/19048733
http://www.ncbi.nlm.nih.gov/pubmed/19048733
http://www.ncbi.nlm.nih.gov/pubmed/11967135
http://www.ncbi.nlm.nih.gov/pubmed/11967135
http://www.ncbi.nlm.nih.gov/pubmed/11967135
http://www.ncbi.nlm.nih.gov/pubmed/12774140
http://www.ncbi.nlm.nih.gov/pubmed/12774140
http://www.ncbi.nlm.nih.gov/pubmed/12774140

	Contents
	The Effect of Platelet Transfusions on the Mortality in Neonatal Intensive Care Unit
	Abstract
	Keywords:
	Introduction
	Method and Materials
	Statistical analysis

	Results
	Discussion
	References


