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This single-center, single-arm trail was reviewed and approved by the Ethics 

Committee of the General Hospital of Western Theater Command. The original 

documents are in Chinese. Provided as follows are: (1) the cover page of the ethical 

approval letter, which includes the study title, approval number (2023xjsxxm-28), and 

approval date (14 August 2023); and (2) the English translation of the original Chinese 

informed consent form. 

  



 

  



This is the ethical committee-approved informed consent form (original in Chinese) for 

the single-arm trial of autologous apheresis platelet-rich plasma (PRP) injection for 

androgenetic alopecia (AGA). It details the procedures (including PRP preparation via 

apheresis and scalp injection protocol), potential risks (e.g., discomfort at injection site, 

infection, procedural risks), benefits, alternative treatments, voluntary nature of 

participation, and the right to withdraw. The study was conducted in full compliance 

with the principles outlined in this document.  

 

Informed Consent Form of Autologous Platelet-rich Plasma Injection for 

Androgenic Alopecia 

Patient Name Gender            Age                                                                  ID Number          

Part 1: Condition Introduction and Treatment Recommendation 

My physician has informed me that I have been diagnosed with androgenetic alopecia. 

It is recommended that I undergo Autologous Platelet-Rich Plasma (PRP) Scalp 

Injection Treatment under topical anesthesia. 

Autologous Platelet-Rich Plasma (PRP) is a plasma product with a high concentration 

of platelets, obtained from autologous whole blood via density gradient 

centrifugation. It can release various growth factors and bioactive proteins, promoting 

cell proliferation and migration, and facilitating tissue regeneration and healing. Its 

use is supported by evidence-based medicine for conditions such as chronic 

musculoskeletal pain, wound repair, and androgenetic alopecia. Prior to treatment, the 

physician will strictly disinfect the skin at the injection site(s). Following topical 

anesthesia, a 1 mL syringe will be used to perform subcutaneous or intradermal 

injections in the alopecic areas of the scalp. Approximately 0.05 mL of PRP will be 

injected per point, with injection points spaced 0.5 cm apart. The injections will be 

administered once per month for a total of 3 to 5 consecutive sessions. Efficacy and 

safety will be assessed monthly during the treatment period and at a final follow-up 

visit one month after the last injection, resulting in a total of 4 to 6 evaluations. The 

entire procedure will be performed under strict aseptic technique, and all treatment 

details will be documented promptly. 



Part 2: Available Treatment Options 

For your condition, the following treatment options are currently available at our 

hospital. Your physician will explain the nature, relative advantages and 

disadvantages, potential harm, and estimated costs associated with each option. Please 

consider carefully and make your choice. After listening to your physician's detailed 

explanation of the following treatment methods and their pros and cons, please select 

your preferred treatment method (check the box as instructed): 

□ Autologous Apheresis Platelet-Rich Plasma (PRP) Scalp Injection Treatment 

□ Oral Finasteride 

□ Topical Minoxidil 

□ Hair Transplantation 

□ Other: _______________ 

Part 3: Potential Risks and Countermeasures 

My physician has explained to me the potential risks associated with autologous PRP 

treatment. I understand that some less common risks may not be listed here. The 

specific treatment approach may vary depending on individual patient circumstances. 

I have been advised that I can discuss the specifics of my treatment with my physician 

and address any particular concerns I may have. 

1. I understand that any surgical anesthesia carries risks. 

2. I understand that any medication used may produce side effects, ranging from 

mild symptoms such as nausea and rash to severe anaphylactic shock, or even 

life-threatening situations. 

3. I understand the potential risks of this treatment and the physician's 

countermeasures: 

1) During PRP Apheresis: Vasovagal syncope (fainting), fear of blood, 

hypoglycemia, hypocalcemia, etc., may occur, potentially leading to failed 

PRP collection and requiring a repeat procedure. 

2) Due to factors such as lipemic (fatty) blood or equipment issues, the 

collected PRP may not reach the therapeutic concentration or may contain 

excessive other cellular components, rendering it unusable and requiring a 

repeat collection. 

3) Localized bleeding, hematoma, swelling, or pain at the injection site. 

Symptomatic management such as compression or cold application may be 



applied. 

4) Infection at the injection site, requiring anti-infective treatment. 

5) Injury to local nerves, requiring specialized treatment. 

6) Other unknown or currently unpredictable complications. 

4. I understand that the medical staff will closely monitor my condition and strive 

to prevent or minimize the aforementioned situations. Should any of these 

adverse reactions occur, the medical staff will actively implement appropriate 

countermeasures, and my and my family's cooperation will be required. 

Part 4: Patient's Informed Choice 

My physician has explained to me the planned treatment method, the potential 

complications and risks associated with this treatment and its aftermath, as well as 

other available treatment methods, and has answered my questions regarding this 

treatment. 

I understand the potential benefits and risks of the PRP treatment as explained. My 

participation in this study is entirely voluntary. I have the right to refuse to participate 

or to withdraw my consent and discontinue participation at any time, for any reason, 

without any penalty or loss of benefits to which I am otherwise entitled. 

I choose Autologous Apheresis Platelet-Rich Plasma (PRP) Scalp Injection 

Treatment. 

I agree that during the treatment, the physician may adjust the predetermined 

treatment plan based on my condition. 

I understand that my treatment may require the involvement of multiple physicians. 

I acknowledge that I have not been given a guarantee of 100% treatment success. 

I authorize the physician to handle any diseased tissue or specimens obtained during 

the treatment, including but not limited to pathological examination, cytological 

examination, and disposal as medical waste. 

 

Patient Signature and Thumbprint: _________________________________ 

(□ Right Index Finger     □ Left Index Finger)                 Date:   ____________ 



Part 5: Physician's Statement 

I have informed the patient of the planned treatment method, the potential 

complications and risks associated with this treatment and its aftermath, other 

available treatment methods, and have answered the patient's questions regarding this 

treatment. 

 

Physician Signature: _______________________ Date: _________________ 

 


