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There are many
links in the chain
that delivers the
right blood to the

s ) ’

CARE OF THE PATIENT = right patient
DURING TRANSFUSION :

ORDERING AND

PRESCRIBING THE CHECKING THE BLOOD AND

ELOID, DIOCLIYENTINE STARTING THE TRANSFUSION
THE TRANSFUSION

L COLLECTING THE BLOOD
TAKING A BLOOD | TESTING THE BLOOD GROUP AND DELIVERING TO THE
SAMPLE FOR | AND CROSSMATCHING THE CLINICAL AREA
COMPATIBILITY TESTING | BLOOD AND GATEKEEPING
: REQUESTS
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London Regional Transfusion Committe: m

Box for Document Control and Hospital Logo

Blood Transfusion Special Requirement Request

Patient Details:

NHS Number:

Hospital Number:

First name: Surname:

DateofBirth: __ / /=

Patient treated at other hospitals*Y / N Referring Hospital:

Diagnosis / Reason for Special Requirements:
(See Reverse for Indications for special blood requirements)

Complete this box if ABO Mismatched Transplant (HSCT/Solid Organ)
Component Requirement ABO/RhD group
Recipient ABO/RhD Group:

Donor ABO/RhD Group:

Red Cells:

Platelets:
FFP/Cryo:

Component Requirements (circle option below)
Irradiated Components Yes/No
CMV Negative Blood required
HLA/HPA Matched Platelets

Washed cells

Yes/No (Neonate/Planned transfusion during pregnancy)
Yes / No
Yes / No

Date Started: _____ /.
—

y—
Y —

Review Date:
Yes / No Details:

Atypical antibodies present

Signed: Bleep:

Print name: Job Title:

Form/copy sent to Laboratory: Yes / No

Lab Use Only - Treating Hospital
Received in lab (Date/Time/By):
Flag Entered on Patient LIMS record (Date/Time/By):
Date and time faxed to referring hospital:

FAX Number: [Insert Hospital Fax Number]
Completion of this form confirms that this fax is located in a
secure and safe environment

Lab Use Only - Referring Hospital
Confirmation of receipting lab on Date/Time/By:
Existing patient Y/N

Entered on LIMS (Date/Time/By):

PLEASE SEND Response fax back at number above. Faxed to Treating Hospital (Date/Time/By):

-5Lnndnn
RTC

[For Document Control/Hospital Logo]
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Blood Bank

COrder: ].Units to be Crozsmatched Order ID O0THFNMTY

Reguested By: ]D abideen, K.amela

Messages: |F'hnne the lab directly for blood if they already have a ‘Group and Antibody’ sample. J

Blood requests have a mandatory drop down

I~ Conditional Order Condit Template Mame: | . R
e — menu for special requirements

Collection Time 1F|nutme

=l
I |

Fiesult Priarity |Urgent

< Mo. of Units Required 1

NB. [IFailure to order appropriate 'S pecial Requirements' can result in fatal ransfusion

complications. IF you are unsure about this for your patient please check. Trust
Elood Transfusion Policies [see GTi) or contact Blood Bank on 84774 or 82766

* ||Special requirements: |t is important that the patient receives the comect special
requirements and selection of the appropriate prescriptions/clinical status will
increase assurance that we meet these requirements

M =

Anti-Thymocyte globulin [ATG] for aplastic anaeria [rEdia 75 S S G —

= BT i Bendarmustine (Iradiated) o
. BMT Allo graft [14 days pre transplant until immune reconstitution] - [Iradiated) ' o o
gobdatianind BMT Auto graft [14 days pre transplant/up ta & months post] - (Iradiated) * Inadiated SDECIal HEqufEmEntS | j
¥ .BMT Donor [14 daps pre donation] - (Iradiated)]
il £ P d - : ] - T
e Time SFPIEEERME | ¢ rupath lomt.zumat) EXCLUDING ronl patients - nadiated] ; . Anti-Thymocyte globulin (AT G] for aplastic anaemia (Iradiated) A
Site Blood Frequired |-Cladiibine (inadisted] + ChY Special Requirements 2 ;
+ q
Clotarabine (Ireadiated) Bendamusting (Imadiated)
.DiG: Syndi (ks ted] - (Iradiated) i Gy 9
B e e i (g rReReslaTiRdRe & 4 Dale Requied BMT Alla graft (14 daps pre bansplant untl immune reconstitution) - (nadiated)

K Has Ptreceived At inlast 12weeks? [ <] BMT Auto graft (14 days pre transplant/up to B months post] - (Iradiated)

e Pationt Pregnant? [ 3] e T o Phonediis BMT Donor (14 dayz pre donation] - (Iradiated)
sk Clinical Details LCampath [&lemtuzumab) EXCLUDING renal patients - [Imadiated) T

4 Site Blood Required Lladribine [Iradiated)

BT Clofarabine [Imadiated)
+ Previously Transfused? DiGeorge Syndrome (known or suspected) - (Iradiated)
Fludarabine (Iradiated) W
% Has Ptreceived AntiD in last 12 weeks? J j
% Patient Pregnant’ ,.]
0|
[ ok | cancel | : \ & Clinical Details

°

| London
RTC

& Bleap/ Ext. l

Guy’s and St Thomas’
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Surmarms BLOOD COMPONENT Guy’s and St Thomas' [\ 25,3

Frst nams

MHS Number TRANSFUSION PRESCRIPTION MHS rourmm'rrm\
Hospisal Numiber {Use this to prescribe Red Cells, & Cryoprecipitate)

Date of Birth Does this patient need CMV negative blood? YES/ NO

Gander and / or irradiated blood? YES/ NO

ATTACH ADDRESSOGRAPH OR COMPLETE See guidance overleaf - please \nform the lab if the patient has any special transfusion requirements

Prescribed by Given |
. Component | Duration {signature, print Time Time

Unit Date product type [Mok I exceed name, status & started | ended checked |

2 hours) GMC muamber) —

5

Transfusion Triggers: Consent: is this part of an episode for which consent has already been gained? Yes [ Mo (if no,_complete below

Red cells: i i nefusion:
Consider transfusion if Hb < Tg/dl i Reason for tra ron-
(= 8g/dl if co-morbiditios prasant) i - Verbal informed consent gained, and documented in notes? Yes /| HNA

FEP: ) i . Transfusion information leaflet given to patient? *see over Yes | No / NA
Bloeding pationt with APTT/INR =1.5 Clinician signature, print name,
Sea trust guidelines for further advice i status, GMC number and date

i London |
RTC Guy’s and St Thomas'

NHS Foundation Trust
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Please Contact:
Blood Transfusion Laboratory
Guy’s & St Thomas’ Hospital
Tel: 020 7188 4474
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The right patient gets the
right component
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