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PURPOSE:

When clinically significant red cell antibodies are found, or the recipient’s history contains a record of such antibodies, donor units lacking the corresponding antigen should be selected for transfusion and shall be demonstrated to be compatible by a crossmatch method designed to detect such antibodies.
Any exception shall be approved by the TM Clinical Leader or designated hematopathologist on call. 

When the clinical situation justifies an exception, the risk of using incompatible blood must be communicated to the physician, who must accept and sign for the acceptance of the blood using the “Incompatible Crossmatch Form” (below)
Incompatible crossmatched blood can only be issued under the authorization of the TM Clinical Leader/Hematopathologist on call, or alternatively, the attending Physician.

PROCESS:

1.0 Obtain the authorization of the TM Clinical Leader (or hematopathologist on call) to issue the incompatible blood.

2.0 Write on the patient’s TM requisition under the comment section - "Given with Dr.   ________   's approval".

3.0 Forward the “Incompatible Crossmatch” form to the patient’s Nursing Station where it must be signed by the attending physician.

4.0 If the TM Clinical Lead (or hematopathologist on call) is unavailable, the attending physician can be contacted directly to sign the “Incompatible Crossmatch Form”.  

5.0 For urgent/emergency need for blood, please refer to the urgent release of blood policy.
Incompatible crossmatch form on page 2.

REFERENCES:
1.0
IQMH Version 6.0

INCOMPATIBLE CROSSMATCH FORM

□ WRH Ouellette campus
□ WRH Met campus

□ LDM
	DATE____________________________________
ROOM___________________________________

NAME___________________________________

D.O.B.________________AGE_______________
MRN.____________________________________
ACCOUNT No.____________________________
DR. _____________________________________




I authorize the transfusion of blood / blood products with the knowledge that the crossmatch is  incompatible and the understanding of the risks involved by transfusing this patient.


Physician's Name_________________________


Physician's Signature______________________
These units will expire 96 hours from the collection of the specimen:
DATE of Expiration: _____________________________________

NOTE: This is a CONTROLLED document as are all system files on this server.  Any documents appearing in paper form are not controlled and should be checked against the server file version prior to use.


