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	SUBJECT:
	RELEASE OF BLOOD AND BLOOD PRODUCTS TO OPEN HEART/OR OPERATING ROOM


I. POLICY:

Blood Bank staff will deliver red blood cells to OH/OR, and will supply Blood Components to OH/OR as requested.

II. PURPOSE: 

To ensure blood and blood products are available for patients undergoing surgery, if needed.


III. POLICY SCOPE:

This policy applies to all blood bank technologists.
IV. GENERAL INFORMATION:

A. Blood Bank technologists will deliver packed red blood cells to OH/OR when requested.
B. FFP, CRYO and Plateletpheresis are picked up in the blood bank by OH/OR; however, situations may arise where it would benefit patient care to be delivered by the BB staff.
C. One BB staff member will dress in scrubs each shift.  This person will be designated to run blood to the OR, however, all staff are knowledgeable, and can dress in scrubs when the need arises.
D. All patients with blood ordered for OH/OR, or a Type and Screen for possible transfusion, will be required to sign a consent for blood.
E. All requests for blood to be delivered to the OR should be attended to in an appropriate manner or immediately if the situation demands.  

V. PROCEDURE:

A. PACKED RED BLOOD CELLS:

1. When OH/OR requests PRBC’s to be delivered to the surgical suite the technologist will ask for the name of the patient and the Medical Record Number.  

2. The tech will find the appropriate units in the refrigerator and verify the units are labeled appropriately. 

3. A Safe-T-Vue™ must be attached to each unit that is delivered to OH/OR. (Refer to UPM BBPRO: Safe T Vue 10 policy 02.045)  
a. Attach the Safe-T-Vue ™ to the bag by removing the white label marked “Remove”, and adhere the button to the back and bottom of the unit.

b. Remove the foil label and fold white dot into the red dot, being careful not to place your thumb or fingers directly on the white dot (Apply pressure to the outer edges of the button).  Press together firmly until they snap together.

c. Check the button to see if the color has remained white.

· If yes, then the unit is ready to continue being issued.

· If no, then another Safe-T-Vue™ needs to be applied.  If the button has turned a pale red, place a +/- mark on the front of the bag near the button, to indicate that the button needs to be checked before transfusing and/or reissuing.  When this is done, if the button has turned a darker red, and the unit had not been out long enough to get above 10℃ replace the button.

4. The technologist that is delivering the units of blood to OH/OR must verify the patient’s name, date of birth, blood bank band identification number, medical record number, unit number , ABORH type, and unit expiration against the crossmatch tag.  Ensure the Crossmatch has not expired at the time of issuing. 
5.  Any discrepancy between the crossmatch tag and the unit will be resolved before the unit is issued to Surgery. (Sometimes blood can not be obtained that is the same ABORh type as the patient; however, it will always be an ABO compatible blood type.)

6. Sign out the units on the sign out sheet (check the box for bedside type if one needs to be performed).
7.  Issue the units in the computer in the manner appropriate to the LIS:
8.  Place the blood in a tray/bag (if a bedside type does not need to be performed).  Remember to take the typing reagents out of the refrigerator, if needed.

9. Deliver the blood to the appropriate room in OH/OR.

10. Verify that the patient’s name, date of birth, blood bank band identification number and medical record number are the same on the armband/facesheet and the crossmatch tag attached to the unit of blood. 

11. Perform a bedside type if necessary and record the ABO type and your initials on the patient’s facesheet and crossmatch tag attached to the units of blood.  Often the OH/OR staff will provide a sample of the patient blood for this; however, sometimes the tech may need to enter the room to collect a sample from the patient’s finger/ear/toe.  It is important to remember, many areas in the room are considered sterile, always ask first where you can go to obtain the sample.

12. If all information matches, place units of blood in the refrigerator, after a check is made to ascertain if the refrigerator is at an appropriate temperature for blood storage.  

13. If the unit is transfused in OH/OR setting, the circulating nurse and the anesthesiologist will recheck the information for accuracy and will sign in a manner consistent with their procedures. All pertinent information will be placed into the chart. 

14. Often times all of these checks are done outside the room while the circulating nurse is preparing the patient and/or room for surgery.  When the blood is put in the refrigerator, the tech will go back to the room and notify the circulating nurse where and how much blood is stored in the refrigerator.

B. FFP, CRYO AND PLATELETPHERESIS

1. Follow the procedure for “Blood Components Other Than Packed Cells” in the blood bank policy #9 “Release of Blood Components and Red Blood Cells to the Floor”.  In an emergent situation the blood bank technologist may be asked to deliver the blood components to the OH/OR suite.
V.    MAINTENANCE AND STORAGE

1. All policies and procedures are reviewed every two years, (except for Safety procedures which are yearly) by Laboratory Administration and or the Medical Director of the Laboratory or designee.
2. The Laboratory Administration and Medical Director review policies and procedures when there are changes in practice     standards, or requirements.
3. All policies and procedures are reviewed every two years (except for Safety procedures which are yearly) by staff or at the    time new or revised ones are put in effect.
4. All policies are retained 8 years after being discontinued or revised.
5. All blood bank procedures are retained 5 years, all others are retained 2 years after being discontinued or revised.

UnityPoint Methodist Laboratory is a CAP accredited facility.  As of July 1, 2011, the responsibility of new and/or substantially revised policies and procedures will be restricted the Laboratory Director whose name appears on the CLIA certificate, and the signature appears below. The biennial review will be completed by the appointed Section Medical Director. 
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	1
	Added policy scope
	K. Turpin
	10/07/13

	2
	Added: 1) tech to tech verification of crossmatch slip and crossmatched unit. 2) entering medical record number from the crossmatch slip when issuing product. 3) scanning unit number, product code, and tag bar code from crossmatched unit of blood when issuing unit of blood. 4) Upon arriving to OH/OR verifying patients name and medical record number are correct on the facesheet, crossmatch slip, and patients ID tag attached to the unit of blood. 5) if bedside type is performed to record the ABO type and techs initials on the patients facesheet, crossmatch slip, and patients ID tag attached to the unit of blood.
	K. Turpin
	02/27/14

	3
	Revision of process due to new LIS. Removal of references to old LIS-specific terms. Added verification steps for crossmatch tags. Clarified Packed red blood cell procedure and blood component procedure.
	V.  Strow

K. Turpin
	2/11/16

7/19/16

	4
	Added BBID band number to patient identification verification process.
	L. Miller
	6/4/18

	5
	Added reference to UPM BBPRO: Safe T Vue policy 02.045
	J. Bembenek
	1/9/2019
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