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SEALS

Welcome! 
The blood bank at Randwick services…. 
YOU! 

•Prince of Wales Hospital
•Sydney Children’s Hospital 
•Royal Hospital for Women
•Sydney Hospital
•War Memorial Hospital
•Prince of Wales Private Hospital



SEALS

How can we help you ?

•Senior scientists
•Haematology registrars –advanced trainees
•Consultant haematologists –on-call
•Haematology CNC 
•Liason with Red Cross Blood Bank 
•Transfusion policy on POWH intranet



Randwick Blood Bank 
• Zero tolerance for sample labelling
• Sign the form if you collect the sample 
• Powerchart for ordering, PPI function
• Gate keeping , MSBOS 
• Prescription form, MOSAIQ blood prescribing 
• Consent tool
• Single unit policy
• ROTEM-guided critical bleeding protocol



eMR: Ordering

• Blood group and antibody 
screen=Group and Screen or Group 
and Hold 

• Blood group, antibody screen and 
crossmatch

• Crossmatch ( add-on)
• Blood group cord/neonatal



eMR: Ordering

• Required details – diagnosis 
• Please

– tell us when you want the blood
– leave your page number in case there are 

problems
– sign the collector declaration if you collect 

the blood



Group and hold 
• Blood is sent to blood bank

– Blood group determined
– Screen for antibodies 
– G&H takes about 20 mins 

• Request a crossmatch when blood is required
• Crossmatch=blood is assigned to the patient
• Crossmatch  may take  minutes ( electronic, no 

antibodies) or hours/days if antibodies present 



Ordering products

• Fresh products ( platelets, FFP, 
cryoprecipitate) order on eMR

• Current blood group required
• Consider patient’s special needs eg 

irradiated, CMV neg products 



Taking the blood sample

• Take the blood
• Label the tube by hand ( no stickers) at 

the bedside 
• 3 mandatory identifiers

– Name, DOB, MRN (NATA) 
• All details must be correct
• Form and tube details must match



Taking the blood sample

• The form must be signed by the  
collector affirming the patient’s identity 
(NATA, NSWDoH)



Zero tolerance
• Recollect any samples 

– where there is a discrepancy between the 
information on the tube and the information on the 
form

– which do not have a signed collector’s declaration
– where the details are not hand-written on the 

tube
• Critical samples may be discussed between the 

patient’s consultant and haematologist on-call



Why so strict?

• Clerical errors remain the major source 
of incorrect blood transfused
– Usually at the time of sample (wrong blood 

in tube)
– Occas when blood is hung

• Possibility of ABO incompatible 
transfusion and death 



How long does my G&H 
last?

• Patient Product Inquiry
– 7 days 
– 3 days if previously transfused or pregnant 

in the last 3 months or if no information 
available

– Ring blood bank if unsure
– Patient  eMR flowsheet not helpful here









Patient Blood Management

Shifts the focus from the Bloodproduct to 
the Patient 

3 Pillars: 
1.Optimise patient’s  erythropoiesis
2.Minimise blood loss and bleeding
3.Optimise physiological reserves for anaemia 

tolerance

• Benefits of transfusion must outweigh 
risks 



Gate –keeping 
• Blood bank scientists are not authorised 

to issue blood and blood components  
outside guidelines for clinically stable 
patients

• These cases should be discussed with 
the haematology registrar



Transfusion Prescription

• Blood is prescribed on a separate form
• Designed to capture reason for transfusion 

and consent
• Patient Information Brochures for consent 

(CEC)
• NSQHS – reason for transfusion and  consent 

to be documented in patient records



Informed consent

• Separate consent required for blood
• CEC brochure exists on all wards and 

hospital intranet, 13 languages
• JMO consent tool on haem webpage 
• Call your registrar, haem AT or 

consultant on-call for support



Informed consent -risks

• Major risks are not viral transmission
(all less than 1:1 million with NAT testing)
• ~1% red cells transfusions result in fluid 

overload
• 1-3% plasma transfusions cause an  

allergic reaction
• www.transfusion.com.au

http://www.transfusion.com.au/


Transfusion Reaction Incidence
ABO/Rh mismatch 1:40,000 
Allergic reactions (mild) 1% - 3% of transfusions 
Anaphylaxis 1:20,000 – 1:50,000
Febrile non-haemolytic 0.1% - 1%
Septic reaction Platelets at least 1:75,000

Red blood cells at least 1:500,000
TRALI 1:1,200 – 1:190,000
TACO Less than 1% patients

www.transfusion.com.au
ARCBS website

http://www.transfusion.com.au/


eMR: Is the blood ready?
• Check Patient Product Inquiry, not flowsheet
• Delay if patient has antibodies
• Platelets are ordered on a named –patient basis 

from Red Cross and have a 5 –day expiry
• Plasma has to be thawed in blood bank (20 

minutes)
• Beware of the chute  -use only  in the ASB  
• Porters ( and you!) need an ‘Authority to Issue’ 

pink form  to pick up blood



Transfusion Reaction
• During or within 4 hours of a transfusion

– Rise in temp - > 10C above baseline and > 380C.
– Hypotension - diastolic BP drop of > 10% of 

baseline
– Respiratory difficulty – shortness of breath, 

wheeze.
– Sudden onset of pain – flank, back or chest pain
– Urticaria or pruritis

• Flow sheet in Transfusion Clinical business rule





Transfusion Reaction

• Always check the  identity  and blood 
group of patient and product

• Stop the transfusion till rapid 
assessment made



Critical Bleeding 

• ROTEM  or non-ROTEM guided 
• Depends on patient location and lead 

clinician preference 
• O-neg in blood bank, Sydney Hospital 

RHW fridge 





Transfusion Education

• BloodSafe eLearning package “Clinical 
Transfusion Practice”

• On line, aims to educate  and assess
• Mandatory for all JMO and registrars to 

complete,  takes 30 minutes
• Several modules available



Contacts
• Blood bank -senior scientist Steve Lamb x 23228
• Haematology registrars in the laboratory x  23277CNC 

transfusion (Leanne Crnek  page 45155)
• Haematologist on-call through switch or  Dr Susan 

MacCallum x 25111
• POW transfusion standard and Massive Transfusion 

Protocol on POW intranet



On line

• Haematology services web page
• POW Policies and Procedures
• ARCBS www.transfusion.com.au
• BloodSafe eLearning
• NBA Patient Blood Management 

Guidelines 
• CEC BloodWatch

http://www.transfusion.com.au/
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