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Ministry Saint Joseph’s Hospital 

Marshfield, Wisconsin 

 

PRE-PRINTED PHYSICIAN’S ORDERS  00802PPO 

 

MEDICAL/SURGICAL BLOOD PRODUCT 

TRANSFUSION- Adult Only  

 

 

ORDERS Nurse/

Title 

ONLY ORDERS THAT ARE CHECKED WILL BE IMPLEMENTED.  

Date  _______ / ______ / ______  Time:  _________ Patient Care Unit____________ 
  Month    Day      Year 

 

1. DIAGNOSIS:  
2. ALLERGIES:  
3. PREPARATION OF BLOOD PRODUCTS  
 Testing:  

    Type and Crossmatch Red Cells for TRANSFUSION  (list # of units below) 

    Type and Crossmatch Red Cells for SURGICAL PROCEDURE  

     # Units Requested _______  Date/Time of Surgery____________________________ 

    Draw and HOLD 72 hrs (no testing performed/blood sample in lab if transfusion required) 

 Type and Antibody Screen ONLY (use for anticipated future transfusions)  

    Routine      STAT  PREOP; Surgery Date: __________________________   

 

4. TRANSFUSION/ADMINISTRATION ORDERS  
RED CELLS  (All units are CMV-safe and leukodepleted-RBC)   Dose: 1 unit RBC, 300-350 mL;   
                              Expected rise in Hgb by 1g/dL or Hct by 3% in adult.   
Evidence Based Practice: In non-bleeding patients single unit transfusions are recommended 
 
Transfuse:   Number of units___________ 

    (If Autologous units on hand they will be issued first) 

     STAT    TODAY    Special Instructions _______________________________ 
 

Indication: Hemoglobin count prior to transfusion ______________gm/dL (required) 

    Acute active bleeding with expected blood loss  greater than or equal to 30% 

    Symptomatic anemia and Hgb less than or equal to 7 g/dL  

    Symptomatic anemia and Hgb less than or equal to 8 g/dL in patient with coronary artery    

    disease, unstable angina/ myocardial infarction/cardiogenic shock, cerebral or other   

    major organ ischemia 

    Symptomatic anemia and Hgb less than or equal to 8 g/dL and a patient on chronic  

    transfusion regimen or chemotherapy 

    Other (specify) ____________________ 

 

APHERESIS PLATELETS  Dose: standard is 1 apheresis unit, 250 mL; expected rise in platelet count  
                                               30,000-60,000/uL in 70 kg recipient 

 
Transfuse:  Number of Units:  One (1) Apheresis Platelet  Two (2) Apheresis Platelets 

         HOLD APHERESIS PLATELETS FOR SURGERY ________# Units  

     HLA matched platelets (must have 00540990 PPO HLA platelet request on file) 

     STAT    TODAY    Special Instructions _________________________  

 

Indication: Platelet count prior to transfusion ______________ 10
3
 per uL (required) 

    Active bleeding and platelet count <50,000/uL 

    Platelet count less than 10,000/uL in stable patient 

    Platelet count less than 20,000/uL and presence of risk factor for bleeding 

    Surgical/invasive procedure: 

     Platelet count less than 50,000/uL for procedures with minimal risk of bleeding 

      Platelet count less than 100,000/uL for CNS, eye, airway, or other high-risk procedures 

    Platelet dysfunction as documented in the patient’s chart  

    Other: (specify) ______________________________________________________________ 
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MEDICAL/SURGICAL BLOOD PRODUCT 
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Title 

ONLY ORDERS THAT ARE CHECKED WILL BE IMPLEMENTED.  

PLASMA Dose: 10-15mL/kg of body weight (3-4 units = 800-1000mL), 1 unit (200-300  mL) 
  

Transfuse: Number of Units_____________ 

    HOLD PLASMA FOR SURGERY ________# Units  

    STAT    TODAY    Special Instructions _______________________________________  

 

 Indication: INR prior to transfusion ______________ (required) 

    Abnormal coagulation studies with significant hemorrhage (i.e. INR greater  

    1.5 or aPTT greater than 48 sec) 

    Emergent or imminent surgical/invasive procedure AND INR greater than 1.5 or aPTT  

    greater than 48 sec 

    Emergent reversal of Coumadin (warfarin), if actively bleeding  

    (consider Vitamin K and Prothrombin Complex Concentrate for life-threatening bleeding) 

    Plasma exchange for TTP  Cryo-poor product preferred for replacement 

    Plasma exchange when there is an increased risk of bleeding 

    Other: (specify) ________________________________________________________________ 

 

CRYOPRECIPITATE  Supplied as a pool of 5 units.  Dose: 1 unit per 7-10 kg body weight (usual  

       dose 10 units in adult).   Not indicated in the absence of bleeding 
 Transfuse:  Number of pools    1 (5 units)       2 (10 units)       3 (15 units)       4 (20 units) 

     

 Indication: Fibrinogen prior to transfusion ________________mg/dL 

    Bleeding or risk of bleeding AND fibrinogen less than 150 mg/dL 

    Fibrinogen less than or equal to 100 mg/dL and documented dysfibrinogenemia (e.g. end  

     stage liver disease) 

    Other: (specify) __________________________________________________________ 

 

5. SPECIAL MODIFICATION FOR RBC’S AND PLATELETS     

 Note: All RBC’s and PLATELETS are Leukoreduced, and CMV Safe 

       Cytomegalovirus Seronegative LRBC or Platelet   (Patient CMV status (required) ________________)  

      Irradiated Blood Products 

       Washed LRBC or Platelets (call transfusion service 16262 for required approval). 

      Other: ______________________________________________________________ 

 

6.   MEDICATIONS: Routine use of premedication is not recommended unless h/o transfusion reaction 
          Acetaminophen Tablet 650 mg PO prior to first unit. 

     DiphenhydrAMINE Capsule 25 mg PO prior to first unit 

           DiphenhydrAMINE Injection 25 mg IV (if unable to tolerate PO may give IV) prior to first unit. 

 

           Other: _________________________ 

   Furosemide Injection ________mg IV   before first unit of PRBC’s   

             after first unit of PRBC’s   

 

7. POST TRANSFUSION LABS:    Platelet count within 10-60 minutes 
                                             Hgb within ______ hours   In AM 
                                             INR within ____________ hours 

 

 

 
__________________________________________________________  Provider Number______________ 
Physician Signature/Title 
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