Livi8

AMBULATORY PRACTICE
SURGICAL SCHEDULING ORDERS

Patient Information
Date:

Surgeon(s): Perioperative Surgical Home

[JYes [INo

Patient Telephone STARS #: Date of Surgery: Time of Surgery:
- - / / :
Clinic Coordinator: Nurse: | Office Ext.: Fax #:
Height (cm): Weight (kg): VS: BP P Primary Care MD:
R
Allergies: | Reaction:

[] Patient Does Not Require Medical Clearance

[] Referral for Medical Evaluation [] Hospitalist Program Fax: 714.456.6429 H &P Source [] UCIrvine [ Outside [ UCI preop appt/time
[7] Other MD:  Name: Office Number: Appt. Date
[] Give Reasons: Clinical Staff Signature: Date/Time:

[ Primary Surgeon to provide orders and pre-operative work up

Physician Orders
[JUCrvine Lab  [] Outside Lab: [7] CBC w/diff [ ] Hgb/Het [JACT [JPT [JPTT [JBMP [JCMP [JUA []Urine C& []BHCG []UA Preg

] STAT OT&H Bleeding Questionaire Positive [ ] Yes []No See Pre Op Testing Guidelines

CIT&C units [JT&H units [] Directed Donor [] Autologous []BloodBank | [] EKG <6mo | X-Ray: [] Chest PAZLAT
Patient Acknowledgement of Specimen(s) Taken for Laboratory Testing Listed above:

Name (print): Signature: Date: Relationship to patient:

Diagnosis: 1CD10:

Surgical Procedure (as per informed consent): ["] Major surgery [] Minor surgery CPT:

Length of procedure cut/close: ________[Procedure part of IRB Protocol: []No []Yes IRB# [Bleeding Risk [JHigh [ ] Low

Prior Cardiac W/U [] [] Diagnostic Tests Results / Images Required in Procedure Area:

Anesthesia / Regional Services Requested: [T]Yes [JNo Specify anesthesia type: [General [ Epidural [IRegional CJMAG [JSpinal [JBier Block
Positioning: [] Supine [ Prone []Rt. Lateral [ ]Lt, Lateral ] Lithotomy []Allen Stirrups [] Candy Canes [ ] Other
Special Equipment or Supplies: []C-ARM [ Cell-Saver []10N Monitoring [ Prosthesis [0 Bone [ Tissue [ Ultrasound (] Laser:type
VTE Prophylaxis: []SCDs []TEDs [ Thigh High (preferred) [ Knee High

InPreop: [ |Enoxaparin.__________mgSubcutx1 [JHeparin__.._______ Units Subcutx1 [ ] Other
Cardiac Prophylaxis with Beta Blocker:  {Beta Blocker Criteria listed on back panel.)
Beta Blocker: orally with sips of water with pre-op meds | Prophylaxis is Not Indicated
PDI'O htyl?s)t(iig ;S"g:!iicateg ?r %?gig(lgrlt\rl]z:gv :ndBeitlﬁglgg(t:ﬁi%rprior to surgery [] Patient does NOT meet criteria for beta-blocker prophylaxis because patient is
atie y on beta- Yy and wi S i _ ; sari
[ Patient meets criteria and was prescribed a beta-blocker to take prior to surgery ;cl;efiéjlledkforhll%v¥ r|rsk Sl{lfjgz!’)é or ?on"AAA surgfhry W'th. <2 HCtRI .Cr(;t.e”?
[ Patient meets criteria, but beta-blocker NOT prescribed due to HR<55 or SBP<100 | ] Beta-blocker NOT prescribed due to allergy or other major contraindication
.ISf‘ glrjop;%axis_is /‘gd{calrjted tqr the patient is already on a beta-blocker and HR>65 and
>100 prior te induction: - — -
[ Give additional dose of IV metoprolol 2.5 -5 mg and repeat in 15 minutes to target HR 55-65, | REASONS: MUST check all that apply for prescribing Vancomycin:
Antibiotics: Antibiot T indicated [] Beta-lactam allergy
niibiotics: . LI Antibiotics not indicate [ Continuous inpatient stay > 24hrs prior to the principal procedure
L] Antibiotic dosage appropriate for weight per pharmacy T Known MRSA colonization
[[] MD aware of patient allergy. Proceed with ordered antibiotic. [ High risk due to acute inpatient care or LTC within past year
Adult Doses [_] Chronic wound care [7] Chronic dialysis
[] Gefazolin IVPB [ Prosthetic valve or vascular graft surgery
[ Gefoxitin IVPB (] Skin lesions concerning for possible community-acquired MRSA
[ Ampicillin [VPB [] Other reason:
(] Ampicillin/Sulbactam {VPB '
[ Clindamycin IVPB -+ Gentamycin IVPB (for pt. allergic to Penicillin) Vancomycin gm (15mg/kg up to 1.5gm rounded to nearest 250 mg) in DSW IVPB
™= E,'{';g‘;’,‘,‘gﬁ'?\,',‘;’g B; E,ﬁ'?gﬁf"”‘ac'“ VP8 (for pt. allergic to Penicillin [ Concentrated Vancomycin for craniotomy and CT surgery patients only
: i d[] Opqn Heart Surgery or [] Colorectal Surgery Eg:gggmxgm 1g5gg1n:r:nNﬁglig\évv\2 ?g(rJannl
[] Clindamycin L :
[ Gentamicin mg IVPB (1.8 - 2.5mg/kg) [C] Vancomycin 1.5 gm in NS\D5W 150mi
[ Ciprofioxacin 400mg IVPB (for pt. allergic to Penicillin) (NS for craniotomy patients. D5W for CT surgery patients.)
[ ] Metronidazole 500mg IVPB
] Other
Admission Requirements - JINNEIORUH | Type of Admission: [] Elective ["]Urgent [] Emergent | Estimated # of midnights

[ Inpatient (PRE & AM Admits) Rationale; [ ] Status post surgery, inpatient stay required for ongoing medical management
(] Outpatient Surgery / No Post Surgical Bed Needed [] Outpatient Surgery / Post Surgical Bed Required [ Isolation (give reason):

DISCHARGE PLACEMENT:  [] SNF/Rehab/HH [“]Home [] Unknown
Communication Notes:

MD/PA/NP Signature: Date/Time: . Attending MD Signature: Date/Time:

/é\;/4 qg?gmeorgaztéo?nmust indicate the specific date and time of entry and a signature complete with identify credential, title or classification.
eV U2-22-



| UC Irvine Health

PLASTIC SURGERY TISSUE

ORDER FORM
Date of Surgery Case Confirmation Number
Available Blood Bank Allograft (CPC tube to station 231)
Alloderm (RTU)Thick 6x16cm 6x12cm 8x16cm 4x7cm
Alloderm (RTU)Contour Medium
Cancellous Chips 15¢cc 30cc
Cancellous Crushed 15cc___ 30cc

Cellentra VCBM Viable Cell Bone Matrix 1cc 10cc 15¢cc

Flex HD Breast Kit Pliable 8x16cm (2 pieces)

Flex HD Pliable Breast 6x16cm  Flex HD Pliable Thick 8x16em

Flex HD Pliable 16 x 20cm

Flex HD Pliable Fenestrated ___ 8x16

Flex HD Pliable Fenestrated Breast Kit (2 of the 8X16)

Flex HD Thick (structural) 16x20cm Flex HD Thick (structural) _____ 20x20cm
Tendon (MTF) Semitendinosus L>26

Xenograft / Mesh (fax to OR Supplies X 7843)

Integra Wound Matrix Single Layer ___ 2x2” __ 4x5”

Integra Wound Matrix Bilayer 2x2" 4x5” 4x10” 8x10”

Integra Thin ax5" _ 4x10”

Ethicon Proceed Surgical Mesh _____15x20cm ____ 30x30cm ___ 10x15cm __ 7x15cm
Ethicon Prolene Mesh ____12x12” (30x30cm) Etihicon Ultra Pro ___15x15cm

4888

JEI

M

Ethicon Vicryl Mesh 12x12” (30x30cm)

Gore Bio A 9x15cm 8x8cm 20x20cm

Xen Matrix 15x20cm

Bard Ventrilex Hernia Patch 4.3cm 6.4cm 8cm

Bard Mesh 5x10cm 5x31cm 7x15cm 15x15cm 10x14cm

M.D. Name (print) M.D. Signature

Date/Time:

All documentation must indicate the specific date and time of entry and a signature complete with identifying credential, title or classification.

88674 (Rev 4-20-17)



Preoperative Testing Guidelines

Other
Urine Disease/
PREG | PT/PTT/INR CBC Type& | pyp EKG CXR Procedure
Screen (<6 MO) e
Test Specific
Studies
[ *(Consider |
Low IF positive M, F > 60
Bleeding bleedi
. eeding
Minor Risk questionnaire)
Surge High IAbnormal
Bleeding [ g ung exam
Risk
Low (] *(Consider | (] *(Consider O Active See
Bleedi IF positive IF positive M > 50 Pulmonary Appendix A
e(_a ing bleeding bleeding F > 60 process
Maijor Risk questionnaire) | questionnaire)
Blegdmg = = n Vascular
Risk thoracic
surgery
Diabetes, Hx of Renal
Failure, HTN, Patient [
on Diuretics
Reproductive Age I

*Note: If a patient is actively taking an antiplatelet drug (NSAIDs, ASA) up until the time of surgery, this may increase the risk
of bleeding regardless of results coagulation studies.

**Repeat if older then 6 months or recent change in clinical status, Optional for ALL Minor surgery procedures

PACEMAKER/AICD - Interrogation report < 6 MO required

Beta Blocker Criteria (Either #1 or #2 below)
1. AAA surgery
2. Patient is not having low-risk surgery and has two or more of the following Revised Cardiac Risk Index
(RCRI) criteria:
a. Intraabdominal (but not pelvic) surgery or high risk surgery (high risk surgeries are emergent surgery, AAA
or lower extremity vascular surgery, open craniotomy or cardiothoracic surgery)
b. CAD
c. CHF
d. TIA or CVA
e. DM requiring insulin
f. Plasma or Serum creatinine >2 mg/dL

MEDICAL CONDITIONS THAT WOULD NECESSITATE CLEARANCE BY HOSPITALIST/QUTSIDE NETWORK INTERNIST

Cardiovascular Neurological Endocrine
¢ Unstable or New Onset Angina e Myasthenia Gravis ¢ Hyperthyroidism uncontrolled on
e Congenital Heart Disease not followed medication Pheochromocytoma
* Severe Peripheral Vascular Disease not followed Hepatic
* Recent or Current CHF e Cirrhosis Cancer Related
e History of Heart Transplant ¢ History of Liver Transplant * History of Adriamycin or
e New onset Arrhythmias or changes on EKG Bleomygin in recent past
Renal
Pulmonary * Hemodialysis or peritoneal Dialysis Medications
* Asthma with active wheezing on exam ¢ History of Kidney Transplant Hematologic * On Coumadin or Thrombolytic
* Severe Pulmonary Disease * History of a bleeding disorder Therapy

* Shortness of Breath with minimal exertion




UC Irvine Health

PREOPERATIVE ANESTHESIA

SCREENING
DOB: / / Age: Gender: M [JF Wt lb. Ht: in.
EmailAddress:
Primary MD: Last Visit: Surgeon:
Previous Surgery at UC Irvine Health? (OY [N Besttimeto call: Best number to reach you ( )
Best time for Pre Op Visit: Pre Op Phone interview:

Will you be arriving from out of the area? [OY

ON If yes, from where?

Patient Questionnaire

Please answer the following YES or NO questions to the best of your ability. If you are unsure, or have comments,
please note the question in the comments at the end of each section.

CARDIOVASCULAR YES NO Year |HEMATOLOGIC/ONCOLOGIC/ YES NO Year |ENDOCRINE YES NO Year
High Blood Pressure (1 O ____ |INFECTIOUS %ilabejtgsD. 0o O
“Heart Attack 2 0 |anemia O O |7aken Storoids nthe —
- .
Angina/chest pain U O Isickle Cell disease O O _ |pastyear O o
Hearéfggass surgery g E —— [Blood clots in legs or lungs O O Comments:
*Stents O O H!V 0O —
*Pacemaker or Defibrillator [] ] History of Cancer 1O |MUSCULOSKELETAL YES NO Year
*If "YES," obtain pacemaker interrogation |!f Yes, Type of Gancer Arthritis oo ___
. . Locati Rheumatoid oo
Congestive Heart Failure/ ocaton
N Neck, Back Arm, Leg
Fluid in lungs 0O O Chemotherapy U O — |problems? O o
Palpitations/Irreguiar When Herniated disc O O
heartbeat O O _— |Type Comments:
Heart murmur U 0O [Radiation therapy 0O O
3gx°o‘;t§’$rc'se 0o NEUROPSYCHIATRY YES NO Year
Type? : GASTROINTESTINAL YES NO Year |[*Stroke o O
? o ) Seizure o d _
Comments: AIc'ohohc liver disease [ I Fainting 0O o
ACId Reﬂux I:l D —_— Dizziness [:l |:|
Heartburn o O Headache O
PULMONARY YES NO Year |Hepatitis oo _ Rg%@s‘o” g E —
Abnormal Chest X-ray O O Jaundice oo Psychiatric Care oo
Asthma O O ____ |Alcoholuse [ Comments:
Bronchitis o O Amount:
Emphysema O O Recreational drugs 0o *FOR PEDIATRIC PATIENTS ONLY*
*Recent Respiratory Infection YES NO
(within last 4 weeks) O O Was child born prematurely 0o o
j————— *Shortness of Breath with URINARY/REPRODUCTIVE YES NO Year I YES’ how many weeks premature
——— . - Urinary/Kidney disease O O _  |werethey
=== Exertion/Activity O 0 —— | piaivsis - Problems noted at birth 0o
====  |*Canyoulayflatonyourback O O ¥ — |If YES, please explain:
— S]eep Apnea o O *Hemodialysis o o '
E__ 0 Snoring *Peritoneal Dialysis O 0 [
— I Tired If Female, could you be PRIOR SURGERY
— [ Observed Stop Breathing pregnant O O Surgery: -
——— {1 CPAP use at home Date of last menstrual period: -
Current Cough o o Complcations:
. .
p‘r’:(‘l‘f:ﬁ"(‘)’:“ mucous - NEUROMUSCULAR DISEASE  YES NO Year |surgery.
— Date
Have you ever smoked o O ALS b b Complications:
How many years Muscular Dystropy oo __ '
Pulmonary Embolism oo Multiple Sclerosis o oo SurgerY:
Oxygen/Ventilator Use | Parkinsons o o [PueEw Date
Comments: Guillain - Barre OO Complications:
Other 0o 0

All documentation must indicate the specific date and time of entry and a signature complete with identifying credential, title or classification.
Please complete BOTH pages

88377 (Rev 3-17-14)




UC Irvine Health

PREOPERATIVE ANESTHESIA
SCREENING

Please provide the following information so we may contact your other physicians if necessary:

Primary MD Name: Phone No: Address:
Cardiologist Name: Phone No: Address:
Other Provider Name: Phone No: Address:
Patient Questionnaire

1. Do you have any personal history of anesthetic complications YES NO

If YES, please explain:
2. Is there a family history of anesthetic complications YES NO

If YES, please explain:

BLOOD

1. Do you have any reason why you would refuse blood or blood products YES NO

If YES, please explain:
2. Do you have an Advance Directive YES NO

If YES, please explain:

Bleeding Questionnaire (Yes/No marked on order) (POSITIVE = ONE YES)
YES NO

Have you had abnormal bleeding following: Dental extractions? Major/minor operations? Major/minor injuries?

Do you have trouble with any of the following: Easy bruising (bigger than 2 inches)? Frequent nose bleeds? Abnormal heavy menstrual
periods? Bleeding into joints or muscles? Oozing a long time from cuts or scrapes?

Have you ever needed a blood transfusion for unexpected or heavy bleeding after a surgical procedure?

Is there any family history of abnormal bleeding?

Do you currently take any sort of anticoagulant (blood thinner) medication? (Coumadin, Lovenox, Pradaxa, etc.)

| MEDICATIONS bose Frequency Allergies Reaction
(include over-the-counter and herbal) (list all)

[J1 do not take medication (1 do not take medication
1, 1,

2. 2.

3. 3.

4. 4.

5. 5.

6. 6.

7. 7.

8. 8.

Office Staff: Medications Updated in Quest on: 9.

Do you have any comments or concerns you would like to share with our staff? YES NO
You may receive a phone call from the Anesthesia Department based on your medical history.

PATIENT or GUARDIAN (PRINT NAME): SIGNATURE DATE
X

**QFFICE USE ONLY***

QUESTIONNAIRE REVIEWED BY: NAME/TITLE: DATE:

Please complete BOTH pages
88377 (Rev 3-17-14)



UC Irvine Health

PRUEBA PROPERATORIA
—_ DE ANESTESIA
FE),N;,-W——/ e+ e Qénerc: OoM OF Peso: Jb. Estatura: _‘fA,_«,_,,A,\puig.
Cotrep Electrs sl o s ' : e e
Médico primario: " Ultima visita: Cirujano:
(Cirugia anteriorentUCIMC? ([0S [ON Horamasconveniente parallamar: Niimero mds conveniente parallarmar ( )

Hora mas conveniente para visita preoperatoria:

(legara usted de fueradel drea? [0S [N

Si responde si, ¢de donde?

Entrevista telefénica preoperatoria:

Cuestionario del paciente

Sirvase contestar las siguientes preguntas Si o NO lo mejor que pueda. Si no esta segurofa), o tiene algin comentario,
utilice e! area de Comentarios al final de cada seccion.

CARDIOVASCULAR SI NO Afio |HEMATGLOGICO/ONGOLGGICO S| NO Afo |ENDOCRINO Si NO Ano
Presion arterial elevada 0Ooad INFECCIOSO Diabetes oo
*Ataque al corazén oo Anemia oo Enfermedad de la tircides oo
~ |*Angina/dolor de pecho oo Anemia falciforme 0o Confumié estercides- durante
" |Cirugfa de bypass de corazén 0O B |Coagulos de sangre en el afio pasado oo____
“|Cirugfa de bypass de injerto de piemas o pulmones 0o Comentarios:
fgtfrié:scoronaria S S —|Virus de la inmunodeficiencia
en ) ———|humana (VIH) - . oo i q ii
*Marcapasos o defibrilador” O U —ITiene antecedentes de cancer oo :ﬂrl;isti(;ULOES UELETAL SDI NE? Ao
*Si responde "SI*, nicie el protacalo de Si es Si, indique el tipo de cancer Reumatoide 0o
marcapasos ) Lugar Problemas de cuello, espalda,
Insuficiencia cardiaca congestiva/ Quimioterapia ala brazos, plemas a0
Liguido en los pulmones 0o Cusndo " |Disco hemniado oa -
Palpitaciones/Latidos irregulares oo___ Tipo Comentarios:
Soplo en & corazén oo Tera W oo
Hace ejercicios oo E—
¢Con cuanta frecuencia? CASTROINTESTINAL Si NO Afo [NEUROPSIQUIATRIA Si NO Aiio
¢Tipo? TR 9 \*perrame cerebral 0o
Comentarios: Enfer_me'de}d hepatica afcohdiica 00— |convulsion a0
Reflujo acido 00 Desmayo oo
Acidez estomacal 0a Mareo 0o
PULMONAR si N0 Aifio Hepatitis O O ____{Dolor de cabeza oo
Radiografia de tdrax anormal OoQa Ictericia 0 O ______|Depresién oo___
Asma OO Uso de alcohol 0 ad Ansiedad oo
Brongquitis 0O O _|Cantidad: Cuidado psiguiatrico oo_
Enfisema {1 OO ______|Droga/farmaco recreacional ao Comentarios:
*Infeccidn respiratoria reciente
(durante las pasadas 4 semanas) 00 OJ ____ |URINARIO/REPRODUCTIVO si NO Afio | “PARA PACIENTES PEDIATRICOS SOLAMENTE* KTR%OSSOLA!VIiENTP
*Falta de aliento por Enfermedad urinaria/renal oo Naci6 su hijofa) prematuro(a) é NE?
Esfuerzo/Actividad 0 O *Dialisis O O _—__|Siresponde SI, de cuantas
*Puede acostarse boca amiba oo *Hemodialisis ao semanas
Apnea del suefio 0 O —|*pialisis peritoneal 0o Probtemas observadas aj nacer o o
0 Ronquidqs Si es mujer, podria estar Si responde SI, explique:
DCansapcno oL embarazada ] S
S ﬁﬁ?&?&f ('12 f:ﬁ'; - st Fecha de su dltimo periodo CIRUGIAS PREVIAS
I X N
continua en las vias respiratorias (CPAP) menstrual: Cirugia: vy
I‘;ﬁ:‘;‘;’:’m duccion de esputlo g g —— | ENFERMEDAD NEUROMUSCULAR  Si NO Afig | Complicaciones:
Fuma oo E§clerosis Lateral Amiotrdfica (ELA) O 0O ____ [Cirugia:
Hace cuéntos afios Dlstrofla_musFt{lar oo Complicacianes- Fee
Embolismo pulmonar o g |Bsclerosis milliple S i
Uso de oxigeno/ventilador médico  [J 1 ___|Enfermedad de Parkinson LU —— leiugia:
Comentarios: Sindrome de Guillain - Barre oad Fecha
Otro oo Complicaciones:

Toda la documentacion debe indicar la fecha-especifica y-fa-hora de-entrada y-una firma con-su-respectiva credencial, cargo-o-clasificacion
’ Sirvase llenar AMBAS paginas

88377 (Rev 3-17-14)




UC Irvine Health

PRUEBA PROPERATORIA
DE ANESTESIA

= por tavor la informacion siguiente “asi “gue podemos contaciar a sus ots

S BTEESTIETeSaC Fror

Nombre de su MPC: Teléfono: Direccidn:
Nombre de su Cardidlogo: Teléfono: Direccion:
Nombre de otro proveedor: Teléfono: Direccion:
GUESTIONARIO DEL PACIENTE
1. Tiene usted algiin historial personal de complicaciones durante la anestesia si NO
Si responde Sl, expligue cual:
2. Existe historial familiar de complicaciones anestésicas , si RO
Si responde S, explique cudl:
SANGRE
1. Existe alguna razén por fa que usted rehusaria al uso de sangre o productos sanguineos si NO
Si respende Si, explique cual: i
2. Tiene usted una Directiva Anticipada Sl ND
Si responde S, expligue cual:
Cuestionario sobre hemorragias (Si/No, sequn to marcado en la descripcion) (POSITIVO = UN Si)
si | NO :
;Ha tenido hemorragias anormales luego de: exiracciones dentales? ;Cirugias mayores/menores? ;| esiones mayores/menores?
;Tiene problemas con lo siguiente?: ;Se amorotona facilmente (hematomas mas grandes que 2 pulgadas)? ;Le sangra la nariz con frecuencia?
¢Tiene periodos menstruales abundantes anormales? ;Le sangran fas articulaciones o los mitsculos? ;Secreta durante mucho tiempo debido a
un corte o raspén?
¢Mguna vez necesitd una transfusién sanguinea debido a una hemorragia inesperada o intensa luego de un procedimiento quirirgico?
¢ Existen antecedentes de hemorragias anormales en la familia?
¢Actualmente toma algtin tipo de anticoagulante (adelgazantes de la sangre)? {Coumadin, Lovenoy, Pradaxa, efc.)
, MEDICAM,ENTOS i Dosis Frecuencia ALFRGIAS Reaccion
{incluya medicamentos sin receta y herbarios} (enumérelas todas)
1 No tomo medicamentos 1 No tomo medicamentos
1. 1.
2. 2.
3. 3.
4. 4.
5. 5.
5. 6.
7. 7.
8. B.
Personal de Oficina: Medicamentos actualizados: 9.
Tiene usted algiin comentario o preocupacién que desearia compartir con nuestro personal? Si  NO
Es posible que reciba una llamada del Departamento de Anestesia basado en su historial médico.
PACIENTE o CUSTODIO (ESCRIBA ENLETRA DE IMPRENTA): . "FWM FECHA:
X
“*<50L 0 PARA USO GRCIAL™*
CUESTIONARIO REVISADD POR: NOMBRE/CARGD: FeCHA:

Sirvase llenar AMBAS paginas

88377 (Rev 3-17-14)



Preop Medication Instructions
Antihypertensives
ACEI/ARBS: only continue if this is the only antihypertensive medication patient is on
Beta Blockers: continue
Calcium Channel blockers: continue
Diuretics: Thiazides & loop acting such as Furosemide: continue
Diabetes medications
Metformin and other oral meds: Hold on day of procedure
Non-Insulin Injectable meds such as Victoza: Hold on day of procedure
Long acting insulin

- Once daily
o Evening: continue unless instructed otherwise by hospitalist, PCP, or endocrinologist
o Morning: continue unless instructed otherwise by hospitalist, PCP, or
endocrinologist
- Twice daily: continue unless instructed otherwise by hospitalist, PCP, or endocrinologist
Combo insulin
- Once daily
o Evening: Continue the night before procedure
o Morning: Hold on day of procedure
- Twice daily: Hold on day of procedure

Short acting insulin: Hold on day of procedure

Insulin pump: continue basal rate as instructed by physician managing it
Anti-coagulants

ASA: as directed by managing PCP/physician, cardiologist, neurologist or surgeon
Warfarin: as directed by managing PCP/physician, cardiologist, neurologist or surgeon

ADP receptor inhibitors like Clopidogre! (Plavix): as directed by managing PCP/physician, cardiologist,
neurologist or surgeon

Direct thrombin inhibitors like Dabigatran (Pradaxa): as directed by managing PCP/physician,
cardiologist, neurologist or surgeon




Direct Xa inhibitors like Rivaroxaban (Xaralto), Apixaban (Eliquis): as directed by managing
PCP/physician, cardiologist, neurologist or surgeon

Lovenox/Heparin: as directed by managing PCP/physician, cardiologist, neurologist or surgeon
NSAIDS:

- Short acting: Hold 1 day prior to procedure
- Intermediate acting: Hold 3 days prior to procedure
- Long acting like Meloxicam: Hold 10 days prior to procedure

Pain management/addiction

- Suboxone: Hold 3 days prior to procedure
Muitivitamins: Hold on day of procedure unless directed otherwise by surgeon or PCP.
Rheumatological Meds:

- DMARDS such as Hydroxychloroquine, Methetrexate, etc: Continue without stopping

- Biologics such as Humira: Direct patients to see their Rheumatologist or the hospitalist group.
Each biologic has its own suggested pre and post cessation period. Also the severity of disease
would influence the recommendations.

NPO instructions for adults
- Solids: 8 hours prior to coming in for procedure
- Milk: 6 hours prior to coming in for procedure
- Clear liquids: 2 hours prior to coming in for procedure

GHEI Ophthalmology Preop Tests
- Cataracts: no EKG, no labs
- Corneal transplant, Trabeculectomy, low risk surgery: No labs unless indicated; Obtain EKG for
BOTH male and female 60yrs and older if none present within 6 months
- Cataracts PLUS Corneal transplant, Trabeculectomy: No labs unless indicated; Obtain EKG for
BOTH male and female 60yrs and older if none present within 6 months

EKG Testing Guidelines:
- Minor (Low) risk surgery: hoth male and female 60yrs and older
- Major (Intermediate and High) risk surgery: Males 50yrs and older; Females 60yrs and older




Fasting Guidelines (NPO Guidelines)

Adults

e No SOLID food after midnight (regardless of time of surgery)

e Liberal clear liquids (apple juice, water, fruit juices without pulp (no
orange juice), clear soup broths such as 99% fat free chicken, beef, or
vegetable only, clear tea, black coffee) up to 4 hours before surgery
time.

Children

» 8 hours prior to surgery time may have solids

e 6 hours: infant formula
e 4 hours: breast milk
e 2 hours: clear liquids

Diabetic Patients

o PLEASE SCHEDULE ELECTIVE CASES AS EARLY IN THE MORNING
AS POSSIBLE FOR ALL DIABETICS |

» No SOLID food after midnight regardless of fime of surgeryt

e Clear liquids (apple juice, water, fruit juices without pulp (no orange
juice), clear soup broths such as 99% fat free chicken, beef, or vegetable
only, clear tea, black coffee) up to 4 hours before surgery time.

= Monitor Blood sugar level at home at least once prior to arrival to UC
Irvine for an afternoon surgery.

= REGARDLESS of surgery time, if feeling HYPOGLYCEMIC or Blood sugar
level is less than 80, treat with APPLE JUICE and recheck blood sugar
level within 30 minutes of having apple juice.

Please note: gum, candies, and breath mints are included in the NPO guidelines and should
NOT be consumed within the fasting time spanl

Center for Perioperative Care (CPC) -~ March 2015
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UC Irvine Health

CONSENT FOR OPERATION/PROCEDURES OR
RENDERING OF OTHER MEDICAL SERVICES

1.

[\

I hereby authorize and direct M.D. to perform the following operations or

medical procedures upon the patient named above:

Name or description of operation(s) or procedure(s)

I hereby authorize and direct the above named surgeon to provide or arrange for the provisions of such additional services
as he/she or they may deem necessary or advisable, including but not limited to the administration and maintenance of
anesthesia and the performance of services involving pathology and radiology, and I hereby consent thereto.

The University of California, Irvine Healthcare is a research institution. I understand that any data or specimen(s)
obtained during any examination, treatment, or procedure, including any laboratory or surgical procedure, of the patient
may be used in research which may or may not be related to the patient’s treatment or condition. Specimen means and
includes, without limitation, any organ, tissue, bone or other bodily fluids of any kind. I further understand that the
patient has no property or ownership interest in such specimen(s) or data and no right or entitlement in any research
or research product using or derived from the specimen(s). I further authorize the pathologist to use his/her discretion
in the disposition or use of any member, organ, or other tissue removed from my person during the operation(s) or
procedure(s) identified above.

My physician does not have any independent financial or research interest in the procedure/treatment, other than usual
or customary, unless checked below.
[] My physician has informed me he/she does have independent financial or research interest in this procedure/treatment.

T understand that there may be a healthcare industry manufacturer’s representative present during the procedure/treatment
and I consent to this, at the discretion and approval of my physician and hospital, unless checked below.
[ ] Ido not consent to the presence of any healthcare industry manufacturer’s representative.

The University of California is a teaching institution, T understand that Fellows and Residents, acting under the supervision
of the primary surgeon/practitioner, may be performing important procedural tasks related to this surgery or procedure in
accordance with hospital policy and based upon their skill set. These tasks may include but are not limited to: opening/
closing, harvesting grafts, dissecting tissue, removing tissue, transplanting tissue, implanting devices and placing
monitoring or invasive lines.

[] I also understand that qualified medical practitioners, who are not physicians (e.g. Physician’s Assistants), may also
be performing important procedural tasks that are within their scope of practice as determined by California state law and
regulation and for which they have been granted privileges by the University of California, Irvine Healthcare.

All documentation must indicate the specific date and time of entry and a signature complete with identifying credential, title or classification.
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The nature and purpose of the operation or medical procedure has been explained by a member of the procedure team. The
risks, complications, and expected benefits of such operation and/or medical procedure and/or sedation (if applicable) have
also been explained. The therapeutic alternatives to the operation and/or medical procedure and/or sedation (if applicable)
and their risks and benefits have been explained. No warranty or guarantee has been made as to the result or cure.

Date Time

Signature of Patient/Patient’s Representative

M.D.

Relationship of Representative to Patient Resident Physician Providing Information (Signature) Date

Resident Physician Providing Information (Printed Name)

Date Time

Signature of Witness or Interpreter

MD.

Attending Physician (Signature) Date Time

Attending Physician (Printed Name)

_ "ARE REFERENC
(BE&&S@ che@;{ 3{};}1‘@;}{1{1@ box{ss

1. If the patient is a MINOR, the parent or guardian must sign as “Patient’s Representative” unless the pauent 1s legally
permitted to sign.

[®]

If the patient is LEGALLY INCOMPETENT, the court approved guardian or conservator must sign as the “Pauent’s
Representative”

3. If the patient reads no English, Spanish, or Vietnamese, an interpreter shall read this form to the patient. The patient and
the interpreter shall sign at the end of Section I and the interpreter shall indicate the language used:

4. If the patient is PHYSICALLY INCAPABLE OF SIGNING, then:
a. If the patient can make a mark, the patient should do so, witnessed by a University employee, or
b. If the patient is physically incapable of signing, a University employee, and when possible, the patient’s spouse
or next of kin, should sign in witness of the patient’s having given verbal consent.
In either case, an Employee-Witness or interpreter will sign as Witness and write in the reason in the space provided:

5. If the person having legal capacity to consent for the patient is not otherwise available, consent for medical or surgical
treatment has been obtained by telephone. Note (telephonic) next to patient’s representative’s name.

6.  THIS IS AN EMERGENCY. , MLD.
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IR R

UNIVERSITY of CALIFORNIA - [RVINE
HEAITHCARE
CONSENTIMIENTO DE OPERACION/

PROCEDIMIENTOS O PARA PRESTAR
OTROS SERVICIOS MEDICOS

SECCION I: - EICIRUJANO U OTRO MEDICO

1. Porelpresente le autorizo e indico a M.D. que realice las siguientes operaciones
o procedimientos médicos en el paciente que aparece identificado arriba:

Nombre o descripcion de las operaciones o procedimientos

2. Por el presente autorizo e indico al cirujano nombrado mas arriba a que proporcione o haga los arreglos para que se me .
proporcionen los servicios adicionales que él o ella considere necesarios o aconsejables, incluyendo, sin limitacion, la
administracion y el mantenimiento de anestesia y la realizacion de servicios que involucren patologia y radiologia, y por
el presente consiento a todo esto.

3. University of California, Irvine Healthcare es una institucion de investigacion. Entiendo que toda informacién o muestra
obtenida durante cualquier examen, tratamiento o procedimiento, incluyendo todo procedimiento de laboratorio o
quirtrgico, del paciente podra ser utilizada en investigaciones que podrian estar o no relacionadas con el tratamiento o
la condicién del paciente. Muestra, significa e incluye, sin limitacion, cualquier 6rgano, tejido, hueso u otros fluidos del
cuerpo de cualquier tipo. Ademas entiendo que el paciente no tiene ningtn interés de propiedad sobre tales muestras o
datos ni ningn derecho o legitimacion a cualquier investigacion o producto de investigacion derivado de o que utilice
la muestra(s). Ademas autorizo al patdlogo para que use su discrecion en el desechamiento o uso de cualquier miembro,
6rgano u otro tejido extraido de mi cuerpo durante las operaciones o los procedimientos identificados més arriba.

4.  Mimédico no tiene ningin interés independiente de investigacion o financiero sobre el procedimiento o el tratamiento,
otro que el usual o tradicional, a menos que se marque la casilla a continuacién.
[ ] Mimédico me hainformado que ¢l o ella i tiene un interés independiente de investigacion o financiero sobre este procedimiento
o tratamiento.

5.  Entiendo que un representante de un fabricante de la industria de la salud podria estar presente durante el procedimiento
o tratamiento y yo consiento a esto, a la discrecion y aprobacion de mi médico y hospital, a menos que se marque la
casilla a continuacién.

[ ] No consiento a la presencia de ningtin representante de cualquier fabricante de la industria de la salud.

6.  University of California es una institucion educativa. Entiendo que los Miembros y Residentes, actuando bajo la
supervision del médico o cirujano principal, podrian estar realizando importantes tareas de procedimiento relacionadas
con esta cirugfa o procedimiento de acuerdo con la politica del hospital en base a sus conocimientos y destrezas. Estas
tareas pueden incluir, pero no se limitan a: aperturas y cierres, obtencion de tejidos, diseccion de tejidos, extraccion de
tejidos, transplante de tejidos, implantacién de dispositivos y colocacién de lineas invasivas o de monitoreo.

[ ] También entiendo que otro personal médico calificado, que no son médicos (por ejemplo, asistentes de médicos), también
podria estar realizando importantes tareas de procedimiento que estdn dentro del alcance de su practica segin como lo
determinan las leyes y reglamentos del estado de California y para las cuales University of California, Irvine Healthcare les
ha otorgado privilegios '
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SECCION II: DECLARACION DEL MEDICO SOBRE RIESGOS Y COMPLICACIONES INFORMADOS

‘nmiembro del equipo del procedimiento me ha explicado la naturaleza y el propésito de la operacién o procedimiento médico.

- \bién me han explicado los riesgos, complicaciones y beneficios esperados de tal operacién y/o procedimiento médico
v sedaci6n (si aplica). También me han explicado las alternativas terapéuticas a la operacion y/o procedimiento médico y/o
:dacion (si aplica), y sus riesgos y beneficios. El resultado o la curacién no se garantiza.

Fecha Hora

rma del paciente o del Representante del paciente

M.D.

slacién del representante con el paciente M¢édico residente que provee la informacidén (Firma) Fecha

Meédico residente que proves la informacién (Nombre impreso)

Fecha Hora

rma del testigo o intérprete

M.D.

Médico a cargo (Firma) - Fecha Hora

Meédico a cargo (Nombre impreso)

CCION 1I1: LOS REQUISIT OS DE FIRMA EXCEPCIONAL SE CITAN A CONT]NUACION
' Por favor marque la casilla(s) apropiada(s)

Siel paciente es MENOR DE EDAD, el padre o su custodio debera firmar como “Representante del paciente” a menos
que el paciente esté legalmente autorizado para firmar.

Si el paciente esta LEGALMENTE INCAPACITADO, el conservador o custodio aprobado por la corte debera firmar
como el “Representante del paciente”.

Si el paciente no puede leer en inglés, espafiol o vietnamés, un intérprete deberd leerle este formulario al paciente.
El paciente -y el intérprete deberan firmar al final de la Seccién Il y el intérprete debera indicar el idioma utilizado:

Si el paciente es FISICAMENTE INCAPAZ DE FIRMAR, entonces:

a.  Si el paciente puede hacer una marca, entonces debe hacerlo, en presencia de un empleado de la Universidad, como
testigo, o

b.  Siel paciente es fisicamente incapaz de firmar, un empleado de la Universidad, y cuando sea posible, el conyuge del
paciente o un pariente, deberd firmar como testigo de que el paciente ha dado su consentimiento verbal.

En cualquiera de los dos casos, un Empleado-Testigo o un interprete firmara como testigo y escribird la razén en el espacio

suministrado:

Si la persona con capacidad legal para consentir por el paciente no esta disponible, se puede obtener por teléfono el
consentimiento para el tratamiento médico o quirtrgico. Anote (telefénico) al lado del nombre del representante del
paciente.

ESTO ES UNA EMERGENCIA. , ML.D.
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UC Irvine Health

BLOOD TRANSFUSION:
OPTIONS/REFUSAL & CONSENT

SECTION 1: ACKNOWLEDGEMENT

My signature below indicates that: (1) | have received a copy of the Department of Health Services brochure If You
Need Blood: A Patient’s Guide to Blood Transfusions, (2) | have received information concerning the risks and benefits
of blood transfusion and of any alternative therapies; (3) | have had the opportunity to discuss this matter with my
physician, including pre-donation, and (4) subject to any special instructions listed on the reverse side, | consent
below to such blood transfusions as my physician may order.

SECTION II: PATIENT INFORMED OF RISKS AND COMPLICATIONS

1. 1have been informed that in the course of my medical treatment, | may need a transfusion of blood and/or blood
products in the interest of my health and medical care. The transfusion may consist of whole blood, red blood
cells, plasma, platelets, or other human blood products.

2. | understand that there are risks associated with transfusion of blood and certain blood products even though
all donors are asked about their personal and medical history and their donated blood is tested by laboratory
analysis. This analysis includes tests for unexpected red cell antibodies, syphilis, hepatitis viruses, HIV (the virus
causing AIDS), HTLV and other viruses. | understand that tests cannot completely eliminate the risk of possible
infection or adverse reaction.

| SECTION IHl: REFUSAL/REDUCTION OF BLOOD PRODUCTS (see page 2 for explanations and signature)

(1 EMERGENCY (to be checked by physician when patient is unable to consent)

SIGNATURE OF WITNESS OR INTERPRETER

Date Time
SIGNATURE OF PATIENT/PATIENT’S REPRESENTATIVE
RELATIONSHIP OF REPRESENTATIVE TQ PATIENT
E— Date
== PHYSICIAN PROVIDING INFORMATION
— Date Time

All documentation must indicate the specific date and time of entry and a signature complete with identifying credential, title or classification.
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UC Irvine Health

BLOOD TRANSFUSION:
OPTIONS/REFUSAL & CONSENT

SECTION 1ll: REFUSAL OF BLOOD PRODUCTS

Choose appropriate category:

[[] Category One: | hereby notify and instruct hospital that | DO NOT WISH ANY TRANSFUSION of whole blood, red
blood cells, white blood cells, platelets, or plasma to be used in my medical treatment. My physician has discussed
the risks, benefits and alternatives of blood fransfusions and/or the refusal of blood products. | fully understand the
information presented, however, after receiving all of this information, | request that no blood or blood derivatives
be administered to me. | understand the risks of not receiving blood, including death. | release the hospital and
its personnel from any responsibility and liability for personal injury, damage or death that | may suffer which may
result from my decision 1o refuse blood or blood products. '

[ ] Category Two: | hereby notify and instruct hospital that | WISH T0 REDUCE MY EXPOSURE TO BLOOD
TRANSFUSION. | request that methods be employed to conserve and maximize my own blood supply (if determined
critically necessary). | understand that this approach to patient care will reduce, but may not completely eliminate
the need for blood therapy at some future point in my medical care. | release the hospital and its personnel from
any responsibility and liability for personal injury, damage or death that | may suffer which may result from my
decision to reduce my exposure to blood products.

The following alternatives to blood transfusions are acceptable to me (please check and initial any/all that apply):

[1 ______ Albumin [J ___ Cryoprecipitate
[ 1 ____ Erythropoietin (contains albumin) [] __ Dialysis/heart lung equipment
(1 ______ Recombinant clotting factors ] Acute normovolemic hemodilution
[] ____ Closed circuit intraoperative/postoperative blood salvage (“Cell Saver”)
[J __ Plasma derived purified clotting factors [] _____ Immunoglobulins (Rh immune globulin, gamma globulin, etc)
L] Other
Date Time

SIGNATURE OF PATIENT/PATIENT'S REPRESENTATIVE

RELATIONSHIP OF REPRESENTATIVE TO PATIENT

Date
PHYSICIAN PROVIDING INFORMATION

Date Time

SIGNATURE OF WITNESS OR INTERPRETER
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TRANSFUS!@N DE SANGRE: OPCIONES/
RECHAZO Y CONSENTIMIENTO

SECCION I: ACEPTACION:

Mi firma abajo indica que: (1) He recibido de parte del Departamento de Servicios de Salud (Depariment of Health
Services) una copia del follsto “If You Need Blood” (Si necesita sangre): Una Guia sabre transfusiones de sangre
para el paciente, (2) he recibido informacion relacionada con los riesgos y beneficios asociados a la transfusion de
sangre v a cualguier terapia alternativa; (3) he tenido la posibilidad de discutir este asunto con mi médico, incluso la
donacion previa v, (4) sujeto a cualquier indicacion especial que se enumera en el reverso, a continuacién otorgo mi
consentimiento para dicha transfusion de sangre, segtn lo indigue mi médico.

SECCION it PACIENTE INFORMADO ACERCA DE LOS RIESGOS Y LAS COMPLIGACIONES

1. Seme ha informado que en el curso de mi iratamiento médico puedo necesitar una transfusién de sangre y/0
nemoderivados en beneficio de i salud v atencién médica. La transfusion puede ser de sangre completa,
glbulos rojos, plasma, plaguetas v oiros hemoderivados humanos.

na

Comprendo que existen riesgos asociados a la fransfusion de sangre v a clerlos hemoderivades, si bien se han
solicitado los antecedentes personales y médicos de todos los donantes y su sangre se somete a un analisis

de lahoratorio. Dicho andlisis incluye prughas para detectar la presencia inesperada de anticuerpos contra los
gléhulos rojos, sffilis, el virus de fa hepatitis, ef VIH (el virus que causa sl SIDA), el virus linfotrdpico de células T
humano (HTLY) v otros virus. Entiendo que Jas pruebas no eliminan en absoluto el riesgo de confraer una posible
infeccion o de una reaccion adversa.

SECCION 1il: RECHAZO/REDUCCION DE LOS HEMODERIVADOS (ve
estampar la firma)

=

nagina 2 para obiener explicaciones y

[ EMERGENCIA (s médico debe marcar cuando en paciente no sea capaz de dar su consentimieinic).

Fecha Hora
HRN’IA DEL PACIENTE/REPRESENTANTE DEL PACIENTE
RELACION DEL RFPRESENTANTE CON EL PACIENTE

Fecha
MEDICO QUE PROPORCIONA LA INFORMACION

Fecha Hora

FIRMA DEL TESTIGO O DEL INTERPRETE

All documentation must indicate the specific date and time of entry and a signature complete with identifying credential, title or classification.
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TRANSFUSION DE SANGRE: OPCIONES/ _
RECHAZO Y CONSENTIMIENTO

SECCION 1il: RECHAZO A RECIBIR HEMODERIVADOS

Elija la categoria apropiada:

[ 1 Categoria uno: Por medio del presente documento, notifico e instruyo al hospital acerca de que NG DESEQ

RECIBIR NINGUNA TRANSFUSIGN de sangre completa, glébulos rojos, gldbulos blancos, plaguetas o plasma para
gue se use en mi tratamiento. Mi médico me ha comentado los riesgos, heneficios y alternativas a las transfusiones
de sangre y/o acerca de una negativa a recibir hemoderivados. Comprendo plenamente la informacion que se

me presenta, no obstante, luego de recibir toda esta informacion solicito que no se me adminisiren sangre ni
hemoderivados de ningtn tipo. Entiendo los riesgos de no recibir sangre, incluso el riesgo de muerte. Eximo al
hospital v a su personal de toda responsabilidad y obligacion por lesiones, dafios a mi persona o fallecimiento que

pueda sufrir, como resultado de mi decisién de rechazar la administracién de sangre o hemoderivados.

[ Categoria dos: Por medio del presente documento, notifico g instruyo al hospital acerca de que DESEQ REDUCIR
[l EXPOSION A UNA TRANSFUSION DE SANGRE. Soiicito gue se empleen métodos para consarvar v optimizar mi
propio suministro de sangre (si se determina que es criticamente necesario). Comprendo que este enfogue hacia
la atencion del paciente reducird, si bien no elimina en su totalidad, la necesidad de una terapia con sangre en un
futuro en mi atencién médica. Libero al hospital y a su personal de toda responsabilidad y obligacion por lesiones,
dafios a mi persona o fallecimiento que pueda sufrir, como. resultado de mi decision de reducir mi exposicion a los

hemoderivados.

Las siguientes alternativas a las transfusiones de sangre me parecen aceptables (por favor, marque y coloque sus

iniciales en cualquiera/todas las que correspondan); ‘
Crioprecipitado

] _____ Albimina []
(] ______ Eritropoyetina (contiene alblmina) [1 ____ Dialisis/equipo cardiopulmonar
] Factores de coagulacion recombinantes L] Hemodilucién normovolémica aguda
L] Recuperacion de sangre intraoperatoria/posoperatoria por circuito cerrado
(“Recuperador de células sanguineas”)
[ 1 _____ Factores de coagulacién purificados (] Inmunoglobulinas (Inmunoglobulina Rh,
derivados del plasma gammaglobulina, etc.)
L Otros
Fecha Hora
FIRMA DEL PACIENTE/REPRESENTANTE DEL PACIENTE
RELACION DEL REPRESENTANTE CON EL PACIENTE
_ i Fecha
MEDICO QUE PROPORCIONA LA INFORMACION
Fecha Hora

FIRMA DEL TESTIGO O DEL INTERPRETE

Sl
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If you have additional questions about
your options for blood transfusion, please
ask your doctor. Informatien also can be
obtained by calling your local community
blood center or hospital blood bank.

References:

1. Stramer SL, Glynn SA, Kleinman SH et
al. “Detection of HIV-1 and HCV infections
among antibody-negative blood donors by
nucleic acid-amplification testing.” New
England Journal Medicine vol 351, pp.760-
768, August 2004.

* The risk estimates were adjusted to
include first time and repeat blood donors.

2. U.S. Department of Transportation’s
Fatality Analysis Reporting System
website 2003 data:

http://www.hwysafety.org/research/fatality_
facts/general.html.

This brochure is provided as a source of
information and is not to be considered a
replacement for the Informed Consent

process prior to the transfusion of blood.

This brochure was developed by the
California Department of Health Services
Laboratory Field Services
850 Marina Bay Parkway
Richmond, CA 94804

In partnership with the
Medical Technical Advisory Committee
of the Blood Centers of California.

For information about brochure contents,
please call Laboratory Field Services
(213) 620-6574

Distributed by the
Medical Board of California

Maximum copies per order is 300
(includes a master copy for healthcare
providers own reproduction).

To place your order, please
Fax your request to:

(916) 263-2479

This information may be obtained
electronically at:

www.medbd.ca.gov/Pubs_Bloodtransfusion.htm

(Revised 6/06)

A Patient’s Guide

to

Blood Transfusion

California Department
Health Services

June 2006
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If you need blood, you have several
options. These options include receiving
blood from the community, using your own
blood (autologous), or blood from donors
that you have selected (designated
donors). Your options may be limited by
time and health factors. Although you
have the right to refuse a blood
transfusion, this decision may hold life-
threatening consequences.

It is important to weigh the risks, costs and
benefits of donating your own blood before
surgery. Many elective surgeries do not
require blood transfusions. If you have
questions about transfusion needs or
options, please ask your doctor. Check
with your insurance company about your
costs for donation. If you choose not to
donate your own blood, or if more blood is
required than expected, you may receive
blood other than your own.

Community Donors. Hospitals maintain a
supply of blood from volunteer (unpaid)
community donors to meet transfusion
needs. Community blood donors are
screened by a thorough medical history,
and then tested with the most accurate
technology available.

Our nation’s blood supply is very safe and
high in quality. Nothing in life is risk free;
however, the risks associated with blood
transfusions are very small. The chance
that a unit (pint) of blood will transmit

Human Immunodeficiency Virus (HIV) (the
virus that causes Acquired
Immunodeficiency Syndrome (AlDS)) or
hepatitis C is about 1 in 2 million. The
chance that a unit {(pint) will transmit
hepatitis B is less than 1 in 200,000.""
Although the risk for other serious
infections exist, that risk is much fess than
the annual risk of dying in a motor vehicle
accident in the United States (1 in 7,000).

Using your own bicod - Autologous
Donation. Using vour own blood
(autologous) can minimize the need for
transfusion with doner blood. Using your
own blood will reduce, but not eliminate,
the risk of transfusion-related infections
and allergic reactions.

Patients who donate their own blood
before surgery have lower blood levels at
the time of surgery and, therefore, have a
greater chance of needing transfusions
during or after their surgeries. Autologous
blood donations are not an option for ali
patients. |t may not be safe for you {o
donate. Ask your doctor if autologous
donation is appropriate for you.

Donating BEFORE Surgery. Blood banks
can draw your biood and store it for your
use. This process usually is performed for
a planned surgery. Blood can be stored for
only a limited period of time, so
coordinating the donations with the date of
surgery is important.

Donating DURING Surgery andlor
Surgery. Immediately before surger
vour doctor may be able to remove s

of your blood and replace it with other

fluids. After surgery, the blood that v
removed may be returned {o you.

fn addition, the surgeon may be able
recycle your blood during surgery. B

After
Y,

ome
as

fo
jood

that normally is shed and discarded during

surgery could be collected, processe

d, and

returned to you. A large volume of your

blood can be recycled in this way.

Blood that is lost after surgery may b
collected, filterad, and returned to yo

=

Designated Donors. Although the blood
supply today is very safe, some patients
prefer to receive blood from people they

know - “designated (or directed) don
This blood is not safer than blood fro
volunteer community donors. In sorm

bl

ors.
m
=

cases it may be less safe because donors
known to the patient may not be truthful

about their personal history. Blood
donated by someone who was recen

tly

exposed to HIV or other infections could

pass the screening tests, and infect \

Ou.

Designated donors must meet the same

requirements as community donors.
Several days notice is required for th
additional processing of designated
donors.

e



Si tiene méds preguntas acerca de sus
opciones de transfusién de sangre, por favor
preguntele a tu doctor. También puede
obtener informacion llamando a su centro
comunitario de sangre local o al banco de
sangre de su hospital.

Referencias:

1. Stramer SL, Glynn SA, Kleinman SH et
al. "Deteccion de infecciones VIH-1y VCH
entre donadores de sangre negativa con
anticuerpos por medio de una evaluacion
tipo acido amplificacion del nucleico.” Diario
de Medicina de Nueva Inglaterra” Vol. 351,
pp.760-768, Agosto de 2004.

* Los riesgos calculados fueron ajustados
para incluir primeros donadores y donadores
repetidos.

2. Informacion de la pagina Web en el 2003
segun el Sistema para Informar sobre el
Analisis de Fatalidades del Departamento de
Transporte de EE.UU.

http://www.hwysafety.org/research/fatality_
facts/general.html.

Este folleto se proporciona como fuente
de informacion y no se debe considerar
como reemplazo del proceso de
Consentimiento Informado anterior a
la transfusion de sangre.

Este folleto fue desarrollado por los Servicios
de Laboratorio del
Departamento de Servicios de Salud de
California.

850 Marina Bay Parkway
Richmond, CA 94804

En asociacién con el Comité Meédico
Consultivo Técnico de los Centros de
Sangre de California.

Para informacion acerca del contenido del
folleto favor de llamar al Servicio del Area de
Laboratorio.

(213) 620-6574

Distribuido por el Consejo Médico de
California.

El maximo de copias por orden es 300
(incluye un copia principal para que los
proveedores del cuidado de la salud hagan
su propia reproduccion).

Para pedidos, por favor envie su solicitud
por fax a:

(916) 263-2479

Esta informacion se puede obtener
electronicamente en:

www.medbd.ca.gov/Pubs_Bloodtransfusion.
htm

(Revisado 06/06)

Guia del Paciente

para un Transfusion
de Sangre

epartamento de Servici
de Salud de California.
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[ necesita sangre, tiene varias opciones.
Estas opciones incluyen recibir sangre de la
comunidad, usar su propia sangre
{autclogous), o la sangre de donadores que
usied ha seleccionado (donadores
signados). Sus opciones pueden ser
adas por factores de tiempo y salud.
Aungue usted tiene el derecho de rechazar

a transfusion de sangre, esta decision
jede tener consecuencias amenazantes
ara la vida.

it

o

d

s importante considerar |os riesgos, costos
y beneficios de donar su _u_\ov_m sangre
antes de la o_Em_m Muchas cirugias
electivas no requieren transfusion de
sangre. Sitiene preguntas acerca de las
1 ,um_amgmm u opciones de la transfusion,
sor favor preguntele a su doctor. Compruebe
cof su compania de seguros los costos de
la donacion. Si decide no donar su propia
sangre, o si se requiere mas sangre de lo
esperado, podria recibir sangre que no sea
SUya.

imdores Comunitarios. Los hospitales
ardan un abastecimiento de sangre de los
donadores voluntarios {(que no les pagan) de
la comunidad para cubrir las necesidades de
ansiusion. Los donadores de sangre
comunitarios son investigados por medio de
un historial médico completo, y después son
evaluados con la tecnologia mas exacta que
hay disponible.

El abastecimiento de sangre de nuestra
nacion es muy seguro y de alta calidad.

ada en esta vida esta libre de riesgos, sin
mibargo, los riesgos asociados con
fransfusiones de sangre son muy pequenos.
£l riesgo de gue una unidad de sangre
{0.473 It.) pueda transmitir el Virus de

inmunodeficiencia Humana (VIH) (el viru
gue causa Sindrome

Adquirido de la Inmunodeficiencia ?:Q}@ 0
hepatitis C es aproximadamente de 1 en 2
millones. Et .mmmma de que una unidad (0.473
It.) pueda transmitir Hepaiitis B es menos de
1 en 200,000. " Aunque exista el riesgo de
otras infecciones serias, ese riesgo es
mucho menos gue el riesyo anual de
muertes por accidente automovilistico en los
Estados Unidos {1 de 7,000)°

Usando su propia sangre - Donacior
Autologous (derivado de si aﬁv::@, mm
usar su propia sangre (autologous) puede
reducii al maximo la necesidad de
transfusion con sangre donada. Usar su
propia sangre podra reducly, pero no
eliminar, el riesgo de Ewmmgczmu
relacionadas con la transfusion y reacciones
alérgicas.

Los pacientes gue donan su propia sangre
antes de la ciruglia tienen niveles de sangre
mas bajos en el momento de la cirugia y, por
lo tanto, tienen una posibilidad mas grande
de necesitar una transfusion durante o
después de sus cirugfas. Las donaciones de
propia sangre {autologous) no son una
opcion para todos los pacientes. Puede no
ser seqguro que usted done. Pregunie a su
doctor si la donacion de su propia sangre
(autologous) es apropiada para usted.

Donar ANTES de la cirugia, Los bancos de
sangre pueden sacar su sangre y
almacenarla para su uso. Esie proceso se
realiza generalmente para una cirugia
prevista. La sangre puede ser almacenada
solamente por un cierte periodo de tiempo,

asi gue coordinar las donaciones con la
cirugia es importante.

Donar DURANTE la cirugia y/o después
de ja cirugia. Inmediatamente antes de la
cirugia, su doctor puede remover un poco de
su sangre y remplazarla con otros liguidos.
Después de la cirugia, se puede devolver la
sangre gue fue removida.

Ademas, el cirujano puede reciclar su sangre
durante la cirugia. La sangre que
normalmente es derramada y desechada
durante la cirugia podrd ser recolectada,
procesada y regresada a usted. Gran
cantidad de su sangre puede ser reciclada
de ésta manera.

La sangre que ha sido perdida después de la
cirugia puede ser recolectada, 25%
regresada a usted.

Donadores Designados. Aunque el
abastecimiento de sangre hoy en dia es muy
seguro, algunos pacientes prefieren recibir
sangre de gente que ellos conocen,
“donadores designados (o directos)." Esta
sangre no es mas segura que la sangre de
los donadores voluntarios de ta comunidad.
En algunos casos esto puede ser menos
seguro porgue tos donadores conocidos por
el paciente pueden no ser sinceros acerca
de su historial personal. La sangre donada
por alguien que ha sido recientemente
expuesto al VIH o a otras infecciones, podria
pasar la evaluacion e infectarlo a usted.

L.os donadores Qmm_mzmgcm deberan reunir
los mismos reguisitos que los donadores
comunitarios. Se requiere una notificacion
previa de varios dias para el proceso

adicional de los donadores designados
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 Date: Time:
PATIENT IDENTIFIGATION e

Indication(s) for Procedure and Treatment Plan:

History of Present lliness: Review of Sympioms

Previous Procedure:
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Physical Examination:

VS: BP HR BR , T AGE WT HT
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cvV:
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ABD:
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BREAST EXAM:
NEURO:
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Labs:
Na__ Mg__ CL___ Ca__ K__ HCO3__ CRT ___ GLU Ua___ .
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EKG:
CXR:
Plan for

Anesthesia/Sedation:
Informed Consent Oblained: [JYES [_INO

MD Beeper #:

Physician Signature

MD

Signature Title
Pager: 506-6750
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