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	Transfusion of Blood and Blood Products


Definition/Purpose: This procedure defines a protocol for infusion center transfusions that will ensure the safe administration of blood products in order to minimize the risks associated with the therapy (see attached skills checklist for Administration of Blood Products.)

Personnel Responsible: Clinical Staff

Equipment/Supplies Required:

· 250-mL bag of 0.9% NaCl

· IV pole

· IV fluid administration set

· IV start kit or port access supplies (20-G or larger Huber or catheter)

· Gloves

· Emergency medications

· Saline and heparin flushes (as needed)

· Sharps containers

· Blood component for transfusion

· Appropriate blood component administration set

· Infusion pump appropriate for transfusions, if available (peristaltic pump)

Policy:

Only nurses experienced in blood transfusion administration will be permitted to perform transfusions. Nurses without prior experience will complete a supervised blood transfusion orientation program and must demonstrate competency before being permitted to perform the procedure independently (see attached Skills Checklist for Administration of Blood Products).

Eligibility Criteria:

The transfusion nurse will make an initial assessment and determine whether the patient meets eligibility criteria for infusion center transfusion. A transfusion history will be obtained to include the date of last transfusion and history of reactions. The patient must meet the following criteria:

1. A transfusion-appropriate medical diagnosis must be identified.  The diagnoses include, but may not be limited to:

a) Chronic gastrointestinal bleeding

b) Anemia in the presence of chronic renal failure

c) Anemia with bone marrow failure

d) Anemia associated with malignancy

e) Sickle cell anemia

f) Blood dyscrasia

g) AIDS

h) Chemotherapy-induced anemia

2. The patient must be alert, cooperative, and able to respond to verbal commands.

3. The patient’s cardiorespiratory status must be stable.

4. The patient’s hemoglobin symptomatology supports medical necessity.

5. The patient’s venous access is adequate.

6. The patient has no history of serious reaction to transfusions.

7. The patient has signed a transfusion consent form, if applicable.

The transfusion nurse must have access to a usable telephone during the transfusion period.

A written order will be obtained from the physician and will include:

1. Date of transfusion

2. Component(s) to be infused

3. Number of units

4. Rate of infusion

5. Pre- and posttransfusion lab test

6. Pre-medication, when appropriate

7. Emergency medication

8. Other blood specifications, eg, irradiated, leucopoor, or CMV-negative

Coordination with Blood Bank:

Transfusion request forms will be completed in accordance with the blood bank protocol. Two nurses crosscheck the request forms for accuracy. The identification process is to be documented in the patient’s chart.

Blood samples will be collected for type and crossmatch according to appropriate policy and procedure. The transfusion nurse is to make arrangements with the blood bank regarding delivery of blood samples and pick-up of blood products. The blood bank’s directives will be followed. Each blood bank may have specific procedures for submitting requests and samples and for product pick-up. Venous blood samples for type and/or crossmatch will be collected no more than 72 hours prior to the transfusion. Blood samples are to be enclosed in a sealed biohazard plastic bag and refrigerated until ready to transport.

Each blood sample will be labeled with the following information:

1. Patient’s last and first name

2. Patient’s birth date and social security number

3. Time and date of collection

4. Signature of employee collecting the sample

5. Physician name

6. Number of units requested

The designated courier will transport blood samples and transfusion service request form within 2 hours of collection. Samples are to be transported to the blood bank/laboratory in appropriate insulated containers.

On the day of the transfusion, the nurse will call the blood bank to verify the blood product is ready. Transportation of the product(s) will be scheduled to minimize the amount of time between removal of the product(s) from the blood bank to the actual transfusion. Pooling or thawing of products will be done by the blood bank. Transportation containers will be kept at the temperature appropriate for the blood product:

· RBC, 1-10 degrees C

· Platelets, 20-24 degrees C (must be transfused within 4 hours and kept agitated to prevent clumping)

· Cryoprecipitate (after thawing), room temperature (must be transfused within 6 hours).

The nurse will assure that the blood product has been shipped in the appropriate container with ice packs and that the product is cold, by checking thermostrip or button indicator. If the blood product has not been maintained at the required temperature, the product cannot be administered.
Venous access will be established with a 20-gauge or larger device. Central lines may be used for transfusion after patency is verified.

A continuous infusion of 0.9% NaCI will be started prior to hanging the blood product.  No other solution is to be used in conjunction with a transfusion. Only Desferal( (deferoxamine mesylate USP) may be administered simultaneously with red blood cells, piggybacked by a Y-site most proximal to the IV site. 

Emergency medications will be readily available.

All blood units must remain in the transport container until immediately before the nurse is to begin infusion of each unit (this means that the IV line is established and patent, baseline vital signs and physical condition have been assessed, and all premedications administered prior to removing the blood from the transport container.

Transfusion:

Patient identification will be verified and documented on the transfusion request form and in the clinical record. The transfusion nurse will instruct the patient in the type of component being transfused, the approximate length of transfusions and symptoms to report immediately.

The transfusion nurse and another employee will check the patient’s name and identification number, blood type (ABO and RH) of patient and donor, donor number, and expiration date on the transfusion record against the identification and blood type on the donor units. This identification is to be documented with both the nurse and employee’s signatures.

The nurse will begin the blood product infusion slowly for the first 15 minutes at not greater than 1 mL per minute and will monitor the patient constantly. After 15 minutes the flow rate may then be increased to the rate ordered by the physician. Usual transfusion time for one unit of packed red cells is 1 to 1.5 hours.

No more than 4 hours may elapse from the time the unit is removed from the transport container until the infusion is complete.

Temperature, BP, pulse, and respiration are to be taken after the first 15 minutes, then every hour thereafter and again 30 minutes posttransfusion.

Upon completion of transfusion, the IV access is maintained by infusing 0.9% NaCI at 75 mL/hour for 15 minutes, then at KVO for an additional 15 minutes. Peripheral IV may be removed if not needed. Central lines will be flushed per policy.

The nurse will give the patient or responsible adult written posttransfusion instructions regarding delayed reactions (see attached sheet).

Transfusion Reactions:

Standing medication orders for any type of reaction must be received prior to administration of blood product. An emergency drug kit must be available in the infusion center and ready for use during the transfusion. Refer to the emergency/anaphylaxis procedure drug list.

Non-acute Systemic Allergic Reaction:

1. Symptoms

a) Flushing

b) Hives

c) Nausea

d) Shaking

e) Urticaria

f) Pruritis (generalized on face, trunk, and extremities)

g) Temperature >101º F

h) Sudden agitation

2. Action

a) STOP the transfusion and notify physician.

b) Maintain patent IV access with 0.9% NaCI.

c) Assess vital signs, cardiopulmonary status, and basic neurological status.

d) Obtain order for and administer diphenhydramine 25 mg IV for patients weighing less than 100 lb or 50 mg for patients weighing over 100 lb.

e) Check IV bags and requisition for clerical errors.

f) Update physician on patient status and implement any new orders.

g) Obtain blood samples from opposite arm according to blood bank’s requirements. Obtain the patient’s first urine specimen.  Label all specimens with the patient’s name, social security number, date, time, and nurse’s initials.

h) Monitor the patient’s vital signs until stable and then every 15 minutes until the reaction subsides or until the patient is transferred to an acute care facility.

i) Notify the blood bank of the transfusion reaction and the patient’s status.

j) Return the blood specimens, blood container with administration set attached, the IV solutions, and blood bank transfusion record to the appropriate blood bank.

k) Complete transfusion reaction form.

l) An incident report is to be filled out by the transfusion nurse.

Acute Systemic Allergic Reaction:

1. Symptoms

a) Flushing

b) Nausea

c) Shaking

d) Hypotension

e) Urticaria

f) Pruritis 

g) Erythema

h) Hives

i) Palpitations

j) Respiratory distress

k) Cardiopulmonary arrest

2. Action

a) STOP the transfusion and notify physician.

b) Maintain patent IV access with 0.9% NaCI.

c) Assess vital signs, cardiopulmonary status, and basic neurological status.  If the patient is hypotensive, keep him/her supine with legs elevated.

d) Obtain order for and administer diphenhydramine 25 mg IV for patients weighing less than 100 lb or 50 mg for patients weighing over 100 lb.

e) Administer 1:1000 epinephrine, 0.5 mL deep SQ for patients weighing over 100 lb.

f) Call 911 for emergency transport to an acute care facility.

g) Update the physician on patient status and implement any new orders.

h) Check blood bag, transfusion requisition, and patient’s armband for clerical errors.

i) Obtain blood samples from opposite arm. Obtain the patient’s first urine specimen. Label all specimens with the patient’s name, social security number, date, time, and nurse’s initials.

j) Monitor the patient’s vital signs until stable and then every 15 minutes until the reaction subsides or until the patient is transferred to an acute care facility.

k) Return the blood specimens, blood container with administration set attached, the IV solutions, and blood bank transfusion record to the appropriate blood bank.

l) Complete transfusion reaction form.

m) An incident report is to be filled out by the transfusion nurse.

Acute Hemolytic Transfusion Reaction:

1. Symptoms

a) Burning sensation along the vein through which the blood is being transfused

b) Chills

c) Fever

d) Nausea

e) Flushing

f) Restlessness

g) Anuria

2. Action

a) STOP the transfusion and notify physician.

b) Maintain IV access with 0.9% NaCI.

c) Assess vital signs, cardiopulmonary status, and basic neurological status.  If the patient is hypotensive, keep him/her supine with legs elevated.

d) Obtain order for and administer diphenhydramine 25 mg IV for patients weighing less than 100 lb or 50 mg for patients weighing over 100 lb.

e) Obtain order for and administer 1:1000 epinephrine, 0.5 mL deep SQ for patients weighing over 100 lb.

f) Call 911 for emergency transport to an acute care facility.

g) Update the physician on patient status and implement any new orders.

h) Check blood bag, transfusion requisition, and patient’s armband for clerical errors.

i) Obtain blood samples from opposite arm according to blood bank requirements. Obtain the patient’s first urine specimen. Label all specimens with the patient’s name, social security number, date, time, and nurse’s initials.

j) Monitor the patient’s vital signs until stable and then every 15 minutes until the reaction subsides or until the patient is transferred to an acute care facility.

k) Return the blood specimens, blood container with administration set attached, the IV solutions, and blood bank transfusion record to the appropriate blood bank.

l) Complete transfusion reaction form.

m) An incident report is to be filled out by the transfusion nurse.

Procedural Steps:

A. Identify the patient by name and inform him/her of the procedure, the blood product to be given, and the approximate length of time of the infusion.

B. Encourage patient to empty bladder prior to starting the transfusion.

C. Instruct patient on symptoms to report.

D. Verify patient identification as outlined in policy.

E. Assess and record baseline vital signs (temperature, BP, pulse, and respiration).

F. Assess and document general physical status.

G. Assemble supplies needed.

H. Wash hands, don gloves, and set up equipment.

I. Establish venous access via peripheral line or patent central line.

J. Pre-medicate patient if prescribed.

K. Hang 250-mL bag 0.9% NaCl.

L. Prior to hanging blood product, invert the unit a few times to ensure adequate mixing.

M. Prime tubing according to administration set package directions.

N. Begin blood slowly for first 15 minutes (1 mL/min).

O. Increase flow rate after 15 minutes if patient status unchanged. (Most units require 90 minutes to infuse).

P. Vital signs (TPR, BP) are to be taken at 15 minutes, then each hour until transfusion complete. A final set of vital signs is taken 30 minutes after the transfusion.

Q. When the transfusion is complete, infuse 0.9% NaCl at 75 cc/hr x 15 minutes then at KVO x 15 minutes.

R. The peripheral IV may be D/C’d, central line should be flushed per policy.

S. Dispose of all contaminated equipment in hazardous waste containers.

T. Refer to policy for handling transfusion reactions.


Patient/Caregiver Instructions:

Provide the patient or patient caregiver with written instructions regarding delayed reactions.

Documentation:

A. Medical records – document the following:

1. The inspection and identification of blood products

2. The identification of patient crosschecked against the identification on the blood product

3. Thermostrip in appropriate range 

4. Type of IV device, gauge, length, and location

5. Time infusion started and ended for each product

6. Rate of flow

7. Volume infused

8. All vital signs

9. Skin condition and appearance 

10. Patient’s symptoms and/or complaints

11. Patient’s reaction to procedure

12. Any other pertinent information

B. Encounter form

1. CPT codes:
36430 – Transfusion



36000 – IV start



90780 – IV infusion (1 hour)

2. Supply codes:
P9019 – Platelet concentrate (each unit)

P9021 – Red blood cells (each unit)

P9022 – Washed red blood cells (each unit)



A4750 – Blood administration set



99070,PA – Port access supplies (if applicable)



A4212 – Noncoring needle (if applicable)

3. Medications and fluids: all fluids and medications used for the transfusion, including saline and heparin flushes, should be documented on the encounter form.

PATIENT INSTRUCTIONS POSTTRANSFUSION

{Practice Name}

The blood you received has been carefully matched with your own blood to assure its safety.  Infrequently, though, reactions to the transfused blood do occur and cannot be avoided. Most of these reactions are mild, but all reactions should be reported to your physician immediately for possible treatment. Some of these symptoms indicating possible reaction to blood transfusion are:

IN THE NEXT 24 TO 72 HOURS:

· Red or brown urine

· Shortness of breath

· Rash or hives

· Fever or chills

· Nausea or diarrhea

· Sudden onset of cough

· Pain or bleeding at or near the infusion site

WITHIN THE NEXT 1 TO 4 WEEKS:

· Fever or chills
· Nausea or diarrhea
· Pain or bleeding at or near the infusion site
WITHIN THE NEXT 6 MONTHS:

· Yellow discoloration to eyes, skin, or mouth
· Dark urine or clay-colored stool
Most reactions occur during or just after a transfusion. Rarely, though, symptoms of a reaction may occur several weeks following a transfusion. If you experience any of the symptoms listed above within this time period, call your physician immediately for instructions.

______________________________________                      _______________

Patient Signature                                                                       Date

_______________________________________                    _______________

Nurse Signature                                                                         Date

TRANSFUSION ORDERS

{Practice Name}

Patient:


Diagnosis:


Today’s Date:


Date to Transfuse:


Most recent CBC date ______________ and results:
WBC



HBG



HCT 



PC


1.  Type and crossmatch for __________ units packed red blood cells to be transfused on ___________.

                                Irradiated                        CMV neg            Leucopoor

2.  Pre-medications:
Diphenhydramine 25 mg PO/IV prior to infusion, IVP in



 0.9% NaCl



Acetaminophen (325-mg tabs #2 PO prior to infusion)


Methylprednisolone sodium succinate 20-100 mg IV prior to infusion if patient has a prior history of allergic reactions to blood products

3.  No pre-medications

4.  Transfuse each unit over 90-120 minutes following policy guidelines.


5.  Return for CBC in _________ days.

Physician Signature


RN Signature
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Name: _____________________________________________________________________________

Behavior

Validated

Initials

1.   Review nursing policy and procedure on blood product administration.

2.   Record bas

e

line vital signs.

3.   Check physician's order for blood product/premedications.

4.   Obtain blood product as per policy.

5.   Prepare normal saline solution for infusion.

6.   Check blood expiration date, observe bag for clots, etc.

7.   With physician (or authorized RN) check:

a.  Name and amount ordered against physician's order

b.  Blood bag label and blood compatibility tag for type, Rh factor, donor number, expiration 

date, irradiation (if ordered).

c. Signature, date, and time on appropriate form.

8.    Compare name, social security number, and date of birth with that on blood bag label.

9.    Set up blood product administration set with filter (including leukocyte depletion filter if ordered).

10.  Piggyback blood product directly into normal saline line and secure.

11.  Adjust flow rate:

a.  Platelets - infuse rapidly.

b.  Packed red blood cells - 30 drops/minute for the first 30 minutes. If no reaction, readjust to 

prescribed rate.

12.  Check/record vital signs 15 minutes after infusion begins.

13.  Check patient every 30 minutes.

14.  At completion of infusion:

a.  Properly discard blood product/tubing in red bag.

b.  Clear IV tubing with normal saline.

c.  Reconnect prescribed IV infusion.

d.  Place signature, date, and time on appropriate form.

15.  Document according to policy and procedure, including vital signs and response to transfusion.

16.  For transfusion reactions, follow nursing policy and procedure on management of blood 

transfusion reactions.

a.  Stop transfusion.

b.  Notify physician immediately.

c.  Monitor vital signs, intake, and output.

17.  For platelet transfusion, check on

e

-hour postplatelet count, if required.

Observer's Signature

Date

Unit:______________


	Behavior
	Validated
	Initials

	1.  Review nursing policy & procedure on blood product administration


	
	

	2.  Record baseline vital signs.
	
	

	3.  Check physician’s orders for blood product/premedications.
	
	

	4.  Obtain blood product as per policy.
	
	

	5.  Prepare normal saline solution for infusion.
	
	

	6.  Check blood expiration date, observe bag for clots, etc.
	
	

	7. With physician (or authorized professional), check:  

a. Name, amount ordered against physician’s order

b. blood bag label and blood compatibility tag for type, Rh factor, donor number, expiration date ,irradiation (if ordered), CMV or leucopoor status

c. signature,  date, and time on appropriate form
	
	

	8.  Compare name, social security number, and birth date with that on the blood bag label
	
	

	9.  set up blood product administration set with filter (including leukocyte depletion filter, if ordered).
	
	

	10.  Piggyback blood product directly into normal saline line & secure.


	
	

	11. Adjust flow rate:

a. platelets – infuse rapidly

b. packed red blood cells – 30 drops/minute for the first 30 minutes. If no reaction, re-adjust to prescribed rate.
	
	

	12.  Check/record vital signs 15 minutes after infusion begins
	
	

	13.  Check patient every 30 minutes
	
	

	14.  At completion of infusion:

a.  properly discard blood product/tubing in biohazard bag

b.  clear IV tubing with normal saline

c.  reconnect prescribed IV infusion

d.  place signature,  date, and time on appropriate form
	
	

	15.  Document according to policy & procedure,  including vital signs & response to transfusion
	
	

	16. For transfusion reactions, follow nursing policy & procedure on management of blood transfusion reactions.

a. Stop transfusion

b. Notify physician immediately

c. Monitor vital signs, intake, and output


	
	

	17.  for platelet transfusion, check one-hour post-platelet count, if required.
	
	

	Observer’s signature ___________________________________________    Date _______________


Adapted from:Skills Checklist: Administration of Blood Products 

from Oncology Services Administration, Forms, Checklists, and Guidelines

� EMBED Excel.Sheet.8  ���
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Name: _____________________________________________________________________________

Behavior

Validated

Initials

1.   Review nursing policy and procedure on blood product administration.

2.   Record bas

e

line vital signs.

3.   Check physician's order for blood product/premedications.

4.   Obtain blood product as per policy.

5.   Prepare normal saline solution for infusion.

6.   Check blood expiration date, observe bag for clots, etc.

7.   With physician (or authorized RN) check:

a.  Name and amount ordered against physician's order

b.  Blood bag label and blood compatibility tag for type, Rh factor, donor number, expiration 

date, irradiation (if ordered).

c. Signature, date, and time on appropriate form.

8.    Compare name, social security number, and date of birth with that on blood bag label.

9.    Set up blood product administration set with filter (including leukocyte depletion filter if ordered).

10.  Piggyback blood product directly into normal saline line and secure.

11.  Adjust flow rate:

a.  Platelets - infuse rapidly.

b.  Packed red blood cells - 30 drops/minute for the first 30 minutes. If no reaction, readjust to 

prescribed rate.

12.  Check/record vital signs 15 minutes after infusion begins.

13.  Check patient every 30 minutes.

14.  At completion of infusion:

a.  Properly discard blood product/tubing in red bag.

b.  Clear IV tubing with normal saline.

c.  Reconnect prescribed IV infusion.

d.  Place signature, date, and time on appropriate form.

15.  Document according to policy and procedure, including vital signs and response to transfusion.

16.  For transfusion reactions, follow nursing policy and procedure on management of blood 

transfusion reactions.

a.  Stop transfusion.

b.  Notify physician immediately.

c.  Monitor vital signs, intake, and output.

17.  For platelet transfusion, check on

e

-hour postplatelet count, if required.

Observer's Signature

Date

Unit:______________
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		SKILLS CHECKLIST FOR NURSING: ADMINISTRATION OF BLOOD PRODUCTS

		Name: _____________________________________________________________________________		Unit:______________

		Behavior		Validated		Initials

		1.   Review nursing policy and procedure on blood product administration.

		2.   Record baseline vital signs.

		3.   Check physician's order for blood product/premedications.

		4.   Obtain blood product as per policy.

		5.   Prepare normal saline solution for infusion.

		6.   Check blood expiration date, observe bag for clots, etc.

		7.   With physician (or authorized RN) check:

		a.  Name and amount ordered against physician's order

		b.  Blood bag label and blood compatibility tag for type, Rh factor, donor number, expiration date, irradiation (if ordered).

		c. Signature, date, and time on appropriate form.

		8.    Compare name, social security number, and date of birth with that on blood bag label.

		9.    Set up blood product administration set with filter (including leukocyte depletion filter if ordered).

		10.  Piggyback blood product directly into normal saline line and secure.

		11.  Adjust flow rate:

		a.  Platelets - infuse rapidly.

		b.  Packed red blood cells - 30 drops/minute for the first 30 minutes. If no reaction, readjust to prescribed rate.

		12.  Check/record vital signs 15 minutes after infusion begins.

		13.  Check patient every 30 minutes.

		14.  At completion of infusion:

		a.  Properly discard blood product/tubing in red bag.

		b.  Clear IV tubing with normal saline.

		c.  Reconnect prescribed IV infusion.

		d.  Place signature, date, and time on appropriate form.

		15.  Document according to policy and procedure, including vital signs and response to transfusion.

		16.  For transfusion reactions, follow nursing policy and procedure on management of blood transfusion reactions.

		a.  Stop transfusion.

		b.  Notify physician immediately.

		c.  Monitor vital signs, intake, and output.

		17.  For platelet transfusion, check one-hour postplatelet count, if required.

		Observer's Signature		Date



&LCourtesy of the Albert Einstein Cancer Center, Montefiore Medical Center, Bronx, New York.
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