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	Performs preliminary actions.

	

	This includes:  Gathering Required Equipment (Pre-perfusion)
· Blood Order Sheet signed by Physician
· Y-type blood tubing  

· 250 mL to 500 mL NaCl
· Antiseptic wipes

· Infusion pump

· IV pole 

· Gloves/Gown

· Face shield
	

	Pre-transfusion

· Type and cross match blood form, venipuncture kit specimen tube, blood ID wristband with barcode labels, transport container
	

	Prepares patient for procedure
	

	· This includes:  Reviewing the patients’ medical records, verify allergies, assess IV site (greater than 20 for adults), identifying patient, perform hand hygiene and don clean gloves.  Verify Physician Orders
· Explain procedure to patient and verify informed consent form has been signed, any past problems with transfusions, consider cultural and religious influences
· Initiate Blood Transfusion Record ensuring patient name and medical record number on the ID wristband, the blood transfusion administration record (TAR) and compatibility label on the blood product. 
· Take and record patient’s baseline vital signs

· Compare name/number on patient’s wrist band with blood bag identification number   

· Check: Blood bag identification number, ABO blood group, and Rh compatibility (performed by 2 nurses at the bedside)
	

	Skills Checklist/Infusion
	

	· Wash hands

· Premedicate if needed with acetaminophen and/or benadryl

· Put on gloves, gown and face shield (if needed)
· Close all clamps on Y-type blood set

· Insert spike into mock Normal Saline solution (Distilled water in the nursing arts center)
· Open port of blood bag and insert other spike

· Hang both blood and mock Normal Saline on IV pole

· Open clamp on mock Normal Saline line and squeeze drip chamber until it is half-full
· Remove the adapter cover from blood administration set and open the main clamp and prime the tubing with normal saline and close clamp

· Open clamp between patient and blood

·  Infuse the blood at no greater than 5mL for the first 15 minutes, check vitals, nurse present
· If no signs of transfusion reaction, adjust the flow rate to the Physician’s Orders.  Vital signs are to be checked every hour while blood is running. Whole blood must be infused within 4 hours of leaving the blood bank.
· When complete, assess vital signs and then every hour for 2 hours, disconnect blood, flush the line and if no further blood, discard tubing and blood bag in biohazard container.  Tubing can be used for 2 units or every 4 hours and then must be changed.  

· Document:  Vitals, any adverse reactions, interventions taken if something happened, when started and completed, and the total volume transfused on HED blood transfusion tab.                               
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