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September’s “Hot Topics”

¢ Blood Component Administration (Northwell Policy # SLS.702)
0 Transfusion Administration Record (form 1178) See example
0 *Quick Look* Phelps Vital Signs & Northwell Flow Rates
0 Phelps Hospital Guidelines (Attachment B)
O Do’sand Don’t
= Do
e Write the Date/Time and Signature (RN Signature with Start/End time)
e Write RN Signature as review of VS that were taken by the MST/NT
e Use black ink
= Don’t
e Leave signatures area blank (Start time and End time)

e Use an down ARROW for each Date sll

e Enhanced Supervision ES (problem details)
O Nurse Action-No prescriber order
0 Tele-Sitter Monitoring documentation (Other Planned Interval of ES Monitoring)
O The problem details automatically adds the ES Note, ES Intervention, and ES Outcome

e Quick Reference for Venous Access Devices (VAD) Peripheral and Central

Catheters
0 Use Alcohol Impregnated Caps (Curos caps and tips) on all needleless connector
sites/tubing and tips. Caps/tips disinfect in 1 minute upon contact.
0 Scrub-the-Hub, with friction, using Alcohol or CHG swab (preferred) 5 seconds scrub
time, 5 seconds dry time if injection port does not have a cap or if soiled.
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TRANSFUSION ADMINISTRATION RECORD

=

Pre-transfusion:
Consent signed prior to blood component administratian

)rrP'atient and blood component verifiad

Pre-medicatian administered:
o Benadryl 25mg po/IV
o Acetaminophen 650mg pofpe

o Blood Warmer used, per provider arder

Post Transfusion Vital Signs: Within 30 rnule af END time
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ordered (ex. Irradiated)

E =Blood component will be back)
o started within 30 minutes of = Hypaotension
the time it was dispensed from | = Shock
blood bank.
= Hlocd companent ks completed | Delayed Reaction
within 4 hours (START time to | ® Elevated liver
EMND timz). BN RyTTEs
*Ensure all documents are = laundice
labeled with the correct * Hematuria /
patient 10, dark wrine
= Bleeding {DIC)

Transfusion Safety Immediate Management nf&uspf'e_ﬂutTrInsmsbun Rasethon =
Record Recognize React
#llze three ldentifiers and if * Faver Stop the transfusion Immedlately
| patient is able to participate, [rise of 1*C ar 2°F) Remove tubing and bloed unit fram patient.
have patient state Full Name, = Chills Then,
Date of Birth and verify ® Local erythema/Hives | ® Keep IV line cpen with new normal saline bag
Medical Record Number with # Flushing and tubling.

wristband, = Restlessness
=The blood component label = Dyspnea/stridor/
miakches the blood component wheeze

" Pain (IV site, chest or

FProvide emergency patient care. Consider RRT.
Repeat WS and assess patient condition,

Report

= all blood bank immediztely (x3915) to report
passible transfusion reaction.

Motify physician of possible transfusion reaction,
patient condition, and that workup has been
initiated,

Fallow procedure for transfusion reaction
Investigation as detalled on the

Possible Transfusion Reaction Form (#1092NEPs),
Return battom page of Blood Bank Record and
any blood product with tubing to blood bank.
Dacument reaction in a8 NOTE using Meditech or
patient Wedical Record.
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Instructions: Upan completion of the transfusion, place the Transfugsion Administration Record and the Blood Bank Record
in the Laboratory section of the patient’s Medical Record.
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Phelps Vital Signs

A. Patient Monitoring
Vital signs will be recorded on the Phelps Hospital Transfusion Administration Monitoring form

(MEPS# 1178). See policy pages 10-11.
1. Pre Transfusion (baselineg)

o]

Within 30 minutes before the start of the transfusion

2. After Start of Transfusion

L]

[= I = = N ]

START time is defined as the time when the blood enters the patient’s vein.
Within the first 10-15 minutes after the start of the transfusion

Within 45 minutes after the start of the transfusion,

Within 120 minutes after the start of the transfusion,

Within 180 minutes after the start of the transfusion.

3. End of the Transfusion

©  END time of transfusion is defined as time when the blood lead clamp is closed and the saline bag

clamp is opened.

4. Post Transfusion

a

Within 30 minutes of completion of the transfusion.

Northwell Recommended Flow Rates

Time Limits and Flow Hates for Transfusion

PRBCs transfuaonwill be completed in 4 hour s or less from the time the unit is spilied

The blood adminstraton tuhing should be primed and the transfusion started immediately
after spiking the unit to prevent delays and possiblebactenial contamination,

It1is recommended that all routine adult nen-emergent transfusions be started at lewer
limit of 60 mlhr, and underthe close cbservation of clinical persennel. If no evidence of
a reaction 15 noted within the first 15 minutes, flow can be increased to the prescnbed rate
or transfusion time penod according to the provider’s order.

Pediatnc volumes being small in nature the rate 15 started at the ordered volume te be
infused

Recommended Flow Rates

Adult
e BLOOD CORPOMNENT RATE LOWER LIMIT UPPER LIMIT
Rad Blood Calls 100 mls/hour €0 mis/ haur 125 mls/hour
Plasma (FFF) &00 mls/hour 100 mis/haur 300 mls/hour
Plat elets 500 mis hour 50 mbs/hour 400 mls/hour
Cryoprecipitate 500 mis/hour 100 mls/hour 400 mis/hour

MNeonatal and Pediatric

Suggested Transfusion Rate for Neonatal and Pediatrics- ALL blood products are ordered per kilogram

BLOOD CORMPOMENT RATE

RedBlood Cells canr be administered over 2-4 hrs
Plasma [FFP) can be sdministered over 1 hour
Flatelets can be administered over 1-2 hrs
Cryoprecipitate a5 rapidly as talerabla
Granulocyte can be administered over 1 hour




Attachment B

Phelps Hospital £ Morthwell Health

Administration of Blood Components V ation. Vital Siens, and Monitorin

In addition 1o the Northwell SLS. 700 Blood Comporenr Adminisiearion Policy:

A. Blood Component Verification
Blood Verification will be performed at the patient bedside or procedure area using the Blood

Verification Script Procedure. See policy pages 8-9.

B. Patient Monitoring (Vital Signs)
Wital signs will be recorded on the Phelps Hospital Transfusion Administration Monitoring form

(MEPS & 1178). See policy pages 10-11.
Pre Transfusion Vital Signs (haseline)

2 Within 30 minutes before the start of the eransfusion
®*  The patient's vital signs (temperature, pulse, respirations, and blood pressure) should be
recorded before transfusion as a base line for subsequent comparison
*  In patients with unstable vital signs. the baseline vitals should be obtained immediately prior 1o
the transfission but, prior o spiking the bag.
* If patient is febrile consult with prescriber.

After Start of Transfusion Vital Signs

o START time is defined as the time when the blood enters the patient’s vein,
< Within the first 10-13 minutes afier the stant of the transfusion
®*  The person administering the blood component should either remain with, or be in a position to
visually observe the patient {e.g. Intemsive care units only) and the patient”s monitors for the
first |5 minutes of the transfusion, since most transfusion reactions become evident during this
time period.
= Vital signs should be between 10-15 minutes after initiation of the transfusion just prior to
increasing the transfusion rate. These vital signs will be compared to the pre-vital signs.
o Within 45 minutes after the start of the transfusion.
o Within |20 minutes after the start of the transfusion,
o Within 180 minutes after the starl of the transfusion.

End of the Transfusion Vital Signs
o END time of Transfusion is defined as time when the blood lead elamp is elosed and the saline
bag clamp is opened.
= Post: Within 30 minutes of completion of the transfusion
®  The patient™s vital signs (temperature, pulse, respirations, and blood pressure) should be
recorded, and compared with the previous values,

Additional vital signs can be taken at the discretion of the prescriber, clinical area and assessment
af pariens, dependent on:

0 Unstable climical condition;

o Level af conxoiousmess;

C Trabifity fo communicate odverse effecrs, for example if patient is o weenate or sovall child,

C. When transfusion is complete. close clamp to blood bag & open clamp to saline bag. Allow
approximately 25-50 mlL of normal saline to infuse before discontinuing transfusion set.
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Enhanced Supervision with/without Telesitter Monitoring (Problem)
Current Documentation (8/29/2019])

2  ENHANCEDSUP Enhanced Supervision B =
3
Long Term Qutcome Target Sts
1 Remalns free from harm to selffothers A
2  Enhanced Supervision not required A
3
Short Term Outcome Target Sts
1
2
3
Intervention Sts
| 1 ES Enhanced Supervision Nobe A
| 2 ES Monitoring performed A

1. At the beginning of your shift (0800/2000)

EMHASCED SUPERVISION NOTE
Date Enhanced r
Suparvision Started: LALng 28, :E'Ell*.l |
Time Enhanced 0930
Suparvigion started: o
ONGOING DOCUMENTATION
[] Fall Risk [ Makntsin tubes/lines [ Not following instruckion
Remeanie) far ES: | Anitation  [J Aporesszion [ Elonemant Rizk
(4 confusion [ Impulsivty O 'wandenng

Other reasonis) |
for ES:

@ Shows need for E5
Tha patient now... O MNo langer needs ES
| **1f no longer needs E5, document date/tme STOPPED below,

b Continuous O Every 15 minutes 0] While awake
Plangasdd::t;t;ulal of & RN Rounding QZH Ll Every 20 minutes [] While sleepang
F ; | When fam/50 not present ] Every hour
W [ e = e T
Interval of 5 || (TR ]
_ checks: .
Description of

Patiant Behavior:

| e

)} Patient & Family/Swgnif Other

ES Esplanation & Q Laaalruurarctan ) Family/S0 not available

Education given to:

*¥Explain that there is a need to provide Enhanced Supervision to help
assure safety.

2. At the END of your Shift (1800/0600)

Text!
Intearverhon Ord | Statug | Src | Freguency
E | F_S _H:_wmnm: performed = a cP Q0&00.1800

TeleSitter Monitar  view ES rireg performmed
EE Enhanced Sup TUREE b FT

Pabent was chiarved at planned
ritérvals throughout the shift



