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1.0 PRINCIPLE:

1.1 The method of procurement for blood samples must be carefully selected to ensure the integrity of the sample, minimum volume draw and appropriate use of tubes and collection devices.

1.2 The phlebotomist plays a role in the patient’s well-being during blood collection.   ( ie: patients who are at risk for deconditioning) 

1.3 Informed consent for diagnostic tests on patients is obtained by the hospital on admission. Implied consent can be considered when a patient agrees to a blood draw. Refer to individual hospital polices found on intranets.

2.0 VENIPUNCTURE:

2.1
Principle:
A patient’s veins are the main source of blood for laboratory testing as well as a point of entry for I.V.s and blood transfusions.  Since only a few veins are easily accessible to both laboratory and other medical personnel, it is important that everything be done to preserve their good condition and availability.

2.2
Equipment:

2.2.1
Tourniquet

2.2.2
Cotton balls wet with 70% isopropyl alcohol or 70% isopropyl alcohol pads

2.2.3
Dry cotton balls

2.2.4
Appropriate evacuated tubes for tests ordered

2.2.5
Safety Needles

2.2.6
Single use needle holder 
2.2.7
Safety syringe or safety butterfly

2.2.8
Blood Transfer device
2.2.9
Adhesive bandage

2.2.10
Gloves
Note:  Only safety engineered needles and blood collection devices are to be used at all times for blood collection unless it is determined that the use of a safety engineered needle would pose a greater risk of harm to the worker or patient, or in any emergency situation where a safety needle is not available.

2.3
Procedure:
2.3.1
Review the request form(s).  See what test(s) have been ordered and that the appropriate evacuated tubes are available.
2.3.1 Be sure to knock on the patient’s door before entering the room.
2.3.2 Clean hands on entry to patient bedspace (before initial patient / patient environment contact).

2.3.3 Introduce yourself to the patient and your intent to draw a blood sample.
2.3.4 The patient has the right to refuse a blood draw. Notify Nursing Unit.
2.3.5 Identify patient.: Two methods of identifying the patient must be     performed prior to  blood collection.
2.3.5.1 If the patient is conscious and competent, you may presumptively make an identification by asking him/her his/her full name.

2.3.5.2 If the patient is unconscious have one of the staff members identify the patient and initial the requisition or label.

2.3.5.3 Confirm the patient’s identification by the armband, making sure that the   information on the armband and that on the request label are identical.

2.3.5.4 If the patient has no armband, have one of the staff members identify the patient and initial the requisition and labels then replace the armband on the patient. Do not collect a blood specimen until the armband has been placed on the patient.
2.3.6 Let the patient know that you are from the Laboratory and that you need to collect a blood sample that the patient’s physician ordered.

2.3.7 Check for diet restrictions.  If the test requires that the patient be fasting, make sure that these requirements have been followed.  Also, if the patient is to have nothing by mouth (NPO), you are not to give the patient anything to eat or drink, even if he/she asks for it.

2.3.8 Identify if the patient is at risk for developing lymphedema, (i.e. has the patient had a mastectomy). Ask the patient if they can have blood drawn from either arm. If the patient indicates that he/she cannot have blood drawn or any kind of treatment from one arm, DO NOT use the effected limb for blood draws. 
2.3.9 Determine if the patient has a fistula. DO NOT draw blood from the arm with the fistula.

2.3.10 Reassure the patient.

2.3.11 Properly position the patient.  Have bed patients lay on their backs in a comfortable position.  Extend the arm so as to form a straight line from the shoulder to the wrist.  

Ambulatory patients or outpatients should be comfortably seated in a venipuncture chair.  The arm should be positioned on a slanting armrest in a straight line from the shoulder to the wrist.  The arm should not be bent at the elbow.  Make sure the patient does not have anything in his/her mouth.  Never do a venipuncture on a patient who is standing.
2.3.12
Prepare equipment.  Assemble tube(s) and safety needle with the needle holder, or safety syringe or safety butterfly, cotton balls, bandage and alcohol before applying the tourniquet. The collection tray and assembled venipuncture equipment should be placed on a stand next to the patient, not on the patient’s bed. Only samples for the stated purpose can be collected. If any additional samples are drawn, consent must be obtained from the patient prior to collection.


2.3.13  Select site for venipuncture. 

Presence of IV:

· Do not draw blood above an intravenous infusion. Blood must never be collected from above any active IV site.
· If necessary, the IV device may be closed off, by Nursing staff, for at least three minutes prior to sample collection.
· The Laboratory staff should remain at the patient’s bedside during this time to ensure the IV is not restarted.
· Notify Nursing to restart IV when blood collection is complete.
· If such a sample is taken, the venipuncturist MUST document the following “Blood drawn above IV site after IV stopped for atleast 3 minutes, results may not be reliable” in Vertical Result Entry for each panel on the request. This ensures the comment will appear on all reports.
2.3.14 Prior to trained Nursing staff drawing any blood specimens from an intravenous line or heparin lock for laboratory testing, lines flushed with heparin must first be flushed with 5 mL of saline.  For collection of non-coagulation tests, two times the dead space volume shall be discarded.  For coagulation tests 5 mL of blood or six times the dead space volume of the catheter being used from the line, shall be discarded prior to collection. The laboratory does not draw from the heparin lock or the intravenous line.
2.3.15 Wrap the tourniquet around the arm approximately 3 to 4 inches above the area where you are going to feel for a vein.  Hold one end taut.  Then tuck a portion of the end under the taut end so as to form a loop.

2.3.16 Vein Selection: The three veins primarily used for venipuncture are the cephalic, basilic, and median cubital.  Have the patient make a fist, which usually makes the veins more prominent.  Using the index finger, palpate (feel) for a vein.  A vein feels much like an elastic tube and gives under pressure.  Veins do not pulsate as arteries do.  Never leave the tourniquet on for longer than 1 to 2 minutes.  Release the tourniquet before cleaning the venipuncture site.
2.3.17 Clean hands and don gloves (before aseptic procedure)
2.3.18 Clean venipuncture site.  With the cotton ball soaked in alcohol or alcohol pad, cleanse the vein site with a circular motion from the center to the periphery.  Allow the area to dry.  If the venipuncture is a difficult one and it is necessary to palpate for the vein after cleansing the site, repeat the cleaning procedure.

2.3.19 Reapply the tourniquet.
2.3.20 Instruct the patient to make a fist and to avoid hand pumping both before and during the collection.
2.3.21 To assemble the safety needle with the needle holder, hold both the protective shield and coloured needle cap. Twist and remove the white cap.

2.3.22 While holding the needle firmly, screw the holder onto the needle until it fits securely.
2.3.23 Rotate the protective safety shield back toward the holder.

2.3.24 Twist and pull the coloured needle cap straight off.

2.3.25 Grasp the patients’s arm approximately 1 to 2 inches below the venipuncture site.  Pull the skin tight with your thumb to keep the vein from rolling.

2.3.26 The needle should be at approximately a 150 angle to the patient’s arm and in direct line with the vein.

2.3.27 Perform the venipuncture.
2.3.28 Steady the needle holder so that the needle is not inadvertently removed from the vein, causing a short draw. 

2.3.29 If an evacuated tube is used, insert the tube into the holder and onto the needle up to the   recessed guideline.  Do not push past this line because it will cause a loss of vacuum.

2.3.30 The tube should be below the venipuncture site to prevent backflow.

            2.3.25
If multiple samples are drawn, remove the tube as soon as the blood flow stops and insert the next tube into the holder. 



2.3.26  Tubes with additives should be mixed immediately gently 8-10 times.
2.3.27   Release the tourniquet as soon as the blood enters the tube.

2.3.28   Have the patient open his/her hand
2.3.29 
Place a dry cotton ball over the puncture site and quickly remove the needle.  
2.3.30
Immediately after removing the needle from the vein, cover the needle by pushing the safety shield forward with your thumb.  An audible click may be heard. Lock into place and inspect. DO NOT attempt to engage the shield by pressing against a hard surface.
2.3.31 DO NOT remove the needle from the holder. Dispose of the needle and the holder as one unit into the nearest sharps container. DO NOT REUSE.
2.3.32 If a syringe is used, care must be taken not to pull on the plunger too rapidly or forcefully.  After the desired amount of blood is obtained, cover the needle by pushing the safety shield forward with your thumb. Remove the covered needle from the lock. 
2.3.33 Attach a blood transfer device to the lock end of the syringe.

2.3.34 Slide a vacutainer tube into the holder and onto the needle. The blood will transfer from the syringe into the vacutainer tube.
2.3.35 DO NOT STICK THE NEEDLE THROUGH THE STOPPER Apply pressure until the bleeding has stopped, then place an adhesive bandage over the venipuncture site.

2.3.36 Label the tubes as required by labelling policies with:
Patient’s name




Date and time of collection




Initials of collector.

2.3.37 Clean touch points of cart with disinfectant wipes and any other area that may have become contaminated during the procedure - e.g. when additional tubes or items must be obtained from the cart during the phlebotomy (This will ensure hands contact clean surface when moving cart from patient to patient)

2.3.38 Before leaving the room, make sure you have removed all used equipment from the bed and bedside, return the bedrails to their up position, and replace tray table to within patients reach if it was moved during the blood collection.
2.3.39 Double check tourniquet has been removed before removing gloves and clean hands (after body fluid exposure risk, after patient contact, & possibly before initial patient contact)

2.3.40 If any concerns about the patient are encountered (ie: patient in pain) notify nursing staff.
NOTE: points in italics above are the 4 Moments of Hand Hygiene which must be followed in all procedures involving patient contact.

Quality Assurance:

2.3.41 Do not attempt to perform a venipuncture on a patient more than two (2) times. 

2.3.42 If a test(s) is ordered which requires minimal blood volume, an effort must be made to procure a capillary puncture. (see 3.0)

2.3.43 Do not stick above an I.V.  If you have no other choice but to stick the arm with an I.V. running, puncture approximately 3 inches below.  Indicate on the requisition or label that blood has been drawn from an I.V. arm. 

2.3.44 Make sure that all blue tops have a full draw. Partial draws affect the coagulation results. 

2.3.45 Label the tubes after venipuncture, not before. 

2.3.46 If the venipuncture area begins to swell during the procedure, immediately release the tourniquet, remove the needle and apply pressure with the cotton ball. 

2.3.47 Do not recap needles. Always use the safety shield to cover the needle.

2.3.44   Do not keep the tourniquet on the patient’s arm more than 1 or 2 minutes.

3.0 
PROCEDURE FOR CAPILLARY PUNCTURE
3.1
Principle
Skin punctures may be used to collect blood on patients of all ages; however, the skin puncture technique is primarily used for adults on whom it is difficult to do a venipuncture and on infants.  The two main reasons for collecting blood by skin punctures on infants are:



3.1.1
Micro volumes of blood are desirable to avoid anemia



3.1.2
Veins must be reserved for parenteral therapy.

3.2
Equipment
3.2.1
Cotton ball soaked with 70% isopropyl alcohol or alcohol pads

3.2.2
Dry cotton balls 

3.2.3
Automated safety lancet device:

· The Preemie Lancet (pink) makes an incision of 0.85 mm X 1.75mm.

· The Infant Lancet (green) makes an incision of 1.00 mm X 2.50 mm.

3.2.4
Heel warming device (optional)

3.2.5
Capillary tubes and / or Microtainers 
3.3
Procedure
3.3.1
Select the puncture site and appropriate lancet size. 

3.3.2
Warm the puncture site to increase the blood flow. 

3.3.3
Clean the puncture site similarly to the procedure when doing a venipuncture.  After application of the alcohol, completely dry the area with a sterile gauze square.  The presence of alcohol will quickly hemolyze the blood. 

3.3.4 When doing a heel stick on an infant, hold the heel gently but firmly.  This may be done in one of two ways:



3.3.5
Place the forefinger around the ankle, and the thumb over the arch of the foot; or place the forefinger over the arch of the foot and the thumb below the puncture site at the ankle.
3.3.6
Make the puncture in one continuous, deliberate motion, and perpendicular to the puncture site.  Punctures should be made on the most medial or most lateral portion of the plantar surface.  It is also recommended that you do not perform skin puncture on the posterior curvature of the heel.  



Note:
The depth of the skin puncture in the heel is important in infants, particularly in neonates.  It must not exceed 2.5 mm.  Penetration of the calcaneus bone, osteomyelitis, and sepsis have all been reported as potential complications.


             3.3.7
For a finger stick, place your thumb above and well away from the puncture site.  The procedure is similar to that for the heel.  The stick should be made into the pulp of the finger in one continuous motion.  It should not be directed toward the bone.  This will usually require a 100 to 200 angle to the longitudinal axis of the phalangeal bone.




Note:
The pain of a deep puncture is no more than that for a superficial one.  Not only will you get a better flow of blood, but you may spare the patient from having to be stuck again. 

3.3.8
Wipe away the first drop of blood, using a dry cotton ball, because it may be contaminated with tissue fluid. 

3.3.9 Moderate pressure may be applied, but do not vigorously massage the area. 

3.3.10 Collect the blood in the appropriate container.
3.3.11 Label the container as follows if a mini label is not available:

Patient’s name




Date and time of collection




Initials of collector.
3.4
Quality Assurance
3.4.1
Make sure the area for the skin puncture is completely dry before carrying out the procedure. 

3.4.2
Remember not to squeeze the heel too hard so as to avoid diluting the blood with tissue juices. 

3.4.3 On all laboratory reports, note whether the specimen is from a skin puncture.

4.0
PROCEDURE WHEN UNABLE TO OBTAIN A BLOOD SPECIMEN
For any number of reasons, it may be impossible to obtain a blood specimen.  The patient may be absent from the room, may refuse to be stuck, or may present difficulties in having a venipuncture performed.  If any one of these situations occurs, the following general procedure should be followed. Always notify the nursing station when blood is not drawn on the patient.
4.1
Patient Not in Room
4.1.1
If a patient is missing from his / her room or bed when you arrive to perform a venipuncture, check with the nursing staff to determine the patient’s whereabouts. 

4.1.2 
If the patient is in the shower or bathroom you must return to the room at a later time and procure the specimen.  If the patient is off the floor, i.e., in X-ray, Physio, etc., notify the unit staff that the blood was not drawn and they will call SPD when the patient is available. Upon your return to the laboratory, enter the library code “TRP” in the LIS.
4.2
Patient Refuses To Allow Venipuncture

4.2.1
A patient has the right to refuse any procedure.

4.2.2
If a patient refuses, remind the patient that his/her physician has ordered the tests to aid in the patient’s recovery.  If they still refuse, report the problem to the unit station.  Often patients will respond to reasoning by the nurses.  Do not try to coerce a patient into having their blood drawn.
4.2.3 If the patient still refuses, notify or have the nurses notify the physician of the situation.
4.2.4 Upon return to the Laboratory, enter the library code “TRP” in the LIS system.

4.3 Difficult Venipuncture

4.3.1
If a venipuncture is attempted and missed, try only once more. 

4.3.2
If, after the second attempt, you have not obtained a specimen, notify a nurse of the problem indicating that another attempt will be made by someone else.  One additional attempt by another phlebotomist will be made. 

4.3.3 If a specimen is still not obtained, the unit and / or the physician are to be notified.
4.3.4 All events are documented in Vertical in the ULTRA LIS system for documentation.
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