BLOOD PRODUCT TRANSFUSION DOCUMENT (PRE} AUDIT STEPS

1. Transfusion cards are tubed back to IUHPL, station 946 or 947.

2. After removing cards, peel perforated edges if necessary, “face” cards correctly.

3. Place cards in appropriate “month” box. There will be 3 boxes, the month we are currently in, the month prior and another for anything else.
Unfortunately, there are wards that “hold” cards. All cbscure cards can go in the miscellaneous box.

*Just glance at the month on the card and put it in the correct box. Cards do NOT NEED to be sorted by hospital.

BLOOD PRODUCT TRANSFUSION DOCUMENT AUDIT (STANDARD WARD TRANSFUSION)

The requirements are different for general transfusions vs. OR, ECMO, Massives, etc. These instructions pertain to requirements for a standard

transfusion.

1.  Two signatures (first initial and full last name or full name): Tranfusionist and Witness—this is necessary on ALL cards.
2. Transfusion start: date and time *Note: “pre vital” time needs to be time needs to be at least one minute earlier than “stant”
With one exception: Apheresis cards. They usually send them 30 to 50 at a time, together. They will have a “star” in the upper right
hand corner. We do NOT mark these incorrect, as the exchange products are being transfused consecutively.
3.  Transfusion stop: date and time
4.  Look at the start and stop time. The total time of the transfusion needs to be less than four hours.
5. Vital sign completion including: all phases. *An exception to this is the instance where a product is given in 15 minutes or Jess.
Some nurses “slash” or “x” out the middle column and record the post vitals in the post vital box. This is actually correct. Others put
the post vitals in the middle box. 1 don’t mark these as incorrect as long as the times are entered correctly at the top end of the
card.
6. Time/ Nurse / Midway Assessment: Requires all times of vitals collections. These three boxes do not ailow for initals. First initial
and full last name or full name are required here.
7.  Blood Warmer must be checked “yes” or “no”. If checked “yes”, an ID# must be included.
8.  Documentation of a Transfusion Reaction. If checked “yes”, then the back of the card must be filled out.
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BLOOD PRODUCT TRANSFUSION DOCUMENT AUDIT

These cards require less documentation if section 5 contains any of the statements below.

1.) Two signatures (first initial and last name or full name): Transfusionist and Witness
2.) Transfusion start: date and time

3.) N/A

4.) N/A

5.) Acceptable statements in area 5: Anesthesia, SAR (see anesthesia records), Emergency, Level
I, Massive, Perfusion, Pump, Rapid Infusion, “See Cerner” and Wound Patch for Cryo.

6.) N/A

7.) Blood Warmer box needs to be checked “yes” or “no”. If checked “yes” and ID number must be
included.

8.) Documentation of a Transfusion Reaction. If checked “yes” then the back of the card must be

filled out.
Patent Name: ‘ Ward: Transfusionist and Witness MUST certify:
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AUDIT PROCESS

Count the available transfusion cards and using these guidelines audit the cards, separating correct from
incorrect.

Using a PINK highlighter, highlight what was incorrect on the cards.. Count how many are incorrect.
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Total # of documents reviewed
Total # incomplete  minus
Total # compliant  equals

Audited By:_./ Medical Director / Designee Review By:

Locate one of the above sheets which should be located in both the right and left side storage cabinets
at the front desk on clip boards. Fill it out, then wrap it around your incorrect cards, rubber band
together and place in same box at front desk that unacceptable specimens (incidents) are kept.

Finally, please separate your left over CORRECT cards by hospital and place in correct box. ANY
Satalite/sister hospital cards will go in an envelope marked as such located in the Riley box.

.
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1. Patients Name and MRN on this form and Wristband are Identical.
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 TRANSFUSIONIST: b 2gfny A

{4 2 I /"‘y»/”:}/l"?!

2. Donor # and Blood Type on this form and Donor Bag are Identical.

Red Cell Products MUST be Started with 0.9% NACL ONLY / Infused withir{‘A hr.
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Transfusionist and Witness MUST certify: i
1. Patient's Name and MRN on this form and Wristband are Identical.

3. Patient’s consent for transfusion Signed ar)q'y\!itnessed.
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‘Donor # and Blood Type on this form and Donor Bag are Identical.
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.Red Celf Products MUST be Started with 0.9% NACL ONLY / Infused within 4 hr. iNURSE
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1. Patient's Name and MRN on this form and Wristband are Identical.
2. Donor # and Blood Type on this form and Donor Bag are Identical.
3. Patnents consent for transfusion Slgned and Wltnessed

Red Cell Products MUST be Started with 0.9% NACL ONLY / Infused within 4 hr.
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2. Donor # and Blood Type on this form and Donor Bag are Identical.
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@f Indiuna University Health
]

Red Celi Products MUST be Started with 0.9% NACL ONLY / Infused within 4 hr.
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- INTRA-OPERATIVE INDICATIONS FOR TRANSFUSION |
‘[ eBL> 15% BV

I aushs ivanic, vvaiu,
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1. Patient's Name and MRN on this form and Wristband are Identical.

[esL> 15% BV
(] massIVE TRANS
+.[]] OTHER indication:

“I"2. Donor # and Blood Type on this form and Donor Bag are Identical.
q :| 3. Patient’s consent for transfusion Signed and Witnessed.
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: . W 7
Eatleixit‘B!ood Type: AcgESSI?? # ! WITNESS: . /s
oopos j9-021-12 ) CE
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PatentName:— T T T T Wara—~— — — — T Transfusionist and Witness MUST certify: —— — —
g lme A B by ar THRD RTEn | 1. Patient's Name and MRN on this form and Wristband are Identical.
‘ a 2. Donor # and Blood Type on this form and Donor Bag are Identical.
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AopoE E3591 Thawed CRyOL PULSE .~ Ab k) _ 41 =
Antigen / Attribute: BP i \U”I N—f\@ \E\f’ Sl | “"i l ale
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