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KEY

Ask a second 
licensed nurse to 

check
 the unit of blood to 
minimize the risk of 
harm or injury to the 

client

Transfusion of Blood Products

Signature of transfusionist
and person who verified blood product

Date and time infusion
 begins and ends

Blood component 
unit number (apply sticker)

Effectivness of treatment R/T
 specific type of 
blood product

Type of component and
 amount transfused

Client reaction and series of vital signs

VS and lung sounds  before transfusion- use as baseline
 VS  Q 15 min during transfusion and an hour  

after the transfusion d/c. 
 Instruct the client to report anything unusual immediately.

Client has a 
temperature

 before or after a 
transfusion

Chills, diaphoresis,
 rapid, thready pulse, 
pallor and cyanosis

muscle aches, back pain, or chest pain
headache, apprehension
tingling and numbness,

dyspnea, cough, wheezing, or crackles
N/V/D, abd cramping,

rashes, hives, itching, and swelling

Stop the 
transfusion.

 IV tubing down 
to the IV site.

 IV line open 
with NS.

Physician and
 blood bank

 the client alone

 life-threatening 
symptoms

blood and urine 
samples

Septicemia occurs when 
blood is contaminated with 

microorganisms.Assessment includes 
rapid onset of 

chills and high fever
vomiting, diarrhea,

 hypotension, and shock

Obtain blood cultures and cultures
 of blood bag.

  Give IV fluids, antibiotics, 
vasopressors , 

and steroids as ordered
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reaction S/S

Main Concept
Transfusion of Blood 
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Hyperkalemia
Stored blood releases K+ through 

hemolysis.  The older the blood, the > the 
risk.  Check date on blood and K+ levels 

pre and post transfusion

Laboratory 
Values

 Lab Values:
 CBC or H/H, K+, 

Ca++

Hypocalcemia  and Citrate 
Intoxication.

Citrate in the transfused blood 
binds with Calcium and is 

excreted.

Monitor H/H
CBC for return to normal 

values

Circulatory Overload
too rapid infusion for CHF 

client to tolerate
Assess cough, dyspnea, 

chest pain, crackles, 
pulmonary edema, headache, 
tachycardia , rapid bounding 

pulse, JVD

slow rate, place client in upright 
position, administer oxygen, 
diuretics, and morphine as 

ordered
phlebotomy may also be 

prescribed.

Always maintain body fluid precautions
Use an 18-19 gauge catheter

Only use Normal Saline   
Use special blood Y tubing with filter

IV 
Requirements

Maintain the prescribed flow rate
whole blood: 3-4 hours

RBCS - 2-4 hours
platelets - as quickly as possible

cryoprecipitate: rapidly
granulocytes - usually over 2 hrs

volume expanders - volume dependent 
rate

Premedicate  with Tylenol or Benadryl.
Give immediately before beginning transfusion.

If a major ABO incompatibility exist or a severe allergic reaction occurs, 
it is usually seen within the first 50 ml of the transfusion. 

 If no reaction within the first 15 min,
increased the flow rate to the prescribed rate.

Rate varies with type of blood component being transfused
 and the client's condition.  Generally infuse as quickly 

as the client's condition allows.
Components containing few RBCS and platelets may be

 infused rapidly, but caution should be taken
 to avoid circulatory overload.

Begin transfusion slowly under close supervision.
monitor for S/S of reaction during transfusion.

The first 10-15 minutes of the transfusion is the 
most critical. 

 Stay with the client.

Instruct the client to report anything unusual 
immediately.

History of Adverse 
Reactions

Risk for Infection
 Risk for Fluid Volume Excess
 Risk for Transfusion Reaction

Vital Signs remain within Normal limits
Fluid balance is maintained.,
client will remain free of injury.

Lab values return to within normal range

Nursing 
Diagnoses

Client Outcomes
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