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Summary Statement of Deficiencies

D3025 REQUIREMENTS FOR TRANSFUSION SERVICES
CFR(s): 493.1103(d)

Investigation of transfusion reactions. The facility must have procedures for 
preventing transfusion reactions and when necessary, promptly identify, investigate, 
and report blood and blood product transfusion reactions to the laboratory and, as 
appropriate, to Federal and State authorities.

This STANDARD is not met as evidenced by:
Based on review of the "Administration of Blood Components" policy in the facility's 
Blood Transfusion Manual, review of patients' electronic medical records and 
laboratory transfusion records, and lack of documentation of review of blood 
administration records, the facility failed to ensure that the "Administration of Blood 
Components" policy, for preventing transfusion reactions, was followed, in order to 
promptly identify, investigate, and report blood and blood product transfusion 
reactions to the laboratory. Findings include: 1. The facility's "Administration of 
Blood Components" policy states, "Obtain pre-transfusion vital signs. After the initial 
15 minutes, obtain another set of vital signs, and document the information in EPIC. 
The next set of vital signs that are required to be entered in EPIC is at the end of the 
transfusion." Review of the facility's Blood Transfusion Manual revealed no policy to 
ensure the "Administration of Blood Components" policy was followed for blood 
component transfusions. 2. Review of patients' electronic medical records and 
laboratory transfusion records revealed no documentation of review of administration 
of blood components, to promptly identify, investigate, and report blood and blood 
product transfusion reactions to the laboratory.
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