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Overtransfusion 1s unintentional. Clinicians are generally unaware of the considerable
range in the haemoglobin content (44g to 75g) between units of red cells. Also the

circulation volume within patients 1s varied and compounds the variation of haemoglobin
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Further improvement was required. A review of the 2 unit transfusion process was undertaken
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There 1s a large variability of haemoglobin within a unit of blood and different circulation
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Better checking of the patients haemoglobin between units 1s the obvious first step to reduce The previous education initiative (poster) was outside the transfusion process. The second over tranI; fusion o fblog d JThe roiect identified that two u};li . trqans fuzions were the
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check between units and this was associated with less overtransfusion and lower blood use
leading to an improvement in patient safety and financial savings.
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check the haemoglobin between units whenever possible.
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