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60% preterms receive . Commonest SELIS OF AR i§ 2=l Standarcljs_-20.16 Transfusion Not transfused in a Decision to Babies kept NBM for  Impact on long term
transfusions in NICU latrogenic phlebotomy losses & ventilator but large variation in guidelines not timely manner transfuse & start- too long growth &
requirements practices b/w units evidence based too long development
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Results

Time taken from decision to transfuse
to start of transfus\ion

PDSA Cycle 1: Presentation of draft neonatal blood
transfusion guidelines — to obtain feedback
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-

Time taken to full feeds

PDSA Cycle 3: Staff education on
agreed changes — babies kept NBM
\.only during period of transfusion

experiences
parents — information

on transfusion

N

00:00:00 - PDSA Cycle 3: Staff education on agreed ™ | N T
§ 21:36:00 changes — babies kept NBM only during | PDSA Cycle 1: Presentation of draft neonatal blood |
% 19:12:00 \_period of transfusion transfusion guidelines — to obtain feedback
g N\
S 14:24:00
2 60:00:00
$ 12:00:00 b oo - 52i02:42
E 09:36:00 /A\ 48:00:00
<«
e 07:12:00 36:00:00
:‘3 04:48:00 X A ¥ R 0%
£ 02:24:00 \\/ \./ \/n—./v \ 24:00:00 - CL 20:49:30

00:00:00 —— = B e e 1 s 1 S S S 12:00:00 \/./'—-—' '/A

o NS & D N o S ® o o o o ® o o o & > o O O N S O
b-\ b‘\'\, QY c,\'\' (o\'\v ,\\\ ,\\’\ ,\\‘\ /\\'» q\\ 05\\' Q\‘\ 0\‘\- Q\'\' Q\\’ Q\\v '\\N »\'\' %\'\v \,\\v \\. \'\v ’1,\'\ %\'\— LCL - -
,Lo\o ,Q\Q q\&\% @\0 ,\51)\Q Q\,\Q .@\Q .\’<o\° ,,:\,\Q 0o)\0 .@\Q Q\,\\’ ,\g)\\ \’cb\x ,f,\\' ,\9\\’ 0 .;\\\ ,‘gc,\x \§>\° ,is,\g ,{9\0 0«,\Q ,;»)\Q 0:00:00 —— —; ——————————————————————————————————————————————— o‘,— - —o"— - —o"
N Q"\\’ 0"\N Q\’\N 6"\\/ 6‘\\’
20 Apr 18 -13 Feb 19 N ,{\\ © A\ 0v\\ \"),\
20Apr18-13Feb 19

PDSA Cycle 2: Poster on transfusion
thresholds put up in ITU and HDU

Learning Points

.

* Alocal transfusion guideline was developed

References

QI project led to an evidence based change in our transfusion practice

PDSA Cycle 2: Poster on transfusion
thresholds put up in ITU and HDU

Challenges » Limited literature surrounding feeding & transfusion, set practices going on for years requiring a change in working culture
Next Phase » Sustainablility & monitoring transfusions given appropriately to set threshold
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