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Phlebotomy ~ Estimated consumable cost: $ 11.5
Cost Manpower allocation 5 mins/case = $ 36.87
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Appropriate care prior to blood collection is rendered for
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Estimated savings per vear = 49.83 hrs. = $ 1835.78

a *5 Phlebotomy guide was created by the team and placed in a visible
4 h location all new staff and rotating staff were brief with the lab
initiative and the usage of the 3D guide.
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