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ANESTEZIOLOGICKA
AMBULANCE

Vedouci lékafr:

Cilem je optimalizace pripravy pacientt

pred operacnimi vykony a minimalizace komplikaci v
souvislosti s planovanym zakrokem a anestezii, a to
predevsim u pacientt s komplikujicimi onemocnenimi.

= zhodnoceni aktualniho predoperacniho stavu
= vysvetleni moznosti, postupu a rizik anestezie
» indikace doplnujicich vysetreni

= naplanovani predoperacni pripravy

» informovany souhlas




*  Cozahrnout do optimalizace / pfipravy pacienta?

AAAAAAAA

1. Nutricni stav pacienta
2. Prehabilitace s tim spojena dechova priprava a optimalizace dechovych funkci)

3. Patient blood mangement

4. Kardiovaskularni optimalizace
5. Vnitrni prostredi

6. Psychologicka priprava
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PRICINY ‘JL‘

= Mechanicka obstrukce

= Malabsorbce
= Nechutenstvi (nemoc, léky)

y 4 y 4
=  Katabolismus zakladniho onemocnéni N EZAVI S LY

= Socio-ekonomicky status
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Typ vykonu
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Predoperacni vyziva - metaanalyza
Study Percent
ID WMD (95% Cl) Weight
Nutrition prehabilitation :
Burden (2011) : s -0.20 (-8.77,8.37)  2.01
Gillis (2016) * —- -0.60 (-5.39,4.19)  5.34
Khrykov (2014) —— -4.20 (-5.18,-3.22)  19.20
Manasek (2016) . : -2.60 (-4.43,-0.77)  14.98
Smedley (2004) — -1.30 (-3.69, 1.09)  12.32
Smedley 2 (2004) -~ -2.40(-5.03,0.23) 11.27
Subtotal (I-squared = 42.3%, P = .123) O -2.74 (-4.01,-1.46)  65.12
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Prehabilitation Before Major Abdominal Surgery: A Systematic
Review and Meta-analysis

Michael J. Hughes1 - Rosie J. Haclmeyl - Peter J. Lamb'® - Stephen J. V‘-’igma:}re1 .
D. A. Christopher Deans’ - Richard J. E. Skipworth'

Fig. 2 Overall morbidity Prehabilitation _ Control 0dds Ratio Odds Ratio | ‘
Studv or Subaroun Events Total Events Total Weiaht M-H. Fixed. 95% ClI M-H. Fixed. 95% CI
Flg. 3 Pu]mnnmy mmbldlty Prehabilitation Control Odds Ratio Odds Ratio
Study or Subgroup Events Total Events Total Weight M-H, Fixed, 95% ClI M-H, Fixed, 95% CI
Barakatetal 2016 7 62 13 62 26.1% 0.48(0.18, 1.30] —a—
Barbalho-Moulim 2011 0 15 0 17 Not estimable
Barberan-Garcia 2018 4 62 10 63 21.0% 0.37(0.11, 1.24) ——
Dronkers et al 2008 3 10 8 10 12.7% 0.11[0.01, 0.84) —_—
Dronkers etal 2010 5 21 5 20 B.8% 0.94(0.23, 3.90] —
Dunne et al 2016 2 19 3 15 6.8% 0.47(0.07, 3.26] —_—T
Gillis et al 2014 1 38 1 39 2.2% 1.03[0.06, 17.03)
Kulkarnietal 2010 0 18 2 19 5.4% 0.19[0.01, 4.22]
Soares et al 2013 5 16 11 16 17.1% 0.21[0.05, 0.92] —_—
Total (95% CI) 261 261 100.0% 0.40 [0.23, 0.68) L 2
Total events 27 53
— Heterogeneity: Chi* = 4.53,df = 7 (P = 0.72); ¥ = 0% D:DDS D:I 1:0 2&0
Test for overall effect: Z = 3.38 (P = 0.0007) Favours Prehabilitation Favours Control
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#  OPTIMALIZACE (PRIPRAVA) PACIENTA...

~INa priprave pacienta k operaci neni nic sloziteho... Teoreticky!”

* Existuje jednotny postup, eventualne alespon (nas) konsensus?
» Jak (a zda vubec) problém vidi operatér?

» Jak funguje spoluprace s ostatnimi odbornostmi?

* (Semi)elektivni vykon vs. akutni vykon

» Jak definujeme ,velky chirurgicky vykon"?




AAAAAAAA

*  Existujici dokumenty/doporuéeni

« CSARIM — Doporuéeni pro omezovani pfijmu tekutin a stravy pred

/& &4

anesteziologickou péci (2011)

« CSARIM — Doporuéeny postup pro tzv. predanestetické vysetieni
(2009)

e Akutne.cz — Predoperacni vysetreni a kompenzace pacienta (2020)

e MZdCR - Vé&stnik 1/2008 — Doporuéeny postup interniho
predoperacniho vysetreni pred elektivhimi operacnimi vykony
(2018)

* European Society of Cardiology — Souhrn Doporucenych postupti
ESC pro nekardialni operace (2014)

* ERAS Society — ERAS-Enhanced recovery after surgery




®  ZPRAXE... (VFN a jiné)

= ,ERAS? To jsou ta pravidla co moc nedodrzujeme...”

= .V nutricnim riziku jsou tu vsichni."

= My pacienta vidime az pri prijmu — a to uz je pozde cokoliv resit.”

= Pacienti chodi z interen zcela nepripraveni a s albuminem na bodu mrazu”
= Videél jste nekdy pacienta po strevni priprave? Je vys*** z podoby.”

= Déla se to tu stejne padesat let. Je tézké cokoliv zmenit”

= Fakt tomu nerozumim [proc se pacientovi nedari] — odoperoval jsem to bezchybne”
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CHEST Transparency in Health Care = l

Preoperative Briefing in the
Operating Room

Shared Cognition, Teamwork, and Patient Safety

Yael Einav, PhD; Daniel Gopher, PhID; ltzik Kara, RN, BSN, MHA; Oma Ben-Yosef, RN, BSN;
Margaret Lawn, RN Neri Laufer, MD; Meir Liehergall, MD: and Yoel Donchin, MD

Contemporary preoperative team briefings conducted to improve patient safety focus mainly on
supplying identification details regarding the patient and the surgical procedure. Drawing on
cognitive theory prineiples, in this study a briefing protocol was developed that presents a broader
perspective model of the patient and the planned procedure. In addition to customary identifica-
tion details and drug sensiti %, the new briefing also includes review of significant background
information, needed equipment, planned surgery stages, and so forth. The briefing content was
developed following 130 continuous, nonstructured observations conducted in gynecologic and
orthopedic operating rooms. The briefing form was designed as a large poster hung in a visible
position on the operating room wall. The poster guides the team members (ie, nurses, surgeons,
and anesthesiologists) in their conduct. Briefing is conducted orally, and no writlen records are
required. The number of nonroutine events (ie, situations that, if not corrected, might lead to
patient harm) observed in the 130 surgeries conducted without briefing was compared with the
number of evenls in 102 surgeries in which briefing was conducted. There was a 25% reduction
in the number of nonroutine events when briefing was conducted and a significant inerease in the
number of surgeries in which no nonroutine event was observed. Team members evaluated the
briefing as most valuable for their own work, the teamwork, and patient safety. Following the
study, the new bricling formal was accepted and adopted for rouline use. Team briefings
designed to supply a broader-perspective surgery model may be an easy-to-apply tool to reduce
the number of nonroutine events during surgery and increase patient safety.

CHEST 2010; 137(2):443—449

Table 1—Nonroutine Events

4
. Category of Nonroutine
; a5 B No Briefing Event _ Examples
o> Briefing 1. Information Missing hemoglobin value prior to
S | surgery
n 3 Wrong radiograph on screen
H 2. Lack of situation The anesthesiologist begins to wake the
gist begi
2 2.5 1 awareness (knowing patient up while the surgeon declares
o what is happening that they are ac ly in the middle of
c 2 4 during surgery) the procedure than at the end
g 3. Equipment improperly  The diameter of the laparoscope is
E assembled or not too big
w 1.51 prepared on time The laparoscopic screen is not properly
5 prep it ¥ properly
connected
ETY 1 i 4. Problems with Patient moved to recovery without the
= teamwork anesthesiologist who is busy
© completing paperwork
2
2 0.5 The surgeon requests an additional
£ & 1
instrument, but there is no response
0 . . from the circulating nurse
The nurse tilts the table at the end of
Mean both Orthopedics Gynecolo surgery without coordinating with
P Y 9y the anesthesiologist
departments 5. Compliance with Surgeons begin skin closure before the
procedures nurses finish their count
6. Lack of operational Nurse does not know how to operate
FIGURE 3. Mean number of nonroutine events per surgery. Inowledge the fluid regulator
4 7. Equipment failure Drill does not work
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Plan

pro priste
Jak budeme postupovat
v dall (podobné) akei?

®
Akce

Zaditek, zkudenost.

Ohlédnuti

Co se délo?

Zhodnoceni

Co jsme délali dobfe?
Co se nedafilo?




Mental Workload in the Operating Room
NASA-Task Load Index (NASA TLX) (n=30)
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Figure 4: Mental workload in the cardiac surgery operating room varies across the cardiac surgery procedure for individual providers
depending on task complexity and responsibilities. CRNA indicates certified registered nurse anesthetist; CST, certified surgical
technologist; NASA, National Aeronautics and Space Administration; Postop, postoperative; Prep, surgical preparation; RN, registered
nurse; and TLX, Task Load Index. Reprinted from Wadhera et al263 with permission from Elsevier. Copyright ® 2010, The American
Association for Thoracic Surgery.
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BALLAS . Sections = The Washington Post
— . - Dallas'independent source of @ ] .
— nhse rver SHree local news and culture an ACCONT? Health & Science By Shefali Luthra July 12, 2015
| courrs | Do cellphones belong in the operaling room?

Dallas Anesthesiologist Being Sued Over
Deadly Surgery Admits fo Texting, Reading
IPad During Procedures

ERIC NICHOLSON | APRIL1, 2014 | 9:08AM

Mary Roseann Milne, 61, checked into Medical City Dallas on April 13, 2011 for
an operation to correct an irregular heartbeat. The procedure, an AV node
ablation, is routine, at least as far as heart surgeries go, but something went
wrong. Ten hours after her surgery began, Milne was pronounced dead.

The family has filed a medical malpractice suit against Medical City and two
individual doctors involved in the procedure: surgeon Dr. Robert Rinkenberger
and anesthesiologist Dr. Christopher Spillers. It's set to go before a Dallas
County jury in September.

One of the claims the jury will decide is whether Milne was a victim of
"distracted doctoring” on the part of Spillers, a point that was pushed hard by
the family's attorney, Maria Wormington, during depositions in the case. The
depositions provide a clear window into the roles personal technology and
social media can play in the operating room.

(MICHAEL HIRSHON FOR THE WASHINGTON POST )
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Mental Workload in the Operating Room
NASA-Task Load Index (NASA TLX) (n=30)
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Figure 4: Mental workload in the cardiac surgery operating room varies across the cardiac surgery procedure for individual providers
depending on task complexity and responsibilities. CRNA indicates certified registered nurse anesthetist; CST, certified surgical
technologist; NASA, National Aeronautics and Space Administration; Postop, postoperative; Prep, surgical preparation; RN, registered
nurse; and TLX, Task Load Index. Reprinted from Wadhera et al263 with permission from Elsevier. Copyright ® 2010, The American
Association for Thoracic Surgery.
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Primary Care Physician

Symbiotic <& Competitive Community
Relationships

Hospitalist 1

Primary Care
Physician Refers
\ Patient
\ / \ \
\
Cardiologist |
it N\
Hosp|.taI|st Surgeon Evaluates
Provides :
. Patient for
Postoperative Surger
= Co-ManagementJ sery
Anesthesiologist Don’t bite the
hand that feeds you!
Primary Care
Well-established SHIECERBErUS Physician ans]or
. Surgery
but fragile balance

Cardiologist

25. listopad 2023
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Provides
“Clearance”
Figure 5. Frequently well-established, competitive versus symbiotic relationships among

perioperative health care providers in the community (Courtesy of T.R. Vetter, MD, MPH, Austin,
TX; Published with permission from Thomas R. Vetter MD, MPH).
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To zvladnes...

1. Spatna / nedostatec¢na komunikace s ostatnimi.

STE. i 1Y

Precenéni vlastnich schopnosti.

Pozdni volani o pomoc.

> W N

Nedostatecné promysleny postup bez radneho

zalozniho planu.




JAMA | Original Investigation
— &9 Association Between Handover of Anesthesia
MEdlcaI press i Conditions Care and Adverse Postoperative Outcomes
Among Patients Undergoing Major Surgery

Surgery Philip M. Jones, MD, MSc; Richard A. Cherry, MD: Britney M. Allen, MSc; Krista M. Bray Jenkyn, PhD;
Salimah Z. Shariff, PhD; Suzanne Flier, MD, M5c; Kelly N. Vogt, MD, MSc; Duminda M. Wijeysundera, MD, PhD

IMPORTANCE Handing over the care of a patient from one anesthesiologist to another occurs
during some surgeries and might increase the risk of adverse outcomes.

e Study spotlights risks in anesthesiologist handoffs

OBJECTIVE To assess whether complete handover of intraoperative anesthesia care is
Jala Talhn A : : associated with higher likelihood of mortality or major complications compared with no
: y Adela Talbot ; Jnta handover of care.

DESIGN, SETTING, AND PARTICIPANTS A retrospective population-based cohort study

O snee Handover of anesthesia care associated with @ 1 pers e andegon mfrSrgers xpecid st st 2wt o e
adverse patient outcomes after surgery

ERq Email

a hospital stay of at least 1 night.
Study lookedatdataforall | DI FETEE R T SR
et LU LELC L LU OR MAJOR COMPLICATION WITHIN 30 DAYS OF SURGERY
had neurosurgery, cardiac,
vascular, thoracic, abdominal, 100%
pelvic or urologic surgery :
between 2009 and 2015.
Researchers compared patient
outcomes in surgeries with no
handover and those with a
complete handover.

Complete handaver group

I He-handover group & \<
==
6.8% higher risk 3 E

36% e
: with cm'r?pletc- handover m‘

A complete handover is when : 29%
the initial anesthesiologist : )
hands over care to another : 0% L el
anesthesiologist and does not

returntothe operatingroom.  : Researchers sarnatlmal idelines for anesthesia handovers
: cnuldpuumia y reduce

smsssrssssnns

% of patients

i

Jones PM et al, JAMA 2018

Institute for Clinical Evaluative Sciences _
ices.on.ca LAawson Westerng (: Schulich

Most patients are totally unaware that the anesthesiologist who put them under for
surgery might not be the same one who brings them out even though that 'handoff’
between the two doctors has been linked to a series of negative patient outcomes,
including an increased likelihood of death.

EXPOSURE Complete intranperative handover of anesthesia care from one physician
anesthesiologist to another compared with no handover of anesthesia care.

MAIN OUTCOMES AND MEASURES The primary outcome was a composite of all-cause death,
hospital readmissicn, or major postoperative complications, all within 30 postoperative days.
Secondary outcomes were the individual components of the primary outcome. Inverse
probability of exposure weighting based on the propensity score was used to estimate
adjusted exposure effects.

RESULTS Of the 313 066 patients in the 3% aneSteZII, s 60

(16) years; 49% of surgeries were perfol
elective; and the median duration of sur] % £ "
124-255). A total of 5941 (1.9%) patients by I O ” p re d a n O

anesthesia care. The percentage of patiel

anesthesiology care pmgresswe{y increased each year of thestudy reaching 2.9% in 2015.

Zroup compa complete handovers
e zavazné komplikace mry ccome
adjusted ris| all-cause deat

(aRD, 1.2%[9 V) RD, 5.8% [95% CI,

3 6% to 7.9%] 3'6 vs' 8/0 . ys of surgery

{aRD, 1.2% (95 cr—orrrozrrer—1

COMCLUSIONS AND RELEVANCE Among adults undergoing major surgery, complete handover
of intraoperative anesthesia care compared with no handover was associated with a higher
risk of adverse postoperative outcomes. These findings may support limiting complete
anesthesia handovers.

JAMA. 2018:319(2):143-153 _ doi:1 0100 fjama 2017 20040
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HODNOTOVA ANAMNESA

1. Porozumeéni a informacni potreby

Co Fici

Co vite o svém zdrovotnim stavu?
Jok tomu rozumite?

CA 4 Joké informace byste potfeboval?
2 ° OSOba d Uve ry Co kdybychom neméli pfiznivé
zprewvy?
Co by pro vds bylo Spotné zprdva?

3. Hodnoty a preference Osoba divdey Kdo vim poméhé situacl zvédnout?

?mﬂwﬂﬂﬁﬂ S kym fesite dile#ité véci v Fivoté?
osoba s pravem :

pného Na koho se mifeme obratit,
dis Zékona kdyby bylo potfeba néco rozhodovat
o silravotnich a vy byste nemohl/a?

sluibéch, § 34 odst. 7) | Kdo by s ndmi mohl pfemydlet
nebo rozhodovat za vds?

Hodnoty a preference | Co je pro vds (v Zivoté) dileZité?
Co vam pomahd ve/nemoc/
situaci zviddnout?

Co bych ja joko [ékaf mél o vds
védét joko o Elovéku?

O éem pfemyslite kromé nemoci?
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PRAVA
PACIENTU...
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Jak se nas
to tyka...?




ombudsman Sp. zn.: 4/2019/DIS/KS Graf 24 Hodnoceni postoje hlavniho oSetfujiciho
vefejny ochrance prav S B |ékare/lékarky k LGBT+ lidem

0%

m zcela pratelské
= spiSe pratelské
= spiSe nepratelské

zcela nepratelské

3.4 Diskriminace ve zdravotnictvi

Co se tyCe miry otevrenosti (nebo naopak uzavrenosti), genderovou identitu pred lékari Ci
zdravotnickym personalem casto nebo vidy skryva 56 % respondentl a respondentek,
v pfipadé sexualni orientace jde 043 % (Graf 22). Mira otevrenosti je tedy nizsi nez
v pfipadé skoly a zaméstnani, coZz muze byt dano nizsi divérou a/nebo také tim, Zze LGBT+
lidé nékdy nevidi divod pro to, aby svym lékarim sdélovali svou sexudlni orientaci nebo
genderovou identitu.

¢
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INSTEAD OF

Letting your discomfort
get in the way of asking
about pronouns...

Documenting your trans
patients as MtF, FtM in
your EMR...

Using the billing code for
‘gender dysphoria” in the
charts of your trans
patients...

Dwelling on mistakes you
might make while
providing care to your
trans patients...

Letting your actions/words
during patient encounters
serve as your primary form
of trans allyship...

TRY..

Stating your own
pronouns, then asking
your patients’.

Using the acronyms
“"AFAB" or "AMAB"
instead.

Considering other

billing codes such as
"hormone imbalance'
or "hypogonadism”.

Acknowledging your
error, apologizing,
and moving on with
the encounter.

Using the physiecal
clinic environment to
reinforce your trans
affirming care.

im PEARLS FOR TRANS AFFIRMING CARE

THE RATIONALE

This method signals your LGBTQ+
allyship early on — plus, it provides an
organic way to ask your patients how
they themselves identify.

These terms — along with current
gender identity — are more sensitive
and reliable ways of capturing the
trans experience.

Not all trans folks experience
dysphoria; moreover, others may not
want this diagnosis attached to their
chart. Consider alternative billing
options specific to individual patients.

Mistakes happen. Admitting them is
key. But a lengthy apology may only
alienate your patients more. Best
course is to apologize and get back to
providing affirming care.

Your clinic's physical atmosphere is an
extension of your practice. Adding
trans flags to the walls or LGBTQ+
representation to your pamphlets can
signal inclusivity and allyship.

VEEOBECNA FAKULTNI
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Cevkovani...?
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MNE TAKY
NE ...

MNE TO
NEVADI
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Rozhodnuti o poskytnuti péce
s nepodanim TRF udini jiny lékar,
nez ktery se pak pripadné
Ucastni ,,realizace tohoto roz-
hodnuti, vCetné pf
védnosti za totg
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Odmitam transfuzi

Acta Anaesthesiol Scand 2014; 58: 19-26 ACTA ANAESTHESIOLOGICA SCANDINAVICA

doi: 10.1111/aas.12211
Mortality in elderly ICU patients: a cohort study

J W Svédkoveé Jehovovi % gestina M. S. N1eLssoN'?, C. F. CHRISTIANSEN', M. B. JoHANSEN', B. S. RAsMUsseN®, E. TONNESEN? and M. N@RGAARD'
Departments 'of Clinical Epidemiology and *Anaesthesia and Intensive Care Medicine, Aarhus University Hospital, Aarhus, Denmark and
*Department of Anaesthesia and Intensive Care Medicine, Aalborg University Hospital, Aalborg, Denmark

DOMU CO RIKA BIBLE PUBLIKACE TISKOVE CENTRUM O NAS PRIHLASIT SE

Co rika Bible Mortality rate ratio (MRR) within 30 days among intensive care unit patients
admitted for medical (nonsurgical) reasons by age.

Bible zakazuje pfijimat krev. Neméli b
jeji zakladni slozky v Zadne for
transfuzi. VSimnéte si nasle

Standardized
mortality, % (95% CI)

P
Mortality,
%
>80 years 1,019/2,332 \3‘/ 43.2 (41.0-45.4)

Age group, n Dead, n/N

To je horsi nez kdyby

65-79 years 1,529/5,523 27.7 26.0 (24.8-27.2)
. s e S 11 50-64 years 789/4,655 17.0 17.0 (15.9-18.0)
JSte mne znasilnili !!! 15-49 years 318/6,223 5.1 7.3 (6.5-8.2)
VSEOBECNA FAKULTNI
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Pravo pacienta odmitnout Iécbu

L. US 2078/16 Ceski republika
] NALEZ
Ustavniho soudu

Jménem republiky

Ustavni soud rozhodl v senété slozeném z predsedkyné Katefiny Simackové (soudkyné
zpravodajky) a soudct Davida Uhlife a TomaSe Lichovnika o ustavni stiznosti MUDr.
N. H., zastoupeného JUDr. Tomaiem Sokolem, advokitem, se sidlem Sokolska 60,
Praha 2, proti rozsudku Obvodniho soudu pro Prahu 3 ze dne 10. 8. 2015 sp. zn. 25 T
24/2015, usneseni Méstského soudu v Praze ze dne 9. 10. 2015 sp. zn. 7 To 374/2015 a
usneseni Nejvyssiho soudu ze dne 16. 3. 2016 & j. 3 Tdo 135/2016-41, za ucasti
Obvodniho soudu pro Prahu 3, Méstského soudu v Praze a Nejvy3siho soudu jako
ucastnikl fizeni a Obvodniho statniho zastupitelstvi pro Prahu 3, Méstského statniho
zastupitelstvi v Praze a Nejvy3siho statniho zastupitelstvi jako wvedlejdich tucastniku
fizeni, takto:

L Rozsudkem Obvodniho soudu pro Prahu 3 ze dne 10. 8. 2015 sp. zn.
25 T 24/2015, usnesenim Méstského soudu v Praze ze dne 9. 10. 2015
sp. zn. 7 To 374/2015 a usnesenim Nejvy$Siho soudu ze dne 16. 3.
2016 €. j. 3 Tdo 135/2016-41 bylo poruseno pravo stéZovatele dle ¢l.
39 Listiny zakladnich prav a svobod, podle néjZ jen ziakon stanovi,
které jednani je trestnym ¢inem.

1. Tato rozhodnuti se proto rusi.

Oduvodnéni:
I. Vymezeni véci a piedchozi prubéh Fizeni

1. V tustavni stiznosti stézovatel namita, Ze jeho trestnim odsouzenim bylo poruseno
zakladni pravo na spravedlivy proces a zakaz odsouzeni bez zakona. Pfitom odkazal
naél. 8 odst. 2, €l. 36 odst. 1 a ¢l. 39 Listiny zdkladnich prav a svobod (dale jen
,.Listina®) a &L. 6 odst. 1 a ¢&l. 7 evropské Umluvy o ochrané lidskych prav a zakladnich
svobod (dale jen ,,Umluva®).

nalez Ustavniho soudu 1.US 2078/16 ze dne 2.1.2017
jednoznacne rika, ze lékare nelze postihnout za
neposkytnuti péce, pokud ji pacient odmitl:

,Neposkytnuti zdravotni péce dospélé svépravné osobé s
ohledem na jeji nesouhlas neni trestnym cinem.”

,Institut drive vysloveného prani jasné dava pacientovi
privilegium rozhodnuti, ale i neseni nasledkt tohoto
rozhodnuti. Lékar je v tomto pripade zcela chranén pred
dusledky takovéhoto pacientova rozhodnuti, bylo-li ucinéno
v souladu se zakonem .

na AKUTNE.CZ ...

VEEOBECNA FAKULTNI
NEMOCNICE V PRAZE




www.tre.sagit.cz

TRESTNI PREDPISY

* trestni zdkonik * trestni fad = vykon trestu odnéti
svobody * zabezpetovaci detence * vickon vazby

* Probaéni a mediaéni sluzba « Rejstiik tresta

= soudnictvi ve vécech mladeZe = zajisténi majetku

= pbéti trestnych ¢ind ¢ amnestie 2013

* ziikon o trestni odpovédnosti pravnickych osob

novelizovany
trestni zikonik a trestni fad k 1. 7. 2016

Sagitr*

zakony vaseho tspéchu

... ucta k integrité, dustojnosti a svébytnosti vSech lidskych bytosti

proti nemocnici

OBCANSKY ZAKONIK

tuéné zvyraznéné zmény provedené zikonem ¢. 460/2016 Sb.

REJSTRIK

prof. Dr. JUDr. Karel Elias
Mgr. Marek Svatos

redakéni uzavérka 1. 1. 2017

Sagi ﬁ'
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15. RIJNA

STRAZNAVEZ

Sy iphi B B relevantnim a vice neZ dostatecnym dlvodem pro

,ochrana zdravi a Zivota ditéte [...] je zcela

zasah do rodi¢ovskych prav, kdy jde o hodnotu,

jejiz ochrana je v systému zakladnich prav a

svobod jednoznacné prioritni”

Nalez Ustavniho soudu Ceské republiky sp.zn. 11.US 459/03:
Pravo rodi¢t odmitajicich 1é¢bu nezletilého ditéte [online].
Ustavni soud Ceské republiky, 2004-08-20

30. LISTOPADU-6. PROSINCE 7.-13. PROSINCE 14.-20. PROSINCE 21.-27. PROSINCE

Vidis ve svém ~D€] nam vice viry” Nenech se ve Rozjimej
Zivoté Jehovovu STRANA 9 sluzbé Jehovovi o duchovnich
ruku? ni€im rozptylovat vécech
STRANA 4 STRANA 18 STRANA 23
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U Nemocnice 4992, 128 08 Praha 2
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4/«,":% VSeobecna fakultni nemocnice v Praze
i .‘?,\l U Nemocnice 4992, 128 08 Praha 2
|\§. 5-:. IC DO0GE4165, tel. 224961111

N 44 DRIVE VYSLOVENE PRANI - TRF

Jméno a prijmeni: r. €.

Dfive vyslovené pfani podle § 36 zikona €. 372/2011 Sb., o zdravotnich sluZbach

J3, nize podepsany/a JMENO, PHIMBNT ...ttt om ettt o b sttt i ,

rodng Eslo. o B =T O TR

prohladuji, Ze jsem piné zpdsobily/a k pravnimu jednani, a Ze rozhodnutim soudu nedodlo k omezen svépravnosti
podle ust. § 56 a nasl. obfanského zakoniku.

Vyslovuji pro pfipad, Ze bych se dostalfa do takového zdravotniho stavu, ve kterém nebudu schopen/schopna
vyslovit souhlas nebo nesouhlas s poskytnutim zdravotnich sluZeb a zplsobem jejich poskytnuti, nasledujici dfive
vyslovené pfani:

Zadam, pokud u mne nastane situace, kdy z diivodu mého zdravotniho stavu by mné& bylo nezbytné
aplikovat nékteré z krevnich derivatii €i pouZit néktery z dale uvedenych postupi, aby tato aplikace
&i postup nebyly za Zidnych okolnosti provedeny. Konkrétné souhlasim/nesouhlasim s podanim
nasledujicich derivatii a pouzitim nasledujicich postupi:

Pina krev souhlasim nesouhlasim
Erytrocytarni koncentrat souhlasim nesouhlasim
Plasma souhlasim nesouhlasim
Krevni destic¢ky souhlasim nesouhlasim
Albumin souhlasim nesouhlasim
Imunoglobuliny souhlasim nesouhlasim
Fibrinogen souhlasim nesouhlasim
Protrombinovy komplex souhlasim nesouhlasim
Faktor XIIT souhlasim nesouhlasim
Faktor VII souhlasim nesouhlasim
Faktor VIII souhlasim nesouhlasim
Von Willebrandiiv faktor souhlasim nesouhlasim
Autotransfuze souhlasim nesouhlasim
Hemodiluce souhlasim nesouhlasim
PouZiti cell-saveru souhlasim nesouhlasim
Pouziti mimoté&lniho obéhu souhlasim nesouhlasim
Pouziti ECMO souhlasim nesouhlasim
Pouziti hemodialyzy souhlasim nesouhlasim
Svou volbu zakrouZkujte!

Jiny postup, s kterym nesouhlasim: ... s

Jsem si védom/a, Je:

o organismus reaguje na nahlou nebo wyznamnou krevni ztrdtu aktivaci systému krevniho sraZeni a daldich
systémi: kardiovaskuldrni systém reaguje zvySenim pulzu, zesilenim stahl srdce a stafenim cév a
prerozdélenim proudéni krve do Zivotné diilefitych organd; ledviny zafnou zadriovat tekutiny v organizmu
pomoci vylu€ovani hormonu reninu a endokrinni systém zvydené vylufuje antidiureticky hormen z hypofyzy

o wiechny tyto reguladni systémy maji viak omezenou kapacitu a v situac, kdy neni obnovena dodéavka kysliku
do organismu a nenl zajisténa nahrada objemu krve v organismu, se moZnost kompenzace ztraty krve
wyderpa a dochézi k Sokovému stavu

o seddle prohlubuje porucha krevni sra2livosti s rizikem daléiho krvdceni, nasledné milze dojit k selhéni Zivotné
dlleZitych organd (srdce, plice, ledviny) a daléim zdravotnim komplikacim, které mohou vést ke smirti.

Jsem si rovnéZ védom/a, Ze krevni ztrata, ke které miZe pfi chirurgickém vykonu dojit, | kdyZ je I&€ena pFipravky,
které nejsou plnou krvi nebo krevnimi derivaty, miiZe mit zdvainé disledky na mij zdravotni stav, mohou se
vyskytnout komplikace s hojenim rény a pooperacni priibéh miZe byt prodiouZeny. MnoZstvi podanych nahradnich
roztokd, které necbsahuji plasmu, Gervené krvinky, krevni destitky je limitovano moinosti rozvoje neZadoucich
Géinkd na funkel vnitfnich organd, krevnl sraflivost a imunitu. Mezi nejzdvaindfli nasledky patfi nedostatek
krevniho barviva v Eervenych krvinkach pfenddejiciho kyslik. Dojde k sniZené dodavee kysliku do bunék, k porueni
a moZnému selhani organd s nasledkem smrti. Porucha krevni sraflivosti zvySuje nadale krevni ztrdtu a podporuje
dalsi rozvrat orgdnovych funkci s moZnosti smrti.

Beru na védomi disledky svého dfive vysloveného pfani a potvrzuji, Ze jsem bylfa Iékafem vyslovné pouden/a o
diisledcich rozhodnuti o nepodani krevnich derivatd.

Jsem sl védom/a toho, Ze dfive vyslovené pFani

a) nenl tfeba pfi poskytovani zdravotnich slufeb mé osobé respektovat, pokud od doby jeho vysloveni dodlo
v poskytovani zdravotnich slufeb, knimZ se toto pfani vztahuje, k takovému wvoiji, Ze Ize dilvedné
predpokladat, #e bych nyni jiZ vyslovil/a souhlas s jejich poskytnutim,

nelze respektovat, pokud nabdda k takovym postuplm, jejichZ vysledkem je aktivni zplsobeni smrti (nelze
pofadovat takovy postup pfi poskytovani zdravotnich sluZeb, ktery by vedl aktivnimu ukonéeni Zivota
zdravotnickym pracovnikem), pokud byly v dobé, kdy poskytovatel nemé&l k dispozici mé dfive vyslovené pfani,
zapodaty takové zdravotni vykony, jejich pFerudeni by vedlo k aktivnimu zplsobeni smrti nebo pokud by jeho
spinéni mohlo ohrozit jiné osoby.

b

Jsem si védom /a, Ze toto své rozhodnuti miZu kdykoli zménit nebo zrusit.

ORI i auiicuin i mbmssiuhonios, ©  © katamwnd e o e i b S i s S e s e
podpis pacienta
), s s svacaniiiotinm | nshaimshiiinsmssintndsonnensis sl mua iiionanAbinme koo fion e v o s msb s s Hnasinnndsis fmsndasbm st st
Jméno a podpis lékare, ktery proved! poudenf
ORI e siisticinntanacmnnisiisiog,  iminnshiibivmsmanensitadsunscnniiiie b diusnsisdinananmtnns o ivts Sybnsonngusn  aiionenissuni nasdnnssis nshidh oG st
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...infarkt a preklad
na kardiochirurgii

... masivni krvaceni
a preklad na KARIM

Pameétniideska
profesora Krajiny
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... pad a fraktura krcku® .
A\ a preklad na chirurgii

Operace
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NTD=neglected tropical diseases; South=Southern;
SE=Southeast; SSA=sub-Saharan Africa;
YLD=years lived with disability

GBD 2015 Disease and Injury Incidence and Prevalence

Collaborators. Lancet 2016;388(10053):1545-1602;

Kaceehaiim at al Rlood 2014-123(5VAR15/5—R24
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- @@l Bill Gates Foundation: leading 30 global health problems
Leading causes 1990 Leading causes 2005 % change % change % change age- Leading causes 2015 % change % change % change age- w My
number all-age standardised number all-age standardised Il 5
of YLDs YLD rate YLD rate of YLDs YLD rate YLD rate
1990-2005 1990-2005 1990-2005 2005-15 2005-15 2005-15 Kai Zacharowski
1 Lower back and neck Eain 1 Lower back and neck pain 345 9.4 -1-8 1 Lower back and neck pain 18-6 49 -2:1
2 Iron-deficiency anaemia 1/_// ZSence ornan disedces 139.4 13-, 2.1 2 Sense organ diseases 252 10-8 0:6
3 Sense organ diseases 4 3 Iron-deficiency anaemia 14.-8 -6-6 -0-6 /J_EDE ressive disorders 1182 IS 1.0
4 Depressive disorders 4 Depressive disorders - - . “*} 4 Iron-deficiency anaemia -3.8 -14-9 -11.6 I
5 Skin diseases 5 Skin diseases 219 -0-8 05 5 BRI Qseases 11.7 -1-2 0-4
6 Migraine 6 Migraine 29.7 55 -03 6 Diabetes 32.5 17-2 5-4
7 Other musculoskeletal disorders 7 Other musculoskeletal disorders || 51-8 234 135 7 Migraine 153 2-0 0-8 O 2 0—3 0 % Of h u m a n s
8 Anxiety disorders . 8 Diabetes 69-2 37-6 20-7 8 Other musculoskeletal disorders|| 20-5 6-6 13 .
9 Diabetes "=+ 9 Anxiety disorders 26-1 2.6 -1.5 9 Anxiety disorders 14-8 1.5 1.0 h ave a n ae m I a
10 Asthma 10 Asthma 26 -16-5 -15.5 / 10 Oral disorders 224 8-2 -0-2
11 Oral disorders 11 Oral disorders 339 8.9 -1.6 “*=-]11 Asthma 94 -3-3 -2.3 | 1[ I DA
12 Falls . 12 Schizophrenia 36-1 107 07 12 Schizophrenia 19-5 57 03 3
13 Schizophrenia “+| 13 Falls 13-4 -7-8 -13-9 13 Osteoarthritis 34-8 19-2 3.9 m 2] Ot h er causes
14 COPD 14 COPD 22.2 -0-6 -9.8 14 COPD 16:2 2-8 -5-9 3
15 Autistic spectrum 15 Osteoarthritis 530 244 63 “~115 Falls 113 -1.5 -8-6
Prevalence by GBD Region, 2010
000 N MValaria =] mﬁgﬁ:ﬁ;se
— BEEER Heckworm I Fibroids
8 I Schistosomiasis Other gynecological
= Other infectious disorders
'—; — diseases
g' Other NTD
Q .
g o™ Sicke cell R e}
: - . . 8- N Thalassemias B Other endocrine
AP=Asia Pacific; Cent=central; CKD=chranic Kidney 8 G6PD deficiency Gastritis g
disease; Eur=Europe; G6PD=glucose-6-phosphate 5 Other hemog Quadienitls
. : . : I Fepticul
dehydrogenase; hemog=hemoglobinemia; HI=high - Drabetic CKD ARG
income; IDA=iron deficiency anaemia; LA=Latin America; O 20,000 Hypertensive CKD
NA=North America; NA/ME=North Africa/Middle East; = Other CKD
£
a




Anémie
= WHO: hemoglobinu <130 g/l u muz(, <120 g/l u Zen a <110 g/l u téhotnych zen

= V Ceském regionu je incidence sideropenické anémie asi 5 % u muzu a 8-20 % u zen.

» Nedostatek zeleza s anémii nebo bez ni je spojen s chronickymi stavy jako je
rakovina (43%), zanétlivé onemocneéeni strev (45%), chronické onemocneéni ledvin (24—
85%), chronické srdecni selhani (43-100%) ci dalsi chronicka zanétliva onemocneéeni.




Article

Prediction of Preoperative Blood Preparation for
Orthopedic Surgery Patients: A Supervised
Learning Approach

Chia-Mei Chang !, Jeng-Hsiu Hung >3, Ya-Han Hu %%, Pei-Ju Lee * and Cheng-Che Shen %67+

School of Medicine, Tzu Chi University, Hualien 970, Taiwan check for
School of Medicine, National Yang-Ming University, Taipei 112, Taiwan updates

Abstract: Blood transfusion is a common and often necessary medical procedure during surgery.
However, most physicians rely on their personal clinical experience to determine whether a patient
requires a transfusion. This generally involves considering the risk of blood loss during surgery, and
the preparation of blood is thus regularly requested before surgery. However, unused blood is a
particularly severe problem, especially in orthopedic procedures, which not only increases medical
resource wastage but also places a burden on medical personnel. This study collected the records

Gain ratio
0.09

0.0821
0.08 -
0.07 -
0.06

0.05 -

0.04 0.0345 0328

0.0294 0.0293
0.03
0.02 -

0.01

0.00 -

Table 1. Variable definition.

0:02280.0219 199 0.0198
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Category Variable Name Definition Type
. AGE Age Numerical
Demographic GENDER Male/Female Categorical
DBP Diastolic blood pressure Numerical
SBP Systolic blood pressure Numerical
BT Body temperature Numerical
Body checkup HR Heartbeat rate Numerical
RR Respiratory rate Numerical
BMI Body mass index (kg/m?) Numerical
HB Hemoglobin Numerical
PLT Platelets Numerical
INR International normalized ratio Numerical
APTT Activated Partial Thromboplastin Time Numerical
GOT Glutamic-pyruvic transaminase Numerical
Laboratory GPT Glutamic-oaa transaminase Numerical
BUN Blood urea nitrogen Numerical
CRT Creatinine Numerical
NA Na Numerical
K K Numerical
GLU Blood glucose Numerical
SURGEON Surgeon ID Categorical
or Surgery category (ICD-9-CM code) Categorical

American Society of Anesthesiologists (ASA) class .
Surgery ASA (ASA 1/ASA II/ASA III/ASA IV/ASA V) Categorical
ANES_TYPE Anesthesia type (GA-tube/GA-LM/SA/EA) Categorical
TU The use of tourniquet (Yes/No) Categorical
EM_SUR Emergency surgery (Yes/No) Categorical
OP_DAYS (Wait OP days) Numerical
LUNG Whether the patient had lung disease? (Yes/No) Categorical
CVD Whether the patient had cardiovascular disease? Categorical
(Yes/No)

DM Whether the patient had diabetes? (Yes/No) Categorical
History HT Whether the patient had hypertension? (Yes/No) Categorical
LIVER Whether the patient had liver disease? (Yes/No) Categorical
KIDNEY Whether the patient had renal disease? (Yes/No) Categorical
SMOKE Whether the patient had smoke? (Yes/No) Categorical
ALCOHOL Whether the patient had alcohol? (Yes/No) Categorical
ANTI COA Whether the patient had used anticoagulant drug Categorical

use? (Yes/No)

Chang et al. Appl. Sci.2018,8, 1559
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W 'k Preoperative anaemia and postoperative outcomes in non-cardiac Lancet 2011; 378:1396-407

Published Online
October 6, 2011

surgery: a retrospective cohort study DO101016 50140

6736(11)61381-0

Khaled M Musallam, Hani M Tamim, Toby Richards, Donat R Spahn, Frits R Rosendaal, Aida Habbal, Mohammad Khreiss, Fadi S Dahdaleh, Kaivan Khavandi, See Comment page 1362

Pierre M Sfeir, Assaad Soweid, Jamal ] Hoballah, Ali T Taher, Faek R Jamali

Summary

Background Preoperative anaemia is associated with adverse outcomes after cardiac surgery but outcomes after
non-cardiac surgery are not well established. We aimed to assess the effect of preoperative anaemia on 30-day
postoperative morbidity and mortality in patients undergoing major non-cardiac surgery.

Methods We analysed data for patients undergoing major non-cardiac surgery in 2008 from The American College of
Surgeons’ National Surgical Quality Improvement Program database (a prospective validated outcomes registry from
211 hospitals worldwide in 2008). We obtained anonymised data for 30-day mortality and morbidity (cardiac,
respiratory, CNS, urinary tract, wound, sepsis, and venous thromboembolism outcomes), demographics, and
preoperative and perioperative risk factors. We used multivariate logistic regression to assess the adjusted and
modified (nine predefined risk factor subgroups) effect of anaemia, which was defined as mild (haematocrit
concentration >29—<39% in men and >29-<36% in women) or moderate-to-severe (<29% in men and women) on
postoperative outcomes.

Findings We obtained data for 227 425 patients, of whom 69 229 (30 - 44%) had preoperative anaemia. After adjustment,
postoperative mortality at 30 days was higher in patients with anaemia than in those without anaemia (odds ratio [OR]
1-42, 95% CI 1-31-1-54); this difference was consistent in mild anaemia (1-41, 1-30-1-53) and moderate-to-severe
anaemia (1-44, 1.29-1.60). Composite postoperative morbidity at 30 days was also higher in patients with anaemia
than in those without anaemia (adjusted OR 1-35, 1-30-1-40), again consistent in patients with mild anaemia (1-31,
1-26-1-36) and moderate-to-severe anaemia (1-56, 1-47-1-66). When compared with patients without anaemia or a
defined risk factor, patients with anaemia and most risk factors had a higher adjusted OR for 30-day mortality and
morbidity than did patients with either anaemia or the risk factor alone.

Interpretation Preoperative anaemia, even to a mild degree, is independently associated with an increased risk of
30-day morbidity and mortality in patients undergoing major non-cardiac surgery.

Musallam et al. Lancet 2011; 378: 1396407

—— = s

No anaemia Mild anaemia Moderate-to-severe  Any anaemia
8196 (n=57 870) anaemia (n=1135

Mortality

n 1240 (0.78%) 2037 (3.52%) 1155 (10-17%) 3192 (4-61%)

o smw—— @E e To a0 000) T 310155

OR... Reference 167 (1-54-1:80) 2.40 (2:18-2-65) 1.83 (1.70-1.97)

Surgical subspecialty

General (n=164 330) Reference 1-46 (1-32-1-61) 1.64 (1-35-1.75) 1-48 (1.34-1.63)
Vascular (n=31311) Reference 1-45 (1-24-1.70) 142 (1-16-1-75) 1-44 (1.24-1-68)
Orthopaedic (n=10758) Reference 1-45 (1.01-2-55) 124 (0-81-3-03) 1-42 (1-02-2-48)
Other* (n=21026) Reference 1.52 (1.04-2.21) 1.55 (0-86-2.78) 1.52 (1.05-2-20)
Urinary tract 675 (0-43%) 882 (1.52%) 403 (3-55%) 1285 (1.86%)
Wound 3219 (2-03%) 2157 (373%) 716 (6:30%) 2873 (4-15%)
Sepsis 3214 (2-:03%) 3264 (5-64%) 1328 (11-69%) 4592 (6-63%)
Venous thromboembolism 1135 (0:72%) 913 (1-58%) 385(3-39%) 1298 (1-87%)

Data are n (%) or odds ratio (95% Cl), unless otherwise stated. Mild anaemia was defined as a haematocrit concentration of »29-<39% in men and >29-<36% in women.
Moderate-to-severe anaemia was defined as a haematocrit concentration of =29%. Models were built as described in webappendix pp1-4.OR . unadjusted odds ratio.
OR,, ,=odds ratio adjusted with basic adjustment (model 1). OR,, ,=odds ratio with extended adjustment (model 2). *Gynaecological, urological, neurosurgery,
otolaryngological, plastic, or thoracic. +Transfusion of more than four packed red blood cell units within 72 h preoperatively, any number of units transfused intraoperatively,
or transfusion of maore than four units within 72 h postoperatively.

Table 2: Effect of preoperative anaemia on mortality and morbidity at 30 days
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Meta-analysis of the association between preoperative Mortality
. - Reference Year Anasmia No anaemia  Weight (%) Odds ratio Odds ratio
anaemia and mortality after surgery
Gruson et al.® 2002 5 of 180 3of215 1-8 2-02 (0-48, 8-57) —
e 22 X - o . ————
A.J. Fowler!, T. Ahmad', M. K. Phull?, S. Allard?®, M. A. Gillies* and R. M. Pearse! Cladellas et al. 2006 9of 42 100f 159 29 4-06(1-53,10-79)
40 . . H N o
!Barts and the London School of Medicine and Dentistry, Queen Mary University of London, and Departments of *Anaesthesia and * Haematology, Wuetal. 2007 8660 0f 132970 3351 of 177341 59 362 (3-47,377)
Royal London Hospital, Barts Health NHS Trust, London, and *Department of Anaesthesia, Critical Care and Pain Medicine, Royal Infirmary of Bell et a/.20 2008 325 of 6143 798 of 30196 58 2-06 (1-80, 2-35) -
Edinburgh, Edinburgh, UK Beattie et al.™® 2008 76 of 3047 24 of 4632 4-8 4-91 (3-10, 7-79) —a—
Corvespondence to: Professor R. M. Pearse, Adult Critcal Care Unit, Royal London Hospital, London E1 1BB, UK (e-mail: r.pearse@qmul.ac.uk) Melis et a2 2009 14 of 197 5 of 216 2.8 323 (1-14, 9-14) .
23 . . . ) R
Background: Numerous published studies have explored associations between anaemia and adverse De_ Santo et a;? 2009 250 320 160 727 41 377 (1-98.716)
outcomes after surgery. However, there are no evidence syntheses describing the impact of preoperative Shirzad et al. 2010 26 of 650 35 of 3782 46 4-46 (267, 7-46)
anaemia on postoperative outcomes. Munoz et af.31 2010 12 of 210 19 of 366 37 1-11 (0-53, 2-33) PR —
Methods: A systematic review and meta-analysis of observational studies exploring associations between Musallam et af.32 2011 3192 of 69229 1240 of 158196 59 6-12 (573, 6-54) -
preoperative anaemia and postoperative outcomes was performed. Studies investigating trauma, burns, Boening et al.2! 2011 44 of 185 121 of 3126 51 7-75 (528, 11-38) —a—
!:mnspla.nt, paedml:hnc and obstetric populations were e:fcludet-i. -The primary outcome Vf'as .30-da}.r or Vochteloo et al.2® 2011 30 of 536 31 of 726 46 1.33 (079, 2:22) B
in-hospital mortality. Secondary outcomes were acute kidney injury, stroke and myocardial infarction. H 128 2011 45 of 1463 13 of 1225
Predefined analyses were performed for the cardiac and non-cardiac surgery subgroups. A post hoc analysis Um:'_' 9# al ) o o 42 2:96 (1-59, 5:51)
was undertaken to evaluate the relationship between anaemia and infection. Data are presented as odds Dubljanin-Raspopovic et al.* 2011 19 0f 185 12 of 158 37 1:39(0-65. 2:97) 1
ratios (ORs) with 95 per cent c.i. Greenky et al.%® 2012 12 of 2991 21 of 12231 39 2:34 (115, 4-77) —_—s
Results: From 8973 records, 24 eligible studies including 949 445 patients were identified. Some 371 594 Ranucci et al.3* 2012 51 of 401 30 of 401 4-8 1-80 (1-12, 2-89) ——
patients (39-1 per cent) were anaemic. Anaemia was associated with increased mortality (OR 290, 2-30 to Oshin and Torella33 2013 16 of 193 2 of 167 18 7-46 (1-69, 32:93) .
.2 = - ¥ i inj . X 76: I2 = - .
3v68.,I _?T per cent; P < 0-001), acute kidney injury (OR 3-75, 2.95 to4'ft?,1 _6'.) perce.nt,P<l] 001) Saager et al.% 2013 1288 of 119298 811 of 119298 5.9 1.59 (1-46, 1.74) -
and infection (OR 1-93, 1-17 to 3-18; ¥ =99 per cent; P =0-01). Among cardiac surgical patients, anaemia o7
was associated with stroke (OR 1-28, 1.06 to 1.55; I = 0 per cent; P = 0-009) but not myocardial infarction Gupta 6t al. 2013 368 of 15272 206 of 16585 58 1-96 (165, 2-33) -
(OR 1-11, 0-68 to 1-82; I” = 13 per cent; P =0-67). Anaemia was associated with an increased incidence of van Straten et al.* 2013 20 of 351 38 of 1385 45 214 (1-23, 3-73) “
red cell transfusion (OR 5-04, 412 to 6-17; I = 96 per cent; P < 0-001). Similar findings were observed in Seicean et a/.% 2M3 63 of 5879 37 of 18594 51 5-43 (362, 8-16) —e—
the cardiac and non-cardiac subgroups. Jung et al.2? 2013 0of 125 0 of 463 Not estimable
Conclusion: Preoperative anaemia is associated with poor outcomes after surgery, although heterogene- Zhang et al.*! 2013 22 of 432 3of223 2:3 393 (1-18, 13-29) —_—
ity between studies was significant. It remains unclear whether anaemia is an independent risk factor for Baron et al.5 2014 656 of 11295 804 of 27439 5.9 2.74 (2-45, 3-07) =
poor outcome or simply a marker of underlying chronic disease. However, red cell transfusion is much
more frequent amongst anaemic patients. Total 14978 of 371594 7430 of 577851 100-0 2-90 (2-30, 3-68 &
Paper accepted 20 April 2015 ! ! 1

Published online in Wiley Online Library (www.bjs.co.uk). DOI: 10.1002/bjs.9861

e
AVAILABLE
ONLINE hl

Heterogeneity: 1 = 0-24; ¥ = 768-79, 22 d.f., P < 0-001; P =97%
Test for overall effect: Z = 8-88, P < 0-001

0-01 01

1

Favours anaemia

10 100
Favours no anaemia

Fig. 2 Forest plot showing composite outcome of 30-day or in-hospital mortality after SUM

Sizes of markers indicate weight for each study according to sample size. A Mantel-Taenszel random-effects model was used for
meta-analysis. Odds ratios are shown with 95 per cent c.i.
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Patient (E Management . I P re _0 p e rati Ve a n a e m i a

_ Pre-operative anaemia -
is associated with:

22% longer hospital stay

(11 vs 9 days, p=0.0001)*!

N

Kai Zacharowski

5X increase in
transfusions
(18.5% vs 4.7%, p<0.01)s2

3X increased risk of

mortality
(OR=2.90, p<0.001)32

2X increased risk of

infection
(OR=1.93, p=0.01)%2

4X increased risk of

Kidney injury
(OR=3.75, p<0.001)32

*Retrospective single-centre cohort study of consecutive patients >18 years undergoing non-cardiac surgery between March 2003 and June 2006 (N=7,759). Shown are the propensity-

matched values for variables that are potential confounders in the relationship between anaemia and post-operative mortality (N=2,090)'

§Systematic review and meta-analysis of observational studies exploring associations between pre-operative anaemia and post-operative outcomes (24 studies; N=949 445)2
tRetrospective cohort study of major non-cardiac surgery in 2008 (a prospective validated outcomes registry from 211 hospitals worldwide, N=227 425). OR presented had an extended

adjustment for a large number of clinically relevant variables®

OR=o0dds ratio

1. Beattie et al. Anesthesiology 2009;110(3):574-581; 2. Fowler et al. Br J Surg 2015;102(11):1314-1324; 3. Musallam et al. Lancet 2011;378(9800):1396-1407

13




PREDOPERACNI OPTIMALIZACE

The Royal College
of Anaesthetists

Since preoperative Hb is a predicto
fusion® we sho e

adequate kontrola hladin

guidelines \ fe B.,, kys. listové
and 130 g/litre

the Hb, ferritin, B, and folate should be check
will det==————=xhich patients will benefit from ;
pfi Fe >100 ng/l “<yf ferritin is below 100 ng/ml then they
a Hb <120 g/I apy 4—6 weeks preoperatively. If timp
podati EPO gy is ineffective or not tolerated Léeby by méla zvysit
intravenous ie arboxymaltose may be used. If ferri Hb asi 2 g/l denné
above 100 ng/ml but Hb less than 120 or 130 g/litre
require both erythropoietin (EPO) and oral iron. EPL
generally given subcutaneously 300—600 units/kg/week.*

podat zelezo
pri Fe < 100 ng/I

zvysit Hb asi 2 g/l dennée

Brydon C. Royal College of Anaesthetists CPD Matrix: 1FO1; 1F04; 1F05 .ﬁf«%’fﬁ.’éﬁ“ ™| G




Patien t

o8

I Pre-operative algorithm V4.0

Emergency

Planned surgery (next day)

CKD=chronic kidney disease; Hb=haemoglobin; ICU=intensive care unit; I\V=intravenous

Transfusion probability
<10%

v
Transfusion probability
>10%

L 2

¢ & Hb 213 g/dﬁ 2 d Hb <13 g/dL

-------------------------------------------------------------------------------------------
* »

pre-operative anaemia e !

Management of l ““““ @m et

[ Iron status j [ [ron status j

¥

: NO iron
== deficit
optimal

/

v I

Iron deficiency
Transferrin saturation <20% ;

o NO iron

Ferritin <100 ng/mL deficit

Ferritin <300 ng/mL
If heart failure/CKD

/
" !
: Further
[ IViiron j [ diagnostics of}

anaemia

3 o
.............................................................................................

<

Kai Zacharowski
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Can J Anesth/] Can Anesth (2019) 66:716-731

https://doi.org/10.1007/s12630-019-01351-6

s1ntiloa,
e,

Efficacy and safety of erythropoietin and iron therapy to reduce red blood
cell transfusion in surgical patients: a systematic review and meta-analysis

Tiffanie Kei, MHSe « Nikhil Mistry, MSe - Gerard Curley, MB, MSc, PhD - Katerina Pavenski, MD - Nadine Shehata, MD - Rosa Maria Tanzini. BSc (Pharm) - Marie-France Gauthier, PharmD, ACPR -
Kevin Thorpe, MMath - Tom A. Schweizer, PhD - Sarah Ward, MD - C. David Mazer, MD - Gregory M. T. Hare, MD, PhD

ESA +Iron Iron Risk Ratio

Study or Subgroup Events Total Events Total Weight IV, Random, 95% Cl Year

4.2.1 ESA + Oral Iron vs. Oral Iron

COPES 1993 53 130 44 78 63% 0.72 [0.54, 0.96]
Faris 1996 25 118 36 69  56% 0.41[0.27, 0.61]
de Andrade 1996 23 213 24 101 5.0% 0.45 [0.27, 0.76]
Heiss 1896 a 17 4 10 3.3% 1.32 [0.55, 3.20]
D'Ambra 1997 36 119 25 56 5.7% 0.68 [0.45, 1.01]
Sowade 1997 4 36 19 3/ 29% 0.21 [0.08, 0.58]
Quist 1999 13 38 23 43 5.0% 0.64 [0.38, 1.08]
Feagan 2000 23 123 35 78 55% 0.42 [0.27, 0.65]
Podesta 2000 1 30 26 30 1.1% 0.04 [0.01, 0.27]
Larson 2001 0 15 1 16 0.4% 0.35 [0.02, 8.08]
‘Wurnig 2001 41 124 28 51 6.0% 0.60[0.42, 0.86]
Scott 2002 19 29 24 29 6.2% 0.79[0.58, 1.08]
Dousias 2003 o] 23 5 27 0.5% 0.11[0.01, 1.82]
Christodoulakis 2005 58 136 36 68 6.3% 0.82 [0.61, 1.10]
Weber 2005 56 458 107 235 6.3% 0.27 [0.20, 0.38]
Weltert 2015 51 300 117 300 6.3% 0.44 [0.33, 0.58]
Wu 2016 2 30 [ 32 1.6% 0.36 [0.08, 1.63]
Subtotal (95% CI) 1939 1259 74.1% 0.51 [0.40, 0.65]
Total events 415 560

Heterogeneity: Tau® = 0,15; Chi* = 65,02, df = 16 (P < 0,00001); I* = 75%
Test for overall effect: Z = 5.50 (P < 0.00001)

4.2.2 ESA + IV Iron vs. IV Iron

Kyo 1992 20 40 12 16 56% 0.67 [0.44, 1.01]
Kettelhack 1998 16 48 15 54 47% 1.20 [0.67, 2.16]
Kosmadakis 2003 10 Eal 28 32 50% 0.37 [0.22, 0.62]
Bernabeu-Wittel 2016 52 100 53 103  6.4% 1.01[0.77, 1.32]
Urena 2017 13 48 13 52 4.3% 1.08 [0.56, 2.10]
Subtotal (95% CI) 267 257  25.9% 0.79 [0.54, 1.18]
Total events 111 121

Heterogeneity: Tau® = 0.14; Chi* = 14,40, df = 4 (P = 0.006); I* = 72%
Test for overall effect: Z = 1.15 (P = 0.25)

Total (95% CI) 2206 1516 100.0% 0.57 [0.46, 0.71]
Total events 526 681

Heterogeneity: Tau? = 0.17; Chi® = 96.33, df = 21 (P < 0.00001}); |2 = 78%

Test for overall effect: Z = 5.07 (P < 0.00001)

Test for subgroup differences: Chi* = 3.51, df =1 (P =0.06), I =71.5%

Fig. 2 Forest plot showing the effect of erythropoies
cells (RBCs) (primary outcome), stratified into subgroups by study interventions

1943

1992
1998
2003
2016
2017

Risk Ratio
IV, Random, 95% CI
——
—
—t
<&
—
3
L 2
005 02 1 5 20

Favours ESA + Iron  Favours lron

s stimulating agents (ESA) and iron vs iron on number of patients transfused with red blood

ESA + Iron Iran Risk Ratio

Study or Subgroup Events Total Events Total Weight IV, Random, 95% Cl Year

Risk Ratio
IV, Random, 95% CI

4.1.1 Orthopedic Surgery

COPES 1993 53 130 44 78 7.5% 0.72 [0.54, 0.96]
Faris 1996 25 118 36 B9  6.8% 0.41[0.27, 0.61]
de Andrade 1996 23 213 24 101 6.2% 0.45 [0.27, 0.76]
Feagan 2000 23 123 35 7 67% 0.42 [0.27, 0.65]
Weber 2006 56 458 107 235 76% 0.27 [0.20, 0.36]
Wu 2016 2 30 5] 32 21% 0.36 [0.08, 1.63]
Bemabeu-Wittel 2016 52 100 53 103 T76% 1.01[0.77,1.32]
Subtotal (95% CI) 1172 696 44.5% 0.49 [0.32, 0.76]
Total evenis 234 305

Heterogeneity: Tau? = 0.28; Chi* = 52,73, df = 6 (P < 0.00001); 17 = 89%
Test for overall effect: Z = 3.18 (P = 0.001)

4.1.2 Cardiac Surgery

Kyo 1982 20 40 12 16 6.8% 0.67 [0.44, 1.01]
Sowade 1897 4 36 19 36 3.8% 0.21[0.08, 0.56]
D'Ambra 1987 3k 119 25 56 6.9% 0.68 [0.45, 1.01]
Podesta 2000 1 30 26 30 1.5% 0.04 [0.01, 0.27]
‘Weltert 2015 51 300 117 300 7.5% 0.44 [0.33, 0.58)
Urena 2017 13 48 13 52 54% 1.08 [0.56, 2.10]
Subtotal (95% Cl) 573 490  31.8% 0.51 [0.32, 0.79]
Total evenis 125 212

Heterogeneity: Tau? = 0.19; Chi® = 19.38, df = 5 (P = 0.002); I = T4%
Test for overall effect: Z = 3.02 (P = 0.003)

4.1.3 Colorectal Cancer Surgery

Heiss 1996 a9 17 4 10 42% 1.32 [0.55, 3.20]
Kettelhack 1998 16 48 15 54 5.8% 1.20 [0.67, 2.16]
CQuvist 1999 13 38 23 43 62% 0.64 [0.38, 1.08]
Christodoulakis 2005 59 136 36 68  7.5% 0.82 [0.61,1.10]
Subtotal (95% CI) 239 175 23.7% 0.86 [0.67, 1.12]
Total events a7 78

Heterogeneity: Tau® = 0.01; Chi* = 3.49, df = 3 (P = 0.32); I? = 14%
Test for overall effect: Z = 1.08 (P = 0.27)

Total (85% CI) 1984 1361 100.0% 0.58 [0.45, 0.74]
Total events 456 595

Heterogeneity: Tau* = 0.21; Chi* = 88.37, df = 16 (P < 0.00001); I* = 82%

Test for overall effect: Z = 4,23 (P < 0.0001)

Test for subgroup differences: Chi# = 7.04, di = 2 (P = 0.03), P = 7T1.6%

1993
1996
1996
2000
2005
2016
2016

1992
1987
1987
2000
2015
2017

4 4 4
0.05 0.2 1 5 20
Favours ESA + Iron  Favours Iron

Fig. 4 Forest plot showing the effect of erythropoiesis stimulating agents (ESA) and iron vs iron on number of patients transfused with red blood

cells (RBCs) (primary outcome), stratified by type of surgery

Kei et al. Can J Anesth/J Can Anesth (2019) 66:716-731
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Contemporary Bloodletting in Cardiac Surgical Care

Colleen G. Koch, Edmunds Z. Reineks, Anne S. Tang, Eric D. Hixson, Shannon Phillips,
Joseph F. Sabik, III, J. Michael Henderson, and Eugene H. Blackstone

(Ann Thorac Surg 2015;99:779-85)

Table 2. The Most Commonly Performed Laboratory Tests"

Type of Test No. (%)

Blood gas (arterial or venous) 88,068 (40)
Coagulation tests” 39,535 (18)
Complete blood count, with or without differential 30,421 (14)
Metabolic panels 29,374 (13)
Blood culture 11,739 (5.3)
Blood type and screen 8,422 (3.8)
Potassium level 4,108 (1.8)

® Accounting for 95% of laboratory tests performed. ° Prothrombin
time and partial thromboplastin time.

Median Phlebotomy Volume (mL)

Ann Thorac Surg 2015;99:779-85

1400-

1300- AL
1200-
1100-
1000-
900- 53
800-
700- 88 — 73
0 o (20
400-

148
181
257

300- 150 245
wep L ]

1

0-l=="= D T T T T T T T T T T T T T
1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 =15

Hospital Length of Stay (days)

Fig 3. Hospital length of stay and cumulative median phlebotomy
volume. The numbers above each bar represent the number of patients
with that length of stay and median phlebotomy volume. As length of
stay increases, the median phlebotomy volume increases in a dose-
dependent manner.
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*  Pacient po velkém chirurgickém vykonu

VFN PRAHA

TELESNA POSTIZENI:

* Obtizny navrat k aktivitam
provozovanym premorbidné

Neschopnost navratu do zameéstnani

Obtizna péce o déti/vnoucata

Artralgie, myalgie

Obtizné zvladani kazdodennich aktivit

Neuropatické, somatické, visceralni
bolesti

Obtize s cestovanim, volnocCasovymi
aktivitami

Unava, slabost

Dekondice




+

VFN PRAHA

Prehabilitace - fyzicka aktivita

vice nez 1/3 pacientu je inaktivnich, sarkopenie, vliv veku
stratifikace rizika: 6MWT=800-(5,4 x vek), CPET — AT, VO, peak

zlepseni aerobni kapacity, zvyseni Cisté svalové hmoty

Individualizovany program pro kazdého pacienta
Délka? (4-6 tydnu)
Nutnost supervize

Compliance pacienta?

Moran J,, et al. The preoperative use of field tests of exercise tolerance to predict postoperative outcome in intra-abdominal surgery: a systematic review. J Clin Anesth 2016;35:446-55.
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#  prehabilitace

VFN PRAHA

< FREHABILITATION

e Multimodalni zalezitost

e Multidisciplinarni spoluprace

* Vlysoce individualizovany pristup

S
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ERAS PROTOKOL ERAS PROTOKOL

A. PREDOPERACNI PRIPRAVA POINDIKACNI

C. PERIOPERACNI PECE (pokratovand

vyplni gynekolog pii pfijmu

vyplni anesteziolog na sdle

1. Korekce anémie

o pech hiscing Hb by 52 méls pahybovat >130 i, 3 1 pi T i atrdtou (5500 m) 5. Preference medikace s minimalnim rezidudInim efektem ﬁ E‘
nebo u pacientek = rizikem horiho Fojent Hb 100 - 120 gil = Kcba prepardty feleza, avdfit i v poddnl Uspdng Edha prepardty s cilam minimélnihe ovivnénl kegnitivnich funkel (nepodavat BDZ s dlouhym t/2)
Selazs by mila vyt Hb asi 2 gil dennd, proto by mila probihat minimding 7-14 dnf die wichoz! hodnoty, Hb <160 g = vedie podévn! 2leza je N
na misté a2t poddn erytropcetinu. R i 6. POUZITI REGIONALNI BLOKADY D D 8. Paclentky s DM na inzulinu
Hb 100 - 120 g/l lé¢ba Fe / l&fbaFe=Tdni [ | [ ] j‘ L= gk peroperatn kontrola glykémie ﬁ ﬁ
Hb <100 g/l lécba Fe / l&tbaFe>Tdnl ][] ,‘ 10 Vot Bl St w GERIEARE.  BD. b Mlsmogardé cond
erytropoetin |:| D anestezle podavana |I peroperadné D D 2 e
2. Diabetes mellitus celkova peroperaéni davka podanych oploida iIJ:fm;:fﬂfF;étZﬂ"ﬁdEﬂﬂéE‘n k dekompres| e
e i udku a dale odstranéna
Cllem i u diabetikl ja zachovat co neidédle p.o. piiem a nsopak nepoddiat rano pled wkanem  infuzi glukday = inzulinem — i v den opersce e et
Je lépe phipadncy hypoglykémil korigaust poddnim sladiého Caje Infuze je inditowena pouze ve wiimednich phipadech diabetoibgem. 7. Prevence PONV pokud ponechana pooperatnd, Indlkace: ...
Zpdsoh pRprawy disbetiks, . ponechdnl wsazeni & zména medikace mé bt l-iﬂjufcun.':: diabetologarm. monem P (V rdmci ERAS by nazogastrickd sonda neméla byt ponechdna.)
pfedoperaZni piiprava die rozpisu diabetologa =R u rizlkevich paclentl (anamnézs PONV, [ 10. Zavedeni drénu “lj’ |"__E|
: - : miadé Zeny, delfl laparoskopické wikony] ;g T s e B i
3. Koufeni, alkohol, ndvykové latky - uZivaniv predoperal::‘l;n ::dnhf blokdtory SHT3 receptora L0 [V timcl ERAS by hampmrorn iy bk someriomyy

abstinence koufenl alespofi 4 tidny pfed vykonem D D

nikotinova naplast [ | []
abstinence alkoholu alespof 4 tydny pfed vkonem |:| |:|

D. POOPERACNI PECE

wyplni ofetfujici lekar pfi prekladu z intenzivni péce

1. Pooperadni lécha bolesti - koncept multimodaini analgezie: ﬁ ﬁ

B. PREDOPERACNI PRIPRAVA Hisvnim principem muktimodsinl analgezie je minimalizace nedoucich GéinkD opioidi (FONY — poopersén/ nauzes, zwacen( kardiodsprese,

withm dechu, poopersdnl dews, sedace, hyperalgezie indukovand opioidy). V prax to znamend kombinaci snaigetik riznfoh skupin 5 cfem snift

vyplni lékaf provadéjici vizitu na oddéleni v den operace

Minimalizace periopersénifio fadnin{ Sonéni 5 nadbytednd sadsce joou hlauni cle ERAS. Jo #idouct mit phm&ery po. pifem oo nejbiie ;*“’D" devkat opyoi: Nekombind e nestefoidn) sibRiogetita navzdiem. 3. nesoout oniowdy el castam! podanl ik - cheoke
operadnimu wionw = & hod pro pevnou straw @ 2 hod pro tekuting  Tekuting poo. 52 proto podavajl v den operace v mnofsh 2 dolthod, stawl.
pitf . po douskach” (s nesyrens tekuting, midde bt sladld & ochucens). Oploldy pooperafné v oplold. ... e Gdvka F 24 hod 0. den ... | BT e

1. Perorslni pﬁjem zapsat do dekurzu posladnf PRI TERLEIN Y {EAEN ........ors oo eess e ee s Oploldy pooperafné reglonaing: oplold........ovmmmimns. davka f 24 hod 0. den .. | I -

=

zapsat do dekurzu poslednl prllem stravy ¥ IE35)) i s s s 2. Pooperatn! Infuznf letha
" = BNC  ME Infuze max rychlostl 1,2 mlkg /hod (primér za 24 hod)
2. Stfevnipfiprava provedena [ | [ ]|  pokud Ano, INGIKBCE .....oc.ovuesisseniesinis s s msssssesissssssssss s ot kot sk it 1 8 e as it

ANC  MNE

3. Premedikace pouze kratkodobé pasobicl anxolytika = alprazelam [ | []

5
Cr OO

3. Monitorace glykémie

e e e o e s S e e e e e R R S s i

-

Padentka ma pouze penfernl karylu, pokud nenl diabetik, tak glykémi nesledovat, pokud e diabetik tak monitorovat dle rezimu

4. Prevence trombembolizmu 5. Antibioticka profylaxe dizbatologa Jako pfad operacl.
machanicka kompresnimi punéochaml | ﬁ ictediné 30-45 minut pled wkanem na cddlen, pokud nebylo poding, padst Padentka ma arteriaind kanylu / CZK a glykémil 60 min po wikonu 4,4 - 61 mmald, nenl diabetika a Jo obshove stabilnl
na s3le pfed zahdjenim wikonu. (bez katecholamind) = standardni monltorace glykémie, u diabetilek dle rezimu diabetologa.
wH [ ] G Padentka md arterialnl karylu / CZK a glykémil 60 min po vykonu >8,1 mmold = monitorovat glykémil v Intervalu 1-6 hod,
NOAC D D naviieni davky u paclantek nad 50 kg D D glykémil drzet 5 - 8 mmald; irzulin kontinualna v, pil glykémil =7 mmol], u diabetitek dle rezimu diabetologa

Meodehirat krev z kapiny!
Ostatni piprava viz Fiedoperaéni protokol superpotentnl ATE u vysoce rizikové operace |:| |:| kapikiry
4. Prevence trombembolizmu

C. PERIOPERACNI PECE vyplni anesteziolog na sale mechanicks kompresniml punéoch ami ﬁ ﬁl
LMWH za 4 hod po operac s vilimkou krvdcenl I:l l:l

1. Perorélni pijem (zapsano v dekurzu) 3. Monitorace anestezie e {probihajicl krvaceni nebo peroperaéni krevnf ztrata > 1000 mi)
doba pred wWkonem Mod): ..., monitorace hloubky anestezle L~ kontinuainf nefrakdonovany heparin L
; monitorace nervosvalové blokady [ ] []
doba pred vwkonem Mo): ..., 5. Prevence paralytického ileu anc ne 6 Vertikalizace / rehabilitace
4. Tekutinova bilance NG  NE AND  HE

2. Antibioticka profylaxe RRCAL multimodainl analgezie bez oploldd v den operace D |:| j D D

g Ne  peroperani restrikce tekutin = max 1,2 mikghod  [] [7] peraralni pfijem tekutin do 4 hodin po operacl e 1. pooperaéni den [l j B
ATE podaina na Gdrélend W2 dokury) D D A peroralnl piijem obnoven do 12 hodin po operad D l:l 2. pooperafni den |:| |:| j |:| |:|
ATE podana na sale pfed Gwodemdo €A [ | [ |  hrazenlkrevnich ztrat [ E] i
opakovani u delsich vikont po 3 hod FHEl (mnozstul krystaloldt = krevnl ztrata x2) sipping 0. 1.den
nebo KZ nad 1500 mi monitorace napiné DDZ - UZ vena cava infarior D D Fwjkatka 0.-1.den =]
uvjkondi na stfevi ATE s anaerobnim [] [[]  Vpiace pine dvoudennl stfevni pipraiy u extenzivmich operacnich iykond, temakava 0.- 1.den O

spektrem déinku udfowat tekutinovou bilana’ s offem udlkden) hemodynamicks stahilfty pacienta. A ‘ @,wo
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