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Doporucené postupy a operativni doporuceni

Zde naleznete existujici doporucené postupy a operativni doporuceni (véetné téch vytvorenych v ramci projektu Klinické doporucené
postupy, CZ.03.2.63/0.0/0.0/15_039/0008221). Pro zaevidovani a vytvoieni nového postupu piejdéte na stranku Centralni evidence. Stranka je ve vyvoiji, pfipravuje

se interaktivni portal s doporucenimi.

Seznam zaregistrovanych DP/OD

; Datum
Typ Nazev Garant .. Stav
dokonceni
.. . ] . . ) . Dokoupilova )
OD 12 operativnich doporuceni na téma: Podpora kojeni v porodnicich a na novorozeneckych oddélenich M 15.10.2025 Rozpracovany
3 operativni doporu€eni na téma: Nova a pfichazejici poskozeni zdravi z prace formou nemoci z . i i
oD . Klusackova P. 30.4.2025 Rozpracovany
povolani
OD 3 operativni doporuéeni na téma: Vhodné ortopedické vykony pro jednodenni medicinu Novotny T. 30.4.2025 Rozpracovany

4 operativni doporuceni na téma: Optimalizace perioperaéni anemie, podavani transfuznich pfipravka . i
oD Blaha J. 30.4.2026 Rozpracovany

a krevnich derivatl v perioperac¢ni mediciné
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PredoperacCni anemie z nedostatku Zeleza
Chirurgicky vykon s rizikem krevni ztraty >500 ml

Dospéli pacienti podstupujici chirurgicky vykon
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Je dnes nekdo, kdo nevi, co je to PBM ...?

Presentation 27 Mar 2025

Patient Blood
Management
Scientific Session
17th May 2024

LIVESTREAM from SRATI
Congress, Sinaia, Romania

B ISBT Webinar — Ask the Expert:
< Evidence-based Transfusion Practice and Blood Management Programs

Steven M. Frank, M.D.

Professor M. Alejandra Echeto Susan M Goobie Heidi Meyer

- Director, Johns Hopkins Health System Blood Management Program Honduras UsA South Africa
g Director, Center for Bloodless Medicine and Surgery
‘-' Department of Anesthesiology/Critical Care Medicine

The Johns Hopkins Medical Institutions.

22 January 2025
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Proc PBM ?

: Protoze transfuze, aC v radeé a predevsim kritickych situacich nema
o alternativu, nese i znacna rizika vCetne zvysené morbidity a mortality.

( N
i H i
Efficacy of red blood cell transfusion in the critically ill: K ? :
Y y <70gdL | 7079 gdL | | 80-89g/dL ||>9.0gdL
A systematic review of the literature* i | i
. . HARM FROM RBCT
Paul E. Marik, MD, FACP, FCCM, FCCP; Howard L. Corwin, MD, FACP, FCCM, FCCP RO C
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Souhrn dukazu: Optimalizace
perioperacni anémie, podavani
transfuznich pripravku a krevnich
derivatu v perioperacni mediciné
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Souhrn dikazu - PBM

Zhotovitel: Metodické centrum NIKEZ, Ceska centra Cochrane, [BI, GRADE

Autori: Eliha]. Cerny V., Klugar M., Pavlovska 1, Kopeény P,
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Liberal Versyg Restrictive Transfusion Strategy in
Critically || Oncologic Patients: The Transfusion
Requirements in Critically ] Oncologic Patients
Randomizeq Controlled Tria*

Fabricio S, Bergamin, Mp + Juliano p, Almeida, MD, PhD’; Gioy anni Landoni, M- s

Filomena R. B, G. Galas, MD, Phpy s Julia T F ukushima, Msc s Evgeny Fominskiy, M ), PhD%;

Clarice H. I.I'.nl\,.\IIV.Idu«udn A. Osawa, MD, PhD'; Maria p, | Diz, MD, Phpr, .E 05
Gisele Q. ( liveira, MD i Rafael A Franco, MD i Rosana E, Nakamura, Mp s Elisangela M Almeida, MD',

Edson Abdala, M, PhD*; Maristela p | reire, MD, PhD*; Roberto K. Filho, MD, Php
Jose Otavio C, Auler Jr, MD, PhDY; | udhmila A Hajjar, MD, PhD'

Objective: To assess whether 5 restrictive strategy of RBC trans.
fusion reduces 28-ay mortality when compared with 5 liberal
strategy in cancer patients with septic shock,
Design: Single center, randomized, double-biind controed trial,
Setting: Teaching hospita),
Patients: Adyy cancer patients with septic shock in the first 6
hours of ICU admission,

: Patients were randomized 1o the liberal (hemo-
globin threshold, < 9.g/dL) o 1o the restrictive strategy (hemo.
globin threshold, < 7 g/q ) of RBC transtusion during ICy stay.

Measurements ang Results: Paticnts were randomized to the
iberal (n = 149) or to the restrictive transfusion strategy (n = 151)
group. Patients in the fipera) 910up received more RBC units than
patients in the restrictive group (1 [0-3)v5.0 [0~2] unit; p <, 001),

@m
Yvvi
B | @ e

1
0.9
0.8
0.7

03 p=0.047
05 (Log-rank test)
t 28 days after randomization, mortality rate in the liberal group

A
(primary endpoint of the Study) was 45% (67 patients) versuy
56% (84 patients) in the restrictive 9roup (hazard ratio, 0.74; g5

0.1
0

CL 0.53-1.04; p = 0.08) with no differences in ICU and hospital
length of stay. At 90 days after randomization, mortality rate i the
liberal group was lower (599 vs 70%) than in the restrictive group
thazard ratio, 0.72; 9505 G, 0,53, 97, p=0.03).

: We observed a survival treng favoring a liberal trans-

0
Patients at risk

Liberal 149 82
Restrictive 151

(Crit Care Med 2017, 45:766-773)

Figure 2, Unadjusted Kaplan-Meig
90-d survival in patients randomized
of RBC transfusion. The p value wag
rank test,

~——Liberal Strategy
~~~~~~~ Restrictive Strategy
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Proc PBM

7z = .
w '1 Protoze transfuze, aC v rade a predevsim kritickych situacich nema
~— alternativu, nese i znacna rizika vcetne zvysené morbidity a mortality.
@ o

A au Naklady na odbeér, distribuci a zpracovani/skladovani krve jsou vysoké.
« reitos, -._c Co rimpis A , ., ) ]

PBM pomaha snizovat poptavku po transfuznich pripravcich, coz vede
k Uspore celkovych nakladl ve zdravotnictvi.

vvvvvvvvvvvvvvvvvvvvvvvvvvvvv

Vysoka poptavka po transfuznich pripravcich soucasné vyviji znacny tlak
na omezenou zakladnu darcu.

Se starnouci populaci Ize oCekavat, ze tyto problémy ve vsech svych
parametrech dale porostou.
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World Health
Organization
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V
/4

)RLD HEALTH ASSEMBLY

SIXTY-THIRD WORLD HEALTH ASSEMBLY WHAG63.12

Agenda item 11.17 21 May 2010

Availability, safety and quality of blood products

Bearing in mind that patient blood management means that before surgery every reasonable
measure should be taken to optimize the patient’s own blood volume, to minimize the patient’s blood
loss and to harness and optimize the patient-specific physiological tolerance of anaemia following
WHO's guide for optimal clinical use (three pillars of patient blood management);

Eighth plenary meeting, 21 May 2010 A63/VR/8; https://apps.who.int/gb/ebwha/pdf_files/wha63/a63_r12-en.pdf
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consensus Statement

International consensus statement on the peri-operative
management of anaemia and iron deficiency

M. Muiioz,! A. G. Acheson,” M. Auerbach,® M. Besser,' O. Habler,” H. Kehlet,® G. M. Liumbruno,”
S. Lasocki,” P. Meybohm,” R. Rao Baikady," T. Richards,'’ A. Shander," C. So-Osman,"”
D. R. Spahn'' and A. A. Klein"®

1 Professor, Peri-operative Transfusion Medicine, School of Medicine, University of Mdlaga, Malaga, Spain

2 Associate Professor, Department of Colorectal Surgery, Nottingham Digestive Diseases Centre, National Institute for
Health Research Biomedical Research Unit, Nottingham University Hospitals, Nottingham, UK

3 Clinical Professor, School of Medicine, Georgetown University, Washington, District of Columbia, USA

4 Associate Lecturer and Consultant Haematologist, Department of Haematology, Cambridge University Hospitals
NHS Foundation Trust, Cambridge, UK

5 Professor, Clinic of Anaesthesiology, Surgical Intensive Care Medicine and Pain Management, Krankenhaus
Nordwest, Frankfurt, Germany

6 Professor, Section of Surgical Pathophysiology, Rigshospitalet Copenhagen University Hospital, Copenhagen, Denmark
7 Director, Italian National Blood Centre, National Institute of Health, Rome, Italy

8 Professor, Département Anesthésie Réanimation, CHU Angers, LUNAM Université d’Angers, Angers, France

9 Professor, Department of Anaesthesiology, Intensive Care Medicine and Pain Therapy, University Hospital Frankfurt,
Frankfurt, Germany

10 Consultant, Department of Anaesthesia, The Royal Marsden NHS Foundation Trust, London, UK

11 Professor, Division of Surgery and Interventional Science, University College London, London, UK

12 Professor, Anaesthesiology, Critical Care and Hyperbaric Medicine, Englewood Hospital and Medical Centre and
Director, TeamHealth Research Institute, Englewood, New Jersey, USA

13 Consultant, Department of Transfusion Medicine, Sanquin Blood Bank, Amsterdam and Department of Internal
Medicine, Groene Hart Hospital, Gouda, The Netherlands

14 Professor and Chairman, Institute of Anaesthesiology, and Head of Anaesthesiology, Intensive Care Medicine and
Operating Room Management, University Hospital of Zurich, Zurich, Switzerland

15 Consultant, Department of Anaesthesia and Intensive Care, Papworth Hospital, Cambridge, UK

Summary

Despite current recommendations on the management of pre-operative anaemia, there is no pragmatic guidance for
the diagnosis and management of anaemia and iron deficiency in surgical patients. A number of experienced
researchers and clinicians took part in an expert workshop and developed the following consensus statement. After
presentation of our own research data and local policies and procedures, appropriate relevant literature was reviewed
and discussed. We developed a series of best-practice and evidence-based statements to advise on patient care with
respect to anaemia and iron deficiency in the peri-operative period. These statements include: a diagnostic approach
for anaemia and iron deficiency in surgical patients; identification of patients appropriate for treatment; and advice
on practical management and follow-up. We urge anaesthetists and peri-operative physicians to embrace these rec-
ommendations, and hospital administrators to enable implementation of these concepts by allocating adequate

resources.

JAMA | Special Communication
Patient Blood Management
Recommendations From the

2018 Frankfurt Consensus Conference

Markus M. Musller, MD; Hans Van Remoortel, PhD; Patrick Meybohm, MD, PhD: Kari Aranko, MD, PhD;

Cécile Aubron, MD, PhD; Reinhard Burger, PhD:; Jeffrey L. Carson, MD, PhD; Klaus Cichutek, PhDD;

Emmy De Buck, PhD; Dana Devine, PhD; Dean Fergusson, PhD; Gilles Folléa, MD, PhD; Craig French, MB, BS;
Kathrine P. Frey, MD; Richard Gammuon, MID; Jerrold H. Levy, MD; Michael F. Murphy, MD, MBBS; Yves Ozier, MD;
Katerina Pavenski, MD; Cynthia S5o0-Osman, MD, PhiD; Pierre Tiberghien, MD, PhD; Jimmy Volmink, DPhil:
Jonathan H. Waters, MD; Erica M. Wood, MB, BS; Erhard Seifried, MD, PhD; for the ICC PBM Frankfurt 2018 Group

IMPORTAMCE Blood transfusion is one of the most frequently used therapies worldwide and
is associated with benefits, risks, and costs.

OBJECTIVE To develop a set of evidence-based recommendations for patient blood
management (PBM) and for research.

EVIDENCE REVIEW The scientific committee developed 17 Population/Intervention/
Comparison,/Outcome (PICO) questions for red blood cell (RBC) transfusion in adult patients
in 3 areas: preoperative anemia (3 questions), RBC transfusion thresholds (11 questions), and
implementation of PEM programs (3 guestions). These guestions guided the literature search
in 4 biomedical databases (MEDLINE, EMBASE, Cochrane Library, Transfusion Evidence
Library), searched from inception to January 2018. Meta-analyses were conducted with the
GRADE (Grading of Recommendations, Assessment, Development, and Evaluation)
methodology and the Evidence-to-Decision framewwork by 3 panels including clinical and
scientific experts, nurses, patient representatives, and methodologists, to develop clinical
recommendations during a consensus conference in Frankfurt/Main, Germany, in April 2018.

FINDINGS From 17 607 literature citations associated with the 17 PICO questions,

145 studies, including 63 randomized clinical trials with 23 143 patients and 82 observational
studies with more than 4 million patients. were analyzed. For precperative anemia,

4 clinical and 3 research recommendations were developed. including the strong
recommendation to detect and manage anemia sufficiently early before major elective
surgery. For REC transfusion thresholds, 4 clinical and & research recommendations were
developed, including 2 strong clinical recommendations for critically ill but clinically stable
intensive care patients with or without septic shock (recommended threshold for RBC
transfusion, hemoglobin concentration <7 g/dL) as well as for patients undergoing cardiac
surgery (recommended threshold for REC transfusion, hemoglobin concentration <75 g/dL).
For implementation of PEM programs, 2 clinical and 3 research recommendations were
developed, including recommendations to implement comprehensive PBM programs and to
use electronic decision support systems (both conditional recommendations) to improve
appropriate RBC utilization.

(CONCLUSIONS AND RELEVANCE The 2018 PBM International Consensus Conference defined
the current status of the PBM evidence base for practice and research purposes and
established 10 clinical recommendations and 12 research recommendations for preoperative
anemia, RBC transfusion thresholds for adults, and implementation of PBM programs. The
relative paucity of strong evidence to answer many of the PICO questions supports the need
for additional research and an international consensus for accepted definitions and
hemaglobin thresholds, as well as dinically meaningful end points for multicenter trials.

Munoz M, et al. Anaesthesia 2017;72:233-47;

Mueller M, et al. JAMA 2019;321:983-97.
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Patient Blood Management:
a revolutionary approach to transfusion medicine

Massimo Franchini'?, Giuseppe Marano', Eva Veropalumbo', Francesca Masiello', Ilaria Pati', Fabio Candura’,
Samantha Profili', Liviana Catalano', Vanessa Piccinini', Simonetta Pupella', Stefania Vaglio'~*, M. Liumbruno'

'Italian National Blood Centre, National Institute of Health, Rome; “Department of Haematology and Transfusion Medicine,
"Carlo Poma" Hospital, Mantua; ° Department of Clinical and Molecular Medicine, "Sapienza" University of Rome, Rome, Italy

Proc aplikace PBM selhava ...?



PROC TO TEDY NEFUNGUJE?

Protoze... problémem neni princip, ale implementace !
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Fig. 4. Stakeholders in multidisciplinary and multiprofessional PBM
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I World Health Organization. Policy brief — The urgent need to implement patient blood management. Available at: https://iris.who.int/bitstream/handle/10665/346655/9789240035744-eng.pdf.
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PROC TO TEDY NEFUNGUJE?

Protoze... problémem neni princip, ale implementace !

-step PBM Implementation Plan
@®
/ SENSIBILIZE
AND

LOCAL DIAGNOSIS: CAPACITATE

DEFINE KNOWLEDGE,
CREATE A PILOTS INFRASTRUCTURE

INITIATIVE WORKING AREAS AND PERSONNEL

( PERSONAL GROUP
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o,xga\o @ el K4
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COMPLIANCE

AND
OUTCOMES

EVALUATION RESULTS
FORTNIGHTLY AUDITING
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DEFINE
STRATEGIES

CREATE
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Céspedes et al. Braz. J. Cardiovasc. Surg. 39 (5) » 2024
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Hofmann et al. BMC Health Services Research (2021) 21:634
https://doi.org/10.1186/512913-021-06484-3

RESEARCH ARTICLE Open Access

Making patient blood management the
new norm(al) as experienced by
implementors in diverse countries

Axel Hofmann'?', Donat R. Spahn'", Anke-Peggy Holtor* '@ and PBM Implementation Group

-

Abstract

Background: Patient blood management (PBM) describes a set of evidence-based practices to optimize medical
and surgical patient outcomes by clinically managing and preserving a patient’s own blood. This concepts aims to
detect and treat anemia, minimize the risk for blood loss and the need for blood replacement for each patient
through a coordinated multidisciplinary care process. In combination with blood loss, anemia is the main driver for
transfusion and all three are independent risk factors for adverse outcomes including morbidity and mortality.
Evidence demonstrates that PBM significantly improves outcomes and safety while reducing cost by
macroeconomic magnitudes. Despite its huge potential to improve healthcare systems, PBM is not yet adopted
broadly. The aim of this study is to analyze the collective experiences of a diverse group of PBM implementors
across countries reflecting different healthcare contexts and to use these experiences to develop a guidance for
initiating and orchestrating PBM implementation for stakeholders from diverse professional backgrounds.

Methods: Semi-structured interviews were conducted with 1-4 PBM implementors from 12 countries in Asia, Latin
America, Australia, Central and Eastern Europe, the Middle East, and Africa. Responses reflecting the drivers, barriers,
rmeasures, and stakeholders regarding the implementation of PBM were summarized per country and underwent
qualitative content analysis. Clustering the resulting implementation measures by levels of intervention for PBM
implementation informed a PBM implermentation framework.

Results: A set of PBM implementation measures were extracted from the interviews with the implementors. Most
of these measures relate to one of six levels of implementation including government, healthcare providers,
funding, research, training/education, and patients/public. Essential cross-level measures are multi-stakeholder
communication and collaboration.

Drivers for Patient Blood Management

5 10 15 20 30

o
]
w

Patient Outcomes
Cost savings
Prevent blood shortages

Patient Safety

National policy

Education & Awareness

Quality assurance

Reduced Complications

Interdiciplinary alignment & collaboration

Shorter hospital stay

Better use of resources
Patient demand i
Reduce waste i

Fig. 1 Drivers for Patient Blood Management. Quantitative evaluation of all drivers mentioned by the interviewees when asked the question”
What could be the main drivers for Patient Blood Management — Why is Patient Blood Management needed?”. The responses were spontaneous
and unprompted. (N = 46) The driving factors were sorted by the total number of mentions (top to bottom decreasing). Note: The number of
mentions is not a measure for the strength of a specific driver. Education & Awareness is abbreviated for ‘education and awareness relating to

Hofmann A, et al. BMC Health Services Res 2021;21:634.

the risks of transfusion and the benefits of Patient Blood Management’
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Stakeholders Influencing Patient Blood Management Implementation
0 5 10 15 20 25 30 35

Policy Makers / MOH | N
Specialists I
Hospital management I
(National) Blood banks I
Specialist Societies GG
Payers I
Care Personne| I
Enthusiastic champions

Surgeons N

Patients (Organizations

Hospital Pharmacist ~ EEEE Reduced Complications
Pharmaceutical companies N
Researchers / Academics I Interdiciplinary alignment & collaboration
Hospital champion I Shorter hospital stay
GPs H

Medcial education / University Better use of resources

Public .
NGOs Patient demand

Fig. 3 Stakeholders Influencing Patient Blood Management Implementation. Quantitative evaluation of categories mentioned by the interviewees

Drivers for Patient Blood Management
5 10 15 20

o

o]
w

30

Patient Qutcomes
Cost savings
Prevent blood shortages

Patient Safety

National policy
Education & Awareness

Quality assurance

Reduce waste I

to the question “Who in your opinion will be the essential stakeholders whao will have to be involved / convinced?”. The responses were
spontaneous and unprompted. (N =46) The stakeholder types were sorted by the total number of mentions (top to bottom decreasing). Note:
The number of mentions is nat a measure for the importance of a specific stakeholder. Medical education, Non-governmental organization (NGO)
and the Public were not mentioned as important stakeholders specifically, but they were mentioned in other parts of the interview as important
groups and therefore were added for completeness

Fig. 1 Drivers for Patient Blood Management. Quantitative evaluation of all drivers mentioned by the interviewees when asked the question”
What could be the main drivers for Patient Blood Management — Why is Patient Blood Management needed?”. The responses were spontaneous
and unprompted. (N = 46) The driving factors were sorted by the total number of mentions (top to bottom decreasing). Note: The number of
mentions is not a measure for the strength of a specific driver. Education & Awareness is abbreviated for ‘education and awareness relating to

L the risks of transfusion and the benefits of Patient Blood Management’

Hofmann A, et al. BMC Health Services Res 2021;21:634.

VSEOBECNA FAKULTNI
NEMOCNICE V PRAZE




PODPORA A PREKAZKY ZAVEDENI

Accelerators and Inhibitors for Patient Blood Management

Accelerators Inhibitors
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15 20

Generation / Publication local data
Education / Training PBM

National Policy

Strong PBM Thought Leadership
Awareness Transfusion Risks
National campaigns

Incentivize PBM engagement

Blood scarcity

Nudging doctors (decision support)
Funding

Belief and Commitment of care personnel
Quality assurance obligation
(National) Guidelines

Finding allies, build 'team'

Resources

Cost transparency for blood
International support

Examples from other institutions
Health-economic analyses

Prior experience with PBM

Support from hospital administration
Local Champion

Competition for implementation
Look for local opportunities for improvement

Low awareness

No funding for set-up cost

Education gaps

Stickiness of old practice

Lack of interdisciplinary commitment
Resistance against change

Lack of coverage for PBM services / products
Wrong Incentives

Lack of support (hospital leadership)

Current policies

Lack of cost-transparency

Low commitment of care personnel
Litigation Fear

No uniform approach/guidance

No resources

Segmentation and fragmentation of the health system
Ignorance

Perceived higher cost

Selective information dissemination

Too slow progress (demotivating)

Patient request for immediate surgery

Not involving patients in their own care

Hofmann A, et al. BMC Health Services Res 2021;21:634.
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Uspesné kampane ale existuiji...

Surviving Sepsis Campaign
Protokoly masivni transfuze (MTP) pri traumatu

Peripartalni krvaceni (PPH)




About Surviving Sepsis Campaign Society of
Critical Care Medicine

The international Surviving Sepsis Campaign (SSC) is a joint initiative of the Society of Critical Care The Intensive Care Professionsis
Medicine (SCCM) and the European Society of Intensive Care Medicine (ESICM), led by multidisciplinary
international experts who are committed to reducing mortality and morbidity from sepsis and septic ~etle

: : s "‘?r < S-I.b fl'l
shock, which are leading causes of death worldwide. ElRopeia Souaty ot

Intensive Care Medicine

Lancet Infect Dis 2012; 12:919-24

Surviving Sepsis-+s Surviving Sepsis -+,

SU erVIng SepSIS ‘e Outcomes of the Surviving Sepsis Campaign in intensive care 9@+\@
Cam pa|g n° .. units in the USA and Europe: a prospective cohort study

Mitchell M Levy, Antonio Artigas, Gary S Phillips, Andrew Rhodes, Richard Beale, Tiffany Osborn, Jean-Louis Vincent, Sean Townsend,

[Guievin| Stanley Lemeshow, R Phillip Dellinger

Surviving Sepsis Campaign Surviving Sepsis Campaign Survivi USA Europe pvalue*
Adult Guidelines Pediatric Guidelines COVID-|
Count 18766 (74.0%) 6609 (26.0%)
Review guidance for clinicians caring for Review guidance for clinicians caring for Review g .
S o o AR G anil] Hospital mortality [ smesy  aswaw | <00m
shock.
Hospital mortality if origin is emergency 3008 (24-6%) 736 (34:1%) <0-0001
m m department
Hospital mortality if origin is ward 1661 (34-9%) 1481 (43-5%) <0-0001
m Hospital mortality if origin is ICU 644 (36-1%) 502 (48.0%) <0-0001
XXXI.
= USA Europe  pvalue
A Protod =lNa18266) (N26G0Y)
Crit Care Med 2010 Vol. 38, No. 4 Key differen
Compliance with all applicable elements of sepsis resuscitation l 21-6% 18-4% l <0-0001
55 , . ) Protocol bundle
lmpaCt of the Survnvmg Sep51s Campalgn pl’OtOCOlS on hOSpltal = for em Broad-spectrum antibiotic given within 3 h of admission to 70-8% 63-9% <0-0001
length of stay and mortality in septic shock patients: Results of a @ taransh emergency department or 1 h of non-emergency department
three-year follow-up quasi-experimental study* admission
) = low fle For hypotension or lactate concentration >4 mmol/L, 20 mg/kg 70-0% 72-6% 0-0001
Alvaro Castellanos-Ortega, MD, PhD; Borja Suberviola, MD; Luis A. Garcia-Astudillo, MD; = narrow crystalloid fluid bolus delivered followed by vasopressors if needed
Maria S. Holanda, MD; Fernando Ortiz, MD; Javier Llorca, MD, PhD; Miguel Delgado-Rodriguez, MD, MPH, PhD « enabld] . to maintain MAP 265 mm Hi
enablel m Levy MM, et al. Lancet Infect Dis 2012;12:919-24. 9
*canbe| XXX
= e | @ 1 | (Q
Table 2. Comparison between the historical and the intervention groups
Historical Group Intervention Group Historical Group Intervention Group
n = 96 (20%) n = 384 (80%) P n = 96 (20%) n = 384 (80%) P
Outcome measurements : . . =5 =
Hospital mortality, n (%) 55 (57.3) 144 (37.5) 001 Time from §9\{ere sepsis presentation to ICU 11:7-%=135 92 *+ 144 <.001
Standardized mortality ratio 1.05 * 0.18 075013 .139 admission, hr
ICU mortality, n (%) 51(53.1) 117 (30.5) <.001
Hospital LOS for all patients, days 26.5 = 23.9 30.6 = 33.2 435 C li ith 6-h: itation: bundl %
ICU LOS for all patients, days 9993 91+104 23 ompriance with St resusetation bundle, n 06 i e -
Hospital LOS for survivars; days 410x263  62+3083 M3 Blood cultures before antibiotics 36 (37.5) 210 (56.7) 003
ICU LOS for survivors, days 110 £9.5 84x98 004 Early broad-spectrum antibiotics 47 (49.0) 220 (57.3) 168
) TS = Int fluids deli d 57 (59.4) 322 (83.9) 037
Results are mean + so unless indicated otherwise. ICU, intensive care unit; LOS, length of stay. Mean arterial pressure =65 mm Hg achieved 71(74.0) 257 (66.9) 187
Central venous pressure =8 mm Hg achieved 68 (70.8) 288 (75.0) 435
on
m Castellanos-Ortega A, et al. Crit Care Med 2010;38:1036-43.
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XXXI. ", P Table 2. Mean Units and Ratios of Product Used, Pre- and
= P (v;gb::“; w;;:ag Prop— " mDesths Postmassive Transfusion Protocol Implementation
Griffee /Trauma 2007,63:805-13; £ ine sunival cuvas ‘oo orassm & Product Pre-MTP, mean Post-MTP, mean P
o iAot — . and ratio (95% ©) (95% €V Value
i0l 2010,23:;
Ytesss, PRBCs 339 (18.7-29-1) 30.5 (15.5-25-5) 0.34
15 12.3 (9.6-15.0) 10.7 (7.8-13.6) 0.42
Ple 2.3 (1 7-2.9) 2.8 (1‘8—3.7)
10
FEP:PRBCs 1:1.8 (1:15—1:2\2) 1:1.8 (1:1.5—1:2.1)
5 I ] Ple:PRBCs 1:1.7 (111.4-1:2.1) 1:1.3 (1:1.1—-1:1,5) 0.05"
. *Seatistically significant p = 0.05.
3 . ' FEP, fresh frozen plasma; MTP, massive ransfusion pmmcol; Ple, platclcrs;
vear? e MTP Yeard flemsrs PRBCs, packcd red blood cells.

Figure 2. patient survival by year. MTP, massive transfusion
protecol.

Review Acticle

Table 3. Mean Minute!
Blood Products Before and after lmplementation of Massive

s to First Transfusion of Type—Speciﬁc

The Role of Massive Transfusion protocols in Obstetrics

Transfusion PI'OtOCO‘ Luis D. pacheco, MD -2 George R, Saade. MD’ Maged M. Costantine, M~
Gary DV, Hankins, MO - . oy g TES
Pre-MTP, Post-MTP, - Hodo, Depal s 4 ... tas je dhlezitejst
Product mean (95% [+)] mean (95% cl) p Value s Gl Cre, Dpaninent o AT e “ .
o e et g, gk Crpnn o 47 nei pomér!

PRBCs 115 (85-146) 71 (49-93) 0.02*
¥ 54 (185-323) 169 (130-209) 0.04*

The combination® early recognition
and intervention may be more important than a spedific
administration ratio of blood products.

P 2
Platelets 418 (316-519) 741 (169-311) 0.01"
tatstically signiticants P = 0.05.
FED, fresh frozen plasmas MTP, massive ransfusion protocol; PRBCs, packed
red blood cells.

ml Riskin D1, et al. J A €olf Surg 2009;209:198-205.
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STRENGTHS

SILNE STRANKY- @

¢im vybocujete z
priaméru

= Jasna evidence o prospéchu PBM z pohledu vysledk( zdravotni péce i ekonomiky financovani zdravotni péce
(snizeni celkovych nakladl na poskytovanou péci) = NEMUSIME PRESVEDCOVAT O VYZNAMU

= Vyzva EU k implementaci PBM v jednotlivych zemich a existence narodnich PBM programu ve srovnatelnych
zemich (Rakousko, Némecko) = NEMUSIME STAVET ,,NA ZELENE LOUCE"

, L. . v a XXVII. kongres CSARIM a SSAIM 17" Wortd Congress VEEOBECNA FAKULTNI | AFTR%: 1 Likakens
O Systémova implementace konceptu Patient Blood Management v CR © b et (4 06 00 s kmesesini ' VEoCaBeA EAKDETH ‘ @ ‘ o




STRENGTHS

SILNE STRANKY- @

¢im vybocujete z
priaméru

= Nastrojem PBM jsou prevazné organizacni zmeny v procesu poskytovani perioperacni a chirurgicke péce, plus
(&elnost a bezpecnost hemoterapie = NEMUSIME VYTVARET NOVE LECEBNE POSTUPY

= Zavedeni PBM nevyzaduje zvlastni pristrojove nebo stavebni investice, jde primarné o ucinngjsi organizaci a
synchronizaci bézné dostupnych postuptl pfi poskytovani é¢ebné péée = NEZVYSUJE NAKLADY

4. XXVII. kongres CSARIM a SSAIM
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STRENGTHS

SILNE STRANKY-

¢im vybocujete z
priaméru

» snadno popularizovatelné = MOTIVACE PACIENTU
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% VsscusEa FAKDCTHY | @ B 1 Q Systémova implementace konceptu Patient Blood Management v CR

enceneses
X

= Pacient v CR nema zarucenu bezpecnou transfuzni léCbu a mnozi Iékari ani netusi, co to znamena a jak by k
tomu mohli prispét.

= Pfistup k podavani transfuzi je v CR obecné zastaraly, pfevlada spie benevolentni pfistup.

» Transfuze jsou Casto podavany bez zretelné a plné obhajitelné indikace, nemocnice nemaji vypracovany lokalni
indikacni kritéria, ani auditovatelné indikatory transfuzni léCby.

= Nemocnic nemaji ¢asto vypracovany SPECIFICKE LOKALNiI PROTOKOLY (ani pro [é¢bu z&vazného krvaceni)

XXVII. kongres ¢SARIM a SSAIM 17" Wortd Cons
[; ublik ] 04.09.20 11 Your
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DOPORUCENI vs PROTOKOL

Rika, co mate délat

= Pro komplexni klinicka rozhodnuti

= Zalozené na dukazech pro siroké klinické
rozhodovani

= Kdyz je k dispozici vice moznosti
= Vydavaji narodni/mezinarodni organizace

= Poradni, nezavazné x ‘'lege artis’

= Vysoka flexibilita
= Siroky zabér

= Narocné aktualizovat (za nékolik let)

Rika, jak to délat

= Pro konkrétni instituci a konkrétni scénare
= Postavena na doporucenich

= Zajistit vCasnou a konzistentni odezvu

= Definuje, co délat, jak to delat, kdo je
zodpovedny a v jakém Casovem ramci

= Zavaznost v ramci instituce

= Nizka flexibilita
= Uzky rozsah
= Umoznuje jasné sledovani souladu s predpisy

= L ze kdykoli aktualizovat
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OPPORTUNITIES

PRILEZITOSTI -

v€as rozpoznat a
reagovat

= Zavedeni novych postupi vedoucich k zlepseni péce o pacienty

Efficacy of red blood cell transfusion in the critically ill:

A systematic review of the literature*

Paul E. Marik, MD, FACP, FCCM, FCCP; Howard L. Corwin, MD, FACP, FCCM, FCCP

Mortality

Reference Year  Anaemia No anaemia ~ Weight (%)  Odds ratio Odds ratio

Gruson et al 2® 2002 5 of 180 3of215 18 2:02 (0-48, 8:57) —

Cladellas et al.?? 2006 9of 42 10 of 159 29 406 (1-53, 10-79) —_—

Wu et al.#0 2007 8660 of 132970 3351 of 177341 59 3-62 (3-47, 3-77) .

Bell et al.20 2008 325 of 6143 798 of 30196 58 206 (1-80, 2-35) -

Beattie et al.'® 2009 76 of 3047 24 of 4632 4-8 4-91 (310, 7-79) —

Melis et al.%% 2009 14 of 197 50f 216 28 323 (1-14,9-14) —_—

De Santo et al.2® 2009 25 of 320 16 of 727 41 3-77 (1-98,7-16) —

Shirzad et al.3” 2010 26 of 650 35 of 3782 46 4-46 (2:67, 7-46) —_—

Munoz et al.31 2010 12 of 210 19 of 366 37 1-11 (0-53, 2:33) -

Musallam et af.32 2011 3192 of 69229 1240 of 158 196 59 612 (573, 6:54) -

Boening et al.?! 201 44 of 185 121 of 3126 51 7-75(528, 11-38) ——

Vachteloo et al.®* 201 30 of 536 310f 726 46 1-33 (0-79, 2-22) T

Hung et al.28 2011 450f 1463 13 of 1225 42 2:96 (1-59, 5:51) —
Dubljanin-Raspopovic et al.2¢ 2011 19 of 185 12 of 158 37 139 (065, 297) ——

Greenky et al.?% 2012 12 of 2991 21 of 12231 39 2:34 (1-15, 4.77) —_—

Ranuci et al3* 2012 51 of 401 30 of 401 48 1-80 (1-12, 2:89) ——

Oshin and Torella33 2013 16 of 193 20f 167 18  7-46 (1-69, 32:93)

Saager et al.?® 2013 1288 of 119298 811 of 119298 59 1-59 (1-46, 1-74) =

Gupta et al.?” 2013 368 of 15272 206 of 16585 58 1-96 (165, 2-33) o

van Straten et al.%® 2013 200f 351 38 of 1385 45 2-14 (1-23, 3-73) —e

Seicean et al.% 2013 63 of 5879 37 of 18594 51 5-43 (3-62, 8-16) —

Jung et al.2® 2013 0 of 125 0 of 463 Not estimable

Zhang et al.*! 2013 22 of 432 3of223 23 393(1-16, 13-29)

Baron et al.5 2014 656 of 11295 604 of 27439 59 274 (2-45, 3-07) -

Total 14978 of 371594 7430 of 577851 100-0 290 (2-30, 3-68) *
Heterogeneity: 12 = 0-24; 32 = 76879, 22 d.f,, P < 0-001; P = 97% ; . L :
Test for overall effect: Z = 8-88, P < 0-001 oo o1 ! 10 . 100

Favours anaemia Favours no anaemia
Fig. 2 Forest plot showing composite outcome of 30-day or in-hospital mertality after surgery, according to author-defined anaemia.
Sizes of markers indicate weight for each study according to sample size. A Mantel-Haenszel random-effects model was used for
meta-analysis. Odds ratios are shown with 95 per cent c.i.
Fowler. BJS 2015; 102: 1314-1324

Malone 20034
Dunn 20044
Silverboard 20054
Groce 20054

Trauma

Jahnson 1992
Koch 20064

General surgery

Carson 1998+

Orthopedic —e

Wu 2001
Wu 2001+
Rao 2004
Yang 2005

ACS

HCT > 36
HCT<33 F—e—

Vincent 2002
Corwin 20044
Gong 20054

ICU

Pooled ORA

N

\})

Benefit

Harm

Figure 2. Association between blood transfusion and the risk of death (odds ratio [OR] and 95%
confidence interval [CI]). ACS, abdominal compartment syndrome; /CU, intensive care unit.
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Marik. Crit Care Med 2008; 36:2667-2674

Median Phlebotomy Volume (mL)

Ann Thorac Surg 2015;99:779-85
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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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OPPORTUNITIES

PRILEZITOSTI -

v€as rozpoznat a
reagovat

Zavedeni novych postupti vedoucich k zlepseni péce o pacienty

Zavedeni postupt PBM jako auditovatelného indikatoru kvality poskytované péce.

Zavedeni administrativnich/ekonomickych nastroji ze strany statnich organt/platct zdravotni péce, jez by
motivovaly zdravotnicka zafizeni k zavedeni programu PBM do rutinni klinické praxe.

Vytvoreni edukacniho systému ve spolupraci pojistoven, farmaceutickych firem (?) a odbornych spolecnosti, a
to vCetné programu vyuzivajicich metody simulacni mediciny (certifikované kurzy).

4. XXVII. kongres CSARIM a SSAIM
3 @ Praf karepublika [ 04.09.2021




THREATS

= Nepodari se vytvorit material konsensualné prijaty odbornymi spolecnostmi a platci pece

» nebo bude material prilis komplikovany.
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THREATS

= Nepodari se vytvorit material konsensualné prijaty odbornymi spolecnostmi a platci pece

» nebo bude material prilis komplikovany.

= Nepodari se zajistit dostateCnou edukaci zdravotnického personalu (Iékart i sester).

= Nepodari se vytvorit dostatecné nastroje motivujici poskytovatele péece (praktické lekare a zdravotnicka zarizeni)
k implementaci potrebnych zmén pro zavedeni PBM.

= Nepodari se udrzet odpovidajici podporu zavedeni programu ze strany MZ

XXVII. kongres ESARIM a SSAIM 17" Wertd Congre

@"“"BENA‘““H"‘ | @ e s 1 Q Systémova implementace konceptu Patient Blood Management v CR R
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Real-life PBM programy

STATE-WIDE WESTERN AUSTRALIA
DEPARTMENT OF HEALTH

= e
Government of Western Australia
ﬁ I}. Depariment of Health
.
Improved Key

Program
Indicators

PBM PROGRAM!

Improvement of
Patient Outcomes

Decreased by

28%

Decreased by

21%

Decreased by

31%

Length of Stay

Decreased by

15%

YYVYI

VSEOBECNA FAKULTNI
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Pre-operative Anemia

Decreased to

14%

Blood & Plasma
products

Red Blood Cells
41%

decrease in use

CANADIAN PROVINCIAL
PBM PROGRAM
ONnTRAC?

Blood & Plasma
products

Total knee arthroplasty
41%

decrease in use

14%

decrease in use

CABG surgery
23%

decrease in use

Systémova implementace konceptu Patient Blood Management v CR

ONTrac
W\

gordinators

4.

2af

AUSTRIAN INSTITUTIONAL
PROGRAMS?

c AITGH!!%%‘J”“

TOMORROW TODAY

General Hospital Linz Landesklinikum
(2008-14) Gdnserndorf-
Mistelbach

Improved Key Program Indicators

Transfusion rate Transfusion Rate*

Decreased by

1.9%

70%

decrease in use

Transfusion Index*

Decreased by

0.7%

Blood & Plasma
products

Red Blood Cells
>40%

decrease in use

Red Blood Cells (2006)
35%

decrease in use

Adapted from: EC PBM Guideline for Hospitals, pages 44-46
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NEMOCNICE

J JINDRICHOV HRADEC

m ODDELENI ORDINACNI HODINY PACIENT NEMOCNICE LEKARNA KONTAKT
\P
L]

J JINDRICHUV HRADEC

'NEMOCNICE JINDRICH®Y HRADEC

% iy Tabulka 1  Srovnani nékterych parametr( v prvnich esti mésicich let Obrazek 1 Devadesatidenni mortalita muzU a Zen v zavislosti na
c 2023 a 2024.Vlastni zpracovani. predoperacni hladiné hemoglobinu. Upraveno podle [5].
O
b5 Operaéni vykon TEP kyéle TEP kolene 010,
= Pocet operaci =
) : = 0,08
O 2023 107 69 S
© 2 0,06 |
2024 141 104 <
Spotfeba krve na jednu operaci é 0,04
2023 0,37 0,29 S 002 |
©
2024 0,18 0,11 ~ 0
. et . 7 8 9 10 11 12 13 14 15
Délka hospitalizace (dny, pramérné) pradoperient hirioglobin
2023 9,11 8,87 — Zeny
2024 7,52 6,84 == el
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NEMOCNICE

J JINDRICHUV HRADEC

Obrazek 2  Organiza¢ni schéma implementace PBM. Upraveno podle [4].
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Proc zrovna tam us
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MUDr. Vit Lorenc, MBA Anna Plucarova Volfova

oini [ vronisesia
. 384376 361 . 384376742
lore r volfova.
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J JINDRICKOV HRADEC

HLAVNISTRANA  ODDELENI  ORDINACNIHODINY  PACIENT  NEMOCNICE  LEKARNA M

KONTAKTY VEDENI

Me Telefon E-mail
“ Predseda predstavenstva MUDr. Vit Lorenc, MBA 384 376 361 lorenc@nemjh.cz

Ing. Alena Kudrlova, MBA, LLM. 384 376 753,720027 534 kudrlova.alena@nemjh.cz

i;i Namastek reaTeeTE

Hlavni sestra

e

908

Mgr. Dana Velimska, MBA 384376325 velimska@nemjh.cz

Tiskovd mluvel Mgr. Sarka velimska 720824748

velimska.sarka@nemjh.cz

Auditorka oZetfovatelské pége Mgr. Martina Jandova 384376353 Jjandova@nemjh.cz

Vedouci ekonomického oddéleni Ing. Kldra Mayerova 384376763 mayerova.klara@nemjh.cz
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UPESNA STRATEGIE IMPLEMENTACE PBM &%

!

= Vcasna identifikace klicovych zainteresovanych stran

= Silné vedeni a klicovi odbornici v klinické praxi

= \/zdelavani a skoleni

Multidisciplinarni pracovni skupina

» Vypracovani protokolu

Pilotni projekt

Sledovani a audit dat

= P|né zavedeni
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