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La transfusion sanguine est délétere

<@ (Anesth Analg 2009;108:1741-6)
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Lasocki S data Daily practice far from recommendations

&
Type Patients Ratio Nb de CGR Hb pré-T Hb post-T .SV@I'ransfusions\ @
de chirurgie transfusés prescriptions | /prescription post-op post-op S« justifiées » Q}b\
(n) per /post-op (g/dL) (g/dl.,)z}\@ HAS &\5“
& (%) &
Q 0 e
e &
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Q (%] .
Fracture ESF 139 5/156 ®<§_P[1-2] 8(7,6-8,6] |9,6(9,2-10,1] 22 % @@Q Education for
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Résections 16 9/17 9,’\ 2 [1-2] 8,3[7,1€5] | 9,8(8,4-11] a>°zf%
A P <
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Preoperative Hb < 13 g/dL = Risk Factor of transfusion




L'anémie pré-opératoire a un impact négatif sur les indicateurs de

performance de la qualité et de la sécurité des soins
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(11 vs 9 jours, P=0,0001)*!

ombre de transfusions
X2,9
(18,5 vs 4,7, P<0,01)$2

: O Risque de déces
Risque d’|roxﬁect|on b

X2,9
X193 : X2
, o) ) : A OR= 2,9, P<0,001)8
(OR= K83, P=0,01)% oRisque datteinte rénale ( )
e <9 X3,75
,1/© Sé/ (OR= 3,75, P<0,001)82

* Retrospective single-ceﬁt?gcohort study of consecutive %?‘a{(ents >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 potentig} confounders in the relationship between anaemia and postoperative mortality (N=2,090).1

§ Systematic review and meta-analysis of observation& studies exploring associations between preoperative anaemia and postoperative outcomes (24 studies N=949,445).2

T Retrospective 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.3

1. Beattie WS et al. Anesthesiology. 2009;110(3):574-81
2.  Fowler AJ et al. Br J Surg. 2015;102(11):1314-24
3.  Musallam KM et al. Lancet. 2011;378:1396-1407



Postoperative anaemia and patient-centred outcomes after major
abdominal Surgery: a I’EtI’OSPECthG cohort Stl.ldy British Journal of Anaesthesia, 129 (3): 346—354 (2022)
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Table 4 More marked anaemia (haemoglobin <100 g L) Day 3; estimated proportion with severe anaemia (with multiple mputauon) oy '
15 31.2%. Adjusted for liberal fluid, ASA physical status, sex, age, Charlson score, aspug( @se, baseline haemoglobin, proposed .
planned ICU or HDU admission, duration of surgery. QoR=quality of recovery RR?nsk ratio; 95% CI, 95% confidence mterva]j;r%o -
inter-quartile range. o° 461 i
o &Q s
Factor No marked anaemia, \ﬁarked anaemia, RR (95% CI) &o\’?@ P-value ‘9; ‘?; e %%
gy 3() . & day 318 o ; ; 36 1 s - o

.s\g/ Y Q =]
Disability to 90 days or death 132 o~ 248 133 (10924 62) 0.005 g s
Hospital readmission 98 292 124@%—1.47) 001 > :

within 3 months , < (0
Q}S < Difference in medians _
QoR-15score Day 3, median (IQR)  10(94-124) 100 (81-115) A" 59 (-8.6t0-32) <0.001
° < T
D S R XA i W SRRESTR.
. _ . . © _ _ 80 80 100 120 140 160 60 80 100 120 140 160
Conclusions: Postoperative anaemia is common and is mdegéhqaently associated with poor outcomes after surgery. Hb day 3 Hb day 3

Optimal prevention and treatment strategies need to be investigated.

Flg 2 The relationship berween the haemoglobin {Hb) concentration messured on Day 3 and the WHODAS score measured on Day 30 after
surgery for both males and females, using fractional polynomiaks The shaded band is the 95% confidence interval (C1), In males, &
WHODAS of 24 is crossed when Hb <85 mg L™ and in femates Hb <100 mg L%, WHODAS, WHO Disabdlity Assessment Schedule 2.0



Iron deficiency is associated with higher mortality in patients
undergoing cardiac surgery: a prospective study

Julian Rossler’, Felix Schoenrath®”, Burkhardt Seifert®, Alexander Kaserer’, Gabrigla H. Spahn’,
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Safety and efficacy of intravenous iron therapy in di

reducing requirement for allogeneic blood transfusion: 72 studies
systematic review and meta-analysis of randomised :
clinical trials 10.605 patients

EER open access BMJ 2013;347:f4822 & _Delta Hb 6,5[4,9-8,2] g/L
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Preoperative Epoetin-o with Intravenous or Oral Iron
for Major Orthopedic Surgery

A Randomiized Controlled Trial

Philippe Biboulet, M.D., Sophie Bringuier, Pharm.D., Ph.D., Pierre Srg?fevitch, NM.D.,
Thibault Loupec, M.D., Caroline Thuile, M.D., Mathieu Pencole, M@s Guiilllaume Maissiat, M.D._,

ANESTHESIOLOGY 2018

Gadctan Dangelser, M.D ., Xavier Capdevila, M.D., Ph.D. &;\0 <@
& &
. z\\® Hb (gran) | T - \Q&"};.”,Lff* T
Table 2. Results the Day before Surgery 'b‘&\ =l z\' ' R
A W
Oral Group, n = 50 IV Group, n = 50 P ng lql;\?“ -
Iron received, tablets or mg 52 (42-56) ®Q<° 1,000 (1,000-1,000) ~\o° - &
Duration of iron treatment, day 26 (22-28) & = £ I
Ratio prescribed iron/received 1096) o5 1 (1-1) & <0001 .
Morisky questionnaire 0 (0-1) , - &R Ry
Adherence to treatment VAS 10(9-10) & - Ne S
Pichot's scale 0.5 (4.5-465) g-14) O 0.848 : , _ ' :
6.5 (5_8) & 0.389 baseline  day-1 day 1 day3 day s
B 5 : 3
Digestive complications é 2) 1 (2? a.,?} < 0.0001 ] 00! QoL :SF36
Blood assessment at day -1 © @ Fati . Fact-A
Hemoglobin, g/dl K0~ 139 (13.2-15.1) 1%m gue: ract-An .

[ Increase in hemoglobin % 1.9(1.4-2.5) 396 (2.1-3.2) <0.001 -« ° »
Hematocrit, % ((40 43.1 (40.9-46.8) «o\? 44.7 (42.3-47) 0.043 i . S ks
Mean cell volume, pm? %) 95 (92-99) , 95 (91-99) 0.840 c O ot BT

== © 8 - "t (R B

| Fenitin level, pg/ oy 64.5 (44-107) & 325 (217-476) <0001 | o e s Ji';. 3 2
Serum iron, pmol/l ,19" 102(68-219) K 9.3 (6.2-11.3) 0.095 = e el R
Transferrin, g/l 252327 © 2(1.8-2.3) < 0.001 X
Transferrin saturation, % 155 (11-34) OV 17 (13-21) 0.837 50- L
Erythrocyte mass, ml 1,952 (1,823-¥137) 2,015 (1,833-2,169) 0514 x T - > -

| Produced erythrocyte mass, ml 298 (217-357) 353 (294-450) <0001 | s moaadrosln o

® Change in SF-36 score = ====- Fitted values
= Change in Fact-An score  — — - Fitted values

Conlon Anesth Ana/g 2008 Figure 2, The correlation between Day 8 hemoglobin and

changes in Sf-36 and Fact-An scores.



Effect of ultra-short-term treatment of patients with iron thelancet.com Vol 393 June 1, 2019

deficiency or anaemia undergoing cardiac surgery:

‘ 505 anaemia or iron deficiency ‘ ‘ 501 registry
a prospective randomised trial <&
6\ 21 excluded
‘é 3 excluded before randomisation
Donat R Spahn”®, Felix Schoenrath®, Gabriela H Spahn, Burkhardt Seifert, Philipp Stein, Oliver M Theusinger, Alexander Kaserer, Inga Hegemann, & 4 surgery cancelled e
. X, 3 change of type of surgery ‘\Q,,
Axel Hofmann, Francesco Maisano, Volkmar Falk @9 —  2emergency surgery (6
\\@ g Preaperam_e re;gﬁ;aﬁon Q\'Q/
intraoperative *
*60 2withdrF:ual of consent \,\
Qé 3 other reasons @6
Anaemia Iron deficiency &Q, ‘ \é\o
120+ p:(][)30 ~8- Placebo - o P=0007 é\® ‘ 484 mcl:liﬁEdim.enlinn-lo-ueite Jg‘zﬁp ‘
\S N\ Q.
- Treatment &Q é}o v o v
» Q0 act d igned to placebo
110+ <06 s ‘ 243 mndor‘ljly:zs\l to active treatment ‘ ‘ 241 randomly assign placed
3 &R B
5 T Ao
Z 100 ,1\00 - Total units of allogeneic 0038
5 —_ Y blood products, first 7 days
a @'@9 8 Mean (SD) 19(45)  24(50)
5 40+ 5 o Median (IQR) 0{0-2) 1(03)
i% e N of patients (%) 111(46%)  129(54%)
s RBCunits transfused in day 0 0018
84 = . t0 POD 90
Mean (SD) 17(32) 23(33)
70 Median (IQR) 0(0-2) 1(0-3)
'l 'l : Distribution, n (%)
POD 2 o0 3 FOD S -
0 129(53%) 107 (44%)
1 28(12%)  23({10%)
2 37 {15%) 39 (16%)
Interpretation An ultra-short-term combination treatment with intravenous iron, subcutaneous erythropoietin 3 136%  25(10%)
alpha, vitamin B12, and oral folic acid reduced RBC and total allogeneic blood product transfusions in patients with 4 12(5%) 9 (4%)
preoperative anaemia or isolated iron deficiency undergoing elective cardiac surgery. .5 2#00%  38(16%)




The Efficacy and Safety of Intravenous Iron in Geriatric Hip
Fracture Surgeries: A Systematic Review and Meta-Analysis

Mu-Min Cao"*** - Jia-Yu Chi® - Yuan-Wei Zhang'*~* - Ren-Wang Sheng” - Wang Gao'** -

World J Surg (2022) 46:2595-2606

2
Ya-Kuan Zhao'*™* - Yun-Feng Rui'** ‘S\Q"
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B [Blood transfusion volume] 0(‘9& @>\
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o &
Iron Control Mean Difference (& Mean Difference é,
Study or Subgroup Mean SD Total Mean SD Total Weight IV, Fixed, 95% C1 A’b 1V, Fixed, 95% CI <
Cuenca 2004 0.89 122 55 127 134 102 30.3% -0.38(-0.79,0.03) @L._‘ @\\6
Cuenca 2005 0.26 0.65 20 0.77 1.09 57 32.2% -0.51[-0.91, -0.11) '-06\ sQ
Wittel 2016 126 1.3 103 128 14 100 37.5% -0.02[-0.39,0.35] 6\ — Qé
O
Total (95% C1) 1 ) 259 100.0% -0.29 [-0.51, -O@Q B ((\0
Heterogeneity: Chi® = 3.36, df = 2 (2. £0.19); I¥ = 40% 0(./ _’l _6 ., ) °°s ((:Q
Test for overall effect: Z = 2.47 ‘PO 01) 06 Favours [iron] Favours (“’""QU
. 2 o
< N
, 5 <@ (S
Nosocomial infec@n S
£
. ) Iron Control ’(&ds Ratio Odds Ratio
Study or Subgz&% Events Total Events Total Weight M-H, Fixed, 95% CI M-H, Fixed, 95% CI
241RCT o w0
Bielza 202 ‘\Q’ 17 126 17 126 IQQ& 1.00 [0.49, 2.06] ———
Moppett 9 8 39 12 41 Q5% 0.62 [0.22, 1.74) ———
Wittel 6 6 103 9 100 'S 1.5% 0.63 [0.21, 1.83) e
Subt 1(95% CI) 268 26% 43.7% 0.79 [0.47, 1.33) <
T events 31 38 ‘\9
Heterogeneity: Chi* = 0.79, df = 2 (P = 0.67); 8(90’6
Test for overall effect: Z = 0.88 (P = 0.38)
06
2.4.2 Observational study «0
% Cuenca 2004 9 55 Y 34 102 26.7% 0.39(0.17, 0.89] ——
@ Cuenca 2005 3 19 57 11.2% 0.35 [0.09, 1.36) S ——
’1, Engel 2020 12 10 120 12.0% 1.23 [0.51, 2.98] P —
Qfl/ Munoz 2006 2 Q 24 5 22 6.4% 0.31 [0.05, 1.79] —e
’1, Subtotal (95% C1) 6 218 301 S56.3% 0.55 [0.33, 0.92] B>
Total events 68
Heterogeneity: Chi’ = 4}, df =3 (P = 0.19); I = 36%
Test for overall effect 2.29 (P = 0.02)
Total (95% C1) q/ 486 568 100.0% 0.66 [0.46, 0.94] E- 3
Total events 57 106
. i - - - A R 1 + 4
Heterogeneity: Chi® = 6.32, df = 6 (P = 0.39); | 5% 0.01 o1 100

Test for overall effect: Z = 2.28 (P = 0.02)
Test for subaroup differences: Chi* = 0.96, df = 1 (P = 0.33). ¥

Fig. 6 Forest plot diagram showing nosocomial infection
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Katharine Ker research fellow, Phil Edwards senior lecturer, Pablo Perel clinical senior lecturer, Homerew > : ORI oe s W e e 2 oa s
i T i Srove-Lessenson 1996 064 (0,62, 0 98) 1017 12/13 ose - oe a7
Haleema Shakur senior lecturer, lan Roberts professor of epidemiology Shove Lestervia GO ton e wae e = 02 055,072
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Tranexamic Acid in Patients Undergoing
Noncardiac Surgery
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The Impact of a Large-Scale Blood Management Progrd_
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The percentage of patients receiving RBC fransfusions decreasen over 20 years...
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Significant decreases were also obhserved for...

Average number of units Hospital lenath of stay Infection rates
utllized per frransfused patien’
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Pavenski K, et al. ONTraC: a 20 year history of a successfully coordinated province-wide
Patient Blood Management program: lessons leamed and goals achieved. Amesth Amalg.
2022;135:448-458




Hospital-Acquired Infection, Length of Stay, and Anesth Analg 2022;135:586-91
Readmission in Elective Surgery Patients Transfused 1
Unit of Red Blood Cells: A Retrospective Cohort Study

Kevin M. Trentino, PhD,*t+ Michael F. Leahy, MBChB,+§ Wendy N. Erber, MD, || r‘a" ,\8\@

Hamish Mace, MBChB,#** Kylie Symons, BN,# Charley A. Budgeon, PhD,* and Kevin Murrayd@hD* .\(\@
&

KEY POINTS Q/Q

- Question: What are the outcomes associated with the transfusion of 1 unit of red blood celis ’@&
in elective surgery patients when compared to those not transfused? o (4\ Q

+ Findings: After adjusting for confounders, patients receiving a single ur@f red blood cells ,60 &
were more likely to experience a hospital-acquired infection, have Ior@ér hospital stays, and 0(; 6:0
be readmitted to hospital within 28 days, 0 ‘06

- Meaning: These results add to evidence suggesting the Imponaﬁ@e of implementing patient
blood management strategies to avoid even small amounts %f “ed blood cell transfusions in
elective surgery. (40

Table 2. Unadjusted ars Adjusted Relative Risk of the Different Outcomes Comparing Those With the
Transfusion of 1 Unit of Red Blood Cells to Those Without a Transfusion
Red Bood cell transfusion

_~ Pooled adjusted relative
Outcomes ) One unit (n 4?67) No units (n=23,202)  Unadjusted relative risk  risk®
Hospital-acqui%d infection 71(9. 3)£© 387 (1.7) 6.04 (4.64-7.87) 3.94 (2.99-5.20)
Length of stay, median (IQR) 7 (681 3 (2-5) 2.25 (2.14-2.37) 1.57 (1.51-1.63)

Emergency readmission 169 (22.0) 2477 (10.7) 2.36 (1.98-2.82) 1.42 (1.20-1.69)



Multimodal Patient Blood Management Program Based on a

Three-pillar Strate
i =) Ann Surg 2019;269:794—-804

A Systematic Review and Meta-analysis
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Fig. 1. Implementing Patient Blood Management results in reduced erythrocyte transfusions, major postoperative complications including
mortality, and hospital length of stay (according to Althoff et al.'').



Patient Blood Management: Improving Outcomes for Anesth Analg 2022:135:511-23
Millions While Saving Billions. What Is Holding It Up?

Axel Hofmann, Dr rer medic, ME,*t Aryeh Shander, MD,#§Ilq Neil Blumberg, MD,# @'
Jeffrey M. Hamdorf, MD, PhD,* James P Isbister, MB,** and Irwin Gross, MDt+
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/ Eth |CS ’0( SAVING POTENTIALOFA MACROECgﬁBMIC

SELF-EVIDENT ETHICAL OBLIGATIONS:

* Clinicians should adopt PBM to respect patient autonomy
Clinicians should manage the patient’s own blood with the
same respect as any other organforgan system

STAKEHOLDERS are Q MAGNITUDE:

'~®<\\ * Reducing global burden of dggeeﬁy millions of YLDs

OBLIGED to act &

* Increasing GDPs of LICs/LMI y tens of billions of

dollars

N <
* Health authorities should ensure PBM to improve ei@ﬁ' ) * Reducing transfusion r%lé(\:d cost globally by tens of
and access to care e 6\}(’ billions of dollars
* Blood providers should show respect for the dogr by o * Generating ROIs gfséveral hundred percent for hospitals
focusing on the clinically indicated demand rﬁ@er than ®Q< * Decreasing sig ant overall treatment costs
supply of blood. e S *» Coststoen BM are modest and can be obtained by
\\‘@"9 sg? redirecting/allocating funds/resources from blood
Q} &0 acquisition budgets as blood use diminishes
& %
. 2
6

SUFFICIENT PEER-REVIEWE@IDENCE:
+ Clinicians should adopt P

&o 9+ BILLION
+ Health authorities sho andate PBM

("’?ndmduals with 0.6 BILLION

f O
as standard o care&o O,\& SREria andlor Individoale with
‘ chronic or acute
’ ) micronutrient blood loss |
éé «o‘)% deficiencies St
%)
@ /
v <
X &
@) Z
Evidence 4 Economics
9'&KEHOLDERS are —ﬁ— STAKEHOLDERS are
ALERTED to act ENABLED to act

Figure 2. Evidence, economics, and ethics—the “Triple E"—call stakeholders to implement PBM to benefit billions of individuals with anemia/
micronutrient deficiencies and both chronic and acute blood loss and bleeding disorders. GDP indicates gross domestic product; LIC, low-
income country; LMIC, lower middle-income country; PBM, patient blood management; YLDs, years lived with disability.



Tableau 8. Résumé des impacts de |'utilisation de PROMs
H /l‘.S MESURER

HAUTE AUTORITE DE SANTE SAELDBERLAGUALTE Impacts des PROMs Preuve de I'impact des
1er juillet 2021 PROMs
Qualité des soins Impacts sur la prise en charge clinique des patients @\
pergue par le ~ Communication (patient-professionnels, professnonnelsé;gféfessnonnels) 8\@ Iy
patient — \ez &
Indicateurs ~ Prise en charge des symptémes (diagnostic, st{@?’ etc.) é:\ﬁ\ .
7
PROMs et PREMs 5l B\

. \
~ Actions cliniques engendrées (modific@@)n de traitement, adressage vers Qq}&

+
eQ d'autres professionnels de santé, ag.\) @@
« \>° (({e/
Impacts sur les résultats dqe soins Q&
“No decision about me, without nje /’9 &
— Symptomes phys:quess@ﬂmnuhon de la sévérité, diminution de@prevalenoe -
Department of Health in the UK &?)12 etc.) <
6‘\@ ~ Symptomes pi&hlques (diminution de I'anxiété, etc.) +
(S o
K2 &
Patient blood management as /tﬁ@ standard of care &é" Impacts des PROMs Preuve de 'impact des
Michael F. Murphy"? and Antony Palmergé 006 £ROMSs
A Qualité de vie des patients
/ +
é( — Satisfaction des patients -
©
,1/"1/
Q
Vv Impacts sur la performance et la régulation du systéme de soins
— Diffusion publique (transparence), évaluation externe, paiement a la qualité +

(maitrise de la dépense), suivi populationnel



Patients’ Choice, Consent, and Ethics in Patient

Blood Management

Anesth Analg 2022;135:489-500

James P Isbister, MB,* Bronwyn L. Pearse, PhD,1# Alana S. Delaforce, MN,§l| &&‘
<

and Shannon L. Farmer, DHScY#

Understanding Important Person-focused Features of Patient Blood Manazement

ANFSTFFSIA&
ANALGESIA

Patient blood management (PBM) includes
——— < ®Q
%\ Allclinical care aimed a

p optimizing clinical OK
for patient

4® A \

Managing and preservm
individual's blood as ag
invaluable resources{o

&0 \: :‘/
f
e important features of
‘ocused PBM, and how can they

What

.‘r

chieved?
(9 Three principles of effective PBM «
/

PBM ethics Patients' choice Palients’ consent

Patients' Choice, Consent, and Ethics in Patient Blood Management

>
Q(égs included in effective PBM ®Q
g &° o Y e
f/ \ 60 / \‘-.‘ ((\ // \\,
O | Q ’ |
,y \ ‘ Xe) \ ,
Y ,/ < A\ s O g P
- 0 o b RS
Regular evaluifﬁ%n of the Management of identified Avoidance or minimization
patient's Mood status blood abnormalities of allogeneic blood transfusion
C@"
(@6 Best practices of PBM

l(w sé“‘ﬂ |

Patients must be informed of PBM should be PBM decisions should account for
their blood status, disease, personalized to optimize related multifaceted medical,
and treatment options clinical outcome legal, ethical, and economic issues

PBM ensures that individual patient’s blood is managed ethically with

due consideration accorded to their informed choice and consent

Ishister et al (2022)
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L'amélioration de la qualité et de la sécurité des soins pour le patient représente un
enjeu important pour les hopitaux

e
“Retarder un acte de chirurgie programmée afin de mata —_—
traiter une anémie détectée en pré-opératoire|...] e
permet d’améliorer la prise en charge du patient et

NICE

o
N
s

\c(/
Le gfé\ltement de la carence martigfe par un apport en
fer perg®t de réduire le besoin transfdsionnel et les
s s . \\ . ’ . .z A\Y W/
eve@&ﬂents indésirables associésL..]. 3
> <

de réduire les complications potentielles, y compris

. ., Q Z
le recours a la transfusion”! < ‘éo\.\
e
O Qé\ ®Q’a$[... ] Les programmes d”épargne
@@Q 0&0 gfhguine constituent une approche
] ) . x& 6 , . . .
“Lorsque I'anémie est traitée en | 40" Q@ \OQ centrée sur le patient [...] Ainsi, le
amont d’une intervention,|...] Ié o7 > 0& mc)“ recours a la transfusion “évitable” est
risque de complications liées é’}& &o& B rédui t voire suppr. lme Ce f"” S€
au recours a la transfusion est & & tr ’adu{t parune ’amellora_tl.on de la
diminué.” (5\& @,\\\ sécurité et du résultat clinique pour le
CENTR 96 ¢ %{Q’(o patient
NAZKIONALE ¢~ X
SANGUE E &°
2
o . o Q1
Le fait de ne pas traiter ces Patients afin L I NBA
e \ . R Lpagc® " L
d’éviter le recours a la trgpsfusion peut étre Q@ i Australia “Le déploiement de

qualifié de prise en chd}%e clinique sub-
optimale , car il est bien connu que I'anémie
pré-opératoire constitue un facteur
important de risque en terme de morbidité et
de mortalité [...]”®

Vv
’1/0 7 - .
régionales pour mise en place dans

transfusion " [...]

'1/© “l[...] le Ministere de la santé a fait parvenir
ces réecommandations aux autorités sanitaires

I’ensemble des établissements de soins, afin
de permettre une diminution du recours a la

programmes d’épargne sanguine
représente une opportunité de [...]
réduire le besoin transfusionnel, de
standardiser la pratique
transfusionnelle et d’‘améliorer les
résultats pour le patient [...]””



Comment mettre en oeuvre le PBM dans un enwronnement
qui n‘est pas prompt au changement '

Anesthésistes/réanimateurs
Chirurgiens
Infirmieres

Professionnels de santé

Médecins convaincus des bénéfices du PBM et a%teurs dans le
déploiement de protocole au sein de leur serv,géé

< , .. N . y
. Qélherer des données cliniques'et économiques a I'échelle

,\}Oﬂe I’établissement h05p|tgk@r

¥ &
* Génération de données cliniques locales «g° @Q Intégration dans les stgndards qualite
/ &

*  Sociétés savantes : recommandations, grotocoles ¥  Data managementa\‘fecuellllr et analyser les indicateurs de

‘&?} /&O performance (qualité des soins & col(its)

< \

.x\gfo (\\6(9
*° o
2 N\
& <O ov@

{@é“‘" A d Un programme rentable !
e utorités de Santé
Les économies

, s Pro;yguvow le PBM en tant que standard national de qualité s cmporan
I o augmentation

des dépensas du CHU

&b . Coqéperatlon avec les établissements du sang

* Réduction des co(lts au niveau national



PRECONISATION 1

APPLIQUER LES MESURES INCONTOURNABLES DE
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/" Patient Blood
" Management

Gestion personnalisée
du capital sanguin
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5\@101.15 PEROPERATOIRE

ﬂjériphén‘que]. associes ou non a uns

anestheésie gencrale de cor*n‘o@, qui peut
paermettre da limiter la press\ veineuss
paripharique (et par voie Cconsaguence
le saignemeant) et 'oloterdddn d'une
hypotaension controlegXavec 'aide regulées
d'amines vasoactiv{%sﬁ' plus homogéans.

e Lo maintien d' @ normothenmie par tous
les moyens possibles et ceci, dés la phase
d'induction C@Q anestheasie.

e |2 mal n‘&(r\w d'une homeaostasie
m&taboliQue.

.| = @onitorage délocalisé en salle
d'(&)%ratiorw du niveau d'héematocrite ou
deM' hemoglobing et le suivi postoparatoire
du seuil d'hemoglobine du patient.

o | 'Utilisation intraveineuse d'acide
trancexamigue (1 g) dés l'induction
anesthésique et régpatee en fin d'intervention
(1 ). Lutiisation d'acide transxamigus an
topique doit &tre mieux etudies. L'utilisation
an debit continu d'acide tranexamigue ou
son intgrét en postoparatoire ne sont pour
'instant pas demontras.

e | 'gviction des bilans sanguins non
indispensables et la minimisation du volume
des tubes preleves.

ceuvre

e Donner les moyaens organisationnsls
et financiers au deploicmeant du PBER
au sein des structures.

e Fociliter 4 chague &tape la collaboration
avec les chirurgiens.



