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Patient Blood Management: How should it be defined, communicated and progressed?

"A modem battle plan is like nothing so much as a score for a musical composition, where the

various arms and units are the instruments, and the tasks they perform are their respective

musical phases. Fach individual unit must make its entry precisely at the proper moment and
play its phase in the general harmony.”

General Sir John Monash.

When making blood transfusion decisions there has been a tendency to ask the wrong question. Clinical practice
guidelines, especially for blood component therapy, have been falling into the common trap of starting with an
answer before the question (ie diagnosis) has been clearly defined. This is a similar error to that which is commonly
made in marketing when a business does not clearly identify the sector in which it is operating, known as marketing
myopia. The point is emphasized and illustrated in the classic Harvard Business Review article by Levitt in 1960. In
the early history of railroads the tycoons considered they were in the business of making railroads, when in fact
they were in the transport business. As a result they were not able to adapt appropriately when other means of
transport became available.

By analogy, transfusion medicine is in the business of improving clinical outcomes, not primarily collecting donor
blood for transfusion into patients. Patient’s clinical outcomes are improved by evidence-based diagnosis and
therapy of diseases in which blood component therapy may have a role to play with the risks understood and
accepted.

The history of blood transfusion is dotted with resistance to the implementation of new therapies and changes in
clinical practices despite their being based on sound evidence. In many cases it is not new evidence that should
have changed practice, but rather a reconsideration of the basic sciences, pathophysiology and soundly based
clinical decision making.

Patients think blood transfusion is special and beneficial, but have difficulty accepting small risks they can't control.
Blood Donors believe their contribution is a gift to the community that will be used appropriately and safely.
Clinicians think blood is ordinary, take blood transfusion for granted, benefit is assumed and risks regarded as
minimal. Governments view blood as a commodity and transfusion medicine as an expensive support service which
should be regulated and funded in a "McDonaldised” manner.

Challenges to blood transfusion practices

) Why is anaemia not regarded as an important diagnosable and manageable clinical problem?

o How is that >20% of elective hip and knee replacement patients on long waiting lists can come to surgery
with untreated iron deficiency anaemia and receive red cell transfusions?

o Why can there be a variation of 0% to 90% red cell transfusion rates for comparable standard-risk hip and
knee replacement cases in different institutions?

o Why do Jehovah's Witnesses, declining blood transfusion have better clinical outcomes for many elective
surgical procedures compared with case-controlled benchmark patients?

) Why is allogeneic blood transfusion commonly regarded as one of the safest medical interventions?

o Why are many elective haemodynamically stable surgical patients exposed to a medical intervention (ie red

cell transfusions) that probably has the greatest potential for harm, but has not been proven to improve
clinical outcomes?
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) Why do EBM experts demand randomised controlled trials to prove the “safety” of allogeneic red cell
transfusion when there is virtually no evidence of “efficacy” of red cell transfusions in improving clinical
outcomes for anaemic haemodynamically stable patients?

) Why do most surrogate endpoints for transfusion “efficacy” (eg Haemoglobin rise) not correlate with
improved clinical outcomes?

) Why is the primary focus of transfusion medicine on the role and use of donated allogeneic blood (product
focus) rather than appropriate management of the patient’'s own blood (patient focus)?

) Why does the precautionary principle dictate decisions on the supply side of transfusion medicine, but the

opposite applies on the patient (demand) side?

What is patient blood management?

Patient Blood Management (PBM) is an evidence-based bundle of care to optimise medical and surgical patient
outcomes by clinically managing and preserving a patient's blood. Patient blood management is not an
'intervention’, not an alternative to transfusion, it is good scientifically-based clinical medicine. Blood transfusion is
a major medical ‘intervention’ and its use should be based on good clinical medicine. PBM is a good news story for
patients and bureaucrats. Advocating PBM can be hard work, requiring engagement of clinician’s grey matter to be
implemented and successful in the long-term. To the media PBM is probably viewed as; “What'’s new, PBM is
boring, why aren’t all doctors practicing PBM as standard of care?”

If the following are the core elements of PBM that need coordinating, managing and auditing, what is the story
those passionate about PBM should be trumpeting?

o diagnosing and treating reversible preoperative anaemia if time permits
o tolerating mild anaemia

) taking a preoperative/pre-procedure history for potential bleeding

o advocating meticulous surgical haemostasis

) involving patients in decisions regarding their clinical care

PBM is not primarily about reducing blood transfusion, but improving patient care. A positive corollary is avoiding
inappropriate blood transfusion, ensuring appropriate use and availability of altruistically donated blood and
respecting what donors expect when they donate blood. Further down the corollary line is saving of the health
dollar. There is a good news or bad news story here for the media depending on one’s view. There is the risk of
adversely impacting on the blood donor base that is already under challenging pressures. There is also the issue
that the blood sector in general is coming under threat from the success of PBM, especially in countries where there
are significant commercial interests. Various conspiracy theories can be proposed in this respect. We are fortunate
in Australia that we have achieved a relatively seamless connection from patient care to the highest levels of State
and Federal Government. There have been some concerns about some pushback in the US and Europe to PBM that
appears due to successes of PBM impacting on commercial interests of the blood sector.

Anaemia is commonly not regarded as a significant clinical problem and not taken seriously by many clinicians. It is
uncommon to observe patients primarily dying from anaemia, except in Africa and other developing malarial
countries. However, from a more global perspective anaemia is a significant risk factor for morbidity and mortality
in numerous clinical settings if not addressed appropriately. For many clinicians anaemia receives a “simple” knee
jerk solution with blood transfusion. Somebody else does the work, donor blood has been regarded as free,
promoted as safe and a valuable community service. Many surgeons in the past have regarded transfusion as being
available as a substitute for poor perioperative haematological management and poor surgical technique. Early in
my career [ was “pressured’ by surgical mentors to embark on a surgical career. I knew in my own mind this would
not and should not be my career path. This decision was solidly imbedded in my thinking during my surgical and
anaesthetic intern jobs. I was fortunate to observe several great surgeons passionately caring for their patients
overall medical well-being, not to also mention their meticulous surgical technique and attention to surgical
haemostasis.

I recently asked the health reporter of one of our leading broadsheet papers why there is so much interesting in
negative stories about PBM and nobody wants to write the positive story. I told her that I have been involved in
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haematology, transfusion medicine and PBM as a clinician and a blood donor for 50 years from my early medical
student days when doing an elective research term in Papua New Guinea and have seen it all, the good and bad
news stories. I pointed out that surely a health reporter should be interested in a story that results in improving
patient care, improved patient safety, saving of health dollars and ensuring stewardship of the donor blood supply
from altruistic blood donors.

I was not surprised at the answer I received. The reported admitted that she was more interested in writing a story
about the “conflicts of interest” of various members of the PBM guideline development committees than what
good initiatives all these assumed “unethical” clinically practicing health professionals, patient advocates, health
administrators and community representatives are trying to achieve.

The story and core elements of PBM we are trying to get over to our colleagues, and the media I suspect, may
appear complex and sometimes it is forgotten that the foundations of modern scientifically evidence-based medical
management presuppose an understanding of the structure and function of the normal, pathophysiology of
disease, diagnosis and indicators for severity of disease as well as understanding the natural history and
consequences of untreated disease. These principles are implicit in the three pillars of PBM, and at risk of stating
the obvious, it is worthwhile outlining the logic and core elements of PBM from basic principles through to
clinical practice.

PRINCIPLES Essential characteristics of health care, the adherence to cannot be ignored

o Patient blood and haemopoiesis, whether normal or diseased should be managed appropriately in all clinical
settings.
) Donor blood is a unique and costly resource held in trust that should only be used when there is evidence for

potential benefit, potential harm will be minimized and there are no reasonable alternatives.
AXIOMS That which is self-evident

o Evidence-based medical practice has its foundations in science, ethics and economics.
THEOREMS Conclusions deduced from axioms

o PBM is standard of care with the aim of achieving the best clinical outcomes for individual patients.
COROLLARIES Conclusions that inevitably follow-on from the theorem

o PBM results in avoiding or minimizing unnecessary allogeneic blood transfusions.
PRACTICE The application, ongoing pursuit and monitoring of outcomes of clinical decisions

) Individualized patient management by multidisciplinary teams with multimodal interventions addressing the

three pillars of PBM to:

1. Optimize haemopoiesis.
2. Minimize blood loss.
3. Tolerate haemopoietic deficiencies.

This might all be too much for some health professionals or regarded as boring. However, we must have a clear
idea in our own minds as to how we define PBM and the language we use. We know PBM is a “simple” concept, but
its communication and implementation can be complex.

The three-pillar matrix of PBM:

1st Pillar: Optimize erythropoiesis
2nd Pillar: Minimize blood loss & bleeding
3rd Pillar: Tolerate anaemia by harnessing & optimising physiological reserves
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Clinical practice of the three-pillar matrix is determined by:

medical or surgical context

age and sex of the patient

time frame for managing the primary clinical problem, ie. urgent, emergent or elective
reversibility and treatability of the primary disease

presence of comorbidities

availability and costs of alternatives to blood transfusion

specific patient preferences

Definitions, evidence, questions, “no brainers” and challenges

Allogeneic Blood Transfusion
A therapeutic intervention for which there is evidence of efficacy and safety in improving a patient’s clinical
outcome AND there is no alternative clinical management “available”.

Patient Blood Management
Clinical management based in sound medical science that improves patient outcomes.

Why is management of a patient’s blood in the perioperative setting regarded differently from managing
other systems of the body?

There is an excess focus on blood transfusion rather than diagnosis.

Transfusion is usually a default and easy discretionary decision.

The patient does not have a "blood advocate”.

Haematologists have a limited role/interest in perioperative medicine.

Anaemia is not regarded as important.

Surrogate endpoints are used for determining efficacy of transfusion.

There is a false sense of donor blood safety.

Donor blood has been promoted as “The safest pharmaceutical”.

Many clinicians don’t acknowledge stewardship responsibilities towards altruistic blood donors.

Relevant PBM questions

Why manage the Haemopoietic System differently than other systems?

Why do elective surgery on patients with reversible anaemia?

Why not pre-empt and prevent excessive haemorrhage?

Why not tolerate mild anaemia?

Why administer potentially hazardous blood transfusions for which there is no good evidence for benefit or
improved patient outcomes?

How do you explain to an altruistic blood donor that their gift caused a serious complication in a patient in
whom there was no evidence the patient would have benefited from the blood transfusion?

What is the cost of not giving a red cell transfusion to a patient in whom it was not indicated?
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The no brainers

o Why manage the haemopoietic system differently than other systems?

o Why do elective surgery on patients with reversible anaemia?

) Why not pre-empt and prevent excessive haemorrhage?

) Why not tolerate mild anaemia?

o Why administer potentially hazardous blood transfusions in circumstances in which there is no sound
evidence for benefit or improved patient outcomes?

o How do you explain to an altruistic blood donor that their gift caused a serious complication in a patient in
whom there was no evidence the patient would have benefited from the blood transfusion?

) What is the cost of not giving a red cell transfusion to a patient in whom it was not indicated?

o Iron deficiency should and can be treated

. What is the best for the patient may not appear to be the cheapest, but may be the most cost-effective on
the basis of full activity based costing
) Whenever possible the patient should be involved in decision making

The PBM challenges

. Awareness in relevant stakeholder groups

o Information to the public and patients at large

. Undergraduate and postgraduate education for nurses, physicians and other health professionals
o Patient empowerment and advocacy

) Incentives/disincentives for health care providers

o Perspectives/incentives for clinicians

o Monitoring of transfusion outcomes

o Transfusion/PBM benchmarking

WHAT ARE THE REAL ALLOGENEIC BLOOD TRANSFUSION ALTERNATIVES?

MTransfusion Alternatives

* Erythropoetic stimulating agents £ IV Iron therapy
* Autologous salvage and intraoperative haemodilution

? Transfusion Alternatives
Pharmacological interventions to minimize blood loss
Special Anaesthetic/Surgical techniques to minimize blood loss

Additional interventions in anaemia to improve oxygen transport
Pre-emptive iron therapy

Pre-operative anaemia clinics
Treating reversible anaemias
Minimizing blood loss
Tolerating mild anaemia
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The application of the three pillars of patient blood management
Isbister JP ISBT Science Series (2015) 10 (Suppl. 1), 286-294
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Approaches to PBM in many clinical settings continue to evolve. It is elective surgery where the most evidence for
achieving practice changes and the greatest benefits have been demonstrated in improving patient outcomes and
reducing exposure to allogeneic blood transfusion. However, similar principles apply to patients with blood loss.
Anaemia and iron deficiency are commonly not regarded as significant clinical problems and frequently not taken
seriously by many clinicians. Iron deficiency anaemia (IDA) and iron depletion/deficiency (ID) in women with
abnormal uterine bleeding (AUB) is common and well documented, but poorly addressed. Anaemia in the elderly is
also a relatively poorly addressed. PBM in its broadest application includes the management of any quantitative or
qualitative deficiencies in the haemopoietic system and the role of allogeneic blood components or plasma
products as therapy on a sound evidence-base. Increasingly, there are recombinant plasma proteins available as
true alternatives to blood donor-based plasma products.

Our main business is not to see what lies dimly at a distance, but to do what lies clearly at hand.
Thomas Carlyle (1795 — 1881)

PBM of haemodynamically and haemostatically stable patients

It is in the haemodynamically and haemostatically stable patients in which PBM has a great deal to offer in terms of
minimizing or avoiding allogeneic blood components. This group is largely made up of the uncomplicated elective
surgical patients and patients with chronic anaemia usually related to marrow suppression secondary to cancer
chemotherapy and patients with myelodysplastic syndromes.

PBM in critical haemorrhage and massive transfusion

It is with the critical haemorrhage and massive transfusion category of patients that the focus is on a better
understanding of underlying causes and pathophysiology. In this group the clinician is commonly faced with an
urgent clinical problem in which any pre-insult or disease assessment of the three pillars is not possible, or at best
assessed retrospectively from the patient’s clinical history or the current clinical context. The focus is on rapid
assessment of the underlying cause/s and the presenting 'status’ of the three pillars of PBM, especially in
relationship to the haemostatic system. This is where point of care testing and real time management of the three
pillars is increasingly being shown to lead to minimising allogeneic blood transfusion and better clinical outcomes.
In many of these circumstances minimising allogeneic blood transfusion results in better clinical outcomes in terms
of less lung injury and multi-organ failure, reduced assisted ventilation, lower infection rates, fewer and shorter ICU
admissions as well as shorter lengths of hospital stay. In other words, transfusions can be a two-edged sword in
saving lives, but with them may come unintended adverse consequence that need to be minimised as far as
possible. The two most challenging clinical settings in this respect are trauma and obstetric haemorrhage.

PBM in congenital bleeding disorders, immunodeficiency, and immunotherapy management

In the group with clearly categorized and specific haemopoietic deficiencies, including immune disorders, the
underlying pathophysiology is understood and therapy usually has a sound evidence-base, enunciated in clinical
practice guidelines. Additionally, the therapeutic blood products, human derived or recombinant, have proven
efficacy and safety profiles and their manufacture is highly regulated and controlled.

Patient empowerment and personalised medicine

With greater empowerment of patients by involvement in determining their own clinical management there are
complex issues surrounding consent as to what information about PBM and blood transfusion should be provided,
how should it be communicated and documented to confirm that it has been validly achieved. In view of recent
evidence implicating transfusion of labile blood components as an independent risk factor for adverse clinical
outcomes, reconsideration of product information is warranted and wider dissemination of this information is
important. Transfusions of allogeneic labile blood components are tissue transplants and have the widest and most
heterogeneous potential hazards, probably greater than any other medical intervention, but this is not the message
that is currently being communicated to clinicians, patients and the community. Evidence for benefit in improving
clinical outcomes is increasingly a challenge and a reassurance patients and blood donors can reasonably expect.
Theodor Billroth (1829 — 1894), one of the fathers of modern surgery, had this advice to doctors as apposite today
as it was over a century ago.
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"A person may have learned a good deal and still be a very bad doctor who earns no trust
from patients. The way to deal with patients, win their confidence, listen to them (patients are
more eager to talk than to listen) and help them,; console them, get them to understand
serfous matters: none of this can be read in books. A student can learn it only through
intimate contact with his teacher, whom he will unconsciously imitate ... The patient longs for
the doctor's visit: his thoughts and feelings circle around that event The doctor may do
whatever is necessary with speed and precision, but he should never give the impression of
being in a hurry, or of having other things on his mind.”

Links to references and further reading

1. Patient Blood Management Bundles to facilitate implementation
https://www.researchgate.net/publication/315115941 Patient Blood Management Bundles to facilitate im
plementation

2. The three-pillar matrix of patient blood management
https://onlinelibrary.wiley.com/doi/abs/10.1111/voxs.12135

3. Cornerstones of patient blood management in surgery
https://onlinelibrary.wiley.com/doi/pdf/10.1111/tme.12476

4. Building national programmes of Patient. Blood Management (PBM) in the EU. A Guide for Health Authorities
https://ec.europa.eu/health/sites/health/files/blood_tissues organs/docs/2017_eupbm authorities _en.pdf

5. Supporting Patient. Blood Management PBM) in the EU. A Practical Implementation Guide for Hospitals.
https://ec.europa.eu/health/sites/health/files/blood tissues organs/docs/2017_eupbm_hospitals_en.pdf

6. National and International Guidelines for Patient Blood Management in Obstetrics: A Qualitative Review
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5161642/

7. Patient Blood Management: the new standard
https://onlinelibrary.wiley.com/doi/epdf/10.1111/trf.14095

8. Drivers for change: Western Australia Patient Blood Management Program
http://www.haemoview.com.au/uploads/2/5/4/9/25498232/simon_towler 2013.pdf

9. Improved outcomes and reduced costs associated with a health-system—-wide patient blood management program: a

retrospectiveobservational study in four major adult tertiary-care hospitals
https://onlinelibrary.wiley.com/doi/epdf/10.1111/trf.14006

10. Australian National Blood Authority: Best Practice
https://www.blood.gov.au/best-practice

11. Australian National Blood Authority: Patient Blood Management Guidelines
https://www.blood.gov.au/pbm-guidelines

12. At the end there are some infographic PBM resources.
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A bit of history

In the early days of Patient Blood Management the main driver for change in transfusion medicine practices was the
recognition that allogeneic blood transfusion may be an independent risk factor for adverse clinical outcomes,
especially in contexts in which there was a questionable evidence-base for efficacy. Allogeneic blood transfusion
had grandfathered its way into medical therapeutics and become culturally imbedded into clinical practice, with
benefit being assumed and risks regarded as minimal. Blood transfusion had become the default decision in the
context of clinical uncertainty. Of even more concern was perioperative red cell transfusions being administered in
non-urgent clinical circumstances in which haematological deficiencies, usually anaemia, were correctable without
blood transfusion.

It is only in recent years that there has been a concerted effort to establish a sounder evidence base for the benefits
and hazards of allogeneic blood transfusion in the wide range of clinical settings in which it is, may be, or is not,
appropriate therapy. Few would doubt the role of blood transfusion in the management of haemorrhagic shock,
critical life-threatening anaemia and to enable the development of newer major medical and surgery therapies. The
provision of blood component therapy for specific cellular or plasma deficiencies and the development of
haematological supportive care for the management of haematological malignancies has become essential and
generally on a good evidence base.

There has been a gradual awakening over the last 30 years throughout the blood sector, clinical practice,
bureaucracies, governments, the community and the legal profession that, as Bob Dylan would have expressed, “the
times they are a changin.” There have been several drivers for change. The reassessment of the safety of transfusion
in the context of questionable efficacy in improving clinical outcomes has been high on the agenda. Additionally,
governments have become more focused on the blood sector leading to national reviews, economic evaluations
and, in some circumstances, criminal proceedings against individuals. Lastly, altruistic blood donors can reasonably
expect that their blood will be used to benefit the greatest number of patients with minimal chances of adverse
impacts.

Patients being exposed to risk without evidence for benefit is a “bad news” story. The continuing resistance to
acceptance of evidence questioning the efficacy and safety of transfusions in many circumstances should have
resulted in an overwhelming case for adopting the precautionary principle to the use of allogeneic blood
transfusion. This is especially the case in uncomplicated elective surgery and in haemodynamically stable patients
with anaemia. Of even greater concern was the promotion by some European blood services that allogeneic blood
was the ‘safest pharmaceutical’, implying commodification of an altruistically donated human resource.

The paradigm shift to a patient-focus returned clinicians to managing a patient's own blood. This was no different
than the management of any other body system, normal or dysfunctional. A sound understanding of physiology
and pathophysiology is a sine qua non in providing optimal patient care and ensuring the best clinical outcomes.
This is a good news story, a no brainer, so what's new?

The following extracts from the British Medical Journal (1945) and the New England Journal of Medicine (1936) says
it all, especially in the follow up letter by Major General Ogilvie after WWIL
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BRITISH MEDICAL- JOURNAL

LONDON SATURDAY MAY 5 1945

SOME APPLICATIONS OF THE SURGICAL LESSONS OF WAR
TO CIVIL PRACTICE

BY

W. H. OGILVIE, M.Ch.,, F.R.C.S.
Major-General

Now that the European phase of the second world war appears of purely surface injuries, war wounds can never be rendered
to be entering its final stages, it may be well to consider briefly entirely healthy and entirely sterile by surgical toilet. The
what war has taught surgery and what it has taught surgeons, limits of tissue damage cannot be decided with any accuracy,
and how the lessons learned in the field can be applied to the and bacteria, blasted in by the cushion of air that precedes
teaching and practice of surgery in civil life. the projectile or displaced along tissue planes by movements
The surgery of wounds in this war has passed through three of the limb, may lie well outside the visible confines of the
phases. In the first, treatment by the closed plaster method Wound track. Where the bacteria are few and the remaining
was the rule; in the second, which was a period of long damaged tissues small in amount, the defences of the body will
communications and poor supplies, wounds were excised and soon turn out the invaders unless they are hindered by tension.
drained, the limb was immobilized in a padded plaster case In a sutured wound the hyperaemia which should give pro-
or some form of plaster box splint, and closure by secondary tection is limited by the unyielding surroundings and finally
suture or skin grafting was attempted about the third week, replaced by ischaemia, and the outpouring of defensive fluids
or as soon as the surface was covered with healthy granula- is brought to a standstill when the interstices of the wound
tions ; in the third phase, which has been helped by the advent are filled ; the bacteria, on the other hand, find in the trapped
of penicillin, the wounds are excised by the forward groups discharges an ideal pabulum and in the anoxic tissues an easy
and closed by delayed primary suture at the base between Prey.
the fourth and the sixth day. The wounds of road and industrial accidents are, like those

852 JunE 16, 1945 BRITISH

MEDICAL JOURNAL

—_— ——

Correspondence

Blood Transfusion
I am unrepentant in condemning the giving of blood during
straightforward operations.
a smooth

cperation should lead to smooth convalescence without bio-
chemical assistance.—1 am, etc.,

London, N.W. 8. W. H. OGILVIE.
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The New England

1936

Journal of Medicine

Vourue 215

BEITEMBER 3, 1316

Nesees 10

ﬂ‘IIpE Massachusetts Mediral HSoriety

SECTION OF MEDICINE

Lower Scction Room, Municipal Auditorium, Springheld,
Tuesday, June 9, 1936, 2 p. m.

——

RESIDING:
D, Willlam I Smlthe. Boston. Chalrman
e, Lauresce 0, Ellls, Daston, SecFeliry,
Coamuay Swrrn: Wikl the mesiing pleass come
1o afiler. E
The Nrsl doly of the Sectlos ki Whe seleelban of
[he Chalrman and the Secrelary for the comigg

year, and, Im accordance with the msunl cmstos, |

the Chair wiil appoint as the Nominating Commiis

iea to suggest mamer Dr. Dwight Hars, Chale!

man, [ Georgs I Minot and Dr. Chester M. Jomes.
They will report later and ablde 1he plessure of
the Baction,

1 do mot gea Dr. Hamblton here.  Apparently ehe
is delayed, so we will pass on to the second paper,
To those of ua who have had sur momenis of e
declelon whether to transfuss or mol L0 lranifess
im some of cur medloal problems, Dr. Bock's paper
whould b of [nfereat, Hin sobject o "The Use and
Abtine of Disod Transfasione”

THE USE AND ABUSE OF BLOOD TRANSFUSIONS®

IFY ARLIE ¥,

IE mass of literature on the subjest of

blood transfusions scenmulated daring the
past twenty-five years is so great and most of
it ®0 readily available that ome shows lack of
temerily at least o atlempt o disenssion of the
subject hefore this avdience. The fransfusion
of blood may be a life-saving prosedure under
certnin circumstances, it may be & necesary
supportive measure under others, but it is too
often undertaken when the doctor can think
of mothing else to do after all other therapy
haz failed, My objective today is 1o discuss
briefly the common surgical and medical con-
ditions for which transfusion of blood s indi-
eated, in which we can cxpect good physiclogi.
eal reanite, and to point oot those eonditions in
which it is little more than a gesture, done, as
it were, to satisfly the urge {0 do someihing.

RUIDGIC AL TNPICATIONS

1. Sheek. Many theories of the cagse of
primary and secondary ghock have boen offersd
by able investigators, most of them recentiy re.
viewed briefly by Blalock.! DBecanse of the com.
plexity of the events no theory vet propossd
can be considered the final answer as to the si.
clogy of shock. We know that if treatment of
the eondition = to be suecsaful b must aseom-

ERrad af (he Arams] Sesting of ibs Musasrhuasts Madliad
Betleay., Hortlem of Madliss, Npiringfesl, Juss 9, L8,

Pl Arlis ¥V —FPhyavein, Masmiobgaaiia Gapersl Ih:rllpl.h.l

Fat perard and sddress s soiBar esd ~This Yerk's L,
praga ALH

mCK, st

plizh two things, restoration of diminshed blood
volume and elovation of low blood pressure.
Blood volume may be redueed by gross hem-
orrhage of it may be redused by blood lost in
the periphery of the body, as suggested by Froe
man,' op by extravasation of serum through
domaged enpillaries. 16 hemorrhage has oo
curced, transfusion of bbead, together with
mich supportive nieasures as hest, is the imme-
dinte Indication. Neo ather therapy 18 &0 fie.
eomfnl, Tn sheek without mueh or any hem.
orrhage, § per eent gum acacia in normal saline
may be just s efective s blood, and has the
advantage of greater availability. Repeated
transfusions of blosd or infusions of acacia
may be necesrary but, are wsually not, i no delay
has oecurred in the st instance, Acacin may
be used 88 & supportive measare until transfo-
siam can be arranged, Prolongation of the shoack
state results in tosue ssphyxia, capillary dae.
age, petechial hemorrhages, and rapid ehange
in general 1o an iereversible sitate,

One of the commeon accompaniments of shoek
is debydration, o state amsociated with Joss of
water, base, chloride and inerease of nonprotein
nmitrogen, When such a state exists, transfusion
alone is mol adequate therapy but normal salt
roduticn, often in large quantilies, should be ad.
mininlm*ri inteavenonsly, or it may be given
in cight-cunce quantitics by rectam every half
hour, When facilities permit, serum chloride
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THE BULLETIN, JULY 9, 1991

Vein glory

The AIDS epidemic has changed attitudes towards transfusions.
GLENNYS BELL reports on the crisis facing the Australian Red
Cross, which is fighting for its reputation and the confidence of
donors — those who give blood as well as those who give money

Cross Society is coming under fire on its

home front. The reputation of its blood
transfusion service is being questionedin the
courts where it is being sued by people who
were infected with the AIDS virus. Behind
the scenes, its operations and the way that it
ensures the safety of the country’s blood
supply are to be evaluated by Australia’s
health ministers. _ Dr James Is-
bister, head of the department of haematol-
ogy at Sydney’s Royal North Shore Hospit-
al, believes that standards in Australia are
high but advocates reform of the blood
transfusion service. He is one of the few ex-
perts in the field who has been vocal on the
service's deficiencies. The last thing he wants
to see is a loss of confidence as happened in
the US. “It’s in no one’s interest,” he says.
“We don't want the same thing to happen
here.” But he is concerned because there is
no co-ordinated approach to making blood
transfusion services safe and effective.

In a rare turnaround, the Australian Red

RED CROSS
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Dr James Isbister: an advocate of reform

Isbister sees the service as a
product of its past. It was born in
crisis in the 1940’s to help victims
of war and conflict and depends
on the altruism of donors to give
blood for the benefit of others. It
is the others, the patients, who
may be forgotten by a centralised
service. It is time, he believes, for
ablood transfusion service which
focuses on the people who re-
ceive blood as much as - if not
more than — those who donate
it.

I reference the above media article from 1991 published in the now defunct Australian Bulletin magazine. This
was one of my early attempts at shifting the paradigm back to a patient’s blood focus and not donor blood
product focused. I was approached by the Bulletin when the AIDS crisis surrounding blood transfusion was
regularly in the media. The main responses the article received related to “shooting the messenger”. I should
emphasise that this article was 27 years ago and a lot has changed since then. The last paragraph of the article
is probably the first media reference to what was to become “Patient Blood Management” many years later. At
a 2005 board meeting of the International Foundation for Blood Management I proposed the terms “Patient
Blood Management” and “Donor Blood Management” as the more generic term “Blood Management” was
resulting is some confusion. The term “Patient Blood Management” first appeared in the title of an article in the
peer reviewed literature in 2008.
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Patient Blood Management

The Pragmatic Solution for the Problems with Blood Transfusions

Donat R. Spahn, M.D., F.R.C.A.,° Holger Moch, M.D.f}
Axel Hofmann, M.E..} James P. Isbister, M.B., F.RA.C.P.§
“Institute of Anesthesiology, University Hospital Zurich, Zirich,
Switzerland.  donatspahn@usz.ch.  tInstitute of Surgical Pathology,
Department of Pathology, University Hospital Zurich, Zurich, Switz-
erland. $#Medical Society for Blood Management, Laxenburg, Austria.
§Department of Haematology, University of Sydney, Royal North Shore
Hospital of Sydney, St. Leonards, New South Wales, Australia.

Back to the future: What's old is new

https://archive.org/details/b28083593

The following was the year before Karl Landsteiner discovered the ABO blood groups

INTERCOLONIAL MEDIGAL CGONGRESS OF AUSTRALASIA,

FIFTH SESSION.

BRISBANE, QUEENSLAND.

SEPTEMBER, 1899.
SECTION OF MIDWIFERY AND GYNZACOLOGY.

THE SAVING OF BLOOD IN GYNZAECOLOGICAL OPERATIONS.

" By Arcrrsarp Warsox M.D. Paris, F.R.C.S. Erxe.,
Professor of Anatomy and Physiology in the Adelaide University.

M=z. PRESIDENT,—

Dr. Byrne, the courteous secretary of your Section, has paid me the
compliment of inviting me to make some remarks on the saving of blood in
gynscological operations within the pelvis, on the principle, I presume, that
“ spectators see most of the game.”” Often, however, 1 have only appeared on
the scene after the game was quite over, and in my opinion this latter factor
should make any comments from one outside of your ranks appear less trivial
than they otherwise might. . ek &
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INTERCOLONIAL MEDIGAL CONGRESS OF AUSTRALASIA.

FIFTH SESSION.

BRISBANE, QUEENSLAND.

FIRST DAY—MONDAY, 18rn SEPTEMBER, 1899.

SECTION OF MIDWIFERY AND GYN/ECOLOGY.

INTERCOLONIAL MEDICAL CONGRESS
OF AUSTRALASIA

TRANSACTIONS

FIFTH SESSION

BRISBANE, QUEENSLAND,

SEFTEMBER, 1890

B WILTON LOVE M8

POST-PARTUM HEMORRHAGE. 1899 427

POST-PARTUM HZEMORRHAGE: ITS TREATMENT—
ANTICIPATORY AND ACITAL.

By Ep. Lurues, B.A,, M.D. (B.Cu., Erc., Dus. Uriv.),

Hon. Surgeon to the Lady Mukgrave Hospital; and Hon. Physician, Wide
Bay and Burnett Hospital, Maryborough, Queensland.

The first requisite against hemorrhage from the post-partum uterus is the
maintenance of its firm uniform contraction and tonic retraction (Lusk).

In my experience the ehief cause of post-partum hazmorrhage amongst
Queenslai.d women is the want of this muscular tone, for amongst our women
one meets with a large number suffering from inanition and anemia, especially
during the summer months. Whether this anmmia is caused by malaria,
anchylostoma, or just the enervating heat, it matters not for rhe purpose of
this paper. But, whenever I am engaged to attend at the confinement of a
woman an@mic-in appearance, I always anticipate having some post-partum
hazmorrhage, for with the anemia you will certainly have uterine inertia and
flaceid abdominal muscles, that may have just sufficient stamina to expel the
feetus, but none left for the expulsion of the placenta, or for keeping the
uterus contracted afterwards.

Now, what I wish 10 bring before you to-day is that by a preparatory
treatment we can ward off this evil, dreaded by most accoucheurs.

My method of treatment is first to try and cure the anmemia and debilit
by tontes of Trom and etryehmine, and darirg the TaeT Torfuight or three. weeks
menr on the following mixture :—Extractum
ergotae, 22 gr.; liquor strychninw, 1 dr.; acid sulphurie dilut, 1 dr.;
glycerin, 1 oz.; aq. anisi, 8 oz.; a tablespoonful to be taken three times a
day. 1 have now been adopting this treatment for the past four or five years
in all cases that have a history of having had post-partum hemorrhage at their
former confinements, or where the patient seemed debilitated or a likely

subject for hemorrhage, and in every case with satisfactory results.

simple and rapid of execution, should require no

«quicker and more positive results than purely clinical

eighteenth century physicians, the appearance of the

-development of microscopic technic and an insight

February 25, 1899, Vol XXXII, No. 8, Pages 395-450
1899.1 METHODS OF BLOOD EXAMINATION.

SIMPLIFIED METHODS OF BLOOD EXAMI-
NATION. THEIR PRACTICAL APPLICA-
BILITY TO GENERAL DIAGNOSIS.

BY ALFRED C. CROFTAN, M.D,

Late Assistant Professor of General Diagnosis, College of Physicians
and Surgeons, Chicago.
PASADENA, CAL.
Laboratory aids to diagnosis, to be universally
employed by the practicing physician, should be

costly or complicated paraphernalia, and should yield

methods.

No period in the history of medicine has been free
from attempts to find diagnostic clues in the exami-
nation of the blood; it was tried to interpret the
rapidity of coagulation, the crusta phlogistica of

blood as it flowed from the incised vein. With the

into the truths of cellular pathology, valuable data
relating to the morphology of the corpuscular elements
of the blood in health and disease were discovered.
During the last decade, especially through the efforts
of German and American investigators—at their head
FEhrlich of Berlin and Neusser of Vienna—a mass of
purely empiric data on the appearance of the blood
in a variety of morbid conditions has been gathered
and the recurrence of a characteristic blood-picture in
certain diseases verified; inversely, diagnostic clues
have been gathered from the appearance of the blood.
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NO WOMAN NEED
BECOME ANAEMIC

Most women are anaemic at some lime

n their lives, though it is not nearly so

sommon as it used to be. Gone are the

pan, romantic maidens of Queen
Victoria’s time.

E is no neced now
for any Australian to
without the essentials
ye normal blood forma-
on, but many still do —
through ignorance,
because they prefer *
things as alcohol,
t most through care-

Anaemla really means a
in the red blood cells

the red pigmeat, haemo-

which carries oxygen

11 over the body. e may
ehwﬂ'nin:trrd blood cells
;& insufficient red pigment in

| The red cells are manu-
actured n the bone marrow
om a va of substances,
ame of u!lkgn are made in
parts of the , while
thers are taken in diet.

Dlnlcuulel_

£

Evea if the manufacturing
;:& is perfect, many things
an happen to the cells; cer-
| germs, drugs, and chemi-
lals may destroy blood, and
4 common problem is blood
om from wulcers in the
mb&.:’duodmm from

cven  heavy
“periods.”

Tltetemahnmnnm out
when there are greater
\'emands on our blood, and it

i

‘Mt our should be
“upplied Vllh the  right
Taterials,

! I T tell you lonﬂhang

he right materials, mn
[n' better off tlun if 1 give
ou a long lin of symptoms

and sy, “Go Jo the doctor
if you get one™

After all, lots of very pale
women have quite red lips
even without their lipstick,
and are not anaemic at all,

And quite a lot of women

who feel a bit tired and short

and secretly imagine

lht they “have a beart,” are

suffering from anaemia that

could be casily treated by
attention to their diet.

You may be rather shocked
to hear it, but liver injections
are no good as a tonic.

Recent  rescarch work  hay
established that liver and vita-
min Bas injections, which
were once considered to have
a gencral tonic effect, really
have noae.

Patients who were given in
jections of water did just a
well as those who had liver
injections or Bu, provided
they all got a diet containi
the | cseatiali’ and  believed
they were getting the tonic.

The periods in life that
make special demands on
blood supplies include those of
most active growth—infancy
and adolescence.

The baby grows very fast
from birth to two years, and
amacmia is common, particu-
larly in premature babies,
twing, and children who have
had a lot of infections, cven
just colds,

Milk, with its low iron con-
tent, is often their main article
of diet, 30 you must be alert
to the results of infections
and the need for the dictary
extras,

At puberty bodies demand
extra iron jnd caleium and
proteins  for growth, and
there’s actually a big increase
in the quantity of their blood.

All girls from puberty on-
wards 'Im- bloogu tqzhllr
with their monthly periods;
not a great deal of blood, and
nothing that a normal girl
can’t cope with.

However, the blood has to
be replaced, and the girls who
are overworking or carcles
with their diet, and harased

-'Illy 23, 1958 Wrnlnus'rnuan

PRICE

~—HELP FOR-—

HOUSEWIVES
by

Clair Isbister,

Australian doctor
and housewife. This
is our third extract
Jfrom her book,
“What is Your Prab-
lem, Mother?”

young mothers may not al-
ways get the essentials,

Then there is pregnancy and
lactation. Babics ger all their
body-building substances from
their mothers.

During birth the mother
loses more blood, and while
she feeds the baby at the
beeast she passes sufficient
iron into the milk to give her
baby enough.

Artificially fed babies, on
cow's milk for fve moaths
without extra food, often get
anaemic became nature didn’t
arrange for a cow to add this
extra iron to milk, Her calf
goes out and chews grass at
a very tender age.

It is estimated that the
process of carrying, bearing,
and feeding a !hl& needs a
third of the mother’s iron and
she has to supply it to the
P e

of an anaemic
mother is not anacmic at
birth, because nature sees that
it gets its requirements, but
it soon anacmic later
on owing to a lack of reserves
of iron.

What do we need for mak-
ing blood? I've mentioned

en's Weekly
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iron several times, but the re-
scarch chemists have ideati-
fied many other substances
that the body itself cannot
make but which are neaded

They include vitamin B,
folic acid, unknown facton
that occur in yeast and liver,
certain fas, and metals such
as iron, copper, and cobalt.

Don't think you should suck
pennies, or have vitamin Bu
injections, Most of these sub-
stances are needed in very
small quantities and a good
diet meat, eggs, liver,
cheese, and wholemeal cereals
containg them all.

In certain illnesses, when
food is not being properly
absorbed from the bawel, folic
acid or vitamins, for instance,
may have to be added

If the anaemia has already
developed,  single  essential
substances may have 1o be re
placed in bigger quantities
than the dict can supply.

But that is the doctor's job;
just now 1 am talking about

tion.

Other substances are needed
for the body to be able to use
the essential materials.

You need vitamin C and
the vitamin B group, and cer-
tain proteins.

To supply vitamin B, Vege-
mite, Marmite, and whole-
meal bread are ecasy to get:
oranges and tomatoes provide

vitamin C.

Blood-making in't just a
matter of chemistry, Hormones
are very important; thyroid,
ovarics, pituitary, and adrenal
glands all work together in
harmony, and a discord can
cause anaemia.

Many middle-aged women
have a mild thyroid deficiency
and the strange anaemia of
Viciorian times, which used
to affect young girls s0
severely that they died, was
‘:rtly due to iron deficiency,

t also to some ovarian dis-
turbance at puberty.

Not silly

It may sound silly, but it is
true  that  happiness and
emotional  balance  matter
probably as much as balanced
diet in preventing anaemia.

I must sound a funny doc-
tor warning people against
pills and potions, but [ am
talking  about eserving
health and preventing anae-
r-ua

ribe iron pills  for
iron ficiency an.mnn. and

injections  for  pernicious
anaemia just the mme as
other doctors.

And 1 don't disapprove of
those extra vitamins in hot
milk at examination time or
some extra iron and vitamins
during pregnancy.

I'm pointing  out  that
there are still many essential

substances in the good food
provided nature that the
scientists 't know about

yet, so don’t pin your faith
on pills and tonics and re-
fined foods
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A Generic Approach to Patient Blood Mangement

Primary disease
& PBM

Epidemiology
&

Diagnosis

Clinical/Laboratory

EVIDENCE

ECONOMICS

ETHICS

RISKS

The nature and extent of the 1°
condition and relevance of the
blood and possible deficiencies
that may have con for

Is knowledge of 1° condition and
any haematological deficiencies
complex or “simple” and the
mics understood?

PBM Standard of care for
managing the 1° condition.

?Educational challenges

Responsibility of clinicians
and bureaucrats to understand
the issues surrounding the 1°
condition and PBM

Equity of access to clinical
care and pathology services

Adverse epidemiological data
Indicative of gaps
Geographical isolation
Limited laboratory services

Interpretation
of pathology
results

Are reliable pathology testing
methodologies available and
being reviewed and interpreted
correctly?

Are diagnostic methods for 1¢
condition and PBM readily
available and cost-effective?

Equity of access to specialist
clinical expertise and
interpretation of diagnostic
pathology results when
necessary

Lack of local expertise
Lack of specialist expertise

Incorrect interpretation of
laboratory results

Clinical

decision making

and therapy

Monitoring &
ongoing care

Is there an integrated approach to
management of the 1° condition
and PBM? Are established and
feasible guidelines available?

Are healthcare implementation
methodologies and guidelines
available and known to be
effective?

1° condition and PBM can be

OUTCOME

managed resulting in optimal
tcomes

Is standard of care of the 1°
condition and PBM cost-
effective for individuals and the
health system

Blood transfusions are
expensive and risky and only
indicated if no alternative

Monitotring and ongoing
management of 1° condition and
PBM should be cost-effective.

Ensuring implementation of a
standard of care for the 1°
condition and PBM
Allogeneic blood transfusion
is only used when indicated
and stewardship of the donor
blood supply is respected

Patient empowerment,
informed consent and follow
up is and integral component
of clinical management

Clinical practice variation
and failure to follow guidelines

Availability and therapy delays
Inappropriate blood transfusion

Timely and logistic availability of
appropriate therapy

Failure to appropriately address
patient engagement and
informed consent.

OTHER DRIVERS

DATA —>

Evidence improving patient outcomes

Variations in clinical practice and
adherence to guidelines

Default management decisions

Contain/reduce health costs

The problem of excessive and
inappropriate use of health
resources

30

Appropriate Transfusion
Stewardship of donor blood

Patient informed consent and
advocacy
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Variable clinical contexts
Wastage of donor blood

james.isbister@sydney.edu.au




THE P, JOURNEY

Blood transfusionis potentially hazardous,
expensive and there must be evidence for
benefit and no alternative available. Donors

o
i

Pat\:c Patient 7has a blood Eg";iggf:rﬂ;? have given their blood on the understanding it
an operation Pmbliw transfusion than benefit. will be used appropriately and safely.
S SWEr
R what reallyis ‘)
\thc problem?

i\
4

L Y Ask th t YA
eS¢
& Manage the 3 pillars of PBM inthe

Is the operation urgent clinical context. If there is an abnormalityin

URGENT?.? YES .9 URGENT —) the blood only transfuse when no othertherapyis

z appropriate or available under the circumstances.
NO T %

a NO .9 Manage the 3 pillars of PBM & R’t

S

Is there a problem
NONURGENT "} with the patients

blood and if so. what Can the problembe YES
is the diagnosis? $ YES ._) correctedina ¢

: bz
UMEIManner? . the problem and keep

: blood as normal as possible
NO Can clinical impacts of the !
.9 roblems be minimised? 4
Is blood component therapy
james.isbister@sydney.edu.au indicated and how much?
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é{%ﬂ'% Pat i e nt B I 0 O d M a n age m e ntlames-iSstterngdne‘!.edu.au

Plllar 1D:gl:l:'o'r:1alltlos - Pillar 2: Blsedmg 2 P|II:; 3; ;:1::::1 a:;?nr:;:?l::ﬂes r
Trut or Tolnrn!o _ Pre.vont o.r MII\.!MISG - Physiological Rosmu

Evidence
Base

32
ANNUAL QUEENSTOWN UPDATE IN ANAESTHESIA 2018



Additional considerations
Socio-economic setting
Co-morbidities
Urgency

274 & 34 Pillars of PBM

Primary Disease

Initial management

Urgency & Diagnosis

Patient preferences
Patient
Blood Management L

Haematology opinion 1st Pillar of PBM PaTIENTS

Not Iron Deficiency LS

Secondary Anaemia 3 Pillar matrix
Multifactorial Anaemia | FBC Iron status

r 2 BC Indices Ferritin, TSAT
ANAEMIA NO ANAEMIA
Iron Deficiency Anaemia Iron Deficiency Iron Replete

Microcytic Normocytic

Non Anaemic

Non Anaemic

Initial therapy of the

primary diagnosis

Other possible causes
of iron deficiency

Iron therapy
Importance of treatment

- ™E
PATHINT'S
3 siooo

PBM 1st Pill

Iron therapy

Indication for oral versus intravenous

S — =
PBM 2 & 3 Pillars
.M _

Patient empowerment
Information
Preferences
Consent

Preop management
Urgency/Priorities

Therapy for primary disease
Interventional ---- Medical

Additional considerations
Clinical responsibility
GP - Specialist

Patient empowerment

Monitoring & Continuing PBM :

Ongoing primary disease Management
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