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Under pressure A&E units at Kent hospitals have NHS Foundation Trut
warned care and safety could be 'compromised’ due

to high patient numbers

The highest level of alert has been activated at hospitals across Kent due to high patient numbers
3. Planned ops & care

Your Trust England

81.2% = 89.3%

2. Cancer care

Your Trust ) England Target: 92% waiting less than 18 weeks
October figures

35%  82.3%

M Your Trust [l Other Trusts

Target: 85% begin treatment within 62 days of urgent GP referral 81.2%

October figures
100%

“ “|| B60%

W Your Trust [ Other Trusts  ---- Target 85%

35%
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Trusts

East Kent Hospitals University NHS Trust ranked 119 out of 126 trusts

209

Trusts

East Kent Hospitals University NHS Trust ranked 132 out of 133 trusts
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Patient Blood Management
(Multldlsmplmary, multimodal perioperative programmes)
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Minimisation of
blood loss and
peri-operative
coagulopathy

Optimisation of
tolerance to post-
operative anaemia

Peri-operative
optimisation of
haematopoiesis

Improved patient outcome
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Anaemia Is a perioperative risk factor
Perioperative transfusion
An undiagnosed underlying cause?

e



NHS

East Kent

We are all getting older...  rowuuiesy

NHS Foundation Trust
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And more pale

Figure 18: Prevalence of recorded a

naemia (all types) in English general practice records in
2014. Previous 5 years of GP patient history considered.
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Almanac of Disease Profiles in Later Life, Age UK, 2015
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Progressive prevalence
increase with age

Decline greater for men

1/3 nutritional, 1/3
chronic inflammation
+/- FID, 1/3 unexplained
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Pre-operative anaemia

Population Prevalence

Global, >60 yrs old
Pre-op, all specialities, USA
Pre-op, hip and knees, UK

Pre-op, colorectal, UK

Pre-operative anaemia (%)
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Munoz et al. Blood Transfus. 2015 Jul; 13(3): 370-379.

24%
30%
53%
69%
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Ref:
WHO data, 2005
Mussallan, 2011
Nat. Audit of Blood Tx, 2015

Nat. Audit of Blood Tx, 2015
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* Nutrient deficiency
— lron

— Folate
— B12

* Chronic inflammatory state

— CKD
— Anaemia of Chronic Disease

Multiple co-existing factors
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Articles I

Preoperative anaemia and postoperative outcomes in @+l-
non-cardiac surgery: a retrospective cohort study

THE LANCET

Khaled M Musallam, Hani # Tarmim, Toby Bichards, Donat R Spahn Frits R Rosendaal, Akfo Habbal, Mohammad K evss, Fadd 5 Dalstal e
Kaivan Ehavandd, Pierre M 5feir. Azsaod Soweid [amal | Hoballoh, Ali T Tahe, Faek P [amali

US Veterans Database (NSQIP) (n=227,425)

Anaemia (n=69,229; 30.4%)

30day mortality
30day composite morbidities (9 defined areas)

hAultivariate regression
(9 defined subgroups)
(56 cofactors)
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Yes, to Improve surgical outcome wos

Probability of 90-day mortality

0.10 o
0.08 o
0.06 o

0.04 ~

7,759 non-cardiac surgical patients

0.02 A

8 9 10 11 12 13 14 15

Pre-operative Hb

Beattie WS et al. Anesthesiology 2009;110:574-81

NHS

East Kent

tals University
NHS Foundation Trust




NHS

East Kent

Yes, to reduce blood transfusSion wospitals university

NHS Foundation Trust

Article:3LAZ0ZE] Daie:June %, 2012 Time: 17:46

META-ANALYSIS

Effects of Allogeneic Red Blood Cell Transfusions on Clinical
Outcomes in Patients Undergoing Colorectal Cancer Surgery

A Systematic Review and Meta-Analysis

Austin . Acheson, MD.® Maithew J Brookes, PhD, 1 and Donat R. Spahn, MD, FRCAL

TABLE 2. Clinical Outcomes of Transfused Patients Undergoing CRC Surgery Versus NonTransfused Controls

0dds Ratio I (95% C1) Incidence Rate I* (95% CI)
Clinical Outcome No. Studies (95% C1, P) for OR (%) Ratio (95%CI, P) for IRR (%)
All-cause mortality 29 172 (1.55-1.91, <0.001) | 23.3(0-51.1) 131 (1.23-1.39, <0.001) 0.0 (0-37.0)
Cancer-related mortality 17 171 (1.43-2.05, <0.001) | 45.0(0-67.6) 145 (1.26-1.66, <0.001)  35.0(0-62.7)
Recurrence—metastasis—death 19 1.66 (1.41-1.97, <0.001) | 50.8(3.5-69.8) 1.32 (1.19-1.46, <0.001) 28.2(0-58.1)
Postoperative infection 12 3.27(2.05-5.20, <0.001) | 78.1(59.1-86.1) NA NA
Surgical reintervention 2 4.08 (2.18-7.62, <0.001) NA NA NA

NA indicates not available.
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Treating Iron Deficiency —  vesasdiesty
Fundamental differences in surgical pathways:
Colorectal: 62 days (cancer)
Orthopaedics: 18 weeks

Booking to theatre: “Preassessment time”
Colorectal: 18 days
Orthopaedics: 60-90 days

National Audit of Blood Transfusion, 2015
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Oral Iron
e High Dose * 6-8 weeks * May be poor
e Compliance
e Low Dose e Chronic disease
¢ Investigations
. J \ y, \ J
IV Iron

)

e Single dose e 2-3 weeks e Greater
e Hospital e Early benefit?
e Cost

J J

J
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» 62 Day Target, NHS England 2015

— Start first definitive treatment (FDT) within 62
days of receipt of urgent referral

6.4 Enabling Treatments

The enabling treatments that can be classed as FDTs are:
e colostomy for bowel obstruction

insertion of oesophageal stent
non-small cell lung cancer stent
ureteric stenting for advanced cervical cancer
insertion of a pancreatic stent if planned to resolve jaundice before the
patient has a resection or starts chemotherapy
e Gastrojejunostomy
<___ e Monofer Infusion __—>
e Cystodiathermy

Other enabling treatments can only be used to end a pathway when a patient
is to have X enabling treatment, is admitted for this and remains as an in-
patient between the enabling treatment and the main anti-cancer treatment
i.e. if they both take place within the same hospital provider spell then the
date of admission ends the 62 day period even though the enabling treatment
was given first within that spell.

e



NHS
NICE Standards (2016)

- People with iron-deficiency anaemia who are having surgery are
offered iron supplementation before and after surgery.

« Adults who are having surgery and expected to have moderate
blood loss are offered tranexamic acid.

- People are clinically reassessed and have their haemoglobin levels
checked after each unit of red blood cells they receive, unless
they are bleeding or are on a chronic transfusion programme.

- People who may need or who have had a transfusion are given
verbal and written information about blood transfusion.




NHS

East Kent

Pre-op anaemia pathway s unvesy

Current practice, far from ideal

Routine pre-op Hb low

Colorectal cancer (<100), Orthopaedics (<110)

NS

Anaesthetic review

Microcytic: review recent bloods and check ferritin if feasible

Exclude persistent, mild ACD

NS

Intervention

Cancer: IV iron in ambulatory care ‘ Elective: Refer back to GP for optimisation
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Treating Iron Deficiency —  vesasdiesty
Creating a formal pathway: Principles
Patient focused
Evidence-based
Avoid delays
Cost effective
Primary and secondary care
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Pre-op anaemia pathways sty

The earlier the better: at decision to operate
* Hb and ferritin
» Colorectal: IV Iron

» Orthopaedics: PO iron, IV If ineffective

One-stop pre-op nursing assessment




ldeal colorectal pathwa

Listed for surgery: EBL >500mls (intra- and post-op)

v

Hb and ferritin (Pre-op assessment on day of surgical clinic visit)

Hb > 130 g/I

Proceed with surgery

Hb

<130g/l

Ferritin < 100

Ferritin >100

\ 4

IViron

in secondary care

Preferably delay surgery by 3 weeks
Decision to delay depends on:
Rate of background Gl blood loss

Surgical bleeding risk

Risk of Gl obstruction / perforation

Proceed with surgery

For further evaluation

B12, folate

TSAT

May still be iron deficient
Ix for Haemoglobinopathy
Haematology input

\ 4

Pre-operative optimisation:

IViron

Blood Transfusion

Agree restrictive transfusion trigger
Haematology advice
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ldeal THR / TKR pathway

Listed for surgery: EBL >500mls (intra- and post-op)

v

Hb and ferritin (one stop preassessment or surgical clinic)

Hb > 130 g/I

Hb < 130g/I

Proceed with usual pathway

Ferritin < 100

Ferritin >100

\ 4 \ 4
Recommendations to GP Recommendations to GP
Iron therapy For further evaluation
e Oral for 6-8 weeks e BI12, folate
e If no Hb rise in 4 weeks then IV iron e TSAT
e |Viron takes 3 weeks for full effect e Ix for Haemoglobinopathy
e Can re-schedule when Hb > 130 e Consider haem referral ?ESA (EPO)

A\ 4

Re-instate for surgery: responsibilities?

GP to re-refer when optimised

GP: re-refer when Hb optimised
PAC: Monitor Hb and liaise with patient/GP

NHS

East Kent

Hospitals University
NHS Foundation Trust
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Pre-operative IV iron: colorectal surgery
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IV Iron In East Kent

140 -
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Pre-operative IV iron: colorectal surgery

Normal ferritin No IV iron
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Does optimising pre-op [Hb] with iron actually
Improve outcomes?

Do enhanced recovery programmes “require”
greater Hb concentrations?
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Ann Surg. 2016 Jul; 264(1): 41-46. PWMCID: PMC4302320
Published online 2016 Jan 27. doi: 10.1057/5LA 0000003000001546

The Important Role for Intravenous Iron in Perioperative Patient Blood

Management in Major Abdominal Surgery
A Randomized Controlled Trial

Bemd chessl_er. MD, MClinSc,*T Peter Palm, MD . * Ingo Weber, MD,* Nicolette A. Hodyl, PhD ¥ Rajvinder S ngh,
MBBS, MPhil 7 and Elizabeth M. Murphy, PhDI!

* RCT In Colorectal Cancer. IV Iron vs
standard care

» Stopped early after 72 patients
* ABT: 60% relative risk reduction
LOS: 6 vs 9 days m
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Blood transfusion? Probably
Length of stay? Probably

Morbidity and mortality? Don’t know

e
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Probability of 90-day mortality

Pre-op Hb 130 g/I

7 8 a 10 "2 13 14 15
Pre-operative Hb
Serttis WS at ol Anesthesialogy 200S10-74-51

ORIGINAL ARTICLE

Liberal or Restrictive Transfusion in High-Risk Patients after
Hip Surgery

Jeffrey L. Carson, M.D., Michael L. Terrin, M.D., M.P.H., Helaine Noveck, M.P.H., David W. Sanders, M.D., Bernard R. Chaitman, M.D., George G. Rhoads, M.D., M.P.H.,
George Nemo, Ph.D., Karen Dragert, R.N., Lauren Beaupre, P.T., Ph.D., Kevin Hildebrand, M.D., William Macaulay, M.D., Courtland Lewis, M.D., Donald Richard Cook,
B.M.Sc., M.D., Gwendolyn Dobbin, C.C.R.2, Khwaja ]. Zakriya, M.D., Fred S. Apple, Ph.D., Rebecca A. Horney, B.A., and Jay Magaziner, Ph.D., M.S.Hyg. for the FOCUS

Investigators™

Article  Figures/Media Metrics December 29, 2011
N Engl | Med 2011; 365:2453-2462

DOI: 10.1056/NEJMaal 012452
15 References 546 Citing Articles  1Lletter 3 Comments ’

ORIGINAL ARTICLE

A Multicenter, Randomized, Controlled Clinical Trial of Post-op Hb 70 g/I
Transfusion Requirements in Critical Care

Paul C. Hébert, M.D., George Wells, Ph.D., Morris A. Blajchman, M.D., John Marshall, M.D., Claudio Martin, M.D., Giuseppe Pagliarello, M.D., Martin Tweeddale, M.D., Ph.D.,

Irwin Schweitzer, M.Se., and Elizabeth Yetisir, M.Sc. the Transfusion Requirements in Critical Care Investigators for the Canadian Critical Care Trials Group

Article  Figures/Media February 11,1999
N Engl | Med 1999; 340:409-417

. y DOI: 10.1056/NE]M199902113400601
24 References 2578 Citing Articles 1 Letter
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Age and Ageing 2008, 37: 173=178 @ The Author 2008, Published by Codord University Press on behall of the British Geratrics Society.
doi: | 0.1 073/ ageingfaim | & Al rights reserved. Por Permissions, please email: journals permisgions@oxdordjournals.org

Anaemia impedes functional mobility after hip
fracture surgery

NicoLal B. Foss! '2, MorTen Tance KrisTEnsen®, Henrik Kenier?

Table 2. Associations between anaemia, functional mobility and mobilization on the first three post-operative days in
487 hip fracture patents

Walking Walking with Mot alde Mobilisation
independently human assistance o walk P (hours out of bed)
lst post-operative day Mo anzermia & = 317 52 (16%) 160 (31%4d) 105 (33%) 0049 3(1-53) 0011
Anaemia g = 170 U (3%) 1003 (617%a) 58 (34%) Z({5-45)
2nd post-operative day Mo ansemiy g = 33 82 [25%) 175 (33%) TI(E2%) 0007 4 (2-06) 024
Anzemia g = 132 24 (18%%) G2 (4T%0) 46 (33%) 3{1-35)
3rd post-operative day Mo ansemia g = 314 124 (40"%) 130 (417%0) GO (1) U] 5(3=T) 0.129

Anaemia g = 116 30 (26%) 47 (41%) 39 (34%) 4 (25-6)
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Pre-op Anaemia Is a perioperative risk factor
Pre-op Iron therapy may be good
Post-op anaemia may be bad
Blood is often bad

Simon Rang




