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CONCENTRADOS DE HEMATÍES

American Society of Anesthesiologists

Five Things Physicians  
and Patients Should Question

5^]ͭc�^OcMW]�OMbRZW]R�ZMO^aMc^ah�bcdQWRb�W]�_McWR]cb�fWcV^dc�bWU]WŬPM]c�
bhbcR\WP�QWbRMbR�͈2E2�;�^a�;;͉�d]QRaU^W]U�Z^f͹aWbY�bdaURah�ͼ�b_RPWŬPMZZh�
complete blood count, basic or comprehensive metabolic panel, coagulation  
bcdQWRb�fVR]�OZ^^Q�Z^bb�͈^a�ůdWQ�bVWScb͉�WbΧMaR�Rg_RPcRQ�c^�OR�\W]W\MZ͙
Performing routine laboratory tests in patients who are otherwise healthy is of little value in detecting disease. Evidence suggests that a targeted 
history and physical exam should determine whether pre-procedure laboratory studies should be obtained. The current recommendation from the 
	��
�2E2�M\R]Q\R]c�cVMc�MZZ�SR\MZR�_McWR]cb�^S�PVWZQORMaW]U�MUR�OR�^ŪRaRQ�_aRU]M]Ph�cRbcW]U�aMcVRa�cVM]�aR`dWaRQ�c^�d]QRaU^�cRbcW]U�VMb�_a^eWQRQ�
individual physicians and hospitals the opportunity to set their own practices and policies relating to preoperative pregnancy testing. Some institutions 
aRb_RPc�cVR�aWUVc�^S�M�_McWR]c�c^�aRSdbR�cRbcW]U�MScRa�M�cV^a^dUV�Rg_ZM]McW^]�^S�cVR�M]RbcVRcWP�aWbYb�QdaW]U�_aRU]M]Ph�M]Q�cVR�aR`dWaRQ�bWU]W]U�^S�M�
waiver. The avoidance of the routine administration of the pregnancy test was therefore excluded from our Top 5 preoperative recommendations.

FVR�aWbY�b_RPWŬPMZZh�aRZMcRQ�c^�cVR�bdaUWPMZ�_a^PRQdaR�P^dZQ�V^fReRa�\^QWSh�cVR�MO^eR�_aR^_RaMcWeR�aRP^\\R]QMcW^]�c^�^OcMW]�ZMO^aMc^ah�bcdQWRb�
and when the need arises; the decision to implement should include a joint decision between the anesthesiologists and surgeons. This should be 
applicable to all outpatient surgery.

5^]ͭc�^OcMW]�OMbRZW]R�QWMU]^bcWP�PMaQWMP�cRbcW]U�͈caM]b͹cV^aMPWPΧ
Rb^_VMURMZ�RPV^PMaQW^UaM_Vh�ͼ�FF6ΧF66͉�^a�PMaQWMP�bcaRbb�cRbcW]U�W]�
Mbh\_c^\McWP�bcMOZR�_McWR]cb�fWcV�Y]^f]�PMaQWMP�QWbRMbR�͈R͙U͙͜�425͜�
eMZedZMa�QWbRMbR͉�d]QRaU^W]U�Z^f�^a�\^QRaMcR�aWbY�]^]͹PMaQWMP�bdaURah͙
Advances in cardiovascular medical management, particularly the introduction of perioperative beta-blockade and improvements in surgical and 
M]RbcVRcWP�cRPV]W`dRb͜�VMeR�bWU]WŬPM]cZh�QRPaRMbRQ�^_RaMcWeR�\^aOWQWch�M]Q�\^acMZWch�aMcRb�W]�]^]PMaQWMP�bdaURah͙�EdaUWPMZ�^dcP^\Rb�P^]cW]dR�c^�
W\_a^eR�PMdbW]U�cVR�\^acMZWch�aMcR�^S�\MX^a�bdaURaWRb�c^�OR�Z^f�M]Q�cVR�]RRQ�S^a�aReMbPdZMaWjMcW^]�\W]W\MZ͙�4^]bR`dR]cZh͜�cVR�a^ZR�^S�_aR^_RaMcWeR�
PMaQWMP�bcaRbb�cRbcW]U�VMb�ORR]�aRQdPRQ�c^�cVR�WQR]cWŬPMcW^]�^S�RgcaR\RZh�VWUV͹aWbY�_McWR]cb͜�S^a�W]bcM]PR͜�cV^bR�fWcV�bWU]WŬPM]c�ZRSc�\MW]�QWbRMbR�S^a�
fVWPV�_aR^_RaMcWeR�aReMbPdZMaWjMcW^]�f^dZQ�OR�OR]RŬPWMZ�aRUMaQZRbb�^S�cVR�W\_R]QW]U�_a^PRQdaR͙�;]�^cVRa�f^aQb͜�cRbcW]U�\Mh�OR�M__a^_aWMcR�WS�cVR�
results would change management prior to surgery, could change the decision of the patient to undergo surgery, or change the type of procedure  
that the surgeon will perform.

5^]ͭc�dbR�_dZ\^]Mah�MacRah�PMcVRcRab�͈B24b͉�a^dcW]RZh�S^a�PMaQWMP�bdaURah�
W]�_McWR]cb�fWcV�M�Z^f�aWbY�^S�VR\^Qh]M\WP�P^\_ZWPMcW^]b�͈Rb_RPWMZZh�fWcV�
cVR�P^]P^\WcM]c�dbR�^S�MZcRa]McWeR�QWMU]^bcWP�c^^Zb�͈R͙U͙͜�F66͉͙
FVR�W]PaRMbRQ�aWbY�^S�VR\^Qh]M\WP�P^\_ZWPMcW^]b�Mb�W]QWPMcRQ�MO^eR�Wb�QRŬ]RQ�Mb�M�_McWR]c�fWcV�PZW]WPMZ�ReWQR]PR�^S�bWU]WŬPM]c�PMaQW^eMbPdZMa�
QWbRMbR͝�_dZ\^]Mah�QhbSd]PcW^]͜�Vh_^gWM͜�aR]MZ�W]bdűPWR]Ph�^a�^cVRa�P^]QWcW^]b�Mbb^PWMcRQ�fWcV�VR\^Qh]M\WP�W]bcMOWZWch�͈R͙U͙͜�MQeM]PRQ�MUR͜�
endocrine disorders, sepsis, trauma, burns).

The use of a PAC during cardiac surgery has been associated with increased mortality and a higher risk of severe end-organ complications. There is 
PZRMa�P^]bR]bdb�W]�cVR�ZWcRaMcdaR�cVMc�cVR�dbR�^S�M�B24�PM]]^c�OR�aRP^\\R]QRQ�Mb�M�\MccRa�^S�a^dcW]R͜�Odc�S^a�M�QRŬ]WcR�a^ZR�W]�M�eRah�bRZRPc�Ua^d_�
^S�_McWR]cb�d]QRaU^W]U�PMaQWMP�bdaURah͙�2PP^aQW]U�c^�M�bdaeRh�Oh�_aMPcWPW]U�M]RbcVRbW^Z^UWbcb͜�cVR�dbR�^S�B24�P^dZQ�OR�aRP^\\R]QRQ�S^a�b_RPWŬP�
W]QWPMcW^]b�W]�PMaQWMP�bdaURah�W]PZdQW]U�P^a^]Mah�MacRah�Oh_Mbb�UaMScW]U�͈4238͉�fWcV�_^^a�ZRSc�eR]caWPdZMa�͈>H͉�Sd]PcW^]͜�>H�M]Rdahb\RPc^\h͜�aRPR]c�
myocardial infarction, pulmonary hypertension, diastolic dysfunction, acute ventricular septal rupture and insertion of left ventricular assist device. 
FVR�M__a^_aWMcR�W]QWPMcW^]b�aR\MW]�QROMcMOZR͙�:^fReRa͜ �MZcV^dUV�cVR�B24�VMb�]^�a^ZR�W]�a^dcW]R�_RaW^_RaMcWeR�PMaR͜�cVR�RgWbcR]PR�^S�M�b_RPWŬP�
bdO_^_dZMcW^]�S^a�fVWPV�cVR�dbR�^S�cVWb�QReWPR�\Mh�OR�OR]RŬPWMZ�PM]]^c�OR�RgPZdQRQ͙�
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FVRbR�WcR\b�MaR�_a^eWQRQ�b^ZRZh�S^a�W]S^a\McW^]MZ�_da_^bRb�M]Q�MaR�]^c�W]cR]QRQ�Mb�M�bdObcWcdcR�S^a�P^]bdZcMcW^]�fWcV�M�\RQWPMZ�_a^SRbbW^]MZ͙�BMcWR]cb�fWcV�M]h�b_RPWŬP�`dRbcW^]b�MO^dc�cVR�WcR\b� 
on this list or their individual situation should consult their physician. 

Released October 12, 2013

http://www.choosingwiselycanada.org
Don’t perform surveillance esophagogastroduodenoscopy (EGD) in patients 
with compensated cirrhosis and small varices without red signs treated with 
]^]͹bRZRPcWeR�ORcM�OZ^PYRab�S^a�_aReR]cW]U�M�Ŭabc�eMaWPRMZ�OZRRQ͙
In patients with cirrhosis and small varices that have not bled and have no criteria for increased risk of bleeding (Child A, no red signs on varices), beta 
blockers can be used. In patients with cirrhosis and medium or large varices that have not bled and are not at the highest risk of bleeding (Child A and 
no red signs), beta blockers are preferred, adjusted to the maximal tolerated dose. In both scenarios, follow-up EGD is not necessary.  

5^]ͭc�P^]cW]dR�caRMc\R]c�S^a�VR_McWP�R]PR_VMZ^_McVh�W]QRŬ]WcRZh�MScRa�
M]�W]WcWMZ�R_Wb^QR�fWcV�M]�WQR]cWŬMOZR�_aRPW_WcM]c͙�
;]�PWaPd\bcM]PRb�fVRaR�cVR�_aRPW_WcMcW]U�SMPc^ab�MaR�WQR]cWŬRQ�M]Q�fRZZ͹P^]ca^ZZRQ�͈R͙U͙͜�aRPdaaR]c�W]SRPcW^]b͜�eMaWPRMZ�OZRRQW]U͉�^a�ZWeRa�Sd]PcW^]�
or nutritional status improved, prophylactic therapy may be discontinued.

5^]ͭc�aR_RMc�VR_McWcWb�4�eWaMZ�Z^MQ�cRbcW]U�^dcbWQR�^S�M]cWeWaMZ�cVRaM_h͙
Highly-sensitive quantitative assays of hepatitis C RNA are appropriate at diagnosis and as part of antiviral therapy. Otherwise, the results of 
virologic testing do not change clinical management or outcomes.

Don’t perform computed tomography or magnetic resonance imaging 
routinely to monitor benign focal lesions in the liver unless there is a 
\MX^a�PVM]UR�W]�PZW]WPMZ�Ŭ]QW]Ub�^a�bh\_c^\b͙
Patients with benign focal liver lesions (other than hepatocellular adenoma) who don’t have underlying liver disease and have demonstrated 
clinical and radiologic stability do not need repeated imaging. 

Don’t routinely transfuse fresh frozen plasma and platelets prior to 
MOQ^\W]MZ�_MaMPR]cRbWb�^a�R]Q^bP^_WP�eMaWPRMZ�OM]Q�ZWUMcW^]͙
D^dcW]R�cRbcb�^S�P^MUdZMcW^]�Q^�]^c�aRůRPc�OZRRQW]U�aWbY�W]�_McWR]cb�fWcV�PWaaV^bWb�M]Q�OZRRQW]U�P^\_ZWPMcW^]b�^S�cVRbR�_a^PRQdaRb�MaR�aMaR͙
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FVRbR�WcR\b�MaR�_a^eWQRQ�b^ZRZh�S^a�W]S^a\McW^]MZ�_da_^bRb�M]Q�MaR�]^c�W]cR]QRQ�Mb�M�bdObcWcdcR�S^a�P^]bdZcMcW^]�fWcV�M�\RQWPMZ�_a^SRbbW^]MZ͙�BMcWR]cb�fWcV�M]h�b_RPWŬP�`dRbcW^]b�MO^dc�cVR�WcR\b� 
on this list or their individual situation should consult their physician. 

American Association for the Study of Liver Diseases  
 

Five Things Physicians  
and Patients Should Question
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Released June 15, 2014
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FVRbR�WcR\b�MaR�_a^eWQRQ�b^ZRZh�S^a�W]S^a\McW^]MZ�_da_^bRb�M]Q�MaR�]^c�W]cR]QRQ�Mb�M�bdObcWcdcR�S^a�P^]bdZcMcW^]�fWcV�M�\RQWPMZ�_a^SRbbW^]MZ͙�BMcWR]cb�fWcV�M]h�b_RPWŬP�`dRbcW^]b�MO^dc�cVR�WcR\b� 
on this list or their individual situation should consult their physician. 

Critical Care Societies Collaborative - Critical Care

Five Things Physicians 
and Patients Should Question

Don’t order diagnostic tests at regular intervals (such as every day), 
Odc�aMcVRa�W]�aRb_^]bR�c^�b_RPWŬP�PZW]WPMZ�`dRbcW^]b͙
Many diagnostic studies (including chest radiographs, arterial blood gases, blood chemistries and counts and electrocardiograms) are ordered 
Mc�aRUdZMa�W]cRaeMZb�͈R͙U͙͜�QMWZh͉͙�4^\_MaRQ�fWcV�M�_aMPcWPR�^S�^aQRaW]U�cRbcb�^]Zh�c^�VRZ_�M]bfRa�PZW]WPMZ�`dRbcW^]b͜�^a�fVR]�Q^W]U�b^�fWZZ�MŪRPc�
\M]MUR\R]c͜�cVR�a^dcW]R�^aQRaW]U�^S�cRbcb�W]PaRMbRb�VRMZcV�PMaR�P^bcb͜�Q^Rb�]^c�OR]RŬc�_McWR]cb�M]Q�\Mh�W]�SMPc�VMa\�cVR\͙�B^cR]cWMZ�VMa\b�W]PZdQR�
anemia due to unnecessary phlebotomy, which may necessitate risky and costly transfusion, and the aggressive work-up of incidental and 
non-pathological results found on routine studies. 

Don’t transfuse red blood cells in hemodynamically stable, non-bleeding 
;4G�_McWR]cb�fWcV�M�VR\^UZ^OW]�P^]PR]caMcW^]�UaRMcRa�cVM]���UΧQ>͙
Most red blood cell transfusions in the ICU are for benign anemia rather than acute bleeding that causes hemodynamic compromise. For all patient 
populations in which it has been studied, transfusing red blood cells at a threshold of 7 g/dL is associated with similar or improved survival, fewer 
complications and reduced costs compared to higher transfusion triggers. More aggressive transfusion may also limit the availability of a scarce 
aRb^daPR͙�;c�Wb�_^bbWOZR�cVMc�QWŪRaR]c�cVaRbV^ZQb�\Mh�OR�M__a^_aWMcR�W]�_McWR]cb�fWcV�MPdcR�P^a^]Mah�bh]Qa^\Rb͜�MZcV^dUV�\^bc�^ObRaeMcW^]MZ�bcdQWRb�
suggest harms of aggressive transfusion even among such patients. 

5^]ͭc�dbR�_MaR]cRaMZ�]dcaWcW^]�W]�MQR`dMcRZh�]^daWbVRQ�PaWcWPMZZh�WZZ�
_McWR]cb�fWcVW]�cVR�Ŭabc�bReR]�QMhb�^S�M]�;4G�bcMh͙
7^a�_McWR]cb�fV^�MaR�MQR`dMcRZh�]^daWbVRQ�_aW^a�c^�;4G�MQ\WbbW^]͜�_MaR]cRaMZ�]dcaWcW^]�W]WcWMcRQ�fWcVW]�cVR�Ŭabc�bReR]�QMhb�^S�M]�;4G�bcMh�VMb�ORR]�
Mbb^PWMcRQ�fWcV�VMa\͜�^a�Mc�ORbc�]^�OR]RŬc͜�W]�cRa\b�^S�bdaeWeMZ�M]Q�ZR]UcV�^S�bcMh�W]�cVR�;4G͙�6MaZh�_MaR]cRaMZ�]dcaWcW^]�Wb�MZb^�Mbb^PWMcRQ�fWcV�
d]]RPRbbMah�P^bcb͙�FVRbR�Ŭ]QW]Ub�MaR�cadR�ReR]�M\^]U�_McWR]cb�fV^�PM]]^c�c^ZRaMcR�R]cRaMZ�]dcaWcW^]͙�6eWQR]PR�Wb�\WgRQ�aRUMaQW]U�cVR�RŪRPcb�^S�RMaZh�
_MaR]cRaMZ�]dcaWcW^]�^]�]^b^P^\WMZ�W]SRPcW^]b͙�7^a�_McWR]cb�fV^�MaR�bReRaRZh�\MZ]^daWbVRQ�QWaRPcZh�_aW^a�c^�cVRWa�;4G�MQ\WbbW^]͜�cVRaR�\Mh�OR�OR]RŬcb�
to earlier parenteral nutrition.

5^]ͭc�QRR_Zh�bRQMcR�\RPVM]WPMZZh�eR]cWZMcRQ�_McWR]cb�fWcV^dc�M�b_RPWŬP�
W]QWPMcW^]�M]Q�fWcV^dc�QMWZh�MccR\_cb�c^�ZWUVcR]�bRQMcW^]͙
Many mechanically ventilated ICU patients are deeply sedated as a routine practice despite evidence that using less sedation reduces the duration 
of mechanical ventilation and ICU and hospital length of stay. Several protocol-based approaches can safely limit deep sedation, including the 
Rg_ZWPWc�cWcaMcW^]�^S�bRQMcW^]�c^�cVR�ZWUVcRbc�RŪRPcWeR�ZReRZ͜�cVR�_aRSRaR]cWMZ�MQ\W]WbcaMcW^]�^S�M]MZURbWP�\RQWPMcW^]b�_aW^a�c^�W]WcWMcW]U�M]gW^ZhcWPb�M]Q�
the performance of daily interruptions of sedation in appropriately selected patients receiving continuous sedative infusions. Although combining 
these approaches may not improve outcomes compared to one approach alone, each has been shown to improve patient outcomes compared with 
approaches that provide deeper sedation for ventilated patients.

Don’t continue life support for patients at high risk for death or severely 
W\_MWaRQ�Sd]PcW^]MZ�aRP^eRah�fWcV^dc�^ŪRaW]U�_McWR]cb�M]Q�cVRWa�SM\WZWRb�
cVR�MZcRa]McWeR�^S�PMaR�S^PdbRQ�R]cWaRZh�^]�P^\S^ac͙
Patients and their families often value the avoidance of prolonged dependence on life support. However, many of these patients receive aggressive 
life-sustaining therapies, in part due to clinicians’ failures to elicit patients’ values and goals, and to provide patient-centered recommendations. 
Routinely engaging high-risk patients and their surrogate decision makers in discussions about the option of foregoing life-sustaining therapies may 
_a^\^cR�_McWR]cbͭ�M]Q�SM\WZWRbͭ�eMZdRb͜�W\_a^eR�cVR�`dMZWch�^S�QhW]U�M]Q�aRQdPR�SM\WZh�QWbcaRbb�M]Q�ORaRMeR\R]c͙�6eR]�M\^]U�_McWR]cb�_dabdW]U 
ZWSR͹bdbcMW]W]U�cVRaM_h͜�W]WcWMcW]U�_MZZWMcWeR�PMaR�bW\dZcM]R^dbZh�fWcV�^]U^W]U�QWbRMbR͹S^PdbRQ�cVRaM_h�\Mh�OR�OR]RŬPWMZ͙

5

4

Released January 28, 2014

Don’t place, or leave in place, urinary catheters for incontinence or 
convenience or monitoring of output for non-critically ill patients (acceptable  
indications: critical illness, obstruction, hospice, perioperatively for <2 days  
for urologic procedures; use weights instead to monitor diuresis).
Catheter Associated Urinary Tract Infections (CAUTIs) are the most frequently occurring health care acquired infection (HAI). Use of urinary catheters 
S^a�W]P^]cW]R]PR�^a�P^]eR]WR]PR�fWcV^dc�_a^_Ra�W]QWPMcW^]�^a�b_RPWŬRQ�^_cW\MZ�QdaMcW^]�^S�dbR�W]PaRMbRb�cVR�ZWYRZWV^^Q�^S�W]SRPcW^]�M]Q�Wb�P^\\^]Zh�
associated with greater morbidity, mortality and health care costs. Published guidelines suggest that hospitals and long-term care facilities should 
develop, maintain and promulgate policies and procedures for recommended catheter insertion indications, insertion and maintenance techniques, 
discontinuation strategies and replacement indications. 

Don’t prescribe medications for stress ulcer prophylaxis to medical 
inpatients unless at high risk for GI complications.
According to published guidelines, medications for stress ulcer prophylaxis are not recommended for adult patients in non-ICU settings. Histamine-2 
receptor antagonists (H2RAs) and proton-pump inhibitors (PPIs), commonly used to treat stress ulcers, are associated with adverse drug events and 
W]PaRMbRQ�\RQWPMcW^]�P^bcb͜�M]Q�P^\\^]Zh�R]VM]PR�bdbPR_cWOWZWch�c^�P^\\d]Wch͹MP`dWaRQ�]^b^P^\WMZ�_]Rd\^]WM�M]Q�4Z^bcaWQWd\�QWűPWZR͙�2QVRaR]PR�c^� 
cVRaM_RdcWP�UdWQRZW]Rb�fWZZ�MWQ�VRMZcV�PMaR�_a^eWQRab�W]�aRQdPW]U�caRMc\R]c�^S�_McWR]cb�fWcV^dc�PZW]WPMZZh�W\_^acM]c�aWbY�SMPc^ab�S^a�UMbca^W]cRbcW]MZ�OZRRQW]U͙

Avoid transfusions of red blood cells for arbitrary hemoglobin or 
hematocrit thresholds and in the absence of symptoms of active 
coronary disease, heart failure or stroke.
The AABB recommends adhering to a restrictive transfusion strategy (7 to 8 g/dL) in hospitalized, stable patients. The AABB suggests that transfusion 
QRPWbW^]b�OR�W]ůdR]PRQ�Oh�bh\_c^\b�Mb�fRZZ�Mb�VR\^UZ^OW]�P^]PR]caMcW^]͙�2PP^aQW]U�c^�M�@McW^]MZ�;]bcWcdcRb�^S�:RMZcV�4^]bR]bdb�4^]SRaR]PR͜�]^�
single criterion should be used as an indication for red cell component therapy. Instead, multiple factors related to the patient’s clinical status and 
oxygen delivery should be considered.

Don’t order continuous telemetry monitoring outside of the ICU without 
using a protocol that governs continuation.
FRZR\RcaWP�\^]Wc^aW]U�Wb�^S�ZW\WcRQ�dcWZWch�^a�\RMbdaMOZR�OR]RŬc�W]�Z^f�aWbY�PMaQWMP�PVRbc�_MW]�_McWR]cb�fWcV�]^a\MZ�RZRPca^PMaQW^UaM\͙�BdOZWbVRQ�
guidelines provide clear indications for the use of telemetric monitoring in patients which are contingent upon frequency, severity, duration and 
P^]QWcW^]b�d]QRa�fVWPV�cVR�bh\_c^\b�^PPda͙ �;]M__a^_aWMcR�dbR�^S�cRZR\RcaWP�\^]Wc^aW]U�Wb�ZWYRZh�c^�W]PaRMbR�P^bc�^S�PMaR�M]Q�_a^QdPR�SMZbR�_^bWcWeRb�
potentially resulting in errors in patient management.

Don’t perform repetitive CBC and chemistry testing in the face of clinical 
and lab stability. 
Hospitalized patients frequently have considerable volumes of blood drawn (phlebotomy) for diagnostic testing during short periods of time. 
Phlebotomy is highly associated with changes in hemoglobin and hematocrit levels for patients and can contribute to anemia. This anemia, in turn, 
\Mh�VMeR�bWU]WŬPM]c�P^]bR`dR]PRb͜�Rb_RPWMZZh�S^a�_McWR]cb�fWcV�PMaQW^aRb_WaMc^ah�QWbRMbRb͙�2QQWcW^]MZZh͜�aRQdPW]U�cVR�SaR`dR]Ph�^S�QMWZh�d]]RPRbbMah�
_VZRO^c^\h�PM]�aRbdZc�W]�bWU]WŬPM]c�P^bc�bMeW]Ub�S^a�V^b_WcMZb͙
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FVRbR�WcR\b�MaR�_a^eWQRQ�b^ZRZh�S^a�W]S^a\McW^]MZ�_da_^bRb�M]Q�MaR�]^c�W]cR]QRQ�Mb�M�bdObcWcdcR�S^a�P^]bdZcMcW^]�fWcV�M�\RQWPMZ�_a^SRbbW^]MZ͙�BMcWR]cb�fWcV�M]h�b_RPWŬP�`dRbcW^]b�MO^dc�cVR�WcR\b� 
on this list or their individual situation should consult their physician. 
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Don’t perform unproven diagnostic tests, such as immunoglobulin G 
(IgG) testing or an indiscriminate battery of immunoglobulin E (IgE) 
tests, in the evaluation of allergy.
2__a^_aWMcR�QWMU]^bWb�M]Q�caRMc\R]c�^S�MZZRaUWRb�aR`dWaRb�b_RPWŬP�;U6�cRbcW]U�͈RWcVRa�bYW]�^a�OZ^^Q�cRbcb͉�OMbRQ�^]�cVR�_McWR]cͭb�PZW]WPMZ�VWbc^ah͙� 
FVR�dbR�^S�^cVRa�cRbcb�^a�\RcV^Qb�c^�QWMU]^bR�MZZRaUWRb�Wb�d]_a^eR]�M]Q�PM]�ZRMQ�c^�W]M__a^_aWMcR�QWMU]^bWb�M]Q�caRMc\R]c͙�2__a^_aWMcR�QWMU]^bWb�
M]Q�caRMc\R]c�Wb�O^cV�P^bc�RŪRPcWeR�M]Q�RbbR]cWMZ�S^a�^_cW\MZ�_McWR]c�PMaR͙

Don’t order sinus computed tomography (CT) or indiscriminately 
prescribe antibiotics for uncomplicated acute rhinosinusitis.
HWaMZ�W]SRPcW^]b�PMdbR�cVR�\MX^aWch�^S�MPdcR�aVW]^bW]dbWcWb�M]Q�^]Zh��͙��_RaPR]c�c^�	�_RaPR]c�_a^UaRbb�c^�OMPcRaWMZ�W]SRPcW^]b͙�?^bc�MPdcR�
aVW]^bW]dbWcWb�aRb^ZeRb�fWcV^dc�caRMc\R]c�W]�cf^�fRRYb͙�G]P^\_ZWPMcRQ�MPdcR�aVW]^bW]dbWcWb�Wb�UR]RaMZZh�QWMU]^bRQ�PZW]WPMZZh�M]Q�Q^Rb�]^c�
aR`dWaR�M�bW]db�4F�bPM]�^a�^cVRa�W\MUW]U͙�2]cWOW^cWPb�MaR�]^c�aRP^\\R]QRQ�S^a�_McWR]cb�fWcV�d]P^\_ZWPMcRQ�MPdcR�aVW]^bW]dbWcWb�fV^�VMeR�\WZQ 
WZZ]Rbb�M]Q�MbbdaM]PR�^S�S^ZZ^f͹d_͙�;S�M�QRPWbW^]�Wb�\MQR�c^�caRMc͜�M\^gWPWZZW]�bV^dZQ�OR�Ŭabc͹ZW]R�M]cWOW^cWP�caRMc\R]c�S^a�\^bc�MPdcR�aVW]^bW]dbWcWb͙

Don’t routinely do diagnostic testing in patients with chronic urticaria.
;]�cVR�^eRafVRZ\W]U�\MX^aWch�^S�_McWR]cb�fWcV�PVa^]WP�dacWPMaWM͜�M�QRŬ]WcR�RcW^Z^Uh�Wb�]^c�WQR]cWŬRQ͙�>W\WcRQ�ZMO^aMc^ah�cRbcW]U�\Mh�OR�fMaaM]cRQ�
c^�RgPZdQR�d]QRaZhW]U�PMdbRb͙�FMaURcRQ�ZMO^aMc^ah�cRbcW]U�OMbRQ�^]�PZW]WPMZ�bdb_WPW^]�Wb�M__a^_aWMcR͙�D^dcW]R�RgcR]bWeR�cRbcW]U�Wb�]RWcVRa�P^bc�
RŪRPcWeR�]^a�Mbb^PWMcRQ�fWcV�W\_a^eRQ�PZW]WPMZ�^dcP^\Rb͙�EYW]�^a�bRad\͹b_RPWŬP�;U6�cRbcW]U�S^a�W]VMZM]cb�^a�S^^Qb�Wb�]^c�W]QWPMcRQ͜�d]ZRbb�cVRaR�
Wb�M�PZRMa�VWbc^ah�W\_ZWPMcW]U�M]�MZZRaUR]�Mb�M�_a^e^YW]U�^a�_Ra_RcdMcW]U�SMPc^a�S^a�dacWPMaWM͙

Don’t recommend replacement immunoglobulin therapy for recurrent 
infections unless impaired antibody responses to vaccines are demonstrated.
;\\d]^UZ^OdZW]�͈UM\\MUZ^OdZW]͉�aR_ZMPR\R]c�Wb�Rg_R]bWeR�M]Q�Q^Rb�]^c�W\_a^eR�^dcP^\Rb�d]ZRbb�cVRaR�Wb�W\_MWa\R]c�^S�M]cWUR]͹b_RPWŬP�;U8�
M]cWO^Qh�aRb_^]bRb�c^�eMPPW]R�W\\d]WjMcW^]b�^a�]McdaMZ�W]SRPcW^]b͙�>^f�ZReRZb�^S�W\\d]^UZ^OdZW]b�͈Wb^ch_Rb�^a�bdOPZMbbRb͉͜�fWcV^dc�W\_MWaRQ�
M]cWUR]͹b_RPWŬP�;U8�M]cWO^Qh�aRb_^]bRb͜�Q^�]^c�W]QWPMcR�M�]RRQ�S^a�W\\d]^UZ^OdZW]�aR_ZMPR\R]c�cVRaM_h͙�6gPR_cW^]b�W]PZdQR�;U8�ZReRZb�
γ���\UΧQZ�M]Q�UR]RcWPMZZh�QRŬ]RQΧbdb_RPcRQ�QWb^aQRab͙�?RMbdaR\R]c�^S�;U8�bdOPZMbbRb�Wb�]^c�a^dcW]RZh�dbRSdZ�W]�QRcRa\W]W]U�cVR�]RRQ�S^a�
W\\d]^UZ^OdZW]�cVRaM_h͙�ERZRPcWeR�;U2�QRŬPWR]Ph�Wb�]^c�M]�W]QWPMcW^]�S^a�MQ\W]WbcaMcW^]�^S�W\\d]^UZ^OdZW]͙

Don’t diagnose or manage asthma without spirometry.
4ZW]WPWM]b�^ScR]�aRZh�b^ZRZh�d_^]�bh\_c^\b�fVR]�QWMU]^bW]U�M]Q�\M]MUW]U�MbcV\M͜�Odc�cVRbR�bh\_c^\b�\Mh�OR�\WbZRMQW]U�M]Q�OR�Sa^\�
MZcRa]McR�PMdbRb͙�FVRaRS^aR�b_Wa^\Rcah�Wb�RbbR]cWMZ�c^�P^]Ŭa\�cVR�QWMU]^bWb�W]�cV^bR�_McWR]cb�fV^�PM]�_RaS^a\�cVWb�_a^PRQdaR͙�DRPR]c�UdWQRZW]Rb�
VWUVZWUVc�b_Wa^\Rcahͭb�eMZdR�W]�bcaMcWShW]U�QWbRMbR�bReRaWch�M]Q�\^]Wc^aW]U�P^]ca^Z͙�:Wbc^ah�M]Q�_VhbWPMZ�RgM\�MZ^]R�\Mh�^eRa͹�^a�d]QRa͹RbcW\McR�
MbcV\M�P^]ca^Z͙�3Rh^]Q�cVR�W]PaRMbRQ�P^bcb�^S�PMaR͜�aR_RaPdbbW^]b�^S�\WbQWMU]^bW]U�MbcV\M�W]PZdQR�QRZMhW]U�M�P^aaRPc�QWMU]^bWb�M]Q�caRMc\R]c͙
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͜�	����͈;cR\b�
�ͼ���͉

Don’t routinely obtain neuro-imaging studies (CT, MRI, or carotid 
dopplers) in the evaluation of simple syncope in patients with a 
normal neurological examination.
Although an uncommon cause for syncope, providers must consider a neurological cause in every patient presenting with 
transient loss of consciousness. In the absence of signs or symptoms concerning for neurological causes of syncope (such 
as but not limited to focal neurological deficits), the utility of neuro-imaging studies are of limited benefit. Despite a lack of 
evidence for the diagnostic utility of neuroimaging in patients presenting with true syncope, providers continue to perform 
brain computed tomographic (CT) scans. Thus, inappropriate use of this diagnostic imaging modality carries high costs and 
subject patients to the risks of radiation exposure. 

Don’t place, or leave in place, urinary catheters without an acceptable 
indication (such as critical illness, obstruction, palliative care).
Use of urinary catheters without an acceptable indication of use increases the likelihood of infection leading to greater 
morbidity and health care costs. Catheter-associated bacteriuria often leads to inappropriate antimicrobial use and 
secondary complications including emergence of antimicrobial-resistant organisms and infection with clostridium difficile. A 
previous study showed that physicians are often unaware of urinary catheterization among their patients. Use of urinary 
catheters has found to be inappropriate in up to 50% of cases, with urinary incontinence listed as the most common reason 
for inappropriate and continued placement of urinary catheters. Clinical practice guidelines support the removal or 
avoidance of unnecessary urinary catheters in order to reduce the risk of catheter-associated urinary tract infections 
(CAUTIs).

Don’t transfuse red blood cells for arbitrary hemoglobin or hematocrit 
thresholds in the absence of symptoms, active coronary disease, 
heart failure or stroke.
Indications for blood transfusion depend on clinical assessment and are also guided by the etiology of the anemia. No single 
laboratory measurement or physiologic parameter can predict the need for blood transfusion. Transfusions are associated 
with increased morbidity and mortality in high-risk hospitalized inpatients. Adverse events range from mild to severe, 
including allergic reactions, acute hemolytic reactions, anaphylaxis, transfusion related acute lung injury, transfusion 
associated circulatory overload, and sepsis. Studies of transfusion strategies among multiple patient populations suggest 
that a restrictive approach is associated with improved outcomes. 

In the inpatient setting, don’t order repeated CBC and chemistry 
testing in the face of clinical and lab stability.
Repetitive inpatient blood testing occurs frequently and is associated with adverse consequences for the hospitalized patient 
such as iatrogenic anemia, and pain. A Canadian study showed significant hemoglobin reductions as a result of phlebotomy. 
Given that anemia in hospital patients is associated with increased length of stay, readmission rates and transfusion 
requirements, reducing unnecessary testing may improve outcomes. Studies support the safe reduction of repetitive 
laboratory testing without negative effects on adverse events, readmission rates, critical care utilization or mortality. 
Laboratory reduction interventions have also reported significant cost savings. 

Don’t routinely perform preoperative testing (such as chest X-rays, 
echocardiograms, or cardiac stress tests) for patients undergoing low 
risk surgeries.
Routine preoperative tests for low risk surgeries results in unnecessary delays, potential distress for patients and significant 
cost for the health care system.  Numerous studies and guidelines outline lack of evidence for benefit in routine preoperative 
testing (e.g., chest X-ray, echocardiogram) in low risk surgical patients.  Economic analyses suggest significant potential cost 
savings from implementation of guidelines. 
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Ten Things Physicians and Patients Should Question
Don’t transfuse blood if other non-transfusion therapies or observation 
would be just as effective.
Blood transfusion should not be given if other safer non-transfusion alternatives are available. For example, patients with iron 
deficiency without hemodynamic instability should be given iron therapy.

Don’t transfuse more than one Red cell unit at a time when transfusion is 
required in stable, non-bleeding patients.  
Indications for red blood transfusion depend on clinical assessment and the cause of the anemia. In a stable, non-bleeding 
patient, often a single unit of blood is adequate to relieve patient symptoms or to raise the hemoglobin to an acceptable level. 
Transfusions are associated with increased morbidity and mortality in high-risk hospitalized inpatients. Transfusion decisions 
should be influenced by symptoms and hemoglobin concentration. Single unit red cell transfusions should be the standard 
for non-bleeding, hospitalized patients. Additional units should only be prescribed after re-assessment of the patient and their 
hemoglobin value.
  
Don’t transfuse plasma to correct a mildly elevated (<1.8) international 
normalized ratio (INR) or activated partial thromboplastin time (aPTT) 
before a procedure.
A mildly elevated INR is not predictive of an increased risk of bleeding. Furthermore, transfusion of plasma has not been 
demonstrated to significantly change the INR value when the INR was only minimally elevated (<1.8).

Don’t routinely transfuse platelets for patients with chemotherapy-induced 
thrombocytopenia if the platelet count is greater than 10 X 109/L in the 
absence of bleeding.
A platelet count of 10 X 109/L or greater usually provides adequate hemostasis. Platelet transfusions are associated with 
adverse events and risks. Considerations in the decision to transfuse platelets include the cause of the thrombocytopenia, 
comorbid conditions, symptoms of bleeding, risk factors for bleeding, and the need to perform an invasive procedure.

Don’t routinely use plasma or prothrombin complex concentrates for non-
emergent reversal of vitamin K antagonists. 
Patients requiring non-emergent reversal of warfarin can often be treated with vitamin K or by discontinuing the warfarin 
therapy. Prothrombin complex concentrates should only be used for patients with serious bleeding or for those who need 
urgent surgery.  Plasma should only be used in this setting if prothrombin complex concentrates are not available or are 
contraindicated.

Don’t use immunoglobulin therapy for recurrent infections unless impaired 
antibody responses to vaccines are demonstrated.
Immunoglobulin (gammaglobulin) replacement does not improve outcomes unless there is impairment of antigen-specific 
IgG antibody responses to vaccine immunizations or natural infections. Isolated decreases in immunoglobulins (isotypes or 
subclasses), alone, do not indicate a need for immunoglobulin replacement therapy. Exceptions include genetically defined/
suspected disorders. Measurement of IgG subclasses is not routinely useful in determining the need for immunoglobulin 
therapy. Selective IgA deficiency is not an indication for administration of immunoglobulin.

Don’t order unnecessary pre-transfusion testing (type and screen) for all 
pre-operative patients. 
Pre-operative transfusion testing is not necessary for the vast majority of surgical patients (e.g., appendectomy, 
cholecystectomy, hysterectomy and hernia repair) as those patients usually do not require transfusion. Ordering pre-transfusion 
testing for patients who will likely not require transfusion will lead to unnecessary blood drawn from a patient and unnecessary 
testing performed. It may also lead to unnecessary delay in the surgical procedure waiting for the results. To guide you whether 
pre-transfusion testing is required for a certain surgical procedure, your hospital may have a maximum surgical blood ordering 
schedule or specific testing guidelines based on current surgical practices.

1

2

3

5

4

6

7

These items are provided solely for informational purposes and are not intended as a substitute for consultation with a medical professional. Patients with any specific questions about the items  
on this list or their individual situation should consult their physician. 

The American College of Obstetricians and Gynecologists
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and Patients Should Question

Don’t schedule elective, non-medically indicated inductions of labor  
or Cesarean deliveries before 39 weeks 0 days gestational age.
Delivery prior to 39 weeks 0 days has been shown to be associated with an increased risk of learning disabilities and a potential increase  
in morbidity and mortality. There are clear medical indications for delivery prior to 39 weeks 0 days based on maternal and/or fetal conditions.  
A mature fetal lung test, in the absence of appropriate clinical criteria, is not an indication for delivery.

Don’t schedule elective, non-medically indicated inductions of labor 
between 39 weeks 0 days and 41 weeks 0 days unless the cervix is 
deemed favorable.
Ideally, labor should start on its own initiative whenever possible. Higher Cesarean delivery rates result from inductions of labor when the cervix  
is unfavorable. Health care practitioners should discuss the risks and benefits with their patients before considering inductions of labor without 
medical indications.

Don’t perform routine annual cervical cytology screening (Pap tests)  
in women 30–65 years of age.
In average risk women, annual cervical cytology screening has been shown to o!er no advantage over screening performed at 3-year intervals.  
However, a well-woman visit should occur annually for patients with their health care practitioner to discuss concerns and problems, and have appropriate  
screening with consideration of a pelvic examination.

Don’t treat patients who have mild dysplasia of less than two years  
in duration.
Mild dysplasia (Cervical Intraepithelial Neoplasia [CIN 1]) is associated with the presence of the human papillomavirus (HPV), which does not require 
treatment in average risk women. Most women with CIN 1 on biopsy have a transient HPV infection that will usually clear in less than 12 months 
and, therefore, does not require treatment. 

Don’t screen for ovarian cancer in asymptomatic women at average risk.
In population studies, there is only fair evidence that screening of asymptomatic women with serum CA-125 level and/or transvaginal ultrasound can 
detect ovarian cancer at an earlier stage than it can be detected in the absence of screening. Because of the low prevalence of ovarian cancer and 
the invasive nature of the interventions required after a positive screening test, the potential harms of screening outweigh the potential benefits.
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Optimización
perioperatoria
eritropoyesis

Minimización del 
sangrado /  

coagulopatía

Tolerancia  
a la anemia 

postoperatoria

Mejor
resultado

clínico

Modficada/Cortesía Prof Muñoz

WHA 63.12 (resolution). Availability, safety and quality of blood products, 2010. 
Available at: http://apps.who.int/gb/ebwha/pdf_files/WHA63/A63_R12-en.pdf.

Patient Blood Management ATENCIÓN PRIMARIA + PBM



http://www.who.int/bloodsafety/clinical_use/en/

Es necesario reducir las transfusiones innecesarias. Esto se puede lograr mediante el uso
clínico apropiado de la sangre, evitando las necesidades de transfusión y potenciando el
uso de alternativas a la transfusión.

El compromiso de las autoridades sanitarias, los proveedores de atención médica y los
médicos es importante en la prevención, diagnóstico y tratamiento de las
enfermedades / condiciones que podrían conllevar la necesidad de una transfusión.

La transfusión de sangre es una parte esencial de la atención médica moderna. Usado correctamente,
puede salvar vidas y mejorar la salud. Sin embargo, como con cualquier intervención terapéutica, puede
dar lugar a complicaciones agudas o tardías y conlleva el riesgo de transmisión de agentes infecciosos.

“PBM MUNDIAL” Patient Blood Management



Optimización 
de la eritropoyesis

Minimización de las 
pérdidas sanguíneas

Optimización de la 
tolerancia a la anemia

Los Servicios de Salud deben establecer 
Programas Multidisciplinares y Multimodales 

para el manejo perioperatorio de los pacientes, basados en:

WHA 63.12 (resolution). Availability, safety and quality of blood products, 2010. 
Available at: http://apps.who.int/gb/ebwha/pdf_files/WHA63/A63_R12-en.pdf.

Modficada/Cortesía Prof Muñoz
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What is Patient Blood Management?

PBM is an evidence-based, multidisciplinary approach to optimizing care
of patients who might need transfusion.

It encompasses all aspects of patient evaluation and clinical management
surrounding the transfusion decision-making process, including the
application of appropriate indications, as well as minimization of blood loss
and optimization of patient red cell mass.

Patient Blood Management 

2011
“PBM MUNDIAL”



A successful patient blood management (PBM) program, grounded in 
evidence-based medicine, optimizes patient safety and outcomes
through measurable improvements.  A PBM program also can result in 
hospital-wide cost savings

“The critical first step in starting a program is to enlist clinical
champions who can build a strong case for educating hospital 
leadership about the patient care benefits of the program, 
highlighting improved patient outcomes.”

Patient Blood Management“PBM MUNDIAL”



The principal goal of a PBM program is to optimize patient care by
taking steps to reduce the probability of transfusion. 

A successful program involves: 
• Increasing awareness of evidence-based guidelines;
• Reducing the likelihood of peri-operative transfusion;
• Minimizing blood loss;
• Improving blood utilization;
• Continuously educating clinicians; and 
• Standardizing clinical PBM-related metrics. 
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http://www.europe-pbm.eu/about
PBM EUROPA Patient Blood ManagementORGANIZACIÓN



PBM - Implementation Guide for Hospitals and for Health Authorities
http://www.europe-pbm.eu/about

PBM EUROPA

ABRIL 2017
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Meybohm Patrick, Richards Toby, Isbister James, Hofmann Axel, Shander Aryeh, Goodnough Lawrence Tim, 
Muñoz Manuel, Gombotz Hans, Weber Christian Friedrich, Choorapoikayil Suma, Spahn Donat, Zacharowski Kai. 
Patient Blood Management Bundles to facilitate implementation. Transfusion Medicine Reviews (2016)
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Quality statements

Statement 1 People with iron-deficiency anaemia who are having surgery are 
offered iron supplementation before and after surgery.

Statement 2 Adults who are having surgery and expected to have moderate blood loss
are offered tranexamic acid.

Statement 3 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.

Statement 4 People who may need or who have had a transfusion are given verbal 
and written information about blood transfusion.

Blood transfusion
Quality standard [QS138] Published date: December 2016
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PLAN NACIONAL (ESPAÑOL) HEMOTERAPIA
Real Decreto 1945/1985, de 9 de octubre

1.- LA AUTOSUFICIENCIA NACIONAL EN EL CONSUMO DE SANGRE
Y DERIVADOS, EN BASE A LA DONACIÓN ALTRUISTA.
2.- DESARROLLAR Y ASEGURAR LAS GARANTÍAS PARA EL DONANTE
Y EL RECEPTOR.
3.- LA UTILIZACIÓN ÓPTIMA DE LA SANGRE Y DERIVADOS.

LEGISLACIÓN
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Pirámides de la Población de Navarra
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DONACIONES POR EDAD 2018

Hombre Mujer

¿”MILENIALS”?
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HEMOCROMATOSIS “DONANTE“ Patient Blood Management 



ANEMIA Y DÉFICIT DE HIERRO “DONANTE“ Patient Blood Management 

“Ciertos estudios epidemiológicos demuestran que el 11% de las mujeres sanas en edad fértil presentan 
ferropenia y que este porcentaje alcanza al 25-50% si la mujer es donante. En el 6% de los varones 
donantes habituales, existe igualmente una situación de ferropenia”.

16% RECHAZO
36% POR “ANEMIA”/”NO CAE LA GOTA”






