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Hemorrhagicky Sok a koagulopatie

Pro zlepSeni progndzy téchto pacientu je ucelné zahajit terapii
krvaceni a koagulopatie co nejdrive, tj. jesté v prednemocnicni
fazi osetrovani

PRA|HA
PRA|GUE
PRA|GA
PRA|G



-
ZACHRANNA SLUZBA
i m. Prahy
afin
<4
1857

Nase cesta okolo krvaceni k... f
fibrinogenu

Posledni roky je vyznamnym tématem odbornych akci urgentni
mediciny reseni krvaceni v dusledku vazného traumatu...

Zdroje informaci, web atd.

Co délame ted

Vnitfni pravidla/predpisy ZZS HMP
Jednani s traumacentry v Praze
Jedndni se zdravotnimi pojistovnami
Lze zavést do praxe?

Zpétna vazba?
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Vychodiska

Ceska lékaFska spoleEnost J. E. Purkyné
Spolegnosti urgentni mediciny a mediciny katastrof

Osetreni pacienta se zavainym Urazem v
prednemocniéni neodkladné péci (PNP)

Aktualizace: 10. 2. 2018
A. Uvod

Urazy ziistévaji - pfes veskerd preventivni opatfeni — nadile jednou z vyznamnych pfiin
amrti. Ve vékové skupiné do 45 let jsou ve vyspélych zemich vedouci pfi€inou Umrti.
V pfipadé trvalych nasledkd maji i nezanedbatelné zévainé socidini a ekonomické disledky
jak pro samotného postiZeného a jeho okoli, tak pro celou spoleénost.

PfestoZe oletfovani kaidého pacienta se zavainym Urazem je dlouhodoby a slodity proces,
vyiadujici individudini pfistup a souhru viech zi&astnénych, lze identifikovat nékteré obecné
zasady, které by mély byt dodrZovény. V soutasnosti jsou k dispozici data, kterd potvrzuji, Ze
dodriovéni téchto zdsad miie vyznamnym zplsobem zlepdit progndzu postifenych jak z
hlediska pfetiti, tak z hlediska zmirméni pfipadnych zavainych trvalych nasledki Grazu.

SPoLEENOST URGENTNI MEDICINY a M EDICINY
K ATASTROF

Ceska Iéka Fské spole énosti Jana Evangeligy Purkyn &

Novinky na webu:

25. sch Gze Vyboru

ODBORNE AKCE SGARANCI SPOLE €ENOSTI UM a MK

CLSJIEP

CLS JEP Spole¢nost urgentni mediciny
a mediciny katastrof

XXV. Dostalovy dny
urgentni mediciny

TNi ODBORNE AVZDELAVACI AKCE
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1. Primarni vysetreni a zivot zachranujici vykony

Postup ,,cABC“:
Zastava zavazného zevniho krvaceni jakymkoliv zpusobem.

3. Sekundarni vysSetieni a provedeni dalSich prioritnich vykont

Kontrola krvaceni:
Zastaveni zevniho krvaceni kompresi.

Omezeni vnitrniho krvaceni imobilizaci zZlomenin panve a dlouhych kosti,
(nejlépe celkovou imobilizaci)...
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Pre-emptive administration of fibrinogen concentrate
contributes to improved prognosis in patients

with severe trauma

Koji Yamamoto Atsushi Yamagucht. Makoto Sawano Masaki Matsuda,”
Masahiro Anan,’ Koichi Inokuchi,? Satoru Sugiyama®

ABSTRACT
Background Patients with severe Trauma often present

prognosis. The efficacy of hemostatic resusditation in
cormecting coagulopathy and restoring tissue perfusion
has not been studed. We assessed a novel approach of
pre-emptive adminstration of fitrinogen concentrate 1o
Improve critical coaguiopathy in patients with severe
Tauma.

Methods We revospectively compared blood
anstusion volumes and sunival rognosss between
three groups of patients with rauma, with an Injury
Severity Score (ISS) 226 over three consecutive periods:
group A, no administration of fivinogen concentrate;
group B, administration of 3 g of fitrinogen concentrate
ater evaluation of tauma severity and 3 plasma
fibrinogen leved <1.5 g/ group C, pre-emptive
administration of 3 g of firinogen concentrate
immediately on patient arrival based on prehospital
information, induding high-severity mjury or assessed
need for massive transfusion before measurement of
forinogen.
Results ~56% of patients with an 1SS 226 and
wansfused with red blood cell concentrates 210 units,
had hypofitrinogenemia (fibrinogen <1.5 g/L) on arival
Patients who received fibrinogen concentrate in growp C
showed significantly higher firinogen levels after
eatment with this agent than those in goup B
(2.41 gL w3 1.88 9/l p=0.01). Although no significant
difference was observed in blood transfusion volumes
between the groups, the 30-day survival of patients in
group C (all, and those with an 1SS 226) was
significantly better than in grou A (p<0.05). The
48-hour mortalizy rate in patients with an 1SS 226 was
significantly lower in group C than in group A (B.6% vs
22.9%: p=0.005). Further, among pasents with an 1SS
241, the overall mortality was sigruficantly lower in
mcm»-\thmsnm p=0.02).

jon Pre-emptne ad of fibrinogen
mu’umwﬁ:uwmm
coagulopathy may contribute to improved survival
Level of evidence Lewed IV.

BACKGROUND

Fibrinogen, the final substrate of coagulation and
the ligand of platclet glycoprotein (GP)Ib/Illa recep-
tors, plays a key role in clot formation. As fibrinogen
is the first coagulation factor to fall below a critical
value during massive blceding and hemodilution,” it
scems plausible that it should be the first protein to
be supplicd to patients with trauma. A prospective
obscrvational study reported lh- the ﬁhrmq:a
level @ p is an ind of
mufulny for patients with (num Early clinical
data suggest that fibrinogen supplementation, as part
of an algorithm for hemostaic therapy based on
point-of-care-guided coagulation factor concentrates,

. fon hemorrhage by
improving clot srength and reducing blood loss,
thereby increasing survival.”

Conventional approaches for patients  with
trauma with massive hemorrhage, including
damage control resuscitation using blood compo-
nent therapy, have been shown to result in persist-
ent coagulopathy, bleeding, and poor outcomes.’
There is an increasing number of reports describing
the limitations of fresh frozen plasma (FFP) for
treating  ongoing scvere  hypofibrinogenemia in
various clinical sextings, including critically injured
paticnts with trauma.” However, FFP is the only

currently available for acquired hypofibri-
in Japan. Cry is not gener-
ally supplicd by the Japancse Red Croms, and a
purified fbrinogen concemtrate derived  from
pooled human plasma (Fibrinogen HT; Japan
Blood Products Organization, Tokyo, Japan) is
available for use only in patients with congenital
fibrinogen deficiency in Japan. Fibrinogen concen-
trate shows significant cffects on the recovery ni
plasma fib levels and sub
in both hereditary and acquired hypofibrinogene-
mx wates, including trauma-induced coagulopa-
Analysis of decades of pharmacovigilance
d.ll shows a promising safety profile for fibrinogen
concentrate,'” and off-label use has occurred in
sortic  replacement surgery,' massive  obstetric
hemorrhage, and severe trauma in Japan.

The aim of this study was to examine the effects
of p P with fibrinogen concen-
trate on the transfy volume and for
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Yamamoto, 2016

Rozdily nebyly v poctu podanych transfuzi

Byla signifikantné nizsi mortalita ve skupiné pac., kde byl podan
fibrinogen preemptivné hned pfi prijmu

Preventivni podani koncentratu fibrinogenu u pacientd s
traumatem s kritickou koagulopatii muze prispét ke zlepseni

preziti.
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Mizobata Journa! of intensive Core (2017) 54
DO 10.1186/540560-016-0197-5 Journal of Intensive Care

Damage control resuscitation: a practical s
approach for severely hemorrhagic patients
and its effects on trauma surgery

Yasumitsu Mizobata®

Abstract

Coagulopathy observed in trauma patients was thought 1o be a resuscitation-assodated phenomenon. The
replacement of lost and consumed coagulation factors was the mainstay in the resuscitation of hemaorrhagic shock for
many decades. Twenty years 3o, damage control surgery (DCS) was implemented to challenge the coagulopathy of
trauma, It consists of three steps: abbreviated surgery 1o contral the hemorrhage and contamination, resuscitation
in the intensive care unit (ICU), and planned re-operation with definitive surgery. The resuscitation strategy of DCS
focused on the rapid reversal of acidosis and prevention of hypothermia through the first two steps. However,
direat treatment of coagulopathy was not emphasized in DCS.

Recently, better understanding of the pathophysiclogy of coagulopathy in trauma patients has led to the logical
opinion that we should directly address this coagulopathy during major trauma resuscitation. Damage control
resuscitation (DCR), the strategic approach 10 the trauma patient who presents in extremis, consists of balanced
resuscitation, hemostatic resuscitation, and prevention of acidosis, hypothermia, and hypocaicemia. in balanced
resuscitation, fluld administration Is restricted and hypotension s allowed until definitive hemostatic measures
begin. The administration of blood products consisting of fresh frozen plasma, packed red blood cells, and
platelets, the ratio of which resembles whole blood, is recommended early in the resuscitation.

DCR strategy is now the most beneficial measure available to address trauma-induced coagulopathy, and it can
change the treatment strategy of trauma patients. DCS is now incorporated as a component of DCR. DCR as a
structured intervention begins immediately after rapid initial assessment in the emergency room and progresses
through the operating theater into the ICU in combination with DCS. By starting from ground zero with the
performance of DCS, DCR allows the trauma surgeon 1o correct the coagulopathy of trauma. The effect of the
reversal of coagulopathy in massively hemorrhagic patients may change the operative strategy with DCS.

: Damage control resuscitation, Acute traumatic coagulopathy, Massive transfusion protocol, Damage
control surgery, Balanced resuscitation

Background replacement of the lost and consumed coagulation factors
bleeding fe ng injury the main cause mmmmwmmdmm
d&mmmwpwuwm shock. R Y ing of the p phy
debcmpmdbkfwmﬂmmduuull ology of lntnum has led to the
'I‘hecemrl.l lling such bleeding incor-  logical opinion that we should directly address coagu-
1 h hes, such as surgery  lopathy during major trauma resuscitation. Damage
or inter ] radiology. Coagulopathy had been control resuscitation (DCR) is a strategic approach to
thought to be a duced ph and the trauma paticnt who presents in extremis. In this
review article, the pudwph-ﬂolon of the coagulopathy
RO OIS ONS COClD in trauma patients, the theoretical and practical aspects
| surgery

Tical Cave Medicne, Graoume School of  of DCR, and the revol of d
43 Asahimachi. Abenc-ku, Osaka On (DCS) ln:ofporned with DCR are dhcungd.
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| kdyz byla 30 denni mortalita srovnatelna, 6 hodinova umrtnost
byla u pacientu |é¢enych fibrinogenem vyznamné nizsi.

Koncentraty fibrinogenu mohly zpozdit pri¢inu umrti od ¢asného
hemoragického kolapsu/Soku primo vedoucimu ke smrti az do
pozdéjsi doby, kdy dojde k selhani vice organu.
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Hintergrund

Ba Schwerwerletzen ist die Hamaorrha
gic vemntwortlich fur 30-40 % der To-
desfalle; bis zur Halfte dicser Patienten
verstirbt bereits prahospital insbeson-
dere nach penetnierendem Trauma (32,
37). Wahrend das Verbluten im zivilen
Bereich nach dem Schade-Him-Trau-
ma (SHT) an zweiter Stelle der Todes-
ursachen steht, ruckt dic Exsanguinati-
on im miltarischen Bereich an dic erste
Stelle [18). Bereits vor 10 Jahren konn-
ten Macgek ot al [49]) an Daten des
Traumaregisters der Deutschen Gesell-
schaft fur Unfallchirargie (TraumaRegis-
ter DGU™) zeigen das die frube Gerin-
nungsstorung deutliche Folgen fur das
weitere Schicksal der Patienten hat und
ein gutes Drittel der Patienten bereits ba
Ankunft im S<hockraum eine Koagulo-
pathic auf Diese tr d e
Kaoagulopathie (TIK) wird aktoell ak ei-
genstandiges Krankheitsbild angeschen
[2) Eine anhalende TIK korreliert mit
ciner Aggravation des S chockgeschehens

und der Acdose sowie ener Zunshme
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Ansatze zur prahospitalen
Gerinnungstherapie

Aktuelle Ubersicht fiir die zivile

Notfallmedizin

writt und oft keine therapeutische Inter-
vention ermoglicht, ist das Verbluten «n
Prozess der ersten 2-6(-12) h [4). Vor
dicsemn Himergrund muss die inmal kri-
tische Zeitphase. dic die prahospitale und
fruhe mnerkhnische Schockraum-, ope-
rative und intensivinedizinische Versor-
gung umiasst, therapeutisch zur Stabili-
sicrung auch der Blulgerinnung genutat
werden. Aus diesem Grund erscheint eine
berats prahospral amctzende Genn-
nungstherapie sinnvoll und ist derzeit
Zichewung ciner Vieksh] internationa-
ler Studien (@ Tab. 1)

Es ist ausdrocklich nicht Ziel dieser
Ubersdchisarbeit,. uber d substanz -
basierte  prabospitale Gerinnungsma-
nagement beim Traumapatienten hinsus
dic zahlrexhen Ansatze zur mechani-
schen Blutungsreduktion (u.a . pevic
binder”, Resus< tative Endovascular Bal-
loon Occdusion of the Aorna [REBOA)
[19.41, 71). ggf . rare Einzellosungen wie
Ballonkatheter fur anatomisch nichi-

te, die entweder gar nicht erst suftrin brw
durch mechanische Manahmen ode:
dic Kombination auws mechanischar
und sub L tem Theray 8
rumindest an der Aggravation gehinden
werden kann

Therapie optionen

Rahmenbedingungen der
Gerinnung

Gemafi der uberarbesteten und 201€

publzierien S3-Lenlinke Polytmuma,

Schwerverktzten-Behandlung™ (2] sall

ten folgende zentrale Punkie in der

initialen Schodkthempic berucksichtig

werden

= unmiticharer Stopp ciner aktiven
und anatomisch komprimierbaren
Blutung,

- Varmeadung ciner Auskuhlung des
Patienten (Ziel Normothermie),

- Vermeadung e¢iner Acdamie,

¥ bare B gedo kalisat
(17D oder gar Praventionsaspekte (2 B
https / www berlin defpolize/ sufgaben/

it e Sa hemaile ) WA LALA

= Varmedung ciner Hypokab
<09 mmaol/l (Ziel Normokalzamic)

[ NPTV TS TN T X ST S—
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Mnoho publikaci dokazuje, ze prednemocnicni transfuze krevnich
produktl (napft. cervenych krvinek a plazmy) a podani koagulacnich
faktord (napt. fibrinogen) je proveditelné a bezpecné, ale je nutné
pouze u <5% pacientl s polytraumatem v civilnim prostredi.

Predbézné udaje z prospektivni, dvojité zaslepené, randomizované
multicentrické fibrinogenové studie u koagulopatie indukované
traumatem (FinTIC) ukazuiji, Zze prednemocnicni podani fibrinogenu je
mozné a Ize jim dosahnout v prvnich 3-9 h zlepseni vysledk(l ROTEM
a laboratornich hodnot.
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Sepse, Ostrava, 2018
... blok pfrednasek o ZOK
Aplikace fibrinogenu v PNP u téZce zranénych pacientu s rizikem TIC

...posledni prednasku pripravil prim. MUDr. Tomas Vanatka ze Zdravotnické
zachranné sluzby Kraje Vysocina (ZZS KV) ve spolupraci s MUDr. Katefrinou
Vanickovou z oddéleni urgentniho pfijmu Fakultni nemocnice Brno. ,V
prednemocnicni péci jsme kazdy den postaveni pred ukol dovézt do
traumacentra (TC) co nejlépe pripraveného pacienta, tak aby mohli
specialisté plynule navazat na nami poskytnutou péci. V roce 2013 jsme se s
MUDr. Vanickovou zamysleli nad tim, proc z Kraje Vysocina vozime do TC
Fakultni nemocnice vice nemocnych s traumatem indukovanou koagulopatii
(TIC),” zahajil svoji prednasku MUDr. Vanatka.

- PRA|HA
www.zzshmp.cz PRA|GUE
PRA|GA

PRA|G
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The European guideline on management of ® e
major bleeding and coagulopathy

following trauma: fourth edition

Rolf Rossaint’, Bertil Bouillon?, Viadimir Ccﬂ"y“\l". Timothy J. Coats’, Jacques Duranteau®,

Enrique Fenéndez-Mondéjar’, Daniela Filipescu', Beverley J. Hunt'', Radko Komadina'?, Giuseppe Nardi'’,

Edmund A. M. Neugebauer'*, Yves Ozier'*, Louis Riddez'®, Arthur Schultz'’, Jean-Louis Vincent'®
and Donat R Spahn'”

Abstract

Background: Severe trauma continues to represent a global public health issue and monality and morbidity in
trauma patients remains substantial. A number of intiatives have aimed to provide guidance on the management
of rauma patients. This document focuses on the management of major bleeding and coagulopathy following
trauma and encourages adaptation of the guiding principles 1o each local situation and implementation within
each institution.

Methods: The pan-European, multidisciplinary Task Force for Advanced Bleeding Care in Trauma was founded in
2004 and included representatives of six relevant European professional societies. The group used a structured,
evidence-based consensus approach 10 address scientific queries that served as the basis for each recommendation
and supporting rationale. Expert opinion and current dinical practice were also considered, particularly in areas in
which randomised clinical trials have not or cannot be performed. Existing recommendations were reconsidered
and revised based on new scientific evidence and observed shifts in clinical practice; new recommendations were
formulated to reflect current clinical concerns and areas in which new research data have been generated, This
guideline represents the fourth edition of a document first published in 2007 and updated in 2010 and 2013,
Results: The guideline now recommends that patients be transferred directly 10 an appropriate trauma treatment
centre and encourages use of a restricted volume replacement strategy during initial resuscitation. Best-practice use
of blood products during further resuscitation continues 10 evolve and should be guided by a goal-directed
strategy. The identification and management of patients pre-treated with anticoagulant agents continues to pose 2
real challenge, despite accumulating experience and awareness. The present guideline should be viewed as an
educational aid to improve and standardise the care of the bleeding trauma patients across Europe and beyond.
This document may also serve 25 3 basis for local implementation. Furthermore, local quality and safety
management systems need to be established to specifically assess key measures of bieeding control and outcome.
Conclusions: A multidisciplinary approach and adherence 10 evidence-based guidance are key 10 improving
patient outcomes. The implementation of locally adapted treatment algorithms should strive 1o achieve
measureable Improvements in patient outcome.
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Soucasny postup v PNP u zavazného traumatu v (stfedo)ceskych luzich a hajich:
= Bezpecnost pro pacienta, nas i okoli
= Rychlost = snaha o nejvhodnéjsi cilové zdravotnické zafizeni v co nejkratsim Case

= Kontrola letalni triady
(aciddza, koagulopatie, hypotermie)

= cABCDE postup




Nase rutina

c...Viditelné masivni krvaceni

= Pfimy tlak na ranu

* Turniket (zaskrcovadlo) = zamezit velkému zevnimu krvaceni z koncetin
= Hemostaticky / tlakovy obvaz

= (Panevni pas, trakéni dlahy)
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Nase rutina

A+B

= kyslik / ventilace = zabranit hypoxii, udrzet normoventilaci,
(hyperventilace vyjimecné jen u znamek edému mozku)

" Fixace C patere
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Nase rutina

obéh = objem opatrné, balancované krystaly, vasopresory a
inotropika pri nutnosti, snaha zamezit acidéze

Fizena hypotenze = systolicky krevni tlak 80-90 mmHg, do zastaveni
krvaceni (pokud neni poranéni mozku —tam pak udrzet stfedni tlak

80 mmHg)

panevni pas
fixace zlomenin dlouhych kosti

PRA|HA
PRA|GUE
PRA|GA
PRA|G
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Nase rutina

D+E

i

snaha o anamnézu = pritomna antikoagulace u pacienta?

teplo = dosahnout a udrzet normotermii

ultrazvuk = detekce volné tekutiny u poranéni trupu

antifibrinolytika — TxA = podat 1g co nejdrive je to mozné, resp.
do 3 hodin od vzniku traumatu

PRA|HA
PRA|GUE
PRA|GA
PRA|G




Nase rutina klasifikace pacienta = t¥ida IlI-IV krevnich ztrat dle ATLS

70kg, muz trida Il tfida IV
krevniztrata 5609000 >2000
(ml)
krevni ztrata o

- > [0)
(%) 30-40% 40%
puls/frekvence 155140 >140
(min)
systolicky TK snizeny snizeny
pulsovy tlak snizeny snizeny
dechova 30-40 >35
frekvence

CNS/mentdlni  Uzkostny,  zmateny,
stav zmateny letargicky
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V' Nase rutina

okamzité reagovat na zmeny = okamzity postup kontroly krvaceni, pokud
nebyla Uspésna prvni resuscitacni opatreni...

tj. napr. urgentni drenaz, urgentni torakotomie

predani informace do cilového zarizeni, ATMIST, aktivace transfuzniho
protokolu

PRA|HA
PRA|GUE
PRA|GA
PRA|G
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V' Co lze délat jesté...?

Opatrné naslapovani v minovém poli ,,novinek” pfi Fe$eni ZOK na
pracovisti PNP:

PIna krev, erymasa, plasma a trombocyty, (kalcium),
kryoprecipitat, fibrinogen, protrombinovy komplex, rF Vlia...

Volbou ¢islo 1 u ZZS HMP se stava...

Fibrinogen!

DT TS
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Vnitrni predpisy ZZS HMP a
zainteresované strany

1. Dokument
Moznosti podani krve a krevnich derivati v PNP v podminkach LVS ZZS HMP
(struény souhrn dostupnych informaci a doporuceni)

2. Dokument
Indikace podani fibrinogenu LVS Praha

3. Jednani
ve vSech prazskych traumacentrech s pozitivnim vysledkem, podporuiji
prednemocnicni podani u vybrané skupiny pacient a pfislibily podileni se na
zpétné vazbé (dostupnosti vysledkl koagulace atd.)

4. Jednani
se zdravotnimi pojisStovnami o Uhradé...probihaji

PRA|HA
PRA|GUE
PRA|GA
PRA|G
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Indikace...nase

1. Nejdriv Exacyl / TxA !!!
pred podanim fibrinogenu podame pacientovi Exacyl v davce 1g iv/io

2. Indikace podani:
Pac. je ve tridé lll a IV klasifikace krevnich ztrat dle ATLS
Pacient s viditelnou / prokazatelnou krevni ztratou 1500 ml a vice (u dospélého)
Pacient se znamkami hypovolemického Soku nasledkem urazu
Pac. se suspektnim i potvrzenym masivni hemothoraxem
Suspektni ¢i potvrzené hemoperitoneum
Suspektni Ci prokazana zlomenina panve
Suspektni ¢i prokdzané zlomeniny obou femurd

PRA|HA
PRA|GUE
PRA|GA
PRA|G
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V' Pro¢ ANO fibrinogen?

Je ho potreba =
pacienti po vazném traumatu maji vstupni hladinu pod normu
je to zakladni koagulacéni prvek
pomaha zvladdnout / zastavit prvotni zdroj krvaceni
podani umoznuje snizit pocet krevnich derivatu (FFP) (...?)

u pacientd s rozvojem koagulopatie a/nebo rozvojem Soku

nutny ke zvladnuti DIC resp. fibrinolyzy spolu s dalSimi léky a
opatrenimi

snizuje mortalitu u pacientt po vdzném traumatu (...?)

www.zzshmp.cz O -
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Proc¢ ANO fibrinogen?

Jednoduse se skladuje, pfipravi i poda.

Standardni pouzivani se zvysujici se cetnosti na nemocnicnich
pracovistich s velkou zkuSenosti s krvacenim (kardiochirurgie,
transplantacni pracovisté, ARQ, ...).

Minimum vedlejsich ucinkl a kontraindikaci.
| Zatim nejsou data, ktera by jeho pouziti v PNP vylucovala.
Il SpiSe se jevi jeho pouziti jiz v PNP jako smysluplné.

PRA|HA
PRA|GUE
PRA|GA
PRA|G
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V' Pro€ NE fibrinogen?

Respektive ma to ,,minusy“? Bohuzel ano:

cena 12000,- K¢ za 1g, resp. 20000,- K¢ za 2g
neni to lék kazdodenniho uziti u ZZS
riziko infekce — minimalni, ale je...

ZZS nema ,bed-side” monitoring hladiny nebo funkce
fibrinogenu resp. vysetreni hemokoagulace.
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Proc¢ NE fibrinogen?

Respektive ma to jesté néjaké minusy?

|ll

,Bohuzel” ano:

* musime (...no dobre...méli bychom!) dokazat, ze opravdu
pomaha...
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V' Zpétna vazba

Revize dat u pacientu, kde byl fibrinogen podan
Vstupni hodnota hladiny fibrinogenu na urgentnim prijmu
Vstupni ROTEM na urgentnim prijmu

Pocet podanych krvi ¢i krevnich derivatl v pridbéhu prvnich 24
hodin

Mortalita

Max.100 pacientd, (realita bude kolem 50...?)




Zpétna vazba ll

= kontrolni skupina...”?

= vstupni vySetreni koagulacnich parametru pred aplikaci TxA a
fibrinogenu...?

Spoluprace:
= TC UVN, TC FN Motol, TC FNKV
= Dr. MilosS Bohonék, UVN Praha
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Shrnuti

Existuje dostatek pozitivnich dat pro zavedeni pouziti
fibrinogenu jiz v PNP ve smyslu zkuSebniho provozu/podavani
vybrané skupiné pacientd.

Podékovani patri vsem zucastnénym, predevsim ale trem
prazskym traumacentriim, se kterymi jsme projekt uvedli do
pohybu. Vérime, ze spravna indikace a podani fibrinogenu jiz na
misté nehody ¢i nestésti u vybranych pacientt jim zajisti lepsi
zvladnuti kritické situace a tim i zlepsené preziti.
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DEKUJEME ZA POZORNOST.

David Doubek, Karel Stépanek, Petr Kolouch, Ondrej Franék, Jaroslav Valasek
david.doubek@zzshmp.cz

—




