
Aryeh Shander, MD, FCCM, FCCP, FASA

Emeritus Chief Department of Anesthesiology and Critical Care

Englewood Hospital and Medical Center, Englewood, New Jersey

Courtesy Clinical Professor UF College of Medicine

Adjunct Clinical Professor of Anesthesiology, Medicine and Surgery

Icahn School of Medicine at Mount Sinai, New York

Clinical Professor of Anesthesiology Rutgers Medical School, New Jersey



❖Defining change (PBM) and barriers to implementation

❖The aim/goals of new programs

❖What are the (REAL) barriers

❖Are the implementation challenges generalizable?

❖Are all barriers to implementations the same? 

❖Can these barriers be overcome and If so, how?



A wise man adapts himself to circumstances, as water 

shapes itself to the vessel that contains it. 

–Chinese Proverb 

There is nothing permanent except change
Heraclitus, Greek philosopher, 500 BCE

Change comes from outside

Implementation is how we react to it!



DISRUPTION?
Only if someone notices



➢ We collect information from the past

➢ We incorporate it to the present, thinking it will shape the future

➢ Bound by the present that continues into the future – no change

➢ Single direction undisturbed by change

➢ Change represents a new direction

➢ Disturbs the status-quo 

➢ Why do things differently?



The difference in 

what is important

and for whom?

This is how we 

see the world – mostly

from our vantage point PBM

The rest of 

medicine





➢ The Society for Healthcare Epidemiology of America (SHEA) defines Anti-

microbial Stewardship(AMS)as “coordinated interventions designed to 

improve and measure the appropriate use of antimicrobials by promoting the 

selection of the optimal antimicrobial drug regimen, dose, and duration of 

therapy and route of administration.” 

➢The goal: Tackling antibiotic resistance – Negative 
patient outcome

➢2012, Chennai Declaration on antibiotic resistance AMR

➢The declaration was a call for a national policy and was 
intended to be a practical and achievable plan.

Challenges in implementing antimicrobial stewardship 

(AMS) in organ transplant centers in India 
Abdul Ghafur1 Nitin Bansal2 

Transplant Infectious Disease 2022

“Real World Pressure”



➢ The ask – policy changes that will translate into clinical actions

➢Including no OTC antibiotics

➢Colistin restriction in poultry

➢ By 2017 – terms used to describe progress:
➢Snail’s pace

➢Still in primitive stage

➢Loss of momentum

➢ There were some large academic hospitals with excellent AMS

Challenges in implementing antimicrobial stewardship 

(AMS) in organ transplant centers in India 
Abdul Ghafur1 Nitin Bansal2 



Unintended consequences can be detrimental

Insufficient conclusive data

Controversies

Resources

CULTURE!

TRADITION!



➢ Hospital leadership (Admin and Clinical) commitment

➢ Leadership accountability (Taking responsibility)

➢ Pharmacy/medication expertise – Evidence Based  AB use

➢ Action

➢ Tracking – data collection -KPI

➢ Data analysis and reporting – Department/individual performance

➢ Education

US CDC and DHHS



➢ Getting the needed response from leadership - commitment

➢Cost of blood

➢Risks of blood

➢Risks of anemia

➢Limited benefits of blood transfusion

➢Understanding PBM

➢Treating a disease (the patient), not a number

➢ Improved clinical outcomes at lower resource utilization

➢Blood isn’t plentiful, PBM takes the pressure off

➢Real world experience

DO we really know what they hear?



➢Leadership accountability

➢WHO declaration on PBM

➢Professional organizations approach to PBM

➢Support those departments that join early



➢Expertise – not easy to find

➢Identifying clinical champions

➢Identifying outside resources

➢Look at other established centers for expert help

➢Sending champions to learn more



➢Action – identify the ‘low lying fruit’ where the first 
effort of PBM is implemented

➢Data collection on blood use, adherence to PBM and 
other KPI

➢Creating a timely ‘report card’ both for individuals and 
departments

➢Aggressive education program



Despite the demonstrated benefits of PBM, many barriers limit translation of PBM 

guidelines into clinical practice worldwide, particularly due to lack of knowledge, lack 

of interdisciplinary commitment, lack of resources, and general concerns. 

Strategies for overcoming the hurdles often include the use of multimodal “care 

bundles” and specific designed measures according to local conditions. Therefore, the 

PBM “bundles” approach, which incorporates individual, low-threshold stepwise 

selection of the most feasible measures, depending on local cultural conditions,

may serve as a new concept of “how to implement PBM.”

TMR 2017



TMR 2017





SCCM

Surviving Sepsis Campaign



CCM 2018

Am J Resp and Crit Care Med 2022





17 studies
235.779 patients

39% fewer were transfused

Shorter hospital stay

Fewer complications

Increased survival

2019



A&A 2022



BMC Health Service Research 2021

Despite evidence that PBM improves patient outcome at lower costs

“PBM is not yet adopted broadly”

Survey of PBM implementor across multiple countries:

Asia, Latin America, Australia, Central and Eastern Europe, 

Middle East and Africa



What is (are) the main driver for PBM?

N=46



Red     3 or higher

White  2.01 – 2.99

Green 2 or lower 

Overall:  Change in work practice

Collaboration

Limited expertise

Feasibility 

Strong belief in transfusion





❖ PBM Guidelines, National Blood Authority, Australia

❖ Supporting PBM in EU: A practical implementation guide for hospitals

❖ Standards for a Patient Blood Management Program (PBM Standards) 

❖ SABM

❖ Blood utilization and PBM, Canada

❖ Organizations/societies on PBM:

❖ SABM (Society of the Advancement of PBM), Network for the 
Advancement of Patient Blood Management, Haemostasis and 
Thrombosis, KSPBM, ASPBM The International Foundation for 
PBM and more





Funded

implementation



A&A 2023

Governance but cannot be “top heavy”

Identify champions and stakeholders

Barriers can be social, cultural, environmental or organizational

A phased approach

Any measure of progress – knowledge to skill

Any reporting mechanism on clinical and financial data

Embedding a culture and “hardwiring” it



A&A 2022

Funded

implementation



Mayo Clin Pro 2021

Total

SURGICAL

2010-2017

N - 400,998

Decrease LOS

Decrease AE

Over $7M saved

Supported 

implementation



1. Understand your institution’s culture

2. Get leadership endorsement and participation

1. Administrators, physicians and nurses

2. Identify leaders as “champions”

3. Seek reasonable resources

3. Start small – one service line

4. Collect data early

5. Construct an educational program that also raises awareness

1. Addresses each service line’s concerns

2. Specific scenarios

6. Feedback via collected data to show progress



WHO 2021

WHO 2025

Helpful tools



A&A 2025

From implementation to “hard wiring”

The challenge of sustaining the change!



When does implementation morph 

to ADOPTION? 

Are they the same?



A&A 2025

Increased anemia 

detection/management

HLOS – decreased

Transfusion – decreased

Only in “mature” program

Still “too many patients with 

Preoperative anemia remained 

untreated



❖Defining change (PBM) and barriers to implementation

❖The aim/goals of new programs

❖What are the barriers

❖Are the implementation challenges generalizable?

❖Can these barriers be overcome, when and how?



➢ Change in medicine is an evolution, not a revolution and never 
complete

➢ Getting rid of the “old” vs. changing it, will confirm adoption

➢ Lagging adoption in an “implemented” institution is normal but 
frustrating – No one emphasizes that implementing is a long road 
uphill with many bumps

➢ Arm yourself with patience and resilience!

➢ Never give up, never surrender!



THANK YOU


