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LETTER TO THE EDITOR

Can we use national registries to )
predict discharge reports?: An
example with the ENVIN and

RETRAUCI registries

¢{Podemos utilizar los registros nacionales para
predecir el informe de alta?: ejemplo con los
registros ENVIN y RETRAUCI

The fundamental idea of this paper is to provide an alterna-
tive for reducing the time dedicated to the tedious process
of writing clinical reports while simultaneously generating
added value.

Time is the most valuable asset we have, as it cannot
be recovered. Therefore, it is essential to invest time in
the best possible way. In modern medicine, with a heavy
care burden, we spend a significant part of our time writing
clinical reports and filling in databases.

However, we know that clinical reports per se do not
harbor much value, and our ‘administrative’ work is filled
with inefficiencies by entering the same parameters mul-
tiple times (e.g., patient admission dates in their medical
history, RETRAUCI," and ENVIN?). However, records generate
value since we manage to group the information, facilitate
statistical analysis, and consequently generate knowledge.

If the previous observation is correct, we should spend
more time (being a scarce and finite good) on what brings
more value, the registries. However, this would leave us with
no time for clinical reports.

Currently, there are natural language models based on
artificial intelligence (MLN). These models could help us
save time in writing discharge reports, allowing us to spend
time creating quality records in registries. Medical knowl-
edge plays a significant role in the quality of the records as
it serves as a verifier of the information entered in difficult-
to-classify patients.

The fundamental idea is to introduce copious and quality
information into the national registries, export a structured
report from national registries, and from there ‘predict’ the
discharge report through artificial intelligence using MLN.

What is proposed here is an inversion of medical activity.
We propose that medical information shift its priorities and
gradually prioritize filling out records - since this is where
we condense the value - and from these records, we export
a structured text on which we can apply natural language
models to ’predict’ the clinical report.

MLNs work with input information (structured report gen-
erated from registries), a determined algorithm, ‘prompt’
(which somehow establishes the prediction orders, exposed
in supplementary data), to finally obtain a result, ’output’
(in our case, the clinical report).

To optimize this process, we should work on the following
aspects:

e Arelatively stable and quality ‘input’: requires structured
texts derived from registries. The quality would come
from verifying the medical data entered and more granu-
lar records that better capture the medical reality. In this
regard, work should be done on the ‘integration’ of large
national records to enhance efficiency in data entry that
allows a better linkage of data to the patient. Interoper-
ability between registries would be a desirable goal.

o If we have a stable structured text, we can iteratively
improve our ‘prompt’ (algorithm), so we would get an
‘output’ that was increasingly similar to the sought clini-
cal report.

In this regard, we propose different examples in the
supplementary data hybridizing information from RETRAUCI
and ENVIN (supplementary data). This approach currently
presents limitations that we present in supplementary
data.
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The Patient Blood Management L)
Coordinator, shall we position
ourselves?

La figura del Coordinador de Patient Blood
Management, ;nos posicionamos?

Dear Editor:

Patient blood management (PBM), translated into Spanish
as Gestion de la Sangre del Paciente(GSP), is a multidisci-
plinary strategy to preserve and optimize a patient’s red
blood cell mass, avoid unnecessary transfusions, and use
the medical and surgical interventions available rationally
according to the best available evidence. Therefore, PBM
focuses on 3 pillars with over 100 procedures described:
comprehensive management of anemia (detection and
treatment), minimization of unnecessary or iatrogenic blood
loss (medical-surgical hemostasis and blood conservation
strategies), and optimization of physiological tolerance
to anemia and rational transfusion practices (restrictive
transfusion thresholds, optimization of hemodynamics, and
oxygen consumption/transport)."?

The implementation of PBM is cost-effective and asso-
ciated with a reduction of blood transfusions up to 39%,
along with a lower mortality rate, and transfusion-related
complications (length of stay, readmissions, rates of infec-
tion, and renal failure, among others)."*“ The advantages
of PBM programs are so significant that the World Health
Organization (WHO) and the Council of Europe recommend
their implementation. However, the reality is that the adop-
tion of these recommendations is very heterogeneous in our
country.® Additionally, blood components and blood prod-
ucts are becoming increasingly limited resources, and their
inappropriate use goes against the altruistic spirit that sur-
rounds blood donation in Spain.

Therefore, we believe that the creation of the role of
PBM Coordinatorin each hospital is a matter of civil and pro-
fessional responsibility, similar to the already existing and
functioning roles of coordinator of Antimicrobial Steward-
ship Programs (ASP) or the transplant coordinator, which is
consistent with the existing national program of the Maturity
Assessment Model in PBM (MAPBM).

In essence, this role would work on 2 fronts: provid-
ing training and clinical advice on PBM at hospital level.

It would involve a complex task including multiple medical
and surgical specialties working together to optimize and
rationalize the use of blood components and blood prod-
ucts in hospitalized patients, whether in hospital wards,
emergency areas, and especially in critical care units, as
we saw in a study published in Medicina Intensiva on trans-
fusion practices being highly heterogeneous and subject to
optimization, especially in chronic critically ill patients.’
Having this role taken over by an intensivist is a matter
of attitude and commitment. Shall we position ourselves?
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