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Dear friends,

A famous politician’s saying is that once you had an important event you already have
created a tradition.

Chisinau, the capital of the republic of Moldova, hosted in August 2007 the first
International Congress organized by the Moldovan Society of Anesthesiology and
Reanimatology. More than 400 physicians took part to this event. Some 50 foreign speakers
contributed to the success of the scientific program.

This was indeed a success, so significant that we decided to create a tradition and to
have a similar international gathering every two years.

So, here we are, in August 2009, for the 2-nd International Congress of the
Moldovan Society.

We built up a list of new topics, each with a special interest to the anaesthesia community.
It reflects the fact that our profession is one with many faces.

This time we are interested to discuss matters of interest not only for our future
patients, but also for ourselves, for our well being and for the future of Anesthesiology as a
profession.

We are happy to inform you that the quality of presentations is at least at the same
scientific level as at our first congress, held in 2009. The Moldovan anesthesia progressed
immensely during the last few years and this is, in part, due to the assistance we got from
our foreign friends and colleagues. All the rest remained as it was!

The well known Moldovan hospitality is there and is waiting for you. The wonderful
landscape, the typical cuisine and the famous wine, from so many vineyards spread over all
our country are here for you and your colleagues.

In the name of our Moldovan colleagues and of our International Advisory Committee
we welcome all of you here in Chisinau, the Moldovan capital and wish you a pleasant stay

in our country.
Gabriel M. GURMAN,

Professor of Anesthesiology and (ritical Care

Dragi prieteni,

O zicald faimoasa a unui politician zice cd odata ce ai un eveniment important deja ai
creat o traditie.

Chisinau, capitala Republicii Moldova, a gizduit in august 2007 Primul Congres
International organizat de cétre Societatea Anesteziologie Reanimatologie din Republica
Moldova. La acest eveniment au participat mai mult de 400 medici. Aproximativ 50 de
conferentiari strdini au contribuit la sucesul programului stiintific.

Acesta, intr-adevdr, a fost un success, atit de semnificativ incit noi am hotérit sd cream
o traditie i sd organizam astfel de intilniri internationale la fiecare 2 ani.

Astfel, suntem acum, in august 2009, pentru cel de-al doilea Congres International al
Societitii Anesteziologie Reanimatologie din Republica Moldova.

Am ficut o listd cu tematici noi, fiecare prezentind un interes special pentru comunitatea
de anestezie. Acesta reflecta faptul ca profesia noastré este una cu mai multe fatete.

De data aceasta suntem dispusi sd discutdm subiecte de interes nu numai privitor la
viitorii nostri pacienti, dar deasemenea si subiecte interesante pentru noi, pentru starea
noastra de bine si privitor la viitorul Anesteziologiei ca profesie.

Sumtem bucurosi sd vd informédm ca calitatea prezentarilor este cel putin la acelasi nivel
stiintific ca si la primul congres din 2007. Anestezilogia modoveneasci a ficut un progress
imens ultimii citiva ani, i aceasta se datoreste in parte si asistentei de care ne-am bucurta
din partea prietenilor si colegilor din strainatate. Toate celelalte au rimas cum au fost!

Binecunoscuta ospitalitate moldoveneasca va asteapta. Peisajul minunat, bucatéria tipica
si faimosul vin din numeroasele podgorii imprastiate pe intreg teritoriul tdrii sunt prezente
aici pentru Dumneavoastra si pentru colegii Dvs.

In numele colegilor moldoveni si al Comitetului Stiintific International va invitim pe
toti la Chisindu, capitala Republicii Moldova, si vd uram un sejur placut in tara noastra.

Serghei SANDRU,
MD, PhD, Associate Professor
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GENERAL INFORMATION / INFORMATII GENERALE

VENUE OF THE CONGRESS / LOCALUL CONGRESULUI
State University of Medicine and Pharmacy “Nicolae Testemitanu”, 165 Bulevard Stefan Cel Mare

Pre-congress CEEA Coursess 27 and 28 August will take place at the Conference Hall, Republican Clinical Hospital/
Cursurile CEEA vor avea loc la 27 - 28 august in sala de conferinte la Spitalul Clinic Republican

The Opening Ceremony of the Congress will take place on 28 August 18.30 at the Palatul Sindicatelor str. 31 Agust
1989/Ceremonia de Deschidere a Congresului va avea loc la 28 August 18.30 la Palatul Sindicatelor, str 31 Agust 1989

OFFICIAL LANGUAGES OF THE CONGRESS / LIMBILE OFICIALE ALE CONGRESULUI
Romanian, English, Simultaneous Translation is availbale / Romdna, Engleza, Este accesibild translare simultand.

CONGRESS REGISTRATION, INFORMATION / INREGISTRARE LA CONGRESS, INFORMATII
Registration desk will operate as follows/ Biroul de inregistrare va opera conform urmdatorului orar:

Thursday/Joi 27 August — 8.00-17.00, Republican Clinical Hospital/Spitalul Clinic Republican

Friday/ Vineri, 28 August — 08.00-12.00, Republican Clinical Hospital/Spitalul Clinic Republican

Saturday/Simbitd, 29 August — 08.00-18.00, State University of Medicine and Pharmacy/Universitatea de State de
Medicina si Farmacie

Sunday / Duminicd, 30 August — 08.00-18.00, State University of Medicine and Pharmacy/Universitatea de State de
Medicina si Farmacie

NAME BADGE / ECUSON PERSONAL

Your name badge is included in the material, which you received upon registration. Please wear your badge to all
sessions and events / Ecusonul personal este inclus in materialele pe care le-ati primit la inregistrare. Va rugdam sd purtatie
cusonul la toate sesiunile si evenimentele sociale.

PROJECTION

A speakers’ Ready desk will be available. Please load your presentation onto one of the computers provided, at least 1
hour before the start of your assigned panel / Va functiona un birou tehnic pentru conferentiari. Vi rugam sd incdrcati
prezentarea Dvoastrd in unul din computerele oferite cu cel putin 1 ord inainte de sesiunea in care este programata.

Opening of the industrial exhibition - 29 August 11.00, State University of Medicine and Pharmacy “Nicolae
Testemitanu”
Deschiderea expozitiei medicale - 29 august 11.00, Universitatea de State de Medicind si Farmacie “Nicolae
Testemitanu”

All abstracts are available in electronic format at the web site www.ati.md
Materialele Congresului sunt accesibile pe site-ul www.ati.md

SOCIAL PROGRAM/ PROGRAM SOCIAL
Friday/Vineri, 28 August,

19.00 Concert of National Music, Palatul Sindicatelor
20.00 Welcome Coktail, Hotel Codru

Tuesday / Marti, 28 August, 2007, 19.00
Closing ceremony/Ceremonia de inchidere, Hotel Codru, optional, tickets to be purchased / optional, tichetele a fi
procurate suplimentar
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ARTICOLE

NUTRITIONAL SUPPORT IN NEUROSURGICAL ICU PATIENTS

Prof Mois Bahar MD

Istanbul University Cerrahpasa Medical School Anaesthesiology & Intensive Care Department
Istanbul / Turkey

When considering nutritional therapy for the neurological/neurosurgical patient, the groups of patients to be included must
be well defined. The neurological disorders can be seen into five main categories according to its cause; traumatic brain injuries,
cerebrovascular accidents (haemorrhages, ruptured aneurisms/arteriovenous malformations), space occupying lesions, infection
and chronic degenerative processes. These patients can also be classified regarding their acute and chronic illness of the neurological
pathology. The causes of malnutrition often are multifactorial and can be divided into four phases, their antecedent nutritional
status (elderly patients), the stress of acute illness, the surgical interventions/early post-operative period and long term care related
to the degree of the neurological deficit.

The metabolic and physiologic functional alterations show a complex cascade. The metabolic aspect depends basically on the
underlying disease process and stress is one of the most important causes and in the presence of neurosurgery the metabolic response
becomes much more profound. Differences regarding their pathology and its location contribute to the severity. However there are
similarities during the chronic period of the different diseases, the acute period stress response depends mostly to the severity of
the illness. Some patients besides their neurological disease do pronounce systemic disorders such as organ failures which diverse
the metabolic changes activating nutritional demand in a different way and influencing negatively the morbidity and mortality
rates. The common seen metabolic aspects are hyperglycemia which reflects the severity and the outcome, altered gastrointestinal
functions as intolerance and delayed gastric emptying and depressed immunity during the acute phase response.

The organism is governed by central nervous system (CNS) and its homeostasis is established by the hypothalamus and the
brain stem. Most of the neurological pathologies affect the CNS and sometimes a very small injury in one of these important
vital areas may contributes severely the outcome with a hypermetabolic clinical symptoms. All the pathological alterations of the
organism generates primary a stress response via the brain and its network. But when the brain itself is affected it might not have
the same ability to respond metabolically in the same way depending on the involved cerebral region. Abnormal counterregulatory
responses might be seen with the malfunction of the hypothalamus leaving the brain stem on its own.

Besides axonal injuries CNS pathologies contribute also CSF biochemistry and cerebral blood flow leading to important
clinical symptoms like high (heat gain) or low (heat loss) fever, hypoxia, hypercarbia, intense hypocarbia, fluid and electrolytes
imbalance, hyperglycemia.

Heat loss is promoted by the control system activating a cholinergic neuronal system in the medial anterior hypothalamus
which projects via relays in the brain stem and anterolateral grey matter of the spinal cord to cholinergic sympathetic nerve
fibres making dilation of the skin vessels in the trunk and eccrine sweating. While heat gain is promoted by the control centre
activating and adrenergic neuronal centre in the medial posterior hypothalamus. By similar medullary and spinal cord relays,
it activates the sympathetic adrenergic neurons to conserve heat by causing vasoconstriction of skin and mucosal vessels, and
piloerection. Nutrients are the key generator of heat via thermogenesis (diet induced thermonegesis) and makes an important
role for the nutritional support evaluation. Over-feeding which will give raise to iatrogenic thermogenesis may cause an increase
in body temperature in patients who have sustained the stress of the acute illness. The lower nutrient-induced thermogenesis and
more positive energy balance, indicates a more efficient utilisation of nutrients. Some aminoacides like leucine and glycine are
thermogenic not dependant upon the route of administration. Over-feeding must be avoided in neurological patients. The lower
CO, production during TPN or EN , may be advantageous when respiratory function is compromised.

The metabolic response of the neurological patient is closely related to the pathology location and the clinical evolution of the
disease. Studies have shown a pronounced hypermetabolism and hypercatabolism. There is marked increase in protein turnover,
protein stores are broken, excess in urinary N excretion, excessive levels of counterregulatory hormones, significant increase in
glucose utilization, gluconeogenesis.

In elderly patients suffering from cerebrovasvular accidents (CVA) there is no increase in resting energy expenditure (REE)
and is generally less because of decreased activity and muscular tone subsequent to the CVA. But REE measurements done in our
neurosurgical ICU by indirect calorimetry have shown a pronounced increase of metabolic requirement scaling between 20-30 %
, while the aneurysms ruptures with subarachnoid heamorrage and the head traumas had the highest increases. Data show that
starved head-injured patients lose sufficient nitrogen to reduce weight by 15 % per week.

It has been described many equations for the measurements of the requirement of caloric intake. Measuring a patient energy
requirement at least once by indirect calorimetry is important, because the degree of metabolism predicts how easily a patient will
be underfed or overfed. Particularly surveys of nutritional support have reported discripancies between a prescribed intake and
actual delivery in ICU.

The easy way which has a narrow range of error deviation is the measurement with the body weight (25-35 kcal/kg) formula. A lower
energy intake, 20-25 kcal/kg is adequate in obesity; patients with a normal bodyweight need 25-30 kcal/kg for maintenance; underweight
patients or patients hypercatabolic state or head trauma patients may require a higher energy intake with 35-40 kcal/kg actual bodyweight.
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Once the cardiovascular system is stabilized, nutrition should be provided as early as possible in order to prevent the development of
malnutrition during the course of the illness. Enteral nutrition should be preferred within the tolerability and of the gastrointestinal tract.
Less risk of hyperglycemia, low risk of infection and low cost are the advantages of enteral nutrition. The protein intake must be at least
1g/kg and the composition of the amino acids (nonessential and essential) must be well defined for the best protein synthesis of the liver.
Nutrition is not an exact science and what we must considered the most is realability on clinical experience accepting the individualized
tailored nutrition regimes. There is no sufficient data to support a treatment standart , but ASPEN (2009) and ESPEN (2008-9) clinical
guidelines are the best tools as recommendations for the metabolic and nutritional benefits of the patients.

As a conclusion, nutrition support in the neurosurgical/neurological patient’s estimated requirements need to be adjusted
according to the underlying neurological disorder , the metabolic alterations, the clinical evolution and manifestations of the disease.
Localisation of the cerebral pathology is important (Secondary Brain Injury), metabolic aspects must be defined, stress response
is disturbed, factors other than the cerebral pathology might interact nutritional approach , high fever makes detrimental clinical
status, hypoxia, hypo/hyper hypocarbia must be corrected, appropriate caloric requirement has to be given, protein delivery is of
vital importance, if enteral nutrition is not indicated parenteral nutrition must be administered.
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DISFUNCTIA MULTIPLA DE ORGANE iN SEPSIS-UL CHIRURGICAL
SEVER

Mihail Bors *, Victor Cojocaru **

Catedra Anesteziologie si Reanimatologie N2 USMF ,Nicolae Testemitanu’, Moldova
*-dr. in med., conferentiar universitar; ** - dr. hab. in med., profesor universitar

Actualitatea problemei

Mortalitatea in sepsisul chirurgical sever (disfunctia de organe indusé de infectie sau hipoperfuzie tisulara) si in socul septic
(hipotensiunea arteriald refractara resuscitarii cu lichide si asociatd cu disfunctie de organe sau hipoperfuzie tisulard) raiméane
inacceptabil de inaltd in majoritatea centrelor de tratament al sepsisului.

Rezultatele tratamentului in sepsisul chirurgical sever, la fel ca si in infarctul miocardic acut sau atacul cerebral acut, sant
influentate de oportunitatea si adecvanta terapiei intensive complexe si specifice, administrate in primele ore de aparitie a sindroamului
caracteristic SIRS / MODS sau MOSE.

Este stiut cé la leziunile tisulare produse de agentii mecanici, chimici sau bacterieni organismul raspunde initial printr-un mecanism
nespecific de aparare, care este inflamatia. Mesagerii fiziologici ai raspunsului inflamator sunt citokinele, in principal TNF-alfa, interleuki-
nele (IL-1si IL-6), interferonul si CSE Efectorii celulari ai raspunsului inflamator sunt: polimorfonuclearele, monocitele, macrofagelee si
celulele endoteiiale. Aceste celule activate duc la sinteza si secretia de noi citokine si, de mediatori inflamatori secundari (prostaglandine,
leucotriene, tromboxani, factorul activator al trombocitelor, radicalii liberi de oxigen, oxid nitric, proteaze). Acestd activare a celulelor
endoteliale si prezenta cito-kinelor duce la activarea cascadei coagularii care tinde sa izoleze aria inflamatorie.

Pierderea controlului local sau exagerarea reactiei inflamatorii se identifica clinic cu Sindromul de Raspuns Inflamator Sistemic
(Sistemic Inflamator Response Syndrome - SIRS).

Definirea unor termeni si sindroame

SIRS poate fi initiat atat de cauza neinfectioasa (traumatisme, intoxicatii, reactii autoimune), cét si de infectii (virusi, bacterii,
protozoare, ciuperci si al.).

Conform ultimilor intruniri internationale de consens in domeniu Sepsis-ul este definit ca SIRS, in care infectia este dovedita.



nta . i o Nr. Congresul Il International al SARRM
P/ Modica - Supliment_« Nr.3 (36), 2009 g 13

Sechelele SIRS/sepsis sunt reprezentate de sindramul de disfunctie organica multipla (Multiple Organ Disfunction Syndrome -
MODS) care poate fi definit ca insuficienta mentinerii homeostaziei fira interventie terapeutica.

MODS apare la aproximati 30% dintre pacientii cu sepsis. SIRS este forma de debut a sepsis-ului care evolueaza cétre socul
septic si disfunctie organica multipla.

Sindromul de disfunctie/insuficienta multipld de organe MODS/MOEFS (Multiple Organ Disfunction Syndrome/Multiple
Organ Failure Syndrome) in cadrul pacientului cu sepsis chirurgical este o stare patologica foarte grava, care poate apare in stadiul
avansat de evolutie al bolii si care este caracterizata prin insuficienta grava a mai multor organe vitale.

Criterii i stadii in evolutia SIRS / MODS / MOFS

Pentru operarea mai eficientd cu acesti termeni am considerat necesard reamintirea unor notiuni. Actualmente in dezvoltarea
SIRS-ului sunt cunoscote trei stadii.

In stadiul I, ca urmare a agresiunii, citokinele produse local ca raspuns inflamator mobilizeaza celulele sistemului reticulo-
endotelial pentru vindecarea leziunii.

In stadiul II se elibereazi in circulatie mici cantitati de citokine cu intensificarea raspunsului local. Se initieaza raspunsul de
faza acutd, controlat de scaderea mediatorilor proinflamatorii si eliberarea antagonistilor endogeni, proces ce continud pana la
vindecarea leziunii, eradicarea infectiei si resilirea homeostaziei.

In stadiul IIT homeostazia nu poate fi resilita ai apare SIRS. Incepe o reactie agresiva sistemica in care citokinele, eliberate
in fluxul sangvin, devin distructive, mediatorii inflamatiei declanseaza numeroase cascade umorale ce duc la o activare intensa
a sistemului reticuloendotelial cu scaderea integritatii microcirculatiei si cu repercusiuni asupra organelor situate la distanta de
focarul initial.

Modificarile SIRS-ului (cresterea vasodilatatiei periferice, coagularea intravasculara, activarea leucocitelor si a celulelor
endoteliale) sunt considerate factori majori in dezvoltarea socului septic, a coagulérii diseminate intravasculare, a sindromului de
detresa respiratorie a adultului (ARDS) si a altor disfunctii organice ce duc la MODS.

La acestea se adauga efectele unui mediu bogat in citokine care au ca efecte: febra, hipercatabolism, anoxie, catabolism proteic,
casexie, alterarea metabolismului lipidic, glucidic si mineral. Aceste procese sunt accelerate dacé se adaugd o noud agresiune: soc,
infectie, ischemie. SIRS este un proces dinamic, care este de fapt un proces de adaptare al gazdei pentru a supravietui. Bolnavul
grav se adapteazd dificil si in consecinta se dezvolta progresiv o functionare deficitara a organelor, potential reversibila, MODS.

SIRS si MODS sunt procese similare dar nu identice: SIRS - descrie procesul pe cind MODS - descrie consecintele acestui
proces: SIRS - reprezinta raspunsul adaptatial homeostaziei sistemice la provocarile ce ameninta viata, iar disfunctia organelor
- reflectd consecintele adaptirii ineficiente la acest, rdspuns.

Date recente din literaturd au aratat ca raspunsul proinflamator poate sa fie compensat de un raspuns intermediar (Mixed
Antagonist Response Syndrome - MARS) fie de rdspunsul antiinflamator compensator (Compensatory Antiinflamatory Response
Syndrome - CARS).

Consecintele acestui raspuns pot fi multiple: socul cardiovascular, alterarea homeostaziei, apoptoza, disfunctia organelor
si insuficienta sistemului imun, fiind numit CHAOS (Cardiovascular shock, homeostasis, apoptosis, organ disfunction, imune
supression).

Multitudinea surselor literare afirma cd in sepsisul sever insuficienta a doud viscere se asociazd cu mortalitate de 30 - 40% din
cazuri si ca riscul decesului creste cu un procent de 15-20 daca se adauga insuficienta functionala a unui alt viscer.

Datele publicate referitor la sepsisul sever cu evolutie in MODS, aparitia si durata insuficientelor viscerale sunt diverse si
variate in functie de tipul procesului septic, organul/sistemul primar interesat, spectrul florei microbiene, statutul constitutional-
somatic, statutul imuno-nutritiv si al.

Reiesind din incidenta crescuta a sepsis-ului chirurgical grav la noi in tara si datele insuficient relatate in sursele nationale
vis-a vis de sindromul disfunctiei multiple de organe la aceasté categorie gravd de bolnavi ne-am creat scopul si obiectivele acestui
studiu.

Scopul studiului

Estimarea factorilor de risc in dezvoltarea sindromului disfunctiei multiple de organe la bolnavii cu sepsis chirurgical si a
particularitatilor clinice in dependenté de localizarea focarului septic.

Material si metoda

In studiu au fost inclusi 1552 bolnavi cu sepsis chirurgical plasati in sectia de reanimare si terapie intensiva septica a Spitalului
Clinic Republican, care au beneficiat de tratament intensiv in perioada 2003-2008. Dintre ei barbati au fost 963 (62,1%), femei
- 589 (37,9%). Varsta pacientilor a variat intre 19 si 88 ani, varsta medie a constituit 53,5+1,5 ani.

Pentru diagnostic s-a utilizat criteriile Conferintei Internationale de Consens din 2001, diagnosticul de sepsis fiind stabilit in
prezenta focarului purulent §i a sindromului de rdspuns inflamator sistemic, manifestat prin:

1. temperatura corpului peste 38°C sau sub 36°C;

2.FCC peste 90/min;

3.tahipnee, cu FR peste 20/min. sau hiperventilatie cu PaCO2 sub 32 torr (4,3 kPa);

4.leucocitoza peste 12000/mm/?, leucopenie sub 4000/mm/? sau prezenta neutrofilelor imature peste 10%.

Scorul SIRS a fost apreciat prin atribuirea a 1 punct pentru fiecare parametru SIRS.
Ca criterii de diagnostic pentru infectia generalizatd au fost utilizati urmatorii parametri:
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« parametri generali: febra peste 38,3° C; hipotermia sub 36° C; FCC peste 90/min; tahipnee peste 30/min; alterarea statusului
mintal; edeme semnificative sau bilant lichidian pozitiv (20 ml/kg timp de 24 ore); hiperglicemie peste 7,7 mmoli/l) in
lipsa diabetului;

o parametri inflamatori: leucocitoza peste 12000, sau leucopenia sub 4000; valori ale leucocitelor in limitele normale cu peste
10% forme nemature; Valori ale PCR ( Proteina C Reactiva) crescutd cu peste 2 deviatii standart de la valoarea normals;

o parametri hemodinamici: hipotensiune arteriala- TA sistolicd sub 90 mm Hg, TA medie sub 70 sau scaderea celei sistolice
cu peste 40 mm Hg la adulti sau cu 2 deviatii standard sub normalul de varsta; saturatia in oxigen al sangelui venos mixt
peste 70 %; Indice cardiac peste 3,5 L/min/m?*sau mai mic ca 2,5 L/min/m?,

Ca criterii de diagnostic pentru disfunctiea de organe sau utilizat urmatorii parametri: hipoxemie arteriald (PaO2/FiO2
sub 300); oligurie acuta (debit urinar sub 0,5 ml/kg/ora sau 45 mM/L pentru cel putin 2 ore); cresterea creatininei cu 0,5 mg/dl;
dereglarea coaguldrii (INR peste 1,5 sau APTT peste 60 sec.); ileus intestinal cu lipsa zgomotelor intestinale; trombocitopenie sub
100000/mm? ; hiperbilirubinemie (totala peste 4 mg/dl sau 70 mmoli/l)

Aprecierea severitétii pacientului septic a fost efectuata dupa scorurile gradarii SIRS, APACHE II i SAPS II, disfunctia de organe
a fost atestatd conform scorului MODS/MOFES. Prelucrarea statisticd a fost efectuata cu utilizarea unor programe computerizate
cu aplicarea pachetului SAS - PC USA (procedurile MEANS, CORR, SORT).

Rezultate si discutii

La prima etapa de studiu a fost determinata structura pacientilor cu sepsis chirurgical in dependenta de focarul declansator
al sepsisului (Tabelul nr.1).

Tabelul 1. Caracteristica pacientilor conform focarului septic declansator

Nrd/o Forma i localizarea procesului septic (ifre absolute Procente

(n) (%)

1 Sepsis tequmentar 280 18

2 Sepsis pulmonar 186 12

3 Sepsis abdominal 636 41

4 Sepsis nefrogen-urologic 78 5

5 Sepsis obstetrical-ginecologic 31 2

6 Sepsis pancreatogen 341 22
Total 1552 100

Rezultatele obtinute au depistat o prevalenta a sepsisului abdominal (41%), urmata de sepsisul pancreatogen (22%), sepsisul
tegumentar (18%), sepsisul pulmonar (12%), sepsisul nefro-urogen (5%) si sepsisul obstetrical-ginicologic (2%).

Analizind gradul de severitate a procesului septic am constatat, ca din esantionul total de 1552 pacienti studiati - 327 (21,1%)
pacienti au prezentat tabloul sepsisu-lui necomplicat, la 693 (44,6%) pacienti s-a depistat sepsis sever/grav si 532 (34,3%) — pacienti
au evoluat cu sepsis complicat.

Dintre cei 532 pacienti cu sepsis chirurgical complicat - 423 (79,6%) pacienti au dezvoltat sindrom MODS, iar 109 pacienti
(20,4%) au evoluat cu soc septic.

Caracteristica pacientilor conform criteriilor de severitate a procesului septic in dependentd de localizarea focarului septic
primar este redatd in tabelul nr 2.

Tabelul 2. Caracteristica conform gradului de severitate a procesului septic

Complicat
Nrd/o Tipulprocesuluiseptic@upé localizarea focarului Necomplicat Grav /sever Soc septic MODS
primar

(n) (%) (n) (%) (n) (%) (n) (%)
1 Sepsis tequmentar 88 314 106 37,9 27 9,6 59 21,1
2 Sepsis pulmonar 27 14,5 78 41,9 32 17,2 4 22,1
3 Sepsis abdominal 130 20,5 33 50,1 68 10,7 115 18,1
4 Sepsis nefrogen-urologic 15 19,2 31 39,7 15 19,2 17 21,8
5 Sepsis obstetrical-ginecologic 8 25,8 12 38,7 5 16,1 6 19,3
6 Sepsis pancreatogen 12 3,52 169 49,6 89 26,1 71 20,1

Conform scopului studiului un accent deosebit a fost axat asupra lotului de pacienti cu sepsis complicat care au dezvoltat
disfunctie multipla de organe (MODS).

Astfel dupa cum am remarcat anterior din toti pacientii cu sepsis complicat 79,6% au prezentat diverit grad de disfunctie a 2
si mai multe sisteme si organe vitale.

Caracteristica bolnavilor conform sindromului de disfunctie multipld de organe in dependenté de focarul septic declansator
este redata in tabelul nr.3.
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Tabelul 3. Caracteristica bolnavilor conform structurii MODS

. . ) ) Sepsis nefrogen- | Sepsis obstetrical- Sepsis
r Sepsis tequmentar | Sepsis pulmonar | Sepsis abdominal urologic ginecologic pancreatogen
d/o Structura MODS
(n=423) (n) (%) (n) (%) | () (%) ) | %) | (0 (%) (n) (%)
1 disfunctia respiratorie 59 100 4 100 | 115 100 17 100 6 100 71 100
2 disfunctia cardiovasculard 59 100 Ll 100 | 115 100 17 100 6 100 71 100
3 disfunctia neurologica 56 94,9 4 100 | 101 87,8 17 100 5 83,3 71 100
4 disfunctia hepatica 55 93,2 38 92,7 94 81,7 15 88,2 3 50 71 100
5 disfunctia renald 52 88,1 38 92,7 86 74,8 17 100 4 66,7 71 100
6 disfunctia hemostazica 49 83,1 35 854 | 78 67,8 14 100 6 100 71 100
7 disfunctia intestinala 34 57,6 26 634 | 115 100 10 58,8 5 83,3 71 100
8 disfunctia imuno-nutritiva 51 86,5 39 951 | 15 100 11 64,7 5 83,3 71 100

Analiza conform structurii disfuntiilor viscerale si sistemice in raport cu localizarea focarului septic declansator la pacientii
cu sepsis chirurgical, care au evoluat clinic cu sindrom MODS a demonstrat dezvoltarea disfunctiei respiratorii in 100% cazuri,
disfunctiiei cardiovasculare 100% cazuri, disfunctia neurologica — 83,3-94,9% cazuri, disfunctia hepatorenala - 50-93,2% cazuri,
disfunctia - 57,8 - 100% cazuri, disfunctia hemostazica - 67-8-100% cazuri. Gradul cel mai inalt de severitate a scorului MODS
se observa in cazul sepsisului pancreatogen, urmat de sepsisul pulmonar, sepsisul abdominal, sepsisul nefro-urologic, obstetrical-
ginecologic si cel tegumentar.

Condluzii

In pofida realizarilor medicinii in contracararea proceselor infectioase si septice, sepsisul continua sa fie o problema majora
a medicinii prin incidenta inalta a disfunctiilor poliorganice si polisistemice cu rezultate dramatice.

Coraportul complicatiilor severe ale sepsisului, soc septic/ MODS este de 1 la 3 in favoarea MODS. Aceasta legitate obligd
un monitoring minutios si aplicarea unui tratament polimodal de substitutie a multor functii vitale si de corectie a disfunctiilor
multiple.

Sindromul disfunctiei multiple de organe are un caracter concret bine conturat in dependentd de focarul primar al
sepsisului.

REGIONAL ANALGESIA IN THORACICTRAUMA

BURLACU Crina L., MD, MSc, FCARCSI, DEAA
Dublin, Ireland

The contemporary multimodal therapeutic approach to the management of thoracic trauma is intended to decrease patient
morbidity and mortality, improve functional recovery and long-term quality of life after trauma. It includes early diagnosis and
treatment of injuries, the utilization of minimally invasive surgical techniques (e.g. thoracoscopic surgery, endovascular repair
of thoracic aortic injuries), modern lung supportive therapies, physiotherapy, early nutrition and ambulation, and early and
adequate pain control. The conceptual shift in the post-traumatic pain management is the result of a better understanding of the
role of pain in stimulating the catabolic stress response after trauma with resultant tachycardia, increased oxygen consumption,
hypercoagulability, and immunosupresssion. The stress response after trauma is even greater than the stress response after elective
surgery. It is paramount therefore to initiate a strategy of pain control early (at the point of injury preferably) and continue it
throughout the entire hospital stay (in ITU and after that) aiming to decrease the peripheral sensitisation from the injury and
the central sensitisation with its subsequent windup. This concept has been called preventive analgesia and it is best achieved by
capitalizing on the synergistic analgesia offered by various pharmacological agents and regional techniques (multimodal analgesia).
The experience with multimodal preventive analgesia arises mainly from studies in postoperative patients; however, new data is
emerging from the progress that military medical care has made in managing multiple trauma critically ill-wounded soldiers.

Regional anaesthesia-analgesia may play an important role as part of the multimodal analgesia in thoracic trauma patients.
It has been shown repeatedly in postoperative studies to offer improved analgesia, superior patient outcomes and better patient
satisfaction. Numerous studies report improved analgesia after continuous neuraxial and peripheral regional blocks compared to
systemic opioids, and less side effects such as nausea and vomiting, excessive sedation, respiratory depression, urinary retention,
postoperative ileus and pruritus. Several patient outcomes such as the duration of ITU-stay, overall hospital-stay, postoperative
morbidity (cardiac, pulmonary, ileus, infective complications) and mortality also show improvement with perioperative continuous
regional anaesthesia. There is also strong evidence that regional anaesthesia improves patient satisfaction when compared to
systemic analgesia. Other long-term patient outcomes such as the prevalence of posttraumatic stress disorders and chronic pain
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may be also improved, although it remains unclear whether better analgesia or the choice of analgesic technique is responsible
for the beneficial effects.

The advantages of epidural analgesia (regardless of the epidural delivery technique i.e. continuous infusion or patient-controlled)
when compared to intravenous systemic analgesia have been well demonstrated in post-thoracotomy patients - the most commonly
studied model of thoracic “trauma”. Paravertebral analgesia, confirmed to be equally analgesic-effective with thoracic epidural with
fewer side effects, and superior to parenteral opioids, may be used in selective cases. There is generally a paucity of prospective
randomised controlled studies to evaluate regional versus systemic analgesia in “true” thoracic trauma patients. Several retrospective
studies have demonstrated better analgesia with thoracic epidural than intravenous patient-controlled analgesia, and shorter ITU
stay in chest trauma patients with multiple rib fracture. In a recent randomised controlled study, continuous thoracic paravertebral
analgesia proved to be as effective as continuous thoracic epidural for the pain management in patients with unilateral multiple
rib fractures, and they were both associated with similar improvement in pulmonary function.

The potential risks associated with the use of local anaesthetics (toxicity from inadvertent intravascular injection or overdose)
can be avoided by using less toxic local anaesthetics as a sole agent or in association with adjunctive analgesics (drugs that enhance
the analgesic effect of the primary pain relieving drug, often in a synergistic way, and allow a reduction of the local anaesthetic dose
to levels that decrease the risk of toxicity). A scrupulous technique and the immediate availability of the resuscitation equipment
and drugs (intralipid) are paramount. A meticulous technique also minimizes some other risks of regional blockade such as nerve
injury, pneumothorax, inadvertent epidural or subarachnoid spread, hematoma, and infection.

In conclusion, ongoing improvements in pain management after thoracic trauma include aggressive pain control from the
initial point of evacuation and throughout the continuum of care in ITU and hospital wards. There is strong recognition that
adequate pain management improves patient outcomes. Whether a specific drug, technique or combination is responsible is less
clear, although some techniques are associated with better analgesia and less side effects than other. A multimodal approach is
the best, and regional anaesthesia, where suitable, must be considered early in the management of pain control in thoracic trauma
patients.
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END OF LIFE DECISIONS - PRACTICAL APPLICATIONS
OF THE ETHICAL PRINCIPLES OF CONSENT AND PATIENT
AUTONOMY

Anthony J Cunningham
Dublin, Ireland

Introduction

Prior to the mid 1840’s, before the advent of anaesthesia, surgical procedures were limited and confined mainly to amputations
for traumatic lower limb injuries and drainage of abscesses. With the advance of ether/chloroform anaesthesia, the scope and extent
of elective surgery increased dramatically. The landmark US Schloendorff v Society of New York Hospitals case in 1914 stated the
patient requirements to give consent and the consequences for the surgeon who operates without the patient’s consent’. Judge J
Cardozo ruled that “every human being of adult years and sound mind has the right to determine what shall be done with his
own body; and a surgeon who performs an operation without the patient’s consent commits an assault for which he is liable in
damages” In the middle of the 20" century society changes had a major impact on the culture and practice of consent. The Nuremberg
trials exposed the barbaric nature of Nazi experiments done in the name of medical science when inmates of concentration camps
were immersed in iced water to determine how long they would live. This led to the Nuremberg Code adopted in 1947 and the
subsequent World Medical Association’s Geneva Declaration on consent. Subsequent Declarations included Helsinki (Research),
Sydney (Organ Donation) and Tokyo (Torture).

Patient consent is one of the most complex and evolving considerations in clinical practice. Consent can come in different
guises. It may be expressed or positively affirmed in writing or may be implied by the conduct or silence of the person whose

! Schloendorff v Society of New York Hospitals (1914) 211 NY 125. Landmark US case developed the use of patient’s rights language in relation to the
obligation to obtain patient consent for surgical procedures.
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consent is required. There may be times when obtaining consent is impossible in emergency or extreme situations or when consent,
although given by the patient, is based on incomplete or inaccurate information.

Three ingredients of consent

Must be given (or withheld) voluntarily

o An individual who has the capacity, in terms of age and mental competence to do so.

« Any decision relating to or withholding consent must be based on sufficient relevant information.

What sufficient relevant information should be provided to the patient is a particularly complex matter, which has evolved
significantly in the last five decades. The argument for consent as an indispensable precursor to treatment is inherent in the concept
of patient autonomy - the right of an individual to self-determination and body integrity.

Consent must be given by a patient before any medical procedure can be carried out on him/her.

The ethical and legal rationale behind this is to respect the patient’s autonomy and his/her right to self-determination. The
central idea of autonomy is that one’s actions and decisions are one’s own. Therefore the patient has the right to decide what
happens to his/her own body.

There are 5 crucial elements in consent:

Disclosure: Patients must be given sufficient information, in a way that they can understand, to enable them to exercise their
right to make informed decisions about their care. In legal terms this refers to the disclosure of all ‘significant’ risks, or substantial
risks of grave adverse consequences. This is commonly taken to mean risks of over 1-2%, though hard and fast rules are difficult
to apply. In elective surgery the test for disclosure is to enquire only if there is any risk, however remote, of grave consequences
involving pain for an appreciable time into the future. Statistical frequency is irrelevant.

Comprehension: Patient comprehension can be increased by avoidance of complex medical terminology where possible, use
of lay language, common everyday analogies, numerical explanation of risk factors, pictorial representation of relevant procedures,
large font on information leaflets etc. Where possible, time should be given to reflect on the information and questions must be
answered.

Voluntariness: The consent process must not be controlled by factors that engineer the outcome, such as persuasion by family
members.

Competence: It is presumed that every adult is competent to give consent on his/her own behalf. Sometimes competence
can be affected by age or infirmity but this does not justify any impairment of human dignity or personal integrity. A functional
approach should be taken to the assessment of an individual’s competence. This approach assesses the individual’s ability to make
the relevant choice depending on their level of understanding and retention of the information, their ability to apply the information
to their own personal circumstances and come to a decision.

Agreement: Consent given by the patient is the exercise of a choice, the giving of permission for the intervention. Patients
should not feel that their consent is simply a formality, a signature on a page. The objective of consent is to give the patient the
right to decide what is to happen to his/her body, including the right to decide whether or not to undergo any medical intervention
even where a refusal may result in harm to themselves or in their own death.

Patient Information

The information which patients want or ought to know, before deciding whether to consent to treatment or an investigation,
may include:
details of the diagnosis, and prognosis, and the likely prognosis if the condition is left untreated;
uncertainties about the diagnosis, including options for further investigation prior to treatment;
options for treatment or management of the condition, including the option not to treat;
the purpose of a proposed investigation or treatment; details of the procedures or therapies involved, including methods of
pain relief; preparation for the procedure; and what the patient might experience during or after the procedure, including
common and serious side effects;
e for each option, explanations of the likely benefits and the probabilities of success; discussion of any serious or frequently
occurring risks, and of any lifestyle changes which may be caused by, or necessitated by, the treatment;
advice about whether a proposed treatment is experimental;
e how and when the patient’s condition and any side effects will be monitored or re-assessed;
o the name of the doctor who will have overall responsibility for the treatment and, where appropriate, names of the senior
members of his or her team;
e whether doctors in training will be involved, and the extent to which students may be involved in an investigation or
treatment;
a reminder that patients can change their minds about a decision at any time;
a reminder that patients have a right to seek a second opinion;
e where applicable, details of costs or charges which the patient may have to meet.

When providing information, patients’” individual needs and priorities must be considered. For example, patients’ beliefs,
culture, occupation or other factors may have a bearing on the information they need in order to reach a decision. Patients should
be asked whether they have understood the information and whether they would like more before making a decision.

Any questions the patient raises must be answered as fully as the patient wishes. Information necessary for decision making
must not be withheld from a patient unless disclosure would cause the patient serious harm. In this context serious harm does not
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mean the patient would become upset, or decide to refuse treatment.

Obtaining informed consent cannot be an isolated event. It involves a continuing dialogue keeping patients abreast of changes
in their condition and the treatment or investigation proposed. Whenever possible, treatment options should be discussed at a
time when the patient is best able to understand and retain the information.

Emergency situations:

In an emergency, where consent cannot be obtained, medical treatment may be provided to anyone who needs it, provided
the treatment is limited to what is immediately necessary to save life or avoid significant deterioration in the patient’s health.

INTRA - ABDOMINAL SEPSIS - EPIDEMIOLOGY AND CLINICAL
PRESENTATION

Anthony J. Cunningham
Dublin, Ireland

Severe Sepsis (acute organ dysfunction secondary to infection) and septic shock (severe sepsis plus hypotension not reversed
with fluid resuscitation) are major healthcare problems, affecting millions of individuals around the world each year, killing one
in four (and often more), and increasing in incidence [1].

» Incidence increased from 82 to 240/100,000 population

» Men > women 1.28 CI

» Reduced mortality rate 27 to 18%

» Highest mortality black men

» Decreased length of hospital stay

» Increased discharge to chronic care

» Predominance gram positive organism after 1987

» Fungal organism increase 207 %

Similar to major trauma, acute myocardial infarction or stroke, the speed and appropriateness of therapy administered in the
initial hours after severe sepsis develops are likely to influence outcome. In 2004, an international group of experts in the diagnosis
and management of infection and sepsis, representing 11 organizations, published the first internationally accepted guidelines that
the bedside clinician could use to improve outcomes in severe sepsis and septic shock [2]. These guidelines represented phase II of
the Surviving Sepsis Campaign (SSC) an international effort to increase awareness and improve outcomes in severe sepsis. Joined
by additional organizations the group met again in 2006 and 2007 to update the guidelines document using a new evidence-based
methodology system for assessing quality of evidence and strength of recommendations [3].

Intra-abdominal sepsis

These infections include secondary peritonitis, abdominal abscesses and cholangitis. The infection generally occurs because
enteric microorganisms enter the peritoneal cavity through a defect in the wall of the intestine or other viscus as a result of obstruction,
infarction, or direct trauma. Mixed aerobic and anaerobic flora can be recovered. The predominant aerobic isolates are Escherichia
coli, and enterococci and the main anaerobic bacteria are Bacteroides fragillis, Peptostreptococcus. and clostridium species.

The treatment of abdominal infection includes surgical correction and drainage of pus and administration of antimicrobials
effective against both the aerobic and anaerobic pathogens.

Pathophysiology

Intraperitoneal infections are caused by members of the gastrointestinal flora, mainly Escherichia coli, enterococcil, Klebsiella,
Enterobacter, Proteus, Bacteroides, anaerobic coccil, Glostridia and Fusobacteria. The gram-negative aerobic bacteria exert their
pathogenic potential mainly by endotoxin which acts by way of mediators, causing systemic septic response and, initially, the local
response of the peritoneal cavity.

The anatomic aspect of peritonitis describes the division of the abdominal cavity into supracolic, infracolic and paracolic spaces,
the lesser sac and the cul-d-sac of the pelvis. Endotoxin which is elaborated by bacteria activates the classical as well as the alternative
complement pathway. It activates also the arachidonic acid metabolism, leading to the release of prostaglandins (PG) and leukotriens
(LTC). Thelocal host defense against a bacterial invasion includes the activation of cellular and humeral immunologic defense mechanism,
in which the final product of the complement pathway (C5b-9), as well as chemoattractants C3a, C5a and C567 play a key role.

Peritoneal infections are truly synergistic infections. The most important synergistic mechanisms are protection against host defense
and creation of a suitable environment by one member of the flora for another. Certain adjuvant substances, ie. bile, gastric juice, blood
and necrotic tissue, play a role in the pathogenesis of peritonitis. The peritoneum deals either an infection in 3 ways:
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» Direct absorption of bacteria into the lymphatics via the stoma of the diaphragmatic peritoneum

» Local destruction of bacteria through phagocytosis by either resident macrophages or polymorphonuclear granulocytes
attracted to the perioteneal cavity

» Localization of the infection in the form of an abscess.

Definitions

Sepsis is defined as infection plus systemic manifestations of infection. Severe sepsis is defined as sepsis plus sepsis-induced
organ dysfunction or tissue hypoperfusion. The threshold for this dysfunction has varied somewhat from one severe sepsis research
study to another.

Sepsis-induced hypotension is defined as a

> Systolic blood pressure (SBP) <90 mmHg

» Mean arterial pressure (MAP) <70 mmHg

» SBP decrease >40 mmHg or <2 SD below normal for age in the absence of other causes of hypotension.

Septic shock is defined as sepsis-induced hypotension persisting despite adequate fluid resuscitation. Sepsis induced tissue
hypoperfusion is defined as either septic shock, an elevated lactate or oliguria.

Management of Severe Sepsis

A. Initial Resuscitation

Protocol resuscitation of a patient with sepsis induced shock, defined as tissue hypoperfusion (hypotension persisting after
initial fluid challenge or blood lactate concentration >4 mmol/L) have been developed. This protocol should be initiated as soon as
hypoperfusion is recognized and should not be delayed pending ICU admission. During the first 6 hours of resuscitation, the goals
of initial resuscitation of sepsis-induced hypoperfusion should include all of the following as one part of a treatment protocol:

» Central venous pressure 8-12 mmHg

» Mean arterial pressure (MAP) > 65 mmHg

» Urine output >0.5 mL-kg*.hr

» Central venous (superior venal cava) or mixed venous oxygen saturation 270% or >65% respectively

B. Diagnosis

Appropriate cultures should be obtained before antimicrobial therapy is initiated if such cultures do not cause significant delay
in antibiotic administration. To optimize identification of causative organisms, at least two blood cultures should be obtained before
antibiotics with at least one drawn percutaneously and one drawn through each vascular access device.

C. Antibiotic Therapy

Intravenous antibiotic therapy be started as early as possible and within the first hour of recognition of septic shock and severe
sepsis without septic shock . Appropriate cultures should be obtained before initiating antibiotic therapy but should not prevent
prompt administration of antimicrobial therapy.

The antibiotics should include one or more drugs that have activity against all likely pathogens - aerobic isolates Escherichia
coli, and enterococci and the main anaerobic bacteria are Bacteroides fragillis, Peptostreptococcus. and clostridium species and
that penetrate in adequate concentrations into the presumed source of sepsis.

When choosing empirical therapy, clinicians should be cognizant of the virulence and growing prevalence of methicillin-
resistant Staphylococcus aureus (MRSA) in some communities and healthcare settings. Clinicians should also consider whether
candidemia is a likely pathogen when choosing initial therapy. When deemed warranted, the selection of empirical antifungal
therapy (e.g. fluconazole, amphotericin B, or echinocandid) should be tailored to the local pattern of the most prevalent Candida
species and any prior administration of azoles. Because patients with severe sepsis or septic shock have little margin for error in
the choice of therapy, the initial selection of antimicrobial therapy should be broad enough to cover all likely pathogens.

D. Source Control

» Specific anatomical diagnosis of inection requires consideration for emergent source control (eg necrotizing fasciitis, diffuse
peritonitis, cholangitis, intestinal infarction) be sought and diagnosed or excluded as rapidly as possible.

» All patients presenting with severe sepsis should be evaluated for the presence of a focus on infection amenable to source
control meausres, specifically the drainage of an abscess or local focus on infection, the debridement of infected necrotic tissue,
the removal of a potentially infected device, or the definitive control of a source of on-going microbial contamination.

» When source control is required, the effective intervention associated with the least physiologic insult be employed (eg.
percutaneous rather than surgical drainage of an abscess.

» Intravascular access devices are a possible source of severe sepsis or septic shock, they be promptly removed after other
vascular access has been established.
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SCORURILE DE SEVERITATE iN MANAGEMENTUL RISCURILOR
BOLNAVILOR POLITRAUMATIZATI CRITICI

Gheorghe Ciobanu
dr.hab.med., director a Centrului National Stiintifico-Practic de Medicind Urgentd

Majoritatea studiilor evalueaza traumele ca principala cauzéd de deces la populatia sub 50 ani, iar politraumatismele reprezinta
circa 20-25% din totalul traumelor.

Varsta medie a pacientului politraumatizat este de 34 ani, 80% avand drept cauza accidentele de circulatie, inclusiv 60% din
accidente avand loc seara sau noaptea, fapt pentru care ingrijirea acestor pacienti revine serviciilor de gardd de noapte.

Selectarea metodelor optimale de apreciere a severitatii politraumatismelor in baza analizei comparative a utilizarii Scalelor
GCS, APACHE 11, ISS si determinarea eficacitétii utilizarii lor in clinicé (3,4,5).

Scalele de severitate ISS, APACHE II, GCS constituie criterii obiective de evaluare a gravitatii politraumatismelor si contribuie
la ameliorarea deciziilor terapeutice, a calitétii asistentei acordate acestor categorii de pacienti (8,13).

Scorul de Severitate al Leziunilor (ISS) constituie un criteriu predictiv mai eficient in conditiile serviciilor de terapie intensiva
in comparatie cu GCS si APACHE II pentru evaluarea obiectiva a severitatii politraumatismelor, prognozarea complicatiilor
infectioase, a mortalitdtii (p<0,001) cat si in perfectionarea protocoalelor terapeutice (1,2).

Scalele de severitate APACHE II si GCS pot fi utilizate pentru evaluarea obiectiva a severitatii politraumatismelor si prognozarea
letalitatii in primele 72 ore de tratament in stationar (12).

Scalele de severitate APACHE 1I si ISS au valoare predictiva si o validitate mai putin semnificativa in comparatie cu GCS in
politraumatismele cu componenta cranio-cerebrald grava.(6,7)

Conform datelor statistice ale OMS traumatismele in plan mondial detin al patrulea loc in structura mortalitatii pentru toate
grupurile de varsta dupa maladiile cardiace, tumori si bolile cerebro-vasculare.

Majoritatea studiilor evalueaza traumele ca principala cauzéd de deces la populatia sub 50 ani, iar politraumatismele reprezinta
circa 20-25% din totalul traumelor.

Varsta medie a pacientului politraumatizat este de 34 ani, 80% avand drept cauza accidentele de circulatie, inclusiv 60% din
accidente avand loc seara sau noaptea, fapt pentru care ingrijirea acestor pacienti revine serviciilor de gardd de noapte

Politraumatismele se caracterizeaza prin multiple asocieri lezionale, soldate cu grave consecinte anatomo-clinice, metabolice,
hemodinamice, care se interfereaza, se sumeaza si se accentueazd reciproc dand nastere reactiilor locale si sistemice.

Partea esentiala a raspunsului organismului este constituitd de o reactie inflamatore acuta care se desfasoara in primele zile.

Activarea in cascada a cercurilor vicioase: insuficienta respiratorie, soc, hemoragie, infectie secundard, insuficienta multipla
de organe - influenteaza complexitatea evaluarii clinice si corectitudinea protocoalelor terapeutice

Conceptele moderne de terapie intensiva, noile mijloace de investigatii ( CT, RMN, Ultrasonografie) au contribuit decisiv in
ultimele decenii la progresul terapeutic in tratamentul politraumatismelor si aceasta se reflecta in scaderea apreciabila a mortalitétii
la inceput de mileniu.

Politraumatismul este accidentul care prezinta leziuni traumatice in doua si mai multe regiuni topografice ale corpului (cap,
torace, abdomen, membre) dintre care cel putin una din leziuni prezinta risc vital prezent sau potential.

Incidenta deceselor in traumatismele severe inregistreaza trei varfuri.

Primul varf - 50% de decese se inregistreaza in primele 30 min. dupd traumd, secundare leziunilor incompatibile cu viata,
datorita dilacerarilor majore cerebrale, viscerale si de vase mari.

Al doilea varf - 30% de decese se inregistreaza de la cdteva minute pana la cateva ore dupa trauma si se datoreaza:

o Hematoamelor subdurale si epidurale;

o Hemotoraxului masiv, pneumotoraxului deschis sau cu supapd (sufocant);

 Rupturilor de splina sau ficat;

o Voletului costal;

o Fracturilor pelviene sau alte fracturi multiple;

 Obstructia cailor aeriene;

o Tamponada cardiaca.

Al treilea varf - 20% al deceselor se inregistreaza in perioada de la cateva zile la cateva sdptdmani si este cauzat de complicatiile
septice sau insuficientele poliorganice.

Cuantificarea severitatii politraumatizatilor critici raimane in continuare o problema ce necesita studii aprofundate.

Luarea deciziilor medicale se bazeaza pe multiple informatii clinice si paraclinice completate suplimentar de integrarea unor
parametri clinici si paraclinici in asa-numite sisteme de scor.

Scorurile de apreciere a severitdtii pacientului critic sunt utilizate in scopul:

e Triajului i ludrii deciziilor clinice,

e Pentru determinarea prognosticului pacientilor;

e Evaluarea unor masuri terapeutice

¢ Organizarea asistentei medicale in situatiile de crize

e Evaluarea eficacitatii asistentei medicale in traumatisme

e §inu in ultimul rand evaluarea costurilor
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Scopul lucrarii

Selectarea metodelor optimale de apreciere a severitatii politraumatismelor in baza analizei comparative a utilizarii Scalelor
GCS, APACHE 11, ISS si determinarea eficacitatii utilizarii lor in clinica (2,12,13).

Materiale si metode

e Studiul se bazeaza pe analiza retrospectivd a 1200 fise de observatie a bolnavilor politraumatizati aflati la tratament in clinica
anesteziologie-reanimatologie CNSPMU in perioada anilor 2002-2005.

e Varsta medie a pacientilor constituie 46,4+12,4 ani si variaza de la 14 ani la 89 ani. Birbati-76,2%, femei - 23,8%.

e Din lotul de pacienti inclusi in studiu vérsta de pana la 50 ani a constituit 69,4% si 29,6% au fost cu vérsta de peste 60 ani.
Din 1200 bolnavi au decedat 324, ceea ce constituie 27%

Am utilizat sistemul de codificare al politraumatismelor propus de Spitalul de Urgentd Bucuresti conform ciruia se noteaza
cele patru regiuni anatomice principale ale corpului in felul urmator:

o C = extremitatea cefalicd (craniu si fatd);

o« T = toracice;

o A =abdomen;

o L = aparatul locomotor (membre, coloana, bazin).

In felul acesta, in functie de distributia topografica a leziunilor se pot realiza urmitoarele tipuri de politraumatisme:

« politraumatisme biregionale (6 tipuri):

CT,CA,CL TA, TL, AL;

« politraumatisme triregionale (4 tipuri):

CTA,CTL,CAL TAL;

o politraumatisme cvadriregionale (1 tip):

C.TAL

Structura etiologica a politraumatismelor incluse in studiu

e Accidente rutiere — 45%

o Accidente de munca - 19%

e Accidente casnice - 12%

e Heteroagresiuni -10%

e Autoagresiuni - 7%

o Alte cauze - 7%

In scopul determinarii eficacitatii utilizarii Scalei Glasgow, APACHE II si ISS au fost supuse unui studiu retrospectiv fisele de
observatie a 490 de pacienti cu aprecierea gradului de severitate, determinarea si incadrarea pacientilor in scalele nominalizate
atribuindu-le un scor de severitate determinat (gravitate medie, grava, foarte grava).

Grade de severitate conform scalelor GCS, APACHE Il 5i ISS

: Grad de severitate a leziunii
Scala de severitate - ” ”
Medie Grava Foarte grava
Scala Glasgow 15-13 12-9 8-3
APACHE II Pandla 15 15-24 24 si mai mult
ISS (Scorul de severitate a leziunilor) Pana la 25 25-49 49-75
Repartizarea politraumatizatilor si a mortalitdtii in conformitate cu Scorul Scalelor de Severitate (n=490)
. Grupe de severitate a pacientilor politraumatizati si de decedati (abs-%)
Scala de severitate - * - > -
medie grava Foarte grava
Scala Glasgow 67(2-2,9%) 208(52-25%) 215(100-46,5%)
APACHEII 234(9-3,8%) 117(41-35%) 139(104-74,8%)
ISS (Scorul de severitate a leziunilor) 197(11-5,6%) 160(44-27,5%) 133(99-74,4%)

Din 490 de pacienti cu politraumatisme au decedat 154, ceea ce constituie 31,4%. Ca rezultat toti politraumatizatii au fost
repartizati in trei grupe (gravitate medie, grava si foarte grava)
In scopul deductiei statistice si testarii eficacititii utilizdrii Scalelor de evaluare a severitatii politraumatismelor la bolnavii

« v

din lotul de studiu am recurs la testarea neparametrica - testul x*, denumit de K Pearson si “pétratul contingentelor” sau “testul de

%3

concordanta’, cu utilizarea tabelei cvadruple si coeficientului de corelatie a rangurilor dat de Spearman.

Testarea neparametricd si corelarea statistica

Deductia statistica Ges Apacheii Iss
2
TESTUL 564,29 386,56 849,17
Pearson
Coeficientul de corelatie a rangurilor dupa spearman 0,85 0,78 0,95

Conform datelor obtinute cei mai inalti indici ai testului x* Pearson si a coeficientului de corelatie a rangului Spearman au fost



22 Congresul Il International al SARRM Nr. 3 (36),2009 o Supliment o Anta

Medica

determinate pentru Scala ISS, urmaté de Scala Glasgow si apoi de Scala APACHE II (11).

In scopul determindrii reproductibilitatii (consistentei) sau gradului de stabilitate a scalelor utilizate si corespunderii cu
rezultatele de expertizare am utilizat Coeficientul de corelatie intraclasd sau coeficientul de concordantd Kappa (K) si procentul
de concordanté (Po) sau coeficientul simplu de reproductibilitate.

Concordanta rezultatelor de expertizare cu indicii Scalelor de severitate GCS, APACHE I, ISS

Scala de severitate K Po Pe
GCS 0,720 0,804 0,454
APACHE I 0,580 0,790 0,439
1SS 0,934 0,924 0,421

Conform datelor obtinute cea mai inalta concordanta a fost inregistrata in cazul Scalei ISS K (coeficientul de concordanti)=0,934,
Po (coeficientul simplu de reproductibilitate) =0,924.

Analiza validitatii Scalelor sau capacititii de a identifica corect, masuratéd prin sensibilitatea si specificitatea pentru fiecare
scala utilizata (GCS, APACHE II, ISS) ne atestd cd toate Scalele sunt valide si obiectiv reflectd gradul de severitate a gravititii
pacientilor (2).

In acelasi timp valoarea predictiva de prognostic este mai inalti la Scala Severitaii Leziunilor (ISS) care a prezentat o specificitate
de 0,89 si o sensibilitate de 0,92.

In scopul determindrii corelirii termenilor deceselor cu Scorurile Scalelor de Severitate la bolnavii din lotul de studiu am
analizat letalitatea dupa cauze si perioade de deces.

Corelarea deceselor cu Scorurile de severitate a Scalelor IS, APACHE Il 5i GCS

Termenii de deces
Scale de severitate <24 ore, 24172 ore, >72 ore,
Igr Il gr Il gr fotal
1SS 1 gr. (> 25 baluri) 0 0 1l n
S 2 gr. (25-49 baluri) 0 14 30 44
ISS 3 gr. (> 49 baluri) 45 15 39 99
Total (abs - %) 45-29,2% 29-18.8% 80-51.9% 154 —-100%
APACHE 11 1 gr (>15 baluri) 0 4 5 9
APACHE 11 2 gr (>15-24 bal) 9 19 13 4
APACHE 11 3 gr (>24 baluri) 36 6 62 104
Total (abs - %) 45-29.2% 29-18.8% 80-51.9% 154-100%
GCS 1gr (15— 13 baluri) 0 0 2 2
GCS 1gr (12 -9 baluri) 10 14 28 52
GCS 1 gr (8 — 3 baluri) 35 15 50 100
Total 45-29.2% 29-18.8% 80-51.9% 154-100%

Letalitatea in primele 24 ore a constituit 45 cazuri - 29.2%. Cauzele principale a deceselor in I grup au fost traumatismele
craniocerebrale grave cu angajare, hemoragia masiva si socul hipovolemic (traumatic, hemoragic si neurogen).

In grupul II au fost incluse cazurile de deces survenite in 24 - 72 ore dupa spitalizare si in calitate de cauze de deces au servit
edemul si angajarea cerebrald secundard traumatismelor craniocerebrale grave si hemoragia masiva. Letalitatea a constituit 29
cazuri - 18,8%

In grupul I1I de decese au fost inclusi decedatii in termeni de peste 72 ore - cauzele principale de deces au fost complicatiile
infectioase, IMO, SDRA. Letalitatea a constituit 80 cazuri — 51,9%

Corelarea termenilor de deces cu Scorul Scalelor de Severitate GCS, APACHE Il 5i ISS

Scale de severitate Decese in functie de timp
24orel gr 2472 orell gr >72orelll gr
ISS 74,6 £6,2(+) 59,8 £9,2(++) 499+7,5(++)
APACHE Il 32,6 +7A(+) 28,6 +11,2(+) 204+7,7(+)
ICS 56,8 +12,8(++) 58,6 +6,2(+) 45,7 +83(+)
Noté: (+) — diferente statistic-concludente intre grupul I si grupele II i III (P<0,01); (++) - diferente statistic concludente intre grupele II si

11T (P<0,01)

In asa fel scorul mediu al severititii politraumatismelor coreleazi statistic concludent (p<0,01) pe scala ISS cu termenii de
deces constituind - 74,6 (I gr); 59,8 (II gr) si 49,9 (III gr).

De asemenea, s-a constatat o corelare statistic concludenti intre prima si a doua grupé de decedati pe scalele GCS si APACHE
IT si o corelare neconcludenti intre grupele de decedati II si III (9,10).

Acest lucru ne confirmi lipsa valorii predictive ale Scalelor GCS si APACHE II in prognozarea letalitatii tardive.

Dupéd cum am mentionat cauza deceselor dupa 72 ore este determinata in principal de complicatii infectioase.

In scopul evidentierii valorii predictive a ISS in prognozarea complicatiilor infectioase si a eficacitatii masurilor terapeutice a
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fost efectuata analiza retrospectiva a 1200 fige ale bolnavilor politraumtizati vizind complicatiile infectioase care au fost stabilite in
145 cazuri, ceea ce constituie 12.1% . In continuare am repartizat pacientii cu complicatii pe grupe de severitate a Scalei Severititii
Leziunilor (ISS).

Complicatii infectioase pe grupe de severitate a bolnavilor politraumatizati

Grade de severitate ISS
Complicatii infectioase 1gr < 25 baluri (medie) 2 gr 25-49 baluri 3gr> 49 baluri Total

n=480 (grava) n =490 (f.gravd) n=230 n=1200

Meningoencefalite - 12 (2,4%) 16 (6,95%) 28(2,3%)
Pneumonii, traheobronsite, empiem pleural 2(0,4%) 45(9,1%) 90 (39,1%) 137 (11,4%)
Supurarea pldgii operatorii, sau a traumei 2(0,4%) 27 (5,5%) 29 (12,6%) 58 (4,8%)
Tromboflebite - 14 (2,8%) 17 (7,4%) 31(2,5%)

Peritonitd - 1(0,2%) 2(0,8%) 3(0,25%)

Sepsis - 3(0,61%) 9(3,9%) 12 (1%)

Total bolnavi cu complicatii septice 4(0,8%) 102 (20,8%) 163 (70,8%) 269 (22,4%)
Letalitate - 19 (3,8%) 60 (26,1%) 79 (6,58%)

Datele prezentate ne atestd ca in prima grupé de bolnavi cu scorul de severitate pe ISS < 25 baluri s-au inregistrat 4 complicatii
infectioase sau 0.8%

In grupul II si I1I de severitate dupa scala ISS numirul complicatiilor infectioase creste proportional cu cresterea scorului
ISS, date statistic concludente (p<0,001) constituind astfel si o argumentare a necesitatii terapiei antimicrobiene precoce cu tel
profilactic (11).

Ponderea complicatiilor infectioase au constituit in I grup — 0,8%, gr IT -20,8% si gr III de severitate — 70,8%

in concluzie:

1. Scalele de severitate ISS, APACHE II, GCS constituie criterii obiective de evaluare a gravitatii politraumatismelor i contribuie
la ameliorarea deciziilor terapeutice, a calitatii asistentei acordate acestor categorii de pacienti

2.Scorul de Severitate al Leziunilor (ISS) constituie un criteriu predictiv mai eficient in conditiile serviciilor de terapie intensiva
in comparatie cu GCS si APACHE II pentru evaluarea obiectivd a severitdtii politraumatismelor, prognozarea complicatiilor
infectioase, a mortalititii (p<0,001) cét si in perfectionarea protocoalelor terapeutice

3. Scalele de severitate APACHE II si GCS pot fi utilizate pentru evaluarea obiectiva a riscurilor, a severitatii politraumatismelor
si prognozarea letalitétii in primele 72 ore de tratament in stationar

4.Scalele de severitate APACHE II si ISS au valoare predictiva si o validitate mai putin semnificativd in comparatie cu GCS in
politraumatismele cu componenta cranio-cerebrald grava.
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PROCEDURE-SPECIFIC PERIPHERAL NERVE BLOCKS

Gabriella lohom
Cork University Hospital, Ireland

Peripheral nerve blockade [PNB] is an anaesthetic technique, which renders specific body parts insensate to surgical stimuli
while permitting the patient to remain conscious. Peripheral nerve blockade may be used as a sole anaesthetic technique or as an
additional component of general anaesthesia. Significant benefits have been associated with the use of peripheral nerve block for
both patients and the healthcare institutions. Nonetheless, for a variety of reasons, nerve block techniques are under-utilised in
current anaesthetic practice.

The Department of Anaesthesia at Cork University Hospital Ireland has, as part of an international consortium (including
Bulgarian an Greek partners), been awarded EU funding under the Leonardo da Vinci Lifelong Learning Programme. to develop
an integrated web-based platform providing real time, remote interactive training in perioperative care of patients undergoing
orthopaedic surgery. As part of the project, we performed needs analyses of clinicians in this area, and we are going to apply the
e-learning system to training in procedures such as Peripheral Nerve Blockade. The system will be pilot tested at Cork University
Hospital and other UCC affiliated hospitals. The project is of two years duration ending in November 2010 (http://onlineortho.
ath.cx/). This internet-based performance support system is aimed at providing just-in-time, just enough and at the point of need
support to learners in remote areas in order to deal with complex authentic tasks in the context of problem-based learning.

Background

Firstly, nerve blocks are perceived as time consuming to perform, with a slow onset time and variable success rates using
traditional landmark, paraesthesia and single stimulation techniques. However, recent advances in nerve localization technology
such as multiple stimulation techniques and ultrasound guidance have seen a reduction in block performance time and improved
block success rates [1,2,3,4,5].

Secondly, the relatively small number of blocks performed resulted in limited ongoing training of anaesthetists in peripheral
nerve block techniques. Expertise was thus limited to a number of keen enthusiasts in a comparatively small number of centres
worldwide. As a result few specialists in anaesthesia training ever attain a level of competence with regional anaesthesia commensurate
with independent practice.

Finally, patient’s knowledge of anaesthesia techniques is limited. The most common public perception of the process of
anaesthesia is that of going to sleep during a surgical procedure and emerging from unconsciousness once the procedure has been
completed. Patient anxieties and attitudes toward regional anaesthesia focus on fears such as paralysis and permanent disability,
which limit the practice of regional anaesthesia [6]. Studies report that less than 25% of those surveyed, understood correctly the
process of anaesthesia, most believing that anaesthesia was merely a state of unconsciousness [7,8,9]. Similarly less than 25% of
people were aware that anaesthetists were physicians with specialist training [7]. One study reported that 35% believed anaesthetists
had no medical qualifications [8]. Therefore, published research suggests that a significant knowledge deficit exists amongst patients
and that fears regarding the use of regional anesthesia (peripheral nerve block) should be addressed.

It is evident that the practice of peripheral nerve block faces multiple barriers from the perspective of technical skills, surgical
acceptance and most importantly patient acceptance.

Needs analysis

Our need analysis within the On-line Ortho project sought to identify the learning needs of patients, surgeons, anaesthetists
and other peri-operative healthcare workers specifically related to peripheral nerve blockade. Patient awareness and acceptance
of PNB is essential. The patient survey highlights a knowledge deficit amongst patients with regard to the potential advantages of
PNB. Patient expectations centre on the provision of general anaesthesia, while most surveyed indicated willingness to accept PNB
if appropriate information were provided prior to surgery. A structured and timely anaesthesia preoperative visit may improve the
uptake of PNB. The surgeon, as the most common patient information source, has an important role to play.

The novelty of the PNB component of the On-line Ortho project lies with its procedure-specificity. Each surgical procedure
will have links to suitable PNB techniques, with preference for distal ones. Thus, surgeons will also be informed as to the most
suitable PNB techniques for each procedure.

Anaesthetists will not only find just-in-time, just-enough and at the point of need information on PNB suitable for individual
procedures, but learning will be enhanced by clinical demonstrations. The format should not just be a reproduction of a textbook,
but rather centred on problem-based learning. By increasing the block success rate, PNB may become widely accepted by patients,
surgeons and theatre staff.

Peripheral nerve blockade has proven benefits. By addressing the training requirements of medical staff more patients could
benefit from these evidence-based improved outcomes.

Procedure-specificity

It is defined by an adequate block with the least undesirable insensate limb [10] or loss of motor function.

Recommendations take into account the results of the need analysis, rely on existing evidence for recommending certain
blocks for certain procedures, and use repeated focus groups to make suggestions through personal experience and consensus
where evidence is lacking.
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Principles underlying the choice of appropriate blocks include: knowledge of the area/depth of surgery, the use of tourniquet
and the ambulatory nature of the procedure [15]. The anaesthetists’ armamentarium consists of a range of local anaesthetics and
a specific block/combination of blocks.

Successful nerve blocks depend on correct peri-neural needle and local anaesthetic injectate placement. Nerve stimulators are
worldwide the most frequently used method of nerve localization for peripheral nerve block. Motor stimulus is usually obtained
by delivery of current at a frequency of 2Hz and a pulse duration of 0.1 ms. The minimum stimulation threshold for peripheral
nerves in humans is variable. It is generally accepted that motor stimulus between 0.3 and 0.5 mA at 0.1ms is a safe and effective
nerve stimulation endpoint. It is important that the nerve stimulation criteria alone are not used in isolation to confirm correct
peri-neural needle placement. Suggested added criteria include the aforementioned stimulation parameters delivered via an
unrestrained and immobile needle, the sensation of penetrating the relevant fascia, a clear motor end point (e.g. flexion of medial
3 fingers at 0.3mA at 0.1ms for the median nerve), the disappearance of a muscular contraction following the injection of ImL of
local anesthetic solution (Raj Test), and painless injection without resistance [14].

A multi-stimulation technique where possible, provides greater block success than a single stimulation technique.

Another related advancement in the field (outside the scope of this synopsis) is progressive dose-reduction as a result of
accurate LA injectate placement [16, 17].

Examples:

Carpal tunnel surgery may be performed under local anaesthesia, median at elbow plus ulnar at wrist using a forearm tourniquet,
mid-humeral block using a short acting local anaesthetic (LA) on the radial and musculocutaneous and a long acting LA on the
median and ulnar components [11] or under an axillary block.

Block assessment is carried out following the performance of the block. Each nerve territory is examined separately for both
motor and sensory block. Incomplete blocks may be supplemented if necessary (at a more distal level or by local infiltration at
the surgical site)

A radiocephalic arterio-venous fistula may be peformed under a conventional axillary block, but also under a combination of
specific radial and musculocutaneous blocks at mid-humeral level [12].

A femoral or iliacus block may be part of multimodal analgesia for hip or knee surgery. By adding an obturator block, analgesia
for knee surgery is markedly improved [13].

For complete anaesthesia of the knee, of course, all terminal branches of the lumbar (femoral and obturator nerves) and
sacral plexi (sciatic nerve) need to be blocked. This could be achieved using a psoas compartment + parasacral or more distal
approaches.

All foot surgery may adequately be carried out under a combination of propliteal and femoral block using a calf tourniquet.

In conclusion, each clinical scenario is best managed by using the evidence-based judgement and procedural skill of the
attending anaesthetist.
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PROTOCOL TRANSFUZIONAL LA COPII

DOLGHIER LIDIA*, BOTNARU V.
Conf.univ, Dr.med. USMF ,Nicolae Testemitanu”

Anemia este o patologie frecventd la copii in general, iar pacientii pediatrici/copii din terapia intensiva 80% sunt cu Hb <
120g% la momentul interndrii. Dintre acestea 40% au nivelul Hb < 80 g%.

Definitie: Un pacient are anemie dacd nivelul de Hb sau numarul de eritrocite circulante este sub nivelul normal. Prezenta si
severitatea anemiei sunt determinate pe seama derivatiei Hb/Ht pacientului de la un nivel standard de valori normale.

Anemia are consecinte fiziologice importante:

- Ea scade continutul O2 a sangelui arterial

- Ea scade cantitatea de O2 transportat

- Ea scade consumul de O2 la nivel sistemic si local.

Tabelul 1. Valori normale Hb/Ht in pediatrie

Varsta Hb Ht
Sangele ombilical +165(16,5)g/1 55%
Nou-nascut 1zi +180(18,0)g/1 54%
1lund +140 (14,0)g/1 42%

3 luni +110(11,0)/g/1 30%

6 luni-6 ani +120(12,0)g/1 35%
7-13 ani +130(13,0)g/1 39%
>T14ani +140¢/1 42%

Impactul anemiei asupra dezvoltarii copilului este documentat de studii care demonstreaza cd anemia creste morbiditatea,
rata infectiilor si complicatiilor cardio-pulmonare, si scade rata de vindecare a pligilor postoperatorii, agravand pronosticul si
marind mortalitatea.

Cauze: Anemia are o etiologie plurifactoriala:

- Hemoragie

- Destructie crescutd de eritrocite

- Scidderea productiei de eritrocite.

Copii de varstd frageda sunt predispusi riscului de dezvoltare a anemiei grave din mai multe cauze, printre care deficienta de
Fe, infectii acute si cronice si de malarie.

La copii recoltarea de sange pentru analize de laborator este un factor important in instalarea anemiei, avnd in vedere
multitudinea si frecventa prelevirilor. Studiul ABC araté ci in medie se recolteazd 41ml/zi la un pacient in terapia intensivd — o
cantitate substantiald pentru copii a caror volum de sdnge constituie cateva sute de mililitri.

Pacientii critici cu status inflamator dezvoltd un tip de anemie ,,anemia starii critice”. Cauza este céd inflamatia care altereaza
raspunsul renal la anemie generand un deficit relativ de eritropoetina si in acest mod scazdnd productia de eritrocite.

Profilaxia anemiei

Cele mai rezultative, economic efective metode care sa previna ca anemia si devina atat de grava incét sd necesite transfuzii
de sange sunt:

- Detectarea precoce a anemiei ugoare $i moderate

- Profilaxia cauzelor provocatoare si inldturarea lor

- Supravegherea clinicé a copiilor predispusi la anemie

Aprecierea clinica a anemiei trebuie efectuatd pe seama examenului fizic si de laborator. Anemia usoard nu determina simptome
clinice evidente. Copilul cu anemie usoard va prezenta doar o usoard dispnee si tahicardie cu pastrarea poftei de méancare a
somnului normal i a activitatii fizice. Acest fapt se datoreaza mecanismului de compensare inndscut prezent la copii cdnd curba
de disociere Hb-O2 determina o crestere considerabila a capacitétii de livrare a O2 spre tesuturi, chiar daca nivelul Hb este scizut.
Din aceastd cauzd anemia usoard este detectabild prin testarea de rutina a Hb si Ht, mult mai rapid decat prin examinarea fizica
si anamneza.

Simptomele clinice ale anemiei depind de rapiditatea instaldrii, severitatea sa i varsta pacientului.

Capacitatea de compensare depinde de cauza si modul de instalare a anemiei. Pierderea acuta de singe implica o reducere
brusca a volumului sanguin §i a masei eritrocitare. Un asemenea pacient va prezenta semne de colaps vascular si hipoxie tisulara.
Cénd se pierd rapid mai mult de 30% din volumul sanguin, organismul nu poate compensa prin mecanisme usuale §i, drept
rezultat, vor prezenta hipotensiune persistentd si tahicardie. Dacé pierderea de volum sanguin depaseste rapid 40%, apar semne
de soc hipovolemic cu paloare extrema, sete de aer, confuzie, hipotensiune si tahicardie. Acestea sunt semnele perfuziei deficitare
ale organelor vitale ce necesita reumplere vasculard imediata.

Acest lucru nu se intampld cAnd anemia se dezvolta treptat, nu apare hipovolemie. In acest caz, modificarile debitului cardiac
si ale fluxului sanguin regional ajutid la compensarea pierderii capacititii de transport a O2, chiar cand nivelul Hb <80g/1. Poate



nta . i o Nr. Congresul Il International al SARRM
b/ Modica - Supliment_« Nr.3 (36), 2009 g 27

apdrea paloarea tegumentelor si a mucoaselor, dar acest lucru nu este concludenta la pacientii cu edem subcutanat sau piele intens
pigmentatd. De aceea trebuie examinate cu atentie patul unghial si santurile palmare ale méinii. Cand acestea sunt mai palide ca
pielea din jur, nivelul de Hb este de obicei mai mic de 80g/1. Copiii cu deficit sever de Fe acuza frecvent dureri la nivelul cavitétii
bucale, disfagie sau pofta neobisnuitd de a manca gheata sau pamént.

Mecanismele compensatorii sunt mai eficiente dacid se mentine volumul sanguin normal prin substitutia pierderilor cu
cristaloizi sau coloizi obtinem hemodilutie moderata care va reduce vascozitatea sanguind, imbunatatind microcirculatia, marind
aprovizionarea tesuturilor cu O2.

Volumul total sanguin
Nou-ndscut prematur 100 ml/kg
Nou-ndscut la termen 90 ml/kg
< 1lund 80-85 ml/kg
> 1lund 80 ml/kg
>1an 70 ml/kg
Adult 70 ml/kg

Semnele hipovolemiei

- Schimbarea culorii tegumentelor — paloare, acrocianoza

- Schimbarea respiratiei — dispnee

- Calitatea pulsului - scazuta

- ECG, ritmul cardiac - tahicardie

- Schimbarea gradului de constientd — pierderea constiintei in > 30% din cazuri

- Diureza - < 0,5 ml/kg/ord

- PVC-<8-10 cmH20

- Tensiunea arteriald — hipotonie

- Timpul de umplere capilara - > 2 sec

- T° periferica - scazuta

Copilul cu aceste semne de decompensare urgent va necesita terapie de sustinere:

- Pozitie semisezanda

- 02 ,terapie infuzionali cu cristaloizi sau coloizi

Recunoagterea semnelor de hipovolemie la copil este mai dificild, deoarece tahicardia poate fi cauzaté si de durere fizica.
Aparitia semnelor de hipovolemie se observa la pierderi peste 25% din volumul total sanguin. De aceea se va perfuza 25% din
volumul total al sangelui calculat la copilul traumat, in jet — doza de 20 ml/kg cristaloizi, initial, apoi la necesitate in dependenta
de raspunsul hemodinamic perfuzia se va repeta in total de 3 ori.

Copii cu rdspuns negativ sau tranzitor vor necesita transfuzie de sdnge sau interventie chirurgicald pentru a stopa posibila
sangerare.

Abordul venos la copii mici poate fi uneori foarte dificil de stabilit, mai ales la cei cu hipovolemie, cand venele periferice sunt
colabate. In cazul cand este dificil de abordat venele periferice, se poate de abordat:

- Venele centrale (femurald, subclaviculard, jugulara internd §i externa)

- Vena ombilical ( la nou-nascut)

- Venesectie cu canulare

- Sinus sagital superior

atunci se va alege calea intraosoasa in osul tibial care poate permite introducerea in circuitul sanguin al copilului in soc a
solutiilor de perfuzat necesare pentru mentinerea vietii. Se va puncta{ cu un ac special sau cu un ac pentru peridurala} partea
anterioard a osului cu 2-3 cm mai jos de zona de crestere epifizara. In urgenta solutiile vor fi introduse in jet cu seringa. Aceasta
cale se poate folosi la toate varstele, dar mai efectiv pana la 6 ani.

Pand la decizia de a transfuza sange sau derivate se vor folosi maximal posibil metode de economisire (micsorare) a pierderilor
sanguine:

- Medicamentoase —eritropoetind umana, preparate de Fe, etamzilat, vit. K, acid aminocapronic, desmopresina, hipotensiune
controlatd, anestezie regionald, preparate hemostatice cu actiune locala, etc.

- Nemedicamentoase — hemodilutie normovolemicd, transfuzie autologd, electrocoagulare, metoda cell-saver, garou,
pozitionarea corecta a pacientului pe masa de operatie, tactica anesteziologicd corecta (evitarea tusei, episoadelor hipertensive si
a tahicardiei, hipercapniei,), etc.

- Excluderea medicatiei anticoagulante.

Important este evalua, indicatia transfuziei nu numai dupé valoarea Hb/Ht ci i in dependenta de aparitia la pacient a semne-
lor de hipoxie si/sau hemoragie necontrolatd. Copilul cu anemie moderata, dar cu o pneumonie va necesita mai mult O,, deci si
transportatorul lui - eritrocitele, decat altul cu o anemie grava, dar intr-o stare stabila ce poate sa nu necesite transfuzie.

Copiii cu anemie gravd mai rar prezinta insuficientd cardiaca congestiva. dispneea este de obicei de acidozd. Cu cat mai grava
este hipoxia si starea copilului cu atat mai precoce este necesar de initiat transfuzia.
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Indicatii pentru hemotransfuzie la nou nascuti

(din Ghidul National de Perinatologie)

1)Hemoragii acute > 5-10% din volumul sanguin circulant (Ht < 40%)

2)$oc hipovolemic cu hemoragie necontrolata

3)Hb < 130 g/l la nastere

4)Hb 100-120 g/1 ( Ht 30-35%) la copii cu maladii respiratorii grave

5)Hb 60-100 g/1 (Ht 20-30%) la copii cu insuficientd cardiacd contractild si alte stdri grave
6)Hb < 60 g/l (Ht < 20%) cu reticulocite 100x10%/1

Indicatii pentru hemotransfuzie la copii cu varsta < 4 luni

(din Ghidul National de Perinatologie, ASA)

1)Pierderi acute de sange > 10%

2)Hemoglobina <100 g/1 (Ht < 30%) cAnd nou-ndscutul:

- Este conectat < 35% la cort cu O,

- Este conectat la O, prin canuld nazald

- Este conectat la CPAP/IMV cu presiunea medie a fluxului de aer < 6 cmH20

- Are apnee semnificativa sau bradicardie

- Are tahicardie sau tahipnee semnificativé

- A addugat putin in greutate

3)Hemoglobina < 120 g/1 (Ht < 36%) c4nd nou-néscutul:

- Este conectat < 35% la cort cu O,

- Este conectat la CPAP/IMV cu presiunea medie a fluxului de aer > 6 cmH20

4)Hemoglobina < 150 g/l (Ht < 45%) cAnd nou-néscutul:

- Are ECMO - oxigenarea membranei extracorporale

- Are boald cardiacd cianoticd congenitala

Atentie! In caz de transfuzie la copii in varstd de pana la 4 luni trebuie determinate suplimentar grupele OAB/Rh, anticorpii
si la mama copilului.

Indicatii pentru hemotransfuzie la copii cu varsta 4 luni-7 ani

(dupa ASA)

1)Pierdere acutd de sange > 15%

2)Hemoglobina < 80 g/1 (Ht < 24%), in special cu simptome/semne de anemie
3)Hemoglobina < 130 g/1 (Ht < 39%) cu:

- Boald pulmonara grava

- ECMO

3)Programe de transfuzii continue pentru anumiti pacienti cu:

- Anemia celulelor in secera/anemia falciforma

- B-talasemie

Indicatii pentru hemotransfuzie la copii cu varsta > 7 ani

(dupa ASA)

1)Pierdere acutd de sange > 15%

2)Hemoglobina < 70 g/, Ht < 21%

3)Anemie simptomatica la pacient normovolemic indiferent de Hb si HT

4)Pierdere acutd de sange cu semne de oxigenare inadecvatd, indiferent de Hb si Ht

5)Hemoragie acuta continua - indiferent de Hb si Ht - transfuzie masiva

6)Inductia tolerantei imune, indiferent de Hb si Ht

7)Schimbul de celule rosii - ex. in cazul anemiei celulelor in forma de secerd, infectiilor de malarie

Indicatii pentru hemotransfuzie la copii

(dupa OMS)

1)Hb < 40 g/l (Ht < 12%), indiferent de starea clinicé a copilului

2)Hb 40-60 g/1 (Ht 13-18%), cand este dereglata constienta si se observa dispnee
3)Hiperparazitemie (>20%), malarie etc.

Indicatiile de transfuzie de concentat trombocitar pentru pacientii cu varsta pana la 12 luni

1) Transfuzii profilactice:

a. Pacientilor cu insuficientd in producerea plachetelor sanguine cAnd numaérul acestora < 10x109/1
b. Alti pacienti cAnd numarul plachetelor < 30x109/1

2)Hemoragie activi sau interventie chirurgicali iminents daca numarul trombocitelor < 50x10%/1
3)Hemoragie sau interventie chirurgicala cu implicare SNC daca nr. de trombocite < 100x10%/1
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Indicatiile de transfuzie de concentat trombocitar pentru pacientii cu varsta peste 12 luni

1)Profilaxie (pacienti fira hemoragie, nu sunt programati pentru interventie chirurgicald)

a. Nr. de trombocite < 10x10°/1 la pacienti cu defecte in producerea trombocitelor

2)Pentru hemoragii microvasculare difuze sau procedura invaziva iminenta

a. Nr de trombocite < 50x10%/1 sau nr. nu este disponibil

b. Nr de trombocite < 50x10°/1 sau nr. nu este disponibil in perioada sau ulterior:

i. Bypass-ului cardio-pulmonar

ii. ECMO

iii. Hemoragie/interventie chirurgicald cu implicare SNC

3)Pacienti cu sangerare/hemoragie microvasculard diseminata si defect calitativ al trombocitelor, indiferent de nr. de

plachete

Dozarea concentratului trombocitar

O Pentru Copii: 5-10 mL trombocite/kg

— < 15 kg - 1 unitate 30-50 ml (60 x 109/1)

— 15-30 kg - 2 unitati 60-100 ml (120 x 109/1)

— > 30 kg - 4 unititi 120-400 ml (240 x 109/1)

Transfuziile de PPC

1)Indicatii Clinice

- Coagulopatie generalizata cu sangerdri active

- Reversarea urgenta a efectului anticoagulantelor (ex. warfarin);
- (scos: Deficitul factorilor II, V, VIII, IX, X, XI, XIII , CID;)

- Plasmofereza pentru TTP, HUS, HELLP.

- Contraindicatii: Nu trebuie folositd pentru:

O Pentru a méri volumul circulator al singelui;

O Drept sursa nutritionald;

O Pentru a substitui concentratia factorului care nu este disponibil), (ex. dacé pacientul care sdngereaza are hemifilia A si

concentratul de factorul VIII este disponibil, se va folosi mai intai acest concentrat);

O Pentru a actiona impotriva efectului anticoagulant al heparinei.
3)Criteriile de Transfuzie: Trebuie sa fie ABO- compatibild cu pacientul;
4)Dozarea: Determinata de situatia clinica si masa corpului; in general, 15 mL/kg pentru incércare §i 10 mL/kg pentru

mentinerea hemostazei.

5)Plazma se transfuzeaza de obicei in get.,durata transfziei max.30-60min.

Transfuziile de Crioprecipitat

1)Indicatii Clinice

- Corectarea deficientei factorului VIIL in lipsa unui anumit concentrat de factor;

- Deficienta factorului XIII, (desi de obicei in acest scop este folositd PPC);

- Hipofibrinogenemia (ex. in CID c4nd concentratia fibrinogenului este < 80-100mg/1)

- Maladia Willebrand (in lipsa unui anumit concentrat de factor);

- Sursa a cleiului fibrinic

- Criteriile de transfuzie: ABO nu este de obicei important;

2)Dozare: doza se calculeaza in unitati internationale si este in functie de gravitatea procesului si manifestarilor clinice.

Metodica transfuziei in pediatrie
Toate componentele sanguine labile trebuie transfuzate folosind utilaje speciale pentru pentru hemotransfuzie cu filtre de

120-200y si vor fi strict exploatate conform instructiunilor obligatorii prezentate din partea producatorului.

- Efectuarea testelor ABO a pacientului si produsului si testelor de compatibilitate OAB/Rh intre pacient si componentul

sanguin (atunci cdnd se transfuzeaza eritrocite).

- Se vor folosi de preferinta pungi mici pediatrice (pentru a preveni infectdrii)

- Se va verifica strict volumul si viteza infuziei pentru a evita pericolul supraincércarii circulatorii

- Incepeti transfuzia incet, 2 ml/minut, apoi mariti viteza pani la rata recomandat:

a. Aproximativ 1-2 ore pentru concentratul eritrocitar

b. Trombocite §i plasmd, aprox. 30-60 minute la o unitate

c. 4-ore maximum timpul pentru infuzie

- Lanoinascuti cand se transfuza unui pacient cu masa corpului > 20 kg/24 ore, concentratul eritrocitar trebuie s fie recoltat

< 5-7 zile, (varsta/durata de pastrare a concentratului este importantd in transfuzii mai mici) (< 20 ml/kg/24 ore)

- In caz de soc hemoragic rata transfuziei va fi determinati de citre medicul curant.
- Daci exista de edem pulmonar sau insuficientd cardiaci se va indica i/v furosemid 0,5 mg/kg repetat pand la doza maxima

de 20 mg/kg.

- Pacientul transfuzat se va monitoriza atent pentru a se observa urmétoarele:
- Temperatura
- Frecventa respiratiei i a pulsului
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- Tensiunea arteriald

- Potentialele reactii cutanate transfuzionale

- Simptoame sau semne de soc

- Semne de hemolizd (ex., urina de culoare rosie)

- Hemoragii din locurile punctiilor (ex. CID)

- La 1-4 ore dupd finisarea transfuziei se va verifica concentratia Hb si Ht, (la transfuziile de concentrat de eritrocite),
concentratia trombocitelor (la transfuziile de trombocite), parametrii de coagulare (la transfuziile de plasmad sau crioprecipitat).

- Daci se vor aprecia nivele joase de Hb si/sau Ht, se va transfuza repetat 5-10 ml/kg masi eritrocitara din acelasi pachet
(acelasi donator).

- Ulterior de efectuat tratamentul complex al anemiei pentru asigurarea stabilitatii hematologice si clinice.
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MULTIMODAL ANALGESIA IN TRAUMA PATIENTSIN ICU

Gregoretti C.
Turin, Italy

Abstracts

Treatment of the trauma patient has evolved rapidly in the past decade. Nevertheless, the treatment of pain as part of overall
trauma management has been relatively neglected. Although recent publications suggest that the assessment and treatment of pain
in trauma have improved, most studies still document inadequate analgesia..Following the initial resuscitation of trauma patients,
the pain experienced may be divided into a ‘background’ pain and a ‘breakthrough’ pain associated with painful procedures in ICU
(e.g. tracheal suctioning, chest tube positioning, staple removal and wound-dressing, bathing in major burn patients.)

Background pain may be treated with intravenous opioids via continuous infusion or patient-controlled analgesia (PCA) and/
or less potent oral opioids, epidural analgesia or with continuous regional blocks, The aim is to reduce patient anxiety, improve
analgesia and ensure immobilization when required. Untreated pain and improper sedation may result in psychological distress
such as post-traumatic stress disorder, major depression or delirium and activation of inflammatory response

During painful procedures the most reliable way to administer drugs is intravenously. Fast-acting opioids can be combined with
propofol or benzodiazepines. Adjuvant drugs such as clonidine, low dose ketamine, magnesium and paracetamol (acetaminophen)
have also been used to realize a multimodal drugs approach both in the treatment of background pain as well as during procedural
pain. Patients in spontaneous breathing may only receive ketamine will usually maintain spontaneous breathing. This is an important
feature in patients with heat trauma (major burn) who are continuously turned during wound dressing procedures and where
analgo-sedation is often performed by practitioners who are not specialists in anaesthesiology.

However, it must bear in mind that trauma patients often show an altered pharmacokinetic and pharmacodynamic response
to drugs as a result of altered haemodynamics, protein binding and/or increased extracellular fluid volume, and possible changes
in glomerular filtration.

Educating the staff to perform early routine assessment of pain and to be familiar with the administration of analgesia are key
elements to improved pain management in trauma.. Further developments are needed in order to provide safer and more effective
analgesia to the trauma patient
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ROLE OF PHYSIOTHERAPY FOR ADULT PATIENTS
WITH CRITICAL ILLNESS

Gregoretti C.
Turin, Italy

Abstracts

Long-term complications of critical illness include intensive care unit (ICU)-acquired weakness and neuropsychiatric
disease. Immobilisation secondary to sedation might potentiate these problems. Critical illness can last from hours to months,
depending on the underlying pathophysiology and response to treatment. It carries high morbidity and mortality rates, and
the associated care is a major determinant of healthcare costs. The evolution of intensive care medicine and integrated team
management has greatly improved the survival of critically ill patients. In view of the high costs associated with ICU, every
attempt should continue to be made to prevent complications and appropriately treat the primary underlying pathophysiology
to minimize length of stay in ICU. There are common complications particularly associated with a prolonged ICU stay,
including deconditioning, muscle weakness, dyspnoea, depression and anxiety, and reduced health-related quality of life.
Chronic critical illness is associated with prolonged immobility and intensive care unit (ICU) stay and accounts for 5-10%
of ICU stays, a proportion that appears to beincreasing . Because of these detrimental sequelae of long-term bed rest, there is
a need for rehabilitation throughout the critical illness and thereafter , to address these effects. The amount of rehabilitation
rehabilitation performed in ICUs is often inadequate,

A strategy for whole-body rehabilitation-consisting of interruption of sedation and physical and occupational therapy in the
earliest days of critical illness-was safe and well tolerated, and resulted in better functional outcomes at hospital discharge, a shorter
duration of delirium, and more ventilator-free days compared with standard care.
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ENTERAL NUTRITION IN SEVERE ACUTE PANCREATITIS. QUESTIONS
LOOKING FOR ANSWERS

Grigoras loana, MD, PhD

University of Medicine and Pharmacy “Gr.T. Popa”
Anesthesia and Intensive Care Department
University Hospital “St. Spiridon’; lagi, Romania

The nutritional policy in acute severe pancreatitis changed dramatically in the last two decades. After years of recommendations
for nihil per os combined with total parenteral nutrition, the policy moved to enteral nutrition delivered by jejunostomy combined
with total parenteral nutrition, than changed to only (if possible) enteral nutrition. Than enteral nutrition by nasojejunal tube was
advocated. Lately intragastric nutrition in acute severe pancreatitis is under scrutiny.

The “classical” recommendation nihil per os aimed the pancreatic rest. Meanwhile the caloric needs should be delivered by total
parenteral nutrition. Fasting has a lot of deleterious consequences: villous atrophy, decreased splanhnic blood flow, loss of epithelial
tight junctions, decreased secretion of bile salts and IgA, decreased gut associated lymphoid tissue(GALT), bacterial overgrowth
and bacterial translocation. The impaired GALT alters the macrophage priming, promotes the release of cytokines, free oxygen
species and arahidonic acid metabolits, all of them resulting in enhanced inflammatory reaction and systemic inflammatory
response syndrome (1,4,6).

By contrast, enteral nutrition preserves the integrity and the barrier function of intestinal epithelium, enhances blood
flow, avoids bacterial overgrowth and bacterial epithelial adhesion and prevents bacterial translocation. It is important to
stress that infection of pancreatic necrosis is due to enteral bacteria (1,4,6). Thus, enteral nutrition is not only a support
intervention, but a therapeutic one because it may directly influence the evolution of the disease by preventing infection of
necrotic tissue. It also promotes bowel movements, shortening the duration of paralitic ileus and decreasing intra-abdominal
pressure.

Taking into account that 65% of total immune tissues and 80% of immunoglobulin producing tissues belong to the digestive
tract (gut-associated lymphoid tissue -GALT and mucosal-associated lymphoid tissue -MALT), enteral nutrition has an important
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effect upon the local and systemic immune response during acute severe pancreatitis. In conclusion, fasting promotes inflammation
and enteral nutrition promotes appropriate immune function.

Several studies and meta-analysis investigated different parameters (infection rate, morbidity, mortality, rate of surgery, ICU-
and hospital length-of-stay, costs) in patients with acute pancreatitis comparing enteral versus parenteral nutrition (1,4,8,10). The
last (2008) Cochrane meta-analysis showed that rates of mortality, hospital length-of-stay, local or systemic infections and of other
complications favor enteral nutrition (19). Parameters of immune response also favor enteral nutrition, which results in lower rates
of SIRS, sepsis, multiple organ dysfunction syndrome and mortality.

All these evidences translated into guideline recommendations of the European Society of Enteral and Parenteral Nutrition (7).
Whenever possible in acute severe pancreatitis enteral nutrition should be used (grade A). If needed, parenteral nutrition may be
associated to support energy and nutrients requirements. Whenever possible, the oral route should be used, if not, the alternative
is endoscopically placed naso-jejunal feeding. Feeding jejunostomy may be performed during surgery. Standard enteral formula
are well tolerated.

Today a consensus has been reached considering early enteral nutrition as standard of care in acute severe pancreatitis due to
promotion of appropriate immune response, shortening and improvement of disease evolution, decreased infection and surgery rates
and diminished costs. However, despite knowledge and commitment, the application of these principles into the daily practice is not
an easy task. Enteral nutrition in acute severe pancreatitis is still associated with many questions, which are looking for answers.

Who needs nutritional support?

In mild/moderately severe acute pancreatitis the is no need for nutritional support due to the rapid resolution of the disease.
Fating is still reccommended for about 48 hours. By contrast, in acute severe pancreatitis early enteral nutrition is crucial for the
course of the disease. But early recognition of the severe form is sometimes difficult and clinical, laboratory parameters or scores
predict with variable accuracy the severity of the disease.

Which is the best route for enteral nutrition?

The degree of pancreatic stimulation depends upon the route of feeding delivery. Oral feeding is associated with the highest
pancreatic secretion due to the cephalic phase (smell, taste) — resulting in the fasting recommendation. The lowest is associated
with deep jejunal feeding, resulting in jejunostomy feeding. But the tendency to avoid surgery in acute severe pancreatitis precluded
jejunostomy and promoted the endoscopically placed nas-jejunal tube as standard route. Double lumen tubes are recommended
(the jejunal lumen for feeding and the gastric one for decompression). In fact, a lot of difficulties are connected with the use of the
naso-jejunal tube (frequent duodenal obstruction due to enlargement of the pancreatic head, frequent displacement into stomach,
need for a very experienced endoscopist). Lately naso-gastric tube feeding was investigated in acute severe pancreatitis (17,20,21).
The results are encouraging demonstrating not only that disease evolution is not worse, but even shorten. But also this route is
associated with difficulties (delayed gastric emptying due to duodenal obstruction and paralitic ileus, risk of regurgitation and
aspiration).

How early is early?

All advantages of enteral nutrition may be achived with early, but not with late enteral feeding. But how early is early in patients
with delayed gastric emptying and ileus? Some favor the introduction of enteral nutrition in the first 72 hours (16), others in the
first 6 hours (17). Guidelines recommend as early as possible, in the moment it is tolerated. The tolerance should be individually
evaluated due to the large interpersonal variability.

How to deal with digestive intolerance? How to achieve the targeted amount?

Introduction of enteral feeding should be gradual. The starting rate is 15-20ml/hour and it is increased progressively every
24-48 hours until the total amount of 25kcal/kg/day is achieved. Every 3-4 hours a check of residual volume should be performed,
because it may signal the retrograde (stomach) tube displacement. The actual recommendations promote continuous delivery 24
hours/day.

What formula should be used?

Nutrients stimulate the exocrine pancreatic secretion to different degrees, lipids most and carbohydrates least. ESPEN
recommendations include semielemental (small peptides) or elemental (aminoacids) with low content in long-chain fatty acids
(grade A). Standard formulas may be used as well. Carbohydrates administration should be accompanied by insulin in order to
achieve normoglycemia, a difficult goal in acute severe pancreatitis.

Is there a role for TPN?

In mild/moderate acute pancreatitis parenteral nutrition is contraindicated because it may worsen the evolution. In acute
severe pancreatitis parenteral nutrition may be used when access to/amount of enteral feeding is impossible/inappropiate. Early
(the first 48-72 hours) parenteral nutrition is contraindicated because it may aggravate the evolution. It may be introduced after
5 days, when failure of access or proper amount of enteral nutrition was documented.

Is enteral nutrition supportive or therapeutical intervention?

The patient with acute severe pancreatitis has intense hypercatabolism. Nutritional support doesn’t aim to convert catabolism
to anabolism, but to prevent energetic exhaustion and to preserve the visceral mass. The multiple advantages of enteral nutrition
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displace parenteral nutrition, which dominated for decades the scene of nutrition in acute severe pancreatitis. The capacity of
enteral nutrition to influence the acute phase response, the systemic inflammatory reaction and the infection rate recommend it
as a therapeutical intervention promoting enhanced recovery.

In conclusion, enteral nutrition in severe acute pancreatitis is not an easy task and needs a lot of commitment and dedication.
But, despite difficulties its early and “obstinate” application may favorably influence the evolution of the disease.
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TRANSFUSION POLICY IN CRITICALLY ILL PATIENTS

Grigoras loana, MD, PhD

University of Medicine and Pharmacy “Gr.T. Popa”
Anesthesia and Intensive Care Department
University Hospital “Sf. Spiridon’; lagi, Romania

Anemia is a common and early condition in critically ill patients. 29% patients have Hb < 10g% at ICU admission (1). 95%
patients have anemia in the 3rd ICU day (2). We studied the incidence of anemia in 132 critically ill patients with long ICU stay
(>7 days) and found it presence in 110 (83.33%) patients at ICU admission and in 126 (95.45%) patients at ICU discharge (3).

Causes of acquired anemia in intensive care patients are blood loss due to surgery, trauma, gastrointestinal bleeding or medical
procedures (mainly phlebotomy), hemodilution, decreased red blood cell production or increased distruction and others (4).
Phlebothomy may result in 30-70ml blood withdrawal/day (1,2). In critically ill patients an increase of 3,5ml/day withdrawn blood
doubles the risk of transfusion (5). The amount of blood withdrawn by phlebotomy decreases over time during ICU stay, mainly
due to decreased number of ABG (5).

The critical illness is frequently associated with inflammatory status. The proinflammatory cytokines (TNFa, IL-1, IL-6)
result in failure of circulating EPO to appropriately increase in response to Hb reduction (relative EPO deficiency), inhibition of
erythrocyte production (relative EPO resistance) and decreased iron availability (6,7,8). Corwin terms this status as anemia of
critical illness.

Iron metabolism is severely altered in during critical illness. The main features are decreased iron availability for erythropoesis
and increased iron storage (9). Markers of iron metabolism alterations during inflammation are decreased serum Fe, decreased
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serum transferrin, decreased transferrin saturation and increased serum ferritin. This status is termed functional iron deficiency
(FID) (10). Critically ill patients with FID have a longer ICU stay compared with those without FID (11).

Taking into account that severity of iron metabolism disturbances parallel the inflammatory status (12), can ferritin be used
as a prognostic marker in critical illness? In ICU patients with long ICU stay higher the SOFA score, higher the maximal ferritin
level and nonsurvivors have higher ferritin level compared with survivors (13). Mortality of ICU patients significantly corelates
(p<0.01) with an increase of serum ferritin >300ng/ml during ICU stay (13).

During ICU stay Hb has a steady tendency to decrease over time. Despite the fact that Hb values on ICU admission may vary
widely, after 14 days of ICU stay the Hb values tend to converge (14).

Blood transfusion is a common occurrence in ICU patients. Three landmark studies are dedicated to transfusion policy in
critically ill patients: TRICC study (Canada, 838 patients, 25 ICUs, over 3 years) (15), ABC study (Europe, 3534 patients, 146
ICUs) (1) and CRIT study (SUA, 4892 patients, 284 ICUs) (2). The incidence of blood transfusion in critically ill patients is as
high as about 40-65% (1,2,5). In our ICU the incidence is about 60% in patients with long ICU stay (14). In our study over 50% of
transfusion are given in the first ICU day, the incidence decreases along ICU stay and a transfusional event increases Hb level with
an average of 0,89g% (3). The reported indications for blood transfusion vary widely: active bleeding, low Hb level, postoperative
status, need to increase oxygen delivery and others. Reported Hb transfusion trigger vary between 7-8,6g% (1,2,5,15). In our study
Hb transfusion trigger was 7.83 + 2.30g% (3). However the actual transfusion policy relies not on a specific Hb figure, but on the
need to increase tissue oxygen delivery.

Transfusion policy in critically ill patients changed over time. Former recommendations encouraged blood transfusion in
ICU patients with Hb <10g%. Due to several risks and side effects, mostly due to immunodisreggulation, blood transfusion was
placed under scrutiny. Starting with the reported results of TRICC study, which documented that transfused ICU patients had a
higher mortality compared with non-transfused patients, despite the fact that mean Hb level was much lower in this later group
(15), restrictive transfusion policy was promoted and several studies were dedicated to investigate the relation between different
blood transfusion policies and mortality. In our study mortality was significantly higher in ever transfused (65%) compared with
never transfused (20%) critically ill patients with long ICU stay (3). Multivariate analysis identified SOFA scores and transfusion
status as independent risk factors for mortality (3). Despite the fact that a lot of papers demonstrated the increased mortality rate
in transfused critically ill patients, a recent paper published by JL Vincent from the European SOAP study showed no correlation
between mortality and transfusion status (16).

In conclusion, when is blood transfusion indicated in ICU? The indication according to a specific Hb transfusion trigger is
no longer accepted. The decision to transfuse should be made according a case-to-case judgment, which should take in account
the specific features of each patient (actual status of tissue oxygen delivery and its match with oxygen consumption, coexisting
diseases, risk of ischemic events, transfusion risk/benefit ratio, s.0.).

General recommendations for clinical practice: if Hb is <6g%, blood transfusion is probably indicated, but not mandatory; if
Hb is >10g%, transfusion is usually contraindicated; when Hb is 6-10g%, perform an evaluation of tissue oxygenation, take into
account other means to increase oxygen delivery and indicate blood transfusion only after weighting risk/benefit ratio.
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HOW TO ATTRACT A YOUNG PHYSICIAN TO OUR PROFESSION- OR
THE ANATOMY OF A FAILURE

GURMAN Gabriel M.
Professor Emeritus of Anesthesiology and Critical Care, Ben Gurion University of the Negev, Beer Sheva

Introduction

Medical literature is full of papers trying to explain the psychological drive of young people to become physicians: an interesting
life experience, a profession with a meaning and an aim, which offers a social position and prestige and also a nice financial
incentive.

Indispensability, the desire to help people, to get respect and access to science, have been for centuries the main reasons to
select medicine as a future profession.

But today the situation is changing in the sense that some negative aspects of the profession (heavy work, badly structured
residency track, significant decrease of respect offered by the patient and not least inadequate wages) weight more and more in
taking a decision which would influence one’s whole life.

In the last years Anesthesiology, one of the youngest medical specialties, became a victim of this new situation all over the
world and a real shortage of professionals in this domain is felt.

The well recognized shortage of anesthesiologists in many countries just worsens a situation in which demand for anesthesia
services increases all the time.

In spite of the fact that anesthesiologists in many countries won a respectful position in the medical community, they are still
considered practitioners of a service profession, a peripheral one, not always adequately reimbursed.

The aim of this presentation is to analyze the situation of this profession in Israel and also to offer colleagues from other
countries an example of how things can go from bad to worse if efficient steps have not been taken in time.

Anesthesiology manpower in Israel.

Since the creation of the state in 1948, Israeli Anesthesiology faces a real paradox.

Although the number of anesthesiologists per 100,000 (around 10-11) inhabitants is similar to that of other countries, only
12% of them graduated in an Israeli medical school and in the last years less than 1% of the Israeli alumni chose anesthesia as their
future career. Among Israeli anesthesiologists younger than 40, only 8% graduated a local medical school.

The discrepancy between the rather high number of anesthesiologists and the very low rate of Israeli medical schools
alumni who become anesthesiologists is easily explained by the fact that 88% of the current anesthesia manpower in this
country comes either from immigration (the largest part) or from those Israeli citizens who studied medicine abroad. It is
worthwhile to mention that as per the year of 2006 65% of the Israeli anesthesiologists have graduated a medical school in
the former Soviet Union!

But, according to official data, the overall emigration to Israel significantly decreased in the first decade of this century and
this became the main explanation for the current severe shortage of anesthesia workforce in this country (75% of anesthesia
departments indicated a serious need for new physicians, specialists and residents too).

Since a similar shortage is encountered in other countries all over the world, the situation in Israel might become even serious, due to the
fact that many Israeli physicians prefer to work abroad, in more affluent countries, because of the better work conditions and payment.

A survey presented by us in 2008 also showed that the state of well being among Israeli anesthesiologists does not contribute
to the solution of workforce in this country.

Although the well being feelings among the Israeli anesthesia residents is much better today than 20 years ago, the Israeli
anesthesia specialist, in comparison to other countries and to 20 years ago feels much worse. The explanations offered for these
survey results include low basic income, a need for working additional hours and look for an additional place of work in order to
supplement the meager monthly income.

Another survey (presented in 2008 by Dr Zeev Goldik) brought some very disappointed data about the perception of the
anesthesiologist’s job in the eyes of the Israeli public. Even if the data showed some improvement in the last decade, in 2008 only
67% of the public knew that the anesthesiologist is a physician, only 33% considered the anesthesiologist in charge with patients life
and only 50% of the responders thought that the selecting the type of anesthesia is part of the anesthesiologist’s job description.

Previous attempts to ameliorate the situation.

The dangerous trend of not choosing anesthesia as a future career among young Israeli physicians is well known. A paper
published by us in 1977 in Israel showed that the average young physician was not eager to include anesthesia on the list of profession
to be selected as a professional career. The responders indicated the flaws of the profession: a service specialty, weak contact with
the patient, the negative image of the profession in the medical community, boredom and not enough financial remuneration.

Unfortunately, the medical system in this country was pleased with the permanent influx of anesthesiologists coming from
abroad and did not initiate a serious program for mending the situation.

During the last decades of the previous century special initiatives have been taken, mainly by the professional organizations.
An increase in the monthly income, creation of more professional units (neuroanesthesia, cardiac anesthesia, pediatric anesthesia,
etc) accompanied by a better salary for those in charge, special grants for new residents, all these have been tried in the past but
all have failed.
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How this sad situation could be explained?

The fact that critical care medicine (since 1994) and lately pain management have been separated from anesthesia and ceased
to be an integral part of this profession significantly contributed to the actual shortage of manpower.

In the eyes of the public opinion and Israeli medical community Anesthesiology remains a peripheral specialty , since no
serious effort to change the public mind was done ever. The “immigrant profession “label prevents young physicians to seriously
consider anesthesia as a real alternative to be selected for a future career.

A recent case in an Israeli court, where a senior anesthesiologist was sent to eight years in prison for a death produced by a
halothane overdose shattered the sensitive balance between the advantages and drawbacks of this profession and increased the
young physician reluctance to approach anesthesia as his/her future career.

The future

The short- and long-term implications of this situation are clear.

A decrease in the availability of elective surgical facilities is already a sad reality.

Less anesthesiologist will be soon free to take part to the patient care in the extra-OR domains (sedation, labor room, pain
management, etc).

There will be a delay in retirement of old specialists, which means that old physicians will go on and work hard, 24 hours a
day, 7 days a week, in spite of their advanced age.

More professionals would leave the country looking for better places to work and live.

But the most serious danger is the Israeli medical system intention to replace physicians with nurses in order to cover the
increasing demand for anesthesia services. Plans in this direction have been already published and their implementation is just a
question of time.

It is obvious for everyone that in the future we will not be able to select the best candidates for anesthesia residency track,

el

which means strengthening the old adage, “fist come, first serve

Any solutions ?

A glance into the literature will uncover a long list of measures recommended in order to correct the current situation, which
once again is not peculiar for Israel only: a higher income, better work conditions, expansion of the anesthesiologist’s role outside
the OR.

Some proposed including non-medical personnel in anesthesia, by copying the American system. We consider this idea a
negative incentive for a young physician in his/her efforts to find a proper field for training.

One thing is sure: a large and sustained public campaign is more than necessary.

The public opinion has to get a chance to know more about our profession, about the simple fact that while the surgeon is
responsible only for the operation success the anesthesiologist is in charge with the patient life!

Improvement is still far away.

But things are to be done and quickly, because “if we will not make the future, the future will make us”

ORGAN DONATION AND THE ANESTHESIOLOGIST

GURMAN Gabriel M
Professor of Anesthesiology and Critical Care, Ben Gurion University of the Negev Beer Sheva, Israel

Introduction

Apparently, there this no need for a job description of the anesthesiologist in the domain of organ donation. Obviously,
he/she is a member of the medical team which acts inside but also outside the operating room (OR) during all stages of
organ donation.

A short enumeration of the anesthesiologist’s activities in this field will include:

« diagnosis of brain death in ICU

« preservation of cardiac activity after brain death till organ recovery (harvesting)

o preservation of heart and kidney functionality after the diagnosis of cardiac arrest (in the case of a non-heart-beating
donation- NHBD)

« participation to the discussions related to a possible organ donation with the deceased family

« preserving blood circulation just before organ recovery

« performing anesthesia for organ transplantation

Anesthesia for organ transplantation is not part of this presentation, which deals solely with the anesthesiologist role in organ
donation.
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A case in the Intensive Care Unit

Let’s imagine a patient who is brought into the ICU in a very serious condition. He is unconscious, intubated and ventilated and
needs vasopressors for keeping his cardiac function into acceptable range. A fist supposition would be that the patient condition
is irreversible and indeed, his condition progressively deteriorates.

From the point of vu of possible organ donation, what could be the scenario?

The patient can become brain death, which is death of entire organism.

He might develop a sudden cardiac arrest impossible to resuscitate, or in spite of the vigorous treatment, he stays comatose
(Glasgow Coma Scale 3) and is soon expected to have a cardiac arrest. In all three cases, the patient-now dead- can become a
candidate for organ donation, but from this very point the scenarios would go in completely different directions for each of the above
possibilities. Beside, each of the above developments is accompanied by too many logistic and especially ethical difficulties.

In the first scenario, the patient would become brain dead, a special committee would confirm the diagnosis (irreversible
and very extensive brain damage, no cardiovascular or respiratory activity without assistance and cessation of cardiac
activities in the following hours or days) and family would be asked to accept organ donation. In case of a positive answer,
the already dead body would be brought to the OR, the anesthesiologist would try and preserve blood circulation till the
last organ is harvested.

But one cannot forget the complexity of the potential brain-dead donor care in order to preserve the vitality of the organs to
be recovered. This would be the task of the anesthesiologist/intensivist and the importance of the success of this activity cannot
be overemphasized.

In case of refuse, all supportive treatments must be withdrawn but this would sometimes be a very complicate ethical and
logistic decision, since in many cases family would see it as a hasty decision, taken just because of its refusal to donate.

Both the second and the third scenarios deal with death with cardiac arrest and possible organ donation after cessation of
cardiac activity. Actually the history of organ transplantation started with organ donation after cardiac arrest, but this encountered
major difficulties related to the preservation of the functionality of those organs to be transplanted to future recipients. The concept
of brain death in the late 60s of the last century replaced the need for NHBD, but soon the gap between organ availability and
request obliged the medical community to go back to the NHBD source of organs and try to solve the technical problems of organ
viability after cardiac arrest.

As per today, in the most developed countries, kidney donation coming from a non heart beating donor might represent
between 5 and 25% of all kidneys harvested for transplantation.

Our second scenario would deal with what the Maastricht classification calls uncontrolled cardiac arrest, defined as
unanticipated, sudden and irreversible (not responding to the CPR efforts) cessation of cardiac function. In this very case
the time limit factor becomes a most important obstacle in organ procurement. Some procedures (like femoral cannulation,
infusing cold fluids and administration of heparin) are to be started as soon as possible. The problem is that nothing can
be done in the absence of the family consent and the family would not be always near the patient at the moment of cardiac
arrest. Starting those procedures without consent would be easily considered battery, illegal, immoral and completely
forbidden. But beside this difficulty there is also a question related to the irreversibility of cardiac arrest: how long after the
interruption of the unsuccessful CPR efforts could cardiac arrest be considered irreversible?! Some would say 2 minutes, but
the famous 1981 US President Committee set a 10-minute wait in order to consider the patient definitely dead. Also some
studies described the phenomenon of “auto-resuscitation” and other publications mentioned a possibility of restoration of
cardiac functions even 15 minutes after cessation of CPR maneuvers.

So, this second scenario, of the uncontrolled cardiac arrest might encounter significant obstacles in the way to reach the stage
of organ recovery for further transplantation.

Also our third scenario is accompanied by ethical problems. Let’s first describe a clinical situation: a patient is considered
terminally ill and he himself or the family decides to ask for withdrawing all vital functions support, before death has occurred. They
also might decide that after cessation of cardiac activity, organ recovery/harvesting would be permitted for further transplantation.
In this case the patient is taken to the OR, anesthetized and organ recovery performed.

The anesthesiologist job would be in this case anesthetizing the patient, ventilating him and assisting all vital functions till the
moment of organ harvesting ends. The meaning of all these activities might be wrongly understood that the patient is not dead, yet,
and anesthetics are given to kill him! This could be a real ethical issue and many of our colleagues might refuse to take this job.

Some experts in the field of organ transplantation recommended that the patient care would be done not by an anesthesiologist,
but by the same physician who took care of the patient before bringing him to the OR. The problem is that in many countries
and hospitals the physician in charge with the patient in the ICU is the same one who is supposed to perform the anesthesia job
for organ harvesting! One also cannot forget that in some countries there is no legislation permitting support withdrawal , which
makes the situation even more difficult.

The pertinent literature speaks about the delicate balance between nonmalefience (“do not harm”) and beneficence (“do
good”), and this is a real ethical problem for each of us, even if the final aim of performing anesthesia is to save the lives of more
than one patient.

Condlusions

The aim of this presentation was to bring to attention a variety of logistic and ethical aspects of our activity as anesthesiologists
in the domain of organ donation.
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It is obvious that the anesthesiologist’s role in organ donation is a multi-step job, which includes knowledge, experience, skills
and common sense. A mistake, a wrong decision , a hesitation, could jeopardize life, not of our patient, but of many others, who
are waiting for an organ to be transplanted.

This is the reason why every single case is to be judged separately, by using strict protocols who might solve the multitude of
ethical problems.

In this regard, the anesthesiologist is a front runner and his/her decision is crucial for entire system of organ donation.

UPDATE IN THE EUROPEAN ANESTHESIA EDUCATION

GURMAN Gabriel M.

Professor Emeritus, Ben Gurion University of the Negev, Israel
Chairman, Faculty of the International School of Instructors in Anesthesiology (ISIA)

Introduction

In spite of the fact that each physician, all over the world, graduated a six or seven- year medical school, there is a permanent
need for continuous learning, since medicine is a profession in permanent progress and each of us must assure adequate quality
of patient care and also public accountability.

In a bilingual book (English and Hebrew) published in 1992 (“Education and teaching in Anesthesiology in Israel) I wrote
that “ society expects to see a specialist operating in the framework of modern, up to date medicine, and who is aware of the many
innovations in every field”

Self learning or participation to scientific conventions and refresher courses proved to be valuable tools, but neither one can
offer a real method for creating real up to date knowledge and skills.

Recertification, as it is practiced nowadays in the USA, seems to be the closest framework to what the medical system is
supposed to offer regarding the patient safety and modern care. But the question is how could we keep ourselves in good shape
between two recertification examinations, which is held once every 10 years?

Teaching means not only hard working gifted students but also, or mainly, good teachers, coaches and guides, who would be
able to teach, to inspire and (why not?) to serve as role-models for their younger colleagues.

These were the thoughts on which the 15-year Beer Sheva educational project was started in the early 90s. It was supposed to help
closing the gap between the modern medicine practiced in the western hemisphere of the world and that part of Europe which was for
almost half a century under the communist regime. The Beer Sheva project, entirely financed by the WFSA, exposed young Eastern
Europe anesthesiologists to the modern aspect of our profession, by offering a direct view to daily activities of a busy up to date Israeli
hospital. More than 160 young physicians took part to the project, 36 of them (22%) coming from the Republic of Moldova.

The project did not include a follow up system in order to know what happened to each of those anesthesiologists who spent
between one month and one year at Soroka Medical Center in Beer Sheva, but we do know that some of them became directors of
anesthesia departments, chiefs of professional units, organizers of congresses and conventions. We also know that some 20-25%
of them found the way to Western Europe and they are currently employed by a foreign department.

We soon realized that in spite of the efforts and financial resources we could not completely close the gap between the two
kinds of medicine practiced on both sides of the former Iron Curtain.

The idea was to find a new way to implement modern medicine, techniques, organization and also mentality among the
new generation of anesthesiologists in Europe, not only in former communist countries but also in some other regions of the
continent.

The permanent contact with our profession all over Europe showed very clearly that one of the feeble points of educating
the new generation of specialists was the use of old method to teach new things. Once the needs for basic equipment and drugs
have been solved and the access to up to date information ceased to be a problem, we felt that one has to take care of the system
of teaching, the way the practical information is transferred and skills are taught.

Method

These thoughts created a new project, of “teaching the taecher”, an international institution (The International School
for Instructors in Anesthesiology-ISIA) with the aim of preparing in a restricted number of countries, a group of instructors,
who would be exposed to the modern ways of teaching theoretic and practical subjects, as well as main aspects of organizing
our profession.

The core of the established curriculum was to teach the new way of lecturing clinical subjects, based on description of real
cases, but also including the evidence base data and basic sciences knowledge. Soon the curriculum was enriched by adding a long
series of subjects related to educational skills and anesthesia organization items.

The first ISIA course took place during the years of 2006-2007 , in Bratislava and Belgrade, three classes, each of one full week
of presentations, skills teaching and discussions regarding various aspects of our profession.
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The “students” of ISIA 1 were all young anesthesia specialists from five countries (Moldova, Serbia, Slovakia, Poland and
Bulgaria), four from each country, selected by their national societies of anesthesiologists.

The admittance criteria were: full training in anesthesia, good commend in English and the obligation to attend all three classes
(organized at intervals of six months each). But the most important point was each candidate commitment that after graduating
the ISIA classes, similar national courses would be organized in their own countries.

The ISIA faculty included Drs M. Dobson and Lesley Bromley, two very well known British anaesthetists, Mrs. Shirley Dobson,
a very gifted specialist in the domain of education teaching, as well as some well recognized European experts in various fields of
anesthesia and its domains of interest.

The timetable included case presentations and discussions (prepared in concordance with the modern demands of clinical
teaching), special sessions of teaching educational skills and also frontal lectures on topics related to the organization of our
profession.

Results

All 20 students graduated the three classes of the 1 ISIA course and got a final diploma. At the end of the 3™ class all of them
proved to be dedicated teachers, able to bring the knowledge obtained at ISIA to younger colleagues in their own countries.

As a result, during the following 2 years similar courses have been organized in each of the participant countries and some
100 young specialists, all together, took part to these national courses organized by the ISIA 1 alumni.

A possible and valuable fringe benefit of ISIA to be mentioned is that of creating a new generation of leaders in Anesthesiology,
by helping the “students” to develop special personal features, like motivation, a significant degree of compulsiveness, capability
to see problems of the others as well as ability to irradiate leadership.

In the last two years nine out of 20 ISIA 1 alumni have been promoted in various professional and organizational positions,
in all the five countries.

The near future

ISIA 2 is on its way. Next October twenty more students, from five more countries (Romania, Hungary, Slovenia , Macedonia
and Greece) will take part to the new three-class cycle.

ISIA 2 would be equally sponsored by the two international professional organizations :ESA and WEFSA.

The classes will be hosted in a nice Romanian resort area, with the excellent help of Prof. Daniela Filipescu from Bucharest
and under the auspices of the Romanian National Society (president: Prof. S. Marinescuy).

One very important aspect of the next ISIA course is the fact that this time our faculty would include former ISIA 1 alumni,
who would gradually take over some of the perennial faculty members tasks. It is our hope that in the future these young ISIA
graduates will be able to replace the old generation of teachers and assure the continuation of this valuable project.

Very recently (June 2009) the ESA-NASC committee decided to propose the creation of an “umbrella” teaching European
organization, with the aim of coordinating the already existing projects in this domain, in order to avoid futile parallel activities.

The new body, which would be called : THE EUROPEAN INSTITUTE FOR TEACHING ANESTHESIOLOGY (EITA) is
supposed to start acting early next year and to take under its responsibility current teaching projects (like ISIA), but also initiating
new ones, one example being an international center for teaching airway management skills.

A British philosopher once wrote that the real difficulty in changing the course of any enterprise lies NOT in developing new
ideas , BUT escaping from the old ones.

The tremendous progress initiated on the European continent in the last years regarding teaching anesthesia seems to respond
to this clever saying.

ELECTROSTIMULAREA TRANSCRANIANA (ESTC)
(ELECTROANALGEZIA)

Gurschi Nicolae

dr. in med., conferentiar universitar
Catedra Anesteziologie si Reanimatologie Nr.2 USMF “Nicolae Testemitanu”

ABSTRACT: In ultimele decenii stiinta medicala si-a activizat cercetirile in ciutarea unor metode noi alternative de tratament
bazate pe noi descoperiri si cunostinte profunde in domeniul fiziologiei umane. Rezultatele multor cercetari medicale denota ca
folosirea metodelor speciale de influenta asupra unor zone ale corpului uman cu utilizarea energiilor de diferita naturd permit de
a efectua un tratament eficient chiar si in cazurile cAnd tratamentul traditional farmacologic este ineficient.

Unul din domeniile perspective de utilizare eficientd a noilor metode de tratament este tratamentul durerii, in care un loc
deosebit i se atribuie metodei de electrostimulare transcraniand a crierului prin aplicarea electrozilor pe tegumente in pozitie
frontooccipitala.
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Interesul pentru utilizarea curativa a curentului electric se observa de la inceputul secolului trecut. Acest interes s-a manifestat
ondulatoriu, cu perioade de ascensiune si perioade de depresie ,deoarece rezultatele obtinute experimental nu aveau o baza stiintifica
solida, iar efectele utile obtinute de unii autori nu puteau fi repetate in aceleasi conditii de altii.

Perspective noi in studierea electroanalgeziei au fost deschise prin cercetérile lui Reynolds D., care a demonstrat cd obtinerea
efectului de electroanalgezie transcraniand la sobolani si maimute este destul de reald. Merita atentie obtinerea dovezilor ca acest
efect se dezvolta datoritd actiunii excitante a curentului electric asupra formatiei reticulate a mezencefalului si structurilor limbice
la nivelul hipotalamusului si septului. Reynolds a efectuat si electrostimularea directa a structurilor mediale a trunchiului cerebral,
demonstrand ca aceasta contribuie la blocarea totala a reactiilor la stimuli nociceptivi cu pastrarea raspunsurilor la alte modalitati
de stimuli. Aceste date au servit drept baza pentru o noud directie de cercetari in domeniul analgeziei stimulatorii care a evoluat in
studierea sistemului antinociceptiv, constituit dintr-o serie de structuri cerebrale subcorticale care regleaza nu numai sensibilitatea
la durere ci si alte reactii de protectie a organismului.

Succesele deosebite in studierea problemei analgeziei sunt legate cu descoperirea receptorilor opioizi si ligantilor lor endogeni-
peptidele opioide. S-a determinat cd principalii neurotransmitatori si neuromodulatori a structurilor sistemului antinociceptiv sunt
endorfinele si serotonina. Obtinerea datelor principial noi despre organizarea structural-functional §i neurochimicd a creierului
au permis de a presupune ca mecanismele electrostimularii transcraniene sunt similare mecanismelor analgeziei care apare la
stimularea directa a structurilor sistemului antinociceptiv.

Astfel, elaborarea electroanalgeziei transcraniene eficiente s-a redus la cautarea unui regim de electroinfluenta care directionat
stimuleazd si activeaza structurile opioide ale sistemului antinociceptiv cerebral.

Selectia parametrilor optimali ai curentului de influentd efectuata prin cercetdri randomizate cu utilizarea modelelor
experimentale (Lebedev V.P. si coaut.), a demonstrat ca analgezia apare intr-un diapazon mic de frecvente 60-80 Hz si depinde de
specia animalelor. S-a dovedit ca este importantd si durata impulsurilor dreptunghiulare la valori de 3,5-4 msec.

Activarea mecanismelor opioide ale sistemului antinociceptiv dn cadrul ESTC a fost doveditd de cresterea pregnanta a
concentratiei f-endorfinei in plasma sanguina si in lichidul cefalorahidian la animalele experimentale si la om, ceea ce contribuie
la aparitia efectului analgezic pronuntat. La fel creste si concentratia serotoninei in lichidul cefalorahidian.

Efectul analgezic in cadrul ESTC se dezvolta timp de 10-15 minute dupa initierea electroinfluentei, nu depinde de cauza si
localizarea durerii, se mentine analgezie vestigiald pe o perioada de cel putin 8-12 ore dupi o sedinta de 30 minute. Efectele ESTC
sunt blocate cu naloxond, 5,7-dihidrotriptamina, metergolina si nu apar la morfinomani. Potentarea efectelor ESTC poate fi produsa
de inhibitorii enkefalinazelor, precursorii serotoninei, inhibitorii monoaminoxidazei si triptofanpirolazei.

Efectul analgezic al ESTC a permis de a utiliza aceasta metoda in anesteziologie, ceea ce a contribuit la micsorarea dozelor
de preparate farmacologice, mai cu seama a analgazicelor opioide, care in unele cazuri au devenit inutile. Astazi nu existd practic
domeniu al chirurgiei unde nu s-a folosit in cadrul anesteziei metoda ESTC.

Aceastd metoda de tratament a durerii s-a folosit cu succes pentru tratamentul unor sindroame algice,problematice pentru
medicina contemporana. Actualmente sunt acumulate un sir larg de informatii despre efectele suplimentare neanalgezice ale ESTC
cum ar fi: micsorarea intensitatii reactiilor vasomotorii; stimularea proceselor reparative a tesuturilor lezate; efecte imunostimulatorii
si imunomodulatorii; inhibarea cresterii tumorilor; efect antialergic la rinita alergica si la astmul bronsic; efect antistres; jugularea
sindromului de sevraj alcoolic si a depresiei etc. Acest spectru larg de efecte homeostazice, activate in componenta sistemului
antinociceptiv, se manifestd complex si sistemic doar in cazul functiilor dereglate ale organismului.

Prioritatile cele mai importante ale ESTC sunt:

- lipsa efectelor toxice si alergice;

- un numdr limitat de contraindicatii;

- rentabilitate economica.

Asocierea ESTC cu terapia medicamentoasa rationald deschide noi perspective de tratament.

Studierea in continuare a mecanismelor de influenta si a efectelor clinice a ESTC deschide largi perspective pentru
individualizarea parametrilor de influentd si sporirea eficacitétii procesului curativ.

COMPLICATIONS OF INVASIVE MONITORING: CENTRAL VENOUS
CATHETER

Bruce Leone
Professor of Anesthesiology Mayo Clinic College of Medicine

Insertion of a central venous catheter has been increasingly recommended as an effective monitoring device in the critically ill
patient. A simple central venous catheter (CVC) can yield significant information concerning volume status of the patient as well
as function of the right and, by extension, the left heart. It allows continuous monitoring of therapy in real time as fluid boluses
and cardiac function can be evaluated in real time. In contrast, other monitors such as echocardiography cannot provide hours
of monitoring but are limited to small epochs of time during a patient’s therapeutic course. Finally, a CVC can be converted to
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an insertion point from which a pulmonary artery catheter can be floated to evaluate more specifically pulmonary pressures and
left heart function.

Central venous access has remained the staple of intensive care therapy for decades. However, controversy exists regarding
the risks and benefits of indwelling CVCs, particularly in light of recent intolerance of complications from the ever increasingly
used devices. Infectious complications are particularly devastating, with internal jugular cannulation being associated with a
higher infection rate than lines inserted via a subclavian approach. This may be a consequence of the insertion technique or, more
likely, a combination of increased use of CVCs in patients as well as a relative willingness to leave these CVP catheters in situ for
a prolonged period of time in the intensive care unit. These internal venous lines may be used for infusion of therapeutics as well
as for monitoring, resulting in a complex picture in the control of infectious complications.

A second aspect of CVCs is the insertion technique. With the increasing use of ultrasound, many clinicians now advocate
using ultrasound routinely as an adjunct to central line insertion. Proponents argue that the structures are easily identified, making
complications due to unusual anatomy rare to non-existent. However, using ultrasound involves the ability to have an ultrasound
machine available when line insertion is needed, and necessitates the training of personnel to use ultrasound appropriately.
Additionally, a second experienced person is required to hold the probe if ultrasound is to be used to guide in real-time the
insertion of a CVC into the venous structure.

Many clinicians still rely, successfully, on anatomic landmarks to guide insertion of CVCs. The most common, and most feared,
complication of CVC insertion is the misplacement of a CVC into an artery. IT has been estimated that the incidence of such a
complication, with insertion of a dilator into the artery, occurs at a less than 1% rate, surprisingly low for a complex procedure.
However, such a complication is devastating and can result in death or permanent injury. It is unknown what the actual incidence
is, as many events may be unreported. A recent report highlighted the use of manometry during the process of CVC insertion, prior
to the dilation of the vein to accept the CVC, with no reported incidence of complications in over 10,000 insertions over a 15 year
period. However, it is recognized that no technique, manometry or ultrasound guidance, is foolproof, as reports of complications
despite using techniques designed to eliminate such mishaps continue to be published.

MECHANICAL VENTILATION IN THORACICTRAUMA AND ARDS

Bruce Leone
Professor of Anesthesiology Mayo Clinic College of Medicine

After significant thoracic trauma, patient may present with a variety of injuries that necessitate different levels of intervention.
In some cases, such as mild pulmonary contusions, supplemental oxygen via face mask or oxygen tent with natural respiration
may be sufficient to support the patient. However, many patients require more intensive interventions owing to a more severe
level of trauma.

Thoracic trauma may be of a penetrating or non-penetrating nature. By far, the most common form of thoracic injury is the
result of high speed motor vehicle accidents, with a “closed chest” injury or contusion coupled with a variety of other orthopedic
and head injuries as a result of crash trauma. Fortunately, with newer car technology, some of these injuries can be less severe than
in times past, yet thoracic injuries may still result from these crashes.

Pathophysiology of Thoracic Trauma

Penetrating injuries are often quite severe on initial presentation, as disruption of the thoracic cavity will result in significant
respiratory abnormalities and spectacular injuries. These injuries require virtually immediate operative intervention to control
hemorrhage and re-establish the integrity of the thoracic cavity to restore normal respiratory physiology. This type of injury requires
immediate control of the airway by endotracheal intubation and subsequent supportive mechanical ventilation to allow recovery.
This type of penetrating injury may also have associated lung injuries similar to blunt traumatic injuries as discussed below.

Blunt trauma injuries are more difficult to diagnose and may therefore be more prone to complications. Parenchymal injuries
may be hidden with seemingly trivial external injuries. However, internal hemorrhage and contusion of the lung may be present
and develop into ARDS as the injury “matures” and bodily functions react to the acute trauma. The resulting physiologic response
may cause significant increase in lung water, with disruption of the alveolar function as seen with ARDS.

Mechanical Ventilation Techniques

Initial ventilatory management should follow established techniques: Controlled volume ventilation with appropriate sedation
and neuromuscular blockade, with the addition of positive end-expiratory pressure (PEEP) as needed to support oxygenation.
Attention should be paid to keeping the lung volume above the “opening volume” of the lung compliance curve, as repetitive alveolar
closure may result in significant alveolar damage. The concept is to keep the alveoli from collapsing and requiring significant opening
pressure in order to re-expand and function, after the loss of surfactant from the thoracic injuries. This is generally accomplished
by increasing PEEP, thus not allowing airway pressures to fall below 12 mmHg, and decreasing tidal volumes in order to avoid
overinflation of the lung and subsequent barotrauma.
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Recent investigations into the optimal treatment of ARDS have resulted in the slow adoption of low tidal volume and minimal
inspiratory airway pressures to obtain significantly better survival from thoracic trauma and ARDS. Controlled clinical trials,
some retrospective and some (notably the ARMA trial from the US National Institute of Heart Lung and Blood) prospective and
randomized, have clearly demonstrated a superior survival rate from this approach, with recommended tidal volumes of 4-6 ml/kg
of ideal body weight rather than the more traditional 10-12 ml/kg of tidal volumes. This approach may cause hypercapnia and mild
acidosis, yet the results are positive and the nypercapnia and acidosis do not affect overall survival. Many patients are managed
with hyperventilation and sodium bicarbonate infusions to offset the effects of low tidal volume, although these extra measures
have not been shown to alter survival as compared to untreated patients.

PEEP is integral to the approach of low tidal volume ventilation, as the recruitment of alveoli is accentuated by the application
of PEEP in these patients. PEEP also prevents the patient from having intermittent alveolar collapse during the ventilatory cycle
by not allowing the pulmonary pressure-volume curve to pass through the inspiratory point of inflection, thought to be the point
at which alveoli spontaneously close completely. Preventing the opening and closing of alveoli has been shown to decrease lung
injury during ARDS and diminish the release of inflammatory mediator from the lung during ARDS.

Bilateral lung contusions

Management of bilateral lung contusions involves manipulation of ventilation with a single-lumen, standard endotracheal tube.
Both lungs are subjected to the same airway pressures and PEEP with tidal volume distributed proportionally between nthe right
and left lung. In many situations, however, the trauma may be unequal to the lungs, and thus independent lung ventilation must
be achieved by the isolation of lungs with differential ventilation techniques. In general, this manipulation involves placement of
a double lumen endobronchial tube in order to ventilate each lung independently.

Unilateral lung contusions

Trauma to one lung requires different ventilation strategies in order to achieve recovery. In some instances, it may be possible
to manage the patient conservatively, without the need for positive pressure ventilation. Frequently, the trauma is of a severe nature
so as to require controlled ventilation, frequently due as well to other extrathoracic injuries.

Unilateral lung contusions require separate ventilation strategies to avoid barotraumas and other injuries to the unaffected
lung while maximizing therapy to the injured lung. Placement of a double lumen endobronchial tube is essential for achieving
this differential ventilation. Management strategies may include differential positive end-expiratory pressure to each lung,
or separate ventilators providing support to each lung separately, using different ventilator settings and PEEP settings to
maximize recovery.

PHYSICIANS AND THE INTERNET

Bruce Leone
Professor of Anesthesiology Mayo Clinic College of Medicine

What is the Internet?

The Internet was first designed by the United States Department of Defense as a method of ensuring data reliability and
storage. It was originally called “ARPA Net” after the US Department of Defense’s Advanced Research Projects Agency as a method
of safeguarding loss of critical data from the destruction of a single computer during the Cold War. The original purpose was to
enable automatic, reliable data “packet” sharing between multiple computers simultaneously. From this rather sinister beginning
in August 1962, the Internet evolved.

Today the Internet is ubiquitous, and applications are everywhere. It is present in every lecture hall (there are undoubtedly
multiple devices connected as I am speaking to you) and is portable and convenient, as a mobile “wireless” cellular telephone can
now access more information than entire libraries. This explosion of information-sharing technology has brought with it new
avenues to reach and utilize heretofore untapped resources for the purpose of medical advancement. But how are we, as medical
professionals, to use this?

Beware of Greeks Bearing Gifts. ..

The Internet’s ease of use has spawned a darker side of information sharing: The art of disinformation. We read constantly of
individuals who take advantage of the Internet for illegal commerce, identity theft, stalking and assault of unsuspecting victims,
and piracy. The unfortunate side of the anonymity of the Internet is the temptation to trust the untrustworthy. Information and
facts can be invented and presented in such a manner to sway public opinion or ruin individual lives.

Medicine On Line

Given the advantages and risks of the Internet, how should physicians interact with this vast repository of knowledge and
disinformation? Firstly, physicians should not trust without checking. The hallmark of modern medicine is the academic acquisition
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of knowledge that is proven and repeatable. Like the laws of physics, “the laws” of physiology, pharmacology and anatomy are
immutable and lasting. While many seek to “chip away” at these facts with unproven, spectacular claims, these charlatans are
generally forced back into obscurity (or spectacularly discredited) when the scientific community evaluates their reckless claims
(for instance, cold fusion, holistic dietary cleansing for artherosclerosis, and the “I saw Elvis” crowd).

Clinicians must rely on proven areas of the Internet to best gather information to serve their patients. As a first choice, the
use of public libraries, or in this case, national medical library databases, serves as a first step toward the gathering of pertinent
information. Index Medicus, a venerable publication listing medically related articles, has been almost completely replaced by
such search engines as PubMed and Ovid to find articles on a particular subject or field. These powerful Internet tools are able
to gather articles either by entering keywords, by entering author or publication information, or by linking from other articles
via reference lists. This medical information can then be either saved (in various file formats) or printed for further use by the
physician. This searching takes place in seconds rather than in hours and allows the clinician instant access to an almost infinite
amount of medical literature in a variety of languages.

The Internet also serves as a valuable resource for practice guidelines and standards. The American Society of Anesthesiologists
has been at the forefront in disseminating practice updates and guidelines via its Internet website, www.asahqg.org. Many members
have contributed to a wide variety of documents and statements concerning everything from pulmonary artery catheter insertion
guidelines to billing information for clinicians in the United States. Similar sites with differing information are available from
other societies in many different languages. The American Society of Anesthesiologists site is held in high regard due to its peer
reviewed and membership approved statements.

Other trustworthy sites are associated with publications in anesthesiology and critical care medicine. Such publications as
the British Journal of Anaesthesia (www.bja.oxfordjournals.org) and European Journal of Anaesthesiology (http://journals.lww.
com/ejanaesthesiology) mainatain websites on the Internet which allow some viewing of publications to non-subscribers and
access to a large archive of publications to subscription holders.

In a larger venue, such publications as the New England Journal of Medicine (www.nejm.org), The Journal of the American
Medical Association (Wwww.jama.ama-assn.org), the Lancet (www.thelancet.com), Circulation (www.circ.ahajournals.org), Chest
(www.chestjournal.org), among others, also have websites that allow access to current and back issues of the publications.

How Do | Remember ...?

One of the great advances in the Internet is the use of search engines and so-called “meta-search” engines. In the early
development of the Internet, one must keep notes to find specific sites where “the good stuff” was located. These sites typically had
narratives (no multimedia feeds) and small programs (download at your own risk) to enhance your knowledge (or leisure time).
As time progressed, these sites multiplied to the point where it was impossible to find information merely by word of mouth (so
to speak). Thus were born the Internet search engines.

The most famous search engine is Yahoo. This search engine was started in January, 1994 by Jerry Yang and David Filo, who
were Electrical Engineering graduate students at Stanford University. In April 1994, “Jerry and David’s Guide to the World Wide
Web” was renamed “Yahoo!” for which the official expansion is “Yet Another Hierarchical Officious Oracle” Other search engines
are Google, and Alta Vista, among others.

It is important to note that many of these search engines have become commercialized in order to maintain their Internet
presence and to keep current listings (a problem initially with many Internet sites that persists to this day). Thus, some sites are
given preference in a search engine over others owing to contributions made to the search engine to obtain a preferential position
in a results display. Another important feature is that a given search engine may produce different results with the same terms, not
only in terms of order but also in terms of content.

Meta-search engines are designed to combat these prejudicial searches by producing results from “crawling” through multiple search
engines to produce search results combining multiple search engines. The below article summarizes these meta-search engines:

Metacrawlers and Metasearch Engines By Chris Sherman, Search Engine Watch, Mar 23, 2005 (abridged from
original)

Unlike search engines, metacrawlers don’t crawl the web themselves to build listings. Instead, they allow searches to be sent
to several search engines all at once.

Dogpile [http://www.dogpile.com]

Popular metasearch site owned by InfoSpace that sends a search to a customizable list of search engines, directories and
specialty search sites, then displays results from each search engine individually.

Vivisimo [http://vivisimo.com/]

Enter a search term, and Vivismo will not only pull back matching responses from major search engines but also automatically
organize the pages into categories. Slick and easy to use.

Kartoo (http://www.kartoo.com)

If you like the idea of seeing your web results visually, this meta search site shows the results with sites being interconnected
by keywords.

Mamma (http://www.mamma.com)

Founded in 1996, Mamma.com is one of the oldest meta search engines on the web. Mamma searches against a variety of major
crawlers, directories and specialty search sites. The service also provides a paid listings option for advertisers, Mamma Classifieds.
Mamma was an honorable mention for Best Meta Search Engine in the 2003 Search Engine Watch awards.

SurfWax [http://www.surfwax.com]
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Searches against major engines or provides those who open free accounts the ability to chose from a list of hundreds. Using
the “SiteSnaps” feature, you can preview any page in the results and see where your terms appear in the document. Allows results
or documents to be saved for future use.

With the maturation of the World Wide Web, these search engines have become powerful tools and are the primary method by
which many Internet sites (including some of those in this summary!) are located, obviating the need for a note pad next to one’s
computer to write down sites of particular interest or importance. It is important to note, however, that the commercialization of
these search engines should interject a note of caution to the medical professional that the search results obtained may be ordered
according to preferences by a commercial entity. This may be helpful in the case of buying a part for an automobile but a liability
in locating objective medical information.

Great Lecture ...What Do | Need To Know?

The Internet was originally developed by the United States Department of Defense as a military tool by academics interested
in protecting information from destruction. Its development can be traced from the military through academic institutions to the
commercial sector, along the way multiplying exponentially. What was “quirky” in 1989 is mainstream and viewed as essential
in 2009. Multiple uses of the Internet, for commerce, for information or for disinformation, have been found and successfully
applied.

Caveats to using the Internet

“Emails never die” This is a statement made by a colleague that I have tried (somewhat successfully) to keep in mind while
fuming over the latest communication from a colleague. Electronic mail is an excellent way to communicate (and disseminate)
information; however, it is admissible in American courts of law and can be resurrected (to one’s advantage or disadvantage) at
anytime in the future.

“Wherever you go, you leave breadcrumbs” There are methods to detect where you have been on the Internet (Buying Ferraris
on company time?) and therefore how you live your life. While this may be helpful in designing a world of commerce to your liking,
remember that your employers may be less than pleased with your time management. Likewise your personal home computer can
be a source of tracking based on the record of your movements through various Internet sites.

“There is safety in numbers.” Before one becomes paranoid of using a computer for searching, recall that the Internet is so
ubiquitous, the online community so vast, that it is unlikely to notice a single user wandering through its various domains. For
instance, the online game “World of Warcraft” (www.worldofwarcraft.com - I shudder to introduce you to this website!) advertises
that 11.5 MILLION subscribers are active worldwide (with sales starting in China this year!). It is extremely unlikely that “they”
will find you wending your way through the Internet with such vast online user communities active (not impossible, though!).
So do not be paranoid, just be prudent.

Where to go?

One can start anywhere on the Internet. From a Personal Digital Assistant (PDA) to a computer, one can tailor the
Internet experience to look up a drug interaction (www.fda.gov for the US Food and Drug Administration or www.pdr.
net for the Physicians’ Drug Reference of the US), find the latest article referenced in a lecture or in the news (www.bbc.
co.uk for the BBC or www.cnn.com for the Cable News Network), or check the latest sports results (www.sprtsillustrated.
cnn.com for instance). Why do this? In the US, and soon I suspect throughout the globe, patients will have the access to
medical information from the Internet at news and other layperson web sites and be asking about specific drugs and the
drug’s suitability for treating their particular problem.

It is our job as medical professionals to decide what information is scientifically and medically sound in order to advise patients
regarding appropriate treatments (or information) regarding their health. In this regard, the Internet has made physicians’ lives
more interesting (and busier) as we struggle to keep up with the myriad of information and disinformation that is broadcast daily
throughout the World Wide Web.

CAN THE PULMONARY ARTERY CATHETER BE REPLACED BY LESS
INVASIVE CARDIACOUTPUT MONITORS?

Pr. Dan LONGROIS

Hépital Bichat-Claude Bernard
Département d’Anesthésie-Réanimation Chirurgicale
75018 Paris, France

Monitoring of cardiac output (CO) is used in the context of anesthesia and intensive care to: (i) detect, before clinical signs
become obvious, that cardiovascular performance is altered ; (ii) find the causes of alteration ; (iii) change therapy ; (iv) improve
outcome and resource utilization.
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In the literature, CO monitoring has been approached in different but complimentary knowledge domains. These concern (i)
technical issues (what is really measured and how is CO calculated ?; are the measurements continuous versus discontinuous ?);
(ii) invasiveness, which according to the definition of this term can classify different CO monitors as invasive, minimally invasive
or non invasive; it is worth mentioning that it is not because a monitor is considered as non invasive that it can be used under all
clinical circumstances; for instance, transoesophageal doppler monitors are considered as non invasive but their use in awake, non
intubated patients is nearly impossible; (iii) diagnostic performance as compared to a gold standard or reference technique; most
of the literature on comparisons of CO monitors has been dedicated to diagnostic performance; (iv) changes in medical practice
based on information provided by each type of CO monitors; (v) changes in outcome and resource utilization.

In this presentation, in order to answer the question formulated in the title, I will discuss two issues: (i) comparisons of diagnostic
performance with focus on the statistical tools ', used for comparisons and the clinical relevance of these comparisons; with the
statistical tools and adequate clinical reasoning we should be able to assert the interchangeability of different CO monitors (ii) the
impact of CO monitoring on patient outcome and resource utilization ; I will analyse critically the available literature and attempt
to explain why the use of CO monitors has not results in measurable changes in patient outcome. * >, °.
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C-REACTIVE PROTEIN AND PROCALCITONIN: PROGNOSTICAND
THERAPY GUIDANCE TOOLS IN INTRA-ABDOMINAL SEPSIS

Pr. Dan LONGROIS

Hépital Bichat-Claude Bernard
Département d’Anesthésie-Réanimation Chirurgicale
75018 Paris, France

Among the recent advances in the management of intra-abdominal sepsis are the use of two biomarkers of inflammation, C-
reactive protein (CRP) and procalcitonin (PCT). Both biomarkers were investigated for their potential use for diagnosis, prognosis
and therapy guidance . Any use of these two biomarkers must be based on a detailed understanding of their biology. The goals of
the presentation are to review: (i) the biology of CRP and PCT; (ii) the diagnosis and prognosis performances of the two biomarkers
in bacterial (including intra-abdominal) sepsis; (iii) the potential use of these biomarkers to guide therapy.

C-reactive protein (CRP), named for its capacity to precipitate the somatic C-polysaccharide of Streptococcus pneumoniae,
was discovered in 1930 (see for a review * and is a major component of the acute phase reaction (APR). In healthy young adults,
the median concentration of CRP is 0.8 mg/l, the 90™ centile is 3.0 mg/l, and the 99th centile is 10 mg/1°. Within 24 h after onset
of inflammation, levels can increase as much as 1000-fold °. Measurements of plasma CRP concentrations are routinely used in
clinical practice to diagnose acute inflammation, follow up its response to therapy, diagnose infection in immuno-compromised
host when other clinical signs are not sensitive.

Procalcitonin (PCT) is a peptide barely detectable in healthy patients but its concentration can be increased several thousand
fold in cases of inflammation secondary to bacterial and fungal infection but also to non-infectious causes “°. As a biomarker
of inflammation/ bacterial and fungal infection, as comparable to other biomarkers such as C-reactive protein (CRP) °, PCT is
particular in that the significance in terms of outcome (beneificial, deleterious or neutral) of its increased concentrations is not
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understood 7. For instance, high PCT values in neonates or patients with medullary carcinoma of the thyroid gland do not affect
patient outcome ¢ on the contrary, high PCT values are statistically associated with patient outcome in variety of clinical contexts
characterized or not by bacterial or fungal infection '*!'.

The diagnostic and prognostic performances of PCT and CRP are probably not good enough to be used isolated from other
clinical and laboratory information '?. Nevertheless, accumulation of clinical experience and published reports is consistent with
a very high negative predictive value of low PCT values '2. Low (< 0.25 pg/l) PCT values are consistent with absence of severe
bacterial infection at least for some clinical contexts'?. In addition, several clinical trials that still require confirmation with larger
cohorts of patients, suggest that PCT could be used to guide the duration of antibiotic therapy is critically ill patients or in patients
admitted to the emergency department >4,

In summary, although it is too early to assert that information provided by serial PCT measurements could change clinical
reasoning on initiation and duration of antibiotic treatment in critically ill patients, recent results suggest that this may be the
case.
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ANAESTHESIOLOGY - THE MOST ATTRACTIVE SPECIALITY
ALSO IN 20 YEARS

Mellin-Olsen J Dr.

Asker and Baerum Hospital, Oslo, Norway, chairman Education Committee, WFSA,
president European Board of Anaesthesiology

The development of our speciality has been fast, ever since the famous demonstration of ether anaesthesia by William TG
Morton in 1846. We provide the sine qua non for the development of surgery. Although a lot of what we do is common, the
development until today has taken varied courses throughout the world. We have one speciality, but the specialist training varies
between 0 - 7 years. In some countries, physician anaesthesiologists do mainly anaesthetics, with or without helpers like nurses
or technicians, but in others, we are also involved in intensive care medicine, emergency medicine and chronic pain treatment.
Anaesthesiologists are also popular as managers and leaders. Our prestige and attractiveness by young colleagues also vary,
sometimes leading to lack of manpower.
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Both lack of manpower and financial restraints may lead health authorities to create shortcuts, for instance by reducing the
duration of training. At the same time, availability of private practices, working time regulations and the general development in
society might lead to reduced duty time for doctors. All these developments could lead to impaired quality of services and reduced
patient safety. Other specialities also have interests in “our” turf/parts of our speciality like emergency medicine and intensive care
medicine. Meanwhile, new teaching methods are also emerging and will be incorporated in our daily practice.

There has always been change/development in medicine. For those countries that experience a shortage with recruitment
problems, it might be useful to look to the success factors in the countries where anaesthesiology is popular - eg, in Scandinavia,
like in Norway, where we enjoy higher prestige than general surgeons. We believe that the introduction of helicopter emergency
medical services, with anaesthesiologists the as “medical problem solvers” in the field has played a role in that. The same is
true for our involvement in intensive care and pain medicine. Another factor is that nurse anaesthetists are a natural part
of our daily work, but not replacing the doctors (US), but being supervised by us. Hence, doctors often run several theatres
simultaneously, or if the case is complicated, there will be two competent persons available at any one time. It is equally
important that we are able to demonstrate to the medical students that anaesthesiology is — applied physiology, rewarding
for our brains, hands and hearts.

Rather than leaving to others to decide how our future should be, anaesthesiologists must be in the driver’s seat to develop
our own speciality. This should be done by listening to anaesthesiology organisations in involved countries, assess what works
well to improve attractiveness and quality, what development would we like to see concerning supra- or subspecialities, training,
etc. Anaesthesiological organisations should work together to outline a roadmap for the future, and we should work with health
authorities in a positive, constructive way, taking into account not only the status quo, but also potential positive changes to maintain
and improve the quality of the organisation of our speciality,

SURFACTANT THERAPY OF ACUTE AND CHRONICLUNG DISEASES

ROSENBERG Oleg', GANOV Anatoliy ', EROCKHIN Vladislav?

"~ Russian Science Centre of Radiology & Surgery Technology (RSCRCT), Saint-Petersburg, Russia
2- Central Research Institute of Tuberculosis of RAMS (CRIT RAMS), Moscow, Russia

Lung surfactant is a complex of lipids and surfactant-associated proteins which covers the surface of alveoli and the other
airways. It is responsible for the mechanics of respiration as well as innate and acquired local immunity. The deficiency and
abnormalities of lung surfactant are found in many lung pathologies including RDS in newborns and ARDS in adults, COPD,
lung tuberculosis and others.

Lung surfactant formulations showed high efficiency in RDS treatment in newborns. Many attempts were made to test them
for ARDS therapy.

Highly-efficient native formulation of lung surfactant based on nanoliposomes, Surfactant-BL, was developed in RSCRCT.

Surfactant-BL had been tested within preclinical and multi-central clinical trials in Russia and was permitted for the treatment
of RDS in newborns in 2000 and ARDS in adults in 2003. In December, 2008 Surfactant-BL was approved for use in patients with
infiltrative and fibrocavernous lung tuberculosis (TB).

Surfactant-BL has been registered in Moldavia and Byelorussia. By June 2009 Surfactant-BL had been used in over 9,000
newborns, 1,000 adults with ARDS and more than 300 lung TB patients. It is well known that mortality rate in RDS can be as
high as 10-20% and mortality rate in ARDS is 50-80%. The use of Surfactant-BL causes a significant decrease in CMV duration,
a reduction in complication frequency and a 3-4 fold decrease of mortality rate. Two-month inhalation course of Surfactant-BL
(together with standard antituberculosis therapy) to lung TB patients including the patients with multi-drug resistance results in
abacillarity in 83% patients (62% in control group), resolution of infiltrates in 100% patients (63% in control group) and cavern
closing in 73% patients (41% in control group).

We believe that surfactant therapy will be used not only in above-mentioned patient groups but also in patients with COPD,
bronchial asthma and other lung diseases.
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ANAESTHETIC RISK FACTORS, MECHANISMS AND PREVENTION

Philippe Scherpereel*

* Consultant Quality, Risk, Evaluation
Centre Hospitalier Régional Universistaire 59037 LILLE FRANCE

The risk is an undesirable or dreaded event. Its probability may be decreased by the prevention, its severity by the protection
and its perception reduced by the insurance acting on the acceptation and the transfer of the financial cost.

The security is a situation in which the activity process occurs without any damage for those who are undergoing or acting.
Nevertheless the absolute security, with a zero risk level, is a myth but security must be a target taking in account realistic technical
efforts and reasonable costs. The security in anaesthesia has considerably improved during these last two decades, by the fact of
pharmacological and technological advances, introduction of standards and guidelines, education, evolution of structures and
improvement of the anaesthetic team management. Anaesthesia linked mortality has been decreased by 20 in France between
1984 and 1999, evoluting from 1/13.000 to 1/200.000. The reduction is evident for each ASA grade but mainly for the ASA 4
patients. Similar between 0 to 40 years old patients, the mortality increases after 40 and mainly after 75 years. The mortality has
strongly decreased when in the same time the number of anaesthetics in France was twice the number, from 3.5 to 8.0 millions of
anaesthetics, concerning patient older and presenting several pathologies. Nevertheless, the risk has changed. Twenty years ago,
respiratory causes were the most frequent, but to—day the death by cardiac arrest, during and after anaesthesia, is mainly related
to heart and vascular failures.

Depression of respiratory centres previously frequently involved has been reduced when difficult intubation and inhalation
remain main causes. Among cardiac causes, the cardiogenic shock with or without myocardial infarction, due to anaemia and
hypoxia is the main cause of death. Similarly, absolute hypovolaemia by haemorrhage and relative hypovolaemia by sympathoplegia
are frequent mechanisms of acute cardiac failure.

The risk has diminished but mainly, the risk has changed. The analysis of accidents reveals active and latent risk factors. A
modern tendency is to emphasise latent risks, which are intricate to active factors to lead to the accident. Human factors are usually
involved in most of the anaesthetic accidents and near-miss incidents. Specific types of investigation are adapted to the various
levels of risks.

Recently, new dangerous behaviours have appeared, linked to the search of analgesia, novelty, originality, performance, and
paradoxically of security at any price. The anaesthesia risk is related to main risk factors involving anaesthesia team, techniques and
procedures, devices, surroundings, information, organisation and management. Specific measures are recommended to avoid these risks
but general arrangements must be focused on a selection of priorities, programmes of risk management based upon a better control of
the patient status, of the anaesthesia process, of the organisation and team management and of the analysis of accidents.

Many progresses have been made but remain also to perform, mainly by a better organisation and management and a prevention
of human errors. There is a need for a policy of risk management, a culture of security by the development of an evaluation of
professional practice (EPP), as a part of the Continuing Professional Development (CPD).

ACTIVITY OF THE INTERNATIONAL ANERSTHESIA TRAINING CENTRE
IN MOLDOVA

Markus Schily’, Ruslan Baltaga?
Switzerland, ’Moldova

During the First International Congress of the Society of Anesthesiology Reanimatology of the Republic of Moldova was
organized a meeting of the WESA, ESA/NASC, SARRM, FEEA officials and Ministry of Health of the Republic of Moldova.
The conclusion of the meeting was that for better anesthesia Moldova needs support in continuous education, improvement in
technical&material, equipment & technologies and implementation of modern standards of care in the fild. During the Congress,
invited speakers and WFSA, ESA/NASC officials beside teaching and presentation activity visited many hospitals for creating an
impression documentation of the current situation.

Decision to focus efforts in improvement of situation in anesthesia was made: in short time after Congress, in December
2007 was organized First Course in Pediatric Anesthesia in Moldova. Why pediatrics — the answer is clear: because together
with obstetric anesthesia this are the most vulnerable subspecialties in current created situation in Moldova (political and social
instability, poorly developed economy, lack of equipment, medical insurance system in development, lack of modern equipment
and drugs in anesthesia).

The First Course was organized on 19-21 December and had many aspects: training of trainers: Moldavian anesthesiologist
Gabriela Munteanu had a fellowship in Switzerland in the field of pediatric anesthesia, and together with Markus Schily she prepared
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and translated presentations for course in Moldova; donation of a fully modern equipped ADU anesthesia station to be used for
training and clinical activity; promotion of the project among politicians, Ministry of Health officials, businessmen’s etc. The
course took place at the Centre of Mother and Child in Chisinau, and had such a format not to disturb clinical activity: morning
lectures followed by clinical activity in OR, demonstrating advantages of modern equipment and drugs, then in the afternoon
presentations and discussion of the cases performed in the OR.

After the success of the first course, next courses were organized in 3 more different hospitals: Republican Pediatric Hospital
“Emilian Cotaga”, Chisinau, Municipal Hospital Balti, Municipal Pediatric Hospital “Valentin Ignatenco” Chisinau. As lecturers
were involved local speakers (Lidia Dolghier, Gabriela Munteanu, Angela Maniuc) and invited ones: Markus Schily, Switzerland,
Joset Holzki, Germany, lacob Katz, Israel.

Clinical teaching and recently virtual teaching models have partly replaced the old model of frontal lectures. Small group
teaching, in combination with short lectures and clinical teaching have been implemented first time in an ongoing pediatric
anesthesia course.

This project leaded to the foundation of the IATC (International Anesthesia Teaching Center). The institution of IATC
understands itself as a bridge between the professional societies, ministries of health, hospital directors and physicians. Beside
education, IATC is consulting how to improve quality and safety in hospitals and anesthesia. IATC - Moldova is the name of the
Moldavian branch of IATC. Other IATC branches exist in between in Serbia and Croatia. All work under the same philosophy of
“Safe Anesthesia, Safe Surgery”.

The IATC - Moldova build up 3 new teaching centers: The emergency hospital (for adults), the Center of Mother and Child
and the IATC mobile. The somehow difficult task of finding resources for equipment needed innovative thinking, and close
cooperation with the government of Moldova and Germany, and the WFSA and ESA.

The TATC is grateful for offered support and sponsor activity of WESA, ESA/NASC, SARRM, Ministry of Heralth of the
Republic of Moldova, German Governament, medical industrial companies.

MANAGEMENTUL ANESTEZIC LA POPULATIA GERIATRICA

Sandru S.

dr. med. Conf. univ.
Catedra Anesteziologie si Reanimatologie Nr 1 ,Valeriu Ghereg’; USMF ,Nicolae Testemitanu”
Centrul National Stiintifico-Practic de Medicind de Urgentd, Chisindu, Moldova

Viarstnicii sunt din ce in ce mai bine reprezentati pe globul pamantesc. In anul 2010, oamenii de 65 ani si mai in varstd vor
depisi 20% din populatia Europei de Vest si a Japoniei §i 15% din populatia Americii de Nord. Ca urmare, numdrul pacientilor
varstnici supusi interventiilor chirurgicale este in crestere permanenta.

A fost constatat faptul cd, mai mult de jumatate din persoanele cu varsta peste 65 ani vor necesita cel putin o interventie
chirurgicala pe parcursul anilor rdmasi de viata.

In prezent, in Republica Moldova sunt peste 500 mii beneficiari de pensii pentru limita de varsta.

Actualmente batranetea este consideratd incepand cu varsta de 65 ani si se clasifica in: varstnici - 65-74 ani; batrani - 76 - 84
ani; $i foarte bétrani — peste 85 ani.

Cu avansarea in varsta creste morbiditatea si mortalitatea, mai ales la pacientii peste 75 de ani. Studii anterioare au aratat ca
in interventiile chirurgicale ortopedice, urologice, ginecologice sau la nivelul abdomenului, pacientii varstnici sunt cu mult
mai sensibili la anestezie decat cei tineri, prin ce méresc riscul anestezico-chirurgical fiind in unele cazuri depasit. “Varsta
inaintata a pacientului, este suficienta de ai atribui categoria mortii naturale, ceea ce determina ca statusul lor ASA sa fie crescut”
(R. Roy in “Clinical anesthesia’, Kirby et al. 2002), fiind pentru un pacient batran (76 - 84 ani) gr III ASA, iar pentru foarte bitran
(peste 85 ani) gr IV ASA.

Anestezia regionald este frecvent utilizata la persoanele in varstd. Cunoasterea particularitatilor legate de vérsta este importanta
in scopul asigurarii unei anestezii regionale optimale la pacientul in etate.

Reducerea numarului de neuroni, deteriorarea tecii mielinice la nivelul radécinilor ventrale si dorsale, schimbarile de
anatomie ale coloanei vertebrale si ale orificiilor intervertebrale pot contribui la alterarea caracteristicilor blocului nervos din
cadrul anesteziei regionale (1,2). Mai mult decat atat, numarul axonilor la nivelul nervilor periferici descreste odaté cu inaintarea
in varstd, viteza de conducere este diminuati. (3,4). Odata cu inaintarea in vérsta, schimbdrile tesutului conjunctiv pot duce la
schimbari de distributie locala precum si modificarea ratei de distributie a anesteticului local de la locul de injectare (spatiul
epidural) spre locurile de actionare. (1)

Cu avansarea in varsta creste si aria de raspandire a analgeziei dupd administrarea unei doze fixe de anestezic local in spatiul
epidural. ( fig. 1) (5,7).

Recent a fost demonstrat faptul cad raspandirea analgeziei la pacientul in varstd este mai mare decat la pacientul tanar.
(8,9) In plus, pacientul in varsti demonstreazi si un debut mai rapid al analgeziei in segmentele caudale iar regresia blocului
este mai prelungita. In cazul anesteziei epidurale cu ropivacaina sau bupivacaini se constati o crestere a intensititii precum
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efectiva si la pacientii in etate pentru controlul durerii dupé chirur- T-10
gia majora (11) cu reducerea dozei si ratei de infuzie a opioizilor cu
50%.

Anestezia spinald este frecvent utilizaté la batrani pentru chirur- T12 - L o
gia abdomenului inferior, urologie §i chirurgia membrului inferior.
Efectul schimbarilor legate cu inaintarea in varstd asupra tabloului
clinic al blocului spinal depinde de baricitatea solutiei injectate. In
cazul solutiilor izobare, efectul varstei asupra indltimii blocului spi-
nal este marginal.(12,14) Cu toate acestea, cu solutia izobara de 2%
mepivacaind s-a inregistrat un nivel mai inalt al blocului senzitiv.(14) Figura 1. Relatii intre nivelul de analgezie si vdrstd dupd
Réspandirea caudald a analgeziei la fel ca si dezvoltarea blocului motor administrarea de bupivicaind 0,5%
la pacientii in etate are loc mult mai rapid in cazul anesteziei spinale
cu solutie de bupivacaina. (12,13). Efectul varstei asupra raspandirii
analgeziei spinale este mult mai pronuntat cAnd se folosesc solutiile 1000 y = —4.39% + 671.5
hiperbare. (15,16) Cu solutia hiperbara de bupivacaind nivelul de anal- r=-057
gezie creste cu varsta, extinzandu-se cu aproximativ 3-4 segmente mai i p = 0.001
sus la varstnici comparativ cu pacientii tineri. La pacientul in etate s-a
depistat un debut rapid al blocului motor. Atéat cu solutia hiperbara de
bupivacaina cat si cu cea izobara s-a demonstrat o analgezie prelungita
la nivelul dermatomului T12, cea ce permite un timp prelungit pentru
a efectua interventiile chirurgicale pe abdomenul inferior i regiunea
inghinald la pacientii in varsta.

Citre varsta de 90 ani, din nervii periferici dispar pina la 1/3 din
fibrele mielinizate. In plus, viteza de conducere, mai ales la nivelul
nervilor periferici motori, descreste. (4)

Dupé administrarea de ropivacaind la nivelul plexului brahial, -
durata blocului senzitiv §i motor este mai prelungitd comparativ cu
pacientii tineri. Instalarea blocului motor complet la varstnici este
mai rapida.

Schimbdrile de farmacodinamica si/sau farmacocineticd, care se
pot produce odatd cu inaintarea in varstd, ar putea sa afecteze profilul -
clinic al anestezicelor locale folosite in anestezia regionala.

Timpul de injumatatire al bupivacainei dupa administrarea suba-
rahnoidiana sau epidurald creste, sugerand faptul ca rata de absorbtie Figura 2. Relatia clearance-ului plasmatic si vérstei
a acesteia descreste cu varsta. (6, 13,15)

Studiile privind absorbtia epiduraléd cu bupivacaina si levobupivacaina, si studiile privind absorbtia spinald de bupivacaina au scos
la iveald o senzitivitate crescutd la batrani, care se pare cd nu este legata de inrdutatirea absorbtiei vasculare. Prin urmare, schimbarile
profilului clinic al anesteziei epidurale si spinale la varstnici sunt cel mai bine explicate din punct de vedere anatomic si posibil si prin
schimbarile farmacodinamice care se produc odata cu inaintarea in varstd si nu prin schimbirile de farmacocinetica.

Un factor care influenteaza distributia drogului este legarea plasmatica a acestuia. Principala proteina de legare plasmatica pentru
anestezicele locale este alfa 1-glicoproteina acidd (AAG), o proteina reactiva de faza acuta. (18) Legarea lidocainei de proteinele
plasmei tinde sé creasca usor cu vérsta. (19) Cu toate acestea, varsta nu influenteazé legarea plasmatica a bupivacainei.(20) Aceasta
se explica prin lipsa efectelor varstei asupra concentratiei plasmatice de AAG.(21)

Anestezicele locale sunt eliminate predominant prin metabolizare. (22) Schimbirile legate cu varsta in metabolizarea si excretia
anestezicelor locale sunt legate de modificarile functiei hepatice. Reducerea masei hepatice, a fluxului sangvin hepatic si scaderea
activitatii enzimelor hepatice odatd cu inaintarea in varsta, explicd inrautatirea metabolismului. Corespunzator, descresterea fluxului
sangvin hepatic este asociata cu declinul clearance-lui lidocainei la pacientii in etate. (23)
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De asemenea, la pacientii in varsta se inregistreaza reducerea masei hepatice, ca consecintd, clearance-ul anestezicelor
locale, cu rata de extractie hepatica relativ joasa §i care sunt mai mult dependente de metabolizarea de catre enzimele hepatice,
poate descreste cu varsta. Clearance-ul plasmatic total al bupivacainei s-a dovedit ca descreste dupd administrarea epidurald sau
subarahnoidiana. (fig. 2). (6,13,1516)

Oricum, avand in vedere clearance-ul scizut, legat de varsta, pentru lidocaind si bupivacaina, administrarea prin injectari
intermitente multiple sau prin infuzie epidurald continua in managementul durerii postoperatorii, poate duce la acumularea
acestor droguri.(17)

Efectuarea anesteziei spinale sau epidurale poate fi mai dificild la varstnici. Deseori este destul de dificil sd pozitionezi adecvat
un pacient in varstd din cauza deformatiilor anatomice, curburilor sau rotatiilor particulare ale coloanei care sunt gésite la multi
pacienti geriatrici. Aceastd inabilitate a batranilor de a flexa spatele cum o fac pacientii tineri fac blocada axiala dificila. Avansarea
in varsta deseori este acompaniatd si de o accentuare a lordozei lombare care este legatd de procesul de osteoporoza. Calcificarea
ligamentelor interspinoase si a ligamentului flavum, stenozarea progresiva a orificiilor intervertebrale la béatrani fac mult mai
dificila pozitionarea si avansarea acului.

Incidenta cefaleei postpunctionale descreste cu varsta, posibil datorita descresterii elasticitatii tesutului cranial. (24) Ca
consecintd mai putin LCR se pierde la pacientul in varsta. Hipotensiunea dupd anestezia spinald reprezintd o problema comuna cu
o incidentd de 15.3 % - 33 %. (25,26) Nivelul inalt de analgezie si varsta inaintata par ca sunt cei doi factori principali responsabili
de dezvoltarea hipotensiunii. (26) Raspandirea mai extinsd a analgeziei cu ropivacaina administratd epidural la pacientul geriatric
se asociazd cu o incidenta sporita de hipotensiune si bradicardie.(8) Aceasta problema este de o importantéd deosebita la varstnicii
cu patologie cardiovasculara ca hipertensiunea, deoarece este crescut riscul de ischemie secundari asociata hipotensiunii.(27,28)
Mai mult decat atat, rata morbiditatii si mortalitédtii la pacientii in varstd cu hipertensiune se pare cé este sporitd comparativ cu
pacientii in varsta fira hipertensiune ca rezultata al labilitdtii hemodinamice intraoperatorii marcate. (29,30)

Hipotensiunea marcata este deosebit de periculoasd pentru pacientul geriatric cu rezervéd cardiaca limitata. Schimbarile
structurale ale arteriolelor §i schimbdrile sistemului nervos autonom care se petrec odati cu avansarea varstei pot contribui la
dezvoltarea epizoadelor de hipotensiune marcata la varstnic. Batranii prezintd activitate sporitd a sistemului nervos simpatic
asociati cu eliberare sporitd de norepinefrind din germinatiunile nervoase. (31,32) In plus, disfunctia baroreflexi asociata varstei
poate compromite homeostazia presiunii arteriale. (33) Prin urmare, instabilitatea hemodinamicd dupé anestezia spinald poate
fi exagerata la varstnici din cauza scaderii marcate a rezistentei vasculare sistemice. (34) Bioimpedanta electrica transtoracica
demonstreaza cd presiunea arteriald descreste cu 25 % la 6-9 min dupa blocul neuraxial, indicand faptul ca pacientul ar trebui sa
fie monitorizat imediat dupé efectuarea blocului subarahnoidian. (35)

Strategiile utilizate pentru a preveni sau a reduce incidenta si severitatea episoadelor hipotensive includ administrarea i.v in
bolus de lichide si utilizarea vasopresorilor. Atat profilaxia cat si terapia au scopul primar de a restabili umplerea cardiaca. Aceasta
poate fi obtinut fie prin cresterea volumului sangvin fie prin contracararea vasodilatatiei in regiunile simpatolitice cu agenti
vasoconstrictori. Deja, administrarea i.v de fluide inaintea i in timpul anesteziei spinale pentru a preveni hipotensiunea reprezinta o
practicd obignuita. La pacientii in varsta, oricum, preincircarea lichidiana nu este intotdeauna efectiva. (36,37) Incdrcarea volemici
nu preintampind intotdeauna pierderea de rezistentd vasculard sistemica cauzata de catre anestezia spinald, ba chiar poate cauza o
descrestere in continuare a acesteia. (38) Indiferent daci se folosesc solutii cristaloide sau coloide pentru incércarea volemicd, sau
prehidratarea nu este folositd de loc, la pacientii in varsta normovolemici se remarca o incidentd sporita a hipotensiunii in cadrul
interventiilor chirurgicale programate. In plus, rezerva fiziologica redusi la batrani se pare c ii face mai putin capabili sd creasci
debitul cardiac ca raspuns la incarcarea volemica.

Trebuie de subliniat faptul cé preincércarea volemica rapidd poarta un potential risc in cazul pacientilor geriatrici cu rezerva
cardiaci limitata. In acelasi timp, cu scopul de a reversa orice reducere de rezistenta vasculari ar trebui folosit un agent alfa agonist.
In acest aspect in ultimul timp tot mai larg se folosesc derivatii izotioureici (raviten 40-50 mg dozi initial3, etc.).

Este rational de a combina anestezicele locale cu droguri adjuvante pentru a reduce cantitatea fiecarui drog si a pastra efectul
analgezic fara fenomene adverse. O ,,minidozd” de 4 mg de bupivacaina combinaté cu 20 pg de fentanil asigura anestezia spinala
pentru chirurgia fracturii de femur la bétrani.(39) Combinarea de minidoze de agenti medicamentosi cauzeaza mult mai putine
episoade de hipotensiune si aproape cé este eliminatd necesitatea de a utiliza suportul vasopresor al tensiunii arteriale la acestea.

Totusi, anestezia spinald segmentara unilaterald poate rezulta cu o raspandire mai limitata a analgeziei si prin urmare cu o
variabilitate hemodinamicé redusa. Unilateralitatea blocului spinal poate fi provocata prin injectarea dozelor mici de anestezic
local hiperbar si pozitie laterald prelungita. (40)

Anestezia spinald continua este o tehnicé care permite titrarea solutiei de anestezic local, astfel reducand doza de anestezic local si
asigurand o analgezie adecvatd cu un nivel mai jos al blocului simpatic, prin urmare minimalizand hipotensiunea arteriala si bradicardia.
(41) De asemenea si anestezia combinatd spinala-epidurala permite utilizarea dozelor intratecale mici cu posibilitatea de a suplimenta
analgezia prin cateterul epidural daca blocul nu este suficient sau adecvat. Cand stabilitatea hemodinamica este critica, anestezia spinald
continud sau anestezia combinata spinala epidurald sunt de preferat pentru chirurgia membrului inferior la batrani.

Hipotermia la pacientul in varsta ar putea fi atribuitd unei varietati mari de factori asa ca descresterea fiziologica a metabolismului
bazal, schimbarile la nivelul centrului termoreglator si diminuarea masei musculare. (42,43) De asemenea, pacientii geriatrici
pot fi expusi riscului sporit de hipotermie deoarece temperatura centrald scazutd poate si nu initieze raspunsurile protective
autonome.

Varsta avansata si nivelul inalt al blocadei spinale sunt asociate cu descresterea semnificativa a pragului termoreglator. (43)
Pragul de initiere a tremorului este descrescut direct proportional cu nivelul blocului spinal deoarece tonusul vasomotor este
inhibat mai jos de nivelul blocului spinal. (44,45) Astfel, cu cat mai avansat este blocul spinal cu atat mai evidente sunt dereglarile
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termoreglatorii asteptate. Tremurul si cresterea cerintei in oxigen pot compromite pacientul varstnic, mai ales daca acesta prezinta
patologie cardiovasculara.

Pacientii varstnici sunt predispusi de a face confuzie si de obicei sunt foarte senzitivi la dozele mici de droguri sedative. Prin
urmare, se vor folosi doze mai mici cu perioade de administrare mai prelungite.

O mare parte dintre pacientii in varsta dupd chirurgia ortopedica dezvoltéd disfunctie cognitiva, confuzie si delir, care toate,
de cele mai multe ori, reprezinti sindroame nespecifice ale disfunctiei sistemului nervos central. (46) In cele mai multe dintre
cazuri, recuperarea functiei cognitive la batrani este prompta si completa in prima sdptdmand postoperator. Nici tehnica anestezicd
utilizata, nici modalitatea managementului durerii postoperatorii nu reprezinta determinante importante care ar explica confuzia
postoperatorie la pacientii in varsta. (46,48,49)

Factorii care probabil cd ar putea sd explice dezvoltarea disfunctiei cerebrale postoperatorii sunt varsta, spitalizarea si prelungirea
duratei interventiei chirurgicale.

Utilizarea tehnicilor analgezice regionale atit intraoperator cét si postoperator furnizeaza beneficii fiziologice si pot atenua
mecanismele patofiziologice care apar dupa orice interventie chirurgicala. (50) Anestezicele locale au capabilitatea de a bloca
semnalele aferente si eferente la nivelul maduvei spindrii astfel inhiband rdspunsul de stres chirurgical. (tabelul 19-1)

Tehnicile anestezice regionale asigurd un management excelent postoperator al durerii, astfel reducand efectul sedativ al
opioidelor si facilitind mobilizarea precoce postoperatorie care asigura o convalescenta rapida. (51,52)

Cand este comparatd cu anestezia generald, pierderea intraoperatorie de sange este redusd cand se foloseste anestezia spinala sau
epidurala. (53,54) Aceasta se datoreaza presiunii venoase scizute din timpul blocului spinal comparativ cu anestezia generala. (44,45)

In comparatie cu anestezia generald, anestezia spinali si epidurald nu sunt asociate de modificiri ale gazelor sangelui arterial
nici in timpul interventiei chirurgicale, nici dupé aceasta, astfel demonstrand lipsa efectului asupra procesului de schimb gazos
pulmonar. (55)

Anestezia epidurald toracicd inaltd imbunatateste disfunctia ventriculard sdnge indusa de catre ischemie: semne
electrocardiografice, ecografice si angiografice reduse de insuficientd coronariana, descreste incidenta aritmiilor §i durerea
anginoasa. (56, 59)

Aceste rezultate demonstreaza faptul ca blocul simpatic cardiac imbunitateste raportul aprovizionare/consum de O2 al
cordului. (60)

Anestezia epidurald are influenta neinsemnatd asupra respiratiei la pacientii cu patologie respiratorie asociata. Activitatea
diafragmaticd este sporita dupd anestezia epidurala continud, posibil explicatd prin intreruperea reflexului inhibitor motor al
nervului frenic, fie prin deaferentarea directd a cailor senzitive viscerale sau prin reducerea sarcinii diafragmatice ca rezultat al
compliantei abdominale sporite. (61, 62)

O anestezie epidurald continua cu nivelul peste T12 este asociatd de blocada nervoasa splanhnica simpaticé care reduce tonusul
gastrointestinal inhibitor i sporeste fluxul sangvin intestinal. (50, 63)

In general, pacientii geriatrici prezintd o rezerva functionald redusi a sistemelor de organe, astfel devenind intoleranti
fatd de stresul chirurgical. Anestezicele locale au capabilitatea de a bloca semnalele aferente si eferente de la nivelul maduvei
spindrii, astfel suprimand raspunsul la stresul chirurgical, precum si inhibitia reflexa spinal a functiei diafragmatice si a functiei
gastrointestinale.

O analiza sistemica a studiilor randomizate demonstreaza cd anestezia regionald pentru corectia chirurgicald a fracturii de
femur a fost asociata cu o mortalitate precoce scdzuta la fel ca si incidenta mai micé a trombozei venoase profunde comparativ
cu anestezia generala. (64) Reducerea mortalitatii precoce postoperatorii posibil cé se explica anume prin incidenta relativ joasa
a trombozei venoase profunde.

Administrarea precoce a analgeziei epidurale continue a fost asociatéd cu o incidentd scizuta a evenimentelor cardiace adverse
la pacientii varstnici cu fractura de femur care aveau cardiopatie ischemica. (65)

Concluzii

Concluzia generala este ca pacientii in varsta sunt mai sensibili la anestezicele locale si prezinta profiluri clinice modificate.
Pacientii in varstd dupa anestezia epidurald si spinald prezinta un nivel mai inalt al blocadei senzoriale si motorii §i sunt mai
expusi riscului de a dezvolta hipotensiune arteriald ca consecinté a blocadei simpaticolitice periferice. Prin urmare, dozele-bolus
la pacientii geriatrici ar trebui s fie reduse pentru a limita efectele adverse.

Anestezia regionala ofera citeva beneficii clinice la pacientii geriatrici, printre acestea: pierderea redusa de sange, circulatie
vasculard perifericd mai buna, suprimarea raspunsului la stresul chirurgical si controlul postoperator mai adecvat al durerii.
Beneficiile cardiace ale anesteziei regionale sau atribuit cu predominanta la anestezia epidurald toracica mai ales la pacientii cu
cardiopatie ischemica asociatd. Probabil cd, analgezia epidurala toracica postoperatorie reduce morbiditatea cardiacé la pacientii care
prezintd risc cardiovascular. Analgezia epidurala postoperatorie imbunatateste evolutia pacientului prin reducerea complicatiilor
pulmonare. Disfunctia cognitivd postoperatorie persistentd legata de varsta pacientilor se pare ca nu este atribuita unei anumite
tehnici anestezice utilizate (regionala sau generala), sugerand existenta altor factori etiologici de baza. Anestezia regionald poate
reduce mortalitatea pe termen scurt, in special la pacientii supusi corectiei chirurgicale a fracturii de femur, prin reducerea
complicatiilor trombembolice ca urmare a mentinerii unui status fibrinolitic relativ normal. Totusi, nu pot fi ficute concluzii in
ceea ce priveste mortalitatea pe termen lung. Existd evidenta cd anestezia regionald faciliteazd restabilirea precoce a pacientilor
prin reducerea riscului de ileus la pacientii supusi chirurgiei abdominale.
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ACTUALITATIiN NUTRITIA PACIENTULUI CRITIC

STEFANET Igor*, COJOCARU Victor**, GURSCHI Nicolae*, CORNOGOLUB Alexandru*, BORS Mihail*,
CAZACU Gheorghe*, RUSU Petru*

*Dr.med., conf. univ., **prof.univ., dr.hab.med.,
catedra Anesteziologie si Reanimatologie Nr. 2,
USMEF “Nicolae Testemitanu” din Republica Moldova

Nutritia este procesul complex care trebuie sa indeplineasca urmatoarele functii: asigurarea cu energia necesara functionarii
sistemelor enzimatice si cu materialele necesare pentru mentinerea si refacerii structurilor organismului.

Nutritia — proces de alimentatie cu substante energogene si plastice.

Acoperirea necesarului energetic pe care celula il consuma pentru functionalitatea enzimelor - ribozomi, lizozomi, ergosto-
plasma etc. este primul obiectiv al nutritiei. Al doilea obiectiv este refacerea si reinnoirea structurilor celulare, cele proteice fiind
cele mai insemnate, care necesita un aport permanent de substante, din care celula sintezeaza toate elementele structurilor sale:
apd, ioni, glucide, aminoacizi (deci azot). Substantele azotate (aminoacizii) constituie aportul plastic refacerii tuturor structurilor
proteice celulare.

Consecintele directe ale neacoperirii necesarului caloric genereaza diverse grade de denutritie , ajungand péna la casexie, iar
neacoperirea necesarului azotat cantitativ si calitativ, diverse tipuri de malnutritie. Denutritia combinata cu malnutritia genereaza
in organism modificari functionale cu scaderea tuturor functiilor organice si celulare.
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Astfel, suprimarea bruscé a aportului alimentar face ca organismul omului sd recurgé la rezerve in vederea asigurarii necesarului
energetic §i in parte plastic. Procesul de inanitie genereaza in organismul uman unele reactii care permit supravietuirea cu pierderi
functionale minime, perioade lungi de timp.

Metabolismul de inanitie este o cale metabolica speciald, la care recurge organismul cand este privat de elementele nutritive
esentiale pe un timp mai indelungat. Acest tip de metabolism este specific malnutritiei generale sau malnutritiei proteice. In
metabolismul de inanitie predomina autofagia, ceea ce insemnd cd organismul se devoreaza pe sine pentru a-si asigura elementele
necesare vietii, cu prioritate, proteinele.

Cand aportul alimentar nu este oprit complet, dar se situeaza sub nivelul necesitatilor de moment se vorbeste de starea de
seminanitie (de repaus sau postagresiva). In cazul lipsei elementului energetic, dar in prezenta unui aport azotat corespunzitor din
punct de vedere calitativ si cantitativ, organismul poate sd compenseze prin mobilizare preponderent lipidica, fiind astfel crutate
rezervele sale proteice, deci masa splanhnicd si musculara. In. cazul lipsei elementului, plastic si prezentei unui aport glucidic,
organismul trebuie ,s4 mobilizeze proteine, dar cantitatea acestora este redusa. Stdrile de semiinanitie sunt caracteristice celor mai
multi pacienti din terapia intensiva.

Pacientul, fiind intr-o stare critica asociata cu stresul catabolic, SIRS deseori se asociaza cu morbiditatea infectioasa majord,
insuficientd poliorganicd, spitalizare mai indelungatd, mortalitate crescutd. Odata cu progresul tehnico-stiintific s-a dovedit efectul
benefic al suportului nutritional al bolnavilor aflati in stare critica. Suportul nutritiv are 3 obiective principale: pastrarea greutatii
corporale, mentinerea functiilor imune si prevenirea complicatiilor metabolice. De curdnd aceste scopuri sunt mai mult legate
de terapia nutrititionald (TN) incercind sa atenueze raspunsul metabolic la stres, prevenirea leziunilor oxidative a celulelor si
reglarea favorabila a raspunsului imun. Asa cd inceputul nutritiei enterale timpurii la pacientii in stare criticd reduce severitatea
decurgerii bolii, micsoreaza complicatiile, reduce vremea spitalizarii in UTI (unitatea de terapie intensiva), favorizeaza rezultatul
general al tratamentului.

Un indrumator de recomandari in domeniu a fost actualizat de un grup de experti a 2 societéti de valoare: SCCM (Society of
Critical Care Medicine) si A.S.PE.N. (American Society for Parenteral and Enteral Nutrition). Majoritatea punctelor cheie sunt
relevate in continuare.

I. Initierea alimentatiei enterale.

a) Aprecierea stérii nutritive initiale a bolnavului in mod traditional (albumina, prealbumina, antropometria) nu sunt valide in
situatiile critice. Marcherii proteici singuri oglindesc fazele acute de raspuns, iar datele antropometrice nu sunt demne de incredere
in TN. De o valoare mai mare sunt severitatea bolii, patologiile concomitente, functia tractului gastrointestinal (GI), istoricul
pierderii in greutate.

b)Nutritia enterala (EN) se initiazd in UTI la bolnavii care nu au posibilitatea mentinerii alimentatiei volitive (determinat
de vointd). Motivele specifice pentru inceperea cat mai rapida a EN sunt: pastrarea integritatii intestinului, atenuarea stresului,
raspunsului imun sistemic si severitatii bolii.

¢)EN este preferabild nutritiei parenterale in UTI.

d) Alimentarea enterala trebuie inceputa primele 24-48 ore, totodatd cu resuscitarea volemica completd si stabilitatea
hemodinamica.

e) Pentru inceperea EN in UTI nu este strict necesar aparitia sunetelor peristaltismilui intestinal, gazelor, scaunului.

f) Alimentarea enterald se efectueazd prin sonda plasatd in stomac sau in intestinul subtire. Amplasarea sondei in intestinul
subtire poate din urmatoarele cauze: volumul gastric rezidual marit repetat, riscul major de aspiratie, intoleranta alimentarii
gastrice.

Il.Initierea alimentatiei parenterale (PN).

a)La pacientii la care nu este posibila EN in primele 7 zile, nu trebuie folosit suplimentar nici un fel de suport nutritiv. Aceasta
reguld se refera la pacientii fiind sanatosi pand a ajunge in UTI fard malnutritie calorico-proteica. PN se incepe doar dupd 7 zile
de spitalizare in terapia intensiva.

b) In cazurile cand este prezentd malnutritia calorico-proteica (pierderea din greutatea corporala peste 10<15% sau 90% de
la greutatea ideald) si nu este posibild EN, PN cat mai rapid dupa o resuscitare adecvata.

c)Dacéd pacientul are de suportat o interventie chirurgicala pe tractul gastrointestinal superior §i alimentarea enterald nu e
posibila, PN trebuie efectuatd numai in conditii foarte specifice: 1 - la bolnavul cu malnutritie PN se initiaza cu 5-7 zile preoperator
si se continue postoperator. 2 - PN nu se va incepe in imediat postoperator i va fi administratd pe timp de 5-7 zile. 3 — PN efectuata
pe o duratd mai micé de 5-7 zile poate fi fara efect, totodatd cauzand un risc major pentru pacient.

lIl. Dozarea alimentarii enterale.

a)Necesitdtile energetice pentru pacientii in stare critica pot fi calculate cu ajutorul ecuatiilor predictibile sau utilizand
calorimetria indirectd - aceasta fiind mai precisd. La pacientii obezi folosirea ecuatiilor sunt prea problematice, recomandand
folosirea doar a calorimetriei indirecte. La moment sunt cunoscute peste 200 de ecuatii predictibile (Harris-Benedict, Scholfield,
Ireton-Jones, etc) ajungand la concluzia multor clinicieni cé trebuie folosite formule mai simple (25-30 kcal/kg/zi).

b) Uneori se pune intrebarea peste 7-10 zile de adduga la EN (in cazurile cdnd nu-i posibil de a atinge 100% din necesarul
de calorii) un supliment parenteral, insd e necesar de evitat acest lucru, urmadrile fiind diunétoare.

c)La bolnavii cu BMI (indicele masei corporale) < 30, necesitatile de proteine sunt de 1,2-2,0 g/kg/zi sau balanta non-proteica
calorie:nitrogen de 70:1-100:1. La pacientii obezi, cu BMI>30, parametrii dati mai sus diferd: necesitdtile calorice nu trebuie sa
depaseasca 60%-70% (11-14 kcal/kg/zi sau 25 kcal/kg/zi reiesind din greutatea ideala) si proteinele >2-2,5 g/kg/zi.
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IV. Monitorizarea tolerantei si compatibilitatii alimentarii enterale.

a)In UTI motilitatea intestinului nu e strict necesard pentru inceperea EN. Nutritia enterald singurd ajutd generarea
peristaltismului intestinal.

b) Bolnavii trebuie sa fie monitorizati in privinta tolerantei EN: dureri si/sau distentie, pasajul gazelor si a scaunului, radiografii
abdominale. Incetarea necorespunzitoare EN trebuie evitata.

¢)Nu trebuie sd ne scape din vedere riscul aspiratiei in EN, pentru profilaxia cireia e de dorit de luat urmatoarele masuri: 1
- la toti pacientii intubati din UTI cu EN e necesara pozitionarea partii cefalice a patului cu 30-45° mai sus; 2 — pentru pacientii
cu risc inalt de intoleranta alimentarea enterald trebuie efectuata prin infuzie continud a nutritiei; 3 — agentii care imbunatédtesc
motilitatea intestinald (metoclopramide si erithromocina) sau naloxona pot initiate cand este clinic admisibil; 4 - translocarea
tubului gastric in regiunea postpiloricd; 5 — prelucrarea limbii 2/zi cu chlorhexidind reduce de asemenea riscul de pneumonii la
pacientii aflati la respiratie artificiala.

V. Selectarea formularii enterale specifice.

Formularea imuno-modulatorie enterala (suplinirea cu asa produse ca arginina, glutamina, w-3 acizi grasi, antioxidanti) se
utilizeaza la majoritatea bolnavilor din UTI dar cu precautie in cazurile sepsisului sever. Pentru a primi efectul terapeutic optimal
in cazurile date este necesar folosirea minimum de 50-65% de energie necesard organismului.

V1. Terapia aditionala.

a) Administrarea probioticilor la moment nu géseste oglindire in literaturd

b) Combinarea vitaminelor antioxidante (E, C) si a seleniului e benefica la toti bolnavii din UTI.

c) Addugarea glutaminei in EN e favorabila in toate grupurile de bolnavi.

d) Utilizarea fibrei solubile e pozitiva la pacientii total resuscitabili, stabili hemodinamic cu EN la care s-a manifestat
diareea. Folosirea fibrei insolubile trebuie evitata la toti bolnavii din UTI din cauza riscului major de ischemie intestinala sau a
dismotilitatii.

Totodatd nu trebuie sa uitdm de faptul cd in fiecare caz modul de alimentare a pacientului critic se alege in parte deoarece
medicul trebuie sa aibd gandire clinica, iar orice standarde folosite sau mentionate in literatura sunt doar in ajutorul nostru §i nu o
dogmi indiscutabila. In viitorul apropiat se vor face noi si noi investigatii si cercetiri in domeniul terapiei nutritionale si oamenii
din toatd lumea vor beneficia de rezultatele lor.
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REZUMATE

INTERHOSPITAL TRANSPORTATION OF MAJORTRAUMA PATIENTS
IN THE REPUBLIC OF MOLDOVA

Arnaut 0., Baltaga R. PhD?, Clim A.', Sandru S. PhD?, Cobiletchi S.!, Ursu D.%, Oleineac E.”

"NCEM (Centre of Emergency Medicine)
2SMPhU (State Medical and Pharmaceutical University) ,N. Testemitanu”

Actuality

Transportation of major trauma patients to, between, and within hospitals can be associated with potentially adverse events.
Researchers have shown that increased vigilance, appropriate equipment, and well-trained personnel can lead to improved safety
while major trauma patients are being transported.

The aim of the study is to evaluate interhospital transportation of major trauma patients from district hospitals to trauma
center on territory the Republic of Moldova.

Materials and Methods

Was performed retrospective analysis of 39 patients from archive, transferred from regional hospitals to National Centre
of Emergency Medicine (NCEM) during the year 2008. Age between 20-74 years, 30 males, 9 females. Severity of trauma was
evaluated according to NISS (New Injury Severity Score) with average value 45,1 + 10,3 points, and MPMolIII (Mortality Probability
Admission Model), with average value 67,3+18,9%.

Patients were analyzed in dependencies on period of trauma, on distance and on severity of trauma.

Results

In table Nel is represented two comparable groups according to number of patients, gender, age, NISS. Patients who were
transported before 48 hours were influenced by transportation more vastly (MPMolII is higher) and had mortality in two times
above.

Table N°1. Comparative evaluation in dependencies on period of trauma (peaks of death)

Gender MPMolll Duration of Duration of
Number of Age, average NISS, average ) ) Rate of
Group atients value (m/f) value. poins averagevalue, | treatmentin | treatmentin mortalit
P P % ICU, days hospital, days y
Early, 18 M2+159 | 14/ 164289 | 7164156 | 82481 16,1481 38,9%
before 48 hours
Late, 21 43,8+16,3 16/5 439+11,4 63,7£21 7,3£6,6 21,2133 19,04%
after 48 hours
p 0,620 0,441 0,187 0,712 0,160 0,187
Table N°2. Comparative evaluation in dependencies on distance
Numberof | Age, average Gender NISS, average MPMoll Duration O.f Duration O.f Rate of
Group atients value (m/f) value, points average value, | treatmentin | treatmentin mortality
P ' % ICU, days hospital, days
Less 70 km 21 40,4+14,7 16/5 441187 66,5+17,5 1,3+7,2 17,4+8,7 23,8%
More 70 km 18 4524175 14/4 46,2+12,1 68,3121 8374 20,7+13,6 33,3%
p 0,37 0,558 0,77 0,676 0,37 0,526

Rate of mortality was less for patients who were transported from distance < 70 km (table Ne2).
Rate of mortality was directly dependant on severity of trauma (NISS) and conditions at admission (MPMolII) in trauma
center (table Ne3) and increased vastly in cause NISS>40 or MPMolII>70%.

Table N°3. Comparative evaluation in dependencies on NISS and MPMolll

. Duration of
Group Num.ber of Age, average value | Gender (m/f) NISS, aver'age Durat'lon oftreatment treatment in Rate of mortality
patients value, points in1CU, days .
hospital, days
NISS

16-19 1 63 | o | 24 8 15 0%




58 Congresul Il International al SARRM Nr. 3 (36),2009 o Supliment o Hnta

Medica

20-29 3 34,7+19,5 3/0 31,7+13,5 47447 25,3+5,5 0%
30-39 5 54+7,1 3/2 73,6x13,4, 1,4+0,5 11,8447 0%
40-49 20 39,7+13,9 15/5 66,5+14,9 6,3+4,7 20,6+6,5 15%

>49 10 43,2420,2 91 81459 14,849,2 28,1£16,8 80 %

MPMolll

<50 7 38+16 6/1 32,8+12,8 646 21,1481 0%
50-59 3 42,7+16,2 3/0 44+6,9 43431 22,7+4 0%
60-69 7 40,9+17,1 4/3 42,9453 43429 24,1+18,9 0%
70-79 13 36,7+14,2 8/5 50,2+7,5 9,5+7,8 16,1+9,6 38,5%

>80 9 56,1+12,2 9/0 49,2+8,1 10,4+9,5 16+8,9 66,6 %

Conclusions

1. It was observed some tendencies for major trauma patients during transportation. They depend on phase of trauma, distance
between hospitals and severity of trauma according to NISS and MPMolIL

2. The transportation of major trauma patients needs optimization through increasing caution, good equipping and special
trained personal.

3. Activity of Department of Emergency Medicine should be directed on achievement of “Golden Hour” strategy in all territory
the Republic of Moldova.

ANESTEZIA SUBARAHNOIDEANA CU XILOCAINA IZOBARA iN
INTERVENTIILE CHIRURGICALE UROLOGICE ENDOSCOPICE LA
PACIENTUL VARSTNIC

BORS Mihail
dr. in med., conferentiar universitar
Catedra Anesteziologie si Reanumatologie Nr.2 USMF “N.Testemitanu”

Introducere

Cresterea populatiei varstnice este o caracteristicd esentiala a epocii contemporane, fiind un fenomen comun tuturor tarilor
avansate. Tinand cont de acest, fapt si ca proportia de pacienti chirurgicali varstnici este in continud crestere, medicului anesteziolog
ii revine un rol unic si deosebit, atat la evaluarea preoperatorie, cat si la managementul intra §i postoperator al acestor pacientilor.
Anestezia subarahnoidiana este consideratd anestezia de electie la pacientul varstnic pentru chirurgia urologica atat clasicd cat si
endoscopica.

Pe de altd parte insd, un efect secundar constant al anesteziei subarahnoidiene este hipotensiunea arteriald (hTA), care la
varstnici se manifestd mult mai frecvent, mai intens si mai dramatic decét la tineri. Incidenta mare a bolii coronariene la varstnici
creste riscul ischemiei miocardice consecutive hipotensiunii arteriale.

Majoritatea surselor literare recomanda pentru anestezia subarahnoideana la pacientii varstnici in chirurgia urologica clasica
un volum de 3,5-4 ml xilocaina 2% izobara (70-80mg, reiesind din dozd medie de 1,0 mg/kgc), administrat la nivelul L3-L4 sau
L2-13.

Aceasta insd uneori este insotita de dereglari hemodinamice si efecte toxice marcate.

Unii autori afirma cd pentru anestezia subarahnoideana in chirurgia pacientului varstnic un volum de 2-3 ml xilocaina 2%
izobara (40-60 mg, reiesind din 0,5 mg/kgc) administrat la nivelul L3-L4 sau L2-L3, este suficient pentru a realiza un bloc senzitiv
de bund/foarte bund calitate si adecvat pentru a evita hipotensiunile severe, prelungite, refractare la tratament.

Scopul

Pornind de la aceste date din literatura, scopul acestui studiu a fost acela de a vedea dacé doza de 2-3 ml (40-60 mg) xilocaina
izobara: oferd o analgezie de calitate multumitoare; modificd comportamentul hemodinamic; modifica timpul de instalare a blocului
senzitiv; modificd analgezia postoperatorie; influenteaza frecventa aparitiei delirului postoperator al varstnicului, la anestezia
subarahnoidiana in cadrul chirurgiei urologice endoscopice.

Material si metoda

Am efectuat un studiu comparativ, prospectiv si randomizat la 361 pacienti varstnici (65-88 ani), cu risc anestezic ASA II-
IV pentru rezectie transuretrala a prostatei / vezicii urinare / uretrei (TUR-P, TUR-V, TUR-U). Toti pacientii au fost anesteziati
in conditi similare, anestezie subarahnoidiand cu ac de tip Quinche , 25G, abord median, la L3-L4 sau L2-L3 in pozitie sezanda.
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Volumul substantei anestezice a fost diferit, rezultdnd doud loturi: lotul 1 cu céte 3,5-4 ml/70-80mg (105 pacienti) si lotul IT -
respectiv 2-3ml/40-60mg xilocaina 2% solutie izobard (256 pacienti), Operatiile au durat, in medie, 45 de minute cu variatii intre
30 si 60 de minute. S-au estimat blocul senzitiv, comportamentul hemodinamic, si s-a urmarit delirul postoperator al varstnicului
- un sindrom mental acut de etiologie multifactoriald, intalnit in chirurgia geriatrica.

Rezultate si discutii

Calitatea analgeziei a fost bund si foarte bund fara diferente semnificative la cele doua loturi. Se remarca o diferenta mare a
comportamentului hemodinamic dintre cele doua loturi.

Dozele de xilocaind recomandate in literatura (70-80mg) sunt doze prea mari pentru toleranta cardiovasculara a pacientului
varstnic, ele fiind uneori chiar periculoase. Sciderea dozelor anestezice are un efect benefic asupra comportamentului hemodinamic,
dar calitatea §i durata blocului senzitiv pot diminua daca reducerea dozelor se face sub o anumita limita.

Ambele doze au realizat un bloc senzitiv eficient si adecvat interventiilor urologice endoscopice. Comportamentul hemodinamic
a fost insd semnificativ mai bun in cazul celui de-al doilea lot (2-3ml xilocaind 2%), amploarea simpaticolizei fiind mult mai
diminuata.

Delirul postoperator al varstnicului nu s-a manifestat la nici unul din pacientii in studiu.

Condluzie

Doza de 2-3ml (40-60mg) xilocaind izobara 2%, administrata din raportul 0,5mg/kgc subarahnoidean la nivelul L3-L4 sau L2-
L3 la pacientul vérstnic pentru interventiile urologice endoscopice asigurd o analgezie de bund si foarte buna calitate, o stabilitate
hemodinamicé remarcabild in comparatie cu doza clasica si absenta delirului postoperator.

PROPOFOL SAU MIDAZOLAM PENTRU SEDAREA BOLNAVULUI
VARSTNIC SUPUS INTERVENTIILOR UROLOGICE ENDOSCOPICE ?

BORS Mihail
dr. in med., conferentiar universitar
Catedra Anesteziologie si Reanimatologie Nr.2 USMF “N.Testemitanu”

Introducere

In activitatea practica s-a observat cd uneori in timpul interventiilor chirurgicale urologice endoscopice efectuate sub anestezie
subarahnoideand o parte din pacienti prezintd anxietate si o senzatie neplacuta la unele momente de lucru cu coagulatorul i cutitul
electric sau la efectuarea unor manevre de tensionare si dilatare a cailor urinare, tractie si extragere a calculilor, s.a. Asocierea
medicatiei sedative i.v. poate aduce un plus de calitate anesteziei loco-regionale prin efectul sedativ, amnezic si anxiolitic.

Material si metoda

Am efectuat un studiu comparativ, prospectiv si randomizat la 84 pacienti vérstnici (65-88 de ani) cu risc anestezic ASA II-
IV pentru evaluarea eficientei sedarii cu propofol i midazolam in timpul anesteziei subarahnoidiene cu xilocaind 2% izobara in
cadrul interventiilor urologice endoscopice. Sedarea in timpul rahianesteziei s-a realizat cu midazolam la lotul 1 (42 pacienti) si
cu propofol la lotul 2 (42 pacienti).

Studii anterioare au demonstrat ca o ratd de infuzie medie de 3,5-3,7 mg/kg/corp/ora pentru propofol si 0,25-0.27 mg/kg/corp/
ora pentru midazolam, dau nivele similare de sedare la pacientul tandr. Am redus dozele cu 25% avand in vedere particularititile
varstnicului si le-am administrat astfel: la lotul 1 - midazolam 0,25-0,3 mg/kg/corp/ord primele 10 minute, apoi infuzie continud
pe injectomat cu 0,15-0,2 mg/kg/corp/ord; la lotul 2 - propofol 3-3,5 mg/kg/corp/ora in primele 10 minute, apoi infuzie continua
pe injectomat cu 2,0-2,5 mg/kg/corp/ora. Am pornit injectomatul imediat dupa efectuarea rahianesteziei.

Evolutia hemodinamicii s-a apreciat pe baza unui punctaj ca fiind foarte bund, buna sau nesatisfacatoare. Anxietatea, ca stare
de rau general fizic si psihic, a fost apreciata in functie de 3 categorii de simptome: tulburari motorii, ale vigilentei si vegetative
evaluate inainte de operatie, in timpul operatiei si dupa trezirea din hipnoza. Nivelul sedérii a fost evaluat folosind Scala lui Ramsay
ca metoda de estimare obiectiva dintre cele mai cunoscute.

Rezultate

Timpul de instalare al hipnozei (nivelul IV de sedare pe scala de 6 trepte Ramsay), a fost mai tardiv la lotul cu midazolam dar
fara diferente semnificative statistic (p>0.005).

Timpul de recuperare al starii de constiinta confirmat de deschiderea ochilor si obtinerea unui raspuns coerent referitor la
varstd, data si locul nasterii, a fost semnificativ mai lung la lotul 1, sedat cu midazolam.

Intraoperator, hemodinamica a fost stabila (p>0.005). Scdderea tensiunii arteriale (TA) nu a depasit cu 20% valoarea
preanestezicd, desi a fost mai evidenta in cazul sedarii cu midazolam.
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Discutii si concluzii

In ambele loturi am constatat o usoara scidere a tensiunii arteriale (TA) care nu a depdsit cu 20% valoarea preanestezici. De
asemenea, rata cardiacd nu a scdzut cu mai mult de 5-7 batdi/minut $i nu am constatat deprimarea respiratiei.

Singura diferentd intre cele doud loturi a fost timpul diferit de recuperare a starii de constiintd. Timpul mediu de la intreruperea
infuzarii §i pAnd cand pacientul a deschis ochii si respectiv si-a spus data nasterii, a fost semnificativ mai scurt la pacientii din lotul
sedat cu propofol (3 si 5 minute fatd de 9 si 10 minute).

Concluzie

Cele doud anestezice i.v., midazolamul in dozi de 0,20-0,25mg/kg/corp/ora si propofol in doza de 2,0-2,5 mg/kg/corp/ori
administrate la pacientii varstnici cu rahianestezie cu 40-60 mg xilocaind 2% au dat nivele comparabile de sedare, au prezentat
stabilitate cardiovasculara si respiratorie, propofolul oferind o trezire mai plicuts, fird sedare reziduald si o recuperare superioara
a pacientului prin luciditatea prezentd dupa 3-5 minute de la intreruperea administrarii.

Anxietatea, senzatia neplacuta la unele momente de lucru cu coagulatorul si cutitul electric sau la efectuarea unor manevre
de dilatare a cailor urinare superioare, tractie §i extragere a calculilor s.a., greturile si vdrséturile au lipsit, iar delirul postoperator
nu s-a manifestat la nici un bolnav.

ASPECTE PATOGENETICE ALE SEPSISULUI COMPLICAT CU SOC
SEPTIC

CERNIT Veronica

asistent universitar, catedra Fiziopatologie si Fiziopatologie clinicd a USMF”Nicolae Testemitanu”;
doctorandd, catedra Anesteziologie si Reanimatologie Nr.2

Introducere. Sepsisul complicat cu soc septic reprezintd una din cele mai serioase probleme ce apar,spre solutionare, in fata
clinicistului din sectiile de terapie intensiva, reprezentand un complex de interactiuni culminative dintre microorgamismul patogen
si reactia imund, raspunsul inflamator si statutul fluidocoagulant al organismului-gazda, rdspunsul gazdei si caracteristicile infectiei
influentand evolutia si indicii socului septic. La o reactie imund inadecvati a gazdei, dezvoltdndu-se sepsisul sever, asociat cu
disfunctie multipld de organe, procesul septic fiind determinat, totodat, si de caracteristicile microorganismului (agresivitatea,
virulenta, rezistenta la opsonizare, rezistenta la antibiotice, proprietatea de superantigen).

Scopul lucrarii. Studiul relatiilor microorganism patogen - gazdd, spre relevarea aspectelor cheie in patogenia sepsisului
complicat cu soc septic.

Metode. Am facut un reviu sistematic al literaturii, folosind resursele Medline, PubMed, BioMedCentral §i monografii in
parte, spre determinarea momentelor patognomonice esentiale a problemei propuse studiului, ficAnd accent pe studiul conceptului
imunodepresiei generale in socul septic, inclusiv supresia regulatorie (citochinicd), depresia metabolica imund, anergia celulelor
imunocompetente.

Reultate si concluzii. Analiza materialului induce idea cd socul septic conduce la dereglarea severa a homeostaziei prin
cascada necontrolata a inflamatiei excesive si coagularii cu statut fibrinolitic alterat, care contribuie la rdspunsul inflamator, la
hipoperfuzia tisulard, disufnctia organicé si mortalitatea crescuta. ; rolul crucial in mentinerea homeostziei circulatorii revenind
endoteliului vascular (prin proprietatile sale metabolice, mentinerea statutului fluidocoagulant si reglarea vasomotricitatii),
sistemului histiofagocitar (prin eliberarea cascadei de citochine pro- si antiinflamatorii cu rol de modulator al raspunsului gazdei
la agresiunea infectiei), depresiei sistemului imun, ca componenta a insuficientei multiple de organe (cu rol central in patogenia
sepsisului grav). Cunoasterea rdspunsului organismului gazda la agresiunea agentului patogen la nivel molecular va deschide calea
spre determinarea triplei interactiuni infectie-inflamatie-homeostazie cu optimizarea terapiei socului septic in directia modeldrii
raspunsului imun al pacientului in dependenta de polimorfismul genetic, de durata bolii si de caracteristicile particulare ale
agentului patogen..
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L‘ACTION HEMODYNAMIQUE DE LA NALAXONE DANS I'ETUDE
EXPERIMENTALINVIVO

COJOCARUYV.,, PIRGARI B., GUTU-BAHOV C., TODERAS M., BASARAB E.

*-dr.hab.med, **-dr.med
Chaire ATl de la FPM de I'Universite d’Etat de Medicine “N.Testemitanu’,
Chisinau ,Republique de Moldova

Introduction

Letat toxique septique aigu cest lexpression d'une invasion bacterienne qui se manifeste,de facon prioritaire,par une hypotention
arterielle,difficille a controller par des moyens pharmacologiques,et qui influence le prognostic de la vie.Partant de I'idee que
les endotoxine stimulant la secretion des endorphines dans les regions hypothalamiques -responsables du controle du tonus
sympathique-on pourrait admettre leffet benefique des antagonists opioides dans le traitement de correction,et justement de ceux
qui concurrement agissent avec les sigma-recepteurs et contribuent a l'acceleration du systeme sympathique et peuvent jouer un
role important pour la stimulation de l'activite virale.

Materiel et methodes

Animaux de laboratoire(rats Wistor,males),poids 300-330 g.,anesthesies avec du thiopental de sodium 2mg/kg/
corps,intraperitoneal;on a fait separer lartere femorale et la veine femorale procedant au catheterism:le catheter de l'artere femorale
a ete connecte a un transducteur de pression,les valeurs etant enregistrees sur du papier milimetrique.

On a analyser leffet de la naloxone, introduite sur le fond de tension normale,et egalement sur le fond d'administration de
lendotoxine lipopolysaccharide Escheria coli.

Resultats

Lors de l'administration de la naloxone sur un fond de tension normale,on a remarque une augmentation insignifiante des
valeurs de la tension arterielle durant 90 minutes.Lestimation du dynamique de la tension arterielle sur le fond d'administration
de lendotoxine lipopolysaccaride Escheria coli a fixe une chute de tension arterielle biphasee(modele toxico-septique classique).
Lutilisation de la naloxone 5 minutes avant l'administration de la LPS n’a pas influence le dinamique de la premiere phase de
I'hypotension arterielle. Cadministration de la naloxone 5 minutes avant la phase secondaire de 'hypotension arterielle na pas
change le caractere durable des valeurs basses de la tension arterielle.

Discutions

On peut suggerer que leffet antihypotensive de la naloxone est du son action d’inhibition sur les phagocytes et,du coup,sur
les proces de formation et secretion des substances biologiques actives vagorelaxantes,surtout du monoxide d’'azote dorigine
macrophagique.

FACTORS INFLUENCING POSTOPERATIVE PAIN AFTER SUBFASCIAL
ENDOSCOPIC PERFORATOR SURGERY (SEPS)

Cornogolub A.', MD, PhD, Gutsu E.?, MD, PhD, Onu Gr.3, Sorici A.2, Casian D.2, MD, PhD, Culiuc V.2

1 - Chair of Anesthesiology, FPME;
2 - Chair of General Surgery, SMPhU “N.Testemitanu”;
3 - Department of Anesthesiology, First Municipal Hospital, Chisinau, Republic of Moldova

SEPS became a widely used mini-invasive technique for interruption of pathological venous reflux through perforator
veins (PVs) of the calf, localised under trophic injuries of soft tissues in patients with severe chronic venous insufficiency
(CVI).

The aim of the study was to identify the potential factors that can influence postoperative pain after SEPS.

Methods. Type and duration of required postoperative analgesia (PA) in relation to clinical, surgical and anesthesiological
peculiarities were studied in 68 patients underwent unilateral SEPS procedure.

Results. Overall duration of PA was higher in the presence of extensive subfascial fibrosis, insufflation of CO, in sub-
fascial working space under pressure >15 mm Hg and using of diathermocoagulation for PVs disconnection than in limited
subfascial fibrosis, insufflation pressure <15 mm Hg and PVs interruption by clipping - 6+1,68 vs 3,52+0,27 days; 3,96+0,54
vs 3,46+0,31 and 3,86+0,41 vs 3,2+0,42 days, respectively. Necessity in opioids was longer in the presence of expanded lipo-
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dermatosclerosis, large dissection of subfascial space and SEPS duration >30 min compared to the cases of focal dermatos-
clerosis, moderate subfascial dissection and the average SEPS duration <30 min - 0,79+0,07 vs 0,68+0,11 days; 0,81£0,11 vs
0,72%0,07 and 0,89+0,08 vs 0,58+0,09 days, respectively. Both, the total duration of PA and the need for opioids prescription
were greater in the cases of PVs transection without prior vasal luminal occlusion and intraoperative subfascial bleeding
with subsequent development of hematoma comparing to the cases of PVs interruption by other methods (coagulation or
clipping) and absence of subfascial haemorrhagia during SEPS - 4,5+0,84 and 0,8+0,2 vs 3,54+0,41 and 0,65+0,09 days;
and 3,9240,81 and 0,83+0,11 vs 3,61+0,3 and 0,7+0,07 days, respectively. Opioids requirement was lower after spinal than
consecutively intravenous or endotracheal anesthesias — 0,57+0,15 vs 0,83+0,11 and 0,85+0,06 days, respectively. Duration
of PA after spinal anesthesia was significantly lower than after general - 2,83£0,44 vs 4,61+0,54 days (p<0,01). PA was not
influenced by aditional surgical techniques (open PVs ligation and phlebectomy).

Conclusions. Absence of lipodermatosclerosis, subfascial fibrosis and intraoperative bleeding; careful subfascial dissection;
gas insufflation pressure <15 mm Hg; duration of SEPS <30 min; PVs interruption by clipping as well as using of spinal anesthesia
are associated with reduced PA duration and/or opioids requirement after SEPS. Subsequent larger studies of factors influencing
postoperative pain after SEPS might contribute to faster recovery of patients with severe CVI.

CAILE AERIENE DIFICILE iN CHIRURGIA MAXILO-FACIALA
(Caz clinic)

G. Frunza', S. Sandru?, S. Cobiletschi?, I. Ursu?, D. Scerbatiuc’, M.Cebotaris,

1 —doctorand; 2 —dr. in med. Conf. univ.; 3 —asistent univ.; 4 - rezident;

Catedra Anesteziologie si Reanimatologie Nr 1 ,Valeriu Ghereg’; USMF ,Nicolae Testemitanu”
Centrul National Stiintifico-Practic de Medicind de Urgentd, Chisindu, Moldova

5—dr. hab. in med., prof. univ.; 6 — asistent univ.

Catedra Chirurgie Orald si Maxilo-Faciald, USMF ,Nicolae Testemitanu”

Centrul National Stiintifico-Practic de Medicind de Urgentd, Chisindu, Moldova

Introducere

Confruntarea cu un pacient neventilat si neintubat reprezinti o incercare serioasa pentru anestezist. Identificarea pacientilor
curisc de intubare dificild este un pas esential in examenul preanestezic ce poate reduce morbiditatea si mortalitatea legata de ciile
aeriene dificile. Aplicarea anesteziei generale, a seddrii intravenoase induce depresie respiratorie, care necesité asistentd respiratorie
cu protejarea cdilor aeriene. Intubarea dificild este definitd ca necesitatea de a efectua mai mult de 3 incercari de intubare, sau mai
mult de 10 minute, utilizand laringoscopie clasicd. Laringoscopia dificila este atunci, cAnd nu este posibil de a vedea nici o portiune
a corzilor vocale prin laringoscopie clasica.

In prezicerea cilor aeriene dificile sunt importante urmitoarele: anamnesticul, examinarea, masurarile, sistemele de scoruri,
esecurile.

Anamnesticul

Este necesar de colectat anamnesticul detaliat de la pacient, rude, inregistréri din fisa medicald despre intubare dificild in
anamnestic, anomaliei congenitale, trauma cailor aeriene, operatii pe cdile aeriene, patologii (spondilita anchilozata, diabet zaharat,
artritd reumatoida). In cazul intubarii dificile in anamnestic trebuie sa verificim daci: intubarile precedente au fost cu succes, dar
au necesitat incercari multiple. Intubarile precedente au fost abandonate din cauza dificultatilor.

Examenul clinic

Examinarea cdilor aeriene este orientatd spre depistarea semnelor anatomice asociate laringoscopiei normale. Cauze
congenitale de cii aeriene dificile pot fi situatiile ca: Sindrom Pierre Robin, Higroma cistica, Sindrom Treacher Collins, Gargoilism,
Ahondroplazia, Sindrom Marfan, Sindrom Goldehar. Factori anatomici care contribuie la intubare dificild sunt: obezitatea,
limba mare, gat musculos, scurt (gat bovin), incisivi protruzivi, palat arcat, cavitate bucala lunga si ingustd, mandibula recisiva
(micrognatie), formatiuni masive cervicale, ale cavitétii bucale, regiunii toracice superioare, distanta redusa dintre os occipital si
procesul spinos al Cl.

Estimarea gradului de dificultate al intubarii

Deschiderea cav bucale trebuie sa fie adecvata ca sd permitd intrarea laringoscopului + tub endotraheal (minimal 2,5-3
cm). Spatiul in orofaringe trebuie s fie adecvat pentru plasarea lamei laringoscopului plus tub traheal. O importantd mare au
de asemenea efectuarea masurdrilor: distanta dintre incisivi variazd in normd intre 4-6 cm. Aceasta vorbeste despre mobilitate
temporo-mandibulara normala. Spatiul anterior laringelui determind cat de bine axul laringjan face linie dreapta cu axul faringian
atunci cdnd gatul este in extensie. Cand spatiul mandibular este mare (laringe situat posterior) limba este usor comprimata in spatiu
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pentru a permite vizualizarea bund a laringelui. Distanta tiromentoniera (distanta patila) distanta normala este de > 6 cm. Cu o
distanta tiromentoniera scurtd, axa laringiand va face un unghi mult mai acut cu axa faringiana chiar la o extensie atlantooccipitala
optimala. Distanta tiromentoniera mai mare de 6 cm si o lungime a pértii orizontale a mandibulei mai mult de 9 cm prezic o
laringoscopie usoara.

Scorurile utilizate in diagnosticarea intubarii dificile

v Scorul Mallampati

v Scorul Wilson

v Scorul Bellhouse-Dore

Caz dlinic:

Pacienta Boico L. femeia de 30 ani, , s-a adresat la C.N.$.P.M.U. cu micrognatie congenitald in asociere cu anchiloza totala a
articulatiei temporomandibulare. Din anamneza; anestezii nu a suportat, acuze la imposibilitatea deschiderii gurii, nutritie doar
cu alimente lichide. Obiectiv: dezvoltarea insuficientd a mandibulei (micrognatie gr III), cu o limba prea mare pentru asa cavitate
bucald. Deschiderea gurii 0 cm, mobilitatea temporo-mandibulard 30 de grade. Scorul Mallampati gr IV. Scorul Wilson 7 puncte.
Scorul Bellhouse-Dore gradul II.

Efectuata (T cu confirmarea diagnosticului.

Am stabilit ca in cazul dat intubatia va fi dificild. Am tinut cont de recomandarile A.S.A in caz de cai aeriene dificile cunoscute
sau suspectate, ce includ :

v informarea pacientului despre riscurile posibile;

v’ organizarea ajutorului;

v" luarea in consideratie a preoxigendrii suplimentare in timpul managementului cailor aeriene.

In cazul dat metodele de alternativa ca masca laringiana, combitub, cobra etc. nu sunt reale din cauza interventiei localizate
in cavitatea bucala.

Pregitirea preoperatorie a fost obisnuita. Dupd montarea trusei de perfuzie i.v. in sala de operatie sa administrat premedicatia
traditionala cu sedare superficiald cu s. dormicum 1 mg. Efectuatd anestezia locala a cailor aeriene superioare cu s. lidocaina 10%
cuaerodispersie. Ventilatia a fost dificild, cu SpO2 in scadere pana la valorile 82-84%, tahicardie 110 b/min. Intubatia nazotraheala
a fost efectuatd cu ajutorul fibroscopului optic cu tub 7 mm din a doua tentativi. Intre tentativele de intubatie, pacienta a fost
protejatd respirator prin masca.

Algoritmul ASA task force este util in cazul dat, pentru a avea un standard de actiuni binestabilite si a preveni esecurile si
complicatiile posibile.

A NEW METHOD OF THE PHANTOM LIMB PAIN TREATMENT

GALUSHKO O.A.

Assistant of the anesthesiology and intensive therapy chair, candidate of the medicine, National Medical Academy of Postgradu-
ate Education named after Platon L.Shupyk,
Kyiv, Ukraine

Introduction

The heavy phantom limb pain after surgical operation strike from 50% before 72% patient. The pathophysiology remains
unclear and the treatment difficult and often unsuccessful. The unsatisfactory results of the pain therapy dictate need of searching
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for of the new methods of the treatment. On its nature phantom pains pertain to neuropatic pain. There are many messages about
efficiency gabapentin in neuropatic pain syndrome appeared in recently. Alpha-lipoic acid and antiketogenic drugs is pathognomonic
motivated treatment in neuropatic pain also. We tested the hypothesis that alpha-lipoic acid, gabapentin and sorbitol s infusions
and their combination are effective in treating phantom limb pain (FLP).

Metods

46 patients at age from 31 before 80 years (at the average 62,1+8,6) were attracted in study. These patients existed pain in
amputated limb after operation on cause of the diabetic foot syndrome. Patients have divided into two groups. In the first group
entered 26 patients at age from 36 before 78 years (at the average 62,6+5,8), which in complex therapy got alpha-lipoic acid (600
mg/day), gabapentin (average dose 1500 mg/day) and sorbitol's infusions (Reosorbilakt’, “Uriafarm”, Ukraine) in average dose
4-5 ml/kg/day. Vitamins, antibiotics, antiplatelet drugs entered in therapy program also. In the second (controlled) group entered
20 patients at age from 31 before 80 years (at the average 61,319,7 years), which got only traditional therapy. Patients of main and
control groups did not differ on the main clinical and laboratory feature.

Results

In the first 3 days of postoperative period patients of the first group had average pain intensity on visual analogical score in
3,16+0,72 against 5,03+1,73 in control group (p<0,05); average morphine consumption at the first 72 hours after operation was
accordingly 16,9+2,8 against 25,6+7,4 mg (p<0,05). Insomnia, night pains, petulance and anxiety were less felt by patients of the
first group. Patients, acceptance specified combination promoted the quick normalization of the factors carbohydrate exchange.
So, glycemia level fell in the first group with 13,45+2,07 before 7,13+£1,95 mmol/l (p<0,05), in control group accordingly with
11,98+5,43 before 9,01+ 1,84 mmol/l (p>0,05). Probably, this is connected with that surge “hormones of the stress” and contrinsuline
hormones (adrenaline and cortisol, which provoke increasing a glycemia level and diabetic decompensation) fell in consequence
of improvement of the analgesia. Follows to note that typical complications of other preparation, which are used in neuropatic
pain treatment, did not exist.

Condlusion

The therapy efficiency of FLP is limited, only beside 30% patients get the relief of the pains. One of the possible ways of this
problem decision can become use to combinations alpha-lipoic acid, gabapentin and sorbitol's infusions.

FIBRILATIE VENTRICULARA IDIOPATICA - PREZENTARE DE CAZ

GARBU L.
Clinica A.T.I. USMF ,Nicolae Testemitanu’; IMSP SCM ,Sfdnta Treime’, Chisindu, Republica Moldova

Introducere

Fibrilatia ventriculara idiopaticd (FV) reprezinta cea mai severa tulburare de ritm si cauza cea mai frecventd a mortii subite
prin cord. FV apare intr-o varietate de situatii dar cel mai adesea este asociatd cu boala arteriald coronariand. Alte cauze ale FV mai
cuprind: electrocutarea, traumatismele toracice, interventiile chirurgicale pe cord, substantele anestezice, chinidina, tulburarile
grave ale echilibrului acido-bazic si electrolitic, etc. Exista si situatii cdnd FV apare pe un fond aparent sanatos. FV idiopatica
apare in 1% din cazurile de moarte subita, la 14 % din pacienti sub 40 de ani si 3% din pacienti dezvolta fibrilatie ventriculard in
absenta unui infarct miocardic.

Scopul lucrarii

Prezentarea unui caz de FV idiopatici la o pacientd tanara pe cord sandtos.

Prezentarea cazului: Bolnava S, 36 ani, a fost adusé pe 21.06.2009 la 15:40 in stare extrem de grava de coma (pacienta a pierdut
cunostinta fiind in troleibuz langa spital) in sectia internare a SCM “Sf. Treime”. Imediat s-au inceput masurile de resuscitare
cardio-respiratorie, pacienta fiind transferatd in sectia reanimare. Pacienta se afld in stare de moarte clinica: cianoza fetei, coma
grad IV (3 puncte dupa Glasgow), midriazd (pupilele 5 mm), lipsa pulsului si a batdilor cardiace, T/A nu se detecteazd, pe ECG-
fibrilatie ventriculard. Este efectuata cardioversia cu 360 J , intubarea cu sondd nr. 7.5, si transferul la respiratie mecanica dirijata
cu aparatul Briz. La 16:41 pe ECG linie izoelectric; s-a administrat intracardiac adrenalina 0.18 %- 1.0 ml, atropind 0.1 %- 1.0 ml
Pe ECG - FV. Este efectuatd cardioversia repetatd, dupa care pe ECG apare FA cu frecventa 180-220/min. La 16:45 T/A 110/80
mmHg, pe ECG fibrilatie atriald; intravenos este instalata perfuzia cu dopamina, cordarond, este inceput tratamentul edemului
cerebral posthipoxic: albumina, diuretice, glucocorticoizi, manitol, natriu oxibutirat, corijarea dereglarilor echilibrului acido-bazic
si electrolitic. Din datele paraclinice: ALAT 165 U/l, ASAT 170 U/], K* 3,6 mmol/l, Ca** 1.8 mmol/l, CK-MB 52 %, LDG 862 %,
leucocitele 11.3x10°.

Radiografia cutiei toracice: desenul pulmonar deformat, sinusurile libere, EchoCG si Doppler EchoCS: functia de pompa
si contractilitatea mugchiului VS sunt bune, FE=63%, Vmax-N, INSUE. VMgr. I-II, VTr. gr. I. Examinatd de neurolog la 17:10.
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Encefalopatie hipoxica-dismetabolica, edem cerebral, coma grad I (8 puncte dupa Glasgow); consultatia cardiologului: Cardiopatie
idiopaticd, fibrilatie ventriculara, de la 21.06.2009, IC IV Killip.

Peste 22 ore, la pacienta s-a restabilit respiratia spontand, in cunostintd rdspunde la unele intrebari, indeplineste unele instructii.
Peste 6 zile pacienta in cunostintd, hemodinamic stabila electrocardiografic cu ritm sinusal, a fost transferata in sectie specializata
pentru tratament si reabilitare.

Concluzie

FV idiopatica presupune interventie rapidd printr-un algoritm de resuscitare cardiorespiratorie avansata. Defibrilarea electrica
externd rimane cea mai eficientd metodd pentru stoparea FV. Defibrilarea precoce (in primele 4-6 min dupd instalarea FV) duce la un
prognostic bun. O mare importanta o are tratamentul complicatiilor ischemice cerebrale, miocardice si din partea altor organe.

SOCUL CARDIOGEN iN STENOZA AORTICA: PREZENTARE DE CAZ

GARBU L.

Clinica A.T.Il. USMF ,Nicolae Testemitanu’,
IMSP Spitalul Clinic Municipal ,Sfanta Treime’; Chisindu, Republica Moldova

Introducere: Socul cardiogen este un sindrom datorat incapacitatii cordului de a asigura o perffuzie tisulard adecvata
necesitatilor metabolice i ce are drept rezultat disfunctia poliorganica. Cauza predominanta in etiologia SC este infarctul miocardic
acut (apare la 7-9% pacienti), cardiomiopatiile, miocarditele, mai rar in valvulopatii. Stenoza aortici (SAo) poate fi cauza unui §C,
care se instaleaza la un pacient complet asimptomatic.

SAo se intalneste de 3-4 ori mai frecvent la barbati decét la femei. Cu timpul, la adulti o valva aorticd deformatd congenital,
rigida conduce obignuit la ingrosarea cuspidelor §i mai tarziu in cursul vietii, la calcificare. Decesul cardiac subit apare la 5% dintre
pacientii cu stenoza aorticd. Adultii cu SAo au o ratd de mortalitate pe an de 9%.

Scopul: Prezentarea unui caz de SAo congenitala care a decurs pe o perioadi de zeci de ani asimptomatic si a adus la deces cardiac subit.

Prezentarea cazului: Bolnavul R, 35 ani, a fost internat la 12.11.2008 in s. reanimare in SCM “Sf. Treime” in stare extrem de
grava cu diagnosticul: Cardiomiopatie idiopatica, fibrilatie atriald paroxistica?, Soc cardiogen. IC NYHA IV. Acuzele la internare:
palpitatii, dispnee in repaos, ameteald, fatigabilitate, durere constrictiva retrosternala. FR 26/min, FCC 158-162b/min, TA 50/0
mmHg. Din anamnestic: pacientul practic sdnatos, a practicat inotul. Starea s-a agravat brusc o ora in urma cand la pacient a
survenit sincopa si simptomele sus numite.

Statusul obiectiv: Hb 150 g/l, Er 4.9x10"2, ureea 8.7 mmol/l, bilirubina totala 62.0 mkmol/l, directa 22.0 mkmol/l, indirecta 40.0
mkmol/l, ALAT 554.0 U/1, ASAT 870.0 U/], K* 5.1 mmol/l, CK-MB 44.0 %, LDG 2592.0 %, ECG - fibrilatie atriala tahisistolicd,
AE tip S1, S2, S3; deregléri profunde de repolarizare; hipertrofia VS cu starea de fortare a lui. Rgr: desenul pulmonar deformat,
sinusurile libere, diafragmul clar, Cor dilatat, considerabil VS. S-a initiat tratament intensiv: monitorizare cardiacé si oximetrie,
diuretice de ansd, cardiotonice, morfind, antiaritmice, anticoagulante, oxigen prin masci, monitorizarea hemodinamicii si diurezei.
Pe parcursul a 9 ore evolutia a fost nefavorabild si pacientul a decedat la data de 13.11.2008 01:45. Autopsia a consemnat: Viciu
aortal congenital, stenoza aortald complicata cu insuficientd cardiacé cronicd, hidrotorax bilateral (din stdnga 150 ml, din dreapta
1500 ml) ascitd (5000 ml), hidropericard (130 ml), cirozd hepaticd micronodulard de origine cardiaca, tromb parietal in atriul
drept, infarct hemoragic in lobul inferior a pldiménului drept, edem pulmonar.

Discutii: SAo este o afectiune ce poate fi usor trecuta cu vederea si poate evolua silentios o lunga perioada de timp. Aceastd
faza poate dura pana la decenii. In cazul dat acest pacient nu a realizat ca are stenoza aortici si boala a evoluat cu dezvoltarea
insuficientei cardiace, SC, ducénd la stop cardiac.

Concluzie: La aparitia simptomelor de SAo, se efectueaza tratamentul chirurgical de substitutie a valvei aortice cu una artificiala.
Acest tip de tratament este singurul eficient §i permite o speranta de viatd normala.
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SEPSIS SEVER: PREZENTARE DE CAZ

GARBU L., COJOCARU V.*, CAZACU G.**, GUTU-BAHOV C.***, BARCA I., MAXIM C., BOLOGAN O.

*-dr.hab.med, prof.univ.,

**_dr.med., conf.univ.,

***_dr.med.

Clinica A.T.I. USMF ,Nicolae Testemitanu’; IMSP SCM ,Sfdnta Treime’, Chisindu, Republica Moldova

Introducere: Sepsisul reprezintd o problema majora de sanatate publica cu o incidentd in continua crestere si o mortalitate
extrem de ridicata, in jur de 40%.

Sepsisul reprezinta ,,SIRS (Sindromul de Raspuns Inflamator Sistemic) generat de un proces infectios” Sepsisul sever este
asociat cu disfunctie de organ, hipoperfuzie (acidoza lactica, oligurie sau alterarea acuta a statusului mintal) sau hipotensiune. O
complicatie potential letala este socul septic ce evolueaza cu hipotensiune in pofida resuscitarii volemice adecvate.

Scopul: Prezentarea unui caz de sepsis sever provocat de Pseudomonas aeruginosa.

Pacienta S, 33 ani, a fost transferatd la 25.02.2008, in sectia reanimare a SCM ,,Sfanta Treime” in stare extrem de grava cauzata
de sepsis tegumentar, flegmon al fesei drepte, tromboflebita a venelor profunde a piciorului stang. Acuza: dureri si tumefierea
in regiunea fesei drepte si in regiunea coapsei piciorului stang, febra, temperatura 38.0° C. Din anamnestic: pacienta a nascut
pe 11.02.2008 in SCM nr.1 unde i s-a administrat metamizol si diphenhydramin intramuscular. Pe 14.02.2008 a fost externata
la domiciliu in stare satisfacatoare. Peste 3 zile dupd externare, la pacienta a aparut tumefiere si durere in locul injectiilor, febra.
A fost internata pe 18.02.2008 in sectia toxicologie cu diagnosticul reactia alergica alimentara. Examenul de laborator denota
anemie, leucocitozd, VSH crescut, limfopenie, teste functionale hepatice usor crescute, hipoproteinemie, hipokaliemie. Examenul
ultrasonogratfic al abdomenului a decelat hepatosplenomegalie cu schimbdri difuze in parenchim. Examenul EchoCG si Doppler
EchoCS a constatat: cavitatile cordului nu sunt dilatate cu fractie de ejectie pastrata, FE=66 %, Vmax insuf VM gr. I, vegetatii pe
valve nu s-au depistat. Radiografia cutiei toracice a permis identificarea pneumoniei in focar pe dreapta. Monitoring-ul in sectia
reanimare: TAs, TAd, TAm , pulsul, PVC, SpO2, ECG, diureza orard, metabolismul gazos si acido- bazic, electrolitii, analiza
generald a sangelui, coagulograma, analiza biochimica a sangelui. Tratamentul intensiv indicat a inclus: oxigenoterapie, antibiotice
administrate i/v (vancomicind 1 gx3ori, levofloxacina 500 mgx2 ori) fragmin, cristaloide, coloide, blocante H1 si H2, vitamine
B1, B6, C, B12. Tratament chirurgical: deschiderea infiltratului din regiunea fesei drepte. Ulterior, starea pacientei s-a agravat.
Sepsisul sever a evoluat in Sepsis complicat cu sindrom MODS si cu soc septic. Cauza agravarii starii generale: Flegmon extins
circular a regiunii lombare bilateral si feselor ambelor coapse. La tratamentul intensiv s-a mai adaugat: catecolamine, componente
si preparate sanguine (eritrocite spalate, PPC, crioprecipitat), terapie eferentd (plasmafereza curativa izovolemica izooncotica),
antibioticoterapie tintita (in baza antibiogramei prelevatului din plagd) — imipenem 0,5 gx3 ori . Starea bolnavei evolueaza cu o
usoara ameliorare: in cunostinta, adecvatd, respiratie spontana, temperatura 37°C, FR 20/min, FCC 94 b/min, TA 110/80 mmHg,
diureza adecvatd. Pe 19.03.2008 pacienta se transferd in sectia chirurgie.

Concluzie: Succesul salvérii bolnavului in sepsis complicat se bazeazé pe tratament chirurgical oportun si adecvat, destinat
inldturarii cauzei sepsisului pe fondalul terapiei polimodale intensive cu un monitoring argumentat tuturor disfunctiilor/
insuficientelor prezente la bolnav.

METODE DE ADMINISTRARE A PROPOFOLULUI IN ANESTEZIA
PEDIATRICA, STUDIU COMPARATIV

GARBUZ Tamara, BADAN Livia, GARBUZ lon
IMSP Spitalul Clinic Municipal pentru copii ,V. Ignatenco”

Summary
Intravenous drip infusions and repeated bolus injections of propofol for combined general anesthesia were studied in 60 children. The
patients’ condition during anesthesia was more stabile, anesthesia was easier controlled and the drug dose was lower with intravenous
propofol infusions, compared to repeated bolus injections.

Introducere

Manipulatiile chirurgicale si diagnostice la copii sunt efectuate pe baza de anestezie generald, scopul lor fiind atat de diagnostic
catsi de tratament. Sarcinile de baza ce stau in fata fiecarui anestezist constau in asigurarea unei protectii anestezice cat mai eficiente
ce comporta minimi factori de risc. Selectarea anestezicului de electie care ar putea sd asigure o protejare anestezica cat mai eficientd
cu minime riscuri pentru pacient cat si modurilor de administrare sunt sarcinile de bazi ce stau in fata medicului anesteziolog.
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Scopul lucrarii
Studiul comparativ al modurilor de administrare a propofolului, intravenos - bolus sau perfuzie continua.

Material si metode

Studiul a inclus 60 copii supusi anesteziei generale pentru diferite operatii chirurgicale ortopedo - traumotologice in spitalul
,» V. Ignatenco”. Pacientii au fost divizati in doua grupuri in dependenta de metoda administrérii Propofolului: I grup - 32 bolnavi
- injectare in bolus; grupul IT - 28 bolnavi - propofolul administrat in perfuzie cotinud. Monitoring: T/A, P/S, TAM, Diureza, SpO,.
Anestezia: premedicatia: Atropin 0.1% - 0.02 mg/kg, Dimedrol 1% - 0.3 mg/kxg, Dormicum 0.1% 0.3mg/xg, inductia: Dormicum
0.1% - 0.2 mg/xg, Propofol 1% 2.5 - 3 mg/kg, mentinerea: I — ul grup: Dormicum 0.1% - 0.1 mg/xg, Propofol 1%- 1 - 2 mg/kg,
Fentanil 0.005% - 0.002 mg/kg, cu sau fird mioplegie; grupul II: Dormicum 0.1% - 0.1 mg/xg, Fentanil 0.005%- 0.002 mg/kg,
Propofol 1% - 10 mg/xg/ora, cu sau fara mioplegie.

Rezultate si discutii

Analiza evolutiei anesteziei in cele doua grupuri de studiu conform valorilor tensionale, diurezei, SpO, a stabilit mai semnificative
variatii in I-ul grup manifestat prin cresterea T/A; frecventei P/S in momentele cele mai traumatice ale interventiei chirurgicale
spre deosebire celor din grupul doi de studiu la care Propofolul a fost administrat in perfuzie continua: stabilitate hemodinamica
(T/A, P/S - in limitele normei dupd varsta, TAM 50 - 80 mm Hg, Diureza 0.5 — 1 ml/ xg/ ord, SpO, 98 — 100%), anestezie usor
dirijata cu trezire rapida in postoperator.

Concluzie

Administrarea propofolului intravenos in infuzie ne permite de a dirija anestezia rapid si eficient corespunzator momentelor
traumatice interventiei chirurgicale cu trezirea rapidd a pacientului cu minime complicatii perioperatorii.

UTILIZAREA RAVITENULUI (DERIVAT IZOTIOUREIC) iN STARILE
HIPOTENSIVE LA PACIENTII CARDIOCHIRURGICALI

GHICAVII Nelli

medic-cardiolog,
IMSP Institutul de Cardiologie, Chisindu, Moldova

Hipotensiunea arteriald se constati ca o situatie critica in starile de urgenta. In timpul interventiilor chirurgicale pe
cord deschis,ea poate fi datorata unui spectru larg de méasuri anesteziologice si/sau chirurgicale. Hipotensiunea arteriala este
foarte des intalnitd la bolnavii operati in conditii de circulatie extracorporald (CEC). Ea poate aparea din cauza insuficientei
cardiace, hemoragiei, poliuriei cu hipovolemie, actiunii vasoplegice a medicamentului, dar mai frecvent apare din cauza
vasodilatatiei, care este rezultatul hipotermiei necesare in timpul (CEC). In asemenea cazuri este indicati folosirea preparatelor
cu actiune vasopresorie.

Scopul studiului a fost aprecierea sigurantei si eficientei Ravitenului, administrat suplimentar pentru controlul hemodinamicii
in comparatie cu medicamente vasoactive traditionale (dopamina, norepinefrina, fenilefrina), cit si optimizarea corectiei dereglérilor
hemodinamice si metabolice prin contracararea hipotensiunilor arteriale severe intra si postoperatorii la bolnavii adulti operati
pe cord deschis in conditii de CEC si hipotermie.

Material si metode:

In studiu au fost inclusi 36 pacienti cu varsta cuprinsa intre 20-64 ani, cirora li s-a efectuat interventii chirurgicale pe cord
deschis. Ravitenul s-a administrat in timpul CEC-ului si primele ore postoperatoriu. Indicatia a fost hipotensiunea arteriala asociatd
cu scdderea PVC. Preparatul s-a administrat i/v bolus in doza de 0,5 - 0,6 mg/kg urmati de infuzie cu viteze de la 30 pana la 80
mcg/kg/min, in dependentd de statusul hemodinamic. Au fost monitorizate semnele vitale, indicii hemodinamici, parametrii
respiratiei, bilantul hidric, gazele sdngelui arterial si venos.

Rezultate:

La injectarea medicamentului s-a atestat o crestere a TA cu stabilizarea indicilor hemodinamici la sfarsitul primului minut de
administrare a preparatului i/v bolus

0,5 mg/kg apoi infuzie cu viteza de 10 mkg/kg/min. La necesitate preparatul a fost administrat repetat in bolus 0,6-0,8 mg/kg si
infuzie pana la 50 mkg/kg/min. A fost constatatd o sciderea nesemnificativa a FCC, in cazuri unice - bradicardie. Nu s-a inregistrat
dereglarea echilibrului acido-bazic, nu a provocat dereglarea gazelor singelui, nu a modificat semnificativ perfuzia regionala si
tisulard. Preparatul e efectiv pentru corectia hemodinamicii in timpul (CEC), cand cordul este emis din circulatie si nivelul TA
depinde in mare mésuré de tonusul vascular.
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Condluzii:

Ravitenul este efectiv, are o actiune rapida si usor manevrata, o ratd minimd de complicatii si efecte adverse. Aplicarea
Ravitenului e justificata la bolnavii operati pe cord deschis pentru obtinerea si mentinerea nivelului optimal al TA, stabilizarea
tonusului vascular, optimizarea terapiei de infuzie. El nu are efecte negative asupra functiei contractile a miocardului, ritmului
cardiac si perfuziei tisulare, ce il distinge pozitiv de alti vasoconstrictori.

TRATAMENTUL UNOR SINDROAME ALGICE DE ORIGINE
NEUROLOGICA PRIN METODA DE ELECTROSTIMULARE
TRANSCRANIANA (ESTC)

GURSCHI N. ¥, MOLDOVANU I. **, CORNOGOLUB A. *, BORS M.¥,
CAZACU Gh.*, RUSU P.*, STEFANET I.*

*-dr.med., ** - dr.hab.med.
Catedra Anesteziologie si Reanimatologie Nr.2 USMF “N.Testemitanu”

Abstract

Electrostimularea transcraniani cu aplicarea fronto-occipitala a electrozilor si utilizarea pachetelor de curenti impulsiformi cu
frecventa 77,5 Hz si valoarea sumard a curentului 4,5 ma, s-a dovedit a fi eficientd in tratamentul bolnavilor suferinzi de migrena
si nevralgia nervului trigemin dupé 6-10 proceduri,contribuind si la ameliorarea parametrilor hemodinamicii intracerebrale si
centrale.

Studii aprofundate a savantilor din ultimile decenii au demonstrat eficacitatea experimentald si clinica a electrostimularii
transcraniene cu curenti impulsiformi rectangulari,avind parametri cu valori critice. Metoda consta in influenta transcutana,
transcraniand a curentului electric impulsiform,care stimuleaza sistemul antinociceptiv cu actizarea structurilor endorfinice,
serotoninergice ale creerului cu dezvoltarea efectelor analgezice, antistresorii, imunomodulatorii etc.

Scopul acestui studiu a fost de a evalua eficacitatea metodei ESTC in tratamentul pacientilor cu migrena si nevralgia nervului
trigemin,care cu greu se supun tratamentului traditonal medicamentos. Cu ajutorul ESTC noi am tratat25 pacienti, inclusiv 20
femei si 5 barbati cu vérsta medie 43+6 ani, cu sindrom algic localizat central si periferic, avind durata medie 9+4 ani, care s-au
tratat cu diverse remedii medicamentoase, dar fara rezultate importante. Bolnavi cu migrena au fost 18, iar cu nevralgia nervului
trigemin 7.

Pentru ESTC am folosit aparatul DES produs de I.5.CESID. Pacientii au primit cte o cura de tratament care includea 7-10
sedinte cu durata de 30-40 min. fiecare. In cadrul studiului s-a cercetat reoencefalografia, parametrii hemodinamicii si evolutia
clinica.

S-a constatat micgorarea esentiala sau chiar disparitia durerii din prima sedintd ESTC. Analgezia apare peste 15-17 min. de la
initierea procedurii si dureaza timp de 3-24 ore. Cu fiecare sedintd durata efectului analgezic creste si ajunge la maximum dupa 4-5
sedinte. Trebuie de mentionat ca la bolnavii cu migrena eficacitatea tratamentului se observa de la primele proceduri an proportie
de 85% iar remisia dureaza 3-7 luni dupd o cura de tratament.

La bolnavii cu nevragia trigeminului efectul apare din prima procedurd, iar dupéd 4-6 proceduri durerile dispar
definitiv.

Hemodinamica intracerebrald si centrala sa caracterizat prin ameliorare esentiala si stabilizare.

Astfel metoda ESTC s-a dovedit a fi eficienta in tratamentul migrenei si nevralgiei nervului trigemin in cadrul monoterapiei.
Este necesara continuarea aprofundatd a studiului.
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ROLUL ALTERARILOR HEMODINAMICE PERIOPERATORIIIN
EVOLUTIA COMPLICATIILOR CARDIACE POSTOPERATORII iN
CHIRURGIA NON-CARDIACA

Gutu-Bahov Cornelia

d.s.m., catedra anesteziologie si reanimatologie a FPM USMF “N.Testemitanu’,
Chisindu Republica Moldova

Actualitatea lucrarii
Evenimentele cardiovasculare se considera ca principald cauza de mortalitate in perioada perioperatorie. Existenta unei boli

pacientului constéd in diminuarea riscului, daca interventia chirurgicald se efectueaza ” la rece’in conditiile unei hemodinamici care
se poate adapta la efort. Perioada perioperatorie reprezinta o fazd cruciala nu numai pentru pacient dar si pentru chirurg, anestezist
care pot coordona armonios in garantarea reabilitdrii functionale a pacientului. Iatd de ce e necesara o aplicare interdisciplinara
in perioada perioperatorie prin prizma competentei clinice si monitoringului instrumental. Infarctul miocardic postoperator ,de
exemplu, care de obicei e vualat, diagnosticul fiind ambitios si poate fi definitivat doar pe aprecierea marcherilor biochimici CK-
MB sau troponinele cardiace ( G sau T).Si nu este surprins faptul cd ischemia perioperatorie influenteazd prognosticul pacientului
operat si in termeni de lungd durata.

Scopul lucrarii
Studierea schimbarilor hemodinamice intranestezice si influenta lor in dezvoltarea complicatiilor cardiovasculare la etapa
postoperatorie.

Material si metode

Studiul s-a efectuat in sectia reanimare IMSP SCM ,, Sf. Treime” in perioada anilor 2005-2008.1n cercetare au fost inclusi
761 de pacienti supusi interventiilor chirurgicale non-cardiace sub anestezie generald cu virsta medie + 62,8 ani. In baza datelor
fiselor de anestezie s-au analizat ritmul cardiac (FC), presiunea arteriald medie (PAM) si presiunea arteriala sistolica (PAS).Pentru
fiecare etapd de 5 minute in timpul interventiei chirurgicale FC, PAM, PAS au fost clasificate ca joase, normale, marite. Rezultatul
chirurgical negativ (RCN) a fost definit aflarea pacientului mai mult de 10 zile la spital cu conditie de morbiditate sau letalitate in
timpul afldrii in stationar. S-a efectuat analiza statisticd prin testele Mantel-Haeuszed si regresia multilogistica.

Rezultate

Nu s-a determinat o careva asociere significantd intre RCN si operatie de scurtd durati. La 388 pacienti cu durata interventiei
chirurgicale mai mari decat 220 minute RCN s-a inclus in 15,6% ( 40 de pacienti).Conform scorului POSSUM si timpului
interventiei chirurgicale mai mult de 220 minute FC inalta (OR 2,704, p=101) si PAM cu PAS crescut s-a inregistrat la 32 pacienti(80
%) , FC inalta cu PAM si PAS considerabil scizut s-a depistat la 8 pacienti(20 %) si toate au fost asociate cu RCN in operatiile de
lunga duratd exprimate prin dezvoltare de aritmii cardiace si insuficientd cardiaci(82,6%),infarct miocardic(6%), tromboembolii
pulmonare(5,4%) si deces in perioada perioperatorie §i postoperatorie de lungé durata.

Concluzie

Asa dar, tachicardia intraoperatorie, hipertensiunea, hipotensiunea sunt asociate independent cu evenimentele cardiace dupa
interventia chirurgicala majora non-cardiacd de lunga durata, determinand un risc mai mare, lamurit de anumite conditii medicale
sau cu alte cuvinte alterdrile hemodinamice intraoperatorii pot determina evenimentele cardiace postoperatorii inclusiv infarctul
miocardic acut si decesul.

CANDIDEMIA LA PACIENTUL INTERNAT iN SECTIA REANIMARE

GUTU-BAHOV Cornelia’, RUSU P.', BORS P.2, CHIHAI E.2, BALANUTA R.?

1-dr.med.;
2-medic anesteziolog-reanimatolog
Catedra anesteziologie-reanimatologie a FPM a USMF , N.Testemitanu’; IMSP SCM ,Sf.Treime” Chisindu,Republica Moldova

Introducere

Candidemia este una din cele mai frecvente complicatii la pacientii admisi in sectia de reanimare si prezinta una din cauzele
indiscutabile ale letalitatii in sepsis la pacientii supusi terapiei intensive.
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Scopul lucrarii
Depistarea factorilor de risc responsabili pentru candidemie la pacientii internati in sectia de reanimare.

Metode

Un studiu observational retrospectiv in sectia reanimare IMSP SCM ,, Sf. Treime”S-au inclus in studiu pacienti ale céror culturi
in singe au fost pozitive pentru germeni fungici.

Rezultate

Din januarie 2004 pina decembrie 2008 s-au inregistrat 119 pacienti cu culturi de fungi pozitive in singe. Majoritatea din ele 66,4% (79 de
cazuri) au fost apreciate ca nozocomiale, restul 33,6% (40 de cazuri ) au aratat culturi de fungi pozitive la internare in sectia de reanimare.Pentru
toate cazurile a fost caracteristica limfopenia .Incidenta candidemiei s-a obtinut 16,8/1000 pacienti internati.Candida Albicans si Candida Kruzei
au fost izolate in 85,3% si 7,86% cazuri respectiv.Cei mai importanti factori de risc s-au inregistrat diabetul zaharat in 39,8 % cazuri, procesele
maligne in 34,6% cazuri, insuficienta renald stadiul terminal in 13,2% cazuri.Letalitatea s-a inclus in 41,5%.

Tabelul 1. Subclasificarea speciilor de candida

(lasificarea speciei N pacientilor Procentul (%)
(Candida Albicans 79 85,31
Candida Kruzei 8 7,86
Altele 7 6.83

Tabelul 2. Factorii de risc asotiati cu candidemia

Factorii de risc N de pacienti Procentul (%)
Diabetul zaharat 47 39,5
Procesele maligne 4 34,4
Insuficienta renald stadiul terminal 16 13,4
Nutritia parenterala 9 7,5
Altele 6 5,2

Concluzie

Candidemia este o manifestare comuna la pacientii gravi internati in sectia reanimare.Factorul principal care determind
fundamental candidemia este imunosupresia in variabilitatea de cazuri la pacientii supusi terapiei intensive.Dacd nu se va lua in
consideratie la depistare primara exprimata prin germini fungici pozitivi in singe si initia un tratament adecvat cit mai precoce
letalitatea va ramine inalta.

ASPECTE ALE OPTIMIZARII METODELOR DE ESTIMARE A STATUSULUI
SOMATO-FUNCTIONAL(CARDIO-RESPIRATOR ) A BOLNAVILOR
ONCOLOGICI SUPUSI TRATAMENTULUI RADIO-, CHIMIO-,
CHIRURGICAL LA NIVEL DE SUBCOMPENSARE SAU FUNCTII VITALE
COMPROMISE

PITERSCHII Nicolae
Institutul Oncologic Republica Moldova

Introducere

In marea majoritate a cazurilor investigatiile de rutina aplicate la bolnavii oncologici senili (ECG, spirometria) nu ne permit
evaluarea corecta si deplind a rezervelor compensatorii la pacientii senili, cu atat mai mult alegerea metodei optime de anestezie
si conduita perioperatorie cu un impact mai putin neavantajos asupra starii organismului.

Scopul lucrarii
Aprecierea starii terenului somato-functional, si gradului de compensare cardiaca si respiratorie la pacientii oncologici..

Materiale si metode
Studiului au fost expusi 150 de pacienti din sectiile microchirurgie, cap si gat, mamologie la care diagnosticul de cancer a fost
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verificat morfologic. Varsta bolnavilor a fost cuprinsa intre 67-78 ani. Studiul a fost efectuat cu aparatul SIEMENS 6000 in repaus,
pe parcursul efortului fizic-genoflexiuni timp de 60 sec. pana la restabilirea indicilor initiali. Metoda se bazeazd pe inregistrarea
dinamici a urmitorilor parametri: FC; SaO, ECS (electrocardioscopia), PG - pletismografia ,TA ; FR. Efortul fizic a fost dozat in
dependenta de indicii initiali si dinamica lor timp de un minut de efort.

Rezultate si discutii

Rezultatele obtinute ne-au permis repartizarea pacientilor in trei grupe. Pacientii grupului I au fost considerati ca avind o
hiperfuntie initiala a contractiilor miocardului, cu crestere neesentiald a deficitului energetic (SaO,, 96-97% initial cu micsorarea
dupd efort 3-4%; FCC in crestere 15% de la initial; TA creste pana la 20%; FR creste cu 2-4 pe minut). Schimbdri pe ECS si PG nu
au fost. Indicii initiali s-au restabilit la a 5-ea min.

Grupul II(au fost considerati bolnavii cu hiperfunctia contractilitatii miocardului si deficit energetic in fazd de subcompensare)
Sa0,-scade 4-5%,FC creste 17-20%, TA creste cu 20-25%, FR creste cu 4-7 pe min. La ECS diminuarea amplitudei PR si T,
denivelarea segmentului ST. PG diminuarea anacrotei cu 8 -14 %. Restabilirea indicilor initiali peste 15 min. Bolnavii grupului
III au epuizarea energeticd a contractilitatii cardiace in faza de sub- decompensare cu urmatorii indici SaO, mai mic de 93 % cu
scaderea la efort cu 7-8%; FCC cu crestere 25-30%; TA cu crestere 30-35% FR in crestere cu 7 resp./min; ECS —-micsorarea voltajului,
unda T hipoxicd, inalta , segment ST la izolinie; PG micsorarea anacrotei cu mai mult de 16%. Restabilirea initiald a indicilor s-a
produs la interval ce depésea 15 min.

Acesti parametri ne au permis determinarea limitelor compensatorii functionale ale grupelor de bolnavi studiati si alegerea
timpului efectudrii interventiilor chirurgicale cu sau fird pregatire preoperatorie .

Condluzii

1.Bolnavii grupului I nu necesita pregitire preoperatorie, grupului II pot fi supusi interventiei chirurgicale cu risc ASA III,
grupului III necesita investigatii addugdtoare cu tratament de pregatire specific cardiac si bronhopulmonar cu includerea a mai
multor grupe de specialisti.

2.Testarea functionald permite evaluarea rapida a rezervelor functionale cardiorespiratorii cu formarea conceptiei pronosticului
anesteziei.

ASISTENTA ANESTEZICO-REANIMATOLOGICA LA PACIENTI
ONCOLOGICI IN REPUBLICA MOLDOVA

PITERSCHII Nicolae., BUZU Anatol
IMSP Institutul Oncologic

Criteriul de operabilitate al bolnavilor oncologici depinde nu numai de gradul de rispindire si extindere a proceselor
tumorale dar §i de patologiile concomitente al acestor bolnavi, de tratamentele antineoplazice preoperatorii administrate
(radio-si chimioterapia) care pe langa efectul lor curativ prezinta un sir de factori adversi, ridicé riscul interventiilor anestezico-
chirurgicale de la sine totodati agravind maladiile coexistente al pacientilor. In anul 2008- 2009 in sectorul anesteziologic
au fost efectuate 13221 anestezii. Din numarul total de bolnavi operati patologie asociati a fost depistata la 62,3% (Risc ASA
II-1V la 51,7%). Deseori unul si acelasi pacient poate prezenta un spectru larg al maladiilor concomitente. Noi am efectuat o
analiza a particularitatilor de conduitd perioperatorie fiecdrei nozologii in parte. Particularititile interventiilor chirurgicale
in oncopulmonologie: interventii laborioase §i traumatice, pierderi masive sanguine, citolizd masivd, interventii combinate,
necesitatea limfodisectiei largite. Traumatismul intraoperator, necesitatea limfodisectiei largita si este o cauzd care duce la
dezvoltarea detresei respiratorii in perioada postoperatorie precoce care necesita ventilatie mecanica prelungita timp de
10+2 ore. O altéd particularitate este malnutritia (pierderi ponderale 10-30%) ce necesita o pregitire preoperatorie calitativa.
Tumorile laringiene in 90% duc la stenozd cu deregléri respiratorii ce necesita traheostomie des in mod urgent ca prima etapa
de tratament. Anesteziologul des se intilneste la acesti pacienti cu problema céilor respiratorii dificile. Tumorile glandei tiroide
duc des la disfunctii de la mixedema péna tireotoxicoza. Cancerul sistemului reproductiv ocupa unul din primele locuri in
morbiditatea si mortalitatea la femei. Pacientele in perioada preoperatorie sunt supuse tratamentului antineoplazic radioterapie si
chimioterapie, care pe langa efectul lor curativ prezinta repercusiuni severe asupra organelor si sistemelor: ¢/v, bronhopulmonar,
hepatorenal gastrointestinal, statusului fluido-coagulant care necesitd o atarnare deosebita in perioada preoperatorie,intra
si postoperatorie. In sectia de gastrochirurgie se efectuzd interventii chirurgicale voluminoase traumatice $i combinate
cu particularitati (gastrectomii, splenectomii §.a, interventii combinate pe stomac si intestine, hemoragii masive in rezectiile
de ficat). Implementarea tratamentului de pregatire adecvat si optimizarea strategiei i a tacticii chirurgicale-anestezice
permite reducerea ratei complicatiilor postoperatorii, in urologie in ultimul timp se efectueaza operatiile tip BRIKER, ce
constd in cistpiostatectomie cu formarea din intestinul subtire a rezervorului si implantarea ureterelor. Operatiile de acest
gen sunt traumatice §i de lungéd duratd in mediu 300+30 min.
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Concluzie:

Asistenta perioperatorie la bolnavii oncologici necesita standarde concrete in toate perioadele acestui proces. Schemele standard
permit crearea conditiilor optime pentru individualizarea terapiei.

FACTORII CARE DETERMINA EVOLUTIA $I REZULTATELE
TRATAMENTULUI BOLNAVILOR CU LEZIUNI CEREBRALE ACUTE

PLAMADEALA Svetlana ' CLIM Al.?, CONDRASOV Al.?, PIVOVARCIC V., MERESEVSCHI V.2

1 - asistent universitar,

2 - sef sectie reanimare,

3 - medic specialist reanimatolog

Clinica Anesteziologie si Reanimatologie, CNSPMU

Introducere

Rezultatele tratamentului bolnavilor cu leziuni cerebrale acute sunt determinate de o multitudine de factori care pornesc de
la etapa preclinici. Leziunea cerebrald secundard, care poate fi consecinta fenomenului de autoamplificare a leziunilor primare
sau agresiunii cerebrale secundare de origine sistemicd, complicd esential evolutia neurologica a pacientilor cu leziuni cerebrale
acute, fiind cauza cea mai frecventd a sechelelor la distanta.

Scopul lucrarii
Evaluarea factorilor care determina evolutia si rezultatele tratamentului bolnavilor cu leziuni cerebrale acute.

Materiale si metode

In studiul observational prospectiv au fost inclusi 89 de bolnavi cu leziuni cerebrale acute, internati in sectia reanimare a
CNSPMU in perioada anilor 2004-2009. Varsta medie a constituit 38+16, variatiile fiind de la 11 pand la 69 ani, cu predominarea
sexului masculin, raportul barbati/femei fiind de 3:1. Structurarea etiologica a leziunilor cerebrale a fost reprezentatd de TCC in
76 (85,39%) cazuri, ACV cu hemoragie intracerebrald - 11 (12,36%) cazuri, un bolnav (1,12%) cu asfixie prin strangulare si un caz
(1,12%) de hematom acut epidural postoperator. Gradul de severitate a leziunii cerebrale a fost apreciat utilizand Scala Glasgow
a comelor. Astfel, in 49 (55,06%) cazuri statutul neurologic a fost apreciat cu 12-9 baluri SGC, in 5 (5,62%) cazuri - cu 8 baluri
SGC, in 29 (32,58%) cazuri — cu 7-6 baluri SGC si in 6 (6,74%) cazuri - cu 5 baluri SGC.

Rezultate

In cazul pacientilor internati la interval mai mare de 60 min, rata letalititii a depasit-o pe cea inregistratd printre bolnavii
internati in ,,ora de aur” cu 6,62%, aceasta constituind 34,88%. Din numarul total de bolnavi 56 (62,92%) au necesitat protezare
imediatd a cailor respiratorii, in timp ce protezare respiratorie la distantd - 26 (29,21%) pacienti si doar in 7 (7,87%) cazuri -
respiratie patenta. Printre cei intubati imediat letalitatea a constituit 23,21% (13 cazuri), in timp ce printre cei protezati respirator
la distanta - 61,54% (16 cazuri) (p<0,05). Complicatiile pulmonare, de tip pneumonie, au fost inregistrate in 48 (53,93%) cazuri,
dintre care 47 (97,92%) printre bolnavii cu suport ventilator instituit si doar intr-un singur caz (2,08%) la pacient cu respiratie
patenta (p<0,001). Printre bolnavii care au decedat complicatia tip pneumonie a fost inregistratd in 21 (72,41%) cazuri, in timp
ce printre supravietuitori pneumonia a fost diagnosticata in 27 (45%) cazuri. Printre decedati valorile PaCO, au fost mai mici
comparativ cu cele inregistrate la bolnavii supravietuitori pe parcursul primelor 24 ore (34,61+5,86 - 36,56+4,86 versus 31,62+
7,54 - 31,71+6,14) (p<0,05). Din 17 (32,69%) pacienti a cdror examen macroscopic al encefalului a fost caracterizat prin pulsatie
slaba cerebrala sau lipsd, nuanta violacee a tesutului cerebral si herniere a encefalului in bresa osoasd, doar intr-un singur caz
(5,88%) statutul neurologic la externare a fost apreciat de categoria a II-a GOS, in 5,88% cazuri — categoria a 4-a GOS siin 15 (87,5)
— categoria a V-ea GOS (p<0,05). Din totalul de pacienti care au dezvoltat hipernatriemie insotitd de hiperosmolaritate sericd in
70,59% cazuri GOS a fost apreciat de categoria 2III in raport cu 29,41% care au supravietuit cu categoria I-II a GOS (p<0,05).
Valorile serice ale glucozei si ureei printre pacientii decedati au depasit nivelele serice ale cestora la supravietuitori. Rata letalitatii
in lotul de studiu a constituit 29 (32,58%), incidenta maxima (38,78%) fiind printre pacientii evaluati la internare cu 9-12 baluri,
pe locul doi (33,33%) plasindu-se bolnavii cu un SGC de 5 baluri. Varsta medie a supravietuitorilor a fost de 32,75+14,93 ani, in
timp ce printre decedati aceasta a constituit 50,37+13,05 ani (p<0,001).

Concluzii

Prognozarea rezultatelor tratamentului bolnavilor cu leziuni cerebrale acute este in strictd dependenta de: transportarea tardiva
la clinica; hipoxia si protezarea respiratorie tardiva; asocierea pneumoniei nozocomiale; hiperventilarea in primele 24 ore; statutul
neurologic evaluat cu 9-12 baluri si <6 baluri; gradul leziunii cerebrale; nivelul sporit al glicemiei, natriemiei si osmolaritatii serice;
varsta de peste 50 ani.
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NIVELUL CITOCHINEMIEI iN CADRUL
SOCULUI HEMORAGIC
PANA S1 DUPA RESUSCITAREA PRIN DIFETUR

THE LEVELS OF CYTOKINES IN HEMORRHAGIC SHOCK
BEFORE AND AFTER RESUSCITATION WITH DIFETUR

VISNEVSCHI Sergiu *, VISNEVSCHI Anatol **

*-rezident, anul lll, Chirurgie;

**_conferentiar universitar,

Catedra Fiziopatologie si fiziopatologie clinica USMF “Nicolae Testemitanu”

Summary

Hemorrhagic shock (HS) leads to an exaggerated production of inflammatory mediators, such as cytokines and chemokines. In HS the
level of pro- and anti-inflammatory cytokines ( TNF a, IL-1, IL-6, IL-10) increases. Difetur inhibits iNOS induction, decreasing level of
proinflammatory and antiinflammatory cytokines which may contribute to its inflammatory-reducing effects.

Introducere

Socul hemoragic (SH) este cea mai dificila problemd a medicinei de urgentd privind elaborarea unei strategii patogenetice
de resuscitare. Multitudinea verigilor patogenetice implicate in declansarea si dinamica SH impune ciutarea unor noi remedii cu
efect antihipotensiv, citoprotector si antiinflamator care ar atenua gradul leziunilor celulare.

Scopul consta in aprecierea nivelului de citokine pro si antiinflamatoare in cadrul socului hemoragic experimental pina si
dupa resuscitarea cu inhibitorul NO sintazei “Difetur”.

Materiale si metode

Experimentele au fost efectuate pe 30 sobolani albi. Socul hemoragic a fost reprodus prin efuzia a 30% din volumul total de
sange din artera femurali. In functie de sarcinile abordate au fost delimitate 3 loturi:Lotul I (n=10) - martor; Lotul II (n=10) - soc
hemoragic pe perioada 120 min; Lotul ITI (n=10) - soc hemoragic pe perioada 120 min. resuscitat cu Difetur (20mg/kg).

Nivelul IL-1a, IL-6, IL-10 si TNF-a in serul sanguin a fost determinat prin metoda imunoenzimaticd (ELISA; R&D Systems).
Datele obtinute au fost prelucrate, cu aplicarea setului de programe statistice Microsoft Excel.

Rezultatele obtinute

In cadrul SH experimental nivelul citochinelor proinflamatoare a crescut comparativ cu lotul martor : a IL-1 cu 64% (p<0,01)
,a TNF a cu 80% (p<0,001) cu o tendinta de augmentare a nivelului IL-6. Nivelui citochinelor antiinflamatoare IL-10 s-a majorat
cu 50%. La resuscitarea prin inhibitorul NO-sintazei ,,Difetur”, nivelul citochinelor atit pro cit si antiinflamatoare a descrescut
comparativ cu nivelul acestora in cadrul SH - a IL-1 cu 54% ( p<0,05 ); a TNF a cu 50% (p<0,05), a IL-10 cu 30% (p<0,01).

in concluzie,

SH experimental conduce la cresterea nivelului seric al citochinelor pro- si antiinflamatoare. Administrarea derivatului
izotioureic (Difetur) in resuscitarea animalelor cu SH conduce la diminuarea nivelului seric de citochine prin inhibitia enzimei
NO sintaza inductibild .
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ETANOLUL AMPLIFICA HIPOTENSIUNEA ARTERIALA
INDUSA DE SOCUL HEMORAGIC LA SOBOLANI

ETHANOL EXACERBATE HEMORRHAGE-INDUCED HYPOTENSION
IN ALCOHOL-INTOXICATED RATS

VISNEVSCHI Sergiu *, VISNEVSCHI Anatol **, TODIRAS Stela

*-rezident, anul lll, Chirurgie;
*¥_conferentiar universitar
Catedra Fiziopatologie si fiziopatologie clinica USMF “Nicolae Testemitanu”

Summary

The level of hypotension at the time of admittance into the emergency department is a critical indicator of outcome from injury. We
have demonstrated that acute alcohol intoxication decreases basal mean arterial blood pressure (MABP) and exaggerates hypotension
throughout hemorrhagic shock (HS) in male rats.

Introducere

Impactul intoxicatiei acute cu alcool asupra organismului in cadrul socului hemoragic este studiat insuficient. Datele din
literaturd relevi ca intoxicatia acutd cu alcool interfereazd reactiile de raspuns ale organismului la pierderile de sange si influenteaza
negativ tonusul vascular §i nivelul presiunii arteriale.

Scopul prezentului studiu consta in aprecierea influentei etanolului asupra nivelului tensiunii arteriale in cadrul socului
hemoragic experimental.

Materiale si metode

Pentru realizarea experimentelor au fost utilizati 30 sobolani albi. Socul hemoragic (SH) a fost reprodus prin efuzia a 30%
din volumul total de sdnge din vena femurala. Intoxicatia acutd cu alcool a fost modelatd prin administrarea intraperitoneald a
etanolului de 20% in dozé de 3g/kg cu 60 minute pana la hemoragie (nivelul alcoolemiei 170 +/- 50 mg/dL). In functie de sarcinile
abordate au fost delimitate 3 loturi: lotul I (n=10) - martor; lotul IT (n=10) - soc hemoragic pe perioada 5 si 120 min; lotul IIT
(n=10) - soc hemoragic pe perioada 5 si 120 min. pe fondal de alcoolemie. Evaluarea indicilor hemodinamici a fost efectuatd cu
ajutorul sistemului computerizat TSE programul de lucru BM. (Technical & Scientific Equipment, Bad Homburg, Germany),

Rezultatele obtinute si discutii

In rezultatul cercetirilor experimentale s-a stabilit o scadere veridic a presiunii arteriale medii (PAM) la minutele 5 ( -41%)
si 120 (- 20%) ale socului hemoragic comparativ cu nivelul bazal al presiunii arteriale (105+ 6 mmHg). Alcoolul exacerbeaza
efectul hipotensiv apreciat initial ( minutul 5) (-24%; p< 0,01) si (-10%; p<0,05) la a 120 minut de soc hemoragic. In concluzie,
nivelul mediu al presiunii arteriale in dinamica socului hemoragic experimental pe fondal de intoxicatie acuta cu etanol este mai
redus decat nivelul PAM determinat in cadrul socului hemoragic. Acest studiu a demonstrat concludent ca etanolul deregleaza
mecanismele compensatorii hemodinamice in cadrul $H, probabil limitand includerea atat a mecanismelor compensatorii de
origine centrala cat si abolind mecanismele reglatorii endoteliudependente.

EXPERIENTA DE 30 DE ANI iN TRATAMENTUL
INSUFICIENTEI RENALE ACUTE

TANASE Adrian *, CEPOIDA Petru **

*-dr. hab., prof. univ.
**-dr. med.
Catedra Urologie si Nefrologie Chirurgicald, USMF ,Nicolae Testemitanu’, Centrul de Dializé si Transplant renal, IMSP SCR

Introducere

Insuficienta renald acutd (IRA) este o alterare rapida a functiei renale, care duce la retentia azotata, deregléri hidro-electrolitice
si acido-bazice. Incidenta IRA variaza semnificativ in functie de circumstantele clinice in care aceasta complicatie grava a fost
inregistrata si studiata, fapt ce a si determinat scopul i obiectivele acestei lucrari.
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Scopul

Studierea rezultatelor tratamentului IRA in Centrul de Dializa si Transplant renal al IMSP SCR pe parcursul ultimilor 30 de
ani.

Material si metode

Studiul retrospectiv a cuprins 520 de pacienti cu IRA tratati in Centrul de Dializa si Transplant renal in perioada anilor
1979-2008. Lotul de studiu a inclus 320 (61,5%) barbati si 200 (38,5%) femei. Au fost analizati factorii etiologici de aparitie a IRA,
complicatiile inregistrate, metodele de tratament aplicate, incidenta si cauzele letalitatii.

Rezultate si concluzii

Cauzele principale ale IRA au inclus: intoxicatiile exogene — 81 (15,6%) cazuri, soc de etiologie diversd, inclusiv hemoragii
obstetrico-ginecologice, sepsis si peritonite — 167 (32,1%) cazuri, pierderi masive de lichide cu dezvoltarea dereglirilor echilibrului
hidro-electrolitic — 48 (9,2%), nefrite acute medicamentoase - 48 (9,2%), IRA postrenala (urologicd) - 33 (6,3%). Alte cauze ale
IRA au fost inregistrate la circa 30% din pacienti. Tratamentul conservator a fost aplicat la 117 (22,5%) pacienti, iar metodele de
substitutie a functiei renale - la 403 (77,5%) pacienti, inclusiv: hemodializa (68,75%), hemosorbtia (17,67%), dializa peritoneald
(7,11%), hemodiafiltrarea (3,01%), plazmafereza (1,72%). Stadiul de oligoanurie a durat de la 0 pand la 156 de zile (media 11,6 +
13,8 zile), stadiul de poliurie a durat pana la 40 de zile (media 12,36 + 7,5 zile). IRA férd oligoanurie a decurs la 20 (3,8%) pacienti.
Au fost inregistrate urmatoarele complicatii de baza: hepatitd toxicd - 19,7%, pneumonie - 18,1%, hemoragii secundare - 14,2%,
procese septice secundare - 8,7%, edem pulmonar — 4%. Letalitatea medie in lotul studiat a constituit 27,7% (144 pacienti). IRA
in cadrul diferitor forme de goc si intoxicatii exogene a cauzat circa 70% din toate decesele inregistrate. Experienta Centrului de
Dializa a SCR a demonstrat, ca IRA este o patologie extrem de grava, afecteazd preponderent persoanele apte de munca (80%), fiind
cauzatd in 50% de intoxicatii exogene, soc de etiologie diversa, sepsis si complicatii septico-purulente. Acesti factori au conditionat
peste 70% din decesele inregistrate. IRC terminala ca consecinta IRA s-a dezvoltat la 4% din pacienti. In ultimul timp sa majorat
ponderea IRA in urma nefritelor tubulo-interstitiale acute medicamentoase.

NMPUMEHEHUE KABUHTOHA AJ1IA NTPOOUNAKTUKN KOTHUTUBHbIX
PACCTPONCTB Y NALLMEHTOB NOCJIE BbINOJIHEHNA ONEPALIUU B
YCJ/IOBUAX OBLLEN AHECTE3UU

NMPACMbILKUI O.T., KOCTPOBA E.M.

benopycckuti 20cydapcmeaeHHbIl MedUYUHCKUU yHUBepcumem, Kagedpa aHecme3uosio2uu U peaHumamorsio2ud,
2.MuHck, Pecnybnuka benapyce

Summary

(linical efficiency of a preparation cavinton was studied at laparoscopic cholecystectomies, spent in the conditions of the general ana-
esthesia. Comparison cognitive functions at patients depending on an investigation phase has shown the tendency to lower indicators
at patients whom did not appoint a preparation. Efficiency cavinton proves to be true reliability of the received results which testify to
decrease in expressiveness of frustration cognitive functions in the postoperative period that allows to apply it to preventive maintenance
cognitive frustration at patients before performance laparoscopic cholecystectomies.

Beepenene

OO61wjast aHeCTesys Y OLIePATIIBHOM BMeEIIaTe/IbCTBE COIPOBOXK/ACTCS YX Y LIeHieM KOTHUTUBHBIX (PyHKIMIT Y 6,8% - 19,2%
NanyeHToB. Takye HapyLIeHNA NPOABIAITCA B TedeHme 10 - 90 Heit, oc/Ie IepeHeCeHHOTO OIIePATVBHOTO BMENIATeNbCTBA.

[TpodmnakTyKa KOTHUTUBHBIX PACCTPONCTB IIPYU IIPOBEAEHN XUPYPIIUUECKUX BMEIIATeIbCTB C MCIIO/Ib30BaHyeM 001eit
aHeCTe3VM ABJIAETCS aKTya/IbHOI Tpo6y1eMoit. I1o muTepaTypHBIM JaHHBIM KaBUHTOH ABJAeTCA 9 (HEKTUBHBIM IperapaToM s
JledeHnA paccTpoiicTB mamMATH. Ha ¢oHe iedeHNsI KABUHTOHOM Y/Iy4IIaeTCsl KPaTKOBPEMeHHast U IONITOBPEeMEHHAs TaMATD.

Llenbto nccnenosanmsa ssunack orenka kannmueckoit 3 eKTMBHOCTY MpenapaTa KABMHTOH MO MPOQUIAKTUKe HAPY-
LIeHNIT KOTHUTVBHBIX (GYHKINIA y TAIMEHTOB IIPY JIAIIaPOCKOIINYIecKoit Xonenuctakromyn (JIXD) npoBeeHHOI B yCIIOBMAX
00111el1 aHeCTe3NM.

MaTepmanbl W MeTOJbl: KOrHUTVBHBIC GYHKINM OLleHMBaIN Y 40 MaLMeHTOB, KOTOPBIM IPOBOAMIACh JIXI B ycmoBuaAx
o61eit aHecTe3ny, /I JOCTVDKEHNA Lie/IM VICCTIeOBAaHV allMeHTh pas3fe/leHbl Ha ABe rpymnbl: 10 manyenTos (1-4 rpymma),
[IO/Ty4YaBIIVie KaBHTOH BHYTPMBEHHO KaIle/IbHO 110 2 MJI (IIpeBapuTeIbHO Ipemnapat passoguan B 500 M 0,9% pactBopa
XJI0pUJia HaTpus), 3a OfUH JIeHb [0 Ollepallyi, IepUOIIepallMOHHO U B IOCTIeAYIolIMe CYTKI IIOC/Ie Ollepanny, 3ateM 1o 10 mr 3
pasa B CYyTKU B TedeHue 4-X gHelt u 30 manueHTos (2-4 rpymia), KOTOpble He IOTy4a/li KaBHTOH.
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Jly1s1 aHeCTe3UM MCIIONB30BANNCh CPEACTBA /ISl HAPKO3a B CPeJHe-TEPAIIEBTUYECKIX 03MpoBKaX. KorHurusHble GyHKIuM
IIAIVIEHTOB OLleHVBAIM II0 KPaTKoii Iukajae mcuxmudeckoro craryca (MMSE), 6atapen no6noit puchyukuun (FAB), Tecty
pucoBaHust 4acoB u npo6e Ilynpre. ViccnenoBaHne IpoBOAMIOCHh Ha 3-X 3TaIlax: 3a 1 ieHb 10 OIlepanuy, Ha CIeAyoLye CyTKI
II0CTIE OTIepALN U Ha 7-€ CYTKIL.

Pe3yn bTaTbl NCCef0BaHNA

ITeuxmaeckuii craryc mo MMSE nocie nposenenst JIXO B ycmoBusx o011elt aHeCTe3UI Y MALMeHTOB 1-11 11 2-ii TPYIIIT HOKas3as
yXyAlleHne rokasareneii Ha 4,48% 1 10,68% cooTBeTcTBeHHO. Ha 7-e cyTKM nocie onepanyuy y alieHTOB, KOTOpbIe ITOTyYann
KaBMHTOH 9TM II0OKa3aTe/IX BOCCTAHOBU/IUCD JJO MICXOIHOTO YPOBHS.

Tect FAB nokasasi, 4To y maliMeHToB 1-i1 TPyIIIbL, 4acTOTa HAPYILIEeHN KOTHUTYBHBIX PACCTPOJICTB ITOC/IE ONlepaliy COCTaBMIA
2,87%, xorga Bo 2-1i rpynmne — 11,54%, BBIABIEHBI JOCTOBEPHbBIE Pa3IN4MA 110 CPAaBHEHMIO C 3TAIloM Jio onepanun. ITpu omenke
KOTHUTVBHBIX (DYHKIUIL Ha 7-€ CYTKM Y IAlIMeHTOB 1-Ji IPYIIIBI JOCTOBEPHBIX PAa3/IMYNIL 0 CPABHEHMUIO C 9TAIIOM JI0 OIlepaLiy
He OBLIO, KOTIa BO 2-Ji TPYIIIle BbIAB/IEHA JOCTOBEPHAs Pa3HMUIIA 10 CPAaBHEHMIO C STAIIOM JIO OIePaLVIIL.

ITpu oueHKe KOTHUTMBHBIX (PYHKLMII [TO TECTY PUCOBAHMA YacOB B IIOC/ICONEPALIIOHHOM Ilepuofie (Ha CIenyrolye CyTKI)
MMesach TeHJIeHIIMA K CHYDKEHUIO STUX MoKasareneil Ha 12,34% B 1-it u 28,8% Bo 2-11 rpynnax. Ha 7-e cyTku nocne onepanun
y THalMeHTOB, IPMHUMABILINX KaBMHTOH, HAOMIONANIOCh yIy4lleHle 9TUX IIoKasaresell B 2 pasa, a y MalleHTOB, KOTOpble He
IO/Ty4Yaiv KaBUHTOH — B 1,8 pasa.

Me>XTpyIIoBble pasindus CpefHero BpeMeH TecTupoBanus 1o TecTy lllyabre B Habr0aeMbIX IPYIIIax B JOOIEPALIIOHHOM
repuoyie 6bUTM CTATUCTUYECKN HE3HAYMMBI.

BbiBogbl

BrisaBnena Beicokas 3(1)(1)€KTI/IBHOCTI) KaBMHTOHA Ha KOTHUTMBHBbIC q)YHKLU/H/I Y IIalI€EHTOB II0C/I€ IIPOBENEHNIA TallapOCKO-
4YeCcKomn XOMeUVICTIKTOMUN B YCTTOBUAX O6HI€IV/I AHECTE3UIL.

AESUHTOKCUALUNOHHAA TEPANMUA Y BOJIbHbIX
BHEBOJIbHUYHOW NMHEBMOHUEN TAXKENOIO TEMEHUA

MPACMbILKUN O.T., PXKEYTCKAA P.E.

YO «benopycckuli 20cydapcmeeHHbili MeOUUUHCKUU yHU8epcumems,
Kagedpa aHecme3suono2uu U peaHumamorsnoauu, 2. MuHck, Pecny6auka benapyce

Summary

The properties of the erythrocytes membranes for the patients with severe community-acquired pneumonia and the indicators of the
endotoxicosis were examined while applying the complex therapy with the use of Reamberinum, which is detoxic and antihypoxic drug.
The use of Reamberinum while applying the complex therapy results in accelerating the normalization of endotoxicosis indices,
it favourably effects the properties of the erythrocytes membranes.

BeepeHue

PacnipocrpanenHocTh mHeBMOHMI B Pb cocrasnser B cpennem 4 Ha 1000 Hacenenns, cMepTHOCTD - 8,7 Ha 100 TbIC.
HaceneHus. Tspkenast BHe6onbHmuHast mHeBMoHus (TBIT) compoBoskaeTcst B3arMOOOYCIOB/IEHHBIMI TUITOKCHEN TKAHel! M 9HJJOTeH-
HOIT MHTOKCHKauert. OHY pasBUBAIOTCs Ha (POHE BTOPIIHOTO MMMYHOe(UIINTA U SIB/ITIOTCSI OCHOBHBIMY (PaKTOpaMU TaHATOT€He3a.
OHIOTOKCUMISA IIPUBOLUT K YBETNYEHUIO KOTIMIECTBA CBOOOHBIX PA/IUKA/IOB, aKTUBALINH [IPOLIECCOB IEPEKIICHOTO OKUCIEHNUS
munupos (ITOJI) u CHYDKEHMIO aKTMBHOCTM aHTMOKCUAAHTHON CUCTEMBI, IOBPEX/IEHUIO KJIETOYHBIX MeMOpPaH, pa3sBUBAeTCs
CUHIPOM IO/opranHol HegoctarouHocty (CIIOH).

Llenb nccnefoBaHUA — onpeenTh BIMAHNE KOMIIEKCHOV MHTEHCYBHONM TePAIINM € MCIIO/Ib30BAaHMEM JIe TOKCULIMPYIOILle-
o IpenapaTa peaMOepyHa Ha [TOKa3aTelu S9HAOTOKCUKO3a, MEMOPAHHbIX CBOJICTB SpUTPOLUTOB ¥ 60/mbHbIX ¢ TBII.

MaTepMal’Ibl nmetoabl

It uccnenoBanys y 62 60mbHbIx ¢ TBII, momy4aBumx KOMIUIEKCHYIO TEPAINIo IO IIPOTOKONAM B OTHEIEHNN MHTEHCUBHOI
tepammu u peannmaryu (OVITP) 6-1 . MuHCcKa, IpoaHamM3MpOBaHbl KIMHMNYECKIE U OMOXMMITIeCKie ToKasaTenu. B 1-i1 rpyrme
(35 gemoBek, U3 HUX 26 MY>XUMH U 9 JKEHIIMH B BO3pacTe OT 26 [0 73 JIeT ¢ TsKeCThbo cocTosgnmA 1o mkaae M. Fine: I1I xmacca -18
6ombHbIX, IV Kmacca - 9, V xiracca -8, CIIOH passuBacst y 14,3% 60/bHbIX) IPUMeHs/Iach CTaHAAPTHAA Tepanust. Bo 2-ii rpymie
(27 genosex, 13 Hyx 21 My>X4MHa U 6 >KEHIIVH B Bo3pacTe oT 32 710 69 et ¢ TsoxecTblo coctossanmA 111 kmacca -13,IV- 9, V -5, CIIOH
pasBuBajcs y 18,5% 60/bHBIX) HOIONHUTENBHO IIpUMeHsIcs 1,5% pactBop peambeputa o 400 M 1-2 pasa B CyTKM, B TedeHue 5-7
cyrok. ITonydeHHble TaHHbIE CPABHMBA/IN C KOHTPOIbHBIMY (12 3TOPOBBIX JOHOPOB). Pe3ymbTaTsl 06pabaTbiBamM CTaTUCTIIECKN C
TIOMOIIIbI0 KOMITBIOTEPHBIX ITPOIPAMM.
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PesynbTatbl

YpoBeHb MOJIEKYI CPeHEl MaCChI KaK II0Ka3aTe/Ist 9HLOTeHHOI MHTOKCUKAL[MY ObIT ICXOAHO MOBBILIEH B 06erX Ipymmax. Y
MAIVIeHTOB 2- il IPYIIIbI JaHHBII TOKa3aTe/Ib CHYDKA/CA BHYTpu rpynmsl (0,22 £0,03, F=12,3, p<0,05) 1 1o cpaBHeHMIO ¢ 1-11
TPYIIIIOI yoKe Ha 5-7-e CyTKuU. B 1-11 rpyIIe cHMKeHMe 3TOro apaMeTpa Hab/lI0[aoch TONbKO K 14-M cytkam (0,210,014,
F=16,1, p<0,05). Emie oguu mokasareib SHZOTEHHOI MHTOKCUKALMYU — JIEMIKOLUTAPHBIN MHAeKC nHTOKCHKanuy (JIVIV) 6sin
JICXOJIHO IIOBBILIEH B 00euX IPYIIIAX, HO BO 2-il IPYIIe yXKe Ha 7-€ CYyTKU JIedeHNsI MIMeIO MeCTO CHIDKEHIe IOKa3aTessl 0
CpaBHEHMIO ¢ McXonHbIM 3HadeHreM (F=4,7, p<0,05). Ha 14-e cyTKu B 3TOII Xe TpyIIe 6OIbHBIX OTMEYATIOCh CHIDKEHIIE
JII/ xak 1o cpaBHEHMIO ¢ MCXORHBIM 3HadueHneM (F=15,7, p<0,05 n F=33,2, p<0,001 cOOTBETCTBEHHO), TaK J C UEHTUYHBIM
3TAIIOM MCCIeffoBanuA B 1-11 rpymme (p<0,05).

Y 6onpupix TBII npoayxrst [TOJI mpy 9HAOreHHON MHTOKCUKALUMY HAPYIIAIOT CTPYKTYPHO-(YHKIMOHATBHYIO
OPTaHM3ALUIO PUTPOLNTAPHOI MeMOPAHBI, ITO BHIPAXKAETCS B YXyAIIeHNH fedopMupyemoctu aputporutos (I3). Vupexc
JI9 6bUT UCXOFHO CHIDKEH B 00enX IpyIax o CpaBHEeHMIo ¢ HopMmoit. OfHAKO BO 2-if rpyme GOIBHBIX yXKe Ha 3-11 CYTKI
JIe4eHIs1 OTMEYaJIOCh JOCTOBEPHOE yBe/IMYeH)e 3TOr0 IapaMeTpa 110 CPAaBHEHMIO C MICXOHBIMM 3HaueHuAMu (Ha 22,2%,
F=10,5, p<0,01) u ¢ 1-it rpynmoit. B o6eux rpynmax B 1-e CyTKM 0TMe4aa0Ch [IOBbILIEH)E€ OCMOTUYECKOI YCTOMNYMBOCTI
sputponuros. Hopmanmusanus sToro napaMerpa oTMedanach Ha 7-e u 14-e cyTku Bo 2-11 rpymie (p<0,05).

IMTpumenenne 1,5% pactBopa peambeprHa B KOMIUIEKCHOI Tepamyu TBII yckopsio perpeccuio TsSDKeCTV COCTOSHUS TaL-
€HTOB, YMEHbIIA/IO [INTeNbHOCTD pebpiBanms ux B OVTP oTHOCKTETIBHO KOHTPO/IBHOI rpymmsl Ha 28,2% (T=881,5, Z=2,05,
p<0,05).

BbiBoa

[TpumeHeHme peambeprHa B KOMIUIEKCHOM edeHuy TBII mprBoAKUT K yCKOpEHMIO HOpMa/IM3aluy II0Kas3aTeseil 9H-
TOTOKCEMNUN, OCMOTUYECKOI YCTONYMBOCTY 1 TepOPMUPYEMOCT MeMOpPaH 3PUTPOLUTOB, YTO COKpAIIALT [IUTETbHOCTD
npe6oiBanms 6onpHbIX TBII B OUTP, B ToM vncie 6ompabix co CITOH.

PARTICULARITATI SI TACTICI ORGANIZATORICE S| TERAPEUTICE
iIN SOCUL HIPOVOLEMIC LA POLITRAUMATIZATII CRITICI

Gheorghe Ciobanu,
Sef catedrd urgente medicale, USMT ,N.Testemitanu”

Conform statisticilor internationale 60-80% din decesele posttraumatice au loc imediat sau in primele ore dupa traumai (8).

Rata mortalitatii in I razboi mondial a fost de 8,5%, fiind necesare mai multe ore pentru evacuarea ranitilor in locurile destinate
acordirii asistentei medicale de urgentd. In al II-a razboi mondial durata de timp de evacuare a ranitilor a scizut, influentind
si rata mortalitatii care s-a micsorat pana la 5,8%. Rata mortalitatii in razboiul din Koreea, a constituit 2,4% si in razboiul din
Vietnam 1,7%. Reducerea timpului pana la acordarea asistentei medicale de urgentd influenteaza substantial nivelul mortalitétii.
In reducerea nivelului mortalitatii posttraumatice nu trebuie neglijat si rolul (11) altor factori cum ar fi perfectionarea tehnicilor
operatorii, a asistentei anesteziologice, avansarea tehnicilor de resuscitare si terapie intensivd, cat si a mijloacelor de investigatii
diagnostice i tratament (12).

Incidenta deceselor secundare traumatismelor inregistreazi o distributie trimodala (figura 1)

0 1 2 3 4 Zlia

Figura 1. Distribuirea trimodali a incidenjei deceselor posttraumatismelor
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Rolul decisiv al timpului este unanim recunoscut astazi. Cu cat mai operativ se intervine in stabilizarea si acordarea asistentei
chirurgicale de urgenta cu atat rezultatele tratamentului sunt mai bune. Aceasta situatie este conditionati si de frecventa inalta a
hemoragiilor masive, care constituie in 35%-45% cazuri cauza principala de decese precoce, considerata ca cauzi prevenibild de
deces spitalicesc in traumatismele majore (3,7).

Scopul lucririi. Studiul impactului sistemului organizational de acordare a asistentei medicale de urgenta in traume i a
managementului terapeutic fregventd al hemoragiilor ca factori de importanta majord in profilaxia deceselor posttraumatice.

Material si metode. Studiul se bazeazé pe analiza retrospectiva a 322 fise a bolnavilor politraumatizati critic aflati la tratament
in clinica anesteologie — reanimatologie a CNSPMU, in perioada de timp 2006-2008. Varsta medie constituie 44,9+3,7 ani si variaza
de la 20 ani la 87 ani, inclusiv barbati 225 (69,88%) si femei 97 (30,12%).

Din lotul de pacienti inclusi in studiu varsta de pana la 50 ani a constituit 67,4%, varsta 50-60 ani 18,6% si varsta de peste 60
ani 14%. Din totalul de 322 bolnavi au decedat 214, ceia ce constituie 66,5%. Din 322 de bolnavi traumatizati critici, 98 (30,4%),
au fost cu traumatisme penetrante si deschise si 224 (69,6%) cu traumatisme inchise (4). In scopul studiului impactului sistemului
de organizare a asistentei medicale de urgentd, pacientii politraumatizati critic au fost devizati in doua grupe, conform datelor din
tabelul 1.

Tabelul 1
IMPACTUL SISTEMULUI DE ORGANIZARE A ASISTENTEI MEDICALE
DE URGENTA ASUPRA REZULTATELOR TRATAMENTULUI PACIENTILOR POLITRAUMATIZATI CRITIC

o Grupuri de studiu
Nr. indicatori Total — -
Supravietuitori Decedati
Numér bolnavi 322 108 214
Transportati de serviciul prespitalicesc AMU (pacient;i) 256 87 169
Inclusiv de echipa AMU specializatd reanimare maturi (pacienti) 108 47 61
Transportati cu transport de ocazie (pacienti) 66 21 45
*Timpul de rdspuns (min) 13,3+x2,1 12,7423 13,9+1,9
*Timpul de transport in CNSPMU (min) 11,0+2,3 10,7+2,7 11,3+1,8
Timpul de transport la pacientii transportati cu transport de ocazie (min) 38,6+4,4 33,545,1 43,743,7
Compensare volemicd in prespital (nr. pacienti) 206 60 146
Intubatie endotrahiald in prespital (nr. pacienti) 72 27 45
Imobilizare in prespital (nr. pacienti) 212 71 141
Investigatii ECG 77 35 4
Pulsoximetrie 72 30 4
Oxigenoterapie 217 82 133
Scorul Revizuit al Traumelor initial in prespital 8,77+1,7 7,86+2,1 9,6+1,3
Varsta (in ani) 449+3,7 43,743,5 46,0+3,9
Departamentul de Medicind Urgenta
Anuntarea DMU de echipele AMU despre spitalizarea pacientului politraumatizat critic 156 67 89
Stabilizarea hemodinamica si respiratorie 322 108 214
Investigatii diagnostice (nr. investigatii), inclusiv: 1050 338 712
Laparoscopie 160 63 97
USG organelor cavitdtii abdominale 307 100 207
Radiografia locomotorului 322 108 214
Computer tomografia 261 67 194
Timpul pand la initierea interventiei chirurgicale 751+7,75 77,8482 72,4+73
Interventii chirurgicale (nr. pacienti), inclusiv: 250 97 153
Laporatomia 66 27 39
Toracotomie 60 19 l
Craniotomie 39 18 21
Interventii simultane 85 33 52
Scopul Severitdtii liziunilor (ISS) 25-75 25-49 49-75

* Timpul de ridspuns al serviciului AMU este considerat timpul de la preluarea apelului in Dispeceratul Central 903 pana la ajungere
la caz.
* Timpul de transport in CNSPMU este timpul din momentul imbarcirii victimei de a locul accidentului p4nd la transmiterea
pacientului DMU a CNSPMU.

La bolnavii inclusi in studiu au fost evaluate Scorul Revizuit al Traumei initial in prespital si repetat in dinamici, Scorul
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Severititii Leziunilor in DMU si in dinamica operativitatea reactionarii serviciului prespitalicesc AMU (timpul de rispuns, timpul
de transport), circumstantele §i mecanismul traumei, volumul asistentei acordat la etapa de prespital, de DMU si de clinica, volumul
de investigatii si tipul interventiilor chirurgicale in tratamentul bolnavilor.

Analiza circumstantelor traumatismelor a constatat cd accidentele de circulatie ca factor etiologic au fost stabilite in 122 cazuri
(37,9%), accidentele casnice in 67 cazuri (20,8%), agresiunile in 55 cazuri (17,1%), accidentele de munca in 36 cazuri (11,4%),
accidentele recreationale sau de sport in 20 cazuri (6,2%) si alte cauze au fost constante in 22 cazuri, ceia ce reprezintd 6,8%.

Hemoragiile posttraumatice au fost stabilite la 206 pacienti, ceia ce constituie 63,9% (11).

Evaluarea clinica a pierderilor de sdnge a fost efectuata conform gradelor stabilite de Comitetul Traumatologic al Colegiului
American de Chirurgie.

Tabelul 2

EVALUAREA PIERDERILOR DE SANGE CONFORM COMITETULUI TRAUMATOLOGIC AL COLEGIULUI

AMERICAN DE CHIRURGIE
Volumul hemoragiei
Semne clinice

Grad | Grad Il Grad Ill Grad IV
Frecventa cardiaca <100 >100 >120 > 140
Tensiune arteriala normala usor scazutd scazutd prabusita
Presiunea pulsatild normala slabd slaba slabd
Diureza ml/ora >30 20-30 5-15 anurie
Frecventa respiratorie / min 14-20 20-30 30-40 >35
Puls capilar (n = adult-2 se; normala incetinit incetinit incetinit,
copii — 2-3 sec) absent
Starea de congtienta constient congtient, agitat constient, dezorientat | incongtient,

coma

Volumul hemoragiei <750ml 750 — 1500 ml 1500-2000 ml > 2000 ml

<15% 15-30% 30 -40% > 40%

Din lotul de bolnavi inclusi in studiu cu hemoragii posttraumatice si soc hipolemic 73 (35,4%) bolnavi au fost cu soc hipovolemic
compensat cu un volum al hemoragiei de 15% - 25% si 133 (64,6%) bolnavi au fost cu soc hemoragic decompensat, cu pierderi
sangvine in volum de 30% - 45%. Hemoragiile din fracturile deschise si inchise ale locomotorului au constituit 37 cazuri (17,9%),
trauma organelor cavitétii abdominale 45 cazuri (21,8%), trauma organelor cutiei toracice 39 cazuri (19,9%) si in 85 cazuri (41,3%)
au fost stabilite cauze multiple ale hemoragiei. Acordarea asistentei medicale de urgenti in scopul asigurarii unei perfuzii tisulare
adecvate, a fost axata in (5):

o Asigurarea integritétii sistemului vascular pentru asigurarea transportului sangelui oxigenat spre tesuturi;
o Mentinerea unui schimb adecvat de gaze in plamani si de oxigenare a singelui;

o  Compensarea volemicd si asigurarea volumului sangvin intravascular adecvat: elemente figurate, plasma;
o Suportul functiei de pompd a cordului.

Au fost supusi interventiilor chirurgicale 250 pacienti, ceia ce constituie 63,9% din lotul de bolnavi inclusi in studiu. Din
206 bolnavi cu soc hipovolemic posttraumatic hemostaza chirurgicald intraoperatorie a fost efectuata in 187 cazuri sau la 90,7%
din bolnavi. Suportul respirator a fost asigurat pacientilor in conformitate cu datele evaludrii $i monitorizarii in dinamicé a gazelor
sangvine.

Una din prioritatile principale a constituit compensarea volemicad incepand cu locul accidentului. La pacientii
politraumatizati cu component craniocerebral obiectivul terapeutic prevedea mentinerea TA medii la 90 mm Hg si TA la 120
mm Hg §i TA medie la 80 mm Hg la bolnavi in soc hipovolemic fird component craniocerebral. Compensarea volemica a fost
efectuata cu (2,10):

Cristaloizi izotonici , care asigura o expansiune volemica de 0,2-0,3 la 11. de perfuzie;

Coloizi - preparate de gelatind care, de asemenea, asigura o expansiune volemica mai pronuntatd de 0,7-0,81 - la 11 de
perfuzie pentru 4 ore (10);

HEA 33 ml/kg in 24 ore (1500 - 2000 ml) in prima zi §i 20 ml/kg in urmétoarele 48 ore, a doua si a treia zi. Administrarea
s-a limitat la 3 zile, doza cumulativa nedepasind 80 ml/kg

Cristaloizii hipertonici, doza 4-6 ml/kg, care au un mecanism de actiune complex, ce include (2):

o Influx intravascular masiv;

« Vasodilatatie ne specifica precapilari (renald, coronara si splanhnicd);

« Vasoconstrictie reflexa arterio-venoasd musculo-cutanati;

o Cresterea contratilitatii miocardice;
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» Diminuarea tensiunii intracraniene si a lichidului pulmonar;
« Hemodilutia prezinta avantaje reologice si hemodinamice la un Ht de 25-30% fara modificarea oxigendrii si hemostazei;
o Hematocritul sub 25% influenteaza oxigenarea tisulard, iar la valori sub 20% se instaleaza acidoza metabolica si
hiperlactacidemia;
« Un Ht de 25% constituie limita minimd de tolerantd pentru circulatia coronariand;
Cristaloizii hipertonici au fost indicati la 32 pacienti (24%) din cei 133 de pacienti cu soc decompensat.

Pacientii in soc hemoragic cu sursd de hemoragie neidentificata au fost evaluati pentru determinarea sursei: cutia toracica,
cavitatea abdominald si stabilitatea fracturilor oaselor bazinului, utilizind sonografia organelor cavitatii abdominale (FAST),
radiografia toracelui si bazinului si/sau examenul CT. Utilizarea precoce a metodei FAST pentru detectarea lichidului liber in
cavitatea abdominald la pacientii cu trauma locomotorului si trauma inchisa a abdomenului s-a dovedit a fi foarte eficace. Bolnavii
cu hemoperitoneum la USG (FAST) si instabili hemodinamic au fost directionati de urgentd in sala de operatie pentru hemostaza
chirurgicala. Pacientii stabili hemodinamic, dar cu suspectie la trauma craniocerebrala, toracicé si/sau abdominala au fost supusi
obligatoriu investigatiilor CT (3,4).

Evaluarea in dinamicé a hemoragiei a demonstrat ca lactatul seric si deficitul rezervei alcaline sunt teste mai senzitive de
estimare si monitorizare a hemoragiei si socului hipovolemic. Pacientii cu fracturi instabile ale oaselor bazinului in soc hemoragic
au fost supusi stabilizarii imediate a fracturilor. Bolnavii cu instabilitate hemodinamica pe fon de fracturi stabile ale bazinului au fost
supusi interventiilor chirurgicale cu hemostaza chirurgicald intraoperatorie. Deregléri ale hemostazei au fost stabilite la 5,6% din
bolnavii cu soc hipovolemic decompensat i au fost in raport cu hemodilutia si fibrinoliza secundara hematomului retroperitoneal
sau a altor localizatii (6). Hipoperfuzia splanhnica duce la eliberarea factorului de depresie miocardicd, translocare bacteriand,
depresiune imunitard, situatie care a impus monitorizare i corectie in dinamicd. Pana la efectuarea hemostazei definitive la pacientii
fard TCC, TA a fost mentinuté la valoare de 80- 100 mm Hg. Au fost intreprinse mésuri de profilaxie a pierderilor de caldura
si de asigurare a normotermiei. Hipotermia in traumatismele grave se asociazé cu acidoza, hipotensiune si coagulopatii (13). O
alta prioritate importanta in tratamentul pacientilor traumatizati critic a constituit-o corectia anemiei si mentinerea hemostazei
(9). S-a utilizat masa eritrocitara, plasma proaspat congelatd si masa trombocitara, avand ca obiectiv terapeutic mentinerea Hb la
nivelul de 7 - 9 g/dl. Plasma proaspat congelati a fost administrata la bolnavii cu hemoragii masive sau cu hemoragii complicate
cu coagulopatii, in doza initiala de 10 — 15 ml/kg. Administrarea de concentrat trombocitar a avut ca scop mentinerea numarului
trombocitelor peste 50x10°/1. La pacientii politraumatizati cu hemoragii severe si TCC s-a mentinut numarul de trombocite
la valoarea de 100x10°/1. S-a recurs la transfuzia initiald a 4 — 8 doze de concentrat trombocitar. Fibrinogenul a fost indicat in
hemoragiile masive asociate de scideri a fibrinogenului sub 1g/l. De asemenea, conform indicatiilor clinice s-a administrat si
criprecipitat in doze 3 - 4 g sau 50 mg/kg (1).

Indicarea agentilor antifibrinolitici: acidul e-aminocapronic 100 — 150 mg/kg urmat de 15 mg/kg in ord sau aprotinina 2
mln UIK (unitati inhibitoare de kalireind) urmate de 500000 UIK/ora.

In concluzie:

o Factorul de timp din momentul traumei pana la acordarea asistentei medicale de urgentd la politraumatizatii
critici este esential, influentand nivelul mortalitétii si prognosticul acestor categorii de pacienti.

o Hemoragiile masive si socul hipovolemic reprezinta o cauza frecventa a deceselor posttraumatice, constituind
63,9%.

o Hemoragia posttraumatica si socul hipovolemic reprezinta o consecintd a politraumatismelor grave, care
declanseazd in organism o insulta multisistemica in organele vitale §i necesitd o abordare clinica complexa
multidisciplinara.
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