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Postoperative deaths may be due to anatomic prob-

lems including surgical technical errors, judgment er-
rors and the severity of the patients’ illness as well as
inadequate physiologic compensations. It follows that
therapeutic goals include surgical correction of the an-
atomic problems, followed by supplementation of those
physiologic compensations that are determinants of
survival. Thus, the phystologic goals of therapy are not
the normal values of unstressed, healthy volunteer sub-
jects, but rather the values of survivors of a life-threat-
ening surgical illness."’
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Hemodynamic and oxygen transport patterns in
surviving and nonsurviving postoperative patients
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Tissue oxygen debt as a determinant of lethal and
nonlethal postoperative organ failure
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KREV = HLAVNI TRANSPORTNI SLUZBA

DODAVKA DO, = CO x Hb x SaO,
CO=SVxHR

SV = EF x EDV

DO, = HR x EF x EDV x Hb x $SaO,

KYSLIKU




Prospective Trial of Supranormal Values of
Survivors as Therapeutic Goals in High-
Risk Surgical Patients*

William C. Shoemaker, M.D.; Paul L. Appel, M.PA.;
Harry B. Kram, M.D.; Kenneth Waxman, M.D.; and

Tai-Shion Lee. M.D., F.C.C.P (Chest 1988; 94:1176-86)
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Deaths,
Series Date Number Deaths Number %

Series 1 1/78-6/80 168 57 (34%) 108 21 (19%)

Control period  6/80-5/83 239 | 66 (28%) :
between trials

Series 2 5/83-5/84 105 = 34 (32%) 28 1 (4%)

Control period ~ 5/84-5/85 160 | 40 (25%) ... ...
after trials

Total 672 | 197 (29%) 136 22 (16%)
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Does goal-directed haemodynamic and fluid therapy
improve peri-operative outcomes?

A systematic review and meta-analysis

Matthew A. Chong, Yongjun Wang, Nicolas M. Berbenetz and lan McConachie
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administration and postoperative outcomes:

Check for

Updates . . .
a 20-year systematic review and a meta-analysis
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Experimental Control Odds Ratio Odds Ratio
Events Total Events Total Weight M-H, Random, 95% CI M-H, Random, 95% Cl Antonio Messina'?'®, Chiara Robba™*, Lorenzo Calabro', Daniel Zambelli', Francesca lannuzzi®,
Edoardo Molinari, Silvia Scarano®, Denise Battaglini*, Marta Baggiani®, Giacomo De Mattei®, Laura Saderi’,
7 51 753 17% 1.05[0.34,3.22] - Giovanni Sotgiu’, Paolo Pelosi** and Maurizio Cecconi'?
29 39 34 40 17% 0.51(0.17, 1.58] —
16 20 20 20 04% 0.09[0.00, 1.78] ¢———————
7 43 16 43 19% 0.33[0.12,0.91] —
3 30 8 30 17% 1.18(0.38,3.63] —
0 19 12 18  04% 0.01(0.00, 0.26] +—————
A e ] Conway D.IT et al, 2002 = -0.1490 (-0.3686, 0.0780)
6 30 15 30 16% 0.25 (0.08, 0.79] —_—
2; 1;; ;1515 1;: i g: ggg Eg (2)‘3‘, g gg} — Wakeling H.G. et al, 2005 - = -0.2188 (-0.37906, -0.0451)
A O B i Dearse R. et al, 2005 —= 02478 (-0.4092, -0.0714)
38 81 42 94 2.9% 1.09 [0.60, 1.99]
S 2 1 2 14 04w121sn — Lobo S.M. et al, 2006 -0.1200 (-0.3739, 0.1498)
s 3; g jg i?; g‘ég [Eg gz: ;égi - . Donati A. et al, 2007 - _ -0.1809 (-0.3161, -0.0451)
713 761 28.6% 050 10.33, 0.75
209 317 Benes |. et al, 2010 —_— = -0.2789 (-0.4496, -0.0882)
Heterogeneity: Tau? = 0.42; Chi’ = 41.51, df = 17 (P = 0.0008); I = 53% :
Mayer J. et al, 2010 = -0.3000 (-0.5114, -0.0578)
12; 13; 1§: 13% i.;: ;.g; E? ié 3.23 - Br;mds'rmp B. etal 2012 = 0.0201 (-0.1278, 0.1692)
A s R R _r Salzwedel C. et al, 2013 — & -0.1786 (-0.3199, -0.0300)
18 60 35 60 2.4% 0.31(0.14, 0.65] —
17 32 15 32 19% 1.28 EO 48, 143} — McKenny M. et al, 2013 - -0.0827 (-0.2368, 0.0700)
23 71 24 79 2.6% 1.10[0.55, 2.19 —— ‘
& 80 @ o om  121006s 208 I Scheeren T.W.L. et al, 2013 - -0.1538 (-0.4043, 0.1180)
10 38 39 42 13% 0.03[0.01,0.11] ——— L : A - -
24 69 24 66 2.6% 0.93 [0.46, 1.80] — Srinivasa S, et al, 2013 -0.0270 (-0.2318, 0.1795)
23 41 25 41 21% 0.82 (0.34, 1.97] —t
22 2 2.5% 1.1 ,2.41 —— . ., J
2o 20 e 2 11s05n240 1 Pearse RM. et al, 2014 —=— -0.0701 (-0.1394, -0.0003)
26 45 30 45 2.2% 0.68 [0.29, 1.61] — i
2 20 2 19 0.7% 0.94[0.12, 7.48] s m— Phan T.D. et al, 2014 = 0.0800 (-0.1144, 0.2686)
10 45 17 45 2.0% 0.47 [0.19, 1.19] —
3% 134 208 odnlslon —1 Ackland GL. et al, 2015 = 20,0695 (-0.2100, 0.0739)
151 8 52 0.7% 0.11(0.01,0.91] . ) . . -
27 62 41 60 25% 036 [0.17, 0.75] —_— Correa-Gallego C. rt al, 2015 I E— -0.0158 (-0.1764, 0.1449)
134 366 158 364  3.6% 0.75 [0.56, 1.01] -
X 00051, 1.96] —— Al 201 173, 0.1585
2 ;g ig ;? : ;;f (1’2‘5) [8 z; (1) 331 Wemberg L. et al, 2017 -0.0769 (-0.3073, 0.1585)
24 62 32 65  2.6% 0.65 [0.32, 1.32] — .
1 20 2 20 05% 0.47 [0.04, 5.69] — Gomez-lzqmerdo .C. et al, 2017 bl -0.0469 (-0.2114, 0.1200)
6 37 27 37 19% 0.88 [0.32, 2.41] — :
20 71 32 69 2.6% 0.45 [0.22,0.91] — ' al 2 - 5
2n n e e 030005 0231 Wu J. etal, 2017 -0.1758 (-0.3716, 0.0144)
o 2 21 25 1ex 0650016239 S Zhao G. et al, 2018 0.0000 (-0.1906, 0.1906)
24 16 24 16% 0.70 [0.22, 2.26] —
3 92 2 6 2.5% 45 [0.22, 0.93] — V . 3 5
SO S on o ﬁ “9);] | Weinberg L. et al, 2019 -0.0833 (-0.3451, 0.1899)
2449 2392 71.4% 0.64 [0.52, 0.79] * .
1069 1241 Combined [fixed] -0.0997 (-0.1348, -0.06406)
Heterogeneity: Tau? = 0.19; Chi? = 72.32, df = 33 (P < 0.0001); I = 54% r ' ! . ) ?
05 -04 03 -02 01 00 01 02
e 3162 st 3153 100.0% 0.60 [0.49, 0.72] * Favour GDT Favour Controls
Heterogeneity: Tau? = 0.23; Chi’ = 115.85, df = 51 (P < 0.00001); I = 56% T T

Favours [experimental] Favours [control]



VYVOJ MORTALITY v pGDT studifch




Determinants of Long-Term Survival After Major Surgery
and the Adverse Effect of Postoperative Complications

Shukri F. Khuri, MD,*7} William G. Henderson, PhD,$§ Ralph G. DePalma, MD, 1
Cecilia Mosca, MSPH,§ Nancy A. Healey, BS,* wam J. Kumbhani, MD, SM,* and the Participants
in the VA National Surgical Quality Improvement Program

105 951 pts

Results: The most important determinant of decreased postoperative
survival was the occurrence, within 30 days postoperatively, of any
one of 22 types of complications collected in the NSQIP. /ndepen-

dent of preoperative patient risk, the occurrence of a 30-day com-
plication in the total patient group reduced median patient survival
by 69%. The adverse effect of a complication on patient survival
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Randomized controlled trial of intraoperative goal-directed

fluid therapy in aerobically fit and unfit patients having
major colorectal surgery
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Conclusions. Intraoperative SV optimization conferred no additional benefit over standard

fluid therapy/|In an aerobically fit subgroup |OR\patients, GDT was associated with
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Editorial

Wet, dry or something else? PRETIZENI TEKUTINAMI
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Effects of Intraoperative Fluid Management on

Postoperative Outcomes @2 @@éﬁ

A Hosplta/ Registry Study
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Randomized clinical trial of goal-directed fluid therapy within
an enhanced recovery protocol for elective colectomy
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EDITORIALS

Prehabilitation: high-quality evidence is still required

Dileep N. Lobo’?’, Pavel Skotepa’®, Dhanwant Gomez' and Paul L. Greenhaff>*
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CARDIOVASCULAR

Intraoperative hypotension and the risk of

postoperative adverse outcomes: a systematic review

E. M. Wesselink*, T. H. Kappen', H. M. Torn', A. J. C. Slooter’ and
W. A. van Klei*
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TAKZE SHRNUTI POSLEDNICH 40 LET

. ROZSAHLE (OPERACNI) TRAUMA MUZE BYT SPOJENO S ROZVOJEM
KYSLIKOVEHO DLUHU

» OPTIMALIZACE HEMODYNAMIKY JE JEDNOU Z MOZNOSTIi INTERVENCE

» VHODNEJS| JE KOMPLEX POSTUPU MAXIMALIZUJICICH PRIPRAVENOST
K VYKONU A MINIMALIZACE TRAUMATU

- VSEHO MOC SKODI ...
o ALE | HYPOTENZE A KOMPLIKACE SE POCITAJI ...
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EDITORIALS

Intraoperative hypotension is just the tip of the iceberg: e
multimodal, individualised, contextualised management
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Linkdping University
Hospital, Sweden

The British Journal of Anaesthesia is pleased to
announce the appointment of Professor Michelle

Chew as our newest editor from 15t February
2024.

Professor Chew is Academic Chair and Professor
in Anaesthesiology, Intensive Care and Acute
Care at Linképing University Hospital, Sweden.

Her research interests revolve around the heart in
the high-risk patient, perioperatively and during
critical illness.
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Multi-parametric functional hemodynamic optimization improves
postsurgical outcome after intermediate risk open gastrointestinal surgery,
a randomized controlled trial
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Oscillometric arterial pressure monitoring should — if
possible — be performed on the upper arm.

For oscillometric arterial pressure monitoring, a cuff
size appropriate for the circumference of the upper
arm should be selected and the cuff should be placed
tightly around the upper arm without contact with the
olecranon.

For oscillometric arterial pressure monitoring. the upper
arm cuff should be positioned at the level of the heart
and external compression or manipulation of the cuff
during the measurement should be avoided.

For patients under general anaesthesia, oscillometric ar-
terial pressure monitoring ought to be performed every
3 min. The measurement interval should be adapted to
the clinical context.

Continuous arterial pressure monitoring should be
used in all patients who — because of anaesthesiologic
or surgical procedures or concomitant diseases — are at
risk for complications associated with hypotension or
hypertension.

Continuous arterial pressure monitoring ought to be per-
formed with an arterial catheter.

In low or moderate risk patients, non-invasive contini-
ous arterial pressure monitoring may be considered.

In patients with an indication for intraarterial arterial
pressure monitoring. the arterial catheter should be in-
serted before induction of anaesthesia.

Arterial catheters should primarily be inserted in the ra-
dial artery.

The pressure transducer should always be checked for
correct levelling or zeroing.

The dynamic response of the measurement system
should be closely checked.

Especially during changes in patient position, arterial
pressure ought to be measured closely or — even better
— confinuously.

In all positions where the usual reference level “right
atrinm” is lower than the cranial base, non-invasively
measured mean arterial pressure should be corrected for
the difference in hydrostatic pressure or the reference
level of the continuous arterial pressure measurement
should be set at the level of the cranial base.

Mean arterial pressure should be used for intraoperative
arterial pressure management.

Mean arterial pressure should be maintained above 65
mmHg.

Bradycardia should be treated when it is accompanied
by clinically important hypotension, reduced perfusion,
or reduced oxygen delivery.

If tachycardia is present. hypovolaemia should be
excluded.

Echocardiography should be performed in patients with
haemodynamic instability not responding to initial treat-
ment. especially when the cause of haemodynamic in-
stability is unclear.

Echocardiography may be considered to guide haemo-
dynamic therapy.

To assess fluid responsiveness, dynamic preload vari-
ables (e.g., pulse pressure variation or stroke volume
variation) should be used in mechanically ventilated
patients.

If dynamic preload variables cannot be used, stroke vol-
ume or cardiac output-based fluid challenge tests ought
to be performed to assess fiuid responsiveness.

Static preload variables (e.g.. central venous pressure)
should not be used to assess fluid responsiveness.

Even in fluid-responsive patients, the indication for fluid
administration should be determined individually based
on haemodynamics and clinical context.

Urine output alone should not be used to diagnose hypo-
volaemia or to guide haemodynamic management.

Stroke volume/cardiac output monitoring may be con-
sidered in patients with a high risk for complications.
Stroke volume/cardiac output target values should be
individually defined for each patient.

Stroke volume/cardiac output should be interpret-
ed in the context of clinical and metabolic signs of
hypoperfusion.

Stroke volume/cardiac output should not be routinely
maximised.

If hypoperfusion or inadequate fissue oxygenation is
suspected, cenfral venous oxygen saturation may be
used for additional assessment of haemodynamics.
When hypoperfusion or inadequate tissue oxygenation
are suspected. lactate should be measured to assess
haemodynamics.

Elevated lactate should be interpreted considering pos-
sible non-haemodynamic causes.

Near-infrared spectroscopy may be considered to com-
plement the hemodynamic assessment.

Monitoring the microcirculation using vital microscopy
should not be used to guide haemodynamic therapy.




THM, DOTAZY a DIKY ..

« STRATIFIKOVAT , NAPLANOVAT A PRIPRAVIT
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» ZERO FLUID / RESTRIKCE + pGDFT INDIVIDUALNI TOP UP
» IDENTIFIKACE, KDE TO NESTACI ... NA TO NESTACI CO/Cl
» MULTIPARAMETRICKE PROTOKOLY pGDT
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