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Komplikace chirurgickych vykonu

« 4000 000 umrti/ rok béhem NASLEDKY KOMPLIKACI
30 dnu po vykonu » doba hospitalizace
* 7.7 % vsech umrti e dlouhotrvajici morbidita
* 3. causa mortis (po ICHS a e nasledna péde
CMP)

o » * naklady na zdravotni péci

* vysSsSi doziti, starsi populace o o

o o * snizena kvalita zivota

* komorbidity ve stari o o ] _ .
. L * riziko predcasné smrti po delsi

* neglekce perioperacni péce dobé&

Prerehabilitace muze snizit vyskyt pooperac¢nich komplikaci



PERCENTAGE OF WEIGHT LOSS

A BASIC INDICATOR OF SURGICAL RISK
IN PATIENTS WITH CHRONIC
PEPTIC ULCER

HIRAM O, STUDLEY, M.
CLEVELAND

Jour. A. M. A,
FEB. 8, 1936




The Skeleton
in the Hospital Closet

As awareness of the role of nutrition in recovery from disease increases, physicians are
becoming alarmed by the frequency with which patients in our hospitals are being
malnourished and even starved. One authroity regards physician-induced malnutrition
as one of the most serious nutritional problems of our time.

by CHARLES 1Il.lﬂmﬁl Jr., MLD.

Pooperacni komplikace
vedou po dobu tydnu az
mésicl k redukci proteinové
nmoty na podklade
katabolismu, anorexie a
nladoveni

Butterworth CE Jr. The Skeleton in the
Hospital Closet. Nutrition Today, 1974;
9(2): 4-8



Prerehabilitace v chirurgii, ERAS
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TABLE 4. The Postoperative Course of the 3 Clinical Categories of Patients

Group | Group II Group IlI
Weight Loss <10% Weight Loss >10% Weight Loss >10% o
Clinical Categories Normal Function Normal Function Abnormal Function Statistical Data
Major complications 6 3 15 xi =598 (p<0.05)
Septic complications 8 4 18 x“=636 (p<0.02)
Pneumonia 4 1 10 X} =483 (p<005)
Wound infection 4 | 7 X} =179 (NS)
Death 0 1 4 —(NS)
Hospital stay (d) 159£ 1.3 NS 121£25 i 19222 F= 13111 (p < 0.05)
| NS |
Values are given as mean + SEM. *p <0.05, t ANOVA.
Table 5 Analysis of rate of complications by univariate
analysis or logistic regression analysis (LRA)
Univariate® LRAP
OR P OR p
*At-risk’ 3.47 <0.001 —
‘Nutritional Score’“ 1.41 <0.001 1.30 <0.001
‘Severity of Disease 2.49 <0.001 1.94 <0.001
Score’€
Age >70 1.39 <0.001 1.59 <0.001 . . .
Sex, male versus 1.10 NS 0.97 NS Windsor JA, Hill GL: Weight loss
female . . .. . .
Surgery 1.52 <0.001 1.85 —0.001 ‘.Mﬁ.) physiologic .lmpqlrment. A basic
Cancer 1.25 0.005 1.27 0.030 indicator of surgical risk.

Annals of Surgery 1988, 207: 290
- 296



TABLE 4 Risk factors for surgical site infections in malnourished patients
Variable Univariate Multivariate
OR 95 % CI p value OR 95 % CI p value

Age (years)

>65 versus <65 1.39 0.66-3.04 0.39 1.66 0.65-4.42 0.29
Gender

Male versus female 2.41 1.16-5.31 0.018 3.16 1.26-8.61 0.018
ECOG PS

2/3 versus 0/1 1.1 0.36-3.15 0.86 1.95 0.47-8.35 0.36
ASA PS

3 versus 1/2 0.89 0.36-2.10 0.79 0.43 0.13-1.38 0.17
Type of surgery

Total versus partial gastrectomy 2.36 1.20-4.74 0.012 1.06 0.42-2.61 0.90
Lymph node dissection

D2 or higher versus D0O/D1 2.54 1.11-6.38 0.027 2.12 0.74-6.57 0.17
Operative blood loss (ml)

>400 versus <400 1.67 0.81-3.46 0.17 1.54 0.61-3.93 0.36
Operative time (min)

>240 versus <240 2.46 1.24-5.03 0.010 1.88 0.81-4.44 0.15
Combined resection

Yes versus no 2.54 1.15-5.69 0.021 2.65 0.88-8.52 0.091
UICC pathological stage B

3/4 versus 1/2 2.03 1.01-4.25 0.048 1.97 0.83-4.86 0.13
Quality of nutritional support

Well- versus poorly-managed 0.26 0.10-0.54 <0.001 0.14 0.05-0.37 0.0002
OR odds ratio, CI confidence interval, ECOG PS Eastern Cooperative Oncology Group performance status, ASA PS American Society of
Anesthesiologists physical status, UICC Union for International Cancer Control

Fukuda Y, Yamamoto K, Hirao M, et al.. Prevalence of malnutrition among gastric cancer
patients undergoing gastrectomy and optimal preoperative nutritional support for
preventing surgical site infections. Ann Surg Oncol 2015; 22 Suppl 3: S778-85.



Table 1. Features of
cachexia.’

®  ‘Weight loss

* Anorexia

= [Fatigue

# Muscle wasting
® Aesthesia

& Anaemia

® Oedema

Malnutrice podle typu nadoru

Table 2. The commonest malignancies in which

cachexia develops as part of the clinical course.®

Patients with
Malignancy cachexia (7&)
Gastric cancer 85
Pancreatic cancer 83
Mon-small cell lung cancer &1
Small cell lung cancer 57
Prostate cancer 56
Colon cancer 54
Unfavourable non-Hodgkin's lymphoma 43
Sarcoma 40
Acute non-lymphocoytic leukaemia 39
Breast cancer 36
Favourable non-Hodgkin's lymphoma 31

Stewart GD, Feron K, Skipworth R: Cancer cachexia and fatigue. Clin Med 2006; 6 (2): 140-143
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cachexia.’
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* Anorexia
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PTG oz £ Mormal Mild Modarate Sevare Death
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Perioperacni nutrice: protein / performance
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Fig. 4. Changes in total body protein that occurred in 5 matched pairs of patients with an acute

Hill GL: Impact of nutritional support on the clinical outcome
of the surgical patient. Clin Nutr. 1994;13(6):337-340.



Perioperacni nutrice: protein / performance
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Nonprehabilitation patient

Fig. 1. Trajectory of functional capacity throughout the surgical process. (From Sultan P,
Hamilton MA, Ackland GL. Preoperative muscle weakness as defined by handgrip strength

and postoperative outcomes: a systematic review. BMC Anesthesiol 2012;12:1.)

Hill GL: Impact of nutritional support on the clinical outcome

of the surgical patient. Clin Nutr. 1994;13(6):337-340.

_____Prehabilitation, no complications
No prehabilitation, no complications

_ - - Prehabilitation with complications

for independent

function .- NO prehabilitation with complications




Efekt predoperacni intervence na mortalitu

Mumberof  Intervention Ciontrol

studies (M) (M) MD (95% CI) Fwalus
IS 3 134 144 #* -2.39 {(-5.50, 0.72) 13
|:> Immunonutrition 13 510 500 = =211 [-3.07, -1.15) <0.001
IMT 10 503 500 — -1.81 {-2.31, -1.21) <0.001
Multimodal 18 Fii: 753 —— -1.67 {-2.31, -1.03) <0.001
Psychological 7 473 464 —— -0.82 {-1.85, 021) J1
|:> ONS 5] 188 194 —— -0.54 {-1.38, 0.30) 2
Exercize 15 JB2 328 -~ -0.38 {-0.32, 0.08) 09
Education 13 Bra 947 “+ 0.00 {-0.£0, 0.40) 1
Weight loss i 122 118 —— 0.22 {-0.47, 0.81) 53

| | 1 : |

-G -4 -2 0 2

Fawours intervention  Fawours control

Figure 3 Forest plot of prehabilitation for reducing length of hospital stay. All interventions were tested with usual care as
control. IMT, inspiratory muscle training; IS, incentive spirometry; MD, mean difference; ONS, oral nutritional supplements.



Komponenty ERAS

ERAS CARDIACPERIOPERATIVE COMPONENTS

1. Preop Education

1. Prehabilitation
3. Smoking and Alcohel Cessati
4-Nutiton Optimization " PREOPERATIVE
DAY OF SURGERY COMPONENTS

5. NPO After Midnight
i, Carbohydrate Clear Drink 2-4 Hours Praop
7. Multimodal Analgesia Initiation

8. Short-acting Anesthetics
9. Continue Multimodal Analgesia

0 INTRAOPERATIVE 10. Minimize Crystalloid

17, MO BUGS rormterna (1 16°0)- Dryperution 5081 - aer-Shm g susi
cuM PﬂHEHTS radererririanon (HLL -Eﬂ-r'.ﬂl-mn::-'l:-:l:::‘-l‘:lluhrn:.':l!.lih'ﬁr iw:ln:*:u-lq i 1
12, PONV Prophylaxis Initiated ’
13. Postop Sedation Started s ——
| . 14. Continue Multimodal Analgesia
! -‘ = . 15. Early Extubation
i] > ) 16. Continue PONV Prophylaxis
e ﬂ POSTOPERATIVE 17.Diet/Bowel Regimen
i (; COMPONENTS 18. Early Ambulation
= 19. Line/Drain Remaval
e HL ., 20. Priority Discharge PRI —
— ’ /ff .fh-—%
o

Schmid ME, Girdauskas E: Implementation of an innovative ERAS protocol in cardiac surgery: A qualitative
evaluation from patients’ perspective. Plos One 2024; 19(5): e0303399
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Fig. 1 Model of eight patient-related (partly) modifiable risk factors
PG-SGA-SF, Patient-Generated Subjective Global Assessment Short-Form; HADS, Hospital Anxiety and Depression Scale.



Priprava pacienta k elektivni operaci

. diagnostika stavu vyzivy: normalni/ rizikovy / malnutricni

. predoperacni priprava: vyziva / fyzioterapie / kompenzace
organove dysfunkce / optimalizace farmakoterapie /
psychologicka priprava

. perioperacni péce: anestezie / termoregulace / rozsah
vykonu / tekutinovy management, ...

. casha pooperacni nutrice a mobilizace



Clinical Nutrition 40 (2021) 47454761

Contents lists available at ScienceDirect CLINICAI:_

¢ NOTEATON
%I.P Clinical Nutrition

ROZHLEDY - VIF journal homepage: http://www.elsevier.com/locate/clnu
V CHIRURGII ESPEN Guideline

Odborny easopis Ceské chirurgicke spolecnosti

ESPEN practical guideline: Clinical nutrition in surgery™ )
Perspectives in Surgery Arved Weimann *°, Marco Braga °, Franco Carli ¢, Takashi Higashiguchi ¢, e

Journal of Czech Surgical Society Martin Hiibner ¢, Stanislaw Klek f, Alessandro Laviano &, Olle Ljunggqvist ", Dileep N. Lobo ',

Robert G. Martindale ¥, Dan Waitzberg ', Stephan C. Bischoff ™, Pierre Singer "

5

VYDAVA CESKALEKARSKA SPOLECNOST J. E. PURKYNE rotnik | volume 103
KVETEN | MAY 2024

www.chirurgie.cz

Enhanced Recovery
After Surgery

Klinicka vyziva v chirurgii 2018 -
doporuceni ESPEN s konsenzualnim hlasovanim pracovni skupiny T W
SKVIMP

Igor Satinsky, Eduard Havel, Kamil Bezdék, Ivo Hanke, Marcela Kanova, Pavel Kohout, Jan
Manak, Viktor Maﬁések, Jan Matek,vF rantiSek Novak, Ivan Novak, Martin Oliverius, Jifi
Polednik, Michal Senkytik, Zuzana Serclova, Pavel Tésinsky, Libor Urbanek, Zdenck Zadak.




Nutricni cile

Nutrition targets

Eutrophic, underweight, and Energy: 25 kcal/kg/d

overwelght patients

Obese patients

Protein: 1.2 g/'kg/d (1.7 g/kg/d
if CVVH)

Energy: 20 kcal/kg/d

Protein: 2 g/kg/d

Nutrition During Critical Care: Audit of Energy and Protein
Intakes. Rougier L, et al., JPEN 2020 (1): 1-10




Unadjusted odds ratio for 60-day Mortality

Optimalni davka vyzivy — jaky cil?
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Critical Care 2019; 23, 139



Predoperacni nutricni intervence

* vwvhodnoceni nutricniho rizika

e nutricni priprava / multimodalni intervence
 metabolicka priprava

 imunomodulacni priprava

* fyzicka priprava



Nutricni screening

Realna proveditelnost: jednoduchy, presny, rychly

* Anamneéza (hm. ubytek >5% 2 mes., >10% 6 mes.)
* SGA, MUST, NRI, NRS 2000, PNI, PINI, NUTRIC

* vysSka, vaha, BMI, svalova sila
* antropometrické vysetreni, BIA

* laboratorni vysetreni (KO, elektrolyty, albumin,
prealbumin, cholesterol, glykemie, urea, CRP



Doporuceni ESPEN - predoperacni vyziva ...

* Patients with severe nutritional risk shall receive nutritional therapy prior
to major surgery even if operations including those for cancer have to be
delayed. A period of 7 to 14 days may be appropriate. (A)

* Preoperatively, ONS shall be given to all malnourished cancer and high-
risk patients undergoing major abdominal surgery. A special group of
high-risk patients are the elderly people with sarcopenia. (A)

* Preoperative PN shall be administered only in patients with
malnutrition or severe nutritional risk where energy requirement cannot
be adequately met by EN for a period of 7to14 days. (A)



... doporuceni ESPEN - perioperacni vyziva

* Preoperative fasting from midnight is unnecessary in most patients. Drink
clear fluids until 2 h before anesthesia. Solids shall be allowed until 6 h
before anesthesia. (A)

* To impact postoperative insulin resistance and LOS, preoperative
carbohydrates can be considered in patients undergoing major surgery. (A)

* Perioperative nutritional support therapy is indicated in patients with
malnutrition and those at nutritional risk and if anticipated that the
patient will be unable to eat for more than 5 days perioperatively. It is
also indicated in patients expected to have low oral intake and who cannot
maintain above 50% of the recommended intake for more than 7 days. (A)

* Nutritional support therapy should be started preferably by the enteral
route with ONS or tube feeding without delay. (A)



... doporuceni ESPEN - perioperacni vyziva

* |If the energy and nutrient requirements cannot be met by oral and
enteral intake alone, PN is recommended as soon as possible if
nutrition therapy is indicated and there is a contraindication for EN. (A)

* Postoperative PN including omega-3-fatty acids should be
considered in patients who cannot be adequately fed enterally. (A)

* Peri- or at least postoperative administration of specific formula
enriched with arginine, omega-3-fatty acids, ribonucleotides
should be given in malnourished patients undergoing major cancer
surgery. (A)



Imunonutrice

Element Advantages Disadvantages Applications

Arginine Stimulates immune system, High doses can cause Wound healing, sepsis, cancer,
increases wound healing, reduces gastrointestinal distress HIV/AIDS
inflammation and oxidative stress

Glutamine Enhances immune function and High doses can cause nausea Surgery, trauma, burns, cancer

helps to reduce inflammation

and vomiting, expensive

N-acetylcysteine
(NAC)

Antioxidant properties that help
to reduce inflammation and

improve immune system function

Can cause nausea and
vomiting in some people

Chronic obstructive pulmonary
disease (COPD), cystic fibrosis,
HIV/AIDS

Zinc Enhances immune system High doses can cause nausea  Wound healing, HIV/AIDS, cancer
function and helps to reduce and vomiting in some people treatment
inflammation
Nucleotides Boosts immune system; helps Expensive; may cause nausea, Used to treat malnutrition,

with cell growth and repair

vomiting, and diarrhoea in
some people

HIV/AIDS, cancer, and other
conditions that weaken the
immune system




Imunonutrice outcome

Climical Nutrition 43 [2024) 639 648 Immunonutrition  Control 0Odds Ratio Odds Ratio
Study or Subgroup Events  Total Events Total Weight M-H, Random, 95% CI M-H, Random, 95% CI
A AT T R CLINICAL Isocaloric isonitrogenous (control)
o . AR Braga 2002 6 50 16 S0 71 0290.10,082) —_—
Clinical Nutrition Giger-Pabst 2013 8 55 9 53 1% 083029239 ——
Gunerhan 2009 7 13 g 11 29% 0.44 [0.08, 2.44) ———
journal homepage: hitp://www.elsevier.com/locate/clnu Mudge 2018 22 65 23 62 12.2% 0.87[0.42, 1.80] -
Okamoto 2009 2 30 g 30 1% 0.2010.04, 1.02]
Meta-analyses Xu 2006 2 30 8 30 3 0.20(0.04, 1.02]
. . . B ) ) ; Subtotal (95% CI) 243 236 35.7% 0.49 [0.28, 0.85] &
The impact of prehabilitation on outcomes in frail and high-risk — y 7
patients undergoing major abdominal surgery: A systematic review S Heterogeneity: Tau” = 0.12; Chi = 6,65, df = 5 (P = 0.25); I = 25%
and meta-analysis Test for overall effect: Z = 2.55 (P = 0.01)
Pavel Skofepa ™™ =, Katherine L. Ford *', Abdulaziz Alsuwaylihi ", Dominic O0"Connor £, Na supplements (control)
Carla M. Prado ©, Dhanny Gomez *, Dileep N. Lobg *™"™*" Alda 2014 7 SO L LI ) 0.26 [0.08, 0.85] —_
Braga2 2002 8 50 12 50 76% 0.6010.22, 1.63] =
- r — Fujitani 2012 00120 27 11 158%  L04[057,189) =
The Impact of Preoperative Inmune Modulating Nutrition on Gade 2016 519 8 16 A% 036 Le) —
. . . . \ Gianotti 2002 14 102 3112 128% 0.36(0.18, 0.74] ==
Horie 2006 0 B07 ¥ L% 0.05(0.00, 100
Outcomes in Patients Undergoing Surgery for Gastrointestinal Cancer sy § B 0 U if tigeid L
" . . Mikagi 2011 0 13 1 13 08% 0.3110.01, 8.30] —
A Smﬂ'ma“c RE‘WEW and MEta-anal‘y‘SIE Mariya 2015 7 56 8 29 6% 0.38(0,12,1.17] |
. . : ) - Nakarmura 2005 1 12 1 14 11¥ 1.18[0.07, 21.17) e
Adiamah, Affred MRCS®; Skorepa, Pavel MO, Weimann, Arsed MD, MA=; Lobo, Dileep M. M5, DM, FRCS, FACS, FROPE®! Subtotal (95% CI) 472 436 64.3% 0.52 [0.35, 0.78] *
thor Inform Total events ] 127
Author informationts Heterogeneity: Tau? = 0.08; Chit = 11.26, df = § (P = 0.26); I = 20%
Test for overall effect: Z = 3.22 (P = 0.001)
Annaols le.'il"ﬂi‘l‘!.l'.-'-'iil.-'l P =L, AEUSt 200, | DO 10,007 5 LA OOOOKIQUO 003 36 E:l
Total (95% CI) 715 672 100.0% 0.52 (0.38,0.71) )
Total events 133 199
Heterogeneity: Tau® = 0.06; Chi* = 17.94, df = 15 (P = 0.27); I* = 16% l ] l {
Test for averall effect: 2 = 4.20 (P < 0.0001) il Fa?r-nlurs NN Favnurslcuontral H
Test for subgroup differences: Chi* = 0.05, df = 1 (P = 0.83), I = 0%
A Infectious complications
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Predoperacni lacneni, zizen a hlad

sacharidoveé roztoky
* snizuji pocit hladu, Zizneé a uzkosti pred operaci

Hausel J, Nygren J, Lagerkranser M, et al. A carbohydrate-rich drink reduces preoperative discomfortin
elective surgery patients. Anesth Analg 2001,93(5):44-50.

Yilmaz N, Cekmen N, Bilgin F, Erten E, Ozhan M, Ahmet Cosar A. Preoperative carbohydrate nutrition
reduces postoperative nausea and vomiting compared to preoperative fasting.) Res Med Sci.
2013;18(10):827-32.

Singh BN, Dahiya D, Bagaria D, et al. Effects of preoperative carbohydrates drinks on immediate
postoperative outcome after day care laparoscopic cholecystectomy. Surg Endosc. 2015,;29(11):3267-72.

* mohou redukovat vyskyt pooperacni nausey a zvraceni

Ajuzieogu OV, Amucheazi AO, Nwagha Ul, Ezike HA, Luka SK, Abam DS.
Effect of routine preoperative fasting on residual gastric volume and acid in patients uundergoing
myomectomy.Niger J Clin Pract. 2016,19(6):816-20.



Metabolicka odpoved - teoreticky podklad

* operace vyvola stresovou odpoved manifestujici se inzulinovou
rezistenci

* inzulinem stimulovana absorbce glukosy do svalové a tukové
tkane se snizuje a soucasne je glukosa zvysene uvolnovana do
obehu

 vznikajici (stresova) hyperglykemie je spojovana s vysSSim
vyskytem pooperacnich komplikaci
» predoperacéni aplikace sacharidl snizuje inzulinovou rezistenci a

ma pozitivni vliv na metabolismus proteint (protein sparing
effect).



NovéjsSi data o efektu sacharidovych roztoku

* metaanalyza 58 publikaci/ 4936 pacientu

* bez rozdilu vlivu na pooperacni insulinovou rezistenci
* vySSi vyskyt pooperacnich infekci

* v ostatnich parametrech bez rozdilu

* BIAS: studie vyrazné znacné heterogenni (typy operaci,
koncentrace roztokU, soubory pacientl)

* interpretace vysledkl s velkou opatrnosti

* lepsi efekt high-dose carbohydrate (>50 g) ve srovnani s low-dose

roztok
y Tong E, at al: Effects of Preoperative Carbohydrate

Loading on Recovery after Elective Surgery. Front Nutr
2022; 9: 951676



Realita predoperacni nutrice

» CR: 12 % pracovist sacharidovy roztok do 2 hodin pfed operaci

Ryska O, Serclovéd Z, Anto$ F: Jak jsou dodrzovany postupy moderni perioperacni péce na
chirurgickych pracovistich v CR - vysledky narodni ankety Rozhl Chir 2013 ,92(8): 435-42

* USA: 74% pacientu laénéni od pulnoci, bez ohledu na dobu operace

Keller DS, Delaney CP, Senagore AJ, Feldman LS. Uptake of enhanced
recovery practices by SAGES members: a survey. Surg Endosc 2016



Zaver - predoperacni doporuceni ERAS - nutrice

* diagnostika stavu vyzivy a performance

* predoperacni priprava (dieta/ ONS/EN / PN?)
e zlepsSeni fyzického stavu

* optimalizace stavajici terapie

* pfijem bézné stravy 6 hodin pred vykonem

e pfijem tekutin bohatych na cukry (maltodextriny) 2 hodiny
nfed vykonem (800 ml do pulnoci a 400 mlrano v den
vykonu)

 strevni priprava: pacienti indikovani k intestinalni resekci
dle ERAS protokolu bez pripravy streva



PRO PRAXI: RIZIKA MALNUTRICE 2023

www.rizikamalnutrice.cz

w w

Nedostateénd a nespravnd vyziva

v E “ U J T E vede k malnutrici. Malnutrice zhorsuje v E “ u J T E

pribéh nemoci, komplikuje [éEbu

p ozo n N o ST a zvy$uje Umrtnost pacientu.
\ POZORNOST
Oy Viimejte si pFiznako.

vvz I v E p\\“ ,:t +i :s:l:;jttee:eé::'SWm Iékafem. VVi I v E ;ﬁ | ;

Malnutrice je resitelnd.
Porad'te se se svym lékafem
nebo odbornikem na vyZivu.
Hledejte informace

z duvéryhodnych zdroju.

Nechténé hubnuti  Ztrata chutik jidlu  Slabost a Unava Imény nalady Otoky Kbo JE OHROZEN MALNUTRICI e o
® (e Seniofi Pacienti s nadorovym WWW.TIZI ku
8 onemocnénim
" Ovérené informace od zdravotnickych odborniko
pro vas a vase blizké.
N 650 800
L)L v v Co je malnutrice v nemoci
Jok ji poznat a jak ji pfedejit
- I A4 - . Kdo je ohroZeny
a APNIP www.rizika Pacienti po Hospitalizovani R
N chirurgickém zakroku pacienti Co pro sebe mozu udelat sam

Ovérené informace od zdravotnickych

- e . 0 . P Na koho se obratit =
Pod zastitou Ministerstva zdravotnictvi Ceske republiky odbornikd pro vas a vase blizke. 8 0 oI 4 0 oI e
o o S ——
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KONGRES SKVIMP
Odborn{ garant:
doc. MUDE Pavel Teginsky
predseda SKVIMP CLS |EP ‘v
VYZIVAV EVOLUC],

(R)EVOLUCE VE VYZIVE

milstn kondnl

thEl a kongresove centrum Nové Adalbertinum,

Velke namesti 32, Hradec Kralowe

29.5.-31.5.2025

Tématicke okruhy kongresu

= Abdominaln( kacastrofy = Rizika malnutrice = Evoluénl aspekty nucritnl podpory

= Viiva v neurologji = Onemocnénl ledvin a wéiva = Onkologicky pacient a vigiva
= Prehabilitace = Nemocnitnl diety = Diagnostika malnutrice
= Potraviny = Enterdlnl vikiva = Nutritné podminéné patologické stawy
= Nutriénl péte v primarni p&&i  « Domécl parenterin(vigiva  « Dfetfovatelstvlv domacl nutrtnl peti
» Nutrition Day = Céunl vstupy » Mikrobiom avji#va
Odborny program kongresu
» Plednatky nasich » Sekce nutrifnich terapeuth  » Soutk o nejlepsl publikace
azahranicnich odbormikl o poponutené postupy = Viiystava a prezentace partnerd
» Origindln’ sdélenf » Paraleln bloky » Kulatj stil na téma: Implementace doporuéengich
= Posterova sekce « Workshopy a sympozia postupd v nemocniéni nutritnl pati

Predkongresowy kurz IPVZ na téma Akutni metabolické stavy

Aktudinl informace a online phihla&ka na: www.skvimp.cz
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