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Standardné postupy
(CPG - clinical praxis guidelines)

* V mnohych statoch sa vytvaraju nezavislé skupiny na
tvorbu narodnych liecebnych standard zalozenych
na najnovsich vedeckych poznatkoch.

* Lekari su nabadani na postupovanie podla tychto
,guidelines” pri liecbe svojich pacientov.

» Stat a poistovne odmietaju platit lie¢ebné postupy,
ktoré nevychadzaju z guidelines aj napriek tomu, ze
lekar povazuje svoju liecbu pre svojho pacienta za
najlepsiu.

www.kevinmd.com/blog/2011/02/treatment-guidelines-pros-cons.html



Standardné postupy
musia brat do uvahy:
e Vedecké poznatky (science) — odborné

hladisko podla state of the art

e Otazky vzdelavania (education issues) —
dostupnost a vykonatelnost pre lekarov

» Efektivitu nakladov (cost effectiveness) —
ekonomicka dostupnost a realizovatelnost

* Rozdiely kultury (cultural differences) —
prijatelné pre spolocnost, kde sa vykonavaju

file:///C:/Users/Admin/Downloads/JerryNolan_ResuscitationGuidelines2015.pdf
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European Resuscitation Council Guidelines for Resuscitation 2010
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Charles Deakin', Rudolph W. Koster?, Jonathan Wyllie", Bernd Bottiger,
AHA/American Red Cr  on behalf of the ERC Guidelines Writing Group
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Introdwction

The putiication of thess Europaan Resuscitation Councl (ERC)
Cusselines tor ndiopulmonary resuscitation | OPR) updatas thase

Chain of survival

ACn-led memior seioncn editors for P | M Havissd  phatwene putdished in 2005 and maint 2 the established 5-yearty
and fox the basc ife suppost sndior padoine porioss  ryoje of guideline changes.! Like the previous gussslines, hase

T, 13, 11, and 12

201 0guidelines are hased on the most recent International Consen-
sus on PR Science with Treatment Recommendations (CoSTRLY

Dowaloadad from circ akgeurmal  which inconporaied the results of systematic reviews of 2 wide

1974, 1980, 1986, 1992, 2005, 2010... a 2015.

range of bopics relating to CPR. Reusctation SCEnce continues bo
avamce, and oinsc | pustslines must be updated ragularty to refect
thse developments and adviss healthcane prOvESsrs o best prac-
. In betwesn the S-pearty guideline updabes, interim scientific
itements can inform the healthcare provider sbout new therapies
at might influence ouboome significantly.?

This executive surmmary provides the essential treatment algo-
hime for the resuscitation of children and Jouits and highlights
& main guideline changes since 2005. Detallzd guidance is pro-
Sadl in £3ch Of the TEMIIMITT NiNE SECHonS, W Jre publishes
individual papers within this soe of Resoscitation. The sariions
ithe 2010 guidelines are:

- Exeruiive surmmary:

L Adult Dasic life support and use of awomated extemal
defibwillators:*

L Elactracal theTapiss: Jubcama ted extemal defimillators, sefbril-
latiom, cardiovarsion and pacing:®

4 Adult advanced life support:®

* Cormspording auiter.
-l e ey, i cor (1. sk,
1 Appemdin A e liat of the wring prowp memken

5. Initial manggement of Jrubs COrCAAry symammes:’

& Paediatric life support:¥

7. Resuscitation of babies at birthc?

B Cardiac arrest in special crcumstances: secirolyie dmormall-
ties, poisoming, drowning, acckdental hypothermia, hyperther-
mia. asthma, anapirylaxs. Grdiac surgery, trauma, pregnancy,
dlectroastion;™

0. Principlas of sjucation in resuscitation; 17

L The ethics of resuscitation and end-of -life decisions 12

The guidelines that iollow do not define the only way that resus-
citation can be delivered:; they merely represent 2 widely acoepied
view of how resuscitation should be underiaken both safety and
effectively. The publication of new and revised treatment reoom-
menda tions does mot imply that current dinical care bs sither unsafe
oF inefTactive.

Summary of main changes since 2005 Guidelines
Basic life support

Changes in basic e support (HLS) sinos the 3006 guidelines
include:4 ™

= Dispatchers should be irained bo intermogate callers with sitict
protocals to elidt information. This information should focus on
the recognition of unresponsivensss and the quality of breathing.
In combination with unresponsiveness, Jhcence of breathing o
any abnorality cfbreathing should start 3 dispatoeh protoced for
suspecied cardiac arrest. The mportance of gasping = sign of
cardiac arrest is emphasised.

= All rescuers, traimed or not, should provide chest compressions
I victims of cardiac arest. A strong emphasis on delivering

SI00-FTYS - e Frond restier 2050 Eoropen Rrencstion Couscl. Pubshed by Dluwier el Lid. A1l righis remred

40121210 6} rewnsrttation 3071 (108007
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Antiarytmika & KPR

* Bezprostredne defibrilovat s KPR pri OHCA pacientov s VF/pVT

* Prizastaveni srdca u pacientov s refraktérnymi komorovymi
arytmiami pouzit antiarytmika (amiodaron, lidokain a
nifekalant).

* V porovnani s placebom amiodaron, lidokain a nifekalant
rovnako zlepsuju prezitie do prijatia do nemocnice.

* Prezitie vysSie po amiodarone alebo lidokaine ako pri placebo.
e VCasnejSie podanie antiarytmik = lepSie vysledky

Amiodarone Lidocaine Nifekalant
Vaughan Williams classification  Class Il ass b Class Il
2015 ILCOR treatment Suggest use of amiodarone in adult - Suggest use of lidocaine as an Suggest use of nifekalant as an
recommendation [5] patients with refractory VE/pVT to dternative to amiodarone inadult  alternative to amiodarone in adult
improve rates of ROSC patients with refractory VE/p\VT, patients with refractory VE/pVT.
Level of recommendation Weak recommendation, Weak recommendation, very- Weak recommendation, very-low-
moderate-quality evidence low-quality evidence quality evidence

Tagami et al: Antiarrhythmic drugs for out-of-hospital cardiac arrest with refractory ventricular fibrillation. Critical Care (2017) 21:59



Special Articles

Surviving Sepsis Campaign guidelines for management of severe

sepsis and septic shock

R. Phillip Dallinger, MD; Jean M. Carlet, MD: Hanry Masur, MD; Herwig Gerlach, MD, PRI,
Thierry Calandra, MD; Jonathan Cohen, MD; Juan Gea-Banacloche, MD, PhD; Didier Ksh, MDD,

John C. Marshall, MD; Margarat M. Parker, MD: Graham Ramsay. MD; Janica L Zimmearman, MD;

SEPSIS

SSC

Jean-Lovis Vincant, MO, PhD; Mitchell M. Lewy, MD; for the Surviving Sepsis Campaign Manapement

Guidalines Commitiea

Sponsoring Organizations: American Association of Critical-Care Murss=, American College of Chest Physicians, American

College of Emergency Physicizns, American Thoracic Society, Australisn and New Zzaland Intensive Care Scoiety,

Eurcpaan Society of Clinical Microbiology and Infectious Diseasas, European Sociaty of Inbensive Care Medicine, Eurpsan

Respiratory Society, Intemational Sepsis Foum, Soci

[fpeotve: In 2003, ontical care and imfectious dissase
represe=ning 11 imemational organiztions developed man

i for severs sepsiz and eeplic shock that woul
pravtical use for the bedside clinician, mnder the
Zerviving Sepsis Campaign, an infemational effort o increas

ness and i mrboome i sewEre
iE mr:hﬂlnmﬂeﬁirrﬂud
mm subsequent smaller mestings
groups and key individuals, ieleconferences, and dlectron
discussion amang subgroups and among the entire commit
Metfods: We used 2 modified Delphi methodology Tor
recomimendations, buil oo a AN pubbcation sporsored
Intemational Sepsis Fonem. We undertook a systemabio revie
literatwre graded along five levels fo oreabe recommendation
from & to E, with A being the highest grade. Pediainio consic
were provided o contrast adull and padiatrio management.
Reuite Key recommendations, Fsted by category and
hieraechy, inchede =ardy poal-direcied resuscitation of th
patient during the first & hrs alter recognition; appropriate 4
studies bo asceriain causative organisms before starting an
early administration of broad-spactum antibiotic therapy: n
ment of antbicfo therapy with microbicloqy and clinical
namow coverage, when approprizte; a usual 7-10 days of 2
therapy quided by cnical response; source contral with 2%
the methed Sl balances risks and benefits; squivalence o
lnid and polloid resssoitation; aggressive fisid challenge &
mean cinculating filling pressure; vasopressor preference fo
uﬁmﬂhﬂnmtlﬂnﬂmdmpﬂ:ﬁ
studies; avoiding low-dose dopamine administration for rena
tion; corsideration of dobwtamine inotropio therapy in some
sitations; avoidance of mrygen defivery as 2
therapy; siress-dose steroid therapy for seplic shook; use o
Binam activated probein G in patiemls with severs sepsis and |

Capyrigd £ 2004 by e Sockaty of Criticsl Cara Madaing
ROk 101057424 CCML 000N 77347, B0 E4

ODPORUCANIA

PRE LIECBU "/ surviving
TAZKEJ SEPSY e;mi%ﬁ::f
A SEPTICKEHO SOKU

Jouazr 2008
Suhrn medrinarodmych odporicand Surviving Sepsis Cam-
paign 2008 pre lisfbu faikej sepsy a septického Solm zhrnu-
t¥ v Dellinger RP, Levy MM, Carlet JM, et al: Surviving
Sepsiz Campaign: International guidelines for management
of severe sepuls and sepiic shock Imtensive Care Medicine
2008, 34, 17-60. Tato verzia unbs;lh‘l]e dehnu a do-
datlky uvedené v citovanej publilsicii famia SSC
necbsabmju kazdy krok Becby kriticky cheorych aich uplat-
nﬂm]ew&ebnepﬂdllpn&thrdoplnfbmmnwtd-
WWW. SIrVIvVinTsepsis o 8 www.osfps .oz

5ila odporifand a kvalita dikazow je wyjadrend koivériami GRADE,
ktore 51 wedene v zvorkach z a

= Znafi silné odparicanie akbo “odporicams”
= Znafi slabe odporaéanie alebo “navrhujeme”

Tento materiil bol schvileny:

American Azsociatian gf Crinical-Care Nirzes

American Coillege gf Chest Plysicians

Amartean Coillege of Emareemcy Piysicians

Comadiem Critical Care Sociefy

.Ewms-oc'm qf Ciinical Microbiology and Iyfections Diseqses
Care Madicing

Japmene dusacimion for Aome Madicine
Jepmene Sociely of eansive Care Madicine
Saciaty gf Critical Care Madicing
Saciey qf Hospingl Medicing
Surgical Infecrion Sociaty
arld Federarian of Socteries gf Ineresive amd Criieal Care Madicin.
Perricipation and endorzement fy German Sepsiz Seciay

Larin dmaricen Sgpsis e,
Cesho-Elovensh firum pre saosu
Sigvernrka spalodno anenieziolesie @ miaznmg madicomy
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[prvyc
-(llmmz:reza.caf rEmutm‘afpm.emnshvpmenz:mahhn
30 IvySemym sérovym laktitom > 4 nmoll. Mezdriavar
33 ¢ prekladsnim pacieata na TS,

# Clele resuscitacie;,

- centralny venoeny tlak (CVT) 5-12 poHg*®

- stredmmy artériovy tak (MAP) = 65 mmHz

- diréza = 0.5 mlkz/hod

- centrilna venozma [z v. camsxmam.’)nhmkﬁhbﬂn 0%
alebo muietand venoena saturacia kyskkom = §3%
:Aksamdnﬂahneaﬂm‘avemmsaﬁm.,_

- mvaif aplkacia daliisho roztokn

- podat’ mapsfiziy erytrocytow na desiahmtie hematoking = 30 %
a/aleba

- podat’ dobutamy v infizs mandmalne v dave < Ilug-'l:g.‘mm
*Pri umelej ventilacii plic aldho preswstujice] ifena) poddajnes-
i smicovych komir sa odpomafaji cielové hodnoty CVT 12-15

e
» Odobrar vhodné mlriry pred zéanim antbiotickej ]JE&W
odber vyznanme neoneskori antmiknobislm liecbu. o
nd»hafdw a]ebomb;hrmzhmﬂmpﬂn[}mj
maodba'krﬂmabﬁ’ I:Em‘:]xqﬂé
z kazie cievy kamylovarej - 28 hodin
—*Jemﬂﬂnmm\eblfbihmlmz imych Easd tela
* Ak je to bezpeina, p-uuz:t’mbmzm:auem\‘od}'mmijde-
nie a porvrdenia loZiska mfekcie. -

# Zafar sinmavendzmou ATE liefbou fo majskdr avidy
v priebsh prvej hodiny po rezpomani fazkaj sapsyp,
a septickeho Sokw,,

. El.rohospel:lra.h:a pmiaf_]ednn alebo viac ATE afinmych
pmtl bakterislnym/myketickim. petogénom s dobron pe-
netraciou do predpokladaneho loZska g

-Dmprﬂlﬂhmﬂfmﬂmhuh{a]mhel‘vsu&fﬂmupm
lizovaf Wfinmost, predist rezistencii, zabramit toxicite
3 minimalizovarl nﬂ:lad}'_;.._-.

o Zvakit kombinovann liefbu pri Psendomonsas. .p,

o Zvait kombinovann empirickn ledhu pr i

:Kmhnmmwapmmﬁdlmm}Sdmad&
esknluufpn Zistend citlivestd, v

# Liebu cbytajne cbmedzit na 7 — 10 dni, dihéie pri slabej
odpovedi, nedrénovamych lo&iskach alebo pri innmodefici-
iy

* Zastavit antimikrobisim listbu, ked sa zistl, Ze prifinow
ni-eje infekria

2004-2008-2012-2016

entifik-acia zdroja infel

# Miesto infelecneho lofska je porebné odhalit” £o najskds o, a to
do & hodin od objavenia sa sepsy. im

» Zyadl dostopnost leEiska infekcie pre lietebns zasshy (napr.
drensiZ abscesn, odstranenis teanival. o,

onalanah’k:pu 53 oietrenia loziska infekcie vykonat o
najskdr po tspeine] Mvodne] resuscitacii, .,

= Vymimka: infilkovani nekrozs pankreasu, kedy je lepéie odlozif
chinrgicky -

o Zyolit oéetrenie zdroja infekcie s maximslnon ddionostoun
anmmma.hr-mnm:semmfvnulng;& c1

& Zrofit cievne prisngpy, ktoré modu byt potencislmym adrojom
infekcie.

Objemova liecha|

® Pri resuscitacii telutinami je modné podivar kryStaloidy slebo
Koloidy s,

# Cielom je centrilny vendzny tlak = § mmHg (= 12 numHg pri
umele ventilaci ploc) o )

* Ponff technilm objemeove] niloze, kym nedosishnems zlepie-
mie hemodynamiky. i,

o MiloZ tekutin podst v omodstve 1000 ml krystsloidov alebo
300-500 mi koloidovr \.prl.ebe]:uﬂﬂmpnlﬂpopa'ﬁimtkam\
:p}mbmegsepmmnmb}fpmemgajﬁmnbjma
'.trmsm:n{as& iy

* V pripade zidenia ploiscich tlakow srdea bez sufasasho zlep-
fenia hemodynamiky je mimé spomalit’ podavanie telsin,,,

[Vazopresory-|

- UdmxwaAP 65 mmHg, ¢,

» Vazopresommi prvej volby su noradrenslin alebo dopsmin po-
davané cez centrilny vendemy katéter.

* Ako vazopresar p\n:el valby sa pri setputknm alm neodporifa

pﬂdaf mmmn v ke 0.03 jimin

5 ofakavamim rovnakehe efskiu ako pri samotnom paradranalma.

. Pnaeym:knmsdcuabom} almmuﬁ'hetpouaf adrenaling
al: krvery tlak ned.umwcnereagmemnma&mahna]&hudnpa—

- Nl.ipmlm:n’ nizke davky dopeminn na ochram nh]md.,m,
» Padentom wyZdujicich vazopresory je prakticke fim skor
zaviest arterialmy katéter .,

|

- Psuu:m; d}sﬁuuhmm nryokardu u kiorych je vysoky plodaci
tlak amﬂ:\raﬂmv\'v\'daj pocht'duhmmm,. 1)

* MezvySovat srdoovy vidaj na supranornmiine hodnoty,, g,
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Rhodes, A., Evans, L.E., Alhazzani, W. et al. Intensive Care Med (2017). doi:10.1007/s00134-017-4683-6
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Imntermnational Guidelines for Management lf— & m
of Sepsis and Septic Shock: 2016 & — St Pt
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SpeciaI-ArticIes Issued 2013 - OLD!

Surviving Sepsis Campaign: International
Guidelines for Management of Severe Sepsis
and Septic Shock: 2012

R. Phillip Dellinger, MD'; Mitchell M. Levy, MD?; Andrew Rhodes, MB BS?% Djillali Annane, MD?;
Herwig Gerlach, MD, PhD>’; Steven M. Opal, MDS; Jonathan E. Sevransky, MD’; Charles L. Sprung, MD?;
Ivor 5. Douglas, MD?; Roman Jaeschke, MD'%; Tiffany M. Osborn, MD, MPH!; Mark E. Nunnally, MD'%
Sean R. Townsend, MD"; Konrad Reinhart, MD"; Ruth M. Kleinpell, PhD, RN-CS§'*;

Derek C. Angus, MD, MPH'S; Clifford S. Deutschman, MD, MS'; Flavia R. Machado, MD, PhD';
Gordon D. Rubenfeld, MD?'?; Steven A. Webb, MB BS, PhD*; Richard J. Beale, MB BS%;

Jean-Louis Vincent, MDD, PhD*; Rui Moreno, MD, PhD¥; and the Surviving Sepsis Campaign
Guidelines Committee including the Pediatric Subgroup*

www.ccmjournal.org February 2013 ¢ Volume 41 ¢ Number 2, p 580 -



http://www.ccmjournal.org/

Noveé definicie 2012 vs 2016
_ OoLD NEW

SEPSIS SIRS

+ O

Suspected Infection

O

SEVERE Sepsis

SEPSIS M
SBP <90 mmHg or MAP < 65 mmHg

lactate = 2.0 mmol/L
INR >1.50ra PTT >60 s
Bilirubin >34 pmol/L
Urine output <0.5 mL/kg/h for 2 h
Creatinine =177 umol/L
Platelets <100 =109/L
Sp0O2 <90% on room air

SEPSIS SEPSIS

+ +
VASOPRESSORS needed for MAP >65 mmHg

+

LACTATE >2 mmol/L

after adequate fluid resuscitation

HYPOTENSION

after adequate fluid resuscitation

Singer M, Deutschman CS, Seymour CW, et al: The Sepsis Definitions Task Force The Third International Consensus Definitions
for Sepsis and Septic Shock (Sepsis-3). JAMA. 2016;315(8):801-810.




Porovnanie terminologie klasifikovania sily dokazov a
kvality studii z 2016 a predchadzajuceho z 2012
(alfanumerické popisovanie)

Strength

2016 Descriptor 2012 Descriptor

Quality

High A
Moderate B
Low C

Very Low

Ungrade@ecummendaﬁun
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COMFERENCE REPORTS AND EXPERTPANEL

Surviving Sepsis Campaign:
International Guidelines for Management
of Sepsis and Septic Shock: 2016

Velkd vaznost sa stale dava klinickym skisenostiam expertov,
ktoré sa v dokumente uvadzaju mimo kvantifikovanych
udajov vo vedeckych studiach ako , najlepsie skusenosti z
praxe” - best practice statements (BPSs).

Tieto postoje predstavuju nekvantifikované silné odporucania
a povazuju sa za prisne kritéria.

BPS sa uplatniuju vtedy, ak benefit alebo poskodenie su
nepopieratelné, ale dokazy je tazko vyjadrit, alebo nie je
mozné pouzit metodologiu GRADE.

Cely material odporucani pre v€asny manazment a

resuscitaciu pacientov so sepsou a septickym sokom
obsahuje 93 pokynov.

Z nich 32 je silnych odporucani, 39 slabych a 18 odporucani
je na urovni najlepsich skusenosti z praxe (BPS).

V styroch polozkach nie su uvedené stupne odporucania.
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Surviving Sepsis Campaign:
International Guidelines for Management
of Sepsis and Septic Shock: 2016

* Spolu: 93 pokynov
* BPS: 17x
e strong recommendation: 25

e strong recommendation, high quality of
evidence: 7

4



Surwviving Sepsis Campaign:
International Guidelines for Management
of Sepsis and Septic Shock: 2016

Silné odporucania, vysoka sila dokazov

1. Sme proti podavaniu hydroxyetylSkrobov (HES) na doplfovanie intravaskuldrneho objemu u
pacientov so sepsou alebo septickym Sokom (strong recommendation, high quality of
evidence).

2. Odporuéame nepodavat nizke davky dopaminu na ochranu obliciek (strong
recommendation, high quality of evidence).

3. Odporucéame podat transfiziu EM len vtedy, ked koncentracia Hb u dospelych klesne na <70
g/l, pri nepritomnosti polahcujucich okolnosti, akymi st ischémia myokardu, tazka
hypoxémia alebo akutne krvacanie (strong recommendation, high quality of evidence).

4. U dospelych pri sepsou vyvolanom ARDS odporuc¢ame pouzivat ako cielovy dychovy objem 6
ml/kg predpokladanej telesnej hmotnosti oproti 12 ml/kg (strong recommendation, high
quality of evidence).

5. Pri sepsou vyvolanom ARDS odporic¢ame nepouZivat rutinne plucnicovy katéter (strong
recommendation, high quality of evidence).

6. U mechanicky ventilovanych pacientov so sepsou, ktori su pripravovani na odpajanie
odporucame pouzivat pokusy spontanneho dychania (SBT) (strong recommendation, high
quality of evidence).

7. U pacientov so sepsou na ICU odporuc¢ame pristupovat ku kontrole glykémie pomocou
protokolu, zacat podavat inzulin ak dve nasledujtice glykémie st >10 mmol/l. Tymto
postupom sa ma dosiahnut horné hranice glykémie <10 mmol/l radsej, ako 6,1 mmol/I
(strong recommendation, high quality of evidence).
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Cardiovascular System (Blood Pressure)

No hypotension MAP <70 mmHg Vasopressors* Vasopressors® Vasopressors®

Central Nervous System (Glasgow Coma Scale)

15 13-14 10-12 6-9

Respiratory System (Pa0,/Fi0, )

>400 301-400 <300 101-200+VSP

Coagulation (Platelets x103/mm3)

>150 101-150 51-100 21-50

Liver (Bilirubin mcmol/L)

<20 20-32 33-101 102 -204

Kidney (Creatinine mcmol/L)

110 110-170 171-299 300- 440°F

https://www.google.sk/search?q=sofa+score+sepsis&source=Inms&tbm=isch&sa=X&ved=0ahUKEwi8hJj0i5zaAhXRLVAKHdIvDC4Q_AUICigB&biw=1356

&bih=607#imgrc=49zke9HCgIIVPM:&spf=1522689490545

<6

<100+VSP

>204

>440F

Mortality (26)

SOFA-score
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o
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>11pts



2014 ESC/ESA Guidelines on non-cardiac surgery: cardiovascular assessment
andmanagement. European Heart Journal (2014) 35, 2383-2431
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2014 ESC/ESA Guidelines on non-cardiac surgery:
cardiovascular assessment and management

The Joint Task Force on non-cardiac surgery: cardiovascular

assessment and management of the European Society of Cardiology
(ESC) and the European Society of Anaesthesiology (ESA)

Authors/ Task Force Members: Steen Dalby Krstensen® (Chairperson) (Denmark),
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Functional capacity

Can you...

Take care of yourself?
Eat, dress,
or use the toilet!

Walk indoors
around
the house!

Walk 100 m
on level ground
at 3 to 5 km per h?

Greater than 10 METs

MET - energy requirements

Can you...

Climb two flights of stairs
or walk up a hill?

Do heavy work
around the house like
scrubbing floors of lifting
or moving heavy
furniture!

Participate in strenuous
sports like swimming,
singles tennis, football,

basketball, or skiing?

Recommendations

Class®

recom

Clinical risk indices are

mended to be used

for peri-operative risk
stratification.

The N

recom

SQIP model or the

Lee risk index are

mended for cardiac

peri-operative risk
stratification.

Assess

48-72

ment of cardiac

troponins in high-risk
patients, both before and

hours after major

surgery, may be
considered.

1lb

events

NT-proBMNP and BNP
measurements may be
considered for obtaining
independent prognostic
information for peri-
operative and late cardiac

in high-risk

patients.

Universal pre-operative
routine biomarker
sampling for risk
stratification and to
prevent cardiac events is
not recommended.

43,4454

rdiac risk stratification

52,53,55




cardiovascular assessment
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2014 ESC/ESA Guidelines on non-cardiac surgery

One of active or unstable
cardiac conditions (table 9)

[ No ]
s R
surgical procedure (table 3)
|

Step 2

— R —

Step 3

Step 4

i

st I

Step 5

Step &

TS e
|

Bare-metal stent:
Surgery can be performed
>4 weeks after intervention.
Dual antiplatelet therapy
should be continued for
at least 4 weeks.

Balloon angioplasty:
Surgery can be performed
> 2 weeks after intervention
with continuation
of aspirin treatment.

Consider the functional W
capacity of the patient
| \

intervention for old-generation

Patient or surgical specific factors dictate the strategy, and do not allow further

cardiac testing or treatment. The consultant provides recommendations on

peri-operative medical management, surveillance for cardiac events and
 centinuation of chronic cardiovascular medical therapy.

Treatment options should be discussed in a multidisciplinary team, involving all
peri-operative care physicians as interventions might have implication on
anaesthesiological and surgical care. For instance in the presence of unstable
angina, depending on the outcome of this discussion, patients can proceed for
coronary artery intervention, with the initiation of dual-anti platelet therapy if
the index surgical procedure can be delayed, or directly for operation if delay
is impossible with optimal medical therapy.

(The consultant can identify risk factors and provide recommendations on|
lifestyle and medical therapy. according to the ESC Guidelines.

In padents with one or more clinical risk factors, preoperative baseline
ECG may be considered to monitor changes during the peri-operative
period.

In patients with known IHD or myocardial ischaemia, initiation of a dtrated
low-dose beta-blocker regimen may be considered before surgery?

In patients with heart failure and systolic dysfunction, ACEl should be
considered before surgery.

In patients undergoing vascular surgery, initiation of statn therapy should

be considered.

In addition to suggestions above:
In patients with one or more dlnlml risk factors, non-invasive stress testing

may be considered.

In addition to suggestions above:
Rest echocardiography and biomarkers may be considered for evaluation of LV

function and obtaining prognostic information for peri-operative and late
cardiac events

]7

An individualized peri-operative management is recommended ccnsiderhé
the potential benefit of the proposed surgical procedure compared with the

[Pmceed with the planned surgery®.

predicted adverse outcome, and the effect of medical therapy and/or
coronary revascularization.

Surgery can be performed
within 12 months after

DES and within 6 months for
new-generation DES.

Suhrn
vyhodnotenia
pedoperacného
kardialneho
rizika a
perioperacného
manazmentu

Continuation or discontinuation of aspirin in patients previously treated
with aspirin may be considered in the peri-operative period, and should be
risk weighed against the risk of thrombotic complications (see also Table 8).
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Management of severe perioperative bleeding
Guidelines from the European Society of Anaesthesiology

Sibylle A. Kozek-Langenecker, Arash Afshari, Pierre Albaladejo, Cesar Aldecoa Alvarez Santullano,
Edoardo De Robertis, Daniela C. Filipescu, Dietmar Fries, Klaus Gorlinger, Thorsten Haas,
Georgina Imberger, Matthias Jacob, Marcus Lancé, Juan Llau, Sue Mallett, Jens Meier,

Niels Rahe-Meyer, Charles Marc Samama, Andrew Smith, Cristina Solomon,

Philippe Van der Linden, Anne Juul Wikkelso, Patrick Wouters and Piet Wyffels

are

The aims of severe periop g

three-fold. First, preoperative identification by

and laboratory testing of those patients for whom the peri-
operative bleeding risk may be increased. Seoond. |mp|e-

reviews with meta-analyses, randomised con-
trulled trials, cohort studies, case-control studies and
cross-sectional surveys were selected. At the suggesnon
oﬂheESA ideline C i the Scottish | i

mentation of strategies for correcting preop

and stabilisation of the macro- and microcirculations in order

to opﬁmuse the patlem 's tolerance to bleeding. Third,
interventi to reduce the amount

of bleedmg. morbidity, mortality and costs. The purp of

N; k (SIGN) grading system was initially used
to assess the level of evidence and lo gmde recommen-

dations. During the pr of guids de P , the
ufﬁclal posmon of (he ESA changed to favour the Gradmg of
Deve and Evalu-

these guidelines is to provide an overview of current know-
ledge on the subject with an assessment of the quality of the
evidence in order to allow anaesthetists throughout Europe

atlon (GRADE) system. This report includes general recom-
mendations as well as specific recommendations in various
fields of surgical interventions. The final draft guideline was

to integrate this knowiedge mto da»ly patient care wherever  posted on the ESA website for four weeks and the link was

ible. The G of the Europ sent to all ESA members. Comments were collated and the
Soclety of Anaesihesnology (ESA) (ormed atask lorce with  guidelines amended as appropriate. When the final draft was
of dividual expert plete, the Guidelines C ittee and ESA Board ratified
members of the ESA. El ic datab were hed the guideli
without language restrictions from the year 2000 urml 201 2
These hes produced 20 664 ab ant Published online 25 April 2013

“This article is accompanied by the following Invited Commentary:
Spahn DR, Rossaint R. All we ever wanted to know about perioperative bleeding Eur J Anaesthesiol 2013; 30:267-269.
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Diagnostika a liecba Zivot ohrozujiceho
krvdcania u dospelych pacientov v intenzivnej
a perioperacnej starostlivosti

Jan Blatny, Jan Bliha, Karel Crachovec, Viadimir Cerny, Jozef Firment, Peter Kubisz, Jan Kvasnicka,
Jiii Masopust, Miroslav Penka, Peter Salaj, Jan Statko, Roman Zahorec, lvana Zykova
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ARTICLE INFO SUMMARY

Article history: Early oral feeding is the preferred mode of nutrition for surgical patients. Avoidance of any nutritional
Received 11 February 2017 therapy bears the risk of underfeeding during the postoperative course after major surgery. Considering
Accepted 13 February 2017 that malnutrition and underfeeding are risk factors for postoperative complications, early enteral feeding
is espedially relevant for any surgical patient at nutritional risk, especially for those undergoing upper
Keywords: gastrointestinal surgery. The focus of this guideline is to cover nutritional aspects of the Enhanced Re-
Surgery covery After Surgery (ERAS) concept and the special nutritional needs of patients undergoing major
Egﬁzperatwe nutrition surgery, e.g. for cancer, and of those developing severe complications despite best perioperative care.
Enteral nutrition From a metabolic and nutritional point of view, the key aspects of perioperative care include:
Parenteral nutrition « integration of nutrition into the overall management of the patient
Prehabilitation « avoidance of long periods of preoperative fasting
s re-establishment of oral feeding as early as possible after surgery
« start of nutritional therapy early, as soon as a nutritional risk becomes apparent
« metabolic control e.g. of blood glucose
« reduction of factors which exacerbate stress-related catabolism or impair gastrointestinal function
« minimized time on paralytic agents for ventilator management in the postoperative period
« early mobilisation to facilitate protein synthesis and muscle function
The guideline presents 37 recommendations for clinical practice.
© 2017 European Society for Clinical Nutrition and Metabolism. Published by Elsevier Ltd. All rights
reserved.
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http://dx.doil.org/10.1016/j.dnu.2017.02.013
0261-5614/© 2017 European Society for Clinical Nutrition and Metabolism. Published by Elsevier Ltd. All rights reserved.
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Peroperaé¢na ischémia myokardu

—

Anafylakticka reakcia
Hemolyticka transfuzna reakcia
Vzduchova embélia
Laryngospasmus

Maligna hypertermia

RYCHLY Resuscitacia novorodenca

SPRIEVODCA NALIEHAVYMI

SITUACIAMI Zavazny bronchospazmus

Toxicita lokalneho anestetika
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Hyperkaliémia 1
Aspiracia 11

Prihovor k slovenskému vydaniu ZAavaZzné Krvacanie 12

Slovenskej anestéziologickej verejnosti, ale aj inym zaujemcom, predkladame postupy pre

optimalne zvladnutie vybranych akutnych situéacii, ktoré sa mézu vyskytnut' v perioperaénom Zvy'geny tlak v dychacich cestach 13
obdobi, ale aj v inej kazdodennej lekarskej praxi.

Text na stranke http://html.esahq.org zverejnila Eurépska spoloénost anestéziolégov (ESA).

Odporugila to zaroveri spristupnit a prispésobit praxi v lokalnych a narodnych podmienkach. Diferencialna diagnéza hypokapnie / nizky etCO: 14
Ide o struéné postupy, ktoré je preto mozné pripomendut si aj v akutnych situaciach. Odporu¢ame

mat tento material vdade na miestach, kde sa uvedené situacie mézu vyskytnut. A to najma na

operaénych salach. Diferencialna diagnéza hyperkapnie / vysoky etCO: 15
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3 main perioperative GDT strategies which have been successfully used to decrease
postoperative morbidity and length of stay:

- Stroke Volume (SV) optimization with fluid

- Oxygen Delivery Index (iDO2) optimization with fluid and inotropes
- Pulse Pressure Variation (PPV) or Stroke Volume Variation (SVV) optimization with fluid

GDT STRATEGIES

DIRECTED THERAFY
" PROTOCOL SUMMARY

pr Slovenska spolocnost

; anesteéziologie
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Bouadma L et al: Chlorhexidine use in adult patients on ICU Intensive Care Med.
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Odporucané postupy

EOLD

Odporiucanie postupu pri zmene intenzivnej
liecby na paliativnu liecbu a starostlivost

u dospelych pacientov, ktori nie sui schopni o sebe
rozhodovat'v termindlnej faze ochorenia

(verzia prijata vyborom SSAIM dna 20. 05. 2014)

Clanok 7
Toto odporuéanie bolo prerokované
a schvaleng 15. 2. 2014
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Argumenty za standardné postupy

* Lekari maju ekonomické
pohnutky na vykonavanie
neprimeranej liecby

 Pomocou standardnych

postupov je mozné zlepsit

stav najvacsiemu poctu
pacientov

* Lekari nedrzia krok s
literaturou

e Lekarisi neuvedomuiju, ze
inde mozu byt lepsie
postupy

@ Very/<omenhal comvineing @ Viry comvinting
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Gerber AS, Patashnik EM., Doherty D., Dowling C: A National Survey Reveals Public Skepticism About Research-Based Treatment
Guidelines. HEALTH AFFAIRS, 29, 10, https://www.healthaffairs.org/doi/full/10.1377/hlthaff.2010.0185



Argumenty proti guidelines

* Nikto by zvonku nemal vstupovat
medzi lekara a pacienta

* Guidelines nedokdazu prisposobit
starostlivost na konkrétneho
pacienta

* Guidelines su zranitelné pre -—

naduzivanie a korupciu

* Platcovia pouzivaju guidelines na
restrikciu vydavkov a
pridelovanie starostlivosti

* Guidelines sa nevyvijaju s krokom =

lekarskych inovacii
0 2 40 60 80 100

Percent
Gerber AS, Patashnik EM., Doherty D., Dowling C: A National Survey Reveals Public Skepticism About Research-Based Treatment
Guidelines. HEALTH AFFAIRS, 29, 10, https://www.healthaffairs.org/doi/full/10.1377/hlthaff.2010.0185




“One size fits all”

* Mnohi su presvedceni, ze guidelines
predstavuju zasahovanie do vztahu medzi
lekarom a pacientom, co vedie k vnucovaniu
mediciny "one size fits all".

Gerber AS, Patashnik EM., Doherty D., Dowling C: A National Survey Reveals Public Skepticism About Research-Based Treatment
Guidelines. HEALTH AFFAIRS, 29, 10, https://www.healthaffairs.org/doi/full/10.1377/hlthaff.2010.0185



Schéma rozhodovania lekarov
pri uplatnovani guidelines

NICE or other authority
* Loop1: i
Odb. spoloc¢nost - publikované
odporucania a feedback
predstavuju tok informacii od
vydavatela k uzivatelovi (lekarovi)

a spat.

Organization

* Loop 2:
Miestne Upravy nemocnice —
Specifické upravy v nemocnici
* Loop 3:

Hodnotenie lekara a zapisanie Point of care

odchylok od guidelines ak jestvuju

0

Geleris P, Boudoulas H: Prooblems Related to the Application of Guidelines in Clinical Practice: A Critical Analysis HellenicJ
Cardiol 2011; 52: 97-102



Nedostupnost guidelines
na mieste starostlivosti

* Pouzivatelia guidelines c¢asto o nich nevedia
(nedostupné)

e Ak to vedia, odporucania su zakotvené v
zdihavych dokumentoch, ktoré nie sd v
klinickom prostredi lahko dostupné alebo
prakticke.

Fox J et al: From practice guidelines to clinical decision support: closing the loop. J R Soc Med 2009: 102: 464-473.



Chybanie guidelines
pre specifické pripady

 CPG nemozu riesit Specifika kazdého pripadu,
pretoze ich autori nemozu predvidat
podrobnosti o kazdej moznej klinickej
situacii, v ktorej mozu byt pouzité

Fox J et al: From practice guidelines to clinical decision support: closing the loop. J R Soc Med 2009: 102: 464-473.



Nedostatky klasickych CPG

Vel'mi zjednodusené:

.....

starnlcou populdciou, maju pacienti viacero komorbidit, co staZuje aplikdciu odporucani
jednotnej choroby CPG

Nejasné:

— Mnoho usmerneni je napisanych nepresnym sposobom a ich odporucania nemusia byt
jasné

Slabé podopretie dokazmi:

— Niekedy neexistuje konsenzus o vhodnom postupe z dévodu nedostatku jasnych

.....

dokazov, ale ¢asto to chyba

Hodnoty pacientov a ciele:

— Odporucania su uréené pre "typického" pacienta a neposkytuju moznost zaclenenia
hodnot pacienta alebo preferencii do rozhodovacieho procesu.

Fox J et al: From practice guidelines to clinical decision support: closing the loop. J R Soc Med 2009: 102: 464-473.



Nerealizovatelné v miestnom
prostredi

 Nedostatok moznosti, ako je
e personal,
e zrucnosti,
* vybavenie a
* organizacné obmedzenia alebo
e naklady,

* mOze znamenat, ze CPG vyvinuté narodnou
alebo medzinarodnou organizaciou nie je su
uskutocnitelné v miestnom klinickom prostredi.

Fox J et al: From practice guidelines to clinical decision support: closing the loop. J R Soc Med 2009: 102: 464-473.



Dlhy cyklus vyvoja usmerneni

* Nové lekarske poznatky sa neustale generuju a
v niektorych oblastiach je tempo zmien
rychle.

* Trva to isty Cas a prostriedky na aktualizaciu
usmerneni, a ak nie su okamzite
aktualizované, mozu branit zlepsovaniu
kvality starostlivosti, nie ju podporovat.

Fox J et al: From practice guidelines to clinical decision support: closing the loop. J R Soc Med 2009: 102: 464-473.



Chybanie aktivheho zapojenia
uzivatela

 Tvorba CPG umoznuje len malo prilezitosti na
zapojenie sa klinickych lekarov, preto ich lekari casto
vhimaju ako hrozbu pre ich autonomiu.

Fox J et al: From practice guidelines to clinical decision support: closing the loop. J R Soc Med 2009: 102: 464-473.



Chybanie nastrojov na hodnotenie
vplyvu CPG

e Lekari maju odbornu zodpovednost za to, aby pomohli riesit
nejasnosti o ucinkoch liecby, avsak dlhé trvanie tvorby
usmerneni neposkytuje vhodné nastroje na posudenie ich
vplyvu na klinicku prax.

* Procesy auditov, ktoré sa opieraju o pisomné zdravotné
zaznamy, mozu podhodnotit alebo precenovat, ¢o sa
skutocne stalo pacientovi, najma ak je dokumentacia
nedostatocCna.

* Konvencné audity vychadzajuce z papierovych zaznamov a
metddy spatnej vazby st malo ucinné a ich tazko nepretrzite
udrziavat.

Fox J et al: From practice guidelines to clinical decision support: closing the loop. J R Soc Med 2009: 102: 464-473.
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» ...zabezpeclit zniZenie az odstranenie tzv. nerovnosti v
zdravi (inequalities in health), co zabezpedi zlepsenie
dostupnosti a kvality zdravotnej starostlivosti...
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Priklady: Zoznamy diagnhoz

Chirurgia
Akutna pankreatitida,
Appendicitida,
Crohnova choroba,

Divertikularna choroba
hrubého creva,

Cholecystolithiaza,
Inguinalna hernia,

Krvacanie pri portalnej
hypertenzii,

Ulcerdzna kolitida

B VR D) =

Onkochirurgia
Karcindom hrubého cCreva,
Karcindm konecnika,
Karcindom pankreasu,
Karcinom prsnika,
Karcinom stitnej zlazy,
Karcindm zaludka,
Maligny melandm

Staﬂdardné‘

postupy
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Navrhy pre nas odbor A+IM

[Difficult airway]

[ERAS]

[KCP]

[Maliehave situacie na op sale]
INCMP]

[Perioperacny manazment]
[Polytraumal

[Sepsal

[£0K]
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