MOHWNTOPWHI
NHOY3MOHHOW TEPAMUN.
AHAJTIN3 KITMHNYECKKNX
CITYHAEB

K.H. 3onotyxuH, Yda



BCIieCTBME BbICOKOWN O-afpeHeprmyeckon MHHepeauum
CninaHXHUYECKOro KPoOBOTOKaA, MPu KpoBonoTepe, CTpagaeT
KPOBOTOK B KULLIEYHNKE, OCODEHHO B €ro MbILLEYHON CTEHKE

naxke KpaTKOBPEMEHHOE CHUKEHME
KPOBOTOKA B pe3yribTaTe TpaBMbl M LLIOKA
MHOYLUMPYET NOoBpeXaeHne Crn3ncToro
CINOS1 KNLLIEYHOMN CTEHKN N CIYXUT
KntoYeBbIM dakKTOPOM CHUXEHUS
bapbepHOU YHKUUN KULLEYHUKA C
BO3HMKHOBEHMEM DaKkTepuanbHOW
TpaHcnokKauun 1 BbIDpocom

LUMTOKMHOB (O-TNF, IL-1, IL-6)
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Fig. 2 Daily intake and cutput in non-survivors and survivors during the 7-day period
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Fig. 1 Further fluid Fluid administration post fluid challenge
administration post Huid

challenge
& 100+
96
e |
>p 807
S0
= -
5 E 60
o0
gt 404
c D
L 3
5
Il% 204
= 0-
L & &
@ ® @
¢ ¢ ¢
IE‘.?'-'| EEJ\ E.?J
g L 4
.‘5‘@‘ £ .,;LF'
Further fhud admimstration - n (%) I[]S[]\{l?.‘l +25)
with an mitl positive response n (% ) OR 739 [ﬂ.% 25)  Ref
with an initial negative response n (%) OR III[49’.4+h.hJ OR0.94(0.76-1.16)
with an initial uncertam response n (%) OR 99(524+7.1) OR 083 (062-1.13)




Table 4 Judged response to
flmd challenge

Response classification [no. (%) of 2162]

Negative response

Positive response

Uncertain

Variable use to evaluate response [no. (%)
of 1544 with positive response]

429 (19.8 [18.1-21.5])
1544 (71.4 [69.5-T1.4])
189 (8.7 [7.5-9.9])

Increase n bF
Decrease vasopressors
Increase in CO
Increase in §V
Decrease in HR

Urine output

(U39 167.3 165.0-61.7])
36 (3.6 [2.7-45])

174 (11.3 [9.7-12.9])
100 (6.5 [3.3-7.7])

374 (24.2 [22.1-26.3))
290 (38.2 [35.8-40.6])

Lactate

Skin perfusion

Mental state

SC\"[JE."IS "u"f..]z

SVVIPPV

CVP/PAOP

Uther

Safety limit used [no. (%) of 2213]
Variable used 1n the safety limit group [no. (%) ot 577]
CVP

PAOP

GEDVI

EVLWI

SpOy/5al),

CO

SVV/IPPV

Other

281 (18.2[16.3-20.1])
28 (8.3 [6.9-9.7])

40 (26 [1.8-34])
7730 [3.9-6.1])

LTO (7.1 [5.8-8.4])
236 (16.6 [14.7-18.5])
132 (8.5 [7.1-99])
3TT(27.9 [23.7-30.1])

329 (57.0 [33.0-61.0])
39 (6.7 [4.7-8.8])
I1(19 [4.7-8.8])

28 (49 [3.1-6.7])

105 (18.2 [15.1-21.33])
8 (1.4[04-24])

RO (139 [11.1-16.7])
120 (20.8 [17.5-24.1])

BP blood pressure, CO cardiac output, 5V stroke volume, HR heart rate, Sv0); mixed venous oxvgen
saturation, Scvl), central venous oxygen saturation, SVV stroke volume variation, PPV pulse pressure
variation, CVP central venous pressure, PAOP pulmonary arterv occlusion pressure, GEDVI global
end diastolic volume, EVLWI extravascular lung water index
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High versus Low Blood-Pressure Target in Patients with Septic Shock
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Marie Conrad, M.D., René Robert, M.D., Ph.D., Frédéric Gonzalez, M.D., Christophe Guitton, M.D., Ph.D.,
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In a multicenter, open-label trial, we randomly assigned 776 patients with septic
shock to undergo resuscitation with a mean arterial pressure target of either 80 to

85 mm Ho (hich-target group) or 65 to 70 mm He (low-target eroup). The primary

end point was mortality at day 28.



HE BJINAET Ha BbIXMBAEMOCTb

Low-target group

High-target group
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MNo. at Risk
Low target 379 256 233
High target 375 249 227

Figure 3. Kaplan—Meier Curves for Cumulative Survival.

Data for the survival analysis, which was performed in the intention-to treat
population, were censored at 90 days. There was no significant difference
in survival between the high-target group and the low-target group (P=0.57
at 28 days; P=0.74 at 90 days).







Guidelines for Fluid Resuscitation
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[1-3: bepemeHHOCTb 33-34 Hegenw.

OcnoxHeHue: rectos Tskenon cteneHn. HELLP-cuHgpowm.
AHTeHaTanbHasa rmbens nnoga. CrNOH (OBC, ONH v t4).
AHamHes: 19-24.12.2014 — T IKb 4 — BeTpdaHasa ocna.
13-19.01.2015 — pogaom 3

19-22.01.2015 — popgaom 4 — 20.01.2015 — kecapeBo

CeyeHue, akcTupnauusa matku ¢ npygaTtkamu. 'emopparm4eckmn LLoK
lIl. AHTeHaTanbHaga rmbenb nnoaa. AABC, OlNH.

22.01.2015-31.01.2015 PKBb. CaHauuoHHasa nanapockonus, pnT,
9BaKyauus remaTtombl. 8 ynbTpadunbTpauni.






Iloka3arenu

Cepaeunblii HHAEKC (3,0-

5,0 J1/mMuH/M2)

HNunpexc
BHYTPUIPYIHOTO
oobema kpoBu (N=850-
1000 ma/kr/kB.m)

HNnpexc riiodaabHOro
KOHEYHO-
AMACTOJIHYECKOI0
oobema (N=600-800
MJI/KI/KB.M)

HNuaexe BHecoCyaucTomn
BOAbI B Jerkunx (N=3-7
MJI/KT)

HNunpexc
MPOHUIIAEMOCTH
cocynoB jerkux (1-3)

HNHaexke CHCTEMHOTO
COCYAMCTOrO
conpoTuBJIeHus (1200-
2000 xuu cex cM-5 /m2)

Basonpeccopsl

NBJI

1,9

1726

1381

28

2985

+

SIMV+PS: Fi02 0.4,
PEEP 8cmH20,
PS+10cmH20

2,9

1278

1184

20

2655

+

CPAP+PS: FiO2 0.4,
PEEP 8cmH20,
PS+10cmH20

JHun
3,6

987

765

12

2189

CPAP+PS: FiO2
0.3, PEEP
3cmH20,

3,4

854

688

1874

CaMocCTOATEILHOE



ITokazarenu 1 2

pH 7,33 7,35
JIakTar(a), MMOIB/1T 4.6 2,8
P\F 138 189

KpeaTuHUH 732 MKMOnb/n

7,39
1,3

194

7,42
0,9
235



PaHHa4a nakrtaT-
OPUEHTUPOBAHHAsA Tepanus
naktaTt < 3 MMOJb/N

Am J Respir Crit Care Med 2010.182:752-

Early Lactate-Guided Therapy in Intensive Care
Unit Patients
A Multicenter, Open-Label, Randomized Controlled Trial

Tim C. Jansen!, Jasper van Bommel!, F. Jeanette Schoonderbeek3 Steven ). Sleeswijk Visserd,
Johan M. van der Klooster5, Alex P. Lima?!, Sten P. Willemsen2, and Jan Bakker!, for the LACTATE study group*

relative risk in-hospital mortality (95%CI) p -value interaction

Pre-specified subgroups
Septic category (n=135)
MNon-septic category (n=213)
Within septic category:
oo - severe sepsis (n=69) k - :
- septic shock (n=66) I—.— —
0.8 :
Within non-septic category: 017
_ 7 lactategroup - neurologic (n=37) — - : 0.063*
2 o6 p=0,076 :
e + - cardiac arrest (n=48) ]
3 control group H
s %% - other non-sepsis (n=128) —s——
2 04 5
"
0,3- Post-hoc subgroups H
0.2 Early ICU admission (n=177) I—I—'—| 0.072
01 Late ICU admission (n=181) I—-—!—I
) r T T T T L] T T T
o 0.0 0.2 04 0.6 0.8 1.0 20 30 4.0
L T T T T T T T T T 1
4] 20 40 60 80 100 120 140 160 180 200
Days following study entry favours lactate therapy favours control therapy




JlakTaT n BbIXKMBaAEeMOCTb
4-6 MKMOnb /1

£
-
g
5
=

I
10 iz

Baseline plasma lactate concentration (mmal/L]




E
=

Megative BE (mmotfL) on hospital admission (*within 24 hrg)

BE > 4 mkmonb/n He3aBucuMbIn dbakTop pucka pasBuTuUs
Ol

Ctabunnsauusa BE B TeueHne 24 yacoB , 4OCTOBEPHO
NOBbILLIAET BbXKMBAEMOCTb

Davis 1, Kaups KL, Parks 5N: Base deficit is superior to pH in evaluating clearance

of arcidosis after traumatic shock. J Trauma 1998 44 114-118




BE n cBepTbiBaeMoCTb

£
=
=
3

10
neg. BE [mmaolfl)

[ ien D: Auszug aus dem Traumaregister der DG
haft fur Unfallchirurgie) Ins fur F i !




Knaccugpukauma KpoBonoTepu Ha
OCHOBE JeduLmnTa OCHOBaAHUN

Knaccl|l Knaccll Knacclll Knacc IV

Lok HeT INNerkag CpegHaa Tsxenas
(TAXecCTb)
BE, <2 >2-6 >6-10 >10
(MMonb/n)
[ToTpebHOCTb ? ? TpaHcdy3na MaccuBHas
B TpaHcy3us

nepennBaHnn
KpOBMU



HepelleHHble BOMpoCH!

« Kakon 0b6bem nHdysnm Heobxogmm u

AOCTaTo4eH Ans noaaepXaHus
romeocTtasza”?

e [1pn komneHcaumn gepumumta OLIK 1
nogaepxaHmm CB — He co3gaem nu
onacHou runeprugpartaymm?

 UYTO nyywle «orpaHnynTenbHaa» Unu
«arpeccuBHas» ctparterna?



HoBas napagurma MHTEHCUBHOW Tepanuu
‘LESS IS MORFE”

KnnHnyeckasa nonb3a

[logxon kK Tepanun

MAJBIE fIO tBbDKVMBAEMOCTb MPU POC
MEHBLLE TPAHC®Y31M 3M u
C3I 1 BEDKMBAEMOCTM
MEHBLIE MHDY3MM N BLIKUBAEMOCTU
MEHBLLE MHBA3MBHOMO }
MOHUTOPUHIA | PUCKA OCIIOXKHEHUI
MEHbBbLUE MHCYNMNHA PA3HOPEL-II/IBI?IE JOKASATEJIbCTBA
KITMHNYECKOW MNOJ1b3bl
MEHBLLE CERALIAW | ANUTENBHOCTU MBHT

MEHBLIE AHTUBUOTUKOB | poIEHT PESUCTEHTHOCTY

MEHbLLUE KNCJITOPOOA | MOBPEXAOEHUWA JIETKUX U
MOS3IrA

MEHBLUE CTEPOUAOB  o0h L AHMYECKAS MOMB3A
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Prirnnted in Singﬂmm_ Al r(ghts reserved Jowurnal compilation © 2000 The Acta Anaesthesiologica Scandinawvica Foundation

ACTA AMNMAESTHES IO LOGCICA SCANDIMNAVICA
doi: 10.1111 /. 1399-6576.2009.02029 . x

Revieww Article

“Liberal” vs. “restrictive’ perioperative fluid therapy — a
critical assessment of the evidence

Y I BUN'E)(SAARD—NTE'LS'E]\T1’2, ™N. H. SEcHErR® and H. KesaLer!
1 Sectiorn of Surgical Pathophysiology, arnd zDepartment of Anaesthesia, Rigshospitalet, Urniversity of Coperthagen, Copernnhagernt, Dermmark

M. Bundgaard-Nielsen et al.

morbidity
A

procedure
comorbidities
preop hydration
bowel preparation
anaesthesia / neuroaxial blockade

- ) T risk of:

risk of: ocedema

organ hypoperfusion ileus

SIRS PONV

sepsis ) pulm complications
multi organ failure t cardiac demands

hypovolaemia normovolagmia hypervolagmia




«ChNaceHne»

e arpeccuBHasa MHMY3MOHHasA Tepanus,
HanpaBlieHHaa Ha noaaepkaHue
apTepuanbHOro JaBneHusa BedeT K
yBENNYEHNIO KPOBOMOTEPU, TMNOTEPMUN U
Pa3BUTUIO KOAryrnonaTum n B KOHLLE
KOHLIOB K MOBbILLEHUIO NMETarbHOCTH



rlepMI/ICCI/IBHaFI TMMNOTEH3UNA

[lepenuBaHue aputpouuton, C3I1,
TPOMOOLIUTOB, KPNO- B COOTHOLLEHNU
1:1:1:1

MOHNTOPUHT KoarynonaTtum
(Tpomboanacrorpadus)

MoHUTOPWHI R C (HU3KNN pH cHWXaeT
aKTMBHOCTb (DAKTOPOB CBEPTbIBAHUSA
IRVAVIIND Y



MOHUTOPWUHTI

MHcTpymeHTanbHbIN (Swan-Ganz, PICCO,
LidCO, Vigileo)

JTabopaTopHbIn (AedonunUT OCHOBaHUN,
nakTaT, rMUKeMns1, 3reKTPONMUTHbIN
COCTaB)
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