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[lepcoHarnu3uposaHHas MeouUuHa

9TO OKa3aHue KOMMIeKCHON MeauULMHCKON MOMOLLK, OCYLLECTBIAEMOe
B COOTBETCTBUU C XapaKTEPUCTUKAMUN KOHKPETHOro nauneHTa. 9T1oT
TEPMUH YYUTLIBAET HE TOSIbKO UCMOMb3yeMble yXXe B TeYEHMe
OOJIroro BPEMEHM KNUHUYeCcKne npusHaku, Hanpumep, Bospact, nofl,
TENOCroXeHne, ceMenHasa UCTopus, U gpyrne, Ho, B NepByto
oyepenb, MOSIEKYNIAPHbIE XapaKTePUCTUKN OpraH1u3Ma nawumeHTa.
OCHOBHOW LEeNbo NepcoHanM3npoBaHHOW MeANLINHBI ABMNSIETCS
pasgerneHue nonynsuum 3gopoBbixX U BOMbHbIX NI0AEN Ha OTAENbHbIX
NHOMBUAOYYMOB, OTSINYAKOLLNXCA MO BEPOATHOCTM BO3HUKHOBEHUS
3aboneBaHua 1 No cnocobHOCTM pearnpoBaTtb HA Te NN NHblE BUAbI
Tepanuun. Takas knaccmdukaumsa No3BoONMT paumoHaribHO K
NpULENbHO MNPUMEHATL TepaneBTU4eCKNe BO3AENCTBUA C
MaKCUMasibHOW Mosib30M 1 MUHUMYMOM HeBaronpusaTHbIX
9o dpeKkTOB ANs OTAENbHOIo YerioBeka.



HepelleHHble BOMpPOCHI

« Kakon o6bemMm MHPy3nm Heobxogmm u

OOCTaTOYEH Ons noaaepXaHus
romeocTtasa”?

e [1pn komneHcauun gedpunumta OLIK n
nopgaepxaHnm CB — He co3pgaem nu
onacHou runeprugparaummn?

 UTO Nyylle «orpaHnvnTenbHaa» Unu
«arpeccumBHasa» cTtparerms?
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A positive fluid balance is an independent @ o
prognostic factor in patients with sepsis

Angela Acheampong and Jean-Louis Vincent
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Fig. 2 Daily intake and output in non-survivors and survivors during the 7-day period
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Table 4 Judged response to

fluid challenge Response classification [no. (%) of 2162]

Negative response 429 (19.8 [18.1-21.53])
Positive response 15344 (71.4 [69.5-71.4])
Uncertain 189 (8.7 [7.5-9.9])
Variable use to evaluate response [no. (%)

of 1544 with positive response]
Increase mn bF Y 0.0 (02004
Decrease vasopressors 30 (3.6 [2.7-45])
Increase n CO 174 (11.3 [9.7-12.9])
Increase in §V 100 (6.5 [5.3-7.7])
Decrease in HR 3740242 [22.1-26.3])
Urine oufput 590 (38,2 [35 R-40.6])
Lactate 281 (182 [16.3-2001])
Skin perfusion [28 (8.3 [6.9-9.7])
Mental state 4026 [1.8-34))
Sev0,/5v0, TT (50 [3.9-6.1])
SVV/PPV IO (7.1 [5.8-8.4])
CVP/PAOP 256 (166 [14.7-18.5])
Other 132 (8.5 [7.1-9.9])
Safety limit used [no. (%) of 2213] STT(27.9[25.7-30.1])
Variable used 1n the satety limit group [no. (%) ot 577]
CVP 329570 [533.0-61.0])
PAOP 3967 [4.7-8.8])
GEDVI [T (19 [4.7-88])
EVLWI 28 (49 [3.1-6.7])
S5p04/5a0), 105 (18.2 [15.1-21.35])
CO & (1.4 [0.4-2.4])
SVV/PPV O (139 [T 1-16.7])
Other 1200208 [17.5-24.1])

BP blood pressure, CO cardiac output, 5V stroke volume, HR heart rate, Sv(); mixed venous oxvgen
saturation, Scv(), central venous oxygen saturation, SVV stroke volume variation, PPV pulse pressure
vanation, 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.,
Fabienne Tamion, M.D., Ph.D., Jean-Marie Tonnelier, M.D., Pierre Guezennec, M.D., Thierry Van Der Linden, M.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 §0 to

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

end point was mortality at day 28.



HE BJIMAET HA BbIXXNBAEMOCTb
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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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Iloka3zarenu

Cepaeunbliii HHAEKC (3,0-

5,0 ;1/MuH/M2)

HNupexc
BHYTPHUIPYIHOIO
o0bema kpoBHu (N=850-
1000 mJ/Kkr/kB.M)

HNuaeke riiodajabHOro
KOHEYHO-
AMACTOJUYECKOTO
oobema (N=600-800
MJI/KI/KB.M)

HNupexc BHecocyaucToun
BOABI B jJerkux (N=3-7
MJI/KT)

Nupexc
MPOHHUIIAEMOCTH
cocynoB jgerkux (1-3)

HNHaekc cUCTEMHOT0
COCYAHCTOIO
cOnpoTuBJIeHus (1200-
2000 xuu cex cM-5 /m2)

Baszonpeccopsl

HNBJI

1,9

1726

1381

28

2985

+

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

2,9

1278

1184

20

2655

+

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

JHn
3,6

987

765

12

2189

CPAP+PS: FiO2
0.3, PEEP
3cmH20,

3,4

854

688

1874

CaMocToATeLHOE



IToxazarenu 1 2

pH 7,33 7,35
Jlakrar(a), MMOJIB/1 4.6 2,8
P\F 138 189

KpeaTUHWH 732 MKMOIb/I

7,39
1,3

194

7,42
0,9

235



PaHHAa nakTaT-
OPUEHTUPOBAHHAA Tepanus
naktart < 3 MMonb/n

Am J Respir Crit Care Med 2010.182:752-T61.

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:
0o - severe sepsis (n=69) k - :
- septic shock (n=66) I—.——i
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Days following study entry favours lactate therapy favours control therapy
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Megative BE (mmoifL) on haspital admission [Pwithin 24 hrs)

BE > 4 mkmonb/n HesaBucumbil dhakTop pucka pasBuTud
Orl'J1

Ctabunnsauusa BE B TedyeHue 24 yacoB , JOCTOBEPHO
NOBbILLAET BbXXKMBAEMOCTb

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

of acidosis after traumatic shock. J Trauma 1998; 44: 114-118




Knaccugukauma KpoBonoTepPU Ha
OCHOoBe AedoumumTa OCHOBAHUN

Knaccl|l Knaccll Knacclll Knacc IV

LLlok HeT INNerkag CpegHaa Tsxenas
(TAXKECTb)
BE, <2 >2-6 >6-10 >10
(MMonb/n)
[MoTpebHOCTL ? ? TpaHcdy3ns MaccusHas
B TpaHcdy3ud

nepennBaHnm
KpOBMU



Long-term outcomes in patients

with septic shock transfused at a lower versus
a higher haemoglobin threshold: the TRISS
randomised, multicentre clinical trial

E

Sofie L. Rygard!', Lars B. Holst!, Jarn Wetterslew?, Per Winkel?, Par I. Johansson?, Jan Wernerman?,
1.7+

Anne B. Guttormsen®, Sari Karlsson® and Anders Perner’™,
The TRISS Trial Group and The Scandinavian Critical Care Trials Group

Lower haemoghobin threshaold
R\-M‘—‘_‘_‘ ]

Higher haemoglobin threshold

Probability of survival (%)

T T T
400 600 800

Days from randomisation

Mo. at Risk

Lower haemoglobin threshold 502 257 211 125 25 12

Higher haemoglobin threshold 496 241 207 122 49 B
Fig. 2 Time to death or censoring. Shown are the survival curves in the two intervention groups in the intention-to-treat population, with data cen-
sored at the tirme of longest follow-up, which was 1 year after randomisation of the |ast patient. The Kaplan—Meier analysis and log-rank test showed
that the sunvival time did not differ between the two groups at the 5 % level of statistical significance

L.
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Restricting volumes of resuscitation

fluid in adults with septic shock after initial
management: the CLASSIC randomised,
parallel-group, multicentre feasibility trial

Peter B. Hjortrup ', Nicolai Haase', Hl—'”-—'ElHli]‘Hri Simon L. Thomsen?, Robert Winding®, Ville Pettil3®,
° David Lodah!”, Rasmus E. B ® Henrik Christensen®, Martin B. Madsen', Per |r||-H|] g
Jorn Wetterslev'®, Anders Perner’!1* , The CLASSIC Trial Group, The Scandinavian Critical Care Trials Group




& Odds ratios of exploratory outcomes

Fluid Restriction Standard Care Odds ratio (95% CI)

Mo, of ewvents / Mo, at risk

Death by day 80 2575 (33%) 3176 (41%) 0.71 (0.536-1.40) 0.32

Ischemic events in the 1SU TS (4%) STE (12%) 0.32 (0.08=1.27) 011

Worsening of AKI T3 (37T%) 3872 (54%) 0.46 (0.23-0.02) 0.03

1.8 2

s

Favours Favours
Fluid Standard
Restriction Care

b Time to death

—— Fluid Restriction
—— Standard Care

Probability of Survival (%)

{logrank test: P=0.77)

20 100 150 200 250 300 330 400

) Days since randomisation
Mo, at risk

Fluid Restriction 47 32 15
Standard Care 42 24 11




HoBada napagurma MHTEHCUMBHOW Tepanuu
“LESS IS MORE”

KnnHundyeckaga nosfib3a

[logxon K Tepanuu

MAJBIE 1O +BbPKMBAEMOCTb MPW POC
MEHbLIE TPAHC®Y3MN 3M 1
C3r 1 BEDKVMBAEMOCTM
MEHBLIE NHDY3UM N BLIKUBAEMOCT Y
MEHbLIE MHBA3VBHOMO ;
MOHUTOPUHIA LPUCKA OCINOXXHEHWW
MEHbLUE MHCYNMHA PASHOPEYMBbLIE NOKA3ATEJIbCTBA
KIMMHNYECKOW MNOJNb3bl
MERBLLE CERALIAW | ANTENBHOCTW VBT

MEHBLLIE AHTUBMOTUKOB | qpoIEHT PESUCTEHTHOCTM

MEHbLUE KMCNOPOOA | MOBPEXOEHWA NEMTKUX A
MOS3I'A

MEHBLIE CTEPOWAOB oo LMAHUYECKAS MONB3A



«ChNaceHne»

e arpeccmBHas MHMY3MOHHANA Tepanus,
HanpaBfieHHasa Ha noggepXxaHue
apTepuanbHOro AaBreHns BedeT K
YBENUYEHNIO KPOBOMOTEPU, TMMOTEPMUN U
Pa3BUTUIO KoarynonaTtum n B KOHLIE
KOHLIOB K MOBbILLEHUIO NeTanbHOCTY



MOHWTOPWUHI

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

JTabopaTopHbIN (OeduUnUT OCHOBaHUW,
nakTar, rMuKeMunsi, ANeKTPONUTHbIN
cocTaB)
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