Terapeutické a diagnosticke
vykony u kriticky nemocnych
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kanylace a. radialis, femoralis

indikace : méreni invazivniho
tlaku, vysetreni arterialni krve

alenlv test

komplikace: infekce , ischemie
ruky




kanylace centralnich zil

V. subcl : dobra fixace, méné
infekci

* V. jugularis: snadny pristup
pfi kanylaci a. pulmonalis

« v femoralis: dobry navrat,
vice infekci




ASTRUP- trivialni pistup

pH<7,35 acidosa
— T

pCO2 1 pCO2 |
respiracni metabolicka
acidosa acidosa

veétSina poruch je ale kombinovanych

pH >7,45 alkalosa
— T

pCO2 =1 pCO2 |
metabolicka respiracni
alkalosa alkalosa




*pH akt.
*pCO2
*pO2

HCO3 akt.

HCO3 st.
Teplota

7.430 (7.350-7.450) ( *)
6.40 kPa ( 4.80-590) ( )->
18.00 kPa  (10.66-13.30) ( )->
31.9 mmolll ( 22.0-260) ( )->
30.0 mmolll ( 22.0-260) ( )->
36.8




*oH akt. 7.340 (7.350-7.450) <-( )

*pCO2 440 kPa ( 4.80-590 ) <-( )
*pO2 16.70 kPa ( 9.50-13.30) ( )->
HCO3 akt. 17.8 mmol/l ( 22.0-26.0 ) <-( )
HCQO3 st. 19.5 mmol/l ( 22.0-26.0 ) <-( )
Teplota 36.0

Plazma:

Laktat 11.70 mmol/l ( 0.50-2.20 ) ( )=>




DISORDER HCO5™ (mmaol/1) (mEg/L) pLO+ (mmHg) SBE mmol/l {mEg/L)

Metabolic acidosis <22 mmol/l (<22 mEg/L) =(1.5x HE[}3-} +8 <=3
= 40 + SBE
Metabolic alkalosis =26 =(0.7xHCO3) +21 >+3
= 40 + (0.6 x SBE)
Acute respiratory acidosis = [{pEDz - 40) [ 10] + 24 =45 =0
Chronic respiratory acidosis = [(pCO5 - 40) [ 3]+ 24 =45 =0.4x [pcﬂg - 40)
Acute respiratory alkalosis =[(40 - pCO4) / 5] + 24 <35 =0

Chronic respiratory alkalosis = [(40 - pCO5) [ 2] + 24 <35

= 0.4 x (pC05 - 40)

____——— Ichyba(pC0O2-40) u

priklad:
1.chceme vedét jestli ma pacient Cistou MAC, pH 7.2, HCO3
jesti ma pacient MAC a 14 HCO3 pak podle vzorce (nahore):

respir alakloz

14 mmol/l, paCO2 3,9 kPa

pCO2 = (1.5*14)+8=29mmHg=3,9kPa, coz odpovida skuteCnému pCO2, pacient ma Cistou

MAC

2. chceme védeét jestli ma pacient Cistou MAC, pH 7.1, HCO3 14 mmol/l, paCO2 5,3 kPa

jesti ma pacient MAC a 14 HCO3 pak podle vzorce (nahofre):

pCO2 = (1.5*14)+8=29mmHg=3,9kPa, ale pacient ma 5,3 kPA, mél by mit nizsi pCO2

(kompenzace), to znamena ze ma zaroven respiracni acidos

atd...

u




metabolicka acidosa, MAC

INCREASED ANION GAP

Endogenous acids Toxic ingestions
Renal failure Ethylene glycol
Ketoses - diabetic, alcohol, starvation Salicylate
Lactic acid Paraldehyde
Unknown anions: liver failure, sepsis Methanol
Mon-ketotic hyperosmaolar hyperglycaemia Toluene

Iran®

MORMAL ANION GAP

Renal tubular acidosis Urine 5ID (Na + K - 1) =0 Non-renal Urine SID (Na + K -l

Fn

=

aninon gap AG = Na+ + K+ — Cl- HCO3
norma AG is 8-12 mmol/l
korigovany normalni AG = 0.2 (albumin g/l) + 1.5 (phosphate mmol/l).




MAL

» Severe depletion in free water inducing a parallel increase in Na+ and CIl-. Since the
concentration of Na+ > Cl—, the difference between them increases.

*Cl- is lost from the Gl tract or urine (diuretic use or abuse) in excess of Na+.

*Na+ is administered in excess of Cl-.

*There is a severe deficiency of intracellular cations such as magnesium or potassium.
This decreases intracellular Cl- and secondarily total body Cl- is reduced.

*Diuretic use (or abuse) is perhaps the most common aetiology of metabolic alkalosis.

» Gastrointestinal losses of Cl- include vomiting, gastric drainage, and rarely, chloride wasting
diarrhoea (villous adenoma).

» Administration of non-chloride sodium salts can occur with massive blood transfusions
(sodium citrate), parenteral nutrition (sodium acetate), plasma volume expanders (acetate or
citrate), Ringer’s solution (sodium lactate) or overzealous use of sodium bicarbonate.

 For several hours (or longer) following recovery from hypercarbia, metabolic alkalosis
(chloride-responsive) will persist so long as the respiratory failure was chronic enough to induce
renal compensation (Cl- excretion).

» Mineralocorticoid excess: primary hyperaldosteronism (Conn’s syndrome), secondary
hyperaldosteronism, Cushing’s syndrome, Liddle’s syndrome, Bartter’'s syndrome, exogenous
corticoids, and excessive liquorice intake.




Bradycardia Algorithm

(includes rates inappropriately slow for haemodynamic state)

If appropriate, give oxygen, cannulate a vein, and record a 12-lead ECG

Adverse signs?

Atropine
500 mcyg IV

Satistactory

Response?

No

» Systolic BP < 90 mmHg No
» Heart rate < 40 beats min"!
= Ventricular arrhythmias compromising BP
* Heart failure
Yes
»
A 4

Risk of asystole? \

Yes * Recent asystole

/ Interim measures: \

= Atropine 500 mcg IV
repeat to maximum of 3 mg
= Adrenaline 2-10 mcg min™’
+ Alternative drugs*
OR

KTranscutaneous pacing /

v
A

Seek experl help
Arrange transvenous pacing

* Mobitz |l AV block

» Complete heart block
with broad QRS

* Ventricular pause > 35/-

lNO

Observe

*Alternatives include:
Aminophylline
Isoprenaline
Dopamine

Glucagon (if beta-blocker or calcium channel blocker overdose)
Glycopyrrolate can be used instead of atropine




= Support ABGs: give oxygen; cannulate a vein

= Monitor ECG, BP, SpO,

» Record 12-lead if possible, if not record rhythm strip
= |dentify and treat reversible causes

Is patient stable?
Signs of instability include:
1. Reduced conscious level 2. Chest pain
3. Systolic BF = 80 mmHg 4. Heart fallure
(Rate related symptoms uncommon at less
than 150 beats min™)

Unstable

UptoBattempts

l Stable

Tachycardia

Algorithm
(with pulse)

' Is ORS narrow (< 0.12 sec)? |

Broad

NEI.FI’OW

Eroa:i QRS
Is QRS regular?

]7

Narrnw QRS
Is rhythm regular?

| Regular {

Irregular Regular

» Use vagal manceuvres

if unsuccessful give 12 mg;
Seek expert help

\ 4

= Adenosing 6 mg rapid IV bolus;

if unsuccessful give further 12 mg.

\

/Faasthilitias include:
= AF with bundle branch block
treat as for narrow complex
* Pre-excited AF
consider amiodarons
* Polymorphic VT (e.g.
torsades de pointes - give

Y
/—II Ventricular Tachycardia \\

{or uncenain rhythm}:

* Amiodarone 300 mg IV
aver 20-60 min; then 800 mg
over 24 h

If previously confirmed SVT

with bundle branch block:
= Give adenosine as for regular

\narmw complex tachycardia //

.\hmagnesium 2 g over 10 min)

4

*Attempted elecirical cardioversion is
always undertaken under sedation
or general anaesthasia

= Manitor ECG continuausly
Mormal sinus rhythm
restored?
Yes l

Probable re-entry PSVT:
» Record 12-lead ECG in
sinus rhythm
» If recurs, give adenosine
again & consider choice of
anti-arrhythmic prophylaxis

Figure 4,12 Tachycardia algorithm.

| ‘ Irregqular

/ Irregular Narrow Complex
Tachycardia
Frobable atrial fibrillation
Control rata with:
* j-Blocker IV, digoxin IV, or
diltiazem |V
It onset < 48 h consider:

= Amiodarona 300 mg IV 20-60

unin: then 900 mg over 24 h _//l

Seek expert help

4

Possible atrial flutter
= Control rate (e.g. B-Blocker)

[ J




Docasha kardiostimulace

Indikace WVI
AV blok Ill stupne ™= frekvence, mA,mV
bifasciculérn_l' ' technika:

b|0k, Mobitz I svenozni (vnitrni)

blok - u IM stimulace- lep$i ale
hemodynamicky casova prodleva

V)'/ZH amna transkutanni (externi

' o stimulace)- metoda volby
ts)lrglésy?(\éar die v akutni situaci

AV disociace
torsade points




Intraaortalni baldonkova
kontrapulzace

u nejcateji: IM s kardiogennim
sokem

inflace v diastole, zlepSeni
koronarni perfluize

deflace v systole: snizeni
periferni rezistence

spousténi cyklu podle EKG




T
H,O suction | Rk

em)

Negative
pressure

regu|cﬂor

Waler
seal

Hrudni drenaz

Indikace:
pneumothorax
hemothorax

empyem, pleuralni vypotek

RozliSeni transudat a exudat
(empyem)

Transudat ma pomér Pleur/Plasma
pro bilkovinu< 0.5

proLD < 0.6

Cholesterol <0,3.

Drainage
reservoir




Bronchoskopie

Indikace: atelektazy, inhalacni trauma
ventilatorova pneumonie, hemoptysis,
cizi telese

BAL: bronchoalveolarni lavaz: 150-400
ml tekutiny, kvantitativni mikrobiologicke
vysetreni




Zobrazovani




perkutanni tracheostomie




