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Cap.1 Generaliteti

1. 1 ldentificarea bolnavului chirurgical grav
1.1.1 Bolnavul grav potenlial
1.1.2 Bolnavul grav real

Bolnav chirurgical este acel bolnav care a suferit sau va
suferi un act terapeutic chirurgical (indiferent de tipul si am-
ploarea interventiei). Bolnavul chirurgical grav se deosebeste
de celelalte categorii de botnavi chirurgicali datoritd prognos-
ticului vital ameninlat. Daci prognosticul vital este imediat
amenintat, bolnavul se incadreazd in categoria bolnav grav
real; dacd exist5 doar riscul ca in scurt timp prognosticul vital
sa devind nefast, bolnavul se ircadreazd in categoria bolnav
grav potenEal. Incidenla boLnavilor chirurgicali gravi este in
crestere datoritd mai multor factori, dintre care: cresterea du-
ratei medii de viafd gi comorbiditdfile specifice vArstei inaintate,
incidenfa in crestere a patologiei traumatice, complexitatea din
ce tr ce mai mare a interventiilor chirurgicale, terapii complexe
postoperatorii.

1.1 ldentificarea bolnavului chirurgival grav

Cu toate cd pare un lucru simplu, identificarea, mai ales a
bolnavului grav potenfal (fapt ce are implicalii asupra pro-
gnosticului vital) poate scdpa examinatorului. Dacd bolnavul
grav real prezintd, serrne certe de gravitate, bolnavul potenfial
este doar o supozifie (susfinutd insi cu argurnente obiective).

1.1.1 Bolnavul grav potential intruneste doud sau mai
multe dintre urmitoarele conditii:
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. varsta - nu atat cronologice, cAt biologici (gradul de

uzurd) - traintatd;
. comorbiditifl multiple: FITA, antecedente cardiace,

BPOC, diabet, boli degerrerative, imunodepresie (in

cursul unor boli sau indusi medicamentos - imuno-

supresive) insuficierrfd renali cronici, insuficienli he-

patici;
o diagRostic tardiv al afecfunii pentru care se prezintd;
e intervenlie chirurgicali maiori in perspectivi sau deja

efectuatd;
. evolufie postoperatorie stationari'

Ace;ti bolnavi trebuie atent monitorizatt clinic - cel putin
doui examiniri complete zilnic - 9i prin investigafii paracli-

nice individualizate (ECG, ultrasonografie, examene radiolo=

gice, probe de laborator biochimie gi/sau hematologie, bacterio-

logie) ori de cate ori examenul clinic le reclamd. Mdsurile tera-

peutice urmdresc corectarea imeiliatd a ortcdrei abnormalitdyi
iesizate, p entru a epita tr ansformare a intr-un b olnag gr azt te al.

1.1.2 Bolnavul grav real la care Prognosticul vital este

imediat ameninfat poate ajunge in aceastd stare dac6 a fost

omisi starea de gravitate potenfiald 9i nu s-au intreprins mdsuri

de corectare, daci apare o complicalie majord postoperatorie

sau daci afecflunea pentru care se prezintd la internare este

veche, negLijati sau gravd prin ea insdgi.

Identificarea acestui tip de bolnavi se bazeazd Pe serrne

dinice: febrd,, tahicardie, dispnee, c:.au.:rozd, dezorientare tem-

porospatiald (manifestdrile neuropsihice, chiar discrete, sunt un

sefirn precoce a sepsisului grav), tendinfa la hipotensiune arte-

riald, oligurie. InvestigaFile paraclinice au rol secundar in iden-

tificarea bolnavului chirurgical grav real. Mai mult, nu trebuie

pierdut timp pentru investigafii 9i agteptate rezultatele in dauna

mdsurilor terapeutice imediate. hrvestigaliile se efectueazd con-
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comitent cu mdsurile terapeutice urgente si au rol i:r stabilirea
etiologiei stdrii de gravitate gi indicaliilor pentru tratamentul
ulterior. Mdsurile terapeutice imediate (urgente) cAt gi cele de-
finitive urmiresc prevenirea insuficienlei multiorganice (MSOF

- acronim tmprumutat din limba Englezd - Multilple System
and OrganFailure).

Bolnavul chirurgical poate fi grav de la prima examinare
(politraumatrzafr, afecliuni chirurgicale neglijate, grave prin ele
insele), sau poate deveni grav pe parcursul tratamentului chi-
rurgical datoritd complicafilor. Bolnavul chirurgical grav real
se incadreazd fir una din u::matoarele categorii:

a) Bolnao graa la internare;
b ) B olnaa grao datoritii cotnplicaliilor chirurgicale p ostop er atorii ;
c) Bolnao grao ilatoritd complicaliilor nechirurgicale.
Afecfiunile grave la prima examinare, dacl se insoyesc de

insuficienli multiorganici sau dacd necesitd suport ventilator,
i*p* internarea direct in sec,tiile de Terapie lntensivi. La
bolnavii cu MSOR mortalitatea poate ajunge la 65"/o.in spitalele
dotate cu mijloace tehnice si personal corespunzator, bolnavul
grav, dar la care nu s-a instalat MSOF, gi/sau nu necesitd suport
ventilator, poate fi reechilibrat si/sau pregdtit in vederea
intervenfei in salonul obi,snuit. Monitorizarea si reechilibrarea
corectd a acestor bolnavi sporesc eficienfa actului chirurgical si
imbundtSfesc prognosticul vital. Pentru ca un bolnav grav real
si nu ajungd in stadiul MSOF sau pentru ca un bolnav grav
potenfial si nu devinl grav real, trebuie identificaF factorii de
gravitate si instifuite mdsuri de corectare adecvate, energice ,si
mai ales in timp util.

a) Bolnav grav la internare: marea majoritate a bolnavilor
chirurgicali care se prezintd in stare gravd in urgenld sunt fie
politraumatizali, fie cu afecliuni intraabdominale neglijate.
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Caz clinic L.L

Bolrravi de 84 ani intemati la 4 zile de la debutul brusc al unei
afecfiuni abdominale, dominatd de dureri in etajul abdominal
inferior. La internare, bolnava este constiente, febrild, tahi-
cardicd, oliguricd, absenla tranzitului (ampula goald la tuseu cu

sensibilitatea Douglas-ului). TA 90/60, puls 100/min. ritmic.
Limba uscatd, abdomen destins, imobil, moderat rezistent si

dureros difuz la palpare. Hipersonoritate la percufie, absenla

zgomotelor intestinale. in salonul chirurgical, se instituie oxi-
genoterapie pe sondd nazald, resuscitare volemicd cu solutie
Ringer i.v., concomitent cu investigatiile paraclinice. Dupd
perfuzarea a 2000 ml fluide, TA maximd urcd la 120 mmHg. in
perioada tratamentului initial, sosesc rezultatele probelor de

laborator care indici leucocitozi (16.000 albelmmc) cu neutro-
fiIie, retentie azotatd moderatd (uree 60 mg/I, creatinina sericd

1)0 mg/L), glicemia normald. La examinarea ecograficd se

constatd lichid liber in cavitatea peritoneald cu €mse de intestin
subf,re dilatate si aperistaltice. Cu diagnosticul de peritonitd de

cauzd neprecizat6., la 2 ore de la internare se intervine laparo-
scopic sub anestezie generald cu IOT. Ansele aglutinate, falsele

membrane gi depozitele de fibrind i^p* conversia la laparo-
tomie mediand subombilicald. Se constatd apendiciti flegmo-
noasd peforatd cu peritonitd veche gi ocluzie mecano-inflama-
torie. Se practicd apendicectomie, toaleta minulioasd a cavitdfii
peritoneale, prelevare de probe bacteriologice, lavaj abundent,
drenaj larg. Sub antibioterapie si reechilibrare hidro-electro-
liticd, evolutia este lent favorabild cu reluarea dificild a tran-
zitului si episoade subfebrile gi de stazi gastricS. BoLrava
pdrdseste spitalul vindecati la 15 zile de la internare.
Comentarii: aceasta este categoria de bolnavi gravi care nu
necesitd intemare direct ir:r Terapie Intensivd. Mdsurile corecte

si rapide in salon, previn instalarea MSOF si compromiterea
prognosticului vital. Resuscitarea volemicd, oxigenoterapia con-
comitentd cu investigafiile absolut indispensabile. interventia
corectd gi in timp util, sunt cheia succesului.
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Caz clinic L.2

Bolnav tAndr, victima unui accident rutier, se prezintd in UPU
confuz, cu puls filiform, fard tensiune, palid, cu respiratie su-

perficiald, cu mdrci traumatice in hipocondrul st6ng 9i i:r re-
giunea frontali. Dupd resuscitare volemicd rapidd pe doud c6i
venoase periferice, cu TA 70/n mm gi semen evidente de

insuficienfd respiratory, este intemat ir:r Terapie Intensivd unde
este intubat, se continud perfuzia de cristaloide ire rihn rapid gi

respiralie asistatd. Examenul ecografic abdominal pune i:r evi-
denld prezenla de lichid intraperitoneal in cantitate mare. Se

intervine chirurgical dupi o ori de la intemare si se constatd

dilacerare splenici si rupturd de hemidiafragm st6ng. Dupd
splenectomie gi refacerea cupolei diafragmatice se corecteazd

anemia cu transfuzii de s6nge izogrup, evolutia este favorabild
gi bolnavul pdrdsegte spitalul dupi 10 zile de la accident.
Comentarii: bolnavul care se prezintd ir stare gravd,, se in-
temeazd in Terapie Intensivd, dacd necesitd suport ventilator.
Reechilibrarea are loc concomitent cu explordrile minime ne-
cesare deciziei terapeutice. Momentul intervenfiei nu trebuie
intArziat.

b) Bolnav grav postoperator in chirurgia electivi dato-
riti complicafiilor chirurgicale (in chirurgia electivi, cea mai
mare ratd a complicalilor gi morbiditelii postoperatorii ca ;i ma-
joritatea bolnavilor gravi, se irtAlneste in chirurgia digestivi).

Caz clinic 1.3

Bolnav de 57 ani internat pentru un cancer de unghi hepatic al
colonului. Se practicd hemicolectomie dreaptd extinsd la st6nga

si ileo-transverso anastomozd termino-terminald intr-un singur
plan, la stAnga colicii medii. Evolufie chirurgicald simpld (cu o
singurd dozd profilacticd de antibiotic intraoperator). in ziua a
5-a postoperator, dupd un episod febril in ziua precedentd gi

suprimarea tranzitului, pe tubul de dren din vecindtatea anasto-
mozei se exteriorizeazd conlinut digestiv in cantitate moderatd.
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Se instaleazi aspiratie pe tubul de dren in salon, se suprimd
ingestia 9i se instituie antibioterapie injectabild cu cefalosporine
de generafa II-a. Starea generald este mediocrd, bol:ravul este

febril, tahicardic, cu abdomen destins, dureros, aspiratul pe
tubul de dren creste cantitativ - peste 1000 m1/24 ore. Se decide
gi se practicd ileostomie de degajare, pe ansd continud, in
amonte de anastomozi. Ileostomia functioneazd defectuos,
aspiratr:l nu scadg starea generald se mentine mediocrd. Se

decide si se practicd exteriorizarea anastomozei. Bolnavul este

transferat in seclia Terapie Intensivd, este intubat cu suport
ventilator, se instituie nutritie parenterala totald - TPN (Total
Parenteral Nutrition). Apar semne de MSOF cu oligurie si
retenfe azotatd., tendinte h hipotensiune care necesitd admi-
nistare de dopamin5, apoi adrenalind, radiografic - pldmAn de
goc. ln ciuda terapiei intensive energice, boLravul decedeazd cu

9oc septic refractar, la 23 zile postoperator si 17 zile de la
apariFa fistulei.
Comentariiz instalarea fistulei a transformat un bolnaa obignuit in-
tr-un bolnao potrnlial graa. Ineficienta ileostomiei a fost factorul
determinant care a influenlat eaolufia nefaaorabild ulterioard gi a

. transformat bolnaaul potenlial graa intr-un bolnao graa real. in ciuda

mdsuilor de terapie intensiad, s-a instalat MSOF care a condus la

deces.

c) Bolnav grav datoriti complicafiilor nechirurgicale ir:r

evolutia postoperatorie.

Caz clinic 1.4

Bohravd de 54 ani cu obezitate gr. II, varice hidrostatice ambele
membre inferioare si litiazd veziculard necomplicatd. Este

operatd electiv, laparoscopic sub protecfie de anticoagulante.
Evolufie simpld p6nd in ziua extemdrii (a 3-a postoperator)
cAnd la mobilizare acuzd junghi toracic, dispnee, paloare, pier-
derea constienlei. Este intubatd imediat in secfia de Terapie
Intensivd, hipotensiune refractard, desaturatia ir:r oxygen gi



L7

decedeazd cu stop cardiac iresuscitabil la 30' de Ia accident.
Examenul necropsic confirmd embolia pulmonard masivd.
Comentarii: riscul emboliei pulmonare la bolnaai cu factori faao-
rizanli (obezitate, oarice), este amplificat de pneumoperitoneul sub

presiune din timpul interarnliei laparoscopice. La acegti bolnarsi, o

litiazd aeziculard asimptomaticd sau oligosimptomaticd poate fi tra-
tatd conserztator, sancliunea chirurgicald fiind rezentatd doar com-

plicafiilor. Dacd se decide intmtenfia, trebuie folosit pneumoperi-

toneul de joasdpresiune sau tehnicifard insuflafie.

Caz clinic L.5

BoLrav de 67 an| fumitor, cu un grad moderat de BPOC, fard

alte antecedente evidente, este operat in urgerrtd, duminicd
noaptea intr-un spital ordsenesc pentru ulcer duodenal perforat
recent (suturi, epiplooplastie, lavai si drenaj peritoneal, fard
antibiotice). Evolufie chirurgicald simpld.ln ziua a Ga, bolnavul
prezintd junghi toracic, dispnee, tuse, frison si febrd. Examerrul

clinic deceleazd un focar pneumonic la baza pulmonului drept.
Se preleveazd sputa pentru examen bacteriologic. in week-end

examenul radiologic nu este accesibil gi bohravului i se admi-
nistreazd empiric o cefalosporini injectabild de generalia a II-a.
in urmdtoarele 24 ore starea generald se altereazd, bolnavul este

hiperpirexic, oliguric, devine confuz pi este transferat la Spitalul

|udelean, i:r secfia de Terapie Intensivd. Datoritd desaturaliei in
ofgen a s6ngelui periferic, este sedat si intubat cu suport
ventilator. Se administreazd sol. Ringer i.v. si oxygen pe sonda
de intubafie. Moderatd retentie azotatd. Radiografia toracicd
relevd un bloc pneumonic ire lobul pulmonar inferior drept, cu
tendinte la excavare. Probele bacteriologice recoltate vineri din
exudatul bronsic pun fi:I evidenld o flord mixti, rezistentd la
cefalosporine. Se ir:rlocuegte cefalosporina cu o chinolond, con-
form sensibiliafii. Evolutia este lent favorabild, functia renali se

amelioreazd, focarul pneumonic intrd in rezolutie radiologicd gi

dupd 4 zile este detubat si extemat din secfia ATI cu indicatia
de a continua antibioterapia incd T zile. Pdrisegte spitalul a 1B-a
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decedeazd cu stop cardiac iresuscitabil la 30' de la accident.
Examenul necropsic confirmd embolia pulmonard masivd.
Comentarii: riscul emboliei pulmonare la bolnaoi cu factori faao-
rizanli (obezitate, aarice), este amplificat de pneumoperitoneul sub

presiune din timpul interoenliei laparoscopice. La ace;ti bolnaoi, o
litiazd oeziculard asimptomaticd sau oligosimptomaticd poate fi tra-
tatd conseraator, sancliunea chirurgicald fiind rezeraatd doar com-

plica[iilor. Dacd se decide intmsenfia, trebuie folosit pneumoperi-

toneul de joasd presiune sau tehnici fard insuflalie.

Caz clinic 1.5

Bohrav de 67 ari, fumdtor, cu un grad moderat de BPOC, fard

alte antecedente evidente, este operat in urgenti, duminicd
noaptea intr-un spital orSgenesc pentru ulcer duodenal perforat
recent (suturd, epiplooplastie, lavaj si drenaj peritoneaf fard

antibiotice). Evolulie chirurgicald simpld.ln ziua a Ga, bolnavul
prezintd junghi toracic, dispnee, tuse, frison si febrd. Examenul
clinic deceleazdvn focar pneumonic la baza pulmonului drept.
Se preleveazd sputa pentru examen bacteriologic. in week-end

examenul radiologic nu este accesibil pi bolnavului i se admi-
nistreazd empiric o cefalosporini injectabild de generala a II-a.
in urmdtoarele 24 ore starea generald se altereazd, bohravul este

hiperpirexic, oliguric, devine confuz si este transferat la Spitalul

|udelean, in secfia de Terapie trtensivd. Datoritd desaturaliei in
oxigen a sAngelui periferic, este sedat gi intubat cu suport
ventilator. Se administreazd sol. Ringer i.v. si oxygen pe sonda
de intubafie. Moderatd retentie azotatd,. Radiografia toracicd
relevd un bloc pneumonic in lobul pulmonar inferior drept, cu
tendin;d la excavare. Probele bacteriologice recoltate vineri din
exudatul brongic pun h evidentd o flord mixtd, rezistentd la
cefalosporine. Se i:rlocueste cefalosporina cu o chinolond, con-
form sensibiliafii. Evolutia este lent favorabild, functia renald se

amelioreazd, focarul pneumonic intrd i::r rezolutie radiologicd gi

dupd 4 zile este detubat si extemat din secfia ATI cu indicatia
de a continua antibioterapia incd 7 zlJe.Pdrdsegte spitalul a 18-a
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zi postoperator cu o intemare de 5 zile in Terapie Intensiva gi 12

zile de antibioterapie fintitd.
Comentarii: o complicalie nechirurgicald a transformat in bolnaa

obignuit intr-un bolnaa chirurgical graa, datoritd fuffirzierii trata-

mentului corect ( antibioticul adeaat).

Caz clinic L.6

Bolnav de 45 ani, fumdtor, intemat pentru hemie inghinali, cu

fibrilalie atriald cronici cu ritrn lent, cu stare generald perfectd,

tuse tabagicd, steatozd hepaticd gi polakiurie nocturnd. Posto-

perator evolufie chirurgicaH simpld, retenlie acutd de urind -
sondaj vezical, infecpe urinara (frison, febrd, sediment urinar
patologic); antibioterapie orald. Tuse ineficientd, cu acumulare

de secretii brongice, atelectazie pulmonard, hipoxie; aspirafie

bronsicd, oxigen pe sondd nazald. A patra zi postoperator, stop

cardiac iresuscitabil - deces.

Comentarii: la botnaaii cu multiple comorbiditati, complicalii minore

nechirurgicale Oetentie de urind - infeclie urinard, stazd brongicd) pot

aoea consecinle graoe.

Rispunsul la agresiune ir cazul bolnavului grav este com-
plex. Func!ile organului sau sistemului afectat de boald, dacd

sunt grav dereglate, influenleazd funcFile altor aParate gi sisteme

care reactioneazi in mod specific (aparatul circulator - hipo-
tensiune, aparahrl respirator - hipoxie, aparatul excretor - oli-
gurie, retenfie azotatd, etc.).

Abordarea bolnavului chirurgical grav se face luAnd in con-
siderare atAt patologia organului determinant a stdrii de
gravitate cAt si rispunsul celorlalte aparate si sisteme. Cu toate
cd tratamentul patologiei orgartului determinant condilioneazd
decisiv evolutia bolnavului grav ;i necesiti uneori intervenfia
altor specialisti, abordarea inifiald trebuie sd fie rapidd gi
nespecifici urmirind suportul funcliilor vitale eventual dere-
glate. ln continuare, tratamentul de susfinere se combini cu
tratamentul patologiei organului determinant.



19

Generalititi - DE RETINUT

,/ ldentifici clinic bolnavul grav potential daci intrunegte doui sau

mai multe dintre urmitoarele criterii: v6rsta, -comorbiditili
multiple, diagnostic tardiv, intervenlie maiorS, eJotulie stalio-
nari. ldentifici @ayul srav--fg! dupi urmitoarele criterii cli-

nice: febr5, dispnee, tahicardie, cianozi, semne discrete neuro-
psihice, hipotensiu ne, oligu rie.

/ Nu intArzia tratamentul inifial, nespecific (fluide i.v., oxigen) in

a$teptarea rezultatelor exploririlor paraclinice.
,/ Urmdre5te gi corecteaz5 dezechilibrele bolnavului grav potenlial

pentru a preveni transformarea intr-un bolnav grav real.
./ Ac[ioneazi rapid asupra bolnavului grav real pentru a preveni

aparilia MSOF.



Chapter 1 OVERVIEW

1.1 ldentifying the Critically lll patient

1.1.1 Potentially Critical lll Patient
1.1.2 Really Critical Patient

The surgical patient - the patient who has suffered or will
suffer a therapeutic surgical procedure (regardless of the type
or extent of surgery).

Critically ill surgical patient - threatened vital prognosis.
Really critical patient the vita] prognosis is

immediately threatened.
Potentially critical patient - the vital prognosis is at risk

of becoming poor very soon.
The incidence of the critical surgical patients increases

due to several factors, such as: comorbidities associated with
old age (the increase of the average life span), the growing
incidence of traumatic pathology, the complexity of larger
surgical interventions and postoperative complex therapies.

1.1 ldentification of Critical Surgical Patient

Although it seems to be a straightforward task to identify
someone who is potenUaUy critical (which can often make the
difference between life and death), this can be quite
challenging.If the really critical patient shows gravity signs, the
potentially critical patient is just a supposition and must be
supported by arguments.

1.1.L. Potentially Critical Patient - must show at least
two of the following:

- old age (old biological age),
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- associated multiple comorbidities, such as: high blood
pressure, COPD, degenerative diseases, diabetes,

immunosuppression (acquired or drug induced) and

chronic renal failure,

- late or undiagnosed present complait,

- major surgery - (planned or already conducted),

- no improvement on the post-op evolution (stationary).

These patients should be closely monitored (at least two
complete examinations every day) as well as lab investigations
(such as U&E's, FBC's, swabs for culture and sensitivity, ECG,

ultrasound, x-rays) should be performed whenever the clinician
feels necessary. Therapeutic actions should be aimed to correct
abnormalities immediately in order to avoid becoming a really
critical patient.

1.1.2 Really Critical lll Patient - the patient whose vital
prognosis is immediately threatened can fall into this condition
if:

- his/her potentially serious condition was previously
omitted and corrective actions were not taken

- there is a major post-op complication or

- if the present complaint is old, neglected or serious in
itself.

The identification of these patients is based on clinical
findings: fever, tachycardia, dyspnea, cyanosisconfusion, a

tendency of hypotension and oliguria. Discrete neuro-
psychiatric manifestatiqns are an early sign of severe sepsis,

Lab investigations play a secondary role in order to
confirm the severity of this condition. Moreover, no time
should be wasted on the investigation and on waiting for the
results without immediate therapeutic action. The investigation
should be carried out at the same time with the initial
therapeutic action and plays a role when it comes to
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determining the severity and etiology of the status and
indications for definitive treatment. Immediate and definitive
therapeutic action is aimed at avoiding a development of
multiple system organ failure - MSOF. '

The critically ill surgical patient can be diagnosed at the
first examination (multiple injuries, neglected surgical condi
tions) or become critical due to complications during surgery.
The critical surgical patient falls into one of the following
categories:

a) Critically ill surgical patient on admission;
b) Critically ill surgical patient due to postop surgical

complications;
c) Critically ill surgical patient due to non-surgical

complications.
Severe diseases diagnosed from the first examination

require admission in ICU if they are accompanied by MSOF or
if they need artificial ventilation. It was found that for patients
with MSOF, the mortality rate could reach 65"/". However, in
hospitals adequately equipped and with the appropriate staff,
the critical surgical patient (without MSOF or who doesn't
require artificial ventilatiory how) can be managed and/or
prepared for surgery on the ward. Close monitoring and mana-
gement of these patients increases the efficienry of surgery and
improves the vital prognosis. Severity factors should be
identified and corrective action needs to be established quickly
in order for really critical patients not to reach the MSOF stage
and for potentiaUy critical patients not to turn into a really
critical patient.

a) Critically ill surgical patient on admission: The great
majority of surgical patients who come to hospital in critical
condition either have multiple injuries or have been neglected
with abdominal disorders.
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Case history L.1

An 84 years old lady is admitted after 4 days from the sudden
onset of lower abdominal pain. On admission, the patient is
conscious, febrile, tachycardic, with oliguria no bowel
movement, BP 90/60, rhythmic pulse - 100/min. Dry tongue,
distended, immobile, slightly resistant abdomen and diffused
pain on palpation, hypersonic at percussion, absence of bowel
sounds and empty rectal ampulla upon rectal examination. Lab

tests were requested while a oxygen nasal mask was given. i.v.
fluids were prescribed and after 2liters of Ringer's fluid, her BP

went up to 120 nimHg. During the initial treatment, the lab test
reported leukocytosis (16,000 WBC/mmc), a high range. of
neutrophils, moderate nitrogen retention (urea 60 rng/\, serum
creatinine 1.20 mg/l) and normal range of blood sugar. The
ultrasound examination showed free fluid in the peritoneal
cavity, dilated bowel loops and no bowel movements. The
diagnosis was peritonitis - an unspecified cause. Laparoscopy
under general anesthesia was performed at 2h following the
admission. Agglutinated loops, false membrane and fibrin
deposits requested conversion to lower median laparotomy. An
old appendicular peritonitis and inflammatory mechanical

occlusion were found. An appendectomy was conducted, the

peritoneal cavity was irrigated, culture and sensitivity swab
requested, with abundant lavage and wide drainage. Under
antibiotic therapy and IV fluids, the patient slowly progressed,

bowel movements restarted but still had low grade fever
episodes and gastric stasis. The patient left the hospital and was

cured in 15 days following admission.
Comments: this case falls into the category of the critical surgical

patient who does not require direct admission to lCU. Rapid and

correct treatmutt actions preaented MSOF installation and didn't

ffict the aital prognosis. i.a. fluid resuscitation, oxygen therapy,

concomitant inaestigations, correct and timely intnvention are the

keys to success.



165

Case history 12
A young man, the victim of a road traffic accident, comes to AE
confused, irregular pulse, no BP, pale skin, superficial
breathing, forehead and right upper quadrant injury marks.
Following resuscitation - i.v. rapid volume replacement
through two central cannulas, BP 70/30 mmHg, the patient is
admitted to ICU, intubated, the perfusion of crystalloid
continues at a high rate. An abdominal ultrasound examination
revealed the presence of intraperitoneal fluid in large amounts.
Laparotomy was carried out one hour following admission and
a ruptured spleen and left hemi diaphragm were found. After
splenectomy and diaphragmatic dome restoratiory his anemia
was corrected with iso group blood transfusions. Post-op
evolution was good and the patient left the hospital 10 days
after the accident. Comments: the patient in a citical condition is

admitted to ICU if he/she requires oentilatory support. Rebalancing

occurs while the minimum necessary explorations are requested for
the therapzutic decision. The time of surgery should not be delayed.

b) Critically ill surgical patient due to postoperative
surgical complications: Elective gastro-intestinal surgery is
accompanied by the highest rate of complications and post-
operative morbidity is in most critical patients.

Case history 1.3

A 57 years old man had an extended right hemicolectomy with
ileotransverso end-to-end anastomosis for lrepatic angle colon
cimcer. Post-op evolution was good and no antibiotic therapy
was needed (intraoperative prophylactic dose). The 5s post-op
day, a moderate amount of digestive content came through the
drainage tube, placed near the anastomosis. The previous day
the patient had fever and no bowel transit. The drain was
suctioned, oral feeding was stopped and IM (intra-muscular)
2'd generation cephalosporin antibiotics was prescribed. The
general condition was mediocre; the patient was febrile,
tachycardic, with a painful and distended abdomen. Drain tube
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aspiration was increased to more than 1000 rr.l/24 hours. The
decision to perform clearance ileostomy on a continuous loop,
upstieam of the anastomosis was taken. Ileostomy functioed
poorly, aspiration Jaied to decrease, the overall condition
remaied mediocre, the option was to extemalize anastomosis.
The patient was transferred to the ICU ward, remained
intubated with ventilatory support and TPN (total parenteral
nutrition). MSOF symptoms: oliguria and nitrogen retention,
tendency to hypotension requiring dopamine, and adrenaline.
Radiographic examination - shock lung. Despite vigorous
intensive care, the patient died with refractory septic shock
after 23 days following surgery and77 days after the occurrence
of fistula.
Comments; the occurrence of fistula turned a regular patient into a

potentially critical patient. lleostomy was inffictitse and represented

the trigger factor. This led to the unfattorable eaolution and turned

this patient from a potentially critical patient to a really critical
patient. ln spite of the intensiae care therapies; MSOF was installed

and led to death.

c) Critically ill surgical patient due to non-surgical post-
operative complications.

Case history 1.4

A 54 years old lady,Zil grade obesity, hydrostatic varicose
veins on both legs and uncomplicated gallstones. Laparoscopic
surgery was performed under the protection of anticoagulants.
The post-op evolution was good until the day of discharge
(postoperative day 3) when she complained of stabbing thoracic
pain, dyspnea, pallor and loss of consciousness. She was
intubated in ICU, with refractory hypotension, oxygen
desaturation and cardiac arrest occured. There was no response
to resuscitation methods and patient died after 30 minutes.
Comments: the risk of pulmonary embolism in patients with

faaoring co-morbidities (obesity, aaricose aeins) is amplified by the

pressured pneumoperitoneum during laparoscopic surgery. ln these
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patients, an uncomplicated gallstone can be treated conseroatitsely;

surgery is reseraed for complications. lf you decide to haoe surgeryt

the intentention should be made in lout pressure pneumoperitonellm,

or without an insufflation technique.

Case history 1.5

A 67 years old man, smoker, with moderate COPD, without any

other obvious medical history, was operated on in emergency

on a sunday night, in a District General Hospital for a recently

perforated duodenal ulcer (suture, epiploonoplasty, lavage,

peritoneal drainage without antibiotics)' The post-op Progress

ias good. On the 6h day, the patient complained of chest pain,

dyspnea,cough,chillsandfever.Theclinicalexamination
dltected a pneumonic block at the right lung base' Sputum was

collected for bacteriological examination. The X-ray unit was

not available over the week-end and the patient was given a 2"d

generation i.m. cephalosporin. Lr the next 24 hours the patient's

o.rerall health was getting worse, with hyperpyrexi4 oliguria;

the patient was becoming confused and was transferred to the

intensive care unit. Due to low oxygen saturation in the

periplreral blood, he was sedated and intubated with ventilator

iuppott. Moderate nitrogen retmtion was found' The chest

radiography performed on Monday morning revealed a

pneumonic block on the right lower lung lobe with a tendency

io excavation. Bacteriological samples collected from bronchial

exudate on Friday reveaed a mixed flora, resistance to

cephalosporin. Cephalosporin was substituted with a quino-

lone, according to sensitivity. The evolution was slow but

favorable, renal function improved, pneumonic block entered

into radiological resolution and after four days he was

extubated and discharged from the ICU ward. The patient left

hospital 18 days after surgery with hospitalization for five days

in intensive care and 10 days of target antibiotic'

comments: A non-surgical complication turned an ordinary patient

into a critically surgical patient due to the delay in prooiding the

corr ect tr eatmutt (tar geted antibioticil.
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Case history L.6
A 45 year .old smoker, was admitted for an inguinal hernia,
good overall condition but chronically slow atrial fibrillation
rhythm, chronic cough, fatty liver and noctumal urinary
frequency. Good post-op evolution; simple surgical acute
retention of urine - catheterization, urinary tract infection
(chills, fever) - oral antibiotics; ineffective cough, accumulation
of bronchial secretions, atelectasis, hypoxia; bronchial suction,
oxygen on the nasal tube. On the 4th day after surgery the
patient went into cardiac arrest and with no response to
resuscitation - died.
Comments; minor complications (urinary retention, urinary tract
infection, bronchial stasis, moderate hypoxia) can haoe serious
consequences in patimts zoith multiple co-morbidities.

The response to aggression is complex with the critical
patient. The functions of an organ or a system that is affected by
the disease can be severely impaired and may affect vital
functions of other organs and systems which react specifically
(circulatory system - hypotension, respiratory - hypoxia,
excretory system - oliguria, nitrogen retention, etc.). The critical
surgical patient approach must take into consideration both
organ pathology (determining the severity of the condition) and
the response of other organs and systems. Although the
pathology treatment of the affected organ decides the evolution
(subject to surgical specialties and sub-specialties), the initial
approach for the critical surgical patient must be rapid and
nonspecific and in support of the vital functions. Furthermore,
supportive care treatment has to be combined with the
treatment of the affected organ dysfunction.
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Overview - TAKE HOME MESSAGE

/ ]fhe potentially critical patient needs to be identified if two or
more clinical criteria are met: old age, multiple comorbidities,
tate diagnosis, major surgery, stationary evolution.

{ The really critical patient needs to be identified according to the
following clinical criteria: fever, dyspnea, tachycardia, cyanosis,

neuropsychological symptoms, hypotension, and oliguria.
/ tab tests play a secondary role when it comes to establishing the

severity of the case and should not delay the initial treatment that
has to be nonspecific and supportive for the vital functions.

/ Monitor and correct the unbalanced conditions of the potentially

critical patient in order to prevent turning into a really critical
patient.

/ Work fast on really critical patients to prevent MSOF.

/ OnlV after establishing urgent action of nonspecific initial support,
treat the pathology responsible for the condition and severity of
the case.


