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PROC DELAME VETSINOU CHYBY (NEBO MAME PROBLEMY) ?

1. Preceneni vlastnich schopnosti.
2. Pozde zavolame pomoc.

3. Nedomysleny postup bez radneho zalozniho planu.




OBTIZNA INTUBACE V TEHOTENSTVI
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Fig 1 The Mallampati classes at different time points. 7;, 8 months of pregnancy: Ty, during labour: T3, 20 min after delivery: Ty, 48 h after delivery.
The percentages of patients with Mallampati class 3 or 4 changed significantly: Ty vs T, P=0.0000: 7> vs T5, P=0.0005: T5 vs T, P=0.0000; Ty vs
Ty, P=0.0062.

Boutonnet et al., BrJ Anaesth 2010; 104:67-70

1OX vysSi riziko obtizné intubace se v prubéhu porodu jesté dale zvysuje!
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FYZIOLOGICKE ZMENY V TEHOTENSTVI

= rlst délohy = zvysena poloha branice e 5
L o L _ ZvysSena spotreba
= zvysena senzitivita k CO, v respiracnim centru (vliv progesteronu)

a snizena zasoba O, !!!

= vysSi spotreba kysliku (zvySeny metabolismus matky + plod)

Relativni zména
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Conklin KA. Semin Anesth 1991; 10:221-34. Chestnut's Obstetric Anesthesia: Principles and Practice, 4th Edition, 2009




PREOXYGENACE !!!

A. lehka oblicejova kyslikova maska B. plIneé tésnici oblicejova kyslikova maska
5-8 minut dychani 100% O, 3-8 vdecht 100% O,
normalnim objemem v objemu vitalni kapacity







DAS Difficult intubation guidelines — overview

Plan A: i Succeed ) )
Facemask ventilation and Laryngoscopy ——- Tracheal intubation
tracheal intubation
Failed intubation
{ . .
STOP AND THINK
Plan B: Options (consider risks and benefits):
) ic Ai s d i
Maintaining oxygenation: Supraglott_lc Airway uccee 1. Wake the patient l..lp
SAD insertion Device ’ 2. Intubate trachea via the SAD
3. Proceed without intubating the trachea

Failed SAD ventilation \4' Tracheostomy or cricothyroidotomy
Plan C:

Final attempt at face Succeed

Facemask ventilation Wake the patient up

mask ventilation

Cico

Plan D:

Emergency front of neck Cricothyroidotomy
access

This flowchart forms part of the DAS Guidelines for unanticipated difficult intubation in adults 2015 and should be used in conjunction with the text.
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ProSeal Classic




THE LANCET

Preliminary Communications

CRICOID PRESSURE TO CONTROL
REGURGITATION OF STOMACH CONTENTS
DURING INDUCTION OF ANASTHESIA

WHEN the contents of stomach or cesophagus gain
access to the air-passages during ansesthesia the conse-
.quences are disastrous. In spite of modern anzsthetic
techniques-—or sometimes, regrettably, because of them—
regurgitation is still a considerable hazard during the
induction of anzsthesia, particularly for operative
obstetrics and emergency general surgery.i—?

By a simple manceuvre during induction of anz=sthesia,
regurgitation of gastric or cesophageal contents can be
controlled until intubation with a cuffed endotracheal
tube is completed. The same manceuvre may also be used
to prevent inflation of the stomach (a potent cause of
regurgitation) resulting from positive-pressure ventilation

1. De Lee, J. B

2. ﬁ;ﬁm%&ellfh:uﬁﬂ Obsrer. Gynec. 1946, 191

3. Morton, H. J. V. Wyhe,g'r' D. Anasthena, 1951, &, 190.
5

Coleman, D. J., L. Lancer, 1956, i, 708,
. Edwlrds, G., Moﬂon, H. L.V, &t "al. AM:I.IMM, 1956, ii, 194.

6. Lances, lDSﬁ
Ky R”aeporu ConﬁrLN: %’tnu"d 2 ints, Maternal Deaths in England
. on \{
e W alen, 1953.50 and 169557 LM “Stnmecrnal Deaths in Eng Sellick B. The Lancet 1961;2:404

J. P. Principles and Practice of Obstetrics;
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ZKONTROLOVAT
ODSAVACKU'!




ZKONTROLOVAT
ODSAVACKU !
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Fig. 3. (4) Magnetic resonance image of the neck without cricoid
pressure. (B) Magnetic resonance image of the same subject
demonstrating 12.1 mm of lateral esophageal displacement to
the left with application of cricoid pressure. C = cricoid carti-
lage, E = esophagus, VB = vertebral body.

Smith KJ et al. Anesthesiology 2003; 99:60-4
Rice et al. Anesth Analg 2009;109:1546-52




...tlak 30 N na krikoidni chrupavku muze zcela ‘zrusit’ vizualizaci glotis

Haslam et al. Anaesthesia 2005; 60: 41-47
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Sellick’s Maneuver “BURP”

Backward, Upward, Rightward Pressure

V 90% pripadu ziskame nejlepsi “pohled” tlakem na stitnou chrupavku, nikoli krikoidalni!




Effect of Cricoid Pressure on the Success of

Endotracheal Intubation with a Lightwand

R. Eric Hodgson, M.B., Ch.B.(Hons.), F.C.A.(S.A.)(Crit. Care),” P. Dean Gopalan, M.B., Ch.B., F.C.A.(S.A.),”
Richard C. Burrows, M.B., Ch.B., F.C.A.(S.A.)(Crit. Care),t Khangelani Zuma, M.Sc.t

30 7 .
''''' - Cricoid pressure
— No Cricoid pressure
24
18
Patients
12 -
Fig. 1. Kaplan-Meier plot of time to successful intubation for the
sixty patients. Thirty patients were intubated with cricoid pres-
6 - - sure, with values for four patients requiring multiple attempts
b censored. Thirty patients were intubated without cricoid pres-
oo = sure. Time to successful intubation was significantly prolonged
'''''''''''''''''' in the cricoid pressure group (P = 0.0001, log-rank test).
0 -

Hodgson. Anesthesiology 2001; 94:259-62
C 50 100 150

Time To Success |In Seconds
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SUKCINYLCHOLIN

< Nejrychlejsi nastup ucinku

< Vyborné intubacni podminky

< Neprochazi placentou

< Doporucena davka 1-1,5 mg/kg

Table 3. Onset Times and Durations of Neuromuscular

Block o

Succinylcholine Onset Duration of

dose (mg/kg) time(s) block (min) 1
0.3 72 + 30 44 +14 13
0.5 68 + 44 52+ 1.8 27
1.0 53 + 23 59 + 1.9t 30
1.5 56 = 31 7.2 £ 2F 30
2.0 52 =21 75+ 1.7 30

100+

Percent of Patients

B E xcellent
[ 1Good
E3Poor

B Failed

2.0

1.5 1.0 0.5 0.3 0.0
Succinylcholine Dosage (mg/kg)

Figure 1. Intubating conditions with different doses of succinylcho-
line (7 = 30 in. each group). The incidence of excellent intubating
conditions was significantly more frequent (*P < 0.001) in patients
receiving succinylcholine than in those of the control group and in
the 2.0 mg/kg succinylcholine group (P < 0.05) than in the
0.3 mg/kg buuuwlgholme group (Kruskal-Wallis test for multiple

compar 190119)

Values are means *= SD. \n/
*P < 0.01 versus succinylcholine 023, 0.5, and 1.0 mg/kg groups; tP < 0.05

versus succinylcholine 0.3 mg/kg group.
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Naguib M et al. Anesth Analg 2006;102:151-5




International Journal of Obstetric Anesthesia (2019) xxx, xxx-—xxx
0959-289X/$ - see front matter © 2019 Elsevier Ltd. All rights reserved.
https://doi.org/10.1016{j.ijoa.2019.08.005

ORIGINAL ARTICLE ELSEVIER

www.obstetanesthesia.com

Surgical conditions with rocuronium versus suxamethonium
in cesarean section: a randomized trial

J. Blaha,™" P. Noskova,™" K. Hlineck4,” V. Krakovska,® V. Fundova,” T. Bartosova,*
P. Michalek,” M. Stritesky®

*Department of Anesthesiology, Resuscitation and Intensive Medicine, st Faculty of Medicine, Charles University and
General University Hospital in Prague, Czech Republic

Table 2 Times from induction of anesthesia to end of surgery; and induction characteristics.

Rocuronium group Suxamethonium group Difference in means P-value
Mean Median mean median

Induction — delivery interval (s) 268.4 (72.9) 265 (223-330) 275.6 (63.4) 267 (239-400) —7.2(—39.5to0 19.3) 0.62
Induction — intubation interval (s) 105.8 (33.7) 108 (77-134) 67.6 (32.1) 63 (50-123) 38.2 (24.4 to 52.0) <0.001
Incision — delivery interval (s) 146.6 (68.3) 130 (99-179) 196.2 (50.7) —49.7 (-74.8 to —24.4) 0.0002
Intubation — incision interval (min) 15.8 (6.9) 15 (4-43) 11.7 (6.4) ' Q4 to 7.8) 0.061
Length of surgery (min) 39.3 (8.9) 39 (27-53) 39.4 (9.6) 0 3.8) 0.976
End of surgery to extubation (min) 5.2 (4.6) 4 (0-13) 8.8 (5.8) o014 0.002
SRSD (points) 3.73 (0.53) 4 (3-5) 2.77 (0.55) 0 0.20) <0.001
Blood loss (mL) 533 (76) 500 (500-600) 538 (98) St =38 to 28) 0.859
Thiopental (mg/kg) 4.7 (0.16) 4.7 (4.5-5.1) 4.7 (0.21) 4.7 (4.5-5. 0.471
Muscle relaxant dose (mL/kg) 0.092 (0.01) 0.093 (0.090-0.106) 0.095 (0.00) 0.094 (0.09-0.106) 0.072
Muscle relaxant dose (mg/kg) 0.55 (0.05) 0.56 (0.54-0.65) 0.95 (0.04) 0.94 (0.9-0.11) 0.177

Data are presented as mean (SD) or median (range). Difference between the groups is expressed as median (95% confidence interval). SRSD: Surgical rating scale for delivery.
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The Response of Newborns to Succinylcholine
and d-Tubocurarine
Leonard F. Walts, M.D.,* and John B. Dilion, M.D.}

Anesthesiology. 1969 Jul;31(1):35-8.

Results

Mean age of the G0 adult patients was 41
vears. The group given succinvicholine re-
ceived an average of 63 mg (range 54-83) of
drug. All patients had 100 per cent depres-
sion in twitch force. Recovery times to 10, 50
and 90 per cent of control values averaged
7.0, 8.5, and 10 minutes, respectively.
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Doba nastupu ucinku anestetika vs.“délka cesty*
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CISARSKY REZ - VOLBA ANESTEZIE

CELKOVA ANESTEZIE u SC:
Belgie 4%

2011 _ 2015 UsA d

<= 0BAAMA-CZ - <€ O0BAAMA-INT— Nizozemi

M Némecko <10%
CELKOVA 47 % | | CELKOVA 37 % UK <15%
Izrael 15%

REGIONALNI 53 % | |REGIONALNI 63 % Epanélsko <30%
Italie <30%

Stourac P, Blaha J et al. Anesth Analg. 2015 Jun;120(6):1303-8.
Stourac P, Blaha J et al. Eur J Anaesthesiol. 2019 Oct;36(10):801-803

Bucklin et al. Anesthesiology 2005, 103(3):645-653

Marcus et al. Der Anaesthesist 2011, 60(10):916-928

Betran et al. Paediatric and perinatal epidemiology 2007, 21(2):98-113

Wilkins et al. Anesthesia and analgesia 2009, 108(6):1869-1875

Tsai et al. British journal of anaesthesia 2011, 107(5):757-761

Van Houwe Pet al. Acta anaesthesiologica Belgica 2006, 57(1):29-37

Weiniger et al. International journal of obstetric anesthesia 2010, 19(4):410-416




E RAS Enhanced Recovery After Surgery

Fast-track patients on the road to recovery
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Eﬁﬂéshké nemocnice h:

DOPORUCENI PRED ANESTEZII

informadni letdk pro pacienty ebjedndvané k pldnevanému vikonu

Vaiend klientke, vaZeny kliente, vaienl rodife,

Vai edborny lékaf Vam doperudil podrobit se v nalem zdravemickém zafizeni operafnimu vykonu, k némuz Vam (Valemu ditét)
poskytneme vhodné znecitlivéni [anestezii). Zdkrok | anestezie budou provedeny formou hospitalizace, cof znamend, Ze se dostavite do
nadi nemocnice den pfed vykonem nebeo po dohodé® s lékafem rdne v den vykonu, po némE stravite v nemoenicl nékolik dnb (rydnd). ©
délce potfebné hospitalizace rozhoduje ofetiujici lékaf. K zajifténi pribéhu celéhe procesu Vas fadame o dodrfovani nasledujicich

doporueni:

I Pfed vykonem

1.
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Peclivé si prodtéte a vyplite piiloZeny Anesteziologicky dotaznik. Odevzdate ho pfi nastupu do nemocnice na
pfisluiném odd@leni. Svym podpisem pod Prohldieni pacienta stvrzujete, Ze jste byl/a sezndmen/a & podminkami a
dopeorufenimi k anestezil, Ze je budete respektovat a Ze s provedenim vykonu ve zvolené anestezii souhlasite. U
nezletilych pacientd vyplni a podepidi Anesteziologicky dotaznik a dohlédnou na dodriovdni 2. a 13. bodu redide
nebo zakonni zdstupei.

Piineste s sebou Vaie lékafskd doporufen a vysledky viech pfedoperadnich vyietfeni.
Informujte anesteziologa pfesné o:
- zdravetnim stave Vail osoby (Vaisho ditéte),
- pribéhu pfedchozich narkdz v Vas (Valeho ditéte) | pokrevnich pfibuzmych,
- pfedchozich krevnich pfevodech (transfuzich),
- ndvycich, zejména koufeni, piti alkehelu, kdvy, ndvykovych latkach.

Pokud ufivate Vy (Vale dité) jakékallv léky, vezméte je s sebou.

Meutivejte alespofi tyden pfed vykonem tablety obsahujici salicylaty (Acylpyrin, Anopyrin, Alnagen). Pokud je ale
ufivite jake prevend proti vznike srdednibe infarktu nebo cévni mozkavé pihedy, nepferviujte tote chronické uZivani.

V den pfed operad jezte Vy (Vale dité) jen lehce stravitelnou strave, pokud nejste lékofem poulenf/a  jinak.
Mejménd & hodin pied vykonem nesmi/te jist vibec. Minerdlky, vodu a &gj pfed
operad, kdy také pfipadné polkne /te posledni léky, které béiné uliva {&. MNejlépe je nejist a nepit od pilnodi.

Alespofi 24 hodin pfed vikonem nekufte a nepijte alkohol!

Po pfijeti do nemocenice YVam (Vafemu ditétl) bude pfidélenc l0Zke v jednom z pokojl se soddlnim zafizenim. Pokud
mate zviiend naroky na vybaveni nebe cheete obyvat jednoliZkevy pokoj, informujte o viech svych poZadaveich
oietiujictho |&kafe.

Pied operac absolwijete Vy (Vaie dité) specidlni pfedoperaéni pfipravu podle charakteru operaénthe vykeonu,
kterou Vam pledepile ofetfujici lékaf. Pfed zdkrokem se osprchujte nebo vykoupejte!

V den vykonu si feny a divky odstrani svi] make-up a odlakuji si nehty. Menoste do nemocnice fperky a jiné
snimatelné ozdoby.




Vieobecna fakultni nemocnice v Praze Formular

Klinika anesteziologie, resuscitace a intenzivni mediciny F-KARIM-044
U Nemocnice 499/2, 128 08 Praha 2 Strana 1 z2
IC: 00064165, tel. 224 961 111 Verze Cislo: 2

POROD Z POHLEDU ANESTEZIOLOGA — INFORMACE PRO RODICKY
7 : 7 v < = o= o

y) \ - LR el . o 4

PLANOVANY CISARSKY REZ

Jidlo a piti pFed operaci:
Den pred vykonem rodicka ji a pije normalné, a to az do plinoci. Pokud se s anesteziologem nedohodne jinak, od ‘
03:00 by jiz neméla jist, predevsim nesnidat. Pit mdze rodicka volné do 6 hodin rano, poté jiz jen po malych douscich
maximalné 200 ml v priibéhu kazdé celé hodiny. Doporucuje se Cista voda, nesycena mineralka, slaby ¢aj. Tekutiny gats
mohou byt ochucené, sladké, je mozno si rano dat i kdvu s mlékem. V_7adném pripadé nepit sycené (,bublinkové")
vody, kyselé dzusy, mléko.
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Vieobecna fakultni nemocnice v Praze F-VFN-139_GPK3
U Nemocnice 499/2, 128 08 Praha 2; IC 00064165, tel.: 224 961 111 Swanalzl
Vi S—
POOPERACNI ORDINACE Verze cislo:2
Jméno pacienta Datum: 1. ANALGEZIE ZAKLADNI po pfijezdu z operaéniho salu:

1 Almiral inj. 75 mg/100 ml F1/1 kape 20 min. i.v., dale & 12 hod.
Kontraindikace diklofenaku = alergie, tézke astma, velka krevni ztrata

ihned dza 1/2 hod

... hod;Mlehké strava za 4 hod

T

osetfujiciho |ékare

Pri nauzee/zvraceni:

T

KONTROLNI LABORATOR: v (¢as)

Linka A: v uvedeném pofadi kape rychlo:

dz operacniho salu:

Qko  Dionty (+ car) AR, APTT O vhv
Qesabumin Qo

INFUSE i.v.: od pfijezdu z operacniho salu

sti .

A kontrola hybnosti a citlivosti koncetin po regionalni blokadé

O Hodinova diuréza Qder+va ... hod.
OXYGENOTERAPIE:

3 02 maskou 5 I/min. ... min., déle jen pfi Sp02 <92%
MEDIKACE:

uFraxiparine'D . . inj. mls.cv . had

1 ondansetron inj.D 4 mg ds mg pomalu i.v., Ize & 8 hod.,
Q MgS04 20% inj. perfusorem 12 / ... hod. rychlosti 5 mi/hod

a Oxytocin inj. 2 j./F 1/1 100ml kape 2 hod., opakovat dle porodnika

mifhod.:

R 1/1 1000 ml + KCI 7,45% inj
a

ml + CaClz inj

ml

Linka B: kape rychlosti .. mifhod.:

O pormicum ... mg .......thl p.o.

I
OSTATNI:

NA NOC: (jednorazové pfi neklidu ¢i nespavosti pacientky)

FF7ad o0 ml

O pii pokracuijici bolesti Paracetamol Kabi 1 g lag. (100 ml) i.v.
kape 15 min.; opakovat |ze nejdfive za 4 hod., max. 4 g/24 hod.

Qpr trvajici bolesti Dipidolor inj. 15 mg s.c.; opakovat nejdrive za 6 hod.

Po spindini anestezii:

[ Paracetamol Kabi 1 g lag. (100 ml) i.v. pfi néstupu bolesti,
kape 15 min; opakovat |ze nejdfive za 4 hod.; max. 4 g/24 hod.

[ pfi trvajici bolesti Dipidolor inj. 15 mg s.c.; opakovat nejdfive za 6 hod.

Po celkové anestezii:

O pipidolor inj. 15 mg s.c. aplikovén na operaénim séle v hod.,
dale pfi bolesti nejdrive za 6 hod.

1 paracetamol Kabi 1 g lag. (100 ml) i.v. pfi bolesti, kape 15 min;
opakovat lze nejdfive za 4 hod.; max. 4 g/24 hod.

3. ANALGEZIE DOPLNUJiCE:

d Novalgin inj. 1 g / FY/; 100 ml i.v. v hod., kape 15 min.;
pfi bolesti Ize opakovat nejdfive za 4-6 hod., max. 5 g /24 hod.

Q Nalbuphin inj. 20 mg s.c. v hod.,; Ize opakovat za 3-6 hod.,
Q Morfin 1% inj. 10 mg s.c, v haod., Ize opakovat za 4 hod.

D SufentanllTorrex,'D Sufenta Forte inj. 50 pg /F'/; 50 ml od hod
perfusorem i.v. dle NRS <3; startovaci rychlost 5 ml/hod, max. 10 ml/hod

[ Epiduraing smés SPRINGFUSOREM rychlost 4 mi/hod. od ... hod.:
Mareain 0,5% inj 2 ml + il Torrex/ inj. 10 pg/2 mi
+Ffi6ml

Q

POZOR: Pri vaze pac. < 50 kg je max. ddvka Paracetamolu 500 mg & 3 g/24 hod.

Podpis anesteziologa:

CHRONICKA MEDIKACE:

JINA DOPORUCENI:

Cas 3 podpis lékare:
ZAZNAM PORODNIKA:
ordinace [ poTvRZENY [ UKONCENY ofetfujicim Iékafem v ...... hod.

Cas & podpis ofetrufioho lékare:

32 -\‘ "V—
3| =

28



International Journal of Obstetric Anesthesia (2014) 23, 157-160
0959-289X/$ - see front matter © 2013 Elsevier Ltd. All rights reserved.
http://dx.doi.org/10.1016/j.ijoa.2013.11.006

CrossMark

ORIGINAL ARTICLE ELSEVIER

www.obstetanesthesia.com

Enhanced recovery from obstetric surgery: a UK survey of
practice

S. Aluri, 1.J. Wrench
Department of Anaesthetics, Roval Hallamshire Hospital, Sheffield, UK

= mobilisace rodicky do 12 hod po operaci
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FIGURE 2

Distribution of VTE in
pregnancy and puerperium
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Jacobsen. Incidence and risk patterns of venous

thromboembolism in pregnancy and puerperium. Am |
Obstet Gynecol 2008.




Table 1 Doses of low molecular weight heparin recommended by the Royal College of Obstetrics and Gynaecologists

Weight (kg)

Enoxaparin

Dalteparin

Tinzaparin

< 50

50-90

91-130

131-170

> 170

High prophylactic
(intermediate)
dose for women
weighing

5090 kg

Treatment dose

20 mg daily

40 mg daily

60 mg daily*

80 mg daily*

0.6 mg kg™! daily*
40 mg 12-hourly

I mg kg™ per 12 h antenatal:
1.5 mg kg™! per day postnatal

2500 units daily
5000 units daily
7500 units daily*

10 000 units daily*
75 units kg~! daily*
5000 units 12-hourly

100 units kg™! per 12 h antenatal:

200 units kg™' per day postnatal

3500 units daily
4500 units daily
7000 units daily*
9000 units daily*

75 units kg~! daily*
4500 units 12-hourly

175 units keg™" daily (antenatal
and postnatal)

*May be given in two divided doses.
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Table 2.4: UK Maternal deaths and mortality rates per 100,000 maternities by cause 19852014
(Maternal deaths by suicide classified as indirect for comparahility)

Cause of death Rates per 100,000 maternities

1985~ 1988- 1991~ 1994~ 1997- 2000~ 2003~ 2006~ 2009~ 2012-
87 20 93 96 99 02 05 08 1" 14

All Direct and Indirect deaths 983 10.08 985 1219 114 13.07 1395 1139 1063 854
Direct deaths zavedeni profylaxe LMWH !
Sepsis* 040 072 065 073 08 065 08 113 063 029
Pre-eclampsia and eclampsia 1.19 1.14 086 091 0.75 0.70 085 083 042 0.08
‘ Thrombosisand thromboembolism ~ 1.41 140 <151 218 165 150 194°>079 126 085
Amniotic fluid embolism 040 047 043 077 038 025 080 057 029 068
Early pregnancy deaths 0.71 102 073 068 080 075 066 048 017 029
Haemorrhage 044 093 065 055 033 085 066 039 059 0.56
Anaesthesia 026 017 035 005 014 030 028 0.31 0.12 0.09
Other Direct? 1.19 0.72 0.60 032 0.33 040 0.19 017 - -
All direct 613 614 553 610 499 531 624 467 349 284
Indirect deaths
Cardiac disease 1.01 0.76 1.60 1.77 165 220 227 231 214 218
Other Indirect causes 190 191 164 177 193 250 237 214 303 162
Indirect neurological conditions 0.84 127 1.08 214 1.60 2.00 1.75 1.57 1.26 0.94
Psychiatric causes % t 1 0.41 0.71 080 085 057 055 077
Indirect malignancies 1 1 1 1 0.52 025 047 043 047 017
All Indirect 370 394 432 610 640 776 7.7 659 715 568
Coincidental 116 165 199 164 137 180 260 218 098 175

*Including early pregnancy deaths as a result of sepsis
‘Acute fatty liver and genital tract trauma; included with pre-eclampsia and eclampsia and haemorrhage from 2009 onwards
‘Deaths from these causes not included in reports from earlier years Sources: CMACE, MBRRACE-UK
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ZMENY V TEHOTENSTVi:
= je pritomny fyziologicky prokoagulacni stav

= je celkové snizena ucinnost LMWH diky rozdilné farmakokinetice
= je az 0 60% zvetsen objem krevni plasmy = je zvétsen intravasku-
larni distribucni prostor pro LMWH (pFi své velikosti nepronikaji extravaskularné)

= od konce I. trimestru az o 50% stoupa glomerularni filtrace a
clearance = zkracuje se polocas LMWH

= vyznamna je i existence placentarni heparinasy
= je zmnozen ,,heparin binding* protein

(Kaiser, Harenberg et al. 2001; Sephton, Farquharson et al. 2003; Anderson 2005; Bates, Greer et al. 2008; Lebaudy, Hulot et al. 2008).
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Figure 1. Anti-Xa levels in the first 12 hours after daltepa-
rin administration, expressed as mean and 95% confi-
dence intervals.

Sephton. Low Molecular Weight Heparin in Pregnancy. Obstet Gynecol 2003.




v soucasnosti se

mluvi se uz o
400 000/rok

Predpoklada se, Ze v USA ro¢né zemre vice nez 100 000 pacientu

diky preventabilnim medicinskym chybam.

Skoro polovina vsech nezadoucich udalosti (46.1 %) se stane na

operacnim sale behem chirurgického vykonu.

(Sexton, Thomas & Helmreich, 2000)




Teamwork and Error in the Operating Room
Analysis of Skills and Roles

K. Catchpole, PhD, A. Mishra, MRCS, A. Handa, FRCS, and P. McCulloch, FRCS

Catchpole et al Annals of Surgery ¢ Volume 247, Number 4, April 2008

Laparoscopic Cholecystectomy
6 - T s Carotid Endarerectomy
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and effective teamwork. teamwork. other teams.

Stoupajici komplikovanost

FIGURE 3. Effect of surgical situation awareness on errors in surgical technique. As surgical situation awareness increases,
surgical errors decrease. Although still significant, the effect is considerably less marked in carotid endarterectomy.
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Medication Error

The Swiss Cheese Model

Originator: Reason
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High Reliability Organizations
(HROs) deploy
“Independent Redundancies”

Error that
reached
the patient

I "Near Miss" : Latent Errors
| Error that was intercepted i (examples) "

- Poor handwriting

- iIncomplete information
- Unclear labeling

- High workload
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Analysis of surgical errors in closed
malpractice claims at 4 liability
INsurers

Selwyn O. Rogers, Jr, MD, MPH,*" Atul A. Gawande, MD, MPH,** Mary Kwaan, MD,*
Ann Louise Puopolo, BSN, RN, Catherine Yoon, MS,* Troyen A. Brennan, MD, JD, MPH,* and
David M. Studdert, LLB, ScD, MPH.? Boston, Mass

Table V. Trainee involvement in surgical injuries attributable to error

Cases with errors involving Cases with errors not involving
Contributing factors trainees (n = 118) % trainees (n = 140) % P value
Lack of supervision 43 4 <.001
Communication breakdown 35 26 9 .04
Emergency surgery 20 17 10 7 .01

Rogers et al. Surgery 2006;140:25-33.




CHEST

Transparency in Health Care

Preoperative Briefing in the

Operating Room

Shared Cognition, Teamwork, and Patient Safety

Yael Einav, PhDD; Daniel CGopher, PhD; Itzik Kara, RN, BSN, MHA; Oma Ben-Yosef, RN, BSN;
Margaret Lawn, EN: Neri Laufer, MD; Meir Liebergall, MD; and Yoel Donchin, MD

.| kongres Ceské spoleénosti anesteziologie, resus

Table 1—Nonroutine Events

Category of Nonroutine
Event

Examples

1. Information

2. Lack of situation
awareness (knowing
what is happening
during surgery)

3. Equipment impmp{.’rl}-‘
assembled or not
prepared on time

4. Problems with
teamwork

5. Compliance with
procedures

6. Lack of operational
knowledge

7. Equipment failure

Missing hemoglobin value prior to
surgery

Wrong r;uliogmph on sereen

The anesthesiologist begins to wake the
patient up while the surgeon declares
that they are actually in the middle of
the procedure rather than at the end

The diameter of the laparoscope is
too big

The laparoscopic sereen is not properly
connected

Patient moved to recovery without the
anesthesiologist who is busy
completing paperwork

The surgeon requests an additional
instrument, but there is no response
from the circulating nurse

The nurse tilts the table at the end of
surgery without coordinating with
the anesthesiologist

Surgeons begin skin closure before the
nurses finish their count

Nurse does not know how to operate

the fluid regulator
Drill does not work

H No Briefing
Briefing

mean # of events per surgery
)]

Mean both
departments

Orthopedics Gynecology

FIGURE 3. Mean number of nonroutine events per surgery.




Akce

Zakitek, zkudenost.

Ohlédnuti

Co se délo?
Plan .
pro priste
Jak budeme postupovat
v dalél (podobné) akci?

Zhodnoceni
Co jsme délali dobfe?
Co se nedafilo?
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= Poor

1 Minimal
[ Standard
[ Outstanding

Cockpit I

Surgery

Between anaesthesia
and surgery

0 40 50 60 70 80 90 100
Percentage

Fig 2 Trained observers’ ratings of teamwork in aviation, surgery,
and between surgery and anaesthesia

J Bryan Sexton et al. BMJ. 2000 Mar 18; 320(7237): 745-749
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J Bryan Sexton et al. BMJ. 2000 Mar 18; 320(7237): 745-749

N Low
[ Adequate
[ High

Surgical residents

Consultant surgeons

@ant anaesthetists

Surgical nurses

@sthetic residents

Anaesthetic nurses

0 10 20 30 40 50 60 70 80 90 100
Percentage

Fig 1 Rating of teamwork with consultant surgeons

S kym jak komunikuje
chirurg konzultant




Mental Workload in the Operating Room
NASA-Task Load Index (NASA TLX) (n=30)

20-

—
(%)
1

- anesteziolog
- Perfusion
CST
cesnee RN
-= chirurg

Mental workload
-

W
1

Prep Opening Repair Closure
Induction Initiation Termination Postop
of bypass of bypass

Figure 4: Mental workload in the cardiac surgery operating room varies across the cardiac surgery procedure for individual providers
depending on task complexity and responsibilities. CRNA indicates certified registered nurse anesthetist; CST, certified surgical
technologist; NASA, National Aeronautics and Space Administration; Postop, postoperative; Prep, surgical preparation; RN, registered
nurse; and TLX, Task Load Index. Reprinted from Wadhera et al263 with permission from Elsevier. Copyright ® 2010, The American
Association for Thoracic Surgery.
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Mental Workload in the Operating Room
-Task Load Index (NASA TLX) (n=30)

.
Rl L

-= chirurg

©
® 15 - i

oS - anesteziolog
'g — Perfusion

2 10 csT

8 ’,.-' essnee RN

c

]

=

W
1

Prep Opening Repair Closure
Induction Initiation Termination Postop
of bypass of bypass

Figure 4: Mental workload in the cardiac surgery operating room varies across the cardiac surgery procedure for individual providers
depending on task complexity and responsibilities. CRNA indicates certified registered nurse anesthetist; CST, certified surgical
technologist; NASA, National Aeronautics and Space Administration; Postop, postoperative; Prep, surgical preparation; RN, registered
nurse; and TLX, Task Load Index. Reprinted from Wadhera et al263 with permission from Elsevier. Copyright ® 2010, The American
Association for Thoracic Surgery.
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Table 2 Intervertebral space marked

International Journal of Obstetric Anesthesia (2014) 23, 206-212
0959-289X/$ - see front matter © 2014 Elsevier Ltd. All rights reserved.

http:/dx.doi.org/10.1016/j.ij0a.2014.02.004 o~ Group A Group B P Value
ORIGINAL ARTICLE b-[]éLS-E\qE (n — SS) (n= 55)

Spinal anaesthesia for caesarean section: an ultrasound L1-2 5(9.1%) 0 (0%) <0.001
comparison of two different landmark techniques 1L.2-3 20 (36.4%) 4 (7.3%) <0.001
K. Kallidaikurichi _Sriniv_asan, M. _Deighan, L. Crowley, K. McKeating L3_4 27 (49 1%)) 3 1 (S 64%)) <0001
Department of Anaesthesia, National Maternity Hospital, Dublin, Ireland L 47 5 3 ( 5 ) 5%) ) 1 4 (2 S ) S(V{)) <0. 0 01

L5-SI 0 (0%) 6 (10.9%) <0.001

Data are number (%).

¥

= 7

Obr 1. Projekce spojnice obou iliakalnich krist u lezici téhotné Zeny.
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FIGURE 1. Dural puncture holes made by cut-

ting and noncutting needles (Reproduced with
permission from Strupp, et al. Neurology. 2001;
57:2310-2312).




HUBER POINT Edward B, Tuohy Robert F, Husted
(1808-1958:USA) (1828=-2008'USA)

Fig. 2. Scanning electron microscopic images of (a ) a 17-gauge Hustead
epidural needle puncture (bevel parallel, 20° angle), (b ) a 17-gauge Tuchy
epidural needle puncture (bevel parallel, 90° angle), (c ) an 18-gauge Special
Sprotte® epidural needle puncture (90° angle), and (d } an 18-gauge
Crawford epidural needle puncture (bevel parallel, 0% angle).

Pamela J. Angle et al. Anesthesiology. 2003;99(6):1376-1382




SIS

Table 2. Effect of Epidural Needle Design on CSF Leak (90° Punctures, Bevel Parallel), Cadaver n = 10

17-Gauge 17-Gauge 18-Gauge 20-Gauge 18-Gauge Special 18-Gauge
Epidural Needles Hustead Tuohy Tuohy Tuohy Sprotte® Crawford
17-Gauge Hustead 516 += 319 0.3668 0.2922 0.0018* 0.2078 0.1326
17-Gauge Tuohy 405 = 209 opel 0.0024* 0.6468 0.4312
18-Gauge Tuohy D 0.0003* 0.4324 0.2707
20-Gauge Tuohy 100 = 112 Qe

18-Gauge Special Sprotte®
18-Gauge Crawford

Part 1 results are presented in the form of a P value matrix. Mean = SD cerebrospinal fluid (CSF) leak rates are found on the diagonal for each needle in mi/15-min
interval. The table may be read in the following way: Mean * SD leak for the 17-g Hustead = 516 + 319 (17-g Hustead [row] vs. 17-g Hustead [column]). Mean +
SD leak rate for the 17-g Tuohy (row) vs. 17-g Tuohy (column) = 405 = 209. P value for differences in leak for the 17-g Hustead (row) vs. 17-g Tuohy (column) =
0.3668. P value required to reach statistical significance, corrected for multiple testing = 0.003.

* Statistically significant P values.

Pamela J. Angle et al. Anesthesiology. 2003;99(6):1376-1382
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Dyer RA et al. Anesthesiology. 2009 Oct;111(4):753-65
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SEMILATERALNI POLOHA
Placenta naklonéni trupu o 5-15 stupnu
Aorta = prevence aortokavalni komprese

Fetus

Inferior vena cava

180

160+

140W

120+ T

100, = 7]

804

1
oL L =TT T

Stroke volume ( mls )

N = 33 33 32 31 33 33 33
left lateral 5 degrees left 5 degrees right right lateral

12.5 degrees left supine 12.5 degrees right
Lateral

decubitus

Position

Bamber, J. H. et al. Anesth Analg 2003;97:256-258
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Effect of early tranexamic acid administration on mortality, @™\ ®

CrossMark

hysterectomy, and other morbidities in women with o
post-partum haemorrhage (WOMAN): an international, g i 01

50140-6736(17)30638-4

randomised, double-blind, placebo-controlled trial
WOMAN Trial Collaborators*

Summary

Background Post-partum haemorrhage is the leading cause of maternal death worldwide. Early administration of
tranexamic acid reduces deaths due to bleeding in trauma patients. We aimed to assess the effects of early administration
of tranexamic acid on death, hysterectomy, and other relevant outcomes in women with post-partum haemorrhage.

Tranexamic acid Placebo Risk ratio
group deaths group deaths (95% CI)
<3 hours
WOMAN 89 (1-2%) 127 (1-7%) 2] 0-69 (0-53-0-90)
CRASH-2 345 (51%) 470 (7-0%) —— 072 (063-083)
Overall 434 (3:0%) 597 (4-2%) e 072 (0-64-0-81)
p=075*
>3 hours
WOMAN 66 (2-6%) 63 (2:5%) B 1-07 (0-76-1-51)
CRASH-2 144 (4-4%) 103 (3-0%) B > 144(112-1-84)
Overall 210 (3-6%) 166 (2-8%) B e 1-27 (0-96-1-69)
p=0-17* p<0-0000*
0-4 06 08 10 12 14 16
‘_
Favours tranexamic acid Favours placebo

Figure 5: Time to treatment
*Heterogeneity p value.
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DIAGNOSTIKA A LECBA
PERIPARTALNTHO ZIVOT
OHROZUJICIHO KRVACENI

Cesko-slovensky mezioborovy konsenzus

Doporuceny postup

Doporuceni 10

U Zen se zvySenym rizikem PZOK podstupujicich cisarsky
rez navrhujeme zvazit s poddnim karbetocinu i jednordzové
podani kyseliny tranexamoveé (TXA).




Transfusion Medicine Reviews 29 (2015) 231-241

Prophylactic Use of Tranexamic Acid for Postpartum Bleeding Outcomes:
A Systematic Review and Meta-Analysis of Randomized Controlled Trials

Asim Alam **, Stephen Choi *”

TXA Placebo/No treatment Odds Ratio Odds Ratio
Study or Subgroup _ Events _Total Events Total Weight M-H, Random, 95% CI M-H, Random, 95% CI
1.7.1 Vaginal Birth
Gungorduk 2013 0 220 0 219 Not estimable
Subtotal (95% CI) 220 219 Not estimable
Total events 0 0
Heterogeneity: Not applicable
Test for overall effect: Not applicable
1.7.2 Cesarian Section
Abdel-Aleem 2013 0 373 0 367 Not estimable
Ahmed 2014 0 64 0 64 Not estimable
Gai 2004 0 91 0 88 Not estimable
Gobbur 2014 0 50 0 50 Not estimable
Goswami 2013 0 60 0 30 Not estimable
Gungorduk 2010 0 330 0 330 Not estimable
Mayur 2007 0 50 0 50 Not estimable
Movafegh 2011 0 50 0 50 Not estimable
Ramani 2014 0 60 0 60 Not estimable
Rashmi 2012 0 50 0 50 Not estimable
Sekhavat 2009 0 45 0 45 Not estimable
Senturk 2013 0 10 0 122 Not estimable
Shahid 2013 0 38 0 36 Not estimable
Singh 2014 0 100 0 100 Not estimable
Xu 2013 2 88 2 86 100.0% 0.98(0.13,7.09 TROMBEMBOLIE
Yehia 2014 0 106 0 106 Not estimable
Subtotal (95% CI) 1656 1635 100.0% 0.98[0.13, 7.09]
Total events 2 2
Heterogeneity. Not applicable
Testfor overall effect: Z= 0.02 (P = .98)
Total (95% Cl) 1876 1854 100.0% 0.98 [0.13, 7.09] e Re—
Total events 2 2
Heterogeneity; Not applicable =0 01 0?1 150 100’

Test for overall effect: Z= 0.02 (P = .98) Higher risk for TXA Higher risk for Control

Test for subaroup differences: Not applicable
Fig 8. Forest plot demonstrating effects of TXA on the incidence of thromboembolic side effects. Sample size, number of events, ORs, and the pooled estimate of the OR are shown according
to subgroup. 95% Cls are indicated as lines for each study and diamonds for pooled estimates.
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