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Oucunnnida nepuonepauiiHol meanumum (NMOM)
HabyBa€ BinbLIOro 3Ha4eHHs 3i 30iMbLUEHHAM
yucra NiTHIX NauieHTIB 13 CynyTHIMA
3axBOpOBaHHAMM | noni-goapMaLeBTUKOIO.

XipyprivHi npouenypu ctaroTb BCe OinbLu
CKNnagHUMu

Mwu BMKOHYEMO onepauil Ha BinbLU XBOPUX
nauieHTax




3asBu4an, nepuonepauinHnuimm nepioq BU3Ha4YaEeTbLCHA YacoM
3asieXXHo Bif 4acy i micus nikyBaHHSA B nikapHi abo
ambynaTopHoMYy MeauvyHOMY 3aknagi (nepegonepauinHa ouiHka
navuieHTa B 30HI OYiKyBaHHSA — HApPKO3 B onepauinHin, |
nicnsonepaudinHa, noku nauieHT sunmcyetbcd 3 IT / Recovery abo
BiZl rOCTpOI crny>x6bu 6onto).

AnbTEpPHATUBOK € BU3HAYEHHS, ba3oBaHe Ha iHTepBarni 3MiH y
dizionoril, AKMN NOYMHAETBLCA 3 HACTAHHAM XipyprivyHOI (MX)
XBOPOOMU i 3aKiHYYETLCS NOBEPHEHHAM 00 HOPMMU, sika byna
NPUCYTHA 00 3axBoptoBaHHSA. CynyTHI 3axBOprOBaHHSA OyayTb
3Ha4yHO BNiMBaTU Ha BU3HA4YeHHA Uiel di3ionoriYHol HOpMK.




TeHaeHUWIA Ha 3axoai

» [lpakTnka aHecTesionoril
NOCTYNOBO MepeTsopunacs B
TakKy, B AKin BCS rpyna (Bigain)
aHecTesionoris NoBMUHHa
npaktukysaTtu 'NOM, a He ogHa

KOHKpEeTHa ntognHa, 60 KoxeH Mocayrv siaginy
OKpeMUN npauiBHUK HE MOXe AHecTesii/IT
3ammMaTuncd BciMa acrnekramm 3paska 1980p.

Bigainy NOM 3paska 21cT.
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TeHaeHUWIA Ha 3axoai

» [lpakTuka aHecTesionoril
NOCTYNOBO NepeTBopunacs B
TaKy, B SIKi BCA rpyna (Bigain)
aHecTesionoriB NoBUHHA
npaktukysatn NNOM, a He ogHa
KOHKpPETHa ntognHa, 60 KoXeH
OKpeMUi npauiBHUK HE MOXe
3anmaTtucsa BciMa acnektaMu Cynep-c
Bigainy NOM 3paska 21cT.

AHecTesionor “A”
MepcecTtpa




YnocKoHaneHa (npuwsualleHa)

nporpama BigHOB/IE€HHA

Enhanced recovery after surgery

Day surgery should be the default choice for all surgery, but when inpatient treatment is unavoidable,
patients should be given care of equally high quality. Enhanced recovery pathways are designed to offer the
inpatient equivalent high quality care.

Dr K Jones

Consultant Anaesthetist,
South Devon Healthcare

Enhanced recovery pathways for surgery,
alternatively known as ‘fast-track’, ‘accelerated’
or ‘rapid recovery’, were first described by
Wilmore and Kehlet over a decade ago.*

Their work demonstrated that, by combining
various techniques in the perioperative care
of patients undergoing elective operations,
the stress response to surgery and consequent
organ dysfunction was reduced, and that

this greatly shortened the time required for
full recovery. The methods used included
comprehensive preoperative preparation,

recognised the need for major improvements
and, in June 2005, the group produced a
report entitled ‘Modernising Care for Patients
Undergoing Major Surgery’ which was
presented to the House of Commons Select
Committee in 2006.4

The Department of Health responded to the
approaches made by clinicians asking for
help to spread enhanced recovery practice,
and the clinically led Enhanced Recovery
Partnership Programme (2009-2011) was
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» Elective care can now be considered
to follow either day case or enhanced recovery pathways, and these should

become the accepted standard of care, and part of a continuum, with day
surgery being the ultimate in enhanced recovery.

Enhanced recovery after surgery. BADS, London 2010 (www.bads.co.uk).
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[TpnumnHu (baraTto i Oynu BpaxoBaHi):

OpraHisauinHi / NoNITUYHI
BigcyTtHi ctatuCTUYHI AaHi

Hemae mynstugmcumnniHapHOCTI — Xipypr BUMYLLEHWI/3a40BONEHNI
3anMaTuCb MIKpOMEHeOXXMEeHTOM BCbOro

[ocTpuin bpak obnagHaHHSA
KynbTypHI
MeankoekoHOMIKOK 3aMMaloTbCA poaudi nauieHTa

Xipypria 1 oHS He IMMOHYE yKpalHUAaM, HEMae MeacecTep-
aHecTe3ucTiB

IT acouitoeTbCs 3 AMOKO = NiAB. CMEPTHICTIO
HaB4YanbHi

(3aBTpa)
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Growth of > 80 population and change in

ahaesthesia services
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— Population >65 yrs of
age

Anesthetics by
anesthesia personnel:

== Current pattern

- ="Minimized" procedures

~ Patient-targeted therapy
~— Safer anesthetics

Fig. 1. Projected US population aged 65 yr
or older (black line) and utilization of
anesthesia services of entire US popula-
tion (orange line) through 2040. Hypo-
thetical cumulative modifications to an-
esthesia service projections associated
with “minimized” procedures, patient-
targeted therapy, and safer anesthetics
are shown by blue, red, and green lines,
respectively.




Europe vs. the rest of the World
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European Demographic Research Papers are working papers that deal with all-
European issues or with issues that are important to a large number of countries. All
contributions have received only limited review.

Editor: Maria Rita Testa. Head of the Research Group on Comparative European
Demography: Dimiter Philipov




Ukraine > 65 y.old
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3aKpUTTA “ManeHbKux nikapeHb” i 30cepeKeHHs
KOMMAEKCHOTo AOrNAAY 32 XBOPUMM Y BEIMKUX
LEHTPAX - “YHIBEPCUTETCbKUX KAiHIKaX”

BtpaTta poboumnx micub, TUCK Ha bBe3nepepBHe
BJOCKOHaNEeHHA

PO3BUTOK NPUBATHOTIO CEeKTopa
HenonynapHicTb Xipyprii 1 AHA cepen, xBOpUX

Bennkni (He 3aBK AWM AOLINbHUIM) aKUEHT HA CiIMENHY
MeaUNUMHY -NPOo Le 3aBTpa




Impact of Hospital Volume on Operative
Mortality for Major Cancer Surgery

Colin B. Begg, PhD; Laura D. Cramer, ScM; William J. Hoskins, MD; Murray F. Brennan, MD

Context.—Hospitals that treat a relatively high volume of patients for selected
surgical oncology procedures report lower surgical in-hospital mortality rates than
hospitals with a low volume of the procedures, but the reports do not take into ac-
count length of stay or adjust for case mix.

Objective.—To determine whether hospital volume was inversely associated
with 30-day operative mortality, after adjusting for case mix.

Design and Setting.—Retrospective cohort study using the Surveillance, Epi-
demiology, and End Results (SEER)-Medicare linked database in which the
hypothesis was prospectively specified. Surgeons determined in advance the sur-
gical oncology procedures for which the experience of treating a larger volume of
patients was most likely to lead to the knowledge or technical expertise that might
offset surgical fatalities.

Patients.—All 5013 patients in the SEER registry aged 65 years or older at can-
cer diagnosis who underwent pancreatectomy, esophagectomy, pneumonectomy,
liver resection, or pelvic exenteration, using incident cancers of the pancreas,
esophagus, lung, colon, and rectum, and various genitourinary cancers diagnosed
between 1984 and 1993.

Main Outcome Measure.— Thirty-day mortality in relation to procedure volume,
adjusted for comorbidity, patient age and cancer stage.
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dent cases and for determining impor-
tant factors such as time since diagnosis.

In our study, we circumvented these
problems by accessing the Surveil-
lance, Epidemiology, and End Results
(SEER)-Medicarelinked database.” Use
ofthe SEER database permitted the cre-
ation of a population-based census of in-
cident cancer patients during the target
time period for the study (1984-1993).
Linkage to Medicare permitted, for pa-
tients older than 65 years, identification
of precise details of the surgical proce-
dures performed, if any, including dates,
information on comorbidities, and follow-
up data on survival. The most critical
attribute of this approach is the ability to
determine survival at a landmark time
point, 30 days after surgery, thereby
eliminating the need to use the poten-
tially biased discharge status in evaluat-




CmepTHicTb (30 AeHHa)

Lowest volume centre Highest volume centre
oesophagectomy 17.3% (95% Cl, 13.3%22.0%)  3.4% (95% Cl, 0.7%-9.6%)
pancreatectomy 12.9% (95% Cl, 9.7%- 16.6%) 5.8% (95% Cl, 2.5%-11.0%)
pneumonectomy 13.8% (95% Cl, 10.9%- 17.2%) 10.7% (95% Cl, 8.0%-14.0%)

hepatic resection 5.4% (95% Cl, 3.6%- 7.8%) 1.7% (95% Cl, 0.4%-5.0%)




4. HenonynapHicTb Xipyprii 1 AHA cepen
NPUBATHUX XBOPUX




* BennkobpuTaHCbKi i YKPATHCbKI NONITUKU HE MOXKY
npauBaTN Ha OCHOBI ynoaobaHb i nobarkaHb
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Enhanced recovery program

(MpuwBKMAaLEeHa nporpama BigHOBAEHHA)
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The Department of Health Enhanced
Recovery Partnership Programme in
England 2009-2011

For the last two years, I have been privileged to serve as one of two national clinical leads for the Department
of Health’s Enhanced Recovery Partnership Programme, alongside Mr Alan Horgan, a surgeon from Newcastle.

Professor M Mythen

Smiths Medical Professor
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The concept of enhanced recovery (ER)

has been familiar to many of us for nearly
two decades. The lectures and papers from
Professor Henrik Kehlet, a surgeon from
Denmark, used to leave me feeling sceptical,
frustrated or inadequate. It was only when
a successful ER programme was started at
University College London Hospitals, under
the stewardship of a recently arrived surgical
colleague Mr Al Windsor, that I started to
believe that it was possible. Now, after two

postoperative feeding, and early mobilisation
facilitated by short acting anaesthetic agents
and regional analgesia.** However, ER is
evolving, and will continue to do so as novel
techniques and therapies emerge.*>

The Department of Health's programme for
England ran for two years from Spring 2009
to 2011. The programme utilized a change
management strategy that relied on sharing
best practice, building consensus, and thereby
driving the spread and adoption of ideas with



[lpuwBmawieHa nporpama BiAHOBMNEHHSA Nicns
onepauil 403BOMA€ NaLlieHTamM WwBuaLle
BIAHOBUTWUCA BIg, cCepMO3HOI onepadil i, TaKum
YMHOM, BUNUCATUCL 3 NIKapHI paHille

MeTa:
[ToninwunTK pesynestaTty npoueayp

CKOpOTUTKU NepebyBaHHA B JliKapPHI

3MEHLUNTN 3araribHi BUTPaTU Ha OXOPOHY 340pPOB'A




Haukpalle gorngagae 3a XBOpuUMm
MynbTUNpodecinHa kKomaHga

OCHOBHI efnnieMeHTU NPONLLNN BUNPOOYBaHHS B
ogHoMy LeHTpI (single-centre studies):
YHUKHEHHS NigroToBKU KuweyHuka (bowel prep)
YHUKHEHHS Ha3oracTparsnbHoro 3oHaa(Nasogastric tube)
LinecnpamoBaHol iHdy3inHol Tepanii (gonnep, PICCO ...)
HeramHe nicnsonepauivHe rogqyBaHHS
paHHsA MOoOini3auis

o . .



* MeTa — HYyNb-TEPNUMICTb A0 NicaAoNepaLinHOro pU3NKy

M.Mythen and A. Windsor




Author: Raymond C. Roy, PhD, MD & Randy W. Calicott, MD

Table 3. Total Perioperative Risk of Death

T=M4+S + (A" + A) where the risk terms are defined T = total
perioperative, M = medical, S = surgical, A° = anesthesia-
contributory, and A = anesthesia-only.

Date T M - A°

1954" 1:75 1:95 1:420 1:1,960
2002 1:500 1:13,000

http:/www.asahq.org/Knowledge-Base/Ethics-and-Medicolegal-Issues/ASA/Anesthesia-Practice-Models-Perioperative-Risk-and-the-Future-of-Anesthesiology.asy



T(3aranbHuin) = M*(mepn) + S*(xipypriud) + (AM + AS) + (A€ + A)

OAaHUM i3 cnocobiB € cTaTW BAacHMKOM YacTuHu "M" i "S" B ymoBax uinoro
PIBHAHHA PU3UKY .

AM - pu3nK B pe3ynbTaTi B3aemoaii aHecTesil i CynyTHbOro COMaTU4HOro
3aXBOpPtOBaHHSA, AS - pU3MK B pe3y/bTaTi B3aemogii aHecTesii Ta XIpypriiHOro
BTPy4YaHHS

Npuknag AM - acouiauii nichaonepauinHUxX NereHeBUxX yCKNaaHeHb 3 BUKOPUCTAHHAM
TPWBanNoi Aii HepBOBO-M'sAI30B0OT 6/10KaAM agents.

Npuknag AS - HewoaaBHO BUAB/IEHA acouialif iHpeKLii onepauinHoi paHu 3
IHTPaomnepaLiMHOLO rinoTEPMIELD,

nepuonepauiHa rinepraikemis,
3ani3HeHa aHTUbioTUKOTEepania

- i, MOXKMBO, BiNbLU HU3bKNIN BMICT KUCHIO B KPOBi NOB'A3aHNI 3 HEBUMPABAAHOIO
HaAMIPHO remoTpaHcdhy3i€to

3. Berg H, Roed J, Viby-Mogensen J, et al. Residual neuromuscular block is a risk factor for postoperative pulmonary complications. A prospective,
randomised, and blinded study of postoperative pulmonary complications after atracurium, vecuronium and pancuronium.Acta Anaesthesiol Scand. 1997;

41:1095-1103.
4. Mauermann WJ, Nemergut EC. The anesthesiologist’s role in the prevention of surgical site infections. Anesthesiology. 2006:105:413-421: quiz 439-440.



Care bundle and anaesthetic machine
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