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» Y «lHCTUTYT natonorii xpe6Ta Ta cyrnobis im. npod. M.l. CUTEHK
HAMHY >

» BigAin aHectesiosioril Ta iIHTEHCUBHOT Tepanii, 3aBigyBay Bigainy

» HeMmae KOHONIKTY iHTepeciB
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100 pokiB KepoBaHiM rinoteHsii B mep

Cannon WB, Fraser J, Cowell EM. The preventive treatment of wound shock.

JAMA 1918;70:618-621.

/0 poKiB KepoBaHOT rnoTeHsil y
aHecTe3io/10rii

Griffits, Gillie, 1948
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KepoBaHa rinoTteHsiA

» Deliberate hypotension
» Permissive hypotension
» Controlled hypotension
» Induced hypotension

» Hypotensive anesthesia
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The Role of Permissive and Induced Hypotension in Current Neuroanesthesia
Practice / Suren Soghomonyan, Nicoleta Stoicea, Gurneet S. Sandhu, Jeffrey J.

Pasternak, Sergio D. Bergese // Front Surg. 2017; 4: 1.
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The Role of Permissive and Induced Hypotension in Current Neuroanesthesia P
Soghomonyan, Nicoleta Stoicea, Gurneet S. Sandhu, Jeffrey J. Pasternak, Sergi

Front Surg. 2017; 4: 1
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The Role of Permissive and Induced Hypotension in Current Neuroanesthesia Practice / Suren Soghomonyan, Nicoleta Stoicea, Gurneet S. Sandhu, Jeffrey J. Pasternak, Sek
Front Surg. 2017; 4: 1.

CUcToniYHMM apTepiasibHUM TUCK
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The Role of Permissive and Induced Hypotension in Current Neuroanesthesia Practice / Suren
Nicoleta Stoicea, Gurneet S. Sandhu, Jeffrey J. Pasternak, Sergio D. Bergese // Front Surg. 20

CepepHiu apTepiaibHMM TUCK
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Relationship between intraoperative mean arterial pressure and clinical
outcomes after noncardiac surgery: toward an empirical definition of
hypotension / Walsh M, Devereaux PJ, Garg AX et al. // Anesthesiology.
2013 Sep;119(3):507-15

METHODS:

The authors obtained perioperative data for 33,330 noncardiac surgeries at the Cleveland Clinic, Ohio.
authors evaluated the association between intraoperative MAP from less than 55 to 75 mmHg and
postoperative AKI and myocardial injury to determine the threshold of MAP where risk is increased. The
authors then evaluated the association between the duration below this threshold and their outcomes
adjusting for potential confounding variables.

RESULTS:

AKI and myocardial injury developed in 2,478 (7.4%) and 770 (2.3%) surgeries, respectively. The MAP threshol
where the risk for both outcomes increased was less than 55 mmHg. Compared with never developin% MAP
less than 55 mmHg, those with a MAP less than 55 mmHg for 1-5, 6-10, 11-20, and more than 20 min ha
raded increases in their risk of the two outcomes (AKI: 1.18 [95% ClI, 1.06-1.31E'|,, 1.19 [1.03-1.39;, 1.32
1.11-1.56], and 1.51 [1.24-1.84], respectively; myocardial injury 1.30 [1.06-1.5], 1.47 [1.13-1.93], 1.7
[1.33-2.39], and 1.82 [1.31-2.55], respectively].

CONCLUSIONS:

Even short durations of an intraoperative MAP less than 55 mmHg are associated with AKI and myocardi
injury. Randomized trials are required to determine whether outcomes improve with interventions th
maintain an intraoperative MAP of at least 55 mmHg.




[[ONOBHI NiMiTYI041 PaKTOPpM KEPOBAHOT MMOTEH3IT
NpM onepaTMBHUX BTPYHAHHAX Ha XpeOTi y
NOJIOXKEHHI Ha XMBOTI

»  PU3MK ileMil CNMMHHOMo MO3KY

» Pu3uk nicnsonepaudinHoi BTpaTu 30py

Bible J. Blood-loss Management in Spine Surgery / Bible J, Mirza M, Knaub M. // Journal
American Academy of Orthopaedic Surgeons. - 2018. - Vol. 26(2). - P. 35-44.
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MeTa KepoBaHO1 rinoTeHs3ii

» 3HU3NTU 06’EM KPOBOBTPATH
» 3HM3UTM NoTpeby y npenapatax Kposi
» ToninwuTu Bisyanisauito onepawiMHOro nonas

/ M.B. /Iusory6. 11-11 bpmtaHo-YKkpaiHcbkmi Cumnosiym. Kuis, 2019



Y BnaiMBa€e BMA aHecTe311 Ha
KpOBOBTpaTy?

A Comparison of Regional Versus General Anesthesia for Lumbar Spine Surgery /
Zorrilla-Vaca, A., Healy, R. J., & Mirski, M. A. // Journal of Neurosurgical
Anesthesiology. - 2017. - 29(4). - P415-425

Impact of spinal anaesthesia vs. general anaesthesia on peri-operative outcome
in lumbar spine surgery: a systematic review and meta-analysis of randomised,

controlled trials / Meng T, Zhong Z, Meng L // Anaesthesia. - 2016. - 72(3). - P.
391-401
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A Comparison of Regional Versus General Anesthesia for Lumbar Spine
Surgery / Zorrilla-Vaca, A., Healy, R. J., & Mirski, M. A. // Journal of
Neurosurgical Anesthesiology. - 2017. - 29(4). - P415-425

Abstract

METHODS: Major databases (PubMed, EMBASE, Cochrane library, ISI Web of Science, and Google
Scholar) were systematically searched for randomized clinical trials comparing regional versus GA
for lumbar spine surgery. Study-level characteristics, intraoperative events, and postoperative
congjpllications were extracted from the articles. Meta-analysis was performed using random-effect
models.

RESULTS: Fifteen randomized clinical trials comprising 961 patients were included in this meta-

analysis. The use of RA for lumbar spine sur%]ery was significantly associated with lower incidence

of postoperative nausea and vomiting at 24 hours (risk ratio [RR¥=O.42; 95% confidence interval
C/!j=0.2 -0.77, P=0.005), as well as lower length of stay (standardized mean difference
SMD]=-0.73; 95% Cl=-1.17 to -0.29, P=0.001) and intraoperative blood loss (SMD=-1.24; 95%
I=-2.27 to -0.21, P=0.02). There was no statistically significant association with lower pain score
SMD=-0.47; 95% Cl=-2.13 to 1.19, P=0.58), lower incidence of urinary retention (RR=1.16; 95%
1=0.73-1.86, P=0.53) or analgesic requirement (RR=0.87; 95% CI=0.64-1.18, P=0.37).

CONCLUSIONS: In summary, RA has several advantageous characteristics, including lower incidence
of postoperative nausea and vomiting, length of stay, and blood loss. Further well-designed studies
with more sample size are needed to clarify the associations with possible neurologica
complications.
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Impact of spinal anaesthesia vs. general anaesthesia on peri-operative ou
lumbar spine surgery: a systematic review and meta-analysis of randomis
controlled trials / Meng T, Zhong Z, Meng L // Anaesthesia. - 2016. - 72(3).
391-401

Abstract

Lumbar spinal surgery is most commonly performed under general anaesthesia. However, spinal
anaesthesia has also been used. We aimed to systematically review the comparative evidence. We
only included randomised, controlled trials in this meta-analysis and calculated the risk ratio or
standardised mean difference for haemodynamics, blood loss, surgical time, analgesic
requirement, nausea and/or vomiting, and length of hospital stay. Eight studies with a total of 625
patients were included. These were considered to be at high risk of bias. Compared with general
anaesthesia, the risk ratio (95% Cl) with spinal anaesthesia for intra-operative hypertension was
0.31 (0.15-0.64), 12 = 0% (p = 0.002); for intra-operative tachycardia 0.51 (0.30-0.84), 12 = 0% (p =
0.009); for analgesic requirement in the postanaesthesia care unit 0.32 (0.24-0.43), 12 = 0% (p <
0.0001); and for nausea/vomiting within 24 h postoperatively 0.29 (0.18-0.46), 12 = 12% (p <
0.00001). The standardised mean difference (95% Cl) for hospital stay was -1.15 (-1.98 to -0.31), 12
= 89% (p = 0.007). There was no evidence of a difference in intra-operative hypotension and
bradycardia, blood loss, surgical time, analgesic requirement within 24 h postoperatively, and
nausea/vomiting in the postanaesthesia care unit. We conclude that spinal anaesthesia appears to
offer advantages over general anaesthesia for lumbar spine surgery.



MeTa gocnigxKeHHsa

» ropiBHATU 06’€M KpPOBOBTpPATH NpU onepaTUBHMX
BTPYYaHHAX Ha rnonepeKkoBoMy Bigaini xpebTta npu
BMKOPMCTaHHI cniHa/IbHO1 abo 3ara/ibHO1 BHYTPilLHbOBEHHOT
aHecTesil
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/In3amH AOCNiAKEHHS

» [pocneKkTUBHE paHAOMi30BaHe JOCAiAKEHHS

» [lnaHoBi onepaTtuBHi BTpy4YaHHA Ha rnonepexkoBoMy BiaAini
XxpebTa (cTtabinizauia 2-3 cermMeHTiB Ha piBHi L3 Ta HUXKYe)

» 'pyna CA (n=110) - cniHanbHa aHecTe3iA

» ['pyna 3A (n=105) - 3arasibHa BHYTpPilUHbOBEHHA aHeCTe3iA
(nponodos/deHTaHin)

‘=
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KepoBaHa rinoTteHsiA

YKopCTKO YMOBOIO A0ChiAXKeHHA 6yn10 NigTpUMaHHA reMoAuHaMIYHMX NOKa3HMKIB
y MeXax cepeaHboro aptepianbHoro TMcky (CAT) 60-80 MM pT.CT.

Akwo CAT 3HMKyBaBCA HMKYe 60 MM PT.CT. BUKOPUCTOBYBA/IM TUTPYBAHHA
deHinedpuHy (3 nonepegHiM BBeAEHHAM aTporniHy cyabdarty), AKLO
niasmwysaBcA sue 80 MM PT.CT. - TUTPYBAHHA ypaniaunay.
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YIPABJIAEMAA TMINOTOHUA YPATINAN/IOM (36PAHTU/IOM)
[TPU PESEKUMU ITOYKU B OHKOYPO/JIOMMUN | JlecHou MN.M., Cmaxosckul

J.A., Kaumuyk /1.B. u dp. // binb, 3HeboswB8aHHA ma iHMeHCUBHA
mepania. - 2014. - Ne1. - C. 14-25

Ypanigmn:
He BUK/IMKAE KOMMeHcaTopHOT TaxikapAil
[Monepeaxa€ niaABMLLEHHA NOTPEOM MioKapAy B KUCHI

He BUKAMKAE nopylueHHA PYHKLiIT HUPOK

Y M.B. Jin3ory6. 11-1 bputaHo-YKpaiHcbkMM Cumnosiym. Kuis, 2019



Ypaniaun

MeToaMKa BUKOPMUCTAHHA:
» 1 60at0C 15 Mr
» 2 60nt0c 10 Mr (3a HEOOXiAHOCTI)

» 3 60ost0c 10 Mr (3a He0bXigHOCTI)

Micna gocarHeHHA UinboBoro piBHA AT y NOBTOPHMX BBEAEHHAX HE 6Yy/10 NOTpeou
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CepeHin apTepiaibHMKU TUCK

Mpun Yepes 20 Ha MOMeHT MoTtpebay MoTtpebay
aHecTe3il [HaaXo4XeHH |XBU/IMH nicna| XipypridHoro KopeKLii KopeKu,ii
100 No4aTry AoCTyny, ypanigunom, | deHinedpuHom,
onepayinHoi| aHecTesii, MM pm.cm. 9% 9%
. MM pm.cm.

MM pm.cm.

95,9+10,4 75,4+5,2* 69,5+4,8" 3,6+1,8" 15,5+3,4*

83,55,6 74,4+4,9
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KpoBoBTpaTa Ta 4yac onepauii

Bupg 06’eM KpoBOBTpaTH PisHMuA 3ara/jibHMM 4ac

aHecTe3sil 3a Moore, Mmn reMorno6iHy, r/n| XipypriyHoro onepaTMBHOIO

374+201 23,9+11,2 17,8+3,5 128,5+40,0*

AocTyny, BTPYYaHHA, XBUJIMH

XBWJIUH
15,9+3,2

21,6+10,5 104,6+26,3
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HeBposioriyHum aediymt
(Oswestry Disability Index)

lNepep onepadi€to Ha 10 po6y nicna onepauii

51,0£12,5
3A 49,7+11,6
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BMCHOBKMU

1. lpu 3a6e3ne4veHHi KepoBaHoi rinoteHsii (CAT 60-80 MM pT.CT.) Nig Yyac onepaTMBHOI
3ara/ibHMKU piBeHb KPOBOBTPATU HE 3a/1€XUTb Big BUAY aHeCTe3il.

2. CniHanbHa aHecTesiA 3abe3neyye eeKT KepoBaHoT rinoTeHsii 6es3 BMKOPMCTaHHA 40JaTKO
cbapMaKo1oriYHMX 3acobiB, y TOM Yac, K Npu 3arasibHiM BHyTp]LIJHbOBeHHM aHecTesil '
3a6e3neyvyeHHsa y 22% Heo6x1,u,He cbapMaKonorNHe 3HUXKEHHA apTepia/ibHOro TUCKY.

3. Yac onepaTtMBHOro BTpyHaHHs Npw 3arasibHii BHYTPiLUHbOBEHHIM aHecTesii 3HauyLo Ginblue, Hi
Npy cniHa/bHiM aHecTesii.

BuKoOpUCTaHHA rinoteH3mnBHOT aHecTe3il Ha piBHi CAT 60-80 MM pT.CT. npu Xipyprii nonepeKkos
BigAiny xpebrta € 6e3ne4yHo, 60 He BNAMBAE HA PYHKLi0 CMMHHOIMO MO3KY
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NAKYIO 3A YBATY!

M.B. /insory6. 11-1 bpmtaHo-YKpaiHCcbKMM Cumnosiym. Kuis, 2019



