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It is with great pleasure that | extend my warmest grestings jo

the/participants
of the Annual Scientific Meeting on Inten

sive Care 2010

| would like to commend the Malaysian Society of Intensive Care and the

Anaesthetic and Intensive Care Services of Ministry of Health Malaysia for
organising this inaugural meeling

Patients in intensive care units are the most il patients among all hospitalised
patients, Providing care for the critically il is complex and challenging
Healthcare professionals have to ensure that all critically il patients and their
families receive optimal care. To provide high quality care and skills,
professionals need to be equipped with specialised lnowledge, skills and
expenence. Healthcare professionals working in intensive care units also need
to work as a teamn to make the environment a healing. humane and caring one
for patients and their famnilies.

The presence of foreign and local experts in this meeting will provide
participants with the recent advances and approaches in the management of
the critically ill. Participants will also have the opportunity to exchange ideas™
and information and develop their professional networks

It is my hope that this scientific meeting will provide a valuable contribution to
continued professional development among healthcare professionals caring for
the critically ill. The Ministry Is fully aware of the fact that the quality of service
is closely determined by the level of knowledge and the constant upgrading of
skills of all its personnel and therefore, is always committed in supporting such
activities.

I wish you all a very successful and fruitful meeting

DATUK ROSNAH BT HJ ABDUL RASHID SHIRLIN
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It is hardly sutprising that the Malaysian Society of Intensive Care, as a new kid

n the hlock, is excited about hosting this event. Not only is this the tnnugmz]
anuai Scientific Meeting, it has also been endorsed by the Ministry of Health
Malaysia and 1s well received by both the delegates and the (rade Industry.
ASMIC has inherited the legacy of the National Conference on Intensive Care
(NCIC) and no doubt this has in part contributed 1o its success. | take this
opportunity to thank the Malaysian Society of Anaesthesiologists for its support
and financial assistance to our endeavor leading to the formation of the new
Society and the organising of ASMIC 2010.

The birth of the Malaysian Society of Intensive Care signifies a new era for
intensive care in Malaysia. It brings together health care providers from the
various backgrounds to work as a team to advance the field of intensive care.
The current executive committee comprising intensivists, anaesthesiologists,
physicians and pediatricians is testimony of the diversity of the group with a
shared vision. | am confident that with the enthusiasm and commitment of the
committee and its members, the MSIC will not only establish itselfl as the voice

for the profession but also the standard bearer and advocacy for best praclice
in intensive care.

The Annual Scientific Meeting will remain a cornerstone for the continuing
medical education programme and we hope this meeting will provide updates
on the management of the critically [ll patients and help you keep abreast with
current issues. The Organising Committee has worked tirelessly to come up
with a rich scientific programme and brought in renowned speakers from
abroad and as well as locally to address those issues and make this conference

a musl attend’ meeting. | wanl to register my sincere appreciation and thanks
to my colleagues in the Organising Committee for their fantastic efforts,

A big thank you to the Deputy Minister of Health Malaysia, YB Datuk Rosnah Bt
Hj Abdul Rashid Shirlin, for officiating the Annual Scientific Meeting. Her

presence has made this inaugural meeting a very special one. Last but not
least, | thank the delegates for attending the conference and all who have
helped in one way or another.

_ Nme

DR TAN CHENG CHENG

@
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| On behalf of the Organising Committee, | would like to extend my, wWarmest
welcome to you to the inaugural Annual Scientific Meeting on Intensive Care
(ASMIC) 2010, organised by the Malaysian Society of Intensive

_ate

We have put forward a comprehensive scientific programme with an exciting
combination of plenary and symposia lectures, ask the expent sessions and free

paper presentations. In addition to the main conference, there wiil be a pre-

conference workshop for those who are keen lo gain experience in performing
echocardiography in intensive care patients

We each have the knowledge and experience (o share, as well as the desire to
learn more with aims to further improve the quality of care and quality of life
for the critically ill. Our distinguished speakers, both foreign and local will be
sharing their experience and knowledge on new developments and recent
advances in intensive care. We will also benefit from the many booth
exhibitions displaying wide array of intensive care-related medical equipment
and devices

We hope you have an inspiring and enjoyable meeting With your participation,
this meeting could be the most memorable ever

g

DR TAI L1 LING
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RAM RAJAGOPALAN
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RAM RAJAGOPALAN

4. FAST scan and lung scan
SHAHRIDAN FATHIL

(e fint 3¢ minutes in each stotion is for imaae acquisition, feelin comfortable with
the probe wed muchine handling, only done anee d:rfnn the ﬁh:ﬂ rgmr_tlnni :
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15~ 1500  Assessment of hypotensive/shock patient and 2D ECH
(o} ;
RAM RAJAGOPALAN dmﬂ .

15001530  Assessment of pericardial effusion
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First Do No Harm

‘ Mervyn Singer -
University Callege London, United Kingdom

The Organising
preciation to the

records its deep ap The
ad i
B u:qjm mv.;fm::::‘ :E care over the last twenty years have been almost entirely related 1o improvements
s leu = her than to any new innovation. Key 1o this has been the belated recognition that our
Rmbﬂll",r ervene aggressively to make the numbers ook good' is more ofien than not detrimentsl
dmﬂudm controlled trials have shown this clearly applies to mechanical ventilation, biood transfusion targets,
sedalion nutrition. But why stop there? What about catecholamines. oxygen, synthetic Muds, antibiotics and
. s gastric profeciants? What about infection control?! Just because we don't witness an ohvious side-effect does nol
06 Services (Malaysin) mean that the drug or technique or procedure ts nol causing coven hamm to fmmune, membolic, endocrine,
i s Supglies &dn Bhd energy or other pathways. Paracelsus (1493-1541) noted that “All things are poison and nothing is without
raun M{: peison; only the dose permits something not to be poisonous. * Five hundred years on, the same message still
avidien holds true — though, in view of our enhanced technological capacity, perhaps this should be applied even more

Ministry of Health Malaysia |

Hospira (M) Sdn Bhd
Malaysian Heaithcare Sdn Bhd

arleetin Sdn Bhd
Disper M':d;:m W alf- [::Sdn Bhd forcibly. We need to carefully re-evaluate everything we're doing to our patients, what targets we should be
Fr:esm:us Y =57 aiming for, how to monitor for harm, and how to optimize treatment to enhance survival and minimize both
Goodlabs Medical S{dl‘-lﬂ ﬁ short- and long-term morbidity.

etrix Sdn

[TL Healthcare S EA Sdn Bhd
Jebsen & Jessen Technology (M) Sdn Bhd
LKL Advance Metaltech Sdn Bhd
Merck Sharp & Dohme
Respimedic Sdn Bhd
Schiller (Malaysia) Sdn Bhd
Schmidt BioMedTech Sdn Bhd

SYMPOSIUM 1 .

3M Malaysia Sdn Bhd ~ T-Medic Sdn Bhd
Anugerah Saintifik Sdn Bhd  Terumo Corporation Kuala Lumpur Branch . Fluid Management In ARDS: How Much Is Good
Amsy Medicare Systemm  UWC Healthcare Sdn Bhd Lim Chew Har
Diagnostica Marketing Sdn Bhd ~ AstraZeneca Sdn Bhd Department of Anaesthesia and Intensive Care, Hospital Pulau Pinang, Penang, Malaysia
Drager Medical SEA Ple td  Cook Asia (M) Sdn Bhd |
Dynamed Sdn Bhd  Gemilang Asia Technology Sdn Bhd ‘
F Edwirds Lifescierces  |-Medic Imaging Sdn Bhd | |

Intravenous fluid management in patients with acute respiratory disiress syndrome can be particulily

Foresight Indistries Sdn Bh challenging. These patients have noncardiogenic pulmonary edema as a halimark of their disease process, and
nBhd  FAL Medisystem Sdn Bhd thus, mufvmnus fuid management involves balancing between maintining intravascular volume and

1 = : i
nsan Balal Sdn Bht  Oralix Sdn Bhd impairing gas exchange.

Intermedex (M) Sdn _E‘-m Fharrmaniaga Markerting Sdn Bhd | Fluid m t in patients with ALVARDS has been the subject of intense debate for decades. Several small
.|m:5tn~LLl.uﬁ Shrirg {Mﬂ]ﬂ'.'ﬁﬁ]'_Sdﬁ Bhd 1 trials over the last 20 years have demonstrated improved outcome for ARDS in patlents treated with divretics or

G : :
ambro Renal Cane (M) Sdn Bhd Nestié Products Sdn Bhd ‘ perfusion to vital organs and avoiding excessive fluid administration which can worsen the lung edema, further
|
|

e ok e | K remo ative ncerns about the
Malay=ia Healthcare Diagnostics Sdn Bhd dialysis fuid bal the first few However, there are some conc
Laesdal i Sdn Bhd Emﬂhﬂ:Nm Healthcare Sdn Bhd ' 4 nmut'[r.:::zs of f:mﬁ:irvauvet:md s:r::gl‘;l For mmplcd:r::: can lead 1o a reduction in cardiac oulput and
Lifetronic Medical Systern Sdn Bhd~~ Sua Medic Sdn Bhd ' ) may aflect oxygen delivery.

An ARDS Clinical Trials Network study of conservative fluid versus liberal fluid sirategies in the managemaent of

Marpoliq Sdn Bhd .
oraits Sclentiic (M) Sdn Bhd b ARDS/AL (FACTT trial) published in 2006 did not demonstrate a statistically significant difference

Medental (M) Sdn Bhd ~ Suria & patients
Medik Sdn Bhd rtality patients watified fnto either group 72 hours after presenting in ARDS. However,
ﬂ?uumu: R Technohouse (M) Sdn Bhd hmmmr:oud wm:v uhﬂ‘ rms:ﬂﬂwwfcﬂ:ld ammulud an improved oxygenation index and lung injury score
Pall s San B Utas Maju Sdn Bhd mu duration of mechanical ventilation and intensive care, withoul increasing the Incidence of
m%mmu . " nonpulmonary organ failures. These results support the use of a consesvalive Buid management. strAIEgY,
Primed } ; Unipress Distributc ARDS patients.
Medical Sdn Bhy : Sdn Bhd '.kwmmHmmmm,ﬁuudhenﬁfpdmmmw,mdmmmﬂﬂmﬂh

il e mmmmmmwmmhuhum
pptoach d oy i the initial phases of the systemiic inflammatory,

to the mote conservative approach thereafter.

)




SYMPOSIUM 1

3  Andrew R Davies .
and Preventive M

care Unit, Alfred Hospital and pepartment of EPfﬂlmuf::%m' edicine,

— * monash University, Melbourne, Australl
al use of the
daminantly supportive with optim
Injury {M;L;:nﬂfl-llﬁﬂ‘ have demonstrated thata focus on p‘nm.-_::a |.Iﬂlﬂn1
| reduce veniilator-induced lung jury and imptove dir_!ital oulmﬁh&mﬁ lmmmmnm:ﬂ - ‘ﬂ'. huuﬂ“
m seen as opproprise for pap &% TeSLUEC iherapies” 0 patients [¢] pond

Prone positi I based ' nd the benefits often seen o
reous process that occurs in the lung a often seen o,

uruwng; s ;n d::r:cmi;gtuf:'ﬂ;u patietits Studies have demonstrated the benefit of impr

CT scanning this has not been associated with improved survival. Whilst earfie;

mising, the benefits must truly outweigh 1he

Management of Acute Lung
ventlator being the mest crucinl aspect

and more prolonged application of the proni

fsks before widespread use can be recomme .
The use of inhaled nitric oxide has a substantive iheoretical basis, however benefits beyond a shon-term

oxygenation have not been able to be demonstrated. Prostacyclin has been even less
m:ﬂﬂ application of corticosteroids was once seen as a useful strategy once the fibro-proliferative
Wu{mmwt‘Wammm@;h&ssuﬂﬁttﬂﬂﬂ!i&lﬂﬂlﬁ”.ﬂhWmmm
btmuﬁmmmhamhﬁﬂﬂlﬁuﬂnrmrfnmhﬁnlmmﬂnd theoretically justifiable, but beneficial effects
on clinical outcomes have not been clearly demonstrated. A study of a surfactant containing surfactant protein
B was most promising, so follow-up studies are eagerly awaited.
WmeMummﬂﬂmmhnmuplubmn&meﬂmd of providing what may be considered the
umtmﬂemuhuﬂcdwmﬂn&mhmmpaﬁinﬂar}vwhm severe hypoxaemia has developed, but its
use outside highly expetienced centres remains limited and larger trials are awaited. Application of recruitmen
| manoeuvres, where sustained intetmittent high positive alrway pressures are used to open atelectatic areas of
the lung, is another ventilatory stralegy seen as a rescue for severe hypoxaemia, and whilst it may be the most
promising, large clinical trials supporting its efficacy remain lacking.
The recent publication of the CESAR tral from the United Kingdon brings hope that real mem
oxygenation (ECMO) may be an important rescue therapy for ALl Thisstudvp:huwe;?hr:w benefils MEE;::

based care offers when compared o conventional ALl management, however the wides application
) ol
ECMO has serdous limitalions and further studies are clearly needed oo

SYMPOSIUM 1

Prediction And Prevention Of Wg,_ag]ng_ Failure

~ Suresh Venugobal
University Malaya, Kuala Lumpur, Malaysia

As doctors who are |

i g o mnv:i[:;l Fl'nnﬂl::!:s:w Ea:le Medicine, weaning failure remains a very frustranng aspect of

mﬂpmchlir{m it T e l:!_:wttml;!hm tiumphed over extremely challenging situntions. This

sty =St u and satisfaction. Obviously this leads 10 exira costs as well
umover ensive Care beds. 1 shall try to elucidate the evidence for both prediction of

weaning failure as well as to revi
prevent weaning failure. W current practices and highlight potentially useful strategies in trying to

SYMPOSIUM 1 .

Clinical Consensus Definition Of ARDS: Is It Still Useful?

Tai Li Ling
Department of Anaesthesia and Intensive Care, Hospital Kuala Lumpur, Kuala Lumpur, Malaysia

Acute respiratory distress syndrome (ARDS) is a dinical syndrome characterized by inflammatory pulmonary
oedema, diffuse endothelial and epithelial injury, reduced lung compliance and severe hypoxaemia

In 1967, Ashbaugh and colleagues first described this clinical entity and called it “acute respiratory distress in
adults”. Since then, there were various non-standardised definitions until the development of the Long Injury
Score by Murray and colleagues in 1988, which did not gain popularity due to its complexly

In 1994, the proceedings ol the American-European Consensus Conference (AECC) on ARDS, which included &
standardised definition for ARDS was published. The AECC definition of ARDS is as follows: (1) an diness of an
acute onsel, (2) severe with an arterial oxygen tensionfinspired oxygen fraction < 200 mm Hg (3)

hypoxaemina
presence of bilateral infiltrates on frontal chest radiographs, and (4) no evidence of lefl atrial hypertension In
and broad-based AECC definition has allowed better recognition and early

management of ARDS with consequent improved
as it does not reflect the current understanding of pathophysiclogy in ARDS. The reliability and validity of the

of AECC defirition has also been questioned. By grouping very heterogeneous patients info a single
syndrome, it may have contributed to the many randomised control trials that faifed 1o find a treatment effect

that truly exists.

ﬁnmmuhldbuﬂnmdnmunwmm:d:ﬁnuhmﬂ{
popullﬁmlncﬁnimltﬂhuﬂwi

was made using the Delphi consensus ;
tMuMmmtmmmdMuﬂmmmmw:mﬂmmmms.
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ia
Children's Hospital at westmead, Sydney, Austral

ATM . . 1 children (median age 66 months (IQR 32-115)
In-vivo study of the microcirrulation in 12 ventilated infanis 2 s SRt )

g wetl o describe the : .
eningoconcal sepic shock [(M5S) s L5l o 2
mﬂm disease severnily. macrovasculat fundton, eollokd osmotic pressure (COP) assays of pis

antioxidant profection against reactive ifon Species (RIS} :

METRORS . \ng venous pressure (Pv (mmHg)). arterial inflow
Measured microvascular parameters :n:l:;li ::Eﬁ;;;m:gum (b1 (amHg)..sod Suld Bitration capacity

E%{{ﬂmﬂnﬁﬁﬂuaiu‘:ﬂ:xﬂ;: on day L of M55, and on subsequent days in PICU, Paired

oulpatient studies were performed in 9 children aged >B.years.

;::I;:m fluid tesuscitation prior to 1* study = 95 mlkg (75-110)). All patients survived (o hospital

discharge. Paired outpatient studies (n=09) compared recovery with acute MSS. Day 1 Qa, and KI were
significantly increased compared to paired outpatient studies. Day 1 Pvi correlated significantly with MSS severity
and organ dysfunction scores. Day 1 COP was significantly correlated with total protein and less well correlated
with plasma albumin. The COP-CVP difference was positively correlated with Pvi. Day | assays of plasma
pmﬂﬁmaﬁ&nﬂ&lﬁwmumuﬂmmmdwhhuss severity and Day 1 Pvi measurements were
negatively correlated with plasma iron-binding antioxidan! protection.

CONCLUSIONS

This research relates microvascular function in infants and children with MS5 to organ function and disease
saverily, These novel data provide direct evidence for the impartance of COP and hydrostatic forces on
microvascular flow In infants and children with septic shock and implicate damage by RIS as a cause of
microvascular dysfunction in M55. These data may be used to provide a rationale for existing therapies as well
as for the future development of novel treatments in infants and children with this disease.

SYMPOSIUM 2

Acute Kidney Injury

_ Chan Yoke Hwee
Department of Paediatric Subspecialties, Kk women's & Children’s Hospital, Singapore

il patlents i :
bas been Increasing rocognized that chronic kdney ﬁ-",.mr: Hents and is associated with significant morbidity. It

Loss, Endsiage Sidney n; mulu-_lmai classification systery for AKI ,mvg the RIF Ep:%:“? mf ;Mm liire,
i Huhh:‘d hus been proposed as the F.ng::ndmmu II’{E‘I‘W‘;’";‘H been validated for its prog nostic ; - value
system hns also been modified on for future e AN e

! for paediatric patients (PRIFLE) and shown to r m““hui‘ . ?ﬁ!ﬂd‘m

SYMPOSIUM 3

Use Of Cerebral Oximetry In The Critically Ill Patients

Mohd Ramdzan Md jamil
Hospital Serdang, Selangor, Malaysia

. Cerebral oximetry ulilizes near infra red wavelength to penetrate the scalp, shull and bram 1o 3 depth of o few

centimeters. Hence the synonym NIRS. Because of the differential absorption by oxyenasted Hb, decoygenated

Hb and cytochrome aa3, using reflectance spectroscopy based on the modified Beer. Lambert Law estimates
the oxygen content of a small region of the brain.

NIRS is non-invasive and provides prompt, real time changes in the regional cerebral oxygenation. |t has been
used to monitor patients with traumatic brain injury, intracranial haemorrhage and in patienis undergoing carotid
enatterectomy. In a study in patients on the intensive care unit following head injury, NIES detected 97% ol
desaturations cf 53% via SjvO2 making it more specific and sensitive. During carotid endartereciomy, NIRS has
also been used to detect cerebral hypoxia with more than 50% of patients developing cerebral desaturation on
intemal carotid artery cross-clamping. In a pilot study on patients with severe head injuty, cerebral tissue
saturation of = 75% was associated with cerebral perfusion pressure (CPF) of » 70mmHg whilst saturation of
< 55% was assoc with CPP of < 70 mmHg most of the time. There has been desaturation is some patients
despite CPP being = 70mmHg. Its potential use is in the detection of delayed traumanc intracranial haematomas
in pts with subdural haemaloma or massive amount of blood in the subarachnoid space, hence providing a
better timed follow-up CT scans and operations.

Although there are some very encouraging reports using NIRS-monitoring n severe brain trauma as presented
above, It must be taken into consideration that scalp hematomas, bilateral hematomas or deep intracranial
hematomas can lead to false negative readings. Some authors rise the question whether NIRS is able 1o detect
ischemic events In head traumatized patterts. Dramatic intracranial volume shifls as during transtentotial
herniation and in the complete loss of cerebral function in brain death and global circulation amest  are not
reflected adequately by NIRS in each patient. There is still lack of evidence that it can reliably distinguish between
intra and extracranial changes in blood flow and oxygenation

Development of NIRS technology continues (o improve the accuracy of the equipment, and validation by
prospective trials could qualify it as a reliable continuous non-invasive monitor of brain oxygenation in coming

years.
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i Yahya shehabi
e Care Unit, Prince of wales Hospital, New South Wales, Australia
Intensi .

; esis of why we neeqd
hissher life sleeping Thete are many hypoth e need 1o «f
Ahmnlii:hs spend ﬂhm are those related to restoration of brain metabolism and mﬁm:g

memory. of 90 1o 100 minutes alternating with Non-REM
wmﬂmmwmcuh . :

Natural ;luhp“: ?ﬂﬁlﬂ?:! " Noradrenaline, Histamine and 5-HT are the main nﬁm&ﬁmlm
involve in sleep regulation.
Induced sleep with udauv:s‘ur
guarantee & “good night sleep” d abnormal behavior. In the critically ill

depive result in reduced performance and abnormal B ' patient, the
| mmg“:;::p deprivation are many, most importantly agitation, emergence delifium, hallucinations
| and long-term post traumatic stress. Sleep deprivation also tmpact negatively on immune function, restorative
funiction and therefore might delay recovery from critical iliness.
It is imperative that natural sleep is encouraged for ICU patients. Ensuring adequate analgesia is pivotal in
promoting sleep. Psychological support with regular visits [rom family and friends and awareness of
events. Armnging interventional clinical activities during day time and providing lengthy periods of relative low
activity af night time Is essential  Adequate day light exposure is critical to maintain a circadian rhythm of sleep.
While many environmental factors play a major role In sleep promotion, it is the ICU design which provides
prvacy, poise teduction, appropriate lighting, adequate space and responsive patients’ flow that may have the
biggest impact.
There are many endogenous factors that interfere with sieep in the critically ill which is induced by concomitant
disease process, While these factors are mostly un-modifiable. there impact can be mitigated by adopting an

integrated strategy that identify those at highest risk, reducing impact ol enviro tal fi !
i Ay : pa nmental factors and using REM

hypnotic agents suppresses REM sleep intensity and duration and ot

SYMPOSIUM 4

Functional Hemodynamic Monitoring

' Klslnore Pichamuthu
Medical ICU, Christian Medical College Hospital, vellore, india

w hemodynamic monitoring is that aspect of monitoring which accusately describes the citculatory state
moment and predicts the effect of therapy, enabling dedision making al the bedside. It Is ihis type of
monitoring that drives goal-directed therapy and is associated with improved patient owcomes

Tht: most Wﬁﬂﬁ?ﬂiﬁ;ﬁ% l:!;z:dl!::{nagcm:nl of the hemodynamically unstable patient s
whether cardiac on. Traditlonally used CVP and PA occlusion pressure
have been proven to be poor Indicators of volume status and preload responsiveness  Many newer dynamic
measures of preload responsiveness have been recently validated. In sedated mechanically ventilated patients
in sinus rhythm, stroke volume varation with respiration >10% (measured by pulse contour analysis,
echocardiography or esophageal doppler), Pulse pressure variation >13% and IVC diamefer variations12%
(measured by echocardiography) are accurate and reliable indicators of preload responsiveness, Measured
changes in hemodynamic parameters during a passive leg raise test (an intemal, reversible fluid challenge) can
however be used to predict fluid responsiveness even in spontanecusly breathing patients and those with
arrythmias. These include a stroke volume increase >10%, pulse pressure change of 9% and an increase |n
maximal femoral arterial velocity =B% with passive leg raise

Fluid overload during volume resuscitation can be prevented by monitoring invasively measured PaoP.

echocardiographically estimated LA pressure, extravascular lung water measured by transpulmonary
thermodilution and PaOu/Fi0: or SpOy/Fid; ratios

Profile analysis of cardiac output, lactate levels, central venous saturation and urine outpat can help answer the
question of adequacy of perfusion. These are markers of global perfusion and though specific indicators of tssue
wellness exisi (gastric tonometry, sublingual CO2, siblingual capillary flow), no evidence exisis to suppon their
routine use.

However, these monitoring tools can improve outcomes only when they are used to drive early, appropriate
goal-directed therapy. Goal directed therapy algorithms focusing on ensuring adequate tissue perfusion have
been shown to reduce costs and improve oulcomes in medical and post-operative critically ill patients

s By i
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Management Of
Ram ltujﬂﬂ"f:"::dim,- Foundation, Chennai, India

Department of Critical Care Medicine, Sundara

it il patient. While its prevalence in the gen, |
fibrillation common artchythmia in the eritically ale . :

wm [mm? 1: about 5-2%. it may be as comman as 30% after CABG and close to 60% after val

nt care uni (1 advanced age and increased severity of liness increase 1,

care patient.
heart sutgery. In the general intensive P aree ohservational cohort indicates that though m :
The data from one [arge A 1a
lnp.{uuhﬁmmhyﬂml;m in, the deveiopment of AF i, by itself, not an independent risk factor for [¢1)

death. :
o sings thythm is seen in about one-half of these patients, 45% will relapse within
48 hours. While mﬂﬂ? bgmr]:;g:mf in the post-cardiac surgical lCU_; its value in the general intensiye
care patient is hot established. Except in the unstable patient, who will need urgent electrical cardioversion,
medical therapy is used in scute AF and aims at pharmacological conversion of the rhythm rather than rate
| mmmwmn{madnmhﬂ-&mnd!‘:.‘lﬂdﬂtﬁlhﬂll!-“lld'hnﬁﬂ'ﬂa-mmmtﬂ:ur
despite a paucty of data on ts efficacy in this setting. Extrapolating from cardiology and emergency medicine
| Werature. amiodarone is superior lo procainamide and at least equivalent to flecanide and sotalaol in its
1o restore sinus thythm. [butilide, a class lll antiarchythmic like amiodarone. has equivalent efficacy, but with a
higher risk of precipitating polymorphic ventricular tachycardia related 1o Q-T prolongation. Although some claim
greater rates of cardioversion when the two drugs are combined, the high risk of ventricular arrhythmias would
preciude widespread use in this manner Though widely unrecognized, parenteral magnesium sulphate, which
| has excellent rate-control and cardioversion efficacy. was superior to amiodarone in a small RCT In eritically il
patients. Considering the relative safety of magnesium and an absence of drug interactions with amiodarone, s
‘ use as a single agen! or in combination with amiodarone is a worthwhile option,

SYMPOSIUM &

Management Of Acute Heart Failure

_ Mervyn Singer
University College London, United Kingdom

In evolutionary terms, heart failure is a modemn disease The commonest cause. cotonary ane
- ¥ anery disense, s

:::::f a complication of r'ﬁl;’dhﬂ:nmmpﬂﬁtd by & physiologically-inappropriate degree of longevity crested by
i m“; mmunm i Ethr.a.l‘ ance. The body is thus confused by the ensuing low cardiac outpul

believing there is a problem with volaemia related 1o decreased fluid intake of losaes such as imums-reiated
haemorrhage. Accordingly, it induces profound vasoconstriction - affecting both arteries and veins - 1o mainuin
perfusion pressures. This however places an even greater load on the falling heant and, as a COonSEqUEncE
cardiac output falls still further. It is thus logical to concentrate efforts an treating this maladapiniive response 'h-.;
optimal vasodilatation, with additional fluid loading as necessary. Using this paradigm, the mrationality of the
general use of diuretics, which further deplete a usually contracted intravasculas comparttment, becomes
obvious. Likewise, the use of inotropes — agents that place greater stress on a damaged, mallunctioning heart -
requires re-evaluation. It makes more sense to rest the insulted heart until #t recovers — apant fram
revascularization interventions that improve myocardial blood flow, there s a reasonably well-defined role for
mechanical supports - respiratory and renal as well as cardiac All of the above requires adequate diagnostics
and monitoring to ensure no structural problems (e.g. valvular dysfunction) have been missed and (o optimal
titrate drugs. fluids and suppon devices.

SYMPOSIUM 5

Sustaining Compliance To Care Bundles In ICU

Yap Soon |in
Island Hospital, Penang, Malaysia

Compliance to a medical therapy can be defined as the extent to which a patient acts in accardance w"h. the
prescribed interval and dose of a treatment regime. Care bundle Is a collection of evidenced based (nlerventions
when performed together result in better outcome than each individually. It provides a standandized. suditable
care plan for treatment of a specific medical condition of procedure
Ventilator Care Bundle was launched in 18 GICUs in December 2006 with a target complance of -Pﬂ'h_-lnd
monitored under National Audit in Adull Intenstve Care (NAICU). The mean compliance {o bundle care for .:HU?
was B2 4%, while the mean compliance to individual component of bundle was 95% for head elevation, 9...4:'41:
for sedation hold, 96.7% for stress ulcer prophylaxis and 91.9% for DVT prophylaxis. The VAF mie was t? [
per 1000 ventilator days in Jan-Mar 2007 and was reduced to 14 2 per 1000 ventilator days in Gﬂ-B:f 200
ustatnin dle compliance involves continuing education for nurses, increasing allpcation of resource
fnd nmpowI m:rblt:‘me pm;"mme. regular communication between administrator and I:Jm:s unpfmﬂmr::
audEhlerucﬂsmduj;danwhwufaudﬂ.Thjswﬂlmur:arulnhangﬂnth:wﬂuln improvem

pulmunumm:wﬂhm
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tion Of Infection
‘s Role In The Preven ;
The Nurse's Role 1 B e Care Unit (ICU)
e g = Noor Airini lhr‘ﬂhlﬂ'l -
Faculty of Medicine and Health Sciences, Universiti Putra Malaysia, Selangor, Malaysia

CU ¢ have an important role to

i the ICU, emical care nUrses i play in

their daily m’:-, :::I::nﬁ “!;;I:h P“fé:nu jmowledge and proper udrﬁnﬁ; they stand ashmm i
mt: sk factors, recognizing early symnploms and assisting ICU physicians in making accurate and tinely

diagnosis yrianthefs et al 2004) o
umm;:l nia (NF) is consisfently the most common nosocomial infection in the ICU with e
Nosod preumo preval

- 001, Ibrahitm et al 2000, Nichols and Morris 1997). The incidence
rates ranging from 10% to 70% Lﬂﬂi:;;féw ventilated patients, developing at a rate of 1-3% per day qf
of NPis 6 1o 20 ﬂmm] highes et & 2001), There are basically four main categories of predisposing factors 1
mechanical ventilation. {lbrahim sion and cross contamination. There is nothing much we can do to alter hos
78 Mmﬂwﬂn maximise nutritional status and and improve the still reversible component of their organ
m‘mm ion alone has been shown by Marik and Zaloga in 2001 to reduce the risk of NP

however ! Perth in 1998 to be the prim

Aspiration, i5 an important dtspoahtgﬁm:mdhusbmshnwnbwf . timary
route of pathogen m:::-nsnp:nﬂ:u lil:eulungs. Oropharyngeal colonization may occur in 1 out of 4 patients o
admission to ICU but this figure spproaches 100% by day 10 - 15 of their ICU stay. ( Park 2005, Orgeas 1997),

Therefore, it is mandatory to clear oropharyngeal secretions before handling an endotracheal tube . Other factors.

include alteration in gastric acid secretion and administration of enteral nutrition. It is therefore prudent for the
aifical nurse 1o keep up to date with evidence based practices, like the Ventilator Care Bundle , and strictly
implements it

Inhalation of contaminated aerosols from ventilator tubings, humidifier and nebulisers may also predispose to
NP Park 2005 and Safdar et al 2005 showed that in a ventilator circuit, the highest colonization occurs at the
part nearest to patient usually from retrograde sputum colonization. Heated humnidifiers maybe associated with
higher rate of preumonia compared to heat moisture exchange (HME) devices. Therefore, when ventilator

tubings need lo be moved for example during feeding or positioning, caution must be taken to avoid spillage
of contaminated condensate fuid into the tracheobronchial tree '

Cruss contamination accounted for 38% of nosocomial infection among the critically ill, as shown by Waist et &l
in 2002. Handwashing, contistenily seen 1o be the most effective way to prevent cross contamination, are

adhered o with high compliance among critical care nurses. Nurses also traditionall respond positively to
education and new guidelines { Pittes el &l 20025 . .

Flbﬂl:nu uf i I T "
zma;.mdmlamnﬂ and fatigue smong  tritical care nurses have been implicated during outbreaks.

SYMPOSIUM 5

Ahmad Shaltut othman
Department of Anaesthesiology & critical Care, Hospital Sultanah Bahiyah,
Alor Setar, Kedah, Malaysia

— -

The primary goals of intensive care medicine are to help pattents survive seute threats to their fives while
preserving and restoring the quality of those lives. Even %0, the 1CU Has become & common place to die
Admission to the ICU is therefore often a therapeutic trial. Only when the trials fall do patients and families
consider a change in goals, from testorative care to pallintive care. This change, which has been called the
transition from cure to comfon, is one of the most difficult and important aspects of medical and nursing praciice

in the ICLL.
The actual practice of withdrawal is a combination of theoretical considerations, empirical data and clinical
experience. There are no single ways to withdraw. Despite many varations in real life practice. one hiss to
address physical, psychological, social and spiritual Issues in this end of life care practice

ICU clinicians should be competent in all aspecis of this care, including the practical and ethical aspects of
withdrawing different modalities of life-sustaining treatment and the use of sedatives, analgesics, and non-

phammacologic approaches to easing the suffering of the dying process, All ICU care providers espedcally
clinicians and nurses should be prepared to assist families in the dying process

End-of-life care is emerging as a comprehensive area of expertise in the ICU
and demands the same high level of knowledge and competence as all other
areas of ICU practice.

REFERENCES ,

Recommendations for end-of-life care in the intenstve care unit: A consensus sttement by the American Acsdemy of Crinical Care
Medicine. Crit Care Med 2008 Vol 38, No.3

End Of Life Cate Warkshop - Intensive Care Sectlon, Malaysian Socety of Anassthesiologin 2007
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Early Mobility Of The ICU S
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— Tai Li Ling

esthesia and Intensive Care. wospital Kuala Lumpur, Kuala Lumpur, Malays,

Department of Ana

- felal 10 (he crincally [l patients for preventing com
| Bed rest and sedation is assumed tnbcbﬂwnr;;ﬂ A i e et

: vicding co I
conserving mefabolic resoutces and pro ihe multiple changes in orgen system physiology that are induceq
| effects of critical iliness, which is defined as md"d: caunges in muscle fibers, inflammatory markers and

wersed jvity. These : _
mmmw'w'\m IMM:EQ a known risk factor fur complications such as respiratory 'ﬂ-*ﬂ'ﬂdmy
Mpvdnuuunboﬂismdplﬂsmm:z ! .

mobifity helps in providing patient comfoft, promaoting psyc ologica -being, h'l'lIJd'Wh'lg. respiratory
Efmlrﬁmm:m:nn und F“""F:"“ﬂip:hg camplications of bed rest. The ultimate goals_ of early mohﬂltv,- are 1o promote
maximal level of independence and cardiovascular fitess before hospital discharge. Current literature
thal early mobility in patients in intensive care seftings including those on mechanical ventilation is feasible, sale,
reduced ICU and hospital length of smys and did nol increase costs.
Mobilisation technigues include active/active assisted limb exercises, active moving or turning in bed, getting our
of bed 1o chair via mechanical lifing machines or slide boards, sitting on the edge of the bed, standing, standing
transfers from bed to chair, and even walking
The major challenges to mobilising critically il patients are fears of accidental dislodgement of tubes and devices
J and cancems over the strain that mobility could have on the patient’s oxygenation and haemodynamic status.

Other issues include personnel and equipment resources, pain and discomfort, the time and priority of
mobilisation.
|

Mhnnﬂfnranﬂmm!shmmﬂuhuemhmweseumgsfmmpmlunqubadmtmmﬂ?nmhﬂhyhlh!
critically il patients to decrease the morbidity of the 1CU stay

SYMPOSIUM 6

mo_iplhl Tmnsfgr Of Critical Care Fatients_: Eo&lg:_ns And Solutions

Suresh Venugobal
ay. university of Malaya, Kuala Lumpur, Malaysia

Department of Anaesthesiolo

tical care patlents are Increasing us the
This has presented the mae

PLENARY 2

Recent Clinical Trials In Intensive Care Medicine:
Are We Any Closer To Evidence-Based Practice

. Andrew Davies
Alfred Hospital, Melbourne and Monash University, Melbourne, Australia

Knowing the absolute truth about which intervention should be most effective in each patient
goal in‘intensm care medicine. Research assists in slow accumulation of the evidence that
approximate the true benefits and risks assodiated with each intervention in each particular setting bul can never
provide cdlinical practice solutions for all situations. Nevertheless. miensive care research has grown
overwhelmingly over the last few decades and has no doubt driven and supported an endence based
movement in intensive care medicine which has no doubt saved many lives

In the 1980s. clinical trials were infrequent, mostly single-centre, and often focused on sunogate outcomes that
were niot clinically meaningful Multi-centre trials became more common In the 1980s, however it has only been
in the 2000s that multi-centre clinical trials have berome maore plentiful. mote adequately stzed and more
clinically focussed. These trials have also been supported by a growth In the publication of systematic reviews,
meta-analyses, and clinical practice guidelines.

An unfortunate reality is that most intensive care multi-centre trials have reported no beneficial effect on the
primary outcome, usually mortality, and this may have been contrbuted 1o by methodological Qaws and small
sample sizes. On the other hand, many of the “positive” trials in the field have been single-centre unblinded
trials, often with more significant limitations. The positive tnals have often been heavily promoted with
widespread uptake of their findings into practice. most probably due 1o the relative hunger for irials that report

femiains an elusive
dinteiany utifise (o

| positive outcome effects

Over the last 15 years, an increasing number of intensive care clinical trials groups have developed. most notably
in North America, in Europe, and in Australia and New Zealand. Several of these groups have now performed
some of the largest and highest quality clinical trals, many of which have been responsible for significant

| changes in clinical practice and hopefully improved patient outcomes.

So whilst recent dlinical Irials have brought us closer 10 more evidence-based practice. the challenges for the
future include Improving trial design, adequate resourcing and the developmen! of grester intermnationsl
collaboration to improve the conduct of and the applicability of clinical trials But perhaps the most significant
challenge for the entire intensive care community remains the need o synihesise and then o translate the
results of {he best performed clinical trials into clinical practice so that patients can benefil right across the world
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Use Of Simulation For Education Of ] Healthcare Teams
————  MerimRuta ]
Children’s Hospital at westmead, Sydney, Australia

Pathophysiology Of Multi-Organ Failure

Mervyn Singer
University College London, United Kingdom

lar and accessible. Immersive scenario based trainin g off e

: u
Simulation based traning wmffp  and non-technical skills relevant to their clinical practice Multi-organ fallure (MOF) Is a fascinating condition with many paradoxes thai are, e yei, stll largely
appottunity for leamers o chal ¢ sunudation to train healthcare & i s unexplained. Why different individuals are alfected to differing degrees implies o genetic . component
This stion sets out the mtionale for the use O explores is compounded by other factors including co-morbidity, age. gender and concurment lssue hypoxia that
Fuﬂm“ﬂ i accentuates inflammation. Why different organs are affected in different individunls also remains unclear

.
role for part skills trainers, low-fidellty and high-fidelity simulators to augment existing education latrogenic factors are obviously important - witness the marked decline in severe ARDS since the advent of more

The polﬂlﬂﬂ _ met’s existing level of competence or expertise. judicious use of fluid administration and more rigorous attention to fuid balance, and the decivase in severs
and training is discussed in the light of the lea SR based ddiication aned 'septic’ shock with less use of heavy sedation. There is cross-talk between the organs as well as neural regulation
| Methods and rationale for the delivery of immersive, gh By SR : scribed and of the inflammatory response by the brain via autonomic and endocrine pathways, the importance of which is

existing evidence for the use of all forms of simulation for education of healthcare being Increasingly appreciated. Many downstream pathways are activated by the exaggerated and prolonged

degree of inflammation - immune, hormonal, metabalic, energetic. coagulation, cardiovascular, etc We now
recognize that MOF evolves through different phases which represent an initial fight against the stressor, then
| retrenchment and finally, in survivors, repair and recovery. Metabalic needs are high early on and during the

recovery phase but, fascinatingly, fall during the established phase of organ failure, Whether this represents &
SYMPOSIUM 7 | controfled cellular shutdown (as a means of conserving energy and enhancing the likelihood of survival if the
body as a whole is strong enough to survive) and/or a response to a decrease In energy supply through
mitochondrial dysfunction, remains to be clarified. This increasing knowledge highlights new avenues for either
I prevention/amelioration of MOF, or acceleration of recovery

discussed together with the
teams.

Adjunctive Therapies In Sepsis And Septic Shock

Jenny Tong May Geok '
Hospital Tuanku ja'afar, Seremban, Negeri Sembilan, Malaysia

Infection Is & common problem for patients in intensive care units (ICUs) and is associated with considerable
morbidity, mortality and costs,' Sepsis relsted monality rates reach 60% and account for approximately 40% of
total ICU expenditures.!? The Extended Prevalence of Infection in Intensive Cate (EPIC II} study which was
| Sonducted In 2007 from 75 countries shawed that 51% of ICU patients were considered infecied. The ICU and

hospital mortality rate of Infecied patienls was more than twice that of non-infected patients.! :Hm rales

| ::::::iandmth severe sephls and septic shock were 25.30% and 40-70% respectively. Sepsis remained the 2
| s common disgnosis leading to ICU admission in Mulaysian Ministry of Health ICUs over th! Pﬂ" ?"i’ﬁﬂ
an in-hospital martality of 62% in 2000 4 ' '

thance of cure. in sepais and * weed in conjunction with the primary treatment to increase the
- e2pUc shock estabiis i
notropes, recombinant hiimsn acthvatied p:;n tished thexepies mugg the appropriate use of, vasopressots,
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New Evidence

Ventilator Associated Pneumonia:
- shanti Rudra Deva

t of Anaesthesia & Intensive Care, Hospital kuala Lumpur, Kuala Lumpur, Malaysiq
Department 0

increasing mortaliry. morbidity and heslth care tosl About O to 27% of intubated patients acqg 7is
xll crude mortality ;wwhm between 20% and 60% quize

ihe need for preventive strategies to be implemented with zery

This high albeit crude moftalfty underscares B8 PE0 e Lo irategles in the prevention of VAP suEh as (he

tolerance ce. There are s0m 4 e "
hmdhm::muq;‘;:s:;tmmmwmﬂﬂiﬂﬂwﬂﬂi mm:mmmm&wmmmmm

at all times can sometimes be challenging sk, = bo
Despite well founded measures in the prevention of VAE, newer meastines | being explored.
cgdumi‘i:mmmﬂu abound some of these newer stralegies. Use of probiotics in the prevention of VAP
has been advocated in a recent meta-analysis. Although evidence seems to suggest a role in probiotics, it should
not ye! be applied globally to all mechanically ventilated patients but perhaps in a selected group of patients.

Another in the peevention of VPA Is the use of kinetic bed therapy. Kinetic bed therapy or
mmﬂix mﬁm therapy has been used to prevent immobilization-induced pulmonary abnormalities,
Using & specially designed bed, rotation of patients in a longitudinal axis from one lateral position to another,
has recently been shown 1o decrease the prevalence of VAP in a prospective randomized clinical study. Unlike
the previous studies, this one showed a reduction on the duration of mechanical ventilation and length of stay.
Kinetic therapy may thus be an effective stralegy in the bundle of measures in the prevention of VAP

Comparing performances atross inlensive care units by analysing preventable nosocomial infections such as
VAP for benchmarking s a cumrent trend. However current data are conflicting as to the optimal diagnostic

approach in patients who have suspected VAP Difficulty in rendering an accurate diagnosis of VAP makes it
unrefiable basis for quality control or inter-hospital benchmarking

VAP is an impontant infection in the mechanically ventilated patients. Diagnosis of this entity is worrisome with

no gold standard yet. Initiating early and appropriate empirical antiblotics n the treatment of VAP is erucial
Prevention should be the key factor in our current clinical care praciice by

SYMPOSIUM 8

is & dreaded nosocomial infection when managing patients in the iny .

Nutritional Support Of Critically 111 Children

Tang Swee Fong
Department of Paediatrics, Faculty of Medicine, Universiti Kebangsaan Malaysia Medical Centre,
Kuala Lumpur, Malaysia

Hglnmﬂuonlu a prevalent problem in children admitted to the Paediatric Intensive Care Unit (PICU) and. dunng
th_s course of illness, the nutritional status may further deteriorate. The aetiology of malmuntion developing
during critical lliness is multifactorial. Common contributing factors include increased metabolic demands

secondary to the metabolic stress response, failure to estimate energy expenditure accurately snd inadequate
substrate delivery at the bedside,

Assessment of the nutritional status on admission to PICU is important to identify children who will be at high
risk for further deterioration. However, nutritional assessment of critically ill children i challenging from both

sclentific and practical aspects. Anthropometric assessment, body composition and biochemical assessments
can be used but each has its own limitations in the intensive care environment.

After an assessment and estimation of the energy needs, the actual delivery of requisite nutnems may be
challenging and requires a multidisciplinary effort. Individualised nutritional prescriptions should be ailored for
critically ill children, There are however barriers (o nutritional intake which may worsen malnutrition in the PICU.
These include delay in initiation of nutrition, suboptimal use of parenteral nutrition and overall failure to prescribe
adequate calores and protein. Bedside nutrient delivery may be inferrupted by routine interventions and
procedures: that occur in the PICU. Frequent interruptions in enteral nutnent delivery may affect clinical
outcomes. Guidelines for enteral and parenteral nutrition for the critically ill child were recently revised by the
Guidelines Commuittee and Board of Direclors of the American Society of Parenteral and Enteral Nutrition

Hospltal-acquired malnutrition may be avoidable in some cases. Steps which can be taken (o improve the
nutritional state of children admitted to PFICU include the availability of a multidisciplinary nutrition support teams

and the use of nutrition therapy guidelines.
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Which Resuscitation Fluid Should We Use In EIELT

e Marino Festa
ren's Hospital at westmead, sydney, Australia

Child

; ton in critically ill infants or children in 1),

Farenteral resuscitatl d administration {5 a common interven g

| tensive care unit {ll‘?:."] uyﬁm;; studies In adult intensive care have nitempt;d :. identify benefit asso ﬁlnl ted with
umﬂaldc::'cmﬂuu us-.;m:imunn fuids, there is no firm evidence uporn whi base current practice elty

infants and children e :

Clobal paediatri ; jces are likely 1o have been influenced by th publication of (4,

Cochrane Review m’r;ﬂu;]ﬂ:fm versus Albumin Fluid Evaluation (SAFE) study in adults (2004)
analysis which included (he SAFE study by the Cochrane Albumin

m}. ﬂpin!nunl:;w on t:u:ﬂ;unu: choice of resuscitation fhuid and current practice in paediatric ICU is likely

lo vary.
. i Australia and New Zealand (ANZ)

A prevalence study (PP5) was conducted In 8 paediatric ICUs in ;

mﬁ:ﬁmmmmmm;cmmmm reporting of data.

Results: Data were reported in 97 patients (55% Infants, 44% post-op, 20% post cardiopulmonary bypass, 8%

sepsis, 6% ALl / ARDS, 3% trauma). 78 /97 patients had completed CRFs. 11/78 (14%) received at least 1 fluid

bolys on the study day, Hypotension, tachycardia and oliguria were the most commonly stated indications for

a fluid bolus, After exclusion of blood products, 4.5% human albumin solution was the most commoniy

prescribed fuid

J Discussion: The ANZ pilol PPS demonstrates the feasibility of a web-based study to collect cross-sectional
observational data from all patients under 16-years in participating intensive care units. The authors propose

| SAFE EPIC, an intemational PPS in order to-

document current practice in paediatric (« 16 years old) fluid resuscitation

determine whether there are |dentifiable regional, Institutional, unit or patient characteristics associated with
cholee of resuscitation Nuid i

esiablish & netwark for fiture collaboraiive research in paediniric 1CL).
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_ Home Ventilation

-

_ Chan Yoke Hwee
Department of Paediatric Subspecialties, Kk Women's & Children's Hospital, Singapare

The advance in medical knowledge and technology has brought about the advent of home-based medical care
for chronically ill children, including ventilator-dependent children. The shift towards home. based care for these
children requiring chronic ventilation stems from various factors: improved survival of crtically il children,
avallability of home medical equipment including ventilatars, move towasds redusing hospitnl healthcate costs
as well as awareness of the psychological and developmental benefits of homecars

The main indication for home ventilation ts chronic alveolar hypoventilation. This occurs in children with airway
or parenchymal disease; or in children with chest wall deformities, neuromuscular diseases or central nervous
systemn disorders.

For a paediatric home ventilation programme to be effective and safe, if should comprise of @ multidisciplinary
team of paediatric pulmonologist or intensive care spedialist, homecare nurse specialist, socdal worker and
respiratory therapist. Careful patient selection is done based on varous criteria including cardiopulmonary
stability, availability of caregivers who are adequately trained. psychological readiness of the caregivers, and a
home environment that is assessed to be safe. A 24-hour emergency equipmeni supporl service must be
available. Medical or nursing help must be readily accessible

Homecare may not be the best choice for every technologically dependent child  The psychological and fnancial
impact of prolonged hospital stay must be weighed against the stresses and the readiness of the society of caring
for these children in the community.
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CU Patient With Pandemic 2009 Influenza A (H1N1) Infection
I e ——— it =

Tan Cheng Cheng _ :
and Intensive Care, ultanah Aminah Hospital, Johor Bahry, Johor,
Mulaysia

pepartment of Anaesthesia

crent from seasonal influenza in two important aspects: Figy
mwmmw;‘;’m”?ﬁﬂ 65 years old. Secondly, the virus can penetrate deep, m
ihe infection Md% i pneumonia ' Approximately 10-30% ﬂfl_mﬂluﬂzﬁm:wﬁﬁ
the lung tissue mdmf: e umpqulmﬂlﬂl e, Mexico. Australi/New Zealand and Canada we:: admitted 4o
mmmmgnmcm The mortality of these patients were reported 10 be around 14-469.24%8

CARE OF THE SEVERELY ILL HINI PATIENT IN ICU

1.ARTIVIRAL THERAPY T . -
mulmmuhmmﬁmupmble.mpaﬂ symptom not already
E:nhﬁmd.hnmﬂdmo{nu drug e 150mg twice daily in adults for an increased duration ie a total

of 10 days are advisable.’

2. ANTIBACTERIAL THERAFY
Secondary bacterial pneumonia has been diagnosed in 20-24% of critically il HIN1 patients.®* Hence empiric

antimicrobial therapy against community-acquired pneumonia should also be started.!

3. RESPINATORY SUFPORTIVE CARE _
The principal clinical syndrome leading to hospitalization and intensive care is diffuse viral pneumonitis
associated with severe hypoxemia, ARDS (Acute respiratory distress syndrome), and sometimes shock and renal
failure. This syndrome has accounted for approximately 49 to 72% of ICU admission.*d Chest X-ray changes
commonly include diffuse mixed interstitial and alveolar infiltrates * The unrelenting hypoxemic respiratory
failure has been the cause of mortality of most patients who died of 2009 HIN1 influenza.®

Ventilation strategies should be based on evidence based guidelines for sepsis-associated ALVARDS® which are
optimal lung-protective strategies, focusing on limiting end-inapiratory plateau pressure to < 30 emH:0 and tidal
volume to < & m:.a“'l:g of predicted body weight, with provision of optimal positive end expiratory pressures for

Other strategles in refractory hypoxemia include *

3. Diuresis to dry weight with fusemide o continuous ulirafl

b: Prone positioning 10 improve disteiy ton o i
i e P ulion of perfusi

¢ High frequency oncillation (HFO) ch iz
d ' of high mean airway ureu;Ei_’“d by the rapid delivery of small tidal volumes of gas and the
Nitric astde (NOY, o naluradly occurring product |dent factor
3 dertical to endothelial-derved relaxing
€ :Eummﬂdmtt% Ergmzﬁtnmwn&numtﬂm which Is Indicated when the risk of d'ftn;l of ARDS is
4. ComTICOsTRROIDS i anagamEn,
No clear data are avatlable re
_ gardin
attnbutsble to 2000 H1Ny influenza Mﬂ -
5, SEDATION WEQUINEMENTS
The requirerments for sedation may be unexpect

itration to achieve net -ve fluid balance.
on o ventilated lung regions and decreasing

Ppolenital =
this present time

drive. Requirement for neurtmuscular bmtd}' high in some patients in order to suppress high ventilatory
¢. DTHER CONSIDERATIONS .
These will include infection control and
REFEREMCES,

is m[mmtlﬂ

Planning for outbreaf 1

flicacy of steroids in the treatment of severe ARDS

¥
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Developing A Coordinated City-Wide ICU Response Plan In An Epidemic

Loo Shi
National University of singapore, Singapore

The experience with the SARS epidemic in 2003 laid the foundation for a city-wide ICU response plan againsi

future pandemics in Singapore. In 2009, the HIN1 pandemic allowed testing of this plan against anather strain
with different virulence.

During a pandemic of contagious disease, the potential challenge to the system managing the critically il can
largely be grouped into the following areas:

1. A larger than normal demand for ICU facilities, stressing the staffing level. resoutce level
2. Protection of stalf and patients against the disease

3. Ethics vs practical operations in situations of demand exceeding resources

4. Managing the psycho-emotional issues of the staff

The response plan would need to cater to the following variations in the pandemic scenarios
1. Tendency of disease to lead to crtical illness and death

2. Community control measures and it's effectiveness

3. Predominant location of spread: hospital vs community

The following areas would need to be planned according variations in the cultural and operational norm of the
local community:

1. The local government's overall pandemic management plan

2. Policy on division of patient type management for different hospitals - designated hospitals for pandemic
patients vs each treats its own

3. Community’s culture in open discussion on sensitive ethical issues
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Ethical Decision Making In An Eptdemic

comersall
Sihe he Chinese University of Hong Kong, Hong Kong

Department of Anaesthesia & ntensive Care, T

I professional d
\dérsic tatses a number of ethical isrues These include admission tringe, the limits of p uty and

quaraniine of healthcare workers _ . - v
the ethical principle of justice takes precedence over beneficence.

B & Lanararei and publicized but the use of triage systems based on fixed cut off

Methods of triage showld be transparent ¢ the great variability between healthcare systems,

Ak ded as they do not take into accoun ic di
F&:“"L’S ﬁ"ﬂﬂ"’ ::u:m; of the epidemic disease and ”m"b':mo.m{ p: ﬁam ﬁm priority for
Epidemics lso raise the question of whether ceriain gmu’pimwd af to the maintenance of a viable healthcare
adimission on the basis of their contribution to the s:ntﬂllﬁ'&:: needs of patlents with other diseases.

: : I
system. Furthermore it Is important lo tuke into accoun

When considering the limits of professional duty # should be undersiood that the nisk to healthcare workers
needs to be balanced sgainst the benefit to patients and that there are limits to what healthcare workers should
be expected to do. Furthermore the institutions and society also have a duty of care towards healthcare workers

who shotld be provided with reasonable workplace profection, psychological support and insurance.

When conside arantine of healihcate workess loss of Iiberty must be justifiable by a |
hrrﬂhmmmtoWMerMﬂ s impottant to minimize the suffering resulting from quarantine.

LUNCH SATELLITE SYMPOSIUM

Current Trends In ICU Sedation: Finding The Ideal SPICE In 2010

_ Yahya Shehabi
Intensive Care Unit, Prince of wales Hospital, New South wales, Australia

There has been a plethora of research on ICU sedation over

the last 10 years. While many critical care clinicians
slill observe the published sedation guidelines (2002), current evidence sugges! that sn sppraisal of ssdation
practice is necessary,

lfu‘b&htd sedation surveys in Europe and North America confirmed a significant change in practice compared
to few years ago. Sedation scales and targeted light sedation are being more utiiized Additionally, shon acting

;;mu are used more in preference to traditional agents Multiple agents arc being used within the same episode
care.

Our ability to monitor the quality of sedation practice has been enhanced by the validation and adoption of
sedation scales alongside deliium monitoring. While many sedation scales have been used in ICU. the
Richmond Agitation Sedation Scale (RASS) Is a perfect companion to the Confusion Assessment Method in

Intensive Care (CAM-ICU) and are a recommended sister instruments for monitodng quality and content of
CONSCIOUSTess.

Landmark studies published between 1998 and 2002 focusing on significant adverse outcormes associated with
continuous and deep sedation (Kollef and Kress) has led to a gradual change in sedation practice with careful
seleclion of sedation targets and sedation agents. This has been complemented with a randomized trial (Riler
JAMA 2008) showing that reduction in delinum and ventilation time can be further achieved by careful selection
of sedation agents. More recenily, a small study showed benefits of no sedation afbait caveals need 1o be
noticed.

While we are yet to test a process of sedation paradigm in large multicentre 1dals, there is strong evidence 1o
adopt an integrated sedation strategy that focus on effective early analgesia. targeted light sedation unless
clinically indicated and justiied and cognitive management including monltoring, diagnosis and early »

management of cognitive dysfunction,
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1 In &Paﬂﬂn_l_wlt_l}ﬁrgﬂchﬂplm Fistula

Ariffin Marzuki bin Mokhtar
institut jantung Negara, xuala Lumpur, Malaysia

Mechanical Ventilation

The defintifon. causes, general management and WWUT;E:::':‘:““ wml mﬂst:' will be covered

% an inroduction priot 1o discussion of the mec
Gameral mestical manogement i$ a challenge as the patient s dthllhﬂltr.! by the underlying medwmm
Initisl assessment and o well planned overall management that is individualized and spedific to the patient is
important General medical management will include antibiotic therapy, autrition, chest tube and drainage
sysizm rranagement _
Mechanical Ventilation of & patient with bronchopleural fistula is not curative but supportive in nature to stabilize
the patient during conservative management of surgical procedure. The main aim is to prevent hypoxemia and
ensure normocarbis, manage the airway leak and soiling plus to promote healing. Options to manage the leak
include isolation of the affected bronchus with either a double lumen tube or a bronchial blocker. IPPV, HFOV
and escalation o the use of ECMO for respiratary support in selected patients are an option. Weaning strategy
will include mdividual re-assessment of patient after signs of improvement are clinically seen. Always consider
{0 wansfer the patient to & center thal has more treatment options for the patient.

In conclusion, 8 well planned comprehensive and individualized mechanical ventilator management is as
important as the general medical and surgical management of the bronchopleural fistula.
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Does Non-Invasive Ventilation Improve Outcomes?

T, ?uhn Abdul Rahman
ment of Anaesthesiology and intensive Care
Universiti Kebangsaan Malaysia Medical Centre, Kuala Lumpur, Malaysio

Non-invasive ventila defined

B t:::l !{r:"]mt:“n as ventilatory support without an endotracheal strway It can be
g S5 i m:gaﬂw. pressure ventilation (iron lung). The use of NIV in acute respiratory
milure predat invasive ventilation and has proven to be a valusble therapy. The understanding of

physiologic rationale for NIV is important to assist th i '
Py s g aaones e clinician to choose the appropriate patient that may benefit

:Inl;;;t :nm.:l::’m uud are conlinous positive airway pressure (CPAP), pressure suppon ventlation (PSV)

tu.ph;d s ::mﬂ'u alrway pressure (BIPAP) CPAF augments cardiac output and oxygen defivery,

l:'npmun aﬂg;mlnad ’;5'-..#“:1: ﬂ::Pillhdt"f a:':d respiratory mechanic, reduce work of breathing and teduce Tefi
tricular 8 ] 5 the patient to control nspiratory and expiraiory {imes while providin

_ _ 3 g i sef

E::m;. utzgﬂe!r: with the patient effort and their respiratary mechanics, these will determines the mspirm-;nr

an ume. In BIPAP mode there are separate settings for inspiratory (IPAP) and expiratory (EPAF)

airway pressure I} is mnl:_tptunﬂ'f similar but not identical to CPAP plus PSV and may reduce work of breathing

and alleviate respiratory distress better. NIV may reverse many physiclogic and mechanical derangements and

may also stabilised chest wall in the presence of severe chest wall injury

NIV in is a well evaluated intervention for exacerbations of chronic obstructive pulmonary disease (COPD)
However, Lhe use of NIV in more advanced stages of acute respiratory failure is more likely 1o fail and these
patients need closer monitoring and intubation should not be delayed if indicated

Recenily, in 2005 the European Sodety of Cardiology recommend the use of non invasive miermittent positive
pressure ventilation (NIPPV) for acute cardiogenic pulmonary edema (recommendation: class lA, level of
evidence: A). Although it decreases the need for intubation but it does not reduced mortality or improved long
term function,

A retrospective study by Peter, et al looking al acute severe asthma patient in Australian ICU (1996-2003) found
that the proportion of patients that need intubation is the same but the total number of propodion thal need 1CU
admission is significantly reduced. While a retrospective study by Kimihiko et gl in lfe-threstening asthmatic
attack (1999-2003) showed the rate for mtubation was significantly reduced without worsening the prognosis.
In another retrospective study by Fernandez et al reported no differenices in the median Jength of ICU or stay
and mortality. In a prospective study on NIV in status asthmaticus by Medur et al showed that NIV with low
inspiratory pressure is effective in comecting gas exchange abnormalities. Only 2 out of 17 patients studied need
intubation with no complications. A recent randomised control trig! by Soroksky et al, NIV does improved lung
function and reduced the incidence of hospital admission in status asthmaticus

The benefit of NIV in Acute Lung Injury (ALD is still unclear. A retraspective analysis by Yuko ¥, et gl reviewed
AL patients who had recetved NIV over 7 years period (2002-2006) in Intensive care unil found that APACHE 1l
score of more than 17 and a respiratary rate of 25 breaths/min after 1 hour of NIV as a {actor predicting the need
of intubation. The authors suggested that NIV should not be the routine first fine reatment for ALl and carehdt
selection of suitable patient is very important. However, there are many studies reporting falluta of NIV in ALl
and community acquired pneumonia without COFD

Most studies excluded patients with do not intubate (DN order, few retrospective studies that had included DN

patients reported similar rate of non survival about 65-70%. These include cancer patients, SEUerE COPD and

immune-suppressed patients, |
Anaesthesia rgery perattve jead to respiratory modification which may cause respmatory
failure (RF) N!;; is pmﬁ f: :::n:rvz mﬁmw mechanics, augment alveolar venillation and recruitment and
reduce hﬂlvunﬂcullr afterload. Both CPAP and BIPAP had shown to be beneficial in post operative !:I:k
Recently, NIV has been propased as both prophylactic measures to preven! respiratory failure in high
Pﬂmﬁ l{ltdt.ﬂv obese, COPD, heant disease) and as lreatment modality for respratory failure post-operatively
Hhs!mushudusadﬂwuuihuﬂpulodulmmmn mtuﬂxsm,mmzam:r:::wmgmm
atelectasis with radiol n&dmm.hhwublawmmnﬂmdauﬂdmﬂudmmmi post cic surgery
showed used of NIV p;.?sr-opummﬂv batior. A few studies showed that NIV has m:ll‘ptuﬂ'ﬂ
oxygenation and respiraiory mechanics post cholecysiectomy by laparotomy, bariainic surgery an:;hm

. | surgery for aneurysm of the thotaco-sbdominal aorta. A case-control study n patients mﬂmﬂm !
respiratory failure post oesophagectomy by Michelet et al showed NIV was mnm#: :ﬁ Jowser intu T
(24% vs 64%.p<0.008) shorter length of ICU st&y and less anastornotic leak. inspiratory pressure

should not exceed 25cm HiO.

P N s ———— - W
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jve v_enula_tlnn-lmpmve Outcomes?

Does Non-Invas

cezesful of NIV intervenhion always depends on appropriate patient selection.

Despite all these findings, the suUs
T]E'Ppltlﬂnl hhas to be cooperative and able o proted iheir mirway. Copious secretions, repeated vomiting,

hisemoptysts, haemeiamests. scrle myocardial lll!'l:l[!.. nludinc arrest, _

and haemodynamic instability are few absolute contraindications . o |
Since lsst 15 years. NIV has become one of the major theraples for acute respiratory failure. Thn:;: are still a few
important unanswered questions such as, when, for whom and does it improves oulcome at time. Most of
the studies dane with NIV are observational, survey and retrospective reviews. Indications for NW_' are still
tncreasing. More prospective mndomised study should be designed to look Into these new mndications,
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Spontaneous Breathing In Mechanical Ventilation 1s Always Befter

Syed Rozaidi Wafa

Prince Court Medical Centre, Kuala Lumpur, Malaysia

Wﬂwﬂhﬁrmb:m assmmed with a number of serlous side effects and nsks and can Influence
mmdhﬂn!nr ulcom 2 ; whHihm eases the length of stay as well increnses treatment coste The varous

. Hmnclmﬂm wentilation . over the past ten years, been the subject of s wide vatiety of scientific
mmpdm, y newer developments of these modalities are designed lor partial ventitator suppant which allows

encourages spontaneous breathing while mechanically ventilated. Spontaneous breathing modes durmg
mechanical ventilation may integrate Intrinsic feedback mechanisms that should help prevent ventiiator- induced
lung injury and improve synchrony between the ventilator and the patient's demand The improvements in
pulmonary gas exchange, systemic blood flow, and oxygen supply to the tissue that have been observed when
spontaneous breathing has been maintained during mechanical ventilation. Such improvements are reflected in
the clinical improvemnent in the patient’s condition. In keeping with evidence based medicine. standard practice
in mechanical ventilation should be to maintain spontaneous breathing from the very beginning of ventilatory
support u:lnd not only during the weaning phase and to continuously adapt the ventilatory support to the patient’s
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Persistent Fever In The Critically [ll Patient

Mahazir Kassim
Department of Anaesthesia and Intensive Care, Hospital Sultanah Aminah,
Johor Bahru, Johor, Malaysia

Fever is defined as core body temperature of > 38.3" Cor 101° F and acts as an adaptive response in defending
against infection and other bodily insult. It occurs commonly in ICU patients and if persistent for more than 48
hours often triggers orders for many lests that are time.consuming, costly and disnuptive The lwtl.nlumr al
persistent fever in the critically ill patients is diverse involving both infectious and non infectious cause. Lommon
infectious causes include pneumnonia, urinary tract, catheter related Infection and intraabdominal sepsis. Non
infectious causes include wvenous thromboembolism, acaleulous cholecystitis, phnmmmgmnl agents ond
latrogenic causes. The inappropriate use of antibiotics will result in selection of resistand bacterial sirain but delay
in treating infection could increase mortality. Fever acts as an imporiant host defence mechanism and us.un.lh:‘
treated in critically Wl patients with antipyretics without any good data to suppost such practice A structura

approach is needed to correctly manage this common problem
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Magnestum Therapy In The Critically Ill Patents
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estimated that 5% of the critically il patients dwni::ﬂp:' h:s:: mdmwﬂhmhlihu m:nm!! m'm:hs : v

Chemow and colleagues found thal hypomagnesas can be associated with magnesium etion, this

that
There are several common clinical conditions : :
f:lldu:;:lchrord: alcoholic ingestion, intake of non-polassium-sparing diuretics, diabetic patients in ketoacidosis,

patients receiving aminogiycoside antibiotics and stress from critical lliness. surgery or trauma.
in criticatly 4 patient with asthma, the role of magnesiurm thuap!.f remains controversial. Several studies have
In peak expiratory flow rate and forced expiratory volume

shown that estumn sulphate produces an increase
all umndn:{:ﬂEr‘:F!} that last up to 30 minutes Other studies have shown no beneficial effect. Gustavo a“f"'
colleagues (2000) performed & meta-analysis of randomized trials to look ar the efficacy of magnesium sulphate

nts with I':I'H}dﬂ:ate.
in acute adult asthma and they found thal the administration of magnesium sulphate to patie

w:m amﬂ-rm:ni: exacetbations does nol alter treatrnen! outcomes. However, they suggested that further
definitive controlled studies with bigger sample size are needed lo clarify efficacy in certain subsets of patients
for whom magneshim therapy could be beneficial.

In the treaimen| of preeclampsia and eclampsia, the American Callege of Obstetriclans and Gynecologists gave
strong recommendation for is use Several studies showed that magnesium sulphate in comparison with
diazepam appears o be more effective, reduced risk of further fit and Is also shown to be associated with a
reduced matemnal mortality rale

Intravenous magnesium therapy is indicated in the treatment of cardiac dysrhythmias. In experimental studies,
magnesium seems 10 preserve electrical stability and function of myocardial cells and tissue, Magnesium is the
treaiment of choice for 1orsade de paintes, digitalis-induced ventricular arthythmias and ventricular arrhythmias
occurring in the presence of heart failure or during the perioperative state, in which the antiarrhythmic benefit of
magnesium has bean established. The ACLS guidelines recommend magnesium for forsades de pointes, and
conversion has been reponted with both repeated 2 gm boluses and with Infusions of 50 mg/min, Research also
shawed that potients with atrial fibrillation who wers given magnesium in addition to digoxin were more likely

to hive conversion to sinus rhythm, with conversian achieved more tapidly than patients who were not given
Magnesium

Studies involving the wse of magnesium in the treatment of myocardial infarction present conflicting
Initally. magnesium therapy looked promismg with one study Involving 3900 pagim:“ showed sbn;ﬂiﬂll?
significant decrrases in mostality, heart failure. and dystiythmias when patients with myocardial infarctions were

given Intrmvenous miagnestium However, the Fourth Intemational Stud 5IS-9) evaluated
more thin 58,000 pathimts found no statistically S e /

ahgnificant change in survival rates between patients given
magneshum and those rot given magnesium. In fact, 1515-4 ahnwi; increases in hmbi;lh.nt n:fd mdlﬂﬂ'—'ﬂk

Hypomagnesaemin is a risk 1o I 3 assoda logical outcome
increased monality. Restoring m ;:E ;nTmﬂﬁnh:ﬁ Imr:“«iu.ma mzdm n&thmpnnr ﬂmd#mlm sl o cognitk m"'
oulcomes, and halp with problems dssocialed with ischaemin HmT:;l‘ in a review arlicle e
muqu;mﬂjnm wmmwwmuﬁm%ctdmmwn:mmlﬁmm
mmm m:mu raumatic brain irjury, they conclude that there is no . rt the
eatam therapy in critically il patients with acute iraumatic brain injury

_ cally ill patients that may be at risk of hypomagnesaemia.
hmﬁmtuhﬂ&mhm.mﬂmﬂ‘mmmﬂm_wﬁ
mmmmqmmmﬁi"ﬁmﬁ““?“" simple monitoring and it would
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Beta-Blockade In Intensive Care Patients

. Shanti Rudra Deva
Department of Anaesthesia & Intensive Care, Hospital kuala Lumpur, Kuala Lumpur, Malaysia

Beta blockers have long been used for a variety of conditions such as cotanary anery dissase, hypenension and

congestive heart failure. Recent data suggest that beta-blocker effects on metabolism, glucose homendtasis,

cytokine expression and myocardial function may be beneficlal in the setting of sapais Although renting &
potentially hypotensive condition appears counterintuitive, the metabolic and immunomodulatory effects of
beta-blockers may have some potential benefit in sepais.

Perioperative risk reduction with beta-blockade use has remamed a controversial issue despite large number of
trials. There appears to be some benefit in the noncardiac elective surgery However o be beneficial, the doses
of beta blockers need to be titrated to achieve a hearl rate of between 60 beats/min and 70 beats/min, implying
| that they may need to be started as early as 7 to 30 days prior to surgery

Another area where beta blockers are used Is in post bumns patients. The hypermetabolic responss in bums is
mediated by an increase production of catecholamines and induces a catabolic state that can last a year altes
injury. Beta-blockade exerts anticatabolic effects and attenuates this hypermetabolic response.

It is presently no entirely clear when and in whom to use beta-blockade. 1o use selective or non selective and a!
what dose.
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Role Of Statins In Critically Il Patients

m . Noor Airini lbrahim -
ealth Sciences, Universiti Putra malaysia, Selangor, Malaysia

Faculty of Medicine and H

known ding serum fipid levels, statins reduce the risk of myocardial infarction, stroke ey
| E:th“l‘;m ;ﬂ:wawnfs in patients wilh eatnblished vascular disease and in those with risk fa Ctors,
| such as diabetés of hyperlipidagmia Statins also have diverse immunomodulatory and anti
ties, independent of their lipid- jowering ability. There are abundant in vitro, cellufar and human dajy
' atins, which have led to many studies looking into possible prot

regarding these pleotr effects of st
mechanisms it ::r:mnﬁm and septic shock. Statin therapy also has the potential to reduce inflammatory
response after cardiopulmonary bypass. in the early phase post-cardiopulmonary resuscitation and have be

recommended s primary prevention against cardiovascular events in patients who are non hmgﬂljm Bea
have an clevated level of high-sensitivity C-reactive protein. Previous observations also indicate that statins may
also directly affect the infectivity and proliferation of some microorganisms,

The whole conundrum of sepsis syndrome reflects the delicate balance between the extensive triggering of
defence mechanism by the body and both the direct and indirect effects of the invading microorganism and
their products. In this complex proinflammatory and inflammatory sequence of events , merely blocking a single
component maybe Insufficient to arrest the inflammatory process. By virtue of its diverse anti inflammatory
properties, statina are sble to modify several arms of the inflammatory cascade. In one of the many studies

Almog and colleagues reported a prospective observational cohort investigating rates of severe sepsis and ICL.]
admission in 361 patients. Prior statin treatment (n=B2) was shown to significantly reduce the incidence of
severe sepsis (2.4% vs. 9% RR 0,07, 95% (1 0.01- 0.5) and need for ICU admission (3.19% vs. 12.2%, p <
0.25). Mortality rates were significantly higher in patients who developed severe sepsis (p < 0.01) but 1o
statistically significant difference was seen between the stain- treated and non-treated groups.

A variety of other observational studies in human have examine the role
of statin in
ﬂmmm u;ﬁmmul bcn_:l’:t for statins, yet others show no benefit, and one shows mﬂhhmhumsmn ! ﬁwmi
ns in infection are underway or recently completed. However | these studies .
iz ' are underpowered
address monality or other clinically menaninghil endpolnts, with their primary endpoints focusing "3

inflammatory cytokines and markers of endothelial
3 functlen. In additi .
infection. one study highlights the role of stating after infection, "0 fo hetr potential befoce LARRE se e

Positive, convinang results from well desi

aption in sepsts . They would also discour
planned sdministration of

gred trials would support a widely available. inexpensive treatment

Py afe disconumution of statins on h
stating duting petiods of highest tek of i.'nf!cl:i:n_ ospiainaiion and possbiy-wipat
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_ Management Of Organophosphorus Poisoning

i Kishore Pichamuthu
Medical Intensive Care Unit, Christian Medical Colleas Hospital, vellore, india

osphate poisoning (OF) accounts for a large i p

: proportion of patients admitied o ntemive care ks
(ICL) in the developing world. I..Emgunem of the organophosphate poisoned patient in the 10U consists of
specific targeted therapy along with general supponive care.

Skin and gut decontamination is undertaken with the objective of reducing toxin load by reducing absorption
Skin decontamination can be done with soap and watet or cholinesterase sponges, ut no human evidences exists
to support it. Gastric lavage should be performed only in those presenting within 1 heut of iIngestion. A recen
RCT has found that activated charcoal confers no benefit in insecticide polsoning

Oximes have been classically described as the antidote 1o organophosphate poisoning. However a number RCTs
and systematic reviews and meta-analysis have demonsirated no benefit with oximes The one RCT which
showed a benefit used very high doses initiated very early in patients with moderately severe polsoning The
other approach to neutralize the circulating toxin is the use of bioscavengers such as punfied
butrylcholinesterase, fresh frozen plasma and albumin. However, a recent RCT has shown no benefit with fresh
frozen plasma and albumin.

Atropine is commonly used to mediate the cholinergic effects of OP poisoning. Traditionally used atropinization
regimens have been shown o take too long for full atropinization and an accelerated regimen is suggested.
Atropinization is titrated to achieve heart rate targets, normotension and & clear chest Glycopyrolate has no
advantage over atropine excepl in the event of atropine psychosis at therapeutic doses. Other therapies such as
magnesium, clonidine, diazepam, adenosine recplor agonists and n-acetyl cysteine are not backed by sufficient

human data.

In addition good supportive care in a critical care unit has been shown to reduce monality. Attention must be
| paid to prevent deep venous thrombasis, exposure keratitis and nosocomial infections, particulatly in those with

intermediate syndrome and delayed OP encephalopathy
The big picture must also be kept in mind. remembering that public health measures such as banning Class 1
OP compounds, and dispensing dilute solutions can help in reducing the mortality from OF poisorning.
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Trial Derived Evidmﬂeﬂﬂgzr Eapérience
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ty of Singapore, Singapore

national Universi

, few decades was the global acceptance
mportant milest Heslthcare community oVer the past : . 3
:‘:ﬂdwt.;;ud um:ﬂr!iﬂ!::' A the concept level, praciitioners of EBM would only agree to
principles of patient care ihat ane backed by valid winl derved evidence. adop)
The secand fant milesione was the movemnent That 1= commonly described by the terms *
| e sims at helping healthcare delivery units tr m[ t:

f ~Ouality Assurance” This moyemen|
evidenca hli::dun:tmgtit principles into practical and sustainable realities for every appropriate patient.
| We share our experience in our altempt io iransiate trial derived evidence into sustainable bedside reality in oy

Icu.
This began with the interpretation of svailable literature based evidence, and its relevance to the practical needs

i1 our Jocal context and patient population. For practical areas where the published evidence did not address_
decisions based on rational analysis of theorefical principles must be made. Adoption of the various described
methods of “Healthcare Improvement™ (o develop new processes in these evidence based management were
helpful, however, modifications to suit jocal situations were always needed, Periodic evaluation of compliance
snd the performance of the unit over a sustained perod of ime were important in the continued improvement
and fine-tuning of the new process. New evidence that were reported for the same subject must be considered
und changes made Where necessary. The method of delivery and practice of the new process must be made
simple and sccessible for the staff, and this inciudes the use of technology.

PLENARY 5

T It's Not The Bells And Whistles That Matter

Charles Gomersall

Department of Anaesthesia & Intensive Care, The Chinese University of Hong Kong, Hong Kong

Intensive cam A

| mvoived conadeiable technol

Furthermune . ogy and new techn

| techinologies ::: i"—:'?tg'”" for. suppariive management are freq dﬂﬁ,{lﬂs AL e, bﬂ“ﬂ .‘““‘.’"““ﬂ

| stategies (o be-adopled before they uently suggested It is common for these
miedical practice Is important, earty s o o 1 have been properly evaluated. While advancement of

medical practice that should underie intensive mr:w echnology and strategies may distract from good basic
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Tight Glycaemic Control: How Sweet It Is

' Ram Rajagopalan
Department of Critical Care Medicine, Sundaram Medical Foundation. Chennal. india

L2

Hyperglycemia is frequently seen in intensive care patients. including those with no prios tistary of disbetes '
mellitus. Elevated glucose Iwgh in hospitalized patients are associated with poot short and jong erm oulcomes
in stroke, burns, cardiothoracic surgery, traumatic brain injury and myocardial infarction. Howewver, § bad been
unclear, whether the elevated blood glucose levels were just markers of sertous iliness or i regulation of elevaled
blood sugars would improve outcomes in the critically ill. Van Den Berghe's 2001 study in cardiothormas surgical
patients was the first to imply that hyperglycemia was indeed causative of the highe: monality and morbidity,
as intenstve:cantrol of blood glucose to levels between B0 and 110 mg/dl resulted in clinical benefits hchuding
improved survival.

Cur beliefl in the benefits of glycaemic control was teinforced by the extstence of a strong dose-response
relationship between the reduction In mortality and morbidity and the aggressiveness of glucose control in this
inttial study, and "tight’ glycaemic control became the catchword of intensivists eariler in the decade However,
as concems emetged about the extrapolatability of data from a single study, subsequent investigntions were
done in heterogeneous groups of critically ill patients and similar benefits could not be demonstrated with “tight’
control in other large randomized, controlled studies. In fact, the most recent of these studies. the MNICE-SUAGR
trial, suggested a threshold for glucose control at 150 mg/dl, as tighter control increased mortality. Taken
together, these trials, while supportive of the need for glycaemic control. are unable to defend a strategy of
maintaining glucose levels in the euglycaemic range
The divergence of these resulis has been attributed to the negation of the benelits of "tight' control by high rates of
in the later studies, espedally when low targets are set for giycaemic control. Intra-indrvidual vanability
of glucose levels |s also suspected 1o be causal At present, our targets for glycaemic control remain in flux as we
atternpt to minimize these technical problems and to achieve a more nuanced understanding of the jasue
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Improving Quality Of Nutrition In The Critically IlI Patient

Andrew R Davies 1
Hospital and Department of Epidemiology and Preventive medicine,

Monash University, Melbourne, Australia

\ intensive Care Unit, Alfred

Comm be the focus of diztitians and mursing
is seen as a supportive therapy that should
| staff, :ﬁ:?&cﬁﬁim@u pmmlnenccpf‘: resuscitation and other argan faiture suppo. The eationale for

nutrition has been based on the incidence of and the problems associated with malnutritien in the ICU

(chies, ks that nuiniion should be
{ method of delivery, timing and nutnent content ane
sets of evidence based gn.uddl!‘lrﬁ%ﬁnl h:r:m I{‘.'!.!f
patients should 1 comimence early, and that there should be a low thres e the use o
promotility dﬁrﬂ:ﬂ‘-‘t wpgiaﬂcﬂﬂ ﬂl-ltl'ﬂiﬂl‘lllnd suppleﬂ:nlﬂl pﬂ?:l'lmﬂl nutrition. Nutsients such as omega-3 fatty acids,
B i beneficial in some specific subgroups of patients.
demonstrated that
veral surveys of clinical practice internationally have
| Pl‘-liﬂl. this, S:: wﬁs d::::mg uf‘r:uﬂiilﬂ“ averall, parily due ;: delays in commencement,
t

fmqmm Imnmpﬁumm and low utilization of promotility drugs and postpyloric tubes e

> : but requires the presence and knowledge of .
= Dngoing international surveys with timely

i them: =
es and improved dissemination and education 8200 oly useful method 1o improve performance

and well-packaged feedback to mdtﬂduai“liﬁis ::; ;]::nl b: ::: extrem
on key performance indicators of high q : i’ .
ey wltj-disciplinary fashion to emphas Wm amﬂ 4

It would seem vital that 1CU cEmciS N "o facilitste nusirition 5 a discussion RE. SHU
nuirition as a therapy 1 thetr ICL mw#ﬂ:mpﬂﬂm’m! henefits and minimise the risks of nutrition

embrace the use ol evidence based
| mﬁ. u“‘th?km mup‘lmﬁlﬂutmmmﬂ
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Choosing And Dosing Antibiotics In The Critically III
" charles Gomersall _
Je Care. The Chinese University of Hong Kong, Hong Kong

AI'I_mud Shaltut othman
Department of Anaesthesia & Intensive Care, Hospital Sultanah Bahiyah,
Alor Setar, Kedah, Malaysia

Department of Anaesthesia & Intensi

- [ 5 selection it is far from
i biotic sensithiry patiem of pathogers is yital part of antibiotic _ . r the
ﬁl!’"ﬂuﬂ!hmmﬂ mm""rﬁm include sdverse drug effects, th‘-:‘-_uz penetration, pmm&:&'

he ahility to achieve pharmacoldnetic targets in the relevant tissye asd

induction ol resistance o o mmm:m

impora tissue sration is Hlustrared by the improved out me O . : ;
wiﬁn F;P::'mm weated with linezolid, the lack of efficacy of daptomycin for this cond; I
and the efficacy of tigacycline in animal models of Pseudomonas aeruginosa pneumonia dﬁpﬂ:’“‘m"ﬂ s

resistance.

relationship between pharmacokinetic end-points and pharmacodynamics varies for different classes
. T.:m For beta lactams killing is most closely related to the time that the blood drug mmumnmmg
the minimum inhibitory concentration (MIC). For fluoroquinolones the relationship is less clear but it appears lo
be related to either the maximum concentration:MIC ratio or the ratio of the area under the time-concentration
curve to the MIC. The optimal AUC:MIC ratio for Strepfococcus pneumoniae is 33.7. However even at MICs a1
which the organism would be considered “sensitive” the optimal AUC:-MIC ratio may not be achieved,

Choice of antiblotics may also impact resistance to other agents. For example the increasing incidence of
| extended spectrum beta lactamase producing organisms seems to be due, in part, to the use of third generation

significant mwnmnrmh commonly used agents in the Intensive care unit snd Buid balance cccuptes
. tting is an area nfﬂﬁ'ﬁ&m ﬂn by the intensivist and the anaesthetist. The use of diuretics in the acife care
x and laboratory research. The presentation will review the risks and benefits

g{dhn:t:::: ::; three Hiﬂ.:::nm hﬁt:;ps of patients. These included subjects with acute renal fafure congestive hean

Several clinical studies have examined the use of loop diuretics in patients with Acute Renal Failure

!Tqu]’-'!f_ studies suggested that the use ol diuretics was harmful 1o paﬁ:nt*s I.2 There s no evidence 1o 5T:;j!ﬂ Iﬂ‘::
the use of loop diuretics reduces mortality, reduces length of ITU/hospital stay, or Increases the ecoviry of renal
function.? But yet due to the Umitations of these studies, we are still waiting to have data fom & good powerful
clinical trial which can answer whether loop diuretics harm eritically (Il patients with ARF Till (han the practice of

routine administration of these agents should be discouraged and we should think twice before prescribing loop
diuretics in the ICU patients with ARF.

Diuretics have become the ‘standard of care’ for patients with congestive heart failure. Despite widespread
clinical acceptance of the use of diuretics, there s uncertainty of the precise therapeutic efficacy because there
are no large scale trials on their effects on disease progression and survival. A1 this point. the overall evidence
for a mortality benefit is scarce. Data from ADHERE Registry suggest to minimize exposure to high doses of
diuretics in patients with decompensated heart failure to reduce monality and maorbidity,

Mannitol has been widely used in the control of raised intracranial pressure (ICP) following brain Injury
However, there is considerable clinical uncertainty not only over the optimal treatment regimen but also over the
effectiveness of mannitol as compared 1o other ICP lowering agents and over the usefulness af mannitol given

at different stages following head injury. Mannitol may have detrimental eflect on mortality when compared with &
hypertonic saline.* There is also insufficient reliable evidence to make recommendations on the use of Mannitol

in the management of patients with traumatic brain injury."
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. Preventing Contrast Medium Induced Nephropathy

Anselm Suresh Rao
Gleneagles intan Medical Centre, Kuala Lumpur, Malaysia
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Protection In The Critically Ill: Are We Wasting Our Time?
Rensl B ahya shehabi

t
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| intensive Care uni

ot of seure renal failure (ARF) In critically ill patients is associaied

| Acute lehﬁﬂ?'m m’i‘ﬂ::ww' ICU complications, Lengthy ICU and hospital stay. m; I g
| with & substas . o hmﬂ,mmmmth! icu

thophysiology of !
|Inmmulechrm‘ﬂth:ﬁ1ﬂﬂ“m~'htpdww dﬁltiﬂfﬂlﬂﬂphmw

“wﬂmmrwwmmum 19905 has shown 1o benefits in a randomized trial. Simitacly
failed

other studies investigating N-Acetylcystiene, fenoldoparn, Atrinl Naturetic peptide and other agenis .

| produce any positive results.
md:hrdgmﬂmpmblzms[umlt'.l.lcmﬂdamslhesbﬂntzofmmulemﬂﬂnmhedﬂdehhmmmg
mmmumﬁshhﬂu&udﬂaﬂﬂ!ﬂwﬂvuﬂaﬂnw for corrective measures to be taken, Some
pmmiﬂngummﬂmrsmmngina.c',rsunncElsagnodmurkcrfm:ﬂsegs:mﬁwwhﬂeﬂmuphnnm

| Associated Lipocalin-2 (NGAL) is a good eatly predictor of AKI . Similarly, Gamm-GT and n_"a“_'ﬂhﬂtﬂi','
markers of AKI It 1s therefore plausible that more than one marker is needed to assess the impact of any
intervention on AKL The use of the traditional creatinine and GFR s simply imperfect.

| While thee search is on for the magic bullet to prevent the development of AKI in ICU patients, clinicians should
first recognize patients i risk, Instigate treatment options that include treating any associated etiology such as
| ==psis o toxic load. ensure adequale hydration, optimize hemodynamic profile and redice nephrotoxic
exposure including drugs and conirast agents. Somie other options for specific causes of AKI can also be utilized.
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Continuous Versus Intermittent Renal lacement Therapy
F In The ICU Paﬂenl:ep

: Loo Shi :
| National University of Singapore, singapore

Renal eplacement thess '
' | ples. (RRT) in their vatious modali o
Epnirol the bhl:d @ntent of patlenis  For eritically WEI:;E :;Jmpzpk:m" “:!ltmﬂnl k PrORESEs lhl! kian help to
| | .'M"ﬂ'ﬂ! thus h’:uad SoTitent can lead to death tapidly, and RHT can . : EL ; i e
. ng ime for the patho physisiogical proces sometimes be life saving, or at least death

The technalogy of RITs, wheih sesin nesojve.
5, 7 the continuous ‘ : .
oer ot Intermittent modalities -
I Pﬂﬁ::: I;:: :l“w decades, leading 1o mmproved !mmlcn&wt;n:n bi es, have seen significant improvements
: Pﬂ:;nl to understand the comparaiive features i,,_md content control and enhanced safety (o
RET, in ordet 1o make a rational chojee. capability vs potential complications, of the

snvironment of the ICU,

the chojce of an app :
: ropriate mode of RRT for the patient,
considerations to match 3 R G

Patho-physiological IE}M of factors; (1) the specific

availabiliry vy demand of the ICU. the RRT modality's capability ¥$
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: t it This has ma : : ns
heterogeneous with no single pathway zfﬁrﬁf complex and difficult o interpret. The so called “low dnge
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Adopting The Protocol Of Early Broad Spectrum Antibiotic Administration For Seve
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A 2-Year Retrospective Study Of Infantile Bilateral Striatul Mecrosis In Sabah
C W Koh, T Thomas
Hospital Likes, Kota Kinobalu, Sabak, Makiyua
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’ Broad Sq_hﬂ“mn Antibiotic Administratj
Adopting The Walofﬂﬂgl In The Emergency Department,

For ME sis/S i! nl:IC’IiE Medical Centre (EDeE'KIEMC

- ___UM ‘ sﬁa‘;;u—h:;mp' Farina Mohd Salleh?, Hlmm Mahdij!
| vanitha mwwu;mm Kebangsaan Malaysia Medical Centre, Kuala Lumpur, Malaysiq
i Dﬂ:g:c‘:;::cy pepartment, Hospital Sungai suloh, Selangor, Malaysia

-.

| uunutlulu: of broad.spectcum antbiotic therapy within 1 hour of diagnosis of septic shock and/or severe

sepais is pant of the resuscitation bundle of the Surviving Sepsis Campaign. Litile is known of compliance 10 1,
protocol in Malsys@an Emergency Departmenis 4

ermine the compliance of broad spectrum antibiotics administration within
is of severe sepsis/septic shock in ED UKMMC before and afier

OBJECTIVE e
The purpose of this study was fo
the recommended 1 hour period of the diagnos
the introduction resuscitation bundie protocel

METHOD J .
A resusdiiation bundle protocel in ED UKMMC was commenced on 1* March 2009. A prospective cohort study '

I of the medical records from 1* December 2008 to 28th February 2009 was also conducted for comparison.

RESULTS

A total of 14 patients were enrolied into post- implementation group and 17 patients were eligible in historical
pre-implementation group. There were significant differences between the pre-implementation vs. post.
implementation) in the mean time of antibiotics administration from the time of diagnosis of severe sepsis/
septic shock (3.9 + 1.8 hours vs. 1.2 + 0.7 hours, p < 0.001) and compliance of antibiolic administration within
1 hour of the disgnosis of severe sepsis/septic shock (nil vs. 42.9%., p = 0.003).

CONCLUSIONS

Compliance of early broad spectrum antibiotics administration in the ED -
introduction of a resuscitation bundle in ED protocol, ¢ ED can be achieved through the
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A 2-Year Retrospective Study Of Infantile ‘Bilateral Striatal Necrosis In Sabah

: C W Koh, T Thomas '
Hospital Likas, Kata Kinabalu, Sabah, Malaysia

INTRODUCTION

bilateral
Infantile striatal necrosis is a rare neurclofical disease characterized by degeneration of the candate

nucleus, putamen, globus pallidus and thalamus 1t
presents with enceéphalopathy, mimicking meningits and
encephalitis. Pathophysiology of basal ganglia damnge is unclear and teatrrient modalities unlilm v

| OBJECTIVES
1. To determine demographic data, clinical findings and possible setiology of patients with striatal pecrosis

2. To compare different treatments used against 1CU outcome
3. To evaluate utilisation of cranial ultrasound in diagnosing striatal necrasts in unstable infants nursed In (he ICU

METHODS

We retrospectively mitumd the case notes of all patients admitted 1o our hospital with this disorder in 2008 and
2009, Inclusion criteria were (1) previously well infants who presented with encephalopathy or central nervous
systemn symptomatology and (2) strintal necrosis demonstrated on either CT or MRI scans

RESULTS

A total of 15 patients had striatal necrosts. The age of the patlents ranged from 2 to 15 months. Commaon
symptoms included a preceeding febrile illness (93%). lethargy (B0%), drowsiness (80%). 3 patients died
while 13 required mechanical ventilation. No aetology was found

9 patients received methylprednisolone for treatment while 5 patients received immunoglobulins. Mortality was
50% in the non methylprednisolone group compated to 0% in the methylprednisclone group (p = 0.04). Shorter
ventilator days and length of hospital stay in the methylpredniscione group was not significant In8ow of 15
patients, we achieved the diagnosis of striatal necrosis by cranial ultrasound prior 1o confirmation by CT

CONCLUSION
1. The aetiology of infantile striatal necrosis i& unknown.

| 2. IV Methylprednisclone appears o corifer a mortality benefit without reducing ventilator days and length o
stay.
3. Cranial Ultrasound shows promise in diagnosing this condition in unstable ventilated patients in the 1CU




ORAL PRESENTATION 3

Mo Compared To Other Influenza Lk,
ecton I3 i Compaison During R HIN1 Outireg
_— ;ﬁ;ﬁ;"""- y W Teh’, Maizatul', F K Kan?, H s Lee!
\ccTan', A iy aminah, Johor Bahru, Johor, Malaysia

; ital Sultana &
'*""“‘iwﬂf,rﬁ:'f :Isfslzml sultanah Aminah, Johar Bahru, Johor, Malaysia
“infectious

| OBJECTIVE ce in montality between critically i1l patients with ILI who were H1N{ m

d:hum!thhlrtumfm
EﬂluﬂHIHl negative (-ve) durng HIN| pandemic 2009

.
Intensive Care Unit (ICU) during the HIN1 pandemic 2004
| found to be +ve till one week :
d as the time the first patient in Icu o -afier the
studied. The study peried 18 dt‘n?:[uﬂn"ﬂﬂ:ﬂ data were collected retrospectively: demographic data, co-morbig

mﬂﬂuﬂdﬂ : l:;:.eirmanmm. length of stay (LOS) and outcome: Data was analysed with SPSS 120

RESULTS . . .

L1 admitted to ICU during the study period, only GO patient records were available:
gu;i“;d?gzﬂc?;i made up 60% of both groups. The mean age was 40 + 132 years in +ve and 46,
+ 17 6 years in -ve patients. Sixteen (57.1 %) of +ve and 18 (59 4 %) of-ve patients had co-morbidities, Median
PIE (PaOYFIOs) ratlo was 16089 vs 1782101, median time taken to start antiviral and antibiotics 6.33 = 4 days
“‘_3314‘,,“@“&“;@5[@5_5demvsz.B;S.zduys.andllrmnmwmmMm
erude in hospital mortality was 21.4% (+ve) vs 40.6% (-ve). The Standardised Mortality Ratio (SMR) ICU was

| 0,42 vs 0.78 while SMR hosgital was the same at 0.84 for both groups.

| CONCLUSIONS

| The crude In hospital mortality and SMR ICU were lower in HIN1+ve patients. However, there is no difference

| m:tuhmpiulmuqmmtbuw.'ngroups.mmwmnwrermm}epaﬂentshbmhgmupﬁ-mmpnmlhmg;
normal admission fatio of 60 males. 40 females and this need to be studied further. HIN1 infection did not

| result in & higher risk of death. '

b
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Incidence And Outcome Of Central Venous Catheter Infections In
_ Neonatal
Intensive Care Unit (NICU) In Sabah m_m o

Deirdre Ooi, S M Fong 2
Sabah Women and Children Hospital, Kota Kinabaly, Sabah, Malaysia

OBJECTIVES

To determine the incidence and outcome of central venous catheter (CVC ] -
Care Unit (NICU) of Sabah Women and Children Hoeplial lSWA{:H; ) insened in the Neonatsl iniensive

METHODS

Prospective cohort study conducted in SWACH. All babies admitted to the NICU from January 2008 1o Apel 2010
with CVC insertion were enrolled into the study. These babies were monitoted for the development of
nosocomial infections from the day of CVC nsertion until the removal of the catheter

RESULYS

A total of 575 bables were enrolled and 685 CVC catheters (UVC, 78.8%, PICC. 1B.7%, non-lunneled CVC
1.8%, tunneled CVC: 0,79%) were inserted in this study. There were 51 episodes of bacteraemia and the rate of
nosocomial blood stream (BSI) infection was 10%. The incidence of CVC related BS| infection was 10.8 per 1000
catheter days. (UVC: 9.7 per 1000 catheter days, PICC: 11.6 per 1000 catheter days, non-tunneled CVC: 23.8
per 1000 catheter days, tunneled CVC: 5.6 per 1000 catheter days). The 3 most common organisms isolated
were Coagulase Negative Staphyloccoccus (47 5%), Klebsiella sp. (18%) and Staphylococcus aureus (8.2%).

CONCLUSION
The risk of CVC infection varies with the type of CVC used which was highest with non tunneled CVC and lowest
in tunneled CVC. The commonest organism isclated in CVC relsted BSI was Coagulase Negative

Staphyloccoccus.
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ORAL P

Ain, K L Yap, N

ccTan, AM A Hospital Sultana

intensive Ca

| OBJECTIVE
To study the opinions

METHODS -
A questionnaire on

withdrawal of medical
warking in Hospital Sultanah
questionnaire dropped into a

:::::: . were igible for ¢, However only 182 (50.19%) doctors could be visited 1o answer

questionnaire. Regarding DNR. 89% of respondents practiced DNR because they felt thal resuscitation woul A
was mandatory and 78.5% said DNR order should be documented. Eighty-three percent felt that patient ang
family should be involved in decision making. Majority of doctors (97.3%) understood DNR as not

cardiopulmenary resuscitation (CPR). With regards to WH & WD, 70.9% responded that they practiced it
Reasons given were continuation of treatment would be futile (80.7%), ease patient’s suffering (53.3%) and
create bed for another patient (15.8%) Seventy-six percent thought consent was mandatory and 79.7% would
document it. Seventy-eight percent opined that the decision should be a joint decision between patient, family
and doctor. The opinion on what to include in withdrawal were as follows: No CPR (92.3% respondents), Stop

inolropes (64%), Stop ventilation (57 1%), Stop all drugs (36.8%), Stop dialysis (33.5%), Stop total parenteral
nutrition (24.2%) and Stop feeding (10.4%),

CORCLUSION

More doctors practiced DNR (89%) compared 10 WH & WD (70.8%). Not to perform CPR were acceptable (o
most doctors. Few doctors would stop feeding at end of life

und feelings of doctors working in & [Ertiary hospital regarding end of life decisions

gcisions ke “do-not-resuscitate” (DNR) and “w

aspects of end of lfe & rems” (WH & WD) was personally given 1o

sreatment and life support 5¥%
Aminah in August 2009
box to maintain anonyrmity

House officers were excluded.

ding ang
all docigrs,
The doctors were asked to answer on the spot and i
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_ Echocardiography In Patient Management In ICU

M Balasingam, M Mansor
Ampang Hospital, Selangor, Malaysta

IRTRODUCTION

Echocardiography (ECHO) is a powerful noninvasive imaging modaliry for the assessment of crically fl patients.
This technique provides unparalleled morphological and hemodynamic information the leads 1o frequaent
therapeutic changes in the acute management of patients hospitalized in ihe intensive care unit{ICU) Objective
The present siudy is almed at determining the usefulness of ECHO in assessing morphological and
hemodynamic instability in ICU in the local hospital setting

METHODOLOGY

A retrospective study was conducted on all ECHO examinations performed in medical ICU patients between
January 1 and June 30, 2010. Diagnosis, indication, acoustic window, position and value were recorded
Significant pathology, contractility, preload, filling pressures, dimensions as well as systolic and diastolic functions
were assessed. Any change in management thal occurred as a resull of the study was noted. In addition, bedside
ECHO was performed in the following patients: ()Septic shock where ECHO was used to guide fluid therapy
#)Sepsis induced myocardial dysfunction which was diagnosed on ECHO and therapy was guided i) Persistent

shock which was evaluated for righ! heart failure, dynamic left ventricular obstruction and cardiac tamponade if
they did not respond to fluids and lonotropes.

RESULTS
A total of 167 patients were analysed. 650% were males and 40% were females. Of this, hall were mechanically
ventilated and the rest were on BIPAP, trachy mask, oxygen mask or brenthing room air. Management was
changed directly as a result of information provided in 25% of these patients. Changes included fuid
administration, ionotropes, drug therapy and treatmeni limitation

CONCLUSION .
ECHO has been shown to positively impact on the management of the critically ill patient. Appropriate training
and utilization of this technology will essentially help better manage patients in the ICU setting

sam ' W
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Transport Of Critically IIf Children In Sabah

§ F Ukchukpharn, C T Goh, T L Soo
Sabah women and Children’s Hospital, Kota Kinabalu, Sabah, Malaysla

OBJECTIVE
Previous studies have shown that transfer of critically ill children by untrained or in

eaperenced tmnspon wam
are associated with high incidence of adverse events. This audit is desighed 1o study such events i Sabab

METHOD

| A prospective audit was conducted over o perod of 6 months, from February to July 2008 All pafients
transferred in from district hospital to the PICU and NICU Level 3 of Sabah Wamen and Chiidren's Hospital
(SWACH) were included. Data were collected using a standardized data collection sheet. capiunng patient

I demographics, refemming hospital, diagnosis, and technical, clinical, and critical adverse events dunng iranspor

RESULT
A total of 33 patients were transferred to our intensive care units during the study period. out of which 27 (B5%)

| were transported by district medical officers. The remaining 5(15%) patients were retrieved by SWACH's
| paediatric retrieval team. 70% or 23 oul of these 33 patients had al least 1 adverse event, including 2 retrieved
patients. Technical adverse events occurred in 27% of patients, the most commaon mishap being disiodged ETT.
| At least 1 clinical adverse event occurred in 27% of patients, with hypothermia identified as the main culprit
27% of patients had a critical adverse event, of which urgent reintubation during transport was the main
contributing factor. Of the retrieved patients, 1 patient had a dislodged ETT and anothet needed urgent intubation

| due to impending collapse.

CONCLUSION

A high number of avoidable adverse events occurred in patients transported from district hospitals 1o lertiary
healthcare center in Sabah. This partly reflects on the lack of experience In m:d_ami officers managing transport
of ill patients from districts, confounded by the unavailability of proper monltoring equipments

=T BrF i
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The Use Of IV Fluconazole In ﬁng-_li_lguu'opmi@ ICU Fﬂ.lir.'nL__
e imawath, w LU, & Shanth, K Shymal
j sungai Buloh Hospital, Selangor, Malaysia

~ An Incidental Finding Of Congenital Tracheal Stenosis In Pediatric ICU

Ebrahim Bham, Marzida Mansor
Department of Anaesthesia, University of Malaya, Kuala Lumpur, Malaysia

INTRODUCTION \ wiorse outcomes and increased risk of mortality.

| W mm initiation is ﬂmdﬂtﬂ Wil Cmgnl.'ﬂlll tracheal stenosis (m} {5 a rare condition, which can presend as ERYTTRIOIMATIC nonmad infants o life

threatening airway obstruction. We report a case of an ex-preme (32 wi) baby boy with leff upper eyelid capillary
haemangioma, planned for elective MRI 1o exclude eyeball and Intra crantal nvolvement and was incidentally
diagnosed with CTS.

He had history of nasal CPAP requirement afler birth but was never intubated snd ventilated There was no
episode of stridor or respiratory distress. The corrected age was 47wk and weighted 4.2 kg on the day of MR
For Endotracheal intubation. laryngoscopy was done with size | straight-blade Mo apparent atrway edema
noted and vocal cords were visualized as CAL Grade 1. However, # wan diflicult 1o pass size 3 0 uncuffed ETT
tube on first attempt and was changed immediately with size 25 tube thal passed withoul resistance with a
minimum leak.

While the anaesthesia teamn was aboul to leave the MRI room, ETT was accidentally dislodged due to inpping of
extenston tubing. Patient was ventilated immediately with the bag-valve-mask while preparing for re-intubation
Fatient was successfully re-imtubated with size 2.5 after 3% attempt. No stridor was heard and oxygen saturation
was maintained between 96 to 98% throughout the procedure, MRI was camied out uneventfully and there was
no orbital or intra cranial invasion.

The baby was transferred to Pediatric ICU for ventilation and weaning. He was successfully extubated 2 days
fater and tolerated head box and nasal cannula oxygen subsequently Bronchoscopy was later performed by
nenatologist under local anesthetic and mild sedation. Tracheal stenosis In tracheal ring 3 and 4 level with
complete tracheal ring formation was noted. CT neck and thorax done 2 wk Inter under sedation revealed shorl
segment, mid-tracheal stenosis at C5-6 level with inner diameter < 3 mm (Fig). No other tracheal malfosmations

or fistula formation noted. He was diagnosed as Hoffer Class | short segment CTS and was planned for ®
conservative management by pediatric team.

(CPAP = continuous positive airway pressure, C & L = Cormack & Lehane. ETT= endo tracheal tube, ICU =
Intensive care unit, C = cervical veriebra)

OBJECTIVES in non- neutropasnic pm]{n!! in intensive care unit ﬂcm of &ﬂw H.u[u'h

f IV fluconazole :
| THnmummm;;,fmu e the relationship between the risk factors and the occurrence of fungal infection ang

10 observe the (mpact of empirical and definitive therapy of IV fluconazole towards mortality risk,

oY ; (
| ;::T::um «tudy 1o observe the use of IV fiuconazole prescribed for patients admitted to the ICU of

th IV fluconazole were identified
HSB. 80 non- neutropenic adull patients in ICU whase bt‘!ll'l prescribed wi . ed for

inchusion 14 patients were excluded due fo the inability retneve culture result, Duration of this study was from
. January until December 2008.

RESULT

In our study, a total of 66 patients recetved IV fluconazole, 10 patients were initiated IV fluconazole after positive

culture obtained This group had monality of 70% 56 patlents received IV fluconazole on an empiric basis, Out
' of the 56 patlents, 8 continued to receive treatment based on positive cultures with risk of mortality 50%. In 40

patients, treatments were continued on empirical basts and the risk of mortality is 40%. 8 patients stopped their
| treatments because of negative culture. Mean duration of ICU stay at the time initiate IV fluconazale is 20, Out

of 40 patients that continue treatment as empirical therapy, 25 of it (62.5%) had candida score > 2.5 with ris
of mortality 44%, g e

CONCLUSION

Mortality is higher in patients who received IV fluconazale after positive culture attained )
(definitive). Thus
[ therapy showed a trend towards reduction in tbrtality but statistically not significant as numhumaf “:Pht were
| swmall. Patients with mean length of ICU stay of 20 days and

candida score > 2.5 also had high risk of mortality.




pOSTER PRESENTATION 4

AVA) In Children: Case Reports
o Trgger Ventiaton (NAVA) I

__.-—J——’M_ s L Ding, E L Chew .

suri Bainun, Ipoh, Perak, Malaysia

paediatric Department, Hospital Raj permai

INTRODUCTION \remendously since the polio epidemics in the 20 century but sy 1.
own problems like pﬁ-mﬁm&mw s ventilator induced lung injury. Hence, there is a n h}:' H‘:
more “physiological” mode of mechanical ventilation = need

ESENTATION ' A
$n PR e we used neurally adjusted ventilatory assist (NAVA) mode of mechanical ventilation.

nhqmsmt'mﬂwm.mM|mwuu5,uZmanttunldMahrbo“mhadrwi
congenital heart disease n:d underwen! surgical intervention Post-operatively, there was difficulty in “i’“ﬂﬂn
down the ventilator settings (on synchronized intermittent mandatory ventilation o SIMV). We used N a"m‘“himi
settings of NAVA level: 2.0, PEEP; 6, FiO2: 0.4. Prior to NAVA, his respiratory rate was 65 - 75

with subcostal recession and there was patient-ventilator asynchrony. Within 10 minutes of starting NAVA, his
respiratory rate reduced 1o 45-55 breaths/minute, subcostal recession became minimal and ventilator syn :

improved. The second case was RO, a 4 months old Orang Asli gird, who was ventilated for :

bronchopneumonia. There was ventilator asynchrony and difficulty in weaning the ventilation. Her re i .
rate was 60-75 breaths/minute on SIMV which subsequently reduced to 30-45 breaths/minute wm“q"‘ﬁn m‘“‘..‘_’f_:
. patient-ventilator synchrony and facilitated ventilator weaning, o improved

NAVA Is a promising “physiological” mode of mechanical ventilation in children. Further research is needed
evahuate the role of NAVA in different dinical situations encountered in the paediatric intensive care settings, b4
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Patient Characteristics And Mortality Risk Scores At Th
Paediatric Intensive Care Unit, Sabah Women And Children's Hospita!

F E Ng, T Thomas, T L Soo
Paediatric Department, Sabah Women and Children’s Hospital, Kota Kinabaly, sabah, Malaysia

INTRODUCTION
This study reports the patient characteristics of a lertiary paediatric intenstie care unit in Malaysian Bormeo, and

compare risk predictors of mortality. The Paediatric Index of Mortality 2 (PIM2) 13 an established nshk predictor
of mortality in the PICU, using clinical parameters

METHOD

All ventilated patients admitted to the PICU at Sabah Women & Children’s Hospital, Kota Kinabalu, Malaysia,
from October 2008 to March 2010 (6 months), were included. Data on demographics. clinical features, diagnosts
were recorded, and PIM2 risk scores calculated.

RESULTS / CONCLUSION

Seventy-two patients were included. Mean age at admission was 3 years « Gmonths old and 27 (38%) were
girls. Twenty-six (36%) were non-Malaysian. Bacterial septicaemia (30%) and pneumonia (24%) were the
commanest admission diagnosis amongst Malaysians and Sepsis (56%) amongst non-Malaysians. Average
length of stay was 5 = 3 days. Twenty-eight (39%) children died (12, 43% non-Malaysian). Commonest cause
of death was pneumonia amongst Malaysians and Sepsis amongst non-Malaysians. PIM2 dsk prediction
showed excellent discrimination and correlation with mertality amongst our patients




pOSTER PRESENTATION 6

POSTER PRESENTATION 7

|
!

- ———

X Microblal Survelllance On Mechanical Venttlator Reusable Circuits
S abdul Rahman, Khairul Mubarak Osman, Esa Kamaruzaman,
‘ r Nurazilah Mohamed Sallehudin, Azarinah izaham
|

i Case Report — Hepatic Disease And Pregnancy

| M Sanah, M S Noryani, | Nora, £ Norzalina
Sarawak General Hospital, Kuching, Sarawak, Malaysic

- toav and Intensive care, Universiti kebangsaan Malaysia Medical Centre,
Department of Anaesthesiology Kuala Lumpur, Malaysia

I - - . . :
Currrently and dis ble mechanical ventilatos circuits are used In.um ]‘mm m G
mﬁﬂum nfdms;::g the circuits and thrpfmmnfmnmm m . . Mﬁi:f
the incidence of ventilator associated peumonia The reusable circuits are easily wel with Wﬁg&"‘ ith
condensates, Up to date, thete Is no study looking at microbial existence in the drcuits. This study was 1o deteqy

o erobial existence in the mechanical ventilator reusable circuits at 24, 72, 120 and 168 hours. One hundre

reusable mechanical ventilator circults were studied from November 2009 to April 2010. Samples of co; hundred .

' from the circuits were collected and the quality recorded as clean or dirty. The condensates were :n;. densate e

Mac Conkey and blood agar and reported as positive or negative and no mﬂanbmlﬂtmtncaunnd;lﬂd-_ ;

were significant differences between the mean of positive culture of the 24 hours to the 72, 120 and 168 .

| ' ‘ circuits (p<0.05). However, there were no significant differences in the positive culture report betw 'ﬂ::m?z,

An [solated liver disease rarely occurs during pregnancy. It is estimated thet i complicstes up to 3% of all

| prtg?;ndﬂ and the spectrum of diseases ranges from mild to severe which could be detrimental 1o both mothes
and fetus.

| We report a case of a 19 year old primigravida who presented at 37 weeks of pregnancy with lethangy, myalgha,
sore throat, fever, headache, nausea, vomiting and diarrchoen. Her symploms wonened, with associaled
dysphagia, loss of appetite, pruritus and yellowish discolouration of the eyes Her antenstal period was
uneventiul except for history of having HIN| vaccination 2 days prior to her symptoms. On exarmnination. she was
jaundice and In early labour. Her blood pressure was notmal. Cardistocograph however showed non-assuring
- type 1l deceleration which subsequently progressed 1o fetal bradycardin within an hour She underwent
emergency caesarean section with general anaesthesis which was complicated with postparium Haemorthage
| secondary to uterine atony, coagulopathy and thrombocytopaenia She underwent 2 relaparotomies, B-Lynch
ligation and subsequently bilateral internal artery ligation with blood/blood products cover. A dose of Novo 7
was also given.

Her initial stay in Intensive care was complicated with acute renal fafluwe and recurrent episodes of
| hypoglycaemia Her renal function improved after 2 days of renal replacement therapy. Liver transaminases
normalized after 5 days except persistent hyperbilirubinaemia and slight coagulopathy She was extubated well
on day 7 and discharged to ward 3 days later. All the infective, connective tissue and metabolic screenings were
negative. Ultrasound abdomen was also normal. She was discharged home aftet 2 weeks stay in the ward

Provisional diagnosis was acute fatty liver of pregnancy. However, differential diagnosis of the HINI vaccination
complication could be considered.

120 and 168 hours circuits. The dirty condensate in the 72 and 120 hours circuits, have the sensitivity of §0%,

66.6% and specificity 98 9%, 98.4% (o be positive culture. Positive Predictive Value was 80% for 72 hours and

66.6% for 120 hours. Negative Predictive Value was 98.9% and 98.4% for 72 and 120 hours. There was no

I| |'mtlmﬁmhmmzdmnuunulmenmﬁmﬁamm:pmmnfwmmedmm&
24 hours duration but dirty condensate was significant for positives microbial culture. ' '
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- A Review Of Traumatic Brain Injury Admitted To Intensive Care
. Hospital Sungai Buloh Unit (ICU)

Suzanna Abdul Malik, Shanthi Ratnam
Department of Anaesthesia & Intensive Care, Hospital Sungai Buloh, Selangor, Malaysia

Complicated Dissecting Aortic Aneurysm In A Young Mot&ei_____

o wt Rohana, S Fadzlinda, ¥ Yusnita
| Haspital serdang. Selangor, Malaysia

| . v _
Rortic dissection, also called dissecting aneurysm s relatively uncommon, Aayone can develop the candition by

most frequen man between 6. and 70 years of age. Approximately 50% of the dissections se oy BACKGROUND
. :] m:nm mf: :E:::;: of age occut during pregnancy We present a case repont of Madam LSC who Traumatic brain injury (TBI) is amongst the leading cause of death in Malaysia
unfortunately died due to complication of these fatal disease. LSC, 28 YEAR OLD , PARA 1 D2 pnﬂ-sﬁbmfmﬂ Objectives

vascular mana t of acute imb ischaemin. With otherwise normal antenatal history
;ﬂopgd m InmguH;nmsmn and treated with T Nifedipine. She was referred to surgical ma:;:
GIT bleed and Ischaemic right lower fimbs. She was then transferred to Hospital Su'dwﬁ:r embolectomy
which had 1o be postponed In view of DIVC, acute kidney injury and severe metabolic acidosis. She was
electively intubated, started on CVVHD. Embolectomy was later cancelled since there is slight improvement
J skin colour and because the poor nisk benefit. TOE examination showed dissecting aneurysm from root of aoria

Aim of this retrospective study was to look at the outcome of patients with TBI followi 5

wing admission inta a cosed
ICU (in cn]lahnraﬂfun with neurosurgical) in relation to (he pre intubation GCS, the rate of ventriculitis, the length
of ICU stay and the GCS outcome following our institute protocolized intervention

METHODOLOGY

104 patients with TBI were recruited, between January to December 2000 Relevan! demographic data, injuries

sustained, non surgical and surgical intervention carnied out during ICU stay, Glasgow Coma scale (GCS) scoring

for pre and post [CU and hospital discharge were reviewed We classified the GCS scoring as Severe TBI, GCS
| 3-8: Moderate TBL GCS 9-12: Mild TBI, GCS 13-15.

to decending aorta, however there is no clot in lefi atrium. CTA thorax and abdomen confirmed that there is

multiple segmental dissection of the sona extending from the region of the arch into left common carolid,

. | descending tharacic aona. abdominal aona until the bifurcation. Dissection also noted in right external [liac arte:
extending from its origin until the origin of the night femoral artery Alter reviewing the diag . C artery

outcome and the high risk surgery by all team including intensivist, vascular and cardiothoracic | RESULTS _
‘ O & G team. she was not offered surgical intervention and was then treated conservath rely.. Unfor !Httl'g;m ‘“’f The highest ethnic group was predominantly Malay with 58%; gender Male 87 5%, Highest injuries sustained
|

continues to deteriorate. She subsequently developed bowel ischernia by ; ; was extradural haemorrhage 24%, subdural haemorrhage 19.2% and intracranial h{rud 19.2%. Highest mean
abdominal tapping. Since surgery Is not possible, discussion with £ b"w of ﬁﬂl mamﬁ:;: group of hospital stay was the moderate GCS group (12.46, SD 8.2) due to ventriculitis. The outcome of patients

made. From here the management _ post non and surgical interventions carried out in ICU showed that the severe GCS group had improved by 61%
days in ICU. as change to comfort care, and patient succumbed to her iliness after 12 and the moderate GCS group improved by 25%. The mild GCS group showed an increment of 86% post ICU

discharge. Nevertheless no improvement was seen in those with barbiturate coma and a total of 22 patients had
died.

P

CONCLUSION
Our data concluded that patients who had intervention done showed improvement from their initial GCS at ICU

)
Il | admission prior (0 hospital discharge.
{
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utamine Supplementation In oﬂtﬂ}me
Emgiﬂ :T;ff?ﬁ F:‘J&ifii %mmm Care Unit (ICU): A Pilot Study -
¢ s In intenst

""""" M Sanjit, B Lydiang T
ita, v Sivasakthi, T N Sze, _
Depn:b:!?r?t,:? i::z::hesi‘a & Intensive Care, Hospital Melaka, Melaka, Malaysi,

of cellular disturbances, namely h'{PEdnﬂammuﬂnn coll

cally (Il patients experfenced a broad spectrum '

E?::ﬂ: dvf;:mclmn and mitechondrial dysfunction. [t was h‘h:'d 'lu:t hdmimmﬂ’mﬁ; may mnd:ltle these
rocesses and improve the outcame of ICU patients. Although - io “ﬂ"r’ - 5 “ﬂ: ractised, the data on

Eafel*,l' was scarce. This pilot study was designed to compare the outcome o patents in Hospita Melaka-

administered with enteral versus parenteral glutamine supplementation.

i‘.nl::rz:puﬂm randomized controlled trial, a total of 33 patients were recruited over the period of three mon
{March - May). They were assigned to either an enteral glutamine group (n = 15) ora paremzral‘glummmg g

(n = 18). The enteral group received oral glutamine of 30g/day while the parenteral group received intravenoys
glutamine of 10g/day. Both groups recetved the treatment for five days. Concurrent enteral feeding was instifyteq
in all the studled patients on day 2 of ICU admission. They were then followed up for specific outcome

parameters.

RESULTS
Giutamine was well-tolerated without any significant adverse effects noted in all of our patients. There were no

significant differences found in both groups, in terms of demography, mean length of ICU stay (enteral vs
parenteral 12.3 vs 8.6 days. p = 0.177), mean duration of mechanical ventilation ( 109 vs 8.2 days, p = 0.358),
mean length of hospital stay (19.0 vs 17.6 days, p = 0.528) and ICU mortality (18.8 vs 11.1%, p = 0.853)

CONCLUSIONS
Enteral glutarnine is comparable 1o parenteral glutamine in the patients outcome parameters like mean length of

ICU stay, mean duration of mechanical ventilation, mean length of hospital stay and ICU mortality. As our current

trial is mainly limited by its small sample size, further studies with larger sample size are warranted 1o validate

further the findings noted in this study as well as 1o study the varous aspects of glutamine supplementation such i
as pharmacoeconomics and effects ©n nosocamial infections.






