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e from the President, Malaysian Socie

Message from the Minister of siologists & Organising Chairperson, 3.

On behalf of the Organising Committee and the Malaysian Sociely of
Anaesthesiologists, | welcome you fo the 3" NCIC.

| extend my warmest areetings fo the p

Intensive Care.

| would like to commend the Infensive
Anaesthesiologists and the Anaesthefic and
Health for organizing this conf > which anjse most encouraging this year is the big number of high quality free papers submitted
infensive care fraternity in Malaysia. for presentation and | believe this is the spin-off effect of holding such scienfific

I'am pleased fo note that this annual scientific meeting continues to aftract a big

number of delegates and enjoy strong support from the health industry. But what is

meefings on a regular basis. The increase in research activities in intensive care
The theme of this year's conference ~ augurs well for the future of this specialty.

Deaths following motor vehicle accidents:

causes of death in Malaysia. Improved outcome to the critically injured ly be ensu Traume is chosen as the theme for this year's discussion because affer sepsis, frauma is the second

continued infensive care provided fo these patients following the in

gnosis leading to ICU admissions in our hospitals. The management of trauma patient is

as it not only demands the highest level of clinical skill but also the ability to coordinate care

The presence of foreign and local experts in this conference will
developments in the management of the critically injured
ideas and information and develop their professional networks.

he frauma symposia in this conference will provide the most up to date knowledge and

anage these high risk patients.
Vs e fha hiscorferenca A i g R fion (ICS) of MSA (previously known as CCMS) has grown from strength fo strength in the lasf
TEeThriNG sroiden ol crifically injuired. Tie Minisfmts he f ' quality of service ol s the annual conferences, it has held a series of nutrition workshops, training courses for junior
is closely determined by the level of knowledge and the constan upgrading of

 successful ‘surviving sepsis road show'. Although small in membership, ICS has proved to be
therefore always committed in supporfing such a chivities,

nal group worthy of recognition.

I wish you all a very successful and fruitful conference.

1 "Wfﬁfﬁ‘@ﬁﬁﬁihlﬂmmwt the effort of a few dedicated infensivists and anaesthetists who are commified fo
the advancement of intensive care in Malaysia. | take this opportunity fo pay special tribute to these colleagues of
mine who selflessly sacrifice time to contribute to the Section for the love of the specialty.

1| would like fo express our utmost grafitude and appreciation to the Minister of Health for gracing our function.

| thank the speakers especially our foreign guests for participating in the conference

0" DR CHUA 50| LEK

Finally, | thank you for joining us. | hope you have an enjoyable and a fruitful meeting.

DR NG SIEW HIAN
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| It gives me great pleasure and honour to stand before this distinguished gathering fo read a

cﬂaﬂon fora p__erson whao, | think, has contributed a lot 1o the development of anaesthesiology in
this couniry. On a personal nofe, | also consider it a privilege as he is a close friend of mine

| Duia‘ Dr_lnbusggurun Kanapathipillal was born in Klang, Selangor and had his school education
j‘_’*__"h'_ jjum.-.Abdul Hamid College, Alor Sefar, Kedah where he was the top student in 1964
1965 and 1966. He did his medicine ot the University of Malaya from 1967

Looking at Dato® Dr Inbasegaran, one would not think of him as o sportsman but you will be
surprised to know that he represented his school in hockey and long distance running.
The endurance and energy that he acquired in his younger days has stood by him during his
distinguished career for he carried out his duties with the same endurance and energy

_Dofp.' Dr Inbasegaran is married to Datin Packiawathy and they have one beautiful daughter

e University of Malaya in 1972 and did his postgraduate training in Anaesthesiology. He obtained
and his FANZCA in 1992. As a true Government servant, he served in various Siate Capitals as the
Department finally culminating in his appointment as the Senior Consultant and Head of
Care in Hospital Kuala Lumpur from 1992 to 2003 when he refired. He is currently employed on
onsultant at Hospital Kuala Lumpur.

Hospital Kuala Lumpur, Dato’ Dr Inbosegaram has trained a lot of doctors in anaesthesiology,
ame qualified anoesthesiologists. He has a zest for feaching and the willingness to impart his
ity that was very much appreciated by those who worked under him. Speaking to those who have
erved under him have given me an impression that although he is a strict boss and a sfickler for
hearted man who was always willing to help others with their problems

j A aesthesiology, Dato’ Dr Inbasegaran was very much involved in the improvement of safety standards
Anaesthesia for patients. In fact he has set and chaired various commiftees in the Ministry of Health
of Anaesthesiology. It is @ well known fact that from 1993 onwards the Ministry of Health saw
1t exercise fo modernize and upgrade all anaesthesia and intensive care equipment in fhe public

IFAH SURA on has also been responsible through the Ministry of Health fo start various programmes fo upgrade fhe
- 1 S e hospitals and with that the establishment of CPR programmes on a regulor basis.
SUSHILA SIVASUBR

W i te of his busy official schedule, he has also been involved in the activities of the Malaysian Society of Anagesihesiclogists
SYED ROZAID| WAFA A member of the Malaysian Society of Anaesthesiologists since 1976 he has confributed immensely to the Sociefy which words
TAI LI LING cannot s. He has held so many posts in the Saciety that fime does not permit me lo state all excep! fo say that he has the

d;lSHMﬁBF! behgﬂie President of the Malaysian Society of Anaesthesiologists fwice from 1995 to 1997 and Iforn 2001 to 2003.
TAN CHENG CHENG Hehm alsbmmdﬂta&adew by being involved in the organization of various conferences both locally and infernational ones
. including the 11" Asian Australasian Congress of Anaesthesiologists held in Kuala Lumpur in 2002
TA NG ; : ‘
T He has done Malaysio proud in the field of Anaesthesiology by being nominated to subcommittees of the World Federauqn a{
JENNY TONG MAY GEOK jSo;is_lips._'df Wloglm namely the Subcommittee on Statutes and Byelaws and the Subcommittee on Internafiona
Patient Safety Foundation.
DAVID V TUX
< In recognition of his contributions, he has received awards from various State Governments including the Datoship from the State
N of Perlis in 1998.

if there Is one singular achievement among his many that one has to highlight dun_ng his distinguished career, | would put ||hro
the efforts that Dato’ Dr Inbasegaran has done to improve the safety of Anaesthesiology in this country. He is one personhwho
has been very particular about minimum monitoring standards for Anaesthesiology in the operating lhegne and it is through the
efforts of people like him that it is safer now for patients to undergo anaesthesia in hospitals in Malaysia

| consider it an honour to present fo you Dato’ Dr K Inbasegaran for conferment of Honorary Membership of the Malaysian
Sociely of Anaesthesiologists.
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of 60 participants, to be split Inte
minutes so tha! all participants get
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‘» Understanding the Use of Graphics and Waveform in Determining Ventilator Settings
and Parameters

éﬁwéum‘mp Station

How to Use BilLevel/BiPAP from Infubation to Extubation

?Non-mvusive Mechanical Ventilation Station
~* From Start to Finish

hop consists of a Shorl Mini Lecture of 10 minutes and o Hands-on Session of 20 minutes and each
uId be rotated every 30 minules.
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Thank You

-. Uﬂihﬂlm : nt of Intensive Care & National Trauma Research Institute
sital, Melboune, Victoria, Australia

ifest improvements in outcome for trauma patients internationally have been
tablishing regional and statewide trauma systems. It has been clearly
e af these centres is important with larger volume centres having better
that the impact of trauma systems takes 7-10 years fo become significant,
o occur in high mortality patients with fraumatic brain injury. These
ed as the frauma system in Victoria Australia has been established and begun

care is dﬂpﬁefﬂdeﬁt upon efficient transport systems, but once these are in place,
s aspects are whether to adopt paramedic fraining to enable pre-hospital rapid
1. . equence unconscious pafients and whether to employ more complex resuscitation fluids
i ot e yding hype ic sal Ind blaod substitutes. Recent clinical trials have and continue to address these

there is potential for new and expensive therapies including Factor Vlla fo reduce

United Mqluﬁdfr_-". _ sdn Bhe ding, b .Is probstbly ] - more to be gained fr'om more basic orgums_uhonut gnd system
3M Malaysia Sdn B ) provemen o assisted audit is enabling a randomised frial of computer guided routine protocol
: AN rompls af the Alfred in Melbourne. At a simpler level, use of rapid Level 1 blood infusers has a substantial

Advance Medicol System dn Bhd sact on the ‘number of patients with very large blood loss.

trauma is best managed by meficulous aftention to pain relief, and avoiding
everity, whilst head injury opfimally involves collaborative protocols based on Brain
idelines and agreed between neurosurgeons and infensivists. Collaborative clinical
xcellent means of opfimising collaboration and communication befween fhese croft

Anugereh Sointitlk Sdn

C-.'._'[t‘_'r.._:'ﬂul:; : '.*"ﬂ'kﬁ"ll'[g- ¢

ul 00k fLsig (Maleyiia) sddn :
lar0s Moot mge s

natad i i

Jaftes - -
& - DVT-pulmonary embolism in frauma patients, means that prophylaxis against venous
ik is critical. Prophylaxis involves pneumatic leg compression devices, low molecular
. lﬁ'hjd yus heparin, and inferior vena caval filfers in selected patients.
B ance in unconscious pafients confinues fo be controversial, but the Alfred opproach is
.:.Idn " upon 15 years of clinical trials and protocol developments, and is both safe and efficient.
ahd j
. -
8hd
1 Bhd
thd
) 5dn Bhd
N Bhd
Bhd
:.I.d
- In Bhd
B H=Medik Sgn Bhd
tl 1 Associoles Sdn Bhd
L
' S00KsTORE
C Books Ple Lid
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“Trauma is the third's leading cause o

|eading cause of death in;g&ﬁplﬂ ¢ ; runk -atior jury has paiah’rlaliy cdtustraphic consequences for the patient. Evidence and
‘a person is WMW:]"“ ':i tocﬂm it 1th oc ase « protocols are key to optimising practice, and minimising complications.
trouma death with regor g of injury. ol

wiﬂﬂnun haururfwo [Golden fer i e - Jsing on fluoroscopy fo minimise the risk of missed instability. However detailed
rapidly instituted. The third peak m o gations mined that dynamic X-rays were fime consuming, insensitive, and rarely altered
aftributable fo multiple organs failure or ’
:;mt::;ﬂf:m?ag cervical single slice CT with reconsiructions has replaced dynamic fluoroscopy for

in several patients with very high-risk mechanisms of injury, single slice CT
which were later identified on MRI. We attempted to incorporate MRI info
hu_ have found it to be complex and inappropriate. Instead we have adopted multi-
sk patients, and will extend this to all trauma patients as the technology becomes

MRI now has a more selective role of investigating established injuries or suspicious

of susiummg muior injuries. Ad“""
system, stated that “the first hour af
survival. The ‘scoop and run’ versus the
uppmpﬂﬂle' l’ﬂi’hﬂl’ fo the ‘most dosest
& low volume resuscitation and staged =K :
patients. Triaging is o process of sorfing out ii ents ink 1 the Alfre deﬂfﬂﬂce protocol for unconscious frauma patients, the final radiologist report of the
k. ey Kl e am - s = | computer is sufficient for an intensivist to remove the cervical collar, without
within 30 minutes of patient admission o} B
Trouma Resus Room and immediately atfended .
Trained doctors, nurses ond patamedics who
“horizontal organization. The Trauma Team
seen al the Pit Stop! This ‘hnnzoniqt\ »
resuscitation ond if has been shown thatit mduees
- l. lo o “verlical organization”. The Primary survey éhmﬂﬁfr
airway and cervicl spine: breathing and ventilation;
e towards “stabllizofion’ of the patient's ABC and

g with m s =M rouma
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HAEMOFILTRATION IN SEPTIC SHOCK il

Yunus Gul

W ofSMEF'B Faculty QFM ology, Tan Tock Seng Hospital, Singapore

Kuala Lumpur, Malaysia

In recent years Wﬁm "_-'pvr%ﬁcﬂﬂon Ireatment in the management of SIRS/Sepsis remains a matter
:mm system such as the " using various modalities have been reported and the evidences were of

methods and moden fechnolog in sur Py i
" ealikas ¢ \ ion (HVHF) is among the modalities that have been tried. A proposifion was made
divide "HVHF in Sepsis” into categories according to the volume exchanged.
is refers fo an exchange rate below 35 ml/kg/h, Low Volume HF is for rates between
jh Volume HF(HFVF) for rates from 50 to 99 mi/kg/h and Very High Volume HF (VHFVF)
215 mi/kg/h.

of HVHF in experimental models and some small studies has been postulated to be
effect on SIRS and sepsis: (1) through modulating the early immunological response
ing w!th cardiovascular compounds in the blood (eg. myocardial depressant factor,
nd endothelin), (3) reducing the concentration of PAI-1 factor,

huamnnhugic shock and the severity o
the management process cannot be overem

s Statements released by the group Acute Dialysis Quality Initiative (ADQI) has
e current evidence suggests that HYHF may indeed be promising in the treatment of
is'sﬂll inadequate evidence fo recommend it as a standard freatment, especially
ncomitant acute renal failure. It was suggested that patients with catecholamine-
k and acute renal failure may require HFVF.

e ré
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Jenny Tong May Geok _
meem of Anaesthesia & Intensive Care, Hosp

rics, Faculty of Medicine, Universiti Kebangsaan Malaysia, Kuala Lumpur,

Septic shock is the most common cause of death
therapy is a cornerstone in the manageme
issue of patient survival with consideration for th
effectiveness.

Antibiotic therapy should be started within
have been faken. Many studies h
reduced mortality in patients with sepsis. The
by the severity of sepsis, most likely patho
source of sepsis and suscepfibility patterns
‘De-escalation therapy describes an approach of
improve outcome and change fo a narrow-spectr
‘and to reduce foxicity and costs. Carbapel
-extended spectrum carboxypenicillins or
equally effective as empirical anfibiofics

anfibiotic regimen should be reassessed after 48-72

er asphyxial injuries are important causes of childhood morbidity and mortality. Although
T . rasﬁec?s, it is a well-studied and common cause of asphyxial injury, and it can
‘lﬁi_uﬁﬁﬂﬁqndmg_munv of the prognostic, pathophysiologic and therapeutic aspects of
| in the paediatric population. The detrimental results in submersions are the
ary shunting, decreased compliance, and venfilation-perfusion mismatch. Together
is the central cause of diffuse organ pathology. The extent of hypoxic insult
ne outcome. A great deal of research has focused on epidemiological, clinical and
of outcome for drowning victims. Factors associated with poor outcome include
fime, acidosis, low GCS, and hyperglycaemia. Unfortunately, no single or
riables has proven fo be reliably predictive of poor outcome. The clinical course of the
mined primarily by the duration of hypoxic-ischaemic injury and by the adequacy
on. Children who are admitted fo the intensive care unit should be monitored for the
slopment of lung injury or cardiovascular instability. However, the maijority of long term
y after drowning is due fo hypoxic-ischaemic brain injury. Thus, resuscitating the
1urthar neurological injury is imperative in early management. Neuroresuscitative
been applied to victims of hypoxic-ischaemic brain injury have included ICP monitoring
barbiturates, hypothermia, calcium channel blockers, free radical scavengers and
h, supportfive data regarding effective cerebral resuscitation therapies are limited.
specifically aimed at limiting brain injury are under investigation and may eventually
re currently not available clinically. It is estimated that 80% of all drownings are
_prevention remains the key link in the chain to survival.

Excessive use of broad-spectrum antibiotics has been (
resistant bacteria. Anfibiofic cycling is defined as fhe de
anfibiofics within o class or between dif‘hrenldasses

concept, proposed as a measure 1o decrease fhe.-mfha; .
the selective pressure driving pathogens fo become resistant o
there is insufficient scientific evidence 1o recommend anf o
development of anfibiotic resistance. T

"



 NEONATAL BRAIN INJURY. NT OF PAEDIATRIC BURNS

Department of Paediatrics, Faculty of Medicine, Uni
Lﬁmﬁm*i”mwfmimehmdwi h;:“:: = i . abstract will briefly outline current sirategies used fo manage burns requiring intensive care.
and myelination continue fo p in the .

various perinatal insults is also characte
brain and types of neurons to injury. For insta
and subplate neurons, which are critical in
‘cortex, are more pronounced in premc
to oxidative and excitotoxic neuronal damage ac
Other causes of neonatal brain injury aside from
methods of neuroimaging, such as, MRI and
emerging evidence fo link intrauterine infl
outcoma in preferm infants, whereas in full-tern
increasingly recognized entity presenin
‘coagulant mechanisms being implicatec

Imaging modalities also help in the early diag
with subtle signs, and in the prediction of
with evoked potentials and early continuo de i
better prognostication and evaluation of new therapies.

s Hospital at Westmead, Sydney, New South Wales, Australia

the mojority of paediatric burns are caused by scalds and most of these occur within
fe. In the early teenage years there is another peak in incidence, predominantly
rourns unit, approximately 8% of injuries were thought to be a consequence of either
' hasbean a progressive decrease in burns mortality over the past few decades:

lond elderly adults) are still overrepresented in the figures. In many centres,
are no longer considered a death senfence and significant survival figures are
are the factors contributing to the improved survival?

n of burns experfise into “Burns Centres” with early referral and transfer.

scitaﬂon _
ling lincluding intubation and ventilation prior to the onset of significant airway

oal directed fluid resuscitation and appropriately fimed escharotomy) after accurate
burns surface area (e.g. using Lund and Browder chart).
‘and closure of full thickness wounds is possibly the most important strategy in reducing
th assessment can be difficult in the first few days after a burn and new strategies
of laser Doppler imaging may prove useful).
olic state occurs in patients with large burns, characterised by increased nitrogen
ative nitrogen balance and loss of lean body mass. These effects do not appear fo be
aggressive nutrition; however early feeding may confer other benefits, including o
amic sepsis. Other catabolic and antianabolic strategies will be discussed.
resuscitation, much of the mortality of burns is sepsis-related. Recognition and
en difficult because of persistence of the burns-induced inflammatory response (SIRS)
i ection. Surface cullures are difficult to inferpret, and excessive use of systemic
: ﬂlpmmote the abp_earunce of resistant organisms. Therefore, antibiofics should be limited
courses, with narrow spectrum drugs where possible.
skin substifutes and ofher biological dressings has aided in the ability to achieve early

That neonatal brain injury leads fo cerebral metabolic ¢
of potential interventions, such as induction of
hypothermia suggest that this approach is safe undm
moderately encephalopathic infants in the c-édlng group. Results
o confirm the benefits of therapeutic hypothiermia 'béfbr;'h»[gi

Other issues of imporfance in the intensive care include appropriate pain management, prevention of
' ures, and the psychosocial well being of the child and family

e TR R
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The Ghildren's Hospital at Westmead, Sydney, New St

Deliberate of infentional injury of children is not a ne
altredtment ?hmughom the history gfmg;*! |
origins in the work of Ambroise Tard

'_l&::bhm@_mﬁfsmn most commonly, and may have a “stocking” or "glove” appearance.

e likely fo be a clear demarcation between normal and burned skin with an
. A “doughnut” pattern may be seen with sparing of the buttocks and soles of the
been pushed down against the cooler surface of the tub or sink.

consequence of child abuse in 1860. In 1946,
with subdural hematoras and long bone fr

Wb StDC el igation will be discussed, but should include a careful examination for other injuries
first used the term “Battered Child Syndro ites, oral and dental injuri igati i

irstused: Moy Wi vites, oral and juries), and investigations to exclude other medical causes for
The dhgi"m Lﬂ:rﬁ :?:il:: ';]:ﬂ;m dex of suspicion is needed fo correctly diagnose non accidental injury. Failure to do

N bl ances for the child, but similarly may be catastrophic for the carers if accidental
ebeent, changing, Grievoling tiskory Ol . In Australia (and in other parts of the world) suspicion of non accidental injury
 notification to child protection authorities. At Children’s Hospital Westmead, this
hospital’s Child Protection Unit and the Department of Community Services. In highly
Investigation and Response Team (a combined investigation involving specialists
( h’ﬁ.-‘ﬁeﬂaﬁment of Community Services) is activated.

The major non accidental injuries seen in Inte
burns.

Head Trauma. There is a wide variability in the clinical
and symptoms may be non specific inclu
ICU present with profound neurological sy
cardiac arrest. Neuroimaging is routine
hematoma, chronic subdural hematorna,
and atfrophy. Acute and/or chronic subdural 1
abuse; however intracerebral hematomas and
haemorrhages are found in a significant percentage:
head trauma. Caffey, along with ofhers po
combined effects of rotation, acceleration and deceleration ce Thi ‘
now more commonly called the "shaken baby syndrome”. Ther o whethe ]
is ul[sn nece;sary, based on biomechanical studies in Bl
an impact has occurred. The differential diaanosis necessarily in
explanation is that the child fell from a i;\gwnﬁgm gﬁe‘:w
cnl:antr;w;;rls;e; s:imounding this type of injury include: qi can SDH =
simple tall? b} do rib fractures and ref orr .

other medical conditions mimic thaseﬁfr;?h?:;w M wﬂhwﬁ“

suspected when there is no adequate hi
to the abdomen or

22 23
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Lim Boon Leng e A .. - : |
Ponartment of Angesthesia & Surgical Intensive Care, & Lare Unil, Department of Intensive Care & National Trauma Research Institute
T ofA i ; HOS?!MI, Melboune, Victoria, Australia

Polytrauma patient may present with airwoy obs
Airway management is crucial to survival of pa
adeguate ventilation may prove fotal. Co :
may add further difficulties in airway ma
from fracture ribs, flail chest, tension pnet

Early recognition and intervention of airway is
rendered af the scene with chin lift, jaw thrust,

ACLS should be provided at emergency dept
A difficult airway cart with some of the following de

patients with severe traumatic brain injury (TBI) are unsatisfactory, even at the best
these patients are eventually able fo live independently.

eurofrauma centres are beneficial, but the potential benefit of pre-hospital
ing rapid sequence intubation, and improved resuscitation fluids is not yet proven,
N ﬂ‘fﬂgfesﬁ.
ly published SAFE trial, albumin resuscitation is now in question for patients with T8I,
information is available, albumin is best avoided. ICP monitoring is also unproven,
and is best achieved with an extra-ventricular catheter [EVD). Cerebral perfusion
s targeted, and guidelines for target CPP have recently been decreased from 70 to
ators favour individually directed perfusion pressure targets based upon invasive

1. Gum Elasic Bougie ‘brain oxygen and metabolites.
2. Lighted Stylet (Trachlight) re now confraindicated in TBI patients, following the CRASH frial, but low replacement
3. Indirect Rigid Fibreoptic Laryngoscope  often important, as reversible hypothalamic-pituitary suppression is not uncommon in
4. Laryngeal Mask Airway
5. Oesophageal Tracheal Combitube eutic hypothermia is not recommended, after the large US randomised trial found no
6. Fibreoptic Bronchoscope ' eq hypothermia for refractory infracranial hypertension is more confroversial. A future
7. Refrograde Intubation s this question,
® Cricothyruidectomy ectomy surgery for refractory intracranial hypertension holds great promise, is quite
9. Percutaneous Tracheostomy ._ ,the'_,{uﬁit- of two large international multi-centre randomised trials currently.
However, it is expensive and it fakes o longer tir
emergency situations,

Laryngeal mask has gained recognised role in emergency difficult o
be easily trained even in paramedical stoff. The recent in'tmd o
i gained popularity due fo its ease of insertion and g
aspiration pneumonia, which is g comm'ah't':omplicuﬁon '
supraglottic area allows positive pressure ventilafion: |

The use of ProSeal LMA for difficult airway foll
A 0 . L )
patient with difficult airway and impossi Yot e fracheastomyh

ble to intubate

- s

-
-
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IN THE TRAUMA PATIENT

pressures (ICP), seizures, brain herniation,

‘physiology and function that can be o

ohd Yunos
V\naesthesiology & Intensive Care, University of Malaya, Kuala Lumpur, Malaysia

in frauma patients. Predisposing factors include exposure by removal of clothing
administration of cold intravenous fluids or blood products and loss of
‘shock; alcohol, drug infoxication or anaesthefic agents. The degree of
own fo correlate with various trauma scorings like the Injury Severity Score (ISS)
important fo note the distinction between accidental exposure hypothermia
hypothermia. In the latter, the hypothermia is either purposely maintained by
ced by cooling measures to predetermined low body temperatures,

range from systemic physiologic deranger
hypo and hyperglycemia, anemia and hy

Mulfi-modality neuromonitoring in head inimaa )

arameters monifored have been shown ! .
pmfoenldtmdad therapy. the effect of hypothermia on outcome of trauma reveals contfradicting resulfs: better
l&bqrqtory_ studies versus poorer outcomes in actual clinical studies. The former
onal therapeutic hypothermia. One likely explanation of the contrasting results is that
do not usually develop fissue frauma severe enough to result in the “lethal” friad of

athy and acidosis seen in real life trauma. These confirmed complications are the

Monitoring of ICP provides prognostic in
allow assessment and fifration of ICP-
pressures (MAP-ICP). The gold standard for ICP ma
a fluid coupled transducer. This system is accurate,
Newer fibreopfic or micro-strain gauge systems a

fewer complications but are costly. pothermia _begins right from the pre-hospital stage. Removal of wet clothing and

el packs are among basic inferventions that should start in the field. It is important to warm
Continuous fibreoptic monitoring of jugular ox gks b

between cerebral oxygen delivery and
low Sj0; values indicative of hypoperft
therapies such as hyperventilation used as

focal hypoperfusion. :

Brain fissue oxygen fension (PbrO;) monito

uscitation unit, using blankets (either reflective blankets, forced warm-air inflatable
armed cotton blankets) and administration of warm intravenous fluids (via core

catheter info brain fissue. If positioned in a re
cerebral oxygenation. If positioned in the per
information on regional blood flow and oxygent
during the first 24 hrs after injury. Thedepm

and are independent predictors of both unfavourable outcomes

t of hypothermia in short requires rapid response and proper techniques. Meunwﬁife,
studies are needed to prove that intentional therapeutic hypothermia has beneficial
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“Guidelines for the inter-hospital and infra-

that in transport of the critically ill patients, prac
are available free af hitp://www.sccm.org/profes

Transport of the critically ill frauma patients poses

Department of Anaesthesiology & Intensive Care, Hospital S

Interhospital and infrahospital movement of patients is an' ol  general ' 10 note:
‘moved for various reasons, usually for adc f 1, c i _
‘not available af the existing location. If the p

n| that you are familiar with

€ Mewpm is appropriate

vipment works

quipment on top of patient

feries are fully charged

ders are full and in good function

ion drugs are in order

‘enough spare IV fluids

es are bubbling and the underwater seal is below the level of the lungs
1gs if oppropriate

them af risks for adverse events and increased

by Dr Warren and colleagues (Crit Care |
recommendations for transport of the crificall

In the guidelines for the transport of critically
through written policies and procedures: comm
‘patients undergoing transport receive the same level of basic physiologic monitoring

‘they had in the intensive care unit. This includes, at a minimum, continuous ECG
1elry and periodic measurement of blood pressure, pulse rate, and respiratory rate.

to and back from a diagnostic department, oper
to another hospital. The transport of trauma pafient

scope of this lecture. - ' 2 il
carry out a pre-departure check. The more stable the patient is prior fo transport the

The fact that frouma patients are in an intensive care unit s I8 stter but | {o be balanced against the advantages of the better facilities available in the
may the injuries be single or multiple. They may still be b T B ! receiving ‘or the advantages of performing the required investigation or procedure. Always
spite being on vasoactive drugs. Oxygenation may k ' e ! mmediately prior fo leaving, with all transport equipment attached and functioning -
injury. There may be tubes from the ches! and : ay, B - breathing, C - circulation, D - drugs, and E - equipment algorithm
immobilization. The list can nd TR i :
go on and on. safety during fransport can be achieved through proper planning before transport,

To ensure patient safety in the transport of a critically ifl frauma the transport itself and proper planning by the receiving end

are of utmost importance.

Good and comprehensive communication with the receiving fa
communication amang involved parties, attending physician 1o rece

staff to receiving auxillary staff. The receivini i Ceivir
: -eiving location must be well |

patient before transport. Remember to document your communication. in L

transport and patient status. ' cation, in addition to

patient to be transporfed. There shou
of the transport team.

mask verttilqli on is practical and commony itkeved dat F;I‘r;em and drugs for the transport. Bag-valve
mechanical ventilators which reliably administer presc ribgec? rr:in

concentrations is desirable. More sophisticat ute ventilati e

ed portabl ; on and desired oxygen

end-expiratory pressure will be nee P hoes ;h:;h-:imcol ventilators which can provide positive
est injur

ded to ventilate §
ed patients with oxygenation failure.
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" Loh Tsee Foong o
'Gm'ﬁu--hwﬂﬁm Care Unit, 'a'ta»‘dmz-ffﬂh" e

Possibiliies in neuro-intensive care moniforir

These fechnologies maybe used fo further unds
h 4 ,Ischaemiﬂ orruiﬂed in"a-cmniul'. e sty

Mos! neuro-moniloring techniques assess either:

sthesia & Intensive Care, Hospital Kuala Lumpir, Kuala Lumpur,

Ma fu_n.iu

National University of Singapore, Singapore

efununsiable paediatric patient whether an ill newborn, infant or child
*Em&rganaes provide only a short time for optimisation and preparation and
lime hours when medical staff levels are reduced. Emergency conditions generafe a
nd anaesthesia and strict management is necessary to ensure optimal conditions.

bench to the bedside, assess usefulness

of '{hﬂ':_qutﬂble paediatric patient is multifaceted and requires a through
> surgical dseuse or pathology encountered, the physiology of the paediatric
ted paediatric medical illness, an awareness of unique issues inherent to providing
_ ﬂd_ Wherl a child develops an acute illness requiring emergency surgery, the
-ﬂssessmen’r and management differ quite markedly then in those of elective surgery.
ichological implications of the emergency situation to the child and parents, the
paediatric patient, resuscitation and special skills of several disciplines to be
er .c'if'the child. Through collaboration among various paediatric specialfies,
‘patient will receive a most comprehensive continuum of care.

1. Neurological function e.g. electro-ence
2. Substrote delivery and consumption by the
e.g. pressure fransducers, cerebral blood fi

microdialysis probes.
Inherent in its uppaulhyﬂaebedﬂdeis the / NUOUS monitc ey o agement is not in the rapid fransport to the next available operafing room for
But as a proof of concept to guide therag gency ¢ tion but in the initiation of crifical care management. There must be a fimely
valid and precise, it must show clini acute decompensation of inadequately evaluated respiratory distress or hypovolemia

most determinant factors of early death and long term sequelae. There maybe a need
lly ill child fo a specialized centre.

anagement of an unstable paediatric surgical would include an inifial assessment,
resuscitation and diagnosis of the acute illness. Airway must be secured and
g must provide adequate ventilation, and oxygenation and circulation must afford
f end organs. Vascular access must be secured.

n who show signs of hypovolemic shock are those with ongoing haemorrhage,
absfruétian. vomiting or diarrhoea. A patient in hypovolemic shock should be
ith 20 I/kg bolus of warm lactated Ringer solution administered through peripheral or
s access. Further resuscitation would address the fype of losses and appropriate fluids
al d blood) should be administered. Acid-base imbalances and electrolyte disfurbancgs
before surgery. The endpoint for volume resuscitation includes improvement in skin
y refill and adequate urine output (Iml/kg/h measured via a urinary catheter).

ial examinations must be performed

vestigations, specidlised radiological studies and special e
I',; antibiotics, analgesia and sedation must be administered.

priate
e I

mﬁé r

In conclusion, it is important fo understand that f : ae
enasicy s,ufgeﬂl‘ spans a conlinuum beginning with diagnosis, confinuing

perioperative management.

he care of an unstable paediatric patient undergoing
with acute care and
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¢ COLLOID AND DIURETIC THERAPY IN AL

oy
g e e : ‘ il tensive Ca : ‘baric Medici The Alfre i J - 5
ﬁ Fu“ (:;E.; aesthesia, National Uﬂiﬂﬂﬁ)’ﬂﬂ’ﬂ% i f Intensive Care & Hyperbaric Medicine, T Alfred Hospital, Melbowrne, Vietoria,

e infravascular to the interstitial space in any capillary is regulated by the Starling

= _(0c-0il], which states that Fluid Flux from the capillary (Qf) is due to the
fwee mpillﬂry& interstitium (Pc-Pi) pushing fluid out, counteracted by the oncotic
' @_ﬂl :ﬂr;_ﬂng fo retain fluid. The oncotic pressure gradient is maintained by the low
ly to protein (_) compared with the high permeability fo fluid (Kf)

-most commonly caused either by an elevated capillary pressure (hydrostatic
| or an increased permeability to protein due to capillary injury (permeability
tendency can also be increased by negative intrathoracic pressure (Pi) or hypo-
Ut these rarely cause pulmonary oedema as sole facors.

n the ventilated patient, there exisis many pharma
ventilatory supporl, improves the efficacy of ventilatio
o fthe disease state which necessitate ventilafc
interventions to determine if there is any ‘
morfality. g U
Theophylline have long being used for the freatmen
action os a bronchodilator is well described but
diaphragmatic funcfion. A medline search rev
respiratory function but none provided suffic
for ventilation for patients who do not have ¢

atic equilibrium, it is now recognized to have a number of dynamic components
the beginning of the capillary (at higher Pc) and fluid influx at the end of the
nd low net fluid rate of protein and fluid leak that is removed by lymphatic drainage
accumulation. Furthermore, the inferstitium in not a passive receiver of the net effect
but a space bound by a mucopolysaccharide gel that is believed to inifially resist

ywever, once oedema has occurred, this gel is believed to break down into
es that may act against oedema resolution.

Doxapram, a respiratory sfimulant have been advoc
Doxapram was found fo marginally improve blood:

there are no randomized controlled frials fo ct
stimulant specific for peripheral chemorece
goses but its efficacy in reducing ventilatory ;
Steriods have been advoceiad 1. radica NHBIRIAS | [permeability oedema) the amount of oedema should be sensitive (possibly more

e = g Je bl sens| fluid volume state and hence best managed by fluid restriction and low Pc however
respiratory distress syndrome (ARDS). Marco Confe € ' iy m's.:wifh this

hydrocorfisone inflsicr i cod IR R is more complex than simple Starling equilibrium

aquired pneumonia. Meduri and colleague s with confliction fluid needs commonly coexist with ALl
in patient with unresolving ARDS in their sf

ARDSnet (LaSRS] completed recently howm nfi
cannot be recommended for use in patients with ARDS.

Inhaled nifric oxide have been used to im rove -_. i -
randomized controlled trial reported thq#um'u:al | e sl
thereafter, there were no difference between NO and ph Bl

es (3 prospective) have addressed the effects of a variety of fluid management
ome of ALl All studies had some form of fluid restriction in the protocol group and all
)n oxygenation (3 studies) showed some form of improvement in the protocol group.
a shorter duration of mechanical ventilation or ICU stay and one a frend. Ong study
it reduction mortality stay and two a trend. Valid meta-analysis was hof po§51b!e as
d nt selection criteria, different protocols, and different ways (_)f assessing fluid state,
- n and length of stay. If these differences are ignored 1hgre was a significantly lower overall
rotocol groups and a probability of better oxygenation and shorter stay.

not be considered in isolation as ALl commonly coexists with other organ foilures’.
dations for circulatory failure, pre-renal failure and brain injury all mclyde ladequm.e
Jgtory volume which usually entails fluid loading. These requirements may conflict with a fluid

bl el g 4 i ministration should expand the infravasculor
1 policy fi _Theoretically colloid or albumin ad .
mm Mh"at:uili-rl\c:easing oedema but there is little evidence fo support this probably because of

the pmr'_ or int i ili hort colloid half life. Thus at a practical
; nirovasc ion due fo capillary permeability and s | |

pc M&h::\:ra::lﬁﬂi‘; restriction for ALl and fluid loading for other organ failure must ilxlzl. Iln ::e

mﬂhsaﬂg . 9’! ulmbr? or renal failure, fluid restriction and CVP <10 mmHg can be recomrtm:en = n“mz

pi‘i!@-er:&":'biq;;:ulmory or renal failure, fluid administration 1o @ CVP 12-15 mmHg may be approp

dl&mdﬁng on the relative severity of systems failure.

Probably the most significant finding on the effect of pharmacothera

study by Kress and colleagues (2000). Kress reporled 'Ihdt elaﬂy C
palients significantly reduce duration of ventilation and imensmcm stuy, i
dlinical practice guidaline by the Society of Critical Care MedldHEISCCMI- b
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Department of Intensive Care

Acute Lung Injury [AL)) and adult mspimmwdtsfrm i
Jevels of severity of a response pattern of the lu

(G RECRUITMENT: FROM THEORY T
Reva v & Hyperbaric Medicin m&W H

ons can be "opened" at least in part by recruitment manoeuvres, sighs, prone
liq _-ve;nﬁlaﬁon-. The most promising of these is the recruitment manoeuvres, which
S!Udias to apen most or all of this collapsed region and that this region can be
turning to a level of PEEP that is significantly lower than the pressure required for

are characterised by the acute onset bi_lafera_l:j__
At a consensus conference in 1994, severity was

Although lung injury may appear uniform on Piﬂin
lung collapses under its own weight and can be.
The most dependent zone remains cor
depeﬂﬂenf zone remains completely inflo
(between these two) collapses and reexpa ds-w_e_,!_
secondary injury by different mechanisms and each b
current recommended ventilatory practice.

es may be sfatic or dynamic. Static recruitment consists of elevating PEEP fo
any significant ventilation for a period of 40-60 seconds. This can be well tolerated
poorly tolerated in others with the occurrence of hypotension and desaturation.
nt consists of elevating the PEEP fo level 25-35 with preservation of tidal ventilation
lated breaths) such that plateau airway pressures reach the same end inspiratory
). The latter manoeuvre can achieve the same result, is better folerated, and is
in patients where hypercapnia or hypotension may be dangerous (eg head injuryl.
Early 1980's ARDS sfudies suggested a commu
a mortality of 50-80%, the majority of deaths beir
disease or primary respiratory failure and lung functio
within 12 months. More recent studies have confirmed
being reduced to as little as 30-40%.

mcruﬂmen# strategies have been proposed. These include PEEP plus pressure control
15 = Paly 55), regular sighs (eg PEEP 10 + regular Sigh 55 = Palv 55), ‘staircase’
p fo the target level with P control (eg PEEP up fo 40 + P Control 15 = Palv 55), and
.gjf,;-l-‘Uﬂmem manoeuvres (‘progressive dynamic recruitment’, eg PEEP 40 + P Control
hour for 6 — 24 hours). Lower level recruitment has also been successfully used via
For many years it was believed that the multiple
injury or illness that caused the lung injury or d
primary lung injury can be aggravated by mechar
produce inflammatory mediators (cytokines) that co

that minimise the secondary lung injury are believed

reduce mulfiple organ failure ond death.

s of these strategies include randomised controlled studies by Amato (NEJM 1998)
; 01 recruitment manoeuvre, high PEEP, low tidal volumes and hypovennra.non
me, and the ARDS Network study (NEJM 2000) where the use of only a Iower fidal
{ ﬂ 9% relative reduction in mortality. Prone ventilation has not been sho_wn 'O_ improve
se randomised frials, but may have improved outcome in the mosl severely ill patients and
Although lung injury may appear uniform on plain chest x-r q_h"frhporfum adjunct to recruiting collapse zones in some patients.
lung collapses under its own weight and can be consid

| s of “ ing” ruitment and higher levels of PEEP. There are no
The most dependent zone remains complefely collapsed of “opening” the lung are lung rec g

betw i IH g OU' "'e aﬂ rt h i h m n Th f rondOruised
een hese two E'O UPSES I . . 1 y suppo '!‘]g e use Of these either Of these co pone Is. e recen : ]

'z r | 1' l i 13d _"_--.Q_ U l T Melale moediale Z B SR = "’ " - . l ET]M 004' 0 pﬂring h|gh th |0W 'EVE'S ‘ShOWEd no 5|gn|f|cqnl
1 | l " : nds : ﬂdulf . E '_‘. has a ris f :,._. \=Z":_ I NETWOTR S'Udy {N 2 com

| injur J e i fficient difference in PEEP level between freatment and
secondary injury by different mechanisms and each has an Ehiﬁwmﬁn in outcome but has been criticised for insufficie

i i t. The impact of this
| roup and inadequate recruiimen .
e i W, ; if there is benefit from recruitment

e in the treatment
mﬂwkmwm’ inpsg;:?'ispizr tl:: be seen but studies to establish it
The least d_ependem region is of risk of overexpansion injury, In animal mo del <tidls Follows d by suffi cient PEEP to maintain recruitment have not been compleled.
" J“:;F:? B‘ELL;;VHS'E)T*:' ;0; hARDs Infnormul lungs. This is minimised by mﬂihﬁ%ﬁiﬁg .
' oY and 1he use of sufficien : T
.r.il;r-:..rii;:m pgrf of the current ventilotory sfra:i:'g:nf‘gr":!jéll: ?;:":;f;:dﬁ;hie\fe ?ﬁs‘
*PaASIoA injury ':ﬂsmbeen shown fo occur and to be reduced by using sufr;i?:u:r;?;ﬁ'?e pr co
orri ol ithv ;n: of expiration. Sufficient PEEP 1o pfeyem end-expiratory caiiapsﬁ in the
9% become the second important part of the current ventilatory strategy for ALl

MCUInG

‘ne that does not inflate ot an
bt ind may be one of the larger so
" feduce cylokine production. p
( || these collopsed regions a

ARDSNe). NEIM 2004) have been

¥ stage during the ventilatory cycle may occupy Over
urces of cytokines. Inflating this collapsed region has
EEP alone at normal 1o high levels (5-20 cmH20) is No!
nd moderate PEEP levels (13 + 4 cmH,0 compared with
shown not to Improve patient cutcome.
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clinical Wﬂ {_ihcm_'dmg doctors, nu
Yeniation, reduce co! o inferse core and

ade B4

& Surgical [ntensive Care, Singapore General Hospital, Singapore

MWWW years, a number of authors W _Wﬂizo!lnble bleeding accounts for 39% of death in major polytrauma
Meﬁ profocolised weaning from I0al Ve ' mﬁk‘fﬂﬁﬂm ATLS guidelines of 1-2 L crystalloids; follow by colloids, blood
or algorithms which guide weaning decisl ' is a rare problem in first hour of resuscitation, but fluid resuscitation

iown lo impair coagulation significantly. The causes of coagulopathy in patients
multifactorial, including consumption and dilution of platelets and coagulation
; Qf platelets and coagulafion system. Massive blood transfusion with

othermia, metabolic acidosis and coagulopathy (known as ‘lethal triad')
Paﬁaﬁt with core temperature of <340C has been shown to have
to decreased platelet function. Hypothermia must be prevented and
othermic. Warm all infusions by using hof water bath and heated coil (eg
r). In trauma surgery where massive blood loss is expected, eg penelrating
urgery, high flow fluid warmer must be available (eg Level 1, fast flow system

such profocols. Many of the authors rep

protocols, and it is apparent that these are ir
children, trauma patients and in units where.

It is therefore apparently that as with any of
primary function of ensuring that the |

carried out in a timely manner for every
with specific disease and conditions
protocol must allow flexibility for appra

Although Weaning Protocols as a work process
there is still no consensus as to best modality (eg. P
states.

elet count are valuable baseline tests to obtain within the first hour, especially if
' coagulafion disorders or on anticoagulation therapy (eg. Warfarin, aspirin,

sis by surgical repair of vascular injury, current management of critical bleeding is
ponent replacement therapy. Administration of fresh frozen plosma, platelet
g factors and antifibrinolytic agents is essential in restoring the impaired coagulation

I ste ts. Recombinant activated factor VIl may play a role as an adjuvant haemostatic
g measure, in addition fo surgical haemostatic fechniques.
]
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specific fo trauma populations. The predisposing

diagnostic studies and therefore sole relianc
In diagnostic study, Contrast Venography

‘other methods that may be used.

SYMPOSI

THROMBOEMBOLISM IN THE TRAU . - vd

'&Mﬁikhbdunﬂh I
Department of Anaesthesiology, Sehool of Medical S

The risk of venous thromboembolism (VTE) i"‘m
In a study by Geerts et al. involving a series uﬂmﬂ
found fo have deep vein thrombosis (DVT). This

esia & Intensive Care, Hospital Selayang, Selangor,

Ma hl]'\iu

otom in the polytrauma patient, and pain management should be a key concern in
patients. Unfortunately studies show that pafients in Emergency Departments
Ub-ﬂpiﬁﬂnl pain management. Adequate relief of pain should not only be done
buf also because unrelieved severe pain can have detrimental physiological
ular and respiratory systems. Obviously, the multi-trauma patient should be
once the patient is reasonably stable, relief of pain should be the nex priority. One
thholding analgesia in the early stages of management of a polytrauma patient is the
cs, or their side effects, may mask or exacerbate associated injuries like intra-
nial bleeding. A thorough initial surgical and neurological assessment of the patient
e investigations and imaging should be adequate fo achieve an accurate
ma patient. Studies clearly indicate that provision of analgesia does not inferfere
 acute abdominal pain.

hypercoagulability, venous stasis and endothelial infim

Patients with DVT may present clinically with sw
severe of cases, they may present with phleg|
study reviewing trauma admission, it was found

(Doppler or Duplex Scan) is most widely used.

More than 80% of pulmonary embolism (PE) originate in t
diagnosis of PE con be misleading as symp
pathologies. Clinically, PE may present as isc dys
collapse. Pulmonary Angiography is the gold sta

Perfusion (V-Q) scans and Dynamic Chest Co
commonly used.

adopted fo ensure adequate pain assessment, fimely and appropriate analgesia,
| and reassessment of pain and administration of additional analgesia as required
le to administer and where possible local-regional techniques like nerve blocks
mic analgesics are necessary, they should be administered intravenously, and
adol, morphine and injectable NSAIDs or COX2 inhibitors. Protocols like the
|* can be used for safe and effective analgesia in the emergency department
Prophylaxis of DVT and PE is importance especiall ice, elevation and splinting, as well as explanation of the cause of the pain and ofher
sudden death, and 30% of patients die within 30 day
be used in the attempt to prevent thromboembe -
methods include unfractionated heparin and low molecuy
devices effective for prophylaxis include Thromboembolic
Compression Devices (SCDs) and Arteriovenous Foot 'F’.Uﬂf-l_B:'S.-_-

The treatment of DVT and PE is similar regardless of the aefiology or patient ¢
necessary fo prevent the progression of the thrombofic process. atients
maior infrabdominal solid organ injuries and other injuries where | s
Caval Interruption with the placement of o filter deyice is'-"ihdlt-:aleﬂ A .
onticoagulation therapy is required. Heparin and warfarin are the usual mnf?’dﬁaﬁ :
In summary, VTE remains an imporfant issue in r
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PREDICTING OUTCOMES FOLLOW

Kwek Tong Kiat

Department of Anaesthesiology, Tan Tock Seng Hospie sive Care & Hyperbaric Medicine, The Alfred Hospital,

Melbowrne, Vietoria,

Traumatic brain injuries affict more than 1,-4_.'fnﬂllp . "'_{mgm-wdon& flood, tsunami, etc) or "rpun made” (terrorist attack, war).
mﬁﬂ"“@m‘. bled physically and economically With imprc i A g i Occuron average every 3 years with an average of 55,000 lives per
in the emergency department and ICU, the mortality. s urie ?.J} B 9n9134,000 [ives per event]. The ratio of
Uennett 1977) to 22% (Patel 2002). The incidence of favo - \*01' es according fo the type of disaster - volcanic eruption produces a large
.uem“"e- 197 er of in 1 ed with deaths whereas o tsunami produces relatively few. The types of injury

I mrriratalVEr S g fo fhe type of disaster.
The abilify to predict outcomes early and uc;;uralgﬁf;in
of aggressive medical freatment in hopeless cases
ICU resources on patients with greater recovery
frequently inaccurate, especially during the first 24 h
was found that predictions of outcome were often perfor:
management provided. R

Internal conflict and genocide have also occurred frequently with over 366 million
century (average 4 million PA) in 184 events ranging from 1000 lives fo 55 million
conflicts have been of a lesser magnitude during the last decade, there have
Icll"ld 7 new conflicts causing approximately 9 million lives (average 0.9 million PA).

(>50 lives) have occurred at a rafe of 2 per year in the last 5 years, averaging 430
ﬁm)rist group (al-Qaeda) is reported to have made 47 attacks over an 8 year period
5. Two countries have reported 90 terrorist attacks each over 5 year periods.

There is a strong association between a low po
GCS and motor score alone have predictive value
increasing age of patients, in o stepwise man
expected is >75%. Patients with fixed, unreact
vegetative survival, while only 8.5% of those with reactive

in 2001 took almost 3000 live at 2 sites [New York & Washington) and injured over
proximately 800 emergency department atfendances, 180 admissions and 30-40 ICU
types (excluding minor frauma) included ophthalmic, major trauma (I55>15), smoke
ﬁnﬁums and crush injury, burns, psychiatric and cardiac injuries. A comprehensive
had been developed following a ferrorist affack 8 years earlier and was responsible for

Id response.

Systemic insults may result in additional secondary
showed that presence of both hypotension and hypoxia
from 51% to 6%.

The CT scan features predictive of poor outcomes are: pre

fraumatic SAH (T mortality 2x) and compression or absent basal
2-3x). High infracranial pressures (ICP| and failure '_o'__f'high'- ICP 1o
comal are predictive of poor outcomes. :

n 4 terrorist attacks (Sept 11, Bali, Madrid and Londonl, there were 3400 deaths, 9_9%
\me: ate; The number of people injured (not dead) was approximately 8-9000, ranging
n i‘hﬁer"iha-number killed (Bali) to over 10 times the number killed [London]_. The number
£D was 1930, ranging from a third (Sept 11) to over 6 times the number killed (London)
iitted was 520 (26% of ED attendees, range 16-75%). There were 140 ICU admissions

%) of ED attendees and 26% (range 17-39%) of admissions.

ercussion (blast), burn, shrapnel and displacement injuries
t requiring mulfiple specialty involvement.

Outcome predictions are most accurate when performed late or whe
predicting outcomes in SHI, one must beware of making "self fulﬂlling T

outcome, the outcome is more likely fo be poor bec

subsequently. ause of the freatment de  commoniy contain @ mix :

in @ complex crifically ill patien
| ' ' isaster
Disaster nil ' i ior o a disaster appear crucial fo best disas
Disaster planning, e and preparedness prior .
I Jemer ﬂg‘:'h?mr;:eclosesiﬁa the disaster usually becomes the event coordinator and primary
mﬂm ; Tha i of casudliies. Key elements are a defined disaster team, @ defined r;espogjz
::du:lmg m:;qrﬁ;:‘ggemem facilities, staff availability and equipment, a defined headquarters

i {lation of all
i | response usually includes cance
ommunication system iage system. The hospita : |
:IBCM ; 5_- dg:l‘e;?vi :dr?missi;ns and discharge or fransfer of patients fo create empty hospital
ctive surgery an

beds.

The magnitude of the disas
information is usually not

d an astimation/target of the ICU requirement should be made. This
. ClnICl.I response Is primarily beds, staff and equipment Elective ICU
edar.

i tients should be discharged. Low level care
mission lled. All dischargeable pa : 0
e Shﬁtﬂd h:‘-'e bSE:: ;qtzt:porury high dependency area outside the ICU. Stable critical patients
patients can be discharge

) i
i ivi d or managed with a lower nurse-patien
ide the primary receiving area an _
oy ‘TOHSfEFI;Ed 10_|CU5;ﬂf:2I5c'gfond chilrcry staff should be called in or placed on standby Additional
ratio. Additional nursing,

i " d b n e{d ot ize | nini I quipmen
c“b h sica beds SIIUIII e [!lg[l iz Gnd organi d WHh minimuyum Qq p
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Wg &:@QHW originating in the 1950's. The polio epidemic, Vietnam War ond
and _ Wlmonury resuscitation provided major impetus in its development.
mqsxa_'ﬁsuh_speci_alw is indisputable, however, the delivery of the service and the

tn(to country. The following concepts will be discussed: closed ICU.
-omprehensive intensive care.

I__M’?Jﬁﬂs‘;-"ﬁpe_:it‘,_ ‘closed’ and ‘semi-closed’. An increasing number of scientific
d that these varying models can be associated with differences in quality of care.
oy H—ﬂme niensivist were shown to have shorfer length of ICU stay, less
ospital morfality and reduced cost of hospitalization. In a ‘closed’ ICU, the
re of the patient fo an infensivist while the patient is in the ICU and
ady for discharge from the ICU. All orders must be cleared with the ICU
protocols are commonplace. Infensivist-led ICU is one of the initiatives
g Group in the US. The use of ICT and feleconsultation with intensivist is a useful

I,. . m r
a litile more time to prepare its

refers fo the delivery of infensive care in a hospital wide setting by a dedicated
with 'riu"l_uiti-'disciplinury input and led by intensivists. The service provides

patients requiring intensive care including those in the organ specific ICUs. An
rat care concept is to continue fo provide ‘stepped-down’ care in the ICU. This is
'ibf ﬁqﬁﬁferring: patients to the ‘high dependency unit’ for stepped down care.
nder a dedicated intensive care feam improves patient oufcome, resource
wation and duplication of this expensive service.

‘ ey nfensive care i extreme aspect of a continuum of acute care. As part of the strategy to irnpr_o_ve
at early detection and infervention of patients at risk have been odvocgfed. Initial
1t the medical emergency feam (MET) in Australia and the Qutreach team in Ul(‘ have

: "'éf‘ cardiac arrest in the wards and ICU cdmissions.. ngever, the extension of
.» The édnﬂne's- of the unit may further strain a service which is under-staffed.
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T L [ d'l P . : -
Research in intensive care has grown over the-.-, o is clinical laboratory festing conducted close to the site of patient care, typically

i primary training is not i

disciplines. The maiority of research pop::s side '::e _frgllﬁanul.gcor: :‘:r ]:e:xr:?urll::ﬁ;!tz?: ey

Americabu s expeced ho o osian counres ey '

apers from osia will increase. pﬁ:ansm care setting is highly time-sensitive. It is essential to have the laboratory

pes : s S ' physicians fo make clinical decisions in a rapidly changing patient situation. POCT
. v in intensive care is R SEC it pidly ging p :

mmhad";:ugz oopulation i the ICL St results for real fime freatment for conditions such as arrhythmias, electrolyte

‘weaning. Using micro-sample technology in POCT requires less blood volume,

ation for some patients, such as neonates and patients in the intensive care units.
 the potential fo enhance clinical outcome, outcomes research and evidence are
define POCT's important role in the intensive care setting.

surrogates or incapacitated subjects typical in IC

In the lafe 1970s David Sackett and his grot
movement fo crifically appraisal all medical info
Evidence Based Medicine (EBM). Since m
determine if the publication has any sci

sed to optimise POCT in the infensive care sefting:
at least understand what EBM is all about. ad

pT ofile
T 1t

Using EBM one m"'ld'fﬁﬂﬂuih_le T
practice and whether there has been any answers ¢
planning of the study protocol.

The study design and profocol should involve
as the biggest problem in ICU research is off
population) os well as the issue of informed consen

unities
ndations by the NACB (National Academy of Clinical Biochemistry) Labaratory
i es address some of the most commonly tests done in the intensive care sefting.

commend POCT - fair evidence to support procedure]
magnesium, ionised calcium
(Should consider POCT - fair evidence for a small to moderate improvement)

|
The issue of ethics in ICU research has received much o
was adopted on 4 April 2001 and compliance
directory was to harmonise research procedures in fhe
ethical issues which has posed o challenge to ICU
Care Medicine 2005 "Will ethical requitements bring crit

The American Thoracic Society has published qui dﬁﬂnﬁm the

patients in 2004 and it is recommended that a yone embarkir '
an i :
recommendalions. __arklng.____ e

(No recommendation — fair outcomes, but balance of benefit and harm too close to

Na*, K+, CI7) .
(insufficient evidence fo recommend for or against POCT)
rdiévasculur surgery, ECMO - strongly recommended]

one hospital or location, it may not be valid to extrapolate

i i 1
; P institution. The reason being that the tes
QR cation within the same Ins _ ;
W.Ins‘rﬂﬁ;::sd:u:w systems, electronic dafa links and laboratory working practices
lures, sa ;

J i i T is performed is rarely the same.
B L . ntext within which POC ;

bi fa =gnsure fhc:!f t:gc?:)ultﬂme studies should be followed fo qssess the tfenefr:]s afI?C_JCTI
.mwtsrperformmg hat POC be most efficient when integrafed info the clinica
in o particular seffing. It is suggested tha

management pathways.

T does show clinical benefit in

T may
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impact Of Piracetam (NOOTROPIL)
Patients In Ipoh General Hospifal

S Chan, PK Goh, SClow
pepartment of Anaesthesia & Intensive C

s 10 review the beneficial effects of piracetam and to justify its usage.

mﬁgﬁﬁrnﬂospga ] stud‘f whereby .' all neurotrauma patients who were admitted from 1.1.2004 to

”‘“_- urtm"#umﬂ-of M'ud uesfhd'asiu-'&: I vited. Demographic data were reviewed and compared. Primary outcome were

Dep e i ovement of GCS on discharge.

A Comparative Study Of C

M R Azrina', A Soedah’, A Mohd f Nik Abdul atients v cluded whereby 62 patients received piracetam in addition to the standard

D_epqﬂfhmt :of_-'i._\nq' s esiolc o gery’, . agement head injury. 108 patients who did not receive piracetam acted as control groups.

Sciences, Universitl Sains. nis receiving piracetam was 21.4% in severe head injury group but no mortality
) o e ury groups. Mortality rates for those who did not receive piracetam are 70%

The Current Practice Of Sedation And An p, 30.4% in moderate head injury and 11.4% in mild head injury group. Chi-

Malaysian Public Hﬂm . . 1a I“_lcallSi_g.niﬂcam test with p<0.05. The mortality rates were subsequently tested

Nufe;uleg qu‘ T“'.‘ ,!g. % ding factors. Statistical analysis revealed towards o favorable outcome in patients

ey atment of Anesitaaon S piracetam. Limitations of this study are discussed.

Survival Rate For Number Of Organ Fai

::nng;r’i;.(.'.henglae'ﬁbo in neurotrauma patients has shown in this refrospective study to improve the

the context of the present strength of evidence-based medicine, it con only at best
splemental and adjuvant therapy. Cerebral protection protocol and strategy with
erebral perfusion pressure monitoring remain the gold standard of neurotrauma

Department of Anesthesiology & Infensive Care

Tight Glycaemic Control With A New Re
After One Year
CCTan, HS Lee, M Mustafa®, H Mohd Taib,
Department of Anaesthesiology & Intensive Care

*Department ai_AnuﬁsThwnIp'gy&mMg;m& ore the freatment modalities.

uble-blinded control study is required to expl

Opinion And Feeling Of Staff Worki _ R g——-
Tan Cheng Cheng, Lee Hooi Sean, Marian Sipi, Hushioh Othman, S Balan.
Depariment of Anesthesiology & Intensive Care, H“p"“"'s_d_ilqng# .nﬂn,f._ o, Bﬁ !mm .y ,
The Role OF Chest Physi L. .g""m‘- v

In Ventilator- , o
Roha Abdul Rahman, Rosnita Kam ator-Associated Pneumonia

Jaafar Md Zain is, Shuhairah Shamsul Khalil, Syed Rozaidi Wafa,

Department of Anaesthesiol ' '
" "
e o e 9y & Intensive Care, Universiti Kebangsaan Malaysia, |

Prospective Evaluation Of e 2
Shoni Rudra Disvg A Sedation Agitation Scale For Adult Critically Il Patients 55 ‘

Depariment of An
oesthesia & Intensive Care, Hospital Kuala Lumpur, Kuala Lumpur, Malaysia
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JDY OF DEXMEDETOMIDINE AND PROPO
RDIOTHORACIC INTENSIVE CARE UNIT W

A ::Ml'ufhd ”Nikman-‘. M G Ziyadi*, N M Nik Abdullah?
logy!:2:3,5. Départmem. of Cardiothoracic Surgery?,
. Universiti Sains Maluaysia, Relantan, Malaysia

Harriszal Amiruddin, Usha Rajah, Zainab Abdul
Department of Anaesthesia & Intensive Care, ¢

OBJECTIVE _ A “U) is an uncomfortable and often frightening environment for patients. Many new
To determine the paters of anfimicrobial developed to fulfill the criteria of an ‘ideal’ sedative agent.

MATERIALS AND METHODS S
A retrospective study from the period of Ist Januar
tracheal aspirate isolates was conducted d
was collected. Isolates were divided into 3 and they w

dexmedetomidine and propofol in provision of sedation and analgesia and their
ory effects in post open heart surgical patients. To justify the cost-effectiveness

SETTING

g i d controlled frials on post open heart surgery patients whom were being
in the cardiothoracic infensive care unit (CICU) of Hospital Universiti Sains Malaysia

PARTICIPANTS

s - gl g _ N b _ - : r 2003 and July 2005. Thirty two pafients were randomized to receive shorf-term
i Pl froukmmICUduﬁ e : s - detomidine (n=16} or propofol (n=16). The infusion rate wos fitrated to achieve
paditee, The sajies \ee' iR for) . Analgesic requirement, haemodynamic and respiratory porameters and
microbiological quality control by the Dep

yred and compared. Mean rate of infusion fo achieve adequate sedation were
Al s p sctiveness of these two agents.

Main outcome meosures: Antimicrobial m@ eness of these two ag

urine, blood and fracheal aspirate | was notfed.

e Were ; in the demographic characteristics, use of intraoperative unoige;iu and duratﬁon
. mm”ha | : . d between the two groups. There was significant difference in the morphine
~ » B fesaimat Jexmedetomidine and propofol [mean(sd): 17.35(5.63) versus 13.10(2.71]
o 0 vt e s I ) | M@"“‘:-_F’:‘?m;e":ws also significantly different between dexmedetomidine and
l . Mean heart ra |

':8;;49} versus 82.43(2.60) per minute, F stafistic = 5.60, p=0.03] Howsv:_r Tl:e;e
: = - ' index score, mean systolic and diastolic
ences in the mean level of bispectral in |

;:\F:rel and extubation time between the two groups. Cost involved in the mean
edetomidine was similar to propofol (RM8 .75 versus RM 8.68 per hour)

that the commones! organism was Staphylococcus
Staphylococcus aureus 19.6%] and Pseudomonas species
commonest organism was Pseudomonas aeroginosa [37.]
and Acinetobacter species [9.4%). =l

Jloed oiates show that Staphylococcus aureus coagulase negat
|38 5% o =

| ond Penicillin (35 9%). Staphylococcus aureus from the same isol
38! e same

¢l tollowed by Erythromycin (30.8%), Cloxacillin 130.8%) and C
Pseudomanas species from blood iso e

s of an ‘ideal’ sedative agent, namely its provision of
and analgesia with sta modyn i m Significant
i d respiratory paramefers. Signi
e nalgesia wi ble haemodynamic an
o) A Ig l It f

2 5 : | dial oxygen demand. Further
i s sanaficial i atients by reducing myocardiar ¢ ]
in heart rate is beneficial in thef-ifs ;ljong term effect in cardiac morbidity and mortality

e confers fo several propertie

ﬂw&mw be needed in assessing

CONCLUSION

This study shov 1 1he patterns of local anlimicrobial
antimicrobial the: ... i ihe oy Regular monitering of antj
useful tool for the &' - fiye control of the development of an
for the comparison of ihe prevalence rate of infection and

resistance is a valuable guide to _ampiri_cdl
microbial resistance patterns in the ICU is @
timicrobial resistance. The findings are useful
G gy ot st bt i implementation of guidelines for appropriate
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e " 1 e
E FOR NUMBER OF ORGAN FAILURE ON DAY TH}
RED TO DAY ONE SREAY B EE

| N - |
ee Hﬁﬁ:‘%_‘_sﬁﬂnu Loo Pey Lin, S Balan ‘
ology & Intensive Care, Hospital Sultanah Aminah, Johor, Malaysia

rezalee Ahmad, Tan Cheng Cheng, Sub

OBJECTIVE "
unit (ICU) with considerable practice variation:
practice of sedation and analgesia in ICUs in

| rate of patients with respect to the number of organ failure they have on day three

day one of Intensive Care Unit (ICU) admission i.e. affer 48 or 72 hours of intensive

'METHODS -
A questionnaire survey was designed and sent by 1
The anaesthesiologists in charge of ICU were

il study

esent on day one, three and four was determined for every patient admitted
2004, using Knaus' definition of argan failure. These patients were followed up

h st B . e to determine their outcome. The following patients were excluded from analysis:
response rafe). Merely 35% routinely | s Ramsa '  wilh r d admission, discharged at own risk, transferred out to other hospital, and pediatric

RESULTS |
There are 40 public hospitals with ICU facility ir

degree of sedation according fo patie
basis. Most agreed that the selection
(97%), the expected duration for

_ s were admitted to ICU in 2003 and 2004, of which 92 forms were incomplefe dalaq,
Midazolom (89%} and morphine (86%)

sded. For the 1697 patients analyzed, the hospital survival rates for 0 organ failure
8, 91.7 and 91.8% respectively, those for 1 organ failure were 69.9, 65 and 65.2%,
mgne 46.2, 381 and 35.7%", those for 3 organ failure were 24.2, l§.6* and 11.3%",
hllure were 19.6, 4.5 and 11.1% respectively. The drop in survival rates were

organ failure, and both day 3 and day 4 for 3 organ failure (*p < 0.05).

district/army hospitals. Only 14% still frec
patients (24%) n

CONCLUSION

Our survey showed similarity in sedative

Nevertheless, still not many routinely use sec
sedaofion and analgesia. N

urvival rates were lower on day three and day four when
ore after 72 hours of ICU care has significantly
f organ failure on admission.

- of organ failure, the s
Patients with 2 organ failure or m
al than those with similar number o

) o 51



' STAFF WORKING IN INTEN: &5
LIFE SUPPORT o CARE

i i

Hooi S_ggan‘,-:Marlan Sipit, Husniah Othman, S Balan
& Intensive Care, Hospital Sultanah Aminah, Johor, Malaysia

Tan, H'S Lee, M Mustafa, H Mohd &
coment of Anaesthesiology & Intensive Care,

sesthesiology & Intensive Care,

Department of
*Deparintent of An

feeling of doctors and nurses working in the intensive care unit (ICU) foward

‘two weeks of training in 2004, with
Intensive Care Unit (ICU), Hospital Sultanah

'DESIGN

Prospective observational study. -
d and all doctors in the department of anaesthesiology and intensive care
U were asked to fill up the questionnaire in the month of March 2005.

;6‘1‘?'&0!5 Inboth Etond
‘admission @ blood sugar level was deferm

; ] d 62 nurses who participated in the survey. Thirty-seven (90.2%) doctors
by Abbott Laboratories and insulin infusion w

%L atistically significant, p being 0.00051. With regards to the most important
sEsurs . should be practiced, 24% of staff felt that withdrawal allows other patients to be
The two groups were cmmblafnm - re is no point continuing as patient is unlikely to survive and 17% felt that

Only 4 doctors, as opposed fo 22 nurses, felt that withdrawal is against their

mmol/l in 2004 and 9.82 + 4.70 mmeol/| in 4
: Ul M would feel distressed during the process of withdrawal while only 13

In 2005 episodes of hypoglycaemia w

214% in 2008, dmmm*dm. b ._ Ep:ﬂ@ﬂ&} When asked whether they would gccepl withdrawal for their loved

ilbdbogg it R bout 70.9% and 75.7% answered yes respe.cnvely_ More r}urses lBOh.é%j than
l = . that they would fake care of their loved one if in the vegetative state till the last
r CONCLUSION

IT;VO weeks of fraining was as good as one year in intro
ehween 4.4 7.2 mimoll con ony be achieved f ab
hypoglycaemia. be achieved in about

fferent opinion with regards to

ki 1h & department have significantly di .
I e feel so distressed during the

" Doctors accept withdrawal more readily and do not

[N =

™ o B



hesiology & Intensive Care, Unive

INTRODUCTION

eliability of sedation agitation scale for adult critically ill patients.
Chest physiotherapy has been a practiced i
palients in Infensive Care Units (ICU) regard
no convincing data to support its effectiveness i vhere two doctors and two nurses simultaneously and independently assessed
patients. 6 months using a revised sedation agitation scale of the Riker Sedation Agitation
METHODS
Forty nine adult patients admitted for ve
Walays (M from July until Aug d Level 3 ICU in a Ministry of Health hospita
ysia (HUKM] from July until Aug ed Level 3 ICU in a Mini f Health h |
Group B N=29 (no chest physiotherapy).
ventilator with a standardized initial se i
C_ﬂf_@. and _sung — m:f thernpy ”-“—9‘-‘*’-—*‘9‘"‘ o ICU patients (medical and surgical] were assessed. There was 200
canslde red complefe and ferminated once:the ¢ its had repeafed assessments on different days| resulting in a total of 800
ever came first,
RESULTS .
mm ants l%%lwhammedchasl 6 +18.8 years with 65.5% males and 34.5% females. The mean SAPS
::': Rt ““’ %ﬁpmes'phr:?:“ v 8 | ents assessed were ventilated while 38% were not. 45% of patients did
develop VAP compared to only 8 ini f f sedation.
VAP in the group reCeMng_f ot . the remaining 55% were on some form o |
the group without chest physiotherapy wi assified using this revised sedation agitation scale, 4.9% were anxious, agitated or
developed VAP the mean of ventilation 58,9% were calm and obeying simple commands (scale +1 1o -1 and 36.2% were
' who did not developed VAP p = 0.007. a). Intraclass correlation coefficient (ICC] was good between all four raters: 0.976
J. | ere was 0 good correlation befween the two doctors: ICC 0.948 (95% C 10.931 -
CONCLUSIONS i nurses: ICC 0.954 (95% C.1 0.939 - 0.965). There was also a good inter-rater
S Y i ' e .- -ventilated patients: ICC
' Although ches1 physiotherapy did not prevent VAP but ilated patients: ICC 0.966 (95% €. 0.955 - 0.975) and the non-ven p
of mechanical ventilation regardless whether they received chest physi .984)
. 1
1 A h _ n agitation scale is highly reliable for the adult critically ill patients.
| j
'
; 54 e
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