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Iens uccaenoanusi. Ananus jgedeKToB OKa3aHust MeIUIITHCKON TOMOTIH MAI[HEHTaM € OCTPOIl JbIXaTeJbHOM
HEIOCTATOYHOCTHIO B OT/IEJEHUSIX PEAHUMAIIUY U UHTEHCUBHON Teparuu.

Marepuaist 4 MeToabl. VccaenoBanne HOCHIO PETPOCTIEKTUBHBIH XapaKTep U 3aKJII0YATOCh B M3YUECHUN UC-
topuii 6osesrn 160 HAIMEHTOB ¢ OCTPOIL IbIXaTEJIbHON HEJOCTATOYHOCTBIO B Bogpacte ot 15 10 84 set, rocuura-
JIN3UPOBAHHBIX B OT/EJNEHUs peaHUMaIliKi U MHTEHCUBHON Teparnun 24 pailOHHBIX U TOPOACKUX 6obHUI VIpKyT-
ckoil obact. Victopun 6osie3Hn mpemocTaBiaeHbl TeppuTopuanbHbIM (HOHIAOM 00SI3aTEIBHOI0 MEIUIUHCKOTO
cTpaxoBaHus rpaxaan VIpKyTckoil obmacTi.

Pesyabrarbl. OcHoBHBIE JeeKThl 00CIe10BAHNST IPU TPOBEAEHUI UCKYCCTBEHHON BEHTUJISIIIUM JIETKUX CBSI-
3aHbI C OHCHKOﬁ JICFO‘{HOIL/'I (l)yHKLII/H/I, MI/IKpO6I/IOJIOI‘I/I‘{CCKI/IM nuccjae10BaHneM MOKPOTBI U ]Iy‘{CBOﬁ [[HaI‘HOCTHKOﬁ.
O/TH ue nuarnoctuposana y 32 u3 160 marmentoB OPUT, uto coctaBumo 20%, a Takke B 23% cydaeB He THATHO-
ctuposanbl mpruunnbsl O/TH.

Bosbiire Beero nedeKToB B JIEUEHUH TTAIHEHTOB ¢ OCTPOH BIXaTeIbHON HEJOCTaTOYHOCTHIO OBIJIO BBISBIEHO
[P YCTPAHEHUH THUIIOKCEMUM: OTCYTCTBUE BOCCTAHOBJIEHMS TIPOXOIUMOCTH JIbIXaTEIbHBIX MTyTEM, OTCYTCTBIE Ha-
3HA4YCHUSA KUCJIOPO/ia ITPU TUITOKCEMUU, OTCYTCTBUE ITPOBEACHUA I/ICKyCCTBeHHOﬁ BEHTUJIAIINN JIETKUX IIPU COXPa-
HAIOTIEHNCS TUTIOKCeMNT Ha JOHe MaKCHMaJIbHOM MO/[aui KUCJIOPO/a U TI03/[THNH TIepeBO/l Ha NCKYCCTBEHHYTO BEH-
TUJISIUIO JIETKUX HA CTA/[MU TUIIOKCUYECKOI OCTAHOBKH Cep/lia.

3akimouenne. lcrob3oBaHue TOJBKO MyJbCOKCUMETPUHU MPU OTCYTCTBUHU aHAJIM30B TAa30B apTepPHAIbHOMN
KpoBH Y 98% MaIimeHToRB ¢ OCTPOIi IbIXaTeIbHOM HEOCTATOYHOCTDIO, OTCYTCTBUE PEHTTEHOTPADUH U,/ UK MYJTBTH-
CIUPATIBHOI KOMITBIOTEPHOI ToMorpadun jierkux y 21% corpoBOKAaI0Ch BBICOKUM YPOBHEM THITOJIMATHOCTUKY
OCTPOTO pecnupaTopHoro aucrpecc-cunapoma (78%), ymuba nerkux (60%), TpoM6aMOOINN JIETOYHON apTepun
(40%), kaparoreHHOro oreka jierkux (33%), HozokoMuanbHOI THeBMOHNY (28% ). JleeKThl JieueHust TalneHToR
¢ O/IH B 46% ciryuaeB 00yCIOBJIEHBI HEAJIEKBATHBIM YCTPAHEHHEM TUIIOKCEMUN, CBSI3aHHBIM C BOCCTAHOBJIEHUEM
[IPOXO/IUMOCTH JIbIXaTeJIbHbBIX ITyTell, Ha3HaUeHneM KICJI0pojia, poseaeHrem VBJI.

Knmioueevte caosa: depexmol okasaniis MEOUUUHCKOTE NOMOUL; OCIPAs ObIXAMENbHAS HEOOCTAMOUHOCTD; 6bl-
HCUBACMOCTIL, MEOUYUHCKUE OUUOKU

The purpose of the research: to analyze insufficiency of medical care for patients with acute respiratory fail-
ure in the ICU.

Materials and methods. It was a retrospective study of 160 patients' medical records (age from 15 to 84 years) with
acute respiratory failure (ARF) hospitalized in the ICUs of 24 regional and municipal hospitals of the Irkutsk Oblast.
Medical records were provided by the Territorial Fund of Compulsory Medical Insurance of citizens of Irkutsk region.

The results. The basic defects in conducting mechanical ventilation were associated with improper lung func-
tion evaluation, microbiological tests of sputum and radiology. ARF was not diagnosed in 32 of 160 ICU patients
(20%). In 23% of cases the causes of ARF were not diagnosed.

The greatest part of the defects in the treatment of patients with acute respiratory failure was found during the
treatment of hypoxemia: no recovery of the respiratory tract patency, no prescription of oxygen for hypoxemia, no
mechanical ventilation for persistent hypoxemia on the background of maximum oxygen supply and late switch-
ing to mechanical ventilation at the stage of hypoxic cardiac arrest.

Conclusions. The use of pulse oximetry alone in the absence of arterial blood gas analysis in 98% of patients
with acute respiratory failure and failure to perform the lung X-ray and/or MSCT imaging in 21% of patients were
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accompanied by a high level of undiagnosed acute respiratory distress syndrome (78%), lung contusion (60%), pul-
monary embolism (40%), cardiogenic pulmonary edema (33%), and nosocomial pneumonia (28%). Defects of
treatment of patients with ARF in 46% of cases were caused by inadequate management of hypoxemia associated
with the recovery of the respiratory tract patency, prescription of oxygen, and mechanical ventilation.

Keywords: defects of medical care; acute respiratory failure; survival; medical errors
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BBenenne

OcTpasi  mbpIxaTejqbHas  HEIOCTATOYHOCTD
(OTH) sBisiercst ofHON M3 HawboJee aKTyaabHbBIX
mpobsieM B MHTEHCUBHOI TEPAIii U UMeeT OOJIBIIoE
CONMAIbHOE 3HAUYEHNE B CHITY CBOEH PacIpOCTPaHEH-
HOCTH, TSKECTH, BBICOKOH JIETAILHOCTA ¥ CTOMMOC-
T Jeyerns [1—3].

CorylacHO pesyJibraTaM aHajm3a cylaeOHO-Me-
MUIMHCKUX JKCIEPTU3 OCHOBHOW MPUYHMHON CMep-
TEJILHBIX HCXO/I0B U HEOOPATUMBIX TIOPAKEHHIA TOJI0-
BHOTO MO3Ta BO BpPeMsS AHECTE3UW SBJISIOTCS
aKcTpeHHble cutyary, cesszanubie ¢ OH [4, 5].

B GOJIBIIMHCTBE CJIyYaeB aHECTE3UOJIOTHYEC-
KHUe OCJIOKHEHUS SBJSIOTCS YCJIOBHO TIPEIOTBPATH-
MBIMHU TIPU BBHITIOJHEHNY KJIMHUIECKUX PEKOMEH/Ia-
MU W aHAJTUTHYECKOM TOAXo[e K gedeKrTam
OKa3aHMS MEUITUHCKOH Tomortn [6—8].

OCHOBHBIMY TIPUYMHAMY BO3HUKHOBEHUS [Ie-
(hexTOB OKa3aHMT HEOTIOKHON MTOMOIIH Y TTAIMEHTOB
¢ O/IH sBistioTcst: HEOCTATKA OPTaHU3AINK TTOMO-
IIIH, HECTTOCOOHOCTh OIEHUTh CPOYHOCTH KJIMHIYEC-
KOH CHUTyaluu, HU3KUH YPOBEHb OCBOEHUSI MAHUILY-
JIIIIMOHHDBIX HABBIKOB, HEIOCTATKU TEOPETHYECKON
TIO/ITOTOBKY Bpaueit [6—8].

[ledexTsl oOkazaHWS MeIUITUHCKOW TTOMOIIN
MOTYT BOBHHUKHYTH MpU cOOpe aHaMHe3a, TPOBeje-
HUW KJIMHIYECKOTO 00CIeI0BaHMs, TabOPaTOPHOTO U
WHCTPYMEHTAJIBHOTO OOCJICIOBAHNS, a TakKkKe MPU
agedenun O/IH [6, 7].

YauThiBast, 9TO MPHU MPOBEAEHUN HUCKYCCTBEH-
noit BenTussimn serkux (MBJI) ¢ ncnompzoBannem
MHUOPETaKCAaHTOB BCET/Ia CYIECTBYET OTTACHOCTD Pa3-
BUTHS TUTIOKCUY W THIIEPKAITHUN, HEOOXOIUMO YII-
PaBIISITD IBIXaHUEM U ITPOBOUTD €70 B COOTBETCTBHUE
¢ OTPeOHOCTSIMI GOJIBHOTO, JIJIsT TOTO HEOOXOAUMO
MPOBOAUTH JAMHAMUYECKUIT KOHTPOJIb 3a HamboJiee
Ba)KHBIMU TTapaMeTPaMiU JIbIXaHUsT GOJBHOTO, BKJIIO-
qast cofiepsKaHue Ta3o0B apTepuaIbHON KPOBH U JIaB-
JIEHVE B JIBIXaTEJIbHbBIX My TsiX. Vconb30BaHme TOMb-
KO TYJbCOKCUMETPUU TIPU OTCYTCTBUM aHAJIN32
ra3oB apTePUATbHON KPOBU MPUBOJIUT K HEAIEKBAT-
HOM OT[eHKe OKCUTEHAIINH KPOBU U TTApaMeTPOB BEH-
THAImA, K Heahderrtusaoit UBJI naxe coBpemen-
HBIMU arapaTamu.

[ToJTHOCTBIO UCKITIOUUTD BEPOSTHOCTH /1€(hEKTOB
B MHTEHCUBHOW T€PAMU HEBO3MOKHO. /15T X MumHu-
MU3aI HEOOXOIMMBI COBPEMEHHBIN YPOBEHb 3Ha-
HUii, aIeKBaTHBII MOHUTOPUHT, BBITTOJTHEHE CTaHIAP-
TOB JICYEHUS W KIMHUIECKUX PeKOMeHarmii [7, 8]. A

Introduction

Acute respiratory failure (ARF) is one of the
most topical problems in the intensive care and has a
significant social impact because of its prevalence,
severity of complications, mortality, and cost of
treatment [1—3].

According to the results of the analysis of foren-
sic examinations performed by E.G. Gavrilova, et al.
(2014), N.A Borovskikh, et al. (2014), the main
cause of lethal outcomes and irreversible brain
injuries during anesthesia are emergencies associated
with ARF [4, 5.

In most cases, anesthesia complications are
conditionally preventable when clinical recommen-
dations and analytical approach to the defects of
medical care are followed [6—8].

The main causes of defects of the intensive care
of patients with ARF are as follows: poor organiza-
tion, inability to assess the urgency of the clinical sit-
uation, low level of manipulation skills, lack of theo-
retical training [6—8].

Defects in providing medical care occur in
examination of patient's history, clinical examina-
tions, laboratory and instrumental examinations, as
well as in the treatment of ARF [6, 7].

Taken into account that there is always the
risk of hypoxia and hypercapnia during mechani-
cal ventilation and prescription of muscle relax-
ants, the respiration should be managed and
adjusted with the needs of the patient. For this
purpose, it is necessary to conduct dynamic mon-
itoring of the most important parameters of
patient's respiration, including the arterial blood
gases and respiratory tract pressure. The use of
the pulse oximeter alone withoud blood gases test
leads to inadequate oxygenation and ventilation
assessment and ineffective mechanical ventilation
even when modern devices are used.

It is impossible to completely eliminate the risk
of faults in the intensive therapy.

To minimize the risk, doctors' awareness should
be updated be adequate monitoring, implementation
of standards of care and clinical guidelines should be
established [7, 8]. The analysis of all defects of med-
ical care in the ICU is required to draw lessons from
others' mistakes and to avoid their repetition.

The purpose of this study was to analyze
defects of medical care of patients with acute respira-
tory failure in the ICU.
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TaKKe HeOOXOAUM aHaJIM3 BeexX JNe(eKTOB OKazaHUs
MemuimHckoi momort B OPUT, utoObl M3BJEKaTh
YPOKH U3 OMMOOK APYTUX U HE TIOBTOPSITH CBOU.

[esib uccnenoBanust — aHajau3 JeeKToB OKa-
3aHUS MEAWITNHCKON TTOMOITN MAIMEeHTaM ¢ OCTPOM
JIBIXaTeTbHOM HeIOCTaTOYHOCTHIO B OT/ICICHUSX pea-
HUMAaIINU U THTEHCUBHON TEPaTii.

Marepuan u METObI

WccenenoBanne HOCUIIO PeTPOCIEKTUBHBIN XapakTep 1
3aKJII0YAI0Ch B M3YYeHUHN UCTOpHit bosesrn 160 marmenTon
C OCTPOI JIBIXaTelbHOM HEOCTATOYHOCTBIO, TOCTIUTAIII3H-
posatHbix B OPUT 24 pailoHHBIX U TOPOACKUX GOJIBHUIL
Upkyrckoii obmactu B iepuog ¢ 2010 no 2016 rr. Bospacr
obcremyeMbix — ot 15 10 84 stet. Victopun 60ie3H1 TIpeio-
crasiietbl TeppuropuasibibiM (HOHIOM 00sI3aTELHOTO Me-
JWIIMHCKOTO CTPAaXoBaHust rpaskaan VpkyTckoit obractu. B
HCCIIeI0OBAHNE BKJIIOYEHDBI HCTOPHN OOJIE3HH, C Pe3yJIbraTa-
MH 9KCIEPTU3bI KOTOPBIX COIVIACUJIUCD IIPE/ICTABUTEIH aJl-
MuHUCTparuu 6oabHUIBL V3 nccienoBanust ObLIM UCKIIO-
YeHbI KCTOPUHU DOJIE3HY MAIIMEHTOB, KOTOPbIE HYKIAINUCH B
HaJIMaTUBHOI 1oMomu. [IpoTokos uccieoBanust ObL
ono6pen drudyeckum Komurerom MTMATIO (3acenanue Ne
1, 14 smBaps 2010 r.). OkcrepTU3a KauecTBa OKAa3aHUs Me-
JQUIMHCKOH IIOMOIIM IPOBOAMJIACH coryiacHO IIpmkasa
Mumnzapasa Poccun ot 07.07.2015 N 422an «OG6 yrBepxie-
HUM KPUTEPUEB OLIEHKN KayecTBa MEUIIMHCKON TOMOIIN»
[9], TIpukasa Mwunsapasa Poccunm ot 15.11.2012 N 919u
«O06 yrBepskaennu TTopsiika OkasaHUsT MEAUIUHCKON M0~
MOIIH B3POCJIOMY HACEJIEHHIO 110 TIPOQIIIIO «aHEeCTe3U0II0-
rus u peaHumarosoruss [10], u KIMHIYeCKUM peKoMeH/a-
M OB1epoccuiickoil  06IecTBEHHONW OpraHu3annm
«Dezepanust aHECTE3MOJIOTOB U PEAHNMATOJIOTOBY, «/l1a-
THOCTMKA U MHTEHCUBHAS TePaIlns OCTPOTO pecupaTopHO-
ro amcTpecc-cuHApoMar, «IlepmomnepannonHoe BezeHMe
GOJIBHBIX € COIYTCTBYIOIIEH JIbIXaTeJIbHOM HEJOCTATOUHOC-
TbI0», «ObecrieyeHrie MPOXOAUMOCTH BEPXHUX J[bIXATEb-
HBIX ITyTel B cTarionapes [11].

PesyabraThl U 00CyK/IEHHE

B mavase mccseoBaHNS BBIIBUJIN TIPHUNHBI
BosHMKHOBeHNsT O/IH y manmeHTOB 0 MOCTYIIIEHNS
u B ieprozt Haxoxkaenus B OPUT u npencraBumm ux
B Tabm. 1.

YcTaHOBJIEHO, YTO OCHOBHBIMHU TNPUYMHAMU
BozHMKHOBeHNs OJ/IH B mepmox HaxoXaeHWS B
OPUT cranu HO30KOMUAbHAS TTHEBMOHMUS, OCTPBII
pecriupaTtopubIil auctpecc-cuaapoM (OPIC), Tpom-
60ambosust srerounoit aprepun (TDJIA), a 1o mo-
crymirenust B OPUT — Tsokernas depermrHo-Mo3ToBas
TpaBMa, BHEOOTLHIIHAS THEBMOHUST.

o mocrymaennn 8 OPUT npranaamu OP/IC
CTaJIN: CETICUC — Y TIEeCTH MAIFeHTOB U TaHKPeoHe-
Kpo3 — y mBoux. B mepuwox waxoxmenuss 8 OPUT
OP/IC nosBuicS y 4eThIpeX MAITMEHTOB MTPU acupa-
I[N U Y TIEeCTH TIPU TIPOTPECCHPOBAHII CETICHCA.

B nanbueiiiieM BbIABUIN CTPYKTYPY AedEKTOB,
MOTYTIEHHBIX TTpn 06creoBannn marentos ¢ O/TH
B OPUT u nipeacrasuiu ee B TadI. 2.

Materials and Methods

It was a retrospective study of 160 patients’ medical
records (age from 15 to 84 years) with acute respiratory
failure (ARF) hospitalized in the ICUs of 24 regional and
municipal hospitals of the Irkutsk Region. Medical records
were provided by the Territorial Fund of Compulsory
Medical Insurance of citizens of Irkutsk Region. The study
included only those medical records, whose expert evalua-
tion was accepted by the hospital management. Medical
records of patients requiring palliative care were excluded
from the study.

The study protocol was approved by the Ethics
Committee of the Irkutsk State Medical Academy of
Postgraduate Education (meeting No.1, January 14, 2010).

The expert examination of the medical care quality
was carried out according to Order No. 422au of the
Ministry of Health of Russia as of 07.07.2015 «On the
approval of criteria for assessing the quality of care» [9],
Order No. 9191 of the Ministry of Health of Russia as of
15.11.2012 «On approval of the procedure for providing
medical care to the adult population according to the pro-
file «Anesthesiology and reanimatology» [10], and nation-
al clinical guidelines of the All-Russian Public
Organization <«Federation of Anesthesiologists and
Resuscitation Specialists» on «Diagnosis and intensive
care of acute respiratory distress syndrome»,
«Perioperative management of patients with concurrent
respiratory failure», «To Ensuring patency of the upper
respiratory tract in hospital» [11].

Results and Discussion

In the beginning of the study, the causes of ARF
in patients before admission and during the ICU stay
were identified. They are presented in table 1.

It was established that nosocomial pneumonia,
acute respiratory distress syndrome (ARDS) and
pulmonary embolism (PE) were the main causes of
ARF during the ICU stay, and severe brain injury,
community-acquired pneumonia, and stroke before
admission to the hospital.

Prior to admission to the ICU, there were the
following causes of ARDS: sepsis in six patients and
pancreatonecrosis in two patients. During the ICU
stay the ARDS developed in four patients with aspi-
ration and six with the progression of sepsis.

Then, we have identified the structure of
defects in management of ARF patients in the ICU.
The data are presented in table 2.

In total, defects of the examination have been
detected in 56% of patients with ARFE. Our study
demonstrated that basic defects were related to gath-
ering a medical history, physical examination, radiol-
ogy and assessment of fluid balance. It was also found
that in the diagnosis of PE arterial blood gases were
not examined, the alveolar-arterial oxygen difference
was not calculated, and echocardiography was not
performed resulting in underdiagnosis and late diag-
nosis. In the case of ARDS echocardiography was
not performed, arterial blood gases were not tested,
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Ta6auna 1. [I[puYNHBI BO3HUKHOBEHHUST OCTPOH /IBIXaTENbHON HEIOCTATOYHOCTH Y NAIMEHTOR OT/EJCHUN PeaHUuMAIUH U
MHTEHCUBHOM Tepanuu.
Table 1. Causes of acute respiratory failure in patients in the intensive care units.

Diagnosis Number of ARF cases
Before joining the ICU While at the ICU

Community-acquired pneumonia 24 —
Nosocomial pneumonia 12 17
Pulmonary embolism 4 6
Acute respiratory distress syndrome 8 10
Severe craniocerebral trauma 28 —
Spinal trauma 1 —
Lung contusion 5 —
Cardiogenic pulmonary edema 2 4
Stroke 4 10
An overdose of narcotic drugs 6 —
The use of anesthetics, analgesics and muscle relaxants 4
Pneumothorax — 1
Status epilepticus 2 —
Laryngospasm — 1
Meningitis 1

Burn injury 2 —
Poisoning 4 —
Pulmonary tuberculosis 1

Polyneuropathy — 3

Note. ARF — acute respiratory failure.

Ipumevanne. Diagnosis — anarnos; Number of ARF cases — uncsio ciydaes ocTpoii gbixaresbHoil HegoctarounocTy; Before joining the
ICU — no mocrymnennst 8 OPUT, While at the ICU — B nepuon naxoxnerns 8 OPUT. [lna tabaun 1, 4: Community-acquired pneu-
monia — BHeGOIbHUYHAS THeBMOHsT; Nosocomial pneumonia — Ho30koMUanbHas THeBMOHMsT; Pulmonary embolism — tpomGoamboins
slerounoil aprepun; Acute respiratory distress syndrome (ARDS) — octpbiii pecripatopHblii aucrpecce cunapom; Lung contusion —
yiu6 serkux; Cardiogenic pulmonary edema — kapanorenusiii otex serkux; Stroke — uncyusr. Severe craniocerebral trauma — Tske-
JIast YeperHo-Mo3roBas Tpasma; Spinal trauma — criuHasibHas tpaBMma; An overdose of narcotic drugs — nepeao3upoBKa HAPKOTHYECKH-
mu mperaparami; The use of anesthetics, analgesics and muscle relaxants — mprumenenne aHecTeTHKOB, AHAIBIETHKOB U MUOPETAKCAH-
ToB; Pneumothorax — mueBMoTOpakc; Status epilepticus — asnmrenTuueckuii ctatyc; Laryngospasm — sapuHrocnasm; Meningitis —
MeHuHruT; Burn injury — oskorosas tpaBma; Poisoning — orpasienus; Pulmonary tuberculosis — Ty6epkyiies serkux; Polyneuropathy
— MOJIMHENPOTIaTusI.

Ta6auna 2. Crpykrypa AedeKToB 00ceJ0BaHus NAMEHTOB C OCTPOil ABIXaTEIbHON HEJOCTATOYHOCTBIO B OTAEICHAH
peaHuMaIi ¥ MHTEHCHBHOI Tepamum.
Table 2. Structure of defects of examination of patients with acute respiratory failure in the intensive care units.

Defects of examination The number of defects, n (%*)

The work of respiratory muscles was not assessed 45 (28)
Incomplete medical history 39 (24)
Respiratory tract patency was not assessed 36 (23)
Incomplete measurement of daily fluid balance 34 (21)
No lung X-ray and /or MSCT was performed 21 (13)
Plasma electrolytes were not analyzed 20 (13)
Pulse oximetry was not performed 8(5)

Note. For tabl. 2, 5: * — % of the total number of patients with acute respiratory failure (n=160).

Ipumeuanue. [Ius tabaui 2, 3: Defects of examination — aedexror o6cnenoBanus. Jaa Tabauu 2, 3, 5: The number of defects — ua-
crora nederros. The work of respiratory muscles was not assessed — e orennBamach paboTa ApIxateabHON MyCKyIaTyphl; Incomplete
medical history — Hemosubiii anamues; Respiratory tract patency was not assessed — He OIleHMBAJIACh TIPOXOAMMOCTD JIBIXATETbHBIX
nyteii; Incomplete measurement of daily fluid balance — nenonnbiii yuer cyrounoro 6ananca skuakoctu; No lung X-ray and /or MSCT
was performed — ne mpoBeiena penTreHorpadust u/ MM MyJIBTHCTHPATbHAS KOMITbIoTepHast ToMorpadist merkix; Plasma electrolytes
were not analyzed — ne onpe/esnensl 21eKTponTh! 1a3Mbl; Pulse oximetry was not performed — He 1poBoANIACH MYIBCOKCUMETPUSL.
Jlns rabaun 2, 5: % — % ykaszan ot obuiero uncaa nanuentos ¢ OJH (n=160).

Iedektrr B 06ciei0BaHN BhISIBIIN Y 56% ma-
uentos ¢ OJIH. OcHoBHble 1edeKTbl ObLIN CBs3a-
HBI CO cOOPOM aHaMHe3a, (PUBUKAIBHBIM 00CIeI0BA-
HueM, JIy4eBOH [UarHOCTUKON U OLEHKOH BOAHOTIO
Gasmatrca. Takke yCTAaHOBJICHO, UTO JIJIST TUATHOCTHKU
TIJIA He ucce0BaINCh ra3bl apTEPUAbHON KPO-
BW, HE PACCUNUTHIBANIACH ATbBEOJIO-apTepuaiIbHas

and the ratio of the partial oxygen pressure in arteri-
al blood to the inhaled oxygen fraction (PaO,/FiO,)
was not assessed.

The structure of examination defects in
patients with acute respiratory failure in the ICU
during MV was investigated separately and is pre-
sented in table 3.
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Ta6mmna 3. Crpykrypa nedexTos o6cie10BaHys MAUEHTOB C OCTPOIi IpIxaTesbHOi HegocTatounocTbio B OPUT npu

npoBE€A€HUN PICKyCCTBeHHOﬁ BEHTWIALUU JIETKUX.

Table 3. Structure of defects of examination of patients with acute respiratory failure in intensive care units during

mechanical ventilation.

Defects of examination

The number of defects, n (%*)

Alveolar-arterial oxygen difference was not determined 66 (100)
Pa0,/Fi0O, was not assessed 66 (100)
Arterial blood gases were not analyzed 65 (98)
Microbiological examination of sputum was not performed 50 (76)
No follow-up lung X-ray and/or MSCT was performed 45 (68)

Note. * — % of the total number of patients who had MV (n=66).

IIpumeuanue. Alveolar-arterial oxygen difference was not determined — He onpenesieHa abBeo0-apTepuabHas PA3HUIIA [0 KUCJIO-
poxy; was not assessed — He omennsaiock; Arterial blood gases were not analyzed — #e ompereseHbr Taspl apTepuaNbHON KPOBH;
Microbiological examination of sputum was not performed — He TPOBOAMIOCH MUKPOOHOIOTHUECKOE MCCTe0BaHne MOKPOTHI; No fol-
low-up lung X-ray and/or MSCT was performed — He npoBeziena peHTreHorpadus rpyIHON KIETKU U/ WM MyJIBTUCTIUPATbHAS KOM-
mbIOTepHAsT TOMOTpadist TETKUX B IUHAMUKE. * — % yKazaH OT 00IIero 4ncia maiuenToB, KoTopsiM mposoanaacs IBJI (n=66).

pasHuUIla 0 KUCJIOPOAY W HE MPOBOIMIACH HXOKAP-
muorpadust (IxoKTI'), uto mpuBoANMIIO K TUTIO- U TIO-
aaaeit auarnoctuke. IIpu OPC ne mpoBoamnmiach
Ix0KT, He onpeiesistch Ta3bl apTEPUATBHON KPOBU
U He OTIEHUBAJIOCH COOTHOIIEHNE HAMPSLKEHUS KHUC-
JIOpOZla B apTepUabHONW KPOBU K WHCITMPATOPHOM
dbpaxunu kucaopoaa (PaO,/FiO,).

Crpykrypa nedekrtoB o0CIe0BaHNST TAIUCH-
TOB C OCTPOW JIbIXaTEJbHOW HEIOCTATOYHOCTHIO B
OPUT npu nposepenun NBJI nccnenoBana otaesnb-
HO ¥ TIpeJicTaBjieHa B TabJr. 3.

W3 Tabuiibl BUAHO, 4TO OOJIbINE BCeTo Aedek-
TOB CBSI3aHO C OIEHKON JIETOYHON (DYHKIIUH TTPH TIPO-
Bezernn VIBJI: He mccaenoBasmch Tasbl apTepuaib-
HOM KpoBu B 98% CiydaeB W, COOTBETCTBEHHO, He
paccunThiBasach A-a pa3HUIIA IO KUCJIOPOLY U HE OTI-
PEEJISIIOCh COOTHOIIIEHNE MEKY HAIPSKEHUEM KUC-
JIOpOJIa B apTepUaIbHOM KPOBU U (DpaKIIMeil BibIxae-
moro kuciopoaa (PaO,/FiO,). Ha Bropom mecte —
Je(heKThI CBSI3aHBI ¢ OTCYTCTBUEM MUKPOOUOJIOTIYEC-
KOTO MCCJIEJIOBAHUS MOKPOTBI M HA TPETHEM MECTe — C
OTCYTCTBHEM JIy4€BOI IUATHOCTUKN B TMHAMUKE.

O/lH ne mmarHoctmpoBana y 32 n3 160 mamm-
enatoB OPUT, uto cocrasuio 20%, a takxe B 23%
ciaydaeB He amarHoctupoBanbl npuunabl OJ/[H.
Crpyxkrypa nedektoB auarsoctuku npwund O/[H,
npejcTaBiieHa B TabJL. 4.

OtMedaeTcsl BBICOKMH YPOBEHDb TUIIO[UATHOC-
tukn OPIIC (78%), yumba nerkux (60%), TIJTA
(40%), kKapamoreHHOTOo oTeKa eTKuX (33% ), HO30K0-
MHUaIbHOI THeBMOHNT (28%).

Ocnoxuenns OJIH (runoxkcuyeckoe moBpex-
JleHUEe TOJIOBHOTO MO3Ta U TUTTOKCHUYECKast OCTaHOB-
ka cepana) B OPUT ne nuarnoctuposanuck. Ina-
THO3 <«TOCTTUTIOKCUYECKasi aHIlehaTonaTus»,
YCTAaHOBJIEHHBINT HEBPOJIOTOM B 4-X CJIydasx, B 3a-
KJTIOUUTETHHOM IMaTHO3€¢ U3MEHEH Ha «IUCIIUPKY-
JIATOPHYI0», «TOKCHYECKYI0» WM <«MeTabosmuec-
KyTo 2HIIe(haJoTaTHIO>.

Bce nedexTs! meueHnsT manmeHToOB ¢ OCTPOH
AbIXaTeJbHON HemocTaTouHOoCThbi0 B OPUT MBI

It is clear from the table that most defects relate
to assessment of lung functions during the MV: arte-
rial blood gases were not analyzed in 98% and, there-
fore, the A-a difference in relation to oxygen was not
calculated and the ratio between inhaled oxygen
fraction and oxygen partial pressure in arterial blood
(Pa0,/Fi0,) was not determined. Defects associat-
ed with the absence of microbiological tests of are on
the second place sputum and failure to perform fol-
low-up radiation examination on the third.

ARF was not diagnosed in 32 of 160 of ICU
patients (20%), and ARF causes were not diagnosed
in 23% of cases. The structure of defects of the diag-
nosis of ARF causes is presented in table 4.

There was a high incidence of ARDS under-
diagnosis (78%), lung contusion (60%), pulmonary
embolism (40%), cardiogenic pulmonary edema
(33%), and nosocomial pneumonia (28%).

Complications of ARF (hypoxic brain damage and
hypoxic cardiac arrest) were not diagnosed in the ICU.
Post-hypoxic encephalopathy diagnosed by a neurolo-
gist in 4 cases was called «discirculatory»,» toxics, or
«metabolic encephalopathy» in the final diagnosis.

All defects of treatment of patients with acute
respiratory failure in the ICU were divided into
defects associated and not associated with the man-
agement of hypoxemia. They are presented in table 5.

The table shows that in 46% of cases the defects
of treatment of patients with ARF are caused by
inadequate management of hypoxemia associated
with the recovery of the respiratory tract patency,
prescription of oxygen, and MV.

Lack of adequate laboratory examinationsr, for
example, the use of pulse oximetry instead of arterial
blood gases tests may be associated with inadequate
oxygenation and ventilation control, which may
cause complications during MV and may be masked
by the critical state, as well as lead to underdiagnosis
of ARF and later switching to MV.

In this study we found that the use of pulse
oximetry alone without arterial blood gas analysis in
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Ta6auna 4. CTpykTypa AedeKTOB JHATHOCTUKH IIPUYHH OCTPOH JAbIXaTebHoii Hegocratoynoctd B OPUT.
Table 4. Structure of defects of diagnosis of causes of acute respiratory failure in intensive care units.

Not diagnosed, n (%*)

The number of patients for each nosological form, n

ARDS, n=18 14 (78)
Lungs contusion, n=5 3 (60)
Pulmonary embolism, n=10 4 (40)
Cardiogenic pulmonary edema, n=6 2(33)
Nosocomial pneumonia, 7=29 8 (28)
Community-acquired pneumonia, n=24 4 (17)
Stroke, n=14 2 (14)

Note. * — % of the total number of patients for each nosological form.
IIpumeuanue. The number of patients for each nosological form — uucao nanuenTos s kax ol Ho30M0THUECKOIT hopmbl; Not diag-
nosed — He IMATHOCTUPOBAHBL. * — % yKazaH OT 0OIIEro Yucia MAIUeHTOB Ut KaskI0H HO3010rNYeCKON (hOPMBI.

Ta6auna 5. CTpykrypa nedeKToB JeyeHus MAIUEHTOB ¢ OCTPOH JAbIXATEIbHON HEJOCTATOUYHOCTDIO.
Table 5. Structure of defects of treatment of patients with acute respiratory failure.

Defects of treatment The number of defects , n (%)

Defects associated with management of hypoxemia

MV was not performed for persistent hypoxemia on the background of maximum oxygen supply 28 (18)
Oxygen was not prescribed for hypoxemia (SpO,<93%) 26 (16)
Late switching to mechanical ventilation (at the stage of hypoxic cardiac arrest) 14 (9)
Defects that are not associated with management of hypoxemia
Hypovolemia was not eliminated 12 (8)
Hypokalemia correction was not performed 8 (5)
Prescription of nitrates on the background of arterial hypotension 8 (5)
Prescription of b-blockers on the background of arterial hypotension 6 (4)
Antibiotics were not prescribed for pneumonia 6 (4)
Prescription of vasopressors before hypovolemia was corrected 5(3)
The patency of the upper respiratory tract was not restored 4 (3)
Prescription of furosemide before hypovolemia was corrected 3(2)
Antibiotics were not prescribed for sepsis 2(1)

Ipumeuanue. Defects of treatment — nedekrol nevenus; Defects associated/ that are not associated with management of hypoxemia
— nedeKThI, CBSI3aHHbIE / He CBSI3aHHbIE ¢ ycTpaHeHeM rumokcemmn; MV was not performed for persistent hypoxemia on the back-
ground of maximum oxygen supply — menposesenne BJI npu coxpansiiomieiics runokceMnn Ha (GoHe MaKCUMAJIbHON mopadyn
kucsopoza; Oxygen was not prescribed for hypoxemia — nenaswauenue kuciopoja 1pu runokcemun; Late switching to mechanical
ventilation (at the stage of hypoxic cardiac arrest) — nosauuii nepesoa na UBJI (#a craguu runiokcndeckoil octanosku cepana); The
patency of the upper respiratory tract was not restored — He NMPOBEAEHO BOCCTAHOBJIEHHE MPOXOAUMOCTH JIBIXaTEJIbHBIX myTeit;
Hypovolemia was not eliminated — ne ycrpanena runososemus; Hypokalemia correction was not performed — we nposoaunach
Koppekius rurnokanuemun; Prescription of nitrates on the background of arterial hypotension — wasnauenue HUTpaTOB Ha (hoHE
aprepuaabHOil runotonun; Prescription of b-blockers on the background of arterial hypotension — nasnauenue b-anpeno6rokaTopos
Ha (dhoHe aprepuaibHOil runotonun; Antibiotics were not prescribed for pneumonia — He HazHaueHbI AHTUOMOTUKH MTPU THEBMOHUT;
Prescription of vasopressors before hypovolemia was corrected — nasnauenme Ba3ompeccopoB pu HEYCTPAHEHHOIT THIIOBOJIEMIN;
Prescription of furosemide before hypovolemia was corrected — HasnaueHuwe Qypocemuma pU HEyCTPAHEHHOW TUIIOBOJIEMUN;
Antibiotics were not prescribed for sepsis — He HazHaueHbI AaHTUOMOTHKY IIPU CETICUCE.

98% of patients with ARF and lung X-ray and/or
MSCT in 21% of patients resulted in underdiagnosis

pasgesanan Ha [LE(I)GKTI)I, CBA3aHHbIEC M HE CBA3aH-
HbI€ C YCTPAaHEHUEM TUIIOKCEMUN U TTPEACTABUIIN

B TabJI. 5.

W3 Tabuibl BUAHO, 9TO AeEKThHI JICUCHHUS T1a-
muentoB ¢ OJIH B 46% ciydaeB 00yCJIOBJICHBI He-
AJIEKBATHBIM yCTPAaHEHUEM TUTTOKCEMUH, CBSI3aHHBIM
C BOCCTAHOBJICHWEM IPOXOJAMMOCTH JIbIXaTCIbHBIX
myTell, HazHAauYeHWEM KHCJIOPO/a, TPOBEIECHUEM
NBJI.

OTcyTcTBIE aeKBATHOTO JTabOPaTOPHOTO 06-
CTIeTOBAHWST, HATTPUMED, UCTTOTH30BAHIE TTYJIbCOKCH-
METPUH BMECTO OIPe/IeIeHNs Ta30B apTepUaIbHOM
KPOBHU, MOKET COTTPOBOKIATHCS HEAEKBATHBIM KOH-
TPOJIEM BEHTHUJISAINN JIETKUX W OKCUTEHAITMH KPOBH,
YTO MOKET BBI3BATh OCJOKHEHWS MMPU MPOBEICHUN

of ARF and its causes: ARDS, lung contusion, PE,
cardiogenic pulmonary edema, nosocomial pneumo-
nia. Late switching to MV at the stage of hypoxic
cardiac arrest was found in 14% of cases.

Taking into account the fact that the saturation
correlates with the partial pressure of oxygen in arter-
ial blood (Pa0,) not directly but as an oxyhemoglobin
dissociation curve, the pulse oximetry cannot monitor
hyperoxia. Hyperoxia is associated with an increased
mortality rate due to increased production of free rad-
icals and enhancement of hyperoxic vasoconstriction
[12]. The level of hyperoxia that can result in compli-
cations is PaO, of above 200—300 mm Hg, according
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NBJI, xoTopble MaCKUPYIOTCS KPUTHIECKUM COCTOSI-
HUEM, a TakKe MPUBOANTD K Tunioguarnoctuke OJIH
n o3iHeMy riepeBoay Ha BJI.

B HamreM mcce1oBaHUY YCTAaHOBJIEHO, UTO UC-
MOJIb30BAHME TOJHKO MYJIbCOKCUMETPUU TTPU OTCYT-
CTBUH aHATN30B TAa30B apTepPHAILHON KpoBU ¥ 98%
naruenToB ¢ O/[H n peatrenorpadvy u/mim Myib-
TUCTTUPATBHON KOMITBIOTEPHON TOMOTpahUm JIETKUX
y 21% npusomut k runoguarsoctuke O/IH u ee mpu-
yira: OP/IC, yuuba snerkux, TDJIA, KapAnOoreHHOTO
OTeKa JIeTKNX, HO30KOMUAJIbHON TTHeBMOHUN. [lo37-
Huit epeBon Ha MBJI (Ha cTtagmm TMTTOKCHYeCKON
OCTaHOBKM Cep/illa) OTMedeH HaMu B 14% cirydaes.

YunreiBas, uto SpO, KOppenmpyer ¢ HarpsiKe-
HUEM Kucjopoja B aprepuasibhoii kposu (PaO,) we
MIPSIMO, TTYJIbCOKCUMETPHEN HEb3sT KOHTPOJIUPOBATH
TUTIEPOKCHTO. [WITEPOKCHsT CBs3aHA € TIOBBIIEHHOM
CMEPTHOCTBIO 32 CUET YBEJMUCHHsT 0OPA30BAHUS CBO-
GOJIHBIX PAJUKAJIOB U YCUJICHHSI THITEPOKCUYECKON Ba-
3okoHCcTpukimu [12]. PaO, Berme 200—300 MM pT. CT.
GOJIBIIIMHCTBO WCCJIEA0BATENIEi CUMTAIOT YPOBEHEM,
IIPA KOTOPOM THITEPOKCHS MOKET TIPUBECTH K OCJIOXK-
HernusM [13]. IlpopommknTebHAs THIIEPOKCHS MOXKET
MIPUBECTH K ATEJIEKTA3MPOBAHUIO AJIbBEOJ W JIETOYHO-
MY TIOBPESKIEHUIO TIPH Cercrce u moymrpasme |14, 15].
Yro6bl MUHUMHU3UPOBATh OCJOKHEHUST THITEPOKCUN
npu iposeietnn VIBJI, HeoOX0IMMO KOHTPOIUPOBATh
MOKA3aTe A Ta30B apTePUATLHON KPOBHL.

ITo pannpiM E. Damiani et al., (2014) runep-
BeHTW IsIMST TTpu tipoBenennn VIBJI mpuBoant
YBEJTMYEHUIO JICTAIbHOCTU TIAIIMEHTOB € MOJUTPaB-
Moti [12]. IleseBoe HaMpsKeHME YTIEKUCIOTO Ta3a B
aprepuanboii kposu (PaCO,) noxHO ObITH paB-
HbIM 35—40 MM PT. CT.

[umokanmuuss BCJAEACTBUE TUTIEPBEHTUJISIIS
MPUBO/IUT K TTOBBINIIEHUTO BA30OKOHCTPUKITAH, CHUMKE-
HUIO MO3TOBOTO KPOBOTOKA W HAPYIIEHUIO 1tepdy3nn
riepebpanbHbIil TKaHu. JIaKToaI103 1epedpaTbHbII
TKaHW BO3HWKAET CPa3y MOCJe WHAYKIIMM THTIOKATI-
Hum y feteit u B3pocabix ¢ UMT u remopparngecknm
mokoM [13]. [laske yMepeHHBIII YpOBEHb THITOKAI-
Hun (PaCO, <27 MM PT. CT.) MOXKET MIPUBECTH K YCY-
ryGJIEHUI0 TEPBUYHOTO MOBPEKACHUS TOJOBHOTO
MO3Ta yepes anonTos. IIpu abcoMoTHON Wl OTHOCH-
TEJTHHON TUTIOBOJIEMUH, THTIOBEHTUIISATINS € TTOJIOKH-
TEJTHHBIM JIaBJIEHUEM B KOHIIE B/I0Xa MOKET CHUBHUTD
BEHO3HBIM BO3BpAT M MPUBECTH K TUIIOTOHUU U CEP-
JIEYHO-COCYIUCTON HepocTaTouHocTH [13].

B Hnamem wcciiefoBaHUUM Ta3bl apTepUATbHOMN
kposu 1ipu iposeneHnn VIBJI onpenesieHbr TOTBKO y
OIHOTO maruenTa u3 66, urto cocraBuio 2%, y HETO
OTMeYaJICs aJeKBAaTHBIH KOHTPOJb TIPOBEIEHUS
MBJI. B orHOmIEHNH OCTaJbHBIX 65 MMaIMEHTOB,
MO3KHO MPEJITOJIaraTh BEICOKYIO BEPOSITHOCTD BBITITE-
MEPEYNCACHHBIX OCTOKHEHUN TPU MPOBEACHUU
WBJI 6e3 KOHTPOJISE F'a30B apTepUaibHOi KPOBH.

[TpobsieMbl TIPU  OTIPE/IETICHUST TA30B apTepH-
aJbHON KpoBH cBsizanbl ¢ HasnuuemM B OPUT coot-

to most researchers [13]. Prolonged hyperoxia can
result in atelectasis and pulmonary damage in sepsis
and polytrauma [14, 15]. To minimize the complica-
tions of hyperoxia during the MV, oxygenationshould
be monitored using parameters of arterial blood gases.

It should be taken into consideration that pulse
oximetry measures oxygenation, but not ventilation.
According to E. Damiani et al., (2014) hyperventila-
tion in the MV leads to increased mortality of
patients with polytrauma [12]. The target partial
pressure of CO, in arterial blood (PaCQO,) should be
equal to 35—40 mm Hg.

Hypocapnia due to hyperventilation leads to
increased vasoconstriction, decreased cerebral circu-
lation and impairment of cerebral tissue perfusion.
Lactoacidosis of cerebral tissue occurs immediately
after the induction of hypocapnia in children and
adults with craniocerebral trauma and hemorrhagic
shock [13]. Even moderate hypocapnia (PaCO,< 27
mmHg) may lead to the enhancement of the primary
brain damage through apoptosis. In the case of
absolute or relative hypovolemia, positive-pressure
hypoventilation reduces venous return and leads to
hypotension and circulatory insufficiency [13].

In our study the arterial blood gases during MV
was tested only one of 66 patients (2%); in this case,
the adequate control of oxygenation and ventilation
during MV was observed. For the remaining 65
patients, in 98% of cases the assumption of a high
probability of the above complications in the MV
without monitoring of arterial blood gases had been
performed.

The problem of evaluation of arterial blood gases
depends on the availability of the corresponding
equipment in the ICU and doctor's professional skills.
According to international and national clinical
guidelines, in order to assess the degree of hypoxemia,
hypercapnia, acid-base balance while determining the
indications for MV and its carrying out in ICU
patients, it is necessary to study the parameters of
arterial blood gases [10, 13, 14]; and gas analyzers are
included in the list of required equipment ICU [9].

The problem of treatment defects in patients
with ARF and concurrent complications is also relat-
ed to the logistics and doctor's professional skills and
has a legal solution [9, 10]. According to the analysis
of forensic examinations performed by N.A.
Borovskikh et al. (2014), the main cause of a high
mortality among patients with rapidly progressive
ARF was late diagnosis of respiratory dysfunction,
which made it impossible to perform a timely and
adequate intensive care [5]. The authors also found
that erroneous diagnosis of ARF and a high inci-
dence of iatrogenic complications confirmed the
deterioration of doctors' professional skills.

Death or severe disability due to failure to pre-
scribe oxygen in hypoxemia, non-compliance with
the list of contraindications while prescribing medi-
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BETCTBYIOMIETO OOOPYMOBaHUS U TPOGheCCHOHATD-
HBIM ypoBHeM Bpada. COTIacHO MEXIYHAPOAHBIM 1
HAIMOHATBHBIM KIMHUYIECKIM PEKOMEH/IATIAM IS
OTIEHKN CTETeHN TUIOKCEMUH, THTEPKAITHNN, KHC-
JIOTHO-OCHOBHOTO COCTOSTHUST HEOOXOIUMO HCCIIEN0-
BaHWE TIapaMEeTPOB Ta30B apTepuaibHON KpoBHu |10,
13, 14] ipu omnpenieieHUN MOKA3AHWH W TIPOBEIECHUS
NBJI y mannentoB OPUT, rasoBele aHAIM3aTOPHI
BKJIOUECHBI B IepedeHb HEOOXOAUMOTO 000pYI0Ba-
nus OPUT [9].

ITpobmema nedekTOB JTedeHmsT TMAIMEHTOB C
O/IH v BOBHUKIITMY TIPA 9TOM OCJIOKHEHUSIMU TaK-
K€ CBSI3aHA € MaTepPHaTbHO-TEXHUUECKUM obecrede-
HUeM U TTpodeccoHaTbHBIM YPOBHEM Bpada 1 nMe-
eT 3akoHOozartesnbHOe pertenne [9, 10]. Ilo mamHBIM
aHanm3a CymaeGHO-MeIUIIMHCKUX IKCTEPTH3 OCHOB-
HOU TIPUYUHOI BBICOKOH JIETaTbHOCTH CPeAn OOJIh-
HBIX ¢ ObicTpomporpeccupytorieii OJIH sBisiercst
TTO3/THAST AMATHOCTUKA HAPYNIEHNWI PecimpaTopHOn
(yHKIINN, UTO MesaeT HEeBO3MOKHBIM TIPOBEIECHHE
CBOEBPEMEHHOHW W a/IeKBAaTHON WHTEHCUBHOW Tepa-
mun [5]. Takxke aBTOpaMu yCTaHOBJEHO, YTO OIIH-
6ounas guarnoctrnka OJIH u BbicoKkast 4acToTa SITpo-
TeHHBIX OCJOXHEHNH SBISETCS MOATBEPIKACHUEM
HU3KOTO MTPO(hECCHOHAIBFHOTO YPOBHS Bpayeti.

CMepTh Wi TsoKesast MHBATNAHOCTD BCJIE/CT-
B HEHa3HAUEHMS KUCIOPO/a TP THTTOKCEMIN, He-
ydeTa MPOTHBOIIOKA3aHIH PN Ha3HAUEHWH JTeKapCT-
BEHHBIX CPETICTB, & TAK/KE OTCYTCTBIE JTaGOPATOPHBIX
1 JIy4eBBIX METOJIOB AMATHOCTUKY BXOIUT B CITHCOK
MENTIMHCKIX COOBITIH, KOTOPbIe HUKOT/IA He TOJIK-
HBI pOUCXoanTh «List never events»[16]. /lanHbrii
cmcox BrepBhie omybamkoBan The National
Quality Forum B 2002 r., B mociennuit pa3 om mepe-
cvotpen B 2016 roxy. Cricok Briiowaet 29 nebmaro-
TOPUSATHBIX COOBITUH, KOTOPBIE, KAk TMPABIIIO, MOKHO
MIPEIOTBPATHUTb.

[TpencraBmsieTcst 11e1€CO06PA3HBIM TATbHEN-
MW aHAIN3 CTPYKTYPHI U MPUIMH AeeKTOB oKasa-
HIST MEZIUTTITHCKON TTOMOTITN € TIETHIO BRIPAOGOTKH pe-
KOMEHIAINI TI0 X YCTPAHEHHIO.

BroiBoasl

Wcnonb3oBanme TOMBKO IIYJIbCOKCUMETPUU
[IPY OTCYTCTBUU aHAIM30B TA30B aPTEPUATHLHON KPO-
Bu y 98% mamnmentoB ¢ O/[H u penrrenorpadum
/NN MYJBTUCIUPATbHON KOMIBIOTEPHON TOMO-
rpadun jgerkux y 21% mpUBOAUT K TUIOANATHOCTH-
ke ipu: OPIIC B 78% cayuaes, ymmbe JeTKux — B
60%, TOJIA — B 40%, KapAMOTEHHOM OTEKE JIETKUX
— B 33%, HO30KOMUAILHON THEBMOHUN — B 28%.

Jedextsr meuenns marmerTtos ¢ O/IH, B 46%
cirydaeB 00YCJIOBJICHBI HEaJleKBaTHBIM yCTPAaHEHIEM

Jlurepartypa
1. Stefan M.S., Shieh M.S., Pekow P.S., Rothberg M.B., Steingrub J.S.,

Lagu T., Lindenauer P.K. Epidemiology and outcomes of acute res-
piratory failure in the United States, 2001 to 2009: a national sur-

cines, as well as the lack of laboratory and radiation
diagnostic methods are included in the list of medical
events that should never occur (List of Never
Events) [16]. This list was firstly published by the
National Quality Forum in 2002 (revised for the last
time in 2016). The list included 29 adverse events
that were usually preventable.

Further analysis of the structures and causes of
defects of medical care is required in order to make
recommendations for their exclusion in future.

Conclusion

The use a pulse oximeter alone without arterial
blood gas analysis in 98% of patients with ARF and
lung X-ray and/or MSCT in 21% of patients result
in underdiagnosis of ARDS (in 78% of cases), lung
contusions (60%), pulmonary embolism (40%), car-
diogenic pulmonary edema (33%), and nosocomial
pneumonia (28%).

Defects of treatment of patients with ARF in
46% of cases were caused by inadequate management
of hypoxemia associated with the recovery of the res-
piratory tract patency, prescription of oxygen, and
mechanical ventilation.
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THUITIOKCEMHWH, CBA3aHHBIM C BOCCTAHOBJIEHMEM IIPO-
XOAMMOCTHM AbIXaTE/JIbHbIX HyTefI, Ha3Ha4YCHUEM KUC-
Jopona, mpoeaerueM MBJI.

Koudumkr unrepecoB. ABTOPBI 3asBJSIOT 006
OTCYTCTBUH KOH(PJIUKTA HHTEPECOB.

IIpo3paunocts ucciaenosanus. VcecrenoBannme
He UMEJIO CITIOHCOPCKON moiep:kku. ViceemnoBatenn
HECYT TIOJIHYI0 OTBETCTBEHHOCTD 32 MPe/I0CTaBICHIE
OKOHYATEJbHOI BEPCHUU PYKOIMCH B T€YaTh.

Jlexnapanusi 0 pUHAHCOBBIX U UHBIX B3aHMO-
JNedcTBUSIX. ABTODPBI OCYIIECTBJSIN Pa3pabOTKy
KOHIIETIIUN, CXEMbI UCCJACAOBAHUA U HalTMCAHUE Py~
kommcu. OKOHYATesJbHAsT BEPCUsT PYKOMUCH Oblia
0/I06peHa BCeMU aBTOpaMU. ABTOPBI HE TOTydYaId
TOHOPAp 3a NCCIeIOBAHTE.
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