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TRIBUNAL DE ETICA MEDICA DE CUNDINAMARCA
Ley 23 de 1981

BOGOTA, D.C., NUEVE DE AGOSTO DEL ANO DOS MIL DIECISEIS
SALA PLENA, SESION MIL TRESCIENTAS OCHENTA'Y CINCO,

En cumplimiento de lo dispuesto por el articulo 40 del decreto 3380 de 1981 y del
articulo 81 de la Ley 23 de 1981 ampliese el informativo 3156 y practiquense las
siguientes pruebas:

Documentales

Téngase como prueba las documentales acompanadas por el médico en su diligencia
de descargos, referidas a su hoja de vida y al estudio médico titulado hernias externas
incarceradas en paciente octogenarios.

Testimoniales

Escuchese el testimonio del sefior Carlos Roberto Arango Botero y de los doctores
Juan Carlos Visbal Moreno, Paula Andrea Gaitan y Laura Trivifio Goémez. Sefalese el
dia 17 de agosto del afio 2016, a la hora de las 9:00 a.m., para la recepcion de los
testimonios.

Escuchese el testimonio de los doctores Eduart lvan Valvuena Hernandez, Andrea del
Pilar Forero Garzén y Fabio Rosero Alvarez. Sefialese el dia 29 de agosto de 2016 a
las 9:00 a.m., para la recepcion de los testimonios.

Librese despacho comisorio al Tribunal de Etica Médica de Antioquia para que se
escuche el testimonio del doctor Alvaro Enrique Sanabria Quiroga. Presente la defensa
en el término de diez (10) dias habiles ante esta Corporacién el cuestionario que sera
sometido al declarante.

De oficio

Oficiese a la Universidad Nacional, facultad de medicina con el f|n de que absuelva el
siguiente cuestionario:

1. ¢ Cudles son los riesgos de un paciente ASA IV durante un acto anestésico?

2. ¢La clasificacion de ASA esta relaciorada directamente con la via anestésica
que debe utilizar un anestesiélogo?

3. ¢En un paciente con un abdomen agudo secundario a una hernia inguinal
encarcelada, es posible diferir un acto anestésico para realizar estudios adicionales
para aclarar el origen de comorbilidades?

4. ¢Puede un procedimiento de herniorrefia inguinal con malla ser llevado a cabo
bajo anestesia regional?

5. ¢Esta indicado el uso de sonda nasogastrica en un paciente consciente y alerta a
quien se le va a administrar anestesia reg-onal? '

6. ¢ Cuales son las complicaciones de un episodio de broncoaspiracion y al cuanto
tiempo de ocurrido el episodio aspirativo se presentan?
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TRIBUNAL DE ETICA MEDICA DE CUNDINAMARCA
Ley 23 de 1981

Designese como perito experto en anestesiolagia al doctor Edgar Celis Rodriguez, con
el fin de que absuelva el cuestionario que cportunamente le senalara el Tribunal y que
se adicionara con el cuestionario formulado por la defensa.

MANUEL ENRIQUE CADENA GUTIERREZ CARLOS AUGUSTO FORERO VILLAMIL
Magistrado NV agistrado
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HE;ﬁ{NA JIMENEZ ALMANZA E DGAR MONTOYA ANGEL
Magistrado Vagistrado
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GLADYS LECN SALCEDO
Asesora Juridica

CONSTANCIA SEGCRETARIAL DUt
NOTIFICACION POR ESTADDO
LA ANTERIOR PROVJOENCIA SE NOTIFICO POR ESTADO Dt
FECHA A A © S A'SEL GUAL PERMANECIO FIJADO EN LA
SECRETARIA DESDE LAS GCHG OE LA MANANA HASTA LAS
CINGO DE LA TARDE DEL MISMO ODIA,
EN CONSTANCIA SE FIRMA /'como APARECE.

SECRETARIA - ' o
L\

Caile 147 No. 19-50 Centro Comurcial Futuro Tel: 627996%72.; ()1




DECRETO DE PRUEBAS PROCESO ETICO 3156

Tribunal de Etica Medica Seccional Cundinamarca

Responder |
mié 10/08/2016 11:26 a.m.

Para: jotacd14@hotmail.com
Elementos enviados

El mensaje se envid con importancia alta.

DECRETO DE PRUEBAS ...
37 KB

Mostrar todos 1 archivo adjunto (37 KB)  descargar Guardar en OneDrive - Personal

. Evernote

Bogota D.C. 10 de agosto de 2016

Doctor

JAVIER CIFUENTES DULCE

Medico

Doctor

HOLLMAN ANTONIO GOMEZ BAQUERO
Apoderado

Ciudad

Respetado Doctor:

Adjunto envio auto de fecha nueve (9) de agosto de dos mil dieciseis (2016), dentro del proceso etico del
asunto.

Favor confirmar.
Cordialmente,

ANA JUDITH LOPEZPEREZ
Secretaria Notificadora
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TRIBUNAL SECCIONAL DE ETICA MEDICA DE CUNDINAMARCA
LEY 23 DE 1981

Bogota, D.C., 11 de Agosto de 2016

Oficio No.
Doctor 0808 /1 6.4

JUAN GUILLERMO ORTIZ MARTINEZ
Representante Legal

CLINICA UNIVERSIDAD DE LA SABANA
Autopista Norte — KM 7

Chia - Cundinamarca

REF: Proceso Etico Disciplinario No.3156

Respetado Doctor:
Reciba un Cordial Saludo.

De la forma mas comedida me permito solicitarle se sirva entregar
fa comunicacion adjunta a la presente a:

Dra. LAURA TRIVINO GOMEZ —-MEDICA-

Dra. PAOLA ANDREA GAITAN —MEDICA-

Dr. JUAN CARLOS VISBAL MORALES -MEDICO-

Dra. ANDREA DEL PILAR FORERO GARZON — MEDICA-

La doctora Laura Triviio Gémez, Paola Andrea Gaitan, y el doctor Juan Carlos Visbal,
estan citados para rendir diligencia de testimonio el dia diecisiete (17) de agosto de dos
mil dieciséis (2016), ante esta corporacion desde las 9:00 a.m., la doctora Andrea del
Pilar Forero el dia veintinueve (29) de agosto de dos mil dieciséis (2016), a la hora de
las 9:00 am, dentro del proceso ético disciplinario namero 3156, de igual forma de no
encontrarse laborando en su prestigiosa entidad, requerimos datos de ubicacion de los
mismos.

Agradezco su colaboracion

GLADYS'LEON SALCEDO
Asesor%@yrt'dica i
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Bogota, D.C., Calle 147 No. 19-50, Of. 32, C.C., Futuro, teléfono 6-279972

Correo electronico:tribunalmedicocundinamarca@hotmail.com -
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TRIBUNAL SECCIONAL DE ETICA MEDICA DE CUNDINAMARCA
LEY 23 DE 1981

Bogota, D.C. 10 de agosto de 2016
Oficio No.: 050 1) 1 6

Doctor

JUAN CARLOS VISBAL MORALES
Medico Cirujano General

CLINICA UNIVERSIDAD DE LA SABANA
Autopista Norte — Km.7

Chia - Cundinamarca

Respetado Doctor:

En congruencia con el decreto probatorio efectuado dentro del proceso ético
disciplinario niimero 3156 promovido por el sefior Carlos Roberto Arango Botero,
solicito a usted de la manera mds comedida comparecer al Tribunal de Etica Médica
de Cundinamarca (Calle 147 No. 19 -50, oficina 32, centro comercial futuro, teléfono
6279972, Bogotd), el dia 17 de agosto, del afio dos mil dieciseis (2016), a la hora de
las 9:00 a.m. con el fin de rendir testimonio dentro del precitado proceso.

El objeto de la investigacion es la atencion médica prestada al sefior CARLOS
ALBERTO ARANGO OLARTE (q.e.p.d.), quien se identificio con documento
TR de 2011, en la Clinica Unversitaria Teleton.

GLADYS LE ',NSALC

EDY
Asesora Juridicie. M\‘-‘,.

FAVOR CONFIRMAR ASISTENCIA

Bogota, D.C., Calle 147 No. 19-50, Of. 32, C.C,, Futuro, teléfono 6- 279972.B T
Correo electronlco tnbunalmedlcocundmamarca@hotmall com ” R
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TRIBUNAL SECCIONAL DE ETICA MEDICA DE CUNDINAMARCA
LEY 23 DE 1981

Bogota, D.C. 10 de agosto de 2016

Oficio No.:

0380371961
Doctora
LAURA TRIVINO GOMEZ
Medica

CLINICA UNIVERSIDAD DE LA SABANA
Autopista Norte — Km.7 G -07
Chia - Cundinamarca

Respetada Doctora:

En congruencia con el decreto probatorio efectuado dentro del proceso ético
disciplinario nimero 3156 promovido por el sefior Carlos Roberto Arango Botero,
solicito a usted de la manera mas comedida comparecer al Tribunal de Etica Médica
de Cundinamarca (Calle 147 No. 19 -50, oficina 32, centro comercial futuro, teléfono
6279972, Bogota), el dia 17 de agosto, del afio dos mil dieciseis (2016), a la hora de
las 9:00 a.m. con el fin de rendir testimonio dentro del precitado proceso.

El objeto de la investigacion es la atencion médica prestada al sefior CARLOS
ALBERTO ARANGO OLARTE (g.e.p.d.), quien se identificio con documento

95.111, en el mes de octubre de 2011, en la Clinica Unversitaria Teleton.

Cordialmente,

GLADYS LE N ALCEDC

faaghs
Asesora Juridi ?Y'

FAVOR CONFIRMAR ASISTENCIA

Bogota, D.C., Calle 147 No. 19-50, Of. 32, C.C., Futuro, teléfono 6-279972
Correo electrénico: tribunalmedicocundinamarca@hotmail.com - ® ~
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TRIBUNAL SECCIONAL DE ETICA ME_'DICA DE CUNDINAMARCA
LEY 23 DE 1981

Bogota, D.C. 10 de agosto de 2016

Oficio No.:
080%5/16 i
Doctora
ANDREA DEL PILAR FORERO GARZON
Medica

CLINICA UNIVERSIDAD DE LA SABANA
Autopista Norte — Km.7 G -07
Chia - Cundinamarca

Respetada Doctora:

En congruencia con el decreto probatorio efectuado dentro del proceso ético
disciplinario namero 3156 promovido por el sefior Carlos Roberto Arango Botero,
solicito a usted de la manera més comedida comparecer al Tribunal de Etica Médica
de Cundinamarca (Calle 147 No. 19 -50, oficina 32, centro comercial futuro, teléfono
6279972, Bogota), el dia 29 de agosto, del afio dos mil dieciseis (2016), a la hora de
las 9:00 a.m. con el fin de rendir testimonio dentro del precitado proceso.

El objeto de la investigacion es la atencion médica prestada al sefior CARLOS
ALBERTO ARANGO OLARTE (g.e.p.d.), quien se identificio con documento
95.111, en el mes de octubre de 2011, en la Clinica Unversitaria Teleton.

FAVOR CONFIRMAR ASISTENCIA

Bogota, D.C., Calle 147 No. 19-50, Of. 32, C.C., Futuro, teléfono 6-279972

Correo electréonico; tribunalmedicocundinamarca@hotmail.com 1 B
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TRIBUNAL SECCIONAL DE ETICA MEDICA DE CUNDINAMARCA
LEY 23 DE 1981

Bogota, D.C., 10 de agosdto de 2016

Oficio No. 0%091163

Sefior
CARLOS ROBERTO ARANGO BOTERO

Carrera 10 No. 134-07. Oficina 210
Bogota D.C.

Respetado Sefior:

En congruencia con el decreto probatorio efectuado dentro del proceso ético
disciplinario niimero 3156 promovido por usted, solicito de la manera mas comedida
comparecer al Tribunal de Etica Médica de Cundinamarca (Calle 147 No. 19 -50,
oficina 32, centro comercial futuro, teléfono 6279972, Bogota), el dia 17 de agosto
del afio dos mil dieciséis (2016), a la hora de las 9:00 a.m. con el fin de rendir
ampliacion de testimonio dentro del precitado proceso.

El objeto de la investigacidn es la atencién médica dispensada al sefior Carlos
Alberto Arango Olarte (q.e.p.d.), en la Clinica Universitaria Teletén en el mes de

1
GLADYS i (95
Asesora Juridreas

FAVOR CONFIRMAR ASISTENCIA

Bogota, D.C., Calle 147 No. 19-50, Of. 32, C. C., Futuro, teléfono 6-279972 u
Correo electromco trlbunalmedlcocundmamarca@hotmall com L




CITACION PROCESO ETICO 3156

Tribunal de Etica Medica Seccional Cundinamarca
Responder |

jue 11/08/2016 10:56 a.m.
Para: eduartvalbuena@gmail.com

Elementos enviados

El mensaje se envié con importancia alta.

DR.EDUART I. VALBUEN...
412 KB

Mostrar todos 1 archivo adjunto (412 KB)  descargar Guardar en OneDrive - Personal
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Bogota D.C. 11 de agosto de 2016

Doctor

EDUART IVAN VALBUENA HERNANDEZ
Medico

Bogota D.C.

Respetado Doctor:

De la forma mas atenta, adjunto envio copia electrénica del oficio 0804-16, como citacion a testimonio ante
esta corporacidn dentro del proceso ético disciplinario numero 3156.

Favor confirmar.
Cordialmente,

ANA JUDITH LOPEZ PEREZ
Secretaria Notificadora




TRIBUNAL SECCIONAL DE ETICA MEDICA DE C UNDINAMARCA
LEY 23 DE 1981

Bogota, D.C. 10 de agosto de 2016

Oficio No.: .
08047161

Doctor

EDUART IVAN VALBUENA HERNANDEZ
Medico General

Calle 159 B No. 7 G- 07.

eduartvalbuena@gmail.com
Bogota D.C.

Respetado Doctor:

En congruencia con el decreto probatorio efectuado dentro del proceso ético
disciplinario numero 3156 promovido por el sefior Carlos Roberto Arango Botero,
solicito a usted de la manera més comedida comparecer al Tribunal de Etica Médica
de Cundinamarca (Calle 147 No. 19 -50, oficina 32, centro comercial futuro, teléfono
6279972, Bogota), el dia 29 de agosto, del afio dos mil dieciseis (2016), a la hora de
las 9:00 a.m. con el fin de rendir testimonio dentro del precitado proceso.

El objeto de la investigacién es la atencién médica prestada al sefior CARLOS
ALBERTO ARANGO OLARTE (q.e.p.d.), quien se identificio con documento
95.111, en el mes de octubre de 2011, en la Clinica Unversitaria Teleton.

Cordialmente, f‘*@. SEC c/o&
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GLADYS LEGK @AﬁéED@
Asesora Juri ~. :
FAVOR CONF ZASISTENCIA

Bogoti, D.C., Calle 147 No. 19-50, Of. 32, C.C., Futuro, teléfono 6-279972

Correo electrénico; tribunalmedicocundinamarca@hotmail.com o o
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TRIBUNAL SECCIONAL DE ETICA MEDICA DE CUNDINAMARCA
LEY 23 DE 1981

Bogota, D.C. 10 de agosto de 2016

Oficio No.: 080 8 /4 6 A

Doctor

FABIO ROSERO ALVAREZ
Med

Calle 137 aNo. 72 A — 65, Casa 16
Bogota D.C.

Respetado Doctor:

En congruencia con el decreto probatorio efectuado dentro del proceso ético
disciplinario namero 3156 promovido por el sefior Carlos Roberto Arango Botero,
solicito a usted de la manera més comedida comparecer al Tribunal de Etica Médica
de Cundinamarca (Calle 147 No. 19 -50, oficina 32, centro comercial futuro, teléfono
6279972, Bogota), el dia 29 de agosto, del afio dos mil dieciseis (2016), a la hora de
las 9:00 a.m. con el fin de rendir testimonio dentro del precitado proceso.

El objeto de la investigacién es la atencién médica prestada al sefior CARLOS
ALBERTO ARAN(_G’ QLARTE (g.e.p.d.), quien se identificio con documento
95.111, en el me5s de ocmfax;;g}de 2011, en la Clinica Unversitaria Teleton.

Asesora J uridica

FAVOR CONFIRMAR ASISTENCIA

Bogota, D.C., Calle 147 No. 19-50, Of. 32, C.C., Futuro, teléfono 6-279972
Correo electromco trlbunalmedlcocundmamarca@hotmall com e
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TRIBUNAL SECCIONAL DE ETICA MEDICA DE CUNDINAMARCA
LEY 23 DE 1981

BOGOT[\, D.C., DIECISIETE DE AGOSTO DEL ANO DOS MiL
DIECISEIS

En la fecha se hace presente en las instalaciones del Tribunal de Etica
Médica de Cundinamarca, el doctor Hollman Antonio Gémez Baquero,
identificado con la cédula de ciudadania numero 3.170.842 de Silvania y
tarjeta profesional 111.958 del Consejo Superior de la Judicatura,
apoderado del doctor Javier Cifuentes Dulce, con el fin de recibir las
diligencias decretadas en el auto de fecha nueve (9) de agosto del afio dos
mil dieciséis (2016). Siendo las 10:00 a.m., no se hicieron presente las
personas citadas, a quienes se les vuelve a citar para el dia veintinueve
(29) de agosto del presente afio

En constancia se firma.

HE )"‘é]z ALMANZA
Ma;st@om\

HOLL IO GOMEZ BAQUERO

6,/ /,/( -

GLADYSLEON SALCEDO
Asesora Juridica

- L4 LR 7
Proceso No. 3156 ] 1




respuesta oficio 0808/16

Cindy Mirlency Rodriguez Fernandez
mié 17/08/2016 7:27 a.m.

Para: tribunalmedicocundinamarca@hotmail.com
Ce: Ana Victoria Sanchez Forero (ana.sanchez3@clinicaunisabana.edu.co)

Responder |

Bandeja de entrada

El remitente del mensaje pidié una confirmacion de lectura, Para enviar una
confirmacion, haga clic aqui.

El mensaje se envid con importancia alta.

001.pdf Attachment.txt
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Mostrar todos 2 archivos adjuntos (295 KB} Descargar todo
Guardar todo en OneDrive - Personal
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Reciba un cordial saludo
Dra. Gladys Leén

Me permito adjuntar respuesta del oficio del asunto, donde se esta llevando a cabo el proceso ético disciplinario No. 3156.

Lo anterior, para su conocimiento.
Cordialmente,

Cindy Rodriguez Fernandez
Asesora Juridica
PBX: (571)8617777 Ext. 55005

Autopista Norte Km. 7 Via La Caro
Chia, Cundinamarca, Colombia
VIGILADO Supersalud
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LINICA

HUVERSIDAD DE

J LA SABANA

Chia, 16 de agosto de 2016

Doctora

GLADYS LEON SALCEDO

Asesora Juridica

Tribunal de Etica Médica de Cundinamarca

Calle 147 No. 19-50 Of. 32
Centro comercial futuro Tel, 6279965772
Bogotd

ASUNTO: RESPUESTA A OFICIO 0808/16
PROCESO ETICO DISCIPLINARIO No. 3156

Respetada doctora:

De conformidad con el oficio de la referencia de fecha 11 de agosto de 2016 y recibido en
nuestra Institucion el dia 16 de agosto de fa presente anualidad, me permito informar que
las personas Laura Trivifio Gomez, Paola Andrea Gaitdn y el doctor Juan Carlos Visbal, que
pstan citados para el dia 17 de agosto de 2016, resulta extemporanea la citacion, toda vez
que no se encuentran de tiempo completo en la Clinica y es imposible surtir con el debido
mandato.

En efecto, solicito fijar nueva fecha para la rendicion de sus testimonios.

Sin otro pauyular, me suscribo;

/

AT
¢ *11:%\\ s

JUAN GUILLERMO OR/T!Z MARTINEZ
Representante Legal
Clinica Universidad de La Sabana

Autopista Morte - Km. 7. Teléfano: 8617777
FAX: 8817777 Ext: 1290 Correo: info@dclinicaunisabanaeduco
wwiweclinicaunisabana.educo Chia, Cundinamarca, Colombia
Vigilado SUPERSALUD
2] WY
L w !‘ é




CLINICA

UNIVERSIDAD DE

¥ LA SABANA

Chia, 16 de agosto de 2016 TRIBUMAL DE
Vi C[\
CUNPHH‘NI RCA

+ 17 A0 1016

Doctora '
GLADYS LEON SALCEDO Bl DQ
SECRE ’ARIA ‘

Asesora Juridica T
Tribunal de Etica Médica de Cundinamarca
Calle 147 No. 19-50 Of. 32

Centro comercial futuro Tel. 6279965/72
Bogota

ASUNTO: RESPUESTA A OFICIO 0808/16
PROCESO ETICO DISCIPLINARIO No. 3156

[ Respetada doctora:

De conformidad con el oficio de la referencia de fecha 11 de agosto de 2016 y recibido en
nuestra Institucion el dia 16 de agosto de la presente anualidad, me permito informar que
las personas Laura Trivifio Gdmez, Paola Andrea Gaitan y el doctor Juan Carlos Visbal, que
estan citados para el dia 17 de agosto de 2016, resulta extemporanea la citacion, toda vez
que no se encuentran de tiempo completo en la Clinica y es imposible surtir con el debido
mandato.

En efecto, solicito fijar nueva fecha para la rendicion de sus testimonios.

Sin otro pa lar, me suscribo;

T ,¢4F7 V//

JUAN GUILLERMO OR4'IZ MARTINEZ
Representante Legal
ﬁfCIinica Universidad de La Sabana

R —

Autopista Norte - Km. 7. Teléfono: 8617777 B
FAX: 8617777 Ext: 1290 Correo: info@clinicaunisabana.edu.co
www.clinicaunisabana.edu.co Chia, Cundinamarca, Colombia
Vigilado SUPERSALUD




CLINICA

UNIVERSIDAD DE

LA SABANA

<4 SABANA

Chia, 17 de agosto de 2016

Doctora

GLADYS LEON SALCEDO

Asesora Juridica

Tribunal de Etica Médica de Cundinamarca

Calle 147 No. 19-50 Of. 32
Centro comercial futuro Tel. 6279965/72
Bogota

ASUNTO: RESPUESTA A OFICIO 0808/16
PROCESO ETICO DISCIPLINARIO No. 3156

Respetada doctora:

De conformidad con el oficio de la referencia de fecha 11 de agosto de 2016 y recibido en
nuestra Institucién el dia 16 de agosto de la presente anualidad, me permito informar que
la persona Laura Trivifio Gémez, ya no labora en esta instituciéon desde el 2011,
registrando ultimo domicilio en la Calle 156 A 8B-69 en la ciudad de Bogotd; teléfono fijo:
6704798 y celular: 3208340666.

Sin otro part|cular me suscribo,

JUAN GUILLERMO ORTd MARTINEZ
Representante Legal
QL;Ch'nica Universidad de La Sabana

y
Autopista Norte - Km. 7. Teléfono: 8617777 A &

FAX: 8617777 Ext: 1290 Correo: info@clinicaunisabana.edu.co
www.clinicaunisabana.edu.co Chia, Cundinamarca, Colombia
Vigilado SUPERSALUD




TRIBUNAL DE ETICA MEDICA DE CUNDINAMARCA
Ley 23 de 1981

Bogota, D.C., 11 de agosto del afio 2016

Oficio No. v : R
| 08277186 ¢

Doctor

~ ARIEL VAN RUIZ PARRA B

Decano Facultad de Medicina -
UNIVERSIDAD NACIONAL DE COLOMBIA
Bogota

Apreciado Doctor:
Reciba un cordial saludo.
El Tribunal de Etica Médica de Cundinamarca esta adelantando el proceso Etico

Disciplinario No. 3156 promovido por el sefior Carlos Roberto Arango Botero. Dentro del
curso del proceso la defensa solicité se oficiara a la Universidad Nacional, Facultad de

Medicina, con el fin de que se nombrara un perito anestesiélogo que diera respuesta al

cuestionario adjunto, solicitud a la cual se accedié mediante providencia de fecha nueve
(9) de agosto del afio dos mil dieciséis (2016) proferida por la Sala Plena del Tribunal. De
esta manera solicito a usted de la forma mas comedida y teniendo en cuenta la seriedad
y responsabilidad de los profesionales que hacen parte del cuerpo docente designar un
anestesidlogo para que de respuesta a estas preguntas:
&
1. ¢Cudles son los riesgos de un paciente ASA IV durante un acto anestésico?
2. ¢ La clasificacion de ASA esta relacionada directamente con la via anestésica que
debe utilizar un anestesiélogo?
3. ¢En un paciente con un abdomen agudo secundarioc a una hernia. inguinal
encarcelada, es posible diferir un acto anestésico para realizar estudios adlcmnales
para aclarar el origen de comorbilidades?
4. ;Puede un procedimiento de herniorrafia inguinal con malla ser llevado a cabo
bajo anestesia regional?
5. ¢Esta indicado el uso de sonda nasogastrica en un paciente consciente y alerta a
quien se le va a administrar anestesia regional?
6. tiempo de ocurrido el episodio aspirativo se presentan?

mné%ts o ié

_

Calle 147 No. 19-50, of. 32 Centro Comercial Futuro Tel: 6279965/72
Correo electronico: tribunalmedicocundinamarca@hotmail.com




TRIBUNAL SECCIONAL DE ETICA MEDICA DE CUNDINAMARCA
LEY 23 DE 1981

Bogota, D.C., 17 de agosto de 2016

Oficio No. 0828 /1 6

Sefior

CARLOS ROBERTO ARANGO BOTERO
Carrera 10 No. 134-07. Oficina 210

Bogota D.C.

Respetado Sefior:

En congruencia con el decreto probatorio efectuado dentro del proceso ético
disciplinario nimero 3156 promovido por usted, solicito de la manera mas comedida

comparecer al Tribunal de Etica Médica de Cundinamarca (Calle 147 No. 19 -50,
oficina 32, centro comercial futuro, teléfono 6279972, Bogotd), el dia 29 de agosto
del afio dos mil dieciséis (2016), a la hora de las 9:00 a.m. con el fin de rendir
ampliacion de testimonio dentro del precitado proceso.

El objeto de la investigacion es la atencion médica dispensada al sefior Carlos
Alberto Arango Olarte, (q.e.p.d.), en la Clinica Universitaria Teletén en el mes de
octubre de 2011.

Cordialmente,

FAVOR CONFIRMAR ASISTENCIA

Bogota, D.C., Calle 147 No. 19-50, Of. 32, C.C., Futuro, teléfono 6-279972 N
Correo electronico: tribunalmedicocundinamarca@hotmail.com . &
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Bogota D.C. 22 de agosto de 2016

Doctora

CINDY RODRIGUEZ FERNANDEZ

Asesora luridica

LLINICA UNIVERSIDAD DE LA SABANA
ada - Cundinamarca

Respetada Doctora:

Reciba un cordial saludo.
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De la forma mas atenta, adjunto envio copia electrénica del oficio 0831-16 y 0832-16, como citacidon a
testimonio ante esta corporacidn el proximo veintinueve {29) de agosto del afio dos mil dieciséis {2016}, del

doctor Juan Carlos Visbal Morales y Doctora Paola Andrea Gaitan, respectivamente, dentro del proceso dtico

disciplinaric numerec 31586,
Agradezco su colaboracion,
Atentamente,

ANA JUDITH LOPEZ PEREZ

Secretaria Notificadora
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TRIBUNAL SECCIONAL DE ETICA MEDICA DE CUNDINAMARCA
LEY 23 DE 1981

Bogota, D.C. 17 de agosto de 2016

Oficio No.: “ 1
083t/718¢
Doctor

JUAN CARLOS VISBAL MORALES
Medico Cirujano General

CLINICA UNIVERSIDAD DE LA SABANA
Autopista Norte — Km.7

Chia - Cundinamarca

Respetado Doctor:

En congruencia con el decreto probatorio efectuado dentro del proceso ético
disciplinario nimero 3156 promovido por el sefior Carlos Roberto Arango Botero,
solicito a usted de la manera mas comedida comparecer al Tribunal de Etica Médica
de Cundinamarca (Calle 147 No. 19 -50, oficina 32, centro comercial futuro, teléfono
6279972, Bogota), el dia 29 de agosto, del afio dos mil dieciseis (2016), a la hora de
las 9:00 a.m. con el fin de rendir testimonio dentro del precitado proceso.

El objeto de la investigacién es la atencién médica prestada al sefior CARLOS
ALBERTO ARANGO OLARTE (g.e.p.d.), quien se identificio con documento
95.111, en el mgpedemey ubre de 2011, en la Clinica Unversitaria Teleton.

FAVOR CONFIRMAR ASISTENCIA

Bogota, D.C., Calle 147 No. 19-50, Of. 32, C.C., Futuro, teléfono 6-279972
Correo electrénico: tribunalmedicocundinamarca@hotmail.com LB




TRIBUNAL SE CCIONAL DE ETICA MEDICA DE CUNDINAMARCA
LEY 23 DE 1981

Bogota, D.C. 17 de agosto de 2016

Oficio No.:
083</716 1

Doctora

PAOLA ANDREA GAITAN

Medica

CLINICA UNIVERSIDAD DE LA SABANA
Autopista Norte - Km.7 G -07
Chia - Cundinamarca

Respetada Doctora:

En congruencia con el decreto probatorio efectuado dentro del proceso ético
disciplinario nimero 3156 promovido por el sefior Carlos Roberto Arango Botero,
solicito a usted de la manera mas comedida comparecer al Tribunal de Etica Médica
de Cundinamarca (Calle 147 No. 19 -50, oficina 32, centro comercial futuro, teléfono
6279972, Bogota), el dia 29 de agosto, del afio dos mil dieciseis (2016), a la hora de
las 9:30 a.m. con el fin de rendir testimonio dentro del precitado proceso.

El objeto de la investigacion es la atencién médica prestada al sefior CARLOS

ALBERTO ARANGO OLARTE (q.e.p.d.), quien se identificio con documento
95.111, en el mes dg o octubre de 2011, en la Clinica Unversitaria Teleton.

7 / Iumi‘cs{
TR a= i

GLADYS' \ N SALC "‘,”

FAVOR CONFIRMAR ASISTENCIA

Bogota, D.C., Calle 147 No. 19-50, Of. 32, C.C., Futuro, teléfono 6-279972
Correo electronico; tribunalmedicocundinamarca@hotmail.com




TRIBUNAL SECCIONAL DE ETICA MEDICA DE CUNDINAMARCA
LEY 23 DE 1981

Bogota, D.C. 17 de agosto de 2016

Oficio No.: 0 8§30 71 8 1

Doctor

FABIO ROSERO ALVAREZ
Med

Calle 137 aNo. 72 A — 65, Casa 16
Bogota D.C.

Respetado Doctor:

En congruencia con el decreto probatorio efectuado dentro del proceso ético
disciplinario nimero 3156 promovido por el sefior Carlos Roberto Arango Botero,
solicito a usted de la manera més comedida comparecer al Tribunal de Etica Médica
de Cundinamarca (Calle 147 No. 19 -50, oficina 32, centro comercial futuro, teléfono
6279972, Bogota), el dia 29 de agosto, del afio dos mil dieciseis (2016), a la hora de
las 9:00 a.m. con el fin de rendir testimonio dentro del precitado proceso.

El objeto de la investigacion es la atencion médica prestada al sefior CARLOS
ALBERTO ARANGO OLARTE (q.e.p.d.), quien se identificio con documento
95.111, en el mes ,7 re de 2011, en la Clinica Unversitaria Teleton.

FAVOR CONFIRMAR ASISTENCIA

Bogota, D.C., Calle 147 No. 19-50, Of. 32, C.C., Futuro, teléfono 6-279972
Correo electronico: tribunalmedicocundinamarca@hotmail.com
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TRIBUNAL SECCIONAL DE ETICA MEDICA DE CUNDINAMARCA
LEY 23 DE 1981

Bogot4, D.C. 17 de agosto de 2016

Of i .. - 2 -
1cio No 08\‘5‘3/163

Doctora

LAURA TRIVINO GOMEZ

Medica

CLINICA UNIVERSIDAD DE LA SABANA
Autopista Norte — Km.7 G -07
Chia - Cundinamarca

Respetada Doctora:

En congruencia con el decreto probatorio efectuado dentro del proceso ético
disciplinario nimero 3156 promovido por el sefior Carlos Roberto Arango Botero,
solicito a usted de la manera mas comedida comparecer al Tribunal de Etica Médica
de Cundinamarca (Calle 147 No. 19 -50, oficina 32, centro comercial futuro, teléfono
6279972, Bogota), el dia 29 de agosto, del afio dos mil dieciseis (2016), a la hora de
las 9:30 a.m. con el fin de rendir testimonio dentro del precitado proceso.

El objeto de la investigacion es la atencién médica prestada al sefior CARLOS
ALBERTO ARANGO OLARTE (q.e.p.d.), quien se identificio con documento
95.111, en el mes de octubre de 2011, en la Clinica Unversitaria Teleton.

Cordlalme ugm o

GLADY! ‘ié’(‘)“N ¢~ bo

Asesora | C_ldlca /
W

FAVOR CONFIRMAR ASISTENCIA

Bogota, D.C., Calle 147 No. 19-50, Of. 32, C.C., Futuro, teléfono 6-279972
Correo electronico: tribunalmedicocundinamarca@hotmail.com
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Bogota DC. 22 de agosto de 2016

Doctora

CINDY RODRIGUEZ FERNANDEZ

Asesora Juridica

CLINICA UNIVERSIDAD DE LA SABANA
—~Chia - Cundinamarca

Respetada Doctora:

Damos alance a citaciones fijadas para el dia 29 de agosto de 2016, para lo cual adjunto copia del oficio 0829-

16, para la seflora Andrea del Pllar Forero.
Agradezco su colaboracion,
Atentamente

ANA JUDITH LOPEZ PEREZ
Secretaria Notificadora




TRIBUNAL SECCIONAL DE ETICA MEDICA DE CUNDINAMARCA
LEY 23 DE 1981

Bogot4, D.C. 17 de agosto de 2016

Oficio No.: 08289 71 6!

Doctora

ANDREA DEL PILAR FORERO GARZON
Medica

CLINICA UNIVERSIDAD DE LA SABANA
Autopista Norte — Km.7 G -07

Chia - Cundinamarca

Respetada Doctora:

En congruencia con el decreto probatorio efectuado dentro del proceso ético
disciplinario nimero 3156 promovido por el sefior Carlos Roberto Arango Botero,
solicito a usted de la manera mas comedida comparecer al Tribunal de Etica Médica
de Cundinamarca (Calle 147 No. 19 -50, oficina 32, centro comercial futuro, teléfono
6279972, Bogota), el dia 29 de agosto, del afio dos mil dieciseis (2016), a la hora de
las 9:00 a.m. con el fin de rendir testimonio dentro del precitado proceso.

El objeto de la investigacion es la atencion médica prestada al sefior CARLOS
ALBERTO ARANGO OLARTE (g.e.p.d.), quien se identificio con documento

95.111, en el mes de octubre de 2011, en la Clinica Unversitaria Teleton.

Cordialmente,

GLADYS LEON SALCEDO 3
Asesora Jurldlca '

FAVOR CONFIRMAR ASISTENCIA

Bogoti, D.C., Calle 147 No. 19-50, Of. 32, C.C., Futuro, teléfono 6-279972
Correo electronico; tribunalmedicocundinamarca@hotmail.com




GOMEZ & FERNANDEZ
MEDASIST
Abogados Especialistas
Responsabilidad Médica
y Derecho Laboral
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RO BIDO
HERNAN JIMENEZ ALMANZA | SUCRETARIA '

Magistrado Instructor

Tribunal De Etica Médica De Cundinamarca
Bogota D.C.

Referencia: Proceso Etico No.3.156 seguido en contra del Dr. JAVIER
CIFUENTES DULCE

HOLLMAN ANTONIO GOMEZ BAQUERO, identificado como reposa al pie de
mi firma, en mi calidad de DEFENSOR del disciplinado, Dr. Cifuentes, dentro
del término conferido para ello, me permito allegar con este memorial el
cuestionario contentivo de las preguntas a serles formuladas al Dr. ALVARO
ENRIQUE SANABRIA QUIROGA mediante despacho comisorio.

Anexo: 1 folio

Atentamente,

/

K

HOLLMAN ANTONIO GOMEZ BAQUERO
C.C.N0.3.170.842 de Silvania Cundinamarca
T.P.N0.111.958 del C.S.].

2 e



UESTIONARIO A REALIZAR AL DR. ALVA ENRIQUE SANABRIA
QUIROGA

1. Inféormele al despacho écuales eran, concretamente, sus funciones
como médico de urgencias, para la fecha del 10 de octubre de 2010,
cuando laboraba en la Clinica Teleton de la ciudad de Bogota?

2. Manifest6 usted en su declaracion anterior, lo siguiente “....Con los
hallazgos anteriores se hizo un diagnéstico de una hernia inguinal
izquierda encarcelada por lo que se considerd que era un candidato
para correccion de su hernia, en el momento se le explicd a la
familia el estado del paciente y el procedimiento quirdrgico
que requeria con sus riesqos y se diligencié la orden de
cirugia...” (negrilla y subrayas nuestras); por favor aclarenos éa
qué familiares del paciente se refiere?.

3. ¢Recuerda usted si dentro de los familiares con los que dice haber
hablado, se encontraba el sefior CARLOS ROBERTO ARANGO
BOTERO hijo del paciente y quejoso en este proceso?

4. Asi mismo, Dr. Sanabria, ¢digale al despacho, de manera clara y
puntual, en qué consistié la explicacion que dice haberle hecho a
los familiares del paciente acerca de su estado de salud?

5. De igual manera, aclarenos équé riesgos fueron los que usted les
comunico o informo a los familiares del paciente?

6. Diganos, équé respuesta recibié de ellos, los familiares del paciente,
cuando usted les informo sobre el estado de salud del sefior CARLOS
OLARTE?

7. ¢Dieron éstos, los familiares del paciente, la respectiva autorizacion
0 consentimiento para realizar la cirugia?

8. éConsidera usted que la hernia inguinal que presentaba el paciente,
sefior ARANGO llevaba varios meses en curso y que sus familiares
demoraron en llevarlo por el servicio de urgencias?

1



9. ¢Puede usted manifestarnos si la demora de la familia en llevar al
paciente influyé en el deterioro de su estado general?

10. Puede usted manifestarnos, como médico tratante que fue del

paciente, ¢Cual debid ser la oportuna atencién que la familia del
paciente debié haberle brindado a éste?

Atentamente,

HOLLMAl)( ANTONIO GOMEZ BAQUERO
C.C.N0.3.170.842 de Silvania Cundinamarca
T.P.N0.111.958 def C.S.3.

i




TRIBUNAL SECCIONAL DE ETICA MEDICA DE CUNDINAMARCA
LEY 23 DE 1981

TESTIMONIO QUE RINDE LA SENORA ANDREA DEL PILAR FORERO
GARZON

C.C.No 20.510.041 de Cajica
DIRECCION: Carrera 5 No. 7 A - 29 Cogua
TELEFONO: 3102125432

é;/e,\\':?gew v §’3 ?/)
En Bogota, DC., a los veintiséis (26) dias del mes de agosto del afio dos
mil dieciséis (2016), se hizo presente en las instalaciones del Tribunal de
Etica Médica de Cundinamarca la doctora ANDREA DEL PILAR FORERO
GARZON, con el fin dar cumplimiento al auto de fecha nueve (9) de agosto
del afio dos mil dieciséis (2016) dentro del proceso ético disciplinario No.
3156. Se hace presente el doctor Hollman Antonio Gémez Baguero,
identificado con la cédula de ciudadania nimero 3.170.842 de Silvania y
tarjeta profesional 111.958 del Consejo Superior de la Judicatura,
apoderado del doctor Javier Cifuentes Dulce. Previa la instruccion sobre la
responsabilidad penal que se asume con el juramento, el magistrado
instructor tomo el juramento al testigo por cuya gravedad juro decir la
verdad solo la verdad y nada mas que la verdad en la declaracién por
rendir. Asi mismo se le recordd el articulo 33 de la Constitucién Nacional
que dispone: “Nadie podra ser obligado a declarar en contra de si mismo o
contra su cényuge, comparfiero o compariera permanente o pariente dentro
del cuatro grado de consanguinidad, segundo de afinidad y primero civil”.
Seguidamente se le interrogd de la siguiente forma. PREGUNTADO: Diga
sus nombres y apellidos completos, edad, estado civil, profesion u oficio,
CONTESTO: Mis nombres son como aparecen escritos, soy mayor de
edad, tengo 35 arios, soltera, auxiliar de enfermeria. PREGUNTADO:
Para el mes de octubre de 2011 que vinculaciones tenia usted con la
clinica Universitaria Teleton, que funciones desempefiaba. CONTESTO:
Yo era auxiliar de enfermeria de urgencias y tenia como funciones el
cuidado de los pacientes de urgencias. PREGUNTADO: Diga si usted
intervino en el manejo del paciente Carlos Alberto Arango Olarte en caso
afirmativo cual fue su actividad frente a este paciente. CONTESTO: De
acordarme del paciente no me acuerdo. Lei la historia clinica en la cual
encuentro una nota que le preste mi servicios. PREGUNTADO : Presento
a usted la historia clinica con el fin de que la revisa y manifieste en donde
se encuentran sus anotaciones y cual es el contenido de las mismas
CONTESTO: A folio 43 encuentro mi nota que dice: 18:57 del dia 10 de
octubre de 2011: Entrego a paciente acostado en camilla bajo parametro
de seguridad establecido, baranda arriba, en compafiia de familiar.
Paciente alerta, hidratado, orientado er las 3 esferas, afebril, sin signos de
dificultad respiratoria, con acceso venaso periférico, permeable, pasando
solucién salina a 60 cc hora, por equipo bomba, se asiste paso de
piscingo, diuresis positiva, evacuacion negativo. Pendiente reporte de
paraclinicos y autorizacion para procedimiento quirtrgico. Avisar cambios.
PREGUNTADO: En la queja se dice que a las 6:30 mas o menos de la
tarde del dia 10 de octubre de 2011, el empezd a votar secreciones por la
boca y una tos persistente muy fuerte, que nos puede decir al respecto.

Proceso No. 3156 R Lt




TRIBUNAL SECCIONAL DE ETICA MEDICA DE CUNDINAMARCA
LEY 23 DE 1981

CONTESTO: Yo en la realidad no me acuerdo del paciente porque han
pasado varios anos, pero yo hubiera anotado en la historia. El paciente
estaba en la parte de ambulatorios, ya entregando pacientes a otra
auxiliar. Se le concede la palabra al apoderado de la defensa, doctor
Hollman Antonio Gémez Baquero Quien en uso de la palabra interroga
al testigo en los siguientes términos: PREGUNTADO: Teniendo en
cuenta el registro que usted hizo y que se acaba de transcribir cuando
usted sefialé paciente alerta y orientado en sus tres esferas, puede por
favor aclararnos a que se debe ese registro o porque hizo el registro.
CONTESTO: Antes de hacer una nota siempre voy donde el paciente
para verificar el estado de conciencia del paciente, le pregunta su nombre,
donde esta, como se siente, y hay es donde verifica el estado de
conciencia del paciente, porque en urgencias tiene que estar en compafiia
de familiar. PREGUNTADO: Recuerda usted que familiar se encontraba en
ese momento acomparfiando al paciente. CONTESTO: No me acuerdo.
PREGUNTADO: Recuerda usted a quien le hizo entrega del turno.
CONTESTO: A la auxiliar Laura, no recuerdo el apellido. PREGUNTADO:
Tiene algo mas que agregar? CONTESTO: No. No siendo otro el objeto
de la presente diligencia se termina y firma después de leida y aprobada
por los que en ella intervinieron.

gﬁ JIME ALMANZA
ado

W //l/‘/"
ANDREA D, LQKKR ORERO GARZON
Declarante.

GLAD‘ﬁ%ALCEDO

Asesora Juridica

- 730
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TRIBUNAL SECCIONAL DE ETICA MEDICA DE CUNDINAMARCA
LEY 23 DE 1981

TESTIMONIO QUE RINDE LAURA TRIVINO GOMEZ
C.C. No 1020759717 de Bogota

DIRECCION: Calle 156 A No. 8 B-69 de Bogota
TELEFONO: 320 8340666

Yool € (27
En Bogota, DC., a los veintiséis (26) dias del mes de agosto del afio dos
mil dieciséis (2016) se hizo presente en las instalaciones del Tribunal de
Etica Médica de Cundinamarca la doctora LAURA TRIVINO GOMEZ, con
el fin dar cumplimiento al auto de fecha nueve (9) de agosto del afio dos
mil dieciséis (2016) dentro del proceso ético disciplinario No. 3156. Se
hace presente el doctor Hollman Antonio Gémez Baquero, identificado con
la cédula de ciudadania nimero 3.170.842 de Silvania y tarjeta profesional
111.958 del Consejo Superior de la Judicatura, apoderado del doctor
Javier Cifuentes Dulce. Previa la instruccién sobre la responsabilidad
penal que se asume con el juramento, el magistrado instructor tomo el
juramento al testigo por cuya gravedad juro decir la verdad solo la verdad
y nada mas que la verdad en la declaracién por rendir. Asi mismo se le
recordd el articulo 33 de la Constitucién Nacional que dispone: “Nadie
podra ser obligado a declarar en contra de si mismo o contra su conyuge,
companero o comparera permanente o pariente dentro del cuatro grado de
consanguinidad, segundo de afinidad y primero civil’. Seguidamente se le
interrogé de la siguiente forma. PREGUNTADO: Diga sus nombres y
apellidos completos, edad, estado civil, profesion u oficio, CONTESTO:
Mis nombres son como aparecen escritos, soy mayor de edad, tengo 25
anos, soltera, actualmente auxiliar de enfermeria y estudiante de
Optometria. PREGUNTADO: Para el mes de octubre de 2011 que
vinculaciones tenia usted con la clinica Universitaria Teletén, que
funciones desempefiaba. CONTESTO: Era auxiliar de enfermeria vy
trabajaba en el area de urgencias. Mis funciones cuidado de paciente de
urgencias. PREGUNTADO: Diga si usted intervino en el manejo del
paciente Carlos Alberto Arango Olarte el dia 10 de octubre de 2011, en
caso afirmativo cual fue su actividad frente a este paciente. CONTESTO:
No me acuerdo. PREGUNTADO : Presento a usted la historia clinica con
el fin de que la revisa y manifieste en donde se encuentran sus
anotaciones y cual es el contenido de las mismas . CONTESTO: A folio
44 del expediente encuentra mi nota que dice: 10 del 10 de 2011: 20:04:46
Paciente a quien se le autoriza cirugia quien se solicita de famacia gorro,
polainas se traslada paciente en camilla, con parametros de seguridad, de
urgencias a salas de cirugia en comparia de familiares, se entrega
paciente en buenas condiciones con la carpeta amarilla, hojas de traslado y
se comenta al personal encargad. PREGUNTADO: Como eran las
condiciones respiratorias del paciente en ese momento. CONTESTO. LA
verdad no me acuerdo, pero de acuerdo con la anotacion iba estable el
paciente, en buenas condiciones. Se le concede la palabra al apoderado
de la defensa, doctor Hollman Antonio Gémez Baquero Quien en uso
de la palabra interroga al testigo en los siguientes términos:
PREGUNTADO: En el registro por usied realizado sefiala que el paciente

Proceso No. 3156 3




TRIBUNAL SECCIONAL DE ETICA MEDICA DE CUNDINAMARCA

LEY 23 DE 1981

estaba en compafiia de sus familiares. Recuerda usted a que familiares se
refiere. CONTESTO: La verdad es que han pasado mas de 4 afios y no
recuerdo. PREGUNTADO: Cuando usted dice se comenta con personal
encargado a quien se refiere? CONTESTO: A la auxiliar de enfermeria de
salas de cirugia. PREGUNTADO: Tiene algo mas que agregar?
CONTESTO: No. No siendo otro el objeto de la presente diligencia se
termina y firma después de leida y aprobada por los que en ella

intervinieron.

’ ALMANZA

RN J
Magistrado
Do
e ymgGoice
Declarante
;
HOLLMAN OMEZ BAQUERO

Apoderado el'doctor Javier Cifuentes Dulce

/ —
GLADYS LCEDO
Asesora Jundlca

Proceso No. 3156




TRIBUNAL SECCIONAL DE ETICA MEDICA DE CUNDINAMARCA
LEY 23 DE 1981

TESTIMONIO QUE RINDE LA SENORA A PAOLA ANDREA GAITAN
C.C. No 20.510.041 DE CAJICA
DIRECCION: CAJICA Vereda Chuntame

TELEFONO: 3204727562
szé)&w&v’“t 4/ e (} )
En Bogota, DC., a los veintiséis (26) dids del mes de agosto del afio dos

mil dieciséis (2016), se hizo presente en las instalaciones del Tribunal de
Etica Médica de Cundinamarca la sefiora PAOLA ANDREA GAITAN, con el
fin dar cumplimiento al auto de fecha nueve (9) de agosto del afio dos mil
dieciséis (2016) dentro del proceso ético disciplinario No. 3156. Se hace
presente el doctor Hollman Antonio Gémez Baquero, identificado con la
cédula de ciudadania numero 3.170.842 de Silvania y tarjeta profesional
111.958 del Consejo Superior de la Judicatura, apoderado del doctor
Javier Cifuentes Dulce. Previa la instruccion sobre la responsabilidad
penal que se asume con el juramento, el magistrado instructor tomo el
Jjuramento al testigo por cuya gravedad juro decir la verdad solo la verdad
y nada mas que la verdad en la declaracion por rendir. Asi mismo se le
recordd el articulo 33 de la Constitucion Nacional que dispone: “Nadie
podra ser obligado a declarar en contra de si mismo o contra su cényuge,
compafero o compariera permanente o pariente dentro del cuatro grado de
consanguinidad, segundo de afinidad y primero civil”. Seguidamente se le
interrogd de la siguiente forma. PREGUNTADO: Diga sus nombres y
apellidos completos, edad, estado civil, profesion u oficio, CONTESTO:
Mis nombres son como aparecen escritos, soy mayor de edad, tengo 30 «
anos, soltera, auxiliar de enfermeria y circulante de salas de cirugia.
PREGUNTADO: Para el mes de octubre de 2011 que vinculaciones tenia
usted con la clinica Universitaria Teletdn, que funciones desempenaba.
CONTESTO: Contrato como auxiliar de enfermeria de salas de cirugia,
mis funciones dentro de las salas de cirugia tenemos que ayudar a alistar
la anestesia, asistir la anestesia, alistar todos los insumos previamente
antes de la cirugia, asistir el lavado del cirujano, posteriormente asistir o
circular en la mesa a los instrumentadores los insumos, los equipos que
ellos requieran durante el procedimiento, para finalizar el procedimiento
debe quedar una nota de nosotros de todo el procedimiento que se realizd
desde que llegd el paciente hasta que salié, relatando todo desde la
anestesia hasta la cirugia. PREGUNTADO: Diga si usted intervino en el
manejo del paciente Carlos Alberto Arango Olarte en caso afirmativo cual
fue su actividad frente a este paciente. CONTESTO: Desde que ingreso a
la sala de cirugia No. 1 estuve asistiendo la anestesia con el doctor
Cifuentes , después de eso el doctor Visbal empez6 su procedimiento
quirurgico. El paciente ingresd con deterioro respiratorio, desaturacion,
cianosis peribucal, estaba con movilizacién de secreciones en boca. Como
presenté desaturaciébn se le administra oxigeno por canula nasal,
posteriormente se alistan todos los insumos, el doctor Cifuentes pide que
se aliste una anestesia regional, se le asiste a la anestesia regional,
previamente se han monitorizado los signos vitales, ya posterior a esto el
doctor Visbal inicia el procedimiento quirurgico después del procedimiento
quirurgico, ya habiendo el doctor realizado la incision quirdrgica el paciente
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empieza a ponerse ansioso, inquieto, empieza a vomitar en ese momento,
el vomito fue en proyectil, vomito muchisimo en su momento, vémito de
contenido fecaloide. En ese momento por orden del doctor Cifuentes se
circula una sonda para drenar la secrecién, a través de la succion se drena
la secrecién, y se evidencia 350 cde ese material fecaloide, que se
cuantifico en su momento. El paciente no mejora, sigue presentando
deterioro respiratorio, por lo cual se alistan la anestesia general por orden
del doctor Cifuentes , en ese momento el paciente presenta un paro
cardiorespiratorio, por lo cual el intuba al paciente, ya en ese momento
critico se realizan maniobras de resucitacion cardiopulmonar, lo que
recuerdo que por orden del doctor Cifuentes se administra adrenalina,
atropina, maniobras de resucitacidn avanzada, y ya posteriormente
después de eso, el paciente no responde, no se evidencian en el monitor
signos vitales y por orden del doctor Cifuentes declara que el paciente
fallece, fallece a las 23:20. Posterior a eso el doctor Visbal procede a cerrar
la incisién quirdrgica y sale a hablar con los familiares. PREGUNTADO:
Tenia signos haber vomito. CONTESTO: No. PREGUNTADO: En el
momento que el paciente ingresa a salas de cirugia tenia secreciones.
CONTESTO: Si tenia secreciones, se ie pregunto al familiar si el paciente
habia comido el familiar responde que no, que tenia ayuno, y hay dentro de
la lista de chequeos de salas de citugia, se toman signos vitales, se
encuentra una saturacion de 74% que se informa al anestesiélogo quien
ordena administrar oxigeno por canula nasal, antes de la cirugia.
PREGUNTADO : Presento a usted la historia clinica con el fin de que la
revisa y manifieste en donde se encuentran sus anotaciones y cual es el
contenido de las mismas . CONTESTO: A folio 45 encuentro mi nota que
dice: 10 de octubre de 2011, hora:23:57. A las 20:30 recibo paciente con
diagnéstico de hernia umbilical despierto, alerta al lamado, desorientado
en tiempo y en espacio, sin oxigeno. se observa con episodios de tos
persistente, se observa residuo de secrecion en boca, se pregunta a
familiares refieren que el paciente tiene ayuno, se toma saturacion que
reporta 74% al ambiente, razén por la cual se administra oxigeno por
canula nasal a 3 litros por minuto. Linea venosa permeable en miembro
superior izquierdo, vena cefdlica, pasando solucién salina a 60, se
evidencia hernia inguinal, se revisa consentimiento informado de cirugia y
anestesia, los cuales se encuentran previamente diligenciados, a las 22:45
se traslada paciente en camilla, con historia clinica completa a la sala de
cirugia No. 1, 22:50 se traslada paciente asistidamente a mesa quirurgica,
se monitorizan signos vitales, frecuencia cardiaca de 60, frecuencia
respiratoria de 21, tension arterial de 98/62, saturaciéon de 91 con oxigeno.
Sea lista anestesia regional, se coloca al paciente en decubito lateral
izquierdo, 22:55 doctor Cifuentes reaiza asepsia en regién lumbar con
quirucidal jabdén y solucién. Pasa espinocan No. 27, administra dosis de
fentanyl y bupivacaina intratecal, puncién sin complicacion, por orden
médica se administra 3 gramos de ampicilina sulbactam intravenosa y 16
miligramos de dexametazona. 23:00 es asistido lavado quirlrgico a
cirujano, quien realiza asepsia con quirucidal jab6on y solucion. Se coloca
placa de electrobisturi en muslo derecho. 23:10 Inicia procedimiento
quirdrgico sin complicacién. 23:12 se observa paciente ansioso, con
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dificultad respiratoria, presenta vémito, se pasa de inmediato por orden
médica sonda nelaton No. 14, para aspiracidén de secreciones, se obtiene
350 cc de contenido fecaloide, paciente con persistencia de dificultad
respiratoria, 23:15 por orden médica se alista tubo no. 8, doctor Cifuentes
realiza intubacion Orotraqueal. 23:16 paciente presenta paro
cardiorespiratorio, es administrado por orden médica un miligramo
intravenoso de adrenalina, se pasa bolo de 10 cc de solucion salina se
inician maniobras de reanimacion avanzada. Se palpa pulso radial
izquierdo débil, en monitor no se observa trazado, por orden médica se
administra de nuevo una ampolla de adrenalina intravenosa,
posteriormente se administran dos ampollas de adrenalina mas, y dos
ampollas de atropina intravenosa, paciente no responde. 23:20 doctor
Cifuentes declara deceso. Cirujano realiza cierre de incision quirlrgica, se
retiran dispositivos mecanicos, doctor Visbal informa a familiares. 00.35 se
arregla paciente, se colocan sudarios, y se pasa a camilla, se marca
paciente correctamente y se traslada a la capilla San José” Esa es la nota
que yo realice. Se le concede la palabra al apoderado de la defensa,
doctor Hollman Antonio Gémez Baquero Quien en uso de la palabra
interroga al testigo en los siguientes términos: PREGUNTADO: Nos
acaba usted de manifestar a la pregunta que el despacho le formulo, que el
paciente no habia vomitado cuando usted lo recibio, de igual manera nos
sefialé y asi consta en la nota que acabamos de transcribir que usted
pregunto a los familiares del paciente cuienes refirieron que se encontraba
en ayuno, puede usted informarnos si ellos le indicaron desde que hora él
estaba en ayuno. CONTESTO: Se le preguntd y ellos dijeron que estaba en
ayuno completo, cuando se hace esta pregunta se les dice que si el ayuno
ha sido mayor de 8 horas y dijeron que tenia el ayuno completo y asi se
registro en la historia clinica. PREGUNHTADO: Recuerda usted a los
familiares con los que hablé en ese momento. CONTESTO: Exactamente
no recuerdo muy bien, sé que hable con los familiares un sefior, una
senora, pero no los recuerdo bien. PREGUNTADO: De igual forma usted
registro recibo paciente despierto, alerta al llamado, por favor nos aclara el
por qué se hizo este registro. CONTRESTO: Porque una vez ingresa el
paciente se le habla, y se verifica el estado de conciencia y la orientacion,
en ese momento el paciente no responde, solamente se le pregunta el
nombre y sefala que se llama asi. No responde mas, se le pregunta que
qué dia es hoy y en que clinica esta, y no responde, debido a esto se le
pregunta a los familiares sobre el ayuno y las demas preguntas que se
hacen de chequeo antes de ingresa el paciente. solicito al despacho se le
ponga de presente a la testigo el documento que obra como folio 109 del
expediente denominado lista de chequeo cirugia, con el fin de que nos
indique si ella tuvo que ver con el llenado o manejo de ese documento.
CONTESTO: Ese documenrtos se diligsncio en companiia de la jefe Luisa
Bolafios quien firma la lista de chequeon, esta incluso registrado los signos
vitales de ingreso del pacienie FC: 62, FR 21, Saturacion sin oxigeno 74%,
y ahi fue donde se administré oxigeno por canula nasal a3 litros por minuto
y la TA: 99/68 PREGIUNTADO: Es esta la lista de chequeo a la cual usted
se refirid en su declaracion renglores antes y en la que se indico el
estado de ayuno del paciente. CONTE:STO: Si esa es la lista de chequeo
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en la que se verifico el ingreso del paciente, se encuentra registrado que la
ultima vez que comié el paciente fue a las 10:30 de la mafiana del 10 de
octubre. PREGUNTADO: Si el paciente hubiera presentado véomito, ese
hecho se habia registrado en la lista de chequeo? CONTESTO: Si, y se
informa de inmediato al anesiesi6logo. PREGUNTADO: Tiene algo mas
que agregar? CONTESTO: No. No siendo otro el objeto de la presente

diligencia se termina y firma después de leida y aprobada por los que en
ella intervinieron.

ALMANZA

{

/
GLADYS LEON SALCEDO

Asesora Juridica
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TESTIMONIO QUE RINDE EL DOCTOR EDUART IVAN VALBUENA
HERNANDEZ

C.C. No 80.875.808 de Bogota

DIRECCION: Calle 159 B No. 7 G -07 Bogota
TELEFONO: 315 8205888

#
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E_n Bogoté, DC., a los veintiséis (26) dias del mes de agosto del afio dos mil
dieciséis  (2016), se hizo presente en las instalaciones del Tribunal de Etica
Médica de Cundinamarca el doctor EDUART IVAN VALBUENA HERNANDEZ,
con el fin dar cumplimiento al auto de fecha nueve (9) de agosto del afio dos mil
dieciséis (2016) dentro del proceso ético disciplinario No. 3156. Se hace
presente el doctor Hollman Antonio Gémez Baquero, identificado con la cédula
de ciudadania numero 3.170.842 de Silvania y tarjeta profesional 111.958 del
Consejo Superior de la Judicatura, apoderado del doctor Javier Cifuentes Duice.
Previa la instruccion sobre la responsabilidad penal que se asume con el
juramento, el magistrado instructor tomo el juramento al testigo por cuya
gravedad juro decir la verdad solo la verdad y nada mas que la verdad en la
declaracién por rendir. Asi mismo se le recordo el articulo 33 de la Constitucion
Nacional que dispone: “Nadie podra ser obligado a declarar en contra de si
mismo o contra su conyuge, compafiero o compafiera permanente o pariente
dentro del cuatro grado de consanguinidad, segundo de afinidad y primero civil”.
Seguidamente se le interrogé de la siguiente forma. PREGUNTADO: Diga sus
nombres y apellidos completos, edad, estado civil, profesién u oficio,
CONTESTO: Mis nombres son como aparecen escritos, soy mayor de edad,
tengo 30 afios, soltero, médico egresado de la universidad de la Sabana en el
afno 2010. Especialidad en cirugia general de la universidad de La Sabana en el
afno 2016. PREGUNTADO: Para el mes de octubre de 2011 que vinculaciones
tenia usted con la clinica Universitaria Teleton, que funciones desempefaba.
CONTESTO: Médico general de urgencias. Mis funciones eran valorar a los
paciente en el servicio de urgencias. PREGUNTADO: Diga si usted intervino en
el manejo del paciente Carlos Alberto Arango Olarte en caso afirmativo cual fue
su actividad frente a este paciente. = CONTESTO: Si intervine realice la
valoracion inicial despues del triage. PREGUNTADO : Presento a usted la
historia clinica con el fin de que la revisa y manifieste en donde se encuentran
sus anotaciones y cual es el contenido de las mismas. CONTESTO: A folio 35
encuentro mi nota que dice: 10 de octubre de 2011, 13:16 10 de octubre de 2011
a las 13:16 motivo de consulta esta muy mal, enfermedad actual: edad 81 arios,
paciente con cuadro clinico de una semana de evolucion de deterioro de la clase
funcional, asociado a nauseas y emesis, los familiares refieren disminucion de la
diuresis, el paciente niega sintomas urinarios irritativos, marcada somnolencia,
niega fiebre. Refiere episodios de enfermedad diarreica aguada hace 8 dias con
deposiciones liquidas , 3 al dia, y posterior estrefiimiento desde hace 3 dias.
Antecedentes: Patolégicos niega, quirirgicos cirugia en craneo hace 3 afios
después de caida, por neurocirugia en esta institucion, herniorrafia hace 20
afios. Hospitalarios posquirtrgicos, alérgicos niega, farmacoldgicos niega,
familiares: madre asmatica. Examen fisico: paciente en regular estado general,
somnoliento, alertable, afebril al tacto, tension arterial 105/60 milimetros de
mercurio, FC. 88 por minuto. FR 19 por minuto, mucosa oral seca, conjuntivas
normocromicas, escléricas anictéricas, pupilas isocdricas normoreactivas a la
luz, orofaringe sin alteraciones, cardiopulmonar: ruidos cardiacos ritmicos, sin
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soplos, ruidos respiratorios con roncus en ambos campos pulmonares, abdomen:
distendido, ruidos intestinales presentes, doloroso a la palpacion en
hemiabdomen izquierdo, sin masas, ni megalias, sin irritacién peritoneal.
Extremidades pulsos presentes sin edema, neuroldgico, somnoliento, alertable,
desorientado, con disminucion de la fuerza generalizada, sin alteracién de la
sensibilidad, impresion diagnéstica, dolor abdominal a estudio. Alteracién de
estado de conciencia. Plan: se solicita hemograma, electrolitos, glicemia, bun,
creatinina, uroanalisis, Rx de abdomen y térax, y un electrocardiograma. Se
inicia hidratacién endovenosa y gases arteriales. Esa nota fue a la 13:16, ingres6
y se tomaron los examenes segun nota de enfermeria a las 14:14 que aparece a
folio 9v. Y fue revalorado con examenes por el doctor Sebastian Rodriguez
Molano, tal y como aparece a folio 40. Esa fue mi Unica atenciéon con este
paciente. Se le concede la palabra al apoderado de la defensa, doctor
Hollman Antonio Gémez Baquero Quien en uso de la palabra interroga al
testigo en los siguientes términos: PREGUNTADO: Usted registro en la
historia clinica paciente con cuadro clinico de una semana de evolucién, por
favor indiquenos de quien obtuvo usted esa informacién. CONTESTO: En este
momento no recuerdo, de acuerdo al registro de historia clinica fueron 8 dia se
evolucion o una semana y entre el paciente y el acompafante suministraron la
informacion. PREGUNTADO: Recuerda haber tenido oportunidad de comentarle
a los familiares del paciente o informarle sobre las condiciones en que este se
encontraba. CONTESTO: No recuerdo. PREGUNTADO: Considera usted
doctor que hubo una demora por parte de la familiar del paciente en llevarlo por
el servicio de urgencias. CONTESTO: Retrospectivamente pensaria que si,
dada la evolucién del paciente de 8 dias de malestar general, dolor abdominal,
diarrea, vomito, tratandose de un paciente de 81 afios. PREGUNTADO: Nos
puede recordar hasta que hora tuvo a su cargo al paciente CONTESTO: Solo
esa valoracion inicial, se ordeno hidratacion y el paciente ingreso a observacion
donde lo valora otro médico. PREGUNTADO: Tiene algo mas que agregar?
CONTESTO: No. No siendo otro el objeto de la presente diligencia se termina y
firma después de leida y aprobada por los que en ella intervinieron.

HERNANAIMENEZ ALMANZA
Magistrddo

JALBVENA NERNANDEZ )
Declaranfe /| ,
(
NS
HOLLMAK/ANTOKIO GOMEZ BAQUERO

%‘ - f——
GLADYS CEON SAL'ZEDO

Asesora Juridica
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TESTIMONIO QUE RINDE EL DOCTOR JUAN CARLOS VISBAL
MORALES.

C.C. No 79.868.435 de Bogota
DIRECCION: CARRERA 58 No. 134-37.TORRE Il. APARTAMENTO 801.
BOGOTA
TELEFONO: 4667282. CEL: 313-8128491
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En Bogota, DC., a los Veintiséis (26)dias del mes de agosto del afio dos
mil dieciséis (2016), se hizo presente en las instalaciones del Tribunal de
Etica Médica de Cundinamarca el doctor JUAN CARLOS VISBAL
MORALES, con el fin dar cumplimiento al auto de fecha nueve (9) de
agosto del afio dos mil dieciséis (2016) dentro del proceso ético
disciplinario No. 3156. Se hace presente el doctor Hollman Antonio Gémez
Baquero, identificado con la cédula de ciudadania niumero 3.170.842 de
Silvania y tarjeta profesional 111.958 del Consejo Superior de la
Judicatura, apoderado del doctor Javier Cifuentes Dulce. Previa la
instruccién sobre la responsabilidad penal que se asume con el juramento,
el magistrado instructor tomo el juramento al testigo por cuya gravedad juro
decir la verdad solo la verdad y nada mas que la verdad en la declaracion
por rendir. Asi mismo se le recordd el articulo 33 de la Constituciéon
Nacional que dispone: “Nadie podra ser obligado a declarar en contra de si
mismo o contra su coényuge, compafiero o comparfiera permanente o
pariente dentro del cuatro grado de consanguinidad, segundo de afinidad y
primero civil”. Seguidamente se le interrogéd de la siguiente forma.
PREGUNTADO: Diga sus nombres y apellidos completos, edad, estado
civil, profesion u oficio, CONTESTO: Mis nombres son como aparecen
escritos, soy mayor de edad, tengo 41 afios, casado, egresado de la
Universidad Militar en el afio 2001, especialidad en Cirugia general de la
Universidad Militar en el afio 2011, actualmente labora en la clinica
Universidad de la Sabana. PREGUNTADO: Para el mes de octubre de
2011 que vinculaciones tenia usted con la clinica Universitaria Teleton,
que funciones desempefaba. CONTESTO: Era cirujano de tiempo
completo, con contrato a término indefinido. PREGUNTADO: Diga si usted
intervino en el manejo del paciente Carlos Alberto Arango Olarte en caso
afirmativo cual fue su actividad frente a este paciente. CONTESTO: Si,
cuando llegue al turno a las 7:00 p.m., procedi a pasar al paciente a
cirugia, el cual se encontraba programado para cirugia de urgencia y mi
manejo esta descrito dentro del proceso cuando rendi mi versién libre ante
este tribunal. Se le concede la palabra al apoderado de la defensa,
doctor Hollman Antonio Gémez Baquero Quien en uso de la palabra
interroga al testigo en los siguientes términos: PREGUNTADO: En su
version libre rendida al interior de este expediente, a folio 136, usted hizo la
siguiente referencia: “al respecto quiero aclarar que los familiares no
prestaron el debido cuidado y atencién al paciente, ante una hernia inguinal
que llevaba varios meses en curso, que presentaba aguda de ocho dias de
evolucién, mostrando signos de encarcelamiento desde ese momento y
solo cuando el paciente presenta deterioro de su estado general, deciden
llevarlo a urgencias”. Por favor aclarenos cual es ese debido cuidado que
no fue prestado por los familiares del paciente: CONTESTO: Una hernia

Proceso No. 3156 o e &3 3




TRIBUNAL SECCIONAL DE ETICA MEDICA DE CUNDINAMARCA
LEY 23 DE 1981

inguinal, apenas diagnosticada debe iniciar un proceso de cirugia, con
tanto tiempo de evolucion el paciente debié asistir a los servicios de
consulta externa, y ese procedimiento se debid realizar de forma
ambulatoria, con anticipacién, a un evento agudo; también, en el episodio
agudo que inicio ocho dias antes, no se presté ninguna atencion y el
paciente no fue llevado a un servicio de urgencias cuando inicio el proceso
ocho dias antes. PREGUNTADO: Cuando usted afirma como ya lo leimos
que esa hernia llevaba varios meses en curso, usted nos puede aclarar a
que se llevd esa afirmacién, o porque se hace esa afirmaciéon?
CONTESTO: En la anamnesis, de la historia clinica los familiares y el
paciente, informan los tiempos de evolucion de la hernia inguinal, tanto
desde que inicio meses atras, como su episodio agudo. PREGUNTADO:
Tuvo usted oportunidad de hablar con la familia del paciente para
informales en las condiciones en la que se encontraba? CONTESTO:
Cuando recibo el turno a las 7 de la noche en urgencias, encuentro al
paciente y un familiar examino al paciente, reinterrogo al paciente,
concordante con las valoraciones anteriores, informo la severidad de los
hallazgos, y la premura del procedimiento quirdrgico. PREGUNTADO:
Diganos doctor Visbal si la cirugia que se le programo al paciente, estaba
indicada, para tratar la hernia inguinal que presentaba? CONTESTO: Es el
procedimiento de eleccién. PREGUNTADO: De igual forma cuando usted
rindié su version en este Tribunal y luego de leer al queja que se presentd,
en el mismo folio 136, manifestd usted lo siguiente: “En cuanto a aplazar la
cirugia, no era pertinente ya que la obstruccién intestinal y encarcelamiento
de las asas intestinales, generan necrosis de las mismas, ademas, es una
urgencia vital”. Puede usted por favor aclararnos porqué se considera una
urgencia vital el estado del paciente? CONTESTO: Por el tiempo de
evolucion, la severidad de los signos clinicos, edad del paciente.
PREGUNTADO: Puede usted informarnos si conoce usted al doctor Javier
Cifuentes? En caso afirmativo indiquenos porque lo conoce? CONTESTO:
Si lo conozco es compariero de trabajo en la clinica Universidad de la
Sabana. PREGUNTADO: Usted ha realizado cirugias o procedimientos en
los que haya participado el doctor Cifuentes como anestesiélogo, diferentes
al del caso que nos atafie? CONTESTO: Si, coincidimos en muchos turnos
y el me da la anestesia a mis pacientes. PREGUNTADO: De acuerdo con
su anterior respuesta, se puede considerar al doctor Cifuentes, como un
anestesiologo inexperto o falto de pericia para el manejo de procedimientos
como el que nos ocupa como se afirma en la queja que usted tuvo
oportunidad de revisar en este expediente? CONTESTO: EI doctor
Cifuentes es de los anestesiélogos mas capaces, como mas experticia, que
se encuentran en la clinica, entrar a procedimientos quirurgicos de gran
complejidad con él, es una espaldarazo a que el procedimiento salga
avante, he tenido durante los ultimos cinco afios casos con pacientes
severamente comprometidos como heridas cardiacas, heridas de grandes
vasos, que gracias a la experticia del doctor Cifuentes su manejo en la sala
y su gran habildad en la reanimacion, nos ha permitido sacar esos
pacientes con vida. NO MAS PREGUNTAS.
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No siendo ofro el objeto de la presente diligencia se termina y firma
después de leida y aprobada por los que en ella intervinieron.

HE JIV/VTC:WjALMANZA

Magistrado

L MORALES

GLADYS LEON SAL:CEDO
Asesora Juridica
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itacion dia 29 de agosto de 2016, hora 9:00 a.m. Ampliacién testimonio

Carlos Arango Responder |
jun 2970872016 8:10 am. '
Para: tribunalmedicocundinamarca@hotmail.com

Bandeja de entrada

- kEvernote

Tribunal Medico de Cundinamarca

Doctora

Gladys Ledn Salcedo

Asesora Juridica

Me permito informarle con respecto a la citacion testimonial del proximo 29 de agosto de 2016, a las 9:00 a.m,, del Proceso
Etico Disciplinario N° 3156, que me es imposible asistir a la ampliacién de dicho testimonio, debido a razones laborales que
no me permiten ausentarme de ellas.

Les agradeceria citarme con mayor anterioridad.
Favor confirmar envio.

Atentamente,

Carlos Roberto Arango Botero.
Celular: 321 346 7264.
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Doctor

HERNAN JIMENEZ ALMANZA

Magistrado Instructor

Tribunal De Etica Médica De Cundinamarca
Bogota D.C.

Referencia: Proceso Ftico No.3.156 seguido en contra del Dr. JAVIER
CIFUENTES DULCE

HOLLMAN ANTONIO GOMEZ BAQUERO, identificado como reposa al pie de
mi firma, en mi calidad de DEFENSOR del disciplinado, Dr. Cifuentes, me dirijo
a usted con el fin de solicitarle se sefiale fecha y hora para escuchar en
declaracién al Dr. FABIO ROSERO ALVAREZ, testimonio por nosotros solicitado
y decretado en el auto de pruebas.

HOLLMAN'A1 GOMEZ BAQUERO
C.C.No0.3.170.842 de
T.P.No0.111.958 del C.S.].

iivania Cundinamarca



L TRIBUNAL DE ETICA MEDICA DE CUNDINAMARCA
Ley 23 de 1981

EXHORTO 09135/+18

NUMERO DE PROCESO 3156 |
QUIEN PROMUEVE EL PROCESO SR. CARLOS ROBERTO ARANGO BOTERO
MEDICO INVESTIGADO MDS CLINICA UNIVERSIDAD LA SABANA
SOLICITUD DECLARACION BAJO JURAMENTO

EL TRIBUNAL SECCIONAL DE ETICA MEDICA DE CUNDINAMARCA
ATENTAMENTE EXHORTA
AL

TRIBUNAL DE ETICA MEDICA DE ANTIOQUIA

Para que se sirva hacer comparecer a su Despacho al doctor Alvaro Sanabria quien
reside en la carrera 42 No. 14-90 apartamento 1707 Edificio La Duquesa de la ciudad
de Medellin, correo electronico alvarosanabria@gmail.com , con el fin de recibirle

declaracion bajo juramento al tenor del siguiente cuestionario:

1. ¢Cuales son los riesgos de un paciente ASA 1V durante un acto anestésico?

2. ¢ila clasificacion de ASA esta relacionada directamente con la via anestésica

que debe utilizar un anestesiélogo?

3. (En un paciente con un abdomen agudo secundario a una hernia inguinal
encarcelada, es posible diferir un acto anestésico para realizar estudios

adicionales para aclarar el origen de comorbilidades?

4. ;Puede un procedimiento de herniorrafia inguinal con malla ser llevado a cabo

bajo anestesia regional?

5. ¢Esta indicado el uso de sonda nasogastrica en un paciente consciente y alerta a

quien se le va a administrar anestesia regional?

6. ¢Cuales son las complicaciones de un episodio de broncoaspiracion y al cuanto

tiempo de ocurrido el episodio aspirativo se presentan?
7. Tiene algo mas que tenga que agregar?

8. Las demas preguntas que tenga a bien formular el comisionado.

Se agradece el pronto auxilio y devolucion del presente exhorto. Librado en el Tribunal
de ética Médica de Cundinamarca, en Bogota a los treinta (30) dias del mes de

agosto del afo dos mil dieciséis (2016).

GLADYS LECN/QALCEDO

Asesora Juridica




TRIBUNAL DE ETICA MEDICA DE CUNDINAMARCA
Ley 23 de 1981

Bogota, D.C., 06 de septiembre del afio 2016

Oficio No. 091‘{/16‘

Doctor

EDGAR CELIS RODRIGUEZ

Médico Anestesidlogo

FUNDACION SANTA FE DE BOGOTA
Carrera 7 No. 117 — 15, Piso 2

Bogota D.C.

Apreciado Doctor Edgar Celis Rodriguez:

Teniendo en cuenta su experiencia, especialidad y buen nombre en el ejercicio de
la profesion, el Tribunal de Etica Médica de Cundinamarca en sesion No. 1385, lo
ha designado como perito dentro del proceso ético disciplinario No. 3156

promovido por el sefior Carlos Roberto Arango Botero.

Lo invitamos al Tribunal de Etica Médica de Cundinamarca, Calle 147 No. 19-50
Oficina 32, Centro Comercial Futuro, Teléfonos 6-279972, el 13 de septiembre de

2015, a la hora de las 3:00 PM, con el fin de tomar posesion de su cargo.

Bogotd D.C., Calle 147 No. 19-50, Of. 32, C.C. Futuro, Teléfono 6-279972

Correo electronico: tribunalmedicocundinamarca@hotmail.com
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TRIBUNAL DE ETICA MEDICA DE CUNDINAMARCA
Ley 23 de 1981

BOGOTA, D.C., TRECE DE SEPTIEMBRE DEL ANO DOS MIL DIECISEIS

SALA PLENA, SESION MIL TRESCIENTAS OCHENTA Y OCHO

Procede el presidente del Tribunal, doctor German Francisco Uriza Gutiérrez, a dar
posesion al doctor Edgar Celis Rodriguez, designado como Perito dentro del proceso

3156 con el fin de atender a lo ordenado en Sala Plena de fecha nueve (9 ) de agosto
del afio dos mil dieciséis (2016).

Se le tomo juramento al perito por cuya gravedad prometié cumplir bien y fielmente
con los deberes del cargo de perito y dictaminar imparcialmente. El perito manifiesta
que no tiene causal de impedimento y que es especialista en anestesiologia.

Someétase al perito el siguiente cuestionario:

1. Con base en la historia clinica y en las demas pruebas que obran dentro del
proceso sirvase manifestar si el acto anestésico practicado por el doctor Javier
Cifuentes Dulce al paciente Carlos Alberto Arango Olarte se cifi6 a las normas de la
lex artis en anestesia, teniendo en cuenta la edad del paciente, comorbilidades, la
patologia presentada y los antecedentes que antecedieron al acto anestésico y que

se encuentran registrados en la historia clinica del paciente. Explique fa razén de su
dicho.

2. Se hacia necesario asegurar la via aérea del paciente, en caso afirmativo mediante
que métodos y que debid hacerse como preparacion para el acto anestesico.

3. Se encontraba indicada la anestesia regional frente a este paciente?
4. Presentaba este paciente alto riesgo de broncoaspiracion? En caso afirmativo

cuales eran los elementos de juicio para determinar el riesgo broncoaspirativo y que
conductas debieron tomarse al respecto con antelacién al acto anestésico.

Preguntas formuladas por la defensa:
1. ¢ Cuales son los riesgos de un paciente ASA IV durante un acto anestésico?

2. ¢Lla clasificacion de ASA esta relacionada directamente con la via anestésica
que debe utilizar un anestesiologo?

3. +En un paciente con un abdomen agudo secundario a una hernia inguinal
encarcelada, es posible diferir un acto anestésico para

4. ;Puede un procedimiento de herniorrafia inguinal con malla ser llevado a
cabo bajo anestesia regional?

5. ¢Esta indicado el uso de sonda nasogastrica en un paciente consciente y
alerta a quien se le va a administrar anestesia regional?

6. ;Cuales son las complicaciones de un episodio de broncoaspiracion y al
cuanto tiempo de ocurrido el episodio aspirativo se presentan?

Proceso Etico Disciplinario No. 3156
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TRIBUNAL DE ETICA MEDICA DE CUNDINAMARCA
Ley 23 de 1981

Se le concede al perito el término de diez (10) dias habiles para rendir su
dictamen.

En constancia se firma como aparece.

UGYETO FORERO VILLAMIL
Magisrtrado

HERNA JIME LALMANZA
Magistrado

FAl g C

EDGAR-MONTOYAANGEL
Magistrado instructor

GLADYS LEON SALCEDO

Asesora juridica

Proceso Etico Disciplinario No. 3156




Medellin, 22 de septiembre de 2016

Oficio N° 1.172-2016

Doctora

GLADYS LEON SALCEDO

Abogada Secretaria

TRIBUNAL DE ETICA MEDICA DE CUNDINAMARCA
Calle 147 19-50 oficina 32

Centro Comercial Futuro

Bogota D.C.

ASUNTO: DEVOLUCION COMISORIO —~ RADICADO 2156

Respetada doctora:

Adjunto a la presente el despacho comisorio, debidamente diligenciado,
correspondiente a la declaracion juramentada del doctor ALVARO ENRIQUE
SANABRIA QUIROGA ante este Despacho el dia 22 de septiembre de 2016.

Cordialmente

_, P e.-i\rt

B

AbogadaSe aria -
gaa uGF H(\Q‘J\\:d'

\\Pp
Se anexan 8 folios.

Elaboré: Patricia H.
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Medellin, 22 de Septiembre de 2016

En la fecha compareci6 ante el Tribunal de Etica Médica de
Antioquia, el sefior ALVARO ENRIQUE SANABRIA QUIROGA,
con el fin de rendir Declaracién Juramentada, en el proceso
disciplinario ético profesional radicado con el ntmero 3156 DEL
TRIBUNAL DE CUNDINAMARCA. Se le pone de presente el articulo
385 del C.P.P. y el articulo 442 del C.P., por lo que jurd decir la verdad
y nada mas que la verdad. PREGUNTADO: Por las generales de ley.
CONTESTO: mi nombre es como quedo escrito, con cédula de
ciudadania 79593171, nombre de sus padres Alvaro y Consuelo,
direcciéon Calle 13 No. 362-156 apto 502, teléfono 3138175170, municipio
Medellin, autoriza se le notifique por correo electrénico
alvarosanabria@gmail.com, ocupacién Médico Cirujano. Sin vinculos,
dentro del cuarto grado de consanguinidad o civil, o segundo de
afinidad, de acreencia ni deudor, ni de amistad intima, ni enemistad
grave ni en sociedad colectiva, ni de responsabilidad limitada ni en
comandita simple o de hecho, ni heredero, ni legatario con alguna de
las partes. PREGUNTA 1: Cuales son los riesgos de un paciente ASA
IV durante un acto anestésico. CONTESTO: Dentro de la clasificacion
ASA que es una clasificacién de riesgo operatorio, los pacientes ASA
IV se encuentran en riesgo mas alto de sufrir complicaciones. En razén
de que no soy médico anestesidlogo no puedo dar respuesta a las
complicaciones o riesgos especificos de dichos actos. PREGUNTA 2: la
clasificacion de ASA estd relacionada directamente con la via
anestésica que debe utilizar un anestesiélogo. CONTESTO: En razén
de que no soy médico anestesidlogo no puedo dar respuesta a si la via
anestésica depende de la clasificacion ASA. PREGUNTA 3: En un
paciente con abdomen agudo secundario a una hernia inguinal
encarcelada es posible diferir un acto anestésico para realizar estudios
adicionales para aclarar el origen de comorbilidades .CONTESTO: Una
hernia inguinal encarcelada es una urgencia quirdrgica que requiere
tratamiento inmediato. El retraso en el tratamiento quirdrgico aumenta
las posibilidades de perforaciéon de la viscera encarcelada y las
consecuencias como peritonitis generalizada, necrosis intestinal y
eventualmente la muerte. En razén de lo anterior, el acto anestésico
debe realizarse lo mas precoz posible para proceder a la correccion
quirdrgica de la hernia. Cualquier diferimiento innecesario en el
tratamiento aumenta los riesgos ya descritos. PREGUNTA 4: Puede un
procedimiento de hernio rafia inguinal con malla ser llevado a cabo
bajo anestesia regional? CONTESTO: Si es posible realizarlo.
PREGUNTA 5: ;Estd indicado el uso de sonda nasogéstrica en un
paciente consciente y alerta a quien se le va administrar anestesia
regional?. CONTESTO: en un paciente que esta alerta y despierto se
asume que tiene todos los reflejos de proteccion de la via aérea activos



por lo tanto no es absolutamente necesario la colocacién de una sonda
nasogastrica. La decisién especifica depende del criterio del médico
tratante. PREGUNTA 6: Cudles son las complicaciones de un episodio
de broncoaspiracién y al cuanto tiempo de ocurrido el episodio
aspirativo se presenta. CONTESTO: La complicacién maés severa de un
episodio de brocoaspiracion es la insuficiencia respiratoria aguda. Esta
depende de varios factores como la cantidad de liquido aspirado, el
tipo de liquido aspirado, las condiciones del paciente, etc. Otra
complicaciéon de carédcter tardio es la neumonia. El tiempo en casos
severos es inmediato, en otros casos puede ocurrir en horas o dias.
PREGUNTA 7: Tiene algo mas que agregar. CONTESTO: No. No

siendo mas y luego de leerse la misma, firman quienes en ella
intervinieron.

ALVAR
Magi

BP(I@ARMIENTO ALVARQ SANABRIA QUIROGA.
ado Ponente Declarante

'/

BARBETANCUR

ALEJANDRO ESCO
Abogado Asesor

Carolina M.

er
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Bogota, 26 de Septiembre de 2016.

Sefiora
Gladys Ledn Salcedo, Asesora Juridica

Tribunal Seccional de Etica Médica de Cundinamarca
Ciudad

REF: Oficio No 0914/16-Tribunal de Etica Médica.

Respetada Gladys:

Doy respuesta como perito dentro del proceso de ética disciplinario 3156
promovido por el sefior Carlos Roberto Arango Botero, con fecha 6 de
septiembre de 2016, relacionado con la muerte del sefior Carlos Alberto
Arango Olarte. Se trata del sefior Carlos Alberto Arango Olarte quien ingresé
el dia 10 de Octubre de 2011 a urgencias de la Clinica Universitaria Teleton a
las 12:53:08 del dia con historia clinica con diagndstico de dolor abdominal
(hernia inguinal derecha encarcelada) a estudio. A las 14:14:08 del mismo dia
en la historia clinica dice que el paciente de 81 afios tiene diagndstico de
ingreso de dolor abdominal y alteracion del estado de conciencia. La jefe
Francy toma electrocardiograma mediante técnica aséptica canaliza la vena
cefalica inferior izquierda con yelco No 18. Se toma muestra sanguinea para
laboratorios y se conecta equipo de infusion con solucién salina normal a
100cc/h y ademas previa asepsia y lubricacion se realiza toma de parcial de

orina con sonda y acto seguido es trasladado para realizacidon de Rx de Térax y
abdomen.

18:57:29 nota de enfermeria: Entrego paciente acostado en camilla en
compafiia de familiar orientado en sus 3 esferas, a febril, hidratado, sin signos

de dificultas respiratoria, acceso venoso permeable pasando a 60cc/h, diuresis
espontanea.

20:04:46 Se autoriza cirugia y es llevado por los familiares en buenas
condiciones.

20:30 Paciente con diagndstico de hernia umbilical, despierto, alerta al
lamado, desorientado en tiempo y espacio, sin oxigeno, episodio de tos
persistente con residuos de secrecién en la boca, los familiares refieren que el
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paciente tiene ayuno. En ese momento sin signos de dificultas respiratoria,
saturacion de 74% al ambiente, razdn por la cual se le coloca cdnula nasal a
3Lts/min, linea venosa permeable en miembro superior izquierdo, cefélica

pasando a SS a 60cc/h. Diagndstico de hernia inguinal. Consentimiento
informado diligenciado.

22:45 Traslado a quiréfano para monitorizacidn de signos vitales: FC 60/min,
FR 21/min, TA 98/62, Sa02 91% con cénula nasal a 3Lts/min.

22:55 Previa asepsia en region lumbar se practica anestesia espinal con aguja

No 27 dosis de fentanil?? y bupivacaina, 3g de ampicilina sulbactan IV y
dexametasona 16mg.

23:00 Lavado quirurgico.
23:10 Inicio procedimiento quirtrgico

23:12 Dificultad respiratoria, signos de broncoaspiracidn, succion oral, se
obtiene 35 cc material fecaloide.

23:15 Intubacién orotraqueal No 8.

23:16 Paciente presenta paro cardio-respiratorio sin respuesta a las
maniobras de reanimacion.

Analisis

Se trata de un paciente mayor (81 afios de edad) con diagndstico de
obstruccidn intestinal secundario a hernia inguinal derecha encarcelada de
varios dias de evolucién. El manejo debe propender por liberar la obstruccion
intestinal antes que el segmento encarcelado de intestino se necrose, lo cual
hace que sea un procedimiento de urgencias. Los examenes para clinicos
mostraron leucocitosis de 16.750 con 87,9 de neutrdfilos, nitrégeno ureico
67,7, creatinina 647, saturacion de oxigeno 88,4%, glicemia 135.

De acuerdo la historia clinica y resultados de los exdmenes de laboratorio
podemos concluir que se trata de un paciente mayor, en malas condiciones
generales a quien se le debe practicar una cirugia abdominal de urgencia. No
aparece valoracidn clinica conjunta entre las personas del equipo quirurgico,
anestesia y cirugia con el objeto de definir cual seria la mejor aproximacion
para su manejo quirurgico. Considero que un paciente en estas condiciones se
debid analizar su situaciéon de abdomen agudo y la posibilidad de que
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presentara broncoaspiracién durante el periodo de la induccidén de anestesia.
Por el hecho de tratarse de una emergencia quirurgica es indispensable evitar
que el paciente pueda bronco-aspirar en la induccién anestésica o durante el
procedimiento y la anestesia regional no ofrece seguridad suficiente para
evitar que esto pueda ocurrir. Si se escoge anestesia general y no se toman las
medidas tendientes a evitar la broncoaspiracion, ésta (broncoaspiracion)
también puede ocurrir. De acuerdo con lo anterior la mejor opcidn podria ser
intubacion orotraqueal con el paciente despierto previa descompresién
gastrica mediante sonda nasogdstrica para evacuar el contenido intestinal.
También se podria practicar induccion anestésica de secuencia rapida, previa
presion a nivel del cartilago cricoides con el objeto de disminuir la posibilidad
de la aspiracién (anexo bibliografia al respecto). La anestesia regional,
raquidea o peridural, en este paciente en tan malas condiciones no es una
técnica segura por varias razones de acuerdo a la historia clinica:

1. Es un paciente senil en malas condiciones, deshidratado, con
oxigenacidn sanguinea limitrofe, disfuncion renal, hipotenso con
administracion de solucion salina a 100cc/h, estado de conciencia
alterado.

2. Una anestesia regional le puede ocasionar hipotension arterial severa,
mayor disminucion del sensorio lo cual puede facilitar el no defender su
via aérea, lo cual ocurrié. |

3. La tos que el paciente presentaba previo a la cirugia seguramente era
debido a broncoaspiracion pasiva

4. Laanestesia regional da una falsa sensacion de seguridad, y por lo tanto,
no es la mejor opcidn anestésica.

5. No aparece discusidn conjunta del caso, previo a la cirugia, por parte del
equipo quirdrgico: cirujano, anestesidlogo, para definir la mejor
decision de manejo quirurgico y anestésico.

RESPUESTAS A PREGUNTAS

1. éCudles son los riesgos de un paciente ASA IV durante un acto
anestésico?
RTA: ASA IV corresponde a Enfermedad sistémica severa no controlada

que limita la actividad, es incapacitante y pone en riesgo la vida del
paciente.



. éla clasificacion de ASA esta relacionada directamente con la via
anestésica que debe utilizar un anestesiélogo?

RTA: Esta clasificacion mide el estado fisico del paciente y no define qué
tipo de anestesia se debe utilizar.

. ¢Un paciente con abdomen agudo secundario a una hernia inguinal
encarcelada, es posible diferir un acto anestésico para realizar estudios
adicionales para aclarar el origen de las comorbilidades.

RTA: Todo paciente de alto riesgo debe ser evaluado exhaustivamente
antes de iniciar el acto anestésico. Eso no significa lentamente sino
rapido y seguro para obtener un buen desenlace.

. ¢Puede un procedimiento de herniorafia inguinal con malla puede ser
llevado a cabo bajo anestesia regional?

RTA: Si, se puede hacer bajo anestesia regional. La seleccién del
procedimiento anestésico se hace dependiendo del estado general del
paciente. Si es un paciente sin comorbilidades importantes y ayuno
completo puede ser intervenido con este tipo de anestesia.
Dependiendo del caso, se puede hacer anestesia combinada: regional
para manejo de dolor post-operatorio y general para facilitar la
ventilacidon, la estabilidad hemodindmica y el manejo de las
comorbilidades. Es indispensable contar con ayuno completo.

. ¢éEsta indicado el uso de sonda nasogastrica en un paciente consiente y
alerta a quien se le va administrar anestesia regional?

RTA: Si, si es absolutamente necesario, con el objeto de disminuir la
distension géstrica, evacuar el contenido gastrico y disminuir la
posibilidad de bronco-aspiracion.

. éCuales son las complicaciones de un episodio de bronco-aspiraciény al
cuanto tiempo ocurrido el episodio bronco-aspirativo se presentan?
RTA: Las complicaciones de la bronco-aspiracidon van a depender del
volumen y del contenido del liquido aspirado. Si se trata de jugo gastrico
de retencidn y alto volumen las complicaciones, incluyendo la muerte,
son severas: neumonia aspirativa, falla respiratoria aguda, absceso
pulmonar, sindrome de dificultad respiratoria y muerte. Si son
volumenes menores traqueitis, neumonia lobar y distrés respiratoria.
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Anaesthesia for acute abdomen
in developing countries

Yvonne O. Buowari

Department of Anaesthesiology,
University of Port Harcourt Teaching
Hospital, Nigeria

Abstract

Acute abdomen is an emergency that
requires immediate surgical intervention. In
developing and low-income countries, there is
limited modern drugs and medical equipment
and personnel. General anaesthesia is admin-
ered for_emergency axlominal surderies.
Ketamine is used in hospitals without trained
personnel in the administration of anaesthe-
sia. In other hospitals in developing countries
with anaesthetist, ketamine is used for induc-
tion of anaesthesia and muscle relaxant
administered to facilitate endotracheal intuba-
tion and maintain anaesthesia with inhala-

tional agents to avoid awareness under anaes-
thesia.

Introduction

The term acute abdomen denotes an episode
of severe abdominal disorder, which requires
urgent intervention usually best treated by sur-

gery, and encompasses ayspectrum of surgical,
medical, ahwgcal conditions ranging
from trivial to eatening conditions.! The

incidence of acute abdomen during pregnancy
is 1 in 500-635 pregnancies’ Many medical
and gynaecological diseases manifest as acute
abdomen, therefore it is sometimes difficult to
differentiate them.!

Acute abdomen usually manifests by pain,
emanating from the perineum, hollow intes-
tinal viscera, mesentery, or pelvic organs and
may be caused by inflammation or by a
mechanical process such as obstruction, acute
distension, or vascular disturbances. Patients
presenting with abdominal emergencies often
come to hospitals in Africa very late especially
if payment for treatment is required. They
have often been sick for some days with a per-
forated or obstructed bowel. It is due to high
environmental temperature and third space
loss (fluid in the body, which is not available to
the circulation for example oedema, ascites or
other collections). The possibility of drug or
herb ingestion should be considered by asking
about visit to the local healer or ingestion of
local or traditional medications.

Resuscitation and preoperative optimiza-
tion are likely to improve outcome. If pro-

longed, this develops into hypovolaemia,
hypokalaemia, hypochloraemia, and metabolic
alkalosis.* The outcome and survival of the
patient depends on the surgical disease, extent
of the surgery, urgency, degree of preparation
and anaesthetic technique.

Anaesthetic considerations

All emergencies are considered as full stom-
acmd—usually the preoperative fasting guide-
[ines are not feasible with the risk of regurgi-
tw The patient may have
tinderlying poorly controlled medical illness.
There may not be adequate time for detailed
history taking.

The patient may be dehydrated, hypo-
volaemic from bleeding or vomiting with elec-
trolyte derangement. Every patient with an
acute abdomen is severely dehydrated unless
proven otherwise.’ Hypotension and tachycar-
dia will follow as the vascular volume decrease
in relation to the size of the vascular bed.®
Abdominal distension occurs from intestinal
obstruction or other causes of acute abdomen;
it splints the diaphragm and decreases respira-
tory reserves.” If the abdominal distension is
long standing, a chest infection may have
developed.”

Preoperative assessment

Preoperative diagnosis of acute abdomen is
crucial to minimise the morbidity and mortali-
ty especially where the diagnostic facilities are
limited.*® The main purpose of the preopera-
tive treatment is to optimize the patients’ con-
dition and maximise their chance of survival’
Effective preoperative assessment requires
accurate identification of pare-existing prob-
lems, risk assessment, preoperative prepara-
tion, plan of anaesthetic technique and antici-
pation of difficulties that might result during
or after anaesthesia.”
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from the stomach to lessen the likelihood of
aspiration of gastric contents into the tracheo-
bronchial tree during the induction of anaes-
thesia.2*¢"10 The nasogastric tube should be
connected to a reservoir that the effluent can
be measured and allowed to drain freely."" In
some developing countries like Nigeria, an
uribag is connected to the nasogastric tube. In
some very poor settings, latex disposal gloves
are used. Resuscitation may run concurrently
with surgery.
Fluj
the metabolic imbalances should be corrected
;mmw
7y when reasonable correction of
electrolyte and fluid deficiencies has been
achieved should be made.!? The goals of preop-
erative fluid management are to restore vascu-
lar and intestinal volumes, to correct elec-
trolyte and acid-base balance, normalise sys-
temic vascular resistance and optimise oxygen
delivery. Whole blood or packed cells may be
used to restore circulating red bloed cells.®
Urine output is a good indication of renal and
tissue perfusion and should be monitored.

Resuscitation and optimization

Treatment depends on the cause.’ Through .

appropriate planning, the patients’ preopera-
tive condition can then be optimized.” The first
step in the resuscitation process is to obtain
reliable venous access with large bore intra-
venous cannulae in a peripheral vein.
Optimization of the patient is done as far as
possible to allow surgical intervention with
minimal risk to the patient.

Nasogastri be connected for
gastric decompression to remove fluid and air

Choice of anaesthesia

~ In an abdominal emergency, it is always
asSumed that the stomach is full and that an
émergency rapid sequence crash induction
fechnique with cricoid pressure and intuba-
tion of the trachea is carried out.*!" The
¢ndotracheal Intubation is to prevent aspira-

tion. Rapid sequence induction also balances

The isk 6T Tosing control of the airway against
We report of the investiga-

ion results should be known prior to induction
of anaesthesia especially haemoglobin estima-
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tion, urinalysis, serum electrolyte, urea, and
creatinine. Cardio stable drugs will be used.
Because the vital organs of the body such as
liver and kidney can be damaged by electrolyte
imbalances and dehydration, lower doses of
intravenous anaesthetic drugs should be used.

Technique of anaesthesia

Induction

Rapid sequence induction with the applica-
tionl of cricoid pressure will be used at the
induction of anaesthesta, DYags with fittle or
no depressant properties on the cardiovascular
and respiratory system will be used. The major-
ity of patients requiring laparatomy will pres-
ent an aspiration risk and therefore, require
intermittent positive pressure ventilation. The
nasogastric tube is aspirated and removed.
The patient is preoxygenated with 100% oxy-
gen by facemask for five minutes ketamine is
used as the induction agent which is readily
available in developing countries as has good
cardiovascular and respiratory stability and a
potent analgesic. A major feature that distin-
guishes ketamine from other intravenous
anaesthetics is stimulation of the cardiovascu-
lar system.’® Ketamine increases the sympa-
thetic nervous system and circulatory levels of
adrenalin and adrenaline consequently leading
to heart rate, cardiac output, blood pressure,
and central venous pressure.'™® The respirato-
ry rate may be increased and the laryngeal
reflexes relatively preserved.!® Ketamine is an
effective agent in poor risk patients and those
with a tendency to hypotension example rela-
tive hypovolaemia and shock.!” Salivation is
increased requiring therefore antisialogue
premedication is recommended prior to the
use of ketamine.'*202! 1t is difficult to detect
the patient when sleep commences, as the
patient appear to gaze into space and not close
their eyes for several minutes. There is no loss
of eyelash and corneal reflexes.! Loss of verbal
response in conscious patients can be used to
determine when the patient starts sleeping.
There is dissociation from the surroundings.”
Ketamine causes vivid and unpleasant dreams,
hallucinations, and delirium following its use!
which often are frightening? which may be
reduced by the concurrent use of benzodi-
azepines.!®1820 [ntubation is facilitated by the
administration of suxamethonium, a depolar-
izing muscle relaxant. The greatest danger
during the induction of anaesthesia is vomit-
ing or regurgitation of gastric contents into
the pharynx and into the tracheobronchial
tree.f To aid and prevent this complication, an
assistant is required at induction of anaesthe-
sia to apply cricoid pressure once conscious-
ness is lost after administration of the induc-
tion agent. Fasciculations may increase intra-

abdominal pressure and induce regurgitation.
Once the trachea is intubated by direct laryn-
goscopy, it is connected to the breathing cir-
cuit and intermittent positive pressure ventila-
tion commenced. Confirmation of correct
placement of the endotracheal tube is done by
the absence of cyanosis, auscultation for
breath sounds, equal chest movement with
positive pressure ventilation and fill of the
reservoir bag. In patients with pre-existing
tachycardia or hyperthermia, atropine or gly-
copyrrolate is omitted.’ The nasogastric tube is
put in place after anaesthesia has been
induced and the patient intubated.

Maintenance

Atracurium of pancurium may be used for
muscle relaxation. Atracurium has minimal
cardiovascular effects and it releases hista-
mine.? To prevent awareness under anaesthe-
sia, an inhalational agent is administered. The
depth of anaesthesia is hard to assess when
using ketamine infusion for maintenance of
anaesthesia. Two disadvantages that may be
encountered with technique are hypertension
and hallucinations. If the patient is moribund,
ventilation is done with 100% oxygen and a
small dose of ketamine. Shocked patients need
small doses of drugs but a higher concentra-
tion of oxygen." The most important monitor-
ing of the patient is clinical including pulse,
blood pressure, color, respiration, pupil size,
lacrimation in addition to monitoring the sur-
gical field, blood loss, urine output, and fluid
input.®

Reversal and recovery

The end of surgery is the beginning of the
next challenging period® and requires plan-
ning to ensure that the sequence of timing of
cessation of the inhalation agent, reversal of
muscle relaxant with atropine and neostig-
mine return of spontaneous ventilation, suc-
tion of the mouth and pharynx and extubation
of the patient occur smoothly. The assistant
must be ready to start suction and tilt the table
if required.” There has to be some return of
neuromuscular function before patients can be
reversed with neostigmine and atropine.
Extubation is done only return of airway reflex-
es. The patient is extubated until the protec-
tive reflexes have returned, as the risk of
regurgitation is present? In the absence of a
nerve stimulator, the presence of adequate
neuromuscular function at the end of anaes-
thesia may be crudely determined by grip
strength, the patient being able to lift their
head off the pillow for at least five seconds and
the ability to generate a tidal volume between
15 and 20 mL/kg? The patient in recovery
should continue oxygen, have continuous
monitoring of the airway, breathing and circu-
lation and be given analgesia as required.

LPTess

Hospital

Universitario

In the recovery ward, the patient should be
given oxygen and vital signs monitored and
analgesics given.'? The postoperative respira-
tory problems are those related to hypoventila-
tion. Although the intestinal obstruction has
been relieved, there may still be significant
abdominal distension that will inhibit
diaphragmatic motion and the patient may
develop hypoxia and hypercapnia. As the
patient gradually regains respiratory adequacy,
ventilation returns to normal and the patients
can be extubated.® If a drain site was put in
place in the course of surgery, effluent from it
should be noted and documented such as color,
smell, amount and presence or absence of
bloed. In some developing countries, uribag is
used as it does not soil the beddings, is trans-
parent and graded. Where there is no recovery
room/ward as in rural hospitals, the patient
should be monitored closely. The patient must
be transported on a trolley with supporting
sides and which easily tips into the head down
position with facilities for oxygen delivery.
Intravenous fluid, antibiotics, and analgesics
should continue. Blood transfusion is given
when necessary. The required level of postop-
erative care will be influenced by the patients’
general condition.*

Prognosis

The prognosis of the patient with acute
abdomen depends on the time of presentation,
presence, or absence of peritonitis, onset, and
progression of symptoms, age of patient, aetio-
logical factor, level of care, preoperative opti-
mization, and resuscitation and the pre-
mormid condition of the patient.

Conclusions

Acute abdomen is an emergency and a diag-
nostic dilemma. It is regarded as a full stomach
and associated with shock, sepsis, electrolytes
and fluid deficits and losses, compromised res-
piration, acidhase balance. Treatment depends
on the cause but the patient must be resuscitat-
ed by the administration of intravenous fluid,
nasogastric aspiration, close monitoring of
pulse and blood pressure. In hypotension and
patients in shock, ketamine is the better induc-
tion agent. The patient must be intubated to
prevent aspiration and regurgitation. The prin-
ciples of the management of intestinal obstruc-
tion are provision of analgesia, intestinal
decompression, intravenous fluid therapy and if
appropriate surgery. The care of the patient
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includes routine observations, airways, state of
the cardiovascular and respiratory system, oxy-
gen therapy, analgesia, urine output, and early
ambulation postoperatively to prevent deep
venous thrombosis. The postoperative manage-
ment of the acute abdomen patient includes
postoperative pain relieve and monitoring post-
operative pain management is essential for
improved mobility, patient comfort, enhanced
breathing and prevention of gut immobility.
Other aspects of the treatment include adminis-
tration of antibiotics and sometimes intensive
care admission. Good understanding of how to
handle emergencies helps reduce morbidity and
mortality. Proper evaluation, resuscitation and
optimization is paramount in urgent interven-
tions as it reduces the incident of morbidity and
mortality.
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ANAESTHESIA FOR THE PATIENT REQUIRING EMERGENCY ABDOMINAL SURGERY

Professor Garry Phillips, Dr. Harry Aigeeleng, Dr. Gertrude Didei, Dept of Anesthesiology, University of

Papua New Guinea, Port Moresby, PNG.

Introduction

The principles of anaesthesia for the patient requiring emergency
abdominal surgery are common to adults and children, and to
the patient and their anaesthetist wherever they are, and whatever
resources are available, Within this framework, the article will
address the importance of attention to:

Airway

Breathing

Circulation

Drugs

Equipment

Fluids and electrolytes

¢ o000

The major part of the article is about general anaesthesia, with
some comments on regional anaesthesia, which may be the only
option on some occasions.

The Anaesthetist and the Environment

The anaesthetist has to bear in mind a number of things when
preparing to anacsthetise a patient for emergency abdominal * -

surgery. This not only includes the patient’s condition, and the
nature of the surgery, but also the anaesthetist’s own knowledge
and experience, the anaesthetic equipment, and the consumables
and drugs which are available.

The anaesthetist must take into account issues such as the
knowledge and experience of the surgeon, the availability of'an
anaesthetic assistant, and the reliability of services such as oxygen,
suction and power. For emergencies, particularly, there is often
no second chance should a crisis occur, and if fall-back plans
have not been made before starting the anaesthetic,

Pre-Anaesthetic Check

The operating theatre needs to be always ready for an emergency
procedure, so the anaesthetist does not have to waste time cleaning
up and finding things used in the previous case. A systematic
approach is necessary. An example is to check the following
(Table 1).

Table 1 Pre-Anaesthetic Checklist

Fresh Gas Supply

Gas Delivery System
Anaesthetic Gases
Anaesthetic Agents
Breathing Circuit

CO, Absorber

Airway Equipment
Breathing Equipment
Circulatory Equipment
Monitors

Resuscitation Drugs
Resuscitation Equipment

eO0 OO O>O0O66O0O6EECESS

®  Fresh gas supply - is it air, or oxygen. If it is oxygen, is it
supplied by an oxygen concentrator, a cylinder, or from a wall
outlet? What reserves are there in theatre or in the bulk supply?

®  Gas delivery system - is it draw-over, demand flow, or
continuous flow?

®  Anassthetic delivery - will nitrous oxide be used? is the
main agent ether, halothane, enflurane, isoflurane, sevoflurane?
Is the vaporiser full, and does it work? Is it draw-over or plenum?
[s there extra agent available?

¢  Breathing circuit - does it bave carbon dioxide absorption
or not? If so, is it fresh? Is the circuit intact, and does it work?

®  Airway equipment (Figure [, Table 2) - Are there airways
of various types and sizes - oropharyngeal, nasopharyngeal,
endotracheal tubes, laryngeal masks? Are an endo-tracheal tube
introducer and a bougie immediately availabie? Are there a
syringe, clamp, tape, Magitl’s forceps, catheter mount available?
Is there a way to insufflate the trachea with oxygen if the patient
cannot be ventilated or intubated? Can an emergency
cricothyroidotomy be performed? Is there effective suction with
handpieces and catheters?

@  Breathing equipment - Are there face masks of various
types and sizes? What is the main ventilating system? Is there a
self-inflating bag in reserve? Is the equipment for emergency
decompression of a tension pneumothorax available? Is there a
ventilator for long cases?

¢  Circulatory equipment - What intravenous equipment is
there? - syringes, needles, catheters, fluids, ability to infuse under
pressure, ability to warm intravenous fluids.

@  Other equipment - What equipinent is available to warm
or cool the patient? What monitoring equipment is there that
works and has been checked, Complete monitoring can be listed
as follows, bearing in mind that some hospitals will have all of
it, and some will have very little.

® Clinical monitoring by the anaesthetist, of the patient, the
surgery and the equipment.

Pulse, colour, blood pressure, perfusion, skin feel.

Chest movement, breath sounds.

Pupil size, lacrimation

Temperature, urine output.

Pulse oximetry (the most useful electrical monitor)
Capnography (the second most usefui electrical monitor)

ECG(the third most useful electrical monitor)

e © & © & © o o

Airwaypressure, tidal and minute volumes



Blood sugar, haemoglobin level, blood gases
CVP monitoring equipment
Netve stirnulator

Defibrillator

Figure 1. Airway Equipment

Table 2 Airway Equipment

Suction Device
Oral/Nasal Airways
Laryngoscopes
Endotracheal Tubes
Syringe/clamp/tape
Introducer/Stylet

Bougie

Magill's Forceps
Laryngeal Mask Airway
Cricothyroid Insufflation Equipment
Cricothyroid Equipment

For children, is all the equipment of the appropriate type and
size?

¢ Drugs - There are so many, and the choice between them is
often based on arguments which may be relevant in some
environments and not in others

®  Intravenous induction agents (Table 3) - thiopentone is stil]
the commonest agent world-wide, challenged by ketamine in
some places, propofol in others.

&  Inhalational agents (Table 4) - cther and halothane are

common in many parts of the world, enflurane. isoflurane,
sevoflurane in others.

®  Hypnotics - diazepam remains common, but midazolarm is
more useful in anaesthesia because of its more rapid onset and
shorter duration of action.

®  Opioids - morphine is still widely used, and pethidine less
frequently. Fentanyl is increasingly used in anacsthesia because
of its short duration of action.

6  Other analgesics such as paracetamol or indomethacin
suppositories.
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Table 3 Intravenous Agents

Dru Typical Initist Clinical Clinical
& Dose Onset Duration
Thiopentone 4-5 mypfkg 20:36 sec 5-10 min
{ Propofot 1.5 2.3 mgikp 1-2 min
i Midazolam . FOL0.1 gy 2-4 min
Diazepan; : 0.02-0.2mp/kg 3-6 min
Fentany) 1-1.5 megrkg 1-4 min
Morphine 0.05-0.15 mg'kg 310 min 2-3 hes
Pethidine , 0.5-1.% mgkg 2-5 min 23hrs W
Ketamine i ugkg | 20430 se¢ 5-19 1min
Tuble 4 Inhalation Agents )
; __F_,i ................ muk’»'it"/'(.‘:b?T—" ._‘
! : Coneentration | partition Oil/Water .
| Agent MAC" used . coefficient Solubility”
| Elher 1.92 2-13% 12 3 HS
Halothane . 0.76 0.5-3% 23 220
Enflurane 1.68 1.6% 1.9 120
isoflurane .15 1-4% 14 120
Sevoflurane 2 1-6% 0.69 §3
itrons Oxide 104 T ! 0.47 : 22

*with 60% nitrous oxide. MAC is higher if no nitrous uxide is used

®  Muscle relaxants (Table 5) - Suxamethonium is still the
choice for emergencies. Non-depolarising relaxants are now
many. and may be short, medium or long acting, with specific
advantages and disadvantages. Vecuronium, atracurium and
rocuronium are rapidly overtaking pancuronium in many places.
d-tubocurarine, alcuronium and gallamine are still used in some
countries.

®  Other essential drugs include atropine, neostigmine,
adrenaline, ephedrine, an anti-hypertensive, a bronchodilator, a
diuretic, an anti-emetic, and emergency resuscitation drugs
(atropine, caleium, adrenaline, lignocaine) (Table 6).

®  Local anacsthetics - lignocaine, bupivacaine, ropivacaine.
cinchocaine.

Pre-Operative Assessment and Resuscitation

A systematic approach is best - it avoids overlooking important
matters. For the patient requiring emergency abdominal surgery,
with few exceptions, there is time to assess properly, and to
resuscitate, before induction of anaesthesia. Most sensible
surgeons understand this. Even in the few surgical emergencies
whete time to surgery is critical. the anaesthetist must still have
essential information before proceeding.

Bear in mind that patients (and surgeons) do not tolerate
unnecessary delays, If the patient needs investigations and/or
resuscitation, organise it yourself, then you know it has been done
properly. Don’t “leave it to someone else™. If surgery has to be
delayed Yor resuscitation, agree on a time with the surgeon (see
case insert).

- 4
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Tuble 5 Muscle Relaxants
Initial dose Approximate

Drug mg/kg Duration

(min)
d-Tubocurarine 0.5 25-30
Alcuronium 03 20-25
(rallamine 1-2 20-30
Pancuronium 0.t 30-43
Vecuronium 0.1 15-20
Atracurium 0.5 20-25
Cisatracurium 0.15 20.25
Mivacurium a2 10-20
Roguronium 0.6 20-3

—Sde
Su}‘@onimu\p t-1 3.3
D i

D

Tuble 6 §suscitat n Drugs

Drug‘\F-) L

Recomipended Dese

Average Adult Dose T

AJru

0.01-0.([5 mgiky (.5-1 mg

0.02 mgf’

el
ac

0.6--12 mL‘

r\('up
ET. Bride

()"rul"~1 {10%:) N Uml

1ml 1%

There%@mme sitdations Where the patient must go to theatre
) evere foctal distress, uncontrollable
y expanding intracranial lesion (e.g.
extr~ hese sithations, history, examination,
resus n llaw. to he d0n~ “on the run™ and with no delay. In

1t delay for resuscitation is best for

iyide pre-operative assessment and
resuscitatigh into two phasey - initiall (rapid), and definitive (when
there is more time), In the history} essential questions are;

®  When did you last eaf or drink
- ashavinga'full stomagch anyWay )
Have youanyallergiek?.. |
Are you taking any medicati

. drugs or remedies?
Have you had any prqblems pvith previous anaesthetics?
Heart problems, chesfproble|ns, kidney or liver problems?
Diabetes?
Heartburn or reflux?
Fits, faints, or funny
Bleeding tendency?
Pregnancy? '
Infectious disease? - dspecially HIV/AIDS
Malaria, TB

ns, smokmg, drmkmg,, u%mg,

thins?

. Hepatitis,

[n the physical examinatior, look|particularly for evidence of

¢  Difficultairway

k? (But regard these pauems‘
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®  Respiratory abnormalities
®  Cardiovascular abnormalities

Investigations may not be available, or not available in the time
frame. Haemoglobin, urea, creatinine, electrolytes, Chest X-| Ray
and ECG are still the most useful.

Investigations may be clinical, or laboratory. Clinical
investigations arc part of physical examination, and include the
“bedside forced expiratory volume™, measured with a spirometer,
or by listening to rapid exhalation. Laboratory investigations
should always be requested if they will help to identify a problem
which can be corrected. Once ordered, they must be checked and
acted upon. Once again, they may or may not influence a clinical
decision to delay the operation, or to proceed.

Of the more commonly available investigations, Haemoglobin
value must be interpreted in the context of the usual Hb of the
population (which may be 8-9am/d! in some areas, 12-13gm/dl
in others) as well as in the context of bleeding or dehydration. A
Hb of 8gin/dl in a bleeding or dehydrated patient may really be
Sgm/d] when resuscitation is complete, and vascular volume is
expanded, so blood transtusion may be indicated early.

Bloed sugar (or urinalysis for glucese) should always be
measured to allow correction in the diabetic, and to detect diabetic
ketoacidosis masquerading as an abdominal emergency.

Urea and Creatinine and Electrolytes may be helpful, but
should be interpreted in the context of the clinical picture, and
information about whether the patient has pre-existing renal
failure,

Elevation of urea and creatinine may siniply indicate dehydration
and poor renal blood flow, or it may indicate acute or chronic
renal failure. Fluid resuscitation should proceed whatever the
cause, to ensure renal blood flow is improved.

Serum sodium, potassium, chloride and bicarbonate may be
“normal” or “abnormal”. The first step in the acute abdominal
emergency is again expansion of intravascular volume and fluid
resuscitation. [frenal function can be restored, the kidneys will
correct the electrolyte disturbance.

Chioride and bicarbonate tend to balance each other - if one goes

up the other goes down. HVpOthOl acmia (as in pyloric stcnom)
will correct with normal saline’infusion, but be made worse with

Hartimann’s solution, because of the lactate, which is converted

to bicarbonate. A low bicarbonate usually indicates metabolic
acidosis due to poor perfusion, and corrects as the circulation
improves.

Administration of bicarbonate is not often advisable, because it
combines with hydrogen ions and results in formation of carbon
dioxide which must be excreted by increased ventilation. Its
acidosis-correcting-effect is thus short-lived.

Arterial blood gases are the only accurate way of obtaining:
&  PaQ), (Oximetry is a substitute provided perfusion is good)

@  PuCO, (Endtidal CO, is a substitute but in the critically ill
patient, there may be a wide gap between the ETCO, and the
higher PaCQ)., not the normal 6mmHg)
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¢ pH

®  HCO, (which may differ from that measured with serum
electrolytes)

®  Identjfication of whether an acid-base disturbance is an
acidosis or alkalosis, whether either is primarily metabolic or
respiratory, and whether there is secondary compensation for the
primary disturbance.

Chest X-Ray is often useful in patients with abdominal
emergencies when history and examination are not clear cut.
particularly in obese patients. Look carefully for pneumothorax,
haemothorax, effusion, evidence of stomach or bowel in the chest,
* abnormalities in the lung fields (basal atelectasis is common).
size and outline of the cardiac shadow.

ECG may indicate ischaemia, atrial or ventricular enlargement,
abnormalities of electrolytes (as in the peaked T waves of
hyperkalaemia), arrhythmias.

Assess the risk for this patient. Were they perfectly healthy
before the emergency, or did they have mild systemic discase,
significant systemic disease, or life-threatening systemic discase
now complicated by an emergency?

Be aware of common conditions in the population which will

influence resuscitation and anaesthesia, as well as postoperative
care. These may include:

¢  Diabetes

®  Ischaemic heart disease, cardiac failure, hypertension
&  Valvularheart disease

®  Asthma, chronic respiratory disease

®  TB-especially of pleura and pericardium

® HIV/AIDS

&  Malaria

®  Anaemia

@  Liverdisease, renal discase

Identify, pre-operatively if possible, those patients who will
benefit from close observation and care post-operatively in the
High Dependency or Intensive Care Unit. You may be responsible
for care of the patient there. If not, make sure the handover is
good, and that you arc available to help if there are problems.

Resuscitation goes hand in hand with assessment

&  Airway problems such as in severe facial injury must be
managed before induction of anaesthesia.

®  Oxygen should always be given to the critically ill patient,

&  Breathing problems such as asthma or pneumothorax must
be treated before induction of anaesthesia.

@  Circulation problems such as hypovolaemia, or cardiac
tamponade must be treated before induction of anaesthesia.

®  Other emergencies, such as hyperglycaemia and electrolyte
or acid-base abnormalities must have treatment commenced
before induction of anaesthesia.

&  Consider the need for a nasogastric tube. Decide when to
insert the urinary catheter.

Update in Anaesthesia

Resuscitation must be aggressive before and during anaesthesia.
The only excuse for induction prior to resuscitation is if the patient
has a condition which cannot improve without su rgery. This may
include massive intra-abdominal haemorrhage. Even then,
resuscitation must begin before anaesthesia is induced.

Which fluids should be used in resuscitation depends on the cause
of the problem, and what is available. (Table 7). In an adult with
intra-abdominal bleeding, the choice is clearly blood and plasma
expanders such as Haemaccel or Gelafundin or Gelafusin or
Dextran, supported by crystalloids - normal saline or Ringer
lactate (Hartinann’s) solution. In a patient with intra-abdominal
sepsis, the same approach may be needed. but blood transfusion
will depend on the haenioglobin level once vascular volume has
been restored. In an adult with bowel obstruction who is not
shocked, saline or Hartmann’s solution may be adequate. In an
infant with pyloric stenosis, saline is required initially, and
Hartmann’s solution will make the hypochloraemic metabolic
alkalosis worse.

What fluids to give, and how much, depends on the cause of the
emergency. Every patient with shock is an opportunity to revise
your cardiovascular pathophysiology.

Table 7 Intravenous Fluids

Nat K' r HCO3» . Cn™ Mg™
Fluid pumab/L mmaol/L mmol/l muwll. | mmolfL mmeol/L
N/Saline 154 - 154 - - .
Hartmann's 13 3 111 26¢ 2 -
4% Dextrose 3t - 31 - -
in My Satine
$% Dextrose

*as lactate

Tissue perfusion of the whole body depends on an adequate
cardiac output. Cardiac output depends on:

@  Myocardial contractility, which is influenced by
- End diastolic ventricular volume
- End systolic ventricular volume
- Myocardial integrity

®  Enddiastolic volume, or the volume of each ventricle before
it contracts, is influenced by
- End systolic volume
- Preload

@  [End systolic volume, or the volume of each ventricle at the
end of contraction, is influenced by
- End diastolic volume
- Afterload

©  Preload - venous return to the atria depends on blood
volume, vascular capacitance {matching of blood volume to
vascular capacity), posture, venous valves, limb muscle activity,
intrathoracic pressure changes, functioning cardiac valves, normal
atrial contraction, and a reasonable heart rate 1o allow time for
ventricular filling.

®  Afterload - ejection of the stroke volume into the aorta is
influenced by the ability of'the arterial bed to receive the volume,
so that vasoconstriction requires extra cardiac work to generate
the pressure required to eject the blood.
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®  Myocardial integrity depends on the cardiac muscle having
glucose and oxygen to allow it to function properly. It will be
impaired if there is myocardial ischaemia, some electrolyte
imbalances, or if there are toxins (from sepsis) atfecting it, or if
itis exposed to high concentrations of some anaesthetic agents
{intravenous or inhalational).

In an abdominal emergency, the main problem resulting in poor
tissue perfusion may be

®  Hypovolaemia (as in haemorrhage)

®  Hypovolaemia plus vasodilatation (as in sepsis)

®  Hypovolaemia plus vasodilatation plus myocardial
depression (as in sepsis).

In all cases, apart from giving oxygen, the most important thingl

t0 do is to correct the hypovolaemia, start antibiotics, then review
and rethink. In sepsis, use of a “vasopressor” may be wise after
correction of the volume deficit. Although there are several
available, the cheapest and most useful is the catecholamine
adrenaline. If the patient is moribund, intermittent doses of 0.1-
0.5mL of 1:10,000 adrenaline may buy time until an infusion of

3-12meg/minute can be set up (3mg adrenaline in 50mL normal
saline run at 3-12mL/hour).

Note that in a resuscitated patient, it may take several hours for
urine output to improve, even though the perfusion, blood pressure
and pulse rate improve rapidly. In every patient, monitor the
effects of the drug used to check that the desired effects are being
achieved.

How fast fluids should be administered depends on the estimated
deficit and the time available to ensure the circulatory volume is
adequate before induction of anaesthesia. Always use large bore
IV cannulae - more than one if necessary. The aim is to have a
patient who is conscious, pink, well perfused, with a reasonable
pulse and blood pressure prior to induction. Particular care is
required in the very young and the very old.
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Preparation of the Patient for Theatre

Two questions which arise after assessment of the patient has
been completed, and resuscitation is underway, are what about
fasting and what about premedication?

In an abdominal emergency it is always assumed that the stomach
is full, and that an emergency rapid sequence (“crash”) induction
“and intubation of the trachea will be carried out. There is no need
to fast, but there is a need to decide whether emptying the stomach
by nasofastic tube is advisable - as in bowel obstruction, when
VORI or regurgitation of large amounts of TTuid may result in
aspiration or hypoxia.
e

Pre-medication should be restricted to use of opioids
intravenously for analgesia, and atropine if ether or ketamine are
to be used. Hypnotics should not be given, because they increase
the risk of regurgitation and aspiration in these patients.
Antiemetics will not be effective. Antacids and H, antagonists
are most effective for the emergency patient with an empty
stomach, which is rare.

Make sure that any resuscitation measures commenced are
continued up to the time of induction of anaesthesia.

Induction of Anaesthesia

There are two phases, the “countdown” to induction, and
induction itself. The “countdown” is the short period of checking
that everything is ready, and nothing has been missed. (Table 8).
This is when the patient is on the operating table, the assistant is
ready to do anything required, including hand you the sucker,
apply cricoid pressure reliably and effectively, and tilt the table
head down on request. The anaesthetic machine, equipment and
drugs have been prepared and checked. The intravenous line(s)
is running well, The surgeon is scrubbed and the nurses waiting,
The monitors are checked, and readings noted. 100% oxygen
has been administered for 5 minutes. Now it is time to start the
induction sequence, informing the patient that they will feel sleepy
shortly, and that pressure will be applied to their throat (Table 9).

The intravenous induction agent is given slowly until the patient
does not respond, bearing 1n mind that the circulation time may
be slow in these patients. Cricoid pressure is applied
suxamethonium is given, and tracheal intubation performed as
soon as the fasciculations stait {o fade. The cuff'is inflated, and
the patient ventilated with a few breaths of 100% oxygen while
checking the position of the tube. The tube is then secured.
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Figure 2: Cricoid pressure

How do you know the tube is in the trachea? ( Table 10). Because
you saw it pass through the vocal cords, heard bilateral breath
sounds, with no noise over the epigastrium, and the chest moved
uniformly up and down. What else is useful? Capnography is the
gold standard, disposable colour-change discs are the next best.
Without either of these, aspiration of the endo-tracheal tube with
a large syringe will reveal easy aspiration of air if the tube is in
the trachea, with a vacuum if it is in the oesophagus.

Table 8 Pre-Induction ‘Countdown’®

Patient

Surgeon

Assistant to Anaesthetist
Machine Check

Airway Management

Breathing Equipment
Circulation Equipment
Anaesthetic drugs are drawn up
Resuscitation drugs are available
Intravenous

Pre-Oxygenation

Vital Signs

Monitors

Update in Anaesthesia

Ifat this stage you are unable to intubate or ventilate the patient,
tell the surgeon, and start the protocol you worked out before
you started. Maintain oxygenation, maintain cricoid pressure
and follow the sequence shown in Table 11.

Table 10 1s the Tube in the Trachea

See it pass through the cords
Chest moves uniformly

Hear bilateral breath sounds
No noise over epigastrium
Capnography trace

Free air on aspiration of ETT
O, saturation/colour maintained

Table 11 Failed Initial Intubation

Call for help

Maintain cricoid pressure

Ventilate with 100% O,

If you can ventilate

- Reposition head

- Manipulate larynx

- Suction larynx

- Use introducer or bougie

- Reintubate with smaller ETT
® If you can’t ventilate

- Consider LMA

- Consider cricoid insufflation
- Consider cricothyroidotomy

- Consider waking patient up

Table 9 Induction Sequence

Give 100% oxygen
Complete pre-induction ‘Countdown’
Assistant ready
Thiopentone +/- fentanyl
Suxamethonium

Cricoid pressure
Endotracheal tube insertion
- Cuffup

- Check position

- secure tube
Non-depolarising relaxant
O./gas/vapour

Check vital signs/monitors
Check patient safety

Maintenance of Anaesthesia

Maintenance of anaesthesia (Table 12) may be achieved with
nitrous oxide, oxygen and a volatile agent. If there is no nitrous
oxide or it is conira-indicated, an air/oxygen mixture and volatile
agent can be used. If there is no oxygen, just air and volatile
agent, bearing in mind that the amount of the anaesthetic agent
required will be higher than if it is used with nitrous oxide. If
there is no air, oxygen and volatile agent can be used. A non-
depolarising muscle relaxant and intermittent positive pressure
ventilation allows the best conditions for the surgeon. If there
are no relaxants, controlled or assisted ventilation will still assist
the surgeon.

The maintenance phase requires observation and monitoring of
the patient, and of the surgery, with particular attention to fluid
and blood loss. If major surgery is proposed, or if the patient was
dehydrated or hypovolaemic, measurement of urine output is a
good guide to renal perfusion. Keep a careful record of anaesthetic
agents, monitored variables, fluid and clectrolyte balance.

Potential anaesthetic problems that may occur are the
development of high or low airway pressure, desaturation of
haemoglobin, abnormalities in the capnometry trace, hypotension,
hypertension or arrhythmias. For each scenario, have a plan of
how to find the cause of the problem in a logical way. (Table 13).
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Table 12 Maintenance of Anaesthesia

° Maintain Anaesthesia
- Agents/gas mixture
- Opioids
- Relaxants
- Monitor
- Vital Signs
° Monitor
- Bloodloss
- Fluid/blood replacement
- Urine output

Monitoring

The most important monitoring of the patient is clinical, including
pulse, blood pressure, colour, respiration, pupil size, lacrimation,
in addition to monitoring the surgical field, blood loss, urine

output, fluid input. Heart sounds are useful to monitor particularly
in children.
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Other forms of monitoring in the critically ill patient might include
an arterial line for BP and blood gas sampling, and occasionally
a pulmonary artery catheter, which may show that despite a high
CVP, the left atrial pressure, as retlected by the pulmonary
capillary wedge pressure, is low.

Neuromuscular function monitoring is helpful in those patients
who do not breathe well after reversal of muscle relaxants.

In situations where they are available, monitoring of inspired
and expired oxygen, nitrous oxide and volatile agent should be
used. Airway pressure, tidal and minute volume measurements
likewise should be used if available.

Reversal of Anaesthesia

The end of surgery is the beginning of the next challenging period
for the anaesthetist. It requires planning, like it did before
induction. A “countdown” (Table 14) ensures that the sequence
of timing of cessation of the volatile agent, reversal of the muscle
relaxant with atropine and neostigmine, return of spontaneous
ventilation, suction of the mouth and pharynx, and extubation of

The next important set of instrument monitors are pulse oximetry,
end tidal CO, monitoring, ECG and temperature.

If available, CVP monitoring may be a useful guide, particularly
in the patient who you think has had adequate fluid/blood
replacement, but who remains hypotensive. Supported by a high
CVP reading, this may be an indication for adrenaline infusion
rather than more fluid, provided all other causes of hypotension
have been looked for (e.g. pneumothorax, excess anaesthetic
agent).

the patient occur smoothly (Table 15). Again, the assistant must
Table 13 Checking Problems be ready to start suction, and tilt the table if required.

] High Airway Pressure Table 14 Reversal ‘Countdown’

- Misplaced airway/ETT .

- Blocked airway/ETT L Check Equipment

- Kinked airway/ETT ® Chgck drugs

- Bronchospasm ° Assistant ready

- Tension pneumothorax . Turn off agents

- Sticking valve ° Give 100% oxygen
°® Low airway pressure L] Suction

- Where is the leak ? . Reverse relaxant

Desaturation of Haemoglobin ° Check Observations

- Oxygen supply failure L Wait for adequate breathing

- Oxygen delivery failure ® Wait until patient wakes up

- Poor ventilation ® Extubate

- Poor perfusion ° Give 100% O, by mask

- Artefact L DO NOT LET THE PATIENT MISS
o Abnormal CO, trace ABREATH

- Ventilator problem

- Circuit problem Tuble 15 Reversal Sequence

- Circulatory problem

- Airembolism ® Check

- Artefact - Vital signs/monitor
® Hypotensign - iQentify cause and treat - Surgeon is finishing
[ ) Hypertens.lon -'1den.t1fy cause and treat - Assistant ready
° Arrhythmias - identify cause and treat - Time of last dose of relaxant

- Signsof reversal
° Check “Countdown” complete
° Extubate
° Turn patient on side
® Check airway is clear
® 100% O,
° DO NOT LET THE PATIENT MISS
ABREATH
] Check vital signs/monitors
(] ALL HANDS to move patient
. Transfer to recovery
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A final check of observations, and the patient’s ability to maintain
their airway, ventilation and oxygenation, and movement to the
bed or trolley and transfer to Recovery can proceed. Buta number
of things can go wrong at this stage. There may be inadequate
muscle relaxant reversal, and more reversal agent may be
required, or extubation may have to be delayed; extubation may
be followed by regurgitation or vomiting and aspiration; there
may be laryngeal spasm. On the circulatory side, hypotension
may occur while attention is concentrated on airway and
breathing. A plan for each of these events must have been made,
so that no time is lost in detecting and correcting the problem.

Recovery Room Care

Care in the Recovery Room must equal that during anaesthesia
until the patient is capable of looking after their own airway and
breathing, and is fully conscious. Again, use a systematic approach
(Table 16). Any problems must be identified and treated rapidly
(Table 17).

Table 16 Recovery Care

Check vital signs/monitors

Check level of consciousness

Continue oxygen

Check wound

Check urine output

Check respiratory rate, sedation, pain score
Check temperature

Give analgesics as required TV

Check fluids and IV sites

Table 17 Some recovery Problems

° Inadequate breathing

® Regurgitation/vomiting/aspiration
® Laryngeal spasm

L Hypotension

® Not waking up

Update in Anaesthesia

later which the surgeon believes may be due to the anaesthetic.
You can also encourage early mobilisation and chest
physiotherapy to minimise postoperative complications such as
atelectasis, pnewmonia, and deep venous thrombosis.

Table 18 Post Operative Pain relief

° Opioids

- Titrate intravenously to start

- Continue SCI or IMI regularly or
IV infusion

- Wean to simple analgesics

Regional - epidural

Monitor pain on a 0-10 scale

Top-up before mobilisation

Check for side effects

- Respiratory depression

- Sedation

- Nausea/vomiting/itching

- Confusion/hypotension

The patient in Recovery should continue to receive oxygen, have
continuous monitoring of airway, breathing and circulation, and
be given analgesia as required. Specific problems require a plan.
1f the patient fails to breathe adequately, is it due to inadequate
reversal of relaxants, to the persistence of anaesthetic agents and
opioids? Have they continued to bleed or lose fluid since the
anaesthetic finished, and become hypovolaemic? If the patient
fails to wake up, is it because of the drugs given, hypoxia, carbon
dioxide retention, hypoglycaemia, hypothermia, or a medical
complication?

Postoperative Care

The anaesthetist is often the best resource a surgeon has to advise
on post-operative problems such as pain relief (Table 18),
management of nausea and vomiting, fluid and electrolyte
replacement. Get in the habit of visiting all emergency patients
in the ward. You may be able to help, and you can make a note
of any problems recorded on your anaesthetic record or the
recovery record, as well as picking up anything that developed

- Urinary retention

Regional Anaesthesia

Occasionally, there may be a surgeon, an anaesthetist with only
facilities for regional anaesthesia, and a patient requiring
emergency abdominal surgery who cannot be moved to another
hospital. Can anything be done with regional anaesthesia?

The options available are not ideal forms of anaesthesia for
emergency abdominal surgery, but if resuscitation is carried out
and the same principles followed as have been described above,
possibilities include:

®  Spinal anaesthesia

®  Epidural anaesthesia
@  Abdominal field block
®  Para-vertebral block

®  Splanchnic block

Spinal and epidural blocks have been described superbly in
previous issues of Update (see Further Reading). They must not
be used in patients who have not been fully resuscitated.
Abdominal field block is best carried out by paravertebral
intercostal block, first described by Sellheim in 1906, or
paravertebral block, described by Kappis in 1912, Abdominal
field block was first carried out by Schleich in 1899. Posterior
splanchnic block was described by Kappis in 1919. These blocks
have significant complications, and should only be attempted by
those with excellent anatomical knowledge and technical skills.

Further Reading
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Anesthetic Management
Pre-operative Assessment
History

Peritonitis presents as an acute abdomen. Abdominal pain is the most important symptom of
generalized peritonitis. The pain is maximal over the initial site of inflammation; it then proceeds to
involve the whole abdomen as generalized inflammation supervenes. Duration of pain is also
important as a long standing pain (<24-48 h) can necessitate detection of features of sepsis and
multi-organ dysfunction. Pain may be accompanied by nausea and vomiting.[7]

Examination

The examination should focus on the state of intravascular hydration, the presence of shock or
multi-organ dysfunction and the adequacy of hemodynamic resuscitation. Systemic features include
fever, tachycardia, tachypnea and leukocytosis. The abdomen may show distension because of ileus.
Abdominal movements on respiration are poor; the patient can be tachypneic with shallow
intercostal breathing. Tenderness on palpation or rebound tenderness with guarding and rigidity
can be present due to peritoneal irritation and inflammation. Bowel sounds will be absent. Rectal
examination and pelvic examination may reveal tenderness or a painful inflammatory mass.

Hypovolemic shock

Clinical features of hypovolemic shock such as hypotension, tachycardia and oliguria are often
present in the first few days of acute generalized peritonitis. If the circulatory state is uncorrected
and if prompt surgery for the peritonitis is delayed, the patient can deteriorate rapidly, which can
prove fatal.[12] The Hippocratic facies- “hollow eyes, collapsed temple and brown, black, livid or
lead colored face” is the description of the patient affected by generalized peritonitis.

Investigations

Investigations which are recommended in patients are complete blood count including platelet
count, serum electrolytes, liver and kidney function tests, blood sugar and electrocardiogram.
Systemic features of sepsis should warrant investigation like coagulation profile and blood gas
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antibiotic therapy. Imaging studies like X-ray Chest or abdomen in the upright position will reveal
gas under the diaphragm. Paralytic ileus is characterized by marked distension of small gut. If the
patient is too sick for an X-ray in the erect posture, then a left lateral decubitus X-ray of the abdomen
is of help. It may show the presence of free air between the liver margin and the abdominal wall.

Presence of free fluid and gas in the peritoneal cavity after perforation of gut is visible as a fluid
collection with a clear horizontal air fluid level.[7]

Pre-operative predictors of mortality in adult patients with perforation peritonitis

Elective surgery in peritonitis patients have a favorable outcome as compared to emergency
surgery.[20,21] [Table 2] Cohen([22] and Maller et a/.[23] reported a high risk of mortality in persons
over 60 years due to multiple pathological processes preceding concomitantly. Jhobta et al. and
Afridiet al, have stressed that delayed presentation to hospital accounts for significant
mortality.[3,5] Similarly Kocer et ol. found that patients who were admitted after 24 h had a 3.4
times higher morbidity risk than patients admitted before 24 h.[24] The mannheim peritonitis index
(MPI)[25][Table 3] also consider the duration of peritonitis <24 has one of the factor contributing to
mortality.[26] Svanes et al. have reported that a delay of more than 24 h increases mortality by
seven to eight fold, complication rate by three fold and length of hospital stay by two fold, compared
with a delay of 6 h or less.[27] Hypoglycemia during hospitalization occurs in patients with and
without diabetes and has been associated with increased in-hospital mortality.[28,29] Sepsis,
starvation, malignancy and low serum albumin levels were risk factors for developing hypoglycemia.
Depleted glycogen stores, impaired gluconeogenesis and increased peripheral utilization may all be
contributing factors. Renal dysfunction is an important marker of mortality.[30] MPI score include
serum creatinine levels as one of the marker. Mgller et al. have reported renal insufficiency on
admission as an independent risk factor related to mortality, in patients operated for peptic ulcer
perforation.[29,30] Elevated blood lactate levels have been used to define the prognostic value of
occult hypoperfusion in critically ill patients without signs of clinical shock. Vorwerket al. reported a
specificity of 74.3% for mortality with lactate levels of <4 mmol/L in patients with sepsis.[31]
Mikkelsen et al. concluded that intermediate and high lactate levels are independently associated
with mortality in severe sepsis, independent of organ failure and shock.[32] Low values of
bicarbonate levels at admission are also associated with higher mortality in 1CU.[33] Lee et al. .and
Mgiller et al. ascertained metabolic acidosis as an independent predictor of mortality.[34,35,36)
Increased Tumor necrosis factor (TNF)[37], procalcitonin levels[38], and intramucosal gastric pH[39]
have also been used as markers of hypoperfusion resulting from sepsis.

Intraoperative Management




The prlmary goal of anesthesiologist durmg the intraoperative period is to provide safe and optimal

cére. teneral anesthesia with endotracheal intubation and controlled ventilation is the technigue
@Imo@all the laparotomies are done on an emergency basis. A quick and thorough airway

assessment must be done to identify any potential difficulty. One should make sure that appropriate
help is available in the operation theatre. In addition to the standard intraoperative monitoring,
invasive hemodynamic monitoring should be considered in hemodynamically unstable patients.
Special care should be taken to maintain normothermia and fluid, electrolytes and acid base
balance. Advanced age, comorbid illnesses, delayed presentation, presence of features of sepsis or
organ dysfunction are some of the predictors that the patient will require ICU care after

Go to:

Induction of Anesthesia

De-nitrogenation of the lungs, breathing 100% oxygen through a face mask should be considered
before induction of anesthesia. A rapid sequence induction and intubation using succinylcholine to
facilitate tracheal intubation may be required. If the patient is having hyperkalemia or any other

contraindication to succinylcholine, rocuronium can be employed for facilitating neuromuscular
relaxation.[55]

Use of opioids to prevent pressor response to airway manipulation & gentle mask ventilation
(inspiratory pressure >20 cm H20) before tracheal intubation in obese, pediatric, pregnant and
critically ill patients are some of the new emerging consensus.[56]

Options for induction drugs include ketamine, etomidate, slow administration of propofol, or
titrated doses of thiopentone sodium. Most intravenous or inhalational anesthetic agent causes
vasodilation or impaired ventricular contractility, so induction of anesthesia should be a step wise
process, using small incremental doses titrated to clinical response. Ketamine or midazolam may be
used in hemodynamically compromised or critically ill patients. Short acting opioids such as fentanyl,
alfentanil or remifentanil will enable a reduction in the dose of anesthetic induction agent.
Continued volume resuscitation and vasopressor infusions are helpful to counteract the
hypotensive effect of anesthetic agent and positive pressure ventilation.[54]

Go to:

Maintenance of Anesthesia

Anesthesiologist should choose the technique which they believe fits with their assessment of the
individual patient risk factors and co-morbidities and their own experience and expertise. Either
inhalational agents or intravenous agents may be used with opioids. Minimum alveolar
concentration (MAC) of inhalational anesthetic agents is reduced in severe sepsis.[57] During
surgery the hemodynamic state may be further complicated by blood loss or systemic release of
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bacteria and endotoxins. Intravascular volume resuscitation should be continued throughout the
surgical procedure. Intraoperative CVP values may be increased by raised intra-thoracic and intra-
abdominal pressure. Throughout the surgical procedure, cardiovascular parameters (heart rate,
cardiac filling pressure, inotropic state, systemic arterial pressure) can be adjusted to optimize tissue
oxygen delivery. If the patient has intraoperative hypoxemia, it can be managed by increasing the
inspired oxygen concentration. The inspired oxygen concentration can be increased until oxygen
saturation (Sa0,) is at feast 90% and the use of PEEP may be considered. Intraoperative hypothermia

should be avoided as it has been found to be associated with impaired platelet and coagulation
factor dysfunction.[58]

Opioids, NSAIDs, tramadol etc., can be used for analgesia in titrated doses as permissibie by the

renal and hepatic functions of the patient. Local anesthetic functions may get confounded by the .

presence of sepsis, local infection or acidosis.

Go to:

Role of Neuraxial Blockade

Sepsis is considered to be a relative contraindication to regional neuraxial blockade. It should be
o~ — T——
undertaken with caution; since the hemodynamic effects of these techniques in the setting of sepsis
can induce cardiovascular compromise which may be difficult to reverse.[59] Recent blood tests

confirming normal coagulation are required.

s

Embu et al. have reported use of s_ginal ane;thesia for surgery for typhoid perfora}_ip,rLLn rural

African hospital.[60] The anesthesiologist involved had limited training and resources. A sensory
level of T6 was found to be adequate for exploratory laparotomy, though sometimes sedative doses
of ketamine were required to make the procedure more tolerable to the patient. Epidural blockade
hww, but is better to be used as adjunct rather than sole anesthetic.
It is more technically demanding and may not be suitable for rural hospitals, especially where a
catheter needs to be inserted. Recent evidence suggests thoracic epidural blockade to be beneficial
during sepsis by improving gut perfusion.[61] Spackmanet al. have also shown that epidural

analgesia resulted in improvement in gastric mucosal perfusion and the ultrasound appearance of
the small bowel.[62]

While epidurals have very low risk of permanent neurological sequelae, severely septic patients may
be at increased risk of this and other complications.[63]

Go to:

Post-operative Management




In all critically ill patients, analgesia, sedation and mechanical ventilation are maintained at the

conclusion of surgery. Safe transportation of the patient to the ICU and elaborate handover should
also be ensured.
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Obstruction of the small or large bowel accounts
for 20-30% of acute adult surgical referrals. It
affects all ages and is associated with significant
morbidity and mortality, especially at the
extremes of age. Despite improvement in diag-
nostic tools and availability of emergency 24 h
surgical care, the management of intestinal
obstruction is still a challenge. The clinical
course can be protracted or it can be associated
with a life-threatening complication that
requires urgent treatment.

Aetiology

The spectrum of conditions leading to obstruc-
tion is enormous (Table 1). The commonest
cause (45-60%) is abdominal adhesions, the
small bowel being affected in > 90% of cases.
There are two main types of intestinal obstruc-
tion; dynamic (peristalsis working against a
mechanical obstruction) and adynamic (no peri-
stalsis, e.g. paralytic ileus, or non-propulsive
activity, e.g. pseudo-obstruction).

Mechanism and classification

The mechanism of obstruction is as important
as the aetiology, since this influences the like-
lihood of bowel compromise. Four general
mechanisms are recognised: (i) volvulus with
torsion; (ii) incarceration in a confined space
(vascular compromise and infarction likely);
(iit) intrinsic and extrinsic obstruction of the
lumen; and (iv) intussusception. The obstruc-
tion can be located in the high small bowel,
low small bowel and large bowel — each of
these different signs.
Furthermore, it can be complete or incomplete
and acute (several hours) or chronic (weeks).

The obstruction can be classified also by its
effect on the bowel: (i) simple ~ lumen
obstructed but the mesenteric blood flow

presenting with

Table { Classification and differential diagnosis of
intestinal obstruction

Paralytic ileus
Concentric narrowing
Crohn’s discase (benign or malignant stricture)
Neoplasm (lymphoma, adenocarcinoma, other)
Diverticulitis
Resolved ischaemic enterilis
Kinking of a loop
Postoperative adhesions
Incarcerated hernia
Twisting of a loop
Caecal volvulus
Sigmoid volvulus
Midgut voivulus
[ntussusception
Spontancous
Secondary to polyp or mass
Foreign body
Ingested
Gallstone
Pseudo-obstruction

intact; (ii) strangulated — compromised blood
flow; (iii) closed loop — bowel is looped over
itself and obstructed at both ends, accelerating
the onset of symptoms; or (iv) pseudo-obstruc-
tion — no true mechanical obstruction exists.

Pathophysiology

The sequence of events is virtually identical
regardless of the segment affected, cause or
time-course (Fig. 1). In the early stages, bowel
below the obstruction exhibits normal peristal-
sis and absorption until empty. when it contracts
and becomes immobile. In an initial reaction,
the bowel above the obstruction increases its
blood supply and peristaltic activity in order to
overcome the blockage. If the obstruction is not
relieved, the bowel begins to dilate causing a
reduction in the strength of peristaltic contrac-
tions, eventually becoming flaccid. This is ini-
tially protective because it prevents vascular
damage.

The distension proximal to an obstruction is
produced by gas (nitrogen 90% and hydrogen
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Universal findings

Sequestration of fluid and gas proximal to obstruction

Fluid leaks into peritoneum

{

Irritation of peritoneum (peritonitis)

Vascular shifts into peritoneal cavity

Hypovolemia, shock, dehydration

Small Bowel

Increased intra-abdominal
pressure

Reverse peristalsis

L

Pressure on diaphragm Nausea, vomiting, anorexia

Atelectasis Poor nutrient intake
Pneumonia Malnutrition
Dehydration
l

Hypochioraemic alkalosis

#ig. 1 Pathophysiology of intestinal obstruction.

sulphide) caused by bacterial overgrowth and fluid (digestive
Jjuices). The bowel wall becomes oedematous and, eventually,
fluids leak out into the peritoneum causing peritoneal irrita-
tion, contamination and signs of peritonitis. As fluid and elec-
trolytes are sequestered in the lumen and its absorption
impeded, hypovolaemia, electrolyte imbalance, dehydration
and shock occurs. The bowel continues to distend as fluid and
gas continue accumulating, the intramural vessels become
stretched and the blood supply compromised leading to
ischaemia and necrosis. Eventually perforation occurs.

In small bowel obstruction, increased intra-abdominal pres-
sure, if not relieved by vomiting, will lead to diaphragmatic
impingement, limitation of chest wall excursion, basal atelec-
tasis and pneumonia. Nausea, emesis and anorexia are com-
mon. Biochemical investigations reflect sodium and water
loss. Chloride loss, by creating an alkalosis, exacerbates
potassium losses. If the obstruction is in the high small bowel,
biochemical abnormalities will mimic those of gastric outlet
obstruction. If prolonged. this develops into hypovolaemic,
hypokalaemic, hypochloraemic, metabolic alkalosis.

If the obstruction occurs lower in the GI tract, metabolic
acidosis develops because intestinal juice contains more
bicarbonate than chloride. As the bowel becomes inflamed,
there is an increasing loss of protein. Starvation adds to pro-
tein losses and the consequent hypo-albuminaemia exacer-
bates abnormal fluid shifts.

Large Bowel

Gas accumulation -> AmmoniaT-> Alkalosis
|

Abdominal distension
Bowel perforation

Bowel contents leak into peritoneum
1
Peritonitis - Sepsis - Septic shock

In large bowel obstruction, accumulation of methane may
lead to hyper-ammonaemia and alkalosis. However, intestinal
wall ischaemia and bacterial translocation will lead to peri-
tonitis, sepsis and septic shock which are associated with
metabolic acidosis and protein loss.

Clinical features

The clinical features vary enormously depending on the site
and duration of obstruction, presence of complications and
medical co-morbidity of the patient. However, there are 4 car-
dinal features — pain, vomiting, distension and constipation.

In small bowel obstruction, signs and symptoms are evident
soon after the blockade of intestinal transit starts with colicky
pain focalised in the epigastrium or upper quadrant in a
crescendo-decrescendo fashion occurring a few minutes after
eating., Hyperactive bowel sounds and distension may be
detected in upper quadrants with silent lower quadrants. In a
24 h period, up to 8 | of gastrointestinal secretions can accu-
mulate. Nausea and vomiting are early symptoms and bilious
vomiting occurs if the obstruction is distal to the second part
of the duodenum. Vomiting of faeculent material is related to
enteric bacterial overgrowth. Constipation is classical but
watery diarrhoea may occur,

In large bowel obstruction, the clinical course is more silent
in the initial stages. It is heralded by abdominal discomfort
and absolute constipation. The pain tends to be intermittent
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and felt in the lower quadrants and not associated with eating.
Localised tenderness in colonic obstruction may be a sign of
impending perforation. Closed loop obstruction is often asso-
ciated with right iliac fossa pain and is a surgical emergency.

Fluids and electrolyte imbalance occurs with vitamin K
deficiency which can impair coagulation. Depending on the
time of obstruction, the rectum will be empty and only scant
watery or thin ribbon-like stools present. Intestinal obstruction
is one of the causes of intra-abdominal hypertension and, if
untreated, could develop into the compartment syndrome.

The commonest cause of small bowel obstruction is adhe-
sions secondary to previous surgery. The large bowel is more
commonly obstructed by malignancies and volvulus.
Worrying signs are localised tenderness, generalised peritoni-
tis, hypovolaemia, pyrexia and tachycardia.

Diagnosis

History, examination and investigations will confirm the diag-
nosis. A leukocytosis may help differentiate simple obstruction
from strangulated and perforated bowel. Leukocyte counts of
>25,000 dI™' suggest mesenteric occlusion or perforation.

As well as clinical examination, plasma electrolytes, urea,
creatinine, amylase and osmolality help in the assessment of
dehydration or likelihood of complications. The relative defi-
ciency of individual electrolytes can also suggest the site of
obstruction (i.e. hypokalaemia, hypomagnesaemia, hypo-
volaemia or hypophosphataemia are more likely in large
bowel obstruction).

Plain abdominal radiographs will confirm the diagnosis in
60% of cases. Large bowel obstruction often requires a water-
soluble contrast enema to reliably distinguish between
mechanical and pseudo-obstruction. Plain chest radiographs
may reveal subdiaphragmatic air indicating perforation.

The main differential diagnoses are mesenteric ischaemia,
acute pancreatitis and paralytic ileus. However, other causes
of abdominal pain, distension and diminished bowel activity
{e.g. myocardial infarction, pneumonia, acute sickie cell dis-
case, ketoacidosis or drug effects) should be considered.

Anaesthetic management

After a full history, examination and analysis of the pre-oper-
ative investigations, the resuscitation needs of the patient can
be assessed. Discussions with the surgical team will revolve
around the urgency for surgery, need for pre-operative optimi-
sation, pain relief and the availability of postoperative high
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dependency beds if deemed necessary. All cases will need
some degree of fluid resuscitation to restore the circulating
volume and adequate urine output. Most cases secondary to
adhesions do not require surgery. About 90% will resolve
spontaneously with intravenous fluids and nasogastric suction
to decompress the gut,

The majority of cases of intestinal obstruction requiring
surgery are categorised as ‘urgent’ (i.e. surgery needs to be per-
formed within 24 h) allowing the procedure to be performed
during routine operating hours with ready availability of all

grades of anaesthetic and surgical staff. This is a NCEPOD
recommendation.

Pre-operative

A full anaesthesia-related history is essential, including drugs
and recent compliance. Missed medication can effect peri-
operative morbidity. Examination of the patient should con-
centrate on estimation of hydration status and other systems,
as indicated by the history. Assessment guides pre-operative
investigations, resuscitation, pre-optimisation and necessity
for invasive monitoring.

The clinical presentation of intestinal obstruction may vary
enormously, e.g. from mild dehydration in a well nourished
patient, to a shocked, septic patient with severe abdominal
pain and reduced conscious level. Fluid losses from vomiting
and nasogastric aspiration can be measured but third space
and intraluminal losses, especially from the large bowel, can
make estimation of the true fluid deficit difficult. Concomitant
hypo-albuminaemia can exacerbate loss of fluid from the vas-
cular space. Monitoring of fluid replacement is aided by clin-
ical assessment, hourly urine output and biochemical markers.
Central venous pressure measurement is the most common
invasive monitoring technique.

The goals of pre-operative fluid management are to restore
vascular and interstitial volumes and to correct electrolyte and
acid-base imbalances. This will normalise systemic vascular
resistance and optimise oxygen delivery. The initial choice of
fluid is usually crystalloid and the balanced salt solutions
counteract the losses in abdominal obstruction. Colloids are
more appropriate when resuscitation of the vascular space is
the primary aim in the severely hypovolaemic and hypoten-
sive patient.

Patients with intestinal obstruction may be at high risk and_,

~ . . .
benefit (in terms of hospital stay, morbidity and mortality)—

from pre-operative optimisation after initial resuscitation on
the ward. Pre-operative optimisation with inotropes and fluids
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in a critical care area for only 4 h has been shown to reduce
mortality (17% to 3%), length of hospital stay and postopera-
tive complication rates in elective high-risk patients.
Increased oxygen delivery and improvement in tissue perfu-
sion may limit reperfusion injury and reduce the release of
inflammatory mediators. However, these measures may
require HDU admission and invasive monitoring. Although
pre-optimisation has an increasing evidence-base in elective
high-risk surgery, data with respect to emergency surgery are
awaited. The role of invasive monitoring in the high-risk
patient is well recognised and highlighted in the NCEPOD
reports. Despite many years of use, the efficacy of pulmonary
artery catheters is only now about to be investigated in a mul-
ticentre, randomised, controlied trial.

Intra-operative

After adequate preparation and monitoring, anaesthesia is
induced using a rapid sequence induction technique with
cricoid pressure. An nasogastric tube will help decompress the
stomach and reduce the risk of aspiration. Cricoid pressure
should be applied by appropriately trained staff. Choice of
agents for induction and maintenance of anaesthesia is guided
by the condition of the patient. There is a debate over the use

of nitrous oxide (disruption of anastomoses secondary to

increasing intraluminal pressure) and reversal with neostig-
mine has been implicated in anastomoses morbidity.
However, there are insufficient data to allow firm conclusions
and many anaesthetists use both agents.

The need for fluids and blood product replacement is dictat-
ed by the course of the operation but the use of warm fluids and
measures to minimise heat loss (e.g. heated under- and over-
blankets) are paramount. Intra-operative monitoring reflects the
minimal standards set by the Association of Anaesthetists’
guidelines with additional invasive monitoring as required. The
oesophageal Doppler is a relatively non-invasive monitor
which can be useful in assessing cardiovascular status.

The pre-operative establishment of epidural analgesia aids

peri-operative pain control. A recent meta-analysis has
- OnYy

demonstrated thﬁ_tzencfits of epidurals and, theoretically,
improved splanchnic flow may aid recovery. Evidence indicates
that epidural analgesia significantly reduces the incidence of
pulmonary morbidity. Opioid/local anaesthetic combinations
are more effective and safer than either agents used alone.

Postoperative

The required level of postoperative care will be influenced by
the patient’s general condition. NCEPOD recommendations
strongly suggest that an HDU is the most appropriate place,
especially for elderly patients, after emergency surgery.
Regardless of where postoperative care takes place, important
problems to address are:

* Cardiovascular and respiratory monitoring and
stabilization.

* Fluid and electrolyte balance.

» Care of the wound and antibiotic prophylaxis when
indicated.

*  Commencement of enteral nutrition as soon as feasible.
» Thromboembolism prophylaxis.

* Adequate pain relief to facilitate physiotherapy and pre-
vent atelectasis and consolidation.

Epidural analgesia is regarded as the gold standard, but opi-
oid PCA is often used especially if factors render epidural
analgesia unsafe. The multimodal approach to pain control
has its advantages, but care should be taken when using
NSAIDs in patienis who are dehydrated, salt depleted and
elderly. The acute pain team can optimise safe pain relief in
these patients.

& s o
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Colorectal surgery carries significant morbidity and mortality, which is associated with an enormous use of healthcare resources.
Patients with pre-existing morbidities, and those undergoing emergency colorectal surgery due to complications such as
perforation, obstruction, or ischemia / infarction are at-an increased risk for adverse outcomes. Fluid therapy in emergency
colorectal surgical patients can be challenging as hypovolemic and septic shock may coexist. Abdominal sepsis is a serious
complication and may be diagnosed during pre-, intra-, or postoperative periods, Early suspicion and recognition of medical

and / or surgical complications are essential. The critical care management of complicated colorectal surgical patients require
collaborative and multidisciplinary efforts.

Key words: Anesthesia, Colorectal surgery, complications, critical care, emergency, fluid therapy, intestinal

Introduction

Anesthesiologists play a crucial role in the management
of complicated and critically ill colorectal (CR) surgical
patients. In part |, we have reviewed some fundamental
clinical aspects such as stress response, preoperative care
and pain management for CR surgical patients. Specific
and important issues relating to colorectal surgery, such as
emergency surgery, fluid therapy, blood transfusion, and
postoperative complications are discussed in this review.
The management of critically ill colorectal surgical patients
requires meticulous fluid and electrolyte therapy, maintenance
or improvement of systemic and colon oxygen delivery, and
multidisciplinary team involvernent {Figure 1].

Emergency colorectal surgery
Emergency surgery is often required due to complications
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such as perforation, obstruction, or bleeding, depending
on the primary pathology. For colon cancer, the most
common emergency s obstruction followed by perforation.
For diverticular disease, perforation is the most common
indication for emergency surgery. Colonic perforation leading
to secondary peritonitis occurs most commonly in the sigmoid
colon, due to diverticular disease or cancer.!" In patients with
inflammatory bowel condition, urgent surgery may be needed
if there is no improvement with medical therapy. Emergency
surgery may also be required following a complication of

elective surgery, for example, an anastomotic dehiscence or
intra-abdominal abscess.

Severe peritonitis — A dlinical challenge

Many CR surgical patients are septic when a decision for
surgery 1s made. Sepsis may be the first sign of an underlying
problem, or the sole indication for surgery. In extreme cases,
hypovolemic or septic shock leading to organ dysfunction
or failure may be present. In severe cases of peritonitis
(e.g., purulent or fecal), hemodynamic instability should be
anticipated and measures of early resuscitation are vital. Early
input from experienced clinicians, nursing in high dependency
or critical care environment, advanced hemodynamic
monitoring and management {e.g., fluid resuscitation and
use of vasopressors, inotropes) are necessary for optimal
outcome. In addition, pre-existing medical diseases, associated
fluid, electrolyte and metabolic disturbances, and systemic
pathophysiological consequences can be life-threatening.
Early and continued resuscitation is vital. Patients should be
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COMPLICATED COLO-RECTAL
SURGICAL PATIENT
{e.g. perforation, peritonitis,
paralytic ileus,
anastamosis leak)

-

ROLE OF ANESTHESIOLOGIST

MANAGEMENT STRATEGY

~ Prevent/Treat Gl dysfunction and
other systemic complications
~ Optimize Gi and systemic O, delivery

AND CRITICAL CARE

PROVISION OF HIGH DEPENDENCY

(e.g. treatment of Gl sepsis)
- Meticulous Fluid, Electrolytes and

N

Delayed Recovery/Discharge
Death

Nutritional management

~ Multi-speciality collaboration
(e.g. with surgeons, Nutrition and
Wound/Stoma expert)

~ Morbidity and mortality meetings J

Figure 1: Management of complicated colorectal surgical patients. GI -gastrointestinal

managed as per evidence-based recommendations for sepsis.’?
A wide range of bacteria may cause colon-derived intra-
abdominal infections, but facultative and obligate anaerobic
organisms are the most common. The choice of antibiotic
depends on risk factors for specific microorganisms, resistance
patterns, and the patient’s clinical condition.”® Twenty-five
percent of the patients undergoing emergency colorectal cancer
surgery have postoperative medical complications leading to
significant mortality.® Multi-organ dysfunction is the most
common mode of death after emergency colorectal surgery.

Anesthetic management :
There is no specific choice for anesthetic agents or technique for
emergency CR surgery. However, organ supportive measures
sﬁo—ummGnng the intraoperative period. Advanced
hemodynamic monitoring is indicated for fluid resuscitation and
use of vasopressors / inotropes therapy is most likely. L. ittle is
known about the pharmacokmehca and regional hemod ynamics
of intravenous and inhalational anesthetic agents in the presence
of abdomuml sepsis. Some experimental studxes have shown
reduction of mlmmdl alveolar concentration of inhalational
anesthetic agents in the presence of sepsis. Interactions of
vasopressors / inotropes and anesthetic agents, and their effects
on colon microcirculation and oxygenation are not well studied.
Under experimental conditions, sevoflurane and propofol have
been shown to have dnffermg modulatory effects on vasopressor
actlons on gastrointestinal oxygenatlon Bl

The role of epidural anesthesia and e.nalgesxa in septic
colorectal surzical patients is limitéd anmmve
care units is highly Va\@b_]f‘;‘” Consent 1ssues; coagulopathy
nsks cardlovascular mstabxhty, and an increased nsk of
pentomtls g In the presence of sepsis, Tcls o —pﬂural on
itestinal and systemic macro and microcirculation are not
known in humans. ITn expenmen‘tal NoFMmotensive endotoxemia,
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use of the epidural worsened intestinal microvascular mucosal
perfusion, by impeding sepsis-induced redistribution of
blood flow from the muscularis to the mucosa.”! In contrast,
Daude! er al.®® yeported improved intestinal mucosal capillary
recruitment, possibly due to cpidural-related sympathetic
blockade in the presence of sepsis. Conflicting results regarding
effects on intestinal circulation are due to different septic models
and studies on different.animals at different stages of sepsis.!
Effective analgesia with epidural may facilitate weaning from
mechanical ventilation and physiotherapy. Fowever, these
and other benefits such as improvement of gastrointestinal
motility are not proven by scientific studies. Whatever may
be the anesthetic or analgesic agent or techmique used, the
strategies should be to optimize systemic hemodynamics and
prevent deterioration of end-organ function. Commumcatlon
with team vmembers, per lopemtxve management by expt,nen_c':d
staff, planning for postoperative care, and in some cases end-
of-life care are important issues to consider.'? »

Serious risk fector for poor outcome

In a recent study of 30-day postoperative mortality after CR
cancer surgery for the pertod from 1998 — 2006 in the UK,
14.9% (95% C114.2 to 15.7%) of the patients operated as
an emergency died, compared to only 5.8% (95% CI 5.4
tv-6.2%) of those operated upon electively.!'" Emergency
surgery itself is an independent risk factor for short-term
(30 days) and long-term (one year and five years) morbidity
and mortality, for colorectal surgical patients.!#" [i'is a
determinant factor for five-year overall survival (57.5% after
elective and 39.1% after emergency curative surgery) and
cancer-specific survival.!'? In a large series by Sjo et al.,!'*!
25% of the patients with colon cancer required emergency
surgery. [t was associated with an increased complication
rate (38 vs. 24%) and mmtahty (10 vs. 3. 5%) compared to
elective surgery. Fiaz et al!'¥ dna]yzed 102,236 non-elective
surgery cases over I years in the UK. They found the
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30-day in-hospital postoperative mortality rates in patients
with colorectal cancer and diverticular disease to be 13.3 and
15.4%, respectively. In a recent retrospective study comprising
25710 non-emergency and 5083 emergency colorectal
resections by Ingraham et al, the risk for incurring at least
one postoperative complication was 24.0% in non-emergency
and 48.2% in emergency patients,while mortality was 1.9%
in non-emergency and 15.4% in emergency patients.'”!

There is an institutional variation in the quality of care for
these groups of patients."" To improve the quality of care
for emergency CR surgery, institutions should identify and
focus on local factors when planning the delivery of care. Post
emergency surgery outcomes also depend on the postoperative
care environment within a hospital. In an observational study
by Clarke et al,!'"” in which 19.4% of patients died, the
standardized mortality ratio (SMR) was higher for patients
following a Post-Anesthesia Care Unit (PACU) pathway, as
opposed to patients treated in critical care areas, highlighting

the importance of optimized postoperative care in emergency
bowel surgery.

Various risk scoring systems have been suggested to predict
the mortality and morbidity."® In patients with secondary
peritonitis, a combination of the APACHE 11 and the

Mannheim peritonitis index provides the best prediction of
outcome.!'”!

Fluid therapy

During the perioperative period, fluid therapy and
gastrointestinal function may complement or complicate
each other. If fluid therapy is not optimal it may lead to
hypovolemia or hypervolemia [Figure 2.]. This in turn may
cause a delayed recovery of gastrointestinal function and
prevent early oral intake. If gastrointestinal dysfunction (e.g.
PONYV or paralytic ileus) develops during the perioperative

>
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Figure 2: Types of fluid therapy
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period, it may lead to fluid and electrolyte loss (concealed or
revealed) and metabolic problems.

Types of fluid therapy

Various types of fluid therapy [Figure 2] have been described
and studied for CR surgical patients,?? such as ‘standard’
(routine), ‘liberal’ (high volume), ‘restrictive’ (low volume)
or ‘goal directed’ (targeted). Liberal use of fluid during the
perioperative period is often based on the concept of ‘third
space’ loss, fluid loss due to mechanical bowel preparation,
and replacement of pre-existing deficits (e.g., physiological
or pathological). Irrational and unmonitored use of ‘fluid
boluses’ to manage hypotension (e.g., epidural-related)
or low urine output may lead to an excess positive fluid
balance. With restrictive fluid therapy, an earlier oral intake,
gastrointestinal function recovery, and better pulmonary
function are reported. 222" However, restrictive fluid therapy
does not reduce the length of hospital stay either following
conventional or fast track CR surgery. Vasopressors are
more often required in a restrictive group.?? A systematic
evaluation by Bundgaard —Nilsen et al. found a lack of
precise definitions and outcome endpoints among studies
of liberal or restrictive regimens.!?*! Restrictive fluid therapy
and the use of vasopressors may raise concerns about systemic
hypotension and reduced colon blood flow, respectively.
However, in an experimental abdominal surgery model, the
treatment of perioperative hypotension with norepinephrine
during restricted fluid therapy did not impair the small and
large intestine microcirculatory blood flow and oxygenation, ¥

To achieve an optimal fluid balance, goal directed (GD) fluid
administration has been recommended." Stroke volume
measurement using an esophageal Doppler probe has been
used in various studies. Earlier studies had shown that GD
fluid therapy accelerates gastrointestinal function recovery and
1s associated with a shorter hospital stay. However, a recent
double-blinded controlled trial failed to show any benefits of
stroke volume —guided GD over standard fluid management,
and even resulted in an increased length of stay in aerobically
fit patients.”?® Central venous oxygen (ScvO2) —targeted
fluid therapy also did not result in a better clinical outcome
when compared to standard fluid therapy.”?” Targeted fluid
therapy may not show benefits with laparoscopic surgery and
with a fast track recovery program.?® Large, multicenter
randomized controlled trials are necessary before GD fluid
therapy can be established as a gold standard approach. Also,
GD therapy has not been compared with other fluid regimens,
for example, restrictive or liberal and GD fluid therapy using
stroke volume measurement has not been compared with other
endpoints to judge the fluid responsiveness, for example, pulse
pressure variation, systolic pressure variation, stroke volume
variation or mixed venous oxygen saturation.
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abdominal distension
abdominal wall oedema
abdominal compartment syndrome

1 subcutaneous O, delivery
delayed wound healing
wound infection

L

| gastric motility
impaired intestinal peristalsis
paralytic ileus

splanchnic oedema

{ colonic microcirculatory
blood flow and oxygenation
anastamosis dehiscence

Figure 3: Fluid excess in colorectal surgical patients - pathophysiology and complications

Pathophysiology of fluid deficit and excess

Colorectal surgical patients presenting for emergency surgery
(e.g., due to obstruction or perforation) may present with severe
fluid and electrolyte deficits because of insensible and sensible
loss, prolonged starvation periods, and inadequate fluid
therapy or resuscitation. Postoperative surgical complications
such as paralytic ileus, anastomotic leak, and abdominal sepsis
may further complicate fluid and electrolyte management.
In these circumstances, the systemic fluid requirement may
be higher, while the gastrointestinal fluid loss continues.
Consequences of fluid overload may be delayed and are not
easily recognizable in the immediate postoperative period
[Figure 3]. In complicated colorectal surgical patients, flutd
accumulation often occurs occultly within the lumen of the
gastrointestinal tract or the abdominal cavity. Perioperative
fluid and sodium excess must be avoided, as it is associated with
gastrointestinal and systemic complications {Figure 3].293%

Crystalloid or colloid?

The crystalloid —colloid controversy continues for colorectal
surgical patients. However, with an increased safety profile and
their favorable pharmacokinetics, colloids are increasingly used
in bowel surgical patients, particularly during GD therapy.
In an experimental study, goal-directed colloid therapy was
associated with a significant increase in microcirculatory blood
flow and oxygen tension in the small intestine, and in healthy
and perianastomotic colonic tissue.*'32 In contrast, crystalloid
administration, even in large amounts (20ml / kg), did not
improve oxygen pressure in the small and large intestine !
In a comparative study of conservative (8mL.-kg—1-h-1)
versus aggressive (16 to 18 ml-kg—1-h—1) crystalloid fluid
management, during open colon resection, Intraoperative and
postoperative subcutaneous tissue oxygen tension and capillary
blood flow were found to be higher in the latter group.?*
However, large amounts of crystalloid are not recommended
as mechanical bowel preparation, and prolonged fasting has

become less common. Moreover, laparoscopic surgery is
usually not associated with major fluid loss. Intracperative
high volume crystalloid therapy may result in increased
bursting pressure and decreased structural stability of intestinal
anastomoses, possibly due to bowel edema.?”

In summary, during uncomplicated CR surgery, volume,
type of fluid, and its timing of administration may affect
its outcome. During the perioperative period of emergency
colorectal surgery, fluid therapy is more challenging, because
systemic, intestinal, and other regional responses to both fluid
deficit and excess may be complex and diverse. A number
of technical devices are available to optimize fluid therapy.
However, there is no gold standard and magic formula or
endpoint applicable to all patients. It is desirable to prevent
fiuid and sodium overload. Further studies are required to
guide choice of fluids and to identify systemic and regional
endpoints of fluid therapy and resuscitation.

Blood transfusion

Correction of low Hb

Preoperative anemia, mostly iron deficiency, is common in
patients with colorectal cancer and inflammatory bowel disease.
It is due to subclinical or clinical blood loss. Preoperative
hemoglobin, blood loss, and local transfusion protocols are the
key factors influencing allogenic transfusion.¢ For patients
undergoing rectal resection for cancer, it has been found that
age more than 65 years, obesity (body mass index > 27),
preoperative hemoglobin less than or equal to 12.5 g/ dL,
and long duration of surgery (> 6 hours) are predictive of
perioperative blood transfusion requirements.B7!

Oral ferrous sulfate, given preoperatively, to patients
undergoing colorectal surgery offers a simple, inexpensive
method of reducing the need for blood transfusions.® [t
has been suggested that patients with gastrointestinal tract

Journal of Anaesthesiology Clinical Pharmacology | July-September 2012 | Vol 28 | Issue 3 307

FERR)



[Downloaded free from hitp://www.joacp.org on Wednesday, May 11, 2016, IP: 200.74.144.236]

Patel, et al.: Anesthesia for major colorectal surgery ~ specific issues

v

cancer and mild anemia may also benefit from perioperative
erythropoietin as a means to reduce the need for blood
transfusions.®** A combination of iron and erythropoietin
may be even more useful. However, a recent meta-analysis!*!!
concluded that there is no sufficient evidence to recommend
pre- and perioperative erythropoietin use in colorectal cancer
surgery. Intravenous iron and erythropoietin have been shown
to be effective in Crohn’s disease and ulcerative colitis—
associated anemia. Acute normovolemic hemodilution is
feasible for patients undergoing major colorectal surgery and
is effective in reducing allogenic blood transfusion,*?

Risks of blood transfusion

Intraoperative blood transfusion in colorectal surgical patients
is associated with an increased length of stay and higher
cost.™! Intraoperative blood transfusion due to blood loss
1s associated with a more exaggerated immune response
in comparison to preoperative blood transfusion due to

anemia.” Increased L-6 and associated tumor growth -

factors may affect the prognosis after curative surgery for
colorectal cancer.*! Perioperative blood transfusion is also
associated with increased colorectal recurrence rates.™’!
Allogenic blood transfusion is also an independent risk factor
for developing postoperative infections most likely secondary to
immunosuppression.*! Blood transfusions should, therefore,
be administered with strict indications only. Heiss et al.”
suggested that a change in the practice of blood transfusion

might potentially surpass the impact of any adjuvant treatment
strategies.

Critical care

Intestinal blood flow (IBF) and intestinal oxygen delivery
(IOD) are important for normal physiological functions,
such as, absorption of nutrients and formation and excretion
of feces. In addition, during the perioperative period optimal
IBF and IOD are needed to preserve the mucosal barrier
function, peristalsis, and healing of anastomosis. IBF and
IOD may be affected by a wide range of factors in critically
ill colorectal surgical patients.

However, the IBF and IOD are not well-researched in clinical
settings. Most studies are experimental, of short duration
and carried out in different species with limited physiological
or pathological challenge. Effects of anesthetic agents, fluid
therapy, and vasopressors on IBF and IOD are not well
known in humans. Colon blood flow (CBF) and oxygenation
are controlled by a number of local, regional, and systemic
factors. Flow auto-regulation is more pronounced in the villus
circulation than in the muscle layers."*® Total colon blood flow
may vary greatly with blood pressure changes.”? However,
oxygen uptake in the presence of hypotension is maintained
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because of capillary recruitment and local vasodilatation.
Autoregulatory escape has been demonstrated following both
physiological and pharmacological sympathetic activation. 5"
The mechanisms responsible for autoregulatory escape have
not been well-identified.

Critical changes in colon blood flow and oxygenation may occur
without changes in other splanchnic organs (e.g., stomach) and
systemic tissues (e.g., muscle). In some critical conditions, such
as sepsis and hemorrhage, blood flow redistribution within the
colonic wall can also occur.®'52 Patients presenting in septic
shock for emergency surgery may have a 50% reduction in
their colon microcirculatory blood flow. In a porcine model,
postoperative intestinal blood flow was 25% below baseline,
despite adequate volume status.® Increased intra-abdominal
pressure causes significant decrease in bowel submucosal pO,
without similar changes in extra-abdominal (subcutaneous)
pO,.
Strategies to improve IBF and IOD are not well defined.
Fluid therapy and vasopressors / inotropes have been used to
optimize IBF and IOD. However, there is no ideal fluid and /
orinotrope, and no ideal method to evaluate their effects on IRF
and JOD. Intestinal mucosal pH, intestinal luminal PCO2,
and hepatic venous saturation and lactate concentrations have
been suggested as markers of intestinal hypoperfusion.’!
It is beyond the scope of this article to discuss in detail the
critical care of bowel surgical patients. However, in critically
ill, complicated colorectal surgical patients, careful clinical
examination and evaluation, interpretation of monitored
parameters to judge flurd / inotrope responsiveness, and timely
resolution of surgical and medical complications are more
important than specific technological tools.

Morbidity and mortality

Colorectal surgery is a high-risk surgery and associated with
significant morbidity and mortality. Major preoperative risk
factors for post colorectal surgery complications include age
(> 75),55 ASA grade (> 2),5! pre-existing comorbidities
(e.g., cardiorespiratory),®”! low functional capacity as
measured by the cardiopulmonary exercise test (CPET),8
reduced preoperative nutritional status®*® (e.g., anemia,
hypoproteinemia, weight loss), smoking, obesity,® type
of surgery, and its indication (e.g., elective vs. emergency,
cancer vs. non-cancer, right- vs. left-sided lesions), and
presence of shock (in case of emergency surgery). Important
intraoperative risk factors for postoperative complications
are duration of surgery®! (for both laparoscopic and open
surgery), blood loss and blood transfusion,'®? open vs
laparoscopic procedure, conversion to open procedure (in case
of laparoscopy),'®® Mannheim peritonitis index,"® Hinchey
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grade for perforation, presence of shock, hypothermia,
excessive fluid and sodium administration, and surgical Apgar
score’®™ (based on blood loss, lowest heart rate, and lowest
mean arterial blood pressure). Postoperative risk factors for
developing complications are conventional recovery pathways
(compared to enhanced recovery), inadequate pain relief,
excessive fluid and sodium administration,?? low ScvO, ,
sepsis, and late enteral feeding. ‘

The individual surgeon’s practice,'®® and skills (e.g., number
of cases, bowel preparation, handling of intraoperative
complications, surgical technique), experience of the
anesthesiologist,’”) and organizational®® (e.g., access to
high quality hospitals) and institutional factors (e.g., hospital
procedure volume,'®? delays in surgery) also influence the
rate of complications. The perioperative factors mentioned are
part of various predictive models for death related to colorectal
surgery, such as, the POSSUM score and its variants, the
ACPGBI model or the Cleveland clinic foundation colorectal

cancer model. %

Quality improvement measures,”'7? such as, implementation
of care pathways (e.g., enhanced recovery), preoperative
optimization of medical problems, prompt recognition
and management of complications and their risk factors,
developing institutional and organizational capabilities (e.g.,
multidisciplinary teams, availability of critical care beds),
and experienced and skillful teams, are expected to improve
morbidity and mortality.

Mortality

In the UK, the overall postoperative mortality rates continue
to decrease (from 7.04% in 2001 to 4.3% in 2008). This
may be due to a number of factors, including a better selection
of patients who will tolerate and benefit from major surgery,
improvements in service infrastructure to provide optimal
postoperative care, and better surgical technique. The all-
cause, 30-day mortality rate for elective / scheduled procedures
was 3.0% and for urgent / emergency procedures it was
10.8%. It is variable among various hospitals.

In a large study from the US, Davila et al." found the 30-day
postoperative mortality to be reduced from 4.7% (1987 —
1988) to 3.9% (1998 — 2000), resulting in a 22% lower
mortality risk for colorectal cancer patients. Reduced mortality
rates were attributed to a reduction in complications such
as thromboembolism, anesthesia-related complications, and
advances in surgical techniques. A French multicenter study
by Alves et al.", comprising 1421 colorectal surgery patients,
found a similar mortality rate of 3.4%. Important causes of
in-hospital deaths were septic shock, terminal cancer, cardiac
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failure, bronchopneumonia, and acute respiratory distress,
myocardial infarction, multi-organ failure, gastrointestinal
hemorrhage, and stroke. The 30-day, in-hospital mortality,
during emergency surgery is three to four times higher in
comparison to elective surgery.">'¥ It may further increase
two- to three-fold at the end of one year, depending on the
primary pathology (e.g., cancer or non-cancer).!'¥

Morbidity

The overall morbidity (medical or surgical complications) after
emergency CR surgery is 3 to 10 times higher than morbidity
after elective surgery. The incidence of complications varies
from 13 to 37% in most studies after CR surgery.7¥

Medical complications

A wide variety of medical complications can occur
after bowel surgery, with cardiovascular and pulmonary
complications being the most frequent. Lawrence et
al. found a complication rate of 9.6% for pulmonary
complications and 5.7% for cardiac complications in
patients after abdominal surgery.%!

Typical cardiac complications are supraventricular and
ventricular dysrhythmias, congestive heart failure, and
myocardial infarction.”®! Typical postoperative pulmonary
complications after a major colorectal surgery, are acute
respiratory failure, pneumonia, effusions, and atelectasis.
Risk factors and risk-reduction strategies for cardiac and
pulmonary complications including perioperative optimization
and the choice of anesthetic technique have been extensively
reviewed. ¢!

Postoperative bowel surgery patients are at risk of further
medical complications, such as thromboembolic events, renal
impairment, and neurological events. Close postoperative
monitoring, correction of fluid and metabolic imbalances,
and application of standard prophylactic measures (such
as anticoagulants) are essential to limit these complications
to a minimum. Fleming et al.'’”! analyzed data from 52555
patients, following major colorectal surgery, with regard
to the incidence of post-discharge deep venous thrombosis
(DVT) and pulmonary embolism (PE). Even as the overall
incidence of DVT was 0.47%, and incidence of PE was
0.26%, they identified obesity, preoperative steroid use,
coagulation disorders, ASA class Ill, and postoperative
complications, as independent factors, for a significantly
raised risk of thromboembolism, suggesting prolonged
prophylactic treatment for selected patients. Patients in renal
failure have a significantly raised complication risk after
bowel surgery, due to uremia and immunosuppression. Krysa
and Patel”® found the risk of infection to be 60% in this
population. Another frequent complication after abdominal
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Table 1: Common postoperative complications after colorectal surgery

Complication Incidence

Risk factors

Clinical features

Prevention Management Comments
(references)
Paralytig Considered Open surgery Abdominal distention  -Early enteral -Peripheral opioid Multimodal
ileust®48s] '(almost) Emergency surgery Lack of bowel sounds  feeding antagonists approach can
inevitable after Higher ASA grade Delayed passage of -Opioid sparing  -Laxatives, reduce its
abdominal Fluid excess feces and flatus analgesia Prokinetics incidence, severity
surgery -Epidural (effectiveness and duration
Anesthesia unclear)
-Laparoscopic -Correct the
surgery cause e.g.
-Avoid NG-tubes  hypokalemia,
hypomagnesemia
-review
medications
Anastomotic 2 - 4% Impaired microcirculation  Asymptomatic (with -Meticulous -Conservative Increases
leakre-89) intraperitoneal (angiopathy, smoking, CAD) radiological diagnosis) surgical technique, (surveillance, mortality and LOS
anastomoses  Sepsis Local abscess staged procedures, antibiotic significantly.
8 - 12% Higher ASA grade Fecal discharge from protective stomata treatment) May increase risk
infraperitoneal Emergency surgery wounds / drains -Sufficient -Abscess drainage of recurrence of
anastomoses ~ Hypoproteinemia (serum  Generalized peritonitis nutritional support -Re-anastomosis cancer.
protein < 5.5 g / dl), -Avoid MBB NG Effects of type of
anemia (Hb < 9.4g/dD tube, drains fluid, epidural
analgesia
and various
experimental
therapies (e.g., use
of growth factors)
not established
Wound 4.7 — 26% Preoperative steroids Local inflammation -Antibiotic -Antibiotic Increases LOS
infection®®?1] Preoperative radiotherapy = Delayed wound healing prophylaxis treatment as (21 + 15 days,
Higher ASA grade Abscess formation -Laparoscopic per culture and compared to 6 + 4
Diabetes Dehiscence surgery sensitivity days)
Wound contamination Systemic infection -Meticulous -Abscess drainage
Rectal, left colon surgery (sepsis) surgical technique -Wound revision
Operation > 3 hours Meticulous wound / debridement
Perioperative blood care
transfusion -Prevent
perioperative
hypothermia
-Supplemental
oxygen
Abdominal Unclear in Emergency procedures Hypoventilation, -Avoid risk factors -Decompressive -
compartment bowel surgery Abdominal trauma respiratory failure where possible laparotomy
syndrome¥?%%!  patients Large volume fluid Reduced cardiac output -Abdominal
resuscitation Gastrointestinal organ  pressure
Bowe] edema failure measurement
Tense abdomen closure, High mortality

packing

surgery is postoperative delirium, with an incidence of 25
— 35%, especially in the older patient population.t’® This
incidence, after CR surgery, has been found to be 21%
during the first 24 hours, and it persists for up to three days
in 7% of the cases.® In patients with general risk factors
for delirium during hospitalization (severe illness, visual
impairment, cognitive impairment, renal impairment), this
incidence can be significantly higher. Strategies to avoid
postoperative delirium include preoperative optimization
of nutritional and functional status (e.g., mobilization), as
well as adequate perioperative nutritional support and strict
control of hyperglycemia.®" Brouquet et al.'®? also identified
postoperative tramadol administration as a strong risk factor
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for delirium in elderly patients, and recommended avoidance
of tramadol and other atypical opioids (e.g., pethidine) in
this group.

Postoperative urinary retention is a frequent complication
after bowel surgery, the incidence being described with 1.7%
in colon cancer patients, and 9.1% in rectal cancer patients.
Old age, long operations, and additional pelvic procedures
added to the risk of urinary retention.®!

Surgical complications
Common postoperative complications, their risk factors, and
preventive strategies are summarized in Table 1.
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Conclusion

Perioperative outcome after elective colorectal surgery has
improved due to increased awareness and application of
evidence-based and enhanced recovery care principles.
Peri-operative morbidity and mortality in emergency and
complicated colorectal surgical patients remain significantly
high. Abdominal sepsis is a serious complication leading to
multi-organ failure and death in emergency cases. Effects of
anesthetic agents on intestinal blood flow and oxygenation
in the presence of gastrointestinal sepsis and vasopressors
are not known. Timely surgical intervention and prompt
and prudent perioperative management by experienced and
multidisciplinary staff in a critical or high dependency care
environment may minimize the morbidity and mortality.
Large volume fluid therapy may lead to gastrointestinal
and systemic complications. Anesthesiologists could play
an important role to improve the outcome of high risk and
emergency cases, by provision of balancem—therapy and
systemic and mtesummeven
tmcstrategﬁzs and endpoints to achieve these goals are
not well-defined for emergency and complicated colorectal
surgical patients.
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KEY POINTS

o Emergency laparotomy is a common procedure with high mortality and morbidity.
¢ There is a diverse range of causes and surgical treatment, with up to 40% of patients
having sepsis-at the time of presentation.

.o Patients who: are elderly often have multiple comorbidities and a mortality of up to 25%,

* and for those undergoing emergency colorectal resection their life expectancy at 1 year
is around:50%:

o Patients presenting for surgery have deranged body homeostasis and gut dysfunction,
and. a high incidence of sepsis; they are effectively experiencing a complication before
surgery.

o Littleresearch has been done in this area; however, the introduction of standardized path-

»ways of care expediting diagnosis, resuscitation, and sepsis management with urgent
,surgery followed by crmcal care admlssmn may lmprove outcomes

INTRODUCTION

This article reviews the epidemiology and pathophysiology of patients presenting for
emergency intra-abdominal surgery (excluding vascular and trauma-related surgery),
particularly the generic operation known as emergency laparotomy. This procedure is
well known to every anesthesiologist who deals with emergency surgery; however, the
common factor of a surgeon opening an abdomen to manage an intra-abdominal
emergency can have multiple causes, and multiple different procedures are encom-
passed by the overarching term laparotomy. This article examines the organizational
issues that may challenge health care teams trying to optimize care for this group of
patients. It reviews the latest developments and evidence base for anesthesia and
perioperative care pathways to optimize outcomes.
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system issues were identified in 19% and practitioner-related issues in 20% of the
cases of patients who died. These findings suggest that there is significant need for
improvement in perioperative management in high-risk emergency cases.

CONDUCT OF ANESTHESIA

Anesthetists face many challenges with this group of patients. The emergency presen-
tation means there is often minimal time to assess and optimize the patient before
operation. However, a short time spent assessing and resuscitating patients before in-
duction of anesthesia; ensuring that the patient has had broad-spectrum antibiotics, if
appropriate; and that they are resuscitated with satisfactory intravascular volume, car-
diac output, and oxygen delivery can lead to a more stable perioperative period.
Depending on the institute, this can be done in the operating room, an anesthetic
room, or on the ICU. Arterial line insertion and central venous line insertion can be per-
formed to assess the patient. Although a central venous line is not a good predictor of
fluid responsiveness, it is useful for delivering inotropes and to sample blood for
venous extraction. Minimally invasive cardiac output monitoring may also be of
benefit. Many anesthetists and intensivists are now becoming skilled at transthoracic
echocardiography assessment and this can be used to assess cardiac structure and
function, guide resuscitation, and identify perioperative issues such as valve stenosis
and regurgitation and areas of myocardial dyskinesia.

Many patients in this group have a SIRS response or are septic and need vasopres-
sors such as a noradrenaline infusion to maintain mean arterial pressure. Vasopressor
infusions should ideally be commenced once intravascular volume is replete to avoid
occult splanchnic hypovolemia and hypoperfusion; this may not be possible if the pa-
tient’s condition is critical, but the anesthesiologist should be aware that gut perfusion
may be compromised. In elective surgical patients the role of hemodynamic optimiza-
tion and targeting oxygen delivery is still unclear. However, Surviving Sepsis supports
early restoration and maintenance of intravascular volume and mean arterial pressure
with crystalloid and noradrenaline infusions and ensuring adequate oxygen delivery
using inotropes and blood transfusion as necessary.*

Induction and Maintenance of Anesthesia

Anesthetists should aim to induce anesthesia and rapidly secure the airway to avoid
the risk of pulmonary aspiration. A rapid sequence induction is crassically performed
With a predetermined dose of induction agent, suxamethonium, and the addition of
cricoid pressure to reduce this risk. Experienced anesthetists often modify the induc-
tion by using opioids and titration of induction agents to maintain better hemodynamic
stability and use rocuronium to avoid the use of suxamethonium to enable rapid endo-
tracheal intubation. Intubation aids such as a gum elastic bougie and fiberoptic laryn-
goscopes should be immediately available. An awake fiberoptic intubation can be
performed if difficult intubation is predicted.

Anesthesia should be maintained using oxygen-enriched air with a short-acting anes-
thetic such as sevoflurane or desflurane. There is no evidence to support one anesthetic
agent rather than another or to use propofol target-controlied infusions in this group.
Short-acting opioids can be used, such as fentanyl of a remifentanil infusion. Muscle
relaxation guided by a peripheral nerve stimulator should be maintained through the
procedure to help the surgeon. Fluids and blood products should be warmed and
forced-air warming used to maintain normothermia as appropriate throughout the
procedure. Some patients may have sepsis or a SIRS response, and may have pyrexia,
so nasopharyngeal temperature monitoring should be used to guide warming.
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Ventilation should be done using a low tidal volume and high respiratory rate y\_/ith
optimal positive end-expiratory pressure to reduce the risk of acute lung injury.”"**
In order to reduce the risk of microaspiration around the tracheal cuff, which can pre-

dispose to postoperative pneumonia, polyurethane cuffs and correctly sized endotra-
cheal tubes should be used.

ANALGESIA

In g_!gﬂ' e midline laparotomy the use of thoracic epidural analgesia (TEA) offers many
benefits in addition to analgesia, such as reduced use of opioids, reduced pulmonary
complications, reduced thromboembolic risk, reduced incidence of ileus, and reduction
ofthe stress response?®; however, as an emergency procedure its use is more problem-
atic. Patients can be too unstable to insert the epidural before surgery or may have con-
traindications such as sepsis or a coagulation disorder. There may be an opportunity to
insert TEA on the ICU or to use an alternative such as rectus sheath catheters, wound
catheters, and transversus abdominis plane blocks, so where possible consent should
be taken for this before anesthesia.** Intravenous morphine is effective and efficacious
but has the disadvantage of increasing postoperative nausea and vomiting, increasing
the risk of ileus, and increasing somnolence and sleep disturbance.

SURGERY

There is evidence that, for this group of patients, the duration of surgery is critical.*”
Although patients may require a simple procedure, such as oversewing of a perfora-
tion to save their life, others require complex, difficult surgery. The concept of
damage-control surgery was first developed to minimize surgical stress for patients
following major trauma; however, the concept can equally be applied to those patients
undergoing emergency surgery for nontrauma intra-abdominal disorders.?® If the pa-
tient is septic, urgent source control of the sepsis is required. For many procedures
encompassed by the term emergency laparotomy, the surgeon must consider
whether a primary anastomosis and closure of the patient’s abdomen are appropriate
at the time of the initial surgery, or whether these procedures should be delayed until
the patient’s physiologic state has improved.' =7

POSTOPERATIVE CARE

Although in most elective surgical cases it is the intention of the anesthetist to wake
and extubate the patient at the end of surgery, the physiologic processes in this group

of patients may require a period of postoperative ventilatory support in the ICU to opti-
mize outcome. Reasons for this include:

e Septic shock with an oxygen deficit and increased lactate level

e Hemodynamic instability or the need for large doses of vasopressors and
inotropes

Significant acidosis

Massive bleeding with coagulopathy

Requirement for renal support/continuous venovenous hemodialysis
Abdominal distension that can cause significant reduction in functional residual
capacity so that there would be respiratory compromise at extubation

Careful assessment should be made of patients before extubation. Depending on
the length and nature of the intra-abdominal surgery, reassessment of the patient’s
predicted outcome using a scoring system taking into account blood loss,

A= 039
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See the article "Anesthetic management for patients with perforation peritonitis" on page 445.

Perforation peritonitis either chemical or infective is a clinical scenario which remains challenging
for all the specialists involving surgeons, anesthesiologists, and intensivists. There are limited

research publications discussing or evaluating various aspects of perioperative care of such
patients.

This Issue is accompanied with a review, article wherein some. important aspects of the

management of perforation peritonitis have been discussed.[1 [1] However, due to lack of evidence
certain issues still remain unanswered.

Perforation peritonitis is usually considered a surgical emergency; however, we need to rigorously
evaluate evidence-based guidelines concerning the need for an emergent procedure in a
hemodynamically unstable patient.[2] Should we consider all perforation peritonitis patients as
acute surgical emergencies and wheel in the patient to operating room immediately oris there a
window for optimization before wheeling into the operating room? What are the end points for
optimization in all cases prior to surgical intervention?

Time of presentation to hospita! fou definitive management is an important factor for the
morbidity associated with thesepatients. It has been well-reported that majority of patients of
perforation peritonitis present late in our subcontinent, usually with well-established generalized
peritonitis with purulent or fecal contamination and septicemia.[3] End points of optimization
measures in these group of patients still remains a grey area as regards to an evidence-based
approach. Recently, the World Society of Emergency Surgery (WSES) has published an evidence-
based recommendations for management of patients with intra-abdominal |nfect|ons [4] They
have reiterated that any source of infection for intra-abdominal sepsis should be managed at the
earliest.[4] The proposed surgical procedure depends on the anatomical site of infection, the
degree of peritoneal inflammation, the generalized septic response, the patient's underlying
condition, and the available resouréés of the treatment center.[4] Do we have an option of some
minimally invasive surgical strategy or some other initial, temporizing, resuscitative procedure in
physiologically unstable patients?(5] There are some data on the use of abdominal drain
placement instead of an invasive laparotomy in clinically unstable patients of perforation
peritonitis with sepsis until optimal resuscitation has been done.[6] This technique of drain
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placement has been reported for sick infants with necrotizing enterocolitis, while simultaneously
aggressively resuscitating the infants to stabilize the hemodynamic status.[6,7] The meta-analysis
comparing primary peritoneal drainage versus laparotomy for necrotizing enterocolitis in a total of
475 children confirms that there was no statistically significant survival advantage between the
two procedures.[8] The resuscitation measures included stabilization of intravascular volume
status (crystalloid primarily, and/or colloid, blood products), maintaining tissue oxygenation with
appropriate respiratory support or hemodynamic support, correcting acid, base and electrolyte
imbalances, renal function optimization, and evaluating and optimizing coagulopathy.[8] In adults,
it has been reported that laparoscopic peritoneal lavage may be considered safely as an
alternative to conventional management in the treatment of perforated diverticulitis with diffuse
purulent peritonitis.[6,9] The aim remains to obtain some level of physiological stability at the
earliest and then plan for definitive surgical intervention. A multispecialty multicentric well-
controlled randomized trial might be able to define end points of optimization measures.

The management of perforation of bowel due to tumor mass obstruction or rupture is not
straightforward in view of surgical complexity. Colonic perforations are seen in majority of colonic
carcinomas.[10] The treatment plan in such cases needs evaluation, stabilization, and intervention.
Such cases entail not only the risk of sepsis due to bowel perforation, but also have a potential for
peritoneal dissemination of tumor cells in the abdomen. This may be further enhanced by
inflammation and tissue destruction.[11,12]

The laparotomy for perforation peritonitis is usually accompanied with “abdominal wash” and
“peritoneal wash”.[2] The impact of “peritoneal wash” in the presence of sepsis and bacteremia
remains to be scrupulously evaluated. The patients of perforation peritonitis with features of
sepsis undergoing laparotomy are prone for hyv"pothermia in view of disease per se, large fluid
shifts, fluid resuscitation, and general anesthesia which impairs temperature regulation along with
major surgical procedures exposing larger peritoneal surfaces.[13] It has been reported that
correction of perioperative hypothermia improves survival after sepsis by appropriately
modulating the early inflammatory response.[13] It is well-documented that neutropenic patients
are at increased risk for bacterial infections, including sepsis.[14,15] Also, hypothermia may
decrease neutrophil function at the early critical phase of an infection.[16] Increasing the number

of neutrophils during the early phase of bacterial invasion may heip to augment the clearance of
the pathogens.[13]

The authors have summarized certain aspects of management of intra-abdominal infections;
however, this needs to be seen in the light of additional updates.[1,4] The role of early detection
6f severe sepsis and prompt, aggressive treatment of the underlying organ dysfunction to prevent
global tissue hypoxia, direct tissue damage, and multiple organ failure has been emphasized; but
the method of its early detection remains limited at many centers in the Indian subcontinent.[4]




The impact of laparoscopy and associated pneumo-peritoneum in patients of septic perforation
peritonitis remains to be evaluated. It has been recommended that “laparoscopic repair of
perforated peptic ulcers can be a safe and effective procedure for experienced surgeons” and
“laparoscopic peritoneal lavage with placement of drainage tubes is a safe approach for cases of
perforated diverticulitis”.[4] The various predictors of morhidity and mortality in patients has been
well-described by the authors in this issue of the journal and elsewhere as well.[1,17,18] Currently,
many markers and indices have been described, but a single best marker still needs to be
elucidated, especially for assessing such patients of perforated peritonitis with sepsis. These
markers may be important for healthcare facilities with limited resources. The increased blood
urea and serum creatinine has been described as independent predictors of mortality in patients
with perforation peritonitis.[17] Derangement in renal profile may occur due to dehydration,
sepsis, and hemodynamic compromise. These derangements do respond to resuscitation, but the
role of renal replacement therapy should be considered in future.

The role of regional blocks like epidural neuraxial anesthesia, transverse abdominis plane (TAP)
block, etc., needs evaluation in patients of perforation peritonitis with sepsis. Randomized trials on
this issue have been found lacking; however, this issue reports an case of perforation peritonitis
where bilateral TAP block as an sole anesthetic technique with dexmedetomidine infusion for
sedation has been successfully administered.[19] The role of epidural blockade in perioperative
period for laparotomy has been well-emphasized in the literature in view of various benefits like
enhancing gut perfusion, preventing leukocyte endothelium interaction during gut hypopgrfusion,
role in patients with generalized sepsis or bacteremia has not been evaluated with objective
parameters, As a general norm, sepsis is considered a relative contraindication for epidural
blockade by several anesthesiolo"gmi-;:c‘s and no concrete benefit has been reported by it's usiz’in
septic patients of perforation peritonitis.[24] Antibiotics are usually administered in the
EFgoperative period, hence an mnfection may not manifest clinically; and thus prevent us
from evaluating the actual incidence of epidural block infection in patients of sepsis. The evidence
for central nervous system infection after an epidural block in a sepsis patient remains
unestablished.[25] The sepsis induced coagulopathy has been reported to be a factor for not
inserting epidural catheter.[25] The availability of better options like patient controlled -+
intravenous analgesia, regional nerve blocks remains a viable option lest to cause even a slight risk
of morbidity in the absence of a robust safety of an epidural block.

To summarize, the management of perforation peritonitis is quite complex. Keeping in mind the
latest updates in various specialities, we need to modify our management plans for such patients
as well. There is a need of creating evidence regarding the best management protocols for
patients with perforation peritonitis with or without sepsis.
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This review ocuses on the establishmens and implementation of well-defined, evidence-based clinical
pathways in thoracic and abdominal surgeries, to facilitate improved outcomes and avoid complica-
tions, enabling rapid recognition and treatment of complications, Ultimately, this will facilitate the

recovery process and return 10 baseline activity. Patients scheduled for either thoracic or abdominal

. . - Pt > >
surgery often have compromised cardiopulmonary and metabolic Tunctions before surgery, and the

procedure itself may decrease patients’ reserve. Postoperative pain acts as an additional msult to body

reserve, and regional anesthesia cun be the most efficient technique to attenuate this. The greatest

f

postoperative challenge for anesthetists is o atfenuate the stress response and pain sufficiently so that
unctions are not compromised even further. Even the best posteperative regional analgesic techniques

require a smooth and timely transition to oral multimodal pain strategies to maximize their benefits,
® 2008 Elsevier Inc. All rights reserved,

Thoracic surgery

Thoracic surgery patients have compromised pulmonary
function before surgery, and the surgery itself may decrease
total lung capacity, forced expiratory volume, and forced
vital capacity further as a consequence of resection. Post-
operative pain acts as a further insult to pulmonary function
by limiting the degree and frequency of chest wall expan-
sion.! The greatest postoperative challenge for anesthetists
during this procedure is 1o attenuate pain sufficiently so that
pulmonary function is not compromised even further.
Different analgesic modalities have been studied for
open thoracotomy, although the proper analgesic method
for video-assisted thorascopic surgery (VATS) or minimally
invasive thoracic surgeries (“mini-thoracotomy™) is less
clear. Open thoracotomy is considered to be one of the most

Address reprint requests and correspondence: Avinash Sinha,
MBChB, FRCA, Acute Pain Management Service, Montréal General Hos-
pital, McGill University Health Centre, 1650 Cedar Avenue. Montréal,
H3G 1B7. Quebec, Canada. '
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1084-208X/$ -see fi“()m matter € 2008 Elsevier lnc. All rights reserved.
dol: 10.1053/1.trap.2008.09.003

painful surgical procedures, so adequate analgesia is essen-
tial for maintaining proper lung function in the postopera-
tive period.” Systemic oplate-based management alone.
which is otherwise reasonable for minimally invasive tech-
niques, has been shown to be inferior to regional techniques
{thoracic epidural analgesia (TEA) and paravertebral block-
ade (PVB)] in open thoracotomy, as the doses required
result in sedation and respiratory compromise.*™ In a recent
meta-analysis of TEA in cardiac surgery, patients benefited
from fewer dysrhythmias, pulmonary complications, and
earlier extubation, as well as improved static.and dynamic
pain control.® Global reviews of TEA in all surgery types
suggest mortality reduction by one-third in patients allo-
cated neuraxial blockade, which did not differ according to
type of surgery, blockade, or combination with general
anesthesia. Further study is suggested to differentiate
whether the causality is not just due to the avoidance of
general anesthesia.

There are clear consensus guidelines to address the risks
of epidural hematoma recommending insertion or removal
of TEA with normalized clotting, waiting a further | hour




. Sinha and Carli  Regional Anesthesia and Thoracic and Abdominal Surgeries

185

Table 1 (Continued) ’

® Be able to cough and: expéctorate as needed
- @St iniachair three times during the day forat least 30:tg 60 minutes each time

- & Ambulate in-the hauway between 50 to 100 meters; do this at least twice during the day.
'Postoperative day 3

Remove last chest tube if dramage <450 mL/day (reassess in subsequent days if dramage higher).
Advance to full diet with-nutritionat education from. dietician.

Transition from epidural to. oral/J-tube analgesics ONLY WHEN ORAL ROUTE RE-ESTABLISHED

~(Oxycontin + Oxycodone + ‘Acetaminophen = NSAIDs); if epidural stop test successful, remove i.v. lines.

(repeated in subsequent days.if epidural stop test not successful).
Ambulate a-minimum of 3-4X per.day untit discharge.
o Use the incentive:spirometer-in the mid settings
& Be-able toicough and expectorate das:needed
@ Sit in chair three times during the day for:at least 30 to 60 minutes each time L
‘o Ambulate in the hal[way between 50 to 100 rneters, do this at least 2 to 3 times dunng the day
_ Postoperatwe day 452
Continue aspiration. precautlons avoid eating 1f drowsy and avoid ‘recumbence within: 3 hours of eatmg
Transition from epidural to oral analgesics:ONLY WHEN ORAL ROUTE RE-ESTABLISHED
(Oxycontln 4 Oxycodorie + Acetaminophen -+ NSAIDs): if epidural'stop test successfil, remove iv. lines -
“{repeated in subsequent days'if epidiral stop test not:successful).

Ambulate-a minimum of 4X per day until -discharge.
‘@ Use the incentive spirometer in the -mid to_ high settings’
“®:Be able to cough and expectorate as needed
@ Sit'in a chairas much as possible =

& Ambulate in the hallway at least 80 meters or. more, do th1s at least 4 toS times: dunng the day

Postoperahve day 4-67

Refmove 1.v. lines, contmue physmtherapy and  aspiration precautlons

Discharge home:
Postdischarge-strategy

Instrictions while recovering at hoitie ‘and/or-on chemotherapy/radiotherapy: eating normal diet (  supplements), exercise every
day for 1-2 Hours, avoid opioids for pain relief, psychological support.

Clinic visit postop: day 14: check wound and overall recovery.

Discuss:pathology ‘and further treatment. Plan further follow=up..

before subsequent dosing of thromboprophylaxis, and then
waiting the dose interval of the chosen agent before any
further catheter manipulation or removal.’

The risks and benefits of TEA versus PVB in open
thoracotomy have also been widely studied. Although TEA
would theoretically appear to offer stronger pain attenuation
as compared with PVB in open thoracotomy, such has not
been proven to be the case in clinical studies. Continuous
PVB has been shown to be as effective as TEA in managing
postoperative pain and results in fewer hypotensive compli-
cations, less morphine consumption, less urinary retention,
less nausca/vomiting, improved peak expiratory flow rate,
improved oxygen saturation, fewer pulmonary complica-
tions in general, decreased serum cortisol levels, and de-
creased serum glucose levels.® 10 Clearly, pulmonary out-
come equates to the quality of analgesia provided, which
relates directly to the ability to maintain respiratory dynam-
ics in the face of the detrimental effects of posterior—lateral
thoracotomy. The advantage of PVB with respect to TEA,
despite comparable analgesia, is due to a better side effect
profile, related to the absence of neuraxial local anesthetic
(LA) and opiate effects such as retention of urine, hypoten-
sion, nausea, and vomiting.9 Furthermore, PVB avoids
many of the contraindications (sepsis, anticoagulation, and
difficult anatomy) and dramatic neurological complications
(epidural hematoma, infection, abscess) of TEA, providing

an effective and reliable alternative regional anesthetic tech-
nique under such circumstances.'®

Epidural anesthesia and analgesia for thoracic
surgery and outcome

Regional anesthesia techniques such as TEA and PVB
can clearly improve acute pain control, spare opiates, and
improve the associated side effects, alone or in combination
with analgesic adjuncts (Tylenol, antineuropathic as well as
nonsteroidal and steroid antiinflammatory drugs), known to
reduce opiate requirements by an additional 20% to 30%.
Recent investigation of such “multi-interventional” strate-
gies, including early mobilization and feeding, combined
with adequate dynamic pain control, is preferred to “uni-
interventional” studies, now thought not likely to show
improvements in outcome. Regional analgesic techniques
can potentially modify individual stress responses and sub-
sequent organ dysfunction, but outcome benefits may not be
seen unless global perioperative care strategies are concoms-
itantly modified (Tables 1 and 2)."!

The choice of anesthetic technique is a complex medical
decision, relating patient factors, type of surgery, and anes-
thetic risks to outcome, but often dictated and complicated
by coexisting disease. This issu¢ has been studied exten-
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DESPACHO COMISORIO

EXHORTO (=218

NUMERO DE PROCESO -~ 3156 - '
QUIEN PROMUEVE EL PROCESO SR.CARLOS ROBERTO ARANGO BOTERO
MEDICO INVESTIGADO MDS CLINICA UNIVERSIDAD LA SABANA
SOLICITUD

DECLARACION BAJO JURAMENTO
EL TRIBUNAL SECCIONAL DE ETICA MEDICA DE CUNDINAMARCA
ATENTAMENTE EXHORTA

AL

TRIBUNAL DE ETICA MEDICA DE ANTIOQUIA

Para que se sirva hacer comparecer a su Despacho. al doctor Alvaro Sanabria quien
reside en la carrera 42 No. 14-90 apartamento 1707 Edificio La Duquesa de la ciudad
de Medellin, correo electronico alvarosanabria@gmail.com , con el fin de recibirle

declaracion bajo juramento al tenor del cuestionario presentado por la defensa del
doctor Javier Cifuentes Dulce:

1. ¢Inférmele al despacho cuales eran, concretamente, sus funciones como médico

de urgencias, para la fecha del 10 de octubre de 2010, cuando laboraba en la
clinica Teletdn de la ciudad de Bogota?

2. Manifesto usted en su declaracién anterior, lo siguiente “..con los hallazgos

anteriores se hizo un diagnostico de una hernia inguinal izquierda

~encarcelada por lo que se consideré que era un candidato para correccion

de su hernia, en el momento se le explico a la familia el estado del paciente

y el procedimiento quirlirgico que requeria . con sus riesgos y se diligencio

la orden de cirugia...” (negrillas y subrayas nuestras); por facvor aclarenos ; a
que familiares del paciente se refiere?

3. Recuerda usted si dentro de los familiares con los que dice haber hablado, se

encontraba el sefior Carlos Roberto Arango Botero, hijo del paCIente Yy quejoso
en este proceso?

4. Asi mismo, Dr. Sanabria, ¢Digale al despacho, de manera clara y puntual, en

qué consistid la explicacion que dice haberle hecho a los familiares del
paciente acerca de su estado de salud?

5. De igual manera, aclarenos ;qué riesgos fueron los que usted les comumco o}
inform6 a los familiares del paciente?

6. Diganos, ;qué respuesta recibié de ellos, los familiares del paciente, cuando
usted les informd sobre el estado de salud del sefior Carlos Olarte?

7. Dieron éstos, los familiares del paciente, la respectiva autorizacion o
consentimiento para realizar la cirugia?

Calle 147 No.19-50 Of 32 Centro Comercial Futuro Tel: 6279965/72 1
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8. Considera usted que la hernia inguinal que presentaba el paciente, sefior
Arango llevaba varios meses en curso y que sus familiares demoraron en
llevarlo por el servicio de urgencias?

9. Puede usted manifestarnos si la demora de la familia en llevar al paciente
influyd en el deterioro de su estado general?

10. Puede usted manifestarnos, como médico tratante que fue del paciente, ¢cual

debié ser la oportuna atencion que la familia del paciente debié haberle
brindado a éste? ’

11.Tiene algo mas que tenga que agregar?
12.Las demas preguntas que tenga a bien formular el comisionado.
Se agradece el pronto auxilio y devolucion del presente exhorto. Librado en el Tribunal

de ética Médica de Cundinamarca, en Bogota a los diez (10) dias del mes de
noviembre del afio dos mil dieciséis (2016). -

HER@%LMANZA GLADYQFEON

Magistrgdo Instructor Asesora Wb
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GOMEZ ERNANDEZ

MEDASIST

Abogados Especialistas
Responsabilidad Médica

y Derecho Laboral

Doctor :
HERNAN JIMENEZ ALMANZA é\
Magistrado Instructor

Tribunal De Etica Médica De Cundinamarca
Bogota D.C.

Referencia: Proceso FEtico No.3.156 seguido en contra del Dr. JAVIER
CIFUENTES DULCE

HOLLMAN ANTONIO GOMEZ BAQUERO, identificado como reposa al pie
de mi firma, en mi calidad de DEFENSOR del disciplinado, Dr. Cifuentes, me
dirijo a wusted con el fin de solicitarle se sirva DECRETAR LA
PRESCRIPCION DE LA ACCION ETICA DISCIPLINARIA, en favor de mi

representado, con el consecuente archivo.

Esta solicitud, sefior Magistrado, la elevo en virtud a que desde la fecha en
gue ocurrieron los hechos objeto de investigacion, ello es, 10 de octubre de
2011, al dia de hoy, en que se eleva la presente solicitud, han transcurrido
méas de CINCO (5) ANOS, superdndose asi, el término que contempla el
Cédigo Penal en su articulo 83, el que ha de atenderse por analogia, y
expresa remision del articulo 82 de la Ley 23 de 1.981 que dicta:

1 Articulo 83. Término de prescripcién de la accién penal. Adicionado por
la Ley 1154 de 2007, Modificado por el art. 1, Ley 1309 de 2009. La accién

penal prescribira en un tiempo igual al maximo de la pena fijada en la ley, si

fuere privativa de la libertad, pero en ningln caso sera inferior a cinco (5)
afnos, ni excederd de veinte (20), salvo lo dispuesto en el inciso siguiente de

este articulo.
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ARTICULO 82. En lo no previsto en la presente Ley, se aplicardn
las normas pertinentes del Cédigo de Procedimiento Penal.

Siendo claro que en este momento NO puede continuarse con el presente

plenario, por extincién de la accion ética.

Atentamente,

HOLLMAN ANTONIO GOMEZ BAQUERO
C.C.N0.3.170.842 de Silvania Cundinamarca
T.P.N0.111.958 del C.S.J.

033




Departamento de Cirugia

A UNIVERSIDAD

Facultad de Medicina S NACIONAL
Sede Bogotd DE COLOMBIA
Bogot4, 26 de agosto de 2016 DC-CML-201-16
4 TRIBUNAL DE ETICA |
Asesora Juridica cuMEDICA DE !
GLADYS LEON SALCEDO  CUNDINAMARCA |
Tribunal de Etica Médica de Cundinamarca 1106 DIC20is |
- |RECIBIDG
Proceso: Etico Disciplinario No. 3156 o SECRETAERE")A@
Promovido: Carlos Roberto Arango Botero - )

Cordial saludo.

Dando alcance al oficio recibido por la Decanatura de la Facultad de Medicina sobre solici-
tud de un informe técnico de acuerdo al caso de la referencia, atentamente me permito in-
formar lo siguiente:

El acuerdo 371 del consejo de la facultad de medicina “por el cual se establecen los aspectos
académicos y administrativos necesarios para responder solicitudes de autoridades judiciales o admi-
nistrativas, designar peritos, elaborar conceptos y establecer tarifa de cobro a los mismos y se dictan
a otras disposiciones” establece diferentes mecanismos que garantizan la proteccion de los
objetivos misionales, los derechos de los docentes y la sostenibilidad financiera de las acti-
vidades de extensién. Segin los lineamientos del acuerdo, si ustedes estan interesados en la
realizacién de un informe técnico por parte de esta dependencia, solicito que se oficie a la
parte que usted considere pertinente, para que realice la consignacion del costo del informe
y el pago de los honorarios del profesional o profesionales designados para realizar dicho
concepto, que en este caso corresponde a ocho (8) salarios minimos mensuales legales
vigentes (SMMLV) los cuales deberdn consignarse a la cuenta de la Universidad Nacional
de Colombia con los siguientes datos:

1. Entidad: Banco Popular
2. Nombre de la cuenta: Fondo especial Facultad de Medicina
3. Tipo de cuenta: Cuenta de Ahorros
4. Namero de la cuenta: 012 720 058
5. Cédigo / referencia: 20190151
6. Valor consignacién: 8 SMMLV (§ 5.515.632)
7. NIT 899.999.063-3 Universidad Nacional
Carrera 30 No. 45 03
[Pigina 1de 2] Facultad de medicina, edificio 471, 1er. piso Oficina 177  Patrimonio

Conmutador: 57 (1) 3165000 extensién 15106-15107  de todos

Bogots, Colombia "los colombianos

uniacadc_fmbog@unal.edu.co
depcirugi_fmbog@unal.edu.co
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Sede Bogotd | Facultad de Medicina] Departamento de Cirugia

Una vez realizada la consignacién, favor escanear y enviar el soporte en PDF a color (no fo-  Universidad
tos - no imagen) al correo electrénico depcirugi_fmbog@unal.edu.co, y comunicarse al telé- Nacional
fono en Bogotd 3165000 ext. 15107 confirmando el recibido de la consignacién. Para trami- de Colombia
tar y legalizar el ingreso del dinero, es necesario que junto con la consignacién también se

envie fotocopia legible del RUT en caso de ser empresa o si es persona natural, fotocopia de

la cedula y datos bésicos como:

Direccién de residencia

Ndmero de teléfono

Correo electrénico

Datos principales de alguna otra persona que tenga contacto permanente con el ca-
so del demandante

AwN o

Con el fin de verificar su aceptacién para dichos términos, se informa que el plazo maximo
de envio de los soportes de aceptacién y pago tiene una duracién de 15 dfas hébiles a partir
de la fecha de entrega de este oficio.

En caso de aceptar los términos anteriores y una vez se haya surtido el tramite de pago, se
procederd al inicio de la realizacién del informe técnico solicitado por ustedes, de lo contra-
rio se procederd a la respectiva devolucién del caso.

Agradezco su atencién.

Cordialmente,

| / 7 cu/eecﬁ )
—ROBENE CAYCEDS BELTRAN, M.D.

Director Departamento de Cirugia

[Pégina2de2] Direccién completa Patrimonio
Nombre del edificio y nimero de piso  de todos
Teléfono y extensién  |os colombianos
Ciudad, Colombia
sucorreo@unal.edu.co



TRIBUNAL DE ETICA MEDICA DE CUNDINAMARCA
Ley 23 de 1981

Bogota, D.C., 7 de diciembre de 2016
Oficio No. 1202716%

Doctor

RUBEN E. CAYCEDO BELTRAN

Director Departamento de Cirugia
UNIVERSIDAD NACIONAL DE COLOMBIA
Bogota

Apreciado Doctor Caycedo:

Reciba un cordial saludo.

Agradecemos mucho su respuesta al oficio DC-CML-201-16 de fecha 26 de agosto de
2016, sin embargo el Tribunal de Etica Médica de Cundinamarca, carece de
presupuesto para remunerar informes técnicos, razén por la cual, en caso necesario,
se procedera al nombramiento de un perito anestesidlogo ad-honorem (Ley 23 de

1981).

Cordialmente,

7 '/.:,,., ‘ (

GERMAN FRANCISCO URIZX GUTIERRE
Presidente del™TTi

Calle 147 No. 19-50 Of. 32 Centro Comercial Futuro Tel: 6279961/65/72
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BOGOTA, D.C., TRECE DE DICIEMBRE DEL ANO DOS MIL DIECISEIS

SALA PLENA, SESION MIL TRESCIENTAS NOVENTA Y CINCO

PROCEDE LA SALA PLENA DEL TRIBUNAL DE ETICA MEDICA DE
CUNDINAMARCA A RESOLVER LA SOLICITUD DE PRESCRIPCION DE LA
ACCION DISCIPLINARIA PRESENTADA POR EL APODERADO DEL DOCTOR

JAVIER CIFUENTES DULCE, DENTRO DEL PROCESO ETICO DISCIPLINARIO No.
3156.

1. VISTOS

1.1. Con el fin de ilustrar sobre la actividad realizada por el Tribunal de Etica Médica de
Cundinamarca a partir del momento en que recibe esta queja once (11) de noviembre

del ano dos mil quince (2015), nos permitimos hacer un recuento detallado de la
actuacion realizada.

1.2.-El once (11) de noviembre del afio dos mil quince (2015), recibe esta Corporacion
la queja presentada por el sefior Carlos Roberto Arango Botero en contra de los
médicos Eduart lvan Valbuena Hernandez, Sebastidan Rodriguez Molano, Alvaro
Enrique Sanabria Quiroga, Juan Carlos Visbal Morales, Javier Cifuentes Dulce.

1.3.- Teniendo en cuenta que La labor del Tribunal se cifie estrictamente al analisis de
la conducta de los médicos frente a los presupuestos del ejercicio ético de la profesion
de médico previstos en la Ley 23 de 1981 y que no es la entidad competente para
conocer de reclamaciones de tipo econdmico, peticion de indemnizaciones, ni para
juzgar a las personas juridicas como las instituciones de salud que intervinieron en el
caso y siendo Unicamente competente para conocer de los actos médicos en relacion
con el cumplimiento o incumplimiento de la ley 23 de 1981, mediante providencia de
fecha veinticuatro (24) de noviembre del afio dos mil quince (2015) en sesion 1371 se
abrio el proceso disciplinario radicado bajo el No. 3156, para determinar si existio
violacién de las normas que regulan el ejercicio ético de la profesion de médico en
congruencia con la Ley 23 de 1981.

1.4.- Mediante providencia de fecha veinticuatro de noviembre del afio dos mil quince
(2015) se repartio el proceso al doctor Hernan Jiménez Almanza para que ordenara y
practicara las pruebas que considerara necesarias y rindiera ante la Sala, agotada la
etapa probatoria, su informe de conclusiones.

1.5.- Mediante providencia de fecha veintisiete (27) de noviembre del ano dos mil
quince (2015) el Magistrado Instructor decret6 las pruebas correspondientes. (folio 18
cuaderno 1 del expediente).

1.6.- Mediante oficio 1253 del treinta (30) de noviembre del afio dos mil quince (2015),
el Tribunal oficid a la Clinica universitaria teleton solicitandole la historia clinica del
sefor Carlos Alberto Arango Olarte.

1.7.- Mediante sendos oficios de fecha treinta (30) de noviembre del afio dos mil
quince (2015) que aparecen a folios 21 a 25 del cuaderno 1 del expediente, se
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comunico a los médicos Javier Cifuentes Dulce, Alvaro Enrique Sanabria Quiroga,
Sebastian Rodriguez Molano, Eduart Ivan Valbuena Hernandez y Juan Carlos Visbal
Morales, la apertura del proceso ético disciplinario, radicado bajo el No. 3156.

1.8.-  Mediante oficio de fecha dos (2) de diciembre del afio dos mil quince (2015) se
cito al denunciante Carlos Roberto Arango Botero con el fin de escuchar su testimonio.

1.9.-- El dia catorce (14) de diciembre del afio dos mil quince (2015) se recibe de la
clinica universitaria de la Sabana la historia clinica del paciente Carlos Alberto Arango
Olarte tal y como a aparece a folios 27 a 110 del cuaderno 1 del expediente, asi como
el listado de los médicos que intervinieron en el manejo del paciente.

1.10.- El dia primero (1) de febrero del afio dos mil dieciséis (2016) se envia a los
medicos Eduart Ivan Valbuena Hernandez, Sebastidan Rodriguez Molano, Alvaro
Enrique Sanabria Quiroga, Juan Carlos Visbal Morales, Javier Cifuentes Dulce, una

nueva comunicacion sobre la apertura del proceso a la direccidon que suministréd la
clinica Teleton.

1.11.- EI dia primero (1) de febrero del afno dos mil dieciséis (2016) se recibe el
testimonio del sefior Carlos Roberto Arango Botero , quien se ratifica en la queja

presentada y rinde su declaracion tal y como aparece a folios 111 a 113 del cuaderno 1
del expediente,

1.12.- El dia dos (2) de febrero del aflo dos mil dieciséis (2016) se cita a los doctores
Eduart lvan Valbuena Hernandez, Sebastidn Rodriguez Molano, Alvaro Enrique
Sanabria Quiroga, Juan Carlos Visbal Morales y Javier Cifuentes Dulce a rendir version
libre dentro del proceso que nos ocupa (folios 114 a 125 del cuaderno 1 del
expediente).

1.13.- El dia tres (3) de febrero del afio dos mil dieciséis (2016) el medico Alvaro
Sanabria solicita se le envie despacho comisorio al Tribunal de Etica meédica de

Antioquia para rendir su versién libre por cuanto se encuentra laborando en la ciudad
de Medellin.

1.14 - El dia cuatro (4) de febrero del afio dos mil dieciséis (2016), tal y como aparece a
folio 130 y 131 del expediente se libra exhorto comisorio al Tribunal de Eti.ca Médica de
Antioquia con el fin de que se reciba version libre al doctor Alvaro Sanabria.

1.15.- El dia veinticuatro (24) de febrero del afio dos mil dieciséis (2016) se escuch¢ la
version libre del doctor Eduart lvan Valbuena Hernandez, folio 132 a 134 del cuaderno 1
del expediente.

1.16.- El dia veinticuatro (24) de febrero del afio dos mil dieciséis (2016) se escucho la
version libre del doctor Juan Carlos Visbal Morales, folio 135 a 137 del cuaderno 1 del
expediente.

1.17.-El dia veinticuatro (24) de febrero del afio dos mil dieciséis (2016) se escucho la
version libre del doctor Javier Cifuentes Dulce, folio 138 a 140 del cuaderno 1 del
expediente.

1.18.- El dia veinticuatro (24) de febrero del afo dos mil dieciséis (2016) tal y como
aparece a folios 142 a 143 del expediente, se envié nuevamente el despacho comisorio

Proceso Etico Disciplinario No. 3156 .
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al Tribunal de Etica médica de Antioquia para recibir la versién libre del doctor Alvaro
Sanabria.

1.1_9.- El dia ocho (8) de marzo del afio dos mil dieciséis (2016) tal y como aparece a
folios 144 a 147 del expediente se recibe de' Tribunal de Etica Medica de Antioquia la
version libre que ante esa Corporacion rindio el doctor Alvaro Sanabria Quiroga.

1.20.- El dia veintidos (22) de abril del ano dos mil dieciséis (2016) el doctor Alvaro

Enrique Sanabria designa a la doctora Adriana Constanza Mendoza Mendoza como
apoderada.

1.21.- El dia diez (10) de mayo del afio dos il dieciséis (2016) tal y como aparece a
folios 149 a 163 del expediente el Magistrado Instructor doctor Hernan Jiménez
Almanza present6 ante la Sala Plena su informe de conclusiones.

1.22 .- El dia veinticuatro (24) de mayo del afio dos mil dieciséis (2016) en sesion 1381,
la Sala Plena del Tribunal acogiendo el informe de conclusiones presentado por el
doctor Hernan Jiménez Almanza declaré que no existia mérito para formular cargos en
contra de los doctores Eduart lvan Valbuena, Alvaro Enrique Sanabria Quiroga y Juan
Carlos Visbal Morales, por las razones expuestas en la parte motiva del citado proveido.
En consecuencia declard precluida la investigacion en contra de los médicos citados.

1.23.- En la misma providencia se declard gue existia mérito para formular cargos en
contra del doctor Javier Cifuentes Dulce, por las razones expuestas en la parte motiva
de dicha providencia.

1.24 - El dia primero (1) de junio del afio dos mil dieciséis (2016) se sefala el dia 21 de
junio de 2016 para escuchar la diligencia de descargos del médico Javier Cifuentes
Dulce y se le comunica al médico esta decisitn.

1.25.- El dia catorce (14) de junio del afo dos mil dieciséis (2016) el medico Javier
Cifuentes Dulce solicita el aplazamiento de la diligencia de descargos argumentando
situaciones de indole familiar, razén por la cual, mediante providencia de fecha 21 de
junio se sefiala el dia 26 de julio para escuchar la diligencia de descargos del médico
Javier Cifuentes Dulce situacion que se le notifica al médico tal y como aparece a folio
184 del expediente.

1.26.- El dia doce (12) de julio del afio das mil dieciséis (2016) el médico Javier
Cifuentes Dulce nombra como su apoderado al doctor Holman Antonio Gémez Baquero
a quien se le expiden copias del proceso previa solicitud.

1.27 .- El dia veintiséis (26) de julio del afio jos mil dieciséis (2016) la Sala plena del
Tribunal escuchd los descargos presentados por el médico Javier Cifuentes en
compania de su apoderado, tal y como consia en el acta correspondiente que obra a
folio 188 a 198 del expediente.

1.28.- Dentro de la diligencia de descargos se acompafiaron los siguientes
documentos los cuales se ordenaron tener como pruebas y agregarlos al expediente:

a.- Literatura medica sobre hernias externas incarceradas en pacientes
octogenarios, de José A. Alvarez, Ricardo F. Baldonero, Isabel Garcia, José A.
Suarez, Paloma Alvarez y José I. Jorge, Servicio de cirugia general. Hospital San
Agustin, Avilés Espafia. (folios 213 a 218)

(OS]
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b.- Hoja de vida del medico Javier Cifuentes Dulce y documentos confirmatorios de
sus datos personales. (Folios 219 a 318)

1.29.- Mediante providencia de fecha nueve (9) de agosto del afio dos mil dieciséis
(20186), la Sala plena del Tribunal en cumplimiento de lo expuesto por el articulo 40 del
decreto 3380 de 1981 vy del articulo 81 de la Ley 23 de 1981 orden6 ampliar el
informativo y practicar las pruebas solicitadas por la defensa en la diligencia de
descargos como fueron los testimonios del denunciante el sefior Carlos Roberto
Arango Botero, de los doctores Juan Carlos Visbal Moreno, Paula Andrea Gaitan y
Laura Triviio Gémez, diligencia para la que sefialo el dia diecisiete (17) de agosto del
afio dos mil dieciséis (2016). Se ordené también a solicitud de la defensa, el testimonio
de los doctores Eduart lvan Valbuena Hernandez, Andrea del Pilar Forero Garzén vy
Fabio Rosero Alvarez, para lo cual se sefialo el veintinueve (29) de agosto del afio dos
mil dieciséis (2016) y se ordend librar despacho comisorio al Tribunal de Etica Médica
de Antioquia para escuchar el testimonio del doctor Alvaro Enrique Sanabria Quiroga.

1.30.- Asi mismo se orden6 en congruencia con la peticion de la defensa oficiar a la
Universidad Nacional de Colombia con el fin de que perito anestesidlogo absolviera el
cuestionario planteado por e defensor del médico Javier Cifuentes Dulce.

1.31.- De oficio se designé como perito experto en anestesiologia la doctor Edgar Cely
Rodriguez.

1.32.- El dia diez (10) de agosto del afio dos mil dieciséis (2016) se libraron los oficios
correspondientes citando a los testigos Carlos Roberto Arango Botero, Juan Carlos

Visbal Morales, Laura Trivifio Gémez y Andrea del Pilar Forero Garzon, para escuchar
su testimonio.

1.33.- El dia once (11) de agosto del afio dos mil dieciséis (2016) se libré el oficio
0827/16 al decano de la Universidad Nacional de Colombia con el fin de que designara
un perito anestesidlogo que diera respuesta a las preguntas formuladas por la defensa,
tal y como aparece a folio 17 del cuaderno 2 del expediente.

1.34.- El dia dieciséis (16) de agosto del afio dos mil dieciséis (2016) se recibe
comunicacion del representante Legal de la Universidad de la Sabana quien informa
que los médicos Laura Trivio Gémez, Paula Andrea Gaitan y Juan Pablo Visbal, no
recibieron la citacion toda vez que no se encuentran de tiempo completo en la clinica y
fue imposible citarlos con el debido mandato.

1.35.- El dia diecisiete (17) de agosto del afio dos mil dieciséis (2016) el representante
legal de la Clinica Universidad de la Sabana informa que la doctora Laura Trivifio
Gbémez no labora en la institucion y envia la direccion de su ultimo domicilio.

1.36.- El dia diecisiete (17) de agosto del afio dos mil dieciséis (2016) tal y como
aparece a folios 12 del cuaderno 2 se deja la constancia de que se hizo presente el
apoderado de la defensa y las personas citadas no comparecieron razoén por la cual se
ordend una nueva citacion para el dia 29 de agosto de 2016.

1.37.- El dia veintinueve (29) de agosto del afio dos mil dieciséis (2016) se recibio el
testimonio de la auxiliar de enfermeria Andrea del Pilar Forero, de la auxiliar de
enfermeria Laura Trivifio Gémez, de la auxiliar de enfermeria Paola Andrea Gaitan, del
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doctor lvan Valbuena Hernandez y del doctor Juan Carlos Visbal Morales, quienes
declararon sobre el manejo del paciente en la clinica universitaria Teleton.

1.38.- El dia veintinueve (29) de agosto del afio dos mil dieciséis (2016) se recibe
correo electrénico suscrito por el sefior Carlos Roberto Arango Botero quien manifiesta
que le es imposible asistir a la ampliacion de su testimonio por razones laborales.

1.39.- El dia treinta (30) de agosto del afio dos mil dieciséis (2016) se envio despacho
comisorio al Tribunal de Etica Médica de Antioquia para recibir el testimonio del doctor
Alvaro Sanabria.

1.40.- El dia seis (6) de septiembre del afio dos mil dieciséis (2016) se le comunica al
perito Edgar Cely su nombramiento y se le fija fecha para tomar posesion del cargo.

1.41.- El dia trece (13) de septiembre del afio dos mil dieciséis (2016) se hizo presente
ante la Sala plena del Tribunal el perito Edgar Cely Rodriguez quien tomé posesion de

su cargo y a quien se le formul6 el cuestionario que obra a folio 47 y 48 del cuaderno 2
del expediente.

1.42.- El dia cuatro (4) de octubre del afio dos mil dieciséis (2016) se recibe el
dictamen pericial absuelto por el doctor Edgar Celis Rodriguez, tal y como aparece a
folios 52 a 56 del cuaderno 2 del expediente, dictamen al cual se acompafia la literatura
meédica que obra a folios 57 al 94 del informativo.

1.43.- El dia diez (10) de noviembre del afio dos mil dieciséis (2016) se libré despacho
comisorio al Tribunal de Etica Médica de Antioquia con el fin de someter al doctor
Alvaro Sanabria el cuestionario formulado por la defensa en su calidad de testigo.

1.44 - El dia once (11) de noviembre del afio dos mil dieciséis (2016) el apoderado del
médico Javier Cifuentes Dulce solicita se declare la prescripcion de la accion
disciplinaria teniendo en cuenta que los hechos ocurrieron el dia 10 de octubre de 2011.

Procede la Sala Plena del Tribunal de Etica Médica de Cundinamarca resolver
previas las siguientes

2. CONSIDERACIONES

2.1. La prescripcion de la accion es un fenémeno juridico que permite extinguir la
potestad punitiva del Estado por el transcurso del plazo previsto por el legislador para
establecer la responsabilidad -formular la imputaciéon e imponer la pena o sancion- y
que en relacion con la pena impide que ésta pueda ser aplicada si por la inaccion
estatal no se logra su ejecucion dentro del lapso sefialado en la ley.’

2.2. Dispone la Constitucion Nacional en su articulo 28 “...En ningun caso podra haber
detencion, prision ni arresto por deudas, ni penas y medidas de seguridad
imprescriptibles”. No obstante el mandato constitucional, no existe en la ley 23 de 1981

Conseio de Estado. Sala de Consulta v Servicio Civil. conseiero ponente: Flavio Auausto Rodriauez Arce. cinco (5) de diciembre
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ninguna previsién normativa relacionada con la prescripcién y menos ailn sobre su
posible interrupcion de esta manera corresponde a los Tribunales la tarea de
determinar cuando ocurre la prescripcién ante los procesos ético disciplinarios,
prescripcion que tiene como consecuencia la extincién de la accion ética disciplinaria.

2.3. Ordenan el articulo 82 de fa Ley 23 de 1981 vy el articulo 47 del decreto 3380 de
1981 que en lo no previsto en la ley 23 de 1981 se apliquen las normas del cédigo de
procedimiento penal. En la actualidad los términos de prescripcion de la accion y de la
pena aplicables en el proceso disciplinario ético médico son los contemplados en los
articulos 83 y 89 del Cddigo Penal vigente, modificados por la Ley 1154 de 2007 y
1709 de 2014 que establecen que el término de prescripcidon de la accién y de la pena
en los procesos sancionados con penas no privativas de la libertad es de cinco afios,
contados, en congruencia con lo dispuesto por el articulo 84 del cédigo penal, cuando
se trate de conductas punibles de ejecucion instantanea a partir del dia de la
consumacion del hecho, de ejecucion permanente desde la perpetracion del ultimo acto
y en las conductas omisivas cuando haya cesado el deber de actuar.

2.4. De conformidad con el material probatorio recaudado el fallecimiento del sefior
Carlos Alberto Arango Olarte ocurrié el dia 10 de octubre de 2011, es decir han
transcurrido mas de cinco (5) afios, desde la ocurrencia de los hechos que fueron
acusado en noviembre del dos mil quince (2015).

2.5. Por otra parte, encontramos que el término de la prescripcién senalado por el
legislador en materia penal es interrumpido con la resolucién de acusacion y podria
pensarse que la resolucion de acusacion es asimilable al pliego de cargos, que
dentro de este proceso se profiri6 mediante providencia de fecha veinticuatro (24) de
mayo del afio dos mil dieciséis (2016), sesién 1381, sin embargo esta interpretacion
analégica para efectos de interrumpir la prescripcidén, no seria aplicable en el proceso
ético disciplinario, pues ello conllevaria una interpretacion por analogia in malam
partem, en contra de quien se encuentra investigado, interpretacién que esta prohibida
en materia sancionatoria.

2.6. Al estudiar la filosofia del derecho sancionatorio, se puede concluir que se prohibe

la analogia in malam parte o en contra del reo, no la analogia in bonnan parte o a favor
del reo.

2.7. Que la analogia contra el reo significa que las lagunas legales no pueden ser
cubiertas a través de leyes que regulan casos similares o de igual significacion juridica
ya sea como presupuesto para castigar el delito o agravar la situacion del procesado,
como puede ser en este caso la negacion de la solicitud de prescripcion.

2.8. En consecuencia ante el transcurso del tiempo y la imposibilidad de aplicar por
analogia la interrupcion de la prescripcion prevista para los procesos penales debera
declararse la accion disciplinaria que nos ocupa, prescrita.

2.9. Debera aclararse que si bien la prescripcion es un fenémeno juridico que extingue
la potestad punitiva por el transcurso del plazo previsto para el ejercicio de la accion y
la imposicion eventual de la pena o sancidn, en el presente caso no existio inactividad
del Tribunal de Etica Médica de Cundinamarca ni lentitud, ni falta de interés en el
desarrollo del proceso como lo demuestra toda la actuacion desarrollada y plasmada
en los 43 numerales que anteceden. Debe dejarse consignado que la queja se recibio
el once (11) de noviembre del afio dos mil quince (2015), es decir mas de cuatro (4)
afios después de haber sucedido los hechos que fueron investigados. EL juzgamiento

Proceso Etico Disciplinario No. 3156 104




TRIBUNAL DE ETICA MEDICA DE CUNDINAMARCA
Ley 23 de 1.981

&

implica que se conozcan los hechos con caracter de certeza, que los presupuestos
facticos de las decisiones se encuentren probados y que se agoten todos los recursos
probatorios que permitan actuar con justicia y conocimiento, respetando el gjercicio del
derecho de defensa y el debido proceso. En esta tarea y a pesar de la diligencia en
las actuaciones,el escaso tiempo que se tuvo frente a la complejidad del caso y a la
naturaleza de las pruebas que se hicieron necesarias, llevo al agotamiento del término
sefialado por la ley para el ejercicio de la accion ética disciplinaria.

POR LO ANTERIORMENTE EXPUESTO EL TRIBUNAL SECCIONAL
DE ETICA MEDICA DE CUNDINAMARCA, CON FUNDAMENTO
EN LA AUTORIDAD QUE LE CONCEDE I-A LEY 23 DE 1981

RESUELVE

ARTICULO PRIMERO: Decretar la prescripcion de la accion disciplinaria vy

consecuentemente declarar la preclusién del proceso ético disciplinario adelantado en
contra del doctor Javier Cifuentes Dulce.

ARTICULO SEGUNDO : Notifiquese esta providencia en la forma establecida por la
Ley 23 de 1981.

NOTIFIQUESE Y CUMPLASE.

ANUEL ENRIQUE CADENA GUTIERREZ CARLOS AUGUSTO FORERO VILLAMIL

Magistrado Magistrado -

e
HERNA IM/EKI ANZA EDGAR MONTOYA ANGEL
Magistrado Magistrado

GLADYS LEON SALCEDO
Asesora Juridica
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Tribunal de Etica Medica Seccional Cundinamarca

Responder |
lun 19/12/2016 2:21 p.m.

Para: jotacd14@hotmail.com

Elementos enviados

Bogota D.C. 19 de diciembre de 2016
Doctor

JAVIER CIFUENTES DULCE

Medico

Respetado Doctor:

Con el fin de surtir la notificacién personal de la providencia proferida por el Tribunal de
Etica Medica de Cundinamarca, sesién numero Mil Trescientas Noventa y Cinco (1395), de
fecha trece (13) de diciembre del afio dos mil dieciséis (2016), dentro del progeso ético
disciplinario numero 3156, le estoy enviando en correo adjunto la precitada providencia.

- La anterior notificacién se surte en congruencia con lo dispuesto con el Articulo 67 #1, Ley
1437 de 2011, Cddigo Contencioso Administrativo.-

Cordialmente,

ANA JUDITH LOPEZ PEREZ
Secretaria Notificadora

~ prescripcion 3156
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Tribunal de Etica Medica Seccional Cundinamarca

Responder |
lun 19/12/2016 2:26 p.m.

Para: hagb36@hotmail.com

Elementos enviados
Bogota D.C. 19 de diciembre de 2016

Doctor

HOLLMAN ANTONIO GOMEZ BAQUERO
Apoderado

Medico

JAVIER CIFUENTES DULCE

Ciudad

Respetado Doctor:

Con el fin de surtir la notificacién personal de la providencia proferida por el Tribunal de

Etica Medica de Cundinamarca, en sesién numero Mil Trescientas Noventa y cinco (1395),

~ de fecha trece (13) de diciembre del afio dos mil dieciséis (2016), dentro del proceso ético
disciplinario numero 3156, le estoy enviando en correo adjunto la precitada providencia.

La anterior notificacion se surte en congruencia con lo dispuesto con el Articulo 67 #1, Ley
1437 de 2011, Cédigo Contencioso administrativo.

Cordialmente,

ANA JUDITH LOPEZ PEREZ
Secretaria Notificadora

~ prescripcion 3156
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Medellin, 19 de enero de 2017

Oficio N° 0016-2017

Doctora

GLADYS LEON SALCEDO

Abogada Secretaria

TRIBUNAL DE ETICA MEDICA DE CUNDINAMARCA
Calle 147 19-50 oficina 32

Centro Comercial Futuro

Bogota D.C.

ASUNTO: DEVOLUCION COMISORIO 125/16 — RADICADO 3156

Respetada doctora:

Adjunto a la presente el despacho comisorio, debidamente diligenciado,
correspondiente a la declaracion juramentada del doctor ALVARO ENRIQUE
SANABRIA QUIROGA ante este Despacho el dia 19 de enero de 2017.

Cordialmente«’,-."""_?‘ o

ALEJ,Oé:iRA MARIA ZAPAT
Aboga ecretaria

Se anexan 9 folios.

Elaboré: Patricia H.
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Medellin, 19 de enero de 2017

En la fecha compareci6 ante el Tribunal de Ftica Médica de Antioquia, el
sefior ALVARO ENRIQUE SANABRIA QUIROGA, con el fin de rendir
Declaracion Juramentada, en el proceso disciplinario ético profesional
radicado con el namero 3156 DEL TRIBUNAL DE CUNDINAMARCA. Se
le pone de presente el articulo 385 del C.P.P. y el articulo 442 del C.P., por lo
que jur6 decir la verdad y nada més que la verdad. PREGUNTADO: Por las
generales de ley. CONTESTO: mi nombre es como quedo escrito, con cédula
de ciudadania 79.593.171, nombre de sus padres Alvaro y Consuelo,
direccién Calle 13 No. 36°-156 apto 502, teléfono 3138175170, municipio
Medellin, autoriza se le notifique por correo  electrénico
alvarosanabria@gmail.com, ocupacion Médico Cirujano. Sin vinculos, dentro
del cuarto grado de consanguinidad o civil, o segundo de afinidad, de
acreencia ni deudor, ni de amistad intima, ni enemistad grave ni en sociedad
colectiva, ni de responsabilidad limitada ni en comandita simple o de hecho,
ni heredero, ni legatario con alguna de las partes. PREGUNTA 1: Inférmele
al Despacho cuales eran, concretamente, sus funciones como médico de
urgencias, para la fecha del 10 de octubre de 2010, cuando laboraba en la
Clinica Teletén de la ciudad de Bogotd. CONTESTO: Evaluar los pacientes
en el servicio de urgencias que eran interconsultados a cirugia general y
determinar el proceso diagnoéstico y terapéutico de cada paciente.
PREGUNTA 2: Manifest6 usted en su declaracién anterior, lo siguiente “...
con los hallazgos anteriores se hizo un diagnéstico de una hernia inguinal
izquierda encarcelada por lo que se consider6 que era un candidato para
correccion de su hernia, en el momento se le explicé a la familia el estado
del paciente y el procedimiento quirirgico que requeria con sus riesgos y
se_diligenci6 la orden de cirugia...” (negrillas y subrayas nuestras); por
favor aclarenos ja qué familiares del paciente se refiere? CONTESTO: No
tengo historia clinica para responder esta pregunta. PREGUNTA 3:
Recuerda usted si dentro de los familiares con los que dice haber hablado, se
encontraba el sefior Carlos Roberto Arango Botero, hijo del paciente y
quejoso en este proceso? CONTESTO: NO recuerdo y no tengo historia para
corroborarlo. PREGUNTA 4: Asi mismo, Dr. Sanabria ;Digale al despacho,
de manera clara y puntual, en qué consisti6 la explicacién que dice haberle
hecho a los familiares del paciente acerca de su estado de salud?
CONTESTO: Se explic6 el diagnostico de hernia inguinal encarcelada que
consiste en un defecto de la pared abdominal e donde se encuentra una
porcién de intestino que no es posible devolver a su continente natural y que
por lo tanto se hace necesario realizar un procedimiento quirtrgico cuyo fin
es corregir dicho defecto y retornar el intestino a la cavidad abdominal.
PREGUNTA 5: De igual manera, aclarenos ;qué riesgos fueron los que usted
les comunicé o informé a los familiares del paciente) CONTESTO: Se
explican de forma rutinaria los riesgos y posibles complicaciones que son:
sangrado, infeccion, reproduccion de la hernia, lesién intestinal, peritonitis y
el riesgo implicito de todo procedimiento quirdrgico de la muerte.
PREGUNTA 6: Diganos, ;Qué respuesta recibié de ellos, los familiares del
paciente, cuando usted les inform6 sobre el estado de salud del sefior Carlos

",‘i:af
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Olarte? CONTESTO: No recuerdo y no tengo historia para corroborar.
Sugiero revisar el consentimiento informado del procedimiento.
PREGUNTA 7: Dieron estos, los familiares del paciente, la respectiva
autorizacién o consentimiento para realizar la cirugia? CONTESTO: No
recuerdo y no tengo historia para corroborar. PREGUNTA 8: Considera
usted que la hernia inguinal que presentaba el paciente, sefior Arango
llevaba varios meses en curso y que sus familiares demoraron en llevarlo por
el servicio de urgencias? CONTESTO: Me es imposible, sin datos, emitir un
juicio al respecto. PREGUNTA 9: Puede usted manifestarnos si la demora de
la familia en llevar al paciente influy6 en el deterioro de su estado general?
CONTESTO: Me es imposible, sin datos, emitir un juicio al respecto.
PREGUNTA 10: Puede usted manifestarnos, como médico tratante que fue
del paciente, ;cudl debi6 ser la oportuna atencion que la familia del paciente
debi6 haberle brindado a éste? CONTESTO: En casos de hernia inguinal
encarcelada la consulta a un servicio de urgencias es la actividad
recomendada para el paciente y su familia. PREGUNTA 11: Desea agregar
algo mas a la presente declaracion. CONTESTO: En razén que no tengo
historia clinica donde pueda confirmar o descartar varias de las preguntas
realizadas, me es imposible emitir un juicio acerca de si hubo demora por
parte de la familia en el traslado al servicio de urgencias. Existe un
documento de consentimiento informado donde deben aparecer datos
acerca de las personas que acompafiaban al paciente al momento de la
consulta. No siendo més y luego de leerse la misma, firman quienes en ella
intervinieron.

CLIAE oy

GERMAN F IDARRAGA ALVARO SANABRIA QUIROGA
Magistrado Comisionado Declarante

(

&J‘@%G(yf .ﬂ wneye ‘(Y“‘"

SANTIAGO VELASQUEZ VELASQUEZ
Abogado Asesor comisionado

Natalia G.

[ ]
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