EDITORIAL

Digestive dangers

This edition of the Journal includes a number of articles
on the theme of nutrition, the abdomen and metabolic
control. This is an often-neglected area of critical care
and these articles should provide not only ‘food for
thought’' but practical guidelines for both nurses and
doctors practising in the critical care environment.

Hodgson' introduces the concept of ‘enterocyte
nutrition’ — supporting the intestinal lining that is
jeopardised by both circulatory shock and enteral
starvation. Enterocytes not only actively absorb
nutrients but also play a vital role in gut defence
mechanisms.? He also tackles the problem of pre-
anaesthetic starvation and the deleterious effect this
has on nutrition, patient comfort and the metabolic
response.’ It is hard to break the ingrained tradition of
routinely withholding enteral feeds prior to surgery in
intubated ICU patients even though this is completely
illogical, unless the endotracheal tube needs to be
removed during the procedure.

The importance of nursing critically ill patients with
the backrest raised to 30 - 45°, particularly while
administering enteral nutrition, is well known and one
of the few evidence-based practices in our discipline.
The head-up position reduces the incidence of
intubation-associated pneumonia.* Yet Perrie et al.’s®
article shows that not all nurses can estimate the
angle of the backrest and suggests a simple device to
aid this. What they do not mention is the frequently
observed situation where the backrest is at the correct
angle but the patient is lying horizontal — all scrunched
up in the lower half of the bed. Remember, it's the
height of the larynx above the stomach that counts!

Abdominal compartment syndrome (ACS) is becoming
increasingly recognised as a problem leading to
multiple organ failure in the ICU. In this issue we
provide an overview of the topic® and include the
recommendations of the recent second world congress
on ACS.” It is likely that abdominal pressure is not
measured routinely in all South African ICUs and
when ACS occurs, it is not always easy to persuade
surgeons to take the patient to theatre and leave the
abdomen open. Paradoxically the head-up patient
position increases intra-abdominal pressure and enteral
nutrition is contraindicated in impending ACS,” once

again illustrating that there is no simple, ‘cookbook
approach’ to critical care.

Lastly, we are pleased to publish the national guidelines
of the Critical Care Society of Southern Africa for
glucose control in the ICU.? Guidelines are important
for this aspect of management as the practice of tight
glucose control is now widespread, following van den
Berghe et al.’s publications,®' but is also a practice
fraught with the danger of permanent neurological
damage from hypoglycaemia. Turner’s meticulously
researched guideline should provide a framework for
units to develop safe practices in this area. A word of
warning though: although the benefit of tight glucose
control was clearly shown in surgical ICU patients, the
benefit in medical ICU patients was only demonstrated
in patients who had tight glucose control for more than
3 days, and there was an increased mortality in the
treatment group who were in intensive care for less
than 3 days.'® Furthermore, several as yet unpublished

studies have not been able to validate the original work
but have shown an increased risk of hypoglycaemia.""**

Watch this space!

W L Michell
Scientific Editor
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