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I. Patient that will be NPO and will give IV fluids, well baby:  dextrose normal saline

II. 60% water, less in overweight people

III. extracell is 20%, intracell 40%

IV. 1200cc lose in urine

V. insensible loss: urine, sweat, respiration, feces

VI. maintenance fluid: if NPO, give this

VII. Regla

A. 30-35cc/kg/24 hours

B. in peds, can give 100, 50, 20 rule, 100cc/kg first 10kg, 50cc/kg next 10kg, then 20cc/kg last 50 kg = 2500cc/24 hours

VIII. electrolytes

A. Na: primary extracell cation 1mEq/kg

B. K: primary intracell cation, be careful, can get hypokalemia, 0.5mEq/kg, 20mEq/L (40-60mEq/day), don’t replace more than 10mEq/hour, can give as much as 20mEq if really hypokalemic via central vein, peripheral vein will have phlebitis if give that much potassium

C. Cl: 1-1.5mEq/kg

D. Glucose 5% 0.45NS has 77mEq (50g glucose, 4kcal/g glucose = 200kcal, need 30kcal/kg = 2100kcal)

E. NS has 154 Na

F. Fasting person in stress different from fasting in person not in stress, body will take energy from fat if not sick, but if patient is sick or has sepsis burn or trauma then the patient will take energy from proteins from muscle

G. Postop D5RL until can eat don’t need to give K because retains K

H. Dehydrates goes vascular to interstitial, RL moves to the interstitial space, give 3:1, 1cc lost, give 3cc

I. Best survival is giving crystalloids and blood

IX. With IV, keep hydrated, with necessary electrolytes, urine output best indicator of hydration

X. 30cc/hour urine output minimum, 50cc/hour in patient with polytraumatizado

XI. edema: accumulation liquid in interstitium which is 15% of liquid, surgical conditions where patient has lot of edema, like pancreatitis, obstruction intestinal, burns, patients lose lots of liquids

XII. Maintenance liquids, other principle is to replace deficits, for example if has pancreatitis has deficit has liquids in 3rd space loss, they will need more liquid than just maintenance fluid, if they are dehydrated, give them isotonic liquids such as normal saline and ringer’s lactate, isotonic because it has the same composition as 280mOsm

XIII. Resuscitation use ringer’s lactate, patient in trauma, bleeding, intestinal obstruction, pancreatitis, hydrate with ringer’s lactate, can use in metabolic acidosis even though its lactate because the lactate converts to bicarbonate

XIV. 28meq lactate in person with good liver converted to bicarbonate, if bad liver the lactate in RL will cause more metabolic acidosis

XV. if bad kidneys NS will cause hyperchloremic metabolic acidosis because 154mEq Cl, giving overload of chlorine

XVI. patient with suctioning NG tube, will suction out HCL and must replace the liquids and electrolytes

XVII. once hydrated, add potassium to liquids

XVIII. 7% of ideal body weight is total blood volume (EBV):  5L

XIX. hypovolemic shock and loss of blood volume, lose blood compare total blood volume, take out 1L blood, and nothing happened to them, they drank OJ and were fine, but if lose more than that, need replacement IV fluids, hemorrhage class I when donate blood

XX. gastric use, sodium, potassium, chloride, secrete jugo pancreatic, saliva, all reabsorbed at final, feces have 100cc/24 hours because all reabsorbed, if have fistula pancreatico losing more, if the patient has gastric outlet obstruction, because has tumor in stomach, or if baby has pyloric stenosis, or an adult with tumor in the antrum, that’s obstructed, then can’t go down and begin to vomit, and this patient comes comes in hypochloremic metabolic alkalosis

XXI. if patient obstruction, vomiting, if alkaline, you want to retain the acids to compensate, so why are you losing acid? Paradoxical aciduria is the name of it.

XXII. Acid base comes on shelf

A. patient vomiting, comes dehydrated, what desorden acid base does he have

B. hypovolemic shock, accident, lost blood

