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GENETIC FACTORS OF ALCOHOLIC
PSYCHOSIS DEVELOPMENT

Resume: It is known that the hereditary predisposition to alco-
holism at the phenotypic level can be studied with the help of ge-

netic markers, possibly reflecting their connection with the dis-
ease [2, 3]. Many authors say that there is a biological predispo-
sition to alcoholism, fixed at the genetic level [1, 4, 5, 6], Howev-
er, the nature and mechanisms of inheritance in alcoholic psycho-
ses are still unclear.

The aim of this work is to search for markers of increased risk of al-
cohol psychosis by conducting molecular genetic analysis of DNA
markers of the main enzymes of ethanol metabolism.
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NEUROMONITORING IN GLINICAL PRACTICE: WITH CEREBRAL-SOMATIC
PARA INFRARED OXIMETER SYSTEM

Resume: Neuromonitoring is broadly considered including dynamic neurological examination, discrete and
continuous application of electrophysiological, biochemical, ultrasonic, X-ray, isotope and other methods. The
dynamic neurological examination continues to remain as one of the easiest and the most important ways
of adequate assessment of intensive treatment despite modern technological capabilities. Moreover, the
instrumental procedure data shall be always considered just within the comparison with clinical practice. The
increase of the depression of consciousness degree, the depth of movement and tonic disorders, multiplication
of the incidence of SBN (Skull Brain Nerves) "loss" symptoms reflect the ineffectiveness of treatment.
Cerebral — corporal para infrared oxymetrical system js suitable for estimating the patient’s (infants-
children-adults) condition with possible disorder of cerebral and/or corporal oxygenation even with keeping
normal degrees of Arterial blood pressure and SpO2. rSO2 index is indicative of the balance between oxygen
delivery and intake within the regions of interest. This method is used as intraoperative neuromonitoring in
cases of high risk of hypoxic brain damage during surgical interventions on the vessels of the neck, surgical
treatment of chronic pulmonary embolism, aneurysm and aortic dissection, as well as to assess the severity
of cerebral ischemia in patients with chronic cerebral ischemia, pathology of the arteries of the head and
neck, chronic pulmonary embolism. The method is based on the principle of optical spectroscopy using
infrared light with a range from 650 to 1100 nm. The sensor of the device is located in the frontotemporal
part at the border of the scalp. The saturation of the brain with oxygen is determined at rest in the supine
position while breathing atmospheric air at all stages of surgical treatment in a continuous monitoring mode.
Key words: neuromonitoring, clinical practice, brain

Relevance. Despite modern technological capabilities, dynam-
ic neurological assessment continues to be one of the simplest
and most important ways to assess the adequacy of intensive
care. Moreover, the data of instrumental methods should always
be considered only in comparison with the clinical picture. An in-
crease in the degree of depression of consciousness, the depth

of motor and tonic disorders, an increase in the number of symp-
toms of "loss" of the cranial nerves (TBI) reflects the ineffective-
ness of therapy. The opposite is also true. With the effectiveness
of therapeutic measures, the level of wakefulness increases, ton-
ic and motor disorders are leveled, and the functions of the cra-
nial nerves are restored.
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Neuromonitoring is considered in a broad concept, including dy-
namic assessment of neurological status, discrete or continuous
use of electrophysiological, biochemical, ultrasound, X-ray, isotope
and other methods.

Components of modern neuromonitoring:

» Assessment of neurological clinical status: brain stem, coma depth,
dislocation symptoms, etc.

» Neuro-imaging techniques: computed tomography (CT) and mag-
netic resonance imaging (MRI)

» Methods for assessing brain blood flow: the assessment of brain
blood flow (MC) can be direct and indirect. In addition, the total blood
flow and local blood flow can be evaluated.

» Methods for monitoring intracranial hypertension: ICP measure-
ment. It is generally accepted that the critical level of ICP increase
is 25-30 mmHg.

» Methods for assessing brain oxygenation: cerebral oximetry (COM)
is a non-invasive INVOS™ monitor method

» Neurophysiological methods: Electroencephalography; (EEG);
Electroneurography (ENG);

* Functional MRI (NMR)

» Methods for assessing brain metabolism: markers of secondary
damage (lactate, pyruvate, glycerol, glutamate, etc.)

Purpose: to identify the advantages of using neuromonitoring in
clinical practice.

Task:

1.To analyze the results of the performed neuromonitoring in pa-
tients with various brain injuries

2. To assess the possibilities of using neuromonitoring in other fields
of medicine

Subject of research: patients admitted to the intensive care unit
with various brain injuries

Study Design: Retrospective

Research methods: Neuromonitoring of cerebral oxymetry of 47
patients with various brain injury admitted to intensive care unit of
Emergency hospital in Aimaty city (neuro-stroke, traumatology, neu-
rosurgery departments) was conducted.

Research results: The results attained by us suggest the high in-
formativeness of the cerebral oximetry method during the study of
the processes occurring in the brain during general anesthesia and
intensive therapy. The capabilities of this method for diagnostics
of the brain hypoxia seem to be extremely important. By evaluat-
ing the capabilities of spectroscopy method in near infrared spec-
trum it is to be hoped that it will have wide application in pediatric
anesthesiology. Its applicability for the expediency of its use for in-
traoperative monitoring of the oxygen status of the brain in cardio-
vascular surgery, in neurosurgery and in all other cases is obvious,
when the risk of hypoxic brain damage or impaired cerebral perfu-
sion is extremely high.

The use of the INVOS monitor made it possible to make a time-
ly correction in the intensive care of severe patients with strokes.
Neuromonitoring in dynamics automatically analyzed the CNS ox-
ygenation, the state of the cerebral cortex with a simultaneous as-
sessment of the degree of tissue regional oxygenation according to
the data of Hb oxygen saturation of the vessels of internal organs.
This did not reduce the rSO2 below the threshold by 25%. Correc-
tion of inotropic support according to the COM data in combination
with other neuromonitoring data. The indication for the appointment
of sympathomimetics was both the elimination of primary hypoten-

sion to stabilize cerebral perfusion pressure, and an increase in the
values of" normal " blood pressure to improve brain perfusion. The
study showed that the use of COM makes the use of sympathomi-
metics in patients with intracranial hemorrhages a safe method of
emergency recovery and maintenance of cerebral blood flow, not
accompanied by an increase in ICP. Therefore, the COM as part of
the neuromonitoring system can be used as a means of evaluating
the effectiveness of the administration of drugs that increase blood
pressure and cerebral perfusion for the correction of brain ischemia.
Despite the considerable versatility of the technique, there are some
limitations in its application in real clinical practice. The presence of
decompressive trepanation, postoperative sutures, as well as sub-
cutaneous and intracranial hematomas in the projection area of the
sensor made it difficult to install the sensor itself and interpret the
data. It should be noted the large size of the sensors themselves,
their one-time use at a significant price. During the research, the pe-
riodic damage of the sensors during monitoring for more than 2 days
due to the release of blood, liquor and sweat, as well as the need
for constant tightness in the connection of the sensor and the skin,
presented certain difficulties. When the pathology is localized in the
posterior cranial fossa and brain stem, the use of the COM meth-
od is also not advisable. Without any doubt, cerebral oximetry has
found a place as one of the methods of monitoring brain functions. In
the case of a correct interpretation of the causes of the rise of COM
and ICP, the use of aggressive intensive care methods such as hy-
perventilation and infusion of sympathomimetics led to a noticeable
improvement in the condition of patients. The performed studies al-
lowed us to significantly increase the level of resuscitation support
for patients with neurosurgical pathology. All patients who under-
went neuromonitoring were successfully transferred to the neuroin-
sult department for further therapy and rehabilitation. Thus, the use
of cerebral oximetry in the complex of neuromonitoring allowed us
to clarify the indications for artificial lung ventilation and allowed us
to stop ventilating more correctly, which led to a decrease in the du-
ration of brain hypoxia.

Invos is included into the standards of conducting neuromonitoring
in the USA, Western Europe and Russia. Also the cerebral- corpo-
ral oxymeter can be used as additional monitor for indication of Hb
oxygen saturation in the skeletal muscles of patients with the risk of
ischemic states caused by the blood circulation reduction and ab-
sence. Taken measurements are direct, constant, noninvasive which
is indicative of CNS (central nervous system) aeration degrees and
different examined zones of patient’s body. Area of application: vas-
cular surgery — during the surgical repair (stent deployment) of the
disturbed blood supply at the left and right carotid artery thrombosis
(A. Carotis), and also while surgical interference in any large region-
al arteria; cardiosurgery — to assess the level of hypoxic intraoper-
ative damages of cerebral cortex, and especially — during the use
of HLM (heart — lung machine); in general emergency room during
resuscitation from depressed case of any ethiology; during stroke
care of neurological patients; in neonatology during the observation
over treatment dynamics of various hypoxic damages of infants’ ce-
rebral cortex and also prematures; in any areas of surgery and neu-
rosurgery requiring the parallel assessment of blood supply state of
cerebral cortex and regional blood supply.

Conclusion. Modern neuromonitoring possesses great opportuni-
ties to provide the control over the brain state and its safety, pro-
vides conducting anaesthetic support in higher level during the sur-
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gical interference and intensive treatment with possible brain injury
as in adults so in children.

1. Cerebral oxymetry as part of other methods is used as diagnos-
tic tools of secondary brain injury.

2. Use of the cerebral oxymetry as a part of neuromonitoring al-
lows finding the identity of oxygen delivery to brain and intake, to
specify severity of brain injury and consequently — outcomes of in-
tracranial hematoma.

3. Use of the cerebral oxymetry allows diagnosing brain hypox-
ia which expands proposed clinical use of artificial lung ventilation,
optimizes its parameters and duration.

4. Neuromonitoring conduction with the use of cerebral oxymetry
allows providing safe application of sympathomimetic with intent to
keep adequate cerebral perfusion.

5. Cerebral oxymetry allows to control oxygen delivery to patients’
brain with intracranial hematoma during the various medical proce-
dures providing the airway patency which allows reducing brain hy-
poxia episodes.

6. Using limitations of the cerebral oxymetry is related to the type
of the pathologic process as the method reflects regional brain aer-
ation. Use of CO (cerebral oxymetry) is inappropriate during local-
ization of abnormality in posterior cranial fossa and in brain stem.
The cerebral oxymetry usage is less informative during arterial an-
eurysm rupture.

7. Early intraoperative diagnosis of changes in standing of the
brain and the fastest possible start correction allows you to pre-
vent the development of neurological any complications during
operations.
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HEMPOMOHWUTOPUHI B KNUHUYECKOW NPAKTUKE:
LEPEBPANbHO-COMATUYECKOW NAPAUH®PAKPACHOM
OKCUMETPUYECKOWN CUCTEMOMN

Pe3tome: HelpoMOHUTOPWHI paccMaTpuBaETCS B LLMPOKOM MOHS-
TUW, BKIOYAs AUHAMUYECKYIO OLIEHKY HEBPOMOrMYecKoro craTyca,
OVUCKPETHOE MINWN HEMPEPbLIBHOE UCMOSb30BaHUE 3EKTPOU3NONIO-
rMYECKUX, BUOXUMUYECKUX, YNETPa3BYKOBbIX, PEHTIEHOBCKMX, 130-
TOMHbIX U APYrMX METOA0B. HECMOTpS HA COBPEMEHHbIE TEXHOIMO-
rmyeckne BO3MOXHOCTU, AMHAMUYECKasi HEBPOMOrMyeckas oLeHka
npogormkaeT ocTaBaTbCs OAHUM U3 Hanbonee NPoCTbIX Y BaXHbIX
cnocob0oB OLEHKM afeKBaTHOCTU MHTEHCKBHOW Tepanuu. bonee To-
ro, laHHble NHCTPYMEHTarnbHbIX METOAOB BCErAa AOMKHbI paccmaT-
puBaTbCH TONBbKO B COMOCTaBMNEHUN C KIMHUYECKON KapTuHou. Ha-
pacTaHue CTeneHn yrHeTEHNs CO3HaHMs, rmyOuHbl ABUraTenbHbIX 1
TOHWUYECKNX PacCTPONCTB, YBENNYEHNE YMcna CUMMNTOMOB «BbiMa-
neHnay UMH oTpaxkaeT HeadhheKTUBHOCTb Tepanuu.

KntoueBble crioBa: HEIPOMOHWUTOPWHT, KNMHUYECKas npakTuka, ro-
TNIOBHOW MO3r
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KNMUHUKATNbIK TOXIPUBELEN HEWPOMOHUTOPWHT:
LEPEBPANAbI-COMATUKATNbIK
MAPAUH®PAKbI3bI1 OKCUMETPUSA XXYWNECI

TyniH: HENPOMOHNTOPUHI HEBPOMOTUAMBIK CTaTyCThbl, AUCKPET-
Ti XeHe anekTpodmanonoruaaarbl y3gikcia kongaHyabl, bruoxmmusi-
NblK, yNbTPaablObICTbIK, PEHTrEHAIK, N30TONTLIK XaHe 6acka aa ajic-
Tepai koca anfaHga KeH aykbiMaa kapacTtbipagbl. Kasipri 3amaHaym
TEXHOMOMMAHbIH, MyMKIHAIKTEPIHE KapamacTaH, AMHaMuKanblk HEB-
pororusinbik 6aranay kapkblHObl TepanusiHbIH XeTKINiKTiniriH 6ara-
nayablH kapananbim api MaHbI3abl afici 6onbin Tabbinagbl. CoHbl-
MeH Koca, acnanTblK 84icTep KOpbITbIHAbICH! KMMHMKanbIK 6enrinep-
MeH KaTap canbICTbipblfia kapacTbipbinagbl. CaHaHblH KyHripTTe-
Hy A8PEXECiHiH ecyi, KO3FanbIC XXeHe TOHUKanbIk Oy3binbiC TEPEH-
airi, BMH-HiH «kynapipay» 6enrinepi caHblHbIH apTybl TepanusiHbIH
TUiMCI3AiriH kepceTeni.

TyniHAai ce3aep: HEPOMOHUTOPUHT, KIMUHMKanNbIK Taxipnbe, 6ac Mubl




