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si pentru admitere la publicare in volum tiparit
care se bazeaza pe:

A. Nota de constatare si confirmare a indiciilor de plagiat prin fisa suspiciunii inclusa

in decizie.
Fisa suspiciunii de plagiat / Sheet of plagiarism’s suspicion
Opera suspicionata (OS) Opera autentica (OA)
Suspicious work Authentic work

OS | BEURAN, Mircea si POPA, Gerald. eds. Ghidul medicului de garda. Bucuresti: Scripta . 1997.

OA | GILLIES, J.H., MARSHALL, S.A., and RUEDY, J. On call: Principles and protocols. Philadelphia:
W.B. Saunders, 1989.

Incidenta minima a suspiciunii / Minimum incidence of suspicion

p.161: 01 - p.168: 27 p.54: 01 - p.60: 40

p.166: Fig.5.1-1 p.58: Figure 7-1

Fisa intocmita pentru includerea suspiciunii in Indexul Operelor Plagiate in Romania de la
Sheet drawn up for including the suspicion in the Index of Plagiarized Works in Romania at
www.plagiate.ro

Nota: Prin ,p.72:00" se intelege paragraful care se termina la finele pag.72. Notatia ,p.00:00” semnifica p&na la ultima
pagina a capitolului curent, in Tntregime de la punctul initial al preluarii.

Note: By ,p.72:00” one understands the text ending with the end of the page 72. By ,p.00:00” one understands the
taking over from the initial point till the last page of the current chapter, entirely.

B. Fisa de argumentare a calificarii de plagiat alaturata, fisa care la randul sau este
parte a deciziei.

Echipa Indexului Operelor Plagiate in Romania
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Fisa de argumentare a calificarii

Nr. Descrierea situatiei care este incadraté drept plagiat Se

crt. confirmd

1. Preluarea identica a unor pasaje (piese de creatie de tip text) dintr-o opera autenticé publicata, fara precizarea intinderii si mentionarea v
provenientei si insusirea acestora intr-o lucrare ulterioara celei autentice.

2. Preluarea a unor pasaje (piese de creatie de tip text) dintr-o opera autentica publicata, care sunt rezumate ale unor opere anterioare operei
autentice, fara precizarea intinderii si mentionarea provenientei si insusirea acestora intr-o lucrare ulterioara celei autentice.

3. Preluarea identica a unor figuri (piese de creatie de tip grafic) dintr-o opera autentica publicata, fara mentionarea provenientei si insusirea v
acestora intr-o lucrare ulterioara celei autentice.

4. Preluarea identica a unor tabele (piese de creatie de tip structura de informatie) dintr-o opera autentica publicata, fara mentjonarea
provenientei si insusirea acestora intr-o lucrare ulterioara celei autentice.

5. Republicarea unei opere anterioare publicate, prin includerea unui nou autor sau de noi autori fara contributie explicita in lista de autori

6. Republicarea unei opere anterioare publicate, prin excluderea unui autor sau a unor autori din lista inifjala de autori.

7. Preluarea identica de pasaje (piese de creatie) dintr-o opera autentica publicata, fara precizarea intinderii si mentionarea provenientei, fara
nici o interventie personala care sa justifice exemplificarea sau critica prin aportul creator al autorului care preia $i insusirea acestora intr-o v
lucrare ulterioara celei autentice.

8. Preluarea identica de figuri sau reprezentari grafice (piese de creatie de tip grafic) dintr-o opera autentica publicata, fara mentionarea

provenientei, fara nici o interventie care sa justifice exemplificarea sau critica prin aportul creator al autorului care preia si insusirea acestora
intr-o lucrare ulterioara celei autentice.

9. Preluarea identica de tabele (piese de creatje de tip structura de informatie) dintr-o opera autentica publicata, fara mentionarea provenientei,
fara nici o interventje care sa justifice exemplificarea sau critica prin aportul creator al autorului care preia si insusirea acestora intr-o lucrare
ulterioard celei autentice.

10. Preluarea identica a unor fragmente de demonstratie sau de deducere a unor relatjii matematice care nu se justifica in regasirea unei relatji
matematice finale necesare aplicarii efective dintr-o opera autentica publicata, fara mentionarea provenientei, fara nici o interventie care sa
justifice exemplificarea sau critica prin aportul creator al autorului care preia si insusirea acestora intr-o lucrare ulterioara celei autentice.

1. Preluarea identica a textului (piese de creatie de tip text) unei lucrari publicate anterior sau simultan, cu acelasi titlu sau cu titlu similar, de un
acelasi autor / un acelasi grup de autori, in publicafji sau edituri diferite.

12. Preluarea identica de pasaje (piese de creatje de tip text) ale unui cuvant inainte sau ale unei prefete care se refera la doua opere, diferite,
publicate in doud momente diferite de timp.

Nota:

a) Prin ,provenientd” se intelege informatia din care se pot identifica cel putin numele autorului / autorilor, titlul operei, anul aparitiei.

b) Plagiatul este definit prin textul legii'.

. --.plagiatul — expunerea intr-o opera scrisd sau o comunicare orald, inclusiv in format electronic, a unor texte, idei, demonstratii, date, ipoteze,
teorii, rezultate ori metode stiintifice extrase din opere scrise, inclusiv in format electronic, ale altor autori, fard a mentiona acest lucru i fard a
face trimitere la operele originale...".

Tehnic, plagiatul are la baza conceptul de piesa de creatie care?:

,-.-este un element de comunicare prezentat in forma scrisa, ca text, imagine sau combinat, care poseda un subiect, 0 organizare sau o
constructie logicd si de argumentare care presupune niste premise, un rationament si o concluzie. Piesa de creatie presupune in mod necesar
o formé de exprimare specifica unei persoane. Piesa de creafie se poate asocia cu intreaga operd autentica sau cu o parte a acesteia...”

cu care se poate face identificarea operei plagiate sau suspicionate de plagiat3:

,-.-0 operd de creatie se gaseste in pozitia de opera plagiatd sau opera suspicionata de plagiat in raport cu o alta opera considerata autenticd

daca:

i) Cele doua opere trateaza acelasi subiect sau subiecte inrudite.

ii) Opera autentica a fost facutd publica anterior operei suspicionate.

i) Cele doud opere contin piese de creatie identificabile comune care poseda, fiecare in parte, un subiect si o forma de prezentare bine
definita.

iv) Pentru piesele de creatie comune, adicd prezente in opera autenticd si in opera suspicionatd, nu existd o menfionare explicitd a
provenientei. Mentionarea provenientei se face printr-o citare care permite identificarea piesei de creatie preluate din opera autentica.

v) Simpla mentionare a titlului unei opere autentice intr-un capitol de bibliografie sau similar acestuia féra delimitarea intinderii preludrii
nu este de naturd sa evite punerea in discutie a suspiciunii de plagiat.

vi) Piesele de creatie preluate din opera autenticd se utilizeaza la constructii realizate prin juxtapunere fard ca acestea sé fie tratate de
autorul operei suspicionate prin pozitia sa explicita.

Vi) In opera suspicionata se identifica un fir sau mai multe fire logice de argumentare i tratare care leagd aceleasi premise cu aceleasi
concluzii ca in opera autentica...”

1 Legea nr. 206/2004 privind buna conduité in cercetarea stiintifica, dezvoltarea tehnologica si inovare, publicaté in Monitorul Oficial al Roméniei, Partea I, nr. 505
din 4 iunie 2004

2|SOC, D. Ghid de actiune impotriva plagiatului: buna-conduité, prevenire, combatere. Cluj-Napoca: Ecou Transilvan, 2012.

31SOC, D. Prevenitor de plagiat. Cluj-Napoca: Ecou Transilvan, 2014.
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DECREASED URINE OUTPUT

Decreased urine output is' a frequently seen problem on both
medical and surgical services. Proper ianagement of these patients
calls upon your skills in assessing volume status.

PHONE CALL

Questions

1., Hnwn-chmhehnbeenpmdhthehﬂulmm?
Urine output less than 400 ml/day (< 20 mi/hr) = oliguna.

2. What are the vital signs?

3. What was the reason for admission?

4, Is the patient mmpliiﬂngnfabhmhulpin?
Abdominal pain is a clue to the possible presence of a distended
bladder as may be seen with bladder outlet obstruction.

5. Is the patient anuric?
Anuria suggests a mechanical obstruction of the bladder outict
or a blocked Foley's catheter.

6. Does the patient have a Foley's catheter?
If the patient has a Foley's catheter in place, the urine output
assessment usually can be assumed to be accurate. If not, you
will have to ensure that the total volume of voided urine has
been collected and measured.

Orders

1. 1f a Foley's catheter is in place and the patient is anuric, ask
the nurse to flush the catheter with 20 to 30 ml NS to ensure
patency. A Foley’s catheter clogged with sediment is a common
problem and a satisfying one to treat before beginning a more
detailed investigation for decreased urine output.

2. Serum electrolytes, urea, creatinine. A serum potassium evel
of > 5.5 mmol/L indicates that hyperkalemia is present. This 1*
the most serious complication of renal insufficiency. A serum
HCO, measurement < 20 mmol/L suggests metabolic acidosis
due to renal insufficiency, A serum HCO, < 15 mmol/L shou
prompt you to determine the arterial pH. Elevations in serum
urea and creatinine levels can be used as guidelines 10 2%
the degree of renal insufficiency present.
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failure, Of the complications of renal failure. hyperk:
most immediately life-threatening, as it may lead to poten
fatal cardiac dysrhythmias.

BEDSIDE

Quick Look Test >

Docs the patient look well (comfortable), sick (uncomfortabl
dhumd],uraiﬁcd[lhmmdk}? y

A sick or critical looking patient suggests advanced renal in
ficiency; a restless paticnt suggets pain from a distended bladde
However, both of these conditions can be present in a patient w
appears deceptively well. '

Airway and Vital Signs

Check for postural changes. A postural rise in HR > 15
min, a fall in systolic BP > 15 mm Hg, or any fall in diastolic Bi
indicates significant hypovolemia. Caution: s resting tachycardis
alone may indicate decreased intravascular volume. N

Fever suggests concomitant urinary tract infection.

Selective Physical Examination |

Examine for prr-rfﬂaf"[mlm status), renal, or post-renal (ob
structive) causes of decreased urine output.

VITALS Repeat now.
HEENT  Jaundice (hepatorenal syndrome)
Facial purpura .
Enlarged tongue } Amyloidosis
RESP Crackles, pleural effusions (CHF)
CVS Pulse volume, JVP
Skin temperature, color
ABD Enlarged kidneys (hydronephrosis secondary fo ob-
struction, polycystic kidney disease)
Enlarged bladder (bladder outlet obstruction, neuro-
genic bladder, blocked Foley's catheter)

RECTAL Enlarged prostate gland (bladder outlet obstruction)
PELVIC  Cervical or adnexal masses (ureteric obstruction sec-
ondary to cervical or ovarian cancer)

SKIN Morbilliform rash (acute interstitial nephritis)
Livedo reticularis on lower extremities (atheromatous
embolic renal failure)

Selective Chart Review

Review the patient's history and hospital course, looking specif-
ically for factors that may predispose to the pre-renal, renal, or
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_renal causes of decreased urine output (see Elevator

%Dughlﬁ}- o !
Look for recent blood urea and creatining values. A Cr/urea

ratio < 12 suggests a pre-renal cause.

management |
your job becomes simpler when you can find a pre-renal or post-
renal cause for decreased urine output.

Pre-renal
First ensure that the intravascular volume is normal. If in CHF,
initiate diuresis as di d in Chapter 20, page 207. If volume
depleted, replenish the intravascular volume with NS. Add no
tassium supplement to the IV solution until the patient passes

urine. Ringer's lactate should not be given since it has potassium
added to it

Post-renal
Lower urinary tract obstruction can be adequately excluded only
by passage of a Foley's catheter into the bladder.

| 1f there has been bladder outlet obstruction the initial unne
volume on catheterization usually will be greater than 400 ml,
and the patient will experience immediate relief, Remember to
listen carefully for heart murmurs before catheterizing the
patient. If there is documented evidence of a cardiac valvular
abnormality, SBE prophylaxis as outlined in Chapter 17, page
182, may be required. Also watch for the development of post-
obstructive diuresis by monitoring urine volume status carefully
for the next few days.

If a Foley's catheter is already in place, ensure that flushing the
catheter with 20 to 30 ml of NS allows free flow of fluid from
the bladder. This maneuver will exclude an intraluminal block-
age of Foley’s catheter as a cause of post-renal obstruction.
The presence of a Foley's catheter in the bladder only rules out
lower urinary tract obstruction. If the preceding two steps fail
{0 restore urine output, a renal ultrasound examination should
be ordered first thing in the morning to exclude upper urinary
tract obstruction, to document the presence of both kidneys,
and to estimate renal size.

[ ]

Lk

Renal

If pre-renal and post-renal factors are not operative in causing
the patient’s decreased urine output, you are left in the murky
waters of renal causes of decreased urine output. A search for the
renal causes of decresed urine output can wait until some more
important questions are answered. (See Management I1.)
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If the patient is in rr,nnliuhu-emdifnnrnr
mnd:ﬂomispmum request an urgent nephrolg
mdlai]metluputiaul While awaiting the nephrojog ?.‘
all of the fo following problems can be tumpnrarily
non-dialysis measures:
® Hyperkalemia: Glucose with insulin infusion, N CO,, cal
sodium polystyrene sulfonate. (Refer 1o Chapter 27 for tr *
of hyperkalemia, )
® CHF: Preload measures (sit the patieng up, morphine,
erin ointment), Give O,, {Refr:rtoﬂ:amerm puga
management u!'CHF}

279, for assessment of metabolic acidosis. ) I
u Pnuents with uremic ﬁnfopm'&y should be kept ¢ m g
bedrest until dialysis can be initiated. :
® Patients with wremic pericarditis may be treated svme Dmatie,
for pain with an NEAID until dialysis can be initiated.

Dnuthmmtshnmbaennddmwynumm
think about possible renal causes of

urine y
majority of renal m-m are diagnosed by history, phyﬂul

nation, and labora tory findings, Occasionall ly, a renal &
required. A simple urinal urinalysis can often provide viluable ¢
the diagnosis.

|_

B Urine dipstick. Hematuria and proteinuria together sugge
glomerulonephritis. A A positive orthotoluidine test result for bl
may represent hematuria, free he §

.Or m
pect rhabdomyolysis if there is a pnmtwc nrthmmlnd:m
result on dipstick, but fe few or no RBCs on urine
this case, ﬂrdertestsnfs:mmfurCPK.C&.Md '
form]roglobm.)

A positive test result for urinary pmlcin alone should ¢
You to do a serum albumin and 24-hour urine mﬂm:lnn
protein and creatinine clearnnce to identify the rephrotic sym
drome, if present, :

" Kio

bodies are suggestive of nephratic syudrm

L] Urinefarmiuaphds Askforthistestdﬂmeuasuspdnon
acute interstitial nephritis,

In most cases, beyond these aforementioned simple tests, no
further rnvcmgnnm IS required at night,




