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CASE 1

63 yo for cysto, bladder biopsy and possible TURBT

|
Preop: 63 yo for cysto, bx, poss TURBT

- Hypertension controlled with metoprolol
- METS: >4
- DM Il, on metformin

- Obese — BMI 34
+ No formal dx of OSA but STOP BANG score 5

- GERD: rare symptoms if eats late, on regular omeprazole
- H/O low back pain, s/p Lj.5 laminectomy

I ———
Exam

- Airway:
- Mallampati 4 when protruding tongue (Mal 3 with just
mouth opening)
- Thyromental distance 3 FB
- Slight decrease neck ROM
- Otherwise unremarkable

00—
Labs

- Hgb 15 PIt 270K
-Cr1.0 K+ 4.0

00—
Concerns?

- What concerns do you have?

- What about the airway?

- Probable, untreated OSA?

- Anesthetic management technique and why?

- Patient refuses SAB: was “talked into it” in the past; it hurt and
“didn’t work”




Intra op

- GA

« Propofol induction with fentanyl 50 mcg followed by

« Propofol infusion at 120 mcg/kg/min + N,O

- Fentanyl 25 mcg increments to total fentanyl 150 mcg
- LMA#5 Unique

+ Uneventful placement

- Some difficultly ventilating initially but improved with return of SV
- Case duration one hour - uneventful

WHAT COULD POSSIBLY
(&

\ [/

NP
GO'WRONG?

Emergence

- Patient coughs

- Small amount of bile stained fluid suctioned from
oropharynx around the LMA

PACU

- Coughing initially

- No wheezing

- Maintained on O, 3l without desaturation
- Weaned from O, in 15 minutes

STAY (c{o)
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Aspiration

GERD
Obesity

Supraglottic Airways
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Obesity and Aspiration
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GERD and Aspiration GERD: Who’s at Risk?

m Reflux = >0 itaties> . o
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m History of reflux but controlled on meds
® Happens everyday ........  Chest2005; 127:1486-88
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“Major complications of airway management in the
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“The LMA Protector in Anaesthetised, i of Gastric-to-F y Aspiration in Patients
Undergoing Elective Upper Gastrointestinal Endoscopy
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Non-Paralysed Patients: a Multicentre
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CASE 2

78 yo for colonoscopy at free-standing surgery center
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Colonoscopy: Pre Op

- 78 yo woman for colonoscopy due to blood in stools
- Pre op on day of procedure
- Bicuspid Aortic Valve
- Aortic Stenosis and may have a TAVR in the future
- Told by her cardiologist that she is “OK” to have this procedure
- Only other significant co-morbidity is hypertension
- Exam
- 50 kg; BP 126/82, HR 72 (regular), SaO2 98%
- Grade 4/6 systolic murmur
- Medications
- ASA, lisinopril, metoprolol

S —
Next steps?

- Called cardiologist
- Faxed most recent office visit and echo (one month ago)

- Notes indicate she is relatively asymptomatic and able to perform
ADL

« TAVR will be considered in next 6 months.

37
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Labs

- Hgb 9.8
+ ECG NSR with mild LVH
- Echo
- LVEF 55%
« Grade 1 diastolic dysfunction
« AVA (fused, calcific bicuspid) 0.8 cm?
« Mean gradient 35-40 mm Hg
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Preop: Anything else?

40

e ——
IntraOp

- MAC
- Etomidate
-6 mg
- Fentanyl
- 50 mcg
- Phenylephrine drawn and ready

41

42



|
Epilogue

43







chlace when:

. Severe with symptoms or LV dgs{unction,

mod-severe when undcrgoing surgery for
other cardiac reasons and if there is an

abnormal exercise stress test with decrease
BP and Symptomatic AS with low-flow/low
gradicnt severe AS

Aclvantages to TAVR over SAVR

. TAVR: recommended for 1)
Intermediate to Prohibitive surgica[
risk with sev: re]CAlS,CJZ_) Valve-in-valve
Eroce ure ror a[le prior

ioProsthetic valve.
. Less acute kidney injur anﬁ major
tce ing, mor‘taﬁf% a’lﬁd stroke )
. Decreased Iength of stag
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TAVR Contraindications

. Life exPcctancy <12 months owingto a non-cardiac

issue

. M within the last 30 clags

: Congcnita| unicuspid, bicusPicl or non-calcified

valve

. Need for emergency surgery

. HCM, severe MR or LVEF <20%

. Severe pulmonary hypertension with RV
ggsfu f f Yyp

nction

. Intra cardiac mass, thrombus or vegetation
. Native aortic annulus <18 or >25 mm

. CVA within the last 6 months

= ESRD,

. Mixed aortic valve disecase (AS/Al)

S SigniFicant aortic disease
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TAVR’s, where we started
and where we’re headed

. Started as a multi-center controlled r(gect in the USA

'EE?S%@ Sﬁ'crl.‘?a]rfﬂ ’ljg‘:jgstg%b?@niﬂcant[ delayed behind

. US Core Valve Pivotal Trial, PARTNER cohort A and B and
1

PARTNER

« FDA approval in US for inoperable reasons in 2010 and 201
. Future benchmarks would extend TAVR to other patient
Tt e Jwith SRR

0se being treate SAVI
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populations, inc

+ Not curtailed by risk stratification and probable patient

preference
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impiantation ylantation in Europe EU approv
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Bronchoscopy for staging EBUS

-58Y/OF
- Former smoker - 20 pack year
- Controlled hypertension
- CAD, s/p DES 2 months ago
« Current Meds:
« Norvasc
« Plavix ( was not stopped)

- Albuterol
« Atrovastatin

CASE 3

Adventures in the Bronchoscopy Suite

62

Exam (am of procedure)

- Cough, no hemoptysis

-BMI 20.7 162 cm

- BP 122/78 mmHg | Pulse 94 | Temp 36.2 °C
Resp 16 | SpO2; 96% RA

- Airway MP2 , Full neck ROM, nl TM, no significant
abnormalities

- Lungs/Heart: mild wheeze bilaterally, few bilateral
rales, no murmurs, regular HR

- Any lab studies?

63

Labs

- Chest CT
- Lung infiltrate in the anterior segment RUL
« Nodular densities RLL
- Emphysema
« Subcarinal, mediastinal, and hilar adenopathy
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Discussion

- Proceed or delay to stop Plavix?
- Which airway to use?

- Anesthesia technique?

- Monitors?
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http://asecho.org/guidelines/

S —
Intra op

How will you manage this patient?
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When You encounter
Bleeding with EBUS!

Basem Abdelmalak, MD
Professor of Anesthesiology
Director, Anesthesia for Bronchoscopic Surgery
Cleveland Clinic

EBUS and antiplatelet therapy

« EBUS can be performed safely with Plavix on board

« It is reasonable to proceed with EBUS-TBNA or EUS-FNA when both:
(1) clopidogrel cannot be stopped and
(2) animportant diagnostic question is at stake.

e et s i L Sty
S7eportof 12 consecutive cases. Leaalialia?012:83(4) 3304
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* Lower tracheal and
bronchial lesions and
/Jor defects:

* Useas large of a
tube as possible to
allow room for the
bronchoscope and
ventilation

Abdelmalak B, Gildea T, Doyle J. Anesthesia For
Bronchoscopy. Current Pharmaceutical Design, 2012, 18,
6314-6324

 Sub-glottic and upper
tracheal lesions: SG,

Abdelmalak B, Gildea T, Doyle J. Anesthesia For Bronchoscopy.
Current Pharmaceutical Design, 2012, 18, 6314-6324
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Options to Manage Bleeding

« Suction; endotracheal application of cold saline/sympathomimetics
* Not controlled:

* Fogarty’s catheter to isolate bleeding side

* Or; Arndt Blocker

« Or selective ET intubation of non bleeding side

« Consider starting another IV ?

* Consider A line?

* IR for selective embolization of bleeding vessel

« Consider checking coags

REVIEW SERIES

The pulmonary physician in critical care « lllustrative
case 7: Assessment and management of massive
haemoptysis

JLLordan, A Gascoigne, P A Corris

Thorex 2003,50:814-819
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Selective Intubation of Non Bleeding Side
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REVIEW SERIES

The pulmonary physician in critical care « lllustrative
case 7: Assessment and management of massive
haemoptysis

JLLordan, A Gascoigne, P A Corris

Thorax 2003;58:814-819
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Fogarty Catheter Iéolation of Bleeding Side

Arndt Blocker
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Caveats

Often difficult to recognize bleed.

Change to Therapeutic Scope & Assess

79 80
Intrapulmonary Hemorrhage Post Control of Bleeding Management
LA
{
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THANK YOU!
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