Clinical Medicine Research
2014; 3(6): 200-202

Published online December 19, 2014 (http://wwwrsogpublishinggroup.com/j/cmr)

doi: 10.11648/j.cmr.20140306.17
ISSN: 2326-9049 (Print); ISSN: 2326-9057 (Online)

St ] [

SCIENCER

Science Publishing Group

S

Anesthetic considerations on pulmonary hypertension:

A case report and minireview

Andi Koragi', Denada Lacej®, Rezart Xhani?, Myzafer Kaci®, Gjergj Andrea®, Rudin Domi*”

Department of Microbiology, “Mother Teresa” UnivitysHospital Centre, Albania

2Department of Surgery, Division of Urology, “Motheeresa” University Hospital Centre, Albania

3Department of Surgery, Division of General Surg&other Teresa” University Hospital Centre, Albania

“Department of Surgery, Division of Anaesthesiolagyl Intensive Care, “Mother Teresa” University HtspCentre, Albania

Email address:
rdomi73@yahoo.it (R. Domi)

Tocitethisarticle:

Andi Koragi, Denada Lacej, Rezart Xhani, Myzafer K&jergj Andrea, Rudin Domi. Anesthetic Considenasi@n Pulmonary
Hypertension: A Case Report and Minirevi€iinical Medicine Research. Vol. 3, No. 6, 2014, pp. 200-202.

doi: 10.11648/j.cmr.20140306.17

Abstract: Pulmonary hypertension presents a great challengeetanesthesiologist. The number of patientsgnt from

pulmonary hypertension presenting for surgery &dasing because of increased age and the modeficahend surgical
therapy as well. We present a case of a patiefériug from pulmonary hypertension scheduled fdtr dadical nephrectomy
due to left kidney tumor. Preoperative optimizataond prevention of deterioration of pulmonary hygesion and right side
heart failure are the problems the anesthesiologigtt deal with. A good collaboration among camtijidt, anesthesiologist,

and the surgeon can guarantee the patient’s outcome

Keywor ds. General Anesthesia, Pulmonary Hypertension, Ritgart Failure

1. Introduction

Pulmonary hypertension is a rare disease, but wit

increased preoperative co morbidity and mortalRy is
divided in the primary form and the secondary dPhémary
PH is a rare condition without any evident causgp (
whereas the secondary PH is often due to cardidéoan
pulmonary diseases. Chronic pulmonary diseasesalmi
valve stenosis/regurgitation, and left side ventdc diseases,
are the commonest
pathophysiological mechanisms include hypoxia-imadlic
vasoconstriction (2), elevated left atrial pressuand
increased pulmonary venous and arterial pressudecdh
progress in atrial fibrillation, and right side hiefilure with
tricuspid valve regurgitation, further increasimg fgravity of
the disease (3). The anesthesiologist's role ctmsis
preoperative optimization, prevention of furthetet®mration
of PH, and finally prevention or treatment of acright side
heart failure.

2. Case Report
The patient V.B, number 550754, 72 years old whita,

causes of secondary PH. T

with no previous cardiac medical history, was rexed in
our institute diagnosed with left kidney tumor. the
Rreoperative consult, unexpected atrial fibrillatiovas
clinically diagnosed confirmed by ECG as well.
Echocardiography examination found aortic valvaeass 1,
7 cm2, moderate mitral valve regurgitation (40-60%
regurgitation fraction), left ventricle and lefriain dilatation
with normal function (EF 61%, SHF 33%), tricuspidiwe
regurgitation, and systolic pulmonary hypertengiesAP 52

femHg). Thoracic X-Ray examination revealed cardigatg

and a decreased cardiopulmonary ratio. Blood gasdshe
other biochemistry examination were within normiaits.
Atenolol, digoksine, captopril, nitrates, forusemi@nd
LWMH, were administered at least one week beforgey.
The patient was premedicated with oral Diazepamm#iGhe
night before the surgery, and morfine sulfate 10 mg
intramuscularly 30 minutes before the induction of
anesthesia. In operating room after peripheral usmannula
was inserted, right radial artery and right intéjogular vein
were cannulated with a 20G arterial cannula and=%&éntral
venous catheter. A fast track anesthesia was niadgnyl 5
mcg/kg, Propofol 2 mg/kg, cis-atracurium 0.15 mg/kg
Monitoring included invasive arterial monitoringerdral
venous pressure, ECG, temperature, urine outpuit, eua-
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Tidal carbon dioxide. The anesthesia was maintaiwi¢gd  anesthesia’s depth must be ensured. Table 1 sumesdtie
sevoflurane, profofol infusion, fentanyl and cis@turium  drugs usually helpful for PH.
as neededPriority was given to pulmonary hypertension,

mitral regurgitation and possibly right cardiacldeé. There Table 1. The common drugs used for PH.
was performed mild hyperventilation, infusion oflinmon Drug Dose
and adrenaline, small bolus doses of phenilephane  Dobutamine 5-10 mcg/kg/minute
nitroglycerine. The patient was discharged unewtuwtf 8-th ~ Millinone 50meg/kg bolus, 075meg/kg/min infusion
: ; ; : . Dopamine 5-10 mcg/kg/minute
postoperative day, being advised for surgical ativa of : .
itral d aortic valve diseases Adrenaline 2-20 mcg/minute
mitral an : Noradrenaline 2-20 mcg/minute
NO 20-40 ppm
3 DlSCUSSI on Prostacicline 4-10 ng/kg
3.1. Preoperative Optimization 4. Medical Ther apy

Thel_pulmc(;nary artery preds_sure? var;;]from 18-25 mmHg Medical treatment includes intravenous and volatile
(systolic) and 6-10 mmHg (diastolic). The pressaver 25 _vasodilator drugs. Intravenous vasodilators arkimone,

mml—!g atdrest bor more than 3Ob mmHg"with exercise Yobutamine, dipiradamole, calcium channel blockensd
considered to be PH. PH can be usually presented Wiy o cerine.  \olatile drugs include prostaglamsli

d!fﬁcul'ues in breathing, weakness, fangue, arfythm (prostacycline, epoprostenol, treprostinil, ilogypand nitric
disturbances. Chest X-ray ShO,WS pro_mmenF F’,”"””OBHWY' oxide. Oral pulmonary vasodilators are presented by
whergas ECG (4) presents right axis deV|at|o.n.. Bokry endotheline receptors antagonists (bosentan), aiagra/
function test can reveal the respiratory origin BH. (qjjenafil). Milrinone reduces systemic and pulmgn
Echocard|ograp_hy (5, 6,) may b? helpful in determaraof pressure, while increasing right ventricle inotswpi
valve malfunctions, right atrllal (e_nlargemeqt, .etewzla Exaggerated systemic hypotension presents an etnisén
pulmonary ~pressure, and tricuspid regurgitation. € T, ¢ her deterioration of right ventricle funeti and
pgthop_hysmlogy (4-6) Changes are comple?<. Rightri@e s pemia. The combination of milrinone and VaSORUES as
ejects in puimonary bed which is characterized by @nth noradrenaline or phenilephrine, can minimize thile £ffect

.Of system.ic pressure. The pulmonary vasoconstﬁcﬁan (7). Calcium channel blockers reduces right velgric
increase right ventricle pressure and decreasegdefricular afterload by smooth musculature releasing. Nitriide

filling resulting in low cardiac output. The incag right produces pulmonary vasodilatation without systemic

ventricle afterload can precipitate ventricularues. Right hypotension through cyclic guanosine monophospk@e
ventricle enlargement results in annular dilatatéiricuspid Prostacycline is available in both forms: inhaledda

valve and tricuspid regurgitation. Tricuspid regtatjon can intravenous. Prostacycline and other prostaglandi@)s

further incrgase rjght vgntriclg wall stress, résgl in - gocreqge pulmonary pressure, right atrial presshiras
myocardial ischemia and infarction. General thelngpals recently reported that combination with nitric oxics more

are cqrrectipn/prclaven.tion of hypoxia, hypercapnimd effective than alone therapy (10). Levosimendara inew
gc@oss. Mamtammg right ventpcular functloq b)crea§|ng inotropic drug, increasing inotropism of right vede
its inotropism and by decregsmg gfter_load IS qu{pal mediated induced calcium sensitized cells activatio

goal of thg an(_asthet|c practice. Dlgoxmt_a, calquhannel The principal anesthetic care issues (11) remainaiag
blockers, diuretics, and low molecular weight hépare the right ventricle afterload (vasodilators, deep ahesig),

commonest used drugs in the preoperative period. maintaining its inotropism (inotropes and regioaaésthesia
3.2 Anesthetic Care if available), and avoiding all deteriorating stioas
(hypoxia, hypercapnia, acidosis, light general tressa).

After preoperative evaluation and preparation, agent

is scheduled for surgery. Arterial Iin.e, centraklj pulmonary 5. Conclusions

artery catheter, and occasionally transesophageal

echocardiography are mandatory. Besides of anésthet Several problems are faced by anesthesiologist giama

technique (general or regional anesthesia), ergurirpatient suffering from PH undergoing to non cardiaogery.

oxygenation and ventilation remain the principablgo The Prevention of exacerbation of PH, and right heaittife are

anesthesiologist must beware of negative effecialaflator the crucial steps that can improve the patienttsame.

drugs on cardiovascular system. Using large opémdes

can minimize volatile anesthetics. All the situaathat can

increase right ventricle afterload must be avoidedReferences

Prophylactic low dose of dobutamine or millrinomduzined
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and increasing afterload of right ventricle. Adegua
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