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TREATMENT PLAN (CONTINUED)

Induction and Intraoperative Management

* Premnduction arterial line placement:; induction with fentanyl and etormdate

* Norepinephrine infusion at 0.02 meg'kg/min started at induction

* OFr 2-Lumen MAC introducer with Swan-Ganz catheter m R intemal jugular
vein to monitor heart function intraoperatively

* Metoprolol 2 mg IV for heart rate control

* Maintenance anesthesia with sevoflurane, fentanyl, and rocuronium

* During reverse Trendelenburg. norepmnephrine increased to 0.1 meg/kg/min

»  After patient was leveled, norepinephrine weaned

* Intraoperative epidural test dose neg; bupivacaine 0.123% started at 6 mL/hr

* (One-lung ventilation uneventful

* At case end, hydromorphone 1 mg titrated to BR; emergence uneventful

DISCUSSION |

The goals for penoperative management of HOCM are to maintain,
normovolemia, normal sinus rhythm, normocardia. low inotropy, and high
preload and afterload Preoperatively, it is important to ensure the patient has
taken a B-blocker, treat anxiety conservatively, and admunister a fluid bolus.
Surgical posifioning is another important consideration that the anesthesiologist|
must plan for because certain positions like reverse Trendelenberg can cause|
decreased venous return and preload, which exacerbate HCM. For simular
reasons, assessing and managing fluud status preoperatively 1s essential for
optimal patient care in the operating room. '

Induction is a critical time for these patients. It is recommended that a pre-|
mduction arterial line 1s placed as well as a p-blocker like esmolol or metoprolol
15 given for rate control during intubation. In terms of maintenance, volatile
anesthetic gases work well since they are myocardial depressants. Sevoflurane|
may be the best option because 1t has little to no effect on heart rate. though
isoflurane may also be considered because 1t better preserves cardiac output—at
the cost of increasing heart rate. There 1s some controversial evidence that|
suggests nitrous oxide may increase pulmonary arterial pressure, so it may be
best to avoid using 1t for maintenance. One should also take extreme caution to
momnitor fluid status and surgical progress throughout the operation. It 1s also
recommendead to give the epidural test dose in the operating room. where there is
an arterial line in place and pressors ready
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Other mtraoperative events that may occuw
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HOCM Periop Goals

Normovolemia
Normocardia p-b
Low motropy Volati]
High preload
High afterload Vaso
Anxiolysis

Table 1. HOCM Perioperative Goals an
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