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A 5°9” 40 yr M is scheduled for revision of a Roux en Y gastric bypass due to
anastomotic stricture.

His original (laparoscopic) procedure was performed 9 months ago. At that time, he
weighed 450 Ibs, and had the following comorbidites:

*HTN (treated with Atenolol 50 mg PO qd)

*Type 1l diabetes (treated with a combination of glipizide and Lantus insulin)
*Qbstructive sleep apnea (nighttime CPAP 10/5)

*Anxiety (treated with PRN Ativan 5 mg PO)

*DVT treated with Lovenox x2 weeks

His anesthetic, surgery, and initial postoperative recovery were notable for patient reports
of intraoperative awareness reported by the patient, but not the chart. Atenolol was
continued perioperatively, intubation was achieved via awake fiberoptic bronchoscopy,
and postoperative pain was well controlled with PCA dilaudid. He was discharged to
home on POD #4 on Lovenox

Over the next 3 months, he developed recurrent vomiting and dysphagia. Endoscopy
revealed anastomotic narrowing, but attempts at balloon dilation were unsuccessful. Due
to worsening symptoms and abdominal pain, he and his surgeon have now opted for
surgical revision.

Since his initial operation he has lost 100 Ibs. He remains on atenolol although his blood
pressure has improved slightly. He no longer requires insulin but continues on glipizide
10mg. However, his repeated vomiting, dysphagia and abdominal cramping have
significantly worsened his anxiety. He now takes 5 mg ativan nightly, has recently
started Percocet for abdominal symptoms, and notes sufficient difficulty sleeping that he
cannot use his nighttime CPAP.

In the preoperative area he is fidgeting and appears anxious about intraoperative
awareness and another awake fiberoptic bronchoscopy. He is NPO including
medications. BP is 130/90, HR is 98, and fingerstick glucose = 180 mg/dl. Physical
exam is uncomplicated and his airway is a MP I1l. He has a beard. During the



preoperative handshake, the surgeon estimates the likelihood of opening the abdomen at
>50%.

1. Would you administer atenolol prior to induction?

Curent SCIP guidelines require continuing beta blockade in patients chronically on a beta
blocker due to increased risk of postoperative complications due to BB withdrawal.
However, this patient recently had surgery, and his need for beta blockade may be
evolving. Moreover, it is likely that a component of his high preoperative heart rate is
due to anxiety. Finally, large scale retrospective trials suggest that patients with no RCRI
risk factors are unlikely to benefit, and may be harmed by, beta blocker administration.
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2. Would you place an epidural for postoperative pain control in this patient?

Although no clear diagnosis of chronic pain exists in this patient, his history and physical
exam are suggestive of benzodiazepine dependence and an ongoing requirement for oral
narcotic (percocet) pain therapy. While an epidural generally allows equivalent pain
therapy with less opioid, it also introduces other well known risks. In addition, the
outcome benefit of epidural analgesia may only be significant for patients at high risk for
cardiorespiratory complications.
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3. Would you perform another awake fiberoptic intubation?

Although awake fiberoptic intubation was used for his original procedure, the details for
that decision are not available. Since that time he has lost 100 Ibs and due to increased
anxiety would strongly prefer not to undergo awake fiberoptic bronchoscopy again..
However, he now has a beard and his airway exam is still a MP I11. Even if you choose
to induce anesthesia before securing the airway, would you then administer muscle
relaxant?
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You decide not to place an epidural or administer a preoperative beta blocker. You
decide to intubate via direct laryngoscopy. Induction of anesthesia is straightforward, but
intubation requires multiple laryngoscopies and you are forced to use a 7.0mm
endotracheal tube. The case proceedes smoothly but with abdominal insufflation, the BIS
monitor reads 65 despite 500 mcg fentanyl, 6 mg midazolam, an end-tidal anesthetic gas
level of 1.4 MAC, and full paralysis with rocuronium. The BIS monitor reports an EMG
level of 0 and SQI = 100%. BP =108/60, HR 92,

4. Would you increase the anesthetic gas level or give more midazolam?



In volunteer studies, BIS readings of 65 suggests an increased likelihood of awareness
when compared to anesthetic depths of 45-50. Moreover, chronic beta blocker use in this
patient may prevent use of heart rate as a monitoring tool and the patient’s history of
chronic narcotic and benzodiazepine use may increase his anesthetic requirement.
Finally, he may have been aware during the anesthetic for the original procedure

In clinical use, however, data supporting the use of BIS monitoring to reduce awareness
are mixed. Recent studies have suggested little benefit to BIS guided anesthetic titration
when compared to anesthetic titration using end-tidal anesthetic gas.
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You decide to give an additional 4mg Midazolam with no change in HR, BP, or BIS. In
addition, you unplug the BIS monitor to reduce your own heart rate.. The surgeon
informs you that due to excessive adhesions, he must open the abdomen to complete the
case.

3 hours later, the surgeons are closing. Total IV fluids = 2500cc, U/O = 150cc, EBL =
60cc. As you prepare for emergence, you perform a cuff leak test to check for glottic
swelling, and find no leak even at 20cm H,O.

5. Would you extubate this patient postoperatively?

This patient has OSA, anxiety, possibly chronic pain, and a positive cuff leak test (no air
leak), and a history of difficult intubation with multiple attempts. Upper airway swelling
may predispose to post-extubation stridor, postoperative respiratory compromise, and
possibly reintubation. Leaving him intubated, however, will require ICU admission,
sedation and mechanical ventilation.
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You decide to extubate the patient. Inthe PACU he is agitated and delirious. After
several challenging hours, however, he calms down and is discharged to the floor. The
remainder of his hospital course is uneventful and he is discharged to home, symptoms
resolved, 6 days later.



