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A 71 yr F presents for a T11 thoracic laminectomy (with nerve monitoring) for tumor
resection

She has a history of R breast CA treated 10 years ago with mastectomy and chemotherapy.
She had been symptom free until 3 months ago when she noticed chest and back pain. Rapid
contrast CT scanning of her heart found no coronary artery disease but did identify a lesion in
her T11 vertebra. Biopsy of the lesion demonstrated adenocarcinoma of unknown origin.

Her past medical history includes hypertension treated with Vasotec and a pacemaker placed
for idiopathic bradycardia. Past surgical history includes a C/S in addition to her
thoracotomy. She has no allergies, and is taking no other medications. She has no
cardiorespiratory symptoms, and can walk several miles without difficulty. She has no
coronary artery disease on CT scan. During preoperative workup 11 days ago, her internist
noted R calf swelling and warmth. A doppler examination revealed a DVT and she was
placed on Lovenox.

In the preop holding area she is in no pain, or cardiorespiratory distress. BP 130/90, HR 80.
She reports no limitation in exercise tolerance. On examination her right calf appears normal.
She has taken her Lovenox for 9 days (but stopped it two days ago).

1. Would you cancel the case due to inadequate DVT treatment?

Although she has been on Lovenox for 9 days and is now asymptomatic, her risk of
perioeprative PE is still high. Moreover, with such an involved case the likelihood of a
prolonged postoperative course (and thus risk of postoperative PE is greater). Few data exist
to define the ideal duration for perioperative DVT treatment. Consensus guidelines, however,
generally recommend 1 month.
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You disclose the risks and benefits to the patient who clearly wishes to proceed. In the
discussion you realize that perioperative blindness has not been disclosed as a potential
complication by the surgeon. A chat with the surgeon confirms your suspicion. The surgeon
states that he has never had a case of postoperative visual loss (in 15 years!), notes that the
patient is extremely healthy at baseline, anticipates a short 2 hour case, and emphasizes that
without the surgery her cancer will likely spread.

2. Do you disclose the risk of blindness to the patient?

Although the likelihood of blindness during prone spine surgery is low, causes, risk factors,
and mechanisms underlying postoperative visual loss are poorly understood. In addition,
hypothesized risk factors such as intraoperative anemia and hypotension may be more likely
in this patient because of the complexity of her surgery and her recently discontinued
Lovenox. Finally, the surgeon has made it clear he considers the risk of postoperative visual
loss to be too low to disclose.
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You (finally) convince the surgeon to disclose the risk and both of you discuss the risk with
the patient. She again accepts the risk of proceeding. Induction, intubation, and arterial line
placement are straightforward.

With her history of R mastectomy 10 years ago you attempt to place a triple lumen CVP
catheter in her L internal jugular vein for volume monitoring purposes. After 3 attempts with
and without ultrasound, however, you cannot pass the wire more than 8cm, likely due to the
presence of pacemaker wires.

3. Would you place the CVP catheter in her R internal jugular vein, do the case without
the monitor, or choose the femoral site?

The history of breast CA argues against any venous access on the side of her prior
mastectomy. The surgeon does not anticipate massive blood loss. But the patient was
receiving Lovenox as late as two days ago. She will also be prone for the procedure, making
intraoperative CVP placement difficult and potentially compromising assessment of volume
status.
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You decide to place a CVP catheter in the right internal jugular vein. Her initial CVP is 12
cm H,O



4. Would you place a bite block?

Both sensory and motor nerve monitoring are planned for this patient. Case reports suggest
the potential for tongue lacerations due to repeated masseter stimulation during prone surgery.
However, the tongue block may become malpositioned during surgery, and may even cause
numbness from continuously pressing on lingual nerves during the case.
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You place a tongue block. The patient is turned prone and the case begins. 2 hours later, she
has lost 500cc and you have given 2500cc LR. The surgeon notes that the lesion is larger than
the CT scan suggested and advises you that the procedure will take several hours longer than
anticipated. The blood pressure now sags to 105/55. HR 88, SpO, 100% on 100% FiO,.
CVP is unchanged (10cm H,0) but pulse pressure variation is 10mmHg. Arterial blood gas is
7.36, pCO; 35, PO, 130 on 100% FiO;

5. Would you give fluid, start a vasopressor, or leave the blood pressure where it is?

Although the blood pressure is within the normal range, the patient has hypertension at
baseline. In addition, hypotension is a suspected, but not proven contributor to postoperative
visual loss. By bookkeeping criteria, you have given enough fluid to compensate for her
blood loss, and her CVP is consistent with an adequate volume state. In addition, her PO2
suggests the beginnings of mild pulmonary edema. Volume status may be difficult to assess
in the prone position, however, and her pulse pressure variation suggests that her blood
pressure may increase with additional fluid.
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But she wasOn preop

After a 250cc bolus of albumin, her blood pressure does not change. You start a
neosynephrine drip to keep MAP >70mmHg. 3 hours later, the case concludes. You flip the
patient supine, extubate her, and bring her to the PACU awake, interactive, and pain-free. In
the PACU she looks at you and says ‘see, | knew | wouldn’t go blind!”



