C-54 Anesthetic Management for Robotic Pericardial Window in a Known Difficult
Airway Patient With New Onset of Atrial Fibrillation
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Objective
After completion of this session, the participant will be able to:
e Address the pitfalls of multiple severe comorbidities in the anesthetic
management during robotic pericardial window surgery.

Case Stem Question

An 84-year old female presents for robotic pericardial window and left atrial appendage
clipping via left video-assisted thoracic surgery (VATS). Patient presented two weeks
ago to the cardiologist with palpitations found to be a new onset Atrial Fibrillation (AFib).
She has had a small pericardial effusion for approximately 20 years without intervention
due to small size. Incidentally the echo exam demonstrated growth of pericardial
effusion to 2.1 cm with reduced ejection fraction (EF) to 45-55%, with mildly reduced
right ventricular function and moderate mitral and tricuspid regurgitation, and normal
estimated pulmonary artery systolic pressure. Currently she denies any chest pain,
shortness of breath, dyspnea on exertion, leg swelling, increased elevation to sleep, or
other symptoms. She is on anticoagulant medication and betablocker.

Other significant history is that patient has had surgery in 2014 for the removal of basal
cell carcinoma in the left mandible. She reported no problems with mouth movement at
the time. However, with the recurrence of cancer, patient underwent radiation and is now
unable to open her mouth more than 2cm.

On physical examination, patient is alert and oriented to time, location, and person.
Heart rhythm is irregularly irregular at rate between 70-80’s. Patient is able to open her
mouth less than 1.5 cm, at the corner of right side only, and has complete occlusion at
the center of the mouth. Patient weight was 53kg, and patient height was 5 feet 1 inch
tall.

After extensive conversation with the patient regarding awake/minimal sedation/topical
anesthetic for nasal intubation, patient agreed with the plan and wanted to proceed. She
was brought to the operating room and standard ASA monitors were applied. Patient sat
at 45 degrees and nebulizer with 2% 4cc lidocaine orally was initiated. Glycopyrollate 0.2
mg was administrated intravenously with minimum affect on heart rate.
Dexmedetomidate 0.8 ucg/kg/hr infusion started simultaneously. Right nostril was
atomized once with 2cc of 4% lidocaine and different sizes of nasal trumpets with
viscous lidocaine jelly introduced to the right nostril about 30 seconds each (24, 28, and
32). Regular 7.0 ETT was gently advanced through the right nostril and guided with
fiberoptic bronchoscope to the opening of vocal cords where 2cc of 4% lidocaine was
injected. Bronchoscope was advanced further into the trachea, ETT was able to follow



and was placed into the trachea with ease. End tidal CO2 was confirmed, and propofol
and fentanyl were given to induce general anesthesia.

Right radial arterial line and second intravenous line 18 gauge were placed in right
forearm post induction. The bronchial blocker was inserted through ETT under
bronchoscopy guidance. The right lung was deflated and left lung was ventilated with TV
of 200cc, rate of 25, PEEP of 5, and FiO2 of 100%. Pediatric TEE probe was
successfully advanced into the esophagus without difficulty. Patient was positioned into
left lateral decubitus and thoracoscopic robotic pericardial window began. Echo exam
demonstrated 2cm of circumferential pericardial effusion surrounding the heart. Minimal
to trace MR and TR were noted. No pericardial tamponade physiology was present.
Approximately 500-600cc of pericardial effusion was drained and a piece of pericardium
was sent for biopsy.

The pericardial effusion was successfully drained, yet LAA clipping was not performed.
The TEE was not able to absolutely exclude presence of clots in the LAA. Electric
cardioversion was not performed. Patient returned to two lungs ventilation, was
spontaneously breathing, and able to extubate without any complication. Patient was
discharged home on post-operative day two.

Guiding Questions for Discussion

1. What other preoperative testing should be included?

2. How would you approach in securing the airway for this assumed difficult intubation
patient?

3. How much of local anesthetic is safe in this patient in establishing the airway? How
will local anesthesia toxicity (LAST) be presented and how to treated?

4. Would you place pre-induction arterial line? Pre-induction central venous line?

5. Would you place defibrillation pads before induction?

6. How would clinical management be different during induction if patient presented with
pericardial tamponade physiology? Any change on medication or monitoring practice?
7. How to separate/isolate lung for one-lung ventilation (OLV)?

8. How to establish lung isolation if blocker wasn’t able to position appropriately or
confirm through nasal ETT?

9. What are predictors of hypoxemia during OLV? How can hypoxemia be treated during
OoLVv?

10. Is TEE absolute required for pericardial window surgery? Would TTE be applicable
on left lateral decubitus position?

11. How does positioning of the robot affect patient access and monitoring during the
surgery?

12. What are common thoracic insufflation pressures during robotic thoracic surgery?
How does thoracic insufflation affect cardiopulmonary physiology during OLV?

13. What are the etiologies of the rising PIP?

14. What are the etiologies of hypercapnia during OLV? How is hypercapnia treated?
15. How would you manage AFib if patient develop rapid AFib and hypotension?




16. Ethical concern: is it necessarily to perform a robotic pericardial window on a
geriatric patient with potential difficult airway with new onset of AFib?
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