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Intfroduction

O Aux E-U et en Europe
O Valvulopathie la plus fréquente

O Aire valvulaire NOrmale
O 2.5-3.5cm?
O Progresse =0.1cm?2/an

O Pathophysiologie
O Acquise
O Autres

Manifestations cliniques

O Symptémes O Auscultation cardiagque
O Asymptomatique ad O Souffle
<0.1cm? O Crescendo-descrescendo
O Angine Survie = 5 ans O Max au foyer aortique
O Syncope  Survie =3 ans O Irradiation aux carotides
O Dyspnée  Survie=2ans O Splitting B2 ... disparition du B2
O Parvus tardus O Syndrome de Heyde
O Choc apexien soutenue The murmur of aortic stenosis
Mild aortic stenosis Moderate aortic stenosis Severe aortic stenosis
O ECG > - BN Sy S1 5, 51 :ﬁz
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Syndrome de Heyde

O Syndrome décrit en 1958 par Dr. Edward C. Heyde

O Induction de maladie de von Willebrand (type lla)
O Secondaire & la sténose

O Relié ala sévérité de la sténose
O Flot turbulent

Acquired von Willebrand Syndrome
in Aortic Stenosis

O Déficience en ULVWF

O Saignement Gl par angiodysplasie

Intfroduction

O Acquise
O Dégénérative (60-80 ans) Normal sords Vil

Open Closed
O Endocardite infectieuse

. ® &
O Maladie rheumatismale 4

O atteinte valve mitrale
Open Closed

O fusion commissurale

O Valve bicupside (30-50 ans)
O 1-2% de la population

Stoelting's Anesthesia and co-existing disease 6¢ édition

Aortic valve stenosis
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Intfroduction

Valve calcifiée Valve bicupside Valve bicupside Valve calcifiée
calcifiée Calcifiee (vue de (myocarde
'OG) sectionné)

Surgical Management of Congenital Heart Diseases,
Dr.Jose C.Gonzales, MD, july 2010

Intfroduction

O Lien étroit avec I'athérosclérose
O Facteurs

aLbDL MNormal Bicuspid Calcific
OTabac
OHTA Diastole
ODb
Ohommes
OAge

Systole

Continuing Education in Anaesthesia, Critical Care & Pain | Volume 5 Number
® The Board of Management and Trustees of the British Journal of Anaesthe
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ORVA estle traitement définitif

O Risque a diminué depuis 30 ans

O Déces opératoire
O 2-5% chez <70ans
O 5-15% chez les plus vieux
O Pas bcp plus élevé si PAC en méme temps

OTAVI

O Plus agé

O C-l ala chirurgie @
Y . Eurcpean Heart journal (2010) 31, 416423
O RVA & haut risque i dei10.1093feurhearti/ehpS75

EC/EACTS Guiddlines / Eumpean Journal af Cardia-Tharacic Susgery
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Quand opérer?

2008 Focused Update Incorporated Into the
ACC/AHA 2006 Guidelines for the Management
of Patients With Valvular Heart Disease

A Hepors of the American Callege of Aurerican. Hearr Assocission Task Force on Praomce Guidelines
(¥Writiey, Commimes m Fevise the 1998 Ceoidelines for the Mansgemens of Pasients Wich Vidvalar Hearr Disesse)
Endored by the Sscicry of Cordipvasalar Anathesivlgicn, Society jor Cardisvasculer Angiograply and
Interventivn, and Svciety of Thorasi: Surgeor

Quand opérer?

Class 1

1. AVR is indicated for symptomatic patients with
severe AS.* (Level of Evidence: B)

2. AVRis indicated for patients with severe AS5* under-
going coronary artery bypass graft surgery (CABG).
(Level of Fvidence: C)

3. AVRis indicated for patients with severe AS* under-
going surpery on the aorta or other heart valves.
(Level of Fvidence: C)

4. AVR is recommended| for patients with severe AS*
and LV systolic dysfunction (ejection fraction less
than 0.50). (Lewel of Evidence: C)

Circulation. 2006:114:450-527
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Quand opérer?

Class IIa

AVR is reasom;:e for patients with moderate AS*
undergoing C/ Of_Surgery on the aorta or other
heart valves (see Section X-D). (Level of Evidence: B)

Class 11Ib

1. AVR may be considered for asymptomatic patients
with severe AS* and abnormal response w exerise
(eg., development of symptoms or asympromatic
hypotension). (Level of Evidence: C)

2. AVR may be considered for adults with severe asymp-
tomatic AS* if there is a high likelihood of rapid
progression (age, calcification, and CAD) or if sur-
gery might be delayed at the time of symptom onsert.
(Level of Evidence: C)

Circulation, 20062114:450-52)

Quand opérer?

3. AVR 'I;IE}’ be considered in patients undergoing
CABG who have mild AS* when there is evidence,
such as moderate to severe valve calcification, that
progression may be rapid. (Level of Evidenee: C)

4. AVR may be considered for asymptomatic patients
with extremely severe AS (aortic valve area less than
0.6 cm”, mean gradient greater than 60 mm Hg, and
jet velocity greater than 5.0 m per second) when the
patient's expected operative mortality is 1.0% or less.
(Level of Evidence: C)

Circulation. 2006:114:450-527
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Recap: Algorithme

Undergoing other
cardiac/aortic surgery

.

3 Y
AVR recommended

Very high

Any of: No risk surgery
1. Abnormal response to exercise
2. Predictors of rapid progression | Yes
3. Extremely severe AS + low —’| AVR considered

risk surgery

4, Risk of surgical delay when Note:

Muoderate AS

AVR reasonable

Consider TAVI or
BAV to bridge

symptom onset

Mild AS + undergoing cardiac/aortic surgery, consider AVR il

No predictors of rapid progression.
: If low-gradient low-flow AS suspected, consider low dose
v dobutamine ccho.
Close clinical and echo follow up Life expectancy <1yr, consider BAV.
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Pathophysiologie

|

t LV systolic

pressure

tLVET tLv

4' LV outflow obstruction }—l

diastolic } Ao pressure

pressure

2

Latent Phase

Compensation

Failure of
compensation

v

LV dysfunction
t Myocardial | Diastolic
Oy consumption time
| > | | Myocardial
O, supply
» Myocardial
ischemia
LV failure d
Progressive
obstruction to 1 LV systolic pressure

LV outflow

Compensatory LV hypertrophy
/ Systolic function

Symptoms

T O, Demand . )
maintained, with normal
1 02 Supply le v A N
Diastolic dysfunction cavity size
Diastolic Preload and SR Contractility
Id,;S;:g:m dependent dependent
v
Subendocardial ischaemia ‘ | Pulmonary congestion | EF, LV dilatation
v
| Angina Breathlessness Syncope Sudden Death

Continuing Education in Anaesthesia, Critical Care & Pain | 2012
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RCR avec Sténose Ao

OSA sévere diminue I'efficacité du RCR

O Massage cardiaque non-efficace en
présence d’'une obstruction fixe

Classification - sévérité

The primary haemodynamic parameters recommended for
clinical evaluation of AS severity are:

s AS jet velocity 1 0.3m/sfan

» Mean transaortic gradient 1 7 mmHg/an &~ N %
¢ Valve area by continuity equation. | 0.1cm?/an / =
= //. . /\
il |‘|
- 1
Irx/// -'-‘\I

Figure 4 Schomatic diagram of continuity equation.

European Journal of Echocardiography (2009) 10, 1-25
doi: 10. 1093/ ejechacard/ jen303

EURGPEAN
SOEIETY OF
CARDROLETY
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Classification- Sévérité

Table | Categories of aortic stenosis severity

Aortic sclerosis Mild AS Moderate AS Severe AS
Aartic jet velocity (mfs) <16 26=30 1-4 >4
Mean gradient (mmHg) =30 (25) 30-50 (25-40) >50 (40)
AVA (em) - >15 10-15 <10
Indexed AVA (em?fm?) =09 06-09 <06
Velocity ratio =0.50 0.25-050 <025
T—
Journal of the American Society of Echocardiography
January 2009
Aortic Stenosis
Indicator Mild Moderate Severe
Jet velocity (m per second) Less than 3.0 3040 Greater than 4.0
Mean gradient {mm Hg)* Less than 25 25-40 Greater than 40
Valve area (cm?) Greater than 1.5 10-15 Less than 1.0
Valve arca index (em® per m) Less than 0.6

ACC/AHA Practice Guidelines

Risque: chirurgie non-cardiaque

Table 2. Active Cardiac Conditions for Which the Patient
Should Undergo Evaluation and Treatment Before Noncardiac
Surgery (Class |, Level of Evidence: B)

Condition Examples

Unstable coronary syndromes Unstable or severe angina* (CCS class
1l or Iyt
Recent M}

Decompensated HF (NYHA
functional class IV; worsening or
new-onset HF)

Significant arrhythmias High-grade atrioventricular block
Mabitz Il atrioventricular block
Third-degree atrioventricular heart
block

Symptomatic ventricular arrhythmias

Supraventricular arrhythmias (including
atrial fibrillation) with uncontrolled
wventricular rate (HR greater than 100
bpm at rest)
Symptomatic bradycardia

tachycardia
Severe aortic skenosis (mean pressure
gradient greater than 40 mm Hg,
aortic valve area less than 1.0 cm?, or
symplomatic)

Symptomatic mitral stenosis
(progressive dyspnea on exertion,
exertional presyncope, or HF)

Severe valvular disease

Risque élevé si

O Sévére

O Symptomatique
Devrait étre adressé

avant la chirurgie
non-cardiaque

2007 Guidelines on Perioperative Cardiovascular
Evaluation and Care for Noncardiae Surgery

2013-11-06
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Prophylaxie endocardite (2006)

ditis Prophylaxis Regimens for Genitourinary/Gastrointestinal (Excluding Esophageal) Procedure:

Agent(s)* Regiment

High-risk patients

Ampicillin plus gentamicin Adults: ampicillin 2.0 g IM/IV plus get
120 mg) within 30 min of startj
1 g IM/IV or ama
Children: ampicillin 5
gentamicin 1.5
hours latg

mg per kg (not to exceed
e. Six hours later, ampicillin

1 or IV (not 1o exceed 2.0 g) plus
1thin 30 min of starting the procedure, Six
5 mg per kg IM/IV or amoxicillin 25 mg per kg

High-risk patients allergic to Vancomyein plus nycin 1.0 g IV over 1-2 h plus gentamicin 1.5 mg per ky IV/
ampicillin/amoxicillin gentamicin ot to exceed 120 mg). Complete injection/infusion within 30 min of

the procedure. Children: vancomycin 20 mg per kg IV over 1-2 h
nicin 1.5 mg per kg IV/IM. Complete injection/infusion within
goo the procedure.

PO 1 h before procedure, or ampicillin 2.0 g IM/IV
he procedure.

Moderate-risk patients Adults: amo$
within 30 min
Children: amoxi
per kg IM/IV within 3
Vancomycin Adults: vancomycin 1.0 g IV ovi
starting the procedure.
Children: vancomycin 20 mg per kg IV ov
30 min of starting the procedure.

PO 1 hbefore procedure, or ampicillin 50 mg
ing the procedure.
pomplete infusion within 30 min of

Moderate-risk patients g
ampicillin/amoxgid

mplete infusion within

Prophylaxie endocardite (2008)

3.1.44. Aortic Stenosis: Medical Therapy
Antibiotic prophylaxis is no longer indicated in patients with
aortic stenosis for prevention of infective endocarditis.

2013-11-06
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2008 VHD Focused Update Recommendations

Class lla

1. Prophylaxis against infective endocarditis is
reasonable for the following patients at highest risk
for adverse outcomes from infective endocarditis who
undergo dental procedures that involve manipulation
of either gingival tissue or the periapical region of
teeth or perforation of the oral mucosa*:

« Patients with prosthetic cardiac valves or prosthetic
material use&ﬁm\laveremlr. Level of

Evidence: B)

Patients with previous infective endocarditis. (Level

e dm&_.ﬁ—

Patients with CHD. (Level of Evidence: B)

= Unrepaired cyanotic CHD, including palliative

. el of Evidence: B)
Completely repaired congenital heart defect
repaired with prosthetic material or device,
whether placed by surgery or by catheter
intervention, during the first 6 months after the
procedure. (Level of Evidence: B)
Repaired CHD with residual defects at the site

“OF anjacent 10 NG oite of a prosmetic patch or

prosthetic device (both of which inhibit
endothelialization). (Level of Evidence: B)

Cardiac transplant recipients with valve

mmmw abnormal valve.

(Level of Evidence: C)

O SAUF SI

O Procédure dentaire avec
manipulation des gencives et/ou
région périapicale dentaire

CHZ PATIENT AVEC

O Valve/matériel prosthétique

O Endocardite infectieuse (dans
le passé)

O Insuffisance cardiaque

O Unrepaired cyanotic
congenital heart defect

OCHD réparé (émois)

OCHD réparé avec effets
résiduels

O Transplanté cardiaque avec
régurgitation

Considérations anesthésiques (at large)

O Eviter
O Hypotension
O Tachycardie
0O Bradycardie

O Maintenir

o Rythme sinusal
O Kick auriculaire peut contribuer ad 40% DC

O Volume intravasculaire adéquat

2013-11-06
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Table 6013 - Goals for Anesthetic Care of Patients with Aortic Stenosis and Aortic Requrgitation

Left Ventricular Preload Heart Rate Contractile State Systemic Vascular Resistance Pulmonary Vascular Requrgitation
Aotic stenosis 1 1 (sinus)  Maintain t Waintain
Aotic requrtation ¢ i Maintain | Maintain

From Sukemik MR, Martin DE: Anesthetic management for the surgical freatment of valvular heart diseases. In Hensley FA, Martin DE, Graviee GP (eds): A
Practical Approach to Cardiac Anesthesia, 4th ed. Philadelohia, Lippincott Willams & Wilkins, 2006, po 316-347.

PREop

O Evaluation €chographique
O Sévérité SA
O Fonction VG

O Eviter Rx fachycardisant

O i.e. antficholinergiques

OPrémédication recommandée mais ATTENTION
O si exagérée
O Venodilatation exagérée—> | LVEDV
O Bénéfique
O |stress & |tachyvardie = |ischémie myocardique

2013-11-06
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O ECG 5 électrodes

O V4 ou V5 pour suiviischémie du VG " _ = H

O Canule artérielle - Pression invasive )
O Voie centrale/ Swan

O ATTENTION au risque d'induire des arythmies

O Siperte du kick auriculaire >remplissage du VG (non-
compliant) compromis - hypotension-> détérioration HD

O Risques < bénéfices

= 131@)

O Selon guidelines peut étre utilisé si pt a une poThoIogle cardiaque

qui peut modifier son HD = dX rapide e sudsines o

O Installation de pad de défib avant induction
O Maintenir RS est essentiel

O Induction avec NArCotiques seuls
O Anesthésie adéquate i g
O Blunt le réflex sympathique m%

OBenzos + étomidate -

O Bon choix

O Eviter
O Rx tachycardisants: kétamine, glycopyrolate, pancuronium
O Rx hypotenseurs: propofol

2013-11-06
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PERopératoire

O FREQUENCE CARDIAQUE = 60-80
O ftemps de remplissage diastolique
O Meilleur perfusion des coronaires
O Sifachy
O 1 mVO, - ischémie
O Si brady
O |débit cardiaque
O hypoTA

O EVITER L'HYPOTENSION
O Maintenir RVS
O Maintenir pression de perfusion du myocarde (PPC)

O Anesthésie régionale peut étre utilisé dans conditions
particulieres

PERopératoire

O MAINTENIR RYTHME SINUSAL
O Kick auriculaire important avec VG non- compliant
O 1 remplissage du VG

O VOLEMIE ADEQUATE
O Pt dépend de la précharge

O Volémie difficile & évaluer car VG non-compliant

2013-11-06
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O Halogénés pas contre-indiqués
O Plusieurs possibilités

O Attention & la régionale
O HYPOtension

O ATTENTION & I'hypoTA
O Phényléphrine: tx de choix
O 1PPC, 1 remplissage diastolique

Emergence + Postop

O Emergence
O Evitertachy
O Agitatfion, toux, douleur, renverse
O Bonne analgésie

O Postop
O Eviter
O Tachy
O hypoTA
a uUsl...

2013-11-06
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La prostatectomie!

Prostatectomie radicale

O Cancer le plus courant chez ’'homme

O Prostatectomie radicale = intervention de choix chez les
< 65ans

O Chirurgie & risque INTERMEDIAIRE

O Prostactomie RADICALE:

O Prostate, vésicules séminales, ganglions lymphatiques, col
de la vessie

2013-11-06
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Techniques chirurgicales

O Traditionnelle
O Prostatectomie radicale rétropubienne ouverte
O Prostatectomie radicale périnéale

O Robotique
O LSC

Technigque réfropubienne

O Décubitus dorsal

O Incision abdominale transverse
O PS: 1000-2000 cc
Incision

. ~N

O Positionnement \;

O Hyperextension f : \

O A risque le lésion nerveuse E .
O Trauma plexus brachial \y 24

O Trendelenburg
O Difficulté ventilatoire
O Oedéeme ORL

O Rhabdomyolyse * IRA

Copyright ®2006 by The McGraw-Hill Companies, Inc
All rights reserved.

2013-11-06
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Technique périnéale

O Qd dissection ganglionnaire non nécessaire
O ¥ temps opératoire/ PS

O Positionnement lithotomie exagérée
O Méchanique respiratoire affectée ++
Y Compliance
APression de plateau, de pointe
AEspace mort
ATravail inspiratoire

O Peut étre non tolérable
O Patient obése
O Sous technique régionale

Technique LSC

O YWPS (environ 300 cc)

O Longue chirurgie — 9.4 hrs i E;‘/l "‘ki :

O Complications anesthésiques .
O 2eLSC L
O Difficulté ventilatoire 2e a LSC + longue chx
+ positionnement

O Yconvalescence, dépendance KT

O ¥Ybesoin analgésie

2013-11-06
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Technigue Robotique

O 10% des prostatectomies radicales au E-U
O Temps opératoire: 70-160 min
O PS: 50-150 cc

O 95% des patients ont congé < 24 hrs

Robotique: Considérations anesthésiques

O Considérations anesthésiques
O Comparable & LSC
O Positionnement: téte basse, lithotomie basse
O Risque de trauma plexus brachial et des Mls

O Risque d'oedéme ORL si >4hrs

2013-11-06
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Technigues anesthésiques

O AG
O Tolérance du positionnement VS

O Rachi ou Combiné (épidurale/AG)

O Niveau: T8-T10 nécessaire En cas d'une

o Vps sténose aortique:
O ¥ TPP/EP rachi a éviter...

O ¥ consommation narcotique

O ¥ No/Vo

O A fonction respiratoire/ Gl

ECG, TANI, Saturo, Capno _‘_,_ﬁ_.

+ Canule artérielle
* Voie centrale

S sonde urinaire

Code 50, 2 culofts

2013-11-06
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Bradycardie

O Fréquence cardiague < 60 bpm

O Rythme cardique dépend de
O Noeud sinusal
O 60% CD, 40% Cx
O Noeud AV
O 90% IVP
O A avec effects parasympathiques/sympathique

Sick Sinus Syndrome

O Bradycardie sinusale

O Bloc sino-atriale
O Premier degré
O Deuxieme degré
O Complet (arrét sinusal)

23
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Conditions associées

Augmentation fonus vaga

Mdie infiltrative du myocarde auriculaire
Hypothyroidie

Mdie hépatique sévere

Hypothermie

Hypoxie sévére

Hypercapnie

Acidose

Poussée hypertensive

Rx (BCC, BB, Amio, digitale etc)

Bradycardie sinusale

O <a 60 bpm

O Normalement, phénoméne isolé sans étiologie
O Athléete
O Personnes agées
SINUS BRADYCARDIA

]

i -
ﬁ -
]

diii

T
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Bloc sino-auricaulaire — Type |

O Allongement du temps de conduction du NSA vers le
tissu auriculaire voisin

O Impossible de Dx sur ECG standard
O Nécessite enregistrement cardiaque invasif

Lead Il

3
A I — i
N NN \
v [ [T I

Sino-Atrial Exit Block (typel)

Bloc sino-auriculaire - Type 2

O Intervalle P-P régulier suivi d'une pause sinusale

O Bloc de 2:1 ou +

Lead Il

Sino-Atrial Exit Block (Type II)

'L_1080 ms, 2x1080ms

2013-11-06
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Bloc sino-auriculaire — Type 3

O Absence d’'onde P

O Rythme d’échappement
O Jonctionnel 40-60 bpm
O Ventriculaire 30-40 bpm

|

i
i

e o i e
| 7 L
Bloc AV
Degré Pattern de conduction

PR prolongé de maniére

o ,
19 Degre uniforme

2¢ Degré, Mobitz Type | Prolongation progressive

du PR
2¢ Degré, Mobitz Type |l Absence de cpnduc’non
soudaine
3¢ Degré Absence de conduction

2013-11-06
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Conditions associées

O Idiopathique
O Dégénérative
O Ischémique
O Myocardites

O Calcification de la valve aortique/mitrale
O Mdie infiltrative

O Collagénoses y

O Chx de la valve aortique ) \
O Rx (B-b, BCC, digitale) ————

Bloc AV - ler degré

O PR >200 ms
O Intervalle PP =

O fjs QRS apres P
First-Degree AV Block

HE
Lo

- —— PR=0.34second |} 3 St e s e
FIGURE 17-1 With first-degree AV block, the PR interval is uniformly prolonged beyond 0.2 second with each beat.

2013-11-06
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Bloc AV - 2e degré

Characieristic Mobitz Type i

Mobitz Type | and Mobitz Type Il AV Blocks

Mobiiz Type ii

. |

0.18 sec  0.24 sec 0.18 sec
Pattern Cycles of gradually increasing
of block PR intervals followed by

nonconducted P waves

pafl Al e e

e, |

o | e, | S, RIS | I

— [— [r—
0.18 sec 0.18 sec 0.18 sec

Abrupt nonconducted I waves without
preceding changes in the PR intervals

Bloc 2e degré — Haut grade

O 2 P ou + avec absence de conduction (3:1 ou +)

Advanced Second-Degree AV Block

or more nonconducted P waves in a row.

FIGURE 17-4 Lead II recorded during a Holter monitor ECG in a patient with intermittent light-headedness. The
recording shows sinus rhythm with 2:1 block alternating with 3:1 block (i.e., two consecutive nonconducted P waves
followed by a conducted one). The term advanced second-degree atrioventricular block is applied when the ECG shows two

2013-11-06
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Bloc AV - 3e degré

O Présence d'onde P, mais dissocié du rythme ventriculaire

Third-Degree (Complete) AV Block

FIGURE 17-5 Complete heart block with underlying sinus rhythm is characterized by independent atrial (P) and
ventricular (QRS complex) activity. The atrial rate is almost always faster than the ventricular rate. The PR intervals are
completely variable. Some sinus P waves fall on the T wave, distorting its shape. Others may fall in the QRS complex
and be “lost.” Notice that the QRS complexes are of normal width, indicating that the ventricles are being paced from
the atrioventricular junction. Compare this example with Fig. 17-6, which shows complete heart block with wide, very
slow QRS complexes because the ventricles are most likely being paced from below the atrioventricular junction
(idioventricular pacemaker).

Traitement d’'une bradycardie

O Si brady séveéere: algorythme ACLS
O Traiter I'étiologie

O Traitement médical
O Suspendre Rx chronotrope - si possible
O Béta-agoniste/vagolytique per-op

O Pacemaker

O Endoveineux, Swan-pace...
O PMP

2013-11-06
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Adult Bradycardia
{With Pulse)

Assess appropriateness for clinical condition.
Heart rate typically <50/min if bradyarrhythmia.

. '
Identify and treat underlying cause
* Maintain patent airway; assist breathing as necessary
* Oxygen (if hypoxemic)
+ Cardiac monitor to identify thythm; monitor blecd pressure and oximetry
.V

access
+ 12-Lead ECG if available; don't delay therapy
s v
Persistent bradyarrhythmia
causing:
| Monitar s obeerr | e o et

* Ischemic chest discomfort?
* Acute heart failure?

5 L s Doses/Details
Atropine Atropine IV Dose:
First dose: 0.5 mg bolus
If atropine ineffective: #
. Trammlag;mn pacing m‘.ﬁ?ﬁ; minutes.
+ Dopamine infusion Dopamine IV Infusion:
OR 2-10 meg/kg per minute
* Epinephrine infusion Epinephrine IV Infusion:
2-10 mcg per minute
s 4

Consider:

= Expert consultation
* Transvenous pacing

Indications pacemaker

Table 22-5. Common Indications for Permanent Cardiac Pacing.
Acquired AV block
High-grade or complete
With symptoms (including symptoms resulting from necessary medications)
With asystole = 3 seconds, or rate of escape pacemaker < 40/min in awake patients
Second-degree
Type II
Type I in patients with symptoms
Acute myocardial infarction
With persistent second- and third-degree AV block
With transient second- and third-degree AV block and bundle branch block
Sinus node dysfunction
With symptoms (including symptoms resulting from necessary medications)
With rates < 40/min
With symptomatic chronotropic incompetence
Carotid sinus hypersensitivity
With syncope during carotid sinus massage
With asystole > 3 seconds during carotid sinus massage
With hypersensitive cardioinhibitory response in patients with unexplained recurrent syncope
Neurocardiogenic syncope
With svmptomatic bradvcardia documented spontaneouslv or durina tilt-table testina

2013-11-06
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Effects de I'Gge sur le systeme CV

O Diminution de la réponse & la stimulation béta
O RigidiﬁCOﬂOﬂ du myocarde
O Changement dans le sys’réme de conduction

aqy/ Ypr

Donc, notre patient

O 82 ans
O Sténose aortique 3
O Prostatectomie radicale

O Brady a 45 bpm

2013-11-06
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Plan anesthésique

O Optimiser
O Cardio
o 1FC
O Investigation MCAS + fonction cardiaque/sténose aortique
O EE 2 Coro vs MIBI
O Echo cardiaque
O Volémie
O Multidisciplinarité
O Cardio
O Autres systéemes selon facteurs de risques
O Bilan préop (& 82ans)
O Code 50, ECG, Urée, créat, FSC, albumine, glycémie

Plan anesthésique

O Matériel/Monitoring

O Monitoring de base (TANI, ECG, Saturo, Capno)
ECG 5 dérivations (V5 pour ischémie VG)
2 voies périphériques (18G et +)

Canule artérielle (pré-induction)
VC

ETO

PAS de sonde urinaire
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Plan anesthésique

O Induction
O Plusieurs recettes...
O C.f. diapos précédentes
O Lente + stable HD
O AG vsrégionale
O Réduction des agents anesthésiques vu 82 ans
O Médicaments d'urgence préts

O Phényléphrine, éphédrine, Iévo, atropine, glyco, beta-
agonistes...

Plan anesthésique

O Maintien
O Eviter
O HYPOTENSION
O Tachy, brady (70bpm)
O Assurer
O Volémie adéquate
O Analgésie adéquate

O Emergence
O C.f maintien

O Eviter tachy
O Agitatfion, foux, douleur, renverse...
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Plan anesthésique

O Orientation

O Dépend de
O Déroulement de la chirurgie
O Sévérité de la sténose aortique

O USI vs soins intermédiaires

O Suivi cardio/médecine interne en postop

O Majorité des complications chez pt avec StAo
O En POSTOP

Question College Royal # 10

O 10) What would cause outflow tract obstruction in HOCM
O Ketamine
O Verapamil
O Phenylephrine
O Propranolol
O Halothane
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Pathophysiologie
Non-Obstructive Obstructive
Hypertrophic Heart Hypertrophic Heart

Physiopathologie

O Relié a:
O Hypertrophie du myocarde
O Obstruction dynamique du chambre de chasse VG

O Mouvement antérieur de la valve mitrale en systole
O Dysfonction diastolique

O Ischémie myocardique

O Arythmie
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Pathophysiologie

O en systole

O Accélération du flot sanguin dans la chambre de chasse
rétréci du VG

O Effet venturi sur le feuillet mitral antérieur
O Induit un SAM (systolic anterior movement)

O Diminuer

O Contractilité 7
»l
O Postcharge
O Stimulation X
O (éviter tachy) ‘U

2 "a

O Augmenter y
O précharge
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O b) Verapamil
O BCC= diminution confractilité

O c)Phényléphrine
O Augmente postcharge

O d)Propranolol
O diminution contractilité, diminue stimulation &

O e) halothane
O diminution contractilité
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O KETAMINE
O 1 stimulation X
|
O ATTENTION 1T OBSTRUCTION !l \
1
p -

Question College Royal #50

The following are characteristics of CHRONIC aortic
regurgitation EXCEPT:

a) Enlarged LV
b) Diastolic murmur at the left sterna border
c) Increased cardiac output with bradycardia

d) Widened pulse pressure
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Braunwald's Heart Disease, 9e [Vishal]

Aortic Valve Disease

% A.p 120/80
Forward \ Forward
stroks Siroke

volume | W00 mL vokime
100 mi VEDP 60 mi

Ap 13070

EDV = 160 mlL EDV = 170mL =
ESV =50 mL o ESV = 50 mL
EF - 67 EF-.T1
A B
100 mL TS mL
% Acp 170V60 - Acp 12080
Furwasd \ Forward ‘1\\ . \\\ ~
Rtroxe stroxa
volume volums
100 mi TS ml
AF = 50 RF =50
EDV = 250 ml EDV = 300 mL EDV = 230 ml —=
ESV =50 mL ESV = 150 mL ESV =130 mL
EF = B0 EF = .50 EF = 43
Cc D E
RGURE BE-10 + A, Nomal B, The ic ch Fhat ooour in severs aoule aortic
regurgitation. Mm.lghml Bﬂ:la\dums Is :nu'aassﬁ.hmﬁsuﬁce wolume ks reducad. Left veniricular end-dlastolic pressure (LVEDP) ses.
acric are shown. Em!nrl: hmwm Increased
a’d—dl:ﬁbllcuﬂmlﬁ{ElW] mmpevmanlmlnm a6 well as forwand, stroka wlume. The vl and left
filling pres&ure m\mg and md-s;sldlr. \duma (ESV) remain normal. O, In nvmc:hxmparﬁammc

ru;urghlhun impsined lefl ventricular emptying produces an |

forward stoke wolume. There is further cardiac dilation and of left

85 doas fllling pressure. ESV also s cecreased, bt llsswm'lhmuhls an Inigal fall
e i an increasa in hmld stroke volumea, and with ime ejection Faction increases.

and a fall in ojock lrumun:EF]hﬁlblmlwuwu

preload by EDV
in EF. Despite ty changes, of

e RF=

fraciion.(From Cambelio BA- Ao in Cohn LH,

Aop=
DiSess VJ odst Aortic Rogurgitabion: Medice! and Surgice Managament. New York, Marool Dekker, 1986, p 99-101.)

Insuffisance aortique chronigque

a) Enlarged LV

O A du volume télédiastolique du VG = principale mécanisme

de compensation de |A
O Dilatation et hypertrophie excentriqgue du VG

O Permet d'éjecter un plus grand volume sans exiger une A
du racourcissement relafif ¢~ ~b i menfildlia

A drite, hypertrophie ventriculaire
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Insuffisance aortigue chronique

b) Diastolic murmur at the left sterna border
Souffle diastolique

Le mieux percu
O 3e espace intercostal Al

\
O Rebord gauche du sternum (tj)

Insuffisance aortique chronique

O c¢) ) Increased cardiac output with bradycardia
O FAUX

O Bradycardie augmente le temps de diastole et donc le
temps de régurgitation

O De préférence, maintenir patient avec pouls 80-920 bpm
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Insuffisance aortigue chronique

O d) pression pulsée
<<Le pouls en coup de Bélier>>

) | Alfred De Musset's
} Nodding of head with heartbeat

J Corrigan's pulse
(‘ Large Carotid pulse
SO

- Durozier's
1asts

/u olic murmur
A ver fesoral srtery on

Ls?he House —am=
Mafar flushing with hese

Quincke’s ——m (8%
Pulsatile blanching & reddeniy

HiLL's Y Distal pressure
Systolic BP in Lower Lish
!!!!!! an upper lisd
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