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Introduction

Introduction

The demand for anesthetic support for interventional
cardiology procedures is increasing as the number and
complexity of these procedures rapidly expand. Providing safe
anesthesia care to patients undergoing these procedures
requires comprehensive preoperative assessment, involvement
in the multidisciplinary planning of these cases, and a detailed
understanding of the procedures and their potential
complications (Butera et al., 2010).

The common interventional procedures are covers
closure of intracardiac shunts, closure of patent ductus
arteriosus (PDA), left atrial appendage (LAA) occlusion
devices, transcatheter valves, and the implantation and
removal of pacemaker and rhythm management devices.
Electro-physiological (EP) procedures and anesthetic
management issues in patients with congenital heart disease
(CHD) are reviewed as well as the anesthetic implications of
ionizing radiation and practice in a remote location (Hayman
etal., 2012).

Various methods have evolved over the years to handle
the specific problems of anesthesia for infants and children
undergoing diagnostic heart catheterization. It is generally
agreed that some form of general sedation or anesthesia is
necessary. Virtually all forms of anesthesia have been used.
General anesthesia is recommended by some whereas other
forms of sedation are equally popular (Drabek and Némec,
2012).
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Rapid progress in interventional cardiology has recently
resulted in that the rate of percutaneous coronary intervention
overtakes that of coronary artery bypass surgery. Now
attention is directed towards the treatment of valvular heart
diseases, with exciting developments in balloon and stent
technology having the potential to transform the management
of many common heart conditions, such as aortic stenosis
(Coats and Bonhoeffer, 2007). Aortic stenosis is the most
common form of valvular heart disease in adults, affecting
thousands of patients every year and causing significant
morbidity and mortality in case of advanced disease. Surgical
aortic valve replacement is the treatment of choice for a vast
majority of patients. However, in a subset of patients, mainly
elderly patients with declining overall health status or severe
comorbidities, aortic valve replacement is considered either
too high risk or contraindicated (lung et al., 2003).

Patients treated in remote locations tended to be older
and sicker and more likely in need of emergent care than
patients receiving care in operating room settings. Not
surprisingly, procedures in remote locations were more likely
to involve minimal alveolar concentration (MAC) or no
anesthesia than were procedures in operating rooms. The most
common remote locations were the cardiology catheterization /
electrophysiology suite. The rest of the claims occurred in the
emergency room, radiology or lithotripsy suite (Metzner,
2010).
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More than half of patients receiving care in remote
locations died compared to 29 percent of patients receiving
care in operating rooms. In contrast, patients treated in
operating rooms were more likely to have temporaty non-
disabling injuries than patients treated in remote locations
(Metzner, 2010).

Respiratory events were more likely to occur in remote
locations than in operating rooms. Inadequate oxygenation/
ventilation was the most common respiratory event. Other
types of respiratory events included esophageal intubation,
difficult intubation and aspiration of gastric contents (Metzner
et al., 2009).

In 30 percent of the remote location, an obsolute or
relative overdose of sedative, hypnotic and/ or analgesic durgs
led to respiratory depression. Great percent of the patient had
no monitoring devices in use during the procedure. Almost all
of the cases involving oversedation in remote location resulted
in death or severe brain damage (Metzner et al., 2009).

Apnea lasting 20 or more seconds is common in patients
receiving MAC sedation. Without the use of capnography or
other monitoring equipment, apnea lasting 20 or more seconds
is often not detected. According to the ASA stadards for Basic
anesthetic monitoring, during MAC the adequacy of
ventilation should be determined through continuous
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observation of qualitative clinical signs of patient respiration
and/or monitoring for the presence of exhaled carbon dioxide.

The patient lies flat and his arms on his head to be away
from the imagining field and this carries risk of brachial
plexues nerve injury (Nordmeyer et al., 2009).
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Aim of the Study

The study aims to present new methods & advances for
anesthesia of interventional cardiological procedures instead of
open heart surgery.




