Case Presentation

A 69 Yrs. old gentlemen, 52 Kg, BMI: 18.5
DOE FC: II-11I
PMH: DM, HTN, Smoking & Hx of laparotomy!

Drug Hx. : Beta -blocker , ACE inhibitor,
Glibenclamid, Atorvastation

CXR: mild cardiomegaly
ECG: NSR, no ST-T changes

TTE/TEE: Bileaflet mitral valve prolapse, Sever
MR, LVEF=50%, PAP=35, no clot in left side
chambers
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o Cath. Report: NECA
o Carotid Doppler: Normal
o PFT: FEV1=2.72, 93%
o Lab tests: Hgb:12.8% Hct:36.8,
WBC: 5800 PMN:46%
FBS:112, HbA1lc:6.5

Other tests in normal ranges




Cardiac Surgery

¢ MV repair CPB time:79 min, AOX:
39+18min

o |IOTEE: LVEF: 40%, Sever SAM, Mod MR

o Re-repair, mitral ring was replaced by larger
one

o |IOTEE 2: LVEF 45%, No SAM, Trivial MR




Intra-op ABGs
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ICU Stay

o Transfer to ICU with stable hemodynamics
and no Inotropic agents at 12: 30

o BP=100/65, HR=80 on TPM, CVP=13 no

drainage
o SIMV, 60%, 600 cc, 12, no PEEP
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ICU Stay

o dpm:
BP=80 HR:80 TPM CvP=14
mediastinal drainage =350 cc

2 gr. Fibrinogen Based on ROTEM
Epinephrine: 0.05 micro/kg/min
1 unit packed cell
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p m Epi:0.2
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BP=80/40 HR:96 CVP:15 Total Drainage: 500cc
Hgb=11.2 urine output : Ok

CXR & ECG: No new Finding
TTE: LVEF 40%, Mild MR, No PE, No SAM

Extremity: Normal, Good distal pulses and capillary refill
CBC: WBC=10800 PMN=80% Hghb=12.8
NG tube: No bleeding

Abdominal Exam: No distention, No pain ( Unreliable due to IV sedation)
Rectal Exam: no problem




8 am in ICU

o BP=90 HR=100 CVP=12 U/O = Ok
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TTE: LVEF 25%, trivial MR No PE

CXR: no new finding

Cr: 1 CPK=458 SGOT= 750 SGPT=456 LDH=2235 Bil=6.2
Abdominal exam: Mild Distension , No acute abdomen
Abdominal USG or X-ray: unfeasible

Gl consultation + CBC diff recheck




2 pm in ICU
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o WBC: 18300 PMN: 89%




Post op 1 CXR
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Chest & Abdominal IV
i contrast CT







ik

ALY LYes
2 s SR .










Final Diagnosis

Patient’s Outcome




Unsafe Acts?!
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Intestinal ischemia after cardiac surgery:
analysis of a large registry

Ihan Milsson”, Frika Hansson® and Bodil Andersson™

Intestinal ischemia after cardiac surgery most often is
due to a non-occlusive mesenteric ischemia (NOMI)
[13,14]. This condition was first described in 1958, and
even though the exact pathophysiological mechanism is
not understood, it is related to a reduction in the
splanchnic blood flow, which can be due to low cardiac
output, and it may also be aggravated by inotropic sup-
port such as vasopressors, and by pre-existing athero-
sclerosis [13]. The ischemia is more seldom a cause of
arterial emboli or thrombosis and venous thrombo-
embolism [4].




Incidence of intestinal ischemia
Since intestinal ischemia after cardiac surgery is a rare
event, even when large databases are investigated, a lim-

ited number of cases are identified. The present study

present the lowest described incidence of this complica-
tion (0.09%) with a decreasing incidence during the
study period from 0.61% (N = 10) during the first 5 years
to 0.06% (N =7) during the last 11 years.




Table 2 Preoperative univariate risk factors for Intestinal ischemia after cardiac surgery
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Table 3 Per- and postoperative unlvariate sk factors for Intestinal Ischemia after cardlac surgery
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Table 5 Multivariate risk factors for intestinal ischemia
after cardiac surgery
Variable Odds Ratio [95% p value

confidence interval)

Postoparative creatinineg = 200 175 (58-53) <0001
(umol/L)

IABP 35(1.0=-12) (.45
Prolonged ventilator time* 6.2 (1.7-23) 0.004
Cerebrovascular insult 7.8 (2327} 0.001




However, early laparotomies do not necessarily mean
survival in cases of extensive ischemia [23]. An alterna-
tive to laparotomy would be diagnostic laparoscopy [24].

Angiographically proven NOMI can also be treated with
selective intra-arterial bolus injection and subsequent
intra-arterial infusion of e.g. tolazoline, papaverine, or
prostaglandin E2 [12,20,25]. In a recently published pro-
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Clinical Practice Guideline (CPG)
Executive Summary

Guideline Titla:

Pariprocedural Anticoagulation — Adult — Inpatient and Ambulatory — Clinical Practice Guideline

2. Oral Anticoagulation Therapy Considerations For Perioperative Management
2.1. Warfarin

Pre-procedure INR Warfarin Discontinuation Plan
20-3.0 Stop warfarin 5 days (hold 4 doses) before surgery or procedure
3.0-45 Stop warfarin 6 days (hold 5 doses) before surgery or procedure

2.1.1. Check INR within 24 hours of surgery or procedure to ensure that it is less than 1.5 or

lower if otherwise indicated (Class lib, Level C)

Restart warfarin on postoperative day 1 if hemostatsis is achieved and if approved by
surgeon (Class lla, Level C)

2.1.2.1. May start on postoperative day 0 if dose given 12 hours after surgery
or procedure and if approved by surgeon (Class lla, Level C)
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3. Parenteral Anticoagulation for Perioperative Management
3.1. Consider therapeutic doses for sk of arlerial thromboembolism (Class b, Level C) - See table 5
3.2, Therapeulic or prophylactic doses may be considered for venous thrombosis risks (Class /b, Leve/
C)- See table &
3.3. Start a low molecular weight heparin (LMWH) or unfractionated heparin (UFH) when INR <20,
usually 48 hours after stopping warfarn. (Class lla, Level C)

3.4 Prior to procadura
34.1 Stop therapeutic LMWH 24 hours before surgery or procedure (Class Na, Level C)
342 Stop prophylactic LMWH or SQ UFH 12 hours before surgery or procedure (Class Ila,

LMC:
343 peutic UFH 4 - & hours before surgery or procedure (Class Na, Level C)
Aftar pmﬁm
3.5.1 Minor surgery or procedure with low bleeding nsk: Start LMWH or UFH 12 fo 24 hours if
approved by surgeon (Class lla, Level C) _
352 Major surgery or high bleed risk surgery or procadura: Start LMWH or UFH 48 to T2 hours if
approved by surgaon (Class lla, Level C)
3.53 | therapeutic doses of LMWH or UFH were used pre-operatively may consider starting
prophylactic dosing in 24 hours (Class lla, Level C)




4. Antiplatelet Therapy Considerations for Perioperative Managemant

4.1 Mr.-lrm

) amaH:-gi-.

C.enl:nua agpmn a.mﬂrd Ii'u.1 tirne af surgeny

Lowe Risk

Stop T-10 days before sungany

4.1.2 Cardiac surgary (ex. CABG): continue aspirn arcund the time of surgery (Class e Level C)
4.1.3  Restarl aspiin 24 hours afler surgery or procedure il approved by surgenn (Class ia, LevelC)

4.2 Thienopyridine Platelet Aggregation Inhibitors: Clopidogrel/ Tcagrelurf Prasugarel
421 Patients with a coronary stent on P2Y,, therapy

Coronary Artery Stent Requiring Surgery
Bare Metal Stent (BMS)

Discontinuation Plan
Defer surgery at least 6 weeks after placement

Drug Eluding Stent (DES)

Defer surgery at least 6 months after placement

BMS or DES unable to defer surgery

Continue antiplatelet therapy around the time of surgery

4.2.2 Patients who re

IDpidDgrel

therapy:

Discontinuation Plan
Hold 5 days before surgery

Ticagrelor

Hold 5 days before surgery

Prasugrel

Hold 5 to 7 days before surgery




Evaluate the Risk of Bleeding

Table 1. Bleeding Risk for SurgeryProcedurs™*

High Risk

@ @ @ & & B O 8 & 8 8 @8

Aorlic @nsurysm nepain
Bladdar surgery
el

Codanary anery bypass grafiing (CABG)
Heart valve replacemen

Intracranial surgery

Major cancer surgery

Major crthopadic surgery (hip or knee replacamant)
Pariphaml artery bypass and othar major vascular sungany
Prostale susgery

Raconsinictive plastic surgeny

Spinal surgeny'Epidural procedurs

Low Fisk

Cataract surgery

Dental procedunss
Dental hygiens
Sirnphe extractions
Restorations

Endadonlics
Frosihetos

Culaneous surgeries {most)

Laparoscopic cholecystaciomy or harnia repair
Ceronary angiogesphy
Endescapy with of wilthoul biopsy

-Colonoscopy with or without biopsy

Evaluate the Risk of Thrombosis = Idantily the indication for anticoagulaton and risk of thrombosis if these agents ware

discontinuwed




Moderate:
Antooagulation considared on a case by
cage bags

-
Qe mechanical valve modal (cagad ball o

tlting dise) aorlic valwe
Racantly placed mechanical vaive (< 3 monihs)
Recenl alroks or TLA [within & monihs)

Lo
Anticoaguiation is ganerally not advised

« Bilsafet aortic valwe and 1 of the
Tedlowing; airial ibrllation, prior stroke
ar TiA, hyperension, diabates, heart
failure, age >75 years

« Bilsaflel aoric valve withoat atiaé
fibyritation and mo olher risk tachors or
shnoke

With mechameal hean valve (any position)
With rsaumatic vabaular diseasa

Wilh recenl stroke or TIA (within 3 montha)
CHADSZ® Seore of 5 or B

CHADS2" Scoe of 3 of 4

# CHADSZ® Scare ol O or 2 (no prior
siroke o TIA)

WTE within previous 3 months

With severe thrombophiia (eg. Proden G, S or
Antithrombin 1 deficiansy, Antiphosphoipid
syndrome, Homazygous facior WV Leiden
rLitaticn |

WTE 3-12 months ago

= Racurrant WTE

= 'With non-savema thromboghilia (eg,
helerozygous facior V Leden mutalion,
heterozygous facior | mutaticn)
With active cancar (iraated within &
manihs or palkaive)

= Single VTE > 12 months ago and no
alhesr risk Tacion

"CHADS2 has nol been validated for WVTE risk in atrial fibrillation. 0 is used for risk stratification bo reduce stroke risk with aspirin ve warfarin.




Endoscopic Frocedune

Diagnostic or Screening

High or Moderate Thromboembolic RISk

Contnue warfarin managemsnt

Low Thromboembohc Risk

Consider holding warfarin and proceeding when INR < 1.5"

Levw biopsy risk
Removal of < 10 mm polyps with cold

snareforcaps

Conlinue warfarin management

Consider holding warfarin and proceeding when INR < 1.5

Lamge polyp remaval (> 10 mm)

Hold warfarin and bridge peri-procedural
anficoagulation

Haold warfarin and procesd when INR < 1.5

Sphinctarotomy Hold warfarin and bridge peri-proceduwral Haold warfann and procesed when INR < 1.5°
Esophageal Dilation anticoagulation
Fine Meadie Aspiration

* May conslder using perprocedural anseoagul

akiom




