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RESUMO

Lorentz MN, Soares RR, Ribeiro CVA, Valadares FW — Anestesia
para Corregéo Cirdrgica de Blalock-Taussig e Implante de Marca-Pas-
so em Adulto Portador de Ventriculo Unico. Relato de Caso.

JUSTIFICATIVA E OBJETIVOS: O ventriculo unico é uma car-
diopatia complexa rara e grave, sem possibilidade de tratamento
cirdrgico curativo, associada a alta mortalidade durante a primei-
ra inf@ncia. O objetivo desse artigo foi descrever um caso raro de
paciente adulto com ventriculo Unico ndo-operado que se internou
para realizagdo de valvoplastia pulmonar via hemodindmica e aca-
bou sendo submetido a cirurgia de Blalock-Taussig modificado e
implante de marca-passo epicardico. Teve como objetivo comple-
mentar chamar a atencdo para as particularidades anestésicas do
paciente adulto portador de cardiopatia congénita ndo-corrigida.

RELATO DO CASO: Paciente de 34 anos, 60 kg, portadora de
cardiopatia congénita complexa tipo ventriculo Gnico, estenose
infundibulovalvar pulmonar importante e hipertensao pulmonar mo-
derada. Admitida no hospital sem condicbes de corregdo cirrgi-
ca e com histdria pregressa de varias sangrias terapéuticas para
tratamento de policitemia. Foi internada devido a piora da hipo-
xemia, um episédio de sincope e bloqueio atrioventricular total
(BAVT) de inicio recente. A internacdo apresentava estabilidade
hemodinamica, freqtiéncia cardiaca de 42 bpm, SpO, de 73%, cia-
nose central e de extremidades e pressdo arterial de 120 x 70
mmHg. Foi proposta a realizagdo de cateterismo e valvoplastia pul-
monar via hemodindmica. Por causa da impossibilidade de reali-
zagdo dessa técnica com sucesso, foi indicada a realizagdo de
cirurgia de Blalock-Taussig com implante de marca-passo. O pro-
cedimento foi realizado no dia seguinte sem intercorréncias e a
paciente teve alta hospitalar sete dias apés o procedimento cirdr-
gico com SpO, de 85%, hematdcrito de 49% e melhora da dispnéia.
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CONCLUSOES: O sucesso do procedimento anestésico para
corregdo cirdrgica de cardiopatia congénita complexa demanda co-
nhecimento da fisiopatologia da doenga, bem como das particula-
ridades inerentes a técnica anestésica utilizada.

Unitermos: CIRURGIA, Cardiaca: Blalock-Taussig, implante de mar-
ca-passo; DOENCAS, Congénita: ventriculo Unico.

SUMMARY

Lorentz MN, Soares RR, Ribeiro CVA, Valadares FW — Anesthesia
for Blalock-Taussig Shunt and Pacemaker Placement in an Adult
Patient with Univentricular Heart. Case Report.

BACKGROUND AND OBJECTIVES: Univentricular heart is a
complex, rare, and severe cardiopathy, with no possibility of curative
surgical treatment, associated with a high mortality in the first years
of life. The objective of this article was to describe a rare case of
an adult patient with uncorrected single ventricle who was admitted
for pulmonary valvuloplasty but was submitted to a modified
Blalock-Taussig and placement of an epicardic pacemaker. The
complementary objective of this report was to address the anes-
thetic particularities of adult patients with uncorrected congenital
cardiopathy.

CASE REPORT: A 34 years old female patient, weighing 60 kg, with
a complex congenital cardiopathy with a single ventricle, important
infundibular pulmonary stenosis and moderate pulmonary
hypertension was admitted to the hospital without conditions to
undergo surgical correction. The patient had a history several
therapeutic bleedings to treat polycythemia. She was admitted due
to worsening hypoxemia, an episode of syncope, and recent onset
of third degree atrioventricular block. On admission, the patient was
hemodynamically stable, heart rate of 42 bpm, SpO, 73%, central
cyanosis and cyanosis of the extremities, and blood pressure 120
x 70 mmHg. Cardiac catheterization and pulmonary valvuloplasty
were proposed. Due to the impossibility of success of this tech-
nique, Blalock-Taussig procedure with placement of a pacemaker
was indicated. The procedure was performed in the following day
without intercurrences, and the patient was discharged 7 days after
the surgery, with SpO, 85%, hematocrit 49%, and improvement of
the dyspnea.

CONCLUSIONS: The success of anesthesia for surgical correction
of complex congenital cardiopathy requires knowledge on the
pathophysiology of the disorder, as well as the particularities inhe-
rent to the anesthetic technique used.

Key Words: DISEASES, congenital: single ventricle; SURGERY,
Cardiac: Blalock-Taussig, pacemaker placement.
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ANESTESIA PARA CORREGAO CIRURGICA DE BLALOCK-TAUSSIG E IMPLANTE DE MARCA-PASSO EM ADULTO PORTADOR
DE VENTRICULO UNICO. RELATO DE CASO

INTRODUCAO

Uma ampla variedade de defeitos cardiacos compartilha
caracteristicas comuns que funcionam, sob o aspecto fi-
siolégico, como uma Unica camara ventricular e séo classi-
ficados como “ventriculo Unico”. Esses defeitos incluem
atresia tricispide com ventriculo Unico direito ou esquerdo,
dupla via de saida do ventriculo direito com defeito do septo
ventricular discordante e a sindrome de hipoplasia do cora-
¢do esquerdo. Do ponto de vista anatdmico esses defeitos
sdo bem diversos, mas funcionalmente se comportam
como ventriculo Unico, sendo cardiopatias complexas mui-
to graves, com alta mortalidade no primeiro ano de vida. Em
torno de 50% dos pacientes morrem até quatro anos apos
o diagnostico e, posteriormente, a mortalidade é de 4,8% ao
ano. Restaino e col. descreveram um caso de ventriculo Uni-
co tipo esquerdo em mulher de 57 anos que nao havia se
submetido a corregdo cirdrgica. Até entédo, apenas 10 casos
de ventriculo Gnico nao-corrigidos haviam sido encontrados
na literatura com sobrevida superior aos 50 anos . Esses
casos mostraram a rara ocorréncia de compensacao es-
pontanea. No estudo de pacientes adultos com ventriculo
Gnico ndo-corrigido, observou-se que a combinagdo de du-
pla via de entrada do ventriculo esquerdo com transposi¢éo
das grandes artérias e estenose pulmonar moderada ou
grau moderado de hipertensédo pulmonar permitiria, em al-
guns casos, um equilibrio adequado das circulagdes sisté-
mica e pulmonar, favorecendo a oxigenacdo sangiinea
adequada a vida adulta. A correcéo cirlrgica desses pacien-
tes é bastante dificil, sendo realizadas apenas operagées
paliativas ou transplante cardiaco. Essa reparacao dos
ventriculos exige anatomia extremamente favoravel, o que
em geral ndo ocorre, embora fosse o caso no paciente des-
crito por Ebert 2. Quando ha fluxo sangiineo inadequado
para o pulmao recorre-se a procedimentos cirdrgicos palia-
tivos com shunt sistémico-pulmonar como medida para
melhorar a oxigenag&o. Dentre esses procedimentos pode-
se utilizar principalmente o de Blalock-Taussig modificado
(anastomose subclavio-pulmonar) ou o de Fontan (anasto-
mose cavo-pulmonar). O objetivo desse artigo foi relatar um
caso que, além de raro, apresentou a particularidade de ter
gue submeter uma paciente com hipertensado pulmonar
(HP) & correcao cirdrgica de Blalock-Taussig.

RELATO DO CASO

Paciente de 34 anos, sexo feminino, 60 kg, 1,64 m, portadora
de cardiopatia congénita cianogénica complexa (ventriculo
Unico tipo esquerdo, associado a estenose infundibulovalvar
pulmonar importante e hipertensdo pulmonar moderada).
Havia apresentado recentemente sincope e bloqueio
atrioventricular total, mantendo freqiiéncia cardiaca (FC) de
42 bpm e pressao arterial (PA) de 120 x 70 mmHg. Esse
quadro foi acompanhado de taquidispnéia e tonturas recor-
rentes. Internou-se com SpO, de 73%, hematocrito (Htc) de
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70%, hemoglobina (Hb) de 22,2 g.dL? e INR de 2,1. Foi rea-
lizado ecocardiograma que confirmou ventriculo Unico “tipo
E” com dupla via de entrada e dupla via de saida, vasos
posicionados normalmente e estenose pulmonar modera-
da a importante; a pressao de artéria pulmonar encontrada
foi de 30 mmHg. Foi, entdo, realizada sangria para diminui-
¢éo da policitemia e da cianose central, hidratagdo, admi-
nistracdo de vitamina K e disponibilizado marca-passo
transcutaneo. A seguir, foi realizado cateterismo cardiaco
para tentativa de dilatagdo da artéria pulmonar esquerda
sem sucesso; 0 procedimento foi feito com anestesia local
associada a sedagdo consciente com midazolam 2 mg,
fentanil 100 pg e oxigénio (O,) 3 L.min* por cateter nasal.
No dia seguinte a paciente foi encaminhada ao centro cirlr-
gico para a realizagdo da correcgao cirlrgica de Blalock-Taus-
sig modificado a direita com protese de dacron e implante
de marca-passo epicardico. O objetivo do procedimento ci-
rurgico foi melhorar a oxigenacéo e diminuir a sindrome de po-
liglobulia que a paciente apresentava de forma recorrente.
A monitoragdo intra-operatéria constou de eletrocardiograma
(ECG) continuo, oximetro de pulso (SpO,), capndgrafo, pres-
sdo arterial invasiva em artéria radial esquerda (contralateral
o lado do Blalock), temperatura nasofaringea, sonda vesical
de demora e gasometrias seriadas. A técnica anestésica utili-
zada foi anestesia geral balanceada com sevoflurano a 2%,
fentanil, etomidato e atracurio. Foi administrado 1,5 mg.kg*
de heparina antes do pingamento da artéria pulmonar e re-
vertido com 70% de dose da protamina ao final do procedi-
mento cirdrgico. Foi utilizada FiO, de 0,5 em mistura com ar
por causa da estabilidade hemodinamica e nao houve ne-
cessidade do uso de farmacos inotrépicos. Ao final do pro-
cedimento a paciente foi extubada e apresentava SpO, de
95% que manteve-se em torno de 85% com o funcionamen-
to do Blalock no poés-operatério imediato. O hemograma da
paciente no dia da alta mostrava Hb de 15,9g.dL* e Htc de
49%. No seguimento tardio (um ano) apés o procedimento
cirdrgico a paciente encontrava-se estavel, exercendo ativi-
dades domésticas e com SpO, de 83%.

DISCUSSAO

Ocorrendo em cerca de 8 casos para cada 1.000 nascidos
vivos 3, os defeitos cardiacos congénitos sédo a forma mais
comum de malformacado do ser humano. Os pacientes com
ventriculo Unico de morfologia esquerda e a camara rudi-
mentar anterior representam 0,7% das cardiopatias congé-
nitas 1. Raras vezes esses pacientes chegam a idade adulta
sem intervencgéo paliativa ou corretiva prévia, a ndo ser que
apresentem estenose pulmonar ou discreta a moderada hi-
pertensdo pulmonar 2, pois esses fatores podem regular o
fluxo sangliineo pulmonar nesses pacientes, permitindo
uma sobrevida maior. A principal causa de falecimento sédo
as disritmias cardiacas (fibrilacdo atrial) ou a insuficiéncia
cardiaca congestiva 4.
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No presente caso o BAVT ocorreu em virtude da evolugéo
natural da doenga, visto que nesse tipo de cardiopatia a re-
gido das valvas e a regido do né sinoatrial costumam ser
acometidas levando tardiamente ao BAV. Apesar de a paci-
ente apresentar estenose pulmonar, ela desenvolveu hiper-
tensdo pulmonar (HP), provavelmente devido a trombose in
situ ou a hipoplasia de ramos da arvore pulmonar. Entretan-
to, a HP nédo era grave e o predominio nessa paciente era
de baixo fluxo sangiiineo pulmonar ja que o seu quadro cli-
nico era de cianose e hipoxemia extrema. Assim, foi realiza-
da a correcgéo cirdrgica de Blalock-Taussig modificado, pois
era necessario aumento de fluxo sangiiineo pulmonar para
gue a paciente apresentasse melhora da SpO,, pois havia
estenose pulmonar valvar importante. Pensou-se, em um
primeiro momento, na realizacdo da corre¢éo cirdrgica de
Glenn (anastomose veia cava superior — artéria pulmonar);
entretanto, esse procedimento ndo deve ser feito em paci-
entes que apresentem pressdo de artéria pulmonar maior
gue 15 mmHg e, nesse caso, a pressdo de pulmonar da
paciente era de 30 mmHg.

Pacientes com fisiologia de ventriculo Unico funcionalmen-
te respondem a intervengBes comuns como oxigénio suple-
mentar, ventilagdo mecanica e farmacos vasoativos, de
forma diferente dos outros pacientes 6. Quando ha anato-
mia univentricular, as circula¢des funcionam em paralelo, e
tanto a circulagdo pulmonar quanto a sistémica séo feitas
com mistura de sangue oxigenado e sangue nao-oxigena-
do. SaturacBes arteriais de oxigénio entre 70% e 80% séo
fisiologicas para eles; saturagdes mais elevadas, que séo
alcancadas por métodos suplementares, sdo deletérias
para sua fisiologia. Portanto, 0 manuseio anestésico dos
pacientes com circulagdo em paralelo exige entendimento
profundo da fisiopatologia da doenca, bem como individua-
lizacdo da técnica anestésica para cada paciente. Em
cardiopatias congénitas complexas a escolha dos farmacos
anestésicos ndo é tdo importante quanto o conhecimento e
adequado manuseio da hemodinamica do paciente ¢. O su-
cesso na abordagem desses pacientes costuma demandar
manutencdo de SpO, em torno de 75% e SvO, em torno de
50%, na tentativa de manter o equilibrio entre as duas cir-
culacdes.

A monitoracdo mais adequada para esses pacientes pare-
ce ser a SvO,, pois ela permite conhecer a oferta tecidual de
O, e alguns autores tém indicado que ela seja feita de for-
ma continua na veia cava superior ’. A utilizagéo da P_.CO,
em pacientes com baixo fluxo sangiiineo pulmonar perde
muito a sensibilidade como indicador da pressédo arterial
de CO, (PaCO,), pois nesses casos 0 espago morto € muito
grande, aumentando o gradiente Pa- P_.CO,. O principal
objetivo da anestesia é a manutengéo da relagdo entre o
débito pulmonar e o sistémico proxima a 1. Isso porque nas
circulagBes em paralelo se houver excesso de fluxo san-
gliineo pulmonar ocorrerd diminuicao do fluxo sangiineo
sistémico com baixo débito cardiaco, acidose lactica e dis-
fungdo miocardica 8. Ao contrario, se houver baixo fluxo san-
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gliineo pulmonar ocorre hipoxemia importante com compro-
metimento da vida. Logo, o0 manuseio desses pacientes
baseia-se principalmente na ventilagdo adequada. O uso de
altas FiO,, hipocapnia e manobras que diminuam a pres-
sao vascular pulmonar devem ser evitados, pois geram
vasodilatagdo pulmonar com altos fluxos sangiineos pulmo-
nares em detrimento do fluxo sangiiineo sistémico; por ou-
tro lado, a hipoxemia e a hipercapnia geram vasoconstricao
pulmonar com desvio do sangue para a circulagdo sistémica.
Utiliza-se na maioria das vezes FiO, a 0,5 em mistura com
ar, embora alguns casos de pacientes com hiperfluxo pul-
monar demandem acréscimo de CO, ao sistema ventilatorio
para controle da vasodilatacdo pulmonar °. Durante muito
tempo 0 anestesiologista se orientou nesses casos pela
SpO,. Hoje, sabe-se que tanto a SpO, quanto os parametros
hemodindmicos como PA e FC para monitoracéo intra-ope-
ratéria desses pacientes sdo suplantados por marcadores
biolégicos como SvO, (saturagdo do sangue venoso misto)
e dosagem do lactato ***. A SvO, deve-se manter em torno
de 50% e a dosagem do lactato vale mais pela sua tendén-
cia a abaixar ou continuar elevada, do que pelos seus valo-
res absolutos.

A extubac@o precoce desses pacientes pode ser feita des-
de que o paciente esteja respirando de forma espontanea
e sem risco de reter CO,. Ela pode ser vantajosa em melho-
rar a hemodindmica do paciente; entretanto, muitos adultos
com cardiopatias congénitas tém a funcdo pulmonar altera-
da e isso pode ser de relevancia na decisdo de extubar ou
ndo o paciente precocemente.

Anesthesia for Blalock-Taussig Shunt
and Pacemaker Placement in an Adult
Patient with Univentricular Heart. Case
Report

Michelle Nacur Lorentz, TSA, M.D.; Raquel Reis Soares, TSA,
M.D.; Claudia Vargas Araujo Ribeiro, M.D.; Friederike Wolff
Valadares, M.D.

INTRODUCTION

A wide variety of cardiac defects share common characteris-
tics that, physiologically, work as a single ventricular chamber
and, therefore, are classified as “univentricular”. Those
defects include tricuspid atresia with a single right or left
ventricle, double outlet right ventricle with noncommitted
ventricular septal defect, and syndrome of left heart hypo-
plasia. Anatomically, those defects are very diverse, but func-
tionally they behave as a single ventricle and are extremely
severe complex cardiopathies, with a high mortality rate in
the first year of life. Approximately 50% of the patients are
dead 4 years after the diagnosis and, afterwards, it has a
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ANESTHESIA FOR BLALOCK-TAUSSIG SHUNT AND PACEMAKER PLACEMENT IN AN ADULT PATIENT
WITH UNIVENTRICULAR HEART. CASE REPORT

mortality rate of 4.8% per year. Restaino et al. described a
case of single left ventricle in a 57-year old female who had
not had corrective cardiac surgery; until that moment, only 10
cases of non-corrected single left ventricle who survived past
age 50 had been reported in the literature . Those cases
demonstrate the rare occurrence of spontaneous compen-
sation. In the study of patients with uncorrected single left
ventricle, it was observed that the combination of double left
ventricular inlet with transposition of the great vessels and
moderate pulmonary stenosis or moderate pulmonary hy-
pertension would allow, in some cases, an adequate balan-
ce between the systemic and pulmonary circulations, favoring
blood oxygenation adequate for adult life. Surgical repair in
those individuals is very difficult; therefore, only palliative
surgeries are done or heart transplant. Repair of the ven-
tricles requires an extremely favorable anatomy, which is not
commonly found, although this was the case of the patient
described by Ebert 2. When the blood flow for the lungs is
inadequate, palliative surgeries, with systemic-pulmonary
shunt, are done to improve oxygenation. Among those proce-
dures, one can use especially the modified Blalock-Taussig
(subclavian-pulmonary anastomosis) or Fontan (cava-pul-
monary anastomosis) procedure. The objective of this article
was to report a case that, besides being rare, presented the
particularity of having to submit a patient with pulmonary
hypertension (PH) to Blalock-Taussig surgical correction.

CASE REPOT

A 34 years old female patient, weighing 60 kg, 1.64 m, with
complex cyanotic congenital cardiopathy (single ventricle
associated with severe infundibular pulmonary stenosis and
moderate pulmonary hypertension). Recently, she had ex-
perienced one episode of syncope and developed third
degree AV block, maintaining a heart rate (HR) of 42 bpm and
blood pressure (BP) of 120x 70 mmHg. This was accompa-
nied by tachydyspnea and recurring dizziness. On admission,
she presented SpO, 73%, hematocrit (Ht) 70%, hemoglobin
(Hb) 22.2 g.dL?, and INR 2.1. An echocardiogram confirmed
“type E” single ventricle with double intlet and outlet, normally
positioned vessels, and moderate to severe pulmonary ste-
nosis; pressure in the pulmonary artery was 30 mmHg.
Bleeding was performed to reduce polycythemia and central
cyanosis, the patient was hydrated, vitamin K was admi-
nistered, and a subcutaneous pacemaker was available.
Cardiac catheterization was, then, performed in an attempt
to dilate the left pulmonary artery, which was unsuccessful;
the procedure was done under local anesthesia associated
with conscious sedation with 2 mg of midazolam, 100 pg of
fentanyl, and oxygen (O,) 3 L.min* by nasal catheter.

On the following day, the patient was transferred to the ope-
rating room for a surgical repair using the modified Blalock-
Taussig in the right with Dacron prosthesis and placement
of an epicardic pacemaker. The objective of the procedure
was to improve oxygenation and decrease the recurring poly-
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cythemia. Intraoperative monitoring consisted of continuous
electrocardiogram (ECG), pulse oximetry (SpO,), capno-
graph, invasive blood pressure on the left radial artery (con-
tralateral to the Blalock), nasopharyngeal temperature, urinary
catheter, and serial blood gases. General balanced anesthe-
sia was done with 2% sevoflurane, fentanyl, etomidate, and
atracurium. Heparin, 1.5 mg.kg?, was administered before
clamping the pulmonary artery and, at the end of the surgery,
it was reversed with 70% of the dose of protamine. A FiO, of
0.5 mixed with room air was used, and due to the hemody-
namic stability, inotropic agents were not necessary. At the
end of the procedure, the patient was extubated, presenting
SpO, 95%, which remained around 85% in the immediate
postoperative period, when the Blalock was operational. On
the day of the hospital discharge, the patient presented Hb
15.9 g.dL?! and Ht 49%. In the late postoperative period (one
year after the surgery) the patient remained stable performing
household chores with SpO, 83%.

DISCUSSION

Affecting approximately eight in every 1,000 live births 3, con-
genital cardiac defects are the most common human conge-
nital deformity. Patients with single ventricle with left
ventricular morphology and rudimentary anterior chamber
represent 0.7% of all congenital cardiopathies . Rare pa-
tients reach adulthood without palliative or corrective surgery,
unless they also present pulmonary stenosis or mild to
moderate pulmonary hypertension?, since those factors can
regulate pulmonary blood flow, allowing extended survival.
The main causes of death are arrhythmias (atrial fibrillation)
and congestive heart failure *.

In the present case, third degree AV block was secondary to
the natural evolution of the disease, because in this type of
cardiopathy the region of the cardiac valves and the region
of the atrioventricular node are commonly affected, leading
to the late development of third degree AB block. Although
this patient presented pulmonary stenosis, she developed
pulmonary hypertension (PH), probably due to in situ throm-
bosis or hypoplasia of branches of the pulmonary tree. Ho-
wever, PH was not severe, and a low pulmonary blood flow
predominated in this patient, since she presented cyanosis
and severe hypoxemia. Therefore, the modified Blalock-
Tausig procedure was performed, because it was necessary
to increase the pulmonary blood flow to improve SpO,, which
was reduced due to a severe pulmonary stenosis. Initially, we
thought of performing the surgical repair of Glenn (superior
vena cava-pulmonary artery anastomosis); however, this
technique should not be used in patients with pulmonary
artery pressure greater than 15 mmHg, and this patient pre-
sented pulmonary artery pressure of 30 mmHg.

The physiological response of patients with single ventricle
physiology to common interventions such as supplementary
oxygen, mechanical ventilation, and vasoactive drugs is
different than that of other patients >6. With univentricular
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anatomy, circulations work in parallel, and both pulmonary
and systemic circulations contain a mixture of oxygenated
and non-oxygenated blood. Arterial oxygen saturations
between 70% and 80% are physiologic for those patients;
more elevated saturations, obtained by using supplementa-
ry methods, are deleterious for their physiology. Therefore,
anesthetic handling of patients with parallel circulations
demands deep understanding of the physiopathology of the
disease, as well as individualization of the anesthetic tech-
nique. In complex congenital cardiopathies, the choice of
anesthetic drugs is not as important as the knowledge and
adequate handling of hemodynamic parameters . Success-
ful management of those patients usually demands mainte-
nance of SpO, around 75%, and SvO, around 50%, in an
attempt to maintain a balance between both circulations.
Monitoring the SvO, seems to be more adequate in those
patients, because provides the level of O, supplied to tis-
sues, and some authors have indicated that it should be
done continuously in the superior vena cava ’. The P_.CO,
in patients with low pulmonary blood flow loses its sensitivity
as an indicator of the arterial pressure of CO, (PaCO,) be-
cause, in those cases, the dead space is increased, which
increases the Pa-P_ CO, gradient. The main objective of
anesthesia is to maintain the relationship between pulmo-
nary and systemic output close to one. In parallel circulations,
an excess of pulmonary blood flow decreases systemic
blood flow, leading to a reduction in cardiac output, lactic
acidosis, and myocardial dysfunction 8. On the other hand,
low pulmonary blood flow leads to severe hypoxemia, com-
promising the life of the patient. Thus, the management of
those patients is based, mainly, on adequate ventilation. High
FiO,, hypocapnia, and maneuvers that decrease pulmonary
vascular pressure should be avoided, because they generate
pulmonary vasodilation with high pulmonary blood flow, de-
creasing systemic blood flow. But hypoxemia and hypercap-
nia should also be avoided because they cause pulmonary
vasoconstriction, shunting blood to the systemic circulation.
Usually, a FiO, of 0.5 mixed with room air is used, although
some cases of patients with increased pulmonary blood flow
require the addition of CO, to the ventilating system to con-
trol pulmonary vasodilation °. For a long time, anesthesio-
logists used SpO, as a guide in those cases. Nowadays, it
is known that both SpO, and hemodynamic parameters,
such as BP and HR, for intraoperative monitoring of those
patients are supplanted by biologic markers, like SvO,
(saturation of mixed venous blood) and lactate levels 10,
Saturation of mixed venous blood should be maintained
around 50%, and the tendency of lactate levels to increase
or decrease is more important than absolute levels.

Early extubation can be done, as long as the patient is brea-
thing spontaneously and is not at risk of retaining CO,; it can
also be advantageous because it improves hemodynamics.
However, many adults with congenital cardiopathies have
altered pulmonary function, and this can be relevant when
deciding for the early extubation of the patient.
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RESUMEN

Lorentz MN, Soares RR, Ribeiro CVA, Valadares FW — Anestesia
para Correccion Quirtrgica de Blalock-Taussig e Implante de
Marcapaso en Adulto Portador de Ventriculo Unico. Relato de Caso.

JUSTIFICATIVA Y OBJETIVOS: El ventriculo tnico es una cardio-
patia compleja, rara y grave sin posibilidad de tratamiento qui-
rargico curativo, asociada a una alta mortalidad durante la primera
infancia. El objetivo de este articulo fue el de describir un caso
raro de paciente adulto con ventriculo tnico no operado que se
interné para la realizacion de valvoplastia pulmonar via hemo-
dinamica y que termind siendo sometido a la cirugia de Blalock-
Taussig modificado e implante de marcapaso epicardico. Tuvo
como objetivo complementario destacar las particularidades
anestésicas del paciente adulto portador de cardiopatia congénita
no corregida.

RELATO DEL CASO: Paciente de 34 afios, 60 kg, portadora de
cardiopatia congénita compleja tipo ventriculo Unico, estenosis
infundibulo valvar pulmonar importante e hipertension pulmonar
moderada. Admitida en el hospital sin condiciones de correccién
quirdrgica y con historial anterior de varias sangrias terapéuticas
para tratamiento de policitemia. Se le internd debido al empeora-
miento de la hipoxemia, un episodio de sincope y bloqueo atrio-
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ventricular total (BAVT) de inicio reciente. En el momento de su
internacion presentaba estabilidad hemodinamica, frecuencia car-
diaca de 42 Ilpm, SpO, de 73%, cianosis central y de extremidades
y presion arterial de 120 x 70 mmHg. Fue propuesta la realizacion
de cateterismo y valvoplastia pulmonar via hemodinamica. Debido
a la imposibilidad de la realizacion de esa técnica con éxito, fue
indicada la realizacion de cirugia de Blalock-Taussig con implan-
te de marcapaso. El procedimiento fue realizado al dia siguiente
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sin intercurrencias y la paciente tuvo alta hospitalaria 7 dias
después del procedimiento quirtirgico con SpO, de 85%, hemato-
crito de 49% y mejoria de la disnea.

CONCLUSIONES: El éxito del procedimiento anestésico para la
correccion quirdrgica de cardiopatia congénita compleja exige el
conocimiento de la fisiopatologia de la enfermedad, como también
las particularidades inherentes a la técnica anestésica utilizada.
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