
Challenging	  Periopera.ve	  Cases	  
-‐	  Panel	  Discussion	  -‐	  

Paul	  Grant	  MD	  -‐	  Moderator	  
Assistant	  Professor	  of	  Medicine	  

Director,	  Periopera7ve	  and	  Consulta7ve	  Medicine	  
University	  of	  Michigan	  Health	  System	  



Disclosures 

•  None	  
	  

#PeriopSummit2016	  



#PeriopSummit2016	  



Case 1 
•  67M	  was	  diagnosed	  3	  months	  ago	  with	  recurrence	  of	  

squamous	  cell	  carcinoma	  of	  the	  larynx	  and	  now	  presents	  to	  
the	  Preopera7ve	  Clinic	  in	  prepara7on	  for	  a	  total	  
laryngectomy	  and	  bilateral	  neck	  dissec7ons.	  

•  Six	  weeks	  ago,	  he	  was	  noted	  to	  have	  increased	  airway	  
compromise	  and	  underwent	  a	  tracheostomy.	  

•  At	  this	  same	  7me,	  he	  was	  also	  diagnosed	  with	  an	  acute	  
right-‐sided	  sub-‐segmental	  PE	  (upper,	  middle	  and	  lower	  
lobes)	  and	  enoxaparin	  was	  prescribed.	  
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Case 1 - continued 
•  Past	  medical	  history:	  

•  CAD:	  s/p	  MI	  and	  2-‐vessel	  CABG	  in	  2013	  
•  Echo	  6	  weeks	  ago:	  EF	  55%,	  grade	  1	  diastolic	  dysfunc7on	  

•  DM-‐2:	  unknown	  A1c,	  taking	  basal	  insulin	  +	  sliding	  scale	  
•  Cerebral	  aneurysm,	  s/p	  coiling	  in	  2010	  
•  COPD,	  not	  on	  inhaler	  therapy	  
•  OSA:	  was	  on	  CPAP,	  now	  with	  tracheostomy	  
•  Hypertension,	  hyperlipidemia,	  depression,	  GERD	  	  
•  Lung	  cancer,	  NSCLC:	  s/p	  lobectomy	  and	  chemo	  (2008)	  
•  Former	  smoker;	  50-‐pack-‐year	  (quit	  in	  2008)	  
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Case 1 - continued 
•  Medica7ons:	  

•  Aspirin	  81	  mg	  QD	  
•  Enoxaparin	  100	  mg	  Q12	  hours	  
•  Atorvasta7n	  20	  mg	  QD	  
•  Carvedilol	  25	  mg	  BID	  
•  Hydralazine	  50	  mg	  BID	  
•  Isosorbide	  dinitrate	  5	  mg	  BID	  
•  Losartan	  100	  mg	  QD	  
•  Glargine	  insulin	  14	  units	  QD	  +	  lispro	  insulin	  sliding	  scale	  TID	  

#PeriopSummit2016	  



Case 1 - continued 
•  Func7onal	  capacity:	  

•  Somewhat	  limited	  at	  baseline.	  Walk	  with	  a	  cane	  around	  the	  
house,	  but	  he	  gets	  short	  of	  breath	  climbing	  the	  stairs.	  Never	  
gets	  chest	  pain.	  

•  Of	  note,	  the	  pa7ent	  says	  this	  has	  been	  unchanged	  since	  his	  
heart	  surgery	  back	  in	  2013.	  
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Case 1 - continued 
•  Physical	  Exam:	  

•  BP	  144/85,	  pulse	  95,	  O2	  sat	  97%	  on	  room	  air	  
•  Gen:	  chronically-‐ill	  appearing	  
•  HEENT:	  poor	  den77on	  
•  Neck:	  no	  JVD,	  trach	  present	  
•  CVS:	  S1S2	  RRR,	  no	  murmurs	  
•  Lungs:	  clear	  to	  ausculta7on	  
•  Ext:	  1-‐2+	  edema	  to	  the	  knees	  
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Case 1 - continued 
•  As	  you	  are	  looking	  through	  the	  pa7ent	  chart,	  you	  learn	  
that	  the	  surgery	  is	  scheduled	  for	  tomorrow.	  
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Panel 
•  How	  do	  you	  handle	  situa7ons	  when	  you	  are	  asked	  to	  
perform	  a	  preopera7ve	  evalua7on	  1	  day	  prior	  to	  
surgery?	  
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Case 1 - continued 
•  As	  you	  begin	  to	  review	  the	  pa7ent’s	  an7coagula7on	  in	  
more	  detail,	  you	  learn	  that	  he	  has	  not	  been	  taking	  
enoxaparin	  for	  his	  acute	  PE.	  In	  fact,	  he	  never	  started	  it.	  
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Panel 
•  What	  are	  your	  thoughts	  regarding	  the	  pa7ent’s	  acute	  
PE	  6	  weeks	  ago,	  and	  lack	  of	  an7coagula7on?	  

	  

•  What	  do	  you	  recommend?	  
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Case 1 – what 
happened? 
•  The	  hospitalist	  paged	  the	  ENT	  surgeon	  
•  Surgeon	  said	  the	  procedure	  is	  somewhat	  urgent	  and	  is	  

willing	  to	  do	  the	  procedure	  on	  IV	  heparin	  
•  Pa7ent	  arrives	  for	  surgery	  the	  following	  day	  
•  The	  anesthesiologist	  says	  “no	  way”	  
•  The	  hospitalist,	  surgeon,	  and	  anesthesiologist	  decide	  to	  

admit	  pa7ent	  overnight,	  repeat	  an	  echo,	  and	  restart/teach/
prescribe	  enoxaparin	  

•  Surgery	  rescheduled	  for	  1	  month	  later	  
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Case 1 – Comments? 
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Case 2 
•  85F	  with	  presents	  for	  a	  preop	  evalua7on	  for	  a	  leg	  TKA	  
(in	  2	  weeks)	  for	  knee	  pain	  from	  a	  7bial	  plateau	  fracture	  
with	  meniscal	  tear	  ager	  a	  fall	  last	  year.	  
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Case 2 - continued 
•  PMHx:	  

•  HTN	  
•  OSA	  (not	  on	  CPAP)	  
•  Osteoporosis	  
•  Urge	  incon7nence	  
•  GERD	  with	  erosive	  esophagi7s	  
•  Subdural	  hematoma	  

•  diagnosed	  18	  days	  ago	  when	  she	  presented	  to	  the	  ED	  with	  headache	  
and	  dizziness	  

•  thought	  to	  be	  from	  a	  fall	  2	  months	  ago	  
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6	  mm	  right	  frontal	  
and	  parietal	  subacute	  
to	  chronic	  subdural	  

hematoma	  



Case 2 - continued 
•  The	  pa7ent	  is	  not	  taking	  any	  an7platelet/an7coagulant	  
agents	  

•  Func7onal	  capacity	  is	  limited	  due	  to	  her	  knee	  pain	  
•  Physical	  exam	  is	  unremarkable	  
•  CBC,	  Comp,	  PT,	  PTT:	  	  normal	  
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Panel 
•  Given	  her	  recent	  subdural	  hematoma	  (likely	  2	  months	  
old),	  what	  do	  you	  recommend	  for	  post-‐op	  VTE	  
prophylaxis?	  
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Case 2 - continued 
•  Luckily,	  the	  pa7ent	  already	  has	  an	  appointment	  with	  

neurosurgery	  to	  address	  this	  issue	  prior	  to	  surgery.	  
•  This	  appointment	  included	  a	  repeat	  head	  CT	  that	  showed	  a	  
“near	  complete	  resolu7on	  of	  subdural	  collec7on”	  which	  was	  
now	  2	  mm.	  

•  Neurosurgery	  states:	  
•  “With	  regard	  to	  her	  upcoming	  knee	  surgery,	  we	  counseled	  the	  

pa7ent	  that	  although	  the	  hematoma	  appears	  resolved	  on	  CT,	  she	  is	  
at	  increased	  risk	  for	  recurrent	  bleeding”	  

•  For	  postopera7ve	  VTE	  prophy,	  aspirin	  is	  recommended	  	  
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Case 2 - continued 
•  Leg	  TKA	  is	  without	  any	  apparent	  complica7ons	  and	  ASA	  
325	  mg	  BID	  is	  started	  for	  VTE	  prophy	  

•  On	  POD	  #1,	  the	  pa7ent	  develops	  tachycardia	  and	  
hypoxia	  

•  A	  PE-‐protocol	  chest	  CT	  is	  ordered	  and	  posi7ve	  for:	  	  
•  Distal	  segmental	  right	  lower	  lobe	  PE	  +	  a	  few	  sub-‐segmental	  

right	  lower	  lobe	  PE’s	  
•  No	  DVT	  in	  pelvis	  and	  thighs	  
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Panel 
•  How	  do	  you	  manage	  the	  acute	  PE?	  
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Case 2 – what 
happened? 
•  Ini7ally,	  the	  pa7ent	  was	  con7nued	  on	  ASA	  325	  mg	  BID	  
due	  to	  the	  recent	  SDH	  and	  because	  the	  PE’s	  were	  small	  

•  Two	  days	  later,	  neurosurgery	  recommended	  IV	  heparin	  
(without	  a	  bolus)	  followed	  by	  warfarin	  as	  this	  is	  
reversible,	  unlike	  ASA	  

•  They	  also	  recommended	  another	  head	  CT	  once	  the	  
pa7ent	  was	  fully	  an7coagulated	  for	  24	  hours	  
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Case 2 – what 
happened? 
•  The	  following	  day,	  the	  hospitalist	  opted	  for	  a	  more	  
conserva7ve	  approach	  and	  started	  warfarin	  +	  bridging	  
enoxaparin	  at	  40	  mg	  QD.	  Planned	  to	  treat	  with	  warfarin	  
for	  6	  weeks,	  then	  check	  a	  D-‐dimer	  to	  see	  if	  further	  
an7coagula7on	  is	  needed.	  

•  A	  repeat	  head	  CT	  was	  obtained	  prior	  to	  discharge,	  and	  
showed	  no	  convincing	  SDH.	  

•  Please	  show	  me	  some	  data!	  
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•  Whether	  or	  not	  to	  restart	  an7coagulant	  and	  an7platelet	  
medica7on	  ager	  a	  chronic	  SDH	  

•  Three	  studies	  found;	  64	  pa7ents	  in	  total	  

#PeriopSummit2016	   Chari	  et	  al.	  Br	  J	  Neurosurg.	  2014;	  28(1):	  2-‐7	  

If	  a/c	  restarted:	  
bleeding	  recurrence:	  11%	  

thromboembolic	  events:	  2.2%	  

If	  a/c	  not	  restarted:	  	  
bleeding	  recurrence:	  22%	  

thromboembolic	  events:	  0%	  



Case 2 – Comments? 
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Case 3 – what’s the diagnosis? 
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Case 3 – what’s the diagnosis? 
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Case 3 - DISH 
•  DISH	  =	  diffuse	  idiopathic	  skeletal	  hyperostosis	  

•  Ankylosing	  hyperostosis	  
•  Fores7er's	  disease	  

•  A	  non-‐inflammatory	  disease	  

•  Calcifica7on	  and	  ossifica7on	  of	  spinal	  ligaments	  and	  the	  
regions	  where	  tendons	  and	  ligaments	  apach	  to	  bone	  

•  Symptoms	  may	  be	  pain,	  morning	  s7ffness,	  ↓	  ROM	  
•  Dysphagia	  and	  spinal	  cord	  compression	  much	  less	  common	  
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Case 3 - DISH 
•  The	  hallmarks	  of	  DISH	  are	  radiographic	  abnormali7es;	  ogen	  

occur	  in	  the	  absence	  of	  symptoms	  

•  Dis7nc7ve	  radiographic	  finding	  is	  “flowing	  linear	  calcifica7on	  
and	  ossifica7on”	  along	  the	  anterior	  and/or	  lateral	  aspects	  of	  
the	  vertebral	  bodies	  

•  Treatment	  is	  symptoma7c	  (heat,	  NSAIDs)	  with	  steroid	  
injec7ons	  for	  advanced	  cases	  

•  Surgery	  is	  rarely	  indicated:	  
•  Dysphagia	  due	  to	  cervical	  spurs	  
•  Neurologic	  symptoms	  from	  spinal	  cord	  involvement	  
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Zhang	  et	  al.	  Clin	  Interv	  Aging.	  2014;	  9:	  553-‐7	  

70	  y/o	  man	  with	  progressive	  
dysphagia	  and	  neck	  pain	  

	  
Large	  anterior	  osteophytes	  

causing	  esophageal	  impingement	  



Zhang	  et	  al.	  Clin	  Interv	  Aging.	  2014;	  9:	  553-‐7	  



Zhang	  et	  al.	  Clin	  Interv	  Aging.	  2014;	  9:	  553-‐7	  



Zhang	  et	  al.	  Clin	  Interv	  Aging.	  2014;	  9:	  553-‐7	  

1-‐year	  s/p	  surgical	  
decompression	  

with	  
osteophytectomy	  



Case 3 – Comments? 
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Case 4 
•  A	  78	  y/o	  man	  with	  h/o	  DM-‐2	  and	  HTN	  was	  recently	  
diagnosed	  with	  invasive	  urothelial	  cancer	  and	  is	  
scheduled	  to	  undergo	  a	  cystectomy.	  

•  Medica7ons	  include	  glargine	  insulin,	  atorvasta7n,	  
chlorthalidone,	  and	  lisinopril.	  

•  He	  feels	  well	  and	  remains	  fairly	  ac7ve	  with	  daily	  walks	  
and	  Shake-‐Weight	  exercises	  3	  7mes	  per	  week.	  
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Case 4 
•  The	  pa7ent	  has	  the	  cystectomy	  without	  any	  apparent	  
complica7ons.	  

•  On	  POD	  #2,	  the	  pa7ent	  reports	  palpita7ons.	  

•  An	  EKG	  is	  obtained…	  
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Atrial fibrillation with rapid ventricular 
response 
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Panel 
•  What	  are	  some	  key	  strategies	  for	  managing	  
postopera7ve	  atrial	  fibrilla7on	  ager	  non-‐cardiac	  
surgery?	  
•  Rate	  control	  vs	  rhythm	  control	  
•  An7coagula7on	  
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Postoperative Atrial 
Fibrillation 
•  Very	  liple	  data	  in	  non-‐cardiac	  surgery	  popula7on	  
•  Incidence	  es7mated	  at	  5-‐10%	  

•  15-‐40%	  post-‐CABG;	  40-‐50%	  post	  valve	  surgery	  
•  Risk	  factors:	  

•  h/o	  A-‐Fib	  
•  Age	  
•  Heart	  disease,	  CHF	  
•  HTN	  
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Postoperative Atrial 
Fibrillation 
•  Triggers:	  
•  Autonomic	  s7mula7on	  
•  Electrolyte	  abnormali7es	  
•  Hypervolemia	  
•  Anemia	  
•  Intraopera7ve	  hypotension	  
•  Infec7on	  
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Postoperative Atrial 
Fibrillation 
•  Rate	  control	  is	  usually	  the	  preferred	  strategy	  
(effec7ve,	  safe):	  
•  Beta-‐blockers	  drug	  of	  choice	  (IV	  esmolol,	  IV	  
metoprolol	  

•  CCB’s	  second-‐line	  (IV	  dil7azem)	  
•  Amiodarone	  
•  Digoxin	  

#PeriopSummit2016	  



Postoperative Atrial 
Fibrillation 
•  Rhythm	  control	  (cardioversion):	  
•  For	  symptoma7c	  pa7ents	  
•  Consider	  if	  A-‐Fib	  persists	  beyond	  24	  hours	  
•  Electrical	  or	  chemical	  
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Postoperative Atrial 
Fibrillation 
•  An7coagula7on:	  
•  Typically	  indicated	  if	  A-‐Fib	  persists	  >	  48	  hours	  
•  Con7nue	  for	  at	  least	  4	  weeks	  ager	  return	  to	  sinus	  
rhythm	  

•  Con7nue	  long	  term	  if	  A-‐Fib	  is	  chronic	  or	  paroxysmal	  
•  Risk	  stra7fy	  for	  stroke	  using	  CHADS-‐2	  or	  CHA2DS2-‐
VASc	  

•  Always	  include	  bleeding	  risk	  in	  your	  decision-‐making	  
•  Bridging	  rarely	  indicated	  
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Case 4 – Comments? 
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“In some ways I feel we are as 
confused as ever, but I believe we 

are confused on a higher level” 
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-‐	  Earl	  C.	  Kelley,	  	  
	  	  Wayne	  State	  University	  
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Do	  you	  have	  a	  great	  case?	  
	  

Paul	  Grant,	  MD	  
paulgran@med.umich.edu	  

	  


