MEDICALLY CHALLENGING CASES
CRITICAL CARE MEDICINE

Saturday, October 13, 2012
2:30 PM ‐ 4:00 PM
MC143
Hyperkalemia Following Massive Blood Transfusion for a Patient on Hemodialysis Presenting for
RPLND
Mark A. Boyajian, M.D., Rahul Modi, M.D., Peter Roffey, M.D., Mariana Mogos, M.D., Durai
Thangathurai, M.D., Ph.D., Anesthesiology, USC & LAC Healthcare Network, Los Angeles, CA.
49 year‐old male ASA 3, with NSGCT and PMH of renal failure, on hemodialysis, presents for post‐chemo
RPLND. Preop K was 4.1 and minimal blood loss was expected. Case was complicated by excessive blood
loss. Patient was started on norepinephrine and given blood. After 4 units PRBCs, K was 6.5. Patient
started on epinephrine, norepinephrine stopped, and nitroglycerine started. 2 more PRBCs given and K
returned 5.4. Total In was 13 PRBCs, 4 FFP, and 3 Plts with EBL 4 liters. Post‐op K was 3.8. We conclude
that epinephrine is useful for lowering K in a 2 hour period.
Saturday, October 13, 2012
2:30 PM ‐ 4:00 PM
MC144
Patient Presenting for Emergency Surgery With a Falsely Elevated Hematocrit in the Setting of High
Dose Vasopressors
Mark A. Boyajian, M.D., Rahul Modi, M.D., Durai Thangathurai, M.D., Ph.D., Peter Roffey, M.D., Mariana
Mogos, M.D., Anesthesiology, USC & LAC Healthcare Network, Los Angeles, CA.
80 year‐old male with h/o esophageal CA, s/p esophagectomy complicated by severe intraop
hemorrhage requiring massive transfusion, presenting now for emergency neck exploration to rule out
ischemia of gastric pedicle. Post‐esophagectomy the patient required ventilator support and CRRT. The
patient also developed sepsis requiring multiple vasopressors including Norepinephrine 40mcg/min.
Pre‐op endoscopy revealed a dusky appearing stomach. Starting HCT was 30. Intra‐op we titrated down
the norepinephrine while expanding volume with 5 units PRBCs to keep the HCT at the same pre‐op
level. Post‐op HCT was 32. EBL was 10ccs. This demonstrates patients on vasopressors can be severely
under resuscitated.
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Saturday, October 13, 2012
2:30 PM ‐ 4:00 PM
MC145
Usefulness of Cerebral Oximetry in Assessing Adequate Oxygenation When Faced With Low Baseline
O2 Saturation
Mark A. Boyajian, M.D., Rahul Modi, M.D., Peter Roffey, M.D., Mariana Mogos, M.D., Durai
Thangathurai, M.D., Ph.D., Anesthesiology, USC & LAC Healthcare Network, Los Angeles, CA.
60 year‐old male with pulmonary dysfunction, OSA, extensive smoking history, and COPD presented for
radical cystectomy and urinary diversion with neobladder. Pre‐op blood gas on RA showed PaO2 61 and
pulse oximetry 85%. Adequate oxygenation was monitored continuously using pulse oximetry, PA
catheter, blood gas, and cerebral oximetry. We titrated nitroglycerine to lower venous pressures for
surgery and observed a baseline increase in cerebral oximetry and mixed venous O2 without any change
in pulse oximetry. We conclude that patients with low pre‐op O2 saturation should be monitored using
cerebral oximetry and mixed venous O2 to assess adequate oxygenation.
Saturday, October 13, 2012
2:30 PM ‐ 4:00 PM
MC146
Induced Therapeutic Hypothermia Following an Intraoperative Ventricular Fibrillation Cardiac Arrest
Jerrad R. Businger, D.O., Heather D. McFarland, D.O., Anesthesiology, University Hospitals of Cleveland
Case Medical Center, Cleveland, OH.
Cardiac arrest is defined as the failure of the heart to effectively contract leading to complete cessation
of normal circulation. Unless circulation is reestablished, significant organ damage and ultimately death
ensues. As a result, the advent of protocols like ACLS has been established. Moreover, two studies were
published in 2002 that endorsed induced therapeutic hypothermia (TH) following ROSC in out‐of‐
hospital cardiac arrest patients. Interestingly, the case for TH in‐hospital cardiac arrest patients is not as
clear. The following is a case report outlining the successful application of induced TH in a patient
following an intraop VF arrest.
Saturday, October 13, 2012
2:30 PM ‐ 4:00 PM
MC147
Aspiration Pneumonia and Dysphagia in Cerebral Palsy
Jabari Capp, Ozan Akca, M.D., Chenxi Wang, M.D., Benjamin Ladner, M.D., Christopher Heine, M.D.,
Anesthesiology and Perioperative Medicine, University of Louisville, Louisville, KY.
41 year‐old WM w/ pmhx of cerebral palsy, cervical myelopathy. Presented for a C3‐T2 PCF. POD # 3
returned to OR for C3‐C7 laminectomy. Extubated and re‐intubated in OR secondary to respiratory
failure. Patient sedated with propofol, extubated on POD# 1 in NICU. Swallow study conducted and
passed. Soft mechanical diet initiated. Respiratory failure on POD # 2, re‐intubated. FOB revealed
copious secretions in bronchus intermedius/RML/RLL. Cultures sent, NGF. Mechanically ventilated X 2
days, extubated. DHT placed, NPO X 7 days, Subsequent swallow study passed, PO diet instituted w/ TF
supplementation.Remainder of hospitalization unremarkable. Discharged on POD # 27.
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Saturday, October 13, 2012
2:30 PM ‐ 4:00 PM
MC148
Mystery Diagnosis: A Labyrinth Through Thrombophilia
Helen A. Chang, D.O., Norma Dominguez, D.O., Anesthesiology, Riverside County Regional Medical
Center, Moreno Valley, CA.
A 37 year‐old female with past medical history of diabetes mellitus type 2 was admitted for a chief
compliant of abdominal pain. The patient subsequently deteriorated and was transferred to the
intensive care unit. We present a rare case of a patient requiring an exploratory laparotomy for
perforated necrotic bowel without a definitive medical diagnosis. Based on our preoperative evaluation,
we attributed the patient’s rapid clinical decline to a life‐threatening thromboembolic disorder with
systemic manifestations.
Saturday, October 13, 2012
2:30 PM ‐ 4:00 PM
MC149
Anaphylactic Shock From Antithymocyte Globulin Given During Kidney Transplantation
Amanda Chehval, D.O., Hui Yuan, M.D., Anesthesiology and Critical Care, Saint Louis University, St. Louis,
MO.
Rabbit antithymocyte globulin (rATG) is a polyclonal antibody used as induction therapy for kidney
transplantation. Reactions such as cytokine storm and anaphylaxis have been documented after
administration of animal derived immunoglobulins. We describe a 43 year‐old male who received rATG
during a kidney transplant and became profoundly hypotensive in the recovery room. Initial
resuscitative efforts, which included fluid boluses, vasopressin, and norepinephrine, did not improve the
patient’s condition. The rATG infusion was stopped, additional methylprednisolone was given, and the
patient stabilized after administration of epinephrine. This case demonstrates the need for suspicion of
anaphylaxis in patients receiving foreign immunoglobulins.
Saturday, October 13, 2012
2:30 PM ‐ 4:00 PM
MC150
Internal Jugular Vein Valves: Ultrasound Exposes a Silent Culprit for Difficult Central Venous Access
Pramod K. Chetty, M.B., B.S., Andrew Fine, M.D., Edward Kosik, D.O., Benjamin J. Stam, Student,
Department of Anesthesiology, Oklahoma University Health Sciences Center, Oklahoma City, OK.
Valves in the inferior Internal Jugular (IJ) are common, but frequently not clinically acknowledged. We
describe a case complicated by thrombocytopenia and difficult cannulation of the IJ due to an IJ valve. A
guide wire was introduced high in the right IJ without cardiac ectopy, raising suspicion of improper
location. Fluoroscopy revealed the wire had internally doubled back and proceeded cephalad. Avoiding
dilation over this wire averted formation of significant hematoma. Ultrasound of the IJ demonstrated a
valve at the point the guide wire reversed direction. The case was completed uneventfully with several
large‐bore peripheral catheters.
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Saturday, October 13, 2012
2:30 PM ‐ 4:00 PM
MC151
Phrenic Nerve Avoidance During Central Line Placement With Ultrasound Guidance
Helder Chin, M.D., S. Childs, M.D., University of Toledo Medical Center, Toledo, OH, Altru Health System,
Grand Forks, ND.
Phrenic nerve injury has been reported as a complication of central venous catheterization. This case
report describes the successful use of ultrasound guidance during catheterization of the right internal
jugular vein in a patient with abnormal right phrenic nerve anatomy prior to CABG. The use of
ultrasound guidance in this patient helped avoid phrenic nerve injury, which could have complicated
postoperative extubation and potentially had lasting effects such as hemi‐diaphragm paralysis. We
would like to show that ultrasound guidance is not only useful for obtaining vascular access but also for
avoiding injury to important surrounding structures during central line placement.
Saturday, October 13, 2012
2:30 PM ‐ 4:00 PM
MC152
Airway Management in a Patient With Tracheal Stent Migration
Lisa Choi, Usha Vellayappan, M.D., Anesthesia, St. Elizabeth's Medical Center, Boston, MA.
A 60 year‐old male with a Y‐silicone tracheal stent presented in acute respiratory failure (pH 7.08, pCo2
120) and required emergent bronchoscopy to improve ventilation. The stent had migrated above the
chords, largely obstructing the airway. In the OR, manual ventilation proved difficult during attempted
stent removal with forceps and fiberoptic visualization. Rigid bronchoscopy failed. A glidescope allowed
a 6.0mm ETT to be placed adjacent to the stent, which pushed the Y‐stent below the cords while
allowing ventilatory function. The ETT was then repositioned inside the proximal stent opening using the
fiberoptic scope and advanced together, facilitating unimpeded ventilation.
Saturday, October 13, 2012
2:30 PM ‐ 4:00 PM
MC153
Empiric Use of Tranexamic Acid in a Hemorrhaging Patient With Burns and Other Traumatic Injuries
Kerry L. Christensen, M.D., Jacob J. Hansen, D.O., , SAUSHEC, San Antonio, TX.
32 year‐old male with severe polytrauma and burn wounds returned to the operating room emergently
for bilateral lower extremity amputations after operative debridement where pathology showed
invasive mucormycosis. Post‐op labs showed normal coagulation panel and platelet count after his
morning surgery, but with down‐trending hemoglobin and obvious hemorrhage with gross coagulopathy
upon removal of bandages at the start of the emergent procedure. Blood was drawn for a
thromboelastogram and the patient was started empirically on FFP and tranexamic acid, with gross
improvement in clot formation and decreased bleeding. The initial thromboelastrogram showed LY30 of
10%, consistent with hyperfibrinolysis.
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Saturday, October 13, 2012
2:30 PM ‐ 4:00 PM
MC154
Fever in Multiple Sclerosis: Burning Axons
Anthony J. Cirone, M.D., Duraiyah Thangathurai, M.D., Peter J. Roffey, M.D., Mariana Mogos, M.D.,
Anesthesiology, University of Southern California, Los Angeles, CA.
Fever in multiple sclerosis causes acute demyelination, and is a medical emergency. Our patient is a 30
year‐old male who was admitted to the ICU with SIRS. His multiple sclerosis presented with bladder
dysfunction followed recurrent urinary infection. Within 1 year, the patient was wheelchair bound. ICU
arrival temperature was 39.6 Celsius, which was controlled to 37 degrees within ten minutes due to
aggressive cooling measures. We believe that chronic infection greatly contributed to the patient’s rapid
onset and progression of disease because accompanying fevers were not aggressively controlled before
his ICU admission.
Saturday, October 13, 2012
2:30 PM ‐ 4:00 PM
MC155
Postoperative Sore Throat: A Case of Recurrent Blues
Anthony J. Cirone, M.D., Erin I. Martin, M.D., Duraiyah Thangathurai, M.D., Peter J. Roffey, M.D.,
Mariana Mogos, M.D., Anesthesiology, University of Southern California, Los Angeles, CA.
We are presenting a case of a 65 year‐old female after pelvic mass removal. During her second ICU
night, she experienced oximetry desaturation, which gradually improved. The next night, she had a
similar episode, and complained of headache, lethargy and appeared cyanotic. Co‐oximeter found 18.2%
methemoglobin. Methylene blue resolved her symptoms. She was given benzocaine spray for sore
throat on both nights. Benzocaine, via phenylhydroxylamine, acts as an electron donor with
oxyhemoglobinm, producing methemoglobin. Most reports emphasize benzocaine absorption through
mucous membranes. This novel case demonstrates that inhaling small amounts may cause rapid
systemic absorption.
Saturday, October 13, 2012
2:30 PM ‐ 4:00 PM
MC156
Anaphylactoid Reaction During Treatment of Severe Hemorrhagic Shock
Andrew J. Crabbe, M.D., Amanda Gomes, M.D., William S. Havron III, M.D., Gozde Demiralp, M.D.,
Department of Anesthesia, Department of Surgery, University of Oklahoma HSC, Oklahoma City, OK.
We present a 75 year‐old male who sustained traumatic intra‐abdominal injuries, requiring an
exploratory laparotomy with uneventful intraoperative blood transfusions. Postoperative course got
challenging due to severe vasodilatation with consecutive transfusions in the intensive care unit. This
effect was linked to transfusion and disappeared after discontinuation. Due to ongoing hemorrhagic
shock and severe anemia, immediate transfusion was required. He was pre‐medicated with steroids,
diphenhydramine, and famotidine. Epinephrine infusion was initiated and it was titrated to maintain
normal vascular tone and peak airway pressures during the administration of blood products. Patient’s
hypersensitivity to packed red blood cells disappeared within 48 hours.
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Saturday, October 13, 2012
2:30 PM ‐ 4:00 PM
MC157
Critical Care Management of a Patient Requiring Mechanical Biventricular Assist After Emergent
Mitral Valve Replacement
Derek De Vry, M.D., Markus Kaiser, M.D., Department of Anesthesiology, Medical College of Wisconsin,
Milwaukee, WI.
A 58 year‐old woman is airlifted from an outside hospital with progressive cardiogenic shock and severe
mitral and tricuspid regurgitation. She undergoes an emergent mitral valve replacement and tricuspid
valve annuloplasty. The postoperative course is complicated by persistent circulatory and hypoxic
respiratory failure. 36 hours after the initial procedure a pulsatile left ventricular assist device (LVAD)
and a centrifugal right ventricular assist device (RVAD) are placed. We describe the challenging critical
care management of this patient including advanced heart failure management using a combination of
ventricular assist devices as well as advanced ventilator therapy in detail.
Saturday, October 13, 2012
2:30 PM ‐ 4:00 PM
MC158
Is This the Feared Malignant Hyperthermia?
Ranjit V. Deshpande, M.B., B.S., Theresa L. Hartsell, M.D., Ph.D., Ankur Anand, M.D., Anesthesiology and
Critical Care Medicine, Johns Hopkins School of Medicine, Baltimore, MD.
A 54 year‐old female status post Classic Whipple and Cholecystectomy for pancreatic cyst was brought
to the ICU after a routine anesthetic.The intraoperative course was significant only for hemodynamic
lability. On arrival she was intubated but awake and alert, hypertensive and febrile.Her exam was
remarkable only for severe muscle rigidity of all extremities.A diagnostic workup was begun to rule out
malignant hyperthermia.
Saturday, October 13, 2012
2:30 PM ‐ 4:00 PM
MC159
Anterior Approach to the Spine: Splenic Rupture After Retraction
Neesha B. Dhanak, D.O., Govind Rajan, M.D., , Anesthesiology and Critical Care, St. Louis University
Hospital, St. Louis, MO.
The spleen’s proximity to the thoracolumbar junction makes it vulnerable to injury during surgery, and
often the exposure rather than the procedure itself is responsible. Although splenic rupture after other
procedures has been described, splenic injury has rarely been reported in the face of thoracolumbar
surgery. We describe a 58 year‐old male undergoing thoracolumbar surgery using an anterior approach,
who quickly became hemodynamically unstable from splenic rupture secondary to excessive retraction;
the procedure was suspended to perform an emergent splenectomy and aggressive intraoperative
resuscitation, emphasizing quick suspicion of splenic injury causing instability during anterior
approaches to the spine.
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Saturday, October 13, 2012
2:30 PM ‐ 4:00 PM
MC160
Spontaneous Tension Pneumocephalus
Tasneem Dohadwala, M.D., Jana Hudcova, M.D., Tufts Medical Center, Boston, MA, Lahey Clinic
Hospital, Burlington, MA.
An osteopenic 92 year‐old man presented with a three‐day history of severe bifrontal headaches and
clear rhinorrhea. Radiologic imaging demonstrated acute, diffuse pneumocephalus in the bifrontal lobes
and a 5mm defect in the left sphenoid sinus with active CSF extravasation. The patient was placed on
100% nonrebreather mask and strict nasal precautions. Due to an unrelenting headache, decline in
mental status, and tension pneumocephalus on follow‐up CT scans, the patient was taken to the
operating room for left sphenoidotomy with CSF leak repair. Postoperatively, our patient was
neurologically at his baseline and CT scan showed significant decrement in bifrontal pneumocephalus.
Saturday, October 13, 2012
2:30 PM ‐ 4:00 PM
MC161
Exertional Heat Stroke in a Healthy 19 Year‐Old Male
Nicholas P. Doiron, M.D., James R. Langdon, M.D., Anesthesiology, University of Tennessee, Knoxville,
TN.
A young, healthy male develops symptoms of exertional heat illness during a routine training exercise.
He has loss of consciousness requiring intubation, tachycardia, and a rectal temperature of 106.2 F.
Despite rapid treatment of his hyperthermia, the patient’s hospital course is complicated by
rhabdomyolysis, acute renal failure, disseminated intravascular coagulation, fulminant liver failure, non‐
ST elevation myocardial infarction, cerebral edema, and death. Two other family members were
reported to have had similar deaths diagnosed as heat stroke. The family is currently awaiting laboratory
results that could help determine future risk of EHI in living family members.
Saturday, October 13, 2012
2:30 PM ‐ 4:00 PM
MC162
Partial Anomalous Pulmonary Venous Return and Tricuspid Regurgitation: A Postoperative Mortality
William C. Dudney, IV, M.D., Department of Anesthesiology, Vanderbilt University Hospital, Nashville, TN.
T.P. is a 35 year‐old with a history of ischemic cardiomyopathy and multiple cardiac arrests transferred
to our facility for CHF exacerbation and transplant evaluation. Repeat echo showed severe tricuspid
regurgitation. Cardiac MRI/MRA showed partial anomalous pulmonary venous return and LV aneurysm.
She underwent TR repair, CABG, LV aneurysm repair, and PAPVR repair. On POD 2 she developed
tachyarrhythmia, respiratory distress, was intubated and had PEA arrest. Transported emergently to the
cath lab for ECMO, where vessels were unable to be cannulated; she proceeded to the OR for central
cannulation, where she expired.
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Saturday, October 13, 2012
2:30 PM ‐ 4:00 PM
MC163
A Life‐Threatening Post‐Operative Intrathecal Baclofen Pump Complication
Cassandra R. Duncan‐Azadi, M.D., Amber K. Brooks, M.D., Department of Anesthesiology, University of
Alabama Birmingham, Birmingham, AL.
A 63 year‐old female with an intrathecal baclofen pump presents to the surgical intensive care unit with
apparent decerebrate posturing and change in neurological status after undergoing a posterior spinal
instrumentation surgery. After a negative CAT scan of the head the patient is treated empirically with
propofol and oral baclofen. It is later found that when the baclofen pump was turned off
intraoperatively the catheter was not re‐primed. Her symptoms improve within three hours and
completely resolve after re‐instatement of intrathecal baclofen. This is a complication associated with
high mortality and only early recognition and treatment will prevent death.
Saturday, October 13, 2012
2:30 PM ‐ 4:00 PM
MC164
Dexmedetomidine‐Ketamine Combination Provide Adequate Sedation for Emergency Awake
Fibreoptic Intubation in Ludwig’s Angina
Nabil Elshammaa, M.D., Matthew Suchy, D.O., Lewis Diamond, M.D., , Anesthesiology Department,
Brookdale University Hospital and Medical Center, Brooklyn, NY.
A 63 year‐old obese female with multiple medical problems and five‐day history of worsening neck and
facial swelling, presented to the emergency room with progressive respiratory distress. The patient was
clinically diagnosed with Ludwig’s Angina. The anesthesia team was consulted to evaluate the patient for
airway management. Patient was transferred with oxygen to operating room which was prepared for
emergency tracheostomy as a backup plan. Successful fibreoptic intubation was done under sedation
with a combination of dexmedetomidine‐ketamine because the patient was extremely anxious.
Saturday, October 13, 2012
2:30 PM ‐ 4:00 PM
MC165
Management of a Septic Patient
Beatriz Esberard, M.D., Carlos Darcy Bersot, Eduardo Orli, M.D., Tiago Fortes, M.D., Mariana Barcelos,
M.D., Anesthesiology, Hospital da Lagoa, Rio de Janeiro, Brazil.
14 year‐old patient with a severe sepsis associate with micotic iliac aneurism, pulmonary abscess and
bacterial endocarditis, presented to an aneurism repair. After a ketamine‐midazolam induction, patient
evolved to a ventricular fibrillation arrest. After proper maneuvers, patient returns his vital signs and
after proper fluid ressucitation, based on arterial pulse pressure variation (manual delta PP), and proper
anesthetic maintenance patient got hemodinamic stable through surgery and postoperative period.
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Saturday, October 13, 2012
2:30 PM ‐ 4:00 PM
MC166
Occult Thyrotoxicosis in the Trauma Intensive Care Unit: A Great Mimicker
Christopher A. Godlewski, M.D., Gozde Demiralp, M.D., Sean Nix, D.O., Jason Lees, M.D., Pamela Roberts,
M.D., Department of Anesthesiology, Department of Surgery, University of Oklahoma Health Science
Center, Oklahoma City, OK.
A 32 year‐old female was admitted to our Trauma ICU with multiple organ system injuries. History was
remarkable only for polysubstance abuse. Her care was challenging from admission with resistant
tachycardia, delirium, and fever despite maximal resuscitation efforts. She developed ARDS
necessitating a tracheostomy. Thyromegaly was noted during the procedure which along with review of
symptoms prompted investigation for thyrotoxicosis. The presence of thyroid‐stimulating
immunoglobulin confirmed diagnosis of Grave’s disease. Complications included a tracheo‐esophageal
(TE) fistula; efforts to optimize nutritional status were problematic and her thyrotoxic symptoms were
refractory to medical management. She therefore underwent total thyroidectomy during TE repair.
Saturday, October 13, 2012
2:30 PM ‐ 4:00 PM
MC167
Effects of Heliox and Sevoflurane Combination in Airway Pressures and Oxygenation in a Patient With
Status Asthmaticus in the ICU
Andrea D. Gomez Morad, M.D., Frederic J. Gerges, M.D., Lisa Choi, M.D., Anesthesiology and Pain
Medicine, St. Elizabeth’s Medical Center/Tufts University School of Medicine, Brighton, MA.
A 55 year‐old female with severe asthma was admitted to the MICU after cardiac arrest secondary to
status asthmaticus. She remained intubated and was acidotic, hypoxemic, and had elevated airway
pressures. The on‐call anesthesia team was consulted to provide general anesthesia in the ICU as a last
resort for refractory status asthmaticus after standard management failed. An anesthesia machine was
set‐up, and Heliox was attached to the inspiratory limb of the anesthesia circuit. Anesthesia was
maintained with Sevoflurane and Heliox was delivered intermittently every 30 minutes. After treatment,
she showed vast improvements in her oxygenation and airway pressures.
Sunday, October 14, 2012
11:00 AM ‐ 12:30 PM
MC342
Challenging Case in Honduras
Ram Roth, M.D., Elizabeth Ann Frost, M.D., Anesthesiology, Mount Sinai School of Medicine, New York,
NY.
As part of a medical mission to Honduras, we encountered a 72 year‐old patient for a “routine
laparotomy” for right lower quadrant pain of 4 months duration. Initial diagnose was adnexal mass.
Intubation was achieved with difficulty. Surgical exploration revealed a large ileocecel abscess that had
ruptured. An emergency enteroenterostomy was performed but not before she developed systemic
inflammatory response syndrome. We describe our extraordinary efforts to both provide and achieve
the level of essential postoperative and intensive care that this lady required in a country with extremely
limited resources.
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Sunday, October 14, 2012
11:00 AM ‐ 12:30 PM
MC343
Dexmedetomidine for Renal Cryoablation
Jon D. Samuels, M.D., Nivek M. Amin, M.D., Anesthesiology, Weill Cornell Medical College, New York, NY,
Anesthesiology, New York‐Presbyterian Hospital, New York, NY.
A 56 year‐old woman was scheduled for percutaneous renal cryoablation by Interventional Radiology
using CT for a 2.3 cm enhancing lesion on the upper pole of her left kidney. PMH included numerous co‐
morbidities including obesity, TMJ dysfunction and probable OSA. PE significant for a difficult airway.
Radiologists requested procedure be performed prone with head in CT scanner. Indications and
advantages of renal cryoablation over surgical therapy discussed. Advantages of MAC over GETA for this
case discussed. This is the first renal cryoablation case in which cooperative dexmedetomidine sedation
has been provided.
Sunday, October 14, 2012
11:00 AM ‐ 12:30 PM
MC344
TRALI versus Non‐Cardiogenic Pulmonary Edema Following Hysteroscopic Fibroid Resection
Madhumani Rupasinghe, Peter D. Doyle, M.D., Charles W. Sanchez, M.D., Anesthesiology, UTHSC
Houston, Houston, TX.
25 year‐old G3P2 with menometrorrhagia, admitted for blood transfusion due to severe preoperative
anemia, scheduled for hysteroscopy vs. open myomectomy. Myosure hysteroscopic fibroid resection for
a 5x5x7cm intracavitary fibroid. Transfused with 3 PRBC’s & 1 FFP. Surgical intraoperative fluid deficit
noted to be 2500cc. Desaturation with difficult ventilation & clinical pulmonary edema with bibasal
crackles evident one hour into the procedure. High suspicion for pulmonary edema vs. TRALI. Patient
transferred to MICU intubated. CXR and clinical improvement noted, extubated post op day 3 and
discharged home 2 days later in a stable condition.
Sunday, October 14, 2012
11:00 AM ‐ 12:30 PM
MC345
Intravenous Warfarin Therapy for Heparin Induced Thrombocytopenia: High Output Enterocutaneous
Fistula From Operative Repair of a Bleeding Duodenal Ulcer Leading to Failure of Enteral Medication
Administration
Joseph Schlesinger, II, M.D., Christina Burger, Pharm.D, Melaina Perry, Pharm.D, Liza Weavind, M.B.,
B.Ch., Vanderbilt University Medical Center, Nashville, TN, Veterans Affairs Medical Center, Nashville, TN.
71 year‐old male status post recent cardiac surgery developed a pulmonary embolism secondary to
heparin induced thrombocytopenia. He was started on argatroban therapy and developed massive
upper gastrointestinal bleeding from a duodenal ulcer. Following massive transfusion and surgical
intervention, the patient had a persistent high output enterocutaneous fistula that prevented enteral
medication administration, thus necessitating the utilization of intravenous warfarin therapy.
Subcutaneous administration and monitoring of other anticoagulant medications in this patient was
unreliable. Intravenous warfarin therapy, and the transition from argatroban, is a novel approach given
the failure of enteral medication administration.
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Sunday, October 14, 2012
11:00 AM ‐ 12:30 PM
MC346
Renal Transplant Complicated by Lower Extremity Compartment Syndrome Resulting in Fasciotomy
and Rhabdomyolysis
Joseph Schlesinger, II, M.D., John Barwise, M.B., Ch.B., Vanderbilt University Medical Center, Nashville,
TN.
A 54 year‐old white male patient arrived intubated to the SICU post cadaveric renal transplant. Upon
extubation, he started to complain of vague lower limb pain. This escalated despite large doses of IV
opiate and anxiolytic medication. The painful leg was on the same side as the renal transplant. The distal
arterial pulses were palpable and the veins were more distended compared to the other lower limb and
the ipsilateral thigh. Compartment pressures were greater than 40 mm Hg, thus the patient underwent
emergent fasciotomy. The patient went on to develop rhabdomyolysis which was subsequently
managed.
Sunday, October 14, 2012
11:00 AM ‐ 12:30 PM
MC347
Dexmedetomidine as Adjunctive Therapy for Delirium Tremens
Jeffrey Senasu, M.D., Bozana Alexander, M.D., Abayomi Akintorin, M.D., Anesthesiology, John H. Stroger,
Jr. Hospital of Cook County, Chicago, IL.
Alcohol withdrawal is a common problem in the perioperative period in certain adult populations. The
extreme form of alcohol withdrawal is delirium tremens. Benzodiazepines are the mainstay of
conventional therapy, but they may not present as optimal choices in some situations. We present a
case of a 62 year‐old patient with severe alcohol withdrawal complicated by a potential difficult airway,
managed adjunctively with dexmedetomidine infusion. The use of benzodiazepines in sufficient doses to
control his symptoms would have resulted in oversedation with ensuing airway obstruction.
Dexmedetomidine offered a state of cooperative sedation while not suppressing the respiratory drive.
Sunday, October 14, 2012
11:00 AM ‐ 12:30 PM
MC348
Atypical Neuroleptic Malignant Syndrome: Pitfalls and Challenges in the Delirious Substance Abuser
Nirav N. Shah, B.A., Kristin G. Fless, M.D., Mikhail Litinski, M.D., Paul C. Yodice, M.D., Henry Rosenberg,
M.D., Critical Care Medicine, Medical Education & Clinical Research, St. Barnabas Medical Center,
Livingston, NJ.
We present the case of a substance abusing patient developing atypical Neuroleptic Malignant
Syndrome (NMS), without prominent rigidity, but with extensive rhabdomyolysis after the
administration of haloperidol and ziprasidone. Due to the inherently variable nature of NMS and the
existence of multiple diagnostic criteria, atypical presentations pose a serious challenge to physicians in
terms of lifesaving time‐critical diagnosis and treatment. We emphasize the importance of strong clinical
suspicion in the recognition and initiation of therapy for NMS, and describe the pitfalls and challenges
that are particularly relevant to NMS management of inhalant abusers in emergent &amp; critical care
settings.
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Sunday, October 14, 2012
11:00 AM ‐ 12:30 PM
MC349
Can’t Intubate With Video Airway Device or Bag Mask Ventilate...Now What?
Jason Simpson, M.D., Randy Calicott, M.D., Pamela Emerson, C.R.N.A., Lauren Hoke, B.S., Yvon Bryan,
M.D., Anesthesiology, Wake Forest School of Medicine, Winston Salem, NC, Anesthesia, Wake Forest
Baptist Health, Winston Salem, NC.
A 36 year‐old, 231‐kg male in ARD and failing BiPAP presented for urgent tracheotomy.
Awake fiberoptic intubation attempts failed secondary to rapid desaturations when BiPAP removed
exacerbated by sedated yet uncooperative patient. RSI performed and Glidescope®#5 placed (no glottic
view). Repeated Glidescope® attempts by second provider unsuccessful (unable to obtain needed
curvature with Gliderite® stylet/ETT). Attempts to BMV using oral airway, jaw thrust, 2‐person BMV, and
high CPAP levels were unsuccessful. An intubating LMA#5 was placed with failed ventilation. An ETT was
passed blindly through the intubating LMA and endotracheal position confirmed (capnography).
Tracheostomy performed safely with intubating LMA/ETT in place.
Sunday, October 14, 2012
11:00 AM ‐ 12:30 PM
MC350
Hyponatremia and Hyperkalemia in a Patient With History of Radical Cystectomy With Neobladder
Christopher Stalker, M.D., Mariana Mogos, M.D., Peter Roffey, M.D., Duraiyah Thangathurai, M.D.,
Department of Anesthesiology, University of Southern California, Los Angeles, CA.
A 62 year‐old male with history of radical cystectomy with ileal neobladder two weeks prior to
admission presented to Keck Hospital with fever, chills, and altered mental status. Upon admission his
sodium was 115, potassium 5.6, chloride 87 and bicarb 19. A hypertonic saline infusion was started and
his electrolytes were slowly corrected over the course of several days. The patients mental status
returned to baseline. Hyponatremia in the post‐operative patient is most commonly iatrogenic or due to
ADH secretion. In this case, however, it is likely due to the permeability of the ileal neobladder to water
and electrolytes.
Sunday, October 14, 2012
11:00 AM ‐ 12:30 PM
MC351
Hello Halo: Difficulties With Intubation, Ventilation, and Oxygenation in a Patient With a Cervical
Fracture
Jennifer Stanislaus, M.D., Blake Stevenson, M.D., Joseph May, B.S., Yvon Bryan, M.D., Anesthesiology,
Wake Forest School of Medicine, Winston Salem, NC.
Called to floor for 62 year‐old male in halo immobilization (C‐2 fracture) with hypercarbic respiratory
failure. Exam revealed Mallampati III, mouth opening/TMD of 2 FBs, and no range of motion. Difficult
bag mask ventilation and desaturation followed administration of etomidate and succinylcholine.
Several unsuccessful attempts to place laryngeal mask airways (LMA) and intubate with different sized
Glidescopes®. LMA placed/used as conduit for flexible fiberoptic bronchoscope (FFB) intubation. Patient
to OR, removal of LMA post‐intubation difficult (required cutting). ETT position difficult to identify using
FFB. Large leak was noted despite adequate ventilation; used an airway exchange catheter to place a
larger ETT.
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Sunday, October 14, 2012
11:00 AM ‐ 12:30 PM
MC352
Lipid Induced Acute Lung Injury and Severe Rhabdomyolysis Secondary to Cholesterol Embolic
Syndrome Following Failed Angioplasty
Akash Prashar, M.B., Ch.B., Nazneen Sudhan, Peter Wicks, M.B., Ch.B., Tapan Mehta, M.D., FRCS.,
Urology, Royal United Hospital, Bath, United Kingdom, Anaesthetic and Intensive Care, Norfolk and
Norwich University Hospital, Norwich, United Kingdom, Aaesthesia, Bedfod Hospital, Bedford, United
Kingdom.
A heptagenerian man following prolonged attempted angioplasty for aortofemoral insufficiency
developed severe respiratory distress and renal failure. Severe acute lung injury, rhabdomyolysis and
renal failure resulting from widespread systemic cholesterol embolisation was evident in the form of
hypoxia, myoglobinuria, elevated creatinine kinase, eosinophilia and renal shut down. The patient was
supportively treated with intermittent CPAP and fluid therapy in intensive care settings. Patient
improved rapidly and only had residual left leg weakness at the time of discharge. CES is a histological
diagnosis but in the presence of precipitating cause and clinical suspicion; early goal directive therapy
can prevent further morbidity.
Sunday, October 14, 2012
11:00 AM ‐ 12:30 PM
MC353
Glidescope Assisted ETT Exchange in a Trauma Patient With a Known Difficult Airway
Raghav Tadepalli, M.D., Anesthesiology, NYU Medical Center, New York, NY.
27 year‐old obese male with no PMH was pedestrian struck and presented to ED with significant
subcutaneous emphysema and unsecured airway. He was intubated with a Glidescope (grade 3 view),
7.5 ETT, secured at 24cm. On POD #2 in SICU, ETT noticed to be at 18cm and was advanced with FOB
without difficulty. On POD #3, ETT again at 18cm. Tube exchanger used to advance ETT but was
unsuccessful. Pt had elevated PAP and decreased TV’s. Glidescope was used for laryngoscopy (grade 3
view), tube exchanger advanced under direct vision, and 7.5 ETT was successfully exchanged for 8.0 ETT.
Sunday, October 14, 2012
11:00 AM ‐ 12:30 PM
MC354
Emergent Re‐Intubation in the PACU Following a Myocutaneous Free Flap for Left Temporal
Squamous Cell Carcinoma in a 43 year‐old Male With Chronic Graft Versus Host Disease
Pavan Tankha, D.O., Faith Factora, M.D., Anesthesiology, Cleveland Clinic, Cleveland, OH.
Pre‐op history includes: ALL s/p BMT in 2005, chronic graft vs. host disease, chronic steroid use, CHF,
bilateral lower extremity DVT’s treated with heparin, OSA on CPAP, CKD with baseline Cr 1.8. Stable
intraop course; extubated and transferred to PACU, but became acutely dyspneic and hypoxic upon
arrival. 3 attempts to secure the airway were required secondary to frothy secretions flooding the
oropharynx. Post‐intubation CXR, TEE, and bronchoscopy were all unrevealing for an etiology.
Transferred to SICU where serial ABG’s showed worsening hypoxemia that was unresponsive to
increases in FiO2 and epoprostenol. Crash veno‐venous ECMO initiated at bedside.
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Sunday, October 14, 2012
11:00 AM ‐ 12:30 PM
MC355
A Transfusion Reaction Acute Lung Injury (TRALI) Survivor
Caron Hong, M.D., Jing Tao, M.D., Anesthesiology and Critical Care Medicine, University of Maryland
School of Medicine, Baltimore, MD.
TRALI is a potentially fatal reaction related to the transfusion of blood products. Patients develop acute
non‐cardiogenic pulmonary edema with clinical signs/symptoms similar to ARDS. The pathophysiology is
not entirely understood, however HLA and HNA may play a role. This patient had a repair of
colocutaneous fistula and required RBC transfusions. The patient decompensated, became febrile,
hypoxic, difficult to ventilate with severe decrease in lung compliance and high peak airway pressure,
hypotensive and requiring multiple vasopressors. CXR showed widespread severe lung opacities. POD 2,
he had an improved CXR and was weaned from ventilation. His HLA assay is currently pending.
Sunday, October 14, 2012
11:00 AM ‐ 12:30 PM
MC356
Diagnostic, Ethical, and Medical Considerations in a Case of Ascending Paralysis in the Cancer Patient
Jason C. Tippett, Gregory Botz, M.D., Anesthesiology, Baylor College of Medicine, Houston, TX,
Anesthesiology and Critical Care, University of Texas at Houston M.D. Anderson Health Science Center,
Houston, TX.
41 year‐old male with a history of Acute Myelogenous Leukemia status post chemotherapy who
subsequently developed ascending paralysis that ultimately required intubation and a tracheostomy,
patients mental status remained intact throughout. Differential diagnosis included myopathy,
demyelinating conditions, and leptomeningeal disease. Patient was initially treated with
plasmaphereisis, but ultimately found to have disease progression, Leptomeningeal disease, which was
treated with intrathecal chemotherapy.
Sunday, October 14, 2012
11:00 AM ‐ 12:30 PM
MC357
Malignant Hyperthermia After Nephrectomy: Diagnosis, Management, and Follow‐Up in the Critical
Care Arena
Michael Trawicki, M.D., Benjamin George, M.D., Julienne Echavarri, M.D., Anthony Fidacaro. ,
Anesthesiology, SUNY‐Downstate Medical Center, Brooklyn, NY, Anesthesiology, Kings County Hospital
Center, Brooklyn, NY.
32 year‐old hypertensive male presents with retroperitoneal hematoma requiring nephrectomy under
general anesthesia. Intraoperatively, patient was normothermic and normocarbic, requiring 2.5%
isoflurane, 1250 mcg fentanyl, and antihypertensives. In the SICU, blood pressure was severely elevated,
followed by muscle twitching, rigidity, hypercarbia, hyperthermia, and elevated serum/urine myoglobin.
Dantrolene bolus was given and infusion started, however with recrudescence of symptoms after
infusion discontinued. Eventually, infusion was stopped successfully, and he was extubated. Blood sent
for RyR analysis revealed multiple genetic mutations but none characteristic for malignant
hyperthermia. Patient and family were referred for contracture testing. He recovered and was
discharged from hospital.
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Sunday, October 14, 2012
11:00 AM ‐ 12:30 PM
MC358
Extensive Necrosis of Large Bowel and Peritonitis Following Norepinephrine Use for Hypotension in
Sepsis
Jane N. Truong, M.D., Chris Stalker, M.D., Peter Roffey, M.D., Mariana Mogos, M.D., Duraiyah
Thangathurai, M.D., Anesthesiology, USC Keck Hospital, Los Angeles, CA.
A 73 year‐old male with a history of radical cystectomy for bladder cancer developed neobladder
perforation and sepsis, likely caused by disease recurrence. After stabilization in Idaho, the patient was
intubated and transferred to USC on high‐dose norepinephrine. On admission, the patient was in a near‐
code state. He was unresponsive to fluid boluses, and an epinephrine drip was started. An emergent
laparotomy was performed at bedside, revealing frank fecal peritonitis. The entire transverse colon was
necrotic and perforated. Blood products were aggressively transfused; once the blood pressure
normalized, a nitroglycerin infusion was started to improve bowel perfusion. The patient ultimately
survived.
Sunday, October 14, 2012
11:00 AM ‐ 12:30 PM
MC359
ICU Management of Acute Renal Insufficiency Following Rapid‐Onset Ascites and Increased Intra‐
Abdominal Pressure After Chemotherapy
Jane N. Truong, M.D., Wayne Lai, M.D., Peter Roffey, M.D., Mariana Mogos, M.D., Duraiyah
Thangathurai, M.D., Anesthesiology, USC Keck Hospital, Los Angeles, CA.
A 76 year‐old female with recurrent ovarian adenocarcinoma was admitted to the ICU with increasing
abdominal distension for five days following chemotherapy. A CT scan only revealed increased ascites.
Her urine output was 0.3‐0.4cc/kg/hr despite aggressive hydration with 3‐4 liters crystalloid; her
creatinine increased to 2.4mg/dL. The patient was treated with infusions of mannitol 20%, albumin 25%,
dopamine, and lasix, and bumetanide boluses. Low‐dose nitroglycerin infusion was utilized to minimize
capillary leak. Her urine output began to improve and her renal insufficiency recovered over the next
three days. Subsequently, a paracentesis was performed that removed four liters of clear yellow fluid.
Sunday, October 14, 2012
11:00 AM ‐ 12:30 PM
MC360
Inhaled Anesthetic Delivery for Treatment of Refractory Status Epilepticus
Marian Von‐Maszewski, M.D., UT‐Houston, Houston, TX.
A patient with refractory status epilepticus (RSE) was treated in the ICU using standard anti‐epileptic
drug (AED) therapy. On day 28 he developed multi‐organ system failure due to toxicity of AED
metabolites and demonstrated continued seizure activity on EEG when weaning of his therapy was
attempted. Inhaled anesthetic has been described in the literature as a treatment for RSE. Isoflurane
was administered via an anesthesia machine in the patient's ICU room for 8 days to maintain burst
suppression via continuous EEG. Placement and maintenance of the anesthetic machine required
coordination of ICU and operating room staff and services.
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Sunday, October 14, 2012
11:00 AM ‐ 12:30 PM
MC361
Difficult Airway Management of Large Goiter With Tracheal Compression
Jenna L. Walters, M.D., Arna Banerjee, M.D., Anesthesiology, Vanderbilt University Medical Center,
Nashville, TN.
67 year‐old female with past medical history significant for diabetes mellitus and hypertension was
transferred from an outside hospital in acute respiratory failure due to enlarged goiter. Previous CT scan
showed a large goiter with a 10cm suprasternal component and 12‐20cm substernal extension causing
severe tracheal compression to approximately 5mm in diameter. Decision was made to secure the
patient’s airway in the operating room using fiberoptic guidance with surgical assistance if required. A
rigid bronchoscope was made available. After preoxygenation and Lidocaine topicalization, the patient
was nasally intubated with a fiberoptic scope and aintree catheter while maintaining spontaneous
respiration.
Sunday, October 14, 2012
11:00 AM ‐ 12:30 PM
MC362
Third Degree Heart Block Following Spinal Anesthesia
Jenna L. Walters, M.D., Arna Banerjee, M.D., Anesthesiology, Vanderbilt University Medical Center,
Nashville, TN.
77 year‐old male with past medical history significant for 4 vessel coronary artery bypass, chronic renal
insufficiency, gastroesophageal reflux disease and osteoarthritis presented to the Intensive Care Unit
after right total knee replacement under spinal anesthesia with third degree heart block. The patient
underwent preoperative femoral and sciatic blocks and a spinal anesthetic with an uneventful
intraoperative course. The evening of surgery the patient became apneic, bradycardia with heart rate in
the 20s and relative hypotension. Patient was transferred to the intensive care unit and started on an
Epinepherine drip followed by emergent cardiac catheterization and temporary pacemaker placement.
Sunday, October 14, 2012
11:00 AM ‐ 12:30 PM
MC363
Intraoperative Treatment of Venous Air Embolism Using a Malpositioned Central Line
Dusty R. Watson, M.D., Anesthesia, Vanderbilt, Nashville, TN.
52 year‐old with rectal cancer invading into the prostate presented for tumor resection. Prior to incision
a thoracic epidural, arterial line and RIJ central line were placed. Upon dissection of the rectal tumor
from the prostate the patient was placed in steep trendelenburg position. Patient subsequently became
tachycardic, hypotensive and hypoxic. A VAE was suspected. The patient was resuscitated with fluids
and vasopressors. The patient was taken to the SICU intubated and on vasopressors. Postop CXR showed
the RIJ central line transversing up the RIJ instead of down into the SVC. The patient was extubated and
found to be neurologically intact.
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Sunday, October 14, 2012
11:00 AM ‐ 12:30 PM
MC364
An Acute Neurological Syndrome With Cerebrovascular and Parkinsonian Clinical Features Associated
With Perioperative SNRI Withdrawal: A Case Report
Samir J. Gandhi, M.D., George W. Williams, II, Anesthesiology, University of Texas Medical School at
Houston, Houston, TX.
A case report of a patient chronically taking an SNRI who, following a surgically uneventful elective
anterior disc fusion, emerged from anesthesia with stroke‐like symptoms. The patient was transferred
to our Neuroscience ICU with a GCS score of 6T. A thorough central nervous system evaluation found no
structural disease or vascular lesions. The patient's symptoms largely resolved on POD # 3, two days
after initiation of an SNRI post‐operatively. By POD #5, the patient only had mild residual weakness in
his right upper extremity.
Sunday, October 14, 2012
11:00 AM ‐ 12:30 PM
MC365
An Airway Disater, Ruptured Carotid Artery With Severe Lingual Hematoma
Karvier R. Yates, M.D., Kallol Chaudhuri, M.D., Ph.D., Robert Johnston, M.D., Texas Tech University
Health Sciences Center, Lubbock, TX.
This case involved a 62 year‐old female who present in acute respiratory distress secondary to a neck
hematoma from a redo carotid endarectomy. Upon beside after responding to code, it was noted that
patient had a enlarged neck, with significantly swollen purple colored tongue protruding out of mouth,
blood pressure 247/133, SpO2 of approximately 71%, with noticeable physical and respiratory distress.
Initial awake intubation attempt with Mac 4 DL failed. After surgical incision and decompression of
hematoma, second attempt using boogie and Miller 3 resulted in successful intubation.
Sunday, October 14, 2012
11:00 AM ‐ 12:30 PM
MC366
Multimodal Treatment in the Form of a Continuous Infusion Regime as an Alternative to Dialysis in
the Treatment of Perioperative ATN
Dalia Yerushalmi, M.D., Peter Roffey, M.D., Duraiyah Thangathurai, M.D., Anesthesiology, University of
Southern California, Los Angeles, CA.
Acute tubular necrosis (ATN) is the most common form of renal failure following surgery. Mechanical
and physiologic stresses of surgery can result in ATN, often necessitating the need for CRRT. We discuss
the case of a 64 year‐old male who develops post‐operative ATN. We are describing a multimodal
approach, as an alternative to CRRT, that results in intravascular expansion and enhanced
hemodynamics that improves renal blood flow and results in rapid recovery. It also prevents third
spacing and relieves tubular edema. This approach utilizes a continuous intravenous infusion of
mannitol along with crystalloid and colloid in conjunction with nitroglycerin.
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Monday, October 15, 2012
11:00 AM ‐ 12:30 PM
MC564
A Challenging Airway Management in a Patient With Carinal Mass
Alaa Abd‐Elsayed, Marc Cassidy. , University of Cincinnati, Cincinnati, OH.
A 62 year‐old woman with severe asthma was found on chest CT to have a carinal mass. Laser ablation
of this mass was planned. Intubation was risky because the stimulation with direct laryngoscopy may
have precipitated airway spasm and using paralytics could cause the carinal mass to compress the lower
trachea. We decided to perform the intubation with sedation and topical anesthesia. The mouth and
pharynx were anesthetized with lidocaine gel and spray and was sedated with volatile anesthetic and
ketamine. The patient’s trachea was intubated using a Glidescope; flexible and rigid bronchoscopes
were available in the room.
Monday, October 15, 2012
11:00 AM ‐ 12:30 PM
MC565
The Use of a Bronchial Blocker to Prevent Communication of a Pulmonary Abscess With the Bronchial
Tree
Bret Alvis, Pratik Pandharipande, M.D., Vanderbilt Medical Center, Nashville, TN.
A 20 year‐old male involved in a motor vehicle collision suffered multiple pulmonary contusions. His
course was complicated by the development of a right lower lung abscess. Infectious source control
became necessary and interventional radiology attempted to place a drain. During positioning, the
patient coded and required resuscitation with emergent bronchoscopy. Purulent fluid was identified
draining into the bronchial tree. To prevent this communication, an Arnd’t bronchial blocker was
advanced through the patient’s 8.0 shiley and deployed within the proximal bronchus of the right lower
lobe. With this in place, the patient tolerated left lateral position and drain placement.
Monday, October 15, 2012
11:00 AM ‐ 12:30 PM
MC566
Severe BronchoPleural Fistula Requiring Differential Lung Ventilation
Ankur Anand, M.D., Theresa L. Hartsell, M.D., Ph.D., Department of Anesthesiology and Critical Care
Medicine, The Johns Hopkins School of Medicine, Baltimore, MD.
A 59 year‐old woman with broncho‐esophageal fistula from invasive cancer failed palliation with
bronchial stenting and underwent esophagectomy through a right thoracotomy incision and repair of a
large left mainstem bronchial defect. Intraoperative ventilation required periodic advancement of the
endotracheal tube past the left‐sided defect and intermittent re‐expansion of the right lung. During and
after a re‐operation for failure of the bronchial patch, she had severe hypoxia and life‐threatening
arrhythmias. Post‐operatively, persistent broncho‐pleural fistula ultimately led to lung isolation and
differential ventilation. She continued to have frequent arrhythmias. Temporary control of the fistula
was achieved via bronchoscopic introduction of sealing materials.
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Monday, October 15, 2012
11:00 AM ‐ 12:30 PM
MC567
A Case of Flecainide Overdose
Abistanand Ankam, Stanlies D'Souza, M.D., Shantan Sunku, M.D., Natalie Maida, D.O., Department of
Anesthesiology, Baystate Medical Center, Tufts University School of Medicine, Springfield, MA.
A 51 year‐old female with past medical history of atrial fibrillation and depression was found
unresponsive, hypotensive and bradycardic following flecainide overdose .She was externally paced for
wide QRS complexes and was successfully resuscitated according to ACLS protocol for pulseless
electrical activity (PEA) cardiac arrest. Patient received activated charcoal, sodium bicarbonate and
intralipid following the recommendations of Poison Control Center. She required norepinephrine for
hypotension and lorazepam for grand mal seizures. As flecainide is not dialyzable, patient received
extracorporeal membrane oxygenation (ECMO)for 24 hours until hemodynamic stability with an intact
neurological status was regained.
Monday, October 15, 2012
11:00 AM ‐ 12:30 PM
MC568
Ventilator Management in a Patient With Disseminated Histoplasmosis
Kelly Arwari, M.D., Jordan Ruby, Medical Student, Anesthesiology, George Washington University
Hospital, Washington, DC.
A 29 year‐old Hispanic man with HIV presented with fever, shortness of breath, and productive cough.
He was intubated for respiratory distress and soon diagnosed with disseminated histoplasmosis. While
intubated, he intermittently developed high peak airway pressures with low plateau pressure, after
which he became agitated, tachycardic, tachypnic, hypertensive, and dropped his oxygen saturation.
Endotracheal tube exchange showed clotted material inside with a conduit for the suction catheter. On
pressure support ventilation, his tidal volume decreased as the tube obstructed, allowing for earlier
diagnosis. Bronchoscopy showed diffuse alveolar hemorrhage. He was extubated after approximately
three weeks.
Monday, October 15, 2012
11:00 AM ‐ 12:30 PM
MC569
Right Pleural Effusion in the ICU: A Diagnostic Dilemma: A Case of TEE Related Perforation Leading to
Diagnose Esophageal Cancer
Alexander F. Bautista, M.D., Michael Heine, M.D., Ozan Akca, M.D., , Department of Anesthesiology and
Perioperative Medicine, University of Louisville, Louisville, KY.
Pleural fluid collections, which predominantly are transudates may not require drainage unless
compromising respiration, are common in the critically ill. We report an acute stroke patient who had
transesophageal echocardiography as part of the stroke work‐up developing loculated right sided
pleural effusion and subsequently developed respiratory distress, was intubated and had persistent
pleural effusion despite drainage. Stroke protocol swallow confirmed esophageal perforation.She
underwent primary esophageal repair and pathology consistent with esophageal cancer. Although
esophageal perforation after a transesophageal echocardiograpy is a known complication, misdiagnosis
remains the most important contributing factor in the continuing morbidity and mortality.
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Monday, October 15, 2012
11:00 AM ‐ 12:30 PM
MC570
The Use of Optic Nerve Ultrasound to Monitor Elevations in Intracranial Pressure in Acute Liver Failure
Requiring Liver Transplantation
Vijay Krishnamoorthy, M.D., Katharina Beckmann, M.D., Mark Mueller, M.D., David Schwartz, M.D.,
Anesthesiology, University of Washington, Seattle, WA, Anesthesiology, University of Illinois at Chicago,
Chicago, IL.
A 40 year‐old female in acute liver failure presented for liver transplantation. Head‐CT revealed
increased ICP. Severe coagulopathy prohibited placement of ICP monitor. During transplantation we
measured optic nerve sheath diameter every hour and treated the patient if increased ICP evidenced by
an enlarged optic nerve sheath diameter was a concern. At hour four, an increased diameter was noted
(Figure1). We hyperventilated the patient, increased reverse Trendelenburg position and instituted
CVVH. After liver was anastomosed, optic nerve diameter returned to baseline values (Figure2). Optic
nerve ultrasound is a valuable easily performed bedside tool. We achieved reliable results that guided
our management.
Monday, October 15, 2012
11:00 AM ‐ 12:30 PM
MC571
Transfusion‐Related Acute Lung Injury After MVA
Daniel R. Betterly, M.D., Anesthesiology, New York University Medical School, New York, NY.
Young male presented after severe MVA. The patient was transferred to the operating room for
uncontrolled intra‐abdominal bleeding along with lost limbs. Pt received numerous blood products via
rapid transfuser and pressers via right IJ placed in the OR. During the case the patients breathing
became more difficult and required increasing level of positive pressure and increased respiratory rate
to maintain oxygenation despite fiberoptic interrogation of ETT and through suctioning. Bilateral
crackles noted and “White Out” noted on CXR. Remained intubated after the OR and recovered in the
PACU.
Monday, October 15, 2012
11:00 AM ‐ 12:30 PM
MC572
Use of Methylene Blue for the Treatment of Severe Vasoplegic Syndrome
Dmitri S. Bezinover, M.D., Ph.D., Saravanan Ramamoorty, M.D., Sachi Patel, Student, Tadahiro Uemura,
M.D., Ph.D., Piotr Janicki, M.D., Ph.D., Anesthesiology, Transplant Surgery, Penn State Milton S. Hershey
Medical Center, Hershey, PA.
We describe a case of severe vasoplegic syndrome (VS) in an immunosuppressed patient after liver
transplantation. Following routine liver biopsy the patient developed bile peritonitis. Due to severe
hypotension , the patient was placed on a combination of five vasoactive agents. After significant
deterioration of the patient’s condition, the ICU team started Methylene Blue (MB) administration.
Patient rapidly regained hemodynamic stability, was extubated, and subsequently discharged from ICU.
MB inactivates nitric oxide synthase and guanylate cyclase. This leads to inhibition of cGMP production.
These characteristics make MB the essential medication for treatment of conditions associated with
significant therapy resistant vasodilatation.
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Monday, October 15, 2012
11:00 AM ‐ 12:30 PM
MC573
Management of the Conversion from a Video‐Assisted Thoracoscopic Left Upper Lobectomy to an
Unanticipated Left Pneumonectomy Requiring Cardiopulmonary Bypass
Jonathan Grainger, M.D., Sandra Starnes, M.D., Sean A. Josephs, M.D., Department of Anesthesiology,
Department of Surgery, University of Cincinnati, Cincinnati, OH.
76 year‐old male with multiple comorbidities presented for thoracoscopic left upper lobectomy.
Peripheral IVs, a radial artery catheter, and a thoracic epidural were placed. After Induction a left‐sided
double‐lumen endotracheal tube (DLETT) was placed. Surgery required thoracotomy due to adhesions.
Cardiopulmonary bypass (CPB) was necessary for repair of the pulmonary artery and eventual left
pneumonectomy. Additional IV access was obtained. Massive transfusion was initiated. During CPB the
DLETT was exchanged for a single‐lumen endotracheal tube. Clearance bronchoscopy was performed.
Nitric oxide and milrinone were initiated. After separation from CPB the patient was transferred to the
ICU on mechanical ventilation.
Monday, October 15, 2012
11:00 AM ‐ 12:30 PM
MC574
Unusual Complication of HIPEC Procedure
Patricia M. Gramling‐Babb., Department of Anesthesiology and Critical Care Medicine, St Louis
University, St Louis, MO.
The patient was a 49 year‐old white female diagnosed with low grade appendiceal mucinous neoplasia
with peritoneal carcinomatosis. Her PMH was only positive for melanoma for which interferon therapy
caused a persistent pericardial effusion, treated by pericardial window. HIPEC therapy was used in
conjunction with the intra‐ abdominal resection. One hour into the infusion of chemotherapy the
patient developed ST elevation in all leads. Post‐op ECG revealed ST changes in the anterior lateral leads
and cardiac labs were negative. Diagnosis of acute pericarditis was made and she was treated with
methylprednisolone rather than indomethacin which was contraindicated.
Monday, October 15, 2012
11:00 AM ‐ 12:30 PM
MC575
Airway Challenges in Kommerel's Diverticulum
Radhika P. Grandhe, M.D., Ahmad M. Adi, M.D., Anesthesiology, Cleveland Clinic Foundation, Cleveland,
OH.
48 year‐old with Kommerel’s diverticulum and consequent tracheobronchomalacia underwent repair of
Kommerel’s. Postoperatively, weaning from ventilator was difficult due to dynamic airway collapse with
spontaneous breathing. Hence tracheal stent was placed which caused laceration of ETT cuff and large
leak causing inability to ventilate. Suspension laryngoscopy and bronchoscopic guided exchange of ETT
was done emergently followed by tracheostomy. Patient continued to require deep sedation/ paralysis
to facilitate ventilation. The tracheal stent was exchanged with Y shaped stent to bypass bronchomalacic
segments. He was weaned off ventilator but developed tracheo‐esophageal fistula at the stent site
which was conservatively managed.
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Monday, October 15, 2012
11:00 AM ‐ 12:30 PM
MC576
Acute Right Heart Failure Following Elective Aortic Valve Replacement and Tricuspid DeVega
Elizabeth Greenstein, B.A., Jennifer Hofer, M.D., Pritzker School of Medicine, Anesthesia and Critical Care,
The University of Chicago, Chicago, IL.
A 73 year‐old female with severe aortic stenosis and tricuspid regurgitation presents for elective aortic
valve replacement and tricuspid valve DeVega with post‐operative course complicated by acute right
heart failure. Pre‐operative and intra‐operative echocardiograms showed normal left and right
ventricular function. Post‐operatively the patient experienced cardiogenic and vasoplegic shock with a
persistently low mixed venous oxygen saturation and low systemic vascular resistance. A post‐operative
echocardiogram demonstrated normal left ventricular function, but right ventricular dilation with
severely reduced right ventricular performance. The patient was treated with sildenafil and
norepinephrine in the acute post‐operative period, and transitioned to midodrine before discharge.
Monday, October 15, 2012
11:00 AM ‐ 12:30 PM
MC577
Severe Post‐Operative Obstructive Sleep Apnea and Its Successful Treatment With Modafanil
Mark W. Haney, M.D., M.S., Peter Roffey, M.D., Mariana Mogos, M.D., Duraiyah Thangathurai, M.D.,
Anesthesiology, University of Southern California, Los Angeles, CA.
A severe case of post‐operative sleep apnea was successfully treated with modafanil. Sleep apnea is not
uncommon post‐operatively because of the deleterious effects of general anesthesia on it; treatment
often consists of continuous positive pressure ventilation. This patient was unresponsive to standard
treatment and, despite restriction of opioids and other sedatives, he continued to worsen until
modafanil was used as a last resort.
Monday, October 15, 2012
11:00 AM ‐ 12:30 PM
MC578
Tracheal Stenosis and Obstruction Due to Plastic Bronchitis in a Post‐Adrenalectomy
Mark W. Haney, M.D., M.S., Peter Roffey, Mariana Mogos, M.D., Duraiyah Thangathurai, M.D.,
Anesthesiology, University of Southern California, Los Angeles, CA.
Plastic bronchitis is a very rare condition typically seen in children; this patient is a forty‐six year‐old
woman who arrested due to obstructing plastic bronchitis after undergoing an adrenalectomy for a
cortisol secreting tumor.
Monday, October 15, 2012
11:00 AM ‐ 12:30 PM
MC579
Intraoperative Intracardiac Thrombosis During Orthotopic Liver Transplantation
Vivek Loomba, M.D., Jennifer Henderson, D.O., Sonalee Shah, D.O., Dragos Galusca, M.D., Henry Ford
Hospital, Detroit, MI.
Case is a 42 year‐old male with end‐stage liver disease from autoimmune hepatitis presenting for
orthotopic liver transplant (OLT). Preoperative 2D echocardiography and transesophageal
echocardiogrpahy (TEE) showed absence of cardiac structural or functional abnormalities. Minutes after
reperfusion, patient developed refractory hypotension and bradycardia. Intraoperative TEE revealed
significant intracardiac thrombus despite no blood products or antifibrinolytics given. ACLS was initiated
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and patient was administered tPA and heparin in an attempt to improve hemodynamics. Autopsy
showed no intracardiac, deep vein, or pulmonary thrombus. Cause of death reported to be secondary to
myocarditis. Discussion will focus on challenges of intracardiac thrombosis during OLT surgery.
Monday, October 15, 2012
11:00 AM ‐ 12:30 PM
MC580
Acute Renal Failure Secondary to Intra‐Abdominal Hypertension During Prolonged Laparoscopic Colon
Resection
Jill Hobbs, M.D., Kolleen Dougherty, M.D., Department of Anesthesiology, Maine Medical Center,
Portland, ME.
59 year‐old female with no history of kidney disease requires prolonged critical care admission for acute
renal failure after elective laparoscopic colon resection. Surgery was 9 hours in duration. Oliguria was
noted intra‐operatively and continued post‐operatively despite fluid resuscitation, normal
echocardiogram, and normal renal ultrasound. The etiology of the patient's post‐operative renal failure
was felt to be secondary to prolonged intra‐abdominal hypertension caused by the pneumoperitoneum
necessary for the procedure to be done laparoscopically. Patient’s renal function returned to baseline
after 6 weeks.
Monday, October 15, 2012
11:00 AM ‐ 12:30 PM
MC581
A Case of Unrecognized Pneumothorax Superimposed on Hypoxic Respiratory Failure Complicating
Airway Management in the ICU
Jeffrey T. Hopcian, M.D., Jennifer Hofer, M.D., Department of Anesthesiology and Critical Care, University
of Chicago, Chicago, IL.
We present the case of an urgent intubation in the ICU complicated by post‐intubation unilateral breath
sounds. Eventual diagnosis of pneumothorax was assigned. Presumably this was present prior to
intubation, but not detected. Immediate suspicion of mainstem intubation led to adjustments in
endotracheal tube placement resulting in near loss of airway. This case highlights the need for
differential diagnoses and patient assessment even in urgent/emergent situations prior to airway
management.
Monday, October 15, 2012
11:00 AM ‐ 12:30 PM
MC582
An Unusual Presentation of Postoperative Right Ventricular Failure and Undiagnosed Pulmonary
Hypertension: Severe Metabolic Acidosis Leading to Negative Exploratory Laparotomy
Craig S. Jabaley, M.D., Department of Anesthesiology, Jackson Memorial Hospital, Miami, FL.
We describe the case of a 78 year‐old male who underwent surgical correction of a volvulus. His
postoperative course was complicated by severe metabolic acidosis and hemodynamic instability,
prompting concern for bowel ischemia followed by a negative exploratory laparotomy. Further
investigations revealed acute right ventricular failure of multifactorial etiology with ventricular
interdependence. Subsequently, PA catheterization and TEE were used both diagnostically and to guide
therapy, which included fluid management, IV PDE‐3 inhibitors, inhaled NO, and inotropes. This case
highlights the synergy of multiple interventions to support a decompensated right ventricle in the
setting of pre‐existing pulmonary hypertension.
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Monday, October 15, 2012
11:00 AM ‐ 12:30 PM
MC583
Pulmonary Hypertension and Severe Tricuspid Regurgitation After Abdominal Surgery in a Patient
With Pickwick Syndrome
Jayant S. Jainandunsing, M.D., Amit Abardia, M.D., Robina Matyal, M.D., Feroze Mahmood, M.D., Sajid
Shahul, M.D., University Medical Center Groningen, University of Groningen, Groningen, Netherlands,
Anesthesia, Critical Care and Pain Medicine, Beth Israel Medical Center, Harvard Medical School, Boston,
MA.
We describe a case of a 37 year‐old female with a BMI of 63 and a history of Pickwick syndrome, who
was scheduled for elective abdominal hernia repair surgery. Patient developed severe pulmonary
hypertension post‐surgery with concomitant tricuspid valve regurgitation and hypoxemia for which
ECMO was needed.
Monday, October 15, 2012
11:00 AM ‐ 12:30 PM
MC584
Complications Associated With a Procedure‐Related Hemothorax
Monique E. James, M.D.,M.P.H., Theresa Hartsell, M.D., Ph.D., Anesthesiology and Critical Care
Medicine, Johns Hopkins Hospital, Baltimore, MD.
A 57 year‐old male s/p recent orthotopic liver transplant for hepatitis C and hepatocellular carcinoma
presented with worsening jaundice and elevated LFTs concerning for rejection. &nbsp; He underwent an
ultrasound‐guided liver biopsy under IV sedation but afterwards was acutely agitated and profoundly
hypotensive. &nbsp; He required intubation and was resuscitated for presumed hemorrhagic shock
using a massive transfusion protocol. &nbsp; During transport for angiography he became acutely more
difficult to ventilate with peak pressures as high as 50 cmH20. &nbsp; Laceration of both intercostal and
phrenic arteries was found, and 5 liters of blood was drained from the right chest.
Monday, October 15, 2012
11:00 AM ‐ 12:30 PM
MC585
Emergency Airway Management in a Patient With Tracheal Stent in Situ
Kunal Karamchandani, M.D., Jose L. Diaz‐Gomez, M.D., Cleveland Clinic, Cleveland, OH, Cardiothoracic
Anesthesiology, Cleveland Clinic, Cleveland, OH.
Placement of tracheal stents has become a common practice for non‐malignant lesions. With
improvements in stent design, an increasing number of patients are being treated with airway stenting.
Several complications, including stent migration are recognized especially with silicone stents. We
describe a case of a morbidly obese patient with difficult airway, who had repeated episodes of tracheal
stent migration, requiring emergency management of the airway after placement of a silicone stent for
tracheomalacia.
Monday, October 15, 2012
11:00 AM ‐ 12:30 PM
MC586
An Unexpected Presentation of a Pheochromocytoma
Megha Karkera, M.D., Anesthesiology, University of Arkansas for Medical Sciences, Little Rock, AR.
The patient is a 56 year‐old female with history of poorly controlled hypertension.The patient
experienced severe chest pain and was evaluated for suspicion of a cardiac event at an outside hospital.
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A CT was obtained, which showed a retroperitoneal bleed, after which she was transferred to a tertiary
care facility. The patient underwent an emergent exploratory laparotomy, which revealed a
retroperitoneal hematoma. Postoperatively, she was found to have lower extremity weakness, which
was later attributed to Brown‐Sequard syndrome, likely secondary to spinal cord ischemia. During a CT
scan for evaluation of the retroperitoneal bleed, a pheochromocytoma was noted.
Tuesday, October 16, 2012
11:00 AM ‐ 12:30 PM
MC801
Reperfusion Syndrome: Severe Coagulopathy and Hemodynamic Collapse Leading to an Anhepatic
Patient After Liver Transplantation
Michelle Kars, M.D., Natalia Ivascu, M.D., Daniel Cherqui, M.D., Michael Kluger, M.D., Peter Fleischut,
M.D., Anesthesiology, New York Presbyterian Hospital/Weill‐Cornell, New York, NY.
A 53 year‐old male underwent liver transplantation. During reperfusion, the patient experienced
extreme hemodynamic instability requiring aggressive resuscitation. In the setting of severe
coagulopathy and continued hemodynamic collapse, the decision was made to proceed to ICU
anhepatic. The patient developed abdominal compartment syndrome 3 hours after surgery and
emergently returned to the OR for exploratory laparotomy, immediately followed by a second attempt
at liver transplantation.
Tuesday, October 16, 2012
11:00 AM ‐ 12:30 PM
MC802
Long Term Opioid and Benzodiazepine Dependence in a Critically Ill Patient in the Picu: What Options
Do We Have Now?
Deepa Kattail, M.D., Steven D. Barnes, M.D., Anesthesiology, Rush University Medical Center, Chicago, IL.
Providing analgesia and sedation to the pediatric ICU patient is a challenge in the presence of critical
illnesses. The challenge lays in providing adequate sedation/analgesia while also preventing tolerance to
opioids and benzodiazepines. We present the case of a 6 month old male with congenital heart disease
and pulmonary hypertension, who had been intubated and managed in the ICU, since birth. Over
months, the child developed extreme tolerance to a variety of different pharmacological agents. Several
recommendations were made to optimize analgesia and sedation, thus improving patient’s ability to be
ventilated in the presence of severe pulmonary hypertension.
Tuesday, October 16, 2012
11:00 AM ‐ 12:30 PM
MC803
Successful Use of Electrostimulation of P5 and P6 Vasopressor Points in Refractory Hypotensive
Patient of Head Injury and Cervical Trauma in ICU
Rashid M. Khan, Sr., M.D., Shalini Tandon Adhikari, Sr., M.D., Mohammed Juma Suliman Al‐Nabi, Jr,
M.D., Naresh Kaul, Sr., Anaesthesia, Khoula Hospital, Muscat, Oman, Anaesthesia, Khoula Hospital, Al
Harthy Complex, Oman.
Chinese based acupuncture techniques at the Neiguan (PC‐6) and Jianshi (PC‐5) points which influences
vascular pressor responses and the cardiovascular sympathetic system is well established. We recently
had a 38 year‐old patient of head injury and cervical trauma showing poor response to vasoactive drugs
in ICU. This patient not only responded with reduction in vasopressor support but could be successfully
weaned off from it after being given two 12‐hour period of electrostimulation at P5 and P6 point.
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Tuesday, October 16, 2012
11:00 AM ‐ 12:30 PM
MC804
Lung Ischemia Reperfusion Injury: A Case Following Lung Transplantation
David Kiamanesh, M.D., Christopher Webb, M.D., Paul Weyker, M.D., Brigid Flynn. , Anesthesiology, New
York Presbyterian ‐ Columbia University, New York, NY.
Lung Ischemia Reperfusion injury (LIRI) is a pathological process that complicates the management of
patients undergoing any procedure that disrupts organ perfusion. Due to sterile immunity, complement
activation, activation of coagulation, activation of cell death pathways and endothelial dysfunction, lung
parenchyma is damaged. ROS are formed, instigating a cascade of cellular detrimental effects.
Treatment involves supportive therapy with the primary goal of mitigating further lung injury. While
therapeutic gases, surfactant, inhibitors of complement activation/cell death pathways, and inhibitors of
ROS/RNS production have shown promising effects in animal models and small cases, more studies are
needed.
Tuesday, October 16, 2012
11:00 AM ‐ 12:30 PM
MC805
Hypertensive Crisis During Removal of Retroperitoneal Mass in a Patient With Undiagnosed
Paraganglioma
Hae Kyu Kim, Sang Wook Shin, Seung Hoon Baek, Hee Young Kim, Joo Yun Kim., Department of
Anesthesia and Pain Medicine, Pusan National University Hospital, Busan, Republic of Korea.
A 61 year‐old male patient was referred for removal of retroperitoneal mass suspected
hemangiopericytoma. He was on medications for hypertension. There was a surge of ABP to 186/117
mmHg when the tumor was manipulated at the beginning of the surgery, and this was treated by bolus
of diltiazem. After resection of tumor, ABP dropped to 57/36 mmHg. In order to improve the patient’s
hemodynamic parameters, crystalloid fluids were given, and ephedrine was administered intravenously.
Persistent hypotension was treated with titrated vasopressors. At the end of surgery, the trachea was
extubated. The patient shifted to the intensive care unit for subseqent management.
Tuesday, October 16, 2012
11:00 AM ‐ 12:30 PM
MC806
Thyrotoxicosis Crisis After Removal of Anterior Mediastinal Mass
Vikas Kumar, M.B.,B.S., David VonClef, M.D., Tao Hong, M.D., Manuel Castresana, M.D., Anesthesiology
and Critical Care, Georgia Health Sciences University, Augusta, GA.
25 year‐old male with history of hyperthyroidism and large cervical goiter underwent resection of
anterior mediastinal mass under general anesthesia after awake fiberoptic intubation. Upon post
operative admission to surgical intensive care, he developed severe hyperthermia, tachycardia,
tachypnea, hypertension. Thyroid storm was suspected and confirmed by significant elevation of free T3
(8.65 ng/ml), T4 (29.4 mcg/ml) and negligible TSH requiring mechanical ventilation and hemodynamic
support and aggressive treatment with propylthiouracil, propranolol, steroids, potassium iodide and
antipyretics. His thyroid studies and symptomatology gradually improved over next 7‐10 days and then
discharged from intensive care unit in stable condition.
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Tuesday, October 16, 2012
11:00 AM ‐ 12:30 PM
MC807
Unusual Presentation of Sepsis During Percutaneous Nephrolithotomy
Wayne Lai, Anesthesiology, University of Southern California, Los Angeles, CA.
Urosepsis can present in many ways: fevers can present in 1.4% of cases. Other signs include regional
vasoconstriction and capillary leakage that can result in edema and poor tissue perfusion especially in
the setting of zealous IV fluid resuscitation. Our patient had no fever, but presented with an aplastic
crisis over the course of 4hrs. Patient was vasoconstricted and became edematous after IV resuscitation
with crystalloid. Once adequately resuscitated using Mannitol, Dopamine, and Nitroglycerin infusions,
her hematocrit dropped to 23%, indicating adequate volume expansion. With proper resuscitation
techniques, antibiotics, and blood product transfusion, our patient improved clinically rapidly
Tuesday, October 16, 2012
11:00 AM ‐ 12:30 PM
MC808
Management of Refractory Intra‐Thoracic Hemorrhage and Cardiac Tamponade Physiology in the ICU
Cristina K. Lamar, D.O., Annette Rebel, M.D., Daniel Rusu, M.D., Kevin Hatton, M.D., The University of
Kentucky, Lexington, KY.
We describe the case of an 80 year‐old male who presented for elective repair of a chronic aortic
dissection requiring cardiopulmonary bypass and hypothermic circulatory arrest. After a prolonged
intraoperative course, the patient was initially stabilized in the ICU without difficulty. Within the first
few hours, however, he developed profound shock from ongoing intrathoracic hemorrhage. Chest tube
output was significantly reduced only after activated recombinant factor VII (rVIIa) administration.
Unfortunately, the patient continued to deterioriate and eventually developed cardiac tamponade
physiology. After emergent reentry into the chest, a large intrathoracic hematoma was removed with
immediate restoration of normal hemodynamics.
Tuesday, October 16, 2012
11:00 AM ‐ 12:30 PM
MC809
Acute Airway Management of a Patient With Respiratory Failure Secondary to Achalasia
Joseph T. Largi, M.D., Department of Anesthesiology, New York University School of Medicine, New York,
NY.
47 year‐old female with systemic lupus erythematosus and severe achalasia presented with weight loss.
CT showed dilated esophagus with tracheal compression. During hospitalization patient vomited,
aspirated and developed acute respiratory distress requiring intubation for airway protection. Rapid
sequence induction with etomidate and rocuronium. Class 3 airway with MAC 3 blade was noted and
copious amounts white matter suctioned from the posterior pharynx and trachea. Trachea intubated
with ETT, secured at 20 cm. Following intubation ventilation was impossible. Bronchoscopy showed
tracheal compression distal to the end of the ETT. ETT was advanced to immediately above the carina
with adequate ventilation.
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Tuesday, October 16, 2012
11:00 AM ‐ 12:30 PM
MC810
Postoperative Identification of Intraoperative Saddle Embolus
Austin E. Lee, M.D., Department of Anesthesiology, BCM, Houston, TX.
45 year‐old African American male with no prior history presented with auto‐pedestrian accident came
to OR for intramedullary nailing of left tibia fracture. Patient had an uneventful surgery until emergence
when patient had persistent hypoxemia after extubation even though awake and ventilating well. After
no improvement was noted in PACU, a CT was ordered and a saddle embolus was found involving
multiple segments of the lung. In addition, a left leg DVT was found. An echocardiogram revealed RV
dilation and decreased function. Treatment with heparin was began and the patient began a slow
recovery until eventual discharge home.
Tuesday, October 16, 2012
11:00 AM ‐ 12:30 PM
MC811
Severe Hypotension Unresponsive to Vasopressor Therapy Following a Laparoscopic Adrenalectomy
for Pheochromocytoma With Evidence of Ischemia and Reduced Ejection Fraction
Scott Leffler, M.D., Anesthesiology, University Hospitals Case Medical Center, Cleveland, OH.
A 68 year‐old male underwent a laparoscopic adrenalectomy for pheochromocytoma. Pre‐operatively
had been on alpha and beta‐blockade. On closure, developed severe hypotension unresponsive to
vasopressor therapy. Initial troponin/EKG normal. Transported to ICU and maintained on levophed,
epinephrine, dopamine, and vasopressin with mild improvement. Then given dose of methylene blue.
Also developed flash pulmonary edema requiring lasix and later nitric oxide for oxygenation assistance.
Started on heparin infusion after peak troponin 48 with likely demand ischemia with reduced EF (from
55% to 15%). Also developed new onset Afib requiring amiodarone infusion. Remained intubated on
neuromuscular blockade.
Tuesday, October 16, 2012
11:00 AM ‐ 12:30 PM
MC812
A Fascination With Pharmacology: Anticholinergic Syndrome Following a Layman’s Use of OTC Drugs
DeWayne Lockhart, Jr., M.D., Christopher Deyo, M.D., Matthias L. Riess, M.D., Ph.D., Anesthesiology,
Anesthesiology and Physiology, Medical College of Wisconsin, Milwaukee, WI.
We report a case of an unintentional anti‐cholinergic syndrome by intentionally combining two common
OTC medications: omeprazole to inhibit P‐glycoprotein to aid loperamide in crossing the blood brain
barrier in order to achieve an opioid high. On arrival to the ICU, the otherwise healthy 25 yo male was
stuporous and did not respond to repeated doses of naloxone or flumazenil. All other workup was
negative. Upon initiation of a physostigmine infusion, he became alert within one hour and could
subsequently be extubated. Familiarity with the management of anti‐cholinergic syndrome is imperative
in correctly diagnosing, treating, and reporting this serious problem.
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Tuesday, October 16, 2012
11:00 AM ‐ 12:30 PM
MC813
Management of a Difficult Airway in the Intensive Care Unit
Jason Longwell, M.D., Kathleen McDonald, D.O., Anesthesiology, Walter Reed National Military Medical
Center, Bethesda, MD, Uniformed Services University, Bethesda, MD.
A 65 year‐old male with multiple co‐morbidities was extubated and transported to the ICU immediately
following a carotid endarterectomy for left internal carotid artery stenosis. Upon arrival, the patient was
noted to have significant glossal and perioral edema attributed to traumatic intubation at the start of
the case. As the swelling worsened over the next four hours, and he required increasing amounts of
supplemental oxygen, it became clear that he was hemorrhaging into his oral cavity. Ultimately, the
patient required a surgical airway, which was successfully placed due to the cooperative effort of critical
care, anesthesia, and surgery personnel.
Tuesday, October 16, 2012
11:00 AM ‐ 12:30 PM
MC814
Ondine's Curse or the Usual Suspects?: A Peculiar Case and Review of Apnea in the Post‐Operative
Period
Marcos Lopez, M.D., M.S., Liza Weavind, M.B.,B.Ch., Department of Anesthesiology, Department of
Anesthesiology and Critical Care Medicine, Vanderbilt University Medical Center, Nashville, TN.
A 69 year‐old. male with PMH of HTN, NIDDM underwent uneventful R TKA revision under GA; a femoral
nerve catheter was placed for pain management. 28 hrs post‐op, he was found unresponsive and
apneic. Naloxone was given twice without response. ABG was concerning for hypercarbia, thus the
patient was intubated and mechanically ventilated. CT head showed an ill‐defined, hyperintense signal
near the R cerebellar hemisphere. MRI head was unremarkable. 12 hrs post‐intubation, the patient
while awake and alert failed several trials of CPAP/PS due to apnea. This complex case lends to a
detailed discussion of apnea in the post‐op period.
Tuesday, October 16, 2012
11:00 AM ‐ 12:30 PM
MC815
Emergency Management for an Adult Patient Presenting With a Concealed Tracheoesophageal Fistula
Apryl Martin, M.D., Ramis Ghaly, M.D., Jose Humanez, M.D., Ned Nasr, M.D., Anesthesiology and Pain
Management, John H. Stroger Jr Hospital of Cook County, Chicago, IL.
42 year‐old male with squamous cell carcinoma of the esophagus s/p three cycles of chemotherapy,
radiation, and esophageal stent placement admitted for pneumonia then transferred to medical ICU for
respiratory distress and coffee‐ground emesis. The anesthesia team was called for emergent intubation.
The patient was seated at 90 degrees, airway suctioned, and the left nostril was topicalized with
lidocaine and phenylephrine. The patient was intubated via intranasal fiberoptic scope and a size 7 ETT.
Fiberoptic intubation served as a therapeutic and diagnostic bedside intervention in this case of a
critically ill patient with a concealed TEF later confirmed on CT scan.
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Tuesday, October 16, 2012
11:00 AM ‐ 12:30 PM
MC816
Withholding Care in the ICU: What is the Role of the Anesthesiologist?
Rahul Mishra, D.O., Swapna Chaudhuri, M.D., Ph.D., Department of Anesthesiology, Texas Tech
University Health Sciences Center, Lubbock, TX.
An 81 year‐old, nonverbal female with coronary artery disease and dementia was admitted for
hematemesis. The family strongly urged intervention with endoscopy without suspending her do not
intubate (DNI) orders. The anesthesia and gastroenterology teams counseled the family that endoscopy
is inadvisable given her fragile condition and high risk for death. The family resisted and suspended the
DNI orders. They withdrew care the next day as she continued to bleed and suffer complications of the
procedure including shock and subcutaneous emphysema. The critical care anesthesiologist is
challenged to communicate the balance between withholding care and providing treatment that may
hasten death.
Tuesday, October 16, 2012
11:00 AM ‐ 12:30 PM
MC817
False Diagnosis of Renal Dysfunction Mimicking ATN Following Prolonged Anesthesia: Is the
Anesthesiologist at Fault?
Rahul H. Modi, M.D., Mark Boyajian, M.D., Kim Ngo, M.D., Peter Roffey, M.D., Duraiyah Thangathurai,
M.D., Anesthesiology, LAC & USC Medical Center, Los Angeles, CA.
59 year‐old man (ASA 4) undergoing radical cystectomy/neobladder with multiple comorbidities (DM,
COPD and obesity.) Surgery lasted 8 hours with EBL=2.5L requiring 7UPRBCs, 2UFFP, 7L crystalloid and
750mL albumin. Despite stable post‐operative hemodynamics, he developed oliguria and rising serum
creatinine suggesting ATN. Administration of diuretics and fluids caused increased drainage and
abdominal distention. JP sent for analysis (creatinine=19.1) and IV methylene‐blue confirmed urine leak.
Diagnosis of ATN would have likely been attributed to anesthetic management and resulted in
CRRT/dialysis. Urine leak often resolves spontaneously after several days, however his persisted and
resolved only after nephrostomy placement.
Tuesday, October 16, 2012
11:00 AM ‐ 12:30 PM
MC818
Management of End Stage Bronchiectasis in a Patient With Kartagener’s Syndrome
Randeep Mullhi, M.B.,Ch.B., Mary Cheung, M.B.,B.S., Brian Pouchet, M.B.,B.S., Tomasz Torlinski, M.D.,
William Tunnicliffe, M.B.,B.S., Critical Care Medicine, University Hospitals Birmingham NHS Trust,
Birmingham, United Kingdom, Anaesthesia and Critical Care Medicine, Russels Hall Hospital,
Birmingham, United Kingdom.
Kartagener’s syndrome (primary ciliary dyskinesia ‐ PCD) consists of the triad of bronchiectasis, sinusitis
and situs inversus. We present the case of a 38 year‐old female with Kartagener’s syndrome who was
admitted to our Intensive Care Unit with an infective exacerbation of her bronchiectasis. She was
initially supported with non‐invasive ventilation but deteriorated requiring invasive mechanical
ventilation. Her bronchiectasis was end‐stage and management required co‐ordinated input from the
critical care, respiratory and lung transplantation teams. We discuss the complex clinical management of
this patient, including the first use in the United Kingdom of veno‐venous extracorporeal removal of
carbon dioxide.
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Tuesday, October 16, 2012
11:00 AM ‐ 12:30 PM
MC819
Fatal Case of Re‐Expansion Pulmonary Edema
Ehren R. Nelson, M.D., Nicholas Maldonado, M.D., Selwyn Rogers, M.D., M.P.H., Anesthesiology,
Emergency Medicine, Department of Surgery, Brigham and Women's Hospital, Boston, MA.
Re‐expansion pulmonary edema (RPE), a rare complication after pleural decompression, has a mortality
rate of up to 20%. Here, we report a fatal case of RPE in a 50 year‐old male with cirrhosis that rapidly
deteriorated after tube thoracostomy for a large pleural effusion. Despite maximal ventilator support
with High Frequency Oscillatory Ventilation and vasopressor support with nor‐epinephrine, vasopressin
and epinephrine during his immediate decompensation, the patient continued to be hypoxic and
hypotensive. He was then made comfort measures only and died on hospital day 1. The risks, proposed
pathophysiology, sequelae and management of re‐expansion pulmonary edema will be discussed.
Tuesday, October 16, 2012
11:00 AM ‐ 12:30 PM
MC820
Transient Neurotoxicity Effect of Baclofen
Thienkim (Kim) V. Ngo, M.D., Mark V. Boyagian, M.D., Rahul Modi, M.D., Peter Roffey, M.D., Durai
Thangathurai, A.A., Anesthesiology, University of Southern California, Los Angeles, CA.
75 year‐old ASA IV male with multiple comorbidities, stroke and renal failure underwent partial
nephrectomy with no intraoperative complications. On POD #2, he became acutely confused,
disoriented, and increasingly agitated and delirious. He remained hemodynamically stable with no focal
neurological deficits, labs were unchanged, CT scan was negative. Medication review showed he had
received baclofen 50mg per cardiology; the patient usually took 10 mg once a week for leg spasms. The
baclofen was discontinued and the following morning, the patient slowly became more coherent and
alert. Three days later, he stated he had some residual haziness and slowing of his mind.
Tuesday, October 16, 2012
11:00 AM ‐ 12:30 PM
MC821
Challenging Diagnosis of Heparin‐Induced Thrombocytopenia During Continuous Renal Replacement
Therapy
Stacie L. Oliver, M.D., Amanda Gomes, M.D., Jesse Rojas, M.D., William S. Havron, III, M.D., Gozde
Demiralp, M.D., Department of Anesthesiology, Department of Surgery, University of Oklahoma,
Oklahoma City, OK.
We would like to present the challenge of diagnosing heparin‐induced thrombocytopenia (HIT) during
continuous renal replacement therapy (CRRT). Thrombocytopenia during CRRT is not uncommon. In this
case, the presence of venous thromboses with severe thrombocytopenia led to a preliminary diagnosis
of heparin‐induced thrombocytopenia. The initial HIT panel was reported as negative. Due to strong
clinical correlation, the choice of agent for anticoagulation was switched from heparin to argatroban,
and the thrombocytopenia resolved. With further review, we discovered that HIT antibodies can only be
demonstrated in approximately 20% of these patients due to clearance by CRRT.
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Tuesday, October 16, 2012
11:00 AM ‐ 12:30 PM
MC822
Postoperative Management of Postpartum Jehovah's Witness With Severe Anemia
Ritesh Patel, M.D., Govind Rajan., Anesthesiology, St. Louis University Hospital, St. Louis, MO.
Severe life‐threatening anemia is a challenge anesthesiologists are faced with in the perioperative
period when treating Jehovah's Witness patients who refuse blood transfusions. We report on a 28 year‐
old patient who presented postpartum day three with necrotizing fasciitis from a cesarean section
incision. It was known prior to arrival to the OR that the patient was severely anemic. Post‐operative
labs showed a hemoglobin of 3.5 g/dL. Conservative management with emphasis on stimulating
erythropoiesis was implemented in treating the patient without the need for blood transfusion.
Tuesday, October 16, 2012
11:00 AM ‐ 12:30 PM
MC823
Control‐Alt‐Delete Gone Awry
Reid A. Phelps, M.D., Ph.D., Adam King, M.D., Sheena Weaver, M.D., Anesthesiology, Vanderbilt
University, Nashville, TN.
GD is a 64 year‐old male admitted with non‐convulsive status epilepticus (SE) refractory to ativan,
keppra and dilantin. Over two days, two independent 24 hour periods of burst suppression (1 burst/9‐27
seconds) using propofol (infused at 6‐11.2 mg/kg/hr) were attempted with continued SE by
electroencephalography prior to initiation of the second attempt. GD ultimately developed propofol
infusion syndrome with hyperkalemia, lactic acidosis, rhabdomyolysis and end‐organ ischemia with
intact cardiac index. Despite aggressive resuscitative and supportive measures, GD's condition continued
to decline and he died 24 hours after propofol infusion was discontinued.
Tuesday, October 16, 2012
11:00 AM ‐ 12:30 PM
MC824
Fatal Cerebral Thrombosis Due to Heparin Induced Thrombocytopenia (HIT) Not Countered With
Anticoagulation Switch
Nazneen Sudhan M.B.,B.S., Akash Prashar, M.B.,B.S., Manish Mittal, M.B.,B.S., Chinedu Maduakor, M.B.,
Ch.B., Urology, Royal United Hospital, Bath, United Kingdom, Anaesthetic and Intensive Care, Acute
Medicine, Norfolk and Norwich University Hospital, Norwich, United Kingdom, Anaesthesia, Good Hope
Hospital, Birmingham, United Kingdom, Anaesthesia, Bedford Hospital, Bedford, United Kingdom.
Thrombocytopenia evolved in an immunosuppressed 80 year‐old woman on routine VTE prophylaxis
admitted to critical care with pneumonia. Differential diagnosis included immunosuppression, sepsis
and heparin. Diagnostic radiological investigations for bilaterally dilated pupils revealed occlusion of
both cerebral arteries which eventually led to fatal cerebral infarction. Immunological assays confirmed
the diagnosis of HIT which presumably led to a hypercoagulable state secondary to an interaction
between the vessel walls and inflammatory cells as described in literature. Reflection and knowledge
search was educational as it revealed that HIT requires not just discontinuation of the iatrogenic factor,
but to continue non heparin anticoagulation.
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Tuesday, October 16, 2012
11:00 AM ‐ 12:30 PM
MC825
Spurious Polycythemia Secondary to Massive Capillary Leak Following Major Abdominal Surgery
Crisanjali R. Rajaratnam, M.D., Mark Haney, M.D., Peter Roffey, M.D., Duraiyah Thangathurai, M.D.,
Mariana Mogos, M.D., Anesthesiology, USC, Los Angeles, CA.
Capillary Permeability‐ quite simply, the property of blood capillary endothelium that allows for the
judicious exchange of substances between the blood and adjacent tissues. In clinical conditions such as
sepsis, anaphylaxis, and other extreme states of physical and metabolic stress such as surgery this tightly
regulated barrier is abolished allowing large water molecules to diffuse with ease across the membrane
leading to global edema and hemoconcentration. We are reporting a case of a patient who developed a
rapid rise in hematocrit secondary to massive third spacing during major surgery which was nearly
mistaken for and managed as polycythemia.
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MC826
Pregnancy Complicated by MRSA Bacteremia
Pedro J. Rios, M.D., Abraham Fura, D.O., Michael Nickerson, M.D., Asheesh Kumar, M.D., Kendra Outler,
M.D., Department of Anesthesiology, Walter Reed National Military Medical Center, Bethesda, MD.
A 34 year‐old G3P2 female at 33+3 weeks gestational age presented to the Emergency Department with
the acute onset of shortness of breath and lower extremity pain. She developed respiratory failure and
was emergently intubated prior to Cesarean Section delivery. She was afebrile, coagulopathic, in renal
failure and had a right lower extremity DVT. Her postpartum course was remarkable for methicillin
resistant staphylococcus aureus bacteremia with necrotizing pneumonia and empyema requiring
bilateral thoracotomy/decortication. The patient was found to have a left axillary abscess/cellulitis
which she was self‐lancing and was the nidus for multiple generalized abscesses.
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Post Traumatic Pneumonectomy Course Challenged by Severe Hypercarbia
Lauren Sparks, M.D., Gozde Demiralp, M.D., Roxie M. Albrecht, M.D., Pamela R. Roberts. Anesthesiology,
University of Oklahoma College of Medicine, Oklahoma City, OK.
A 16 year‐old male was heli‐flighted to our Trauma Center after sustaining accidental gunshot to the
right thorax while hunting. Treatment included massive transfusion and right pneumonectomy; he
developed severe ARDS. After 2 weeks, his respiratory status significantly worsened with development
of recurrent bilateral pneumothoraces and profound hypercarbia. Barotrauma was hypothesized to be
secondary to bronchial stump leak and therefore ETT was advanced into left bronchus. Later extreme
hypercarbia prompted urgent bronchoscopy which revealed unexpected findings. High frequency
oscillatory ventilation was utilized to optimize oxygenation/ventilation with minimum mean airway
pressures. We discuss physiologic and treatment challenges of post‐pneumonectomy ARDS.
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