Letters to Editor

Post-operative myocardial
infarction complicating donor
hepatectomy: Implications for
donor safety

Sir,

A 56-year-old post-menopausal lady was evaluated as
a liver donor for her daughter who had fulminant liver
failure. Her medical history was unremarkable, and
post-menopausal state and age above 50 years were the
only associated risks. A 12-lead electrocardiogram and
two-dimensional echocardiography were both normal.
We identified her as intermediate surgical risk! with
clinical cardiopulmonary reserve of six metabolic
equivalents. Standard protocols for anaesthesia for
hepatectomy were performed; however, an epidural
catheter was abandoned in view of technical difficulty
and analgesia was provided with an intravenous
fentanyl infusion. The procedure lasted for 6.5 h with
blood loss of 600 ml and the patient was extubated
at the end of procedure. Continuous analgesia was
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provided with an intravenous infusion of fentanyl
targeting a pain score <4 on the visual analogue
scale. On the 1% post-operative day (POD), the patient
was pain-free, ambulant and haemodynamically
stable. Her heart rate averaged 65/min, central
venous pressure 7-8 mmHg, haemoglobin 10.8 g/dL,
serum aspartate aminotransferase 684 IU/L, serum
alanine aminotransferase 565 IU/L and international
normalised ratio (INR) 1.46. On the second POD, the
patient developed sudden hypotension with cardiac
arrest. There was no evidence of hypovolaemia or
bleeding at the surgical site.

Standard cardiopulmonary resuscitation was initiated
with successful return of spontaneous circulation after
two cycles. The blood pressure was then maintained
with infusions of adrenaline and dopamine. A 12-lead
electrocardiogram suggested an inferolateral wall
ST-elevation myocardial infarction [STEMI, Figure 1].
A coronary angiogram showed 80% stenosis of the
distal right coronary artery with normal flow in all
other vessels. Percutaneous coronary intervention was
performed with a bare metal stent that was exchanged
for a covered stent following perforation at the site
of stenting. A pigtail catheter was inserted into the
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Figure 1: Electrocardiogram showing inferolateral wall ST-elevation myocardial infarction

pericardial sac [Figure 2]. Infusion of eptifibatide
and intravenous heparin were administered at the
time of intervention. The patient bled 1.8 L from the
abdominal drain and 330 ml from the pericardial sac,
for which she was transfused two units of packed
red blood cells and two units of fresh frozen plasma
(INR was 4.23). She was weaned off the ventilator on
the 4™ day following intervention and was discharged
on the 16" POD.

Despite guidelines for donor selection,” emotional
factors and donor availability confound the selection
in life-threatening situations. Donor deaths range from
0.5% to 2% in right hepatectomy, and myocardial
infarction has also been one of the causes.®! As
history suggested a good cardiopulmonary reserve
with a revised cardiac risk index! score of 0.9%,
we did not consider the need for stress testing. An
exercise stress testing, dobutamine echocardiogram
or assessment of anaerobic threshold may have been
predictive of major adverse cardiac events (MACE)
in this patient.™ In contrast to the American College
of Cardiology guidelines,™ the European Society of
Cardiology™ guidelines classify liver resection surgery
as high surgical risk for MACE.

It is possible that stress of surgery pre-disposed the
STEMI following plaque rupture.”’ Percutaneous
intervention was the treatment of choice as surgical
revascularisation or thrombolysis is associated with
increased bleeding post-operatively.!!  Although
coagulation disturbances are known after major
hepatectomy, epidural analgesia is considered
acceptable if performed judiciously.®
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Figure 2: Pigtail catheter in the pericardial sac

Living donation is a viable option for fulminant
liver failure, and marginal donors are accepted in
the background of restricted donor availability as a
life-saving measure. As the donor undergoes surgery
that is not indicated for his well-being, rigorous
adherence to standard protocols in donor evaluation!
even in emergent situations and communication of
potential life-threatening complications is necessary
for living donor transplants. In the light of our report,
exercise stress testing or pharmacological stress testing
for prediction of MACE should be considered in high
surgical risk procedures including donor hepatectomy:.

Financial support and sponsorship
Nil.

Conflicts of interest
There are no conflicts of interest.

Indian Journal of Anaesthesia | Vol. 60 | Issue 6 | Jun 2016

Page no. 70



Letters to Editor

Lakshmi Kumar, Pavithra Ramamurthi, Sunil Rajan,
Sudhindran Surendran’

Department of Anaesthesiology and Critical Care, Amrita Institute of
Medical Sciences, ‘Department of Gastro Intestinal Surgery and Solid
Organ Transplantation, Amrita Vishwa Vidyapeetham, Amrita Institute

of Medical Sciences, Kochi, Kerala, India

Address for correspondence:

Dr. Lakshmi Kumar,

Department of Anaesthesiology and Critical Care, Amrita Institute of
Medical Sciences, Kochi, Kerala, India.

E-mail: lakshmi.k.238 @ gmail.com

REFERENCES

1. Fleisher LA, Fleischmann KE, Auerbach AD, Barnason SA,
Beckman JA, Bozkurt B, et al. ACC/AHA guideline on
perioperative cardiovascular evaluation and management of
patients undergoing noncardiac surgery. ] Am Coll Cardiol
2014;130:2215-45.

2. Shah SA, Levy GA, Adcock LD, Gallagher G, Grant DR.
Adult-to-adult living donor liver transplantation. Can J
Gastroenterol 2006;20:339-43.

3. Polido W Jr., Hoe LK, Siang NK, Chah TK. Acute myocardial
infarction after live donor liver surgery. Liver Transpl
2007;13:154-6.

4., Kristensen SB, Knuuti J, Saraste A, Anker S, Botker HE,
De Hert S, et al. European Society Cardiology/European
Society of Anaesthesiology. Guidelines on non cardiac surgery,

Indian Journal of Anaesthesia | Vol. 60 | Issue 6 | Jun 2016

cardiovascular assessment and management. Eur Heart ]
2014;35:2383-431.

5. Choi SJ, Gwak MS, Ko JS, Kim GS, Ahn HJ, Yang M, et al. The
changes in coagulation profile and epidural catheter safety for
living liver donors: A report on 6 years of our experience. Liver
Transpl 2007;13:62-70.

6. Trotter JE Selection of donors for living donor liver
transplantation. Liver Transpl 2003;9 10 Suppl 2:S2-7.

This is an open access article distributed under the terms of the Creative
Commons Attribution-NonCommercial-ShareAlike 3.0 License, which allows
others to remix, tweak, and build upon the work non-commercially, as long as the
author is credited and the new creations are licensed under the identical terms.

Access this article online

Quick response code

Website:
E E www.ijaweb.org
= =

DOI:

10.4103/0019-5049.183381

OE ¥ e

How to cite this article: Kumar L, Ramamurthi P, Rajan S,
Surendran S. Post-operative myocardial infarction complicating
donor hepatectomy: Implications for donor safety. Indian J Anaesth
2016;60:433-5.

435

Page no. 71


Namrata
Rectangle


