FTHREF 2018 F 8 A% 47 %% 22 8 2043

W - IR
SHIZRHMEBITSEENRMWEANRB FREETIE

I B AT R B LESHE VRS AT R R OELLE W
(HFEEFEXFHFER: L REEF; 2. AR 3 0o, £ R 400037)

doi:10. 3969/j. issn. 1671-8348. 2018. 22. 017

[(HE] B RAZRIIERERTIFETIIRMEARGREERZZE, HiE @RS IEK 2017
F10 A3V ERARBRBITFELARBEARELORBEETE R FPEMNRABAERT, BGR HAEH
HABRATAFTHELEIRR RBESFF IR ATLTLEERLID AP TN RADAFFL, FAHRAR
HREHR ERETREAMBEEALET EHXLADNFIR AP ERERRFSH, 1 ALET KRS MM
ERBAKRT, B 2HABERECHRARKE N EFTER. HIE Z2FIFTEZIRBEARTEAY
WHELEERETHRAT ASORTNELE T ENORTEN . P HF AN FERLE E0 5 FHBHELT R
R EERE,

[XBIA] 235 ZHRMBEANR IREEEZ; ZIHRMRFE

[FEZESFES] R614.2 [XERFRIRAE] A [XEHS] 1671-8348(2018)22-2943-05

Anesthetic management of transfemoral approach transcatheter aortic valve
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[ Abstract] Objective

transcatheter aortic valve implantation (TAVI) under general anesthesia. Methods

To explore the experience of anesthetic management for transfemoral approach
The anesthetic manage-
ment,intraoperative monitoring, and circulatory management in 3 patients undergone transfemoral approach
TAVI in this hospital during October 2017 were were analyzed retrospectively. Results All patients received
general anesthesia with endotracheal intubation. Stable anesthesia induction was reached. Severe hemodynam-
ics disturbance did not occurred with vasopressor support during operation. All the operations were performed
through the transfemoral approach, hemodynamic stabilization was maintained during balloon dilation and aor-
tic valve implantation,and there were no adverse events related to anesthesia. One case developed the coronary
arterial blocking and died due to invalid rescue. The cardiac function in other 2 cases was significantly im-
proved after operation and were normally discharged from hospital. Conclusion TAVI can be conducted under
general anesthesia with endotracheal intubation. Sufficient preoperative preparation, perfect intraoperative mo-
nitoring, strict hemodynamic management and close multidisciplinary collaboration are the important factors of
operation success.
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