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INME

= Karotis arter stenozu

s Kraniyal iskemik enfarktus olusumu
= Inme gelisimine neden olabilen

m [1kayici arter hastaligidir.

= Inme 3. siklikta olim nedeni



Endotel hasari
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Trombosit adezyonu

/ agregasyonu
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Lokosit gocu

ATEROM PLAGI

(BuyUk ve orta arterlerin intima ve mediasinda)



Stenoza yol acan lezyonun en sik yerlesim yeri;

eProksimal internal karotis arter

eKarotis arter bifurkasyonu

External
carotxd artery
(suppiies face,
scalp and neck)

Intemal carotid '
artery (suppiies
blood 1o brain)

Rignt
COMIMon
carotid
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Hangi hastalara CEA yapilmali?

*Asemptomatik 80% karotis stenozu
6% riski inme /yil

,,,,,
400 (

*Semptomatik >50% karotis stenozu
bir yilda CVA 10% riski ve 5yilda
4,0%



INME

ISKEMIK

Karotis arterin
klempe edilmesi
sonrasi

Yetersiz
serebral
perfuzyon
sonucu

EMBOLIK

CEA
sirasinda
teknik
hatalar
sonucu

POST
OPERATIF

CEA
teknigindeki
yetersizlik

Reperfizyon
hasarl ve kan
basincindaki
oynamalar

SANT
YERLESTIRILMESI

Hava embolisi

Ateroklerotik plak
varligi

Karotis arter
diseksiyonu




Ik CEA uyqulamasi: 1954, St Mary’s Hastanesi, Londra

Dr. Siyami Ersek GKDC merkezimizde
> 1990 yilindan beri lokal /genel anestezi ile CEA yapilmakta
> 2007 — 2010 yillarinda 290 hastaya CEA

195 hastaya lokal anestezi

95 hastaya genel anestezi



Intraoperatif serebral kan akiminin
monitorizasyonu

~ Karotid arter stump basin¢ olcumu

~ EEG takibi

» Somatosensoriyal uyariimis potensiyel
~ Transkraniyal dopler ---orta serebral arter
~ Near infrared spektroskopi (NIRS)

~ Devamli jugular ven oksimetre

> BIS

Yetersiz serebral kan akiminin tespit etmede bu tekniklerin hepsinin
duyarliligr ve 6zgulligd nispeten zayiftir.




Sant yerlestirilmesi

Kommon karotid artere ve internal
karotid arter arasina serebral kan

akimini korumak amaciyla takilir.

Stump basinci
x Willis poligonu—-ICA
m Basing 30-50 mmHg

s CEA uygulanan uyanik hastalarda
karotid arter stump basinci ile
norolojik degisimler arasinda
korelasyon




» LA ile uyanik hastada operasyon
sirasinda gelisen norolojik -
degisimler indirekt olarak serebral
kan akiminin yeterliligini

gostermektedir.

»  Konusma bozuklugu ve motor gug

kaybi yetersiz serebral kan akimini

ve sant yerlestirme gerekliligini

gostermektedir.

Regional anaesthesia for carotid endarterectomy :Stoneham,
Br J Anaesth 1999; 82: 910-19



A Review of Recent Developments in the Management of Carotid
Artery Stenosis. Ritesh Mahara.

Journal of Cardiothoracic and Vascular Anesthesia, Vol 22, 2 . 2008: 277-289

Table 3. Cerebral Monitoring Compared With the Awake Patient

Modality False-Positive False-MNeagative
Awake Gold standard
Stump pressure 20%-40% 0%-23%
Stump pressure index 40% 0%

Transcranial Doppler 4%-45% Upto 17%

EEG B%-13% B%-25%

MNIRS LUnknown Unknown
SSEP Unknown Unknown

NOTE. Stump pressure index = (stump pressure = 100)/systemic
pressure.




Is Routine Intravascular Shunting Necessary for Carotid Endarterectomy
In Patients with Contralateral Occlusion? A Review of 5-Year Experience
of Carotid Endarterectomy with Local Anaesthesia.

Cinar B. Eur J Vasc Endovasc Surg. 2004 Nov;28(5):494-9.

= 1998 ve 2003 yillar arasinda,
= 429 hasta lokal anestezi altinda uyanik norolojik test

= Lokal anestezi tekniginde kontralateral carotid arter
okltzyonu (CCO ) olan ve olmayan (non-CCO) hastalar
arasinda karotid sant kulanim oraninda (% 10.9 vs. %
9.1) anlaml fark bulunmamistir.

- g/tr(c))kSe orani CCO ve non-CCO olan vakalarda % 3.6 ve
oV.



Genel Anestezi

>

>

>

>

Avantajlari

Hava yolu kontrolu ve

ventilasyon
Serebral koruma

*serebral metabolik hiz

azalir.
Normokapninin korunmasi

Kan basincinin kontrolu

Dezavantajlari

Kross klemp sirasinda
serebral kan akiminin

monitorizasyonu
Sant ihtiyacinda artig
Postoperatif bulanti kusma

Yogun bakimda kalis

suresinde uzama




LOKAL ANESTEZI| TEKNIKLERI

Lokal infilitrasyon
Yuzeyel servikal blok

Derin servikal blok

*Winnie ilk kez C4 seviyesinde tek enjeksiyon

*Moore 3 ayri noktadan enjeksiyon teknigi (C2, C3, ve C4)

Servikal epidural anestezi

Derin ve yuzeyel sevikal blok kombinasyonu



ANATOM|

Servikal pleksus ilk 4 servikal sinirin
(C1-2-3-4) on dallarindan olusur.
Yalniz C2-3-4 servikal sinirler

bloke edilir. C1 yalniz motor lifler
icerir.

Sinirler sulkusu terkederken ust ve alt
dallara ayrilir, bu dallar da birbirleri ile
birleserek bir seri lup olusturur ve
servikal pleksus adini alir.

Transvers cikintinin tuberkulu cildin
1,5 - 3,5 cm altinda bulunur.

Superfisial dallar
sternokleidomastoidin arka kenari
boyunca uzanir, boyun ve omuz cildi
ile yuzeyel dokulari innerve eder.

Cervical plexus block

Sternocleidomastoid
Great auricular nerve

Lesser occipital nerve

Midpoint, the posterior border
of the sternocleidomastoid
and the site of skin

infiltration

Transverse cervical nerve
Accessory nerve
Trapezius

Supraclavicular
nerve

Clavicle




Servikal dermotomlarin anatomisi




Derin servikal
blok

Referans noktalari

1-Mastoid cikinti

2- C6 Chassalgnacstuberkul
3- sternokleidomastoid kasin
arka siniri

Www.nysora.com

2. Transverse process of Cé

1. Mastold process >

**U¢ noktanin olusturdugu

hayali ¢izginin 1 cm altindan

paralel bir cizgi daha cizilir.

**mastoid kemikten 1 cm Ferociisemasoid mo
asagisi C2 olarak kabul edilir.



>Ucg igne ile C2, C3 ve
C4 transvers prosesine
6-8 mL 0.5 % bupivakain
enjeksiyonu yapllir.

> Bupivacaine 0.5%

» Ropivacaine 0.75-1 %

» Mepivacaine 2 %.

WWW.Nysora.com



Yuzeyel servikal blok

Posterior Border of
Stemocleidomastord
Muscle




Yuzeyel servikal blok

WV Ty SOra.com W Ry Sore.com WWW . NysSora.com
Igne sternokle!domastmd igne daha sonra N _
kasinin posterior kenarinin Igne bu kez superiora

hemen arkasindan 6nce inferiora yonlendirilir
ve 3 - 5 ml lokal

cilde dik olarak g|r|I|r._ anestetik enjekte
3 - 5 ml lokal anestetik edilir
subkutan olarak enjekte

edilir

yonlendirilir ve 3 - 5 ml
lokal anestetik de bu
alana enjekte edilir
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Cervical plexus anesthesia for carotid endarterectomy: comparison of
ropivacaine and mepivacaine.
Albino Leoni MD, Can J Anesth 2000 /47: 2/ 185-187

TABLE IT Time required for onsct of deep cervical plexus anesthesia, and total intraoperative consumption of supplemental lidocaine
and fentanyl, nitrate, and fenilephrine after cervical plexus anesthesia performed with cither 0.75%, 1% ropivacaine, or 2% mepivacaine.

Ropivacaine, .., Ropivacaine, Mepivacaine
(n=20) (n=20) (n=20)

Onsct of Deep Cervical Block (min) 15 (10 - 25) 18 (9 - 20) 15 (5-20)

Intraoperative Lidocaine 1% consumption (ml) 7 (0-30) 5(0-25) 9(0-30)
Intraoperative Fentanyl consumption (mg) 0(0-0.15) 0(0-0.05) 0(0-0.1)
[ntraoperative Nitrate consumption (mg) 2(0-6) 2(0-8) 2(0-15)
Intraoperative Fenilephrine consumption (mg) 1(0-8) 0(0-2) 1(0-5)

Data are presented as median (range).

Prospektif, randomize ,cift-kor calismada ropivakain ile mepivakainin blok etkilerinin
benzer oldugu gosterilmistir.



L okal anestezinin avantajlari

Norolojik durumun takibi
Sant Ihtiyacinda azalma

Kan basincinin korunmasi ve vazopresor
Ihtiyacinda azalma

Kardiyovaskuler morbitede azalma
Yogun bakimda kalis suresinde kisalma
Entubasyondan kacinma KOAH vb
Daha ucuz

*Carotid endarterectomy under local anesthesia: single institutional
Experience.Yusuf Kalko. Interact CardioVasc Thorac Surg 2006;5:570-573;

**Regional anaesthesia for carotid endarterectomy :
Stoneham, Br J Anaesth 1999; 82: 910-19



Lokal anestezinin dezavantajlari

s Acil durumlarda hava yolu kontrolliinde
yetersizlik

= Miyokardial iskemi
» Hastada huzursuzluk, anksiyete
» Farmakolojik beyin korumasinda yetersizlik

s Lokal anesteziye ve isleme bagli
komplikasyonlar

Regional anaesthesia for carotid endarterectomy :
Stoneham, Br J Anaesth 1999; 82: 910-19



KOMPLIKASYONLAR

Sistemik toksik reaksiyon
*Subaraknoid veya epidural enjeksiyon
*vertebral artere enjeksiyon

Sinir blokaji (regional anestezi veya cerrahi)
*Frenik sinir paralizisi
*Glassofaringeal sinir
*Rekdurrent laringeal sinir: (% 2 - 3 ) ses Kisikligi
*\Vagus sinir bloku

Horner sendromu
Disfayi

Hematom lokal
Enfeksiyon



Regional anaesthesia for carotid endarterectomy :
Stoneham, Br J Anaesth 1999; 82: 910-19

Table 1 Postoperative problems after carotid endarterectomy

® Cardiovascular

Hypotension
Hypertension (particularly after carotid sius nerve section or local
anaesthetic block)

Arrhrythmia
Myocardial 1schaemia
® Aurway obstruction caused by oedema or haematoma
® Neurological deficit—requires immediate surgical opimon
® Hyperperfusion syndrome—headache, seizures, haemorrhage




CEA komplikasyonlari

Table 6. Complications After CEA®5.153-158

Potential Complications of CEA

Cardiovascular
Hypertension
Hypotension
Unstable blood pressure
Mi
Angina pectoris
Arrhythmia

Neurologic
Stroke
Hyperperfusion syndrome
Cranial nerve injury
Intracerebral hemorrhage
Seizures

Carotid artery
Thrombosis
Dissection
Restenosis

Wound
Hematoma
Re-exploration
Infection

Mortality

A Review of Recent Developments in the Management of Carotid Artery Stenosis

Ritesh Maharaj.
Journal of Cardiothoracic and Vascular Anesthesia, Vol 22, No 2 , 2008: 277-289



A Comparison of Superficial Versus Combined (Superficial and Deep)
Cervical Plexus Block for Carotid Endarterectomy: A Prospective,
Randomized Study.

Jaideep J. Pandit, Anesth Analg 2000;91:781-6

= Randomize, 40 hastada iki teknik karsilastirildi.

= Postoperatif agri skoru, cerrahi oncesi ve cerrahi
sirasindaki sedasyon ve analjezik gereksinimi,
postoperatif analjezik gereksinimine bakildi.

= Intraoperatif ek doz lidokain kullanimi arasinda
anlamli fark bulunmamistir.

= |ki teknik arasinda anlamli fark bulunamamistir.



Superficial or deep cervical plexus block for carotid
endarterectomy: a systematic review of complications'

British Journal of Anaesthesia 99 (2): 159-69 (2007)

J. J. Pandit! # R. Satya-Krishna? and P. Gration'

YUuzeyel ve derin servikal blok

Komplikasyoniarinin sistematik incelemesi;

Blok yeri ile iligkili ciddi komplikasyonlar
Genel anesteziye donus insidansi
Ciddi cerrahi ve anesteziye bagli sistemik komplikasyonlar



Sternomastoid Vertebral
muscle body Thyroid gland
Cervical

nerve roots Trachea Oesophagus

Carotid sheath

Fascia of
carotid sheath

Pretracheal fascia

Deep cervical
fascia

Derin enjeksiyon

Investing fascia

Uzeyel enjeksiyon
(intermediate

yuzeyel enjeksiyon
(s.c.)

Spinous and transverse
processes of vertebra

Fig 1 Drawing of a cross-section of the neck at the C4 vertebral level, showing the sites of injection of the deep, intermediate, and superficial blocks

(adapted from Pandit and colleagues®”).

Superficial or deep cervical plexus block for carotid endarterectomy: a systematic review of
complications. J. Pandit; British Journal of Anaesthesia 99 (2): 159—-69 (2007)




B Deep complication
69 yayin tarand|; [ Superficial complication
*7558 derin/ kombine servikal blok
*2533 yuzeyel / intermediate

servikal blok
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Serious Conversion Adl
block-related to general serious
complications anaesthesia complications

Yiizeyel / intermediate servikal blok daha glivenli




Comparison between local and general anaesthesia for carotid
endarterectomy.A retrospective analysis:
G. Santamaria, Minerva Anestesiol 2004;70:771-8

*Serebral kan akiminin korunmasi
«Sant kullanimin azalmasi

*Daha ekonomik

*Yogun bakimda kalig suresi daha
Kisa

*LA- 10 ml ropivakain 7.5% 6
*GA-propofol 2-2.5 mg/kg idamede
sevofluran 2-3% ve N20-02
(60-40%) veya hava-O2

TasLe I1.—Postoperativa complications. CEA de lokal anestezi daha uygun

Local anaesthesia General anaesthesia

Group A Group B Group C Group D

Deaths 0
Permanent stroke i
Transient stroke \ 0
Upper laryngeal nerve paralysis 1
Lower laryngeal nerve paralysis 1
Jacksonian crisis ‘ 0




Local Versus General Anesthesia for Carotid
Endarterectomy: Report of 329 Cases

Onur Giurer, MD, Fikri Yapici, MD, Yavuz Enc¢, MD, Bayer Cinar, MD,
Bilend Ketenci, MD, and Azmi Ozler, MD, Istanbul, Turkey

Table IV. Perioperative data; intensive care unit and hospitalization time, Table V. Mortality and morbidity rates.

Group | Group Il Group | Gmuprll

. 4 g, | -
Intraoperative MAP 100 124 =5 Mortality, %

Antihypertensive medication, % 18.18 22 NS .
Stroke, %

Cross-clamp time, minutes 18.2 £5 14.6 =4 <0.0001
TIA, %

Operation time, minutes 122 £36 104.5 =24 <0.0001

Cranial nerve injury, %
Shunt usage, % O <0.0001
MI, %
9.1 7

Patchplasty, % NS

f inf; 0%
ICU time, days NS Wound infection, %

Hospitalization time, days <0.0001 Hematoma, % 0.6

MAP: mean arterial pressure; ICU: intensive care unit; NS: nonsignificant. TIA: transient ischemic attack; NS: nonsigaificant,

Grupl :GA Grup2:LA

Vascular and Endovascular Surgery ~ Volume 37, Number 3, 2003



Local Versus General Anesthesia for Carotid
Endarterectomy: Report of 329 Cases

Onur Giurer, MD, Fikri Yapici, MD, Yavuz Enc¢, MD, Bayer Cinar, MD,
Biulend Ketenci, MD, and Azmi Ozler, MD, Istanbul, Turkey

Table VI. Summary of the results of some large series.

Mortality P Stroke

Rockman et al,'® 1996

General anesthesia

Local anesthesia
Buchbinder et al,'” 1997

General anesthesia

Local anesthesia
Fiorani et al,'" 1997

General anesthesia

Local anesthesia
Bowyer et al,** 2000

General anesthesia

Local anesthesia
SEGKDCM, 2001 (present study)

General anesthesia

Local anesthesia
Nonrandomized series,'* 2001

General anesthesia 6.17

Local anesthesia 2.27

TIND: ransient ischemic neurologic deficit; NNM: nonneurofogic morbidity; MI: myocardial infarction;
SEGKDCM: Dr. Siyami Ersek Thoracic and Cardiovascular Surgery Center
*Total significant value of general and local anesthesia groups. 'Significant value.

Vascular and Endovascular Surgery  Volume 37, Number 3, 2003




Local Versus General Anesthetic for Carotid Endarterectomy.
Kittipan Rerkasem, MD , Stroke 2009;40;e584-e585

Table. Odds of Operative Complications During the 30 Days After Surgery in 10 RCT of
Carotid Endarterectomy Performed With LA vs GA

Outcome LA Event/Cases GA Event/Cases OR 95% Cl P (%)

Stroke 7272111 7712081 0.92 0.67-1.28
Death 2012067 32/2026 0.62 0.36-1.07

Stroke or death 78/2057 090/2026 0.85 063116

Mi 1472111 9/2081 1.53 0.67-347
Local hematoma 154/2002 160/1974 0.95 0.75-1.19
Cranial nerve injury 217/1946 186/1919 117 0.95-1.44

Use of arterial shunt 304/1959 0.27 0234031

GA indicates general anesthesia: I¥, heterogeneiy.

randomize kontrollU ¢calismalar (RCT)



Regional or General Anesthesia for Carotid Endarterectomy? Evidence From
Published Prospective and Retrospective Studies

Joanne Guay, MD, FRCPC

Journal of Cardiothoracic and Vascular Anesthesia, Vol 21, No 1 (February), 2007: pp 127-132

Meta-analiz

Amagc: CEA yapilan hastalarda GA ve LA teknikleri;
*Yeni norolojik bozulma
*Stroke
*Stroke ve/veya olum
*Olim
*Miyokard enfarktlsu agisindan karsilastiriimistir.



Table 1. Regional or General Anesthesia for Carotid Endarterectomy Results For Primary Outcomes

Number of Patients Percentage of Percentage of Odds Ratio {95%

in Each Group Event With Event With confidence
Number of Studies (References) RA/GA RA GA interval)* p Value
Randomized controlled trials
Any new neurologic 4 (3.1013.14) 189/189 48 3.7 1.30(0.48-3.57) 0.60
deficit
Stroke 6 (3-19) 236/232 A 2.2 1.01(0.32-3.18) 0.98
Combined stroke and/or 6 (314) 236/232 25 39 0.70(0.26-1.87) 047
death
Death 6 (*¥) 236/232 04 3.0 0.29(0.07-1.19) 0.08
Myocardial infarction b (311-1) 186/182 3.2 39 0.87(0.29-2.64) 0.80
Prospective studies
Any new neurologic 12 {84121 888/897 29 43 0.72(0.44-1.19) 0.20
deficit
Stroke 14 (5.821) 935/940 11 2.2 0.56{0.29-1.08) 0.09
Stroke and/or death 14 (5821) 935/940 14 3.0 0.53(0.29-0.96) 0.04
Death 14 (3321) 935/940 04 1.2 0.54(0.23-1.31) 0.17
Myocardial infarction 11 (5A11-141617.18:21) 653/614 1.2 24 0.63(0.28-1.39) 0.25
All studies
Any new neurologic 36 (1-6.9,10,13.29,31.23,35.36,38.40,41,47,48.50) 5,202/5,020 @ 4D 0.60 (0.48-0.75) <0.00001
deficit
Stroke 45 (15929.3141.82.60) 10,274/6,124 1.7 28 0.54 (0.43-0.68) <0.00001
Stroke and/or death 44 (1-8325.27-20.31-01 A3 46-60) 6,755/5,591 2.2 34 0.62 (0.49-0.78) <0.0001
Death 48 (1-83950) 10,580/6,448 1.0 13 0.65(0.48-0.87) 0.004
Myocardial infarction 30 (151K, B2 DN U050 8,424/4 283 11 19 0.50 (0.36-0.70) <0.0001

Abbreviations: RA, regional anesthesia; GA, general anesthesia.
*If the odds ratio and its upper 95% confidence interval are lower than 1, the incidence of complications was lower in the regional anesthesia
group. Likewise, if the odds ratio and its lower 95% confidence interval would be higher than 1, the incidence of complications would have been
higher in the regional anesthesia group.

JOANNE GUAY




General anaesthesia versus local anaesthesia for carotid
surgery (GALA): a multicentre, randomised controlled trial

GALA Trial Collaborative Group* ~ Lancet 2008; 372: 2132-42

Siyami Ersek Thoracic and Cardiovascular Surgery Clinic, Turkey
(104}—B Cinar, T Coruh, E Kurc, D Ozsoy, M Sargin, K Tutkavul,
| Yekeler;

*Uluslararasi cok merkezli randomize calismada CEA
cerrahisinde GA ile LA karsilastiriimistir.

* Perioperatif inme tanima ve korumanin lokal anestezide
genel anesteziye gore daha kolay olabilecegi dusunulmustur.



Yontem

3526 hasta, 95 merkezli, 24 Ulke

Semptomatik veya asemptomatik internal karotis
arter stenozlu hastalar secildi.

Genel anestezi (n=1753) ve lokal anestezi
(n=1773)

haziran 1999 - ekim 2007 arasi

Hastalarda perioperatif ve postoperatif 30 gunluk
primer sonug

-Inme (retinal enfarkt dahil)
-Miyokard enfarkttsu
-Olim oranlarina bakilimis.



Bulgular

Genel anestezi yapilan hastalarda primer sonug : 84 (4-8%)
Lokal anestezi yapilan hastalarda primer sonug :80 (4-5%)

Iki grup arasinda ;
*Hayat kalitesi
*Hastanede kalis sliresi
*Primer sonuclar
arasinda anlamli fark bulunamamistir.




Primary outcomes between randomisation and 30 days after anaesthesia (or after
randomisation for patients who were not anaesthetised)

Local
anaesthesia

General
anaesthesia

Post-surgery or physician follow-up
compliete

Stroke*
Fatal
Non-fatat
Modified Rankin 6 months after stroke
o-2
2-5
Dead
Ipsilateral to surgery
Contralateral to surgery
Vertebrobasilar
Cerebral infarction
Retinal infarction
Cerebral haemorrhage
Unknown pathology

Events prevented per 1000 patients
with lecal anaesthesia {95% CI)

Myocardial infarction
Fatal
Non-fatal

Events prevented per 1000 patients
with local anaesthesia (95% Cl)

Other vascular death
Stroke (onset before randomisation)
Coronary heart disease, sudden

Sudden death without further
information

Other coronary heart disease
Other cardiac (non-coronary)
Aortic aneurysm rupture
Pulmonary embolism

Other

1752 1771

70 (4-0%) 66 (3-7%)
15 11

55 55
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{Continues in next column)

General

{Continued from previous column)
Non-vascular death

Unknown cause of death

Death (any cause)

Events prevented per 1000 patients

with local anaesthesia (95% (1)
Stroke (including retinai infarction) or
death

Events prevented per 1000 patients

with local anaesthesia (95% )
Stroke {including retinal infarction),
myocardial infarction, or death

Events prevented per 1000 patients
with local anaesthesia (95% ()

26 (1-5%) 19 (1-1%)

(—3t012)
81 (4-6%) 74(42%)

4
(-9t 18)

4 (4-8%) 80(4-5%

3
(-11t0 17)

Data are number (%) or number {(95% Cl). Only one event per patient has been
counted. If a patient had multiple events, the event induded in this table is the
fatal one (if there was one). and the first non-fatal one for all other patients.
Stroke events are counted in preference to coronary events, and severs eventsare
counted over non-severe events. * The number of fatal strokes is different from
the number of deaths & months after the stroke outcome event. because one
patient died exactly 6 months after the stroke cutcome event of an unknown
cause. There were two events in patients receiving general anaesthesia and two in
patients receiving local anaesthesia (one stroke and one death in each group)
after randomisation but before surgery could be done (surgery was cancelled in all

cases).

Table 4: Primary outcomes between randomisation and 30 days after
anaesthesia (or after randomisation for patients who were not

anaesthetised)

General anaesthesia versus local anaesthesia for carotidsurgery (GALA): a multicentre, randomised
controlled trial. GALA Trial Collaborative Group*. Lancet 2008; 372: 2132-42




General Local
anacsthesia anaesthesia

Post-surgery form roceived and anaesthesia 1720 1730

Cerrahi ve anestezi yontemleri

Trainee surgeon® 242 (14%) 210 (12%)

Trainee anaesthetistt 246 (16%) 213 (14%)

Duration of surgery (min)s 9% (23.6) 93 (26.0)

Premedication used§ 905 (53%) B77 (51%)
Type of surgery9l

Corventional 1237 (78%) L1145 (72%)

Eversion A17 (20%) 400 (26)

Exploration only 2 (02%) 4 (0aw)

Other - -
FProcedure aband
Shunt used
Neurological det f ~
applicable in pat|
anaesthesia)
Used routinely
Drop in velocity on TCD
Unable to use TCD

Caontralateral carotid occlusion o near
acclusion

LOow STump prossuno

Contralateral carotid stenosis (but not
occluded or nearly occluded)

Recent stroke

Unusual or damaged veins or arter
I head or neck

FEG or evoked potentiaks changed
Biood pressure dropped

Falling brain oxygen levels
Operation convertod to vein bypass
Unknown

Blood pressure mal

Blood pressure manipulation*™®

Manipulated up
Manipulated dov

Maniputated v, MIANIpuUlated up 667 (43%) 267 (173%)

Not manipulatec

g Manipulated down 208 (13%) 433 (28%)
P e Manipulated up and down 259 {17 %) 153 (10%)
s e NOT Manipulated 435 {28%) 717 (46%)

recorded in first 149

Anansthunin, $URION wr mar Ty S I TSI S & S PRIV IS S ST A SR R T

Dl e vurmbsar (M%) ¢

wd 1717 cecetving local mmsesthesia. SUse of pramedication unknow n fos two
pationts receving general anaesthesia and thiree receiving local anaesthaesia. S Type
of surgery not recosdiod in first 137 ¢ g general anaesthesia and 149 moniving
local ansesthesin. ||Moat patients who bad these reascess for using shunts recesved
the oppoaite typw of anassthetsc All six patients allocated to genaeral ansethesia whao
received a shyunt because of neurological detedriomtion received the opposite type of
anpcsthotic (local anacsthetic). 50 of 77 (65%) patients recoiving local anacst hetic
with mascons for cesing shunts other than neurclogical detenaoration recerved the
epaposite by pe of aneesthetic (26 patients) or comverted (24 patiunts)
“* Blood. pressure manipolat) ot recorded In fast 151 receiy ing genaral
anscsthesia and 160 receiving locsl anacsthesia P HInt e -operative heparin use
wrknown for one pationt recaiving geneml anacsthosia

Table 3: Surgical and anaestheotic procedure




Sonuc olarak;

CEA cerrahisinde bolgesel blok uygulamasi;
**anlik bilin¢ degisikliginden inme hatta
olumle sonuclanabilecek komplikasyonlarin

erken anlasiimasi ve sant ihtiyacinin
tespitinde daha avantajli

bir yontemdir.




