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Anesthetic Management of Lobectomy for Massive
Pulmonary Hemorrhage

HarorLp Carrox, M.D.,

Massive pulmonary hemorrhage may neces-
sitate emergency thoracotomy as a life-saving
measure. In such a situation, anesthetic man-
agement is of critical importance for the pa-
tient’s survival.

Report OF a CASE

A 6l-vear-old Caucasian woman was admitted
for the third time for hemoptysis. On previous
admissions, blood losses had been minimal and
had been self-limiting with conservative treatment.

Received from the Department of Anesthesiol-
ogy, University of Virginia Medical Center, Char-
Jottesville, Virginia 22901. Accepted for publica-
tion May 22, 1972,
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Bronchoscopy and sputum and x-ray studies re-
vealed old cavitary tuberculosis of the right upper
lobe as the source of bleeding. On the current
admission, hemorrhage was massive, causing acute
respiratory distress. In the four hours preceding
operation, 1,300 ml of blood were expectorated.
Blood—gas analysis revealed Po. 61 torr, Peo: 35
torr, and pH 7.34; hematocrit was 33 per cent.
Because of failure of the bleeding to abate and in-
creasing respiratory distress, emergency pulmonary
lobectomy was scheduled.

The patient, orthopneic and apprehensive, was
brought to the operating room at 10:00 pa. Dur-
ing insertion of additional intravenous catheters
and application of monitoring devices, the patient
had continuous hemoptysis of more than 600 ml
in a l0-minute period. Although tracheostomy
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was contemplated, the persistent coughing and
hemoptysis prevented performance of the proce-
dure. With the patient still in the sitting posi-
tion, using topical anesthesia with 10 per cent
cocaine, a2 =7 cuffed nasotracheal tube was passed
blindly into the right main bronchus, where the
cuff was gently inflated to occlude the right upper
Jobe bronchus (fig. 1). Morphine, 3 ml, was then
given intravenously, and after suctioning, the an-
esthetic mask was placed over the patient’s face
to permit ventilation of the right lung through the
endotracheal tube and the left around the cndo-
tracheal tube. The patient was then anesthetized
with oxygen and halothane with spontaneous res-
piration. Anesthesia was carried to a depth ade-
quate to maintain systolic blood pressure at 70
torr in an attempt to decrease bleeding.

As soon as the patient was adequately anesthe-
tized, she was placed in the supine position and a
low treacheostomy was performed. The cuff on
the endotracheal tube was deflated. the tube with-

Fic. 1. Right endobronchial intubation with
ocelusion of the right upper lobe.
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Fic. 2. Carlens tube in situ for occlusion of
the right upper lobe bronchus.

drawn, and a Carlens tube then inserted iu the
reverse position with the long limb of the wbe in
the right main bronchus. The distal cuff was in-
flated to occlude the right upper lobe bronchus
and the proximal cuff to occlude the trechea {fig.
2).  With the bleeding controlled, vigorous tra-
cheal toilet was performed, the patient turned to
left lateral decubitus position, and an uneventful
thoracotomy and lobectomy performed. At the
time of incision, arterial blood-gas values of Po.
309 torr, Peo: 33 torr, and pH 7.29 attested to the
adequacy of pulmonary ventilation. At the end
of the surgical procedure, the Carlens tube was
removed and a tracheostomy tube inserted. The
patient was awake on return to the intensive care
unit at 2:00 axr.  Subsequent chest x-ray showed
minimal pulmonary infiltrate in the right lower
lobe with a clear left lung. Recovery from opera-
tion was essentially uneventful.

Attempts at “crash” induction and endo-
bronchial intubation of the patient with mas-
sive hemoptysis are fraught with the dangers
of a blood-obscured airway, bronchspasm, hy-
poxia, and cardiac arrhythmias. Gentle induc-
tion of anesthesia after securing the airway in
the awake patient resulted in surgical condi-
tions calculated to control bleeding, prevent
aspiration and asphyxia, and permit unhurried
surgical removal of the source of hemorrhage.
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