Perioperative Implications

DRUGS

Preoperative Concerns
• Oral administration of usual doses to normotensive
pts usually produces minimal effects.
• Possible Htn, tachycardia in sensitive pts.
• Those with concomitant hyperthyroidism, ischemic
heart disease, or prostatic hypertrophy may be more
at risk.
• May increase irritability of the heart muscle and
result in multifocal PVCs.
• May be teratogenic; avoid use in pregnant pts if possible; avoid use in breastfeeding women.
• Geriatric pts may be especially sensitive.

• O
 verdose may cause hallucinations, CNS depression, seizures, and death.
Monitoring
• Routine
Induction
• Increased absorption of pseudoephedrine with antacid administration
Airway
• Improvement of airway edema and congestion
related to mucosal hyperemia is often seen.
Maintenance
• Careful administration/titration of other sympathomimetic drugs

Pyridostigmine Bromide
Uses
• Therapy for MG, which is caused by decreased postsynaptic ACh receptors.
• Antagonism of nondepolarizing NMBDs.
• Therapy for glaucoma.
• Therapy for atony of GI and urinary tracts.
Perioperative Risks
• Muscarinic effects on GI, respiratory, and CV
systems.
• Prolonged response to succinylcholine if administered
shortly afterward by inhibition of pseudocholinesterase and increased postsynaptic depolarization.

Regional Anesthesia
• Pts may be more prone to urinary retention with
regional techniques that block sacral roots.
Postoperative Concerns
• Resumption of drug should not pose particular problems once vital signs are stable.
Anticipated Problems/Concerns
• Caution in administering other sympathomimetic
agents.
• β-adrenergic blocking drugs may increase pressor effect.
• Antihypertensive effects of reserpine; methyldopa
may be diminished.
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• P
 aralysis may be prolonged by excessive doses, which
can produce a depolarizing NMB
Pharmacology
• Oxydiaphoretic (acid-transferring) inhibitor of
AChE.
• Transfers a carbamate group to AChE and forms a
covalent bond at the esteratic site.
• Quaternary ammonium ion, which is poorly lipid
soluble; does not effectively penetrate GI tract or
blood-brain barrier (no CNS side effects).
• Onset is within 10–15 min (vs. 5–10 min for neostigmine); duration is 4 h (similar to neostigmine).
• 20% as potent as neostigmine.

• R
 enal excretion accounts for approximately 75% of
elimination.
• Very large volume of distribution with extensive tissue storage.
• Oral bioavailability is 7.6 ± 2.4%.
Drug Class/Mechanism of Action/Usual
Dose
• R
 eversibly inhibits AChE, which increases the concentration of ACh at the motor endplate.
• May be administered PO, IV, or IM
• Dose is 0.1–0.4 mg/kg IV.

Assessment Points
System

Effect

Assessment by Hx

PE

Test

CV

Bradyarrhythmias, hypotension

Presyncope, angina, confusion

HR, BP, orthostasis

ECG

RESP

Increased secretions, bronchospasm

Dyspnea, wheezing

Auscultation

PFTs

GI

Increased secretions, increased motility, spasms

Diarrhea, abdominal pain

Palpation

Lytes

Key References: Barash PG, Cullen BF, Stoelting RK: Clinical anesthesia, ed 5, Philadelphia, 2006, Lippincott Williams and Wilkins, pp 297–300, 848; Blichfeldt-Lauridsen L, Hansen BD: Anesthesia and
myasthenia gravis, Acta Anaesthesiol Scand 56(1):17–22, 2012.

Perioperative Implications
Preoperative Concerns
• In MG pts, skeletal muscle response to repetitive
impulses is augmented by increased availability of Ach.
• Chronic administration in MG pts may alter effects
of NMBDs, and some may consider omission or
reduction of morning dose on the day of surgery.
Induction/Maintenance
• Although nicotinic effects are desirable, muscarinic
effects should be attenuated by an anticholinergic

Rifampin
Uses
• Antibiotic therapy for TB (yearly incidence
2.96:100,000 in USA) and Neisseria meningitidis
infection (yearly incidence 0.3:100,000 in USA).
• Also used to treat Hansen disease (leprosy) and
Legionnaires disease and as prophylaxis against Haemophilus influenzae type B.
• Treatment of opioid-induced pruritus associated
with the cholestatic jaundice of malignancy
• Administered PO or IV
• 10% of pts receiving rifampin develop chemical hepatitis; 16 deaths per 500,000 receiving drug.
496

(typically glycopyrrolate 0.05 mg per 1 mg of pyridostigmine).
Postoperative Period
• Incidence of recurarization in renal pts is not
increased as clearance of both AChE inhibitors and
NMBDs is similarly affected.
• MG pts taking >750 mg/d have greater potential for
respiratory insufficiency.
• Myasthenic and cholinergic crises may occur after
periop alterations in AChE inhibitor therapy.

Anticipated Problems/Concerns
• If maximal dose of pyridostigmine (0.4 mg/kg, or 20
mg in adults) fails to antagonize the residual blockade, it is not advisable to redose the AChE inhibitor,
as this may lead to further motor weakness.
• Causes of inadequate antagonism include profound
blockade, respiratory acidosis, hypokalemia, hypermagnesemia, hypothermia, verapamil, and antibiotics such as aminoglycosides and polypeptides.
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Perioperative Risks
• Hepatic dysfunction, most likely in presence
of preexisting liver disease and when used in
combination with other hepatotoxic agents like
isoniazid.
• Decreased duration of action of narcotics and
barbiturates due to P450 (CYP2D6) enzyme
induction.
• Pts receiving antiarrhythmic therapy, digoxin, theophylline, phenytoin, or glucocorticoid therapy may
need increased doses of these drugs due to enzyme
induction.

Overview/Pharmacology
• Complex macrocytic antibiotic approved by FDA in
1971.
• Water-soluble at acidic pH; inhibits gram-positive
and many gram-negative organisms, incl Escherichia coli, Pseudomonas, Proteus, Klebsiella, Neisseria meningitidis, H. influenzae, Mycobacterium
tuberculosis.
• Increases in vitro activity of streptomycin and isoniazid.

