general:

‘Comp{icaﬁoﬁ‘s»nf catheter insertion - systemic pulse wave moves out from the aortic valve at 6-10m/s
Dysthythimias = _-during it_s passage into the pe_ripr_\era_l vas_culature thereis a prog_ressive
Kottinghanking increase in systolic and reduction in diastolic pressures, as standing and
L g reflected waves become incorporated into the waveform
Valve damage - MAP is arguably the most relevant index to monitor for three reasons:
Perforation of pulmonary artery 1. MAP is least dependent on measurement site or technique
Right bundle branch block 2. MAPis Ieast'altere.ad by measuremept dampeningl
Conlte bt bock 3. MAP determines tissue blood flow via autoregulation (apart from the left
”m " : L ventricle which autoregulates from diastolic pressure
Complications post insertion problems with NIBP measurement:
- - 1. oscillometry overestimates low pressures and underestimates high pressures
Thrombosis i o
- lications (although for_the_normoten_swg range 95% Cls are +/-15mmHg
PA rupture (0.2%) comp 2. dysrhythmias increase likelihood of error
Sepsis of PAC 3. narrow cuffs overestimate while wide cuffs understimate blood pressure
Endocarditis - 4. repeated cuff insufflations can cause skin ulceration, oedema and bruising
Pultonary infarction (more so wher] the qonscioys sta?e is impaired)
et 5. ulnar nerve injury is possible with low cuff placement
Dysrhythmias (37%) :
Air embolus (due to repeated attempts to fill ruptured balioon) Peak systolic 2
S o ressure
Rislk factors for major morbidity (in particutar PA / &
rupture)
Pulmonary hypertension
Anticoagulation ey
st durstion >3 dars oy
arterial | X
Early blood | \/ End-diastolic
f thorax | haemothorax | chiylothorax / hydrotf pressurej pressure
Arterial puncture i L Systole  Diastole
Injury to subclavian arery,aorta o pulnonary atery arterial waveform analysis
ias, i ranch block
Dysrhythmias, right bundle branch bl FET T

Nerve injury (e.g-phrenic, recurrent taryngea:I, Hurngr’s

syndrome) complications Fulsus paredowus (>10 mmHg reduction | Reduced et venricuiar preload,
Air embolism of CVP In sysiolic B‘ESS\I; during inspiration in percardal tamponade, sevens
10 - {he spontanecusly breathing patient bronchospasm
Tracheal injury monitoring and expiration in the positively
Late prassure-ventiated patient)
gja‘h“er.m.l:te;’:);:‘:;g,a e embuliém) o L Pulsus altarmans (alternating beats of Pericardial effusion or severe left
e e - higner systolic pressure] | ventricutar faiure
Suerio vena vl ercsion {rycrotha,cadiac temporace) i husat :
Avteriovenous fistula . Fulse defict (svery GRS complex s nct | Arral fbrilation, ectopio etrial or
Thrombosis (superior vera cava, subciavianvein) accompaned oy a ranemitted beatl | ventricular beals
Slow upsircke | Bevere sorfic stenosis or reduced
Menitoring device Preioad Contractity il monitorin | myocarcial contractify
AL T i o 0 T
Clinedl i«*‘" turgor :;:'m output ;";“f::‘:::nl : > Wde pulse pressure | Aortic regurgitation
ine output e oo ! i
e i::; petutin i il @&M Narrow pulse pressure Elevated systemic vascular resstance
Response of bood pressure, Ity to respond to 3 |
ki perfusion and urire output e chlenge, Location of dicrotic notch (should be at Low dicrotic notch suggests low
o fiid challerge least a third of the height of the Syslemic vascular resistance
e " i -jcion peiod systolic peak)
Direcintraarierial pressurs— Respanse to flid challenge. Precjoction period
o Systclic pressure varaiion end {with Qwawe frem ECG)
Adown componert. general:
Certral venoJi e CYP = response to fud <talenge - phlebostatic axis is represents the zero point and is located at the 4th ICS in the midaxillary line
PAGRPRAP - LVSWL, RYSW SVRI PRI - ideally the natural resonant frequency of the system should exceed 30Hz for heart rates up to
Y atem 180bpm and 20Hz for heart rates up to 120bpm
Velumstic PA catheter RVEDV: RYEF dampening and frequency measurement:
{additionl inforration)
faRdkiona e Make a paper record of transducer output
Transpule intrathorasic 3 b s
t;::.‘d::? Gial end-cistoie voluma system Snap the vaiv of the continuous fush system, This produces a
a i et requirements square wave o the oUTput (race.
Pu;e m:‘::tmmlmmu. Strose volums variztion Lo i
v o3 i between successive paaks
Echocardiography Ventricuar end-dastelic areas Epctian fractien. Resonant frequency s the dmnce.netween i : dpe
<hocardiography Regloalwall noton divided by the paper speed in milimetres per second.
sbnormaltics comparisons Damping s satisfactory if each snap test has two to three
Oesophageal Dopoler Ficw time (it ventricub Paak Flow-veloe ty “Peak flrielock f oscillation waves, with each wave on? third or fess the ize of
st on timel ______—fﬂ'”ﬂ"_,___ the preceding wave. : :
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SR, systeric vast.dar resivtance ncet #7R1. pulmo Bry vassijas resiitance Tcex. i )
: : : i . - Haematoma (including retroperitoneal bleeding from femoral
Method - . Invasionjrs ‘T preload ass .p‘“ lexity Measureme e .
ieator Aot : ; e error Distal ischaemia (risk factors include shock, sepsis, embolus of
Indicator dilution , o inaemi jiis, female sex
Thermodilution (using PA catheter) + =+ From ‘wedge' pressure ++ + s i b | injecti of
i L . - - ! i accidental intra-arterial injection
Fick e i 4 Zrumrwbogc states, accidk
Indocyanine green 44 No o + o rigs)
e : s : : complications Infection -
Lichium FE i el T + : : i | embolus from
Respired gas " : - - of invasive Retrogtade embolisation (e.g. cerebral exmbolus | e
o : . : o i it or clot during flush - radial, bracnial ar
Mocified Fick + No L i arter_ltal pressure retfogﬁ:.de flowof ar o ng
Gl . | o il ¥ :
Inert gas rebreathing + Yes : fid b - monitorin: axillary lines)
Doppler (transesophageal) i Yes O Fsﬂtéﬂ?'"?"f)’s;“ -
Echocardiography - Yes . i /geﬂevenwst Lﬂdmme
Impedance cardiography 0 N + 4 Sl i ]
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Pulse contour analysis +  Yes(ITBY) e Damage to neighbon;ring st 88
Clinical assessmett 0  Yes & e (femoral approach)

Exsanguination from accidental disconnection



