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The patient arrived in the EP lab from CV-ICU alert and oriented
with a right IJ and right radial arterial line. Patient was
hemodynamically stable on norepinephrine 2 mcg/min with an
initial BP of 102/63. ASA standard monitors were applied, timeout
was performed, and induction of anesthesia was performed with a
40 mg bolus of propofol. A propofol infusion was then started at 70
mcg/kg/min. Procedure is moving along with the patient
maintaining pacing through the epicardial leads placed overnight.
The cardiologist requests alternation of pacing between anesthesia
epicardial leads and the vendor-controlled transvenous leads. After
three or four alternations of pacing, the epicardial leads fail to
capture. Output is increased without success. The arterial line
flatlines. The vendor then attempts to reclaim pacing through
transvenous pacing, which is unsuccessful. The propofol infusion is
turned off as troubleshooting the pacing box attached to the
epicardial leads is performed. Sporadic capture is achieved through
transvenous leads supported by sporadic arterial line waveforms
indicating perfusion. Output is then maximized on both epicardial
and transvenous pacing and full capture was retained after two
minutes since initial failure to capture. Epinephrine was briefly
considered until sporadic capture. Once the situation was stabilized,
propofol infusion was restarted at a decreased dose of 50
mcg/kg/min. The rest of the procedure continued without
incidence. Patient was woken up in the EP lab and returned to CV-
ICU in stable condition.

Guidelines for treatment of Asystole
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Long Term Etiologies of Pacemaker Failure to Capture
Lead fracture
Fibrosis/inflammation
Cardiomyopathy
Exit block
Electrolyte imbalances

Short Term Etiologies of Pacemaker Failure to Capture
Lead Dislodgement or malposition
Premature lead failure
Premature battery depletion
Programming errors with suboptimal output

Failure to capture as evident by pacing spikes without p-wave, QRS, 
and/or T waves.
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Introduction

Learning Objectives

 Describe anesthetic management of pacemaker implantation

Discuss common etiologies of failure to capture

Outline the treatment options for asystole

A 58-year-old female, ASA 4 inpatient presented for a pacemaker
implantation due to a complete heart block following a cardiac
myomectomy the previous day. The initial surgery was successful;
however, she went into a complete heart block overnight. She was
transported from the Cardiovascular Intensive Care Unit with
epicardial pacemaker leads to the EP lab for the procedure. She
denied any previous medical history or drug allergies.

Background 

Cardiac myomectomy or ventricular septal myectomy is the
primary therapeutic option for patients with obstructive
hypertrophic cardiomyopathy.
 Patient denies any previous medical history but was 
experiencing fatigue and shortness of breath prior to initial 
diagnoses. 
 Fewer than 1% of patients develop a complete heart block
following septal myomectomy with a normal preoperative
conduction. That rate rises to 35% with preoperative right bundle
branch block (Ward and Dearani 2023).
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