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I DIAGNOSIS vs. ASSOCIATED PROBLEMS

Signs of MH: Sudden/Unexpected Cardiac

« Increasing ETC02 Arrest in Young Patients:
« Trunk or total body rigidity « Presume hyperkalemia and initiate treatment

« Masseter spasm or trismus (see #6)
« Tachycardia/tachypnea « Measure CK, myoglobin, ABGs, until
normalized

« Mixed Respiratory and
Metabolic Acidosis

« Increased temperature (may
be late sign)

« Myoglobinuria

I ACUTE PHASE TREATMENT

« Consider dantrolene

« Usually secondary to occult myopathy (e.g.,
muscular dystrophy)

« Resuscitation may be difficult and prolonge

sly. Stop cooling
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Trismus or Massete: h Sur :0line
« Early sign of MH in many patic!

« If limb muscle rigidity, begin treatr lene

« For emergent procedures, continue witri Jgering agents,

evaluata and monitor the patient, and consiccr dantrolene
.| ine myoglobir
« Ched! lvand 2
normal. ¢
id intake ait
e in PACU oi |

ars.
itervals until returning to
lored urine. If present, liberalize
Jn
«east 12 hours

@ Hyperkalemia —Treat with hyperventilation,
bicarbonate, glucose/insulin, calcium.

« Bicarbonate 1-2 mEq/kg IV.

« For pediatric, 0.1 units insulin/kg and 1 ml/kg 50%
glucose or for adult, 10 units reqular insulin [V and
50 ml 50% glucose.

« Calcium chloride 10 mg/kg or calcium gluconate
10-50 mg/kg for life-threatening hyperkalemia.

« Check glucose levels hourly.
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@ Follow ETCO, electrolytes, blood gases, CK, core

@ GETHELP. GET DANTROLENE - Notify « Each 20 mg botuc
Surgeon isotonicity. The pH o1 ¢
« Discontinue volatile agents and succinylcholine.
« Hyperventilate with 100% oxygen at flows of 10 €)) Bic: ‘metabolic
L/min. or more. e 1-2 alues are no
+ Halt the procedure as soon as possible; if emer- avaiie
gent, continue with non-triggering anesthetic
technique. N 7N Cool the [0 with o
. 233 t(g/za;':;(t;rrlr)l:ni anging the circle system vag ady cavite:, stomach,
: b ‘ice to surface.
e cod
@ Dantrolene 2.5 mg/kg rapidly IV
through large-bore 1V, if possible 33°C o J o prevent
To convert kg to Ibs for amount of dantrolene, givej
i . 1ma/lb).
patients 1 mg/Ib (2.5 mg/kg appro maq/Ib) © Dysthy: ; usually respond to

+ Dissolve the 20 mg in each v/

1ont of acidosi ia.
ml sterile, preservative-fi of acidosis and hyperkalemia

4 drug therapy except calcium

drift temperature, urine output and color, coagulation
studies. If CK and/or K+ rise more than transiently or
urine output falls to less than 0.5 ml/kg/hr, induce

treat- diuresis to >1 ml/kg/hr and give bicarbonate to

alkalanize urine to prevent myoglobinuria-induced
renal failure. (See D below)

Prewarming (not 10 exceeq 2 steric block hich v blood ‘ lvei |
water may expidite solublizat. rolene : : ockers Wd'.‘ ma ca.useh enous blood gas (e.g., femoral vein) values may
However, to date, there is no evi o ypeikalemia or cardiac arrest in the document hypermetabolism better than arterial
warming improves clinical outcom resence of dantrolene. values.
« Repeat until <i011¢ of MH are reverse « Central venous or PA monitoring as needed and
- Sometin .n 10 mg/kg {up to record minute ventilation.
mg/! iy + Place Foley catheter and monitor urine output.
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(A R oratleast 24 ) Follow urine myoglobin and institute therapy to prevent myoglobin precipitation in renal tubules and the ;l;erbume’ NY 13460-1069
hours, Lescence. subsequent development of Acute Renal Failure. CK levels above 10,000 IU/L is a presumptive sign of rhabdomy- 1_8‘(’)'(;?986_ 087
() Dantroic: J/kg 4 4-6 hours or 0.25 olysis and myoglobinuria. Follow standard intensive care therapy for acute rhabdomyolysis and myoglobinuria (607-674-7901)
mg/kg/hr by infusion for at leas (urine output >2 ml/kg/hr by hydration and diuretics along with alkalinization of urine with Na-bicarbonate Fax
Further doses may be indicat infusion with careful attention to both urine and serum pH values). 607-674-7910
@ Follow vitals and labs - 3 Counsel the patient and family regarding MH and further precautions; refer them to MHAUS. Fill out and send Email
- Frequent ABG as per clinical sig: in the Adverse Metabolic Reaction to Anesthesia (AMRA) form (www.mhreg.org) and send a letter to the patient info@mhaus.org Dedicated to
« (K every 8-12 hours; less often as the values and her/his physician. Refer patient to the nearest Biopsy Center for follow-up. Website Patient Safety

trend downward

CAUTION:

www.mhaus.org

This protocol may not apply to all patients; alter for specific needs.



