Pulmonary Hypertension: newer concept and peri-operative implications
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Pulmonary hypertension affect about 1% of the population. Elderly people are more commonly affected and up to 10% of people of age more than 65 years may have pulmonary hypertension. Pulmonary hypertension was  traditionally defined as mean pulmonary arterial pressure (mPAP) greater than or equal to 25 mm Hg at rest or greater than 30 mm Hg during exercise at right heart catheterization [3]. In 2018, at 6th New World Symposium in Nice, France , a newer definition was adopted  and Pulmonary hypertension is now defined as a mean pulmonary arterial pulmonary pressure ≥20 mm Hg at rest and pulmonary vascular resistance ≥3 Wood Units (WU) at right heart catheterization. Based on etiology and psychophysiology, PH is classified into 5 groups. Group 1, also known as pulmonary arterial hypertension (PAH), is relatively rare but has a worse prognosis. Group 2 is due to left heart disease and is most common, accounting for two third of all cases of pulmonary hypertension. Surgery in patient with PH are associated with significantly higher risks (2% - 18% mortality in patients with PH for elective surgeries and 15-50% for emergency surgery) of peri-operative morbidity and mortality. Pre-operative assessment to determine the severity of pulmonary hypertension and optimization the patient condition is essential to decrease peri-operative morbidity and mortality. Peri-operative monitoring of hemodynamic parameters using appropriate- invasive and invasive modalities for early detection and timely management is the key to a better outcome. The goal of anesthesia is to avoid increases in pulmonary vascular resistance and decreases in systemic vascular resistance. Hypoxia, hypercarbia, hypothermia, and excessive sympathetic stimulation can cause the precipitation of pulmonary hypertension crisis and should be avoided. Post-operative monitoring in an appropriate setting is of paramount importance as most perioperative complications and death occur in the first 48-72 hours.
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