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To the Editor:

We report the anesthetic management of a patient with

autoimmune limbic encephalitis scheduled for endovascu-

lar aortic aneurysm repair surgery. This rare disorder is

usually paraneoplastic and is characterized by memory

impairment, seizures, psychiatric symptoms, autonomic

derangement, involuntary movements, and cognitive dys-

function [1]. It is also usually characterized by the presence

of antibodies against various antigens, including those

against N-methyl-D-aspartate (NMDA) receptors [1, 2].

Therapy consists of immunosuppressants in combination

with the management of seizures and psychiatric symptoms.

Our patient was a 66-year-old man, American Society of

Anesthesiologists stage III. His medications included pred-

nisolone, valproate, bromazepam and mirtazapine. General

anesthesia was induced with midazolam, propofol, fentanyl

and rocuronium and was maintained with propofol and rem-

ifentanil infusions. Blood pressure and Bispectral Index levels

showed significant intraoperative variability, with a relative

resistance to propofol infusion (Electronic Supplementary

Material 1). Sugammadex 2 mg kg-1 was administered at the

end of surgery, and the patient was successfully extubated,

with no signs of neurological or cognitive disturbances.

The interaction of the disease with anesthetic agents and

perioperative stress is unknown. Agents that interfere with

NMDA receptors should be avoided due to the possibility

of symptom exacerbation [2]. Propofol is considered to be

the safer option [2] because of its gamma-aminobutyric

acid (GABA)-mediated mode of action. We selected rem-

ifentanil and rocuronium/sugammadex to avoid any resid-

ual postoperative action. Autonomic dysregulation is an

expected feature of the disease, and caution is required to

avoid dysrhythmias and blood pressure fluctuations. Our

case illustrates that immunosuppression issues as well as

anticonvulsant therapy also interfere with anesthetic man-

agement and require special consideration.
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