
 

Birmingham Anaesthetic Intra-Operative Management 

 

1. An octreotide infusion should run throughout the procedure. 

2. Avoid unsafe drugs, see safe drugs below: 

 

3. In symptomatic patients, an additional top up of octreotide should be 

considered before induction of anaesthesia. 

4. Use phenylephrine as vasopressor (not metaraminol, metaraminol is an 

indirect acting sympathomimetic drug which can result in hypotension via 

stimulating release of noradrenaline and bradykinin). 

 

 

1st line inotropes + Vasoconstrictors: 
Phenylephrine 10mg/50ml 5% dextrose or 

saline dose range  

Vasopression (max 6ml/hr) 

Enoximone (max loading dose 0.25mg/kg) 

2nd line inotropes + 

Vasoconstrictors:  
Noradenaline caution 

Adrenaline with caution (see below) 

 

5. Ensure a test dose is given before starting the infusion for adrenaline: 4mcg/ml 

(1ml from 2mg in 50ml diluted in 10ml). The cautious use of adrenaline is 

considered safe in presence of myocardial dysfunction, provided a test dose 

(4mcg) does not display severe persisting hypotension and octreotide is used 

in conjunction. 

6. It is best to avoid noradrenaline as it activates kallikrein that releases 

bradykinin which can cause severe hypotension. 

  

Standard induction 

drugs 

Standard 

infusions 

Safe drugs Unsafe Drugs
 

Consider alternative 

where possible 

Phenylephrine 

Ondansetron 

Fentanyl 

Etomidate 

Midazolam  

Propofol 

Rocurinium  

Pancuronium 

Octreotide infusion 

(50-100mcg/ml) 

consider bolus pre-

induction 

NO 

METARAMINOL 

Octreotide 

100mcg/ml 

typically 50-

150mcg/hr, but 

may require up 

to 300mcg/hr
 (2)

 

 

Phenylephrine 

Alfentanil 

Fentanyl 

Propofol 

Aprotonin 

Vasopressin max 

6ml/hr 

Alfentanil  

All inhalation 

agents  

Etomidate 

Cis-atarcurium 

Fentanyl 

Midazolam 

Propofol 

Remifentanil 

Rocuronium 

Vecuronium 

 

 

 

Histamine releasing 

drugs 

Atracurium 

Mivacurium 

Morphine 

Tramadol 

Sympathomimetics  

Metaraminol  

Adrenaline 

Noradrenaline 

Dopamine 

Isoprenaline 

 

Suxamethonium 

Thiopental 



 

Carcinoid Crisis- Should Be Managed on an Intensive Care Unit 

 

Carcinoid crisis is primarily treated with intravascular volume expansion, octreotide 

boluses and escalation of octreotide infusion. 

 

Octreotide infusion: 

- If not on octreotide start octreotide infusion at 100mcg/hour. If already on 

octreotide, the dose should be increased. The infusion rate can be escalated up to 

300mcg/hour in 50-100mcg increments.  

- An octreotide infusion must be used if starting inotropes  

If the patient continues to be unstable (↓BP, ↑HR, flushing), consider octreotide 

boluses 50-200mcg, diluted to 5ml of 0.9% normal saline. These bolus doses can 

be repeated every 5-10minutes. 

 

Other medication that can help in severe cases (use intravenous injection) 

- H1 receptor blockers (loratadine) and H2 blockers (ranitidine) may be required.  

- Corticosteroids (e.g. hydrocortisone 50mg IV QDS) 

- Ondansetron (antiemetic) - occasionally controls flushing and diarrhoea  

- Chlorphenamine (10mg IV) 

- Magnesium sulphate/GTN/ sodium nitroprusside (SNP) with ↑BP (caution, the 

precipitous drop in BP promotes endogenous catecholamine secretion) 

 

Specific symptoms 

Bronchospasm Increase octreotide infusion rate, steroids, ipratropium bromide 

nebuliser. Use β-agonists and theophylline with caution, can 

precipitate mediator release with deterioration in symptoms 

Persistent flushing Indicates increased requirement of octreotide infusion 

Hyperglycaemia Monitoring blood glucose is advisable in patients with known 

diabetes or those requiring high dose octreotide. May require 

temporary IV insulin. 

Hypertension Octreotide + fentanyl.  (Hypertensive crisis can be treated with 

boluses of Octreotide, SNP and GTN) 

Hypotension Octreotide + Fluid + Trendelenberg position (caution if 

epidural) 

 


