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Predictive Value of Inferior Vena Cava Ultrasound for Propofol — induced Hypotension in Patients Undergoing Colonoscopy Duan Fenyu,
Zhang Xiaobao, Cheng Zhi, et al. Department of Anesthesiology, the Affiliated Lianyungang Hospital of Xuzhou Medical University, Jiang-
su 222000, China

Abstract Objective To evaluate the predictive value of inferior vena cava (IVC) ultrasound for propofol — induced hypotension
(PIH) in patients undergoing colonoscopy. Methods Forty — seven patients undergoing colonoscopy from July to December 2019 were
enrolled. According to the occurrence of PIH, the patients were divided into two groups: PIH group ( group P, n =25) and non PIH group
(group W, n =22). Before propofol induction, the IVC maximum and minimum diameters ( dIVCmax, dIVCmin) were measured by tran-
sthoracic echocardiography, and the IVC — CI was calculated. Results The dIVC,, and dIVC , of patients who developed hypotension
were smaller and the IVC — CI was larger compared to those who did not develop hypotension (P <0.05). The area under the curve
(AUC) for IVC — CI was 0.93 +£0.04 (95% CI.0.853 -0.998). The AUC for dIVCmin was 0. 885 +0.056 (95% CI. 0.776 -
0.995), and the AUC for dIVCmax was 0.785 +0.071 (95% CI: 0.647 -0.924). The best cut — off value of IVC - CI for predicting
PIH was 31.9% , with a sensitivity of 80.0% and a specificity of 90.9% . The best cut — off value of dIVCmax was 1.645¢m, and the
best cut — off value of dIVCmin was 1. 145¢cm. Conclusion Preoperative ultrasound I1VC measurement has certain predictive value for the
occurrence of propofol — induced hypotension during colonoscopy, of which IVC - CI is more predictive than dIVCmax and dIVCmin.
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