
	  
 
	  
	  
	  
	  
Anesthetic Pearls:    Anesthetic Implications and Management of Transcutaneous / Esophageal Pacing 
 
Transcutaneous Caridac Pacing 

This term is synonymous with transthoracic or external pacing.  Transcutaneous pacing results in a 
hemodynamic picture similar to that of transvenous pacing either via simultaneous atrial and 
ventricular contraction or with retrograde ventriculoatrial conduction.  Transcutaneous pacing may 
cause minor discomfort from electrical stimulation and pectoralis muscle contraction.  Age, body 
habitus, and cardiac drug therapy seem to not to affect the threshold; however, air trapped in the 
pleural and mediastinal spaces after thoracic surgical procedures elevate the capture threshold.  The 
capture threshold is also potentially elevated in patients who have emphysema, pericardial effusion, 
or those require positive-pressure ventilation. 
Transcutaneous pacing initiation begins with positioning the negative electrode in the V-3 location 
and the positive electrode just to the left of the spine at the lower aspect of the scapula.  During a 
cardiac arrest, the pulse duration is usually set to 20 - 40 msec and the capture threshold ranges from 
40 - 120 mAmp.  The patient is then begun pacing in the asynchronous mode.  Simultaneous chest 
compressions may be performed over the anterior chest electrode.  Transcutaneous pacing is the first 
therapeutic choice for emergencies such as pulseless heart block, pulseless electrical activity (PEA), 
and asystole. 

 
Esophageal Cardiac Pacing 

The esophagus lies in close proximity to the left atrium allowing ease of esophageal atrial pacing.  It 
is useful for termination of supraventricular arrhythmias, ventricular arrhythmias associated with 
bradycardia, and over-pacing of sinus bradycardia.  To position the esophageal electrodes in a 
normal sized adult, advance the probe approximately 35 cm from the teeth and manipulate the pacer 
tip position until the atrial electrogram reveals the largest deflection (largest “P” wave deflection).  
The lowest pacing threshold should be located within 3 cm of this point.  The incidence of atrial 
capture should approach 100% with a threshold of 8 to 14 mAmp.  Esophageal ventricular pacing is 
not as easy or reliable as atrial pacing.  The esophageal probe is inserted to approximately 40 cm 
from the teeth and the output increased to 80 mAmp. 
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