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ABSTRACT
It is challenging for an Anaesthesiologist to provide correct anaesthesia technique to a patient with Mitral Stenosis posted
for Emergency LSCS. In the presence of maternal heart disease, the circulatory changes of pregnancy may result in
exacerbation of the hemodynamic changes leading to maternal and fetal morbididty and mortality. We report the successful
anaesthetic management with graded epidural technique which minimises the hemodyanamic perturbations. Successful
management requires proper perioperative monitoring and thorough knowledge of the valvular heart disease.
Keywords: LSCS, Mitral Stenosis.

INTRODUCTION
Cardiovascular diseases complicate 1% - 3% of all
pregnancies, responsible for 10% - 15% of maternal
mortality.[1] Rheumatic heart disease is the most
common cardiac disease complicating pregnancy in
developing countries.
In pregnancies with heart disease, circulatory
changes result in exacerbation of the hemodynamic
perturbations due to complex cardiac valvular
lesions, leading to maternal and foetal morbidity and
mortality.[2] With advance anaesthetic care, the death
rate of pregnant women with heart disease is lower
in mitral stenosis compared with other congenital
heart diseases like Eisenmenger’s syndrome,
pulmonary vascular obstructive disease and
Marfan’s syndrome with aortopathy.[3] Although
mitral stenosis is often associated with mitral
regurgitation, morbidity is usually related to mitral
stenosis.[4] We report the successful anaesthetic
management of a parturient suffering from
Rheumatic Heart Disease with severe MS with
mitral regurgitation under graded epidural
anaesthesia.

CASE REPORT
A 28 years old primigravida of 37 weeks gestation
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with cephalo-pelvic-disproportion (CPD) was
diagnosed with Rheumatic Heart Disease 3 months
back, admitted in the emergency unit with labour
pains. Patient gave H/o an episode of fever with
chills, cough, breathlessness (NYHA grade III),
orthopnoea, polyarthralgia at 6 months gestation &
was diagnosed with RHD. There were no similar
features in the childhood. Cardiologist prescribed the
patient on Tab. Torsemide 10mg and T.
Spironolactone 50mg OD, Tab. Metoprolol 50mg
OD, inj. Benzathine Penicillin 1.2million IU IM
4thweekly.
On Preanaesthetic evaluation, Pulse Rate was
90bpm, Blood Pressure was 120/70 mmHg and
SpO2 was100% at room air but JVP was not raised.
On cardiovascular Examinaton, S1, S2 heared with
loud P2, Mid-diastolic murmur (grade 2) heared best
in the left lateral position. Other systemic
examination was normal. Biochemical &
Haematological investigations were within normal
limits. Electrocardiogram showed sinus tachycardia
and P pulmonale. 3 months old 2D-Echo showed
RHD, EF = 57%, severe mitral stenosis (MVOA
1.2sq.cm), severe MR, severe pulmonary
hypertension, PASP 74mmHg). There was no fetal
distress and NST was reactive.
Patient planned for emergency LSCS.Urinary
catheterisation was done. A wide bore 16G
i.v.cannula secured & RL started @ 10ml/kg. Inj.
Metoclopromide 10mg & Inj. Ranitidine 50mg were
slowly administered. Informed written consent was
taken and patient and relatives were explained about
the severity of the disease and the risks associated.
Case was accepted uder ASA class III(E). Standard
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monitors (5-parameter ECG with ST segment
monitoring, NIBP, Pulse oximetry) were connected.
Epidural Block was performed using 16G Tuohy
needles, epidural catheterisation done at L2-3 with
patient in the sitting position. Patient turned supine,
wedge placed below right flank & oxygen via facemask at 6lt/min. was initiated. 15cc local anaesthetic
(10cc 2% plain lignocaine + 5cc 0.5% Bupivacaine)
inj. Epidurally via catheter in incremental doses
(3+5+5+2) was given after negative aspiration of
CSF/blood. Height of block achieved was T6.
Intraoperatively, PR was maintained between 80 to
110 bpm with BP between 110-130/60-80 mmHg,
SpO2 = 98-100%, RR = 12-26/min. A single live,
term female baby weighing 2.52kg delivered & cried
immediately after birth. 5 IU oxytocin slow i.v.
bolus & 15 IU oxytocin slow iv infusion was given;
Uterus was well-contracted & abdomen was closed.
Postoperatively, patient was shifted to ICU for the
observation with maintenance of iv fluids at the rate
of 50ml/hr & Epidural analgesia with 0.125%
Levobupivacaine + 2 mcg/ml fentanyl at the rate of
4ml/hr
supplemented.
Patient
was
haemodynamically stable & rest of the Hospital stay
was uneventeful.

DISCUSSION
The goals for the anaesthetic management of patients
with mitral stenosis are: (1) Avoid tachyarrythmias
and prompt treatment if develops and maintain sinus
rythm (2) avoid aortocaval compression, (3)
maintain adequate preload and avoid decrease in
SVR and (4) prevention of pain, hypoxaemia,
hypercarbia and acidosis, which may further increase
pulmonary vascular resistance
The choice of anaesthetic technique in this case was
a challenge. It should be individualized based on the
extent of disease, technique. Spinal anaesthesia may
result in a sudden decrease in SVR, CO &
haemodynamic collapse and is thus not
recommended.[5] General Anaesthesia causes stress
response during laryngoscopy and tracheal
intubation resulting in increase in pulmonary artery
pressure,[6] adverse effects of IPPV on venous
return,[7] use of volatile anaesthetics causing
vasodilatation and use of nitrous oxide furthur
increases pulmonary vascular resistance which has
deleterious effects.
Hence, keeping all the pros & cons in our mind, we
opted for epidural anaesthesia in a graded manner
using small fractionated doses of local anaesthetic to
ensure a gradual onset of block and minimize
haemodynamic changes resulting from sympathetic
autonomic blockade as neuraxial blockade in the
form of graded epidural anesthesia allows a gradual
onset of block with avoidance of hypotension by
intermittent fluid bolus and judicious use of
vasopressors.[8,9] Hypotension if occurs is treated
with cautious boluses of crystalloid solution and
pure vasoconstrictors like Phenylephrine.

Invasive cardiovascular monitoring is must in a
patient with severe cardiac disease as these patients
are at a great risk of haemodynamic stress due to
autotransfusion of blood from the uterus which can
cause pulmonary hypertension, pulmonary oedema
and cardiac failure.[10] But we couldn,t use as it was
an emergency procedure & the patient couldn’t
financially afford the same.
Immediately after the delievery SVR and CO
increases, which is very critical for the patient with
pulmonary hypertension, so we kept the patient in
intensive care unit for 2 days for post op monitoring.

CONCLUSION
Successful management depends upon the proper
preoperative assessment of the patient, plan of
anesthesia and intraop monitoring. Thorough
understanding of the haemodyanamic changes and
the use of graded epidural in parturients with severe
MS is safe for both the mother and the baby and thus
results in decrease morbidity and mortality.
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