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Case Report
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Abstract

ASD one of the most common acyanotic congenitatthgigease in women of child bearing age and pregpait
accounts for about 10% of all congenital heartadise During pregnancy ASD is usually well tolerat®donchial
asthma can complicate 1-7% of pregnancies. Uncltedrasthma may produce serious maternal anddetaplications
like PAH, fetal hypoxemia. These patients are atersid to have high risk for anaesthesia due teased perioperative
cardiovascular and pulmonary complications. Duidmgesthesia our objectives are to avoid hypotensigmoxemia,
reversal of shunt and fluid overload.

Here we report the successful management of argartuvith ASD, mild PAH with bronchial asthma pedtfor
emergency caesarean section, managed under siimaichblock.

Key words: Atrial septal defect (ASD), Bronchial asthma, fahary arterial hypertension (PAH), Lower segment
caesarean section (LSCS).

I ntroduction

The prevalence of cardiac diseases during pregriancy  should be well controlled.
about 0.4-1.4% [1,2], with ASD being most common
among these. ASD is a left to right type of cardibant
which may cause PAJB] (pressure > 35mmhg). Mild
to moderate ASD is usually well tolerated during
pregnancy. These patients may be benefitted by 2.
supplemental oxygen given through face mask
throughout the procedure, which may decrease the 3
chances of them developing hypoxia caused by ralvers
of shunt due to elevation of pulmonary vascular
resistance.Bronchial asthma is also commonly seen to
complicate pregnancy [4Fetal oxygenation is affected
more by maternal alkalosis than by hypoxemia, which
can occur during uncontrolled asthma, thus asthma

The anaesthetic goals here are:

1. To prevent hypoxia, acidosis, hypercapnia and
profound hypotension [5].

To prevent air embolism, by avoiding accidental
injection of air intravenously.

To avoid the drugs which cause bronchospasam.
Here we are reporting a case of pregnancy with
ASD with mild PAH with Bronchial asthma, which
was successfully managed with subarachnoid
block.
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A 22yrs 3¢ gravida parturient with previous two
spontaneous abortions, presented to us at 37 vedeks
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pregnancy for emergency caesarean section in veiw o
failure to progress and decreased fetal movem8&his.
gave a history of palpitations and breathlessness
(NYHA-II), since eighth month of gestation, swedjiof

legs since 1 month and history of bronchial asthma
since 6 years for which she was on rotahaler
(budesonide). Last episode was two weeks back, her
exercise tolerance was good. No other significant
positive history. On general physical examination
bilateral pitting edema was noted, pulse rate was
86b/min regular good volume, RR was 20cycles/min,
BP was 130/80mmhg, spavas 90-92% in room air. .
On systemic examination, B/L fine crepitations were
heard in basal lung fields and a systolic murmus wa
heard in tricuspid area with loud second heart doun
Her airway examination revealed adequate neck
extension, with mallampatti grade 3, and adequate
mouth opening. Her Echocardiography which was done
in 8" month of pregnancy revealed 20mm ostium
secundum ASD with grade one tricuspid regurgitation
with mild PAH (35mmhg) dilated right atrium and itg
ventricle and ejection fraction of 70%, She wasisey

to get transesophageal echo after delivery. The ECG
showed sinus rhythm with right axis deviation. Biatti
was nil by mouth since 4 hours.

Procedure was explained to patient and consent was
taken. Our plan of anesthesia was in favour of
subarachnoid block,over general anaesthesia., As it
minimizes the exposure of fetus to adverse effetts
general anaesthetics, avoid medling of maternealagir
and also patient had stable vitals. Prophylaxis girgsn
with IV 50mg Ranitidine and 4mg Ondensetron.
Budecortisone nebulisation was given. Patient was
shifted to OT and Standard monitors connected. IV
Ringer lactate was started with 18G canula, IV 2gm
Ampicillin  was given. Under aseptic precautions
subarachnoid block was given with Inj-Bupivacaine
0.5% heavy 1.4ml + Inj-fentanyl 0.4ml. Maternal
oxygenation was ensured with 5L of, Qhrough
facemask through out the procedure. Adequate level
anaesthesia was obtained till T6. All vital paraaret
were monitored intraoperatively. Patient was givén
Oxytocine 10 units in a drip, after the baby oftlbir
weight 2.8kgs was delivered. Patient was
heamodynamically stable throughout the procedude an
postoperative period was uneventful.

Discussion

ASD is the most common congenital lesion of child
bearing age in women, which is usually well toledat
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in pregnancy, but there is increased risk of LVE/]6
Anatomically ASD classified into Sinus venosus,
ostium primum and ostium secundum types out of
which secundum (formed in the region of fossa aYyali
type accounts for about 70% of cases. The sizdef t
defect and the relative compliance of ventricles
determine the direction and magnitude of shunt.llSma
defect < 0.5 cm has no heamodynamic sequelaenbut i
a shunt of about 2cm diameter, it is likely thad thft
atrial blood is shunted to right atrium along thessure
gradient, resulting in increased pulmonary bloaml
When the pulmonary blood flow is 1.5 times the
systemic blood flow it leads to right ventricular
dysfunction and irreversible PAH [8, 9]. ASD in
pregnancy is of special concern because pulmonary
hypertension in pregnant women carries high maytali
and death regardless of severity of the disease.
Following delivery, fluid from interstitial spaces i
suddenly shifted to maternal circulation, incregsin
preload significantly and further increasing PAH.[9
This results in highest risk of PAH during first @i@ys

of post-partum period. Bronchial asthma affects%4-8
of all pregnant women and it tends to worsen duhg

to 8" month of pregnancy. Exposure to fetal antigens
leading to alterations in immune functions may
predispose some pregnant asthmatic women to
worsening of asthma. In such cases inhaled
corticosteroids like budesonide are recommende{l [10
15-methyl PGF2- alpha and methylergonovine which
cause bronchospasm, are better avoided intra-
operatively. In this patient goal of management ¥eas
avoid increase in pulmonary vascular resiastartoe, t
maintainence of systemic vascular resistance, avoid
decrease in venous return [11,12] and avoid infecti
endocarditis by giving prophylactic antibiotics whe
cardiac valvular abnormality is present along vABD.
General anaesthesia for LSCS has the disadvantdges
maternal myocardial depression, neonatal depression
sudden  cardiovascular collapse and airway
manipulation. If preload and after load are maired
regional blocks can be given.

Considering all the above factors we preferred apin
anaesthesia and the case was managed successfully
without affecting heamodynamic stability.

Conclusion

Successful outcome was experienced by the use of
subarachnoid block in this case. However no definit
conclusion can be drawn from a single case and one
should tailor the anaesthesia technique to avaigase
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in PVR, decrease in SVR, hypotension and hypoxia
with meticulous intraoperative and postoperative
monitoring. It is demonstrated that in selectedesas
caesarean section can be performed under subardchno
block in patient with ASD and bronchial asthma.
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