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1. Determining the extent of  Coronary heart disease and 
previous interventions like CABG

2. Determining the severity and ability of  the disease, 
and

3. Reviewing medical therapy and noting any drugs 
that can increase the risk of  surgical bleeding or 
contraindicate a particular anesthetic technique.

Aim of  this study is to highlight the safety of  combined 
continuous low dose segmental epidural block and 
ilioinguinal nerve block for emergency obstructed inguinal 
hernia surgery in patients with Coronary heart disease and 
severe left ventricular dysfunction.

INTRODUCTION

Coronary heart disease is common comorbid factor present 
in elderly population which leads to high mortality during 
surgery.1,2 In patients with Coronary heart disease emergency 
surgery increases the risk of  surgery further. In patients 
with Coronary heart disease oral anticoagulants should be 
stopped 5days before surgery and INR should be less than 
1.5 on the day of  surgery, and low molecular heparin should 
be started after stoppage of  oral anticoagulants.

The preoperative management of  patients with Coronary 
heart disease is geared towards the following goals:

Case Report

 Abstract

We present a case of elderly woman aged 68 years with left obstructed inguinal hernia posted for emergency surgery with 
coronary heart disease and severe left ventricular dysfunction as co morbid factors. Coronary heart disease and severe left 
ventricular dysfunction are two most dangerous risk factors contributing to high morbidity and mortality during surgery. General 
anaesthesia in patients with coronary heart disease and severe left ventricular dysfunction results in high mortality during surgery. 
In order to avoid high morbidity and high mortality associated with general anaesthesia in patients with coronary heart disease 
and severe left ventricular dysfunction, we opted for emergency surgery under combined continuous low dose segmental epidural 
and ilioinguinal nerve block. This case highlights the advantage of continuous low dose segmental epidural and ilioinguinal 
nerve block over general anaesthesia in patients with coronary heart disease and severe left ventricular dysfunction. Combined 
continuous low dose segmental epidural and ilioinguinal nerve block provided good Intraoperative hemodynamic stability and 
postoperative analgesia.
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CASE REPORT

A 68 year old female patient weighing 64 kgs was admitted 
in our hospital with history of  pain and swelling in the left 
groin, vomiting, distension of  abdomen since 5 days and 
being treated outside and referred to our hospital since the 
patient is having high risk for the surgery as conservative 
treatment has failed to relieve the patient symptoms.

On examination the patient is diagnosed as having obstructed 
left inguinal hernia and posted for emergency surgery.

Patient referred to pre anaesthetic checkup for fi tness for 
surgery. History of  cardiac disease present since 5 years and 
is on irregular treatment. Palpitations, exertional dysponea 
grade 3 were present.

Treatment history of  Digoxin 0.25 mg O.D. 5 days a week, 
Tab. Enalapril 5 mg O.D., Tab. Atenolol 25 mg Bid, Tab. 
Clopidigril 75 mg OD was present.

Patient stopped Clopidigril since 5 days after starting of  
present complaints himself. Inj Enoxoparin 40 mg given 
Subcutaneously twice/day.

The patient was evaluated in the pre anaesthetic checkup 
for fi tness for surgery with investigations like complete 
blood picture, renal profi le, Prothrombin time, INR, chest 
X Ray, X ray Abdomen, ECG, 2 D Echo and Ultra sound 
abdomen. On investigations we found that the patient 
is suffering with coronary heart disease with severe left 
ventricular dysfunction.

Systemic examination revealed normal heart sounds, 
normal breath sounds and tenderness and guarding present 
over left lower abdomen and in left inguinal region.

ECG shows Atrial ectopics, poor R wave progression, Right 
ventricular hypertrophy and no acute ST segment changes 
present (Figure 1).

X ray chest PA view shows cardiomegaly and congestive 
heart failure (Figure 2).

2 D Echo shows RWMA, mild MR, mild TR, severe LV 
dysfunction with Ejection fraction of  25%.

Ultra sound abdomen revealed bowel loops in the left 
inguinal region suggesting left inguinal hernia.

Prothrombin time and INR were 15 seconds and 1.1 
respectively.

After obtaining high risk consent from patient and 
attendants in view of  old age, Coronary artery disease, 

severe left ventricular dysfunction we opted for emergency 
surgery under combined low dose segmental epidural and 
ilioinguinal nerve block.3-5

Patient shifted to the OT and pre medication of  
Ondansetron 4 mg, Midazolam 1mg IV given before 
epidural anaesthesia. In operating room NIBP is 
154/86 mmHg, Pulse rate 60/minute regular in rhythm, 
respiratory 16/minute, Spo2 97%.

100% Oxygen inhalation by face mask given. Multichannel 
monitoring6 of  SpO2, pulse rate, NIBP, 6 lead ECG, 
temperature started. Input and output chart maintained.

CVP was used as a guide to administer intravenous fl uids 
and was maintained around 10 cm of  H2o.volume overload 
was avoided as it could easily precipitate heart failure in 
such cases.

PROCEDURE

Patient in sitting posture under aseptic precautions low 
dose segmental epidural anaesthesia achieved by injecting 
4 ml of  2% Xylocaine at L3-L4 epidural space with loss of  
air resistance technique and hanging drop test.7 Epidural 
catheter passed and 2 ml of  2% Xylocaine given through 
epidural catheter. Effect adequate after 10 minutes of  
epidural anaesthesia and inguinal swelling decreased 
facilitating for ilioInguinal nerve block. Under aseptic 
precautions ilioInguinal nerve block.8-11 achieved with 
30 ml of  0.25% Bupivacaine. Effect adequate for surgical 
anaesthesia.

Maintenance fl uids of  500 ml Ringer lactate and 500 ml 
DNS are administered. After 15 minutes of  epidural and 
ilioInguinal block there was sudden fall of  blood pressure 
from 156/84 to 82/46 mmHg. This was managed by 
ephedrine administration. Haemodynamics were well 
maintained and Surgery lasted for 55 minutes (Figure 3).

After satisfactory recovery from anaesthesia patient shifted 
to post operative intensive care unit.

In post operative intensive care unit the patient was 
continuously monitored for SPO2, NIBP, pulse rate, 
temperature. ECG monitoring was continued for 48 hours.

Digoxin 0.25 mg O.D. 5days a week, Tab. Enalapril 5 mg 
O.D., Tab. Atenolol 25mg were continued in the post 
operative period. Post operative analgesia maintained with 
0.125% Bupivacaine 6 ml 4th hourly and Buprenorphine 
60 micro grams B.D epidurally for 48 hours. Epidural 
catheter was removed after 48 hours. Inj Enaxoparin stopped 
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after 72 hours of  surgery and Tab. Clopidigril 75 mg OD 
started. On 5th post operative day patient shifted to post 
operative ward and rest of  her hospital was uneventful.

DISCUSSION

The prime consideration in managing our case was to 
maintain hemodynamic stability during surgery and 
prevention of  ischemic attacks during surgery and in 
postoperative period. The case study shows the safety 
of  combined continuous low dose segmental epidural12 
and ilioinguinal nerve block in patients with coronary 
heart disease with severe left ventricular dysfunction in 
emergency surgery for obstructed inguinal hernia who have 
higher morbidity and mortality under general anaesthesia 
and spinal anaesthesia.13

Postoperatively patient have absolute pain free period 
for 48 hours provided by low dose 0.125% bupivacine 
administration through epidural catheter, which reduces 
the incidence of  ischemic attacks.

In patients with coronary heart disease with severe left 
ventricular dysfunction who were given general and spinal 
anaesthesia required more prolonged I.C.U stay when 
compared to combined continuous low dose segmental 
epidural and inguinal nerve block.

We used incremental low volumes of  Xylocaine as 
incremental low volumes has higher cardiovascular stability 
when compared to single higher volume administration, 
lower systemic toxicity in case of  subarachnoid spread. 
Incremental low volume administration of  Xylocaine 
has lesser incidence of  sudden onset of  hypotension 
and bradycardia which is detrimental in patients with 
coronary heart disease with severe left ventricular 
dysfunction.

Low concentration of  0.25% bupivacine is used for 
inguinal nerve block14 because of  low cardiac toxicity, 
low systemic toxicity in case of  inadvertent intravascular 
spread. Use of  higher volume and low concentration of  
drug has more successful rate of  inguinal nerve block than 
low volume higher concentration of  drug.

CONCLUSION

Combined continuous low dose segmental epidural and 
inguinal nerve block is a safe anaesthesia technique for 
high risk coronary heart disease patients with severe left 
ventricular dysfunction undergoing elective and emergency 
inguinal hernia surgeries.
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