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CAsE REPORT

Case of Carcinoma Oesophagus with Hypertension and Ischaemic Heart
Disease for Esophagectomy: Anaesthesia management
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ABSTRACT

Patients with a carcinoma presents with poor nutrition and comes with major
morbidity (65%) and 30 day mortality rate of 4%. Needs multimodal treatment and
work up with a multi-disciplinary team with Enhanced Recovery after Surgery
(ERAS) protocols.

Our patient, 70 year old male had Hypertension, Ischaemic heart disease and
Psoriasis on treatment. His preoperative investigations showed Hb of 7.8 gm%,
albumin 2.9¢g/dl; Echo showed Mild MVP, Grade 2 AR, PASP of 25mm Hg, LV
diastolic dysfunction. Others were within normal limits.

Epidural was secured at T9-T10 and GA given. A left sided double lumen tube
(35 Fr) was introduced and fixed after confirmation of isolating each lung, patient
had hypertension treated with Inj NTG tapered later. Epidural was activated with
8 ml of 0.25 mg Bupivacaine. During mediastinal manipulation, patient went into
bradycardia and hypotension; transiently surgery was stopped and IV fluids were
given and it settled. Total Blood Loss was 500ml and Replaced with one packed
RBC. 1V fluids RL, NS were given. Haemodynamics were stable later. After surgery
he was extubated and sent to ICU for monitoring. Role of Anaesthesiologists in
the perioperative period is very important for preparation, planning, conduct of
Anaesthesia, one lung ventilation and for a better outcome.
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INTRODUCTION

Oesophageal carcinoma presents with
patient in poor nutrition and comes with
major morbidity (65%) and 30 day mortality
rate of 4%.? Needs multimodal treatment
and work up with a multi-disciplinary team
with Enhanced Recovery after Surgery
(ERAS) protocols.® Patients can be geriatric
with comorbidities, which should be optimised
for a better outcome.

CASE REPORT

Our patient was a 70 year old male
weighing 60 kgs with gross weight loss,
unable to swallow. Had undergone 4 cycle’s
of chemotherapy. Known case of Hypertension
and Ischaemic heart disease on treatment.
Also known case of Psoriasis on treatment.
Previously operated for Lap cholecystectomy
and Inguinal hernia. He was on Inj docetaxel,
Inj Oxaliplatin, Tab clopitorva, Tab Nicorandil,
Tab Dytor Plus.

His preoperative investigations showed Hb
of 7.8 gm%, albumin 2.9¢/dl; Echo showed
Mild MVP, Grade 2 AR, PASP of 25mm Hg,
LV diastolic dysfunction. Others were within
normal limits.

Premedicated with Tab Rantac 75 mg 2hrs
before surgery, Epidural was secured at T9-
T10; Inj Glycopyrolate 0.2 mg, Inj midazolam
1mg IV and Preoxygenated and Induced with
Inj Propofol 100mg, Inj Fentanyl 100mcg,
Inj Loxicard 60 mg and Inj Suxamethonium
100mg for Intubation. A left sided double
lumen tube (35 Fr) was introduced and fixed
after confirmation of isolating each lung.
Maintained with O2, N20O, Isoflurane and
Vecuronium. Intraoperatively-HR, NIBP, SPo2,
ECG, Temperature, TOF were monitored along
with Urine output.

The surgeon decided to go with Abdominal
and Neck approach and patient had
hypertension treated with Inj NTG tapered later
once blood pressure was controlled. Epidural
was activated with 8 ml of 0.25 mg Bupivacaine.
During mediastinal manipulation, patient went
into bradycardia and hypotension; transiently
surgery was stopped and IV fluids were given
and it settled. Total Blood Loss was 500ml and
Replaced with one packed RBC.IV fluids RL,
NS were given. Haemodynamics were stable
later. After surgery he was extubated and sent
to ICU for monitoring.

DISCUSSION

Patients  presenting with  Carcinoma
oesophagus may also have co-morbidities,
poor nutritional state and may be fragile.*”

The burden of cancer globally continues
to increase because of aging and growth
alongside an increasing adoption of cancer-
causing behaviors, particularly smoking.®”

Cancer of Oesophaghus is one of the least
studied and deadliest cancers, in the past three
decades important changes have occurred
in the epidemiologic patterns. Advances
in diagnosis, staging, and treatment of this
condition have led to small but significant
improvements in survival.?®

Proper preparation in terms of nutrition,
optimising co-morbidities, involving Nutritionist,
pulmonologist, checking cardiac status along
with ERAS protocol is important in preventing
postoperative morbidity and mortality.

The POSSUM (Physiological and Operative
Severity Score for the enumeration of Mortality
and Morbidity) scoring system may also help in
stratifying the risk. POSSUM and P-POSSUM
scores were found effective scoring systems in
clinical practice for use in abdominal surgery
with areasonably good prediction of morbidity
and mortality rate.’

In one meta-analysis strong evidence was
found for survival benefit of neoadjuvant
chemoradiotherapy or chemotherapy over
surgery alone in patients with oesophageal
carcinoma."

Surgery in carcinoma oesophagus is of
high risk of mortality and morbidity. Though
now VATS (Video assisted thoraco-scopy),
minimally assess laparoscopy procedures
have come, the role of Anaesthesiologist is
crucial in maintaining one lung ventilation,
Haemo-dynamics and a stable pain free period
for better outcome.

In our patient there was weight loss, Hb
of 7.8 gm% with hypertension and IHD; so
blood was started immediately after induction
and all vitals monitored to have a good
perfusion of the Heart and the surgical site
post anastomosis. Though he presented with
Hypertension in intraoperative period, it
was controlled with NTG infusion. Epidural
was also activated. Post-operatively patient
recovered with Epidural analgesia and was
uneventful.
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CONCLUSION

Role of Anaesthesiologists in the perioperative
period is very important for preparation,
planning, conduct of Anaesthesia, one lung
ventilation and for a better outcome.
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