Anaesthetic management of Pre eclamptic patient with solitary kidney and

uterine didelphys posted for emergency Caesarean section — A case report

ABSTRACT

Uterine didelphys results from impaired fusion of the paired Mdllerian ducts. The incidence
of uterine anomalies is believed to be 0.5-2.0% of reproductive-age women, with didelphic
uterus renal agenesis accounting for approximately 10%. Uterine didelphys is associated
with in approximately 25% of cases.Pre eclampsia is defined as SBP more than 160 mmhg
, DBP more than 90 mmhg ,associated with proteinuria and urine protein excretion >300mg
in a 24 hour period or a protein creatinine ratio of atleast 0.3%. Neuraxialblockade stands an
effective mode of anaesthesia for these patients .Management of pre eclampticpatient with
solitary kidney can be a challenge to anaesthesiologist due tovarious metabolic derangements
including hyperkalemia, hypocalcemia, hyperphosphatemia  and metabolic
acidosis.Multidisciplinary approach is required to have good pregnancy outcome in these
patients.
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Introduction

Congenital solitary kidney is a disorder caused by an abnormal development of one of the
two kidneys. This abnormality can be either anatomical (unilateral renal agenesis) or
functional (extreme forms of dysplasia) .Uterine didelphys is a type of Mullerian duct
anomaly where there is complete duplication of uterine horns as well as cervix with no
communications in between.Pre eclampsia is defined as SBP more than 160mmhg ,DBP
more than 90 mmhg ,associated with proteinuria and urine protein excretion >300mg in a 24
hour period or a protein creatinine ratio of atleast 0.3. We report a case of 21 years old pre
eclamptic patient with uterine didelphys and solitary kidney to undergo Caeserean section.



Case report

A 20 years old G2A1@30 weeks +3 days of gestational age with uterine didelphys with
solitary kidney(diagnosed in previous abortion with ultrasound) and gestational hypertension
on treatment with Tab.labetalol 100 mg, Tabdepine 10 mg,andinj.Dexamethasone 6 mg
admitted for safe confinement of pregnancy 2 days back .Basic investigations done and
found within normal limits .Her NST was reactive and showed fetal tachycardia ,she had
bilateral pitting pedal edema so she was administered with Pritchard regimen and she was
posted for Emergency Caeserean section.

Under aseptic precautions ,patient in sitting position ,using 26 gauge quincke needle ,spinal
anaesthesia was administered. Patient made supine immediately and oxygen given via
facemask at 61/minute.During the procedure ,the patient’s heart rate maintained around 80
bpm and MAP maintained above 60 and lasted for one and half hour ,postop uneventful.




Fig. 1-4. Ultrasound images

Discussion

Patient with solitary kidney can develop various metabolic derangements including
hyperkalemia, hypocalcemia, hyperphosphatemia and metabolic acidosis .Judicious fluid
management ,maintenance of normovolemia and avoidance of hypotension are priorities for
the successful prevention of intra op renal injury for patient with solitary kidney .In patient
who had hypertension and proteinuria held a high risk for progression to renal insufficiency
.General anaesthesia for Caeserean delivery in pre eclamptic women has increased risk of
developing intra cranial hemorrhage and stroke. Thus neuraxial blockade does avoid the
possibility of difficult intubation secondary to airway edema.Nonetheless there are situations
in which general anaesthesia is the best anaesthetic option like severe ongoing maternal
hemorrhage ,sustained fetal bradycardia with a reassuring maternal airway examination and
severe thrombocytopenia or other coagulopathy or a combination of these indications.But
Spinal anaesthesia in contrary has cardiovascular effects by sympathetic blockade that
extends beyond the level of sensory blockade by 2 to 6 segments.Bradycardia and
hypotension may occur .In this condition Ephedrine hydrochloride can be used which
increases the heart rate and blood pressure at the same time. Increased production of
circulating factors with potent press or effect and the increased sensitivity to vasopressor
drugs in pre eclampsia along with the use of hyperbaric bupivacaine with opioids could
decrease spinal induced hypotension in preeclampticparturients.Cardiac output monitoring
after spinal anaesthesia has shown that neither spinal anaesthesia nor the use of phenyl
ephedrine to treat hypotension decrease cardiac output during Caesarean section delivery
further supporting its safety in pre eclampticparturients.

Conclusion

Patients with solitary kidney due to congenital causes or nephrectomy need to be counsel
regarding risks of developing pyelonephritis, preeclampsia and its associated complications
during pregnancy. These patients require close monitoring throughout their antenatal and
postpartum period to avoid any deterioration of renal function. Multidisciplinary approach is
required to have good pregnancy outcome in these patients.
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