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INTRODUCTION:
Cardiomyopathy is a disorder of the heart muscle in which the 
myocardium is structurally and functionally abnormal in the absence 
of coronary artery disease (CAD), hypertension, valvular disease or 
congenital heart disease [1].

The AHA (American Heart Association) classied cardiomyopathies 
as primary or secondary.

Dilated cardiomyopathy is a primary myocardial disease which 
reduces global myocardial contractility, leading to left ventricular (LV) 
or biventricular dysfunction[2]. DCM presents with decrease in LV 
ejection fraction (LVEF), congestive heart failure (CHF) and 
ventricular arrhythmias.

According to frank starling law, The Frank-Starling relationship is an 
intrinsic property of myocardium by which increased length (or 
ventricular volume) results in enhanced performance during the 
subsequent contraction[3].

This relationship appears to be very important in cardiac function 
because increased venous return and the corresponding increase in 
end-diastolic volume result in greater stroke volume during the next 
beat.so the ventricles dilate to increase the stroke volume. In this case 
report, we present the anaesthetic management for a patient with dilated 
cardiomyopathy for non cardiac surgery.

Case Details
A 53 year old female with dilated cardiomyopathy posted for tibial 
plating and xation for a post traumatic closed tibial fracture. She had a 
history of systemic hypertension and diagnosed with DCM for 7 years. 
Patient was under treatment for the same since then.

She had several episodes of exertional dyspnoea (NYHA GRADE 4) 
which made her to consult the cardiologist for evaluation. ECG and 2D 
echocardiography was done which showed ejection fraction (EF)of 
21% and she was advised to undergo coronary angiography for 
evaluating the cardiac circulation.

Pre Anaesthetic Consideration
A routine pre operative assessment was done to the patient. She had a 
history of systemic hypertension and dilated cardiomyopathy for 7 years, 

for which patient was prescribed with Tab.spironolactone 25mg once 
daily , Tab.carvedilol 6.25mg twice daily and Tab.ivapradine 5 mg twice 
daily by the cardiologist. Patient was thoroughly examined and previous 
medical records were meticulously checked which showed a 
echocardiography with EF of 21%. Patient had undergone coronary 
angiography at 2014 which was uneventful. An echocardiography was 
taken to know the current cardiac status of the patient which showed 
LVEF of 40% and global hypokinesia of left ventricle. A complete 
history seeking and physical examination was done. patient's BMI was 
36 following signicant details were evaluated.

Perioperative Management
Patient is started with short acting oral anxiolytic the previous night. 
Patient was kept in nil per oral according to ASA guidelines. Patient 
was monitored with pulsoximetry, NIBP, 5 lead ECG recording[4]. 
Patient was given combined epidural anaesthesia with tip of the 
catheter at L3 for perioperative analgesia and spinal anaesthesia with 
1.5 ml of hyperbaric bupivacaine and 25 mcg of fentanyl intrathecally 
with level xed at T8 level. This is followed by left radial arterial line 
was secured for beat to beat BP monitoring. Emergency trash cart is 
made ready along with airway equipments was also kept ready as the 
patient is anticipated with difcult airway. Intraoperative period was 
uneventful and patient was hemodynamically stable. Further, the 
patient was shifted to ICU for perioperative cardiac monitoring as the 
patient is more prone for atrial brillation, premature ventricular 
contractures, arrythmias.

DISCUSSION
In recent years, an increase in  patients with history of heart disease has 
been on the rise. The challenges faced by the anaesthesiologist is a 
plenty.

Goals of anaesthesia for DCM patients is to
Ÿ Minimise negative ionotropic effect of anaesthetic drugs. In this 

patient ,a combined spinal epidural anaesthesia is given to prevent 
such episodes.

Ÿ Maintain preload despite of increased LVEDP
Ÿ Prevent increase in afterload
Ÿ Maintain perfusion, control arrythmias ,hypotension ,tachycardia

These patients were prone for hemodynamic unstability by depressant 
action of anaesthetics, uid shift ,blood loss which add to poor 
myocardial function. In this patient,  combined spinal epidural 
anaesthesia was planned taking in account of the patient's difcult 
airway. Spinal anaesthesia with a low volume to prevent excessive 
uid shifts by adequately preloading the patient. An epidural 
anaesthesia is suggested for perioperative analgesia with catheter tip 
placed at L3[5]. It has an added advantage which predominantly drop 
in SVR via vasodilation which can improve global and regional 
ventricular function. Peripheral nerve blocks can be done but 
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AETIOLOGY TYPES OF CARDIOMYOPATHY

PRIMARY
GENETIC

Ÿ HYPERTROPHIC CARDIOMYOPATHY
Ÿ LEFT VENTRICULAR CONDUCTION 

ABNORMALITIES
Ÿ BRUGADA SYNDROME

MIXED Ÿ DILATED
Ÿ RESTRICTIVE

ACQUIRED Ÿ INFLAMATORY VIRAL, BACTERIAL
Ÿ TAKOTSUBO CARDIOMYOPATHY
Ÿ PERIPARTUM

SECONDARY Ÿ STORAGE: FABRY'S DISEASE, 
HEMOCHROMATOSIS

Ÿ INFILRATIVE: AMYLODOSIS 
GAUCHER'S DISEASE

Ÿ TOXICITY: ALCOHOL, MERCURY, LEAD 
CHEMOTHERAPY, RADIOTHERAPY

Ÿ ENDOCRINE:  DIABETES MELITTUS, 
ACROMEGALY, PHEOCHROMOCYTOMA

SIGNS AND 
SYMPTOMS

FATIGUE
INCREASED JVP

RHYTHM SINUS TACHYCARDIA
CHEST X RAY ENLARGED CARDIAC SILHOUTTE
ECHOCARDIO
GRAPHY

LVEF- 40%
GRADE I DIASTOLIC DYSFUNCTION
MILD MITRAL REGURGITATION
GLOBAL HYPOKINESIA OF LEFT 
VENTRICLE
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considering the failure rates, combined spinal epidural anaesthesia was 
given. The epidural space can be conrmed by injecting a dye and 
performing epidurography.  Adequate pain management contributes to 
hemodynamic stability. Arrythmias can be managed with lidocaine, 
amiodarone, diltiazem, cardioversion/debrillation if required.  

CONCLUSION
The optimal anaesthetic management must assess the patient's 
pathophysiology and clinical status, selecting appropriate method of 
anaesthesia ,perioperative patient monitoring and adequate analgesia 
are the key to success.

REFERENCES:
1. Maron BJ, Towbin JA, Thiene G, Antzelevitch C, Corrado D, Arnett D, et al. 

Contemporary denitions and classication of the cardiomyopathies: An American 
Heart Association Scientic Statement from the Council on Clinical Cardiology, Heart 
Failure and Transplantation Committee; Quality of Care and Outcomes Research and 
Functional Genomics and Translational Biology Interdisciplinary Working Groups; and 
Council on Epidemiology and Prevention. Circulation 2006;113:1807-16.

2. Shnaider R, Ezri T, Szmuk P, Larson S, Warters RD, Katz J. Combined spinal-epidural 
anesthesia for Cesarean section in a patient with peripartum dilated cardiomyopathy. 
Can J Anaesth. 2001;48:681–3.

3. Oliver WC, Mauermann WJ, Nuttal G. Uncommon cardiac diseases. In: Kaplan J, Reich 
DL, Savino JS, editors. Kaplan's Cardiac Anesthesia. 6th ed., Ch. 22. Philadelphia: 
Elsevier Saunders; 2011. p. 675-736.

4. Thiagarajah PH, Thiagarajah S, Frost EA. Anesthetic considerations in patients with 
cardiomyopathies – A review. Middle East J Anaesthesiol 2009;20:347-54.

5. Shnaider R, Ezri T, Szmuk P, Larson S, Warters RD, Katz J. Combined spinal-epidural 
anesthesia for Cesarean section in a patient with peripartum dilated cardiomyopathy. 
Can J Anaesth. 2001;48:681–3.

Volume - 12 | Issue - 02 | February - 2022 |  . PRINT ISSN No 2249 - 555X | DOI : 10.36106/ijar


