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               Paraduodenal hernia (PDH) is a rare congenital anomaly occurring due to malrotation of the midgut. This type of internal hernia
               has varied and non-specific symptoms. Despite its rarity, it is a life-threatening surgical emergency with high mortality
               rate. Only two cases of left-sided PDH and one case of right-sided PDH associated with pregnancy have been reported.1, 2, 3 However, none of these cases have discussed the anaesthetic challenges of such a case. Here we report the anaesthetic management
               of a case of right-sided paraduodenal hernia discovered as a coincidental finding during emergency laparotomy in a seven months
               antenatal patient with acute abdomen.
            

            A 24-year-old female with seven months gestational period presented to the emergency department with history of abdominal
               pain and distension for 2 days. Ultrasonography (USG) of abdomen suggested either hollow viscus perforation or intestinal
               obstruction. The obstetric USG revealed presence of cardiac activity. After obtaining written informed consent for surgery,
               decision of emergency laparotomy was taken.
            

            A multi-disciplinary team of anaesthetists, surgeons, obstetricians, and paediatrician was involved for optimal management
               of the case. General anaesthesia (GA) was induced with rapid sequence induction and tracheal intubation was done with 7mm
               cuffed endotracheal tube. Exploration of the cavity demonstrated a massively dilated stomach and duodenum along with presence
               of a right-sided paraduodenal hernia. Due to distorted anatomy, uterus could not be accessed immediately for caesarean section
               (CS) (Fig 1). On nasogastric aspiration, massive volume (almost seven liters) of gastric fluid was aspirated. In addition,
               two liters of fluid was aspirated through gastrostomy. Only after relieving the gastric distension, CS could be done and a
               fresh still born male baby was delivered.
            

            

            
                  
                  Figure 1
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            Intraoperatively, intravascular volume was maintained with four liters crystalloid, one liter colloid and one unit whole blood.
               Blood gas analysis depicted metabolic acidosis which was corrected with injection sodium bicarbonate. Surgery lasted for four
               hours with approximately one liter of blood loss. Postoperative recovery was uneventful and patient was discharged on 26th postoperative day. 
            

            In such a case of pregnancy complicated with PDH, anaesthetic challenges would pertain to an obstetric patient undergoing
               both CS as well as emergency non-obstetric surgery. The routine anaesthetic management should be adapted to the physiological
               changes of pregnancy; which peak in third trimester. Intrauterine hypoxia is the biggest risk for the fetus during non-obstetric
               surgery. Intraoperatively, aggressive measures are needed for prevention and management of maternal hypotension, hypoxia,
               hypercarbia and hypocarbia, if any, in order to maintain uteroplacental circulation. Dose of anaesthetic drugs should be tailored
               according to potential fetal effects. Intraoperative fetal heart rate monitoring using transabdominal or transvaginal doppler
               probe can be useful.
            

            Another important anaesthetic challenge in this case was the fluid management as massive volume of fluid was sequestered in
               the intragastric space. Traditional teachings advocated liberal fluid therapy in such major abdominal surgeries; assuming
               that a significant volume of fluid is sequestered into the “third space”. 4 On the other hand, current recommendations favour restrictive or goal-directed fluid therapy.5 This regimen, however, requires advanced haemodynamic monitoring e.g. oesophageal Doppler monitoring, arterial pressure waveform
               (pulse pressure variation, stroke volume variation), pulse contour analysis (LidCo or PiCCO) etc. Since these modalities were
               not available in our institute, we followed the traditional method of fluid therapy.
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