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CASE REPORT
Case No. 1.

A young non commissioned officer of 45
years, was admitted with effort angina for the past
one year. He was investigated and was found to be
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having 100% occlusion of Right Coronary Artery
and 80% occlusion of Left Anterior Descending
Artery proximally. He was operated on on 1/3/92
when coronary bypass grafting was done with a
vein graft to Right Coronary Artery and Left Inter-
nal Mammary Artery to Left Anterior Descending
Artery. His post-operative course was not smooth
with peri operative infarction in the anterolateral
ventricular region resulting in low cardiac output
and having impaired oxygenation. But he gradu-
ally improved and was out of Intensive care unit
on 4th day. On 10th post-operative day he was
being considered for discharge from the hospital.

At lunch time when he had severe pain in
the epigastric region lasting for a short while eas-
ing with rest and reassurance. Next afternoon he
had increasing severe pain spreading in the whole
abdomen with guarding and rigidity. His plain X-
ray of the abdomen revealed gas under the dia-
phragm with suspicion of the perforated duodenal
ulcer. The exploratory laparatomy was done on the
same day when a duodenal ulcer was found anteri-
orly in the first part of duodenum which was
closed with the omental patch. He had no other
complications post operatively. He remained on
injections Tagamet after the operation. He is asymp-
tomatic post operatively for anginal and abdominal
pain.

Case No. 2.

A retired officer of 62 years was admitted
with history of effort angina for the past 4 years.
His disability was CCS class IL His ETT revealed
positive changes in 4.36 minutes. He was a known
case of peptic ulcer for the past 10 years and
smoker for 20 years. His coronary angiography
revealed triple vessel disease. He was operated on
on 18/5/1992 when Coronary Artery Bypass Graft-
ing with four vein grafts were done with endar-
terectomy to the Right Coronary Artery. After 2
hours of the completion of operation patient had
sudden ventricular fibrillation which was reverted
back by defibrillation. He was having low cardiac
output with St elevation and impending periopera-
tive infarction in the anterolateral chest leads.

In view of above it was decided to put intra
aortic balloon pump. He had very positive effect of

18

balloon pump with heavy inotropic support and
ventilatory support. In next 48 hours his ECG
improved considerably. He was on Tagamet injec-
tions post operatively. He was weaned from the
ventilator and intra aortic balloon pump on 3rd
post operative day. But he was having abdominal
distention with absent bowel sounds, ileus was
suspected and was treated conservatively. On 5th
post-operative day he developed oliguria with low
cardiac output, tenderness and guarding of the
abdomen. Diagnostic aspiration of the abdomen
was done which revealed dirty fluid. It was diag-
nosed as a case of duodenal ulcer perforation and
laparatomy done on the same day revealed perfo-
rated duodenal ulcer in the first part of the duode-
num which was closed with a patch of omentum.
But his further course was bad with septic shock,
acute renal failure, respiratory failure (multiple
organ failure) and expired on 7th post-operative
day.

Discussion:

Speranza V et al® have shown exclusively
that multiple organ trauma, sepsis, liver failure,
renal transplantation, bums, CNS injury produce
stress with increased gastric acid production, which
produces permeability of mucosa to hydrogen ions
and alteration in volume and distribution of gastric
blood flow and impaired energy status of mucosal
cells which lead to stress ulcer syndrome. Froster
A et al* have shown that Cimetidine decreases the
incidence of major gastric and duodenal bleeding
in patients presenting with severe life threatening
situations. Muhe ES has shown that the prophylac-
tic use of Cimetidine reduced the incidence of
stress induced haemorrhage to a fraction of 1%.
An achievement that they believe is quite remark-
able result. Prior to the therapeutic and prophylac-
tic use of Cimetidine stress induced haemorrhage
carried a mortality of 50%; with Cimetidine, that
rate has been reduced to zero. Critically ill patients
may die but they need no longer bleed or perfors-
tion to death. So every patient with predisposin,
factors to produce stress ulceration and perforatio
should be given Cimetidine prophylactically.

Wallwork et al' have shown over a 5-ye
period, 9 patients (0.85%) who developed a maj
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noxia in the splanchnic territory, which explains
portant role of preceding factors. The prog-
of abdominal complications after cardiac
gery were poor, mortality reaching 50% to 100%
| some cases, in their series 12 of the patients
ied out of 26 (46.15%).
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~ that operative management should not be rejected

In our presentation exactly the above men-
tioned factors played a role and out of two cases
we lost one case.

This justifies certain prophylactic measures:
strict selection of the patients, diagnosis and treat-
ment of associated abdominal pathology before
operation, prevention of low output states, respira-
tory and infectious complications . . . and carcful
examination of the abdomen after operation to
ensure the early diagnosis and treatment of com-
plications, should they develop.
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