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Abstract
A 37-year-old female patient was admitted for elective caesarean section (CS). Her laboratory and biochemical investigations
were normal. She underwent CS due to large size of the baby under spinal analgesia. On the first postoperative day, she
developed acute shortness of breath, cyanosis, sweating and cardiac arrest. She was resuscitated successfully with oxygen via
facemask, cardiac massage and i.v fluids. ECG showed supraventricular tachycardia and incomplete right bundle branch block.
Echocardiography revealed a mildly dilated left and right ventricle with 50mmHg mean pulmonary artery pressure (PAP). Spiral
CT scan confirmed the diagnosis of saddle pulmonary embolism (PE). Dublex ultrasound was negative for leg and pelvic deep
venous thrombosis (DVT). She was admitted to surgical intensive care unit (SICU) and received adenosine and labetalol to
control cardiac arrhythmia. Her blood pressure was consistently low where she received intermittent boluses of ephedrine and
adrenaline. She was kept on dobutamine i.v infusion drip. After a cardiac surgeon consultation, surgical removal of PE was
abandoned due to stable vital signs and high risk of surgery. Full heparinization was started with i.v 5000U then 900-1200U/h.
Thrombolytic therapy was not given due to the recent surgery and bleeding complication. Subsequent spiral CT scan revealed
slight improvement and partial revascularization of the pulmonary vascular bed. Repeated echocardiography showed mild
dilated right ventricle, and 30mmHg PAP. She is now on the 20th postoperative day on warfarin 2-5mg/day. So far she is stable
and making slow recovery.

INTRODUCTION
PE is common in pregnancy and occurs in one out of every
2000 pregnant women with high mortality rate (1). This
report describes a case of near fatal saddle PE following CS
under spinal analgesia.

CASE REPORT
A 37-year-old female patient was admitted for elective
caesarean section (CS) due to large fetal size. She was para
gravida 6. She had a history of gestational diabetes during
the previous pregnancies controlled with diet. She had no
previous operations. Family history was suggestive of two
incidences of cerebral strokes to her mother. Her
preoperative laboratory and biochemical investigations were
normal. She underwent CS under spinal analgesia. Spinal
analgesia was performed at L3-4 and block was achieved
with 2.5ml of 0.5% bupivacaine and 25mcg fentanyl. The
level of sensory block reached up to D4. The operation was
uneventful with minimal blood loss. The baby delivered with
Apgar score of 15.

oxygen via facemask and i.v fluids. Following resuscitation,
the ECG showed supraventricular tachycardia, incomplete
right bundle branch block and inverted T wave in leads V1V4. Her laboratory and biochemical investigations including
LDH, SGOT and CK were normal. Arterial blood gases with
FiO2 0.6 showed, pH 7.4, PaCO2 27.3mmHg, PaO2
73.4mmHg, bicarbonate 17.2mmol/l and O2 saturation
94.8%. Echocardiography revealed a dilated right ventricle,
moderate tricuspid regurgitation and PAP 50mmHg.
Spiral CT scan showed a filling defect in the main
pulmonary artery and first branches consistent with PE (Fig
1).

On the first postoperative day, she developed acute shortness
of breath, cyanosis, sweating and cardiac arrest. She was
resuscitated successfully with external cardiac massage,
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Figure 1

Dublex ultrasound was negative for leg and pelvic deep
venous thrombosis (DVT). She was admitted to the SICU.
Supraventricular arrhythmia was treated with i.v adenosine
6mg twice and labetalol 5mg incremental dosages. Her
blood pressure was low with 70/50mmHg. She received
intermittent boluses ephedrine and adrenaline followed by
dobutamine continuous infusion at a rate of 3-5mcg/kg/min.
Afterward her blood pressure improved. The patient was
referred to a cardiac surgeon consultation, where surgical
removal of PE was abandoned due to stable vital signs and
high surgical risk encountered. The option of thrombolytic
therapy was not given due to the recent surgery and bleeding
complications. Thereafter, full heparinization was started
with i.v 5000U then 900-1200U/h to keep APTT between
60-80sec. She was kept in bed with minimal mobilization
and started on antibiotics.
Subsequent spiral CT scan revealed slight improvement and
partial revascularization of the pulmonary vascular bed with
right-sided pleural effusion (Fig 2).

Figure 3

Repeated echocardiography showed mild dilated left
th
ventricle, and PAP 30mmHg. On the 9 postoperative day
oral warfarin has replaced heparin in a dose of 10mg and
then 2-5mg/day to keep INR between 2-3 times its normal
value. On the 15 th postoperative day a repeated spiral CT
scan revealed partial recovery and more revascularization of
the pulmonary bed compared with the previous one (Fig 3).
{image:3}
She is now on the 20 th postoperative day on warfarin
therapy, stable hemodynamics and making slow recovery.

DISCUSSION
Thromboembolic disease during pregnancy is common. For
many years it was limited to the third trimester, however,
many recently published reports indicated that the risk of PE
is increased throughout pregnancy (2). Age over 30, obesity,
multiparity, prolonged bed rest, and CS all predispose to
embolism (3, 4). In the present case report, the patient hadtwo
risk factors, multiparity and she underwent CS. Patients who
have undergonegynecological surgery, may have DVT that
start at any location. Massive PE is one of the most common
causes of unexpected death, thought fatal, accurate diagnosis
and timely treatment can reduce the mortality rate.
It is a clinically challenging diagnosis with no decline in its
incidental discovery at autopsy over the past 30 years (5).
Acute major PE is associate with right ventricular function
and shock (6). In the present report, the patient had mild to
moderate right ventricular dilatation with high PAP. In cases
of major PE, patients are at high risk of death due to right
ventricular failure within the first hours of onset (7). Survival
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depends on rapid canalization of the pulmonary arterial
occlusion and reduction of right ventricular afterload.
According to the results from a multicenter registry, overall
in-hospital mortality rate ranges from 25% for patients
presenting with cardiogenic shock to 65% for patients
undergoing cardiopulmonary resuscitation (8). High
resolution helical (spiral) computed tomographic
angiography (CTA) has become a standard diagnostic tool
for diagnosis of PE. In many patients, helical CT scans with
intravenous contrast can resolve third-order pulmonary
vessels without the need of invasive pulmonary catheters (9,
10). More recently electron beam tomography has been used
for diagnosis of an interpulmonary saddle embolus (11). The
aim of therapy of massive PE is to improve pulmonary
circulation and hence right ventricle failure. There are
different treatment modalities for massive PE like,
thrombolysis, catheter fragmentation and/or emergent
pulmonary embolecomy (12).
Successful thrombolysis was reported of submassive PE in
bariatric surgery using i.v heparin followed by an infusion of
i.v. alteplase 100mg over 2 hours (13). Thrombolytic therapy
is a useful adjunct to heparin in patients who have PE and
hemodynamically unstable (14). Thrombolytic therapy has
been demonstrated to reduce clot burden in patients with PE
more rapidly than heparin alone (15). There is no advantage
of direct infusion of thrombolytic into the pulmonary artery
versus intravenous infusion (16). The Food and Drug
Administration has approved the use of urokinase (4400
IU/kg i.v. over 10 min, then 4400 IU/kg/hr i.v. for 12hr),
strepokinase (250 000 IU i.v. over 30 min, then 100 000
IU/hr i.v. for 24hr), and tissue plasminogen activator (100
mg i.v. over 2hr) for the treatment of PE. The American
Heart Association recommended the consideration of
thrombolysis for major PE in the setting of syncope,
hypotension, severe hypoxemia, or heart failure (17).
In the present case report, initially the patient's blood
pressure was low, however, she responded immediately to
resuscitation and inotropic drugs. Therefore, the question of
whether to give thrombolytic therapy or not was
discouraged. Major hemorrhage has been reported as a major
risk of thrombolytic agents. The reported incidence of
intracranial hemorrhage following thrombolytic therapy
varies from 1.5-3% (18). Moreover, major bleeding has been
reported in 22% of patients after thrombolysis in a large
study (19). Therefore and due to lack of randomized
controlled trial, the
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decision of using thrombolytic agents in PE remains
controversial. Transvenous catheter embolectomy or open
surgical embolectomy should be considered in patients for
whom thrombolysis is contra-indicated or unsuccessful (20,
21).

CONCLUSIONS
In conclusion, massive PE is fatal and needs urgent
treatment. We demonstrated a caseof near fatal PE
diagnosed with helical CT scan and treated by anticoagulants
with favorable outcome. Anticoagulants is the standard
treatment for PE, in addition to thrombolysis or
embolectomy.
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