
Introduction:

Pregnancy-related venous thromboembolism (VTE) is a

major cause of maternal morbidity and mortality in

Western countries.1,2 Normal pregnancy is associated

with a manifest shift of the coagulation and fibrinolytic

systems towards hypercoagulability. Although these

changes are of physiological importance in minimizing

the risk of blood loss during delivery, they also increase

the risk of thromboembolism.

Some major predisposing factors are increasing maternal

age, operative delivery, immobilization, obesity, heart

disease, malignancy, Caucasian descent, a history of

thrombosis, thrombophilia, and familial thrombosis. The

incidence of VTE is reported to be about 13/10,000

pregnancies, about half occurring before delivery and

the other half in the puerperal period.3,4 Thus, during a

six-week span, the risk of VTE increases roughly 5-fold

as compared to the antepartum period. In addition, it

has been shown that the puerperal risk of

thromboembolism is highest in the immediate

postpartum period.5

 Furthermore, preeclampsia and caesarean section only

have an impact on thrombosis risk during the puerperal
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Abstract:

The presentation of acute dyspnea after pregnancy is rare,

but should bring a number of important conditions to the

mind of the attending physician. Pulmonary embolism,

amniotic fluid embolism, pneumonia,aspiration

pneumonia and pulmonary edema are some of the

potentially devastating causes that must be considered. We

report a 29 years young lady who presented with progressive

severe dyspnoea, haemoptysis with right leg swelling and

H/O lower uteraine  caesarean section(LUCS) followed by

mymectomy one and half months back , initially her ECG,

chest –X-ray & echocardiographic findings revealed

evidence of  pulmonary embolism we treated her with

dramatic improvement.
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period.3-9 Therefore, a higher risk level is present over a

shorter time span with the risk decreasing in time. Based

on this knowledge, the Swedish medical establishment

has implemented a risk score  model for estimating the

likelihood of pregnancy-related VTE.10

 The model recommends to whom, when, at what dose,

and for how long thrombosis prophylaxis is

recommended for pregnant women. Guidelines on the

use of thromboprophylaxis have reduced deaths after

cesarean delivery.3

Case Report:

A 29 year of young lady presented with  progressive

shortness of breath for 10 days with several episode of

haemoptysis for 5 days. She has also complaints of

right  leg  swelling  and pain for 20days .She had H/O

LUSC followed by mymectomy due to fibroid uterus

one month back. On admission, her vital signs revealed

a  tachycardia of 120/min, blood pressure of 110/50mmHg

and a respiratory rate of 40/min. Her JVP was raised

swollen right leg which was tender. Precordial   exam

revealed that apex at normal position with left parasternal

heave, normal S1, loud P2, and a pan systolic  murmur of

3/6 at the left lower sternal border. There was diminished

breath sound in right lower lung field. Neurological exam

was unremarkable.

Admission laboratory values revealed the following:

hemoglobin 10.7 gm%, white blood count 14 K/cumm,

platelets 319 K/cumm, normal electrolytes, creatinine,

glucose, PT and APTT.  Arterial blood gases at room air

.
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Chest –X-ray showed wedge shaped appearance in right

lateral side of lung field.Radiological  diagnosis was

pulmonary embolism (Fig.-2).

showed pH 7.35, pCO2 27, pO2 71, and saturation of

90%. The ECG showed a sinus tachycardia with S1Q3T3

(Fig.-1).

Fig.-1: ECG showed sinus tachycardia with S1Q3T3.

Fig.-2: Chest –X-ray showed wedge shaped opacity

with pleural base in  in right lower chest

Transthoracic echocardiogram showed dilatation of

the right atrium ,right ventricle (RVID-3.5cm) &

pulmonary artery with moderate tricuspid regurgitation

with severe pulmonary hypertension (PASP-87mm

Hg)(Fig. 3a,3b)

Fig.3(a)-2D- ECHO-Dilated RA

 Fig.-3(b):-2D-ECHO-Dilated PA

Fig.-4(a): Dupplex study of right Popliteal vein

occlution.
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Duplex study of lower limb vessels revealed(Fig.4a, 4b)

:  Deep vein thrombosis involving iliofemoro-  popleteal

(rt.) segment with out sign of  recanalization. CT

pulmonary angiogram revealed thrombus present in right

pulmonary artery (Fig.5).

Considering her clinical & haemodynamic condition,

thrombolytic therapy (streptokinase) was not given. She

was treated with UFH 5000U/L bolus with continuous

1200U/hr through infusion for five days and gradual

improvement in her general condition.  A repeated

transthoracic echocardiogram showed  improvement of

her pulmonary hypertension as well as significant

regression of the right ventricular dilatation . She was

discharged with oral anticoagulant (warfarin) 5mg/day

for 6 month with target INR should be 2.0-3.0 and was

advised for repeated follow-up. After 1 month of

discharge her duplex study of lower limb was with in

normal limit .

Discussion:

There are three FDA approved regimens for

thrombolysis in pulmonary embolism.The one preferred

is the tPA regimen given as a fixed dose of 100 mg as a

continuous peripheral intravenous infusion over two

hours. It is no longer believed that low to medium doses

of streptokinase or urokinase are as rapidly effective or

as safe.16 Bleeding is a possible side effect.

The convenience, rapid effect and relative safety of this

therapeutic approach since its approval by the FDA in

1990, had led to its increasing use in the management of

pulmonary embolus. Certain particular points

differentiate thrombolysis for pulmonary embolism from

thrombolysis for acute myocardial infarction.

According to the Thrombosis Interest Group of Canada,

thrombolytic therapy may be considered for patients

with massive venous thrombo-embolism (i.e. ilio-femoral

venous thrombosis or pulmonary emboli with

hemodynamic instability). The best results are obtained

if treatment is given within the first few days from onset

of symptoms. Pregnancy and head trauma or injury

within the last month are relative but not absolute contra-

indications to thrombolytic therapy.3,8,12 Women

developing VTE (venous thrombo-embolism) during

pregnancy require special attention and if

hemodynamically stable, heparin is usually initiated

intravenously with a bolus of 5000 u followed by a

maintenance dose of 30,000 to 36,000 u/24 hours as a

continuous iv infusion, with a therapeutic range of APTT.

Low molecular weight heparin may be considered as an

alternative because of the lower potential for

bleeding,thrombocytopenia and osteoporosis.6-11We

treated our patient with UFH with oral anticoagulant

and subsequently she was improved.

Fig.4(b): Dupplex study showed common femoral vein

occlution .

Fig.-5: CT-Pulmonary Angiogram ; Right pulmonary

artery thrombus
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Despite heightened awareness, pulmonary embolism

remains a major cause of maternal mortality in the

antenatal period and has not decreased in incidence

over the last 30 years. Case reports about thrombolytic

therapy in pregnant women are infrequent; they mainly

involve steptokinase in mechanical prosthetic valve

thrombosis or pulmonary emboli.16-23

There is still a risk of hemorrhage in pregnancy and

particularly during delivery and post-partum, by using

t-PA for thrombolytic therapy. However, it may be

harmless for the fetus22 and its use appears to be safe

according to the few reported cases.

Use of thrombolytic therapy should be considered when

there is a great danger to the patient, however, the

advantages and disadvantages should be weighed.22 It

can be life saving in massive pulmonary embolism, with

cardiogenic shock or overt hemodynamic instability.8

As stated, there appears to be a 14 day window for its

effective administration.9 Controversy persists

regarding the use of thrombolytic therapy in patients

with stable systemic arterial pressure and right ventricle

dysfunction. In this population, rapid improvement of

RV function and pulmonary perfusion accomplished with

thrombolysis, in addition to IV Heparin may lead to a

lower rate of recurrence than with IV Heparin alone.11

The MAPPET Registry12 suggested that patients who

are initially treated with thrombolysis plus

anticoagulation had a better clinical outcome than those

who were initially treated with anticoagulation alone.

Despite reports and opinions regarding the benefit of

surgical treatment versus thrombolytic therapy or

percutaneous transvenous embolus fragmentation for

massive pulmonary emboli,15 no studies exist comparing

these alternatives. If aggressive intervention is

warranted in patients with contra-indication to or failure

of thrombolytic therapy, transvenous catheter

embolectomy13 or open surgical embolectomy13 should

be considered.23

Conclusions:

The presentation of acute pulmonary embolism in a

previously healthy young woman who has recently given

birth is an uncommon clinical scenario with some

potentially fatal complications.Venous thrombo-

embolism is uncommon but fatal condition.

Echocardiography is becoming a very useful

noninvasive test in the management of patients with

massive pulmonary embolism.Thrombolysis or i.v

heparin   followed by warfarin is the treatment of choice.

If diagnosed early and treated appropriately outcome is

good.
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