TpomboeMboOIM3aM

BO OpeMeHOCT
Jlon. n-p A. CuBeBCKH




BeHncku TpoMmooembosM3am (BTE): a1aboka BeHCKa

TpoM6o03a (/IBT) + 6esioapobeH TpoMOO-eM0O0/IM3aM
(bTE, BE)

 BTE : > 4-5 naTtu 6peMeHaTa nomnyzsanuja
0.5-2 caydau Ha 1.000 6pemenHH

* BeHCKH (80%); 75-80% /JIBT, 20-25% BE

* 72 BO TeK Ha OpeMeHO0CTa, %2 MOCTPOAUJIIHO:

/10 6-TaTa HejieJsa ol MOPO/IyBaHETO
(95% Bo npBUTE 4-HeeH, 1-Ba)

HajroJsieM pyu3uK mnocJe I[P ocob6eHo co KpBaBewa + HHPEKIUU
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bpeMeHOCT = xunepKoarynabuaHoct

T KoHI. kKoaryJanucku ¢-pu, | GUOPHUHOJIMTUYKA aKTUBHOCT
IpOMEHH BO TPOMOMHCKA reHepailiyja

Koarynanucku ¢gpakropun IIpoMeHa BO 6GpeMeHOCT

IIpokoarysnancu

Fibrinogen 3roJjieMeH
Factor VII 3roJieMeH
Factor VIII 3roJieMeH
Factor X 3roJjieMeH
Von Willebrand factor 3roJieMeH
Plasminogen activator inhibitor-1 3rojieMeH
Plasminogen activator inhibitor-2 3rojieMeH
Factor II No change 6e3 nmpomMeHa
Factor V No change 6e3 npoMeHa
Factor IX No chan 6e3 npoMeHa
AHTHKOaryJ1aHcu

Free Protein S Hawmanen
Protein C be3 npomeHa
Antithrombin Be3 npomeHa




bpeMeHOCT — XOPMOHCKH + MEXaHUYKH (-pHU

T (/1) BeHCKaTa KanaluTeTHOCT + JHUCTEeH3WBHOCT
(mporectepoH)

T npuTHCOK oJ MaTKa Bp3 B. KaBa M meJsiB. BEHCKU
cafoBu (uWyMjadyHa / uieodpemMopasiHa B.) +

HaMaJieHaTa MOOUIHOCT / 06e3uTHOCTA: | BEHCKU
IPOTOK

l
BEHCKA CTA3A — TtpoMmb6uHCKaTa ¢opmMaliyja

TpyaHuuu: 71 % uneo-pemopasiHa Jokanuja/
HebpeMeHu 9%,




* 71 % - iliac and/or femoral
vein (vs. 9% in non pregnant)

* 64% proximal vein Right

common

* 88% on left (vs.55% innon "7/ K3
pregnant) 7 SR

Chan WS et al. CMA] 2010; 182:657-60



Sea also Appendix | and Appendix

Pre-existing

Previous VTE

Thrombaophilia

Heritable

Antithrombin deficiency
Protein C deficiency
Protein 5 deficiency
FactorV Leiden
Prathrombin gene mutation

Acquired

Antiphospholipid antibodies

Persistent lupus anticoagulant and/ or persistent
moderate high titre anticardiolipin antibodies
and/or fB,-ghrcoprotein 1 antibodies

Medical comaorbidities e.g. cancer; heart failure; active SLE, inflammatony
pobyarthropathy or IBD; nephrotic syndrome; type | diabetes mellitus with
nephropathy; sickle cell disease:* cument intravenous drug user

Age = 35 years

Obesity (BEMI = 30 kg/m?) either prepregnancy or in earky pregnancy

Parity = 3 (a woman becomes para 3 after her third delivery)

Smoking

Gross varicose weins (symptomatic or above knee orwith associated phlebitis,

oedema)/ skin changes)

Paraplegia

Obstetric risk factors

Multiple pregnancy
Current pre-eclampsia

Caesarean section
Prolonged labour [z 24 hours)

Mid-cavity or rotational operative delvery

Stillbirth
Preterm birth

Postpartum haemomhage (= 1 litre/ requiring transfusion)

MNew onset/transient

These risk factors are potentiolly
reversible and may develop at later
stages in gestation than the initial
risk gszessment or may resolve and
therefore what is important is an
ongoing individwsl risk assessment

Any surgical procedure in pregnancy or puerperium except immediate repair of the
perineum, e.g. appendicectomy, postpartum sterilisation

Bone fracture

Hyperemesis, dehydration

Cwearian hyperstimulation
syndrome (first trimaster anly)

Aszisted reproductive technology (ART), in vitro
fertilisation (IWF)

Admission or immokility
= 3 days’ bed rest)

e.g. pelvic girdle pain restricting mobility

Current systemic infection
{requiring intravenous antibiotics or
admission to hospital)

£.g. pneumonia, pyelonephritis, postpartum
wound infection

Long-distance travel [ 4 hours)

Pekypenmna mpomé6osa 15-20%,
73-4n

Tpombogpuauja: 20 -50%
(acumnmomamcka)




JlujarHOCTHKa Ha TpOMOOeMOoIUCKaTa
oosiect Bo opeMmeHocT: /IBT

* cieqMUYHA M HECUTYPHA: NOMaJia CIEeLUPUIHOCT
Ha KJIaCUYHUTe 3Halu + cuMnToMu 3a BTE,
MacCKHpaHHM oJ, bpeMeHoOCTa !

°* MOTBP/Ia= CO 00jeKTMBHHU MMOKa3aTeJIU

» JIBT: 6os1ka + oTOK Ha ekctpeMUuTeTOT (80%); pas/ivka
2 IM-JIeBa HOTa, IPOKCUMaJIHO: njaeodeM.B 64%,
uiarjadyHa B.17%),

* MHUIMjasHa Aujardo3a: Y/ITPA3BYK (US) Ha
MPOKCMMAaJIHUTE NEJIBUYHU BEHU;

* CTapT — eMnUpHCKa aHTUKOaryJalucka Tepaluja
(3-7 neHa noBTOpPHA KOHTpoOJa)!

* ponoJsiHuTenHo: UIIT" nan imaging Texuuku (Doppler ynatpasByk
Ha WMjayHa B.) / eBeHTya/IHO BeHoTrpaduja (MPH) ? npu
MO3UTHUBHO KJIMHUYKO ClleHapuo ?




CXR

Perfusion scan
Ventilation scan
CTPA / Helical CT

Max recommended

mGy Rads
<0.001<0.01
<0.08 <0.8
<0.01 <0.1
<0.013 <0.13

<0.5 5
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ORIGINAL ARTICLE

Pregnancy-Adapted YEARS Algorithm for
Diagnosis of Suspected Pulmonary Embolism

L.M. van der Pol, C. Tromeur, |.M. Bistervels, F. Ni Ainle, T. van Bemmel,

Mehdipoor et al. suggest the use of MRI with-
out contrast agents to confirm or exclude the
diagnosis of pulmonary embolism. We agree

that in pregnant patients, magnetic resonance
angiography is contraindicated because of un-

certain long-term effects of gadolinium on the
fetus,” and we are aware of the development of

MRI techniques for thrombus detection without
contrast.* MRI techniques cannot be used in
routine clinical practice 1n the diagnostic work-

COMNCLUSIONS

TO THE EDITOR: The study by van der Pol et al.
showed reduced maternal and fetal exposures to
radiation and iodinated contrast when an algo-
rithm based on clinical findings, p-dimer levels,
and assessment for lower-extremity deep-vein
thrombosis was used to detect pulmonary em-
bolism. This algorithm limited the use of CT
pulmonary angiography or ventilation—perfusion
scanning.

Pulmonary embolism was safely ruled out by the pregnancy-adapted YEARS diagnostic
algorithm across all trimesters of pregnancy. CT pulmonary angiography was avoided in
32 to 65% of patients. (Funded by Leiden University Medical Center and 17 other par-
ticipating hospitals; Artemis Netherlands Trial Register number, NL5726.)




Suspected acute pulmonary embolism
in a pregnant patient
Order o-dimer test and assess presence
of the three YEARS criteria:
L. Clinical signs of deep-vein thrombosis | Clinical signs of
2. Hemoptysis deep-vein thrombosis
1. Pulmonary embolism as the most .
likely diagnosis |
Y
i Abnormal
Conprson s s o) omprssn
ympt £ ultrasonography
;
|
L
_ Mormal compression Initi
ultrasonography Initiate
anticoagulant
treatment
Mo YEARS criteria and Mo YEARS criteria and One to three YEARS criteria One to three YEARS criteria
p-dimer <1000 ng/ml p-dimer =1000 ng/ml and p-dimer <500 ng/ml and p-dimer =500 ng/ml
] l ]
Pulmonary embalism ruled out Perform CT pulmonary Pulmonary embelism ruled out Perfarm CT pulmonary
Withhold anticoagulant angiography Withhold anticoagulant angiography
treatment Initiate anticoagulant treatment Initiate anticoagulant
treatrent if CT pulmonary treatment if CT pulmonary
angiography indicates angiography indicates
pulmaonary embalism pulmonary embolism
Figure 1. Pregnancy-Adapted YEARS Algorithm for the Management of Suspected Acute Pulmonary Embolism in Pregnant Patients.
CT denotes computed tomography.




/l-dumepu - 110jJOBHY MEPKHU 32 [HjarHOCTHKA Ha
BTE ?

* [lopacT: recranuckaTa CTapocCT, IpeMaTypPHO
OpoAyBame, abpyniivja U NpeeKJaMIICcHja

° CKOpalllHa Xupypuika npouneaypa (IP), moBo3pacHu
TPYAHUILIH, MAJIUTHUTET

HUCKWTE BPEeIHOCTHU iMjarHo3arTa ja ImpaBaT [IOMaJIKy
BepojaTHa, HO pe3yJITaTUTe CelNak Tpeba Jia ce 3emMaT
BO KOHTEKCT Ha L[EeJIOKYITHOTO KJIMHHUYKO CI[€HApHO :

° HeraTUBEH TECT + 0e3 CUMIITOMH — He Ce IOTPEOHH
JIOTIOJIHUTEJIHU UHBECTUT AU H,

° MO3UTHBEH /[l-AuMepHU TeCT + KJI. Mpe3eHTaluja / BUCOK
pU3UK — UHBecTUranuu: (komnpecuHa) Y3 (MIIT') 3a JIBT,

* KT I[TAuruorpaduja uau B-I1 cken 3a BE




/lvnjarHo3a Ha bTE

Ki.civka: rpagHa 60J1Ka, AWCIIHEA, TaXUKapAUja, MOXKHU
ce XeMOIITH3a, IOPETKO KoJialC

Kn. Boguuu: * American Thoracis Society/ Society of
Thoracic radiology: PTT' —» nuHuuujajiHa MepKa BO
AWjarHOCTUYKHOT ajaroputaM 3a bTE Bo 6pemeHocTa
+ EKT, ABC

- HeraTHUBeH paJuorpadCKU Hao, + IPHUCYCTBO HA
BHMCOKO CyCIIEKTHH KJI. CHMIT. —

V/Q (B-II) cken / KT anruorpaduja (CTPA)

CTaHzapAeH aHTMOrpaM: MHBa3WMBHA Npole/ypa Koj mobapysa
3a/10BOJINTEJIHA EKCIIepTH3a 32 U3Be/|0a HO U UHTepIlipeTanuja:
pe3epBUpaH 3a OHHUeE CIy4au Kaje 60es04p0OHUOT eMbOJIyC HEMOXKe Ja
Ouze [UjarHOCTULUPAH (MU UCKJIYY€EH) CO IPETXOAHUTE MIOMAJIKY
MHBA3WBHU NpoLeypHU
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Review Article

Guidance for the diagnosis of pulmonary embolism during pregnancy:
Consensus and controversies

Tony Wan ®, Leslie Skeith *, Alan Karovitch ”, Marc Rodger *, Grégoire Le Gal **

* Division of Hemamibgy, Depertment of Medicine, Ottowe Hespital Reseorch Institute, University of Otowe, Ottawn Ontario, Comade
* Division of General Intermal Medicine, Department of Medicine, University of Ottawn, Ottawe, Onierio, Caneda

Guideline summary on V Q) scan and CTPA for suspected PE in pregnancy.

Guideline

Recommendation

Working Group in Women's Health the Society of Thrombosis and Haemostasis
(GTH 2016)

Royal College of Obstetrican and Gynecologist (ROOG 2015)

European Society of Cardiology (ESC 2014)

Society of Dbstetricians and Gynecologist of Canada ( S0GC 2014 )

Australia and New Zealand Guidelines [ ANZ), endorsed by ASTH & SOMANZ (2012)

American Thoradc Sodety/Sockety of Thoraoc Radiology (ATS/STR 2011)

European Association of Nuckear Medicne (EANM 2009)

“If lung santigraphy is available, a low-dose perfusion scan is the preferred imaging
technique to diagnose or exclude pregnancy-associated PE in women with normal chest
X-ray (C¥R) because this method ex poses matemal breasts to less mdiation than CTPA
If aninitial KR is abnormal or if lung scintigraphy is non-condusive or not available,
CTPA should be prioritized”

“In women with suspected PE without symptoms and signs of DVT, a V/Q lung scan or a
CTPA should be performed.” (Grade C recommendation )

“When the CxR is abnormal and there 15 dinical suspicion of PE, CTPA should be
performed in preference to a VA scan” (Grade D recommendation)

“Alternative or repeat testing should be carried out where V)0 scan or CTPA is normal
but the dinical suspicon of PE remains.” (Grade C recommendation)

*Perfusion scintigraphy may be considered to rule out suspected PE in pregnant women
with normal CXR.™ [ Qass [Ib recommendation )

“CTPA should be considered if the CXR & abnormal or if lung scintigraphy is not readiby
avalable™ [Class lla recommendation )

“For the diagnosis of PE, either VO scan or CTPA can be wsed.” (Class A
recommendation)

“In pregnant women, a V/Q scan is the preferred test.” (Class B recommendation)

VA scanning is the preferred investigation in prégnant or postpartum women with
suspected PEwho have a normal O(R" (Level 1 group consensiis)

“CTPA should be used in women with an abnormal (R or where VD scanning is
inconclusive or not available” (Level 1 group consensus)

“In pregnant women with suspected PE and a normal CxR, we recommend lung
santigraphy as the next imaging test rather than CTPA” (Strong recommendation )

“In pregnant women with suspected PE and an abnormal CXR, we suggest CTPA as the
next imaging test rather than lung santig raphy.” (Weak recommendation )

“In pregnancy, particularly during the ficst trimester, a 2-day protocol starting with a
perfusion-only scan followed if necessary by a second day ventilation study.” [ Grade C
recommendation)




V/Q versus CTPA

¢ HELITO IIOBHUCOK PU3HUK 01 KaHIIEP BO AE€TCKaA BO3PACT

..women with suspected PE should be advised that, compared with
CTPA, V/Q scanning may carry a slightly increased risk of
childhood cancer (15)

* IOHU30K PU3UK O[T KaHIlep Ha J0jKa Kaj MajKa

...i1s associated with a lower risk of maternal breast cancer; in both
situations, the absolute risk is very small. V/Q investigation of
first choice for young women especially if FH of breast CA or
patient has had previous chest CT scan

* MOBUCOK % Ha NMO3UTHUBEH TeCT (AUjarHosa)

..higher rate of non-diagnostic scans in pregnancy with
CTPA (37.5%), V/Q (4%)

Ridge CA, et al. Am ] Roentgenol 2009;193:1223-7.
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Contents lists available at ScienceDirect

Thrombosis Research

journal hemepage: www.elsevier.com/locate/thromres

Review Article

Guidance for the diagnosis of pulmonary embolism during pregnancy:
Consensus and controversies

Tony Wan ?, Leslie Skeith ®, Alan Karovitch ®, Marc Rodger ?, Grégoire Le Gal **

@ Division of Hematology, Department of Mediane, Ottowa Hospital Research Institute, University of Omowa, Otowa, Oncario, Canada
" Division of General Internal Medicine, Department of Medicine, University of Otowa, Ottowa, Ontario, Canada

Despite the uncertainties and controversies, diagnostic imaging
should not be withheld or postponed in pregnant women with
suspected PE because the consequences of missing or delaying the diag-
nosis of PE can be catastrophic. Empiric treatment is also problematic

because it 15 associated with increased bleeding nsk and other clinical
implications, such as barrier to neuraxial analgesia and indication for
antepartum VTE prophylaxis in future pregnancies, that outweigh the
risks of radiation exposure associated with V/Q scan or CTPA. In summa-

ry, either V/Q scan or CTPA should be performed for all pregnant women
with a climcal suspicion for PE.

* KT anruorpadwuja - suypesa 3a 4-6 4. + 2 J. aiCUHETLHAja O l0€e, NpU* TexHULyuM 99




Tpomb6onpodpunakca u TperMmaH Ha BTE Bo
OpeMeHOCT

[IppopuTeT BO OpeMEHOCT: xenapuHCcKuU npenaparTy,
*Bap@apHrH: PU3UK 0/ MajopHa XeMoparuja +
eMOpHUOTOKCHUYHO fejcTBo, HE npen 36-Tar.H.

H® xenapunu (UFH) - HM xenapunu (LMWH):

NPUOPUTETHU aHTUKOATyJIaHCH BO OpeMeHOoCTa !

°*IIoroJjieMa NpakKTUYHOCT U ePUKACHOCT
*HONpeIBUJJIUB TepaneBTCKU OAr0BOP / MOA0JIT
OJY>KUBOT

* PU3HUK O HECAKAHH eCDEKTI/I: ITOMaJl
! kpBapewe + ! xu TpoMbouuTONEHH]A

MeTa-aHaJIUTUYKU cTyguu: LMWH-kako uHUIMjasieH TpeTMaH 3a aKyTHU
dopmu Ha IBT u BE — noedpurkacHu o HeppakKMOHUPAHUOT XeNapHUH M
CO MoMaJl pU3UK O] KpBaBeme (39,40)




AHTHKoaI‘y.IIaI.U(I CKH pEXXHUM AHTI/IKoaI‘y.IIa].U/ICKl/I AO3HU

IIpopunakTuuykn LMWH Enoxaparin, 40 mg sc x 1
Dalteparin, 5.000 iusc x 1
Nadroparin, 2.850 iu sc x 1

HUHTepMeaujapHu g03u LMWH Enoxaparin, 40 mgsc /124
TepaneBTcku g03H ( adjusted-dose) LMWH Enoxaparin, 1 mg/kg /124
Dalteparin, 200 iu/kg x1
Dalteparin, 100 iu/kg /124
[es: Anti-Xa Bo TepaleBTCKH PaHT 0/

0.6-1.0 iu/ml (4 4 mocsie mocieHA UHEKI, IPU JBOEH
pexum)

IIpodpunakTnuku UFH UFH, 5.000-7.500 iu sc/ 12 4 / npB TpuMecTap

UFH, 7.500-10.000 iu sc / 124 / BTOp TpHUMecTap
UFH, 10.000 iu sc / 124 / TpeT TpuMecTap, OCBEH aKO
aPTT e nokayeHo

TepaneBTcku A03u UFH UFH 10.000 iu niu noBeke /12 4, Bo 1031
npuiarosenu npema aPTT Bo TepaneBTcku paHr (1.5-
2.5 X KOHTPOJIHO BP.), 64 NOCJIE NHEKII,

IlocT-poagu/iHA aHTHKOAryJianyja [IpodusaKTUYKK, UHTEPME/JHjapHH UM TePANeBTCKU
(mpusarozieHu) 03U 3a 6-8 HeJl. MpeMa UHAUKAIY]a;
(opasiHM aHTHUKOAryJIaHTH €BEHTYaJIHO MpeMa:
BpeMeTpaeke Ha Tepanuja, JakTalyja 1 u360p Ha
nari.)

* Hel'To IOroOJIEMHU 103U




HedpakuyoHrupaHu XermapruHU: Kora ?

° peHaJIHa AMCPYHKIU]a
° COCTO]OU KOY nob6apyBaaT 6p3a peBep3uja Ha
aHTHKoOAaryJialyja : KpBaBewa, perMoHaJiHa aHeCTe3Hja,

* npu KoHBep3uja o4 LMWH BO TepMUHCKHU ITEPUOL;:
PHU3HMK O IPOJOJKEHO KpBaBeHa

° BUCOK PU3HK 0J1 TpoM0O03a ¥ MacuBeH BTE

akyTHa MacuBHa BTE : uB 5.000 i.e. 6oayc a. (5 MuH),
uHO. 1-2.000 i.e./4; npema aPTT nocsie 6 4 ox
WHHUILIYjaJIHaTa 4033, BO paHr 1.5-2.5

* IOKOJIKY Ce YIIOTpeOyBa 3a TpoMbonpodHrIaKkca nocjie
[P, moTpebeH e MoHUTOPUHT Ha Tp (cekoj 2-3 eH / ox
4-14 nocroIl. JieH), 3apagu XuT




[P - npoduakTnuku 1031 Ha HM XenapuH

* OJIM3HA4YKa OpeMEeHOCT, MyJITUIIAPUTET, 00€3HOCT M HallpeJHaTa
Bo3pacT (Hazg 40 ron,.), xunepTeH3uja Uau Npe-eKJaMIICH]a,
HUCKO BCaJieHa MOCTeJIKa, IpeiIBpeMEHO IOPOAYB., TpaHCPy3Hja

Enoxaparin Dalteparin

<50kg 20mg /244 25001 / 244
50-90 kg 40 mg /244 5.000ie / 244
91-130 kg 60 mg* / 244 7.500ie / 244
131-170 kg 80 mg* / 24 4 10.000 ie / 24 4
>170 kg 0.6 mg/kg/24 *u 75ie/24h / 244
Bucoku nmpodua. Jo3u 40 mg x 2 5.000x2 /244

* Moxke J1a 6ufie mojesieHa Bo 2 103U / 10 - feHa Kaj He-KOMIJIMIUPAHU CJIydau
RCOG Green-top guideline No. 37a, April 2015.




[P - npoduakTnuku 1031 Ha HM XenapuH

PusukoT og bE BO oCTpOAUJIHUOT IEpUO/J, € BUCOK,
0C00€eHO MocJIe ONepaTUBHOTO 3aBpllyBamwe co I[P
Tpae J10 6-TaTa HeJesia oCJie MMOpPoAYyBakbeTO UAKO
95% o cay4yauTe HacTalnyBaaT IPBUTE 4 Heleu.

* [IP > 2 maTu noroJsieM pyU3HuK OJ] CIIOHT. IOPOJYBaHE
* Uten LIP > 2 naTu of esiektHBeH LIP
* Uten IUP > 4 maTtu noroJsiemM o/i ClIOHT OPOAYB

* RCOG Green-top guideline No. 37a, April 2015.




Reducing the Risk of Venous Thromboembolism during
Pregnancy and the Puerperium

Warfarin

Warfarin usein pregnancy is restricted to the few situationswhere heparinis considered unsuitable, B
e.g. some women with mechanical heart valves.

Women receiving long-term anticoagulation with warfarin can be converted from LMWH to warfarin v
postparium when the risk of haemorrhage is reduced, usually 5-7 days after delivery.

Warfarin is safe in breastfeeding. v
Dextran
Dextran should be avoided antenatally and intrapartum because of the risk of anaphylactoid reaction. D

Oral thrombin and Xa inhibitors

Non-vitamin K antagonist oral anticoagulants (NOACs) should be avoided in pregnant women. v
[New 2015]
Low-dose aspirin v

Aspirin is not recommended for thromboprophylaxis in obstetric patients. [New 2015] D




HectabuiHna popma Ha BE Bo 6peMeHOCT:

XeMoarHAMHU4YKa HeECTAOUJIHOCT + JIeCHO CplieBaTa cJ1abocCT
= IPOJOJI>KEHA XMIIOTEH3Hja U CMPT

*AHTUKOaryJ/alnuja (MB + UH(]) - HeJIOBOJIHA IIPU MacUBeH b

*TPOMOOJIMTUYKM areHCH - IpMMapHa yJiora BO KpU3HUTE
COCTOjOHr- T PA (peKOMOWHAHTEH TKMBEH IJIa3MHUHOTE€H
aKTUBATOp) / CTpenTOKWHA3aTa

*TPOMOOJIMTHYKA Tepalldja- 6peMeHOoCTa NpeTCTaByBa
peJslaTUBHA KOHTPAaUHAUKALM]a: MaJOPHU KOMILJIMKALUHU
(aKTUBHO KpBaBewe U peTa/iHa TEPATOrEeHOCT)

*Ba30IPECOPH,
*ICV puntpu /embosieKTOMH]a




Successful low-dosage thrombolysis of massive
pulmonary embolism in primigravida

A case report

Jiyang Liao, MD®”, Fang Lai, MD®“<, Dongping Xie, PhD®S”, Yun Han, PhD®", Shutao Mai, MD"*,
Yanna Weng, PhD®€, Yan Zhang, MD®*, Jiongdong Du, MD®°, Gengbiao Zhou, MD®*

T

Abstract ™,
Rational: Thrombolysis in primigravida with hermodynamic instability is controversial, especially treatment with low-dosage recombinant |
tissue plasminogen activator PA), and related studies are exiremely rare. Here, we report the case of a 26-year-old primigravida
diagnosed with an acute massive pulmonary embolism (PE) that prompted initiaion of thrombolysis with low-dose dteplase.
Patientconcerns:T e¢mbolectomy. At this point, 1~ view of the pabent’s lite-  asuddenonset of extremely
dyspnea, chest tightne  threatening condinon and to avoid the nsk of metrorrhagia, ilation of her right ventricle,
moderate pumonaryar  thrombolytic therapy with a_low-dosage of alteplase (10mg V1-Q3-T3pattem, asshown
S loading dose and 40 mg pumped mtravenously over 2 hours) was

Diagnosis: Acute Me ;3 dministered once informed consent was obtained. Sedation was

Intervention: The pa  continuously monitored. Bicarbonate was provided to correct

Outcomes: Thefetus metabolic acidosis, and admmnistration of low-molecular-weight § however, surgical abortion
was unexpectedly prop  heparin (LMWH, e¢noxaparin, 6000 IU twice daily) commenced was performed successfully
after the agreement of ¢\ bsequentlv accordine to the prothrombin time for the first 4§ @nd postsurgical, repeated
contrast-enhanced computed tomography had normalized by her 3-month follow-up.

Lessons: Administration of low-dosage alteplase in primigravida with hemodynamic instability is extremely rare and controversial;
however, our case suggests that this treatment strategy is relatively safe and feasible. In addition, nonradiometric examination played
a major role in the diagnosis of PE in this patient. Because radiation use is contraindicated during pregnancy, these examinations
could be the first choice for pregnant patients with suspected PE.

Abbreviations: CT = computer tomography, ECG = electrocardiogram, LMWH = low molecular weight heparin, PE = pulmonary
embaolism, rtPA = recombinant tissue plasminogen activator.

Keywords: low-dosage thrombaolysis, nonradiometric examinations, primigravida




Pulmonary embolism caused by ovarian @
vein thrombosis during cesarean section:
a case report

Yutaka Oda ' (®, Michie Fuijita’, Chika Maotohisa®, Shinichi Nakata®, Motoko Shimada' and Ryushi Komatsu®

Abstract

Background: Crvarian vein thrombosis is a rare complication of pregnancy. The representative complaints of
patients with ovarian vein thrombosis are abdominal pain and fever. In some cases, however, fatal pulmonary
embolism may develop. We report a case of pulmonary embolism presenting with severe hypotension and
loss of consciousness during cesarean section possibly caused by owvarian vein thrombosis,

Case presentatiom: A 25year-old woman at 38 weeks 4 days of gestation was scheduled for repeat cesarean
section. Her past history was unremarkable, and the progress of her pregnancy was uneventful She did not
expenence any symptoms indicative of deep vein thrombosis, Cesarpan secfion was pefommed under spinal
anesthesia, and a healthy rewborn was delivered. After rernoval of the placenta, she suddenly developed
dyspnea, hypotension, and loss of consclousness with decreased peripheral oxygen saturation. Blood pressure,
heart rate, and oxygen saturation recovered after tracheal intubation and mechanical ventilation with ciygen.
Postoperative computed tomography revealed no abnommality in the brain or in the pulmonary artery, but a
dilated right ovarian vein with thrombi, extending up to the inferior vena cava, was found. A diagnosis of
pulmonary embadism caused by ovarian vein thrombosks was made, and heparin was administered. The tracheal tube
was removed on the Tirst postoperative day. Her posto perative course was uneventful, and she was discharged with no
complications.

Conclusion: Faal pulmaonary embolism might be caused by ovarian vein thrombosis during aesarean section. Careful
and continuous observation of the patient after delivery and prompt teatrment ane important.
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