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Background

29 year old female

PO+2- Previous Hydatidiform mole and 8 week miscarriage
BMI 33.5

Non-smoker

Low risk PIH/SGA, Increased risk GDM- BMI and Family history

Past Medical History:

Blood transfusion at birth for jaundice
* Portal vein thrombosis developed following this

* Portal hypertension secondary to thrombosis

Substantial haematemesis at 9 years of age
 Qesophageal varices + hypersplenism diagnosed- varices injected

 Multiple episodes of injections with further bleed aged 19 with
banding

Extensive pre-pregnancy planning with haematology and hepatology
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Figure 1: Antenatal course

Joint obstetrics/haematology
Enoxaparin 40mg OD
No aspirin
Planned OGD 20/40
Platelet monitoring initially 4-6 weekly

All well

Endoscopy 3/52 previously with
increasing varices — commenced on beta
blockers

Platelets stable 46
Palpable spleen reaching fundus
Growth on 30t centile
For review in 3/52

Normal growth 30t centile

Awaiting MDT decision for mode of
delivery

All well

Continuing on Enoxaparin and
propranolol

Normal growth 30t centile
Platelets 57

Booked for caesarean section 39/40
following MDT

Fibrinogen to be present in delivery suite

Following further MDT for caesarean
section to be brought to 38 weeks

Anaesthetic plan in notes

Royal Victoria Hospital, Beltast Health and Social Care Trust

Attended for pre-caesarean section consent and bloods 1315

While at home later that evening she felt sudden onset LUQ pain + collapse 1625

Partner tried to assist to car, unable to do so, neighbour attended
Ambulance called 1654

In attendance 1707

Left scene 1733

Unrecordable BP in ambulance

Arrived ED 1805

Peri-arrest call from A+E consultant -

e Patient 39 weeks gestation with severe abdominal pain and unrecordable blood pressure
e Called to A and E resus
¢ On arrival 1820/1825
e Pale, clammy, responsive but drowsy
* BP 66 systolic
* HR 63 (on beta blockers)
e |V access that was present from ambulance lost, neck veins cannulated by anaesthetics
e Tender abdomen- upper left quadrant
* No uterine tenderness- no fetal heart confirmed on transabdominal ultrasound 1827
e PRC/FFP and TXA given in A +E

Transferred to theatre 1900:

Midline laparotomy with joint Obstetric and General Surgical team

2.5 litres evacuated from the abdomen with packing of all 4 quadrants
Caesarean section performed for access

Fresh stillbirth with meconium

Baby girl 3050¢g

Bleeding point identified as mesentery at splenic flexure

Haemostatic agent applied to bleeding point

Recovery:

Recovered well in ICU initially with discharge to ward day 2
Further collapse episode day 5

Interventional radiology to bleeding branch of splenic artery

Noted to have significant retroperitoneal and oesophageal varices

Discharged home day 14 with beta blockers and 6/52 enoxaparin

Figure 2: Sequence of presentation, diagnosis and management

Discussion

Increasingly complex maternal
medicine is becoming more
prevalent. This case highlights the
importance of multidisciplinary
teamwork in management of co-
morbid pregnancies as they carry a
significant risk.

There is significant need on
counselling for future pregnancies
with involvement of experts in
hepatology and maternal medicine.
This patient will need appropriate
debriefing and guidance on
recurrence risk and planning for
potential future pregnancies.

This case provokes discussion
regarding optimal timing and mode
of delivery in portal hypertension.
Some studies have suggested that
well controlled portal hypertension
should not necessitate preterm
delivery and challenge the norm of
delivery by caesarean section. The
key questions in this case are how
best to advise these patients of
recurrence risk and risk to future
pregnancy; with focus on
optimisation of antenatal
management and timing of delivery.



