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Incidence low, but increasing*
12 cases in literature?
8 live births
1 vaginal; 7 cesarean3
Unknown anesthetic management

Complex anesthetic challenges
Large fluid shifts
Native vs mechanical cardiac
output
Anticoagulation

No management guidelines
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Who

LVAD MULTIDISCIPLINARY DELIVERY PLAN?

35F G4P3 at 24 weeks GA with HeartMate 3 LVAD for PPCM

PMH: BMI 50
+Anti-E antibodies
Cardiac Risk: mWHO IV

TTE LVEF 15%, mildly reduced RV systolic function (TAPSE
12mm), appropriately placed and functioning LVAD

Hemodynamic Considerations

v’ Preload dependent v’ Afterload sensitive v'RV Failure

v’ Arrhythmia Risk

Teams: MFM, OB and CT Anesthesia, CT Surgery/ECMO, Critical Care, NICU, Nursing

Cesarean delivery (likely) for breech presentation

34 weeks GA (unless maternal concerns)

Scheduled vs Emergent Delivery: L&D vs Cardiac OR

Post-Delivery Care: L&D vs ICU

Neuraxial vs General Anesthesia

Monitors/Access
JLarge bore access

PPH Management
JUterotonic candidacy

Contingency Planning
IRV support

Arterial line Blood product availability JAdvanced airway management
CVC/PA catheter JUterine preservation techniques JdMassive hemorrhage
TTE/TEE



35F BMI 50 at 32 weeks GA with biventricular dysfunction, LVAD
and breech presentation for primary cesarean section

Antepartum: 4 admissions for volume overload requiring continuous diuretic infusion & maximal LVAD support

Sympathectomy ”.
Access Management PPH Mitigation
Large Bore PIV x2 Vasopressin Blood I_.osks): |350 ml BT "
O9Fr Central Venous Catheter LVAD flow titration Oxytoc.m .O us 3U x1 & infusion 3U/hr
Vasodilation
_l l Norepinephrine
Monitors RV Support
Arterial line (Right Radial) Epinephrine
Pulmonary Artery Cather ECMO Groin Sheaths
ICU Course
Gradual vasopressor wean
: Anesthesia Induction Deliver Postpartum PODO Anticoagulation restarted
OR Arrival set Up >> Y P POD2 Rectus sheath hematoma
PODS IR embolization
PODS8 ICU Discharge
Vigorous Baby
RV Afterload Reduction Dural Puncture Epidural Apgars 7 & 8
Inhaled Epoprostenol 1.5% Lidocaine with Epinephrine (3mL)

2% Lidocaine with Epinephrine (10mL)
Fentanyl (100pug)

Dexmedetomidine (20ug)

Morphine (2mg)




IVIANAGEMENT DILEMMAS

Hemodynamic Optimization

Outpatient vs Inpatient

Proactive Contingency Planning

Judicious Resource Allocation

Neuraxial vs General Anesthesia

Inotropic & Mechanical Support

Anticoagulation Timing Antepartum
& Strategies Postpartum

 Re:VAD Pregnancy Check In

Team,

| wanted to take a moment to thank you all for the
exceptional multidisciplinary care provided today for

'S delivery. Seeing Baby 's face made all
the hard work worth it. It is truly a privilege to work with
this team, and | look forward to continuing our
collaboration throughout 'S post-operative care.

Thanks,
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