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Background

* Group 1 pulmonary arterial hypertension (PAH) involves a mean pulmonary
artery pressure > 20 mm Hg and can be idiopathic, drug or toxin-induced, or
associated with conditions like connective tissue diseases?

* PAH is more common in females than males and is the most frequently
encountered form of pulmonary hypertension in pregnancy?

* Pregnancy carries substantial risk since many of its physiologic changes,
including increased blood volume and cardiac output, decreased SVR, and
hypercoagulability, can exacerbate PAH and precipitate decompensation?

* Thus, close multidisciplinary management is critical

* Frequently, these patients deliver via planned operative vaginal or cesarean
delivery at 34-36w, though earlier delivery may be required-
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Case Overview

Patient was a 32yo G3P2002 with history of mixed connective tissue disease/SLE, Raynaud’s, pulmonary embolism, psoriasis, and PAH

24-28w > 28wdd > Post-op
e Admitted at 24w5d for initiation e Overnight, PROM necessitated e |Initially, managed in CTICU
of IV epoprostenol after PAH urgent mobilization of team e Course was complicated by:
progressed (MPAP 42 mmHdg e Patient brought urgently to OR o Hematoma after femoral
from 24mmHg pre-pregnancy) o Low dose CSE placed micropuncture line pulled
e By 28 weeks, patient developed and incrementally dosed o Intermittent epistaxis
preeclampsia with SF by throughout case o Resulted in patient
thrombocytopenia (plt 98) o  Central line placed receiving blood
e (Given deterioration, patient and o  Micropuncture femoral transfusion
team opted for CD next day at catheter sheaths placed e Patient discharged on IV
28wad with ECMO on standby for rapid ECMO Initiation epoprostenol on POD 10
o Anticoagulation was held If needed
o  PA catheter and arterial o Intraoperatively, patient
ine placed given furosemide and

vasopressor support with
norepi gtt and

vasopressin boluses
e (CD was uneventful
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Learning Points
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* Qur case highlights importance of close monitoring, multidisciplinary
coordination, and adaptability in delivery planning for patient with PAH

* Even well-controlled disease can worsen, and complications can arise
throughout pregnancy, delivery, and recovery
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* Anesthetic management should focus on preserving RV function by Mo
maintaining:
| ,“ ‘
o Perfusion
oEuvolemia

oNormothermia

o Oxygenation and ventilation
oRegular heart rate and rhythm
oAdequate analgesia
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