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CASE REPORTS

Emergency repair of incidentally diagnosed ascending aortic
aneurysm immediately after Caesarean section
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A 36-yr-old pregnant woman with a history of hypertension presented at term for elective
Caesarean section because of breech position. At preoperative examination, a diastolic murmur
was found and transoesophageal echocardiography (TOE) revealed a large, 8.1-cm diameter
ascending aortic aneurysm with severe aortic regurgitation and moderate pericardial effusion.
Surgical repair was not considered to be urgently required. The patient was delivered electively
by Caesarean section under epidural anaesthesia using invasive arterial pressure monitoring.
TOE performed 6 h post-partum showed progressing pericardial effusion, for which emergency
replacement of the aortic valve and ascending aorta were indicated. The epidural catheter was
removed 4 h before starting the cardiopulmonary bypass procedure. Arterial pressure was
controlled by a titrated infusion of esmolol and clonidine. To improve uterine tone, the patient
received an i.v. infusion of oxytocin throughout surgery. After implantation of an aortic composite
graft and weaning from cardiopulmonary bypass, the patient was transferred to the intensive care
unit. Awake and receptive to neurological evaluation, her trachea was extubated 4 h after surgery.
Mother and baby made an uneventful recovery.
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Incidentally diagnosed ascending aortic aneurysm and/or dig-breech presentation. Fourteen years previously, when the
section in pregnancy is a rare but potentially fatal event. patient had an insurance policy check up, a systolic murmur
review of the English literature revealed only three cases @whs found over the apex, and transoesophageal echocardio-
ascending aortic repair immediately after deliverit has graphy (TOE) revealed concentric left ventricular hyper-

been estimated that 50% of all ascending aortic dissectiqgphy and a mitral valve prolapse without significant mitral

in women less than 40 yr occur during pregnancy, mostly jaqrgitation. Before conception, her medical history over
the last 3 month$.As highlighted in recent reports of the

; . i “the preceding 4 yr revealed only untreated mild hypertension.
Confidential Enquiries on Maternal Deaths, hypertension P g4y y vp

X . h i inati 4 i li
(18.6%) and cardiovascular disorders are the most frequtraﬁ\lﬁtmtufvzseodp;gtlzg e_zrxglrzn Ig:z]oonr;s?ragt];dzn ;?]eﬂfsstalcof
causes of indirect deaft? While systemic hypertension is ) y

the most common aetiological risk factor for aortic aneurysrf; - €M In diameter, extending from the sinus portion to the
Marfan’s syndrome, other congenital cardiovascular abngtscending aorta (Fig. 1). Additionally, severe aortic incom-
malities and pregnancy-induced changes in the vessel wegitence, left ventricular hypertrophy and pericardial effusion
are also associated with this enfity3We report a case of an Without signs of tamponade were found. Mitral valve
elective Caesarean section for breech position in a prineinatomy and function were normal. Having studied these
parous woman with an incidentally found ascending aortftndings, the cardiac surgeons considered immediate opera-

aneurysm. tive intervention unnecessary. To prevent any possible risk
of hypertension during rapid sequence induction of general
Case report anaesthesia and tracheal intubation, we decided to perform

A 36-yr-old primiparous woman was admitted at term to than elective Caesarean section under lumbar epidural anaes-
obstetric department for elective Caesarean section becatissia. Epidural block was achieved with 0.5% bupivacaine
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Fig 1 Transoesophageal oblique view of the left ventricular outflow tract. Abbreviations:1&f atrium; LV=left ventricle; Av=aortic valve; Asc
Aorta=ascending aorta; RVOFright ventricular outflow tract; and PEpericardial effusion.

50 mg at the L4-5 interspace and the block reached the leaeld fentanyl 30Qug, maintained with fentanyl 2fg kg™,
of T4. Coronary blood flow and perfusion pressure wef@4-0.6% isoflurane and a continuous infusion of propofol
managed with volume substitution (hydroxyethylstarch00-600 mg ht. Neuromuscular block was achieved with
500 ml) before and after institution of the epidural blockpancuronium 8 mg. Arterial pressure was controlled with a
No inotropes were needed to maintain adequate artetialated infusion of esmolol 1.8—-2 mg mih After induction,
pressure. Uterine contraction after deliverywas achieved wiin i.v. priming dose of aprotinin 2 000 000 u. was
oxytocin 10 u. i.v. After an uneventful delivery of a healthyadministered followed by continuous infusion of 500 000
baby (Apgar 8/9/10), the patient was transferred to the ! until the patient arrived in the ICU. Post-partum
intensive care unit (ICU). The epidural catheter was left imfusion of oxytocin was continued throughout surgery and
place for postoperative analgesia. an obstetrician regularly controlled intraoperative uterine
TOE, performed 6 h post-partum, showed asymptomaticne manually.
but increasing pericardial effusion for which emergency After implantation of a 27-mm Carbo Medics composite
replacement of the aortic valve and ascending aorta weyeaft under moderate hypothermia (26°C), the patient was
now indicated. Anticipating a coagulation disorder afteweaned successfully from CPB with dopamine.@ kg
complex cardiac surgery, we removed the epidural cathetem™. An additional i.v. bolus dose of oxytocin 5 u. was
4 h before starting cardiopulmonary bypass (CPB). Furtheecessary when uterine tone decreased and vaginal bleeding
pain relief was achieved with nicomorphin 3 mg i.vincreased 20 min after cessation of CPB. Obstetric examina-
when required. Anaesthesia and perioperative managemton at the end of surgery showed a well contracted uterus
focused on prevention of hypertension, treatment of amyith minimal vaginal bleeding. The postoperative course
coagulation disorder and ensuring early detection of potewas uncomplicated. Thirty minutes after admission to the
tially fatal uterine atony. Rapid recovery of consciousne$€U, the patient was awake and receptive to neurological
was required for neurological evaluation, thus permittingvaluation. Four hours later the trachea was extubated.
early diagnosis and immediate treatment of epidural haem@wsstoperative haematological examination showed a mater-
rhage. Anaesthesia was induced with flunitrazepam 1 mgl haemoglobin concentration of 7 g litteplatelet count
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of 135 000 pl~t and normal prothrombin time. Arterial 50 min. In this patient, we removed the epidural catheter
pressure was controlled initially with esmolol 1-3 mgt h 4 h before cardiac surgery.
followed by clonidine 12.5-25g hrti.v. and oral captoprii  The uncomplicated postoperative course of this patient,
12.5 mg, three times a day. Oxytocin infusion was stoppé&¢ho had incidentally been found to have an aortic aneurysm,
48 h after delivery. On the third postoperative day thkeas demonstrated that a two-step procedure with epidural
patient was transferred to the ward and her subsequéengesthesia for Caesarean section followed by cardiac
recovery was uneventful. surgery with CPB can be performed safely. Neurological
It is thought that untreated hypertension and pregnanc§valuation is possible immediately after surgery which
induced changes in the aortic wall were the most likelpay allow early detection of an epidural haematoma thus

causes of the aneurysm. minimizing the risk of neurological sequelae.
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