AMNIOTIC FLUID EMBOLISM
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Patient profile
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Present illness
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Past history
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TsAUsz3n6ia: thosanuman (Myoma 9.42%8.47 cm at Rt lateral wall;
not obstruct labor )
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OBSTETRIC HISTORY

G1PO GA 39+2 weeks by LMP (LMP 20/10/6% , EDC 27#/%/68)
ANC NaRNUM 14 AT
7299NINATTIAAINNAK SBP 104-130 mmHg , DBP 68-83 mmHg
pre -preghancy : Wt 55 kg, Ht 152 cm, BMI 23.80 kg/m2
now :Wt 59 kg, Ht 152 cm, BMI 25.53 kg/m2

GDM screening :

O 50 ¢ GCT = 142 mg/dL

© 100 g OGTT = 85, 188, 182, 153 mg/dL

© FBS 83-88, 2 hr PP 115-118 mg/dL
Interpretation : GDM A1 — well control
NIPT : 47 XXX
Interpretation : Tripple X syndrome ->81701UQs¥5N1761539 Prenatal diagnosis




OBSTETRIC HISTORY

® Lab 1
O Blood group O, Rh +
Hct 28.5 %, Hb 9.5 g/dL
MCV 90
DCIP negative

® Lab?2
O Hct 29.4 %, Hb 10.5 g/dL
© MCV 90.4
O Syphilis non-reactive
O

Anti-HIV negative
HBsAg negative

VDRL non-reactive

O O O O O O

Anti-HIV negative



Physical examination

General Appearance : good consciousnhess, orientated to time-place-person

V/S : BT 3% ¢ ,BP 118/7FmmHg , PR 91/min, RR 20/min Sp02 98 % RA

Skin: no petechiae, no ecchymosis, ho jaundice

HEENT: no pale conjunctiva, anicteric sclera

Heart: full & regular pulse, normal S152, no murmur

Lungs: clear and equal breath sound both lungs

Abdomen: Fundal height 34 above umbilicus, FHR 140-145 bpm, cephalic

presentation,no head engagement, no uterine contraction, EFW 3000 gm
® Extremities: no pitting edema, cap. refill < 2 sec

® Skin: no petechiae, no ecchymosis, ho jaundice
® Neuro: E4VSM6, pupil 3 mm BRTL, motor power gr.V all extremities,
® intact sensory, DTR presence all extremities



FHR 40

NST reactive, FHR baseline 140 bpm, no UC




Problem list

Maternal 40 yrs G1PO GA 39+2 weeks by LMP (EDC 27/7/68)
GDM A1 diet control (well control)

NIPT 47 XXX (Tripple X syndrome)

Advanced maternal age

Anemia

Poor maternal weight gain

Myoma. uteri (not obstructed labor)



Management
For this patient



PROGRESS LABOUR EXAMINATIONS
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Event at OR

Time start 12.35 %. Time end 15.00 .

At 12.41%.: 1anAadA by C/S Apgar at 1,9 min = 8,8

At 12.44%. : (R139L0UNAANTUN 2) SpO2 drop — Et CO2 drop

At 12.46 %.: no pulse #arrest 1st >Start CPR — EKG PEA

At 12.54 %. : EKG VF Defibrillation

At 12.56 %. : EKG VF Defibrillation

At 12.57 %. : ROSC (%ad ROSC BP 137/75, HR 123-170 bpm)

At 13.21 %. :BP drop, no pulse #arrest 2nd (24 min later) = start CPR — EKG PEA
At 13.23 %. : ROSC (BP 130/80 )

At 13.28 %. : no pulse #arrest 3rd (5 min later)— start CPR, EKG PEA

at 13.39 #%. : ROSC

#Suspected amniotic fluid embolism

— cohsult MED emer at OR

— consult CVT for ECMO at OR

— intra-op: EBL 600 m|

—2a129 blood clot+Ladn31n Vg #ad ECMO 400 ml



Event

23/7/68 19.50 %. Notify active bleeding per vagina

#a3818 MICU
Ysebai% PPH
O 4 Uterine atony
© EBL ~300 ml
Manhagement | )
O i1 Uterine massage + tWa Synto >> 933 EBL A8z 300 ml x 2 times
O Try condom balloon tamponade >> failed Tadgrursaluanns fungus 18 o931n
Position thaz abnormal cavity (myoma distorted cavity)
Total blood loss at MICU 1200 ml|
Plan: Set OR for hysterectomy




Operative note

G1GA 39+2 wk ¢ GDM ¢ CPD
S/P C/S EBL 600 ml
Post cardiac arrest suspected from Amniotic fluid embolism
® operation: TAH c bilateral salpingectomy ¢ Rt. SO c internal iliac artery ligation
® finding : Gravid uterus 24 wk size seen multiple myoma with necrosis
both ovaries normal
hematoma S x3 cm at Rt. Infundibulopelvic ligament
® EBL 10,000 ml
® Total blood loss 1,000 + 1,200 + 10,000
® =12,200 ml



Summary note

: < chemi #Deconditioning
H#AKI tfrom ischemic ATN ¢ . PMSR program

hyperkalemia ¢ volume leakage 1-4/9/68

#Post cardiac arrest - s/P hemodialysis (DLC)

- on ECMO o ambulation with
23-27/7/68 e walker
| e Aclmit Induction , 27/7/68 — T W ]/9/68 4/9/68 -y & D/C 4/9/68 -
N / 5/8/68 24/8/68 S /’ . « Ua F/U OPD Gyne
% /7 R N &l N ~ g 16/10/68
3/7/68 21/8/68 29/8/68 2/9/68
#Nosocomial infection

#G1 GA 39+2 wk ¢ GDM ¢ CPD -H/C : Klebsiella pneumoniae N _
-S/P C/S EBL 600 ml (ESBL) groavy
-S/P TAH c bilateral salpingectomy ¢ > On meropenem 2] -29/8/68

Rt. SO c internal iliac artery ligation

23/7/68-22/8/68 On ETT
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