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Introduction

®  Amniotic fluid, fetal cells, hair, or other debris enters the maternal pulmonary circulation

[ ] 0 0
Rare (est. ~1/8000 to 1/80,000 pregnancies) but catastrophic
L] Q
Mortality rate: 10-61%
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Presentation: classic triad of hypotension, hypoxia, and coagulopathy
May include fetal heart rate abnormalities or sudden cardiovascular collapse
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Pathophysiology: fetal antigen entering maternal circulation causes a sepsis like activation of pro- ol ey
circulation
inflammatory mediators > acute pulmonary vasospasm with ensuing heart failure + coagulopathy
Clinical diagnosis and diagnosis of exclusion
ncreased levelyof A-Cme re.spir.:mry Amniotic fluid activates Factor VIl and
e O s i _placles withconsquent
(cg';'l':c",::z:'c:? . (DIC). Inﬂam::a;i‘r’;sr(e‘;:;;\se further
i activates clotting cascade
Table 1. Differential diagnosis of amniotic fluid embolism 4 o aadl aothite R i;
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hemodynamic instability.
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¢ | ocal anesthetic * Placental abruption * Sepsis
toxicity ¢ Acute severe * Anaphylaxis l
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. . * = = ventricular infarction and/or inter-
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Figure 1. Pathophysiology of amniotic fluid embolism 3
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Case: 32-year-old G1P0 at 38w5d with gestational diabetes mellitus

Admitted for BP 146/93 10:15 am:
Oxytocin

Nitrous oxide > CSE
access obtained

20 hours later:

Emergent Cesarean delivery
for fetal bradycardia

Hematuria in Foley

"Diffuse oozing”
Additional IV and arterial

ROTEM with coagulopathy
and FIBTEM A5 3mm

Resuscitation with 3u PRBC, 1
FFP, 8g fibrinogen
concentrate, 1u platelets

AFE diagnosed by MICU:
EKG: no ischemic changes
XR: B/L interstitial edema

CT PE: enlarged right heart

TTE: Severely dilated RV with
reduced function, moderate
tricuspid regurgitation,
moderate pericardial effusion

NICOM: cardiac index of 2.0

Extubated on POD5

ICU course complicated by
renal failure requiring dialysis
and atypical hemolytic uremic
syndrome

Discharged home on POD15

9:13 am:
Delivery of healthy baby boy
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. Tachycardia into 120s with

| persistent severe range blood
| pressures
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Treated with labetalol boluses
and nicardipine infusion

Magnesium infusion for seizure

Oprophylaxis

>
11:27 am:

Acute spO2 drop to 70s
PaO2 49 noted on ABG

> Nasal CPAP on FiO2 100%
12:46 pm:

PaO2 65 on nasal CPAP

Emergent intubation

Dobutamine & inhaled nitric
oxide for inotropic support

Swan Ganz catheter placed

Serial TTEs to monitor cardiac
recovery

Transfused as needed for DIC

OTransfer to MICU O [ : o
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Discussion

AFE suspected

. Consider in pregnant or recently postpartum patients who

Immediate notification to
l neonatology, maternal-
fetal medicine and/or
s 0bstetric care provider,
anesthesiology, intensive
care

S l }

Consider immediate

Startimmediate high
quality CPR-ACLS
and call for help.

present with respiratory distress, hemorrhage, and/or

cardiovascular collapse

. Right ventricular pressures become acutely elevated and may

delivery in viable Early phase commonly Second phase Coagulapathy may have
pregnancies E_‘tlv‘ﬂ‘ by characterized by right characterized by left immediate or delayed
. . . ] ] operative vaginal ventricular failure. May ventricular failure and onset following
cause right ventricular failure, left ventricular failure, and acute eiVery Of CIITRENL  confrm with bedside cardiogenic pulmonary rdiovaseula colapse
cesarean section. transthoracic edema, Activate massive
) ) ] echocardiography Maintain hemodynamics transfusion protocols
hypoxic respiratory failure with use of where available
l norepinephrine and Aggressive treatment of
;m':rnpr%‘ such as uterine atony. Search
a oo o . " obutamine or for anatomic etiologies
. Labs: elevated D-dimer, low fibrinogen, and thrombocytopenia ot e mitinone it of bleeding sich a5
A excessive fluid Ivic lacerations.
Consider pelvic

administration.
norepinephrine to

maintain blood
pressure

Right ventricular
failure addressed
with inotropes, such
as dobutamine or
milrinone. Decrease

(suggesting DIC)

. XR: bilateral infiltrates

pulmonary afterload
with inhaled nitric
oxide or
inhaled/intravenous
prostacyclin if
indicated.

. CT and/or echocardiography: right heart enlargement with septal

flattening or bowing

+  Treatment: advanced cardiac life support, vasopressors, inotropic . ‘ .
. ) Figure 2. CT Pulmonary Embolus with right heart enlargement Figure 3. Immediate supportive treatment for AFE 3
agents, respiratory support, and transfusion

. Multidisciplinary management (MFM, OB anesthesiology, and
. ) ) References
critical care teams) is crucial
1. Haftel Aet al. Amniotic Fluid Embolism. https://www.ncbi.nim.nih.gov/books/NBK559107/
+  AFE may affect every organ system and result in severe maternal 2. Kaur K et al. Amniotic fluid embalism. PMID: 27275041
y y org y 3. Pacheco, Luis D. et al. Amniotic fluid embolism: diagnosis and management. American Journal of Obstetrics & Gynecology, Volume 215, Issue 2, B16 - B24

morbidity and mortality 4. Thongrong C et al. Amniotic fluid embolism. PMID: 23724386; PMCID: PMC3665120.

SﬂAP 2025

| Contact 15s9005@nyp.org_ SOAP 57th Amnual Mesting — Portiand, Oregon aprit 30-ay 42025 QU

L APRIL30-MAY4,2025 3
HILTON PORTLAND DDWNTOWN HOTEL  PORTLAND, OB



