
Interv Pain Med Neuromod. 2021 December; 1(1):e116357.

Published online 2022 February 19.

doi: 10.5812/ipmn.116357.

Case Report
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Abstract

Meany factors lead to myocardial infarction in a pregnant woman, resulting in the increasing prevalence of women with cardiac
diseases during pregnancy. There are special considerations for anesthetic care under this condition. This report presents a 40-
year-old woman admitted for emergent cesarean section due to acute myocardial infraction (AMI). Providing safe and balanced
anesthesia while managing cardiac events was challenging; however, it was performed in accordance with standard anesthesiologic
rules.
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1. Introduction

Acute myocardial infarction (AMI) rarely occurs in
pregnancy (1: 20,000); however, it accounts for a high ma-
ternal mortality rate, claiming the lives of both pregnant
women and their fetuses. The severity is more in the third
trimester or the peripartum period. Managing this situa-
tion is challenging for anesthesiologists and other physi-
cians (1-3). There is a lack of data on maternal mortality
rate; however, it is estimated to be about 35- 40% in the
third trimester (2).

The incidence of cardiac disorders among pregnant
women is increasing, followed by high mortality rates (3).
Many factors cause AMI in a pregnant woman, one of which
is coronary artery dissection. Although this factor is not
prevalent, its mortality rate is high, and the female gen-
der is more susceptible to such a condition (4). Cocaine
abuse can also result in AMI in a pregnant woman (5). Di-
agnostic approaches such as angiography are useful for de-
tecting atherosclerosis; however, coronary dissection may
not be diagnosed, especially in the case of AMI before or af-
ter labor. Physiologic changes during pregnancy can lead
to underdiagnosis. Managing AMI in pregnancy is similar
to standard treatments for AMI in non-pregnant patients.
This is while, in addition to the diagnostic or treatment
approaches, the safety of the fetus must also be consid-

ered (6). We decided to report this case after obtaining in-
formed written consent from the patient.

2. Case Presentation

The patient was a 40-year-old woman admitted for
emergent cesarean section due to an acute myocardial in-
fraction. She had two children, and this was her third gra-
vidity. She had no remarkable medical history, and earlier
parturitions were uncomplicated. We asked about previ-
ous deliveries, and we found out that both deliveries were
vaginal deliveries performed in a rural obstetric facility. At
the time of referral to the emergency department, she was
in the 36th week of gestation and was suffering from typi-
cal chest pain. In the initial evaluations, the ST elevation MI
(STEMI) with classical elevations of myocardial biomark-
ers was revealed, and the classic management of AMI was
started. Because of the simultaneous initiation of uterine
true contractions, cesarean delivery was planned for her
in an emergent setting. In the preliminary examinations,
she had a heart rate of about 85 bpm, blood pressure of
115/65 mmHg, and normal coagulation status and serum
biochemistries. A smooth induction of anesthesia with
minimal hemodynamic changes was planned. Any painful
stimuli such as laryngoscopy and intubation needed to be
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eliminated. Accordingly, after proper psychological prepa-
ration and the use of topical anesthesia utilizing intratra-
cheal injection of 3 mL of 1% lidocaine solution and bilat-
eral superior laryngeal nerve block with the same solution
and 2 mL in each side, 15 mg of etomidate was injected
for anesthesia induction, and 100 mg of succinylcholine
was injected for rapid muscle relaxation (rapid sequence
induction of anesthesia), and cricoid pressure was applied
up to the time of endotracheal tube (ETT) cuff inflation, in
order to reduce aspiration risk ETT with a 7 mm internal
diameter was selected for this patient and lubricated to re-
duce pain and discomfort. For the maintenance of anes-
thesia, 100% O2 was delivered via ETT, and a dial on the
Isoflurane vaporizer was set at 1%. Remifentanil infusion
started following the delivery, and the infusion rate was
justified according to the hemodynamic parameters to in-
dicate the depth of anesthesia. The patient was monitored
throughout the surgery, and in the post anesthesia care
unit (PACU), there were non-invasive blood pressure (NIBP)
monitoring and 5-lead electrocardiogram (ECG) tracings.
After surgery, the patient was transferred to the cardiac
care unit (CCU) for close monitoring and the completion
of AMI management. Fortunately, the APGAR score of the
neonate was acceptable; however, for better care, she was
transferred to the neonatal intensive care unit (NICU). Af-
ter three days, the mother was transferred to the general
ward, and two days later, she was discharged while happily
taking her daughter in her arms.

3. Discussion

In the case of AMI in pregnant women, delivery should
be postponed two to three weeks to recover the cardiac sys-
tem from infarction. The clinical conditions of the mother
and fetus determine the delivery approach. Vaginal de-
livery is a painful process and may lead to myocardial is-
chemia; however, a cesarean section has no such short-
coming. In contrast, vaginal labor has some advantages as
fewer anesthesia- and surgery-related risks such as hemo-
dynamic changes and infection are reported. In vaginal la-
bor, blood loss is less, thereby posing little risk for insuffi-
cient heart perfusion. Left lateral decubitus improves car-
diac preload and cardiac output, providing sufficient pla-
cental perfusion. Delivery with instruments can reduce
the second stage of labor and prevent straining and pres-
sure on the heart. Applying a gentle push on the lower ab-
domen is acceptable in patients with more than 40 percent
ejection fraction. Oxytocin can cause coronary spasms and
should not be used. Some drugs such as trinitroglycerin,
beta-adrenergic blocking agents, or blockers of calcium
channels may be used to prevent myocardial ischemia.
Provided that all factors aggravating the cardiac situation

and increasing cardiac function are optimized, vaginal de-
livery is preferred for the AMI patients, and cesarean sec-
tion must be performed only in patients with unstable
hemodynamics (7).

Frassanito presented a case report of a 36-year-old
woman with AMI in the 25th week of pregnancy. Deliv-
ery with cesarean section was performed in the 35th week.
Surgery was performed under general anesthesia. Sevoflu-
rane and remifentanil were used for the maintenance of
anesthesia. The patient was monitored with electrocardio-
gram, saturation oximetry, invasive blood pressure with
the arterial line, cardiac output measurement by lithium
dilution, and bispectral index (1). In the present study, lit-
tle facilities were available for the cardiac monitoring and
anesthetic management of our case, and the clinical set-
ting was an emergency center. Accordingly, we could not
use the cardiac output measurement devices.

Moore et al. experienced the same scenario three
weeks following an ischemic heart insult (4). The initia-
tion of uterus contractions in our case made us perform
a cesarean section immediately after the initiation of AMI
management. Accordingly, it was not possible to conduct
further investigations.

In an elective setting, patient preparation and proper
planning can promote outcome and decrease risks. Epidu-
ral anesthesia with the least hemodynamic perturbations
can be performed safely after the transient suspension of
anticoagulants, which is necessary to manage AMI (8). Al-
ternatively, spinal anesthesia with a low dose of bupiva-
caine and a minimal dose of intrathecal opioid can provide
a stable hemodynamic condition for this purpose (9-11).In
the present study, the emergent situation did not let us
stop blood diluent medications and perform the neurax-
ial block. However, careful hemodynamic monitoring can
help anesthesia providers stay safe walking in daily routine
practice.

3.1. Conclusions

In the case of AMI in pregnant women, delivery should
be postponed two to three weeks to recover the cardiac sys-
tem from infarction. However, in emergencies such as the
initiation of the uterus, it is inevitable to have true contrac-
tions optimizing the clinical setting and implementing all
available facilities to reduce risks for both mother and fe-
tus.
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