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1. Peripartum Severe Acute Pancreatitis with Rare Complications: Case Report and Review of 
Literature. 

Author(s): Ali, Syed Muhammad; Shaikh, Nissar Ahmed; Aftab, Zia; Latif, Ejaz; Sameer, Muhammad; 
Khan, Muhammad Burhan; Al-Tarakji, Mohannad 

Source: Case reports in surgery; 2020; vol. 2020 ; p. 5785413 

Publication Date: 2020 

Publication Type(s): Case Reports 

PubMedID: 32309004 

Abstract:Peripartum pancreatitis is a rare clinical condition that occurs usually in the third trimester 
of pregnancy. Pancreatitis is usually secondary to gallstones, and it can lead to life-threatening and 
rare complications. We report a case of necrotizing postpartum pancreatitis that developed 
abdominal compartment syndrome (ACS) in early course, posterior reversible encephalopathy 
syndrome (PRES), and splanchnic and extrasplanchnic thrombosis later on. Case. 31-year-old female, 
one week after delivery, presented to the emergency department with abdominal pain, nausea and 
vomiting, tenderness in the epigastrium, and raised pancreatic enzymes. Ultrasound (USG) showed 
bulky pancreas with gallstones. She was diagnosed as having acute biliary pancreatitis and started to 
be hydrated and was supplemented with analgesia. Her condition deteriorated on the 2nd day, and 
she was shifted to the surgical intensive care unit (SICU) where she developed abdominal 
compartment syndrome (ACS), respiratory distress, and acute kidney injury, requiring endotracheal 
intubation and ventilation. Computerized tomography (CT) showed pancreatic necrosis with multiple 
fluid collections and significant left-sided pleural effusion. Percutaneous drainage of pleural effusion 
was done, and she was stabilized to be weaned off from mechanical ventilation. On day 15, she 
underwent USG-guided drainage of the pancreatic collection and ERCP (endoscopic retrograde 
cholangiopancreatography) on day 19. Post-ERCP, she had tonic colonic convulsions which were 
treated with benzodiazepines and phenytoin. It was diagnosed by imaging studies as posterior 
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reversible encephalopathy syndrome (PRES). Her abdomen was still distended and tender; CT 
showed a significant pseudocyst with splanchnic and extrasplanchnic thrombosis. She had 
laparotomy, gastrocystostomy, and cholecystectomy on day 28th. She made uncomplicated recovery 
and discharged in good health. Conclusion. Peripartum pancreatitis can be complicated by ACS, 
PRES, and splanchnic and extrasplanchnic thrombosis. 
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2. Successful prone positioning after recent caesarean section in severe ARDS with postpartum 
pulmonary haemorrhage. 

Author(s): Phoophiboon, Vorakamol; Sriprasart, Thitiwat 

Source: Respirology case reports; Nov 2020; vol. 8 (no. 8); p. e00673 

Publication Date: Nov 2020 

Publication Type(s): Case Reports 

PubMedID: 33082956 

Abstract:A 35-year-old Thai women (gravida 3, para 0) at 36 weeks and five days of gestation was 
admitted to a delivery room due to premature rupture of membrane. She was diagnosed with 
Escherichia coli with extended-spectrum beta-lactamase (ESBL) chorioamnionitis and septic shock 
leading to signs of fetal distress. She underwent emergency caesarean section. Post-operatively, the 
patient developed severe acute respiratory distress syndrome (ARDS), disseminated intravascular 
coagulation (DIC), massive pulmonary haemorrhage, and intra-abdominal bleeding. Lung protective 
strategy and recruitment manoeuvres were applied; however, her oxygenation and haemodynamic 
parameters worsened. Twenty consecutive hours of prone positioning was performed as a rescue 
procedure to improve patient's oxygenation and allow the patient to undertake surgical re-
exploration for abdominal compartment syndrome management safely. Neither high ventilator 
setting nor re-positioning was needed after the second operation. 
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3. PRESUMED CATASTROPHIC ANTIPHOSPHOLIPID SYNDROME 

Author(s): Qadir A.; Steff R.; Bhat P.; Ejaz S.; Singh K. 

Source: Chest; Oct 2020; vol. 158 (no. 4) 

Publication Date: Oct 2020 

Publication Type(s): Conference Abstract 

Abstract:SESSION TITLE: Fellows Critical Care Posters SESSION TYPE: Fellow Case Report Posters 
PRESENTED ON: October 18-21, 2020 INTRODUCTION: Antiphospholipid antibodies (aPLs) are 
associated with recurrent early pregnancy loss and arterial as well as venous thrombosis. A small 
subset of patients develop a life-threatening form of the disease with widespread thrombosis and 
multiorgan failure, called catastrophic antiphospholipid syndrome (CAPS). CASE PRESENTATION: A 
26-year-old female, 10 weeks pregnant, with a history of 2 prior miscarriages presented with 
hyperemesis gravidarum. She had a pulseless electrical activity cardiac arrest in the ER with return of 
spontaneous circulation after 15 minutes of advanced cardiovascular life support (ACLS). Left heart 
catheterization showed no evidence of coronary artery disease. Transthoracic echocardiogram 
showed preserved ejection fraction and no other abnormality. CT angiogram of the chest ruled out 
pulmonary emboli but showed diffuse bilateral airspace opacities, concerning for acute respiratory 
distress syndrome (ARDS). Patient developed acute kidney injury, acute right lower extremity arterial 
thrombosis and compartment syndrome requiring fasciotomy, upper extremities superficial venous 
thrombi, fetal loss and spontaneous abortion. Working diagnosis of CAPS was made; aPLs, anti-
cardiolipin and anti-beta2 glycoprotien-1 antibodies levels ordered and patient started on IV heparin 
infusion, IV glucocorticoids and plasmapheresis followed by IV immunoglobulins (IVIG). 
Anticoagulation was held intermittently due to acutely worsening thrombocytopenia with low 
fibrinogen levels concerning for disseminated intravascular coagulation (DIC), and bleeding around 
the fasciotomy site, hematuria and vaginal bleeding (workup for heparin induced thrombocytopenia 
remained negative). Cryoprecipitate and blood transfusions were required. Acute respiratory failure 
resolved with low tidal volume ventilation, prone positioning and aggressive diuresis. Tissue biopsies 
for histopathology were deferred. Patient was discharged to inpatient rehab after prolonged 
hospital stay. DISCUSSION: Approximately 1% of antiphospholipid syndrome patients develop CAPS. 
Lungs are the second most common organs involved with ARDS being the most common 
complication. Mortality was 37% in a cohort of 500 patients. Management of CAPS includes aPL 
testing including lupus anticoagulant, antibeta-2 glycoprotein-1 and anticardiolipin antibodies 
without delaying empiric treatment. Combination therapy with glucocorticoid, heparin, and 
plasmapheresis or IVIG rather than single agents is recommended. CONCLUSION(S): Differential 
diagnosis of CAPS includes DIC which usually presents with small vessel thrombosis but has been 
reported to cause arterial thrombosis as well, and for which the patient was treated once the 
platelet counts dropped later. However, with the patient's history and clinical presentation and 
given the high mortality rate, we decided to start aggressive empiric therapy after having sent aPL 
testing. Reference #1: Cervera R.: Antiphospholipid syndrome. Thromb. Res. 2017; 151: pp. S43-S47 
Reference #2: Cervera R., Piette J.-C., Font J., Khamashta M.A., Shoenfeld Y., Camps M.T., et al: 
Antiphospholipid syndrome: clinical and immunologic manifestations and patterns of disease 
expression in a cohort of 1,000 patients. Arthritis Rheum. 2002; 46: pp. 1019-1027 Reference #3: 
Bucciarelli S., Espinosa G., Cervera R., Erkan D., Gomez-Puerta J.A., Ramos-Casals M., et al: Mortality 
in the catastrophic antiphospholipid syndrome: causes of death and prognostic factors in a series of 
250 patients. Arthritis Rheum. 2006; 54: pp. 2568-2576 DISCLOSURES: No relevant relationships by 
Priyanka Bhat, source=Web Response no disclosure on file for Shafaq Ejaz; No relevant relationships 
by Ahmed Qadir, source=Web Response No relevant relationships by karan Singh, source=Web 
Response No relevant relationships by Rodney Steff, source=Web ResponseCopyright © 2020 
American College of Chest Physicians 
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4. Acute compartment syndrome of the lower limb following childbirth: a case report. 

Author(s): Coulton, Sharon; Bourne, Sally; Catliffe, Simon; Brooks, Roderick; Jollow, David 

Source: Journal of medical case reports; Sep 2020; vol. 14 (no. 1); p. 140 

Publication Date: Sep 2020 

Publication Type(s): Journal Article 

PubMedID: 32883339 

Abstract:BACKGROUNDAcute compartment syndrome is a limb-threatening and occasionally life-
threatening emergency that is rarely reported as a complication following childbirth. Prompt 
diagnosis is crucial to avoid permanent functional restriction or even the loss of the affected limb. 
Clinical signs and symptoms might be nonspecific, especially in the early stages; therefore, 
knowledge of predisposing risk factors and signs and symptoms of acute compartment syndrome is 
necessary to prevent long-term complications and amputation.CASE PRESENTATIONThis paper 
presents a case of a 26-year-old primiparous Sri Lankan woman who developed acute compartment 
syndrome of the lower right limb following childbirth by cesarean section.CONCLUSIONAcute 
compartment syndrome is an important differential diagnosis in the setting of sudden onset of lower 
limb pain following childbirth. Predisposing factors for its manifestation within an obstetric 
environment are augmented labor, the lithotomy position, postpartum hemorrhage, hypotension 
following epidural analgesia, and the use of vasoconstrictive agents. If left undiagnosed and 
untreated, acute compartment syndrome may cause permanent neurovascular deficit, leading to a 
poor functional result, tissue ischemia, limb amputation, and rhabdomyolysis. If severe, and in large 
compartments, it can lead to renal failure and death. Alertness and a high index of clinical suspicion 
for the possibility of acute compartment syndrome are required to avoid a delay in diagnosis, and 
intracompartmental pressure measurement can be used to confirm the diagnosis. 
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5. Abdominal compartment syndrome complicated by preeclampsia and partial HELLP syndrome 
in a 45-year-old woman: A case report 

Author(s): Kumasawa K.; Kubota K.; Takahashi Y.; Nakayama T.; Iriyama T.; Nagamatsu T.; Osuga Y.; 
Fujii T. 

Source: Clinical Case Reports; Jul 2020; vol. 8 (no. 7); p. 1251-1254 

Publication Date: Jul 2020 

Publication Type(s): Article 

Available  at Clinical case reports -  from Europe PubMed Central - Open Access  

Available  at Clinical case reports -  from ProQuest (Health Research Premium) - NHS Version  

Available  at Clinical case reports -  from Unpaywall  

Abstract:HELLP syndrome is sometimes followed by massive bleeding, leading to DIC. In cases of 
intra-abdominal compartment syndrome due to massive intra-abdominal bleeding after cesarean 
section, if preeclampsia and partial HELLP syndrome persist, hematoma removal helps in the 
recovery from preeclampsia and partial HELLP syndrome.Copyright © 2020 The Authors. Clinical 
Case Reports published by John Wiley & Sons Ltd 
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6. Acute Kidney Injury in Pregnant Patient With Pancreas-Kidney Transplant Caused by Abdominal 
Compartment Syndrome: A Case Presentation, Review of Literature, and Proposal of Diagnostic 
Approach. 

Author(s): Michalska, Magdalena; Wen, Kevin; Pauly, Robert P 

Source: Canadian journal of kidney health and disease; 2019; vol. 6 ; p. 2054358119861942 

Publication Date: 2019 

Publication Type(s): Journal Article 

PubMedID: 31384476 

Abstract:RationaleWith increasing number of complex medical patients with renal transplant who 
get pregnant, clinicians need to be aware of abdominal compartment syndrome which may 
masquerade as acute renal allograft injury in pregnancy.Presenting concerns of the patientA 34-
year-old nulliparous Caucasian female with end-stage renal disease (ESRD) due to type 1 diabetes 
mellitus who received a simultaneous pancreas-kidney transplant (SPK) in 2006 and then after 
rejection of renal allograft another, kidney-only allograft from a donation after circulatory death 
became pregnant in May 2013 with dichorionic, diamniotic twins without reproductive technology, 
and during pregnancy, she developed two episodes of acute injury to the renal 
allograft.DiagnosesEnd-stage renal disease secondary to type I diabetes, acute renal allograft injury, 
tacrolimus toxicity, abdominal pain.Interventions including prevention and lifestyleShe received 
intravenous hydration, medications contributing to renal failure were held, and pain and nauseas 
were controlled appropriately. Abdominal compartment syndrome was managed by maintaining 
intravascular pressure and optimizing regional and systemic vascular perfusion by appropriate fluid 
balance, evacuating intraluminal contents by decompressing gastrointestinal system, and improving 
abdominal wall compliance by using appropriate analgesics, sedation, and patient 
positioning.OutcomesWith advancing pregnancy, the patient developed progressive abdominal pain, 
nausea, leg edema, and rising creatinine that were not responsive to ongoing therapies and required 
delivery via Cesarean section at 31 weeks of gestational age.Lessons learnedIn the era of increasing 
number of pregnant renal transplant patients with multiple medical issues, we need organized 
approach to diagnosis of acute renal allograft injury in pregnancy and we need to consider 
abdominal compartment syndrome as one of the causes. 
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7. Successful multimodality management of severe pulmonary arterial hypertension during 
pregnancy with VA-ECMO and atrial septostomy using stent. 

Author(s): Phoophiboon, Vorakamol; Jaimchariyatam, Nattapong; Srimahachota, Suphot; Sirinawin, 
Chayatat 

Source: BMJ case reports; Dec 2019; vol. 12 (no. 12) 

Publication Date: Dec 2019 

Publication Type(s): Case Reports Journal Article 

PubMedID: 31796462 

Abstract:A 30-year-old Thai woman (gravida 1, para 0) at 33 weeks gestation was referred to our 
hospital due to acute right ventricular failure. Pulmonary vasodilators were gradually administered 
before delivery. On the verge of sudden postpartum cardiac circulation collapse, she was 
resuscitated with veno-arterial extracorporeal membrane oxygenation (VA-ECMO). Abdominal 
compartment syndrome was developed in the early period of the mechanical support. Knowledge of 
pathophysiology about pulmonary arterial hypertension during pregnancy was applied. Atrial 
septostomy was the effective procedure for discontinuing mechanical support (VA-ECMO) 
corresponding to the suitable timing for maximal effect of pulmonary vasodilators. The patient and 
her child were safe and discharged in 2 months after the admission. 
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8. Management of peripartum intra-abdominal hypertension and abdominal compartment 
syndrome. 

Author(s): Lozada, M James; Goyal, Varun; Levin, Danielle; Walden, Rachel L; Osmundson, Sarah S; 
Pacheco, Luis D; Malbrain, Manu L N G 

Source: Acta obstetricia et gynecologica Scandinavica; Nov 2019; vol. 98 (no. 11); p. 1386-1397 

Publication Date: Nov 2019 

Publication Type(s): Journal Article Review 

PubMedID: 31070780 

Abstract:Normal pregnancy leads to a state of chronically increased intra-abdominal pressure. 
Obstetric and non-obstetric conditions may increase intra-abdominal pressure further, causing intra-
abdominal hypertension and abdominal compartment syndrome, which leads to maternal organ 
dysfunction and a compromised fetal state. Limited medical literature exists to guide treatment of 
pregnant women with these conditions. In this state-of-the-art review, we propose a diagnostic and 
treatment algorithm for the management of peripartum intra-abdominal hypertension and 
abdominal compartment syndrome, informed by newly available studies. 
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9. Compartment syndrome of the forearm with life-threatening bleeding after fasciotomy as the 
presenting sign of postpartum acquired hemophilia A: a case report. 

Author(s): Van Laer, Marie; Penaloza, Andrea; Stockman, Willem; Meert, Philippe; Lambert, 
Catherine; Hermans, Cédric 

Source: Blood coagulation & fibrinolysis : an international journal in haemostasis and thrombosis; 
Apr 2019; vol. 30 (no. 3); p. 120-126 

Publication Date: Apr 2019 

Publication Type(s): Case Reports Journal Article 

PubMedID: 30864964 

Abstract:: Acquired hemophilia A (AHA) is a rare bleeding disorder caused by the development of 
autoantibodies against clotting factor VIII. Although the cause of this disorder remains obscure, it is 
often linked to malignancies, drug administration, autoimmune diseases and pregnancy. In 
pregnancy-associated AHA, hemorrhagic symptoms usually present 1-4 months peripartum, 
however they may occur up to 1-year postpartum. Compartment syndrome of the forearm is also 
very uncommon complication of AHA but can have devastating consequences. We report a rare case 
of a compartment syndrome of the forearm in a 30-year-old woman 2.5 months postpartum as the 
presentation of pregnancy-associated AHA. 
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10. Thrombosis and compartment syndrome requiring fasciotomy: Complications of internal iliac 
artery balloon catheters for morbidly adherent placenta. 

Author(s): Reddy, Shamantha; Maturana, Ricardo; Spitzer, Yelena; Bernstein, Jeffrey 

Source: Journal of clinical anesthesia; Sep 2018; vol. 49 ; p. 67-68 

Publication Date: Sep 2018 

Publication Type(s): Letter Case Reports 

PubMedID: 29902690 
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11. Fatal Abdominal Compartment Syndrome Due to Severe Triglyceride-Induced Pancreatitis in 
Early Pregnancy. 

Author(s): Chibber, Tamanna; Gibson, Paul S 

Source: Journal of obstetrics and gynaecology Canada : JOGC = Journal d'obstetrique et gynecologie 
du Canada : JOGC; May 2018; vol. 40 (no. 5); p. 609-613 

Publication Date: May 2018 

Publication Type(s): Case Reports Journal Article 

PubMedID: 28986186 

Abstract:Serum levels of maternal lipids rise physiologically in normal pregnancy, and women with 
underlying hypertriglyceridemia may experience dramatic elevations which place them at risk for 
pancreatitis. We describe the case of a woman with severe familial hypertriglyceridemia and prior 
pancreatitis who discontinued her lipid-lowering therapy early in pregnancy. She promptly 
developed severe abdominal pain and was hospitalized with acute pancreatitis during the late first 
trimester. Despite aggressive medical treatment and critical care monitoring, she developed 
abdominal compartment syndrome (ACS) with associated acute renal failure, which progressed to 
cardiorespiratory failure and was ultimately fatal. ACS is an alarming complication of acute 
pancreatitis that has been poorly studied in pregnancy. 
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12. Pregnancy: The 6th 'P' for compartment syndrome? 

Author(s): Patel A.D.; Al-Kadbimi S.; Sodili V. 

Source: International Journal of Obstetric Anesthesia; May 2018; vol. 35 

Publication Date: May 2018 

Publication Type(s): Conference Abstract 

Abstract:Introduction: Acute compartment syndrome (ACS) is a serious condition where muscle 
swelling leads to increased pressure within a closed musculofascial compartment. This results in 
reduced venous outflow, insufficient perfusion and muscle ischaemia. Clinically it is associated with 
pain, pallor, paraesthesia, pulselessness and paralysis. In obstetrics its prevalence is about 2/10 000 
births. Postpartum risk factors include haemorrhage, prolonged hypotension, use of oxytocin and 
prolonged lithotomy position. Case report: A nulliparous 42-year-old woman presented at 37+4 
weeks of gestation following spontaneous rupture of membranes. Labour was augmented with 
Syntocinon infusion. Combined spinal-epidural (CSE) analgesia was sited for labour with good effect. 
The patient had a spontaneous vaginal delivery with an uncomplicated 2nd degree tear repair in 
theatre. Blood loss was minimal. The following morning the patient complained of bilateral "shin 
pain" in the pretibial area requiring opioid analgesia. Both lower legs were normal in appearance but 
tender to palpation. Pulses were palpable, calves were soft and non-tender. There was no sensory or 
motor deficit. Left calf circumference measured 41 cm and right 39 cm. Pain was exacerbated by 
dorsiflexion. Differential diagnoses of acute ACS and deep venous thrombosis were considered. 
Therapeutic low-molecular weight heparin was commenced. Blood profile showed elevated 
inflammatory markers (WCC 47.1, CRP 135.8), hyponatraemia (Na 118 mmol/L) and an elevated 
creatine kinase (CK) of 1466 U/L. The patient had ingested over 2 L of water orally and had 4 L of 
intravenous fluids during labour. Water intoxication with pain secondary to hypocalcaemia (Ca 1.07 
mmol/L) was diagnosed. The patient was fluid restricted. Medical team review suspected sepsis 
related hypotension and rhabdomyolysis. Vascular team review thought ACS was unlikely. Over 24 h, 
CK peaked at 10 017 U/L and the patient was transferred to the vascular unit for emergency four 
compartment left leg fasciotomy. Anterior and peroneal compartments were bulging, posterior 
compartments were normal. Following surgery, despite resolution of the leg pain, the patient has a 



persistent left foot drop secondary to left common peroneal nerve injury. Discussion(s): ACS is a rare 
complication and should be considered in all cases of leg pain. Most obstetric cases described in the 
literature have occurred in the setting of delivery complicated by massive obstetric haemorrhage. 
l>2 Our case suggests that water intoxication and fluid overload may be associated with an increased 
risk of ACS in pregnancy. This has not been previously reported. Special consideration should be 
placed on fluid volumes administered during the peripartum period. 
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13. Bladder distension as a cause of abdominal compartment syndrome 

Author(s): Yasir M.; Hoda M.Q.; Ahmed T. 

Source: Journal of the College of Physicians and Surgeons Pakistan; Feb 2018; vol. 28 (no. 2); p. 155-
156 

Publication Date: Feb 2018 

Publication Type(s): Article 

PubMedID: 29394977 

Available  at Journal of the College of Physicians and Surgeons--Pakistan : JCPSP -  from Unpaywall  

Abstract:Abdominal compartment syndrome (ACS) is increasingly identified in critically ill patient 
and its harmful effects are well documented. The disparity among the pressure, volume in 
abdominal cavity and its contents, results in ACS. The actual incidence of ACS is not known. 
However, it has been observed predominantly in patients with severe blunt and penetrating 
abdominal trauma, ruptured abdominal aortic aneurysms, retro- and intra-peritoneal hemorrhage, 
pneumoperitoneum, neoplasm, pancreatitis, ascites and multiple bone fracture. We present a case 
of 40-year female who underwent emergency cesarean section and developed abdominal 
compartment syndrome due to urinary bladder distension secondary to blockade of urinary catheter 
with blood clots. This is a very unusual cause of ACS. 
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14. Bilateral peroneal compartment syndrome in a post-partum patient: A case report 

Author(s): Yang I.; Reger C.D.; McCormick K.T.; Koh J.R. 

Source: PM and R; Sep 2017; vol. 9 (no. 9) 

Publication Date: Sep 2017 

Publication Type(s): Conference Abstract 

Abstract:Case/Program Description: A 31-year-old woman in the immediate post-partum period 
presented to the physiatry consult service 7 days after a complicated full-term delivery with failure 
to progress, requiring an emergent cesarean-section complicated by a retro-peritoneal bleed and 
ureteral injury necessitating a 6-hour open laparotomy repair. Post-operatively, she had bilateral 
foot drop, foot paresthesias, and significant pain with initial diagnosis of bilateral peroneal nerve 
injuries. Lumbar imaging was within normal limits. Unresolved symptoms led to PM and R 
consultation, where examination showed significant muscle swelling in the lateral compartment of 
the lower legs, skin tension, and pain out of pro-portion to exam. This prompted emergent 
orthopedic consultation to rule out compartment syndrome. Intra-operative pressures were 
measured at 70mmHg, necessitating bilateral fasciotomies and fixation. Setting(s): Non-profit 
community hospital. Result(s): After her bilateral fasciotomies, patient was transferred to acute 
inpatient rehabilitation for ongoing wound care, pain manage-ment, and functional upgrade. She 
was successfully discharged home at a modified-independent functional level. Discussion(s): Acute 
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compartment syndrome (ACS) often occurs soon after significant trauma, but may also develop from 
non-traumatic and, in this case, iatrogenic causes. Pathognomonic symptoms include: pain out of 
proportion to injury, parasthesias, paralysis, pallor and pulselessness. However, all of the symptoms 
may not be present, and the lack of one symptom does not rule out compartment syndrome, as 
severe deficits may occur if not diagnosed early. Thorough knowledge and understanding of the 
anatomical structures within the fascial compartments can prevent severe disability and possibly 
death due to missed compartment syndrome. Conclusion(s): This case highlights the importance of a 
wide differential and thorough examination when consulted on a patient with complex presentation. 
Indeed, any tense painful muscle compartment represents a possible ACS, and the importance of 
serial physical and neurological examinations must be emphasized. 
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15. The dangers of lithotomy positioning in the operating room: case report of bilateral lower 
extremity compartment syndrome after a 90-minutes surgical procedure. 

Author(s): Stornelli, Nicole; Wydra, Frank B; Mitchell, Justin J; Stahel, Philip F; Fabbri, Stefka 

Source: Patient safety in surgery; 2016; vol. 10 ; p. 18 

Publication Date: 2016 

Publication Type(s): Case Reports 

PubMedID: 27462369 

Abstract:BACKGROUNDLower extremity acute compartment syndrome after gynecologic surgery in 
the lithotomy position is a rare, yet potentially devastating complication. A high level of suspicion is 
paramount for early recognition and mitigation of acute compartment syndrome originating from 
prolonged surgery in lithotomy position.CASE PRESENTATIONA 23-year-old female, gravida 1, para 0, 
underwent a laparoscopic salpingectomy for a ruptured ectopic pregnancy. Surgical time was 
90 min. Postoperatively, the patient developed acute compartment syndrome of both legs 
necessitating emergent bilateral four-compartment fasciotomies, with repeated returns to the 
operating room for 2nd look procedures and delayed wound closures. The patient regained full 
function within 3 months and returned to an unrestricted baseline activity 
level.CONCLUSIONTechnical diligence in applying a lithotomy position is paramount for preventing 
postoperative lower extremity compartment syndrome. A high level of suspicion for this severe 
complication in conjunction with early recognition and immediate surgical management can mitigate 
long-term adverse sequelae and improve postoperative outcomes. 
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16. Acute intestinal obstruction due to a non-involuted uterus after cesarean section: Case report 

Author(s): Karaman K.; Ercan M.; Demir H.; Yener Uzunoglu M.; Bostanci S. 

Source: Clinical and Experimental Obstetrics and Gynecology; 2016; vol. 43 (no. 1); p. 146-148 

Publication Date: 2016 

Publication Type(s): Article 

PubMedID: 27048040 

Abstract:The involution of the uterus is influenced by a number of factors such as advanced 
childbearing age, electrolyte disturbances, multiparity, repeated cesarean sections, and vaginal 
infections. The authors report the management of a clinical case of a 41-year-old female who 
presented with acute intestinal obstruction due to a non-involuted uterus after cesarean section. 
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17. Can preeclampsia be considered a renal compartment syndrome? A hypothesis and analysis of 
the literature. 

Author(s): Reuter, David G; Law, Yuk; Levy, Wayne C; Seslar, Stephen P; Zierler, R Eugene; Ferguson, 
Mark; Chattra, James; McQuinn, Tim; Liu, Lenna L; Terry, Mark; Coffey, Patricia S; Dimer, Jane A; 
Hanevold, Coral; Flynn, Joseph T; Stapleton, F Bruder 

Source: Journal of the American Society of Hypertension : JASH; Nov 2016; vol. 10 (no. 11); p. 891-
899 

Publication Date: Nov 2016 

Publication Type(s): Research Support, Non-u.s. Gov't Journal Article Review 

PubMedID: 27751879 

Abstract:The morbidity and mortality associated with preeclampsia is staggering. The physiology of 
the Page kidney, a condition in which increased intrarenal pressure causes hypertension, appears to 
provide a unifying framework to explain the complex pathophysiology. Page kidney hypertension is 
renin-mediated acutely and ischemia-mediated chronically. Renal venous outflow obstruction also 
causes a Page kidney phenomenon, providing a hypothesis for the increased vulnerability of a subset 
of women who have what we are hypothesizing is a "renal compartment syndrome" due to 
inadequate ipsilateral collateral renal venous circulation consistent with well-known variation in 
normal venous anatomy. Dynamic changes in renal venous anatomy and physiology in pregnancy 
appear to correlate with disease onset, severity, and recurrence. Since maternal recumbent position 
is well known to affect renal perfusion and since chronic outflow obstruction makes women 
vulnerable to the ischemic/inflammatory sequelae, heightened awareness of renal compartment 
syndrome physiology is critical. The anatomic and physiologic insights provide immediate strategies 
to predict and prevent preeclampsia with straightforward, low-cost interventions that make 
renewed global advocacy for pregnant women a realistic goal. 
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18. Surgical management of a large peritoneal pseudocyst causing acute kidney injury secondary 
to abdominal compartment syndrome in a rare case of congenital absence of omentum during 
pregnancy. 

Author(s): Jones, Benjamin P; Hunjan, Tia; Terry, Jayne 

Source: Obstetric medicine; Sep 2016; vol. 9 (no. 3); p. 142-144 

Publication Date: Sep 2016 

Publication Type(s): Case Reports 

PubMedID: 27630753 

Abstract:Complete congenital absence of the omentum is very rare with only one previously 
reported case. We present a unique case of the management of a pregnant woman with a large 
pelvic pseudocyst caused by complications related to congenital absence of omentum, resulting in 
acute kidney injury, likely secondary to acute compartment syndrome. This case highlights the 
importance of considering acute compartment syndrome in critically unwell pregnant women and 
reiterates the need to measure intra-abdominal pressure when clinically indicated. Given that 
pregnancy is in itself a state of intra-abdominal hypertension, obstetricians should maintain a high 
index of suspicion in the context of additional risk factors. 
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19. Perforated second trimester appendicitis with abdominal compartment syndrome managed 
with negative pressure wound therapy and open abdomen. 

Author(s): Turnock, Adam R; Fleischer, Brian P; Carney, Martin J; Vanderlan, Wesley B 
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Publication Date: Jun 2016 

Publication Type(s): Case Reports 
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Abstract:Abdominal compartment syndrome (ACS) is a known complication of laparotomy; however, 
the literature is lacking in regards to treatment of this entity in pregnant patients. We present a case 
of acute perforated appendicitis in a second trimester primagravida, complicated by gangrenous 
necrosis of the contiguous bowel with subsequent development of ACS and intra-abdominal sepsis. 
This was treated with a novel approach, using non-commercial negative pressure wound therapy 
and open abdomen technique. Gestational integrity was preserved and the patient went on to 
experience a normal spontaneous vaginal delivery. At 5 years post-delivery the patient has had no 
surgical complications and her baby has met all developmental milestones. 
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20. Intra-abdominal hypertension and abdominal compartment syndrome in burns, obesity, 
pregnancy, and general medicine. 

Author(s): Malbrain, Manu L N G; De Keulenaer, Bart L; Oda, Jun; De Laet, Inneke; De Waele, Jan J; 
Roberts, Derek J; Kirkpatrick, Andrew W; Kimball, Edward; Ivatury, Rao 
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Abstract:Intra-abdominal hypertension (IAH) is an important contributor to early organ dysfunction 
in trauma and sepsis. However, relatively little is known about the impact of intra-abdominal 
pressure (IAP) in general internal medicine, pregnant patients, and those with obesity or burns. The 
aim of this paper is to review the pathophysiologic implications and treatment options for IAH in 
these specific situations. A MEDLINE and PubMed search was performed and the resulting body-of-
evidence included in the current review on the basis of relevance and scientific merit. There is 
increasing awareness of the role of IAH in different clinical situations. Specifically, IAH will develop in 
most (if not all) severely burned patients, and may contribute to early mortality. One should avoid 
over-resuscitation of these patients with large volumes of fluids, especially crystalloids. Acute 
elevations in IAP have similar effects in obese patients compared to non-obese patients, but the 
threshold IAP associated with organ dysfunction may be higher. Chronic elevations in IAP may, in 
part, be responsible for the pathogenesis of obesity-related co-morbid conditions such as 
hypertension, pseudotumor cerebri, pulmonary dysfunction, gastroesophageal reflux disease, and 
abdominal wall hernias. At the bedside, measuring IAP and considering IAH in all critical maternal 
conditions is essential, especially in preeclampsia/eclampsia where some have hypothesized that 
IAH may have an additional role. IAH in pregnancy must take into account the precautions for aorto-
caval compression and has been associated with ovarian hyperstimulation syndrome. Recently, IAP 
has been associated with the cardiorenal dilemma and hepatorenal syndrome, and this has led to 
the recognition of the polycompartment syndrome. In conclusion, IAH and ACS have been associated 
with several patient populations beyond the classical ICU, surgical, and trauma patients. In all at risk 
conditions the focus should be on the early recognition of IAH and prevention of ACS. Patients at risk 



for IAH should be identified early through measurements of IAP. Appropriate actions should be 
taken when IAP increases above 15 mm Hg, especially if pressures reach above 20 mm Hg with new 
onset organ failure. Although non-operative measures come first, surgical decompression must not 
be delayed if these fail. Percutaneous drainage of ascites is a simple and potentially effective tool to 
reduce IAP if organ dysfunction develops, especially in burn patients. Escharotomy may also 
dramatically reduce IAP in the case of abdominal burns. 
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21. Thrombotic complications of enoxaparin use in patients with mechanical heart valves during 
pregnancy 
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Publication Date: Apr 2015 

Publication Type(s): Conference Abstract 

Abstract:Introduction Managing anticoagulation for women with prosthetic heart valves during 
pregnancy can be complex and problematic. Warfarin throughout pregnancy; enoxaparin in 1st and 
3rd trimester with warfarin during 2nd trimester; and enoxaparin with low dose aspirin throughout 
pregnancy are the most widely used regimens, but each presents some risk to mother or fetus. We 
are discussing 2 such cases where patients with mechanical heart valves on enoxaparin had 
thrombotic complications during pregnancy. Cases A 35-year-old primigravida with a past history of 
ASD repair and mechanical mitral valve replacement due to MV prolapse had an IVF pregnancy and 
was changed from warfarin to enoxaparin pre-pregnancy. Factor Xa levels were not checked. At 5 
weeks of gestation, the patient developed acute pulmonary edema secondary to valve thrombosis. 
She underwent thrombectomy and was on heparin infusion while in hospital. Valve thrombosis 
recurred a month later and hence she underwent MV replacement with bioprosthesis considering 
her prothrombotic state. She then was on aspirin and metoprolol during pregnancy and had an 
emergency caesarean section for failure to progress at term. A 28-year-old primigravida, with past 
history of rheumatic heart disease and patent ductus arteriosus had a mechanical mitral valve 
replacement and pacemaker insertion for complete heart block post surgery. She was switched from 
warfarin to enoxaparin at 2-3 weeks of gestation. She then went on to develop an ischaemic left leg 
due to an embolus for which she had an embolectomy. She then developed compartment syndrome 
and had a fasciotomy. During her hospital stay she was on heparin infusion. She then had another 
thrombus in her limb and repeat embolectomy. After long discussions with the patient by the 
obstetrics team she agreed to have warfarin by which time she was close to 14 weeks gestation. 
Four days after starting warfarin she developed vaginal bleeding and ended up having a miscarriage. 
Conclusion The choice of anticoagulant for women with mechanical heart valves during pregnancy is 
difficult. It has to be a balance between maternal and fetal risks. Women should be counselled 
adequately prior to pregnancy to be able to make an informed decision as to which anticoagulant 
regimen is most acceptable to them. Warfarin has well documented but rare teratogenic effects on 
the fetus but yields the lowest risk of thrombosis; whereas enoxaparin has minimal fetal risks but 
has a higher chance of maternal thrombotic complications. Use of a multidisciplinary team to 
coordinate care from pre-pregnancy through to the postpartum period is optimal. 
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Abstract:Background. Massive labial edema is a rare complication during pregnancy that can 
jeopardize vaginal delivery, as well as leading to maternal and fetal morbidity. It can be related to 
systemic pathologies, but has been commonly associated with preeclampsia and diabetes. This 
increased and sometimes longstanding pressure may result in a "labial compartment syndrome" 
leading to microvascular damage and tissue necrosis if not resolved in a timely fashion. Case. 
Massive labial edema was treated first conservatively and then surgically in a gravid diabetic patient 
with severe preeclampsia. Immediately after Cesarean section, the labial compartment syndrome 
was relieved surgically and resolved rapidly. Conclusion. When conservative attempts at 
management of labial edema fail, or rapid resolution is critical to maternal and fetal outcome, 
surgical alternatives should be considered. 

Database: Medline 
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Abstract:This hypothesis proposes pre-eclampsia is caused by intra-abdominal hypertension in 
pregnancy. Sustained or increasing intra-abdominal pressure >=12mmHg causes impaired venous 
return to the heart, systemic vascular resistance, ischemia reperfusion injury, intestinal permeability, 
translocation of lipopolysaccharide endotoxin to the liver, cytotoxic immune response, systemic 
inflammatory response, pressure transmission to thoracic and intra-cranial compartments, and 
multi-organ dysfunction. This hypothesis is predicated on Pascal's law, evidence founded in the 
intra-abdominal hypertension literature, and the adapted equation deltaIAP-P=deltaIAVF/Cab, 
where deltaIAP-P=change in intra-abdominal pressure in pregnancy, deltaIAVF=change in intra-
abdominal vector force (volume and force direction) and Cab=abdominal compliance. Factors 
causing increased intra-abdominal pressure in pregnancy include: progressive uterine expansion, 
obstetrical factors that increase intra-uterine volume excessively or acutely, maternal 
anthropometric measurements that affect intra-abdominal pressure thresholds, maternal postures 
that increase abdominal force direction, abdominal compliance that is decreased, diminished with 
advancing gestation, or has reached maximum expansion, habitation at high altitude, and rapid 
drops in barometric pressure. We postulate that the threshold for lipopolysaccharide translocation 
depends on the magnitude of intra-abdominal pressure, the intestinal microbiome complex, and the 
degree of intestinal permeability. We advance that delivery cures pre-eclampsia through the 
mechanism of abdominal decompression.Copyright © 2014 The Authors. 
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24. Musculoskeletal symptoms and orthopaedic complications in pregnancy: Pathophysiology, 
diagnostic approaches and modern management 
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Abstract:Low back pain is a common musculoskeletal symptom in pregnancy that can present as 
lumbar pain or pelvic girdle pain, with significant physical and psychosocial implications. Pelvic girdle 
pain is more prevalent and results in greater disability than lumbar pain. It is possible to distinguish 
between these two conditions from a detailed history based on the site of the pain, its intensity, 
disability and pain provocation tests. Management of low back pain in pregnancy is conservative, 
with physical exercise for lumbar pain and minimising activities that exacerbate pain, analgesics and 
bed rest for pelvic girdle pain, as well as avoiding abduction beyond the pain-free zone in labour. 
There is evidence that stabilising exercises in patients with pelvic girdle pain postpartum have a 
beneficial effect. Other treatment modalities that have been shown to be safe and effective include 
pelvic belts, transcutaneous electrical nerve stimulation, spinal manipulative therapy, acupuncture 
and complementary therapy with yoga. Other orthopaedic complications in pregnancy such as carpal 
tunnel syndrome, pubic symphysis rupture, transient osteoporosis and osteonecrosis are usually 
selflimiting with a satisfactory outcome. However, a lack of awareness and failure to recognise these 
complications can result in long-term morbidity. Knowledge of the preoperative diagnostic 
investigations, surgical approaches and intraoperative positioning of the mother to avoid gravid 
uterus compression is vital in orthopaedic emergencies such as lumbar disc herniation, cauda equina 
syndrome, fractures and acute compartment syndrome of the lower limb to ensure a safe maternal 
and fetal outcome and to prevent serious disability. Pregnancy is not contraindicated in women with 
preexisting orthopaedic complications such as kyphoscoliosis and total hip arthroplasty as there is no 
evidence to suggest increased maternal or fetal risks. severe debilitating pain. The pain can 
adversely affect the quality of life, affect sick leave and predispose to chronic pain syndrome.2 There 
is evidence that an increasing number of women are requesting elective delivery by induction or 
caesarean section to achieve symptomatic relief. Such complications and delivery options increase 
the risk to the mother and the fetus, with significant resource implications.3 4 In addition, 
lifethreatening complications in pregnancy such as venous thromboembolism are reported to be 
related to ambulatory difficulties during acute episodes of pain.5 There is, however, insufficient 
knowledge about the management strategies due to fear of possible harm to the fetus resulting 
from the effects of treatment. 4 This paper reviews the terminology, epidemiology, pathophysiology, 
diagnostic approaches and evidence-based modern management of the common musculoskeletal 
symptoms, orthopaedic complications and pregnancy outcomes in the presence of pre-existing 
orthopaedic conditions in pregnancy. 
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25. Leg cramps in pregnancy caused by chronic compartment syndrome and relieved by 
fasciotomy after childbirth. 
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Abstract:KEY CLINICAL MESSAGEA case of intolerable leg pain in pregnancy, caused by Chronic 
Compartment Syndrome (CCS), is presented. Increasing amounts of opioids were given throughout 
the pregnancy. Anesthetical dilemmas and surgery are discussed. In conclusion, early surgery rather 
than opioids is recommended. 
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Abstract:Cardio-respiratory collapse in a postpartum patient can be caused by several catastrophic 
events including massive bleeding, pulmonary thrombotic embolism (PE), amniotic fluid embolism 
(AFE) complicated by disseminated intravascular coagulation (DIC) and others. 38 year old G2P0 
female presented at 23 weeks gestation with painless vaginal spotting for 48 hours. Patient's 
medical history was significant for anemia, easy bruising, epistaxis. Previous pregnancy was 
terminated at 22 weeks due to a fetal nasal glioma. Patient was diagnosed with a cervix dilation of 3 
cm and preterm contractions; she was placed on bed rest and treated with indomethacin for uterine 
irritability and cefazolin for exposed membranes. At 24 weeks of gestation she was given 
betamethasone for fetal lung maturation, and progesterone and magnesium infusions for tocolysis. 
Her initial vital signs were stable and laboratory values remarkable for mild anemia (Hb 10 mg/dL). 
She received sequential compression devices for deep venous thrombosis (DVT) prophylaxis. On day 
10 of the admission the patient was found hypoxic to 79% oxygen saturation on room air and 
hypotensive to 75/49. She had an episode of seizure-like activity during which fetal bradycardia was 
noticed. Emergent C-section was performed and a male infant was delivered. Patient remained 
hypotensive, requiring continuous infusion of epinephrine. Bedside echocardiogram showed a 



dilated right ventricle. Intravenous unfractionated heparin was started. CT angiogram confirmed 
multiple extensive PEs affecting all lobar branches bilaterally. Partial pulmonary embolectomy was 
attempted utilizing catheter technique with suction with minimal change in hemodynamics. Heparin 
infusion was discontinued due to bleeding from the incision and venipuncture sites. Patient 
developed DIC abnormalities, severe refractory metabolic and respiratory acidosis. Within the next 6 
hours her condition continued to worsen despite aggressive respiratory and vasopressor support; 
she required multiple doses of dopamine, norepinephrine, dobutamine, and vasopressin. She 
received numerous transfusions of packed red blood cells, platelets, and cryoprecipitate. Portable 
veno-venous-arterial ECMO was initiated. Patient developed abdominal compartment syndrome 
requiring bedside laparotomy. Three liters of bloody fluid evacuated and the bleeding vessel 
cauterized. Patient was transferred to another hospital for continuous ECMO support. ECMO was 
discontinued on day 8. Patient was successfully extubated on day 10. This case presents a unique 
situation of massive PE in a pregnant patient requiring an emergency C-section. This was 
complicated by shock and DIC, most likely due to AFE which was refractory to aggressive 
hemodynamic and respiratory support, responsive to ECMO therapy with a reversal of the shock and 
multiorgan dysfunction. 

Database: EMBASE 

 

28. Are Standard Intra-Abdominal Pressure Values Different during Pregnancy? 

Author(s): Fuchs F.; Senat M.-V.; Fernandez H.; Bruyere M.; Purenne E.; Benhamou D. 

Source: PLoS ONE; Oct 2013; vol. 8 (no. 10) 

Publication Date: Oct 2013 

Publication Type(s): Article 

PubMedID: 24204808 

Abstract:Background:Measurement of intra-abdominal pressure (IAP) is an important parameter in 
the surveillance of intensive care unit patients. Standard values of IAP during pregnancy have not 
been well defined. The aim of this study was to assess IAP values in pregnant women before and 
after cesarean delivery. Method(s):This prospective study, carried out from January to December 
2011 in a French tertiary care centre, included women with an uneventful pregnancy undergoing 
elective cesarean delivery at term. IAP was measured through a Foley catheter inserted in the 
bladder under spinal anaesthesia before cesarean delivery, and every 30 minutes during the first two 
hours in the immediate postoperative period. Result(s):The study included 70 women. Mean IAP 
before cesarean delivery was 14.2 mmHg (95%CI: 6.3-23). This value was significantly higher than in 
the postoperative period: 11.5 mmHg (95%CI: 5-19.7) for the first measurement (p = 0.002). IAP did 
not significantly change during the following two postoperative hours (p = 0.2). Obese patients (n = 
25) had a preoperative IAP value significantly higher than non-obese patients: 15.7 vs. 12.4; p = 0.02. 
Conclusion(s):In term pregnancies, IAP values are significantly higher before delivery than in the 
post-partum period, where IAP values remain elevated for at least two hours at the level of 
postoperative classical abdominal surgery. The knowledge of these physiological changes in IAP 
values may help prevent organ dysfunction/failure when abdominal compartment syndrome occurs 
after cesarean delivery. © 2013 Fuchs, et al. 
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Abstract:Background Massive obstetric haemorrhage is a catastrophic event that persists as a major 
source of maternal morbidity and mortality. The literature has highlighted the development of acute 
limb compartment syndrome as an interesting, albeit rare, complication of obstetric care. 
Compartment syndrome develops when capillary perfusion pressure falls below a level necessary for 
tissue viability because of rising pressure within a closed fascial space. It is a surgical emergency that 
is usually the result of trauma but can develop from vascular causes such as haemorrhage and 
ischemia-reperfusion injury. Development of acute compartment syndrome has been reported in 
the literature in the setting of uncomplicated vaginal deliveries and caesarean sections as well as 
those complicated by PPH. The obstetric risk factors for development of acute compartment 
syndrome include, but are not limited to, postpartum haemorrhage or increased blood loss during 
the intrapartum period, prolonged episodes of hypotension, the use of syntocinon, owing to its 
hypotensive properties, and prolonged surgery in the lithotomy position. The WHO have recently 
updated their guidelines on the prevention and management of postpartum haemorrhage, adding 
new recommendations to the pre-existing 2007 and 2009 drafts. Uterine atony remains the most 
common cause of postpartum haemorrhage. This case report and discussion looks at a case of 
uterine atony, its management and the subsequent management of complications arising from 
aggravated blood loss and disseminated intravascular coagulation. A literature review confirmed 
that compartment syndrome is a rare occurrence complicating obstetric care. Case reports cited a 
mixture of vaginal and caesarean deliveries. The causative factor(s) varied across the cases and 
included positional factors involving Trendelenberg-Lithotomy, compression of pelvic vessels, 
postpartum haemorrhage and hypotensive episodes intraoperatively. All of the reviewed literature 
involved compartment syndrome of the lower extremeties with two cases involving both lower 
limbs. None of the reviewed articles and case reports involved an acute upper limb compartment 
syndrome as a postpartum complication. Though it is has been highlighted to be a rare complicating 
factor in the obstetric field, the development of acute compartment syndrome is one that demands 
urgent diagnosis and treatment in order to preserve limb function and integrity. Case We present a 
case of acute upper limb compartment syndrome in the aftermath of a massive obstetric 
haemorrhage secondary to uterine atony. To our knowledge this is the first case of acute upper limb 
compartment syndrome following caesarean section and subsequent augmented postpartum 
haemorrhage. Symptoms developed between 5 and 48 h post-delivery and all the women presented 
with a similar complaint of painful, tender calf, swelling of the calf and paraesthesia. Sensation and 
palpable pulses were present and intact in some, but not all cases. All women underwent successful 
fasciotomy which relieved their symptoms with immediate effect. 
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Abstract:Disseminated intravascular coagulation (DIC) and abdominal compartment syndrome (ACS) 
are rare complications of pregnancy, and even more rare are cases with both complications 
occurring concomitantly. Obstetricians are relatively unfamiliar with these types of cases, the 
majority of which are fatal. We describe here a primigravida with acute fatty liver of pregnancy and a 
multipara with placental abruption who each developed uterine inertia complicated by postpartum 
DIC that required total hysterectomy. They developed ACS postoperatively and required 
decompressive laparotomy to alleviate increased intra-abdominal pressure and end-organ 
dysfunction. After timely decompressive laparotomy, both patients recovered without any additional 
complications and were discharged within 4 weeks of their initial admission. These 2 cases serve to 
remind obstetricians to consider the possibility of ACS whenever there is a fresh wound in the 
abdominal cavity of a patient with postpartum DIC. However, even when there is severe 
deterioration in the condition of a patient with ACS, immediate decompressive laparotomy may not 
be appropriate; the timing of the procedure is very important. 
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Abstract:INTRODUCTION: Amniotic fluid embolism (AFE) is a potentially devastating clinical 
syndrome characterized by hypoxia, shock, disseminated intravascular coagulopathy (DIC), and 
altered mental status [1]. CASE PRESENTATION: A previously healthy primigravid 38 year old female 
was induced at 40 weeks + 5 days. Six hours post-induction, fetal decelerations as well as maternal 
hypoxia and hypotension were noted, resulting in a stat C-section. The patient demonstrated severe 
hypoxemia and hypoperfusion (ABG=7.24/39/50/17/-10.1, 100% FiO2) which rapidly progressed to 
DIC (INR=3.9, aPTT=89.5sec, fibrinogen=<40mg/dL). Upon closure of the patient's abdomen, an 
increase in peak inspiratory pressure and severe hypotension were recorded. Reopening of the 
midline incision revealed intraabdominal hemorrhage resulting in the abdominal compartment 
syndrome. Concurrent to surgical hemostasis, thromboelastography was used to guide massive 
transfusion efforts. The patient developed multiple organ dysfunction syndrome, acute respiratory 
distress syndrome, and shock refractory to multiple vasopressors and inotropes. A transthoracic 
echocardiogram demonstrated signs of pulmonary hypertension (PAP >50mmHg) and acute right 
ventricular failure. Inhaled nitric oxide was initiated at 40 ppm with improvements in oxygenation as 
well as hemodynamics. Neither the mother nor her daughter suffered any long term cognitive or 
other end organ impairment. Both patients were discharged home uneventfully on hospital day 24. 
DISCUSSION: Amniotic fluid embolism accounts for 10% of maternal deaths in developed countries 
with an associated neonatal mortality rate between 20-60% [2]. Several risk factors for AFE have 
been identified. These include older maternal age (a35 years old), operative or instrumented birth, 



race, and medical conditions such as eclampsia. Data regarding induction of labor as a risk factor for 
AFE are conflicting. Entry of amniotic fluid constituents with a resulting immunologic or 
inflammatory response, in conjunction with physical obstruction at key sites of the maternal 
vasculature, are proposed mechanisms underlying the pathophysiology of AFE. Diagnosis of AFE is 
clinical and should be suspected in the pregnant patient who acutely presents with shock associated 
with respiratory failure during labor and delivery or in the immediate postpartum period. Treatment 
of AFE syndrome is supportive and should be directed towards cardiopulmonary stabilization, 
reversal of coagulopathy, and end-organ support. CONCLUSION(S): Despite an improved 
understanding of AFE, maternal morbidity and mortality remain high. Early recognition and 
aggressive intervention remain the key to successful management of this uncommon disease. 
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Abstract:The last several decades have seen many advances in the recognition and prevention of the 
abdominal compartment syndrome (ACS) and its precursor, intra-abdominal hypertension (IAH). 
There has also been a relative explosion of knowledge in the critical care, trauma, and surgical 
populations, and the inception of a society dedicated to its understanding, the World Society of the 
Abdominal Compartment Syndrome (WSACS). However, there has been almost no recognition or 
appreciation of the potential presence, influence, and management of intra-abdominal pressure 
(IAP), IAH, and ACS in pregnancy. This review highlights the importance and relevance of IAP in the 
critically ill parturient, the current lack of normative IAP values in pregnancy today, along with a 
review of the potential relationship between IAH and maternal diseases such as preeclampsia-
eclampsia and its potential impact on fetal development. Finally, current IAP measurement 
guidelines are questioned, as they do not take into account the gravid uterus and its mechanical 
impact on intra-vesicular pressure. 
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Abstract:Abdominal Compartment Syndrome (ACS) is characterized by intra-abdominal 
hypertension (IAH), elevation and splinting of the diaphragm, high pleural pressure, and poor venous 
return to the heart, producing low cardiac output and shock which, in turn, results in poor venous 
return across the capillaries to set in a vicious cycle. Unless the Intra-abdominal pressure is reduced 
quickly by urgent surgical or medical interventions, death is inevitable. We report a case of ACS 
resulting from an unrecognized slow but massive intra-abdominal bleeding caused by a ruptured 
ectopic pregnancy (REP) in an Arab woman. Due to the unusual nature of the presentation of the 
REP, the diagnosis proved elusive for over a week until the patient succumbed to hypovolemic shock 
after losing about 4.2 l inside the peritoneal space. The fruitless effort at aggressive fluid 
resuscitation was at operation found not due to hypovolemia per se but due to IAH causing ACS. The 
lessons learned from this case emphasize the need for awareness about atypical presentations of 
REP and the need for quick intervention to terminate the vicious cycle of ACS. 
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Abstract:INTRODUCTIONAcute compartment syndrome of the lower limb is a rare but severe intra- 
and post-partum complication. Prompt diagnosis is essential to avoid permanent functional 
restriction or even the loss of the affected limb. Clinical signs and symptoms might be nonspecific, 
especially in the early stages; therefore, knowledge of predisposing risk factors can be helpful.CASE 
PRESENTATIONWe present the case of a 32-year-old Caucasian woman with acute post-partum 
compartment syndrome.CONCLUSIONAcute compartment syndrome is an important differential 
diagnosis for the sudden onset of intra- or post-partum lower-limb pain. Predisposing factors for the 
manifestation of acute compartment syndrome in an obstetric environment are augmented intra-
partum blood loss, prolonged hypotensive episodes and the use of oxytocin to support or induce 
labor because of its vasoconstrictive properties. Treatment is prompt surgical decompression by 
performing fasciotomy in any affected muscular compartments. 

Database: Medline 

 

36. Acute lower limb compartment syndrome after cesarean section: A case report and review of 
the literature 

Author(s): Radosa M.P.; Radosa J.C.; Sutterlin M. 

Source: Archives of Gynecology and Obstetrics; Oct 2010; vol. 282 

Publication Date: Oct 2010 

Publication Type(s): Conference Abstract 

Abstract:Objective: Acute postpartal compartment syndrome of the lower limb (ACS) is a rare yet 
severe pathology encountered in obstetric patients, which requires undelayed diagnosis and 
treatment. The aim of our study was to further identify common causes, associated pathologies, 
presenting symptoms and treatment options in obstetrics patients with an ACS. Material(s) and 
Method(s): A case report of a patient with ACS treated in our department and a review of the 
literature concerning ACS in gynecologic and obstetrical care. Result(s): Prolonged episodes of 
hypotension during cesarean section, which might occur during extensive blood loss with 
subsequent hemorrhagic shock were identified as main risk factors for the development of a 
postpartal ACS. In the setting of vaginal delivery placenta retention was commonly associated with 
the onset of a postpartal ACS. Further predisposing factors for a ACS following labor, identified in our 
analysis were fluid deficit, the use of vasoconstrictive drugs, lithotomy position, prolonged surgery 
time, compressive bandages and obesity. Conclusion(s): As the quality of the functional result in the 
setting of ACS is directly related to the promptness of diagnosis and surgical intervention, the 
knowledge of potential risk factors may be a valuable tool to correctly diagnose a postpartal ACS. 
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Abstract:OBJECTIVEWe sought to establish normative values of intraabdominal pressure (IAP) in 
postpartum women with and without arterial hypertension.STUDY DESIGNBladder pressure was 
measured via a Foley catheter 1 hour following completion of cesarean section in supine and 
semirecumbent positions in 21 patients.RESULTSMean supine IAP (6.4 +/- 5.2 mm Hg) was 
significantly lower than semirecumbent IAP (11.6 +/- 7.2 mm Hg) (P < .05). Body mass index (BMI) 
was significantly correlated to IAP regardless of the gestational age (r(2) supine = 0.46, 
semirecumbent = 0.37; P = .004 for either). Increasing gravidity was associated with decreasing IAP. 
Patients with arterial hypertension had higher BMI, were delivered earlier, and had higher IAP than 
patients with normal arterial pressure, either in supine or semirecumbent position. However, these 
relationships were not significant when results were controlled for BMI.CONCLUSIONPostcesarean 
section IAP is higher than in the general surgical population. Patients with hypertensive disorders 
have IAPs approaching to intraabdominal hypertension range. 
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Publication Date: Nov 2009 

Publication Type(s): Case Reports Journal Article 

PubMedID: 19444766 

Abstract:A primigravida with eclampsia and hemolytic anemia, elevated liver enzymes, and low 
platelet count (HELLP syndrome) developed intra-abdominal compartment syndrome requiring a 
decompressive laparotomy, underlining the importance of including abdominal compartment 
syndrome in the differential diagnosis in pregnant women. 
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Abstract:Abdominal compartment syndrome is a consequence of increased intraabdominal 
pressure. It can be triggered by inflammation, hemorrhage, chemical peritonitis, or prolonged 
insufflations during laparoscopy. It is a well-known phenomenon for intensive care specialists, but 
gynecologists are relatively unfamiliar with its occurrence. A woman with heterotopic pregnancy 
underwent urgent laparoscopy because of abdominal hemorrhage. The postoperative course was 
complicated by abdominal pain, ascites, bowel dysfunction, and renal failure, which resolved rapidly 
after catheterization and paracentesis. In this case, abdominal compartment syndrome developed 
after unremarkable laparoscopy, and appeared to be triggered by change of progesterone 
formulation. Decompression by paracentesis was lifesaving, and led to rapid resolution of the 
symptoms. 
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Abstract:BACKGROUNDExtremity compartment syndrome is a rare surgical complication in which 
increased intracompartmental pressure threatens the viability of the muscular and nervous tissue. 
We report a case of a delivery complicated by postpartum hemorrhage and a lower extremity 
compartment syndrome.CASEA multigravida in her late 20s was admitted for induction of labor at 41 
weeks of gestation. She underwent a cesarean delivery for a nonreassuring fetal heart rate tracing. 
The delivery was complicated by severe postpartum hemorrhage due to uterine atony, resulting in a 
cesarean hysterectomy. The patient developed a lower extremity compartment syndrome and 
underwent an emergent anterior tibial fasciotomy.CONCLUSIONExtremity compartment syndrome is 
rarely encountered in obstetric care; however, there may be an association with severe postpartum 
hemorrhage. 
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Abstract:BACKGROUNDMassive obstetric hemorrhage can be catastrophic, with considerable 
maternal morbidity and mortality.CASEA 41-year-old term gravida experienced massive postpartum 
hemorrhage attributed to an amniotic fluid embolism with rapid development of disseminated 
intravascular coagulation and resultant abdominal compartment syndrome. In this critically ill 
patient, a fascial prosthesis used for abdominal wall closure was placed to expedite multiple 
abdominal explorations and packing. Additionally, this device facilitated fascial closure once the 
abdominal compartment syndrome was resolved.CONCLUSIONAbdominal compartment syndrome 
resulting from overwhelming obstetric hemorrhage may necessitate emergent decompressive 
laparotomy to alleviate increased intra-abdominal pressure and end-organ dysfunction. The fascial 
prosthesis allows a staged abdominal wall closure to be performed once the abdominal 
compartment syndrome is resolved. 
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Abstract:Pit viper bites are very rare in pregnant patients and there is no consensus for treatment. 
This case report describes the treatment of a 28-year-old woman at 26 weeks gestation who 
suffered a pit viper envenomation. © 2006 Elsevier Inc. 
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Publication Date: 1999 
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Abstract:A healthy, 34-year-old, gravida 3, para 1,011, patient presented for cesarean delivery in her 
35th week of gestation with a diagnosis of complete placenta previa. During her 26th week of 
gestation, the patient was admitted to a high-risk obstetric unit with the diagnosis of premature 
rupture of membranes. Numerous ultrasonographic studies were conducted throughout her 10-
week hospital stay, confirming the admitting diagnosis. A routine cesarean section was planned, and 
preparations were made for a potential increase in blood loss related to the placenta previa. The 
procedure began under spinal anesthesia and, upon incision of the abdomen, an extrauterine 
pregnancy was identified. The patient was immediately anesthetized and intubated at the request of 
the surgeon. During the 3-hour surgical procedure, the patient sustained massive blood loss, 
transfusions, central line placement, and aggressive pharmacological therapy. The patient was 
extubated the day after surgery, and was discharged approximately 1 week later. The only major 
complication was compartment syndrome of the left upper extremity related to the infiltration of 
vasopressors requiring fasciotomy and closure 2 days later. The incidence, morbidity/mortality, and 
anesthetic implications of abdominal pregnancy are reviewed. 
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Abstract:An acute bilateral anterior tibial compartment syndrome is described in a young diabetic 
after Caesarian section with subsequent recovery. A vascular aetiology appears most likely. 
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