
Introduction 

n 1897 Dr Victor Eisenmenger Idescribed Eisenmenger complex. Wood 

suggested that a right to left shunt is 

produced when there is a communication 

between pulmonary and systemic 

circulation causing severe pulmonary 

vascular disease. Pregnancy should be 

avoided as Eisenmenger syndrome carries 

high risk of sudden death. Maternal and 

foetal mortality is high in pregnancy with 

Eisenmenger syndrome especially in 

peripartum period (50%). 

Case Report 
A 23 year old lady married since 2 year, 

presented to ANC OPD with 3 months amenorrhoea 

with dyspnoea on exertion. Menstrual history:  LMP 

was 26/12/2010. EDD -2/10/2011.

 On examination: GC Fair, afebrile, Pulse was 

108/ min, BP 100/70mmHg, No pallor, cyanosis 

present, no icterus or oedema feet. Clubbing was 

present. HT-150cms, WT -50Kgs. Systemic 

examination; S1 S2 +, short systolic murmur + in left 

parasternal area. RS was normal, Per abdominal - 

Soft, Per vaginal - Uterus anteverted 8- 10 weeks size. 

Patient was sent for ultrasonography. USG report 

showed single live intrauterine pregnancy of 10 wk.

Cardiology opinion was taken. Echocardiography 

and Colour Doppler was done which revealed 

congenital heart disease - SXD single ventricular of 

LV morphology, fair size and confluent pulmonary 

arteries with increased pulmonary arteries pressure 

of 70 mmHg. 

Patient was given the option of MTP but patient 

wanted to continue pregnancy inspite of explaining 

the risk and complications of continuation of the 

pregnancy. Case was discussed with the cardiologist, 

advised conservative management and further 

evaluation after delivery.  Patient was hospitalised 

and kept on complete bed rest, serial monitoring of 

haemoglobin and haematocrit done. 

Investigations:  Hb -11 gms %, Haematocrit -

35%, Blood group - B positive, HIV- NR, BT, CT 

normal. PT was normal. USG at 26 wks, showed GA -

24 wks size. Liquor adequate, FBW 1003 gms, 

placenta - anterior. Colour Doppler - S/O 

prediasystolic notching in bilateral uterine arteries. 

Umbilical artery S/D 4.2 at placental site and 4.3 at 

foetal site, RI-0.7, foetal MCA S/D 3.47, RI-0.7. PI-

0.8. S/O Early utero placental insufficiency.  

Patients stay was uneventful. Patient took 

discharge against medical advice at 27 weeks 

gestation inspite of explaining the risk and 

consequences.

 Patient was readmitted at 30 wks of gestation 

with preterm labour pains. Injection betamethasone 

12 gms IM 2 doses given. Conservative management 

continued but patient went into preterm labour, 

neonatologist was informed, NICU made available. 

 Patient was shifted to labour room, propped up 

position, oxygen inhalation, and IV fluid given. 

Cardiology review done. Endocarditis prophylaxis i.e. 

Injection Ampicillin 2 gm, Injection gentamycin 80 

mg IV given. Injection Pethidine 50 mg as analgesic 

given.  Patient was monitored for progress of labour. 

At second stage of labour outlet forceps applied.  A 

female baby weighing 1200 gms was born at 3.30 am 

on 16/8/11. Baby cried immediately after birth, 

placenta and membranes expelled completely. 

Perineum intact. 
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Abstract

Eisenmenger syndrome is one of the few cardiac conditions for which pregnancy is 

considered absolutely contraindicated. It's a high risk maternal condition. It 

involves role of preconception counselling. Serial ultrasound done as 30% of foetus 

are foetal growth restricted. Premature labour seen in 50-60%.  



 Post delivery - GC fair, P 120/min, RR-16/ min, 

BP 130/80 mmHg, SaO2-97%, CVS S1S2 heard, 

short systolic  murmur +, RS clear, P/A uterus well 

contracted, PV minimal bleeding present. Antibiotic, 

oxygen and propped up position continued. Baby 

expired after 5 days of prematurity as baby was not 

maintaining saturation and was on ventilation. Post 

natal period was uneventful. Patient was observed for 

10 days and discharged on day 10. Patient's husband 

was advised vasectomy. 

Discussion

In Eisenmenger syndrome there is 

pulmonary hypertension with reversal of 

the initial left to right shunt and cyanosis. 

There is fixed pulmonary vascular 

resistance and inability to increase 

pu lmonary  b l ood  f l ow .  No rma l  

physiological changes in pregnancy can 

worsen the R-L flow across a congenital 

defect and result in worsening hypoxaemia 

and cause deterioration of the maternal 

and foetal condition. Maternal mortality in 

presence of Eisenmenger's syndrome in 

pregnancy is 40-50%. Foetal wastage with 

Eisenmenger's syndrome is 75%. 

Therefore women should be advised to 

avoid getting pregnant and termination if 

pregnancy occurs. If patient wants to 

continue pregnancy explain due risk. 

Management involves hospitalisation at 

tertiary centre, multidisciplinary care from 

cardiologist, high risk obstetrician, and 

anaesthetist. Oxygen, bed rest, pulmonary 

vasodilators of choice, anticoagulation 
6given. However Pitts et al  reported an 

increased mortality with prophylactic peri-

partum heparin therapy. In general, 

therapy of Eisenmenger syndrome is 
1supportive.

Serial monitoring of haemoglobin and 

haematocrit to be done. Assessment of 

foetal growth with serial ultrasound as 

30% of foetus are growth restricted. 

Patients should avoid intravascular 

volume depletion, heavy exercise and high 

altitude. Manoeuvres that suddenly 

increase venous returns e.g. ergometrine 

are avoided. Delivery should be with tight 

control of blood pressure, fluid balance 

and oxygen saturation. Vaginal mode of 

delivery is preferred. Causes of maternal 

death, antenatal - hypovolaemia, 

thromboembolism, pre-eclampsia, high 

maternal mortality. Postpartum- CCF, 

bleeding, anaemia, haematocrit > 60%, 

Syncope ,  O2 sa t  <80%.  Foe ta l  

complication - Miscarriage, IUGR, 

prematurity, caesarean section.  Abortion 

is safer than any kind of delivery. 

Review of literature showed - Parthy 
9Mukhopadhya  reported a case who 

refused MTP, was managed in tertiary 

centre conservatively with successful 
4outcome of mother and baby. Kansaria  

reported a case of ES in pregnancy where 

patient died 3 weeks after delivery. 
7Ganguly  reported three cases of ES in 

pregnancy in three years. Two of the 3 

mothers and all 3 babies survived. One 
8study showed Lacassie HJ  that 

concomitant use of sildenafil and l-

arginine for the management of 

pulmonary hypertension in pregnancy, 

combined with multidisciplinary care, 

permitted a good outcome for the mother 
2and her infant. Gleicher et al  reported 

75% mortality with caesarean section and 

34% with vaginal delivery.

 For caesarean section general 

anaesthesia is preferred and conduction 

anaesthesia with risk of hypotension 

should be avoided.
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In short Eisenmenger syndrome in 

pregnancy is a high risk condition, ideal 

treatment is MTP, if patient refuses take 

the risk, delivery in tertiary centre with 

multidisciplinary care however the foetal 

come was poor in our case.  
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Investigating young adults with chronic diarrhoea in primary care

lA focused history is key, with organic disease suggested by continuous or nocturnal diarrhoea, 
significant weight loss, and symptoms for less than three months.

lRefer urgently to secondary care if there are any red flags (such as weight loss, rectal bleeding, or 
anaemia)

lIrritable bowel syndrome is the most common cause of chronic diarrhoea and can be diagnosed 
clinically with minimal testing (normal full blood count and C reactive protein with negative 
coeliac serology)

Thomas P Chapman, Lucia Y Chen, Laurence Leaver, BMJ, 2015, Vol 350, 32 

Improving outcomes for patients with obesity

Raised body weight increases strain on joints and generates musculoskeletal problems, particularly 
osteoarthritis of the knees and low back pain. 

Obesity increases the risk of hypertension, coronary heart disease, deep vein thrombosis and 
pulmonary embolism. It is also associated with increased risk of certain cancers.

Obesity is an important risk factor for non-alcoholic fatty liver disease which if left untreated can 
progress to severe forms of liver disease, such as non-alcoholic steatohepatitis, fibrosis and 
cirrhosis. The risk of sleep apnoea is raised in obese individuals as is the risk of gastro-oesophageal 
reflux and gallstones, stress incontinence in women and erectile dysfunction in men.

The more weight someone loses the greater the health benefits; a 5% weight loss that is maintained is 
worthwhile.

Kate Jolly, Ruth Chambers, The Practitioner, 2015, Vol 258, 29-30
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