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Dyspnea and hypotension developed in a 
35-year-old woman about 24 hours after 
an apparently uncomplicated cesarean 

delivery at term. The patient was acutely dis-
tressed and fully conscious, with a blood pressure 
of 80/60 mm Hg, a heart rate of 148 beats/min 
and a respiratory rate of 36 breaths/min. Her oxy-
gen saturation was 80% on room air. There was 
no evidence of active uterine bleeding. Chest 
computed tomography (CT) angiography showed 
massive bilateral pulmonary thromboembolism 
and right ventricular dysfunction (Appendix 1, 
available at www.cmaj.ca/lookup/suppl/doi:10 
.1503/cmaj.150176/-/DC1). Emergency open-
lung embolectomy was performed, and large clots 
were removed from both lungs (Figure 1). The 
patient’s cardiac function and heart size returned 
to normal, and she was discharged 15 days later.

Pregnancy has been estimated to increase the 
risk of venous thromboembolism by about five-
fold.1 Risk factors include multiparity, obesity and 
cesarean delivery. The risk of venous thromboem-
bolism is twofold higher after cesarean delivery 
than after vaginal delivery.2 Dyspnea, chest pain, 
cough and diaphoresis may be early findings of 
pulmonary embolism. Diagnosis of pulmonary 
embolism in hemodynamically unstable patients 
can be facilitated by echocardiography, bedside 
leg ultrasonography and CT pulmonary angiogra-
phy.3,4 Early treatment involves low-molecular-
weight heparin and subsequent overlap with war-
farin; unfractionated heparin may be used in 
patients with renal insufficiency or those who re-
quire urgent surgery.3 Thrombolysis, catheter em-
bolectomy and open surgery are treatment options 
for massive pulmonary embolism (including cases 
in which sustained hypotension and right ventric-
ular dysfunction are present) or for submassive 
pulmonary embolism (in the context of right ven-
tricular strain and no sustained hypotension).5 For 
our patient, open embolectomy was selected be-
cause of the size of embolism and the patient’s 
unstable vital signs.
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Figure 1: Massive pulmonary emboli removed from both lungs of a 35-year-old 
woman during emergency embolectomy 24 hours after an uncomplicated 
cesarean delivery.

Clinical images are chosen because they are partic-
ularly intriguing, classic or dramatic. Submissions 
of clear, appropriately labelled high-resolution im-
ages must be accompanied by a figure caption and 
the patient’s written consent for publication. A 
brief explanation (250 words maximum) of the ed-
ucational significance of the images with minimal 
references is required.


