
 

 

Case study  
 

Patient with Unrepaired, Undiagnosed tetralogy of 
Fallot presenting for Obstetric Surgery - A Case 

Report 
 

Abstract: 
We herein report a rare case of a 32 years old female presenting in the Operation Theatre for an 
emergency dilation and evacuation. The Case was initially postponed due to changes in ECG on 
the operation Table for further the cardiac evaluation. She was later confirmed as a case of 
Tetralogy of Fallot that was never diagnosed previously. The Surgery was conducted on the next 
day under General Anesthesia with Rapid Sequence Induction. The patient was later referred to a 
cardiologist after discharge for further management of her condition. 
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Introduction: 
Tetralogy of Fallot (TOF) is most commonly found cyanotic heart defect with prevalence of 5% 
to 6% among all congenital heart malformations.1 Its hallmark is overriding aorta with anterior 
and superior infundibular septal displacement giving rise to the tetrad of ventricular septal defect 
(VSD), causing infundibular obstruction and leading to right ventricular hypertrophy (RVH).2,3 
Pulmonary stenosis or regurgitation may cause Right Ventricular dysfunction and ultimately 
failure, progressive tricuspid valve regurgitation, atrial and ventricular arrhythmias and in few 
cases sudden cardiac arrest.4,5 Sometimes, it presents with left-to-right shunts and pulmonary 
hypertension (PHT), ascending aortic aneurysms and aortic valve regurgitation. 

Pregnancy though a physiological but is a quite stressful condition and many hemodynamic 
changes occurring in the body. Parturient with TOF have increase chances of fetal loss of up to 
24%6 and their children are more likely to have congenital heart anomalies in comparison to 
general population. Complications in pregnancy are associated with severe pulmonary 
hypertension, left ventricular dysfunction and severe pulmonic regurgitation with right 
ventricular dysfunction.4-6 

Cardiac and obstetric complications are more likely to occur in patients without surgical repair of 
TOF7, 8, 9. The most common cardiac complications include progressive dilatation of the right 
ventricle leading to ventricular failure, atrial and ventricular arrhythmias, progressive aortic root 
dilatation, endocarditis and thromboembolism10. The common obstetric complications include 
the increased risk in miscarriage, premature birth, and low birth weights, arrhythmias, congestive 
cardiac failure, infective endocarditis, postpartum hemorrhage, paradoxical embolism and 



 

 

thromboembolism7. Among them, the pulmonary hemorrhage, brain abscess and 
thromboembolism have been found to be the most common causes of death11. 

Parturient usually face symptoms of congestive heart failure at the time of delivery otherwise 
pregnancy outcomes in patients with repaired TOF are found to be good. Usually elective 
Caesarian-Section is preferred to prevent complications and if trial of labor occurred it usually 
ended up in emergency Caesarian- Section because of labor complications. In parturient 
undergoing labor, either required invasive arterial blood pressure monitoring, continuous 
telemetry, or had experienced congestive heart failure that required diuresis, had obstetric or 
neonatal complications or anesthetic complications and sometimes even neonatal death.12 

Several case reports14-19 and limited case series20–27 have been published describing obstetric, 
cardiac and anesthetic concerns of pregnancy and delivery but they usually comprised of women 
with palliated, incompletely repaired or completely repaired TOF therefore management of 
pregnant females with unrepaired TOF remains challenging. Here, we are reporting a case of 
undiagnosed TOF in multiparous female presented after 16 weeks of gestation for Dilatation and 
Evacuation (D&E). 

Case Summary: 
We report a case of anesthetic considerations of D&E with Tubal ligation in a female with 
undiagnosed TOF. A 32-years-old Gravid 5, Para 4 with history of 4 Caesarian sections at the 
gestational age of 16 weeks her pelvic Ultrasound revealed single nonviable fetus. Her previous 
pregnancies had been uneventful and had no reported perioperative complications. She had been 
diagnosed with hypertension 1.5 years back and was using Tab. Methyldopa 250mg.  There was 
family history of hypertension (mother of patient) while no history of any congenital heart 
disease. After admission for D&E, procedure got postponed initially because her ECG started 
showing ST depressions on the operating table. 12 Lead ECG and Echo was ordered before 
proceeding for surgery.  

 

 

 

 

 

 

 

 

 

Fig 1: ECG report 

Echocardiography revealed, Mild Right Ventricular Dilation, mal aligned VSD, 20% over riding 
of aorta, Left ventricular Hypertrophy (LVH) and ejection fraction (EF) of 55%, thus diagnosed 



 

 

as case of variant of TOF. She was started on propranolol 10 mg twice a day and planned her D 
& E and laparoscopic bilateral salpingectomy under general anesthesia (GA).  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Fig 2: Provisional report of Echocardiography 

A review was taken from the cardiologist, who counselled the family regarding the condition and 
diagnosed the patient as a variant of TOF. He further advised Inj. propranolol 10mg before 
starting he procedure to control the heart rate. As it was an emergent procedure, her surgery was 
proceeded on the next morning under after obtaining a high risk written and informed consent. 
She was given injection metoprolol 2mg prior to induction. Inj. Augmentin 1.2g was given 
prophylactically. Before induction, her heart rate was 138bpm, O2 Saturation was 96% on room 
air, and Her Blood Pressure was 160/90mmHG.  GA was induced with RSI with Propofol 60mg 
and Suxamethonium 100mg. Later, Midazolam 1mg, and Nalbuphine 6mg were given with 



 

 

continuous ECG monitoring and 2 pints of packed cell volume transfused intraoperatively. 
Maintenance was done with 2% Sevoflurane. Surgery remain uneventful with a smooth recovery. 
On discharge, she was asked to follow up with Cardiologist as outpatient too. 

Discussion: 
With surgical repair of TOF, women easily survive through reproductive age but without repair 
they rarely reach child bearing age and conceive. As hemodynamic changes during pregnancy 
cause extra load on heart, causing cardiac dysfunction and may result in maternal and perinatal 
morbidity. The common obstetric complications seen in such cases are increased risk of 
miscarriage, premature birth, and low birth weight, postpartum hemorrhage, paradoxical 
embolism, thromboembolism, congestive cardiac failure, infective endocarditis and 
arrhythmias.7,8 Pulmonary hemorrhage, brain abscess and thromboembolism found to be the 
most common cause of death among them.11 

Thus, routine cardiac examination should be performed before pregnancy to exclude possible 
cardiac diseases and the cardiac surgery should be performed early if required.28 As in our part of 
world where females usually see the gynecologist first time after conception, ECG should be 
included in early baseline investigations to screen for any possible undiagnosed cardiac issues 
that can be managed earlier. For pregnant women with TOF, close monitoring should be 
strengthened no matter whether they have received surgical repair or not. Decision for the mode 
of delivery should be individualized by weighing the risks and benefits in a given clinical 
situation. 

Conclusion: 
TOF has a high-risk of cardiac and obstetric complications for pregnant women, especially in 
those who did not received repair surgery. Cardiac assessment should be included in routine 
examination at antenatal visits so that any undiagnosed issue can be screened earlier and cases 
may have better prognosis under timely care of multidisciplinary professionals 
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