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Peripartum Cardiomyopathy : A Case Report and
A Current Review

Arzen udidlen w, Seerasa Saeneaw M.D.

2.9. 91E2AARNT Thai Board of Internal Medicine

W, Wadlu UreaouATiug Hua Hin Hospital, Prachuabkhirikhan
UNAREa

viean ang 28 U djiasTamlszansia avialannaBeundy vasidnases 7 51 nanisnsaarialasiin
AawReaaaLWLIY left ventricular ejection fraction (LVEF) 27% nnsailasulsafa Peripartum cardiomyo-
pathy (PPCM) ﬂ']i‘:v‘m:r'lmuﬂuwﬂﬂ'ﬂﬂm | 1wl angiotensin converting enzyme (ACE) inhibitor 1 lails
Lumf-nnLﬂuﬂmmu‘l,umqumm qﬂqtlmmimmemmnaumu'lm wRenuaulamenaiies 6 fu e
Aasunieinundl 1, 3 & fhsudeusd aansnidneyasld luimiles unndgquauuziaudn
sanasanssriasesielyl mmzinitanafiavalaanediandddenar 30 wa3grlog

ABTRACT

A 28 years old woman without underlying disease developed left side heart failure one week after
caesarean section. Echocardiography showed dilated cardiomyopathy, left ventricular ejection fraction (LVEF)
was 27 percent. Peripartum cardiomyopathy (PPCM) is the diagnosis. Treatment is the same as for other
forms of congestive heart failure, but only angiotensin converting enzyme (ACE) inhibitors are contraindication
in pregnancy. She was fully recovered. Follow up at 1, 3 weeks, she could take care her baby. The second

pregnancy is counseled against, because PPCM will recur in approximately 30 percent of case.

Keywords : Peripartum cardiomyopathy, cardiomyopathy in pregnancy, dilated cardiomyopathy.

v S . . . o 2
Neugie newa 4 dalne hifidsedRleadszansala o i
¥ a ¥ a [P Y v o |
gdenny 28 U wnlanenuna Fazeanns  aseaymsslindndaniaiaias 7 Su lifityvnunan
wieavay wduntihhen waunuldld deunnlse-  Faundeingn



NFIIUNNELYA 6-7
Ui 27 adivil 2-2  nneu-ligueu 2551

anzilodumalusassznindmsss

o o o ] AI ]
LL?ﬂi‘Uzaﬂﬂ'Jﬁ WARAUMUBENIN liawnn
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P=61% L=24% M =5% platelet = 419,000 ﬂq'll
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(severe preeclampsia) AANNAL 180/120 mmHg A3
tsin 1 4 AusuanasgUng ndutinumdannueu
Taanening 3 5 natdenluanizii Ho = 14 gm% Het
= 46% WBC =8390 P =69% L =24% M=6%
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BUN/Cr = 15/0.5 Na = 146 K4 = 4.2 Cl = 112 HCO3
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percent, globally hypokinetic and dilatation of left ventricle,

no intramural thrombus, no mitral regurgitation, no

tricuspid regurgitation, no atrial stenosis or regurgitation
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PERIPARTUM CARDIOMYOPATHY :
Definition and Epidemiology

Peripartum cardiomyopathy (PPCM) is a car-
diomyopathy manifesting between the last month of
pregnancy and 5-6 months postpartum. The inci-
dence is probably approximate 1 in 3,000 (ranging
from 1 per 1485 to 1 per 15,000 live births) but
actual incidence is unknown, because most of the
women who neither has a chest X-rays nor an echo-
cardiogram, to confirm that they had previously
normal heart function. 75 percent of patients present
in the first month of postpartum. Risk factors include
multiparity, obesity, being black, older maternal age
and preeclampsia (as in this case), chronic hyper-
tension. From the National Heart, Lung and blood
Institute, PPCM is defined by presence of four
criteria, These include : (1) development of cardiac
failure in the last month of pregnancy or with 5-6
months of delivery ; (2) absence of the identifiable
cause for the cérdiac failure ; (3) absence of recogni-
zable heart disease prior to the last month of pre-
gnancy ; (4) left ventricular systolic dysfunction
demonstrated by echocardiographic criteria such as

depressed ejection fraction.
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Etiology

The etiology is unclear, inflammatory factors
are highly implicated, the others are abnormal
immune response to pregnancy and maladaptive
response to the hemodynamic stresses of pregnancy.
Myocarditis is the causative factors in some case,
with a reported incidence 8.8-75 percent. Endomyo-

cardial biopsies are different among studies.

. Diagnosis and Presentation

The presentation of PPCM is the typical signs
and symptoms of left ventricular failure. The majority
of cases occur after delivery and the immediate post
partum period. During late pregnancy, the diagnosis
of cardiac failure is difficult, because the symptoms,
such as fatigue, orthopnea and pedal edema are
common. Further investigation is required to esta-
blish the presence of cardiac failure. A chest X-rays
demonstrates cardiomegaly and pulmonary edema.
Echocardiography confirms ventricular failure with
dilataion of ventricle and decreased ventricular
ejection fraction. Differential diagnosis is chronic
cardiomyopathy exacerbated by volume load during

pregnancy. Endomyocardial biopsy is controverseal.

Prognosis

It has an excellent long term natural history,
if patients survive the initial period, even which at
that time hemodynamic compromise may be severe.
Maternal mortality from PPCM in the United States
has been reported to be 25-50 percent but a more
recent study reported only a 7 percent incidence of
disease regression. Intracardiac thrombus and em-

bolism are common and approximately 30 percent

of these deaths. Normalization of ventricular function
occurs in about 50 percent of patients and more
likely if LVEF is more than 30 percent at the time of
diagnosis.

Patients without resolution of their cardiomy-
opathy are at significant risk of death or exacerbation
of the disease and should be advised to avoid of
pregnancy. One of the earliest studies found that
25-30 percent of this patients experienced transient
of exacerbation during subsequence pregnancy,
however patients, who has returned to normal left
ventricular function still demonstrated impaired con-

tractile reserve during a dobutamine challenge test.

Management

The treatment of PPCM is the same a for the
other forms of congestive heart failure. Management
goals include preload optimization, afterload red-
uction and increase contractility. ACE inhibitors and
angiotensin receptor blocker (ARBs) are contrain-
dication during pregnancy because of adverse fetal
effects. Hydralazine, beta blocker and digoxin are
safe diuretics and salt restriction should be used to
decrease preload and improve the symptoms of
volume overload. Alternative treatments for afterload
reduction during pregnancy include amlodipine or a
combination of hydralazine and nitroglycerine.
Anticoagulants are considered in case who has
intracardiac thrombus and embolism, especially in
those with LVEF lower than 35 percent. The immu-
nosuppressive treatments should be given in case
of previous myocarditis. In woman who has heart
failure, early delivery is necessary. Mode of delivery

is up to the clinical condition of heart failure, in sable
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condition cesarean section reserved for obstetric
indications. However in whom who had experience
acute cardiac decompensation, casarean delivery
may be required because of an inability of mother to
tolerate the prolonged stresses of labor.

The second pregnancy should be counseled
against, even if ventricular function dose return to
normal, because PPCM will recur approximately 30
percent of case and may result in severe deterio-
ration or even death. Nevertheless women with full
recovery are more likely to tolerate a subsequent
pregnancy than are those with residual left ventri-
cular dysfunction. In that case echocardiography and
exercise test may be helpful. Woman which a left
ventricular ejection fraction of 40-50 percent may not
tolerate pregnancy well if they have a poor function
aerobic capacity and ideally should not have subse-
quent pregnancies to prevent the worsening of the

condition.

19NE1391999
1. Carole A. Warnes. Pregnancy and Heart Disease.
Heart Disease 1995 ; 180 : 860-70.
2. Cunningham FG, Pritchard JA, Hankins GD, et al.
Peripartum heart failure: idiopathic cardiomyopathy
or compounding cardiovascular events? Obstet

Gynecol. 1896 ; 67-: 157-68.

. Pearson GD, Veille JC, Rahimtoora S, et al. Peri-

partum cardiomyopathy : National Heart, Lung,
and Blood Institute and Office of Rare Disease
(National Institutes of Health) workshop recom-
mendations and review. JAMA. 2000 ; 283 :
1183-8.

. Heider AL, Kuller JA, Strauss RA, et al. Peri-

partum cardiomyopathy : a review of the literature.

Obstet Gynecol Surv. 1999 ; 54 : 526-31.

. Nizeg MN, Rickenbocher PR, Fowler MB, et al.

Incidence of myocarditis in peripartum cardiomy-

opathy. Am L Cardiol. 1994 ; 74 : 74-7.

. O’Connell JB, Costanzo-Nordin MR, Subramanian

R, et al. Peripartum cardiomyopathy : clinical,
hemodynamic, histologic and prognostic charac-

teristics. J Am Coll Cardiol. 1986 ; 8 : 52-6.

. Lee W. Clinical management of gravid women with

peripartum cardiomyopathy. Ostet Gynecol Clin

North Am. 1991 ; 18 : 257-71.

. Demakis JG, Rahimtoora Al, Sutton GC, et al.

National course of peripartum cardiomyopathy.

Circulation. 1971 ; 44 : 1053-61.

. Lampert MB, Eeiner L, Hibbard J, et al. Contractile

reserve in patients with peripartum cardiomyopathy
and recovered left ventricular function. Am J Ostetr

Gynecol. 1997 ; 176 : 189-95.




