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CASE REPORT
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Abstract

Peripartum cardiomyopathy is a rare but a life threatening disorder of myocardium with the onset of cardiac failure
occurring during late last trimester of pregnancy or in the first 6 months of post- partum period.  Diagnosis of
Peripartum cardiomyopathy is often missed, as it is a diagnosis of exclusion and the symptoms mimic physiological
conditions associated with normal pregnancy. It has a high mortality rate, some patients may improve but most of
them progress to heart failure and death. Thus an early diagnosis and effective management increases the long term
prognosis of the patient. We report an interesting case of peripartum cardiomyopathy diagnosed in the immediate
post- operative period and was effectively managed with medical therapy and obtained a favorable outcome.
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INTRODUCTION
Peripartum cardiomyopathy (PPCM) is a dilated cardiomyopathy of unknown etiology that
occurs in last trimester of Pregnancy and in first 6 months of post- partum period. The incidence
of PPCM is 1 in 1374 live birth in Indian studies1 and 1 in 3000 to 4000 pregnancies in United
States2.
The definition of PPCM was modified which includes following 4 criteria 3

1. Development of heart failure during last trimester of pregnancy or first 6 months post- partum.
2. Absence of any identifiable cause for heart failure.
3. Absence of any recognizable heart disease prior to last trimester of pregnancy.
4. ECHO demonstrating proof for Left ventricular dysfunction with ejection fraction < 45% left
ventricular fractional shortening less than 30% or left ventricular end diastolic dimension > 2.7
cm/m2.

The risk factors for PPCM are found to be greater in multiparous women, advanced age,
multi-fetal gestation, preeclampsia and gestational hypertension. Others include obesity,
maternal alcohol abuse, smoking and long term use of tocolytics. Symptoms of PPCM are very
vague like fatigue, dyspnea, pedal edema and they overlap with symptoms of normal peripartum
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period to other complications like pulmonary embolism, eclampsia. Thus diagnosis is often
delayed and goes unrecognized leading to mortality. Mortality rate is as high as 20-50 %.4

This case report is presented for its rarity and to emphasis that a high index of suspicion
is required for diagnosis and an early diagnosis with effective treatment started at the right time
can give a remarkable outcome.

CASE REPORT
A 23 year old G2A1patient was admitted to our institute with labor pains. She had an

uneventful antenatal period with no history of any co-morbidity. Her pulse rate was normal at the
time of admission. Slowly her labor progressed and at 4cm of cervical dilatation, artificial
rupture of membrane was done and the presence of thick meconium stained liquor with fetal
heart rate  (FHR) dropping to 100bpm, emergency LSCS was decided.

Patient was asymptomatic and her intraoperative pulse rate was 120/min. As anemia and
dehydration are the most common causes of tachycardia,she was administered with 2 units of IV
fluid and arranged for blood transfusion. Mild atonic post-partum hemorrhage was managed with
medical therapy and the procedure was uneventful. Her pulse rate was 118-120bpm and ECG
showed sinus tachycardia throughout the procedure.

In the immediate post op period, 1 unit blood transfusion was started, following which
patient developed sudden tachypnea and tachycardia of 170-180/min, spO2- 86% at only 50 ml
of blood transfusion and hence blood was discontinued and patient was shifted to high
dependency unit. Her Blood pressure was normal and ECG showed sinus tachycardia. Physician
opinion was sought and differential diagnoses of transfusion related lung injury, pulmonary
embolism, prostaglandin induced hypoxia and PPCM were pondered upon. An ultrasound
abdomen, pelvis and chest x-ray presented normal findings.

A cardiologists’ expert opinion was sought and ECHO was done.ECHO findings
presented a dilated left ventricle; with ejection fraction<32% and absence of any thrombus
(Figure 1).The above findings were consistent with a diagnosis of peripartum cardiomyopathy
(PPCM). Patient was immediately started with anti- failure measures(Injection nitroglycerine
2.5mcg, Injection Torsemide, T. Enalapril 2.5mg, T. Digoxin 0.25mg, T. Spironolactone
12.5mg) along with salt, fluid, and activity restriction. She was symptomatically better within 4
hours and pulse rate stabilized at 130-140bpm. All medications were continued and on post-op
day 5, her pulse rate was 100-110bpm.Following meticulous post-operative care and supervision,
she was discharged on day 12thpost-operative day. During follow up there was a marginal
improvement of her left ventricular function.
DISCUSSION

Cardiomyopathy associated with pregnancy was first described in 19375. The natural
history of PPCM is variable and its clinical presentation is quite heterogeneous and overlapping
with other conditions of heart failure. The etiology is unknown but many hypotheses have been
formulated including viral myocarditis, immune mediated injury, selenium deficiency and
hemodynamic stress of pregnancy6, 7. Clinical features of PPCM include symptoms of congestive
cardiac failure and chest pain. Signs include tachycardia, tachypnea, pulmonary rales and
enlarged heart and S3 heart sound8. Because dyspnea is a common finding in normal pregnancy
and even in initial post- partum period diagnosis of PPCM is often missed8.



Volume 4, Issue 2, 2015

90

The most common and confusing differential diagnosis is Idiopathic dilated cardiomyopathy
(IDCM). The differences between PPCM and IDCM are as follows: (Table 1)10, 11

Table 1: Differences between PPCM and IDCM
S. No Peripartum Cardiomyopathy Idiopathic Dilated

Cardiomyopathy
1. Occurs in younger age group Any age
2. Prognosis is better Prognosis is less
3. Mostly occurs in postpartum period Usually in second trimester
4. Occurs in pregnant woman Any one
5. Varying types of hemodynamic changes Little less
6. Incidence of myocarditis is higher Little less
7. Heart size returns to normal after delivery Little less
8. Rapid worsening of condition can occur Usually less
9. Antigen and antibodies against myocardium

occurs
Usually less

Early diagnosis and initiation of treatment are essential to optimize pregnancy outcome.
Treatment is same as in for other cardiac failure with fluid and salt restriction, beta blockers,
diuretics and digoxin. ACE inhibitors and angiotensin receptor blocker are contraindicated in
pregnancy but can be started in post-partum period. Diuretics cause dehydration and placental
injury thus used with caution in pregnancy. Anticoagulants are added as they are high risk for
thrombus formation. Physical activity is advised as per patient’s tolerance.

Figure 1: Presence of a dilated left
ventricle; with ejection fraction <32%
and absence of any thrombus
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The best time to discontinue treatment is unknown but given at least for 1 month.  Heart
transplantation is a last resort in case of failure of medical therapy12. With effective medical
management the rate of heart transplantation is reduced to 4% from 7%13.

The prognosis is poor in patients with persistent cardiomyopathy in subsequent
pregnancies and often associated with recurrence of left ventricular systolic dysfunction. Women
who develop PPCM are at high risk of developing the same problem in future pregnancy and
should discuss about contraception to the patient.

CONCLUSION
PPCM is a life threatening rare entity with unknown etiology taking place in last

trimester of pregnancy or in first 6 months post- partum. Early diagnosis and effective treatment
reduces mortality rates and increases chance of complete recovery of ventricular function. Future
pregnancy is better avoided. In unavoidable situations in subsequent pregnancy patient should be
managed with a multidisciplinary unit.
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