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Peripartum Cardiomyopathy

Definition: PPCM is defined as the development
of systolic HF toward the end of pregnancy or in
the months following pregnancy, with LVEF
generally less than 45 percent in the absence of
another identifiable cause of HF.

Risk factors: greater age, parity, multiple
gestation, African ancestry, and a history of
preeclampsia,  eclampsia, or  postpartum
hypertension




Peripartum Cardiomyopathy

Pathogenic factors: The etiology of PPCM is
unknown, but the final common pathway includes
angiogenic imbalance and altered prolactin
processing. Possible causes include genetic,
inflammatory, hormonal, hemodynamic,
infectious, and autoimmune factors.

Clinical manifestations: Onset during late
pregnancy and early postpartum are unique to
PPCM. Common findings include dyspnea, lower
extremity edema, increased JVP, and crackles on
lung exam.




Peripartum Cardiomyopathy

Diagnostic test findings: An ECG, echocardiogram,
and BNP are performed in most patients. A CXR is
rarely necessary. Other tests are less useful.

« ECG —This is usually nonspecific in PPCM showing
sinus tachycardia but can help distinguish from other
conditions such as acute myocardial infarction or
right heart strain from a pulmonary embolus.

« Echocardiogram — This shows global reduction in
LV systolic function, with LVEF nearly always <45
percent. The LV is frequently but not always dilated.




Peripartum Cardiomyopathy

Differential diagnosis:

« other types of pre-existing cardiomyopathy
 valvular heart disease

 congenital heart disease
 hypertension-related diastolic HF

« myocardial infarction

« pulmonary embolism

PPCM is a diagnosis of exclusion.




Peripartum Cardiomyopathy

Acute management: The management of HF due to PPCM is like that of HF due to other causes

that occur during pregnancy with special attention to particular risks during pregnancy, including
fetal risks

General measures — We use supplemental oxygen and assisted ventilation as needed

Initial therapy — Many therapies are similar to those for nonpregnant patients with HF. However,
we avoid the use of ACE I, ARB, SGLT2 inhibitors, and mineralocorticoid receptor antagonists,
as they are contraindicated in pregnancy.

Bromocriptine — We suggest against the routine use of Bromocriptine in patients with PPCM. If
bromocriptine is used, anticoagulation should also be started to prevent thromboembolic events.

Management of sequelae — Some patients with acute decompensated HF may benefit from
intravenous inotropic support. Mechanical circulatory support (MCS) should be considered early
in patients who are hemodynamically unstable and unresponsive; MCS includes intraaortic
balloon counter pulsation, ECMO, and left ventricular (LV) assist device.



Peripartum Cardiomyopathy

Long-term management: In those patients who
demonstrate persistent normal LV function for a period
of at least six months, we suggest stepwise weaning of
the HF regimen with close clinical follow-up and with
echocardiographic monitoring to ensure stability of LV
function during and for at least one to two years after
weaning of HF medications to ensure stability. Cardiac
transplantation is reserved for patients who have
refractory severe HF symptoms despite maximal
therapy.




Peripartum Cardiomyopathy

Delivery: Decisions regarding the timing and mode of
delivery in PPCM should be made based upon combined
input from cardiology, obstetrics, anesthesiology, and
neonatology services. Prompt delivery is suggested in
patients with advanced HF and hemodynamic instability
despite medical therapy.

Risk of recurrence: The risk of recurrence with
subsequent pregnancy is highest among patients with
persistent LV systolic dysfunction. We suggest that
patients with a history of PPCM who have persistent LV
dysfunction avoid future pregnancy due to the risk of HF
progression and death; we advise such patients to use
reliable contraception or undergo sterilization.
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