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Abstract

Background: We report a case of Peri-Partum Cardiomyopathy in a 28-year-
old Primigravida, who came in labor and underwent a Caesarean Section in view of
meconium-stained liquor, fetal distress. On day 4 post-partum, she complained of a
sudden onset of shortness of breath, cough, and restlessness in the morning. The patient
had no prior history of heart disease or respiratory disease. Patient developed sudden
onset tachypnoea and tachycardia with bilateral crepitus. On further evaluation, she was
diagnosed with Peripartum Cardiomyopathy.

Results: The case was successfully managed by a multi-disciplinary team using
dobutamine, diuretics, and Angiotensin receptor blockers.

Conclusion: The case report aims to present a case of Peripartum cardiomyopathy
with early diagnosis and successful management in a secondary care level hospital.
Peripartum (postpartum) cardiomyopathy is the most common cardiomyopathy in
pregnancy, defined as an idiopathic cardiomyopathy that presents with heart failure
secondary to left ventricular systolic dysfunction toward the end of pregnancy or after
delivery, in the absence of any other cause of heart failure. It is a diagnosis of exclusion,
and the majority are diagnosed postpartum. Although the LV may not be dilated, the
ejection fraction is nearly always reduced below 45%. Incidence of PPCM is 1:3000 to 115000
pregnancies. It is a major cause of morbidity and mortality if diagnosis gets delayed;
therefore, early diagnosis and timely management can affect patients’ long-term
prognosis. This case report aims to raise awareness in health professionals about the
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possibilities of PPCM and its symptoms, as in our case.

Introduction

Peripartum cardiomyopathy develops during the last
trimester or within the first 6 months after pregnancy. Risk
factors are increased maternal age, increased parity, twin
pregnancy [1], malnutrition, use of tocolytic therapy for
premature labor, and preeclampsia or toxemia of pregnancy.
Several of these risk factors contribute to anti-angiogenic
signalling through secreted vascular endothelial growth factor
(VEGF) inhibitors, such as soluble FLT1 (sFLT1).

As increased circulatory demand of pregnancy aggravates
other cardiac diseases, clinically unrecognized, it is crucial
to the diagnosis of PPCM that there be no evidence for a
pre-existing cardiac disorder. In familial and sporadic DCM,
truncating mutations, predominantly in TTN, are present in
15% patients with PPCM and are associated with systolic
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dysfunction that persists. Pregnancy may represent another
example of environmental triggers for accelerated phenotypic
expression of genetic cardiomyopathies [2]. Asian countries
exhibit varying rates, with Japan reporting a lower incidence
than other parts of Asia. Additionally, countries like Haiti
and Nigeria report cases from one in 300 and one in 100 live
births, respectively [3].

PPCM is more common in women older than 30
years, black women, multiparous women, women with
preeclampsia or hypertension, and those who smoke or
are malnourished [4]. The overlap between PPCM and
as patients with
preeclampsia can present with noncardiogenic edema, and
the coexistence of these two conditions highlights potential
shared pathogenic mechanisms.

preeclampsia is clinically important,
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Diagnosis of PPCM has four criteria [2,5]:

1. Development of cardiac failure in the last 4 weeks of
pregnancy or within 5 months post-partum.

2. No identifiable cause of cardiac failure.

3. No recognizable heart disease before the last 4 weeks
of pregnancy.

4. Leftventricular dysfunction (ejection fraction < 45%).

Case report

A 28-year-old Primigravida was admitted to our labour
room at Tata Central Hospital, West Bokaro, on 9/12 /2022 at
12:30 am as a case of 40 weeks with a singleton pregnancy
in labour with no other comorbidities. Her medical and past
history were otherwise unremarkable. She denied any history
of pre-existing heart disease, any allergy, or autoimmune
diseases. Her menstrual history was normal, and she was
taking her hematinic supplementation regularly.

At the time of admission, her pulse was 102 beats/min, and
her blood pressure was 110/70 mmHg. Her investigations,
LFT, KFT, and complete blood count, were within normal
limits. On admission, haemoglobin was 10 g/L, total leucocyte
count was 10,900, and platelets were 1.7 lakh. Prothrombin
time was 14, and INR was 1.0.

She underwent a lower segment caesarean section on 10
December 2022 at 12 pm for meconium-stained liquor and
delivered a healthy male baby of 3.120 kg. Her intraoperative
period was uneventful. In the immediate post-partum period
uterus was Atonic even after administration of oxytocin
drip, hence Inj. Carboprost 250 mcg intramuscular stat
was administered. The uterus was well contracted later,
and no other intervention was required. Rest immediate
postoperative period was uneventful.

On the 4% postoperative day, the patient complained
of a sudden onset of breathlessness and discomfort. On
examination, she had developed tachycardia with a pulse rate
of 110 beats/min, was afebrile, respiratory rate was 47 breaths
per minute with respiratory distress, oxygen saturation was
74% on room air, improved to 80% with nasal oxygen, chest
was full of coarse crepitations with fine basal crepitations. Her
chest x-ray showed cardiomegaly with bilateral pulmonary
infiltrates. Urine albumin was nil on dipstick examination
(Figure 1).

The echocardiograph showed pathognomonic changes
identifiable with peripartum cardiomyopathy. She was
immediately shifted to the intensive care unitand was managed
conservatively with oxygenation, propped up positioning,
intravenous furosemide, and hydrocortisone. Mechanical
ventilation was not required. The patient was stabilised and
oxygen saturation improved to 95% and referred to a higher
centre for cardiologist opinion and further management.
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2D Echo showed normal size left ventricular function,
Ejection fraction of 50%, mild mitral regurgitation, mild
tricuspidregurgitation, PG: 26 mmHg, Central venous pressure:
8 cm, PASP: 34 mmHg, no mitral stenosis, no intracardiac
lesions or pericardial effusions. The final diagnosis of Post
Partum Cardiomyopathy was made by the cardiologist, and
the patient was started on dobutamine therapy. The patient
improved with treatment and was discharged after 3 days
in a hemodynamically stable condition. Patient was advised
oral digoxin and oral diuretics at discharge. The patient
was managed by a multidisciplinary team approach of
obstetricians, physicians, and cardiologists.

On follow-up after 2 weeks patient was asymptomatic. The
patient and her family were counselled about the prognosis
and recurrence of the disease in the next pregnancy, and
options of contraception were discussed (Figures 2,3).

Investigation :
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Figure I: Investigations on post-partum day 6.

Figure 3: Electrocardiogram on postpartum day 4.
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Discussion

Since breathlessness and discomfort a common findings
in even normal pregnancy and post-partum period, PPCM
doesn’t strike as an obvious differential diagnosis. Buta careful
look at the pulse rate, saturation levels, and auscultatory
lung findings can help in early diagnosis and treatment of
a condition where morbidity and mortality can be saved
easily. Decisions regarding the timing of delivery in PPCM
should be individualized based on maternal and fetal factors,
including the severity of cardiac dysfunction, gestational age,
and overall clinical stability. While expedited delivery may
be necessary in critical cases to improve maternal outcomes,
it should be balanced with the risks of prematurity for the
foetus [6].

Conclusion

Early post-partum diagnosis is independently associated
with higher baseline Left Ventricular function, which may
represent the mechanism by which early diagnosis leads to
a favourable outcome. Obstetricians must know what PPCM
is and how to diagnose this condition early so that prompt
intervention can be done and the patients’ lives can be saved
in this rare but easily diagnosed condition.
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