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Decisive and timely management - A case of fatal acute decompensated
cardiomyopathy at 35 weeks of pregnancy
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Peripartum cardiomyopathy (PPCM) is a relatively rare disease occurring most commonly in
the postpartum period. A small subset of patients with PPCM present at later stages of
pregnancies. The management of PPCM involves guideline-based treatment of cardiac failure.
There is a paucity of data regarding timing of delivery and final outcome. Patients presenting
with decompensated failure or progressively worsening symptoms need emergent termination
of pregnancy along with stabilisation. We present a 35-week pregnant patient in cardiac
failure in whom early delivery and effective postoperative management resulted in a
favourable outcome for both mother and child.
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Introduction
Peripartum cardiomyopathy (PPCM) is a
relatively rare and fatal disease occurring late in
pregnancy or in the postpartum period. Though
the exact incidence in India is unknown, 1 in
1000 to 4000 women in the USA are diagnosed
with PPCM.1PPCM requires a high index of
suspicion as milder symptoms mimic normal
pregnancy. Presentation of the disease varies,
with common symptom being NYHA class Ⅲ or
Ⅳ dyspnoea and rarely arrythmias and even
cardiac arrest.2
Case History
A 42yr old lady G2P1L1 with 35+4 weeks of
gestation presented to the emergency with
sudden onset breathlessness. On arrival, she was
tachypnoeic with a blood pressure of
160/100mmHg, pulse 110/min and saturation of
75%. She was hypoxaemic with disorientation
and inability to obey commands. History taken
from the relatives revealed that they had
immediately reached the hospital upon
developing symptoms and she had no previous
cardiac symptoms. She was on labetolol and
thyroid supplement for pregnancy induced
hypertension and hypothyroidism respectively.
Differential diagnoses at this point were
pulmonary
oedema
secondary
to
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cardiomyopathy, severe pre-eclampsia with
pulmonary oedema, amniotic fluid embolism or
thromboembolism. It was then decided to secure
the airway and deliver the baby immediately.
The patient was shifted to the operating room to
reduce time to delivery and to induce the patient
in a controlled environment.
In the operating room, rapid sequence induction
was performed for intubation. The airway
pressure after intubation was 50cmH2O, endtidal CO2-80mmHg. Intravenous frusemide
20mg had to be repeated thrice until the airway
pressures allowed us to ventilate satisfactorily.
Simultaneously the obstetricians delivered the
baby. Time taken from patient’s arrival to
hospital and baby being delivered was less than
15 minutes. Post-delivery the airway pressures
reduced to 30cmH2O. Remainder of the surgery
was uneventful with haemodynamic stability
being achieved. The patient was shifted to ICU
on ventilator in view of persistent high airway
pressures and poor ventilation (pO2-87 and
pCO2-59).
In the post-operative
echocardiography showed
with ejection fraction (EF)
ray (Figure 1) showed
oedema.

period screening
global hypokinesia
of 20% and chest x
bilateral interstitial

Management was started by maintaining
negative fluid balance, diuretics were continued.
Nitroglycerine infusion was started for blood
pressure control and invasive arterial line was
secured for monitoring. Ivabradine was pressure
control and invasive arterial line was secured for
monitoring. Ivabradine was commenced for rate
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needing
support1

Figure 1 Chest x ray showing oedema
control as part of anti-failure treatment and
enoxaparin was started for anticoagulation. Over
a period of 24 hours intravenous vasodilators
were tapered and antihypertensives (metoprolol
25mg BD, isosorbide mononitrate 10mg BD and
amlodipine 5mg BD) were administered through
naso-gastric tube. Patients’ oxygenation
improved and she was extubated on the second
post-operative day. Cabergoline a prolactin
inhibitor and dopamine agonist for PPCM was
considered but was deferred in view of
improving LV function and prospect of breast
feeding. There was significant clinical
improvement and EF increased to 50% by the
fourth day post-delivery. Subsequently, the
patient was discharged on the fifth day with
further follow up with cardiologist.
Discussion
PPCM as defined by European cardiology
society is reduced EF, usually <45% (with or
without dilated LV), presenting toward the end
of pregnancy or in the months after delivery in a
woman without previously known structural
heart disease.3 Risk factors for cardiomyopathy
include cardiovascular factors (hypertension,
diabetes, smoking) and pregnancy‐related
factors (age, multiple pregnancies, use of
medication facilitating birth, malnutrition).4,5
Most women with PPCM present in the
postpartum period, with a small subset in the
second and third trimesters.5 Symptoms include
dyspnoea, orthopnoea, paroxysmal nocturnal
dyspnoea. Physical examination often reveals
signs of heart failure, including tachycardia,
elevated jugular venous pressure, pulmonary
rales, and peripheral oedema. It can also present
in decompensated state with low cardiac output

pharmacological

and

mechanical

PPCM related mortality varies across the world.
Various factors such as genetic predisposition,
socio economic status, access to health care and
delay in diagnosis affect outcome.1 A recent
study in South Africa with 176 patients showed
13% died and 25% had persistent LVEF <35%
at 6 months. Only 21% of the survivors had fully
recovered LVEF (>55%).6 Similarly, poor
outcomes were reported in Turkey, in which 10
of 42 patients (24%) with PPCM died, and only
30% of the patients had recovered LV function
at 6 months.7
Management of PPCM involves guideline-based
treatment of heart failure but literature regarding
timing of delivery of baby in a patient presenting
at or before term is ambiguous. There is no
literature which shows change in outcome with
timing of delivery. Our patient presented to us at
near term and in a decompensated state with
severe respiratory distress, acidosis and
disorientation. Decision to deliver the baby was
decided by both obstetrician and anaesthetist to
prevent fatality. However, diagnosis of PPCM
which is mostly a diagnosis of exclusion was
done in the postpartum period. In our case rather
we opted for early delivery and concomitant
stabilisation of the patient which was crucial for
better outcome of the patient, the time to deliver
the child from arrival to the hospital was less
than 15minutes.
Huang et al8 reported a successful outcome for
patient who presented in cardiac failure at
33weeks. However, outcome of the foetus
wasn’t favourable as it was still birth at
presentation, the patient had developed
symptoms two days prior and the outcome of the
foetus could have been different if presented
early.
Lata et al9 reported successful outcome for both
mother and child where the patient presented at
37 weeks of gestation with sudden onset cardiac
symptoms. Attempts to stabilise the patient and
then deliver was done for first few hours.
However, the foetus passed meconium the baby
and she was delivered via an emergency
caesarean section.
Kotekar et al10 reported a case of PPCM in 37yr
old patient with 37 weeks of gestation. The
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patient did not have favourable outcome,
succumbing to death on the 8th post-operative
day, however the baby survived.
The above studies show that the decision and
timing to terminate the pregnancy is critical in
the management of PPCM. Emergent caesarean
section should be performed when the patient’s
condition worsens. It is our opinion that
emergent
delivery
with
simultaneous
stabilisation leads to favourable outcome in
decompensated patients.
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