
CARDIOMYOPATHY	
  IN	
  PREGNANCY	
  

•  30	
  yo	
  primigravida,	
  37/40	
  
•  BMI	
  45,	
  gesta9onal	
  DM	
  on	
  

me=ormin	
  
•  Well	
  controlled	
  asthma,	
  Non-­‐

smoker	
  

•  Delayed	
  self-­‐presenta9on	
  
•  Pa9ent	
  though	
  asthma	
  

exacerba9on	
  –	
  self	
  medica9ng	
  

Drug	
   Dose	
   Route	
  
Heavy	
  Marcaine	
  0.5%	
   1ml	
   Intrathecal	
  
0.5%	
  Levobupivicaine	
   Total	
  of	
  8ml	
  	
   Epidural	
  	
  
Phenylephrine	
  infusion	
  	
   30ml.hr	
  throughout	
   IV	
  
Syntocinon	
   5Iu	
  in	
  100mls	
  NaCl	
  over	
  30mins	
   IV	
  
Nifedipine	
   10mg	
  pre	
  op	
   PO	
  

CTG	
  not	
  reassuring	
  –	
  decision	
  made	
  to	
  deliver	
  	
  
–	
  Cat.2	
  Caesarean	
  secLon	
  

MANAGEMENT	
  	
  
WHO:	
  MDT	
  –	
  Obstetrics,	
  cardiology,	
  anaesthe9cs,	
  paediatrics,	
  midwives	
  
WHERE:	
  Labour	
  ward	
  theatre	
  suite	
  cf.	
  transfer	
  to	
  ter9ary	
  cardiac	
  centre	
  
HOW:	
  CSE	
  cf.	
  GA	
  with	
  pre-­‐procedural	
  arterial	
  line	
  in	
  situ	
  

OUTCOME	
  
Effec9ve	
  anaesthesia	
  and	
  minimal	
  blood	
  loss	
  intra-­‐opera9vely	
  
Safe	
  delivery	
  of	
  baby	
  –	
  transferred	
  to	
  NICU	
  
Intra-­‐aor9c	
  balloon	
  pump	
  required	
  for	
  6	
  days	
  at	
  GJNH.	
  
Discharged	
  home	
  day	
  21.	
  
	
  
Subsequent	
  inves9ga9on	
  –	
  cardiomyopathy	
  with	
  EF	
  26%	
  -­‐	
  
MRI	
  sugges9ve	
  of	
  pre-­‐exis9ng	
  congenital	
  cardiomyopathy.	
  
Awai9ng	
  ICD	
  and	
  poten9ally	
  heart	
  transplant	
  

POST-­‐OPERATIVE	
  RECOVERY	
  
•  Hypertensive	
  –	
  sebled	
  over	
  40mins	
  
•  Insidious	
  development	
  T1RF	
  
•  Deteriora9ng	
  urine	
  output	
  despite	
  

fluid	
  boluses	
  
•  HR	
  and	
  BP	
  stable	
  

•  28yo	
  primigravida	
  
•  Twin	
  pregnancy	
  
•  Elec9ve	
  Caesarean	
  sec9on	
  38/40	
  

•  Well	
  throughout	
  pregnancy	
  
•  Uneven=ul	
  delivery	
  –	
  single	
  shot,	
  easy	
  spinal	
  
•  Blood	
  loss	
  ~	
  600ml	
  

INITIAL	
  DIFFERENTIAL	
  
•  LRTI	
  –	
  an9bio9cs	
  started	
  
•  PTE	
  –	
  Doppler	
  USS	
  both	
  legs	
  

nega9ve,	
  LMWH	
  given	
  
	
  
Con9nual	
  deteriora9on	
  despite	
  
this:	
  	
  
FiO2	
  98%,	
  SpO2	
  <90,	
  PaO2	
  6.7	
  
Troponin	
  1.42	
  

MANAGEMENT	
  
•  Diure9cs	
  –	
  rapid	
  de-­‐escala9on	
  

of	
  FiO2	
  
•  ACEi,	
  Prophylac9c	
  LMWH,	
  Beta-­‐

blocker	
  
•  Discharged	
  day	
  9	
  
•  ECHO	
  pre-­‐discharged	
  EF	
  54%	
  
•  Con9nues	
  to	
  be	
  followed	
  up	
  by	
  

heart	
  failure	
  service	
  
•  Counseling	
  regarding	
  future	
  

pregnancies	
  by	
  joint	
  obstetric/
cardiology	
  team	
  

SUMMARY	
  
•  Late	
  in	
  pregnancy,	
  early	
  post-­‐partum	
  period	
  
•  CEMACE	
  reported	
  cardiac	
  deaths	
  2.31/100,000	
  materni9es	
  cf.	
  sepsis	
  1.13/100,000.	
  13	
  of	
  53	
  cardiac	
  deaths	
  abributed	
  to	
  PPCM	
  
•  Delayed	
  diagnosis	
  due	
  to	
  non-­‐specific	
  symptoms	
  seen	
  in	
  “normal”	
  pregnancy	
  and	
  more	
  commonly	
  encountered	
  pathologies.	
  
•  Hypertension	
  seen	
  in	
  both	
  cases	
  presented	
  here	
  
•  MDT	
  approach	
  essen9al	
  –	
  echocardiography	
  crux	
  of	
  accurate	
  diagnosis	
  and	
  prognos9ca9on	
  	
  
	
  

Poten9ally	
  life-­‐threatening,	
  mul9factorial	
  in	
  ae9ology,	
  insidious	
  at	
  presenta9on	
  and	
  complicated	
  to	
  manage.	
  We	
  present	
  two	
  cases	
  
of	
  cardiomyopathy	
  in	
  pregnancy,	
  one	
  ante-­‐	
  and	
  one	
  post-­‐partum,	
  seen	
  within	
  a	
  three-­‐month	
  period	
  at	
  a	
  Glasgow	
  maternity	
  unit.	
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ADMISSION	
  TO	
  
GENERAL	
  ICU	
  0500	
  
•  Repeat	
  CXR	
  –	
  

pulmonary	
  oedema	
  
•  High	
  flow	
  nasal	
  oxygen	
  

therapy	
  
•  ECHO	
  –	
  EF	
  35%,	
  LVSD,	
  

LVEDV	
  5.1cm	
  (upper	
  
limit	
  normal)	
  

	
  

DIAGNOSIS	
  -­‐	
  	
  
PERIPARTUM	
  

CARDIOMYOPATHY	
  

INVESTIGATION	
  
ECG	
  -­‐	
  sinus	
  tachycardia.	
  	
  
CXR	
  -­‐	
  Borderline	
  cardiothoracic	
  ra9o,	
  increased	
  inters99al	
  lung	
  
markings	
  	
  
ECHO	
  –	
  ejec9on	
  frac9on	
  <30%,	
  significantly	
  dilated	
  len	
  
ventricle.	
  	
  
	
  

	
  
SIGNS	
  
Generally	
  unwell,	
  Clammy	
  and	
  
pale	
  
Piong	
  oedema	
  
Sinus	
  tachycardia	
  
Scabered	
  crackles,	
  No	
  wheeze	
  
Hypertensive	
  
	
  

SYMPTOMS	
  
SOBOE,	
  Lethargy,	
  Ankle	
  oedema	
  
	
  

DIAGNOSIS:PERIPARTUM	
  CARDIOMYOPATHY	
  

CASE	
  1	
  -­‐	
  ANTEPARTUM	
  
	
  

CASE	
  2	
  –	
  	
  
POSTPARTUM	
  

•  5units	
  syntocinon	
  bolus	
  
•  15units	
  at	
  125ml/hr.	
  

syntocinon	
  infusion	
  
	
  

CXR	
  2330	
  

CXR	
  0530	
  


