Management of a Type 1 Diabetic Pregnancy with Prior Myocardial Infarction
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INTRODUCTION " PARAMETER  [CHANGE DIAGNOSIS — FURTHER ASSESMENT MBRRACE 2022
Cardiovascular disease is estimated to occur in 0.4% - 4.1% of pregnant women. In CaelkrE QU Increase by 50%  “How pregnancy, delivery and the post - B, [ECRE .
recent years, several papers have been published on Myocardial Infarction (MI) in Stroke Volume increase by 30%  Partum period affect cardiac function * Exercise testing Of the 61 cardiovascular deaths, only 10% womer
STEETENEY h’owever s stiEnon e been e @ dhe mEREEEmaT oF FresmE: — Increase by 25% in normal women and those with e MRI ( avoid gadolinium especially in 15t TM) recognized to have a cardiac condition before pregnancy
e ’ . : o . cardiac disease” — During pregnancy e Use of CT — if acute aortic dissection or pulmonary embolism is suspected but not recommended if STEMI
women with history of Ml or stable angina pectoris. Ejection Fraction Increase by 20% Semnests T (el B Aortic
LV Mass Increase by 50% Hemodynamic changes e CXR if needed SADS/MNH Dissection
CASE BACKG ROUND LV and Diastolic Volume Increase by 10% :: ~+-CO e ?BNP 18% 117
. . 5 0 . . *-SV
40-year-old woman was referred to our diabetic clinic as Type 1 Diabetes with a P Systematic Vascular Resistance Reduce by 20% 4 - e e Genetic assessment (Marfans, cardiomyopathies, congenital arrhythmias) - 0;2;5
history of myocardial infarction (MI) at the age of 32 years, when the angiography had S;: Sl Vsl Resterneas [Fedues [y 25% 30 - ——TPVR
revealed double vessel disease - critical 60% stenosis in distal portion of left anterior = . g 20 -
. . . . =8 Systolic Blood Pressure Reduce by 6-7% g Medication |Use during |Pregnancy Notes Use during
descending artery, and long 90% stenosis of left circumflex artery. This was managed & Reduce by 20- i “ 5 5
as 2-staged Percutaneous Intervention (PCl), with Everolimus eluting Platinum ¥ Diastolic Blood Pressure 259% 0 G pregnancy lactation:
: : : : L = Aspirin 325mg/day may be used until 32 weeks due to concerns of neonatal Yes
chromium stent and a Zotarolimus eluting stent respectively. Pre-pregnancy stress Thrombogenecity Increases 44 P g/ddy may
ECHO was normal(EF 57%). She was on Bisoprolol 1.25mg and Aspirin 75mg. Her Tissue Fragility Increases - bleeding and premature closure of the ductus arteriosus (DA) >32 wks. vocardial _[y——
other medications included Ezetimibe 10mg for familial hypertriglyceridemia and OMATIE PEEEIE zdlige 40 These effects have not been reported with low-dose aspirin use. diseZse/Cardio =8 Valvular Deaths
Ramipril 5mg, both of which were stopped before seeing us. Diagnosed as a Type 1 Clobi : : : : : 20%
’ opidogrel Yes Maybe used in pregnancy but discontinued 5-7 days before delivery if Unknown myopathy . °
Diabetes Mellitus at the age of 8, presently complicated by nephropathy, retinopathy PRE-PREGNANCY COUNSELLING PIEoE neu»:’axial analger;iagis plazned Y Y 25% Disease
C : : : cre as : : 13%
Er;c;kllig \j:vljscéllc:;tlon symptoms. She was on Tresiba and Novorapid and Hbalc at ) X;e.nslg.ls.corefs( mWHO cI?silflc?tlorl\\;IICéARPRZG, ZAHhARA.) to estlmateLr\llst. " Beta Ves Bisoprolol can pass through placenta and may cause fetal bradycardia Yes S |
5 ’ * Advisability of pregnancy following epends on the primary cause, LV with an blockers and neonatal hypoglycemia Atenolol crosses placenta and cause fetal Relative risk increase with:
e Saere e @ e s L Troponin I level, blood & Troponin T level, bood EF<30% is a contraindication to pregnancy in the mWHO classification. - : : Age > 40 Y 6.1
S e b e :,s"mw o i i i T Bl @omaeiien for 42 i slawis M growth restriction, birth defects, hypospadias ( class D ) ge ears :
e R e |f the previous MI was due to SCAD, the consensus has been to recommend against Statins ? Limited data in pregnancy that does not suggest in utero statin No Deprivation (Lowest quartile) 22
‘‘‘‘‘‘‘‘‘‘‘‘ e future pregnancy. exposure increases the risks of malformation, stillbirth, preterm
| delivery, fetal growth impairment or neonatal complications. Current ((}/"‘BRRACE
. e e . . . . . .
Aty . . . ORin . guidelines recommend statins are discontinued 3months prior to Maternal mortality from cardiac causes, UK: 1985-2020
Predictors of Cardiac Event During Study Event Rate in conception. However, there may be conditions, like familial -
MANAGEMENT DURING PREGNANCY Pregnancy Cohort Study Cohort hypercholesterolaemia, where continued statin use in pregnancy may g
. o . . . b idered. Di | ith UKTIS | ded in all such S |
Cared by MDT: maternal-fetal medicine, cardiologist, endocrinologist, renal physician Prior cardiac event or arrhythmia 59 33% caesecsonSI cre ISeussion Wi IS recommenaed in-afl Suc ém”
and anesthetist. Throughout her follow-up, she had NYHA heart failure class 1. Scan at NYHA Il or IV Diagnosis 4.9 16% ' 32 2
1st trimester showed high risk ASPRE, so aspirin was increased to 150mg. She was : 0 . : : : s
- - - - echanical valve : 0 5 |
also prescribed LMWH. There was no recurrent Ml during this period, ECHO at Mechanical val 4.2 387 Ezetimibe No :i)idcellnnéza;fd:::n:?urgfr:eagszrsgr;:n?;r;clc"nogf:e:anl|;neavleslfcc)uc:r|]eesn:how N B 1
booking and 2" trimester were normal. Scan at 22 weeks showed severe growth - Ventricular dysfunction 2.3 30% PYEg Y P
. : - 2 05
restrlc.tlon, SZ she hald 2 W?Ekly sca(rj\s th?\lria:er_' At1207 Webe_:ls’ s:Ie Yvas admltjcjd a5 e High risk left-sided valve disease/left 71 299 ACE No Intrauterine growth restriction, decreased fetal renal function, lung Enalapril or * O
:E.Zeggnrsz;eonpr;zc Ii';r::lpj?\'o:l:aerrtead;rilssicl)s ;l?cmzes wr:;gks Iinatnhegggtrj S;:/eitrt?lc;;s: é ventricular outflow tract obstruction ' inhibitors hypoplasia, skeletal malformations and oligohydramnios Captopril are N A A G S P S
I ISSIOoN. ¥ & & & & S &S S S S
. o N N N N N 0> Vv YV V v YV Vv
tightness, but normal Cardiac Investigations. At 29+ 5 weeks, she was seen in triage as 5 Pulmonary hypert.en5|on 5.3 32% i;ifzgsi but
symptomatic for Covid and CTG was abnormal in the background of worsenin Coronary artery disease 3 29% “ - ’ - Sy
LAl : : % : : : : . DOACS No Crosses placenta with potential for placental/ fetal bleeding Unknown Cardiac causes remain the leading cause of indirect
dopplers. Magnesium sulphate was given for fetal neuroprotection and caesarean High risk aortopathy 2.7 18% maternal deaths as per the latest MBRRACE report” -
section | performed under c?mbin(?d spinal-epidural. The | operation was No prior cardiac intervention 1.6 18% MBRRACE, November 2022
Pl g e s oo D0 o 24 hours he el ety g1
Wi pgar of 2,6,9 at 1,5,10 mins resp. and birth wei : Y, . S
normal ECG and ECHO, Enalapril added for BP control. Discharged to home on day 5 I Car.dlac med!catlon, other than 4.2 26% SAFETY OF STENTS IN PREGNANCY
with LMWH to continue for 6 weeks. The patient was reviewed at 2 weeks postpartum § anticoagulation * Drug eluting stents (DES ). Compared to bare metal stents, DES reduces risks of M| and repeat revascularization.
with no cardiopulmonary symptoms; healed wound and Ezetimibe was not started as 5 Atrioventricular valve regurgitation 2.0-2.3 17% Due to the requirement of >3 months of DAPT after DES implantation, stent selection depends on the timing of
she was keen to breastfeed. o MI with respect to gestational age and the associated bleeding risks. In general, DES are preferred in the first 2
Hoemeglobin ALe levl biood O Atrial fibrillation at pre-pregnancy visit 51 529% trimesters, whereas bare-metal stent may be reasonable in the third trimester.
7l . < . £h . * Pregnant patients may need to interrupt DAPT (Clopidogrel) 5- 7 days before neuraxial anesthesia. If such
E 8 S!g.ns O [MEEINE VRIATE &t [pirepIrEgIEm e 3.3-4.2 63% interruption is necessary earlier than 3 months after DES placement, short-acting intravenous glycoprotein
M < Visit lIb/Illa inhibitors, such as Eptifibatide, have been suggested as a bridge. However, the safety of Eptifibatide or

Generalised Normal High

intravenous P2Y12 inhibitors, such as Cangrelor is unknown in pregnancy.
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