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qII: Background

PPCM is a rare, potentially fatal condition affecting left ventricular systolic function.

Feto-maternal outcome Discussion

Due to decompensated heart failure, an emergency cesarean section was performed at 40 weeks, complicated by 1.3 liters of postpartum UK guidelines emphasize early recognition and diagnosis of

hemorrhage.
g PPCM in patients with shortness of breath, orthopnea, and

It typically appears in the last month of pregnancy or within six months postpartum. significant edema during late pregnancy.

Postoperatively, the patient developed severe anemia (Hb 77 g/I).
Echocardiography remains the gold standard for diagnosis.

Diagnosis occurs after ruling out other potential conditions.

While the exact cause is unknown, contributing factors include advanced maternal age, hypertensive

Transferred to the cardiac care unit (CCU) for high dependency monitoring. Increased surveillance is needed for risk factors such as

disorders, and multiple pregnancies.
This case highlights the diagnostic and management challenges of PPCM and the need for Started on heart failure treatment, including diuretics and anticoagulants.

hypertension, advanced age, and multiparity.

Management focuses on preventing thromboembolic events,
multidisciplinary care.

Our patient exhibited reduced ejection fraction without left ventricular dilatation, as commonly

e e e i ) .. . : : - optimizing cardiac function, and addressing obstetric
Multidisciplinary consultation with obstetricians, cardiologists, and anesthetists optimized maternal outcomes. P , g 8
complications.

described in literature. Postnatal recovery included addressing endometritis with antibiotics, treating anemia, and counseling on contraception and future Contraceptive counseling is essential to prevent subsequent

pregnancy risks. pregnancy-related morbidity and mortality.

Case Presentation

Initial evaluation

Assess heart failure severity Confirm diagnosis
SBP <90 mmHag; HR >130/min or <45/min ECG
RR =25/min; Sp0: <90% Blood tests incl. natriuretic peptides
l Lactate =2.0 mmol/L; Scv0: <60% Echocardiography, consider lung ultrasound

Shortness of breath towards the end of

4 N
pregnancy or postpartum period

A 40-year-old grand multiparous woman (G5, P3, 1 miscarriage) at 39+5 weeks gestation

Altered mental state; cold skin; oliguria Consider additional tests to exclude differential diagnosis
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presented with progressive shortness of breath, orthopnoea, and severe lower limb and

‘

Conclusion
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abdominal oedema. | Natriuretic peptides (BNP or NT-proBNP)
Risk factors included chronic hypertension, hypothyroidism, a large uterine fibroid, and recent

and echocardiology

Severe AHF/Cardiogenic Shock -

Optimize preload

Antepartum

Stabilized AHF

(

Postpartum

)

This case illustrates the complexity of PPCM and the necessity

COVID_lg infECtion. ] Volume vs. diuretics; vasodilators if SBP =110 mmHg ¢ . ae . . . .
_ . i ~a T e T of a multidisciplinary approach for accurate diagnosis and
Upon admission, blood pressure was elevated (164/114 mmHg) and proteinuria (1+) was | - | - | Consider NIV, invasive ventition f Sp0; <95% St ACE" (or ARB)
Raised natriuretic peptides Normal natriuretic peptides Nitrates N?:';anﬂgg':ﬁ;t treatment.
detected. (BNP >100 pg/mi o (BNP <100 pgymi o S | o
NT-proBNP >300 pg/ml) NT-proBNP< 300 pg/ml) - ] / Awareness and adherence to clinical guidelines can
d EF <45% EF >45% . s g . .
’\ and £ =45 and EF >45% Consider bromocrptine I paents with PP Consiger delery f‘-‘*"s'ﬂ;f;;;g;:g"““ﬂ significantly improve maternal outcomes in PPCM.
l with PDA) with PPCM
v !

\J Case Progression

Initial treatment included antihypertensive medication (labetalol and nifedipine) and
thromboprophylaxis with low molecular weight heparin.

Investigations confirmed severe left ventricular systolic dysfunction (ejection fraction 10-20%)
on echocardiography, elevated BNP (735 pg/mL), and left atrial enlargement on ECG,

confirming PPCM.
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