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Case Report of Multidisciplinary Management of Peripartum Cardiomyopathy

Abstract

Peripartum cardiomyopathy (PPCM) is a form of heart failure that occurs during pregnancy or in the postpartum
period, characterized by reduced left ventricular systolic function [1]. Peripartum cardiomyopathy is one of the
leading causes of maternal mortality and morbidity worldwide.

Aim. To demonstrate, through a clinical case, the importance of early diagnosis, timely risk factor identification,
and optimized strategies for treatment, delivery, and postpartum care.

Case Report. Patient B, a 36-year-old woman, was urgently admitted to the hospital on the sixth day postpartum
due to progressive symptoms of acute heart failure. Examination confirmed peripartum cardiomyopathy, acute
heart failure (Killip III, pulmonary edema), severe mitral regurgitation, left atrial dilation, moderate tricuspid
regurgitation, moderate pulmonary hypertension, and massive bilateral pleural effusion. The left ventricular
ejection fraction (LVEF) was 36 %, with NYHA Functional Class IV. Bilateral thoracentesis was performed,
and acute heart failure therapy was administered in the intensive care unit for five days, leading to clinical
improvement and improved laboratory and instrumental findings. The patient received heart failure therapy,
including bromocriptine, and was managed by a multidisciplinary team of cardiologists, obstetricians, cardiac
surgeons, and intensivists. At discharge, the patient’s condition was stable. Echocardiography revealed reduced
mitral regurgitation (from severe to moderate), decreased left atrial size, and an LVEF increase to 40 %. NT-
proBNP was 533.2 pg/mL, with other laboratory parameters within normal limits. Long-term outcomes were
assessed at 2, 6, and 14 months post-discharge. At 14-month follow-up, complete recovery of myocardial and
mitral valve function was observed, with a stable clinical condition.

Conclusions. Peripartum cardiomyopathy remains a serious cause of maternal and perinatal morbidity and
mortality. Timely diagnosis and management of this condition are possible only through close collaboration
within a multidisciplinary team comprising obstetrician-gynecologists, cardiologists, cardiac surgeons, and
anesthesiologist-intensivists. Coordinated actions of these specialists contribute to optimizing the management
of pregnancy, delivery, and the postpartum period, as well as improving long-term outcomes for both mother
and child.

Keywords: pregnancy, postpartum period, peripartum cardiomyopathy, heart failure, ejection fraction,
bromocriptine, perinatal outcomes, multidisciplinary care.
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Introduction. Peripartum cardiomyopathy (PPCM) is
a form of heart failure that occurs during pregnancy or in
the postpartum period, characterized by reduced left ven-
tricular systolic function [1]. Symptoms of normal preg-
nancy may mimic heart failure, potentially delaying diag-
nosis and treatment and leading to adverse maternal and
perinatal outcomes. PPCM is a leading cause of maternal
mortality worldwide, accounting for 60 % of cardiogenic
shock cases during pregnancy and the postpartum pe-
riod [1,2]. The incidence of PPCM varies by region, with
a global estimate of 1 in 2000 live births, ranging from 1
in 300 in Haiti to 1 in 20,000 in Japan [3-7]. This varia-
tion is likely associated with socioeconomic status and
ethnicity [8-10]. In Ukraine, a national multidisciplinary
team reported an incidence of 1 in 252,000 [11], though
this figure may be underestimated compared with global
data, highlighting the need for improved detection [3-7].
Risk factors for PPCM include African descent, maternal
age >30 years, multiparity (>3 deliveries), multiple ges-
tation, essential or gestational hypertension, preeclamp-
sia, prolonged tocolysis, metabolic disorders (e.g., obesi-
ty, prediabetes, diabetes), and low socioeconomic status
[11,12]. At the preconception stage, evaluation should
include a history of prior PPCM episodes due to the high
recurrence risk. According to the modified World Health
Organization (WHO) cardiovascular risk (CVR) scale, a
history of PPCM stratifies patients into the highest risk
classes (Il or IV). Differential diagnosis of PPCM includes
other forms of dilated cardiomyopathy (DCM; e.g., famil-
ial, Takotsubo), tachycardia-induced cardiomyopathy,
DCM associated with systemic diseases, acute coronary
syndrome, pulmonary embolism, and myocarditis. Time-
ly diagnosis and differential diagnosis of PPCM enable a
significant reduction in maternal and perinatal mortality
and patient disability.

Aim. To demonstrate, through a clinical case, the im-
portance of early diagnosis, timely risk factor identifica-
tion, and optimized strategies for treatment, delivery,
and postpartum care.

Case Report. Patient B, a 36-year-old woman, was ur-
gently admitted to the hospital on the sixth day postpar-
tum due to severe dyspnea, lower limb edema, hyperten-
sion (150/100 mmHg), and progressive acute heart fail-
ure with pulmonary edema. Her medical history included
a first pregnancy achieved through in vitro fertilization,
uterine fibroid, and gestational hypertension (180/100
mmHg) at 13 weeks, requiring inpatient management.
Pre-pregnancy cardiology evaluation ruled out congeni-
tal heart disease. Cesarean delivery was performed at 40
weeks due to cephalopelvic disproportion. In the early
postpartum period, the patient developed postpartum
hemorrhage due to uterine atony and anemia, treated
with uterine balloon tamponade and blood transfusion,
followed by progressive dyspnea, peripheral edema,
tachycardia, diffuse pulmonary rales, and oxygen desatu-
ration (SpO, 88 %).

Chest radiography at the maternity hospital suggest-
ed pneumonia, prompting empiric antibacterial therapy,

oxygen supplementation, antihypertensive treatment,
and thromboembolism prophylaxis. Despite therapy, the
patient’s condition worsened, with progressive dyspnea
and hypoxemia, leading to consultation with specialists
from the Amosov National Institute of Cardiovascular
Surgery. Clinical assessment and diagnostic testing re-
vealed heart failure with pulmonary congestion. The pa-
tient was transferred to the intensive care unit (ICU) for
further evaluation and treatment.

The diagnostic workup included comprehensive lab-
oratory and instrumental evaluations: electrocardiog-
raphy (ECG), echocardiography with speckle-tracking,
contrast-enhanced cardiac magnetic resonance imag-
ing (MRI), chest X-ray and computed tomography (CT),
complete blood count, biochemistry, coagulation profile,
D-dimer, C-reactive protein (CRP), procalcitonin, N-ter-
minal pro-B-type natriuretic peptide (NT-proBNP), and
cardiac and liver enzymes.

Electrocardiography showed sinus rhythm, heart rate
110 bpm, PQ interval 0.12 s, low R-wave progression, and
incomplete right bundle branch block. Echocardiography
revealed:

o Mitral valve: leaflet thickening, severe regurgitation
(regurgitant orifice area 11 cm?);

o Aortic valve: trace regurgitation, gradient 4 mmHg,
ascending aorta 28 mm;

o Tricuspid valve: moderate regurgitation;

o Moderate pulmonary hypertension;

o Leftatrium: 48 mm; right atrium: 41 mm;

o Left ventricle: end-diastolic volume 119 mlL, end-
systolic volume 75 mlL, stroke volume 44 mL, ejection
fraction 35-37 % due to diffuse hypokinesia;

« Bilateral pleural effusion (Figure 1).

Chest CT confirmed pulmonary edema and bilateral
hydrothorax (Figure 2). Cardiac MRI demonstrated fea-
tures consistent with peripartum cardiomyopathy: dif-
fuse myocardial edema, left ventricular (LV) dilatation,
reduced LV systolic function (ejection fraction 33 %), and
small pericardial effusion (Figure 3).

Laboratory findings included:

o Complete blood count: hemoglobin 160 g/L,
RBC 5.3x10'?/L, ESR 20 mm/h, WBC 7.1x10°/L
(basophils 1 %, eosinophils 0 %, band neutrophils
4 %, segmented neutrophils 85 %, lymphocytes 7 %,
monocytes 3 %), platelets 177x10°/L;

o Biochemistry: NT-proBNP 5089 pg/mlL, CK-MB
10 U/L, total CK 66 U/L, lactate 1.46 mmol/L,
albumin 38.2 g/L, creatinine 89 pmol/L, ALT 27 U/L,
AST 16 U/L, glucose 4.8 mmol/L, serum amylase
34 U/L, alkaline phosphatase 268 U/L, CRP 7.5 mg/L,
procalcitonin 0.14 ng/mL;

o Coagulation: prothrombin index 84 %, fibrinogen
6.75 g/L.

Elevated NT-proBNP (5089 pg/mL) confirmed severe
heart failure, correlating with clinical symptoms (dys-
pnea, edema) and myocardial dysfunction.

Following diagnostic evaluation, the final diagnosis
was: peripartum cardiomyopathy; acute heart failure
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Figure 1. Echocardiography with speckle tracking (ST): GLS = -14.3 %
(global longitudinal strain is reduced)

Figure 2. Chest CT of a 36-year-old woman with peripartum cardiomyopathy at admission, showing
cardiomegaly with pulmonary edema and bilateral pleural effusion, without signs of PE

(Killip Class III, pulmonary edema); severe mitral re-
gurgitation; left atrial dilation; moderate tricuspid
regurgitation; moderate pulmonary hypertension;
significant bilateral pleural effusion; NYHA Functional
Class IV.

The patient was managed by a multidisciplinary team
of cardiologists, obstetricians, cardiac surgeons, and in-
tensivists. Bilateral thoracentesis was performed, and

acute heart failure therapy was initiated in the inten-
sive care unit (ICU) for five days, resulting in improve-
ment of the clinical condition as well as laboratory and
instrumental findings. Following stabilization, guideline-
directed medical therapy (GDMT) for heart failure was
initiated. GDMT included:

Sacubitril/valsartan 50 mg twice daily, titrated to
200 mg twice daily or the maximum tolerated dose;
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Figure 3. Cardiac MRI of a 36-year-old woman with peripartum cardiomyopathy.
A - four-chamber cine SSFP: dilatation of the LV and reduced LV ejection fraction;
B - four-chamber T2-mapping: normal T2 time (49 ms);
C, D - short-axis and four-chamber LGE: no signs of inflammation or myocardial fibrosis.

o Carvedilol 3.125 mg twice daily, titrated to 25 mg
twice daily or the maximum tolerated dose;

o Eplerenone 25 mg daily, titrated to 50 mg daily;

o Empagliflozin 10 mg daily;

o Enoxaparin 60 mg/0.6 mL daily for 6 weeks, with co-
agulation monitoring;

o Bromocriptine 2.5 mg daily for 6 weeks.

At discharge, the patient’s clinical condition was sta-
ble, with blood pressure 110/75 mmHg, heart rate 80
bpm, oxygen saturation 98 %, and no peripheral edema.
Echocardiography showed reduced mitral regurgitation
(from severe to moderate), decreased left atrial size, and
an increase in left ventricular ejection fraction (LVEF) to
40 %. No pleural effusion was observed. NT-proBNP was
533.2 pg/mL, with other laboratory parameters within
normal limits.

Follow-Up Outcomes

At the 2-month follow-up, further improvement was
documented. Mitral and tricuspid regurgitation reduced
to mild, left ventricular end-diastolic volume (LVEDV) de-
creased from 119 to 89 mL, LVEF increased to 41 %, and
NT-proBNP normalized to 106 pg/mL (reference range:
<125 pg/mL).

At 6-month follow-up, near-complete recovery of
myocardial and mitral valve function was observed, with

no evidence of pathological left ventricular remodeling.
Echocardiography revealed:
o Mild mitral and tricuspid regurgitation (hemodynam-
ically insignificant);
o No significant pulmonary hypertension;
o LVEDV 92 mL, LVEF 50 %, with mild interventricular
septal mechanical dyssynchrony;
o Global longitudinal strain (GLS) -20.7 %, indicating
preserved myocardial function (Figure 4).
14-Month Follow-Up
At 14-month follow-up, the patient achieved com-
plete recovery of myocardial and mitral valve function.
Her clinical condition was stable, with no symptoms re-
ported. Echocardiography revealed:
Normal cardiac chamber dimensions (left atrial size
29 mm);
Preserved left ventricular systolic function (LVEF
60 %, LVEDV 92 mL);
Minimal mitral and tricuspid regurgitation;
Global longitudinal strain (GLS) -22.2 %, within nor-
mal range (-18 % to -22 %) (Figure 5).
The patient had discontinued heart failure therapy
three months prior to the 14-month follow-up.
Discussion. Early diagnosis of peripartum cardiomy-
opathy (PPCM) is critical for maternal and perinatal out-
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Figure 4. Echocardiography with speckle tracking (ST): GLS =-20.7 % (globally preserved)
at 6-month follow-up
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Figure 5. Echocardiography with speckle tracking (ST) at 14-month follow-up.
GLS=-22.2 % (preserved)

comes, enabling timely treatment and reducing the risk of
complications such as heart failure, arrhythmias, throm-
boembolism, and sudden cardiac death. No epidemio-
logical data on PPCM prevalence are currently available

in Ukraine. However, clinical cases and the experience
of our multidisciplinary cardio-obstetric team confirm
the presence of PPCM in the country. Between 2015 and
2024, 15 pregnant and postpartum women with PPCM
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were treated at the Amosov National Institute of Cardio-
vascular Surgery and the Lukyanova Ukrainian Center
of Maternity and Childhood. In the absence of national
epidemiological data, international statistics suggest that
PPCM prevalence in Ukraine may be underestimated due
to limited diagnostic and reporting capabilities, under-
scoring the need for large-scale studies and a structured
surveillance system to ensure timely diagnosis and effec-
tive management.

Despite its rarity, ongoing research and clinical ef-
forts in Ukraine aim to improve PPCM diagnosis and
management. Recent literature indicates that PPCM has a
genetic basis, with shared mutations linking it to dilated
cardiomyopathy (DCM) [13]. This highlights the need for
lifelong follow-up and monitoring of pharmacological

therapy to prevent recurrence and optimize long-term
outcomes.

Conclusions. Peripartum cardiomyopathy remains a
significant cause of maternal and perinatal morbidity and
mortality. Timely diagnosis and effective management of this
condition are achievable only through close collaboration
within a multidisciplinary team comprising obstetrician-
gynecologists, cardiologists, cardiac surgeons, and anesthe-
siologist-intensivists. Coordinated efforts of these specialists
are essential for optimizing the management of pregnancy,
delivery, and the postpartum period, as well as for improving
long-term outcomes for both mother and child.
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KniHiyHMi BUNaAOK MyNbTUAUCLUNIIHAPHOTO CYNpOBOAY NepUnapTaibHOi Kapaiomionarii
Cipomaxa C. 0.%*, laBnpoea 0. B.*?, 3iHoBuuK I. .}, lumaHcbka A. H0.23, lweHko M. C.!

L 1Y «HauioHanbHUit iIHCTUTYT cepLeBo-CyaMHHOI Xipyprii iMeHi M. M. AMocoBa HAMH Ykpainu», M. KuiB, YkpaiHa
2 1Y «BceykpaiHCbKKIA LLEHTP MaTepUHCTBA Ta AuTUHCTBA HAMH YkpaiHu», M. Kuis, YkpaiHa
> HauioHanbHMi MeanuHumii yHiBepcuteT iMeHi O. 0. boromonbug, M. Kuis, YkpaiHa

Pesome

[lepunapranbHa KapziomionaTis - e ¢popma cepleBoi HeJOCTaTHOCTI, AKa BUHUKAE i/ Yac BariTHOCTi abo y
MiC/IAI0/IOrOBOMY IEepioZii Ta XapaKTepPHU3YEThCs 3HHKEHHSAM CUCTOJIIYHOT QyHKIii JliBoro miyHouka [1]. [lepunap-
TaJIbHa KapAioMionaris nocifjae BaroMe Micle cepeJi IpUYMH MaTePUHCBKOI CMEPTHOCTI y BCbOMY CBITI.

Merta. [IpofeMOHCTPYBaTH Ha NPUKJ/IAAI KJAIHIYHOrO BUNAJKy 3HAa4Y€HHS PaHHbOI AiarHOCTUKH, CBOEYACHOTO
BUSIBJIEHHS GAKTOPiB PU3UKY Ta BUIHAUEHHS ONTUMAJIbHOI cTpaTeril JIikyBaHHS, PO3pOKEHHS Ta CyIPOBOAY Iic-
JIAINIOJIOTOBOTO Nepioay.

KiiniyHM# BUDIAQAOK. Y CTATTi ONMCaHO BUNAZOK CYNPOBOAY MYJbTHUAWCLUILJIIHAPHOI KOMaH/010 Ta Bifja-
JIeHi pe3y/sbTaTH NOPOAIIIIL i3 NepunapTaabHO KapZioMionarTieto. [lanienTka b., 36 pokiB eKCTpeHO MOCTynuIa
Jlo KapAioxipypriuHoro 3akJjaJly Ha 6-Ty /06y MiCJAs0J0T0OBOro Nepiofy y 3B'S3Ky i3 HAPOCTAaHHAM CUMIITOMIB
roctpoil cepueBoi HepgocTtaTHOCTI. Ilic/1 006CTeKeHHSI BCTAaHOBJIEHO JiarHO3 —MlepUnapTa/lbHa Kapjiomionaris,
roctpa cepueBa HegocTaTHicTh, Killip 11 (Ha6psik JiereHb), BaXKka MiTpasibHa HeIOCTAaTHICTD, AUIaTaLis JTiBOTO Ne-
peacepAs, noMipHa TPUCTY/KOBA HEJJOCTAaTHICTh, IOMipHa rinepTeH3is JiereHeBoi apTepil, 3HaYHUN JJBOCTOPOHHIN
rizpoTtopakc, dpakuia Bukuay (PB niBoro mayHouka JI1) 35-37 %, PK NYHA IV. [IpoBejeHa nyieBpaibHa NyHKL s
3 060X CTOPiH, Teparis rocTpoi ceplLeBoi HeJJOCTATHOCTI B YMOBax BiAiseHHs peaHiManil Ta iHTeHCUBHOI Teparii
HIpOTAroM 5 [IHIB, MicJis YOro 3arajlbHUM CTaH NMOKpPAIUBCA Ta BiJj3HaYeHO NMO3UTHUBHY JUMHAMIiKy KJiHiKo-1a60-
PaTOPHHUX Ta IHCTPYMEHTAaJIbHUX [TOKa3HUKIB. [lallieHTKa oTpUMyBaJia IHTEHCUBHY Tepallilo cepLieBoi HeJoCTaT-
HOCTI, Ta nepe6yBasia nif, Harvsi oM MyJIbTUAUCLUIIIIHAPHOI KOMaH/ Y y CKJIa/li KapZioJioTiB, aKylep-riHeKoJIoriB,
Kapzioxipypris, siikapiB peanimaTtoJioris. [Ipy BUnucIi 3arajibHUM CTaH NaliEHTKU OYB 3a/[0BI/IbHUM, 32 JAHUMH
exokapaiorpadii 3MeHIIMIacd MiTpaJibHa HEJJOCTATHICTD 3 BAXKKOI /10 MOMipHOI, 3MEHIIUJINCS PO3MipH JiBOrO Ie-
pencepas, paxuis BUkuay niasuiuiaacs 1o 40%, sHususcs NT-proBNP o0 533,2 nir/mu, iH1i 1a6opaTopHi okas-
HHUKH B MeXaX HOpMaTUBHUX 3Ha4yeHb. OLliHeHO BiAAaseHi pe3ynbTaTh 4epes 2, 6 Ta 14 micAniB mic/id JiKyBaHHS.
Y BifjaneHoMy nepiogi yepes 14 micALiB ciocTepexKeHHd Bii3Ha4a10cs NOBHe BifiHOBJIeHHs1 QyHKLIT Miokapay Ta
pPO6GOTH MiTpaJbHOIO KJIaNaHy Ceplis, 3arajlbHUN CTaH MalieHTKH 6YB L0OpUM.

BucHoOBKHM. [lepunapranbHa kapZioMionaTis 3a/IMIIAETbCA CEPHO3HOI0 IPUYUHOI MaTEPUHCHKOI Ta epuHa-
TaJIbHOI 3aXBOPIOBAHOCTI M cMepTHOCTI. BuacHa fjiarHoCTHKa Ta JIiKyBaHHS L€l TaTOJIOTI] MOXKJ/IMBI JIKIIEe 32 YMOBU
TicHOI cmiBOpaLi MyJbTUAUCLUILIIHAPDHOI KOMaHAM, 0 CKJIAAy AKOI BXOAATb aKyllepU-TiHEKOJIOTH, KapAioJory,
KapAioxipypru Ta Jiikapi-aHecTesiosioru-peanimartosioru. CkoopZvHoBaHi Ail ¢axiBLiB cpusAOTh oNTUMI3alil Tak-
THUKH BeJleHHH BariTHOCTI, IOJIOTIB i NiCJAI0JIOr0BOTO MepioAy Ta NOKPALleHHIO JOBIOTPUBAIUX pe3y/IbTaTiB AJIs
MaTepi ¥ AUTHUHHU.

Kamwuoei caoea: sazimuicme, nicasinosozosull nepiod, miokapdiasabHa HedocmamHicms, namoJiozis Miokapaa,
dpakyisi ukudy, 6pOMKpUNMUH, NepuHAMAa/1bHI HACAIOKU.
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