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...no single institution sees a large enough

NUIT

cardiom

ber of patients with peripartum
yopathy to conduct any significant
research on this entity

Veille and Zaccaro, Am J Obstet Gynecol 1999

...the practing cardiologist may see only a few
cases during his or her career

Lampert and Lang, Am Heart J 1995



PERIPARTUM CARDIOMIOPATHY:
DEFINITION

Table 1 Definition of peripartum cardiomyopathy

S owre & Year Definition

Damakis af af'= = Development of cardiac fallre n the
Jast month of pregnancy or wathmn
5 months of delveary
Absance of a determinable ashiology
tor the candeac Tadure
Absence of damonstrable heart
disease betare the last month o
pragnancy
Mational Heart, Lung, and Blood Institute Development of cardiac fallure in the
and the Dffice of Rare Dissasas of the last month of pragnancy or wathin
Mational Institutes of Haalth Waorkshop 5 months of delveary
on Perpartum I:'.urdlzlrrg.':p-.aﬂrg." Absence of an dentthable cawse for
the cardiac faslura
Absence of recogmsable heant diseass
batore the last month of pregnandcy
LV systohc dystunchon demonstrated
by classical echocand ograpiuc crbena:
gjechion fraction < 45% or fractional
shortemng < J0% or both
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ONSET OF PPCMP IN A POOL OF 13 STUDIES
BASED ON 419 CASES

Antepartum

gy 1 month
Clinical presentation and oucome of pts with

PPCMP diagnosed early in pregnancy are similar
to those of pts with traditional PPCMP and
probably represent the same disease.

Post-pa Elkayam et al, Circulation 2005

0-4 months g
Antepartum > 1 month

Postpartum > 4 months

From Lamper MB & Lang RM, Am Heart J 1995



CARDIOMIOPATIA PERIPARTUM : caso clinico

38 anni, 2° gravidanza (nessun problema alla 1° gravidanza, parto cesareo x
presentazione podalica), familiarita x Cl

37° settimana di gestazione:
— moderata astenia, riduzione tolleranza allo sforzo, NYHA |l
— Ecocardiogramma: DTDVsn 65 mm, DTSVsn 56 mm, VIDVsn 223.6 ml, VISVsn 153.6 ml, AF
15%, FE 32%, aspetto globoso del Vsn, IM L/M
38° settimana di gestazione: parto cesareo, M 3.920 g, senza segni di sofferenza
fetale

Dopo il parto: benessere soggettivo, allattamento al seno

2 mesi dopo Il parto:

— dispnea x sforzi lievi, ortopnea, astenia marcata, notevole limitazione dell’attivita fisica, classe
NYHA IlI

— FC 120b/min, T3, soffio olosistolico 3/6 L, ECG tachicardia sinusale, BBsn completo

— Ecocardiogramma: DTDVsn 68 mm, AF 15%, FE 32%, IM severa, IT lieve, PVdx 35 mmHg,
pattern di riempimento ventricolare restrittivo




CARDIOMIOPATIA PERIPARTUM : caso clinico

38 anni, 2° gravidanza (nessun problema alla 1° gravidanza, parto cesareo x
presentazione podalica), familiarita x Cl

37° settimana di gestazione:

moderata astenia, riduzione tolleranza allo sforzo, NYHA Il
Ecocardiogramma: DTDVsn 65 mm, DTSVsn 56 mm, VTDVsn 223.6 cm?3, VTSVsn 153.6 cm?®, AF 15%, FE 32%, aspetto globoso del Vsn, IM L/M

38° settimana di gestazione: parto cesareo, M 3.920 g, senza segni di sofferenza fetale

Dopo il parto: benessere soggettivo, allattamento al seno

2 mesi dopo Il parto:

dispnea x sforzi lievi, ortopnea, astenia marcata, notevole limitazione dell’attivita fisica, classe
NYHA IlI

FC 120b/min, T3, soffio olosistolico 3/6 L, ECG tachicardia sinusale, BBsn completo

Ecocardiogramma: DTDVsn 68 mm, AF 15%, FE 32%, IM severa, IT lieve, PVdx 35 mmHyg,
pattern di riempimento ventricolare restrittivo

Ricovero ospedaliero: valutazione emodinamica/coronarografia: CMPD, coronarie indenni
Inizia tp con ACE-I, beta-bloccante, diuretico e digitale

successivi controlli: progressivo miglioramento clinico/strumentale

20 mesi dopo il parto: asintomatica, ECG: BBsn, Ecocardio: DTDVsn 55 mm, AF 25%, FE

48%, IM moderata, IT minima, PVdx normale, Tp: betabloccante e ARB



CARDIOMIOPATIA PERIPARTUM : caso clinico

38 anni, 2° gravidanza (nessun problema alla 1° gravidanza, parto cesareo x
presentazione podalica), familiarita x Cl

12° settimana di gestazione: riscontro occasionale di BBsn allECG
Asintomatica, h 165 cm, peso 70 Kg, PA 120/70, lieve anemia siderocarenziale

Ecocardiogramma: DTDVsn 54 mm, DTSVsn 41 mm, VTDVsn 141.3 ml, VTSVsn
74.2 ml, AF 24%, FE 48%, aspetto tendenzialmente globoso del Vsn, Asn 43 mm,
IM L/M

Prescritto ASA 100 mg
Controlli clinici mensili, controlli ecocardiografici bimestrali

Stabilita clinica e normali parametri ostetrici (indici di resistenze vascolari alla
flussimetria delle arterie uterine e indici di accrescimento fetale)

Progressivo peggioramento degli aspetti strutturali e funzionali del Vsn
all’ecocardiogramma




PERIPARTUM CARDIOMIOPATHY:
DEFINITION

Table 1

Sourc e Year

Demakis af aM'> 1971

National Heart, Lung, and Blood Institute
and the OMhice of Rare Diseases of the
National Institutes of Health Warkshop
on Peripartum Cardiomyopathy’

Amarican Heart Assocation Scntihc
Statement on contemparary defintions
and classfications of the
cardiomyopathies™™

Definition of peripartum cardiomyopathy

Definition

= Development of candiac fakre n the
last month of pragnancy or swithan

5 months of delnary

Absanca of a determimabla asbology

for the candic falura

Absance of damomstrable heart
diseasa batore the last month of

premEancy

Development of candiac faikre in the
fast month of pregnancy or withan

5 months of delnary

Absence of an identifiable cawse for

the cardmc falura

Absanca of recogmnisable heart dissass
bafore the last month of pregnancy

LV systohc dystunchon demonstrated

by classical achocard ographec crana:
gppchon frachon < 45% or frachonal

shortenng < 30% or both
2006

Parpartum |postpartum) cardiomyopathy
15 4 rare and dilated form assoGated with
LV systohc dystunchon and heart Tadure
of unkndwn cause that mandests

Clhimcally m the therd tomester o
pregrancy or the first 5 months
pastpartum and requires a high ndex of
SUSPICIon Tor deagnosis




Table 1 Definition of peripartum cardiomyopathy

Source

Demalds at af~'=

National Heart, Lung, and Blood Institute
and the Office of Rare Dissases of the
National institutes of Health Warkshop
on Paripartum Cardiomyopathy

American Heart Assocation Scientific
Statement nemporary defintions
and classhc 5 of the
cardiomyopathies™"

Heart Falure Association of the Ewropean
Society of Cardology Warking Group on
RRCM 20107

PERIPARTUM CARDIOMIOPATHY:

DEFINITION

Definition

* Development of cardiac faillue n the

last month of pragnancy or withan
5 months of delnvary
Absence of a determinable astislogy
tor the candiac Tadure
Absence of damonstrabie heart
diseass betore the last month of
preqrancy
Development of cardiac failure in the
last month of pragnancy or withan
5 months of delnvary
Absence of an identrfiable cause for
the cardac falure
Absence of recogmsable heart dissass
before the last month of pragnancy
LV systahc dystunction demonstrated
by classical echocard ographic criten:a:
gjaction fraction <45% or fractional
shortening = 30%, or both
Penpartum |pestpartum) cardiomyogathy
i5 o rarg and diated form ated with
LV systolic dystunchion and heart falure
i cause that mandests
alby n the thad tnimaster of
¢y or the first 5 manths
m and reguires a high mdex of
ccion tor diagnosis

PPCM is an wdiopathee cardionmyopathy
presantng wath heart tfadure secondary to
LV systohc dystunchon awards tha and
of pregnancy of n_the maonths tollowand
delvary, where no other cause of heart
Tadura 15 tound. it 15 a diagno®s o
axcusion The left wntncle may not be
ditated but the gechon frachon 15 neary
always reduced baow 45%



INCIDENCE OF PPCMP st 145 coner .. et 01

Incidence of PPCM
Africa
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Figure 1 The reported incidence of perpartum cardiomyopathy (PPCM) in the USA
varies considerably, while the reported incidences in several African and Asian countries
are similar. Afred Schweitzer Hospital in Haiti has reported the highest incidence of
PPCM.




PERIPARTUM CARDIOMYOPATHY:
EPIDEMIOLOGY

Incidence (marked geographical and ethnic variation in the incidence of
PPCMP)

* |tis not known (no population-based estimates)
* Presumably: 1/3000 - 1/4000 live births (1/1485-1/15.000)
» Black women > White women (15:1)

* Greater risk: Black african population (1/100 in the Nigerian Hausa
tribe - ingestion of kanwa)

National Heart, Lung, Blood Institute and Office of Rare Diseases Workshop on PPCMP, JAMA 2000



PERIPARTUM CARDIOMIOPATHY

...rfimane un gruppo eterogeneo con aspett
molto vari dal punto di vista epidemiologico
nonostante i tentativi di restringere i criterl

diagnostici...



Fattori di rischio ed etiologia della PPCMP

Blauwet LA & Cooper LT, Heart 2011

Probable risk factors Proposed risk factors
C——————————————— —ee

Twin Smoking

pregnancy
Hypertension
High parity /

High gravidity \ / Malnutrition
PPCM
Extremes of / Q Cocaine abuse

African ancestry

tocolysis Genetics status

reproductive age \
Prolonged / [ \ Socioeconomic

Preeclampsia Obesity

Emerging risk factors

Figure 2 There are several probable risk factors for peripartum cardiomyopathy (PPCM),
all of which are pregnancy related, that have been validated in multiple studies. A number
of potential risk factors have historically been put forward, but remain controversial. Pre-
eclampsia, obesity, and genetics have emerged as potentially strong risk factors.




Fattori di rischio ed etiologia della PPCMP

Fattori di rischio

Multiparita
Gravidanza gemellare (13%)

Maggiore prevalenza nella razza africana
(associazione razziale o maggiore
frequenza nei ceti meno abbienti?)

PIH, PE (43%)

Familiarita

Etiologia

Ipotesi immunogenetica (sostenuta anche dall’esordio
prevalente nell'immediato postparto)

Deficit nutrizionali (selenio, calcio)
Infezioni virali

Ingestione di Kanwa ed esposizione a fango caldo-umido
delle donne nigeriane (carico salino, ipertensione...)

Risposta maladattativa allo stress emodinamico della
gravidanza (aspetti fisiopatologici comuni: squilibrio
angiogenico, stress ossidativo...prolattina)

Forme fruste di predisposizione genetica alla CMPDI

Trasmissibilita con I'embrione (un caso di PPCMP in
“utero in affitto” x embrione di donna con pregressa
PPCMP, un caso di HF in primigravida attempata da
donazione di ovocita/embrione)



PERIPARTUM CARDIOMIOPATHY

...Identita nosografica distinta
...0 parte del gruppo delle CMPDI



CLINICAL AND HEMODYNAMIC COMPARISON BETWEEN PPCMP

AND IDCMP

PPCMP IDCMP
No of patients 14 59
Duration symptoms (mo) 4.1+8* 19118
Ejection Fraction (% 18.1£10 18.8+£9
LVEDD (cm) 6.2+1.1 6.911
Cardiac index (L/min/m?) 2.7%1 2.210.6
Complex arrhythmias 6 (60%) 42 (76%)

*P<0.001 O’Connell JB et al, JACC 1986



POSSIBLE CAUSES OF LV DYSFUNCTION OR HEART FAILURE
CONFOUNDING THE DIAGNOSIS OF PPCMP IN PREGNANCY

General Obstetric

o Chronic HBP heart disease Preeclampsia

+ Congenital heart disease Excess administration of tocolytic agents

. Rheumatic heart disease » Fluid overload after steroid use

Amniotic fluid embolism

* Pulmonary disease
* Thromboembolism

« Sepsis




mical exam alternative

XS5

Mormotensive

hy potensive Hyperiensive

precclampsia

echocardiogram

LVYEF = 45%, LVEF = 45%

diagnosis

Adjunct studies
Cardiac MRI
ul when i ndiagnostic

Right ventricolar hiopsy
i s with ventri

Figure 4 Diagnostic algorithm for periparttum cardiomyopathy. "Useful for assessing other possible aetiologies for
sympioms INncilaing pnelmonia and pneumotnorax. - USerll 1or assessing other possible aetiologies for symptoms
ijn[:luting severe anaemia, thyroid disease, liver disease, end stage renal disease, and infection. Obtain in select cases.
“Useful for assessing other possible aetiologies, including coronary artery dissection or thrombosis, and may provide

-

prognostic information. CBC, complete blood count; hs-CRP, high sensitivity C reactive protein; LFTs, liver function
tests; LVEF, left ventricular ejection fraction; NT-proBMP, M-temminal pro B-type natriuretic peptide; TEH, thyroid

stimulating hormone.

1-3003449




PERIPARTUM CARDIOMIOPATHY:
DIFFERENCES WITH IDMP

Younger age

Better prognosis

Higher incidence

Mostly postpartum (IDCMP usually manifests by the 2° trimester)
Exclusively pregnant women or peripartum period

Varying types of hemodynamic patterns

Unique sets of antigenes and antibodies against myocardium

Higher incidence of myocarditis (29-78%)

Heart size returns to normal after delivery in a greater percentage of pts
More rapid worsening of clinical conditions

Pradipta Bhakta et al, Yonsei Med J 2007



PERIPARTUM CARDIOMIOPATHY

...Identita nosografica distinta



PERIPARTUM CARDIOMIOPATHY: TREATMENT

- PRE-PARTUM — POST-PARTUM
» Early delivery » Digoxin
» Digoxin * Diuretics
» Vasodilators (Hydralazine) * Vasodilators
e + Ace-inhibitors or ARBs

* CCB (if hypertension)

* R-blockers (if necessary, low fetal growth)

 CCB (if hypertension)
* R-blockers

+ Anthycoagulants (heparin) * Anthycoagulants (warfarin)

Excretion of drugs and metabolytes
during breast feeding



PERIPARTUM CARDIOMIOPATHY: TREATMENT
— ADDITIONAL TREATMENTS

Implantable cardioverter-defibrillator
Cardiac assist devices

Cardiac transplantation
— Survival (?)
» = Other CMP (Keogh, 1994)
» Reduced survival

- Early rejection



Peripartum cardiomyopathy, an autoimmune manifestation of
allograft rejection?

Norbert Gleicher *™*, Uri Elkayam ©

* From the Center for Human Reproduction and the Foundaton jor Reproductve Medicane, New York, NY, United Stores

* Depamment of Dbsterrics, Gynecology and Reproductive Scemces, Yale Universiny School of Medicine New Haven, CT, United States

* Department of Medicine, Division of Cordiology Heart Fadure Program and the Department of Obstetrics and Gynecology, University of Southern California,
Keck Schoolof Medicne, United States

Take-home messages

* There is convincing circumstantial evidence in support of
abnormal autoimmune function as an underlying patho-
physiologic mechanism in the development of PPCM.

It is, however, tempting to speculate further that these
observed autoimmune responses are not representative of
an autoimmune condition, but reflect the typicallv ~~-
autoimmune components of malﬂl-w

this case pregnancy-! ="

Building on this

which have been

complications, may

times life-threateni.

Autoimimunity Feviews B (20049) 384-387




Peripartum Cardiomvopathy: Recent
Insights in its Pathophvsiology
Denise Hilfiker-Kleiner®, Karen Sliwa, and Helmut Drexler

Peripartum/Fostpart im cardiosmyopathy (PPCM) is a seriowus, poten-
tially life-threatening heart disease of uncertain etiology in previoush
healthy women. Previous clinical and experimental dara have identified
inflammation, autoimmune processes, apoptosis, and impaived cardiac
(svstemic) microvasculature as typical features in the pathophvsiobgy
of PPCM. However, recent data have showwn thar unbalanced peri
pos ipartum AeTE sheareig fnked to proteolric cleavage of the
nursing homime prolactin info § polen! anfiangiogenic, proapopiofc,
and pro-isflam™ Phese observations strongly suggest that
prolactin deavage can operate as a specific pathomechanism for the
development of PPCM. Consisters with these findings, inhibition of
polaciin secrerion by bromocripiine, a dopamine D2 weceplor agonist,
prevented the development .*:-,"FPFH i an animal model of PPCM, and
first clivd cal experience are promising in this respect. Thus, ivhibition of
prokacrin release may e present a novel .-.,':-.:f-,"“.'.f fhera pesitic apperoach fo
either prevent or freal patients with acute PPCM. In this review -
highlighting the curvent knowledge on risk factore = - \
chanisms, and reanment options for ™ d
MOE 1B:ATI-179) & 2002
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Figure 3 Reduced concentrations of STAT-3 in the cardiomyocyte leads to attenuated expression of the axygen
radical scavenger MnSOD. This leads to accumulation of ROS which promote the release of MMPs and activation of

cathepsin D, and prolactin (23 kDa) is produced by the pituitary gland and cardiac fibroblasts. Cathepsin D and MMPs
cleave 23 kDa prolactin into its 16 kDa form. Expression of 16 kDa prolactin decreases cardiomyocyte metabolism and

destroys endothelial cells, resulting |n S riction, ap i inﬂammatim and dissociation of capillary
structures. MMPs, matrix MnS0D, mang sodium d tase; ROS, reacuve oxygen species;
STAT-3, signal transducer and activator of transcription 3 Adapted from Hilfiker-Kleiner et al,"" with permission.




Evaluation of Bromocriptine in the Treatment of Acute
Severe Peripartum Cardiomyopathy
A Proof-of-Concept Pilot Study

P=.008
Karen Sliwa, MD, PhD; Lori Blauwet, MD; Kemi Tibazarwa, MD; Elena Libhaber, PhC 80 | mpPcM-s1d
Jan-Peter Smedema, MD, MMed(Int); Anthony Becker, MD; John McMurray, MD, FES( COPPCM-Br
Hatice Yamac, MD; Saida Labidi, M5c; Ingrid Struman, PhD); Denise Hilfiker-Kleiner, Pt 50 -
Background—Peripartum cardiomyopathy (PPCM) is a potentially life-threatening heant disease that occurs in | % 40 - -
healthy women. We identified prolactin, mainly its 16-kDa angiostatic and proapoptotic form, as a key factor e
pathophysiology. Previous reports suggest that bromocriptine may have beneficial effects in women with acut i
PPCM. 10 10
Methods and Resulis—A prospective, single-center, randomized, open-label, proof-of-concept pilot study of wo 0 0
newly diagnosed PPCM receiving standard care (PPCM-Std; n=10) versus standard care plus bromocriptine fo o Death HYHAFC  EF<3% Combined
(PPCM-Br, n=10) was conducted. Because mothers receiving bromocnptine could not breast-feed, the N endpoint
outcome of their children (n=21) was studied as a secondary end point. Blinded clinical, hemodyns Figure 3. Comparison of 6-month prespecified poor outcome,
echocardiographic assessments were performed at baseline and & months after diagnosis. Cardiac magnetic | including death, NYHA functional class (FC) IIl/IV, and LVEF
imaging was performed 4 to 6 weeks after diagnosis in PPCM-Br patients. There were no significant diffe =35% among survivors, and the combined end point includ-

ing all 3 of the=a and peints for PPCM-Br va PPCM-5id

baseline characteristics, including serum 16-kDa prolactin levels and cathepsin D activity, between the 2 stug patients (P,

PPCM-Br patients displayed greater recovery of left ventricular ejection fraction (27% o 58%: P=0.012).

with PPCM-Std patients (27% to 36%) at 6 months. One patient in the PPCM-Br group died compared with 4 patients

in the PPCM-5td group. Significantly fewer PPCM-Br patients (n=1, 10¢%) experienced the composite end point of poor

outcome defined as death, New York Heart Association functional class III/IV, or left ventricular ejection fraction

=:35% at 6 months compared with the PPCM-5td patients (n=8, 80%; P=0.006). Cardiac magnetic resonance imaging

revealed no intracavitary thrombi. Infants of mothers in both groups showed normal growth and survival.
Conclusions—In this trial. the addition of bromocrptine to standard heart failure o tT

ventricular ejection fraction and a composite clinical outcome in women with acute Girls Boys

of patients studied was small and the results cannot be considered definitive. La 10 - Percanties 12 Porconties.

studies are in progress to test this strategy more robustly. (Circulation. 20105121

o
=
- Figure 5. Growth and survival of children
5 of PPCM study mothers from birth to 3
) months plotted on World Health Organi-
= g zation growth charts.

2 = PPCM-Std

— PPCM-Br
0 T T 1 0 T T 1
0 1 2 3 0 1 2 3

Age (completed months) Age (completed months)




PERIPARTUM CARDIOMIOPATHY:
DIFFERENCES WITH IDMP

Younger age

Better prognosis

Higher incidence

Mostly postpartum (IDCMP usually manifests by the 2° trimester)
Exclusively pregnant women or peripartum period

Varying types of hemodynamic patterns

Unique sets of antigenes and antibodies against myocardium
Higher incidence of myocarditis

Heart size returns to normal after delivery in a greater
percentage of pts
More rapid worsening of clinical conditions

Pradipta Bhakta et al, Yonsei Med J 2007



Adjuste Kaplan-Meier estimates of survival according to the
underlying cause of cardiomyopathy

Peripartum cardiomyopathy

Idiopathic cardiomyopathy

-} Cardiomyopathy due Cardiomyopathy due to
to doxorubicin therapy ischemic heart disease

j\—‘_‘ Cardiomyopathy due to infiltrative myocardial disease

L—‘—I

Cardiomyopathy due to HIV infection
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PERIPARTUM CARDIOMIOPATHY: PROGNOSIS

* The prognosis of PPCM depends on the normalization of
LV function < 6 mo. after delivery.

o If EF% is < 35% the 10-year actuarial survival rate has
been estimated to be 42% (Davis MD, 1992)

 The mortality rate of PPCM has been reported to be 25-
50% and most deaths < 3 mo. after diagnosis for
progressive CHF, arrhythmias and thromboembolism.

 Patients with PPCM whose LV function recovers have a
significanly improved survival.



LONG-TERM PROGNOSIS OF PPCM AND LV
FUNCTION

100% survival 100% survival

\ \

n.7
EF=11%
LVEDD 6.9 cm

85% deaths 90% deaths
15% survival

Demakis et al, 1971 St John-Suttom MS, 1991



PERIPARTUM CARDIOMIOPATHY: PROGNOSIS

* The prognosis of PPCM depends on the normalization of
LV function < 6 mo. after delivery.

 Patients with PPCM whose LV function recovers have a
significanly improved survival.



Recovery from severe heart failure following peripartum cardiomyopathy ™

James D. Fett *, Herriot Sannon, Emmeline Thélisma, Therese Sprunger, Venkita Suresh

Department of Adult Medicine, Hopiol Albert Schweitzer, Deschapelles, Hoitl

Characteristics of moovered and nonrecoversd Haiban peripartum cardiomyopathy

patients

Length of time required for full recovery of

left ventricular function (EF = 50 %) in 32
Haitian PPCM patients, 2000 - 2008

Characteristics Recovered Monrecovered P value

Mean age at diagnosis, v (range] 7] B ] N5
Mean parity at diagnosis ( mnge) ; ] L 1-11} N5
Mean LVEF at diagnosis (range) Al (0.1540.35) 0.002
MYHA Functional Class 11V X : 7184 M5

at diagnosis

Abbreviatons: NYHA, New York Heart Associaton; IVEF left ventricular ejection
fraction.

Percentage

12 18 24 a0 36
months  months  months months  months months

Length of time required for meoovery of left ventricular fundion in 32 Haitian ssion from shortest to longest tme required for left ventricular systohc
peripartum cardionyopathy patients function recovery in peripartum candiomyopathy.

Months post diagnosis G
Patients (no.) 2
Cumulative

Total (%)

International journal of Gynecology and Obstetrics 104 (2009) 125-127




Contractile reserve of the LV among patients recovered
from PPCM and matched controls

0.7 -
0,6 -
05 -
04 -
0,3 -
0,2 -
0,1 -

p<0.03

Contractile reserve

Controls PPCM

Lampert MB et al, Am J Obstet Gynecol, 1997



CARDIOMIOPATIA PERIPARTUM : caso clinico

33 anni, 2 anni fa gravidanza con 2 episodi di gastroenterite e dispnea con ortopnea nell'ultimo
mese

Travaglio piuttosto lungo, con necessita di ossitocina
Tentativo di parto vaginale con anestesia spinale (fentanil)...

Cesareo con epidurale complicato da dispnea acuta e parestesie diffuse (anche arti
superiori)...terapia non meglio precisata, prurito al volto...dispnea, shock, perdita di coscienza

Bambina 3340 g, Apgar 1 min 9, Apgar & min 9

Ecocardiogramma il giorno dopo il parto: DTDVsn 56 mm, DTSVsn 48 mm, AF 14%, FE 27%, IM
lieve, IT lieve, versamento pericardico lieve

Ecocardiogramma 5 giorni dopo il parto: DTDVsn 66 mm, DTSVsn 46 mm, AF 29%, FE 34%, IM
minima, IT lieve, pattern restrittivo, versamento pericardico lieve

Rapido miglioramento clinico e strumentale (terapia con ACE-I, beta-bloccante gradualmente
“autoridotta’)

Diagnosi di PPCMP,



CARDIOMIOPATIA PERIPARTUM : caso clinico

33 anni, 2 anni fa gravidanza con 2 episodi di gastroenterite e dispnea con ortopnea nell ultimo mese
Travaglio piuttosto lungo, con necessita di ossitocina
Tentativo di parto vaginale con anestesia spinale (fentanil)...

Cesareo con epidurale complicato da dispnea acuta e parestesie diffuse (anche arti superiori)...terapia non meglio
precisata, prurito al volto...dispnea, shock, perdita di coscienza

Bambina 3340 g, Apgar 1 min 9, Apgar 5 min 9

Ecocardiogramma il giorno dopo il parto: DTDVsn 56 mm, DTSVsn 48 mm, AF 14%, FE 27%, IM lieve, IT lieve, versamento
pericardico lieve

Ecocardiogramma 5 giorni dopo il parto: DTDVsn 65 mm, DTSVsn 46 mm, AF 29%, FE 34%, IM minima, IT lieve, pattern
restrittivo, versamento pericardico lieve

Rapido miglioramento clinico e strumentale (terapia con ACE-I, beta-bloccante gradualmente “autoridotta’)

Diagnosi di PPCMP,

Al momento della visita: asintomatica, ecocardiogramma normale,
ancora in tp con ACE-| e betabloccante

desidera un’altra gravidanza
(tassativamente sconsigliata in altre autorevoli sedi)



CARDIOMIOPATIA PERIPARTUM : caso clinico

33 anni, 2 anni fa gravidanza con 2 episodi di gastroenterite e dispnea con ortopnea nell'ultimo
mese...

Diagnosi di PPCMP, successivamente messa in dubbio in altra sede x la rapidita di comparsa e
risoluzione (shock da fentanil)

Al momento della visita: asintomatica, ecocardiogramma normale, ancora in tp con ACE-l e
betabloccante

desidera un’altra gravidanza
(tassativamente sconsigliata in altre autorevoli sedi)

Sospende terapia
Rivalutazione clinica e strumentale dopo 6 mesi

Ecocardiogramma: DTDVsn 46 mm, DTSVsn 31 mm, VIDVsn 97 ml, VISVsn 37
ml, FE 60%

Ecostress con dobutamina (fino a 20 gamma/Kg/min): ottima risposta inotropa con
incremento di FE fino a 756% e lieve riduzione dei volumi
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CARDIOMIOPATIA PERIPARTUM : caso clinico

33 anni, 2 anni fa gravidanza con 2 episodi di gastroenterite e dispnea con ortopnea nell'ultimo
mese...

Diagnosi di PPCMP, successivamente messa in dubbio in altra sede x la rapidita di comparsa e
risoluzione (shock da fentanil)

Al momento della visita: asintomatica, ecocardiogramma normale, ancora in tp con ACE-l e
betabloccante

desid tra gravidanza
(tassativamente ta in altre autorevoli sedi)

Sospende terapia
Rivalutazione clinica e strument 6 mesi

Ecocardiogramma: DTDVsn 46 mm, DTSVsn 31 mm, VIDVsn 97 ml, VISVsn 37
ml, FE 60%

Ecostress con dobutamina (fino a 20 gamma/Kg/min): ottima risposta inotropa con
incremento di FE fino a 756% e lieve riduzione dei volumi



PERIPARTUM CARDIOMIOPATHY:

OPEN PROBLEMS

— Real prevalence and incidence

— Definition of risk factors and prognosis (subsequent pregnancies)

— Thero

— Thero

e of hypertension/preeclampsia (prolactin)

e of genes

— Central serum and tissue bank
— Evaluation of the effects of treatment

International Registry

National Heart, Lung, Blood Institute and Office of Rare Diseases Workshop on PPCMP. JAMA 2000



CMPPP-registro: pazienti arruolate (3 centri del’Emilia Romagna): esordio
precoce o classicamente correlato al parto degli aspetti clinici

Eta (anni) FE% FE% NYHA  NYHA PE Tp follow-
esordio follow-up  esordio follow-up  associata up

Esordio 33.9 33.05 58 -1V -1l 20% (3/15)  87%(13/15)
classico (30-39) (15-40) (48-67)
periparto
(15 pz)
Esordio 32.5 42.67 50.67 -1V 25% (1/4) 100%
precoce (27-36) (30-50) (36-58)

(9 pz)
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