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Prevalence, trends and ocutcomes of cardiovascular diseases in pregnant g@cnts
in the United States: 2010 to 2019 )
&

A\
CVD prevalence in .

X
R
pregnant women

<
O

e

In-haspital mortality
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Figure 5.2: Causes of cardiovascular deaths, UK and Ireland 2018-20
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Definition of peripartum :gﬁ?llnmynpathy
1. Heart failure secondary tgp‘?e& ventricular systolic

dysfuntion with a LVEgéﬁ 45%

2. Occurrence r.nwardi the end of pregnancy or in the
months fallnw@ delnmry (mostly in the month following
delivery)

3. No nﬂ‘n-edﬁdentnﬂahle cause of heart failure

Pathophysiology, diagnosis and @ﬁnagement of
peripartum cardiomyopathy: @"pomtlon
statement from the Heart, Eﬁllure Association
of the European Souety eﬁ' Cardiology Study
Group on perlparturqofardlomyopathy

Johann Bauersachs'*, Tobias Koni 12,’ Peter van der Meer?, Mark C. Petrie?,
Denise Hilfiker-Kleiner’, Amar(efﬁbakwem“ Righab Hamdan®, Alice M. Jackson?,
Paul Forsyth3, Rudolf A. de %ber2 Christian Muellert, Alexander R. Lyon’,

Lars H. Lund®, Massimo Ffoplepoh’ Stephane Heymans1%.11.12, Ovidiu Chioncell3,
Stefan D. Anker'4, PiotfPonikowski'®, Petar M. Seferovicé, Hark R. Johnson'?,
Alexandre Mebaza%@;z\&nd Karen Sliwa!?
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Table 1| Worldwide varlgﬂnn in incidence of peripartum cardiomyopathy
Country/ incidgiee (per

Region lgyﬂﬂﬂ Reference Data source @S\@'
Nigena {@%‘?1."'.-:.1:3 lezup etal” Lamanu Danfodyo University Teaching Haspital, Sokobao, 0@’4\0
gé‘% Migena s
Haiti o  =1/300 FeTreT MR STy FPOM Registry Rl
-:'J'uﬂic}z“ 1/ 346 ' ' |:r_=.;|||aL Shandong I"'-:u.rm-:E(\@f'ur.a
rIJ&‘ﬁE-:I states 1/268 0 nlli.a'r ple oc}\o
O@einuh Alrica 1/1000 DESaTErar m Durban, ':.n:u.ll’lé,ti?r_a
dg«@o California, LS 1/ H066 Gunderson et al*” Kaiser Permanente Morthem LEI|I|:-:-I'[\I;§%IErS-|JI|a|'5
,,_)@q' Malay=ia 1/F941 Cheeetal™ University Malaya "."=|:Ir:.allienlr‘§e?'
s Sweden 1/5719 Barasaetal’’ MNatiomal Inpatient, LaLEE-anJ!é’mh and Medical Birth
Registries &0\
Denmark 1/10 149 Ersball et al™ Danish H.;ﬂu:-'lalEin'ka? Patient Registars
lapan =1in 30000 Kamiya et al™ Japanese Ha1||:-'b@5; Survey of Peripartum
~ Cardiomyopatly

“Hizant lailure in late pregnancy and the posipa num penod. S
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| Facteurs’ predlsposants

Climical Fcaturc%ﬁss:nmatcd with Peripartum Cardiomyopathy Compared with Non-Penpartum
Cardmm»upa&% Delivering Mothers

.{\
\)cj\\o Univariate Multivariate
‘0§06 OR (95% CI) p-value OR (95% CT) p-value
SD}\gt
:\O <18 1.30(0.74-2.15) 031 0.82 (0.37-1.36) 0.58
é@q’ 18-29 Reference - Reference

P 6® 30-39  L63(1.45-1.97)  =00000 LB (1.48-2.24) < 0.0001

\\?‘ 4049  223(1.49-3.23) <=00001  1.71(1.09-2.58) 0.01

&O Race
0%
S Caucasian Reference - Reference

Gz“ - African-American 267 (2.09-3.400  <00001  179(137-231) < 0.0001

booe Hispanic .86 (0.68-1.08) 0.20 1.00 {0.78-1.28) 0.99

'Q;o"' Other  0.72(0.50-1.01) o7 0.77 (0.53-1.11} 0.19

OQC& Comorbid conditions

@ O Diabetes mellitus  3.52(1.97-5.75) < 00001  1.42(0.73-2.49) 0.26
qﬁf # Hypertension 13,1 {11.0-15.5) <00001 641 (4.81-844) = 0.0001

(b© Tobaccouse 3001 {2.08-4.21y  <00001 143 (0.89-2.22) 0.12
q,qu Anemia  T.60(634-9.07y  <00001  4.89(3.95-6.03) < 0.0001
Substance abuse  6.536(4.62-9.03)  <0.0001 4120271604} < 0.0001
Agthma  390(2.82-5.26) <00001 223(1.53-3.15) < 0.0001

Obesity  5.20(3.56-7.54) <00001  1.42(0.84-2.24) 0.]&&6
Autoimmune discase 545 (2.06-11.1) = 00001 360 (1.42-T43) é\l\
Pregnancy characteristics \)CJe
Muliiple gestation  6.74 (5.10-8.74)  <00001 28§ [J.D’.‘-Jég? < 0.0001
Precclampsia 1360 (11.3-164) <0000 1.99¢ |.o 69 < 0.0001
Eclampsia 2790 (14.4-482) < {00001

s_;ga@.ss-mm <0.0001
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* Registre CMPP : %5“% histoire L R R T
familiale I ool B oy |

L. & AL
* Etudes génétiques : 15% ont &
Oo(\ PPCM I [ Q,&Q'Q [ 1l 11— I 11
. (g}(@ V4 \ 'Em:l:ﬂ:‘: [ T | I B | 0 O O leth& I [l [N T 1 Y 11
Va{gt!@nts tronques dans gENES Reglons N * l =

NZBA -HWIMW——H—H%M
CMD; 2/3 dans TTN N TR A —

)
Ps LU0 WA s | \Z\:(llo. o v I 1IN : IIIII L.II-lIlH-II_IIIII-II
Oeo '
60 Chrarm -_"_-_"'IJl Locatson (bp)
Genetic i:l"gq‘aﬂaellingan-:l testing should be considered la C

S
in pa&l,,a‘n‘h with peripartum cardiomyopathy.

P
Q% SC Eurapean Heart journal (2023) 44, 35033626 ESC GUIDELINES
Q)" European Society pispe:/ideiorg/ 101093 eurheartjlehad 194
of Cardiclogy
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* Insuffisance cardiague gauche - Choc cardiogénique &
09&6{& 7
* Mort subite,* A\
> g
> .
§7 (4. 5
» Tachyedrdie ventriculaire -
@q, 3 %
& M
» Complication thrombo-embolique : AVC, IDM ™
&0 B 28 - 32 33-38 G&T-40 1 2 3 & 5
Oéoz“ «~—— Weeks > | - Months PP ——
N Delivery

* 18" mois post-partum typiquement

g
ooq Time of Diagnosis of PPCM in 123 Patients
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* Clinique : arthannée NMI r‘rc’sr\'ﬁ‘:nfc
ef"

* Biologie : N 739 wnmego%wth PPCM

3 IES around the world

* ECG : tachy

@%D-:- mat rely on physical
examination to detect PPCM

* ETT:
- /l
FEVGq; had no peripheral gederna
- Dilatatiq m
- DllatatiO b| had mo pulmaonary rales
- Régurgitati

- Hypertension pult

- Thrombus intra-cardiaque
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Differential diagnosis of peripartum cardiomyopathy N
P 696 ’\O\Q
\Z S
\\\% @Q
° (ﬁ\
N @
S ‘ - QQ
> Dilated dsdws Valvular Heart Congenital Heart Hypertergive
%lo'..ardrnmyupauly - Diseasa Disaase Disgqﬁ‘-\ars
= - XN
& @A\}o
OOQQ H&P, ECG, Echo, CMR H&F ECG, Echo, CMR H&F, ECG, Echo, CMR HE-F*.@EQRE Echo, CMR
@ \
& oy
0O i
q,Qq/ A ' } %"’
e Acute =i,
Takotsubo i - i N Pulmonary 2 4
- S Myocarditis - é‘Eurunury jE= v
Cardiomyopathy % Embolism o 1 4 Py
e Syndromes =S
. U\N
H&F, ECG, Echo, CMR HE&P. biomarkears, ECG, H&F ECG, \)Oe H&P, béomarkers, H&P, biomarkers,
Echo, CMR, EMB biomarkers, Echo, {:Tg6 Echo, CCA Echo, CMR
CPQQ
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Bromocriptine | Diuretics &
2.5 mg daily for 7 days Furosemide iv &
higher I longer treatrment in ‘ \‘}\,
S&9ENE CASES
Relaxants &
Oral HF Drugs Vasaodilators iv if SBP > 110 gihHg

Betablocker and ACE-inhibitor
after stabilisation,
MRA after ablactation

©
>
D

Anticoagulation

Haparin immed|ately 5
in at least prophylactic dose <O

>

Figure | The BOARD therapies for acute peripartum cardiomyopathy (PPCM). The treatrggnt of PPCM, should consists of Bromocriptine, Oral

heart failure therapies. Anticoagulation, vasoRelaxing agents, and Diuretics. Nnn-invasivegiﬂ?nﬁlatbn should be added in patients with pulmonary
Q

Q'Oo

Cbb&

congeston.
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0ssesse et allaitement

gW\ﬂ%‘yﬂcaments , 8

=z Use during
Drug llf.i&t‘ﬁrumgnnql Potential adverse effects lactationt
| Loop diuretics | JLompatibie (MOsL expenence Maternal hypovolemia and Compatible
@Q* with furcsemide) frypatensian, resulting in {owerdiuresis may
o\;@‘ utaring hypoperfusion decrease breast milk
AS production) N
Compatible Fetal bradycardia, fatal Compatible .\5@
frypoghycemia &
- ¥
Incompatible Renal agenesis, Compatible &S
aligahydrammios, (captopril, enalapril, @R

malformations, fetal demise

quinapril, benazeprg¥

Incompatible

Undenvnilization of the fetus

Compatible o‘i\\d‘

AO
N - - ——T R
Koy Sacubitril-valsartan Incompatible Same as ALE inhibitars/ ARBs IJﬂhn:r.:.}@‘t?an:k.-:f
q?g& datay®
Qq:b© | Hydralazinge, nitrates | Compatible Maternal hypatensian, E@”f(nopaﬁble
Vv resulting in uterina &
hypoperfusion &&@
Wabradine Mot recommended (wamying  Unknown &o\? Unkncran (lack of
results in animal studies, no K data)
studies in humans) ‘cﬁ
Digoin Compatible L-:mhirlhu.};ﬁﬁ Compatible
)
OO

2

'S
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&O\S\Q’\ PPCM-Br Baseling PPCM-Br 6 Months PPCM-58d Baseling PPCM-51d 6 Months
& (n=10 (n=4J" (n=10 (n=6)" \8\@‘%
Echocardiographic parameters '%e}“ \\6@
<
LVEDD, mm 5 55=10 51+9 595 612 oF 050
N .
LVESD, mm &0 46=9 =10 52+6 5= & oae
LVEF, % dff“ 27=8 511 27+8 30 2 (0.0007
X
ad 0@\
8
O
- &Q‘ P=0.006

- i 80 { mPPCM-Std O&Q’ =
Fal 6 O PPCM-Br <
[
>

Pt (%)

Ejection fr@él
&

EF <315% Combined
v endpoint

Time since diagnosis (months)
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In patients with PPCM, bromocriptine :r-t-atmﬁ‘?t may be considered to stop lactation and enhance recovery (LY function).

®
xQ
L2 \"\o
(<)
() <
\. \\g
R

*2,5mg/j pgﬁdant minimum 1 semaine si CMPP non comprjuee

*2,5mg >g2’/] pendant 2 semaines puis 2,5 mg/ j pendant’o semaines si
FEVG <25% et/ou choc cardiogénique (recos ESC 201e8Q)

° + aﬁ’\tlcoagulatlon systéematique (HNF ou HBPM)

/\O

Bromocriptine treatment should be accompanied by prophylactic (or therapeutic) ann-:ﬂagﬁlatrnn

0%
QOQQ

&
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* Pour : «oo@@ * Contre : gt

- modele murin «fé - complications thrombothﬁ

- Etude pllotg«§ur 20 femmes AVC, thrombus intra- V(;}Q DM

- études q@Vec limites @@6‘\&

- - impossibilité dxa*TIalter
- rece@mmandatlon IIb ESC 2018
Acces eau pgfable necessaire et

- Pas,en rou.tlne, preuve colit finangier
supplémentaire nécessaire (AHA, &
CCS) &
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Age‘s‘fcoagulation

e CMPP est associée a des taumﬁ‘Tus élevés de thrombo-
&o
embolisme que les autres®°formes d’IC:

- Etat hypercoagulable durant Ie@@rlpartum

- Dilatation cardiaque, dysfora@hon endothéliale et immobilité
R
O

- Thrombo-embolisme gé’mpllcatlon la plus fréquente 6-7%

@%

. Recommaﬁaatlons ESC :

@1/

- si FEVGgfres altérée, dose prophylactique

- en association avec bromocriptine

- indications standard : FA, thrombus intra-VG, embolie

= 'I
Hipitaux
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Anticoagulants

e Use during
Heparin (unfractionated and \Cogpatible D= miok cross placenta Compatibje™
I.:'I'l.. i . u @{&Q .gz:oé;\o
Warfann & \Awoid if possible owing to Wiarfanin embnyoipatimy En:gr‘ﬁaﬁbla

P g . -, - &
S aratoganicity ..5|':E|E'1EI| defomities), &
> inracranial hemorhage,
K spontanepus abortian, &
o> stillbirth L

Direct-actig oral Incompatible Limiteddatawggﬂefl possible  Currently discouraged
anticoagulants (eg, malformations, Erowth owang o lack of data
varoaban, apoaban, restriction -

edaxaban, dabigatran| >
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Comph@étlons rythmigques ]
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e Cardioversion et deoﬁbrlllatlon sont considérées s(res tout au Iong de

la grossesse &
- Sans délai epstirgence &
. s
5 &

- Momtor@‘ge foetal peut étre considéré dans situations neén urgentes

e; O \@
<

. Re&%s AHA : considérée port de gilet deﬁbnllateugmour CMPP avec

FEVG < 35% comme « bridge » jusqu’a la recuberatlon VG ou

Oeo
implantation DAI 3 a 6 mois plus tard (niyéau de preuve B)

<&
()
S
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Assistances cag@“faques et transplantation1
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* Inotropes, BCPIA Assistance VG ou biV, ECMO doivent étre utilisgs si

%\\0
o

\\®

altération segére FEVG et choc cardiogéenique &

o o
S
oe &

. Traltem@?wt agressif recommandé car taux recuperatlomﬁont éleves

C) \0
<

. As§|stances cardiaques peuvent étre utilisées comcr‘ne bridge a la

transplantation <
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* Non : o * QUI :
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- role de la prolactine - Pas de preuve d’un
dans la & moins bon prombstlc
physiopathologie | g - augmente, stirvie chez
- Travail cgrdlacgfefe = enfants d@‘hs pays en
augmenté ? o Ti~ LR voie dqoﬁeveloppement
- med|ca|ga*énts (mais - EE— - beﬁeflces
beaucosip peuvent i . T ca?dlovasculalres
étre giilisés) °s2 2¢* S b4 e‘i’naternels N diabete,

e ——— & cancers sein et ovaires,

— = : )\)% s .
O@ depre§5|on post-partum,
et .,q.v..|...26§ maladies cardio-
Koo, A et al. ) am Cell Cardiol Basic Trans Scence. 2009:4(3): 191(@ % Va SC u I a i reS
OU

Dru 1o thi |'l-l,_l!‘ rrtabobc damandd af lictition snd bratitieoding, préventang lstation may be Emmb&ﬁ.‘i with

e HF
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* AHA 2016 : si CM£218 et pas récup FEVG, Cl grossesse (niveau de &

preuve B) & &
ec)z‘ &

. Rlsque tqls?rombo emboliqgue majoré : éviter oestrogene\s>\\o

o
&0&

I\mrena ou DIU cuivre

. Im@lants SC Progestérone ou DIU levonorgestre

recommandés
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Table 3| E\rnlutmn wﬁ?epmted mortality in peripartum cardiomyopathy’ @
Yearof .\5@‘
Author @%anple Martality publication &
: L. o S : : \
Demakis --rm‘ Single center senes of 2 7 women with PPCM in [llinois, LSA L8%at F.ayears 1971 %&é
Burch -"r‘fl Single cemter senies of 34 womenwith PPCMin Louisiana, USA  35%atSyears 1971 Q?JQ
I.'@'nell etal’' Single centerseries of 14 womenwith PRCM in lilinois, LISA §3%atowesks 1986 o@

ég‘?vnlir etal® Single center senies of 28 womenwith PPCM inTennessee, USA  18% at ~4 years ]9@5’
00@ Elkayam —"ral' 100 wamen with PPCM identified by survey of ACC members Q9% at 2years @9( ¥

Harperetal”  ‘Women who delivered in Morth Caroling, USA (85 casesin 16.5%at 7 '_.'ezgr@ _-‘LU

235599 live births) Ae?
Haghikizetal™ Geman PPCM registry (115 women with PPCM) % at ﬁﬁnrnc 2013
Koheetal™” US Natiomasde Inpatient Sample (34 2 19 women with PPCM 1. igﬂn hospital 2014
identified) m?rtallt'.
McMamara Investigations in Pregnancy-Associated l’ardr'rn-.-t-mh-.'cchr{@ &% at 12 months 2015
atal™ (100 women in Morth America with PRPCM)

h\)

“Abbreviations: ACC=Amencan College ol Candiology;, PPCM=péri partum -i.ﬂli\@‘oryﬁjpu“"f
?)OO

'S
)




2@ E &@ E \5\@ 739 women with PPCM

Qf} from 49 countries around the world

Pronostje” o

Do mat rely on physical HF symptoms developed

examination to detect PPCM

o
& 42% |

KQ’Q had ne peripheral sedema
S 4% |
<0 |
. %' had me pulmonary rales 8\\0'
é@
e e N Al Eugf  Atc  AdaPacfc  MiddleEast Poalue g months...
<9
In-hospital devices &6\\
Assist device 17 (1) 96 12(7 0 {0} 5 (&) o (0) <0001
Implantable cardioverter-defibrillator 5 (0&P 42 0 {0} o (o) 1{0.7) 010
Cardiac resynchronization therapy e&lﬁ] 1 {0L&) 0 {0y 00 1{0.7) 0.833 @QJ’(Q
Death
In-hospital b\}o Thromboembolism Mortality Hea\dsﬁﬁ\un Myocardial recovery Meonatal mortality
r-hasp 7% &% 46% 5%
All-cause {@9 16 (1) 7(0 1 (05 1{0.9) 7(4) 0046 06
Heart failure O(\Q 9 (56) 4 (57) a0y 1(100) 4 (57) 1.000 52?;‘::3::35*:‘_"" @QS ¥0% for HF n-,-:lr?.l.-?.l-ﬂ.I-,ﬂ-nu.'-.fiirfql-:aﬂ “uli':;'nr_l"t'fl'_::l"@'
Sudden &QQ 4 (25 1(14) 1 (100 o (o) 2(29) 0484 &0 Majcr reglonal variation
Stroke (e 1(19) 2 (29} 0 {0} o (o) 1{14) 1.000 <O
¢ v ‘
months ©
All-cause Qq:b 15 (8) 84 8(5) B (8 11 (10 0082 %
Heart failure % 14 (42) 5 (63) 0 {0} 2(3n 7 (64 0018
Sudden 10 (30) 1(13) 135 4 (67) 102n 0.204 3“61
Stroke 5(15) 2 (15) 2 (25) o (m 1(9) 0.520 %§4-
Presumed cardiovasoular 4 (1) 00y 4 (50) oo o{m 000 &0\)
Re-hospitalization at & months O\z\.. %
All-cause 58 {10) 24 (12) 18 (10 7 8 (3) 0667 oé
Heart failure 30 (53) 9 (39) 11 (&1) 3(43) 7(78) 0220 & 844 1843
Oither cardiac 13(23) 10 (43) 1 (8) 1{14) 1{11) 0.025 2 TIME (daye)
Vascular 5(9) 14 4 (23 o (o) o (o) 0.1 QQ* 2 g
. imi rtality After D 5
Mon-cardiovascular 11 (19) 4(17) 3(17) 3(43) 1{11) 0.441 000 Figure 5 [Nl F“EI “l :n o F’;c“" iagn
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e 72% récuperent une FEVG >250% a 1 an

* Récupération dépend de la FEVG initiale
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Long-term Outcomes
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&& After recovery, optimal duration of medication treatment is unknown S
Qj\" * In the case of stopping medications, wean gradually and observe closely ,@@QQ
Oec’ = Continue surveillance after recovery \oo@
N oc}
& O
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Grossesse Mltérieure ?

@Q Table3 Modified World Health Organization classification of maternal cardiovascular risk

29=NS
»

o
m’ m m m m
¢ WHO | WHO Il WHO LI-111 WHO Il WHO IV
Q&
\)(}\»o Diagnosis (if other Small or mild Unoperated atrial or Mild left ventricular impair- | Moderate left ventricular Pulmonary arterial
06 wise well and — pulmonary stenosis ventricular septal ment (EF >45%) impairment (EF 30-45%) hypertension
®QK uncomplicated) — patent ductus defect ) . . . . .
L ) Hypertrophic Previous peripartum cardio- Sewere systemic ventricu-
arteriosus
@ E S C O\‘}\QJ l uhre . Repaired tetralogy of | cardiomyopathy myopathy without any resid- | lar dysfunction (EF <30%
_ European Heart Journal (2018) 39, 3165-3241 & ESC GUIDELINES — mitra’. Ve Preapse Fallot _ _ ual left ventricular im@j.rment or MYHA class III-IV)
Efmccpzanl Society  doi10.1093/eurheartj/ehy340 %' Successfully repaired Mative or tissue valve dis- ’\\,
of Cardiology P
J\AQ simple lesions (atrial or Most arrhythmias ease not considered WHO | Mechanical mlq@ Previous peripartum car-
{e‘be ventricular septal defect, | (supraventricular | or IV (mild mitral stenosis, Systemic 3 .\wentricle with diomyopathy with any
> . i arrhythmias moderate aortic stenosis, ' residual left ventricular
2018 ESC Guidelines for the ghanagement of PR dysus artevioos, | arvhytimeg) ! | goodg@midy decressed | "
. . Turner syndrome Marfan or other HTAD XOcular function
d l d d & anomalous pulmonary . impairment
cardiovascular Iseases l'owl n g p regn an cy venous drainage) without aortic syndrome without aortic %0 ) . Severe mitral stenosis
& (QQ ntan circulation.
0 . s
The Task Force for the Managel@é\lt of Cardiovascular Rislk Mo detectsble increased | Small increased risk of | Intermediaze increas Significantly increased risk of | Extremely high risk of
Diseases durlng Pregnancy of the European Soaety of rizk of maternal mortality | maternal mortality or | of maternal mc,.gﬁr ar maternal mortality or severe | maternal mortality or
Cardlology (ESC) 960 and nolmild increased moderate increase in - | moderate Dg\sfﬂzre rmorbidity severe morbidity
Q& risk in marbidity morbidi increase igQarbidity A —
(‘é =~ R
00 Maternal cardiac 15-5% 57-105% 1&@3’% /—1?‘.’5 ﬁqm \
@
& event rate A I
P A
(_b© Counselling Yes Yes ‘Q,g Yeas Yes: expert counselling Yes: pregnancy contrain-
Q‘L QQQ\ required dicated: if pregnancy
1
q’ 0.}0 DOCUS, termination
. z . clicrinl: - N should be discissed
Consultation pré-conceptionnelle multidisciplinaire O A\
Care during Local hogpital 0Ig&l hospital Referral hospital EW}' ert centre for pr
pregnancy Q:\ and cardiac disease nancy
&
O disease
Minimal follow-up Once or twica\) Once per trimester Bimonthiy Manthly or bimanthly Monthly
visits during {06
pregnancy O
QO
Location of delivery &Q}cal hospital Local hospital Referral hospital Expert centre for pregnancy Expert centre for preg-
23
(f) and cardiac disease nancy and cardiac
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<  Maternal and fetal prognosis of subsequent @
& pregnancy in black African women with

peripartum cardiomyopathy ‘ 48,3% mortalité !
&6\
Table 1 Clinical presentation and outcome of subsequent pregnancies (SSPs) in pa.tlents\:&'ltermg SSP with
persistently reduced (LVEF <50%) or fully recovered left ventricular function {L\"’EF }5ﬂ )]

Perdidtent

d Maternal,
DysFunction

il

FIGURE 2 Maternal Complications Associated “0
Subsequent Pregnancy in 44 Patients With a m@‘&wn{
Peripartum Cardiomyopathy S

> LVEF <50% (n =16) é.Q'ZEF >50% (n=18) P-value
State bars are group 1, wommen with left y@icutar jection fraction TR W, A S . R
[LVEF) = 50% before subsequent pe ry. Salbmon bars are group Age at index PPCM, years (mean +5D) 27 +7 (16/16) (\6\ 29+5(18118) 0.50
2, women with LVEF <50% hefc-%u st pregnancy. HF - heart Age at SSP. years (mean +5D) 30+7 (16/16) & 31£5(1718) 0.59
Rl epiiai e pebiegon Bt e Gravida SSP. median (range) 3 (2-5) (16/16) 3 & 3 (2-5) (17/18) 0.60
i & Parity SSP. median (range) 3(2-6)(16116) X 25 (1-4) (18/18) 0.04
Twin pregnancy 0% (0/16) @ 11% (2/18) 0.49
- Caesarean section 40% (615) /€ 24% (4/17) 0.45
§ o Abortion, miscarriage, still birth 7% (115) & 17% (3/18) 0.60
% Pregnancy-induced hypertensive disorders 6% (11 %’90 5.5% (1/18) 1.00
E‘ % African origin 75% -@«.‘16} 44% (8/18) 0.09
E s LVEF (%) at diagnosis of index PPCM (mean + SD) 3187 (16/116) 32+ 8 (18/18) 0.68
L LVEF (%) before SSP (mean + SD) &dﬁ’ +6(16/16) 58+ 5 (18/18) <0.0001
10% LVEF (%) after delivery of SSP (mean + SD) Qs 43+11(15/16) 51+ 13 (17/18) 0.022
e L : LVEF (%) SSP follow-up (mean + SD) > Bx15(1211¢) 50+ 13 (17/18) 0.24
2 Prematurity Therapeutic Abortiars T o w\ I-nd'% L1007 L.28
Death & 25% (4/16) 0% (0/18) 0.04 I
FIGURE 4 MW-&M: With Sul ﬁ
Pregnancy in Patients With Peripartum € RS
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Surveillance en.€
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s de nouvelle grossesse
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Clinical agsessment, echocardiogram, and BNP should be performed at regular ég\@'
@e@é intervals and with any concerning symptoms: é;é‘
. % <
,go
. ,@‘ . - )
©"
> | | | |
S | | |
Prior to End of 1st End of 2nd 1 month \gﬁer delivery 1 month
Conception trimester trimester prior to «\/\0 prior to after
. O . -
delivery > discharge delivery
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* Rare mais y penser d&vant une dyspnée inhabituelle en péri-partum ! ¢
@

<
\b\
xQ
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* CMPP définie gar FEVG « 45%, diagnostic d’exclusion; NT—proBNPy‘tlIe

~2\ 'e$°
. Traltemen:e édicamenteux : c;\\°°@
- IEC/AR:A"?/ARIVI contre-indiqués durant grossesse mais utLlﬁ%abIes apres
acc%ﬂchement ¥

- Cofisidérer anticoagulation si FEVG < 35% &
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* Penser ala contrace‘ﬁtion, santé mentale

&%

* Pronostic s e§te°amellore durant dernieres décennies
60-80% r@Euperatlon FEVG S

9
& S
S )
o @Q

FEVG@‘Iors du diagnostic est fort élément pronostique de°Ta récupération

Y
P

* Information / surveillance cruciale en cas de nouvgﬁe grossesse

Risque récidive élevé lors des grossesses ultertéures surtout si pas de
récupération FEVG. @"”
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Si vous voulez devenir Ambassadeur social média CNCH adressez-nous un email a cnch@sfcardio.fr




