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Données épidémiologiques

Major Causes of Maternal Death
(UK 2003-2005)

Overall death rates per million maternities
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Roos-Hesselink Heart 2009;95:680-6
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Données épidémiologiques

[ Peripartum cardiomyopathy h{*."'.=.'f?.“.*.%~“:.'.!£*.“.:'?=fF'."..*'_?F...*F.".!E#..- Advancs Orine Pubization, Feorsary 206 [

B Rheumatic heart disease

19 (6.2%)
[] Other cardiomyopathies

et [l Prosthetic heart valves Cardiovascular Topics

(8 Puimonary hypertension The importance of cardiovascular pathology contributing

[[] Congenital heart disease to maternal death: Confidential Enquiry into Maternal
|:| Myocardial infarction Deaths in South Africa, 2011-2013

= s 5 N Priya Soma-Pillay, J Saaba, Karan Siwa
19 (16%) B Infective endocarditis '

[ Other PPCM (34%) et complications du RHD
Fig. 3. Cardiovascular conditions contributing to cardiac death (19-6%): causes p|US importantes

(n=118). d’insuffisance cardiaque et de déces

Table 3. Factors contributing to death for the two major disease groups
Whole Peripartum Rheumatic
group  cardiomyopathy heart disease

Avoidable factor n (%) n (%) n (%)

Patient delay in seeking help 49 (41.5) 16 (39.0) 16 (45.7)

Lack of expertise by medical staff 35(29.7) 16 (39.0) 12 (34.3)

managing case

Delay in referral to appropriate level 31 (26.3) 13 (31.7) 8(22.9)

of care

Delay in appropriate action 43 (36.4) 15 (36.6) 15(42.9)




Hospitalisation pour insuffisance
cardiague

e 23% de femme

e n Cei n te @ Lﬁﬁ:i?::;;mﬂ" ra (111§

Pulmonary hypertension and pregnancy
outcomes: data from the Registry Of
Pregnancy and Cardiac Disease (ROPAC) of
the European Society of Cardiology

Karen Sliwa' A%, Iris M. van Hagen®, Werner Budts®, Lorna Swan®, Gianfranco
Sinngra’, Maryanne Caruana®, Manual Vazquez Blance®, Lodowijk |. Waganaar's,
Mark R. Johnson!, Gary Webb", Roger Hall'?, and Jolien W, Roos-Hesselink™", on
bihali of the ROPAC [nvastigntars

Sliwa etal, Eur HeartJ 2016;




Facteurs de contribution a I'lC au cours
de la grossesse et du postpartum



Age maternel
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Figure: Global maternal mortality ratioin 1990 and 2013, by age. Shaded areas show 95% uncertainty intervals.
Kassebaum NJ, Bertozzi-Villa A, Coggeshall MS, Sliwa K, Lozano R, et al. Global, regional, and national levels and causes of
maternal mortality during 1990-2013: a systematic analysis for the Global Burden of Disease Study 2013. Lancet. 2014



Physiologie: changement
hémodynamiques au cours de la grossesse

Débit
Volume di _
intray: [€ardiaque Consomm

40% 30-50% -ation 02
30-40%

cardiaque
Délivrance/
postpartum

Fiévre,
infection,
sepsis,
anémie +

Adaptation maternelle a la grossesse et a la délivrance



Physiologie: changement hémodynamiques
au cours de la grossesse

Heart rate (bmp)
Stroke volume fnl)
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Les plus communs:
* Dyspnée (NYHAII-IV)

* Toux
* Fatigue

Les moins communs
*Nycturie
*Douleur hypochondre droit

*Douleur thoracique
*Hypotension orthostatique
*Syncope

Mode de Presentation: Signes d’Appel?

Communs:

*OMI
*Orthopnée
*Dyspnée paroxystique
nocturne
*Palpitations
< \Vertiges

Sliwa K



Algorithme Diagnostique

Dyspnée chez femme
Grossesse ou postpartum

Histoire, examen clinique

Anomalies
ECG, BNP et
échocardiographie

Adresser a un

Tout normal

Autre cause non

cardiologue en
urgence

cardiovasculaire

Sliwa K



'approche de la femme en péripartum se
présentant pour insuffisance cardiaque

Sévérité de

I'ic?

Histoire de Termede

cardiopathie Cammm——— S Lyt
sous jacente? /\
Questions |mportantes ? l I

|

comorbidités?

>16 SA:
Patiente <16 SA:

stabilisée
Grossesse
désirée?
Arréet?

Prise en
charge selon
la
cardiopathie

Suivre
I'algorithme
diagnostic

Facteurs
aggravants?

» Intervention
nécessaire?
»Délivrance

précoce?

Sliwa K



Diagnostic Differentiel

€@ Cardiopathie sous jacente connue: cardiopathie
congénitale, Syndrome de Marfan, cardiomyopathie, atteinte
valvulaire rhumatismale, prothese valvulaire

9 Cardiopathie de découverte fortuite démasquée
par la grossesse: atteinte valvulaire rhumatismale ou
cardiomyopathie familiale non encore diagnostiquée

9 Cardiopathies nouvellement développées:
cardiomyopathie du péripartum, SCA, HTA gravidique ,
préeclampsie ou HTA sévere responsible d’insuffisance
cardiagque

G Insuffisance cardiaque droite prédomiannte:

Embolie pulmonaire



Dyspnée aigue péripartum

Diagnostic Différentiel

Table 1 Peripartal acute dyspnoea: differential diagnosis of acute peripartum cardiomyopathy

PPCM Pre-existing CMP, Pregnancy- Pulmonary Myocarditis
valve disease or associated embolism/
congenital heart myocardial amniotic liquid
disease infarction embolism
History Most commonly Earlier onset (during Retrosternal chest pain,| Pleuritic chest pain Infection
post-partal onset of second trimester) abdominal
dyspnoea Sometimes family discomfort, nausea
history
Biomarkers Elevated natriuretic Elevated natriuretic Elevated troponin Elevated D-dimer, Elevated troponin
peptides peptides troponin, natriuretic Possibly. elevated
peptides natriuretic peptides
Echocardiograplly  Left and/or right tvidence of pre-existing [ kegional RV dystunction, elevated | Kegional or general
ventricular valve disease or hypokinesis/akinesis RV pressure, hypokinesis
dysfunction congenital defect McConnell’s sign
Additional tests]  Consider MRI Consider MRI Coronary angiography | CT-scan or. VIQ MRI

@

EUVUROPFEAN
SOCIETY OF
AR DALMY ™

Consider genetic test

scintigraphy; consider
angiography

Consider myocardial
biopsy

Practical guidance from the Heart Failure European Journal of Heart Failure (2016) 18, 1096-1105



Cardiomyopathie du péri-partum
(PPCM): Définition
1. Cardiomyopathie idiopathique: bilan étiologique
négatif
L'absence de cardiopathie connue avant l'apparition
des premiers symptomes

2. Echocardiographie FEVG <45 %

3. La survenue d’une insuffisance cardiaque congestive
a la fin de la grossesse ou dans les mois suivant
I’accouchement

Sliwa K. Heart Failure Association of the European Society of Cardiology Working Group
on peripartum cardiomyopathy. Eur J Heart Fail 2010;12:767-778.



Cardiomyopathie du péri-partum

« Cardiomyopathie du péri-partum »

(aprés mais ausst avant I'accouchement)

et non « »

ACCOUCHEMENT

GROSSESSE CARDIOMYOPATHIE

DU PERI-PARTUM

8éme mois 5éme mois
grossesse post-partum



Epidemiologie de PPCM

Incidence:

1/299 : Haiti

1/1000 : Afrique du Sud
1/3186: USA

Europe: ESC PPCM-Registre

AR ¢

EURObservational Research Programme:
a worldwide registry on peripartum
cardiomyopathy (PPCM) in conjunction
M Patients enrolled with the Heart Failure Association of the
17 i European Society of Cardiology Working
g Group on PPCM
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Facteurs de risque
age maternel > 30 ans multiparite,
grossesse multiple obésite,
hypertension artérielle pré-éclampsie,
Race noire
30% sans aucun facteur de risque...



Physiopathologie ??

/ Cardiomyocyte \

Pituitary Gland
23kDa PRL
Iy Bl 16kDa PRL
O 2
A N
(a) Endothelial Cells
? Impaired \ Apoptosis, Capillary
Metabolism Dissociation, Vasoconstriction
ROS & 5 v -
ay
MnSOD | ¥ Impaired
A Microcirculation
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Postpartum- ‘
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Apport de I'échographie cardiaque

Dilatation ventriculaire (rarement pas
de dilatation)

Hypokinésie globale sans anomalie
localisée de la cinétique segmentaire

Amincissement du myocarde
VD (TAPSE), PAPS
IM par dilatation du VG

Elimine une péricardite et autres
causes +++

Recherche de thrombus intra cavitaire

Réduction de la FEVG (parfois normale
avec atteinte prédominante
diastoliaue)
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CMPP avec FE normale?

Peripartum Cardiomyopathy Presenting as

Diastolic Heart Failure

PERIPRATUM HEART FAILUREWITHNORMAL EJECTION FRACTION:
ANOVELENTITY IN THE SPECTRUM OF PERIPARTUM
CARDIOMYOPATHY

N.P. Aroral, N. Mahajan?, K. Ballapuram', A Kottam?, M. Toosi, L.C. Afonso?
Dept. of Internal Medicine, Wayne State University School of Medicine, Detroit
Medical Center, Detroit, MI, USA, “Dept. of Intemal Medicine, Division of
Cardiology, Wayne State University School of Medicine, Detroit Medical Center,

Detroit, MI, USA 11 cas en 6 ans

Objectives: To describe the clinical characteristics of patients with peripartum heart

failure (HF) without any evidence of systolic dysfunction.

Boclcrasnd- Cyrrent definition of peripartum cardiomvopathy (PPCM) is restricted to
=ft ventricular (L'V) systolic dvsfunction (gjection fraction EF <43%).
tum HF with normal ejection fraction (PHFNEF) are scarce.
tronic medical database {2006-2011) of a tertiary medical center was
dentify patients with PHFNEF (defined as EF >33%. meeting

iteria of HF, diagnosed one month prior to 5 months post-delivery).

lescribe a case of peri-  Graichen L. Wells, MD, PhD; Williom C. Litle, MD

diomyopathy due w0 From the Section on Cardiclogy, Wake Forest University School of Medicine,

ncrion. The padent  Winston-Salem, NC

varenm wirh elone and

nd adjudication of confirmed cases by a board-certified cardiologist,
eristics, echocardiograms and outcomes of these patients were then
msecutive age-matched controls, with traditionally defined PPCM (EF

A

| Results: A total of 23 patients with PHFNEF were identified. Exclusion of patients

Piercarlo Ballo," Irene Betti,' Giuseppe Mangialavori,' Leandro Chiodi,'
Gherardo Rapisardi,” and Alfredo Zuppiroli*

Peripal.'tmn Cardiom}'npath}' Presenting with Predominant Left [ith PHFNEF secondary to hypertension (n=9), preeclampsia (n=1) and diabetes-
Ventricular Diastolic Dysfunction: Efficacy of Bromocriptine

nellitus (n=2) vielded 11 patients (Group I). Appropriate age-matched traditional
PCM controls identified during the same time window, formed Group 1T {(n=16).
atients with PHFNEF had significantly lower B-type-natriuretic peptide (BNP),
vstolic and diastolic LV dimensions, Tei Index, likelihood of having pulmonary
vpertension, left-atrial size, and incidence of HF decompensation during delivery (all

I CASE REPORT

Peripartum Heart Failure Caused by Left Ventricular Diastolic Dysfunction

Felix J. Rogers, DO
Sarah Cooper, DO

p values <0.03). They also exhibited relatively attenuated F’mitral annular velocities.
No difference in time of presentation was observed. At follow-up, these patients were
more likely to be in lower NYHA functional class.

Conclusions: Peripartum HF with preserved systolic function is a distinct entity that
merits recognition and inclusion into the larger spectum of peripartum
cardiomyopathy.
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From: LONGITUDINAL SYSTOLIC STRAINPROFILES IN PERIPARTUM CARDIOMYOPATHY
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Le strain est modifié dans la MCPP méme si la FE est normale
(detection des formes frustres ou précoces ?)

Marian Mocanu. J Am Coll Cardiol.2015;65 (10_S)



Exemple: MCPP a FEVG préservée
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Autres examens complémentaires

* |RM cardiaque + rehaussement Gadolinium:
Rehaussement +: valeur diagnostic, pronostic

Mesure diametre, FE, thrombus

* Biopsie myocardique: Oubliez la biopsie
myocardique ?
Selon le moment pendant lequel on réalise |la biopsie dans

I"histoire de la maladie ou suivant I'endroit ou il est effectué,
les résultats histologiques sont tres variables

ge-g P JOHSG RS8N O]
IPFPeriprartuiir hhaenrt discecase: an endomyocardial Bhiopsy

M S ARSI St = M Ch §J €I . S Dd.v E» AT 1T



Rehaussement tardif apres
injection gadolinium

J
O

Rehaussement

Intra-myocardique

MCPP

Rehaussement
Sous-épicardique
Ex: myocardite.

Rehaussement
Sous-endocardique
Ex: infarctus.




Pronostic: risque mort subite

7

Mortalite
5%-50%
(6 mois)

MCPP

facteurs de mauvais pronostic:

variables

50%
Guérison

totale
(6 mois)**

20-30%
Guérison
partielle

NN

50-100%
Récidive

Bahloul, Ann Fr Anesth Reanim 2009

J Am Coll Cardiol 2011,;58659—-670.

J Am Coll Cardiol2015;66:905-914.
Eur J Heart Fail 2012;14:895-901






Patient with symptomatic®* HFrEF® Bl Class 1
Class lla

Therapy with ACE-I* and beta-blocker
(Up-titrate to maximum tolerated evidence-based doses)

Still symptomatic
and LVEF <35%

Add MR antagonist®*
(up-titrate to maximum tolerated evidence-based dose)

Still symptomatic .
and LVEF <35%

Yes |
If v v

Able to tolerate Sinus rhythm, Sinus rhythm,"
ACEI (or ARB)" QRS duration =130 msec HR =70 bpm

ARNI to replace 21V Yneed for DRl
ACE-I CRIE

These above treatments may be combined if indicated

-

Resistant symptoms

Yes l l No ]

Consider digoxin or H-ISDN No further action required
or LVAD, or heart transplantation Consider reducing diuretic dose

If LVEF <35% despite OMT
or a history of symptomatic VT/VF, implant ICD
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Current Cardiovascular Therapy

Overall Management

Karen Sliwa @ European Heart joumal (2011) 32. 3147-3197 ESC GUIDELINES
o surarian dol: 10109 eurheartyetr 218
John Anthony Editors G

C d - D ESC Guidelines on the management of

a r I a c ru g S cardiovascular diseases during pregnancy

. P The Task Force on the Management of Cardiovascular Diseases
I n reg n a n Cy during Pregnancy of the European Society of Cardiology (ESC)
Endorsed by the European Society of Gynecology (ESG), the Association for

European Paediatric Cardiology (AEPC), and the German Society for Gender
Medicine (DGesGM)

Authors/Task Force Members: Vera Regitz-Zagrosek (Chairperson) (Germany)®,
Carina Blomstrom Lundgqvist (Sweden), Claudio Borghi (Italy), Renata Cifkova
(Czech Republic), Rafael Ferreira (Portugal), Jean-Michel Foidart! (Belgium),

J. Simon R. Gibbs (UK), Christa Gohlke-Baerwolf (Germany), Bulent Gorenek
(Turkey), Bernard lung (France), Mike Kirby (UK), Angela H.E.M. Maas

(The Netherlands), Joao Morais (Portugal), Petros Nihoyannopoulos (UK),
Petronella G. Pieper (The Netherlands), Patrizia Presbitero (Italy),

Jolien W. Roos-Hesselink (The Netherlands), Maria Schaufelberger (Sweden),

Ute Seeland (Germany), Lucia Torracca (Italy).

ESC Committee for Practice Guidelines (CPG): Jeroen Bax (CPG Chairperson) (The Netherlands),

Angelo Auricchio (Switzerland), Helmut Baumgartner (Germany), Claudio Ceconi (ltaly), Veronica Dean (France),
Christi Deaton (UK), Robert Fagard (Belgium), Christian Funck-Brentano (France), David Hasdal (Israel),

Arno Hoes (The Netherlands), Juhani Knuuti (Finland), Philippe Kolh (Belgium), Theresa McDonagh (UK),

Cyril Moulin (France), Don Poldermans (The Netherlands), Bogdan A. Popescu (Romania), Ze§ko Reiner (Croatia),

Udo Sechtem (Germany), Per Anton Sirnes (Norway), Adam Torbicki (Poland), Alec Vahanian (France),
Stephan Windedker (Switzerland).

@ Springer




Traitment Médical de I'IC en
péripartum

Effect
Sur

foetus

Effect
Sur

foetus

Non Pregnant

(cardiomyopathy) [ Early Pregnancy ]

[ Late Pregnancy ] [ Postpartum

Diuretics
Hydralazine
Beta Blocker

According to
standard heart
failure guidelines

Diuretics Diuretics
Hydralazine Ace-inhibitor
Beta Blocker Beta blocker



Traitement Medical de I'IC aigue et
chronique chez la femme enceinte

Medical Management of Chronic Heart Failure in Pregnancy

Drug/Class Furpose Comment
DIURETICS
Generally reserved for treatment of |Can result in uteroplacental hypoperfusion,
Furosemide pulmonary oedema oligohydramnion, milk production can be
reduced.
Use of lowest possible dose FDA class C*
H?rdr_m:hlﬂr& Diuretic Oligohydramnion, FDA class B
thiazide
VASODILATORS
Commonly used oral
antihypertensive agent in pregnancy |Demonstrated efficacy in hypertension
Hydralazine
Can be substituted for ACE inhibitor |Risk of hypotension; FDA class C
during pregnancy

*U.5. Food and Drug Administration (FDA) class: A (controlled studies show no risk), B {no evidence of human risk in
controlled studies), C (risk cannot be ruled out), D (positive evidence of risk), X (contraindicated in pregnancy). ACE
angiotensin converting enzyme; ARB angiotensin receptor blocker; IUGR infrauterine growth retardation; SVR
systemic vascular resistance



Traitement Medical de I'IC aigue et
chronique chez la femme enceinte

Drug/Class

Purpose

Comment

Can be used with hydralazine if needed, FDA

Amlodipine Alternative to ACE inhibitor in pregnancy class '3|
Nitrates M!ght be used to treat decompensated heart Bradycardia, FDA class B

failure

BETA BLOCKERS
. . . Controlled studies in pregnant women not

Carvedilol, Essential component o chronic heart failure available. Risk stratification.

therapy
tﬂgﬁ;gl Agents that are beta-1 selective are preferable Can cause IUGR, bradycardia in fetus;

: . Infants born to mothers taking beta-blockers

Atenolol Beta-blockers should be continued throughout should be observed for at least 72 h after birth.

pregnancy

FDA class C

*U.5. Food and Drug Administration (FDA) class: A (controlled studies show no risk), B (no evidence of human risk in
controlled studies), C (risk cannot be ruled out), D (positive evidence of nisk), X (contraindicated in pregnancy). ACE
angiotensin converting enzyme; ARB angiotensin receptor blocker; IUGR infrauterine growth retardation; SVR
systemic vascular resistance




Traitement médicamenteux IC et
grossesse: Données du registre ROPAC

ational Joumal of Candolugy 177 (2014) 124
Contents lists avadable at ScienceDirect

International Journal of Cardiology

journal hamepage: www.elsevier.com/locate/ijcard

Cardiac medication during pregnancy, data from the ROPAC

Titia P.E. Ruys *, Aldo Maggioni ”, Mark R. Johnson ¢, Karen Sliwa “, Luigi Tavazzi®,
Markus Schwerzmann’, Petros Nihoyannopoulos #, Mirta Kozelj *, Ariane Marelli ,
Uri Elkayam’, Roger Hall ¥, Jolien W. Roos-Hesselink **

3500 P

3300

L W Without beta blockers

m With beta blockers

Birth weight (grams)
fad
=
=

Total WHO1 WHO 2 WHO 3

Birth weight in patient with and without beta-blockers per WHO class adjusted for gestational age,
smoking, fetal sex, matemal age, diabetes and pre-eclampsia.



Traitement Medical de I'IC aigue et
chronique chez la femme enceinte

Drug/Class Purpose Comment

ACE-INHIBITORS & ALDOSTERONE ANTAGONISTS

Antiandrogenic effects, oral clefts;
Spironolactone, L : : .
Epleronone Frolong survival in selected heart failure patients |Wo data fo support safety in pregnancy

FDA class D
All ACE-inhibitors & Renal dysplasia, growth retardation, ossification
Angiotensin 1l Prolongs sunvival in heart failure patients disorder of skull, intrauterine fetal death; FDA
receptor blocker class D

*U.5. Food and Drug Administration (FDA) class: A (controlled studies show no risk), B (no evidence of human risk in
controlled studies), C (risk cannot be ruled out), D (positive evidence of nisk), X (contraindicated in pregnancy). ACE
angiotensin converting enzyme; AREB angiotenzin receptor blocker; IUGR  infrauterine growth retardation; SWVR
systemic vascular resistance




48% des nouveaux-nés exposés aux IEC-et 87%
exposés aux ARAIl: pas de complications (P< 0.0001).

1%

Death, miscarriage or intrauterine fetal death | ———
Cerebral complications jmmr——
Intrauterine growth retardation | ——"
Limbs defects | s
Hypocalvaria | 1 *
Persistent patent ductus arteriosus Botalli |pr—
Respiratory distress syndrome | G
Pulmonary hypoplasia mmmr—— *
Arterial hypotension |EEE——
Renal failure or need for dialysis | %
ANUTIE | *
Oligohydramnios | — S

newborns without any complication | ——

Ll L) AJ L} L) L] Ll 1

0 10 20 30 40 50 60 70

) % Infants with complication
Bullo M et al. Hypertension 2012;60:444-450

HEl Angiotensin converting enzyme inhibitors
[ Angiotensin receptor blockers




Traitement Medical de I'IC aigue et
chronique chez la femme enceinte

Drug/Class Purpose Comment

v Not considered first-ine therapy for heart |+ Generally considered safe, serum levels
Digoxin failure in pregnant patients unreliable in pregnancy
+ No improvement in mortality v FDAClass C

Risk/benefit ratio needs to be discussed wih
the patient for freatment and prophylactic
anticoaguiation In severe feft ventricular
dysfunction

o First trimester teratogenesis
+ [Josing I complicated in pregnancy
v FDAclass X ( contraindicated)

Warfarin




Contre-indication a la grossesse

Conditions in which pregnancy risk is WHO IV
(pregnancy contraindicated)

* Pulmonary arterial hypertension of any cause

* Severe systemic ventricular dysfunction (LVEF <30%, NYHA. llI-V)

* Previous peripartum cardiomyopathy with any residual impairment of

left ventricular function

+ Severe mitral stenosis, severe symptomatic aortic stenosis

* Marfan syndrome with aorta dilated >45 mm
* Aortic dilatation >50 mm in aortic disease associated with bicuspid
aortic valve

* Mative severe coarctation




Mode of Présentation: Aigue,
présentation dramatique
nécessité de support circulatoire

European Joumal of Heart Fadlure (2016) REVIEW
EUTOTE AN doi: 107002 /ejhf 586

SOCIETY O
CARDNON O ™

Current management of patients with severe
acute peripartum cardiomyopathy: practical
guidance from the Heart Failure Association of
the European Society of Cardiology Study
Group on peripartum cardiomyopathy

Johann Bauersachs’.'.* Mattia Arrigo?.3.', Denise Hilfiker-Kleinerl,

Christian Veltmann?!, Andrew }J.S. Coats?4, Maria G. Crespo-Leiro5,

Rudolf A. De Boer?, Peter van der Meer?®, Christoph Maack?, Frederic Mouquet®,
Mark C. Petrie?, Massimo F. Piepoli'?, Vera Regitz-Zagrosek7,

Maria Schaufelberger'?, Petar Seferovic?3?, Luigi Tavazzi'?, Frank Ruschitzka3,

Alexandre Mebazaal®, and Karen Sliwalé

' Deparemene of Cardiclogy and Angiclogy. Medical Schaol Hannover, Hanscoeer. Garmany, * Departnene of Cardiclogy. AP-HP. Laribonidrs University Hospital, Paris, Framce:
TDuparvrent of Cardiclogy. Univarsioy Heart Coanter, Unteersicy Hospiral Zurich, Zurich, Seitzertand. ‘Mlocssh-Waerwick Allance, Monash Universicy Acstralia sed University of
Warwick, UK: *Cardiology Service. Complexo Hospitalarico Universitario A Corufta. La Corufa. Spairc *Deparsment of Cardology. Universiny Medical Center Gronmgen.
Gromngen. The Necherfands: 7 Klimik fur imnere Medizm I, Universzatskimiloss des Ssarfandes. Homburg. Germany: * Department of Cardiciogy. Polycinigue du Bots. Lille.
France; " Departmers of Cardiclogy. Golden Jubfiee Natonal Hospmal and Ghsgow University. Glasgow. UK: " Departmens of Cardiology. Gughelmo da Sabceco Hospxal,
Placenza. laly: ' Tinsuouce of Gender o Medicme, Charive Universitascsmediom Berfin, and German Cemer for Cardiovascular Research. Berlin, Germany: ! Secoon of Acuve and
Cardovascular Medicme, Deparsmens of Molecular and Clhimecal Medicine. Insutwme of Medone. Sahigressika Acadermy. Unversity of Godhenbarg, Sabigrenska University
Hospral!Oscra, Gothanburg, Sweden;, "Usiversity Madical Center. Belgrade, Serbix "*Maria Cecilia Hongitd, Grupeo Villa Maria Care and Research, Emtore Sarasvini Healoh
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AHF during pregnancy

v

Induction of lung maturation > 23+5 weeks
initiated if possible before patient transfer to tertiary center

v

Meeting of the Task force for AHF in pregnancy
goal: = 15 minutes
members: cardiologist, obstetrician, neonatologist,
anesthesiologist, cardiac surgeon, operating room coordinator

v

Status and prognosis of the foetus

Foetus non-viable

Foetus viable

v

Parents wish

Maternal and foetal status

Delivery Delivery Pregnancy continued

v v v

Maximal HF therapy
Supportive psychotherapy

Maximal HF therapy Monitoring maother/foetus
Tailored HF therapy
Consider advanced AHF therapy

Figure 1 Example of prespecified protocol of interdisciplinary work-up for acute heart failure (AHF) during pregnancy (modified from the
protocol of the Medical School Hannover).
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Currenmntc rmmanmnagerment of patients with severe
acute peripartunrn cardiormyopatcthy: pracocical
suidamnce from thhe Heartce Failure Associatiomn of
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Initial evaluation

Assess cardiopulmonary distress

SBP = 90 mmHg; HR = 130/min or < 45/min
RR = 25/min; Sp02 < 90%
Lactate > 2.0 mmol/L; ScvO2 < 60%
Altered mental state; cold skin; oliguria {< 0.5 ml/ka/min}

Confirm diagnosis

ECG

Blood tests incl. natriuretic peptides
Echocardiography, lung ultrasound
Consider additional tests to exclude differential diagnoses

t/\b

Severe PPCM with cardiopulmonary distress

PPCM without cardiopulmonary distress

Optimize preload
Volume vs. diuretics; vasodilators if SBP =110 mmHg

Optimize oxygenation
Consider NIV, invasive ventilation if SpO2 <95%

Add inotropes and/or vasopressors
Consider levosimendan 0.1 mecg/kg/min during 24 h

Antepartum - Postpartum
v Y
HF therapy HF therapy
Hydralazine ACEi (or ARB)
Nitrates BB
BB {metoprolol) Spironolactone
Consider diuretics Diuretics

Urgent delivery (caesarean section)

l

Consider ivabradine

v

Consider bromocriptine (2.5 mg bid)

Consider delivery

(vaginal delivery with PDA)

Consider bromocriptine

(2.5 mg bid)

A

A~

L]

Consider mechanical circulatory support
if refractory cardiopulmonary distress

Consider WCD therapy

ifLVEF = 35%

Y

v

Recovery?

P S

Continue HF therapy
for 2 12 months after recovery of LV-function

Transplantation

Weaning

Figure 2 Algorithm for initial management. BB, beta-blocker; HF, heart failure; HR, heart rate; NIV, non-invasive ventilation; PDA, peridural
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Risque de Mort subite et PPCM

European Journal of Heart Failure (2014)
EUROPEAN doi:10.1002/ejhf.188

SOQCIETY OF
CARDIOLOGY *

Risk for ventricular fibrillation in peripartum
cardiomyopathy with severely reduced left
ventricular function—value of the wearable
cardioverter/defibrillator

David Duncker'*, Arash Haghikial, Thorben Konig!, Stephan Hohmann1,
Klaus-Jirgen Gutleben?, Ralf Westenfeld?, Hanno Oswald!, Helmut Klein4,
Johann Bauersachsl, Denise Hilfiker-Kleinerl, and Christian Yeltmann

' Department of Cardiclogy and Anglology, Hannover Medical School, Carl-Neuberg-Strasse 1, Hannover, Germany; 2Department of Cardiology, Heart, and Diabetes Centre

Morth Rhine—Westphalia, Ruhr University Bochum, Bad Oeynhausen, Germany; ? Division of Cardiclogy, Pulmonalogy, and Vascular Medicine, Medical Faculty, Universicy
Dussaldorf, Disseldorf, Germany; and *University of Rachester Madical Centra, Heart Research Follow up Program, Rochester, NY, USA



Wearable cardioverter/defibrillator as « Bridge-
to-Decision »
for ICD/CRTD-Implantation

N %
-

Q0 O O
:;’.V.U.

3 a 6 mois maximum

Diagresis Imonth  2months 3 menths last follow-up

Figure 1 Trends for left ventricular ejection fraction (EF) per
patient during follow-up (diagnosis, 1 month, 2 months, 3 months,
and last follow-up). * timing of and patients with wearable
cardioverter/defibrillator (WCD) shock.

Duncker et al., EJHF, 2014



Resynchronisation

FEVG<35% sous traitement médical optimal

(3- 6 mois)

BBG

PPCM: pas d’études larges

2 cas rapportés

Mouquet F. Eur J Heart Fail 2012;14:526—529.



Recommandations avant nouvelle
grossesse???

Subsequent pregnancy is not recommended
if LVEF does not normalize in women with

PPCM.

* Clsi FEVG < 50%

 Déconseillée méme si FE normale (20%
récidive)



Conclusion

* Prise en charge multidisciplinaire
LES HEROS DES TEMPS MODERNES

Tous unis pour sauver des vies

 Données épidémiologiques: registre
maghrébin
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