Selected Cardiac Disease in Pregnancy

I. Mitral Valve prolapse

a. Epidemiology

i. Occurs in up to 5% of pregnancies
b. Pathophysiology

i. Prolapse of the mitral valve into the left atrium during systole

c. History

i. Often asymptomatic

d. Clinical findings

i. Mid to late systolic click

e. Diagnosis

i. Echocardiography

f. Treatment

i. None required

ii. Subacute bacterial endocarditis prophylaxis

iii. Beta-blockers

g. Outcome

i. Pregnancy is not affected

II. Mitral Stenosis
a. Pathophysiology

i. Incomplete opening of a fibrotic mitral valve during diastole, with left atrial distension and impaired filling of the left ventricle

b. History

i. Chest pain, palpitations, weakness, fatigue

ii. Of pulmonary congestion and decreased cardiac output

c. Physical 

i. Diastolic, rumbling low-pitched over the apex. Accumulated S1, opening snap

d. Diagnosis

i. Echocardiography

e. Treatment

i. Beta-blockers

ii. Anticoagulation

iii. Diuretics

iv. Bacterial endocarditis prophylaxis recommended during labor and delivery

III. Rheumatic Heart Disease
a. A common cardiac disease in pregnancy, the most common cause of acquired cardiac disease in pregnancy
b. It may affect any valve, but is most often associated with mitral stenosis (90%)

c. Complications
i. Increases risk of maternal thromboembolic disease, subacute bacterial endocarditis, congestive heart failure, atrial fibrillation, and pulmonary edema

IV. Maternal Cardiac Dysrhythmias
a. Most common dysrhythmias is paroxysmal atrial tachycardia

b. Atrial fibrillation is associated with mitral stenosis

V. Peripartum Cardiomyopathy (PPCM)
a. Epidemiology

i. 1 in 3000-4000

b. Etiology

i. Viral myocarditis

c. Pathophysiology

i. Ill-defined cardiomyopathy associated with pregnancy, occurring either at the last month of pregnancy or within the first six months postpartum

d. Risk factors

i. African American 

ii. Multiparous

iii. Increased age (>30 years)

iv. History of twins

v. History of pre-eclampsia
e. Diagnosis

i. Echocardiography: cardiomegaly

f. Treatment

i. Bed rest

ii. Anticoagulation

iii. Digoxin

iv. Diuretics

g. Prognosis

i. Favorable prognosis with return to normal heart size to normal 6 months after diagnosis (in 50%)

ii. Increased risk of mortality with persistent cardiomegaly (10-50%)

VI. Marfan’s Syndrome
a. Epidemiology

i. Uncommon

b. Pathophysiology

i. Inherited autosomal dominant trait resulting in connective tissue abnormalities

c. Manifestations (signs and symptoms)

i. Aortic aneurysm

ii. Ectopia lentis

iii. Long extremities

iv. Dyspnea

v. Chest pain

vi. Aortic diastolic murmur

vii. Midsystolic click

d. Complications

i. Maternal aneurysm rupture: mortality up to 50%

ii. Fetal/neonatal inheritance: 50%

VII. Approach to the Pregnant Cardiac Patient
a. General guidelines

i. Avoid conditions of excess stress to the workload of the heart throughout pregnancy, delivery, and puerperium

1. Prevention and treatment of anemia

2. Prevention and treatment of infection 

3. Reduction of strenuous work and excess physical activity

4. bed rest

5. Attention to appropriate weight gain

6. Low salt diet

7. Lateral decubitis position

8. Avoidance of cesarean section delivery

9. Minimize stage II of labor (full cervical dilation [10cm] though infant delivery)

10. Pain/stress management

11. Postpartum: monitor for uterine autotransfusion

ii. Pharmacological: digitalis, loop and Thiazide diuretics, vasodilators: hydralazine, Beta-blockers, calcium-channel blockers

iii. Subacute bacterial endocarditis prophylaxis: American heart association genitourinary procedures

1. Standard regimen: Ampicillin, gentamycin, amoxicillin

2. Penicillin-allergic regimen: vancomycin, gentamycin

iv. Invasive cardiac monitoring: right and/or left heart, pulmonary catheterization

v. Corrective cardiac surgery

New York State Association Classification of Heart Disease

	Class I: No limitations. Ordinary physical activity does not cause undue fatigue, dyspnea, or palpitations

	Class II: Slight limitations of physical activity. Such patients are comfortable at rest. Ordinary physical activity results in fatigue, palpitations, dyspnea, or angina

	Class III: Marked limitation of physical activity. Although patients are comfortable at rest, less-than-ordinary activity leads to fatigue, dyspnea, palpitations, or angina

	Class IV: Symptomatic at rest. Symptoms of CHF are present at rest; discomfort increases with any physical activity


Class I and II: designated as low risk patients. General management necessitates increased rest at home only. Does not require invasive monitoring in labor; prognosis is good

Class III and IV: High risk patients that may require hospital admission for cardiac failure. Invasive monitoring during labor is required. Patients have a guarded prognosis.


Fetal and Neonatal Complications of Maternal Cardiac Disease

· Intrauterine growth restriction

· Low birth weight

· Preterm labor and Prematurity

· Congenital heart disease (1-5% risk)

