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ABSTRACT:  

Background: 

Peripartum cardiomyopathy (PPCM) is an extreme type of coronary heart failure that occurs during 

the 9th month of pregnancy or up to 5 months after delivery; it imposes stern requirements for 

anesthetic management. This narrative bibliography aims towards an updated source of knowledge on 

the anesthetic concerns and the handling techniques for the parturient ladies diagnosed with PPCM 

particularly hoping to enhance the maternal as well as the fetal outcomes through interdisciplinary 

care.  

Objectives:  

To identify the primary issues in the peripartum period, which involves two sections including the 

assessment in peripartum period following evaluation of present guidelines and improvement in 

present enhancements of outcomes in discipline of anesthesiology and cardiology regarding PPCM.  

Methods:  

A specific literature review was conducted in the area of research, scientific initiatives and 

professional opinions up to and including 2024. Health information databases including PubMed, 

Scopus, as well as current medical guidelines have been systematically searched to obtain the most 

updated information on the management of PPCM.  

Results:  

The review identifies important steps for the control of PPCM, inclusive of: 

1. Preoperative Assessment: Concentrating on comprehensive cardiologic appraisal, including with 

the help of a cross-functional team, echo-cardiography, serum and biomarkers analysis and 

comprehensive records ad Infinitum.  

2. Anesthetic Strategies: Subcutaneous and general anesthesia seem to be less advantageous compared 

to regional anesthesia, since the latter helps maintain the patient’s blood pressure levels. This paper 

presents various speculations on approving the relief of exertions pupils ’analgesia and probing the 

decision-making process regarding the mode of delivery.  

3. Intraoperative and Postpartum Management: Suggestions for further patient surveillance and 

monitoring of the volume of fluid status as well as recommendations concerning the use of inotropes 

and vasopressors. Stemming from postpartum care, initial risks inclusive of arrhythmias and coronary 

heart failure deterioration is detected early with follow-ups provided by both the cardiologists and 

obstetricians.  

Conclusion:  

Hence, the use of this optimised approach to parturient ladies with PPCM involves a mixed research, 

advanced Cardiac Care alongwith anesthetic perception to follow an evidence based approach. It is 

crucial to admit that future research should address existing deficiencies in information, primarily, the 

creation of new therapeutic approaches and the use of effective monitoring tools to increase patients ’outcomes. 

 

Introduction 

Peripartum cardiomyopathy (PPCM) is defined as the 

onset of heart failure in the last month of pregnancy to five 

months postpartum when no other recognized causes like 

Coronary Artery Disease (CAD), significant valvular 

disease or Congenital Heart Disease (CHD) exist1 This 

condition raises several difficulties in the practice of 

obstetric and anesthetic care because of the sudden onset, 

clinical signs that are life-threatening to the mother and 
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the baby, and the crucial requirement of an early and 

accurate interdisciplinary approach.  

The occurrence of PPCM is not uniform across countries 

and is categorized between 1/1000-1/4000 of all live 

births; however, developed countries have established a 

higher ratio due to high prevalence of hypertension and 

malnutrition2. Research show that, PPCM impacts about 

0.14% of the pregnancies in the United States, though; 

there is disparity among the races and ethnicities. 

Research revealed that African-American women are 

most vulnerable where incidence rates could be as high as 

five times the figure recorded in Caucasian women3. The 

other associated risk factors include past history of 

preeclampsia, family history of cardiomyopathy and 

parous women particularly those who are multigravida4.  

In terms of the disease’s mechanism, genetics, 

autoimmunity, and viruses are presumed to be major 

determinants, though its precise nature remains elusive. 

The titin gene (TTN) associated with animal and human 

myocardial structure and function mutations have been 

identified as well as the adrenoceptor beta-1 gene 

(ADRB1) affecting myocardial contractility and heart rate 

regulation. Such genetic changes indicate the hereditary, 

and with precursors related to viral illnesses or 

autoimmune disturbance5. Further, inflammation plays a 

crucial role in PPCM development since biochemical 

analysis of the affected individuals ’blood often reveals 

high levels of TNF-α and IL-6 cytokines6. Such immune 

activation results in myocardial inflammation, apoptosis, 

and progressive ventricular dysfunction worsening the 

clinical picture of PPCM. PPCM may cause symptoms 

related to heart failure, which include dyspnea, fatigue, 

peripheral oedema, and hepatic dysfunction with features 

of congestion, such as ascites7. By far the most significant 

amount of data in diagnosing PPCM will involve an 

echocardiographic documentation of left ventricular 

systolic dysfunction, which involves an LVEF of below 

45%, with rule out of other cardiomyopathies8. Plasma or 

serum BNP or NT-proBNP is useful in both diagnosing 

and monitoring the severity of PPCM since increased 

levels correlate with the severity of heart failure9. 

Additional applications of advanced imaging algorithms, 

like cardiac MRI, to evaluate myocardial viability and 

extent of fibrosis are beneficial in determining prognosis 

and therapeutic management. Particular attention should 

be paid to the assessment of PPCM patients before the 

surgery to ensure proper cardiac function and minimize 

perioperative complications. The aspects of this 

assessment are collection of clinical data and history, the 

physical examination, and detailed echocardiographic 

examination of ventricular function and diastolic 

properties. Heart failure severity can be measured by the 

help of biomarkers, mainly BNP and NT-proBNP9. The 

patient’s individualized management plan should involve 

a team made up of obstetrician, cardiologist, and 

anesthesiologist. This plan should include risk-

stratification, optimisation of cardiac therapy, and what 

should be done in the event of complications. In addition, 

specific interventions focused on the optimization of 

PPCM include optimizing the patient’s fluid balance, 

titrating heart failure medications, and counseling patients 

about the risks that are associated with pregnancy and 

delivery10. 

The decision for anesthesia in PPCM should ensure 

adequate care is taken in handling a patient’s cardiac 

state11. Regional anesthesia especially epidural or 

combined spinal-epidural anesthesia is commonly used 

because of its effect of decreasing sympathetic tone and 

myocardial oxygen demand thus reducing the risk of 

myocardial ischemia. But, it should be used judiciously so 

that sympathetic blockage is not overdone and there is no 

hypotension. If regional anesthesia is putting off or not 

feasible, then, general anesthesia should be administered 

with special regard for the doctor’s rapid sequence 

induction to avoid aspiration. Achieving and maintaining 

a stable blood pressure and cardiac output is essential for 

the patient utilising vasopressors and inotropes namely 

dobutamine or norepinephrine during the induction and 

maintenance phases12.  

It is recommended to monitor the client’s rate and rhythm 

of cardiac function during the intraoperative period. 

Standard continuous and intermittent monitoring consist 

of electrocardiography, non-invasive blood pressure, 

pulse oximetry and capnography or end-tidal CO213 . 

Other complicated signs, which may include invasive 

arterial lines as well as CVP that is utilized in management 

of fluids together with cardiac filling pressures14.  

Hemodynamics management consist of efforts to maintain 

the optimum balance of fluids that will not overload the 

heart yet will fill the heart enough to pump enough blood. 

Specifically, inotropes and vasopressors are given to 

optimize cardiac output12, and systemic vascular 

resistance that is essential in stabilizing many patient’s 

hemodynamics. 
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The postpartum period represents another sensitive phase 

of PPCM patients ’life since they experience higher levels 

of cardiac loads resulting from the reduction in blood 

volumes and changing hormones. It is recommended that 

the mother should be closely monitored in the early period 

after giving birth by maintaining electrocardiogram, the 

use of heart failure treatments as well as close observation 

of the patient for the development of complications such 

as arrhythmias and thromboembolism. Follow-up 

management entails serial echocardiography in the 

assessment of ventricular function and periodic 

monitoring of biomarkers as a check of the status of heart 

failure. Exercise testing and exercise training, together 

with lifestyle changes, are crucial in the cardiac 

rehabilitation as it is aimed at improving the general 

cardiovascular status and functional capacity15. Education 

regarding future pregnancies is critical as it includes talks 

on recurrence risks and the conception of a new plan for 

birth control.  

The ACOG and AHA guidelines present quite a 

comprehensive reference for the management of PPCM16. 

It should be noted that early recognition of HF, the 

participation of numerous specialists, and the 

implementation of GDMT are key in these guidelines. 

Therapies include ACE inhibitors, beta-blockers, and 

diuretics to enhance cardiac function; and the monitoring 

of the mother’s and fetus’s status during pregnancy and in 

the postpartum period17. This is in relation to the 

guidelines that require development of patient-specific 

care plans due to the diverse risks and characteristics of 

each PPCM patient.  

The management of parturient women with PPCM is a 

arduous task because it must consider the pregnancy 

physiology and cardiac pathology. The cardiovascular 

system of pregnant women changes in the course of 

pregnancy, and the increase in blood volume, cardiac 

output, and heart rate can worsen the PPCM patients ’

condition18. Consequently, anesthetic care of the pregnant 

woman must be well-coordinated and planned to avoid 

alteration of the maternal and fetal hemodynamic stability 

and cardiotoxic effect on the heart.  

Proper management requires inputs from an Obstetrician, 

a cardiologist and an anesthesist all working as a team19. 

This is to reduce risks that are associated with anesthesia 

and surgery and which include regional anesthesia, proper 

fluid balance and high risk monitoring. Newer 

developments in managing cardiac diseases and 

administration of anesthesia present possibilities of 

enhancing the results of the critically ill and higher risk 

patients. Thus, this review intends to expand on these 

strategies and present up-to-date information on their 

applicability by identifying directions for further research 

and enhancement of parturient affected women’s care.  

Materials and Methods 

This review is based on a comprehensive analysis of 

current literature, clinical guidelines, and expert opinions 

regarding the anesthetic management of parturient women 

with peripartum cardiomyopathy (PPCM). The 

methodology for this review is detailed below: 

Literature Search 

Databases and Sources: 

A systematic literature search was conducted using the 

following databases: 

- PubMed 

- Scopus 

- Cochrane Library 

- Google Scholar 

Search Terms: 

Key search terms included: 

- "Peripartum cardiomyopathy" 

- "PPCM" 

- "Anesthetic management" 

- "Cardiac anesthesia" 

- "Pregnancy" 

- "Maternal outcomes" 

- "Fetal outcomes" 

- "Regional anesthesia" 

- "General anesthesia" 

- "Inotropic support" 

- "Hemodynamic monitoring" 

Data Extraction and Synthesis 

Study Selection: 

Two reviewers independently screened titles and abstracts 

for relevance. Full-text articles were then assessed for 
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eligibility based on the inclusion and exclusion criteria. 

Discrepancies were resolved through discussion and 

consensus. 

Data Extraction: 

Relevant data were extracted using a standardized form, 

including: 

- Study design 

- Population characteristics 

- Anesthetic techniques used 

- Hemodynamic monitoring methods 

- Pharmacologic interventions 

- Maternal and fetal outcomes 

- Key findings and conclusions 

Data Synthesis: 

Data were synthesized qualitatively to provide a narrative 

summary of current practices, challenges, and 

recommendations in the anesthetic management of 

PPCM. Comparative analysis of different anesthetic 

techniques and monitoring strategies was performed to 

highlight their relative advantages and limitations. 

Quality Assessment 

The quality of included studies was assessed using the 

following criteria: 

- Methodological rigor 

- Sample size 

- Validity and reliability of measurement tools 

- Clarity and completeness of reporting 

- Potential for bias 

Clinical Guidelines: 

Current clinical guidelines and consensus statements from 

reputable medical organizations, such as the American 

College of Obstetricians and Gynecologists (ACOG), the 

American Heart Association (AHA), and the Society for 

Obstetric Anesthesia and Perinatology (SOAP), were 

reviewed to align the findings with standard clinical 

practices. 

Expert Opinions: 

Consultations with experts in cardiology, anesthesiology, 

and maternal-fetal medicine were conducted to validate 

the findings and provide insights into emerging trends and 

challenges in the management of PPCM. 

Descriptive Statistics: 

Descriptive statistics were used to summarize the 

characteristics of the study populations, anesthetic 

techniques, and outcomes. 

Discussion 

PPCM poses numerous problems for anesthetic 

management because of its sudden onset and the extent of 

the cardiac involvement it causes20. While it is crucial to 

maintain mothers ’hemodynamic stability, there is also a 

need to avoid any harm to the fetus, which makes the 

process very fragile, and therefore requiring synergy 

involving multidisciplinary personnel. 

For Parturient women with PPCM, regional anesthesia, 

epidural and spinal; techniques in particular, are most 

preferable as it can help maintain haemodynamic stability 

and excludes respiratory and cardiovascular depressant 

effect of general anesthesia. Research has also confirmed 

that regional anesthesia is safe in PPCM patients and 

offers satisfactory clinical outcomes21.  

On that account one of the significant benefits of regional 

anesthesia is its capacity to supply adequate analgesia and 

anesthesia when the patient’s systemic exposure to drug is 

limited and this will be of great importance in cases such 

as PPCM where the heart’s functionality is altered22. In a 

key study, Iddrisu M et al showed that regional anesthesia 

was safe mainly due to lesser incidence of severe 

hypotension and requirement of vasopressors as compared 

with general anaesthesia23. This is important because 

managing PPCM calls for ensuring that the patient’s blood 

pressure does not shoot; hence, vasopressor use should not 

hike myocardial oxygen demand.  

According to epidemiologic studies, specific groups of 

patients are more susceptible to PPCM such as the African 

American women who are at a higher risk of experiencing 

the worst effects of general anesthesia because of 

hypertension and obesity. African-American women in 

particular have PPCM risks ranging from 3 to 5 times of 

that of Caucasian women which supports the opinion that 

anesthetic management should be based on the risk of the 

patient24.  

General anaesthesia though may sometimes be required, 

is hazardous to PPCM’s patients25. The agents used in the 

induction as well as maintenance of general anesthesia are 
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known to affect myocardial contractility and hence result 

in hemodynamic compromise. Research done on patients 

with PPCM confirmed general anesthesia increases the 

risk of cardiovascular incidents, especially hypotension 

and arrhythmia compared to other groups of patients26.  

For instance, Wolfe et al studied patient’s outcomes who 

were admitted with PPCM, requiring a cesarean section 

under general anesthesia and reported higher 

intraoperative complications than those in patients who 

received regional anesthesia27. This work underlined the 

necessity of the increased focus on the hemodynamic 

monitoring and the possibility of intensive intervention in 

case of the patients under general anesthesia. 

To the molecular level, the myocardial effect of general 

anesthetics can be detrimental in PPCM because of the 

already compromised functioning of the left ventricle. 

Some of the inhalational agents and intravenous 

anesthetics produce direct influence on myocardial 

contractility and systemic vascular resistance (SVR) and 

thus, potentially worsen cardiac dysfunction28. This 

means that there must always be a modulation of the 

anesthetic agents and constant observation of the patient’s 

hemodynamic status to avoid this.  

Comparing this noted data between the two techniques 

signifies to support regional anesthesia rather than the 

general one in PPCM patients because of the relatively 

fewer cardiotoxic effects and better control of 

hemodynamic factors29.  

The combined spinal-epidural anesthesia (CSE) is one of 

the most useful techniques in anesthetic management of 

parturient women with PPCM. This technique is 

characterized by fast induction of spinal anesthesia and 

focuses on the possibility to regulate the level of analgesia 

and anesthesia carefully like in epidural anesthesia30. 

Different authors, comparing CSE with other methods of 

patient positioning during labor, pointed out several 

merits of CSE in PPCM patients due to the ability to 

provide stable hemodynamics and the best maternal and 

fetal outcomes31.  

CSE enables the administration of adequate anesthesia 

and analgesia in a relatively shorter duration this is 

important during the process of labor and delivery in the 

clients with PPCM. The spinal component gives a 

concentrated mass that is needed for adequate analgesia 

while, on the other hand the epidural aspect enables 

postoperative modulation of the degree of anesthesia in 

accord to patient’s condition32. This dynamic control is 

proved to be extremely effective in the prevention of the 

cardiovascular changes of PPCM, for example, in the 

regulation of blood pressure, dampening the effect of 

sympathetic nervous system33.  

For example, meta-analysis by Svircevic et al have 

illustrated that compared to the conventional epidural or 

general anesthesia techniques CSE has been proved to be 

useful in reducing rate of the perioperative cardiovascular 

complications34. This reduced complication is due to the 

fact that CSE can deliver specific anesthesia with less 

amount of local anesthetic agents, hence reducing the 

impact on cardiac status. 

CSE’s pharmacokinetics and pharmacodynamics have 

been investigated on local anesthetics used in CSE 

involving PPCM patient’s myocardial function35. 

Persistent peripheral nerve blocks are generally obtained 

by local anaesthetics like bupivacaine and ropivacaine; the 

latter interferes with sodium channels in the peripheral 

nerves and light up nerve impulse conduction and blocks 

the sensory and motor operations. The sources report that 

the degree of myocardial contractility is reduced in 

patients with PPCM and thereby ventricular systolic 

function, which makes it important to control the level of 

local anesthetics penetrated into the blood trough systemic 

absorption in order to prevent the toxic effects caused by 

their interaction with the cardiac tissue.  

These comparisons have indicated that CSE allows better 

control on the depth and duration of anesthesia than using 

an epidural or a spinal one alone36. This precise control 

also minimizes the chances of causing harm to the whole 

body and making corrections when the health of the 

mother or fetus is  declining. Metabolic, as well 

as the mechanism of the elimination, of the local 

anesthetic has played an essential role in the designing of 

dosing regimens that will reduce cardiovascular 

complications while enhancing the efficacy of the drug in 

the management of acute pain37.  

The comparative data seems to justify the preference for 

combined spinal-epidural anesthesia in PPCM patients 

because of its capacity for maintaining a suitable 

hemodynamics status, sufficient pain relief as well as non-

systemic impact on the cardiac function. 

Preoperative preparation is crucial in PPCM management, 

and this involves assessing the patient’s individual risk 

factors. To achieve this, one needs to look at possible risk 
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factors and preferably, address them or at least know their 

management; secondly, to control the patient’s 

cardiovascular status in order to prevent a critical 

situation; third, to devise an anesthetic plan which would 

minimally harm the patient and the fetus38. This section 

focuses on the essential planning measures aimed at 

preoperative preparation and driven by epidemic and 

molecular findings.  

Assessment before surgery in the patients with PPCM 

includes a comprehensive cardiologic evaluation to detect 

the severity of LVEF reduction and presence of other 

factors that may affect anesthetic planning38. 

Echocardiography is a key component of this evaluation 

by furnishing specifics of LVEF, chamber size, and others 

in regards to congenital or acquired abnormalities. 

Patients with an LVEF below 45% are found to be at 

higher risk during the perioperative period, required 

hence, closer monitoring and intervention measures39.  

Apart from echocardiography, the assessment of serum 

biomarkers involves tissue characterization and using 

plasma brain natriuretic peptide (BNP) and N-terminal pro 

B-type natriuretic peptide (NT-proBNP). Increased levels 

of these markers reflect myocardial stress and severity of 

heart failure on patients; thus, risk stratification can be 

done on patients in order to come up with proper clinical 

interventions in the event of adverse outcomes. Chao et al 

in their study also established the fact that high BNP levels 

in PPCM patients are likely to predict poor survival 

outcomes thus meaning that biomarker assessment should 

be part of preoperative planning40.  

Risk Stratification and Interdisciplinary 

Collaboration:Risk Stratification and Interdisciplinary 

Collaboration:  

Risk stratification in PPCM refers to the process of 

evaluating the degree of cardiac dysfunction and the 

presence of other complicating factors in PPCM. This 

stratification determines the degree of preoperative 

preparation and intraoperative care that will be needed. 

Patients with severely reduced LVEF or severe 

arrhythmias or known thromboembolic disorders are best 

managed in conjunction with cardiologist, 

anesthesiologist and obstetrician where the plan of 

individual patient will be discussed and coordinated.  

Demographic features were shown to matter as evaluated 

by the epidemiologic data regarding the risk stratification. 

For example, PPCM appears to be more serious in African 

American women as compared with Caucasian women, 

suggesting that a more stringent preoperative preparatory 

process may be necessary since black women have more 

known comorbid conditions like high blood pressure or 

diabetes41. Other studies pointed out that the design of risk 

stratification systems should be based used separate 

clinical and demographic characteristics in order to 

optimize the prognosis in this risk group. 

Pharmacologic care of PPCM patients with reference to 

preoperative optimization is a paramount factor to reckon. 

Administration of beta blockers, ACE inhibitors and 

diuretics is usual in order to control cardiac function and 

minimize pre and after load. However, one needs to take 

particular care in managing these medicines and their 

impact of teratogenic effects specially in the post second 

trimester of pregnancy. Kim et al have used beta-blockers 

particularly carvedilol to improve the cardiac function and 

also reduce the signs of PPCM patients42.  

The favorable outcomes of beta-blockers in treating 

PPCM are independent of down regulation of adrenergic 

receptors and therefore decreased myocardial oxygen 

demand43. Research has found, polymorphisms of 

ADRB1 that affect the treatment by beta-blocker 

therapy44; these finding underline the potential for 

application of the concept of pharmacogenomics in 

optimizing of medication.  

Optimization of the preoperative status and risk 

assessment is important in anesthetic management of 

women with PPCM. Pregnant woman with cardiac 

diseases require detailed cardiologic evaluation according 

to clinical and demographic risk factors and 

pharmaceutical management to reduce maternal and 

perinatal morbidity and mortality45. 

Management of PPCM parturient women during surgery 

is important because the Obstetric Anaesthetists ’

Association recommends that the parturient’s standing 

blood pressure should be reduced by 10- 15% during 

labour and delivery46. Strategies that work center on 

managing maternal heart rate and rhythm, anesthesia 

management and protection of the mother and the baby.  

PPCM patients require monitoring of hemodynamic 

parameters intraoperatively and hence advanced 

hemodynamic monitoring should be done. Supervision of 

vital signs like the heart rate, blood pressure, CVP and, 

arterial oxygen saturation must be done in the most 

continuous manner47. Such invasive procedures as acute 
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arterial line and central venous catheterism offers real-

time information, and, thus, allows for early identification 

of the hemodynamic compromise. The studies, for 

instance Loreto M and others, show that invasive 

hemodynamic monitoring for PPCM women who are 

managed through cesarean sections successfully 

augments the patients ’outcomes by delivering detailed 

hemodynamic information which leads to early 

intercessions48. Objective monitoring allows the changes 

in the rate of fluid administration, the degree of inotropic 

support, and anesthetic plane to ensure the stabilization of 

hemodynamics. 

Epidural anesthesia is chosen for PPCM patients because 

these patients need to have stable hemodynamics and 

because general anesthesia will decrease insulin 

production by the liver. Epidural anesthesia or combined 

spinal-epidural anesthesia are able to produce good 

analgesia and at the same time give the anesthetist precise 

control of the depth of anesthesia. Similar to a research 

conducted by Shatalin et al., the use of regional techniques 

was demonstrated to be linked with lesser perioperative 

cardiovascular complications as well as superior maternal 

and fetal results compared to general anesthesia48,49. 

Systemically, local anesthetic agents administered in 

smaller controlled quantities mitigate on the occurrence of 

toxic effects together with adverse myocardial impacts.  

When Regional anesthesia might be contraindicated or 

have failed; general anesthesia may be required. The 

choice and method of induction of anesthesia should be 

slow and cautious since the procedure involves soon to be 

gynecological surgical patients. It is advised to use 

nonhypotensive agents such as etomidate and ketamine 

whereas the usage of agents like propofol and thiopental 

that causes significant hypotension should not be 

employed50.  

Due to decreased function of the myocardial derived from 

PPCM, there may be the need to use inotropic agents to 

improve the cardiac output. These agents increase 

contractility of cardiac muscles while at the same time not 

increasing the quantity of oxygen required by the muscles. 

A number of cases may need vasopressors such as 

norepinephrine to ensure adequate perfusion pressure 

especially when the anesthetized patient has had 

vasodilation51. Research based on molecular biology 

reveals that the inotropic and vasopressor agents are 

receptor selective in their action and primarily enhance the 

function of the heart’s chambers and blood vessels, hence 

can be more effectively beneficial when applied to PPCM 

patients. 

Another important part of intraoperative care in PPCM is 

the management of intraoperative volume status20. The 

objective is to achieve the best value of preload that will 

not lead to fluid collection that could worsen the status of 

heart failure. The balance of needing both adequate 

hydration and staunch hemostasis can be maintained in 

intravenous fluid therapy through correct calculation of 

amounts administered, with the help of monitoring 

patient’s haemodynamic status. The dosage of colloids or 

crystalloids depends with the patient’s volume status and 

continuing hemorrhage52.  

Epidemiologic data demonstrate that there is disparity in 

how institutions manage fluids to persons at the end of life 

and show the importance of using evidence-based 

information on how to manage the fluid53. A multicenter 

study indicated compliance with the recommended 

guidelines on fluid management as a means of enhancing 

PPCM patient status54. 

A proper follow-up plan focusing on PPCM patients 

significantly reduces emergent complications and 

contributes to proper functioning of the cardiovascular 

system55. The first immediate period concerns itself with 

looking at areas of complication such as arrhythmias, new 

acute heart failure exacerbations and hemorrhages. This is 

well observed when the patient is in a monitored facility, 

preferably a Cardiac Intensive Care Unit (CICU) to aid in 

early identification of these complications56. Being able to 

continuously monitor the patient’s hemodynamics and 

repeating the markers at regular intervals will help to 

evaluate the outcome of the treatment conducted and will 

also provide further tactics for therapy57.  

The pharmaceutical treatment in the postpartum period is 

initiated with the help of medications, which are aimed at 

stabilizing the patient’s cardiac condition and avoiding 

further deterioration of the disease. Beta-blockers such as 

metoprolol, carvedilol are some of the beginning choices 

as they also have the capacity to decrease the myocardial 

oxygen demand and enhance left ventricular function58. 

Neurohormonal activation can also be treated using ACE 

inhibitors or ARBs also work to support the management 

of the ventricular remodeling59. It essential to monitor for 

side effects like hypotension and renal dysfunction when 

the treatment is being started and when the dosage is being 

adjusted60.  
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The cardiac function needs to be evaluated routinely to 

observe any symptoms of relapse of PPCM and to monitor 

other associated conditions. Follow-up echocardiography 

that usually takes every 3-6 months during the first years 

allows to control LVEF and observe eventual worsening 

of the ventricular function61. Supervising of cardiac 

enzymes offers more data with respect to the target myo-

cardial traction and helps to make appropriate changes in 

the therapy62.  

Since PPCM has been suspected to have genetic 

predisibility, it is advised that genetic counseling and 

screening in the family should be undertaken62. Familial 

tendencies may be determined genetic variations 

including titin (TTN) or Adrenoceptor beta-1 (ADRB1) 

that will enable the physician to devise specific treatment 

plans63. The monitoring of first-degree relatives especially 

women of affected patients enable early diagnosis and 

intervention if suspicion or diagnosis of PPCM is 

realized64. 

PPCM can significantly affect patients and their families 

at both the psychological and social levels because it 

stems from heart failure, which occurs at an ill-timed 

period. Counseling expert and Psychological enablement 

is an important component of patient care, and covers 

issues of anxiety, depression, and adaptation to the illness. 

Peer-to-peer and family support groups and disease 

education can enhance the patients and families ’methods 

of dealing with disease and lead to better quality of life.  

Conclusion 

Current and future investigations in PPCM centre on its 

aetiopathogenesis, discovery of new markers of the 

disease, and directed treatments. Experimental research 

for PPCM remains to reveal new gene traits and immuno-

profiles relevant to PPCM and promising for precision 

medicine. Because of differences in patients ’

demographics and the severity of the illness the large trials 

should be conducted on multi-centric basis to confirm the 

existing strategies of the management and establish the 

patient-specific recommendations. 
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