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Abstract

Peripartum cardiomyopathy is a rare case of heart failure with reduced ejection fraction and 
is considered a diagnosis of exclusion. The symptoms of heart failure in patients with peripartum 
cardiomyopathy can mimic the physiologic conditions of normal pregnancy. In an acute 
decompensated state, PPCM can present with acute severe upper abdominal or epigastric pain. 
We are presenting a 24-year-old female with no personal or family history of heart disease and no 
identi iable risk factor for PPCM. Based on her initial presentation in the emergency department, a 
diagnosis of acute severe pancreatitis was sought, and she was referred to the Intensive Care Unit. 
After further evaluation of the serological tests and imaging, she was eventually diagnosed as a case 
of PPCM. We emphasize the rare nature of the disease with a diverse presentation which poses a 
diagnostic challenge, especially in a resource-limited setting where advanced diagnostic tools may 
be restricted and socioeconomic condition poses a barrier to further patient evaluation. This case 
exempli ies the infrequent occurrence and atypical manifestation, presenting a learning opportunity 
for future clinicians.

The patient had generalized weakness and loss of appetite 
for more than one month preceding her symptoms. There 
was no associated cough or vomiting. She had a history of 
cesarean section 2 months back. She has no family history of 
heart disease or sudden cardiac death. On examination, she 
exhibited exaggerated use of the muscles of respiration and 
labored breathing. She had mild anemia and pedal edema. 
Her blood pressure was 100/50, pulse 84 bpm, and RR 30 
breaths/min. The thyroid gland was non-palpable and there 
was no lymphadenopathy. There was abdominal tenderness 
in the upper epigastric region. An urgent ECG showed low 
voltage on all leads and global ischemic changes with inverted 
T-waves (Figure 1). She was urgently referred to the ICU for 
respiratory support due to impending respiratory failure 
from muscle fatigue. 

Her complete blood count, lipase, CRP, troponin, 
electrolytes, creatinine, calcium, magnesium, alkaline 
phosphatase, and urine routine microscopic examinations 
were unremarkable. Her bicarbonate level was 17.0 mmol/L 
and revealed an anion gap of 32.34. The lipid pro ile was 
abnormal for triglycerides of 984 mg/dL. Chest x-ray showed 
cardiomegaly (Figure 2). An echocardiogram showed dilated 

Introduction
Peripartum cardiomyopathy (PPCM, also called pregnancy-

associated cardiomyopathy is a rare cause of heart failure 
(HF) that affects women late in pregnancy or in the early 
puerperium [1-3]. The de inition is broad, as the Working 
Group sought to avoid underdiagnoses of PPCM. All three 
conditions must be met: development of HF in the last month 
of pregnancy (or toward the end of pregnancy) or within ive 
months following delivery, absence of another identi iable 
cause for the HF, left ventricular (LV) systolic dysfunction 
with an LV ejection fraction (LVEF) of less than 45%, with 
or without LV dilation [4]. Incidence is higher in African-
American women and in women with older maternal age, 
hypertensive disorders of pregnancy, and multiple gestation 
pregnancies [5-11]. Symptoms of heart failure mimic those of 
normal pregnancy, often resulting in a delay in diagnosis and 
preventable complications [4].

Case presentation
A 24-year-old female, non-diabetic, normotensive 

presents with severe shortness of breath and epigastric 
pain for one day in the medicine inpatient department. 
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cardiomyopathy, mild MR, TR, and LV systolic dysfunction-
ejection fraction (EF) of 45% (Figure 3). The patient was 
shifted to the general ward after 2 days upon stabilization. 
A diagnosis of acute severe pancreatitis was considered 
initially based on the clinical presentation with peripartum 
cardiomyopathy as the differential diagnosis. Based on her 
clinical signs, symptoms, and results of additional tests, the 
diagnosis of peripartum cardiomyopathy was made. After a 
consultation with the cardiology department, she was initiated 
on diuretics, ACEi, Beta Blockers, iron supplementation, 
empagli lozin, thiamine, and statin. Careful counseling was 
done regarding contraception and future pregnancies. She 
was advised to follow up one month later. 

Discussion
Peripartum cardiomyopathy is a rare (Figure 4) potentially 

life-threatening disease with varying clinical presentations 
such as heart failure, chest pain, and arrhythmia, pulmonary 
and systemic embolism.

Given the rare nature of the disease and the low level of 
suspicion, its diagnosis goes unnoticed. Additionally, the 
presentations can coincide with the symptoms of an uneventful 
pregnancy such as fatigue, shortness of breath, and edema. 
When evaluating a patient with Peripartum cardiomyopathy, 
a wide range of differential diagnoses must be considered to 
avoid overdiagnosis. Careful attention to possible pre-existing 
heart disease including cardiomyopathies and Valvular 
heart diseases is important for diagnosing PPCM, which was 
performed [5]. We diagnosed our patient in Bangladesh, a 
resource-limited region with low socio-economic status. We 
advised relevant investigations that allowed us to exclude 

other conditions and reach our presumptive diagnosis. 
We evaluated our patient for co-existing heart diseases by 
comprehensive history taking, review of previous records, 
and family history. Thromboembolism is the most severe 
complication, affecting around 6% of patients with PPCM 
[11]. With no long-term studies, patients with normal LV 
function (LVEF > 50%) for a period of at least six months, 
stepwise weaning of the HF regimen with close clinical 
follow-up (e.g., every three to four months) and with 
echocardiographic monitoring (e.g., every six months) must 
be ensured to assess LV function during and for at least one to 
two years after weaning of HF medications to ensure stability. 
Management of the patient was done accordingly with plans 
in light of up-to-date guidelines and research. The patient was 
counseled regarding the risk of recurrence with subsequent 
pregnancies, including the option of avoidance of subsequent 
pregnancy, due to the risk of relapse [12-15]. The mortality 
rate for PPCM varies with region and ranges from 1.4% to 
3.4% within 30 days of diagnosis [16]. Our patient survived 
with a proper timely approach which led to the improvement 
of her condition and established our diagnosis of peripartum 
cardiomyopathy. 

Figure 1: Low voltage (black arrow) and T-wave inversions (white arrows) seen in ECG.

Figure 2: Chest X-ray showing cardiomegaly (white arrows, showing increased diameter).

Figure 3: Left ventricular cavity dilated, global hypokinesia with mild TR and MR is noted.

Figure 4: Maternal mortality rate and incidence of PPCM in various countries.
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Conclusion
A high level of suspicion must be present to diagnose 

peripartum cardiomyopathy in a postpartum female with 
severe shortness of breath and upper epigastric pain. This will 
reduce the risk of life-threatening outcomes. The treatment 
regimen should also be tailored based on individualized 
preference and the lactational status of the mother. A 
multidisciplinary approach including but not limited to 
cardiology is essential to coordinate care in patients with 
peripartum cardiomyopathy. 
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