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SRDECNI SELHANI V TEHOTENSTVI

Pregnancy in Patients With
Pre-Existing Cardiomyopathies

Kathleen Stergiopoulos, MD, PHD, Elaine Shiang, BA, Travis Bench, MD

= Srdecni onemocnéni je pritomno jen u 0,5-1% tehotnych, je
ale spojeno se nezanedbatelnou mortalitou a morbiditou u
matek i ploda.

= Kardiovaskularni prihody jsou nejcasteéjsi pricinou mortality
téhotnych zen v rozvinutém svéteé.

= U zen s dilatacni kardiomyopatii se kardialni komplikace v
téhotenstvi vyskytly az u 39% z nich.

J Am Coll Cardiol 2011;58:337-50
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2018 ESC Guidelines for the management of

cardiovascular diseases during pregnanc o o

& preghancy 8. Cardiomyopathies and heart
The Task Force for the Management of Cardiovascular R
Diseases during Pregnancy of the European Society of fal lu re

Cardiology (ESC)

= Nejcastejsi pricinou srdecniho selhani v téhotenstvi jsou
kardiomyopatie.

= Jejich pritomnost vede ke snizeni kardiovaskularni rezervy u
postizenych zen.

= Tehotenstvi s sebou nese radu hemodynamickych zmén, které
kladou naroky na adaptaci kardiovaskularniho systému.

European Heart Journal (2018) 00, 1-83
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Hemodynamické zmény v téhotenstvi

Ma nagem ent Of p reg na ncy |n Enrica Golia', Rita Gravino', Alessandra Rea', Daniele Masarone', Marta Rubino',
. . . Annapaola Cirillo', Roberta Pacileo', Fiorella Fratta', Maria Giovanna Russo',
cardiomyopathies and heart failure Giuseppe Pacileo' & Giuseppe Limongel®

Table 1. Hemodynamic changes associated with pregnant state.

/ Parameter Pregnancy

Preload Tupto50%duetoan T in
maternal blood volume

Afterload | duetoa in systemic
vascular resistance

Heartrate T up to 15-20% by third

trimester
Cco T due to changes in
\\ preload, afterload and HFM |
: —¥. Decrease, LU ardiac ouput, H0R: Heart rate; IVC: Inferior vena cava.

Future Cardiol. (2017) 13(1), 81-96
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Hemodynamické zmeény pri porodu

Ma nagem ent Of p reg na ncy |n Enrica Golia', Rita Gravino', Alessandra Rea', Daniele Masarone', Marta Rubino',

Annapaola Cirillo', Roberta Pacileo', Fiorella Fratta', Maria Giovanna Russo',

Ca I‘dIO myopath |e5 da nd hea I‘t fa || ure Giuseppe Pacileo' & Giuseppe Limongelli*'

Table 1. Hemodynamic changes associated with pregnant state.

Parameter Labor Immediately after ‘
delivery
Preload Further T of 500 ml each uterine  Rapid T due to
contraction, partially counteracted autotransfusion of uterin
by blood loss blood and relief in IVC
compression
Afterload T also due to maternal pushing, \:
with epidural anaesthesia due to
vasodilation
Heart rate ™1 ™
Cco 30% T during the first stage,and  RapidT y
&0% T during the second stage /
T Increase; 4: Decrease; CO: Cardiac output; HR: Heart Ete; IVC: Inferior vena cava. -

Future Cardiol. (2017) 13(1), 81-96
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Hodnoceni rizika gravidity u zen s KMP

Table 2. WHO classification and cardiomyopathies during pregnancy.

WHO class Condition

[I-1Il (depending on individual) Every cardiomyopathy with mild left ventricular impairment,
hypertrophic cardiomyopathy

\Y LVEF<30%

PPCM with any residual LVEF impairment
Severe symptomatic LVOTO
LVEF: Left ventricular ejection fracion; LVOTO: Left ventricular outflow tract obstruction; PPCM: Peripartum cardiomyopathy.

= Zhorseni srdecniho selhani

= Arytmické komplikace (az s rizikem nahlé srdecni smrti)

= Vedle samotného hemodynamického vlivu téhotenstvi se
uplatiuje i vynechani medikace ohrozujici vyvoj plodu

Future Cardiol 2016;13:81-96.
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Table3 Modified World Health Organization classification of maternal cardiovascular risk
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mWHO |

mWHO Il

mWHO II-111

mWHO Il

“
S

mWHO IV

Diagnosis (if other-
wise well and

uncomplicated)

Risk

Counselling

Mo detectable increased
risk of matermal mortality
and no/mild increased

risk in morbidity

Yes

Small increased risk of
maternal mortality or
moderate increase in

morbidity

Yes

Mild left ventricular impair-

ment (EF >45%)

Hypertrophic
cardiomyopathy

Intermediate increased risk
of maternal mortality or
moderate to severe

increase in morbidity

Yes

Moderate left ventricular
impairment (EF 30—45%)

Previous peripartum cardio-

myopathy without any resid-

ual left ventricular impairment

Significantly increased risk of
matemal mortality or severe

morbidity

Yes: expert counselling

required

Severe systemic ventricu-
lar dysfunction (EF <30%
or NYHA class lII-1V)

Previous peripartum car-
diomyopathy with any
residual left ventricular

impairment

Extremely high risk of
maternal mortality or

severe morbidity

Yes: pregnancy contrain-
dicated: if pregnancy

occurs, termination

\shculd be discussed j

European Heart Journal (2018) 00, 1-83
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Maternal and fetal outcomes in pregnant women
with heart failure

Angie T Ng,' Lewei Duan,” Theresa Win,' Hillard T Spencer,® Ming-Sum Lee'

= Analyzovano 383 935 tehotenstvi z let 2003-2014

= Srdecni selhani se vyskytlo v 488 pripadech (tj 0,13%; coz znaci
vyskyt 126/100 000 téhotenstvi)

= Nejcastéjsi dg. byla PPCM (68%)

= Skupina s pritomnosti srdecniho selhani méla vyssi vyskyt rady
komplikaci

Ng AT, et al. Heart 2018;0:1-6. doi:10.1136/heartjnl-2018-313156
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Hodnoceni rizika gravidity u Zen s KMP/HF

Maternal and fetal outcomes in pregnant women
with heart failure

Angie T Ng,' Lewei Duan,” Theresa Win,' Hillard T Spencer,® Ming-Sum Lee'

= Predcasny porod 26% vs 8,8%

= Cisarsky rez 58,2% vs 28,9%

* Porodnivaha 3112 +774gvs 3332 +576¢
= Novorozenecka mortalita 1,0 % vs 0,4%

= Materska mortalita béhem follow-up 1,4% vs 0,11%
(HR 7,7; p<0,001)

Ng AT, et al. Heart 2018;0:1-6. doi:10.1136/heartjnl-2018-313156
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Farmakoterapie a gravidita

FDA klasifikace léku

= ,A" bezrizika v kontrolovanych
studiich

= B bez prukazu rizika u lidi
(HCHTZ, sotalol)

= ,,C“riziko nelze vyloucit
(BB, digoxin, CaA, heparin, LMWH)

= ,D“riziko bylo prokazano
(warfarin, ACEl, ARB, MRA)

= X“kontraindikace v tehotenstvi

Eur Heart J 2011;13:584-594

Systematic review of pregnancy in women with
inherited cardiomyopathies

Sébastien P.J. Krul', Jasper ). van der Smagt?, Maarten P. van den Berg?,
Krystyna M. Sollie4, Petronella G. Pieper?, and Karin Y. van Spaendonck-Zwarts®*

Table 2 Food and Drug A safety cla of cardi lar drugs during pregnancy
Drugs FDA safety clssification Comments
Heart filure
ACE nhititors € (lsttrimester), D (2nd and 3rd Contra-indicated during pregrancy
wimesters)

Aldosterone inhibitors

Spiranatactons oo Mt advised, firited data availabie on ffects during pregrancy, reparts of
Sermirization in male sk
ARBs € (tsttrimester). D (3nd and 3d Contra-indicated during pregrancy
trimasters)
Beta-blockers See Below
Caleum.artagorists
Amiodipine [ Limited dat avaitibie on effects during pregrancy
Diretics
Furasemide < Fesatively sdfe: beware of atrogeic detydration
Hydrexchlomthizide 8 fiedatively sdfe beware of atrogenic dehydrtion
Vsodiators
Hydralazine c Limited dats availible on effects during pregrancy
bosortide nitate Limited dat available on effects during pregrancy
Nitroprssde c Mot advised, fimited data available on effects during pregrancy, risk of neonatal

eyaride poisonivg
Antarrhytmic

Dysopyraride c Mot advised. fimited dita avalible on efiects during pregnancy. an induce uterine
comtrction
Procuninide [ Fesatively sdfes can be used for chronic treatment of VT
Litbueaine & Safe bt fmited eficacy
Fiecaiide [ Protably safe, but frited data avaitible on effects during pregrancy
Fropatmone c Lirited dats avaitabile on effects during pragrancy, aveid usig in first trimester
Beta-blockers
Aenclol D Not advised. rather e other beta-bloder
Boprotol < fedatively sdfe
Carveditol c Febatively safe
Metopratol c Felatively sdfe
Labetabol c Fiebatively safe, ample eperimes
Fropanslol c Relatively sdfe
Amiodarone D Teratogeric, use only in acute treatment of amhythmias
Sotalal B Lirited dats available on effects during pregrancy, say masge through phenta
Caldumantaigonists
Dittiazern c Lirited dats available on sffects during pragrancy, negstive notropic and posise
ek of A-block
Veraparmil c Fedatively sdfe. negative notropic and possibie risk of AV-block
Digavin c Safe, first choice in SVTs
Adencsine c Fedatively sdfe. fimited data avaibible on efiects during pregnancy
Ang-coagubition
Acenocourrarcl Mone® Only on indication (high thrombotic risk), avoid n firt trimester dueto temtogenic
et
Phemprocourmon MNone® Dnly on indication (high thrombotic risk), avoid in firt trimester dieto temtogenic
effect
Warkn D Only on indication (high thrombotic rik). svoid n first trimester dieto teratogenic
et
Heparin c Fedatively sdfe. fficult 1o rmaintain approgrige anti-coaguation
“to FDA cassfication
FDA, Food & Dng {USA); ACE. enzyme: ARk, angiatercin receptor | blodcers: VT, veniriaulr tachycardar AV-block ario-ventricuar
nodil biode SYT, supraentricdar Gdyarda
FDA sfety dassification: A, contralled studes show noriskc & na evidence of risk In humang € risk, daut D. dence of riic X,

pregrancy.
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Diagnézy vedouci k srd. selhani
v tehotenstvi

= Peripartalni kardiomyopatie
= Dilatacni kardiomyopatie
= Hypertroficka kardiomyopatie

= dalsi méné casté KMP
restriktivni kardiomyopatie
arytmogenni kardiomyopatie
nonkompaktni kardiomyopatie
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statement from the Heart Failure Association of
the European Society of Cardiology Working
Group on peripartum cardiomyopathy

Peripartalni kardiomyopatie
(PPCM)

= Vzacna forma srdecniho selhani (HFrEF)

= Neischemicka KMP asociovana s peripartalnim
obdobim

= Etiologie neni dosud zcela jasna

HF na konci téhotenstvi a v nasledujicich mésicich po porodu v
pripadé, ze se nenajde jina pricina srdecniho selhani (dg. per
exclusionem)

LVEF < 45%, LVEDD zvétseny nebo normalni

Sliwa K et al. Eur J Heart Fail 2010;12:767-778.
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PPCM - epidemiologie

= |ncidence — nejednoznacna - chybi systematicka hlaseni,
vyznamné poddiagnostikovani nebo chybna diagnéza?

= Postupné narusta... lepsi diagnostika? Vétsi vyskyt rizikovych
faktorui?

USA 1:1000-4000 tehotenstvi

= Nigerie, Haiti 1:100-300 tehotenstvi
= Jizni Afrika 1:1000 téhotenstvi

V CR odhadujeme cca 30 zen/rok

Bello et al., Circulation 2014
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PPCM - progndza

= Casta recovery systolické funkce LK (nej¢astéji do 6M od
dg.)
= Na rase, Urovni zdravotni péce apod.

= Pretrvava vysoké riziko rekurence PPCM v dalsich
tehotenstvich

* Prediktory nepfriznivé prognozy:

Zvyseny vék matky, cernosska rasa, multiparita, pozdni
diagndza, dilatace LK, EF LK < 30%, pozitivita troponinu

Hilfiker-Kleiner et al., 2015



Peripartum Myocarditis and Cardiomyopathy

Mark G. Midei, MD, Samuel H. DeMent, MD, Arthur M. Feldman, MD, PhD,
Grover M. Hutchins, MD, and Kenneth L. Baughman, MD

Can perip'artumr éardiomyopathy be familial?

A.-E. Baruteau ™, G. Leurent, J.-M. Schleich, R. Gervais, J.-C. Daubert, P. Mabo

Department of Cardiology, CHU Pontchaillou, University hospital, 2 rue Henri Le Guillows, 35033 Rennes cedex, France

Received 18 February 2008; received in revised form 12 March 2008; accepted 10 May 2008
Available online 9 August 2008

Evaluation of Bromocriptine in the Treatment of Acute
Severe Peripartum Cardiomyopathy
A Proof-of-Concept Pilot Study
Karen Sliwa, MD, PhD; Lori Blauwet, MD; Kemi Tibazarwa, MD; Elena Libhaber, PhD;

Jan-Peter Smedema, MD, MMed(Int); Anthony Becker, MD; John McMurray, MD, FESC;
Hatice Yamac, MD; Saida Labidi, MSc; Ingrid Struman, PhD; Denise Hilfiker-Kleiner, PhD

Peripartum Cardiomyopathy as a Part of Familial
Dilated Cardiomyopathy

Karin Y. van Spaendonck-Zwarts, MD; J. Peter van Tintelen, MD, PhD;
Dirk J. van Veldhuisen, MD, PhD; Rik van der Werf, MD; Jan D.H. Jongbloed. PhD:
Walter 1. Paulus, MD, PhD; Dennis Dooijes, PhD; Maarten P. van den Berg, MD, PhD

Inhibition of Cardiac Myocyte Apoptosis Improves Cardiac
Function and Abolishes Mortality in the Peripartum
Cardiomyopathy of Gaq Transgenic Mice
Yukihiro Hayakawa, MD, PhD:; Madhulika Chandra, MD: Wenfeng Miao, MD, PhD;
Jamshid Shirani, MD; Joan Heller Brown. PLD; Gerald W. Dorn II, MD;

Robert C. Armstrong. PhD; Richard N. Kitsis, MD

Cardiac Angiogenic Imbalance Leads to Peri-partum
Cardiomyopathy

lan S. Patten'29 Sarosh Rana®?, Sajid Shahul*'?, Glenn C Rowe'-'?, Cholsoon Jang',
Laura Liu', Michele R. Hacker?, Julie S. Rhee®, John Mitchell*, Feroze Mahmood*, Phil
Hess*, Caitlin Farrell’, Nicole Koulisis', Eliyahu V Khankin®, Suzanne D. Burke®, Igor
Tudorache®, Johann Bauersachs’, Federica del Monte'!, Denise Hilfiker-Kleiner”, S. Ananth

Karumanchi®€, and Zoltan Arany'

High prevalence of viral genomes and inflammation in
peripartum cardiomyopathy

Burkhard D. Biiltmann, MD,**! Karin Klingel, MD,*! Michael Nabauer, MD,
Diethelm Wallwiener, MD,” Reinhard Kandolf, MD, PhD?

Institute of Pathology" and Department of Gynecology and Obstetrics” University Hospital of Tiibingen, Germany:
Department of Medicine I, Ludwig-Maximilian University, Miinchen, Germany*

1)
2)

ETIOLOGIE NENi JASNA !

myokarditida

oxidativni stres - prolactin- cathepsin D -
16kDa prolaktin

,cardiac angiogenic imbalance”
autoimunita

hemodynamicky stres
hormonalni vlivy

genetické faktory




MASARYKOVA UNIVERZITA
LEKARSKA FAKULTA

SARYE,
oM
\J 9,
& *
& A
& 1
z I3
5 &
, <
Utrpg 5™

FAKULTNI

®
NEMOCNICE
U SV. ANNY
V BRNE

PPCM - vaskulo-hormonalni hypotéza

Deficience STAT3 » zvyseni oxidacniho
stresu »zvy'/éené koncentrace Katepsinu
D, ktery stépi prolaktin na 16-kD fragment
(tzv. vazoinhibin)

Potentni vaskulotoxicky protein,
zpusobujuci apoptézu endotelidlnich
bunék

Broi

Peripartum Cardiomyopathy

Zolt Arany, MD, PhD; Uri Elkayam, MD

%

nocriptine

PRL

Placentarni nadprodukce sFlt1 (tyrosin
kinasa-1) s anti-angiogenetickym efekt

3

Cardiomyocyte || ¢
ischemia,
metabolic |}

insufficiency, B
apoptosis

J

Endothelial
dysfunction,
apoptosis

Circulation. 2016:133:1397-1409,
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PPCM - diferencialni dg. S DKMP

Manifestace preexistujici DKMP v dusledku
hemodynamickych zmén v téhotenstvi (zvyseni TF, SV,
CO - maximum na zacatku 2. trimestru)

m) typicka doba manifestace preexistujici KMP
V.S.

PPCM — posledni mésic pred porodem, ale zejména v
postpartalni periodé

m) 80% pripadi PPCM do 3M po porodu
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Peripartum Cardiomyopathy VR

Zolt Arany, MD, PhD; Uri Elkayam, MD

- Relative levels Prl* and sFlt1
—— Relative increase in CO
B Incidence PPCM

<28 28-32 3336 37-40 4 14 58 912 1316 >16
weeks gestation weeks postpartum

trimesters

delivery

Circulation. 2016;133:1397-1409,
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Pregnancy-Associated Cardiomyopathy
Clinical Characteristics and a Comparison Between Early
and Late Presentation

Uri Elkayam. MD: Mohammed W. Akhter, MD: Harpreet Singh, MD: Salman Khan, MD:
Fahed Bitar, MD; Afshan Hameed, MD; Avraham Shotan. MD

60 -
2 50 - 46114 g
[+
100 - lg , 44116
H .
o % 40
= *
3 759 W 30 2941 27311
3 2
[*]
S 50 "E 20 -
3 >
E § 10
E 25-
z 0 r
0 _-_‘_-_'_-:I | :| |:|_l: : : Diagnosis Last F/U
<
:29-32 o el 2 3 4 > Figure 4. LVEF at time of diagnosis (all patients) and last
ik e follow-up (F/U) in 20 patients with early PACM (black bars) and
‘ chet > 93 patients with traditional PPCM (white bars). *P=0.4 (early vs

traditional); +P=0.54 (early vs traditional).

Conclusions—This study helps to define the clinical profile of patients with pregnancy-associated cardiomyopathy
diagnosed in the United States. Clinical presentation and outcome of patients with pregnancy-associated cardiomyop-
athy diagnosed early in pregnancy are similar to those of patients with traditional peripartum cardiomyopathy. These 2
conditions may represent a continuum of a spectrum of the same disease. (Circulation. 2005;111:2050-2055.)
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PPCM - terapie

Konvencni lécba HF se zohlednénim kontraindikaci nékterych
lékh v téhotenstvi

Bromokriptin — dopaminergni D2 agonista, inhibitor sekrece
prolaktinu

Studie na mysich s efektem (kompletni reverze PPCM)

Malé nezaslepené studie z jizni Afriky- kompletni remise a zadné
amrti

Observacni registr v Némecku- zlepSeni echo parametra (2015)

Nicméne recovery funkce LK podobna jako v IPAC registru, kde
bromokriptin nebyl podavan

Zadna placebem kontrolovana studie !
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PPCM - terapie

@ E SC European Heart Journal (2017) 38, 2671-2679 FASTTRACK CLINICAL RESEARCH

European Saciety doi:10.1093/eurheartj/ehx355 Heart failure/cardiomyopathy
of Cardiology

Bromocriptine for the treatment of peripartum
cardiomyopathy: a multicentre randomized study

Denise Hilfiker-Kleiner' *T, Arash Haghikia"zf, Dominik Berliner1,

Jens Vogel-Claussen3, Johannes Schwab4, Annegret Frankes, Marziel Schwarzkopfs,
Philipp Ehlermann®, Roman Pfister’, Guido Michels’, Ralf Westenfeld?®,
Verena Stangl®, Ingrid Kindermann'®, Uwe Kiih!?, Christiane E. Angermann
Axel Schlitt'?, Dieter Fischer!, Edith Podewski', Michael B6hm'?, Karen Sliwa'3, and
Johann Bauersachs'*

11
’

= 63 pts, EF LK <35%

= standardni medikace

= antikoagulace

=  Bromokriptin
nizka vs. vyssi davka
bez placebové vétve

European Heart Journal (2017) 38, 2671-2679
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Bromocriptine for the treatment of peripartum

. o . L4
cardiomyopathy: a multicentre randomized study P P( : M te ra I e
L]
Denise Hilfiker-Klein, er‘*',Arash Haghikia*!, Dominik Berliner', p
Jens Vogel-Clau ssen , Johannes Scl hwab‘. Annegret Franke®, Marziel Schwarzkopf®,
Phlllpp Ehl ermann®, Roman Pﬁ 7, Guido Michels’, Ralf Westenfeld®,
gl In; g rid Kinde rmann °, Uwe Kiihl?, Christiane E. Angermann'’

A |s hlltk , Dieter Fischer’, Edith Podewski', Michael B6hm'®, Karen Sliwa'?, and
Johann B. uersachs"

Conclusion Bromocriptine treatment was associated with high rate of full LV-recovery and low morbidity and mortality in
PPCM patients compared with other PPCM cohorts not treated with bromocriptine. No significant differences
were observed between TW and 8W treatment suggesting that 1-week addition of bromocriptine to standard
heart failure treatment is already beneficial with a trend for better full-recovery in the 8W group.

= Vyskyt nezadoucich ucinkl neni zavisly na davce
= U velmi nizké EF (<25%) je vyhodnéjsi 8W rezim

= 1W rezim zastavi laktaci, 8W rezim by mohl mit dalsi
kardioprotektivni ucinky

= ,LVEF full-recovery” v 52%, resp. 68% pripadu

European Heart Journal (2017) 38, 2671-2679
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Peripartum Cardiomyopathy
in North America

Results of the IPAC Study
(Investigations of Pregnancy-Associated Cardiomyopathy)

RESULTS The cohort was 30% black, 65% white, 5% other; the mean patient age was 30 + 6 years; and 88% were
receiving beta-blockers and 81% angiotensin-converting enzyme inhibitors or angiotensin receptor blockers. The LVEF
at study entry was 0.35 + 0.10, 0.51 &+ 0.11 at 6 months, and 0.53 + 0.10 at 12 months. By 1 year, 13% had experienced
major events or had persistent severe cardiomyopathy with an LVEF <0.35, and 72% achieved an LVEF =0.50. An initial
LVEF <0.30 (p = 0.001), an LVEDD =6.0 cm (p < 0.001), black race (p = 0.001), and presentation after 6 weeks post-
partum (p = 0.02) were associated with a lower LVEF at 12 months. No subjects with both a baseline LVEF <0.30 and an

LVEDD =6.0 cm recovered by 1 year post-partum, whereas 91% with both a baseline LVEF =0.30 and an LVEDD <6.0
cm recovered (p < 0.00001).

Entry 6 months 12 months
1 1 1

1 1
non-Black Black

0.70 4

= 100 Zen
= nebyly Iéceny bromokriptinem!
= 30% Cernosek

= 72% ,,LVEF full-recovery”

0.60 4

0.404

Measure of LVEF

0.304

0.20

0.10 4

J Am Coll Cardiol 2015;66:905-14,

T T T T T T
Entry 6 months 12 months

Time Post-Partum



ASARYEL
oW Yy

MASARYKOVA UNIVERZITA
LEKARSKA FAKULTA

\y 9,
~
& T
& %
z I3
Z &

2018 ESC Guidelines for the management of
cardiovascular diseases during pregnancy

The Task Force for the Management of Cardiovascular
Diseases during Pregnancy of the European Society of
Cardiology (ESC)

Infection/Pathogens

Autoimmunity
Ya
1

Hyperosmolar
Stress
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Bromocriptine treatment should be accompanied by prophylactic (or therapeutic) anticoagulation.

severe HF.”*

Due to the high metabolic demands of lactation and breastfeeding, preventing lactation may be considered in patients with

In patients with PPCM, bromocriptine treatment may be considered to stop lactation and enhance recovery (LV function).

In women with PPCM and DCM, subsequent pregnancy is not recommended if LVEF does not normalize.>
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European Heart Journal (2018) 00, 1-83
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PPCM - nasleduijici gravidita

= Nasledné téehotenstvi — riziko rekurence 30-50%

= Dalsi tehotenstvi mozno povolit u pacientek

- s normalizovanou EF LK

- ev. s normalni zatézovou echokardiografii ?

Management of pregnancy in
cardiomyopathies and heart failure

Enrica Golia', Rita Gravino', Alessandra Rea', Daniele Masarone', Marta Rubino’,
Annapaola Cirillo', Roberta Pacileo’, Fiorella Fratta', Maria Giovanna Russo',
Giuseppe Pacileo' & Giuseppe Limongelli*!

KI <=

Biteker et al. 2014

Table 2. WHO classification and cardiomyopathies during pregnancy.

WHO class Condition

[I-11l (depending on individual) Every cardiomyopathy with mild left ventricular impairment,
hypertrophic cardiomyopathy

\Y LVEF<30%
PPCM with any residual LVEF impairment
Severe symptomatic LVOTO

LVEF: Left ventricular ejection fracion; LVOTO: Left ventricular outflow tract obstruction; PPCM: Peripartum cardiomyopathy.

Future Cardiol 2016;13:81-96.
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‘ Co fici zaverem k problematice PPCM?

= PPCM je stale nejasné onemocnéni s nedostatecné presné
objasnénou etiologii

= Existuje u ni vétsi Sance na recovery systolické funkce LK
= Role bromokriptinu je prinejmensim sporna...
= Sdili radu podobnych rysu s ,,béznou”“ DCM

= Téhotenstvi je stresovy faktor, ktery mlize demaskovat
preexistujici subklinickou poruchu srdecni funkce, ktera se
muzZe upravit, aby po néjakém case po vycerpani
kompenzacnich rezerv presla v ,,béznou DCM*“

= Moznost rekurence v dalsim téhotenstvi, které Ize doporudcit
jen zenam s upravou EF LK po predchozim téhotenstvi
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2 SIT KARDIOCENTER

(‘, PRO DIAGNOSTIKU A LECBU

PERIPARTALNI KARDIOMYOPATIE
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Komplexni kardiocentrum FN Plzen
E. Beneie 1128/13
301 00 Plzen

Doc. MUDr. Katefina Linhartovd, Ph.D.
(Kardiochirurgické oddéleni)

Tel: 728 980 183, 377 103 190

Email: linhartkaterina@seznam.cz

MUDr. Ondfej Sirotek

(Kardiclogické oddgleni)

Tel: 377 103 120

E-mail: siroteko@fnplzen.cz

Komplexni kardiecentrum

Vieobecna Fakultni ice Praha
U Nemocnice 2,

128 08 Praha 2

Tel: 224 962 634-5

Komplexni kardiocentrum Fakultni
nemocnice Kralovské Vinohrady
Srobarova 50

100 34 Praha 10

Tel: 267 162714

Komplexni kardiocentrum IKEM Praha
Viderska 1958/9

140 21 Praha 4

Tel: 261 365 264, 261 365 107

Prof. MUDr. Tomés Paleéek, Ph.D.

(I1. Interni klinika - kardiclogie a angiologie)
Email: Tomas.Palecek@If1.cuni.cz

Doc. MUDT. Petr Kuchynka, Ph.D.

(I1. Interni klinika - kardiclogie a angiologie)

Prof. MUDr. Pavel Gregor, DrSc.
(I11. Internikardiologické klinika)
E-mail: pavel.gregor@fnkv.cz
MUDr. Karol Curila, Ph.D.

MUDr. Milo3 Kubdnek, Ph.D.
(Klinika kardiologie IKEM)

Email: mikb@ikem.cz

MUDr. Marianna Lukégovd, Ph.D.
(Klinika kardiologie IKEM)

Plzen
CESKA
KARDIOLOGICKA
SPOLECNOST
Praha
Liberec

Kardiocentrum

Krajské nemocnice Liberec, a. s.
Husova if. 10

460 63 liberec

Tel.: 485 313 150, 485 313 155

MUDr. Pavol Tomasov, Ph.D.
(Kardiologické oddéleni)

E-mail: p.tomasov@seznam.cz

Hradec Kralové

Komplexni kardiocentrum
Hradec Kralové

Sokolska 585

500 05 Hradec Kralové

Tel.: 495 833 249, 777 210 367

Prof. MUDr. Radek Pudil, Ph.D.

(I. interni kardioangiologicka klinika)

E-mail: radek.pudil@fnhk.cz, pudilr@Ifhk.cuni.cz
MUDr. Jan Holka

(I. interni kardioangiologické Klinika)

Brno

Komplexni kardiocentrum Brno

FN u sv. Anny v Brné

Pekafské 53, 656 91 Brno

Tel: 543 182 212, 543 182 231, 734 161 396

FN Brno
Jihlavské 20

625 00 Brno

Tel: 532 232 459

Doc. MUDr. Jan Krejéi, Ph.D.

(I. interni kardioangiologicka klinika)
E-mail: jan.krejci@Mnusa.cz

MUDr. Hana Poloczkové

(I. interni kardioangiologicka klinika)

MUDr. Petra Vysocanova
(Interni kardiologicka klinika)
Email: vysocanova.petra@fnbrno.cz

Olomouc

Komplexni kardiocentrum FN Olomouc
L. P. Pavlova 6

775 20 Olomouc

Tel: 588 443 213, 778 492 914

MUDr. Marie Lazdrova
(I. interni klinika - kardiclogicka)
Email: marielazarova@seznam.cz
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Dilatacni kardiomyopatie

= Prevalence 1:2500

= Dilatace srdecnich oddilti, snizena ejekcni frakce LK

= Casto disledek myokarditidy (zdnétu srdeéniho svalu)

= V mladsim véku méné castj, dif. dg. s PPCM

= Moznost zhorseni stavu v gravidite!

Pri EF < 30% WHO trida IV — gravidita kontraindikovanal!

Women with HF during pregnancy should
be treated according to current guidelines
for non-pregnant patients, respecting 1
contraindications for some drugs in

pregnancy—see Section | | Table 21.

Women with DCM should be informed about
the risk of deterioration of the condition |
during gestation and peripartum.

In patients with a past history or family
history of sudden death close surveillance
with prompt investigation is recommended if 1
symptoms of palpitations or presyncope are
reported.

Eur Heart J 2011;32,3147-3197
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Women With Dilated Cardiomyopathy

Jasmine Grewal, MD,* Samuel C. Siu, MD, SM,* Heather J. Ross, MD,# Jennifer Mason, RN,*
Olga H. Balint, MD,* Mathew Sermer, MD,* Jack M. Colman, MD,* Candice K. Silversides, MD, SM*
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2
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Follow-up (months) 45
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All 36 36 31 28 23 21 20
Pregnant 18 18 14 1 6 6 5 40 : - T —
Non- 18 18 17 17 17 15 15 NYHA IV  Moderateor Prior cardiac Any 3 risk No risk
pregnant severe LV event factors factors
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Comparisons of Cardiac Outcomes in Pregnant Versus Nonpregnant Women With Significant Left Ventricular Systolic Dysfunction

Zavery:

= Tehotenstvi zhorsuje kratkodobou prognézu zen s DKMP

= Vyskyt rizikovych faktort vyrazné zvysuje vyskyt materskych i
neonatologickych komplikaci, a to zejména pFitomnost tézkych symptomu a
EF LK pod 40%

J Am Coll Cardiol 2010;55:45-52
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Dilatacni kardiomyopatie

= terapie je zaloZzena na podavani betablokatoru (muze
pokracovat v gravidité), ACEI /ARB (nutno vysadit!), MRA
(nutno vysadit!)

= PFi arytmiich sotalol, amiodaron jen v kritickém pripadé

= Diuretika pri symptomech

= |Implantace ICD

= Vedeni porodu zalezi na funkci LK a symptomech, u mirné
symptomatickych muize byt spontanni
vaginalni, jinak indikovan SC
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Hypertroficka kardiomyopatie

= Nejcastejsi KMP s prevalenci 1:500

* Hypertrofie stén LK nad 15mm

= Autosomalné domimantni dédicnost,
,sarkomericka KMP“

= Téehotenstvi byva obvykle dobre
snaseno (WHA trida lI-ll)

= s vyjimkou pripadu se systolickou
dysfunkci LK, NYHA llI-1V, vysokym
LVOTG a pritomnosti arytmii (WHO
trida IV)

= Obvykle spontanni vaginalni porod
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Hypertroficka kardiomoypatie

= Terapii volby je podavani betablokatort (metoprolol,
bisoprolol)

= Verapamil méné vhodny (AV blokada u ditéte)

= Pri arytmiich sotalol, amiodaron jen v kritickém pripadé

" Diuretika pri symptomech

= Vysoky LVOTG resit pred otéhotnénim

= Genetické testovani

Delivery should be performed with 3-blocker

L . lla
protection in women with HCM.

[3-blockers should be considered in all patients
with HCM and more than mild LVOTO or
maximal wall thickness >15mm to prevent
sudden pulmonary congestion.

lla

In HCM, cardioversion should be considered

lla
for persistent atrial fibrillation.

Eur Heart J 2011;32,3147-3197
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Dalsi kardiomyopatie

= ARVC - vzdacna (1:5000), obtizna diagnostika, typicka
pritomnosti arytmii, lécba sotalolem, téehotenstvi snaseno
obvykle dobre, nebyl prokazan vyssi vyskyt arytmii

= LVNC - malo casta, tehotenstvi snaseno obvykle dobre, riziko
trombembolismu z LK, antikoagulac¢ni Iécba

* RKMP - vzacna, vysoké riziko komplikaci

MITURO

v prubéhu gravidity, Spatna prognoza,
=) téhotenstvi kontraindikovano!
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Prekoncepcni opatreni

Konzultace s matkou, resp. obéma rodici, idealne ve
spolupraci gynekologa a kardiologa, ev. genetika

= pokrocilost onemocnéni a funkcni stav nemocné

= vliv téhotenstvi na vyvoj srdeCni nemoci

= vliv kardialniho postizeni na vyvoj plodu

= prognodza matky a schopnost se o dité starat

= farmakologicka i nefarmakologicka lécba pred téhotenstvim
a zejména v jeho prubéhu

= riziko prenosu nemoci na dite, genetické poradenstvi

= naplanovani monitoringu v prtibéhu téhotenstvi
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Zaverem...

Kardiomyopatie se mohou manifestovat v mladsim véku a
postihovat tak zeny ve fertilnim véku

Téhotenstvi ma na prlibéh kardiomyopatii potencialné negativni
vliv

Farmakologicka lécba kardiomyopatii muze mit mnohdy
negativni vliv na plod

Pro optimalizaci péce o tehotné s kardiomyopatiemi je nezbytna
tymova spoluprace s klicovou roli kardiologa, gynekologa a
neonatologa
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Dékuji za pozornost!



