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> THE CASE

A 30-year-old woman sought care at her rural family physician’s office for progressive dyspnea
and peripheral edema, which she had been experiencing for several weeks. She was G1P0 and
in her 35th week of gestation.

Her medical history was remarkable for mild preeclampsia, which was being managed
observantly by her obstetrician in consultation with a maternal-fetal medicine specialist. She
had been evaluated by her local hospital’s labor and delivery department and her maternal-
fetal medicine specialist earlier in the week and seen the previous day by her obstetrician for
these signs and symptoms. They all reassured her and told her these symptoms were normal
during pregnancy. No diagnostic studies were performed. However, she remained concerned
and decided to see her family physician for another opinion.

Upon presentation to her family physician, the patient was afebrile. Her blood pressure
was 135/98 mm Hg; heart rate, 96 beats/min; and respiration, 20 breaths/min and slightly la-
bored. Edema of 2 to 3+ was noted in her lower extremities, hands, and face. Bibasilar breath
sounds were diminished, and her abdomen was nontender.

The family physician suspected left ventricular systolic dysfunction. He worked in a small
office that lacked access to a laboratory or radiographic studies. However, he did have an
ultrasound machine available, and although he was not skilled in echocardiography to assess
cardiac function, he was able to obtain a bedside lung ultrasound.

THE DIAGNOSIS
While no B-lines were seen on the lung ultrasound, bilateral plural effusions were noted
(FIGURE). This finding, paired with the patient’s signs and symptoms, prompted the fam-

FIGURE
Bedside lung ultrasound revealed pleural effusion in both lungs

THE JOURNAL OF FAMILY PRACTICE | JULY/AUGUST 2023 | VOL 72, NO 6




ily physician to suspect a diagnosis of acute
decompensated heart failure with presump-
tive peripartum cardiomyopathy. The pa-
tient was immediately driven to the hospital
by her family physician for emergency ad-
mission with stat obstetric and cardiology
consultations.

An in-hospital echocardiogram re-
vealed severe global hypokinesia with a left
ventricular ejection fraction of 25% to 30%,
which confirmed the family physician’s
suspicions. Laboratory studies were sig-
nificant for elevated N-terminal pro-brain
natriuretic peptide (43,449 pg/mL; normal,
<125 pg/mL), troponin (1.12 ng/mL; normal
range, 0-0.10 ng/mL), and white blood cell
count (27.6 x 10%/uL). She also had evidence
of acute renal injury, with blood urea nitro-
gen of 46 mg/dL (normal range, 7-18 mg/dL),
creatinine of 2.0 mg/dL (normal range, 0.5-
1.0 mg/dL), and potassium of 7.6 mmol/L
(normal range, 3.5-5.1 mmol/L). Emergency
delivery was induced by amniotomy, result-
ing in the birth of a baby girl weighing 5 lb
4 oz (Apgar scores 6, 8, and 9).

Following delivery, the patient was
placed on a milrinone infusion and required
dialysis. She was emergently transferred to
a tertiary care hospital, where she was ad-
mitted to the cardiac intensive care unit by
the cardiology/heart transplant service with
nephrology and obstetric consultations. He-
matology and infectious disease specialists
were consulted to rule out HELLP (hemoly-
sis, elevated liver enzymes, and low plate-
lets) syndrome and sepsis, respectively. Her
course of care remained complicated with
further testing, including cardiac catheter-
ization and biopsy, which was negative for
additional pathology.

One week after admission, she was
discharged home with a 24-hour wearable
external cardiac defibrillator and a con-
firmed diagnosis of peripartum cardiomy-
opathy. Her medication regimen included
digoxin (125 pg 3 times/wk), spironolactone
(25 mg/d), carvedilol (3.125 mg twice daily),
sacubitril/valsartan (24 mg/26 mg twice
daily), furosemide (20 mg/d as needed for
weight gain > 3-4 1b or leg swelling), magne-
sium oxide (400 mg twice daily), and ferrous
sulfate (325 mg/d).
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DISCUSSION
Peripartum cardiomyopathy is a rare, life-
threatening, idiopathic cardiomyopathy

that is responsible for one-half to two-thirds
of cardiovascular disease-related maternal
deaths in the United States."? It manifests
in late pregnancy or early in the postpar-
tum period and is characterized by left ven-
tricular systolic dysfunction with resultant
heart failure and an ejection fraction of less
than 45%."*

Recognized as early as the 1800s by
Virchow,??® the incidence of peripartum
cardiomyopathy in the United States rang-
es from 1 in 1000 to 4000 live births and is
increasing worldwide.”” While the cause
of peripartum cardiomyopathy remains
unknown, risk factors include advanced
maternal age, African descent, hyperten-
sion, preeclampsia, and multiple gestation
pregnancy."?

1 Early diagnosis of peripartum cardio-
myopathy is imperative for survival of both
mother and baby.* This may be difficult be-
cause the signs and symptoms of heart fail-
ure—such as dyspnea, edema, orthopnea,
cough, and chest and abdominal pain—over-
lap with those of a typical pregnancy, result-
ing in it often being missed on evaluation."?

Dx with echocardiography;

in a pinch, consider lung ultrasound
Usually a diagnosis of peripartum cardio-
myopathy is established with echocardiog-
raphy."? Thus, this case is of significant
importance because it illustrates the success-
ful use of lung ultrasound—a simple and easy
test—by a rural family doctor to identify this
potentially fatal, elusive condition with no
additional studies.

Use of lung ultrasound in the detection of
acute decompensated heart failure is accept-
ed in the medical literature.>” Given clinical
correlation, a positive scan is defined by the
presence of at least 3 B-lines on a longitudinal
plane between 2 ribs or, as seen in our case, by
the presence of pleural effusion.>® Lung ultra-
sound is readily available worldwide, is com-
pletely safe in pregnancy, and is considered
one of the easiest studies to perform.™°

1 At the patient’s 9-month follow-up
visit, she had made a full clinical recovery.

CONTINUED
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This case
illustrates the
successful use of
lung ultrasound
to identify a
potentially
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condition.
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Her ejection fraction was 59.8%, and she had
stopped all medications. The patient and
her child did not experience any continued
complications.

THE TAKEAWAY

Family physicians should be aware of peri-
partum cardiomyopathy—one of the most
elusive and life-threatening diseases of preg-
nancy. When managing a pregnant patient, it
is imperative to follow up on complaints such
as dyspnea, peripheral edema, and chest
and/or abdominal pain. While these symp-
toms are not unusual during pregnancy,
they should always prompt a more thorough
evaluation. If peripartum cardiomyopathy is
suspected, lung ultrasound is a valuable di-
agnostic tool for family physicians. Further
research is needed before the findings of this
case report can be universally applied in the
routine prenatal care of women at risk for pe-
ripartum cardiomyopathy. JFP
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