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Case 1: 

 23 y/o F G2P0 at 11w3d pregnancy presenting with nausea and vomiting non-stop for 3 
days 

 “I have not been able to stomach anything, not even water.” 

 Vomiting 3-5 x per day 

 ROS:  no vaginal bleeding, discharge, leakage of fluid, contractions, or dysuria.  Does complain 
of chronic constipation.

 She was previously prescribed Vitamin B6 and Doxylamine by OBGYN but has not helped 

 OB Hx – spontaneous miscarriage at 12 weeks last year

 No PMH 

 Vitals: 

 BP = 98/57

 HR = 102

 RR = 20

 Afebrile 



Nausea and Vomiting of Pregnancy

 “Morning Sickness” – Prevalence rate of 50-80% of pregnant women

 Can greatly diminishes quality of life 

 There is no standard grading system or definition

 Hyperemesis Gravidarum - Persistent nausea and vomiting, excluding other 

causes, and signs of acute starvation.

 No standardized definition

 Loss of at least 5% of pre-pregnancy weight 

 Ketonuria 

 Not uncommon to have abnormal liver, thyroid, pancreatic or electrolyte abnormalities

 Nausea, vomiting, hyperemesis gravidarum is most common indication for 

admission in early pregnancy



Differential Diagnosis:

 Normal findings 

 mild epigastric pain

 Mildly low TSH

 Mild elevation in LFT’s and lipase 

 AST/ALT up to 300

 Lipase up to 500

 Abnormal Findings

 Recurrent RUQ/epigastric pains, especially if began prior to pregnancy

 DDX:  Cholelithiasis, biliary colic 

 Palpable thyroid , undetectable TSH

 Fever

 Abnormal neurological exam

 Hypomagnesemia, hypokalemia, thiamine deficiency

 Multiple Gestation and Molar Pregnancy 



Non-pharmacologic therapies
 Prevention / Optimization :  2 small studies showed women who were taking multi-

vitamins prior to pregnancy were less likely to develop sever nausea/vomiting 

 Recommend frequent small meals (every 1-2 hours) to avoid a full stomach 

 Recommend avoiding spice and fatty foods.  

 Ginger has been shown to reduce nausea 

 There are some small studies showing that Acupuncture at the P6 or Neiguan point
has reduced nausea and vomiting



Pharmacologic treatment

 1st line Vitamin B6 + Doxylamine 

 Vitamin B6 10-25 mg QID PRN 

 Vitamin B6 10 mg + Doxylamine 12.5-25 mg BID PRN 

 2nd line Anti-histamines 

 Promethazine 12.5-25 mg q6 PRN 

 Prochlorperazine 25 mg q6 PRN 

 Diphenhydramine 25-50 mg q6 PRN

 3rd Line Anti-dopaminergic / Serotonin Receptor antagonists 

 Ondansetron 4 mg q6 PRN 

 Studies are limited on safety during first trimester

 QT prolongation with higher dosages 

 Metoclopramide 5-10 mg q6 PRN 

 4th line Steroids 

 Methylprednisolone 16 mg q8 x 3 days, followed by 2 week taper 

 Increased risk of Oral Clefts 



Back to the Case, Physical Exam:

 HEENT:  normal, thyroid not palpable

Cardiac:  mildly tachycardic, no murmurs

 Pulmonary:  clear to auscultation bilaterally

 Abdominal exam

 Mild epigastric tenderness

 No RUQ pain, no murphy’s sign

 No flank pain 

 Gravid uterus below umbilicus 

 No suprapubic tenderness

 Neurologic:  Walking without assistance, appears normal

 Skin:  no rashes 



Management:

 Previous Ultrasound reviewed which showed normal IUP

 No twins and No appearance of molar pregnancy 

 Urine Dip 

 LE -

 Nitrites -

 Ketones trace

 Glucose +

 Blood –

 Protein –

 Specific Gravity 1.025

 2 L NS bolus (could use LR) 

 Zofran 4 mg IV x 1



Disposition:

 Observed patient for 2 hours 

 She eventually tolerated water and Crackers 

 Vitals 

 BP = 105/65

 HR = 80’s

 Afebrile

 Counseled to eat small frequent meals, avoid fast food 

 Discharge medications:

 Zofran 4 mg q6 PRN 

 Miralax 17 g daily 



Case 2

 27 y/o female G1P0 presenting to your 

clinic at 32 weeks with worsening back 

pain since 12 weeks of pregnancy. 

 Back pain is located lower back midline 
radiating to thighs bilaterally worse at the 
end of the day without any numbness or 
weakness in legs bilaterally. Pain is 5/10 and 
described intermittent sharp pain which 
sometimes is also a dull ache. Better with 
rest and worse with increase activity. She 
did not try any medication. 

 ROS: No numbness, tingling or weakness in 
legs, no loss of urine or stool, no fevers, no 
contractions, good fetal movement. 

 PMH: none, pregnancy is uncomplicated 

so far. 

 v/s

 BP: 120/80, HR: 80, RR: 20, T 98.1

https://www.medicalnewstoday.com/articles/324798.php



Back Pain in pregnancy

 Prevalence

 Up to 80% of patients have back pain during the pregnancy

 1/3 rate as significant issue leading to 9% disabled due to the pain

 Leading reason for sick leave in pregnancy

 Most common starting between 5 to 7 months gestation

 Can start as early as 12-16 wks

 Risk factors: 

 Previous back pain in past pregnancy

 Sedentary lifestyles or “ more physically active job”

 BMI more than 25

 Age less than 20

 Hx of prior back issues



Back pain cont.

 Etiology:

 Physical changes

 Increase weight with change of center of gravity 
anteriorly

 Increase lordosis, increase axial load and decrease 
in height with compression of spine. 

 Hormonal changes:

 Relaxin causing increase laxity in joints and joint 
instability

 Venous changes:

 Increase fluid volume of pregnancy leading to 
venous congestion and hypoxia of sacrum and 
lumbar spine 

http://www.corestationpt.com/pregnancy-makes-countless-anatomical-physiological-changes-part-2%E2%80%8E/



Back Pain cont.

 Types 

 Lumbar back pain (LBP)- 80%

 Pain over and around lumbar spine above sacrum, may radiate to foot

 Tenderness over paraspinal muscles 

 Negative straight leg raise, negative posterior provocation test

 Pelvic girdle pain (PGP) or Pregnancy associated low back pain or pelvic 

pain(PALP): 20%

 Deep stabbing pain  which is unilateral or bilateral located between posterior iliac crest 
and gluteal fold

 Radiates posteriorly to posterolateral thighs to the knee or calf but never to the foot

 Negative straight leg raise, positive posterior pain provocation test or FABRE test

 Less than 1% are sciatica or herniated disc. 

 No association found with epidural anesthesia 



Back pain cont.

 Diagnosis

 Based on physical exam

 If herniated disc suspected MRI w/o contrast is preferred imaging

 Treatment:

 Recommended multimodal treatment interventions

 Prescribed exercise , yoga, acupuncture, manual manipulation, pt education, maternal 
support garments, water aerobics, massage, relaxation, heat, rest and  Tylenol

 With intense pain: muscle relaxers and opioid pain medication

 Prognosis: 

 Good, progresses until delivery and then usually resolves PP

 40 % had pain 6 months PP, recurrent pain 36.2% with 6.9 % complained of 
continuous pain

 Only 10 to 25% women indicate chronic pain started with pregnancy

 Often linked to previous conditions



Back pain: back to case

 PE: paraspinal tenderness felt over L3-L5, LE ROM 5/5, MS 5/5, DTR 2/4, 

sensation grossly intact, straight leg negative bilaterally, posterior pelvic 

provocation test negative

 Treatment: Performed specific osteopathic medicine manipulation on 

patient and pain improved. Pt seen in 2 weeks and OMM given at 2 week 

intervals until delivery. 



Case 3:

 24 y/o F G1P1 no PMH presenting with vaginal bleeding and pelvic 
cramping x 1 day.  She reports having a positive home pregnancy test 
2 weeks ago but has not been able to schedule an initial prenatal visit 
with her Obstetric provider.  

 Based on her LMP she is ~9 weeks pregnant 

 ROS:  She is nauseous and had one episode of vomiting today

 Nurse reports Urine pregnancy test in clinic is POSITIVE 

 Vitals:

 BP = 105/68

 HR = 92

 Afebrile 



Threatened Abortion / Early Pregnancy Loss

 Non-viable intrauterine pregnancy with either empty gestational sac or gestational 

sac containing an embryo without cardiac activity within 12w6d

 Occurs in ~10% of all clinically recognized pregnancies

 Common Findings:  Vaginal Bleeding and Uterine Cramping 

 These are also common symptoms in:

 Normal Pregnancy - Occurs in 20-30%  

 Ectopic Pregnancy 

 Molar Pregnancy 

 Before initiating treatment, you must distinguish early pregnancy loss from other 

causes of first trimester bleeding. 



Evaluation:

 Physical examination 

 Speculum Exam - Evaluate the source of bleeding

 Evaluate for vaginal / cervical Trauma 

 Is there bleeding from the cervical Os?

 Is the Cervical Os dilated? 

 Bi-manual Exam – more accurate at assessing cervical dilation, abdominal pain 

 Labs

 Trending Quantitative B-HCG

 CBC

 Type and Screen

 Ultrasound – Confirm IUP and Evaluate for evidence of viability





Risk of Alloimmunization 

 Risk of alloimmunization is low with early pregnancy loss, but consequences can 

be SIGNIFICANT

 1.5-2.0% of miscarriage events

 4-5% after D&C

 There is currently not enough evidence for ACOG to recommend FOR or 

AGAINST giving Rhogam for threatened abortion 

 Rhogam Dosing

 50 mcg if <12 weeks gestation 

 No harm in giving 300 mcg 



Back to the Case:

Physical Exam

Appearance:  Patient appears anxious 

Cardiac:  normal

Pulmonary:  Clear to auscultation 

Abdominal exam:  Mild suprapubic tenderness, no flank 

pain 

Genitourinary: 

Speculum Exam:  small blood clots in posterior fornix, no 

vaginal/cervical trauma, cervix closed

Bimanual Exam: uterus size of grapefruit, cervical os closed



Evaluation:
 CBC:

 WBC = 9.5

 Hct = 34.5

 Hgb = 11.5

 Platelets = 250,000

 Type and Screen = A NEGATIVE, Antibody Negative 

 B-HCG = 55,000 MIU/mL (Correlates with pregnancy 8-12 weeks)

 Transvaginal Ultrasound:  IUP identified, CRL 6 mm without cardiac activity, Mean 

Sac diameter 23 mm.  There is a large complex cystic structure of left ovary 

measuring 25 mm, normal right ovary.  

 Recommend repeating Sonogram in 1-2 weeks to assess viability.



Management:
 Can we say with 100% certainty she is having a miscarriage?

 Does she need in-patient admission?

 Does she need Rhogam?

 How do you counsel the patient?

 Next Step in Management?

 (1)  OBGYN Referral, needs to be seen in the next 1-2 weeks 

 (2)  Repeat Ultrasound and Quant. B-HCG in 1-2 weeks.  



Case 4

 35 y/o female G3P2 at 18 wks GA presenting with 5 days of URI symptoms

 HPI: 5 days of HA, ear fullness, sore throat, nasal congestion and dry cough. Her 

youngest child was diagnosed with a cold last week with similar symptoms. Pt has 

not taking any medication or supplements. 

 ROS negative for : ear pain or discharge, no sputum production, no muscle aches, no 
fever, n/v, rash

 PMH: migraines, no complications in pregnancy

 v/s: T: 98.1, BP 120/30, R 12, HR 73



URI in pregnancy

 Prevalence:

 One of the most common reasons for any adult to seek medical care

 1.5 cases of pneumonia per 1000 pregnancies ( similar to non-pregnant woman)

 Is 30 % of severe sepsis in pregnancy

 Physiological changes:

 Dyspnea is common in pregnancy

 Increase tidal volume,

 mild respiratory alkalosis is present

 20 % decrease in FRC

 20 percent increase in O2 consumption

 decrease lower esophageal sphincter tone

 Tachycardia, tachypnea and decreased oxygen saturation are not normal!!!

 Neither are any signs of lung consolidation 



URI cont. 

 Etiology of URI in pregnancy:

 Similar to non-pregnant females

 Rhinovirus 30%

 Coronavirus 17%

 RSV 10%

 Influenza 5%

 Physical examination findings are the same. 

 Prevention

 Influenza vaccination recommended for all pregnant women



URI  cont.

 Treatment:

 Supportive care: rest and fluids

 Heated humifided air and Tylenol the most recommended tx

 For nasal congestion

 Ipratropium brominde nasal spray or cromolyn sodium nasal spray

 Guaifenisin, dextromethorphan are considered safe however most studies state ineffective

 Should avoid

 OTC supplements either are effective or have no data in pregnancy

 Oxymetazoline nasal spray

 Pseudoephedrine, ephedrine and phenylephrine 



URI cont.

 When to treat?

 Persistent symptoms lasting 10 days or more without evidence of clinical improvement. 

 Onset of severe symptoms or sign of high fever (102)

 Onset of worsening of symptoms “double worsening” 

 Options for treatment:

 For cold:

 As  per regular guidelines

 Avoid tetracyclines, clarithromycin, erythromycin estolate ( other forms are ok) and 
Fluoroquinolones 

 Flu:

 Oseltamivir is the preferred agent. 

 Pna

 1st line: amoxicillin and azithromycin 



Back to the case

 PE: unremarkable with TM clear bilaterally, mild erythema in throat with no 

enlargement of tonsils and lungs were CTA. 

 Dx: common cold

 Tx: patient education on duration of cold and to avoid cold medications 

with Pseudoephedrine, ephedrine and phenylephrine in them. 

 Recommended pt take Tylenol as needed and do nasal saline wash



Case 5:

 25 y/o F G3P1011 at 28w3d presents with abdominal pain x 2-3 days.  

 Pain is in RUQ, radiating down toward RLQ

 She reports worsening Nausea and Vomiting 

 She denies dysuria, hematuria, or diarrhea 

 ROS:  Denies LOF, contractions, vaginal bleeding, vaginal discharge

 OB history: 

 Normal vaginal delivery with 1st child at 39w2d

 She has had Nausea and Vomiting with current pregnancy since 10 weeks gestation

 No PMH 

 Vitals:

 BP = 104/53

 HR = 84

 Afebrile 



What is the Differential Diagnosis of a 

Pregnant Patient with Abdominal Pain?

• Algorithm:

1. Identify if the patient is stable?

2. Identify if pain is pregnancy 

related?

3. Once Pregnancy related issues 

have been ruled out, then all other 

differentials are the same for the 

non-pregnant patient.  



Is the Abdominal Pain Pregnancy Related?
 Pregnancy < 20 weeks?

 Ectopic Pregnancy 

 Are Contractions Present?

 Preterm labor / Normal labor

 Braxton Hick’s Contractions 

 Placental Abruption 

 Vaginal Bleeding?

 Preterm labor / Normal labor 

 Placental Abruption / Previa 

 Is she Hypertensive? (BP >140/90)

 Preeclampsia 

 HELLP Syndrome

 Acute Fatty Liver Disease of Pregnancy 



Other Causes of Abdominal pain 

 Upper Abdominal pain: 

 GERD

 Indigestion / Constipation 

 Gallbladder Disease 

 Appendicitis 

 Lower Abdominal pain 

 Renal Stones / Hydronephrosis 

 Indigestion / Constipation 

 Appendicitis 

 UTI / Vaginitis 

 Ovarian Cysts 

 Round Ligament pain 



Back to the Case, Physical Exam:
 HEENT – Normal exam

 Cardiac – Normal heart sounds

 Pulmonary – Clear to auscultation bilaterally 

 Abdominal exam 

 RUQ / epigastric  tenderness to palpation, Negative Murphy’s sign 

 Gravid uterus above the umbilicus, not contracting 

 No suprapubic tenderness

 Right sided flank pain 

 Skin – no new rashes 

 Fetal Heart Rate obtained on Doptone, 150’s bpm



Evaluation:
 FHR obtained on Doptone, not contracting 

 First Trimester Ultrasound reviewed showing normal IUP

 Labs:

 CBC

 CMP

 UA with Urine Culture 

 Abdominal Ultrasound ordered 



Labs:
 CBC

 WBC = 7.3

 Hgb = 9.3

 Hct = 27.3

 Platelets = 204,000

 UA

 LE = 2+

 Nitrites = NEG

 Protein = NEG

 Blood = Trace

 WBC = 15-25

 Bacteria = 3+ 

 CMP

 Na = 136

 K+ = 4.2 

 BUN = 5.0

 Cr = 0.36

 Glucose = 63

 Alk Phos = 65

 Total Bili = 0.3

 AST = 26

 ALT = 18



Abdominal Sonogram

 Gallbladder:  no evidence of gallstones, no pericholecystic fluid or wall thickening

 Common Bile duct:  No dilatation 

 Pancreas: not visualized

 Appendix:  not visualized 

 Right Ureter:  Moderate Hydronephrosis, likely 8 mm stone in right ureter at UPJ. 



Management:
 IV placed, Normal Saline started 

 Zofran 4 mg PO x 1 tablet 

 Urology consulted, recommended admission to the hospital for Nephrostomy 

tube or Ureteral stent placement 

 Patient started on Antibiotics for likely UTI in coordination with In-patient team. 



Case 6:

 28 female G1P0 9 wks GA c/o headaches. 

 HPI: Pt has hx of migraines and recently had increase in headaches since she 

stopped sumatriptans due to finding out she was pregnant. She has tried Tylenol 

but it is not working. She had to miss 5 days from work in the last month. 

 ROS: She denies any auras or neurologic symptoms however has phonophobia, and 
photophobia with nausea and vomiting. 

 PMH: migraines, no complications to pregnancy so far. 

 Vs: t98.1, BP 120/80, RR 10, HR 72 in no NAD



Headache in Pregnancy

 Prevalence of headache in pregnancy 35% (1)

 At least 5 % have new onset headaches

 1 to 10 % new onset of primary headache during pregnancy

 50 to 60 % primary headaches 

 40 to 50 % secondary headaches

 Postpartum headaches

 30 to 40 % of women, common week after delivery 

 Good prognosis

 70 % of pts with hx of headaches improve by 2 nd trimester

 20 % of headaches resolve 

 Breastfeeding decrease severity of migraines and increases length of headache free 
days. 



Headaches cont. 

1) Raffaelli et al. Characteristics and Diagnosis of acute headache in pregnant women- a Retrospective Cross-sectional Study. Journal of 

Headache and Pain (2017)18:114.



RED FLAGS

 Headache with abnormal neurologic signs or meningeal signs

 Sudden onset or significant changes in pattern of headaches

 Headache in immunosuppressed women

 Abnormal vital signs especially BP and fever

 Headache associated with/precipitated by head trauma, illicit drug use or 

toxic exposure, cough, exertion, sexual activity, or Valsalva maneuver

 Headache of new onset that awakens woman from sleep

 Headache not relieved by pain medication

 Headache in patient after 20 weeks



Headache cont

 If red flags present

 Further assessment for preeclampsia if 20 weeks or greater and postpartum

 Consult

 Primary maternal care physician 

 Neurology 

 Imaging: MRI head w/o contrast recommended or CT head without contrast with 

shielding 

 Labs: UA, CBC w/diff, Liver function tests, CRP 

 Consider lumbar puncture 



Headache Treatment

 Rule out possible secondary cause

 Supportive measures

 Consider supplements

 200 mg coenzyme 10

 Magnesium supplements

 Low dose asa 81 mg

 Acupuncture

 Relaxation techniques



Headache Tx cont.

 Tylenol 1st line by itself or in combination with antiemetic

 If severe, opioids can be considered

 Tension headache

 NSAIDS: Avoided near term ( no more than 600 mg of ibuprofen)

 Prophylaxis: Amitriptyline is first line ( only 10 to 50 mg )

 Cluster headache

 Oxygen , sumatriptan

 Prophylaxis :Verapamil or prednisone. 

 Migraines

 Tylenol, sumatriptan and antimetics

 Prophylaxis: propranolol and amitriptyline , can consider SSRI



Headache tx cont.

 Do not use

 Barbiturates

 Phenobarbital associated with teratogenicity , neonatal withdrawal, hemorrhagic disease of 
newborn

 Ergotamine and dihydroergotamine

 No teratogenic effects but increase risk of miscarriage due to uterine hypertoncicty and 
vascular disruption

 ACE inhibitors

 No threaten 1 st trimester, 2nd and 3rd is toxic and teratogenic

 Topamax

 Increase risk of oral clefts

 Valproic Acid

 Nuerotube defects, high risk 



Acute Headache Treatment

 Prolonged migraine with aura

 Combination of prochlorperazine 10 mg q 8 hrs, with 1g magnesium q 12 hours 

 6 day tapering course of prednisolone 



Case continued

 PE: photosensitive noted with unremarkable neurologic examination, the 

rest of physical examination unremarkable

 Dx: migraine w/o aura

 Tx: patient education of decreasing triggers, discussed taking medication 

and pt elected to try Tylenol with reglan and if needed sumatriptan at low 

dose

 Outcome: Pt had complete resolution of migraines at 4 week follow-up. 



Case 7:
 28 y/o AAF G2P1011 presents for Shortness of Breath.  

 She is Postpartum/Post-op day 5 from a Cesarean Section Delivery.  

 She reports that overnight she felt like she just “couldn’t get enough air.”  

 She reports her abdominal scar is healing well.

 ROS:  She denies chest pain, abdominal pain, N/V, diarrhea.  She has minimal 
vaginal bleeding and lochia 

 Pregnancy History:

 1 spontaneous abortion 3 years ago 

 This Pregnancy complicated by Preeclampsia with severe features which is why she had a 
Cesarean Section and Gestational Diabetes Mellitus controlled with Metformin

 Patient discharged on Nifedipine XL 30 mg PO daily, patient has been taking daily

 Vitals:

 BP = 151/92

 HR = 105

 RR = 26, O2 saturation 93% on room air 

 Afebrile 



Physical Exam:

 HEENT:  normal 

 Pulmonary:  clear to auscultation bilaterally

Cardiac:  Normal S1 & S2, tachycardic, regular rhythm 

 Abdomen:  C/S incision is dry and intact, no discharge, no 

erythema 

 Extremities:  mild Pitting edema 1+ bilaterally. 



Evaluation:

 In clinic:  

 CXR – Mild interstitial pulmonary edema bilaterally 

 ECG – Sinus Tachycardia, non-specific T wave changes in lateral leads 

 Patient transferred to the ED:

 CBC:  WBC = 7.0, Hgb = 9.1, Platelets = 526,000

 BMP:  normal 

 Troponin = 0.11 

 NT-Pro BNP = 1,050

 CTA Chest = 

 bilateral pulmonary edema

 no evidence of PE although unable to adequately view end arteries

 consider V/Q scan. 



Admission / Hospital Course
 She is started on IV Lasix BID 

 Troponins trended up 0.11 > 0.16 

 Echocardiogram ordered 

 EF = 30-35%

 Mild diffuse global hypokinesis 

 Mildly dilated Left Atrium 

 No valvular disease 

 Cardiology consulted

 Agree with diuretics and patient will need follow up Echo in 4 weeks

 Start on ACEi, Coreg, and Lasix as outpatient



Outpatient follow up:  1 week later

 Patient doing well, no complaints of SOB

 Vitals:  BP = 98/70, HR = 97, saturating 100% on RA

 Plan:

 Lasix decreased to 20 mg PO daily 

 BMP to monitor electrolytes

 Continue Coreg and ACEi as tolerated 

 Follow up with cardiology in 1 month and repeat Echo

 Needs to speak to MFM prior to next pregnancy



Peripartum Cardiomyopathy: Definition

 Development of heart failure (HF) toward the end of 

pregnancy and up to 6 months postpartum

 Absence of other identifiable causes of HF 

 Left Ventricular Ejection Fraction <45% 



Peripartum Cardiomyopathy:  Risk Factors

 Age > 30 y/o 

 African Decent 

 Multiple Gestation 

 Hx of Hypertensive disorder (Preeclampsia, Eclampsia, 

Gestation HTN)

 Maternal Cocaine abuse 

 Long-Term Tocolytic therapy 

 Hemodynamic factors 



Peripartum Cardiomyopathy:  
Signs/Symptoms

 Fatigue 

 Pedal Edema 

 Shortness of Breath on Exertion 

 Hemoptysis 

 Worsening cough 



Peripartum Cardiomyopathy:  Workup

 CBC, CMP, Troponin

 Chest Xray (PA / Lateral)

 Evaluate for cardiomegaly, pulmonary congestion, pneumonia 

 ECG 

 Sinus Tachycardia with non-specific T wave changes, Q waves, rarely Atrial Fibrillation 

 NT Pro-BNP

 Cardiac Echo (Diagnostic)

 Consider CTA chest or V/Q scan to evaluate for PE

 What about D-dimer ???

 Sensitivity and Specificity = 75% and 15% respectively in pregnancy and shortly post-

partum



Treatment of Pregnant Patient

 Similar to that of non-pregnant patients

 Supplemental Oxygen

 Optimize Preload

 Give Lasix to diuresis and decrease preload

 Consider Vasopressor support if unstable 

 Dobutamine or Dopamine drip

 Timing and Route of Delivery?  

 Depends on how stable patient 

 Status of infant / gestational age 

 Cervical status

 Should be in consultation with ICU, NICU, and OBGYN



Treatment of Postpartum Patient

 Respiratory Support 

 Optimize preload with diuretics

 Start Disease modifying medications  

 ACEi/ARB, Beta Blocker, Aldosterone antagonist 

 Serial Cardiac Echocardiograms to evaluate LV recovery



Contraception / Family Planning

 Women who have history of peripartum cardiomyopathy or 
continue to have cardiomyopathy after pregnancy should be 
referred to MFM for counseling regarding their risks of future 
pregnancy

 There is limited data on safety of contraceptives in women with 
peripartum cardiomyopathy

 It is suggested they or their partner undergo sterilization procedure 
or use non-estrogen containing contraceptives

 Mirena / Copper IUD

 Nexplanon 

 Progesterone OCP’s

 Depot Provera Injection 
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