
th
9  June 2023

e News Letter

Heart Disease in Pregnancy

TNFOG 
Tamil Nadu Federation of Obstetricians & Gynaecologists



 

President’s Message 

 

 

 

 

Dear friends, 

Warm Greetings to all TNFOG members. Heart disease in pregnancy, though 

rare, is potentially serious. It is a major contributor to Maternal mortality. 

Pregnancy in a woman with existing cardiac disease should be carefully 

planned and once a pregnant woman is identified to have cardiac disease, 

must be properly managed. 

The basic cardiovascular changes in pregnancy & congenital heart disease 

will be discussed by yuva speakers . 

TNPHDR , which is aimed to provide data on incidence of Maternal & Fetal 

outcome in heart disease is going to be explained by Dr. Justin Paul. Also 

panel discussion on case scenarios headed by Dr. Chitra will definitely throw 

light on proper management of patients.  

Once again welcome all to this important scientific CME. 

Thank you. 

Dr. Revathy Janakiram 

President, TNFOG 

 



 

 

Secretary’s Message 

 

 

 

 

Dear Members 

Our TNFOG Marathon CME done on second Friday of every month since 

Two & Half years with single theme. 

This CME has 3 sessions 

First - For Yuvas- Judged by same consultants throughout the year & best 2 

speaker awarded at Annual conf  

Second - by senior consultant 

Third - Panel discussion with case scenarios  

This month CME theme is "Heart disease complicating Pregnancy." 

The incidence is < 2% only but many time it is not diagnosed earlier & 

diagnosed during Pregnancy. Better to have at least ECG for all AN patients 

to avoid complications. We will work together to reduce MMR. 

Hope this E Newsletter will be useful for PGs, Yuvas & consultants to 

update their knowledge 

We conduct quiz at the end of sessions & Prizes given for Delegates. 

Hence called " Marathon CME" 

Thank you. 

Dr. S. Sampathkumari 

Secretary, TNFOG 



 
 

CONGENITAL HEART DISEASE IN PREGNANCY 

 
 

Dr. Boomika Gunasingh M.S  
Senior resident  

Aarupadai Veedu medical college  
 

 

Progress in medical and surgical treatment has resulted in women with congenital heart 
disease surviving to child-bearing years and proceeding with pregnancy and childbirth. 
The women with congenital heart disease who are planning conception or are pregnant 
should be risk stratified. The risk stratification can be done using: 

1. Modified WHO classification. 
2. ZAHARA score  
3. CARPREG risk score  

 
Preconceptional counselling: 
  
 All women of reproductive age with CHD should be counselled regarding pregnancy by 
their medical care provider. Counselling should include a discussion of the anticipated 
impact of pregnancy on maternal heart disease and the importance of pregnancy 
planning, including effective contraceptive options. In women with complex CHD The 
discussion should include the possibility that pregnancy may contribute to decline in 
maternal cardiac status and that may not recover to baseline after pregnancy. Finally, it 
is important to stress that women with complex CHD must be managed in a tertiary care 
centre under the multidisciplinary approach of cardiologist, obstetrician, 
anesthesiologist and neonatologist. Preconceptional evaluation of patients with complex 
CHD with ECG, comprehensive echocardiogram, Stress test and other invasive testing if 
required is done. The drugs are reviewed, and appropriate adjustments are made to 
teratogenic drugs. 
 
PRENATAL CARE: 
 
Prenatal care is individualized on the basis of the patient’s maternal risk and functional 
capacity. The frequency of follow up visits to cardiologist based on the Modified WHO 
classification is as follows.  
Class I- one or two visits in pregnancy  
Class II- Every trimester to monthly 
Class III- Monthly to twice a month visit  



 
 
 
 
Comprehensive fetal echocardiography is done at 18-22 weeks. Planning and 
contingencies for delivery should be finalized in the third trimester.  
 
LABOUR:  
 
In women with functionally mild unrepaired congenital heart disease, and in women who 
have undergone successful cardiac surgery without major residua the management of 
labour and delivery is the same as for normal pregnant women, except for potential 
increase in risk of infective endocarditis. ACOG recommends elective induction of labour 
under controlled conditions. Careful consideration should be given to maternal benefit 
versus neonatal risk when elective delivery before 39 weeks is contemplated because 
induction of labor may be less successful at earlier gestational ages. Labour should be 
conducted in a right or left lateral tilt position to maximize maternal hemodynamic 
stability. Vaginal delivery with adequate relief of pain with parental narcotic analgesics 
or epidural anesthesia is generally preferred. Second stage should be cut short with 
forceps or vacuum delivery. Caesarean is reserved for obstetric indications. Valsalva 
maneuvers should be discouraged in patients with significant cardiac disease.   
 
 
Postpartum care:  
The high risk patients or for the patients who have demonstrated signs of 
decompensation during pregnancy or delivery period, management in an intensive care 
unit for the first 24 to 48 hours after delivery for hemodynamic monitoring should be 
considered. 
 
Contraception:  
 
Combined oral contraceptives can be used in women at low risk for thromboembolic  
complications 
Intrauterine device is an option for acyanotic or mildly cyanotic women. Levonorgestrel 
releasing intrauterine device can be inserted four weeks postpartum to minimize the 
incidence of spontaneous expulsion.  
Depot provera is inappropriate for patients with heart failure because of its tendency to 
cause fluid retention.  
 
 

 



 

 

Prosthesis valve and anti-coagulation 

 

Dr TV CHITRA 
MD, DGO, DNB 

 
Choice of valve prosthesis: 

When implantation of a prosthetic valve is unavoidable in a woman who wants to become 
pregnant in the future, valve selection is challenging. Mechanical valves offer excellent 
haemodynamic performance and long-term durability, but the need for anticoagulation 
increases maternal and fetal mortality and morbidity, and the risk of major cardiac events 
during pregnancy is much higher than with bioprosthetic valves. 
 
However, bioprosthetic valves in young women are associated with a high-risk of 
structural valve deterioration, and eventually in the inevitable need for re-operation. 
 
Pregnancy risk with bioprostheses: 

The risk of maternal cardiovascular complications in women with a bioprosthesis is low.  
However, when significant bioprosthesis dysfunction is present, the risk of complications 
can be significant. 
 
Mechanical prostheses and anticoagulation: 
 
In women with mechanical valves, pregnancy is associated with a very high-risk of 
complications (WHO risk classification III). 
 
Maternal risk: 
 
The risk of valve thrombosis is markedly increased during pregnancy. The risk is lower 
with adequate dosing of anticoagulant therapy, and depends on the type and position of 
the mechanical valve, 
UFH in the first trimester or throughout pregnancy indicates a high-risk of valve 
thrombosis (9–33%); additional risks are thrombocytopenia andosteoporosis. 



 
 
LMWH throughout pregnancy with anti-Xa monitoring and dose adjustment according to 
peak levels carries a valve thrombosis risk of4.4–8.7%. 
Current evidence (lacking adequate randomized studies) indicates that the use of VKAs 
throughout pregnancy, under strict INR control is the safest regimen to prevent valve 
thrombosis. LMWH is possibly superior to UFH for preventing valve thrombosis. 
 
Obstetric and offspring risk: 
VKAs during the first trimester are associated with an increased risk of miscarriage 
compared with LMWH or UFH (28.6% vs. 9.2%) Foetal loss is dose-related (foetal loss 
rate with low-dose VKA is 13.4–19.2%,. Foetal loss rate with a combined heparin/VKA 
regimen is 22.7%, and with LMWH throughout pregnancy is 12.2%. 
VKA use in the first trimester results in embryopathy (limb defects, nasal hypoplasia) in 
0.6–10%0.7–2% risk of foetopathy (e.g., ocular and central nervous system 
abnormalities, intracranial haemorrhage) with VKAs in the second and third trimester. 
UFH and LMWH do not cross the placenta, therefore substitution of VKA with UFH or 
LMWH in weeks 6–12 almost eliminates the risk of embryopathy. 
 
Medical therapy: 
 
The advantages and disadvantages of different anticoagulation regime should be 
discussed extensively before pregnancy The maternal and fetal advantage and 
disadvantage of each regime should be explained in detail. 
Continuation of VKAs throughout pregnancy should be considered when the VKA dose is 
low, 5mgs. The target INR should be chosen according to current guidelines. 
Alternatively, a switch to LMWH from weeks 6–12 under strict monitoring may be 
considered in patients with a low dose requirement. 
When a higher dose of VKAs is required>5mgs of warfarin, discontinuation of VKAs 
between weeks 6 and 12, and replacement with adjusted-dose UFH or LMWH twice daily 
with dose adjustment according to peak anti-Xa levels, should be considered.  
 
Alternatively, continuation of VKAs may be considered in these patients after fully 
informed consent. The starting dose for LMWH is 1 mg/kg body weight for enoxaparin 
and 100 IU/kg for dalteparin, twice daily subcutaneously. 
The dose should be adjusted daily according to peak anti-Xa levels and the target anti-Xa 
levels: 1.0–1.2 U/ml (mitral and right sided valves) or 0.8–1.2 U/ml (aortic valves) 4–6 
hours post-dose. 
When UFH is used, after a stable a PTT has been achieved, UFH should be monitored 
weekly using a PTT, with a prolongation of >_2 times the control. 
The effectiveness of the anticoagulation regimen should be monitored weekly or every 2 
weeks depending on the anticoagulation regimen. 
At 36 weeks change to UHF/LMWH if patient is on VKA. Planned delivery is necessary. 36 
hrs prior to delivery change over to UFH. Stop UFH 4-6hrs before surgery and restart UFH 
4-6 hrs following normal delivery and 12hrs following a LSCS. Restart warfarin, continue 
both for 3 days , check INR and then only VKA alone may be continued. 
Following is the flow chart showing the dose schedule. 
 
 



 
 
 
 
 

 
 
 
 
 

 
 

 
 
 



 
 
 
 
 
Newer anticoagulants: 
 
Fondaparinux is a synthetic version of heparin & is like a LMWH. It is administered SC 
and dose is 2.5mgs daily for prophylaxis and 7.5 mgs for therapeutic. Can be used in HIT 
and there is no placental transfer. 
There are 4 newer DOAC- direct oral anti coagulants in the market. Dabigatran . 
rivaroxaban, apixaban and edoxaban. DOAC require less monitorinf, less drug interaction, 
have immediate onset and offset. 
 
Conclusion: 
 
Anti coagulation involves maternal and fetal risks. It is necessary to reduce maternal risks 
by and large, taking into consideration that the fetal risk is minimised to the maximum 
extent, A proper counselling and compliance to therapy is necessary. 
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