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Abstract 
Background: Heart disease complicates approximately 1% to 3% of pregnancies. Cardiovascular illness is 

the primary non-obstetric cause of maternal mortality. Pregnant women are mostly affected by congenital 

and acquired heart issues. 

Materials and Methods: The study was conducted in the Department of General Medicine, Sambhram 

Institute of Medical Sciences and Research Kolar, Karnataka, India from January 2017 to December 2017. 

The study examined 120 instances of heart illness that negatively impacted pregnancy. Cardiac illness was 

present in 1.29 percent of the women who gave birth at this location. Among a sample of 120 women, 95 

were admitted for the purpose of safe confinement, 4 underwent a first trimester abortion, and 2 

experienced an ectopic pregnancy that resulted in rupture. Cardiac disease was detected in 33% of the 

women for the first time during pregnancy. The incidence of RHD was found to be 19% among patients, 

MVP in 6% of cases, and CHD in 7% of cases. Teenage pregnancies were found to be correlated with heart 

disease in two instances. Rheumatic heart disease is observed in 53% of instances, whereas congenital heart 

disease is detected in 44% of women. 

Results: A total of 95 women (92%) exhibited symptoms classified as NYHA class I or II. 25 cases of 

solitary multiple sclerosis (46.16%) were observed. VSD was identified as the most prevalent congenital 

heart disease among a cohort of 23 women. There were 18 incidents involving Autism Spectrum Disorder 

(ASD). ASD with PHT is observed in two instances. A total of 18 ladies underwent cardiac surgery to 

repair their hearts. A total of 10 individuals underwent surgical intervention for congenital heart disease, 

with 8 of these patients undergoing right heart valve surgery. A total of 78 women underwent natural 

childbirth, with 3 instances involving assisted delivery and 16 instances necessitating a caesarian section. 

Intraoperative problems were observed in three instances, but postoperative complications were observed 

in 10 cases. The NICU received admissions for a total of 11 newborns, with 19 of them being premature. 

Three infants died. Nine cases (9%) were provided with ventilator assistance. 

Conclusion: During the course of our inquiry, we documented two instances of maternal mortality. A 

pulmonary embolism with cardio respiratory arrest was identified as the cause during the postoperative 

phase. 
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Introduction  
Approximately 1% to 3% of pregnancies are complicated by heart disease [1]. Heart disease is 

the leading non-obstetric factor contributing to maternal mortality. Pregnancy-related heart 

problems can be categorized into two main groups: congenital and acquired. The acquired 

category encompasses rheumatic heart disease, cardiomyopathies, and ischemic heart disease. 

Rheumatic heart disease exhibits a higher incidence rate with acquired populations residing in 

developing countries, such as India [2, 3]. Cardiomyopathies and ischemic heart diseases exhibit a 

high prevalence in economically prosperous countries. During a typical pregnancy, there is an 

increase in both heart rate and stroke volume [4, 5]. Heart disease exacerbates these alterations. 

The presence of co-morbidities such as pregnancy, anemia, and urinary tract infections 

contributes to the cardiac burden and intensifies the severity of heart failure. Consequently, it is 

imperative to provide comprehensive monitoring and follow-up for pregnant women diagnosed 

with cardiac disease. The comprehensive cardiac and obstetric care has advanced, enabling 

pregnant women to deliver their babies without any risks. A significant portion of the previous 

studies exhibited a retrospective and constrained series design. A prospective study was 

undertaken over a 10-month period, focusing on women who were undergoing safe 

confinement, pregnancy termination, and critical care at a government hospital [6-8]. 

http://www.gynaecologyjournal.com/
https://doi.org/10.33545/gynae.2018.v2.i2b.1441
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Materials and Methods 

The present study was conducted in the Department of General 

Medicine, Sambhram Institute of Medical Sciences and 

Research Kolar, Karnataka, India, with the aim of examining the 

potential impact of maternal cardiac disorders on maternal and 

fetal outcomes in pregnancies. This facility serves as a 

government referral center for all the hospitals in the vicinity. 

The research was carried out for a duration of two years, 

spanning from January 2017 to December 2017. The study 

encompassed pregnant women who were diagnosed with heart 

illness and subsequently admitted to the hospital for either safe 

confinement or termination of pregnancy, with any concurrent 

cardiac issues. The study also encompasses pregnant women 

who have heart problems and experience labor pain, who are 

admitted through the casualty department [9, 10]. 

 

Inclusion Criteria 
 All pregnant patients with cardiac problems, regardless of 

gestational age, who do not have any other medical 

conditions.  

 During the hospitalization, pregnant women who have been 

diagnosed with cardiac illness.  

 

Exclusion Criteria 
 The study excludes pregnant patients who have 

comorbidities such as anemia, perinatal hemorrhage (PIH), 

chronic renal disease, and gestational diabetes mellitus 

(GDM). 

 Individuals who gave their consent for participation in the 

study.  

 

At 36 weeks of gestation, pregnant women diagnosed with heart 

illness falling within NYHA class I and II are admitted to the 

hospital. Patients diagnosed with NYHA class III and IV are 

promptly admitted to the hospital. If cardiac symptoms occur at 

any stage of pregnancy, patients are promptly admitted and 

provided with intensive care. Prompt treatment is necessary for 

conditions that can lead to heart failure, such as anemia, 

infections, and preeclampsia. Cardiac patients should have their 

medication regimen reviewed and seek a cardiology opinion. 

RHD is treated with penicillin prophylaxis. Infective 

endocarditis prophylaxis is achieved by administering Inj. 

Ampicillin at a dosage of 50mg/kg and Inj. Gentamycin at a 

dosage of 3mg/kg [11-14]. Obstetric indications necessitate the 

performance of Caesarean birth. LSCS is indicated for cardiac 

conditions such as pulmonary hypertension, Eisenmenger 

syndrome, and aortic coarctation. During the process of labour, 

the patient is positioned in a bed with a propped up arrangement, 

and nasal oxygen is provided. If necessary, IE prophylaxis is 

provided. The implementation of rigorous monitoring of vital 

signs, limitation of intravenous fluids, and the continuation of 

cardiac medications during the intrapartum period if necessary. 

The application of outlet forceps with liberal episiotomy reduces 

the second stage of labour. The episiotomy wound is sutured 

consecutively in layers. During the postpartum period, patients 

are closely observed for postpartum hemorrhage (PPH), 

pulmonary edema, and lower respiratory infection (LRI), and 

specific measures are implemented to mitigate these problems. It 

is advisable to seek a check-up from a cardiologist during the 

postpartum time. It is advisable to initiate breastfeeding at the 

earliest opportunity. Pediatricians conduct examinations on 

infants. New-born infants receive vaccinations according to the 

national schedule [15-19].  

 

Results 

 
Table 1: Gestational Age 

 

 Frequency Percentage 

First Trimester 11 9% 

Preterm 24 20% 

Term 79 66% 

Postdated 6 5% 

Total 120 100 

 
Table 2: NYHA Grading 

 

 Frequency Percentage 

I 63 52.5% 

II 43 35.8% 

III 14 11.6% 

Total 120 100 

 
Table 3: Type of heart disease 

 

 Frequency Percentage 

CHD 51 42.5% 

MVP 09 7.5% 

RHD 60 50% 

Total 120 100 

 
Table 4: Surgeries 

 

Corrective Procedure No. of women Percentage 

Mitral valve replacement 2 10% 

ASD Closure 8 40% 

VSD Closure 9 45% 

PDA ligation 1 5% 

Total 20 100 

 
Table 5: Indication for emergency LSCS 

 

Type No. of women Percentage 

Fetal distress 2 13.33% 

CPD 2 13.33% 

Failed induction 3 20% 

Twins 2 13.33% 

Breech 2 13.33% 

Previous LSCS 2 13.33% 

Ectopic 2 13.33% 

Total 15 100 

 
Table 6: Neonatal Outcome 

 

 Frequency Percentage 

Post term 2 2.10% 

Preterm 19 20% 

Term 74 77.8% 

Total 95 100.0 

 
Table 7: NICU Admission 

 

 Frequency Percentage 

No 83 87.36% 

Yes 12 12.6% 

Total 95 100.0 

 

Discussion 
Heart disease is the leading non-obstetric factor contributing to 

maternal morbidity and mortality. The impact on new-born 

outcomes is substantial. Favorable outcomes are observed in 

women classified as NYHA class I and II who actively mitigate 

risk factors associated with heart failure, including anemia, 

infections, and arrhythmias. In addition, they undergo routine 
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cardiac monitoring and strict compliance with cardiac 

medication. Women with a severe form of cardiac disease 

should refrain from pregnancy, and in such cases, surgical 

intervention should be performed prior to conception. Hink and 

Bolte (year) reported that cardiac disease has a detrimental 

impact on approximately three percent of pregnancies. The 

outcome has a substantial impact on both the maternal figure 

and the offspring [19]. The study conducted by Hema Priya, L et 

al. examines the maternal and fetal outcomes of women who 

received treatment for heart disease at our hospital. The 

prevalence rate of heart disease among pregnant women who 

sought care at this clinic was determined to be 1.29% [20]. The 

study conducted by Sahni G et al. revealed a frequency ranging 

from 0.3% to 3.5%. The prevalence percentage of this referral 

center may not provide an accurate representation of the broader 

population. The research population consisted of a total of one 

hundred pregnant women. Among the patients, four underwent 

MVA with check curettage [22-24]. 

Nitta, M et al, Andhra Pradesh is renowned for its exceptional 

antenatal care standards. A total of 33 women, accounting for 

33% of the sample, received their initial diagnosis of heart 

disease during the present pregnancy. The age group distribution 

that was most frequently observed was 26-30 (N=69-69%). 

Among the 120 female participants included in the research, a 

mere 2% (N=2) were found to be under the age of 20 [25]. 

According to Drenthen (year), this study bears resemblance to 

various other studies conducted in India. Congenital cardiac 

disease was the most prevalent kind in Western studies. 

Approximately eight women diagnosed with Rheumatic Heart 

Disease (RHD) had surgical intervention, with one instance 

involving valve replacement and another case involving 

combined valve replacement. There was a positive correlation 

observed between the severity of stenosis and greater NYHA 

functional class [26]. 

According to Babah et al. (year), it was determined that 

ventilatory support was necessary in 9 instances, with the 

majority of cardiac patients being placed on elective mechanical 

ventilation and subsequently weaned within a 24-hour period. 

Patients who exhibited lower respiratory infection (LRI) and 

pulmonary edema were also chosen to receive ventilator 

assistance. We offered antibiotic prophylaxis to the moms with 

heart conditions and did not see any instances of endocarditis 
[27].  

According to Ertekin et al. (28), several interventions have been 

found to potentially enhance outcomes for both mothers and 

infants. These interventions include early diagnosis, 

preconceptional counselling, health education, routine and 

regular antenatal check-ups, identification and correction of 

saggravating heart failure, regular cardiac follow-up, strict 

adherence to cardiac medications, and institutional delivery.  

 

Conclusion 
It is advisable for pregnant women experiencing cardiac 

complications to arrange regular prenatal checkups. If deemed 

necessary, corrective procedures during pregnancy should be 

performed in the second trimester; nonetheless, it is important to 

note that there exists a significant danger to the fetus. Prior to 

conception, it is imperative for the cardiologist to assess any 

cardiac drugs administered. Ideally, the process of childbirth 

should occur within a tertiary care facility that employs a 

multidisciplinary approach. Foetal echocardiography (ECHO) is 

performed at approximately 20 weeks of gestation to identify 

inherited heart abnormalities in neonates. Undoubtedly, 

implementing a uniform treatment approach and ensuring 

widespread availability of obstetric and cardiac care will 

significantly improve the results for women suffering from heart 

disease. 
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