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Abstract Peripartum cardiomyopathy (PPCM) is a rare but potentially fatal 

complication of pregnancy. The article analyzes modern strategies of intensive care in 

critical forms of PPCM. Pharmacological and non-pharmacological methods are 

described, including the use of bromocriptine, inotropes, and mechanical circulatory 

support devices (IABP, ECMO). Data from clinical studies and an algorithm for 

managing patients in the ICU are presented. The importance of a multidisciplinary 

approach is emphasized. 
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Introduction Peripartum cardiomyopathy develops during the last weeks of 

pregnancy or within 5 months postpartum and is characterized by progressive systolic 

dysfunction of the left ventricle (LVEF < 45%). Incidence ranges from 1:1000 to 

1:4000 deliveries. The high mortality risk necessitates the implementation of 

standardized intensive care protocols. 

Materials and Methods The review includes data from multicenter studies, 

clinical guidelines of the ESC (2023), ACC (2022), IPAC registry (2013), and 

publications from 2000–2024. Comparative analysis methods were used to evaluate 

the effectiveness of pharmacological and mechanical treatment strategies for PPCM. 

 

Table 1. Classification of PPCM severity 

Criterion Mild form Moderate Severe 

LVEF 40–45% 30–39% <30% 

Symptoms (NYHA) Class II Class III Class IV 

Hemodynamics Stable Decreased BP Cardiogenic shock 

Lactate <2 mmol/L 2–4 mmol/L >4 mmol/L 
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Main directions of therapy 

Inotropic support Dobutamine, milrinone, levosimendan are used. 

Hemodynamic improvement is achieved in 65–70% of patients within 7–10 days. 

Prolactin-inhibiting therapy Bromocriptine 2.5–5 mg/day + LMWH. Reduction 

of prolactin levels decreases cardiomyocyte apoptosis. 

Standard heart failure therapy Beta-blockers, ACE inhibitors/ARBs, 

mineralocorticoid receptor antagonists, diuretics. 

Mechanical circulatory support IABP — in severe left ventricular failure. 

ECMO — in refractory cardiogenic shock and respiratory failure. 

Anticoagulant therapy Indicated when LVEF <35%, presence of thrombi, or 

during ECMO/IABP support. 

 

Table 2. Outcomes of key therapeutic interventions 

Method Parameter Outcome 

Inotropes 
LVEF improvement 

>10% 
68% of patients (n=213) 

Bromocriptine + standard 

care 
Recovery of LVEF >50% 

72% (vs 51% without 

bromocriptine) 

ECMO Survival 60% (vs 35% without ECMO) 

Guideline-directed HF 

therapy 

Reduction in 1-year 

mortality 
–38% 

 

Algorithm for management of PPCM patients in the ICU 

Diagnosis: Echocardiography, NT-proBNP, troponin, lactate 

Initial stabilization: Oxygen, diuretics, inotropes 

Initiation of bromocriptine + anticoagulation 

Decision regarding mechanical support (IABP/ECMO) 

Monitoring and therapy titration 

Transition to oral guideline-directed medical therapy upon stabilization 

Discussion Early recognition of PPCM and aggressive intensive care significantly 

improve survival. Mechanical circulatory support devices play a key role in 

cardiogenic shock. Bromocriptine can be used as a pathogenetically targeted agent. 

Training of medical personnel and centralized routing of patients to specialized centers 

are required. 

Conclusion Intensive care for peripartum cardiomyopathy should be 

individualized, timely, and based on modern principles of cardioresuscitation. The 

application of a multidisciplinary approach, standardized protocols, and advanced 
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technologies can substantially reduce maternal mortality and improve long-term 

outcomes. 
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