'.) Check for updates OPEN ap«rctss

NARRATIVE REVIEW

Addressing the silent threat of peripartum
e cardiomyopathy in Pakistan: a review

Www.jrmi.pk Rida Asghar’, Mohammad Osama?, Muhammad Wagqas’, Rakhshinda Inam*, Rizwanullah Khan®, Noor
FatimaS, Mehran Ullah Bani’

"Postgraduate Resident, Gynecology & Obstetrics, Gomal Medical College, Dera Ismail (DI) Khan, Pakistan.
(ridaasghar3102@gmail.com)

2House Officer, Emergency Medicine, MTI-Lady Reading Hospital, Peshawar, Pakistan. (chambersburg56@gmail.com)
(https://orcid.org/0009-0009-1763-0336).

3House Officer, General Medicine, DHQ Teaching Hospital, DI Khan, Pakistan. (m.waqas891@icloud.com)

“4Assistant Professor, Gynecology & Obstetrics, Gomal Medical College, DI Khan, Pakistan. (dr.rakhshi89@gmail.com)
SHouse Officer, General Medicine, DHQ Teaching Hospital, DI Khan, Pakistan. (rizwankhanshangla2@gmail.com)
®Medical Student, Gomal Medical College, DI Khan, Pakistan. (noorfatimajan2002@gmail.com)

"Medical Student, Gomal Medical College, DI Khan, Pakistan. (drmehranbani@gmail.com)

ABSTRACT

Peripartum Dilated Cardiomyopathy (PPCM) is a serious heart condition that may occur in the last month of pregnancy or within five
months postpartum. It is characterized by left ventricular systolic dysfunction with an ejection fraction (EF) less than 45%, often
occurring in women without known cardiac history. PPCM is poorly understood and managed in developing countries like Pakistan
where there are significant gaps pertaining to maternal healthcare systems and diagnosis. This narrative review examines PPCM’s
epidemiology, underlying causes, diagnostic limitations, management strategies, as well as its broader implications for public health in
Pakistan. Original articles, systemic reviews, meta-analyses and case reports that were published in the last five years (December 2019-
December 2024) and were relevant to the Pakistani context were selected using different search engines: PubMed, Google Scholar,
ResearchGate, Academia, Semantic Scholar and Scopus. To provide a diagnostic and treatment pathway paradigm specifically suited
for enhancing maternal healthcare outcomes in Pakistani settings, attention was drawn to the discourse-informed context that contrasts
local realities with international developments. Future strategies must emphasize early detection, postpartum care, awareness, and equity-
driven, multidisciplinary interventions tailored to Pakistan’s socioeconomic context to combat PPCM and improve maternal health.
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INTRODUCTION

Peripartum cardiomyopathy (PPCM) is an idiopathic, frequently
dilated cardiomyopathy, manifesting as systolic dysfunction in
third trimester of pregnancy or in the initial postpartum period.’
The condition is defined by an ejection fraction (EF) of less than
45%, often accompanied by left ventricular dilatation, although
this is not mandatory for diagnosis.? Peripartum cardiomyopathy
(PPCM) is considered a diagnosis of exclusion, made when no
alternative cause can be identified in women during the
peripartum period.’> Earlier definitions described PPCM as
symptomatic heart failure developing during the last month of
pregnancy or within five months after delivery.* These
definitions have evolved over time. The current definition from
the European Society of Cardiology (ESC) characterizes PPCM
as an idiopathic cardiomyopathy presenting with heart failure due
to left ventricular systolic dysfunction, with a left ventricular
ejection fraction (LVEF) below 45%, occurring near the end of
pregnancy or in the months following childbirth, in the absence
of any other identifiable cause of heart failure.® Despite advances
in its recognition and treatment, peripartum cardiomyopathy
(PPCM) remains a major cause of maternal morbidity and
mortality, especially in low- and middle-income countries.
PPCM occupies a unique intersection between obstetrics and
cardiology, and its heterogeneous clinical presentation continues
to challenge timely recognition and diagnosis.

It is a potentially life-threatening condition, with reported
mortality rates ranging from 18% to 56%, and approximately half
of all deaths occurring within the first three months postpartum.®
Recent studies indicate that 50-80% of women with PPCM
experience recovery of left ventricular systolic function to normal
levels (LVEF >50%), with the majority of improvement taking
place during the first six months after diagnosis.” The
pathogenesis of PPCM remains multifactorial and incompletely
understood, with proposed mechanisms including angiogenic
imbalance, oxidative stress, inflammatory
autoimmune activation, and genetic susceptibility.®

responses,

Although substantial progress has been made in understanding
the pathogenesis of peripartum cardiomyopathy (PPCM), as well
as in improving its diagnosis, management, and treatment, the
condition is frequently diagnosed late and remains associated
with considerable morbidity and mortality.® There is a striking
variation in the frequency of PPCM around the world ranging
from 1 in 4000 live births in the Western world to 1 in 100 lives
births in Africa.® South Asia, including Pakistan, exhibits a
growing number of PPCM cases, but precise epidemiological
data remain limited due to underreporting and lack of
standardized surveillance systems.

To ensure comprehensiveness within the context of narrative
review, many cycles of searching, screening and synthesis were
done, giving preference to recent, relevant sources while
allowing for expert judgement in the selection. Sources and
research databases were selected for their coverage of biomedical
and global health literature. Literature search comprised of
prominent search engines like PubMed, Google Scholar,
ResearchGate, Academia, Semantic Scholar and Scopus. Most of
the open access articles were retrieved by searching the following
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keywords: “Peripartum cardiomyopathy, Cardiovascular disease,
Echocardiography, Maternal mortality, Pakistan”. Boolean
operators (e.g., AND, OR) were applied to combine terms, such
as ‘peripartum cardiomyopathy’ OR ‘PPCM’ AND ‘Pakistan’
OR ‘South Asia’ AND ‘Pathophysiology’ OR ‘Therapy’ OR
‘Echocardiography’, to refine results while maintaining
specificity to the emerging themes. The process involved initial
broad searches, yielding potentially targeted research papers,
followed by manual screening of titles and abstracts, and full text
review for depth. Reference lists of key papers were hand-
searched (snowballing) to identify seminal works. Data synthesis
was narrative, integrating findings thematically to address gaps
in PPCM awareness and management in Pakistan, without formal
quality assessment but with critical evaluation for rigor and
applicability.

Original articles, systemic reviews, meta-analyses and case series
published in the last five years (i.e. December 2019 to December
2024) and relevant to the Pakistani context and giving insights
into pathophysiology and therapeutic review of Peripartum
cardiomyopathy were included. Articles published in languages
other than English were excluded. Data was reviewed with the
aim to bring attention to this neglected condition by
contextualizing it within Pakistan’s unique epidemiological and
sociocultural landscape.

Epidemiology in a Data-Scarce Environment

Precise data on PPCM in Pakistan remains limited, largely due to
the absence of national surveillance systems. The annual
incidence of PPCM varies globally from 1:15,000 to 1:100
deliveries.!? In Pakistan the prevalence of PPCM in women more
than 30 years old is 28.8% with an increase to 44.4% in
multigravida.'® These figures underscore the urgent need for a
national PPCM registry to systematically capture prevalence and
outcomes. Marked disparities exist between healthcare facilities
among different provinces and regions, where access to prenatal
and cardiology care is minimal.'' Cultural reluctances to seek
postpartum care, combined with high parity and inadequate
maternal malnutrition increases the risk and severity of PPCM in
these regions.

Unique Risk Profile: Decoding Socio-Medical Triggers in
Pakistan

The risk factors for PPCM globally include hypertension,
advanced maternal age, and twin pregnancies. Women with
gestational hypertension or pre-eclampsia have an approximately
threefold higher risk of developing PPCM compared with those
without these conditions.!”> Other factors considered to
predispose individuals to peripartum cardiomyopathy include
multiparity, multiple gestation, obesity, smoking, diabetes,
anemia, asthma, malnutrition, and extended use of tocolytic
therapy.'> Severe nutritional deficiencies, particularly of iron,
folate, and vitamin D, significantly compromise cardiac
resilience and may contribute to the development of peripartum
cardiomyopathy (PPCM).

In Pakistan, long distances to healthcare centers in rural areas
deter pregnant women from seeking prenatal care, outweighing
the perceived importance of antenatal check-ups. This barrier
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contributes to inadequate prenatal care, potentially affecting
maternal and fetal health outcomes resulting in missing critical
opportunities for early detection and management of potential
risk factors.'* Cultural barriers and entrenched gender norms
further exacerbate the situation, as women’s health concerns are
often deprioritized, and their symptoms may be ignored or
dismissed. Additionally, the high prevalence of consanguineous
marriages in the region may increase genetic susceptibility to
PPCM. Environmental exposures and endemic infections, which
are associated with chronic inflammation and immune stress,
may also place additional strain on the cardiovascular system
during the peripartum period. These factors collectively create a
high-risk population for PPCM in Pakistan, demanding context-
specific intervention strategies.

Molecular Clues - Insights from Pathophysiology

The etiology of PPCM is multifactorial and remains incompletely
understood. Current evidence suggests that excessive oxidative
stress plays a central role in disease development by promoting
the cleavage of the native 23-kDa prolactin (PRL) into a 16-kDa
antiangiogenic and cardiotoxic fragment. Reduced antioxidant
defenses, particularly impaired STAT3 signaling, lead to
enhanced activation of cathepsin D, which facilitates this
cleavage process. The resulting 16-kDa PRL contributes to both
endothelial dysfunction and cardiomyocyte injury. Many of these
pathological effects are mediated through microRNA-146a (miR-
146a), whose expression is stimulated via activation of the NF-
kB pathway.'> Released from endothelial cells in exosomes and
subsequently taken up by cardiomyocytes, miR-146a disrupts
cellular metabolism by reducing glucose transporter type 4
(GLUT4) expression and glucose uptake. Within the vascular
endothelium, miR-146a inhibits cell proliferation and promotes
apoptosis, leading to impaired angiogenesis.'®!” In addition, 16-
kDa PRL exerts direct deleterious effects on endothelial cells
independent of miR-146a by inducing caspase-mediated
apoptosis and reducing inducible nitric oxide synthase (iNOS)
expression and nitric oxide (NO) production.'® Together, these
mechanisms contribute to the myocardial and vascular
dysfunction characteristic of PPCM.

Understanding these mechanisms in the local context is essential.
Inflammatory and nutritional components may be more
pronounced in Pakistani women, making targeted prevention
strategies feasible. Local studies on cytokine profiles, myocardial
biopsy, and gene sequencing are essential to clarify the dominant
mechanisms in this population.

Clinical Implications and Diagnostic gaps in Pakistan

PPCM can be difficult to differentiate from normal physiological
changes in pregnancy. Fatigue, shortness of breath, and
peripheral edema are often misattributed to normal gestational
symptoms. Clinical features of normal pregnancy are compared
with Peripartum Cardiomyopathy in Table 1.'® Key features
includes orthopnea, paroxysmal nocturnal dyspnea, elevated
jugular venous pressure, pulmonary crackles, third heart sound
(S3) and tachycardia.’> Diagnostic delays are common in
Pakistan due to low suspicion, especially in the absence of robust
postpartum follow-up.!® The diagnostic challenges and the
difficulty in distinguishing peripartum cardiomyopathy (PPCM)
from other pregnancy-related conditions may contribute to its
persistent under recognition. Furthermore, many PPCM patients
are not initially evaluated by cardiologists, which can delay
appropriate management. The use of biomarkers holds promise
for the early detection of PPCM, enabling timely referral and
coordinated care involving a multidisciplinary team comprising
cardiologists and obstetricians / gynecologists."’

Among the biomarkers studied, N-terminal pro-B-type natriuretic
peptide (NT-proBNP) has shown significant elevation in the
majority of PPCM cases, with minimal overlap observed in
healthy peripartum women. Importantly, the persistence of
elevated NT-proBNP levels and failure to achieve normalization
of the biomarker profile have been associated with poor clinical
outcomes in PPCM patients.!” Biomarkers like BNP and NT-
proBNP are helpful but rarely used due to unavailability in most
remote healthcare facilities and resource limited settings.'*
Cardiac MRI, though valuable for excluding myocarditis, is
largely unavailable outside major cities.

Table 1: Comparison of clinical features of normal pregnancy with peripartum cardiomyopathy

Clinical Features
Timing of Onset

Normal Pregnancy

Gradual, linked to physiological changes

PPCM
Late pregnancy or in 6 months postpartum

Dyspnea (Shortness of
Breath)

Mild, exertional, late in pregnancy

Marked dyspnea, orthopnea, paroxysmal nocturnal dyspnea

Cough Occasional, benign

Frequent, especially lying down; may indicate pulmonary
edema

Fatigue / Light-headedness Common but mild

Severe, disproportionate to pregnancy

Swelling (Edema) Mild, usually ankles/legs

Pitting edema, may extend to face/hands

Rapid Weight Gain Gradual (<1 kg/week)

Rapid (1-2 kg/week) due to fluid retention

Palpitations Occasional, benign

Frequent palpitations, arrhythmia

Chest Symptoms Rare

Chest discomfort, precordial pain from HF/fluid overload

Abdominal/Other Symptoms [E\[s]5a% s (L1l

Abdominal discomfort, hepatic congestion

Physical Exam Findings Generally normal

Raised JVP, displaced apex, S3, murmurs, tachycardia, rales

Diagnostic Findings None

LVEF <45%, dilated LV, raised BNP, CXR/ECG changes

Risk & Severity

Low, symptoms manageable

High risk: HF, arrhythmias, thromboembolism, cardiogenic
shock

Management Approach Routine obstetric monitoring

Early recognition, multidisciplinary care, heart failure therapy

PPCM-Peripartum cardiomyopathy; HF-Heart failure; JVP-Jugular venous pressure; S3-Third heart sound; LVEF-Left ventricular ejection fraction; LV-

Left ventricle; BNP-Brain type Natriuretic peptide; CXR-Chest x-ray.

(Adapted from: Kulkarni A, Squire G, Hogrefe K, Waseem Osman M. Peripartum cardiomyopathy. Obstet Gynaecol. 2021;23;278-89. DOI:

10.1111/tog.12770.)'8
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Barriers to Early Identification

Echocardiography is the preferred imaging technique because of
its  high  diagnostic yield and  cost-effectiveness.
Echocardiography is important in distinguishing PPCM from
other  pregnancy-related  cardiac  disorders  including
preeclampsia.’’ However, due to infrastructure and resource
constraints, diagnosing and managing cardiac diseases such as
peripartum cardiomyopathy in Pakistan face significant
challenges. Many rural hospitals lack crucial diagnostic
instruments like echocardiography machines, which are
necessary for examining cardiac function. Additionally, there is
a shortage of competent technicians and cardiologists,
particularly in distant and underserved locations, which impedes
rapid and correct diagnosis. Healthcare facilities struggle with
outdated equipment, staffing shortages, and limited funding,
compromising quality care and worsening healthcare disparities,
especially in rural and underserved areas.?!

One of the biggest potentials for handheld ultrasound, including
echocardiography, is to expand diagnostic capacity to areas
where standard ultrasound or echocardiography, with their
multiple purposes, and expert users are not available. This
requires addressing training and competency maintenance for
non-expert or non-traditional users.?? Using portable or handheld
echocardiography devices and educating Lady Health Workers
(LHWs) to screen high-risk women are examples of innovative
solutions. To decentralize diagnostic competence, academic
centers must take the lead in capacity-building initiatives.

Navigating Treatment in Resource-Limited Settings

The same protocols used for the treatment of other kinds of CHF
with reduced ejection fraction, or protocols based on expert
advice, are employed for PPCM therapy because there have been
few studies done on the subject to date. Potential negative effects
on the fetus must be considered when prescribing drugs. Due to
the possibility of teratogenicity and fetotoxicity, angiotensin-
converting enzyme inhibitors (ACE-Is), angiotensin receptor
blockers (ARBs), angiotensin receptor neprilysin inhibitors
(ARNISs), ivabradine, and mineralocortisol receptor antagonists
are contraindicated during pregnancy.?> During pregnancy, low-
dose diuretics and beta-blockers can be safely used.’** The
"BOARD" treatment regimen, which includes Bromocriptine,
Oral heart failure medications, Anticoagulants, Vasorelaxing
agents, and Diuretics, is advised for managing PPCM.
Bromocriptine, a newly recommended therapy for this condition,
works by inhibiting prolactin secretion and preventing the release
of its cardiotoxic fragments. Studies have shown that
bromocriptine therapy can enhance heart function recovery and
decrease mortality in patients with PPCM.2¢ Although
Bromocriptine is available in Pakistan under different brand
names and is used in the Clinical practice for decreasing Prolactin
production in postnatal patients after fetal demise, however its
use as a therapeutic option for Peripartum Cardiomyopathy still
lacks convincing data and trials and is not yet a therapeutic option
in Peripartum Cardiomyopathy.?’ Treatment gaps in Pakistan
include lack of patient education, inconsistencies in medication
availability, and problems with affordability. Efforts to enhance
continuity of care could be consolidated under a nationwide
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maternal cardiovascular health program. Social factors like
economic instability, limited healthcare access, and educational
inequalities play a significant role in shaping cardiovascular
health outcomes.?®

Role of Multidisciplinary Care

Obstetricians, cardiologists, nurses, and mental health specialists
must work together to manage PPCM effectively. It has been
demonstrated that multidisciplinary care models enhance
treatment compliance and maternal outcomes.?’ The primary
objective and concurrently, primary challenge of the cardio-
obstetrics team is to do a thorough examination of the risks and
outcomes for the mother and fetus during pregnancy and delivery,
as well as to offer long-term care and guidance regarding future
pregnancies.’® Attention should be paid to perinatal psychiatric
illness (PPI) in PPCM. Severe mental illness, such as bipolar
disorder or depression, worsens heart failure outcomes, raises the
burden of PPCM, and may cause late maternal death and
suicidality. Particularly in low- and middle-income nations, these
results are not well studied.

To diagnose and treat PPCM, a standardized multidisciplinary
approach should include screening for common PPI and
psychosocial risk factors.>' If a woman tests positive for
psychological distress, the clinic may refer her to care depending
on its information and resource availability.

Currently, to our knowledge multidisciplinary PPCM clinics in
Pakistan are non-existent. Such models could be used as a
standard for training and holistic care in tertiary care facilities,
particularly in teaching hospitals.

Future pregnancies and Contraception

Among women with a history of PPCM, subsequent pregnancy
carries a higher risk of relapse and death, especially for those who
continue to have persistent left ventricular (LV) dysfunction prior
to the subsequent pregnancy, as their mortality risk is higher as
compared to those whose LV function has recovered.?? Therefore,
prioritizing maternal health, future pregnancies should be
discouraged in women with both persistent and recovered left
ventricular (LV) function. Safe and efficient contraception is a
key component of long-term management. Given the potential
complexity, early contraceptive counselling may necessitate the
involvement of both obstetricians and cardiologists. Although
barrier methods lower the risk of STDs, they are not a viable
means of contraception on their own.

Combining Dbarrier techniques with long-acting reversible
contraception (LARC) is a safer way of contraception for women
with PPCM, however peripartum women with HF are susceptible

33 Hormonal

to hypertension and thrombo-embolic events.
contraceptives that have prothrombotic effects should therefore
be avoided. In combination oral contraceptives, the estrogen
component significantly raises the risk of arterial and venous
thrombosis (up to seven times), as well as hypertension.>* For
women with PPCM, the safest and most efficient progestin-only
contraceptives are long-acting reversible ones. They are
independent of patient adherence, do not increase bleeding during
menstruation, and do not have prothrombotic effects. Women
have a choice between LARCs such subdermal implants that

www.jrmi.pk




I Narrative Review | Addressing the silent threat of peripartum cardiomyopathy in Pakistan: a review

contain either levonorgestrel or etonogestrel or intrauterine
devices that contain levonorgestrel. Subcutaneous implants are
simple to place and remain effective as a method of birth control
for three to five years. Implants are among the most reliable
contraceptive methods, with a failure rate of just 4 in 1,000
women over a five-year period.?* Since abnormal bleeding is the
primary cause of implant discontinuation, the best way to help

Post-partum Cardiomyopathy ‘ Global Data
Global annual incidence of

PPCM 1:15000 - being

lowest and 1:100 being

Epidemiology highest.'

users comprehend and accept these minor side effects and
continue using the procedure is to provide counselling both
before and during insertion.*® Because implants usually causes

amenorrhea, the levonorgestrel-releasing intrauterine system
(IUS, Mirena) is frequently chosen over the banded copper-
containing intrauterine device (copper-IUD).

Pakistan Data
Reliance on hospital-
based data.'® National
data is not available.

Table 2: Comparison of global and national/local factors affecting Post-partum Cardiomyopathy with suggested recommendations

Gaps to be addressed
Improved prenatal care.
Overcome cultural reluctance to
seek pre- and postpartum care.
Ensure adequate maternal
nutrition during pregnancy.
Counseling on family planning.

e Hypertension
e  Advanced maternal
age
Risk Profile e  Twin pregnancies'?

stress!®

Pathogenesis

research is available
on this topic.

Key risk factors
include obesity and
malnutrition,
inadequate antenatal
care and low
socioeconomic status.'

e  High rate of Ensure adequate maternal
consanguineous nutrition
marriages Spread awareness regarding

e Nutritional consanguineous marriages.
deficiencies!

e  Limited access to
healthcare

e  Unbalanced oxidative | ¢  Limited national Understanding Pathogenesis in

the local context is essential.

e  Symptoms overlap
with normal
pregnancy. '
Under-recognition
leads to delayed
diagnosis."

Diagnostic Gaps .

Resource and
infrastructure
limitations hinder
care.'!

Funding and staffing
gaps worsen quality of
care and disparities.?!

Upgrade infrastructure and
resources.

Expand diagnostic equipment
access.

Increase trained specialists.
Improve funding and staffing.

“BOARD” regimen
combines
Bromocriptine, oral
heart failure drugs,
anticoagulants,
vasorelaxants, and
diuretics.?®

[ ]
Treatment

Bromocriptine lacks
sufficient evidence
and is not yet an
established treatment
for PPCM.%’

Improve patient education,
medication access, recent clinical
drug trials and affordability.
Address social determinants and
strengthen nationwide maternal
cardiovascular care.

e  Multidisciplinary
care improves PPCM
t.
Multidisciplinary Care managemett
e  Enhances treatment
adherence and

outcomes.?

Pakistan lacks
multidisciplinary
PPCM clinics, which
could model holistic
care in tertiary
hospitals.?!

Address the challenge of PPCM
through a collaborative,
multidisciplinary approach with a
focus on equity.

e  PPCM raises risks in
future pregnancies,
including
hypertension and
thromboembolic
events.>*

Future Pregnancies

Data on this disease in
Pakistan is limited.
Only a few studies
have been conducted.
Existing studies
include small patient
populations.'®

Early contraceptive counseling
with obstetricians and
cardiologists is vital for safe long-
term PPCM management.
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Lactation and Obstetrical Care

Breastfeeding provides optimal nutrition and immune system
development for newborns, promoting infection resistance,
tolerance, and microbiota growth. It also has significant
psychological benefits for both mothers and infants.’” Bottle
feeding might cause serious harm to the baby in underdeveloped
nations like Pakistan, where formula can be costly and clean
water is not easily accessible. Pharmacologic prolactin inhibition
and breastfeeding cessation are controversial topics. While some
clinical investigators and experts support the use of
bromocriptine as part of the management of all women with
PPCM, others recommend breastfeeding for all women who are
stable enough to do so, citing benefits to the fetus and lack of
evidence of harm to the mother. A retrospective cohort study by
Angelina Noll et al. found no correlation between lactation and a
decrease in myocardial recovery.’® While breastfeeding and
bromocriptine offer different benefits for PPCM patients, the
patient's condition must be considered while deciding whether to
administer the medication. Recovery of left ventricular function
can be accelerated by administering bromocriptine for specific
circumstances, such as severe PPCM. Non breastfed children and
mothers will experience adverse outcomes.

A team of specialists from obstetrics, cardiology, maternal fetal
medicine, anesthesiology, nursing, pharmacy, and social work
should manage the timing and mode of delivery for patients who
present with PPCM during pregnancy. Unless there are obstetric
reasons for a caesarean section, stable individuals are delivered
vaginally.

An increased risk of bleeding, infection, and thromboembolic
consequences is linked to caesarean birth.*? High-risk deliveries
require careful planning with a multidisciplinary team. Unstable
patients may benefit from invasive hemodynamic monitoring.
Post-delivery, patients are at risk for fluid overload and
pulmonary edema due to increased venous return from uterine
contractions and fluid shift.

Future Recommendations for Pakistan — The Way Forward

Several necessary actions are advised to address Peripartum
cardiomyopathy (PPCM) in Pakistan. First and foremost is the

creation of a national PPCM registry to keep an easier track of
cases and results. Access to diagnostic care may be enhanced by
providing subsidies for echocardiography services in rural areas.
Early detection and referral would be made possible by training
midwives and lady health workers (LHWs) to identify cardiac
warning signs. Programs for maternal health should incorporate
cardiac screening as well. Campaigns to raise public awareness
would aid in educating families and pregnant women about heart
health during pregnancy and the postpartum period. Training
programs for obstetricians and family physicians should include
cardiomyopathy awareness. Telemedicine services can help close
the gap in specialized care between urban and rural areas.
Advocacy from professional societies can encourage policy
support. With continued effort and collaboration, Pakistan may
make progress in lowering the burden of PPCM and promoting
maternal health equity. Finally, promoting interdisciplinary
research on the inflammatory and genetic causes of PPCM would
improve knowledge and treatment of this illness.

CONCLUSION

Peripartum Dilated Cardiomyopathy is a silent threat to maternal
health, hampered by diagnostic ambiguity and societal barriers.
In Pakistan, the issue is worsened by poor nutrition, limited
access to heart specialists, and a systemic disregard for women's
heart health. Although global progress in understanding PPCM
has been considerable, its effective implementation at the local
level continues to face major obstacles. Meaningful progress in
addressing PPCM in Pakistan can be achieved through the
integration of cardiology into maternal health services, proper
training of frontline healthcare providers, and the creation of
centralized data collection systems. Future strategies should
prioritize early detection and comprehensive postpartum care,
alongside community-based awareness campaigns, and
evidence-based interventions tailored to the unique
socioeconomic context. A collaborative, multidisciplinary
approach with a focus on equity is needed to address the
challenge of PPCM as a hidden danger and ultimately lead to
healthier mothers and families ensuring optimal maternal care in
Pakistan.
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