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Abstract

Objective: In this study, it was aimed to evaluate pregnant women who had been diagnosed cardiac diseae.

Methods: Sixty- seven (67) patients applied to the gynecology and obstetrics clinics of yuzuncu yil university faculty of medicine
between December 1994 and December 2006 diagnosed as having pregnancy and cardiac disease were assesed retrospectively.

Results: Among the total 6852 obstetrical patients, 67 (0.98%) pregnant women who had cardiac disease were determined of the
cases, 40.1% did not have any school education, 68.7 % lived in rural area and 74. 6 did not have any antenatal fallow. While 77.6%
of cases were diagnosed when they were non-pregnant, only 15 (22.4) cases were determined to have cardiac disease during their
last pregnancy. More than one valvular cardiac disease was present in some patients and a total of 97 cardiac diseases were deter-
mined in all pregnant women. Mostly diagnosed cardiac diseases were mitral stenosis and mitral insufficiency.

Conclusion: Cardiac diseases result in increase in maternal and fetal mortality and morbidity during pregnancy. These patients must
be evaluated cardiologically before the gestation and the risks that might be caused by pregnancy should be explained to the patients.
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Gebelik ve kalp hastal›¤›: Altm›flyedi olgunun de¤erlendirilmesi

Amaç: Bu çal›flmada klini¤imizde kalp hastal›¤› saptanan gebelerin de¤erlendirilmesi amaçland›.

Yöntem: Yüzüncü Y›l Üniversitesi T›p Fakültesi Kad›n Hastal›klar› ve Do¤um Ana Bilim Dal›’nda Aral›k 1994 –Aral›k 2006 tarihleri ara-
s›nda gebelik ve kalp hastal›¤› ile baflvuran 67 hasta retrospektif olarak de¤erlendirildi.

Bulgular: Toplam 6852 do¤um hastas› aras›nda 67 kalp hastal›¤› olan gebe tespit edildi. (%0.98 ) Olgular›n %40.1’inin e¤itimsiz,
%68.7’sinin k›rsal yerleflimli oldu¤u ve %74.6 olgunun antenatal takipsiz oldu¤u tespit edildi. Olgular›n %77.6’s›nda kalp hastal›¤›
tan›s› gebelik d›fl› dönemde koyulurken sadece 15 olgunun (%22.4) kalp hastal›¤› tan›s› son gebeli¤i esnas›nda tespit edildi. Baz› has-
talarda birden fazla kalp kapak hastal›¤› mevcut olup tüm gebelerde toplam 97 adet kalp hastal›¤› tespit edildi. Kalp hastal›¤› olan
gebelerde en s›k tespit edilen kardiak anomali mitral stenoz ve mitral yetmezlik idi.

Sonuç: Gebelikte kalp hastal›klar› maternal ve fetal mortalite ve morbidite art›fl›na yol açmaktad›r. Bu hastalar›n mümkünse gebelik
öncesi kardiyolojik olarak de¤erlendirilmesi, gebeli¤in ortaya ç›karaca¤› risklerin hastalara aç›klanmas› gerekmektedir. 

Anahtar Sözcükler: Gebelik, kalp hastal›¤›.

Heart Disease and Pregnancy:
Result of Sixty-eight Cases

Ali Kolusar›1, fiahin Zetero¤lu2, Han›m Güler fiahin1, Mansur Kamac›1

1Yüzüncü Y›l University Medical School, Department of Obstetrics and Gynecology, Van
2Bursa Ac›badem Hospital, Obstetrics and Gynecology, Bursa

Correspondence: Ali Kolusar›, Yüzüncü Y›l Üniversitesi T›p Fakültesi, Kad›n Hastal›klar› ve Do¤um Anabilim Dal›,Van

e-mail: dralikolusari@yahoo.com

Introduction 
Approximately 1-3% of pregnancies are

complicated by cardiac disease and this situation
is responsible for 10-15% of maternal mortality.1,2

As the incidence of acquired diseases such as

rheumatic cardiac diseases decreases in 

developed countries, it is still a problem in deve-

loping countries.3

e-Address: http://www.perinataljournal.com/20080161003



Perinatal Journal • Vol: 16, Issue: 1/April 2008 15

Mitral stenosis is the most frequent lesion in

patients having pregnancy and rheumatic car-

diac disease.4 In a study performed in our coun-

try, rheumatic cardiac disease is observed in

60% of pregnancies having cardiac disease.5

Diagnosis for cardiac disease is harder

depending on physiological changes during ges-

tational period. Functional systolic is frequently

seen and edema is observed in lower extremity

during the gestational period.

Complaints for cardiac disease during preg-

nancy are progressive orthopnea, paroxysmal

nocturnal dyspnea, hemoptysis, syncope

occurred with exercise, chest pain, serious or

progressive dyspnea. Findings of cardiac disease

during pregnancy are cyanosis, digital clubbing,

jugular venous distention, systolic murmur more

than grade 3/6, diastolic murmur, cardiomegaly,

arrhythmia, pulmonary hypertension diagnosis

and stable doubling of second heart sound.6

Even though pregnant women having Class I

and Class II cardiac disease do not have general-

ly any problem during gestational period, mater-

nal mortality rate is about 0-0.4% in this patient

group and normal vaginal delivery should be

preferred except for obstetric cesarean indica-

tions.7,8 Maternal mortality varies between 4-7%

in pregnant women having Class III and IV car-

diac disease. Though pregnancy is not recom-

mended for those patients, they should be close-

ly followed by bed resting and even hospitalized

if there is absolute pregnancy demand. Normal

vaginal delivery should be preferred unless there

are obstetric indications in those patients.7,8

In this study, it was aimed to evaluate preg-

nant women who had been diagnosed cardiac

disease, to study their characteristics and to eval-

uate retrospectively.

Methods
Sixty-seven (0.98%) patients having cardiac

disease among 6852 pregnant women who

delivered in between December 1994 and

December 2006 that applied to the Department

of Gynecology and Obstetrics of Faculty of

Medicine of Yüzüncü Yil University within this

period were assessed retrospectively. All results

of physical examination, electrocardiography

(EKG) and echocardiography (ECO) performed

by cardiology clinic for patients diagnosed for

cardiac disease and had a cardiac disease history

were recorded. For cases found pregnancy and

cardiac disease after ECO, socio-demographical

characteristics, previous deliveries, antenatal

complications, intrapartum maternal and fetal

results, delivery type and perinatal results are all

recorded. Those terminated pregnancy due to

high risk cardiac disease in early gestational

weeks were not included into the study.

Results

Average age was found as 30.24 ± 7.19 (17-

40) and parity was found as 2 (1-9) for patients.

It was also observed that pregnant women deliv-

ered averagely in 37.10 ± 4.21 weeks (Table 1). It

was established that 40.1% of cases were unedu-

cated, 68.7% of them were from rural areas and

74.6% of them were found as antenatal non-fol-

low. It was found in cases came for antenatal fol-

low that 2 cases came in first trimester, 8 cases

came in second trimester, 4 cases came once in

third trimester and 3 cases came once in all

trimesters. As 77.6% of cases were diagnosed

cardiac disease out of the gestational period,

only 15 cases (22.4%) were diagnosed cardiac

disease during their pregnancy.

Average +SD

AGE 30.24±7.19

Gravida 5.24±3.23

Parity 3.42±3.01

Abortus .45±.71

Alive 2.84±2.64

Gestational week 36.36±4.32

Delivery week 37.10±4.21

Table 1. Socio-demographical characteristics of cases
with pregnancy and cardiac disease.
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In anamnesis taken during the first admis-

sion of pregnant women to the clinic, 9 patients

were operated due to cardiac disease and 4

patients had congestive cardiac disease. As

there was heart valve disease more than once in

some patients, totally 97 patients were diag-

nosed as having cardiac disease. While

rheumatic valve disease was seen in 60

(89.55%) patients, congenital cardiac disease

was observed only in 5 (7.46%) cases. Most fre-

quently diagnosed cardiac anomalies in preg-

nant women having cardiac disease were mitral

stenosis and mitral regurgitation. One case also

had dextrocardia (Table 2).

It was established that all pregnant women

with cardiac disease were delivered by normal

vaginal delivery if there were no obstetric indi-

cation. During normal delivery, it was observed

that vacuum extraction was applied to 23

(34.3%) cases during the second period of deliv-

ery. Deliveries of only 17 (25.4%) cases with

obstetric indications were ended by cesarean. It

was seen that most frequent cesarean indication

was fetal distress (Table 3). None of cases was

found as multiple pregnancies. It was observed

that 2 gr iv. ampicilline and 1.5 mg/kg im. or iv.

gentamicin were applied to all pregnant women

1/2-1 hour before and 8 hours after the delivery.

Perinatal mortality was not found and it was

observed that 1st minute Apgar Score was 7.15 ±

2.09, 5th minute Apgar Score was 8.75 ± 2.17 and

fetal weight was 2807.57 ± 921.13 in babies. 

Discussion
It was found that 0.98% of deliveries within

specified periods in our clinic had cardiac dis-

ease. As this rate was found as 0.16-4.5% in litera-

ture, it was found as 0.27% in a study covering

the years 1981-1987.9 Bayhan et al was found it as

2.3%,10 Karadadafl et al was found it as 2.4%.11

Incidence for death due to heart failure

varies 8.5% and 12.3% according to different

areas and dates.12,13 Only a single maternal mor-

tality was found in our cases (1.5%). There were

mitral regurgitation, aorta stenosis and tricuspid

failure in this case. It was found that the case

applied to our emergency clinic as ex after acute

pulmonary edema. It is suggested that obstetri-

cian should work with cardiologist and with a

heart vein surgeon if required in order to avoid

maternal mortality and morbidity in pregnant

women with cardiac disease.9 Most frequent rea-

sons for maternal mortality are congestive heart

failure, infective endocarditis, reversing of exist-

ing shunt and arrhythmia.14,15 Lao et al reported

that they minimized maternal mortality rate by

strict follow in their series and termination at

early gestational weeks of chosen cases.16

Prophylaxis is suggested before the interven-

tion made to patients with cardiac disease in

order to protect against infective endocarditis.9,15

The golden standard against infective endocardi-

tis is 2 gr iv. ampicilline and 1.5 mg/kg im. or iv.

Echocardiography Findings N (%)

Mitral Stenosis 25(25.77)

Mitral Failure 28(28.87)

Aorta Failure 16(16.49)

Tricuspid Failure 14(14.43)

Tricuspid Stenosis 3(3.09)

Ventricular Septal Defect 3(3.09)

Aortic Stenosis 3(3.09)

Atrial Septal Defect 1(1.03)

Pulmonary Stenosis 1(1.03)

Dextrocardia 1(1.03)

Dilated Cardiomyopathy 1(1.03)

Mitral Valve Prolapsus 1(1.03)

Table 2. Echocardiography findings of pregnant women
with cardiac disease.

Cesarean indications N (%)

Fetal distress 9 (52.9%)

Breech presentation 4 (23.5%)

Outflow obstruction 1 (5.9%)

Previous cesarean 2 (11.8%)

Preterm action+hand presentation 1 (5.9%)

Table 3. Cesarean indications of cases with cardiac dis-
ease.
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gentamicin. It is suggested to use 1 gr iv. van-

comisinin and 1.5 mg/kg iv or im gentamicin for

individuals having penicillin allergy.17 Injections

are made 1/2-1 hour before and 8 hours after

planned deliveries.14

In our clinic, similar prophylaxis protocol was

applied. We applied prophylaxis to all of our

cases. There were no cases that we met with

infective endocarditis. Prophylaxis was applied

to all patients in a series of 50 patients by Bayhan

et al and endocarditis was not observed in any

case.10

Delivery and early postpartum period are

risky periods especially for patients with cardiac

disease. There is a 10-65% increase in heart beat-

ing volume in labor and during the delivery. It

raises the load of heart which is already working

with a limited capacity. But it should be remem-

bered that cardiac disease is not a cesarean indi-

cation itself.18 Bhatla et al found cesarean rate as

20.29% in 293 pregnant women complicated

with cardiac disease.19 Shime et al observed pri-

mary cesarean rate as 21.8% in pregnant women

with congenital cardiac disease.15 The cesarean

rate was reported as 32.5% in the series of 86

pregnant women by Madazl› et al.20 This rate is

25.4% in our study group and shows a similarity

with the literature. As Madazli et al reported

preeclampsia and dystocia as the most frequent

cesarean indications, the most frequent cesarean

reason was fetal distress in our series. As same

researchers used forceps most frequently (24%)

in intervened deliveries, we mostly used vacuum

extraction (34.3%) as an intervention method. 

Progress of heart surgery enabled people

with complex heart anomalies to reach a life

quality as able to deliver. Nowadays, an impor-

tant rate for cases with cardiac disease and preg-

nancy in developed countries is congenital heart

anomaly. As the rate of cases with congenital

heart anomaly was 3.5% in the study made by

Madazl› et al, this rate was 7.46% in our study.20

Incidence of congenital cardiac disease in babies

of mothers having congenital cardiac disease is

reported as 2.6-17.9%.21,22 No cardiac disease was

observed in babies during perinatal period in

our study.

In a study made by Karadadafl et al,11 90 of 103

pregnant women got diagnosis before pregnan-

cy and 13 cases got diagnosis during pregnancy;

two of these 13 cases had mitral stenosis, two of

them had mitral regurgitation, three of them

mitral valve prolapsus and four of them had car-

diac conduction disturbances. 52 cases in our

study group got diagnosis before pregnancy, 15

cases got diagnosis during last pregnancy. In six

of the latter group had mitral regurgitation, five

of them had aortic valve regurgitation, one of

them had atrial septal defect, one of them had

pulmonary stenosis and one of them had tricus-

pid regurgitation. 

Conclusion
Cardiac diseases during pregnancy causes

increase maternal and fetal mortality and mor-

bidity. It is required to examine these patients

cardiologically before pregnancy and to explain

to patients the risks that may occur due to preg-

nancy. During delivery and in interventions, it is

required to monitor patient closely and to per-

form endocarditis prophylaxis to patient.
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