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In one of my worst ever night shifts, | witnessed a 32-year-old pregnant
woman dying while her first toddler was sitting on her bed. She died of
heart failure due to a spontaneous coronary artery dissection (pSCAD)
with a retrograde dissection of the whole left coronary artery. Another
woman | will never forget was a mother of seven with a severe peripartum
cardiomyopathy during her eighth pregnancy. She barely survived, and
we managed to convince the religious couple to undergo sterilisation
simultaneously with her caesarean section. Distressing experiences such
as these require the courage of obstetricians alongside good collaboration
with (interventional) cardiologists and other medical specialists.

Severe cardiac problems during pregnancy and after delivery account for
the majority of pregnancy-related maternal deaths. Recent findings of a UK
cohort of 79 pregnant women with pre-existing ischaemic heart disease
(IHD), reported a rate of adverse cardiac events of 6.6%, without any
maternal deaths! However, the risk of adverse obstetric and neonatal
events was greater, with rates of pre-eclampsia, preterm delivery and small
for gestational age of 14%, 25% and 25%, respectively. Foetal risk may
therefore be even higher than maternal risk in women with known IHD.

In this special focus issue, Khaing et al. describe in their review that the
risk of acute coronary syndrome (ACS) increases by three- to fourfold
during pregnancy, especially in women aged >40 years.? Although there
is no evidence that in vitro fertilisation affects this risk, it is important to
note that >90% of ACS in pregnancy occurs in women without prior IHD
and that a coronary angiogram is done in fewer than half of all cases of
ACS. In young women it is more important than ever to correctly assess

the underlying pathophysiology to be able to provide the most appropriate
treatment advice. As many young women with ACS in pregnancy present
with Ml with non-obstructed coronary arteries, of which a quarter are
because of pSCAD, a percutaneous coronary intervention (PCl) following
angiography is often not needed or indicated.> However, it is important to
note that pregnancy itself is not a contraindication for PCI, and as a life-
saving procedure it should be performed when necessary.*

Prior unknown rheumatic valve disease may become apparent for the first
time during pregnancy. For instance, mitral stenosis can cause AF with
serious haemodynamic changes that need intervention during gestation.
Fraccaro et al. describe interventional options during pregnancy in mitral
stenosis and other serious valvular diseases.® Although in the ideal world
pre-pregnancy counselling and therapy is advised, an acute intervention
during pregnancy may be needed. This certainly may be the case for
immigrant women and refugees who did not have the opportunity to be
screened earlier. The fast-growing experience of the interventional
cardiologist in percutaneous valve procedures is of great advantage for
successful and safe interventions during pregnancy, which are usually
preferred over surgery.

Thinking back to my own experiences with pregnant women with severe
cardiac problems, it is important to realise that if you save a mother, you
also save the whole family. Furthermore, in Western countries we have a
moral obligation to share our growing experience in modern invasive
cardiology techniques with our colleagues in less well-equipped countries
to help save women’s lives. ]
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