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Introduction

 Maternal mortality is the death of a woman during pregnancy and 
within 42 days after delivery. The most frequent direct or indirect  
diagnoses associated with maternal mortality are; pregnancy-induced  
hypertension, pulmonary embolus, amniotic fluid embolus,  
hemorrhage and cardiac disease [1]. The distribution of cardiac  
disease related maternal deaths differ in reasons from country to 
country. Myocardial infarction, cardiomyopathy and Congenital 
Heart Diseases (CHD) are the leading causes in western countries 
whereas rheumatic heart diseases are accused mostly in developing 
countries [2]. The incidence of cardiovascular diseases in pregnancy is 
about 2-4% [3]. Myocarditis is the inflammation of the myocardium  
due to variable etiologies and 2.5% of the maternal deaths were caused 
by myocarditis or myocardial fibrosis [4]. Herein, we present a rare 
case of sudden maternal death which was complicated with ‘focal  
myocarditis’ according to autopsy report.

Case Presentation

 A 29-year-old (gravid 3; para 2) woman who had 35 weeks-old 
twin pregnancy was referred to our hospital due to spontaneous  
progression of the labor. In her admission, ultrasonographic  
examination revealed 35 weeks of viable twin pregnancy without any 
notable pathology. In cardiotocography, spontaneous and regular  
contractions were present with reassuring fetal heart rates.  
According to her medical history, she had two previous cesarean  
deliveries and no any additional medical problems including  
diabetes, thyroid or cardiological disorders. The ethnicity of the  
patient was Caucasian. The family of the patient did not have any  
record of cardiovascular abnormalities. The patient did not have a  
history of smoking or alcohol abuse. In her clinical examination 
BMI was 35 kg/m2 before delivery and no any pathology about  
cardiological system was detected. The patient was also examined 
by the anesthesiologist and preoperative evaluation was normal by 
means of cardiological system, systolic and diastolic blood pressure 
levels. She was delivered via emergent cesarean section with spinal  
anesthesia and given 2 gr Cefazolin for infection prophylaxy. The  
newborns were admitted to Neonatal Intensive Care Unit due to  
prematurity. The patient was given thromboprophylaxy with 40 mg/d 
Low Molecular Weight Heparin (LMWH) during hospitalization  
due to indications of twin pregnancy, emergency cesarean  
section and high BMI according to Turkish Ministry of Health Labor  
Management Guidelines. There was no biological evidence to  
indicate whether this patient had bacterial or viral infection during 
treatment. She was hospitalized for six days in our inpatient clinics  
since she complained for post spinal headache. Neurology  
consultation and cranial tomography were performed and no  
pathology was detected. She was discharged from the hospital without  
any complaints with stable hemodynamic condition on the 6th  
postpartum day. On the 8th postpartum day she was found lying  
unconsciously on the floor after breast feeding and admitted to  
emergency department without any cardiac and respiratory functions  
and the patient was regarded as exitus. For the exact diagnosis,  
autopsy was performed by Muğla Forensic Medicine Institution. In 
the autopsy report, morphological examination was consistent with  
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A 29-year-old woman underwent cesarean section for twin  
pregnancy due to previous cesarean section operation. The patient 
died suddenly at postpartum eight day and the medico-legal autopsy  
results revealed ‘focal myocarditis’. Since the patient had no  
symptoms or signs of a cardiac disorder during the hospitalization,  
focal myocarditis was regarded as a complication rather than 
the cause. Herein, we report the sudden death of a woman at  
postpartum period and discuss the differential diagnosis by  
reviewing the related literature.
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postpartum findings. Histopathological examination reported  
pulmonary congestion, intra-alveolar edema, emphysematous  
changes, cardiac congestion, perivascular and interstitial edema and 
focal myocarditis. In conclusion of the autopsy report, the probable  
cause of death was regarded as ‘focal myocarditis’ according to  
histopathological findings.

Discussion
 Maternal death is caused by direct (hemorrhage, hypertension,  
infections, thrombo emboli) or indirect (cardiac disorders,  
neoplasms, cerebrovascular disorders) reasons. The crucial point is 
the predictability and preventability of such reasons. According to  
reports of the Centers for Disease Control and Prevention, nearly 
50% of maternal deaths were preventable [5]. In our country, Turkey,  
Maternal Mortality Rate (MMR) decreased from 68 to 23 per 100,000 
live births between 1990 and 2008 [6]. It is reported that while sepsis is 
now the most common cause of direct maternal death, cardiac disease 
was already the leading cause of indirect maternal death in United 
Kingdom in 2006 - 2008 [4]. Herein, we report a sudden death of a 
woman at eight postpartum days and discuss the probable etiologies 
and differential diagnoses by reviewing the related literature. 

 Myocarditis is inflammation of the cardiac muscle and is caused 
by viruses, bacteria, parasites or fungi, and by toxic materials, or by an 
unknown origin. Myocarditis has a wide spectrum of clinical courses  
from full recovery to serious complications including permanent  
cardiac damage or sudden death by fatal arrhythmic events [7].  
Myocarditis is a major cause of sudden unexpected death in infants 
and young adults [8]. 

 Sudden Adult/Arrhythmic Death Syndrome (SADS) is the death 
of an adult in which no any cause can be identified and it is reported 
to be the most common cause of cardiac maternal deaths [9]. SADS 
is also associated with obesity, cardiac hypertrophy, atherosclerosis 
and high circulating non-esterified fatty acid concentrations [10]. The 
present case was asymptomatic by means of a cardiological disorder 
and the only identified risk factor for SADS was a BMI of 35 kg/m2.

 Peripartum Cardiomyopathy (PPCM) is cardiac failure in the 
last month of pregnancy or within five months after delivery in the  
absence of underlying heart disease [11]. It is very rare and occurs 
in one of 3000-4000 pregnancies. PPCM associated risk factors were 
advanced maternal age, obesity, chronic hypertension, multiparity,  
multiple gestation, prolonged to colysis with beta-adrenergic  
agonists and preeclampsia [12]. The patient had multiple risk factors  
for PPCM including twin pregnancy, multiparity, and obesity. The 
underlying mechanisms of PPCM were poorly understood. But  
myocarditis in PPCM is well described as a mechanism for heart  
failure and has been demonstrated on endomyocardial biopsy studies 
[13]. In animal models of PPCM bromocriptine which is a prolactin  
release inhibitor, was found to have hopeful results in both  
prevention and treatment of this catastrophic disorder [14]. In the 
present case maternal mortality occurred in the 8th postpartum 
day and in breastfeeding period during when prolactin levels are 
very high. Most women present in the first month postpartum with  
typical heart failure symptoms such as dyspnea, lower extremity  
edema, and fatigue. But the patient had no specific symptoms  

related with heart failure. Also, histopathological autopsy  
examination reported pulmonary congestion, intra alveolar edema,  
cardiac congestion, perivascular, interstitial edema and focal  
myocarditis. These findings also strengthen our suspicion for PPCM. 
But in the macroscopic report, there were no any findings that can 
support the presence of dilated Cardiomyopathy.

 In conclusion, the present case was asymptomatic by means 
of a cardiological disorder and the only risk factors were multiple  
pregnancies, multiparity and a BMI of 35 kg/m2. The probable 
cause of death was regarded as ‘focal myocarditis’ according to  
histopathological findings of autopsy and myocarditis which is  
documented in the autopsy report of the present case may actually be 
a complication in this patient rather than the cause of death.
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