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coronary arteries. Subsequent intracoronary opti‑
cal coherence tomography (OCT) showed the pres‑
ence of a thrombus in the medial segment of 
the right coronary artery (RCA), without signifi‑
cant vessel lumen occlusion and overt plaque ero‑
sion (FIGurE 1C and 1D). Dual antiplatelet therapy 
(DAPT) was started with aspirin 75 mg/day and 
clopidogrel 75 mg/day, while anticoagulation was 
discontinued. The subsequent testing for throm‑
bophilia and autoimmune disorders was negative. 
Control TTE revealed an improvement of LVEF 
to 45%, and the patient was discharged in a good 
condition on the 5th day. During a follow ‑up vis‑
it, 3 months later, TTE showed normalization of 
the LV systolic function (LVEF, 55%) without wall 
motion abnormalities, while control CA along with 
OCT of the RCA visualized the residual thrombus 
in the medial part of the vessel (FIGurE 1E and 1F). 
The DAPT continuation was recommended up to 
12 months after myocardial infarction (MI).

Ventricular arrhythmia and acute heart failure 
in the perilabor period can be the manifestation 
of PPCM, and pregnancy‑related MI (PMI) (Sup‑
plementary material, Table S1).1,2 The arrhyth‑
mic presentation was reported in 19% of wom‑
en with PPCM.2,3 In our case, plaque erosion was 
a cause of PMI and manifested itself as ventric‑
ular tachycardia. PMI is a rare entity that mostly 
presents with ST ‑segment elevation MI. The eti‑
ology of PMI includes coronary artery dissection, 
and less often atherosclerosis, thrombosis, or cor‑
onary vasospasm.4 Our patient had no classic risk 
factors. Maternal age older than 35 years is one 
of the most important risk factors for PMI.5 This 
case underlines that physicians must be vigilant 
in considering a broad differential diagnosis in 
maternal complications of the peripartum and 
be prepared to face these conditions.

A 36 ‑year ‑old woman developed sudden‑onset 
chest tightness, tachycardia, and tachypnea 2 hours 
after natural childbirth (healthy, first child, un‑
eventful, vaginal delivery at 39 weeks of gesta‑
tion). The patient’s medical history was unremark‑
able. Initial examination revealed a heart rate (HR) 
of 140 bpm, blood pressure (BP) 95/60 mm Hg, 
respiratory rate (RR) 28/min, and elevated lev‑
els of troponin (2.3  ng/ml; reference value 
[RV] <0.05 ng/ml) and N ‑terminal pro–B ‑type 
natriuretic peptide (986 pg/ml; RV <125 pg/ml). 
Electrocardiography recorded monomorphic ven‑
tricular tachycardia refractory to intravenous ami‑
odarone therapy (FIGurE 1A). Effective electrical car‑
dioversion was promptly performed, and the pa‑
tient was transferred to our cardiology depart‑
ment. Initial transthoracic echocardiography 
(TTE) showed reduced left ventricular ejection 
fraction (LVEF, 20%). Computed tomography im‑
aging ruled out pulmonary embolism and signif‑
icant atherosclerotic plaques in coronary arter‑
ies. Due to a suspicion of peripartum cardiomy‑
opathy (PPCM), bromocriptine, oral heart fail‑
ure therapy (renin ‑angiotensin system inhibitor, 
b ‑blocker, mineralocorticoid receptor antagonist), 
and anticoagulation were initiated. The repeat‑
ed TTE showed an increase in LVEF to 35% with‑
in the next few days and the presence of segmen‑
tal wall motion abnormalities akinesis of the bas‑
al and middle segments of the lateral and infero‑
lateral wall and moderate functional mitral valve 
regurgitation. Cardiac magnetic resonance dem‑
onstrated regional akinesia limited to the corre‑
sponding area of TTE with a delayed subendocar‑
dial (>70% wall thickness) contrast enhancement, 
and globally reduced systolic function (LV end‑
‑diastolic volume 251 ml/m²; LVEF, 40%) (FIGurE 1B). 
A coronary angiogram (CA) showed nonobstructed 
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FIGurE 1  A – initial electrocardiogram showing sustained monomorphic ventricular tachycardia; B – cardiac 
magnetic resonance imaging demonstrating subendocardial scar in the basal and middle segments of the lateral and 
inferolateral wall with impaired systolic functions (arrows); C – initial coronary angiography (CA) showing no significant 
lesions (arrow indicates thrombus location detected on optical coherence tomography [OCT]); D – initial OCT cross 
sections showing a thrombus in the medial segment of the right coronary artery (RCA) (arrows); E – follow ‑up CA 
showing no significant lesions (arrow indicates thrombus location detected on OCT]); F – follow ‑up OCT cross sections 
showing significant thrombus resolution in the medial segment of RCA (arrows)
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