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Abstract

Background: Peripartum cardiomyopathy causes dilated cardiomyopathy, which develops late in pregnancy or early after
childbirth and primarily affects African women. Patients frequently experience more frequent partial or complete recovery than
patients with other forms of dilated cardiomyopathy do, emphasizing the crucial role of early diagnosis and management. Despite
its global prevalence, there is currently a lack of comprehensive data on the disease's impact and contributing factors in Ethiopia.
This study aimed to assess the prevalence of peripartum cardiomyopathy and its associated factors among reproductive-aged
women with dilated cardiomyopathy who were hospitalized or on cardiac follow-up at three tertiary hospitals in Addis Ababa,
Ethiopia. Methods: An institution-based cross-sectional study was conducted via a universal sampling method at three hospitals.
Medical records of reproductive-aged women with Dilated cardiomyopathies that were hospitalized or attended follow-up from
October 2021 to September 2023 at the three hospitals were reviewed. Both descriptive and analytical statistical methods were
employed via SPSS version 29 for analysis, with the significance level set at a p value <0.05. Frequency tables, descriptive
summaries, graphs, and charts were used for illustration. Results: Three hundred four women of reproductive age with dilated
cardiomyopathy participated. The prevalence of peripartum cardiomyopathy was 22.7%. Bivariate and multiple logistic
regression analyses revealed that preeclampsia [AOR 13.740, 95% CI 1.120--168.509], multiparty [AOR 6.01, 95% ClI
1.91--18.93], gestational diabetes [AOR 10.95, 95% CI 1.62--74.09], pregnancy-related anemia [AOR 4.55, 95% CI
1.47--14.09], low socioeconomic status [AOR 6.83, 95% CI 2.06--22.68], and alcohol consumption during pregnancy [AOR
18.98, 95% CI 5.15--70.03] were significantly associated with an increased risk of peripartum cardiomyopathy. Conclusion:
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Peripartum cardiomyopathy is a common form of dilated cardiomyopathy in women of reproductive age. Its association with
multiple demographic and obstetric risk factors highlights the need for improved risk assessment and further research. Clinical

trial number: not applicable
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1. Background

Cardiomyopathy represents a heterogeneous group of dis-
eases characterized by structural and functional abnormalities
of the myocardium, often culminating in heart failure. Among
these, dilated cardiomyopathy [DCM] is the most prevalent
form and is characterized by left ventricular dilation and im-
paired systolic function. The etiology of DCM is multifacto-
rial, encompassing genetic predispositions, viral infections,
autoimmune diseases, and environmental factors such as
alcohol abuse and certain medications [1-3]. In many cases,
the exact cause remains unidentified, leading to the classifi-
cation of idiopathic DCM [4].

Peripartum cardiomyopathy (PPCM) is a distinct form of
DCM that occurs during the last month of pregnancy or within
five months postpartum in women without prior cardiovas-
cular disease [5]. Globally, PPCM affects approximately 1 in
1,000 to 1 in 4,000 live births [6]. While population-based
studies in the United States [7] have identified African de-
scent as a significant risk factor, data on the prevalence of
PPCM in Ethiopia are limited. However, the Sub-Saharan
Africa Survey of Heart Failure (THESUS-HF), conducted in
12 hospitals across 9 sub-Saharan African countries, includ-
ing Ethiopia, revealed that PPCM contributes to 15% of acute
heart failure cases in women [8]. Additionally, a 2018 echo-
cardiographic assessment of 398 pregnant women receiving
antenatal care at SPHMMC identified one case of PPCM,
highlighting the presence of this condition in Ethiopia as one
of the leading causes of dilated cardiomyopathy and heart
failure in this population [9].

The pathophysiology of PPCM is not fully understood;
however, several hypotheses have been proposed, including
genetic susceptibility, oxidative stress, and the role of circu-
lating factors such as prolactin [10, 11].

Clinically, PPCM presents with symptoms of heart failure,
including dyspnea, fatigue, edema, and palpitations [3].
Physical examination may reveal signs such as elevated jug-
ular venous pressure, a displaced apical impulse, and the
presence of a third heart sound [5]. The diagnosis is estab-
lished on the basis of specific criteria: the onset of heart fail-
ure symptoms during the last month of pregnancy or within
five months postpartum, the exclusion of other identifiable
causes of heart failure, and echocardiographic evidence of left
ventricular systolic dysfunction (ejection fraction < 45%) [5,
12].
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The incidence of PPCM varies significantly across different
geographical regions and is influenced by demographic, so-
cioeconomic, and healthcare access factors [13]. The identi-
fied risk factors include advanced maternal age [14], multi-
party [15], multiple gestations [16], hypertensive disorders of
pregnancy [17], gestational DM [16], tocolytics use [18], and
socioeconomic disadvantages [16, 17, 19]. Understanding
these risk factors is crucial for developing targeted interven-
tions to improve maternal and neonatal health outcomes.

This study aimed to assess the prevalence of PPCM and its
associated risk factors among reproductive-aged women di-
agnosed with DCM who were hospitalized or receiving fol-
low-up care at St. Paul’s Hospital Millennium Medical Col-
lege, St. Peter's Specialized Hospital, and Tikur Anbessa
Specialized Hospital in Ethiopia. Insights gained from this
research will inform clinical practices and public health
strategies in the region.

2. Methods

2.1. Study Design, Period and Settings

This cross-sectional study was conducted in three major
public hospitals in Addis Ababa, Ethiopia: St. Paul’s Hospital
Millennium Medical College (SPHMMC) [20], St. Peter's
Specialized Hospital (SPSH) [21], and Tikur Anbessa Spe-
cialized Hospital (TASH) [22]. These institutions collectively
serve a population exceeding 4 million and were selected
because they provide comprehensive cardiac care, including
echocardiography and obstetric services, in the country. The
study was conducted from October 2021 to September 2023.

2.2. Study Population

The study population comprised reproductive-aged women
diagnosed with DCM who were either hospitalized or under
cardiac follow-up at the selected hospitals during the study
period.

2.3. Inclusion and Exclusion Criteria

The inclusion criteria were as follows: reproductive-aged
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women (15-49 years) diagnosed with DCM and receiving
care at the selected hospitals during the study timeframe.

The exclusion criterion for women was incomplete medical
records that could not be supplemented through telephone
interviews, particularly if missing data for key variables ex-
ceeded 10%.

2.4. Sample Size and Sampling Technique

The sample size was determined via both single and double
population proportion formulas. The single population pro-
portion formula yielded a sample size of 384, assuming a
prevalence of 50% for the maximum sample size calculation.
The double population proportion formula was employed to
assess specific risk factors, with the largest calculated sample
size being 190 for preeclampsia.

The single population proportion formula was used to ob-
tain a sample size of 384:

_ Z%p[1-p]
n=—————
dZ

n= required sample size

Z= confidence level at 95% [standard value of 1.96]

d= margin of error = 5%

P= estimated prevalence of PPCM among reproductive-age
women was not known in Ethiopia, and 50% was taken as the
proportion of the population to provide the maximum sample
size.

Therefore, when we substituted the values in the formula, a
sample size of 384

[1.96]% x0.5 [1-0.5]
0.052

n=384

The double population proportion formula was used to
calculate the sample size required to determine factors asso-
ciated with PPCM.

=z 712 x P1[1-p1] +p2[1-p2]
n [ /2 + B] (p1-p2)?

where n is the sample size, Z,, is the critical value of the
normal distribution at a/2 [e.g., for a confidence level of 95%,
o is 0.05, and the critical value is 1.96], Zg is the critical
value of the normal distribution at 3 [e.g., for a power of 80%,
B is 0.2, and the critical value is 0.84], and p; and p, arethe
expected sample proportions of the two groups.
Factors that are consistently reported to have a significant
association with PPCM in previous studies were used:
1) Preeclampsia (OR, 6.02, P1=97, P2=84) [16], calculated
sample size=190
2) No formal education (OR, 3.08, P1=85, P2=64) [19],
calculated sample size=160
3) Multiparity (OR: 2.9, P1=61, P2=35) [23], calculated
sample size=160
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4) Being unmarried (OR: 4.2, P1=51, P2=20) [15], calcu-

lated sample size=84

Since the sample size calculated via the single population
proportion formula was greater than the value calculated for
each of the factors via the double population proportion for-
mula, n was set to 384.

Upon HMIS and chart/EMR review, 378 reproductive-aged
women with DCM were hospitalized or actively followed up
at SPHMMC, SPSH, and TASH between October 2021 and
September 2023, G.C.

Because the source population is <10,000, a population
correction formula is needed.

ni

—
n
1+N

nf =

n;= initial sample size=384

N= study population (Reproductive-aged women who were

actively followed up or hospitalized at the three hospitals
from October 2021 to September 2023) = 378

"= o =190.48
378

By adding a 10% contingency, a minimum sample size of 210

is found.

Upon reviewing the Health Management Information
System (HMIS) and EMRs, 378 reproductive-aged women
with DCM were eligible. Assuming a minimum required
sample size of 210 to address both the descriptive and ana-
lytical questions of the study, and considering the financial
and time feasibility of including all 378 eligible participants, a
universal sampling method was employed to encompass all
eligible individuals.

2.5. Study Variables

Dependent Variable: Peripartum cardiomyopathy (yes/no).

Independent Variables:

1) Sociodemographic factors: Age, education level, soci-
oeconomic status, marital status, occupation, and alco-
hol use during pregnancy.

2) Obstetric factors: Parity, multiple pregnancies, hyper-
tensive disorders, and tocolytic use.

3) Clinical factors: Chronic hypertension, pregestational
diabetes, gestational diabetes, overt diabetes, and ane-
mia during pregnancy.

2.6. Operational Definitions

1) DCM: Diagnosed via echocardiography, characterized
by left ventricular dilation and/or systolic dysfunction
not attributable to other cardiac conditions [24].

2) PPCM: A form of DCM occurring within the last month
of pregnancy or up to five months postpartum, with
echocardiographic evidence of left ventricular systolic
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dysfunction (EF < 45%) [25].

3) Reproductive Age Group: Women aged 15--49 years
[26].

4) Parous Women: Women who have given birth one or
more times [27].

2.7. Data Collection Tools, Methods and
Procedures

Data were collected via a structured checklist adapted from
a validated case—control study conducted in Shandong Prov-
ince, China [17]. The checklist was designed to capture
comprehensive information regarding sociodemographic,
obstetric, and clinical factors relevant to PPCM. Trained
internal medicine residents and general practitioners gathered
data from patient charts and EMRs over two months (No-
vember 1 to December 30, 2023). Missing data were sup-
plemented through telephone interviews, which utilized con-
tact information from patient records. Data were captured
digitally via KoBoToolbox to ensure standardization and
efficiency [28].

2.8. Data Quality Control

A pretest of the data collection checklist was conducted
with 5% of the total study population to assess its validity and
completeness. Data collectors received training on the study
objectives, data collection methods, and ethical considera-
tions. The investigator monitored the data collection for ac-
curacy and completeness, ensuring adherence to the study
protocol.

2.9. Data Processing and Analysis

The collected data were checked for consistency and com-
pleteness, coded, and entered into the KoBoToolbox. Statis-

tical analysis was performed via the Statistical Package for
Social Sciences (SPSS) version 29. Descriptive statistics were
employed to summarize demographic and clinical character-
istics. Categorical data were analyzed as frequencies and
percentages, whereas continuous data were expressed as the
means with standard deviations.

For parous women with DCM, simple binary logistic re-
gression and multivariable analysis were employed to calcu-
late crude and adjusted odds ratios (ORs) with 95% confi-
dence intervals (Cls) to identify risk factors for PPCM. A P
value < 0.05 was considered statistically significant. The
results are presented via tables, figures, and narrative de-
scriptions to facilitate understanding.

3. Results

3.1. Sociodemographic Characteristics

A total of 304 reproductive-aged women diagnosed with
dilated cardiomyopathy (DCM) were included in this study,
with participants sourced from three tertiary hospitals: St.
Paul’s Hospital Millennium Medical College (SPHMMC) (n
= 107), St. Peter's Specialized Hospital (SPSH) (n = 74), and
Tikur Anbessa Specialized Hospital (TASH) (n= 123).
Among these participants, a significant majority (78.0%)
resided in urban areas. The mean age of the participants was
32.8 years, with a standard deviation of 7.7 years.

Educational attainment was notably high, with 86.5% of
participants having engaged in formal education. In terms of
employment status, 55% of the participants were employed.
Socioeconomic status (SES) analysis indicated that a sub-
stantial 63.5% of the patients belonged to the low SES clas-
sification. In terms of marital status, 79.3% of the patients
were married, and 78.9% were parous (see Table 1).

Table 1. Sociodemographic characteristics of reproductive-aged women with DCM in three tertiary hospitals, Addis Ababa, Ethiopia, 2024

(n=304).
Sociodemographic characteristics Subgroup
Rural
Place of residency
Urban
<25
Age group 25-35
>35
Employed
Occupation status
Un employed
Low SES
SES
Higher SES

34

Frequency (n) Percent (%)
67 22.0
237 78.0
57 18.8
118 38.8
129 42.4
167 54.9
137 45.1
151 49.7
153 50.3
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Sociodemographic characteristics Subgroup

) Formal education
Educational level )
No formal education

Married
Marital status

Unmarried

Parous
Parity

Nulliparous

H Other Causes of DCM ®PPCM

Figure 1. Prevalence of PPCM among reproductive-aged women
with DCM in three tertiary hospitals, Addis Ababa, Ethiopia, 2024.

3.2. Prevalence of PPCM Among
Reproductive-Aged Women with DCM

Among the 304 reproductive-aged women diagnosed with
DCM, 69 participants were diagnosed with peripartum car-
diomyopathy (PPCM), resulting in a prevalence of 22.7%
(Figure 1). This finding indicates that PPCM is the most
prevalent identifiable cause of DCM following idiopathic
DCM, accounting for 47.0% of cases.

The analysis of other causes of DCM revealed that endo-
crinopathy-associated cardiomyopathy accounted for 10.8%
of the cases, which was primarily associated with hyperthy-
roidism (n = 35) and hypothyroidism (n = 2). Right ventricular
infarction (RVI)-associated cardiomyopathy accounted for
4.6% of the cases, whereas familial DCM accounted for 3.6%.
Drug-induced DCM was noted in 8 patients due to Doxoru-
bicin, 1 patient due to Idarubicin, and 1 patient due to Zi-
dovudine, accounting for 3.3% of the patients. Alcoholic
cardiomyopathy has been reported in an equal number of
cases as drug-induced DCM. Tachycardia-induced DCM
constituted 2.6% of the cases, whereas the remaining 2% were
attributed to Takotsubo cardiomyopathy (n = 1), systemic
lupus erythematosus (n = 3), rheumatoid arthritis (n = 1), or
end-stage renal disease (n = 1) [Figure 2].

35

Frequency (n) Percent (%)
263 86.5
41 135
241 79.3
63 20.7
240 78.9
64 21.1
30 470
15
40
35
= 30
8 25 22.7
=20
15 10.8
1 4.6
5 |[=33—33 34 20 . 26
, I . [ | p— [
& & @ & & 8 & @ &
\ne’ﬁo\ @&Q 4 « xf?é? © ¢ &%é‘& -&‘ob&
had Q@ @ Q:$ {P@,‘
s i)
e &
&
@Q

Figure 2. Causes of DCM among reproductive-aged women with
DCM in three tertiary hospitals, Addis Ababa, Ethiopia, 2024.

Overall, these findings underscore the importance of PPCM
as the most prevalent identifiable cause of DCM among re-
productive-aged women.

3.3. Factors Associated with PPCM Among
Parous Women with DCM

Several factors were identified as significantly associated
with PPCM among parous women with DCM. These included
unemployment, low socioeconomic status (SES), multiparity,
hypertensive disorders of pregnancy (HDP), preeclampsia,
tocolytic use, gestational diabetes mellitus (DM), anemia
during pregnancy, and alcohol use during pregnancy, all of
which presented P values < 0.25 in the univariable analysis.

After adjusting for other variables via multivariable binary
logistic regression, factors with a P value less than 0.25 were
assessed to enhance the reliability of the findings regarding
their association with the risk of PPCM. The analysis revealed
that low SES was significantly associated with an increased
risk of PPCM (adjusted odds ratio [AOR] 6.834, 95% confi-
dence interval [CI] 2.059-22.682). Additionally, multiparity
[AOR 6.013, 95% CI 1.910--18.935], preeclampsia [AOR
13.740, 95% CI 1.120--168.509], gestational DM [AOR
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10.946, 95% CIl 1.617--74.095], anemia during pregnancy
[AOR 4.551, 95% CI 1.470--14.094], and alcohol consump-
tion during pregnancy [AOR 18.985, 95% CI 5.147--70.035]
were also significantly associated with an increased risk of
PPCM. Conversely, unemployment was found to be signifi-

cantly associated with a reduced risk of PPCM [AOR 0.299,
95% CI 0.094-0.952] (Table 2). Notably, the associations
between HDPs and tocolytic use were found to be statistically
insignificant.

Table 2. Bivariable and multivariable logistic regression analysis of factors associated with PPCM in three tertiary hospitals, Addis Ababa,

Ethiopia, 2024.

Bivariable Multivariable
Variables

COR (95% CI) P- value AOR (95% CI) P- value
Unemployment 1.918 (1.089-3.378) 0.024 0.299 (0.094-0.952) 0.041
Low SES 2.957 (1.645-5.314) <0.001 6.834 (2.059-22.682) 0.002
Multiparity 3.454 (1.787-6.676) <0.001 6.013 (1.910-18.935) 0.002
HDP 32.251 (11.781-88.290) <0.001 7.013 (0.957-51.384) 0.055
Preeclampsia 68.934 (15.809-300.583) <0.001 13.740 (1.120-168.509) 0.040
Tocolytics use 25.500 (3.164-205.515) 0.002 9.442 (0.258-345.273) 0.221
Gestational DM 25.509 (5.680-114.555) <0.001 10.946 (1.617-74.095) 0.014
Anemia during pregnancy  4.238 (2.050-8.764) <0.001 4.551 (1.470-14.094) 0.009
Alcohol during pregnancy  6.353 (2.689-15.010) 0.01 18.985 (5.147-70.035) <0.001

Significant, P-value<0.05

Furthermore, the results indicated that the period with the
highest risk for PPCM diagnosis was the first postpartum
period, accounting for 52% of the cases. In comparison, the

90, 3%1°

15%

20%

last month of pregnancy accounted for 20% of the cases
(Figure 3). The frequency of diagnoses decreased as the
timeframe moved beyond the initial postpartum period.

=1 month post

= 1 month pre
2 month post

52% =3 month post

4 month post

5 month post

Figure 3. Timing of PPCM diagnosis relative to delivery in three tertiary hospitals, Addis Ababa, Ethiopia, 2024.

4. Discussion

This study aimed to assess the prevalence of peripartum
cardiomyopathy (PPCM) and its associated factors among

36

reproductive-aged women with dilated cardiomyopathy
(DCM) who were hospitalized or receiving cardiac follow-up
at selected tertiary hospitals in Addis Ababa, Ethiopia, in
2023. Among the 304 cases of DCM, 69 were attributed to
PPCM, resulting in a prevalence rate of 22.7%. This preva-
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lence is notably higher than the 11.3% reported at Johns
Hopkins Hospital [29, 30]. While variations in the definition
of cardiomyopathy and differences in the mean age of par-
ticipants may limit direct comparisons, the findings under-
score the significant burden of PPCM in this population.

When the prevalence of PPCM reported in this study was
compared with that reported in previous studies conducted in
Africa, the rate of 22.7% aligns closely with the 19.2% prev-
alence reported in a 16-year review in Lagos, Nigeria [31].
However, it is lower than the 38.7% prevalence reported in a
retrospective analysis of echocardiographic patterns of heart
diseases in Kano, Nigeria [32]. Notably, PPCM emerged as
the most identifiable cause of DCM among reproductive-aged
women in this study, corroborating findings from similar
studies in Nigeria [31, 32]. This highlights the ongoing sig-
nificance of PPCM as a critical health concern for reproduc-
tive-aged women, particularly in the African context.

Several factors were identified as increasing the risk of
PPCM in this study. Notably, compared with primiparous
mothers, multiparous mothers presented a 6.013-fold greater
likelihood of developing PPCM [AOR 6.013, 95% CI
1.910--18.935]. This finding is consistent with a large pro-
spective study conducted in northern California, which re-
ported an increased risk associated with multiparity [OR 2.1;
95% CI, 1.2-4.0] [33], as well as a case—control study in
Georgia, indicating an association between having more than
two previous pregnancies and PPCM [OR: 2.9, 95% ClI: 1.1-
7.4] [23].

Gestational diabetes mellitus (DM) was also found to sig-
nificantly increase the risk of PPCM in this study [AOR
10.946, 95% CI 1.617-74.095], which aligns with findings
from a population-based study in Korea [OR 1.70; 95% CI
1.26-2.29] [16]. While hypertensive heart disease, chronic
hypertension, and superimposed hypertension did not show
statistical significance in this study, preeclampsia exhibited a
notable correlation with an increased risk of PPCM [AOR
13.740, 95% CI 1.120-168.509]. This finding is consistent
with results from other studies, including a population-based
Korean study [OR 6.02; 95% CI 4.94-7.34] [16], a large
prospective study in northern California [OR 4.1; 95% CI 1.9—
8.5] [33], and a longitudinal Nigerian study [OR 9.01, 95% CI:
2.18--37.75] [19], all of which reported a significant correla-
tion between preeclampsia and a greater risk of PPCM.

Additionally, anemia during pregnancy was linked to
PPCM [AOR 4.551, 95% CI 1.470--14.094], corroborating
findings from a large prospective study in northern California
[OR 2.8, 95% CI: 1.6--4.7] [33]. The associations of low
socioeconomic status [SES] [AOR 6.834, 95% CI
2.059--22.682] and alcohol consumption during pregnancy
[AOR 18.985, 95% CI 5.147--70.035] with increased risk of
PPCM are supported by a case—control study in Georgia,
which revealed elevated associations for both factors [low
SES: OR 21.9, 95% CI 3.2--147.5; alcohol consumption: OR
29.1, 95% CI 3.8--221.3] [23]. Furthermore, a retrospective
study in Kano, Nigeria, revealed that all patients diagnosed
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with PPCM exhibited low SES, with incomes below $76.9,
reinforcing the association of low SES with PPCM [32].

Interestingly, this study revealed a lower risk of PPCM
associated with unemployment during pregnancy [AOR 0.299,
95% CI 0.094--0.952], whereas a longitudinal study in Nige-
ria suggested an increased risk of PPCM among unemployed
women [OR 3.28, 95% CIl 2.05--5.24] [19]. Additionally,
while advanced maternal age has been identified as a risk
factor for PPCM, the relationship remains ambiguous. This
study revealed that a maternal age of 35 years or older was
associated with a lower risk of PPCM [COR 0.310; 95% CI
0.110-0.879], which aligns with the findings of a longitudinal
study in Nigeria that reported decreased odds of PPCM with
increased maternal age [>30 years] [OR 0.745; 95% ClI
0.475-1.167] [19]. In contrast, population-based studies in
Korea and a large prospective study in northern California
reported that a maternal age of 35 years or older was linked to
an increased risk of PPCM [OR 1.56; 95% CI 1.32-1.83] [16]
and [OR 3.0; 95% CI 1.3-7.0] [33], respectively. These con-
tradictory findings create uncertainty regarding the correla-
tion between employment status and maternal age during
pregnancy with PPCM.

Previous studies have identified a lack of formal education
[OR 3.08, 95% CI 1.71--5.53] [19] and being unmarried
during pregnancy [OR 4.2, 95% CI 1.4--12.3] [15] as factors
correlated with PPCM. However, this study did not find a
statistically significant association between formal education
or marital status and PPCM, despite observing higher odds
[1.5 times and 2.5 times, respectively].

5. Strengths and Limitations of the Study

This study presents several strengths, notably, its execution
across three distinct tertiary hospitals over an extended period,
which enhances the generalizability of the findings and allows
for the identification of statistically significant associations
related to various factors influencing peripartum cardiomyo-
pathy [PPCM]. The data collection process was characterized
by meticulous attention to detail, utilizing validated tools to
gather information while ensuring the utmost confidentiality
of the participants' data.

However, the study also faces inherent limitations. The
definitive diagnosis of PPCM is challenging due to its classi-
fication as a diagnosis of exclusion, compounded by the lack
of a specific diagnostic test. This complexity makes it difficult
to confirm PPCM, even with comprehensive testing aimed at
ruling out other potential causes of dilated cardiomyopathy
[DCM], which may arise from pregnancy-related hemody-
namic changes. Additionally, the retrospective design of the
study and reliance on secondary data sources may restrict the
quality of the data and limit control over the data collection
process.

Despite these limitations, this study provides valuable insights
that contribute to the existing body of knowledge on PPCM. This
finding underscores the critical need for further research to ad-
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dress and mitigate the impact of PPCM, particularly in vulnera-
ble populations. Future studies should aim to utilize prospective
designs and standardized diagnostic criteria to increase the reli-
ability of findings and inform effective interventions.

6. Conclusion

In conclusion, this study highlights the significant preva-
lence of PPCM among reproductive-aged women with DCM
in Addis Ababa, Ethiopia, and identifies several associated
risk factors. The findings underscore the need for increased
awareness and targeted interventions to address PPCM in this
vulnerable population, particularly in the context of low SES,
multiparity, gestational diabetes, preeclampsia, and alcohol
consumption during pregnancy. Further research is warranted
to explore the underlying mechanisms and to develop effec-
tive prevention and management strategies for PPCM in
Ethiopia and similar settings.

The authors recommend conducting larger prospective
studies to further investigate the prevalence, incidence, and
associated factors of PPCM. Such studies should aim to
minimize the limitations encountered in this research, with the
objective of determining the burden of PPCM per live birth
and accurately identifying its risk factors.

Additionally, it is crucial to pay attention to PPCM by in-
corporating high-risk mothers into antenatal care [ANC] and
obstetric risk assessment guidelines. This approach should
facilitate risk modification and early diagnosis. We encourage
healthcare providers to carefully identify mothers at risk for
PPCM and to implement strategies to address modifiable risk
factors, ensuring early detection and intervention.
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