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Discussion

Chairman: PROFESSOR J. P. SHILLINGFORD

DR JOUHAR. A letter or short article was published
about a year or two ago, suggesting that intramuscular
lignocaine produces satisfactory blood levels to control
arrhythmias. Would it not be a practical proposition for
general practitioners to do this at the time of first seeing
the patient, bearing in mind that the mortality is probably
highest in the first few hours?
CHAIRMAN. What is your opinion, Dr McAllen?

DR MCALLEN. Well, I haven't really any domiciliary
experience to comment from-I really wanted to ask
questions! But I have seen cases, for example, with left
bundle branch block given lignocaine who have gone
promptly into complete heart block. And I think this
could easily happen outside the hospital.
CHAIRMAN. Our experience is that intramuscular

lignocaine is not as effective as when given intravenously
although the blood levels appear to be satisfactory. We
are hoping, of course, that in the near future a new and
effective oral anti-arrhythmic agent will be produced and
will considerably modify our treatment of acute myo-
cardial infarction.
COLONEL J. F. WEBB. Will the panel comment on the

value of extending this emergency service direct to the
patient's home?
CHAIRMAN. Shall I answer this one too? This is an

important and a difficult subject. As you know in
Northern Ireland they have had an aQnbulance service, a
flying squad, which they send out, and they have had
some success with this. A second ambulance service has
started up in Birmingham. Shortly we will be setting up a
pilot ambulance service from Hammersmith Hospital
involving a few general practitioners to see how it works
out. Theoretically it is an excellent idea to send somebody
out-rather like an obstetric team-with portable de-
fibrillator and therapeutic agents to help in the home.
If it is felt that the patient should be brought into hospital
he can be transported slowly, in the ambulance. In theory
this is excellent, but what happens in practice? Five
doctors are necessary to man a 24-hr 7 day a week
service. These all have to be trained in recognizing
arrhythmias and anti-arrhythmic therapy. Each ambu-
lance costs something between £16,000 and £20,000 a year.
The second problem is that if we are going to bring all our
patients into hospital right away under this service, we
shall have to have larger and better coronary units. It's no
good bringing a patient into hospital where there isn't
special observation. And so it is the logistic problem that
is the most difficult. In theory it is excellent, but in practice
I think that it is too large a problem to solve at present.

DR BALDRY. Could I enquire about Professor
Shillingford's management of cases of myocardial infarct
where there is shock with much peripheral vasoconstric-
tion? Most of us do not have much success with these
people. Is there anything to be gained by the use, as has
been advocated, of alpha-adrenergic blocking agents?
CHAIRMAN. We have been disappointed with the use

of alpha-blocking agents. Basically the heart itself is
failing as a pump, and it seems the more we look into this,
the more we feel that masterly inactivity is the only thing
to help other than oxygen, and making sure that the
patient is comfortable. In some patients there is a
favourable outcome without any therapy but there is a
hard core, 15% of patients, who will die in spite of all
treatment. Some people advise using intravenous fluids
at the same time as alpha-blocking agents, but the funda-
mental thing is that you do not improve the output of the
heart. You just redistribute the circulation.

DR WOODFORD WILLIAMS. Sir, I would be most grate-
ful if you could comment on the value of diuretics in the
treatment of myocardial infarction. It has been stated,
I believe, that diuretics should be given in the early phase.

CHAIRMAN. Dr Harris?
DR HARRIS. We only use diuretics where th-re is a

clear indication rather than giving diuretics to all patients,
rather like giving a blanket form of prophylactic treat-
ment.

DR WOODFORD WILLIAMS. There is reported to be
some degree of left ventricular failure in all patients with
myocardial infarction.

DR HARRIS. Yes all patients have some degree of left
ventricular failure so it may be theoretically the correct
approach, but I do not think this made very much
difference to the end result. We only give diuretics when
clinically indicated.

DR MCALLEN. I would refer to what was reported by
workers from the Central Middlesex Hospital recently.
In this report, which I am sure will be published, they
were testing out the actions of diuretics in this situation.
What seemed to happen was that the patients who were
reasonably well got a good diuresis and those who were
very ill did not.

CHAIRMAN. What do you think, Sister, about this?
The nursing staff often know more than the medical
staff because they are at the side of the patient all the
while, and they know the effects of the therapy. What do
you feel about diuretics? Do you find them helpful?
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Discussion of Part 1

SISTER MENDELSSOHN. I think, as Dr McAllen said,
you give them when necessary and not otherwise. I don't
think they do any good, and may give the patient dis-
comfort using them often.
CHAIRMAN. I agree. If there is frank evidence of left

ventricular failure with pulmonary oedema the patient
needs a diuretic. On the other hand, if diuretics are used
excessively there is a risk of precipitating arrhythmias
through the loss of potassium. I think a small amount of
diuretic is perfectly suitable, but large doses may be
undesirable.
DR HOBSON. In an ideal unit should you expect to

have hyperbaric oxygen available?
CHAIRMAN. I wouldn't. What do other members of

the panel think?
DR HARRIS. If you talk to people who have hyper-

baric oxygen, then it's the cure for all ills, and the trial
they did at Westminster showed remarkable results, yet
I don't understand why it hasn't been widely taken up.
I cannot really give this answer from personal experience,
but there would appear to be a place for it.
DR COE. Reverting back to the diuretics, since it

would appear that acute pulmonary oedema very often
complicates immediately the administration of DC shock
for ventricular fibrillation, do you think there is a case for
giving diuretics after defibrillation?
CHAIRMAN. Oh yes, there is indeed.
DR FARRANT. Could I ask Sister Mendelssohn and

Dr McAllen perhaps a local question? Do I understand
that you take in all patients with chest pain into the unit,
and are they screened off in casualty? If they are not
screened off, do these represent a problem in deciding
whether or not they have an infarction; and if this is a
problem, how quickly can you get them out of the unit
having been fairly certain in your own minds that they
haven't an infarction? Is this a problem or not?

SISTER MENDELSSOHN. Well, we try normally to have
a proven coronary before they arrive with us. We don't
accept patients directly from casualty and they always go
to one of the main general wards first and have an ECG
done and a history taken by a house physician; if he
considers that there is definite evidence on an ECG or
clinical findings which are quite definite, he will ring the
physician in charge of the unit to see if we have a bed
available. If we have a patient ready for transfer then we
do a straightforward transfer with the new coronary for
the old one; otherwise sometimes we have to say we
haven't got a patient ready for transfer and refuse.
DR FARRANT. How many beds have you in the unit?
SISTER MENDELSSOHN. Six beds. We usually aim to

keep a patient 72 hours altogether.
DR FARRANT. This raises an interesting point. Of all

the cases of coronary infarction that come into this
hospital. how many do you take straight away into your
unit, being proved by an ECG?

SISTER MENDELSSOHN. Oh about 90%, once they're
proved by a medical ward.
DR FARRANT. And how long do they stay?
SISTER MENDELSSOHN. About 3 days.

DR MCALLEN. Could I just expand a little bit? When
the patient comes into the general ward as a suspected
coronary from the receiving ward, he is placed on a hard-
based bed, so that he can be resuscitated if the worst
happens. If he is accepted by the coronary unit the
patients are just exchanged in their own beds, and this is
easy in the new Medical Department, because there is an
adequate number of large lifts. The nursing staff who go
with the patient have a master key for the lifts to make
sure they don't get trapped by visitors pressing knobs, and
so on.
DR COE. In practice, however, Dr McAllen, one or

two do come straight from casualty because someone is
very ill and somebody rings up and instead of doing a
double shift, the shuffle is done before.
DR MCALLEN. The real reason that they usually don't

come straight from casualty is to protect the coronary
beds for coronary patients. Because if there were empty
beds directly under the control of casualty, they would get
filled with patients with strokes and so forth. By this
somewhat heavy method at least the beds are always
filled with coronary patients as they are always screened
pretty well by the doctor in the general ward.

QUESTION. Could I ask Professor Shillingford, please,
are you happy about moving patients along a corridor
for radiological screening for internal pacing in view of
the risk of cardiac arrest during the journey?
CHAIRMAN. I think the counsel of perfection is

certainly to have your own image intensifier. We haven't
one ourselves actually on the ward, but we don't have to
move them down and along, just take them straight along
to the X-ray department. Our experience is that we only
have had about one or two patients in the last year or so
who have had to have external massage while they are
being moved along. On the whole if you get them early
enough you can move them while they are reasonably fit.
I don't know what you think about this, Dr Harris.
DR HARRIS. Most of our patients are sent to us from

other hospitals, with the diagnosis already made. We have
a mobile image iAtensifier in a special room kept for
pacing on the same floor as our monitoring unit, so that
when the patient arrives he will go straight to this room.
Otherwise if the patient is too ill we will pace him in the
ward without screening, the pacing wire being passed
blind and its position checked by the intracardiac electro-
cardiogram.
CHAIRMAN. I think we must emphasize that inserting

a catheter into the heart without screening poses a certain
amount of expertise and experience. It is possible and
perhaps some of our registrars would be able to, but
anyone not used to it, in an ordinary hospital, would find
it difficult.
DR HARRIS. I take your point, but I don't think it is

as difficult as people make out. If you try once and fail
you should still go on trying, and not just abandon the
technique as being useless.
CHAIRMAN. I agree, but experience helps!
DR HARRIS. Yes, I agree.
DR BALDRY. Do you think we all ought to learn to be

occasional catheter passers or do you think it is safer for
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Discussion of Part I

the patients to transfer them to hospitals where there are
people who do it regularly?
DR MCALLEN. That is a problem I have raised myself

recently. We at present transfer them to an expert if we
can. One of our very basic problems is, of course that we
haven't got enough medical staff to cope with the routine
work and also have them readily available for these
special procedures. Although the more often you do them
the quicker you get, you don't very often get the oppor-
tunity for practice.
CHAIRMAN. I think we must keep all this in a reason-

able sense of proportion. Of every 100 patients who enter
hospital approximately seventy will get perfectly well
without any treatment at all. Fifteen will die whatever you
do. This is inevitable. This means that fifteen will develop
an arrhythmia which you can treat. And of the fifteen that
will develop an arrhythmia, probably only one or two will
develop heart block. So we must keep the whole thing in
proportion.

QUESTION. Can 1 be slightly argumentative on the
basis of those figures? I want to know whether perhaps
iqute a lot of these seventy patients might just have done
as well if they had stayed at home.

CHAIRMAN. Yes, you are absolutely right, with one
exception, and that is that you do not know out of the
100 who the seventy will be. It is purely chance. This is the
problem; the man of 40 years who has a small infarction
and happens to have it in the area of the atrioventricular
node looks perfectly fit, rests at home, which is fine. The
odds are that he will get well. He may te the unfortunate
one who develops ventricular fibrillation or an arrhythmia
and he dies at home. If he had been in a coronary care
unit, he would have survived.
DR MCLEAN BAIRD. I would like to thank all the

contributors to this afternoon's session and it is clear that
the management of myocardial infarction has been
radically altered by intensive coronary care, and as

Professor Shillingford points out, the mortality was pre-

viously 30% of all patients admitted to hospital. Our own
experiences here were outlined by Dr McAllen and show
a drop in mortality rate and a saving of thirty-three
patients' lives since the coronary unit opened. Sister
Mendelssohn has pointed out the significant role that the
specially trained nurse plays in coronary care, often doing
complicated emergency procedures. We must also pay

tribute to the splendid team work of our junior medical
staff working in the unit.
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