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Discussion

DR P. MORET: The use of anticoagulants is always
difficult in practice. Can Dr Abelmann give us his views
on their use and elaborate further on the subject?
DR W. ABELMANN: Our general view is that if a clot

is found either by clinical manifestations, such as an
embolus, or by scanning, it is an absolute indication for
anticoagulant therapy. The problem is that some of these
patients are unreliable and we may hesitate to give them
anticoagulants if we cannot be sure of seeing them again.
That situation can be guarded against by dispensing the
anticoagulant agent in small amounts, forcing the patients
to return for more, giving us the opportunity to measure
their prothrombin time and so on.

Prophylactic anticoagulants with no evidence of clot
formation are resorted to only in reliable patients with
intractable heart failure, slow circulation, large chambers
in whom there is a high chance of clot formation.
DR H. KUHN: Would Dr Abelmann agree that there

has been no study which proves the usefulness of anti-
coagulants in therapy in congestive cardiomyopathy?
Did he have the impression that anticoagulants have
been useful in his patients?
DR ABELMANN: I agree that there have been no con-

trolled studies. There is some recent evidence that in
ischaemic heart disease, as opposed to valvular heart
disease, prophylactic anticoagulation is useful. It is only by
deduction from that evidence that we use anticoagulation
in congestive cardiomyopathy.
DR H.-D. BOLTE: Firstly, from our own experience I

know that patients with severe congestive cardiomyopathy
without anticoagulation often develop arterial embolism.
That is why we give anticoagulants in cases of congestive
cardiomyopathy.

Secondly, with regard to therapy in patients with
cardiogenic shock due to congestive cardiomyopathy and
to coronary heart disease, we have observed that glucose
and insulin infused together increase diuresis and blood
pressure, and decrease filling pressure. Furthermore, in
patients with congestive cardiomyopathy, the stroke
volume is increased as a result of this infusion. We
assume that the effect on diuresis is related to an increase
in stroke volume and cardiac output. I do not know
whether this procedure would be of any help in patients
with congestive cardiomyopathy, but in special situations
it could help to overcome a critical phase.

Thirdly, why did Dr Abelmann say nothing about
steroids in congestive cardiomyopathy therapy? I assume
that he thinks there is nothing wrong with giving them?
DR ABELMANN: I have no experience with glucose-

insulin infusion. Arguing in parallel with ischaemic heart
disease, it is certainly worth trying. I am glad that Dr
Bolte is studying its use.
The only lesion in which steroids may have a place

would be a fulminant, pre-terminal illness in which there

is the possibility of an inflammatory process being in-
volved. Experimentally, in viral myocarditis and trypano-
somal myocarditis, it has been shown that steroids are
inimical to the host and increase the inflammation and
infection of the heart. Yet there are anecdotal reports of
patients being close to death at night, started on steroids,
and being better the following day - but controlled
studies have not been done. The conclusion, therefore,
is that if the physician needs the treatment, perhaps
steroids should be given but, if that treatment is successful
and accompanied by a 'turn for the better', steroids
should be tapered down in case there are inflammatory
lesions present, in view of what is known about the
aggravating effects of the steroids.
DR C. M. OAKLEY: I agree with Dr Bolte about anti-

coagulants. Both arterial and venous embolisms are
common in low-output heart failure whatever the cause.
Before we started to give anticoagulant fairly routinely
the terminal event in congestive cardiomyopathy was
thromboembolic extremely frequently. Anticoagulants
are useful.
DR M. SEKIGUCHI: Does Dr Abelmann use a vaso-

dilating agent for the control of chronic congestive
cardiomyopathy?
DR ABELMANN: We have started to use an oral vaso-

dilating agent only recently, both in combination with
hydrallazine and nitrates and, more recently, some of the
newer agents. I have no definite results from larger groups
of patients.
DR MORET: What about the removal of the peri-

cardium, which was proposed about 10 years ago?
DR W. BECK: That was proposed some years ago at the

first cardiomyopathy conference held at Stellenbosch. It
was performed in a few cases, with some temporary
improvement apparently, but I do not think that there
was any sustained improvement. Nobody does that
procedure now.

PROFESSOR J. F. GOODWIN: We performed it in three
patients - it did not seem to do them any harm. Dr C. N.
Barnard produced some rather more elegant data than
ours suggesting that the patients were actually improved
by the operation. There was no further work on it or
follow-up.
DR OAKLEY: I argued against it in Stellenbosch because

I thought that an intervention to allow the heart to become
bigger was bound to be detrimental. I can argue against
it now with much greater authority -not that I have
practised it myself - because all the manoeuvres about
which we have been talking today have been designed to
shrink the heart. Clearly, any therapy in dilated cardio-
myopathy is designed to reverse the dilatation. A therapy
designed to increase the dilatation is surely not very
thoughtful and is unlikely to be beneficial.
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