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Experts Answering Your Questions

Cardiac changes in anorexia
nervosa include:
• mitral valve prolapse,
• possible QT interval

prolongation and
• heart failure.

The increased incidence of
mitral valve prolapse may be
due in part to the enhanced
ability to detect mitral valve
prolapse in patients with
intravascular volume depletion,
as occurs during starvation.

Studies assessing QT interval
in patients with anorexia ner-
vosa have been inconsistent.
Some studies have found a
prolonged QT interval in as
many as 33% of patients,
while others have reported no
change. Certainly if present,
the prolonged QT interval is
an independent marker for
arrhythmias and sudden
death and would clearly

warrant immediate attention
in a patient with bradycardia
who is also underweight.

The risk of heart failure in
patients with an eating disor-
der is greatest in the first two
weeks of refeeding. The
combination of reduced car-
diac contractility and refeed-
ing edema may account for
this finding. The risk can be
reduced by:
• slow refeeding,
• repletion of phosphorous

and
• avoidance of high sodium

intake.

Severely anorexic, under-
weight patients may also
have electrolyte abnormali-
ties due to vomiting, laxative
abuse, or unusual eating
habits, resulting in a height-
ened cardiac risk, especially
for arrhythmias.

Mitral valve prolapse in of
itself is not problematic
unless associated with signif-
icant mitral regurgitation.
However, patients with this
finding should be monitored
for endocarditis.

ECGs should be done regu-
larly in anorexic patients to
assess for QT interval. There
is no specific treatment other
than restoration of body
weight, electrolytes and min-
erals. However, medications
which are known to prolong
QT interval should certainly
be avoided in these patients.
As well, patients should be
monitored for electrolyte imbal-
ance, especially hypokalemia,
which may predispose
patients to significant or life
threatening arrhythmias.

Answered by:

Dr. E. Bruce Josephson

Question submitted by Dr. Pete V. Richard, Vancouver, British Columbia

1.What are the alarm signs of cardiovascular
complications due to anorexia and how do we deal
with them?

Cardiovascular Complications of Anorexia

Cardio Q & A
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Cardio Q & A

I have often wondered about
the same question. In this
modern era of computerized
ECG interpretation, it is cer-
tainly not uncommon to see
reports labelled “prolonged
QT.” If the ECG is abnormal,
then one has to seriously
consider:
• electrolyte abnormalities,
• ischemia, or
• drug effects.

If the ECG is otherwise com-
pletely normal, these prob-
lems may still be there, but
they are much more unlikely.
It is most important for the
physician to treat the patient,
rather than the ECG. The
interpreting physician is
required to mention the pro-
longed QT interval, but the

treating physician knows the
patient and knows the cir-
cumstances under which the
ECG was recorded. When the
only abnormality is a pro-
longed QT and the patient is
otherwise healthy, then I think
that the answer lies in the
normal distribution.

The normal QT interval and
corrected QT interval (QTc)
are derived simply from the
average of large numbers of
ECGs in apparently normal
people. Like all physiological
variables, there is a normal
distribution and a significant
number of people will have
QT intervals either longer or
shorter than what is consid-
ered normal. Any QTc interval
> 440 ms is considered

prolonged. Intervals from
440 ms to 470 ms are con-
sidered borderline. A QTc
interval above borderline
range should always trigger a
closer investigation of the
patient in the circumstances
of the recording. The average
QTc for someone who has the
long-QT syndrome is 490 ms.

Answered by:

Dr. J. Wayne Warnica

2. Please comment on prolonged QT interval found
intermittently on a patient’s ECG.

Prolonged QT Interval on ECG

Any QTc interval > 440 ms is considered
prolonged. Intervals from 440 ms to 470 ms are

considered borderline.

Question submitted by Dr. F. Cyngiser, St. Albert, Alberta
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Cardio Q & A

See the American College of
Cardiology (ACC)/American
Heart Association (AHA)
guidelines for the manage-
ment of patients with STEMI:
A report of the ACC/AHA
Task Force on Practice
Guidelines.1

In the Percutaneous coronary
intervention-CLopidogrel as
AdjunctiveReperfusIonTherapY

(CLARITY) study,2 clopido-
grel was given in addition to
standard therapy, with a
loading dose of 300 mg and
75 mg for eight days or hos-
pital discharge, whichever
came first. This resulted in a
significant benefit in STEMI
patients.

References
1. Antman EM, Anbe DT, Armstrong PW, et

al: ACC/AHA Guidelines for the
Management of Patients with ST-
Elevation Myocardial Infarction:A Report
of the ACC/AHA Task Force on Practice
Guidelines. J Am Coll Cardiol 2004;
44(3):E1-E211.

2. Sabatine MS, Cannon CP, Gibson CM, et
al: Addition of Clopidogrel to Aspirin and
Fibrinolytic Therapy for Myocardial
Infarction with ST-Segment Elevation. N
Engl J Med 2005; 352(12):1179-89.

Answered by:

Dr. J. G. Fodor

3.What are the current guidelines for the use of
clopidogrel in STEMIs?
Question submitted by Dr. M. I. Ravalia, Twillingate, Newfoundland

Using Clopidogrel in STEMI

As you know, atherosclerosis
does not just affect one
organ system at a time.
Individuals who have symp-
tomatic peripheral vascular
disease are at increased risk
for developing symptomatic
coronary artery disease, or
symptomatic cerebrovascu-
lar disease. There is currently

a lot of evidence that statin
therapy, after surgery for vas-
cular disease or cerebrovascu-
lar disease, decreases subse-
quent vascular events,
including MI and stroke. The
Canadian Cardiovascular
Society, in the recent 2005
consensus document on the
management of peripheral

artery disease recommends
the use of statins in all
patients with symptomatic
peripheral vascular disease.

Answered by:

Dr. J. Wayne Warnica

4.Many times after peripheral vascular surgery, my
patient is sent home without a statin! What are the
guidelines for the medical treatment of post-
peripheral vascular surgery?
Question submitted by Dr. Paul Stephan, Scarborough, Ontario

Treatment of Post-Peripheral Vascular Surgery
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Cardio Q & A

Available calcium channel
blockers (CCBs) in Canada
are in two distinct pharmaco-
logic categories: dihydropyri-
dine and nondihydropyridine
compounds. The former con-
sists mainly of:
• nifedipine,
• amlodipine and
• felodipine.
The latter consists of vera-
pamil and different formula-
tions of diltiazem.

There is likely no rationale for
combining CCBs from within
each pharmacological cate-
gory and this is especially true
for nondihydropyridine CCBs,
in that the combination of ver-
apamil and diltiazemmay pro-
duce excessive bradycardia
and heart block.

However, there have been
some smaller studies looking

at CCBs from two different
pharmacologic categories,
for the treatment of angina
secondary to either athero-
sclerotic coronary disease or
coronary spasm and hyper-
tension. These studies do
suggest that a combination
of a non-dihydropyridine
CCB with a dihydropyridine
CCB may produce increased
efficacy in terms of either
angina or hypertension, or
both. However, the combina-
tion often leads to an
increased incidence of side
effects commonly associat-
ed with CCBs.

Therefore, these agents
should only be used in com-
bination in patients:
• with angina and

hypertension,
• who have not responded

to multiple medications, or

• in whom certain
medications such as
ß-blockers are
contraindicated.

In this circumstance, dilti-
azem or verapamil could be
used in place of the ß-
blocker. If these drugs are
used in combination, they
often have to be used in low
doses to avoid significant
side effects.

Answered by:

Dr. E. Bruce Josephson

5. Are there any indications for treating patients with
two CCBs?
Question submitted by Dr. Maurice Roy, Ste Anne, Manitoba

Treating Patients with Two Calcium Channel Blockers

Acombination of a nondihydropyridine CCB with
a dihydropyridine CCB may produce increased

efficacy in terms of either angina or hypertension,
or both.
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Cardio Q & A

The ACE inhibitor or ARB must be long-acting so
that a once daily dose is adequate. The same is

true for the ß-blocker.

This question is a little bit like
asking about my favourite
choice of clothing. It
depends greatly upon the
weather, the location, the
occasion and the company.
Since you asked about the
combination of four medica-
tions, serious hypertension
must be present. In this case,
my favourite combination
includes:
• an angiotensin-converting

enzyme (ACE) inhibitor,
(or angiotensin receptor
blocker [ARB]),

• hydrochlorothiazide,
• a ß-blocker and
• a nondihydropyridine

calcium channel blocker
(I usually use amlodipine).

Rather than specify the name
of each drug, I will mention
the characteristics of my
choices. The ACE inhibitor or
ARB must be long-acting so
that a once daily dose is ade-
quate. The same is true for the
ß-blocker. Hydrochlorothiazide,
at 12.5 mg to 25 mg q.d., is
my next choice. I use

amlodipine because it is an
effective combination with
the ACE inhibitor or ARB
choice.

Answered by:

Dr. J. Wayne Warnica

6.What is your favourite combination of four BP
medications?

Question submitted by Dr. Martin Clement, Quebec, Quebec

Combining BP Medications
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Cardio Q & A

A carotid doppler investiga-
tion is indicated in those
patients where there is a
suspicion that there could
be an obstructive athero-
sclerotic process in the
carotid arteries. You should

consider ordering this test,
particularly if you detect
cervical carotid bruits, in
cases of transient unilateral
visual symptoms, transient
ischemic attacks or stroke.

This investigation is not part
of routine workup in uncom-
plicated cases of primary
hypertension.

Answered by:

Dr. J. G. Fodor

7. On whom should I do carotid dopplers—all patients
with hypertension or only a certain population?
Question submitted by Dr. Eleanor Huang, London, Ontario

Carotid Dopplers for Which Patients?

There is no threshold effect
concerning the effects of
smoking. The deleterious
impact of smoking increases
with the number of ciga-
rettes/day smoked. This was
documented in cases of:
• respiratory,
• cardiovascular,
• hematology,
• incidence of

malignancies etc.1,2

The beneficial effect of quit-
ting can be seen within eight
hours. The carbon monox-
ide level drops and the oxy-
gen level of blood increases
to normal. Lung capacity
increases within 72 hours.
Within one year, the risk of
MI is cut in half and within
15 years, the risk of dying
from a heart attack is equal to
a person who never smoked.

References
1. Ernst E, Matrai A, Schmölzl C, et al:

Dose-effect relationship between
smoking and blood rheology. Br J
Haematol 1987; 65(4):485

2. Lebowitz MD, Burrows B: Quantitative
relationships between cigarette smok-
ing and chronic productive cough. Int J
Epidem 1977; 6(2):107

Answered by:

Dr. J. G. Fodor

8. In determining cardiac risk, how long does a person
have to be an ex-smoker before changing their
“smoker” status? Does “pack years” affect status? What
is the least number of cigarettes per day known to
impact health?
Question submitted by Dr. Patricia Menard, Antigonish, Nova Scotia

Cardiac Risk and Smoking Status
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Question submitted by Dr. S. Goluboff, Saskatoon, Sakatchewan

In a study of 237,000 airmen
< 30-years-of-age, there
were 394 cases of complete
right bundle branch block
(RBBB), representing a preva-
lence of 0.2% (2:1000).1

RBBB can be associated
with structural heart disease,
such as:
• acute or chronically-

increased right
ventricular pressure,

• myocardial ischemia,
• hypertension,
• cardiomyopathies and
• congenital heart disease.
It can also be a manifesta-
tion of idiopathic progressive
cardiac conduction disease.

RBBB can also be caused
by procedures and interven-
tions, such as right heart
catheterization and ethanol
ablation of the septum for
the treatment of hyper-
trophic cardiomyopathy.

RBBB may be functional, as
can be seen in rate related
BBBs.

The prognosis of RBBB is
related largely to the pres-
ence, type and severity of
the underlying heart disease.
Long-term outcomes are
generally excellent in
patients without apparent
heart disease. In the report
cited above, out of the 394
airmen with complete RBBB,
94% had a normal cardio-
vascular (CV) examination
and a benign course, with
only one requiring a pacemak-
er in the following 10 years.

Similarly, in a primary pre-
vention study from Sweden
published in 2005, men with
a baseline RBBB had a
non-significant increase in
progression to high degree
atrioventricular block and no
increase in MI, coronary, or

all cause mortality over the
ensuing 28 years.2

Based on these findings, the
main aim in a 22-year-old
patient with a RBBBwould be
to rule out structural heart
disease. This would consist of
a careful CV clinical examina-
tion and should likely include
an ECHO.

References
1. Rotman M, Triebwasser JH: A Clinical

and Follow Up Study of RBBB. Circ
1975; 51(3):477-84.

2. Erikson P, Wilhelmsen L, Rosengren A:
Bundle Branch Block in Middle Aged
Men: Risk of Complications and Death
Over 28 Years. The Primary Prevention
Study in Goteborg Sweden. Eur Heart J
2005; 26(21):2300-6.

Answered by:

Dr. E. Bruce Josephson

Right Bundle Branch Block in a Healthy Young Patient

9. Would you investigate a RBBB in a healthy 22-year-
old man?
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Question submitted by Dr. S. Goluboff, Saskatoon, Sakatchewan

In short, there is no data with
regards to patients 90-
years-old with regards to
either stroke risk or benefits
for warfarin vs. acetylsali-
cylic acid (ASA) use.
However, the stroke rate for
those aged 80 to 89 years is
5.1% per patient per year.
This is contrasted with 1.3%
per patient per year in
patients aged 50 to 59
years.

The Congestive heart failure,
Hypertension, Age, Diabetes,
and Stroke (CHADS) score
was derived as a risk model
for stroke in atrial fibrillation
(AF). The score consists of
one point for:
• congestive heart failure,
• hypertension,
• age > 75 years and
• diabetes mellitus, as well

as
• two points for a previous

systemic embolic event.

Patients with a score of zero
have an adjusted rate of
ischemic stroke or peripheral
embolization of 1.9% per
year, while a score of six is
associated with an adjusted
stroke rate of 18.2% per
year. Using this score, your
90-year-old patient would be
low risk; however, the stud-
ies used to devise this risk
score did not include
patients aged 90 years.

Therefore, the decision to
treat a 90-year-old with lone
AF using either warfarin or
ASA is an individual one.
Personally, I would take into
account the frailty of the
patient (e.g., mobility issues
and likelihood of falls) and
other comorbid illnesses
which may limit longevity.

In a patient with no other
comorbid illnesses who is
functioning independently, I

would discuss with them the
risks and benefits of warfarin
vs. ASA alone. Ultimately,
the decision should rest with
the patient. In a patient who
is not functionally indepen-
dent, or has significant
comorbidities, I would just
use ASA therapy. However, it
should be noted that among
patients > 75- years-of-age
without risk factors, ASA has
not been evaluated for
stroke prevention.

Answered by:

Dr. E. Bruce Josephson

Warfarin or Acetylsalicylic Acid for AF?

10.What is the risk vs. benefit for warfarin vs. ASA in
treating atrial fibrillation (AF) in a 90-year-old male
with no other risk for thrombosis except age. Can we
use ASA only?

PCard


