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Objective — To verify whether the guidelines for the
treatment of heart failure have been adopted at a universi-
ty hospital. The guidelines recommend the following: use
of angiotensin-converting enzyme inhibitors for all pati-
ents with systolic ventricular dysfunction, use of digitalis
and diuretics for symptomatic patients, use of beta-blo-
ckers for patients in functional classes Il or 111, use of spiro-
nolactone for patients in functional classes Il or IV,

Methods — We analyzed the prescriptions of 199 pa-
tients. All these patients had ejection fraction (EF) <0.50,
their ages ranged from 25 to 86 years, and 142 were males.
Cardiomyopathy was the most frequent diagnosis: 67
(33.6%) patients had dilated cardiomyopathy, 65 (32.6%)
had ischemic cardiomyopathy.

Results — Angiotensin-converting enzyme inhibitors
were prescribed for 93% of the patients. 71.8% also had a
prescription for digitalis, 86.9% for diuretics, 27.6% for spi-
ronolactone, 12% for beta-blockers, 37.2% for acetylsalicy-
lic acid, 6.5% for calcium channel antagonists, and 12.5%
for anticoagulants. In regard to vasodilators, 71% of the pa-
tients were using captopril (85.2mg/day), 20% enalapril
(21.4mg/day), 3% hydralazine and nitrates. In 71.8% of the
cases, the dosages prescribed were in accordance with those
recommended in the large studies.

Conclusion— Most patients were prescribed the same
doses as those recommended in the large studies. Brazi-
lian patients tolerate well the doses recommended in the
studies, and that not using these doses may be a conse-
quence of the physician s fear of prescribing them and not
of the patient s intolerance.
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Asaconsequence of new therapeutical schedulesin-
ducing agreat reduction in morbidity and mortality, the
treatment of heart failure hasrecently been modified. The
publication of studieson spironolactone and beta-blockers
hasled to the conclusion that these drugs should be added
tothe conventional treatment for heart failurewith angio-
tensin-converting enzymeinhibitors, digitalis, and diuretics,
becausewith thisassociation, patientsbecomelesssympto-
matic, decompensate | ess, require less hospitaization, and
havealower mortality rate asthe disease progresses™.

Epidemiological studiescarried outin several countri-
es, however, have shown that thismanagement hasnot be-
en adopted by most cardiol ogistsfor many reasons®®.

Asno consistent Brazilian dataon thistopic exist, we
assessed, for 1 month, how physiciansin atertiary hospital
in S8o Pauloweretreating heart failureand how many were
adopting theguidelinescurrently recommended.

Methods

During October " 99, we reviewed and analyzed the
prescriptionsof 199 patientswith ventricular dysfunction
(gectionfraction<0.50) and symptomatic heart failureclas-
sfiedasfunctiona classesll, 11, and 1V accordingtothecri-
teriaof theNew York Heart Association. Thesepatientswe-
rebeing treated by different teamsof medical speciaistsat
theoutpatient clinicsof thelnstituto do Coracéo of theHC-
FMUSP(InCor).

These 199 patientscomprised al patientswith ventri-
cular dysfunction, who sought theambul atory clinicsof ge-
neral cardiology, coronary artery diseases, geriatrics, valvar
heart diseases, and heart failureat 16 (40%) timeperiodsof a
total of 40 possibletime periods during the month. Inthis
study wenamed theserviceswithletters(serviceA, B, C, D,
and E), which do not correspond to the above presenting
order. These outpatient clinics were chosen because al -
most all patientswith ventricular dysfunctionfollowed up at
InCor weretreated at them.

Theageof thepatientsranged from 25to 86 years(mean
58.4+13.8years), and 142weremaesand 57 werefemales.
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Assessment performed on M-mode echocardiogra-
phy reveal ed thefollowing: | eft ventricular mean diameter
of 57.9+8.5mm, | eft ventricular g ectionfraction of 0.400.07,
andleft atrial mean diameter of 44.9+8.8mm. Intheechocar-
diography unit, whereall echocardiographieswereperfor-
med, thefollowing valueswere considered normal (for adult
individuds, weightsranging from 51to 90 kg): left ventricu-
lar diastolic diametersranging from 38 to 52mm, |eft atrial
diametersranging from 28to40mm, gectionfraction (asses-
sed through the cube method) from 0.58t0 0.80.

Themajor cause of ventricular dysfunction wasdila-
ted cardiomyopathy in 67 (33.6%) patientsand ischemic he-
art diseasein 65 (32.6%) patients. Ventricular dysfunction
wasassociated with Chagas’ diseasein 21 (10.5%) patients
andwith hypertensionin 23(11.5%) patients. It wassecon-
dary tovalvar heart diseasein 20 (9.5%) patientsandtoa co-
holic cardiomyopathy in 3 (1.5%) patients.

All 199 patientswereunder trestment indifferent units
at thehospita asfollows: 90 (45.2%) patientswerebeingfol-
lowed up in the general cardiol ogy outpatient clinics, 44
(22.1%) patientsin thechronic coronary artery diseaseout-
patient clinics, 28 (14.0%) patientsinthegeriatricsoutpati-
ent clinics, 25 (12.5%) patientsin theheart failureunit, and
12(6.0%) inthevalvar heart diseaseoutpatient clinics. Ta-
ble | shows some characteristics of the population studied
according to themajor cause of heart disease.

Weanalyzed the medi cationsprescribed for these pati-
ents and their dosages, and we checked the percentage of
prescriptions in which the dosages recommended by the
guidelines” wereprescribed.

We considered arecommended dosage of the angio-
tensin-converting enzymeinhibitorsto beminimumvalues
of 75mg of captopril, or 20mg of enalapril, or 20mg of lisino-
pril (standardized drugsat the hospital), 25mg of carvedilol
twiceaday, and 25mg of spironolactone. Wealso analyzed
thefollowing: the prevalenceof atrial fibrillation, thefre-
guency of prescription of aspirinand oral anticoagulation
agents, thetype of prescription according tothemajor diag-
nosis, thedegreeof ventricular dysfunction, and theteam of
medical specialiststaking careof the patient.

Results

In the popul ation studied, the patientswith alcoholic
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cardiomyopathy wereyounger thanthosewith other cardio-
myopathies, and the patientswith Chagas' diseasewereyo-
unger than those with dilated, hypertensive, and ischemic
cardiomyopathy. Theremaining patientshad similar ages.

Weanayzed whether ventricular impairment wassimi-
lar inthedifferent heart diseases, and no significant diffe-
rences were found in ventricular impairment assessed
through gjection fraction. A trend toward higher gjection
fraction was found in patients with hypertensive cardio-
myopathy than in those with Chagas’ cardiomyopathy
(p=0.088), inthosewithdilated cardiomyopathy (0.055), and
inthosewithischemic cardiomyopathy (p=0.09).

We al so assessed whether the degree of ventricular
dysfunction was similar among patients of the different
teamsof medical specialtiesof InCor, andwefoundthat the
gectionfractionwaslower inpatientsin serviceA thaninall
patientsin other services. Thegjection fractionswereasfol-
lows: 0.36+0.06 in service A and 0.40+0.06 in service B
(p=0.008), 0.40+0.08insarviceC(p=0.042),0.42+0.08in ser-
viceD (p=0.0004), and 0.42+0.06inserviceE (p=0.012). Ven-
tricular function wasal so different between servicesB and
D (p=0.04) and similar for theremaining services.

Thirty-two (16.08%) patients had atrial fibrillation,
which was more common in patients with valvar heart
diseases.

All patientswere on sometype of medication. Only 5
(2.5%) patientswerenot receiving vasodilating drugs. Pres-
criptionswereasfollows:. 185 (93%) patientswere prescri-
bed angiotensin-converting enzymeinhibitors, 6 (3.0%) pa
tientswere prescribed hydral azi ne associ ated with i sosorbi-
dedinitrate, and 3 (1.5%) patientswere prescribed angi oten-
sin 11 receptor antagonists. In regard to diuretics, 173
(86.9%) patients were prescribed these drugs as follows:
121 (60.80%) were prescribed furosemide, 92 (46.2%) thia
zidediuretics, and 40 (20.1%) both drugs. Amiloridewas
usedin 15(7.5%) patients, and digoxinin 143 (71.8%) pa
tients(fig. 1).

Thepatientswerea so prescribed thefoll owing medi-
cations: spironolactone55 (27.6%) patients, beta-blockers
24(12.0%) patients, acetylsalicylicacid 74 (37.1%) petients,
calcium channel antagonists 13 (6.5%) patients, anticoagu-
lants 25 (12.5%) patients, potassium 12 (6.0%) patients, and
amiodarone 18 (9.0%) patients.

In regard to angiotensin-converting enzymeinhibi-

Table I — Major heart disease, mean values of age, sex, mean values of echocardiographic data, and prevalence of atrial fibrillation.

ECHO data Relative
prevalence of AF

Heart disease N Age Males Lv EF LA AF

Alcoholic 3 47.3+9.0 3 69.3+6.0 0.40+0.05 49.6+15.3 - 0.0%
Chagas' disease 21 51.5+14.3 12 69.0+8.0 0.36+0.06 46.5+6.4 3 (14.2%)
Dilated 67 57.9+15.1 45 70.4+9.9 0.38+0.06 46.2+9.5 20 (29.8%)
Hypertensive 23 59.8+13.3 16 64.5+8.7 0.42+0.08 42.6+8.7 1 (4.3%)
Ischemic 65 61.4+10.9 49 64.9+5.8 0.42+0.07 42.4+7.1 4 (6.1%)
Vavar heart dissase 20 57.5+16.0 16 72.0+8.1 0.41+0.07 48.50+10.8 8 (40%)

LV- Left ventricular diastolic diameter; EF— left ventricular gjection fraction; LA— left atrial diameter; AR atrial fibrillation.
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Ventricular Disfunction EF < 0,50 (199 patients)
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Fig. 1—Bar graph showing the percentage of patients receiving different types of
medi cation (92.5% received angiotensin-converting enzyme inhibitors). Dig-
digitalis; Thiaz- thiazide; Fur- furosemide; Spir- spironolactone; ACEI —
angiotensin-converting enzyme inhibitor; Carv- carvedilol; ASA —acetylsdicylic
acid; Calc. Ant. — calcium channel antagonist; Am- amiodarone; Anticoag. -
anticoagul ants.

tors, 142 (71.3%) patientswere prescribed captopril iname-
andosageof 85.2mg/day, of whom 102 (71.2%) wereprescri-
bed dosages considered appropriate (above 75mg/day).
Thirty-nine(19.5%) patientswere prescribed enalapril ina
mean dosageof 21.4mg/day, 29 (74.3%) of whomwererecei-
ving appropriate dosages (above 20mg/day). Lisinopril was
prescribedfor 3 (1.5%) patients; al received appropriatedo-
sages.

Thiazidediureticswere prescribed in dosagesranging
from12.5mgto 50mg/day (mean dosage42.7mg/day). Furo-
semidewasprescribedindosagesranging from 20to 240mg/
day (mean dosage 40.3mg/day).

Spironol actonewas used in dosagesranging from 25
to 200mg, and 43 (78.18%) out of the 55 patientson spiro-
nolactone used 25 or 50mg/day. The mean dosage was
62.72mg/day.

Carvedilol was prescribed for 19 (9.54%) patientsin
dosagesranging from 3.125mgonceaday to 12.5mgtwicea
day (mean dosage of 6.5mg/day); 5 patientswere prescri-
bed other beta-blockers (propranolol 4 patientsand ateno-
lol 1 patient).

Calcium channel antagonistswere prescribed for 13
patientsasfollows: diltiazemfor 6 patients, amlodipinefor 5,
nitrendipinefor 1 patient, and nifedipinefor 1 patient.

Aspirinwas prescribed for 64 patientsin dosagesran-
gingfrom 100to 300mg/day (mean dosage 125mg/day).

Anticoagulationwithdicumarol wasbeingperformedin25
(12.5%) patients, and 17 patientshedatrid fibrillation; 13werenct
receiving antithrombotic or anticoagul ant medication, 10were
receivingaspirin, and 17 wererece ving anticoagul ation.
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Table Il shows how frequently drugs are prescribed
according to themajor diagnosisof heart disease. Wenote
that, ingeneral, prescriptionsweresimilar for different heart
diseases, except for digoxin, which was|ess prescribed,
and aspirin and cal cium channel antagonists, which were
mostly prescribed for patientswith ischemic heart disease.

Discussion

Pharmacol ogical management of patientswith heart
failure has undergone changes due to diffusion of the re-
centresultsof thelargestudies. Sincethepublication of the
RALES, US-Carvedilal CIBISII,andMERIT-HF studies, pa-
tientswith heart failureshould havebeenreceiving, inaddi-
tion to angiotensin-converting enzymeinhibitors, digitalis
and diuretics, spironolactone, and beta-blockers . Even
though these studies have shown in an unquestionable
manner that these drugsimprovethe evol ution of patients
with heart failure, they have not been prescribed for most
patients.

Thelower frequency of prescribingthesedrugsmay re-
sultfrom severa factors, amongwhichwemay citethedelay
inadopting thismanagement by cardiol ogists, who, without
the required experience, slowly adopt new management
techniques and, sometimes, adopt them without knowing
how to prescribethe correct doses, prescribing lower doses
than those recommended and established aseffective.

Inseveral developed countries, theanalysisof medical
prescriptions has shown that most physi ciansdo not adopt
theguidelinesintegrally®®. InBrazil, wedonot haverdiable
data on how our patients with heart failure are managed.
Frominformal chatswith doctorsduring medica congresses
and meetings, we concludethat recommendationsare obe-
yed but with adaptations.

In an attempt to eval uate these data more scientifi-
cally, wecarried out thisstudy inalargereferral hospital in
S0 Paulo, wherewe assessed the management of patients
with left ventricular dysfunction and heart failure by
doctorsof thedifferent servicesin the hospital.

Theinclusion criteriaof thestudy werethefollowing:
presence of systolic ventricular dysfunction characterized
by areductioninleft ventricular gjection fraction analyzed
with the aid of echocardiography (value<0.50) and heart
failureclassified accordingtotheNY HA functional classes
fromIl tolV. Insubsequent days, weidentified thepatients

Table II — Treatment according to the cause of heart disease

Heart dissase N Digitalis Furosemide Thiazide

Spironolactone  Potassium

Beta-blocker ACEI ASA Cdcium ant. Anticoagulants

Alcoholic 3 3 2 2 1
Chagas' disease 21 17 14 12 8
Dilated 67 56 43 33 24
Hypertensive 23 13 13 13 4
Ischemic disease 65 38 35 24 14
Valvar disease 20 16 14 8 4

- 3
2 21 4

2 - 3
6 10 65 14 2 13
1 2 21 5 4 1
2 10 58 45 7 2
1 - 17 6 - 6

ACEI- angiotensin-converting enzyme inhibitor; ASA— acetylsalicylic acid.
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with ventricular dysfunctioninthe outpatient clinicsof the
hospital, and weanalyzed their therapeutical prescriptions.
Wediscarded the cases of first and second medical visits,in
anattempttoavoidincludinginitial or experimental thera-
peutics. Wecould seethat most patientsreceived, asexpec-
ted, theclassical scheme, which comprised digitalis, diure-
tics, and angiotensin-converting enzymeinhibitors™,

The cause of ventricular dysfunction and its severity
seemed to influence the prescription of these drugs. The-
refore, digitalisislessfrequently prescribed for patients
with ischemic heart disease, and the angiotensin-con-
verting enzyme inhibitors more frequently prescribed for
patientswith hypertensive or dilated cardiomyopathiesor
cardiomyopathy dueto Chagas' disease. Thisisin accor-
dancewiththeevidencethat digitalismay not be beneficial
for patients with ischemic heart disease, and the angio-
tensin-converting enzymeinhibitorsmodify thenatura his-
tory of these heart diseases, in which ventricular dysfunc-
tionisthemajor process™.

In the quantitative analysis of the treatment, we ob-
servedthat 97.5% of the patientswereusing vasodilatorsas
follows: angiotensin-converting enzymeinhibitorsin 93%
of the patients, hydralazine and nitrate in 3%, and angio-
tensin Il antagonistin 1.5%. Only 5 (2.5%) patientswere
not prescribed vasodilators, 71% had a prescription for
captopril, 20%for enalapril, 3%for hydralazineand nitrates,
1.5%for lisinopril, and 1.5%for losartan. Themean dosage
of captopril prescribed was85.2mg/day and of enalapril was
21.4 mg/day. Considering these dosages, 71.8% of the
patientswere prescribed the dosages recommended in the
largestudies (75mg/day of captopril and 20mg/day of ena-
lapril) &3, No patient had aprescription for adosage bel ow
25mg/day of captopril or 5mg/day of enalapril. Of the pa-
tientswith an gjectionfraction below 0.35 and thosewithan
g ectionfraction above 0.36, 74% and 66%, respectively, re-
ceived the dosages recommended (fig. 2). The 5 patients
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Fig. 2 — Seventy-two percent of the patients had an gjection fraction > 0.36. Of those
patientswith an gection fraction < 0.35, ahigher percentage of patientswas prescribed
doses of angiotensin-converting enzymeinhibitorsrecommended inthelarge studies.
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with no prescription for vasodilatorshad either ventricular
dysfunction secondary to coronary artery disease (4 cases)
or to valvar heart disease (1 case), situationsin which the
physician is much more concerned with the underlying
diseasethanwith theventricular dysfunctionitself. In 3 of
these patients, ventricular functionwas0.50, asituationin
whichindication for theuseof angiotensin-converting en-
zymeinhibitorswasnot evidence-based.

Theseresultsallow someinferences. Prescribing an-
giotensin |1 receptor antagonists for patients who do not
tolerate angiotensin-converting enzymeinhibitors due to
cough isroutine management among physicians. Asonly
1.5% of the patientshad been prescribed angiotensin recep-
tor antagonists, one may concludethat limiting coughisa
muchrarer fact than usually considered. Similar resultswere
foundin the SPICE Study **. Thisstudy, whichwascarried
outinapopulation being treated for heart failure, inwhich
intolerancefor angiotensin-converting enzymeinhibitors
wasbeing sought, hasidentified 3.6% of patientswith cou-
gh, whichisalow incidence of this side effect in patients
withheartfailure,

Thesamewasfoundinregardtorenal failure, which
would beinduced or worsened by angiotensin-converting
enzymeinhibitors. Inthissituation, inour service, werepla-
ce the angiotensin-converting enzyme inhibitor by hy-
dralazineand nitrate, and our resultsshow that only 1.5% of
our patientswerereceiving thesemedications. Inthe SPICE
Study %%, renal failure was detected in 2.2% of the cases,
whichisafigurevery similar tothat foundin our study. Data
suggest that renal failureworsened by the use of angioten-
sin-converting enzyme inhibitorsis so important that
treatment with thisdrug shoul d be stopped, but thisisnot a
frequent findingin patientswith heart failureonanambula-
tory treatment basis.

Thesedatashow that, in general, physiciansat InCor
have adopted theguidelinesinregard to the doses of angio-
tensin-converting enzymeinhibitors. Significantinforma-
tion deriving from the doses used i sthat most patientstol e-
ratetotal dosesof thedrugs, andthat inour institution, even
thelow dosesare higher than those used by most cardiol o-
gistsintheir private practice. Another interesting finding
that had already been observed in aprevious analysisin
1997 8isthat patientswith greater ventricular impairment
werereceiving higher dosesof inhibitorsthanthosewitha
lower impairment. Thisis anoteworthy finding because,
eventhoughthesemorecritically ill patientswereexpected
not to tol erate the recommended doses, we observed exac-
tly theopposite. Duetothefact that thesearemorecritically
ill patients, the physicianstry harder tooptimizetheir treat-
ment, increasing the percentage of cases using therecom-
mended doses. Tolerance of patients to these drugsis
noteworthy.

Our resultslead usto conclude that no reason exists
for not increasing doses based on the possibility that pa-
tients would not tolerate higher doses. Considering that
patientsin our hospital tendtobe moreseverely ill and that
most of themtolerate high doses, and knowing that eventhe
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low doses were higher than those usually prescribed, the
non-increasing might have been dueto the physician’ sfear
of increasing the dose than to doseintolerance.

We checked whether this management had been uni-
form among the several servicesat InCor, and we observed
that it was not. In general, all servicesat InCor have pres-
cribed angiotensin-converting enzymeinhibitorsfor patients
with ventricular dysfunction, with increasing dosesin the
last 2 years. In 1997, inasimilar study *¢, wefound that the
mean dose of captopril was 71.9mg, and in 1999 it was
85.29mg. Wead sofound anincreaseinthefrequency of pres-
cription of thesedrugsfrom 87%1t0 97.5% (fig. 3). However,
we observed that in certain services, the patients were not
receiving thedosesrecommendedinthelargestudies(fig. 4).

Other prescriptionsincluded thefollowing drugs: di-
gitalisin 71.8% of the patients, diureticsin 86.9%, spirono-
lactonein 27.6%, beta-blockersin 12.0%, acetylsdicylicacid
in 37.2%, calcium channel antagonistsin 6.5%, and
anticoagulant drugsin12.5% (fig. 1).

2
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Fig. 3— The percentage of patients treated with angiotensin-converting enzyme
inhibitors or other vasodilators and of those receiving the doses recommended inthe
large studiesincreased from 1997 to 1999.
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Fig. 4—The percentage of patientswho were prescribed angiotensin-converting
enzyme inhibitors and total doses varied according to the servicein which the
patient was registered.
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According to the results of the RALES Study *, pati-
entswith functional classlIl or IV heart failure should
receive spironol actone; we observed that at InCor outpa-
tient clinics, 27.6% of thepatientshad receivedit. In other
servicesat InCor, thefollowing percentagesof patientshad
received spironolactone: 52% of the patientsin service A,
33.3%inserviceB, 28.5%inserviceC, 9.0%inserviceD,
and no patient in service E (fig. 5). In regard to the doses,
they were as follows: 25mg for 25 patients, 50mg for 18
patients, 100mg for 11 patients, and 200mg for 1 patient.
Considering that the RALES Study recommend doses
ranging from 25 to 50mg, it would beinteresting to check
why higher doseswere being used.

Based on the results of the US-Carvedilol Study 2in
1998 and the CIBIS-11® and MERIT-HF* studiesin 1999,
beta-blockers should be prescribed for patients with ven-
tricular dysfunctionin functional classll or I11. We obser-
ved that only 24 (12.06%) patients had been prescribed
carvedilol at the mean dosage of 6.57mg twiceaday. Four
other patientshad been prescribed propranol ol and another
patient atenolol, for controlling hypertension or coronary
artery disease.

In the outpatient clinic of service A, 44% of the pa-
tientshad been prescribed carvedilol, inservice C 14.2%, in
service D 4.5%, in service B 2.2%, and in service E no
patient. No prescriptionfor 25mg twiceaday wasobserved.

Calcium channel antagonistshad been prescribed for
13 patients, particularly for the hypertensive ones and
thosewith coronary artery disease. We observed that 6 pa-
tientshad aprescriptionfor diltiazem, 1 patient for nitrendi-
pine, and 1 patient for nifedipine. Only 5 patientshad been
prescribed amlodipine, which, of the cal cium channel anta-
gonists, seemsto interferelesswith the cardiac function,
accordingtothe PRAISE Study v'.

Theresults of the PRAISE | and |1 and V-HeFT-3
studies*”*® recommend aml odipineor fel odipine (third ge-
neration antagoni sts) for ventricul ar dysfunction requiring
calcium channel antagonists, becausethey do not increase
the manifestations of heart failure. On the other hand,
diltiazem and nifedi pine shoul d be suspended becausethey
areknowntoincreasethese manifestations.

Thegraphinfigure6 showsthefrequency of prescrip-
tion compared with data observed in the SPICE ** and
SOLVD 8° studies, wheredifferencesareobserved mainly in
regard to beta-blockers. In our study, the frequency of
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Fig. 5—Percentage of patients who were prescribed spironolactonein the different
services studied.
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Fig. 6 — Graph showing the frequency of prescription of the drugs used in the
treatment of heart failurein our study and in the SOLV D and SPICE studies.

ACEI — angiotensin-converting enzyme inhibitor, BB- beta-blockers, ASA —
acetylsalicylic acid, Calc. ant. — calcium channel antagonists, Amiod —amiodarone,
Anticoag- anticoagulants.

prescription was lower than that observed in the SPICE
Study, but similar tothat of the SOLVD Study in 1992. This
result may bedueto thefear of many cardiologistsof pres-
cribing beta-blockersto their patients. The same happens
with anticoagulants and antiplatel et drugs, which were
more frequently prescribed in the 2 international studies.
On the other hand, we used less cal cium channel antago-
nists, becausein our case serieswe had apredominance of
dilated cardiomyopathy, as apposed to the 2 international

studiesinwhichischemic cardiomyopathy predominated.

Another controversial point isthe management of
patientswith atrial fibrillation, which significantly increases
theincidence of thromboembolic phenomena. Anticoagu-
lation could bethe best way to prevent embolism, but aspi-
rin or another antiplatel et agent could be used in patients
with contraindi cation to anticoagul ants*2.,

Atrial fibrillation was observed in 40 patients, 17 of
whom were receiving anticoagul ation therapy, 10 were
using aspirin, and 13 used no medi cation. Wasthismanage-
ment correct?

These numbers show that we have not yet totally
adopted the correct management of anticoagulationin pa-
tientswithatrial fibrillation.

Another point that deserves consideration isthe
prescription of aspirinfor patientsusing angiotensin-con-
verting enzymeinhibitors, because aspirin could reduce
their effect duetoitsaction on bradykinin 22,

Weobserved that 64 patientswere using aspirin, 49 of
them were using 100mg, 14 patients 200mg, and 1 patient
300mg. Considering the diagnosis of heart disease, we ob-
served that aspirin was prescribed for 69.2% of the patients
withischemic cardiomyopathy, for 21.7% of thehypertensive
patients, for 30% of the patientswith valvar heart disease, for
20.8% of the patientswith dilated cardiomyopathy, and for
19.0% of the patientswith Chagas' disease. Somearticles®??
and athesis of our institution have shown that aspirin may
reduce or block the vasodilating effect of angiotensin-
convertingenzymeinhibitors, particularly at dosesof 200 or
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300mg. In our outpatient clinic and in the daily clinical
practice, thisassociation iscommon. Should we changethe
antiplatel et agentin patientswith heart failure?

Thischaracteristic of aspirin useiscontroversial and
has been discussed and analyzed in the literature. In pa-
tientswith coronary artery disease, inwhom the benefits of
aspirin use has been well established, it is suggested that
aspirin prescription should be maintained, even though so-
me researchers suggest that aspirin may be replaced by
other antiaggregating agentsthat do not interferewith the
action of angiotensin-converting enzymeinhibitors. In pa-
tientswith heart failuredueto other causes, aspirin should
be avoided because its beneficial effect on preventing
embolic phenomenahas not been shown, and, inaddition,
evidence exists, asin the WASH Study, that aspirin use
increases events such as hospitalization and death.

Finally, wetried to assesswhether the degree of ven-
tricular impairment could explain thedifferencein mana-
gement observed among the different services, because
service A seemsto be the most obedient in regard to the
guidelines, prescribing high doses of angiotensin-conver-
ting enzymeinhibitors, spironolactone, and beta-blockers
for the patients. Service E does not seem to abide by these
rules, because no patient received high doses of angio-
tensin-converting enzymeinhibitors, spironolactone, and
beta-blockers. The management of theremaining services
lies between these 2 extremes. Even though service A
handlesmorecritically ill patients, patientsintheother ser-
vicesaresimilar inregard to severity of disease. Therefore,
wemay not accept that differencesin management areonly
duetotheseverity of cardiacimpairment.

In regard to the question “ Should patients with heart
failurebetreated by aspecidizedteam?’, our dataallow ans-
wering that they should, because service A isthe Heart
FailureUnit, and theresultshave shown that amost signifi-
cant percentageof patientsaretreated therewith medications
and dosesrecommended by the guidelines®#. Thisfact was
not observed with the samefrequency intheother teams.

Inconclusion, theguidelinefor prescribingangiotensin-
converting enzymeinhibitorsfor patientswith ventricular
dysfunctionisadopted by cardiologists, because only 2.5%
of the patientsdid not receive thistype of medication. Even
though more recent, the prescription of spironolactoneis
aready morefrequently adopted than that of beta-blockers.
Despite their noxious effects, calcium channel antagonists
wereprescribedin 6.5% of the patients. Aspirin, whichmay
reduce the effects of angiotensin-converting enzyme
inhibitors, wasprescribedin 37.2% of the patients. Differen-
cesinmanagement amongthediverseservicesof InCor alow
theassumption that more specialized teamsin thetreatment
of heart failure adopt, in a more complete manner, the
guidelinesfor thetreatment of thisdisease.
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