
important influence. The lower likelihood of women receiv-
ing anticoagulants is of particular concern.

Given the considerable variations in treatment of see-
mingly similar patients and the potentially serious conse-
quences of over-treatment or under-treatment, further
studies surveying doctors’ reasons for prescribing or not
prescribing warfarin in specific cases may be of value in
understanding what other factors are important here. The
factors that influence whether patients are willing to be
treated with warfarin also need to be considered.
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Outcome of Vineberg’s operation after 31 years

I
n 1945 Vineberg introduced surgical revascularisation utilising left internal mammary artery
(LIMA) implantation into the myocardium. In 2003 a 90-year-old man was admitted with
third degree atrioventicular block. A pacemaker was implanted. He had undergone

Vineberg‘s procedure in 1972, but since then he had not received any cardiovascular drugs
such as statins, angiotensin converting enzyme inhibitors, antiplatelet agents, or b blockers. He
suffered from angina pectoris (Canadian Cardiovascular Society grade II), and his ejection
fraction was 35%. The right coronary artery was normal, but the native left coronary artery
(LAD) was occluded. However, the LIMA was patent with good filling of the diagonal artery
and the LAD partially (panel).

V Rozsival
vladimirrozsival@kardio-troll.cz

1070 DeWilde, Carey, Emmas, et al

www.heartjnl.com




