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Chapter 4

Discussion

Echocardiography has been prmridj.ng a simple noninvasive means
Letft wventricular

ejection fraction was norma )-B5% but tive patients in our

study. As demonstrated aamaer (8 t ng ejection fraction and
percent fractional shom ere similar and did not
group, although the
Although B-thal/HbE

and the cardiac index

differ statistically.d
thalassemic patientg
patients have larger
increased. LV systolic nost all patients, even

i eart failure within 3

in the patient who d
months of the non-inVa bgist did not have the
opportunity to perform he time of the terminal

episode; it is possible 55? ried ,t diographic studies may reveal

terminal deteriorafi®f of LV performance in thalfsgenic patients dying
of cardiac fail V .-—»"1"' jion of the LV 1is

preserved until ve j Jate in the course ot thdlHisease. It could be

argued that th E resenbamef a larger fgart without a further increase
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indicates an 1p1&nt amonm}:.t.y of LV syst.nl:.c pertoxmnae in the
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severe cBngestive cardiomyopathy. Diastolic the LV is

in systolic

difficult to quantitate by non-invasive technique and was not studied
in these patients. So, common symptom of dyspnea in these patients may
be due to anemia, n:'.ias_tnlic LV dysfunction, chronic pulmonary arterial
thromboembolism and pulmonary hypertension etc. Most patients show
hyperkinetic heart and exhibit variable cardiac chamber enlargement
(Table 5). The relative contributions of’ low hemoglobin level and



27

tissue hypoxia versus myoccaridal iron deposition in producing this
change can not be readily determined in our study. Stroke volume and
cardiac output are increased (Table 6.2}. ﬁ:r{mic anemia in man usually
increases the cardiac output when the hemoglobin level is 7 gm per 100
ml of blood or less (35). In this aspect, like other chronic anemia,
B-thal/HbE patients increase their cardiac output principally by
increasing eard_uac stroke volume, since tachycardia is frequently not
found.

Nienhuis, A.W.et gl Megge e that cardiac function of
thalassemia-major BfE-as ra; ecme resting ventricular
ejection traction ad dur

cardiac iron de

ost of the course of

| resting EF wvas a rather

\\ ts with low EF died
\\\:." testheir study, our five
\\\ ell. Meanwhile, ancther

, atory congestive state

cminous prognostic
within a short peri
patients with low EF
patient with EF of 80U 1 r
died one month laterf wilth cdp@eative " tailure. Thus, some
caution must be exerciséd ﬁi’ft* g the significance of low EF
in B-thal/HbE patients. o d=t2/i 2/

Our data cg (Ut R RE =R P R =PV Ha—tafuite limited because
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we performed onl ‘-" entricular premature

beats was reported %
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premature be ﬂd ﬁ e of premature
ventricular heats in a patientgaged 29. MNeither case gps other ECG
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most frequent abnormal ECG findings in our thalassemic
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5 be the most common arrhyhmia in patients over

patients are ventricular hypertrophy ( 6 cases) and ST- T wave
changes (2 cases). These abnormal ECG findings were reported to be
associated with the patients who were younger, more anemic and had
bigger heart size (36). It definite LVH , probable right ventricular
hypertrophy, probable biventricular hypertrophy and nonspecitic  ST-T
wave changes were cnnsidered abnormal ECG; t.he.a.ze, average hemoglobin
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diastolic LV functiy

level, cardiothoracic ratio, serum ferritin, and serum iron ot the
patients with normal and abnormal ECG were not ditterent : 26.3+7.8 vs
24.8+410.5 years, 7.0#1.3 vs 6.6+1.9 gm/dl, 52.8+6.6 wvs 53.147.7
percent, 2932.4+2261.3 vs 261243301.3 vg/litre and 225.6#66.2 vs
226.24127.1 ug/decilitre respectively (p > 0.03).

Splenectomy was found to be associated with pulmonary thrombus
in an autopsy study(29). We found that pulmonary hypertension detected
from chest x-ray was related to sp ’ tomy but causal relationship
can not be concluded by such U/" study. It may be that
splenectomy is uﬂmll pertormec i
case (by some unlknown mEchaasem) §s me "5‘;.‘_‘ v to develop pulmonary
hypertension than a milg th
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hypertrophy (20 cases) %
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or counter balance
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on pulmonary hypertention,
’ she terminal stage of'
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