
PROCEEDINGS OF THE BRITISH CARDIAC SOCIETY
The THIRTY-NINTH ANNmuAL GENERAL MEETING of the British Cardiac Society was held at the London

Hospital on Thursday, May 26, 1960. The President, MAURICE CAMPBELL, took the Chair at 9.30 a.m.
during Private Business, before handing over to the new President, EVAN BEDFORD. WILLIAM EVANS, the
Chairman, took the Chair at the beginning of the Scientific Meeting. 180 members and 55 visitors were
present.

PRIVATE BusiNEss
1. The Minutes of the last Autumn Meeting, having been published in the Journal (22, 300, 1960), were taken

as read and confirmed.
2. The President reported that Dr. Samuel A. Levine of Boston had given the Society $1500 to found a

Thomas Lewis Lecture to commemorate the great influence of Sir Thomas Lewis on modern cardiology
and the gratitude felt by himself and other American Physicians for what they had learnt when
working with Lewis. The British Cardiac Society wished to put on record their great gratitude to Dr.
Samuel Levine for his kind and appropriate thought and for his most generous gift.

Dr. Tom Cotton said that, subject to Dr. Levine's approval, he would like to give $1000 to the
endowment, so associating Canada with America in this gift, and this was accepted with acclamation.
(This approval has subsequently been received.)

3. The President reported the progress of the British Heart Foundation. Lord Alexander of Tunis, O.M.,
had gladly accepted the post of President and had attended the last Meeting of the Founding Commit-
tee, which had now been strengthened by the addition of six lay members.
The Memorandum and Articles of Association, prepared by Mr. C. F. Cooper, had now been

approved by the Founding Committee and were being submitted to the Board of Trade, so it was
hoped that the Foundation would soon become a legal entity.

4. Evan Bedford was elected and acclaimed President of the Society, and thereupon took the Chair.
5. Maurice Campbell was elected and acclaimed an Honorary Member of the Society.
6. The Balance Sheet for 1959-60 was presented, having been audited and found correct by Campbell and

Evans. The credit balance on March 31, 1960, was £249 18s. 9d. In addition the Society had £350
on deposit at the Westminster Bank and held £800 21 per cent Savings Bonds, 1964/67.

7. Brigden and Wood were elected Members of the Council in place of the two retiring members.
8. Doris Baker and Duthie were elected Extra-Ordinary Members of the Society.
9. The following Associate Members were elected as Ordinary Members:

J. R. Belcher A. C. MacDonald B. B. Milstein
P. Harris C. S. McKendrick T. Semple
C. B. Henderson J. Mackinnon G. B. Shaw
G. de J. Lee M. B. Matthews A. W. W. B. Woods

10. The following new Ordinary Members were elected and introduced to the President and Chairman:
J. M. Barber (Newtownards)
D. Verel (Sheffield)

11. The following new Associate Members were elected and introduced to the President and Chairman:
N. Coulshed (Liverpool) G. Howitt (Manchester)
L. A. G. Davidson (Birmingham) A. Johnson (London)
H. A. Fleming (Cambridge) M. Towers (London)
T. Honey (London)

12. It was agreed that Rule 8 should be altered to read:
Extra-Ordinary Members shall not exceed 40 in number; they may be....

13. The Third European Congress of Cardiology to be held in Rome, from September, 18 to 24, 1960.
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PROCEEDINGS OF THE

15. The Annual General Meeting to be held at Bristol on Thursday, April 13, 1961, the day before the
Meeting of the Association of Physicians, under the Chairmanship of Bruce Perry.

DEMONSTRATIONS were held in Hall adjoining the Conference Hall (see page 590).
The Board of Governors of the London Hospital generously invited the Society to lunch and also gave

them coffee and tea.
The Society dined together with William Evans in the Chair at the Apothecaries' Hall. After dinner,

the Chairman welcomed the guests and J. K. Rennie proposed the health of the Chairman. Bedford and
Wright proposed the health of the retiring President, Maurice Campbell, and Campbell replied.

SCIENTIFIC COMMUNICATIONS
Two HIsToIUc NECROPSIES

By T. F. Cotton
The story of these two necropsies is remarkable for the state of preservation after more than a thousand

years. Both were peat-bog burials, the first a girl thought to be about 15, in Schleswig-Holstein from
prehistoric times (about 2000 years ago), and the second a young woman of about 25, in Upper Bavaria
from a later period (probably about 1000 years ago). In the first, only the brain was well preserved and there
was an unusually high cholesterol content. In the second, however, all the organs were extremely well-
preserved and normal, so that even on histological examination it was rare to find any signs of necrosis.
The photographs of the heart that were shown looked as if they might have come from any recent necropsy
on a healthy young woman.

DYE DILUTION CURVES IN THE DIAGNOSIS OF CONGENITAL HEART DISEASE
By J. P. Shillingford

Published in full: Brit. Heart J., 22, 533, 1960.

NON-LUETIC ANEURYSMS OF THE GREAT VESSELS IN YOUNG NIGERIANS

By D. Abrahams
Seven instances of aneurysms ofthe great vessels in young Nigerians were presented. In several of these

the lesions were multiple. The physical signs were described, together with serological, biochemical, radio-
logical and angiocardiographic data. Some histological evidence was available, and the possible etiological
factors were discussed.

THE SURGICAL TREATMENT OF VENTRICULAR SEPTAL DEFECT

By H. H. Bentall and L. L. Bromley (both introduced) and W. P. Cleland
The indications for, and results of, operation in the first 50 patients to have a ventricular septal defect

treated at Hammersmith Hospital were presented.
Pulmonary vascular disease was a most important factor in determining operability. In 35 patients

with a pulmonary arteriolar resistance of under 8 units the operative mortality was 6 per cent, but in the 15
with a resistance of over 8 units the mortality was 25 per cent. In assessing the severity of pulmonary
vascular disease various clinical signs are as useful as the catheter evidence of resistance. A long systolic
bruit, an obvious left ventricular thrust, a long mitral diastolic murmur, and deep Q waves in V5-V7 are
all favourable signs.

Associated anomalies comprised patent ductus in 16 per cent, aortic regurgitation 10 per cent, pulmonary
stenosis 4 per cent, and atrial septal defect 4 per cent. The defect was solitary in 43 patients and the site
was infra-cristal in 37, supra-cristal in 2, muscular in 2, tricuspid in 1, and of the left ventricular-right atrial
type in 1. In 7 patients more than one defect was present, the commonest combination being infra-cristal
and tricuspid. Most of the defects were treated by direct suture but when they were over 2 cm. a Teflon
patch was preferred. Illustrations of the suturing technique were shown.

Nine patients (18%) developed complete heart block and it was permanent in 3, of whom two are doing
well and one has died, three months after discharge. In 7 patients (14%) a left-to-right shunt persisted
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BRITISH CARDIAC SOCIETY

after operation. In two it was due to a large second defect being overlooked at operation, but subsequently
found, at a second operation in one and at autopsy in the other. In two others a second defect is presumed
but not proved. In a further two the defect was difficult to secure even with patches and a slight shunt
remained. In the final patient the sutures cut out as soon as the heart re-started and the defect was patched
at a second operation.

CAVO-PULMONARY ANASTOMOSIS
By F. R. Edwards

In some forms of congenital heart disease ultimate direct surgical correction may be technically impossible.
Tricuspid atresia, transposition of the great vessels with pulmonary stenosis, and the cyanotic group of
patients with dextrocardia and multiple abnormalities are examples of this. A systemic-pulmonary anas-
tomosis of the Blalock type may be disappointing in these cases. An anastomosis between the S.V.C. and
the pulmonary end of the right pulmonary artery, with division of the S.V.C. below the anastomosis, will
allow 40 per cent of the total venous return to pass directly through the lungs without any ventricular
action.

Certain limitations are apparent. (1) The diameter of the pulmonary artery should be two-thirds or
more than that of the S.V.C. (2) An increased pulmonary resistance must not be present. (3) The presence
of a left sided S.V.C. must be determined.

The technique of the operation was described shortly. Two cases of tricuspid atresia had been operated
upon by this technique six months and two months ago with excellent results. Follow up angio-cardiograms
show good flow through the right lung. Some more recent cases were mentioned.

THE DEFINITION AND MANAGEMENT OF FALLOT'S TETRALOGY
By J. F. Goodwin and A. Hollman

Of the classical four postulates, dextroposition of the aorta, although a real entity, cannot usually be
demonstrated in life and does not significantly influence the clinical picture, and the right ventricular hyper-
trophy is a secondary phenomenon. In defining the tetralogy therefore one need consider only the ventri-
cular septal defect and the obstruction to right ventricular outflow. There is a wide spectrum of patients
with this combination of lesions and the feature that delineates the typical tetralogy patient is the presence
of severe pulmonary valve or infundibular stenosis with or without a small pulmonary artery. The severity
of the outflow tract obstruction is best gauged by relating the resistance of the obstruction to that of the
systemic circuit by seeing whether the patient has a right-to-left shunt, at rest or on exertion. Only patients
with a ventricular defect and outflow obstruction who have an arterial oxygen saturation of below 85 per
cent at rest or on exertion should be labelled tetralogy of Fallot. Surgical results should be presented
according to whether the patient is cyanosed at rest or not. Anatomically there is a fairly constant and
typical appearance in the tetralogy, with a large posteriorly placed defect separated from the outflow tract by
a large anteriorly arching crista. In a few reported cases there has actually been pulmonary hypertension
earlier in life, and fibrosis of the infundibulum is thought to account for the development of pulmonary
stenosis.

Illustrations were given of the operative findings and results in patients with the tetralogy of varying
grades of severity.

PERSISTENT TRUNCUS ARTERIOSUS
By Olive Scott (introduced by J. D. Hay)

The history, clinical findings, and differential diagnosis of 20 cases of persistent truncus arteriosus, 15 in
infants and 5 in older children, were reviewed and discussed. X-rays and electrocardiograms were analysed
to determine the help they may give in diagnosis, and the pitfalls of catheterization and angiocardiography
in some of these cases were illustrated.

Particular attention was given to the difficulties of differentiating this lesion from patent ductus arteriosus
in the first few months of life. The importance of this differentiation was stressed because thoracotomy is
often vital in cases of patent ductus but dangerous in the presence of persistent truncus arteriosus. In the
older child differentiation has been from ventricular septal defect with left-to-right shunt, as well as from
examples of the Eisenmenger syndrome.
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INCISIONAL VENTRICULAR ANEURYSMS
By W. F. Kerr and D. E. L. Wilcken (both introduced) and R. E. Steiner

One hundred patients have had operations at Hammersmith Hospital for mitral, aortic, and pulmonary
stenosis in whom the ventricular approach has been used, a dilator being introduced through a small in-
cision in the wall of the ventricle. These patients have been followed for six months to six years since
operation. Ventricular aneurysms developed in three patients and in a fourth a small one was found
unexpectedly at a second operation. Three aneurysms were true and one was false. All were successfully
repaired.

The diagnosis of post-traumatic ventricular aneurysm is discussed with reference to these patients. The
clinical findings and the electrocardiogram are not often helpful, and radiology and especially angiocardio-
graphy offer the only certain methods of establishing the diagnosis.

Evidence is presented to show that true aneurysms may be ascribed to necrosis of a localized area of
myocardium in the region of the cardiotomy. They are thus consequences of infarction and are in the same
pathological category as aneurysms complicating coronary artery disease. False aneurysms are believed
to be the result of partial dehiscence of the suture line from infection, or strangulation of the wound edge
by the stitches. The complications of traumatic aneurysms were reviewed and the principles of treatment
were discussed.

THE ASSESSMENT OF COARCTATION OF THE AORTA WHEN ASSOCIATED WITH VENTRICULAR
SEPTAL DEFECr

By C. P. Newcombe (introduced by J. R. H. Towers)
Records of 26 cases having both a ventricular septal defect and coarctation of the aorta were studied

at the Mayo Clinic. In 12 cases the ductus was closed (7) or joined the aorta proximal to the coarctation
(5)-Group 1. In the other 14, a patent ductus joined the aorta distal to the coarctation-Group 2.

In Group 1 the communications between pulmonary and systemic circulations tend to diminish upper
body hypertension. The gradient across the coarctation persists and allows assessment to be made of the
severity of coarctation when there is little elevation of brachial artery pressure.

In Group 2 pressure may be equalized in right and left ventricles by the inter-ventricular defect and in
pulmonary artery and descending aorta by the ductus; the gradient across the coarctation is thereby abolished.
Abnormally high pulmonary artery oxygen saturation due to the inter-ventricular defect prevents develop-
ment of differential cyanosis and neither coarctation nor ductus may be detected.

Demonstration by oxygen saturation data or dye curves of coexistent left-to-right shunt at ventricular
level and right-to-left shunt at ductus level proves the existence of obstruction between left ventricle and the
junction of ductus and aorta, either aortic stenosis or coarctation.

THE CIRCULATORY EFFECTS OF BRETYLLIUM (DARENTHIN) IN MAN
By S. H. Taylor and K. W. Donald

The circulatory effects of the acute parenteral administration of bretyllium have been studied in patients
with hypertension or chronic rheumatic heart disease and in normal subjects. The cardiac output and
pulmonary and systemic arterial pressures were determined at rest and during supine leg exercise by con-
ventional hemodynamic techniques, before and after administration of the drug. Changes in the regional
circulations were studied at the same time.

The doses of bretyllium administered to the hypertensive patients ranged from 40-600 mg.; the drug
was infused directly into the superior vena cava. The effect on the resting systemic blood pressure was
roughly proportional to the dose administered, except in two patients in whom profound falls in the resting
arterial pressure were observed even in the supine posture. After the administration of bretyllium, exercise
was associated with a large fall in the arterial pressure in all patients, with a return to pre-exercise levels
almost immediately after it. The drug caused a small increase of the resting cardiac output and oxygen
uptake without changes in the output response to exercise. In patients without evidence of left ventri-
cular insufficiency at rest, administration of bretyllium was followed by a rise in the pulmonary arterial
pressure, a reduction in the pulmonary wedge pressure, and hence a considerable increase in the pulmonary
vascular resistance and work of the right heart. In patients with a raised pulmonary wedge pressure at rest
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BRITISH CARDIAC SOCIETY

the drug caused a fall in the pulmonary arterial pressure but an even greater fall in the pulmonary wedge
pressure; hence pulmonary vascular resistance was increased but the work of the right heart diminished.

Bretyllium does not cause any appreciable change in the blood flow to the legs either at rest or during
exercise. However it severely impairs the normal vasoconstrictive response of the non-exercising arm during
supine leg exercise. This blockade of vasoconstriction in the regions not involved in the exercise probably
results in the considerable fall in blood pressure observed during exercise.

Normal subjects appear to respond to the drug in an essentially similar manner to that observed in the
fully compensated hypertensive patients without evidence of heart failure.

Small doses of the drug given to patients with chronic rheumatic heart disease is associated with an
increase in the resting cardiac output and oxygen uptake without measurable change in the cardiac output
response to exercise. The effects on the pulmonary arterial and pulmonary wedge pressures are unpre-
dictable as is the effect on the pulmonary vascular resistance. After small doses of the drug there is fre-
quently a small fall in the systemic arterial pressure which becomes much greater during exercise. This is
associated with well-marked changes in the peripheral circulation, due to partial or complete blockade of
the vasoconstriction that occurs in organs and tissues not involved in the exercise. The integrated activity
of the regional circulatory adaptive mechanisms that is normally observed in patients with cardiac disease
is severely compromised by parenteral bretyllium.

THE SMALL PULMONARY ARTERIES IN SOME CARDIO-REsPIRATORY DISEASES STUDIED
BY A NEW INJECTION METHOD

By W. R. L. James and G. Owen (both introduced) and A. J. Thomas
To be publishcd in full: Brit. Heart J., November, 1960.

DIGITALIS AS A CAUSE OF PAROXYSMAL ATRIAL TACHYCARDIA wiTH ATRIO-VENTRICULAR BLOCK
By Samuel Oram and Leon Resnekov and Paget Davies (both introduced)

An important effect of over-digitalization on the atria is paroxysmal atrial tachycardia with atrio-
ventricular block (PATB). This fact does not appear to be widely appreciated in this country. Over the
past two years eleven patients have been collected in whom digitalis was considered to have played a major
part in precipitating the arrhythmia. Conditions that render the production of the arrhythmia likely are
discussed, and a regime is outlined by means of which it may be possible to differentiate PATB due to
digitalis from that arising without digitalis. The potential seriousness of this arrhythmia when induced by
digitalis is emphasized and an alternative to the acetyl-strophanthidin test, with its attendant dangers, is
offered.

THE BLEEDING TENDENCY IN CYANOTIC CONGENITAL HEART DISEASE
By Jane Somerville (introduced) and Lawson McDonald

Blood coagulation was compared under standard conditions in patients with cyanotic and acyanotic
congenital heart disease and in normal people of the same age and sex. The cyanotic patients had Fallot's
tetralogy, pulmonary stenosis with reversed interatrial shunt, transposition, and tricuspid atresia; the acyano-
tic patients had atrial or ventricular septal defects. In no patient was the pulmonary vascular resistance
raised. Thromboplastin-generation, platelet stickiness, and prothrombin times with Russell's-viper venom
and with brain extract were investigated, and platelet and red cell counts, hmmoglobin, packed cell volume,
fibrinogen, and bleeding and clotting times estimated.

In cyanotic congenital heart disease there was impaired thromboplastin-generation, closely related to the
degree of polycythamia. Platelet count and fibrinogen estimation were sometimes low, and platelet sticki-
ness increased. Important differences were not established in the prothrombin times or in the clotting and
bleeding times. Findings appeared normal in the acyanotic patients studied. These results demonstrate
a potential bleeding tendency in certain patients with cyanotic congenital heart disease. A fatal bleeding
tendency may first be unmasked by operation. The possibility ofthis being related to these abnormal findings
is being further investigated.

THE SYNDROME OF THE LEFT VENTRICULAR TO RIGHT ATRIAL SHUNT

By Ronald Gibson
Four cases of this syndrome occurred in a series of 20 cases of septal defect submitted to surgery using

cardio-pulmonary bypass. In three of these, there was a large ventricular septal defect with perforation or
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fenestration of the septal cusp of the tricuspid valve. In one, there was a direct communication between the
left ventricle and the right atrium and the ventricular septum was intact.

The clinical, electrocardiographic, and radiological features of these cases were described. Catheter
studies were made in all four cases before, and in three after operation. The diagnosis of this syndrome was
discussed and the results of surgical treatment in these four cases were reviewed.

THE INFLUENCE OF DIASTOLIC INJECTION ON THE CORONARY ANGIOGRAM
By George Michell, J. G. Davies, and Keith Jefferson (all introduced by Leatham)

Random injections of radio-opaque medium made just above the aortic valve do not always opacify the
coronary vessels unless bradycardia or cardiac arrest is induced. Gregg (1950) has shown that maximal coro-
nary flow occurs in diastole, while flow during systole is at times actually reversed. Therefore with ordinary
heart rates it is necessary to inject medium during diastole to obtain consistent coronary opacification. We
have done this in a series of experiments on 21 dogs by means of an electronic device triggered on the R wave
on the electrocardiogram which allows injection of medium to be made at any required phase of the cardiac
cycle. In addition, this timing device will automatically make a single X-ray exposure or initiate a serial
changer. Diastolic injections result in consistently good coronary filling, whereas systolic injections show
little or no filling. With this single diastolic injection technique, there is an early proximal and a late distal
phase of coronary opacification, necessitating the use of a serial changer.

Further experiments have shown that if the dose of medium is divided into two or more equal parts
and injected over two or more successive diastoles, then complete proximal and distal opacification of the
coronary tree can be obtained on one film exposed at the end of the last diastolic injection. In addition,
division of the dose results in smaller injections which are less likely to be prolonged beyond the diastolic
phase even when given at lower pressures.

After these communications, there was time for a short discussion of each of the Demonstrations. Sir
John Parkinson's talk, A Farewell Note, which opened the afternoon session, is printed at the end.

DEMONSTRATIONS
THE PHONOCARDIOGRAM IN PULMONARY STENOSIS

By Dennis Deuchar and Nazim Ghabra (introduced)
Records obtained from 70 patients with pulmonary stenosis have been analysed. In all cases the diag-

nosis has been confirmed by special investigation or at operation and the severity assessed by the pressure
gradient across the valve.

In patients with isolated pulmonary stenosis, the time of the crescendo of the ejection murmur was
related to the severity of the stenosis. An ejection sound was rarely recorded, but when present was not
confined to those with mild obstruction. The pulmonary component of the second sound was recorded
in most: the stenosis was severe in all cases in which it could not be identified. There was no relation
between the severity of the stenosis and the degree of separation of the components of the second sound.

In Fallot's tetralogy, pure valve stenosis was associated with a late crescendo, and pure infundibular
stenosis with an earlier crescendo of the ejection murmur. With combined stenosis the pattern was variable,
tending to reflect the dominant lesion. In no patient with Fallot's tetralogy was an ejection sound recorded;
the pulmonary component of the second sound was recorded in only two of these patients.

It is suggested that the failure to record the pulmonary component of the second sound in patients with
Fallot's tetralogy reflects the severity of the stenosis and the diminished blood flow through the valve.

RESPONSE OF THE DISEASED HEART TO EXERCISE, WITH SPECIAL REFERENCE TO CASES OF
PULMONARY STENOSIS BEFORE AND AFTER OPERATION

By A. M. Johnson
Response to exercise was studied in 20 patients with pulmonary stenosis by means of cardiac catheteri-

zation. In 10, there had been no operation, and in the other 10, pulmonary valvotomy had been performed
up to seven years previously.

All of the unoperated cases were of moderate or severe degree and showed the abnormal response
described by other authors in relation to cases of mitral stenosis, namely well-marked tachycardia with

590

 on M
ay 19, 2023 by guest. P

rotected by copyright.
http://heart.bm

j.com
/

B
r H

eart J: first published as 10.1136/hrt.22.4.585 on 1 S
eptem

ber 1960. D
ow

nloaded from
 

http://heart.bmj.com/


BRITISH CARDIAC SOCIETY

diminished or unchanged stroke volume, resulting in an abnormally small increase of cardiac output per
minute.

The 10 cases relieved of severe pulmonary stenosis by operation showed the same type of response to a
slightly lesser degree. This was true even in cases proved to have only mild residual stenosis, in whom the
electrocardiogram showed corresponding regression of right ventricular hypertrophy.

The mechanisms of the response are analysed in relation to systolic and diastolic events, and evidence
was offered suggesting that the persistence of abnormal exercise response after reliefof severe stenosis may be
due to permanent changes in the right ventricular myocardium.

The application of these findings to other forms of heart disease was briefly discussed.

THE TRANS-SEPTAL APPROACH TO THE LEFT ATRIUM AND VENTRICLE
By P. Nixon

Needle puncture of the atrial septum in the course of orthodox right heart catheterization provides the
physician with a simple pathway to the left atrium and ventricle. The pathway was first explored by Ross
in 1958, and the kindness of Ross, Braunwald, and Morrow enabled me to learn the method while it was
being developed in the Clinic of Surgery at the National Heart Institute.

The instrument that punctures the septum is a flexible steel needle, 61 cm. in length. The tip is curved in
hockey stick fashion, and the direction of curvature is indicated at the base by a pointer. The needle point
is introduced into the floor of the fossa ovalis to perforate it, through the lumen of a short number 9 catheter
which has been passed to the right atrium from the long saphenous vein in the groin. A polythene catheter
is inserted into the left atrium through the Ross needle, and manceuvred until it reaches the left ventricle.

The author has attempted septal puncture on 41 occasions. It was not possible to find the fossa ovalis
in one patient with great enlargement of the right atrium. In one of the first patients the needle tip was not
directed sufficiently in a medial direction and punctured the posterior wall of an unusually small left atrium:
the patient suffered transient pericardial pain. There have been no other failures or complications.

Septal puncture has certain advantages over the bronchoscopic and percutaneous methods of left heart
catheterization. The patient is comfortable, supine, and in a basal state. It is easy to collect expired air
and to record the heart sounds. Right and left heart pressure-pulses, blood samples, and indicator dilution
curves may be obtained in rapid succession.

FURTHER OBSERVATION ON SPLrMNG OF THE SECOND HEART SOUND
By Harold A. Shafter and Bernard L. Segal (both introduced by Leatham)

Inspiratory splitting of the second heart sound has been attributed mainly to delay in pulmonary closure
from increased stroke volume of the right ventricle. Improved techniques of measurement have recently
shown that earlier aortic closure also contributes to the splitting.

This subject has therefore been reinvestigated in 15 normal subjects, 16 patients with A.S.D., and 20
patients with V.S.D. using phonocardiograms with a paper speed of 100 mm. per second: the intervals
between the first and both components of the second heart sound were measured through at least three
consecutive respiratory cycles with an accuracy of +0002 sec.

In the healthy subjects it was confirmed that early A2 coincided with delay in P2 during normal inspiration.
A2 is delayed during the subsequent expiration, as the augmented volume of blood ejected by the right
ventricle arrives from the lungs at the left atrium, increasing left ventricular stroke volume. During con-
tinuous respiration at the usual rate, increased stroke volume of the right ventricle happens to coincide with
diminishing stroke volume of the left.

In 15 patients with A.S.D., relatively fixed splitting of the second sound was confirmed and was attributed
to delay in both A2 and P2 during inspiration. In these patients, respiratory variations in right atrio-caval
events may be reflected in the left atrium, as in a single chamber, and with inspiration the shunt of blood
from left to right may be decreased. This would result in increased left ventricular filling and delay in
A2. The abnormal movement of A2 was found to be a useful test for differentiating patients with A.S.D.
from normal subjects with unusually obvious splitting of the second sound and in determining whether
surgical closure of an A.S.D. is adequate. In patients with anomalous venous return normal movement
of A2 indicated that most of the left-to-right shunt occurred through the anomalous veins and not through
an A.S.D.
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In 16 patients with uncomplicated V.S.D. normal movement of A2 occurred. The degree of splitting
was increased in 14 patients, varying on expiration from 0031 to 0050 in 8 subjects, from 0-051 to 0 070 in
5 subjects, and more than 0071 in 1 subject. In patients with normal pulmonary artery pressure the degree
of splitting was not related to the volume of blood shunting from the left to the right ventricle. When
pulmonary hypertension was present, in 5 patients, splitting on expiration was single in 3 and very close in
2-0 016 and 0-020 respectively. The mechanism to explain wide splitting in uncomplicated V.S.D. was
discussed.

THE BLOOD VOLUME CHANGES IN CONGENITAL HEART DISEASE
By D. Verel

The blood volume has been measured in a series of subjects suffering from congenital heart disease.
Normal values have been found in the majority of patients with both cyanotic and non-cyanotic disease.
Comparison with a series of normal people and patients with polycythaemia rubra vera has shown that the
response to polycythemia in congenital heart disease differs from that seen in polycythiemia rubra vera.
A formula for calculating the plasma volume in cyanotic congenital heart disease is presented.

A FAREWELL NOTE
By John Parkinson

You, Mr. Chairman, prevailed on me to say a few words on this occasion, for I had once been in charge
of this your department. Having recently retired from all medical practice, it seemed to me that a farewell
note might serve. Though you thought it sounded morbid, it should not be taken too literally for I hope
to see you for some years but not to take part in your deliberations. You may permit a few reminiscences
and then some diffuse remarks on matters in my mind.

It was in 1903 that I joined the "London" which has been my medical home. There was one medical
registrar in a hospital of 900 beds. The important cases, chosen for pity's sake and for teaching, were
typhoid, pneumonia, aneurysm, and heart failure for which the remedies were digitalis and strychnine
injections. Our first paper (in 1913) went to show that strychnine was useless. Until Mackenzie was in-
vited to join the staff we were not allowed to use digitalis for out-patients. Coming from practice in Burnley
to London as a hospital physician, he exclaimed "You don't seem to admit patients to hospital until they
are incurable". You all know how untrue that would be to-day: investigation with a view to effective
treatment is to me in striking contrast with the masterly inactivity then in vogue. Mackenzie is said to
have introduced the new cardiology; now when the British Heart Foundation is established it may bring
in the golden age of cardiology!

It is the changed attitude to research that impresses me. To residents in my time, Henry Head and then
James Mackenzie were regarded as odd in being so enamoured of it. At least it was scarcely expected of us
residents or registrars, and it had no place in the work of the ward or out-patient department.

Progress in research has always depended most on the man engaged in it and in an address on Leadership
in Cardiology published in the Lancet in 1955 I spoke of Mackenzie and others. Nowadays most of us in
a lesser way have had the urge and the opportunity to produce useful research. Next to personality, the
moving force in progress has been instrumental. As a student here I was the first to be given the use of a
sphygnomanometer. The polygraph gave place to the electrocardiograph. X-rays came into use and
superseded percussion. Special apparatus furthered the principle and practice of specialism. I have lived
to see the struggle won for freedom to specialize in medicine. Cardiology once seemed to be a simple
branch of it, but to you to-day its complexity must be frightening and its literature a nightmare. With retire-
ment and age comes a certain relief in " not-going" to meetings; I need no longer come and pretend to know
what you are talking about!

The greatest thrill in recent years has been to witness the amazing development of cardiac surgery and I
congratulate this Society on the worthy way in which it has taken its essential part in it. My thoughts go
back to my Chief who in his last letter to me said "Heart failure's the thing": he was thinking about myo-
cardial failure and there may yet be a revival of interest in this abiding factor.

Dare I hint at a problem that occasionally arises in the course of experimental research? In his zeal for
discovery a man may be tempted to proceed with some investigation or treatment that carries too great a
risk to his patient. If in doubt, take counsel with your colleagues. If you are working for humanity, you
must be humane. Someone has written "There is always a moment when curiosity becomes a sin".
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BRITISH CARDIAC SOCIETY

In an address on The Patient and the Physician published in the Lancet in 1951, I expressed my senti-
ments on the personal relationships between them. I will not weary you further on the subject except to
tell you of a simple procedure which has seemed to be of service to my patients. We doctors need reminding
that most people who consult us are afraid; they are fearful of what we may have to say at the end of the
consultation. Disease must not be personified in the doctor; rather he must appear as the defending counsel,
and so we should seem to be looking for the good things rather than the bad. While taking the blood
pressure we may indicate that it might be worse or even happily that it couldn't be better. Express your
admiration of the shape and size of the heart as you look at it, unless you are in fact dismayed. Let your
scrutiny of the electrocardiogram show at once that you are satisfied and helped by it, certainly not alarmed
unless that patient needs alarming. In other words, let us feel for our patient, calming his fears and building
up his morale throughout the clinical examination, and not only at the end of it.

Bearing still on the patients, may I ask you to retain your interest in their comfort and relief, quite apart
from your modem scientific treatment of them. You now have a far greater choice of sedatives to procure
sleep. Further, do not readily accept statements about the superiority of new analgesics to morphine.
This has been in universal use for centuries and its disadvantages in my view are far outweighed by its
wonderful efficiency. As you know, some doctors are mean in their use of hypnotics and analgesics: they
may modify their attitude when they have been ill themselves.

Finally, I take this opportunity of acknowledging my debt to you my friends and colleagues of the British
Cardiac Society. No one could have been treated with more consideration and kindness over the years.
I am honoured by having my name inscribed in two leading textbooks. Our retiring president, Maurice
Campbell, has had an enormous influence on this Society both as an editor of world renown and as an
original observer. Our new president, Evan Bedford, has rightly taken a high place in European and World
Cardiology. Our Chairman, William Evans, has been tireless in varied and valuable research, and personally
has won the affection of the Society.

My thanks to you all-and it is my fervent hope that you will fare well.
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