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These letters were shown to the authors, who
reply as follows:
SIR,-We agree entirely with Dr Abinader's
comments. Neither the use of ultrasound
imaging nor the umbilical vein route are new
techniques for the performance of an atrial
septostomy and in our paper we did not
intend to suggest that this was the case. The
initial intention was to review our experience
with the efficacy of ultrasound imaging. In
most centres the umbilical route has not been
used routinely in the past because ofdifficulty
in catheter manipulation where a full cath-
eterisation is necessary to establish the diag-
nosis. Catheterisation is now necessary only
for the performance of a septostomy and the
umbilical route is ideal for this. We thought it
appropriate to add our experience of the use
of the umbilical route pioneered by Abinader
et al because we were aware that many centres
still did not use it.
We referred in some detail to the different

workers who have commented on the
ultrasound technique, which has become
popular only in recent years. The use of the
umbilical vein technique has been known for
over 20 years and indeed it was described
in 1985 in a major textbook on paediatric
cardiology to which we referred.' We thus
considered it was not necessary to refer in
detail to the initial reports on this, and we
agree it would have been appropriate to quote
the early paper on the subject.
We would like to take the opportunity of

stating that we are no longer sure of the
accuracy of the comment that the ultrasound
image is of little value in the manipulation of
the catheter. In a newborn the heart was only
entered after the image had been used to
ensure that the catheter was inserted with the
bend aligned in a posterior and inferior
direction and then, at the appropriate point as
determined from the image, it was turned
through a 180' angle to pass through the
ductus venosus and into the inferior vena cava
and thence the heart.
Drs Kerkar and Dalvi question the validity

of our supposition that a septostomy per-
formed under ultrasound is as effective as one
performed under fluoroscopy. Ours was a
retrospective study and the size of the defect
was not measured routinely. As their letter
points out the "success" of a septostomy is
difficult to define and there is more to it than
simply the size of the defect. Because elective
arterial switch procedures are performed
within the first weeks oflife data on long-term
follow up can no longer be obtained. None of
our patients required "emergency" surgery
but in some prostaglandin therapy was con-
tinued or started after septostomy. The com-
ment that "the size . . . showed the procedure
was successful" was made on the basis of
seeing a tear, a flapping septum, and an
increase in the size of the defect. If the
criticism is related to the use of ultrasound I
cannot accept that there is any reason that the
result could be different because the actual
technique of pulling the catheter is no
different with ultrasound or screening. We
have not compared the results of using the
umbilical and femoral routes but both have

been accepted techniques for years. The
facilities of a catheterisation laboratory are
not needed for septostomy under ultrasound
screening. In our paper we stated that for 10
months the ward side room was used when
catheterisation facilities were unavailable;
thereafter we have used the catheterisation
laboratory routinely simply as a matter of
convenience to the nursing staff; the x ray
imaging facilities are not used. Where neces-
sary septostomy is undertaken in the ward,
intensive therapy unit, or maternity hospital.
The location is simply a matter of personal
choice and hospital routine and again I cannot
suppose that there is any reason that the result
would be different for ultrasound and fluoro-
scopy.

I accept that in experienced hands the risk
of mitral damage is almost negligible-but
reports attest to the fact that damage does
occur with fluoroscopy. I am unaware of this
happening with ultrasound screening. In
addition I accept that there should be little
difference in the time of the procedure
whether ultrasound or fluoroscopy is used. In
the past there might have been a potential
delay in obtaining the services of a radiogra-
pher or access to a catheterisation laboratory
in an emergency, but this is now of less
concern because the infant can be maintained
on prostaglandins and the septostomy per-
formed at a convenient time.
Thus I agree with some ofDrs Kerkar and

Dalvi's comments but I disagree with the
conclusion to their letter. In our centre the
simplicity and convenience of ultrasound
quickly made it the technique of choice. A
preference for ultrasound or fluoroscopy may
simply be a matter of personal choice,
experience with ultrasound, and the hospital
facilities available. However, my colleagues
and I firmly believe that it is correct to
advocate ultrasound as a more convenient and
better imaging technique than fluoroscopy.
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Cardiac catheterisation with 5 French
catheters

SIR,-In his letter commenting on the use of
5F catheters for coronary angiography, Dr
Raphael calls for further randomised studies
to compare the latest 5F catheters with con-
ventional 7F catheters (British Heart Journal
1991;66:114). He and your readers may be
interested to know that such a trial was
undertaken in Bristol using the types of 5F
catheter available in 1988 and 1989.' The full
results of this trial are due to be published
soon in the International Journal of Cardiac
Imaging; however, the main message of the
trial was that the 5F catheters available at that
time proved extremely unsatisfactory for
coronary angiography and could not be
recommended for routine use. Catheter
design has progressed rapidly, or at least so
we are told by the catheter manufacturers. It
may be that the time is now right for a further
randomised study to compare the current
generation of 5F catheters with conventional
catheters. Such a study will need to include
not only subjective assessments of catheter
performance but will also need to document

objective measures of catheter performance
such as procedure time, injection pressures,
and incidence of significant complications.
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Genesis of Still's innocent systolic
murmur

SIR,-The recent publication of the paper on
Still's innocent systolic murmur' prompted
queries about who Still was and whether
Still's disease commemorates the same
individual.
George Frederic Still was indeed the

author of early descriptions of both condi-
tions. His personal history has been elegantly
described by Hamilton.2 Still was educated at
Caius College, Cambridge, qualified in
medicine at Guy's Hospital in 1893 and, after
posts at the Hospital for Sick Children, Great
Ormond Street, was appointed to the first
chair of paediatrics in London, at King's
College Hospital, in 1906. His publications
included five books and 108 papers,' among
the earliest being his classic description ofthe
form of chronic arthritis in childhood that
bears his name.4

In his book Common Disorders and Diseases
ofChildhood5 the innocent systolic murmur is
referred to as a "physiological bruit" which
must be differentiated from the "sometimes
musical character of murmurs occurring in
bacterial endocarditis". He describes the
innocent murmur in these terms: "It is heard
usually just below the level of the nippie, and
about halfway between the left margin of the
sternum and the vertical nipple line; it is not
heard in the axilla nor behind; it is systolic
and is often so small that only a careful
observer would detect it; moreover, it is very
variable in audibility...; its characteristic
feature is a twanging sound, very like that
made by twanging a piece of tense string".
This description remains accurate and auth-
oritative to this day.
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Is cardiac rehabilitation necessary?

SIR,-Precise identification of the specific
needs of individual coronary patients for
rehabilitative care and precise recommenda-
tions regarding the components of this care
will enable precise assessment of the out-
comes of these interventions.
The occurrence of a coronary event and/or
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