
Ray, Griffith, Jamieson, Bexton, Gold

tant long term. Regional pacing practice in the
Northern Region has changed in response to
the recommendations of the British Pacing and
Electrophysiology group. The major change
has been where the cost is least-atrial pacing
for sinus node dysfunction. Implementation of
the full proposals forDDD and rate responsive
pacing would considerably increase expen-
diture on pacing hardware. In a cash limited
service the potential benefit of a suggested
change in treatment must be weighed against
the extra expense and inconvenience.
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Correction
Coronary venous lipid peroxide concentrations
after coronary angioplasty: correlation with
biochemical and electrocardiographic evidence
of myocardial ischaemia. K G Oldroyd, J R
Paterson, A G Rumley, H Eteiba, A P Rae, J
Shepherd, S M Cobbe, I Hutton (July issue,
volume 68: pages 43-7.) There were several
editorial mistakes in figure 3 of this paper, for
which we apologise. A correct version is shown
on the right.

n = 43, r = 0.53, p = 0.0005
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Figure 3 Simple linear regression analysis of the
relation between (A) peak lactate concentration in the
great cardiac vein (GCV) and maximum ST segment
shift; (B) peak GCV lipid peroxide (LP) concentration
and maximum ST segment shift; (C) peak GCV lactate
concentration and LP concentration.
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