The THIRTY-EIGHTH ANNUAL GENERAL MEETING of the British Cardiac Society was held at the Reardon
Smith Theatre, the National Museum, Cardiff, on Thursday, April 9, 1959. The President, MAURICE
CAMPBELL, took the Chair at 9.0 a.m. during Private Business, before handing over to the Chairman,
WILLIAM PHILLIPS. 143 members and 35 visitors were present.
PRIVATE BUSINESS
1. The Minutes of the last Annual General Meeting, having been published in the Journal (20, 582, 1958)
were taken as read and confirmed.
2. The Balance Sheet for 1958-59 was presented, having been audited and found correct by Baker and
Phillips. The credit balance on March 31, 1959, was £448 3s. 2d. In addition the Society held
£800 2j per cent Savings Bonds 1964/67.
3. Maurice Campbell was re-elected Presi.dent for a further period, for the year 1959-60.
4. Curtis Bain, Boyd Campbell, East, Hobson, Marshall, O'Farrell, and Patterson were elected ExtraOrdinary Members of the Society.
5. Dr. John H. Halliday of Australia, Dr. John Keith of Canada, and Dr. H. E. Holling, now in America,
were elected Corresponding Members of the Society.
6. It was agreed that Rule 21 should be altered to read:
... the Secretary and the Treasurer. The Council shall have power to co-opt one or two additional Members for a period of up to three years, if they think there is any special reason for it.
Two of ...
Bedford, President of the European Society of Cardiology and First Vice-President of the International Society of Cardiology, was elected a co-opted Member.
7. Swan and Turner were elected Members of the Council in place of Baker and Gilchrist (term of office
expired). Morgan Jones was elected Member of the Council for one year in place of Bain, on his
retirement.
8. The following Associate Members were elected as Ordinary Members:
Anderson, C. D.
Gray, I. R.
Smiley, T. B. (SM)
Benn, J.
Hill, I. M. (SM)
Steen, R. E.
Cameron, A. J. V.
Hollman, A.
Stokes, W.
Cumming, A. R. R.
Luxton, R. W.
Wells, B. G.
Drew, C. E. (SM)
Makinson, D.H.
Wooler, G. H. (SM)
Gibson, R. V.
Pearson, H. E. S.
9. The following Associate Members were re-elected for a further period of three years (Rule 11):
Besterman, E. M. M.
Thomson, R. M.
Fraser, H. R. L.
Weitzman, D.
10. The following new Associate Members were elected and introduced to the President and Chairman:
K. P. Bail (London)
D. G. Julian (Edinburgh)
S. R. Barclay (Glasgow) *
D. G. Melrose (London)
J. A. Bingham (Belfast) *
P. G. F. Nixon (Leeds)
D. C. Deuchar (London)
S. H. Taylor (Birmingham)
D. M. Douglas (Dundee) *
D. M. E. Thomas (Cardiff) *
D. Heath (Birmingham)
H. Watson (Dundee)
M. C. Holt (London)
L. R. West (Sully)
*Surgical Members
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11. The President reported that the committee appointed to consider the advisability of setting up an
organization mainly for collecting funds for cardiological research had reported to the council in
favour of such an organization, independent of the British Cardiac Society; and that the Council
were considering further the steps that should be taken.
He reported also that the Ministry of Health had in general approved the report of the RCP Committee of Cardiology, and that through their senior administrative medical officers they had drawn
the attention of Regional Boards to its recommendations. Members who had problems of this
nature in their regions might find this information of value in approaching their Regional Boards.
12. The Autumn Meeting of the Society is to be held at the Royal Society of Medicine, London, on Friday,
October 30, 1959.
13. The next Annual General Meeting of the Society is to be held at the London Hospital, under the Chairmanship of William Evans, on Thursday, May 26, 1960, the day before the Meeting of the Association
of Physicians.
14. The II Asian-Pacific Congress of Cardiology to be held in Melbourne, under the Presidency of Dr.
Antonio Samia of Manila, from May 30 to June 3, 1960.
15. The III European Congress of Cardiology to be held in Rome, under the Chairmanship of Professor
Condorelli, from September 18 to 25, 1960.
16. The President announced that an invitation from Bruce Perry to hold the Annual General Meeting of
the Society in 1961 at Bristol had been accepted.
DEMONSTRATIONS (see p. 584) were available in the Marble Hall of University College throughout the
meeting and were visited during the morning from 11.0 to 12.15.
Lunch was served in the University College Students' Union by kind invitation of the Welsh National
School of Medicine.
After a sherry party given at theRoyal Hotel by local Members, the Society dined together with William
Phillips in the Chair. After dinner, Campbell proposed the health of the Chairman and the Chairman
replied, drawing the attention of Members to the excellent portrait of Sir Thomas Lewis and to some of his
early manuscripts, drawings, and papers that were on view.

SCIENTIFIC COMMUNICATIONS
THE SIGNIFICANCE OF A DEEP S WAVE IN LEADS II AND III OF THE ELECTROCARDIOGRAM
By Hywel Davies (introduced by William Evans)
The T wave and its surrounds and the initial moiety of the QRS complex in the electrocardiogram have
received most attention whenever myocardial disease has been sought. The purpose of this work has been
to discover the contribution that changes in this terminal portion of the QRS complex can make to the
diagnosis of heart disease, since it has not been subject to the same scrutiny.
The pattern of which the significance has been sought consisted of a deep S wave in lead III, and an
S wave greater than the R wave in lead II in the absence of an S wave in lead I. This distinctive electrocardiogram was rarely found in a series of apparently healthy subjects over 40 and was absent in those
under 40. It was then sought in patients with diverse cardio-arterial disease, and these findings were
presented.
THE SHAPE OF THE S-T SEGMENT IN THE ASSESSMENT OF CORONARY INSUFFICIENCY

By Douglas Robertson
In the electrocardiographic assessment of short-term coronary insufficiency, in relation especially to
angina of effort and the exercise test, the usual criterion is depression of S-T (commonly most evident in
apical chest leads CR or V4 and V5). A downgoing course of S-T has also been noted (Holzmann, 1952).
Attention is now drawn to the actual shape of the ST-T section, quite apart from any depression of the
S-T segment. After exercise, and commonly with angina, the ST-T angle is, or approaches, a right angle;
and there is an increased rectilinearity of this section of the electrocardiogram compared with its shape at
rest.
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THE ACUTE PHASES OF ISCHAEMIC HEART DISEASE RELATED TO BLOOD COAGULATION
By Lawson McDonald
Blood coagulation was compared in 22 healthy controls, 30 patients with angina pectoris on exertion,
7 with acute coronary insufficiency, and 10 with cardiac infarction, with regard to platelet-count, estimation
of platelet-stickiness, fibrinogen-estimation, thromboplastin-generation, and prothrombin-time (Russell'sviper venom, Stypven). Coagulability of the blood, in respect of platelet-stickiness, thromboplastingeneration, and fibrinogen-estimation, increased significantly from the healthy controls to patients with
angina pectoris, and again from patients with angina pectoris to those with cardiac infarction. In acute
coronary insufficiency the platelet-count was significantly higher than in healthy controls and patients with
angina pectoris; otherwise results were not significantly different from those in angina pectoris.
Extreme hypercoagulability of the blood was therefore revealed after cardiac infarction; and hypercoagulability, comparable to that in angina pectoris, was demonstrated with acute coronary insufficiency.
It is concluded that when the blood of patients with ischaemic heart-disease is studied in vitro there is clear
evidence of phasic hypercoagulability, which is entirely in keeping with a variable hyperthrombotic state.
These findings were discussed in relation to the natural history and treatment of ischmmic heart-disease.
THE DIAGNOSIS OF SMALL VENTRICULAR SEPTAL DEFECTS
By Keith Jefferson (introduced), Aubrey Leatham, and Graeme Sloman (introduced)
Ten patients diagnosed clinically as having a small ventricular septal defect have been investigated. In
six the diagnosis was confirmed in the usual way by detecting an increased oxygen saturation in the right
ventricle. In the remaining four no significant increase in oxygen saturation could be detected in the right
ventricle, but the presence of a ventricular septal defect was demonstrated by cine-angiocardiography with
injection of contrast medium into the right ventricle. Thus, failure to detect an increase in oxygen saturation in the right ventricle does not exclude a small ventricular septal defect.
The heart sounds and murmurs were described. Abnormally wide splitting of the second heart sound
was found in four patients. The systolic murmur was pansystolic in nine patients, but in one, in whom the
defect was thought to be unusually low on the angiocardiogram, the murmur was confined to early systole.
It was suggested that the defect in this patient was in the muscular septum and closes during the latter part
of ventricular contraction.
THE INFLUENCE OF PULMONARY VASCULAR DISEASE UPON THE RESULTS OF CLOSURE OF VENTRICULAR
SEPTAL DEFECT
By H. H. Bentall (introduced), D. G. Melrose, W. P. Cleland, J. F. Goodwin, and A. Hollman
The immediate, and probably the late, prognosis of the surgical closure of ventricular septal defect is
related to the degree of pulmonary hypertension persisting after the defect is closed. In a series of patients
operated on with total cardio-pulmonary by-pass, the right ventricular pressure measured at operation after
closure of the defect has been related to various hmemodynamic measurements made at cardiac catheterization. A good negative correlation has been found between the right ventricular pressure on the one hand
and pulmonary arteriolar resistance and pulmonary artery oxygen saturation on the other. These measurements thus appear to be reliable practical guides to the state of the pulmonary circulation.
The patients have been divided into three groups according to the pulmonary resistance: (a) 1-7 units,
(b) 8-14 units, and (c) over 14 units. The operative mortality was low in group (a), appreciable in (b), and
high in (c).
The clinical picture has been analysed in the light of the pulmonary resistance. As the resistance
rose the murmur of the ventricular septal defect and the mitral diastolic flow murmur became shorter and
softer, and the left ventricular impulse less. Information of only limited value was obtained from the
cardiogram which usually showed combined ventricular hypertrophy. The implications of the physical
signs and pulmonary vascular resistance on the selection of patients is discussed.
FUNCTIONAL INFUNDIBULAR STENOSIS AND ITS RELATION TO THE SPLIT SECOND SOUND IN ATRIAL
SEPTAL DEFECT
By A. M. Johnson (introduced by Charles Baker)
Seventy-five cases of pulmonary valve stenosis have been studied to determine the incidence and prognosis
of secondary, hypertrophic infundibular stenosis. Observations have been made that show that the
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infundibulum of the right ventricle commences to contract about 0 1 sec. after the start of systole in the
right ventricular body, that infundibular contraction is maximal at the time of right ventricular protodiastole, and that it results in complete occlusion between right ventricle and infundibulum at this time for
at least 01 sec. Congenital and acquired types of infundibular stenosis can be distinguished from one
another by both hemodynamic and clinical features.
The entity of contractile infundibular stenosis is found to occur in atrial septal defect and appears to be
responsible for the wide splitting of the second heart sound and for the brevity of the pulmonary systolic
ejection murmur in this condition. The absence of wide splitting in some cases of atrial septal defect with
pulmonary hypertension may also be explained, as may the usual absence of wide splitting in ventricular
septal defect and in patent ductus arteriosus.
These observations were illustrated and discussed, and the clinical and phonocardiographic signs in all
these conditions were correlated with them.
CONGENITAL BICUSPID AORTIC VALVES IN THE IETIOLOGY OF ISOLATED CALCIFIC AORTIC STENOSIS
By Michael B. Matthews and Anthony P. C. Bacon (introduced)
Bicuspid aortic valves, in association with coarctation of the aorta, are liable to calcific degeneration and
aortic stenosis. Bicuspid aortic valves were examined in nine pathological museums to determine whether
this was also true in a wider context. From a total of 55 specimens 28 were selected for special study
because these were almost certainly congenital and the age and sex were known. Twenty-two were male.
Ten had a co-existing congenital anomaly. Thickening of the cusps increased with age; calcification
appeared in the fourth decade and was present in all nine specimens from those aged more than sixty.
Seven specimens had subacute bacterial endocarditis, and 13 had calcific aortic stenosis (usually from valve
rigidity rather than fusion of the cusps). Of 80 specimens of aortic stenosis in these museums 18 were
clearly bicuspid with cusps of about equal size, and 50 clearly tricuspid. None of the former, and twenty
of the latter had co-existing mitral stenosis, suggesting a non-rheumatic aetiology for such bicuspid aortic
stenosis.
Degeneration in congenitally bicuspid aortic valves, the commonest congenital valvular abnormality,
probably contributes significantly to cases of isolated calcific aortic stenosis, and this may be a commoner
fate than the development of subacute bacterial endocarditis.
THE DIAGNOSIS OF SUBVALVAR AORTIC STENOSIS
By E. W. Hancock (introduced by Charles Baker)
Severe aortic stenosis is subvalvar in 15 per cent of all cases, and in nearly 50 per cent of those under
the age of 25. The differential diagnosis is a matter of practical importance, as the surgical approach to the
two conditions is different. This report is based on 9 patients with subvalvar aortic stenosis studied with
percutaneous left ventricular puncture with aortic catheterization and withdrawal pressure records across
the aortic valve, contrasted with 40 patients with aortic valve stenosis similarly studied.
Calcification of the valve is a specific indication that the stenosis is valvar, but rarely occurs under the
age of 25. Conspicuous post-stenotic dilatation of the aorta usually indicates valve stenosis. The most
helpful clinical sign is the presence of an aortic ejection sound, which occurs in almost all patients with noncalcific aortic valve stenosis, but does not occur in subvalvar stenosis. Evidence was presented that the
ejection sound in aortic stenosis is an opening snap of the aortic valve.
Some patients with subvalvar aortic stenosis have an arterial pulse contour that is faster rising and has an
earlier peak than is ever seen in aortic valve stenosis. Evidence was presented that these patients have
an element of functional obstruction due to muscular contraction in the left ventricular outflow tract.
VISUALIZATION OF THE AORTIC VALVE BY CINE-AORTOGRAPHY

By Keith Jefferson and Graeme Sloman (introduced)
Increased knowledge of the anatomy and function of the diseased aortic valve should help in selection of
suitable cases for surgery. Twenty-five dogs were studied using cine-aortography to develop a method
suitable for application to man. When a large bore N.I.H. catheter was correctly positioned in the ascending
aorta of a dog and contrast medium rapidly injected, the cine-aortogram clearly showed valve movement
without any reflux of contrast medium across the normal valve.
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Afternoon Session
ELECTROCARDIOGRAPHIC CHANGES DURING CARDIAC OPERATIONS PERFORMED
PUMP-OXYGENATOR
By D. C. Deuchar

WITH THE HELP OF A

Fallot's

tetralogy, 9 with
Electrocardiograms during 28 operations, performed on 13 patients with
ventricular septal defect, and 6 with other congenital defects, have been analysed. Some changes, probably
due to anasthesia, etc., are seen also during operations without artificial circulation. In four patients in
whom the ventricles were not opened and the heart not arrested, no other changes were recorded, suggesting
coronary perfusion was adequate. In 10 patients potassium citrate was used to arrest the heart and their
records illustrate various effects of potassium intoxication. In two patients arrest was induced by anoxia.
In the remainder the major changes during the period of artificial circulation were apparently related to the
operative manipulations. Closure of a ventricular septal defect was commonly associated with the develop-

ment of right bundle-branch block and sometimes with A-V block. With the exception of this last effect
none of the changes observed appeared to be related to the prognosis.

THE EFFECT OF HYPOTHERMIA ON ATRIAL FIBRILLATION
By Walter Somerville

The effect on the heart rhythm of lowering the body temperature from normal to 30° C. (860 F.) has
been observed in 15 patients with atrial septal defect in established atrial fibrillation. Frequent electrocardiograms were recorded during the induction of hypothermia (by immersion in cold water), during
cardiotomy and closure of the defects, and subsequently during re-warming.
The earliest effect of cooling was slowing of the ventricular rate. The ventricular rhythm became
C., the atria continuing to fibrillate
precisely regular in half the patients when the temperature had fallen
at a slower rate. Evidence is produced that lowering the temperature blocks the impulses from the fibrillating atria to the A-V conducting tissues. Eventually a new pace-maker takes over. At first it is situated
above the bifurcation of the bundle of His. As the temperature falls, it descends lower in the conducting

1-2°

tissue and may be located for a time in one or other ventricle.

In three patients, atrial fibrillation that had been established for years reverted to sinus or nodal
rhythm on cooling to 320 C.: it returned when the heart was handled and incised. One patient with atrial
flutter behaved in a similar way. Possible explanations for these events are discussed.
THE

KINKED INNOMINATE VEIN
By K. Shirley Smith

This sign is a unilateral left-sided engorgement of the external jugular vein. It is produced by pressure
upon the left innominate vein exerted from below by a high and probably rigid (atherosclerotic) arch of
the aorta.

The sign is analogous to the well-known kinked carotid but unlike that sign it is seen as often in men as
in women. It has nothing to do with the venous congestion of heart failure which is bilateral: this clinical
differentiation is important. Hypertension of moderate or severe grade is usually present when this sign is
seen. Photographs of the sign were shown and corresponding X-ray films, demonstrating the relationship

to a high and sometimes atheromatous aorta.
The kinked innominate is held to be a useful addition to the rather tenuous means hitherto available for
the clinical diagnosis of aortic enlargement.
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Ten patients were then studied using a similar technique, without complication. Under light basal
sedation the special catheter was introduced through a right brachial arteriotomy into the ascending aorta
and contrast medium injected. Selected cine films are shown to illustrate the advantages of this method.
Deformed valve leaflets can be studied and the amount of aortic regurgitation roughly assessed by observing
the regurgitation of contrast medium through the aortic valve. It is concluded that cine-aortography can
contribute to an understanding of the function of the diseased aortic valve; it may be of value when a direct
operation on the valve is planned.

583

ATYPICAL CONSTRICTIVE PERICARDITIS

By Ronald Gibson

Eight cases of severe constrictive pericarditis showed the following features: (1) absence of a third heart
sound or palpable diastolic shock, and (2) a high venous pressure with an abrupt systolic descent as the
dominant wave, in contrast to the usual diastolic collapse.
Cardiac catheterization was carried out in seven cases and showed elevation of the mean right atrial
pressure averaging 15 mm. Hg (range 8-23). There was an abrupt systolic fall in the right atrial pressure
pulse 0-1 sec. after the onset of QRS. This fall in pressure was independent of sinus rhythm and of pericardial calcification, and is thought to be due to the rapid ejection of blood from within the rigid pericardium
during ventricular systole. It lowers the subsequent V wave and reduces the early diastolic pressure
difference between the right atrium and right ventricle, causing the absence of the third heart sound.
A high venous pressure, showing a systolic descent as the dominant wave, in the absence of a third
heart sound is, I think, pathognomonic of severe pure pericardial constriction or cardiac tamponade.
POSTURAL HYPOTENSION: A Clinical and Pathological Study
G.
By de J. Lee, K. E. Cooper, and D. R. Oppenheimer (introduced)
Circulatory studies performed in a case of severe postural hypotension are described. These appeared
to show that the afferent arc of the sympathetic system was intact, but that the efferent arc was grossly
impaired. At subsequent necropsy, histological examination revealed degeneration of the lateral horn cells
of the spinal cord.
THE EFFECT OF DURABOLIN ON EXPERIMENTAL ATHEROMA

By R. Pirrie and R. S. F. Campbell (introduced) and T. D. V. Lawrie
(Estrenolone can reduce serum cholesterol in dogs, but unpleasant side effects preclude its use in man.
It was, therefore, decided to try the effect of a closely related substance-durabolin--on serum cholesterol
levels and experimentally induced atherosclerosis. The animal used was the chick. The experiment was
designed as follows, and there were 12 birds in each group.
Group I-normal diet for 8 weeks.
II-normal diet+atherogenic diet for 8 weeks.
111-normal diet+atherogenic diet for 5 weeks.
IV-normal diet+atherogenic diet for 8 weeks+drug (1 mg./day) for the last 3 weeks.
V-Same as IV but 5 mg./day given.
VI-Normal diet+drug (1 mg./day) for last 3 weeks.
Serum cholesterol and phospholipid levels were estimated at the start and after 5 and 8 weeks.
In 1 mg. dose the drug produced a significant fall in serum cholesterol and C/P ratio: there was a
diminution in the severity of aortic atherosclerosis. In 5 mg. doses it had no effect on serum cholesterol or
phospholipid levels but it produced a significant diminution in the severity of aortic atheroma and regression
of coronary artery lesions.
MITRAL REGURGITATION AND AN OPENING SNAP CAUSED BY DISEASE OF THE MURAL CUSP
By Peter Nixon
Shrinkage of the muralcuspmay cause mitral regurgitation in rheumatic heart disease. Lillehei (1958),
Kay (1958), and Wooler (1959) have treated the condition by suturing plastic sponge to the mural cusp to
make a platform against which the mobile aortic cusp can close in systole.
Mural cusp regurgitation may be diagnosed when a loud opening snap occurs in association with the
murmur of mitral regurgitation. In 13 patients with these signs, the important finding at cardiotomy was
regurgitation caused by retraction of a shrivelled mural cusp beyond reach of a relatively healthy aortic cusp.
Regurgitation ranged from a small stream through a narrow orifice, with a systolic murmur as its only
manifestation, to gross reflux through an orifice large enough to permit rapid ventricular filling.
In those patients with a third sound of rapid left ventricular filling the mitral orifice measured more than
2 0 cm. in diameter. Dense fibrosis prevented commissurotomy in some patients with smaller orifices.
In all the left atrial pressure at Vwas high.
It follows that the opening snap cannot be dependent upon the mitral lesion being purely stenotic, upon
commissures that split easily, or upon mobility in the mural cusp. It must surely be caused by a high left
atrial pressure producing sudden movement in a pliant aortic cusp.
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DEMONSTRATIONS AND EXHIBITS
ABNORMALITIES OF THE AORTIC ARCH
By H. R. S. Harley
APPLICATIONS OF LEAD FIELD SPATIAL ELECTROCARDIOGRAPHY IN STUDIES OF UNTRAINED AND TRAINED
SUBJECTS, WITH OBSERVATIONS MADE DURING THE BRITISH EMPIRE GAMES 1958
By R. C. Jordan and F. W. Beswick (introduced by William Phillips)
MICRO-EMBOLI IN EXPERIMENTAL CARDITIS

By Aneurin Hughes (introduced by William Phillips)
SOME UNUSUAL CONGENITAL CARDIOVASCULAR ANOMALIES
By A. W. Turnbull and K. M. Laurence (introduced by William Phillips)

OBSERVATIONS ON THE ELECTROCARDIOGRAM IN HYPOTHERMIA DURING NEURO-SURGICAL PROCEDURES
By S. Galloon (introduced by William Phillips)
MYOCARDIAL INJURY FROM THERAPEUTIC IRRADIATION
By Mary Catterall (introduced by William Evans)
In patients who have received radiotherapy for malignant disease in the region of the chest, the diagnosis
of cardiac infarction has sometimes been entertained when chest pain has appeared as a prominent symptom
during, or subsequent to, treatment. The making of this diagnosis presupposes a knowledge of the effects
of radiation upon the heart, and whether such irradiation by itself can produce changes in the electrocardiogram similar to those found in cardiac infarction.
Irradiation of carcinoma of the bronchus and carcinoma of the right breast produced no cardiographic
changes since the therapeutic beam did not traverse any part of the heart. Irradiation of carcinoma of the
left breast, on the other hand, caused cardiographic changes similar to those found in cardiac infarction.
Although at their prime four months after the cessation of treatment, the changes had disappeared within
six months. It was calculated that the radiation dose has to be in the order of 3000 roentgens before it
produces this temporary myocardial injury.
THE CARDIAC TOXICITY OF SODIUM ANTIMONY TARTRATE
By M. Honey (introduced by Kenneth Harris)
Sodium antimony tartrate (S.A.T.) is still the most effective drug in the treatment of schistosomiasis and
is used as a routine at the Hospital for Tropical Diseases. At the end of a course of treatment, a West
African girl, aged 23, developed severe chest pain, circulatory collapse, and Stokes-Adams attacks; the
cardiogram showed S-T elevation and T wave inversion, suggestive of coronary disease, with paroxysmal
ventricular fibrillation. Complete clinical and cardiographic recovery followed.
Consequently 50 patients having courses of S.A.T. treatment at the Hospital had 12-lead cardiograms
recorded at the beginning and end of the course; some had serial records during treatment also and most a
follow-up record about six weeks later. A consistent pattern was demonstrated, with (1) reduction in amplitude of T in all leads, (2) a characteristic "upward-sloping" S-T segment with terminal dipping of T, and
later in some (3) frank T wave inversion with convex S-T segment elevation, and usually (4) prolongation
of Q-T. These changes were maximal in prwcordial leads V2-V4; only one patient failed to show any

abnormality.
The changes were classified into four grades of severity. There was relatively little correlation with the
total dose of S.A.T. (in mg./kg.) and individual variation in susceptibility seemed more important. Severe

Br Heart J: first published as 10.1136/hrt.21.4.578 on 1 October 1959. Downloaded from http://heart.bmj.com/ on January 9, 2023 by guest. Protected by copyright.

584

585

changes are particularly likely in patients of African or Asian origin. Evidence is presented suggesting
that tissue concentration rather than blood level of antimony determines the changes. During the study,
a West African girl, aged 21, died suddenly. Autopsy findings, including the results of tissue antimony
analyses, were presented.
It is suggested that the cardiographic changes are indicative of serious, potentially lethal, myocardial

injury.
AN EVALUATION OF THE ABC LEADS IN ISCHA_MIC HEART DISEASE
J. C. C. Kelly, and W. M. Lancaster (introduced), and T. Semple
Since the paper by Trethewie (Brit. med. J., December 13, 1958), we have had ABC leads done, concurrently with the standard 12-lead cardiogram, on ail patients admitted to and attending the Victoria
Infirmary, Glasgow, who were suspected of ischxmic heart disease. We have analysed the results in some
250 patients, using double reading of all tracings and have attempted to correlate the ABC findings with
standard tracings and with clinical or final diagnoses. Similar studies have been made in 30 normal subjects.
It is concluded that the ABC presentation will not replace the standard 12-lead cardiogram. The
question of whether it may give additional information, when the standard tracings are equivocal,
was discussed.
PITUITARY-ADRENAL EXHAUSTION IN CHRONIC HEART FAILURE
By J. N. Mickerson (introduced by K. Shirley Smith)
Five patients with obstinate chronic heart failure of varied aetiology were discussed. Diuretic drugs
proved ineffective and cedema persisted despite hyponatremia. All five were excessively drowsy and weak;

all had increased skin pigmentation and four buccal pigmentation also. Estimation of the urinary 17ketosteroid and corticoid excretion in four revealed subnormal values but following corticotrophin administration these values increased. The results indicated adrenocortical deficiency secondary to diminished
anterior pituitary function.
A possible explanation for this phenomenon is that increased pituitary and adrenocortical activity
associated with early stage heart failure results in anterior pituitary exhaustion when heart failure persists
or prolonged salt restriction extends the demands upon this mechanism. Posterior pituitary antidiuretic
hormone (A.D.H.) overactivity could then account for the water retention and continuing cedema.
The known action of adrenocorticoids antagonizing A.D.H. activity at the renal tubule could explain
the enhanced diuresis, correction of electrolyte disturbance, and relief of heart failure that followed correction of the adrenocortical deficiency when prednisolone was administered in physiological amounts and
continued as long term substitution therapy.
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