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Coronary angioplasty: RITA
We begin our newsletter this month with
news of the RITA trials. Those involved will
know-but others may not-that RITA is an
acronym for Randomised Intervention for
Treatment of Angina. We now have two of
them so we must speak of RITA-I and
RITA-2. The first trial is a comparison ofthe
efficacy of angioplasty and coronary artery
bypass grafting in patients with angina who
are considered suitable for either treatment.
A total of 1012 patients have been recruited
and will be followed for five years. The first
analysis will be made after all of them have
been followed for at least six months and
publication should follow early next year.
This is the first major trial that has been
supported in part by the British Cardiac
Society (other major support came from the
British Heart Foundation and from the
Department of Health). Our increased
activities and expenditure make it unlikely
that we will be in a position to offer major
support to any other large trial, so that
RITA-I will be unique in this respect at least
for the foreseeable future. But we will-share
the cost (with the British Heart Foundation)
of a pilot study for RITA-2 that will compare
angioplasty and continued medical care when
both are clinically acceptable treatment
options. This has been preceded by a feas-
ibility study to ensure that sufficient numbers
of suitable patients will be available for the
main trial. The news is reassuring: over a

two month period 15 centres identified 381
potential participants from 2016 patients
who underwent coronary arteriography. The
pilot study will have started at Guy's and
Wythenshawe by the time we go to press. We
seek to recruit 2000 patients over two years. If
the experience of the feasibility study can be
replicated in most collaborating centres we
should attain our target on time. The British
Heart Foundation and the Medical Research
Council have already agreed to support
RITA-2. Additional funding has been
promised by industry. RITA-1 and RITA-2
are both important studies that will influence
the treatment of angina for many years.

Coronary angioplasty: surveys
Knowing who should have an angioplasty is
clearly of crucial importance, but knowing
how many have had an angioplasty is impor-
tant too. The surveys conducted by the
British Cardiovascular Intervention Society
(BCIS) have been providing this information
in recent years. Data ofthis type have become
essential in these hard days of rigid cost-
constraint, of providers and purchasers, and
of contracts. Good data make a powerful
weapon for planning purposes and even the
best of cases may seem weak without them.
Peter Hubner-the outgoing secretary of
BCIS-has given us a progress report on

what will be his last survey. "Most ofthe 1991
annual returns of procedures have been
received from the cardiac units. Some, how-
ever, are still outstanding: four adult, five
private, and two paediatric units have not yet
submitted their figures. The European
Society of Cardiology has commented
favourably on the success ofthe British audit,
but success will be jeopardised if a very high
level of cooperation is not maintained. We
have some sympathy with the suggestion that
centres not participating effectively should be
identified in any incomplete report. For the
survey to be meaningful, knowledge of those
who are contributing and ofthose who are not
may indeed be essential. Be warned ...

Approximately 20 units report on a monthly
basis using a faxed return. This simplifies the
work of the individual unit and is greatly
appreciated by BCIS. We hope that others
will adopt this method." While on the topic of
BCIS, we recorded Peter Hubner's retire-
ment as secretary in the June newsletter, but
failed to note that Martin Rothman had taken
over from Man Fai Shiu as chairman. Man
Fai has been a pioneer of coronary angio-
plasty in the United Kingdom. His contribu-
tions include invaluable work in assessing
resources for angioplasty and in setting
educational requirements in this rapidly
developing field.

Rationing: age as a criterion for
admission to a CCU
We have been surprised recently to hear
(indirectly, but from two sources) of junior
staff expressing discontent w-ith admission
policies for cardiac care units. The com-
plaints were similar: seemingly inflexible
admission policies about the age of patients.
The matter has also been aired in a recent
paper by Dudley and Burns (Age and Ageing
1992;21:95). It seems from a postal question-
naire that 20% of cardiac care units operate
an age related admission policy and 40% an
age related thrombolysis policy. We all
understand that some aspects of health care
are rationed either implicitly or explicitly and
that age is one of the criteria often used in
making decisions on who should receive
expensive treatment and who should not. But
a brief stay on a cardiac care unit over a
critical period of myocardial infarction is not
unduly expensive. Moreover, risks are
greatest in the elderly, and these risks can be
reduced to an impressive degree by modern
treatment such as thrombolysis (well demon-
strated by ISIS-2) and by judicious arrhyth-
mia management. Why should elderly
patients be denied such benefits? As taxpayers
they have paid their subscriptions.
We believe that admission to a cardiac care

unit should be based on likely risk reduction.
On that basis, a 73 year old who had an
anterior infarct less than an hour age should
take precedence over a 45 year old who no
longer has symptoms after an uncomplicated
small inferior infarct five hours earlier. Would
anyone disagree? If not, we could at least
claim broad agreement on the principle, while
realising that decisions in real life are usually
more difficult.

Rationing: how should we do it?
The question of rationing health care is
always a difficult one, and it will become more
so as technology advances. Many ofus-who
are conscious of our role as the patients'

advocates-would prefer not to make
decisions about access to treatment in
individual cases. It is easier to live with
guidelines set by consensus, and indeed these
can enable us more readily to discuss the issue
frankly with our patients. Anything less than
complete honesty can be a barrier to a good
doctor-patient relationship. Not many years
ago any talk of rationing would have been
frowned upon by those responsible for the
service, though even then resources were
finite and inadequate: it was convenient to be
shielded by the doctors who were left with
difficult decisions, especially in the man-
agement of elderly patients. Greater realism
has been forced upon us, and in some Regions
we have already seen the first examples of
procedures being made unavailable for the
National Health Service. So far these have
not been in our specialty and the decisions
have not been unduly controversial. But what
of the future? Policy decisions on access to
treatment will be made, either with or without
a strong input from the profession. Should we
be discussing these issues now so that we are
ready to respond? Perhaps this major topic is
one for our Medical Practices Committee to
ponder. We would be interested in your
views, and so would Kim Fox who is the
chairman of that committee.

Implantable cardioverter defibrillators
Implantable cardioverter defibrillators
provide a good example of modern tech-
nology that is not used widely in the United
Kingdom because of cost constraints. They
can, nevertheless, transform the outlook for
patients with life-threatening arrhythmias,
and slowly the number of devices is increas-
ing. This trend will continue. A patient
booklet has now been published by the
British Heart Foundation. It has been written
by Anthony Nathan and Maree Barnett from
Barts, and can be obtained through Heather
Waring who is the education manager at the
Foundation (tel: 071 935 0185).

Ambulance paramedical staff and
prescription-only medicines
In most areas of the country, ambulance
paramedics have been administering drugs as
part of emergency care. This has been pos-
sible under the vicarious liability of the
ambulance authority and of its local
paramedic steering committee. The legality
ofhis has been questioned in the past, but it is
likely to change. Many readers will know that
advice is now given to ambulance services
through a Joint Colleges Ambulance Liaison
Committee (JALC), representing most of the
Royal Colleges and representatives of the
ambulance service-with observers from the
Department of Health. Discussions between
JALC and the then Regional Ambulance
Officers resulted in a recommendation for an
agreed list of drugs for life-threatening emer-
gencies that might be given by ambulance
paramedics acting in their own right. After
minor modifications, the list was agreed by the
Medicines Control Agency and presented to
the Medicines Commission, which has now
approved the list. Next it must pass to
parliament for an amendment of the
Medicines Act. It seems likely that
ambulance paramedics will join midwives in
having limited powers to give prescription-
only medicines. We will bring more news of
this-with a list of drugs involved-if the
amendment is passed. This may happen
within weeks.
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News from committees
John Camm has sent a progress report from
the committee on radiation hazards in car-

diology. "The committee has met and
decided to approach the problem under the
following sub-headings: local and inter-
national standards, equipment and practice,
guidelines for good practice, training/audit/
supervision, voluntary registrations scheme,
angioplasty, catheter ablation, paediatric
interventions. The sub-committee will meet
again in May or June and a report is expected
shortly thereafter. We will be pleased to
receive any comments or information."

News of meetings
David Wood has written about a workshop on
preventive cardiology. "A one day meeting
on preventive cardiology is being organised
by the British Cardiac Society's Committee
on Epidemiology and Prevention, with the
objective ofdrawing up clinical guidelines on
the role of cardiologists at region and district
level in strategies for prevention. The meet-
ing will take the form of a workshop with
invited cardiologists from every region in the
country, and places will be limited to 40.
Discussion documents on the potential roles
of a cardiologist in relation to primary

prevention, on the investigation and man-

agement of risk factors in those who have
already developed coronary disease, and on

the rehabilitation of patients (both medical
and surgical) will be circulated in advance and
presented at the meeting. Small working
groups will then form to agree clinical
guidelines on prevention, separately for dis-
trict and regional cardiologists. These will
constitute the basis for the final report with

recommendations that we plan to submit for
publication in the British Heart Journal. The
meeting will take place at Fitzroy Square on
Wednesday 14 October, 1992."

Readers are urged not to delay in booking
places (again restricted to 40) for the teach-in
at Fitzroy Square on 10 November. It is being
organised by Michael Davies who has chosen
the title "Emerging Concepts in the Basic
Processes of Atherogenesis". Despite being a

didactic session, it will contain hot news, it
will be fascinating, and it will be clinically
relevant. The details of the programme are

still being worked out, but David Leake ofthe
University of Reading will speak on lipid
structure and lipid oxidation, and Peter
Weissberg on smooth muscle proliferation.
As before, the session will start at 10 am and
finish by 4 pm for the sake of those who have
to travel long distances. Lunch will be
provided.
We have received the excellent news from

Philip Poole-Wilson that the Congress of
the European Society of Cardiology will be
held in Britain in 1996. The venue will be
Birmingham, the dates 25 to 29 August. This
will be a great opportunity for British car-

diology, but it will demand considerable
thought and careful planning if we are to
make the most of it. We have great confidence
that it will be a great success. Now that we
have at least one centre that can handle the
large numbers and all the accoutrements of a

major international conference we hope it will
be the first of many.

News of colleagues
We have received news of the following new
consultant appointments: John Creamer as

cardiologist to Stoke on Trent, Jean McEwan
as senior lecturer at University College Hos-
pital, Jonathan Fox as physician with an

interest in cardiology at Southport Hospital,
David Hackett as physician with an interest
in cardiology at St Albans and Hemel
Hempstead, and Phillip Thomas as physician
with an interest in cardiology at Singleton
Hospital, Swansea. Finally, we are very

pleased to record that Dennis Krikler,
immediate past editor of the British Heart
Journal, and Peter Sleight, immediate past
editor of Cardiovascular Research, have been
awarded British Cardiac Society medals that
were made specially for them. The presenta-
tion was made to Dennis Krikler at the
Society's annual meeting in Harrogate.

DOUGLAS CHAMBERLAIN
President, British Cardiac Society

DUNCAN DYMOND
Secretary, British Cardiac Society,

9 Fitzroy Square,
London WIPSAH

NOTICE

The 1993 Annual Meeting of the British
Cardiac Society will take place at the
Wembley Conference Centre from 18 to 21
May.

Correction
Strenuous exercise, plasma fibrinogen, and factor VII
activity. J B Connelly, J A Cooper, T W Meade (May
issue, volume 67: pages 351-4). An incorrect result
appeared in table 3 of this paper. A correct version of
table 3 appears below.

Table 3 Mean values (95% confidence intervals) adjustedfor age, smoking, alcohol
habit, BMI, and non-manual occupation according to exercise intensity

Exercise intensity

Strenuous (775) Mild (2809) None (255) p (F test)

Fibrinogen (g/l):
Mean 2-70 2-77 2-76 0-01
95% CI 2-66 to 2-75 2-74 to 2-80 2-70 to 2-82

VII (% standard):
Mean 86-5 86-0 88-1 0 35
95% CI 84-6 to 88-4 84-8 to 87-3 85-2 to 91-1

Systolic blood pressure (mm Hg):
Mean 135-8 136-0 134-1 0-24
95% CI 134-4 to 137-3 135-0 to 137-0 131-9 to 136-4

Cholesterol (mmol/l):
Mean 5-74 5-85 5-87 003
95% CI 5-65 to 5-83 5 79 to 5-91 5-74 to 6-01

BMI, body mass index.
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