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SIR,-Gerlis et al (Br Heart Y 1993;69:
142-50) tried to achieve a more precise def-
inition of the entity(ies) in which the myo-
cardium of the right ventricle is absent or
scarce. This is an important aim because it
could improve our understanding of the
processes and have an impact on genetic
counselling, early diagnosis, and treatment
of the diseases. This goal is hindered by the
rarity of the diseases and by the absence of a
good correlation between clinical and mor-
phological findings. Some patients that fulfil
the clinical and electrophysiological criteria
for the diagnosis of right ventricular dyspla-
sia do not have fat replacing the right ven-
tricular myocardium: on the other hand,
some patients with this morphology present
with congestive heart failure rather than
arrhythmia or have atypical electrophysio-
logical findings.
As well as the cases reviewed by Gerlis et

al others are reported by American groups
that use a descriptive name-partial absence

of the myocardium of the right ventricle.' I
and colleagues described such a patient in
whom the right third of the septum was
replaced by fat, but not the left two thirds.2
We reported an important morphological

feature also mentioned by Fontaine et al3
but not by Gerlis et al 2-medial thickening
and partial destruction of the elastic fibres
of the intramural coronary vessels. This
finding should be helpful in the characteri-
sation of right ventricular dysplasia and also
could give additional clues about its patho-
genesis.

PAULO SAMPAIO GUTIERREZ
Department ofPathology-SM-30,

University of Washington,
1959 NE Pacific Avenue,

Seattle, WA 98195,
USA
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This letter was shown to the authors, who reply
as follows:

SIR,-We concur with the additional points
raised by Dr Gutierrez.

R H ANDERSON
Department of Paediatrics,

Royal Brompton National Heart and Lung Institute,
Dovehouse Street,
London SW3 6LY

BOOK REVIEW

Organ transplantation: long-term re-

sults. Edited by Leendert C Paul and
Kim Solez. (Pp 413; $145). New York:
Marcel Dekker, 1992. ISBN 0-8247-8599-1.

This book brings together the long-term
complications of transplantation of the vari-
ous solid organ allografts. The editors are

well respected experts on transplantation, as
are the authors of the individual chapters.
The book is very well referenced through-
out. The strongest chapters are those of
more general relevance to all allografts and
concern immunology, general features of
chronic rejection, malignancy, and skin
changes.

Inevitably, in a multiauthor book there is
some repetition particularly in relation to
graft vascular disease. Chapters on chronic
rejection changes in individual allografts are

generally the least inspiring in that the
information is readily obtainable elsewhere.
Nevertheless it is useful to have chapters on

the various grafts within one book-particu-
larly as a good source of references.

There is a chapter on cardiac graft
atherosclerosis and one on chronic heart
graft rejection in the clinical setting. Both of
these adequately cover the relevant topics
and problem areas. It is surprising that in
the chapter on heart/lung and lung trans-
plantation the authors concentrate on oblit-
erative bronchiolitis. Chronic graft vascular

disease certainly occurs in the transplanted
lung and furthermore graft vascular disease
in hearts in combined heart/lung transplan-
tation is worthy of discussion. Though
obliterative bronchiolitis in these transplants
at present is the principal factor limiting
long-term survival, as strategies develop to
curtail this, graft vascular disease both in
the lung and in the heart may become more
important. That occurring in the heart is
particularly interesting as it seems to be less
common than in orthotopic heart trans-
plants and this provides useful information
concerning possible aetiological factors-for
example, quality of donor organ, organ
preservation, and cytomegalovirus infection.

N R B CARY

Ifyou wish to order or require further informa-
tion regarding the titles reviewed here, please
write to or telephone the BMJ7 Bookshop, PO
Box 295, London WClH 9JtR. Tel: 071-383
6244. Fax 071-383 6662. Books are supplied
post free in the UK and for BFPO addresses.
Overseas customers should add 15% for postage
and packing. Payment can be made by cheque
in sterling drawn on a UK bank, or by credit
card (MasterCard, VISA, or American
Express) stating card number, expiry date, and
your full name. (The price and availability are
occasionally subject to revision by the
Publishers).
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NEWSLETTER

News from Council
The Council of the British Cardiac Society
at its meeting on the 7 July reviewed recom-
mendations from the Programme Com-
mittee concerning the Annual Meeting in
Torquay next year. It was decided to con-
fine the meeting to three days from the 17
to 19 May inclusive (Tuesday to Thursday).
The Annual Business Meeting and the
Annual Dinner will be held on the evening
of Wednesday 18 May. To facilitate the full
review of abstracts, the abstract submission
date has been brought forward to 1 Dec-
ember (from 15 December). The Young
Research Workers Prize, which is attracting
an increasing number of submissions, has
been reviewed by Council and it has been
decided that submissions for the prize will
be limited to 3000 words excluding refer-
ences. The closing date for submission is
being brought forward to 1 November
1993. Moderated poster sessions are now to
be held on each of the three days during a
longer morning coffee break. This follows
the successful trial session of moderated
posters at Wembley.

Council has decided to broaden the
membership of the Society by encouraging
applications from registrars who are com-
mitted to training in cardiology. Previously,
with a few exceptions, only senior registrars
and consultants were considered for
membership. Applications for membership
are required by 1 December 1993 for con-
sideration for enrolment next year and
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nomination forms are available from 9
Fitzroy Square.

Medical Practice Committee
Kim Fox writes: "The Medical Practice
Committee has been involved in two areas.
The first is to draw up guidelines that can
be used as a basis of good clinical practice
for various issues and the second to support
pilot studies financially. The committee
consists of a broad range of cardiologists,
from university professors to district general
cardiologists, and recently Mark Dancy has
been appointed secretary.
The question of routine HIV testing has

been discussed and we co-opted Dr G Burt
from the Medical Defence Union for
advice. The position of the Medical
Defence Union and the British Medical
Association remains unchanged: consent
must be explicit and counselling must be
available. Routine testing is not permissible
without consent. If the patient refuses to
undertake HIV testing any planned treat-
ment must still be carried out. The only
exception to this rule is transplantation,
when refusal or a positive test means that
the operation would not be carried out.
Also, guidelines for the choice of route for
insertion of a temporary wire have been
drawn up. The full guidelines are available
from the British Cardiac Society. However,
the committee recommended that the route
of choice for the moderately experienced
operator is the right internal jugular: for
those who are more experienced the subcla-
vian and supraclavicular routes are recom-
mended. The femoral, brachial, and
external jugular routes are preferred for
patients in the process of thrombolysis.
The British Cardiac Society has received

a large number of letters from consultants
about the question of performing exercise
testing when no doctor is present.
Guidelines have been drawn up by the com-
mittee and will be published in the British
Heart Journal after Council approval. The
guidelines indicate the location of the exer-
cise room, the cardiac arrest system
required, technical requirements, physician
cover, request forms, and tests that should
not be undertaken in this manner.
A number of applications for funding for

support for pilot studies were submitted
and two were supported: the first, from
Tom Treasure, entitled 'The effect of auto-
transfusion on the haemostatic mechanisms
after cardiac surgery: a prospective ran-
domised trial using heparin-coated and
uncoated autotransfusion circuits' and the
second, from Simon Davies, on 'Use of N-
acetylcysteine to limit reperfusion injury by
oxygen free radicals and improve left ven-
tricular function in patients receiving
thrombolysis'."

European Society of Cardiology
Philip Poole-Wilson writes: "By the time
you read this the Congress of the European
society in Nice will be over. At present it
seems probable that this meeting will be a
great success. Progress is continuing on the
completion of the European Heart House.
The outer structure is now complete. The
European Society of Cardiology has been
seeking support for this venture. We have
had a very pleasing response. A newsletter
will reach you shortly, and it is planned that
in the future there will be a newsletter twice
a year. This will contain important informa-
tion on activities within the European

Society of Cardiology. Please do read it.
Preparations are progressing well for the

Berlin congress in 1994. Let me remind you
that this is a joint congress between the
International Society and Federation of
Cardiology (ISFC) and the European
Society of Cardiology. Because it is a world
congress and there is likely to be large
attendance, the date for the receipt of
abstracts has been altered and is 1
December 1993. Please put the date in your
diary."

British Pacing and Electrophysiology
Group
Anthony W Nathan writes: "BPEG has a
membership of over 240, consisting of car-
diologists, technicians, and interested com-
mercial members. The current president is
Richard Sutton. Its objectives are to
enhance the understanding and perfor-
mance of all things electrical concerning the
heart. In addition to an annual scientific
meeting, four or five teaching workshops
are held each year in different parts of the
country, and additional policy meetings
have also been held (the most recent con-
cerning appropriate follow up arrangements
for pacing). Guidelines have been published
on the selection of the appropriate pacing
mode. A database registry of cardiac pacing
has been running since 1978 and incorpo-
rates data from most centres in the United
Kingdom; it is one of the most complete
databases of pacing in the world. This reg-
istry is being updated to make electronic
data entry and retrieval more user friendly.
A catheter ablation registry now exists and
has collected large quantities of data. An
implantable cardioverter/defibrillator (ICD)
registry was launched in January 1993 and
is the prototype for a pan-European scheme
which has EC involvement. Collaboration
with our American counterparts (NASPE)
has lead to the widely used pacing codes
(DDDR etc), and recently a set of ICD
codes. There is regular dialogue with the
Department of Health and the National
Health Service Executive concerning the
provision of pacing and arrhythmia services
in the United Kingdom, in association with
the British Cardiac Society (BCS). A num-
ber of clinical trials and disease registries
have been set up in association with BPEG
and details of these and other current issues
will be discussed in future newsletters.
BPEG is an associate group of the BCS
and, although independent, has close links
with the larger Society and shares the BCS
offices and facilities. Information about
membership or any other issues can be
obtained from Anthony W Nathan, Sec-
retary, British Pacing and Electrophysiology
Group, 9 Fitzroy Square, London WlP
5AH, tel: 071 388 4490."

EC Medical Devices Directives
A series of three directives regulating the
safety and marketing of medical devices
throughout the European Community will
come into effect from this year and will
eventually replace existing national systems
in each member state.

At present, each member state in the EC
controls the safety and marketing of its
medical devices in different ways: in the
United Kingdom, we have previously relied
on a voluntary system of manufacturer reg-
istration and product approval. This situa-
tion has resulted in manufacturers facing
considerable difficulty through having to

satisfy several sets of requirements in order
to make products available to purchasers
throughout the EC. Harmonisation of these
different systems should benefit not only
the manufacturer but would also reassure
patients and users that a device meets a
common standard of performance and
safety wherever it is manufactured.
The Active Implantable Medical Device

Directive came into force on 1 January
1993 and regulates all implantable powered
devices including cardiac pacemakers and
implantable defibrillators. The General
Medical Devices Directive regulates most
other medical devices ranging from ban-
dages to hip prostheses. This will come into
force at the beginning of 1995. The In Vitro
Diagnostic Medical Device Directive regu-
lates any medical device or system which is
intended to be used in vitro for the exami-
nation of substances derived from the
human body-for example, pregnancy tests.
It will be 1996 at least before this directive
takes effect in the United Kingdom.

Each directive will include a classification
system whereby the level of regulatory con-
trol applied to devices is proportional to the
degree of risk inherent in the device. The
strictest controls will apply only to a limited
number of high-risk products. This group
includes pacemakers and implantable defib-
rillators. In each member state a competent
authority will be set up to carry out the
requirements of the directive and ensure
compliance with the regulations. In the
United Kingdom the competent authority is
the Department of Health's Medical
Devices Directorate.
Once the provisions of the directives have

been implemented all medical devices wher-
ever used must carry the community mark
(CE mark) before they can be marketed. To
obtain this mark, the devices must comply
with a series of essential requirements laid
out in the directives, which state that all
devices must be designated and manufac-
tured so as not to compromise the clinical
condition or safety of the patient or the
health and safety of the user, when utilised
under the conditions and for the purposes
intended. Compliance with these require-
ments will be checked by an independent
certification organisation-the notified
body-before a CE mark can be applied to
any device.

For high-risk devices and those incorpo-
rating a novel feature of new material com-
ing into contact with the human body,
conformity with these requirements must be
based on clinical data. This may be derived
from specific clinical investigations or may
consist of a compilation of relevant scien-
tific reports and an evaluation of these
reports which will take into account long-
term experience with established devices.
As from January 1993 manufacturers

undertaking clinical investigations of new
active implantable medical devices that are
aimed at verifying performance characteris-
tics and undesirable side effects will have to
inform the competent authority at least 60
days before the study is due to begin, sub-
mitting the required documentation for an
assessment to be made and involving rele-
vant members of the Department of Health
and designated external expert assessors.
After this procedure the manufacturer will
be told whether there are any objections to
the investigation proceeding. Clinical inves-
tigations must still be referred to the rele-
vant local research ethics committee for an
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opinion, although the competent authority
has the power to overrule this opinion on

the grounds of public safety.
The Department of Health operates a

voluntary system of user reporting of
device-related adverse incidents. This will
change when the United Kingdom regula-
tions take effect. Manufacturers will then be
required by law to report serious incidents
to the competent authority. Information
about these will be collected and evaluated
centrally and, where necessary, be made
available to other member states. The over-

all aim of the new system will be to improve
the safety of patients, users, and others by
seeking to prevent the same type of serious
incident recurring elsewhere in the EC.

National Forum for Coronary Heart
Disease Prevention
At the recent annual general meeting of the
National Forum for Coronary Heart

Disease Prevention, Desmond Julian was

elected chairman in succession to John
Goodwin, who did not seek re-election after
six years in office. During this time the cli-
mate for the promotion of good cardiovas-
cular health has improved greatly and the
forum was specifically mentioned in Health
of the Nation: A Strategy for Health in
England as providing national leadership in
the prevention of coronary heart disease.

Publications ofinterest to members
Reports of great interest to the future of our
specialty that merit attention and have been
published recently include: The Cardiac
Services Review as part of the London
Review, Health Survey for England 1991
published by the Office of Population
Censuses and Surveys, and The Clinical
Standards Advisory Group Report on Access to
and Availability of Coronary Artery By-pass
Grafting and Coronary Angioplasty. All of

these reports can be obtained from HM
Stationery Office.
The clinical standards advisory group

report, chaired by Sir Terence English,
looked at four regions in the United
Kingdom and shows very significant differ-
ences in the utilisation rate of PTCA and
CABG. Individual district rates in these
regions are listed. It is clear that we have a

considerable way to go before there is
equity of provision of cardiac services to the
population of the United Kingdom as a

whole, but it is encouraging that the govern-

ment has accepted thle need to define
national targets for angioplasty and re-

define the target for CABG.
JOHN PARKER

President, British Cardiac Society

JOHN G F CLELAND
Assistant Secretary, British Cardiac Society,

9 Fitzroy Square,
London WIPSAH
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