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"Type B" cardiology
Doctors make work, and work costs money. Costs can be
counted; value is difficult to assess. The appointment of a new
consultant is likely to be an expensive business, and Joy and
Huggett (p 790) have now provided some data which show a
district authority what to expect when it appoints for the
first time a consultant with an interest in cardiology. To what
extent the annual rates of 424 echocardiograms, 305 treadmill
tests, and 275 24-hour electrocardiogram tape-recordings
reported by Joy and Huggett are clinically useful cannot be
judged; but-as they point out-the use of new tests expands
to fill a department's capacity to do them, and specialists are
bound to practise their art. In capital terms, however, the
equipment for these tests is not particularly expensive, and
much more important is the effect the appointment of such a
consultant has on the local demand for invasive investigations
and cardiac surgery.
Though the appointment of a new consultant always changes

referral patterns-and this is particularly likely to be true in
south-east England, where London is close at hand-there
probably will be a real increase in the demand for these
procedures. Joy and Huggett conclude that in their locality
270 open-heart operations per million population are needed
each year, about the same rate as that suggested by the Joint
Cardiology Committee of the Royal College of Physicians
and Surgeons, and similar to that recently calculated as the
requirement of the Trent region. Any district authority
appointing a new consultant with an interest in cardiology
should, therefore, satisfy itself that such a demand can be
met by its regional cardiothoracic centre.
More important, this paper defines clearly the role of the

"type B" cardiologist. Most medical specialties have grown
in response to the development of techniques: for example,
the growth of gastroenterology and the resurgence of chest
medicine have followed the appearance offibreoptic endoscopy.
Type A cardiology appeared with cardiac catheterisation, and
may be defined as the specialty practised by a physician in a
regional centre who deals only with cardiac problems, and
only with patients who have been selected by other physicians.
Type A cardiologists need to be insulated from the hurly-burly
of acute take-in, and from unselected referrals from general
practitioners.
Type B cardiology has appeared with coronary care units,

stress testing, echocardiography, and ambulatory monitoring.
It is for the provision of these techniques and the interpretation
of their results that other physicians look to the type B
cardiologist. With rising standards of care in general practice
many non-acute disorders that would 10 years ago have found
their way to a general physician are now sorted and dealt with
and referred to hospitals only when some fairly well-defined
problem has been identified; this means that the outpatient
work of the physician with an interest in cardiology is bound
mainly to be cardiological. But 80-90% ofthe inpatient medical
work in a district general hospital is unsorted and appears as
an emergency, and any physician who shares an "on-take"
rota still has to be a general physician first and foremost,
even if his outpatient work gradually becomes more limited
in scope. Conversely, since some of the most common disorders
that lead to emergency hospital admissions are cardiovascular,
students and junior doctors need a good education in cardio-
vascular disease-and all physicians in a district general
hospital, whatever their special interest, must be competent
cardiologists. The high proportion of cardiovascular problems
among emergency patients makes nonsense of the suggestion

that a cardiologist is someone who spends 4000 of his time
practising cardiology, but the paper by Joy and Huggett does
not emphasise sufficiently that a type B cardiologist must
spend a lot of his time on general medicine. Nevertheless, a
district general hospital should have a physician with an
interest in cardiology. The main tasks of the type B cardio-
logist, so far as cardiology is concerned, are the selection of
patients for referral to the type A superspecialist and the
follow-up of patients who have had surgery; there should be
no need for type A cardiologists to run follow-up clinics
except perhaps for complex congenital problems and for
patients who need special techniques such as pacemaker
checking.
Once the activities of the type A and B cardiologists have

been clearly identified their training requirements may be
specified. A senior registrar aiming at type A cardiology needs
to spend the whole of his attachment in a regional centre. The
career pyramid implies that few such senior registrars are
needed, and some other way will have to be found for carrying
out the main load of cardiac catheterisation: this might well
form an attractive occupation for doctors working on a sessional
basis with clinical assistant contracts. The aspiring type B
cardiologist needs to do enough cardiac catheterisations under
supervision to know what is entailed and to allow him sensibly
to select patients and to interpret results; he does not need
to acquire the dexterity of the type A. Non-invasive cardio-
logical techniques are easy to learn and do not necessitate
prolonged periods of training in specialist centres; the main
emphasis of training for the type B cardiologist must be in
general medicine. A distressing feature of current appoint-
ments committees is their expectation that applicants for
senior registrar posts in all medical specialties should have
had practical experience as a registrar that will allow them
immediately to carry a heavy service load; this is seldom
appropriate and never less so than for type B cardiology. If
there are too many senior-registrar cardiologists it may be
because over-rigid inspectors for the Joint Committee on
Higher Medical Education have required too much formal
(type A) cardiological training, and have blighted the senior
registrar's prospects for a type B post.
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Serological tests for syphilis
Wassermann introduced his complement-fixation test for the
serological diagnosis of syphilis in 1906. The original antigen
was an extract of syphilitic tissue, but it was later shown that
the active component in the extract was not Treponema
pallidum, as had been thought, but a substance called
cardiolipin, present not only in treponemes but in many
mammalian tissues as well. Anticardiolipin antibodies are
given the rather unsatisfactory name "reagin."
The Wassermann reaction and its later modifications held

the field in serological testing for syphilis for many years, but
when flocculation tests came in they were seen to be easier
and more sensitive for detecting reagin. The Venereal Disease
Research Laboratory test, introduced in 1946, is a flocculation
test in which a mixture of cardiolipin, lecithin, and cholesterol
is allowed to react with the patient's serum; the development
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