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Walking through angina

Many patients know that the amount of physical activity that
provokes angina varies throughout the day. Often relatively
little effort is enough early on-towelling down after a shower
or taking a short walk to the garage or bus stop-whereas later
substantially more vigorous exertion may be undertaken
without provoking pain. This "first effort angina," or
"warming up phenomenon," appears to be related to the less
common variant of "walk through angina," in which a patient
on first experiencing angina is able to continue walking at a
steady pace only for the pain gradually to slacken and
eventually cease. One consequence ofthese variations is that a
patient may be so impressed by the inconsistency ofthe effects
of effort on his pain that he may dismiss the possibility of
angina from his mind and delay seeking medical help.
The warm up phenomenon has been recognised by

clinicians for many years, but its underlying mechanism is
still not clearly understood.' One possibility is that the initial
effort of the day causes vasodilatation and increased coronary
blood flow and that this persists, thus providing an increased
nutritional blood flow to the heart for subsequent activity. If
that were the explanation the increased exercise tolerance
should be linked with increased myocardial oxygen con-
sumption. The latter is usually measured as the product of
heart rate and systolic blood pressure (rate-pressure
product). Early studies suggested that in any particular
patient angina recurred at a particular rate-pressure product
in a highly reproducible way when repeated cardiac stress
was imposed by either exercise or atrial pacing.23 More
recently, however, repeated episodes of stress have been
shown to cause an adaptive process whereby patients either
experience angina at higher rate-pressure products or, where
this is held steady on serial testing, the electrocardiographic
evidence of myocardial ischaemia diminishes.`46 These
observations are compatible with an increased coronary
arterial flow either as a result of persistent vasodilatation or
through the release of pre-existing spasm of the coronary
arteries.7
By no means everyone, however, believes that the adaptive

mechanism is the result of improved myocardial blood
supply. Williams et al recently showed improved tolerance to
serial pacing among a group of patients with angina. When
two periods of atrial pacing were undertaken at the same rate-
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pressure product electrocardiographic evidence of ischaemia
was less on the second occasion.5 Although the consistency of
the rate-pressure product suggested that the overall myo-
cardial oxygen consumption had been similar during both
periods of pacing measurement of local venous blood flow
from the most ischaemic region of the left ventricle showed a
reduction in regional myocardial consumption during the
second period. The authors suggested that this was a result of
progressive impairment of local myocardial contractility
leading to diminished oxygen requirement. They cite as
supporting evidence the observation that cardiac output may
fall among patients with angina with repeated atrial pacing.'
An alternative explanation of the adaptive mechanism is,
therefore, a reduction of myocardial oxygen demand as
opposed to an improved supply. By contrast, Rizi et al
described a patient with walk through angina who had
normal ventricular function at rest but impaired regional and
global function on moderate exercise accompanied by chest
pain; but he could walk through the pain to a higher
workload at which point the pain disappeared and left
ventricular function returned to normal-that is, his myocar-
dial performance improved.9 A further possible mechanism
whereby repeated physical exercise might diminish myocar-
dial oxygen demand could be the effects of musculoskeletal
vasodilatation; this could reduce the left ventricular volume
(another determinant of myocardial oxygen demand).1'

Probably no one mechanism explains the warm up
phenomenon for all patients. The underlying severity of
coronary artery disease, the capacity for vasodilatation, the
degree of collateral development, and the health of the
myocardium must all be important variables in determining
both the presence and the mechanism of an adaptive process.
The existence of the less common walk through angina was
initially challenged" but eventually well documented by
MacAlpin and Kattus. 2 They studied patients experiencing
angina on exercise who were able to maintain their measured
workload with progressive reduction in pain and electro-
cardiographic evidence of myocardial ischaemia. The time
taken to walk through pain was variable, and some patients
required a short rest after the onset of discomfort and were
really examples of the "warm up phenomenon." Patients
showing these adaptive processes to exercise were found to
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benefit from a period of formal exercise training with
substantial improvement in exercise tolerance.

Patients often ask whether it is safe to ignore their angina
and continue exercise. As a general rule the advice should be
never to disregard the warning of myocardial ischaemia and
to either rest or at least reduce the pace ofwalking at the onset
of pain. Even those who have discovered that they are able to
walk through angina should be warned that the phenomenon
is variable, not guaranteed-and certainly no justification for
fighting or ignoring the symptom.
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Data Protection Act and
medical records

A few years ago a bogus orthopaedic surgeon at an NHS
hospital managed to carry out 24 operations before he was
rumbled. When the news broke patients operated on during
his brief reign naturally tried to find out whether or not he
had wielded the knife. But the health authority's legal adviser
refused to pass on the information. "If we had told those 24
patients, sure as fate 24 claims would have come in," he told a
recent conference on medical records. "There were no
untoward effects in any of those cases, and from that day to
this not one of those patients knows."

Attitudes like this are in for a shake up once the Data
Protection Act 1984 comes into full force in November 1987.
Introduced mainly to safeguard British firms with inter-
national interests by allowing us to ratify the Council of
Europe Data Protection Convention (ratifying countries can
refuse to allow personal information to be transferred to
other countries without comparable data protection legisla-
tion, and British computer bureaux process a great deal of
data for overseas customers), the Act covers most sorts of
personal information about individuals held on computers.

It will require "data users"-anyone holding personal
information on computer, which may include health
authorities, general practitioners, private hospitals, and

insurance companies-to register with the Data Protection
Registrar by 10 May 1986.
When the Act becomes fully operational individuals

(known as "data subjects") will be able to apply to a data user
for a copy of the data held on them-which will include any
expression of opinion about them. They will be able to have
incorrect information corrected or erased and may be
compensated if they suffer damage through mistakes or
through loss or destruction or unauthorised disclosure of the
data.
The Act allows the Secretary of State to make orders

exempting some types of data from complete disclosure.
Among these are "personal data consisting of information as
to the physical or mental health of the data subject." But how
should the exemption operate? Should there be no disclosure
of medical records at all or free access, as with most other
types of record-or should there be a halfway house,
information being withheld only when it would not be in the
patient's best interests to divulge?
The third option is the one favoured by the DHSS in its

consultation paper Data Protection Act-Subject Access to
Personal Health Data. The interprofessional working group
on access to personal health information, set up on the
initiative of the British Medical Association in May 1983, also
advocated freer patient access to records with safeguards to
prevent disclosures which might cause harm or distress.

This was the option which initially seemed to appeal to
most of the chairmen of medical records subcommittees and
medical records officers who took part in a meeting on access
to medical records held on 30 September under the auspices
of the Association of Medical Records Officers and the
King's Fund. But by the end of the day a surprising number
of the participants were speaking out in support of un-
restricted access.
The decision to restrict patient access throws up a

dilemma: should the patient be told that information has
been withheld? This might be just as harmful as divulging
the information-ifnot more so. But if the patient is unaware
that something has been held back how would he or she initi-
ate any procedure to review the decision to withhold, which
the Department of Health apparently considers desirable?
The consultation paper suggests an automatic review

obliging the data user to ask for a second opinion whenever
the first opinion opts for keeping data back. That would
mean that when a patient requests access to health authority
records the records would have to be referred to the doctor
who had originated the data (or his successor) for a decision
on whether any data should be withheld. When more than
one health professional was concerned the decision would be
based on the advice of a registered medical practitioner after
consultation with other professionals concerned. Then the
decision might have to be reviewed by an independent health
professional in the same discipline.
Are such complex and expensive procedures really neces-

sary or desirable in a health service already under severe
financial strain? Simple expediency-as well as the trend to
greater openness between doctor and patient-dictates that
withholding data should be kept to a minimum. The depart-
ment recognises that pressure for access to manual health
records will follow once patients are allowed to see their
computerised data. Legislation in many American states
gives patients the right of access to their medical records,
both computerised and manual.
A private member's Bill, the Access to Personal Files Bill,

has been sponsored by the Campaign for Freedom of
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