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Discussion

CHAIRMAN: Dr Torp is in a unique position of being
able to study the incidence in a city like Malmo, Sweden,
where there is one hospital. Apparently, it is exceedingly
difficult for patients to move from one area to another.
Dr Torp's study is the first of its kind and this gives us an
idea about the incidence of this condition. We all realize
that if a hospital is known to specialize in cardiomyo-
pathies many cases are referred to that hospital, giving a
false impression of the incidence of cardiomyopathies.
When we met on 17th August, 1976, Dr Oakley told us

we would investigate the incidence in Britain. Can she
comment on that?
DR. C. OAKLEY: I wrote to two sources, the first being

the various screening organizations, asking whether we
could follow-up healthy, or presumably healthy people
who have been checked and found to have an abnormal
ECG, either with a non-specific repolarization fault or left
bundle branch block- in which I know Dr Torp and
Dr Kuhn and others have been interested. I was told that
we could have access to the ECGs and go through them,
and that the organizations would themselves like to
collaborate with us. Their own doctors who study the
ECGs would like to collaborate. This would require a
great deal of work, and I have not attempted to do it. We
could make this a project for a research fellow, and this
might prove to be rewarding.
The second possible approach in England would be to

send a questionnaire to general practitioners asking how
many of their patients were thought to suffer from con-
gestive cardiomyopathy. I wrote twice to the President
of the Royal College of General Practitioners but failed
to receive an answer. I will pursue it again.
CHAIRMAN: So we have no information from England.

We can see how difficult the problem is and how valuable
are Dr Torp's figures.
DR W. BECK: How common is cardiomyopathy in

relation to other forms of heart disease in Malmo?
DR A. TORP: As in many other Western countries,

ischaemic heart disease is very much more common than
cardiomyopathy. I will try to give some figures. In
Malmo, out of a total population of about 250 000, there
are about 500 cases of myocardial infarction per annum.
DR BECK: Are there any data about the percentage

cardiomyopathy comprises of the total cardiac pathology
seen? Is it 10%?
DR TORP: No, not as much as 10%, perhaps between

1 and 5%.
DR H. KUHN: If I understood Dr Torp correctly, since

1971 a diagnosis of congestive cardiomyopathy has been
established in fifty-nine cases, and thirty-five cases were
disclosed at post-mortem. That is a large percentage.
Have you any explanation why so many patients have
been diagnosed at post-mortem? We think the diagnosis
can be made satisfactorily while the patients are still
alive.
DR TORP: Of course. I cannot completely explain it.

When Professor Sternby went through the files - I think
Dr Olsen discussed it with him earlier this year - thirty-
five cases were given the diagnosis of congestive cardio-
myopathy at post-mortem. I cannot explain why they
had not been diagnosed previously.
DR KUHN: Of the total fifty-nine patients, nine have

died. In our experience that is a small percentage. Could
I ask Professor Goodwin and Dr Oakley what the
mortality rate is in their experience? Were your patients,
Dr Torp, diagnosed at a very early stage, or how do you
explain the low mortality?
DR TORP: We included in the study many patients

with good heart performance. I have shown no individual
data but the mean figures, for instance, for the cardiac
index and the stroke index were normal. That probably
explains the low mortality.
DR OAKLEY: The prognosis is highly variable even in

patients with well established heart disease. Chance could
play quite a part in the mortality figures of fifty-nine
patients. Although I, too, would have expected more to
die in a 7-year period, a smaller number could easily have
died because more patients did rather well. Also, we have
become increasingly active diagnostically over the years
compared to, say, 10 years ago. We will therefore see a
gradually improving prognosis because we will see
patients who would not previously have been investigated.
Even within our own hospital there are probably many
patients with dilated cardiomyopathy who we may never
see because the feeling of the physician is that the cause
is not known, it is a fatal disorder, the patient is fairly
comfortable, the situation does not seem to be changing
much - and nobody takes much interest.
DR H.-D. BOLTE: Is it known what diagnoses had been

made in the thirty-five patients who were not diagnosed as
congestive cardiomyopathy until after death?
DR TORP: Unfortunately, I cannot answer that

question. Congestive cardiomyopathy was not the cause
of death in most cases - perhaps in a small number
only - the patients dying of malignant disease, for in-
stance.
DR D. HARMJANZ: I was slightly puzzled by the wide

range in the cardiac index. The mean cardiac index was
3-2 - which is normal in our laboratory - the lowest value
was 1-8 and the highest 4-5. Are there some patients with
a high output state?
DR TORP: There was one patient with a high output

state. I should welcome comments as to whether the
diagnosis was correct in some cases. As a measure we
have a mean pulmonary artery wedge pressure exceeding
16 mmHg during exercise, together with other signs of
heart disease such as an enlarged heart and ECG altera-
tions. Is this sufficient to make the diagnosis of congestive
cardiomyopathy? The patient with a cardiac index of 1-8
is still alive, his diagnosis having been made in 1971 or
1972. It is difficult to evaluate the prognosis using the
cardiac index.

copyright.
 on M

ay 17, 2023 by guest. P
rotected by

http://pm
j.bm

j.com
/

P
ostgrad M

ed J: first published as 10.1136/pgm
j.54.633.438 on 1 July 1978. D

ow
nloaded from

 

http://pmj.bmj.com/


Discussion

PROFESSOR J. F. GOODWIN: With regard to the coronary
arteries, is it Dr Torp's experience that they are widely
patent and smooth, that they look extremely good, or
are they about the same as would be found in anyone in
that age group? Have you studied that?
DR TORP: Yes, our radiologists have studied it. There

is an impression that the coronary arteries are wider
than normal in the majority of cases.
CHAIRMAN: That is almost universal, is it not? From a

pathological point of view, the coronary arteries are
usually wide which may be related to muscle mass.
Certainly, atheroma does not seem to be prominent, even
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in older patients. We found in our examination of patho-
logical material, fewer plaques than might be expected
for the patient's age.

PROFESSOR GOODWIN: Presumably, most of us will have
a few plaques, yet probably none of us has congestive
cardiomyopathy.
CHAIRMAN: Yes, I meant narrowing, amounting to

over 50%, is very rare in patients with congestive cardio-
myopathy.

PROFESSOR GOODWIN: There must be a clue somewhere,
if only we knew what it was.
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