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instrument for serving the health needs of humanity. In his
onerous task he h-as had the constant support of the deputy
director-general, Dr. Pierre Dorolle, of France, who has
served the W.H.O. in the same capacity under two directors-
general since 1950. Dorolle also relinquishes his office this
year, having been for almost a quarter of a century a veri-
tajble tower of strength for the W.H.O., bringing to bear
his penetrating intellect and power of decision on a multi-
tude of problems great or small. At the Twenty-sixth
World Health Assembly, which opened on 7 May, regret
at the dissolution of this fruitful partnership was widespread,
and delegates of all political persuasions paid unreserved
tribute to the quality of Candau's leadership. The chief de-
legate of the United Kingdom, Sir George Godber, endors-
ing the encomia of previous speakers, added that "Marcolino
Candau and Pierre Dorolle, who both leave us so soon, have
each personally won the respect and affection of every one
of us who have represented our countries at any of these
last twenty Assemblies."
The many nations represented at the World Health

Assembly had the wisdom to elect as Candau's successor one
who has had many years of experience of the organization,
both in the field and at headquarters, in the person of Dr.
Halfdan Mahler, of Denmark. Mahler's long international
experience will doubtless be a priceless asset in enabling
him to live up to the high standards set by his predecessors,
and we wish him all success in his complex and exacting
task. As for Candau and Dorolle, we can only hope that they
will continue, in one way or another, to contribute to the
cause to which they have so effectively devoted so much of
their lives.

The Cardiomyopathies
At a recent symposium in London the International Society
of Cardiology reviewed the present state of knowledge of the
cardiomyopathies1 and drew attention to issues which remain
contentious. Cardiomyopathies are literally diseases of heart
muscle, and despite considerable argument about definitions
and classifications there are two main clinical problems in
the developed countries-congestive cardiomyopathy and
hypertrophic cardiomyopathy.2 The evidence suggests t-hat
these are separate entities and that congestive cardiomyo-
pathy represents the end stage of a wide range of disorders.
The hypertrophic cardiomyopathies have received consider-
able attention,3 and the symposium was particularly con-
cerned with the large heart of unknown aetiology usually
presenting in congestive cardiac failure.

Clinical, functional, pathological, and aetiological classi-
fications of cardiac myopathies are all to be found, and the
clinician has long had to struggle to sort his way through
the semantic confusion. Dr. Celia Oakley suggested that the
term cardiomyopathy should be reserved for "heart muscle
disorder of unknown cause or association," while heart
muscle disease of known cause and association should be
specfically designated-for example, sarcoid heart disease,
amyloid heart disease, and so on. The proposed classifica-
tion is a functional one; "systolic pump failure" replacing
"congestive cardiomyopathy" and "diastolic compliance fail-
ure" replacing "hypertrophic cardiomyopathy." These terms
provide a clinical and haemodynamic classification for which

there are pathological counterparts, and indeed all secondary
cardiomyopathies produce systolic pump failure. Despite the
logical appeal of the classification, the term "congestive car-
diomyopathy" will probably remain in use, and owing to the
pathologist's view of classification, noted by Dr. A. Pomer-
ance, the "secondary cardiomyopathies" are almost certainly
here to stay.

For the pathologist confronted with a large heart at nec-
ropsy the problem of classification can be extremely diffi-
cult. The term "idiopathic cardiomegaly" is used to describe
the large heart, heavy in relationship to body weight, for
which no cause can be found at necropsy.4 Most cases of
idiopathic cardiomegaly present as congestive cardiomyo-
pathy, but not all patients with congestive cardiomyopathy
(systolic pump failure) have an idiopathic cardiomegaly. Be-
fore making a diagnosis of idiopathic cardiomegaly in a heart
showing bilateral dilatation and hypertrophy, the pathologist
has to exclude pre-existing hypertension, vascular shunts,
obstructive lesions, severe anaemia, and ischaemic heart
disease. On microscopy disorders such as myocarditis, haemo-
chromatosis, and amyloid can be excluded, and Dr. E. G. J.
Olsen observed that hypertrophic cardiomyopathy has a
characteristic histological appearance and can be diagnosed
with a high degree of accuracy. Of all these differential diag-
noses perhaps the most controversial at the present time is
that of hypertension.

In this symposium two pathologists (Professor M. Hutt
and Dr. Olsen) explored the relationship between hyperten-
sion, hypertrophy, and dilatation. A discrepancy often exists
between the clinical and functional estimates of disease (e.g.,
high blood pressure) and the pathological findings (hyper-
trophy and dilatation). In the absence of clinical information
about previous hypertension the ultimate diagnosis on a
patient with a di-lated and hypertrophied heart at necropsy
could be either idiopathic cardiomegaly or a dilated hyper-
tensive heart. In the former case a myocardial lesion results
in cardiac dilatation, with a resulting increase in muscle
tension and cardiac hypertrophy. In the latter case there
may have been longstanding and undiagnosed hypertensive
cardiac disease, in which initial hypertrophy has been suc-
ceeded by gross dilatation.
Uganda Africans with severe essential hypertension but

free of coronary atherosclerosis may continue for many years
without developing cardiac failure, and Dr. J. M. Fowler
told the symposium that cardiac failure in African hyperten-
sives is rare in association with normal renal function. This
situation is not as unusual as it may at first seem, and in a
study of heart failure in hypertensives in London a decade
ago the same conclusion was reached.5 The evidence from
Europe and Africa suggests that failure is rarely a simple
response to prolonged pressure load: the situation must
usually be complicated in some additional way.
Some patients admitted to hospital with heart failure have

a raised iblood pressure which subsides to normal as
the patient improves on specific treatment or on bed rest
alone. This has been called "Sahli's Hochdrukstauung"6 and
also reactive hypertension.7 In some patients this hyperten-
sion persists or recurs, and because of the frequent associa-
tion between congestive cardiomyopathy and a raised blood
pressure it has been suggested that most cases of idiopathic
cardiomegaly diagnosed by the pathologist are a form of
hypertensive heart disease in which the initiating hyperten-
sion has been clinically mild or has disappeared. And so to
the great debate of the symposium, in which Dr. Celia
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Oakley proposed "that congestive cardiomypathy is really
hypertensive heart disease in disguise." When the heart is
inappropriately large or the electrocardiogram indicates
inappropriately advanced left ventricular hyperitrophy for
the observed level of blood pressure, the question is often
raised whether there is something wrong with the left ven-
tricle (perhaps idiopathic cardiomegaly) as well as hyper-
tension. Dr. Oakley conceives of a spectrum of response to
high blood pressure and suggests that the patients with in-
appropriate cardiomegaly or electrocardiographic changes
have hyper-tensive heart disease, but that their left ventri-
cles have become too defunct to produce hypertension. In
congestive cardiomyopathy "the disease is really in the peri-
pheral arterial tree and not primarily within the myocar-
dium." Support for this concept came from Dr. I. Brocking-
ton, who described post-partum heart failure and heart
muscle disease as seen in Nigeria. In both of these conditions
he thought it likely that the patients had been hypertensive
in the past and that the blood pressure had fallen when they
went into acute heart failure or chronic decompensation.8

Professor John Goodwin, opposing the motion, produced
evidence to show that, in congestive cardiomyopathy, dilata-
tion due to myocardial damage is the cause of the hyper-
trophy and heart failure, rather than the reverse, as in hyper-
tensive heart failure. The initial insult to the myocardium
damages the ventricle, which then dilates; there is a rela-
tively poor response to hypertrophy, and relentless conges-
tive cardiac failure ensues.9 The development of hyper-
trophy in congestive cardiomyopathy is, if anything, a
favourable feature and appears to be associated, in man and
in experimental animals, with a better prognosis. In his
experience most patients with congestive cardiomyopathy
have never been hypertensive, but he conceded that there
were a few in whom hypertension could have provided the
background for their congestive cardiomyopathy.

Epidemiological studies from rural Jamaica, reported by
Dr. W. E. Miall, illustrate an unusual situation in a popula-
tion where hypertension and unexplained cardiomegaly are
both encountered but where coronary artery disease is not
usually severe and myocardial infarction is relatively rare.10
Though common, hypertension accounted only for half of
those cases with electrocardiographic evidence of myocardial
damage. Myocardial hypertrophy, unexplained by hyperten-
sion or valvular heart disease, was found in many of the
remaining cases. Over a 5-year period of observation the
electrocardiograph patterns suggesting ischaemia tended to
progress from a lesser to a more severe grade of abnor-
mality, and this progression was greater in men than in
women, and greater in hypertensives than normotensives.
Electrocardiographic studies after submaximal exercise have
not shown the changes associated with ischaemic heart
disease.'1
The necropsy experience reported from the Jamaican

epidemiological studies suggest that the electrocardiographic
abnormalities found in this community are not reflecting a
single underlying disorder but a variety of disorders, includ-
ing coronary heart disease, hypertension, and post-myocardi-
tis cardiomyopathy as well as primary myocardial disease.

In some cases cardiomyopathy is a direct consequence
of a previous myocarditis. Dr. Walter Somerville described
a series of cases illustrating that acute myocarditis may be
fatal or resolve completely or incompletely, the latter out-
come resulting in a wide spectrum of clinical conditions
commonly designated as cardiomyopathies. Studies in Swe-
den (Professor E. Bengttson) support this concept and show

that 5 years after acute myocarditis about 30% of patients
still had signs of cardiac abnormality, almost all subclinical.
While every known organism appears at one time or another
to have produced a myocarditis, viruses in particular have
been blamed, especially the enteroviruses. The Coxsackie vir-
uses are well established as a cause of acute carditis and in
a review of material studied in the Regional Virus Labora-
tory, Glasgow, Professor Grist emphasized the predomin-
ance of Coxsackie group B Coxsackie viruses and other en-
teroviruses spread in the same way as polioviruses. They
might therefore be expected to share the ecological change
whereby more primary infections are to be expected in older
people than a few decades ago. So it is possible that entero-
viral heart disease of adults is increasing in the developing
countries.
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Prognosis of Acute Renal
Failure
Ten years after the artificial kidney was introduced into
clinical practice, R. C. Swann and J. P. Merrill' gave the first
comprehensive account of its use in the treatment of acute
renal failure in a paper that has become one of the great land-
marks of nephrology. In this early Boston series, of about
100 cases, the mortality rate was 50%, and it is a constant
source of chagrin to subsequent authors that they can sel-
dom claim a significantly lower mortality.2 In a recent report
A. C. Kennedy and his colleagues,3 of Glasgow, describe
their experience with 251 patients treated between 1961 and
1971. The overall mortality was 44%, but with increasing
experience and skill they found that the mortality rate, far
from falling, had actually risen from 35% to 50%. Their
paper explores the reasons for this continuing high mortality
in detail.
The first fact that emerges is that this series, like nearly

all published series, is adversely selected. Only the patients
actually admitted to the renal unit are included, while "a
large number of patients with acute reversible renal failure
of lesser severity managed in other units . . . or in neigh-
bouring hospitals" were excluded. N. Alwall4 noted the effect
of such a selection policy on his results at Lund in 1964. As
his pupils were appointed to surrounding hospitals they fil-
tered out the easier cases. Selection factors and admission
policies vary so much between renal units that any com-
parison between published results is highly fallible.
A second important observation is the decline in the num-

ber of obstetric cases. In a similar analysis from Newcastle
upon Tyne,s this was shown to be the most important factor
in maintaining the overall mortality rate. Survival rate in this
group has always been high since the introduction of the
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