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Sarcoid heart disease

Sir,
I read with interest the exchange of letters between
Johnson et al. and Walsh (Br Heart J 1979; 42:
367). I must agree with Walsh that a negative
myocardial biopsy in no way rules out the diagnosis
of sarcoid heart disease. I know of only one positive
biopsy in this country and few elsewhere in the
world. I now have personal detailed knowledge of
about 50 necropsied hearts with sarcoid heart
disease and, knowing the patchy distribution of the
lesions in most cases, I am not surprised at the
negative biopsy and would accept both of Johnson's
patients as cases of sarcoid heart disease until
proved otherwise. We have seen very similar cases
being confirmed at necropsy.
My current criteria for the inclusion of a case in

my continuing study are: (1) cardiac condition
compatible with sarcoidosis; (2) no other explana-
tion for heart disease; (3) positive diagnosis of
sarcoidosis' preferably with histology.
On this basis I would welcome full details of

Johnson et al.'s patients so that I might add them
to our collective experience.

I continue to be surprised at the reluctance to
diagnose sarcoid heart disease even at necropsy,
and a recent case exemplifies this.
A 52-year-old woman, who developed heart

block with cardiomegaly, was paced for 10 months
before death. Skin biopsy was positive for sarcoidosis
and the medical opinion, including my own, was
that this should be regarded as sarcoid heart disease.
When she died suddenly a coroner's necropsy was
carried out. The heart weighed 670 g and, macro-
scopically, there was extensive fibrosis in both
ventricles. It was noted specifically that there was
minimal coronary artery disease and yet the cause
of death was recorded as 'ischaemic heart disease'.
No histological examination was made of the heart,
though the sections of the lungs and lymph nodes
were reported as showing 'tuberculosis'. Review of
sections of lung and spleen by another pathologist
gave the diagnosis of sarcoidosis. I feel, therefore,
that this patient should still be included in my series
as almost certainly a case of sarcoid heart disease.

Short of adequate necropsy examination or
positive myocardial biopsy, it is impossible to be
sure of the diagnosis of sarcoid heart disease. My
collection of cases, however, shows that it is not
rare and yet until our reports there was only a
single case report2 in a United Kingdom journal.
Silverman et al.3 at Johns Hopkins studied 84
necropsy patients with sarcoidosis and reported
that in at least 25 per cent there was myocardial
involvement. The true incidence is probably higher.4

It has been reported by Kinney et al.5 that
thallium myocardial perfusion scanning is of value
in assessing sarcoid disease of the heart and we
suggest that this should be added to 24-hour
electrocardiographic monitoring, echocardiography,
and possibly the estimation of angiotensin con-
verting enzyme in the investigation of these patients.

I do not intend to venture an opinion on the
difficult question of treatment, to which I referred
at the British Cardiac Society Meeting in 1978, but,
like Walsh, I hope that the long-term follow-up of
a collection of all possible cases will eventually give
us more information about this.

Hugh A Fleming,
Papworth Hospital,
Papworth Everard,
Cambridge.
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