ANNALES

SOCIETATIS SCIENTIARUM
FZAROENSIS

Supplementum

No. XVII. 1992

Parts of Faroese
Neuroepidemiology

Poul Joensen

FOROYA FRODSKAPARFEL AG TORSHAVN




ANNALES SOCIETATIS SCIENTIARUM
FAROENSIS

SUPPLEMENTUM
No. XVII. 1992

Parts of Faroese
Neuroepidemiology

Poul Joensen

FOROYA FRODSKAPARFELAG
TORSHAVN



From the Department of Medicine, and the EEG Laboratory
Landssjikrahiisid
Torshavn, Faroe Islands

Parts of Faroese Neuroepidemiology

By
Poul Joensen




Lzknadeild Haskéla fslands
hefur 4 fundi sinum 26. september 1991
sampykkt ad taka ritgerd pessa gilda til doktorsprofs.

Gunnar Gudmundsson
deildarforseti



CONTENTS

| 1SS U U 7
Some facts about the country and its population .........ccooioiiiiiiiiiiiiiiiii e 8
| s L (T T () S DY 10
Incidence of primary intracranial tumors on the Faroe Islands during the period 1962-1975...... 11
Incidence of stroke on the Faroes during the period 1962-1975 .........ccoiiiiiiiiiiiiiniiiinn, 13
Incidence of subarachnoid haemorrhage on the Faroes during the period 1962-1975 ............ 16
Incidence and prevalence of epilepcy on the Faroes during the pericd 1970-1980.................. 19
Lo 72N 5] Tc) 1 T | O O PP TT 23
111011 O 25
Samandrdttur........ooevvvenennnns PP PP PUT N 27
LU e (11 SO RTTTRP PP 29

|1 3E (=) 1ol DR 31



PREFACE

The studies to be reported in this paper were carried out from the autumn of 1975
to december 1980.

Permission to collect and use material from the various hospital departments was given by
the heads of the respective dapartments. The permission to use information from the documents of

the Faroese Accident Insurance Council was given by the Faroese judge.

My wife, Asa, has been helpful in collecting data and has done the secretarial work in connection
with the paper.

The translation of the summary from Faroese into Icelandic was done by Magnus Snadal, M.A.,
Senior Lecturer, and the linguistic revision of the Faroese summary by J6hannes av Skardi,

honorary Ph.D., former High School Principal.

Linguistic revision by Anna la Cour, née Claessen.

Velbastadur, February 1991,

Poul Joensen

To my wife, Asa



SOME FACTS ABOUT THE COUNTRY

AND ITS POPULATION

The Faroes are situated around 62° northern latitude and
6-7° western longitude. The population is believed to
descend from Norwegians and Celts who settled on the
islands in the late 9th century A.D., at the time of
settlement in Iceland. To what extent other ethnic groups
have moved to the islands and thus make up part of the
present Faroese population is unknown, but an-
thropological investigations indicate that on the whole
the Faroese population bears most resemblance to
Icelanders (Suter et al. 1979).

Real growth of the population does not appear to have
taken place until the beginning of the 19th century.
From 1860 to 1901 the population increased from 8,922
to 15,301 (Féroyar [ and IT 1958). In January 1962 it
was 35,748 (Statistical Yearbook 1963), and in Decem-
ber 1980 43,609 (Statistical Yearbook 1983).

From the beginning of the investigations presented
here and until they were concluded, the population in-
creased by 8000 persons (Yearbook for the Faroes 1960-
84). This growth is due chiefly to an increase in the local
population, not to immigration. People who move from
and to the Faroes are mostly Faroese moving to and
from Denmark. The number of people moving to the is-
lands from other countries is on the whole negligible.
For instance, it was apparent from the 1977 census
(Yearbook for the Faroes 1980) that of the total
population domiciled on the Faroes only 2,429 were
born outside the Faroe Islands. Among them 1828 were
born in Denmark and 105 in Greenland.

In 1977 47.5% were females and 52.4% males. The
greatest surplus of men was in the age groups up to 40
years, but right up to the age of 65 there was a majority
of males.

During the period 1971-74 the mean life expectancy
was 72.4 years for males and 76.7 years for females.
From 1966-80 the number of liveborn infants decreased
from 967-725 per annum.

In December 1681 12,800 of the 44,070 inhabitants
were domiciled in Térshavn, the remainder in villages
having populations of 1000-4,800. The population in-
crease per 1000 persons was in 1966: 18.7 and in 1980:
9.5 per annum (Yearbook for the Faroes 1982). In 1977
the working population consisted of 73% men and 27%
women. From 1966 to 1977 the population over 65
years of age has grown from 8.5% to 9.7% of the total.

The Faroese population is a young one. In 1980, for
example, 37.4% of the population was under 20 years of
age, 14.7% over the age of 60. In some neighbouring
countries the figures were: In Greenland 41.8% under 20
and only 5.5% over 60. In Denmark 28.6% under 20 and
19.5% over 60. In Iceland the figures are on a level with
those applying to the Faroes (Demographic Yearbook
1981).

The most common causes of death on the Faroe Is-
lands are like those in the Scandinavian countries: 22%
die of malignant diseases, 35% of coronary arterial and
coronary diseases, and 1% of cerebrovascular diseases
(Ellefsen and Ellefsen 1979).




The material published in the present paper is a survey and discussion of the foll-
owing articles already published:

1. Joensen P: Incidence of primary intracranial neoplasms in an isolated population (the
Faroese) during the period 1962-1975. Acta Neurol. Scand. 64: 74-78, 1981.

2. Joensen P: Stroke in an Isolated Population. Incidence on the Faroes during 1962-
1975. Acta Med. Scand. 212: 309-311, 1982,

3. Joensen P: Subarachnoid Hemorrhage in an Isolated Population. Incidence on the
Faroes During the Period 1962-1975. Stroke Vol. 15, No. 3; 438-440, 1984,

4. Joensen P. Prevalence, Incidence, and Classification of Epilepsy on the Faroes. Acta
Neurol. Scand. 74; 150-135, 1986.



INTRODUCTION

The studies reported here were started in 1975. Their
object was to investigate the incidence of the most
common neurclogical diseases on the Faroe Islands.

These diseases are: Cerebrovascular diseases, i.e.
cerebral infarct, intracerebral bileeding, subarachnoid
bleeding, intracranial neoplasms, and epilepsy.

The Faroes must be considered well-suited for ep-
idemiological studies, having a well-delimited and well-
defined population which is fairly stable as regards
immigration and emigration. Moreover, it is an eth-
nically uniform population group, as demonstrated by
anthropological studies (Suter et al. 1979). There are
favourable possibilities of following the various persons
up, as in most cases they can be found, either by enquir-
ing at the National Registry, from family or others who
have been in touch with him/her. Thus, there is always a
chance of obtaining information about these persons’
present status, and also of knowing whether they have
been alive on a given date.

The reason why the studies comprise the period from
1962 and onwards is that a department of internal med-
icine was established at Landssjlikrahisid in Térshavn
(The National Hospital in Térshavn), and from then on
the diseases in question have been accurately diagnosed.
Accurate recording of the admitted patients was also
started from that time.

The hospital service in 1979: The National Hospital in
Térshavn had 294 beds and admitted patients from an
area with 30,000 inhabitants (Ellefsen and Ellefsen
1979). In addition, patients were admitted to the
National Hospital from the regions served by the other
two hospitals, viz. Suduroyar Sjikrahis in Tvdroyri and
Klaksvikar Sjikrahis in Klaksvik. Each of these
hospitals serves a population of around 6,000 people.
Patients suffering from neurological diseases are usually
admitted to the National Hospital in Térshavn,

Since 1970 an adviser in neurclogy has been attached
to this hospital. Several sources have been used to
succeed in finding patients who might have one of the
diseases which are the subject of the study. All three
Faroese hospitals have a diagnostic file and a register in
which all admissions are recorded. In addition to name
and birth date this register includes diagnosis at ad-
mission and at discharge. The diagnostic files and the
registers were perused by the author in the search for
patients having the named neurological diseases.

All documents relating to applications for disability
pension or early retirement pension, viz application and
medical reports, are kept in a file at the Faroese Accident
Insurance Council. All the physicians’ statements in
these files, from 1939 to 1975, were perused by the pre-
sent author, and all patients with neurological diseases
were picked out. Thereupon, the case records from the
hospitals were obtained, either from the National Hospi-
tal in Térshavn or from the neuromedical or neurosur-
gical departments of Rigshospitalet (University of
Copenhagen), to establish with certainty the nature of
the disease. Copies of death certificates issued on the
Faroes during the period 1962 to 1980 are filed at the
National Hospital. All these death certificates were peru-
sed, and a record was made of which patients had the di-
agnoses: stroke, cerebral infarct, intracerebral haemorr-
hage, subarchnoid haemorrhage or intracranial neoplasm
on the death certificate. The case records for these pati-
ents were obtained, and accurate data about which disea-
se was concerned were recorded.

Since 1970 the National Hospital has kept a local reg-
ister including a card for each patient who had cancer.
All these cards were perused in the search for patients
having intracranial neoplasm. For these patients the case
records were obtained, either from the National Hospital
in Térshavan or from Rigshospitalet, Copenhagen, in
order to arrive at accurate information regarding the
exact diagnosis. Since 1970 the National Hospital,
Tdérshavn has had a laboratory for electroencephalo-
graphic tracings. When this examination has been
carried out a card with the patient’s name and birth date
is filed. In addition a brief history is given, in particular
about the type of seizures the patient has had. After all
these cards had been perused the patient’s name and
birth dateas well as the type of seizures were recorded.
Then, the case records were picked out to be able to as-
certain whether the patient had epilepsy. One part of the
study was to find out which persons with Faroese names
had been admitted to the neurological and neurosurgical
departments of Rigshospitalet, Copenhagen, the case
records were obtained to ascertain which diseases they
had, and a record was made of the patients admitted with
stroke, epilepsy or intracranial neoplasm.




INCIDENCE OF PRIMARY INTRACRANIAL
TUMOURS ON THE FAROE ISLANDS
DURING THE PERIOD 1962-1975

Up to 1955 intracranial neoplasms on the Faroe Islands
were recorded only from death certificates (Causes of
Death in the Kingdom of Denmark 1955-59). As stated
in a paper by Sanna Dahl (Niclasen Dahl 1966) Den-
mark has from 1942 and Iceland from 1934 had cancer
registries for the recording of all cases of cancer.

R.K. Rasmussen, in the medical district of Eidi, made
the first attempt to record cancer on the Farces (Rasmus-
sen 1954), and for the period 1955-59, a survey on
cancer as a cause of death on the Faroe Islands was
written by Niclasen Dahl (1966).

Eight cases from the named period were found to be
intracranial neoplasms.

The incidence of primary intracranial tumours has
been from about 13 in 100,000 annually in the USA
(Percy et al. 1972) to about 10 in most European studies.
An American incidence study (Walker et al. 1985)
comprising, 1,060 intracranial neoplasms demonstrated
that metastases were equally commmon as primary
intracranial tumours. The risk of developing an
intracranial neoplasm was lowest at the age of 10 years,
increasing up to the age of 60, whereupen it remained
constant or decreasing for the over-60 age groups.
About half the diagnosed primary intracranial neoplasm
were gliomas. Medulloblastoma and cerebellar
astrocytoma were neoplasms characteristic of childhood
and youth. Glioblastoma, neurinoma, and meningioma
showed an increasing incidence with advancing age.

It was also demonstrated by the study that men had a
higher incidence than women, 8.5 and 7.9 respectively
per 100,000 annually.

Previously the incidence of primary intracranial
neoplasms on the Faroes had not been studied. The
object of the present study was to establish the
frequency of primary intracranial neoplasms on the
Faroes during the period lst January - 31st December
1975,

Material and Method

Primary intracranial neoplasms are tumours arising from
the tissues within the skull, i.e. from the cerbral tissue,
meninges, cranial nerves, or the pituitary gland. Neo-
plasms arising from the orbit, middle ear, nose and
pharynx, or from muscles, bones, and cartilage in the
skull were not included.

On the other hand, craniopharyngiomas and dermoid

cysts as well as pituitary neoplasms were included, as in
the Icelandic study by Gudmundsson (1970).

In the search for persons having intracranial neo-
plasms, all applications for disability pension and early
retirement pension were perused, and so was the local
cancer registry at the National Hospital in T6rshavn.

The diagnostic files of the three Faroese hospitals
were searched, and the names of persons that might be
considered to have had intracranial neoplasms were
recorded. During the period in question persons suspect-
ed of having an intracranial neoplasm were referred for
further examination, and possible treatment, to the neur-
ological or neurosurgical departments of Rigshospitalet,
Copenhagen. Its case records were perused to ascertain
whether the diagnostic criteria had been fulfilled.

All death certificates from the period 1962-75 were
perused, and the National Registry on the Faroe Islands
as well as the general practitioners were asked which of
the persons concerned were alive on Dec. 31st 1975. As
for persons who had died, it had been recorded when
death occurred in relation to the onset of the disease. All
the cases included in the present material had been
verified histologically with the exception of a pituitary
tumour which had been diagnosed by CT scanning.

Only patients whose diagnosis had been made in vivo
during the period January 1962 - Dec. 1975 were inclu-
ded in the material. Secondary neoplasms were exclu-
ded. If it was not quite clear from the case record
whether or not there was a predisposition to neurclogical
diseases in the immediate family, parents and children of
the patients with primary intracranial neoplasm were
asked about similar cases in the family. In the perusal of
the case records the author has also counted how many
of the patients had epilepsy.

Histological specimens had most often been tissue
removed directly from the brain, during operation or at
autopsy.

Result

Among the Faroese population, mean 38,523 during the
period 1962-75, there were 52 cases of primary
intracranial neoplasm (35 in men and 17 in women). 35
of them were diagnosed as gliomas (6 atypical gliomas,
12 astrocytomas, 7 glioblastomas, 3 medulloblastomas, 4
ependymomas, and 3 oligodendrogliomas), 7 as men-
ingtomas, 5 as pituitary adenomas, 3 as craniopharyngi-



omas, and 2 as acoustic neurinomas. The annual
incidence was 9.9 in 100,000 (7.5-12.8), confidence
limit at 95%).

The Faroese incidence is higher than the 7.8 per
100,000 found in the Icelandic study (Gudmundsson
1970) which comprised the period 1954-63, but the
difference is not statistically significant (p > 0.0.5). On
the Faroes the incidence was also significantly higher
(p < 0.0.5) than that of 5.3 found in Carlisle, England,
during the period 1955-61 (Brewis et. al. 1966). In Israel
too there has been a significantly lower (p < 0.0.5) find-
ing, viz. 7.3 for the period 1960-64 (Cohen and Modan
1968). A higher incidence has been found in Gothen-
burg, Sweden, viz. 11.4 for the period 1957-59 (Gonzal-
es 1964), but this difference is not significant (p > 0.03).
In Rochester, Minnesota, the incidence has proved signi-
ficantly higher (p < 0.05), viz. 12.6 for the period 1933-
68 (Percy et al. 1972).

In the age group 0-9 years the incidence of intracranial
primary neoplasms was distinctly higher (p< 0.05) than
found in Iceland, viz. 8.5 on the Faroes against 2.9 in
Iceland (Gudmundsson 1970), but the difference in this
age group did not diverge significantly (> 0.05) from
that found in the British study, viz. 5.3 (Brewis et al.
1966).

In contrast to the Icelandic study (Gudmundsson
1970) and the one in Rochester, Minnesota (Percy et al.
1972), the present investigation did not show an in-
creasing incidence with advancing age, and also not for
the age groups over 60 { Table 1).

The present study revealed a significantly higher
incidence (p < 0.05) of primary intracranial neoplasms
in men than in women.

A familial accumulation of cases was not found.

Nineteen patients had epilepsy and 4 possibly had epi-
lepsy.

34 patients had supratentorial and 18 infratentorial
neoplasms.

17 of the intracranial neoplasms were extracerebral
and 35 intracerebral.

The mean 5-year survival time with extracerebral
neoplasms was 62%, for intracerebral ones 31%, mean
survival time 60%.

Table . Primary infracranial neoplasms diagnosed clinically 1962
through 1975. Rate of incidence in age groups

Mean Total No. Age-specific

Age population of cases  incidence rate
0- 9 years 8,436 10 8.5 ( 4.0-15.5)
10-19 years 7,474 2 20( 0.3~ 7.2)"
20-29 years 5,239 4 56( 1.5-14.0)"
30-39 years 4,469 5 8.0 { 2.5-18.0}y
4049 years 4,546 10 18.7 ( 7.7-29.3)"
50-53 years 3,698 12 23.1 (12.0-40.3)"
60-69 years 2,504 7 19.9( 7.8-40.1)"
70— years 2,159 2 6.6 { 0.8-23.0)"
All ages 38,523 52 8.9(7.5-12.8)

* §5% confidence limits for rate.
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Discussion

Among the well-defined and well-delimited Faroese
population the incidence of primary intracranial neo-
plasm proved to be 9.9 per 100,000 persons per annum.
This rate was found by investigating all available
sources giving information about persons who had had
symptoms or diseases which might indicate intracranial
neoplasm. It is concluded, therefore, that all diagnosed
cases have been included in the present study. In Car-
lisle, England (Brewis et. al. 1966} and in Israel (Cohen
and Modan 1968) the reported incidence is lower than
on the Faroes, while in Rochester, Minnesota, higher
rates have been found (Percy et al. 1972). The latter stu-
dy, however, included also cases in which the diagnosis
had been made at autopsy, without the patient having
had any symptoms indicating intracranial neoplasm
during life. In 2 more recent American inivestigation
Walker et al. (1985) found a lower rate, viz. 8.3 in
100,000, than that reported from Rochester, The finding
of a high incidence in the age groups from 0-9 years
may be due to the small numbers involved, so that it
may be a purely statistical phenomenon.

Provided that the ratio primary to secondary
intracranial neoplasm is the same on the Faroe Islands as
in the USA (Walker et al. 19835), the incidence of
intracranial metastases in persons having cancer not af-
fecting the central nervous system is 10 in 100,000 per-
sons annually. If so, there appear to be 10 cases of
intracranial neoplasm annually on the Faroes, viz. 5
primary and 3 secondary. The present study did not
show an increased incidence in the over-60 age range as
has been found in Rochester (Percy et al. 1972} and in
Iceland (Gudmundsson 1970).

Walker et al. (1985) found that in USA the incidence
rose from childhood up to the age of 55-64, then
remained constant until the age of 73, but thereafter
decreased. The findings in the present study were ap-
proximately the same, viz. the highest incidence in the
age range 50-69. It must be borne in mind, however, that
the present material has only 9 cases above the age of
60. This small number may be partly responsible for the
result differing from those reported e.g. from Iceland
{Gudmundsson 1970).

Survival rate, type of intracranial neoplasm, and the
incidence of epilepsy were included in the present study
to make it as complete as possible. Again, these figures
are not comparable with those reported from elsewhere
because of the small numbers involved.

The conclusion is that each year about 5 persons
develop a primary intracranial neoplasm.

It is important to note also that the survival rate is fair-
ly favourable. For instance, the 5-year survival rate with
extracerebral neoplasms is 82%. It is worthy of note that
the incidence is of a magnitude which calls for attention
to intracranial neoplasm when a person on the Faroes
complains of e.g. headaches, epilepsy, or focal sensory
or motor neurological deficits.




INCIDENCE OF STROKE ON THE FAROES
DURING THE PERIOD 1962-1975

The second most common cause of death on the Faroes
is cerebrovascular disease (Statistical Yearbook 1962-
1975;.

A prospective study from many countries planned by
the WHO (Aho et al. 1980) showed that these diseases
are of great social significance. Only 10% of those af-
fected by such diseases were still working 3 months
after the onset. One year after onset 20% had gone back
to work. In other words, around 80% of the survivors are
in need of disability pension or early retirement pension.
Most of the investigations included in the WHO project
disclosed that more than half of the victims were under
65 years of age and consequently in the working age.

Studies on stroke have been carried out int. al. in Den-
mark, Sweden, Finland, and Japan, and they have shown
listle difference in the incidence between the countries.
The excecptions were Finland and Japan, where the
incidence of stroke was higher than in the other
countries included in the project.

Incidentally, it was revealed by the WHO multicentre
study that people who have a stroke are often already
suffering from other diseases. 7% had a history of cardi-
ac infarct and arcund 30% of other cardiac diseases.
About half the patients had hypertension and about 10%
diabetes. Only 36% of the younger patients had none of
the named diseases. The annual incidence in Europe was
200-250 per 100,000 persons. Of all those having a
stroke 48% had succumbed within one year, but in this
respect there was a marked age difference. In the age
group 55-64, for instance, 65% were alive after one year,
and among those younger the | year survival rate was
even higher. Among the survivors 62% were able to
attend to their personal needs, and only 9% were com-
pletely unable to do so. 20% had gone back to work
{Aho et al. 1980).

As is apparent from the above, findings elsewhere
have demonstrated that stroke is an important disease,
socially as well as socio-economically.

The present study was undertaken to ascertain how
many persons in the younger age groups of the Faroese
population develop these diseases. Another object was to
find out whether the incidence of stroke on the Faroes
differed from the findings in other couniries.

According to previous investigations, the Faroese
population has dietary habits differing from those in
Scandinavia and Western Europe (Vestergaard and

Zachariassen 1987). In a study from 1961 the serum
cholesterol level on the Faroes was around 199 mg/100
mi which is about 20-30 mg lower than in a Danish stu-
dy testing the serum cholesterol among 2000 Danish
blood donors in the Bispebjerg Hospital, Copenhagen
(B. Jensen 1961).

Method and Material

Stroke has been defined as a clinical condition of focal
or global changes in cerebral activity, leading to death or
to a long-lasting condition, beyond 24 hours, and which
cannot be attributed to causes other than vascular. As
regards global changes, they usually consist in a reduced
intensity of consciousness, and in that event there is
generally a question of subarachnoid haemorrhage.

During the period under study such persons, if over 65
years of age, were often not hospitalized and also did not
apply for disability pension or early retirement pension.
It was, therefore, impossible to achieve reliable collec-
tion and registration of cases occurring in persons over
65. Frequently, the only information about a stroke was
from the death certificate. This is not considered to af-
ford reliable or complete data. Accordingly, the present
study was restricted to the age groups up to 65 years. In
this connection it must be mentioned that previously it
has been demonstrated that only 60% of the strokes
recorded in a given population mass are listed on the
death certificates, either as the direct or as a contributory
cause of death (Matsumoto et al. 1973).

Conversely, according to Whisnant (1984) the cause
of death is often interpreted as a stroke, if a person loses
consciousness and dies shortly after, whereas in fact a
myocardial infarct has frequently been responsible.

To find persons who had had cerebrovascular diseases
all death certificates from the period 1960-1975 were
perused. So were all applications for disability pension
and early retirement pension, The diagnostic files of the
three Faroese hospitals were perused in the search for
the following diagnoses: stroke, non-specific
cerebrovascular disease, cerebral hasmorrhage, transient
cerebral ischaemia, cerebral embolism, and sub-
arachnoid hacmorrhage. Case records with the diagnoses
multiple sclerosis and intracranial neoplasm were also
perused to make sure that the patient had really been
suffering from these diseases, and not from the sequelae
to stroke. During the review it was secured that the
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diagnostic criteria of stroke had been fulfilled. In 6 cases
the patient had died before admission, and if so the di-
agnosis was derived from the death certificate. In the
case of all persons included in the study, the diagnosis
had been made in vivo. In retrospect, it could not be
established whether there had been a question of
haemorrhage or infarct in the brain. In persons with
subarachnoid haemorrhage the spinal fluid tap or autop-
sy had shown the spinal fluid to be xanthochromic or
bloody.

Results

The annual incidence was 45.7 ( 95% confidence limits
33-55) per 100,000, The incidence in the age groups 15-
65 was significantly lower (p < 0.05) than that of 65 per
100,000 found in the Gothenburg, Sweden, study

(Harmsen et al. 1979). Among women the incidence was
48 (95% confidence limits 38-51) and among men 43
(95% confidence limits 34-55) in 100,000. As is app-
arent from Table IV the incidence rates for men in the
age gropus 45-54 and 55-64 were much lower than
found in several other investigations. As in other
countries, the present study showed an increasing
incidence with advancing age.

Discussion

As stated In the introduction, it has been demonstrated
that in Faroese people the serum cholesterol level is 20-
30 mg/100 ml Jower than in Danes (Jensen 1961). It
might be imagined, therefore, that the lower serum cho-
lestoerol level rendered the incidence of stroke on the

Table Il. Number of cases and average annual incidence of types of stroke per 100,000 Faroese in 1862-1975

Age Mean Subarachnoid Other types 95% confidence
range popu- haemorrhage of stroke Total limit

{y.} lation No. Rate No. Rate No. Hate

15-44 15,093 12 5.7 7 3.3 19 9.0 5-14
45-54 4,276 10 16.7 27 45.7 37 62.4 43-85
5564 2,963 12 28.0 62 1494 74 178.4 138221

65 303 - - 15 359.0 15  359.0 198-582
Total 22,635 34 10.7 111 35.0 145 45.7 33-55

Table 1. Number of cases and average annual incidence rates of stroke (attack rate) by sex per 100,000 Faroese in
1965-1975 in the age range 1565 years.

Age Mean population Males Females Total
range

{v.) Males Females No. Rate No. Rate Ne. Rate
15-44 7,849 7,244 10 9.1 9 8.1 19 9.0
45-54 2,266 2,010 17 53.5 20 71.0 37 62.0
55-64 1,511 1,451 36 1701 38 179.0 74 173.5
65 145 158 8 394.0 7 316.0 15 359.0
Total 11,711 10,863 71 43.0 74 48.3 145 48.5

Table IV. Annual incidence of stroke by sex per 100,000 persons in
selected regions in the age range 45-64 years

Males Females

Yearsof Aged Aged Aged Aged

study 45-54 5564 45-54 5564

Rochester, Minn., USA1955-69 158 511 71 261
Espoo, Finland 1972-73 206 485 143 250
Frederiksberg, Denmark1971-73 - 450 - 180
Gothenburg, Sweden 1970-75 97 316 65 174
Faroes (present study) 1962-75 54 170 71 179

14

Faroes lower among men aged 45-65 years than in
Frederiksberg, Denmark (Stengaard Hansen and Marqu-
ardsen 1977), in Rochester, Minnesota, USA (Matsum-
oto et al, 1973) and in Finland (Aho 1975).

Among women aged 45-65 the incidence is at the
same level as found elsewhere. However, it must be
taken into account that in the present study only the first
episode of stroke was included, unlike the Danish and
Swedish studies.

Eleswhere, however, all investigations indicate that an
increased serum cholesterol level does not cause an in-
creased incidence of stroke (Nichaman e al 1975, Worth



et al 1975, Whisnant 1984). On the other hand, it is
agreed that it predisposes to ischaemic heart disease.

It has been demonstrated that in Japanese domiciled in
Hiroshima the mortality from stroke is higher than
among Japanese living in California or on Hawaii, in
spite of the finding that the Japanese in Hiroshima have
a much lower serum cholestero! level than Japanese on
Hawaii and in California ( Nichaman et al. 1975, Worth
et al. 1984). According to Whisnant {(1984) the
incidence of stroke in the USA has been decreasing for
every 5-year period from 1945-49 up to 1969. During
that period the incidence dropped by about 44% without
thete having been a simultaneous major fall in the serum
cholesterol level among the US population (Whisnant
1984}, On the whole, Whisnant (1984) felt that owing to
the inconstant relation between serum cholesterol and
stroke, the serum cholesterol was not likely to be a fact-
or predisposing to stroke. In this connection it should be
mentioned that an investigation from 1986 showed that
on the Faroes the cholesterol level had increased a great
deal since 1961, being among men aged 40-49 a mean
of 6.9 mmol/l in 1986 (Thomsen 1990). It must be taken
into consideration also that the number of cases
comprised by the present study is so small that the low
incidence level for males may be a purely statistical
phencmenon. :

Arterial hypertension is the main predisposing factor
in stroke (Kannel et al, 1976). There is a linear
correlation between the severity of hypertension and the
incidence of stroke, the higher the hypertension, the
greater the risk of stroke. This applies to all age groups
and both sexes (Kannel et al 1981). The reason why
hypertension is of such great importance in this connec-
tion is that it is a very common disease. Whisnant
(1984) assessed that among a population over 40 years
of age about 30% or more had hypertension. In connect-
ion with hypertension, it has also been demonstrated
(Kannel et al. 1981) that isolated systolic hypertension,
without being accompanied by diastolic hypertension,
also poses an increased risk of stroke.

How many persons on the Faroes had hypertension
during the period 1962-75 is unknown. The incidence of
other diseases causing an increased incidence of stroke
is also unknown, apart from the fact that Faroese have
approximately the same incidence of diabetes as found
elsewhere (R6in 1989). Other diseases increasing the
incidence of stroke are atrial fibrillation (Sherman et al.
1984), myocardial infarction, and cardiovalvular disea-
ses (Whisnant 1984). The incidence of these diseases on
the Faroes is unknown.

There has never been an investigation of the platelet
aggregation in the Faroese. In this connection it is worth
mentioning that so far it is not known whether an in-
creased platelet aggregation elicits acute thromboemboli
or whether it is a sequel to acute thromboembolic disea-
se (Dougherty et al. 1977).

A dietary study performed in 1937 (Gudjdonsson 1939)
and an investigation from 1981-82 have demonstrated
that dietary habits on the Faroes are different from those
in Scandinavia. The Faroese eat more fish and, as a
thing quite special, they eat the meat and blubber of the
pilot whale (Vestergaard and Zachariassen 1987). It
should be mentioned also that in Greenland ischaemic
heart diseases are extremely uncommon, and a reduced
platelet aggregation has been demonstrated in Greenland
Eskimos. According to Dyreberg and Bang (1979) this
might be the explanation of the low incidence of
cardiovascular diseases among Greenland Eskimos.

In an investigation from the period 1965-68 it was
demonstrated that Japanese living in Japan had an
incidence of intracranial haemorrhage and thromboem-
bolic stroke 3 times higher than did Japanese domiciled
on Hawaii, the predominant cause being hypertension.
However, the blood pressure among Japanese in Japan
and Japanese on Hawaii was at the same level. It was
suggested that the difference in the incidence of stroke
might be due to a higher intake of proteins and saturated
fat on Hawaii than in Japan {Takeya et al, 1984).

All things considered, it is very difficult to reach any
conclusion regarding the role of diet in the occurrence of
stroke. It has been demonstrated that the Faroese eat
more and more fat (Vestergaard and Zaschariassen
1987). From 1937 to 1982 the amount of fat in the daily
Farocese diet rose from 31% to about 46%. It has been
shown that a high fat content predisposes to a rise in the
serum cholesterol level, and that a higher serum cho-
Iesterol level increases the incidence of heart diseases,
including myocardial infarct. A dietary change in the
direction of eating more fat may cause the incidence of
heart diseases to rise, and as heart diseases predispose to
stroke, this will indirectly give rise to a more common
incidence of stroke on the Faroe Islands.

It must be mentioned that on the Faroes it has not been
investigated whether there are families having
amyloidosis in the cerebral arteries, causing stroke at an
early age. In Iceland (GuBmundsson et al. 1972) this has
been found to cause a high incidence of intracerebral
haemorrhage in the very young, from 0-19 years
(Gudmundsson and Benedikz 1977).

Whether the incidence on the Faroes is going to re-
main low must depend int. al upon how active a treat-
ment is used for hypertension. A high fat content in the
diet, especially of saturated fatty acids, may be presum-
ed to predispose to cardiac diseases, which in turn
predispose to stroke. Would it also indirectly act as a
preventive of cerebrovascular diseases, if the population
returns in the future to their previous dietary habits
which were demonstrated in 1936-37 (Gudjénsson). At
that time the amount of fat in the diet was around 31%.
Presumably it is of importance that some of the fat in the
diet is derived e.g. from the blubber of the pilot whale,
which has a high content of unsaturated fatty acids.
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INCIDENCE OF SUBARACHNOID
HAEMORRHAGE ON THE FAROES DURING

THE PERIOD 1962-1975

Subarachnoid haemorrhage is one of the very important
cerebrovascular diseases, as it carries a high mortality
and often occurs in persons of the under-60 age groups.
About 25% of people who sustain such a haemorrhage
die within 24 hours (Pakarinen 1967). In cases where an
aneurysm is demonstrable, the diagnosis of primary
subarachnoid haemorrhage is easy, but as pointed out in
Gudmundsson’s (1973) paper on subarachnoid haemor-
rhage in Iceland, it is often difficult to decide whether it
is primary or secondary. For this reason the reported
incidence figures often vary a great deal.

The present investigation aimed at studying in
retrospect the incidence of subarachnoid haemorrhage
on the Faroes during the period 1962-75. There have not
previously been any studies on the incidence of this
disease on the Faroes. :

Method and Material

The population figures may be seen from the chapter on
primary intracranial neoplasms. Traumatic haemor-
rhages were excluded.

Subarachnoid haemorrhage is defined as: A condition
of acute headache, with or without an affected level of
consciousness, but with cervical rigidity. Blood is
demonstrable in the subarachnoid space in the form of
xanthochromic spinal fluid at Jumbar puncture, or blood
is demonstrated in the subarachnoid space at autopsy.

Only persons whose haemorrhage occurred from Janu-
ary 1st 1962 to December 31st 1975 are included in the
present material.

In retrospect it was not possible to determine whether
exacerbation of the disease in the acute stage was due to
vasospasms or re-haemorrhage. Therefore, a recurrent
haemorrhage was recorded only if another haemorrhage
occurred after discharge from hospital. When there is a
suspicion of subarachnoid haemorrhage, the patient is
admitted to the medical department of the National
Hospital in Térshavn and treated with bed rest, plus
medication for arterial hypertension, if present. After
bed rest, usually between 4 and 6 veeks, and if transport
is considered justified, the patient is transferred to the
neurclogical or neurosurgical department of Rigs-
hospitalet, University of Copenhagen, to have arte-
riography and if possible treatment of a demonstrated
aneurysm.

To find cases of subarachnoid haemorrhage, the di-
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agnostic files of the Faroese hospitals were perused und-
er the headings: stroke, aneurysm of cerebral artery,
non-specific cerebrovascular disease, arteriovenous mal-
formations, transient cerebral ischaemia, intracerebral
haemorrhage, and subarachnoid haemorrhage.

All applications for disability pension and death
certificates issued during the period 1962-75 were pe-
rused. In all cases but 5 the disease had been confirmed
by a xanthochromic spinal fluid. In another 5 cases
blood had been demonstrated in the subarachnoid space
at autopsy. 19 patients were transferred to Rigshospita-
let, Copenhagen, while 5 did not feel up to the voyage
and refused, and 3 were not transferred because of
advanced age. 13 died before they could be transferred.
By reviewing the case records in the Faroese hospitals as
well as the neurological departments of Rigshospitalet,
Copenhagen, it was ensured that the diagnostic criteria
of subarachnoid haemorrhage had been fulfilled. Each
patient’s general pracitioner was asked in Nov./Dec.
1980 whether another haemorrhage had occurred. The
National Registry was asked whether the person was ali-
ve on 31 st Deec. 1980, and if hefshe had died, the date
of death,

Results

Incidence

During the period 1962-75 subarachnoid haemorrhage
occurred in 40 persons (23 females and 17 males). In 10
of them one or more aneurysms were demonstrated, one
of them at avtopsy on the Faroes. In another 10 patients
intracranial aneurysm and arteriovenous maiformation
were excluded by bilateral cartoid angiography. In 21
cases no angiography was performed, either because the
patient died before it could be done (13 persons) or
because the patient was not referred to Rigshospitalet,
Copenhagen, for this examination (5 persons). In 3 cases
the angiography was not done because of advanced age.

The annual incidence was 7.4 in 100,000 {confidence
limits at 90% 5.3-10.3).

The age-specific incidence increased with advancing
age up to 60. In the over-60 age groups the incidence
proved lower than in several other studies (Tables VI
and VII), being on a level with the findings in England
(Brewis et al. 1966) and in Iceland (Gudmundsson
1973). The age-specific incidence for the under-20 age




groups was very low, viz. 0.5 in 100,000, which
corresponds to findings in other countries (Tables VI
and VH). In the age range 20-25 and up to 60 the age
specific incidence was on a level with the results
reported from Rochester, Minnesota (Philips et al.
1980), England (Brewis et al. 1966), Iceland (Gud-
mundsson 1973), and Sweden (Broman et al. 1963). For
subarachnoid haemorrhage there was a female prepond-
erance, but the difference is not statistically significant
(p > 0.05).

Mortality

Thirteen persons died before angiography could be
carried out. Among them there was one intracranial an-
eurysm and one arteriovenous malformation, both
demonstrated at autopsy. 8 patients were treated by
ligation or closure of the aneurysm with a clip. Two of
the patients died after the operation, while the remaining
6 were alive in December 1980. One patient with an in-
operable aneurysm was also alive at that time. Out of the
10 patients who had carotid angiography or four-vessel
angiography with no evidence of aneurysm, 8 were alive
5 years later, while 2 had died of diseases other than
subarachnoid haemorrhage. None of this group had a
rehaemorrhage. Of the 8 patients dicharged to their
homes without having had angiography, 6 developed
fatal re-haesmorrhage from 4 months to 3 years after the
primary haemorrhage. The remaining 3 were alive in
December 1980.

Table V. Subarachnoid haemorrhage diagnosed clinically 1962
through 1975
Rate of incidence in age groups

Table VII. Annual incidence of subarachnoid haemorrhage in
100,600 in the age groups 0—19 years up to 60 years and over in
various populations.

Study and years of study
Present  Carlisle* Helsinki* Mid-
study England Finland lcelandf  Finlandf
Age 1962-76 1965-61 195461 1958-88 1976-78
0-19 years 0.5 o 07 2 1
20-38 - 87 8.4 9.7 8 15
40-59 - 163 22.6 32.1 18 30
60+ — 135 11.7 29.5 14 45
All ages 74 10.9 15.7 8.0 19.4

Mean Total No. Age-specific
Age population of cases incidence rate
0-19 years 15,910 1 0.45 (0.01- 2.5y
2038 - 9,708 g 6.7 (3.0 -12.6)"
40-59 - 8,244 18 16.3 (9.2 -27.0)"
60+ - 4,611 11 16.9 (9.0 -28.5)*
All ages 38,523 40 7.4 (5.3 -10.3)*

*35% confidence limits for rate.

Tabfe VI. Annual age-specific incidences of subarachnoid
haemorrhage in 100,000 in various populations in the age groups
from 0—14 years up to 65 years and over.

Study and years of study
Present Gothen- South
study burg* Rochesterf  Finlandf
1962~ 1970~ 1945— 1972—
Age 1975 1975 1975 1973
0-14 years 0.6 - 0.2 0.0
15-44 - 57 5 4.8 14.5
45-54 - 16.0 24 21.8 39.8
5564 - 28.0 27 33.8 48.5
65+ - 13.3 - 37.8 85.8
All ages 7.4 - 11.6 239

* This study included only the age groups from 15-65 years.
F Annual incidence rate calcufated by the present author from
data given in the reference.

* Annual incidence calculated by the present author from data
given in the reference.

f Annual incidence rate estimated from a diagram given in the
reference by Fogelholm.

Mortality in the present material of subarachnoid
haemorrhage was for all 40 patients 38% two months af-
ter onset. This is lower than found in the USA (Sacco et
al. 1982). One month after the onset the survival was
50%.

In a Finnish study (Pakarinen 1967) it was 30% 3
weeks after onset.

Re-haemorrhage

Six of the 25 persons who survived the first haemor-
rhage and who were discharged to their homes sustained
a re-haemorrhage, fatal in all 6 cases. Thus, the
incidence of re-haemorrhage at 5 years is 25%.

Discussion

An incidence lower than that of 7.4 in 100,000 found on
the Faroe Islands was reported from Oslo, Norway,
where the incidence was 6.0 in 100,000 annually during
the period 1950-54 (Kristiansen 1956). Higher levels
have been found in Sweden for the period 1956-59
(Broman et al. 1963). In Iceland the rate was a little hig-
her than on the Faroes, viz. 8.0 in 100,000 annually
during the period 1958-68 (Gudmundsson 1973).
However, these differences are not statistically signi-
ficant (p > 0.05). A study form Rochester, Minnesota,
for the period 1955-61 revealed a significantly higher
incidence (p < 0.05), viz 10.9 (Philips et al. 1980).
Considerably higher incidences (p < 0.05) have been
found in 3 Finnish studies. In Helsinki for the period
195464, the incidence was 15.7 (Pakarinen 1967), in
Mid-Finland 19.4 for the period 1976-78 (Fogelholm
1981), and in southern Finland much higher, viz 23.9 in
100,000 annually during the period 1952-73 (Aho 1975).

The conclusion of the present study is that the
incidence of subarchnoid haemorrhage on the Faroes is
on a level with findings in Norway, Sweden, England
and Iceland.

As autopsy was not routinely done on the Faroes
during the period 1962-75, the values found must be
considered minimum figures. It is an interesting finding
that only about half the patients with subarachnoid
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haemorrhage were admitted to a neurclogical or neuro-
surgical department, either because they were not in a
state to be transported or because such transport was not
considered advisable because of advanced age.

The somewhat low incidence on the Faroes may be
due to purely statistical factors, as the number of cases is
very small. The age-specific incidence for the over-60
age groups proved very low in the present investigation.
This low rate, therefore, may be due to some cases in
this age group having been diagnosed as intracerebral
haemorrhage. Besides, some persons over 60 years of
age with subarachnoid haemorrhage may have died at
home before any medical treatment could be instituted
and without any diagnosis being made. In this connec-
tion it may be mentioned that in the Rochester,
Minnesota, study (Philips et al. 1980) 9% of the patients
died of subarachnoid haemorrhage before medical treat-
ment had been instituted. In the under-60 age groups
autopsy is generally done on the Faroes in cases of unex-
pected deaths, as a link in the coroner’s inquest. In this
age range, therefore, the correct diagnosis is usually
disclosed. As the Faroese population has many young
people, about 40% being younger than 20 years, and as
the incidence in these age groups is very low, this is yet
another explanation why the incidence is lower than in
most studies. However, this does not apply to the
Icelandic population which is of an age composition like
the Faroese (Demographic Yearbook 1981).

It may be concluded that the incidence of
subarachnoid haemorrhage in the under 20-age groups is
at the same level as in other studies, viz. around 0.5 in
100,000 per annum, except in Iceland where it was 2
(Tables VI and VII), but in the over-60 age groups it is
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much lower than found elsewhere except in England
(Brewis et al. 1966) and in Iceland (Gudmundsson
1973).

In Finland the incidence in the 13-20-year age group
and right up to the age of 60 is much higher than on the
Faroes (Tables VI and V). In this latter age group the
Faroese incidence is at the same level as in Sweden, in
Rochester, Minnesota, in England, and in Iceland
(Tables VI and VII). In spite of the small numbers invol-
ved in the present study, it is of interest that, as in Fin-
land (Pakarinen 1967), it was found that if the patient
had an operation for the aneurysm the prognosis was
good. For patients not examined by angiography and
discharged without treatment of a possible aneurysm, the
prognosis was poor. It is possible that those who had
a re-haemorrhage soon after discharge have had an
aneurysm which started bleeding again.

Subarachnoid haemorrhages make up a special group
within cerebrovascular diseases. In this connection it is
of importance that while elsewhere, e. g. in the USA
(Whisnant 1984), the incidence of primary intracerebral
haemorrhages and of ischaemic infarcts has been on the
decrease, such a declining incidence has not been
demonstrable for subarachnoid haesmorrhage (Whisnant
1984). The reason for the falling incidence of stroke is
according to Whisnant (1984) improved treatment af
arterial hypertension.

In the under-40 age groups subarachnoid haemorrhage
made up about half of all Faroese cases of stroke. Accor-
ding to the present findings, about 4 persons per annum
are expected to sustain subarachnoid haemorrhage on
the Faroe Islands.




INCIDENCE AND PREVALENCE
OF EPILEPSY ON THE FAROES
DURING THE PERIOD 1970-1980

As regards the requirement for expertise within neu-
rology, in this case epileptology, it is of the utmost
importancee to know the prevalence of epilepsy in a
population and how many new cases may be expected
each year. The frequency of epilepsy has not previously
been studied on the Faroe Islands. To ascertain how
many individuals had epilepsy on 31st December 1980,
and how many new cases occurred annually during the
period 1970-1980, the present study was instituted.
Another object was to establish the incidence and
prevalence of the various types of epilepsy according to
the international classification approved by WHO in
1969 (Merlis 1970). It has previously been demonstrated
that between 2% and 4% of a population will have recur-
rent convulsions without fever at some time of their
lives (Hauser and Kurland 1975). This shows that epi-
lepsy is of great social significance.

Method and Material

In the present study a seizure is defined as in Hauser and
Kurland’s (1975) study from Rochester, Minnesota: An
attack caused by paroxysmal neuronal hyperactivity in
the brain. In can manifest itself in a sudden change in
consciousness, a change in the way the person interprets
hisfher surroundings, or as an unusual response to the
surroundings. It may also be manifest as focal or system-
ic contractions in the limbs.

Epilepsy has been defined as a condition in which
seizures recur chronically without any action by strong
provocative factors. This is due to existing, or possibly
progressive structural physiological changes in the
cerebral tissue. If there is a question of an isolated, un-
provoked seizure, or convulsions provoked by fever,
alcohol, stress or drugs, the case is not included as epi-
lepsy. The same applies to convulsions time-related to
acute systemic metabolic changes, such as hypo-
glycaemia, uraemia, drug poisoning, or alcohol absti-
nence. Convulsions occurring in conjunction with acute
cerebral disease, e. g infarction or cranial injury are also
not included as epilepsy. Cases of epilepsy in a popula-
tion are considered to occur according to a Poisson
distribution. Therefore, the 95% confidence limits were
calculated according to the formula:

If xg < 100: X, X_= X+ 0.5+ U2 Up /X205 + UG,
—o n_

If x4 2100: X, X. = Xgt U /X,

X0 = number of cases of epilepsy.
Unm = 1.96 (Poisson distribution).

During the early part of the period under study, on
January lst 1970, the population on the Faroes was
38,612 (Report from the Chief Administrative Office
1969). In 1975 it was 41,211, and at the end of the study
period, in December 1980, it was 43,609. The mean
population during the period, then, was calculated as the
mean of these figures. The percentage age distribution
was calculated according to the census figures from
1970 and 1977 (cf. Table VIII).

Whenever there is a suspicion of epilepsy or seizures,
the person is generally referred for an EEG tracing. On
the Faroes there is one EEG laboratory, viz. in the
National Hospital in Térshavn.

‘When a person is referred for this investigation, a card
is filled in with personal data, the history, and in-
formation about the seizures, when they occurred and
what type they were. In the search for persons with a
history of active epilepsy during the period 1st January
1970 - 31st December 1980, all these index cards were
perused. Active epilepsy means that a seizure has oc-
curred within the past 5 years. All general practitioners
on the Faroes were asked about the names and birth
daies of patients with epilepsy in their practice and about
persons suspected of epilepsy. Patients admitted with
epilepsy are primarily referred to the medical department
of the National Hospital in Torshavn. If it is felt that
there is, in a few cases, an indication for further in-
vestitgation, the patients are transferred to the neurolog-
ical department of Rigshospitalet, University of Copen-
hagen. The diagnostic files of the National Hospital,
Térshavn and of the neurological department, Rigs-
hospitalet, were scrutinized for the diagnoses seizures
and epilepsy. In the course of this scrutiny it was establ-
ished whether the criteria of the diagnosis epilepsy had
been fulfilled and the type of epilepsy was determined
according to the WHO classification (Merlis 1970). The
incidence study includes patients who developed epilep-
sy during the period from January 1st 1971 to December
31st 1980. The prevalence material comprises all per-
sons alive with active epilepsy as per 31st December
1980.

The National Registry was asked whether persons
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included in the study were alive and domiciled on the
Faroes as per 31st December 1980,

Result
Incidence

During the period 1st January 1970 to 31st December
1980 epilepsy occurred in 194 persons (118 males and
76 females). This means an incidence of 42 in 100,000
(95% confidence limits 33-49).

The present study showed that the incidence among
males was 50, i. e. higher than among females in whom
it was 35 in 100,000 per annum. The age specific
incidences are given in Table VIII. The incidence de-
creases with advancing age.

Classified according to the international classification
from 1969 the various types of epilepsy among the 194

cases are listed in Table IX. The most common type was
primary generalized grand mal, in 14.8, the second in
frequency partial complex epilepsy, in 11.3 per 100,000
annually.

Prevalence

On the prevalence day, 31st December 1980, a total of
333 persons had epilepsy (175 males and 157 females}
in the population of 43,609 persons, i.e. 763 in 100,000.
There was a male preponderance, and the highest age-
specific prevalence was found in the age groups 10-19
and 40-59 years. The most common type was primary
generalized epilepsy having a prevalence of 291, and
next in order partial complex epilepsy having a
prevalence of 215 per 100,000. The prevalence of other
types of epilepsy is set out in Table XI.

Tabte Vili. Incidence of epilepsy in 100,000, by age at diagnosis, 1870—1980 in the Faroes.

Mean Total No. Age-specific
Age population Males Females of cases incidence rate
0— 1years 717 g 7 16 202.9 (114.1- 329.7)"
-9 - 6,703 27 27 54 73.2( 55.6- 94.9)
10-19 - 7,973 31 20 51 58.4 ( 43.5- 76.7)"
2039 - 11,728 25 14 39 301 ( 21.6- 4100
40-59 - 7,978 18 6 24 27.3( 17.1- 4100
60~ - 6,045 8 2 10 15.0{ 7.5- 27.1)"
All ages 41,144 118 76 194 42.8( 36.5- 50.5)"

*95% confidence limits for rate.

Table 1X. Incidence of epilepsy in the Faroes, 1970-1980, by seizure types, according to the classification of the International
League Against Epilepsy (1269).

No of Reiative Incidence rate per
Clinical types cases frequencies 100,000 per annum
Number of unclassifiable cases 19 9.8% 4.2{ 2.4- 6.6)"
Number of classifiable cases 175 90.2% 38.7 (32.5- 46.2)"
1. Generalized epilepsies 76 39.2% 16.8 (13.3- 21.0)"
A. Primary generalized epilepsies: 67 34.5% 14.8 (11.3- 18.8)"
Grand mal 59 30.4% 13.0( 9.9-16.8)*
Petit mal 3 1.5% 0.7( 0.0- 1.9
Juvenile myoclonus 5 2.6% 1.1( 0.4- 2.6)*
B. Secondary generalized epilepsies: 9 4.6% 20( 0.9- 3.8
West syndrome 4 2.1% 09( 0.2- 1.9
Lennox-Gastaut syndrome 4 2.0% 09( 0.2 1.9
Others {Progressive Myoclonus Epilepsy) 1 0.5% 0.2( 0.0- 1.2}
2. Pariial epilepsies 99 51.0% 21.9(17.9- 26.7)"
A. With elementary symptomatology 23 11.9% 51( 3.3 7.7)"
B. With complex symptomatology &1 26.3% 11.3( B.4-14.8)"
C. With secondarlly generalized seizures
(grand mal alone) 25 12.9% 55{ 3.5- 8.2)"
All cases 194 42.8 (36.5- 50.8)"

*95% confidence limits for rate.
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Table X. Prevalence of epilepsy in 100,000, by age at diagnosis, in the Farces, on December 31, 1880,

Mean Totat No. Age-specific
Age population Males Females of cases prevalence rate
o-9 - 7,849 19 13 3z 407.7 (279.0- 575.9)"
10-19 - 8,417 38 36 74 879.2 (690.3- 1,103.7)
20-39 - 12,472 55 54 109 874.0 (675.1- 1,111.3)*
40-59 - 8,460 38 33 71 8398.2 {656.0- 1,059.1)"
80- — 6,411 26 21 47 733.1 {538.1- 974.9)"
All ages 43,609 176 157 333 763.6 (678.8- B62.9)"

*a5% confidence limits for rate.

Table X1. Prevalence of epilepsy in the Faroes, on December 31, 1980, by seizure types, according to the classification of the International
League Against Epilepsy (1969)

No of Relative Prevatence rate per
Clinical types cases frequencies 100,000
Number of unclassifiable cases 25 7.5% 57.3( 37.1- 84.6)
Number of classifiable cases 308 92.5% 706.3 (620.3 - 808.5)"
1. Generalized epilepsies 138 41.4% 316.4 (257.0 - 390.2)"
A. Primary generalized epilepsies: 127 38.1% 281.2 (234.6 - 362.1)"
Grand mal 108 32.7% 249.9 (196.0 - 318.2)*
Petit mal i0 3.0% 229( 11.0- 422
Juvenile myoclonus 8 2.4% 183( 7.9- 36.1)
B. Secondary generalized epilepsies: i1 3.9% 25.2( 12.6 - 45.1)
West syndrome 4 1.2% g2( 2.5- 23.5)
Lennox-Gastaut syndrome 6 1.8% 13.8( 5.0- 30.0)
Others . 1 0.3% 23( 01- 128y
2. Partial epilepsies 170 51.1% 389.8 (333.4 - 453.1)*
A. With elementary symptomatology 29 8.7% 66.5( 445- 95.4)
B. With complex symptomatology 94 28.2% 215.6 (174.3 - 263.7)
C. With secondarily generalized
" seizures (grand mal alone) 46 13.8% 106.5( 77.2 - 140.7)"
Others 1 0.3% 23( 041- 128"
All cases 333 763.6 (678.8 - 862.9)*

*35% confidence limits for rate.

Discussion

According to the present findings about 18 persons of
the Faroese population develop epilepsy per annum, and
the annual incidence is 42 in 100,000.

if cases of febrile convulsions and a few unprovoked
seizures are included in the incidence material, and these
two types were of the same frequency on the Faroes as
in the USA, the incidence level on the Faroes would
have been arcund 100 per 100,000 annually. This is
because febrile convuisions showed an incidence of 35
and an isolated seizure of 25 in 100,000 per annum
(Hauser and Kurland 1975). Thus, the number of per-
sons having the first seizure is far larger than that of the
annual number of diagnosed cases of epilepsy, the num-
ber of those having a seizure for the first time being
about twice the number developing epilepsy per annum.

A significantly lower incidence of epilepsy has been
reported from Denmark 30.4 (Juul-Jensen and Ipsen
1975), from Norway 32.8 (De Graaf 1974), and from
Iceland 25.9 (Gudmundsson 1966} (p <0.03).

The Faroese findings cannot be compared with those
from England (Brewis et al. 1966), as epilepsy second-
ary to organic cerebral disease was excluded from the
English material. A Scottish investigation (Crombie et
al. 1960) revealed much higher figures than the Faroese
ones, but then it included as epilepsy cases with a hi-
story of only one seizure as well as febrile convulsions.

The Faroese population is young, about 40% being
under 20 years of age. Since the age-specific incidences
are higher in the youngest age groups, this contributes to
a higher incidence in the population as a whole than in a
population having a larger proportion of older people.
However, the lower incidence found in Iceland (Gud-
mundsson 1966) cannot be explained by the age distri-
bution in the population, as it is very similar to the
Faroese (Demographic Yearbook 1981).

The present study was done in retrospect, and accor-
dingly the data on seizures are from case records, often
written by doctors with no special interest in or know-
ledge of epileptic seizures. Consequently, it cannot be
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ruled out that in the present study there may be a ques-
tion of some over-diagnosis. It is in fact possible that a
few patients with lipothymia, hysterical convulsions,
cardiovascular attacks in the elderly, and affect
convulsions in the younger age groups may have been
diagnosed as epilepsy. As it must be taken for granted
that all persons having had a seizure giving rise to a
suspicion of epilepsy are referred for EEG, and as all
record cards for these tracings have been perused, there
can hardly have been a question of any underdiagnosis
in the present study. It was demonstrated by a study in
Warsawa, Polland (Zielinskii 1976) that about 25% of
all persons with seizures had never been in touch with a
doctor, but this must be assumed to be unlikely on the
Faroe Islands.

A higher male preponderance has been found in
Northern Norway (De Graaf 1974) and in Iceland (Gud-
mundsson 1966) than on the Faroes. In Denmark the
incidence is about the same in both sexes (Juul-Jensen
and Ipsen 1975). The present study showed, as did the
studies in Norway and Denmark, that the incidence de-
creased with advancing age. In an Italian investigation
(Granieri et al. 1983) the incidence material is not
classified according to the classification from 1969 but
according to the more recent classification from 1981
(Bancaud et al. 1981). On the Faroes a larger number,
viz. 51% had partial epilepsy than in Italy where this
figure was only around 32% (Granieri et al. 1983). In
the American study by Hauser and Kurland (1975} the
ratio of partial to primary epilepsy proved to be approx-
imately the same as on the Faroes. In the American ma-
terial 53% had partial and 43% generalized epilepsy. It
has not been possible to find any reason why the
incidence of partial epilepsy is higher than found in Italy
(Granieri et al. 1983).

Prevalence

The prevalence of epilepsy on the Faroes was de-
termined as 763 in 100,00.

In other studies the prevalence has proved somewhat
lower, in Northern Norway 350 (De Graaf 1974) and in
Iceland 360 in 100,000 (Gudmundsson 1966), both of
which differ significantly (p < 0.05) from the Faroese
findings. Prevalence values which do not differ signi-
ficantly from the Faroese ones {p > 0.05) have been
found in Denmark, viz. 690 in 100,000 (Juul-Jensen and
Ipsen 1975). Both in Iceland and in Norway the sex-
specific prevalence was higher for males than for fe-
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males. In the present study there was no significant sex
difference as regards the prevalence (p > 0.05).

The Faroese prevalence is higher than that in e. g
Iceland, As mentioned in the discussion on the incidence
material, it cannot be definitely ruled out that there may
have been a question of some over-diagnosis in the pres-
ent material. If an overdiagnosis is to be avoided in a
future investigation, it must be prospective, and prefera-
bly the same physician should interview and examine all
the patients, as was done in e. g. the Icelandic study
(Gudmundsson 1966).

A more recent Danish study (Juul-Tensen and Fold-
spang 1983} has reported a much higher prevalence of
epilepsy than found in the present study, but the criteria
of epilepsy are different, as convulsions in cases of poi-
soning and abstinence are included as epilepsy. One of
the present objects was to compare the classification
values on the Faroes with those from a study in Odense,
Denmark (Alving 1978), in which the classification was
according to the 1969 criteria, and this was one of the
reasons why these criteria were used here. In cases of
doubt about the type of convulsion, or if there were con-
flicting data, the case in question was taken to be
unclassifiable (Table XI). In the Odense study epilepsy
was classified on the basis of material from an epilepsy
clinic, and partial epilepsy was very common, viz.
73.5%. However, the comparison with this investigation
must be made with the reservation that the Odense study
included only persons over 15 years of age. But there is
no doubt that the most severe cases of epilepsy are parti-
al and therefore must be over-represented in materials
from an epilepsy clinic, whereas a study comprising an
entire population also includes the quite mild cases of
epilepsy, in particular primary generalized grand mal.

In the Faroese study the prevalence of partial epilepsy
was significantly higher (p < 0.05) than in Italy, viz.
51% against 32%. In the Rochester, Minnesota, study
the ratio of partial to generalized epilepsy was approxi-
mately the same as in the present study (Hauser and
Kurland 1975).

The conclusion of the present study must be that with
the diagnostic possibilities afforded by the health service
and with the current possibilities of registration, there
occurred 194 cases of epilepsy on the Faroes during the
period 1970-1980. On the prevalence day, 31st Decem-
ber 1980, 333 persons of the Faroese population had ac-
tive epilepsy, partial in 51%, generalized in 41%, while
7.5% could not be classified in retrospect.

It is concluded that numerically epilepsy is an import-
ant disease on the Faroe Islands.




APPENDIX

INCIDENCE OF DISABILITY CAUSED BY
NEUROLOCICAL DISEASES ON THE FAROE
ISLANDS DURING THE PERIOD 1939-1975

As one link in the search for persons suffering from
diseases included in the incidence studies reported
above, all medical certificates in connection with ap-
plications for disability pension and early retirement
pension for the period 1939-1975 were perused. In the
course of this scrutiny all persons awarded disability
pension or early retirement pension during the period
1939-1975 were recorded. It was also recorded which
neurological disease had been the cause of the disability
and the time when the person had been awarded the
pension. As neurological diseases the author listed all
diseases affecting the brain, brain stem, cranial nerves,
peripheral nerves, and neuromuscular diseases. The
number of people on the Faroe Islands who had been
disabled by this group of diseases had not previously
been investigated,

Method and Material

A total of 6,200 medical certificates, which was the
number issued during the period 1939-1975, were pe-
rused, and the patients whose disability was due to a
neurological disease were recorded. In this connection, it
must be mentioned that no evaluation was made of
whether the diagnosis was correct, neither from other
sources nor from the medical certificate in the file on the
patient.

This search was carried out during the autumn of
1975. The incidence for the period 1939-1975 was ana-
lysed. An analysis was also made of how many persons
developed a disabling neurological disease during three
10-year periods and one 5-year period (Table XII).

Result

Talbe XII lists the annual incidence of disability on the
Faroes due to neurological diseases. The individual
diseases are listed in Table XIH.

It was found that 30-50 persons per 100,000 of the
population were annually awarded disability pension or
early retirement pension becanse of neurological dis-
eases. The number for the period 1939-1949 may be
seen from Table XII. It will be seen that the incidence
for the periods 1939-1949 and 1960-69 is somewhat
lower than from 1950-59 and 1970-75. Thus, out of a
mean population of 40,000 between 13 and 20 obtain
disability pension or early retirement pension because of
these diseases each year. With regard to the individual

diseases, it is apparent that chronic encephalitis was the
most common cause in the early part of the period, viz.
1939-49,

From 1959 and onwards poliomyelitis was no longer
detected. Stroke became an ever more common cause of
disability. :

During the period 1939-49 stroke made up 13% of all
causes of disability, while in 1970-75 its rate had increa-
sed to about 36%. Besides, it will be seen that birth-
conditioned encephalopathy was decreasing, but it must
be taken into consideration that the numbers are small,
so there may be a question of a purely statistical phe-
nomenon. Paralysis agitans increased as a cause of disa-
bility, from 7.7% in 1939-49 to 13% in 1970-75.

It was demonstrated also that diseases such as men-
ingocele, amyotrophic lateral scelerosis, and progressive
muscular dystrophy did occur as causes of disability, but
not in large numbers.

From 1950 arterial aneurysms were diagnosed.

Table Xl Average annual incidence rates of neurclogical diseases
causing disability per 100,000 Faroese in 1939-1975

Periods Incidence

19351949 31.5 (25.0 - 37.0)
1850~-1959 48.5 (41.3-55.4)
18601969 36.5 (30.4 - 42.5)
19701975 44,7 (40,0 - 53.5)

*95% confidence limits for rate.

Discussion

In the introduction it was stated that the diseases were
recorded according to the diagnosis on the medical
certificate without investigating whether or not this di-
agnosis was correct.

Many diagnoses had not been made by neurological
specialists, so that there may have been diagnostic errors
in the material. For instance, no case of paralysis agi-
tans was diagnosed in the period 1939-49, and it is
therefore possible that several cases of parkinsonism
have been diagnosed as chronic encephalitis. During the
total period there had been 500 applications for disa-
bility pension or early retirement pension approved
because of neurological diseases. In other words, about
8% of the cases were neurological diseases of a severity
giving the right to receive disability aid.

However, this analysis does not include all persons
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Table XHl, Number of neurclogical diseases causing disability in the
Faroes 1939 through 1975

1988 1950 1960 1970 1839

Disease —48 -58 -89 75 =75
Chronic encephalitis 27 11 2 0 29
Cerebrovascular diseases 12 35 48 33 129
Sequelae to acute poliomyelitis 17 11 2 0 29
Intracraniat necplasm 6 8 15 8 37
Myelopathy 4 0 3 1 8
Seq. to birth-conditioned

encephalopathy 7 19 4] 5 37
GCongenital hydrocephalus 0 4 1 1 6
Polyneuritis 3 7 8 1 19
Multiple sclerosis 6 17 4 1 28
Paralysis agitans 4] i3 13 12 36
Meningocele 4] 1] 2 1 3
Sequelae to meningoencephalitis 2 3 2 1] 7
Amyotrophic lateral sclerosis 0 1 2 3 6
Anoxia and traumatic encephalopathy 0 1 2 o] 3
Progressive muscular dystrophy 0 3 2 1 ]
Epilepsias 12 24 21 16 73
Arachnoidiis 0 2 0 1] 2
Slipped discs 2 7 6 5 20
Cranial dyssynostosis 4] 1 0 0 1
Cerebral anaurysm 0 1 ] 4 11
All cases 99 168 141 g2 500
Popuiation at the end of

each period 31,781 34596 38,61141,112 41,112

who became disabled because of neurological diseases.
Persons over 67 years of age receive old-age pension,
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and if they develop a neurological diseases, there will be
no application for disability pension or early retirement
pension. And if a person contracts an acute neurological
disease, fatal during the acute phase, there has usually
not been time to apply for disability pension. As to pa-
tients with epilepsy and slipped disc, it should be borne
in mind that most such patients are able to work and are
therefore not included in this analysis.

Certain neurological diseases, which are on the whole
so disabling that the patients are entirely unable to work,
were not found in this investigation. This applies to e.
g. myotonic dystrophy, syringomyelia, progressive
spinal muscular atrophy, hepatolenticular degeneration,
myasthenia gravis, familial ataxia, and Huntington’s
chorea. It must be concluded, therefore, that these dise-
ases were not diagnosed as causes of disability in the
Faroese populations during the period 1939-75.

1t has not proved possible to bring to light similiar in-
vestigations from other populations. Therefore, the pre-
sent results cannot be compared with findings from
other countries. In conclusion, it is apparent that the
frequency of neurological diseases causing disability has
been on the same level from 1950-75. It has also been
demonstrated that neurological diseases constituted a
numerically important cause of disability among the
Faroese population during the period in question.




SUMMARY

The object of the investigations reported in this paper
was to ascertain the incidence of the neurological dis-
eases which were thought to be most common on the
Faroe Islands. These diseases are cerebrovascular dis-
eases, primary intracranial neoplasms, and epilepsy.

The Faroe Islands must be considered well-suited for
epidemiological studies, the population being well-
delimited and fairly stable with respect to immigration
and emigration. That it is also ethnically well-defined
has been confirmed by anthropeclogical studies. The
sources used to find persons that might have one of the
diseases to be recorded were: Diagnostic files in the
three Faroese hospitals, medical certificates in conjunc-
tion with applications for disability pension or early
retirement pension, and certificates issued during the
period 1962-1980, the cancer registry, and the card
index on electroencephalographic investigations in the
National Hospital, Térshavn.

The Faroese population is believed to be descended
from Norwegians and Celts who settled on the islands
during the latter part of the 9th centuury A. D., at the
same time as the settlement of Iceland. Anthropological
studies indicate that on the whole the Faroese population
most resembles the Icelandic one. In Janvary 1962 the
pepulation numbered 35,748 and in December 1980 it
had increased to 43,609. In 1987 only 2,429 of the per-
sons domiciled on the islands had been borne outside the
Faroes. The nation is a young one, 37.4% being under
20 years of age and 14.7% over 60. This age distribution
is like that found in Iceland. Causes of death on the
Faroes resemble those in the Scandinavian countries:
22% die of cancer, 35% of cardiovascular or other cardi-
ac diseases, and 11% of cerebrovascular diseases.
During the period 1971-74 the mean life expectancy on
the Faroes was 72.4 years for men and 76.7 years for
women.

The first part of the present studies dealt with the
incidence of primary intracranial neoplasms during the
period 1962-75. The author could trace 52 cases of
primary intracranial neoplasm (35 in males and 17 in
females). The incidence was 9.9 in 100,000 (95% con-
fidence limits 17.5-12.8). Out of the 52 patients with
primary intracranial neoplasms 20 were alive as per 31st
December 1979. It was concluded that each year about 5
persons on the Faroes must be assumed to develop
primary intracranial neoplasm.

The second part of the studies concerned the incidence
of stroke on the Faroes during the period 1962-75. From
January 1st 1962 to December 31st 1975 stroke occurred
in 74 men and 71 women. This is an incidence of 45.7 in
100,000 in the age range 15-65 years (95% confidence
limits 33-55). Among these cases 34 were subarachnoid
haemorrhage and 111 were other types of stroke. It was
demonstrated that the incidence in men aged 45-64 years
is Iower than that found in Denmark, Finland, Sweden,
and USA. The Faroese have dietary habits different from
those in the Scandinavian and other Western European
couniries. Faroese people eat more fish and, a very
special feature, they eat the meat and blubber of pilot
whales. [t was mentioned that arterial hypertension is the
most common factor predisposing to stroke, but it is
unknown how many people on the Faroes have hyper-
tension.

The third part of the studies was carried out to estab-
lish the incidence of subarachnoid haemorrhage on the
Faroes. 1t had occurred in 40 persons during the period
in question, viz. an incidence of 7.5 per annum in
100,000 (95% confidence limits 5.3- 10.3). The age-
specific incidence in the age groups from 15-25 years
was on a level with that found by investigators in
Sweden, Rochester, Minnesota, England, and Iceland,
but lower than findings in Finland. The age-specific
incidence in persons over 60 was much lower than in
Sweden, Rochester, Minnesota, and Finland. The
incidence in the total population was on a level with that
found by Gudmundsson in Ilceland, viz. 8.0 in 100,000
persons per annum. In the present study the survival at I
month after onset was 50%. It is concluded that
subarachnoid haemorrhage is the most common cause of
stroke in young persons, i. e. under 40 years of age, and
according to the present findings 4 persons per annum
can be expected to sustain subarachnoid haemorrhage on
the Faroes.

The object of the fourth part of the studies was to
ascertain the incidence and prevalence of epilepsy on the
Faroes during the period 1970-80. Like the other paris of
the study, it was retrospective. During the period 1st
January 1970 to 31st December 1980 a total of 194 per-
sons developed epilepsy, i. e. an incidence of 42 in
100,000 of the population per annum (95% confidence
limits 33-49). These 194 cases were classified according
to the WHO 1969 classification, and the incidence of the
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various types is shown in Table IX. The most common
type was primary generalized grand mal, incidence 14.8,
the next most common partial complex epilepsy,
incidence 11.3 in 100,000 per annum. On the prevalence
day, 31st December 1980, 333 persons were suffering
from epilepsy (176 males and 157 females) in the
population of 43,609. This is a prevalence of 763 in
100,000 (95% confidence limits 678.8 - 862.0). The
most common type of epilepsy was primary generalized
epilepsy, prevalence 291 and the next most common,
partial complex epilepsy, prevalence 315 in 100,000.
The prevalence of the other types of epilepsy is shown in
Table X. It is concluded that during the period 1970-
1980 a total of 194 persons contracted epilepsy, and on
the prevalence day 31st December 1980, 333 persons on
the Faroes had active epilepsy. It is concluded that epi-
lepsy is a numerically important disease on the Faroes.
One link in the research into the incidence of the
above-mentioned diseases was the perusal of all medical
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certificates concerning applications for disability
pension and early retirement pension from the period
1939-75. 6,200 medical certificates issued during that
period were perused and the neurological diseases recor-
ded. It was found that about 30-50 persons in 100,000 of
the population are awarded disability pension or early
retirement pension per annum because of neurological
diseases. These diseases are listed. It is stated among
other things that chronic encephalitis and sequelae to
acute poliomyelitis were no longer found as causes of
disability during the latter part of the study period in
which cerebrovascular diseases were the most important
cause of disability. It was noted also that Parkinson’s
disease, as a cause of disability, increased relatively
from the period 1939-49 to the period 1970-75. It is
concluded that neurological diseases were numerically
important causes of disability in the Faroese population
during the period in question.




SAMANDRATTUR

Endamdlid vid kanningunum, umrdddar eru { hesum
béklingi, var at stadfesta tidleikan av teimum
nervafrédiligu sjikunum, sum voru hildnar at vera
vanligastar { Foroyum. Hesar sjikur eru heilazdrasjikur,
nyvokstur innanskalla og epilepsi.

Hildid verdur, at Foroyar eru val héskandi til
epidemiologiskar kanningar, av tf at tad snyr seg um
eina vzelavmarkada fékamongd, sum er rattiliga stédug
vidvikjandi fra- og tilflytan. Eisini snyr tad seg um ein
tj68frodiliga vaelavmarkadan félkabdlk, stadfestan vid
mannfridiligum kanningum. Ter ymisku keldurnar, sum
hava verid nytiar at finna sjuklingar fram, sum kundu
haft eina av teimum sjitkum, sum mdlid var at skriseta,
eru nevndar. Hesar keldur eru sjikuavgerdarsdvnini 4
teimum trimum féroysku sjikrahdsunum, Izknvéttanir
vidvikjandi avlamnispension ella folkapension fyri tid,
deydavittanir skrivadar i tidarskeidinum 1962-1980,
skrasetningarsavn yvir persénar vid nyvokstrl, og skra-
setningarsavn yvir elektroencefalografiskar kanningar &
Landssjikrahiisinum, Torshavn.

Folkid { Foroyum verdur hildid at stava frd nordmonn-
um og keltum, sum bisettust { oyggjunum seinast {
niggjundu 6ld, um somu i3, sum bisetingin { {slandi for
fram. Mannfrédiligar kanningar benda 4, at sum heild
likist f6Ikid § Foroyum mest islendingum. { januar 1962
var fdlkatalid 35.748 og { desember 1980 var talid
43.609. f 1987 véru bert 2.429 féllk, basett i Féroyum,
sum voru fédd uttan fyri Foroyar. Um tad foroyska folk-
id er ad siga, at tad snyr seg um eina unga tj6d vid
37.4% av félkinum undir 20 dr og 14,7% yvir 60 4r.
Aldurssamansetingin er 1ik henni { fslendska folkinum.
Talid 4 deydum, fyri Foroyar, er lutfallsliga, sum { hin-
um norduriondum, 22% doyggja av illvokstri, 35% av
hjartazdrasjikum og 11% av heilazdrasjikum. I tidar-
skeidnum 1971-1974 var midal livialdurin i Féroyum
72,4 ar fyrir mannfélk og 76,7 fyri konufolk.

Hin fyrsta umrédda kanning snyr seg um tidleikan av
innanskalla primerum nyvokstrum { tidarskeidinum
1962-1975. Funnir véru 52 tilburdir av innanskalla “pri-
merum nyvékstrum (35 mannfélk og 17 konufdlk). Hin
arligi tidleikin var sostatt 9,9 per 100.000 (7,5 -12,8
sannlikindamark vid 95%). Av teimum 52 sjiklingunum
vid innanskalla primerum nyvkstram véru 20 4 livi hin
31 desember 1979. Samanumtikid er nidurstédan av
kanningini, at umleid 5 f6lk um 4rid fingu innanskalla
primeran nyvékstur.

Onnur kanningin umrddd { hesari ritgerd, snjr seg um
at stadfesta tidleikan av slag (apoplexia cerebri) { Foroy-
um { tidarskeidinum 1962-1975. Funnid vard, at { tidar-
skeidinum 1. januar 1962 til 31. desember 1975 fingu 74
mannféik og 71 konufélk slag. Tidleikin fyri slag verdur
sostatt 45,7 per 100.000 um 4rid { aldursbélkinum 15-65
ar (33,0-55,0 sannlikindamark vid 95%). Triatifjra fingu
heilahinnubiiding, medan onnur slog av slag komu fyri
hja 111 persénum. Vist verdur 4, at tidleikin hja monn-
um fra 45-64 4r er lzgri, enn funnid { Danmark, Fin-
landi, Svériki og USA. Vist verdur &, at foroyingar hava
00rvisi kostvanar enn félk { Skandinavia og { teimum
Vestur Europeisko londunum. Foroyingar eta meiri fisk,
og sum nakad sermerkt verdur etid tvist og spik av
grindahvali 1 Féroyum. Vist verdur 4, at hekkad bléd-
tryst er tann mest vanliga fremjandi orsékin til at faa
slag, men hvussu ndgvir féroyingar hava ov higt bléd-
tryst er okent.

Tridja umrtdda kanningin var gjdrd fyrir at finna tid-
leikan av heilahinnubléding { Féroyum. Funnid vard, at
heilahinnubl6ding kom fyri hja 40 félkum { tidarskeidin-
um 1962-1975. Tidleikin var sostatt 7,4 per 100.000 vm
drid (5,3-10,3 sannlikindamark vid 95%). Hin ald-
urseydkendi tidleikin { aldurssbolkunum fra 15-25 il 60
dr var 4 somu hzdd, sum funnid var vid kanningum {
Svoériki, Rochester, USA, Englandi og Islandi, men lzgri
enn funnid vard vid kanningum { Finlandi. Hin ald-
urseydkendi tidleikin hja foki yvir 60 4ra aldur, var négv
legri enn i Rochester, USA og { Finlandi. Tidleikin av
heilahinnubléding fyrir tad foroyska folkid var 4 somu
hedd, sum funnid vard vid kanning { fsiandi, har funnid
vard, at tidleikin var 8,0 per 100.000 f6lk um 4arid. Tey
sum livdu sjiikuna av voéru, { hesari kanning funnin at
vera 50% roknad ein mdnad eftir, at gjikan var byrjad.
Samanumtikid verdur nidurstddan at heilahinnubléding
er hin vanligasta orsok til slag hjd ungum félki undir 40
ara aldur, og samsvarandi hesari kanning munnu vent-
andi 4 persénar um 4rid fia heilahinnubloding i Foroy-
um.

Tj6r8a kanningin umrddd i hesari ritgerd f6r fram til at
stadfesta tiGleika og utbreidslu av epilepsi i Féroyum {
tidarskeidinum 1970-1980. Kanningin var, eins og hinar
4dur umroddu, afturlitandi. { tidarskeidinum 1. januar til
31. desember 1980 fingu 194 persénar epilepsi. Tidleik-
in var sostatt 42,0 per 100.000 um 4rid (33,0-49,0 sann-
likindmark vid 95%). Teir 194 tilburdimnir vérdu flokk-
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adir eftir altjéda flokkanini frd 1969 og teir dvistu drligu
tidleikarnir av teimum ymisku epilepsislogunum siggjast
{ talvu IX. Hin vanligasta epilepsi var primer geniraliser-
adl grand mal, vid einum tidleika 4 14,8, medan hin nast
vanligasta var partiel komplex epilepsi vid einum tid-
leika 4 11,3 per 100.000 um 4rid. Utbreidsludagin, hin
31. desember 1980, hévdu 333 persdnar epilepsi (176
mannf6lk og 157 konufélk) { félkinum, sum taldi 43.609
persénar. Utbreidslan verdur sostatt 763 per 100.000
(678,8-862,0 sannlikindamark vid 95%). Hin vanligasti
bélkurin var primer geniraliserad epilepsi vid einum Gt-
breidislutali 4 291, nzst vanligast var partiel komplex
epilepsi, har dtbreidslutalid var 215 per 100.000. Vid-
vikjandi titbreidsutali® fyri hinar bélkarnar verdur vist til
talvu X. Nidurstodan verdur, at i tidarskeidinum 1970-
1980 fingu 194 pers6nar epilepsi, og dtbreidsludagin,
hin 31. desember 1980, véru 333 félk { Féroyum vid
virknari epilepsi. Smanumtikid er metingin, at epilepsi
er ein tydandi sjiika i Foroyum.
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Sum 1id { arbeidinum at tgreina ter nervafrodiligu
sjtikurnar, sum #dur eru umrdddar, véru allar umséknir
um avlamispesién og félkapension fyri tid, skrivadar {
teidarskeidinum 1939 til 1975, gjdgnumlisnar. 6.200
lzknavattanir, altar sum véru skrivadar frd 1939-1975,
vordu lisnar, og ter nvervafrddiligu sjikurnar taldar
upp. Funnid vard, at millum 30-50 personar per 100.000
ibigvar 4rliga fingu avlamispensién ella fékapension
fyri tid vegna nervafrddiliga sjuku. Teer ymisku sjikurn-
ar verda umrdddar, og bitid verfur merki i, at stédugur
heilabruni (chronic encephalitis) og sequelae to acute
poliomyelitis seinast { kanningarskeidinum ikki longur
eru at finna, sum orsdk til avlamni. Og at seinast { tidar-
skeidinum eru mdrasjtikur i heilanum tann mest tidandi
orstk til avlamni. Eisini s@st parkinsonsjika at vaksa
lutfallsliga, sum orsdk ti! aviamni fra 1939-49 til 1970-
75. Samanumtikid verdur mett, at nervafrodiligar sjdkur
eru tidandi orsokir til avlamni { foroyska fékinum f um-
rédda tidarskeidi.




UTDRATTUR

Markmidid med athugununum, sem r®it er um { pessu
riti, var ad finna tidni peirra taugasjiikdéma sem alitnir
voru algengastir { Fereyjum. Pessir siikdomar eru heila-
&dakvillar, 2xli innan héfudkipu og flogaveiki.

Talid er ad Fereyjar séu heppilegar til faraldsfraedi-
legra athugana vegna pess ad um er ad reda vel afmark-
adan hép sem er tiltélulega stGdugur hvad vardar brott-
og adflutning. Einnig er um ad r&da lydfredilega vel af-
markada pjéd, eins og mannfredilegar athuganir stad-
festa. Gerd er grein fyrir peim heimildum sem notadar
hafa verid til ad finna sjiklinga sem kynnu ad hafa ein-
hvern af peim sjikdémum sem markmidid var ad skra.
bessar heimildir eru sjtikraskraaséfn fareysku sjiikrahs-
anna priggja, l=knisvottord vardandi drorkubztur eda
eftirlaun fyrir timann, dénarvottord digefin 4 timabilinu
1962-1980, skrdr yfir félk med axli og skrir yfir heila-
arafritanir 4 Landssjikrahidsinu.

Feereyska pjodin er ilitin komin af nordmdnnum og
keltum sem settust ad 4 eyjunum seint 4 9. 6ld, um sama
leyti og [sland byggdist. Mannfredilegar athuganir
benda til ad sem heild sé fereyska pjédin likust Islend-
ingum. I janiiar 1962 var félksfjoldinn 35,748 en 43.609
i desember 1980. Arid 1987 voru adeins 2.729 manns
sem feeddir voru utan Fereyja busettir par. Um freysku
bjddina md segja ad um sé ad reda unga pjod, 37,4%
pjdéBarinnar eru undir 20 4ra aldri og 14,7% yfir 60 4ra.
Aldurssamsetningin er svipud og medal {slendinga.
Fjoldi latinna { Fereyjum er hiutfallslega hinn sami og 4
Hdrum nordurldndum: 22% deyja af véldum illkynja
exlis, 35% ur hjarta- og =dasjukdémum og 11% iir
heilazdakvillum. A timabilinu 1971-74 var medallifald-
ur { Fereyjum 72,4 4r hja korlum og 76,7 dr hjd konum.

Fyrsta athugunin 1ytur ad tidni ®xla upprunninna inn-
an héfudkipu 4 timabilinu 1962-75. 52 tilvik slikra zxla
fundust (35 karlar og 17 konur). Arleg tidni var bvi 9,9 4
hver 100.000 (95% &ryggismork 7,5-12,7). Af pessum
52 sjdklingum med ®xli upprunnid innan héfudkdpu
voru 20 4 lifi 31. desember 1979. Borid var saman vid
athuganir fra Englandi, Bandarikjunum, Svipjéd og fs-
landi. [ stuttu mali er nidurstada athugunarinnar sd ad u.
b. b. 5 manns & dri fengju 2xli upprunnid innan héfud-
kipu.

Onnur athugunin, sem frd er greint i pessari ritgerd,
snyst um ad finna tidni slags { Fereyjum 4 timabilinu
1962-75, Nidurstadan var ad 4 timabilinu frd 1. jandar
1962 til 31. desember 1975 fengu 74 karlar og 71 kona

siag. Tidni slags er pvi 45,7 4 hver 100.000 { aldurs-
flokknum 15-65 4ra (95% Oryggismirk 33-35). 34 fengu
innanskimsbledingu (subarachnoid hemorrhage) en 111
adrar tegundir slags. Bent er 4 a0 tioni hjd korlum 45-64
ara er lagri en i Danmorku, Finnlandi, Svipj6d og
Bandarfkjunum. Bent er 4 ad Fereyingar hafa adrar mat-
arvenjur en folk { Skandinavin og flestum vestur-evrépu-
londum. Fareyingar borda meiri fisk og sérstztt telst ad
etid er kjot og spik af marsvinum { Faereyjum. Bent er 4
ad blédprystingshazkkun er algengasti orsakavaldur
slags, og ad dkunnugt er hve margir Fzreyingar era med
of hdan blédprysting.

Pridja athugunin var gerd til ad finna tidni innan-
skiimsbledingar { Fereyjum. Nidurstadan var ad innan-
skimsbleding fannst hja 40 manns 4 umreddu timabili,
Tidnin er pvi 7.4 & hver 100.000 4 4ri (95% Oryggismork
5,3-10,3). Aldursbundin tidnt { aldursflokknum frd 15-25
til 60 4ra var hin sama og athuganir syndu { Svipj6o,
Rochester { Bandarikjunum, Englandi og 4 Islandi en
leegri en athuganir { Finnlandi syndu. Aldursbundin tidni
hjd félki eldra en 60 4ra var miklu lzgri en i Svipjod,
Rochester i Bandarikjunum og Finnlandi. Tidni innan-
skimsbledingar hja Faereyingum var hin sama og athug-
un 4 Islandi syndi bar sem nidurstadan var ad tidnin veri
8,0 4 hver 100.000. Lifunin var samkvamt pessari at-
hugun 50% reiknad mdnudi eftir ad sjikdémurinn héfst.
1 stuttu méli verdur nidurstadan si ad innanskimsblad-
ing s¢ algengasta orsék slags hja ungu félki undir 40 dra
ad aldri og samkvamt pessari athugun munu liklega fjér-

Fjorda athugunin, sem fjallad er um i pessari ritgerd,
var gerd til ad finna ti@ni og algengi flogaveiki { Fereyj-
um 4 timabilinu 1970-80. Athugunin var afturvirk eins
og ber sem &dur var gerd grein fyrir. A timabilinu 1.
jamiar 1970 til 31. desember 1980 fengu 194 menn
flogaveiki. Tidnin er pvi 42 4 hver 100.000 & 4ri (95%
Sryggismork 33-49).

Tilvikin 194 voru flokkud eftir alpj6dlegu flokkuninni
frd 1969 og sést arleg tidni hinna ymsu flogaveikiteg-
unda 4 toflu IX. Algengasta flogaveikin var sjalfvaktir
flogakrampar (primary generalized grand mal) med tidn-
ina 14,8 en nast algengasti flokkurinn var stadbundin
samsett flogaveiki (partial complex epilepsy) med tifn-
ina 11,3 4 hver 100.000 4 ari.

Algengisdaginn 31. desember 1980 vorau 333 menn
med flogaveiki (176 karlar og 157 konur) { pydinu sem
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var 43.609 manns. Algengid er pvi 763 4 hver 100.000.
(95% oryggismork 678,8-862,0). Algengasti flokkurinn
var sjdlfvaktir flogakrampar med algengid 291 og nast
algengust var stadbundin samsett flogaveiki med algeng-
id 215 4 hver 100.000. Vardandi algengi annarra flokka
visast til t6flu X,

Nidurstadan er si ad 4 timabilinu 1970-80 fengn 194
menn flogaveiki og algengisdaginn, 31. des. 1980, voru
333 menn i Fereyjum med virka flogaveiki. I stuttu mali
er dregin sd dlyktun ad flogaveiki sé talsvert algengur
sjikdémur 1 Fereyjum.

Sem lidur { bessu verki, ad finna b4 taugasjikdéma
sem 48ur er rztt um, voru lesnar allar umséknir um 6r-
orkubztur og eftirlaun fyrir timann lagdar fram 4 tima-
bilinu 1939-75. 6.200 leknisvottord, 61l pau sem gefin
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