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Coitus and coronaries
Few physicians even mention sexual activity to their patients
with coronary heart disease, let alone give advice on this
sensitive topic. There are reasons for this omission: the
doctor may be unaware of the cardiovascular effects of sexual
intercourse and prefer to ignore the matter in the hope that
the patient will sort things out for himself; or, as is probably
more often the case, he may not have made provision for
private discussion with his patient.
What advice should be given to these patients ? Data

have been published on the effect of sexual intercourse
on healthy volunteers, some of which-notably those of
Masters and Johnson'-have been criticised because of the
artificial atmosphere of the laboratory; but more recently
monitoring by electromagnetic tape has minimised interference
and made it possible to record volunteers having sexual
intercourse in the privacy of their own bedrooms-the so-
called "sexercise" tolerance test.2 The results of both research
methods have confirmed that sexual intercourse culminating
in orgasm may cause transient tachycardia, hypertension,
and hyperventilation in both sexes. Heart rates of 180 per
minute with increases of as many as 100 beats per minute
in as little as one minute have been recorded3; systolic blood
pressure may rise by 120 mm Hg1 4 5 with diastolic pressure
increases of up to 50 mm Hg.1 5 Pressures in the region of
230 130 mm Hg have been recordedatorgasminnormotensive
individuals,5 but both heart rate and blood pressure fall
rapidly to precoital levels after orgasm. Hyperventilation also
occurs, with respiratory rates as high as 60 per minute.3
Electrocardiographic abnormalities have not been observed
in normal men and women during intercourse. 5

But what ofthe patient who has had a myocardial infarction ?
Sexual activity declines with age, but more so in patients
with heart disease. Impotence has been reported after myo-
cardial infarction,6 but is probably uncommon.2 In one study
of patients with ischaemic heart disease almost half developed
symptoms during coitus-most commonly awareness of rapid
heart action and angina pectoris, but rarely of sufficient severity
to force termination of the act; ECG changes were common,
and the heart rate during coitus averaged 120 beats per
minute for 10 to 15 seconds. Nevertheless, comparison with
exercise equivalents for the maximal heart rates during
intercourse suggested that the oxygen cost to the heart was
little more than that incurred by mild exertion.2 Such con-
clusions should, however, be viewed with caution, as the
emotional influences in sexual intercourse are absent in
ordinary exercise. Sudden deaths do occur during or shortly
after sexual intercourse, but usually in clandestine circum-
stances such as the bordello or the mistress's boudoir, or
when the relationship is between an older man and a younger
woman-or are these the ones that make the news ? In one
series 0-6% of all sudden deaths were attributable to sexual
intercourse and in about half of these cardiac disease was
present.7
And so back to the question of what advice should we give

the patient. On the information available it is not possible
to lay down rules: every case should be considered on its
own merits. Firstly, the effects of coitus on the heart should
be explained to the patient and if possible to the spouse.
Clearly it is undesirable that the patient with coronary heart
disease should achieve the haemodynamic heights attainable
in youth, and most couples will be able to enjoy sexual ful-
fillment without engaging in intense arousal. Abstinence
from intercourse is probably advisable for one month after

myocardial infarction, but the period will depend on the
patient's progress, which may be quantitatively assessed by
exercise testing. Improvement in physical fitness by exercise
may improve sexual performance,2 and if symptoms do occur
during coitus treatment with beta-adrenergic blocking drugs
may be helpful and will minimise the rise in blood pressure
and heart rate without much altering the quality of orgasm.8
Certainly understanding attention from the doctor will do
much to help the patient, and definitive guide lines will
no doubt emerge as this neglected aspect of coronary heart
disease is further studied.
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Curability of breast cancer
The natural history of breast cancer is not known for certain.
Unfortunately, doubt remains on the two issues critical for
assessing the impact of treatment on breast cancer: is the
disease inevitably fatal without treatment; and is there an
identifiable group of women treated for breast cancer whose
survival characteristics are identical to an age-matched control
group ? These considerations are discussed in some detail
at p 439 by Mr M Baum, who points out that his arguments
are not academic: they are directly relevant to the clinician
in the day-to-day management of patients with breast cancer.
If, as seems the case, local treatment alone benefits only 25
to 30" O of the most favourable cases, then logically all patients
presenting with clinically detectable disease should be assumed
to have systemic spread when planning treatment.

Further support for this view comes from a recent report
by Mueller and Jeffries.' They studied the cause of death
and the rate of dying of a large unselected population with
breast cancer collected from the Syracuse Cancer registry,
the Ontario Cancer Treatment Research Foundation, and the
National Cancer Institute. In all cases treatment was con-
sidered an integral part of the course of the disease. After
an initial rapid mortality rate in the first three years women
then died at a constant rate which could be expressed as a
single exponential function, with 8%/ of those at risk dying
in each year, resulting in a 5000 mortality at 5 9 years. Over
80",, of women with breast cancer were likely to die of the
disease; and only in those women who were over the age
of 70 at diagnosis did the proportion of deaths due to com-
peting risks exceed those due to the cancer.
The importance of this study is that it shows the true overall

picture of the mortality risks for carcinoma of the breast,
whereas the survival of patients entered into clinical trials
for "early" disease indicates only that rigid selection of
biologically favourable cases of breast cancer gives an un-
warranted optimistic picture of the problem as a whole. If
the disease were being cured one would expect the annual
mortality rate eventually to parallel that in the normal
population, but this cannot be shown to have occurred
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within the 10 year follow-up usually allowed for describing
the results of clinical trials.
What is the clinician to do in the face of these seemingly

pessimistic conclusions? The most rewarding course open
to him seems to be that he should accept that the disease is
systemic until proved otherwise and then enter the patients
into current trials investigating the value of adjuvant systemic
treatment at the time of mastectomy. Early results from such
a trial in America give some cause for hope.2
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Beta-blockers in anxiety and
stress
Ten years after the introduction of the beta-adrenergic
blocking agents new indications for their use are still being
explored. One such area is that of the effects of beta-blockers
on the central nervous system, in particular in treating stress
and anxiety. At a recent international symposium organised
by Ciba-Geigy in St Moritz, Switzerland, chaired by Professor
P Keilholz, a group of medical scientists and clinicians
reviewed the field and a useful consensus of opinion emerged.
The main action of these drugs is competitive blockade of

beta-adrenoceptors. Within the brain the ascending reticular
activating system contains many noradrenergic fibres whose
endings can be blocked postsynaptically by propranolol and
its congeners. Nevertheless, the action of beta-blockers in
treating anxious patients' may be entirely ascribed to peri-
pheral blockade of sympathetically mediated symptoms such
as palpitations. This interrupts a feedback loop which would
otherwise perpetuate the anxiety. A practical suggestion
made at the symposium was that beta-blockers such as
propranolol or oxprenolol could be combined with centrally
acting sedatives such as diazepam to treat anxious patients.2
In patients complaining primarily of somatic symptoms such
as palpitations, tremor, and diarrhoea, the combination should
emphasise the beta-blocker; in patients with mainly psych-
ological symptoms-tension, apprehension, and irritability-
the centrally acting compound should be more prominent.
The dose of beta-blocker need not be very high: about
60-240 mg daily for propranolol.
A related use for beta-blockers is attenuation of the physio-

logical consequences of normal mental stress. Examples
include driving in busy traffic,3 public speaking,4 and sports
such as ski-jumping.5 Excessive cardiovascular and metabolic
effects may be reduced without appreciably impairing per-
formance. Furthermore, beta-blockers may protect individuals
at hazard from the effects of sympathetic overactivity-for
example, patients with coronary heart disease. There is no
firm evidence, however, that because beta-blockers mitigate
stress effects on the cardiovascular system they prevent the
onset of coronary heart disease. It would be premature to
advocate the widespread use of these drugs as prophylactics
in the middle-aged and elderly.

Other conditions in which beta-blockers have been advo-
cated include mania, schizophrenia, opiate and other drug
withdrawal, alcoholism, essential tremor, and Parkinsonian
tremor. Some new data were presented at the symposium on
the clinical effects of beta-blockers in these various conditions.
With the possible exception of amphetamine withdrawal,

however, the evidence for their value was unconvincing.
In some of these conditions-schizophrenia, for example-
very high doses have been attained with considerable increases
in the blood pressure. Controlled evaluations of beta-blockers
in these conditions are lacking.

Otherwise, these drugs are well tolerated, except in asth-
matics. In low dosage they are devoid of unwanted central
effects such as drowsiness, and they do not induce physical
or psychological dependence. For these reasons alone they
are worth trying in patients with anxiety and stress responses:
for these indications there seems little to choose among the
compounds available, and the practitioner should use the one
with which he is most experienced.
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Genes for superior
intelligence
Nearsighted people are generally believed to be rather more
intelligent than average. Whether or not this is true-or if
true whether the myopia is merely the result of excessive
"near" work (sometimes referred to as school myopia)-have
remained open questions. Recently, however, Karlsson' has
produced some compelling evidence that not only are myopes
on average more intelligent than non-myopes but that this
intellectual gain precedes the development of nearsightedness.
He studied 2527 high-school students aged 17-18, of whom
377 were myopes. Their intelligence had been assessed by the
California Mental Maturity test at roughly 8 years of age and
by the Lorge-Thorndike test at the age of 17-18. The distribu-
tion of IQ among the entire group of students was similar to
the general population of California, though the mean was a
little higher.
The results showed that at age 17-18 the nearsighted group

scored 10 points above non-myopes on the verbal portion of
the test and 7 points higher on the non-verbal portion, with an
overall average increase of 8 points. The results for the two
sexes were similar. The frequency of myopia was greatest
among those students with the highest IQs. In those students
with IQs above 135, no fewer than 44%0 were myopes com-
pared with a frequency of myopia among the students in
general of about 15%. Comparisons with the tests given to the
same students 10 years earlier indicated that those who subse-
quently developed myopia were on average more intelligent
than those who did not.

If one assumes that myopia is due to a recessive gene then
Karlsson's work appears to have identified at least one gene
which may play a part in determining superior intelligence.
In fact, superior intelligence has already been associated-
presumably as a pleiotropic effect-with several other genetic
disorders. These include recessive torsion dystonia2 and
possibly retinoblastoma and hyperuricaemia; furthermore,
siblings of patients with phenylketonuria and the parents of
autistic children are also found to have above-average intelli-
gence.3 Karlsson suggests that myopia may possibly have had
a selective advantage in man's evolution through its association
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