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precipitated by leaving a protective home environment for university,
where she faced major interpersonal difficulties as a consequence of
her low self-esteem and appearance.

Should the association between anorexia nervosa and Turner's
syndrome occur with greater than chance frequency, the latter may
not be the only condition which shows this association. Anorexia
nervosa may well be a manifestation of a wide range of both psycho-
logical and organic disturbances,5 and not a unitary syndrome with a
common cause. Epidemiological studies of the association with other
disorders seems desirable.
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Sexual intercourse and
angina pectoris

With the incidence of ischaemic heart disease rising in the younger
population the number of patients with this condition and sexual
problems may be expected to increase. Hence doctors should be
familiar with the physiological responses to sexual intercourse so that
they can counsel patients accurately.

Patients, management, and outcome

A total of 35 patients aged 36-70 with angina were examined at monthly
intervals. Each completed a questionnaire on his family life, including sexual
activity. This showed that 29 had intercourse more than once a week, 19
developing angina on most occasions. Four had palpitations during inter-
course, and six abstained.

Patients received basic advice on preparing themselves and their environ-
ment for intercourse. They were advised to warm the bedroom and sheets,
to avoid intercourse soon after a meal or bath, and specific questions relating
to each individual were then answered. Fourteen patients underwent 24-hour
electrocardiographic recordings and indicated in diaries the time and
duration of any activity, including intercourse. The recordings were analysed
for heart rate and arrhythmias. All patients received beta-blockers and those
who had had 24-hour recordings had repeat recordings. If pain occurred in
spite of basic advice and beta-blockers patients were advised to take
isosorbide dinitrate sublingually 10 minutes before intercourse.
The patients with symptoms became pain free during intercourse, though

six required nitrates in addition to beta-blockade. Four of the six who had
abstained resumed sexual activity. Two patients with palpitation developed
supraventricular tachycardia and two sinus tachycardia. Beta-blockers
abolished the supraventricular tachycardia and complaints of palpitation.
The table shows that the sinus rate during intercourse was no more than
that during normal daily activity and was appreciably reduced by beta-
blockade.

Discussion

During sexual intercourse the heart rate, blood pressure, and
respiratory rate rise.' An excessive increase in heart rate and blood
pressure in a patient with coronary artery disease might induce
angina, infarction, or dysrhythmia as myocardial oxygen demand

24-Hour maximal heart rates (mean+ SEM)

Before After P
beta-blockade beta-blockade

24-Hour maximal sinus rate
excluding sexual intercourse 124-0±7-2 82 1 i6-0 <0 001

Maximal heart rate during
intercourse .122-2±7-1 820 t2 8 <0 001

exceeds supply. Hellerstein and Friedman2 showed that the average
maximal heart rate in middle-aged married couples during intercourse
was 117 beats/min, compared with 120 beats/min during other
activity. This similar heart rate response has been confirmed in this
study. As the blood pressure rises only moderately when intercourse
takes place in the security of the home environment, there is little
evidence to suggest that the stress to the myocardium during inter-
course is any greater than that during normal daily activity. In spite
of this, in a study of 100 patients after infarction, though 90 returned
to work, only 40 resumed normal sexual activity.4 Sexual activity does
not appear to be related to an increased mortality rate in patients with
heart disease who enjoy intercourse with their spouses in their own
home. The person most at risk is usually middle-aged, having extra-
marital relations.5

Ignorance of the effects of intercourse on the heart and fear of death
are overcome by time and informed comment. In this series of 35
patients only two were not enjoying angina-free intercourse after
specific simple management. They mostly benefited by having the
subject raised, discussion, and reassurance. In two patients 24-hour
electrocardiographic tape recordings disclosed a dysrhythmia which
responded to treatment enabling normal sexual activity to be main-
tained. Furthermore, the tape recordings after beta-blockade showed an
appreciable reduction in sinus rate during intercourse. By preventing
the rise in heart rate, and probably that in blood pressure, the incidence
of angina during intercourse decreased. While sublingual nitrates
effectively relieve angina their use removes the spontaneity of inter-
course allowed by beta-blockade.

It should be routine policy to advise patients and their spouses on
sexual activity, whether they have had an infarction or are regularly
attending with angina pectoris. Most patients with ischaemic heart
disease can enjoy normal sexual relations without risk.
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Proliferative retinopathy in a patient
with diabetes mellitus and idiopathic
haemochromatosis
The belief was once widely held that patients with diabetes mellitus
and idiopathic haemochromatosis were not prone to develop diabetic
microangiopathy.1 2 Recently there have been reports of glomerulo-
sclerosis with typical Kimmelstiel-Wilson nodules3 and of diabetic
retinopathy4 5in such patients. In two studies retinopathy was noted
in roughly 30% of diabetic patients with haemochromatosis.4 These
reports suggest that the long survival of treated patients with haemo-
chromatosis shows that the vascular complications are related to the
duration of the diabetes in the same way as those associated with
idiopathic diabetes. Nevertheless, a feature of these reports has been
the mildness of the retinopathy, which was not considered to have
produced visual disturbance. Proliferative retinopathy has not been
reported by any of these workers. We report incapacitating prolifera-
tive retinopathy in a patient with diabetes mellitus and idiopathic
haemochromatosis.

Case report

A Caucasian man was aged 26 years when diabetes was diagnosed in 1956.
His father had mild diabetes but there was no family history of haemo-
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