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reminds us how often forecasts have been too pessimistic:
Paul Ehrlich, doomwatcher and ecologist supreme, claimed in
1968 that in the 1970s "the world will undergo famines-
hundreds of millions of people are going to starve to death."
Loraine himself takes a distributionist view: there would be
plenty to eat for all if the world's resources were divided more
equally. Doctors can play a part in urging a more rational food
policy by reminding the public of the health benefits of diets in
which much of the protein is obtained from cereals. Agri-
cultural productivity could be increased enormously by capital
investment-but that raises the spectre of the dependence of
modern agricultural methods on fossil fuels. Long term,
agriculture must surely be so organised and designed that it
extracts most of its energy from the sun.
The sun-and the possibility of change in the earth's

climate-is rarely included in any list of global concerns.
Despite lucid exposition by popular writers such as Robert
Ardrey3 the possibility that the earth may be engulfed by a new
ice age is generally regarded as a science fiction fantasy. Is
there any solid evidence to support this last doomwatcher's
warning ? John Gribben (of New Scientist) believes that there
is, and he has recently collaborated with Douglas Orgill to
write a fictional account' of what might happen. The basis for
their anxiety is that for most of the earth's recent history (the
past two or three million years) much of its land surface has
been permanently frozen. The "interglacial" period of warm
climate we have experienced for the last 10 000 years is one of
the exceptions, not the normal state: and this interglacial has
lasted longer than any of its predecessors. Where the experts
disagree is on the speed with which the earth could descend
into another ice age (with glacial ice one mile thick at the site
of the city of Chicago). Some of the climatologists cited by
Orgill and Gribben believe that six winters as severe as 1972,
spaced fairly closely together, could return the northern hemi-
sphere to the condition of 20 000 years ago.
Most probably the doomwatchers will prove to be wrong

most of the time-as Paul Ehrlich was shown to be. The
disasters they predict are, however, so serious that governments
and international agencies should take account of them. So far
this seems to happen only when there is prolonged, noisy,
public concern about an issue such as nuclear power. The
countries of the world are now so interdependent that a better
advance warning system is needed-as a matter of urgency.
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Labile hypertension

Patients whose arterial blood pressure is raised at some times
and normal at others are said to have labile or borderline
hypertension. Though no definition of "normal" blood
pressure is really possible, in the WHO classification' (stage 1)
labile hypertension is said to be present when the arterial
blood pressure is sometimes above or sometimes below 140 90
mm Hg. Most doctors are familiar with the patient whose
initial high blood pressure falls to normal on subsequent

visits: thus in a survey of 12 371 people in Charlottesville,
Virginia, labile hypertension was found in 11°', of those
tested.2 The high frequency of labile hypertension has been
attributed:3 to a statistical phenomenon, regression towards
the mean: the higher the arterial pressure is when first
measured, the more likely it is to be lower on subsequent
occasions. This dogma has, however, been disputed.4
The diagnosis of arterial hypertension is usually based on a

single casual recording of the blood pressure, and most
epidemiological data showing the risks of hypertension are
also based on a single blood pressure reading. Since this first
reading may be made under conditions of stress, perhaps not
surprisingly subsequent readings are often lower. Which
reading, however, is the important one, and which should we
use for therapeutic decision making ? In the past patients were
often placed at rest in "near basal" conditions) for 20 to 30
minutes to see if the blood pressurc would fall to normal. If it
did so no treatment would be given. Further studies'; on such
patients have shown that as many as 40', may have raised
levels of blood pressure under routine conditions of home life.
Furthermore, Caldwrell and his colleagues, in a long-term
study of 471 patients, found that casual blood pressure readings
were as accurate predictors of future cardiovascular risks as
"near basal" recordings.7

Arterial blood pressure varies considerably throughout the
day. In normal people the average diurnal variation is 33 mm
Hg systolic and 10 mm Hg diastolic, though changes of even
100 mm Hg systolic and 40 mm Hg diastolic are not
exccptional.i Larger total variations may be scen in persons
who are hypertensive." Direct intravascular monitoring of the
arterial blood pressure in ambulant patients has shown
considerable variability in both systolic and diastolic blood
pressures with a fall during sleep."' In general, there is a good
agreement between direct and indirect (cuff) readings of blood
pressure, though in patients being treated for hypertension
the indirect methods of blood pressure measurement tend to
give pressure readings higher than those shown on direct
recording." Variation in blood pressure is therefore normal,
and perhaps the existence of labile hypertension should not
have been a surprise. Furthermore, while labile hypertension
has been assumed inevitably to proceed to sustained hyper-
tension,' this hypothesis has never actually been tested.
Kannel and his colleagues:' have even suggested recently
that labile hypertension is a myth, using data from the
Framingham study. They suggest that there is no difference
in terms of the risk of stroke, heart disease, or heart failure
between paticnts with labile hypertension and those with
sustained hxv-rtension.

Perhaps the source of the controversy lies in the desire to
attach diagnostic labels to patients. The level of arterial
pressurc represents a continuum, and the desire to attach a
label to one subgroup (such as labile or prchypertension) may
satisfy the physician's innate diagnostic need but it may not
benefit the patient in the long run.1:1 A single blood pressure
reading seems to be a reasonably good predictor of the risk of
events to come: so possibly the higher the initial reading the
more labile the pressure or the greater its diurnal swings.
Labilc hypertension may be a myth but only because it has
been defined inaccurately. We need more information on its
natural history.
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Cardiovascular mortality
and altitude
Studies of populations in the Andes suggest that both coronary
artery disease and myocardial infarction are uncommon among
residents at high altitude. Ramos et all found no case of
myocardial infarction or of even moderate coronary artery
disease in a consecutive series of 300 necropsies carried out at
14 000 feet; and epidemiological studies2 in South America
have shown that both angina of effort and electrocardiographic
evidence of myocardial ischaemia are less common at such
altitudes than at sea level. Similar findings have been reported
in native residents of the Himalayas.'

Genetic differences and the absence or low frequency of
known coronary risk factors among non-Western peoples
affect the interpretation ofcomparisons between their mortality
experience and that of whites; so the relation between cardio-
vascular mortality and residence at high and low altitudes
needs to be examined in white populations as a separate study.
Recent American research has yielded interesting results.
Mortimer et al' looked at the variation in mortality from

arteriosclerotic heart disease in whites in relation to altitude
in the State of New Mexico. With increasing altitude they
found a declining age-adjusted mortality from arteriosclerotic
heart disease in men but not in women. They argued that the
trend for men could not be explained by urban-rural
differences, differences in cigarette smoking, racial mix
(Spanish-Americans or other Americans), or by hardness of
the water supplies, which in New Mexico is inversely related
to altitude. Nevertheless, Buechley et al} contended that the
controls for racial differences had been inadequate, and that
this factor rather than altitude accounted for the trend.
Most recently Voors and Johnson", examined age-adjusted

mortality from arteriosclerotic heart disease in whites
by sex according to altitude in 99 of the 100 largest cities in
the USA. The correlation between the two was modest and
negative (r- --0-43), but was derived from extremely skewly

distributed observations and is therefore open to challenge on
statistical grounds. Similar doubts apply to the use of partial
correlation techniques to show the absence of any relation
between water hardness and arteriosclerotic heart disease
mortality once altitude is accounted for. Nevertheless, none of
the eight cities above 1300 feet (400 m) had an age-adjusted
mortality for either sex as high as the median of the distribu-
tion for all 99 cities, and there was some evidence within
water-hardness groups of declining mortality with increasing
altitude.
The effects of selection for residence at altitude presumably

have a larger part to play in New Mexico than across the
major cities of the United States: in New Mexico the
range of altitude and the maximum absolute elevation are
both greater. These factors suggest that occupational selection
in particular may help to explain the disparate findings for the
sexes in New Mexico.
The implications of the American findings for residents of

most European countries are less than clear. There are few
major cities in Europe, east or west, above 2000 feet (600 m),
and permanent residence virtually ceases at altitudes much
below those of inhabited New Mexico. The scope even for
observing an "altitude effect" in Europe is thus severely
limited. Furthermore, any cross-European studies would be
confounded by cultural and genetic differences. Despite this
caution, some types of inquiry perhaps deserve attention.
Within those countries with a moderate range of altitude it
may be worth repeating the analysis of Voors and Johnson.6
Spain, France, and West Germany possibly have sufficiently
homogeneous populations to enable this to be done. Next,
information might be obtained from Caucasian populations
living outside Europe at widely differing altitudes but in
otherwise homogeneous conditions: thus East and South
Africa may be natural laboratories. Finally, some Russian
reports exist of investigations in the Caucasus and the Pamirs,
where there is a moderate range of altitude of major residential
centres, though less than in the United States. Much of this
work is inaccessible to the average Western reader, but it may
be worth exploring.

This is, however, a research topic of little practical
importance to the British. None of our cities are as high even
as 1000 feet (300 m) and the highest village in Britain is at
less that 1500 feet (450 m). There is little prospect of reducing
mortality from arteriosclerotic heart disease by relocating
Milton Keynes, say, on the top of Dartmoor.
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