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PRACTICE OBSERVED

Practice Research

Randomised trial of treatment of hypertension in elderly patients in

primary care
JOHN COOPE, THOMAS S WARRENDER

Abstract

A randomised trial of the treatment of hypertension in 884
patients aged 60 to 79 years at the onset showed a reduction of
1811 mm Hg in blood pressure over a mean follow up period of
4-4 years. The principal antihypertensive agents were atenolol
and bendrofluazide. There was a reduction in the rate of fatal
stroke in the treatment group to 30% of that in the coatrol group
(95% confidence interval 11-84%, p<0-025). The rate of all
strokes (fatal and non-fatal) in the treatment group was 58% of
that in the control group (95% confidence interval 35-96%,
p<0-03). The incidence of myocardial infarction and tonl
was unaffected by treatment. Questionnaires

pleted by the patients and their relatives failed to .dcnnfy a-y
differences in symptoms that were likely to be due to treatment.

Introduction

This trial was designed in 1975 with the main aim of finding out
whether the treatment of hypertension in patients between the ages
of 60 and 79 vears reduced the incidence of stroke o coronary
discase or aifected cardsovascular or overall mortality. At that date.
aithough validation of the treatment of vounger patients with
hypertension of moderate (o severe grade had been achieved by the
Veterans Administration studies, there was no evidence on the
efficacy of treating elderly patients

The existence of fixed patient lists in the National Health Service
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in Britain made it possible to recrunt patients from a known
population base for a multcentre study. The pilot stage was
completed in 1977 and most of the participaung centres were
recruited between 1978 and 1981
In the early 1970s there was oo ethical commuttee for studies in
general practice. After the pilot stage a pilot committee was invited
to review the study before it was continued and o advise on
roblems ed of an expert on
physician, a cardiologist, and a staustician
Subsidiary aims of the trial were .1 to estimate the “cost” of such
treatment in side effects and unwanted morbidity. and 1 to follow
up patients who had normal blood pressures on screeming and to
compare mortality and morbidity 1n this group with that in the
hypertensive patients.
This paper reports the main outcomes of the trial 1n terms of
cardsovascular disease in the treatment and control groups and also
the incidence of side effects

Patients and methods
PATIENT SELECTION

The study population consisted of patients aged 60 to 79 vears who were
registered 1n 13 general practices in England and Wales A data card was
inserted in the medical records of all the patients in this age range, who were
ufied from age-sex registers. Pauents with the following conditions were
exciuded from participating in the treatment tral atrial fibrilation. A-V
beart block. ventncular fadure, bronchial asthma, dubetes mellitus need-
1ng wreatment . o any g
ibe prospectof runful ving. Untreated ypertenson wih evels st
ently above 280 mm Hg systolc or 120 mm Hg duastolic or pauients already
being treated for Avperienaion wibin thrte months. were furint reasons
factors were
ds. and these patients were not screened
for exchusson were onl ducvered e dunog crsrung. 10d thes pavenis
were withdrawn before
Pauents <h by tnal nurses
Blood pressures were measured after a short rest using the left arm with the
pavent seated Thev were read to the nearest 2 mm Hg. Cutfs with range
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In August 1985, as nearty 4000 panient-years had been achieved 1n the
pilot commuttee examuned the

the trial because prolonging the study would be unlikely to 3dd appreciably
0 the conclusions

Results

Altogether 10718 pavents aged 60 to 79 years (men 4731, -mm'
were screened This constituted 78% of the total age range on

hists. Excluded were 1871 pauents because o il oo ahd 1165
because they were on treatment for hypertension: 302 were hypertensive but
unwilling to partxipate 1n the study. A total of 884 pauients were included in
the treatment trial, 419 in the treatment group and 465 in the control group.
Table 1 gaves the charactensstics of these patients. The groups were well

TABLE 1—C the the siar of the onal

Tresment Control

3 oroup

Noof puneni
No of patieni-vears
Noof men )z\
No of women
Mean SD age van <1

BT

Leftventnacular hperiroph on e rocs dgram
Cirdia eniargemmens on chest 1 3 exmunatnoe.

Comternim 81 10 vadinoms, sras—Blood urea | mimoi |6 mg 100 @) Serur creatinine |
el 120 011 mg 100m Bl guce | mmot 1= 14 mg 100 Serum s 1 serv
potassium | mmol 1= | mEq

balanced apart from a non-significant excess of smokers in the treatment
group 28% t 21% and 2 non-significant excess of left ventncular
hypertrophy on clectrocardiograms in the control group 8% o 1%,
mean period of follow up was 4 4 vears range I-10vears The duinbuton
of the B84 patients by age and sex at entry o the rial was. age 60-64, 77
and 156 women. ape 65-69.88 and 192, age 0.4, and 164, age 7579, 45

TREATMENT

Sesenty per cent of the pavents in the reatment group were on atenolol
and 60% on T were on Sty were on 0o
treatment throughout most of the studs In the control group 2% were put
on hypetensive agents because of a rise 1n blood pressure above 280 120; ™%
were put on diuretics because of ventncular fadure Figure | shows a iife
table anaiysis of the vanous ireatments used in the study

Compliance with the treatment regimen was tested once in the pilot stage
of the trial by selecting the patients with a mean fall of 10 mm Hg or less in
svstolic pressure and taking 2 venous sample of blood at thewr next
attendance This group of 12 patients were all on a regimen that included
atenolol Estumation of blood atenolol concentranons in the samples
indicated that 10 had levels that suggested recent ingestion of the drug. and
oneof fewdays. No
further formal ests of comphance were made. but the trial nurses were
instructed to watch for non-compliant patients. espevially among those who
showed little response to treatment or those on atenolol who showed no fall
in pulsc rate When compliance was in doubr tablets were sounted

REDUCTION OF BLOOD PRESSURE

Figure 2 shows the level of blood pressure in the control and treatment

group throughout the tnal There is a consistent difference of about 18 mm

Hg in svstolic pressure and |1 mm Hg in duastolic pressure between the two.

groups The control group shows a reduction of about 16 mm Hg from their
10 mm H The mean

blood pressure in the treatment group conceals a great variation of responsc
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Since patients were not 10 treatment groups it 15 IMpossible to
compare response to the {-blocker and the diuretic About rwo thirds of the
Patients who were put on atenolol., however, had to have bendrofluande
addition to achieve 2 sausfactory blood re response

In the first year of treatment only 36% of the treatment group were at or
below 170 mm Hg systolic agaunst 20% of the control group. Thus slowly
increased unul in the exghth vear of treatment 62% were at goal pressure
against 31% of the control group.

‘About a quarter of the patients were unabe 10 tolerate atenolol because of
these were general faugue, muscular

SYMPTOM QUESTIONNAIRES

Esghty three per cent of the treatment group and §1% of the control group
were piven self adminssicred symptom questionnaures Pavients were
encouraged to fill in the questionnaire on their own. A few, however, had to
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FIG 1—Percentage of pavents on various treaument regimens

oo prassuen

vean o,

Mean biood pressure 1n the treatment and control groups
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finders were used and large ;ulh uaed as necessany A few D’ the first
screening pressures
atiended for ther reasons nmwom prnwr:w;sl/\)mmﬂg or above.
or the duastolic pressure 108 mm Hg. or above phase § . they were asked 1o
attend on another dav when a further blood pressure reading was taken with
a Hawkslev random zerv sphvgmomanometer 1f either the systolic or the
dasobe pressurc was a he same eve the pancnt was ssked otiend a hrd
ume 1f h the
paent was consukred. ehgible for the tral At 1 - Sage et was
explined ad formed consentf parcipation brained
Befoe randomisaton al puberts had 1 general
the following measurements were made: height, weight. 12 ead elextro-
<ardiogram the unine was tested for albumin and sugar and sent for
and culture A venous blood sampie was taken after a 12 hour
ast for full blood count and urea. sodwum. potassium. creatinine. unc acid.
<holesterol. and blood sugar concentraons. A standard posteroantenor
chest x ray film was taken and peak expuratory flow measured A 10 question
mental test modified from that used by Qureshs and Hodkinson was used o
exclude dementia. A score of less than 5 10 excluded patients from further
parucipaton

RANDOMISATION AND STUDY DESIGN

Themuluohbe tests were examuned for exclusion factors If these were
absent the patent into e reatmcnt or control group on 3
30750 bans wibout srabcanon was achueved by opemng
in opaque cnvelope suppld 1 sequence iroc he tnal adimanAUe
centre that ga
These had been prepared from randoe number tables.

evaluation of softer endpounts, was considered to present too many problems

over  long perod 1 an elderty population that ws subyect to many

intercurrent ilinesses. of whom were taking muluple medicatons

Moreover, lheaoﬂorcmdlxun(lbe:mdy'mdmm‘wmnllwk

medscal adviser. and there was a possibality of conflcts arising between the

needs of the trual and the medical needs of the pavent, particularly f the
other

To increase obveruhxvmlhtldmubuxmolmdmumlouo\nu
precautions were taken Both the treatment and the control groups were
lownvllmmmmhmmmnhguudvmmmuwo‘
the first few months when patients in the Lreatment group were rev)
more often dunng the inducton of treatment A
pavents 1n the treatment and coatrol groups were reviewed by the tnal
nurses contavously throughout the tral, and every six months they were
examuned the trul en
All deaths and major recordable events were entered with full detals on
I forms which ., They were
rerwed by the prkor commttee who aducbcated on the status of these
events while being unaware of the treatment the t was recemving
Stundard definitions of major events were used by the commitce see
appendax 1. All
using the Minnesots Code nemmwm:ommm‘mm
patients were receiviog.

TRIAL SIZE

From the incidence of strokes and coronary eveats in the pilot stage of the
trial 2 target of 4000 patient-years in the combuned treatment and control
groups was set. It was esumated that this would give the completed tnal a
90% power of detectng & one third reducton i erther event from an
esumated 15% incidence over a five year penod at the $% level of
significance.

NURSE RECRUITMENT AND TRAINING

The nurses who were recrusted to this scudy were selected by theur ability
10 supervise the complex protocol in busy practces. They were
trained 1n the technique of taking blood pressures and tested by the use of
traning tapes and double stethoscopes. Each nurse received a manual of

the tnal design
They were in constant communicaton with the trial adminsstrative centre
and attended trial meetings every sux months.
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TREATMENT REGIMEN

The prncipal antihvpertensive agents used were atenolol and bendro-
fluazide, and these were introduced stepwise in that order

Siep I—Atenolol 100 mg cach morming This was continued for three
months_If at the end of three months the systolic bloud pressure was sull
above 170 mm Hg or the diastoli pressure above 105 mm Hg the nurse
proceeded tostep 2

Step 2—Bendrofluande $ mg darly was added (o the atenolol

Patients who could not tolerate 100 mg atenolol were given S0 mg atenoiol
or treated with bendroftuazide alone

Step 3—If bendrofluazde and atenolol faled to lower the pressure alpha-
methyldopa S00 mg was added as a single dose in the evemng

Patients who could not be effectively treated with any of the above
regumens or who developed unacceptable side effects could be treated with
any recogrused therapy rather than remain untreated In the last two vears of
the tral several of these patients were treated with mifedipine, usually as
nifedipine retard 20 mg mormung and night

After they had been in the trial 2 year both groups of patients were given
the same examunation and tests as at the beginmng. They were also given a
self admunistered questionnaure 10 assess the level of side effects. Since no
sadated quesuonnare that s sutable for assessing side effects in elderly

s

uestionnaire was produced see appendix 2 Graded

Chened to qoesions regarding headaches, breathicsnes. faiguc, worrcs
depression,

about health, dizines. and general well beng. The reapeats
three bo ng that therr level
ing as usual orse. of much

worse.
A questionnare as described by Jachuk er al was also given to relatives to
determune whether any change had been noticed in the patient’s behaviour
1f a near relauve was not available a close nerghbour or fnend was asked to
complete it
Al(zr lh:y-utnuh-ib&n in the tral for two years the bochemucal tests
were repested, but no medical examinations were

ormes
Pauents in the control group who developed sustained blood pressures.
above 280120 0r the
tral, however. and further recordable events included 1n the final analvsis
Cardiac comphcauons such as ventrcular fadure were treated in the usual
way. Patents who could not attend the medicai centre were followed up at
home.

RECORDABLE EVENTS

The following recordable events were entered on the trial cards from the
meducal notes: myocardual infarcuon. mavor stroke. munor stroke. ransient
sschaemic attack. congestive beart fulure, atnal fibnilsuon, clinucal gout.
diabetes, non-fatal cancer, verugo, dizzy spells, and death Major recordable
events myocardual farctnon, stokes inchoding tramoent chacrme aiacks.
and death were referred (0 the tnal admansstrative centre on special forms

‘The data froem the cards were transferred yearly to computer forms. which
were transmutted 1o a central computer hekd by one of the practices These
data were processed by 2 computer secretary and access to the data was

T transfer of data at all stages

was audited and was sausfactory

Analysis has been on the “intention 1o treat” basis The treatment and
control groups were kept intact for analysis urespective of thewr actual
treatment. Once patients reached the age of 80 and had been un the study for
five years they were excluded from further analysis Patients who left the

Regiy ‘Southport 0 that in the event of thewr dying the cause of death
For this paper, however , no events that occurred to the

p-ue.m b Jeaving the practces were included in the analvsis
The records of all pauents dying in the practices were retained for
examination. Where possible 2 necropsy report was obtained This was
achacved 1n all the “'sudden deaths ™ in the tral. In three cases this led 10 2

n one
1wo 10 ruptured aortic aneurysms. Full reports of deaths were submutied by
the doctors and. where necessary. hospuals were contacted for further
details

Panents suffering a number of events of the same type were counted as
having only one event. A fatal event cancelled out non-fatal events of the
same kund_ A fatal myocardial infarcton or “sudden death,” for instance.
to0k pr infarction. In the case of stroke
the most serious (maror, munot, o tramsent ischaemuc attack  was counted
For further details of the tnal protocol the previous report should be
consulted.*
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have help from the nurse. There were no significant differences between the
percentages of patients 1n the control and treatment groups who complained
of exght separate sympioms  table 11

The relauves’ questionnaire was filled in by exther a close relauve or a
fnend of the paent in §9% and 90% of the treatment and control groups
respecuvely. This questionnawre was more dufficult to complete. The
question on sexual actimaty was excluded as it caused 100 much embarrass-
ment. The questionnaure 1 scored for each quesbon and a global score
computed for the patent on a range of 035 High scores indicate increasing
disabulity. The mean score of the treatment group (n= 373, and the control
group =420 was identical, 3-03. Therefore. no difference emerged in the
response 1o the relauves’ questronnare

There were 11 pavents in the treatment group who reported clumcal gout
compared with two in the cootrol group Six pauents in each group
developed diabetes during the tnal

TABLE 11— Percentages of panents o the reatment and comirol growpt complavang of
moderate or

severe nde effects

[—— Contrt grour

e e

S et [ S —— [P —
[ n P 0 3
Toeinen & ; “ 1
Broahmoes 3 i 2 <
Dunoes k. s 2 .
Depresuon I 2 12 0
Intagesnon N B 2 ¢
Torres . % 3
Gener e b H " :

BIOCHEMICAL RESPONSE TO TREATMENT
Table 111 shows the biochermcal values in the treatment and control

distributed. It occurred very soon after the onset of treatment and did not
seem to get worse as the tral The mean serum potassium
concentrauon was almost unaltered, being 0-07 mmokmEq,) lower in the
treatment group on the first examunaton and 0-08 mmok mEQ)1 lower o
the second.

TAMLE 11i—Haematologucal measwronents ol the fint ond second wuken tal
examanaton at ome year nd 1o years

Trestment growp. Control grovy
P i s i AT cren
Maa'SD No Maan SO No prake smumx
Fors coommarcn.
Hb g Wi a9 W@ oo NS s
Urea memol 1 616 171 % €7 1% 18 p<000l 342
mmoll Y16 2007 I 1945 1936 312 p<o0Nl 419
Biood ghucowe
mamol 1 coaowm 45 123 M p<o0S 300
Uncaod mmall 03 009 7 033 008 30 p<o0OO) B3¢
Serum sodruan
1 PSR 24 NS 0N 1M 3T pco0os 29
Serum posmum
k] 43 087 3 430 048 ¥ p00s 198
686 141 M NS -0%0
04 o0t M NS les
m N5 0w
1 peooos 349
M pco0s 27
1 ne Ns ros
Un acnd mmol ] ® s 27 peomol 660
Serum sodsum
i o0t 308 246 22 peoont 103
Serum pouassum
mmol | e om us 4% oM B opeo0s 212
Cholesteroi 1oeel 1o 667 147 2o NS -0u
Pached cell volume 043 005 244 043 004 13 NS -0%
Compernom 51 ures | menol 16 mg 100 mi Serum crestnune

w
| k10 011 g 100 sl Blood phoccn. | mimet 1= 1 g 100 ki e 2sd 1 mimot
116 8 mg 100 ml Cholesierod | mumod 133 6 mg 100 mi Packed cell

Serum sodwm and poussum | memoi 1= | mEQ !
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MORTALITY AND MORBIDITY

Table IV gaves the incidence rates of fatal and mayor non-fatal events n the
treatment and control group with the 95% confidence intervals There was
no significant difference 1n the total mortality 1n the two groups The rate of
faual stroke in the treatment group was 030 of that in the control group

confidence nterval 0'11-0:84. x— $25. | df, p<0025  The rate of all
stroke in the treatment group was 0-58 of that in the control group

‘confidence interval 0-35-0-96, 5= 4-$3. p<0 03 . Figure 3 shows a ife table
analyss of the proportion of patients who had a stroke of an kind by the
1nterval since entry o the tral in the treatment and control groups

TABLE v—Mayor recordable cvents rates per 1000 panent-years mumber of events
porentheses

Tresment ot Rt esimen:. §-she
e contror

pour g
00 coms
0% NS
o7 NS
08" NS
ERU
100 NS
m NS
10 Ns

I3l NS ousass
083 Neooodan

I NS oiste

emt 903 M3 0 NS0t
Comem
Foal [ERTERTETINNTE 3 N5 otbate
Noo-faual s 12 k11 103 Nso0amax
Al cacers Wemo2n 1w NS omla
AL doasks use Bee 097 NS 0via
Noof panenss ar kR
Paeni-ar e 088

»

| Tentmeni go.s <

Cortro yous e—a

Inteaa s e ut e

FiG 3—Proporuon of pauents who had a stroke transient ichaemic atuack.
manor. maror. of fatal by the interval since entry 0 the trial

cee

o

Antyss of sbses of pants by s 1 st admssion (o e sty 6069
vears © 70-79 vears' and by sex ‘table 2 sumular reduction in total
troke for a1l tnse groups, The stodv. hewevers i ot large enough for
these differences to be significant

Deaths mm@ﬂmwmdﬁmmmmu
S coronary artery
infarcuon 16, and 1 the control

iwcidence

per
lmwuenwanolwmarymerydnm:'n 136 1n both the treatment

10 both
groups (treatment 10, control 10°. Thus treatment had no effect on the
incidence or mortality of coromary artery deaths. Overall cardiovascular
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TABLE N —The rate of all strokes m 1he rearment and conirol group . per 1000 panen
vears according 10 the age at the imunal sreentng nd the sex of the panems Nwmbers of
sokes i parentheses

Tromenigrup  Comtmigroun  Sgmbanc 1

Aee v
w0 R Hix Ns
o W o
Al e e ek 00t
sex

o nen Ns
omen 0° 1 tes 3 Ns
Boch wexes e 1w pe00d
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There was 2 non-significant excess of fatal cancers 1n the treatment group
table VI The excess was enurely in cancers of the bronchus . treatment
exght, control one

Before randomusaton 1165 patients were excluded because they were
already bewng treated for hypertension. The mortahity of these excluded
patenis was computed for companson with patients in the treatment tral

<hosety sumular 10 those in the treatment trial see tabie [V

TABLE Vi—Topes of cumcer in the (rearment and ¢ onirol growps

Treatment grous Controt group
Fouwi =i Fanai =10
Bronches . chus '
Stomach T Stomact '
Rectum | Common bue dont
Liver I Caromomatonn use
3 " '
Theroud | Cown 2
© Bean P
Cterine bouts ' h
Fa '
Lvmphat lewkaema '
Nomiosal 2= 12 Now-fosal 0= 11
Gon 2 Beonchus '
remst H !
Carcinomatonss cauae. Cokom 2
uaknowa i Recum i
Urerune badv 2 Beam .
Vuba T Usenae body v
Bladder ) Proume 1
Lvmphat lewkacwus ' '
Bosalcel carcrooma 2 Besedcell carciooms \

aneurysm. mhw«wyxw-mwm~
1n the control group, but this difference was not signuficant

SMOKING IN RELATION TO STROKE AND MYOCARDIAL INFARCTION

As more of the treatment group than the comtrol group smoked (26% o
21%; the incxdence of smokung m those who had strokes and myocardial
inarctions in the rwo groups. Of 39%
10 e treatment group smoked aguast 27% n the contol grup Wich
myocardil infarcion, however, this was reversed, with 38% in the
treatment group smoking and 44% 1 the control group

The sncesonce o all rokes (per 1000 pacan.years 1 smakiers and noa-
smokers was: treatment growp—smokers 17-4 {ninc patients), noa-smokers
107514 patients: contrd grovp—smokers 231 (10 pacents) don-smcker
: reduction s seen oaly for

wlmmemﬂudmrm(m

attacks..* We therefore Jooked ¢ the rae of coromary artry atacks in the
treatment and control groups by sex and according to smoking state at the
omset of the study: treatment smokers 41°2 (11 attacks), make
on-smokers 22'4 15ix attacks), female smokers 80 (two attacks), femake
non-smokers 151 116 attacks); coatrol group—make smokers 47°6 (10
attacks. mae non-smokers 27°0 {12 attacks), female smokers 40-8 (cight
attacks . female non-smokers 6-6 (cxght attacks) There i a trend towards a
red noking.

smokers. but th
this subsalysss are small. however, and the differences not sagnificant
Patients were admutted to ths study with ether systolic or diastolic
hypertension: 23% had mean dustobc pressures of kess than 90 mm Hg
phase 5 at randomusaton The cardsovascular death rate in the trestment
the start of the
tral was pressure >90 mm Hg—treatmen: group 15-9: 23 deaths .
mnlmlpwpli? 39 deaths  not sagmificant ; dustolic pressure <90 mm
Hg—treatment group 300 12 deaths", control group 20°8 (11 desths) (not

treatment for those with low dsastolx: pressures before the tnal

In this population of elderly patients with hypertension biood

was reduced by 1811 mm Hg for an average follow up

period of 4'4 vears. There was no effect on overall mortality or on

the incidence of fatal or non-fatal heart attacks, but there was a

reduction of 42% in the incidence of stroke, mainly apparent in fatal

and major strokes. There was a 22% reduction 1n cardiovascular
deaths, but this was not significant.

The absence of an effect on overall mortality was partly due to a
non-sigauficant increase in the deaths from cancer in the treatment
group. These were mainly cancers of the broachus. No reason can
e given for this, and it 1s probably a fortuitous cluster.

The reduction in stroke rate was sumilar in men and women and in
the two 2ge groups 60-69 years and 70-79 years at randomisation. It
was more evident in non-smokers, however, who showed a 50%
reduction in overall stroke rate oa treatment. The small number of
reported transient ischaemic attacks is due to two causes. Many
pavents who had such artacks later had serious strokes and were
included in the enumeration of these events. The definition of
transient ischaemic attacks also stnctly excluded pauents who had
mndulxymptomsotnmsaﬁcrllhwn These were classified as

Thﬁh:ko(mv:ﬁecloflrumlmlhtncdmumluv

studics. As more patients in the treatment group than the control
group smoked (28% ©21%), the possibility that smoking increased
the rate of heart attacks in the treatment group must be coasidered .
The

in treatment
mmmugmmpwp(ssswux),mm\smmuoum
case.

The inclusion of patients with low diastolic pressures {systolic
oaly hypertension) might have combined different respoases to
treatment in subgroups with high and low systolic pressures. In the
Osio study, which also inclnded pavents with low diastolic
pressures,
nlhlmﬂmlmmoﬂlvmmmlﬁmwwm
of >100 mm Hg.~

Comparing the patients admutted to the trial with high and low
diastobic blood pressure (=90 mm Hg or <90 mm Hg) showed 2
trend for a reduction in cardiovascular death only in patents with
raised diastolic pressures. Patients with diastolic pressures below 90
mmHganheomﬂmdmuttnsedda!hmefmwww
discase on treatment, although this difference was not
m'ustecounledfofbydﬂlhslnnnmkzotardncfulunlw(
not from those due to coronary artery disease

The selection of patients in the trial was based on an attempt to
screen all those in the age group oa the practice liszs. Seventy cight
percent were in fact examuned; 1165 patients had 10 be excluded,
however, because they were already being treated for hypertension.
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recordable events were Drs D G Beevers. G Howitt, and | I Mann Dr Kiim
McPherson advised on statistcal management Professor Sir Ravmond
Hoffenburg gave advice on stopping the study Dr G M Stewart coded the
electrocardiograms. We thank Professor G Rose and Dr G Watt for advice on
wnting this paper

Impenal Chemucal Industnes. Pharmaceuticals Division. Macclesfield,
provided financul support for the study.
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Tramssent 1schaem anacks Focal central nervous sysiem symptoms or sugns
occurnng suddenly and d ng within 24 hours Amaurosss fugax was
inctuded but ot 5o called “posicrior fossa” nl\xk.nu:hndm‘-u

Muncr e e Focal ceniral oervous sywem, srmptoms

20d ieavin oaly a small deit i 3 month The paten coubd

nervous sysiem symptoms and sgns occurnng
Sukdcony sod leaving »  bman e s+ oty The pavient could
the

of cause of death 100k into account the prncipal

definion
of death rather than the mode of death Pavents dving. for nstance, as 3

cause
result of pocumonia consequent on a stroke were classfied 5 having dicd
roke

Seif admimsiered sympiom questomazire
Piease 1k (10 the appropriate box]
1. Are vou troubled with headaches?

A T resoncms of mkd hvpericacm e vear rug et The Ouio st Am rarely -
moderncly =
crem 1 the ckerh. 4 -
. 2 Domlmmmdmm -
Tometumes =
‘most of the ume =
3 Have vou been gertung short o breath Latety >
™ )
occasicaally B
Appendix b
! 4 Have you been getung pddy or laght headed?

Defintrom of evenss o 0

occasonally ju}

These were used by the puot commitice in judgang tal endpoints. frequently o

S Have you been feeling ressonably happy, al things cossidered?

Myvocardial ifarcnoms =

Noo-faul: ¢ Typical pain with eutber clectrocardiographic evideoce of a o very
my enzvmes or both. (b Auennmun.k very uahappy =

ve of 2 myocardial infarction. 6 Do vou have more indagestion than usual?
companucd by typscal pain 20 o

Fuv:\MmmaaMdhA-Mm'-\nrw» -4 occassonally !

Sudden nn-hxhlmz_—m myocardual much more jm}
7 Do you worry about your health?

Sudden doaths Swbn mality 1 whach 3 posimonicm cxaTInI00 showed 20 oocatall a
other cause of death . tumes =

Coromary artery deaths. ths clasufied as doe to myocardal infarcuon or all the ume =

death 8. Do you fecl well?

Vemencalor favhure deaths Mn.mummw-mn e o]
there e 0 evuence exber chally or & postimonem exstuaarion of only moderatety g
myvocardial inf Dot atall u]

100 YEARS AGO

The Bishop of Bedford is quite at home amoag the peopie, and knows them mqmdmmdrﬁewmwmmm

10 sickness and in health. He gives some curious cxamples of the sull  depend upon the habsts and comstitution of the individual. The person who

prevalent superstitions 2 10 charms snckness, which are worth  can take xad cnyoy bis cokd phunge when the frost is st the window and the

among the of medscal folklore For many years he  saow hes thack,

many complant
mw.a for instance, -m-mummuu-nu-h-

ot the bomuman wms 4 seventb, wom, And any romody suggeicd by

st 1t was supposed, 100, that Anybody rding on & pecbald horse could
cure. He

‘the whoopng:
tumour on the lips of another woman with elder-pith which was got at night
‘under a full moon, and by the use of some words which, the charmer sad,

23dd 10 ths cunous budget of surviving superstivons. (Brnsk Medel
Fournal 1886:4:409.

uaraatces of heslth: but meny who benekt by thecold bt a st re
unabc to take it
i pln Hmn-b:wﬂynﬂvdnm mwmuw it
and deficrent. if the individual feel chilled and depressed for
‘the cold bath & douag

The question of the diet most suitable for winter hardly receives the
attention from us which In the first phace,
a rule required in the cold than in the warm scason. Not merely is digestion
then

2 quantity of hughly disaasicful in
summer. ‘heat producing articies of food are checse, cocoa-nebs, and
catmeal Pea:

-s00p 1s very . and coffee 1s e,
its effect beng as decidedly warmung as that of tea is cooling. (Bnnsk Medwcal
Jomrnal 1886:1.215.1

1150

The mortality from all causes and from principal cardiovascular
endpornts in these treated paticnts was nearly the same as that for
paticnts who were included in the coatrol group of the treatment
trial. Therefore the paticnts in the study were representative of
those who are customarily accepted foc antihypertensive treatment
in this age range.

The trial was obscrvation coatrolied without placebos. The
degree to which lack of blinding of observers might have led to bias
in the wentification of events must therefore be considered. The
biggest difference between the groups was in the incidence of
strokes, and as this was mainly apparent in fatal and major no-fatal
strokes it 1s unlikely to be affected by observer bias. The fact thaall
records were regularly scrutinised by observers from outside the
medical centres and that all events were referred to a pilot
committee that was blinded to the treatment that the patients were
receiving must reduce this source of bias further. Wld\rtpnlm
coronary events in which no difference was found between the
groups. observer bias is less likely.

As both patents and doctors knew what treatment was being

@ven this could theoretically have affected the standard of care or
the lifestyle of the patients. Both control and treatment groups,
however, attended at similar intervals throughout the study, and
apart from their antihypertensive treatment they received medical
care from the same doctors. No difference in lifestyle or activities
between the two groups was idenufied 1n the questionnaires that
were completed by relatives. Random zero
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causes and for major endpoints in the two studscs. Mortality from
most causes in the European study was at least double that in the
trial repocted here. About a third of ths increase can be accounted
for by the difference in mean age between the trials. The remainder
of the difference, however, suggests a population with much more
pathology than the patients in our study and may reflect the fact that
the European patients were drawn from clinic attenders,
our paticats were idenufied by populauion screening. Thirty five
percent of the EWPHE patients had a cardiovascular complication
at entry. The difference in coronary mortality may be due to the
prevalence in the control patients in the European study of mild
ventricular decompensauon, and thus they would have been
vulnerable at the ume of myocardl infarction. The different
treatment regimens might have affected coronary mortality. but this
scems less ikely

Only one of the other published reports of trials of antihyperten-
sive treatment directly addressed the problem in elderly patients.*
The patents were older than ours and were in residential homes.
Only overall mortality was reported, and this was not altered by
treatment

The results in the Medical Research Council tnal of treatment of
mild hypertension are closely sumilar to those shown here in elderly
patients.’ Both used -blockers and diuretics as the maun agents for
lowering blood pressure and both showed no effect on the incidence
or fatality of heart attacks but a reduction 1 strokes. The ratio,

were used to reduce bias in the measurements of blood pressure.

“The absence of biets also makes it more difficult to take
account of the side effects of treatment. We were unable to detect
any difference in the level of complaint of perceived symptoms from
the questionnaires. The background level of symptoms, however,
was high, and perhaps the seif adminsstered questionnaire is 100
imprecise an instrument for elderly patients, who are prone to
forget, not understand, o cven want fo please the doctor.
In younger patients both diuretics and B-blockers have caused
symptoms when compared with a placebo. Perhaps direct inter-
views by who are unaware of the treatment might
have shown a difference. was an excess of gout in the
treatment group, which was presumably due to the diurctic
treatment.

TamLE v Compenion of the cmber of desths
he

frowps o the
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M sge vaan =2 I
Prerceacage o x i
Biood pressure a start
of tral wio 1w
Al deachs F
scachs i
Stroke Q It
Coroaary arery deachs % 52

The other maijor trial in elderly patients was that organised by
the European Working Party for Hypertension in the Elderly
(EWPHE).* The mean age in the European trial was 72 against 69 in
our study. Both trials had similar numbers of men and women and
pauent-years. The treaunent regimens were different because
EWPHE did not use a B-blocker. The mean blood pressure at onset
in our study was 19699 compared with 182101 in the EWPHE
study, which had a diastolic requirement for entry, thus excludiag
syuuucmly hypertension.” The European protocol was double

Bothﬂuduspmducedanmdarndmmmlh:mumof
stroke by treatment, but EWPHE also showed a reduction in
coronary mortality. Table VII gives the numbers of deaths from all

however, of pat ¥ of treatment to strokes prevented is
different. In the younger patients it needs 850 patient-years of
treatment to prevent one stroke. In this trial it needs 100 patient-
years to prevent a stroke and 150 patient-years of treatment to
prevent a major or fatal stroke. The initial blood pressure in our
study is higher than that in the MRC trial, and strokes at any level of
blood pressure are more frequent in older patients.

Against this benefit must be set the cost of medical care and
possible adverse effects. The considerable effort that was required
by dedicated tnal nurses to treat hypertension effecuvely 1n the
elderty—such as sending out many remunders to attend and. where
pecessary, visiung the patients 1n their homes—rmught be difficult to
reproduce in everyday practice.

The disability and suffering caused by severe stroke in elderly
pauents, however, is considerabie, and if 2 reducton of 42% can be
achieved in these hypertensive patients by acceptable treatment this
may make a systematic attempt to screen the elderly worth while. If
150 patient-years of treatment to prevent a major stroke is too big a
task this mught be reduced by adopting a higher level of pressure at
which to start treaument than the 170 mm Hg used in this trial
Analysis of subsets suggests that women as well as men should
benefit and that response is well maintained up to age 80. Those
whose diastolic pressures are below 90 mm Hg should probably not
be treated. The trial, however, was not large enough to vield
significant results in these groups, ton must await the
conclusion of larger trials such as the Medical Research Council's
tnal in Britain and the Systolic Hypertcnsion in the Elderly study in
the United States.”
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Good Practice

What is a good GP?
NICHOLAS L BISHOP

The poverment's comsultatrve document om promay health care, published last
Apel, put forwand sugpesnons for encouragung food pracice among famaly
doctors. Ome sugpesnon twas thal a good pracnce allowance waght be lonked 10
Jactors such as persomal aomlainbty, the range of serowces proved, end
of o, cay

example,
ot of v, o that of " p defne. Wtk ths
i mand the ~BM~ ks sought he e of & rampe of people ot ook brongs
them oo close comtact wuk GPs and asked them 10 groe us thew T of what
construies a good GP. The aricle belows 1 the frs of a short serses

Manvofmypuxxmu!tn'lbmd.\ml[mﬁl’s and 5o there is
‘practice. | carefully

avoxd the use of the word “quality" at this carly scage, though this s
the essence of the whole article. If one is to accept that there are
different qualities of GP, and the title presupposes that there are,
how does ooe the good from the Dot so good? By what
standards are we to measure and from whose point of view? The
tweedy old buffer who is always available and good for a chat and a
bottle of the usual may not be the doctor you would most desire in
attendance when you present with a difficult clinical problem.
Similarly, the keen young chap, his walls hung with newly framed
, will undoubtedly handle your brittle diabetes with great

aplomb but may not be the one to turn to for support when receatly
bereaved. Fommatdy 1 do not have to crack this chestnut—but

overuser. Both may vigorously defend their practice, claiming that
theur methods are in the patient’s best interest and that they have no
desire to change. Such an artitude is commendabie if only because it
proves that some thought has been given to the matter and that the
individual has a referral policy. My daily contact with requests
suggests that many referrals are made without consideration of the
patient’s subsequent management. This is as true of hospital junioc
staff as of GPs, but hospital staff are generally more readily
contacted.

Think shead
So my first requirement of a good GP is prior consideration of the

usefulness of the examination that the GP is requesting. In many
1nstances depthof yond

Royal Swsscx Cousty Hospital, Brightoa BN2 SBE
NICHOLAS L BISHOP, M8, FRCR, consultant radsologast

that aormally acqied by ¢ taiee GP. How specic .4 barim

ulcer? How good is
alexdwim(mmuollhtp‘mus’vhnuhempommo{
“Clear lungs” on the chest x ray film when the patient has
haemoptysis? If the referring doctor is not fully aware of the
hmutavons of the test requested, then the doctor cannot make

postgraduate meetings o workshops so that cach can benefit. There
is 2 tendency to believe that radiology is about interpretation of
images only, and therefore GPs will gain Lite by attending tutorials

advantages, their pitfalls, and their relative costs can they fairly
expect these services to be available to them.

All this takes time, and many GPs are not sufficiently interested to
learn of new techniques, ot they think that they already know
enough about the old ones. Though few radiologists will sympathise
with this attitude, most will remain happy provided sufficient
Mmmunmmmmwrmxombkmmuw
make a decision about the best investigation. A good GP may even
-nmlmu.rmmumupmmﬂymﬁc\ummmm

by telephone so that questions can be answered. lﬁht
request 1s likely to be
would expect an explanation to be provided to jusufy it. Thns
especially applies to requests for repeat studies where further
documentation of a progressive and essentially incurable
condition 1s of little practical benefit to the patent. Indeed, it may
do the patient a disservice if the examination is uncomfortable and
falsely raises hopes of a cure.

Perhaps more than any other consultants radiologists lack

of dealings with a patient it is therefore helpful if that radiologist is
referred the patent for subsequent examinations. Mentonung this
on the request form will simplify the booking procedure and save
the time of several radiologists becommgconcernedmacompia
case. It
prvvvouslywem
Thus from the radiologist’s point of view a good GP gives prior
thought to the subsequent management of the patient and how this
will be influenced by the result of the examination. The GP will
communicate these thoughs to the radiologist through a concise,
legible request form and will be aware of the nature of the procedure
requested, its approximate cost related to other forms of manage-
ment, and its value to the patient in relation to any suffering it may
cause. Byunmd;upxlpndmmmtheG?’:mwhd‘ewm
femain up to date. In an difficult case the GP will contact
loseekade:mdvh:nmwwﬂl

may still have time for halo

1 NOVEMBER 1986




