
cal resolution of major enignas, such as the largely
unexplained differences in morbidity and mortality across
socioeconomic groups."
As I wrote in a letter to Science in response to Gary Taubes's

article:7 "It could be said for epidemiology, with respect to disease
etiology and prevention, what is frequently said about democracy
as a system of government: they both have many problems and
weaknesses, but they still represent the best available approach for
the achievement of their respective objectives."'12
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Treating hypertension: the evidence from clinical trials

Aimfor treated diastolic pressure levels of80-90 mm Hg

Survey data show that most elderly people have hypertension.'
Guidelines for treating hypertension in elderly people have
evolved as data from observational studies and clinical trials
have become available. As recently as 10 years ago it was
unclear whether the benefits of drug treatment in elderly peo-
ple outweighed the risks. Doctors were cautioned about the
side effects of antihypertensive drugs and were advised to treat
only those elderly patients with the highest blood pressures.
Some expert panels recommended drug treatment for healthy
65-74 year old patients only when blood pressure levels
reached 200/100 mm Hg or greater, and for healthy patients
over 75 years only when diastolic blood pressure levels reached
120 mm Hg or greater.2 The decision to treat elderly patients
with smaller rises in blood pressure was left to the discretion of
the individual doctor.2

Meta-analyses of the clinical trials of antihypertensive drug
treatnent in elderly people have been published recently,"
and some ofthe uncertainties that faced expert panels 10 years
ago have been resolved. By pooling the results of 13 clinical
trials that together enrolled over 16 000 elderly participants
from Europe, Australia, the United States, and Japan, these
meta-analyses found that treating hypertension in elderly peo-
ple significantly decreased morbidity and mortality due to
cardiovascular disease as well as all cause mortality. Over
about five years of follow up, antihypertensive drug treatment
was found to lower the risk of stroke by 35% and the risk of
coronary events by 20%. Drug treatment of hypertension in
elderly people also resulted in about a 15% reduction in all
cause mortality. For patients over 80 years old, the benefits of
lowering blood pressure were less clear. On the basis of the
results of these studies, elderly patients with hypertension
should be treated above a threshold of 160/90 mm Hg.
The evidence from clinical trials regarding the benefits of

treating hypertension among middle aged patients (blood
pressure levels of 140/90 mm Hg or greater) also seems clear:
drug treatment lowers the risk of cardiovascular morbidity and
mortality.4 Because observational studies indicate that young
adults with hypertension are at considerably increased risk of
coronary heart disease when followed over several decades, some
expert panels recommend that screening for hypertension should
begin at age 21.6 However, there are few clinical trial data regard-
ing the long term effectiveness ofantihypertensive drug treatment
in young adults (under 30 years of age). In young adults with
mildly raised blood pressure and in whom secondary causes of
hypertension have been excluded, non-pharmacological treat-
ment is preferred. For young adults with diastolic blood pressure
levels greater than 100 mm Hg or with other risk factors that

increase overall cardiovascular risk, drug treatment should be
considered to prevent target organ damage.

Clinical trial data support the recommendation that patients
with hypertension be advised to make lifestyle changes to lower
their blood pressure, including weight reduction, increased exer-
cise, dietary salt restriction (to less than 5-6 g/day), and alcohol
restriction (to less than two or three drinks a day).' However, for
many patients who do not respond adequately or who are unable
to comply with such lifestyle modifications, drug treatment will
be necessary. For most hypertensive patients, treatment may
begin with either a , adrenergic blocker (in younger patients) or a
low dose thiazide diuretic (in older patients).8 These drugs have
been used for several decades, have been shown to be safe and
effective, and are the only drugs proved to reduce cardiovascular
morbidity and mortality.
How far to lower raised blood pressure to achieve maximum

benefit is unclear. In this week's issue of the BMJ, Merlo et al
report the results from a population based cohort study in 484
men (p 457).9 They found that the incidence of ischaemic car-
diac events was increased in those taking antihypertensive
medication and that it was increased fourfold in those with
diastolic blood pressure levels below 90 mm Hg, even after
adjustment for confounding. Results from other observational
studies and clinical trials in middle aged and elderly patients
have indicated that diastolic blood pressure levels lower than
85 mm Hg are associated with an increased risk for coronary
heart disease.'° 1' However, one meta-analysis of clinical trial
data was unable to detect such an association.'2 Until it is clear
whether low diastolic pressures levels are a cause or a
consequence of coronary heart disease, it seems prudent to
aim for treated diastolic pressure between 80 and 90 mm Hg.

Although substantial progress has been made in detecting and
treating patients with hypertension, recent survey data from the
United States indicate that there is considerable room for
improvement: about 35% of people with hypertension go
undetected, 50% ofthose detected are not taking medication, and
80% of those taking antihypertensive medication still have blood
pressures overl40/90 mm Hg.' On the basis of the clinical trial
evidence, the effective control ofhypertension in middle aged and
elderly patients (and possibly in young adults) can be expected to
result in an accelerated decline in the incidence of stroke,
myocardial infarction, and the rate of cardiovascular death.
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Information in practice

Make it workforpatients

Information drives the practice of medicine. Doctors must use
it every time they see a patient, perform a procedure, or con-
sult a colleague; hospitals spend 15% oftheir budget managing
it; and doctors and nurses spend a quarter of their time find-
ing, sorting, and using it.' There is, of course, no shortage of
information out there. The real challenge is improving the
supply lines that take it in a usable form to the bedside, the
surgery, the purchaser, or the teaching session. Doctors are
often unaware of important developments that will benefit
their patients,2 and most consultations give rise to questions
that can be answered but usually are not.' The rapid develop-
ments in computing mean that the world is now entering a new
information age. That technology could-if used correctly-
transform medicine.

Despite its obvious importance, the industry that has grown
up around information in medicine has had a bad press.
Investment has been heavily biased towards the development
ofnew technology. Disillusioned doctors have seen millions of
pounds wasted on useless hardware and resources diverted
from patient care into administrative information systems
developed by information technologists for managers.4" Doc-
tors are urged to evaluate everything they do, but the impact of
expensive systems, or lack of it, goes uninvestigated.6 All this
has traditionally alienated doctors from the disciplines of clini-
cal information management and medical informatics.
Doctors also find that these experts on communication too
often use incomprehensible jargon. Progress is being made by
various professional bodies including the BMA, the General
Medical Council, and the royal colleges,4 but there remains a
cultural gap to be bridged before doctors can be truly in con-
trol of the way information is collected and used in their work-
places.
To signal the BMJs commitment to bridging this gap, we

are launching a new section devoted to helping doctors recap-
ture the lead and to steer information management firmly
towards patient care. The new section, to begin in October,
will be called "Information in practice." Our aims (box) are
broad and perhaps a little ambitious, but we hope above all to
stimulate and educate. The section will include some submit-
ted articles selected after editorial assessment and peer review,
but we will also be commissioning articles for publication.
We are happy to consider reports of original research,

educational articles, debate pieces, and rigorous review articles
looking at managing clinical information in its widest sense.
Technology will have its place but so will, for example, new
ways of using trial results at the bedside,7 the impact on deci-
sion making of presenting research results in different ways,8
and how to design data collection forms for randomised con-
trolled trials. We will work hard to keep the content
straightforward and clinically useful. Readers are welcome to
submit ideas for commissioned articles, preferably with

Aims and objectives ofinformation in practice
* To help doctors understand that better management of clinical

information will improve their treatment of patients and the
management of their practices

* To encourage rigorous evaluation of information management
systems, particularly with respect to patient care

* To empower doctors to shape the development of information
management projects so that clinical needs are put before financial
and administrative needs

* To generate enthusiasm among doctors by demystifying clinical
information management

* To help doctors understand the information demands that will be
made of them

* To consider how information management can enhance doctors'
relationships with patients and the public

suggested authors. We have recruited a small but international
panel of information experts and working doctors to help us
decide what to publish and how to make it as accessible and
attractive as possible. We hope the process will be an education
for us too.
At first the section will be published once a month and the

full text of all articles will be posted on our web site
(http://www.bmj.comlbmj/). There will also be scope for
highly technical material to be published electronically on the
Internet site with a brief translation of the main messages in
the paper journal.
The science of information in medicine is still in its infancy:

we don't fully understand, for example, what kind of
information doctors need.' However, for those who can
harness clinical information and exploit it for the benefit of
their patients the rewards will be great.
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