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Using thresholds based on risk of cardiovascular disease
to target treatment for hypertension: modelling events
averted and number treated
Simon Baker, Patricia Priest, Rod Jackson

Abstract
Objective To estimate the impact of using thresholds
based on absolute risk of cardiovascular disease to
target drug treatment to lower blood pressure in the
community.
Design Modelling of three thresholds of treatment for
hypertension based on the absolute risk of
cardiovascular disease. 5 year risk of disease was
estimated for each participant using an equation to
predict risk. Net predicted impact of the thresholds on
the number of people treated and the number of
disease events averted over 5 years was calculated
assuming a relative treatment benefit of one
quarter.
Setting Auckland, New Zealand.
Participants 2158 men and women aged 35-79 years
randomly sampled from the general electoral rolls.
Main outcome measures Predicted 5 year risk of
cardiovascular disease event, estimated number of
people for whom treatment would be recommended,
and disease events averted over 5 years at different
treatment thresholds.
Results 46 374 (12%) Auckland residents aged 35-79
receive drug treatment to lower their blood pressure,
averting an estimated 1689 disease events over 5
years. Restricting treatment to individuals with blood
pressure >170/100 mm Hg and those with blood
pressure between 150/90-169/99 mm Hg who have a
predicted 5 year risk of disease >10% would increase
the net number for whom treatment would be
recommended by 19 401. This 42% relative increase is
predicted to avert 1139/1689 (68%) additional
disease events overall over 5 years compared with
current treatment. If the threshold for 5 year risk of
disease is set at 15% the number recommended for
treatment increases by < 10% but about 620/1689
(37%) additional events can be averted. A 20%
threshold decreases the net number of patients
recommended for treatment by about 10% but averts
204/1689 (12%) more disease events than current
treatment.
Conclusions Implementing treatment guidelines that
use treatment thresholds based on absolute risk could
significantly improve the efficiency of drug treatment
to lower blood pressure in primary care.

Introduction
Numerous randomised trials have shown that drug
treatment for hypertension in patients with blood
pressure higher than about 150/90 mm Hg reduces
the relative risk of cardiovascular disease by about one
quarter to one third, regardless of blood pressure
before treatment or the absolute risk of cardiovascular
disease before treatment.1 However, the absolute
reduction in the risk of cardiovascular disease is
directly proportional to the absolute risk of cardiovas-
cular disease before treatment (that is, the incidence of
cardiovascular disease).2 Most guidelines for treating
hypertension therefore recommend that patients with
a high absolute risk be treated as a priority.3–6 A
patient’s absolute risk of cardiovascular disease
depends on the combined effect of their risk factors
particularly whether there is a history of symptomatic
cardiovascular disease, diabetes, or target organ
damage, and whether the patient is older, male,
smokes, has dyslipidaemia, and has high blood
pressure.7

Since 1992, guidelines from New Zealand, both for
the management of raised blood pressure3 8 and dyslipi-
daemia,9 10 have provided a tool, based on the Framing-
ham heart study, to help practitioners to assess
quantitatively the risk of cardiovascular disease in
individual patients. The New Zealand guidelines for the
management of mildly raised blood pressure (that is,
between about 150/90 and 169/99 mm Hg) recom-
mend that the decision to treat should be influenced by
the predicted absolute risk of cardiovascular disease; the
guidelines suggest that a 5 year risk of 10% is a reason-
able starting point for discussing drug treatment with
patients whose blood pressure is mildly raised.3 Recent
guidelines from the British Hypertension Society have
made similar recommendations.4 However, the appro-
priate threshold of the absolute risk of cardiovascular
disease at which drug treatment should be initiated is
somewhat arbitrary and is based more on historical
practices than explicit estimation of the impact on indi-
viduals or populations. We attempt to quantify the impli-
cations for a population resulting from the use of
different treatment thresholds based on the absolute risk
of disease. We estimated the number of patients for
whom treatment would be recommended and the likely
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number of cardiovascular disease events averted in a
well defined urban population.

Participants and methods
Study population and data collection
Participants were recruited from the University of
Auckland heart and health study, a prevalence survey
of risk factors carried out in Auckland, New Zealand, in
1993-4. The study methodology has been described
elsewhere.11 Briefly, about 2500 residents of Auckland
aged 35-84 years were identified by age stratified
random sampling of the general electoral rolls (which
are over 95% complete for people of European origin);
they were invited to attend a free clinic to assess their
risk factors for cardiovascular disease. Trained inter-
viewers administered a structured questionnaire, and,
after participants had been seated for five minutes,
systolic and diastolic blood pressures were measured
twice to the nearest 2 mm Hg using a Hawksley
random zero sphygmomanometer. A non-fasting
blood sample was also drawn. Total cholesterol
concentrations were analysed using the method of
Allain et al, and concentrations of high density
lipoprotein cholesterol were measured using a modifi-
cation of the method of Lopes-Virella. 12 13

The general electoral roll sampling frame did not
include a representative sample of Maori people
because about half of all Maori are registered on sepa-
rate electoral rolls. The general electoral rolls also sig-
nificantly underrepresent the true proportion of
Pacific Islanders in the general population. Because
Maori and Pacific Islanders identified from the general
rolls were unlikely to be representative, they were
excluded from the analysis. The study population of
2158 participants included 2106 (97.6%) people of
European origin, 28 (1.3%) of Chinese origin, 9 (0.4%)
people of Indian (subcontinent) origin, and 14 (0.6%)
who were classed as belonging to other races.

Estimating cardiovascular risk and treatment
benefit
A published equation for predicting the incident risk of
cardiovascular disease from the Framingham heart
study was used to calculate each participant’s 5 year
risk of a fatal cardiovascular disease event or a first dis-
ease event that was not fatal.7 The independent
variables included in the equation were age, sex, systo-
lic blood pressure, ratio of total cholesterol to high
density lipoprotein cholesterol, smoking status, and
diabetes status. A variable identifying individuals with
left ventricular hypertrophy detected by electrocardi-
ography was set to absent for all participants since this
risk factor is uncommon and was not assessed. A
cardiovascular disease event was defined as one of the
following: new onset of angina, myocardial infarction
(including silent myocardial infarction diagnosed by
electrocardiography), death from coronary heart
disease, stroke or transient ischaemic attack, congestive
heart failure, or peripheral vascular disease.

The pretreatment blood pressure of participants
taking antihypertensive drugs was estimated by adding
12 mm Hg to the systolic pressure and 6 mm Hg to the
diastolic pressure; this adjustment was based on the
average treatment effect described in randomised con-
trolled trials.2 Participants with a history of cardiovas-

cular disease and a predicted 5 year risk of disease
estimated at < 20% were assigned a 5 year risk of 20%.
This is based on a minimum rate of events of about
20% found in control groups in trials of the secondary
prevention of cardiovascular disease.14–16 Those with
previous cardiovascular disease and a predicted 5 year
risk of disease > 20% were classed according to the
prediction equation.

Participants were then categorised according to
whether treatment would be recommended under the
1995 New Zealand hypertension guidelines using their
blood pressure and predicted 5 year risk of cardiovas-
cular disease.3 Although these guidelines recommend
a threshold of 5 year risk of 10%, we applied three risk
thresholds to each participant. Firstly, participants with
a systolic blood pressure >170 mm Hg or a diastolic
pressure >100 mm Hg were assigned to the treatment
group irrespective of their predicted 5 year risk
because there is a strong international consensus that
this group should be treated. Secondly, those with
systolic pressure < 150 mm Hg and diastolic < 90 mm
Hg were assigned to the non-treatment group
irrespective of their predicted 5 year risk, apart from
those already receiving drug treatment to lower blood
pressure and with a 5 year risk above the thresholds
used in the analyses (see below). This exception was
made since it was almost certain that their blood pres-
sure before treatment would have been > 150 mm Hg
systolic or > 90 mm Hg diastolic because no treatment
guidelines in New Zealand before 1995 recommended
antihypertensive treatment for patients with blood
pressures below these values. Thirdly, all other partici-
pants were assigned to treatment or non-treatment
groups in three different analyses using 5 year thresh-
olds for risk of cardiovascular disease of 10%, 15%, and
20%. The mean predicted individual 5 year risk of
cardiovascular disease in each of the three age groups
(35-49, 50-64, and 65-79) was used to predict the
number of disease events expected to occur over the
next 5 years. The number for whom treatment would
be recommended and the number of disease events
caused (by stopping treatment in low risk patients) or
averted (by initiating treatment in high risk patients) at
each risk threshold were calculated by assuming that
treatment reduces the incidence of cardiovascular dis-
ease by one quarter. All calculations were done using
Microsoft Excel spreadsheets and Statistical Analysis
System software.

Results
Participants
Included in the analysis were 2158 non-Maori and
non-Pacific Islander participants from the Auckland
University Heart and Health Study who were aged
35-79 years and for whom data were complete (72% of
the 3000 invited). Women accounted for 49% (1064) of
the participants.

The distribution of the use of antihypertensive
drugs by blood pressure (corrected for treatment
effect), age group, and sex is shown in table 1. Blood
pressure and the use of antihypertensive drugs
increased with age in both sexes. The proportions
receiving treatment increased from a few per cent
among those aged 35-49 to one third in women aged
65-79. The proportions with higher blood pressure
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that was not treated also increased with age. Moreover,
the blood pressure of older patients who were being
treated was higher than that of younger people who
were being treated.

The distribution of the predicted 5 year risk of
cardiovascular disease by age group, sex, and treatment
is shown in table 2. The mean predicted risk of disease
increased markedly with age in both sexes, irrespective
of whether participants were being treated. The risk in
men was considerably higher than in women at all ages
in both treated and untreated groups. Both men and
women who were being treated had higher mean pre-
dicted risks of disease than those who were not being
treated; the difference between the treated and
untreated groups was greater among women. In the
youngest age group the majority of those receiving
treatment were predicted to be at low risk of disease.

Number treated versus events averted
By extrapolating from the sample to the population of
Auckland (390 492 people aged 35-79 years according
to the 1991 census), we estimated that about 27 368
disease events would occur over 5 years if no one was
treated with antihypertensive drugs (table 3). Half of
these events were predicted to occur in people aged
65-79 years and significantly more disease events were
predicted to occur among men (16 500) than women
(10 500) (data not shown).

Altogether, 46 374 Auckland residents (20 500
men) aged 35-79 were estimated to be receiving drug
treatment to lower their blood pressure. This treatment
was estimated to have averted almost 1700 disease
events over a 5 year period, with similar numbers of
events averted in men and women. Over half of the
estimated events averted (1116) were among those
aged 65-79.

Table 3 also shows the estimated number of Auck-
land residents aged 35-79 for whom drug treatment
would be recommended and the predicted impact that
treatment using each of the three thresholds would
have on rates of disease events.

If a 5 year risk of cardiovascular disease of 10% is
used as the threshold for offering treatment and is
applied to those aged 35-79, about 13 221patients cur-
rently receiving drug treatment would not meet the
criteria for treatment; however, treatment would be
recommended for 32 662 untreated patients. If a rela-
tive benefit of treatment of 25% is assumed, the
predicted number of disease events occurring over 5
years would increase by about 225 among those for
whom treatment would no longer be recommended
but the threshold would avert an additional 1364
events among those starting treatment. The net
additional number of events averted in 5 years is 1139
(800 in men), and represents a 68% improvement over
current treatment at a net cost of a 42% increase in the
number treated (about 19 401 new patients; 14 500
men). The greatest increase in the number treated
would occur among 65-79 year olds (about 14 645).
This group was also predicted to have the greatest
reduction in disease events (a decrease of around 800).

If a 5 year risk of 15% is used as the treatment
threshold, about 20 339 patients currently receiving
drug treatment would no longer meet criteria for treat-

Table 1 Blood pressure in study participants (corrected for
treatment effect).* Values are numbers (percentages)

Age (years)

35-49 50-64 65-79

Men

No treatment (n=928) 320 325 283

Blood pressure:

Group 1 294 (92) 263 (81) 195 (69)

Group 2 19 (6) 55 (17) 71 (25)

Group 3 7 (2) 7 (2) 17 (6)

Treatment† (n=166) 14/334 (4) 49/374 (13) 103/386 (26.7)

Blood pressure:

Group 1 13 (93) 26 (53) 43 (42)

Group 2 1 (7) 21 (43) 40 (39)

Group 3 0 2 (4) 20 (19)

Women

No treatment (n=966) 315 293 258

Blood pressure:

Group 1 309 (98) 240 (82) 168 (65)

Group 2 6 (2) 41 (14) 72 (28)

Group 3 0 12 (4) 18 (7)

Treatment† (n=198) 7/316 (2) 60/300 (17) 131/389 (34)

Blood pressure:

Group 1 6 (86) 43 (71) 62 (47)

Group 2 1 (14) 13 (22) 52 (40)

Group 3 (0) 4 (7) 17 (13)

*Group 1=systolic blood pressure <150 and diastolic <90; Group 2= systolic
pressure 150-170 or diastolic 90-100; Group 3=systolic pressure >170 or
diastolic >100.
†Percentage of each age-sex category receiving drug treatment for hypertension.

Table 2 Five year risk of cardiovascular disease among
participants. Values are numbers (percentages)

Age (years)

35-49 50-64 65-79

Men

No treatment 320 325 283

Risk group:

<5% 263 (82) 71 (22) 0

5%-9% 42 (13) 124 (38) 14 (5)

10%-14% 5 (2) 55 (17) 54 (19)

15%-19% 4 (1) 36 (11) 65 (23)

>20% 6 (2) 39 (12) 150 (53)

Mean risk (% risk next 5 years) 3.4 10.3 19.6

Treatment 14 49 103

Risk group:

<5% 7 (50) 0 0

5%-9% 6 (43) 8 (16) 1 (1)

10%-14% 0 21 (43) 8 (8)

15%-19% 0 7 (14) 11 (11)

>20% 1 (7) 13 (27) 83 (80)

Mean risk (% risk next 5 years) 4.9 14.3 23.6

Women

No treatment 315 293 258

Risk group:

<5% 309 (98) 190 (65) 31 (12)

5%-9% 6 (2) 67 (23) 90 (35)

10%-14% 0 21 (7) 67 (26)

15%-19% 0 6 (2) 29 (11)

>20% 0 9 (3) 41 (16)

Mean risk (% risk next 5 years) 1.1 5.4 11.7

Treatment 7 60 131

Risk group:

<5% 6 (86) 10 (17) 0

5%-9% 1 (14) 22 (37) 16 (12)

10%-14% 0 13 (21) 31 (24)

15%-19% 0 7 (12) 21 (16)

>20% 0 8 (13) 63 (48)

Mean risk (% risk next 5 years) 2.0 9.6 16.9
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ment but treatment would be recommended for
24 936 patients who were not being treated. Using this
threshold, it was predicted that a net increase of 620
events would be averted over 5 years. This predicted
37% increase in events averted would only require that
4597 additional people be treated (about 8000 more
men and 3500 fewer women), representing an increase
of less than 10% in the number treated.

Setting the threshold for treatment at a 5 year risk
of disease of 20% leads to about a 10% net reduction in
patients for whom drug treatment would be recom-
mended; this represents about 4715 people (about
2500 more men and 7000 fewer women). However,
this would still avert almost 200 additional disease
events over 5 years compared with current treatment
criteria. Using the 20% threshold would increase the
number being treated only among 65-79 year olds (by
3078), leading to 314 fewer disease events. A large fall
in the number treated (of 5138) and a rise in the
number of disease events (by about 116) was predicted
to occur among 50-64 year olds

Discussion
Principal findings
This study shows that using the absolute risk of cardio-
vascular disease to set thresholds for drug treatment of
hypertension in primary care could significantly
improve the efficiency of the management of risk. In

this study, most patients for whom new treatment
would be recommended, and who would therefore
receive the benefits of treatment, were older than 65.
This is the age group that is most likely to be defined as
undertreated when treatment thresholds that use
absolute risk are applied. Implementing a 10% thresh-
old for a 5 year risk of cardiovascular disease would
increase the proportion of patients recommended for
treatment by about two fifths and the proportion of
events averted by two thirds. A 15% threshold of 5 year
risk would have a minimal net impact on the
proportion of people for whom treatment is recom-
mended (an increase of < 10%) but was predicted to
avert one third more events than current criteria for
treatment. The more conservative 20% threshold
would reduce the proportion of people for whom
treatment is recommended by about 10% and yet still
avert 10% more events than current criteria.

Strengths and weaknesses of the study
A strength of this study was that data on risk factors for
cardiovascular disease were available for a large,
representative sample of adults who were middle aged
and older in an urban population that accounts for
more than one quarter of all New Zealanders.
Although the response rate was only 72%, investiga-
tions of non-responders in prevalence studies of
cardiovascular risk factors have shown that non-

Table 3 Influence of different treatment thresholds on number of people for whom treatment is recommended and number of disease
events averted. Values are numbers (percentages); n is the number of Auckland residents in each age group

Age group (years)

35-49
(n=195 696)

50-64
(n=117 132)

65-79
(n=77 664) Total

Baseline case (no drug treatment)

Disease events in 5 years if no treatment 4 360 9 751 13 257 27 368

Current guidelines for drug treatment*

People currently treated 6 080 (3.1) 17 246 (14.7) 23 048 (29.7) 46 374 (11.9)

Disease events in 5 years 4 297 9 241 12 141 25 679

Events averted compared with no treatment 63 (1.4) 510 (5.2) 1 116 (8.4) 1 689 (6.2)

10% threshold for drug treatment†

People who would stop treatment 5 519 (2.8) 5 942 (5.1) 1 760 (2.3) 13 221 (3.4)

People who would start treatment 3 457 (1.8) 12 760 (10.9) 16 405 (21.1) 32 622 (8.4)

People recommended for treatment 4 018 (2.1) 24 064 (20.5) 37 693 (48.5) 65 775 (16.8)

Overall change in number eligible for treatment −2 062 (−1.1) 6 818 (5.8) 14 645 (18.9) 19 401 (5.0)

Disease events caused by stopping treatment 58 119 48 225

Disease events averted by starting treatment 70 442 852 1 364

Overall reduction in disease events 12 (0.3) 323 (3.5) 804 (6.6) 1 139 (4.4)

15% threshold for drug treatment†

People who would stop treatment 5 519 (2.8) 9 464 (8.1) 5 356 (6.9) 20 339 (5.2)

People who would start treatment 3 157 (1.6) 8 765 (7.5) 13 014 (16.8) 24 936 (6.4)

People recommended for treatment 3 718 (1.9) 16 547 (14.1) 30 706 (39.5) 50 971 (13.1)

Overall change in number eligible for treatment −2 362 (−1.2) −699 (−0.6) 7 658 (9.9) 4 597 (1.2)

Disease events caused by stopping treatment 58 252 199 509

Disease events averted by starting treatment 68 320 741 1 129

Overall reduction in disease events 10 (0.2) 68 (0.7) 542 (4.5) 620 (2.4)

20% threshold for drug treatment†

People who would stop treatment 5 519 (2.8) 11 471 (9.8) 7 078 (9.1) 24 068 (6.2)

People who would start treatment 2 864 (1.5) 6 333 (5.4) 10 156 (13.1) 19 353 (5.0)

People recommended for treatment 3 425 (1.8) 12 108 (10.3) 26 126 (33.6) 41 659 (10.7)

Overall change in number eligible for treatment −2 655 (−1.4) −5 138 (−4.4 ) 3 078 (4.0) −4 715 (−1.2)

Disease events caused by stopping treatment 58 345 300 703

Disease events averted by starting treatment 64 229 614 907

Overall reduction in disease events 6 (0.1) −116 (−1.3 ) 314 (2.6) 204 (0.8)

*Compared with no treatment.
†Compared with current treatment.
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response rates of one third bias prevalence estimates
by less than 5%.17

Participants’ blood pressure was estimated from
only two measurements taken at one sitting, which may
overestimate average blood pressure, although the
measurements were made in an environment that
should not have been stressful. The results of only one
measurement of blood lipids were available; most
treatment guidelines recommend evaluating at least
two before making treatment decisions. The risk equa-
tion used did not include a family history of cardiovas-
cular disease or other risk factors for cardiovascular
disease, such as obesity, nor did it include protective
factors, such as physical activity.

The prediction equation from the Framingham
study used here has been validated in a number of
similar populations18–21; we were able to predict current
national mortality from cardiovascular disease in New
Zealand with reasonable accuracy (data not shown).
The 25% estimate of the relative effect of drug
treatment is conservative and is based on evidence
from randomised controlled trials.1 22 23 A series of sen-
sitivity analyses were undertaken in this study,
including varying the increment of change in blood
pressure for those already receiving treatment from 0
to 12 mm Hg systolic and 6 mm Hg diastolic and vary-
ing the relative benefit of treatment from one quarter
to one third. Neither of these analyses had a
substantive effect on the results.

It is unlikely that patients receiving treatment who
have low estimated risks of cardiovascular disease
would have their treatment withdrawn. Therefore, the
benefits of treatment criteria based on absolute risk
would apply to future groups of patients rather than
current groups. Confidence intervals around the
estimated risks and benefits were not calculated
because of the multiple assumptions made in the
analyses. The study did not examine people older than
80 because the Framingham equation does not predict
risk in the very old. However, there is increasing
evidence from randomised trials that people older
than 80 benefit from treatment to lower their blood
pressure.24 There are a family of Framingham
equations for predicting different outcomes. These are
all highly correlated. Sensitivity analysis using different
endpoints gives the same pattern of findings but differ-
ent absolute event rates.

We are unaware of any published studies that have
applied recommendations for managing blood pres-
sure that are based on the absolute risk to each
individual in a representative population sample using
a comprehensive prediction model based on the abso-
lute risk of disease. Previous studies have examined
only patients being treated or have tended to apply
simplified equations of risk prediction to groups of
people rather than to individuals.25–27

Implications for clinicians and policymakers
This analysis may be helpful to those who develop
guidelines for managing blood pressure when
deciding on recommendations for treatment thresh-
olds. For example, if the New Zealand health services
were unable to allocate significantly more resources for
managing hypertension then a 5 year threshold of a
15% risk would be almost cost neutral yet would
increase the number of events averted by up to one

third. Using the lower 5 year threshold of a 10% risk,
which is the basis of current recommendations, would
lead to a significant increase in treatment if fully imple-
mented; the higher 20% threshold would reduce
current levels of treatment. Additional approaches to
improving the cost effectiveness of treatment include
substituting cheaper but proven alternative treatments,
such as diuretics and â blockers, for expensive newer
drugs.

At the middle threshold (5 year risk of 15%), about
20 patients would require drug treatment for 5 years to
avert one disease event. Before lowering the threshold
for mass treatment below this, it would seem
reasonable to identify and treat more systematically
patients who are at highest risk. The most neglected
groups are the elderly and the 5%-10% of people with
a history of cardiovascular disease who are at very high
risk and account for more than one third of all disease
events in Auckland (unpublished data).

Unanswered questions
Thresholds based on absolute risk favour treatment of
the elderly and other high risk groups at the expense
of younger people at lower risk, especially women. This
study did not take account of the greater number of
potential years of life gained by younger people who
benefit from having an event averted. A useful
extension to the analyses would examine the
implications of applying thresholds based on potential
life years gained and the quality adjusted life years
gained as a result of treatment. However, in a context in
which many practitioners still use blood pressure as the
key determinant for treatment decisions, establishing
the concept of thresholds based on absolute risk will be
an important advance. Moreover, there are complexi-
ties and controversies in estimating potential life years
gained or quality adjusted life years gained, such as the
appropriate weighting of non-fatal events, which are
more common in younger people, and the appropri-
ateness of discounting life years gained, which can have
a significant influence on age related benefits.

Many national and international guidelines on the
management of raised blood pressure and other risk
factors for cardiovascular disease emphasise that the
absolute risk of disease is a key determinant of the
need for treatment. Moreover, a number, including
those from the British Hypertension Society4 and the
Joint British and Joint European Societies,5 6 have
followed New Zealand’s lead of recommending quanti-
tative treatment thresholds based on absolute risk.8

Although estimating the absolute risk of cardiovascular
disease has been simplified by the production of risk
charts3 5 10 and computer programs,27 28 practitioners in
primary care will require considerable support if they
are to systematically implement management guide-
lines based on risk. Computer based systems for
disease and risk management are being used
increasingly in primary care and will make estimating
the risk of multiple factors much easier, once these fac-
tors have been electronically stored in a patient’s
record.

Conclusion
This study highlights the potential for improving the
prevention of cardiovascular disease in primary care by
using treatment thresholds that are based on absolute
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risk for managing raised blood pressure. The study
also illustrates the comparatively simple analyses that
guideline developers can use to investigate the likely
impact of their recommendations on patients and
populations.
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What is already known on this topic

Numerous trials have shown that treatment to
lower blood pressure significantly reduces the
relative risk of cardiovascular disease in all patients
with hypertension

The absolute benefits of treatment depend
primarily on the absolute risks of cardiovascular
disease that exist before treatment

What this study adds

In this study the absolute benefits of treatment to
lower blood pressure are estimated for current
practice and for three different thresholds of
treatment based on absolute risk of cardiovascular
disease

Targeting patients at high risk of cardiovascular
disease is likely to significantly improve the
efficiency of treatment to lower blood pressure

One hundred years ago
Discovery of a Temple of Æsculapius

A discovery was recently made at Stankeny, in the island of Cos,
which, it is hoped, will lead to the bringing to light of the famous
Temple of Æsculapius. On April 4th a Mussulman labourer who
was planting a vine struck with his spade a stone cupola. He at
once notified the authorities, and excavations were undertaken
under the direction of a Kaimakan, which exposed a mausoleum
of 30 to 45 square metres in area, in which were a number of
bones and fragments of pottery. The monument, which is built of
brick, appears to date from the Roman period; a ladder 2 to 3
metres in length leads down into the interior, which has the

appearance of a chapel. Opposite the entrance are three niches,
each capable of containing a coffin, above there is an opening in
the form of a low door, and on each side are two other niches. No
inscription has been discovered, but there are certain indications
which in the eyes of local archæologists give ground for the
supposition that in the immediate neighbourhood there was a
temple or some other public establishment, and it is thought not
improbable that it may be the Temple of Æsculapius.

(BMJ 1900;i:1112.)
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