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Abstract

Background: Hypertension guidelines from different organizations often specify dif-
ferent treatment thresholds, and none explicitly state how these thresholds were
chosen. This study was undertaken to determine the treatment thresholds of
family physicians and hypertensive patients for mild, uncomplicated essential
hypertension. A subject’s treatment threshold can be determined by eliciting the
minimum reduction in cardiovascular risk that he or she feels outweighs the in-
convenience, costs and side effects of antihypertensive therapy (the minimal
clinically important difference [MCID]).

Methods: The study subjects consisted of a random sample of family physicians
and a consecutive sample of hypertensive patients without overt cardiovascular
disease from Ottawa and Edmonton. To determine participants’ MCIDs, we
used a survey employing hypothetical scenarios (each depicting a different base-
line cardiovascular risk) and a probability trade-off tool.

Results: Of 94 family physicians and 146 patients approached for the study, 72 and
74 participated respectively. There was marked variability in the MCIDs of both
groups. In general, patients were less likely to want antihypertensive therapy
than physicians, particularly when baseline cardiovascular risks were low: 49%
v. 64% (p = 0.06), 68% v. 92% (p < 0.001) and 86% v. 100% (p = 0.001) for 5-
year cardiovascular risks of 2%, 5% and 10% respectively. Moreover, patients
expressed larger MCIDs (i.e., wanted greater benefits before accepting therapy)
than physicians. However, a subgroup of patients (15% to 26%, depending on
the scenario) wanted treatment even if there was no anticipated benefit. Multi-
variate analysis showed that no sociodemographic factors strongly predicted the
MCIDs of either group. 

Interpretation: Guidelines that set treatment thresholds on the basis of physician or
expert opinion may not accurately reflect the preferences of hypertensive pa-
tients. There is a need for patient decision aids and attention to patient prefer-
ences when initiation of antihypertensive therapy is considered for the preven-
tion of cardiovascular disease. Further research is needed to define treatment
thresholds for other chronic conditions and in other groups. 

The efficacy of antihypertensive therapy is well established, and various bod-
ies intermittently produce evidence-based clinical practice guidelines for
the management of hypertension;1–3 however, these guidelines often dis-

agree about treatment thresholds for patients with mild, uncomplicated essential
hypertension (140–159/90–99 mm Hg).4 Given that the blood pressure of most hy-
pertensive people is within this range, these discrepancies have important implica-
tions (Table 1).5–8 However, the process by which treatment thresholds are chosen
is rarely explicit and, because there is a direct relation between diastolic or systolic
blood pressure and the risk of cardiovascular end points, the clinical trial literature
does not illuminate a specific threshold separating those who will derive benefit
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from therapy from those who will be harmed. There have
been calls to incorporate the opinions of front-line clini-
cians and patients when setting treatment thresholds in
guidelines,5,9,10 but little research has been done to define
the preferences of either group. 

The preferences of physicians and patients can be
elicited by determining the smallest amount of benefit that
they perceive as outweighing the inconvenience, cost and
side effects of antihypertensive therapy; this is known as the
minimal clinically important difference (MCID).11 Proba-
bility trade-off tools can be used to elicit MCIDs: back-
ground information is presented about the disease, the
treatment options and the potential outcomes, and subjects
are asked to choose between not accepting the therapy
(given the baseline risk of an adverse outcome) and accept-
ing the therapy (given a reduced risk of the adverse out-
come but also incurring the inconvenience, cost and side
effects associated with that therapy).9 The hypothetical
benefits of therapy are varied until the lowest absolute risk
reduction that the subject feels outweighs the inconve-
nience, cost and side effects is found; this is the MCID. 

The purposes of this study were to develop a tool to elicit
from family physicians and patients their MCIDs for anti-
hypertensive therapy and to evaluate the MCIDs of both
groups for the treatment of mild, uncomplicated essential
hypertension under various assumptions of baseline risk. 

Methods

A survey of practising family physicians and patients with mild,
uncomplicated essential hypertension was carried out in Ottawa
and Edmonton from November 1997 to May 1998.

Ottawa-area family physicians were randomly selected from
among those who spent more than 25% of their work week in di-
rect patient care and who saw hypertensive patients in their prac-
tices. A consecutive sample of adult patients (18–60 years of age)
with mild essential hypertension but without overt cardiovascular
disease (International Classification of Diseases, 9th revision [ICD-
9],12 codes 401, 402, 403, 404 and 437.2), seen over a period of 3
months by 5 family physicians and 4 general internists in Ottawa
and Edmonton, were approached to participate in the study. Initial
contact (in the form of a mailed letter) was made by the patient’s
usual physician, and interested patients were asked to contact the

study centre to schedule an interview time. Patients who did not re-
spond to the letter were not contacted by the investigators. 

The study protocol was approved by the research ethics com-
mittees of the Ottawa Civic Hospital, Ottawa, and the University
of Alberta, Edmonton. 

A questionnaire presenting 6 hypothetical scenarios with dif-
ferent baseline cardiovascular risks was developed. The scenarios
detailed cardiovascular risks (coronary death and fatal and nonfa-
tal myocardial infarction or stroke) of 2%, 5% and 10% at 5 years
and 15%, 30% and 50% at 20 years. These risks were derived by
means of the previously validated Cardiovascular Disease Life Ex-
pectancy Model6 and correspond to the estimated risks for pa-
tients with the average cardiovascular risk profile of Canadian hy-
pertensive patients7 and sustained blood pressures of 150/90 mm
Hg, 160/95 mm Hg and 170/100 mm Hg respectively. The ques-
tionnaire provided descriptive and probabilistic information on
hypertension, myocardial infarction and stroke (derived from co-
hort studies13–16 and consultation with experts in the field). In ad-
dition, the inconvenience, cost and possible side effects of antihy-
pertensive drugs were described (as derived from randomized
clinical trials and a survey of Canadian pharmacies17–19). To sim-
plify the presentation, distinctions were not drawn between differ-
ent classes of antihypertensive drugs, and only mean data were
presented (see questionnaire, available in eCMAJ, www.cma
.ca/cmaj/vol-163/issue-4/pdf/pg403_a.pdf). 

Patients were interviewed face to face by specially trained in-
terviewers or the lead author (F.M.), who followed a script; proba-
bilities were presented both numerically and graphically (using
100 stick-figure icons to show percent frequencies; see question-
naire, available in eCMAJ). Physicians were interviewed by tele-
phone and received the same information in numeric form only.
The same 6 scenarios were presented to all subjects, and all prob-
abilities were presented in both negative and positive wording.

For each of the 6 scenarios, a series of hypothetical situations
was described, each of which had a different probability of cardio-
vascular events with antihypertensive therapy. For each hypothet-
ical situation, the subject was asked to decide whether he or she
would accept or prescribe drug treatment. A subject’s MCID for a
given scenario was the smallest benefit (expressed as absolute risk
reduction) for which he or she would choose to accept or pre-
scribe treatment.9 For example, if a subject chose to prescribe or
accept therapy when the cardiovascular risk was reduced with
treatment from 10% to 1%, 2% or 3% but not when the risk was
reduced with treatment from 10% to 4%, his or her MCID was
7% for this scenario.

Responses from completed surveys were entered into a statisti-

Table 1: Implications of different treatment thresholds for patients with uncomplicated
essential hypertension

Risk of cardiovascular
event,* %

NNT to prevent 1
cardiovascular event†

Diastolic blood
pressure, mm Hg In 5 yr In 20 yr In 5 yr In 20 yr

% of population
eligible

for treatment

90  2 15       200 27 25
95  5 30         80 13 14
100 10 50         40  8   8

Adapted from McAlister and Laupacis.5XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX
Note: NNT = number needed to treat.XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX
*Cardiovascular risks were calculated from the Cardiovascular Disease Life Expectancy Model,6 assuming patient is 45 years old and has
the average risk factor profile seen in Canadian hypertensive patients7 (risks for men and women were averaged).XXXXXXXXXXXXXXXX
†Assuming that treatment results in relative risk reduction of 25% for any cardiovascular event.8
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cal database for analysis. The Kolmogorov–Smirnov test was used
to assess whether responses for all 6 scenarios were normally dis-
tributed. The MCIDs of physicians and patients were compared
by means of the nonparametric Mann–Whitney test; the mean
MCIDs and 95% confidence intervals were compared with Stu-
dent’s t-test. Multiple linear regression was used to determine if
any factors were associated with the size of specified MCIDs. The

proportions of physicians and patients choosing treatment in each
case were compared with the χ2 test. For all tests, the α level for
statistical significance was 0.05.

Results

The participation rate was 77% for family physicians (72
from a random sample of 94) and 51% for patients (74
from a consecutive sample of 146). Physician participants
(Table 2) were similar to the national population of Cana-
dian family physicians (1995 Royal College of Physicians
and Surgeons of Canada Work Force Study, unpublished
data). In addition, their reported practice features were
consistent with those of respondents to another recent
Canadian survey.20 Patient participants (Table 2) were simi-
lar to hypertensive subjects in recent population surveys,21,22

although a higher proportion were taking antihypertensive
medication. Seventeen (23%) of the patients had been first
diagnosed with hypertension within the 12 months preced-
ing the study interview. None of the 26 untreated patients
had previously received antihypertensive drugs.

In general, patients expressed larger mean and median
MCIDs than physicians (Table 3). These differences were
even more pronounced after adjustment for age and sex
differences between the 2 groups. In other words, patients
generally required more potential benefit than physicians
to offset the inconvenience, cost and side effects of antihy-
pertensive drugs. Furthermore, physicians were more likely
to prescribe antihypertensive therapy than informed pa-
tients were to want it, particularly when the absolute risks
were low (Fig. 1).

Responses were not normally distributed for either
physicians or patients. For example, 3 groups of patients
were evident: those who were willing to take therapy even
if there was no benefit (15% to 26% [median 22%] of pa-
tients, depending on the scenario), those who were unwill-
ing to take therapy regardless of benefit (0% to 51% [me-
dian 15%]) and those for whom the decision was sensitive
to the magnitude of potential benefit (35% to 74% [median
63%]). Although no patients (or physicians) stated that they
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Table 2: Characteristics of respondents

Characteristic No. (and %)*

Physicians

No. participating 72
Mean age (and SD), yr 45    (7.6)
Female 28    (39)
Years in practice, mean (and SD) 18.4 (7.3)
In solo practice 41    (57)
With hospital affiliation 50    (69)
With academic appointment 16    (22)
No. of hypertensive patients seen per
 month, median (and range)

50    (7–200)

Patients

No. participating 74
Mean age (and SD), yr 49.4 (8.0)
Female 39    (53)
Median duration of hypertension
 (and range), yr

4.5   (0.2–32)

Currently taking antihypertensive
 medication

48    (65)

   Total no. 48    (65)
   No. who have missed taking
     medication one or more times†

28    (58)

Relative or close friend with stroke 66    (89)
Relative or close friend with MI 70    (94)
Education
 <6 yr   2    (3)
 6–12 yr 21    (28)
 >12 yr 51    (69)

Note: SD = standard deviation, MI = myocardial infarction.XXXXXXXXXXXXXX
*Except as indicated otherwise.XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX
†Percentage calculated on basis of number taking antihypertensive medication.

Table 3: Minimal clinically important differences (MCIDs) of physicians and patients for the initiation of antihyper-
tensive therapy in mild, uncomplicated essential hypertension

Group; mean MCID (and 95% CI) Group; median MCID (and 25th and 75th percentiles)

Scenario* Physicians Patients
p for

difference Physicians Patients

1 (2% risk in 5 yr) 1.7 (1.6–1.8)† 1.5 (1.3–1.7)†     0.08 2 (1, never treat‡) Never treat‡ (1, never treat‡)
2 (5% risk in 5 yr) 2.7 (2.3–3.0)† 2.8 (2.3–3.3)†     0.64 2 (1, 5) 3 (1, never treat‡)
3 (10% risk in 5 yr)    2.6 (2.2–3.1) 4.0 (3.2–4.9)†     0.005 3 (1, 3)                  2 (1, 7)

4 (15% risk in 20 yr) 5.1 (4.2–6.0)† 6.1 (4.8–7.4)†     0.24 5 (2, 7) 5 (1, 10)

5 (30% risk in 20 yr)    4.9 (4.0–5.8) 7.8 (6.0–9.7)†     0.006 5 (3, 6) 6 (1, 13)

6 (50% risk in 20 yr)    4.5 (3.6–5.3) 9.8 (7.1–12.6)   <0.001 4 (1, 5) 6 (0, 15)

Note: CI = confidence interval.xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
*Scenarios are described in detail in the questionnaire, available in eCMAJ (www.cma.ca/cmaj/vol-163/issue-4/pdf/pg403_a.pdf).xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
†Respondents who indicated that they would never prescribe or accept treatment in a given scenario were assigned the maximum possible MCID (2, 5, 10, 15 and 30 in scenarios
1, 2, 3, 4 and 5 respectively) and were included for the purpose of this analysis.xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
‡Respondents indicated that they would never prescribe or accept treatment at that level of risk, irrespective of the amount of potential benefit.



would refuse therapy in all scenarios, a subgroup of 11 pa-
tients (no physicians) did choose therapy for all scenarios,
even when told that the treatment would not confer any
benefit.

Multivariate regression analysis failed to reveal any fac-
tors that consistently predicted physician responses. How-
ever, it did show that patients with prior exposure to anti-
hypertensive drugs were more likely to accept therapy than
patients not taking antihypertensive drugs (odds ratios
ranged from 4.4 to 14.4 in the 6 scenarios). Also, among
those who chose therapy, patients not taking antihyperten-
sive drugs expressed significantly larger MCIDs than those
who were taking antihypertensives at the time of the inter-
view (mean MCIDs for the 20-year scenarios 9.9% v.
5.9%, p = 0.03). However, this variable only explained be-
tween 6% and 18% of the variability in patient decision-
making for each scenario. 

Interpretation

We have developed and tested a research tool for deter-
mining the MCIDs for antihypertensive therapy of patients
and family physicians. Our key findings were that variation
among respondents in expressed preferences was marked,
that patients were generally more conservative in their
treatment choices than physicians (fewer were willing to ac-
cept drug therapy and those who were willing to accept
such therapy expressed larger mean MCIDs) and that no
sociodemographic or clinical factors consistently predicted
responses. The mean 5-year treatment thresholds of physi-
cians and patients were similar to those set out in guidelines
that specify absolute risk thresholds. For example, the New
Zealand Guidelines23 explicitly specified a risk threshold of

10% in 5 years (which, given the expected 25% relative risk
reduction with therapy, corresponds to a 5-year MCID of
2.5%). However, merely comparing the mean (or median)
treatment thresholds with those published in guidelines ig-
nores the substantial variations in patient preferences iden-
tified in this study. For instance, one-third of our patient
respondents decided against drug therapy when presented
with risk profiles that would qualify for treatment under
the Canadian Hypertension Society Guidelines3 (scenario
3), and almost half wanted therapy when presented with a
risk profile that was not felt to warrant treatment under
these same guidelines (scenario 1).

There has been little research comparing the MCIDs of
physicians and patients. Although one study24 suggested
that Canadian patients with atrial fibrillation had smaller
MCIDs for warfarin therapy than those embodied in cur-
rent guidelines, another study25 revealed that many British
patients with atrial fibrillation qualifying for treatment un-
der the same guidelines would refuse warfarin therapy
when given information about their individual risks and
benefits. Our finding that sociodemographic characteristics
do not accurately predict a subject’s MCID is also consis-
tent with the literature.26–28 It appears irrational that a sub-
stantial minority of patients were willing to accept antihy-
pertensive therapy even when told that it would have no
impact on the risk of cardiovascular events, whereas others
were unwilling to take therapy even when told that it would
reduce their personal risk to zero. However, this pattern
has been documented in previous projects eliciting
MCIDs24,29 (H.A. Llewellyn-Thomas, J.M. Paterson, J.A.
Carter, A. Basinski, M.G. Myers, G.D. Hardacre: unpub-
lished data, 2000) and suggests that some patients have un-
realistic expectations of therapy. This emphasizes the impor-
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Fig. 1: Percentage of respondents (grey bars = patients, black bars = physicians) who
would prescribe or accept therapy in each scenario. Data were determined by grouping all
subjects who would eventually prescribe or accept therapy for each scenario (irrespective
of the degree of benefit they required before prescribing or accepting therapy). Asterisk
indicates p < 0.01 for the comparison between patient and physician respondents.



tance of patient education and supports an increased role for
patient decision aids.26

There were a number of potential limitations to our
study. It may have been subject to selection bias, in that we
recruited only hypertensive volunteers who were currently
receiving care from physicians; in contrast, most hyperten-
sive people are not under medical care.1,21 However, our
finding that patients are more conservative than physicians
in terms of treatment decisions is, if anything, likely to un-
derestimate the true relation, since hypertensive people who
pursue medical care and volunteer for a study are probably
more favourably disposed to therapy than those who do not
undertake such activity. Second, the method of presenting
probabilities can affect subject responses; however, we em-
ployed a standard, well-validated method in this study and
presented the outcome data in formats previously shown to
be most comprehensible to clinicians and patients (baseline
risks and absolute risk reductions, with visual displays of fre-
quency for patients).30–32 Third, we interviewed each subject
only once; however, previous projects24,27,33 have suggested
that a person’s MCIDs are relatively stable over time.
Fourth, there is conflicting evidence34 on how well re-
sponses to hypothetical scenarios predict actual behaviour;
however, recent studies suggest that physician responses to
clinical vignettes on hypertension do serve as reasonable
proxies for their actual practice behaviours.22,35,36

Because of the nature of our study, the following limita-
tions were unavoidable and highlight areas for future re-
search. First, we did not include policy-makers or the non-
hypertensive public in our study and, given that these
groups may express different treatment preferences than
our subjects did, their views should be sought; the probabil-
ity trade-off tool we have developed is ideally suited to this
task. Second, we described an average cost and side-effect
profile for antihypertensive drugs, but because physician
and patient treatment thresholds may be sensitive to these
factors, it is possible that different cost and side-effect pro-
files would be associated with different treatment thresh-
olds. Third, we did not describe the possible impact of
some antihypertensive agents on coexisting conditions
(such as the benefits of α-blockers for prostatism), which
might affect physician and patient decision-making in spe-
cific situations. Finally, it remains to be determined
whether the presentation of outcome data in both numeric
and graphic form as opposed to numeric-only form might
influence responses.

This study has established that patient preferences for
antihypertensive therapy vary widely and that their corre-
lation with physician preferences (and the thresholds
specified in current guidelines) is less than ideal. While
the movement toward risk-based guidelines and the indi-
vidualization of treatment decisions should obviate the
need to specify treatment thresholds,5 guideline develop-
ers will probably continue to set such thresholds to pro-
vide some anchor points for decision-making. In that case,
we believe that future guidelines must go beyond clinical

trial evidence and expert opinion in establishing these
thresholds. 

References
1. The sixth report of the Joint National Committee on detection, evaluation,

and treatment of high blood pressure. Arch Intern Med 1997;157:2413-46.
2. 1999 World Health Organization – International Society of Hypertension

guidelines for the management of hypertension. Guidelines Subcommittee. J
Hypertens 1999;17:151-83.

3. Feldman RD, Campbell N, Larochelle P, Bolli P, Burgess ED, Carruthers
SG, et al. 1999 Canadian recommendations for the management of hyperten-
sion. CMAJ 1999;161(12 Suppl):S1-17. Available: www.cma.ca/cmaj/vol-
161/issue-12/hypertension/hyper-e.htm

4. Fahey TP, Peters TJ. What constitutes controlled hypertension? Patient
based comparison of hypertension guidelines. BMJ 1996;313:93-6.

5. McAlister FA, Laupacis A. Towards a better yardstick: the choice of treat-
ment thresholds in hypertension. Can J Cardiol 1998;14:47-51.

6. Grover SA, Paquet S, Levinton C, Coupal L, Zowall H. Estimating the bene-
fits of modifying cardiovascular risk factors: a comparison of primary versus
secondary prevention. Arch Intern Med 1998;158:655-62.

7. MacDonald S, Joffres MR, Stachenko S, Horlick L, Fodor G, for the Can-
adian Heart Health Surveys Research Group. Multiple cardiovascular disease
risk factors in Canadian adults. CMAJ 1992;146:2021-9.

8. Gueyffier F, Boutitie F, Boissel JP, Pocock S, Coope J, Cutler J, et al. Effect
of antihypertensive drug treatment on cardiovascular outcomes in women and
men. A meta-analysis of individual patient data from randomized, controlled
trials. The INDANA Investigators. Ann Intern Med 1997;126:761-7.

9. Llewellyn-Thomas HA. Investigating patients’ preferences for different treat-
ment options. Can J Nurs Res 1997;29:45-64.

10. Hlatky MA. Patient preferences and clinical guidelines. JAMA 1995;273:
1219-20.

11. Jaeschke R, Singer J, Guyatt GH. Measurement of health status: ascertaining
the minimal clinically important difference. Control Clin Trials 1989;10:407-15.

12. International Classification of Diseases, 9th Revision. Geneva: World Health Orga-
nization; 1978.

13. Retchin SM, Brown RS, Yeh SCJ, Chu D, Moreno L. Outcomes of stroke pa-
tients in Medicare fee for service and managed care. JAMA 1997;278:119-24.

14. Dennis MS, Burn JP, Sandercock PA, Bamford JM, Wade DT, Warlow CP.

Hypertension treatment

CMAJ • AUG. 22, 2000; 163 (4) 407

We thank Louis Coupal for his assistance in generating the risk
estimates for the hypothetical scenarios, Drs. Barry Bruce,
Carol Bruce, Bob Dent, Mark Fraser, Peter Hamilton, Richard
Lewanczuk, Malcolm Man-Son-Hing, Alicia Rosenkrantz and
Gary Viner for participating in the recruitment of patients, Va-
lerie Hum and Glenda Wade for conducting some of the pa-
tient interviews, and Drs. Ian Stiell, Bob Spasoff and Phil Wells
for providing feedback on the manuscript. The assistance of Dr.
Maureen Carew and MJ Jacobson in constructing the physician
sampling frame was much appreciated. This project would not
have been possible without the selfless participation of many
family physicians and patients from the Ottawa–Carleton re-
gion and Edmonton.

Drs. McAlister and Laupacis were supported by the Medical
Research Council of Canada at the time this project was car-
ried out; Dr. McAlister is a Population Health Investigator of
the Alberta Heritage Foundation for Medical Research; Dr.
O’Connor is supported by an Ontario Ministry of Health Career
Scientist Award; and Dr. Grover is a senior research scholar
(chercheur-boursier) of the Fonds de la recherche en santé du
Québec. The costs of the survey interviews were defrayed by
grants from the Alberta Heritage Foundation for Medical Re-
search and Merck Frosst Canada Inc. Neither organization par-
ticipated in the design of the project, the collection, analysis or
interpretation of the data, or the writing or approval of the final
manuscript.

Competing interests: None declared.



Long-term survival after first-ever stroke: the Oxfordshire Community
Stroke Project. Stroke 1993;24:796-800.

15. Sonke GS, Beaglehole R, Stewart AW, Jackson R, Stewart FM. Sex differ-
ences in case fatality before and after admission to hospital for acute cardiac
events: analysis of community based coronary heart disease register. BMJ
1996;313:853-5.

16. Nicod P, Gilpin E, Dittrich H, Polikar R, Hjalmarson A, Blacky AR, et al.
Short- and long-term clinical outcome after Q wave and non-Q wave my-
ocardial infarction in a large patient population. Circulation 1989;79:528-36.

17. Neaton JD, Grimm RH Jr, Prineas RJ, Stamler J, Grandits GA, Elmer PJ, et
al. Treatment of Mild Hypertension Study. Final results. Treatment of Mild
Hypertension Study Group. JAMA 1993;270:713-24.

18. Philipp T, Anlauf M, Distler A, Holzgreve H, Michaelis J, Wellek S. Ran-
domised, double blind, multicentre comparison of hydrochlorothiazide,
atenolol, nitrendipine, and enalapril in antihypertensive treatment: results of
the HANE study. HANE Trial Research Group. BMJ 1997;315:154-9.

19. McAlister F, Moerman S, Lewanczuk R. Cost of antihypertensive medica-
tions in Alberta. Can J Clin Pharmacol 1995;2:180-4.

20. Hayward RSA, Guyatt GH, Moore KA, McGibbon KA, Carter AO. Can-
adian physicians’ attitudes about and preferences regarding clinical practice
guidelines. CMAJ 1997;156(12):1715-23. Available: www.cma.ca/cmaj/vol-
156/issue-12/1715.htm

21. Joffres MR, Ghadirian P, Fodor JG, Petrasovits A, Chockalingham A, Hamet
P. Awareness, treatment, and control of hypertension in Canada. Am J Hyper-
tens 1997;10:1097-102.

22. McAlister FA, Teo KK, Lewanczuk RZ, Wells G, Montague TJ. Contempo-
rary practice patterns in the management of newly diagnosed hypertension.
CMAJ 1997;157(1):23-30. Abstract available: www.cma.ca/cmaj/vol-157/is-
sue-1/0023.htm

23. Jackson R, Barham P, Bills J, Birch T, McLennan L, MacMahon S, et al.
Management of raised blood pressure in New Zealand: a discussion docu-
ment. BMJ 1993;307:107-10.

24. Man-Son-Hing M, Laupacis A, O’Connor A, Wells G, Lemelin J, Wood W,
et al. Warfarin for atrial fibrillation. The patient’s perspective. Arch Intern
Med 1996;156:1841-8.

25. Protheroe J, Fahey T, Montgomery AA, Peters TJ. The impact of patients’
preferences on the treatment of atrial fibrillation: observational study of pa-
tient based decision analysis. BMJ 2000;320:1380-4.

26. O’Connor AM, Rostom A, Fiset V, Tetroe J, Entwistle V, Llewellyn-Thomas
H, et al. Decision aids for patients facing health treatment or screening deci-
sions: systematic review. BMJ 1999;319:731-4.

27. Nease RF Jr, Kneeland T, O’Connor GT, Sumner W, Lumpkins C, Shaw L,
et al, for the Ischemic Heart Disease Patient Outcomes Research Team. Vari-
ation in patient utilities for outcomes of the management of chronic stable
angina. Implications for clinical practice guidelines. JAMA 1995;273:1185-90.

28. Tsevat J, Dawson NV, Wu AW, Lynn J, Soukup JR, Cook EF, et al, for the
HELP Investigators. Health values of hospitalized patients 80 years or older.
Hospitalized Elderly Longitudinal Project. JAMA 1998;279:371-5.

29. Reed WW, Herbers JE, Noel GL. Cholesterol-lowering therapy: what pa-
tients expect in return. J Gen Intern Med 1993;8:591-6.

30. Schwartz LM, Woloshin S, Black WC, Welch HG. The role of numeracy in
understanding the benefit of screening mammography. Ann Intern Med
1997;127:966-72.

31. Gigerenzer G. The psychology of good judgement: frequency formats and
simple algorithms. Med Decis Making 1996;16:273-80.

32. Elting LS, Martin CG, Cantor SB, Rubenstein EB. Influence of data display
formats on physician investigators’ decisions to stop clinical trials: prospective
trial with repeated measures. BMJ 1999;318:1527-31.

33. Brundage MD, Feldman-Stewart D, Groome P, Davidson JR. Assessing the
reliability of a treatment trade-off instrument: an index of reliability of patient
preference [abstract]. Med Decis Making 1995;15:427.

34. Jones TV, Gerrity MS, Earp J. Written case simulations: Do they predict
physicians’ behavior? J Clin Epidemiol 1990;43:805-15.

35. McAlister FA, Laupacis A, Teo KK, Hamilton PG, Montague TJ. A survey of
clinician attitudes and management practices in hypertension. J Hum Hyper-
tens 1997;11:413-9.

36. Holmes MM, Rovner DR, Rothert ML, Schmitt N, Given CW, Ialongo NS.
Methods of analyzing physician practice patterns in hypertension. Med Care
1989;27:59-68.

McAlister et al

408 JAMC • 22 AOÛT 2000; 163 (4)

Reprint requests to: Dr. Finlay McAlister, Division of General
Internal Medicine, 2E3.24 Walter Mackenzie Centre, University
of Alberta Hospital, 8440 112 St., Edmonton AB T6G 2R7;
fax 780 407-2680; Finlay.McAlister@ualberta.ca

CMAJ Essay Prizes
Deadline: Dec. 15, 2000

CMAJ will award prizes for the best essays on any health-related subject submitted during calendar year
2000. A $2000 prize will be awarded for the best entry submitted by a medical student or resident. There
is also a $2000 prize for the best entry submitted by any author. These new contests replace the Logie
Medical Ethics Essay Contest for medical students.

We are looking for reflective essays of up to 1500 words. Manuscripts must be original and must be
submitted only to CMAJ. Winners will be selected by a committee appointed from the CMAJ Editorial
Board. Winning entries will be selected based upon originality, quality of writing and relevance to health
or health care. To win, a manuscript must be suitable for publication. If suitable entries are not received,
prizes will not be awarded. All papers submitted will be considered for publication in CMAJ. 

Authors should submit their papers with a covering letter stating that they wish the manuscript to be
considered for the essay prize, and should indicate their status regarding training. Send entries and queries
to: Dr. John Hoey, 1867 Alta Vista Dr., Ottawa ON  K1G 3Y6; hoeyj@cma.ca


