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tensive therapy. Although random-
ized clinical trials with long-term 
follow-up (on the order of 20–30
years) would be ideal, it is highly un-
likely that these will be carried out.
The use of actuarial data2 and obser-
vational outcomes research4 have re-
cently been advocated, but these
techniques are imperfect. Although
the nomograms presented in the pa-
per by McCormack and colleagues
are a useful first step in estimating
risk, we must now focus our attention
on developing better estimates of the
long-term benefits of preventive
therapies.
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[The authors respond:]

We agree with Dr. Strasberg
that computers have the po-

tential to be useful clinical tools. Al-
though many physicians have com-
puters in their offices for billing and
scheduling purposes, not many com-
puters are available at the point of
care. Our method of estimating a pa-
tient’s risk is simple enough that a
computer is not required. Further-
more, a computer program that pro-
vides “black box” estimates of risk



and benefit may not allow an appreci-
ation of the basis for the estimates or
an understanding of the concepts of
relative and absolute risk reduction.

That said, we have become aware
of a Web site (www.hbroussais.fr
/scientific/fram.html) where the
clinician can enter a patient’s risk
factors and obtain an estimate of the
absolute risk for heart disease and
stroke based on the Framingham
data. The site offers no discussion of
the limitations and assumptions of
this process, and the clinician and
patient are therefore unable to ap-
preciate the impact and interplay of
the different risk factors or the bene-
fits of treatment regimens.

Dr. McAlister points to longitudi-
nal data suggesting that the benefit
of hypertension treatment (reduc-
tion of death from cardiovascular
disease) extends beyond the 3- to 6-
year period typical of randomized
controlled trials.1 However, these
data are derived from uncontrolled,
nonrandomized observational stud-
ies and address only the issue of
death, not morbidity from cardio-
vascular disease. The magnitude of
that long-term benefit remains un-
certain and may never be evaluated
in a randomized controlled trial.

McAlister also notes a number of
reasons why the design of most 3- to
6-year randomized controlled trials
has led to a systematic underestima-
tion of the benefit.

The recruitment of low-risk pa-
tients is not an issue because these in-
dividuals represent a large proportion
of patients who receive therapy for
hypertension and elevated choles-
terol. This factor is taken into ac-
count by our nomograms, which help
the clinician to estimate the baseline
risk.

The argument that many trials
lack the statistical power to show a

difference is not an issue because the
trials and meta-analyses we included
all had statistically significant results.

Loss of patients to follow-up
would be an issue only if the loss
were greater in the placebo group
than in the treatment group. We are
unaware of any studies affected by
this phenomenon.

The suggestion that the benefit
was achieved despite only modest re-
ductions (5 mm Hg diastolic and 10
mm Hg systolic) in blood pressure
may not be entirely correct. Although
the difference between the drug and
placebo groups was 10/5 mm Hg, the
actual reduction in the drug group
(from baseline) was greater, approxi-
mately 20/10 mm Hg; this magnitude
of change may be important, particu-
larly if one believes that the reduction
in the placebo group was due primar-
ily to nonspecific effects rather than
to the placebo effect.2

The overall effect of switching
some patients in the placebo group
to active treatment at some point
during a trial is difficult to estimate,
because it would depend on when
and to what degree it occurred. We
estimate that if 20% of the placebo
group received active treatment for
half of the trial, there would be a 3%
to 4% decrease in the overall reduc-
tion of relative risk. This decrease
would have only a small impact on
the estimates of absolute reduction
and number needed to treat.

Although long-term information
would be useful, a patient’s decision
to adhere to treatment for 5 years is,
in our belief, an important commit-
ment. We therefore continue to feel
that treatment decisions based on a
5-year risk estimate and the relative
risk reduction from randomized
controlled clinical trials is the most
reasonable approach when deciding
on drug therapy.
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Correction

In the article “Costs and benefits of
routine follow-up after curative treat-
ment for endometrial cancer” (Can
Med Assoc J 1997;157[7]:879-86) the
authors’ affiliation information was
given incorrectly. The affiliations
should have read as follows: Drs. Olu
Agboola, Eva Grunfeld and Gad
Perry are with the Ottawa Regional
Cancer Centre, Faculty of Medicine,
University of Ottawa, Ottawa, Ont.
Dr. Grunfeld and Mr. Douglas Coyle
are with the Clinical Epidemiology
Unit of the Loeb Medical Research
Institute, Ottawa Civic Hospital, 
Ottawa, Ont. We apologize for the
errors. — Ed.
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