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Assoc J 1997;157[4]:422-8) have pub-
lished very practical nomograms for
calculating the risk of cardiovascular
and cerebrovascular events in individ-
ual patients. These tools are an exam-
ple of how treatment decisions can be
made rationally, if the physician has
adequate information about risks and
benefits. Unfortunately, such infor-
mation is often not available at all,
and even when it does exist, it is sel-
dom readily accessible to clinicians at
the point of care.

Given that such access to informa-
tion is precisely what clinicians need,
it is surprising that the authors view
as cumbersome the use of a computer
to calculate risk factors. On the con-
trary, computers are among the best
tools for obtaining information. If
every physician’s office were
equipped with a computer with con-
nections to the Internet, CD-ROMs
and other knowledge sources, the in-
formation available at the point of
care would increase substantially, and
there would be improvements in 
decision-making, patient satisfaction
and quality of care.

I therefore strongly encourage the
authors to supplement their nomo-
grams by creating a Web site about
the primary prevention of heart dis-
ease and stroke, and updating the site
as new studies are published. Users

would enter a patient’s age, sex, lipid
levels, blood pressure and other risk
factors, and software at the Web site
would calculate the patient’s risk of
cardiovascular and cerebrovascular
events, as well as the risk reduction
(relative, absolute and “number
needed to treat”) that could be ex-
pected with therapy to reduce blood
pressure or cholesterol levels.

I also encourage all physicians in
Canada to get access to the Internet,
so that they will have more of the in-
formation they need to make in-
formed treatment decisions.

Howard R. Strasberg, MD
Resident in Family Medicine
University of Toronto
Toronto, Ont.
Received via email

Iwould like to comment on the use
of meta-analyses of short-term in-

tervention trials to estimate the po-
tential benefits of antihypertensive
therapy.

Although randomized clinical tri-
als are the gold standard for evaluat-
ing the efficacy of most interventions,
recent data from the Framingham
Study1 suggest that the hypertension
trials may underestimate the long-
term benefits of antihypertensive
therapy. These trials were designed to
test the effect of short-term interven-

tions (3–6 years) on end-points such
as stroke, myocardial infarction and
death. In young or middle-aged pa-
tients, the risk of these end-points oc-
curring within 5 years (the time
frame of most of the studies) is low,
and the goal of antihypertensive ther-
apy “is not to prevent an unlikely hy-
pertension-related event . . . but
rather to prevent or retard the devel-
opment of cardiovascular lesions and
help the subject attain their full life
span.”2 These trials may also have
systematically underestimated the de-
gree of any short-term treatment ef-
fects as a result of administration of
active treatment to high-risk individ-
uals in the placebo arms of the trials,
recruitment of low-risk subjects into
the trials, greater loss to follow-up of
high-risk subjects and lack of statisti-
cal power in many of these trials.3 Fi-
nally, the relative risk reductions pub-
lished in the meta-analyses represent
the average treatment benefits for
modest decreases in blood pressure
(5–6 mm Hg diastolic, 10 mm Hg
systolic) and, as such, probably un-
derestimate the potential benefits for
the individual in whom greater re-
ductions in blood pressure may be
achieved.

These limitations raise the ques-
tion of how best to assess the poten-
tial long-term benefits of antihyper-
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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.

Finlay A. McAlister, MD
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Ottawa, Ont.
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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


