
reduce risk factors than those currently available,
perhaps without deleterious effects on other risk
factors such as insulin resistance or lipid concentra-
tions. There are, nevertheless, hazards in extrapolating
the effects on outcome from the effects on risk factors.
The point needs re-emphasising that thiazides and 1B
blockers for hypertension prevent around twice as
many strokes as myocardial infarctions' 0 so that any
gains of newer agents in terms of risk factors for
coronary heart disease need proving for total mortality.
The absolute benefits calculated for diabetic subjects
may have been overestimated if, as seems probable, the
odds ratios for any level of risk factor are smaller in a
diabetic than a non-diabetic population.'2 Neverthe-
less, the absolute benefits of reducing risk factors in
diabetes could be tested only in a randomised prospec-
tive intervention study.3'

I have not calculated morbidity as the data have not
permitted calculations of the possible benefits of non-
fatal myocardial infarction or strokes. The Medical
Research Council mild hypertension study showed
that 850 person-years of treatment of mild hyperten-
sion is needed to prevent one non-fatal stroke,32 and
this figure would probably be around 250-300 person
years of treatment for a mildly hypertensive diabetic
patient. Given that the physical, psychological, and
social impacts of non-fatal strokes are usually much
greater than those of non-fatal myocardial infarctions,
these figures should be considered alongside those in
table IV and figure 1 when the possible benefits of the
different interventions are considered.
The poor efficacy of all pharmacological interven-

tions is the consequence of three main considerations
of the role of risk factors. Firstly, although the risks of
coronary heart disease are increased by raised levels of
any risk factor, most deaths occur in subjects at low
level of risk: people in the top 15% of the distribution
of a risk score for coronary heart disease risk provided
only 32% of cases.33 Secondly, the absolute degree of
risk in middle age, even for men with a combination of
risk factors, is comparatively low. A man of 45 with
both hypercholesterolaemia and diabetes has an 83-5%
chance of surviving for the next 10 years, and a 92.5%
chance of not dying of coronary heart disease in those
10 years. Finally, the lack of reversibility of risk with
lowering of a risk factor' may relate to damage already
done but could also imply that the risk factor is an
epiphenomenon indicating the presence of the under-
lying true pathogenic mechanism. If a high cholesterol
concentration is merely a marker of, say, free radical
damage, or blood pressure of intrauterine environ-
ment34 less benefit would come from intervention than
might be expected.

I thank Dr Rory Collins and the Antiplatelet Trialists'
Collaboration Group for updating the meta-analyses on
cholesterol and aspirin respectively; Dr Rory Collins,
Professor Walter Willett, and Professor Michael Oliver for
comments on previous drafts of the manuscript; and Ms Sara
Stanner for preparing the manuscript and tables.
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Correction

Intraocular foreign body missed by radiography
An editorial error occurred in this lesson of the week by Andrena
M McElvanney and Alistair R Fielder (17 April, pp 1060-1). The
second sentence of the second paragraph should have read:
"Ferrous ions destroy retinal photoreceptors and pigment
epithelial cells (siderosis), and copper induces chalcosis."

Diagnosis aid treatment ofmalaria in Britain
An authors' error resulted in an incorrect telephone number being
given in the appendix to this regular review by Malcolm Molyneux
and Ray Fox (1 May, pp 1175-80). The correct number for the
Liverpool School ofTropical Medicine is 051 708 9393.
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