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TABLE N —The rate of all strokes m 1he rearment and conirol group . per 1000 panen
vears according 10 the age at the imunal sreentng nd the sex of the panems Nwmbers of
sokes i parentheses
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There was 2 non-significant excess of fatal cancers 1n the treatment group
table VI The excess was enurely in cancers of the bronchus . treatment
exght, control one

Before randomusaton 1165 patients were excluded because they were
already bewng treated for hypertension. The mortahity of these excluded
patenis was computed for companson with patients in the treatment tral

<hosety sumular 10 those in the treatment trial see tabie [V

TABLE Vi—Topes of cumcer in the (rearment and ¢ onirol growps
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1n the control group, but this difference was not signuficant

SMOKING IN RELATION TO STROKE AND MYOCARDIAL INFARCTION

As more of the treatment group than the comtrol group smoked (26% o
21%; the incxdence of smokung m those who had strokes and myocardial
inarctions in the rwo groups. Of 39%
10 e treatment group smoked aguast 27% n the contol grup Wich
myocardil infarcion, however, this was reversed, with 38% in the
treatment group smoking and 44% 1 the control group

The sncesonce o all rokes (per 1000 pacan.years 1 smakiers and noa-
smokers was: treatment growp—smokers 17-4 {ninc patients), noa-smokers
107514 patients: contrd grovp—smokers 231 (10 pacents) don-smcker
: reduction s seen oaly for
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attacks..* We therefore Jooked ¢ the rae of coromary artry atacks in the
treatment and control groups by sex and according to smoking state at the
omset of the study: treatment smokers 41°2 (11 attacks), make
on-smokers 22'4 15ix attacks), female smokers 80 (two attacks), femake
non-smokers 151 116 attacks); coatrol group—make smokers 47°6 (10
attacks. mae non-smokers 27°0 {12 attacks), female smokers 40-8 (cight
attacks . female non-smokers 6-6 (cxght attacks) There i a trend towards a
red noking.

smokers. but th
this subsalysss are small. however, and the differences not sagnificant
Patients were admutted to ths study with ether systolic or diastolic
hypertension: 23% had mean dustobc pressures of kess than 90 mm Hg
phase 5 at randomusaton The cardsovascular death rate in the trestment
the start of the
tral was pressure >90 mm Hg—treatmen: group 15-9: 23 deaths .
mnlmlpwpli? 39 deaths  not sagmificant ; dustolic pressure <90 mm
Hg—treatment group 300 12 deaths", control group 20°8 (11 desths) (not

treatment for those with low dsastolx: pressures before the tnal

In this population of elderly patients with hypertension biood

was reduced by 1811 mm Hg for an average follow up

period of 4'4 vears. There was no effect on overall mortality or on

the incidence of fatal or non-fatal heart attacks, but there was a

reduction of 42% in the incidence of stroke, mainly apparent in fatal

and major strokes. There was a 22% reduction 1n cardiovascular
deaths, but this was not significant.

The absence of an effect on overall mortality was partly due to a
non-sigauficant increase in the deaths from cancer in the treatment
group. These were mainly cancers of the broachus. No reason can
e given for this, and it 1s probably a fortuitous cluster.

The reduction in stroke rate was sumilar in men and women and in
the two 2ge groups 60-69 years and 70-79 years at randomisation. It
was more evident in non-smokers, however, who showed a 50%
reduction in overall stroke rate oa treatment. The small number of
reported transient ischaemic attacks is due to two causes. Many
pavents who had such artacks later had serious strokes and were
included in the enumeration of these events. The definition of
transient ischaemic attacks also stnctly excluded pauents who had
mndulxymptomsotnmsaﬁcrllhwn These were classified as

Thﬁh:ko(mv:ﬁecloflrumlmlhtncdmumluv

studics. As more patients in the treatment group than the control
group smoked (28% ©21%), the possibility that smoking increased
the rate of heart attacks in the treatment group must be coasidered .
The

in treatment
mmmugmmpwp(ssswux),mm\smmuoum
case.

The inclusion of patients with low diastolic pressures {systolic
oaly hypertension) might have combined different respoases to
treatment in subgroups with high and low systolic pressures. In the
Osio study, which also inclnded pavents with low diastolic
pressures,
nlhlmﬂmlmmoﬂlvmmmlﬁmwwm
of >100 mm Hg.~

Comparing the patients admutted to the trial with high and low
diastobic blood pressure (=90 mm Hg or <90 mm Hg) showed 2
trend for a reduction in cardiovascular death only in patents with
raised diastolic pressures. Patients with diastolic pressures below 90
mmHganheomﬂmdmuttnsedda!hmefmwww
discase on treatment, although this difference was not
m'ustecounledfofbydﬂlhslnnnmkzotardncfulunlw(
not from those due to coronary artery disease

The selection of patients in the trial was based on an attempt to
screen all those in the age group oa the practice liszs. Seventy cight
percent were in fact examuned; 1165 patients had 10 be excluded,
however, because they were already being treated for hypertension.
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recordable events were Drs D G Beevers. G Howitt, and | I Mann Dr Kiim
McPherson advised on statistcal management Professor Sir Ravmond
Hoffenburg gave advice on stopping the study Dr G M Stewart coded the
electrocardiograms. We thank Professor G Rose and Dr G Watt for advice on
wnting this paper

Impenal Chemucal Industnes. Pharmaceuticals Division. Macclesfield,
provided financul support for the study.
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Tramssent 1schaem anacks Focal central nervous sysiem symptoms or sugns
occurnng suddenly and d ng within 24 hours Amaurosss fugax was
inctuded but ot 5o called “posicrior fossa” nl\xk.nu:hndm‘-u

Muncr e e Focal ceniral oervous sywem, srmptoms
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of death rather than the mode of death Pavents dving. for nstance, as 3
hay

cause
result of pocumonia consequent on a stroke were classfied 5 having dicd
roke

Seif admimsiered sympiom questomazire
Piease 1k (10 the appropriate box]
1. Are vou troubled with headaches?
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100 YEARS AGO

The Bishop of Bedford is quite at home amoag the peopie, and knows them mqmdmmdrﬁewmwmmm

10 sickness and in health. He gives some curious of the sull  depend upon the habsts and coastitution of the indivadual. The person who

prevalent superstitions 2 10 charms snckness, which are worth  can take xad cnyoy bis cokd phunge when the frost is st the window and the

among the of medscal folklore For many years he  saow hes thack,

many complant
mw.a for instance, -m-mummuu-nu-h-

ot the bomuman wms 4 seventb, wom, And any romody suggeicd by

st 1t was supposed, 100, that Anybody rding on & pecbald horse could
cure -cough. H

‘the whoopng:
tumour on the lips of another woman with elder-pith which was got at night
‘under a full moon, and by the use of some words which, the charmer sad,

23dd 10 ths cunous budget of surviving superstivons. (Brnsk Medel
Fournal 1886:4:409.
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The question of the diet most suitable for winter hardly receives the
attention from us which In the first phace,
a rule required in the cold than in the warm scason. Not merely i digestion
then

2 quantity of hughly disaasicful in
summer. ‘heat producing articies of food are checse, cocoa-nebs, and
catmeal Pea:

-s00p 1s very . and coffee 1s e,
its effect beng as decidedly warmung as that of tea is cooling. (Bnnsk Medwcal
Jomrnal 1886:1.215.1
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The mortality from all causes and from principal cardiovascular
endpornts in these treated paticnts was nearly the same as that for
paticnts who were included in the coatrol group of the treatment
trial. Therefore the paticnts in the study were representative of
those who are customarily accepted foc antihypertensive treatment
in this age range.

The trial was obscrvation coatrolied without placebos. The
degree to which lack of blinding of observers might have led to bias
in the wentification of events must therefore be considered. The
biggest difference between the groups was in the incidence of
strokes, and as this was mainly apparent in fatal and major no-fatal
strokes it 1s unlikely to be affected by observer bias. The fact thaall
records were regularly scrutinised by observers from outside the
medical centres and that all events were referred to a pilot
committee that was blinded to the treatment that the patients were
receiving must reduce this source of bias further. Wld\rtpnlm
coronary events in which no difference was found between the
groups. observer bias is less likely.

As both patents and doctors knew what treatment was being

@ven this could theoretically have affected the standard of care or
the lifestyle of the patients. Both control and treatment groups,
however, attended at similar intervals throughout the study, and
apart from their antihypertensive treatment they received medical
care from the same doctors. No difference in lifestyle or activities
between the two groups was idenufied 1n the questionnaires that
were completed by relatives. Random zero
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causes and for major endpoints in the two studscs. Mortality from
most causes in the European study was at least double that in the
trial repocted here. About a third of ths increase can be accounted
for by the difference in mean age between the trials. The remainder
of the difference, however, suggests a population with much more
pathology than the patients in our study and may reflect the fact that
the European patients were drawn from clinic attenders,
our paticats were idenufied by populauion screening. Thirty five
percent of the EWPHE patients had a cardiovascular complication
at entry. The difference in coronary mortality may be due to the
prevalence in the control patients in the European study of mild
ventricular decompensauon, and thus they would have been
vulnerable at the ume of myocardl infarction. The different
treatment regimens might have affected coronary mortality. but this
scems less ikely

Only one of the other published reports of trials of antihyperten-
sive treatment directly addressed the problem in elderly patients.*
The patents were older than ours and were in residential homes.
Only overall mortality was reported, and this was not altered by
treatment

The results in the Medical Research Council tnal of treatment of
mild hypertension are closely sumilar to those shown here in elderly
patients.’ Both used -blockers and diuretics as the maun agents for
lowering blood pressure and both showed no effect on the incidence
or fatality of heart attacks but a reduction 1 strokes. The ratio,

were used to reduce bias in the measurements of blood pressure.

“The absence of biets also makes it more difficult to take
account of the side effects of treatment. We were unable to detect
any difference in the level of complaint of perceived symptoms from
the questionnaires. The background level of symptoms, however,
was high, and perhaps the seif adminsstered questionnaire is 100
imprecise an instrument for elderly patients, who are prone to
forget, not understand, o cven want fo please the doctor.
In younger patients both diuretics and B-blockers have caused
symptoms when compared with a placebo. Perhaps direct inter-
views by who are unaware of the treatment might
have shown a difference. was an excess of gout in the
treatment group, which was presumably due to the diurctic
treatment.
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The other maijor trial in elderly patients was that organised by
the European Working Party for Hypertension in the Elderly
(EWPHE).* The mean age in the European trial was 72 against 69 in
our study. Both trials had similar numbers of men and women and
pauent-years. The treaunent regimens were different because
EWPHE did not use a B-blocker. The mean blood pressure at onset
in our study was 19699 compared with 182101 in the EWPHE
study, which had a diastolic requirement for entry, thus excludiag
syuuucmly hypertension.” The European protocol was double

Bothﬂuduspmducedanmdarndmmmlh:mumof
stroke by treatment, but EWPHE also showed a reduction in
coronary mortality. Table VII gives the numbers of deaths from all

however, of pat ¥ of treatment to strokes prevented is
different. In the younger patients it needs 850 patient-years of
treatment to prevent one stroke. In this trial it needs 100 patient-
years to prevent a stroke and 150 patient-years of treatment to
prevent a major or fatal stroke. The initial blood pressure in our
study is higher than that in the MRC trial, and strokes at any level of
blood pressure are more frequent in older patients.

Against this benefit must be set the cost of medical care and
possible adverse effects. The considerable effort that was required
by dedicated tnal nurses to treat hypertension effecuvely 1n the
elderty—such as sending out many remunders to attend and. where
pecessary, visiung the patients 1n their homes—rmught be difficult to
reproduce in everyday practice.

The disability and suffering caused by severe stroke in elderly
pauents, however, is considerabie, and if 2 reducton of 42% can be
achieved in these hypertensive patients by acceptable treatment this
may make a systematic attempt to screen the elderly worth while. If
150 patient-years of treatment to prevent a major stroke is too big a
task this mught be reduced by adopting a higher level of pressure at
which to start treaument than the 170 mm Hg used in this trial
Analysis of subsets suggests that women as well as men should
benefit and that response is well maintained up to age 80. Those
whose diastolic pressures are below 90 mm Hg should probably not
be treated. The trial, however, was not large enough to vield
significant results in these groups, ton must await the
conclusion of larger trials such as the Medical Research Council's
tnal in Britain and the Systolic Hypertcnsion in the Elderly study in
the United States.”
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Good Practice

What is a good GP?
NICHOLAS L BISHOP

The poverment's comsultatrve document om promay health care, published last
Apel, put forwand sugpesnons for encouragung food pracice among famaly
doctors. Ome sugpesnon twas thal a good pracnce allowance waght be lonked 10
Jactors such as persomal aomlainbty, the range of serowces proved, end
of o, cay

example,
ot of v, o that of " p defne. Wtk ths
i mand the ~BM~ ks sought he e of & rampe of people ot ook brongs
them oo close comtact wuk GPs and asked them 10 groe us thew T of what
construies a good GP. The aricle belows 1 the frs of a short serses

Manvofmypuxxmu!tn'lbmd.\ml[mﬁl’s and 5o there is
‘practice. | carefully

avoxd the use of the word “quality" at this carly scage, though this s
the essence of the whole article. If one is to accept that there are
different qualities of GP, and the title presupposes that there are,
how does ooe the good from the Dot so good? By what
standards are we to measure and from whose point of view? The
tweedy old buffer who is always available and good for a chat and a
bottle of the usual may not be the doctor you would most desire in
attendance when you present with a difficult clinical problem.
Similarly, the keen young chap, his walls hung with newly framed
, will undoubtedly handle your brittle diabetes with great

aplomb but may not be the one to turn to for support when receatly
bereaved. Fommatdy 1 do not have to crack this chestnut—but

overuser. Both may vigorously defend their practice, claiming that
theur methods are in the patient’s best interest and that they have no
desire to change. Such an artitude is commendabie if only because it
proves that some thought has been given to the matter and that the
individual has a referral policy. My daily contact with requests
suggests that many referrals are made without consideration of the
patient’s subsequent management. This is as true of hospital junioc
staff as of GPs, but hospital staff are generally more readily
contacted.

Think shead
So my first requirement of a good GP is prior consideration of the

usefulness of the examination that the GP is requesting. In many
1nstances depthof yond

Royal Swsscx Cousty Hospital, Brightoa BN2 SBE
NICHOLAS L BISHOP, M8, FRCR, consultant radsologast

that aormally acqied by ¢ taiee GP. How specic .4 barim

ulcer? How good is
alexdwim(mmuollhtp‘mus’vhnuhempommo{
“Clear lungs” on the chest x ray film when the patient has
haemoptysis? If the referring doctor is not fully aware of the
hmutavons of the test requested, then the doctor cannot make

postgraduate meetings o workshops so that cach can benefit. There
is 2 tendency to believe that radiology is about interpretation of
images only, and therefore GPs will gain Lite by attending tutorials

advantages, their pitfalls, and their relative costs can they fairly
expect these services to be available to them.

All this takes time, and many GPs are not sufficiently interested to
learn of new techniques, ot they think that they already know
enough about the old ones. Though few radiologists will sympathise
with this attitude, most will remain happy provided sufficient
Mmmunmmmmwrmxombkmmuw
make a decision about the best investigation. A good GP may even
-nmlmu.rmmumupmmﬂymﬁc\ummmm

by telephone so that questions can be answered. lﬁht
request 1s likely to be
would expect an explanation to be provided to jusufy it. Thns
especially applies to requests for repeat studies where further
documentation of a progressive and essentially incurable
condition 1s of little practical benefit to the patent. Indeed, it may
do the patient a disservice if the examination is uncomfortable and
falsely raises hopes of a cure.

Perhaps more than any other consultants radiologists lack

of dealings with a patient it is therefore helpful if that radiologist is
referred the patent for subsequent examinations. Mentonung this
on the request form will simplify the booking procedure and save
the time of several radiologists becommgconcernedmacompia
case. It
prvvvouslywem
Thus from the radiologist’s point of view a good GP gives prior
thought to the subsequent management of the patient and how this
will be influenced by the result of the examination. The GP will
communicate these thoughs to the radiologist through a concise,
legible request form and will be aware of the nature of the procedure
requested, its approximate cost related to other forms of manage-
ment, and its value to the patient in relation to any suffering it may
cause. Byunmd;upxlpndmmmtheG?’:mwhd‘ewm
femain up to date. In an difficult case the GP will contact
loseekade:mdvh:nmwwﬂl

may still have time for halo
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