
Letters to
the Editor

The Journal welcomes Letters to  the Editor; if 
found suitable, they w ill be published as space 
allows. Letters should be typed double-spaced, 
should not exceed 400 words, and are subject 
to abridgment and other editorial changes in 
accordance with journal style.

Managem ent of Hypertension
To the Editor:

I would like to commend Dr. 
Forsyth on his survey of hyperten
sion in office practice (Hyperten
sion in a primary care practice. J  
Fam Pract 10:803, 1980). It is en
couraging that studies of office 
based populations are now being 
done. Of particular interest to me 
was his suggestion that the later 
onset of cardiovascular disease in 
women as compared to men may be 
related to the later onset of hyper
tension in women shown in his 
population.

However, I have some serious 
reservations about two of Dr. For
syth’s four conclusions, namely, 
that “the level of diastolic blood 
pressure receive primary consider
ation when a determination is made 
as to whether or not an individual 
should be treated . . . (and) . . . the 
diastolic blood pressure be used to 
monitor the response to medica
tion.” I contend that these conclu
sions on the one hand are not war
ranted by his data and, on the other, 
are misleading and not supported by 
the preponderance of current epi
demiologic information. As regards 
the first point, it is interesting that 
Dr. Forsyth finds a marked differ
ence in the patterns of systolic and 
diastolic blood pressures in differ

ent age groups; he also notes that 
the age distribution of diastolic hy
pertension in his study population 
correlates better with the age distri
bution for coronary risk found in the 
Framingham Study. But this corre
lation is hardly justification for his 
conclusions, particularly when one 
considers that Dr. Forsyth himself 
admits that his data bear no conclu
sive relationship to the prevalence 
of hypertension in the community at 
large. Secondly, data from The 
Framingham Study1 showed clearly 
that elevated systolic pressure is a 
risk factor for cardiovascular dis
ease. Other studies have shown that 
diastolic pressure is no better a 
predictor of coronary risk than is 
systolic pressure.2,3 Lastly, he does 
not consider the risk of stroke which 
is clearly related to levels of systolic 
pressure.4,5 Any physician follow
ing Dr. Forsyth’s guidelines literally 
(eg, ignoring the systolic compo
nent of hypertension when judging 
response to medication) would 
probably be doing his patients a dis
service.

I reiterate that I find Dr. For
syth’s data interesting and stimulat-
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ing as far as they go. The kind of 
inquiry he conducted needs to be 
done. But I object to the unwar
ranted conclusions of his paper 
and fear they may encourage mis
management of hypertension.

David L. Hahn, MD 
W. J. Blevins Medical Group 

Woodland, California
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The preceding letter was referred to 
Dr. Forsyth who responds as fol
lows:

In criticizing my May 1980 article 
on hypertension, Dr. Hahn inaccu
rately states that the article advo
cates “ignoring the systolic compo
nent of hypertension” thereby risk
ing strokes. He also states that 
“correlation is hardly justification 
for . . . conclusions.” The relevant

quotes from my article are that the 
“findings suggest that for the pre
vention of coronary heart disease, 
emphasis should be placed on the 
. . . treatment of diastolic hyper
tension” and “the diastolic blood 
pressure (should) be used to moni
tor the response to medication.”

To emphasize the control of the 
diastolic blood pressure in the pre
vention of coronary heart disease is 
in no way equivalent to ignoring 
the role of systolic blood pressure 
in strokes. Dr. Hahn was not justi
fied in ignoring prior qualifying 
statements.

His comments on correlations 
and conclusions have some merit. It 
is a fact that a correlation does not 
confirm the presence of a cause and 
effect relationship. However, this 
does not mean that it is improper to 
state one’s findings and then note 
the implications regarding treat
ment. That is precisely what was 
done in the studies which Dr. Hahn 
cites. The Framingham study1 
found that there was a strong corre
lation between systolic blood pres
sure and strokes. The therapeutic 
implication of that finding is that 
systolic blood pressure should be 
lowered regardless of the level of 
the diastolic blood pressure (eg, 
treat a patient with a blood pressure 
of 170/80 mmHg). That recommen
dation has been made and is being 
followed despite the fact that the 
controlled studies which have dem
onstrated a reduction in strokes 
have been based on diastolic hyper
tension. I found that diastolic blood 
pressure correlated with coronary 
heart disease pattern more than did 
systolic. The therapeutic implica
tion is that diastolic blood pressure
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be treated despite the systolic blood 
pressure (eg, 140/100 mmHg). To 
point this out does not constitute 
“an unwarranted conclusion.” 

What needs to be discussed are 
the contradictory findings and not 
the legitimate therapeutic implica
tions of those findings. Dr. Hahn 
seems to imply that my findings are 
invalid because previous studies 
have found that systolic and dia
stolic blood pressures are equiv
alent risk factors for coronary heart 
disease. Were he to have critically 
analyzed the Framingham study, he 
would have found that it did not dif
ferentiate between data from hyper

tensives rendered normotensive by 
treatment and data from normoten- 
sives. It did not differentiate be
tween data from reactive hyperten
sives and sustained hypertensives. 
It employed controversial statistical 
techniques2 such as including data 
from the same individual up to five 
times in a ten-year cohort, and the 
application of multivariate analysis. 
It was not, as was my study, de
signed specifically to analyze hy
pertension. Hence, I cannot down
grade my findings and their impli
cations simply because they are at 
variance with dogma.

Roger A. Forsyth, MD 
Department of Family Practice 

Southern California Permanente 
Medical Group 

Los Angeles
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Compliance-Oriented
Prescribing
To the Editor:

It is a pity that Dr. Fischer’s arti
cle “Compliance-Oriented Pre
scribing: Simplifying Drug Regi
mens” (Fischer RG: J Fam Pract

Continued on page 210
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10:427, 1980) is incomplete, in that 
he leaves out thyroxine and digoxin 
as two other drugs which, in this 
country at least, are still often given 
twice a day, and which could easily 
be given once a day.

It would also be a shame if many 
people got the impression that dose 
regimens were a very important fac
tor in compliance. Many of us feel 
that this is much more dependent 
upon the physician-patient relation
ship.

Donald W. Gau 
Senior Lecturer in 

General Practice 
Middlesex Hospital 

Medical School 
London

The preceding letter was referred to 
Dr. Fischer who responds as fol
lows:

In response to Dr. Gau’s letter, I 
am sorry he perceives my article to 
be incomplete. The main objective 
of this article (Fischer RG: Compli
ance-Oriented Prescribing: Simpli
fying Drug Regimens. J Fam Pract 
10:427, 1980) was to make physi
cians aware that many drugs origi
nally approved by the FDA for mul
tiple daily use are now approved for 
single-daily administration. Other 
drugs, without FDA approval for 
single daily administration but with 
reports in the literature, are also de
scribed. Both thyroxine and digoxin 
have always been approved for 
once a day administration and it is 
my experience most physicians in

the United States are aware of this 
fact. Medical teaching and practice 
may be different in London and, if 
so, I apologize for omitting these 
drugs. In regard to thyroxine, this is 
also routinely prescribed for once a 
day administration in this country. 
Since the plasma half-life ap
proaches seven days, this drug may 
be administered less often. Several 
studies have reported success with 
once a week administration.1-3

I agree with Dr. Gau that it would 
be a shame if readers gained the im
pression that simplification of dos
age regimens was the single most 
important answer to improving pa
tient non-compliance. Obviously, 
there are many factors involved in 
patient non-compliance, some more 
important than others in specific 
patients. This article focuses on one 
area, simplifying drug regimens, 
which may be the prime reason for 
non-compliance in many patients, 
especially the elderly, the illiterate, 
and those on multiple medications.

Richard G. Fischer, PharmD 
Assistant Professor of Clinical 

Pharmacy 
University of Mississippi 

Medical Center 
Jackson
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