
Perspective: This study strongly refutes the commonly held
impression that a hysterectomy, particularly with an oo-
phorectomy, increases the risk of CVD. The interesting
remaining question is why women with more CV risk
factors including diabetes, obesity, and lower socioeco-
nomic status are more likely to undergo the proce-
dure. MR
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Study Question: Is there a racial difference in the response to
antihypertensive drug regimens?
Methods: Prespecified black versus nonblack subgroup
analysis was conducted in ALLHAT (Antihypertensive and
Lipid-Lowering Treatment to Prevent Heart Attack Trial), a
randomized, double-blind, active-controlled, clinical out-
come study conducted in 33,357 hypertensive US and
Canadian patients aged 55 years or older (35% black) with
at least one other cardiovascular (CV) risk factor. Antihy-
pertensive regimens were initiated with amlodipine or lis-
inopril vs. chlorthalidone (a thiazide-type diuretic). Other
medications were added to achieve BP goal of less than
140/90 mm Hg. The primary outcome was combined fatal
coronary heart disease (CHD) or nonfatal myocardial in-
farction (MI), which were analyzed by intention-to-treat.
Secondary outcomes included all-cause mortality, stroke,
combined CVD (CHD death, nonfatal MI, stroke, angina,
coronary revascularization, heart failure [CHF], or periph-
eral vascular disease), and end-stage renal disease.
Results: Baseline mean age was 67 years, about 40% were
women, one-half had previous CVD, about one-third were
diabetics, and 90% were previously taking antihypertensive
therapy. Mean baseline BP was 146/84 mm Hg. Average
drop in sBP at 4 years in blacks was significantly lower with
chlorthalidone (�10.5 mm Hg vs. �7, �8 mm Hg with
other drugs), and �12 mm Hg with each agent in non-
blacks. Overall 6-year event rates were lower in black vs.
nonblacks for the primary outcome (9.7% vs. 12.3%;
p�0.001). No significant difference was found between
treatment groups for the primary CHD outcome in either
racial subgroup. For amlodipine vs. chlorthalidone only, an
increase in CHF in the amlodipine group was the only
prespecified clinical outcome that differed significantly
(overall: relative risk [RR], 1.37; 95%CI 1.24–1.51; blacks:
RR, 1.46; 95%CI, 1.24–1.73; nonblacks: RR, 1.32; 95% CI,
1.17–1.49; p�0.001 for each comparison) with no differ-
ence in treatment effects by race (p�0.38 for interaction).
For lisinopril vs. chlorthalidone, results differed by race for
sBP (greater decrease in blacks with chlorthalidone), stroke,
and combined CVD outcomes (p�0.001; p�0.01, and
p�0.04, respectively, for interactions). In blacks and non-

blacks, respectively, the RRs for stroke were 1.40 (95% CI,
1.17–1.68) and 1.00 (95%CI, 0.85–1.17) and for com-
bined CVD were 1.19 (95%CI, 1.09–1.30) and 1.06 (95%
CI, 1.00–1.13). The reduction in stroke with chlorthali-
done persisted after adjustment for co-variables including
history of CHD and diabetes. For CHF, the RRs were 1.30
(95% CI, 1.10–1.54) and 1.13 (95% CI, 1.00–1.28), with
no significant interaction by race. Time-dependent BP ad-
justment did not significantly alter differences in outcome
for lisinopril vs. chlorthalidone in blacks.
Conclusions: In blacks and nonblack subgroups, rates were
not lower in the amlodipine or lisinopril groups than in the
chlorthalidone group for either the primary CHD or any
other prespecified clinical outcome, and diuretic-based
treatment resulted in the lowest risk of heart failure.
Perspective: The findings are important because of the size
of the trial and the number of blacks (35% or �10,000).
The 2003 ISH Working Group on treatment of hyperten-
sion in blacks recommends renin-angiotensin inhibitors
(ACEi or angiotensin receptor blockers [ARBs]) as first-line
therapy in blacks. The group’s conclusions are based in
great part because blacks are most often underrepresented
in trials, and those entering trials differ considerably from
those willing to participate. This study may change some
minds. There is general agreement and trial evidence that
ACEi or ARBs are preferable to calcium channel blockers
(CCBs) and beta-blockers in all persons with renal failure
and diabetes. I agree with the investigators that thiazide
diuretics and CCBs for those not able to take diuretics are
preferred over ACEi as initial single therapy based upon the
reduced risk of stroke, better sBP reduction, decreased total
CV events, and avoidance of angioedema. New evidence of
microalbuminuria, abnormal renal function, and FBS
�100 mg/dL would be indications for considering a change
to or addition of ACEi or ARB. MR
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Study Question: What is the effect of exercise training on
blood pressure and body composition in older persons?
Methods: This was a 6-month randomized controlled trial of
combined aerobic and resistance training; controls fol-
lowed “usual care” physical activity and diet advice. Exer-
cise intervention included 3 days/wk of 45 min of aerobic
activity at 60% to 90% of maximum heart rate, and weight
training with repetitions at 50% of 1-repetition maximum.
Participants (aged 55–75 years) had untreated systolic BP
(SBP) of 130–159 mm Hg or diastolic BP (DBP) of 85–99
mm Hg. Follow-up end points included change in BP,
fitness, body composition, and aortic stiffness measured by
pulse wave velocity.
Results: Mean age was 63.5 years, resting mean BP 140/76
mm Hg, peak oxygen uptake 24.4 mL/kg/min, and BMI
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