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Letters to the Editor

Letters to the Editor must not exceed 2 DIN A4 pages in length and have no more than three authors and five references and
should not contain tables or figures. Only some letters will be published.

Re: Wink K. Are Beta-Blockers Efficacious as
First-Line Therapy for Hypertension in the
Elderly? J Clin Basic Cardiol 2001; 4: 235–8.

To the editors:
The review of Wink [1] on beta-blocker efficacy in the eld-
erly is well done and shows, as we did previously [2], that
there are no studies showing that beta-blockers reduce mor-
bidity and mortality in the geriatric population. However, we
take issue with the conclusion of Dr. Wink that “Beta-
blockers are only efficacious for hypertension in the elderly
in combination with diuretics.” In order for this to be true,
one would have to show that the addition of beta-blockers to
diuretics had a significant impact on morbidity and mortality.
In the Medical Research Council (MRC) study [3], quite the
contrary was the case. Whenever a beta-blocker was added to
the diuretic, morbidity and mortality benefits distinctly di-
minished and vanished completely with beta-blocker therapy
[4]. In the Systolic Hypertension in the Elderly Program
(SHEP) study, Kostis et al. [5] clearly stated, “Additional (in-
dependent) benefits attributable to atenolol or to reserpine
were not identified.” There are no other studies in which the
effects of beta-blocker addition to diuretic therapy were
evaluated. This clearly indicates that beta-blockers when

compared with diuretics, at best, function as innocent by-
standers but, at worst, as shown in the MRC may blunt the
beneficial effect of diuretics. Thus, the conclusion should be
that the beta-blockers, whether given singly or in combina-
tion, are useless in the treatment of hypertension in the elderly.
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Author’s reply:

The hypothesis of  Messerli et al. [1], “Are �-blockers effica-
cious as first line therapy for hypertension in the elderly?” can
be agreed. However, the hypothesis that “Beta-blockers are
efficacious for hypertension in the elderly only in combina-
tion with diuretics” can be defended. In order to verify this
hypothesis one would have to prove, that the combination of
beta-blockers and diuretics is superior in preventing morbid-
ity and mortality to one of the components. There were no
studies with exactly this design.

There are only studies, in which patients treated with
beta-blockers in combination with other antihypertensive
drugs were compared to placebo.

In the Medical Research Council (MRC) study [2] as well
as in the Systolic Hypertension in the Elderly Program
(SHEP) [3] beta-blockers and diuretics could be added to
diuretics respectively beta-blockers.

The combination of beta-blockers and diuretics was suc-
cessful in both trials and the relative risks for the primary
endpoints fatal and non-fatal strokes could be significantly
reduced by 24 % and 35 %, respectively.

The re-analyses of subgroups in these studies [4, 5] is
problematical, because in the MRC study, in which nearly
50 % of the patients were withdrawn,  the two placebo groups
were combined, and the subgroups with and without beta-
blockers in the SHEP-study were not randomized.

In the SHEP study it could not be excluded, that the addi-
tional therapy with beta-blockers as a two step drug has pre-
vented a higher rate of events.

Therefore, the hypothesis could be maintained that “Beta-
blockers seemed only efficacious as first line therapy for hy-
pertension in the elderly in combination with diuretics”.
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Re: Wink K. Are Beta-Blockers Efficacious as
First Line Therapy for Hypertension in the
Elderly? J Clin Basic Cardiol 2001; 4: 235–8.

To the editors:
The latest guidelines of the JNC VI [1] and the WHO/ISH
[2] suggest beta-blockers be used as first line drugs in the
treatment of arterial hypertension, and the JNC VI even “rec-
ommends starting pharmacologic therapy with diuretics and
beta-blockers for patients with uncomplicated hypertension”
[1]. On the other hand, both guidelines mentioned above [1,
2] consider both elderly patients and isolated systolic hyper-
tension as compelling indications for diuretics and calcium
antagonists. Thus, they explicitly do not recommend beta-
blockers as first line drugs in elderly hypertensives, this sug-
gestion being in good accordance with the results of
Dickerson et al. showing that beta-blockers and ACE-inhibi-
tors are more effective in younger patients whereas diuretics
and calcium antagonists perform better in the elderly [3].
Besides, isolated systolic hypertension is most common in
the elderly. On the other hand, myocardial infarction, tachy-
arrhythmias, heart failure, diabetes mellitus and preoperative
hypertension are given as compelling or at least possible indi-
cations for beta-blockers [1, 2], and, indeed, there is good
evidence in the literature for these recommendations since
beta-blockers have been shown to reduce both morbidity and
mortality particularly in patients with myocardial infarction
[4], tachyarrhythmias [5, 6], heart failure [7–9], diabetes
mellitus [10], and preoperative hypertension [11, 12]. In
none of these studies beta-blockers were shown to be ineffec-
tive in the elderly, in contrary, Gottlieb et al. report a study in
201,752 patients showing that older patients with myocardial
infarction had an even greater benefit when treated with beta-
blockade [13].

Particularly in the 1970s and 1980s, therapy of arterial hy-
pertension was frequently started with high doses of beta-
blockers with rather short half-lives, thus causing a lot of side
effects and a low compliance. In this context, one of the great
attainments of the last decade was the understanding that
beta-blocking therapy should be started with low doses of
substances with a long half-live followed by a slow up-titra-
tion according to a policy of “Start low – go slow!”, thus being
the final requisite to change congestive heart failure from a con-
traindication to a compelling indication for beta-blockers.
Whenever antihypertensive treatment is started complying
with this principle, the extent of both side effects and compli-
ance does not differ between beta-blockers, diuretics, cal-
cium antagonists and ACE inhibitors [14].

Actually, there are clear trends in pharmacological therapy
in general and particularly in arterial hypertension to treat
patients as a whole rather than single test results such as el-
evated blood pressure, blood glucose or lipids in plasma, thus
being in good accordance with the latest guidelines of the
JNC VI [1] and the WHO/ISH [2] suggesting that the choice
of drugs in pharmacological treatment of arterial hyperten-
sion depends first of all on the presence of concomitant disor-
ders which determine whether or not there is a compelling
indication, a possible indication, a possible contraindication
or a compelling contraindication for a particular class of
drugs. Therefore, I do agree with Messerli [15] and Wink

[16] that beta-blockers should not be used as drugs of first
choice in elderly patients with arterial hypertension without
concomitant disorders. However, I do believe that compel-
ling indications for beta-blockers such as myocardial infarc-
tion, tachyarrhythmias, heart failure, diabetes mellitus and
preoperative hypertension should be followed even in the
elderly since beneficial outcomes have been shown widely
independent on age [4–12] or elderly patients have been
found to have an even greater benefit when treated with beta-
blockers [13]. Therefore, I believe that the opinion of
Messerli and Wink that beta-blockers are ineffective in pre-
venting coronary heart disease, cardiovascular and all-cause
mortality [15], that they are only efficacious in combination
with diuretics in elderly patients with hypertension [16], or
that they are useless in the treatment of hypertension in the
elderly [17], is not valid whenever compelling indications for
beta-blockers are present [1, 2].

References
1. The Sixth Report of the Joint National Committee on Prevention, Detection,

Evaluation and Treatment of High Blood Pressure (JNC VI). Arch Intern
Med 1997; 157: 2413–46.

2. 1999 World Health Organization. International Society of Hypertension
Guidelines for the Management of Hypertension. J Hypertension 1999; 17:
151-83.

3. Dickerson JEC, Hingorani AD, Ashby MJ, Palmer CR, Brown MJ.
Optimisation of antihypertensive treatment by crossover rotation of four ma-
jor classes. Lancet 1999; 353: 2008–13.

4. Yusuf S, Peto R, Lewis J, Collins R, Sleight P. Beta blockade during and after
myocardial infarction: An overview of the randomized trials. Progress
Cardiovasc Dis 1985; 27: 335-71.

5. Wikstrand J, Kendall M. The role of beta receptor blockade in preventing sud-
den death. Eur Heart J 1992; 13 (Suppl D): 111–20.

6. Kendall MJ, Lynch KP, Hjalmarson A, Kjekshus J. Beta-blockers and sudden
cardiac death. Ann Intern Med 1995; 123: 358–67.

7. Packer M, Bristow MR, Cohn JN, et al. The effect of carvedilol on morbidity
and mortality in patients with chronic heart failure. U.S. Carvedilol Heart
Failure Study Group. New Engl J Med 1996; 334: 1349–55.

8. CIBIS-II Investigators and Committees. The Cardiac Insufficiency
Bisoprolol Study II (CIBIS-II): a randomized trial. Lancet 1999; 353: 9–13.

9. MERIT-HF Study Group. Effect of metoprolol CR/XL in chronic heart fail-
ure: Metoprolol CR/XL Randomized Intervention Trial in Congestive Heart
Failure (MERIT-HF). Lancet 1999; 353: 2001–7.

10. UK Prospective Diabetes Study Group. Tight blood pressure control and risk
of macrovascular and microvascular complications in type 2 diabetes:
UKPDS 38. Br Med J 1998; 317: 703–13.

11. Mangano DT, Layug EL, Wallace A, Tateo I. Affect of atenolol on mortality
and cardiovascular morbidity after noncardiac surgery. New Engl J Med 1996;
335: 1713–20.

12. Poldermans D, Boersma E, Bax JJ, Thomson IR, van de Ven LLM,
Blankensteijn JD, Baars HF, Yo TI, Trocino G, Vigna C, Roelandt JRTC, van
Urk H. The effect of bisoprolol on perioperative mortality and myocardial
infarction in high-risk patients undergoing vascular surgery. New Engl J Med
1999; 341: 1789–94.

13. Gottlieb S, McCarter RJ, Vogel RA. Effect of beta-blockade on mortality
among high-risk and low-risk patients after myocardial infarction. New Engl
J Med 1998; 339: 489–97.

14. Philipp T, Anlauf M, Distler A, Holzgreve H, Michaelis J, Wellek S.
Randomised, double blind, multicentre comparison of hydrochlorothiazide,
atenolol, nitrendipine, and enalapril in antihypertensive treatment: results of
the HANE study. Br Med J 1997; 315: 154–9.

15. Messerli FH. Antihypertensive therapy: Beta-blockers and diuretics – what is
the evidence? J Clin Bas Cardiol 2001; 4: 201–4.

16. Wink K. Are beta-blockers efficacious as first-line therapy for hypertension in
the elderly? J Clin Bas Cardiol 2001; 4: 235–8.

17. Messerli FH, Grossman E. Letter to the editor. J Clin Bas Cardiol 2002; 5:
121.

Dr. Kurt Stoschitzky
Medizinische Universitätsklinik
Abteilung für Kardiologie
A-8036 Graz, Austria



Mitteilungen aus der Redaktion

Haftungsausschluss

Die in unseren Webseiten publizierten Informationen richten sich ausschließlich an geprüfte 
und autorisierte medizinische Berufsgruppen und entbinden nicht von der ärztlichen Sorg-
faltspflicht sowie von einer ausführlichen Patientenaufklärung über therapeutische Optionen 
und deren Wirkungen bzw. Nebenwirkungen. Die entsprechenden Angaben werden von den 
Autoren mit der größten Sorgfalt recherchiert und zusammengestellt. Die angegebenen Do-
sierungen sind im Einzelfall anhand der Fachinformationen zu überprüfen. Weder die Autoren, 
noch die tragenden Gesellschaften noch der Verlag übernehmen irgendwelche Haftungsan-
sprüche.

Bitte beachten Sie auch diese Seiten:

Impressum Disclaimers & Copyright Datenschutzerklärung

e-Journal-Abo
Beziehen Sie die elektronischen Ausgaben dieser Zeitschrift hier.

Die Lieferung umfasst 4–5 Ausgaben pro Jahr zzgl. allfälliger Sonderhefte.

Unsere e-Journale stehen als PDF-Datei zur Verfügung und sind auf den meisten der markt-
üblichen e-Book-Readern, Tablets sowie auf iPad funktionsfähig.

 Bestellung e-Journal-Abo

Besuchen Sie unsere
zeitschriftenübergreifende Datenbank

 Bilddatenbank  Artikeldatenbank  Fallberichte

http://www.kup.at/impressum/index.html
http://www.kup.at/impressum/disclaimer.html
http://www.kup.at/impressum/datenschutz.html
http://www.kup.at/cgi-bin/gratis-abo.pl
http://www.kup.at/db/abbildungen.html
http://www.kup.at/db/index.html
http://www.kup.at/db/index.html
http://www.kup.at/abo/index.html

