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Self-test questions

The following statements are either true or false
(answers on page 47)

5. Firsttrimester abortionisnolonger anindication for
giving anti-D to a Rhesus negative woman.

. Rhesus immunoglobulin should be given within
72 hours of a sensitising event.
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Prescribing by numbers

Eve Hurley, Senior Editor, Australian Medicines Handbook, Adelaide

Theresults of clinical studies are often presented in terms of
the relative risk reduction achieved with an active treatment
over acontrol. Therelativerisk reductionisusually expressed
asapercentage and can appear impressivebut, asitisisolated
from the underlying incidence of the event being prevented,
it haslittle value in the clinical situation.

Absoluterisk reductionisthedifferenceinevent ratesbetween
activeand control groups, butit canbedifficult tovisualiseits
clinical relevance. Thereciprocal of theabsol uterisk reduction
givesthe number of patientswho need to betreated to prevent
one event. Thisisthe number needed to treat and isamore
useful measure which can be used to compare a range of
interventions.!

Calculations
Eventrate = events ”_1 grOL_Jp

number of subjectsin group
Relativerisk — <event rate control — event rate acti ve> x 100
reduction % event rate control
Absoluterisk — o ent rate control — event rate active
reduction
Number needed to trest _ 1

to prevent one event absolute risk reduction

The results of the Helsinki heart study? (see box) were
generally presented asareduction of 34% in theincidence of
coronary heart disease with gemfibrozil treatment.
Expressing results as the number of patients who need to be
treated to prevent one event (or for one patient to benefit) is
much more meaningful. It can be useful when discussing
treatment options with patients.
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Example
Helsinki heart study

Subjects: 4081 asymptomatic men aged 40-55 with
dydipidaemia(tota cholesterol minusHDL >5.2 mmol/L).

Treatment: gemfibrozil 600 mgtwicedaily (2051 men)
or matched placebo (2030 men) in a five year
randomised double-blind study.

Results: number of events (fatal, non-fatal myocardial
infarction or cardiac death)
gemfibrozil — 56 events, placebo — 84 events.

Calculations
84
Eventrateplacebo = —— = 0.041 (4.1%)
2030
. 56
Event rate active = —— = 0.027 (2.7%)
2051
Relative risk 0.014x 100 _
reduction % 0.041 = 34%
Absolute risk
= — = 0,
reduction 0.041-0.027 = 0.014 (1.4%)
Number needed to
treat for five _ 1 — 71 men
years to pre’\/ent 0.014
one event
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