
S4 Appendix 4. Characteristics of included primary studies reported by systematic reviews 
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Montgomery 2000 (7) 614 UK Provider Cluster 
RCT 

Framingham-
derived risk score  

“between 60 and 79 years with high blood 
pressure.” (7) 

“CHD risk chart alone” 
 

“Usual care” 6-12 months ü ü  ü    
  ü    Fair(2) 

Hanon 2000 (8) 1268 France Provider RCT 10 year 
Framingham 
risk 

“Adults 18–75 years with BP >140/90 without severe 
hypertension, secondary 
hypertension, heart disease, CVD, renal, pulmonary, 
hepatic disease or significant psychiatric or other 
serious illness, diabetes, pregnancy or of 
reproductive age without effective contraception” 

“As for control group plus calculation of  
Framingham risk also given to physicians” 

“Baseline measurement of BP and prescription of 
fosinopril followed by visits at 4 and 8 weeks at 
which physicians could add in hydrochlorothiazide” 

8 weeks 

ü     ü 

  ü    Medium(6) 

Lowensteyn 1998 (9) 958 Canada Patient and 
Provider 

RCT 8-year coronary 
risk from CHD 
Prevention 
Model and 
estimated 
‘cardiovascular 
age’ 

“ Patients 30– 74 years without history of CVD in 
whom clinicians thoughts a risk profile would be 
clinically useful” 

“Physicians—same 1 h education meeting and a 
monthly newsletter plus received 2 copies of 
patients risk profile within 10 working days. 
Patients—completed same questionnaire and then 
invited back 2 weeks later when presented with risk” 

“Physicians—1 h education meeting and a monthly 
newsletter. Patients — completed questionnaire 
about attitudes and knowledge surrounding CVD 
prevention and assessment of their current lifestyle 
and medical problems” 

3– 
6 months 

  ü    ü 

  ü ü ü ü Low(6) 

Van Steenkiste 
2007(10) 

623 Netherlan
ds 

Patient and 
Provider 

Cluster 
RCT 

Framingham-
derived 

“men aged 40-70, women aged 40-75, without 
established CVD” (10) 

“4 hour interactive session on CHD risk and risk 
reduction for practitioners; 16 page decision support 
tools on CHD risk to be given to patient; 2 
scheduled consultations to discuss risk” 

“Written educational materials for GPs on Dutch 
Cholesterol Guidelines” 

26 weeks 

  ü      

     ü Fair(2) 

Grover 2007(11) 2356 Canada Patient and 
Provider 

RCT 10-year 
Framingham 
risk 

“Patients with diabetes or 10-year risk > 30% with 
moderate cholesterol, 10-year risk 20–30% with 
high cholesterol or 10-year risk 10–20% with very 
high cholesterol with no hypersensitivity to statins, 
risk of pregnancy, breastfeeding, active liver 
disease, raised CK or triglycerides, a history of 
pancreatitis or significant renal insufficiency** ” 

“Physicians attended the same full-day educational 
session [as control]. Patients were given a copy of 
their risk profile and then followed up at 2–4 weeks, 
3,6,9 and 
12 months” 

“Physicians attended full-day educational 
session. Patients received usual care 
with follow-up at 2–4 weeks and 3,6,9 and 12 
months” 

12 months 

   ü  ü ü 

   ü ü  Medium to High(6) 

Hanlon 1995(12) 868 UK Patient RCT Dundee risk 
score 

“Workers at two work sites not working permanent 
night shifts, taking part in another coronary 
intervention or taking lipid-lowering medication” 

“Health education plus feedback on risk score or 
health education and feedback on serum cholesterol 
plus feedback on risk score” 

“Health education (interview backed up by written 
information) or health education and feedback on 
serum cholesterol” 

5 months 

   ü   ü 

   ü  ü Medium(6) 

Emmett 2005(13) 216 England Patient Observ
ational 
follow-
up 
of RCT 

Framingham “30 to 80 years, not currently taking antihypertensive 
medication, and had sustained raised blood 
pressure at a level where their general practitioner 
(GP) would normally discuss initiation of 
pharmacological therapy” (14) 

“Risk + decision Analysis [tool] ” “No intervention (usual care)” 3 years 

   ü     

  ü    Good(3) 

Family Heart Study 
Group 1994(15) 

12472 
 
 

UK Patient and 
Provider 

RCT Dundee risk 
score 

“All men aged 40-59 and their partners” (16) Patient: “Risk + counselling” Nurse: “risk factor 
measurements and their quality assurance and 
follow up, and client centred lifestyle 
counselling”(16)  

“No intervention (usual care)” 1 year 

   ü     

  ü ü  ü Fair(3) 

Lovibond 1986(17) 75 
 
 
 
 
 

Australia Patient RCT International 
Coop Study 
Risk score 

“persons aged 30 to 60 years who were willing to 
undergo a thorough medical examination and who 
were found on examination to have a high overall 
risk of CHD, although free of clinical evidence 
of disease (subjects could be within normal limits on 
any particular risk measure provided overall risk was 
elevated).” (17) 

 “Regular Assessment and Feedback of Coronary 
Risk-Factor Status and Overall CHD Risk”(17) 

 “general qualitative feedback of the objective 
measurements of weight, blood pressure, and 
aerobic fitness” (17) 

6 and 12 months 

   ü     

  ü   ü Fair(3) 

OxCheck 1995(18,19) 3121 England Patient RCT Framingham or a 
Framingham 
derived 
risk score. 

“the entire middle aged (35-64 years) population of 
each of five practices.” (20) 

“Risk + counselling” in health checks performed by 
nurses 

“Usual care” 3 years 

   ü     

  ü ü  ü Fair(3) 

Turnbull 2006(21) 371 Australia Patient and 
Provider 

Cluster 
RCT 

CHD risk Take 
Heart 

“18–75 years and had mild to moderate 
hypertension, although people with severe 
hypertension were eligible if they were not at very 
high absolute risk”(21) 

“an interactive CD-ROM program designed to 
enable the GP to quantify and manage risk, a CD-
ROM and video for the patient, and a supporting 
website. A set of written and audio patient  
education materials are supplied and each patient is 
referred to a program-commissioned dietitian for at 
least one  session on non-pharmacological 
approach”(21) 

“Usual care” 6 and 12 months 

   ü     

  ü    Fair(3) 

Williams 2006(22) 1006 
 
 
 

US Patient RCT Framingham or a 
Framingham 
derived 
risk score 

“Eligible subjects were currently smoking 5 or more 
cigarettes per day, were 18 years of age and older, 
read and spoke English, had no history of a 
psychotic illness (depression and anxiety were 

“patients’ 10-year risks for developing 
cardiovascular disease were reviewed, and patients 
were informed that lowering their cholesterol and 
stopping smoking could cut that risk by more than 

“National Cancer Institute booklet ‘‘You Can Quit 
Smoking,’’21 a copy of their cholesterol test results, 
the American 
Dietetic Association booklet on elevated cholesterol 

18 months 

    ü       

    ü ü Good(3) 



 

 

 

 

 

 

 

 

 

 

 

*as described by systematic review, unless otherwise cited 

**Full criteria for inclusion were: 10-year risk >30% with LDL ≥97 mg/dL or TC:HDL ratio ≥4 or; 10-year risk 20–30% with LDL ≥116 mg/dL or a TC:HDL ratio ≥5 or; 10-year risk 10–20% with HDL-C ≥155 mg/dL or TC:HDL-C ratio ≥6; no hypersensitivity to statins, risk of pregnancy, breast feeding, active liver disease or elevated AST or ALT levels (>3 times normal), CK ≥5 times normal, 

elevated TGs (>939 mg/dL), a history of pancreatitis or significant renal insufficiency. 

Abbreviations: cART: combined antiretroviral therapy; CK: creatine kinase; PAD: peripheral arterial disease; UKPDS: UK Prospective Diabetes Study 
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 allowed), and had a minimum life expectancy of 18 
months.”(22) 

50% within 12 months”(22) ‘‘The New Cholesterol Countdown,’’22 and a list of 
active area smoking cessation programs. They were 
encouraged to enrol in a cessation program and to 
meet with their physician” (22) 

Wister 2007(23) 315 Canada Patient and 
Provider 

RCT Framingham “age 45–64 years, residence in the Fraser Health 
region and cardiovascular risk profile according to 
the literature for primary and secondary prevention. 
16–18….. Participants in the primary prevention 
group had an absolute Framingham risk score of 
10% or higher over a 10-year period (considered the 
minimum level for effective treatment outcomes).” 
(23) 

“a report card (sent to the participant 
and his or her family doctor) showing the person’s 
risk profile, coupled with a Telehealth-guided self-
care management system.”(23) 

“Usual Care” 1 year 

   ü     

  ü ü  ü Good(3) 

Bucher 2010(24) 3316 
 
 

Switzerla
nd 

Provider RCT 10-year 
Framingham 
risk 

“Patients registered at the centres, not pregnant, 
aged 18 or older with continuous cART for 90 days 
prior to baseline and with complete data on CHD 
risk factors at baseline” 

“Physicians received same booklet of evidence-
based guidelines [as control] plus a risk profile for 
each patient on the patient charts” 

“Physicians received booklet of evidence-based 
guidelines for the management of CHD risk factors 
and were advised in the booklet to access a website 
for CHD risk 
assessment” 

12–18 months 

      ü 

  ü ü   High(6) 

Persell 2013(25) 435 USA Patient  
RCT 

10-year 
Framingham 
risk score 

“Primary care physicians at an academic medical 
centre and patients aged 40–79 years without 
history of CVD, DM or PAD, not taking lipid-lowering 
medication who had 2 or more clinic visits in the 
preceding 2 years and LDL cholesterol test in 
previous 5 years with most recent 
LDL ≥100 mg/dL and 10-year FRS >20% or LDL 
≥130 mg/dL and FRS 10–20% or LDL ≥160 mg/dL 
and FRS 5–10%” 

“Patients were mailed a risk message containing 
their personal CVD risk information and encouraging 
them to discuss risk-lowering options with their 
primary care physician” 

“Usual Care” 9 and 
18 months 

      ü 

  ü  ü ü Medium(6) 

Price 2011(26) 185 UK Patient  
RCT 

10 year UKPDS 
V.3.0 risk of 
cardiovascular 
disease 

“Patients with CVD risk ≥20%, able to read and 
write English, not known to have CVD or a physical 
disability or other condition reducing the ability to 
walk” 

“A 10-year cardiovascular risk estimate for current 
risk and ‘achievable risk’ 
calculated assuming current targets for systolic BP, 
LDL cholesterol, HbA1c and smoking cessation 
were met ±brief lifestyle advice intervention” 

“Told their individual fasting glucose level, blood 
pressure and LDL cholesterol and whether they 
were elevated according to current guidelines ±brief 
lifestyle advice intervention” 

1 month 

      ü 

  ü  ü  Medium to High(6) 
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