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Summary
Background The most recent updated hypertension guidelines recommend individuals with systolic blood pressure
(SBP)/diastolic blood pressure (DBP) of 130–139/80–89 mmHg and high cardiovascular risk should receive anti-
hypertensive drug treatment. This study aimed to assess the benefits and cost-effectiveness of medication for people
aged ≥35 years with this blood pressure stratum and high cardiovascular risk in China.

Methods The benefits of drug treatment in adults aged ≥35 years with SBP/DBP of 130–139/80–89 mmHg and high
cardiovascular risk were evaluated in decision-analytic simulation models. Decreasing numbers of cardiovascular
disease (CVD) events and premature deaths from all causes and increasing quality-adjusted life-years (QALYs)
from drug treatment were estimated in 10-year and lifetime horizons. The incremental cost-effectiveness ratios
(ICER) for drug treatment were calculated.

Findings Among approximately 106.60 million Chinese adults aged ≥35 years with this blood pressure stratum and
high cardiovascular risk, drug treatment was estimated to prevent 2,060,000 strokes and 660,000 myocardial in-
farctions over a 10-year time horizon. Adults prescribed antihypertensive drugs could gain 0.034 incremental QALYs.
Over a lifetime horizon, adults who start treatment earlier could benefit more in preventing CVD and gaining
incremental QALYs. The medication treatment is cost-effective either over a 10-year time horizon with an ICER of
Int$13321.29 per QALY gained or over the remaining lifetime.

Interpretation Antihypertensive treatment of adults with SBP/DBP of 130–139/80–89 mmHg and high cardiovascular
risk would gain substantial benefits with cost-effectiveness. The young and middle-aged population would derive the
most benefit.
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Introduction
Elevated blood pressure (BP) is the leading modifiable
risk factor for cardiovascular disease (CVD) globally and
in China.1 Observational studies have found that systolic
blood pressure (SBP)/diastolic blood pressure (DBP) of
130–139/80–89 mmHg is associated with an increased
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long-term risk of CVD and target organ damage.2–6 Ev-
idence from the latest meta-analyses of randomized
clinical trials suggests that antihypertensive drug treat-
ment could reduce the risk of CVD among people with
this BP stratum.7 In China, where the lifetime risk of
stroke is the highest in the world,8 76% of individuals
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Research in context

Evidence before this study
We searched PubMed for articles on the cost-effectiveness of
antihypertensive drug treatment in Chinese adults with
systolic blood pressure (SBP)/diastolic blood pressure (DBP) of
130–139/80–89 mmHg and published between 2017 and
2023 using the following search terms: “hyperten*” or “blood
pressure” (for population), “value”, “monetary”, “money”,
“budget*”, “fee”, “financ*”, “price*”, “pricing”, “resourc*”,
“effective*”, “utilit*”, “benefit*”, “cost*”, “economic*”, “cost-
benefit analysis”, “costs and cost analysis”, “economics”, “fees
and charges”, “resource allocation”, and “value of life” (for
cost-effectiveness), and “China”, “Chinese”, “Taiwan”,
“Hongkong”, and “Macao” (for setting). We identified only
two relevant studies, both of which used 2017 prices of the
antihypertensive drug for the cost estimations, and which
obtained conflicting conclusions. One study explored the
cost-effectiveness of drug treatment versus placebo in
individuals aged 30–80 years and the other study limited the
estimation of the cost-effectiveness of drug treatment versus
nondrug treatment to individuals aged ≥65 years. However,
China implemented a new centralized medicine procurement
policy in 2019 to substantially lower antihypertensive drug
prices. There is no information on the cost-effectiveness of
drug treatment for SBP/DBP of 130–139/80–89 mmHg based
on contemporary healthcare costs.

Added value of this study
More than 10 of the latest hypertension guidelines issued by
different professional organizations, including 2021 World
Health Organization guidelines, recommend that individuals
with high cardiovascular risk and SBP/DBP of 130–139/
80–89 mmHg should receive pharmacological
antihypertensive treatment. This recommendation will
support earlier intervention for hypertension or elevated
blood pressure, and lower the risk of stroke, especially in the
young and middle-aged population. However, scientific
evaluation and evidence for the health benefits and cost-

effectiveness of this expansion of antihypertensive drug
treatment must be urgently provided because of the large
numbers of patients and limited medical resources. This
information will affect the development of health policies,
especially medical insurance policies and the allocation of
medical resources. In this modelling study, we estimated the
health benefits and cost-effectiveness of antihypertensive
drug treatment for Chinese adults aged ≥35 years with SBP/
DBP of 130–139/80–89 mmHg and high cardiovascular risk
based on the latest antihypertensive drug prices. We found
that this strategy would be cost-effective and could prevent a
large number of cardiovascular disease cases. The young and
middle-aged population would derive the most benefit.

Implications of all the available evidence
In China, after nearly 50 years of efforts to control
hypertension, the blood pressure of most patients with
hypertension is still not well controlled. Many patients
experience target organ damage because they start treatment
too late. Stroke therefore remains the top cause of death in
China, and China faces the greatest burden from stroke in the
world. Approximately one-third of stroke deaths worldwide
occur in China. The mortality from stroke in the young and
middle-aged population in China was four to five times higher
than in Japan, Korea and the USA. Our findings imply that
antihypertensive drug treatment in adults with SBP/DBP of
130–139/80–89 mmHg and high cardiovascular risk is cost-
effective with considerable health benefits. The cost-
effectiveness was particularly sensitive to antihypertensive
drug costs and relative reduction in stroke. More effort is
therefore needed to improve awareness of the health impact
of elevated blood pressure and enhance the full
implementation of essential prescription medication and
insurance policies to reap the benefits of improved
hypertension control and reduced burden of cardiovascular
disease.
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with an SBP/DBP of 130–139/80–89 mmHg are young
or middle-aged adults, and 65% of these will progress to
BP ≥ 140/90 mmHg if not treated.6,9 More than 12% of
strokes and 26.5% of CVD-related deaths in young or
middle-aged adults in China could be attributable to
having BP at this level stratum.6

The most recently updated hypertension guidelines
recommend that individuals with an SBP/DBP of
130–139/80–89 mmHg and a high cardiovascular risk
should receive antihypertensive medication
treatment.10–13 However, there is a high prevalence of
SBP/DBP of 130–139/80–89 mmHg in China’s large
population, and approximately one-third of people with
this BP stratum are at high cardiovascular risk.9 The
short-term and long-term benefits and cost-effectiveness
of this strategy need to be assessed to guide the
development of relevant evidence-based policies,
particularly prescription and insurance policies. The
cost-effectiveness of antihypertensive medication has
been assessed in Chinese adults aged 30–80 years with
SBP/DBP of 130–139/85–89 mmHg in one study and in
those aged ≥65 years with SBP/DBP of 130–139/
80–89 mmHg in another study.14,15 However, the prices
used for the antihypertensive agents in these studies
were not in line with contemporary costs.

The aim of this study was to estimate the 10-year and
lifetime benefits of antihypertensive drug treatment in
adults aged ≥35 years with SBP/DBP of 130–139/
80–89 mmHg and high cardiovascular risk in China,
and the corresponding cost-effectiveness using the latest
antihypertensive medication costs and data from mul-
tiple sources.
www.thelancet.com Vol 42 January, 2024
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Methods
Study design and model structure
A decision-analytic model was constructed using the
Markov method to estimate healthcare costs and quality-
adjusted life-years (QALYs) in antihypertensive drug-
naïve Chinese adults aged ≥35 years with SBP/DBP of
130–139/80–89 mmHg and high cardiovascular risk.16

This simulation study focused on adults ≥35 years,
due to the evidence on the treatment effect of antihy-
pertensive drug mainly from adults aged ≥35 years,7

and the National Basic Public Health Service Stan-
dards of China issued in 2009 recommended that adults
aged ≥35 years should measure BP at their first visit to
any clinic.17 Two models were simulated: one that adults
under the status of SBP/DBP of 130–139/80–89 mmHg
initiated antihypertensive drug treatment, and the other
that adults under this status did not receive antihyper-
tensive drug. The model estimated the incremental cost-
effectiveness ratio (ICER) for antihypertensive drug
treatment compared to not using antihypertensive drugs
for adults with SBP/DBP of 130–139/80–89 mmHg and
high cardiovascular risk (Fig. 1). We also used a Monte
Carlo microsimulation to estimate the numbers of
various outcomes that could be prevented by antihy-
pertensive medication treatment in individuals aged
≥35 years with SBP/DBP of 130–139/80–89 mmHg and
high cardiovascular risk in China.9 Using the seventh
nationwide population census, we estimated that there
were approximately 106.60 million adults with SBP/
DBP of 130–139/80–89 mmHg and high cardiovascular
risk (Supplementary Table S1).

All adults aged ≥35 years with SBP/DBP of 130–139/
80–89 mmHg were entered into the model as the
Chinese adults aged ≥35 years
With SBP/DBP of 

130-139/80-89 mmHg
and high cardiovascular risk

SBP/DBP of 130-139/80-89 mmHg

Fig. 1: Conceptual diagram of the simulation model. CVD = cardiovasc
effectiveness ratio; QALYs = quality-adjusted life-years; SBP = systolic blo
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baseline population (Supplementary Fig. S1). The out-
comes with predefined probabilities included: (1) main-
tenance of baseline health status with SBP/DBP of
130–139/80–89 mmHg; (2) occurrence of fatal or non-
fatal acute stroke/myocardial infarction (MI); and (3)
death from other causes. For survivors of stroke or MI,
the possible outcomes in the following year were as fol-
lows: (1) recurrence of fatal or non-fatal stroke or MI
events; (2) occurrence of fatal or non-fatal MI after stroke
or stroke after MI; and (3) death from other causes. In the
first year after stroke or MI, if survivors did not experi-
ence these events, they were assumed to have entered a
chronic post-stroke or post-MI state, and their outcomes
included: (1) maintenance of the chronic state; (2)
recurrence of fatal or non-fatal stroke or MI events; (3)
occurrence of fatal or non-fatal MI after post-stroke or
stroke after post-MI; and (4) death from other causes.

The model cycle length was 1 year, and half-cycle
corrections were applied.18 We evaluated the cost-
effectiveness of antihypertensive drug treatment in 10-
year and lifetime horizons. The mean life expectancy
is 77.93 years in China,19 and thus we set the end of the
lifespan at 80 years.

The model development and analyses were per-
formed using TreeAge Pro Healthcare 2023 (TreeAge
Software, Inc., Williamstown, MA, USA). The study was
designed and reported according to the Consolidated
Health Economic Evaluation Reporting Standards
Statement.20

Main assumptions
The following probabilities of events or death were
assigned to the model: (1) incidence of acute MI or
Total
Costs

Total
QALYs

Total
Costs

Total
QALYs

Cost-effectiveness
(ICER)

Cost
Change

QALY
Change

DeathCVD

ular disease; DBP = diastolic blood pressure; ICER = incremental cost-
od pressure.
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Observed year Age-weighted rate/person-year

Stroke MI All-cause death

From 0 to 1 0.0021 0.0021 0.0025

From 1 to 2 0.0033 0.0006 0.0046

From 2 to 3 0.0041 0.0017 0.0067

From 3 to 4 0.0064 0.0020 0.0146

From 4 to 5 0.0040 0.0011 0.0165

From 5 to 6 0.0042 0.0020 0.0189

From 6 to 7 0.0041 0.0017 0.0186

From 7 to 8 0.0068 0.0016 0.0195

From 8 to 9 0.0053 0.0017 0.0227

From 9 to 10 0.0067 0.0017 0.0220

The age-weighted rate/person-year of stroke, MI, and death are weighted
average of the age-specific rates of stroke incidence, MI incidence, and all-cause
mortality among participants with SBP/DBP of 130–139/80–89 mmHg,
respectively, which were calculated in various age groups (35–44, 45–54, 55–64,
65–74, and ≥75 years) in the first 10 years of follow-up of Kailuan Study. The
weights are the proportions of persons in the corresponding age groups
according to the seventh nationwide population census of China in 2020 and
the China Hypertension Survey. Weights of age 35–44, 45–54, 55–64, 65–74,
and ≥75 years were 13.08%, 28.49%, 25.42%, 21.39%, and 11.62%,
respectively. These probabilities were used to estimate the health benefit, cost,
and cost-effectiveness of antihypertensive drug treatment among adults aged
≥35 years with systolic/diastolic blood pressure 130–139/80–89 mmHg and a
high risk of cardiovascular disease in the 10-year time horizon. DBP = diastolic
blood pressure; MI = myocardial infarction; SBP, systolic blood pressure.

Table 1: Age-weighted rate/person-year of stroke, MI, and all-cause
death in every year of the first decade during follow-up among adults
with SBP/DBP of 130–139/80–89 mmHg and high cardiovascular risk.
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stroke and all-cause mortality among the population
with SBP/DBP of 130–139/80–89 mmHg and (2) inci-
dence and recurrence of acute MI/stroke and all-cause
mortality in the population with stroke or MI. The
probabilities of events among the population with SBP/
DBP of 130–139/80–89 mmHg, under the strategy of
antihypertensive medication treatment were estimated
by the relative risk of incident events standardized for a
10-mmHg reduction in SBP.

The probabilities in the population with SBP/DBP of
130–139/80–89 mmHg were derived from the Kailuan
study, the design of which has been described in detail
elsewhere.21 Briefly, 126,050 participants were recruited
for examinations in 2006 and 2008. After the exclusion
of 4757 participants with established CVD and 6918
with incomplete data, the 10-year CVD risk was evalu-
ated in 114,375 participants, 45,136 of whom had a high
risk of CVD (Supplementary Table S2).22 In total, 10,509
of the 45,136 participants with SBP/DBP of 130–139/
80–89 mmHg were included to calculate the rate/
person-year of stroke incidence, MI incidence, and
all-cause mortality (Supplementary Fig. S2). We calcu-
lated the rate/person-year of stroke incidence, MI inci-
dence, and all-cause mortality in various age groups
(35–44, 45–54, 55–64, 65–74, and ≥75 years) in the first
10 years of follow-up (Supplementary Table S3). The
rate/person-year of participants aged ≥35 years was
weighted by age, which was used for the 10-year time
horizon (Table 1). The weights of each age group among
the population with SBP/DBP of 130–139/
80–89 mmHg and high cardiovascular risk were calcu-
lated using the seventh nationwide population census of
China in 2020, the China Hypertension Survey, and the
Kailuan study (Supplementary Table S1).9,19 For the
lifetime horizon, the lifetime risks of acute MI, stroke,
and all-cause death up to the age of 80 years were
calculated at the index ages of 35, 45, 55, and 65 years
using a modified Kaplan–Meier method5,23,24

(Supplementary Fig. S3 and Tables S4–S7). Probabili-
ties of other outcomes among the population with stroke
(including all-cause mortality, incidence of MI, and
recurrence of stroke) or MI (including all-cause mor-
tality, incidence of stroke, and recurrence of MI) were
derived from previous studies14,25–33 (Table 2).

Each health state was assigned a utility value that was
used to estimate the health benefits and harms of anti-
hypertensive drug treatment in the model. This
included utilities for SBP/DBP of 130–139/
80–89 mmHg, acute MI, stroke, post-MI, and post-
stroke. The QALYs were calculated by multiplying the
duration of time in a specific health state by the utility
value associated with that state. The utility values were
derived from published cost-effectiveness studies.14,15,34

The QALYs were discounted at 3% annually in the
future for the primary projections.35

For adults who did not receive antihypertensive
agents, direct medical costs over the remaining lifetime
were calculated for each individual, including costs of
BP screening, hospitalization costs for acute stroke/MI,
and annual outpatient management costs for post-
stroke/post-MI. For adults who received antihyperten-
sive drugs, the costs of antihypertensive agents and
health management for BP were added. Direct medical
costs to both the health care system and patients were
calculated. Patients’ indirect costs were not included.

The average antihypertensive drug costs for the
standard (recommended) dose per year were calculated
using the annual costs of five first-line antihypertensive
medications and the prescription frequency for each
medication,36 including angiotensin-converting-enzyme
inhibitors, angiotensin-receptor blockers, calcium-
channel blockers, beta-blockers, and diuretics. Prices
for antihypertensive agents after implementation of the
new centralized medicine procurement policy in China
were derived from the national centralized procurement
policy announcement file of the winning bid37 and
included prices for angiotensin-converting enzyme in-
hibitors, angiotensin receptor blockers, and calcium
channel blockers. Prices for beta-blockers and diuretics
were taken from a nationwide cross-sectional survey.36

In view of a meta-analysis showing that all five drug
categories produced similar BP reductions and that the
average reduction in SBP was 9.1 mmHg with treatment
at a 1.0 standard dose,38 we assumed a 10% increase in
antihypertensive drug costs to achieve a 10-mmHg
www.thelancet.com Vol 42 January, 2024
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Variable Estimate Distribution Sources

Transition probability

MI incidence after stroke 0.065 (0.055, 0.075) Beta Wong 200324

Stroke recurrence after stroke 0.177 (0.170, 0.184) Beta China National Stroke Registry25

Stroke recurrence after post-stroke 0.071 (0.069, 0.073) Beta China Kadoorie Biobank Study26

All-cause mortality after stroke or post-stroke 0.047 (0.039, 0.055) Beta Wong 200324

Stroke incidence after MI 0.012 (0.009, 0.015) Beta China-OASIS Registry27

MI recurrence after MI 0.032 (0.027, 0.037) Beta China PEACE Prospective AMI study28

MI recurrence after post-MI 0.009 (0.004, 0.014) Beta China Coronary Secondary Prevention Study29

All-cause mortality after MI or post-MI 0.029 (0.020, 0.040) Beta Zhou 202014

Effect of drug treatment (RR of events)

Stroke 0.53 (0.36, 0.79) Triangular Meta-analysis of RCT7

MI 0.94 (0.74, 1.19) – Meta-analysis of RCT7

Death 0.96 (0.77, 1.21) – Meta-analysis of RCT7

Quality-of-life weights (health utility)

SBP/DBP of 130–139/80–89 mmHg 0.98 (0.95, 1.00) Beta Kawalec 201533

Stroke 0.63 (0.26, 0.89) Beta Zhou 202014

Post-stroke 0.65 (0.46, 0.82) Beta Zhou 202014

MI 0.76 (0.50, 0.89) Beta Chen 201715

Post-MI 0.88 (0.67, 0.94) Beta Chen 201715

Death 0 –

Costs (Int$)a

Screening or monitoring visit costs 16.58 (14.58, 17.30) Triangular WHO CHOICE (China)39

Average antihypertensive drug costs of 1.0 standard dose per year 30.49 (11.58, 69.20) – Beijing medicine sunshine purchase36

China PEACE MPP primary health-care survey35

Annual cost for health management 39.05 (32.59, 45.52) Triangular The National basic public health service project38

Hospitalization cost for stroke 4207.29 (1257.39, 7157.19) Gamma China Health Statistics Yearbook 202218

Hospitalization cost for MI 7044.51 (3133.93, 10955.08) Gamma China Health Statistics Yearbook 202218

Annual cost for post-stroke 1289.75 (590.48, 1989.02) Gamma China Health and Retirement Longitudinal Survey41

Annual cost for post-MI 1693.23 (1472.08, 1914.39) Gamma The Fifth National Health Services Survey40

DBP = diastolic blood pressure; MPP, Million Persons Project; MI, myocardial infarction; OASIS, Organization to Assess Strategies for Ischemic Syndrome; PEACE, China Patient-Centered Evaluative
Assessment of Cardiac Events Prospective Study of Acute Myocardial Infarction; PROGRESS, The Perindopril Protection Against Recurrent Stroke Study; RCT, randomized controlled trial; RR, relative risk;
BP = systolic blood pressure; WHO CHOICE, World Health Organization’s Choosing Interventions That Are Cost Effective. aAll cost inputs were inflated to the 2022 price level in China and converted into
international dollars (Int$) according to the purchasing power parity exchange rate published by the Organization for Economic Co-operation and Development (1 Int$ = 4.02 Chinese yuan [RMB] in 2022).

Table 2: Main assumptions for the cost-effectiveness analysis model.

Articles
reduction in SBP among participants with an SBP/DBP
of 130–139/80–89 mmHg. Other hypertension-related
costs were obtained from the published literature,
including screening or monitoring visit costs and health
management costs.39,40 Hospitalization costs for stroke
were calculated using the hospitalization costs for ce-
rebral hemorrhage and cerebral infarction from the
China Health Statistics Yearbook 2022,19 considering
the proportion of each subtype in total stroke based on
the China Kadoorie Biobank Study.27 Hospitalization
costs for MI were extracted from the China Health
Statistics Yearbook 2023.19 Annual costs for post-stroke
and post-MI were derived from the Fifth National
Health Services Survey41 and China Health and Retire-
ment Longitudinal Survey.42 All cost inputs were inflated
to the 2022 price level in China and converted into in-
ternational dollars (Int$) using the purchasing power
parity exchange rate published by the Organization for
Economic Co-operation and Development (1 Int$
www.thelancet.com Vol 42 January, 2024
equalled 4.02 Chinese yuan [RMB] in 2022).43,44 Future
costs were discounted at 3% annually.35

Cost-effectiveness
Cost-effectiveness was measured by the ICER, which
was calculated using the differences in projected incre-
mental costs and QALYs between adults with SBP/DBP
of 130–139/80–89 mmHg and high cardiovascular risk
who received antihypertensive drugs and those who did
not. This enabled us to estimate the incremental cost
required to gain one additional QALY over the 10-year
and lifetime horizons. We used the willingness-to-pay
thresholds recommended by the World Health Organi-
zation’s Choosing Interventions That Are Cost Effective
(WHO-CHOICE) initiative to determine the cost-
effectiveness of antihypertensive medication treatment
in China. The WHO-CHOICE defines an ICER less
than the gross domestic product (GDP) per capita as
highly cost-effective, an ICER of one to three times the
5
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GDP per capita as moderately cost-effective, and an
ICER of more than three times the GDP per capita as
not cost-effective. In 2022, the GDP per capita in China
was Int$ 21,318 (85,698 RMB).45 Analyses were inter-
preted from both payer’s and health system
perspectives.

Exploratory and sensitivity analyses
Monte Carlo probabilistic sensitivity analyses were
conducted to evaluate the sensitivity of the results to
variations in simultaneous changes in several variables
and to calculate the proportion of ICERs falling under
our predetermined willingness-to-pay threshold. In the
probabilistic sensitivity analyses, the model was run
10,000 times, each taking random draws from the
respective distribution of each parameter
(Supplementary Table S8). We explored the impact of
uncertainty among individual values on cost-
effectiveness estimates, including transition probabili-
ties, effects of antihypertensive drug treatment, costs,
health utilities, and discount rates, using one-way
sensitivity analyses. We also compared the cost-
effectiveness of the various classes of antihypertensive
agents, assuming that all five categories produced
similar reductions in BP.38 Finally, several scenarios
were simulated: (1) the treatment rate was 40.3%; (2) the
control rate was 40.1% among treated participants; (3)
the adherence rate was 100% for the first year, and 50%
for every year after the first year; (4) the adherence rate
was 100% for the first 5 years, and then 50% for every
year after the first 5 years; and (5) the relative risk of
incident events standardized for a 5.0 mmHg reduction
in SBP at a 1.0 standard dose. Due to a lack of relevant
data, the reported treatment rate,9 control rate,9 and
treatment adherence rate46 in hypertensive patients aged
45–54 years were used to represent the corresponding
rates of SBP/DBP of 130–139/80–89 mmHg.

Role of the funding source
The funder of the study had no role in study design, data
collection, data analysis, data interpretation, or writing
of the report.
Results
Health benefits of antihypertensive drug treatment
Among 106.60 million adults aged ≥35 years with SBP/
DBP of 130–139/80–89 mmHg and high cardiovascular
risk in China, the strategy of antihypertensive medica-
tions treatment was projected to avert 2,060,000 stroke
cases and 660,000 acute MI cases over a 10-year time
horizon (Table 3). Over a lifetime horizon, adults who
start treatment earlier could benefit more in terms of
avoiding stroke and MI (Fig. 2). Adults prescribed
antihypertensive agents could gain 0.034 incremental
QALYs. In the remaining lifetime horizon, the incre-
mental gain in QALYs was 0.22 for treatment starting at
age 35 years, 0.21 for 45, 0.18 for 55, and 0.11 for 65
years (Fig. 3A).

Costs and cost-effectiveness of antihypertensive
drug treatment
The antihypertensive drug treatment strategy for adults
with SBP/DBP of 130–139/80–89 mmHg and high
cardiovascular risk was projected to cost on average an
additional Int$454.48 per person over a 10-year horizon
(Table 3). The incremental costs were mainly attribut-
able to additional antihypertensive drug treatment costs
for adults with SBP/DBP of 130–139/80–89 mmHg but
with fewer costs for stroke or MI than nondrug treat-
ment (Table 3). Adults starting antihypertensive drug
treatment at the age of 35 years would incur the highest
incremental costs over a lifetime horizon (Fig. 3B).

The strategy of antihypertensive drug treatment was
highly cost-effective with an ICER of Int$13321.29 per
QALY gained over a 10-year time horizon, which was
below a threshold of 1 time the GDP per capita
(Int$21318) (Table 3). Furthermore, antihypertensive
drug treatment for adults with this BP stratum was
highly cost-effective over a lifetime horizon regardless of
the age when treatment was started (Fig. 3C).

Exploratory and sensitivity analyses
At a willingness-to-pay threshold of 1 time the GDP per
capita, the antihypertensive drug treatment strategy was
highly cost-effective in 98% of probabilistic simulations
(Supplementary Fig. S4). The top 10 parameters to
which the model was sensitive in one-way sensitivity
analyses are shown in Supplementary Fig. S5. The ICER
was most sensitive to changes in the costs of antihy-
pertensive drugs, the relative risk of stroke, and utility of
post-stroke. Assuming the use of the most expensive
drug, drug treatment for adults aged ≥35 years with an
SBP/DBP of 130–139/80–89 mmHg and high cardio-
vascular risk was projected to be moderately cost-
effective (Supplementary Fig. S6). After accounting for
treatment rate, control rate, treatment adherence rate
and even the average reduction in SBP of 5.0 mmHg
with treatment at a 1.0 standard dose, the antihyper-
tensive drug treatment strategy remained cost-effective
(Supplementary Table S9).
Discussion
Stroke remains the leading cause of death in the Chi-
nese population, and approximately one-third of stroke
deaths worldwide occur in China.47 There has also been
a significant increase in mortality from stroke and its
subtypes in young Chinese adults, and the mortality rate
in China is now double that in the United States and
China’s neighbours, Japan and Korea.48 The leading risk
factor for stroke is high BP (SBP ≥115 mmHg), which
accounts for 62% of disability-adjusted life-years from
stroke in China.47 Starting antihypertensive treatment at
www.thelancet.com Vol 42 January, 2024
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Drug treatment No drugs Differences (95% UI)

Number of events

Occurrence of Stroke 3,510,000 5,570,000 2,060,000 (1,480,000, 2, 640,000)

Occurrence of MI 2,260,000 2,920,000 660,000 (210,000, 1,110,000)

Premature deaths from all causes 12,750,000 13,220,000 470,000 (−470,000, 1,420,000)

Mean QALYs 8.13 8.10 0.034 (0.030, 0.038)

Mean costs per person by status (Int$)

SBP/DBP 130–139/80–89 mmHg 727.89 131.85 596.67 (580.68, 612.18)

Occurrence of Stroke 140.37 248.23 −104.44 (−130.27, −82.85)

Occurrence of MI 196.30 232.25 −35.20 (−41.43, −29.93)

Total costs per person (Int$) 1068.67 614.86 454.48 (423.56, 482.92)

ICER (Int$/ QALY) 13321.29 (11352.22, 15789.64)

DBP = diastolic blood pressure; CVD = cardiovascular disease; ICER = incremental cost-effectiveness ratio; MI = myocardial infarction; QALY = quality-adjusted life-years;
UI = uncertainty interval; SBP = systolic blood pressure.

Table 3: Results of drug treatment and no drugs for SBP/DBP of 130–139/80–89 mmHg with high risk of CVD in 10-year time horizon.
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an earlier stage is therefore crucial to reduce the burden
of stroke in China. Most recent national and interna-
tional guidelines recommend that individuals with SBP/
DBP of 130–139/80–89 mmHg and high cardiovascular
risk should receive antihypertensive medication. How-
ever, the economic burden and high number of people
who need treatment mean that the benefit and cost-
effectiveness are based on the premise that this strat-
egy can be effectively implemented in China and other
countries in the same situation.

Using contemporary incidence events and cost data,
this modelling study found that antihypertensive medi-
cations could avert cases of stroke and MI, and gain
more QALYs in Chinese adults aged ≥35 years with
SBP/DBP of 130–139/80–89 mmHg and high cardio-
vascular risk. We estimated that there would be 557,000
new stroke cases annually in adults with this BP stratum
and high cardiovascular risk under assumptions of no
antihypertensive medication. Of these, 37.0% (206,000)
could be prevented by antihypertensive drug treatment.
Antihypertensive drug treatment was projected to pre-
vent a larger number of cases of CVD and gain more
incremental QALYs if treatment started earlier. In the
China Hypertension Survey, 76% of adults with this BP
stratum were under 55 years old,9 and therefore mainly
the working-age population. From a public health
perspective, our findings highlight the importance of
earlier treatment in people with SBP/DBP of 130–139/
80–89 mmHg and high cardiovascular risk to prevent
continuously elevated BP and the subsequent CVD
burden among younger people.

We also found that antihypertensive drug treatment
for SBP/DBP of 130–139/80–89 mmHg among Chinese
adults aged ≥35 years with high cardiovascular risk was
cost-effective. To date, only two studies have evaluated
the cost-effectiveness of antihypertensive drug treat-
ment in Chinese adults with this BP stratum.14,15 Chen
et al. estimated that the ICERs would be more favorable
www.thelancet.com Vol 42 January, 2024
for antihypertensive drug treatment over a lifetime ho-
rizon in Chinese adults aged 30–80 years with SBP/DBP
of 130–139/85–89 mmHg and without CVD.15 However,
they calculated transition probabilities in prediction
models using data from a cross-sectional study and only
simulated the effect of antihypertensive drug treatment
on the risk of hypertension. Zhou et al. found that
antihypertensive drug treatment resulted in fewer
QALYs despite cost savings in adults aged ≥65 years
with SBP/DBP of 130–139/80–89 mmHg and without
CVD.14 They estimated the probability of events in
antihypertensive drug-treated adults with SBP/DBP of
130–139/80–89 mmHg based on adults whose BP in
this stratum was controlled by antihypertensive drugs.
However, those adults may have had long-term cumu-
lative exposure to elevated BP before receiving antihy-
pertensive drug treatment and a more substantial
burden of subclinical CVD than their untreated coun-
terparts.49 This might therefore have led to a lower
number of QALYs in adults who received antihyper-
tensive medication treatment than in those who did not.
China’s new centralized medicine procurement policy
has successfully reduced drug costs and lowered out-of-
pocket costs for patients.50 After the full implementation
of this policy in 2019, the average price of medicines is
estimated to have decreased by 52%,50 and the annual
cost of antihypertensive medication is now approxi-
mately 120 RMB per person in China.37

To our knowledge, this modelling study is the first to
evaluate the cost-effectiveness of antihypertensive drug
treatment for people with BP of 130–139/80–89 mmHg
based on contemporary cost data and has demonstrated
its cost-effectiveness across 10-year and lifetime hori-
zons. It is also the first of which we are aware to assess
the cost-effectiveness of antihypertensive drug treat-
ment for this BP stratum across a wide range of ages.
We found that implementation of treatment among
Chinese adults with a high cardiovascular risk was cost-
7
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Fig. 2: Numbers of acute stroke events, MI, and premature deaths from all causes prevented. MI = myocardial infarction.
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effective across their remaining lifetime regardless of
when antihypertensive medication treatment was star-
ted. From both a societal and a healthcare sector
perspective, antihypertensive drug treatment for SBP/
DBP of 130–139/80–89 mmHg among individuals with
high cardiovascular risk is a cost-effective strategy,
despite the enormous healthcare costs in China, which
has a large population and a high prevalence of this BP
stratum.
This study had several limitations. First, it did not
account for the risks of adverse events and their corre-
sponding costs. The main adverse event associated with
antihypertensive treatment is symptomatic hypoten-
sion.51 However, symptoms of hypotension occurring as
a result of antihypertensive treatment are uncommon
and usually not life-threatening.31 They are also revers-
ible after drug withdrawal, and the economic burden
related to hypotension would therefore be limited. More
www.thelancet.com Vol 42 January, 2024
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randomized controlled trials are needed to explore the
incidence of adverse events associated with antihyper-
tensive drug treatment among Chinese adults with SBP/
DBP of 130–139/80–89 mmHg and high cardiovascular
risk. Second, this study assumed that the relative risks
for various outcomes of antihypertensive drug treatment
among adults with SBP/DBP of 130–139/80–89 mmHg
were the same for different age groups, due to no evi-
dence of relative risk reductions for prevention of major
cardiovascular events varied by age group in these
population. However, the hazard ratios associated with
antihypertensive drug treatment for risk of major car-
diovascular events were lower among those aged <55
years than among those aged ≥55 years, as reported by
the Blood Pressure Lowering Treatment Trialists’
Collaboration.52 Therefore, our results may underesti-
mate the health benefit but overestimate the ICER
among the young and middle-aged adults. Finally, the
probabilities of CVD incidence and death among adults
with SBP/DBP of 130–139/80–89 mmHg were calcu-
lated using data from a large community-based cohort
study in northern China. Although these probabilities
were weighted by age using the seventh nationwide
population census of China in 2020 to represent the
whole country, more studies are needed to confirm our
results.

In conclusion, this simulation study has demon-
strated that antihypertensive drug treatment can avert
CVD events and improve the quality of life, particularly
in the young and middle-aged population. Furthermore,
this strategy is cost-effective in adults with SBP/DBP of
130–139/80–89 mmHg and high cardiovascular risk.
Antihypertensive drug treatment in this population
should be considered an effective and cost-saving strat-
egy and will be important for obtaining the benefits of
improved control of elevated BP and a reduction in the
subsequent CVD burden across a wide range of ages.

Contributors
DZ and YQ contributed to initial concepts and study design. JL and YQ
analyzed data and drafted the manuscript. DZ, JC, SC, and SW revised
www.thelancet.com Vol 42 January, 2024
the manuscript critically. All authors contributed to manuscript’s final
version approval. All authors had full access to all the data in the study
and had final responsibility for the decision to submit for publication.

Data sharing statement
The datasets of the Kailuan study are not publicly available due to ethical
constraints in consideration of participants’ privacy and intellectual
property protection but are available from the corresponding author on
reasonable request. Other relevant data are contained within the
manuscript text.

Declaration of interests
All other authors declare no competing interests.

Acknowledgements
The authors thank all the participants and investigators of Kailuan study
for their support and contribution to this work.

Appendix A. Supplementary data
Supplementary data related to this article can be found at https://doi.
org/10.1016/j.lanwpc.2023.100962.
References
1 Olsen MH, Angell SY, Asma S, et al. A call to action and a life-

course strategy to address the global burden of raised blood pres-
sure on current and future generations: the Lancet Commission on
hypertension. Lancet. 2016;388(10060):2665–2712.

2 Yan Y, Ma Q, Liao Y, et al. Blood pressure and long-term subclinical
cardiovascular outcomes in low-risk young adults: Insights from
Hanzhong adolescent hypertension cohort. J Clin Hypertens
(Greenwich). 2021;23(5):1020–1029.

3 Luo D, Cheng Y, Zhang H, et al. Association between high blood
pressure and long term cardiovascular events in young adults:
systematic review and meta-analysis. BMJ. 2020;370:m3222.

4 Han M, Chen Q, Liu L, et al. Stage 1 hypertension by the 2017
American College of Cardiology/American Heart Association hy-
pertension guidelines and risk of cardiovascular disease events:
systematic review, meta-analysis, and estimation of population
etiologic fraction of prospective cohort studies. J Hypertens.
2020;38(4):573–578.

5 Wang Y, Liu J, Wang W, et al. Lifetime risk for cardiovascular
disease in a Chinese population: the Chinese Multi-Provincial
Cohort Study. Eur J Prev Cardiol. 2015;22(3):380–388.

6 Qi Y, Han X, Zhao D, et al. Long-term cardiovascular risk associ-
ated with stage 1 hypertension defined by the 2017 ACC/AHA
hypertension guideline. J Am Coll Cardiol. 2018;72(11):1201–1210.

7 Blood Pressure Lowering Treatment Trialists’ Collaboration.
Pharmacological blood pressure lowering for primary and second-
ary prevention of cardiovascular disease across different levels of
blood pressure: an individual participant-level data meta-analysis.
Lancet. 2021;397(10285):1625–1636.
9

https://doi.org/10.1016/j.lanwpc.2023.100962
https://doi.org/10.1016/j.lanwpc.2023.100962
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref1
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref1
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref1
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref1
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref2
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref2
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref2
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref2
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref3
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref3
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref3
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref4
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref4
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref4
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref4
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref4
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref4
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref5
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref5
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref5
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref6
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref6
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref6
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref7
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref7
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref7
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref7
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref7
www.thelancet.com/digital-health


Articles

10
8 Feigin VL, Nguyen G, Cercy K, et al. Global, Regional, and country-
specific lifetime risks of stroke, 1990 and 2016. N Engl J Med.
2018;379(25):2429–2437.

9 Wang Z, Hao G, Wang X, et al. Clinical outcomes and economic
impact of the 2017 ACC/AHA guidelines on hypertension in
China. J Clin Hypertens (Greenwich). 2019;21(8):1212–1220.

10 Whelton PK, Carey RM, Aronow WS, et al. 2017 ACC/AHA/
AAPA/ABC/ACPM/AGS/APhA/ASH/ASPC/NMA/PCNA guide-
line for the prevention, Detection, evaluation, and management of
high blood pressure in adults: Executive summary: a report of the
American College of Cardiology/American Heart association Task
Force on clinical practice guidelines. J Am Coll Cardiol.
2018;71(19):2199–2269.

11 Williams B, Mancia G, Spiering W, et al. 2018 ESC/ESH Guide-
lines for the management of arterial hypertension. Eur Heart J.
2018;39(33):3021–3104.

12 World Health Organization. Guideline for the pharmacological
treatment of hypertension in adults. https://apps.who.int/iris/
bitstream/handle/10665/344424/9789240033986-eng.pdf; 2021.
Accessed March 13, 2022.

13 Writing group of Chinese guidelines for the management of hy-
pertension. 2018 Chinese guidelines for the management of hy-
pertension. Prevent Treatment Cardiovasc Cerebrovasc Dis.
2019;19:579–615.

14 Zhou YF, Liu N, Wang P, et al. Cost-effectiveness of drug treatment
for Chinese patients with stage I hypertension according to the
2017 hypertension clinical practice guidelines. Hypertension.
2020;76(3):750–758.

15 Chen T, Yu D, Cornelius V, et al. Potential health impact and cost-
effectiveness of drug therapy for prehypertension. Int J Cardiol.
2017;240:403–408.

16 Gu D, He J, Coxson PG, et al. The cost-effectiveness of low-cost
essential antihypertensive medicines for hypertension control in
China: a modelling study. PLoS Med. 2015;12(8):e1001860.

17 Feng YJ, Wang HC, Li YC, Zhao WH. Hypertension screening and
follow-up management by primary health care system among
Chinese population aged 35 Years and above. Biomed Environ Sci.
2015;28(5):330–340.

18 Lee YS, Lee HY, Kim TH. Cost-effectiveness analysis of intensive
blood pressure control in Korea. Hypertens Res. 2022;45(3):507–515.

19 National Health Commission. China health Statistics Yearbook 2022.
Beijing: China Union Medical University Press; 2022.

20 Husereau D, Drummond M, Petrou S, et al. Consolidated health
economic evaluation reporting standards (CHEERS) statement.
Value Health. 2013;16(2):e1–e5.

21 Peng X, Jin C, Song Q, Wu S, Cai J. Stage 1 hypertension and the
10-year and lifetime risk of cardiovascular disease: a prospective
Real-world study. J Am Heart Assoc. 2023;12(7):e028762.

22 [Chinese guideline on the primary prevention of cardiovascular dis-
eases]. Zhonghua Xin Xue Guan Bing Za Zhi. 2020;48(12):1000–1038.

23 Beiser A, D’Agostino RB, Sr , Seshadri S, Sullivan LM, Wolf PA.
Computing estimates of incidence, including lifetime risk: Alz-
heimer’s disease in the Framingham Study. The Practical Inci-
dence Estimators (PIE) macro. Stat Med. 2000;19(11–12):1495–
1522.

24 Wang Y, Liu J, Wang W, et al. Lifetime risk of stroke in young-aged
and middle-aged Chinese population: the Chinese Multi-Provincial
Cohort Study. J Hypertens. 2016;34(12):2434–2440.

25 Wong KS, Li H. Long-term mortality and recurrent stroke risk
among Chinese stroke patients with predominant intracranial
atherosclerosis. Stroke. 2003;34(10):2361–2366.

26 Wang Y, Xu J, Zhao X, et al. Association of hypertension with
stroke recurrence depends on ischemic stroke subtype. Stroke.
2013;44(5):1232–1237.

27 Dong W, Pan XF, Yu C, et al. Self-rated health status and risk of
incident stroke in 0.5 million Chinese adults: the China Kadoorie
Biobank study. J Stroke. 2018;20(2):247–257.

28 Liang Y, Zhu J, Tan H, Zhang Y, Liu L. Rrisk factors associated
with increased end points of patients with non-ST elevation acute
coronary syndromes in China: 2 years follow up results of China-
OASIS registry. Zhonghua Xin Xue Guan Bing Za Zhi.
2009;37:580–584.

29 Shang P, Liu GG, Zheng X, et al. Association between medication
adherence and 1-year major cardiovascular adverse events after
acute myocardial infarction in China. J Am Heart Assoc. 2019;8(9):
e011793.

30 Ye P, Lu ZL, Du BM, et al. Effect of xuezhikang on cardiovascular
events and mortality in elderly patients with a history of myocardial
infarction: a subgroup analysis of elderly subjects from the China
Coronary Secondary Prevention Study. J Am Geriatr Soc.
2007;55(7):1015–1022.

31 Julius S, Nesbitt SD, Egan BM, et al. Feasibility of treating pre-
hypertension with an angiotensin-receptor blocker. N Engl J Med.
2006;354(16):1685–1697.

32 Arima H, Anderson C, Omae T, et al. Perindopril-based blood
pressure lowering reduces major vascular events in Asian and
Western participants with cerebrovascular disease: the PROGRESS
trial. J Hypertens. 2010;28(2):395–400.

33 Ettehad D, Emdin CA, Kiran A, et al. Blood pressure lowering for
prevention of cardiovascular disease and death: a systematic review
and meta-analysis. Lancet. 2016;387(10022):957–967.

34 Kawalec P, Holko P, Stawowczyk E, Borowiec Ł, Filipiak KJ. Eco-
nomic evaluation of single-pill combination of indapamide and
amlodipine in the treatment of arterial hypertension in the Polish
setting. Kardiol Pol. 2015;73(9):768–780.

35 Weinstein MC, Siegel JE, Gold MR, Kamlet MS, Russell LB. Rec-
ommendations of the panel on cost-effectiveness in health and
medicine. JAMA. 1996;276(15):1253–1258.

36 Su M, Zhang Q, Bai X, et al. Availability, cost, and prescription patterns
of antihypertensive medications in primary health care in China: a
nationwide cross-sectional survey. Lancet. 2017;390(10112):2559–2568.

37 Beijing Medicine Sunshine Purchasing. Notice on announcement
of the bidding result of centralized medicine procurement in “4+7”
cities. https://yp.bjmbc.org.cn/view/index/detail.html?id=ZDAT00
000000000001682913; 2018. Accessed March 13, 2022.

38 Law MR, Wald NJ, Morris JK, Jordan RE. Value of low dose com-
bination treatment with blood pressure lowering drugs: analysis of
354 randomised trials. BMJ. 2003;326(7404):1427.

39 Department of Primary Health of National Health Commission.
National basic public health Service Project. http://www.nbphsp.
org.cn/jbgw/jswd/20171017/1004.html. Accessed March 13, 2022.

40 World Health Organization. Choosing interventions that are Cost-
Effective (WHO-CHOICE). https://www.who.int/choice/cost-effec
tiveness/en/. Accessed August 20, 2019.

41 Li C, Jian W. Economic burden among cardiovascular patients of
middle-aged and elderly: an empirical analysis based on China
Health and Retirement Longitudinal Survey data. Chinese J Health
Policy. 2017;10(5):75–80.

42 Wang J. The study on the economic burden of stroke patients and its
influencing factors in Henan province [MPH thesis]. Zhengzhou:
Zhengzhou University; 2017.

43 Organization for Economic Co-Operation and Development. 4.
PPPs and Exchange rates. https://stats.oecd.org/Index.aspx?
DataSetCode=SNA_TABLE4. Accessed May 4, 2023.

44 Trading Economics. China inflation rate. https://tradingeconomics.
com/china/inflation-cp. Accessed May 4, 2023.

45 National Bureau of Statistics. Statistical Communiqué of the peo-
ple’s Republic of China on national economic and social develop-
ment in 2022. http://www.stats.gov.cn/tjsj/zxfb/202202/t2022
0227_1827960.html; 2023. Accessed May 13, 2023.

46 Yusuf S, Islam S, Chow CK, et al. Use of secondary prevention drugs
for cardiovascular disease in the community in high-income, middle-
income, and low-income countries (the PURE Study): a prospective
epidemiological survey. Lancet. 2011;378(9798):1231–1243.

47 Ma Q, Li R, Wang L, et al. Temporal trend and attributable risk factors
of stroke burden in China, 1990-2019: an analysis for the Global
Burden of Disease Study 2019. Lancet Public Health. 2021;6(12):e897–
e906.

48 Global Burden of Disease. GBD results. https://vizhub.healthdata.
org/gbd-results/. Accessed May 31, 2023.

49 Yamagishi K, Sawachi S, Tamakoshi A, Iso H. Blood pressure levels
and risk of cardiovascular disease mortality among Japanese men and
women: the Japan Collaborative Cohort Study for Evaluation of
Cancer Risk (JACC Study). J Hypertens. 2019;37(7):1366–1371.

50 Wang M, Liu J, Bellows BK, et al. Impact of China’s low centralized
medicine procurement prices on the cost-effectiveness of statins for
the primary prevention of atherosclerotic cardiovascular disease.
Glob Heart. 2020;15(1):43.

51 Albasri A, Hattle M, Koshiaris C, et al. Association between anti-
hypertensive treatment and adverse events: systematic review and
meta-analysis. BMJ. 2021;372:n189.

52 Blood Pressure Lowering Treatment Trialists’ Collaboration. Age-
stratified and blood-pressure-stratified effects of blood-pressure-
lowering pharmacotherapy for the prevention of cardiovascular
disease and death: an individual participant-level data meta-anal-
ysis. Lancet. 2021;398(10305):1053–1064.
www.thelancet.com Vol 42 January, 2024

http://refhub.elsevier.com/S2666-6065(23)00280-8/sref8
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref8
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref8
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref9
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref9
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref9
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref10
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref10
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref10
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref10
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref10
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref10
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref10
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref11
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref11
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref11
https://apps.who.int/iris/bitstream/handle/10665/344424/9789240033986-eng.pdf
https://apps.who.int/iris/bitstream/handle/10665/344424/9789240033986-eng.pdf
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref13
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref13
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref13
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref13
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref14
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref14
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref14
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref14
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref15
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref15
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref15
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref16
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref16
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref16
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref17
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref17
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref17
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref17
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref18
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref18
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref19
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref19
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref20
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref20
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref20
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref21
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref21
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref21
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref22
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref22
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref23
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref23
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref23
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref23
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref23
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref24
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref24
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref24
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref25
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref25
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref25
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref26
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref26
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref26
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref27
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref27
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref27
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref28
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref28
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref28
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref28
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref28
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref29
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref29
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref29
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref29
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref30
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref30
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref30
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref30
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref30
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref31
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref31
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref31
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref32
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref32
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref32
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref32
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref33
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref33
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref33
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref34
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref34
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref34
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref34
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref35
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref35
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref35
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref36
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref36
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref36
https://yp.bjmbc.org.cn/view/index/detail.html?id=ZDAT00000000000001682913
https://yp.bjmbc.org.cn/view/index/detail.html?id=ZDAT00000000000001682913
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref38
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref38
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref38
http://www.nbphsp.org.cn/jbgw/jswd/20171017/1004.html
http://www.nbphsp.org.cn/jbgw/jswd/20171017/1004.html
https://www.who.int/choice/cost-effectiveness/en/
https://www.who.int/choice/cost-effectiveness/en/
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref41
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref41
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref41
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref41
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref42
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref42
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref42
https://stats.oecd.org/Index.aspx?DataSetCode=SNA_TABLE4
https://stats.oecd.org/Index.aspx?DataSetCode=SNA_TABLE4
https://tradingeconomics.com/china/inflation-cp
https://tradingeconomics.com/china/inflation-cp
http://www.stats.gov.cn/tjsj/zxfb/202202/t20220227_1827960.html
http://www.stats.gov.cn/tjsj/zxfb/202202/t20220227_1827960.html
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref46
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref46
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref46
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref46
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref47
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref47
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref47
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref47
https://vizhub.healthdata.org/gbd-results/
https://vizhub.healthdata.org/gbd-results/
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref49
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref49
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref49
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref49
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref50
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref50
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref50
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref50
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref51
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref51
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref51
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref52
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref52
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref52
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref52
http://refhub.elsevier.com/S2666-6065(23)00280-8/sref52
www.thelancet.com/digital-health

	Cost-effectiveness of treatment in adults with blood pressure of 130–139/80–89 mmHg and high cardiovascular risk in China:  ...
	Introduction
	Methods
	Study design and model structure
	Main assumptions
	Cost-effectiveness
	Exploratory and sensitivity analyses
	Role of the funding source

	Results
	Health benefits of antihypertensive drug treatment
	Costs and cost-effectiveness of antihypertensive drug treatment
	Exploratory and sensitivity analyses

	Discussion
	ContributorsDZ and YQ contributed to initial concepts and study design. JL and YQ analyzed data and drafted the manuscript. ...
	Data sharing statementThe datasets of the Kailuan study are not publicly available due to ethical constraints in considerat ...
	Declaration of interests
	Acknowledgements
	Appendix A. Supplementary data
	References


