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Summary
Background The isolated systolic hypertension (ISH) is of high prevalence, with a relatively poor prognosis. However,
there is still no direct evidence to demonstrate the benefits of intensive blood pressure (BP) control among these
patients. We aimed to evaluate intensive BP control with the target of <130/80 mmHg in ISH.

Methods This was a post hoc analysis of patients with ISH in the China Rural Hypertension Control Project
(CRHCP), defined as systolic blood pressure (SBP) ≥ 140 mmHg and diastolic blood pressure (DBP) < 90 mmHg.
The primary outcome was cardiovascular disease (CVD) including stroke, myocardial infarction, heart failure, and
CVD death. Mixed-effect Cox proportional regression and generalized estimating equation models were used for
analysis.

Findings In total, 7981 patients were randomly assigned to the intervention group and 8005 to the usual care group
between May 8 and November 27, 2018. The median follow-up was 3.02 years (25–75%: 2.98–3.06). Mean systolic/
diastolic BP at the end of 36 months follow-up was 126.5/71.2 mmHg in the intensive BP control group and 148.1/
78.6 mmHg in the usual care group. The intervention group presented a substantially lower rate of composite CVD
compared with the usual care group (1.52% versus 2.30%/year; multiple-adjusted hazard ratio (HR): 0.64; 95%
confidence interval (CI): 0.57–0.72; P < 0.001), especially for stroke (multiple-adjusted HR: 0.61; 95% CI:
0.53–0.70; P < 0.001), HF (multiple-adjusted HR: 0.57; 95% CI: 0.36–0.91; P = 0.017) and CVD death (multiple-
adjusted HR: 0.64; 95% CI: 0.50–0.83; P < 0.001). The primary composite outcome was substantially reduced by
36% in the intervention group compared with the usual care group. The further interaction analysis revealed that
the reduction of primary outcome by intervention was consistent across subgroups of sex, age, education level,
history of CVD, use of antihypertensive medication and baseline DBP (P > 0.05 for all interaction test). The
incidences of symptomatic hypotension, syncope injurious falls and renal outcomes did not differ between the
two groups, even though hypotension was increased in intervention group (RR:1.71; 95% CI: 1.28–2.28; P < 0.001).

Interpretation Intensive BP control (<130/80 mmHg) was effective and safe in patients with ISH for the prevention of
CVD events.
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Liaoning Province, China.
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license (http://creativecommons.org/licenses/by-nc/4.0/).
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Introduction
Hypertension is widely recognized as an important risk
factor for cardiovascular events.1 It could be categorized
into three subtypes: isolated systolic hypertension (ISH),
isolated diastolic hypertension (IDH), and systolic and
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diastolic hypertension (SDH).2 ISH, defined as systolic
blood pressure (SBP) ≥140 mmHg and diastolic blood
pressure (DBP) < 90 mmHg, is the most prevalent and
high-risk type, which is common in patients with
atherosclerosis and in older adults.3–5 With the
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Research in context

Evidence before this study
We conducted a comprehensive search of the PubMed
databases published up to March 6, 2024, using the search
terms “blood pressure control [Title/Abstract]” OR
“Antihypertensive [Title/Abstract]” OR “blood pressure
management [Title/Abstract]” OR “blood pressure lowering
[Title/Abstract]” AND “randomized controlled trial [Filter]”
AND “isolated systolic hypertension [Title/Abstract]”. No
language restrictions were applied. Our search identified three
relevant randomized clinical trials, namely the Systolic
Hypertension in Europe Trial (Syst-Eur), Valsartan in Elderly
Isolated Systolic Hypertension Study (VALISH) and Systolic
Hypertension in the Elderly Program (SHEP). The Syst-Eur trial
suggested that lowering systolic blood pressure (SBP) to
between 140 and 150 mmHg was beneficial for patients with
isolated systolic hypertension (ISH), and the VALISH trial
indicated that targeting SBP to <140 mmHg was safe but not
beneficial for patients with ISH. The SHEP trial demonstrated
the ability of antihypertensive drug treatment to reduce the
risk of stroke in isolated systolic hypertension. There is

insufficient evidence to support intensive BP control aiming
for a target of 130/80 mmHg in patients with ISH.

Added value of this study
As a post hoc analysis within the China Rural Hypertension
Control Project, the current study is the first to evaluate
intensive BP control (<130/80 mmHg) in patients with ISH,
demonstrating a substantial reduction in cardiovascular
events. These results contributed further evidence-based
medical knowledge regarding antihypertensive treatment
approaches for ISH.

Implications of all the available evidence
The outcomes of this study validated both the efficacy and
safety of intensive BP control (<130/80 mmHg) among
patients with ISH, which addressed the identified guidelines
gaps where BP thresholds and targets in this specific
population. Moreover, our research provided valuable insights
into chronic disease management models applicable to low-
resource settings.
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development of the population aging, the prevalence
and risk degree of ISH are gradually increasing.4 The
2023 European Society of Hypertension (ESH) guide-
lines for the management of arterial Hypertension re-
veals a gap in identifying the optimal blood pressure
(BP) target for ISH,6 highlighting the importance of
implementing safe and effective BP control methods.

Among ISH patients with SBP ≥160 mmHg, anti-
hypertensive therapy led to substantial reductions of
13%, 18%, and 26% in all-cause death, cardiovascular
death, and overall cardiovascular outcomes, respec-
tively.7 Several randomized controlled trials (RCT) (Syst-
Eur, SHEP, Syst-China)8–10 had suggested that main-
taining SBP within the range of 140–150 mmHg confers
a protective effect against cardiovascular disease (CVD)
in ISH patients. However, the Valsartan in Elderly Iso-
lated Systolic Hypertension Study (VALISH) trial
demonstrated that SBP below 140 mmHg were deemed
safe but did not provide additional benefits compared to
levels between 140 and 150 mmHg in patients with
ISH.11 Thus, this scientific issue of BP lowering in the
ISH patients remained controversial.

The traditional recommendation by major guidelines
was maintaining a BP target of <140/90 mmHg due to
its proven efficacy in reducing cardiovascular out-
comes.12 Then a comprehensive meta-analysis revealed
that a reduction of 5 mmHg in SBP was associated with
a noteworthy 10% decrease in the risk of major cardio-
vascular events, even among individuals with normal or
high-normal BP levels.13,14 Thus, intensive BP control
was suggested, following by RCTs. In the Systolic Blood
Pressure Intervention Trial (SPRINT), intensive BP
control (SBP <120 mmHg) could lower risk of CVD
than traditional treatment (SBP <140 mmHg) in high-
risk individuals without diabetes mellitus or stroke.15

The Strategy of Blood Pressure Intervention in the
Elderly Hypertensive Patients (STEP) trial also demon-
strated the effectiveness and safety of intensive BP
control (110 mmHg < SBP < 130 mmHg) in hyperten-
sive patients aged 60–80 years.16 China Rural Hyper-
tension Control Project (CRHCP), an implementation
study testing safety and effective of intensive BP strategy
with a target of <130/80 mmHg, enrolled a general
population, having high representativeness.

However, no RCT has yet confirmed the safety and
efficacy of intensive BP control in patients with ISH. In
our CRHCP trial, the target of <130/80 mmHg was used
to assess the effectiveness and safety in preventing
CVD, according to the recommendation by the 2017
American College of Cardiology/American Heart Asso-
ciation (ACC/AHA) Hypertension Guideline.17,18

Therefore, to fulfill the vacancy of evidence, our cur-
rent post hoc analysis was performed to elucidate the
effectiveness and safety of this intensive BP control
strategy among patients with ISH.
Methods
Study population
In this study, we used data from the cluster-randomized
trial of CRHCP, which has been extensively described in
published articles.17,18 Briefly, the trial aimed to evaluate
the efficacy of a multifaceted BP intervention model led
by non-physician community health care providers with
www.thelancet.com Vol 48 July, 2024
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the goal of BP < 130/80 mmHg in reducing the risk of
composite CVD among hypertensive patients, compared
with usual care. The CRHCP study was a two-stage,
cluster-randomized trial in 326 rural villages across
three provinces of China (Liaoning, Shaanxi, and Hubei)
using an open-label design with blind endpoints. The
study received approval from the Ethics Committee of
the First Hospital of China Medical University and all
participating research institutes (KLS20181582).
Informed consent forms were signed by all participants
during the screening visit. The progress of the trial was
monitored by an independent data and safety moni-
toring committee, with a focus on examining both safety
and effectiveness. Inclusion and exclusion criteria have
been published previously.17 Among all eligible patients,
a total of 15,986 hypertensive patients were diagnosed
with ISH. The definition of ISH was SBP ≥140 mmHg
and DBP < 90 mmHg, treated or untreated alike, similar
to previous studies.19–21 Of these, 7981 patients were in
the intervention group and 8005 in the usual care group.

Randomization and masking
The randomization process was conducted at the Tulane
University Translational Science Institute in the United
States. SAS software was used for stratification by prov-
ince, county, and township. A biostatistician allocated all
enrolled villages to either the intervention group or the
usual care group following a 1:1 ratio, based on the pre-
determined random allocation sequence. Details of the
randomization were kept confidential until the comple-
tion of participant recruitment and collection of baseline
data. Furthermore, members of the endpoint adjudica-
tion committee, as well as event adjudication co-
ordinators, were systematically blinded to the allocation
of study groups.

Intervention and measurements
The study implemented a stepwise management plan
for hypertension. The intervention group received
comprehensive treatment from trained non-physician
community health providers targeting a BP goal of
<130/80 mmHg, and the control group received usual
care. These providers underwent detailed training in
antihypertensive treatment, including drug selection,
contraindications, dosage adjustments, and patient ed-
ucation on home BP monitoring, medication adherence,
and lifestyle modifications with the guidance of primary
care physicians. Their tasks also involved medication
management, health coaching, home BP monitoring
instruction, and organizing social support groups, with
compensation of a base salary plus performance in-
centives from research grants. To improve adherence,
the intervention group was offered monthly antihyper-
tensive medications for free or at a reduced cost and
home BP monitoring devices, along with regular health
coaching, providing a strong support system.
www.thelancet.com Vol 48 July, 2024
All participants were enrolled between May 8 and
November 27, 2018. Participants underwent follow-up
every six months after enrollment. The 36 months
follow-up for each participant concluded on October 29,
2021. Baseline demographic data were acquired via a
standardized questionnaire. Subsequent follow-up visits
entailed the measurement of BP and collection of data
on lifestyle variables, antihypertensive medication use
and compliance, costs associated with health care, and
recording of adverse events and trial outcomes. BP was
measured using an Omron HBP-1100U automatic BP
monitor (Omron Corporation, Tokyo, Japan), with cuff
size selected according to arm circumference measure-
ments. After a resting for 5 min, three consecutive BP
readings were obtained while the participant was seated,
in accordance with a predefined protocol. To mitigate
observer bias, the BP data were immediately transmitted
to the central research data repository using mobile
technology. During each follow-up visit, BP were
monitored for two days, three times daily. The mean of
these six values were used for the final analysis. Par-
ticipants provided overnight fasting blood samples in
the morning at both the baseline and 36 months follow-
up consultations for the analysis of glucose levels, lipid
profiles, electrolytes, liver and kidney functions, and
other standard blood biochemical parameters. The esti-
mated glomerular filtration rate (eGFR) was determined
using the newly updated Chronic Kidney Disease
Epidemiology Collaboration creatinine equation.22

Outcomes
Follow-up assessments were performed every six
months. The primary outcome of the CRHCP was the
incidence of composite CVD, including myocardial
infarction, stroke, heart failure necessitating hospitali-
zation, or cardiovascular death, within the 36 months
follow-up period. Each case was independently evaluated
by two members of the endpoint adjudication commit-
tee, who were unaware of the randomization assign-
ments. In cases of disagreement, a third adjudicator was
consulted to reach a consensus. The detailed events
adjudication had been described in previous article17,23

For cardiovascular events, only definite cases are
included in the final analysis. For CVD deaths, both
definite and probable cases are included in the analyses.
Classification of cause of death evidence was shown in
Supplementary eTable S1. In this analysis, serious
adverse events were defined as hospitalization or death.
Injurious falls was self-reported and defined as a fall that
resulted in seeking medical care. Hypotension was
defined as SBP <90 mmHg at a village doctor visit or a
study data a collection visit at months 6, 12, 18, 24, 30,
and 36. Symptomatic hypotension was self-reported and
confirmed by SBP <90 mmHg at a village doctor visit.
Syncope was defined as self-reported temporary loss of
consciousness that resulted in seeking medical care.
3
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Statistical analysis
As a post-hoc analysis of CRHCP, participants with ISH
were categorized into groups based on whether they
received an intervention. The statistical power was
estimated for the available sample size and directly
calculated by PASS software with a result of 0.94. The
comprehensive calculation process of statistical power
can be found in the Supplementary Appendix. Contin-
uous variables are presented as mean ± standard devi-
ation, while categorical variables are shown as frequency
counts (percentage). To compare differences in contin-
uous variables between groups, we used the Student’s
T-test. For categorical variables, we employed the χ2 or
Fisher exact test, and for differences between medians,
the Mann–Whitney U test was applied. The propensity
score has been used as part of the sensitivity analyses,
and the detailed description was shown in the
Supplementary Appendix. We conducted intention-to-
treat analyses to compare study outcomes between
groups based on village randomization, regardless of
actual intervention adherence. We used a generalized
estimating equation linear model with an exchangeable
correlation structure to assess differences in BP. The
ΔSBP and ΔDBP between baseline and the 36 months
follow-up were calculated for each group. Subsequently,
group net differences were compared after adjusting for
age, sex and baseline SBP/DBP. Before the construction
of the Cox proportional regression models, we system-
atically assessed the adherence to the Proportional
Hazards (PH) assumption. The village variable was
treated as a random effect in the mixed-effect Cox pro-
portional regression model. Marginal Cox proportional
hazards models were used to estimate the cardiovascu-
lar event hazard ratios (HRs) and 95% confidence in-
tervals (CIs) at a significance level of 0.05. In these
models, village was treated as a random effect while
province, county, and township were treated as fixed
effects. A robust sandwich covariance matrix was
applied to address village clustering. Preliminary
adjusted model adjusted for province, county, and
township to calculate HR. In multiple-adjusted analysis,
we adjusted for province, county, township, baseline
covariates such as age, sex, smoking, antihypertensive
medication use, CVD history, baseline SBP, low-density
lipoprotein cholesterol, fasting plasma glucose. The
Kaplan–Meier curves were used to compare the cumu-
lative incidence of primary outcome and secondary
outcomes between groups, followed by the log-rank
tests. The dose–response interactive effect between
baseline DBP and the intervention on the hazard ratio of
the primary outcome was illustrated using the “inter-
action RCS” R package. We censored follow-up time at
loss to follow-up or the last event. The reported CIs were
not adjusted for multiple comparisons and were there-
fore unsuitable for hypothesis testing. We also calcu-
lated event rates per 100 person-years. Two-tailed
P values < 0.05 were considered statistically substantial
for all analyses. Statistical analysis was conducted with
SAS 9.4 (SAS Institute, Cary, NC, USA), R version 4.2.0
(R Project for Statistical Computing, Vienna, Austria)
and SPSS 25.0 software (IBM Corporation).

Role of the funding source
The funders had no role in study design, data collection,
data analysis, data interpretation, or report writing.
Results
Baseline characteristics of study participants
In this post hoc analysis of the CRHCP, 15,986 patients
with ISH (SBP ≥140 mmHg and DBP <90 mmHg)
were ultimately included in the final analysis, in which
7981 patients were randomly assigned to the interven-
tion group and 8005 patients in the usual care group,
the median follow-up time was 3.02 years (25–75%:
2.98–3.06) (Fig. 1). Table 1 shows the demographic and
clinical characteristics of the study population in two
groups. The mean age of participants was 65.7 years in
the intervention group and 66.1 years in the usual care
group, with women comprising 66.3% and 66.5% of
each respective group. Among patients with ISH, more
participants had history of diabetes, use of antihyper-
tensive drugs, and higher levels of body mass index,
SBP, DBP, total cholesterol, low-density lipoprotein
cholesterol, and blood glucose were found at baseline.
These imbalanced covariates were adjusted in subse-
quent analysis, as appropriate.

Blood pressure and antihypertensive medications
during follow-up
After the 36 months follow-up, the mean BP of the
intervention group reached 126.5/71.2 mmHg, from
155.9/81.3 mmHg at baseline; the mean BP of the usual
care group decreased from 155.1/81.0 mmHg at baseline
to 148.1/78.6 mmHg (Fig. 2). We observed net differ-
ences in the reduction of SBP of 21.7 mmHg (95% CI:
20.8–22.66; P < 0.001) and a decrease in DBP of
7.7 mmHg (95% CI: 7.1–8.2; P < 0.001). ; After multiple
imputation for missing data, the proportion of ISH pa-
tients who had a BP of less than 130/80 mmHg at 36
months was 73.9% in the intervention group and 12•0%
in the usual care group (Supplementary eFig. S1). In the
intervention group, a gradual reduction in both SBP and
DBP was observed, with the target <130/80 mmHg
during the 36 months follow-up (Fig. 2). SBP reached
130.6 mmHg at 18 months and remained approximately
130 mmHg thereafter. DBP quickly reached 80 mmHg
after the intervention and remained below this threshold
until the end of the study. The mean DBP in the usual
care group dropped to 80 mmHg at approximately the
same time as in the intervention group but remained at a
higher level. Types and dosages of antihypertensive
medications used by study participants during the follow-
up were shown in Supplementary eTable S2.
www.thelancet.com Vol 48 July, 2024
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Fig. 1: Flowchart of the study. Abbreviations: SBP = systolic blood pressure; DBP = diastolic blood pressure; CRHCP = China Rural Hypertension
Control Project. The randomization, recruitment, and enrollment of this study are shown.
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Clinical outcomes
During the 36 months follow-up period, 348 partici-
pants in the intervention group (1.52% rate per year)
reported primary outcomes and the usual care group
witnessed 523 participants (2.30% rate per year) with
primary outcomes (Table 2). A statistically meaningful
disparity could be observed between the two groups
(multiple-adjusted HR: 0.64; 95% CI: 0.57–0.72;
P < 0.001). The event rates for secondary outcomes were
also calculated, with notable risk reductions for stroke
(multiple-adjusted HR: 0.61; 95% CI: 0.53–0.70;
P < 0.001), heart failure (multiple-adjusted HR: 0.57;
95% CI: 0.36–0.91; P = 0.017), and cardiovascular death
(multiple-adjusted HR: 0.64; 95% CI: 0.50–0.83;
P < 0.001) (Table 2). The risk reduction by intervention
in cumulative incidence of composite CVD, stroke and
cardiovascular death was also presented in Kaplan–
Meier curves (P < 0.05 for all) (Fig. 3).

Subgroup analysis of the primary outcome was
conducted, revealing that the reduction of primary
outcome by intervention was consistent across sub-
groups of sex, age, education level, history of CVD, and
use of antihypertensive medication (P < 0.05 for all). In
the subgroup of baseline DBP, the benefits were sub-
stantial in patients with DBP between 70 and 80 mmHg
(multiple-adjusted HR: 0.68; 95% CI: 0.54–0.87;
P = 0.002) or ≥80 mmHg (multiple-adjusted HR: 0.59;
95% CI: 0.51–0.69; P < 0.001) (Fig. 4). The further
analysis revealed that the interactions between each
subgroup and intervention were all negative (P > 0.05
for all interaction test). Secondary outcomes by sub-
group analysis were also compared (Supplementary
eFigs. S2–S6), and similar trends were also reported
for stroke and cardiovascular death.
www.thelancet.com Vol 48 July, 2024
To explore the possible difference of benefits across
baseline DBP, we further investigated the underling BP
changes in the subgroup of patients with baseline DBP <
70 mmHg during follow-up. As a result, the intervention
group had a decrease of SBP from 153.2 ± 11.7 mmHg to
127.7 ± 11.2 mmHg and DBP from 65.8 ± 3.7 mmHg to
65.5 ± 9.3 mmHg. In contrast, SBP in the usual care
group changed from 153.9 ± 12.2 mmHg to
148.1 ± 12.8 mmHg, and DBP from 65.6 ± 4.0 mmHg to
69.7 ± 10.5 mmHg. DBP remained stable whereas SBP
decreased substantially following intensive BP lowering
(Supplementary eFig. S7). Beside the interaction test
mentioned above, the dose–response interactive effect
between baseline DBP and intervention on the HR of the
primary outcome was also presented in Supplementary
eFig. S8 (P for interaction = 0.114). Thus, the interac-
tive effective was non-substantial.

Safety and renal outcomes
We conducted a comprehensive evaluation of the safety
endpoints in this study (Fig. 5). The intervention group
showed a substantially protective effect against serious
adverse events, including death and hospitalization,
compared with the usual care group (RR: 0.92; 95% CI:
0.86–0.98; P = 0.011). The results indicated no statisti-
cally meaningful differences in symptomatic hypoten-
sion between the groups (RR: 0.84; 95% CI: 0.57–1.24;
P = 0.364), despite a statistically higher incidence of
hypotension observed in the intervention group (RR:
1.71; 95% CI: 1.28–2.28; P < 0.001). Compared to the
usual care group, the intervention group had a lower
incidence of hypernatremia with serum sodium
>150 mmol/L (RR: 0.35; 95% CI: 0.25–0.47; P < 0.001)
and a higher incidence of hypokalemia with serum
5
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Characteristics Intervention Usual care P value

(n = 7981) (n = 8005)

Age (SD), years 65.7 (8.6) 66.1 (8.6) 0.004

Female, n (%) 5290 (66.3) 5321 (66.5) 0.801

Education, n (%)

Primary school or less 5725 (72.3) 5881 (74.2) 0.019

Junior high school 1812 (22.9) 1662 (21.0)

High school 344 (4.3) 354 (4.5)

College or higher 37 (0.5) 28 (0.4)

Cigarette smoking, n (%)

Never smoked 5842 (73.7) 5765 (72.8) 0.062

Former smokers 628 (7.9) 591 (7.5)

Current smokers 1455 (18.4) 1564 (19.7)

Weekly alcohol drinking, n (%) 999 (12.6) 1101 (13.9) 0.016

Physical activity ≥5 times/week, n (%)a 3671 (46.4) 3760 (47.6) 0.124

Median duration of hypertension (IQR), years 8 (5, 12) 8 (4, 11) 0.229

Use of antihypertensive medications, n (%) 4503 (56.4) 3866 (48.3) <0.001

History of major cardiovascular disease, n (%)b 1628 (20.4) 1535 (19.2) 0.052

History of previously diagnosed diabetes, n (%) 833 (10.4) 726 (9.1) 0.004

History of chronic kidney disease, n (%) 57 (0.7) 39 (0.5) 0.063

Body mass index (SD), kg/m2 25.6 (3.8) 25.3 (3.7) <0.001

Systolic blood pressure (SD), mmHg 155.9 (13.3) 155.1 (12.9) <0.001

Diastolic blood pressure (SD), mmHg 81.3 (6.5) 81.0 (6.6) 0.011

Total cholesterol (SD), mg/dL 195.9 (39.7) 194.5 (38.9) 0.023

Low-density lipoprotein cholesterol (SD), mg/dL 106.3 (32.7) 104.8 (31.4) 0.003

High-density lipoprotein cholesterol (SD), mg/dL 56.3 (13.3) 56.3 (13.3) 0.858

Plasma glucose (SD), mg/dL 112.4 (37.5) 111.3 (35.8) 0.050

Uric acid (SD), mg/dL 5.0 (1.4) 5.0 (1.4) 0.257

Estimated glomerular filtration rate (SD), mL/min/1.73 m2c 94.1 (12.6) 93.7 (12.5) 0.085

10-year risk for atherosclerotic cardiovascular disease (SD), %d 16.4 (12.3) 16.1 (11.8) 0.155

SD = standard deviation; IQR = interquartile range. aModerate or heavy physical activity ≥30 min/time. bMajor cardiovascular disease includes myocardial infarction, stroke, and
heart failure requiring hospitalization. cEstimated glomerular filtration rate was calculated based on the 2021 Chronic Kidney Disease Epidemiology Collaboration creatinine
equations. dAtherosclerotic cardiovascular disease risk was calculated based on the American College of Cardiology/American Heart Association Pooled Cohort Equations.

Table 1: Baseline characteristics of the subjects.

Fig. 2: Systolic and diastolic blood pressure in the intervention and usual care groups over 36 months of follow-up. Notes: Error bars indicate
95% confidence intervals.
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Study outcomes Intervention Usual care Hazard ratio (95% CI)a P value Multiple-adjusted
hazard ratio (95% CI)a,b

P value

No. of events Rate, % per year No. of events Rate, % per year

Primary outcome

Cardiovascular disease 348 1.52 523 2.30 0.65 (0.57, 0.73) <0.001 0.64 (0.57, 0.72) <0.001

Secondary outcomes

Stroke 257 1.12 406 1.78 0.62 (0.54, 0.71) <0.001 0.61 (0.53, 0.70) <0.001

Myocardial infarction 55 0.24 57 0.25 0.94 (0.65, 1.35) 0.729 0.94 (0.65, 1.39) 0.784

Heart failure 25 0.11 41 0.18 0.59 (0.38, 0.93) 0.023 0.57 (0.36, 0.91) 0.017

Death from cardiovascular causes 89 0.38 137 0.59 0.64 (0.49, 0.82) <0.001 0.64 (0.50, 0.83) <0.001

Death from all causes 356 1.53 396 1.70 0.91 (0.79, 1.05) 0.191 0.93 (0.81, 1.07) 0.321

BP = blood pressure; ISH = isolated systolic hypertension; CI = confidence interval. aIn the marginal Cox models, village was used as a random effect. bAdditionally adjusted for age, sex, cigarette smoking,
use of antihypertensive medication, history of cardiovascular disease, baseline systolic blood pressure, low-density lipoprotein cholesterol, and fasting plasma glucose.

Table 2: Effectiveness of the intensive BP control strategy on the primary and secondary outcomes in ISH patients.

Articles
potassium <3.5 mmol/L (RR: 1.61; 95% CI: 1.29–2.02;
P < 0.001), but, no substantial difference between the
intervention group and the usual care group of hypo-
kalemia with serum potassium <3.0 mmol/L (RR: 1.51;
95% CI: 0.48–5.14; P = 0.451). Thus, most hypokalemia
cases with were 3.0 and 3.5 mmol/L (198/207). Among
patients with CKD at baseline, three out of 137 in the
intervention group experienced a reduction in eGFR of
50% or more, representing 2.19%, compared to five out
of 139 in the usual care group, which accounted for
3.60% (RR: 0.61; 95% CI: 0.10–3.13; P = 0.521). In pa-
tients without CKD, those experiencing a 30% or more
reduction in eGFR to below 60 ml/min/1.73 m2 were
123 out of 7023 in the intervention group (1.75%) and
104 out of 6935 in the usual care group (1.50%) (RR:
1.17; 95% CI: 0.89–1.53; P = 0.245).

Sensitivity analysis
As a post hoc analysis for ISH patients of CRHCP, pro-
pensity score matching strategy successfully matched a
total of 7165 pairs of ISH patients in the two groups
(Supplementary eTable S3). The result for the primary
outcome was robust and similar to that of unmatched
population (multiple-adjusted HR for primary outcome:
0.64; 95% CI: 0.56–0.74; P < 0.001) (Supplementary
eTable S4). Additionally, sensitivity analysis on BP
change, outcomes, subgroup analysis and serious adverse
events were conducted by restricted ISH patients as un-
treated ones (Supplementary eFigs. S9–S12 and
Tables S5 and S6). Similar finding was found in the
primary outcome (multiple-adjusted HR: 0.69; 95% CI:
0.57–0.84; P < 0.001).
Discussion
This was a post hoc analysis of CRHCP aiming to verify
the effectiveness and safety of the intensive BP control
in patients with ISH. At the 36 months follow-up, the
reduction in SBP was 21.5 mmHg (95% CI: 20.6–22.3;
P < 0.001), and DBP decreased by 7.6 mmHg (95% CI:
7.0–8.1; P < 0.001). Intensive BP control reduced
www.thelancet.com Vol 48 July, 2024
composite CVD events by 36%. The secondary out-
comes also declined in the intervention: there was a 6%
reduction in myocardial infarction, a 39% reduction in
stroke, a 43% reduction in hospitalized heart failure, a
36% reduction in CVD death, and a 7% reduction in all-
cause death. Subgroup analysis indicated that the effect
of intervention was consistent across age, sex, education
level, history of CVD, and antihypertensive medication
use. However, different from patients with DBP be-
tween 70 and 80 mmHg and above 80 mmHg, those
with a baseline DBP less than 70 mmHg did not show
substantial protection against CVD events by intensive
BP control.

The 2022 Annual Report on Cardiovascular Health
and Disease in China indicates that CVD deaths
accounted for 48.0% of all causes of death in rural areas
and 45.9% in urban areas,24 while the proportion of
cardiovascular deaths in the control group was only
34.6%. The possible reasons perhaps lie in the lack of
detailed information for the cause of death, for most
deaths in rural China occur at home without medical
attention.25,26 Only definite and probable cases were
included in the analyses, leading to a lower rate of CVD
deaths. For the CVD events, the confirmation of CVD
events in our study was also strict, and TIA and lacunar
infarction were not included in the stroke. In our trial,
the intervention group had protective effect on stroke
(HR: 0.60; 95%CI: 0.52–0.70), but not myocardial
infarction (HR: 0.94; 95%CI: 0.65–1.39), which is
similar with the ACCORD trial.27 However, there was
substantial difference in all CVD events between the
intervention group and the usual care group in our main
study.17 It is noteworthy that the current study included
a population with ISH, whereas the results from
SPRINT study and ACCORD study were based on the
total enrolled population.15,27

Several studies have been conducted about the BP
lowering in ISH. The Systolic Hypertension in Europe
Trial (Syst-Eur) suggested that lowering SBP to between
140 and 150 mmHg was beneficial for patients with
ISH.9 The VALISH trial showed that SBP values below
7
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Fig. 3: Cumulative incidence of primary and secondary outcomes for intervention versus usual care. Abbreviations: CVD = cardiovascular disease;
HR = hazard ratio. Cumulative incidence of primary outcome (a), stroke (b), myocardial infarction (c), heart failure (d), cardiovascular death (e),
and all-cause death (f) for intervention versus usual care.
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140 mmHg were considered safe but not beneficial than
level between 140 and 150 mmHg.11 Recent evidence
showed that intensive BP control (SBP <120 mmHg or
BP < 130/80 mmHg) had additional benefits in
reducing the incidence of cardiovascular events
compared with traditional target of 140/90 mmHg.15,16

In studies of intensive BP control, the SPRINT and
Cardio-Sis trials focused on the population with high
cardiovascular risk,15,28 the Action to Control Cardiovas-
cular Risk in Diabetes (ACCORD) study only enrolled
the patients with type 2 diabetes,27 and the SPS3 study
restricted to the people with recent lacunar infarctions.29

However, there was still no evidence of RCT for inten-
sive BP reduction in patients with ISH until now, there
was no recommendation of guidelines either. As an
intensive BP implementation study, CRHCP is also the
www.thelancet.com Vol 48 July, 2024
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Fig. 4: Forest plot of the primary outcome according to subgroups. Abbreviations: CVD = cardiovascular disease; CI = confidence interval;
DBP = diastolic blood pressure.
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first RCT in the general population with higher repre-
sentativeness. The current post hoc analysis of CRHCP
firstly demonstrated that intensive BP control with the
target of <130/80 mmHg provided lager benefits in
CVD among these patients. It is worth noting that the
mean SBP reached 126.5 mmHg in the intervention
group and 148.1 mmHg in the usual care group at the
end of 36 months follow-up, which could be interpreted
that targeting a SBP of 130 mmHg is preferable to
150 mmHg in this trial. During the follow-up period,
the compliance and doses of antihypertensive
Fig. 5: Safety and renal outcomes by randomization groups. Abbreviations
CKD = chronic kidney disease. Notes: Serious adverse events include death
and defined as a fall that resulted in seeking medical care. Hypotension w
visit or a study data a collection visit at months 6, 12, 18, 24, 30, and 36. S
blood pressure <90 mmHg a at a village doctor visit. Syncope was defin
seeking medical care.

www.thelancet.com Vol 48 July, 2024
medications increased in the intervention group, while
remained basically unchanged in the usual care group.
This suggests that achieving more stringent BP targets
in practice requires not only a higher treatment rate, but
also a higher dosages intensity.

In our study, the mean age of ISH patients is 65.9
years, which is higher than 63.0 years in the whole
enrolled participants in CRHCP, indicating that this
study is aligned with phenomenon that patients with
ISH exhibit aging characteristic. More notably, the 10-
year risk of CVD in individuals with ISH was 16.2%,
: CI = confidence interval; eGFR = estimated glomerular filtration rate;
s and hospitalizations in this analysis. Injurious falls was self-reported
as defined as systolic blood pressure <90 mmHg at a village doctor
ymptomatic hypotension was self-reported and confirmed by systolic
ed as self-reported temporary loss of consciousness that resulted in

9
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higher than 14.5% in the overall population recruited by
CRHCP. This suggests that ISH patients require
increased attention and timely intervention for better
prognosis. With age increasing, physiological changes
occur in human tissues, including increased arterial
stiffness, impaired endothelial structure and function,
and altered intravascular inflammation.30 Owing to the
presence of atherosclerosis and small arterial wall hy-
pertrophy in older people, the elasticity of large arteries
decreases linearly, resulting in increased SBP and
decreased DBP. This makes the intima more vulnerable
to damage and further reduces vascular elasticity.8,31 SBP
gradually increases with age whereas DBP shows a
period of stability between the ages of 50 and 60 years,
followed by a decrease.32,33 Therefore, we conducted
subgroup analyses based on age, sex, education level,
history of CVD, and use of antihypertensive medica-
tions. The results were consistent across these sub-
groups, further confirming the reliability of our
findings.

The major problem of intensive BP control in ISH
located at the low DBP. For ISH, when implementing
intensive BP control, there remains concern regarding
the discrepancy between SBP and DBP. The intensive
treatment of SBP often entails reductions in DBP,
necessitating careful consideration while treatment,
especially in patients with lower DBP at baseline. A post
hoc analysis within the SPRINT study revealed that low
baseline DBP didn’t weaken the benefits of intensive
SBP control,34 yet the benefit of BP reduction was not
statistically meaningful across all stratifications. In
contrast, the result in our study suggested a substantial
benefit in patients with baseline DBP of 70–80 mmHg
or ≥80 mmHg. However, there’s not statistically
meaningful difference in those with baseline DBP
below 70 mmHg.32 In comparison to the SPRINT study,
we found that: 1) The study population were different.
Our study specifically focused on individuals with ISH,
while SPRINT encompassed all hypertension subtypes.
2) In contrast to SPRINT, which excluded individuals
with a history of stroke or diabetes, this study included
these patients. 3) For individuals with a DBP greater
than 70 mmHg, the CRHCP had a larger sample size,
potentially increasing its statistical power.” At the same
time, some studies report a higher prevalence of low
DBP in patients with ISH undergoing antihypertensive
treatment, which will also increase the risk of CVD.9,35

Thus, greater attention is needed regarding the harm
caused by excessively low DBP when treating patients
with ISH. The relationship between insufficient perfu-
sion and the increasing of the incidence of adverse
events afterward remains controversial. Studies have
shown that the relationship between DBP and CVD is a
J-shaped curve.36,37 Evidence from prior studies indicated
that low DBP correlated with decreased myocardial
perfusion and a higher rate of CVD events in patients
with coronary artery disease.38,39 In addition to
potentially leading to decreased perfusion, the increased
rate of CVD events in low DBP levels may also be due to
clinical features associated with low DBP, such as aging
and complications.32,40 In our study, patients with the
lowest DBP levels averaged 70.9 years old, and 20.6%
had a history of CVD. Compared to patients with higher
baseline DBP levels, those with lower baseline DBP have
older age, lower eGFR, and a higher risk of developing
CVD. Therefore, low DBP may serve as a risk marker
for an increase in CVD events.41 Farnett et al. suggested
that the optimal DBP range for avoiding coronary heart
disease death is between 85 mmHg and 90 mmHg.42

The international Verapamil-Trandolapril Study (Invest
study) further supported this, showing an increased risk
of death and myocardial infarction with decreasing
DBP.43,44 Our subgroup and dose–response interactive
effect analyses both indicated that the effect of intensive
BP control became non-substantial and even an
increased risk in patients with ISH and DBP
<70 mmHg, which was consistent with previous
studies. But the interactions between DBP subgroup
and intervention showed no statistical difference,
requiring to be verified by additional RCTs with a larger
sample. We further examined the BP trends in this
subgroup and found that these patients experienced a
continuous reduction in SBP but maintained a relatively
stable DBP level. Therefore, the non-substantial effect of
intensive BP control might be attributed to insufficient
tissue perfusion, which may potentially negate the
benefits of intervention.38,39 In terms of safety of the
intervention, compared with the usual care group, the
intervention group exhibited a higher propensity for
hypotension but not symptomatic hypotension, which
may be due to following reasons: 1) The connection
between village doctors and patients was tighter in the
intervention group. When hypotension occurred, village
doctors promptly adjusted the treatment plans before
the occurrence of symptomatic hypotension. 2) Better
control and less fluctuation of a patient’s BP improve
tolerance to hypotension. So, it’s less likely to become
symptomatic in intervention group. Moreover, the
intervention group had a higher rate of hypokalemia.
However, most patients with hypokalemia had their
serum potassium levels between 3.0 and 3.5 mmol/L, a
relatively mild level. In the SPRINT trial, the SBP target
was set below 120 mmHg, with participants achieving
this goal rapidly within a three-month period.15 In
contrast, our implementation study set a BP target of
less than 130/80 mmHg, with a gradual reduction
strategy that only about half of the participants reaching
the target over an 18-month duration. Thus, the differ-
ences in the speed of BP reduction and BP targets might
explain the differing impacts on renal function observed
across the two studies.

This is an implementation study, in which, we
confirmed the effectiveness of intensive BP control
procedures on population with ISH on low to middle
www.thelancet.com Vol 48 July, 2024

http://www.thelancet.com


Articles
income areas with the target of 130/80 mmHg. Health
care providers and patients are two vital aspects of
implementation. In CRHCP, community health care
providers received systematically training. In our study,
the basic ability of medication of health care providers
was limited, the final degree among which was junior
medical college. The education level of patients is
majorly in primary school or lower, which is also a
relatively lower level.45,46 Yet, these training measures
have been proved effective and easy to implement,
remaining effective for achieving optimal BP control
and reducing the rate of cardiovascular events. The re-
sults of our trial provide practical supported for global
public health management and encouraged a wide
range of community health providers to be trained to
provide superior BP management for patients with ISH.

This study has some limitations. The current study is
an post hoc analysis was not prespecified, which means
that the results might be subject to unmeasured bias
and limited sample. However, both the statistical power
calculation for the sample size (94%) and the results of
propensity scores matching analysis indicated that our
post hoc analyses are representative. Additionally, the
limited number of ISH patients with DBP <70 mmHg
included in analysis weakened the statistical power in
this subgroup, necessitating further research to explore
the effects of intensive BP reduction in patients with low
DBP. Finally, as an implementation study, we did not
set a fixed BP target in the usual care group.

Conclusion
Intensive BP control (<130/80 mmHg) was effective and
safe in patients with ISH for the prevention of CVD
events. However, for those with a baseline DBP below
70 mmHg, this conclusion should be further confirmed
in the future.

Contributors
GS and YS served as principal investigators for the project. CW, SL, WM,
NY and ZX did data collection and designed this study. NY, NO and LQ
assisted data collection and conducted laboratory work. ZX and YY did
data entry and archiving. CW, WM developed the data analysis plan in
consultation with other authors. CW and SL conducted data analysis and
verified all the data. CW and ZX drafted the manuscript. WM and ZX
conducted manuscript editing and revisions. GS and YS had full access to
the raw data and were responsible for final submission. All authors read
the final version of manuscript and contributed intellectually.

Data sharing statement
The data used in this study can be requested from Prof Guozhe Sun
(gzhsun66@163.com) and Prof Yingxian Sun (yxsun@cmu.edu.cn) af-
ter the publication of this study. Specific requests for data will require
the submission of a proposal with a valuable research question as
assessed by the study steering committee and may require the signing of
a data access agreement.

Declaration of interests
We declare no competing interests.

Acknowledgements
This work was supported by the National Key Research and Develop-
ment Program, the Ministry of Science and Technology (China) of
www.thelancet.com Vol 48 July, 2024
China (Grant number 2017YFC1307600), and the Science and Tech-
nology Program of Liaoning Province, China (Grant number 2020JH1/
10300002).

Appendix A. Supplementary data
Supplementary data related to this article can be found at https://doi.
org/10.1016/j.lanwpc.2024.101127.
References
1 Flint AC, Conell C, Ren X, et al. Effect of systolic and diastolic blood

pressure on cardiovascular outcomes. N Engl J Med. 2019;381(3):
243–251.

2 Franklin SS, Barboza MG, Pio JR, Wong ND. Blood pressure cat-
egories, hypertensive subtypes, and the metabolic syndrome.
J Hypertens. 2006;24(10):2009–2016.

3 Huang J, Wildman RP, Gu D, Muntner P, Su S, He J. Prevalence of
isolated systolic and isolated diastolic hypertension subtypes in
China. Am J Hypertens. 2004;17(10):955–962.

4 Franklin SS, Jacobs MJ, Wong ND, L’Italien GJ, Lapuerta P. Pre-
dominance of isolated systolic hypertension among middle-aged
and elderly US hypertensives: analysis based on National Health
and Nutrition Examination Survey (NHANES) III. Hypertension.
2001;37(3):869–874.

5 Egan BM, Li J, Shatat IF, Fuller JM, Sinopoli A. Closing the gap in
hypertension control between younger and older adults: National
Health and Nutrition Examination Survey (NHANES) 1988 to 2010.
Circulation. 2014;129(20):2052–2061.

6 Mancia Chairperson G, Kreutz Co-Chair R, Brunström M, et al.
2023 ESH guidelines for the management of arterial hypertension
the task force for the management of arterial hypertension of the
European society of hypertension endorsed by the European renal
association (ERA) and the international society of hypertension
(ISH). J Hypertens. 2023;41(12):1874–2071.

7 Staessen JA, Gasowski J, Wang JG, et al. Risks of untreated and
treated isolated systolic hypertension in the elderly: meta-analysis of
outcome trials. Lancet. 2000;355(9207):865–872.

8 Wang JG, Staessen JA, Gong L, Liu L. Chinese trial on isolated
systolic hypertension in the elderly. Systolic Hypertension in China
(Syst-China) Collaborative Group. Arch Intern Med. 2000;160(2):
211–220.

9 Staessen JA, Fagard R, Thijs L, et al. Randomised double-blind
comparison of placebo and active treatment for older patients with
isolated systolic hypertension. The Systolic Hypertension in Europe
(Syst-Eur) Trial Investigators. Lancet. 1997;350(9080):757–764.

10 Prevention of stroke by antihypertensive drug treatment in older
persons with isolated systolic hypertension. Final results of the
systolic hypertension in the elderly program (SHEP). SHEP
Cooperative Research Group. JAMA. 1991;265(24):3255–3264.

11 Ogihara T, Saruta T, Rakugi H, et al. Target blood pressure for
treatment of isolated systolic hypertension in the elderly: valsartan
in elderly isolated systolic hypertension study. Hypertension.
2010;56(2):196–202.

12 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.

13 Rahman F, McEvoy JW. The J-shaped curve for blood pressure and
cardiovascular disease risk: historical context and recent updates.
Curr Atheroscler Rep. 2017;19(8):34.

14 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.

15 Wright JT Jr, Williamson JD, Whelton PK, et al. A randomized trial
of intensive versus standard blood-pressure control. N Engl J Med.
2015;373(22):2103–2116.

16 Zhang W, Zhang S, Deng Y, et al. Trial of intensive blood-pressure
control in older patients with hypertension. N Engl J Med.
2021;385(14):1268–1279.

17 He J, Ouyang N, Guo X, et al. Effectiveness of a non-physician
community health-care provider-led intensive blood pressure
intervention versus usual care on cardiovascular disease (CRHCP):
an open-label, blinded-endpoint, cluster-randomised trial. Lancet.
2023;401(10380):928–938.

18 Sun Y, Mu J, Wang DW, et al. A village doctor-led multifaceted
intervention for blood pressure control in rural China: an open,
cluster randomised trial. Lancet. 2022;399(10339):1964–1975.
11

mailto:gzhsun66@163.com
mailto:yxsun@cmu.edu.cn
https://doi.org/10.1016/j.lanwpc.2024.101127
https://doi.org/10.1016/j.lanwpc.2024.101127
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref1
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref1
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref1
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref2
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref2
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref2
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref3
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref3
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref3
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref4
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref4
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref4
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref4
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref4
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref5
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref5
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref5
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref5
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref6
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref6
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref6
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref6
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref6
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref6
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref7
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref7
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref7
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref8
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref8
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref8
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref8
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref9
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref9
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref9
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref9
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref10
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref10
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref10
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref10
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref11
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref11
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref11
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref11
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref12
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref12
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref12
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref13
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref13
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref13
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref14
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref14
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref14
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref14
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref15
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref15
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref15
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref16
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref16
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref16
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref17
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref17
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref17
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref17
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref17
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref18
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref18
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref18
http://www.thelancet.com


Articles

12
19 Witham MD, Price RJ, Struthers AD, et al. Cholecalciferol treat-
ment to reduce blood pressure in older patients with isolated sys-
tolic hypertension: the VitDISH randomized controlled trial. JAMA
Intern Med. 2013;173(18):1672–1679.

20 Ott C, Lobo MD, Sobotka PA, et al. Effect of arteriovenous anas-
tomosis on blood pressure reduction in patients with isolated sys-
tolic hypertension compared with combined hypertension. J Am
Heart Assoc. 2016;5(12):e004234.

21 Papademetriou V, Farsang C, Elmfeldt D, et al. Stroke prevention
with the angiotensin II type 1-receptor blocker candesartan in
elderly patients with isolated systolic hypertension: the Study on
Cognition and Prognosis in the Elderly (SCOPE). J Am Coll Cardiol.
2004;44(6):1175–1180.

22 Medina-Inojosa JR, Somers VK, Garcia M, et al. Performance of the
ACC/AHA pooled cohort cardiovascular risk equations in clinical
practice. J Am Coll Cardiol. 2023;82(15):1499–1508.

23 Sun Y, Li Z, Guo X, et al. Rationale and design of a cluster ran-
domized trial of a village doctor-led intervention on hypertension
control in China. Am J Hypertens. 2021;34(8):831–839.

24 The Writing Committee of the Annual Report on Cardiovascular
Health and Diseases in China. Interpretation of the annual report
on cardiovascular health and diseases in China 2022. Cardiol Discov.
2024;4(1):58–80.

25 Yang G, Rao C, Ma J, et al. Validation of verbal autopsy procedures
for adult deaths in China. Int J Epidemiol. 2006;35(3):741–748.

26 Wang L, Yang G, Jiemin M, et al. Evaluation of the quality of cause
of death statistics in rural China using verbal autopsies. J Epidemiol
Community Health. 2007;61(6):519–526.

27 Cushman WC, Evans GW, Byington RP, et al. Effects of intensive
blood-pressure control in type 2 diabetes mellitus. N Engl J Med.
2010;362(17):1575–1585.

28 Verdecchia P, Staessen JA, Angeli F, et al. Usual versus tight
control of systolic blood pressure in non-diabetic patients with
hypertension (Cardio-Sis): an open-label randomised trial. Lancet.
2009;374(9689):525–533.

29 Benavente OR, Coffey CS, Conwit R, et al. Blood-pressure targets in
patients with recent lacunar stroke: the SPS3 randomised trial.
Lancet. 2013;382(9891):507–515.

30 Boutouyrie P, Chowienczyk P, Humphrey JD, Mitchell GF. Arterial
stiffness and cardiovascular risk in hypertension. Circ Res.
2021;128(7):864–886.

31 Mancia G, Giannattasio C. Diagnostic and therapeutic problems of
isolated systolic hypertension. J Hypertens. 2015;33(1):33–43.

32 Cheng S, Xanthakis V, Sullivan LM, Vasan RS. Blood pressure
tracking over the adult life course: patterns and correlates in the
Framingham heart study. Hypertension. 2012;60(6):1393–1399.
33 Wills AK, Lawlor DA, Matthews FE, et al. Life course trajectories of
systolic blood pressure using longitudinal data from eight UK co-
horts. PLoS Med. 2011;8(6):e1000440.

34 Beddhu S, Chertow GM, Cheung AK, et al. Influence of baseline
diastolic blood pressure on effects of intensive compared with
standard blood pressure control. Circulation. 2018;137(2):134–143.

35 Franklin SS, Chow VH, Mori AD, Wong ND. The significance of
low DBP in US adults with isolated systolic hypertension.
J Hypertens. 2011;29(6):1101–1108.

36 Cruickshank JM, Thorp JM, Zacharias FJ. Benefits and potential
harm of lowering high blood pressure. Lancet. 1987;1(8533):581–584.

37 The J-curve phenomenon and the treatment of hypertension.
JAMA. 1991;266(1):64–66.

38 Vidal-Petiot E, Ford I, Greenlaw N, et al. Cardiovascular event rates
and mortality according to achieved systolic and diastolic blood
pressure in patients with stable coronary artery disease: an inter-
national cohort study. Lancet. 2016;388(10056):2142–2152.

39 Messerli FH, Panjrath GS. The J-curve between blood pressure and
coronary artery disease or essential hypertension: exactly how
essential? J Am Coll Cardiol. 2009;54(20):1827–1834.

40 Wijsman LW, Muller M, de Craen AJM, Jukema JW,
Westendorp RGJ, Mooijaart SP. Association of diastolic blood
pressure with cardiovascular events in older people varies upon
cardiovascular history. J Hypertens. 2018;36(4):773–778.

41 Bhatt DL. Troponin and the J-curve of diastolic blood pressure:
when lower is not better. J Am Coll Cardiol. 2016;68(16):1723–1726.

42 Farnett L, Mulrow CD, Linn WD, Lucey CR, Tuley MR. The J-curve
phenomenon and the treatment of hypertension. Is there a point
beyond which pressure reduction is dangerous? JAMA.
1991;265(4):489–495.

43 Pepine CJ, Handberg EM, Cooper-DeHoff RM, et al. A calcium
antagonist vs a non-calcium antagonist hypertension treatment
strategy for patients with coronary artery disease. The International
Verapamil-Trandolapril Study (INVEST): a randomized controlled
trial. JAMA. 2003;290(21):2805–2816.

44 Messerli FH, Mancia G, Conti CR, et al. Dogma disputed: can
aggressively lowering blood pressure in hypertensive patients with
coronary artery disease be dangerous? Ann Intern Med.
2006;144(12):884–893.

45 Jafar TH, Gandhi M, de Silva HA, et al. A community-based
intervention for managing hypertension in rural south asia. N Engl
J Med. 2020;382(8):717–726.

46 Gamage DG, Riddell MA, Joshi R, et al. Effectiveness of a scalable
group-based education and monitoring program, delivered by health
workers, to improve control of hypertension in rural India: a cluster
randomised controlled trial. PLoS Med. 2020;17(1):e1002997.
www.thelancet.com Vol 48 July, 2024

http://refhub.elsevier.com/S2666-6065(24)00121-4/sref19
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref19
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref19
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref19
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref20
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref20
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref20
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref20
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref21
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref21
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref21
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref21
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref21
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref22
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref22
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref22
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref23
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref23
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref23
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref24
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref24
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref24
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref24
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref25
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref25
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref26
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref26
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref26
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref27
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref27
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref27
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref28
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref28
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref28
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref28
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref29
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref29
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref29
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref30
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref30
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref30
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref31
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref31
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref32
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref32
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref32
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref33
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref33
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref33
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref34
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref34
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref34
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref35
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref35
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref35
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref36
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref36
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref37
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref37
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref38
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref38
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref38
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref38
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref39
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref39
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref39
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref40
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref40
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref40
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref40
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref41
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref41
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref42
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref42
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref42
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref42
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref43
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref43
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref43
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref43
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref43
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref44
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref44
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref44
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref44
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref45
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref45
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref45
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref46
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref46
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref46
http://refhub.elsevier.com/S2666-6065(24)00121-4/sref46
http://www.thelancet.com

	Intensive blood pressure control in isolated systolic hypertension: a post hoc analysis of a cluster randomized trial
	Introduction
	Methods
	Study population
	Randomization and masking
	Intervention and measurements
	Outcomes
	Statistical analysis
	Role of the funding source

	Results
	Baseline characteristics of study participants
	Blood pressure and antihypertensive medications during follow-up
	Clinical outcomes
	Safety and renal outcomes
	Sensitivity analysis

	Discussion
	Conclusion

	ContributorsGS and YS served as principal investigators for the project. CW, SL, WM, NY and ZX did data collection and desi ...
	Data sharing statementThe data used in this study can be requested from Prof Guozhe Sun (gzhsun66@163.com) and Prof Yingxia ...
	Declaration of interests
	Acknowledgements
	Appendix A. Supplementary data
	References


