EXPERT VIEW

How Important a Risk Factor is Systolic Blood
Pressure?
KK Aggarwal

I

t has been shown in cross-sectional and longitudinal
population studies that systolic blood pressure (SBP)
increases with age, while diastolic blood pressure
(DBP) rises until 50 years of age and then levels off or
even slightly decreases. Consequently, with increasing
age, there is a shift from diastolic pressure to systolic
pressure and then to pulse pressure as the predominant
predictor of cardiovascular risk.1

randomized controlled trials have demonstrated that
SBP is an independent and strong predictor of risk
of cardiovascular and renal disease. The association
between SBP and risk of coronary heart disease, stroke
and end-stage renal disease is continuous, graded and
independent.9 Elevated SBP is even more associated
with cardiovascular morbidity and mortality than
DBP.10

Both observational studies and clinical trial data suggest
that poor SBP control is largely responsible for the
unacceptably low rates of overall BP control.2 In 1969,
the Framingham Heart Study first noted that systolic
hypertension was related to increased cardiovascular
risk.3 Staessen et al found that a 10 mmHg rise in systolic
hypertension was correlated with a 10% increase in all
fatal and nonfatal cardiovascular complications. DBP,
on the other hand, was inversely correlated with total
and cardiovascular mortality.4,5

Clinical trials have demonstrated that control of
isolated systolic hypertension reduces total mortality,
cardiovascular mortality, stroke and heart failure
events.11-13

In the Antihypertensive and Lipid-Lowering Treatment
to Prevent Heart Attack Trial (ALLHAT) and Controlled
Onset Verapamil Investigation of Cardiovascular End
Points (CONVINCE) trial, DBP control rates exceeded
90%, but SBP control rates were considerably less
(60-70%).6,7 Poor SBP control has also been partly
related to physician attitudes. A multi-ethnic population
sample of adults at or above 40 years old was surveyed,
by random digit phone dialling in a major metropolitan
area, regarding BP measurement and hypertension
awareness and treatment status. The survey concluded
that community physicians do not give equal weight to
SBP >140 mmHg as to DBP >90 mmHg in diagnosing
hypertension and intensifying treatment.
A visit-level analysis indicated that when DBP was
>90 mmHg, physicians intensified drug therapy 24%
of the time, but intensification actions occurred in only
4% of visits when SBP was <140 mmHg and DBP was
<90 mmHg.8 Observational epidemiologic studies and
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Hence, greater emphasis must clearly be placed on
managing systolic hypertension in order to check the
rising burden of cardiovascular and renal disease.
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Make sure
During Medical Practice

Situation:

A patient with isolated systolic hypertension and LVH on
atenolol developed a stroke.
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Why did you not
switch to losartan?

Lesson:

Make sure to remember that losartan-based treatment is
more effective than an atenolol-based treatment for patients
with isolated systolic hypertension and a high risk for stroke
as shown in the Losartan Intervention For Endpoint reduction
in hypertension (LIFE) study. The incidence of any stroke
(40% risk reduction [RR], p = 0.02), fatal stroke (70% RR,
p = 0.035) and atherothrombotic stroke (45% RR, p = 0.022)
was significantly lower in losartan-treated compared to the
atenolol-treated patients.
J Clin Hypertens (Greenwich). 2005;7(3):152-8.

IJCP Sutra 610: If you are 65 or older, ask your GP for routine low-dose aspirin regardless of heart disease risk status. The upper dose of aspirin for high-risk
women is 325 mg/day rather than 162 mg.
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