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To evaluate the effects of achieved systolic blood pressure
(SBP) during treatment on cardiovascular (CV) outcomes,
the authors measured event rates of a composite primary
endpoint (CV death or nonfatal myocardial infarction or
stroke) at on-treatment SBPs of ≥140 mm Hg and the
10 mm Hg intervals of <140 mm Hg, <130 mm Hg, and
<120 mm Hg in 6459 patients with diabetes (mean age, 67)
and 4246 patients without diabetes (mean age, 69) from the
Avoiding Cardiovascular Events in Combination Therapy in
Patients Living With Systolic Hypertension (ACCOMPLISH)
trial. In the diabetic cohort, the primary endpoint was 49%
lower (P<.001) at <140 mm Hg than at ≥140 mm Hg, and the
separate components of this endpoint were also significantly
reduced. Further SBP reductions did not improve outcomes,
and at <120 mm Hg they were no longer different (except for

stroke) from ≥140 mm Hg. In contrast, in the nondiabetic
cohort, the primary endpoint event rate fell steadily (although
not significantly) through the decreasing SBP categories
until it was reduced by 45% (P=.0413) at <120 mm Hg. Total
stroke rates for both the diabetic (�56%, P=.0120) and
nondiabetic (�68%, P=.0067) cohorts were lowest at
<120 mm Hg, and adverse renal events (serum creatinine
increase ≥50%) were significantly lowest in the range of
130 mm Hg to 139 mm Hg for both cohorts. Diabetic
patients (<140 mm Hg or <130 mm Hg) and nondiabetic
patients (<120 mm Hg) may require different SBP targets for
optimal CV protection, although stroke and renal consider-
ations should also influence the selection of blood pressure
targets. J Clin Hypertens (Greenwich). 2016;18:299–307.
ª 2016 Wiley Periodicals, Inc.

There has been uncertainty regarding optimal blood
pressure (BP) targets in patients with hypertension. For
several years, guideline publications have recommended
a systolic BP (SBP) of below 140 mm Hg for most
patients,1–3 although one recent report asserted—for
patients aged 60 years or older—that the available
clinical trial evidence best supported a goal of below
150 mm Hg.4

Most information on BP targets has come from
retrospective analyses of major clinical trials that were
not originally designed to prospectively compare the
effects of differing achieved SPB on cardiovascular (CV)
outcomes. Still, these trials have been reasonably con-
sistent in demonstrating that SBP values <140 mm Hg
are associated with lower event rates than values
≥140 mm Hg.5–8 Although interpretation of other
hypertension trials9,10 was thought to justify the less
rigorous goal of <150 mm Hg in older people,4 this
recommendation has been disputed.11,12

Recently, two prospective trials have explored a more
intensive target in predominantly older high-risk
hypertensive patients, comparing CV event rates in
patients randomized to SBP targets of <140 mm Hg or

<120 mm Hg. The Action to Control Cardiovascular
Risk in Diabetes (ACCORD) trial13 found that there
was no greater overall CV benefit at <120 mm Hg than
at <140 mm Hg, although stroke rates were signifi-
cantly lower at the more intensive target. However, the
Systolic Prevention Intervention Trial (SPRINT),14 con-
ducted in high-risk patients without diabetes, did show
lower overall fatal and nonfatal CV event rates in
patients treated to <120 mm Hg.
The Avoiding Cardiovascular Events Through

Combination Therapy in Patients Living With Systolic
Hypertension (ACCOMPLISH) trial15 was a major
outcomes study designed to compare the effects on CV
outcomes of differing classes of drugs in both diabetic
and nondiabetic hypertensive patients at high CV risk.
Using the ACCOMPLISH database, we have previously
analyzed the effects of achieving differing levels of SBPs
in the full cohort of patients.8 We found that, compared
with ≥140 mm Hg, achieving <140 mm Hg produced
clear CV outcomes benefits, but that there was no further
benefit at lower SBP levels, including <120 mm Hg.
In the present study, we have further analyzed CV

outcomes according to achieved SBP categories, but
studied patients with and without diabetes separately to
enable a comparison of optimal treatment targets in
these two patient groups.

METHODS
This report is based on data obtained from the
ACCOMPLISH trial.15 ACCOMPLISH was designed
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to compare the effects on CV outcomes of the combi-
nation of the angiotensin-converting enzyme (ACE)
inhibitor, benazepril, plus amlodipine with the combi-
nation of the same ACE inhibitor plus hydrochloro-
thiazide. The methods for the trial have been published
previously.15–17 As part of the ACCOMPLISH research
plan, the relationships of achieved BP levels to CV and
other clinical endpoints was a prespecified analysis.

Management of the Trial
The ACCOMPLISH study was conducted under the
supervision of an executive committee, all of whose
members are among the authors of the present report
(MW, GB, BP, EV, KJ). The roles of the committees
involved in the trial and the role of the trial’s sponsor
(Novartis) have also been published previously.15–17

Institutional review boards at each participating site
approved the study protocol. The trial was registered at
ClinicalTrials.gov (number NCT00170950).

Patient Selection
This work was performed in hypertensive patients at
high risk for CV events established by histories of
documented CV events. These details have been
described previously.17

Study Protocol
ACCOMPLISH was a prospective, randomized, con-
trolled, double-blind trial. Immediately upon entering
the study, patients were randomized to one of two
treatment arms: benazepril plus hydrochlorothiazide or
benazepril plus amlodipine, although the data from
those two arms have been pooled for the present
analysis and report. Upon randomization, all previous
antihypertensive therapies were discontinued and
replaced immediately by one of the fixed combination
therapies. Starting doses were benazepril 20 mg/d plus
hydrochlorothiazide 12.5 mg/d or amlodipine 5 mg/d.
There was a mandatory increase in benazepril to 40 mg/
d in both study arms at the following study visit.
Thereafter, hydrochlorothiazide could be increased to
25 mg/d or amlodipine to 10 mg/d as needed to achieve
the target BP of <140/90 mm Hg. In patients with
diabetes or chronic kidney disease, a target BP <130/
80 mm Hg was recommended but not required. As
necessary, investigators could add other agents (except
ACE inhibitors, angiotensin receptor blockers, calcium
channel blockers, or thiazide diuretics). After an initial
3-month period during which these treatment intensifi-
cations could be made, patients returned for a visit after
a further 3 months and then at 6-month intervals until
the trial ended. BPs were measured by trained study
personnel as described previously.15

Major Endpoints
For the analyses in this report, we defined the primary
endpoint as the composite of the first occurrence of CV
death or nonfatal myocardial infarction or nonfatal
stroke. Death from CV causes was defined as sudden

death from cardiac events or death from myocardial
infarction, stroke, coronary interventions, or heart
failure. Only the first event in each patient was counted
toward the primary endpoint. In addition, there were
analyses of secondary endpoints that were counted
without censoring for previous occurrences of other
endpoints. The secondary endpoints in this report were
CV death, total stroke (fatal or nonfatal), total myocar-
dial infarction (fatal or nonfatal), and the presence of
increased serum creatinine (increase from baseline of
≥50%).

Reporting of Data
Outcomes in ACCOMPLISH were adjudicated accord-
ing to standard criteria by a clinical endpoints commit-
tee.15 Interim analyses were performed at 6-month
intervals from the study’s Data Safety Monitoring
Committee. This committee recommended early termi-
nation of the trial based on evidence that the criteria for
satisfying the trial’s stopping rules had been met.15

For this report, the entire study cohort was divided
into two major groups: those with diabetes and those
without diabetes. The principal observations for each of
these cohorts were the measurement of event rates for
the primary and secondary endpoints within each of the
specified SBP categories: ≥140 mm Hg, 130 mm Hg to
<140 mm Hg, 120 mm Hg to <130 mm Hg, and
110 mm Hg to <120 mm Hg. (We did not analyze data
for systolic values <110 mm Hg because of small patient
numbers). The achieved SBP category was derived using
mean SBP starting from month 6 to the end of the trial
(inclusive). Patients with no SBP measurements during
this period were not included in the analysis. SBP
measurements were based on the mean of three readings
(per visit). For each endpoint, Cox regression survival
analysis (univariate), hazard ratio (HR), 95% confi-
dence interval (CI), P values (Cox and log-rank), plus
comparator group denominators (number) and number
(percentage) for the number of events in the comparator
group were calculated for each endpoint. HRs were
based on a univariate Cox regression model including
SBP category but no other factors or covariates. CIs are
two-sided 95% CIs for HRs. An HR <1 indicates a
reduced risk of experiencing the indicated event for
patients in the lower SBP group.

Funding Source
The original ACCOMPLISH trial was funded by
Novartis. Their role in the conduct of the trial has been
described.15 No additional support was provided for the
present analysis.

RESULTS

Duration of Treatment
The ACCOMPLISH trial was terminated early by the
executive committee following a report from the Date
Safety Monitoring Committee that the prespecified
stopping rules for the study had been met on the basis
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of efficacy.15 The mean duration of treatment for
patients in the trial was 35.7 months.

Patient Disposition
Figure 1 shows the disposition of the 11,506 patients
enrolled in the trial. Post-titration BPs were not avail-
able in 564 patients, and a further 237 with on-
treatment SBPs <110 mm Hg were excluded because
there were too few patients to analyze. Of the 10,705
patients remaining, 6459 had diabetes and 4246 did not
have diabetes. The disposition of these patients in the
four categories of achieved SBPs are detailed separately
in Figure 1 for patients with and without diabetes. The
distribution (percentage) of patients in each of the four
achieved BP categories was similar for the diabetic and
nondiabetic cohorts.

Patient Characteristics
The characteristics of the study patients at baseline are
shown in Table I. Because of the large cohort sizes, even
small differences between the diabetic and nondiabetic
patients were statistically significant. However, the
prevalence of myocardial infarction, coronary disease,
and stroke were all clearly higher in the nondiabetic
group, whereas fasting blood glucose and body mass
index were higher in the diabetes group. The baseline
BPs in the two study cohorts were closely similar.

Achieved BPs
The mean systolic and diastolic BPs in the uncontrolled
BP group (≥140mm Hg) and for each of the 10 mm Hg

SBP strata below 140 mm Hg are shown in Table II.
The BP values in the diabetes and nondiabetes cohorts
were similar within each of the BP categories.

Achieved BPs and Clinical Outcomes
Comparisons of event rates for CV, stroke, and renal
outcomes between patients with SBP ≥140 mm Hg and
each of the three achieved 10 mm Hg SBP strata below
140 mm Hg (<140 mm Hg, <130 mm Hg, and <120
mm Hg) are shown in Figure 2 for diabetic patients and
Figure 3 for nondiabetic patients.
For the diabetic patients, those with an achieved SBP

in the range <140 mm Hg or <130 mm Hg had
significantly lower event rates than the ≥140 mm Hg
group for CV outcomes. The subgroup below 120 mm
Hg (compared with ≥140mm Hg) also showed benefits
for the primary endpoint and for stroke but not
myocardial infarction or CV death.
In contrast, for the nondiabetic cohort there was a

slowly progressive decline in event rates for all end-
points in the three strata below 140 mm Hg, but only in
the SBP group <120 mm Hg was the difference vs
>140 mm Hg significant for the primary study endpoint.

Comparisons Among the Achieved BP Strata
Figures 4 and 5 provide further data on the relation-
ships between achieved BPs and clinical event rates.
Considering the primary endpoint, it is apparent that
there are differences between diabetic and nondiabetic
patients in these relationships. Figure 4 demonstrates
that whereas event rates for the primary endpoint

FIGURE 1. Patient disposition. The patients with on-treatment systolic blood pressures (SBPs) >110 mm Hg were divided into diabetic and
nondiabetic cohorts and then further divided into four subgroup categories based on achieved SBPs. * indicates mmHg.
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appear to fall progressively throughout the BP strata in
nondiabetic patients, this effect appears to start revers-
ing below systolic values of 120 mm Hg in the diabetic
patients. Indeed, considering CV mortality, one of the
components of the primary endpoint, it is apparent that
its event rates, which were significantly reduced in the
<140 mm Hg and <130 mm Hg strata, were no longer
significantly different when SBP was <120 mm Hg. In
addition, Figure 5 indicates that in the diabetic patients
the event rate for myocardial infarction was significantly
higher at an SBP of <120 mm Hg than at <130 mm Hg,
possibly providing evidence for the so-called J-curve
phenomenon. Only stroke among the primary endpoint
components did not increase below 120 mm Hg.

Renal Endpoint
Unlike the CV endpoints, the effects of BP levels on
renal function were parallel in the diabetic and nondi-
abetic cohorts. In both cohorts, as indicated in Figures 2
and 3, the endpoint of a ≥50% increase in serum
creatinine was significantly lower in the 10 mm Hg
systolic range below 140 mm Hg than ≥140 mm Hg,
but further reductions in SBP to the range below
130 mm Hg, and again to the range below 120 mm
Hg, were associated with increases in this outcome.

Figure 6 demonstrates that at any level of SBP, adverse
renal findings were considerably higher in the diabetic
patients than in the nondiabetic patients (P<.05 or
stronger for each BP category). For all patients
combined, this endpoint was more than 50% higher in
the diabetic than the nondiabetic cohort (HR, 1.56;
1.40–1.76; P<.0001).

Safety
Treatment in the ACCOMPLISH trial was generally
well tolerated. Detailed information on adverse treat-
ment effects has been provided previously.15

DISCUSSION
During treatment in this trial, the distribution of
patients across the achieved SBP categories was very
similar for the diabetic and nondiabetic patients. How-
ever, there was a clear difference between these patient
groups in the relationships between systolic BPs and CV
outcomes.

Events in Patients With Diabetes
In the diabetic cohort, the composite primary endpoint
(CV death, nonfatal myocardial infarction, or nonfatal
stroke), as well as the individual components of this
endpoint, were all significantly lower in the <140 mm
Hg SBP category than in the uncontrolled (≥140 mm
Hg) category. Event rates at <130 mm Hg were similar
to those at <140 mm Hg, but there was a loss of CV
benefits at BPs <120 mm Hg. In fact, myocardial
infarction rates were higher at <120 mm Hg than at
<130 mm Hg, and both myocardial infarction and CV
mortality rates were no longer significantly reduced
when compared with the uncontrolled category. Even
so, total event rates for the composite primary endpoint
were still significantly lower in the <120 mm Hg group
than in the uncontrolled group.

Therefore, the ideal SBP treatment target for CV
protection in hypertensive patients with diabetes
appears to be <140 mm Hg or possibly <130 mm Hg.
This finding is in agreement with the results of the

TABLE I. Baseline Characteristics of Patients With and Without Diabetes

Category Patients With Diabetes Patients Without Diabetes

Number 6459 4246

Age, mean (SD), y 67.4 (6.6)a 69.7 (6.9)

Men, No. (%) 3712 (57.5)a 2817 (66.3)

Previous coronary disease, No. (%) 1849 (28.6)a 3068 (72.3)

Previous myocardial infarction, No. (%) 943 (14.6)a 1560 (36.7)

History of stroke, No. (%) 514 (8.0)a 878 (20.7)

Chronic kidney disease (eGFR <60 mL/min), No. (%) 1105 (17.1)a 801 (18.9)

eGFR, mean (SD), mL/min 80.7 (22.1)a 76.5 (19.5)

Fasting blood glucose, mean (SD), mg/dL 144.7 (57.2)a 101.1 (17.1)

Body mass index, mean (SD), kg/m2 32.2 (6.4)a 29.0 (5.3)

Systolic BP, mean (SD), mm Hg 145.7 (17.8) 146.1 (18.4)

Diastolic BP, mean (SD), mm Hg 79.5 (10.6)a 81.3 (10.8)

Abbreviations: BP, blood pressure; eGFR, estimated glomerular filtration rate; SD, standard deviation. aSignificant difference between the two groups.

TABLE II. Systolic and Diastolic BPs in Each of the
Four Categories of Increased Systolic BP in Patients
With or Without Diabetes

Systolic BP Groups, mm Hg

110 to <120 120 to <130 130 to <140 >140

Patients with diabetes

Systolic BP 116.3 (2.7) 125.5 (2.8) 134.4 (2.8) 150.4 (9.7)

Diastolic BP 67.8 (5.8) 71.5 (6.3) 74.1 (6.8) 78.1 (8.7)

Patients without diabetes

Systolic BP 116.3 (2.8) 125.5 (2.8) 134.6 (2.8) 149.8 (9.3)

Diastolic BP 69.5 (6.1) 73.1 (6.3) 76.1 (6.9) 79.8 (8.7)

Abbreviation: BP, blood pressure. Values are expressed as means

(standard deviations).
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ACCORD trial in diabetic hypertensive patients in
which, with the exception of stroke, CV event rates
were not different between the <140 mm Hg and
<120 mm Hg targets.12 The findings in our diabetic
cohort raise the possibility of a U-curve effect—as
suggested by the increase in coronary events below
120 mm Hg—and appear to be consistent with data in
diabetic patients in the Ongoing Telmisartan Alone and
in Combination With Ramipril Global Endpoint Trial
(ONTARGET)7 and a long-term observation in primary
care patients with type 2 diabetes in Sweden.18

Patients Without Diabetes
In contrast to the diabetic patients, clinical event rates in
the nondiabetic cohort, with the exception of stroke,
were not lower in the <140 mm Hg category than in the
uncontrolled range. Indeed, only in the <120 mm Hg
SBP range was the primary endpoint significantly lower
than at ≥140 mm Hg. Based on this observation, it
appears that the ideal SBP target in nondiabetic hyper-
tensive patients could be as low as <120 mm Hg.
Moreover, unlike the diabetic patients, the nondiabetic
cohort did not appear to experience adverse effects at

this low BP level despite the fact that more than 70% of
them had histories of coronary disease that potentially
could have made them susceptible to reduced coronary
perfusion. This finding is in keeping with the recently
published results of the SPRINT trial.14 That study, like
ACCORD,13 compared CV outcomes in patients ran-
domized to systolic treatment targets of <140 mm Hg or
<120 mm Hg, although SPRINT studied only nondia-
betic patients with a high-risk profile. SPRINT reported
a 25% lower event rate in its composite CV primary
outcome and a 27% lower rate in total death in the
patients allocated to the more intensively treated
<120 mm Hg group. Taken together, ACCORD and
SPRINT emphasize the benefits of <120 mm Hg in high-
risk nondiabetic patients but not in patients with
diabetes. Our current findings, derived from the
ACCOMPLISH trial, provide conclusions that are
consistent with those studies.

Strokes and BP
For both diabetic and nondiabetic patients, the lowest
stroke rates occurred below 120 mm Hg. For the
diabetic patients, this creates a clinical dilemma since

FIGURE 2. Comparison in diabetic patients of event rates from major cardiovascular, stroke, and renal endpoints between patients in the
achieved systolic blood pressure (SBP) group >140 mm Hg and each of the other SBP categories. HR indicates hazard ratio; CI, confidence
interval; BP, blood pressure; CV, cardiovascular; MI, myocardial infarction.
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CV outcomes—particularly myocardial infarction and
CV mortality—might actually be higher at <120 mm
Hg. The ACCORD trial similarly identified these
differing effects of low BP on CV and stroke
outcomes.13 However, for high-risk nondiabetic
patients, decision making is more straightforward
since all major outcomes (except renal function) are
best prevented when BP is <120 mm Hg.

Our findings of the relationship between BP and
stroke draw attention to a further observation. In
Figure 5, it is apparent that there is an inflection point
in this relationship: for both diabetic and nondiabetic
patients, event rates for stroke are significantly lower at
<140 mm Hg than >140 mm Hg, but at <130 mm Hg,
there is a small increase in event rates before a clear
further reduction is again observed at <120 mm Hg. We
have noted that there may be similar inflection points
for stroke rates in other studies.7,19

Changes in Renal function
In this study, adverse effects on kidney function were
defined as an increase in serum creatinine of ≥50%.
These increases were probably not due to the trial’s drug

therapy because at the start of the trial almost all the
patients were already taking ACE inhibitors or angio-
tensin receptor blockers, agents that are well recognized
for increasing serum creatinine.20

The diabetic and nondiabetic patients demonstrated
directionally similar changes in renal function at the
achieved SBP categories. Specifically, the lowest event
rates for increased creatinine were in the SBP range
130 mm Hg to 139 mm Hg for both cohorts. There
were significantly higher event rates at 140 mm Hg or
above as well as in the <130 mm Hg range and, most
of all, in the <120 mm Hg range. These findings could
influence the choice of target BPs in patients with
chronic kidney disease in whom it may be critical to
minimize further deterioration in renal function, and
where achieving a range between 130 mm Hg and
139 mm Hg may thus be an appropriate clinical
target. The adverse effects of 50% increases in serum
creatinine on the progression of renal disease has been
reported by others.21

Finally, it can be pointed out that despite the
parallel effects on renal function of the achieved BPs
in the diabetic and nondiabetic groups, event rates for

FIGURE 3. Comparison in nondiabetic patients of event rates from major cardiovascular, stroke, and renal endpoints between patients in the
achieved systolic blood pressure (SBP) group >140 mm Hg and each of the other SBP categories. HR indicates hazard ratio; CI, confidence
interval; BP, blood pressure; CV, cardiovascular; MI, myocardial infarction.
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the renal endpoint were more than 50% higher in the
diabetic patients, confirming the heightened suscepti-
bility of people with diabetes to chronic kidney
disease.

STUDY LIMITATIONS
As noted earlier, an analysis of CV, stroke, and renal
outcomes on the basis of achieved BPs was a
prespecified part of the ACCOMPLISH study plan.
However, many of the details of this analysis were
inevitably established after the trial was completed so
it should again be noted that some parts of what is
reported here should be regarded as exploratory or
post hoc. In addition, it should be acknowledged that
ACCOMPLISH was not originally designed to explore
the outcomes effects of different BP goals and thus did
not randomize patients to the BP categories consid-
ered in this paper. Beyond the formal drug titration
requirements of the study protocol it can be assumed
that factors such as discretionary clinical decisions by
investigators, the antihypertensive effectiveness of the

study drugs, and the compliance of patients with their
treatment regimens would have contributed to the
achieved BP levels.
For the purposes of the present study, we used the

standard triple major CV composite outcome (CV death
or nonfatal myocardial infarction or nonfatal stroke)
rather than the broader CV composite used in the
original ACCOMPLISH report.15 The reason for this
decision was to make our findings more parallel to other
recent clinical trials that have utilized this three-part
major CV outcomes composite. Similarly, it should be
noted that the decision to use 10 mm Hg systolic ranges
to compare the effects of different achieved BP targets
with outcomes was made post hoc. It can also be
pointed out that to obtain adequate power for our
analysis, we pooled patients randomized to the
ACCOMPLISH trial’s two therapeutic regimens. It is
possible that results might have been different had the
effects of a single treatment strategy been explored.
The number of patients, especially in the nondiabetic

cohort, was relatively small, particularly when divided

FIGURE 4. Event rates (per 1000 patient years) within each of the achieved systolic blood pressure (SBP) categories for the primary study
endpoint (cardiovascular [CV] death or nonfatal myocardial infarction or stroke) and for CV death alone shown separately for patients with and
without diabetes. None of the differences between adjacent categories was significant except for >140 mm Hg vs <140 mm Hg in the diabetes
patients.
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into the 10 mm Hg categories. Even so, we believe that
the trends we were able to show adequately support our
conclusions regarding these high-risk nondiabetic
patients. Likewise, the <120 mm Hg diabetes group, in
which some important findings were noted, was the
smallest of the diabetes categories, although we believe
that it was still sufficiently strong to enable the
exploratory analyses reported here. In this report, we
have generally avoided direct comparisons between the
diabetic and nondiabetic cohorts. As shown in Table I,
there were substantial baseline differences between these
patients in their clinical histories and findings, such that
comparisons of outcomeswouldbe of questionable value.

Another issue is that this study was performed in
patients with an average age in the high 60s and thus
does not necessarily provide information or guidance
relevant to the management of patients in younger age
groups. Similarly, the patients we studied were origi-
nally recruited for the ACCOMPLISH trial and selected
for their high-risk histories and therefore may not
provide information that can be extrapolated to indi-

FIGURE 5. Event rates (per 1000 patient years) within each of the achieved systolic blood pressure (SBP) categories for total (fatal + nonfatal)
stroke and myocardial infarction shown separately for patients with and without diabetes.

FIGURE 6. Event rates (per 1000 patient years) within each of the
achieved systolic blood pressure (SBP) categories for the renal
endpoint (increased from baseline in serum creatinine of >50%)
shown separately for patients with and without diabetes.
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viduals with hypertension but without other major risk
factors.

CONCLUSIONS
For patients with hypertension and diabetes, the optimal
SBP target is <140 mm Hg or <130 mm Hg. At levels
below 120 mm Hg, coronary event rates may start to
increase—a finding that is consistent with other tri-
als7,18—although overall CV protection is still signifi-
cantly better than in the uncontrolled (>140 mm Hg)
category. In contrast, for patients without diabetes, the
optimal BP target for preventing CV events appears to
be <120 mm Hg. However, for both diabetic and
nondiabetic patients, stroke is best prevented below
120 mm Hg, a finding that merits discussion with high-
risk patients when deciding on how aggressively to treat
their hypertension. On the other hand, renal function is
best preserved at SBPs in the range of 130 mm Hg to
139 mm Hg. Again, this finding could provide guidance
in selecting BP targets in patients whose renal function is
a major clinical concern.
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