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The authors examined trends in systolic blood pressure
(SBP) and diastolic blood pressure (DBP) and the preva-
lence, awareness, treatment, and control of hypertension in
1988–1994 (n=1164), 1999–2004 (n=1,026), and 2005–2010
(n=1048) among US adults 80 years and older in serial
National Health and Nutrition Examination Surveys. Hyper-
tension was defined as SBP ≥140 mm Hg, DBP
≥90 mm Hg, or use of antihypertensive medication. Aware-
ness and treatment were defined by self-report and control
as SBP/DBP<140/90 mm Hg. Mean SBP decreased from
147.3 mm Hg to 140.1 mm Hg and mean DBP from

70.2 mm Hg to 59.4 mm Hg between 1988–1994 and
2005–2010. The prevalence, awareness, and treatment of
hypertension each increased over time. Controlled hyper-
tension increased from 30.4% in 1988–1994 to 53.1% in
2005–2010. The proportion of patients taking 3 classes of
antihypertensive medication increased from 7.0% to 30.9%
between 1988–1994 and 2005–2010. Increases in aware-
ness, treatment, and control of hypertension and antihyper-
tensive polypharmacy have been observed among very old
US adults. J Clin Hypertens (Greenwich). 2014;16:270–276.
ª2014 Wiley Periodicals, Inc.

The US population is aging and it is projected that the
number of US adults 80 years and older will triple by
2050.1 Hypertension is one of the most important risk
factors for coronary heart disease, stroke, and heart
failure, each of which has a high incidence in the very old
patients.2–4 A meta-analysis of randomized trials that
included participants 80 years and older found antihy-
pertensive treatment to be associated with a reduced risk
for stroke, cardiovascular events, and heart failure.5

Multi-morbidity and functional impairment are com-
mon among the very old and the applicability of
antihypertensive treatment trial results to this popula-
tion has been questioned.6–9 A major concern in using
antihypertensive medications in the very old is the
potential increased risk for adverse events including falls
and myocardial infarction associated with low blood
pressure (BP).10–12 Providers must often weigh potential
cardiovascular benefits against the perceived risks of
pharmacologic BP-lowering among the very old. For
these reasons, treatment patterns may be different for
the very old vs the general US population.

Given the anticipated growth of the very old popu-
lation in the United States, there is a need to document
the prevalence of hypertension and BP treatment
patterns in this population. Such information could be
used to guide the development and implementation of
approaches for improving BP management in this
group. Therefore, we examined secular changes in SBP

and DBP and hypertension prevalence, awareness,
treatment, and control from 1988–1994 through 2005
–2010 among representative samples of US adults aged
80 and older. In addition, we examined trends in the use
of different classes of antihypertensive medications and
the prevalence of antihypertensive polypharmacy
among very old US adults.

METHODS

Study Population
Serial National Health and Nutrition Examination
Survey (NHANES) cycles from 1988–1994, 1999–
2000, 2001–2002, 2003–2004, 2005–2006, 2007–
2008, and 2009–2010 were analyzed for the current
study. NHANES is conducted by the National Center
for Health Statistics (NCHS) and utilizes a multistage
stratified probability sampling approach to identify
potential participants. Additional information on the
design and conduct of NHANES is available online.13

The current analysis was limited to participants who
were 80 years and older and completed a medical
evaluation at the NHANES mobile examination center
(n=3558). We excluded individuals who did not have 3
SBP and DBP measurements taken during their
NHANES medical evaluation (n=228), did not answer
questions about awareness and treatment of high BP
(n=30), or were missing information on prescription
medications (n=62). After these exclusion criteria were
applied, data from 3238 participants were included in
the analyses. As described online, multiple NHANES
cycles can be pooled to provide stable prevalence
estimates.14 To achieve stable estimates, we grouped
participants into 3 time periods: 1988–1994 (n=1164),
1999–2004 (n=1026), and 2005–2010 (n=1048) for the
current analyses. The protocol for NHANES was
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approved by the NCHS institutional review board and
all participants provided written informed consent.

Data Collection
Data for each NHANES cycle were collected through
participant interviews and a medical evaluation. Of
relevance to the current analysis, variables collected
during the interview included age, race/ethnicity, sex,
smoking status, history of hypertension, use of antihy-
pertensive medication, history of myocardial infarction
or stroke, and impairment in activities of daily living
(ADLs). Although there was no upper age limit to
participate in NHANES, the publicly available
NHANES datasets provided exact age for participants
90 years and younger in NHANES 1988–1994,
85 years and younger for NHANES 1999–2006, and
80 years and younger for NHANES 2007–2010. Above
these cutpoints, exact age was not available. Therefore,
we do not report age in the current analyses. ADLs
include basic self-care tasks that are necessary for
independent living such as walking, eating, and dress-
ing. ADL impairment was defined as answering “some
difficulty,” “much difficulty,” or “unable to do” to ≥1
of the following questions “how much difficulty do you
have walking from room to room,” “getting in or out of
bed,” “eating,” or “dressing.”

The NHANES medical evaluation included anthro-
pometrics and BP measurements, collection of blood
and random spot urine samples, and a pill bottle review.
Height, weight, and waist circumference were measured
during the medical evaluation and were used to calcu-
late body mass index (BMI). Serum glucose and serum
creatinine were measured from the blood sample.
Diabetes mellitus was defined by a prior diagnosis,
excluding during pregnancy, with concurrent use of
insulin or oral hypoglycemic medication, or fasting
glucose ≥126 mg/dL or non-fasting glucose ≥200 mg/
dL. Estimated glomerular filtration rate (eGFR) was
calculated using serum creatinine, recalibrated per
NHANES recommendations, and the Chronic Kidney
Disease Epidemiology Collaboration (CKD-EPI) equa-
tion.15,16 Using random spot urine samples, albumin
and creatinine were measured. Albuminuria was defined
as a urinary albumin-to-creatinine ratio ≥30 mg/g.

BP Measurement. BP was measured by a trained
physician using a mercury sphygmomanometer and an
appropriately sized cuff. Quality control for the BP
measurement included quarterly re-certification with
retraining if necessary, annual retraining of all physi-
cians, and monitoring of equipment and equipment
repair. BP certification consisted of video test recogni-
tion of Korotkoff sounds and measurement performance
on live volunteers. Additional details of the BP mea-
surements are available online.17 Cuff sizes were
selected after measurement of participants’ mid-arm
circumference. Readings were obtained after 5 minutes
of seated rest. Three BP measurements were obtained, at
1-minute intervals, during the medical evaluation. As

mentioned above, our analysis was restricted to partic-
ipants with 3 SBP and DBP measurements and we used
the mean of these measurements to define SBP and DBP.

Hypertension Prevalence, Awareness, Treatment, and
Control. Hypertension was defined as SBP ≥140 mm
Hg and/or DBP ≥90 mm Hg, and/or self-reported use of
antihypertensive medication. Awareness of hypertension
was defined as self-report of a prior diagnosis of
hypertension by a health care professional. Treatment
of hypertension was defined as self-reported use of
prescription antihypertensive medication among per-
sons reporting a prior diagnosis of hypertension. Con-
trolled hypertension was defined as SBP/DBP <140/
90 mm Hg. Isolated systolic hypertension (ISH) was
defined as SBP ≥140 mm Hg and DBP <90 mm Hg.
Systolic diastolic hypertension (SDH) was defined as
SBP ≥140 mm Hg and DBP ≥90 mm Hg. There were
too few participants 80 years and older with isolated
diastolic hypertension (IDH, SBP <140 mm Hg and
DBP ≥90 mm Hg) to evaluate secular changes in its
prevalence.

Pill Bottle Review. Participants were asked to bring all
prescription medications taken in the prior 2 weeks to
the NHANES medical evaluation. Pill bottles were
reviewed and medication names were recorded and
coded into drug classes based on their generic equiva-
lents. Antihypertensive medication classes included
angiotensin-converting enzyme (ACE) inhibitors, a-
blockers, aldosterone receptor blockers, angiotensin
receptor blockers (ARBs), b-blockers, calcium channel
blockers (CCB), central-acting agents, diuretics, renin
inhibitors, and direct vasodilators. Single-pill combina-
tions were classified into their component classes.
Medication dosage information was not recorded.

Statistical Analysis
Participant characteristics and mean SBP and DBP were
calculated for each time period (1988–1994, 1999–
2004, and 2005–2010). The prevalence of hypertension,
ISH, and SDH was calculated by time period. Next, the
prevalence of hypertension awareness, treatment, and
control was calculated. Hypertension awareness was
calculated for patients with hypertension, treatment was
calculated among all participants with hypertension and
separately among those aware of their diagnosis, and
control was calculated among all participants with
hypertension and separately among those receiving
treatment for their hypertension. The number of anti-
hypertensive medication classes being taken and the
distribution of classes of antihypertensive medications
being taken were calculated by time period. Because
prior data show that potential differences in the BP-
mortality association by frailty status may exist among
the very old, we repeated this analysis separately for
participants with and without ADL impairment.18

There are few data on the benefits of achieving SBP/
DBP <140/90 mm Hg in patients 80 years and older.
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Therefore, we calculated the percentage of the popula-
tion with SBP <140 mm Hg, SBP <150 mm Hg, and
SBP <160 mm Hg and, separately, DBP <90 mm Hg
and DBP <100 mm Hg for each time period. Addition-
ally, to assess the potential overtreatment of individuals,
we assessed the percentage with SBP <120 mm Hg and
<130 mm Hg and the percentage with DBP
<60 mm Hg, <70 mm Hg, and <80 mm Hg. Linear
trends over time were calculated using least squares or
maximum likelihood as appropriate.

All analyses were performed using SUDAAN 10.1
(Research Triangle Institute, Research Triangle Park,
NC) accounting for the complex sampling design of
NHANES. Sampling weights, recalibrated based on the
proportion of participants missing data by sex and race-
ethnicity, were applied to all calculations to obtain US
nationally representative prevalence estimates. Recali-
bration of the sampling weights corrects for differences
in missing data across sex and race-ethnicity strata and
assumes that data within strata are missing randomly.19

RESULTS
The proportion of participants 80 years and older who
were women and non-Hispanic white or black was
similar over time (Table I). The proportion who were
Hispanic or had diabetes mellitus or an eGFR <60 mL/
min/1.73 m2 increased, while current smoking decreased
over time. Mean BMI and waist circumference increased
from 1988–1994 through 2005–2010.

Among US adults 80 years and older, mean SBP was
147.3 mm Hg (95% confidence interval [CI], 145.4–
149.2 mm Hg) in 1988–1994, 148.2 mm Hg (95% CI,
146.5–149.9 mm Hg) in 1999–2004, and 140.1 mm

Hg (95% CI, 138.6–141.6 mm Hg) in 2005–2010
(P<.001). Mean DBP decreased from 70.2 mm Hg (95%
CI, 69.1–71.3 mm Hg) in 1988–1994 to 61.1 mm Hg
(95% CI, 59.4–62.8 mm Hg) in 1999 to 2004 and was
59.4 mm Hg (95% CI, 58.4–60.4 mm Hg) in 2005 to
2010 (P<.001). Mean pulse pressure increased from
77.2 mm Hg (95% CI, 75.3–79.1 mm Hg) in 1988–
1994 to 87.1 mm Hg (95% CI, 84.4–89.8 mm Hg) in
1999–2004anddecreasedto80.7 mm Hg(95%CI,79.1–
82.4 mm Hg) in 2005–2010. The prevalence of hyper-
tension increased from 69.2% in 1988–1994 to 76.5% in
1999–2004 and remained 76.5% in 2005–2010 (Fig-
ure 1). The prevalence of ISH was 52.8% and 55.3% in
1988–1994 and 1999–2004, respectively, and declined to
43.9% in 2005–2010. The prevalence of SDH decreased
progressively over the 3 time periods. Among those with
hypertension, awareness and treatment increased over
time (Figure 2). Treatment among those aware of their
hypertension increased from 1988–1994 through 2005–
2010.Amongallparticipantswithhypertensionand those
receiving treatment for their hypertension, BP control
increased over the 3 time periods.

The mean number of antihypertensive medication
classes being taken and the percentage of those with
hypertension taking ≥3 classes of antihypertensive
medication increased from 1988–2004 to 2005–2010,
while the percentage of the hypertensive population
taking 0 or 1 classes of antihypertensive medication
decreased over time (Table II). The use of ACE inhib-
itors, aldosterone receptor blockers, a-blockers, ARBs,
b-blockers, and CCBs increased significantly over time.
Use of central-acting agents and direct vasodilators
decreased over time. The percentage of those taking

TABLE I. Characteristics of US Adults 80 Years and Older in 1988–1994, 1999–2004, and 2005–2010

Time Period

P Value1988–1994 (n=1164) 1999–2004 (n=1026) 2005–2010 (n=1048)

Women 65.3 64.3 63.1 .57

Race/ethnicity

Non-Hispanic white 88.2 86.0 86.5 .53

Non-Hispanic black 7.1 6.5 6.1 .80

Hispanic 1.5 5.5 4.2 <.001

Other 3.2 2.0 3.2 .34

Current smoker 5.7 3.8 2.8 .02

Body mass index, kg/m2 25.3 (0.15) 26.2 (0.21) 26.8 (0.15) <.001

Waist circumference, cm 93.8 (0.37) 95.7 (0.41) 97.0 (0.46) <.001

Diabetes mellitus 11.9 14.2 16.0 .03

C-reactive protein >3 mg/L 2.2 2.1 1.8 .78

eGFR <60 mL/min/1.73 m2 40.4 51.9 51.0 <.001

Albuminuria 30.4 30.8 30.1 .96

History of MI 14.2 13.8 14.1 .98

History of stroke 11.4 11.5 14.2 .33

ADL impairment 31.1 33.1 31.3 .64

Abbreviations: ADL, activities of daily living; eGFR, estimated glomerular filtration rate; MI, myocardial infarction. Age is not reported as exact age for

participants older than 80 years is not available in the public-use National Health and Nutrition Examination Survey data set. Numbers are expressed as

percentage or mean (standard error).
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diuretics did not change over time (P=.29). Trends in
mean SBP and DBP and use of antihypertensive med-
ication over time were similar for individuals with and
without impairments in ADLs (Supplemental Table 1).

There were 4.21, 5.74, and 7.27 million US adults
80 years and older with hypertension in 1988–1994,
1999–2004, and 2005–2010, respectively (Supplemen-
tal Table 2). The number of US adults aged 80 years and
older with controlled BP increased progressively over

the 3 time periods with 0.62, 1.37, and 2.89 million US
adults aged 80 years and older having controlled BP in
1988–1994, 1999–2004, and 2005–2010, respectively.

Achievement of Alternate SBP and DBP Goals
The percentage of US adults aged 80 years and older
with SBP <140 mm Hg increased from 41.5% in 1988–
1994 to 41.9% and 54.1% in 1999–2004 and 2005–
2010, respectively (Supplemental Table 3). Also, the
percentage of patients with SBP <120 mm Hg
was12.5% in 1988–1994, 11.9% in 1999–2004, and
19.0% in 2005–2010. The percentage of US adults
80 years and older with DBP <90 mm Hg increased
over time (93.9%, 97.2%, and 97.9% in 1988–1994,
1999–2004, and 2005–2010, respectively) and ≥99% of
the population had DBP <100 mm Hg in each time
period. Additionally, the percentage of patients with
DBP <60 mm Hg increased from 15.5% to 48.9%
between 1988–1994 and 2005–2010.

DISCUSSION
Using serial national cross-sectional samples of US
adults 80 years and older, the current analysis indicates
that the prevalence of hypertension has increased
modestly among the very old over the past 20 years
and that 76.5% of US adults 80 years and older had
hypertension in 2005–2010. The increase in the prev-
alence of hypertension observed in the current study
appears to be the result of increased use of antihyper-
tensive medication; awareness, treatment, and control
of hypertension increased over time among US adults
80 years and older at the same time that mean SBP and
DBP declined in this age group. Among patients with
hypertension, the mean number of antihypertensive
medication classes being taken doubled between
1988–1994 and 2005–2010. Additionally, the propor-
tion of US adults 80 years and older taking ≥3 classes of
antihypertensive medications increased from 7.0% to
30.9%. The prevalence of ISH and SDH decreased
between 1988–1994 and 2005–2010. Since it is one of
the more prevalent forms of uncontrolled hypertension,
the decline in the prevalence of ISH also highlights the
increase in controlled hypertension.

Previous analyses have reported a high prevalence of
hypertension among US adults 60 years and older and
that the prevalence has increased over time.20–25 Prior
NHANES analyses also indicate that awareness, treat-
ment, and control of hypertension have increased over
the past 20 years among US adults 20–39, 40–59, and
60 years and older.20–24 However, data for participants
80 years and older were not reported. An analysis of the
Framingham Heart Study’s original and offspring
cohort data from the 1990s examined the prevalence,
treatment, and control of hypertension by age.26 In this
study, 74% of participants 80 years and older had
hypertension. Of those with hypertension, 74.2% were
treated and <50% of those treated had an SBP/DBP
<140/90 mm Hg. Our study extends these findings to a
nationally representative sample of US adults 80 years

FIGURE 1. Prevalence of hypertension, isolated systolic
hypertension, and systolic-diastolic hypertension among US adults
80 years and older in 1988–1994, 1999–2004, and 2005–2010.
Hypertension: Systolic blood pressure >140 mm Hg and/or diastolic
blood pressure >90 mm Hg, and/or self-reported use of
antihypertensive medication. Isolated Systolic Hypertension:
Systolic blood pressure >140 mm Hg and diastolic blood pressure
<90 mm Hg. Systolic Diastolic Hypertension: Systolic blood
pressure >140 mm Hg and diastolic blood pressure >90 mm Hg.
Note: Too few participants had isolated diastolic hypertension
(systolic blood pressure <140 mm Hg and diastolic blood pressure
>90 mm Hg) to produce stable prevalence estimates. *Among
those with hypertension.

FIGURE 2. Prevalence of awareness, treatment, and control among
adults 80 years and older in 1988–1994, 1999–2004, and 2005–
2010. Awareness: self-report of a prior diagnosis of hypertension by
a health care professional. Treatment: self-reported use of
prescription antihypertensive medication. Control: Systolic blood
pressure/Diastolic blood pressure <140/90 mm Hg. *Among those
with hypertension; †Among those aware of their diagnosis of
hypertension; ‡Among those treated for their hypertension.
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and older in a more contemporary era and documents
increasing awareness and treatment of hypertension and
substantial reductions in SBP and DBP among US adults
over the past 20 years.

In the current analysis, mean DBP decreased from
70.2 mm Hg in 1988–1994 to 59.5 mm Hg in 2005–
2010. In addition, the prevalence of US adults 80 years
and older with DBP <60 mm Hg increased from 15.5%
to 48.9% between 1988–1994 and 2005–2010. Low
DBP has been associated with an increased risk of stroke
and cardiovascular disease among patients with ISH and
has been shown to have a J-shaped association with
mortality among the elderly.11,27 Among those with
coronary heart disease, there is an increased risk of all-
cause mortality and myocardial infarction with low
DBP.10 Despite the improvements in BP control docu-
mented in the current study, aggressive treatment of
hypertension comes with its share of potential risks
including those associated with excessively low DBP.

The Hypertension in the Very Elderly Trial (HYVET)
randomized individuals 80 years and older with sus-
tained SBP ≥160 mm Hg to active treatment (with
indapamide and if needed perindopril) with a target
SBP/DBP <150/80 mm Hg or placebo in order to eval-
uate the benefits and risks of antihypertensive treatment
in patients 80 years and older.28 In HYVET, active
treatment was associated with a 30% reduction in the
risk of stroke, 21% reduction in death from any-cause,
39% reduction in fatal stroke, and a 64% reduction in
heart failure.28 Following publication of HYVET, a
meta-analysis of 8 randomized controlled trials compar-
ing antihypertensive treatment to placebo or usual care
(ie, no treatment), including HYVET, was conducted to

assess outcomes associated with treatment of hyperten-
sion among adults 80 years and older.5 This analysis
found that antihypertensive medication reduces the risk
for stroke, cardiovascular events, and heart failure.5 In
contrast to HYVET, data from the analysis did not
support a mortality risk reduction with antihypertensive
medication in the very old. Additionally, the meta-
analysis suggested that the reduction in mortality was
achieved in trials with the lowest intensity of therapy;
therefore, the authors concluded that maximal antihy-
pertensive therapy should be limited to 2 drugs in low
doses.5 Contrary to this recommendation, the current
analysis found a 4-fold increase in the proportion of the
very old taking ≥3 classes of antihypertensivemedication.

Despite the benefits of antihypertensive therapy dem-
onstrated in these trials, BP treatment goals for the very
old remain controversial. A 2011 American College of
Cardiology Foundation/American Heart Association
Consensus Document on Hypertension in the Elderly
recommended an SBP/DBP treatment goal of <140/
90 mm Hg; however, for patients 80 years and older
with SBP >150 mm Hg, a goal SBP of 140 to
145 mm Hg was considered acceptable.29 The task
force acknowledged this goal to be based on expert
opinion rather than clinical trial evidence. Recently, the
2013 European Society of Hypertension/European Soci-
ety of Cardiology on the management of arterial
hypertension recommended that elderly hypertensive
patients with an SBP ≥160 mm Hg be treated to an SBP
of 140 to 150 mm Hg.30 No BP goal was specified for
frail elderly individuals, with treatment decisions left to
the discretion of the treating physician based on the
patient’s response to treatment.30

TABLE II. Number of Antihypertensive Medication Classes Being Taken and Percentage of the Population Taking
Each Antihypertensive Medication Class for US Adults 80 Years and Older With Hypertension in 1988–1994, 1999–
2004, and 2005–2010

Time Period

P Value1988–1994 (n=798) 1999–2004 (n=769) 2005–2010 (n=781)

Antihypertensive medication classes, mean (standard error) 1.0 (0.05) 1.5 (0.06) 1.9 (0.04) <.001

Agents taking, %

0 classes 36.4 26.2 15.0 <.001

1 classes 33.3 26.0 26.2 .01

2 classes 23.4 28.5 27.9 .11

3 classes 7.0 19.2 30.9 <.001

Specific classes, %

Angiotensin-converting enzyme inhibitors 11.3 23.4 31.3 <.001

Angiotensin receptor blockers 0.0 11.4 21.3 <.001

Aldosterone receptor blockers 0.8 1.2 3.8 .01

a-Blockers 3.5 6.0 9.7 <.001

b-Blockers 12.7 25.6 43.1 <.001

Calcium channel blockers 22.0 29.2 28.7 .03

Central-acting agents 5.1 2.0 2.4 .01

Diuretics 39.0 43.1 42.7 .29

Renin inhibitors 0.0 0.0 0.2 .20

Direct vasodilators 7.9 3.6 3.5 .01
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Given the increasing use of antihypertensive medica-
tion and antihypertensive polypharmacy and high prev-
alence of impaired ADLs in the very old, data are
needed to evaluate the benefit and potential harm of
aggressive antihypertensive treatment among the very
old with hypertension.31,32 Aggressively lowering DBP
has been shown to be associated with an increased risk
for all-cause mortality and myocardial infarction in
hypertensive patients with coronary heart disease.10,27

In addition, falls are common among the very old and
the use of antihypertensive medication has been shown
to be associated with an increased risk of falling.33,34 To
further evaluate the benefits and harms of antihyper-
tensive treatment among the very old, in 2010 the US
National Institutes of Health launched the Systolic
Blood Pressure Intervention Trial (SPRINT), which is
designed to determine whether maintaining SBP/DBP
<120/80 mm Hg vs <140/90 mm Hg will further
reduce the risk of cardiovascular and kidney disease,
as well as age-related cognitive decline in adults
55 years and older.35 Age 75 years and older is an a
priori–defined subgroup in SPRINT. SPRINT may help
identify the optimal SBP/DBP goal for the very old with
hypertension.

STUDY LIMITATIONS
The findings from this study should be interpreted in the
context of several limitations. Enrollment in NHANES is
restricted to noninstitutionalized US adults, and individ-
uals residing in nursing homes were not included. Due to
the cross-sectional nature of NHANES data, informa-
tion on outcomes is not available. Exact age is not
available for participants 80 years and older in all of the
NHANES cycles included in our analyses. Therefore, we
were unable to report changes in the age distribution for
our study population over time. BP was obtained during
a single visit and may not capture participants’ long-term
mean levels. Data on the indications for taking the
different antihypertensive medication classes were not
available. Therefore, some antihypertensive classes being
taken by participants may have been prescribed for a
primary reason other than BP reduction. Finally,
NHANES data are available only through 2010. HY-
VET, which was published in 2008, may have had
substantial influence on antihypertensive medication use
and SBP/DBP goal attainment among the very old.
However, we did not have sufficient data following the
publication of HYVET to assess its impact.

CONCLUSIONS
Based on national surveys of US adults aged 80 years
and older from 1988 through 2010, there have been
marked increases in the awareness, treatment, and
control of hypertension. In addition, the prevalence of
ISH and SDH decreased over time, which reflects better
BP control. Hypertension polypharmacy has increased
among the very old, with most hypertensive adults
80 years and older taking ≥2 classes of antihypertensive
medication. Given the substantial increase in antihyper-

tensive medication use over the past 2 decades and lack
of data on the benefits and risks of aggressive BP-
lowering among the very old, studies are needed to
determine the optimal treatment approach and SBP and
DBP goals for this age group.
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