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MHSThe projected growth in the geriatric age population, its high cardiovascu-
lar disease risk, and its prevalence of hypertension that exceeds 60% have 
created a public health opportunity to carefully examine treatment recom-

mendations for hypertension in older individuals. Based on new evidence related 
to brain health observed in SPRINT (Systolic Blood Pressure Intervention Trial),1 this 
perspective from 2 of its investigators highlights the benefits of achieving a lower 
systolic blood pressure (SBP) goal that should be considered in managing hyperten-
sion in older adults.

The evolution in the recommended SBP treatment goal for older individuals 
beginning with the publication of the seminal Systolic Hypertension in the Elderly 
Program study in 1991 is illustrated in the Figure. The most current (2017) Ameri-
can College of Cardiology/American Heart Association guideline states that an 
“SBP treatment goal of less than 130 mm Hg is recommended for noninstitutional-
ized ambulatory community-dwelling adults (≥65 years of age) with an average 
SBP of 130 mm Hg or higher.”2 This recommendation was based primarily on new 
evidence from the SPRINT study.3 Of relevance to geriatric hypertension, SPRINT 
enrolled 2656 participants ≥75 years of age.4 In this older cohort, a 34% reduction 
in the cardiovascular disease outcome and 33% reduction in total mortality were 
identified with intensive SBP management to a goal of 120 mm Hg. These benefits 
were noted among the frailest older participants and were not accompanied by 
any serious, irreversible adverse events. It is notable that the rate of injurious falls 
did not differ by treatment group, even among participants ≥85 years of age. 
Moreover, the rates of withdrawal and loss to follow-up did not differ according 
to the treatment arm.

SPRINT was also designed to address the hypothesis that the incidence of all-
cause dementia would be lower with intensive SBP treatment in its Memory and 
Cognition in Decreased Hypertension (MIND) component. Cognitive data collec-
tion continued beyond the termination of the active intervention at 3.26 years, 
and these data are now available from 8563 SPRINT participants followed up for 
an average of 5.11 years.1 Although the 17% reduction in adjudicated all-cause 
probable dementia in the intensive relative to the standard group did not achieve 
statistical significance, there were significant reductions of the same magnitude in 
the occurrence of mild cognitive impairment (MCI; 19%; P=0.01) and in the com-
posite outcome of MCI or dementia (15%; P=0.02). It is important to recognize 
that MCI is a distinct clinical condition that is an obligatory precursor to developing 
dementia. Estimates for the rate of progression from MCI to dementia range from 
10% to 22% per year, depending on the study cohort’s risk factors and the type 
of MCI, with its amnestic form being more likely to progress. Demonstrating a 
delay in developing MCI has important public health implications. Postponing the 
development of dementia by 2 years could result in a 20% decrease in the number 
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of people living with dementia in the United States by 
2040 (from 11.7 to 9.5 million people). SPRINT-MIND 
provides the first rigorously adjudicated evidence that 
MCI can be prevented with intensive SBP control, dem-
onstrating that what is good for the heart is good for 
the brain.

Before SPRINT-MIND, there was clinical equipoise con-
cerning lower SBP thresholds and brain health. There was 
no conclusive evidence from 15 previous hypertension 
clinical trials for the effect of SBP reduction on cognitive 
impairment or dementia. The recently completed HOPE-3 
study (Heart Outcomes Prevention Evaluation-3) was de-
signed to assess the effect of blood pressure or lipid-low-
ering therapy on cognitive performance among 2361 old-
er adults (age ≥70 years).5 In contrast with SPRINT-MIND, 
HOPE-3 investigators concluded that SBP lowering had no 
effect on cognitive decline. Several critical differences in 
study design account for the negative HOPE-3 study find-
ings: (1) Its study population was defined as intermediate 
risk (eg, fewer than half of participants had a diagnosis of 
hypertension); (2) its primary cognitive outcome was a de-
cline in a single cognitive test (there was no adjudication 
of either MCI or dementia); and (3) the SBP difference be-
tween treatment groups was only 6 mm Hg. Of interest, a 
significant reduction in the rate of decline on the cognitive 
test was noted with active intervention among the highest 
baseline SBP tertile subgroup in HOPE-3.

The second recommendation of the American Col-
lege of Cardiology/American Heart Association guide-
line is as follows: “For older adults (≥65 years of age) 
with hypertension and a high burden of comorbidity and 
limited life expectancy, clinical judgment, patient prefer-

ence, and a team-based approach to assess risk/benefit 
is reasonable for decisions regarding intensity of BP low-
ering and choice of antihypertensive drugs.”2 This rec-
ommendation encapsulates the nuances inherent in the 
complexity of providing care to older individuals. Perhaps 
especially among the heterogeneous population of older 
adults with hypertension, a personalized, patient-centric 
approach that carefully integrates the individual’s risks 
and benefits of more intensive BP control is necessary. 
This evaluation should incorporate the patient’s addi-
tional comorbidities, frailty status, prognosis with regard 
to projected time to benefit from the intervention, and 
goals of care. The SPRINT eligibility criteria should also be 
considered. For example, SPRINT excluded participants 
with an SBP <110 mm Hg after 1 minute of standing. In 
addition, because of its other exclusions, its results can-
not be generalized to older adults with prevalent demen-
tia or residents of skilled nursing facilities.

SBP reduction is one of the few interventions for which 
there is now clear evidence of benefit to significantly re-
duce mortality and morbidity, including preventing the de-
velopment of MCI, in older individuals, including ambula-
tory, frail older adults. It bears emphasis that these benefits 
were demonstrated relative to a group treated to a target 
SBP <140 mm Hg who would have been considered to be 
well controlled before the publication of the 2017 Ameri-
can College of Cardiology/American Heart Association 
guideline (Figure). The SPRINT-MIND findings may prompt 
further discussion to consider whether the recommended 
goal of 130 mm Hg in the guideline was actually too con-
servative. With the recognition that SBP control rates were 
suboptimal when the threshold was 140 mm Hg, it seems 
evident that greater attention needs to be devoted to im-
proving SBP control rates among the high-risk population 
of older adults.
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Figure. Recommended systolic blood pressure (SBP) treatment goals 
for older individuals.  
No randomized clinical trial (RCT) data existed before 1991 to inform the 
treatment of what was then referred to as isolated systolic hypertension in 
older adults. The red line illustrates the changes in the recommended SBP 
goal sequentially over time by the Joint National Committee on the Detection 
and Prevention of Hypertension (JNC) 7 (published in 2003) and 8 (published 
in 2013) guidelines and the 2017 American College of Cardiology/American 
Heart Association (ACC/AHA) guideline. The 2 major RCTs before SPRINT 
(Systolic Blood Pressure Intervention Trial) that informed these changes, SHEP 
(Systolic Hypertension in the Elderly Project) in 1991 and HYVET (Hyperten-
sion in the Very Elderly Trial) in 2008, are superimposed with the entry SBP 
levels for their participants (red bar) and the achieved SBP for the placebo or 
standard (yellow bar) and active or intensive arms (green bars). It is important 
to recognize that the benefits observed with intensive therapy in SPRINT are 
relative to a standard arm with SBP levels below the level recommended in 
prior guidelines.

D
ow

nloaded from
 http://ahajournals.org by on A

pril 13, 2021

mailto:mark.supiano@utah.edu


Supiano and Williamson Management of Geriatric Hypertension

FR
AM

E 
OF

 R
EF

ER
EN

CE

September 17, 2019 Circulation. 2019;140:976–978. DOI: 10.1161/CIRCULATIONAHA.119.037872978

System Geriatric Research, Education, and Clinical Center (to Dr Supiano), 
and P30 AG21332 Wake Forest School of Medicine Claude D. Pepper Older 
Americans Independence Center (to Dr Williamson). The content is solely 
the responsibility of the authors and does not necessarily represent the of-
ficial views of the National Institutes of Health, the US Department of Vet-
erans Affairs, or the US government. The views expressed in this paper are 
those of the authors and do not necessarily represent the official position 
of the National Institutes of Health, the Department of Veterans Affairs, the 
US government, or the SPRINT (Systolic Blood Pressure Intervention Trial) 
Research Group.

Disclosures
None.

REFERENCES
 1. Williamson JD, Pajewski NM, Auchus AP, Bryan RN, Chelune G, 

Cheung AK, Cleveland ML, Coker LH, Crowe MG, Cushman WC, et al. Ef-
fect of intensive vs standard blood pressure control on probable dementia: 
a randomized clinical trial. JAMA. 2019;321:553–561.

 2. Whelton PK, Carey RM, Aronow WS, Casey DE Jr, Collins KJ, 
Dennison Himmelfarb C, DePalma SM, Gidding S, Jamerson KA, Jones DW, 
et al. 2017 ACC/AHA/AAPA/ABC/ACPM/AGS/APhA/ASH/ASPC/NMA/
PCNA guideline for the prevention, detection, evaluation, and man-
agement of high blood pressure in adults: a report of the Ameri-
can College of Cardiology/American Heart Association Task Force on 
Clinical Practice Guidelines. Circulation. 2018;138:e484–e594. doi: 
10.1161/CIR.0000000000000596

 3. Wright JT Jr, Williamson JD, Whelton PK, Snyder JK, Sink KM, Rocco MV, 
Reboussin DM, Rahman M, Oparil S, Lewis CE, et al. A randomized 
trial of intensive versus standard blood-pressure control. N Engl J Med. 
2015;373:2103–2116.

 4. Williamson JD, Supiano MA, Applegate WB, Berlowitz DR, Campbell RC, 
Chertow GM, Fine LJ, Haley WE, Hawfield AT, Ix JH, et al; SPRINT Research 
Group. Intensive vs standard blood pressure control and cardiovascular 
disease outcomes in adults aged ≥75 years: a randomized clinical trial. 
JAMA. 2016;315:2673–2682. doi: 10.1001/jama.2016.7050

 5. Bosch J, O’Donnell M, Swaminathan B, Lonn EM, Sharma M, 
Dagenais G, Diaz R, Khunti K, Lewis BS, Avezum A, et al; HOPE-3 Inves-
tigators. Effects of blood pressure and lipid lowering on cognition: re-
sults from the HOPE-3 study. Neurology. 2019;92:e1435–e1446. doi: 
10.1212/WNL.0000000000007174

D
ow

nloaded from
 http://ahajournals.org by on A

pril 13, 2021




