
Abstract. – The blood pressure (BP) fluctua-
tion was first noticed in the 18th century. Howev-
er, its clinical significance did not get attention
until recent years. The increase in BP variability
(BPV) is possibly more valuable than the in-
crease in BP level for predicting damages in tar-
get organs. Moreover, attenuating BPV is more
important than decreasing the BP level. Howev-
er, the concept of BPV was not used in any relat-
ed guideline for diagnosing, defining, and grad-
ing the risk of hypertension, which is due to the
understanding of BPV is not profound, and blind
areas and misunderstanding still exist in the de-
finition, features, and classification of BPV. In
this paper, the doubts and difficulties in study-
ing BPV are analyzed, which may conduce to
understand BPV and thus help for the clinical di-
agnosis and treatment of hypertension.

Key Words:
Blood pressure, Blood pressure variability, Doubts

and difficulties, Cardiovascular disease.

Introduction

According to a considerable number of stud-
ies, BPV increase is a risk factor of cardiovascu-
lar and cerebrovascular diseases, which is inde-
pendent from the mean BP level. Some research-
es1,2 found that BPV had a greater value than the
mean BP level in predicting cardiovascular and
cerebrovascular diseases. Therefore, clinical re-
search of BPV has become a hotspot. BPV is
complex and includes many types, such as very
short-term BPV (beat-to-beat), short-term BPV
(minute-to-minute, reading-to-reading within a
24 h period), mid-term BPV (day-to-day), and
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long-term BPV (visit-to-visit and seasonal). The
factors affecting these BPV types also vary along
with many BPV metrics, such as the standard de-
viation of systolic and diastolic blood pressure or
pulse pressure; coefficient of variation; and vari-
ability uncorrelated with mean BP. These metrics
have their own advantages and disadvantages.
The lack of a generally accepted metric with a
clear-value range results in difficulties in the in-
depth study, reasonable explanation, and accu-
rate clinical application. Given the problems
above mentioned, the doubts and difficulties in
studying BPV are reviewed and analyzed from a
multidisciplinary perspective. 

Similarities and Differences of the
Factors Affecting the BPV Types

Many internal and external factors are involved
in the regulation of BP, such as neuroendocrine,
vessel wall elasticity, environment, emotion, pos-
ture, and motion. These factors affect the long-
term and short-term regulation of BP to varied de-
grees, so they are bound to influence the variation
of different time-interval BPV1-3. Most factors si-
multaneously affect the short-term and long-term
variation of BPV and differ only in degree. Some
factors mainly affect the transient and short-term
BPV, such as sympathetic nerve tension; reflec-
tion function of artery, heart and lung; respiration;
levels and activity of endocrine hormones (an-
giotensin II, bradykinin, endothelin-1, insulin, ni-
tric oxide, etc.); inflammatory factors (C-reactive
protein); hemorheology; emotion or psychological
stress; sleep; active state; and posture1-3. On the
other hands, some factors primarily influence
long-term BPV, such as the application of antihy-
pertensive drugs, the frequency and accuracy of
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BP measurement, the elasticity of arterial wall3-5,
climate changes6, the day and night types of BP7.
In addition, BP level, hypertension course, comor-
bidities (e.g., diabetes mellitus), pathological
changes in target organs (such as apoplexia, my-
ocardial infarction, heart failure, idiopathic sudden
sensorineural hearing loss and renal failure) are re-
lated to BPV at different timescales8-76. However,
their cause-and-effect relation with BPV remains
unclear, and related studies are inconsistent. For
example, recent studies of home blood pressure
variability as captured by the variability indepen-
dent of the mean (VIM) failed to demonstrate that
BPV substantially refines risk profiling beyond
BP levels14,15. Therefore, considering variability
indexes for risk stratification is less meaningful16.
As shown in Table I, a post-hoc analysis of data
from the European Lacidipine Study on Athero-
sclerosis showed that visit-to-visit variability
(VVV) was neither associated with progression of
organ damage nor with cardiovascular outcomes17.

BPV Metrics and Their Relation
BPV was mainly expressed using standard de-

viation (SD) of systolic blood pressure (SBP), di-
astolic blood pressure (DBP), and/or pulse pres-
sure (PP) and coefficient of variation (CV). BPV
was further assessed using VIM (1) (VIM is a
measure of variability uncorrelated with mean
BP, given by VIM = SD/means, where x is esti-
mated from the power curve of SBP SD plotted
against mean SBP), the difference between maxi-
mum and minimum BP18, and the average real
variability (ARV)19. ARV attempts to correct the
limitations of the commonly used SD, which ac-
counts only for the dispersion of values around
the mean and not for the order of the BP read-
ings. Furthermore, BPV can be intuitively
grasped to some extent through successive varia-
tion (SV), range, maximum, peak size, and
trough size of SBP and DBP20. Also, two differ-
ent approaches have been used to assess the abil-
ity of a given treatment to induce a smooth re-
duction of BP over 24 h, leading to reduced 24 h
BPV, assessment of trough/peak ratio, and esti-
mation of the smoothness index (SI)21.

The correlation among SD, CV, and VIM has
been reported to be very high (rs > 0.90), which
is suggestive of having identical information22. In
the TROPHY study population, Levitan et al20

found that all of the VVV metrics were signifi-
cantly correlated with one another, and correla-
tions were strongest among SD, VIM, CV, and
range, as well as between ARV and SV.

Relation and Differences Among BPVs at
Different Timescales

Poor or over cardiovascular response is the
primary pathological and physiological mecha-
nisms of the increase in BP level and BPV.
Short-term BPV reflects that cardiovascular sys-
tem copes with unexpected events, whereas long-
term BPV reflects that the cardiovascular system
chronically adapts to long-term internal and ex-
ternal environmental stress. Therefore, the etiolo-
gy, pathogenesis, and prognosis of BPV over
these different timescales and methods are likely
to vary considerably22,23. The causes are as fol-
lows. Firstly, the factors affecting BPV over dif-
ferent timescales vary. Secondly, the BPV read-
ings are influenced by the measurement frequen-
cy of BP, which is significantly less in long-term
BPV than in short-term BPV in most cases.
Thirdly, different BP measurement methods lead
to deviation in the results. For instance, home
blood pressure monitoring (HBPM) can elimi-
nate physical and spiritual influences, while of-
fice blood pressure monitoring (OBPM) can be
affected by white coat hypertension. The effect
of environmental and daily activities on ambula-
tory blood pressure monitoring (ABPM) cannot
be avoided as well3,24. Fourthly, the observation
deviation of observers and instrument error also
lead to deviation in the results. Therefore, VVV
may differ even in the same individual in differ-
ent timescales25,26. Lastly, the repeatability of
BPV measurement methods is theoretically
linked, and the methods cannot be essentially re-
peated. However, considering the differences in
the affecting factors, HBPM is more stable and
repeatable than ABPM and OBPM. Accordingly,
the metrics above are not consistent when com-
paring BPV in the same period or the drug ef-
fects on BPV2,3. Several studies have reported a
low correlation between VVV of BP and 24 h
BPV1,27,28, ranging only from 0.15 to 0.26 on
ABPM. Mancia et al17 found that intra-individual
VVV assessed by 24 h ABPM is lower than BP
values measured in an office of a physician. A
study suggested that while accounting for BP
level, associations of target organ damage with
BPV were readily detectable in beat-to-beat
recordings but least noticeable in home record-
ing, with 24 h ambulatory monitoring being in-
formative only for pulse-wave velocity18.

What is Time-Frequency Analysis of BPV?
Short-term, mid-term, and long-term BPVs re-

flect BP changes at different time intervals and
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Short-term BPV Mid-term BPV Long-term BPV
Characteristic Very short-term BPV (within 24 h) (day-to-day) (visit-to-visit)

BP method Continuous BP recordings in ABPM ABPM over ≥ 48 h ABPM
a laboratory setting or HBPM OBPM
under ambulatory HBPM

Measuremen Beat-to-beat over variable Every 15 min to 1 h Day-to-day, over Spaced by visit over
intervals recoding periods over 24 h several days, weeks, weeks, months, and

(1 min to 24 h) or months years
BPV indices SD SD, weighted SD, SD, CV, VIM, SD, CV, VIM,

Indices of autonomic CV, VIM, ARV, SV, and ARV SV, and ARV
modulation can be calculated and MMD Range, maximum, Range, maximum,
(spectral analysis) of 24 h, daytime peak size, and peak size, and

Time domain and frequency and night-time trough size of BP trough size of BP
domain analysis through time Rate of blood
intervals of beat-to-beat pressure changes

Day-to-night BP changes
Influencing factors Sympathetic tone, arterial Sympathetic tone, arterial Elasticity of arterial Elasticity of arterial

and cardiopulmonary reflex, and cardiopulmonary wall, frequency and wall, frequency and
elasticity of arterial wall, reflex, elasticity of accuracy of blood accuracy of 
breathing, levels and arterial wall, breathing, pressure measurement, blood pressure
activity of some endocrine levels and activity of climate change, and measurement,
hormones (such as some endocrine hormones dosing/titration of climate change, and
angiotensin II, bradykinin, (such as angiotensin II, AHT dosing/titration
endothelin-1, insulin, bradykinin, endothelin-1, of AHT
nitric oxide, etc.), insulin, nitric oxide, etc.),
inflammation factors inflammation factors
(such as C-reactive protein), (such as C-reactive 
hemorheology, emotional or protein), hemorheology,
psychological stress, sleep, emotional or psychological
activity, and posture stress, sleep, activity, posture,

and dosing/titration of
AHT

Advantage Assessment of indices Extensive information Appropriate for Appropriate for
of autonomic cardiovascular on 24 h BP profile long-term long-term
modulation identification of monitoring monitoring
Usually only a very short patterns of circadian
period of time nonlinear BP variation
analysis can be performed

Disadvantage Some data of blood pressure Stability of blood Patient training and OBPM and HBPM
wave might be lost in pressure can be involvement required provide limited
the monitoring process affected by too for HBPM and ABPM information on
The stability and accuracy many factors over 48 h are neither BP profiles
of the data will be disturbed cannot be frequently always well tolerated
by some noise if monitoring repeated nor accepted by patients
time was extended Easily lost
Stability of measurements
might not be guaranteed
outside the laboratory setting

Table I. Types of BPV: measurement methods and intervals, evaluating indices, influencing factors, and advantages and dis-
advantages.

Abbreviation: ABPM, ambulatory blood pressure monitoring; AHT, antihypertensive treatment; ARV, average real variability;
BP, blood pressure; BPV, blood pressure variability; CV, coefficient of variation; HBPM, home blood pressure monitoring;
OBPM, office blood pressure measurement; MMD, difference between maximum and minimum; SV, successive variation;
VIM, variability independent of the mean.
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scale reflects the transient variation velocity of
BP, which requires Fourier transform to change
the beat-to-beat time series. BPV occurrence was
first described at the beginning of the 18th centu-
ry by Stephen Hales (1733), but BPV assessment

are, thus, regarded as indexes to evaluate BP sta-
bility. The timescale and frequency scale of BPV
are applicable only to beat-to-beat BPV and usu-
ally conducted with HRV time-frequency analy-
sis29. In particular, the analysis of BPV frequency
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in the clinical setting was only made possible to-
ward the end of the 19th century thanks to the
sphygmomanometer technique invented by the
Italian scientist Scipione Riva-Rocci30. In the
1960s, the development of the intra-arterial Ox-
ford system allowed continuous ambulatory BP
monitoring31 and represented a further step for-
ward in BPV assessment in humans. The beat-to-
beat BPV analysis is still a general statistical
analysis based on the beat-to-beat blood pressure
value, which shows the stability of transient vari-
ation. The invasive measurement of arterial
blood pressure greatly limits the development of
transient BPV studies. The time frequency of
HRV is always studied as the heartbeat interval,
and pulse waves (including pressure, velocity,
and diameter waves) are relatively consistent in a
time period29,32. Nevertheless, electrocardio sig-
nal is an electrophysiological phenomenon, and
pulse wave is an electro-mechanical-separated
phenomenon29,32. Although similar in terms of
pathological and physiological significances,
they greatly differ in many aspects26,33. Some
slight differences unavoidably exist between the
heartbeat and pulse wave intervals, hence the dif-
ferences in the time frequency analysis of HRV
and BPV. With regard to signal amplitude, the
band energy figure can be drawn, and HRV and
BPV can describe the time frequency features of
electrocardio signal and BP signal at different
physiological states with different significances.
Accurate measurement of the pulse wave interval
is difficult to obtain, thereby causing difficulty in
conducting time-frequency analysis of transient
BPV. A noninvasive technique for continuous 24
h ABPM at the finger level was established in
199334, in which the study of transient BPV was
valued. The time frequency analysis of BPV was
simpler, more accurate, and feasible. Currently,
as indicated by the frequency spectrum analysis
of instantaneous BPV4,33, the fluctuation pattern
of BP can be divided into the following: (1) high
frequency (HF) band (0.15-0.5 Hz), which stands
for the rapid fluctuation of blood pressure, as an
quantitative indicator of vagus nerve function;
(2) low frequency (LF) band (0.05-0.15 Hz),
which stands for low BPV, resulting from the
sympathetic nerve and pressure reflection, and
the frequency increases as the activity of sympa-
thetic nerve rises; the LF band is an indicator of
sympathetic nerve function; and (3) extremely
low frequency band (0.025-0.05), which stands
for a lower variation component and may be as-
sociated with local temperature regulation, ren-

nin-angiotensin system, and body fluid changes.
Moreover, pulse wave parameters have been suc-
cessfully applied to the clinical measurement of
arterial pressure in recent years, and the time fre-
quency of pulse transit time variability (PTTV)
can be used to investigate some time-frequency
features of instantaneous BPV. A study showed
that PTTV has a significant coherence (> 0.5)
with HRV and BPV under all physiological con-
ditions at HF. However, the coherence became
insignificant at LF immediately after the exercise
≤ 5 min after exercise) and the coherence would
increase at the time of 9 min after the exercise35.
The coherence of time-frequency analysis of
PTTV, HRV, and BPV is not stable, and their
differences and significances in explaining phys-
iological and pathological states require further
studies. 

Is BPV Bound to Increase as
BP Level Grows?

The BPV of hypertensive patients is greater
than that of healthy people. BPV grows to varied
degrees as the BP level increases8,10,36. However,
two randomized controlled studies37,38 found that
calcium channel blockers (CCBs) decreased the
VVV of SBP in hypertensive patients, whereas b
blockers increased the VVV of SBP. However,
no significant difference was found in the BP
level decrease between the two drugs. b-blockers
decreased the BP level but increased BPV, which
is possibly related to its effects on reducing heart
rate and increasing peripheral vascular tension.
The four types of day and night BPV are dipper,
non-dipper, ultra-dipper, and reverse-dipper. The
dipper type is the ideal one. However, numerous
studies have currently shown that the incidence
of hypertension complications, such as left ven-
tricular hypertrophy or stroke in patients with
dipper blood pressure is higher than that in pa-
tients with non-dippers39-41. With the SD of BP
value as the indicator of BPV, the short-term
BPV of dippers came from 24 h ABPM, which is
theoretically greater than that of the non-dippers.
Thus, lesser values lead to more significant dif-
ferences. Current studies have proven that hyper-
tensive individuals with high BPV also have a
higher risk of cardiovascular events8,10,36. A pre-
vious analysis indicated that dippers have a high-
er risk of cardiovascular events than non-dippers,
but some analyses show contradicting results.
Therefore, the correlation between BP level and
BPV is not always consistent. 
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Consideration of Normal Reference 
Value of BPV

An exact consensus of the normal reference
value of BPV is currently not available. Thus,
BPV is not included in guidelines all over the
world as a risk factor and diagnostic stratification
basis of hypertension and targeted organs. BP is
not a definite value as it changes all the time to
guarantee blood supply for tissues and organs and
maintain energy metabolism. From the aspect of
nonlinear biological dynamics, all vital phenome-
na are non-quasiperiodic oscillatory occurrences,
such as heartbeat42, brain wave43, respiration44, and
hormone secretion45. Then, BP fluctuation is also
non-quasiperiodic. Consequently, BPV metrics
should be an interval between normal upper and
lower limits regardless of their type. A normal
BPV reference interval statistically requires many
individual BPV values. Acquiring accurate indi-
vidual BPV values has two conditions. First, mul-
tiple BP measurements should be under the nor-
mal distribution. Second, multiple BP measure-
ments should follow a time sequence. These two
conditions are difficult to satisfy. Thus, most cur-
rent studies that utilized SD as the major indicator
to evaluate BPV are not very accurate and cannot
truly reflect BP dispersion. Other BPV metrics
such as VIM and ARV are also based on SD. Al-
though these metrics can overcome some SD lim-
its, no fundamental changes have been found.
Therefore, the use of BPV metrics is lack of relia-
bility. Considering that BPV measurement is af-
fected by more many factors than BP measure-
ment, obtaining a suitable, accurate, and feasible
BPV reference interval requires more many
prospective randomized controlled studies. More-
over, the definition and measurement methods of
BPV should be revised and unified3,46, which is a
long-term and arduous task.

Effects of Antihypertensive Drugs on
BP Level and BPV

The effects of all antihypertensive drugs on
BPV are based on their influences on BP levels,
despite the correlation is not being always con-
sistent34. No study has shown that antihyperten-
sive drugs can only reduce BPV while not
change BP levels34. A considerable number of re-
searches5,37,38,46,47 indicated that the effects of dif-
ferent antihypertensive drugs on BPV differed
significantly while slightly on BP levels. Among
the five types of first-line antihypertensive drugs,
CCBs can decrease inter-individual and intra-in-
dividual VVVs of BP in hypertensive patients;

diuretics can also reduce VVV of BP, but the ef-
fect of the latter is less significant than that of
CCBs37,38. Angiotensin-converting enzyme in-
hibitors, angiotensin receptor blockers, and ß
blockers can increase the VVV of BP to varied
degrees37,38,47. Some authors5,48-51 found that all
first-line antihypertensive drugs can decrease BP
and 24 h short-term BPV to varied degrees.
Therefore, the effects of drugs on BPV at differ-
ent timescales should be considered in combined
treatment to evaluate further their benefits and
shortcomings. 

Hypertension is a systemic disease. Pathologi-
cal damages such as vascular endothelial injury,
small artery hyalinization, microvascular occlu-
sion rarefaction, carotid intima thickening, and
large artery atherosclerosis appear as BP increas-
es52-54, along with the involvement of other or-
gans. The new guideline55 says that the major
risk factor of atherosclerotic cardiovascular dis-
ease (ASCVD) is hypertension. Accordingly, the
prevention and treatment of ASCVD should start
from preventing hypertension. The heart and
brain are always the targeted damaged organs of
hypertension, and the disability rate and mortali-
ty of cardiovascular and cerebrovascular diseases
are very high. Therefore, most researches still fo-
cus on the relationship between BP and the car-
diovascular and cerebrovascular diseases, rather
than the BP level or BPV recently.

Several papers56,57 have shown that BPV is
correlated with carotid intima-media thickness,
left ventricular hypertrophy, kidney trouble, is-
chemic cardiovascular disease and stoke. Particu-
larly worth mentioning is the closest relation be-
tween BPV and stroke. Hence, high-risk stroke
patients can benefit the most from decreasing
BPV. A meta-analysis38 found that the decrease
in myocardial infarction risk for hypertensive pa-
tients is mainly caused by the decreased average
SBP and has minimal relation with BPV. This
finding is the reason why ß blockers can defer
coronary atherosclerosis and decrease the mortal-
ity of cardiovascular diseases58 but increase the
risk of stroke59. As a result, the BP level and
BPV should be decreased when treating people
with high risk of stroke, and CCBs are the first-
choice drug77. The BP level, burden from drugs,
and heart protection need to be considered for in-
dividuals with high risk of coronary diseases. If
no contraindication is present, b-blockers should
be the first choice. As for individuals with risk of
cardiovascular diseases, a combined use of drugs
can complement one another.
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Differences in Antihypertensive
Drug Effects on BPV Intra- and
Inter-Individual Variation

Rothwell et al1,37 showed that about 50% of
SD of SBP groups during any follow-up is a re-
sult of within-individual VVV rather than the
differences among individuals in underlying
mean SBP. Moreover, given the extent of report-
ed within-individual VVV1,37, trials are unlikely
to be the result of reductions in the inter-individ-
ual differences in mean SBP, particularly without
any difference in mean SBP overall. In ASCOT-
BPLA, group SD of SBP was lower in the am-
lodipine group than in the atenolol group at all
follow-up visits (p < 0.0001), mainly because of
lower within-individual VVV1,37,60. The previous
study indicates that CCBs have a broader spec-
trum of antihypertensive effects, whereas the an-
tihypertensive effect of ß blocks is selective. The
findins are consistent with the pathological and
physical mechanisms of hypertension and these
drugs’ antihypertensive mechanisms. The pres-
sure from peripheral blood vessel resistance is a
major part of arterial BP, whereas the pressure
from blood volume related to heart rate covers a
much less proportion. During the occurrence and
development of hypertension, almost all hyper-
tension patients have increased peripheral blood
vessel resistance to varied degrees, while not all
patients have the sympathetic active state52-54.
Therefore, the hypertension patients without
sympathetic active state are not suggested to take
b-blocks as first-line antihypertensive drugs59.
CCBs has antihypertensive effects on all hyper-
tension patients to varied degrees, especially for
patients those with slight hypertension61. CCBs is
associated with lowered average BP level and
BPV, particularly in young hypertension pa-
tients1. Accordingly, CCB should be considered
as the first choice in the treatment of young peo-
ple with high stroke risk. 

Value of SBP or DBP Variability in
Predicting the Targeted Organ Damage 

The increase of DBP marks the start of hyper-
tension. In 1977, JNC162 stated that treatment is
considered when DBP is 90-104 mmHg, while
DBP > 105 mmHg could be diagnosed as hyper-
tension and should be treated. Three years later,
in JNC263, increases of DBP were further classi-
fied as follows: mild hypertension (90-104
mmHg), moderate hypertension (105-114
mmHg), and severe hypertension (> 115 mmHg).
In 1984, SBP was included into the diagnosis cri-

teria of hypertension for the first time in JNC364.
As the clinical evidence and the understanding of
hypertension increased, people found that the ef-
fects of high SBP on targeted organ damage are
more important than high DBP, especially in pa-
tients older than 50 years65. Different cardiovas-
cular disease risks can be predicted based on the
level of SBP and DBP66. In 1993, JNC567 consid-
ered SBP to be an important indicator for cardio-
vascular diseases and took SBP ≥ 140 mmHg as
an essential basis of diagnosing hypertension for
the first time. Based on current researches, early
primary hypertension is shown as the increase of
DBP. However, DBP gradually decreases and
SBP increases as patients age68-71. Therefore, el-
derly hypertension patients mainly are character-
ized by an increase in SBP. The changing ten-
dency of SBP and DBP variability are related to
age. Studies8,56 also demonstrate that SBP vari-
ability gradually increases, whereas DBP vari-
ability has no such tendency as patients age.
Therefore, BPV in hypertension patients increas-
es along with the increase of BP level1-4. Thus,
SBP variability is a good indicator to predict tar-
geted organ damage in the elderly8. By contrast,
for young patients in early hypertension stage
with increased DBP, DBP variability is more sig-
nificant. However, the results of the study on the
hypertension of all age groups (middle age and
older) indicate that the correlation between DBP
variability and targeted organ damage is un-
clear56. More researches are needed.

Conclusions

Considerable works have been conducted to
understand the pathological and physiological
mechanisms of hypertension. The development
of evidence-based medicine made progress in the
clinical treatment of hypertension. However, hy-
pertension seems to become a stubborn illness as
the incidence remains high72. The newest JNC8
report shows that the goal of systolic pressure
control is increased to 150 mmHg73. In some
countries, the goal of hypertension control seems
to be improved73,74. However, the risk of cardio-
vascular diseases caused by hypertension re-
mains high, while the risk of stroke caused by
hypertension increased much more markedly.
This increase in risk is not only related to the
blood pressure level but also to the insufficient
understanding of hypertension fluctuation and
the absence of corresponding timely treatment.
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Current studies show that BPV is of greater sig-
nificance than simple BP level in determining or-
gan damage, and the increase in BPV is more
harmful to targeted organs than the increase in
BP level. Therefore, to prevent and control hy-
pertension, an in-depth understanding of BPV is
needed. Furthermore, clinical treatment for BPV
needs to be improved. Guidelines from the Euro-
pean Society of Hypertension and the National
Institute for Health Care and Excellence empha-
sized the importance of BPV in hypertension
control74. Recently, guidelines for the manage-
ment of hypertension have largely ignored the
role of BPV in the selection of antihypertensive
therapy75. In this paper, some doubts and diffi-
culties in studying BPV have been explained and
analyzed, which may conduce to the in-depth un-
derstanding of hypertension and thus guide the
clinical treatment of hypertension.

––––––––––––––––––––
Acknowledgements
This review was funded by the National Twelfth Five-year
Major Projects (2012ZX09101105), shandong Provincial
Natural Science Foundation, China (ZR2011LH021 and
ZR2015HM024), IIFSDU (2010JC016), SRF for ROCS, SEM
and the seed Fund of the 2nd Hospital of Shandong University.

–––––––––––––––––-––––
Conflict of Interest
The Authors declare that there are no conflicts of interest.

References

1) ROTHWELL PM, HOWARD SC, DOLAN E, O'BRIEN E,
DOBSON JE, DAHLOF B, SEVER PS, POULTER NR. Prog-
nostic significance of visit-to-visit variability, maxi-
mum systolic blood pressure, and episodic hyper-
tension. Lancet 2010; 375: 895-905.

2) PARATI G, OCHOA JE, LOMBARDI C, BILO G. Assess-
ment and management of blood-pressure vari-
ability. Nat Rev Cardiol 2013; 10: 143-155.

3) KRZYCH LJ, BOCHENEK A. Blood pressure variability:
epidemiological and clinical issues. Cardiol J
2013; 20: 112-120.

4) PARATI G, OCHOA JE, LOMBARDI C, SALVI P, BILO G. As-
sessment and interpretation of blood pressure
variability in a clinical setting. Blood Press 2013;
22: 345-354.

5) HOCHT C, DEL MAURO JS, BERTERA FM, TAIRA CA.
Drugs affecting blood pressure variability: an up-
date. Curr Pharm Des 2015; 21: 744-755.

6) SEGA R, CESANA G, BOMBELLI M, GRASSI G, STELLA ML,
ZANCHETTI A, MANCIA G. Seasonal variations in
home and ambulatory blood pressure in the

PAMELA population. Pressione Arteriose Moni-
torate E Loro Associazioni. J Hypertens 1998; 16:
1585-1592.

7) MODESTI PA, MORABITO M, BERTOLOZZI I, MASSETTI L,
PANCI G, LUMACHI C, GIGLIO A, BILO G, CALDARA G,
LONATI L, ORLANDINI S, MARACCHI G, MANCIA G, GENSI-
NI GF, PARATI G. Weather-related changes in 24-
hour blood pressure profile: effects of age and
implications for hypertension management. Hy-
pertension 2006; 47: 155-161.

8) CHOWDHURY EK, OWEN A, KRUM H, WING LM, NEL-
SON MR, REID CM, SECOND AUSTRALIAN NATIONAL

BLOOD PRESSURE STUDY MANAGEMENT C. Systolic
blood pressure variability is an important pre-
dictor of cardiovascular outcomes in elderly hy-
pertensive patients. J Hypertens 2014; 32: 525-
533.

9) TAKAO T, MATSUYAMA Y, YANAGISAWA H, KIKUCHI M,
KAWAZU S. Visit-to-visit variability in systolic blood
pressure predicts development and progression
of diabetic nephropathy, but not retinopathy, in
patients with type 2 diabetes. J Diabetes Compli-
cations 2014; 28: 185-190.

10) PRINGLE E, PHILLIPS C, THIJS L, DAVIDSON C, STAESSEN

JA, DE LEEUW PW, JAASKIVI M, NACHEV C, PARATI G,
O'BRIEN ET, TUOMILEHTO J, WEBSTER J, BULPITT CJ, FA-
GARD RH, SYST-EUR I. Systolic blood pressure vari-
ability as a risk factor for stroke and cardiovascu-
lar mortality in the elderly hypertensive popula-
tion. J Hypertens 2003; 21: 2251-2257.

11) BARLETTA GM, FLYNN J, MITSNEFES M, SAMUELS J, FRIED-
MAN LA, NG D, COX C, POFFENBARGER T, WARADY B,
FURTH S. Heart rate and blood pressure variability
in children with chronic kidney disease: a report
from the CKiD study. Pediatr Nephrol 2014; 29:
1059-1065.

12) OKADA R, YASUDA Y, TSUSHITA K, WAKAI K, HAMAJIMA

N, MATSUO S. Within-visit blood pressure variability
is associated with prediabetes and diabetes. Sci
Rep 2015; 5: 7964.

13) KOTSIS V, STABOULI S, KARAFILLIS I, PAPAKATSIKA S, RIZOS

Z, MIYAKIS S, GOULOPOULOU S, PARATI G, NILSSON P.
Arterial stiffness and 24 h ambulatory blood pres-
sure monitoring in young healthy volunteers: the
early vascular ageing Aristotle University Thessa-
loniki Study (EVA-ARIS Study). Atherosclerosis
2011; 219: 194-199.

14) ASAYAMA K, KIKUYA M, SCHUTTE R, THIJS L, HOSAKA M,
SATOH M, HARA A, OBARA T, INOUE R, METOKI H, HI-
ROSE T, OHKUBO T, STAESSEN JA, IMAI Y. Home blood
pressure variability as cardiovascular risk factor
in the population of Ohasama. Hypertension
2013; 61: 61-69.

15) SCHUTTE R, THIJS L, LIU YP, ASAYAMA K, JIN Y, ODILI

A, GU YM, KUZNETSOVA T, JACOBS L, STAESSEN JA.
Within-subject blood pressure level--not vari-
ability--predicts fatal and nonfatal outcomes in a
general population. Hypertension 2012; 60:
1138-1147.

16) ASAYAMA K, WEI FF, LIU YP, HARA A, GU YM, SCHUTTE

R, LI Y, THIJS L, STAESSEN JA. Does blood pressure

1825

Doubts and difficulties in studying blood pressure variability



1826

variability contribute to risk stratification? Method-
ological issues and a review of outcome studies
based on home blood pressure. Hypertens Res
2015; 38: 97-101.

17) MANCIA G, FACCHETTI R, PARATI G, ZANCHETTI A. Visit-
to-visit blood pressure variability in the European
Lacidipine Study on Atherosclerosis: methodolog-
ical aspects and effects of antihypertensive treat-
ment. J Hypertens 2012; 30: 1241-1251.

18) WEI FF, LI Y, ZHANG L, XU TY, DING FH, WANG JG,
STAESSEN JA. Beat-to-beat, reading-to-reading, and
day-to-day blood pressure variability in relation to
organ damage in untreated Chinese. Hyperten-
sion 2014; 63: 790-796.

19) HANSEN TW, THIJS L, LI Y, BOGGIA J, KIKUYA M, BJORK-
LUND-BODEGARD K, RICHART T, OHKUBO T, JEPPESEN J,
TORP-PEDERSEN C, DOLAN E, KUZNETSOVA T, STOLARZ-
SKRZYPEK K, TIKHONOFF V, MALYUTINA S, CASIGLIA E,
NIKITIN Y, LIND L, SANDOYA E, KAWECKA-JASZCZ K, IMAI

Y, WANG J, IBSEN H, O'BRIEN E, STAESSEN JA, INTERNA-
TIONAL DATABASE ON AMBULATORY BLOOD PRESSURE IN

RELATION TO CARDIOVASCULAR OUTCOMES I. Prognostic
value of reading-to-reading blood pressure vari-
ability over 24 hours in 8938 subjects from 11
populations. Hypertension 2010; 55: 1049-1057.

20) LEVITAN EB, KACIROTI N, OPARIL S, JULIUS S, MUNTNER

P. Relationships between metrics of visit-to-visit
variability of blood pressure. J Hum Hypertens
2013; 27: 589-593.

21) PARATI G, SCHUMACHER H. Blood pressure variability
over 24 h: prognostic implications and treatment
perspectives. An assessment using the smooth-
ness index with telmisartan-amlodipine monother-
apy and combination. Hypertens Res 2014; 37:
187-193.

22) SHIMBO D, NEWMAN JD, ARAGAKI AK, LAMONTE MJ,
BAVRY AA, ALLISON M, MANSON JE, WASSERTHEIL-
SMOLLER S. Association between annual visit-to-
visit blood pressure variability and stroke in post-
menopausal women: data from the Women's
Health Initiative. Hypertension 2012; 60: 625-630.

23) MANCIA G, PARATI G. The role of ambulatory blood
pressure monitoring in elderly hypertensive pa-
tients. Blood Press Suppl 2000; 2: 12-16.

24) MUNTNER P, LEVITAN EB. Visit-to-visit variability of
blood pressure: current knowledge and future re-
search directions. Blood Press Monit 2013; 18:
232-238.

25) ASAYAMA K, SCHUTTE R, LI Y, HANSEN TW, STAESSEN JA.
Blood pressure variability in risk stratification:
What does it add? Clin Exp Pharmacol Physiol
2014; 41: 1-8.

26) CAHAN A, BEN-DOV IZ, BURSZTYN M. Association of
heart rate with blood pressure variability: implica-
tions for blood pressure measurement. Am J Hy-
pertens 2012; 25: 313-318.

27) HSIEH YT, TU ST, CHO TJ, CHANG SJ, CHEN JF, HSIEH

MC. Visit-to-visit variability in blood pressure
strongly predicts all-cause mortality in patients
with type 2 diabetes: a 5.5-year prospective
analysis. Eur J Clin Invest 2012; 42: 245-253.

28) MANCIA G, FACCHETTI R, PARATI G, ZANCHETTI A. Visit-
to-visit blood pressure variability, carotid athero-
sclerosis, and cardiovascular events in the Euro-
pean Lacidipine Study on Atherosclerosis. Circu-
lation 2012; 126: 569-578.

29) POSTOLACHE G, OLIVEIRA M, ROCHA I, GIRAO PS, POS-
TOLACHE O. New insight into arrhythmia onset us-
ing HRV and BPV analysis. Conf Proc IEEE Eng
Med Biol Soc 2011; 2011: 2691-2694.

30) MANCIA G, PARATI G. The role of blood pressure
variability in end-organ damage. J Hypertens
Suppl 2003; 21: S17-23.

31) BEVAN AT, HONOUR AJ, STOTT FH. Direct arterial
pressure recording in unrestricted man. Br Heart
J 1969; 31: 387-388.

32) BOGUCKI S, NOSZCZYK-NOWAK A. Short-term heart
rate variability (HRV) in healthy dogs. Pol J Vet
Sci 2015; 18: 307-312.

33) VIRTANEN R, JULA A, KUUSELA T, AIRAKSINEN J. Beat-to-
beat oscillations in pulse pressure. Clin Physiol
Funct Imaging 2004; 24: 304-309.

34) IMHOLZ BP, LANGEWOUTERS GJ, VAN MONTFRANS GA,
PARATI G, VAN GOUDOEVER J, WESSELING KH, WIELING

W, MANCIA G. Feasibility of ambulatory, continu-
ous 24-hour finger arterial pressure recording.
Hypertension 1993; 21: 65-73.

35) MA HT, ZHANG YT. Spectral analysis of pulse tran-
sit time variability and its coherence with other
cardiovascular variabilities. Conf Proc IEEE Eng
Med Biol Soc 2006; 1: 6442-6445.

36) PARATI G, FAINI A, VALENTINI M. Blood pressure vari-
ability: its measurement and significance in hyper-
tension. Curr Hypertens Rep 2006; 8: 199-204.

37) ROTHWELL PM, HOWARD SC, DOLAN E, O'BRIEN E,
DOBSON JE, DAHLOF B, POULTER NR, SEVER PS, ASCOT

B, INVESTIGATORS MRCT. Effects of beta blockers
and calcium-channel blockers on within-individual
variability in blood pressure and risk of stroke.
Lancet Neurol 2010; 9: 469-480.

38) WEBB AJ, FISCHER U, MEHTA Z, ROTHWELL PM. Effects
of antihypertensive-drug class on interindividual
variation in blood pressure and risk of stroke: a
systematic review and meta-analysis. Lancet
2010; 375: 906-915.

39) VERDECCHIA P, SCHILLACI G, GUERRIERI M, GATTESCHI C,
BENEMIO G, BOLDRINI F, PORCELLATI C. Circadian
blood pressure changes and left ventricular hy-
pertrophy in essential hypertension. Circulation
1990; 81: 528-536.

40) VERDECCHIA P, SCHILLACI G, PORCELLATI C. Dippers ver-
sus non-dippers. J Hypertens Suppl 1991; 9: S42-
4.

41) VERDECCHIA P, SCHILLACI G, GATTESCHI C, ZAMPI I, BAT-
TISTELLI M, BARTOCCINI C, PORCELLATI C. Blunted noc-
turnal fall in blood pressure in hypertensive
women with future cardiovascular morbid events.
Circulation 1993; 88: 986-992.

42) NICOLINI P, CIULLA MM, DE ASMUNDIS C, MAGRINI F,
BRUGADA P. The prognostic value of heart rate
variability in the elderly, changing the perspec-

X.-L. Chi, Z.-R. Guo, S.-L. Xu, J.-Z. Bi, W.-P. Ju, D.-Q. Zhang, Q.-J. Wu



tive: from sympathovagal balance to chaos the-
ory. Pacing Clin Electrophysiol 2012; 35: 622-
638.

43) HE T, LU G, LI J, CHEN G. [Chaos in electroen-
cephalogram]. Sheng Wu Yi Xue Gong Cheng
Xue Za Zhi 2000; 17: 209-213.

44) GOLDIN MA, MINDLIN GB. Evidence and control of
bifurcations in a respiratory system. Chaos 2013;
23: 043138.

45) PRANK K, HARMS H, BRABANT G, HESCH RD, DAMMIG

M, MITSCHKE F. Nonlinear dynamics in pulsatile se-
cretion of parathyroid hormone in normal human
subjects. Chaos 1995; 5: 76-81.

46) TAYLOR KS, HENEGHAN CJ, STEVENS RJ, ADAMS EC,
NUNAN D, WARD A. Heterogeneity of prognostic
studies of 24-hour blood pressure variability: sys-
tematic review and meta-analysis. PLoS One
2015; 10: e0126375.

47) WEBB AJ, ROTHWELL PM. Effect of dose and combi-
nation of antihypertensives on interindividual
blood pressure variability: a systematic review.
Stroke 2011; 42: 2860-2865.

48) MITSUHASHI H, TAMURA K, YAMAUCHI J, OZAWA M,
YANAGI M, DEJIMA T, WAKUI H, MASUDA S, AZUMA K,
KANAOKA T, OHSAWA M, MAEDA A, TSURUMI-IKEYA Y,
OKANO Y, ISHIGAMI T, TOYA Y, TOKITA Y, OHNISHI T,
UMEMURA S. Effect of losartan on ambulatory
short-term blood pressure variability and cardio-
vascular remodeling in hypertensive patients on
hemodialysis. Atherosclerosis 2009; 207: 186-
190.

49) ZAKOPOULOS N, STAMATELOPOULOS S, MOULOPOULOS S.
Effect of hypotensive drugs on the circadian
blood pressure pattern in essential hypertension:
a comparative study. Cardiovasc Drugs Ther
1997; 11: 795-799.

50) LIU-DERYKE X, LEVY PD, PARKER D, JR., COPLIN W,
RHONEY DH. A prospective evaluation of labetalol
versus nicardipine for blood pressure manage-
ment in patients with acute stroke. Neurocrit Care
2013; 19: 41-47.

51) SCHOLZE J, BRAMLAGE P, TRENKWALDER P, KREUTZ R. Effi-
cacy and safety of a fixed-dose combination of
lercanidipine and enalapril in daily practice. A
comparison of office, self-measured and ambula-
tory blood pressure. Expert Opin Pharmacother
2011; 12: 2771-2779.

52) HALL JE, GRANGER JP, DO CARMO JM, DA SILVA AA, DU-
BINION J, GEORGE E, HAMZA S, SPEED J, HALL ME. Hy-
pertension: physiology and pathophysiology.
Compr Physiol 2012; 2: 2393-2442.

53) RENNA NF, DE LAS HERAS N, MIATELLO RM. Patho-
physiology of vascular remodeling in hyperten-
sion. Int J Hypertens 2013; 2013: 808353.

54) ZANCHETTI A. From pathophysiology to therapeutic
interventions: the span of hypertension research.
J Hypertens 2014; 32: 703-705.

55) JACOBSON TA, ITO MK, MAKI KC, ORRINGER CE, BAYS

HE, JONES PH, MCKENNEY JM, GRUNDY SM, GILL EA,
WILD RA, WILSON DP, BROWN WV. National lipid as-

sociation recommendations for patient-centered
management of dyslipidemia: part 1--full report. J
Clin Lipidol 2015; 9: 129-169.

56) LEONCINI G, VIAZZI F, STORACE G, DEFERRARI G, PON-
TREMOLI R. Blood pressure variability and multiple
organ damage in primary hypertension. J Hum
Hypertens 2013; 27: 663-670.

57) RYU J, CHA RH, KIM DK, LEE JH, YOON SA, RYU DR,
OH JE, KIM S, HAN SY, LEE EY, KIM YS, INVESTIGATORS

AP. The clinical association of the blood pressure
variability with the target organ damage in hyper-
tensive patients with chronic kidney disease. J
Korean Med Sci 2014; 29: 957-964.

58) BAUTERS C, LEMESLE G, MEURICE T, TRICOT O, DE

GROOTE P, LAMBLIN N. Prognostic impact of ss-
blocker use in patients with stable coronary artery
disease. Heart 2014; 100: 1757-1761.

59) DAHLOF B, DEVEREUX RB, KJELDSEN SE, JULIUS S, BEEV-
ERS G, DE FAIRE U, FYHRQUIST F, IBSEN H, KRISTIANSSON

K, LEDERBALLE-PEDERSEN O, LINDHOLM LH, NIEMINEN

MS, OMVIK P, OPARIL S, WEDEL H, GROUP LS. Cardio-
vascular morbidity and mortality in the Losartan
Intervention For Endpoint reduction in hyperten-
sion study (LIFE): a randomised trial against
atenolol. Lancet 2002; 359: 995-1003.

60) DAHLOF B, SEVER PS, POULTER NR, WEDEL H, BEEVERS

DG, CAULFIELD M, COLLINS R, KJELDSEN SE, KRISTINS-
SON A, MCINNES GT, MEHLSEN J, NIEMINEN M, O'BRIEN

E, OSTERGREN J, INVESTIGATORS A. Prevention of car-
diovascular events with an antihypertensive regi-
men of amlodipine adding perindopril as required
versus atenolol adding bendroflumethiazide as
required, in the Anglo-Scandinavian Cardiac Out-
comes Trial-Blood Pressure Lowering Arm (AS-
COT-BPLA): a multicentre randomised controlled
trial. Lancet 2005; 366: 895-906.

61) JAMERSON K, WEBER MA, BAKRIS GL, DAHLOF B, PITT B,
SHI V, HESTER A, GUPTE J, GATLIN M, VELAZQUEZ EJ,
INVESTIGATORS AT. Benazepril plus amlodipine or
hydrochlorothiazide for hypertension in high-risk
patients. N Engl J Med 2008; 359: 2417-2428.

62) [NO AUTHORS LISTED]. Report of the Joint National
Committee on Detection, Evaluation, and Treat-
ment of High Blood Pressure. A cooperative
study. JAMA 1977; 237: 255-261.

63) [NO AUTHORS LISTED]. 1980 Report of the Joint Na-
tional Committee on Detection, Evaluation, and
Treatment of High Blood Pressure. Council on
Dental Health and Health Planning. J Am Dent
Assoc 1981; 103: 451-452.

64) [NO AUTHORS LISTED]. The 1984 Report of the Joint
National Committee on Detection, Evaluation and
Treatment of High Blood Pressure. J La State
Med Soc 1986; 138: 51-69.

65) ESH/ESC TASK FORCE FOR THE MANAGEMENT OF ARTERI-
AL HYPERTENSION. 2013 Practice guidelines for the
management of arterial hypertension of the Euro-
pean Society of Hypertension (ESH) and the Eu-
ropean Society of Cardiology (ESC): ESH/ESC
Task Force for the Management of Arterial Hy-
pertension. J Hypertens 2013; 31: 1925-1938.

1827

Doubts and difficulties in studying blood pressure variability



1828

66) RAPSOMANIKI E, TIMMIS A, GEORGE J, PUJADES-RO-
DRIGUEZ M, SHAH AD, DENAXAS S, WHITE IR, CAULFIELD

MJ, DEANFIELD JE, SMEETH L, WILLIAMS B, HINGORANI

A, HEMINGWAY H. Blood pressure and incidence of
twelve cardiovascular diseases: lifetime risks,
healthy life-years lost, and age-specific associa-
tions in 1.25 million people. Lancet 2014; 383:
1899-1911.

67) FROHLICH ED. The fifth Joint National Committee
report on the detection, evaluation and treatment
of high blood pressure. J Am Coll Cardiol 1993;
22: 621-622.

68) LI Y, WEI FF, WANG S, CHENG YB, WANG JG. Cardio-
vascular risks associated with diastolic blood
pressure and isolated diastolic hypertension. Curr
Hypertens Rep 2014; 16: 489.

69) LI Y, WEI FF, THIJS L, BOGGIA J, ASAYAMA K, HANSEN

TW, KIKUYA M, BJORKLUND-BODEGARD K, OHKUBO T,
JEPPESEN J, GU YM, TORP-PEDERSEN C, DOLAN E, LIU

YP, KUZNETSOVA T, STOLARZ-SKRZYPEK K, TIKHONOFF V,
MALYUTINA S, CASIGLIA E, NIKITIN Y, LIND L, SANDOYA

E, KAWECKA-JASZCZ K, MENA L, MAESTRE GE, FIL-
IPOVSKY J, IMAI Y, O'BRIEN E, WANG JG, STAESSEN JA,
INTERNATIONAL DATABASE ON AMBULATORY BLOOD PRES-
SURE IN RELATION TO CARDIOVASCULAR OUTCOMES I.
Ambulatory hypertension subtypes and 24-hour
systolic and diastolic blood pressure as distinct
outcome predictors in 8341 untreated people
recruited from 12 populations. Circulation 2014;
130: 466-474.

70) KOCEMBA J, KAWECKA-JASZCZ K, GRYGLEWSKA B, GRODZ-
ICKI T. Isolated systolic hypertension: pathophysi-
ology, consequences and therapeutic benefits. J
Hum Hypertens 1998; 12: 621-626.

71) MANCIA G, GIANNATTASIO C. Diagnostic and thera-
peutic problems of isolated systolic hypertension.
J Hypertens 2015; 33: 33-43.

72) WU L, HE Y, JIANG B, SUN D, WANG J, LIU M, YANG S,
WANG Y. Trends in Prevalence, Awareness, Treat-
ment and Control of Hypertension during 2001-
2010 in an Urban Elderly Population of China.
PLoS One 2015; 10: e0132814.

73) JAMES PA, OPARIL S, CARTER BL, CUSHMAN WC, DENNI-
SON-HIMMELFARB C, HANDLER J, LACKLAND DT, LEFEVRE

ML, MACKENZIE TD, OGEDEGBE O, SMITH SC, JR.,
SVETKEY LP, TALER SJ, TOWNSEND RR, WRIGHT JT, JR.,
NARVA AS, ORTIZ E. 2014 evidence-based guideline
for the management of high blood pressure in
adults: report from the panel members appointed
to the Eighth Joint National Committee (JNC 8).
JAMA 2014; 311: 507-520.

74) MANCIA G, FAGARD R, NARKIEWICZ K, REDON J,
ZANCHETTI A, BOHM M, CHRISTIAENS T, CIFKOVA R, DE

BACKER G, DOMINICZAK A, GALDERISI M, GROBBEE

DE, JAARSMA T, KIRCHHOF P, KJELDSEN SE, LAURENT S,
MANOLIS AJ, NILSSON PM, RUILOPE LM, SCHMIEDER

RE, SIRNES PA, SLEIGHT P, VIIGIMAA M, WAEBER B,
ZANNAD F, TASK FORCE M. 2013 ESH/ESC Guide-
lines for the management of arterial hyperten-
sion: the Task Force for the management of ar-
terial hypertension of the European Society of
Hypertension (ESH) and of the European Soci-
ety of Cardiology (ESC). J Hypertens 2013; 31:
1281-1357.

75) CHOBANIAN AV, BAKRIS GL, BLACK HR, CUSHMAN

WC, GREEN LA, IZZO JL, JR., JONES DW, MATERSON

BJ, OPARIL S, WRIGHT JT, JR., ROCCELLA EJ, NATIONAL

HEART L, BLOOD INSTITUTE JOINT NATIONAL COMMITTEE

ON PREVENTION DE, TREATMENT OF HIGH BLOOD P,
NATIONAL HIGH BLOOD PRESSURE EDUCATION PRO-
GRAM COORDINATING C. The Seventh Report of the
Joint National Committee on Prevention, Detec-
tion, Evaluation, and Treatment of High Blood
Pressure: the JNC 7 report. JAMA 2003; 289:
2560-2572.

76) S. DEMIRELLI, H. DEGIRMENCI, S. FIRTINA, I. SALCAN, E.
ERMIS, H. DUMAN, E. IPEK, H. HAMUR, G. Ceyhun.
Evaluation of heart rate variability and night-time
blood pressure measurements in patients with id-
iopathic sudden sensorineural hearing loss. Eur
Rev Med Pharmacol Sci 2016; 20: 726-732.

77) M. JI, S.-J. LI, W.-L. Hu. Effects of different antihy-
pertensive drugs on blood pressure variability in
patients with ischemic stroke .Eur Rev Med Phar-
macol Sci 2014; 18: 2491-2495.

X.-L. Chi, Z.-R. Guo, S.-L. Xu, J.-Z. Bi, W.-P. Ju, D.-Q. Zhang, Q.-J. Wu


