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Association of stroke risk with new blood pressure criterion 2017 is unknown in China.

We assessed the association between blood pressure (BP) values and stroke risk in

a low-income population in Tianjin, China. Systolic blood pressure (SBP) and diastolic

blood pressure (DBP) values were categorized into five strata and strokes were recorded

as stroke, ischemic stroke, and hemorrhagic stroke. Stroke risk was analyzed according

to blood pressure stratum using Cox regression analysis. Overall, 4,017 residents (age,

≥18 years) were included in this prospective cohort study. Over a 27-year follow-up

period (total, 86,515.78 person-years), 638 participants experienced first-ever strokes.

The stroke risk was higher among individuals with SBPs ≥140 mmHg or DBPs ≥90

mmHg than among those with SBPs <130 mmHg or DBPs <80 mmHg (reference

group), after adjusting for covariates. However, hemorrhagic stroke risk increased

only in participants with SBPs ≥160 mmHg. The stroke risk increased for individuals

<65-years-old having BP values ≥130/80 mmHg and for individuals ≥65-years-old with

BP values ≥160/90 mmHg. To reduce the stroke burden in China, target BP goals

must be established for adults, with different targets for the middle-aged and the elderly

segments of the population. These results are very important for guiding clinical practice

and may be generalized to other developing countries experiencing rapid economic

development and where transitions in the spectrum of prevalent diseases have occurred.
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INTRODUCTION

Globally, elevated blood pressure (BP) is the strongest modifiable risk factor for cardiovascular
disease (CVD) and related disabilities; CVD caused almost 10 million deaths, worldwide, in 2013
(1). In China, in 2013, CVD (primarily stroke and ischemic heart disease) accounted for 2.5 million
deaths (28% of overall deaths) and 15% of total disability-adjusted life-years (1, 2). Currently,∼28%
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of Chinese adults have hypertension, and its prevalence has
increased significantly during recent decades. Moreover, the
rates of hypertension awareness, treatment, and control remain
extremely low, suggestive of a substantial and unnecessary future
disease burden (3).

China is an agricultural country, with approximately half
of the population living in underdeveloped rural areas where
the prevalence of hypertension is high and treatment and
control rates are low. Our previous study showed that the age-
standardized prevalence of hypertension, among rural residents
35–74-years-old, was 51.7% in 2011, but its treatment (43.5%)
and control (12%) rates were poor (4). Furthermore, the
incidence of first-ever strokes in this population has steadily
increased over time. For example, between 1992 and 2012, the
annual increase in the overall incidence of first-ever stroke was
6.5% (5).

Over the past few decades, BP-related CVD, especially stroke,
has become a major public health challenge (6, 7). Many studies
have shown that stroke is the predominant CVD, in China
(6, 8–11). Graded associations between elevated systolic (SBP)
and diastolic (DBP) BP levels and increased CVD risk have
been demonstrated in previous observational studies (4, 12).
Specifically, the risk of CVD increases in a log-linear fashion
between SBP levels of <115 mmHg to >180 mmHg and between
DBP levels of <75 mmHg to >105 mmHg (12). Further, baseline
BP measurements are stronger predictors of long-term CVD or
stroke events than are other conventional risk factors (13–15).
However, the association of BP levels with the risk of different
stroke types, by age, is unknown in China, especially among low-
income individuals. Thus, we used a 27-year study to assess the
relative stroke risk associated with different BP levels in a low-
income population, in China; the risk was assessed according to
patient age, sex, and stroke type.

MATERIALS AND METHODS

Study Population
This is a population-based cohort study, which conducted in
1991. The study population involved individuals participating
in the Tianjin Brain Study, a previously described, population-
based, stroke surveillance study that began in 1985 in a township
in Tianjin, China (4, 16–18). Briefly, the study population resided
in 18 administrative villages in Yangjinzhuang, a township in
Tianjin; 95% of the residents were low-income farmers. The
primary source of income was grain production, and the annual
per capita income was <100 USD in 1991 and <1,000 USD in
2010 (19).

Sampling Method
The sampling method used in this cohort study was reported
previously (4). Briefly, we grouped the villages, according to
geographical locations, as east, south, and north. We randomly
sampled two villages from each location, using a stratified cluster
sampling method, selecting all residents≥15-years-old without a
history of CVD or stroke. For this study, only participants ≥18-
years-old were included to determine the association of BP with
stroke risk.

The study protocol was approved by the ethics committee of
Tianjin Medical University General Hospital; written informed
consent was obtained from each individual.

Baseline Information
Individual demographic characteristics (including sex, age, and
educational attainment), self-reported disease history (including
hypertension, diabetes, stroke, and CVD), and lifestyle factors
(including smoking and alcohol consumption status and physical
activity) were collected. All information was collected by local,
trained research staff who conducted face-to-face interviews; the
interviews also included physical examinations to determine BP,
height, and body weight.

BP Measurement
BP was measured at baseline as described previously (4). Briefly,
standardized BP measurements were performed using a mercury
sphygmomanometer with the cuff size adjusted to the individual’s
arm circumference. The cuff was placed on the arm at the
level of the heart, and the BP was recorded as the mean of
two measurements, 5min apart, with the participant resting in
the supine position; the SBP and DBP values were determined
according to Korotkoff sounds I and V. If the difference between
the two readings was not within 10 mmHg (SBP) and/or 5
mmHg (DBP) or if the measurement reached the criteria for
hypertension, further two readings were obtained after the
participant rested for an additional 20 min.

Risk Factor Definitions
Hypertension was defined as a self-reported history of
hypertension, current antihypertensive medication(s) use,
or a baseline SBP/DBP >140/90 mmHg. Diabetes, stroke,
and CVD determinations were based on self-reported disease
histories. The body mass index (BMI) was calculated as the
weight (kg) divided by the square of the height (m); BMIs were
used to define normal weight (BMI <24 kg/m2), overweight
(BMI = 24–27.9 kg/m2), and obesity (BMI ≥28 kg/m2) (20).
Physical activity was defined as physical activity for≥30min/day,
at least 5 days/week.

Stroke and Type Diagnosis
Stroke was defined as an acute-onset focal neurological deficit of
vascular etiology persisting for >24 h, including both ischemic
and hemorrhagic stroke subtypes. Hemorrhagic stroke was
defined as an intracerebral hemorrhage (ICH) or a subarachnoid
hemorrhage, and ischemic stroke was defined as a thrombotic
brain infarction, cardioembolic stroke, or lacunar infarct; an
undetermined stroke was defined as a stroke that could not
be classified into either broad subtype. Stroke patients were
only diagnosed if they demonstrated symptomatic strokes, with
significant clinical symptoms and signs. Transient ischemic
attacks and silent strokes (diagnosed by imaging only) were
excluded, but stroke cases with histories of transient ischemic
attacks were regarded as incident events. Patients demonstrating
transient symptoms and having concurrent neuroimaging
evidence of brain infarctions were considered as stroke cases,
based on the “tissue” definition (21). In the early phase of this
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study (1992–1998), the events were confirmed primarily based on
clinical examinations by senior neurologists for non-hospitalized
patients and using medical records for hospitalized patients.

Statistical Analysis
Continuous variables (age, BP, and BMI) are presented as
means and standard deviations (SDs); categorical variables are
presented as frequencies with 95% confidence intervals (CIs).
Age-standardized incidences were calculated using the direct
method and world-standard population age groups: <35, 35–39,
40–44, 45–49, 50–54, 55–59, 60–64, 65–69, 70–74, and≥75 years
(22). Subgroup analyses were conducted to evaluate the first-
ever stroke risk by age group (18–34 years, 35–44 years, 45–54
years, 55–64 years, 65–74 years, and ≥75 years), education level
(illiterate, 1–6 years, 7–9 years, and≥10 years of education), SBP
group (<130, 130–139, 140–159, 160–179, and ≥180 mmHg),
DBP group (<80, 80–89, 90–99, 100–109, and ≥110 mmHg),
BMI group (normal, overweight, and obese), smoking status
(never smoked, ever smoked, and current smoker), and drinking
status (never consumed alcohol, ever consumed alcohol, and
currently consumes alcohol). Cox proportional hazards models
were performed to estimate the risk of incident stroke by BP
category using models adjusted for age, sex, education level,
BMI, smoking status, and drinking status. The follow-up time
(recorded in years) was calculated as the interval between the
date at baseline and the date of the occurring stroke for patients
experiencing a first-ever stroke during the study period. For
participants without further stroke events, the follow-up time was
defined as 26.3 years. Moreover, for participants who died during
the study periods, the follow-up time was defined as the interval
between baseline and the date of death. Data for patients who
were lost to follow-up or who emigrating were censored. The
adjusted hazard ratios (HRs) for the incidence of overall stroke
and each subtype were presented the association of BP levels with
the stroke risk.

For except for the interaction of age, BP, and stroke types on
the stroke risk, we evaluated the interaction of BP, age, and stroke
subtype for stroke risk using the Cox regression model, with HR
(95%CI) of 1.021 (1.020, 1.023; P = 0.021). Further, a subgroup
analysis was performed to detect the association of BP with stroke
risk, by age (simplified to <65 years and ≥65 years), because
there was the interaction among age, BP, and stroke types.

Diabetes and physical activity were not analyzed in this
study because there were few patients with diabetes (n = 4), at
baseline, and none had baseline physical activity measurements.
All statistical analyses were performed using SPSS for Windows
(version 15.0; SPSS, Chicago, IL, USA); a P-value < 0.05 was
considered statistically significant.

RESULTS

Overall, 5,147 individuals were ≥15-years-old, and 4,218 were
recruited into this survey (response rate = 82%). Of these,
4,017 individuals were ultimately enrolled, after excluding 201
individuals aged <18 years. During the course of the study,
108 participants were lost to follow-up, and three with missing
baseline BP data were removed from the BP analysis. Finally,

a total of 3,906 participants were evaluated to determine the
association between BP and the incidence of first-ever strokes
(Figure 1).

Demographic Features and Distribution of
CVD Risk Factors at Baseline
Of the 4017 participants included in this study, 1841 (45.8%) were
men and 2176 (54.2%) were women. This group represented a
total of 85424.6 person-years of follow-up, with a mean follow-
up period of 26.28 years. At baseline, the average participant age
was 41.50 years; >80% were <65-years-old. A large proportion
(40.7%) of participants had received no formal education. At
baseline, 22.0% of the participants had SBPs ≥140 mmHg,
and 25.9% had DBPs ≥90 mmHg. The baseline frequencies of
overweight and obesity were 21.5 and 4.2%, respectively; the
baseline frequencies of current smoking and drinking were 25.0
and 15.0%, respectively (Table 1).

Age-Standardized Incidence of First-Ever
Stroke/1,000 Person-Years, by Stroke Type
Over the 27-year follow-up period, 16.3% of participants
(638 participants; 259 women) experienced first-ever strokes.
Of these, 19.0% (121 participants; 41 women) experienced
hemorrhagic strokes.

Table 2 shows that the age-standardized incidence of first-
ever stroke/1,000 person-years was 10.1, overall, including 5.8
for ischemic stroke and 1.8 for hemorrhagic stroke. The overall
incidence of stroke was higher for men (12.8) than for women
(7.7); this pattern existed for both ischemic (5.8 vs. 4.7) and
hemorrhagic (2.5 vs. 1.2) strokes (all, P < 0.001).

Furthermore, the age-standardized incidence of first-ever
stroke associated with age, educational attainment, SBP and DBP
levels, BMI groups, smoking status, and drinking status (all, P <

0.05) in the univariate analysis.

Association of SBP and DBP With
First-Ever Stroke Risk in Men and Women,
by Stroke Type
The stroke risk was 58% higher among individuals with SBP
values of 140–159 mmHg than among those with SBP values
of <130 mmHg (the reference group), after adjusting for age,
sex, educational level, BMI, smoking status, and drinking status
(all P < 0.05). Accordingly, the stroke risk increased 1.56-fold
among those with SBP values of 160–179 mmHg and 2.08-fold
among those with SBP values ≥180 mmHg, compared with the
reference group (both, P < 0.05). Similarly, the ischemic stroke
risk increased by 60%, 1.67-fold, and 1.4-fold, in the respective
groups. However, hemorrhagic stroke risk increased only among
participants with SBPs ≥160 mmHg, with increases of 2.3-fold
among those with SBP values of 160–179 mmHg and 2.12-fold
among those with SBPs ≥180 mmHg.

Simultaneously, stroke risk increased significantly among
participants with DBP values of ≥90 mmHg compared to the
reference group of individuals (DBP <80 mmHg); both in IS and
in ICH (Table 3).
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FIGURE 1 | Flow chart showed that 4,218 were recruited into this survey (response rate = 82%), among 5,147 individuals aged ≥15-years-old. Of these, 4,017

individuals were ultimately enrolled, after excluding 201 individuals aged <18 years. During the course of the study, 108 participants were lost to follow-up, and three

with missing baseline BP data were removed from the BP analysis. Finally, a total of 3,906 participants were analyzed in this study.

Further, we assessed the SBP andDBP as a continuous variable
in Cox proportional hazard model. Each 1 mmHg increasement
of SBP resulted in 1.6% increased risk of stroke, 1.3% for IS and
2.0% for ICH. The corresponding value of DBP was 3.0% overall,
2.7% for IS and 3.8% for ICH. Similar trends were found both in
men and in women (Table 3).

Association of SBP and DBP With
First-Ever Stroke Risk, by Age, Sex, and
Stroke Types
Among individuals aged <65 years, stroke risk increased as SBP
and DBP increased, both in IS and in ICH. The stroke risk
increased in those with SBP of≥140 mmHg across sex and stroke
types, except for men with≥160mmHg for ICH. Given DBP, The
stroke risk increased in women with DBP of ≥100 mmHg across
stroke types, but lower DBP level was found in men.

However, among individuals aged 65 years and old, the stroke
risk increased in those with SBP of≥180mmHg both in men and
in women for stroke; the stroke risk increased in men with DBP
of ≥100 mmHg and in women ≥90 mmHg.

Moreover, the quantitative analysis showed that the stroke risk
increased significantly with advanced BP levels across sex and
stroke types among individuals aged<65 years old. However, the

stroke risk increased with DBP level for IS in women aged ≥65
years old and for ICH in men aged≥65 years old (Table 4).

DISCUSSION

In this 27-year prospective cohort study of a low-income
population, in China, we assessed the stroke risk associated with
different BP levels, according to age, sex, and stroke type. The
overall stroke risk increased with increasing SBP and DBP levels,
regardless of patient sex or stroke type. Stroke risk increased
among individuals with SBP levels ≥140 mmHg (for ischemic
stroke) and ≥160 mmHg (for ICH), compared with those with
SBP levels <130 mmHg. However, the stroke risk increased
among those with DBP levels ≥ 90 mmHg, for both ischemic
stroke and ICH, compared with individuals with DBP levels <80
mmHg. Specifically, in men, the stroke risk increased among
those with SBP levels ≥140 mmHg (ischemic stroke) or ≥160
mmHg (ICH) and among those with DBP levels≥90mmHg both
for ischemic stroke and ICH. However, in women, the stroke risk
increased among those with SBP levels ≥160 mmHg (ischemic
stroke) or ≥180 mmHg (ICH) and among those with DBP levels
≥100 mmHg (ischemic stroke only).

Over the past few decades, the stroke incidence has been
decreasing in developed countries (23–26) but increasing in
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TABLE 1 | Description of the demographical features among at baseline

all participants by BP.

Features < 65 years ≥ 65 years Total

Participants 3,527 (87.8) 490 (12.2) 4,017 (100)

Men 1,588 (45.0) 253 (51.6) 1,841 (45.8)

Follow-up time, years 26.28 (0.90) 7.75 (11.01) 26.28 (7.29)

Person-year 80707.17 4717.43 85424.60

Age, years 37.21 (12.59) 72.37 (6.09) 41.50 (16.62)

EDUCATION ATTAINMENT

0 year 1,220 (34.6) 415 (84.7) 1,635 (40.7)

1∼6 years 926 (26.3) 68 (13.9) 994 (24.7)

7∼9 years 1,240 (35.2) 5 (1.0) 1,245 (31.0)

≥ 10 years 141 (4.0) 2 (0.4) 143 (3.6)

SBP, mmHg 124.08 (16.60) 149.76 (28.06) 127.22 (20.21)

SBP GROUPS

<130 2,226 (63.1) 80 (16.3) 2,306 (57.4)

130∼ 742 (21.0) 85 (17.3) 827 (20.6)

140∼ 396 (11.2) 165 (33.7) 561 (14.0)

160∼ 100 (2.7) 75 (15.3) 175 (4.4)

≥180 63 (1.8) 85 (17.3) 148 (3.7)

DBP, mmHg 78.80 (10.51) 87.88 (13.86) 79.91 (11.37)

DBP GROUPS

<80 1,327 (37.6) 84 (17.1) 1,411 (35.1)

80∼ 1,442 (40.9) 123 (25.1) 1,565 (39.0)

90∼ 586 (16.6) 174 (35.5) 760 (18.9)

100∼ 122 (3.5) 62 (12.7) 184 (4.6)

≥110 50 (1.4) 47 (9.6) 97 (2.4)

BMI, Kg/m2 22.69 (2.76) 21.83 (2.96) 22.58 (2.80)

BMI GROUPS

Normal 2,595 (73.6) 391 (79.8) 2,986 (74.3)

Over weight 779 (22.1) 95 (17.3) 864 (21.5)

Obesity 153 (4.3) 14 (2.9) 167 (4.2)

SMOKING STATUS

Never 2,530 (71.7) 369 (75.3) 2,899 (72.2)

Ever 96 (2.7) 16 (3.3) 112 (2.8)

Current 901 (25.5) 105 (21.4) 1,006 (25.0)

DRINKING STATUS

Never 2,952 (83.7) 445 (90.8) 3,397 (84.6)

Ever 16 (0.5) 0 16 (0.4)

Current 559 (15.8) 45 (9.2) 604 (15.0)

SD, standard deviation; SBP, systolic blood pressure; DBP, diastolic blood pressure; BMI,

body mass index.

developing countries, especially in China (8, 27, 28). A study
from Japan demonstrated a lower incidence of stroke than we
found, in this study, with 213 stroke events occurring during
a follow-up period of 64,395 person-years among individuals
30–79-years-old (29). The Circulatory Risk in Communities
Study reported the age- and sex-adjusted stroke incidences, per
1,000 person-years, for three cohorts, as: 4.6 for the 1963–
1971 cohort, 3.6 for the 1975–1984 cohort, and 2.7 for the
1985–1994 cohort (30). The Framingham Study documented a
much lower first-ever stroke incidence, during a 51-year follow-
up period (115,146 person-years) (15). In the present study,

TABLE 2 | Age-standardized incidence incidences of first-ever stroke in this

cohort study during 27-years following–up periods by stroke subtypes (per 1,000

person-year).

Features Age-standardized incidence (95%CI) P

Stroke Ischemic stroke Hemorrhagic stroke

GENDER*

Men 12.8 (11.7, 13.9) 5.8 (5.0, 6.6) 2.5. (2.0., 3.0.) 0.001

Women 7.7 (6.9, 8.5) 4.7 (4.0, 5.3) 1.2 (0.9, 1.5) 0.045

Total 10.1 (9.5, 20.8) 5.8 (5.3, 6.2) 1.8 (1.5, 2.1) <0.001

P for trend <0.001 <0.001 <0.001

AGE GROUPS, YEARS

18∼34 2.2 (1.7, 2.6) 1.6 (1.8, 2.0) 0.6 (0.4, 0.8) 0.622

35∼44 5.5 (4.5, 6.5) 4.3 (3.4, 5.6) 1.0 (0.5, 1.4) 0.156

45∼54 11.1 (9.0, 13.1) 7.8 (6.1, 9.5) 2.3 (1.3, 3.2) 0.020

55∼64 20.1(17.1, 23.2) 13.4 (10.9, 15.9) 3.5 (2.2, 4.8) 0.003

65∼74 32.7 (27.0, 38.4) 13.1 (9.5, 16.8) 5.6 (3.2, 8.0) 0.054

≥75 33.5 (22.3, 44.8) 9.1 (3.2, 15.1.) 3.0 (4.0, 6.5) 1.000

P for trend <0.001 <0.001 <0.001

EDUCATION ATTAINMENT*, Years

0 10.3 (9.1, 11.4) 5.6 (4.8, 6.5) 2.6 (2.0, 3.2) 0.002

1∼6 8.5 (7.3, 9.7) 6.0 (5.0, 7.0) 2.0 (1.4, 2.5) 0.013

7∼9 9.1 (8.1, 10.2) 5.8 (4.5, 6.7) 0.7 (0.4, 1.0) 1.000

≥10 1.2 (0, 2.3) 1.0 (0.1, 1.8) 0.3 (0.3, 0.9) 1.000

P for trend <0.001 <0.001 <0.001

SBP GROUPS*, mmHg

<130 7.9 (7.2, 8.7) 5.2 (4.6, 5.8) 1.4 (1.1, 1.7) 0.047

130∼ 8.8 (7.4, 10.2) 5.3 (4.3, 6.4) 1.5 (9.4, 2.0) 0.100

140∼ 11.8 (9.6, 13.9) 7.1 (5.5, 8.8) 2.1 (1.1, 2.9) 0.022

160∼ 20.3 (14.6, 26.1) 10.7 (6.6, 15.1) 6.4 (3.2, 9.8) 0.043

≥180 19.7 (13.0, 26.9) 8.9 (4.3, 13.7) 4.6 (1.2, 7.8) 0.355

P for trend <0.001 <0.001 <0.001

DBP GROUPS*, mmHg

<80 7.1 (6.2, 8.0) 4.8 (4.1, 5.6) 1.2 (0.8, 1.5) 0.253

80∼ 8.6 (7.6, 9.6) 4.8 (4.1, 5.5) 1.6 (1.2, 2.2) 0.028

90∼ 11.7 (10.1, 13.7) 7.1 (5.7, 8.5) 1.8 (1.1, 2.6) 0.015

100∼ 16.0 (11.2, 20.7) 9.3 (5.2, 12.9) 3.3 (1.2, 5.5) 0.127

≥110 36.0 (25.3, 47.1) 16.3 (9.3, 24.3) 1.3 (0.8, 2.6) 0.113

P for trend <0.001 <0.001 <0.001

BMI GROUPS*, m2/Kg

Normal 9.3 (8.69, 10.1) 5.3 (4.7, 5.8) 1.5 (1.2, 1.8) 0.007

Over weight 12.6 (10.1, 13.9) 6.9 (5.7, 8.1) 2.6 (1.9, 3.4) 0.007

Obesity 11.7 (8.0, 15.4) 8.0 (4.9, 10.1) 1.5 (0.1, 2.9) 0.585

P for trend <0.001 <0.001 0.001

SMOKING STATUS*

Never 9.3 (8.6, 10.1) 5.3 (4.7, 5.9) 1.8 (1.5, 2.2) 0.006

Ever 12.6 (8.0, 17.4) 10.0 (5.8, 14.1) 1.5 (0.2, 2.9) 0.325

Current 12.3 (10.9, 13.8) 6.6 (5.5, 7.6) 2.4 (1.8, 3.0) 0.013

P for trend <0.001 <0.001 0.013

DRINKING STATUS*

Never 10.1 (9.4, 10.8) 5.3 (4.8, 5.8) 1.8 (1.5, 2.1) 0.001

Ever 23.6 (7.7, 41.4) 16.8 (3.7, 33.1) 6.8 (2.4, 14.7) 0.475

Current 11.9 (10.1, 13.7) 5.7 (4.4, 6.9) 2.2 (1.4, 2.9) 0.077

P for trend 0.003 0.001 0.778

*presented as age-standardized incidence using WHO standardized population; 95%CI,

95% confidence interval; SBP, systolic blood pressure; DBP, diastolic blood pressure; BMI,

body mass index.
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TABLE 3 | Adjusted hazard ratio of BP levels for the incidence of the first-ever

stroke in this cohort study by stroke types (95% CI).

BP category Stroke IS ICH

TOTAL

SBP, mmHg 1.016 (1.012, 1.019)* 1.013 (1.008, 1.018)* 1.020 (1.011, 1.029)*

<130 1.00 1.00 1.00

130∼ 1.11 (0.89, 1.38) 1.14 (0.88, 1.48) 0.98 (0.59, 1.61)

140∼ 1.58 (1.26, 1.99)* 1.60 (1.20, 2.12)* 1.44 (0.84, 2.44)

160∼ 2.56 (1.90, 3.46)* 2.67 (1.81, 3.94)* 3.30 (1.70, 6.42)*

≥180 3.08 (2.23, 4.26)* 2.40 (1.50, 3.84)* 3.12 (1.41, 6.87)*

DBP, mmHg 1.030 (1.023, 1.037)* 1.027 (1.018, 1.036)* 1.038 (1.022, 1.055)*

<80 1.00 1.00 1.00

80∼ 1.18 (0.95, 1.46) 1.03 (0.80, 1.34) 1.57 (0.95, 2.58)

90∼ 1.64 (1.31, 2.05)* 1.55 (1.17, 2.04)* 1.79 (1.03, 3.12)*

100∼ 2.36 (1.72, 3.22)* 2.16 (1.45, 3.24)* 3.23 (1.56, 6.67)*

≥110 4.51 (3.16, 6.43)* 3.89 (2.40, 6.29)* 6.41 (2.85, 14.41)*

MEN

SBP, mmHg 1.019 (1.014, 1.025)* 1.017 (1.010, 1.025)* 1.021 (1.009, 1.033)*

<130 1.00 1.00 1.00

130∼ 1.17 (0.89, 1.53) 1.15 (0.82, 1.61) 1.19 (0.68, 2.10)

140∼ 1.59 (1.18, 2.14)* 1.78 (1.23, 2.59)* 1.12 (0.56, 2.26)

160∼ 3.02 (2.01, 4.56)* 2.75 (1.54, 4.89)* 4.24 (1.88, 9.55)*

≥180 3.01 (1.90, 4.79)* 2.78 (1.42, 5.42)* 2.26 (0.74, 6.97)

DBP, mmHg 1.037 (1.028, 1.047)* 1.034 (1.022, 1.047)* 1.045 (1.025, 1.066)*

<80 1.00 1.00 1.00

80∼ 1.39 (1.04, 1.84)* 1.24 (0.87, 1.76) 1.85 (0.98, 3.48)

90∼ 1.91 (1.42, 2.58)* 1.95 (1.35, 2.83)* 1.88 (0.93, 3.82)

100∼ 2.01 (1.27, 3.17)* 2.09 (1.17, 3.75)* 3.16 (1.22, 8.22)*

≥ 110 5.33 (3.30, 8.61)* 4.22 (2.10, 8.51)* 7.29 (2.66, 19.96)*

WOMEN

SBP, mmHg 1.012 (1.007, 1.018)* 1.010 (1.003, 1.017)* 1.019 (1.005, 1.032)*

< 130 1.00 1.00 1.00

130∼ 1.03 (0.72, 1.50) 1.22 (0.81, 1.86) 0.44 (0.13, 1.53)

140∼ 1.48 (1.04, 2.11)* 1.29 (0.82, 2.02) 1.92 (0.84, 4.38)

160∼ 2.00 (1.28, 3.11)* 2.31 (1.36, 3.92)* 1.86 (0.57, 6.08)

≥180 2.83 (1.79, 4.46)* 2.00 (1.04, 3.87)* 3.28 (1.06, 10.14)*

DBP, mmHg 1.023 (1.013, 1.033)* 1.020 (1.007, 1.033)* 1.027 (1.001, 1.053)*

< 80 1.00 1.00 1.00

80∼ 1.02 (0.73, 1.42) 0.92 (0.62, 1.36) 1.11 (0.49, 2.53)

90∼ 1.27 (0.89, 1.80) 1.18 (0.77, 1.80) 1.38 (0.56, 3.37)

100∼ 2.68 (1.74, 4.13)* 2.31 (1.33, 4.03)* 2.52 (0.82, 7.68)

≥110 3.45 (2.05, 5.81)* 3.39 (1.76, 6.21)* 3.53 (0.91, 13.61)

*indicated P < 0.05.

the age-adjusted incidence of first-ever stroke was 10.1/1,000
person-years. The greater stroke incidence in our study may
have been associated with the higher prevalence of related risk
factors (4).

Several studies have demonstrated a positive association
between BP and CVD risk, based on long-term observations.
Based on 30 years of observations, the Framingham
study reported that the lifetime risk of first-ever stroke
increased as BP levels increased, in both men and women
at 55 years of age (15). A 28-year follow-up study from

Göteborg, Sweden, reported a significant association
between SBP levels and stroke events in men aged 47–
55 years (31). A similar association was found in the
Hisayama study, conducted in a cohort of Japanese
individuals ≥40-years-old (30). Additionally, a significant
association between BP level and mortality due to stroke was
reported after a 24-year observation of Japanese individuals
30–92-years-old (32).

Epidemiological studies have demonstrated that elevated SBP
and DBP levels are both associated with increased CVD risk
(33, 34). Higher SBP levels are consistently associated with
increased CVD risk, after adjusting or stratification for DBP
(35–37). In contrast, another study reported that DBP was
not consistently associated with CVD risk, after considering
the SBP levels following adjustment or stratification (38,
39). Consistent with the results of that study, we found a
positive association between DBP levels and stroke risk for
both ischemic and hemorrhagic stroke in this low-income
population, in China. A >5-fold increase in hemorrhagic
stroke risk was observed among participants with DBP levels
≥110 mmHg.

In another analysis, a 20-mmHg increase in SBP and a 10-
mmHg increase in DBP were each associated with a doubling of
the risk of death due to stroke, heart disease, or other vascular
disease (13). In a separate observational study that included
>1 million adult patients (≥30 years of age), elevated SBP
and DBP values were associated with increased risks of CVD,
including angina, myocardial infarction, heart failure, stroke,
peripheral artery disease, and abdominal aortic aneurysm, each
evaluated separately (14). In this study, compared to the reference
group (SBP <130 mmHg or DBP <80 mmHg), the overall
and ischemic stroke risks were significantly increased among
those with SBP values ≥140 mmHg or DBP values ≥90 mmHg,
after adjusting for conventional CVD risk factors. However,
the hemorrhagic stroke risk increased among those with SBP
values ≥160 mmHg and/or DBP values ≥90 mmHg. In this
study, the ideal BP cut-off values for decreasing stroke risk
were SBP values ≤ 140 mmHg and DBP values ≤90 mmHg,
for overall and ischemic stroke; for hemorrhagic stroke, the
cut-off values were ≤160 mmHg for SBP and ≤90 mmHg
for DBP.

Among older Japanese adults with isolated systolic
hypertension and baseline SBP values ≥160mm Hg, the
on-treatment SBP level at which CVD event risks and all-cause
mortality were minimized was 130 to <145 mmHg. On-
treatment SBP values of <130 or ≥145 mmHg were associated
with increased CVD event risk and all-cause mortality (40).
Thus, decreasing SBP values to <130 mmHg in individuals
≥60-years-old with isolated systolic hypertension can result in
adverse cardiovascular outcomes (41, 42). The Joint National
Committee 8 panel recommended 150 mmHg as the treatment
target for older adults (43). In the present study, we found a
disparity in the threshold BP value predicting first-ever stroke
risk. The target BP value for reducing stroke risk was <130
mmHg for SBP and <90 mmHg for DBP among individuals
<65-years-old. However, among individuals ≥65-years-old, the
values were <160 mmHg for SBP and <90 mmHg for DBP.
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TABLE 4 | Adjusted hazard ratio of BP levels for the incidence of the first-ever stroke by age, sex, and stroke types in this cohort study (95% CI).

Groups Stroke IS ICH

< 65 years ≥ 65 years < 65 years ≥ 65 years < 65 years ≥ 65 years

TOTAL

SBP, mmHg 1.016 (1.012, 1.021)* 1.014 (1.008, 1.020)* 1.015 (1.009, 1.021)* 1.009 (0.999, 1.019) 1.023 (1.012, 1.034)* 1.012 (0.996, 1.029)

<130 1.00 1.00 1.00 1.00 1.00 1.00

130∼ 1.37 (1.09, 1.73)* 1.16 (0.64, 2.11) 1.44 (1.10, 1.89)* 0.80 (0.32, 1.99) 1.14 (0.68, 1.93) 0.86 (0.21, 3.50)

140∼ 2.33 (1.81, 3.01)* 1.65 (0.98, 2.78) 2.44 (1.81, 3.28)* 1.11 (0.52, 2.40) 2.17 (1.24, 3.80)* 0.86 (0.24, 3.11)

160∼ 5.36 (3.75, 7.64)* 2.19 (1.21, 3.97)* 5.15 (2.34, 7.94)* 1.62 (0.68, 3.87) 4.53 (1.98, 10.37)* 2.82 (0.80, 9.88)

≥180 5.47 (3.52, 8.49)* 3.35 (1.86, 6.06)* 4.61 (2.62, 8.08)* 1.51 (0.57, 3.97) 6.28 (2.54, 15.52)* 1.72 (0.36, 8.20)

DBP, mmHg 1.029 (1.020, 1.037)* 1.033 (1.021, 1.046)* 1.026 (1.016, 1.037)* 1.025 (1.005, 1.046)* 1.040 (1.021, 1.059)* 1.031 (1.000, 1.063)

<80 1.00 1.00 1.00 1.00 1.00 1.00

80∼ 1.26 (1.00, 1.59)* 1.43 (0.82, 2.50) 1.16 (0.88, 1.52) 0.73 (0.31, 1.72) 1.97 (1.15, 3.35)* 0.56 (0.12, 2.57)

90∼ 2.15 (1.67, 2.78)* 2.06 (1.22, 3.46)* 2.20 (1.64, 2.96)* 1.18 (0.55, 2.54) 2.09 (1.11, 3.91)* 1.78 (0.55, 5.79)

100∼ 3.69 (2.54, 5.38)* 2.65 (1.42, 4.65)* 3.04 (1.90, 4.87)* 2.19 (0.92, 5.20) 4.65 (2.00, 10.82)* 2.22 (0.53, 9.36)

≥110 6.60 (4.20, 10.37)* 4.70 (2.45, 9.00)* 6.22 (3.60, 10.77)* 2.33 (0.82, 6.63) 9.22 (3.58, 23.71)* 3.61 (0.75, 17.46)

MEN

SBP, mmHg 1.035 (1.027, 1.042)* 1.017 (1.008, 1.025)* 1.034 (1.025, 1.043)* 1.008 (0.994, 1.023) 1.034 (1.019, 1.049)* 1.015 (0.995, 1.035)

<130 1.00 1.00 1.00 1.00 1.00 1.00

130∼ 1.19 (0.89, 1.60) 1.00 (0.49, 2.02) 1.25 (0.88, 1.77) 0.37 (0.11, 1.26) 1.18 (0.64, 2.18) 1.04 (0.23, 4.74)

140∼ 1.69 (1.19, 2.37)* 1.36 (0.73, 2.54) 1.97 (1.32, 2.95)* 0.85 (0.35, 2.06) 1.32 (0.61, 2.86) 0.69 (0.15, 3.12)

160∼ 3.95 (2.36, 6.61)* 2.06 (0.99, 4.30) 3.64 (1.90, 7.00)* 0.95 (0.28, 3.18) 4.47 (1.57, 12.71)* 3.08 (0.72, 13.21)

≥180 2.42 (1.23, 4.75)* 3.11 (1.45, 3.08)* 2.81 (1.25, 6.33)* 1.19 (0.33, 4.26) 2.19 (0.48, 9.94) 2.12 (0.32, 13.99)

DBP, mmHg 1.052 (1.040, 1.063)* 1.037 (1.020, 1.054)* 1.052 (1.038, 1.065)* 1.018 (0.990, 1.047) 1.054 (1.030, 1.078)* 1.047 (1.009, 1.087)*

<80 1.00 1.00 1.00 1.00 1.00 1.00

80∼ 1.49 (1.09, 2.04)* 1.50 (0.76, 2.95) 1.44 (0.98, 2.10) 0.65 (0.23, 1.80) 2.39 (1.19, 4.79)* 0.56 (0.09, 3.37)

90∼ 2.76 (1.97, 3.88)* 1.82 (0.96, 3.43) 3.01 (2.01, 4.49)* 0.93 (0.38, 2.29) 2.46 (1.09, 5.55)* 1.37 (0.34, 5.51)

100∼ 3.31 (1.86, 5.91)* 2.38 (1.06, 5.34)* 3.62 (1.83, 7.14)* 1.68 (0.52, 5.39) 3.23 (0.81, 11.99) 3.61 (0.76, 17.10)

≥110 7.37 (3.83, 14.18)* 5.32 (2.37, 11.93)* 7.15 (3.17, 16.15)* 1.54 (0.38, 6.26) 9.78 (2.65, 36.18)* 6.74 (1.22, 37.09)*

WOMEN

SBP, mmHg 1.025 (1.019, 1.032)* 1.009 (1.001, 1.018)* 1.023 (1.015, 1.031)* 1.008 (0.995, 1.021) 1.029 (1.014, 1.043)* 1.007 (0.980, 1.035)

<130 1.00 1.00 1.00 1.00 1.00 1.00

130∼ 1.20 (0.81, 1.77) 1.70 (0.56, 5.19) 1.34 (0.87, 2.08) 3.47 (0.65, 18.66) 0.55 (0.16, 1.88) —

140∼ 2.02 (1.36, 2.99)* 1.96 (0.76, 5.07) 1.94 (1.21, 3.09)* 1.77 (1.34, 9.28)* 2.38 (1.02, 5.54)* 1.15 (0.10, 13.85)

160∼ 3.81 (2.29, 6.31)* 2.62 (0.96, 7.14) 3.98 (2.21, 7.18)* 5.12 (1.05, 25.02)* 2.00 (0.45, 8.85) 2.20 (0.19, 25.45)

≥180 5.18 (2.94, 9.13)* 3.25 (1.24, 8.48)* 4.19 (1.98, 8.90)* 2.58 (0.46, 14.34) 5.95 (1.88, 18.88)* 1.15 (2.07, 19.09)

DBP, mmHg 1.035 (1.023, 1.047)* 1.027 (1.009, 1.045)* 1.031 (1.016, 1.045)* 1.033 (1.005, 1.061)* 1.043 (1.014, 1.072)* 0.997 (0.939, 1.058)

<80 1.00 1.00 1.00 1.00 1.00 1.00

80∼ 1.02 (0.72, 1.45) 1.21 (0.45, 3.24) 0.94 (0.63, 1.41) 1.18 (0.25, 5.48) 1.19 (0.51, 2.82) 0.64 (0.04, 10.50)

90∼ 1.47 (0.99, 2.19) 2.43 (1.01, 5.83)* 1.51 (0.96, 2.37) 1.93 (0.48, 7.78) 1.28 (0.46, 3.61) 2.20 (0.31, 25.67)

100∼ 3.81 (2.29, 6.31)* 3.28 (1.23, 8.78)* 2.78 (1.45, 5.30)* 5.10 (1.22, 21.29)* 4.28 (1.40, 13.11)* -

≥110 5.18 (2.94, 9.13)* 3.17 (1.08, 9.29)* 4.89 (2.34, 10.20)* 3.47 (0.67, 18.02) 6.08 (1.71, 26.12)* -

*indicated P < 0.05.

Moreover, the threshold SBP/DBP value was ≥130/90 mmHg
for ischemic stroke and ≥140/80 mmHg for hemorrhagic stroke
among individuals aged <65 years. However, there was no
significant association between the SBP/DBP value and the risk
of specific stroke subtypes (including ischemic and hemorrhagic
stroke) among the elderly.

This study has several limitations. First, the study population
was from a township in northern China, which is not
representative of China’s overall population. However, the study’s
prospective design and long duration may have reduced the

impact of the limited generalizability of the results. Second, the
total of 85,000 person-years in the follow-up period did not fulfill
the minimum criterion of 100,000 person-years for population
studies (44). Third, diabetes, usingmedicine, and physical activity
were not adjusted in Cox regression analysis; these lacking
information may impact the assessment of association between
stroke risk and risk factors. However, the population in this
study is a low-income, low-education, which is from a township
in Tianjin, China. In this study, the history of diabetes was
self-reported, thus, there were only four participants with known
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diabetes among those individuals without previous stroke at
baseline. In 1992, we selected 1,092 individuals aged 35–64 years
among this cohort to measure the level of FBG. The prevalence
of diabetes was 1.9% according to FBG ≥ 7.0mmol/L, but the
awareness rate was 42.9%. Moreover, medical and medication
history as well as physical activity data were only available
at baseline. The change in the last three decades would have
huge impact on the outcome, However, it was impossible to
consider in the multivaraible analyses. In this study, none
of the patients with the known history of hypertension or
diabetes received standardized treatment in this population at
baseline. Except for physical labor, there is not any physical
activity in this population at baseline. Thus, further study will
be needed. Finally, we did not collect detailed information
regarding dietary habits and blood examination at baseline;
therefore, other possible determinants of stroke could not
be assessed.

CONCLUSIONS

Overall, the findings from this 27-year, prospective cohort study
suggest the critical need to monitor and manage both SBP
and DBP to reduce the stroke risk among low-income Chinese
individuals. Moreover, a lower threshold BP value for predicting
first-ever stroke was observed for middle-aged adults than for
the elderly, in this population. To reduce the stroke burden in
China, BP management goals must address middle-aged adults
and provide different BP targets for middle-aged and elderly
adults. This finding is very important for guiding clinical practice;
moreover, it may generalize to other developing countries
experiencing rapid economic development and transitions in the
spectrum of disease.

DATA AVAILABILITY

All datasets generated for this study are included in the
manuscript and/or the supplementary files.

ETHICS STATEMENT

This study was carried out in accordance with the
recommendations of the ethics committee of Tianjin Medical
University General Hospital with written informed consent
from all subjects. All subjects gave written informed consent in
accordance with the Declaration of Helsinki. The protocol was
approved by the ethics committee of Tianjin Medical University
General Hospital.

AUTHOR CONTRIBUTIONS

XN, QY, and JW contributed to the conception and design
of the work. XD, CW, JN, HG, JL, JP, and JT contributed
the data acquisition. JW and XN contributed the analysis and
interpretation of data for the work. XD and CW contributed
drafting the work. XN, QY, and JW contributed revising the work
for important intellectual content. All authors approved of the
final version to be published, and agree to be accountable for
all aspects of the work in ensuring that questions related to the
accuracy or integrity of any part of the work are appropriately
investigated and resolved.

ACKNOWLEDGMENTS

We thank all participants of the Tianjin Brain Study, and local
medical care professionals for their valuable contributions.

REFERENCES

1. GBD 2013 Risk Factors Collaborators, Forouzanfar MH, Alexander L,

Anderson HR, Bachman VF, Biryukov S, et al. Global, regional, and

national comparative risk assessment of 79 behavioral, environmental and

occupational, and metabolic risks or clusters of risks in 188 countries, 1990–

2013: a systematic analysis for the Global Burden of Disease Study 2013.

Lancet. (2015) 386:2287–323. doi: 10.1016/S0140-6736(15)00128-2

2. Wang L, Kong L,Wu F, Bai Y, Burton R. Preventing chronic diseases in China.

Lancet. (2005) 366:1821–4. doi: 10.1016/S0140-6736(05)67344-8

3. Li Y, Yang L, Wang L, Zhang M, Huang Z, Deng Q, et al. Burden of

hypertension in China: a nationally representative survey of 174,621 adults.

Int J Cardiol. (2017) 227:516–23. doi: 10.1016/j.ijcard.2016.10.110

4. Wang J, Ning X, Yang L, Lu H, Tu J, Jin W, et al. Trends of

hypertension prevalence, awareness, treatment and control in rural areas

of northern China during 1991-2011. J Hum Hypertens. (2014) 28:25–31.

doi: 10.1038/jhh.2013.44

5. Wang J, An Z, Li B, Yang L, Tu J, Gu H, et al. Increasing stroke incidence

and prevalence of risk factors in a low-income Chinese population.Neurology.

(2015) 84:374–81. doi: 10.1212/WNL.0000000000001175

6. He J, Gu D, Wu X, Reynolds K, Duan X, Yao C, et al. Major causes of

death among men and women in China. N Engl J Med. (2005) 353:1124–34.

doi: 10.1056/NEJMsa050467

7. He J, Gu D, Chen J, Wu X, Kelly TN, Huang JF, et al. Premature deaths

attributable to blood pressure in China: a prospective cohort study. Lancet.

(2009) 374:1765–72. doi: 10.1016/S0140-6736(09)61199-5

8. Wu Z, Yao C, Zhao D, Wu G, Wang W, Liu J, et al. Sino-MONICA project:

a collaborative study on trends and determinants in cardiovascular diseases

in China, part i: morbidity and mortality monitoring. Circulation. (2001)

103:462–8. doi: 10.1161/01.CIR.103.3.462

9. Wu Y, Liu X, Li X, Li Y, Zhao L, Chen Z, et al. Estimation of 10-year

risk of fatal and nonfatal ischemic cardiovascular diseases in Chinese adults.

Circulation. (2006) 114:2217–25. doi: 10.1161/CIRCULATIONAHA.105.60

7499

10. Liu M, Wu B, Wang W-Z, Lee L-M, Zhang S-H, Kong L-Z. Stroke in China:

epidemiology, prevention, and management strategies. Lancet Neurol. (2007)

6:456–64. doi: 10.1016/S1474-4422(07)70004-2

11. Zhao D, Liu J, Wang W, Zeng Z, Cheng J, Liu J, et al. Epidemiological

transition of stroke in China: twenty-one-year observational study

from the Sino-MONICA-Beijing project. Stroke. (2008) 39:1668–74.

doi: 10.1161/STROKEAHA.107.502807

12. Whelton PK, Carey RM, Aronow WS, Casey DE

Jr, Collins KJ, Dennison Himmelfarb C, et al. 2017

ACC/AHA/AAPA/ABC/ACPM/AGS/APhA/ASH/ASPC/NMA/PCNA

Guideline for the prevention, detection, evaluation, and management

of high blood pressure in adults: executive summary: a report of the

American college of cardiology/american heart association task force

on clinical practice guidelines. J Am Coll Cardiol. (2018) 71:2199–269.

doi: 10.1016/j.jacc.2017.11.005

13. Lewington S, Clarke R, Qizilbash N, Peto R, Collins R. Prospective

Studies Collaboration. Age-specific relevance of usual blood pressure

to vascular mortality: a meta-analysis of individual data for one

Frontiers in Neurology | www.frontiersin.org 8 May 2019 | Volume 10 | Article 564

https://doi.org/10.1016/S0140-6736(15)00128-2
https://doi.org/10.1016/S0140-6736(05)67344-8
https://doi.org/10.1016/j.ijcard.2016.10.110
https://doi.org/10.1038/jhh.2013.44
https://doi.org/10.1212/WNL.0000000000001175
https://doi.org/10.1056/NEJMsa050467
https://doi.org/10.1016/S0140-6736(09)61199-5
https://doi.org/10.1161/01.CIR.103.3.462
https://doi.org/10.1161/CIRCULATIONAHA.105.607499
https://doi.org/10.1016/S1474-4422(07)70004-2
https://doi.org/10.1161/STROKEAHA.107.502807
https://doi.org/10.1016/j.jacc.2017.11.005
https://www.frontiersin.org/journals/neurology
https://www.frontiersin.org
https://www.frontiersin.org/journals/neurology#articles


Du et al. Stroke and New BP Criterion

million adults in 61 prospective studies. Lancet. (2002) 360:1903–13.

doi: 10.1016/S0140-6736(02)11911-8

14. Rapsomaniki E, Timmis A, George J, Pujades-Rodriguez M, Shah

AD, Denaxas S, et al. Blood pressure and incidence of twelve

cardiovascular diseases: lifetime risks, healthy life-years lost, and age-

specific associations in 1·25 million people. Lancet. (2014) 383:1899–911.

doi: 10.1016/S0140-6736(14)60685-1

15. Miura K, Daviglus ML, Dyer AR, Liu K, Garside DB, Stamler J, et al.

Relationship of blood pressure to 25-year mortality due to coronary heart

disease, cardiovascular diseases, and all causes in young adult men: the

Chicago heart association detection project in industry. Arch Intern Med.

(2001) 161:1501–8. doi: 10.1001/archinte.161.12.1501

16. Ning X, Sun J, Jiang R, Lu H, Bai L, Shi M, et al. Increased stroke burdens

among the low-income young and middle aged in rural china. Stroke. (2017)

48:77–83. doi: 10.1161/STROKEAHA.116.014897

17. Wang J, Bai L, Shi M, Yang L, An Z, Li B, et al. Trends in age of first-ever stroke

following increased incidence and life expectancy in a low-income chinese

population. Stroke. (2016) 47:929–35. doi: 10.1161/STROKEAHA.115.012466

18. Wang J, Ning X, Yang L, Tu J, Gu H, Zhan C, et al. Sex differences in trends of

incidence and mortality of first-ever stroke in rural Tianjin, China from 1992

to 2012. Stroke. (2014) 45:1626–31. doi: 10.1161/STROKEAHA.113.003899

19. TheMinistry of Health of the People’s Republic of China. The Causes of Death,

Disease, and Hurt in Residents. China Health Statistics Yearbook 2011. Beijing:

China Union Medical University Press (2011). p. 287–338.

20. Disease control, Ministry of Health of the People’s Republic of China. The

Guidelines of Chinese Adult Overweight and Obesity Prevention and Control.

Beijing: People’s Medical Publishing House (2006). p. 1–3.

21. Easton JD, Saver JL, Albers GW, Alberts MJ, Chaturvedi S, Feldmann

E, et al. Definition and evaluation of transient ischemic attack a

scientific statement for healthcare professionals from the american

heart association/american stroke association stroke council; council

on cardiovascular surgery and anesthesia; council on cardiovascular

radiology and intervention; council on cardiovascular nursing; and the

interdisciplinary council on peripheral vascular disease. Stroke. (2009)

40:2276–93. doi: 10.1161/STROKEAHA.108.192218

22. Ahmad OB B-PC, Lopez AD, Murray CJL, Lozano R, Inoue M. Age

Standardization of Rates: a New Who World Standard. GPE Discussion Paper

Series, No 31. Geneva: EIP/GPE/EBD, WHO (2001).

23. Rothwell PM, Coull AJ, Giles MF, Howard SC, Silver LE, Bull LM, et al.

Change in stroke incidence, mortality, case-fatality, severity, and risk factors

inOxfordshire, UK from 1981 to 2004 (Oxford Vascular Study). Lancet. (2004)

363:1925–33. doi: 10.1016/S0140-6736(04)16405-2

24. Islam MS, Anderson CS, Hankey GJ, Hardie K, Carter K, Broadhurst R, et al.

Trends in incidence and outcome of stroke in Perth,Western Australia during

1989 to 2001: the perth community stroke study. Stroke. (2008) 39:776–82.

doi: 10.1161/STROKEAHA.107.493643

25. Anderson CS, Carter KN, Hackett ML, Feigin V, Barber PA, Broad JB, et al.

Trends in stroke incidence in Auckland, New Zealand, during 1981 to 2003.

Stroke. (2005) 36:2087–93. doi: 10.1161/01.STR.0000181079.42690.bf

26. Kleindorfer DO, Khoury J, Moomaw CJ, Alwell K, Woo D, Flaherty ML,

et al. Stroke incidence is decreasing in whites but not in blacks: a population-

based estimate of temporal trends in stroke incidence from the Greater

Cincinnati/Northern Kentucky Stroke Study. Stroke. (2010) 41:1326–31.

doi: 10.1161/STROKEAHA.109.575043

27. Fuh JL, Wang SJ, Liu HC, Shyu HY. Incidence of stroke on Kinmen, Taiwan.

Neuroepidemiology. (2000) 19:258–64. doi: 10.1159/000026263

28. Jeng JS, Su TC. Epidemiological studies of cerebrovascular diseases and

carotid atherosclerosis in Taiwan. Acta Neurol Taiwan. (2007) 16:190–202.

29. Kokubo Y, Nakamura S, Okamura T, Yoshimasa Y, Makino H, Watanabe

M, et al. Relationship between blood pressure category and incidence of

stroke and myocardial infarctionin an urban Japanese population with and

without chronic kidney disease: the Suita Study. Stroke. (2009) 40:2674–9.

doi: 10.1161/STROKEAHA.109.550707

30. Arima H, Tanizaki Y, Yonemoto K, Doi Y, Ninomiya T, Hata J, et al. Impact

of blood pressure levels on different types of stroke: the Hisayama study. J

Hypertens. (2009) 27:2437–43. doi: 10.1097/HJH.0b013e328330e882

31. Harmsen P, Lappas G, Rosengren A, Wilhelmsen L. Long-term risk factors for

stroke: twenty-eight years of follow-up of 7457 middle-aged men in Göteborg,

Sweden. Stroke. (2006) 37:1663–7. doi: 10.1161/01.STR.0000226604.10877.fc

32. Takashima N, Ohkubo T, Miura K, Okamura T, Murakami Y, Fujiyoshi A,

et al. Long-termrisk of BP values above normal for cardiovascular mortality:

a 24-year observation of Japanese aged 30 to 92 years. J Hypertens. (2012)

30:2299–306. doi: 10.1097/HJH.0b013e328359a9f7

33. Rutan GH, Kuller LH, Neaton JD, Wentworth DN, McDonald RH, Smith

WM. Mortality associated with diastolic hypertension and isolated systolic

hypertension among men screened for the multiple risk factor intervention

trial. Circulation. (1988) 77:504–14. doi: 10.1161/01.CIR.77.3.504

34. Sesso HD, Stampfer MJ, Rosner B, Hennekens CH, Gaziano JM, Manson JE,

et al. Systolic and diastolic blood pressure, pulse pressure, and mean arterial

pressure as predictors of cardiovascular disease risk in men. Hypertension.

(2000) 36:801–7. doi: 10.1161/01.HYP.36.5.801

35. Stamler J, Stamler R, Neaton JD. Blood pressure, systolic and diastolic, and

cardiovascular risks. US population data. Arch Intern Med. (1993) 153:598–

615. doi: 10.1001/archinte.1993.00410050036006

36. Benetos A, Thomas F, Bean K, Gautier S, Smulyan H, Guize L. Prognostic

value of systolic and diastolic blood pressure in treated hypertensive men.

Arch Intern Med. (2002) 162:577–81. doi: 10.1001/archinte.162.5.577

37. Lindenstrom E, Boysen G, Nyboe J. Influence of systolic and diastolic blood

pressure on stroke risk: a prospective observational study. Am J. Epidemiol.

(1995) 142:1279–90. doi: 10.1093/oxfordjournals.aje.a117595

38. Zhao L, Song Y, Dong P, Li Z, Yang X, Wang S. Brachial pulse pressure

and cardiovascular or all-cause mortality in the general population: a meta-

analysis of prospective observational studies. J Clin Hypertens. (2014) 16:678–

85. doi: 10.1111/jch.12375

39. Mosley WJ II, Greenland P, Garside DB, Lloyd-Jones DM. Predictive

utility of pulse pressure and other blood pressure measures

for cardiovascular outcomes. Hypertension. (2007) 49:1256–64.

doi: 10.1161/HYPERTENSIONAHA.106.083592

40. Yano Y, Rakugi H, Bakris GL, Lloyd-Jones DM, Oparil S, Saruta T,

et al. On-treatment blood pressure and cardiovascular outcomes in older

adults with isolated systolic hypertension. Hypertension. (2017) 69:220–7.

doi: 10.1161/HYPERTENSIONAHA.116.08600

41. Yano Y, Stamler J, Garside DB, Daviglus ML, Franklin SS, Carnethon MR,

et al. Isolated systolic hypertension in young and middle-aged adults and

31-year risk for cardiovascular mortality: the chicago heart association

detection project in industry study. J Am Coll Cardiol. (2015) 65:327–35.

doi: 10.1016/j.jacc.2014.10.060

42. Prevention of stroke by antihypertensive drug treatment in older persons with

isolated systolic hypertension. final results of the systolic hypertension in the

elderly program (SHEP). SHEP cooperative research group. JAMA. (1991)

265:3255–64. doi: 10.1001/jama.265.24.3255

43. James PA, Oparil S, Carter BL, Cushman WC, Dennison-Himmelfarb C,

Handler J, et al. 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) 311:507–20.

doi: 10.1001/jama.2013.284427

44. Coull AJ, Silver LE, Bull LM, Giles MF, Rothwell PM, Oxford

Vascular (OXVASC) Study. Direct assessment of completeness of

ascertainment in a stroke incidence study. Stroke. (2004) 35:2041–5.

doi: 10.1161/01.STR.0000137605.48864.2f

Conflict of Interest Statement: The authors declare that the research was

conducted in the absence of any commercial or financial relationships that could

be construed as a potential conflict of interest.

Copyright © 2019 Du, Wang, Ni, Gu, Liu, Pan, Tu, Wang, Yang and Ning. This is an

open-access article distributed under the terms of the Creative Commons Attribution

License (CC BY). The use, distribution or reproduction in other forums is permitted,

provided the original author(s) and the copyright owner(s) are credited and that the

original publication in this journal is cited, in accordance with accepted academic

practice. No use, distribution or reproduction is permitted which does not comply

with these terms.

Frontiers in Neurology | www.frontiersin.org 9 May 2019 | Volume 10 | Article 564

https://doi.org/10.1016/S0140-6736(02)11911-8
https://doi.org/10.1016/S0140-6736(14)60685-1
https://doi.org/10.1001/archinte.161.12.1501
https://doi.org/10.1161/STROKEAHA.116.014897
https://doi.org/10.1161/STROKEAHA.115.012466
https://doi.org/10.1161/STROKEAHA.113.003899
https://doi.org/10.1161/STROKEAHA.108.192218
https://doi.org/10.1016/S0140-6736(04)16405-2
https://doi.org/10.1161/STROKEAHA.107.493643
https://doi.org/10.1161/01.STR.0000181079.42690.bf
https://doi.org/10.1161/STROKEAHA.109.575043
https://doi.org/10.1159/000026263
https://doi.org/10.1161/STROKEAHA.109.550707
https://doi.org/10.1097/HJH.0b013e328330e882
https://doi.org/10.1161/01.STR.0000226604.10877.fc
https://doi.org/10.1097/HJH.0b013e328359a9f7
https://doi.org/10.1161/01.CIR.77.3.504
https://doi.org/10.1161/01.HYP.36.5.801
https://doi.org/10.1001/archinte.1993.00410050036006
https://doi.org/10.1001/archinte.162.5.577
https://doi.org/10.1093/oxfordjournals.aje.a117595
https://doi.org/10.1111/jch.12375
https://doi.org/10.1161/HYPERTENSIONAHA.106.083592
https://doi.org/10.1161/HYPERTENSIONAHA.116.08600
https://doi.org/10.1016/j.jacc.2014.10.060
https://doi.org/10.1001/jama.265.24.3255
https://doi.org/10.1001/jama.2013.284427
https://doi.org/10.1161/01.STR.0000137605.48864.2f
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
https://www.frontiersin.org/journals/neurology
https://www.frontiersin.org
https://www.frontiersin.org/journals/neurology#articles

	Association of Blood Pressure With Stroke Risk, Stratified by Age and Stroke Type, in a Low-Income Population in China: A 27-Year Prospective Cohort Study
	Introduction
	Materials and Methods
	Study Population
	Sampling Method
	Baseline Information
	BP Measurement
	Risk Factor Definitions
	Stroke and Type Diagnosis
	Statistical Analysis

	Results
	Demographic Features and Distribution of CVD Risk Factors at Baseline
	Age-Standardized Incidence of First-Ever Stroke/1,000 Person-Years, by Stroke Type
	Association of SBP and DBP With First-Ever Stroke Risk in Men and Women, by Stroke Type
	Association of SBP and DBP With First-Ever Stroke Risk, by Age, Sex, and Stroke Types

	Discussion
	Conclusions
	Data Availability
	Ethics Statement
	Author Contributions
	Acknowledgments
	References


