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Hypertension is a strong and independent predictor of car-
diovascular morbidity and mortality,1,2 and one of the most 
important cardiovascular risk factors worldwide.3 In recent 
years, several publications suggested that not only the mean 
blood pressure (BP) level contributes to cardiovascular 
risk, but that also BP variability (BPV) is an important and 
independent predictor for the occurrence of cardiovascular 
events,4 target organ damage,5 and mortality.6,7 Currently, 
BPV is mainly calculated using visit-to-visit BP, home BP, 
within visit BP or 24-hour BP. Both, short-term and long-
term BPV have been implicated in this concept but not all 
studies have assessed whether the effect of BPV is independ-
ent of mean BP values.5,7–9

Current guidelines appropriately emphasize the importance 
of adopting healthy lifestyle habits,10,11 given its profound 

cardiovascular benefits. While a healthy lifestyle has impor-
tant effects on several cardiovascular risk factors,12–14 includ-
ing BP, and on the reduction in cardiovascular events,15,16 its 
overall effect on BPV is relatively unknown. Several studies 
have shown that an increased BPV is correlated with individ-
ual cardiovascular risk factors and/or sedentary lifestyle, but 
most of these studies were performed without using 24-hour 
BP measurement to quantify BPV and without adjusting the 
results for mean BP values.9,17 Therefore, it remains unknown, 
whether the observed association just reflect a higher mean 
BP among those with higher BPV or whether there is an incre-
mental association of BPV with cardiovascular risk factor that 
is independent of mean BP levels. In addition, the effect of 
a comprehensive healthy lifestyle on BPV in healthy popula-
tions is currently not very well known.18,19
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BACKGROUND
The aim of this study was to assess the relationships between healthy 
lifestyle metrics and blood pressure variability (BPV) in young and 
healthy adults.

METHODS
A population-based sample of 1,999 individuals aged 25–41  years 
was investigated. A lifestyle-score from 0 (most unhealthy) to 7 (most 
healthy) was calculated by giving one point for each of the following 
components: never smoking cigarettes, adhering to a healthy diet, 
performing moderate or intense physical activity, having a body mass 
index <25  kg/m2, a total cholesterol <200  mg/dl, a glycated hemo-
globin <5.7%, or a conventional BP <120/80  mm Hg. Standardized 
ambulatory 24-hour BP measurements were obtained in all individuals. 
BPV was defined as the SD of all individual ambulatory BP recordings. 
We constructed multivariable linear regression models to assess the 
relationships between the lifestyle-score and BPV. None of the results 
were adjusted for multiple testing.

RESULTS
Median age was 37  years and 46.8% were men. With increasing life-
style-score, systolic and diastolic BPV is decreasing linearly (P for trend 
<0.0001), even after multivariable adjustment. Per 1-point increase in 
lifestyle-score, the β-coefficient (95% confidence interval) for systolic 
and diastolic 24-hour BPV was −0.03 (−0.03; −0.02) and −0.04 (−0.05; 
−0.03), respectively, both P for trend <0.0001. These relationships were 
attenuated but remained statistically significant after additional adjust-
ment for mean individual BP.

CONCLUSION
In this study of young and healthy adults, adopting a healthy lifestyle 
was associated with a lower BPV. These associations were independent 
of mean BP levels.
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In this context, the aim of this study was to investigate in 
a large population-based sample of young and healthy adults 
whether a healthy lifestyle is associated with 24-hour BPV 
and whether this effect is independent of mean BP levels.

METHODS

Study participants

Study subjects included in this analysis are participants of 
the ongoing “genetic and phenotypic determinants of BP and 
other cardiovascular risk factors” (GAPP) study. A detailed 
description of the study design has been previously pub-
lished.20 Briefly, between 2010 and 2013, 2,170 inhabitants 
of the Principality of Liechtenstein aged 25 to 41 years were 
enrolled in a population-based prospective cohort study. 
Main exclusion criteria were known cardiovascular disease, 
including coronary artery disease, stroke, peripheral artery 
disease or renal failure, atrial fibrillation, current intake of 
insulin or antidiabetic drugs, daily intake of nonsteroidal 
anti-inflammatory drugs, regular intake of steroids, a body 
mass index (BMI) >35 kg/m2, known sleep apnea syndrome, 
or any other severe diseases.

For the present analysis, 171 participants were excluded 
because of missing or incomplete ambulatory BP record-
ings (n = 90), treatment with BP lowering drugs (n = 34), 
or missing covariates (n = 47), such that 1,999 participants 
remained in the analysis. The study protocol was approved 
by the local ethics committee, and written informed consent 
was obtained from each participant.

Assessment of BPV

Ambulatory 24-hour BP monitoring was obtained in 
every participant using a validated noninvasive device 
(Schiller BR-102 plus, Switzerland).20 The device was set to 
measure BP every 15 minutes between 7:30 am and 10:00 pm 
and every 30 minutes in the remaining period. Ambulatory 
BP recordings were repeated, whenever possible, if the 
number of BP measurements was <80% of expected values. 
Daytime and nighttime BP was individually defined based 
on 24-hour diaries. BPV was calculated as the SD of all indi-
vidual BP values. Individual BPV estimates were calculated 
for systolic and diastolic daytime and nighttime BP. A day-
time and nighttime weighted 24-hour BPV variable was cal-
culated in order to remove the influence of the day–night 
BP difference using the following formula: [(daytime SD × 
hours daytime) + (nighttime SD × hours nighttime)]/(hours 
daytime + nighttime).21

Assessment of study variables

Standardized questionnaires were used to obtain infor-
mation about personal medical, lifestyle, and nutritional 
factors.20 Information on nutrition and diet were collected 
using the Swiss health survey questionnaire from 2007. 
The quantity of alcohol consumption was transformed into 
grams of alcohol consumed per day. Smoking status was 
categorized into current, past, or never and highest educa-
tional level achieved was classified into high school, college, 

and university degree. Physical activity was estimated using 
the validated International Physical Activity Questionnaire 
(IPAQ).22 Weight and height were directly measured in a 
standardized manner. BMI was calculated as body weight in 
kilogram divided by height in meters squared. Conventional 
systolic and diastolic BP were measured 3 times in a sitting 
position under standardized conditions. The average of the 
second and third measurement was used for all analyses.

Fasting venous blood samples were obtained to quantify 
high-density lipoprotein cholesterol, low-density lipoprotein 
cholesterol, and high-sensitivity C-reactive protein using 
standard methodologies (Roche Cobas 6000, F. Hoffmann-La 
Roche, Switzerland).20 Glycated hemoglobin A1c (HbA1c) 
was analyzed using high performance liquid chromatogra-
phy (Biorad D10 Method, Bio-Rad Laboratories AG).20

Lifestyle score

A previously validated score, which has shown to be 
strongly associated with cardiovascular and all-cause 
mortality in general population, was used in the current 
analysis.15,23,24 This score is based on the criteria of ideal 
cardiovascular health, defined by the American Heart 
Association, and consists of 7 components, including behav-
ioral and cardiovascular risk factors. The score is scaled from 
0 (most unhealthy) to 7 (most healthy). One point was given 
for each of the following features: never smoking cigarettes, 
adopting a healthy diet, performing vigorous (≥75 minutes 
per week) or moderate (≥150 minutes per week) physical 
activity, and having a BMI <25 kg/m2, a total cholesterol 
<200 mg/dl, an HbA1c <5.7%, or a systolic/diastolic BP <120 
mm Hg/<80 mm Hg, respectively. A healthy diet included 
2 of the 3 following criteria: consumption of ≥5 portions of 
fruits and/or vegetables per day, ≥2 portions of fish per week, 
or <1500 mg of sodium per day.

Statistical analysis

Baseline characteristics, including all BPV values, were 
stratified by lifestyle score. Additionally, median BPV values 
were stratified by every individual component of the lifestyle 
score. The distribution of continuous variables was assessed 
using skewness, kurtosis, and visual inspection of the his-
togram. Mean ± SD was used to describe normally distrib-
uted variables and median (interquartile range) for skewed 
variables. Continuous variables were compared using stu-
dent’s t-test, analysis of variance, Wilcoxon rank sum test, 
or Kruskal–Wallis test, as appropriate. Categorical variables 
were expressed as numbers (percentage) and compared 
using Chi-square tests.

First, we assessed the relationship of individual lifestyle-
score components with systolic and diastolic daytime and 
nighttime BPV using 2 different multivariable linear regres-
sion models. The first model consists of all lifestyle-score 
components and was adjusted for age, sex, educational sta-
tus, alcohol consumption, and family history of cardiovas-
cular disease. A second model was additionally adjusted for 
the corresponding BP values in order to investigate whether 
the observed associations are independent of the mean BP. 
For this analysis, the BP component of the score has been 
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Figure 1.  Blood pressure variability stratified by lifestyle-score. Data are medians and whiskers are representing interquartile ranges. Abbreviations: 
DBPV, diastolic blood pressure variability; SBPV, systolic blood pressure variability.
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Figure 1.  Blood pressure variability stratified by lifestyle-score. Data are medians and whiskers are representing interquartile ranges. Abbreviations: 
DBPV, diastolic blood pressure variability; SBPV, systolic blood pressure variability.

removed in order to avoid statistical collinearity. In a second 
step, the relationship between the lifestyle score and BPV was 
assessed using multivariable linear regression analysis. All 
models were adjusted for the above-mentioned covariates. 
A second model was additionally adjusted for individual BP 
values. Separate models were built for systolic and diastolic 
24-hour, daytime, and nighttime BPV. For all analyses, we 
combined participants with lifestyle scores of 0–1 and 6–7 
points, respectively, in order to have more balanced group 
sizes. Participants with a lifestyle score of 4 built the larg-
est group and provide most statistical power. Therefore, this 
group was used as the reference. Because the observed asso-
ciations were approximately linear, multivariable regression 
analyses were repeated using the lifestyle score as an ordinal 
variable. As all BPV variables had a skewed distribution they 
were log-transformed for all analyses.

Subgroup effects were assessed across predefined strata 
of age, sex, smoking status, and BMI. Formal differences 

were evaluated using multiplicative interaction tests in 
the nonstratified models. SAS software version 9.4 (SAS 
Institute, Cary, NC) was used for all statistical analyses and 
a 2-tailed P value <0.05 was considered to indicate statistical 
significance.

RESULTS

Baseline characteristics were stratified by lifestyle score 
(Table  1) and sex (Supplementary Table S1). Overall, 
935 (46.8%) participants were men and median age was 
37 years. In general, individuals with a high lifestyle-score 
are younger, more often female and have lower BP and cho-
lesterol levels compared to individuals with a low lifestyle-
score. Median (interquartile range) values of systolic and 
diastolic BPV are decreasing linearly with increasing lifestyle 
score (P value < 0.0001) (Figure 1). In Supplementary Table 
S2, median BPV values stratified by individual lifestyle-score 
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components are presented. Significant differences in BPV 
were found for sex, smoking status, BMI, cholesterol, and 
HbA1c level. Overall, women had a higher lifestyle-score than 
men (Figure  2 and Supplementary Table S1). Five percent 
(n = 100) of participants had a lifestyle-score of 0–1 (4.4% 
men, 0.6% women), whereas 11.1% (n = 221) had a lifestyle-
score of 6–7 (1.5% men, 9.6% women). Sex-differences in 
lifestyle-score are mainly based on the BP and BMI criteria 
(Supplementary Table S1). The median lifestyle-score was 4.

Using multivariable regression analysis, we found inverse 
associations between daytime and nighttime BPV with never 
smoking cigarettes and having an optimal BMI. These rela-
tionships persisted even after the additional adjustment for 
mean individual BP value, as shown in Table 2. Prediabetes 
was statistically significant associated with daytime BPV but 
not with nighttime BPV. None of the other individual com-
ponents were independently related to BPV (Table 2).

Results of the relationship between BPV and lifestyle-
score are shown in Table 3. After multivariable adjustment, 
a statistically significant inverse and linear relationship was 
found between all BPV variables and lifestyle-score (all P for 
trend <0.0001). Using a score of 4 as the reference group, the 
β-estimates (95% confidence interval) for 24-hour systolic 
BPV were 0.07 (0.02; 0.13), 0.08 (0.04; 0.11), 0.01 (−0.02; 
0.05), −0.02 (−0.05; 0.01), and −0.06 (−0.09; −0.02) for a 
lifestyle-score of 0–1, 2, 3, 5, and 6–7 (P values for trend 
<0.0001). Additional adjustment for mean BP attenuated 
these associations, but with the exception of systolic day-
time BPV all relationships between BPV and lifestyle-score 
remained statistically significant, as shown in Table 3. Similar 
findings were obtained when the lifestyle-score was entered 
in the regression models as an ordinal variable (Figure 3). 
Per 1-point increase in lifestyle-score, the log-transformed 
24-hour systolic BPV decreases by 0.03 (β-coefficient (95% 
confidence interval) −0.03 (−0.036; −0.019), P < 0.0001). In 
nearly all analyses, BPV coefficients remained statistically 
significant after additional adjustment for mean BP levels.

Subgroup analyses are presented in Table 4. We found no 
evidence that age, sex, smoking status, or BMI modified the 
effect of lifestyle on systolic or diastolic 24-hour BPV.

DISCUSSION

In this large population-based study of 1,999 young and 
healthy adults, a healthy lifestyle and individual health met-
rics were significantly associated with a lower BPV. These 
relationships were consistent for daytime, nighttime, and 
weighted 24-hour BPV. The effect of the relationship was 
attenuated but remained statistically significant after adjust-
ment for mean BP levels, suggesting that the effect of healthy 
lifestyle on BP includes BPV and goes beyond mean BP lev-
els. We suppose that a decrease in BPV might contribute to 
the beneficial effect of a healthy lifestyle regarding the pre-
vention of cardiovascular events. However, further research 
is needed to improve the understanding of the underlying 
mechanisms. To the best of our knowledge, this is one of 
the first large population-based studies on the relationship 
between a healthy lifestyle and BPV that used 24-hour BP 
monitoring to quantify BPV and that systematically adjusted 
for mean BP levels. A  few previous studies showed a sig-
nificant relationship of BPV with cardiovascular risk factors 
beyond mean BP,8,9 but without the use of 24-hour BP moni-
toring and in significantly older populations. Other studies 
have shown a positive relationship between BPV and sev-
eral individual lifestyle factors.9,17,18 Strengths of the present 
study that add additional insights compared to the prior data 
include the use of a well-validated comprehensive score of 
lifestyle factors and cardiovascular health metrics, availabil-
ity of 24-hour BP measurements and comprehensive adjust-
ment of the associations for potential confounders including 
mean BP levels.

The exact mechanisms of the relationship between a 
healthy lifestyle and BPV are not fully clear. Based on the 
strong individual relationship with BPV, smoking cigarettes, 

Figure 2.  Distribution of lifestyle-score categories among participants. Bars represent data as percentages for each lifestyle-score category among 
females and males.
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Figure 3.  Relationship between blood pressure variability and lifestyle-score. Bars represent β coefficients (95% confidence interval) per 1-point 
increase category increase in the lifestyle score. Model 1 was adjusted for age, sex, educational status, alcohol consumption and family history for cardio-
vascular disease. Model 2 was additionally adjusted for mean BP.

Table 4.   Subgroup analysis for the relationship between blood pressure variability and the lifestyle-score

n 24-h SBPV P value for interaction 24-h DBPV P value for interaction

Sex Male 935 −0.01 (−0.02; 0.001) 0.90 −0.02 (−0.04; −0.007) 0.62

Female 1,064 −0.01 (−0.03; 0.001) −0.03 (−0.04; −0.01)

Age <36.7 992 −0.01 (−0.02; 0.001) 0.37 −0.03 (−0.04; −0.01) 0.92

≥36.7 1,007 −0.01 (−0.02; −0.00) −0.02 (−0.04; −0.007)

Smoking Current/past 905 −0.007 (−0.02; 0.008) 0.14 −0.02 (−0.04; −0.005) 0.11

Never 1,094 −0.002 (−0.01; 0.01) −0.01 (−0.03; 0.005)

BMI <25 1,202 −0.003 (−0.02; 0.01) 0.80 −0.01 (−0.03; 0.005) 0.55

≥25 797 −0.007 (−0.02; 0.008) −0.01 (−0.03; 0.006)

Data are β coefficients (95% confidence interval). Model was adjusted for age, sex, educational status, alcohol consumption  and family 
history for cardiovascular disease. Abbreviations: BMI, body mass index (kg/m2); BPV, blood pressure variability; 24-h SBPV, weighted systolic 
blood pressure variability over 24 hours; 24-h DBPV, weighted diastolic blood pressure variability over 24 hours.

and having a high BMI might be of particular importance 
regarding the relationship between a healthy lifestyle and 
BPV. Endothelial dysfunction, arterial stiffness, baroreceptor 
dysfunction, and increased sympathetic activity are mecha-
nisms that potentially lead to a high BPV.25,26 Additionally, 
genetic variations have to be taken into account.27 Both 
obesity and smoking cigarettes may increase BPV through 
endothelial dysfunction, changes in baroreflex sensitiv-
ity and autonomic function.19,23,28–30 Even though physical 
activity and a healthy diet were not independently asso-
ciated with BPV in our study, it has still a favorable effect 
on the function and structure of the cardiovascular sys-
tem and on body composition.31 One previously published 
study showed an inverse relationship between BPV and 
healthy Mediterranean diet among patients with coronary 
artery disease, raising the possibility that diet assessment 
may somewhat depend on the type of questionnaire used.32 

Weight reduction has shown to improve endothelial33 and 
autonomic function34 and to reduce BPV independently of 
the absolute BP value.33 Interestingly, a drug-induced reduc-
tion of BPV was found to improve baroreflex sensitivity,35 
and showed a stronger association with a reduction of stroke 
risk compared to mean BP levels,36 indicating that target-
ing BPV may help to optimize cardiovascular risk. But not 
only individual components are associated with BPV. Our 
results suggest an incremental effect of every health metric 
on BPV, even though not every component was individu-
ally associated with BPV. There is evidence showing that 
lifestyle modification, including physical activity and diet, 
may decrease BP37 and prevents and reverses arterial stiff-
ening,38 potentially more effectively in healthy adults than 
in a patient population.39 Thus, the consistent and strong 
results found in this study may be in part due to the exclusive 
assessment of young and healthy adults. Our results suggest 
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that an unhealthy lifestyle may have adverse effects on BPV 
already in young and healthy individuals. Thus, improving 
lifestyle measures in the community is particularly relevant 
in the context of our findings that only 11.1% (1.5% men vs. 
9.6% women) of the study population were found to have a 
healthy lifestyle and optimal cardiovascular health metrics. 
BP and BMI are the main criteria that are responsible for 
the markedly lower lifestyle score among men compared 
to women.

Strengths of this study include the large and well-char-
acterized population-based sample and the availability 
of ambulatory 24-hour BP recordings in all participants. 
However, several limitations should be acknowledged in the 
interpretation of the results. First, it is unclear whether our 
findings can be generalized to other populations with differ-
ent baseline characteristics. Second, as in any cross-sectional 
study, the causality and directionality of our findings cannot 
be addressed. Third, type 1 errors are possible, even though 
our results are very consistent. Fourth, physical activity, 
dietary habits, and smoking status were self-assessed and 
although we used validated questionnaires, minor measure-
ment errors can occur. We expect that if anything our results 
were slightly biased toward the null hypothesis.

In conclusion, in this large population-based study of 
young adults, a healthy lifestyle was strongly associated with 
a lower BPV, even after comprehensive multivariable adjust-
ment and after taking into account mean BP values. Our 
findings provide an additional potential mechanism on how 
a healthy lifestyle reduces the occurrence of cardiovascular 
outcomes, thereby reinforcing the importance of widespread 
adoption of a healthy lifestyle in the community.
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Supplementary data are available at American Journal of 
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FUNDING

The GAPP study was supported by the Liechtenstein 
Government, the Swiss Heart Foundation, the Swiss Society 
of Hypertension, the University of Basel, the University 
Hospital Basel, the Hanela Foundation, Schiller AG, and 
Novartis. David Conen was supported by a grant of the 
Swiss National Science Foundation (PP00P3_133681 and 
PP00P3_159322).

DISCLOSURES

The authors declared no conflict of interest.

REFERENCES

	 1.	 Conen D, Ridker PM, Buring JE, Glynn RJ. Risk of cardiovascular 
events among women with high normal blood pressure or blood pres-
sure progression: prospective cohort study. BMJ 2007; 335:432–6.

	 2.	 Conen D, Tedrow UB, Koplan BA, Glynn RJ, Buring JE, Albert CM. 
Influence of systolic and diastolic blood pressure on the risk of incident 
atrial fibrillation in women. Circulation 2009; 119:2146–2152.

	 3.	 Lim SS, Vos T, Flaxman AD, Danaei G, Shibuya K, Adair-Rohani 
H, Amann M, Anderson HR, Andrews KG, Aryee M, Atkinson C, 
Bacchus LJ, Bahalim AN, Balakrishnan K, Balmes J, Barker-Collo S, 
Baxter A, Bell ML, Blore JD, Blyth F, Bonner C, Borges G, Bourne R, 
Boussinesq M, Brauer M, Brooks P, Bruce NG, Brunekreef B, Bryan-
Hancock C, Bucello C, Buchbinder R, Bull F, Burnett RT, Byers TE, 
Calabria B, Carapetis J, Carnahan E, Chafe Z, Charlson F, Chen 
H, Chen JS, Cheng AT, Child JC, Cohen A, Colson KE, Cowie BC, 
Darby S, Darling S, Davis A, Degenhardt L, Dentener F, Des Jarlais 
DC, Devries K, Dherani M, Ding EL, Dorsey ER, Driscoll T, Edmond 
K, Ali SE, Engell RE, Erwin PJ, Fahimi S, Falder G, Farzadfar 
F, Ferrari A, Finucane MM, Flaxman S, Fowkes FG, Freedman 
G, Freeman MK, Gakidou E, Ghosh S, Giovannucci E, Gmel G, 
Graham K, Grainger R, Grant B, Gunnell D, Gutierrez HR, Hall W, 
Hoek HW, Hogan A, Hosgood HD 3rd, Hoy D, Hu H, Hubbell BJ, 
Hutchings SJ, Ibeanusi SE, Jacklyn GL, Jasrasaria R, Jonas JB, Kan 
H, Kanis JA, Kassebaum N, Kawakami N, Khang YH, Khatibzadeh 
S, Khoo JP, Kok C, Laden F, Lalloo R, Lan Q, Lathlean T, Leasher 
JL, Leigh J, Li Y, Lin JK, Lipshultz SE, London S, Lozano R, Lu Y, 
Mak J, Malekzadeh R, Mallinger L, Marcenes W, March L, Marks R, 
Martin R, McGale P, McGrath J, Mehta S, Mensah GA, Merriman 
TR, Micha R, Michaud C, Mishra V, Mohd Hanafiah K, Mokdad AA, 
Morawska L, Mozaffarian D, Murphy T, Naghavi M, Neal B, Nelson 
PK, Nolla JM, Norman R, Olives C, Omer SB, Orchard J, Osborne R, 
Ostro B, Page A, Pandey KD, Parry CD, Passmore E, Patra J, Pearce 
N, Pelizzari PM, Petzold M, Phillips MR, Pope D, Pope CA 3rd, 
Powles J, Rao M, Razavi H, Rehfuess EA, Rehm JT, Ritz B, Rivara FP, 
Roberts T, Robinson C, Rodriguez-Portales JA, Romieu I, Room R, 
Rosenfeld LC, Roy A, Rushton L, Salomon JA, Sampson U, Sanchez-
Riera L, Sanman E, Sapkota A, Seedat S, Shi P, Shield K, Shivakoti R, 
Singh GM, Sleet DA, Smith E, Smith KR, Stapelberg NJ, Steenland 
K, Stöckl H, Stovner LJ, Straif K, Straney L, Thurston GD, Tran JH, 
Van Dingenen R, van Donkelaar A, Veerman JL, Vijayakumar L, 
Weintraub R, Weissman MM, White RA, Whiteford H, Wiersma 
ST, Wilkinson JD, Williams HC, Williams W, Wilson N, Woolf AD, 
Yip P, Zielinski JM, Lopez AD, Murray CJ, Ezzati M, AlMazroa MA, 
Memish ZA. A comparative risk assessment of burden of disease and 
injury attributable to 67 risk factors and risk factor clusters in 21 
regions, 1990-2010: a systematic analysis for the Global Burden of 
Disease Study 2010. Lancet 2012; 380:2224–2260.

	 4.	 Parati G, Ochoa JE, Lombardi C, Bilo G. Assessment and management 
of blood-pressure variability. Nat Rev Cardiol 2013; 10:143–155.

	 5.	 Rothwell PM, Howard SC, Dolan E, O’Brien E, Dobson JE, Dahlöf 
B, Sever PS, Poulter NR. Prognostic significance of visit-to-visit vari-
ability, maximum systolic blood pressure, and episodic hypertension. 
Lancet 2010; 375:895–905.

	 6.	 Mayor S. Blood pressure variability is associated with increased risk of 
heart disease and death, study finds. BMJ 2015; 351:h4080.

	 7.	 Muntner P, Whittle J, Lynch AI, Colantonio LD, Simpson LM, Einhorn 
PT, Levitan EB, Whelton PK, Cushman WC, Louis GT, Davis BR, 
Oparil S. Visit-to-visit variability of blood pressure and coronary heart 
disease, stroke, heart failure, and mortality: a cohort study. Ann Intern 
Med 2015; 163:329–338.

	 8.	 An S, Bao M, Wang Y, Li Z, Zhang W, Chen S, Li J, Yang X, Wu S, Cai 
J. Relationship between cardiovascular health score and year-to-year 
blood pressure variability in China: a prospective cohort study. BMJ 
Open 2015; 5:e008730.

	 9.	 Grassi G, Seravalle G, Maloberti A, Facchetti R, Cuspidi C, Bombelli M, 
Laurent S, Redon J, Mancia G. Within-visit BP variability, cardiovascu-
lar risk factors, and BP control in central and eastern Europe: findings 
from the BP-CARE study. J Hypertens 2015; 33:2250–2256.

	10.	 Mancia G, Fagard R, Narkiewicz K, Redón J, Zanchetti A, Böhm 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; Members: LoaF. 2013 ESH/ESC 
Guidelines for the management of arterial hypertension: the Task Force 
for the management of arterial hypertension of the European Society of 
Hypertension (ESH) and of the European Society of Cardiology (ESC). 
J Hypertens 2013; 31:1281–1357.



American Journal of Hypertension  30(7)  July 2017  699

Healthy Lifestyle and BPV

	11.	 James PA, Oparil S, Carter BL, Cushman WC, Dennison-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 manage-
ment 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.

	12.	 Eriksson MK, Franks PW, Eliasson M. A 3-year randomized trial of 
lifestyle intervention for cardiovascular risk reduction in the primary 
care setting: the Swedish Björknäs study. PLoS One 2009; 4:e5195.

	13.	 Chaves G, Britez N, Munzinger J, Uhlmann L, Gonzalez G, Oviedo 
G, Chaparro V, Achon O, Bruckner T, Kieser M, Katus HA, Mereles 
D. Education to a healthy lifestyle improves symptoms and car-
diovascular risk factors—AsuRiesgo study. Arq Bras Cardiol 2015; 
104:347–355.

	14.	 Lu Y, Lu M, Dai H, Yang P, Smith-Gagen J, Miao R, Zhong H, Chen R, 
Liu X, Huang Z, Yuan H. Lifestyle and risk of hypertension: follow-up 
of a young pre-hypertensive cohort. Int J Med Sci 2015; 12:605–612.

	15.	 Yang Q, Cogswell ME, Flanders WD, Hong Y, Zhang Z, Loustalot F, 
Gillespie C, Merritt R, Hu FB. Trends in cardiovascular health metrics 
and associations with all-cause and CVD mortality among US adults. 
JAMA 2012; 307:1273–1283.

	16.	 Xanthakis V, Enserro DM, Murabito JM, Polak JF, Wollert KC, Januzzi 
JL, Wang TJ, Tofler G, Vasan RS. Ideal cardiovascular health: asso-
ciations with biomarkers and subclinical disease and impact on inci-
dence of cardiovascular disease in the Framingham Offspring Study. 
Circulation 2014; 130:1676–1683.

	17.	 Kato T, Kikuya M, Ohkubo T, Satoh M, Hara A, Obara T, Metoki H, 
Asayama K, Hirose T, Inoue R, Kanno A, Totsune K, Hoshi H, Satoh H, 
Imai Y. Factors associated with day-by-day variability of self-measured 
blood pressure at home: the Ohasama study. Am J Hypertens 2010; 
23:980–986.

	18.	 Li Z, Snieder H, Su S, Harshfield GA, Treiber FA, Wang X. A longi-
tudinal study of blood pressure variability in African-American and 
European American youth. J Hypertens 2010; 28:715–722.

	19.	 Kawabe H, Kanda T, Hirose H, Saito I. Variability of home blood pres-
sure measurements between first and second measurements on one 
occasion, and factors related to variability. Clin Exp Hypertens 2012; 
34:237–242.

	20.	 Conen D, Schön T, Aeschbacher S, Paré G, Frehner W, Risch M, Risch 
L. Genetic and phenotypic determinants of blood pressure and other 
cardiovascular risk factors (GAPP). Swiss Med Wkly 2013; 143:w13728.

	21.	 Hansen TW, Thijs L, Li Y, Boggia J, Kikuya M, Björklund-Bodegård 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. Prognostic value of reading-to-reading blood pres-
sure variability over 24 hours in 8938 subjects from 11 populations. 
Hypertension 2010; 55:1049–1057.

	22.	 Craig CL, Marshall AL, Sjöström M, Bauman AE, Booth ML, Ainsworth 
BE, Pratt M, Ekelund U, Yngve A, Sallis JF, Oja P. International Physical 
Activity questionnaire: 12-country reliability and validity. Med Sci 
Sports Exerc 2003; 35:1381–1395.

	23.	 Aeschbacher S, Bossard M, Ruperti Repilado FJ, Good N, Schoen T, 
Zimny M, Probst-Hensch NM, Schmidt-Trucksäss A, Risch M, Risch 
L, Conen D. Healthy lifestyle and heart rate variability in young adults. 
Eur J Prev Cardiol 2015; 23:1037–1044.

	24.	 Folsom AR, Yatsuya H, Nettleton JA, Lutsey PL, Cushman M, 
Rosamond WD; ARIC Study Investigators. Community prevalence 
of ideal cardiovascular health, by the American Heart Association 

definition, and relationship with cardiovascular disease incidence. J Am 
Coll Cardiol 2011; 57:1690–1696.

	25.	 Mancia G, Grassi G. Mechanisms and clinical implications of blood 
pressure variability. J Cardiovasc Pharmacol 2000; 35:S15–S19.

	26.	 Muntner P, Levitan EB. Visit-to-visit variability of blood pressure: cur-
rent knowledge and future research directions. Blood Press Monit 2013; 
18:232–238.

	27.	 Jíra M, Závodná E, Honzíková N, Nováková Z, Vašků A, Izakovičová 
Hollá L, Fišer B. Association of eNOS gene polymorphisms T-786C 
and G894T with blood pressure variability in man. Physiol Res 2011; 
60:193–197.

	28.	 Ushigome E, Fukui M, Hamaguchi M, Tanaka T, Atsuta H, Mogami SI, 
Oda Y, Yamazaki M, Hasegawa G, Nakamura N. Factors affecting vari-
ability in home blood pressure in patients with type 2 diabetes: post hoc 
analysis of a cross-sectional multicenter study. J Hum Hypertens 2014; 
28:594–599.

	29.	 Abramson JL, Lewis C, Murrah NV. Body mass index, leptin, and 
ambulatory blood pressure variability in healthy adults. Atherosclerosis 
2011; 214:456–461.

	30.	 Mancia G, Groppelli A, Di Rienzo M, Castiglioni P, Parati G. 
Smoking impairs baroreflex sensitivity in humans. Am J Physiol 1997; 
273:H1555–H1560.

	31.	 Ellison GM, Waring CD, Vicinanza C, Torella D. Physiological cardiac 
remodelling in response to endurance exercise training: cellular and 
molecular mechanisms. Heart 2012; 98:5–10.

	32.	 Lau KK, Wong YK, Chan YH, Li OY, Lee PY, Yuen GG, Wong YK, 
Tong S, Wong D, Chan KH, Cheung RT, Siu CW, Ho SL, Tse HF. 
Mediterranean-style diet is associated with reduced blood pressure 
variability and subsequent stroke risk in patients with coronary artery 
disease. Am J Hypertens 2015; 28:501–507.

	33.	 Marcus Y, Segev E, Shefer G, Sack J, Tal B, Yaron M, Carmeli E, Shefer 
L, Margaliot M, Limor R, Gilad S, Sofer Y, Stern N. Multidisciplinary 
treatment of the metabolic syndrome lowers blood pressure variability 
independent of blood pressure control. J Clin Hypertens (Greenwich) 
2016; 18:19–24.

	34.	 Ashida T, Ono C, Sugiyama T. Effects of short-term hypocaloric diet on 
sympatho-vagal interaction assessed by spectral analysis of heart rate 
and blood pressure variability during stress tests in obese hypertensive 
patients. Hypertens Res 2007; 30:1199–1203.

	35.	 Höcht C. Blood Pressure Variability: Prognostic Value and Therapeutic 
Implications. ISRN Hypertension; Hindawi Publishing Corporation. 
2013.

	36.	 Rothwell PM, Howard SC, Dolan E, O’Brien E, Dobson JE, Dahlöf B, 
Poulter NR, Sever PS; ASCOT-BPLA and MRC Trial Investigators. 
Effects of beta blockers and calcium-channel blockers on within-indi-
vidual variability in blood pressure and risk of stroke. Lancet Neurol 
2010; 9:469–480.

	37.	 Appel LJ, Champagne CM, Harsha DW, Cooper LS, Obarzanek E, 
Elmer PJ, Stevens VJ, Vollmer WM, Lin PH, Svetkey LP, Stedman SW, 
Young DR; Writing Group of the PREMIER Collaborative Research 
Group. Effects of comprehensive lifestyle modification on blood pres-
sure control: main results of the PREMIER clinical trial. JAMA 2003; 
289:2083–2093.

	38.	 Tanaka H, Safar ME. Influence of lifestyle modification on arterial stiff-
ness and wave reflections. Am J Hypertens 2005; 18:137–144.

	39.	 Seals DR, Tanaka H, Clevenger CM, Monahan KD, Reiling MJ, Hiatt 
WR, Davy KP, DeSouza CA. Blood pressure reductions with exer-
cise and sodium restriction in postmenopausal women with elevated 
systolic pressure: role of arterial stiffness. J Am Coll Cardiol 2001; 
38:506–513.


