Cerebrovascular
Diseases

Letter to the Editor

Cerebrovasc Dis 2016;41:103-104
DOI: 10.1159/000443410

Received: November 21, 2015
Accepted: December 14,2015
Published online: January 12,2016

Elevated Blood Pressure in Acute Ischemic Stroke:

Comment and Reply

Shuping Liu Chengyan Li Tao Li

Department of Neurology, Renmin Hospital of Wuhan University, Wuhan, Hubei Province, PR China

It is a great honor that our academic is-
sue has gained widespread attention. We
thank Dr. Vijay K. Sharma for his thought-
ful comments. We had carefully read the
Editorial ‘Elevated Blood Pressure in Acute
Ischemic Stroke — Treat or Leave? [1].
First, Dr. Vijay K. Sharma explained why
blood pressure (BP) should not be actively
lowered in acute ischemic stroke (AIS) -
BP tends to normalize spontaneously
within hours or days after AIS onset [2]
and higher BP can avoid any further re-
duction of the cerebral blood flow [3].
Then, he pointed out the adverse effects of
high BP, such as higher rates of death or
dependency, poor rates of recanalization
with intravenous thrombolysis [4], and
higher risk of symptomatic intracranial
hemorrhage after systemic thrombolysis
[5]. We agree with these views above, the
haunting contradictions have baffled
many clinicians and that’s why we make
our meta-analysis. Finally, Dr. Vijay K.
Sharma concluded that some definitive an-
swers about the role of early intensive BP
control in AIS might be obtained from the
ongoing Enhanced Control of Hyperten-
sion and Thrombolysis Stroke Study
(ENCHANTED) trial [6]. Indeed, the
ENCHANTED trial can resolve some
questions in AIS patients with thromboly-
sis therapy, but not in non-thrombolysis
patients. In addition, some other vital
questions require to be resolved urgently:
the optimal target of BP lowering, the best

time to start lowering BP and whether the
severity of stroke play a role, as have been
touched upon in our discussion section
[7].

Our meta-analysis aimed to investigate
the safety and effect of early BP lowering
(started within the first 48 h) after AIS on
the outcome [7]. Our findings most likely
are applicable for a majority of patients
who do not receive intravenous thrombo-
lytic therapy, because most of the included
studies had excluded patients with throm-
bolytic therapy, although 3 trials did not
provide the percentage of patients receiv-
ing thrombolytic therapy. The proportion
of patients is very low according to recent
reports — about 2.4-5.2% in recent reports
from the USA [8] registry and 1.6% in the
China National Stroke Registry [9]. In this
respect, our analysis is meaningful. Of
course, we had other advantages, which
had been emphasized in our discussion
section, to make our analysis more power-
ful.

Dr. Vijay K. Sharma had raised 2 ques-
tions about our study. They were about the
included studies being limited by the late
recruitment (many hours after stroke on-
set) and smaller BP difference between the
active and control arms.

We had already explicitly explained in
our discussion section with respect to the
first question. We cannot deny that onset-
to-treatment time could play a role. We
also speculated that timely hypertension

control in the super-acute phase of AIS will
contribute to more effective thrombolysis;
the earlier the treatment given, the greater
the proportional benefit. However, our
meta-analysis is done on the basis of exist-
ing valuable evidence; therefore, we need
more and larger RCTs to resolve the fol-
lowing question: what is the best time to
start lowering BP?

We think the second question is inap-
propriate. In our inclusive criteria, we
clearly pointed out that the BP was signifi-
cantly different between the 2 groups after
treatment. Statistical power is defined as
the probability to find differences that are
statistically different. Therefore, our study
has sufficient power to assess the effects of
early BP lowering (started within the first
48 h) after AIS on the outcome.
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