LETTERS

The authors respond to “Is it
premature to SPRINT?”

We thank Allen? for his letter and are grate-
ful for the opportunity to discuss further
the SPRINT findings.? Allen points out that
antihypertensive drug deprescribing was
performed in the standard blood pressure
arm to maintain systolic blood pressure
levels near 140 mm Hg and that this type of
deprescribing may not be done in real-
world clinical practice. Thus, deprescribing
may have disadvantaged patients in the
standard blood pressure arm, given that
the trial ultimately found that intensive
blood pressure reduction reduced cardio-
vascular events and mortality. Although
this point may be valid, it could not have
been deduced until after the trial results
were known. Separation of blood pressure
targets in the two study arms was needed
to optimize internal validity. If the SPRINT
trial results were null, this aspect of the
trial design would have supported depre-
scribing in this patient population, which
would have been an important and clini-
cally relevant finding.

Although blood pressure mortality
curves commonly follow a U-shaped or
J-shaped distribution, the nadir of risk
varies according to patient characteristics
and mortality cause.® Regardless, these
data are observational in nature and,
although they represent gold standard
prognostic data, they should not be used
to infer optimal treatment targets. For
this, we require randomized controlled
trials, preferably those with a treat-to-
target design (like SPRINT). The broader
treat-to-target trial literature beyond
SPRINT indicates that intensive blood
pressure reduction to mean levels around
130 mm Hg (relative to 140 mm Hg)

reduces cardiovascular events.* We agree
with Allen! that more studies examining
more intensive blood pressure treatment
targets are needed.

Lastly, it was the nearly 50% lower-
than-anticipated event rate in study sam-
ple recruited for the ACCORD-BP trial, not
the initial sample size, that undermined
statistical power.® Given that the study
was ultimately underpowered, it is diffi-
cult to predict if the results would have
been deemed clinically important by
patients. This requires an individual
assessment, and opinions likely differ
widely among patients.
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