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Additional file 7. Syntheses of results and summary of findings table (SoF)

We present the effects of interventions per comparison and their corresponding follow-up
periods (any aerobic training vs control, walking vs control, aerobic training vs yoga, aerobic
training vs salt restriction, aerobic training vs tai chi, aerobic training vs aerobic training plus
Dietary Approaches to Stop Hypertension (DASH), high-intensity interval training vs
moderate-intensity aerobic training, home-based vs supervised center-based cardiac
rehabilitation, combined training vs control, exercise training (ET) vs no intervention,
exercise training vs no intervention, exercise training vs diet, exercise training vs diet plus
exercise training, isometric resistance training vs control, dynamic resistance training vs
control, dynamic resistance training vs aerobic training, dynamic resistance training vs yoga).
Comparisons are numbered according to Figure 3, shown in the main text. Tables 1-14 depict

further details.
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Primary outcomes: SBP, DBP, and MBP

Comparison 1: Any aerobic training versus Control

Five reviews studied the effects of any aerobic training on SBP and DBP compared to control
groups in adults (37-40,45) whit different diagnoses such as normotensive, high blood
pressure (38), moderate kidney failure, dialysis treatment, kidney transplantation (37),
polycystic ovary syndrome (40), intermittent claudication (39), high blood pressure,
overweight, obesity, or non-insulin-dependent type Il diabetes adults (45). Participants’ age

ranged from 21 to 74 years (37-40,45). See Table 1.

Systolic blood pressure: short term follow-up

Herrod et al., 2018 reported evidence of a clinically relevant difference in SBP between any
AET and control in normotensive or high blood pressure adults (12 RCTs; N=no reported,;
MD -6.06 mm Hg, 95% CI -9.08 to -3.05) at 12 to 48 weeks follow-up (38). Data from Heiwe
etal., 2011 (37) suggest that any AET compared to control leads to no effect on SBP in adults
with either moderate kidney failure, or kidney transplantation up to 12 weeks follow-up (3
RCTs; N=144; MD -6.38 mm Hg, 95% CI -13.84 to 1.08). These findings were further
confirmed by Kite et al., 2019 (40) in the subgroup of adults with polycystic ovary syndrome
(3 RCTs; N=128; MD -3.71 mm Hg, 95% CI -8.88 to 1.47). Besides, Jansen et al., 2019
reported evidence of a clinically relevant difference in SBP between any AET and control in
adults with intermittent claudication (3 RCTs; N=113; MD -7.79 mm Hg, 95%CI -10.84 to -
4.73) (39). Very low quality of evidence suggests that there is uncertainty whether any AET
compared to control may reduce SBP in adults with either high blood pressure, moderate

kidney failure, kidney transplantation, polycystic ovary syndrome, intermittent claudication,
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high blood pressure, overweight, obesity, or non-insulin-dependent type Il diabetes as well

as normotensive at short-term follow-up. See table 1.

Systolic blood pressure: short to middle term follow-up

Herrod et al., 2018 reported evidence of a difference between any AET and control in SBP
in normotensive or high blood pressure adults at short to middle-term follow-up (9 RCTs;
N=no reported; MD -4.37 mm Hg, 95% CI -7.28 to -1.45) (38). Besides, Heiwe et al. 2011
(37), who reported narrative data of a clinically important difference between groups in SBP
from one RCT (3 RCTs; N=62; MD -23.00 mm Hg; no precision measures reported), the
remaining two RCTSs found evidence of no difference between any AET and control on SBP
in adults with either moderate kidney failure, or kidney transplantation (37). It is uncertain
whether any AET compared to control may reduce SBP in adults with either high blood
pressure, moderate kidney failure, kidney transplantation as well as normotensive at short to

middle-term follow-up because the quality of evidence is very low (Table 1).

Systolic blood pressure: middle to long term follow-up

Data from Herrod et al., 2018 suggest that any AET compared to control leads to no effect
on SBP in normotensive and high blood pressure adults (2 RCTs; N=no reported; MD -5.97
mm Hg, 95% CI -21.40 to 9.47) (38). Similar evidence was reported by Jansen et al., 2019
on SBP in adults with intermittent claudication at 24 to 48 weeks follow-up (4 RCTs; N=291;
MD -3.14 mm Hg, 95% CI -8.31 to 2.03) (39). No differences between any AET and control
were observed for SBP in adults with High blood pressure, overweight, obese, non-insulin-
dependent type 1l diabetes at middle to long-term follow-up (2 RCTs; N=259; MD -0.59 mm
Hg, 95% CI -2.66 to 1.49) (45). Besides, Heiwe et al. 2011 (37), who reported narrative

evidence of no effect between groups in SBP from two RCT in adults with either moderate
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kidney failure, or kidney transplantation (2 RCTs; N=121; no precision measures reported)
(37). Very low quality of evidence suggests that there is uncertainty whether any AET may
reduce SBP compared to control in adults with either high blood pressure, moderate kidney
failure, kidney transplantation, intermittent claudication as well as normotensive at middle to

long-term follow-up. See table 1.

Diastolic blood pressure: short to term follow-up

Herrod et al., 2018 reported evidence of a clinically relevant difference in DBP between any
AET and control in normotensive or high blood pressure adults (12 RCTs; N=no reported,;
MD -2.60 mm Hg, 95% CI -3.89 to -1.31) at 12 to 48 weeks follow-up (38). Data from Heiwe
et al., 2011 (37) suggest that any AET compared to control leads to no effect on DBP in
adults with either moderate kidney failure or kidney transplantation up to 12 weeks follow-
up (1 RCTs; N=19; MD 4.40 mm Hg, 95% CI —2.51 to 11.31). These findings were further
confirmed by Kite et al., 2019 (40) on DBP in the subgroup of adults with polycystic ovary
syndrome (3 RCTs; N=128; MD -2.67 mm Hg, 95% CI -6.50 to 1.17) for this follow-up.
Besides, Jansen et al., 2019 reported narrative evidence of no effect in DBP between any
AET and control in adults with intermittent claudication (1 RCTs; N=42; no precision
measures reported) (39). It is uncertain whether any AET compared to control may reduce
DBP in adults with either high blood pressure, moderate kidney failure, Kkidney
transplantation, polycystic ovary syndrome, intermittent claudication, high blood pressure,
overweight, obesity, or non-insulin-dependent type Il diabetes as well as normotensive at

short-term follow-up because the quality of evidence is very low (Table 1).
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Diastolic blood pressure: short to middle term follow-up

Herrod et al., 2018 reported evidence of a difference between any AET and control in DBP
in normotensive or high blood pressure adults at short to middle-term follow-up (10 RCTSs;
N=no reported; MD -2.08 mm Hg, 95% CI -3.54 to -0.62) (38). Besides, Heiwe et al., 2011
suggest that any AET compared to control leads to no effect on DBP in adults with either
moderate kidney failure, or kidney transplantation for this follow-up (3 RCTs; N=62; MD -
0.12 MM Hg, 95% CI -4.35 to 4.11) (37). Very low quality of evidence suggests that there
is uncertainty whether any AET may reduce DBP compared to control in adults with either
high blood pressure, moderate kidney failure, kidney transplantation as well as normotensive

at short to middle-term follow-up. See table 1.

Diastolic blood pressure: middle to long term follow-up

Data from Herrod et al., 2018 suggest that any AET compared to control leads to no effect
on DBP in normotensive and high blood pressure adults (2 RCTs; N=no reported; MD -0.95
mm Hg, 95% CI -2.28 to 0.37) (38). Similar narrative evidence was reported by Jansen et al.,
2019 on DBP in adults with intermittent claudication at 24 to 48 weeks follow-up (1 RCTs;
N=51; no precision measures reported) (39). Differences between any AET and control were
observed for Shaw et al., 2006 on DBP in adults with High blood pressure, overweight, obese,
non-insulin-dependent type 1l diabetes at middle to long-term follow-up (2 RCTs; N=259;
MD -2.09 mm Hg, 95% CI -3.68 to -0.51) (45). Finally, Heiwe et al., 2011 found evidence
of no effect between groups on DBP in adults with either moderate kidney failure, or kidney
transplantation for this follow-up (2 RCTs; N=121; MD -1.58 mm Hg, 95% CI -5.90 to 2.75)
(37). It is uncertain whether any AET compared to control may reduce DBP in adults with

either high blood pressure, moderate kidney failure, kidney transplantation, intermittent



103

104

105

106

evidence is very low (Table 1).

systolic, diastolic, and mean blood pressure.

claudication as well as normotensive at middle to long-term follow-up because the quality of

Table 1. Summary of findings for the comparison: Any aerobic training vs Control for

Any aerobic training vs Control

Outcomes

Population

Intervention: Any aerobic training
Comparison: Control
Setting: mixed (Center, home, hospital, community-based, rehabilitation)

Relative effect
(95% CI)

Anticipated absolute effect*

(95% CI)

Ne° of

Participants
(studies)

Assumed risk
with control

Assumed risk with
intervention

Certainty of

the evidence

(GRADE)

Systolic blood pressure — short term follow-up (up to 16 weeks)

Systolic blood

Normotensive

Mean SBP (mm Hg)

pressure . MD -6.06 - a
(short term up Hrlgszl?rI:Od (-9.08 t0 -3.05) Not estimable \:\(/)&\1; g.(t)g éo(\)/\éelrosl%g? NR (12)
to 12 weeks) P '
Systolic blood Polycystic Mean SBP (mm Hg)
pressure MD -3.71 . b

ovary Not estimable was 3.71 lower (8.88 128 (3)
(short term 8-16 (-8.88 t0 1.47) .

syndrome lower to 1.47 higher)
weeks)
Systolic blood The mean SBP oo
pressure Intermittent MD -7.79 (mm Hg) )4 GAN SIEIP (D 1) c Very Low!?

. was 7.79 lower (10.84 113 (3)

(short term up claudication (-10.84 to -4.73) | range was from lower to 4.73 lower)
to 12 weeks) 0t05.12 '

Moderate
Systolic blood kidney failure
pressure Dialysis . i ) q
(shortterm 4 - | treatment Not estimable 19(1)
12 weeks) Kidney

transplantation

Systolic blood pressure — short to middle term follow-up (12 to 24 weeks)
Systolic blood
pressure Normotensive MD -4.37 Mean SBP (mm Hg)
(short to middle | High blood ' Not estimable was 4.37 lower (7.28 NR (9)?
(-7.28 to -1.45)

term >12-24 pressure lower to 1.45 lower) POOO
weeks) Very Low*?
Systolic blood Moderate y
pressure (short | kidney failure . ) ) d
to middle term | Dialysis Not estimable 62(3)
16-24 weeks) treatment




Kidney
transplantation

Systolic

blood pressure — middle to long term follow-up (24 to 52 wee

ks)

Systolic blood

The mean SBP

pressure Intermittent ) Mean SBP (mm Hg)
(middle to long | Claudication MD -3.14 (i 716 was 3.14 lower (8.31 291 (4)°
(-8.31t02.03) | range was from .
term 24-48 010512 lower to 2.03 higher)
weeks) 103,
High blood
. pressure
Systolic blood Overweight The mean SBP
pressure Obese MD -0.59 (mm Ho) Mean SBP (mm Hg)
(middle to long S ' was 0.59 lower (2.66 259 (2)¢
Non-insulin- (-2.66 t0 1.49) | range was from .
term 26-52 q lower to 1.49 higher)
weeks) ependent -1t00
type Il DOOO
diabetes Very Low"?
. Moderate
E?fst;z'r‘; blood | idney failure
(middle to long '[[t?;.lt)rq'?ézt Not estimable - - 121 (2)¢
term follow-up Kidne
28-48 weeks) y
transplantation
Systolic blood
pressure Normotensive MD -5.97 Mean SBP (mm Hg)
(middle to long | High blood (-21.40 to.9 47) Not estimable | was 5.97 lower (21.40 NR (2)?
term >24 pressure ' ' lower to 9.47 higher)
weeks)
Diastolic blood pressure — short term follow-up (up to 16 weeks)
Dr'::stﬁlgc blood Normotensive MD -2.60 Mean DBP (mm Hg)
?short term u High blood (-3.89to Not estimable was 2.60 lower (3.89 NR (12)?
0 12 weeks)p pressure -1.31) lower to 1.31 lower)
Diastolic blood Polycystic Mean DBP (mm Hg)
pressure MD -2.67 : b
ovary Not estimable was2.67 lower (6.50 128 (3)
(short term 8-16 (-6.50t0 1.17) | hiah
weeks) syndrome ower to 1.17 higher)
Dr';’lss:g:'e(: blood Intermittent VEEreS) %3,4
?short term up Claudication Not estimable - - 42 (1)° y
to 12 weeks)
Moderate
Diastolic blood | kidney failure
pressure (short | Dialysis MD -4.40 . ke DIE (7 (113 d
Not estimable was 4.40 lower (2.51 19 (2)
term follow-up | treatment (-11.31 to 2.51) lower to 11.31 higher)
4 -12 weeks) Kidney ' g
transplantation
Diastolic blood pressure — short to middle term follow-up (12 to 24 weeks)
. . Normotensive Mean DBP (mm Hg)
Diastolic blood . MD -2.08 . * . POOO
oressure High blood (-3.54 10 -0.62) Not estimable was 2.08 lower (3.54 NR (10) Very Low2

pressure

lower to 0.62 lower)




(short to middle

term >12-24
weeks)
Diastolic blood Moderate
ressure kidney failure The mean DBP Mean DBP (mm Hg)
F(Jshort to middle Dialysis MD -0.12 (mm Hg) was 0.12 lower 62 (3)¢
treatment (-4.35t04.11) | range was from (4.35lower to 4.11
term 16-24 ; :
Kidney 8210 79 higher)
weeks) .
transplantation
Diastolic blood pressure — middle to long term follow-up (24 to 52 weeks)
High blood
. . pressure
Diastolic blood Overweight The mean DBP
pressure Mean DBP (mm Hg)
: Obese MD -2.09 (mm Hg) .
(middle to long o was 2.09 lower (3.68 259 (2)
Non-insulin- (-3.68t0 -0.51) | range was from
term 26-52 lower to 0.51 lower)
dependent -1t0 0.6
weeks)
type 1l
diabetes
. . Moderate
Diastolic blood kidney failure The mean DBP
pressure e Mean DBP (mm Hg)
: Dialysis MD -1.58 (mm Hg) d
(middle to long was 1.58 lower (5.90 121 (2)
treatment (-5.90t0 2.75) | range was from . DOOO
term follow-up ; lower to 2.75 higher) 15
Kidney 86 t0 90.6 Very Low™
28-48 weeks) .
transplantation
Diastolic blood
pressure Intermittent
(middle to long I Not estimable - - 51 (1)°
Claudication
term 24-48
weeks)
Diastolic blood
pressure Normotensive MD -0.95 Mean DBP (mm Hg)
(middle to long | High blood (-2.28 10 0 37) Not estimable* | was 0.95 lower (2.28 NR (2)?
term >24 pressure ' ' lower to 0.37 higher)
weeks)

*The risk in the intervention group (and its 95% confidence interval) is based on the assumed risk in the comparison group and
the relative effect of the intervention (and its 95% CI). AET: aerobic training; Cl: Confidence interval; DBP: diastolic blood
pressure; MD: mean difference; RCT: randomized controlled trial; SBP: systolic blood pressure; WMD: weighted mean

difference.

aHerrod et al., 2018; PKite et al., 2019; Jansen et al., 2019; YHeiwe et al., 2011; ; ¢Shaw et al., 2006.

! Downgraded by two levels due to selection bias (random sequence generations and allocation concealment), detection bias

(unblinded outcome assessor), incomplete outcome data (attrition bias), and selective reporting (reporting bias).
2Downgraded by one level due to inconsistency (there was statistically significant heterogeneity).

3 Downgraded by one level due to inconsistency (there was statistically significant heterogeneity) and wide confidence intervals

(imprecision).

* Downgraded by two levels due to selection bias (random sequence generations and allocation concealment), detection bias
(unblinded outcome assessor), incomplete outcome data (attrition bias)

®> Downgraded by one level due to wide confidence intervals (imprecision).
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Comparison 2: Walking aerobic training versus Control.
One review assessed the effects of walking aerobic training on SBP and DBP compared to
control at short to long-term follow-up (41) in adults with different diagnoses such as high

blood pressure as well as normotensive, Participants’ age ranged from 16 to 84 years (41).

Systolic blood pressure: short to long term follow-up by age

Lee et al 2021, reported evidence of a difference in effect between walking AET and control
on SBP in normotensive or high blood pressure adults with <40 years (14 RCTs; N=491; MD
-4.41 mm Hg, 95% CI -6.17 to -2.65) at short to long follow-up. These findings were further
confirmed by the same review in adults with 41 to 60 years for this follow-up (35 RCTs;
N=1959; MD -3.79 mm Hg, 95% CI -5.64 to -1.94). Similar evidence was reported by this
review on SBP adults with >60 years at 4 to 64 weeks follow-up (24 RCTs; N=2610; MD -
4.30 mm Hg, 95% CI -6.17 to -2.44) (41). Moderate quality evidence indicates that walking
AET compared to control probably reduces SBP in adults who wither are normotensive, or
have high blood pressure with <40 years at short to long-term follow-up. Low certainty of
evidence suggests that walking AET may reduce SBP compared to control in normotensive
or high blood pressure adults with 41 to 60 years or higher than 60 years at short to long-term

follow-up (Table 2).

Systolic blood pressure: short to long term follow-up by sex

Data from Lee et al., 2021 (41) suggest that walking AET compared to control leads to an
effect on SBP in normotensive or high blood pressure males at 4 to 64 weeks follow-up (6
RCTs; N=203; MD -4.64 mm Hg, 95% CI -8.69 to -0.59). Similar findings were reported on
SBP in females (22 RCTs; N=1149; MD -5.65 mm Hg, 95% CI -7.89 to -3.41) (41). Low

certainty of evidence suggests that walking AET compared to control may reduce SBP in
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females and males who either are normotensive or have high blood pressure at short to long-

term follow-up. See table 2

Systolic blood pressure: short to long term follow-up by different levels of blood
pressure

Lee etal., 2021 reported evidence of a difference in effect between walking AET and control
on SBP in normotensive adults at 4 to 64 weeks follow-up (33 RCTs; N=2057; MD -3.68
mm Hg, 95% CI -5.12 to -2.24) (41). Similar results were found on SBP in high normal and
high blood pressure adults (39 RCTs; N=2991; MD -5.54 mm Hg, 95% CI -6.23 to -2.85).
Equally, evidence reports similar findings on SBP in adults with high blood pressure (21
RCTs; N=1573; MD -5.21 mm Hg, 95% CI -7.66 to -2.76) (41). Moderate quality evidence
indicates that walking AET compared to control probably reduces SBP in normotensive
adults at short to long-term follow-up. However, compared to control, low quality of
evidence indicates that walking AET may reduce SBP in adults with high normal and high

blood pressure levels at short to long-term follow-up (Table 2).

Diastolic blood pressure: short to long term follow-up by age

Lee et al 2021, reported evidence of a clinically relevant difference in DBP between walking
AET and control in normotensive or high blood pressure adults with <40 years at short to
long follow-up (14 RCTs; N=491; MD -3.01 mm Hg, 95% CI -4.44 to -1.58) (41). Data from
the same review (41) found little effect on DBP in adults with 41 to 60 years (32 RCTSs;
N=1730; MD -1.74 mm Hg, 95% CI —-2.95 to -0.52). Similar results were reported on DBP
in adults with >60 years (23 RCTs; N=2410; MD -1.33 mm Hg, 95% CI —2.40 to -0.26) (41).
Moderate quality evidence indicates that walking AET compared to control probably reduces

DBP in normotensive, or high blood pressure adults with <40 years at short to long-term
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follow-up. Low certainty of evidence suggests that walking AET compared to control may
reduce DBP in normotensive or high blood pressure adults with 41 to 60 years or higher than

60 years at short to long-term follow-up (Table 2).

Diastolic blood pressure: short to long term follow-up by sex

Data from Lee et al., 2021 (41) suggest that walking AET compared to control leads to a
clinically important difference in DBP in normotensive or high blood pressure males at 4 to
64 weeks follow-up (6 RCTs; N=203; MD -2.54 mm Hg, 95% CI -4.84 to -0.24). Similarly,
findings were found on DBP in females (20 RCTs; N=100; -2.69 mm Hg, 95% CI -4.16 to -
1.23) (41). Low certainty of evidence suggests that walking AET may reduce SBP compared
to control in normotensive or high blood pressure female and male adults at short to long-

term follow-up (Table 2).

Diastolic blood pressure: short to long term follow-up by levels of blood pressure

Lee et al., 2021 reported evidence of a clinically relevant difference in DBP between walking
AET and control in normotensive adults at 4 to 64 weeks follow-up (53 RCTs; N=3920; MD
-3.91 mm Hg, 95% CI -5.26 to -2.55) (41). Similar results were reported on DBP in high
normal and high blood pressure adults (15 RCTs; N=779; MD -5.54 mm Hg, 95% CI -6.23
to -2.85). Equally, evidence found similar findings in adults with high blood pressure levels
(7 RCTs; N=303; MD -7.82 mm Hg, 95% CI -11.16 to -4.47) (41). Moderate quality evidence
indicates that walking AET compared to control probably reduces DBP in adults with high
blood pressure levels at short to long-term follow-up. However, compared to control, low-
quality evidence indicates that walking AET may reduce DBP in normotensive, high normal,

or high blood pressure adults at short to long-term follow-up (Table 2).
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Table 2. Summary of findings for the comparison: Walking aerobic training versus
control for systolic and diastolic blood pressure

Walking aerobic training versus Control

Intervention: walking aerobic training
Comparison: control
Setting: mixed (home and laboratory)

Outcomes Population Relative effect Anticipated absolute effect* N° of Certainty
0 articipants of the
(95% Cl) Participant f th
(95% CI) (studies) evidence
(GRADE)
Assumed risk with Assumed risk with
control intervention
Systolic blood pressure — short to long term follow-up (4 to 64 weeks)
) The MD SBP (mm Mean SBP (mm Hg)
<40 years (-al\f7D to4-.‘21165) Hg) range was from | was 4.41 lower (6.17 | 491 (14)? S?Oege%%
' ' -4.67 to 7.27 lower to 2.65 lower)
) The MD SBP (mm Mean SBP (mm Hg)
41-60 years (_5|\(/3|z|13to3;199 2) Hg) range was from | was 3.79 lower (5.64 | 1959 (35)? GBI_EEV?Z?
' ' -6.2t0 7 lower to 1.94 lower)
i The MD SBP (mm Mean SBP (mm Hg)
>60 years (—6'{'? to4;§04 2) Hg) range was from | was 4.30 lower (6.17 | 2610 (24)* GBE% V(?Z(?
' ' -13.1t0 2 lower to 2.44 lower)
i The MD SBP (mm Mean SBP (mm Hg)
Systolic Female (_7'\35 t05:2541) Hg) range was from | was 5.65 lower (7.89 | 1149 (22)? eal_egv?l?
blood ' ' -4.58 to 7.27 lower to 3.41 lower)
pressure ) The MD SBP (mm Mean SBP (mm Hg)
(short long Male (_8'\(/5'5 t04_'(6)459) Hg) range was from | was 4.64 lower (8.69 203 (6)? eal_egv?l?
term 4 to 64 ' ' -7to5 lower to 0.59 lower)
weeks) . The MD SBP (mm Mean SBP (mm Hg)
Normotensive MD -3.68 L]l
i ) Hg) range was from was 3.68lower (5.12 | 2057 (33)? 1
<130 mmHg | (-5.12t0-2.24) 010727 lower to 2.24 lower) Moderate
High normal
and high ) The MD SBP (mm Mean SBP (mm Hg)
blood (_6'\35 to4;g485) Hg) range was from - | was 4.54 lower (6.23 | 2991 (39)? @Legv?l,g@
pressure >130 ' ' 13.1to7 lower to 2.85 lower)
mm Hg
High blood i The MD SBP (mm Mean SBP (mm Hg)
pressure >140 (-7|\(/3|6D t05;§176) Hg) range was from - | was 5.21 lower (7.66 | 1573 (21)? Gafgv?l?
mm Hg ' ' 13.1to 2 lower to 2.76 lower)
Diastolic blood pressure — short to long term follow-up (4 to 64 weeks)
Diastolic MD -3.01 The MD DBP (mm Mean DBP (mm Hg) PPPO
blood <40 years (-4.44 10 ;1 58) Hg) range was from | was 3.01 lower (4.44 | 491 (14)* Moderate
pressure ' ' -4.6t0 4.82 lower to 1.58 lower) !
(short long i The MD DBP (mm Mean DBP (mm Hg)
term 4 to 64 | 41-60 years (-2'\35 t01;(7)452) Hg) range was from | was 1.74 lower (2.75 | 1730 (32)? EBE% V(?z(?
weeks) ' ' -5t03.6 lower to 0.52 lower)




) The MD DBP (mm Mean DBP (mm Hg)
>60 years MD -1.33 Hg) range was from | was 1.33 lower (2.40 | 2490 (23)? 69@@2?
(-2.40,-0.26) -8 10 3.9 lower to 0.26 lower) Low™
) The MD DBP (mm Mean DBP (mm Hg)
Female (- 4I\i|6D t02:$923) Hg) range was from | was 2.69 lower (4.16 | 1000 (20)? 69?06356
' ' -3.210 4.82 lower to 1.23 lower)
) The MD DBP (mm Mean DBP (mm Hg)
Male (- 4'\:3'5,[02_'842 a) Hg) range was from | was 2.54 lower (4.84 203 (6)* GBLG?VC;%?
' ' -4 t0 -0.67 lower to 0.24 lower)
. ) The MD DBP (mm Mean DBP (mm Hg)
Nogmotensive (_5'\2'6Dt03;2155) Hg) range was from | was 3.91 lower (5.26 | 3920 (53)* @3&,{?
g ' ' -11.4t07 lower to 2.55 lower)
High normal
and high ) The MD DBP (mm Mean DBP (mm Hg)
blood (_g/l (I)D7 2557) Hg) range was from | was 4.57 lower (7.07 | 779 (15)? GBLGgVC;%?
pressure >85 R -9to 1.6 lower to 2.07 lower)
mm Hg
high blood The MD DBP (mm | Me€an DBP (mm Hg)
pressure >90 1'\1/|[1)6-7.§i7 Hg) range was from ﬁN fg |7'82 Iotwir 47 | 303(7)° faez@(?g
mm Hg (-11.16, -4.47) -9t0 1.66 L Igv"ggrr) 0% oderate

*The risk in the intervention group (and its 95% confidence interval) is based on the assumed risk in the comparison group
and the relative effect of the intervention (and its 95% CI). AET: aerobic training; Cl: Confidence interval; DBP: diastolic
blood pressure; MD: mean difference; RCT: randomized controlled trial; SBP: systolic blood pressure.

3Leeetal., 2021

! Downgraded by one level due to selection bias (random sequence generations and allocation concealment) and detection bias
(unblinded outcome assessor).

2Downgraded by one level due to selection bias (random sequence generations and allocation concealment), detection bias
(unblinded outcome assessor) and incomplete outcome data (attrition bias)

3 Downgraded by one level due to inconsistency (there was statistically significant heterogeneity)

* Downgraded by one level due to small sample size (imprecision).

® Downgraded by two levels due to selection bias (random sequence generations and allocation concealment), detection bias
(unblinded outcome assessor) and incomplete outcome data (attrition bias)
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179  Comparison 5: Combined training versus Control

180  Five reviews assessed the effects of CT compared to control on SBP and DBP in adults with
181  different diagnoses, such as (35-38,40). moderate kidney failure, kidney transplantation
182  (37), polycystic ovary syndrome (40), high blood pressure (38), end-stage renal disease (35),
183  as well as normotensive or prehypertensive adults (36,38). Participants’ age ranged from 21

184  to 71 years (35-38,40)
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Systolic blood pressure: short term follow-up

Herrod et al., 2018 reported evidence of a clinically relevant difference in SBP between CT
and control in normotensive or high blood pressure adults at short-term follow-up (4 RCTs;
N=no reported; MD -5.47 mm Hg, 95% CI -7.56 to -3.38) (38). Data from Heiwe et al., 2011
(37) reported no difference in effects between groups on SBP in adults with either moderate
kidney failure, or kidney transplantation (2 RCTs; N=125; MD -6.38 mm Hg, 95% CI -14.74
to 1.99). Very low quality of evidence suggests that there is uncertainty whether CT
compared with control may reduce SBP in adults who either are high blood pressure, have
moderate kidney failure, or have kidney transplantation as well as normotensive adults at

short-term follow-up (Table 3).

Systolic blood pressure: short to middle term follow-up

Kite et al., 2019 reported evidence of no difference in effects between CT and control on
SBP in women with polycystic ovary syndrome (1 RCTs; N=30; MD -0.20 mm Hg, 95% ClI
-6.51 to 6.11) at short to middle term follow-up (40). Herrod et al., 2018 (38) found similar
results on SBP in normotensive and high blood pressure adults (5 RCTs; N=not reported;
MD -4.48 mm Hg, 95% CI -6.81 to -2.15). Similar findings were reported by Heiwe (37) et
al., 2011 on SBP in adults with either moderate kidney failure, or kidney transplantation (1
RCTs; N=28; MD -8.00 mm Hg, 95% CI -16.89 to 0.89). It is uncertain whether CT
compared to control may reduce SBP in adults who either are high blood pressure, have
moderate kidney failure, or have kidney transplantation, or have polycystic ovary syndrome
as well as normotensive adults at short to middle-term follow-up because the quality of

evidence is very low (Table 3).
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Systolic and diastolic blood pressure: middle-term follow-up

Fu et al., 2020 reported evidence of no difference in effect between CT and control on SBP
in prehypertensive adults (2 RCTs; N=169; MD -2.72 mm Hg, 95% CI -8.21 to 2.75) at
middle-term follow-up (36). Similar findings were reported for DBP (2 RCTs; N=169; MD
-3.15 mm Hg, 95%CI -6.75 to 0.44) (36). Compared to control, low-quality evidence

indicates that CT may reduce SBP and DBP in prehypertensive adults at middle-term follow-
up.

Systolic blood pressure: middle to long term follow-up

Herrod et al., 2018 reported evidence of no difference in effect between CT and control on
SBP in normotensive or high blood pressure adults at middle to long-term follow-up (3
RCTs; N=not reported; MD -9.93 mm Hg, 95% CI -24.85 to 4.99) (38). Ferrari et al., 2019,
reported similar findings for SBP in adults with end-stage renal disease (2 RCTs; N=76; MD
-4.33 mm Hg, 95% CI -9.75 to 1.08) (35). Heiwe et al., 2011 (37) not reported a difference
in effects between groups in adults with either moderate kidney failure, or kidney
transplantation (1 RCTs; N=33; MD -4.00 mm Hg, 95% CI -11.07 to 3.07). Very low quality
of evidence suggests that there is uncertainty whether CT compared to control may reduce
SBP in adults who either are high blood pressure, have end-stage renal disease, or have
moderate kidney failure, or have kidney transplantation as well normotensive adults at middle

to long-term follow-up. See table 3.

Diastolic blood pressure: short to term follow-up
Herrod et al., 2018 reported evidence of a clinically relevant difference between CT and
control on DBP in normotensive or high blood pressure adults at short-term follow-up (4

RCTs; N=no reported; MD -2.67 mm Hg, 95% CI -3.73 to -1.61) (38). In contrast, Heiwe et
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al., 2011 (37) suggest that CT compared to control leads to no effect on DBP in adults with
either moderate kidney failure, or kidney transplantation (2 RCTs; N=125; MD -0.52 mm
Hg, 95% CI -4.90 to 3.85). It is uncertain whether CT compared to control may reduce DBP
in adults who either are high blood pressure, have moderate kidney failure, or have kidney

transplantation as well as normotensive adults at short-term follow-up (Table 3).

Diastolic blood pressure: short to middle term follow-up

Kite et al., 2019 reported evidence of no difference in effects between CT and control on
DBP in women with polycystic ovary syndrome (1 RCTs; N=30; MD -0.20 mm Hg, 95%ClI
-7.23106.83) at short to middle term follow-up (40). Similar findings were reported by Heiwe
et al., 2011 (37) for DBP in adults with either moderate kidney failure, or kidney
transplantation (1 RCTs; N=28; MD -3.00 mm Hg, 95%CI -7.27 to 1.27). Herrod et al., 2018
(38) suggest that any AET compared to control leads to clinically important differences in
DBP in normotensive or high blood pressure adults (5 RCTs; N=not reported; MD -3.80 mm
Hg, 95%CI -5.16 to -2.44). Very low quality of evidence suggests that there is uncertainty
whether CT compared to control may reduce DBP compared in adults who either are high
blood pressure, have moderate kidney failure, or have kidney transplantation, or have
polycystic ovary syndrome as well as normotensive adults at short to middle-term follow-up

(Table 3).

Diastolic blood pressure: middle to long term follow-up

Herrod et al., 2018 reported evidence of a clinically relevant difference between CT and
control on DBP in normotensive or high blood pressure adults at middle to long-term follow-
up (3 RCTs; N=not reported; MD -5.10 mm Hg, 95% CI -9.06 to -1.14) (38). Similar results

were reported by Ferrari et al., 2019 on DBP in adults with end-stage renal disease (2 RCTSs;



253  N=76; MD -5.76 mm Hg, 95% CI -8.83 to -2.70) (35). Heiwe et al., 2011 (37) found similar
254  findings on DBP in adults with either moderate kidney failure, or kidney transplantation (1
255  RCTs; N=33; MD -5.76 mm Hg, 95% CI -8.83 to -2.70). Compared to control, low-quality
256  evidence indicates that CT may reduce DBP in adults who either are high blood pressure,
257  have end-stage renal disease, have moderate kidney failure, or have kidney transplantation

258 as well as normotensive adults at middle to long-term follow-up. See table 3.

259  Table 3. Summary of findings for the comparison: Combined training versus control

260  for systolic and diastolic blood pressure

Combined training vs Control

Intervention: combined training

Comparison: control

Setting: mixed (Center, home, hospital, community-based, rehabilitation)

Outcomes Population Relative effect Anticipated absolute effect* N° of Certainty
(95% CI) (95% CI) participants of the

(studies) evidence
(GRADE)

Assumed risk Assumed risk with
with control intervention

Systolic blood pressure — short term follow-up (up to 12 weeks)

Systolic blood

Normotensive Mean SBP (mm Hg)
pressure High blood MD -5.47 Not estimable | was 5.47 lower (7.56 NR (4)?
(short term 0-12 (-7.56 to -3.38)

pressure lower to 3.38 lower)
weeks)

_ Moderate SPISISIS)
Systolic blood kidney failure The mean Mean SBP (mm Hg) Low"?
pressure Dialysis MD -6.38 SBP (mm Hg) was 6.38 lower 125 (2)°
(shortterm 4 -12 | treatment (-14.74 t0 1.99) | range was from | (14.74 lower to 1.99
weeks) Kidney 146 to 153.1 higher)

transplantation
Systolic blood pressure — short to middle term follow-up (12 to 24 weeks)

Mean SBP (mm Hg)
Not estimable | was 0.20 lower (6.51 30 ()¢

Systolic blood
pressure (short to | Polycystic ovary MD -0.20

Tol(:glg(;[?/rv?eks) syndrome (-6.51t0 6.11) lower to 6.11 higher) 0000
Systolic blood Very
pressure Normotensive MD -4.48 Mean SBP (mm Hg) Low?3*
(short to middle High blood (-6.81 to ;2 15) Not estimable | was 4.48 lower (6.81 NR (5)?

term >12-24 pressure ' ' lower to 2.15 lower)

weeks)




Systolic blood

Moderate
kidney failure

Mean SBP (mm Hg)

pressure 7
. Dialysis MD -8.00 . was 8.00 lower b
gshortlgo glddle treatment (-16.89 t0 0.89) N sl (16.89 lower to 28 (1)
erm 15- Kidney 0.89 higher)
weeks) transplantation
Systolic blood pressure — middle-term follow-up (up to 24-25 weeks)
Systolic blood
. i Mean SBP (mm Hg)
pressure (middle Prehypertensive WMD -2.72 Not estimable | was 2.72 Lower (8.21 169 (2)¢ 69@625@
term (-8.21t0 2.75) s 2 75 high Low~
24-25 weeks) igher to 2.75 higher)
Systolic blood pressure — middle to long term follow-up (>24 to 48 weeks)
Systolic blood Normotensive Mean SBP (mm Hg)
pressure Hiah blood MD -9.93 Not estimable was 9.93 lower NR (3)?
(middle to long réqssure (-24.85 t0 4.99) (24.85 lower to 4.99
term >24 weeks) P higher)
Systolic blood The mean
pressure (middle | End-stage renal MD -4.33 SBP (mm Hg) vl\\flaiaz g’? E) évn;rrn(:)—' % 76 (2)° DOOO
to long term 28 to | disease (-9.75t01.08) | range was from | ’ 1.08 hi h' Very Low
40 weeks) 133710 139.3 | 'ower to 1.08 higher) Y4
Systolic blood | Moderate
pressure kldr|1ey failure Mean SBP (:nm Hg)
. Dialysis MD -4.00 . was 4.00 lower b
f”;r'gdz'g 208'0”9 treatment (-11.07 to 3.07) | Notestimable 14 07 00er10307 | 33 (D)
¢ g Kidney higher)
weeks) transplantation
Diastolic blood pressure — short term follow-up (up to 12 weeks)
Diastolic blood | Normotensive MD -2.67 Mean DBP (mm Hg)
pressure (short High blood (37310 ;1 61) Not estimable | was 2.67 lower (3.73 NR (4)?
term 0-12 weeks) | pressure ' ' lower to 1.61 lower)
Moderate SYISISIS)
Diastolic blood | kidney failure The mean Very Low
pressure (short Dialysis MD -0.52 DBP (mm Hg) \')V/I;Sag nglz\fer:n(fgg 125 (2)° 23
term follow-up 4 - | treatment (-4.90 t0 3.85) | range was from Iower'to 3.85 hi h'er)
12 weeks) Kidney 80 t0 81.7 oo hig
transplantation
Diastolic blood pressure — short to middle term follow-up (12 to 24 weeks)
Diastolic blood
. Mean DBP (mm Hg)
pressure (shortto | Polycystic ovary MD -0.20 Not estimable | was 0.20 lower (7.23 30 (1)°
middle term syndrome (-7.23 10 6.83) lower to 6.83 higher)
10 to 20 weeks) '
Diastolic blood Normotensive Mean DBP (mm H) D00
ressure (short to . MD -3.80 ‘
Fniddle te(rm >10- High blood (-5.16 10 -2.44) Not estimable | was 3.80 lower (5.16 NR (5)? Very Low
24 weeks) pressure lower to 2.44 lower) 34
Diastolic blood Moderate
pressure (shortto | kidney failure MD -3.00 : MISE DI (D nie) b
) e Not estimable | was 3.00 lower (7.27 28 (1)
middle term 16- Dialysis (-7.27 t0 1.27) .
lower to 1.27 higher)
24 weeks) treatment




Kidney
transplantation

Diastolic blood pressure — middle-term follow-up (up to 24-25 weeks)

Diastolic blood Mean DBP (mm Hg)

pressure (middle . WMD -3.15 . was 3.15 Lower q lole]e)
term Prehypertensive | ¢ 7510 0.44) | NoOtestimable | g og erto04a | 1692 Low 25
24-25 week) higher)

Diastolic blood pressure — middle to long term follow-up (>24 to 48 weeks)

Diastolic blood

. Normotensive Mean DBP (mm Hg)

pressure (middle High blood MD -5.10 Not estimable | was 5.10 lower (9.06 | NR (3)?
to long term >24 (-9.06 to -1.14)

pressure lower to 1.14 lower)
weeks)
Diastolic blood The mean
pressure (middle | End-stage renal MD -5.76 DBP (mm Hg) vl\caesag 7D68|26Vr2:n(8H§% 76 (2)0
to long term 28 to | disease (-8.8310-2.70) | rangewas from | | *" " Co o0 Iowér) SICISIS)
40 weeks) 82.4 t0 85.2 ' Low 2

Moderate
Diastolic blood kidney failure The mean
pressure (middle | Dialysis MD -5.76 DBP (mm Hg) itz DI (i -10) b

was 5.76 lower (8.83 76 (2)

to long term 28- treatment (-8.83t0-2.70) | range was from lower to 2.70 lower)
48 weeks) Kidney 76.91t079.2 '

transplantation

*The risk in the intervention group (and its 95% confidence interval) is based on the assumed risk in the comparison group
and the relative effect of the intervention (and its 95% CI). CI: Confidence interval; CT: combined training; DBP: diastolic
blood pressure; MD: mean difference; RCT: randomized controlled trial; SBP: systolic blood pressure; WMD: weighted mean
difference.

aHerrod et al., 2018; "Heiwe et al., 2011; °Kite et al., 2019; %u et al., 2020; ¢Ferrari et al., 2019.

1 Downgraded by one level due to selection bias (random sequence generations and allocation concealment) and detection bias
(unblinded outcome assessor).

2 Downgraded by one level due to small sample size (imprecision).

$ Downgraded by one level due to selection bias (random sequence generations and allocation concealment), detection bias
(unblinded outcome assessor), and incomplete outcome data (attrition bias).

4 Downgraded by two levels due to small sample size and wide confidence intervals (imprecision).

> Downgraded by one level due to publication bias, as reported by the review authors.
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Comparison 6: Exercise training versus Control

Five reviews assessed the effects of ET compared to control on SBP and DBP
(36,37,40,44,48) in adults with different diagnoses, such as. moderate kidney failure, kidney
transplantation (37), polycystic ovary syndrome (40), cardiovascular risk factors adults (44),
prehypertension (36), chronic kidney disease, cardiovascular disease, or type Il diabetes (48),

Participants’ age ranged from 21 to 71 years (36,37,40,44,48).

Systolic blood pressure: short term follow-up

Thompson et al., 2019 reported evidence of a difference in effect between ET compared to
control on SBP in adults with chronic kidney disease, cardiovascular disease, or type 1l
diabetes (8 RCTs; N=296; MD -4.93 mm Hg, 95% CI -8.83 to -1.03) at short-term follow-
up (48). Data from Heiwe et al., 2011 (37) suggest that any AET compared to control leads
to no effect on SBP in adults with either moderate kidney failure, or kidney transplantation
(3 RCTs; N=144; MD -6.38 mm Hg, 95% CI -13.84 to 1.08). Similar evidence was reported
by the same review in SBP when ET was performed with high intensity (> 60%) (1 RCTS;
N=29; MD -7.10 mm Hg, 95% CI -21.40 to 7.20; low quality of evidence) and low intensity
(< 60%) (1 RCTs; N=96; MD -6.00 mm Hg, 95%CI -16.31 to 4.31; very low quality of
evidence) at short-term follow-up (37). These findings were further confirmed by Kite et al.,
2019 (40) in women with polycystic ovary syndrome (4 RCTs; N=158; MD -2.93 mm Hg,
95%CI -7.06 to 1.20). Very low quality of evidence suggests that there is uncertainty whether
ET compared to control may reduce SBP in adults who either are moderate kidney failure,
have kidney transplantation, or have chronic kidney disease, or have cardiovascular disease,
or have type Il diabetes, or have with polycystic ovary syndrome at short-term follow-up

(Table 4).
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Systolic blood pressure: short to middle term follow-up

Heiwe et al., 2011 reported evidence of a clinically relevant difference in SBP between ET
and control in adults with either moderate kidney failure, or kidney transplantation at short
to middle-term follow-up (2 RCTs; N=49; MD -10.46 mm Hg, 95%CI -17.40 to -3.53) (37).
In contrast to the same review, no observed differences between groups in SBP when ET was
performed with high intensity (> 60%) (1 RCTs; N=28; MD -8.00 mm Hg, 95%Cl -16.89 to
0.89; very low quality of evidence) and low intensity (< 60%) (2 RCTs; N=51; MD 3.43 mm
Hg, 95%CI -5.99 to 12.86; very low quality of evidence) (37). Besides, Seron et al., 2014
who reported narrative data (3 RCTs; N=719; no precision measures reported) of a difference
in effects between groups in SBP from two RCTs and the remaining no found difference
between the study groups (44). It is uncertain whether ET compared to control may reduce
SBP in adults who either are moderate kidney failure, have kidney transplantation, or have
cardiovascular risk factors at short to middle-term follow-up because the quality of evidence

is very low (Table 4).

Systolic and diastolic blood pressure: middle-term follow-up

Thompson et al., 2019 reported evidence of a clinically relevant difference between ET and
control for SBP in adults with chronic kidney disease, cardiovascular disease, or type Il
diabetes at the middle-term follow-up (4 RCTs; N=79; MD -10.94 mm Hg, 95% CI -15.83
to -6.05) (48). Similar findings were found in DBP (4 RCTs; N=79; MD -6.21 mm Hg, 95%
Cl -10.93 to —1.49 (48). Compared to control, low-quality evidence indicates that ET may
reduce SBP in adults who either are chronic kidney disease, have cardiovascular disease, or

have type Il diabetes at the middle-term follow-up (Table 4).
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Systolic blood pressure: middle to long term follow-up

Fuetal., 2020 found evidence of no effect between ET and control on SBP in prehypertensive
adults at middle to long-term follow-up (3 RCTs; N=148; WMD -1.14 mm Hg, 95% CI -5.35
to 3.04) (36). Similar findings were reported by Heiwe et al., 2011 (37) on SBP in adults with
either moderate kidney failure or kidney transplantation (3 RCTs; N=154; MD -3.16 mm Hg,
95% CI -8.27 to 1.94), even if ET was performed with high intensity (> 60%) this review
were found evidence of no effect between groups (3 RCTs; N=154; MD -3.16 mm Hg, 95%
Cl -8.27 to 1.94; very low quality of evidence) (37). Particularly, the effect estimates are
equal because the same three RCTSs reported evidence for this follow-up and this intensity
category (37). Very low quality of evidence suggests that there is uncertainty whether ET
compared to control may reduce SBP in adults who either are moderate kidney failure, have

kidney transplantation, or have prehypertensive at middle to long-term follow-up (Table 4).

Systolic and diastolic blood pressure: long term follow-up

Thompson et al., 2019 found evidence of no effect between ET and control on SBP in adults
with chronic kidney disease, cardiovascular disease, or type Il diabetes at long-term follow-
up (3 RCTs; N=71; MD 1.07 mm Hg, 95% CI -6.62 to 8.77) (48). Similar results were
reported in DBP (2 RCTs; N=39; MD 2.71 mm Hg, 95%CI -4.44 to 9.84) (48). It is uncertain
whether ET compared to control may reduce SBP and DBP in adults who either are chronic
kidney disease, have cardiovascular disease, or have type Il diabetes at long-term follow-up
because the quality of evidence is very low. See table 4.

Diastolic blood pressure: short to term follow-up

Thompson et al., 2019 reported evidence of a difference in effect between ET and control on

DBP in adults with chronic kidney disease, cardiovascular disease, or type Il diabetes (6
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RCTs; N=264 mm Hg; MD -1.46 95 % CI -4.60 to 1.69) at short-term follow-up (48). In
contrast, Heiwe et al., 2011 (37) did not report differences between groups in adults with
either moderate kidney failure, or kidney transplantation (3 RCTs; N=144; MD -0.88 mm
Hg, 95% CI -4.58 to 2.81), even if, ET was performed with high intensity (> 60%) (1 RCTSs;
N=29; MD -3.50 mm Hg, 95% CI -11.02 to 4.02; low quality of evidence) or low intensity
(< 60%) (1 RCTs; N=96; MD 1.00 mm Hg, 95% CI -4.38 to 6.38; low quality of evidence)
(37). These findings were further confirmed by Kite et al., 2019 (40) on DBP women with
polycystic ovary syndrome (4 RCTs; N=158; MD -2.19 mm Hg, 95% CI -5.23 to 0.85). Very
low quality of evidence suggests that there is uncertainty whether ET may reduce DBP
compared to control in adults who either are moderate Kidney failure, have kidney
transplantation, or have chronic kidney disease, or have cardiovascular disease, or have type

Il diabetes or have polycystic ovary syndrome at short-term follow-up (Table 4).

Diastolic blood pressure: short to middle term follow-up

Heiwe et al., 2011 found evidence of no effect between ET and control on DBP in adults with
moderate kidney failure, or kidney transplantation at short to middle-term follow-up (2
RCTs; N=49; MD -1.39 mm Hg, 95% CI -4.56 to 1.78) (37), even if, ET was performed with
high intensity (> 60%) (1 RCTs; N=28; MD -3.00 mm Hg, 95% CI -7.27 to 1.27; very low
quality of evidence) or low intensity (< 60%) (2 RCTs; N=51; MD 2.33 mm Hg, 95% CI -
2.27 to 6.93; very low quality of evidence) (37). Besides, Seron et al., 2014 who reported
narrative data (3 RCTs; N=719; no precision measures reported) of a difference in effects
between groups in DBP from two RCTs and the remaining no found difference between the

study groups at short to middle term follow-up (44). It is uncertain whether ET compared to
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control may reduce DBP in adults who either are moderate kidney failure, have kidney

transplantation, or have cardiovascular risk factors at short to middle-term follow-up (Table 4).

Diastolic blood pressure: middle to long term follow-up

Fu et al., 2020 found evidence of no effect between ET and control on DBP in
prehypertensive adults at middle to long-term follow-up (3 RCTs; N=148; WMD -2.75 mm
Hg, 95%CI -5.54 to 0.01) (36). Heiwe et al., 2011 reported similar findings on DBP in adults
in adults with either moderate kidney failure, or kidney transplantation (3 RCTs; N=154; MD
-4.37 mm Hg, 95%CI -6.87 to 1.87) (37). In contrast, This review reported evidence of a
clinically important difference between ET and control in DBP for this follow-up when ET
was performed with high intensity (> 60%) (3 RCTs; N=154; MD -4.37 mm Hg, 95%CI -
6.87 to -1.87; low quality of evidence) (37). Particularly, the effect estimates are equal
because the same three RCTs reported evidence for this follow-up and this intensity category.
Compared to control, low-quality evidence indicates that ET may reduce DBP in adults who
either are moderate kidney failure, have kidney transplantation, or have prehypertension at

middle to long-term follow-up. See Table 4.

Table 4. Summary of findings for the comparison: Exercise training versus control for

systolic and diastolic blood pressure

Exercise training versus control

Intervention: exercise training
Comparison: control
Setting: mixed (home, clinic, and community settin

Populatio Relative effe Anticipated absolute effect* °0
95% (95% CI) participa

Assumed risk with Assumed risk with
control intervention




Systolic blood pressure — short term follow-up (4 to 16 weeks)

Systolic blood
pressure (short

Chronic kidney
disease
Cardiovascular

MD -4.93

Not estimable

Mean SBP (mm Hg)
was4.93 lower (8.83

296 (8)°

f/?/(rer:ki)z 16 disease (-8.8310-1.03) lower to 1.03 lower)
type |l Diabetes
Systolic blood The MD SBP
pressure (short | Polycystic ovary MD -2.93 (mm Hg) Mean SBP (mm H) b SISISIS)
was 2.93 lower (7.06 158 (4) 12
term 8-16 syndrome (-7.06 to 1.20) range was from - : Very Low™
lower to 1.20 higher)
weeks) 25t01.1
Systolic blood xﬁgfgate Kidney The mean SBP Mean SBP (mm Hg)
pressure (short Dialvsis treatment MD -6.38 (mm Hg) was 6.38 lower 144 (3)°
term 4-12 aly (-13.84 t0 1.08) range was from (13.84 lower to 1.08
weeks) Kidney 146 t0 153.1 higher)
transplantation '
Systolic blood xﬁﬁferate kidney Mean SBP (mm Hg)
pressure . MD -7.10 : was 7.10 lower o DPOO
(short term E:glﬁ/es;,s treatment | 51 4019 7.00) | Notestimable o1 o towerto7.20 | 22D Low?
4-12 weeks) transplantation D)
Systolic blood xﬁgferate Kidney Mean SBP (mm Hg) elele)
pressure Dialysis treatment MD -6.00 Not estimable RS EI00) 1597E)s 96 (1)° Very Low
(short term Kidney (-16.31t0 4.31) (16.31 lower to 4.31 34
4-12 weeks) transplantation higher)
Systolic blood pressure — short to middle term follow-up (16 to 24 weeks)
Systolic blood
pressure Cardi |
(short to middle -arglovascuiar Not estimable - - 719 (3)¢
risk factors
term 16-24
weeks) @\(;)e(r?/@
Systolic blood M_oderate kidney The mean SBP Mean SBP (mm Hg) Lows67
pressure failure MD -10.46 (mm Hg) was 10.46 lower
. L . . .
t(s?rzrtlgo_zrzlddle ?:ZIX;IS treatment (-17.40t0 -3.53) | range was from (17.40 lower to 49(2)
€ y 136 to 144 3.53 lower)
weeks) transplantation
Systolic blood i
D?Zassure xﬁsgate icney MD -8.00 M?/"\:‘IQSSE;B(';’O(:T;\YIT‘V(%';'Q) 5600
- - - = . - . C#
(short to middle D!aIyS|s treatment (-16.89 t0 0.89) Not estimable (16.89 lower to 0.89 28 (1) Very Low®s
term 16-24 Kidney .
. higher)
weeks) transplantation
Systolic blood i
y M_oderate Kidney The mean SBP Mean SBP (mm Hg)
pressure failure : SISISIS)
. L MD 3.43 (mm Hg) was 3.43 higher (5.99 of
(short to middle | Dialysis treatment 2 r I 5 51 (2) Very
torm 16-24 Kidney (-5.99 t0 12.86) range was from ower to 12.86 LowS68
. 130.8 to 144 higher)
weeks) transplantation

Systolic blood pressure — middle-term follow-up (24-26 weeks)




Systolic blood

Chronic kidney

Mean SBP (mm Hg)

. disease SICISIS)
pressure (middle ; MD -10.94 - was 10.94 lower a
term 24-26 Cardiovascular (-15.83 t0 -6.05) Not estimable (15.83 lower to 79 (3) Ver7y9
weeks) disease . 6.05 lower) Low™
type Il Diabetes '
Systolic blood pressure — middle to long term follow-up (24 to 52 weeks)
Systolic blood | Moderate kidney
pressure failure MD -3.16 Th?r?rﬁaﬂ S;BP Mean SBP (mm Hg)
(middle to long | Dialysis treatment ' 9 was 3.16 lower (8.27 154 (3)°
. (-8.27 t0 1.94) range was from .
term 28-48 Kidney 132.9 to 149 lower to 1.94 higher)
weeks) transplantation ' eaeeeg )
. Very Low*
Systolic blood
pressure (middle . . Mean SBP (mm Ha) .
t0 long term 24- Prehypertensive WMD -1.14 Not estimable was 1.14 Iower_(5.35 148 (3)
52 weeks) (-5.351t0 3.04) lower to 3.04 higher)
Systolic blood | Moderate kidney
pressure failure MD -3.16 Th?nr?niaﬂ S)BP Mean SBP (mm Hg) OO0
(middle to long | Dialysis treatment ' g was 3.16 lower (8.27 | 154 (3)% 36
. (-8.27 t0 1.94) range was from : Very Low*
term 28-48 Kidney lower to 1.94 higher)
. 132.9to 149
weeks) transplantation
Systolic blood pressure — long term follow-up (48-52 weeks)
. Chronic kidney
Systolic blood .

Cardiovascular ' Not estimable was 1.07 higher (6.62 71 (3)? Very
term 48-52 di (-6.62 t0 8.77) | hiah )
weeks) Isease ower to 8.77 higher) Low~

type Il Diabetes

Diastolic blood pressure — short term follow-up (4 to 16 weeks)
. . Chronic kidney
Drleassstgllec(g:]%?? disease MD -1.46 itz DIes (o) (o)
P Cardiovascular ' Not estimable was 1.46 Lower (4.60 | 264 (6)?
term 12-16 di (-4.60 to 1.69) | hiah
weeks) isease ower to 1.69 higher)
type Il Diabetes
Diastolic blood The MD DBP
. Mean DBP (mm H
pressure Polycystic ovary MD -2.19 (mm Hg) ( 9) b GICISIS)
was 2.19 lower (5.23 158 (4) 36
(short term 8-16 | syndrome (-5.231t00.85) | range was from - . Very Low*
weeks) 311029 lower to 0.25 higher)
: . Moderate kidney
Diastolic blood
1astolic bloo failure UL ET) Pzl Mean DBP (mm Hg)
pressure S MD -0.88 (mm Hg) c
Dialysis treatment was 0.88 lower (4.58 144 (3)
(short term 4-12 - (-4.58 t0 2.81) range was from .
weeks) Kidney 72 8 10 85.2 lower to 2.81 higher)
transplantation : '
Diastolic blood ?gﬁgfgate Kidney Mean DBP (mm Hg)
pressure L MD -3.50 . was 3.50 lower " PPpOO
(short term 4-12 | Dialysis treatment | 1y o5 4 4 ooy | Notestimable |14 55 ouertoa02 | 22D Low?

weeks)

Kidney
transplantation

higher)




Diastolic blood

Moderate kidney
failure

Mean DBP (mm Hg)

pressure Dialysis treatment MD 1.00 Not estimable was1.00 higher (4.38 96 (1) 696963@
(short term 4-12 . (-4.38 t0 6.38) . Low
K Kidney lower to 6.38 higher)
weeks) transplantation
Diastolic blood pressure — short to middle term follow-up (16 to 24 weeks)
Diastolic blood
pressure Cardi |
(short to middle | ~aretovascuiar Not estimable . - 719 (3)°
risk factors
term 16-24
weeks) @\(?e %@
Diastolic blood i
M_oderate kidney The mean DBP Low?25:9
pressure failure MD -1.39 (mm Hg) Mean DBP (mm Hg)
(short to middle | Dialysis treatment (-4.56 to '1 78) | range was fr%m gp | Was 1.39 lower (4.56 49 (2)°
term 16-24 Kidney ' ' g t0 79 lower to 1.78 higher)
weeks) transplantation
Diastolic blood | Moderate kidney
pressure failure MD 1.77 Th(zr;n;aa D)BP Mean DBP (mm Hg) POOO
(short to middle | Dialysis treatment (-1.73 to.5 26) | range was fr%m 79 | Was 1.77 higher (1.73 147 (3)° Very Lowss
term 16-24 Kidney ' ' g t0 82 lower to 5.26 higher) y
weeks) transplantation
Diastolic blood | Moderate kidney
pressure failure Mean DBP (mm Hg)
(short to middle | Dialysis treatment MD -3.00 Not estimable was 3.00 lower (7.27 28 (1) SAACAS)
(-7.27 t0 1.27) Very Low?3®
term 16-24 Kidney ' ' lower to 1.27 higher) y
weeks) transplantation
Diastolic blood Moderate kidney
pressure failure MD 2.43 Th‘znr:‘;aﬂl [;BP Mean DBP (mm Hg) 006
(short to middle | Dialysis treatment (-2.27 to'6 03) | range was frgom 79 | Was 2.33 higher (2.27 | 51 (2)*" Verv Lowd
term 16-24 Kidney ' ' g t0 82 lower to 6.93 higher) y
weeks) transplantation
Diastolic blood pressure — middle-term follow-up (24-26 weeks)
Diastolic blood gizgzgéc kidney Mean DBP (mm Hg)
pressure (middle . MD -6.21 . was 6.21 lower a olslele)
term 24-26 Cardiovascular | 14 9315.1.49) | NOtestimable (10.93 lower to 94 Low’?
weeks) disease . 1.49 lower)
type Il Diabetes )
Diastolic blood pressure — middle to long term follow-up (24 to 52 weeks)
Diastolic blood | Moderate kidney
pressure failure MD -4.37 Thir?rialr—]l D)BP Mean DBP (mm Hg)
(middle to long | Dialysis treatment (-6.87 to ;1 87) ranae was %rom was 3.16 lower (6.87 197 (4)°
term 28-48 Kidney ' ' 83 410 90.6 higher to 1.87 lower)
weeks) transplantation : ' GBLGB (? 7@
Diastolic blood Mean DBP (mm Hg) ow
pressure (middle Prehypertensive WMD -2.75 Not estimable was 2.75 higher (5.54 148 (3)¢

to long term 24-
52 weeks)

(-5.54 to 0.01)

lower to 0.01 higher)




Diastolic blood Moderate kidney The mean DBP

pressure failure ) Mean DBP (mm Hg)
(middle to long | Dialysis treatment (-6|\5/3I7D to4-§787) ranéz]cqva:l%zom was 4.37 lower (6.87 | 197 (4)%* EBLG(?V% 76
5(\3/2:@)8-48 :?;?12;?21 - 82 410 90.6 lower to 1.87 lower)

Diastolic blood pressure — long term follow-up (48-52 weeks)

Diastolic blood | Chronic kidney

disease Mean DBP (mm Hg)
pressure (long Cardiovascular MD 2.71 Not estimable was 2.71 higher (4.44 39 (2)2 @99%
term 48-52 di (-4.44 t0 9.84) | 9.84 hiah Very Low*
weeks) isease ower to 9.84 higher)

type |l Diabetes

*The risk in the intervention group (and its 95% confidence interval) is based on the assumed risk in the comparison group and
the relative effect of the intervention (and its 95% CI). Cl: Confidence interval; DBP: diastolic blood pressure; ET: exercise
training; MD: mean difference; RCT: randomized controlled trial; SBP: systolic blood pressure; WMD: weighted mean difference.

aThompson et al., 2019; °Kite et al., 2019; ‘Heiwe et al., 2011; Seron et al., 2014; °fu et al., 2020

“Heiwe et al., 2011, high intensity (> 60%) ET
“’Heiwe et al., 2011, low intensity (< 60%) ET

! Downgraded by two levels due to selection bias (random sequence generations and allocation concealment), detection bias
(unblinded outcome assessor), and selective reporting (reporting bias).

2 Downgraded by one level due to wide confidence intervals (imprecision).

3 Downgraded by two levels due to small sample size and wide confidence intervals (imprecision).

* Downgraded by one level due to selection bias (random sequence generations and allocation concealment)

®> Downgraded by one level due to inconsistency (there was statistically significant heterogeneity)

® Downgraded by one level due to selection bias (random sequence generations and allocation concealment) and detection bias
(unblinded outcome assessor).

" Downgraded by one level due to small sample size (imprecision).

8Downgraded by two levels due to selection bias (random sequence generations and allocation concealment), detection bias
(unblinded outcome assessor), incomplete outcome data (attrition bias), and selective reporting (reporting bias).

°® Downgraded by one level due to selection bias (random sequence generations and allocation concealment), detection bias
(unblinded outcome assessor), incomplete outcome data (attrition bias)

369

370 Comparison 8: Dynamic Resistance training versus Control

371 Two reviews studied the effects of DRT compared to control on SBP and DBP (36,38) in
372 adults with different diagnoses, such as prehypertensive, high blood pressure adults (36),
373 high blood pressure levels as well as normotensive adults (38). Participants’ age ranged from

374 51 to 70 years (36,38).
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Systolic and diastolic blood pressure: short term follow-up

Herrod et al., 2018 reported evidence of no difference effect between DRT and control on
SBP in normotensive or high blood pressure adults at short-term follow-up (5 RCTs; N=not
reported; MD -3.50 mm Hg, 95%CI -10.53 to 3.53) (38). In contrast, this review found a
clinically important difference between groups in DBP for this population (5 RCTs; N=not
reported; MD -2.54 mm Hg, 95%CI -4.25 to -0.82) (38). Very low quality of evidence
suggests that there is uncertainty whether any DRT compared to control may reduce SBP and

DBP in normotensive or high blood pressure adults at short-term follow-up (Table 5).

Systolic blood pressure: short to middle term follow-up

Fu et al.,, 2020 found evidence of no effect between DRT and control on SBP in
prehypertensive adults at short to middle-term follow-up (2 RCTs; N=64; WMD -2.32 mm
Hg, 95%CI -6.71 to 2.09) (36). In contrast, Herrod et al., 2018 reported evidence of a
clinically important difference between any DRT and control on SBP in normotensive or
high blood pressure adults (6 RCTs; N=not reported; MD -6.65 mm Hg, 95%CI -10.65 to -
2.64) for this follow-up (38). It is uncertain whether DRT compared to control may reduce
SBP in adults who either are high blood pressure, have prehypertensive, or have
normotensive at short to middle-term follow-up because the quality of evidence is very low

(Table 5).

Systolic and diastolic blood pressure: middle to long term follow-up

Herrod et al., 2018 reported evidence of no difference effect between DRT and control on
SBP in normotensive or high blood pressure adults at middle to long-term follow-up (1
RCTs; N=not reported; MD -4.90 mm Hg, 95%CI -10.76 to 0.96) (38). Similar findings were

found on DBP in the same population (5 RCTs; N=not reported; MD -1.20 mm Hg, 95%ClI



398  -4.04 to 1.64) (38). Very low quality of evidence suggests that there is uncertainty whether
399 any DRT may reduce SBP and DBP compared to control in normotensive and high blood

400  pressure adults at middle to long-term follow-up (Table 5).

401  Diastolic blood pressure: short to middle term follow-up

402  Fuetal., 2020 found evidence of no effect between DRT and control on DBP in adults with
403  prehypertensive at short to middle-term follow-up (2 RCTs; N=64; WMD -1.84 mm Hg,
404  95%CI -4.83 to 1.16) and high blood pressure adults (2 RCTs; N=64; WMD -0.83 mm Hg,
405  95%CI -4.95 to 3.35) (36). In contrast, Herrod et al., 2018 reported evidence of a clinically
406  important difference between DRT and control on DBP in normotensive or high blood
407  pressure adults (6 RCTs; N=not reported; MD -2.00 mm Hg, 95%CI -3.87 to -12) for this
408  follow-up (38). It is uncertain whether DRT compared to control may reduce DBP in adults
409  who either are high blood pressure, have prehypertensive, or have normotensive at short to

410  middle-term follow-up because the quality of evidence is very low (Table 5).

411  Table 5. Summary of findings for the comparison: Dynamic Resistance training versus

412 control for systolic and diastolic blood pressure

Dynamic Resistance training versus control
Intervention: dynamic Resistance training
Comparison: control

Setting: mixed (clinic and home

Outcomes Population Relative effect Anticipated absolute effect* N° of Certainty
(95% ClI) (95% CI) participants of the
(studies) evidence
(GRADE)
Assumed risk Assumed risk with
with control intervention

Systolic blood pressure — short term follow-up (up to 12 weeks)

Systolic blood
pressure
(short term up
to 12 weeks)

Normotensive Mean SBP (mm Hg)

High blood (_lg/l 5% 1%‘2053) Not estimable | was 3.50 lower (10.53 | NR (5)? V?r@gv?lvz
pressure ' ' lower to 3.53 higher) y




Systolic blood pressure — short to middle term follow-up (>12 to 24 weeks)

Systolic blood

WMD -2.32

Mean SBP (mm Hg)

i i b
pressure Prehypertensive (-6.71 t0 2.09) Mot esilieiale was 2.32 lower (6.71 64(2)
(short to lower to 2.09 higher)
middle term High blood Mean SBP (mm Hg)
16-24 weeks) | pressure (-Vgg/ISDto_é];é) Not estimable | was1.74 lower (6.98 | 64(2> | ©OOO.
' ' lower to 3.56 higher) Very Low*
Systolic blood .
pressure Nprmotenswe Mean SBP (mm Hg)
(short to Hrf’s';f:eo"d (-1(%2 ;g_6256 4 | Notestimable | was 6.65 lower (1065 | NR (6)
middle term P ' ' lower to 2.64 lower)
>12-24 weeks)
Systolic blood pressure — middle to long term follow-up (>24 to 48 weeks)
Systolic blood
pressure Normotensive i Mean SBP (mm Hg)
(middle to High blood (_13/% til?)o%) Not estimable | was 4.90 lower (10.76 NR (1)? Veeeel_(?v(vaﬂ
long term >24 | pressure ' ' lower to 0.96 higher) y
to 48 weeks)
Diastolic blood pressure — short term follow-up (up to 12 weeks)
Diastolic blood .
pressure Normotensive MD -2.54 Mean DBP (mm Hg) OO0
High blood ' Not estimable was2.54 lower (4.25 NR (5)? 5
(short term up (-4.2510-0.82) Low
pressure lower to 0.82 lower)
to 12 weeks)
Diastolic blood pressure — short to middle term follow-up (>12 to 24 weeks)
. : ) Mean DBP (mm Hg)
Dr'::StS:LC blood Prehypertensive (_\/4\/2/'3?0 11?%) Not estimable was1.84 lower (4.83 64 (2)°
P ' ' lower to 1.16 higher)
(short to
Tédzdie te”:(] High blood WMD -0.83 Mean DBP (mm Hg) DOOO
-24 weeks) | hreqqure (49510335 | Notestimable | was0.83 lower (495 64(2° | Very Low
' ' lower to 3.35 higher)
Diastolic blood
pressure Normotensive MD -2.00 Mean DBP (mm Hg)
(short to High blood (-3.87 to ;O 12) Not estimable was2.00 lower (3.87 NR (6)?
middle term pressure ' ' lower to 0.12 lower)
>12-24 weeks)
Diastolic blood pressure — middle to long term follow-up (>24 to 48 weeks)
Diastolic blood
pressure Normotensive i Mean DBP (mm Hg)
(middle to High blood (_4'\/(;2 tol.12(6)34) Not estimable was1.20 lower (4.04 NR (1)? V?relfv?ﬂ
long term >24 | pressure ' ' lower to 1.64 higher) y
weeks)

*The risk in the intervention group (and its 95% confidence interval) is based on the assumed risk in the comparison group
and the relative effect of the intervention (and its 95% CI). CI: Confidence interval; DBP: diastolic blood pressure; MD: mean
difference; RCT: randomized controlled trial; SBP: systolic blood pressure; WMD: weighted mean difference.




aHerrod et al., 2018; "Fu et al., 2020

1 Downgraded by two levels due to selection bias (random sequence generations and allocation concealment), detection bias
(unblinded outcome assessor), attrition bias, and inconsistency (there was statistically significant heterogeneity).

2 Downgraded by one level due to wide confidence intervals (imprecision).

$ Downgraded by one level due to selection bias (random sequence generations and allocation concealment), detection bias
(unblinded outcome assessor), attrition bias, and reporting bias.

4 Downgraded by two levels due to inconsistency (there was statistically significant heterogeneity), small sample size and wide
confidence intervals (imprecision)

> Downgraded by two levels due to selection bias (random sequence generations and allocation concealment), detection bias
(unblinded outcome assessor), attrition bias, and reporting bias.

¢ Downgraded by one level due to inconsistency (there was statistically significant heterogeneity).

"Downgraded by two levels due to selection bias (allocation concealment), detection bias (unblinded outcome assessor), and
reporting bias.

413

414  Comparison 9: Aerobic training versus Yoga
415  One review assessed the effects of AET on SBP and DBP compared to yoga on SBP and
416  DBP at short-term follow-up in prehypertensive adults (participants’ mean age 23.5 years)

417  (36).

418  Systolic and diastolic blood pressure: short term follow-up

419  There was no clear evidence of a difference for SBP between AET and yoga in
420  prehypertensive adults at short-term follow-up (1 RCTs; N=48; WMD 5.06 mm Hg, 95% ClI
421 -3.33 to 13.48) (36). Similar findings were found for DBP 1 RCTs; N=48; WMD 3.65 mm
422  Hg, 95% CI -1.92 to 9.23) (36). Very low quality of evidence suggests that there is
423 uncertainty whether AET or yoga may reduce SBP and DBP in prehypertensive adults at

424  short-term follow-up (Table 6).

425  Table 6. Summary of findings for the comparison: Aerobic training vs yoga for systolic
426  and diastolic blood pressure.

427



428

Aerobic training vs Yoga

Outcomes

Intervention: aerobic training
Comparison: yoga
Setting: mixed (clinic and home)

Population

Relative effect
(95% CI)

Anticipated absolute effect*

(95% Cl)

N° of
participants

(studies)
(GRADE)

Assumed risk

Assumed risk with

Certainty
of the
evidence

with control intervention

Systolic blood

Mean SBP (mm Hg)
pressure Prehypertensive WMD 5.06 Not estimable | was 5.06 higher (3.33 48 (1)? @@@Gl)z
(shorttermupto 8 (-3.3310 13.48) lower to 13.48 higher) Very low"
weeks) '
Diastolic blood

Mean DBP (mm Hg)
pressure (short Prehypertensive WMD 3.65 Not estimable was 3.65 lower (1.92 48 (1)? @@@(?2
termupto 8 (-1.92109.23) . Very low"
weeks) lower to 9.23 higher)

*The risk in the intervention group (and its 95% confidence interval) is based on the assumed risk in the comparison group and
the relative effect of the intervention (and its 95% CI). AET: aerobic training; Cl: Confidence interval, DBP: diastolic blood
pressure; RCT: randomized controlled trial; SBP: systolic blood pressure; WMD: Weighted mean difference.

2fuetal., 2020

! Downgraded by one level due to selection bias (random sequence generations and allocation concealment) and detection bias
(unblinded outcome assessor).
2Downgraded by two levels due to small sample size and wide confidence intervals (imprecision).
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Comparison 10: Aerobic training versus salt restriction

Systolic and diastolic blood pressure: short term follow-up

One review assessed the effects of AET compared with salt restriction on SBP and DBP at

short-term follow-up (36). in prehypertensive adults (participants’ mean age 23,5 years) (36).

Fu et al., 2020 found evidence of no effect in SBP between AET and salt restriction in
prehypertensive adults at short-term follow-up (1 RCTs; N=44; WMD 2.85 mm Hg, 95% ClI
-6.21 to 11.88) (36). Similar findings were reported for DBP (1 RCTs; N=44; WMD 4.11

mm Hg, 95% CI -2.18 to 10.34) (36). It is uncertain whether AET or salt restriction may



438  reduce SBP and DBP in prehypertensive adults at short-term follow-up because the quality

439  of evidence is very low (Table 7).

440 Table 7. Summary of findings for the comparison: Aerobic training versus salt restriction for

441  systolic and diastolic blood pressure

Aerobic training vs Salt restriction
Intervention: aerobic training
Comparison: salt restriction
Setting: mixed (clinic and home)
Outcomes Population Relative effect Anticipated absolute effect* N©° of Certainty
(95% ClI) (95% CI) participants of the

(studies) evidence

(GRADE)

Assumed risk Assumed risk with
with control intervention
Mean SBP (mm Hg)
Not estimable | was 2.85 higher (6.21 44 (1)? \%rel?ﬁz
lower to 11.88 higher) y

Mean DBP (mm Hg)

Systolic blood
pressure short term
(up to 8 weeks)
Diastolic blood

pressure Prehypertensive WMD 4.11 . . .
short term (-2.18 10 10.34) Not estimable | was 4.11 higher (2.18 44 (1)

(up to 8 weeks) lower to 10.34 higher)

*The risk in the intervention group (and its 95% confidence interval) is based on the assumed risk in the comparison group and
the relative effect of the intervention (and its 95% CI). AET: aerobic training; Cl: Confidence interval; DBP: diastolic blood
pressure; RCT: randomized controlled trial; SBP: systolic blood pressure; WMD: Weighted mean difference.

Prehypertensive WMD 2.85
(-6.21t0 11.88)

SSISIS)
Very Low!?

8y et al., 2020.

! Downgraded by one level due to selection bias (random sequence generations and allocation concealment) and detection bias
(unblinded outcome assessor).
2Downgraded by two levels due to small sample size and wide confidence intervals (imprecision).

442

443  Comparison 11: Aerobic training versus Tai chi
444  One review studied the effects of AET compared to Tai Chi on SBP and DBP at short-term

445  follow-up (36) in prehypertensive adults (participants’ mean age 66.7 years) (36).
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447

448

449

450

451

452

453

454

very low (Table 8).

systolic and diastolic blood pressure

Systolic and diastolic blood pressure: short term follow-up

Fu et al., 2020 found a lack of evidence of an effect between groups on SBP in
prehypertensive adults at short-term follow-up (1 RCTs; N=62; WMD 1.40 mm Hg, 95% CI
-6.06 to 8.91) (36). Similar findings were reported for DBP (1 RCTs; N=62; WMD 0.82 mm
Hg, 95% CI -4.39 to 5.97) (36). It is uncertain whether AET or Tai Chi may reduce SBP and

DBP in prehypertensive adults at short-term follow-up because the quality of the evidence is

Table 8. Summary of findings for the comparison: Aerobic training versus Tai Chi for

Aerobic training versus Tai chi

Intervention: aerobic training
Comparison: Tai Chi

Setting: mixed (clinic and home)
Population

Outcomes

Relative effect

(95% CI)

Anticipated absolute effect*

(95% CI)

Assumed risk
with control

Assumed risk with
intervention

N©° of
participants

(studies)

Certainty
of the
evidence
(GRADE)

Systolic blood

Mean SBP (mm Hg)

pressure . WMD 1.40 . . a SYISISIS)
(short term up Prehypertensive (-6.06 t0 8.91) Not estimable \:\(1)&\1; elrf[lc())glgﬁ; éﬁeor? 62 (1) Very low?
to 12 weeks) '

Diastolic blood Mean DBP (mm Hg)

pressure . WMD 0.82 . . a SYISISIS)
(short term up Prehypertensive (-4.39 10 5.97) Not estimable was 0.82 higher (4.39 62 (1) Very lowt2

to 12 weeks)

lower to 5.97 higher)

*The risk in the intervention group (and its 95% confidence interval) is based on the assumed risk in the comparison group
and the relative effect of the intervention (and its 95% CI). AET: aerobic training; Cl: Confidence interval; DBP: diastolic

blood pressure; RCT: randomized controlled trial; SBP: systolic blood pressure; WMD: Weighted mean difference.

Fu et al., 2020

! Downgraded by one level due to selection bias (random sequence generations and allocation concealment) and detection bias
(unblinded outcome assessor).
2Downgraded by two levels due to small sample size and wide confidence intervals (imprecision).

455




456  Comparison 12: Aerobic training versus aerobic training plus DASH
457  One review assessed the effects of AET on SBP and DBP compared to aerobic training plus
458  Dietary Approaches to Stop Hypertension (DASH) in prehypertensive adults (36).

459  (participants’ mean age 46.4 years) (36).

460  Systolic and diastolic blood pressure: short term follow-up

461  There was no clear evidence of a difference between AET and aerobic training plus DASH
462  for SBP in prehypertensive adults at short-term follow-up (1 RCTs; N=37; WMD 5.37 mm
463  Hg, 95% CI -4.56 to 15.28) (36). Similar findings were reported in DBP up (1 RCTs; N=37,
464  WMD 2.90 mm Hg, 95% CI -6.14 to 11.95) (36). Very low quality of evidence suggests that
465  there is uncertainty whether AET or aerobic training plus DASH may reduce SBP in

466  prehypertensive adults at short-term follow-up (Table 9).

467  Table 9. Summary of findings for the comparison: Aerobic training versus aerobic training plus

468  DASH for systolic and diastolic blood pressure

Aerobic training versus aerobic exercise plus DASH
Intervention: aerobic training

Comparison: aerobic training plus DASH

Setting: mixed (clinic and home)

Outcomes Population Relative effect Anticipated absolute effect* N©° of Certainty
(95% ClI) (95% CI) participants of the
(studies) evidence
(GRADE)
Assumed risk with Assumed risk with
control intervention
Systolic blood
p?lessure . WMD 5.37 . Mean SBP (mm Hg) dOOO
Prehypertensive ' Not estimable was 5.37 higher (4.56 37 (1)2 Very low
(short term up (-4.56 t0 15.28) . 7,
lower to 15.28 higher) ,
to 12 weeks)
Diastolic blood
. Mean DBP (mm Hg) (CISISIS)
pressure Prehypertensive |~ WMD 2.90 Notestimable | was 2.90 higher (6.14 | 37 (1)* | Verylow
(short term up (-6.14 t0 11.95) . 7,
lower to 11.95 higher) ,
to 12 weeks)




*The risk in the intervention group (and its 95% confidence interval) is based on the assumed risk in the comparison group and
the relative effect of the intervention (and its 95% CI). AET: aerobic training; CI: Confidence interval; DBP: diastolic blood
pressure; RCT: randomized controlled trial; SBP: systolic blood pressure; WMD: Weighted mean difference.

@Fuetal., 2020
1 Downgraded by one level due to selection bias (random sequence generations and allocation concealment) and detection bias

(unblinded outcome assessor).
2 Downgraded by two levels due to small sample size and wide confidence intervals (imprecision).

469

470  Comparison 13: Exercise training versus no intervention for ambulatory SBP, DBP,
471  and MBP

472 One review assessed the effects of exercise training compared to no intervention for
473  ambulatory SBP, ambulatory DBP, and ambulatory MBP (48) in Adults with different
474  diagnoses, such as chronic kidney disease, cardiovascular disease, and type Il diabetes.

475  Participants’ age ranged from 52 to 69 years (48).

476  Ambulatory systolic blood pressure: short term follow-up

477  Thompson et al., 2019 found evidence of no effects between AET and no intervention in 24h
478  ambulatory SBP (1 RCTs; N=46; MD -4.38 mm Hg, 95%CI -13.25 to 4.49), day ambulatory
479  SBP (1 RCTs; N=46; MD -3.80 mm Hg, 95% CI -11.98 to 4.38) and night ambulatory SBP
480 (1 RCTs; N=46; MD -6.30 mm Hg, 95% CI -16.35 to 3.75) at short-term follow-up in adults
481  with chronic kidney disease, cardiovascular disease, and type Il diabetes (48). Very low
482  quality of evidence suggests that there is uncertainty whether ET compared to no intervention
483  may reduce 24h ambulatory SBP, day ambulatory SBP and night ambulatory SBP in adults
484  with either chronic kidney disease, cardiovascular disease, or type Il diabetes at short-term

485  follow-up (Tablel0).
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Ambulatory diastolic blood pressure: short-term follow-up

Thompson et al., 2019 found evidence of no effects between ET and no intervention in 24h
ambulatory DBP (1 RCTs; N=46; MD 3.40 mm Hg, 95% CI -27.13 to 33.93), day ambulatory
DBP (1 RCTs; N=46; MD 3.30 mm Hg, 95% CI -2.78 to 9.38) and night ambulatory DBP
(1 RCTs; N=46; MD 1.80 mm Hg, 95% CI -4.42 to 8.02) in adults with chronic kidney
disease, cardiovascular disease, and type Il diabetes (48). Very low quality of evidence
suggests that there is uncertainty whether ET compared to no intervention may reduce 24h
ambulatory DBP, day ambulatory DBP, and night ambulatory DBP in adults who either
chronic kidney disease, have cardiovascular disease or have type Il diabetes at short-term

follow-up (Tablel0).

Ambulatory mean blood pressure: short-term follow-up

Thompson et al., 2019 found evidence of no effects between ET and no intervention in 24h
ambulatory MBP (1 RCTs; N=46; MD 0.30 mm Hg, 95%ClI -6.29 to 6.89), day ambulatory
MBP (1 RCTs; N=46; MD 0.40 mm Hg, 95%CI -5.87 to 6.67) and night ambulatory MBP
(1 RCTs; N=46; MD -1.20 mm Hg, 95%CI -7.97 to 5.57) in adults with chronic Kidney
disease, cardiovascular disease, and type Il diabetes (48). It is uncertain whether ET
compared to no intervention may reduce 24h ambulatory MBP, day ambulatory MBP and
night ambulatory MBP in adults who either are chronic kidney disease, have cardiovascular
disease, or have type Il diabetes at short-term follow-up because the quality of evidence is

very low (Table 10).

Ambulatory systolic and diastolic blood pressure: short to long-term follow-up
There was no clear evidence of a difference for 24h ambulatory SBP between AET and no

intervention in adults with chronic kidney disease, cardiovascular disease, and type Il



509

510

511

512

513

514

515

516

517

518

519

520

521

522

523

524

525

526

527

528

529

530

531

diabetes at short to long-term follow-up (2 RCTs; N=67; MD -5.40 mm Hg, 95% CI -12.68
to 1.87) (48). Similar findings were reported for DBP 2 RCTs; N=67; MD 1.61 mm Hg,
95%CI -10.10 to 13.32) (48). It is uncertain whether ET compared to no intervention may
reduce SBP and DBP in adults who either are chronic kidney disease, have cardiovascular
disease, or have type Il diabetes at short to long-term follow-up because the quality of

evidence is very low (Table 10).

Ambulatory systolic blood pressure: middle-term follow-up

Thompson et al., 2019 reported evidence of a clinically important difference in 24h
ambulatory SBP between ET and no intervention in adults with chronic kidney disease,
cardiovascular disease, and type 1l diabetes at middle-term follow-up (1 RCTs; N=21; MD -
18.00 mm Hg, 95% CI -29.92 to -6.05) (48). Similar findings were reported for 24h
ambulatory DBP (1 RCTs; N=21; MD -9.00 mm Hg, 95%CI -17.71 to -0.29) (48). Very low
quality of evidence suggests that there is uncertainty whether ET compared to no intervention
may reduce 24h ambulatory SBP and 24h ambulatory DBP in adults who either are chronic
kidney disease, have cardiovascular disease or have type Il diabetes at middle-term follow-

up (Table 10).

Ambulatory systolic and diastolic blood pressure: long term follow-up

Data from Thompson et al., 2019 suggest that ET compared to no intervention leads to no
effect on 24h ambulatory SBP in adults with chronic kidney disease, cardiovascular disease,
and type 1l diabetes at long-term follow-up (1 RCTs; N=21; MD -7.50 mm Hg, 95% CI -
20.21 to 5.21) (48). Similar results were found in DBP (1 RCTs; N=21; MD 1.30 mm Hg,
95%CI -11.38 to 13.98) (48). It is uncertain whether ET compared to no intervention may

reduce 24h ambulatory SBP and 24h ambulatory DBP in adults who either are chronic kidney
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the quality of evidence is very low (Table 10).

intervention for ambulatory SBP, DBP, and MBP

disease, have cardiovascular disease or have type Il diabetes at long-term follow-up because

Table 10. Summary of findings for the comparison: Exercise training versus no

Exercise training versus control

Outcomes

Intervention: exercise training
Comparison: control
Setting: mixed (center and home)

Population

Relative effect
(95% CI)

Anticipated absolute effect*
(95% ClI)

N° of

participants

(studies)
(GRADE)

Assumed risk with
control

Assumed risk with
intervention

Certainty
of the
evidence

24h ambulatory systolic blood

pressure — short term

follow-up (up to 16 weeks)

24h ambulatory

Chronic kidney

Mean 24h ambulatory

48 weeks)

Diabetes type 2

lower to 1.87 higher)

systolic blood disease MD -4.38 POOO
pressure (short Cardiovascular (-13.25 Not estimable 4 ??BBIZ\EVTH;' g)s\?(l)&:;/er 46 (1)? Very
term up to 16 disease to 4.49) ' t0 4.49 hi. her) Low'?2
weeks) Diabetes type 2 ' g
Day ambulatory systolic blood pressure — short term follow-up (up to 16 weeks)
Day ambulatory | Chronic kidney
systolic blood disease MD -3.80 M;ég ?;yn?rﬂbl;l\?vtgy oleISIS)
pressure (short Cardiovascular (-11.98 Not estimable 3.80 lower 11 88 lower 46 (1)? Very
term up to 16 disease to 4.38) ' t0 4.38 hi. her) Low'?
weeks) Diabetes type 2 ' g
Night ambulatory systolic blood pressure — short term follow-up (up to 16 weeks)

aNr1I1gthIator Chronic kidney Mean night
siolic blzo 4 | disease MD -6.30 ambulatory SBP (mm Nelele)

>r/essure (short Cardiovascular (-16.35 Not estimable Hg) was 46 (1)? Very
'E)erm up to 16 disease to 3.75) 6.30 lower (16.35 Low?!?
weeks) Diabetes type 2 lower to 3.75 higher)

24h ambulatory systolic blood pressure — short to long term follow-up (16 to 48 weeks)

24h ambulatory | Chronic kidney
systolic blood disease MD -5.40 Mggg Z(ﬁqhnfmb;"\zgy OO
pressure (short Cardiovascular (-12.67 Not estimable 5 40 lower (912 67 67 (2)* Very
to long term 16- | disease to 1.87) ' ' Low??

24h ambulatory systolic blood pressure — middle-term follow-up (up to 24 weeks)




24h ambulatory

Chronic kidney

Mean 24h ambulatory

systolic blood disease MD -18.00 POOO
pressure (middle | Cardiovascular (-29.92 Not estimable L1 i ) uAs 21 (1)? Very
! 18 lower (29.92 lower 34
term up to 24 disease to -6.08) 0 6.08 lower) Low*
weeks) Diabetes type 2 '
24h ambulatory systolic blood pressure — long term follow-up (up to 48 weeks
24h ambulatory | Chronic kidney
systolic blood disease MD -7.50 Mea2dniambuiatany POOO
. . SBP (mm Hg) was a
pressure (long Cardiovascular (-20.21 Not estimable 7.50 lower (20.21 21 (1) Very
term up to 48 disease to 5.21) IoWer 0 5.21 hi .her) Low'2
weeks) Diabetes type 2 ' g
24h ambulatory diastolic blood pressure — short term follow-up (up to 16 weeks)
24h ambulatory | Chronic kidney
diastolic blood | disease MD 3.40 Mean 24h ambulatory SISISIS)
. . DBP (mm Hg) was a
pressure (short Cardiovascular (-27.13 Not estimable . 46 (1) Very
! 3.40 higher (27.13 12
term up to 16 disease to 33.93) lower to 33.93 higher) Low"
weeks) Diabetes type 2 ' 9
Day ambulatory diastolic blood pressure — short term follow-up (up to 16 weeks)
Day ambulatory | Chronic kidney
diastolic blood | disease Mean day ambulatory SYISISIS)
; MD 3.30 . DBP (mm Hg) was a
pressure (short Cardiovascular Not estimable : 46 (1) Very
! (-2.78 t0 9.38) 3.30 higher (2.78 15
term up to 16 disease lower to 9.38 higher) Low™
weeks) Diabetes type 2 ' g
Night ambulatory diastolic blood pressure — short term follow-up (up to 16 weeks)
[a\lr;gbhljlator Chronic kidney Mean night
. ory disease ambulatory DBP (mm SISISIS)
diastolic blood . MD 1.80 . . a
Cardiovascular Not estimable Hg) was 1.80 higher 46 (1) Very
pressure (short : (-4.42 t0 8.02) 15
disease (4.42 lower to 8.02 Low"
term up to 16 Diabetes type 2 higher)
weeks) yp g
24h ambulatory diastolic blood pressure — short to long term follow-up (16 to 48 weeks)
24h ambulatory | Chronic Kidney
diastolic blood disease MD 1.61 MEED U E Y 2y CISISIS)
) . DBP (mm Hg) was a
pressure (short Cardiovascular (-10.10 Not estimable . 67 (2) Very
! 1.61 higher (10.10 12
to long term 16- | disease to 13.32) lower to 13.32 higher) Low"
48 weeks) Diabetes type 2 ‘ 9
24h ambulatory diastolic blood pressure — middle-term follow-up (up to 24 weeks)
24h ambulatory | Chronic kidney
diastolic blood | disease MD -9.00 Mean 24h ambulatory SYISISIS
. ; . DBP (mm Hg) was a
pressure (middle | Cardiovascular (-17.71 Not estimable 9.00 lower (17.71 21 (1) Very
term up to 24 disease to -0.29) IoWer 10 0.29 IoWer) Low3*
weeks) Diabetes type 2 '
24h ambulatory diastolic blood pressure — long term follow-up (up to 48 weeks
24h ambulatory | Chronic kidney
diastolic blood disease MD 1.30 Mean 24h ambulatory SISISIS)
; . DBP (mm Hg) was a
pressure (long Cardiovascular (-11.38 Not estimable 1.30 higher (11.38 21 (1) Very
term up to 48 disease to 13.98) ' g ' Low??

weeks)

Diabetes type 2

lower to 13.98 higher)




24h ambulatory mean blood pressure — short term follow-up (up to 16 weeks)

24h ambulatory

Chronic kidney

Mean 24h ambulatory

mean blood disease OO
pressure Cardiovascular MD 0.30 Not estimable Jiiz (n_1m Al s 46 (1)? Very
! (-6.29 t0 6.89) 0.30 higher (6.29 1o
(short term up to | disease lower to 6.89 higher) Low™
16 weeks) Diabetes type 2 ' g
Day ambulatory mean blood pressure — short term follow-up (up to 16 weeks)
Day ambulatory | Chronic kidney
mean blood disease MIEEING 27 eV By ClCISIS)
; MD 0.40 : MBP (mm Hg) was a
pressure (short Cardiovascular Not estimable . 46 (1) Very
! (-5.87 t0 6.67) 0.40 higher (5.87 1o
term up to 16 disease lower to 6.67 higher) Low™
weeks) Diabetes type 2 ' g
Night ambulatory mean blood pressure — short term follow-up (up to 16 weeks)
aNr1I1gthIator Chronic kidney Mean night
y disease ambulatory MBP (mm lSISIS)
mean blood i | MD -1.20 imabl | a
ressure (middle C_ar iovascular (-7.97 10 5.57) Not estimable Hg) was 1.20 lower 46 (1) Very
P disease ' ' (7.97 lower to 5.57 Low??

to long term up
to 16 weeks)

Diabetes type 2

higher)

*The risk in the intervention group (and its 95% confidence interval) is based on the assumed risk in the comparison group and
the relative effect of the intervention (and its 95% CI). Cl: Confidence interval; DBP: diastolic blood pressure; MBP: mean blood
pressure; MD: mean difference; RCT: randomized controlled trial; SBP: systolic blood pressure.

@Thompson et al., 2019

1 Downgraded by one level due to selection bias (random sequence generations and allocation concealment), detection bias

(unblinded outcome assessor), and incomplete outcome data (attrition bias).

2 Downgraded by two levels due to small sample size and wide confidence intervals (imprecision).
$ Downgraded by two levels due to selection bias (random sequence generations and allocation concealment), detection bias

(unblinded outcome assessor), and incomplete outcome data (attrition bias).

4 Downgraded by one level due to small sample size (imprecision).

536

537  Comparison 14: Exercise training versus Diet

538  Two reviews assessed the effects of exercise training on SBP and DBP compared with diet

539 inadults (36,45). The reviews included adults with different diagnoses and risk factors, such

540 as high blood pressure, overweight, obese, type Il diabetes non-insulin-dependent (45), as

541  well as prehypertension (36). Participants’ age ranged from 30 to 64 years (36,45).
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Systolic and diastolic blood pressure: short to long term follow-up

Data from Fu et al., 2020 suggest that ET compared to diet leads to no effect on SBP in
prehypertensive adults at short to long-term follow-up (2 RCTs; N=65; WMD -2.85 mm Hg,
95% CI -11.04 to 5.32) (36). Similar findings were reported for DBP (2 RCTs; N=65; WMD
-1.59 mm Hg, 95% CI -6.48 to 3.19) (36). Very low quality of evidence suggests that there
is uncertainty whether ET or diet may reduce SBP and DBP in prehypertensive adults at short

to long-term follow-up (36) (Table 11).

Systolic and diastolic blood pressure: middle to long term follow-up

Shaw et al., 2006 reported evidence of a difference in SBP between diet compared to ET in
adults with high blood pressure, overweight, obese, or non-insulin-dependent type Il diabetes
at middle to long-term follow-up (4 RCTs; N=361; MD 2.24 mm Hg, 95% CI 0.29 to 4.20)
(45). In contrast, no differences were found between groups in DBP for this follow-up (4
RCTs; N=361; WMD 0.87 mm Hg, 95% CI -0.44 to 2.18) (45). It is uncertain whether ET
or diet may reduce SBP and DBP in adults who either arehigh blood pressure, have
overweight, have obese, or have non-insulin-dependent type Il diabetes at middle to long-

term follow-up because the quality of evidence is very low (Table 11).



562

563

systolic and diastolic blood pressure

Table 11. Summary of findings for the comparison: Exercise training versus diet for

Exercise training vs Diet

Comparison: diet
Setting
Outcomes

Intervention: exercise training

Population

- mixed (home, clinic, university campuses, and workplace)

Relative effect
(95% CI)

Anticipated absolute effect*
(95% CI)

Assumed risk
with control

Assumed risk with
intervention

N° of

participants

(studies)

Certainty
of the
evidence
(GRADE)

Systolic blood pressure — short to long term follow-up (12 to 52 weeks)

Systolic blood

. ) Mean SBP (mm Hg) CISISIS)
pressure (short | Prehypertensive WMD -2.85 Not estimable was2.85 lower (11.04 65 (2)? Very Low
to long term 12- (-11.04 t0 5.32) : 1)

lower to 5.32 higher) ,
52 weeks)
Systolic blood pressure — middle to long term follow-up (26 to 52 weeks)
High blood
. pressure
ﬁryﬁstﬂ'r‘é lz:r?iciiocljle Overweight MD 2.24 Th?rrTrﬁalzg;Bp JEEN B2 (i AT} DOOO
Obese ' was2.24 higher (0.29 361 (4)° Very Low
to long term 26- Non-insulin- (0.29 t0 4.20) range was from higher to 4.20 higher) 23
52 weeks) -2.61t0-11.3 g <0 g
dependent type
Il diabetes
Diastolic blood pressure — short to long term follow-up (12 to 52 weeks)
Diastolic blood

. Mean DBP (mm Hg) PDOOO
pressure (short | Prehypertensive WMD -1.59 Not estimable was1.59 lower (6.48 65 (2)? Very Low
to long term 12- (-6.48 t0 3.19) lower to 3.19 hiaher 12
52 week) ower to 3.19 higher)

Diastolic blood pressure — middle to long term follow-up (26 to 52 weeks)

High blood
Diastolic blood pressure The mean DBP Mean DBP (mm Hg)
pressure Overweight : oo
(middle to long | Obese MD 0.87 i ) was0.87 higher (044 1 501 o | /ey Low

g oo (-0.44t02.18) | range was from lower to 2.18 higher) 3; .
term 26-52 Non-insulin- ,
-1.1t0-7.5

weeks) dependent type

Il diabetes

*The risk in the intervention group (and its 95% confidence interval) is based on the assumed risk in the comparison group and
the relative effect of the intervention (and its 95% CI). Cl: Confidence interval; DBP: diastolic blood pressure; MD: mean
difference; RCT: randomized controlled trial; SBP: systolic blood pressure; WMD: Weighted mean difference.

afy et al., 2020; ®'Shaw et al., 2006

1 Downgraded by one level due to selection bias (random sequence generations and allocation concealment) and detection bias
(unblinded outcome assessor).




2 Downgraded by two levels due to small sample size and wide confidence intervals (imprecision).
8 Downgraded by one level due to selection bias (allocation concealment).
“ Downgraded by two levels due to wide confidence intervals (imprecision).

564

565 Comparison 15: Exercise training versus exercise training plus diet
566  One review assessed the effects of ET compared to ET plus diet on SBP and DBP at short to

567 long-term follow-up in prehypertensive adults (participants’ mean age 45 years) (36).

568  Systolic and diastolic blood pressure: short to long term follow-up

569  There was no clear evidence of a difference between ET and ET plus diet for SBP in
570  prehypertensive adults at short to long-term follow-up (4 RCTs; N=244; WMD 4.16 mm Hg,
571 95% CI -0.19 to 8.52) (36). Similar results were found for DBP (4 RCTs; N=244; WMD 1.59
572 mm Hg, 95% CI -1.35 to 4.57) (36). Very low quality of evidence suggests that there is
573  uncertainty whether ET or ET plus diet may reduce SBP and DBP in prehypertensive adults

574  at short to long-term follow-up (Table 12).

575  Table 12. Summary of findings for the comparison: Exercise training versus diet plus

576  systolic and diastolic blood pressure

Exercise training versus diet plus exercise training
Intervention: exercise training

Comparison: diet plus exercise training

Setting: mixed (clinic and home

Outcomes Population Relative Anticipated absolute effect* N° of Certainty
effect (95% CI) participants of the
(95% ClI) (studies) evidence
(GRADE)
Assumed risk Assumed risk with
with control intervention

Systolic blood WMD 4.16
pressure (short to long (-0.19to Not estimable
term 12-52 weeks) 8.52)

Prehypertensive Mean SBP (mm Hg) 244 (4 CISISIS)
was4.16 higher (0.19 Very Low*?

lower to 8.52 higher)




Diastolic blood WMD 1.59
pressure (short to long
term 12-52 weeks) 4.57)

Mean DBP (mm Hg)
was 1.59 higher (1.35
lower to 4.57 higher)

Prehypertensive

(-1.35t0 Not estimable 244 (4)?

SPISISIS)
Very Low!?

*The risk in the intervention group (and its 95% confidence interval) is based on the assumed risk in the comparison group
and the relative effect of the intervention (and its 95% CI). Cl: Confidence interval; DBP: diastolic blood pressure; RCT:
randomized controlled trial; SBP: systolic blood pressure; WMD: weighted mean difference.

dFuetal., 2020

! Downgraded by one level due to selection bias (random sequence generations and allocation concealment) and detection bias
(unblinded outcome assessor).
2Downgraded by two levels due to small sample size and wide confidence intervals (imprecision).
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Comparison 16: Dynamic Resistance training versus aerobic training
One review assessed the effects of DRT on SBP and DBP compared with aerobic training in

adults (36) in prehypertensive adults (participants’ mean age was 61 years).

Systolic and diastolic blood pressure: short to middle follow-up

Fu et al 2020 found a lack of evidence of an effect between groups on SBP in prehypertensive
adults at 16 to 24 weeks follow-up (2 RCTs; N=100; WMD -2.41 mm Hg, 95% CI -8.89 to
4.05). Similar findings were reported for DBP (2 RCTs; N=100; WMD -2.18 mm Hg, 95%Cl
-7.1310 2.70) (36). It is uncertain whether DRT may reduce SBP and DBP in prehypertensive
adults at short to middle-term follow-up because the quality of evidence is very low (Table

13).




591  Table 13. Summary of findings for the comparison: Dynamic Resistance training versus aerobic
592 training for systolic and diastolic blood pressure
593

Dynamic Resistance training versus aerobic training

Outcomes

Population

Intervention: dynamic resistance training
Comparison: aerobic training

Setting: mixed (clinic and home)
Relative effect

(95% CI)

Anticipated absolute effect*
(95% ClI)

N° of
participants

(studies)
(GRADE)

Assumed risk with
control

Assumed risk with
intervention

Certainty
of the
evidence

Systolic blood

term 16-24 weeks)

lower to 2.70 higher)

pressure High blood | WMD -2.41 , Mean SBP (mm Hg) a SISISIS)
(short to middle pressure (-8.89 t0 4.05) NI was2.41 lower (8.89 100 (2) Very Low*?
term 16-24 weeks) lower to 4.05 higher)

Diastolic blood

pressure High blood | WMD -2.18 , Mean DBP (mm Hg) a SISISIS)
(short to middle pressure (-7.13 t0 2.70) NI was2.18 lower (7.13 100 (2) Very Low*?

*The risk in the intervention group (and its 95% confidence interval) is based on the assumed risk in the comparison group
and the relative effect of the intervention (and its 95% CI). Cl: Confidence interval; DBP: diastolic blood pressure; RCT:
randomized controlled trial; SBP: systolic blood pressure; WMD: weighted mean difference

@Fuetal., 2020
! Downgraded by one level due to selection bias (random sequence generations and allocation concealment) and detection bias

(unblinded outcome assessor).
2Downgraded by two levels due to small sample size and wide confidence intervals (imprecision).

594  Comparison 17: Dynamic resistance training versus Yoga

595  One review assessed the effects of DRT on SBP and DBP compared with yoga at short-term
596  follow-up (36) in prehypertensive adults (participants’ mean age 54.5 years).

597  Systolic and diastolic blood pressure: short term follow-up

598  Fu et al 2020 found evidence of no effect between groups in prehypertensive adults up to 12
599  weeks follow-up (1 RCTs; N=68; WMD -4.41 mm Hg, 95%CI -13.75 to 4.97). Similar
600 findings were reported for DBP (2 RCTs; N=100; WMD -4.41 mm Hg, 95%CI -13.75 to



601  4.97). It is uncertain whether DRT or yoga may reduce SBP and DBP in prehypertensive

602  adults at short-term follow-up because the quality of evidence is very low (Table 14) (36).

603  Table 14. Summary of findings for the comparison: Dynamic resistance training vs Yoga

604  for systolic and diastolic blood pressure

Resistance training vs Yoga
Intervention: dynamic resistance training
Comparison: yoga

Setting: mixed (clinic and home)

Outcomes Population Relative effect Anticipated absolute effect* N° of Certainty
0 () participants of the
(95% ClI) (95% CI) ticipant fth
(studies) evidence
(GRADE)
Assumed risk Assumed risk with
with control intervention
Systolic blood
, Mean SBP (mm Hg)
pressure short Prehypertensive | WMD -4.41 Not estimable was 4.41 lower (13.71 68 (1) EB@@@l 9
term (-13.75t0 4.97) ) Very Low"
(up to 12 weeks) lower to 4.97 higher)
Diastolic blood
Mean DBP (mm Hg)
pressure short . WMD -3.53 . a ISISIS)
term Prehypertensive (-0.38 10 2.27) Not estimable was 3.53 Iower_(9.38 68 (1) Very Lowt?
(up to 12 weeks) lower to 2.27 higher)

*The risk in the intervention group (and its 95% confidence interval) is based on the assumed risk in the comparison group and
the relative effect of the intervention (and its 95% CI). Cl: Confidence interval; DBP: diastolic blood pressure; RCT: randomized
controlled trial; SBP: systolic blood pressure; WMD: weighted mean difference.

@ fuetal., 2020
1 Downgraded by one level due to selection bias (random sequence generations and allocation concealment) and detection bias

(unblinded outcome assessor).
2 Downgraded by two levels due to small sample size and wide confidence intervals (imprecision).
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