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Masked hypertension (MHT), defined as a normal clinic or 
office blood pressure (BP) and an elevated home BP, has been 
shown to carry a doubling of the risk of vascular events.1 
Indeed, in a large cohort of treated hypertensive patients, those 
with MHT had a risk of cardiovascular events approaching 
those with hypertension both at office and home.1 Moreover, 
a recent meta-analysis based on data from eight studies gave 
similar results.2

Several studies have assessed the frequency of MHT3–10 in 
various populations and settings. Yet, few results have been 
published in elderly persons, a segment of the population espe-
cially vulnerable to stroke, and none in a sample of the general 
population, the best target group to evaluate the actual extent of 
MHT. Few individuals in other age segments have used the same 
measuring device both at office and at home, even though doing 
so, as recommended, would limit this source of variability.11

Our objective was therefore to assess the prevalence of MHT 
in a large community-based sample of elderly individuals using 
the same BP device at office and at home. We also analyzed the 
characteristics of patients with MHT in order to identify the 
risk factors associated with it.

Methods
Study sample. The participants of this study were included 
in the Three-City Study (3C), a cohort study, whose aim is to 
evaluate the risk of dementia attributable to vascular factors. 
Study design and entry criteria for the 3C Study have been pub-
lished in detail elsewhere.12 To summarize, participants were 
recruited in three French cities (Bordeaux, Montpellier, and 
Dijon) between 1999 and 2000. The study population was ran-
domly selected from the electoral rolls of each city. To be eligi-
ble for the study, subjects were required to be 65 years or older 
and noninstitutionalized. The study protocol was approved by 
the Ethical Committee of the University Hospital of Kremlin-
Bicêtre and each participant signed an informed consent.

The 3C population at the Dijon center was asked to sub-
mit to a home BP measurement (HBPM) during the fifth fol-
low-up exam, and 1,814 agreed to participate (participation 
rate = 87%). Nonparticipants were older (mean difference 1.5 
years, P < 0.0001), more frequently had a low education level 
(P = 0.002) and lower cognitive function assessed by MMSE 
(Mini-Mental State Examination) (mean difference 0.6, 
P < 0.0001) (data not shown).

BP measurements
Office BP measurement: BP was measured at the study center 
by trained lay interviewers, after the subject had at least 5 min 
of rest in a seated position, with an appropriately sized cuff 
placed on the left arm, using a validated digital electronic 
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Background
Masked hypertension (MHT), defined as normal blood pressure (BP) 
at office associated with high BP at home, has been shown to be 
associated with an increased risk of vascular events. However, MHT 
is poorly known in the elderly, although this age segment is at high 
risk of hypertension-related vascular events. Our objectives were to 
assess frequency and determinants of MHT in the elderly.

Methods
We studied MHT in a community-based sample of 1,814 participants 
aged 75 years or older, whose office BP and home BP measurements 
(HBPM) were both taken with the same device (Omron M6; Omron 
Healthcare, Kyoto, Japan).

Hypertension was defined as a systolic BP (SBP) ≥140 mm Hg and/
or a diastolic BP (DBP) ≥90 mm Hg for office BP, and SBP ≥135 mm Hg 
and/or DBP ≥85 mm Hg for HBPM.

Results
Frequency of MHT was 16% in the overall sample and 41% in 
participants with a normal office BP. Multivariable analyses 
revealed that male subjects, >80 years of age, with diabetes, on 
antihypertensive medication, and with office SBP >120 mm Hg 
were independently associated with a higher risk of MHT.

Conclusion
MHT is frequent in the elderly and is associated with a high vascular 
profile. These results should encourage a more widespread use of 
home BP monitoring in this age segment.
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tensiometer (Omron M6, Omron Healthcare, Kyoto, Japan).13 
BP was measured three times at 2 min intervals, at the begin-
ning of the interview and before cognitive testing. During this 
same visit, participants were  given instructions on how to 
measure their own BP. They were given one supervised dem-
onstration and assigned the same device (Omron M6) for use 
at home. A booklet with simplified instructions and a logbook 
to record their BP measures were also provided.

Among the 1,814 participants, office BP measure as 
described above was obtained from 1,499 of them in a seated 
position and 315 in supine position. We performed sensitivity 
analyses with and without the 315 patients’ data, and as simi-
lar results were in both cases, we decided to keep them for all 
analyses.

Home BP measurement: Following the same protocol and 
with the same device, participants were asked to measure their 
home BP six times per day (3× in the morning and 3× in the 
evening) for three consecutive days within 2 weeks following 
the visit at the study center. They were instructed to measure 
their BP in the morning <1 h after awakening and before tak-
ing any drug. Evening measures had to be performed close to 
bedtime. Patients were asked to record all BP readings in their 
logbook, the study team assessed the reliability of the records 
of self-measured BP values11,14 by comparing the values reg-
istered in the device’s memory with those reported in the 
participants’ logbooks.

As for previous studies, HBPM was considered success-
ful when at least 12 measures out of the 18 were properly 
performed, that is, when the values recorded in the device 
matched those in the logbook.15,16 HBPM success rate was 
96% (n = 1,737), and 94% (1,708) of participants properly car-
ried out all 18 measures. Office BP measurement was missing 
for five subjects.

Definition of high BP and hypertension. Mean BP was cal-
culated taking into account all values measured. High office 
BP was defined as a mean systolic BP (SBP) ≥140 mm Hg or 
a mean diastolic BP (DBP) ≥90 mm Hg.17,18 High home BP 
was defined as a SBP ≥130–135 mm Hg or a DBP ≥85 mm 
Hg.18 Subjects were classified hypertensive when both office 
and home BPs were high. They were classified normotensive 
when both office BP and home BPs were normal. Subjects with 
normal office BP and high home BP were defined as having 
MHT.18 Among the 1,733 subjects whose home and office BP 
measurement were both measured, 690 (40%) had a normal 
office BP (office SBP <140mm Hg and office DBP <90mm Hg); 
most of the analyses were performed on this working sample 
(Figure 1).

Other data and measurements. Demographic and socioeco-
nomic characteristics, including age, sex, education, occu-
pation, and income level, as well as medical history were 

HBPM proposed
n = 2078

HBPM accepted
n = 1814

HBPM refused
n = 264

HBPM failure
n = 76

Office BPM missed
n = 4

1,733 participants
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& office BPM missed

n = 1

Normal office BP
n = 690

High office BP
n = 1043

Normotensive
n = 408

Masked hypertensive
n = 282

White-Coat hypertensive
n = 232

Hypertensive
n = 811

Figure 1 | Study flow diagram. BP, blood pressure; BPM, blood pressure measurement; HBPM, home blood pressure measurement.
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recorded. Two educational levels were defined: High (12 or 
more years of formal education) and Low (<12 years of formal 
education). All prescribed drugs taken during the preceding 
month were recorded. To avoid under-reporting, participants 
were asked to show all their medical prescriptions and drug 
packages. The trade names of all drugs were recorded. Drug 
names were coded according to the Anatomic Therapeutic 
Chemical classification recommended by the World Health 
Organization.19 Use of antihypertensive drugs was classified 
according to the number and the type of antihypertensive 
drugs taken (diuretics, β-blockers, angiotensin-converting 
enzyme inhibitors, among others).20 The total number of medi
cations and the use of psychotropic drugs were also recorded 
in this study. Data on past and present tobacco consumption 
were collected. Participants were classified as nonsmokers if 
they had never smoked or if they had stopped smoking at least 
last 6 months prior to study entry. Blood samples were col-
lected and assayed for fasting cholesterol, triglycerides, and 
glucose levels. Diabetes mellitus was defined as either a cur-
rent intake of glucose-lowering drugs or a fasting glycemia 
≥7 mmol/l. Hypercholesterolemia was defined as either a cur-
rent use of lipid-lowering therapy or a fasting total cholesterol 
≥6.2 mmol/l.

Participants were classified as having a history of cardiovas-
cular events if they had experienced a past history of stroke, 
bypass, angioplasty, myocardial infarction, angina, or heart 
surgery.

Height, weight, and arm circumference were measured. 
Body mass index (BMI) was computed as the weight divided 
by the square of the height and obesity was defined as a BMI 
≥30 kg/m².

Physical activity was defined as a summed score evaluat-
ing daily activities and usual activities. The test scores ranges 
from 0 to 49, higher scores indicating higher level of activity. 
Two  groups were defined using the median. Subjects with a 
lower score than the median were classified as having a “low 
degree of activity” and those with a higher score than the 
median were classified as having a “high degree of activity.”

Cognition level was assessed with the MMSE which is a 
summed score evaluating various dimensions of cognition 
(memory, calculation, orientation in space and time, language, 
and word recognition). Test scores range from 0 to 30; higher 
scores indicating better cognitive status.

Depression was assessed with the Center for the 
Epidemiologic Study-Depression (CES-D) scale. This scale, 
a 20-item self-administered instrument that provides total 
scores ranging from 0 to 6021 has been validated for use in 
studies that include elderly individuals.22–24 The CES-D rates 
the frequency of reported depressive symptoms experienced 
in the past week. The CES-D scores were considered dichoto-
mously (yes/no) using recommended cutoff values. Clinically 
significant depressive symptoms were defined as CES-D scores 
of 17 or greater in men and 23 or greater in women.24

Statistical analysis. Among those with normal office BP, we 
first compared baseline characteristics of those with a nor-

mal home BP (normotensive) and those with a high home BP 
(masked hypertensive) using χ2 test for categorical variables 
and analysis of variance for continuous variables.

Frequency of MHT was estimated in the whole sample 
and among those with a normal office BP. These analyses 
carried out using the two high home BP thresholds defined 
by the European Society of Hypertension (ESH)18 (SBP 
≥135 mm Hg or DBP ≥85 mm Hg; and, SBP ≥130 mm Hg or 
DBP ≥85 mm Hg).

Frequency of MHT was also estimated and compared in 
strata of age, sex, office SBP level, diabetes, BMI, and intake 
of antihypertensive medication. We tested differences of MHT 
prevalence across these strata, and we estimated the risk of 
MHT using a logistic regression model adjusted for age and 
sex. Three age groups were used based on tertiles: ≤76 years, 
76–80 years, and >80 years.

For the purpose of determining the factors associated with 
MHT, we used multivariable logistic regression analysis. 
Model 1 was a simple age and sex adjusted model. In model 2 
we added variables that were found to be associated with the 
risk of MHT in univariate analyses (age, sex, BMI, office SBP, 
diabetes, and BP-lowering medication). These analyses were 
performed in the whole sample.

We also performed multivariable analyses in the participants 
treated and not treated with antihypertensive medication.

Statistical analyses were performed using SAS statistical soft-
ware version 9.1 (SAS Institute, Cary, NC). A P value of <0.05 
was considered as statistically significant.

Results
Frequency of MHT and sample description
Using the usual threshold to define high home BP (SBP 
≥135 mm Hg and/or DBP ≥85 mm Hg), we found that the 
frequency of MHT was 16% in the overall sample and 41% 
in participants with a normal office BP (Figure 1). Using the 
alternative SBP cutoff value suggested by ESH18 to define 
high home BP (SBP ≥130 mm Hg and/or DBP ≥85 mm Hg), 
the frequency of MHT was 23% (404/1,733) in the entire 
sample and 59% (404/690) among participants with a normal 
office BP.

In Table 1, participants with MHT are compared to normo-
tensive participants. Compared to normotensives, participants 
with MHT were more frequently males, were older, had a 
higher BMI and a higher office SBP (+3.7 mm Hg). They 
were more frequently diabetic, and more frequently on anti
hypertensive drugs (64% vs. 47%) (Table  1). No difference 
was found between these two groups for cardiovascular events 
history, smoking status, hypercholesterolemia, education 
level, and depressive symptoms. Similarly, no difference was 
found regarding income level, amount of physical activity, and 
alcohol consumption (data not shown).

Factors associated with a higher frequency of MHT
Table 2 displays the frequency of MHT in different variables, 
as well as the sex and age-adjusted odds ratios (OR). MHT 
frequency increased with age and was the highest in partici-
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pants older than 80 years of age (52%). This translated into a 
more than doubling of the risk of MHT in this age category 
(OR = 2.2; 95% confidence interval (CI) = 1.5–3.2). Male sex 
and a BMI ≥25 kg/m² were associated with an increased fre-
quency of MHT. Frequency of MHT increased sharply with the 
level of office SBP ranging from 22% among those with a SBP 
<120 mm Hg to 48% among those with a SBP ≥130 mm Hg. 
Related to this observation, there was a tripling of risk of MHT 
in this last category compared to the first (ORSBP ≥130 = 3.1; 
95%CI = 1.9–4.9). Participants with diabetes and those taking 
antihypertensive drugs had a doubling of the risk of MHT.

Using multivariable adjusted logistic regression in subjects with 
normal office BP (model 2), five variables remained independ-
ently associated with a higher frequency of MHT: age >80 years, 
male sex, office SBP ≥120 mm Hg, diabetes, and antihyper-
tensive medication (Table 2). Figure 2 shows the level of these 
independent risk factors of MHT according to antihypertensive 

treatment. Overall, there was no significant difference of risk pat-
tern in those treated with antihypertensive drug and in those not 
treated. In both strata, the variable of age >80 years, male sex, 
and office SBP ≥120 mm Hg were independently associated with 
an increased risk of MHT. However, these associations appeared 
stronger in participants not treated for hypertension.

Further adjustments on for tobacco and alcohol consump-
tion, physical activity, and anxiety did not change alter the 
main results (data not shown).

We performed the same analyses using the second cutoff 
value to define high home BP (130/85 mm Hg) and found that 
factors associated with MHT were the same. Renal function 
was not associated with MHT (data not shown).

Discussion
In this large sample of elderly individuals 75 years of age and 
older drawn from the general population, we found that 41% 

Table 1 | Baseline characteristics of the sample overall and by home BP status

Normal office BP participants

P aTotal Normotensive (normal HBP) Masked HT (high HBP)

(N = 690) (N = 408) (N = 282)

Age, mean (s.d.), years 78.8 (3.9) 78.3 (3.7) 79.6 (4.0) <0.0001

Age >80 years, % (n) 31.7 (218) 25.6 (104) 40.4 (114) <0.001

Male, % (n) 35.1 (242) 31.1 (127) 40.8 (115) 0.009

Mean office SBP (s.d.), mm Hg 127.4 (9.2) 125.9 (9.8) 129.6 (8.0) <0.0001

Mean office DBP (s.d.), mm Hg 69.8 (7.7) 70.0 (7.3) 69.4 (8.2) 0.34

Mean home SBP (s.d.), mm Hg 133.2 (14.1) 123.9 (8.0) 146.6 (9.4) <0.0001

Mean home DBP (s.d.), mm Hg 70.9 (7.7) 68.0 (6.3) 75.1 (7.8) <0.0001

Office SBP, mm Hg, % (n)

  <120 19.3 (133) 25.5 (104) 10.3 (29) <0.0001

  120–129 29.9 (206) 29.4 (120) 30.5 (86)

  130–139 50.9 (351) 45.1 (184) 59.2 (167)

BMI, mean (s.d.), kg/m² 25.2 (3.7) 24.9 (3.8) 25.6 (3.6) 0.02

Obesity, % (n) 9.7 (67) 9.3 (38) 10.3 (29) 0.02

Cardiovascular events, % (n) 3.9 (27) 3.7 (15) 4.3 (12) 0.71

Diabetes, % (n) 6.1 (41) 3.5 (14) 9.7 (27) <0.001

Hypercholesterolemia, % (n) 37.4 (257) 35.5 (144) 40.1 (113) 0.19

Depressive symptoms, % (n) 12.7 (87) 11.8 (48) 13.9 (39) 0.42

High education level, % (n) 39.1 (270) 41.2 (168) 36.2 (102) 0.19

BP lowering medication, % (n) 53.6 (369) 46.6 (189) 63.8 (180) <0.0001

Tobacco consumption, % (n)

  Non smoker 61.8 (425) 61.8 (251) 61.7 (174) 0.96

  Past smoker 35.2 (242) 35.0 (142) 35.5 (100)

  Current smoker 3.1 (21) 3.2 (13) 2.8 (8)

MMSE score, mean (s.d.) 27.2 (2.2) 27.4 (2.3) 27.0 (2.0) 0.04

Obesity, BMI ≥30 kg/m²; Cardiovascular events, past history of either stroke, bypass, angioplasty, myocardial infarction, angina, or heart surgery; Diabetes, blood sugar ≥7mmol/l or 
hypoglycemic medication; Hypercholesterolemia, cholesterol ≥6.2mmol/l or hypocholesterolemic medication; Depressive symptom, CES-D total ≥17 for men and ≥23 for women; High 
education level, 12 or more years of formal education.
BMI, body mass index; BP, blood pressure; CES-D, Center for Epidemiological Studies-Depression scale; DBP, diastolic blood pressure; HBP, home blood pressure; HT, hypertensive; MMSE 
score, Mini Mental State Examination score; SBP, systolic blood pressure.
aP value compares difference between normotensive and masked hypertensive using Pearson test with categorical variables and variance analysis with continuous variables.
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of individuals with a seemingly normal office BP had indeed a 
high home BP and were thus classified as MHT.

So far, few studies have estimated the frequency of MHT in 
elderly individuals and no studies have done so in the general 
population.25 Two studies, SHEAF1 and J-HOME26, which 
were performed in elderly hypertensive patients, also found a 
high frequency of MHT among patients with normal office BP 
(40% for the SHEAF study and 55% for the J-HOME study). 

In our study, the frequency of MHT in the restricted sample of 
participants taking antihypertensive treatment was 49%, an esti-
mate that is consistent with these previous studies mentioned. 
However, even among participants without antihypertensive 
treatment, roughly one third (32%) had MHT. In another study 
performed in individuals ≥40 years in the general population, 
MHT frequency was 17% in the whole sample and 23% among 
those with a normal office BP.27 These estimates are lower than 

Table 2 | Frequency and factors associated with masked hypertension

Frequency 
of MHT Model 1a Model 2b

Variable % (n) Pc OR 95% CI P OR 95% CI P

Age, years

  ≤76 33.7 (84) <0.001 1 — 1 —

  [76; 80] 37.8 (84) 1.2 0.8–1.8 0.31 1.1 0.8–1.7 0.53

  >80 52.1 (114) 2.2 1.5–3.2 <0.0001 2.0 1.3–3.0 <0.001

Gender

  Female 37.3 (167) 0.009 1 — 1 —

  Male 47.5 (115) 1.6 1.1–2.1 0.008 1.4 1.0–2.0 0.05

SBP office, mm Hg

  <120 21.8 (29) <0.0001 1 — 1 —

  [120; 130] 41.7 (86) 2.6 1.6–4.3 <0.001 2.7 1.6–4.5 <0.001

  [130; 140] 47.6 (167) 3.1 1.9–4.9 <0.0001 3.1 1.9–5.0 <0.0001

BMI, kg/m²

  Normal <25 36.0 (134) 0.02 1 — 1 —

  Overweight [25; 30] 47.4 (119) 1.5 1.1–2.1 0.02 1.3 0.9–1.9 0.14

  Obesity ≥30 43.3 (29) 1.5 0.9–2.5 0.16 1.0 0.6–1.8 0.93

Diabetes

  No 39.7 (252) <0.001 1 — 1 —

  Yes 65.9 (27) 2.9 1.5–5.7 0.002 2.1 1.1–4.3 0.04

BP lowering medication

  No 32.0 (102) <0.0001 1 — 1 —

  Yes 48.8 (180) 1.9 1.4–2.6 <0.0001 1.8 1.3–2.5 <0.001

Diabetes, blood sugar ≥7mmol/l or hypoglycemic medication.
BP, blood pressure; BMI, body mass index; CI, confidence interval; MHT, mask hypertension; OR, odds ratio; SBP, systolic blood pressure.
aAge and sex adjusted model. bMultivariable (age, sex, SBP, BMI, diabetes, BP lowering drug) adjusted model. CUnadjusted χ² P value.

Age [76–80]

BMI [25–30]
BMI ≥30

Diabetes

0 1

Odds ratio Odds ratio

On BP lowering drugs Not on BP lowering drugs

5 0 1 5 10

Age >80

Male sex

V
ar

ia
bl

e

SBP office [120–130]
SBP office [130–140]

Figure 2 | Factors associated with masked hypertension by antihypertensive medication consumption status. BP, blood pressure; BMI, body mass index;  
SBP, systolic blood pressure.
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in our sample but are nevertheless consistent as we found that 
age is associated with a higher risk of MHT. Consistent frequen-
cies were also found in a sample of 282 untreated Japanese men 
(frequency of MHT = 37% among those with a normal office 
BP)28 and in a group of 602 elderly individuals, also not receiv-
ing antihypertensive treatment (frequency of MHT 30% among 
those with a normal office BP).29

Regarding factors associated with MHT, office SBP was one 
of the factors most strongly related to the risk of MHT. This 
was expected, as participants with office SBP values close to 
the 140 mm Hg threshold are more likely to have a home SBP 
over surpassing this threshold by the simple play of variability. 
Overall, the age-related deterioration of the baroreflex and the 
increased BP variability may partly explain the high frequency 
of MHT observed in this sample of elderly individuals.30

Apart from a high office SBP, other factors independently 
associated with MHT were older age, male sex, diabetes, and 
antihypertensive medication. As these variables are well-known 
to be associated with an increased risk of vascular events, par-
ticipants with MHT have therefore a profile of higher vascular 
risk. Previous studies performed in younger individuals with 
hypertension also reported an association between MHT and 
age, male sex, antihypertensive treatment, diabetes, cholesterol 
level, BMI and waist circumference25,26,31–34 although not 
consistently.35 This pattern could at least partly explain why 
MHT has been shown to carry a risk of vascular events similar 
to hypertension.1

The strengths of our study lie in the large sample size, the 
community-based setting, and the age range of our partici-
pants, variables that have been previously little-examined. We 
notably used the same automatic electronic device for both 
office and home measurements, thus limiting the variability 
induced by the use of different devices.

Some limitations should also be taken into account. 
Compared with the general population of the same age, the 
3C-Dijon-HBPM study participants have higher education 
and socioeconomical levels, and they are overall healthier. We 
cannot exclude the fact that our participant selection criteria 
may have an impact on the frequency of MHT, which may be 
actually higher in a truly representative sample. Furthermore, 
HBPMs in the evening were performed close to bedtime, rather 
than before dinner.36 This timing could have affected evening 
home BP and resulting MHT frequency. However, they were 
no major differences observed in MHT frequency based 
strictly on morning BP measurements (18% in the whole sam-
ple, 46% in those with a normal office BP), or based strictly on 
evening BP measurements (15% and 39%). This suggests that 
this measurement bias may have a very limited impact, if any. 
Because of the cross-sectional nature of our study, we cannot 
infer causality from the associations observed. Cross-sectional 
analyses are exposed to biases such as temporal bias, as we do 
not know which came first, diabetes or MHT. Or there may be 
incidence-prevalence bias, since those with a higher prevalence 
of MHT might survive better with MHT, not those necessarily 
a higher incidence of MHT, and this distinction thus limits the 
interpretation on causality.

Overall, these data suggest that MHT is frequent in elderly indi-
viduals in the general population, and that this particular form 
of hypertension is therefore probably underdiagnosed in elderly 
individuals during their routine medical exam. Indeed, out of five 
subjects apparently normotensive during medical consultation, 
two were actually hypertensive. These results should encourage 
the widespread use of HBPM among elderly individuals.

Acknowledgments: The Haute Autorité de Santé (HAS) and the Institut 
National de Prévention et d’Education pour la Santé (INPES) funded the 
present sub-study on HBPM. The Three-City Study is conducted under a 
partnership agreement between the Institut National de la Santé et de la 
Recherche Médicale (INSERM), the Victor Segalen–Bordeaux II University, 
and Sanofi-Aventis. The Fondation pour la Recherche Médicale funded 
the preparation and initiation of the study. The results of this study were 
presented orally at the congress of the European Society of Hypertension 
held on 21 June 2010; Oslo, Norway.

Disclosure: Dr Tzourio serves on the editorial advisory board of 
Neuroepidemiology, Journal of Hypertension, and Journal of Alzheimer’s 
disease. He has received investigator-initiated research funding from the 
French National Research Agency (ANR) and the Fondation Plan Alzheimer 
for the 3C study. He as also received fees from Merck Sharp & Dohme, 
ABBOTT, Servier, and the Fondation Plan Alzheimer for participating in 
scientific committees. The other authors have nothing to disclose.

1.	 Bobrie G, Chatellier G, Genes N, Clerson P, Vaur L, Vaisse B, Menard J, Mallion JM. 
Cardiovascular prognosis of “masked hypertension” detected by blood pressure 
self-measurement in elderly treated hypertensive patients. JAMA 2004; 291: 
1342–1349.

2.	 Pierdomenico SD, Cuccurullo F. Prognostic value of white-coat and masked 
hypertension diagnosed by ambulatory monitoring in initially untreated 
subjects: an updated meta analysis. Am J Hypertens 2011; 24:52–58.

3.	 Hara A, Ohkubo T, Kikuya M, Shintani Y, Obara T, Metoki H, Inoue R, Asayama K, 
Hashimoto T, Harasawa T, Aono Y, Otani H, Tanaka K, Hashimoto J, Totsune K, 
Hoshi H, Satoh H, Imai Y. Detection of carotid atherosclerosis in individuals with 
masked hypertension and white-coat hypertension by self-measured blood 
pressure at home: the Ohasama study. J Hypertens 2007; 25:321–327.

4.	 Félix-Redondo FJ, Fernández-Bergés D, Espinosa-Garcia J, Pozuelos-Estrada J, 
Molina-Martínez LM, Pérez-Castán JF, Ríos-Rivera J, Valiente-Rubio JI, 
Gómez‑de‑la-Cámara A, Rodríguez-Pascual N. Level of blood pressure control 
in a hypertensive population when measurements are performed outside 
the clinical setting. Cardiol J 2009; 16:57–67.

5.	 Mallion JM, Clerson P, Bobrie G, Genes N, Vaisse B, Chatellier G. Predictive factors 
for masked hypertension within a population of controlled hypertensives. 
J Hypertens 2006; 24:2365–2370.

6.	 Mallion JM, Genès N, Vaur L, Clerson P, Vaïsse B, Bobrie G, Chatellier G. Detection of 
masked hypertension by home blood pressure measurement: is the number of 
measurements an important issue? Blood Press Monit 2004; 9:301–305.

7.	 Ogedegbe G, Pickering TG, Clemow L, Chaplin W, Spruill TM, Albanese GM, 
Eguchi K, Burg M, Gerin W. The misdiagnosis of hypertension: the role of patient 
anxiety. Arch Intern Med 2008; 168:2459–2465.

8.	 Bobrie G, Clerson P, Ménard J, Postel-Vinay N, Chatellier G, Plouin PF. Masked 
hypertension: a systematic review. J Hypertens 2008; 26:1715–1725.

9.	 Larkin KT, Schauss SL, Elnicki DM, Goodie JL. Detecting white coat and reverse 
white coat effects in clinic settings using measures of blood pressure habituation 
in the clinic and patient self-monitoring of blood pressure. J Hum Hypertens 2007; 
21:516–524.

10.	 Poncelet P, Clerson P, Ribstein J, Bassous M, Scart Gres C. [Is masked hypertension 
an artefact due to the blood pressure measurement method and threshold 
effects?]. Arch Mal Coeur Vaiss 2005; 98:751–756.

11.	 Parati G, Stergiou GS, Asmar R, Bilo G, de Leeuw P, Imai Y, Kario K, Lurbe E, 
Manolis A, Mengden T, O’Brien E, Ohkubo T, Padfield P, Palatini P, Pickering T, 
Redon J, Revera M, Ruilope LM, Shennan A, Staessen JA, Tisler A, Waeber B, 
Zanchetti A, Mancia G; ESH Working Group on Blood Pressure Monitoring. 
European Society of Hypertension guidelines for blood pressure monitoring at 
home: a summary report of the Second International Consensus Conference on 
Home Blood Pressure Monitoring. J Hypertens 2008; 26:1505–1526.

12.	 Alperovitch A. Vascular factors and risk of dementia: Design of the three-city 
study and baseline characteristics of the study population. Neuroepidemiology 
2003; 22:316–325.



AMERICAN JOURNAL OF HYPERTENSION		   7

original contributionsMasked Hypertension in the Elderly

13.	 Altunkan S, Iliman N, Altunkan E. Validation of the Omron M6 (HEM-7001-E) upper 
arm blood pressure measuring device according to the International Protocol in 
elderly patients. Blood Press Monit 2008; 13:117–122.

14.	 Mengden T, Hernandez Medina RM, Beltran B, Alvarez E, Kraft K, Vetter H. 
Reliability of reporting self-measured blood pressure values by hypertensive 
patients. Am J Hypertens 1998; 11:1413–1417.

15.	 Stergiou GS, Skeva II, Zourbaki AS, Mountokalakis TD. Self-monitoring of blood 
pressure at home: how many measurements are needed? J Hypertens 1998; 
16:725–731.

16.	 Ragot S, Genès N, Vaur L, Herpin D. Comparison of three blood pressure 
measurement methods for the evaluation of two antihypertensive drugs: 
feasibility, agreement, and reproducibility of blood pressure response. Am J 
Hypertens 2000; 13:632–639.

17.	 Staessen JA, Thijs L, Ohkubo T, Kikuya M, Richart T, Boggia J, Adiyaman A, 
Dechering DG, Kuznetsova T, Thien T, de Leeuw P, Imai Y, O’brien E, Parati G. 
Thirty years of research on diagnostic and therapeutic thresholds for the self-
measured blood pressure at home. Blood Press Monit 2008; 13:352–365.

18.	 Mancia G, De Backer G, Dominiczak A, Cifkova R, Fagard R, Germano G, Grassi G, 
Heagerty AM, Kjeldsen SE, Laurent S, Narkiewicz K, Ruilope L, Rynkiewicz A, 
Schmieder RE, Boudier HA, Zanchetti A; ESH-ESC Task Force on the Management 
of Arterial Hypertension. 2007 ESH-ESC Practice Guidelines for the Management 
of Arterial Hypertension: ESH-ESC Task Force on the Management of Arterial 
Hypertension. J Hypertens 2007; 25:1751–1762.

19.	 WHO Collaborating Centre for Drug Statistics Methodology, ATC classification 
index with DDDs. Guidelines for ATC classification and DDD assignment 2010, 
Oslo 2009. <http://www.whocc.no/filearchive/publications/2010guidelines.
pdf> (2010).

20.	 Brindel P, Hanon O, Dartigues JF, Ritchie K, Lacombe JM, Ducimetière P, 
Alpérovitch A, Tzourio C; 3C Study Investigators. Prevalence, awareness, 
treatment, and control of hypertension in the elderly: the Three City study. 
J Hypertens 2006; 24:51–58.

21.	 Radloff LS. The CES-D scale: a self-report depression scale for research in the 
general population. Applied Psychological Measurement 1977.

22.	 Berkman LF, Berkman CS, Kasl S, Freeman DH  Jr, Leo L, Ostfeld AM, Cornoni-
Huntley J, Brody JA. Depressive symptoms in relation to physical health and 
functioning in the elderly. Am J Epidemiol 1986; 124:372–388.

23.	 Beekman AT, Deeg DJ, van Tilburg T, Smit JH, Hooijer C, van Tilburg W. Major 
and minor depression in later life: a study of prevalence and risk factors. J Affect 
Disord 1995; 36:65–75.

24.	 Lenoir H, Lacombe JM, Dufouil C, Ducimetière P, Hanon O, Ritchie K, 
Dartigues JF, Alpérovitch A, Tzourio C. Relationship between blood pressure 
and depression in the elderly. The Three-City Study. J Hypertens 2008; 
26:1765–1772.

25.	 Obara T, Ohkubo T, Funahashi J, Kikuya M, Asayama K, Metoki H, Oikawa T, 
Hashimoto J, Totsune K, Imai Y. Isolated uncontrolled hypertension at home 
and in the office among treated hypertensive patients from the J-HOME study. 
J Hypertens 2005; 23:1653–1660.

26.	 Trudel X, Brisson C, Larocque B, Milot A. Masked hypertension: different blood 
pressure measurement methodology and risk factors in a working population. 
J Hypertens 2009; 27:1560–1567.

27.	 Ohkubo T, Kikuya M, Metoki H, Asayama K, Obara T, Hashimoto J, Totsune K, 
Hoshi H, Satoh H, Imai Y. Prognosis of “masked” hypertension and “white-coat” 
hypertension detected by 24-h ambulatory blood pressure monitoring 10-year 
follow-up from the Ohasama study. J Am Coll Cardiol 2005; 46:508–515.

28.	 Matsui Y, Eguchi K, Ishikawa J, Hoshide S, Shimada K, Kario K. Subclinical arterial 
damage in untreated masked hypertensive subjects detected by home blood 
pressure measurement. Am J Hypertens 2007; 20:385–391.

29.	 Björklund K, Lind L, Zethelius B, Andrén B, Lithell H. Isolated ambulatory 
hypertension predicts cardiovascular morbidity in elderly men. Circulation 2003; 
107:1297–1302.

30.	 Viera AJ, Hinderliter AL, Kshirsagar AV, Fine J, Dominik R. Reproducibility 
of masked hypertension in adults with untreated borderline office 
blood pressure: comparison of ambulatory and home monitoring. Am J Hypertens 
2010; 23:1190–1197.

31.	 Asayama K, Sato A, Ohkubo T, Mimura A, Hayashi K, Kikuya M, Yasui D, Kanno A, 
Hara A, Hirose T, Obara T, Metoki H, Inoue R, Hoshi H, Satoh H, Imai Y. The 
association between masked hypertension and waist circumference as an 
obesity-related anthropometric index for metabolic syndrome: the Ohasama 
study. Hypertens Res 2009; 32:438–443.

32.	 Verberk WJ, Kessels AG, de Leeuw PW. Prevalence, causes, and consequences of 
masked hypertension: a meta-analysis. Am J Hypertens 2008; 21:969–975.

33.	 Mallion JM, Clerson P, Bobrie G, Genes N, Vaisse B, Chatellier G. Predictive factors 
for masked hypertension within a population of controlled hypertensives. 
J Hypertens 2006; 24:2365–2370.

34.	 Angeli F, Reboldi G, Verdecchia P. Masked hypertension: evaluation, prognosis, 
and treatment. Am J Hypertens 2010; 23:941–948.

35.	 Bombelli M, Sega R, Facchetti R, Corrao G, Polo Friz H, Vertemati AM, Sanvito R, 
Banfi E, Carugo S, Primitz L, Mancia G. Prevalence and clinical significance of a 
greater ambulatory versus office blood pressure (‘reversed white coat’ condition) 
in a general population. J Hypertens 2005; 23:513–520.

36.	 Parati G, Stergiou GS, Asmar R, Bilo G, de Leeuw P, Imai Y, Kario K, Lurbe E, 
Manolis A, Mengden T, O’Brien E, Ohkubo T, Padfield P, Palatini P, Pickering TG, 
Redon J, Revera M, Ruilope LM, Shennan A, Staessen JA, Tisler A, Waeber B, 
Zanchetti A, Mancia G. European Society of Hypertension Practice 
Guidelines for home blood pressure monitoring. J Hum Hypertens 2010; 24: 
779–785.


