Supplementary Table S2. Main characteristics of the studies reviewed.

	Study, year (ref)
Continental area
	Study design
	-Inclusion criteria
-Exclusion criteria
	Population characteristics
	Average
 Office BP
 &
 ABPM
(mmHg)
	Office BP thresholds (mmHg)
&
HTN prevalence
	ABPM thresholds (mmHg)
&
HTN prevalence
	Home BP
Thresholds (mmHg)
&
HTN prevalence
	Outcome(s)
	Results
	Notes

	Lipkin et al. 1993
(1)

Europe




	Prospective observational
	-Normotensive stable KTRs
	-N= 28
-Men (%)= 35.7
-Age (yr)= 48±10.6
-CrCl (mL/min)= 70±21.2

	Office 
SBP 127±15.9
DBP 79±10.6

24h ABPM
SBP 132±15.9
DBP 83±5.3
	BP >140/90 
 

0% 
	not reported

0%
	-
	Office vs. 24h ABPM
 
	[bookmark: OLE_LINK1]-Office SBP/DBP (127±15.9/79±10.6) was lower than 24h ABPM (132±15.9/83±5.3), p<0.05
	-Sixteen CsA-treated (plus prednisolone and azathioprine) and 12 non CsA-treated patients (only prednisolone and azathioprine) were not being treated with antihypertensive drugs

-A single clinic BP measurement was taken with the patient supine, after 5 min at rest

-24h ABPM recordings were carried out every 30 min during the day and every hour during the night

	
	
	
	
	
	
	
	
	Daytime vs. Night-time ABPM 
	-Daytime SBP/DBP (137±15.9/86±10.6) was higher than the night-time ABPM (124±10.6/85±10.6)

-CsA-treated patients had higher daytime (143±21.2/90±10.6) and night-time BP (131±31.7/78±15.9) than non CsA-treated patients (daytime: 128±15.9/82±10.6; night-time: 117±21.2/71±10.6), p<0.05
	

	Gatzka et al. 1995*
Gatzka and Schmieder, 1995
(2, 3)

Europe


	Prospective observational
	-Stable KTRs

-History of MI during the previous 12 months, TIA or stroke, severe cardiac arrhythmias, DM or other serious disorders, malignancy, hepatitis
	-N= 45
-Men (%)= 64.4
-Age (yr)= 46±11
-BMI (Kg/m2)= 25.0±3.4
-Transplantation vintage (mo)= 10±4
-SCr (mg/dL)= 1.4±0.4

	Office 
SBP 138±12
DBP 85±10

Daytime ABPM
SBP 138±13
DBP 88±8
	BP >140/90



42%
	Day ABPM >135/85


62% 
	-
	Office vs. 24h ABPM 
	-SBP, 138±12 vs. 134±14 and DBP, 85±10 vs. 85±9
	-Patients received triple drug therapy (CsA, azathioprine, methylprednisone) and antihypertensive medication based on clinic BP measurements

-BP measured according to WHO guidelines, four times on two occasions by trained, qualified personnel

-ABPM recordings were made every 15 min from 06:01 to 22:00 and every 30 min from 22:01 to 06:00

-Dippers were defined as subjects with a reduction of night-time MAP of 10% or more of the daytime mean value

	
	
	
	
	
	
	
	
	Daytime vs. Night-time ABPM 
	-SBP, 138±13 vs. 129±18 and DBP, 88±8 vs. 79±12
	

	
	
	
	
	
	
	
	
	Night-time ABPM fall 
	-Mean nighttime ABPM fell by 9±8 mmHg of daytime values. 49% of patients were classified as dippers and 51% as non-dippers
	

	
	
	
	
	
	
	
	
	Circadian BP pattern
	-Stratifying according to transplantation vintage in early (130-210 days, N=15), intermediate (211-348 days, N=15) and late (356-598 days, N=15) transplanted, the dippers percentage increased with the increase of time after transplantation (27% vs. 47% vs. 73%)
The more time had passed since RT, the higher was the fall of BP during sleep (r=0.38, p<0.01)
	

	
	
	
	
	
	
	
	
	24h ABPM (mmHg)
	-Dippers had significantly lower 24h ABPM than non-dippers, mainly accounted for a decreased BP during night-time (119±9/72±6 vs. 138±21/86±12, p<0.001) as compared to a similar daytime BP for dippers (135±10/87±6) and non-dippers (139±15/89±10); p=NS
	

	Sennesael et al. 1995
(4)

Europe

	RCT
	-CsA-treated KTRs with mild-to-moderate HTN and stable renal function (SCr <1.3 mg/dL)

-Intolerance to CCBs or ACEIs, CHF and recent (within the previous 6 months) MI or cerebrovascular accident, hepatic, hematologic or other diseases
	-N= 10
-Men (%)= 70
-Age (yr)= range (36-71)
-SCr (mg/dL)= 1.3±0.1
-EDTACrCl (mL/min/1.73m2)= 77.6±11.4
-MAP (mmHg)= 126.9±5.6

	Office
SBP 171.8±18.6
DBP104.0±10

24h ABPM
SBP 160.2±4.7
DBP 96.3±5.7
	BP >140/90


100%
	not reported

-
	-
	Supine office SBP/DBP (mmHg)
	-At baseline, 174.7±9.9 and 102.3±5.6

	-All patients took cyclosporine as part of their immunosuppressive regimen

-All subjects were under antihypertensive therapy before study entry that was discontinued during the 2-week placebo run-in period

-BP measured in the morning before drug intake, after 10 minutes of supine rest and again after 2 minutes of standing. The mean value of three measurements was recorded

-24-h ABP was measured noninvasively with an automatic device by the oscillometric method

	
	
	
	
	
	
	
	
	Standing office SBP/DBP (mmHg)
	-At baseline, 171.8±18.6 and 104.0±10.1

	

	
	
	
	
	
	
	
	
	24h SBP/DBP (mmHg)
	-At baseline, 160.2±4.7 and 96.3±5.7

	

	
	
	
	
	
	
	
	
	Daytime SBP/DBP (mmHg)
	-At baseline, 161.4±7.9 and 99.2±6.3

	

	
	
	
	
	
	
	
	
	Night-time SBP/DBP (mmHg)
	-At baseline, 158.9±13.3 and 90.4±8.8

-SBP was comparably high during day and night, whereas the nocturnal fall in DBP was less than 20%
	

	Goldsmith et al. 1997
(5)

Europe


	Cross-sectional observational
	-Stable KTRs

-Significant intercurrent illness
	-N= 28
-Men (%)= 57.1
-Age (yr)= 48.7±10.2
-Transplantation vintage (mo)= 108.4±55
-DM (%)= 17.8

	Office
SBP 144.3±17.8
DBP 85.1±6.2

24h ABPM
SBP 135.9±18.0
DBP 79.2±10.4
	BP >140/90


-
	24h ABPM >135/85

-


	-
	2-year office SBP/DBP history (mmHg)
	-SBP, 144.3±17.8 and DBP, 85.1±6.2

	-No patient took any antihypertensive drugs during the ABPM period, all therapy was stopped at least 48 hours previously

-Patients received double immunosuppressive therapy (prednisolone and CsA)

-Office SBP/DBP values in the preceding 2 years (SBP-2 and DBP-2, respectively) were computed

-ABPM recordings were made every 15-20 min from 08:00 AM to 11:00 PM and every 30 min from 11:00 PM to 8:00 AM

	
	
	
	
	
	
	
	
	24h ABPM (mmHg)
	-SBP, 135.9±18.0 and DBP, 79.2±10.4
	

	
	
	
	
	
	
	
	
	Daytime ABPM (mmHg)
	-SBP, 140.3±16.8 and DBP, 83.0±10.6
	

	
	
	
	
	
	
	
	
	Night-time ABPM (mmHg)
	-SBP, 127.4±21.6 and DBP, 72.0±11.8
	

	
	
	
	
	
	
	
	
	Office vs. ABPM
	-Agreement between ABPM and the 2-year office BP history (all comparisons, r=0.46 to 0.69, p<0.02)
	

	
	
	
	
	
	
	
	
	Circadian BP pattern
	Using the criterion of a ≥10% decrease in SBP during sleep, 43% was non-dippers. SBP fall 9.8%; DBP fall 13.3%
	

	Frank et al. 2000
(6)

Europe

	Cross-sectional observational
	-Adult white KTRs 

-Second renal transplantation, acute or chronic graft rejection, MI or other coronary artery disease, CHF, severe cardiac arrhythmia, previous CV events, liver insufficiency, SCr ≥ 3.0 mg/dL, DM or renal artery stenosis of the transplanted kidney, hypertensive disease, malignant neoplasm or pregnancy
	-N= 46
-Men (%)= 65.2
-Age (yr)= 46±11
-BMI (kg/m2)= 25.0±3.2
-LVM (g)= 267±73
-ISWT (mm)=  12.3±2.5
-LVPWT (mm)= 10.6±1.4
-LVEDD (mm)= 48.4±5.6
-LVESD (mm)= 37.5 6 4.2
-Relative LVWT= 0.44±0.08

	Office
SBP 138±15
DBP 88±9.4

24h ABPM
SBP 135±13
DBP 85.0±8.2

	BP >140/90


47.8%
	not reported

-
	-
	Office vs. 24h ABPM 


	-No considerable differences between office and ABPM recordings
	-All patients received combined immunosuppressive therapy (CsA and methylprednisolone) 

-Clinic BP assessed with a standard sphygmomanometer with the patient seated after at least 10 minutes of rest on two different occasions (1 min apart)

-24h ABPM recordings were made every 15 minutes at daytime (6:01 AM to 10:00 PM) and every 30 minutes at night-time (10:01 PM to 6:00 AM)

	Galiatsou et al. 2000
(7)

Europe




	RCT
	-At least 1-year post transplantation subjects with functioning allograft
	-CsA-treated KTRs 
-N= 23
-Men (%)= 65.2
-Age (yr)= 52 (26, 69)
-RRT* (mo)= 137 (77, 211)


-Aza-treated KTRs
-N= 23
-Men (%)= 69.6
-Age (yr)= 52 (28, 67)
-RRT* (mo)= 127 (63, 222)


	Office
BP 148/86

24h ABPM
BP 133/83




Office
BP 142/85

24h ABPM
BP 124/77

	BP >140/90


-
	not reported

-
	-
	Office BP (mmHg)
	-No difference in BP in CsA-treated and Aza-treated patients (SBP, 148 vs. 142 mmHg; DBP, 86 vs. 85 mmHg)
	-Patients were randomly assigned to CsA plus prednisolone or Azathioprine plus prednisolone

-An average clinic BP for the previous 12 months was calculated

-24h ABPM recordings were made every 15 min during daytime (06:00-00:00 hours) every 20 min during night-time (00:00-06:00 hours)

*RRT: (dialysis plus transplantation)

	
	
	
	
	
	
	
	
	24h ABPM (mmHg)
	-Significant differences in SBP (133 vs. 124 mmHg, p=0.015) and DBP (83 vs. 77 mmHg, p=0.033) between CsA- and Aza-treated patients
	

	
	
	
	
	
	
	
	
	Daytime ABPM (mmHg)
	-Significant differences in SBP (134 vs. 125 mmHg, p=0.021) but no difference in DBP (82 vs. 79 mmHg) between CsA- and Aza-treated patients
	

	
	
	
	
	
	
	
	
	Night-time ABPM (mmHg)
	-Significant differences in SBP (133 vs. 116 mmHg, p=0.0002) and DBP (80 vs. 69 mmHg, p=0.0003) between CsA- and Aza-treated patients
	

	
	
	
	
	
	
	
	
	Day-night variability
	-SBP fall, -0.24 vs. 8.2 mmHg in CsA- vs. Aza-treated patients, p=0.001

-DBP fall, 2.9 vs. 8.8 mmHg in CsA- vs. Aza-treated patients, p=0.003
	

	Jacobi et al. 2000
(8)

Europe





	Prospective observational
	-At least 6-month post transplantation subjects 

-No rejection episodes within the first 6 months, stenosis of the transplant artery, history of MI, cerebrovascular stroke, DM or other serious disorders, any infection (CMV) within the first 6 months after kidney transplantation
	-N= 46
-Men (%)= 65.2
-Age (yr)= 46±11
-SCr (mg/dL)= 1.42±0.4
-Proteinuria (mg/24h) = 0.30±0.23
-LVMI (g/m2)= 150±41
	Office
SBP 140±15
DBP 85±11

24h ABPM
SBP 136±13
DBP 87±8

	BP >140/90


-
	not reported

-
	-
	Office vs. 24h ABPM
	-No correlation between methods. 
A prognostic superior value of 24-hr ABPM over office BP was found 




	-Patients received immunosuppressive therapy (CsA and methylprednisone)

-Antihypertensive medication included diuretics, CCBs (dihydropyridines), β-blockers, α-blockers and sympatholytic agents

-Clinic BP measurements performed with a standard sphygmomanometer in a sitting position after 10 min of rest

-24-h ABPM were obtained at baseline examination (6 months after transplantation) and after 1 year (18 months after transplantation). Recordings were made every 15 min during daytime (06:00 a.m. to 10:00 p.m.) and every 30
Min during the night (10:00 p.m. to 06:00 a.m.)

	
	
	
	
	
	
	
	
	Circadian BP pattern
	-61% of patients were classified as non-dippers
	

	Kooman et al. 2001
(9)

Europe



	Retrospective 
	-KTRs with signs of chronic transplant nephropathy (incipient or progressive proteinuria or SCr increase ≥ 20%)
	-N= 36
-Men (%)= 63.9
-Age (yr)= 42.2±14.5
-daytime SBP (mmHg)= 142.4±18.5
-daytime DBP (mmHg)= 84.1±11.5
-night-time SBP (mmHg)= 142±24.7
-night-time DBP (mmHg)= 81.2±13.2
-BMI (kg/m2)= 24.2±3.7
-DM (%)= 25
-SCr (µmol/L)= 217.2±81.1
-CrCl (mL/min)= 35.8±14.1
-Proteinuria (g/d)= 1.84±2.11

	Office
SBP 143.9±17.8
DBP 83.4±9.7

24h ABPM
SBP 142±19.5
DBP 82.6±12.1

	BP >140/90


69.4%
according to single office BP

63.9%
according to the mean of 3 office BP
	24h ABPM >135/85 

55.6%
according to 24h ABP


	-
	Single Office BP vs. 24h ABPM
	-The correlation between single office and 24h ABPs was 0.61 for SBP and 0.55 for DBP (p<0.001). MD –4.2±18.6 mmHg (range –44 to 36) for SBP and MD –1.1±10.7 mmHg (range –34 to 27) for DBP

-The correlation between single office and daytime BPs was 0.65 for SBP and 0.60 for DBP (p<0.001). MD –3.8±17.3 mmHg (range –42 to 25) for SBP and MD 0.42±9.8 mmHg (range –19 to 26) for DBP
	-Immunosuppressive drugs were tacrolimus, CsA, prednisolone, azathioprine and mycophenolate mofetil. Thirteen patients took tacrolimus and 21 took CsA as the main immunosuppressive agent

-91.6% of patients took antihypertensive drugs; ACEIs (42.7%), slow-release β-blockers (61%), long-acting dihydropyridine CCBs (36%), ARBs (8.3%), diuretics (38.8%), α-blockers (30.6%), α-methyldopa (5.6%), and direct-acting vasodilators (5.6%)

-Single and the mean of 3 consecutive office BPs obtained within 3 months were measured after a 5-minute rest in a sitting position



	
	
	
	
	
	
	
	
	Mean of 3 Office BP vs. 24h ABPM
	-The correlation between the mean of three office and 24h ABPs was 0.61 for SBP and 0.52 for DBP (both p<0.001). MD –1.8±16.6 mmHg (range –49 to 36) for SBP and MD –0.8±10.9 mmHg (range –34 to 23.3) for DBP
	

	
	
	
	
	
	
	
	
	Day-Night BP Difference
	-The decrease during the night was 0.42±11.7 mmHg (range –35 to 22) for SBP, 2.3±6.2 mmHg (range –10 to 10) for DBP and 1.69±7.5 mmHg (range –16.3 to 20) for mean BP

-94.5% of patients were classified as non-dippers
	

	McGregor et al. 2001
(10)

Oceania
	Prospective observational
	-At least 1 year (1–29 years) post-transplant recipients

-DM
	-N= 19
-Men (%)= 68.4
-Age (yr)= 50.4±12.7
-RT vintage (yr)= 10.5±8.9
-LVMI (g/m2)= 125±14
-LVH (% pts)= 36.8
-Diastolic dysfunction (% pts)= 31.6
	Office
SBP 136±15
DBP 80±9

Daytime ABPM
SBP 135±14
DBP 90±10

	BP >140/90


-
	Day ABPM >140/90

5%
according to daytime SBP

47% according to daytime DBP
	-
	Office BP vs. 24h ABPM


	-Strong correlation between clinic and 24h SBP (r=0.62, p<0.05), but not between clinic and 24h DBP (r=0.35, NS)

-Dividing patients into tertiles according to time from transplantation (group A= ≤4 yr, group B= 5-15yr, group C= >15yr), both 24h SBP (p<0.05) and office SBP (p<0.005) were lower in pts with RT vintage >15yr (129±14 and 131±8 mmHg, respectively) with respect to those in the first tertile (142±7 and 145±5 mmHg, respectively).

-24h DBP was lower in pts in the second tertiles (5-15yr) (84±10 mmHg) with respect to those in the first tertile (95±6 mmHg), p<0.05, but no difference among groups for office DBP
	-Eleven patients took triple immunosuppressive therapy of CsA, azathioprine and prednisone; eight patients took prednisone and azathioprine only

-Eighteen patients took antihypertensive therapy (enalapril) and 11 of these patients took additional antihypertensive drugs, including CCBs, diuretics and doxazosin

-Clinic BP were measured after a 5-10 minutes rest in a sitting position

-24-h ABPM measured every 15 min from 08-22 hr and every 30 min from 22–08 hr. Patients kept a sleep and activity diary for the 24-hr period. The mean 24h, awake and asleep BPs were recorded

	
	
	
	
	
	
	
	
	Circadian BP pattern
	-68% of patients were classified as non-dippers
	

	Marcondes et al. 2002
(11)

South America


	Prospective observational
	-KTRs within 40 days post transplantation with stable renal function
	-N= 30
-Men (%)= 36.7
-Age (yr)= 36.1±13.7
-BMI (kg/m2)= 22.8±3.5
-SCr (mg/dL)= 1.4±0.4
-DM (%)= 13.3
-Antihypertensive medication (%pts)= 50
-awake SBP (mmHg)= 135±13
-awake DBP (mmHg)= 86±9
-asleep SBP (mmHg)= 127±11
-asleep DBP (mmHg)= 78±9
-sleeping/awaked SBP ratio= 0.94±0.09
-LVH (%pts)= 73
-LVMI (g/m2)= 153±44

	Office
SBP 152±25
DBP 92±13

24h ABPM
SBP 133±12
DBP 85±8

	BP >140/90


-
	mean ABP ≥130/80

-
	-
	Office vs. ABPM
	-Higher BP values by office than ABPM
	-All received a three-drug immunosuppression regimen with CsA, azathioprine and steroids

-BP measured after a 15-min rest in the seated position (office) and during a 24h period every 10 min from 6:00 AM to 11 PM and every 20 min from 11 PM to 6 AM

-Non-dippers showed a ≤10% fall in MAP during sleep. 

	
	
	
	
	
	
	
	
	Circadian BP pattern
	-73% of patients were classified as non-dippers

	

	Oliveras et al. 2004*
Oliveras et al. 2002
(12, 13)

Europe



	Interventional
	-Stage 1 or 2 hypertensive KTRs

-DM, proteinuria >1 g/24h, acute MI, unstable-angina or stroke in the prior 3 months, known intolerance to doxazosin
	-N= 37
-Men (%)= 67.6
-Age (yr)= 49.4±11.2
-RT vintage (mo)= 62.3±57
-24h SBP (mmHg)= 146.6±11.9
-24h DBP (mmHg)= 88.2±10.1
-night-time SBP (mmHg)= 142.8±15.9
-night-time DBP (mmHg)= 83.4±10.2
	Office BP not reported

Daytime ABPM
SBP 148±11
DBP 90±10.5

	BP >140/90


100%
	Day ABPM >135/85

70.3% according to daytime ABPM

21.6% according to night-time ABPM
	-
	Circadian BP pattern
	-Dipper status of each subject showed the absence of a normal nocturnal fall in BP in all 26 patients resulted hypertensive according to daytime ABPM (70.3%)
	-Most of the patients received steroids and/or CsA or tacrolimus within their immunosuppressive treatment

-Patients had previously been treated with antihypertensive monotherapy

-Office BP recordings were the average of at least two measurements by two or more occasions in the sitting position

	Haydar et al. 2004*
Haydar et al. 2004
(14, 15)

Europe



	Prospective observational






	-KTRs followed up for at least 48 weeks
	-N= 241
-Men (%)= 59
-Age (yr)= 45.45±13.2
-GFR (mL/min)= 61.82±22.65
-SCr (µmol/L)= 153.15±57.06
-24h SBP (mmHg)= 137.95±14.44
-24h DBP (mmHg)= 82.37±8.53
-asleep SBP (mmHg)= 136.21±18.18
-asleep DBP (mmHg)= 79.46±9.65
-asleep/awake SBP ratio= 0.98±0.10
-asleep/awake DBP ratio= 0.95±0.08
	Office
SBP 143.64±19
DBP 83.6±10.6

Daytime ABPM SBP 138.9±14.4
DBP 83.6±8.8

	BP >140/90


26%
	Day ABPM >135/85

35%
according to daytime ABPM

	-
	Office vs. ABPM 
	-Overall, concordance rate was 80%; normotension concordance rate was 59.6% and hypertension concordance rate was 21%

-The remaining 20% of patients were classified as white-coat hypertension (5.4%) and masked hypertension (16%)

-Simple correlation analyses between awake BP and office BP found that they positively correlated (r=0.561 for SBP and r=0.483 for DBP, p<0.0001 for both)
	-24h ABPM readings performed every 15 min from 07:01 to 22:00 h and every 30 min from 22:01 to 07:00 h

-SBP diurnal variation was defined as average asleep/awake SBP


	
	
	
	
	
	
	
	
	Asleep/awake BP ratio
	-The SBP diurnal variation correlated with age (r=0.263, p<0.0001), ABPM-derived pulse pressure (r=0.136, p=0.035) 
	

	Baguet et al. 2005
(16)

Europe


	Prospective observational
	-At least 1-year non-diabetic post- transplant recipients, with stable renal function

-DM, Parkinson’s disease, sleep apnoea syndrome, history of cerebrovascular accident, MI in the previous 6 months, HF, cardiac arrhythmia
	-N= 39
-Men (%)= 56
-Age (yr)= 52.8±11.9
-BMI (kg/m2)= 24.6±3.5
-HTN history (%)= 92
-SCr (µmol/L)= 144.8±64.0
-CrCl (mL/min)= 56.5±22.4
-Proteinuria (g/L)= 0.32±0.38

	Office
SBP 145±17
DBP 85.5±12

24h ABPM
SBP 133.3±15
DBP 84.8±8.9

	BP >140/90


82%
	24h ABPM >125/80

56%
	-
	Circadian BP pattern
	-79% of patients were classified as non-dippers
	-82% of the patients were on antihypertensive therapy: β-blockers (51%), ARBs (44%), CCBs (28%), ACEIs (18%) and diuretics (18%)

-Patients were on CsA (74%), mycophenolate mofetil (54%) and prednisone (44%)

-For office BP, three recordings were made after 10 min rest in a lying position

-24h ABPM readings performed every 15 min over 24 hours

	Covic et al., 2005
(17)

Europe




	Prospective observational
	-Short and long-term KTRs with stable renal function

-DM, graft rejection or signs of autonomic neuropathy 
	-N= 20
-Men (%)= 55
-Age (yr)= 30.3±5.1
-Dialysis vintage (mo)= 25.6 (3-72)
-1-mo CrCl (ml/min)= 65.8±18.5 
-12-mo CrCl (ml/min)= 70.4±19.5
-1-mo SCr (mg/dL)= 1.41±0.3 
-12-mo SCr (mg/dL)= 1.42±0.4
-1-mo awake BP (mmHg)= 138.9/86.9 
-12-mo awake BP (mmHg)= 128.2/78.5
-1-mo sleep BP (mmHg)= 144.3/90.3 
-12-mo sleep BP (mmHg)= 121.8/74.1
	1-mo office BP 137.7/85.4 
12-mo office BP 123/76.8

1-mo 24h ABP
140.8/88.2 
12-mo 24h ABP 125.9/77.2

	BP >140/90


40%
1-mo post RTx


10%
12-mo post RTx

	24h ABPM >130/80 

80%
1-mo post RTx


40%
12-mo post RTx


	-
	Office vs. ABPM
	-All time points, office BP tended to underestimate BP levels as measured by ABPM (p<0.05)
	-All patients received a CsA, mycophenolate mofetil and prednisone

-Patients had BP evaluation at three time points: 4 weeks before transplantation, 1 month and 12 months post transplantation 

-Office BP was calculated as a mean of five measurements performed in resting position, over a 30-min interval

-24h ABPM readings performed every 15 min from 07:01 a.m. to 10:00 p.m. and every 30 min from 10:01 p.m. to 07:00 a.m.

-Normal circadian rhythm (dipping status) was defined as a sleep-to-awake ratio >0.92 for SBP and >0.90 for DBP

	
	
	
	
	
	
	
	
	Circadian BP pattern
	-At 1-month post-RTx, 100% of patients were non-dippers

-After >1-year post-RTx, 60% of patients were non-dippers
	

	[bookmark: _Hlk57537130]Stenehjem et al. 2006
(18)

Europe



	Prospective observational
	-KTRs with early deterioration in graft function
	-N= 49
-Men (%)= 46.9
-Age (yr)= 53.4±14.2
-BMI (kg/m2)= 25.2±4.4
-SCr (µmol/L)= 145 (127-191)
-CrCl (mL/min)= 47.7 (34.8-61.3)
-Transplantation vintage (mo)= 64 (38-119)
-HTN (%)= 86
-Evening home SBP (mmHg)= 143.2±20.7
-Evening home DBP (mmHg)= 86.4±10.3
-Daytime SBP (mmHg)= 133.8±10.7
-Daytime DBP (mmHg)= 81.4±8.2
-Night-time SBP (mmHg)= 132.6±18.5
-Night-time DBP (mmHg)= 77.9±11.1
	Office
SBP 133.1±16.3
DBP 81.7±9.6

24h ABPM
SBP 133.1±12
DBP 79.8±8.3

Morning home SBP 144.4±23.3
DBP 87.1±12.7

	BP >140/90


47 %
	24h ABPM >125/80

84%



	BP >135/85 


71%
	Office vs. home BP
	-Office BP was significantly different from home BP with ΔSBP 11.5±14 mmHg (p<0.001) and ΔDBP 5.4±9.5 mmHg (p=0.001)

	-Office BP was calculated as a mean of three measurements made after 5 min rest in a sitting position 

-For home BP, patients were instructed to measure BP twice after 5 min rest in a sitting position and before taking antihypertensive or immunosuppressive drugs

-24h ABP readings were performed on the same day as home BP, every 20 min between 7 AM and 10 PM and every 30 min between 10 PM and 7 AM


	
	
	
	
	
	
	
	
	Office vs. ABPM
	-Office BP was similar to 24h (ΔSBP 0.1±14.1/ΔDBP 1.7±8.1) and to daytime ABPM (ΔSBP -0.7±13.4/ΔDBP 0.2±7.8)

-Significant correlation between office BP and 24h (SBP, r=0.55 and DBP, r=0.61) and daytime ABP (SBP, r=0.58 and DBP, r=0.63); p<0.01 for all

	

	
	
	
	
	
	
	
	
	Home vs. ABPM
	-Morning home BP was significantly higher than 24h (ΔSBP 11.8±18.9/ΔDBP 7.3±11.1, p<0.001) and daytime ABP (ΔSBP 11±20.1/ΔDBP 5.7±11.8, p<0.001)

-Evening home BP was significantly higher than 24h and daytime ABP (p<0.001 for all)

	

	
	
	
	
	
	
	
	
	Circadian BP pattern
	[bookmark: _Hlk57537093]-According to SBP, 82% of the RTRs were non-dippers; among these 39% were reverse dippers
	

	Wadei et al. 2007*
Wadei et al. 2011
(19, 20)

North America



	Prospective observational
	-KTRs 1–year after transplantation
	-N= 119
-Men (%)= 62
-Age (yr)= 51.4 (17-79)
-BMI (kg/m2)= 28.9±5.9
-HTN (%)= 85
-Antihypertensive drugs (n)= 2 (1-5)
-SCr (mg/dL)= 1.4±0.4
-Iothalamate clearance (mL/min/1.73m2)= 58.5±17.8
-Proteinuria (mg/d)= 227 (8-2203)
-Standardized SBP (mmHg)= 127.5±19.9
-Standardized DBP (mmHg)= 73.4±11.2

	Office
SBP 137.9±21.8
DBP 77.1±12.5

Day
SBP 128.9±12.6
Nocturnal
SBP 125.3±14.9
	BP >140/90


85%
	Day ABPM >135/85

29%
according to daytime SBP
	-
	Office vs. ABPM
	-Office BP was higher than either ABPM or standardized BP values (p<0.001 for both)

	-Immunosuppressive regimen included mainly prednisone, tacrolimus, and mycophenolate mofetil

-Office BP measurements were obtained using an automated oscillometric device during a quiet sitting position

-Standardized BP was obtained ensuring at least 5 min of quiet rest; the mean of three seated BP measurements was recorded

-For ABPM, the 18-h period was selected to determine awake and inactive nocturnal BP profiles. BP was measured every 10 min during awake hours and every 20 min during nocturnal hours

-Thirty-six patients with functioning allografts that had no inflammation or rejection were selected and followed for 4 years

	
	
	
	
	
	
	
	
	Circadian BP pattern
	-24% of patients were dippers (ΔSBP 13.7±3.8%), 42% were non-dippers (ΔSBP 5.2±2.4%) and 34% were reverse dippers (ΔSBP -9.1±8.4%), according to the circadian change in SBP 
	

	Paoletti et al. 2009
(21)

Europe




	Prospective observational
	-KTRs with 1-year functioning graft
	-N= 94
-Men (%)= 69
-Age (yr)= 55 (28–71)
-BMI (kg/m2)= 24.8±4.4
-DM (%)= 13.8
-SCr (mg/dL)= 2.1±0.7
-eGFR (mL/min/1.73m2)= 38±14
-Proteinuria (g/24h)= 0.82±1.31
-Awake SBP (mmHg)= 146±18
-Awake DBP (mmHg)= 87±10
-Asleep SBP (mmHg)= 148±19
-Asleep DBP (mmHg)= 86±10
	Office
SBP 150±14
DBP 86±8

24h ABPM
SBP 147±18
DBP 87±10

	BP >140/90


95%
	mean ABP ≥130/80

95%


29% according to nocturnal ABPM
	-
	Office vs. ABPM

	-No differences in BP values, office or ABPM (24h, awake and asleep) were observed
	-Patients continued both immunosuppressive and antihypertensive therapy

-The average of three BP measurements performed on three different days was taken as office BP

-ABPM measurements were recorded every 15 min between 7:00 A.M. and 10:00 P.M. and every 30 min from 10 P.M. to 7 A.M

	
	
	
	
	
	
	
	
	Circadian BP pattern
	-16% of recipients were dippers, 50% non-dippers and 29% reverse dippers
	

	Steigerwalt et al. 2009
(22)

North America

	Cross-sectional observational
	-Hypertensive KTRs with stable SCr for ≥ 6-month post-transplant

-Renal–pancreatic transplant
	-SRL group
-N= 18
-Men (%)= 61.1
-Age (yr)= 54.7±9.0 
-BMI (kg/m2)= 29.6±6.3 
-DM (%)= 55.5


-CNI group
-N= 20
-Men (%)= 55
-Age (yr)= 51.8±10.5
-BMI (kg/m2)= 28.9±5.0
-DM (%)= 55

	Office
SBP 134.6±15.1  
DBP 74.8±8.2 

24hABPM
SBP 128.4±10.7 
DBP 72.0±7.8 


Office
SBP 132.5±18.7
DBP 74.8±13.8

24h ABPM
SBP 137.7±13.9
DBP 75.6±11
	BP >130/80


100%
	24h ABPM >125/80

-
	-
	Office vs. ABPM
	-Adjusting for DM, CKD stage and steroid use, ABPM values were different between the 2 groups while office BP did not
	-Patients were divided in two groups, the CNI group (n=20) received tacrolimus and the SRL group (n=18) received SRL. All patients received mycophenolate mofetil, and 14/38 received maintenance prednisone 

-Office BP was measured twice in the sitting position using a BP-Tru machine. Patients were left alone to avoid white coat hypertension

-24h AMBP was measured every 30 minutes while patients were awake and every 60 minutes while they slept 

	
	
	
	
	
	
	
	
	ABPM
	-Patients in the SRL group showed lower 24h SBP (128.4±10.7 vs. 137.7±13.9; p=0.004) and daytime SBP (129.8±10.9 vs. 137.9±14.5; p=0.01) as compared to CNI group

-Night-time MAP, SBP and DBP were all lower among the SRL group

	

	
	
	
	
	
	
	
	
	Circadian BP pattern
	-In the SRL group, 55.6% of patients were non-dippers as compared to 85% in the CNI group
	

	Beltrán et al. 2010
(23)

Europe

	Cross-sectional, observational
	-KTRs, post-transplant follow-up of a mean 55 months

-Significant renal dysfunction (SCr>3 mg/dL) or a functioning allograft for >10 years
	-N= 53

	Office BP and ABPM not reported

	BP >140/90


67.9%
	mean ABP ≥130/80

53%
	-
	Circadian BP pattern
	-45.3% of patients were non-dippers
	-Office BP was calculated as the mean of 3 measurements in the clinic

	Agena et al. 2011
(24)

South America


	Cross-sectional, observational
	-KTRs, 1–10 year after transplantation with an 
eGFR >25 mL/min/1.73m2

-Cardiac arrhythmia, BMI >40 kg/m2, multiple organ transplantation or previous transplant of any organ other than the kidney, patients with previous diagnosis of renovascular disease of the transplanted kidney, illiterate persons and severe disease with reduced life expectancy

	-N= 183
-Men (%)= 54
-Age (yr)= 49±11
-BMI (kg/m2)= 26.6±4.6
-Transplantation vintage (mo)= 57±32
-DM (%)= 26
-SCr (mg/dL)= 1.36±0.59
-eGFR (mL/min/1.73m2)= 66.3±23.3

	Office
SBP 138.9±17.8   
DBP 82.3±12.1

24h ABPM
SBP 128.8±12.5     
DBP 80.5±8.1

Home
SBP 131.1±17.4     
DBP 78.5±8.9


	BP >140/90


56.3% 



	24h ABPM >125/80

36.1%
	BP >135/85 


44.8%
	ABPM vs. office and home BP


	-Both office and home recordings showed a higher SBP as compared to ABPM values; DBP was lower by home and higher by office when compared to ABPM

-There was a better correlation between home SBP and DBP (R2=0.59, 0.44) than for office (R2=0.24, 0.15), with respect to ABPM

-Both office BP and home BP have a statistically significant agreement with ABPM, but home BP (72.7%) has a higher agreement with ABPM than office BP (61.2%)


	-Office BP was measured on the first day and 7 days apart; it was recorded after at least 5 min resting in a sitting position and the average of two measures was then registered

-84% had been previously diagnosed with AH and were
under antihypertensive therapy

-Patients were instructed to measure home BP twice a day, before breakfast and before dinner, three consecutive times on each occasion and for five consecutive days

-24h ABPM was measured every 20 min when awake and every 30 min during sleep periods

	Ibernon et al. 2012*
Ibernon et al. 2011
(25, 26)

Europe

	Prospective observational
	-KTRs with a mean follow-up of 45±11 months
	-N= 126
-Men (%)= 69
-Age (yr)= ~53
-BMI (kg/m2)= ~25.4
-Pre-transplant CV events (%)= ~12.7
-Pre-transplant diabetes (%)= ~7
-3-mo CrCl (mL/min)= ~51
-3-mo proteinuria (g/d)= ~0.6
-3-mo LVMI (g/m2)= 129±29
-Daytime SBP (mmHg)= 131±19
-Daytime DBP (mmHg)= 83±11
-Night-time SBP (mmHg)= 127±19
-Night-time DBP (mmHg)= 78±11
	Office
SBP 143±23 
DBP 81±12

24h ABPM
SBP 130±18
DBP 82±11

	BP >140/90



53.2%
	24h ABPM >125/80


71.4%
	-
	Office BP vs. ABPM
	-Agreement between office BP and 24-h ABPM in classifying patients as hypertensive or normotensive was 60%. 17.5% of patients had controlled BP by both methods and 42.5% patients had uncontrolled BP by both methods

-The remaining 40% of patients were classified as white-coat hypertension (11.1%) and masked hypertension (29.4%)
	-Office BP was measured in the outpatient clinic after 10-minutes rest and recorded at 3, 12, and 24 months

-ABPM was performed 3 months after renal transplantation; 24-hour, awake and sleep BP, as well as PP recorded every 15 minutes during waking and every 30 minutes during nocturnal hours

	
	
	
	
	
	
	
	
	Circadian BP pattern
	-17.4% of patients were classified as dippers, 51.5% non-dippers and 31.1% reverse dippers
	

	Wen et al. 2012
(27)

North America







	Cross-sectional observational
	-Prevalent KTRs
	-N= 244
-Men (%)= 61.5
-Age (yr)= 53±13.6
-BMI (kg/m2)= 27.42±5.43
-Transplantation vintage (yr)= 6.2± 6.6
-SCr (μM)= 133.1±57.38
-CrCl (mL/min)= 65.8±25.0
-Daytime SBP (mmHg)= 133.5±15.0
-Daytime DBP (mmHg)= 77.4±9.1
-Night-time SBP (mmHg)= 126.2
-Night-time DBP (mmHg)= 77.6

	Office
SBP 137.1±19.4
DBP 79.9±10.5

24h ABPM
SBP 131.3±15.4
DBP 75.4±8.8

	BP >140/90


40%
	24h ABPM >135/85

34.5% according to 24h ABPM

29.5% according to daytime ABPM


	-
	Office vs. ABPM
	-Overall, office BP is higher than the daytime, night-time and 24-h ABPM, overestimating both 24-h and daytime BP by linear regression (p<0.001)
	-Most patients were on CNI, mycophenolate mofetil and prednisone. About 85% of patients are on antihypertensives, the most common being ACEIs and ARBs

-A single office BP measurement was obtained in a quiet room, after five min of relaxation, within 5 days of ABPM data collection. Patients with office BP >140/90 mmHg were categorized as hypertensive

-24h ABPM was recorded every 15 min between 6:00 A.M. and 11:00 P.M. and every 30 min during the night

	
	
	
	
	
	
	
	
	Office BP vs. 24h ABPM
	-The correlations between 24-h ABPM and office were 0.54 (p<0.001) for SBP and 0.48 (p<0.001) for DBP
	

	
	
	
	
	
	
	
	
	Office BP vs. daytime ABPM
	-The correlations between daytime ABPM and office were 0.56 (p<0.001) for SBP and 0.50 (p<0.001) for DBP 
	

	
	
	
	
	
	
	
	
	Circadian BP pattern
	-15.2% of patients were non-dippers
	

	Sezer et al. 2013*
Sezer et al. 2011
(28, 29)

Asia-Europe
(Turkey)




	Cross-sectional observational
	-Nondiabetic KTRs, at least 1-yr post-transplantation

-Pre-emptive transplantation or PD before transplantation, prior diagnosis of CV, cerebrovascular or peripheral vascular disease, renal artery stenosis, poor compliance to antihypertensive
therapy, SCr≥2.5 mg/dL, less than 12 months follow-up or pre-transplantation HD for>1 year
	-KTRs with LVH
-N= 24
-Men (%)= 62.5
-Age (yr)= 44.5±10.2 
-GFR (mL/min)= 70.9±30.4 
-Daytime SBP (mmHg)= 148.5±16.5  
-Daytime DBP (mmHg)= 89.8±13.4    
-Night-time SBP (mmHg)= 146.6±17.6
-Night-time DBP (mmHg)= 85.6±12.8 


-KTRs no LVH
-N= 74
-Men (%)= 66.2
-Age (yr)= 37.3±9.4
-GFR (mL/min)= 79.7±29.2
-Daytime SBP (mmHg)= 131.6±16.5
-Daytime DBP (mmHg)= 84.7±9.7
-Night-time SBP (mmHg)=  126.3±17.7 
-Night-time DBP (mmHg)= 77.6±12.0
	Office
SBP 145 (37.5) 
DBP 90 (20) 

24h ABPM
SBP 148.0±16.7 
DBP 88.9±13.2 









Office
SBP 130 (20)
DBP 80 (20)

24h ABPM
SBP 131.6±16.5
DBP 82.9±10.1

	BP >140/90


-
	not reported

-
	-
	SBP 
	-Patients with LVH showed significantly higher office, 24h, daytime, and night-time SBP values compared with patients without LVH (p=0.003, p=0.003, p=0.005, and p=0.001, respectively)
	-Patients were divided in 2 groups according to LVMI values. Group 1 LVH: LVMI ≥134 or 110 g/m2 for men or women, respectively. Group 2 no LVH: LVMI<134 or 110 g/m2 for men or women, respectively




	
	
	
	
	
	
	
	
	DBP
	-Patients with LVH showed significantly higher office and night-time DBP values compared with patients without LVH (p=0.006 and p=0.04, respectively)
	

	
	
	
	
	
	
	
	
	Circadian BP pattern
	-37.5% of patients with LVH and 8.1% of patients without LVH were non-dippers, (p=0.001)
	

	Azancot et al. 2014
(30)

Europe



	Cross-sectional observational
	-Stable KTRs

-History of CV events (angina, MI, heart failure, stroke or peripheral vascular disease), e-GFR >60 mL/min/1.73m2, more than one kidney transplant, other transplanted organs, malignancy
	-N= 92
-Men (%)= 73.9
-Age (yr)= 52.5±11.3
-BMI (kg/m2)= 26.8±4.7
-Transplantation vintage (mo)= 73.7±78.1
-DM (%)= 19.6
-SCr (mg/dL)= 1.8±0.6
-eGFR (mL/min/1.73m2)= 45.2±13.2
-UPCR (g/g)= 0.5±0.9
-Daytime SBP (mmHg)= 135.6±15.2
-Daytime DBP (mmHg)= 81.7±11.2
-Night-time SBP (mmHg)=  131.2±16.2
-Night-time DBP (mmHg)= 75.9±11.3

	Office
SBP 139.5±18.5
DBP 78.7±10.3 

24h ABPM
SBP 133.9±14.3
DBP 79.8±10.4

	BP ≥140/90


46.7%
	24h ABPM >130/80 

82.7% 
	-
	ABPM vs. Office
	-Agreement between office BP and 24-h ABPM in classifying patients as hypertensive or normotensive was 64%. 17.3% of patients had controlled BP by both methods and 46.7% patients had uncontrolled BP by both methods

-The remaining 36% had masked hypertension. No white-coat hypertension was detected 
	-Office BP was measured three times at 5-min intervals after 10 min of rest

-24-h ABPM was recorded every 20 min during awake hours (8-23 hr) and every 30 min during nocturnal hours (23-8 hr)



	
	
	
	
	
	
	
	
	Circadian BP pattern
	-79.3% of patients were non-dippers
	

	Czyzewski et al. 2014*
Czyzewski et al. 2014
(31, 32)

Europe


	Prospective observational
	-KTRs 3 months after transplantation

-Arterial/renal artery narrowing, GFR <30 mL/min/1.73m2, SCr>2.5 mg/dL and transplantation of an organ other than a kidney
	-N= 50
-Men (%)= 56
-Age (yr)= 48±12
-BMI (kg/m2)= 25±4
-SCr (mg/dL)= 1.5±0.5 
	Office
SBP 129.6±17
DBP 79.3±9

24h ABPM
SBP 130.4±14.6
DBP 78.1±9.2

	BP ≥140/90


26%
	24h ABPM >130/80 

34%
	-
	ABPM vs. Office
	-Agreement between office BP and 24-h ABPM in classifying patients as normotensive or hypertensive was 72%. 56% of patients had controlled BP by both methods and 16% patients had uncontrolled BP by both methods

-The remaining patients had masked hypertension (18%) and white-coat hypertension (10%)
	-78% of patients took anti-hypertensive agents, β-blockers (64.1%), CCB
(53.8%), diuretics (53.8%) and α-blockers (43.6%)

-Two office BP measurements at 2-min intervals was performed on the patient, when seated, following a 10-min rest in a quiet place

-24-h ABPM was recorded every 20 min during the day (8 am-10 pm) and every 30 min during nocturnal hours (10 pm-6 am)




	
	
	
	
	
	
	
	
	SBP (mmHg)
	-No significant differences amongst office SBP (129.6±17), 24h SBP (130.4±14.6), daytime SBP (130.7±13.6) and night-time SBP (129.7±19.7)
	

	
	
	
	
	
	
	
	
	DBP (mmHg)
	-Significant differences between night-time (75.2±11.6) and office DBP (79.3±9) (p=0.037) and between night-time and day-time DBP (79.1±8.8) (p=0.046)

-No significant differences amongst office, day-time DBP and 24h DBP (78.1±9.2)
	

	
	
	
	
	
	
	
	
	Circadian BP pattern
	-84% of patients were non-dippers
	

	David et al. 2014
(33)

Oceania

	Prospective observational
	-KTRs 6 months after transplantation
	-N= 49
-Men (%)= 79.6
-Age (yr)= 35±11
-BMI (kg/m2)= 22.5±3.1
-DM (%)= 22.4
-eGFR (mL/min)= 70.76±17.43
-SCr (mg/dL)= 1.24±0.3


	Office
SBP 120.8±9.2
DBP 79.6±5.3

Day ABPM SBP 118.6±7.3
DBP 72.4±6.0

Home
SBP 121.4±10.1
DBP 80.0±5.0
	BP >140/90


-
	mean ABP >140/90

-
	BP >135/85


-
	ABPM vs. Home BP (mmHg)
	-No significant difference (MD -2.8 mmHg; 95% CI −6.4, 0.7) between awake SBP (118.6±7.3) and home SBP (121.4±10.1)

-Significant difference (MD -7.6 mmHg; 95% CI −9.7, -5.3; p<0.05) between awake DBP (72.4±6.0) and home DBP (80.0±5.0)
	-Patients were on prednisolone, tacrolimus and mycophenolate mofetil

-Three office BP measurements were taken after 10 min of rest in a sitting position

-24h ABP was recorded starting at 9 am at half hour intervals till 9 am the next day with a record of the time patients went to bed and awoke

-At the 6th month, home BP was recorded at 8 am, 12 pm, 4 pm and 8 pm; 4 times on each occasion, for 7 consecutive days

	
	
	
	
	
	
	
	
	ABPM vs. Office BP (mmHg)
	-No significant difference (MD -1.8 mmHg; 95% CI −5.2, 1.6) between awake SBP (118.6±7.3) and office SBP (120.8±9.2)

-Significant difference (MD -6.8 mmHg; 95% CI −9.1, -4.5; p<0.05) between awake DBP (72.4±6.0) and office DBP (79.6±5.3)
	

	
	
	
	
	
	
	
	
	ABPM vs. Office and Home BP
	-At 6th month post transplantation, when compared with ABPM, office BP was more specific than home BP in diagnosing hypertension (98% vs. 89% specificity)

-At 6th month post transplantation, when compared with ABPM, home BP was superior to office BP in identifying patients achieving goal BP (83% vs. 50% specificity)

-Comparing the 3 methods, ABPM had the best results both in diagnosing hypertension (specificity 100%) and in identifying patients achieving goal BP (specificity 99%)
	

	Kayrak et al. 2014
(34)

Asia-Europe
(Turkey)



	Cross-sectional observational
	-KTRs with normal office BP (<140/90 mmHg), with stable renal graft function

-Previous graft rejection and uncontrolled HTN, duration of transplantation <1 year
	-N= 113
-Men (%)= 63.7
-Age (yr)= 44±16
-Living donor type (%)= 63.7
-SCr (mg/dL)= 1.19±0.33
	Office
SBP 128±16
DBP 78±8

24h ABPM
SBP 127±11    
DBP 82±8



	BP >149/90


0%
	mean ABP >140/90

40%
	-
	Masked HTN (%)
	-Higher prevalence in KTR with deceased donor type as compared to RTRs with living donor (40 vs. 19%, p=0.003)

-In a stepwise multivariate analysis, deceased donor type predicted the presence of MHT, independent of age, gender, office SBP, DM, SCr, C-reactive protein and blood glucose levels (OR 3.62; 95% CI 1.16 – 11.31, p=0.03)
	-All KTRs were on low dose steroid, azathioprine (31%), mycophenolate (28%), CsA (22%) and tacrolimus (68%). 57% of patients took CCBs, 21% β-blockers and 17% RAS inhibitors. 

-Seated office BP was measured twice at 1-min intervals, after at least 5 min of rest

-24h ABPM was recorded every 15 min from 07:00 to 22:00 h and every 30 min from 22:00 to 07:00 h

	
	
	
	
	
	
	
	
	Circadian BP pattern
	-78% of patients were non-dippers
	

	Ozkayar et al. 2014
(35)

Asia-Europe
(Turkey)

	Cross-sectional observational
	-Hypertensive KTRs at least 3-mo after transplantation, with eGFR >25 mL/min/1.73m2

-Coronary artery disease, peripheral vascular disease, smoking history, BMI>35 kg/m2
	-N= 73
-Men (%)= 71.2
-Age (yr)= 42.3±12.4
-Transplant. vintage (mo)= 82.0±80.9
-Endothelial dysfunction (pts%)= 68.5
-eGFR (mL/min/1.73m2)= ~70

	Office
SBP 135±13
DBP 85±8

24h ABPM
SBP 129±14
DBP 81±9

Home
SBP 128±12
DBP 80±7
	BP >149/90


100%
	not reported

-
	BP >135/85


-
	BP parameters
	-No difference in office, home and central BP was found between patients with and without endothelial dysfunction
	-All patients underwent brachial FMD testing after a 12-h fast

-BP variability was calculated using the average real variability (ARV) index, corresponding to a mathematical estimate of all day and night BP variations

-Seated office BP was measured twice at 3-min intervals

-Central BP was measured non-invasively in the non-fistula arm and performed in a quiet room

-Home BP was measured for 7 days, twice daily

-24h ABPM was recorded every 15 min from 07:00 to 23:00 h and every 20 min from 23:00 to 07:00 h

	
	
	
	
	
	
	
	
	ABPM
	-24h SBP (129±14 vs. 123±9, p=0.032) and night-time SBP (126±16 vs. 117±12, p=0.029) were higher in patients with endothelial dysfunction as compared to patients without endothelial dysfunction

-No difference in the other ambulatory BP parameters
	

	
	
	
	
	
	
	
	
	BP variability 
	-24h SBP (8.8±2.3 vs. 6.9±1.9, p=0.001), DBP (7.8±2.0 vs. 6.6±1.3, p=0.014) and MAP variability (7.3±1.9 vs. 6.3±1.2, p=0.012) were all higher in patients with endothelial dysfunction as compared to patients without endothelial dysfunction 

-These differences between groups remained statistically significant after adjustment by corresponding BP levels
	

	Ahmed et al. 2015
(36)

Oceania


	Retrospective
	-KTRs at least 3-mo after transplantation, with stable SCr and BP levels
	-N= 98
-Men (%)= 60
-Age (yr)= 55.3 (range 19–84)
-Transplant vintage (yr)= 8.5 (range 1–39)
-DM (%)= 17
-eGFR (mL/min/1.73m2)= 52.06 (range 16–90+)
	Office BP and ABPM not reported

	BP >130/80


21.4%
	24h ABPM >130/80

76.4%
	-
	ABPM vs. Office
	-Overall, SBP was 3.6 (0.5–6.5) and DBP was 7.5 (5.7–9.3) mmHg higher via ambulatory BP than office BP

-Agreement between office BP and 24-h ABPM in classifying patients as normotensive or hypertensive was 39%. 20.6% of patients had controlled BP by both methods and 18.4% patients had uncontrolled BP by both methods

-ABPM revealed discordance between office BP and ambulatory BP in 61% of patients, with 3% of white-coat and 58% of masked hypertension
	-Office BP was recorded from clinic notes, BP measurements were not standardized as they were taken by different people 

	
	
	
	
	
	
	
	
	Nocturnal HTN
	-33% of masked hypertension, were caused by isolated nocturnal hypertension
	

	Arias-Rodrìguez et al. 2015
RETENAL 2012* 
(37, 38)

Europe


	Cross-sectional observational
	-Hypertensive KTRs with a functioning kidney for at least 1 year, with eGFR >30 mL/min/1.73m2 and SCr <2.5 mg/dL

-Renal artery stenosis, acute rejection within 3 months, KTRs with a follow-up >10 years, pregnancy, severe disease with reduced life expectancy, sleep apnea and hyperparathyroidism

	-N=868
-Men (%)= 68.2
-Age (yr)= 53.2±11.6
-BMI (kg/m2)= 27.7±4.7
-Transplantation vintage (yr)= 5.5±2.8
-SCr (mg/dL)= 1.42±0.37
-eGFR (mL/min/1.73m2)= 55.1±16.8
-Proteinuria (g/d)= 0.25±0.67
-CHD (%)= 7.9
-HF (%)= 2.3
-Cerebrovascular disease (%)= 2.4
-Peripheral artery disease (%)= 7.1
-Daytime SBP (mmHg)= 133±14
-Daytime DBP (mmHg)= 79±9
-Night-time SBP (mmHg)= 128±16
-Night-time DBP (mmHg)= 73±9


	Office
SBP 140.2±18
DPB 80.4±10

24h ABPM
SBP 131.5±14
DBP 77.4±8.7

	BP >130/80


68%
	mean ABP ≥130/80

76%
	-
	ABPM vs. Office
	-Agreement (p<0.0001) between office BP and 24-h ABPM in classifying patients as normotensive or hypertensive was 67%. 11% of patients had controlled BP by both methods and 56% patients had uncontrolled BP by both methods

-ABPM revealed discordance with office BP in 33% of patients, with 12% of white-coat and 20% of masked hypertension
	-Office BP was measured after at least 5 min resting in a sitting position and estimated as the mean of two readings

-24h ABP was measured every 20 min from 08 to 23 h (daytime) and every 30 min from 23 to 08 h (night-time)

-Resistant hypertension was defined as office BP≥130/80 mmHg, despite three or more antihypertensive drugs, one of them being a diuretic.
Patients with uncontrolled office BP and 24h ABPM ≥130/80mmHg were defined as “true resistant hypertensive patients”

	
	
	
	
	
	
	
	
	Circadian BP pattern
	[bookmark: _Hlk57537744]-High proportion of risers (48%), with 34% non-dippers
	

	
	
	
	
	
	
	
	
	Resistant HTN
	-According to office BP, resistant hypertension was found in 23.5% of patients

-According to both office and 24h ABP, true resistant hypertension was found in 18.9% of patients


	

	Lee et al. 2015
(39)

Asia



	Prospective observational
	-KTRs 1-yr after kidney transplantation, with stable allograft function
	-N=48
-Men (%)= 64.6
-Age (yr)= ~46.8
-eGFR (mL/min/1.73m2)= 69.5±15.4
-Daytime SBP (mmHg)= 121.8±10.8
-Daytime DBP (mmHg)= 81.0±9.7
-Night-time SBP (mmHg)= 119.3±11.1
-Night-time DBP (mmHg)= 78.1±7.9

	Office
SBP 121.4±10.9
DPB 76.4±8.1 

24h ABPM
SBP 120.5±14.1
DBP 80.6±9.3

	BP >140/90


12%
	24h ABPM >130/80

18%
	-
	Office vs. ABPM
	-ABPM revealed discordance with office BP in 10% of patients, with 4% of white-coat and 6% of masked hypertension

	-The immunosuppressive regimen consisted of tacrolimus or CsA in combination with mycophenolate mofetil and prednisolone

-Office BP measured with the patient sitting quietly at a recording station after a 10–min rest

-24-h ABP was recorded every 15 min from 07:01 am to 11:59 pm and every 30 min from 12:00 pm to 07:00 am

	
	
	
	
	
	
	
	
	Circadian BP pattern
	-High proportion of patients with abnormal circadian rhythm (90%), with 58% non-dippers and 32% reverse dippers
	

	Rojas-Vega et al. 2015
(40)

North America


	Prospective observational
	-Male KTRs, 6-mo after transplantation, treated with Tacrolimus
	-N= 35
-Men (%)= 100
-Age (yr)= 37.7±14.3
-Pre-transplant HTN (%)= 60
-SCr (mg/dL)= 1.4±0.3
-Daytime SBP (mmHg)= 122.7±12.6
-Daytime DBP (mmHg)= 73.2±6.9
-Night-time SBP (mmHg)= 118.4±15
-Night-time DBP (mmHg)= 67.5±7.8
	Office
SBP 130.4±13.7
DPB 80.5±10.5

24h ABPM
SBP 121.7±12.1
DBP 72.3±6

	BP ≥140/90


3%


	24h ABPM >130/80

45.7%


	-
	-
	-
	-ABPM was performed at 15-min intervals during the day and at 30-min intervals during the night

-Office BP was recorded following European guidelines 

	Schneider et al. 2015
(41)

Europe

	RCT
	-KTRs at least 6-mo after transplantation, with persistent hypertension

-eGFR≤30 mL/min/1.73m2
	-N= 18
-Men (%)= ~83.5
-Age (yr)= ~61



	Office
SBP ~151
DPB ~80

24h ABPM
SBP ~141
DBP ~81

	BP >140/90


100%
	24h ABPM >130/80

-
	-
	ABPM vs. Office BP
	-Baseline ABPM levels were significantly lower than baseline office BPs
	-24h ABP readings were taken every 30 min during the day and every 60 min at night

-Office BP was calculated as the average of three measurements, while patient was seated 

	Tarta et al. 2015
(42)

Europe



	Prospective observational
	-KTRs with stable graft function
	-N= 24
-Men (%)= 66.7
-Age (yr)= 46.1±10.3
-Transplantation vintage (mo)= 75.42±10.41
-SCr (mg/dL)= 1.56±0.63
-eGFR (mL/min/1.73m²)= 55.37±22.8
-Evening Office SBP (mmHg)= 130.0±10.2
-Evening Office DBP (mmHg)= 78.21±3.9
-Daytime SBP (mmHg)= 131.9±13.4
-Daytime DBP (mmHg)= 81.96±10.3
-Night-time SBP (mmHg)= 127±15.8
-Night-time DBP (mmHg)= 74.8±11.3
	Morning Office SBP 132.5±13.2
DBP 84±6.5

24h ABPM
SBP 130.2±13.7
DBP 79.6±10.3

	BP >140/90

-
	not reported
-
	-
	ABPM vs. Office BP
	-Morning office DBP was significantly higher (p=0.037) than 24h DBP assessed by ABPM

-No other statistically significant relationship between office BP and 24h ABPM

	-Morning and evening seated office BPs were assessed, after a prior rest period of 10 minutes, and the average of 5 consecutive outpatient visits was calculated 

-For 24h ABPM, three day-time (6a.m.-10p.m.) measurements per hour and two night-time (10p.m.-6a.m.) measurements were recorded


	
	
	
	
	
	
	
	
	Circadian BP pattern
	-High proportion of patients with abnormal circadian rhythm (87.5%), with 66.7% non-dippers and 20.8% reverse dippers 
	

	Tutal et al. 2015
(43)

Asia-Europe
(Turkey)

	Retrospective
	-KTRs at least 1-yr after transplantation

-Previous kidney transplant, bone marrow or other solid organs transplant, malign disease, rheumatologic or chronic inflammatory disease, systemic vasculitis, acute rejection in the 1st year of transplantation, graft failure, active infection, antiaggregant or anticoagulant therapy
	-KTRs with hyper-viscosity
-N= 40
-Daytime SBP (mmHg)= 143.52±20.24
-Daytime DBP (mmHg)= 88.84±12.58
-Night-time SBP (mmHg)= 138.12±22.58
-Night-time DBP (mmHg)= 84.40±13.66
-LVMI (g/m2)= 242.53±80.43


-KTRs with hypo-viscosity
-N= 41
-Daytime SBP (mmHg)= 134.11±16.34
-Daytime DBP (mmHg)= 84.46±11.55
-Night-time SBP (mmHg)= 129.61±20.10
-Night-time DBP (mmHg)= 78.23±13.18
-LVMI (g/m2)= 171.15±49.52 
	Office
SBP 134.7±16.5
DBP 85±12.19

24h ABPM
SBP 142.1±20.5
DBP 87.7±12.7












Office
SBP 112±13.8
DBP 72.5±12.7

24h ABPM
SBP 132.8±16.9
DBP 82.8±11.5

	BP >140/90


-
	not reported

-
	-
	ABPM vs. Office BP
	-Overall, KTRs with high plasma viscosity, as well as subjects with low plasma viscosity, had higher ABP values than office 


	-24h ABP was measured every 30 min for 24 hours

-Strong correlation between hypertension, blood viscosity and LVH

	Kendirlinan Demirkol et al. 2016
(44)

Asia-Europe
(Turkey)


	Prospective observational
	-KTRs at least 1-yr after transplantation, with a good functioning graft

-History of DM, HF, ischemic heart disease, cardiomyopathy or significant valvular heart disease, active infection, SCr>1.5 mg/dL
	-N= 87
-Men (%)= 43.7
-Age (yr)= 37.8±11.6
-SCr (mg/dL)= 0.95±0.2
-eGFR (mL/min/1.73m2)= 84.9±19.7
-EF (%)= 64.3±5.8
-LVMI (g/m2)= 101.6±25.2
-Presence of diastolic dysfunction (%)= 32
-Daytime SBP (mmHg)= 117.8±12.3
-Daytime DBP (mmHg)= 75.1±9.3
-Nighttime SBP (mmHg)= 110.5±12.8
-Nighttime SBP (mmHg)= 69.2±8.6
	Office
SBP 123.8±13.1
DBP 79.6±8.7

24h ABPM
SBP 116.1±12.1
DBP 73.7±8.9

	BP >130/80


63%
	24h ABPM >130/80

53%
	-
	ABPM vs. Office BP
	-The office BP method showed higher BP values than that obtained by 24-h ABPM (p<0.001)

-The agreement (p=0.01) between office BP and 24-h ABPM in classifying patients as normotensive or hypertensive was 57.5%. 20.7% of patients had controlled BP by both methods and 36.8% patients had uncontrolled BP by both methods

-ABPM revealed discordance with office BP in about 42% of patients, with 24.7% of white-coat and 16.8% of masked hypertension
	-A CNI-based triple immunosuppression protocol was used (steroids, tacrolimus and mycophenolic acid derivatives). About 65% of all patients were taking antihypertensive medication consisting of ACEIs (18.4%) and ARBs (28%) followed by β-blockers (39.1%) and CCBs (14.9%)

-Office BP measurements were taken manually by different people (not standardized), while the patient was seated


	
	
	
	
	
	
	
	
	Circadian BP pattern
	-67.8% of non-dippers


	

	Mallamaci et al. 2016
(45)

Europe




	Survey 



	-Stable KTRs

	-N= 172
-Men (%)= 70
-Age (yr)= 46±12
-DM (%)= 8
-eGFR (mL/min/1.73m2)= 56±20
-IMT (mm)= 0.71±0.15
-Daytime SBP (mmHg)= 126±12
-Daytime DBP (mmHg)= 78±9
-Night-time SBP (mmHg)= 123±13
-Night-time DBP (mmHg)= 74±10
	Office
SBP 125±15
DBP 77±10

24h ABPM
SBP 125±12
DBP 77±9

	BP ≥140/90


17%
	24h ABPM >130/80

24% according to 24h ABP

26% according to daytime ABP 

69% according to night-time ABP 
	-
	Circadian BP pattern


	-The average night–day ratio was 0.97±0.06; 62 patients had a ratio ≥1 indicating about 36% of non-dippers 


	-69% of patients were on triple immunosuppressive therapy (CsA, steroids, azathioprine, tacrolimus, sirolimus or mycophenolate); 29% were on double therapy and 2% on monotherapy 

-32% of patients were on monotherapy with CCBs (n=11), β-blockers (n=23), ACEIs/ARBs (n=17), sympatholytic-vasodilatatory agents (n=3) and 55% were on multiple therapy with combinations of these drugs

-Office BP was standardized (measured 3 times after at least 10 minutes of quiet resting in semi-recumbent position) and taken bias free by using the ABPM monitor 

-24h ABPM recordings were carried out every 15 minutes both during the day and during the night

	
	
	
	
	
	
	
	
	Nocturnal HTN

	-Nocturnal HTN and a high night–day ratio was more prevalent than HTN as defined by clinic BP or daytime or 24h ABPM

	

	Tiryaki et al. 2018
(46)

Asia-Europe
(Turkey)

	Prospective observational
	-Non-diabetic, treated, controlled hypertensive KTRs

-Previous graft rejection, uncontrolled HTN, RAS blockers and diuretics use, SCr >1.5mg/dL, urinary protein excretion >1 g/24h
	-RTRs with MHT
-N= 42
-Men (%)= 57.1
-Age (yr)= 44.7±16
-BMI (kg/m2)= 27.54±4.4
-eGFR (mL/min/1.73m2)= 42.54±22.26
-Daytime SBP (mmHg)= 136.32±9.4
-Daytime DBP (mmHg)= 86.08±5.2
-Night-time SBP (mmHg)= 130.04±8.2
-Night-time DBP (mmHg)= 81.86±4.4


-RTRs with controlled HT
-N= 74
-Men (%)= 59.4 
-Age (yr)= 44.2±15.5
-BMI (kg/m2)= 24.5±4
-eGFR (mL/min/1.73m2)= 46.72±24.64
-Daytime SBP (mmHg)= 129.08±8.2
-Daytime DBP (mmHg)= 79.28±4.4
-Night-time SBP (mmHg)= 124.8±7.2
-Night-time DBP (mmHg)= 76.85±4.2
	Office
SBP 137.22±9.2
DBP 86.68±4.6

24h ABPM
SBP 133.36±8.9
DBP 83.97±4.6












Office
SBP 137.46±9
DBP 86.24±4.5

24h ABPM
SBP 126.94±7.8
DBP 78.06±4.3
	BP >140/90


0%
	24h ABPM >130/80

36.2%
	-
	-
	-




	-All patients were in stable condition with office BP less than 140/90 mm Hg during the last 3 months

-Patients received triple immunosuppressive therapy (prednisolone, CNIs and mycophenolate mofetil) and antihypertensive medications (CCBs, β-blockers, doxazosin)

-KTRs were divided into two groups: KTRs with masked HT (oBP <140/90 mmHg and ABP ≥130/80 mmHg) and KTRs with controlled HT (oBP<140/90 mmHg and ABP<130/80 mmHg)

-Office BP was measured twice after ≥15 min of patient’s rest in a sitting position using a mercury sphygmomanometer. Office BP was determined by averaging six measurements taken on three separate occasions during a 3- month period

	Firat et al., 2019
(47)

Asia-Europe
(Turkey)

	Cross-sectional observational
	-Stable KTRs

-Any rejection, acute or overt infections, congestive heart failure, and diabetes mellitus
	-N= 46
-Men (%)= 61
-Age (yr)= 34.4±9.6
-Transplantation vintage (mo)= 49.7±40.5 
	-Hypertensive
Office BP 
130/80
Day ABPM
135/85

-Normotensive
Office BP
110/70
Day ABPM
123/82

	BP >130/80


72%

	Day ABPM
>135/85 

87%
according to daytime ABP

	-
	ABPM vs. Office BP





	-Mean office SBP and DBP were lower than daytime ABP 
	-Monotherapy drugs included CCBs (33.3%), ACEIs (15,1%), and beta blockers (12.1%)

-Office BP measured on the brachial artery via aneroid sphygmomanometer, after 30 min of patient’s rest in sitting position in a quiet room 

-ABP was measured via a Spacelab oscillometric monitor and performed between 7 AM and 5 PM with 15-minute intervals

	Sasak et al. 2019
(48)

Asia-Europe
(Turkey)

	Cross-sectional observational
	-KTRs at least 1-yr after transplantation and stable renal function during the previous 6 months
	-N= 129
-Men (%)= 65
-Age (yr)= 45.6±11.7
-DM (%)= 19.4
-HTN (%)= 86
	SNBP (N=54)
Office BP
120.5/73.0
Mean ABPM
118.5/72.2


WCHT (N=17)
Office BP 141.7/84.1
Mean ABPM
125.0/77.0


MHT (N=22)
Office BP
123.3/74.7
Mean ABPM
147.8/87.8


SHT (N=36)
Office BP
151.1/87.5 
Mean ABPM
152.1/89.6
	BP ≥140/90


41%

	24h ABPM ≥135/85

45%

	-
	ABPM vs. Office BP
	-ABPM revealed discordance with office BP in 30% of patients, with 13% of white-coat and 17% of masked hypertension
	-All patients used tacrolimus/cyclosporinA plus mycophenolatemofetil/ azathioprine plus steroids

-Seated office BP was measured by auscultation method with aneroid sphygmomanometer. After 5 minutes of rest, the clinic BP was measured twice at 2-minute intervals. 

-Patients underwent ABPM using an ambulatory monitor (Oscar 2, Sun Tech Med., North Carolina, USA). The device measured BP every 15 minutes from 07.00 to 22.00 hours and every 30 minutes from 22.00 to 07.00 hours

-KTRs were divided into 4 groups according to ABPM and OBP values: 1) SNBP, (OBP <140/80 mmHg, ABPM <135/85 mmHg); 2) WCHT (OBP >140/80 mmHg, ABPM< 135/85 mmHg; 3) MHT, (OBP <140/80 mmHg, ABPM >135/85 mmHg) and 4) SHT, (OBP>140/80 mmHg, ABPM >135/85 mmHg)


	
	
	
	
	
	
	
	
	Masked HTN (%)
	-The mean WC (P=0.006), waist-to-hip ratio (WHR) (P=0.013), and waist-to-height ratio (WHtR) (P=0.017) were higher in individuals with MHT, WCHT and SHT than patients with SNBP

	

	
	
	
	
	
	
	
	
	Circadian BP pattern
	-Different proportions of non-dippers amongst groups: SNBP (24.1%), WCHT (29.4%), MHT (31.8%), SHT (25%)
	

	Gluskin et al., 2019
(49)

Asia


	Cross-sectional observational
	-KTRs at least 3 months after transplantation
	-N= 76
-Men (%)= 53
-Age (yr)= 52±14







	Office
SBP 128±13
DBP 79±9 

Day ABPM
SBP 147±18
DBP 85±10 
	BP ≥140/90


27.6%

	Day ABPM
>135/85

77.6%
according to daytime ABP

84%
according to night-time ABP

	-
	Office vs. ABPM


	-Mean office BP was lower than daytime ABP; office SBP and DBP were 128±13/79±9 mmHg. Awake SBP and DBP were 147±18/85±10 mmHg

-The discrepancy between ambulatory and clinic BP was expressed as clinic minus awake SBP, ΔSBP, and clinic minus awake DBP, ΔDBP. The distribution of ΔSBP (− 18.5, 95% CI − 22.4 to − 14.6 mmHg) and ΔDBP (− 6.4, 95% CI − 8.6 to − 4.2mmHg)

-ABPM revealed discordance with office BP in more than 50% of patients, with 1.3% of white-coat and 51.3% of masked hypertension
	-BP was measured either by a nurse using an oscillometric device or by the physician, using aneroid auscultatory sphygmomanometry at least 5 min after arrival at the clinic. Single measurements were performed.

-ABP was monitored with Oscar2 devices; measurements were recorded every 20 min during the day and every 30 min during night-time sleep over a 24-h monitoring period

	
	
	
	
	
	
	
	
	Circadian BP pattern
	-Sleep SBP and DBP were 139±21/78±11 mmHg. 
A non-dipping BP pattern was noted in 73% of patients and was associated with tacrolimus use (p=0.020)

-Rates of BP dipping, non- dipping and reverse dipping patterns were 26.7%, 53.3% and 20%, respectively

	

	Mallamaci et al. 2019
Mallamaci et al. 2018*
(50, 51)

Europe




	Prospective observational
	-Stable KTRs, with a functioning graft at least 1 year before the ABPM recording

-Intercurrent diseases, hospitalization over the 3 months before the study entry
	-N= 265
-Men (%)= 69
-Age (yr)= 47±12
-RT vintage (yr)= 2.6 (1.4–6.1)
-BMI (kg/m2)= 26.1±3.7
-eGFR (mL/min/1.73m2)= 58±21
-CV comorbidities (%)= 10
-DM (%)= 10
-Standardized SBP (mmHg)= 125±14
-Standardized DBP (mmHg)= 78±10
-Daytime SBP (mmHg)= 126±12
-Daytime DBP (mmHg)= 78±8
-Night-time SBP (mmHg)= 122±13
-Night-time DBP (mmHg)= 74±9
	Office
SBP 132±16
DBP 78±10

24h ABPM
SBP 125±12
DBP 77±8

	BP ≥140/90


34%
	24h ABPM >130/80

46% according to 24h ABP 

30% according to daytime ABP 

74% according to night-time ABP 
	[bookmark: _GoBack]-
	ABPM vs. Office
	-ABPM revealed discordance between office BP and ambulatory BP in 37% of patients, with 12% of white-coat and 25% of masked hypertension
	-67% of patients were on triple immunosuppressive therapy (CsA, steroids, azathioprine, tacrolimus, sirolimus or mycophenolate)

-Patients were on monotherapy with CCBs (n=14), β-blockers (n=33), ACEIs/ARBs (n=26), and 146 were on double (n=75) therapy or with combinations of ≥3 drugs (n=71)

-Office BP was measured 2 or 3 times at 1–2 min intervals during pre-planned, standard visits in the morning hours and performed in a sitting position

-Standardized measures of BP (average of 3 measurements after at least 10 min of quiet resting in a semi-recumbent position) were performed, taken bias-free (only at baseline) using the ABPM monitor immediately before starting the 24h recordings

-24h ABPM recordings were carried out every 15 min both during the day and during the night


Legend: *main study
ABPM: ambulatory blood pressure monitoring, ACEI: angiotensin converting enzyme inhibitor, ARB: angiotensin II receptor blocker, Aza: azathioprine, BMI: body mass index, CCB: calcium channel blocker, , CHD: coronary heart disease, CHF: chronic heart failure, CMV: cytomegalovirus, CNI: calcineurin inhibitor, CrCl: creatine clearance, CsA: cyclosporine-A, CV: cardiovascular, DBP: diastolic blood pressure, DM: diabetes mellitus, EF: ejection fraction, eGFR: estimated glomerular filtration rate, HF: heart failure, HTN: hypertension, IMT: intima media thickness, ISWT: interventricular septum wall thickness, KTR: kidney transplant recipient, LVEDD: left ventricular end-diastolic diameter, LVESD: Left Ventricular End-Systolic Dimension, LVH: left ventricular hypertrophy, LVMI: left ventricular mass index, LVPWT: Left ventricular posterior wall thickness, LVWT: Left Ventricular Wall Thickness, MAP: mean arterial pressure, MHT: masked hypertension, MI: myocardial infarction, RAS: renin angiotensin system, RCT: randomized controlled trial, RT: renal transplant, SBP: systolic blood pressure, SCr: serum creatinine, SHT: sustained hypertension SNBP: sustained normotensive blood pressure, SRL: sirolimus, TIA: transient ischemic attack, UPCR: Urine protein/creatinine ratio, WCHT: white-coat hypertension
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