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OHDSI

Secondary outcome assessment
 There is no difference in the risk for incident myocardial infarction, heart failure,
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Figure 3. Meta-analysis result for secondary outcomes from each data source.
There is no significant association between drug regimen and the outcomes. M|,
myocardial infarction; HF, heart failure, MACCE, major adverse cardio-cerebral

event
Negative control outcome

US, and Truven MarketScan-Medicaid (25.5M) from US.

* The patients who initiate and continue dual combination treatment
against hypertension more than 180 days were categorized into three
regimen arms: ACEi/ARB + CCB (AC), ACEi/ARB + thiaizide diuretics (AD),
and CCB + thiazide diuretics (CD).

Values are expressed as the mean + SD (range) or n (%). HDL, high-density lipoprotein; LDL, low-density lipoprotein; GGT, Gamma-glutamyltransferase; AST,
aspartate aminotransferase; ALT, alanine aminotransferase; CCI, Charlson comorbidity index; SMD, Standardized mean difference
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 The results suggest that there is no significant difference in all-cause
mortality and adverse cardio-cerebral events among recommended

dual combination treatment regimen among the population in Korea
and US.
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Figure 2. Meta-analysis for the primary analysis
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Figure 1. Survival curve for the primary analysis

across the data sources
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