
1Tu J- F, et al. BMJ Open 2022;12:e058172. doi:10.1136/bmjopen-2021-058172

Open access 

Smart phone- based transcutaneous 
electrical acupoint stimulation as 
adjunctive therapy for hypertension 
(STAT- H trial): protocol for a cluster 
randomised controlled trial

Jian- Feng Tu,1 Si- Bo Kang,1 Li- Qiong Wang,1 Shi- Yan Yan,1 Chao- Qun Yan    ,2 
Xin- Tong Su,1 Guang- Xia Shi    ,1 Bao- Hong Mi,1 Ying Lin,1 Yu Wang,1 He- Wen Li,1 
Xue- Zhou Wang,1 Xiao Wang,1 Jing- Wen Yang    ,1 Cun- Zhi Liu    1

To cite: Tu J- F, Kang S- B, 
Wang L- Q, et al.  Smart 
phone- based transcutaneous 
electrical acupoint 
stimulation as adjunctive 
therapy for hypertension 
(STAT- H trial): protocol 
for a cluster randomised 
controlled trial. BMJ Open 
2022;12:e058172. doi:10.1136/
bmjopen-2021-058172

 ► Prepublication history and 
additional supplemental material 
for this paper are available 
online. To view these files, 
please visit the journal online 
(http://dx.doi.org/10.1136/ 
bmjopen-2021-058172).

J- FT and S- BK contributed 
equally.

J- FT and S- BK are joint first 
authors.

Received 10 October 2021
Accepted 11 July 2022

For numbered affiliations see 
end of article.

Correspondence to
Professor Cun- Zhi Liu;  
 lcz623780@ 126. com

Protocol

© Author(s) (or their 
employer(s)) 2022. Re- use 
permitted under CC BY. 
Published by BMJ.

ABSTRACT
Introduction Hypertension is a common risk factor for 
cardiovascular disease. Transcutaneous electrical acupoint 
stimulation (TEAS) may be effective for hypertension, but 
the evidence remains limited. The aim of this study is to 
evaluate the effectiveness and safety of the smart phone- 
based TEAS as adjunctive therapy for hypertension.
Methods and analysis This study is a 52- week cluster 
randomised controlled trial with 1600 hypertension 
patients in 32 community health service centres. Patients 
who meet the inclusion criteria will be randomised into 
usual care group or TEAS group in a 1:1 ratio. All patients 
will be provided with usual care as recommended by the 
guidelines. In addition to this, patients in the TEAS group 
will receive non- invasive acupoint electrical stimulation for 
30 min at home, 4 times weekly for 12 weeks. The primary 
outcome will be the mean difference in the changes 
in office systolic blood pressure from baseline to 12 
weeks between TEAS and usual care groups. Secondary 
outcomes will include the change of mean diastolic blood 
pressure, proportion of patients with controlled blood 
pressure (blood pressure <140/90 mm Hg), proportion of 
patients taking antihypertensive drugs, change in number 
of antihypertensive drugs and changes in 12- item Short- 
Form. Tertiary outcomes will include change in body mass 
index, change in waist circumference, physical activity 
and medication adherence. Safety outcomes will be any 
serious adverse events and clinical events.
Ethics and dissemination This study has been 
approved by ethics committee of Beijing University 
of Chinese Medicine (No. 2020BZHYLL0104). Written 
informed consent will be obtained from all patients before 
randomisation. Trial results will be disseminated in peer- 
reviewed publications.
Trial registration number ChiCTR2000039400.

INTRODUCTION
Cardiovascular disease is the most common 
cause of premature death and disability world-
wide, and hypertension is the most common 
risk factor for cardiovascular disease.1 WHO 

suggested that the global prevalence of 
hypertension was 20% for females and 25% 
for males.2 Moreover, according to the latest 
American College of Cardiology/American 
Heart Association guideline,3 the prevalence 
of hypertension increased to nearly 50%.4–6 
Hypertension accounted for 9.4 million 
deaths and 7.0% of global disability- adjusted 
life- years.7 The total costs of hypertension will 
increase to an estimated US$274 billion by 
2030.8

Lifestyle modifications are recommended 
by all guidelines in different countries,3 9 10 
while most patients are unable to sustain life-
style changes. Antihypertensive drugs are 
widely prescribed for patients with hyperten-
sion. However, fewer than 20% of patients 
with hypertension have their blood pressure 
controlled.10 The reasons for low control 

STRENGTHS AND LIMITATIONS OF THIS STUDY
 ⇒ In this randomised controlled trial, a large popula-
tion of 1600 hypertension patients will be recruited 
from 32 community health service centres.

 ⇒ This community- based cluster trial could lower the 
risk of contamination as much as possible and over-
come the traditionally low detection of hypertension 
in hospital- based studies.

 ⇒ The smart phone- based transcutaneous electri-
cal acupoint stimulation (TEAS) can be received at 
home by the patients themselves to reduce the bur-
den of logistics and lost wages.

 ⇒ The background of TEAS software would recognise 
patients with poor compliance real timely and re-
mind them of receiving TEAS to improve the adher-
ence rate.

 ⇒ Surrogate outcome, not clinical event, is used as 
primary outcome and blinding for patients was not 
feasible in this study.

 on O
ctober 20, 2022 by guest. P

rotected by copyright.
http://bm

jopen.bm
j.com

/
B

M
J O

pen: first published as 10.1136/bm
jopen-2021-058172 on 28 July 2022. D

ow
nloaded from

 

http://bmjopen.bmj.com/
http://orcid.org/0000-0001-7921-3057
http://orcid.org/0000-0002-8834-2085
http://orcid.org/0000-0002-7031-3446
http://orcid.org/0000-0001-8031-5667
http://dx.doi.org/10.1136/bmjopen-2021-058172
http://dx.doi.org/10.1136/bmjopen-2021-058172
http://crossmark.crossref.org/dialog/?doi=10.1136/bmjopen-2021-058172&domain=pdf&date_stamp=2022-07-28
http://bmjopen.bmj.com/


2 Tu J- F, et al. BMJ Open 2022;12:e058172. doi:10.1136/bmjopen-2021-058172

Open access 

rate of blood pressure include the poor adherence of 
medicine and the burden of logistics. Identifying non- 
pharmaceutical therapy with good adherence that can be 
done at home is urgently needed to reduce blood pres-
sure in patients with hypertension.

Acupuncture, as a non- pharmaceutical therapy, was 
used for several cardiovascular diseases.11 12 Previous 
studies indicated that acupuncture could decrease blood 
pressure13 14 and a recent systematic review found that 
acupuncture as adjunctive therapy may be effective for 
hypertension.15 However, acupuncture also has the 
same limitation of logistical burdens as the antihyper-
tensive drugs. Transcutaneous electrical acupoint stim-
ulation (TEAS), a non- invasive acupuncture therapy, 
has a similar effect with acupuncture16–18 and can be 
performed at home by the patients themselves. Our pilot 
study found that TEAS added to usual care for patients 
with hypertension was feasible and may be a potential 
treatment option.19 The aim of this cluster randomised 
controlled trial is to evaluate the effectiveness and safety 
of the smart phone- based TEAS as adjunctive therapy for 
hypertension.

METHODS
Study design
This two- arm, open- label, cluster randomised controlled 
trial will be conducted at 32 community health service 
centres in China. The total trial period was 52 weeks, 
including 12 weeks of treatment and 40 weeks of follow- up. 
The study protocol (version number: 2.0; 13 June 2020) 
has been registered on Chinese clinical trial registry (No. 
ChiCTR2000039400). The protocol will be reported 
following the SPIRIT guideline.20 Figure 1 shows the flow 
diagram of the trial.

Study recruitment
There are 16 districts and 346 community health service 
centres in Beijing, China. Of them, 32 community health 
service centres (online supplemental file 1), 2 centres in 
each district, will be recruited through Beijing Admin-
istration of Traditional Chinese Medicine and Beijing 
Association of Acupuncture- Moxibustion. Patients will 
be diagnosed as hypertension according to the European 
guideline9 and Chinese guideline.10 About 50 patients 
will be enrolled in each centre by their family doctors. 
The family doctors will conduct a preliminary screening 
to exclude ineligible patients, then the office blood pres-
sure will be measured in the consulting room by clinical 
research coordinators to determine whether the patients 
will be finally included or not.

Participants
Inclusion criteria
1. Office systolic blood pressure (SBP) from 140 to 

159 mm Hg and/or diastolic blood pressure (DBP) 
from 90 to 99 mm Hg for patients who did not take an-
tihypertensive drugs previously, or office SBP from 120 
to 159 mm Hg and/or DBP from 80 to 99 mm Hg for 
patients who did not change antihypertensive drugs at 
least 1 month.

2. Aged between 18 and 65 years (male or female).
3. Answering and completing the questionnaires.
4. Using smart phone.
5. Written informed consent.

Exclusion criteria
1. Other diseases that can affect the blood pressure, 

including but not limited to diseases of renal paren-
chyma, renal artery stenosis, obstructive sleep apnoea 
syndrome, and primary hyperaldosteronism.

2. Receiving medicines that affect blood pressure except 
antihypertensive drugs in last month, including but 
not limited to glucocorticoids and central nervous sys-
tem inhibitors.

3. Contraindications for the use of acupoint stimulators: 
wearing a pacemaker and other implanted medical 
devices; epilepsy; scars, bruises, scratches or inflamma-
tion on the skin of the acupoints; allergic to electrodes.

4. Uncontrolled diabetes (HbA1c≥6.5%).
5. Drug or alcohol abuse.
6. Pregnant or breast feeding.
7. Participated in other clinical trials in the past 3 months.

Randomisation and masking
The unit of randomisation will be the community health 
service centres. Thirty- two centres will be randomised 
to either TEAS or usual care group in a 1:1 ratio with 
a central randomisation system. All patients within the 
defined centre will receive the same allocated treatment. 
Each centre will not be randomised until total 50 patients 
are recruited to avoid selection bias. The randomisation 
sequence will be generated by an independent statisti-
cian with the Stata V.12.0 software and will be stratified by 

Community health service centers recruited

32 Community health service centers randomized

Treatment for 12 weeks

(4 sessions per week)

16 centers randomized to receive

 TEAS and usual care

16 centers randomized to 

receive usual care

Follow-up assessments at weeks 

12, 26, and 52 after randomization 

Statistical analysis

Enrolment

Allocation

Follow-up

Analysis

Figure 1 Flow diagram. TEAS, transcutaneous electrical 
acupoint stimulation.
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districts. The patients and the acupuncturists who teach 
patients how to locate acupoints and to receive TEAS at 
home will not be blinded. However, the family doctors 
who prescribe antihypertensive drugs, outcome assessors 
and statisticians will be blinded.

Interventions
Usual care group
All patients will be provided usual care at the respec-
tive community health service centre, in conjunction 
with any ongoing care that they are receiving from their 
family doctor. Patients at high or very high cardiovas-
cular risk will receive antihypertensive drugs according 
to the recommendation of the guidelines,9 10 including 
diuretics, β-blockers, calcium channel blockers, angio-
tensin receptor blockers and ACE inhibitors. The choice 
of antihypertensive drugs will be individualised, with 
consideration of patients’ coexisting conditions and 
adverse effects to the medications. Research team will 
engage in consistent communication with each patient’s 
family doctor, including a standard letter conveying 
the reminder that the doctor is free to implement any 
additional therapies that are deemed to be appropriate, 
including increase or decrease the type and dosage of 
antihypertensive drugs. Research team will also send 
education materials to all patients. Content will include 
information about hypertension, its clinical features, 
epidemiology, diagnostic criteria and treatment options, 
as well as the role and suggestions of lifestyle intervention 
in hypertension.

TEAS group
In addition to the usual care, the patients in the TEAS 
group will receive 48 sessions of TEAS treatment (4 times 
weekly for 12 weeks). TEAS will be performed using a 
portable instrument (SDP- 310, Hwato, Suzhou Medical 
Appliances, Suzhou, China) with a pair of rounded elec-
trodes (diameter=38 mm) through smart phone. The 
adhesive electrodes will be applied to the skin as illustrated 
in figure 2 after the skin sites are cleaned with alcohol 
to avoid any barrier conduction of the electrical current. 
The instrument has ten levels of stimulus intensities, and 
patients asked to increase the stimulus intensity until 
local, rhythmic contractions of the muscle are obtained 
without producing pain. According to the previous 
studies,16 19 21 22 bilateral Hegu (LI4), Quchi (LI11), Zusanli 
(ST36) and Taichong (LR3) will be used in our trial. On 
the first day, the electrodes will be placed at the ipsilateral 
LI4 and LI11, and the appropriate stimulus intensity will 
last for 15 min. Then the opposite arm will be stimulated 
in the same way for another 15 min. On the third day, the 
ST36 and LR3 will be stimulated for 15 min per leg in the 
same way. Two pairs of acupoints (LI4- LI11 and ST36- LR3) 
will be stimulated alternatively every other day. Locations 
of acupoints are shown in table 1. The acupuncturists will 
train the patients on how to locate the acupoints and use 
the instrument face to face. Instructions and acupoint 
maps will also be provided to help patients to locate the 

acupoints at home. The patients will be told that the 
acupoints stimulation can be done when they are leisure 
at home, like reading the newspaper or watching televi-
sion. The date, duration and specific acupoints of each 
acupoint stimuli will be recorded real timely by TEAS soft-
ware. Thus, the investigator could recognise patients with 
poor compliance in a timely manner and prompt them to 
complete the predefined 48 sessions.

Outcomes
The primary outcome will be the mean difference in the 
changes in office SBP from baseline to 12 weeks between 
TEAS and usual care groups. SBP will be measured as 
per the WHO STEPS protocol to ensure consistency of 
recordings, and an automated monitor (HEM- 7136, 
Omron, Kyoto, Japan) will be used at each visit. Patients 
will be asked to rest quietly for at least 5 min in the sitting 
position before measuring blood pressure. Blood pres-
sure of both arms will be measured at baseline with the 
upper arm at heart level, and the arm with higher blood 
pressure will be the one measured throughout the entire 
study. At each time point, the blood pressure measure-
ment will be repeated 3 times every 5 min, and the last two 
will be averaged.23 24

Secondary outcomes will include differences in the 
changes in office DBP between the TEAS and usual care 
groups; the proportion of patients with well- controlled 
blood pressure (office blood pressure <140/90 mm Hg); 
the proportion of patients taking antihypertensive drugs; 

Figure 2 The instrument and the locations of acupoints.
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differences in the changes in number of antihyperten-
sive drugs; and differences in the changes in 12- item 
Short- Form.25 Tertiary outcomes will include change in 
body mass index; change in waist circumference; phys-
ical activity assessed using International Physical Activity 
Questionnaire26; medication adherence assessed using 
the 8- item Morisky Medication Adherence Scale 827 in 
patients taking antihypertensive drugs in both groups; 
and TEAS adherence assessed using number of sessions 
completed in TEAS group. All secondary outcomes and 
tertiary outcomes will be measured at weeks 12, 26 and 
52. Moreover, blinding test of outcome assessors will be 
measured at week 12.

Safety outcomes will be any serious adverse events and 
clinical events (death, myocardial infarction, stroke and 
cardiovascular- related hospitalisations) at weeks 12, 26 
and 52 in both groups. The schedule of enrolment, inter-
vention and assessments is shown in figure 3.

Sample size calculation
The effective sample size (ESS) of 392 patients in each 
group is calculated for SBP on the basis of an alpha level 
of 0.05 (two sided), a beta level of 0.80, an expected 

between- group difference of 6 mm Hg,19 an SD of 10 mm 
Hg and a superiority margin of 4 mm Hg,28 if randomis-
ation takes place at the individual level. With average 40 
patients per community and an intracluster correlation 
of 0.01,29 the ESS should be multiplied by a design effect 
of 1.39, leading to 560 patients in 14 communities per 
group (1120 patients in 28 communities in total). As our 
experience suggests that up to 10% of the randomised 
communities and up to 20% of the recruited patients may 
drop out of the study, we aim to recruit 32 communities 
(16 per group) including 50 patients each, resulting in a 
target sample size of 1600 recruited patients in total (800 
per group).

Statistical analysis
A full analysis set, a per- protocol set and a safety set will 
be used in this trial. The full analysis set will consist of 
all randomised patients according to the intention- to- 
treat principle. The full analysis set will be the primary 
analysis, and all analyses will be conducted for this 
population if not otherwise stated. The per- protocol set 
will include those who complete all follow- ups on time 
and without major violations. Major violations include 
but are not limited to not ineligibility according to the 
inclusion and exclusion criteria, receiving medicines that 
affect blood pressure except antihypertensive drugs, or 
not completing ≤38 sessions TEAS (80% of prespecified 
48 sessions). The per- protocol set will be the secondary 
analysis set and will be used for the sensitivity analyses for 
the primary outcome. All those who receive at least one 
session of TEAS will be defined as the safety set, which is 
used for the safety analyses.

Baseline characteristics will be summarised by groups. 
Continuous variables will be described using the mean 
(SD), or the median (IQR) if the normality assumption is 
violated. Categorical variables will be described using the 
frequency (percentage). The significance level of supe-
riority test will be set at one- sided 0.025 for the primary 
outcome. The significance level will be set at two- sided 
0.05 for secondary outcomes. All analyses will be carried 
out using SAS V.9.3.

The change from baseline in office SBP at week 12 
will be analysed by a mixed- effect model using baseline 
value as a covariate, treatment group as a fixed effect, 
and community and interaction between community and 

Table 1 Locations of acupoints in the TEAS group

Acupoints Locations

Taichong (LR3) On the dorsum of the foot, between the first and second metatarsal bones, in the depression distal to the 
junction of the bases of the two bones, over the dorsalis pedis artery

Zusanli (ST36) On the anterior aspect of the leg, on the line connecting ST35 with ST41, 3 cun* inferior to ST35

Hegu (LI4) On the dorsum of the hand, radial to the midpoint of the second metacarpal bone

Quchi (LI11) On the lateral aspect of the elbow, at the midpoint of the line connecting LU5 with the lateral epicondyle of 
the humerus

*One cun (≈20 mm) is defined as the width of the interphalangeal joint of patient’s thumb.
TEAS, transcutaneous electrical acupoint stimulation.

 STUDY PERIOD 

 Enrolment Allocation Post-allocation Closeout 

TIME POINT Week -1 Week 0 Week 12 Week 26 Week 52 

ENROLMENT:       

[Eligibility screen]      

[Informed consent]      

[Randomization]      

INTERVENTION:      

[TEAS+usual care]      

[usual care]      

ASSESSMENTS:      

[systolic blood pressure]      

[diastolic blood pressure]      

[blood pressure control rate]      

[proportion of patients taking 
antihypertensive drugs] 

     

[number of antihypertensive drugs]      

[12-Item Short-Form]      

[body mass index]      

[waist circumference]      

[physical activity]      

[medication adherence]      

[blinding test]      

[serious adverse events]      

[clinical events]      

Figure 3 Schedule of enrolment, intervention and 
assessments. TEAS, transcutaneous electrical acupoint 
stimulation.
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treatment as random effects. Multiple imputation will be 
used for missing data.30 For the secondary and tertiary 
outcomes, continuous variables will be compared at all 
follow- up time points using a mixed- effect model with 
repeated measurement methods. If there is a normality 
violation in the continuous variables, a transformation 
will be performed before the test. Categorical variables 
will be compared using a generalised linear mixed- 
effect model. The consistency of treatment effects on 
the primary outcome will be explored in predefined 
subgroups, including sex, education and taking antihy-
pertensive drugs or not and urban or rural community.

Data management and quality control
Data will be collected by using a web- based Research Elec-
tronic Data Capture system (https://yu.life.sjtu.edu.cn/ 
redcap/) developed by Shanghai Jiao Tong University. All 
researchers will receive training about data input, inquiry 
and modification. Independent data managers will check 
the system to ensure the integrity, accuracy and timeliness 
of data. Any modifications of the data can be traced in 
the Research Electronic Data Capture system. Moreover, 
patient information will be anonymous, including name, 
ID number and telephone number, to protect privacy. 
After the trial is completed, this system will be locked by 
the data management team. Then the researchers can no 
longer modify the data. An independent data and safety 
monitor board will be established to review and interpret 
the trial data every 6 months.

Patient and public involvement
The first author (JFT) and other coresearchers in commu-
nity health service centres are patients with hypertension. 
They were involved in the design and conduct of the trial. 
During the design stage, choice of outcome measures, 
the number of study visits and methods of recruitment 
were determined by discussions with patients. Once the 
trial has been published, a brief summary of the findings 
will be presented to attendees in the community health 
service centres.

Ethics and dissemination
This study conforms to the principles of the Declaration 
of Helsinki. The study protocol (version number: 2.0; 13 
June 2020) was approved by the ethics committee of Beijing 
University of Chinese Medicine (No. 2020BZHYLL0104). 
Meanwhile, written informed consent will be obtained by 
the clinical research coordinator from all patients before 
randomisation. Results of the trial are expected to be 
published in a peer- reviewed journal.

DISCUSSION
To our knowledge, this is the first cluster randomised 
trial to investigate the effectiveness and safety of the 
smart phone- based TEAS as adjunctive therapy for 
hypertension.

This study is a community- based cluster randomised 
trial. There are several advantages for this design. First, 
contamination is one of the common biases, but it can be 
alleviated by the cluster design because only the commu-
nities randomly assigned to the TEAS group will have 
access to the instrument. Furthermore, communities 
were chosen with adequate geographical separation from 
each other. Second, patients will be recruited from their 
homes or communities. Unlike hospital- based studies, 
which only include those who seek medical help, our 
design will overcome the traditionally low detection of 
hypertension.

The TEAS in this trial can be received through smart 
phone at home by the patients themselves. The majority 
of hypertension patients had to travel by taxi or use public 
transportation to attend physician visits and prescribe anti-
hypertensive drugs. If the effectiveness of TEAS is verified, 
this non- pharmaceutical therapy will result in additional 
savings of cost and burden. The time, expense and lost 
wages are also identified as barriers for controlling blood 
pressure. The smart phone- based TEAS at home may 
contribute to improving treatment adherence. Further-
more, several patients sometimes forget to take medicine, 
especially when they are busy working or tripping. As we 
mentioned before, we could use the background of TEAS 
software to recognise patients with poor compliance real 
timely and remind them to complete treatment.

The mechanism of acupuncture to reduce blood pres-
sure is still unclear. It was found that TEAS could decrease 
sympathetic nervous system activity and increase parasym-
pathetic nervous system activity,31 which may contribute 
to reducing blood pressure. Moreover, TEAS was shown 
to have a vasodilator effect.32 Our animal experiments 
also indicated that mitogen- activated protein kinases and 
β-adrenergic receptors were involved in the mechanism 
of acupuncture’s amelioration of hypertension.33 34

Our study has several limitations. First, blinding for 
patients was not feasible; however, several steps will be 
implemented to minimise potential biases. Outcome 
assessors will be masked and an electronic data capture 
system with tablet has been developed to separate streams 
of data collection processes. Moreover, the blood pres-
sure recordings were from automated devices to minimise 
biases for the key outcome. Second, surrogate outcomes 
are used in this study. There is a good evidence to support 
improved clinical outcomes with the reductions in blood 
pressure shown in other trials.35 36 To show a benefit in 
clinical events, a much larger and longer trial would be 
required. Third, patients in the usual care group will 
be screened for cardiovascular disease risk at baseline, 
have their blood pressure assessed and be provided with 
information about hypertension education. After being 
aware of their elevated blood pressure, some patients 
in the usual care group might modify their behaviour 
and receive more treatment than clinical practice. This 
modification might reduce the real differences between 
the groups, which means that we may underestimate the 
effectiveness of TEAS.
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This trial may provide high- quality evidence for the 
effectiveness of the smart phone- based TEAS as adjunc-
tive therapy for hypertension. If the study hypothesis is 
confirmed, smart phone- based TEAS may help to attain 
the United Nations General Assembly Action Plan for a 
one- third reduction in premature mortality from cardio-
vascular disease.

Trial status
Recruitment was started on 18 November 2020 and is 
expected to close in June 2022.

Author affiliations
1International Acupuncture and Moxibustion Innovation Institute, School of 
Acupuncture- Moxibustion and Tuina, Beijing University of Chinese Medicine, Beijing, 
China
2Department of Acupuncture and Moxibustion, Dongzhimen Hospital, Beijing 
University of Chinese Medicine, Beijing, China

Acknowledgements Appreciation to every participant in the trial and every 
personnel in recruitment sites for their contributions.

Contributors C- ZL conceived of the study. C- ZL, J- FT and L- QW initiated the study 
design. S- YY drew up the statistical plan. S- BK, C- QY, X- TS, G- XS, B- HM, YL, YW, 
H- WL, J- WY, X- ZW and XW helped with its implementation. J- FT and S- BK drafted 
the manuscript and all the authors critically revised the manuscript. C- ZL sought 
funding. C- ZL, J- FT and L- QW sought ethical approval. All authors contributed to the 
refinement of the study protocol and approved the final manuscript.

Funding This work was supported by National Key R&D Programme of China 
(grant number: 2019YFC1712100) and Project for Distinguished Young Scholars of 
Beijing University of Chinese Medicine (grant number: BUCM- 2019- JCRC011).

Disclaimer The sponsors have no role in the design of the trial, collection, 
management, analysis, interpretation of data; writing of the report or the decision to 
submit the report for publication.

Competing interests None declared.

Patient and public involvement Patients and/or the public were involved in the 
design, or conduct, or reporting, or dissemination plans of this research. Refer to 
the Methods section for further details.

Patient consent for publication Consent obtained directly from patient(s)

Provenance and peer review Not commissioned; externally peer reviewed.

Supplemental material This content has been supplied by the author(s). It has 
not been vetted by BMJ Publishing Group Limited (BMJ) and may not have been 
peer- reviewed. Any opinions or recommendations discussed are solely those 
of the author(s) and are not endorsed by BMJ. BMJ disclaims all liability and 
responsibility arising from any reliance placed on the content. Where the content 
includes any translated material, BMJ does not warrant the accuracy and reliability 
of the translations (including but not limited to local regulations, clinical guidelines, 
terminology, drug names and drug dosages), and is not responsible for any error 
and/or omissions arising from translation and adaptation or otherwise.

Open access This is an open access article distributed in accordance with the 
Creative Commons Attribution 4.0 Unported (CC BY 4.0) license, which permits 
others to copy, redistribute, remix, transform and build upon this work for any 
purpose, provided the original work is properly cited, a link to the licence is given, 
and indication of whether changes were made. See: https://creativecommons.org/ 
licenses/by/4.0/.

ORCID iDs
Chao- Qun Yan http://orcid.org/0000-0001-7921-3057
Guang- Xia Shi http://orcid.org/0000-0002-8834-2085
Jing- Wen Yang http://orcid.org/0000-0002-7031-3446
Cun- Zhi Liu http://orcid.org/0000-0001-8031-5667

REFERENCES
 1 GBD. Risk factors Collaborators. global, regional, and national 

comparative risk assessment of 84 behavioural, environmental and 

occupational, and metabolic risks or clusters of risks, 1990- 2016: 
a systematic analysis for the global burden of disease study 2016. 
Lancet 2016;2017:1345–422.

 2 Organize WH. Hypertension [EB/OL]. Available: https://www.who.int/ 
health-topics/hypertension/ [Accessed 16 Sep 2021].

 3 Whelton PK, Carey RM, Aronow WS, et al. 2017 ACC/AHA/AAPA/
ABC/ACPM/AGS/APhA/ASH/ASPC/NMA/PCNA guideline for the 
prevention, detection, evaluation, and management of high blood 
pressure in adults: a report of the American College of Cardiology/
American heart association Task force on clinical practice guidelines. 
Circulation 2018;138:e484–594.

 4 Garies S, Hao S, McBrien K, et al. Prevalence of hypertension, 
treatment, and blood pressure targets in Canada associated with the 
2017 American College of cardiology and American heart association 
blood pressure guidelines. JAMA Netw Open 2019;2:e190406.

 5 Wang J- G, Liu L. Global impact of 2017 American College of 
Cardiology/American heart association hypertension guidelines: a 
perspective from China. Circulation 2018;137:546–8.

 6 Venkateshmurthy NS, Geldsetzer P, Jaacks LM, et al. Implications of 
the new American College of cardiology guidelines for hypertension 
prevalence in India. JAMA Intern Med 2018;178:1416–8.

 7 Lim SS, Vos T, Flaxman AD, et al. A comparative risk assessment of 
burden of disease and injury attributable to 67 risk factors and risk 
factor clusters in 21 regions, 1990- 2010: a systematic analysis for 
the global burden of disease study 2010. Lancet 2012;380:2224–60.

 8 Writing Group Members, Mozaffarian D, Benjamin EJ, et al. Heart 
disease and stroke Statistics- 2016 update: a report from the 
American heart association. Circulation 2016;133:e38–60.

 9 Williams B, Mancia G, Spiering W. ESC/ESH guidelines 
for the management of arterial hypertension. Eur Heart J 
2018;2018:3021–104.

 10 Guidelines for the prevention and treatment of hypertension in China 
(revised edition in 2018). Chinese Journal of Cardiovascular Medicine 
[in Chinese] 2019;24:24–56.

 11 Zhao L, Li D, Zheng H. Acupuncture as adjunctive therapy for chronic 
stable angina: a randomized clinical trial. JAMA Intern Med 2019.

 12 Wang Q, Liang D, Wang F, et al. Efficacy of electroacupuncture 
pretreatment for myocardial injury in patients undergoing 
percutaneous coronary intervention: a randomized clinical trial with a 
2- year follow- up. Int J Cardiol 2015;194:28–35.

 13 Flachskampf FA, Gallasch J, Gefeller O, et al. Randomized trial of 
acupuncture to lower blood pressure. Circulation 2007;115:3121–9.

 14 Zheng H, Li J, Li Y, et al. Acupuncture for patients with mild 
hypertension: a randomized controlled trial. J Clin Hypertens 
2019;21:412–20.

 15 Yang J, Chen J, Yang M, et al. Acupuncture for hypertension. 
Cochrane Database Syst Rev 2018;11:CD008821.

 16 Jacobsson F, Himmelmann A, Bergbrant A, et al. The effect of 
transcutaneous electric nerve stimulation in patients with therapy- 
resistant hypertension. J Hum Hypertens 2000;14:795–8.

 17 Williams T, Mueller K, Cornwall MW. Effect of acupuncture- point 
stimulation on diastolic blood pressure in hypertensive subjects: a 
preliminary study. Phys Ther 1991;71:523–9.

 18 Kaada B, Flatheim E, Woie L. Low- frequency transcutaneous 
nerve stimulation in mild/moderate hypertension. Clin Physiol 
1991;11:161–8.

 19 Tu J- F, Wang L- Q, Liu J- H, et al. Home- based transcutaneous 
electrical acupoint stimulation for hypertension: a randomized 
controlled pilot trial. Hypertens Res 2021;44:1300–6.

 20 Chan A- W, Tetzlaff JM, Altman DG, et al. Spirit 2013 statement: 
defining standard protocol items for clinical trials. Ann Intern Med 
2013;158:200–7.

 21 Wang Y, Shi G- X, Tian Z- X, et al. Transcutaneous electrical acupoint 
stimulation for high- normal blood pressure: study protocol for a 
randomized controlled pilot trial. Trials 2021;22:140.

 22 Silverdal J, Mourtzinis G, Stener- Victorin E, et al. Antihypertensive 
effect of low- frequency transcutaneous electrical nerve stimulation 
(TENS) in comparison with drug treatment. Blood Press 
2012;21:306–10.

 23 Climie RED, Schultz MG, Nikolic SB, et al. Validity and reliability of 
central blood pressure estimated by upper arm oscillometric cuff 
pressure. Am J Hypertens 2012;25:414–20.

 24 Shimamoto K, Ando K, Fujita T, et al. The Japanese Society of 
hypertension guidelines for the management of hypertension (JSH 
2014). Hypertens Res 2014;37:253–390.

 25 Wan EYF, Yu EYT, Chin WY, et al. Evaluation of the responsiveness of 
short Form- 12 health survey version 2 (SF- 12v2) in Chinese patients 
with hypertension in primary care. Qual Life Res 2019;28:2851–7.

 26 Hallal PC, Victora CG. Reliability and validity of the International 
physical activity questionnaire (IPAQ). Med Sci Sports Exerc 
2004;36:556.

 on O
ctober 20, 2022 by guest. P

rotected by copyright.
http://bm

jopen.bm
j.com

/
B

M
J O

pen: first published as 10.1136/bm
jopen-2021-058172 on 28 July 2022. D

ow
nloaded from

 

https://creativecommons.org/licenses/by/4.0/
https://creativecommons.org/licenses/by/4.0/
http://orcid.org/0000-0001-7921-3057
http://orcid.org/0000-0002-8834-2085
http://orcid.org/0000-0002-7031-3446
http://orcid.org/0000-0001-8031-5667
https://www.who.int/health-topics/hypertension/
https://www.who.int/health-topics/hypertension/
http://dx.doi.org/10.1161/CIR.0000000000000596
http://dx.doi.org/10.1001/jamanetworkopen.2019.0406
http://dx.doi.org/10.1161/CIRCULATIONAHA.117.032890
http://dx.doi.org/10.1001/jamainternmed.2018.3511
http://dx.doi.org/10.1016/S0140-6736(12)61766-8
http://dx.doi.org/10.1161/CIR.0000000000000350
http://dx.doi.org/10.1093/eurheartj/ehy339
http://dx.doi.org/10.1001/jamainternmed.2019.2407
http://dx.doi.org/10.1016/j.ijcard.2015.05.043
http://dx.doi.org/10.1161/CIRCULATIONAHA.106.661140
http://dx.doi.org/10.1111/jch.13490
http://dx.doi.org/10.1002/14651858.CD008821.pub2
http://dx.doi.org/10.1038/sj.jhh.1001112
http://dx.doi.org/10.1093/ptj/71.7.523
http://dx.doi.org/10.1111/j.1475-097X.1991.tb00109.x
http://dx.doi.org/10.1038/s41440-021-00702-5
http://dx.doi.org/10.7326/0003-4819-158-3-201302050-00583
http://dx.doi.org/10.1186/s13063-021-05039-5
http://dx.doi.org/10.3109/08037051.2012.680737
http://dx.doi.org/10.1038/ajh.2011.238
http://dx.doi.org/10.1038/hr.2014.20
http://dx.doi.org/10.1007/s11136-019-02225-6
http://dx.doi.org/10.1249/01.MSS.0000117161.66394.07
http://bmjopen.bmj.com/


7Tu J- F, et al. BMJ Open 2022;12:e058172. doi:10.1136/bmjopen-2021-058172

Open access

 27 Yan J, You L- M, Yang Q, et al. Translation and validation of a 
Chinese version of the 8- item Morisky medication adherence scale in 
myocardial infarction patients. J Eval Clin Pract 2014;20:311–7.

 28 Food and Drug Administration. Principles for clinical evaluation of 
new antihypertensive drugs [EB/OL]. Available: https://www.fda.gov/ 
media/71363/download [Accessed 16 09 2021].

 29 Killip S, Mahfoud Z, Pearce K. What is an intracluster correlation 
coefficient? crucial concepts for primary care researchers. Ann Fam 
Med 2004;2:204–8.

 30 Li P, Stuart EA, Allison DB. Multiple imputation: a flexible tool for 
handling missing data. JAMA 2015;314:1966–7.

 31 do Amaral Sartori S, Stein C, Coronel CC, et al. Effects of 
transcutaneous electrical nerve stimulation in autonomic nervous 
system of hypertensive patients: a randomized controlled trial. Curr 
Hypertens Rev 2018;14:66–71.

 32 Mannheimer C, Emanuelsson H, Waagstein F. The effect of 
transcutaneous electrical nerve stimulation (TENS) on catecholamine 

metabolism during pacing- induced angina pectoris and the influence 
of naloxone. Pain 1990;41:27–34.

 33 Wang X- R, Yang J- W, Ji C- S, et al. Inhibition of NADPH oxidase- 
dependent oxidative stress in the rostral ventrolateral medulla 
mediates the antihypertensive effects of acupuncture in 
spontaneously hypertensive rats. Hypertension 2018;71:356–65.

 34 Yang J- W, Ye Y, Wang X- R, et al. Acupuncture attenuates renal 
sympathetic activity and blood pressure via beta- adrenergic 
receptors in spontaneously hypertensive rats. Neural Plast 
2017;2017:1–9.

 35 Roshandel G, Khoshnia M, Poustchi H, et al. Effectiveness of 
polypill for primary and secondary prevention of cardiovascular 
diseases (PolyIran): a pragmatic, cluster- randomised trial. Lancet 
2019;394:672–83.

 36 Yusuf S, Lonn E, Pais P, et al. Blood- pressure and cholesterol 
lowering in persons without cardiovascular disease. N Engl J Med 
2016;374:2032–43.

 on O
ctober 20, 2022 by guest. P

rotected by copyright.
http://bm

jopen.bm
j.com

/
B

M
J O

pen: first published as 10.1136/bm
jopen-2021-058172 on 28 July 2022. D

ow
nloaded from

 

http://dx.doi.org/10.1111/jep.12125
https://www.fda.gov/media/71363/download
https://www.fda.gov/media/71363/download
http://dx.doi.org/10.1370/afm.141
http://dx.doi.org/10.1370/afm.141
http://dx.doi.org/10.1001/jama.2015.15281
http://dx.doi.org/10.2174/1573402114666180416155528
http://dx.doi.org/10.2174/1573402114666180416155528
http://dx.doi.org/10.1016/0304-3959(90)91105-R
http://dx.doi.org/10.1161/HYPERTENSIONAHA.117.09759
http://dx.doi.org/10.1155/2017/8696402
http://dx.doi.org/10.1016/S0140-6736(19)31791-X
http://dx.doi.org/10.1056/NEJMoa1600177
http://bmjopen.bmj.com/

	Smart phone-based transcutaneous electrical acupoint stimulation as adjunctive therapy for hypertension (STAT-H trial): protocol for a cluster randomised controlled trial
	Abstract
	Introduction
	Methods
	Study design
	Study recruitment
	Participants
	Inclusion criteria
	Exclusion criteria

	Randomisation and masking
	Interventions
	Usual care group
	TEAS group

	Outcomes
	Sample size calculation
	Statistical analysis
	Data management and quality control
	Patient and public involvement
	Ethics and dissemination

	Discussion
	Trial status

	References


