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Abstract: Objective: To evaluate the effects of atorvastatin calcium on clinical manifestations and serum inflam-
matory markers in elderly patients with hypertension. Methods: This retrospective cohort study included 68 elderly 
patients with hypertension admitted to the Chongming Branch of Shanghai Tenth People’s Hospital between March 
2022 and June 2023. Patients were matched into two groups, each comprising 34 participants: a control group 
receiving amlodipine besylate and an experimental group receiving additional atorvastatin calcium. The study com-
pared blood pressure, lipid profiles, and serum inflammatory markers before and after treatment between the 
groups. Biomarkers measured included tumor necrosis factor-alpha (TNF-α), high-sensitivity C-reactive protein (hs-
CRP), and interleukin-6 (IL-6). Indices of target organ function measured were urinary microalbumin (mAlb), endog-
enous creatinine clearance (Ccr), and various cardiac structural indices, including left ventricular ejection fraction 
(LVEF), left ventricular end-diastolic diameter (LVEDD), and left ventricular posterior wall thickness (LVPW). Adverse 
reactions post-treatment were also recorded. Results: Post-treatment assessments indicated significant reductions 
in both diastolic and systolic blood pressure (DBP and SBP), as well as improvements in lipid profiles (total choles-
terol, triglycerides, low-density lipoprotein cholesterol, and high-density lipoprotein cholesterol) in both groups. The 
experimental group exhibited greater improvements in 24-hour mean diastolic and systolic blood pressures after 4, 
8, and 12 weeks of treatment compared to the control group (all P < 0.05). Additionally, serum inflammatory mark-
ers, including TNF-α, hs-CRP, and IL-6, were significantly lower in the experimental group than in the control group 
(all P < 0.05). The experimental group also showed superior improvements in mAlb and Ccr levels (both P < 0.05). 
Cardiac function indicators improved, with the experimental group showing greater increases in LVEF and more pro-
nounced reductions in LVEDD and LVPW (both P < 0.05) compared to the control group. The incidence of adverse re-
actions was slightly lower in the experimental group (11.76%) than that in the control group (14.71%), although this 
difference was not statistically significant (P > 0.05). Conclusion: Adding atorvastatin calcium to amlodipine therapy 
significantly improves clinical outcomes and reduces serum inflammatory marker levels in elderly patients with hy-
pertension. This combination therapy is considered safe and may be recommended for broader clinical application.
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Introduction

Hypertension, characterized by sustained ele-
vation of both systolic and diastolic blood pres-
sure, is a prevalent systemic disorder in elderly 
populations [1]. Extensive research has eluci-
dated various physiological and pathological 
alterations associated with this condition in 
older adults, including increased peripheral 
vascular resistance, a progressive decline in 
cardiac output, enhanced stiffness of large ve- 

ssels, reduced elasticity, diminished vascular 
compliance, increased internal pressure gradi-
ents, impaired renal perfusion and creatinine 
clearance, reduced sodium excretion, height-
ened salt sensitivity, and decreased activity  
of the renin-angiotensin-aldosterone system 
(RAAS) [2-4].

Chronic inflammation is common in elderly pa- 
tients with hypertension [5]. Hypertension can 
induce a pro-inflammatory state by activating 
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the renin-angiotensin system (RAS), leading to 
the production of pro-inflammatory cytokines 
such as interleukin-6 (IL-6), tumor necrosis fac-
tor-alpha (TNF-α), and C-reactive protein (CRP) 
[6]. This inflammatory response can be attrib-
uted to several factors, including age-related 
changes in the immune system, increased oxi-
dative stress, and endothelial dysfunction. Ato- 
rvastatin calcium, primarily known as a choles-
terol-lowering drug, also possesses anti-inflam-
matory properties. It inhibits the synthesis of 
isoprenoid intermediates necessary for the 
prenylation and activation of RAS-related pro-
teins involved in inflammatory pathways.

Amlodipine, a calcium channel blocker of the 
dihydropyridine class, plays a pivotal role in 
managing hypertension in the elderly [7, 8]. 
This medication not only facilitates diuresis and 
sodium excretion but also exerts anti-athero-
sclerotic effects. By directly dilating blood ves-
sels, amlodipine effectively reduces peripheral 
vascular resistance, thereby achieving a smo- 
oth reduction in blood pressure [9-11]. Add- 
itionally, atorvastatin calcium improves endo-
thelial function, reduces oxidative stress, and 
downregulates the expression of pro-inflamma-
tory cytokines, thereby mitigating the inflamma-
tory response [12]. However, amlodipine mono-
therapy often exhibits suboptimal efficacy in 
treating hypertension in elderly patients.

In response to these limitations, this study 
included 68 elderly individuals diagnosed with 
hypertension who were admitted to our hospi-
tal. Participants were divided into control and 
experimental groups, with the latter receiving 
combination therapy that included atorvastatin 
calcium to evaluate its therapeutic efficacy. 
Atorvastatin calcium, a lipid-lowering agent, po- 
tentially inhibits the progression of atheroscle-
rosis and cardiovascular disease by reducing 
cholesterol synthesis [13].

The primary objective of this study was to as- 
sess the effectiveness of atorvastatin calcium 
in conjunction with amlodipine and to examine 
its impact on both physiological indices and 
pathological states in elderly patients with hy- 
pertension. This study aimed to provide new 
insights into managing hypertension in the 
elderly and to investigate the feasibility and effi-
cacy of combined atorvastatin calcium and am- 
lodipine therapy. These findings may facilitate 
the development of more individualized and 
precise treatment strategies in clinical prac- 
tice.

Materials and methods

Research participants

This study employed a retrospective analytical 
approach to assemble a cohort of 68 elderly 
patients with hypertension admitted to the 
Chongming Branch of Shanghai Tenth People’s 
Hospital. The inclusion period spanned from 
March 2022 to June 2023. Participants were 
matched into experimental and control groups, 
each comprising 34 individuals.

In the experimental group, there were 21 males 
and 13 females, with ages ranging from 60 to 
85 years and an average age of 69.25 ± 2.46 
years. The mean duration of hypertension was 
6.28 ± 1.85 years. This group included 16 
patients with grade I hypertension and 18 pa- 
tients with grade II hypertension. The control 
group consisted of 20 males and 14 females, 
aged between 61 and 86 years, with an aver-
age age of 70.18 ± 2.53 years. The average 
duration of hypertension in this group was 6.25 
± 1.96 years, with an equal distribution of 17 
cases of grade I and 17 cases of grade II hyper-
tension. The baseline characteristics of both 
groups were statistically comparable, with no 
significant differences observed (P > 0.05), con- 
firming the appropriateness of the group as- 
signments for comparative analysis. This study 
was approved by the Ethics Committee of the 
Chongming Branch of Shanghai Tenth People’s 
Hospital.

Inclusion and exclusion criteria

Inclusion criteria: Participants were diagnosed 
with hypertension according to the Chinese 
Guidelines for the Prevention and Treatment of 
Hypertension (2023 edition) [14]. Participants 
were aged 60 years or older. Participants had 
cognitive clarity, and the ability to communicate 
effectively.

Exclusion criteria: Patients with severe hyper-
tension-related complications, significant lesi- 
ons in other critical organs. Patients with a his-
tory of drug abuse, concurrent infectious dis-
eases, or severe impairment of immune fun- 
ction.

Methods

Control group treatment: Patients in the control 
group received amlodipine besylate (Pfizer 
Pharmaceutical Co., Ltd., State Pharmaceutical 
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License No. H10950224) at a dose of 5 mg/
day, administered orally.

Experimental group treatment: In addition to 
the control treatment, the experimental group 
received atorvastatin calcium (Zhejiang Hai- 
zheng Pharmaceutical Co., Ltd., State Drug 
Permit H20103631) at a dose of 20 mg/day, 
taken orally at bedtime.

Duration of treatment: Both groups followed 
their respective treatment protocols for two 
months.

Outcome measurements

This study aimed to compare the efficacy of dif-
ferent treatment regimens in controlling blood 
pressure, managing blood lipid levels, reducing 
serum inflammatory markers, and affecting tar-
get organ indices before and after treatment in 
both groups. The specific indices measured 
were as follows.

Blood pressure control: Systolic blood pressure 
(SBP), 24-hour average SBP, diastolic blood 
pressure (DBP), and 24-hour average DBP.

Lipid control: Total cholesterol (TC), triglycer-
ides (TG), low-density lipoprotein cholesterol 
(LDL-C), and high-density lipoprotein cholester-
ol (HDL-C).

Inflammatory markers: Tumor necrosis factor-
alpha (TNF-α; 88-7324, Thermo Fisher Sci- 
entific), high-sensitivity C-reactive protein (hs-
CRP; E-EL-H5134, Elabscience), and interleu-
kin-6 (IL-6; D6050, R&D Systems), measured 
using enzyme-linked immunosorbent assays.

Target organ indices: Urinary microalbumin 
(mAlb) and endogenous creatinine clearance 
(Ccr) were derived from 2 mL of fasting venous 
blood and 5 mL of mixed urine collected over 
24 hours. Cardiac structural indices, such as 
left ventricular ejection fraction (LVEF), left ven-
tricular end-diastolic diameter (LVEDD), and left 
ventricular posterior wall thickness (LVPW), 
were also evaluated.

Adverse reactions: Any post-treatment adverse 
reactions were recorded for both groups.

Statistical processing

Data analysis was performed using SPSS soft-
ware version 26.0. Quantitative data, including 
changes in blood pressure, blood lipid levels, 

and inflammatory factor levels, were expressed 
as mean ± standard deviation (Mean ± SD) and 
analyzed using the t-test. Qualitative data, such 
as the incidence of adverse reactions, were 
expressed as percentages and analyzed using 
the chi-squared test. A P-value < 0.05 was  
considered statistically significant, indicating 
meaningful differences between pre- and post-
treatment values.

Results

Comparison of general data

In the experimental group, there were 21 males 
and 13 females, aged 60 to 85 years, with an 
average age of 69.25 ± 2.46 years. The mean 
duration of hypertension in this group was 6.28 
± 1.85 years. This group included 16 patients 
with grade I hypertension and 18 patients with 
grade II hypertension. The control group con-
sisted of 20 males and 14 females, aged 61 to 
86 years, with an average age of 70.18 ± 2.53 
years. The mean duration of hypertension in 
this group was 6.25 ± 1.96 years, with 17 
cases of grade I hypertension and 17 cases of 
grade II hypertension. Baseline characteristics 
between the two groups were statistically com-
parable, with no significant differences ob- 
served (all P > 0.05), confirming the suitability 
of the group assignments for comparative anal-
ysis (Table 1).

Comparison of blood pressure improvement 
between the two groups

Post-treatment, both patient groups showed a 
significant reduction in blood pressure com-
pared to their respective baseline measure-
ments. Before treatment, the experimental 
group had a mean DBP of 98.03 ± 8.37 mmHg 
and SBP of 163.19 ± 11.26 mmHg. The control 
group had similar baseline values, with a DBP 
of 97.84 ± 9.16 mmHg and an SBP of 163.48 ± 
10.95 mmHg. After the intervention, the experi-
mental group demonstrated enhanced blood 
pressure control, with post-treatment values of 
74.96 ± 4.25 mmHg for DBP and 123.27 ± 
9.06 mmHg for SBP. In contrast, the control 
group showed post-treatment values of 87.52 ± 
5.38 mmHg for DBP and 136.26 ± 10.13 
mmHg for SBP. The reduction in both DBP and 
SBP was significantly greater in the experimen-
tal group, with statistical analysis confirming 
these differences (P < 0.05) (Figures 1 and 2).
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Comparison of 24-hour average DBP levels at 
different time points between the two groups

Twenty-four hour average DBP levels showed a 
significant sequential decrease from baseline 
at 4, 8, and 12 weeks after treatment in both 
the experimental and control groups. Notably, 
the reduction in 24-hour average DBP was 
more pronounced in the experimental group 
than in the control group at both 8 and 12 
weeks post-treatment (P < 0.05). These find-
ings are detailed in Table 2 and illustrated in 
Figure 3.

Comparison of 24-hour average SBP levels at 
different time points between the two groups

Similarly, 24-hour average SBP levels showed 
significant reductions at each post-treatment 
time point in both groups. The experimental 
group demonstrated more substantial improve-
ments in 24-hour average SBP, particularly at 
the 8-week and 12-week time points (P < 0.05), 
underscoring the effectiveness of the treat-
ment protocol in this group. Detailed data are 
presented in Table 3 and depicted in Figure 4.

Comparison of lipid profile improvement before 
and after treatment between the two groups

Following treatment, both groups showed sig-
nificant improvements in lipid profiles, with 
reductions in TC, TG, and LDL-C, along with an 
increase in HDL-C levels. Notably, the lipid con-
trol achieved in the experimental group was sig-
nificantly superior to that in the control group (P 
< 0.05). The results are summarized in Table 4.

Comparison of inflammatory factor levels 
before and after treatment between the two 
groups

Both groups exhibited significant improvements 
in inflammatory factor levels after treatment (P 
< 0.05). Initially, the experimental group had 
levels of TNF-α, hs-CRP, and IL-6 at 52.63 ± 
6.29 pg/mL, 4.87 ± 0.54 mg/L, and 10.63 ± 
1.42 pg/mL, respectively. The corresponding 
pre-treatment values in the control group were 
52.05 ± 6.31 pg/mL, 4.84 ± 0.53 mg/L, and 
10.58 ± 1.53 pg/mL.

Table 1. Comparison of general data

Male 
(n)

Female 
(n)

Age  
(year)

Duration of 
hypertension 

(year)

Grade I  
hypertension 

(n)

Grade II  
hypertension

Control group (n=34) 20 14 70.18 ± 2.53 6.25 ± 1.96 16 18
Experimental group (n=34) 21 13 69.25 ± 2.46 6.28 ± 1.85 17 17
t-value 1.537 0.0649
P-value > 0.05 > 0.05 0.1291 0.9484

Figure 1. Comparison of diastolic blood pressure 
(DBP) improvement between the two groups of pa-
tients. Note: Compared with the control group after 
treatment, *P < 0.05.

Figure 2. Comparison of systolic blood pressure 
(SBP) improvement between the two groups of pa-
tients. Note: Compared with the control group after 
treatment, *P < 0.05.
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Post-treatment, the experimental group showed 
a marked reduction in these markers, with 
TNF-α at 33.79 ± 4.16 pg/mL, hs-CRP at 2.21 
± 0.25 mg/L, and IL-6 at 5.23 ± 0.74 pg/mL. In 
contrast, the control group had post-treatment 
levels of 42.75 ± 5.03 pg/mL for TNF-α, 3.26 ± 
0.38 mg/L for hs-CRP, and 6.05 ± 0.69 pg/mL 
for IL-6. The reduction in inflammatory markers 
was significantly greater in the experimental 
group, as shown in Figure 5.

Comparison of target organ indices before and 
after treatment between the two groups

Post-treatment analysis revealed significant 
reductions in mAlb levels in both the experi-
mental and control groups. The experimental 
group had a significantly lower mAlb level of 
34.47 ± 6.13 mg/L compared to 40.14 ± 6.25 
mg/L in the control group (P < 0.05). Similarly, 
endogenous Ccr significantly increased in both 
groups, with the experimental group showing a 
higher Ccr level of 80.02 ± 2.16 mL/min com-
pared to 71.85 ± 2.09 mL/min in the control 

group (P < 0.05). These outcomes are detailed 
in Table 5 and illustrated in Figure 6.

Comparison of cardiac structural indices 
before and after treatment between the two 
groups

A comparative analysis of cardiac structural 
indices, including LVEF, LVEDD, and LVPW, was 
conducted between the two groups before and 
after treatment. Both groups experienced 
improvements, characterized by an increase in 
LVEF levels and reductions in LVEDD and LVPW 
measurements post-treatment. The experimen-
tal group showed a more pronounced increase 
in LVEF and greater reductions in LVEDD and 
LVPW compared to the control group (P < 0.05). 
These findings are presented in Table 6.

Comparison of incidence rates of post-
treatment adverse reactions between the two 
groups

The total incidence rates of post-treatment 
adverse reactions were 11.76% (4/34) in the 
experimental group and 14.71% (5/34) in the 
control group, with no statistically significant 
difference between the two groups (P > 0.05). 
See Table 7.

Discussion

Elderly patients with hypertension often pres-
ent with increased SBP, decreased DBP, elevat-
ed pulse pressure, significant blood pressure 
variability, and abnormalities in circadian blood 
pressure rhythms. The primary management 
strategy typically involves long-term, consistent 
pharmacotherapy aimed at normalizing blood 
pressure [15-18]. In this study, patients in the 
control group were administered amlodipine, a 
calcium channel blocker that lowers blood 
pressure by inhibiting calcium ion influx into 

Table 2. Comparison of 24-hour average DBP levels at different time points between the two groups 
(Mean ± SD, mmHg)

Group n Before treatment 4 weeks after  
treatment

8 weeks after  
treatment

12 weeks after  
treatment

Experimental group 34 100.05 ± 5.73 91.14 ± 4.38 83.18 ± 5.61 78.08 ± 4.93
Control group 34 99.86 ± 5.92 92.26 ± 4.75 88.25 ± 5.84 84.63 ± 5.21
t-value 0.1345 1.011 3.651 5.325
P-value 0.8934 0.3158 0.0005 < 0.001
DBP: diastolic blood pressure.

Figure 3. The 24-hour average DBP levels at differ-
ent time points. Note: *P < 0.05 compared with the 
control group after treatment. DBP: diastolic blood 
pressure.
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vascular smooth muscle, leading to vasodila-
tion and reduced myocardial contractility [19-
21]. However, the efficacy of amlodipine as a 
stand-alone treatment warrants further investi- 
gation.

Atorvastatin calcium is widely used in patients 
with hypertension to effectively reduce blood 
lipids, manage glucose levels, treat atheroscle-
rosis, and prevent cardiovascular events [22, 
23]. It has a favorable safety profile with mini-
mal adverse effects. Atorvastatin calcium 
works by inhibiting HMG-CoA reductase, the 
rate-limiting enzyme in cholesterol synthesis, 
thereby lowering blood lipid levels. When  
used in hypertensive patients, it can reduce 
cholesterol, stabilize atherosclerotic plaques, 
and provide therapeutic benefits in managing 
hypertension [24, 25]. This study’s findings 
demonstrate that both groups of elderly hyper-
tensive patients experienced reductions in  
DBP and SBP following treatment. Notably, the 
experimental group showed more favorable 
outcomes, with post-treatment DBP and SBP 

readings of 74.96 ± 4.25 mmHg and 123.27 ± 
9.06 mmHg, respectively, compared to 87.52 ± 
5.38 mmHg and 136.26 ± 10.13 mmHg in the 
control group. Additionally, improvements in 
24-hour average DBP) and SBP were observed 
over 4, 8, and 12 weeks, with the experimental 
group displaying superior control at the 8- and 
12-week intervals. These results suggest that 
atorvastatin calcium significantly enhances 
blood pressure control in hypertensive patients.

Further analysis revealed reductions in blood 
lipid profiles (TC, TG, and LDL-C) and an increase 
in HDL-C post-treatment in both groups. The 
experimental group demonstrated superior 
lipid management, indicating that atorvastatin 
calcium effectively improves blood lipid pro-
files. This improvement suggests enhanced 
vascular endothelial function and reduced vas-
cular inflammatory responses.

Moreover, the study showed significant post-
treatment reductions in serum inflammatory 
markers (TNF-α, hs-CRP, and IL-6) in both 
groups, with the experimental group achieving 
lower levels of 33.79 ± 4.16 pg/mL for TNF-α, 
2.21 ± 0.25 mg/L for hs-CRP, and 5.23 ± 0.74 
pg/mL for IL-6. These markers are crucial, as 
hs-CRP, synthesized by the liver, serves as a 
nonspecific marker reflecting the acute phase 
of systemic inflammation and is considered a 
primary risk factor for predicting cardiovascular 
and cerebrovascular diseases [26, 27]. Patients 
with hypertension typically exhibit persistent 
elevations in hs-CRP levels, and increased lev-
els of TNF-α and IL-6 can trigger chronic vascu-
lar inflammation, potentially leading to elevated 
blood pressure [28-30].

This study demonstrated that the combined 
treatment of amlodipine and atorvastatin cal-
cium effectively reduces the inflammatory res- 
ponse in patients, contributing to lower blood 

Table 3. Comparison of 24-hour average SBP levels at different time points between the two groups 
(Mean ± SD, mmHg)

Group n Before treatment 4 weeks after 
treatment

8 weeks after  
treatment

12 weeks after 
treatment

Experimental group 34 166.89 ± 6.76 146.25 ± 4.13 130.39 ± 3.16 125.84 ± 3.15
Control group 34 165.32 ± 7.75 148.32 ± 4.29 139.63 ± 3.41 132.63 ± 3.52
t-value 0.8902 0.998 11.59 8.382
P-value 0.3766 0.556 < 0.0001 < 0.0001
SBP: systolic blood pressure.

Figure 4. The 24-hour average systolic blood pres-
sure SBP levels at different time points. Note: *P < 
0.05 when compared with the control group after 
treatment.
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Table 4. Comparison of the improvement of blood lipids before and after treatment in the two groups 
(Mean ± SD, mmol/L)

Group n
Total Cholesterol Triglyceride Low-density  

lipoprotein cholesterol
High-density  

lipoprotein cholesterol
Before  

treatment
After  

treatment
Before  

treatment
After  

treatment
Before  

treatment
After  

treatment
Before  

treatment
After  

treatment
Experimental group 34 6.31 ± 1.16 3.49 ± 0.43 4.13 ± 1.22 2.01 ± 0.19 4.35 ± 1.25 1.49 ± 0.41 1.29 ± 0.37 2.25 ± 0.24

Control group 34 6.29 ± 1.18 5.03 ± 0.78 4.11 ± 1.18 3.94 ± 0.28 4.32 ± 1.27 3.02 ± 0.86 1.28 ± 0.36 1.68 ± 0.12

t-value 0.0705 10.08 0.0687 33.26 0.0982 9.364 0.1130 12.39

P-value 0.9440 < 0.0001 0.9454 < 0.0001 0.9221 < 0.0001 0.9104 < 0.0001

Figure 5. Comparison of inflamma-
tory factor levels before and after 
treatment in the two groups of 
patients. A: Tumor necrosis factor-
alpha (TNF-α) levels; B: Hypersen-
sitive C-reactive protein (hs-CRP) 
levels; C: Interleukin-6 (IL-6) levels. 
Note: Compared with the control 
group after treatment, *P < 0.05.

pressure levels. Post-treatment, urinary mAlb 
levels decreased significantly in both the exper-
imental and control groups, with the experi-
mental group showing lower levels (34.47 ± 
6.13 mg/L) compared to the control group 
(40.14 ± 6.25 mg/L). Similarly, endogenous Ccr 
levels increased, with the experimental group 
achieving higher levels (80.02 ± 11.16 mL/min) 
versus the control group (71.85 ± 11.09 mL/
min). These findings indicate that the combina-
tion of amlodipine with atorvastatin calcium 
provides better protection of target organs in 
elderly patients with hypertension compared to 
amlodipine alone.

The superior protection is likely due to atorvas-
tatin calcium’s ability to maintain renal function 
and positively impact renal health by improving 

hypertension, further supporting the benefits of 
this combined therapeutic approach.

It is important to note that this study employed 
a retrospective analysis, and the sample size, 
while informative, is insufficient to make con-
clusive generalizations based on these find-
ings. Further research with a larger cohort is 
necessary to corroborate these results.

In conclusion, the combination of atorvastatin 
calcium and amlodipine significantly enhances 
the clinical management of hypertension in 
elderly patients. This therapeutic approach not 
only markedly improves clinical symptoms but 
also reduces inflammatory factor levels in the 
body. Additionally, this combination therapy has 
demonstrated a commendable safety profile, 

blood pressure control and 
enhancing endothelial fun- 
ction.

Furthermore, comparisons of 
cardiac structural indices, in- 
cluding LVEF, LVEDD, and LV- 
PW, between the two groups 
before and after treatment 
revealed significant improve-
ments. Both groups showed 
increased LVEF levels and 
decreased LVEDD and LVPW 
after treatment. Notably, the 
experimental group exhibited 
more substantial improve-
ments in these indices than 
the control group. This sug-
gests that the combination of 
amlodipine and atorvastatin 
calcium not only improves left 
ventricular function but also 
enhances overall cardiac fun- 
ction in elderly patients with 
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making it a valuable treatment option worthy of 
broader adoption.

Disclosure of conflict of interest

None.

Table 5. Comparison of target organ indices before and after treatment in the two groups (Mean ± SD)

Group n
Microalbumin (mAlb, mg/L) Creatinine Clearance (Ccr, ml/min)

Before treatment After treatment Before treatment After treatment
Experimental group 34 75.32 ± 8.36 34.47 ± 4.13 57.94 ± 2.41 80.02 ± 2.16
Control group 34 74.87 ± 8.27 40.14 ± 3.25 58.14 ± 3.28 71.85 ± 2.09
t-value 1.139 8.174 0.908 9.962
P-value 0.402 0.003 0.486 < 0.0001

Figure 6. Comparison of target organ indices before and after treatment between the two groups of patients. A: 
Urinary microalbumin levels (mAlb) levels; B: Creatine clearance (Ccr) levels. Note: Compared with the control group 
after treatment, *P < 0.05.

Table 6. Comparison of cardiac structural indexes before and after treatment in the two groups 
(Mean ± SD, n=34)

Group
LVEF (%) LVEDD (mm) LVPW (mm)

Before  
treatment

After  
Treatment

Before  
treatment

After  
Treatment

Before  
treatment

After  
treatment

Experimental group (n=34) 45.29 ± 4.15 56.92 ± 3.47 58.82 ± 3.47 52.13 ± 2.96 15.64 ± 2.13 11.84 ± 1.52
Control group (n=34) 45.14 ± 4.23 52.46 ± 3.31 58.09 ± 3.56 54.85 ± 3.08 15.48 ± 2.16 13.95 ± 1.62
t-value 0.1476 5.423 0.8562 3.713 0.3075 5.538
P-value 0.883 < 0.0001 0.3950 0.0004 0.7594 < 0.0001
LVEF: left ventricular ejection fraction; LVEDD: left ventricular end-diastolic diameter; LVPW: left ventricular posterior wall thickness.

Table 7. Comparison of adverse reactions after treatment in the two groups [n (%)]
Group n Headache and dizziness Edema Nausea Constipation Total incidence
Experimental group 34 1 (2.94) 1 (2.94) 1 (2.94) 1 (2.94) 4 (11.76)
Control group 34 2 (5.89) 1 (2.94) 1 (2.94) 1 (2.94) 5 (14.71)
χ2 value 2.376
P-value 0.148
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