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Table S1: Changes in systolic blood pressure (mmHg) in strength training and nutrition program groups.

Authors of the study Probands type Program Preintervention Postintervention Pre/ POSt program Betw_een programs
differences differences
Mean SD, SE Mean SD, SE p value Cohend p value
Villani and Gornall (1999) [74] Normotension ST+ NP 115.3 SE, 3.8 108.8 SE, 3.04 <0.05* 1.889
>0.05, NS
Normotension NP (alone) 119.7 SE, 3.16 116.6 SE, 3.36 < 0.05* 0.950
Sales et al. (2012) [75] Prehypertension ST+NP 128.2 SD, 6.6 118 SD, 8.2 <0.001* 1.370
ST+ NP <0.001*
Normotension 111 SD, 6.3 109 SD, 8.2 >0.05 NS 0.274
Figueroa etal. (2013) [76] ~ \ormotension/Prenypertensio - ST (alone) 132 SE, 4 125 SE?2 0.03* 2214
Normotensmn/nPrehypertensm ST+ NP 133 SE. 3 124 SE3 0.004* 3 0.68 NS
Normotensmn/nPrehypertensm NP (alone) 128 SE3 121 SE?2 0.02* 2746
Moraes et al. (2017) [70] Hypertension, HM ST+NP 1383 SD, 4.6 135.2 45 <0.001* 0.681
>0.05, NS
Hypertension, LM ST+NP 137.6 sD, 3.6 134.7 4 <0.001* 0.762
Lee et al. (2018) [73] Hypertension, prehypertension o1 * NP 1393 SD, 132 1357 SD,153  0.238 NS 0.252 5 005 NS
Hypertension, prehypertension 'N© (alone) 1353 SD, 118 136 SD,96  0.677NS 0.065

Abbreviations: HM = high milk intake, LM = low milk intake, NP = nutrition program, SD = standard deviation, SE = standard error, ST = strength training, NS = not significant

"o

change — no change; * significant difference on reported “p” value. Cohen d calculated separately from reported means and distribution.



Table S2: Changes in diastolic blood pressure in strength training and nutrition program groups.

Authors of the study Probands type Program Preintervention Postintervention P_re / Post program B_etvveen program
differences differences
Mean SD, SE Mean SD, SE p value Cohend p value
Villani and Gornall (1999) [74] Normotension ST+NP 65.7 SE, 2.07 62.5 SE, 1.22 >(0.05, NS 1.883 - 0,05 NS
Normotension NP (alone) 66.4 SE, 1.61 65.7 SE, 1.01 >0.05,NS  0.520
Sales et al. (2012) [75] Prehypertension ST+NP 78 SD, 6.3 76.6 SD, 6.3 0.35,NS 0.222 054 NS
Normotension ST+NP 71 SD, 6.3 71 SD, 6.3 0.35, NS 0
Figueroa et al. (2013) [76] Normotension/Prehypertension ST (alone) 82 SE, 3 77 SE, 2 0.06, NS 1.961 0,65 NS
Normotension/Prehypertension ST + NP 79 SE, 2 74 SE, 2 0.01* 25
Normotension/Prehypertension NP (alone) 77 SE, 2 72 SE, 2 0.21, NS 2.5
Moraes et al. (2017) [70] Hypertension, LM ST+NP 90.1 SD, 4.4 87.5 SD, 4.3 <0.001* 0.597 - 0,05, NS
Hypertension, HM ST+NP 913 SD, 5.3 88.3 SD, 4.9 <0.001* 0.588
Lee et al. (2018) [73] Hypertension, prehypertension ST+NP  88.7 Sb, 7.3 87.7 Sh, 8 0.507, NS 0.130 > 005 NS
NP (alone) 86.7 SD, 9.2 81.1 SD, 8.2 0.809, NS 0.642 Y

Hypertension, prehypertension

Abbreviations:
HM = high milk intake, LM = low milk intake, NP = nutrition program, SD =standard deviation, SE =standard error, ST = strength training, NS =not significant
change — no change; * significant difference on reported “p” value. Cohen d calculated separately from reported means and distribution.



Table S3: Changes in systolic blood pressure in strength training and supplementary groups.

Pre / Post program Between program
Authors of study Probands Program Pretraining Post-training differences differences
Mean SD Mean SD p value Cohend pvalue
Astorino et al. (2013) N
[72] Normotension ST (alone) 121 6.4 124.3 13.7 <0.01 NSP -0.309 <0.01
Normotension Caffeine + ST 117.4 4.2 134.1 8.1 <0.01* -2.588
Prehypertension - hypertension ST (alone) 143 114 127 175 <0.01NSP 1.083 <0.01*
Prehypertension - hypertension Caffeine + ST 138.8 7.9 143 75 <0.01* -0.545
Arazi etal. (2014) [77]  Hypertension Green tea + ST 133.12 3.7 11625 371  <0.05* 4553 5 0.05 NS
Hypertension ST (alone) 136.88 5.9 117.82 6.09 <0.05* 3.179
Wong et al. (2016) [78] Prehypertension - hypertension ST (alone) 141 2 132 16 < 0.05* 0.789
Prehypertension - hypertension L-citrulline 137 13 130 15 <0.01* 0.499 >0.05, NS
Prehypertension - hypertension ST + L-citrulline 140 9 132 9 <0.01* 0.888

Abbreviations:
£ 7

NP = nutrition program, SD = standard deviation, ST = strength training, NS = not significant change — no change; * significant difference on reported “p
value. NSP = not significant according to post hoc test. Cohen d calculated separately from reported means and distribution.



S4 Table. Physiotherapy evidence database (PEDro) checklist.

Item PEDro score 1 2 3 4 5 6 7 8 9 10 11
Villani et al. (1999) 7 (high quality) Y Y Y Y N N N Y N Y Y
Sales et al. (2012) 6 (high quality) Y N Y Y N N N Y N Y Y
Astorino et al. (2013) 8 (high quality) Y Y Y Y N Y N Y N Y Y
Figueroa et al. (2013) 7 (high quality) Y Y Y Y N N N Y N Y Y
Arazi at al. (2014) 8 (high quality) Y Y Y Y N N N Y Y Y Y
Wong et al. (2016) 7 (high quality) Y Y Y Y N N N Y N Y Y
Moraes et al. (2017) 5 (fair quality) Y N Y Y N N N N N Y Y
Romero et al. (2017) 6 (high quality) Y N Y Y N N N Y N Y Y
Lee et al. (2018) 8 (high quality) Y Y Y Y N N N Y Y Y Y

The PEDro scale is based on the Delphi list developed by Verhagen and colleagues at the Department of Epidemiology, University of Maastricht (Verhagen AP
et al (1998). The Delphi list: a criteria list for quality assessment of randomized clinical trials for conducting systematic reviews developed by Delphi consensus.
Journal of Clinical Epidemiology, 51(12):1235-41). The list is based on "expert consensus" not, for the most part, on empirical data. Two additional items not
on the Delphi list (PEDro scale items 8 and 10) have been included in the PEDro scale. As more empirical data comes to hand it may become possible to
"weight" scale items so that the PEDro score reflects the importance of individual scale items.

The purpose of the PEDro scale is to help the users of the PEDro database rapidly identify which of the known or suspected randomized clinical trials (ie RCTs
or CCTs) archived on the PEDro database are likely to be internally valid (criteria 2-9), and could have sufficient statistical information to make their results
interpretable (criteria 10-11). An additional criterion (criterion 1) that relates to the external validity (or “generalizability” or “applicability” of the trial) has
been retained so that the Delphi list is complete, but this criterion will not be used to calculate the PEDro score reported on the PEDro web site.

The PEDro scale should not be used as a measure of the “validity” of a study’s conclusions. In particular, we caution users of the PEDro scale that studies which
show significant treatment effects and which score highly on the PEDro scale do not necessarily provide evidence that the treatment is clinically useful.
Additional considerations include whether the treatment effect was big enough to be clinically worthwhile, whether the positive effects of the treatment
outweigh its negative effects, and the cost-effectiveness of the treatment. The scale should not be used to compare the "quality" of trials performed in
different areas of therapy, primarily because it is not possible to satisfy all scale items in some areas of physiotherapy practice.



Notes on administration of the PEDro scale:

All criteria Points are only awarded when a criterion is clearly satisfied. If on a literal reading of the trial report it is possible that a criterion was not satisfied,
a point should not be awarded for that criterion.

Criterion 1 This criterion is satisfied if the report describes the source of subjects and a list of criteria used to determine who was eligible to participate in the
study.

Criterion 2 A study is considered to have used random allocation if the report states that allocation was random. The precise method of randomization need
not be specified. Procedures such as coin-tossing and dice-rolling should be considered random. Quasi-randomization allocation procedures such as allocation
by hospital record number or birth date, or alternation, do not satisfy this criterion.

Criterion 3 Concealed allocation means that the person who determined if a subject was eligible for inclusion in the trial was unaware, when this decision was
made, of which group the subject would be allocated to. A point is awarded for these criteria, even if it is not stated that allocation was concealed, when the
report states that allocation was by sealed opaque envelopes or that allocation involved contacting the holder of the allocation schedule who was “off-site”.
Criterion 4 At a minimum, in studies of therapeutic interventions, the report must describe at least one measure of the severity of the condition being treated
and at least one (different) key outcome measure at baseline. The rater must be satisfied that the groups’ outcomes would not be expected to differ, on the
basis of baseline differences in prognostic variables alone, by a clinically significant amount. This criterion is satisfied even if only baseline data of study
completers are presented.

Criteria 4, 7-11 Key outcomes are those outcomes which provide the primary measure of the effectiveness (or lack of effectiveness) of the therapy. In most
studies, more than one variable is used as an outcome measure.

Criterion 5-7 Blinding means the person in question (subject, therapist or assessor) did not know which group the subject had been allocated to. In addition,
subjects and therapists are only considered to be “blind” if it could be expected that they would have been unable to distinguish between the treatments
applied to different groups. In trials in which key outcomes are self-reported (e.g., visual analogue scale, pain diary), the assessor is considered to be blind if
the subject was blind.

Criterion 8 This criterion is only satisfied if the report explicitly states both the number of subjects initially allocated to groups and the number of subjects
from whom key outcome measures were obtained. In trials in which outcomes are measured at several points in time, a key outcome must have been
measured in more than 85% of subjects at one of those points in time.

Criterion 9 An intention to treat analysis means that, where subjects did not receive treatment (or the control condition) as allocated, and where measures
of outcomes were available, the analysis was performed as if subjects received the treatment (or control condition) they were allocated to. This criterion is



satisfied, even if there is no mention of analysis by intention to treat, if the report explicitly states that all subjects received treatment or control conditions
as allocated.

Criterion 10 A between-group statistical comparison involves statistical comparison of one group with another. Depending on the design of the study, this
may involve comparison of two or more treatments, or comparison of treatment with a control condition. The analysis may be a simple comparison of
outcomes measured after the treatment was administered, or a comparison of the change in one group with the change in another (when a factorial analysis
of variance has been used to analyze the data, the latter is often reported as a group x time interaction). The comparison may be in the form hypothesis
testing (which provides a “p” value, describing the probability that the groups differed only by chance) or in the form of an estimate (for example, the mean
or median difference, or a difference in proportions, or number needed to treat, or a relative risk or hazard ratio) and its confidence interval.

Criterion 11 A point measure is a measure of the size of the treatment effect. The treatment effect may be described as a difference in group outcomes, or as
the outcome in (each of) all groups. Measures of variability include standard deviations, standard errors, confidence intervals, interquartile ranges (or other
quantile ranges), and ranges. Point measures and/or measures of variability may be provided graphically (for example, SDs may be given as error bars in a
Figure) as long as it is clear what is being graphed (for example, as long as it is clear whether error bars represent SDs or SEs). Where outcomes are categorical,
this criterion is considered to have been met if the number of subjects in each category is given for each group.



