Supporting appendix for modeling 
This appendix provides further methodological details for modelling analysis.
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Section 1. Estimation of population over 60 years for the simulation cohort 
We modelled a roll out of this education program over 10 years from 2016. To be conservative, we simulated the health outcomes only on older family members. We estimated the total number of elderly in China that could be covered by the intervention during 10 years in the following way. Based on the national total number of grade five students in primary schools [1], it was estimated that there will be about 165 million children aged 10-years in primary schools across China between 2016-2025 who along with their families could receive the intervention. Based on School-EduSalt trial, the average family size was 3.925 and the older adults aged 60 years or above accounted for 11% among family members. As a result, the total number of older adults over 10 years who could be targeted was about 71.2 million (≈165 ×3.925×11%).
Each year about 16.5 million children and their families will get the intervention in the base-case simulation. To be simpler, we assumed that we treat the whole 165 million families over ten years in year 1, and no further intervention and ongoing cost in year 2-9.
Section 2. Cost parameters
It was assumed that people who suffered acute MI or stroke events would receive acute treatment and incur medical expenditure regardless of subsequent death. In the base-case analysis, the cost of acute treatment of AMI 24,706 Yuan (Int$7018.75) in 2014 was from China Health and Family Planning Yearbook 2015 [2]. The cost of acute treatment of stroke 9,977 Yuan (Int$2834.38) was a weighted average of the 2014 cost of ischemic and hemorrhagic stroke, accounting for the numbers of discharged patients from China Health and Family Planning Yearbook 2015 [2]. Non-fatal CVD would also incurs annual medical costs. The annual cost per capita of chronic CVD state in 2014 was estimated about 4,862 Yuan (Int$1381.25) which was based on 2003 data [3], accounted for weighted average of rural and urban costs and inflated to 2014 using the average rate of inflation in China from 2003 to 2014 [4]. 
All Yuan were converted into international dollars (Int$) according to the purchasing power parity conversion factors by The World Bank (Int$1.00 = 3.52 Chinese yuan). 
[bookmark: OLE_LINK1]Based on the intervention cost per family of Int$19.04 (67.03 Yuan) as shown in Table 42 in the manuscript, for base-case scenario, we aggregated all the investment spent on whole 165 million families into 71.2 million elderly. It resulted in that the intervention cost Int$44.13 per elder adult (Table 42 in the manuscript). 
[bookmark: _neb22222A15_A29F_4568_A188_C6B14BDF8EF1]Section 3. Utility parameters
[bookmark: OLE_LINK15][bookmark: OLE_LINK16]The health-related quality of life (QOL) weights, we called as utility, for each health state were taken from the literature [5,6] and listed in Table 1a in the manuscript. The utility for acute state of stroke was elicited from Smith-Spangler CM et al [5]. For other health states, we chose those utilities based on the time tradeoff (TTO), a direct QOL assessment method from Tengs TO et al [6]. Such as, the utility for acute state of MI was elicited from line NO. 596 in Appendix A [6], which was drawn from a sample of 2,579 patients and patient proxies based on TTO method. The utility for chronic CVD state (0.872) were averaged by that of the chronic states after MI or after acute stroke which elicited from line NO. 659, 388, 392, 393, and 407, respectively, in Appendix A of Tengs TO et al [6], and weighted by the estimated ratio 1:2 between MI and stroke in China. Acute MI and acute stroke are acute states representing 11 hospital days for AMI and 28 hospital days for stroke. The survivors will transit to chronic CVD state after discharge and apply the utility of chronic CVD state. QALYs were determined from utility multiplied by time in state. 
[bookmark: OLE_LINK28]Section 4. Effectiveness and relative risks (RRs) on CVD
RRs attributed to lower SBP
The RRs for modelling listed in Table 31c in the manuscript were based on a meta-analysis of the Asia Pacific Cohort Studies Collaboration (APCSC) [7], which included 14 of 37 cohort studies from mainland China [7]. Several recent meta-analyses of cohort studies have published the age-specific estimates of RR for SBP on cardiovascular outcomes, such as APCSC [7] and Prospective Studies Collaboration (PSC) [8], with 958,074 participants mainly from Europe and United States. Taking account of the association between BP and stroke in Asia was slightly steeper than in Europe [8], and the Unites States [8] after standardization for age from regional comparisons in APCSC and PSC, we conservatively chose the estimates of RR from APCSC study [7]. Furthermore, when age-specific RRs were available, a clear age gradient was observed [7,8], with smaller RRs in older ages, but there has been no evidence in any of the overviews that the strength of association between BP and stroke varied by sex or for fatal and nonfatal stroke events, we thus adopted the age-specific sex aggregated RRs. 
From above, the estimated RR of total stroke for 10 mmHg lower usual SBP in 60-69 years group was 0.626. This represented the weighted geometric mean of RR reduction for hemorrhagic stroke (0.40) and ischemic stroke (0.35) [7,9]. The RR of AMI for 10 mmHg lower usual SBP in 60-69 years group (0.709) was estimated from RR of all ischemic heart disease (0.719, from Log(RR) 0.33 in Table S1 in Singh GM et al) [7,9,10].
1-year RRs estimation
Based on these RRs derived from APCSC study with average 7-year follow-up, the SBP reduction of 5 mmHg in the base case corresponded to an annual RR of AMI 0.9757 and RR of stroke 0.9670 using formula: Exp[Ln(RR_total) ÷ years]. Similarly we derived other RRs in Table 31c in the manuscript for all scenarios. 
Section 5. Transition probabilities between states
All-cause mortality and disease-specific mortality 
The age-specific all-cause mortality rate and CVD-specific mortality in the general Chinese population were obtained from national disease surveillance data reported in China Health and Family Planning Yearbook 2015 [2] and weighted by the population in urban and rural (appendix S1 Table 1). 

Appendix S1 Table 1.  Per annum age-speciﬁc all-cause mortality in general Chinese population in 2014
	Age, years
	All-cause Mortality
(/100,000)
	AMI-specific mortality
per annum (/100,000)
	Stroke-specific mortality
per annum (/100,000)

	65-69
	1705
	152.5
	306.2

	70-74
	2722
	255.4
	513.2



[bookmark: OLE_LINK22]Incidence of total stroke
[bookmark: OLE_LINK23][bookmark: OLE_LINK24]Age-specific incidences of stroke for modelling were listed in appendix S1 Table 2. Appendix S1 Table 2 presented how we estimated the age-specific incidence of total stroke. As the national representative data amongst Chinese on incidence of stroke is scarce, we first calculated the incidence by ischemic and hemorrhagic stroke by dividing age-specific mortality by mortality-to-incidence ratio (MIR) in Chinese, then summed it up by age group to that of total stroke. The age-specific mortality of stroke was obtained from the China Health and Family Planning Yearbook 2015 [2]. The MIRs listed in appendix S1 Table 2 were derived from Global Burden of Diseases, Injuries, and Risk Factors Study 2010 (GBD 2010) [11,12] as shown in appendix S1 Table 3. 
Appendix S1 Table 2. 
	
	
	Mortality-to-incidence ratio
C1
	Mortality per annum (/100 000)
C2
	First-ever incidence per annum 
(/100 000)
C3 =C2/C1
	Inflated to fit the total mortality
(/100 000)

	65-69 years
	Total stroke
	-
	306.17
	1251.05
	1440

	
	Ischemic
	0.132
	110.54
	837.45
	

	
	hemorrhagic
	0.473
	195.63
	413.60
	

	70-74 years
	Total stroke
	-
	513.2
	2238.25
	2280

	
	Ischemic
	0.132
	211.16
	1599.68
	

	
	hemorrhagic
	0.473
	302.04
	638.57
	


As listed in appendix S1 Table 3, GBD 2010 first reported an overall age-adjusted MIR and age-specific MIR for first-ever ischemic stroke and hemorrhagic stroke in low-income and middle-income countries in 2010 (Table 3 in Krishnamurthi RV et al) [11], as well as an overall MIR in all ages in Chinese in 2010 (Table 1 and 2 in Krishnamurthi RV et al) [11]. The MIRs in 65-74 years in Chinese in grey cells were estimated from that in low-income countries and matched the overall MIR in China.
Appendix S1 Table 3. The mortality-to-incidence ratios for ischemic and hemorrhagic stroke from GBD 2010 study to estimate that of 65-74 years in Chinese.
	
	
	Low-income countries
	China in 2010

	All ages
	
	
	

	
	Ischemic stroke
	0.223
	0.194

	
	Hemorrhagic stroke
	0.595
	0.50

	65-74 years
	
	
	

	
	Ischemic stroke
	0.152
	0.132

	
	Hemorrhagic stroke
	0.563
	0.473


Incidence of AMI
The presented transition probabilities for AMI were based on data in early years or some regional data in Chinese and some assumptions. The age-specific incidence rate of AMI was based on 10-year incidence rate from the China Hypertension Survey Epidemiology Follow Up Study (CHEFS), and to derive the 1-year transition probabilities for incidence as in Moran A et al [13]. Taking into account the decline trend of mortality over years, we then calibrated to fit with the national age-specific mortality of AMI in China Health Statistics Yearbook 2015 estimate for 2014 [2] and case-fatality assumptions according to the ratio of mortality to incidence from CHEFS [13]. 
Case-fatality rate of total stroke
The 28-day case-fatality rate of total stroke were derived from Beijing Sino-MONICA data [14,15], which indicated the overall estimates in 35–74 years of that in 1984–2000 was 28.76%, with 34.1% in 65–74 years, and appeared an absolute decline of annual 1.63% in overall case-fatality in total stroke from 1984–2000 [14,15]. After accounting for the above annual decline rate, we estimated the case-fatality for total stroke in 65–74 years was about 20% in the end year of the study 2000. In the base case, we then assumed a 20% case-fatality of total stroke. 
Case-fatality rate of AMI
The 28-day case-fatality rate of AMI was estimated from pooled Beijing Sino-MONICA study data from 1999-2004 from appendix figure 1 in Moran A et al [13] In which, reported the 28-day case-fatality rates for ages 25–74 years from 1999-2004 were 40% for men and 49% for women. The main age-specific AMI case-fatality rate assumptions were estimated from the overall rates [appendix Table 8 for 1993-2004 in Moran A et al] [13] and we proportionally estimated that that in ages 65-74 years it was 44%. 
Transition probabilities assumptions in chronic CVD state
For people in the chronic CVD state, the death risk from other causes in AMI survivors and stroke survivors was assumed to be 1.2 (range of 1 to 1.5) times of that in the well state, considering the people in chronic CVD state is more likely to die from other causes because of the worse condition than in well state. Additionally, we assumed that the risk for recurrent AMI or stroke of a person in the chronic CVD state, given prior AMI or stroke, was 4 times (range of 3 to 5) of that in the well state. The 28-day case-fatality rate of recurrent events was assumed to be 1.4 times (range of 1 to 2) of that in first-ever events, informed by Beijing-MONICA study (Table 3 in Sun J et al, 2007) [15].
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