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Abstract: 
This review explores the association between body mass index (BMI) and high blood pressure in adolescents. The prevalence of 
high blood pressure in adolescents has been on the rise as well as obesity, and there is a growing body of evidence suggesting a 
strong correlation between elevated BMI and increased risk of developing high blood pressure. The article reviews various 

studies and research findings that have investigated this relationship, and discusses potential mechanisms by which elevated BMI 
may contribute to the development of high blood pressure in adolescents. Additionally, the review highlights the importance of 
medical intervention and lifestyle modifications to prevent and manage high blood pressure in this population. Overall, the 
article provides a comprehensive overview of the current understanding of the association between BMI and high blood pressure 
in adolescents and identifies areas for future research and intervention. 
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INTRODUCTION: 

An adequate and balanced diet is essential not only 
for the survival of people, but also for the 

enhancement of an entire community. The periods of 

adolescence and school age are crucial for the 

acquisition of lifetime habits. An unhealthy dietary 

habit is observed as one of the perilous behaviors 

exhibited during this period. Adolescents who have 

unhealthy diets may experience stunted growth, 

delayed onset of puberty, iron deficiency anemia, 

excessive weight gain, being underweight, or obesity. 

Globally, there has been a rise in the incidence of 

obesity. The 2010 investigation conducted by the 

International Obesity Task Force (IOTF) found that 
there are over 1 billion overweight persons and 475 

million obese individuals worldwide. Additionally, 

there are around 200 million overweight school-age 

children and 40 to 50 million obese school-age 

children [1-4].  

 

A study conducted in Turkey involving children aged 

6 to 18 has revealed that the prevalence of 

overweight is 8 to 14%, while the prevalence of 

obesity is 3 to 31% [5,6]. In recent years, adolescents 

have been compelled by societal expectations to 
conform to a specific body size and appearance. 

However, the primary factors contributing to the 

rising incidence of obesity, especially among urban 

adolescents, are the consumption of fast food with 

poor nutritional value and a decrease in physical 

activity. The prevalence of obesity among 

adolescents has become a significant health concern 

due to reduced levels of physical exercise. 

Insufficient physical exercise and a sedentary 

lifestyle are the primary contributors to obesity 

during both childhood and adolescence [7,8]. As per 

the Dietary Guidelines established by the World 
Health Organization (WHO) for Turkey, a significant 

contributing factor to the rising obesity rates is the 

prevalent sedentary lifestyle. Consequently, engaging 

in regular physical exercise is a fundamental element 

of maintaining a healthy lifestyle [5]. 

 

Childhood and adolescent overweight and obesity are 

significant and escalating worldwide public health 

issues. Childhood and teenage obesity is linked to 

several cardiovascular risk factors, including elevated 

blood pressure (BP), aberrant lipid levels 
(dyslipidemia), impaired endothelial function, and 

increased insulin levels (hyperinsulinemia) [9].  

Abdominal obesity is also associated with 

cardiovascular and metabolic risk factors. The 

comprehensive review included twenty-five 

longitudinal studies and found that overweight and 

obese youth, including children and adolescents, had 

a higher likelihood of developing overweight or 

obesity in adulthood [10]. Evidence indicates a 

correlation between childhood overweight and 
obesity and unfavorable levels of cardiovascular 

disease risk factors in adulthood. BP throughout 

childhood is a strong indicator of BP in adulthood 

[11].  

 

Elevated blood pressure in adulthood is well 

recognized as a significant factor that heightens the 

likelihood of developing cardiovascular conditions, 

including ischemic heart disease, stroke, and 

hypertensive heart disease. Moreover, it stands as the 

primary cause of illness and death on a global scale. 

Hence, it is crucial to initiate the identification of the 
risk factors linked to the onset of cardiovascular 

illnesses and other chronic non-communicable 

diseases. Subsequently, utmost endeavors should be 

made to avoid and manage these variables during 

childhood and adolescence [12]. 

 

Recent epidemiological studies have indicated a 

notable rise in the occurrence of high blood pressure 

in children and adolescents [13,14]. Research has 

demonstrated a substantial correlation between 

obesity and hypertension, or high blood pressure 
(equal to or over the 90th percentile), in children and 

adolescents. Diverse conclusions have emerged from 

multiple studies investigating the associations 

between overweight, obesity, and prehypertension. 

Insufficient empirical data exists to establish a clear 

link between abdominal obesity and prehypertension 

and hypertension in children and adolescents [15-17]. 

A cross-sectional study was conducted among 

Lithuanian adolescents (12-15 years) to investigate 

the correlations among overweight, obesity, 

abdominal obesity, and prehypertension and 

hypertension, showed that excess weight, obesity, 
and fat accumulation in the abdomen were linked to 

prehypertension and hypertension [12]. 

 

A cross-sectional study was held to examine the 

correlation between hypertension and obesity in 

Egyptian adolescents revealed that both general 

obesity and abdominal obesity were important 

indicators of elevated blood pressure in Egyptian 

adolescents [18]. 

 

Understanding High Blood Pressure in 

Adolescents: 

According to the American Heart Association, 

systemic hypertension is one of the seven indicators 

of compromised cardiovascular health [19]. Systemic 

hypertension (HTN) during childhood and 

adolescence is a significant risk factor that can 

predict the development of hypertension and 

cardiovascular disease (CVD) in adulthood [20]. 
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Hypertension in young individuals is linked to higher 

left ventricular mass (LVM), increased carotid 
intima-media thickness (cIMT), less flexible arteries, 

impaired endothelial function, and negative effects on 

both kidney function and neurocognitive abilities. 

There is evidence that high blood pressure in 

childhood continues throughout adulthood, and 

hypertension in adulthood is a major cause of illness 

and death. Therefore, it is essential to employ 

suitable diagnostic, management, and therapy 

approaches in youngsters. Nevertheless, the 

identification of HTN can be complex and sometimes 

overlooked [21,22]. 

 
The prevalence of HBP and HTN among youngsters 

is mostly determined by analyzing weighted samples 

from the NHANES [23]. Examinations of more 

current NHANES (1999–2012) data, along with other 

studies that look at different groups of people at one 

point in time and studies that follow people over 

time, indicate a significant connection between 

obesity and high blood pressure (HBP) in young 

people. This means that the occurrence of high blood 

pressure in children is more common among those 

who are overweight or obese [24,25]. Children and 
adolescents who have specific chronic conditions, 

like chronic kidney disease (CKD), likewise have a 

higher occurrence of HBP and hypertension. Based 

on the CKD in Children study, 37% of young 

individuals with CKD had high systolic blood 

pressure (SBP) or diastolic blood pressure (DBP) 

levels above the 90th percentile. Additionally, 14% 

of them were diagnosed with hypertension, as their 

SBP and/or DBP values were equal to or greater than 

the 95th percentile, confirmed through repeated blood 

pressure assessments [26]. 

 
Based on the Fourth Report and previous reports, the 

diagnosis of hypertension in young individuals is 

solely determined through statistical analysis of the 

distribution of blood pressure readings recorded in 

this age group. Regrettably, the blood 

pressures utilized for constructing BP percentiles in 

the Fourth Report were derived from youngsters 

encompassing both normal and abnormal weight, so 

distorting the average value. Furthermore, it is worth 

noting that at the age of 13, the 90th percentile for 

blood pressure is roughly 120/80 mm Hg. In the past, 
it was conceivable for young people who transitioned 

to adult treatment at the age of 18 to have a "normal" 

blood pressure reading according to pediatric 

standards but still be classified as having an 

"abnormal" blood pressure according to adult 

standards. Consequently, the 2017 Clinical Practice 

Guidelines (CPG) updated the definition of HTN to 

align with statistical definitions for children under 13 

years old and to adopt adult cutoff values for kids 

aged 13 and above [27]. 

Factors Influencing BMI in Adolescents: 

Overweight is characterized by a Body Mass Index 

(BMI) falling between the 85th and 95th percentiles 

particular to age and sex. Obesity, on the other hand, 

is characterized by a BMI above the 95th percentile 

unique to age and sex [2]. 

 

Obesity is linked to substantial health hazards and 

coexisting medical conditions, including 

cardiovascular disease, hypertension, hyperlipidemia, 

type 2 diabetes, and specific forms of cancer [28]. It 

is linked to a higher likelihood of illness and death, as 
well as a shorter lifespan. Obese males have a life 

expectancy that is 4.2 years lower than persons of 

healthy weight, starting from age 40. Similarly, obese 

women have a life expectancy that is 3.5 years 

shorter [29]. In 2015, a high Body Mass Index (BMI) 

was a significant factor in around 4 million deaths 

worldwide. Multiple studies and meta-analyses have 

established robust correlations between BMI (Body 

Mass Index) and almost all causes of mortality, with 

the notable exclusion of transportation-related 

accidents. The correlation between mortality and 
BMI is more pronounced in younger individuals 

compared to older individuals, and frequently follows 

a U-shaped pattern with the lowest mortality rates 

observed in the healthy BMI range. Regrettably, over 

the past 20 years, there has been a rise in the 

occurrence of AOO (acute-onset obesity) and its 

associated health problems, leading to an escalation 

in healthcare expenses [30-32]. 

 

Indonesia is among the nations grappling with the 

dual challenge of malnutrition, characterized by a 

rising incidence of overweight and obesity, as well as 
undernutrition. According to the Indonesian National 

Health Survey (INHS) 2013, 18.8% of children and 

adolescents between the ages of 5 and 12 were 

classified as overweight or obese. Similarly, 10.8% 

of adolescents aged 13 to 15 years and 7.3% of 

adolescents aged 16 to 18 years were also overweight 

or obese. By 2018, the rates of occurrence had risen 

to 20% for children aged 5 to 12 years, 16% for 

adolescents aged 13 to 15 years, and 13.5% for 

teenagers aged 16 to 18 years. If attention and 

interventions are not addressed, the national 
prevalence of AOO is projected to double by 2030, 

following the trend shown in other nations [33]. 

 

The cause of AOO is influenced by multiple factors. 

The presence of genetic, neuroendocrine, metabolic, 

psychological, environmental, behavioral, and 

sociocultural elements interacting with each other is 

apparent [34]. Nevertheless, there has been limited 
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evaluation of the connections between many factors 

and the occurrence of obesity in countries facing a 
range of issues such as overweight and obesity, 

malnutrition, infectious diseases, and rapid economic 

and social changes. Gaining a more comprehensive 

understanding of the frequency of AOO, as well as 

the factors that contribute to it, is essential for the 

creation of successful prevention methods. This 

knowledge will also assist in making informed 

decisions to maximize the effectiveness and 

implementation of various policies and strategies 

[35]. 

 

The Association Between BMI and High Blood 

Pressure: 

Several community-based studies have shown a 

robust positive correlation between BMI and blood 

pressure in youngsters [36-38]. Through a chain of 

researches, it has been definitively shown that 

children with higher BMI or ponderosity percentiles 

have considerably higher systolic blood pressure 

compared to their leaner counterparts. Moreover, the 

ongoing monitoring of children who were part of the 

initial group showed that those who consistently had 

high BMI values experienced a much greater increase 
in systolic blood pressure as time passed compared to 

those who consistently had low BMI values [39]. 

Comparisons between obese children referred to 

pediatric weight reduction clinics and their leaner 

counterparts have shown that overweight and obese 

children exhibit considerably elevated blood pressure 

compared to their lean friends, with a clear 

relationship between the degree of obesity and blood 

pressure levels. The correlation between BMI and 

systolic blood pressure has been replicated in many 

extensive population-based studies, such as 

NHANES III. Notably, data from national surveys 
show a clear pattern of increasing average blood 

pressure levels in youngsters in the US. The authors 

of the study explain this tendency to the growing 

number of overweight young people [36,37]. 

 

Although several population-based studies have 

shown a correlation between body habitus (physical 

characteristics) and SBP, few papers have 

specifically addressed the prevalence of high blood 

pressure (hypertension) in these communities. The 

lack of clarity in defining high blood pressure in 
children is justified, given that it is influenced by 

various factors such as age, relative height, and 

gender [39]. 

 

Two surveys conducted within the community have 

aimed to overcome this constraint [40,41]. Within a 

study involving 5100 children aged 10-19 years, 

Sorof and colleagues found that the occurrence of 

high blood pressure was more common in children 

with higher BMI values. Additionally, it was 
observed that 38% of overweight children (with a 

BMI above the 95th percentile) exhibited high-

normal blood pressure for their height during the 

initial screening. Additionally, the Quebec Family 

Study found that a cohort of Canadian adolescents 

had a comparable prevalence of high-normal systolic 

blood pressure, at a rate of 30%. Multiple linear 

regression analysis demonstrated that BMI was a 

significant predictor of systolic blood pressure (β = 

0.9–1.1, p < 0.001) among children aged 9, 13, and 

16 years. Collectively, this evidence strongly 

indicates that being overweight is a crucial factor in 
causing increased systolic blood pressure in children 

and adolescents, and is a significant contributor to the 

growing occurrence of high blood pressure in this age 

group [40]. 

 

Pathogenesis of HBP Associated with Increased 

BMI: 

Obesity-induced hypertension is caused by numerous 

causes that may occur consecutively. The factors 

involved are: changes in the production of 

constricting and relaxing factors derived from the 
endothelium, disruption of molecular signaling, 

heightened oxidative stress, kidney damage, elevated 

insulin levels and resistance, sleep apnea syndrome, 

and the leptin-melanocortin pathway. Cardiovascular 

and hemodynamic changes vary depending on the 

pattern of obesity. Individuals with peripheral obesity 

exhibit increased cardiac output (CO) and decreased 

systemic vascular resistance (SVR), whereas those 

with central obesity experience decreased CO and 

increased SVR [42]. 

 

Adipose tissue, at the cellular level, causes 
endothelial dysfunction by the secretion of several 

hormones and paracrine signals called adipokines. 

These molecules have a crucial physiological 

function in controlling vascular tone. In obesity, there 

is an overproduction of pro-inflammatory and 

vasoactive adipokines, such as angiotensinogen, 

angiotensin II, aldosterone, and resisting. 

Additionally, there is an elevation in plasma renin 

activity. Furthermore, there is an upregulation of 

renin receptor expression in human visceral adipose 

tissue. Obesity causes structural changes in the 
endothelium tissue. Such instance is the endothelium 

glycocalyx layer. Researchers discovered that mice 

that were only given a diet high in fat exhibited a 

reduction in thickness and increased rigidity of their 

glycocalyx. Consequently, this is linked to a notable 

reduction in the responsiveness of inwardly rectifying 

potassium (Kir) channels. These channels are 



IAJPS 2024, 11 (01), 33-41            Zainab Abdullah Al Mahfoodh et al                  ISSN 2349-7750 

 

 w w w . i a j p s . c o m  
 

Page 37 

accountable for the phenomenon of vasodilation 

caused by the movement of fluids [43,44]. 
 

In relation to oxidative stress, the excessive 

metabolism of free fatty acids (FFAs) through β-

oxidation and the tricarboxylic acid (TCA) cycle 

results in an overproduction of reactive oxygen 

species (ROS). Adipocyte cells experience an 

increase in ROS production due to the stimulation of 

NADPH oxidase by FFAs. NADPH oxidase is an 

enzyme that has a role in generating superoxide 

radicals, nutrient-based ROS, and causing vascular 

damage. FFAs, generated by excessive fat 

accumulation, can induce oxidative stress by 
indirectly activating NADPH oxidase. This occurs 

through the stimulation of diacylglycerol synthesis, 

which in turn activates protein kinase C, a direct 

activator of NADPH. Activation of NADPH oxidase 

can potentially contribute to the development of 

hypertension by activating the central sympathetic 

system. Obesity-induced hyperlipidemia can 

exacerbate atherosclerotic vascular injury, leading to 

hypertension due to the accumulation of tiny VLDL 

and LDL particles in the inner lining of blood arteries 

[44-46]. 

 

Management Approaches: 

The main objective of treating hypertension 

associated with obesity is to achieve weight loss, as 

this effectively counteracts the underlying 

physiological mechanisms that perpetuate high blood 

pressure. The impact of weight reduction on reducing 

blood pressure seems to follow a consistent pattern, 

with a decrease of approximately 1 mmHg per 

kilogram of weight loss. However, this effect may be 

less pronounced with time, with a decrease of around 

6 mmHg recorded every 10 kilograms of weight loss. 
The initial strategy for reducing weight involves non-

pharmacological methods, mostly focusing on 

making lifestyle modifications. If individuals are 

unable to maintain weight loss or achieve the 

prescribed blood pressure targets using this method, 

further medication may be necessary. 

Metabolic surgery is now widely acknowledged as a 

successful approach to controlling blood pressure in 

obese patients with hypertension [47].  

 

Adopting changes to lifestyle 
Lifestyle modification, which involves restricting 

caloric intake and increasing physical activity, is the 

primary approach to treating obesity. Lifestyle 

therapies encompass food modifications, consistent 

physical activity, and behavioral alterations. Specific 

program details are discussed in other sources and are 

not within the scope of this review. Regrettably, the 

rates of relapse and discontinuation are elevated, and 

only a small number of patients manage to attain and 

sustain long-term weight reduction just with lifestyle 
improvements. This phenomenon cannot be simply 

attributed to a decrease in motivation, as it may also 

be caused by counter-regulatory hormonal processes 

that aim to restore higher body weight [48,49]. 

 

Medications for obesity 

As per the recommendations of the ACC/AHA and 

the Endocrine Society, medications for obesity can be 

considered as helpful additions to lifestyle changes 

for patients with a body mass index (BMI) of 30 

kg/m2 or higher, or for those with a BMI of 27 kg/m2 

or higher who also have obesity-related conditions 
such as hypertension, type 2 diabetes, dyslipidemia, 

or obstructive sleep apnea (OSA). At present, the US 

Food and Drug Administration (FDA) has approved 

five medications for the purpose of long-term weight 

management [50]. These pharmaceuticals include 

orlistat, lorcaserin, phenteramine-topiramate, 

naltrexone-bupropion, and liraglutide. Except for 

orlistat, which inhibits gastric and pancreatic lipase to 

decrease fat absorption, all medications facilitate 

weight loss by decreasing food consumption and 

generating a feeling of fullness. Anti-obesity 
medicines can lead to a weight loss of around 3-9% 

beyond what can be obtained with lifestyle changes 

alone when used for over 1 year [51]. While it is not 

possible to provide an extensive discussion of each 

medication in this review, it is important to mention 

that certain anti-obesity treatments may have 

different impacts on blood pressure. For instance, 

orlistat has demonstrated a placebo-adjusted decrease 

in systolic blood pressure of 2.5 mmHg and a 

decrease in diastolic blood pressure of 1.9 mmHg in 

obese patients with hypertension. Nevertheless, it is 

linked to a modest level of weight reduction (less 
than 3% compared to a placebo) and frequent 

digestive system adverse effects, such as a sudden 

need to defecate, lack of bowel control, and greasy 

stool, which impede its extended usage. Bupropion-

naltrexone, when compared to a placebo, results in a 

weight reduction of roughly 4-5%. However, it can 

elevate blood pressure and heart rate, and is not 

advised for usage in individuals with hypertension 

(84). In general, there is a lack of data regarding the 

effectiveness and immediate and long-term blood 

pressure effects of the majority of authorized anti-
obesity medications that are specifically targeted at 

obese patients with hypertension [52,53]. 

 

Treatment options for high blood pressure in obese 

individuals 

Obese individuals have a higher likelihood of 

developing treatment-resistant hypertension, which is 

characterized by blood pressure that remains above 
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the desired level after using three different types of 

antihypertensive drugs simultaneously or having 
stabilized blood pressure with more than three 

medications. Although the majority of hypertension 

guidelines do not specifically focus on obese 

individuals as a separate group, several suggestions 

have been made regarding the best selection of 

antihypertensive medication for this population [54]. 

Considering the involvement of the Renin-

Angiotensin-Aldosterone System (RAAS) in the 

development of hypertension related to obesity, it is 

highly recommended to prioritize the use of 

Angiotensin-Converting Enzyme Inhibitors (ACEIs) 

and Angiotensin Receptor Blockers (ARBs) as the 
initial treatment options [55]. These medications 

offer the additional benefit of enhancing insulin 

sensitivity and providing kidney protection in people 

with diabetes, a common coexisting condition in 

obese adults. Considering the finding that aldosterone 

levels are increased in obesity, there has been a 

suggestion to employ MRAs. However, there is 

limited data to support the idea that these agents are 

more effective in obese individuals compared to 

hypertensive patients of normal weight. Given that 

SNS activation is also involved in hypertension 
associated to obesity, β-blockers seem to be a 

scientifically reasonable choice for treatment. 

Nevertheless, a considerable number of medications 

in this category are linked to an increase in body 

weight and a decrease in insulin sensitivity [56]. 

Therefore, their usage should be restricted to 

overweight individuals who have particular 

cardiovascular conditions, such as heart failure or 

post-myocardial infarction. When β-blockers are 

recommended, third generation medicines like 

carvedilol and nebivolol seem to have a lower 

likelihood of causing weight gain and fewer negative 
effects on metabolism compared to previous β-

blockers. Dihydropyridine calcium channel blockers 

have a neutral impact on glucose metabolism and 

weight gain. They are typically suggested as 

secondary treatment options in conjunction with 

ACEIs/ARBs. Thiazide diuretics are effective in 

reducing the excessive fluid volume associated with 

hypertension caused by obesity. However, obese 

people who are treated with these medicines are 

particularly susceptible to experiencing metabolic 

side effects such as dyslipidemia and insulin 
resistance [57]. 

 

Treatment options for obesity in children are 

restricted in terms of pharmacology and surgery. 

ACE inhibitors and calcium channel blockers are the 

predominant pharmacological treatments for primary 

hypertension in children and adolescents [58]. 

 

CONCLUSION: 

In conclusion, the association between BMI in 
adolescents and high blood pressure is a significant 

and concerning issue. The research has shown that 

there is a clear correlation between higher BMI and 

an increased risk of developing high blood pressure 

in adolescents. This highlights the importance of 

addressing and managing obesity in this age group to 

prevent the onset of hypertension and its associated 

health complications. It is crucial for healthcare 

professionals, parents, and educators to work together 

to promote healthy lifestyle choices and encourage 

regular physical activity and a balanced diet to reduce 

the risk of high blood pressure in adolescents. Further 
research and intervention strategies are needed to 

effectively address this public health concern and 

improve the overall well-being of adolescents. 

 

REFERENCES:  

1- Sebastian RS, Wilkinson Enns C, Goldman JD. 

US adolescents and MyPyramid: associations 

between fast-food consumption and lower 

likelihood of meeting recommendations. J Am 

Diet Assoc. 2009;109:226–235. 

2- Kelly RK, Magnussen CG, Sabin MA, Cheung 
M, Juonala M. Development of hypertension in 

overweight adolescents: a review. Adolesc 

Health Med Ther. 2015;6:171-187. Published 

2015 Oct 21. doi:10.2147/AHMT.S55837 

3- Mota J, Fidalgo F, Silva R, Ribeiro JC, Santos R, 

Carvalho J, et al. Relationships between physical 

activity, obesity and meal frequency in 

adolescents. Ann Hum Biol. 2008;35:1–10. 

4- International obesity task force 

(IOTF) Estimating the association between 

overweight and risk of disease. The global 

epidemic, diabetes and obesity. Available 
from: www.iaso. org/iotf.  

5- T.C. Sağlık Bakanlığı, Temel Sağlık Hizmetleri 

Genel Müdürlüğü Türkiye Obezite ile Mücadele 

ve Kontrol Programı. 2009. Erişim 

adresi: www.saglik.gov.tr. [Erişim tarihi: 31 

Mayıs 2014]. 

6- DeJong CS, van Lenthe FJ, van der Horst K, 

Oenema A. Environmental and cognitive 

correlates of adolescent breakfast 

consumption. Prev Med. 2009;48:372–377.  

7- Karacabey K. The effect of exercise on leptin, 
insulin, cortisol and lipid profiles in obese 

children. J Int Med Res. 2009;37:1472–1478.  

8- Eker HH, Taşdemir M, Mercan S, et al. Obesity 

in adolescents and the risk factors. Turk J Phys 

Med Rehabil. 2017;64(1):37-45. Published 2017 

Apr 5. doi:10.5606/tftrd.2018.1402 

9- Reilly JJ, Methven E, McDowell ZC, Hacking B, 

Alexander D, Stewart L, Kelnar CJ: Health 

http://www.iaso.org/iotf
http://www.saglik.gov.tr/


IAJPS 2024, 11 (01), 33-41            Zainab Abdullah Al Mahfoodh et al                  ISSN 2349-7750 

 

 w w w . i a j p s . c o m  
 

Page 39 

consequences of obesity. Arch Dis Child. 2003, 

88: 748-752. 10.1136/adc.88.9.748. 
10- Singh AS, Mulder C, Twisk JW, van Mechelen 

W, Chinapaw MJ: Tracking of childhood 

overweight into adulthood: a systematic review 

of the literature. Obes Rev. 2008, 9: 474-488. 

10.1111/j.1467-789X.2008.00475.x. 

doi:10.1111/j.1467-789X.2008.00475 

11- Chen X, Wang Y: Tracking of blood pressure 

from childhood to adulthood: a systematic 

review and meta-regression analysis. Circulation. 

2008, 117: 3171-3180. 

10.1161/CIRCULATIONAHA.107.730366. 

12- Dulskiene V, Kuciene R, Medzioniene J, Benetis 
R. Association between obesity and high blood 

pressure among Lithuanian adolescents: a cross-

sectional study. Italian Journal of 

Pediatrics, 2014;40(1), 1-10. 

13- Kovacs VA, Gabor A, Fajcsak Z, Martos E: Role 

of waist circumference in predicting the risk of 

high blood pressure in children. Int J Pediatr 

Obes. 2010, 5: 143-150. 

10.3109/17477160903111771. 

doi:10.3109/17477160903111771 

14- Guo X, Zheng L, Li Y, Yu S, Zhou X, Wang R, 
Zhang X, Sun Z, Sun Y: Gender-specific 

prevalence and associated risk factors of 

prehypertension among rural children and 

adolescents in Northeast China: a cross-sectional 

study. Eur J Pediatr. 2013, 172: 223-230. 

10.1007/s00431-012-1873-7. 

doi:10.1007/s00431-012-1873-7 

15- Zhang CX, Shi JD, Huang HY, Feng LM, Ma J: 

Nutritional status and its relationship with blood 

pressure among children and adolescents in 

South China. Eur J Pediatr. 2012, 171: 1073-

1079. 10.1007/s00431-012-1684-x. 
doi:10.1007/s00431-012-1684-x 

16- Lu X, Shi P, Luo CY, Zhou YF, Yu HT, Guo 

CY, Wu F: Prevalence of hypertension in 

overweight and obese children from a large 

school-based population in Shanghai, China. 

BMC Public Health. 2013, 11: 13-24. 

doi:10.1186/1471-2458-13-24 

17- Flores-Huerta S, Klünder-Klünder M, Reyes de 

la Cruz L, Santos JI: Increase in body mass index 

and waist circumference is associated with high 

blood pressure in children and adolescents in 
Mexico city. Arch Med Res. 2009, 40: 208-215. 

10.1016/j.arcmed.2009.02.009. 

doi:10.1016/j.arcmed.2009.02.009 

18- Abolfotouh MA, Sallam SA, Mohammed MS, 

Loutfy AA, Hasab AA. Prevalence of elevated 

blood pressure and association with obesity in 

egyptian school adolescents. Int J Hypertens. 

2011;2011:952537. Published 2011 Mar 8. 

doi:10.4061/2011/952537 
19- Benjamin EJ, Blaha MJ, Chiuve SE, et al; 

American Heart Association Statistics 

Committee and Stroke Statistics Subcommittee. 

Heart disease and stroke statistics-2017 update: a 

report from the American Heart Association 

[published correction appears in Circulation. 

2017;135(10):e646; Circulation. 

2017;136(10):e196]. Circulation. 

2017;135(10):e146–e603 

20- Shen W, Zhang T, Li S, et al. Race and sex 

differences of long-term blood pressure profiles 

from childhood and adult hypertension: the 
Bogalusa Heart Study. Hypertension. 

2017;70(1):66–74 

21- Theodore RF, Broadbent J, Nagin D, et al. 

Childhood to Early-Midlife Systolic Blood 

Pressure Trajectories: Early-Life Predictors, 

Effect Modifiers, and Adult Cardiovascular 

Outcomes. Hypertension. 2015;66(6):1108–1115 

22- Kaelber DC, Liu W, Ross M, et al; Comparative 

Effectiveness Research Through Collaborative 

Electronic Reporting (CER2) Consortium. 

Diagnosis and medication treatment of pediatric 
hypertension: a retrospective cohort 

study. Pediatrics. 2016;138(6):e20162195 

23- Din-Dzietham R, Liu Y, Bielo MV, Shamsa F. 

High blood pressure trends in children and 

adolescents in national surveys, 1963 to 

2002. Circulation. 2007;116(13):1488–1496 

24- Skinner AC, Perrin EM, Moss LA, Skelton JA. 

Cardiometabolic risks and severity of obesity in 

children and young adults. N Engl J Med. 

2015;373(14):1307–1317 

25- Falkner B. Recent clinical and translational 

advances in pediatric 
hypertension. Hypertension. 2015;65(5):926–931 

26- Flynn JT, Mitsnefes M, Pierce C, et al; Chronic 

Kidney Disease in Children Study Group. Blood 

pressure in children with chronic kidney disease: 

a report from the Chronic Kidney Disease in 

Children study. Hypertension. 2008;52(4):631–

637 

27- Baker-Smith CM, Flinn SK, Flynn JT, et al. 

Diagnosis, Evaluation, and Management of High 

Blood Pressure in Children and 

Adolescents. Pediatrics. 
2018;142(3):e20182096. doi:10.1542/peds.2018-

2096 

28- Sartorius B, Veerman LJ, Manyema M, Chola L, 

Hofman K. Determinants of obesity and 

associated population attributability, South 

Africa: empirical evidence from a national panel 

survey, 2008-2012. PLoS One. 

2015;10(6):e0130218. 



IAJPS 2024, 11 (01), 33-41            Zainab Abdullah Al Mahfoodh et al                  ISSN 2349-7750 

 

 w w w . i a j p s . c o m  
 

Page 40 

29- GBD Obesity Collaborators; Afshin A, 

Forouzanfar MH, et al. Health effects of 
overweight and obesity in 195 countries over 25 

years. N Engl J Med. 2017;377(1):13–27. 

30- Bhaskaran K, dos-Santos-Silva I, Leon DA, 

Douglas IJ, Smeeth L. Association of BMI with 

overall and cause-specific mortality: a 

population-based cohort study of 3·6 million 

adults in the UK. Lancet Diabetes Endocrinol. 

2018;6(12):944–953. 

31- Global BMI Mortality Collaboration, Di 

Angelantonio E, Bhupathiraju S, et al. Body-

mass index and all-cause mortality: individual-

participant-data meta-analysis of 239 prospective 
studies in four continents. Lancet. 

2016;388(10046):776–786. 

32- Aune D, Sen A, Prasad M. BMI and all cause 

mortality: systematic review and non-linear 

dose-response meta-analysis of 230 cohort 

studies with 3·74 million deaths among 30·3 

million participants. BMJ. 2016;353:2156. 

33- Badan Penelitian dan Pengembangan Kesehatan. 

Riset Kesehatan Dasar 2013. [internet]. Accessed 

July 10, 2019. Updated March 11, 

2014. http://labdata.litbang.kemkes.go.id/images/
download/laporan/RKD/2013/Laporan_riskesdas

_2013_final.pdf 

34- Raj M, Kumar K. Obesity in children and 

adolescents. Indian J Med Res. 

2010;132(5):598–607. 

35- Rachmi CN, Li M, Alison Baur L. Overweight 

and obesity in Indonesia: prevalence and risk 

factors – a literature review. Public Health. 

2017;147:20–29. 

36- Muntner P, He J, Cutler JA, et al. Trends in 

blood pressure among children and 

adolescents. JAMA. 2004;291:2107–13. 
37- Weiss R, Dziura J, Burgert TS, et al. Obesity and 

the metabolic syndrome in children and 

adolescents. N Engl J Med. 2004;350:2362–74. 

38- Falkner B, Gidding SS, Ramirez-Garnica G, et 

al. The relationship of body mass index and 

blood pressure in primary care pediatric 

patients. J Pediatr. 2006;148:195–200. 

39- Torrance B, McGuire KA, Lewanczuk R, 

McGavock J. Overweight, physical activity and 

high blood pressure in children: a review of the 

literature. Vasc Health Risk Manag. 
2007;3(1):139-149. 

40- Sorof JM, Lai D, Turner J, et al. Overweight, 

ethnicity, and the prevalence of hypertension in 

school-aged children. Pediatrics. 2004;113:475–

82. 

41- Paradis G, Lambert M, O’Loughlin J, et al. 

Blood pressure and adiposity in children and 

adolescents. Circulation. 2004;110:1832–8. 

42- Neeland IJ, Gupta S, Ayers CR, et al. Relation of 

regional fat distribution to left ventricular 
structure and function. Circ Cardiovasc Imaging. 

2013;6(5):800-807. 

doi:10.1161/CIRCIMAGING.113.000532 

43- Maenhaut N, Van de Voorde J. Regulation of 

vascular tone by adipocytes. BMC 

medicine, 2011;9, 1-12. 

44- Impairment of Flow-Sensitive Inwardly 

Rectifying K + Channels via Disruption of 

Glycocalyx Mediates Obesity-Induced 

Endothelial Dysfunction. Available online: 

https://oce-ovid-

com.ezsecureaccess.balamand.edu.lb/article/000
43605-202009000-00031/HTML 

45- Kotsis V, Jordan J, Micic D, et al. Obesity and 

cardiovascular risk: a call for action from the 

European Society of Hypertension Working 

Group of Obesity, Diabetes and the High-risk 

Patient and European Association for the Study 

of Obesity: part A: mechanisms of obesity 

induced hypertension, diabetes and dyslipidemia 

and practice guidelines for treatment. J 

Hypertens. 2018;36(7):1427-1440. 

doi:10.1097/HJH.0000000000001730 
46- Nagae A, Fujita M, Kawarazaki H, Matsui H, 

Ando K, Fujita T. Sympathoexcitation by 

oxidative stress in the brain mediates arterial 

pressure elevation in obesity-induced 

hypertension. Circulation. 2009;119(7):978-986. 

doi:10.1161/CIRCULATIONAHA.108.824730 

47- Aucott L, Poobalan A, Smith WC, et al. Effects 

of weight loss in overweight/obese individuals 

and long-term hypertension outcomes: a 

systematic review. Hypertension 2005;45:1035-

41. 

48- Jensen MD, Ryan DH, Apovian CM, et al. 2013 
AHA/ACC/TOS guideline for the management 

of overweight and obesity in adults: a report of 

the American College of Cardiology/American 

Heart Association Task Force on Practice 

Guidelines and The Obesity Society. Circulation 

2014;129:S102-38. 

49- Greenway FL. Physiological adaptations to 

weight loss and factors favouring weight regain. 

Int J Obes (Lond) 2015;39:1188-96. 

50- Apovian CM, Aronne LJ, Bessesen DH, et al. 

Pharmacological Management of Obesity: An 
Endocrine Society Clinical Practice Guideline. J 

Clin Endocrinol Metab 2015;100:342-62. 

51- Saunders KH, Umashanker D, Igel LI, et al. 

Obesity Pharmacotherapy. Med Clin North Am 

2018;102:135-48. 

52- Cohen JB, Gadde KM. Weight Loss Medications 

in the Treatment of Obesity and Hypertension. 

Curr Hypertens Rep 2019;21:16. 

http://labdata.litbang.kemkes.go.id/images/download/laporan/RKD/2013/Laporan_riskesdas_2013_final.pdf
http://labdata.litbang.kemkes.go.id/images/download/laporan/RKD/2013/Laporan_riskesdas_2013_final.pdf
http://labdata.litbang.kemkes.go.id/images/download/laporan/RKD/2013/Laporan_riskesdas_2013_final.pdf
https://oce-ovid-com.ezsecureaccess.balamand.edu.lb/article/00043605-202009000-00031/HTML
https://oce-ovid-com.ezsecureaccess.balamand.edu.lb/article/00043605-202009000-00031/HTML
https://oce-ovid-com.ezsecureaccess.balamand.edu.lb/article/00043605-202009000-00031/HTML


IAJPS 2024, 11 (01), 33-41            Zainab Abdullah Al Mahfoodh et al                  ISSN 2349-7750 

 

 w w w . i a j p s . c o m  
 

Page 41 

53- Shariq OA, McKenzie TJ. Obesity-related 

hypertension: a review of pathophysiology, 
management, and the role of metabolic 

surgery. Gland Surg. 2020;9(1):80-93. 

doi:10.21037/gs.2019.12.03 

54- Booth HP, Prevost AT, Gulliford MC. Severity 

of obesity and management of hypertension, 

hypercholesterolaemia and smoking in primary 

care: population-based cohort study. J Hum 

Hypertens 2016;30:40-5. 

55- Koh KK, Quon MJ, Han SH, et al. Distinct 

vascular and metabolic effects of different 

classes of anti-hypertensive drugs. Int J Cardiol 

2010;140:73-81. 
56- Byrd JB, Brook RD. A critical review of the 

evidence supporting aldosterone in the etiology 

and its blockade in the treatment of obesity-

associated hypertension. J Hum Hypertens 
2014;28:3-9.  

57- Cooper-DeHoff RM, Wen S, Beitelshees AL, et 

al. Impact of abdominal obesity on incidence of 

adverse metabolic effects associated with 

antihypertensive medications. Hypertension 

2010;55:61-8. 

58- Welch WP, Yang W, Taylor-Zapata P, Flynn JT. 

Antihypertensive drug use by children: are the 

drugs labeled and indicated?. J Clin Hypertens 

(Greenwich). 2012;14(6):388-395. 

doi:10.1111/j.1751-7176.2012.00656.x 

 

 


