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Abstract
Background—Little is known about isolated systolic hypertension (ISH) in younger adults. We
examined the prevalence and determinants of ISH in this age group using the 1999-2004 National
Health and Nutrition Examination Surveys (NHANES) and made comparisons using data from
NHANES III (1988-1994).

Methods—5,685 adults aged 18-39 years and not on antihypertensive medications were analyzed.
Prevalence estimates of ISH and potential risk factors were estimated by age and sex. For comparison
of prevalence estimates with published reports of NHANES III data, age cutoffs (18-24, 25-34, and
35-44) by sex were also employed. A multivariate logistic regression model tested independent
determinants of ISH.

Results—ISH in young adults had a higher prevalence than systolic/diastolic hypertension (1.57 ±
0.23% vs. 0.93 ± 0.18%). ISH prevalence increased within the last decade particularly for males for
each respective age category [males (0.8% vs. 2.2%, 1.3% vs. 2.4%, 1.3% vs. 2.4%), females (0.0%
vs. 0.3%, 0.1% vs. 0.7%, 1.7% vs. 1.8%)]. On multivariate analysis, obesity (OR: 2.68, 95% CI:
(1.06, 6.77), male sex (OR: 2.19, 95% CI: (1.10, 4.37), education level less than high school (OR:
2.98, 95% CI: (1.10, 8.06), and current smoking (OR: 2.06, 95% CI: (1.03, 4.11) were characteristics
independently associated with higher odds of ISH among young adults. Relative increases in
prevalence between the surveys were noted for current smoking (24.3% vs. 51.5%), obesity (33.9%
vs. 42.7%) and low educational level (18.4% vs. 38.6%).

Conclusions—ISH among young adults is increasing in prevalence, and is more common than
systolic/diastolic hypertension. Obesity, smoking, and low socioeconomic status appear to be
important determinants of ISH among young adults and have all increased over the last decade.
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Isolated systolic hypertension (ISH), defined as systolic blood pressure (SBP) ≥140 mm Hg
and diastolic blood pressure (DBP) <90 mm Hg,1 is often characterized as a phenomenon of
aging because SBP, unlike DBP, increases with age in response to increasing arterial stiffness
and losses in arterial compliance particularly after the age of 40.2, 3 In younger subjects there
has been an increasing interest in the occurrence of ISH, which is thought to have a different
mechanism than ISH of the elderly.4 Risk factors for ISH may differ between young adults
and the elderly, but findings from previous studies examining this question are inconclusive.
The onset of hypertension during early adulthood warrants particular concern as even slight
elevations in SBP during early adulthood increase one’s risk for further cardiovascular disease
(CVD) morbidity in later life.1, 5 Furthermore, studies of hypertension among young adults
have found associations with structural changes in the heart including increases in left
ventricular wall thickness, left ventricular mass and higher prevalence of left ventricular
hypertrophy.6

Prior prevalence estimates of ISH in adults 40 years old or younger vary dramatically, ranging
from less than 2%,7, 8 to over 16%9 in cohorts limited to males. Estimates for the prevalence
of ISH among younger women, although limited, suggest that ISH may be less common among
females in this age group.7, 10, 11 Moreover, the use of different definitions for ISH
(160/95mmHg, 160/90mmHg, 140/90mmHg) and inconsistent age cutoffs between studies
have not only limited available data on overall ISH prevalence, but also make comparison
across studies difficult. The existing prevalence estimates of ISH in the U.S. young adult
population are based on the third National Health and Nutrition Examination Survey
(NHANES III, 1988-1994)2, 10, 12 and do not reflect changes in the prevalence or distribution
of correlated risk factors that occurred during the last decade. While ISH prevalence among
young adults may actually be more common in more recent NHANES surveys, updated
prevalence estimates by hypertensive subtype are not available. Risk factors for ISH such as
obesity have become more prevalent in the U.S. than in the international settings of similar
studies (e.g. United Kingdom,11 Netherlands,9 Korea7) and would be expected to influence the
prevalence of ISH in the U.S.; however, earlier U.S.-based studies have not examined the
distribution of known CVD hypertension risk factors in young adults with ISH.

The availability of data from the NHANES 1999-2004 affords the opportunity to examine ISH
among adults ages 18 to 39 before and after accounting for traditional and non-traditional
characteristics previously shown to be associated with hypertension among older adults, such
as sex, race/ethnicity, and socioeconomic status.

METHODS
Study Population

The NHANES 1999-2000, NHANES 2001-2002 and NHANES 2003-2004 (Demographic
Questionnaire and Examination files) public-use data files were used for this study. These
surveys assessed the health status of a nationally representative sample of the civilian non-
institutionalized U.S. population, selected through a stratified multistage probability sampling
design. Full descriptions of the sample design in NHANES 1999-2000, NHANES 2001-2002
and NHANES 2003 -2004 have been reported elsewhere.13

Our analysis pools six years (1999-2004) of NHANES data, which is comparable to NHANES
III (1988-1994). The stratified, multistage probability cluster sampling design used in
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NHANES 1999-2000 was very similar to the ones used in NHANES 2001-2002 and NHANES
2003 -2004. For the six-year survey estimate, a six-year weight was created by assigning 2/3
of the four-year weight for 1999-2002 and by assigning 1/3 of the two-year weight for
2003-2004 in accordance with the NCHS Analytic and Reporting Guidelines.14

NHANES 1999-2000, NHANES 2001-2002 and NHANES 2003-2004 examined a total of
9,965, 11,039 and 10,122 persons, respectively, one month of age or older (85 years of age
was adjudicated to persons 85 years of age or older). Out of these, 5,733, 6,327 and 5,926
persons were 17 years of age or older in the NHANES 1999-2000, NHANES 2001-2002 and
NHANES 2003-2004, respectively, for a total of 17,986. Of 7,091 adults aged 18 to 39 years,
734 individuals with incomplete SBP or DBP measurements and 123 individuals who reported
antihypertensive medication use were excluded from the final analysis. Treated hypertensives
were excluded from our analysis since once on treatment accurate classification of hypertension
subtypes is not possible. Individuals not belonging to the major racial/ethnic categories of non-
Hispanic white, non-Hispanic black, or Mexican-American (n=549) were also excluded,
yielding a final sample of 5,685. To analyze differences in the prevalence of ISH and
distribution of CVD risk factors over time, the 1999-2004 data were compared to NHANES
III using the same population inclusion and exclusion criteria.

Blood Pressure and Hypertension Assessment
BP measurements were collected by trained physicians in accordance with the
recommendations of the American Heart Association Human Blood Pressure Determination
by Sphygmomanometers.15 Mid-arm circumference was measured for each participant prior
to BP measurement for appropriate cuff size selection. Three and sometimes four consecutive
right arm BP determinations were taken using a mercury sphygmomanometer after the subject
had rested quietly in a sitting position for 5 minutes and the examiner determined the maximum
inflation level.16 The cuff was deflated at a constant rate of 2 mm/s, and Korotkoff I and V
sounds were obtained for the determination of SBP and DBP, respectively.17

The SBP and DBP values quoted in this study represent averages reported to the examinee.
Consistent with World Health Organization conventions (1999) and the seventh Joint National
Commission guidelines18, hypertension was defined as SBP ≥140mmHg or DBP ≥ 90mmHg.
Hypertension subtypes in the analysis include: ISH, defined as SBP ≥140mmHg and DBP
<90mmHg; isolated diastolic hypertension (IDH), defined as SBP <140mmHg and DBP
≥90mmHg; and systolic-diastolic hypertension (SDH), defined as SBP ≥140 mmHg and DBP
≥90 mmHg.

Baseline examination
Race/ethnicity was self-reported in the NHANES Demographic component. The analytic
sample includes Mexican Americans, non-Hispanic whites, and non-Hispanic blacks. The
results for the “other race – including multiracial” and “other Hispanic” groups were not
included in the total sample analyses because of the heterogeneity of these categories. Three
income variables were created using reported total family income: $19,999 or less, $20,000 -
$34,999, and $35,000 or more. Sex and education categories follow the response choices in
the Demographic questionnaire. Insured participants reported having health insurance or other
type of health care plan at the time of the survey.

The NHANES included questions about smoking, alcohol consumption, and physical activity.
Smoking status was derived from two questions in both surveys, “Do you smoke cigarettes
now?” and “Have you smoked at least 100 cigarettes in your entire life?” Smoking status was
defined as current smokers (subjects who answered “Yes” to both questions), former smokers
(subjects who answered “No” to the first question and “Yes” to the second question), and never
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smokers (subjects who answered “No” to both questions). Alcohol status was dichotomized
based on the question, “In any one year, have you had at least 12 drinks of any type of alcoholic
beverage?” Individuals identified as physically active answered “Yes” to the question, “Over
the past 30 days, did you do any vigorous activities for at least 10 minutes that caused heavy
sweating, or large increases in breathing or heart rate?” Body Mass Index (BMI) was
categorized in accordance with the National Institutes of Health Guidelines on Overweight and
Obesity.19 Non-overweight individuals are those with a BMI < 25 kg/m2; individuals with a
BMI between 25 kg/m2 and 30 kg/m2 are overweight, while individuals with a BMI of 30 kg/
m2 or greater are obese. High total cholesterol (≥240 mg/dL) was defined in accordance with
the National Institutes of Health Report on the Detection, Evaluation, and Treatment of High
Blood Cholesterol in Adults.19

Data on diabetes and health insurance were obtained through self-report. To determine diabetes
status, participants were dichotomized according to the question, “Have you ever been told by
a doctor that you have diabetes?”

Statistical Analysis
Crude prevalences of ISH, IDH, and SDH are presented. A separate analysis examined
hypertension subtype prevalence by age group and BMI category. Subjects with ISH were
compared to individuals belonging to other hypertensive subtypes by CVD risk factors and
other sociodemographic and physiologic characteristics. Within-group comparisons among
those with ISH by sex were also performed. NHANES III data were also analyzed to contrast
CVD risk factor distributions among those with ISH to individuals with ISH in NHANES
1999-2004. We present average values of BP indices including SBP, DBP, and pulse pressure
(PP) to characterize ISH in the study population. To determine significant differences, Chi-
square (discrete variables) and t-tests (continuous variables) were used.

Multiple logistic regression was used to estimate the strength of the association of selected
characteristics and hypertension risk factors with the prevalence of ISH. Although neither
physical activity level nor family history of hypertension exhibited a univariate association
with ISH, they were included in our multiple regression model based on previous research
showing their independent association with hypertension. Because some of the risk factors and
the outcomes are differently distributed by sex, interactions between sex and age, race/
ethnicity, and BMI were tested in the final model. The number of records included in the
analyses varied depending on the covariates included in the model.

Data management procedures were carried out with SAS20 and the statistical analyses were
conducted using SUDAAN to generate population estimates based on NHANES sampling
weights.21 SUDAAN takes into account the complex sampling design yielding unbiased
standard error estimates. Sample sizes included in Table 1 were unweighted. However,
estimates for means, proportions, standard errors, and ORs with their 95 percent (%) confidence
intervals (CI) presented in Tables 1, 2 and 3 were weighted. For all analyses, a p value of ≤
0.05 was considered statistically significant.

RESULTS
Prevalence of Hypertension Subtypes

Of the 5,685 subjects aged 18-39 in the NHANES 1999-2004 sample, 90 (1.57% ± 0.23) had
blood pressure readings consistent with the clinical definition of ISH. The overall crude
prevalence of ISH in the study population was 2.23% in males and 0.92% in females (p= 0.004).
The overall prevalence of IDH and SDH in this population was 2.66% ± 0.36 and 0.93% ±
0.18, respectively. The prevalence of each hypertension subtype was consistently higher among
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males. ISH, IDH, and SDH prevalence generally rose by increasing age group and BMI, except
for ISH prevalence in males, which was higher in the 18-29 age group than in the 30-39 group,
and SDH prevalence in females, which fell in the BMI > 30 category. ISH was the most
common form of hypertension among males ages 18 to 29 in the study population. (Table 1)

The most recent U.S. estimates by hypertensive subtype, using NHANES III (1988-1994) data,
found the prevalence of ISH in males to be 0.8% for ages 18-24, 1.3% for ages 25-34, and
1.3% for ages 34-44. The results for females according to this age categorization were 0.0%,
0.1%, and 1.7%, respectively.10 For comparison of prevalence estimates, we analyzed the
NHANES 1999-2004 data employing similar age categorization and found the prevalence of
ISH among males to be 2.2% for ages 18-24, 2.4% for ages 25-34, and 2.4% for ages 34-44.
Similarly among females, the prevalence of ISH increased to 0.3%, 0.7%, and 1.8% per the
respective age categories. We performed a separate analysis to estimate the prevalence of ISH
among adults ages 18-39 in NHANES III. The prevalence of ISH among young adults has
more than doubled between the NHANES III and 1999-2004 surveys (0.66% vs. 1.57%)
(Figure 1).

Characteristics of Study Participants
Table 2 presents the distribution of selected characteristics overall and by hypertensive subtype.
In general, the majority of participants were non-Hispanic white (73.2%), completed education
beyond high school (52.4%), and reported an annual household income of at least $20,000
(72.5%). The distribution of CVD risk factors supports the low prevalence of hypertension in
the overall sample. Only 10% of participants had high cholesterol, approximately 1% were
diabetic, and over half had never smoked. One-quarter of individuals had no form of health
insurance coverage. Average total cholesterol values for the overall study population were
within normal ranges. Approximately fifty-five percent of the participants were overweight or
obese.

Individuals with ISH differed significantly from the rest of the sample by mean blood pressure
indices, height, weight, and BMI. Compared to IDH and SDH, individuals with ISH were
significantly younger (p=0.007), and had higher mean weight and proportion of males when
compared to normotensives. In contrast with both other subtypes and normotensives,
individuals with ISH differed by smoking status, health insurance coverage, income, and
educational attainment. Significant differences among those with ISH were observed in the
distribution of sex (p=0.004), race/ethnicity (p=0.04), annual household income (p=0.05),
education level (p=0.03), health insurance coverage (p=0.008), and smoking status (p=0.01).

Characteristics Based on Age Group and Sex
Although the overall prevalence of ISH was higher among males (p= 0.004), statistically
significant differences by sex among individuals with ISH were limited to mean age, weight,
and height. Males with ISH were, on average, taller (176.6 cm ± 1.0 vs. 161.4 cm ± 1.4;
p<0.001), heavier (92.0 kg ± 2.8 vs. 79.1 kg ± 5.5; p=0.04), and younger (28.0 years ± 0.8 vs.
32.7 years ± 1.4; p=0.004) than females with ISH. Mean BMI, and distribution by BMI
categories, did not vary significantly by sex.

Compared to individuals in the 18-29 age group, the ISH 30-39 age group had significantly
higher DBP, significantly lower PP, a larger proportion of non-Hispanic blacks and Mexican-
Americans, more current smokers, and more individuals who were overweight or obese.
Individuals with ISH in the 18-29 age group, in contrast with the 30-39 age group, had a higher
degree of alcohol consumption, were more likely to report a family history of hypertension or
stroke, a larger proportion who completed education beyond high school, and had significantly
lower household incomes. While the 18-29 group was predominantly male (83.70% ± 5.85),
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ISH in the 30-39 age group approached an even distribution by gender (56.59% ± 8.48 male).
Among those with IDH, the older age group had higher DBP and more were physically inactive,
whereas more individuals in the younger age group never smoked. Unlike ISH, the distributions
of sociodemographic indices in IDH were similar across age groups. Among those with SDH,
the older age group had a higher mean BMI, larger proportion of overweight/obese individuals
and a higher percentage of non-Hispanic blacks, while individuals in the SDH 18-29 age group
were more likely to be current smokers. (Data not shown)

Characteristics Based on Hypertensive Subtype
A separate analysis was performed comparing individuals with ISH to other hypertensive
subtypes (IDH and SDH), and to those with normotensive status (Table 2). Compared to both
normotensive and other hypertensive individuals, individuals with ISH were more likely to
smoke, report a lower household income, have no form of health insurance coverage, and not
have completed high school.

When compared to normotensives, participants with ISH were heavier, had a higher mean BMI,
and notably higher mean DBP (76.2mmHg ± 1.3 vs. 68.2mmHg ± 0.2, p<0.001) and were more
likely to be male. Individuals with ISH were not significantly taller than either normotensives
or individuals with IDH and SDH. When compared to other hypertensives, participants with
ISH were significantly younger (29.5 years ± 0.8 vs. 32.1 years ± 0.7; p<0.001) and more likely
to be non-Hispanic black.

Factors Associated with ISH in Multivariate Analysis
Income, non-Hispanic black race/ethnicity, and absence of health insurance coverage were
associated with ISH only in the unadjusted analysis. Height was not associated with ISH risk
in crude regression analysis (p= 0.57). We found robust associations between male sex, BMI
> 30, current smoking, and education less than high school with ISH as shown in Table 3.
Males were more than twice as likely as females to have ISH, before and after controlling for
other sociodemographic and CVD risk characteristics. Obese individuals were almost three
times as likely as individuals with a BMI < 25 to have ISH in the unadjusted and adjusted
models. Current smokers were more than twice as likely as non-smokers to have ISH in both
analyses. Individuals with an educational level of less than high school exhibited the greatest
risk for ISH in both the unadjusted and multivariable models. Physical activity did not show
a significant association with ISH in either unadjusted or adjusted models. Tests for interaction
between gender and BMI (p=0.21), gender and age (p= 0.08) and gender and race/ethnicity
(p=0.57) were not statistically significant using the Wald F test.

Figure 2 shows a comparison of weighted prevalence estimates of factors in NHANES III and
NHANES 1999-2004 associated with ISH in the current multivariate analysis. In a comparison
of young adults with ISH in both surveys, there has been a relative increase in prevalence of
adverse socioeconomic indices such as low educational level and uninsured status as well as
increases in traditional cardiovascular risk factors such as smoking and obesity. The largest
relative increase between surveys was the prevalence of current smoking among young adults,
with more than twice as many smokers in the more recent NHANES (51.6% vs. 24.3%).

DISCUSSION
A limited amount of U.S. population data has been previously available about the prevalence
of ISH in the young.2, 10, 12 Using the most recent U.S. population estimates, this study suggests
that ISH may affect over one million adults ages 18 to 39. The weighted prevalence of ISH in
the U.S. between 1999 and 2004 was 1.57%, corresponding to over 1.1 million (95% CI: 0.95
million to 1.3 million) individuals ages 18 to 39 using NHANES weighted population
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estimates. ISH is more common among young adults in our study than SDH. Furthermore, we
show that the rates of ISH in the young, by age group and sex, have nearly doubled in almost
every category in the decade between NHANES III and NHANES 1999-2004, and the overall
prevalence of ISH among adults ages 18 to 39 has more than doubled between these surveys.
The results also illustrate that while the overall prevalence of ISH is significantly higher among
young adult males, the prevalence of ISH increases with age among young females. Our data
also illustrate for the first time that cardiovascular risk factors as well as socioeconomic indices
are independent determinants of ISH among young adults. Obesity, male sex, smoking, and
low educational level were each associated with higher odds of ISH in our study population of
young adults. Furthermore, we show that these risk factors have become more prevalent among
young adults with ISH in the U.S. over the last decade.

Obesity affects more than one-third of adult Americans.22 It is not uncommon to see obese
individuals with concomitant hypertension. In our cohort, obesity as defined by a BMI > 30kg/
m2, was significantly associated with a higher risk of ISH among young adults. Increased blood
viscosity is associated with obesity and might, by increasing the rheological component of
peripheral resistance, contribute to obesity-associated changes in arterial blood pressure.23

Body fat has been shown to be a strong predictor of aortic stiffness in both young and older
adults24, which may account for the isolated elevation in SBP among obese young adults.

Young adult males are shown in the current study to have an increased risk for ISH. Recent
study also shows that teen boys are more likely to develop higher SBP levels as they get older
than teen females.25 Male sex may confound previously reported associations between height
and ISH.4, 9 Increases in body height have been positively correlated with systolic pressure
amplification and elevated peripheral systolic pressure.26 In our sex-specific analysis, males
were on average taller than females and are more likely to have elevated brachial SBP.
However, height was not associated with ISH risk in our crude regression analysis and
individuals with ISH were not significantly taller than either normotensives or individuals with
IDH and SDH. Our results suggest that male sex, and not height, is a more significant
determinant of ISH among young adults.

This study finds young adults with ISH are more likely to be current smokers than
normotensives or other hypertensives, even though the association between smoking and ISH
has been inconsistent in prior studies.7, 27 Both crude and adjusted regression analyses
demonstrated a robust independent association between ISH and smoking. The persistent
association between smoking and ISH risk supports a growing body of research about the
effects of smoking on arterial compliance suggesting that smoking elevates SBP by increasing
arterial stiffness, even among younger adults.11, 27, 28

Individuals with ISH had significantly greater disparities in socioeconomic factors including
lower household income, lower educational attainment, and lack of health insurance. These
socioeconomic factors may be particular to this age group compared to older adults. Such
disparities may limit a young adult’s healthcare access, influence their risk of being overweight
or obese, and can inhibit management of co-morbidities associated with ISH.29 On multivariate
analyses including all socioeconomic indices in our regression model (income, education, and
insurance coverage), only educational status was independently associated with a three-fold
increased risk of ISH among young adults. Prior studies document an association between
educational level and hypertension risk.29-31 This study extends these prior associations to the
specific group of ISH in young adults. Causal mechanisms between socioeconomic status and
hypertension among younger adults may be the same as those speculated for overall older
hypertensives (i.e. - dietary factors, obesity, increased stress, differences in lifestyles and
behavior patterns) but this will require further investigation.
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Hypertension is known to be more common among non-Hispanic blacks in the U.S. when
compared to non-Hispanic whites.18 Prior studies correspond to essential hypertension and not
to ISH, particularly among this age group of young adults, so direct comparison to our results
is difficult. However, prior studies had not looked at race/ethnicity as a determinant of ISH32

and we now provide some insight regarding this. Young adults of non-Hispanic black race/
ethnicity had significantly higher odds of ISH relative to non-Hispanic whites in our unadjusted
regression analysis. However, after controlling for other variables in our adjusted model, non-
Hispanic black race/ethnicity was no longer associated with elevated ISH risk. Non-Hispanic
black adults typically have higher blood pressure and tend to develop hypertension earlier than
non-Hispanic whites33 so it is entirely plausible that non-Hispanic black young adults have
more ISH. However, the association between non-Hispanic black race/ethnicity and ISH may
be confounded or mediated by other factors and have diminished particularly because our full
model also controlled for socioeconomic factors that differ by race/ethnicity (income,
education, and insurance coverage).

Strengths and Limitations
The strengths of this study include a relatively large, nationally-representative, sample of young
adults with ISH, including females, which can be weighted to U.S. population estimates on the
basis of the complex NHANES survey design. The 1999-2004 pooled sample provides six
years of data and use of the most recent NHANES at the time of this study. The study population
is also limited to adults ages 18-39 to emphasize characteristics and risk factors specific to a
younger adult population.

Despite these strengths, there are a few limitations pertaining to the use of the NHANES data
for our study. First, the NHANES data is cross-sectional and therefore cannot be used to draw
causal inferences about relationships between ISH and the characteristics presented in this
study. Second, despite the pooling of data from three NHANES surveys, the number of women
with ISH in the analytic sample is relatively small (n=29). This small sample limits the power
of our multivariable regression to detect sex differences in risk of ISH and may explain why
we failed to detect differences in the distribution of risk factors between men and women with
ISH in our separate sex analysis. Third, the data on alcohol consumption, smoking, physical
activity, and family history of hypertension are based on self-report with the possibility of
misclassification of exposure. However, this bias, if non-differential, would be expected only
to lead to an underestimation of the association between ISH and these risk factors.

This study illustrates that although individuals with ISH met diagnostic guidelines for normal
DBP (<90mmHg), on average, their mean DBP was significantly higher than normotensives
by almost 10mmHg. Individuals with ISH in this study population differ from normotensives
by both higher SBP and DBP, which may bias risks based on elevated SBP towards the null.
Thus pulse pressure should be an important consideration in identifying ISH as this measure
is less sensitive to categorical cut-offs for hypertension. The clinical definitions of ISH and
IDH should, in theory, yield individuals with higher mean pulse pressure than either
normotensives or those with SDH. This remains to be tested in future studies.

Ambulatory BP was not measured in the NHANES and may provide a more accurate diagnostic
tool for ISH.34 White coat hypertension, which is more prevalent in younger adults and has
strong associations with obesity, may influence clinical identification of ISH.35, 36 White coat
hypertension may have accentuated our association between ISH and obesity as well as
possibly helping to overstate the prevalence of ISH in this population. However, this limitation
would also be true of any prior study of ISH among young adults. Use of ambulatory BP
monitoring in future studies may facilitate more accurate estimates of ISH in this study
population.
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Conclusions
ISH is more common than SDH among young adults in a nationally representative sample.
The prevalence of the ISH hypertension subtype has nearly doubled among young adults during
the last decade. This may reflect the observed increases over time in the prevalence of
cardiovascular risk factors found to be associated with ISH among young adults, particularly
obesity and smoking which are potentially modifiable co-morbidities.

The data also illustrate for the first time that socioeconomic factors are important determinants
of ISH risk among young adults. Further research is necessary to elucidate the mechanisms by
which socioeconomic factors affect ISH incidence among younger adults and whether
intervention on both the traditional and non-traditional risk factors identified can help stem the
apparent increasing prevalence of ISH among young adults.
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Figure 1.
Prevalence of ISH overall among adults ages 18-39 and contrast with published prevalence
estimates by sex and age group in the National Health and Nutrition Examination Survey
(NHANES) III and NHANES 1999-2004. Error bars represent 95% confidence intervals for
the overall estimate.
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Figure 2.
ISH risk factor prevalences among adults ages 18-39 in the National Health and Nutrition
Examination Survey (NHANES) III and NHANES 1999-2004.
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Table 3

Estimated unadjusted and adjusted odds ratios from logistic regressions of ISH by BMI, smoking, activity, and
other characteristics for adults ages 18-39, NHANES 1999-2004

Odds Ratio 95% CI Adjusted Odds
Ratio 95% CI

Age (per year) 1.02 (0.98, 1.06) 1.01 (0.96, 1.06)

BMI (kg/m2)

 < 25 (reference) 1.00 1.00

 25 - 30 1.95 (0.91, 4.18) 1.83 (0.78, 4.30)

 30+ 3.06 (1.31, 7.14) 2.68 (1.06, 6.77)

Smoking Status

 Current 2.56 (1.44, 4.53) 2.06 (1.03, 4.11)

 Former 1.52 (0.79, 2.95) 1.62 (0.77, 3.42)

 Never (reference) 1.00 1.00

Physical Activity

 Yes 0.83 (0.51, 1.33) 1.26 (0.70, 2.28)

 No (reference) 1.00 1.00

Gender

 Male 2.46 (1.42, 4.28) 2.19 (1.10, 4.37)

 Female (reference) 1.00 1.00

Race/Ethnicity

 Non-Hispanic White (reference) 1.00 1.00

 Non-Hispanic Black 2.52 (1.35, 4.70) 1.79 (0.77, 4.17)

 Mexican American 1.63 (0.78, 3.42) 0.78 (0.25, 2.44)

Annual Household Income (in USD)

 ≤ $19,999 1.89 (1.21, 2.95) 1.36 (0.77, 2.42)

 $20,000 - $34,999 1.06 (0.51, 2.17) 0.84 (0.36, 1.91)

 ≥$35,000 1.00 1.00

Education Level

 < High School 3.21 (1.58, 6.52) 2.98 (1.10, 8.06)

 High School 1.62 (0.81, 3.26) 1.39 (0.63, 3.10)

 > High School (reference) 1.00 1.00

Health Insurance

 Covered by health insurance 1.00 1.00

 Does not have health insurance 2.25 (1.36, 3.73) 1.38 (0.71, 2.68)

Family History of Hypertension/Stroke

 Yes 1.32 (0.75, 2.33) 1.29 (0.66, 2.49)

 No 1.00 1.00

N = 5,685. Statistics are weighted to population level using weights provided with the NHANES data; sample size is unweighted. NHANES, National
Health and Nutrition Examination Survey; BMI, Body Mass Index; ISH, isolated systolic hypertension.
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