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Abstract

Background

Recent studies have demonstrated that there is an association between prehypertension

and an increased risk of end-stage renal disease. However, there is conflicting evidence

regarding the relationship between prehypertension and chronic kidney disease (CKD).

This meta-analysis aimed to demonstrate the association between prehypertension and the

incidence of CKD and identify the impacts of gender and ethnic differences.

Methods

MEDLINE, EMBASE, Cochrane Library (from inception through March 2016) and article ref-

erence lists were searched for relevant studies regarding blood pressure and CKD. Blood

pressure (BP) measurements were classified as follows: optimal BP (less than 120/80

mmHg), prehypertension (120-139/80-89 mmHg) and hypertension (over 140/90 mmHg).

CKD was defined by estimated glomerular filtration rate (eGFR)<60 ml/min/1.73 m2 or pro-

teinuria. Two investigators independently extracted the data and assessed the quality of

studies enrolled in this meta-analysis using the Newcastle-Ottawa Scale (NOS). We per-

formed the meta-analysis using Stata/SE 12.0 (StataCorp LP). The random-effect models

were used in the heterogeneous analyses.

Results

After retrieving data from 4,537 potentially relevant articles, we identified 7 cohort studies

including 261,264 subjects, according to the predefined selection criteria. Five studies were

conducted in Mongolians from East Asia, and the other two studies were performed in Indo-

Europeans from Austria and Iran. The participants ranged in age from 20 to 89 years, and

the proportion of females ranged from 27.2% to 63.8%. The follow-up period ranged from 2

to 11 years. Compared with the optimal BP values, prehypertension showed an increased

risk of CKD (pooled RR = 1.28; 95% CI = 1.13–1.44; P = 0.000; I2 = 77.9%). In the sex-strati-

fied analysis, we found a similar trend in women (pooled RR = 1.29; 95% CI = 1.01–1.63;

P = 0.039; I2 = 76.1%) but not in men. This effect was observed only in Mongolians from
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East Asia (pooled RR = 1.37; 95% CI = 1.18–1.59; P = 0.000; I2 = 81.3%) and not in Indo-

Europeans.

Conclusions

Prehypertension is considered a potential cause of CKD. Gender and ethnic differences are

exhibited in this association.

Introduction
The high prevalence (10%-15%) of chronic kidney disease (CKD) is now recognized as a major
public health issue worldwide [1–3]. CKD is an independent risk factor of cardiovascular dis-
ease morbidity and mortality [4]. In developed countries, hypertension is the second leading
cause of end-stage renal disease (ESRD), which is the last stage of CKD. Prehypertension,
which was first described in the Seventh Report of the Joint National Committee on Preven-
tion, Detection, Evaluation, and Treatment of High Blood Pressure (JNC 7) [5], has attracted
increased attention from nephrologists. The relationship between prehypertension and the risk
of CKD is controversial, with conflicting results derived from different cohort studies [6–12].
The Ohasama Study from Japan demonstrated a significant association between prehyperten-
sion and the development of CKD in a general population. An opposite result was observed in
Iranian adults after a 10-year follow-up [6, 9]. The differences in the results of these studies
may be attributed to the different cohort samples, follow-up durations, and definitions of
CKD. Recently, a meta-analysis revealed that prehypertension is associated with an increased
risk of ESRD [13]. To the best of our knowledge, there is no systematic review on prehyperten-
sion (120-139/80-89 mmHg) and CKD. We conducted this systematic review and prospective
meta-analysis to evaluate the relationship between prehypertension and the incidence of CKD
(eGFR<60 ml/min/1.73 m2 or proteinuria). We aimed to focus on the early diagnosis and
treatment of prehypertension to prevent CKD.

Materials and Methods

Search Strategy
Literature searches were performed using MEDLINE, EMBASE and Cochrane Library from
inception through March 2016. The search terms included the following combinations of key-
words and synonyms regarding the association between prehypertension and chronic kidney dis-
ease: “blood pressure,” “prehypertension,” “pre-hypertension,” “prehypertensive,” “pre-
hypertensive,” “borderline hypertension,” “high normal blood pressure,” and “chronic kidney
disease,” “chronic kidney failure,” “chronic kidney insufficiency,” “chronic kidney dysfunction,”
“chronic renal disease,” “chronic renal failure,” “chronic renal insufficiency,” “chronic renal dys-
function,” “end stage renal disease,” “proteinuria,” and “albuminuria.” The syntax used for
PubMed is provided in Table 1, and the search strategies used for the other databases were simi-
lar, with the necessary adaptions made. There were no restrictions on language or publication
forms. Additionally, we manually searched the reference lists to identify relevant studies.

Selection Criteria
We formulated the study inclusion and exclusion criteria to collect eligible studies as previously
reported [13]. We selected cohort studies that discussed prehypertension, as defined by BP
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values ranging from 120/80 mmHg to 139/89 mmHg in participants aged�18 years. BP was
classified as optimal if the systolic BP was<120 mmHg and the diastolic BP was<80 mmHg,
and hypertension was defined with a BP over 140/90 mmHg. The outcome was CKD or
reported data eligible for CKD, as defined by an estimated glomerular filtration rate (eGFR)
<60 ml/min/1.73 m2 or proteinuria (�1+ using a dipstick). The estimated values of the odds
ratio (OR), risk ratio (RR) or hazard ratio (HR) and its 95% confidence interval (CI) were
reported. Other confounding factors, including cardiovascular risk factors such as age, sex, dia-
betes mellitus, body mass index and smoking, were adjusted. The following exclusion criteria
were used: (1) the study reported only age- and sex-adjusted RRs without other cardiovascular
risk factors; and (2) the data were extracted from the same cohort or from a secondary analysis.

Data Extraction and Quality Assessment
Two reviewers (Yang Li and Peng Xia) independently identified potentially relevant studies by
using the previously described search strategy. The titles and abstracts of each article were
reviewed to ascertain the inclusion criteria, and the full text was carefully reviewed if the con-
formity was unclear. The data were extracted according to a standardized form, and disagree-
ment was resolved by consensus when the data differed between the investigators. The
following study characteristics were extracted: country of origin, publication year, sample size,
gender, age, median follow-up time, prevalence of prehypertension, type of risk and adjusted
confounding factors. We assessed the quality of the studies using the Newcastle-Ottawa Scale
(NOS). In terms of study quality, the cohort studies were considered to be of fair (scores of
4–6) to good (scores of 7–9) quality.

Table 1. Search strategy for PubMed.

Step Syntax

#1 (blood pressure[MeSH Terms]) OR prehypertension[MeSH Terms]

#2 (prehypertension[Text Word]) OR pre-hypertension[Text Word]) OR prehypertensive[Text Word])
OR pre-hypertensive[Text Word]) OR borderline hypertension[Text Word]) OR high normal blood
pressure[Text Word]) OR blood pressure[Text Word]

#3 #1 OR #2

#4 (((Renal Insufficiency, Chronic[MeSH Terms]) OR Kidney Failure, Chronic[MeSH Terms]) OR
proteinuria[MeSH Terms]) OR albuminuria[MeSH Terms]

#5 (chronic kidney disease[Text Word]) OR chronic kidney failure[Text Word]) OR chronic kidney
insufficiency[Text Word]) OR chronic kidney dysfunction[Text Word]) OR chronic renal disease[Text
Word]) OR chronic renal failure[Text Word]) OR chronic renal insufficiency[Text Word]) OR chronic
renal dysfunction[Text Word]) OR end stage renal disease[Text Word]) OR proteinuria[Text Word])
OR albuminuria[Text Word]

#6 #4 OR #5

#7 #3 AND #6

#8 (risk factors[MeSH Terms]) OR risk factors[Text Word]

#9 #7 AND #8

#10 animals[MeSH Terms]

#11 humans[MeSH Terms]

#12 #10 NOT #11

#13 #9 NOT #12

#14 (epidemiologic studies[MeSH Terms]) OR cohort studies[MeSH Terms]

#15 (epidemiologic[Text Word]) OR observational[Text Word]) OR cohort[Text Word]) OR follow up[Text
Word]) OR longitudinal[Text Word]) OR prospective[Text Word]) OR retrospective[Text Word]

#16 #14 OR #15

#17 #13 AND #16

doi:10.1371/journal.pone.0156575.t001
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Data Analysis
The multivariate-adjusted outcome data (ORs, RRs, HRs and 95% CI) were transformed loga-
rithmically in each study. The I-squared statistic was used to test for heterogeneity, and the
studies were pooled using fixed effects models with low heterogeneity (I-squared<50%). Oth-
erwise, a random-effects model was used. We assessed the publication bias using Egger’s test.
The sensitivity analyses were conducted by omitting one study at a time to recalculate the
pooled RR. All of the analyses were performed using Stata, version 12.0 (StataCorp LP).

Results

Literature Search
A total of 6,942 articles were identified using the described search strategy. Fig 1 summarizes
the relevant study selection process. Approximately 2,405 duplicated records were removed. By
screening the titles and abstracts, 4,492 articles were excluded because they were not relevant.
After reading the full text of 45 articles, 10 articles were removed because they did not focus on
CKD, 22 records were excluded because they contained no information about prehypertension,
3 were removed because they did not compare prehypertension with normal blood pressure,
and the other 3 articles were excluded because they did not report 95% CI values (S1 Table).
Finally, 7 studies were included in our meta-analysis [6–12].

Study Characteristics
The baseline characteristics of the selected studies are summarized in Table 2. Five studies were
based on Mongolians from East Asia, and the other two studies were based on Indo-Europeans
from Austria and Iran. The population size per study ranged from 2,150 to 157,377, with a
total involvement of 261,264 participants. All of the studies involved females (range, 27.2% to
63.8%), with a follow-up period ranging from 2 to 11 years. The potential confounding
adjusted factors differed across studies, and the primary adjusted factors were age and sex.

Primary analysis
The forest plot presents the association between prehypertension and CKD compared to the
optimal BP (Fig 2). A statistical heterogeneity (I2 = 77.9%) was observed, so the random-effect
model was used. The meta-analysis of the 7 studies suggested that individuals with prehyper-
tension had an increased risk of CKD (pooled RR = 1.28; 95% CI 1.13–1.45; P = 0.000) com-
pared to those with optimal BP values.

Subgroup analysis
In the subgroup analysis, we found a similar trend only in women (pooled RR = 1.29; 95% CI
1.01–1.63; P = 0.039; I2 = 76.1%) but not in men (pooled RR = 1.46; 95% CI 0.97–2.20;
P = 0.067; I2 = 85.6%) (Fig 3). The effect was observed in Mongolians from East Asia (pooled
RR = 1.37; 95% CI 1.18–1.59; P = 0.000; I2 = 81.3%) but not in Indo-Europeans (pooled
RR = 1.05; 95% CI 0.91–1.21; P = 0.500; I2 = 0.0%) (Fig 4).

Quality assessment
Based on the NOS quality assessment, 4 studies were defined as high quality (2 studies scored 8
and 2 studies scored 7), and the other 4 studies were defined as moderate quality (3 studies
scored 6) (Table 3).
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Publication bias
No publication bias was identified using Egger’s test (P = 0.675).

Fig 1. Process used for study selection. Abbreviations: BP, blood pressure; CKD, chronic kidney disease.

doi:10.1371/journal.pone.0156575.g001
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Sensitivity analyses
To analyze sensitivity, the primary results were not influenced by omitting one study at a time
(S1 Fig).

Discussion
In this meta-analysis including 7 cohort studies and more than 260,000 participants, we dem-
onstrated that prehypertension is associated with a statistically significant increased risk of
chronic kidney disease after controlling for several cardiovascular risk factors. The association
is independent of age, sex and other risk factors, such as diabetes, body mass index (BMI), and
smoking.

Prehypertension, which was called borderline hypertension or previously high-normal
blood pressure, has now gained public acceptance based on the growing evidence of its associa-
tion with cardiovascular diseases [14]. Prehypertension was defined by the Seventh Joint
National Committee (JNC-7) in 2003 [5]. However, ways to accurately classify prehypertension
and determine the need for using BP-lowering agents at this stage remained controversial. In
Europe, guidelines such as the ESH-ESC Practice Guidelines for the Management of Arterial
Hypertension in 2007 and 2013 were followed to maintain a high-normal BP of 130-139/85-89
mmHg [15, 16]; however, medications were not recommended. In the latest 2014 Hypertension
Guideline promoted by the JNC 8, the concept was not mentioned [17]. The JNC 8 report also
established higher diagnostic cut-off values for BP in several conditions, including individuals
over 60 years of age and patients with diabetes and CKD. The increased diagnostic thresholds

Table 2. Baseline characteristics of the selected studies.

Study Year Country Sample Gender
(Female,

%)

Age
(y)*

F/U
(y)**

Pre-HTN
Prevalence

(%)*

Type
of risk

Excluded
Baseline
CKD

Adjusted Confounding
Factors

KMIC [7] 2005 Korea 157,377 33.6 35–59 10 42.63 RR No Age, sex, diabetes, BMI,
cholesterol, smoking

VHSP [10] 2008 Austria 17,375 46.4 20–89 7 (4–
11)

45.48 OR Yes Age, sex, BMI, smoking, uric
acid, HDL, diabetes, proteinuria

Ohasama
[6]

2012 Japan 2,150 63.4 60.3
±9.6

6.5±4.7 37.90 OR Yes Age, sex, smoking, drinking,
obesity, HCVD, diabetes, HTC,
baseline eGFR, F/U
examinations numbers

TLGS [9] 2012 Iran 3,313 56.1 �20 9.9 Not Reported OR Yes Age, sex, eGFR, diabetes,
marital status, HCVD, education
level, dyslipidemia, abdominal
obesity, BMI, smoking, FHDM

KGES [8] 2012 Korea 6,039 52.1 52.1
±8.9

2 40.72 OR Yes Age, sex, BMI, FBG, TC, TG,
HDL-C, WC, current smoking,
drinking

DCCS [11] 2014 Japan 42,625 63.77 60 (40–
74)

3 58.73 OR Yes Age, sex, BMI

ETKC [12] 2015 China 32,385 27.2 46.40
±11.57

3.9
(3.67–
4.25)

61.86 HR Yes Age, sex, TG, LDL-C, HDL-C,
FBG, smoking, drinking,
diabetes

CKD was defined as an estimated glomerular filtration rate (eGFR) <60 ml/min per 1.73 m2 or the presence of proteinuria (1+ using a dipstick).

Pre-HTN, prehypertension; BMI, body mass index; FBG, fasting blood glucose; TC, total cholesterol; TG, triglyceride; HDL-C, high-density lipoprotein

cholesterol; HTC, hypercholesterolemia; WC, waist circumference; HCVD, history of cardiovascular disease; FHDM, family history of diabetes mellitus.

*Age and Pre-HTN prevalence are baseline values.

**Values are given as the mean, mean±standard deviation, or median (range).

doi:10.1371/journal.pone.0156575.t002
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for diagnosing hypertension and ignoring prehypertension were controversial [18]. Hence, evi-
dence regarding whether prehypertension predicts progression to hypertension and targets
organ damage is important. A meta-analysis of 25 RCTs demonstrated that patients with pre-
hypertension who received antihypertensive medications had a significant reduction in the
incidence of stroke, cardiovascular events (myocardial infarction and heart failure) and mortal-
ity compared with controls [19]. Our study demonstrated meaningful evidence showing the
increased risk of chronic kidney disease with elevations in blood pressure. The RR of develop-
ing CKD was 1.28 times higher in patients with prehypertension than it was in individuals with
normal blood pressure, thus supporting the significance of “prehypertension” for those indi-
viduals with BP values of 120-139/80-90 mmHg.

Our findings were supported by a recent meta-analysis that included 1,003,793 participants
from 6 cohort studies and concluded that the pooled RR of end-stage renal disease (ESRD) was
1.59 (95% CI 1.39–1.91) in prehypertensive subjects compared with those who had optimal BP
values, after adjusting for age, sex, and ethnicity [13]. Nevertheless, there is an important differ-
ence between the studies. In our study, we broadened the analytic target to include chronic

Fig 2. A forest plot of the association between prehypertension and CKD compared to optimal BP. Abbreviations:RR, risk ratio; CI, confidence
interval.

doi:10.1371/journal.pone.0156575.g002
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kidney disease rather than end-stage renal disease. Both eGFR<60 ml/min/1.73 m2 and pro-
teinuria were used to define CKD. In fact, the prevalence of proteinuria was higher than the
prevalence of having decreased eGFR among CKD patients worldwide [20, 21]. Proteinuria is
also believed to be an independent risk factor of ESRD. The prevalence of CKD worldwide is
over ten percent, which presents a significant challenge to the global health policy. By focusing
on the potential risk factors of chronic kidney disease, we might provide new approaches for
decreasing the high occurrence of this onerous global problem. In our findings, the proven
association between prehypertension and CKD, rather than ESRD, enables nephrologists to
focus on the early stage of chronic kidney disease, which may lead to the earlier application of
interventions for prehypertension in individuals with CKD, such as lifestyle modifications or
even pharmaceutical treatments [18, 22].

Recognizing that patients with prehypertension have the risk for developing full hyperten-
sion [23–25], the feasibility of using medications to prevent hypertension in patients with

Fig 3. Subgroup analysis for gender difference of CKD in prehypertension compared to optimal BP. Abbreviations: RR, risk ratio; CI, confidence
interval.

doi:10.1371/journal.pone.0156575.g003
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Fig 4. Subgroup analysis for ethnicity difference in CKD in prehypertension compared to optimal BP. Abbreviations: RR, risk ratio; CI, confidence
interval.

doi:10.1371/journal.pone.0156575.g004

Table 3. Assessment of study quality.

Reference Quality Indications of Newcastle-Ottawa Scale Total

1 2 3 4 5 6 7 8

KMIC [7] Yes Yes Yes No Yes Yes Yes No 6

VHSP [10] Yes Yes Yes No Yes Yes Yes No 6

Ohasama [6] Yes Yes Yes No Yes Yes Yes No 6

TLGS [9] Yes Yes Yes Yes Yes Yes Yes Yes 8

KGES [8] Yes Yes Yes Yes Yes Yes No Yes 7

DCCS [11] Yes Yes Yes Yes Yes Yes Yes Yes 8

ETKC [12] No Yes Yes Yes Yes Yes Yes Yes 7

1. Adequate definition of Case; 2. Representativeness of cases; 3. Selection of control; 4. Definition of control; 5. Control for important factor or additional

factor; 6. Exposure assessment; 7. Same method of ascertainment for cases and controls; 8. Nonresponse rate.

doi:10.1371/journal.pone.0156575.t003
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prehypertension was considered. Two large clinical trials showed that both candesartan and
ramipril could reduce the incidence of hypertension by approximately 34% to 64% [26, 27].
Several studies regarding the clinical benefits of treating prehypertension have been conducted
in the USA, Europe and China, and the outcomes included the prevention of hypertension,
avoidance of target organ damage or improvement of clinical outcomes [18, 28].

In our subgroup analysis, gender and ethnic differences were observed regarding the impact
of prehypertension on chronic kidney disease. Females and Mongolians from East Asia with
prehypertension were prone to develop CKD, which was not mentioned in previous epidemiol-
ogy studies. The clinical and public health implications of this finding warrant additional inves-
tigation. In a recent meta-analysis of more than 240,000 participants from 22 articles, the
prevalence of prehypertension was higher in men than in women (41% vs. 34%) [29]. Com-
bined with the results, it seemed that men were more likely to develop prehypertension; how-
ever, women might be more vulnerable to developing chronic kidney disease if they had
previously been diagnosed as having prehypertension. Considering their risks of chronic kid-
ney disease, special focus should be directed to females with prehypertension. Interestingly, we
found that Mongolians from East Asia were more likely to suffer CKD with hypertension than
Indo-Europeans were. According to previous research, in Asian-Pacific regions such as China,
Japan and Korea, Mongolians from East Asia who have systemic lupus erythematosus (SLE)
have shown higher rates of renal involvement compared with Indo-Europeans [30, 31]. We
presumed that the condition was due to the original high prevalence of glomerulonephritis,
such as lupus nephritis, in Mongolians from East Asia [31, 32]. This hypothesis implied that
we should closely monitor the proteinuria and creatinine levels in Mongolians from East Asia,
i.e., individuals with prehypertension from the Asian-Pacific region. Additional evidence is
required to enable us to make this conclusion.

Our study has several limitations. One of the cohort studies selected in the comprehensive
analysis lacked information concerning whether the participants had CKD (KMIC study) at
the threshold of the original follow-up. This lack of information could confound the causality
when we speculated on the association between blood pressure and CKD. Those individuals
with renal insufficiency might motivate us to evaluate blood pressure measurements. Because
of the various factors that impact the occurrence of CKD, there might be several potential
residual confounding variables in our study, although we only included multivariate-adjusted
studies to minimize the influence. The study with the largest sample size had a lower propor-
tion of females (KMIC study), which might weaken the meaning of the subgroup analysis of
gender. Because the majority of the studies included in the meta-analysis are from Asia, more
data are needed to validate this relationship in other areas. Furthermore, we failed to collect
sufficient data regarding the prevalence of proteinuria in individuals with prehypertension
(TLGC study); thus, a more detailed relevant analysis would be limited. Additional studies
aimed at evaluating the relationship between prehypertension and proteinuria might be avail-
able with more data.

In conclusion, those individuals with prehypertension defined as blood pressure of 120/80
mmHg to 139/89 mmHg have an increased risk of chronic kidney disease, which emphasizes
the significance of prehypertension. This condition warrants more attention in Mongolians
from East Asia and in females. Well-designed cohort studies stratified by blood pressure ranges
are required in the future.

Supporting Information
S1 Checklist. PRISMA Checklist.
(DOC)

AMeta-Analysis on Prehypertension and Chronic Kidney Disease

PLOS ONE | DOI:10.1371/journal.pone.0156575 June 1, 2016 10 / 12

http://www.plosone.org/article/fetchSingleRepresentation.action?uri=info:doi/10.1371/journal.pone.0156575.s001


S1 Fig. Primary data of the sensitivity analysis by omitting one study at a time.
(TIF)

S1 File. PRISMA Flow Diagram.
(DOC)

S1 Table. Full-text excluded articles with reasons for exclusion (n = 38).
(DOC)

Author Contributions
Conceived and designed the experiments: YL LMC. Performed the experiments: YL PX. Ana-
lyzed the data: YL YW. Wrote the paper: YL PX LBX.

References
1. Levey AS, Atkins R, Coresh J, Cohen EP, Collins AJ, Eckardt KU, et al. Chronic kidney disease as a

global public health problem: approaches and initiatives—a position statement from Kidney Disease
Improving Global Outcomes. Kidney International. 2007; 72(3):247–59. PMID: 17568785

2. Hall YN, Hsu CY, Iribarren C, Darbinian J, McCulloch CE, Go AS. The conundrum of increased burden
of end-stage renal disease in Asians. Kidney international. 2005; 68(5):2310–6. PMID: 16221234

3. Zhang L, Wang F, Wang L, WangW, Liu B, Liu J, et al. Prevalence of chronic kidney disease in China:
a cross-sectional survey. Lancet. 2012; 379(9818):815–22. doi: 10.1016/S0140-6736(12)60033-6
PMID: 22386035

4. Go AS, Chertow GM, Fan D, McCulloch CE, Hsu CY. Chronic kidney disease and the risks of death,
cardiovascular events, and hospitalization. The New England journal of medicine. 2004; 351
(13):1296–305. PMID: 15385656

5. Chobanian AV, Bakris GL, Black HR, CushmanWC, Green LA, Izzo JJ, et al. Seventh report of the
Joint National Committee on Prevention, Detection, Evaluation, and Treatment of High Blood Pressure.
Hypertension. 2003; 42(6):1206–52. PMID: 14656957

6. Kanno A, Kikuya M, Ohkubo T, Hashimoto T, Satoh M, Hirose T, et al. Pre-hypertension as a significant
predictor of chronic kidney disease in a general population: the Ohasama Study. Nephrology Dialysis
Transplantation. 2012; 27(8):3218–23.

7. Jee SH, Boulware LE, Guallar E, Suh I, Appel LJ, Miller ER. Direct, progressive association of cardio-
vascular risk factors with incident proteinuria: results from the Korea Medical Insurance Corporation
(KMIC) study. Archives of internal medicine. 2005; 165(19):2299–304. PMID: 16246998

8. Kim MJ, Lim NK, Park HY. Relationship between prehypertension and chronic kidney disease in mid-
dle-aged people in Korea: the Korean genome and epidemiology study. BMC public health. 2012;
12:960. doi: 10.1186/1471-2458-12-960 PMID: 23137348

9. Tohidi M, Hasheminia M, Mohebi R, Khalili D, Hosseinpanah F, Yazdani B, et al. Incidence of chronic
kidney disease and its risk factors, results of over 10 year follow up in an Iranian cohort. PLoS One.
2012; 7(9):e45304. doi: 10.1371/journal.pone.0045304 PMID: 23028919

10. Obermayr RP, Temml C, Knechtelsdorfer M, Gutjahr G, Kletzmayr J, Heiss S, et al. Predictors of new-
onset decline in kidney function in a general middle-european population. Nephrology, dialysis, trans-
plantation: official publication of the European Dialysis and Transplant Association—European Renal
Association. 2008; 23(4):1265–73.

11. Yano Y, Fujimoto S, Sato Y, Konta T, Iseki K, Iseki C, et al. New-onset hypertension and risk for chronic
kidney disease in the Japanese general population. Journal of Hypertension. 2014; 32(12):2371–7.
doi: 10.1097/HJH.0000000000000344 PMID: 25188370

12. Xue H, Wang J, Hou J, Li J, Gao J, Chen S, et al. Prehypertension and Chronic Kidney Disease in Chi-
nese Population: Four-Year Follow-Up Study. PLoS ONE. 2015; 10(12):e0144438. doi: 10.1371/
journal.pone.0144438 PMID: 26670101

13. Huang Y, Cai X, Zhang J, Mai W, Wang S, Hu Y, et al. Prehypertension and Incidence of ESRD: a sys-
tematic review and meta-analysis. Am J Kidney Dis. 2014; 63(1):76–83. doi: 10.1053/j.ajkd.2013.07.
024 PMID: 24074825

14. Gupta P, Nagaraju SP, Gupta A, Mandya CK. Prehypertension—time to act. Saudi J Kidney Dis
Transpl. 2012; 23(2):223–33. PMID: 22382212

A Meta-Analysis on Prehypertension and Chronic Kidney Disease

PLOS ONE | DOI:10.1371/journal.pone.0156575 June 1, 2016 11 / 12

http://www.plosone.org/article/fetchSingleRepresentation.action?uri=info:doi/10.1371/journal.pone.0156575.s002
http://www.plosone.org/article/fetchSingleRepresentation.action?uri=info:doi/10.1371/journal.pone.0156575.s003
http://www.plosone.org/article/fetchSingleRepresentation.action?uri=info:doi/10.1371/journal.pone.0156575.s004
http://www.ncbi.nlm.nih.gov/pubmed/17568785
http://www.ncbi.nlm.nih.gov/pubmed/16221234
http://dx.doi.org/10.1016/S0140-6736(12)60033-6
http://www.ncbi.nlm.nih.gov/pubmed/22386035
http://www.ncbi.nlm.nih.gov/pubmed/15385656
http://www.ncbi.nlm.nih.gov/pubmed/14656957
http://www.ncbi.nlm.nih.gov/pubmed/16246998
http://dx.doi.org/10.1186/1471-2458-12-960
http://www.ncbi.nlm.nih.gov/pubmed/23137348
http://dx.doi.org/10.1371/journal.pone.0045304
http://www.ncbi.nlm.nih.gov/pubmed/23028919
http://dx.doi.org/10.1097/HJH.0000000000000344
http://www.ncbi.nlm.nih.gov/pubmed/25188370
http://dx.doi.org/10.1371/journal.pone.0144438
http://dx.doi.org/10.1371/journal.pone.0144438
http://www.ncbi.nlm.nih.gov/pubmed/26670101
http://dx.doi.org/10.1053/j.ajkd.2013.07.024
http://dx.doi.org/10.1053/j.ajkd.2013.07.024
http://www.ncbi.nlm.nih.gov/pubmed/24074825
http://www.ncbi.nlm.nih.gov/pubmed/22382212


15. Mancia G, Fagard R, Narkiewicz K, Redon J, Zanchetti A, BohmM, et al. 2013 ESH/ESCGuidelines
for the management of arterial hypertension: the Task Force for the management of arterial hyperten-
sion of the European Society of Hypertension (ESH) and of the European Society of Cardiology (ESC).
Journal of Hypertension. 2013; 31(7):1281–357. doi: 10.1097/01.hjh.0000431740.32696.cc PMID:
23817082

16. Mancia G, De Backer G, Dominiczak A, Cifkova R, Fagard R, Germano G, et al. 2007 ESH-ESC Prac-
tice Guidelines for the Management of Arterial Hypertension: ESH-ESC Task Force on the Manage-
ment of Arterial Hypertension. Journal of Hypertension. 2007; 25(9):1751–62. PMID: 17762635

17. James PA, Oparil S, Carter BL, CushmanWC, Dennison-Himmelfarb C, Handler J, et al. 2014 evi-
dence-based guideline for the management of high blood pressure in adults: report from the panel
members appointed to the Eighth Joint National Committee (JNC 8). Jama. 2014; 311(5):507–20. doi:
10.1001/jama.2013.284427 PMID: 24352797

18. Fuchs FD, de Mello RB, Fuchs SC. Preventing the progression of prehypertension to hypertension:
role of antihypertensives. Current Hypertension Reports. 2015; 17(1):505. doi: 10.1007/s11906-014-
0505-1 PMID: 25432897

19. Fuchs FD, Fuchs SC, Moreira LB, Gus M. Proof of concept in cardiovascular risk: the paradoxical find-
ings in blood pressure and lipid abnormalities. Vascular Health and Risk Management. 2012; 8:437–
42. doi: 10.2147/VHRM.S32585 PMID: 22870036

20. Nugent RA, Fathima SF, Feigl AB, Chyung D. The burden of chronic kidney disease on developing
nations: a 21st century challenge in global health. Nephron Clin Pract. 2011; 118(3):c269–77. doi: 10.
1159/000321382 PMID: 21212690

21. Crews DC, Plantinga LC, Miller ER 3rd, Saran R, Hedgeman E, Saydah SH, et al. Prevalence of
chronic kidney disease in persons with undiagnosed or prehypertension in the United States. Hyperten-
sion. 2010; 55(5):1102–9. doi: 10.1161/HYPERTENSIONAHA.110.150722 PMID: 20308607

22. Li J, Zheng H, HB D, Tian XP, Jiang YJ, Zhang SL, et al. The multiple lifestyle modification for patients
with prehypertension and hypertension patients: a systematic review protocol. BMJ Open. 2014; 4(8):
e004920. doi: 10.1136/bmjopen-2014-004920 PMID: 25125478

23. Fukuhara M, Arima H, Ninomiya T, Hata J, Yonemoto K, Doi Y, et al. Impact of lower range of prehyper-
tension on cardiovascular events in a general population: the Hisayama Study. Journal of Hyperten-
sion. 2012; 30(5):893–900. doi: 10.1097/HJH.0b013e328351d380 PMID: 22388232

24. Kurioka S, Horie S, Inoue A, Mafune K, Tsuda Y, Otsuji Y. Risk of progression to hypertension in nonhy-
pertensive Japanese workers aged 20–64 years. Journal of Hypertension. 2014; 32(2):236–44. doi: 10.
1097/HJH.0000000000000031 PMID: 24419213

25. Moreira LB, Fuchs SC,WieheM, GusM, Moraes RS, Fuchs FD. Incidence of hypertension in Porto Ale-
gre, Brazil: a population-based study. Journal of Human Hypertension. 2008; 22(1):48–50. PMID:
17581600

26. Julius S, Nesbitt SD, Egan BM, Weber MA, Michelson EL, Kaciroti N, et al. Feasibility of treating prehy-
pertension with an angiotensin-receptor blocker. The New England journal of medicine. 2006; 354
(16):1685–97. PMID: 16537662

27. Luders S, Schrader J, Berger J, Unger T, Zidek W, BohmM, et al. The PHARAO study: prevention of
hypertension with the angiotensin-converting enzyme inhibitor ramipril in patients with high-normal
blood pressure: a prospective, randomized, controlled prevention trial of the German Hypertension
League. Journal of Hypertension. 2008; 26(7):1487–96. doi: 10.1097/HJH.0b013e3282ff8864 PMID:
18551027

28. Fuchs FD, Fuchs SC, Moreira LB, Gus M, Nobrega AC, Poli-de-Figueiredo CE, et al. Prevention of
hypertension in patients with pre-hypertension: protocol for the PREVER-prevention trial. Trials. 2011;
12:65. doi: 10.1186/1745-6215-12-65 PMID: 21375762

29. Guo X, Zheng L, Zhang X, Zou L, Li J, Sun Z, et al. The prevalence and heterogeneity of prehyperten-
sion: a meta-analysis and meta-regression of published literature worldwide. Cardiovascular Journal of
Africa. 2012; 23(1):44–50. doi: 10.5830/CVJA-2011-058 PMID: 22331252

30. Jakes RW, Bae SC, LouthrenooW, Mok CC, Navarra SV, Kwon N. Systematic review of the epidemiol-
ogy of systemic lupus erythematosus in the Asia-Pacific region: prevalence, incidence, clinical features,
and mortality. Arthritis care & research. 2012; 64(2):159–68.

31. Mok CC, Yap DY, Navarra SV, Liu ZH, Zhao MH, Lu L, et al. Overview of lupus nephritis management
guidelines and perspective from Asia. Nephrology (Carlton, Vic). 2014; 19(1):11–20.

32. Austin HA 3rd, Illei GG, Braun MJ, Balow JE. Randomized, controlled trial of prednisone, cyclophos-
phamide, and cyclosporine in lupus membranous nephropathy. Journal of the American Society of
Nephrology: JASN. 2009; 20(4):901–11. doi: 10.1681/ASN.2008060665 PMID: 19297556

A Meta-Analysis on Prehypertension and Chronic Kidney Disease

PLOS ONE | DOI:10.1371/journal.pone.0156575 June 1, 2016 12 / 12

http://dx.doi.org/10.1097/01.hjh.0000431740.32696.cc
http://www.ncbi.nlm.nih.gov/pubmed/23817082
http://www.ncbi.nlm.nih.gov/pubmed/17762635
http://dx.doi.org/10.1001/jama.2013.284427
http://www.ncbi.nlm.nih.gov/pubmed/24352797
http://dx.doi.org/10.1007/s11906-014-0505-1
http://dx.doi.org/10.1007/s11906-014-0505-1
http://www.ncbi.nlm.nih.gov/pubmed/25432897
http://dx.doi.org/10.2147/VHRM.S32585
http://www.ncbi.nlm.nih.gov/pubmed/22870036
http://dx.doi.org/10.1159/000321382
http://dx.doi.org/10.1159/000321382
http://www.ncbi.nlm.nih.gov/pubmed/21212690
http://dx.doi.org/10.1161/HYPERTENSIONAHA.110.150722
http://www.ncbi.nlm.nih.gov/pubmed/20308607
http://dx.doi.org/10.1136/bmjopen-2014-004920
http://www.ncbi.nlm.nih.gov/pubmed/25125478
http://dx.doi.org/10.1097/HJH.0b013e328351d380
http://www.ncbi.nlm.nih.gov/pubmed/22388232
http://dx.doi.org/10.1097/HJH.0000000000000031
http://dx.doi.org/10.1097/HJH.0000000000000031
http://www.ncbi.nlm.nih.gov/pubmed/24419213
http://www.ncbi.nlm.nih.gov/pubmed/17581600
http://www.ncbi.nlm.nih.gov/pubmed/16537662
http://dx.doi.org/10.1097/HJH.0b013e3282ff8864
http://www.ncbi.nlm.nih.gov/pubmed/18551027
http://dx.doi.org/10.1186/1745-6215-12-65
http://www.ncbi.nlm.nih.gov/pubmed/21375762
http://dx.doi.org/10.5830/CVJA-2011-058
http://www.ncbi.nlm.nih.gov/pubmed/22331252
http://dx.doi.org/10.1681/ASN.2008060665
http://www.ncbi.nlm.nih.gov/pubmed/19297556

