
Original Article

Mailing Address : Ana Paula Grotti Clemente  •  
Rua Botucatu, 862 - Edifício de Ciências Biomédicas - Disciplina de Fisiolo-
gia da Nutrição - 04023-060 - São Paulo, SP, Brazil 
E-mail: ana.clemente@unifesp.br, aninha_clemente2@hotmail.com  
Manuscript received March 02, 2011; revised manuscript received May 26, 
2011; accepted June 13/06/11.

Mild Stunting is Associated with Higher Blood Pressure in 
Overweight Adolescents
Ana Paula Grotti Clemente1, Carla Danusa Santos1, Ana Amelia Benedito Silva2, Vinicius Jose Martins1, Anna 
Carolina Marchesano1, Mariana Belluca Fernandes1, Maria Paula Albuquerque3, Ana Lydia Sawaya1 
Universidade Federal de São Paulo, Departamento de Fisiologia1; Universidade de São Paulo, Escola de Artes, Ciências e Humanidade, São 
Paulo, SP 2; Centro de Recuperação e Educação Nutricional3, Mirandópolis, SP, Brazil 

Abstract
Background: Studies have shown that pre/postnatal undernutrition leads to higher risk of non communicable diseases 
such as diabetes, hypertension and obesity in adulthood. 

Objetive: To determine whether overweight adolescents with mild stunting [height-for-age Z scores (HAZ) in the 
range <-1 to ≥-2] have higher blood pressure than overweight individuals with normal stature (HAZ ≥-1).

Methods: Participants were classified as mildly stunted or of normal stature, and further stratified according to body 
mass index-for-age percentiles as overweight, normal or underweight. Systolic (SBP) and diastolic (DPB) blood pressures 
were determined according to guidelines, and abdominal fat was analyzed by dual energy X-ray absorptiometry.

Results: Mild stunted overweight individuals showed higher DBP values (p=0.001) than their underweight counterparts 
(69.75±12.03 and 54.46±11.24 mmHg, respectively), but similar to those of normal BMI. No differences were found in 
DBP values of normal, overweight and underweight individuals among the normal stature groups. An increase in SBP 
(p=0.01) among mild stunted individuals was found when those with overweight were compared to their underweight and 
normal BMI counterparts (114.70±15.46, 97.38±10.87 and 104.72±12.24 mmHg, respectively). Although no differences 
were observed in the means of SBP between mild stunting and normal stature groups, a significant intercept was found 
(p=0.01), revealing higher SBP among stunted individuals. There was a correlation between SBP and abdominal fat 
(r=0.42, ρ=0.02) in the stunted group.

Conclusions: Stunted individuals with overweight showed higher SBP than those of normal stature and overweight. 
These findings confirm that mild stunting increase the risk of future hypertension and alterations are evident at early 
age. (Arq Bras Cardiol 2012;98(1):6-12)
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of the mother, qualitative and/or quantitative insufficiency of 
food intake during childhood, and high frequency of infections3. 

Several epidemiological studies have shown that children 
who had suffered from growth deficit during the intrauterine 
period or in early life tended to have a higher risk of developing 
non-communicable diseases such as diabetes, hypertension 
and obesity in adulthood4-6. Moreover, such risks appear to 
be dependent on the environmental conditions under which 
the individuals live7-9. According to recent studies of children 
and adolescents with nutritional stunting, reduction in linear 
growth during childhood increases the susceptibility to 
obesity10 and hypertension11. Fernandes et al12 reported that 
the average prevalence of hypertension among adolescents 
of low socioeconomic status and stunting was 21% and, 
within this group, the prevalence of systolic or diastolic blood 
pressures (SBP and DBP, respectively) above the 90th percentile 
(adjusted for height) was 51%. A study involving Brazilian 
adults from impoverished areas13 revealed that the association 
between stunting and hypertension was stronger in women 
(38.5%) than in men (18.4%), and that the prevalence of 
hypertension among obese stunted women was 50%. These 

Introduction
Undernutrit ion is a global health problem, the 

consequences of which are particularly evident in 
developing countries where 32% of children younger than 
5 years (178 million infants) are stunted1. A representative 
study conducted in Brazil has shown that the prevalence 
of stunting among children and adolescents aged between 
10 and 19 years varied according to economic class2. Thus, 
while 22.1% of males with a monthly income of up to one 
quarter of a minimum salary were stunted, only 5.9% of 
those with monthly earnings of more than five minimum 
salaries suffered from the effects of stunting. The main 
causes of stunting include poor prenatal care, deficient 
weight gain during pregnancy, premature weaning or 
inadequate supplementary feeding, low educational level 
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findings highlight the positive relationship between increased 
body mass index (BMI) and hypertension, and also serve to 
demonstrate that stunting is a worsening factor14. 

A World Health Organization (WHO) recommendation 
published in 200715 amended the previous 1983 classification16 
of children and adolescents with height-for-age Z scores (HAZ) 
between -2 and -1 from “mildly stunted” to “normal”. The 
hypothesis tested in this study was that overweight children 
and adolescents with HAZ in this critical range exhibit higher 
blood pressure than their overweight counterparts without 
mild stunting and should not, therefore, be categorized 
as having normal stature. If this hypothesis is correct, then 
individuals with mild stunting would exhibit alterations in 
blood pressure similar to those found in individuals with 
moderate/severe stunting, thus indicating the need to consider 
more sensitive cut-off points in the classification of stature in 
order to prevent non-communicable diseases in adulthood. 

Methods
The study was approved by the Committee of Ethics in 

Research of the Universidade Federal de São Paulo (protocol 
no. 0284/08). All of the procedures employed complied 
with the ethical principles contained in the Declaration of 
Helsinki as stated by the World Medical Association. Written 
informed consent was obtained from the participants, or their 
parents or legal guardians where appropriate, prior to the 
commencement of the study. 

The cross-sectional study involved a sample population of 
309 children and adolescents, with ages in the range 9 to 19 
years, who were attending government-funded schools and 
other institutions located in impoverished areas near to the 
campus of UNIFESP. The sample size was determined on the 
basis of a maximum acceptable type II error rate (beta level) 
of 0.2 (i.e. 20%). 

Socioeconomic and environmental data were obtained 
from the parents or legal guardians of the participants through 
a specific questionnaire. Weight was determined by single 
measurement using a Country Technologies (Gays Mills, WI, 
USA) model SD-150 platform scale with a capacity of 150 kg 
and a precision of 100 g. Stature was assessed by a trained 
researcher using a portable stadiometer (AlturExata; TBW, 
São Paulo, Brazil) with a precision to the nearest 0.1 cm. BMI 
values were determined as the quotient between weight and 
the square of the height (kg/m2). Measurements were made 
with participants wearing light clothes and with bare feet. 

Nutritional status was calculated using Centers for Disease 
Control and Prevention (CDC, Atlanta, GA, USA) Epi Info version 
2000. The sample population was subsequently divided into 
two groups based on the original classification of mild stunting 
(HAZ <-1 to ≥-2) and normal stature (HAZ ≥-1). Participants 
were further stratified according to BMI-for-age percentiles as 
overweight (≥ 85th), normal (> 5th and < 85th) or underweight 
(≤ 5th) by comparison with standard reference values based on 
CDC 2000 growth charts for children and adolescents17.

Body composition, including fat mass, was assessed by dual 
energy X-ray absorptiometry (DXA) using a Hologic (Bedford, 
MA, USA) model QDR-4500 A densitometer. The equipment 
was calibrated prior to each series of measurements. Total 

body fat and lean mass were estimated with the aid of the 
Hologic Enhanced Whole Body software package (version 
8.26). The abdominal region of interest was manually defined 
by adjusting the lines between upper L1 and lower L4 to the 
inner costal margin of the whole body. Owing to the high cost 
of this technique, approximately 25% of the study population 
(n = 80) was evaluated with respect to body composition. 

In order to classify participants according to pubertal 
development, all of them were examined by a pediatrician 
following the procedure described by Tanner18. Individuals 
who had attained the appropriate WHO cut-off points 
(defined as breast-stage 2 for girls and genitalia-stage 3 for 
boys) were considered to be in the pubertal stage, whereas 
those who had not reached these stages were considered 
pre-pubertal19. 

Blood pressure was measured using a conventional 
sphygmomanometer equipped with an inflatable cuff 
appropriately sized to the age range of the participants. 
The individual was placed in a seated position and rested 
for 10 min, following which the cubital fossa was elevated 
to heart level and three measurements were carried out 
at 5 min intervals. SBP was determined at the onset of the 
first Korotkoff sound, while DBP was determined after the 
disappearance of the fifth Korotkoff sound20. Blood pressure 
was expressed as the mean value ± standard deviation of the 
three measurements. 

Mean values of age, stature, weight, BMI and abdominal fat 
of the normal and mildly-stunted groups were compared using 
the Student t test. Two way analysis of variance (BMI cut offs 
versus stature group) and Tukey HSD post-hoc analysis were 
employed to compare SBP and DBP. Similar procedures were 
used to compare individuals following their further stratification 
according to gender and pubertal stage. We analyzed the 
correlation between SBP and percentage abdominal fat within 
the mildly stunted group. All analyses were performed using 
Statistica 6 for Windows (Statsoft, Tulsa, OK, USA) with the level 
of statistical significance set at ρ < 0.05.

Results
The study population (n = 309) comprised 165 (53.5%) 

males and 144 (46.5%) females, of whom 53.5% were in the 
pubertal phase. The mean daily per capita income was US$ 
4.00, characterising the population as poor (monthly family 
income US$484328). Illiteracy amongst mothers and fathers 
was 11% and 5.6%, respectively. Approximately 10% of homes 
were inadequate shacks built wholly or partly with wood 
(average number of people per dwelling 6±3.6). 

There were no statistically significant differences between 
mildly stunted and normal children and adolescents with 
respect to age, height, BMI-for-age percentile and percentage 
of abdominal fat (Table 1). However, the mean weight and BMI 
values of those individuals classified as having mild stunting 
were smaller than those of normal individuals. Additionally, 
while 10.9% of mildly stunted individuals were underweight 
(BMI-for age ≤ 5th percentile) and 16.8% were overweight 
(BMI-for age ≥ 85th percentile), in the normal stature group 
only 4.7% were underweight whereas 41.4% were overweight. 
Similar results were obtained from analyses in which individuals 
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were further stratified according to gender and pubertal stage 
(data not shown).

According to the 2-way ANOVA results for SBP, the 
interaction was significant (p = 0.01) meaning that the 2 stature 
groups presented distinct behaviour patterns as related to BMI 
classification (Figure 1). In fact, within the mildly stunted group, 
SBP values of overweight individuals were significantly higher (p 
= 0.02) than those of individuals with normal weight (114.70 ± 
15.46 and 104.72 ± 12.24 mmHg, respectively) whereas within 
the normal stature group, there were no significant differences 
between the SBP values of overweight and normal individuals 
(109.39 ± 10.93 and 109.45 ± 15.03 mmHg, respectively).

In relation to diastolic blood pressure, the overweight mild 
stunted group presented a significant increase in comparison to 
the underweight mild stunted group (69.75 ± 12.03 mmHg and 
54.46 ± 11.24 mmHg, p= 0.01, respectivelly), being similar 
to normal BMI (62.44 ± 9.42 mmHg, p= 0.15). In the normal 
stature group, overweight individuals presented similar values of 
DBP (67.42 ± 10.30 mmHg) in comparison to underweight and 
normal BMI (56.11 ± 13.89 mmHg, p=0.46; 63.16 ± 12.76 
mmHg, p= 0.11, respectively) (Figure 1).

Within the mildly stunted group there was a weak, but 
statistically significant, correlation (r = 0.42, ρ = 0.02) between 
SBP and abdominal fat (Figure 2), while in the normal group 
the association between these variables was not significant (r = 
0.18, p = 0.15).

Discussion
Several factors that are known to be associated with 

hypertension in adults have also been linked to increased 
blood pressure in childhood and adolescence14. Among the 
environmental factors associated with the physiopathology of 
hypertension, overweight has been recognised as the determining 
element not only in adults but also in children. Furthermore, 
stunting is believed to be associated with increased blood 
pressure21, although few studies have focused on this aspect. 

The most recent recommendation of WHO15 modified the 
previous classification16 of children and adolescents with height-

for-age Z scores (HAZ) in the range of -2 and -1 from “mildly 
stunted” to “normal”. It is likely that earlier concerns about mild 
undernutrition, which formed the basis of previous studies, 
have somewhat diminished because of a worldwide decline in 
the prevalence of undernutrition accompanied by a dramatic 
increase in obesity among the younger segment of the population. 
However, the establishment of specific and sensitive cut-off 
points remains crucially important in the detection of nutritional 
dysfunction at an early age. 

The results obtained in this study confirm the hypothesis 
that mildly stunted individuals have high blood pressure, and 
that this condition is worsened by overweight. This premise is 
further supported by the demonstration of a significant correlation 
between SBP and abdominal fat within the group of children and 
adolescents with mild stunting. 

According to the Guidelines22, the diagnosis of hypertension 
must be validated by repeated measures, at least on three different 
occasions. In this study, a mean of three consecutive blood 
pressure measurements was performed on only one occasion, 
which is a limitation of study. The aim of this study, however, was 
not to determine a clinical diagnosis of hypertension but to detect 
any alterations in blood pressure values between children and 
adolescents with different nutritional status that could indicate 
increased risk of future disease. 

Longitudinal studies have shown that children with increased 
blood pressure, including those with normal stature, tend to 
develop hypertension over their lifetime23. Moreover, studies such 
as the Bogalusa Heart study24, which evaluated 116 hypertensive 
adult patients, revealed that a large percentage of the population 
presented increased SBP or DBP during infancy (48 and 41%, 
respectively). By comparing children with normal (≥ 3.0 kg) and 
low (≤ 2.5 kg) birth weight, Franco et al25 discovered that reduced 
birth weight correlated with impaired endothelial and brachial 
artery function, and increased SBP during the first ten years 
of life. The group of children with low birth weight presented 
increased levels of uric acid and diminished vascular elasticity, 
which could lead to the development of cardiovascular diseases 
(CVD) in adulthood. In a further study, Franco et al26 evaluated 
BMI, lipid profile, serum uric acid and insulin sensitivity and their 
relationships with leptin, nitric oxide, homocysteine and reactive 

Table 1 - Nutritional status of the study population

 Parameter
Mildly-stunted group (n = 119) Normal group (n = 190)

ρ valueMean ± standard 
deviation Minimum Maximum Mean ± standard 

deviation Minimum Maximum

Age (years) 11.1 ± 2.3 7.0 17.0 10.4 ± 2.5 6.0 18.0 NS

Height (cm) 137.7 ± 12.0 115.0 165.5 145.1 ± 13.6 116.8 187.0 NS

Height-for-age Z score -1.49 ± 0.3 -1.99 -1.0 0.25 ± 0.8 -1.0 2.97 < 0.01

Weight (kg) 34.9 ± 11.2 20.2 63.9 43.4 ± 17.2 20.2 121.7 < 0.01

Body mass index (kg/m2) 18.0 ± 3.4 12.6 27.4 20.0 ± 5.0 11.8 39.3 < 0.01

Body mass index -for-age 
percentile 45.0 ± 31.8 0.1 96.1 64.2 ± 31.5 0.1 99.6 NS

Abdominal fat (%) 22.4 ± 11.8 7.0 47.0 23.9 ± 10.7 11.0 51.0 NS

T-test. NS, not statistically significant
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protein C in 69 children who had been classified as presenting 
normal (n = 35) or low (n = 34) weight at birth. Low birth weight 
was significantly associated with increased homocysteine and 
reduced nitric oxide levels. Since an increase in homocysteine 
leads to an elevation in SBP, while augmentation of nitric oxide 
generates a reduction in SBP, the risk of vascular and metabolic 
diseases in adulthood clearly correlates with alterations in the 
homocysteine and nitric oxide pathways and, consequently, with 
low weight at birth26.

Our research group has recently found that the presence of 
mild stunting is also associated with higher levels of glucose and 
insulin, diminished function of beta cells, and increased insulin 
resistance27.

Conclusions
In conclusion, this study demonstrated that overweight 

children and adolescents with mild stunting (HAZ <-1 to 
≥-2) showed higher values of SBP in comparison with their 

Figure 1 – Systolic and diastolic blood pressure (mean ± standard deviation) in children and adolescents with mild stunting (height-for-age Z score <-1 to ≥-2) and normal 
stature (height-for-age Z score ≥-1) as a function of body mass index (underweight ≤ 5th percentile; normal > 5th to < 85th percentile; overweight ≥ 85th percentile). Two 
way ANOVA: BMI factor [F(2,309) =14,54; p=0.01], Stature factor [F(1,309) =0.88; p=0.34], Intercept factor [F(2,309) = 4,44; p=0.01]. * p <0.05 differs from overweight 
in the corresponding group. † p < 0.05 differs from normal in the corresponding group. 
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counterparts of normal stature (HAZ ≥-1). Moreover, an 
association between abdominal fat with increased values of 
SBP was found among stunted individuals but not among 
those with normal stature.

 The diagnosis and treatment of mild forms of 
undernourishment are crucial to minimise/prevent harmful 
consequences in later life. In view of the significant changes 
observed in mildly stunted youngsters, it is suggested that the 
cut-off points proposed by WHO in 2007 should be revaluated. 
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Figure 2 – Correlation between systolic blood pressure (SBP) and percentage abdominal fat among children and adolescents with mild stunting (height-for-age Z score 
<-1 to ≥-2). SBP = 93.243 + (0.57057 x abdominal fat %); r = 0.42178; ρ = 0.02. Dashed lines denote 95% confidence intervals. 

References
1.	 Black RE, Allen LH, Bhutta ZA, Caulfield LE, de Onis M, Ezzati M, et al. 

Maternal and child undernutrition: global and regional exposures and health 
consequences. Lancet. 2008;371(9608):243-60.

2.	 Instituto Brasileiro de Geografia e Estatística (IBGE). Pesquisa de orçamentos 
familiares 2002-2003: antropometria e análise do estado nutricional de 
crianças e adolescentes no Brasil. Rio de Janeiro; 2006.

3.	 Allen LH, Gillespie SR. What works? A review of the efficacy and effectiveness 
of nutrition interventions. Geneva: Administrative Committee on Coordination. 
Sub-Committee on Nutrition (ACC/SCN); 2001. Geneva:United Nations 
University Press; 2001.

4.	 Schroeder DG, Martorell R, Flores R. Infant and child growth and fatness and 
fat distribution in Guatemalan adults. Am J Epidemiol. 1999;149(2):177-85.

10



Original Article

Arq Bras Cardiol 2012;98(1):6-12

Clemente et al
Mild stunting and high blood pressure

5.	 Hoffman DJ, Sawaya AL, Coward WA, Wright A, Martins PA, de Nascimento C, 
et al. Energy expenditure of stunted and nonstunted boys and girls living in the 
shantytowns of São Paulo, Brazil. Am J Clin Nutr. 2000;72(4):1025-31.

6.	 Corvalan C, Gregory CO, Ramirez-Zea M, Martorell R, Stein AD. Size at 
birth, infant, early and later childhood growth and adult body composition: a 
prospective study in a stunted population. Int J Epidemiol. 2007;36(3):550-7.

7.	 Walker SP, Gaskin PS, Powell CA, Bennett FI. The effects of birth weight 
and postnatal linear growth retardation on body mass index, fatness and fat 
distribution in mid and late childhood. Public Health Nutr. 2002;5(3):391-6.

8.	 Prentice AM. The emerging epidemic of obesity in developing countries. Int J 
Epidemiol. 2006;35(1):93-9.

9.	 Hoffman DJ, Martins PA, Roberts SB, Sawaya AL. Body fat distribution in stunted 
compared with normal-height children from the shantytowns of São Paulo, 
Brazil. Nutrition. 2007;23(9):640-6.

10.	 Khasnutdinova SL, Grjibovski AM. Prevalence of stunting, underweight, 
overweight and obesity in adolescents in Velsk district, north-west Russia: a 
cross-sectional study using both international and Russian growth references. 
Public Health. 2010;124(7):392-7.

11.	 Kimani-Murage EW, Kahn K, Pettifor JM, Tollman SM, Dunger DB, Gómez-Olivé 
XF, et al. The prevalence of stunting, overweight and obesity, and metabolic 
disease risk in rural South African children. BMC Public Health. 2010;10:158.

12.	 Fernandes MT, Sesso R, Sawaya AL. Increased blood pressure in adolescents of 
low socioeconomic status with short stature. Pediatr Nephrol. 2003;18(5):435-9.

13.	 Florencio TT, Ferreira HS, Cavalcante JC, Sawaya AL. Short stature, obesity and 
arterial hypertension in a very low income population in north-eastern Brazil. 
Nutr Metab Cardiovasc Dis. 2004;14(1):26-33.

14.	 Muntner P, He J, Cutler JA, Wildman RP, Whelton PK. Trends in blood pressure 
among children and adolescents. JAMA. 2004;291(17):2107-13. 

15.	 World Health Organization (WHO). The WHO Child Growth Standards. 
[Accessed on 2010 June 10]. Available from http://www.who.int/childgrowth/en/

16.	 World Health Organization (WHO). Measuring change in nutritional status. 
Guidelines for assessing the nutritional impact of supplementary feeding 
programmes for vulnerable groups. Geneva; 1983.

17.	 Centers for Disease Control and Prevention. CDC Growth Charts. Atlanta: 
CDC. [Accessed on 2010 December 08]. Available from http://www.cdc.
gov/growthcharts.

18.	 Tanner JM. The development of the reproductive system. In: Growth at 
adolescence. 2nd ed. Oxford: Blackwell; 1962. p. 28-39.

19.	 World Health Organization (WHO). Physical status: the use and 
interpretation of anthropometry: report of a WHO Expert Committee. 
Geneva; 1995. p. 368-9 (Technical Report of the WHO Series, no. 854).

20.	 National High Blood Pressure Education Program Working Group on 
High Blood Pressure in Children and Adolescents. The fourth report on 
the diagnosis, evaluation, and treatment of high blood pressure in children 
and adolescents Pediatrics. 2004;114(2 Suppl 4):555-76.

21.	 Barker DJ. The fetal origins of type 2 diabetes mellitus. Ann Intern Med. 
1999;130(4 Pt 1):322-4.

22.	 Sociedade Brasileira de Cardiologia; Sociedade Brasileira de Hipertensão; 
Sociedade Brasileira de Nefrologia. VI Diretrizes brasileiras de hipertensão. 
Arq. Bras. Cardiol. 95(1 supl):1-55.

23.	 Bao W, Threefoot AS, Srinivasan SR, Berenson GS. Essential hypertension 
predicted by tracking of elevated blood pressure from childhood: the 
Bogalusa Heart Study. Am J Hypertens. 1995;8(7):657-65.

24.	 Alper-Jr AB, Chen W, Yau L, Srinivasan SR, Berenson GS, Hamm LL. 
Childhood uric acid predicts adult blood pressure: the Bogalusa Heart 
Study. Hypertension. 2005;45(1):34-8.

25.	 Franco MCP, Christofalo DMJ, Sawaya AL, Ajzen AS, Sesso R. Effects of 
low birth weight in 8- to 13-year-old children: implications in endothelial 
function and uric acid levels. Hypertension. 2006;48(1):45-50.

26.	 Franco MCP, Higa MSE, D’Almeida V, Sousa FG, Sawaya AL, Fortes ZB, 
et al. Homocysteine and nitric oxide are related to blood pressure and 
vascular function in small-for-gestational-age children. Hypertension. 
2007;50(2):396-402.

27.	 da Luz Santos CD, Clemente AP, Martins VJ, Albuquerque MP, Sawaya 
AL. Adolescents with mild stunting show alterations in glucose and insulin 
metabolism. J Nutr Metab. 2010;94:3070.

11


