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Abstract: The likelihood of pre-hypertensive young adults developing hypertension has been steadily
increasing in recent years. Despite the fact that aerobic exercise training (AET) has demonstrated
positive results in lowering high blood pressure, the efficacy of different types of AET among pre-
hypertensive young adults has not been well-established. The objective of this study was to evaluate
the effectiveness of high-intensity interval training (HIIT) and continuous moderate-intensity training
(CMT) on the blood pressure (BP) of physically inactive pre-hypertensive young adults. In total,
32 adults (age 20.0 ± 1.1 years and BMI 21.5 ± 1.8) were randomly assigned to three groups: HIIT,
CMT and control (CON). The HIIT and CMT groups participated in 5 weeks of AET, while the CON
group followed a DASH diet plan only. The HIIT protocol consisted of a 1:4 min work to rest ratio of
participants, at an 80–85% heart rate reserve (HR-reserve) and a 40–60% HR-reserve, respectively, for
20 min; the CMT group exercised at 40–60% of their HR-reserve continuously for 20 min. In both the
HIIT and CMT groups, systolic blood pressure (SBP) (3.8 ± 2.8 mmHg, p = 0.002 vs. 1.6 ± 1.5 mmHg,
p = 0.011) was significantly reduced, while significant reductions in the diastolic blood pressure (DBP)
(2.9 ± 2.2 mmHg, p = 0.002) and mean arterial pressure (MAP) (3.1 ± 1.6 mmHg, p < 0.0005) were
noted only in the HIIT group. No significant differences in SBP (−0.4 ± 3.7 mmHg, p = 0.718), DBP
(0.4 ± 3.4 mmHg, p = 0.714), or MAP (0.1 ± 2.5 mmHg, p = 0.892) were observed in the CON group.
Both HIIT and CMT decreased BP in physically inactive pre-hypertensive young adults; however,
HIIT yielded more beneficial results in terms of reducing the SPB, DBP and MAP.

Keywords: high-intensity interval training; continuous aerobic training; systolic blood pressure;
diastolic blood pressure; pre-hypertension
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1. Introduction

Hypertension is considered to be one of the main precursors of cardiovascular diseases
(CVDs) and has been linked to 7.7 million deaths globally [1,2]. The Seventh report of
the Joint National Committee on Prevention, Detection, Evaluation, and Treatment of
High Blood Pressure (JNC7) defined pre-hypertension as a systolic blood pressure (SBP) of
120 mmHg to 139 mmHg and a diastolic blood pressure (DBP) of 80 mmHg to 89 mmHg [3].
Pre-hypertensive people are at an increased risk of acquiring hypertension, and it has been
estimated that those with blood pressure (BP) readings between 130 and 139/80 and
89 mmHg are twice as likely to develop hypertension than those with lower readings [4].
Modifiable risk factors of high BP can be controlled by active engagement in physical
exercises [3,5]. To prevent the progressive rise in BP and cardiovascular diseases, the
control of pre-hypertension and lifestyle modifications require special attention [6].

Studies have suggested that physical exercise is associated with substantial improve-
ments in insulin sensitivity, augmented autonomic nervous system function and decreased
vasoconstriction, which may prevent a pathological rise in BP [7,8]. Physical activity (PA)
improves the release of growth factors from skeletal muscles into the bloodstream, stimu-
lates angiogenesis, facilitates neurogenesis and induces endothelial cell proliferation with
endothelial cell membrane permeability, thus leading to a substantial reduction in BP and
the attenuation of hypertension symptoms [9–11].

Worldwide, 9% of premature mortality contributing to approximately 5.3 million
deaths in 2008 occurred due to physical inactivity [12]. Regular PA is a well-established
intervention for the prevention and treatment of several chronic diseases [13], and it has
shown a significant effect on BP reduction [14]. Physical exercise has also been shown to
improve various factors involved in the pathophysiology of hypertension [15–18], which
can extenuate BP in both hypertensive and non-hypertensive adults [15,19]. Continuous
moderate-intensity training (CMT) for at least 30 min or more is traditionally recommended
for the prevention and treatment of high BP [13,20].

High-intensity interval training (HIIT) has been documented as a safe and effective
training method for cardiac rehabilitation [21]. HIIT can be defined as a short burst
of maximal effort interspersed by a few minutes of rest or active recovery, and it has
been reported to be more effective than CMT for improving cardiorespiratory fitness in
different populations [16–18,22–24]. HIIT, which consists of several bouts of high-intensity
exercise (85–95% of HRmax) lasting 1 to 4 min interspersed with intervals of rest or active
recovery [15,17,18], has been found to improve endothelial function and its markers [16,18],
insulin sensitivity [18], markers of sympathetic activity [16,17], arterial stiffness [15,16],
blood glucose and lipoproteins [18]. Despite these favorable outcomes, the efficacy of
HIIT in reducing BP among pre-hypertensive young adults is not well established [25]. In
addition, there is a scarcity of current literature comparing HIIT and CMT on BP in this
particular population. Therefore, the primary purpose of this study was to determine the
effects of HIIT and CMT on the BP of physically inactive pre-hypertensive young adults,
and then to explore which type of exercise training is more efficient in lowering the BP of
this population. To the best of the authors’ knowledge, this is the very first study to target
pre-hypertensive young adults in Malaysia.

2. Materials and Methods
2.1. Study Setting and Subjects

This 5-week randomized–controlled trial was conducted in the Physiotherapy Centre
at the Faculty of Medicine and Health Sciences in University Tunku Abdul Rahman, Sungai
Long Kajang, Malaysia. G*power (F test) was used to calculate the sample size, based on
the power analysis; a total of 42 participants were required for this study. The study subjects
were reached through university portal, emails and posters for voluntary participation.
Participants were recruited by convenience sampling as the study population required
young adults with pre-hypertension. A total of 87 subjects were initially screened, out of
which only 32 adults fit the eligibility criteria after they were administered the Interna-
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tional Physical Activity Questionnaires (IPAQ), Physical Activity Readiness Questionnaire
(PAR-Q+) and measurement of body mass index (BMI). Using the computer-generated
numbers, study participants (22 males and 10 females) were randomly allocated to 3 groups:
the HIIT group, CMT group and the control (CON) group.

Inclusion criteria comprised both genders (unmarried), aged between 18 and 25 years
old, who were physically inactive with an SBP between 120 and 139 mmHg and/or DBP
between 80 and 89 mmHg. Participants with a known history of respiratory illnesses,
cardiovascular diseases, diabetes mellitus, overweight/obesity, psychological disorders, or
musculoskeletal problems; those taking anti-hypertensive medications; and active smokers
were excluded from this study.

The protocol was based on the Helsinki Declaration Accord (World Medical Associa-
tion for Human Subjects). Moreover, prior ethical clearance was obtained from the Univer-
siti Tunku Abdul Rahman’s Scientific and Ethical Review Committee (U/SERC/77/20).
Written informed consent was obtained from each participant after debriefing them about
the benefits of the study, potential risks of muscle soreness, strict maintenance of data
confidentiality and right to withdraw at any point from the study.

2.2. Body Mass Index and Blood Pressure Measurement

In addition to assessing BMI during the screening process, it was also measured
at baseline to ensure no abrupt changes in body weight before study initiation and that
participants were within the normal BMI range (18.5–24.9). BMI was recorded by measuring
the participants’ body weight in kilograms and dividing it by their height squared (kg/m2).
The procedure was carried out early in the morning (8:30 am–9:00 am) using a calibrated
seca 284 EMR (Hamburg, Germany) wireless measuring station for weight and height.
Before measuring the BMI, participants were instructed to remove any excess clothing, and
to stand upright and barefooted on the measuring machine. An average of 3 measurements
for both weight and height were calculated to assess the BMI score.

Following the standard procedure, participants’ BP from the right brachial artery was
measured using an automated digital BP monitor (OMRON SEM-1, Kyoto, Kansai Japan)
in the morning between 9:15 am and 10:15 am after 5 min of rest in a chair [26,27]. Each
participant’s right arm was supported on the table at heart level, and both SPB and DBP
were measured 3 times with a 5 min interval between each measurement in order to obtain
the most accurate result. If the differences between any of the 3 SBP and/or DBP readings
were higher than 5 mmHg, the measurement was taken again after a 5 min interval, and the
average reading with the least differences was taken into consideration. BP was measured
at baseline before beginning the intervention and at the end of the 5-week intervention.
The post-test measurement of BP was carried out in a similar way as recorded at baseline.
In addition, the mean arterial pressure (MAP) was also estimated at baseline and at the end
of intervention with the following formula:

MAP = DBP + 1/3(SBP − DBP)

2.3. Exercise Intervention Protocol

Before the first exercise session, the subjects’ heart rate (HR) was measured using a
calibrated pulse oximeter (GIMA: Oxy-5-Plus Oximeter, Italy). The exercise HR (HRmax)
of the participants in the HIIT and CMT groups was calculated using the newest age-based
formula, [HRmax = 211 − (0.64 ∗ age)]. The exercise HR was then calculated using the
Karvonen formula [Exercise HR = % of target intensity (HRreserve) + HRrest]. To prevent
delayed-onset muscle soreness (DOMS) and to acclimatize all the physically inactive
participants in both exercise groups to the exercise regimen, a 1-week familiarization
period was provided with a total of 3 exercise sessions on alternate days. Participants in
both the experimental groups performed a 5 min warm-up session followed by 20 min
of continuous running on a treadmill (BH LK-G6700 Pro Action, St. Charles, MI, USA)
without inclination at 40–60% of their HR-reserve. Before ending the exercise session, a
5 min cool-down was performed by all participants by walking on the same treadmill
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at their own comfortable pace. A pulse oximeter (GIMA: Oxy-5-Plus Oximeter, Gessate,
Milan, Italy) was placed on the participants’ index finger during the PA to monitor their
exercise HR, in addition to using the treadmill’s inbuilt heart rate monitor. Differences in
the exercise HR in both the monitoring methods were negligible throughout the training
protocol. After the familiarization period of 1 week, the HIIT group underwent 4 weeks of
HIIT (3 times per week on alternate days excluding the weekends) consisting of 20 min of
treadmill (BH LK-G6700 Pro Action, St. Charles, MI, USA) running with a 1:4 min work to
rest ratio, an upper HR target at 80–85% of HR-reserve, and a lower HR target at 40–60%
of HR-reserve. The CMT group continued with 4 weeks of the same exercise protocol on
the treadmill, which was carried out in the familiarization period at an intensity of 40–60%
of their HR-reserve. Exercise HR during these 4 weeks of aerobic exercise training (AET)
for both groups were monitored in the same way as stated above in the familiarization
program. The indication for the termination of the exercise sessions was in accordance
with ACSM’s guidelines. It was not feasible to blind the participants or therapists, as they
both knew the type of intervention being received and delivered, respectively, but outcome
assessors were blinded to control the detection bias.

The CON group did not participate in any exercise program; they were instructed to
follow a Dietary Approaches to Stop Hypertension (DASH) diet and restrict their sodium
intake (<100 mmol/day) according to the JNV VIII guidelines. In addition to the distribu-
tion of the guidelines given, participants in the CON group were reminded via telephone
calls once weekly about the DASH diet and sodium restrictions to ensure that they were
strictly following the guidelines.

All the participants in the 3 groups were instructed not to engage in any other form of
PA during these 5 weeks to prevent any extraneous effect on the outcomes. In addition, to
avoid the acute post-exercise effects on BP, participants were also instructed not to perform
any exercise 24 h prior to the post-test BP measurement. In accordance with the CONSORT
statement, a detailed description of this clinical trial is shown in Figure 1 below.

2.4. Statistical Analysis

The data were processed using the Statistical Package for Social Science (SPSS) version
26.0. The Shapiro–Wilk test was first performed to check the normality assumption of data
as it is required to fulfil the conditions of a paired sample t-test. The Shapiro–Wilk test
(Table 1) demonstrated that data were normally distributed (p > 0.05) in all 3 groups with
respect to the SBP, DBP and MAP at baseline; therefore, these outcome measures were
compared using the paired sample t-test to determine within-group differences. To evaluate
between-group differences, a one-way ANOVA test was carried out. The conditions to
conduct the one-way ANOVA test were fulfilled, in which each group represented the
qualitative variables, and the dependent variables, SBP, DBP and MAP, were quantitative
variables. A post hoc test was further employed to assess which group differed significantly
from the other two groups after performing the one-way ANOVA test. Results are presented
as the mean ± SD for all the outcome measures. All reported probability values were
2-sided, and a p-value of <0.05 was considered statistically significant.
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Training; CMT = Continuous Moderate-intensity Training; CON = Control; HR-reserve = Heart
Rate Reserve.
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Table 1. Test of normality at baseline for SBP, DBP and MAP among 3 groups.

Group Statistic p-Value

Pre-SBP mean

HIIT Group 0.960 0.780

CMT Group 0.981 0.972

CON Group 0.853 0.063

Pre-DBP mean

HIIT Group 0.970 0.890

CMT Group 0.912 0.294

CON Group 0.874 0.112

Pre-MAP mean

HIIT Group 0.989 0.995

CMT Group 0.921 0.365

CON Group 0.923 0.387
Shapiro–Wilk Test; Level of Significance: p < 0.05.

3. Results
3.1. Descriptive Statistics

At the beginning of this study, 32 participants were randomly assigned to the HIIT
(6 males and 6 females), CMT (6 males and 4 females) and CON groups (10 males).
Two participants dropped out of the HIIT group (both males) during the third and fourth
weeks of training due to musculoskeletal injury. The mean ages of the participants in the
HIIT, CMT and CON groups were 21 ± 0.8, 19 ± 1.3 and 21 ± 1.0, respectively. Similarly,
the mean BMIs measured at baseline were 20.8 ± 1.9, 21.7 ± 1.6 and 22.0 ± 1.9 for the
HIIT, CMT and CON groups, respectively. The BMI of the CON group was slightly higher
than that of the other two groups, which was most probably due to the fact that all the
participants in the CON group were males.

3.2. Comparison within the Groups

Table 2 depicts that the CON group had the highest baseline and post-intervention
SBP mean values of 127.93 ± 5.09 mmHg and 128.37 ± 5.32 mmHg, respectively. The
HIIT group had the highest baseline DBP (78.57 ± 5.36 mmHg), and CMT group had
greater post-test DBP (75.73 ± 4.26). At baseline, the MAP was highest in the CMT group
(93.20 ± 2.89) and greater in the CON group (91.86 ± 4.18) post-test.

Table 2. All groups’ SBP, DBP and MAP mean (X) with standard deviation (SD).

HIIT Group X ± SD CMT Group X ± SD CON Group X ± SD

Pre-Test Post-Test Pre-Test Post-Test Pre-Test Post-Test

SBP (mmHg) 122.76 ± 2.65 119 ± 3.91 125.23 ± 3.76 123.67 ± 3.98 127.93 ± 5.09 128.37 ± 5.32

DBP (mmHg) 78.57 ± 5.36 75.63 ± 4.86 77.23 ± 4.54 75.73 ± 4.26 74.00 ± 6.23 73.60 ± 5.78

MAP (mmHg) 93.14 ± 3.46 90.09 ± 2.57 93.20 ± 2.89 91.71 ± 3.08 91.98 ± 4.62 91.86 ± 4.18

Table 3 illustrates the results of the paired sample t-test. In the CON group, a mean
difference of −0.43 (p-value = 0.718 > 0.05) for the SPB was observed, indicating a non-
significant difference between the pre-SBP and post-SBP. For the DBP, a mean difference
of 0.40 (p-value = 0.714 > 0.05) was found, showing no significant difference between the
pre-DBP and post-DBP for CON group. Similarly, the MAP did not exhibit any significant
difference (mean = 0.11, p-value = 0.892). For the CMT group, a mean difference of 1.57
(p-value = 0.011 < 0.05) was observed in terms of SBP, which was statistically significant.
However, for the DBP, the mean difference between the pre- and post-tests was 1.50
(p-value = 0.161 > 0.05), depicting a non-significant difference between the pre-DBP and
post-DBP in the CMT group. The MAP in the CMT group showed an insignificant reduction
in the mean (1.49, p-value = 0.054). A mean difference of 3.76 (p-value = 0.002 < 0.05) was
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found in the HIIT group for the SBP and 2.93 (p-value = 0.002 < 0.05) for the DBP, indicating
a statistically significant difference between the pre- and post-tests of both the SPB and
DPB, respectively, in the HIIT group. A similar result was noticed found in MAP, with a
significant mean difference of 3.05 (p-value < 0.0005).

Table 3. Paired sample t-tests for SBP, DBP and MAP among the 3 groups.

Paired Differences

Groups Mean Std. Deviation t df p-Value

CON Group

Pair 1 Pre-SBP mean–post-SBP mean −0.43 3.68 −0.37 9 0.718

Pair 2 Pre-DBP mean–post-DBP mean 0.40 3.35 0.38 9 0.714

Pair 3 Pre-MAP mean–post-MAP mean 0.11 2.50 0.14 9 0.892

CMT Group

Pair 1 Pre-SBP mean–post-SBP mean 1.57 1.54 3.22 9 0.011

Pair 2 Pre-DBP mean–post-DBP mean 1.50 3.10 1.53 9 0.161

Pair 3 Pre-MAP mean–post-MAP mean 1.49 2.12 2.22 9 0.054

HIIT Group

Pair 1 Pre-SBP mean–post-SBP mean 3.76 2.83 4.20 9 0.002

Pair 2 Pre-DBP mean–post-DBP mean 2.93 2.23 4.16 9 0.002

Pair 3 Pre-MAP mean–post-MAP mean 3.05 1.64 5.90 * 9 <0.0005

Paired sample t-test was performed; * Indicates statistically significant at 5% level of significance.

3.3. Comparison between the Groups

For the SBP, the F-test (one-way ANOVA) result was 5.02 (p-value = 0.014 < 0.05)
(Table 4). Therefore, it can be concluded that there were significant differences in the
mean SBP across the three groups. However, for the DBP, the F-test statistic was 1.87
(p-value = 0.173 > 0.05), indicating a non-significant difference among the three groups.
The MAP F-test was 4.76 (p-value = 0.017 < 0.05), showing a significant difference between
the 3 groups.

Table 4. Comparison of SBP, DBP and MAP mean difference across the 3 groups.

ANOVA

Sum of Squares df Mean Square F p-Value

SBP

Between Groups 69.72 2 34.86 5.02 * 0.014

Within Groups 187.53 27 6.95

Total 257.25 29

DBP

Between Groups 32.25 2 16.12 1.87 0.173

Within Groups 232.47 27 8.61

Total 264.71 29

MAP

Between Groups 43.08 2 21.54 4.76 * 0.017

Within Groups 122.13 27 4.52

Total 165.21 29

One-way ANOVA test was performed; * Indicates statistically significant at 5% level of significance.

Since the one-way ANOVA test showed significant differences in SBP and MAP
across the three groups, a post hoc test (Tukey test) was performed to investigate which
pairs of the groups were different in terms of the mean SBP and mean MAP. We found
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that the SBP mean difference in the HIIT and CMT groups was statistically insignifi-
cant (p-value = 0.282 > 0.05) (Table 5). However, we noticed a significant SBP mean dif-
ference between the HIIT group and the CON group (p-value = 0.010 < 0.05), but the
SBP mean difference between the CMT and CON groups was statistically insignificant
(p-value = 0.258 > 0.05). The MAP did not show any significant mean difference between
the HIIT and CMT groups (p-value = 0.244 > 0.05) and between the CMT and CON groups
(p-value = 0.337 > 0.05). However, a significant mean difference in MAP was seen between
the HIIT and CON groups (p-value = 0.013 < 0.05). Hence, it can be deduced that HIIT is
more effective in reducing the SBP, DBP and MAP compared to the CMT.

Table 5. Post hoc test (Tukey test).

Dependent Variable (I) Group (J) Group Mean Difference (I-J) p-Value

SBP

HIIT
CMT −1.83 0.282

CON −3.73 * 0.010

CMT
HIIT 1.83 0.282

CON −1.90 0.258

CON
HIIT 3.73 * 0.010

CMT 1.90 0.258

MAP

HIIT CT −1.57 0.244

CON −2.93 * 0.013

CMT HIIT 1.56 0.244

CON −1.37 0.337

CON HIIT 2.93 * 0.013

CMT 1.37 0.337
Post hoc (Tukey) test was performed; * Indicates statistically significant at 5% level of significance.

4. Discussion

Earlier studies [28,29] broadly supported the improved cardiopulmonary benefits of
HIIT over CMT. Nevertheless, no previous study has conspicuously explored HIIT and CMT
outcomes in the pre-hypertensive young population by incorporating a comparator CON
group with the DASH protocol. Thus, the research provided valuable insights into the field
of physical therapy and significantly contributed to the current body of scientific literature.
This study showed the beneficial effects of HIIT and CMT on the resting BP of physically
inactive young adults with pre-hypertension. It is evident from the findings of the current
study that both HIIT and CMT can reduce SBP significantly among pre-hypertensive young
adults. The positive role of exercise training on BP can be perceived through its action
on sympathetic activity, enhanced endothelial function and decreased oxidative stress,
which cumulatively contributes to the prevention and treatment of hypertension [30].
In addition, PA may be accountable for reducing exercise-induced oxidative stress by
producing an increased level of antioxidants, attenuating vascular and cardiac sympathetic
activity, reducing serum vasoconstrictor factor levels and increasing endothelial dilating
factors, which that consequently helps in lowering the peripheral vascular resistance and
subsequently leads to improved BP [16,31]. A previous meta-analysis revealed that the
two most prominent intervention protocols HIIT and CMT were effective in reducing
SBP in adults with pre- to established hypertension [25]. Our findings correlate with a
study that compared the effects of continuous and interval training in the management
of hypertension, wherein researchers found a SBP reduction in both experimental groups
(−16.4 ± 13.2 mmHg and −13.9 ± 12.6 mmHg, respectively) [32]. Similar results were also
derived from the systematic review by Punia S et al. [33]. Our study revealed significant
reductions in SBP after conducting 5 weeks of an AET (HIIT and CMT) program. Therefore,
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in addition to lowering SBP among the hypertensive population, HIIT and CMT can be
useful tools in reducing the SBP among pre-hypertensive young adults.

The current study demonstrated a significant reduction in DBP among the participants
undergoing the HIIT exercise protocol, whereas a non-significant reduction in DBP was
observed among the CMT and control groups. In [34], it is suggested that HIIT demon-
strated greater improvements in the endothelial function and arterial stiffness compared
to CMT. This explains the increased BP reduction in the HIIT group as endothelium plays
a pivotal role in the homeostasis and maintenance of vascular tonus, which may be a
contributing factor in BP reduction. A recent randomized clinical trial also revealed similar
results, where the authors found a significant reduction in SBP but a non-significant re-
duction in DBP [35]. Although the decrease in the DBP of the CMT group was statistically
non-significant in this study, if given a longer intervention period, there would be a more
obvious result, as most studies have confirmed a significant reduction in DBP following
8 or more weeks of continuous exercise in hypertensive and normotensive adults [32,36].
Interestingly, in the current study, within a time frame of 5 weeks, HIIT was shown to
be effective in reducing DBP significantly. Therefore, HIIT could be a better option in
controlling the DBP of pre-hypertensive young adults.

MAP measures the pressure necessary for the adequate perfusion of the organs of
the whole body. Therefore, it could be a better indicator of perfusion than SBP. High
MAP can be detrimental, leading to morbid conditions such as ventricular hypertrophy,
myocardial infarction and stroke. HIIT intervention in this current study also demonstrated
significantly greater reductions in the MAP in comparison to CMT (3.05 vs. 1.49). Similar
findings were reported in past studies, wherein HIIT led to notable reductions in the MAP
among pre-hypertensive subjects [37] and sedentary individuals [38,39]. Overall, the HIIT
exercise resulted in a significant BP reduction and a favorable alteration in MAP, thus
showing a positive cardiovascular response post-intervention. However, further studies
are required to evaluate the potential mechanisms contributing to these physiological
responses and changes in the pre-hypertensive population.

HIIT interventions are considered to be more effective and time-efficient interven-
tions for BP and aerobic capacity level improvements as compared to other exercises [40].
Wahl P et al. [41] found that HIIT stimulated a transient increase in the circulating levels of
vascular endothelial growth factor and hepatocyte growth factor. Thus, it can be postulated
that HIIT intervention reduces BP by actively promoting and stimulating the angiogenic
factors. A study comparing HIIT and CMT [16] showed that HIIT is far superior in lowering
BP compared to CMT due to three factors: improving cardiorespiratory fitness, hormonal
response and nitric oxide response, which is a mediator of vasodilation in blood vessels
that plays a major role in BP control. It has been stated that HIIT interventions that last for
4–12 weeks are able to produce a larger decrease in SPB (−3.63 mmHg) than other forms
of exercise [40]. Previous studies [16–18] also support the finding that HIIT is superior
to CMT in improving cardiorespiratory fitness and reducing BP among normotensive
and hypertensive individuals, but its efficacy in reducing BP among the pre-hypertensive
population requires further investigation. In the current study, there was a significant
difference in the mean SBP across the three groups, HIIT, CMT and CON, as revealed by
the ANOVA test. Further analysis via a post hoc test demonstrated a significant mean
difference in the SBP between the HIIT group and CON group (p-value = 0. 010 < 0.05).
However, there was an insignificant mean difference in the SBP between the CMT and CON
group participants (p-value = 0.282 > 0.05). Additionally, HIIT was found to be effective in
reducing the DBP significantly (p-value = 0.002 < 0.05). Although PA has been associated
with reduced BP, there can be some variations due to different training modalities, exercise
prescriptions, intensities, frequencies and durations of intervention [34]. Nevertheless,
the current study clearly demonstrates that HIIT is superior to CMT in controlling the
progression of pre-hypertension towards hypertension in Malaysian young adults.

Studies by Stephen PJ et al. [42] and Paula TP et al. [43] revealed that the DASH diet
and sodium restriction have significant effect on the reduction in SBP, DBP and HR among
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hypertensive patients. A recent meta-analysis also revealed similar observations [44].
Therefore, a possible reason that there was no reduction in SPB or DBP in the CON group
could be non-adherence to the diet protocol, even after weekly reminders via phone calls to
the participants to ensure that they were strictly adhering to the regimen. Although HIIT
and CMT groups were not instructed to follow the DASH diet and sodium restriction as the
researchers aimed to determine the effectiveness of HIIT and CMT solely, a significant SBP
reduction and a non-significant DBP reduction were observed among the participants of
the CMT group, whereas in the HIIT group, both SBP and DBP were significantly reduced
after 5 weeks. In conclusion, the study results indicate a higher efficacy of HIIT over CMT
even in the absence of the DASH diet to control the resting BP in the pre-hypertensive
young adults.

5. Strengths, Limitations and Recommendations

Due to the time constraint and limited resources, the researchers were only able to
recruit 32 participants for this research. However, this was a hypothesis-generating study
and differed methodologically; therefore, even with the limited sample size, this research
provided a deeper insight into the cardioprotective role of exercise training in BP. Second,
the HIIT and CMT groups each consisted of only 4 and 6 females in the respective groups,
whereas the CON group consisted of all males. This is due to the fact that during the
screening process, many female participants were under hypotensive or normotensive
categories, and after screening, eligible participants were divided randomly into three
groups. The dietary intake of the participants in the CON group may have also played a
significant role regarding controlling BP, since it was not possible to directly observe and
monitor their adherence to the DASH diet and sodium restriction. Therefore, future studies
with a larger sample size, a longer intervention duration, and the stringent control of the
DASH diet plan are highly recommended. Furthermore, HIIT with the DASH diet plan
could be a better approach towards controlling pre-hypertension in a short period of time.

6. Conclusions

HIIT can effectively reduce both the SBP and DBP of healthy, physically inactive pre-
hypertensive young adults, but CMT reduced only the SBP in this study. Therefore, HIIT
could be a promising alternative intervention in BP reduction and thus could be functional
in preventing the progression of pre-hypertension towards hypertension among physically
inactive young adults.

Author Contributions: The conceptualization process involved I.A.M. and A.T.J. Study design
was carried out by I.A.M., M.C. and A.T.J. Data collection was performed by C.Y.C. and I.A.M.
Data analyses and interpretation were performed by A.T.J., I.A.M., M.C., M.R.I., M.Z.H. and Y.H.
Manuscript drafting and critical review were performed by A.T.J., I.A.M., M.C., M.R.I., M.Z.H., S.H.
and Y.H. All authors have read and agreed to the published version of the manuscript.

Funding: This research received no external funding.

Institutional Review Board Statement: This study was conducted according to the Helsinki Decla-
ration Accord. In addition, prior ethical clearance was obtained from the Universiti Tunku Abdul
Rahman’s Scientific and Ethical Review Committee (U/SERC/77/20).

Informed Consent Statement: Written informed consent was obtained from all participants involved
in the study.

Data Availability Statement: Not applicable.

Acknowledgments: We express our gratitude to the participants of this research and our nursing
staff for helping us with the measurement of outcome variables.

Conflicts of Interest: The authors have no conflict of interest.



J. Cardiovasc. Dev. Dis. 2022, 9, 246 11 of 12

References
1. Chow, C.K.; Teo, K.K.; Rangarajan, S.; Islam, S.; Gupta, R.; Avezum, A.; Bahonar, A.; Chifamba, J.; Dagenais, G.; Diaz, R.; et al.

Prevalence, awareness, treatment, and control of hypertension in rural and urban communities in high-, middle-, and low-income
countries. JAMA 2013, 310, 959–968. [CrossRef]

2. Mozaffarian, D.; Benjamin, E.J.; Go, A.S.; Arnett, D.K.; Blaha, M.J.; Cushman, M.; Das, S.R.; Ferranti, S.; Després, J.P.; Fullerton, H.J.;
et al. Executive summary: Heart disease and stroke statistics-2016 update: A report from the american heart association. Circulation
2016, 133, 447–454. [CrossRef] [PubMed]

3. Chobanian, A.V.; Bakris, G.L.; Black, H.R.; Cushman, W.C.; Green, L.A.; Izzo, J.L., Jr.; Jones, D.W.; Materson, B.J.; Oparil, S.;
Wright, J.T., Jr.; et al. The seventh report of the joint national committee on prevention, detection, evaluation, and treatment of
high blood pressure: The jnc 7 report. JAMA 2003, 289, 2560–2571. [CrossRef] [PubMed]

4. Vasan, R.S.; Larson, M.G.; Leip, E.P.; Evans, J.C.; O’Donnell, C.J.; Kannel, W.B.; Levy, D. Impact of high-normal blood pressure on
the risk of cardiovascular disease. N. Engl. J. Med. 2001, 345, 1291–1297. [CrossRef] [PubMed]

5. He, J.; Whelton, P.K.; Appel, L.J.; Charleston, J.; Klag, M.J. Long-term effects of weight loss and dietary sodium reduction on
incidence of hypertension. Hypertension 2000, 35, 544–549. [CrossRef] [PubMed]

6. Nytrøen, K.l.; Rolid, K.; Andreassen, A.K.; Yardley, M.; Gude, E.; Dahle, D.O.; Bjørkelund, E.; Relbo, A.; Grov, I.; Philip, W.J.; et al.
Effect of high-intensity interval training in de novo heart transplant recipients in Scandinavia: One-year follow-up of the HITTS
randomized, controlled study. Circulation 2019, 139, 2198–2211. [CrossRef]

7. Silva, M.I.C.; Mostarda, C.T.; Moreira, E.D.; Silva, K.A.S.; Santos, F.; Angelis, K.; Farah, V.M.A.; Irigoyen, M.C. Preventive
role of exercise training in autonomic, hemodynamic and metabolic parameters in rats under high risk of metabolic syndrome
development. J. Appl. Physiol. 2013, 114, 786–791. [CrossRef] [PubMed]

8. Araujo, A.J.S.D.; Santos, A.C.V.D.; Souza, K.D.S.; Aires, M.B.; Filho, V.J.S.; Fioretto, E.T.; Mota, M.M.; Santos, M.R.V. Resistance
training controls arterial blood pressure in rats with l-name-induced hypertension. Arq. Bras. Cardiol. 2013, 100, 339–346.
[CrossRef] [PubMed]

9. Bell, T.P.; McIntyre, K.A.; Hadley, R. Effect of long-term physical exercise on blood pressure in african americans. Int. J. Exerc. Sci.
2014, 7, 3. [CrossRef]

10. Diaz, K.M.; Shimbo, D. Physical Activity and the Prevention of Hypertension. Curr. Hypertens. Rep. 2013, 15, 659–668. [CrossRef]
11. Cornelissen, V.A.; Smart, N.A. Exercise Training for Blood Pressure: A Systematic Review and Meta-analysis. J. Am. Heart Assoc.

2013, 2, e004473. [CrossRef]
12. Lee, I.M.; Shiroma, E.J.; Lobelo, F.; Puska, P.; Blair, S.N.; Katzmarzyk, P.T.; Lancet Physical Activity Series Working Group. Effect

of physical inactivity on major non-communicable diseases worldwide: An analysis of burden of disease and life expectancy.
Lancet 2012, 380, 219–229. [CrossRef]

13. Haskell, W.L.; Lee, I.M.; Pate, R.R.; Powell, K.E.; Blair, S.N.; Franklin, B.A.; Macera, C.A.; Heath, G.W.; Thompson, P.D.; Bauman, A.
Physical activity and public health: Updated recommendation for adults from the american college of sports medicine and the
american heart association. Circulation 2007, 116, 1081. [CrossRef] [PubMed]

14. Hambrecht, R.; Fiehn, E.; Weigl, C.; Gielen, S.; Hamann, C.; Kaiser, R.; Yu, J.; Adams, V.; Niebauer, J.; Schuler, G. Regular physical
exercise corrects endothelial dysfunction and improves exercise capacity in patients with chronic heart failure. Circulation 1998,
24, 2709–2715. [CrossRef] [PubMed]

15. Guimarães, G.V.; Ciolac, E.G.; Carvalho, V.O.; D’Avila, V.M.; Bortolotto, L.A.; Bocchi, E.A. Effects of continuous vs. Interval
exercise training on blood pressure and arterial stiffness in treated hypertension. Hypertens. Res. 2010, 33, 627. [CrossRef]

16. Ciolac, E.G.; Bocchi, E.A.; Bortolotto, L.A.; Carvalho, V.O.; Greve, J.; Guimaraes, G.V. Effects of high-intensity aerobic interval
training vs. Moderate exercise on hemodynamic, metabolic and neuro-humoral abnormalities of young normotensive women at
high familial risk for hypertension. Hypertens. Res. 2010, 33, 836. [CrossRef]

17. Ciolac, E.G.; Bocchi, E.A.; Greve, J.M.; Guimarães, G.V. Heart rate response to exercise and cardiorespiratory fitness of young
women at high familial risk for hypertension: Effects of interval vs continuous training. Eur. J. Cardiovasc. Prev. Rehabil. 2011,
18, 824–830. [CrossRef]

18. Tjønna, A.E.; Lee, S.J.; Rognmo, Ø.; Stølen, T.O.; Bye, A.; Haram, P.M.; Loennechen, J.P.; Al-Share, Q.Y.; Skogvoll, E.; Slørdahl, S.A.;
et al. Aerobic interval training versus continuous moderate exercise as a treatment for the metabolic syndrome: A pilot study.
Circulation 2008, 118, 346–354. [CrossRef]

19. Ciolac, E.G.; Guimarães, G.V.; Bortolotto, L.A.; Doria, E.L.; Bocchi, E.A. Acute effects of continuous and interval aerobic exercise
on 24-h ambulatory blood pressure in long-term treated hypertensive patients. Int. J. Cardiol. 2009, 133, 381–387. [CrossRef]

20. Pescatello, L.M.; Franclin, B.A.; Fagard, R.; Faqquhar, W.B. Exercise and hypertension. Med. Sci. Sports Exerc. 2004, 36, 533–553.
[CrossRef] [PubMed]

21. Guiraud, T.; Nigam, A.; Gremeaux, V.; Meyer, P.; Juneau, M.; Bosquet, L. High-intensity interval training in cardiac rehabilitation.
Sports Med. 2012, 42, 587–605. [CrossRef] [PubMed]

22. Gillen, J.B.; Gibala, M.J. Is high-intensity interval training a time-efficient exercise strategy to improve health and fitness? Appl.
Physiol. Nutr. Metab. 2013, 39, 409–412. [CrossRef] [PubMed]

23. Helgerud, J.; Hoydal, K.; Wang, E.; Karlsen, T.; Berg, P.; Bjerkaas, M.; Simonsen, T.; Helgesen, C.; Hjorth, N.; Bach, R.; et al. Aerobic
high-intensity intervals improve v o2max more than moderate training. Med. Sci. Sports Exerc. 2007, 39, 665–671. [CrossRef]
[PubMed]

http://doi.org/10.1001/jama.2013.184182
http://doi.org/10.1161/CIR.0000000000000366
http://www.ncbi.nlm.nih.gov/pubmed/26811276
http://doi.org/10.1001/jama.289.19.2560
http://www.ncbi.nlm.nih.gov/pubmed/12748199
http://doi.org/10.1056/NEJMoa003417
http://www.ncbi.nlm.nih.gov/pubmed/11794147
http://doi.org/10.1161/01.HYP.35.2.544
http://www.ncbi.nlm.nih.gov/pubmed/10679495
http://doi.org/10.1161/CIRCULATIONAHA.118.036747
http://doi.org/10.1152/japplphysiol.00586.2012
http://www.ncbi.nlm.nih.gov/pubmed/23329818
http://doi.org/10.5935/abc.20130051
http://www.ncbi.nlm.nih.gov/pubmed/23545992
http://doi.org/10.4172/2165-7904.C1.022
http://doi.org/10.1007/s11906-013-0386-8
http://doi.org/10.1161/JAHA.112.004473
http://doi.org/10.1016/S0140-6736(12)61031-9
http://doi.org/10.1249/mss.0b013e3180616b27
http://www.ncbi.nlm.nih.gov/pubmed/17762377
http://doi.org/10.1161/01.CIR.98.24.2709
http://www.ncbi.nlm.nih.gov/pubmed/9851957
http://doi.org/10.1038/hr.2010.42
http://doi.org/10.1038/hr.2010.72
http://doi.org/10.1177/1741826711398426
http://doi.org/10.1161/CIRCULATIONAHA.108.772822
http://doi.org/10.1016/j.ijcard.2008.02.005
http://doi.org/10.1249/01.MSS.0000115224.88514.3A
http://www.ncbi.nlm.nih.gov/pubmed/15076798
http://doi.org/10.2165/11631910-000000000-00000
http://www.ncbi.nlm.nih.gov/pubmed/22694349
http://doi.org/10.1139/apnm-2013-0187
http://www.ncbi.nlm.nih.gov/pubmed/24552392
http://doi.org/10.1249/mss.0b013e3180304570
http://www.ncbi.nlm.nih.gov/pubmed/17414804


J. Cardiovasc. Dev. Dis. 2022, 9, 246 12 of 12

24. Wisløff, U.; Støylen, A.; Loennechen, J.P.; Bruvold, M.; Rognmo, Ø.; Haram, P.M.; Tjønna, A.E.; Helgerud, J.; Slørdahl, S.A.;
Lee, S.J.; et al. Superior cardiovascular effect of aerobic interval training versus moderate continuous training in heart failure
patients: A randomized study. Circulation 2007, 115, 3086–3094. [CrossRef] [PubMed]

25. Costa, E.C.; Hay, J.L.; Kehler, D.S.; Boreskie, K.F.; Arora, R.C.; Umpierre, D.; Szwajcer, A.; Duhamel, T.A. Effects of high-intensity
interval training versus moderate-intensity continuous training on blood pressure in adults with pre-to established hypertension:
A systematic review and meta-analysis of randomized trials. Sports Med. 2018, 48, 2127–2142. [CrossRef] [PubMed]

26. Cicolini, G.; Pizzi, C.; Palma, E.; Bucci, M.; Schioppa, F.; Mezzetti, A.; Manzoli, L. Differences in blood pressure by body position
(supine, Fowler’s, and sitting) in hypertensive subjects. Am. J. Hypertens. 2011, 24, 1073–1079. [CrossRef] [PubMed]

27. Manzoli, L.; Simonetti, V.; D’Errico, M.M.; De Vito, C.; Flacco, M.E.; Forni, C.; La Torre, G.; Liguori, G.; Messina, G.; Mezzetti, A.;
et al. (In) accuracy of blood pressure measurement in 14 Italian hospitals. J. Hypertens. 2012, 30, 1955–1960. [CrossRef]

28. Silva, B.N.C.; Petrella, A.F.; Christopher, N.; Marriott, C.F.; Gill, D.P.; Owen, A.M.; Petrella, R.J. The benefits of high-intensity
interval training on cognition and blood pressure in older adults with hypertension and subjective cognitive decline: Results
from the heart & mind study. Front. Aging. Neurosci. 2021, 13, 643809.

29. Keteyian, S.J.; Hibner, B.A.; Bronsteen, K.; Kerrigan, D.; Aldred, H.A.; Reasons, L.M.; Saval, M.A.; Brawner, C.A.; Schairer, J.R.;
Thompson, T.M. Greater improvement in cardiorespiratory fitness using higher-intensity interval training in the standard cardiac
rehabilitation setting. J. Cardiopulm. Rehabil. Prev. 2014, 34, 98–105. [CrossRef]

30. Nasi, M.; Patrizi, G.; Pizzi, C.; Landolfo, M.; Boriani, G.; Dei Cas, A.; Cicero, A.F.; Fogacci, F.; Rapezzi, C.; Sisca, G. The role of
physical activity in individuals with cardiovascular risk factors: An opinion paper from Italian Society of Cardiology-Emilia
Romagna-Marche and SIC-Sport. J. Cardiovasc. Med. 2019, 20, 631–639. [CrossRef]

31. Facioli, T.D.P.; Buranello, M.C.; Regueiro, E.M.G.; Basso-Vanelli, R.P.; Durand, M.D.T. Effect of physical training on nitric oxide
levels in patients with arterial hypertension: An integrative review. Int. J. Cardiovasc. Sci. 2021, 35, 253–264. [CrossRef]

32. Lamina, S. Effects of continuous and interval training programs in the management of hypertension: A randomized controlled
trial. J. Clin. Hypertens. 2010, 12, 841–849. [CrossRef] [PubMed]

33. Punia, S.; Kulandaivelan, S.; Singh, V.; Punia, V. Effect of aerobic exercise training on blood pressure in indians: Systematic review.
Int. J. Chronic Dis. 2016. [CrossRef]

34. Leal, J.M.; Galliano, L.M.; Del Vecchio, F.B. Effectiveness of high-intensity interval training versus moderate-intensity continuous
training in hypertensive patients: A systematic review and meta-analysis. Curr. Hypertens. Rep. 2020, 22, 1–3. [CrossRef]
[PubMed]

35. Olea, M.A.; Mancilla, R.; Martínez, S.; Díaz, E. Effects of high intensity interval training on blood pressure in hypertensive
subjects. Rev. Med. Chil. 2017, 145, 1154–1159. [CrossRef] [PubMed]

36. Skutnik, B.C.; Smith, J.R.; Johnson, A.M.; Kurti, S.P.; Harms, C.A. The effect of low volume interval training on resting blood
pressure in pre-hypertensive subjects: A preliminary study. Phys. Sportsmed. 2016, 44, 177–183. [CrossRef] [PubMed]

37. Skutnik, B.C. The Effects of High Intensity Interval Training on Resting Mean Arterial Pressure and C-Reactive Protein Content in
Prehypertensive Subjects. Ph.D. Thesis, Kansas State University, Manhattan, KS, USA, 2013.

38. Grace, F.; Herbert, P.; Elliott, A.D.; Richards, J.; Beaumont, A.; Sculthorpe, N.F. High intensity interval training (HIIT) improves
resting blood pressure, metabolic (MET) capacity and heart rate reserve without compromising cardiac function in sedentary
aging men. Exp. Gerontol. 2018, 109, 75–81. [CrossRef]

39. Muth, B.J. Cardiovascular Effects of High-Intensity Interval Training and Moderate-Intensity Continuous Training in Sedentary
Individuals. Ph.D. Thesis, University of Delaware, Newark, DE, USA, 2018.

40. García-Hermoso, A.; Cerrillo-Urbina, A.J.; Herrera-Valenzuela, T.; Cristi-Montero, C.; Saavedra, J.M.; Martínez-Vizcaíno, V.
Is high-intensity interval training more effective on improving cardiometabolic risk and aerobic capacity than other forms of
exercise in overweight and obese youth? A meta-analysis. Obes. Rev. 2016, 17, 531–540. [CrossRef]

41. Wahl, P.; Jansen, F.; Achtzehn, S.; Schmitz, T.; Bloch, W.; Mester, J.; Werner, N. Effects of high intensity training and high volume
training on endothelial microparticles and angiogenic growth factors. PLoS ONE 2014, 9, e96024. [CrossRef]

42. Juraschek, S.P.; Miller, E.R.; Weaver, C.M.; Appel, L.J. Effects of Sodium Reduction and the DASH Diet in Relation to Baseline
Blood Pressure. Randomized Controlled Trial. J. Am. Coll. Cardiol. 2017, 70, 2841–2848. [CrossRef]

43. Paula, T.P.; Viana, L.V.; Neto, A.T.; Leitao, C.B.; Gross, J.L.; Azevedo, M.J. Effects of the DASH Diet and Walking on Blood Pressure
in Patients with Type 2 Diabetes and Uncontrolled Hypertension: A Randomized Controlled Trial. J. Clin. Hypertens. 2015,
17, 895–901. [CrossRef] [PubMed]

44. Filippou, C.D.; Tsioufis, C.P.; Thomopoulos, C.G.; Mihas, C.C.; Dimitriadis, K.S.; Sotiropoulou, L.I.; Chrysochoou, C.A.;
Nihoyannopoulos, P.I.; Tousoulis, D.M. Dietary Approaches to Stop Hypertension (DASH) Diet and Blood Pressure Reduction in
Adults with and without Hypertension: A Systematic Review and Meta-Analysis of Randomized Controlled Trials. Adv. Nutr.
2020, 11, 1150–1160. [CrossRef] [PubMed]

View publication stats

http://doi.org/10.1161/CIRCULATIONAHA.106.675041
http://www.ncbi.nlm.nih.gov/pubmed/17548726
http://doi.org/10.1007/s40279-018-0944-y
http://www.ncbi.nlm.nih.gov/pubmed/29949110
http://doi.org/10.1038/ajh.2011.106
http://www.ncbi.nlm.nih.gov/pubmed/21677699
http://doi.org/10.1097/HJH.0b013e3283577b20
http://doi.org/10.1097/HCR.0000000000000049
http://doi.org/10.2459/JCM.0000000000000855
http://doi.org/10.36660/ijcs.20200244
http://doi.org/10.1111/j.1751-7176.2010.00315.x
http://www.ncbi.nlm.nih.gov/pubmed/21054770
http://doi.org/10.1155/2016/1370148
http://doi.org/10.1007/s11906-020-1030-z
http://www.ncbi.nlm.nih.gov/pubmed/32125550
http://doi.org/10.4067/s0034-98872017000901154
http://www.ncbi.nlm.nih.gov/pubmed/29424402
http://doi.org/10.1080/00913847.2016.1159501
http://www.ncbi.nlm.nih.gov/pubmed/26918846
http://doi.org/10.1016/j.exger.2017.05.010
http://doi.org/10.1111/obr.12395
http://doi.org/10.1371/journal.pone.0096024
http://doi.org/10.1016/j.jacc.2017.10.011
http://doi.org/10.1111/jch.12597
http://www.ncbi.nlm.nih.gov/pubmed/26041459
http://doi.org/10.1093/advances/nmaa041
http://www.ncbi.nlm.nih.gov/pubmed/32330233
https://www.researchgate.net/publication/362431040

	Introduction 
	Materials and Methods 
	Study Setting and Subjects 
	Body Mass Index and Blood Pressure Measurement 
	Exercise Intervention Protocol 
	Statistical Analysis 

	Results 
	Descriptive Statistics 
	Comparison within the Groups 
	Comparison between the Groups 

	Discussion 
	Strengths, Limitations and Recommendations 
	Conclusions 
	References

