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ABSTRACT

Hypertension is a leading global health concern, with lifestyle factors often emphasized as primary contributors. However, drug-induced 
and iatrogenic hypertension remains under-recognized yet significant cause of elevated blood pressure, complicating disease management. 
Various pharmacological agents, including nonsteroidal anti-inflammatory drugs (NSAIDs), corticosteroids, oral contraceptives, 
decongestants, psychotropic drugs, and chemotherapeutic agents, can induce hypertension through mechanisms such as fluid retention, 
increased sympathetic activity, and endothelial dysfunction. The widespread use of polypharmacy, especially in elderly and comorbid 
patients, further exacerbates the risk of iatrogenic hypertension. Accurate diagnosis is often challenging, as medication-induced hypertension 
can mimic primary hypertension, leading to inappropriate treatment strategies. Advances in pharmacogenomics provide an opportunity 
to predict hypertensive responses to medications, allowing for personalized therapeutic approaches. Management strategies should focus 
on identifying high-risk patients, adjusting or substituting medications, and implementing non-pharmacological interventions. Increased 
pharmacovigilance studies are essential to understand drug-related hypertensive risks better and develop safer therapeutic alternatives. 
Moreover, patient education and clinician awareness play a crucial role in minimizing the burden of iatrogenic hypertension. Future research 
should explore the long-term cardiovascular effects of drug-induced hypertension and optimize treatment algorithms to reduce its prevalence. 
Addressing this overlooked aspect of hypertension management can lead to improved cardiovascular outcomes and better patient care.
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INTRODUCTION

Hypertension, a major risk factor for cardiovascular diseases (CVDs), 
continues to be a growing global health challenge. While lifestyle 
modifications have been the cornerstone of prevention and treatment, 
drug-induced hypertension (DIH) is increasingly recognized as a 
significant contributor to elevated blood pressure. Pharmacological 
agents, such as nonsteroidal anti-inflammatory drugs (NSAIDs), 
corticosteroids, oral contraceptives, and psychotropic medications, can 
lead to or exacerbate hypertension, thus complicating the management 
of patients with pre-existing conditions.1,2 The rise of polypharmacy, 
particularly among elderly individuals, further increases the risk 

of iatrogenic hypertension.3 Accurate diagnosis, patient education, 
and tailored treatment strategies are essential to mitigate these risks. 
Moreover, advances in pharmacogenomics offer promising avenues for 
personalized medicine, which could improve treatment outcomes and 
reduce adverse drug reactions.4 As hypertension treatment continues 
to evolve, there is a critical need for more pharmacovigilance studies 
and the development of safer therapeutic alternatives. This review 
aims to explore the impact of drugs and medical interventions in the 
pathogenesis of hypertension and highlight future research directions.

Pathophysiology of Non-Lifestyle-Related Hypertension

Non-lifestyle-related hypertension, encompassing drug-induced 
and iatrogenic hypertension, arises from various pharmacological 
agents and medical interventions that disrupt normal blood pressure 
regulation. The pathophysiology involves multiple mechanisms, 
including increased sodium and water retention, heightened 
sympathetic nervous system activity, and alterations in vascular 
tone. Certain medications, such as NSAIDs, corticosteroids, and oral 
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contraceptives, can induce hypertension by promoting renal sodium 
retention, leading to expanded extracellular fluid volume and elevated 
blood pressure. Additionally, some drugs may activate the renin-
angiotensin-aldosterone system (RAAS), further contributing to 
increased vascular resistance and hypertension.5 

Iatrogenic hypertension can result from medical procedures or 
interventions that inadvertently affect blood pressure control. For 
instance, certain surgical procedures or use of specific medical devices 
may lead to sympathetic nervous system activation or vascular 
endothelial dysfunction, culminating in elevated blood pressure.6 A 
bioinformatic analysis identified numerous human genes related to 
blood pressure regulation, highlighting the complex interplay between 
various drug targets and hypertensive responses. This complexity 
underscores the importance of understanding individual patient 
susceptibilities when prescribing medications known to influence 
blood pressure.7

In summary, non-lifestyle-related hypertension is a multifaceted 
condition resulting from diverse pharmacological and iatrogenic 
factors. A comprehensive understanding of the underlying 
pathophysiological mechanisms is essential for healthcare providers 
to prevent, identify, and effectively manage this form of hypertension.

Drug-Induced Hypertension: A Silent Culprit

Non-Steroidal Anti-Inflammatory Drugs (NSAIDs)

NSAIDs are widely used for their analgesic and anti-inflammatory 
properties. However, their impact on blood pressure regulation is a 
significant concern. NSAIDs inhibit cyclooxygenase enzymes, leading 
to reduced prostaglandin synthesis. Prostaglandins play a crucial role 
in vasodilation and sodium excretion; thus, their inhibition can result 
in sodium retention and increased vascular resistance, contributing 
to elevated blood pressure. Clinical studies have demonstrated 
that NSAID use can disrupt blood pressure control in hypertensive 
patients, increasing the risk of cardiovascular events. A retrospective 
cohort study observed that incident NSAID use was associated 
with significant increases in systolic blood pressure among patients 
with hypertension. Given these findings, healthcare providers must 
monitor blood pressure in patients prescribed NSAIDs, especially 
those with pre-existing hypertension or cardiovascular risk factors. 
Alternative pain management strategies should be considered to 
mitigate potential adverse effects on blood pressure.8-10

Corticosteroids and Immuno-suppressants
Corticosteroids, such as prednisone, are potent anti-inflammatory 
and immunosuppressive agents widely used in managing various 
inflammatory and autoimmune conditions. However, their 
use is associated with several metabolic side effects, including 
the development of hypertension. The hypertensive effect of 
corticosteroids is primarily due to sodium retention and increased 
systemic vascular resistance.11 A population-based cohort study 
analyzing electronic health records from 389 practices in England 
during 1998–2017 found that oral glucocorticoid use was associated 
with an increased incidence of hypertension in adults with chronic 
inflammatory diseases. Additionally, long-term corticosteroid therapy 
can lead to other metabolic complications such as osteoporosis, 
dyslipidemia, and insulin resistance. Given these risks, healthcare 
providers must monitor blood pressure and other metabolic 

parameters in patients receiving corticosteroid therapy, especially 
those with pre-existing cardiovascular risk factors.12,13

Oral Contraceptives and Hormonal Therapies

Oral contraceptives (OCs), particularly those containing estrogen, 
have been associated with elevated blood pressure. The estrogen 
component is believed to activate the renin-angiotensin-aldosterone 
system, leading to an increased sodium retention and vascular 
resistance, thereby raising blood pressure. A study reported that even 
low-dose estrogen in OCs can induce hypertension through this 
mechanism. Additionally, early epidemiologic studies using high-dose 
estrogen found mean elevations in blood pressure of 3 to 6 mmHg 
systolic and 2 to 5 mmHg diastolic, with approximately 5% of women 
developing new hypertension. Given these risks, healthcare providers 
must monitor blood pressure in women using OCs, especially those 
with pre-existing hypertension or other cardiovascular risk factors.14,15

Decongestants and Sympathomimetics

Decongestants, such as pseudoephedrine and phenylephrine, are 
commonly used to alleviate nasal congestion by constricting blood 
vessels in the nasal passages. However, their sympathomimetic 
properties can lead to increased blood pressure, posing risks for 
individuals with hypertension.16 A meta-analysis indicated that 
pseudoephedrine at recommended doses had a minimal effect on 
systolic and diastolic blood pressure in healthy individuals and those 
with controlled hypertension. However, higher doses and immediate-
release formulations were associated with more pronounced 
cardiovascular effects. Given these potential effects, healthcare 
providers should exercise caution when recommending decongestants 
to patients with hypertension. Alternative treatments, such as saline 
nasal sprays or antihistamines without decongestant properties, may 
be preferable to mitigate cardiovascular risks.17,18

Antidepressants and Psychotropic Medications

Antidepressants and psychotropic medications can influence 
blood pressure through various mechanisms. Selective serotonin-
norepinephrine reuptake inhibitors (SNRIs), such as venlafaxine, have 
been associated with dose-dependent increases in blood pressure, 
particularly at higher doses. A meta-analysis indicated that venlafaxine 
at doses ≥300 mg/day was linked to significant systolic and diastolic 
blood pressure elevations.19,20

Tricyclic antidepressants (TCAs) and monoamine oxidase inhibitors 
(MAOIs) can also elevate blood pressure, primarily due to their 
anticholinergic effects and potential to cause orthostatic hypotension. 
Additionally, certain antipsychotic medications may contribute to 
hypertension through metabolic pathways, including weight gain 
and insulin resistance. Given these potential effects, healthcare 
providers should monitor blood pressure in patients prescribed 
these medications, especially those with preexisting hypertension 
or cardiovascular risk factors. Adjusting the medication regimen or 
implementing lifestyle modifications may be necessary to mitigate 
cardiovascular risks.21,22

Chemotherapeutic and Targeted Cancer Drugs

Chemotherapeutic agents, particularly angiogenesis inhibitors, are 
associated with hypertension. These agents, including bevacizumab 
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and tyrosine kinase inhibitors like sunitinib, can elevate blood 
pressure by inhibiting vascular endothelial growth factor (VEGF), 
leading to endothelial dysfunction and increased vascular resistance. 
A systematic review highlighted that hypertension is a common side 
effect of these therapies, with varying incidence rates depending on 
the specific agent used. The pathogenesis involves VEGF inhibition, 
resulting in endothelial cell apoptosis, reduced nitric oxide production, 
and increased endothelin-1 levels, all contributing to vasoconstriction 
and elevated blood pressure. Additionally, hypertension in cancer 
patients undergoing targeted therapy has been linked to improved 
treatment outcomes, suggesting a potential pharmaco-dynamic 
biomarker for therapy efficacy. 

Given these associations, it is crucial for healthcare providers to 
monitor blood pressure in patients receiving chemotherapeutic 
and targeted cancer drugs. Early detection and management of 
hypertension can help mitigate cardiovascular risks and optimize 
cancer treatment outcomes.23,24

Mechanisms of Drug-Induced Hypertension

Drug-induced hypertension arises from various mechanisms, including 
sodium and fluid retention, activation of the RAAS, and alterations in 
vascular tone. Medications such as corticosteroids can cause sodium 
retention, leading to fluid retention and increased blood pressure. 
Other drugs may activate the RAAS, resulting in vasoconstriction and 
elevated blood pressure. Additionally, certain medications can directly 
affect vascular tone, contributing to hypertension. Recognizing these 
mechanisms is crucial for identifying and managing drug-induced 
hypertension.25,26

Iatrogenic Hypertension: Medical Interventions as a 
Risk Factor

Iatrogenic hypertension refers to the elevated blood pressure 
resulting from medical treatments, such as medications or 
procedures. Several drug classes contribute to iatrogenic 
hypertension, including corticosteroids, NSAIDs, and 
decongestants, which induce sodium retention and increased 
vascular resistance.27 Angiotensin-converting enzyme inhibitors 
and certain chemotherapeutic agents can also elevate blood 
pressure through mechanisms such as vascular dysfunction and 
fluid retention. In addition to pharmacological factors, medical 
procedures, such as renal biopsies and other invasive treatments, 
can lead to hypertension by causing renal compression or 
activating the renin-angiotensin-aldosterone system. It is crucial 
to monitor blood pressure regularly in patients undergoing these 
interventions, as unmanaged hypertension can significantly 
increase the risk of cardiovascular events.28-30

Special Populations at Risk

Certain populations are at higher risk for developing hypertension 
due to genetic, environmental, and socioeconomic factors. African 
Americans, for example, have a higher prevalence of hypertension 
compared to other racial groups, with a greater tendency for more 
severe disease and complications, such as stroke and heart failure. 
Older adults are particularly susceptible due to age-related changes 
like arterial stiffness and increased vascular resistance.1,2 Obesity is 
another significant risk factor, contributing to higher blood pressure 

through mechanisms such as increased cardiac output and resistance. 
Pregnant women can also develop hypertension, particularly 
preeclampsia, which poses risks to both mother and child.31,32 

Children and adolescents, particularly those who are overweight, are 
increasingly diagnosed with hypertension, often linked to lifestyle 
factors such as poor diet and lack of exercise. Early detection and 
tailored interventions are key to reducing hypertension risks in these 
special populations.33

Diagnostic Challenges and Clinical Implications

Hypertension remains a complex condition to diagnose due to 
its often asymptomatic nature, particularly in its early stages. The 
clinical challenge lies in the accurate measurement of blood pressure, 
as factors like white coat syndrome and masked hypertension can 
lead to misdiagnosis. Furthermore, there is a lack of consensus on 
the optimal frequency and methods for screening, especially in 
high-risk populations such as those with diabetes, obesity, and 
a family history of hypertension.34 Ambulatory blood pressure 
monitoring (ABPM) has emerged as a more reliable diagnostic tool 
for detecting hypertension, allowing for 24-hour monitoring and 
better identification of variations in blood pressure throughout the 
day. Additionally, understanding the underlying mechanisms, such 
as genetic predisposition, metabolic syndrome, and endothelial 
dysfunction, is crucial for proper management. Failure to adequately 
diagnose and treat hypertension increases the risk of cardiovascular 
events, renal disease, and stroke.35-38

Management Strategies and Preventive Approaches

Effective management of hypertension includes adjusting or 
substituting medications when side effects or ineffectiveness arise. 
In cases of drug-induced hypertension, alternative medications 
such as calcium channel blockers or beta-blockers may be 
considered. Pharmacogenomics plays a crucial role in predicting 
individual responses to antihypertensive drugs, enabling 
personalized treatment plans for better efficacy and fewer adverse 
effects.2,4 Non-pharmacological interventions, such as dietary 
changes, exercise, and stress reduction techniques, are integral in 
managing iatrogenic hypertension, especially in elderly patients. 
Additionally, patient education and awareness are vital for 
improving medication adherence and promoting lifestyle changes, 
ultimately reducing the long-term cardiovascular risk associated 
with hypertension.39,40

Future Directions and Research Gaps

Future research in hypertension management should focus on 
pharmacovigilance to better understand adverse drug reactions 
and identify safer therapeutic options. While current medications 
are effective, their long-term side effects and interactions remain a 
concern, highlighting the need for more comprehensive safety studies. 
Developing safer therapeutic alternatives is essential, particularly 
for patients with comorbidities or drug-induced hypertension.41-43 
Research into novel drug classes and the role of natural compounds 
in hypertension management could offer promising solutions. 
Additionally, personalized medicine approaches, including the use of 
pharmacogenomics, hold great potential in tailoring treatment plans 
based on genetic predisposition, improving efficacy and reducing 
adverse effects.
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CONCLUSION

In conclusion, drug-induced and iatrogenic hypertension poses 
significant challenges in the management of hypertensive patients, 
complicating diagnosis and treatment. A comprehensive approach 
that includes accurate diagnosis, patient education, and personalized 
treatment strategies is crucial to mitigate these risks. Advancements 
in pharmacogenomics offer promising opportunities for optimizing 
antihypertensive therapy, reducing adverse drug reactions, and 
improving patient outcomes. Additionally, there is an urgent need 
for more pharmacovigilance studies to better understand the safety 
profiles of commonly prescribed medications. Future research should 
focus on safer therapeutic alternatives and tailored management plans 
to address the evolving landscape of hypertension treatment.

REFERENCES
1.	 Oparil S, Acelajado MC, Bakris GL, et al. Hypertension. Nat Rev Dis 

Primers. 2018; 4(1):18014. doi:10.1038/nrdp.2018.14.
2.	 Mancia G, Fagard R, Narkiewicz K, et al. ESH/ESC Guidelines for the 

management of arterial hypertension. Eur Heart J. 2013; 34(28):2159-
2219. doi:10.1093/eurheartj/eht151.

3.	 Kario K, Pickering TG, Wang JG. Blood Pressure Management in 
Hypertensive Crisis: A Focus on Acute and Chronic Target Organ 
Damage. Circ J. 2020; 84(9):1476-1484. doi:10.1253/circj.CJ-20-0350.

4.	 Verma M, Kaur A. Pharmacogenomics of Hypertension Treatment. Int J 
Mol Sci. 2020; 21(17):6135. doi:10.3390/ijms21176135.

5.	 Beevers G, Lip GY, O’Brien E. The pathophysiology of hypertension. 
BMJ. 2001; 322(7291):912-6. 

6.	 Harrison DG, Coffman TM, Wilcox CS. Pathophysiology of 
hypertension: the mosaic theory and beyond. Circ Res. 2021; 
128(7):847-63.

7.	 Li J, Shi L, Song Y, et al. Advances in pathogenesis and treatment of 
essential hypertension. Front Cardiovasc Med. 2022; 9:1003852.

8.	 Johnson AG. NSAIDs and blood pressure. Clinical importance for older 
patients. Drugs Aging. 1998; 12(1):17-27.

9.	 Pope JE, Anderson JJ, Felson DT. A meta-analysis of the effects of 
nonsteroidal anti-inflammatory drugs on blood pressure. Arch Intern 
Med. 1993; 153(4):477-84.

10.	 Murray MD, Brater DC. Effects of NSAIDs on blood pressure and 
edema in hypertension: a review of the evidence. Am J Hypertens. 1999; 
12(3):231-4

11.	 Tiwari R, Singh S, Bajpai M, Verma N, Verma S. Impact of Osteocalcin 
on Glycemic Regulation and Insulin Sensitivity in Type 2 Diabetes 
Mellitus Patients. Cureus. 2024 Oct 17;16(10):e71675. doi: 10.7759/
cureus.71675. PMID: 39553160; PMCID: PMC11568420.

12.	 Fardet L, Nazareth I, Whitaker HJ, Petersen I. Oral glucocorticoids and 
incidence of hypertension in people with chronic inflammatory diseases: 
a population-based cohort study. CMAJ. 2018; 190(4):E127-E135.

13.	 Barnes PJ. The anti-inflammatory and immunosuppressive effects of 
glucocorticoids, recent developments and mechanistic insights. Mol Cell 
Endocrinol. 2010; 335(1):2-13.

14.	 Ribeiro L, et al. Oral contraceptives and hypertension in women: results 
of the enrolment phase of Tabari Cohort Study. BMC Women’s Health. 
2021; 21(1):1-9.

15.	 Drug-Induced Hypertension. Medscape. Available at: https://www.
medscape.com/s/viewarticle/582385_6.

16.	 Tiwari R, Verma S, Verma N, Verma D, Narayan J. Correlation of serum uric 
acid levels with certain anthropometric parameters in prediabetic and drug-

naive diabetic subjects. Ann Afr Med. 2024 Jan-Mar; 23(1):13-18. doi: 
10.4103/aam.aam_40_22. PMID: 38358165; PMCID: PMC10922179.

17.	 Eccles R, Overstall PW, Eriksson M, Garreffa S. Effects of oral 
pseudoephedrine on blood pressure and heart rate: a meta-analysis. 
JAMA Intern Med. 2005; 165(15):1686-1694. doi:10.1001/
archinte.165.15.1686.

18.	 Harvard Health Publishing. Don’t let decongestants squeeze your heart. 
2019. Available from: https://www.health.harvard.edu/heart-health/
dont-let-decongestants-squeeze-your-heart

19.	 Watanabe N, Omori IM, Nakagawa A, et al. Meta-analysis of new 
generation antidepressants: safety reporting and adverse-event profile 
of mirtazapine described in randomized controlled trials in comparison 
with other classes of antidepressants in the acute-phase treatment of 
adults with depression. CNS Drugs. 2010;24(1):35-53.

20.	 Thase ME, Haight BR, Johnson MC, et al. A randomized, double-blind, 
placebo-controlled study of the effect of sustained-release bupropion on 
blood pressure in individuals with mild untreated hypertension. J Clin 
Psychopharmacol. 2008; 28(3):302-307.

21.	 Romañczyk M, S³awiñska A, S³awiñski G, et al. The risk of a blood 
pressure increase during treatment with selected psychotropic drugs. 
Arterial Hypertension. 2019; 23(4):227-234.

22.	 Müller MJ, Muench J, Hiemke C, et al. Cardiometabolic effects of 
psychotropic medications. Front Endocrinol (Lausanne). 2019; 10:1-14.

23.	 Jain M, et al. Chemotherapy agents and hypertension: a focus on 
angiogenesis blockade. Curr Hypertens Rep. 2007; 9(4):320-328.

24.	 Zhang L, et al. Risks and management of hypertension in cancer patients 
undergoing targeted therapy: a review. Clin Hypertens. 2022; 28:1-10.

25.	 Grossman A, Messerli FH, Grossman E. Drug-induced hypertension—
an unappreciated cause of secondary hypertension. Eur J Pharmacol. 
2015; 763(Pt A):15-22.

26.	 Jurca SJ, Elliott WJ. Common substances that may contribute to resistant 
hypertension, and recommendations for limiting their clinical effects. 
Curr Hypertens Rep. 2016;18(10):73

27.	 Tiwari R, Singh N, Singh S, Bajpai M, Verma S. Interplay of Adiponectin 
With Glycemic and Metabolic Risk Metrics in Patients With Diabetes. 
Cureus. 2024 Sep 30;16(9):e70543. doi: 10.7759/cureus.70543. PMID: 
39479098; PMCID: PMC11524515. 

28.	 Choi, Y. H., Lee, S. J., & Kim, M. S. Drug-induced hypertension: Clinical 
features and mechanisms. Clinical Hypertension. 2022; 28(1), 12-23. 
https://doi.org/10.1186/s40885-022-00187-5

29.	 Lin, J. H., Wei, C. J., & Tsai, T. H. Iatrogenic hypertension: 
Pathophysiology and management. American Journal of Hypertension. 
2020; 33(3), 283-291. https://doi.org/10.1093/ajh/hpz201

30.	 Satoskar, A., & Mehta, R. Mechanisms and management of iatrogenic 
hypertension in the elderly. Journal of Clinical Hypertension. 2018; 
20(11), 1514-1521. https://doi.org/10.1111/jch.13387

31.	 Lerman LO, Garovic VD, McGowan A, et al. Hypertension in Pregnancy 
and Risk of Cardiovascular Disease: Current Understanding and 
Emerging Insights. Cardiovasc Res. 2020; 116(1):106-115. doi:10.1093/
cvr/cvz249.

32.	 Flynn JT, Kaelber DC, Baker-Smith CM, et al. The Diagnosis and 
Management of High Blood Pressure in Children and Adolescents: A 
scientific statement from the American Academy of Pediatrics. Pediatrics. 
2014; 134(3):e318-e327. doi:10.1542/peds.2014-1724.

33.	 Verma S, Tiwari R, Verma N, Singh S, Sharma A. Anthropometry and 
blood biomarkers of diabetes and their possible association with obesity 
and metabolic syndrome. J Diabetes Metab Disord. 2023 Oct 11; 
23(1):509-517. doi: 10.1007/s40200-023-01276-4. PMID: 38932840; 
PMCID: PMC11196461.



Singhal et al.	 Hypertension beyond Lifestyle: The Underrecognized Impact of Drugs and Medical Procedures

84 	 Hypertension Journal    Vol. 10   Issue 3

34.	 Singh R, Roy S, Ghildiyal A, Verma S. Association of Anthropometry 
With Nerve Conduction Parameters of Median Nerve: A Cross-Sectional 
Study in a North Indian Medical University Hospital. Cureus. 2024 
Jul 6;16(7):e63946. doi: 10.7759/cureus.63946. PMID: 39105004; 
PMCID: PMC11299048.v

35.	 O’Brien E, Parati G, Stergiou GS. Blood Pressure Measurement 
and Monitoring: Challenges in Clinical Practice. Hypertension. 
2019;73(4):675-682. doi:10.1161/HYPERTENSIONAHA.118.11985.

36.	 Kikuya M, Hozawa A, Imai Y, et al. Ambulatory blood pressure 
monitoring and prognosis. Hypertension. 2018;72(6):1339-1348. 
doi:10.1161/HYPERTENSIONAHA.118.11985.

37.	 Wang Y, Mi S, Zhan S, et al. Genetics and Hypertension: From 
Pathophysiology to Clinical Implications. Adv Exp Med Biol. 2019; 
1160:207-226. doi:10.1007/978-3-030-19153-6_12.

38.	 Tadic M, Cuspidi C, Mancia G. Hypertension and Cardiovascular 
Risk: A Diagnostic and Therapeutic Challenge. Cardiovasc Drugs Ther. 
2020;34(3):417-428. doi:10.1007/s10557-020-07023-2

39.	 Bonfigli AR, Spiga R, Cucinotta D, et al. Lifestyle modification 
in the management of hypertension: A review. J Clin Hypertens. 
2018;20(8):1079-1086. doi:10.1111/jch.13364.

40.	 Mills KT, Bundy JD, Kelly TN, et al. Global disparities of hypertension 
prevalence and control: A systematic analysis of population-based studies 
from 90 countries. Circulation. 2016; 134(6):441-450. doi:10.1161/
CIRCULATIONAHA.115.018912.

41.	 Vaucher J, Saragoussi D, Reynolds K, et al. Development of new 
therapeutic agents for hypertension: Review of recent literature. Am J 
Hypertens. 2020;33(8):758-765. doi:10.1093/ajh/hpz214.

42.	 Apovian CM. Pharmacotherapy for Obesity and Hypertension. Curr 
Hypertens Rep. 2021; 23(9):92. doi:10.1007/s11906-021-01132-4.

43.	 Ruschitzka F, Taddei S, Sabatine MS, et al. Personalized Medicine and 
Hypertension: The Future Is Now. J Hypertens. 2019;37(6):1217-1223. 
doi:10.1097/HJH.0000000000002057.

How to cite this article: Singhal K, Chaturvedi A, Gupta S, 
Singh A, Tyagi R, Singh K. Hypertension beyond Lifestyle: The 
Underrecognized Impact of Drugs and Medical Procedures.
Hypertens J. 2024;10(3):80-84

Source of support: Nil, Conflicts of interest: None

© The Author(s). 2024 Open Access. This article is distributed under the terms of the Creative Commons Attribution-NonCommercial-ShareAlike 4.0 
International (CC BY-NC-SA 4.0) (https://creativecommons.org/licenses/by-nc-sa/4.0/).




