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Background: Hypertension, with a prevalence of 25.6% is a serious public health concern in Iran.
Objective: To investigate the population-based incidence of hypertension and its potential risk
factors in Tehranian adults during a median follow-up of 13.1 years.
Methods: A total of 6,533 non-hypertensive participants (women = 3,639), aged ≥20 years
participated in the study. Crude and age-standardized incidence rates per 1000 person-years
were calculated for each sex, separately. Multivariable Cox proportional hazard models were
used to estimate hazard ratios (HRs) and 95% confidence intervals (CI) for all potential risk
factors.
Results: The crude and age-standardized incidence rates (95% CI) of hypertension per 1000
person-years were 29.7 (27.8–31.6) and 34.9 (32.5–37.4) among men and 25.8 (24.3–27.3) and
38.7 (35.5–42.0) among women, respectively. The incidence rate of hypertension in younger
age groups was higher among men. However, after the 4th decade, the incidence rate was
higher among women. Significant interactions of sex with age groups, body mass index categories, marital status, hypertriglyceridemia and glycemic categories were found in multivariable
analyses (all p-values < 0.05). In the multivariable model, the risk in both sexes was found to
be significantly associated with older age, obesity, and normal or high normal blood pressure
(BP). Moreover, factors such as being overweight [HR: 1.20 (1.00–1.44)], former smoking [2.15
(1.52–3.04)], hypertriglyceridemia [1.23 (1.06–1.43)] and pre-diabetes status [1.19 (1.02–1.39)]
were significant predictors of incident hypertension among women. Central obesity was found
to be a significant predictor among men [1.26 (1.03–1.54)]. The optimism-corrected Harrell’s
C index (95% CI) in the categorical adjusted model was 0.75 (0.74–0.79) among men and
0.75 (0.74–0.76) among women.
Conclusion: In the Tehranian population, nearly 2.7% of total participants (3% of men and
2.6% of women) develop hypertension each year. Obesity and high BP levels are the main
modifiable risk factors in both sexes. Hypertriglyceridemia, prediabetes and former smoking are
risk factors for hypertension among women.
Keywords: hypertension; incidence; risk factors

Introduction

High blood pressure (hypertension) is a serious public health concern and is responsible for 9.4 million
deaths annually worldwide [1]. National data from an Iranian survey showed that among adults aged
25–70 years, the prevalence of hypertension and pre-hypertension were 25.6% and 39.8%, respectively [2].
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Moreover, during six years of follow-up of non-diabetic Iranian men and women, sex-specific incidence rates
of hypertension were reported to be 30.9 and 29.3 per 1000 person-years, respectively [3].
Behavioral risk factors such as low physical activity (PA), unhealthy diet and smoking in addition to metabolic risk factors such as obesity, type 2 diabetes mellitus (T2DM) and hyperlipidemia increase the risk of
hypertension development [4, 5]. Additionally, socioeconomic factors such as urbanization, air pollution,
and education contribute to the rising prevalence of hypertension in some populations [4, 6]. Only a few
studies [4] have investigated the effect of modification by sex on the associations between different risk
factors and hypertension incidence. Even though hypertension mostly affects populations in low- and
middle-income countries [1, 7], data on the incidence of hypertension in these regions is very scarce [3, 8, 9].
The aim of the current study is not only to extend the duration of our short-term study [3] to the incidence
rates of hypertension during a 13-year follow-up among women and men. We also assess the sex specific risk
factors associated with hypertension in the oldest cohort of the Middle East and North Africa (MENA) region,
namely the Tehran Lipid and Glucose Study (TLGS).

Materials and methods

Study design and population

The TLGS is a population-based longitudinal study conducted on individuals aged ≥3 years living in the
urban area of Tehran, the capital of Iran. This study aimed to determine the prevalence and incidence of
non-communicable diseases and their related risk factors. It also looked at developing a healthy lifestyle to
counteract these risk factors. TLGS enrollment was carried out in two phases, the first of which was from
January 31, 1999 to July 03, 2001, with a second enrollment phase from October 20, 2001 til September 22,
2005. Data collection is planned to continue for at least 20 years with approximately 3-year intervals (i.e.
phase III: 2005–2008, phase IV: 2008–2011, phase V: 2011–2014, and phase VI: 2015–2018). The design and
registration of the TLGS have been described previously [10].
Among a total of 12617 participants aged ≥20 years [10219 individuals from phase I and 2398 new participants from phase II], we excluded subjects with prevalent hypertension (n = 1694), those receiving antihypertensive medications (n = 959), those with prevalent cardiovascular disease (CVD) (n = 239) and pregnant
women (n = 95). Furthermore, from the remaining 9630 individuals, those with missing data regarding body
mass index (BMI), waist circumference (WC), triglyceride levels (TG), creatinine (Cr), fasting plasma glucose (FPG),
2-hour post-challenge plasma glucose (2h-PCPG), high-density lipoprotein cholesterol (HDL-C), total cholesterol
(TC), systolic blood pressure (SBP), diastolic blood pressure (DBP), smoking status, education level and marital
status at baseline (n = 1767) were excluded by considering overlapping features. After excluding subjects without any follow-up measurements after baseline recruitment (n = 1330), a total of 6533 participants (2894 men
and 3639 women) were followed until April 2018 (the 6th examination cycle) for the current study analyses.
The ethics committee of the Research Institute for Endocrine Sciences of Shahid Beheshti University
of Medical Sciences approved the study proposal, and written informed consent was obtained from all
participants.

Clinical and laboratory measurements
Body measurements of the study participants (weight and height) were recorded with shoes removed and
while wearing light clothing. Weight was measured to the nearest 100 grams. Height was measured in a
standing position, using a tape measure, while shoulders were in normal alignment. WC was measured with
light clothing at the level of the umbilicus [10].
A standard questionnaire was used to collect information on demographic data, personal and familial
history of CVD, medical and medication history, smoking habits, education level and marital status.
Based on the TLGS design [10], two measurements of SBP and DBP were taken on the right arm after a
15-min rest in a sitting position. The mean of two measurements was considered as the subject’s blood pressure (BP). A blood sample was taken following a 12–14 hour overnight fasting from all study participants
between 7:00 and 9:00 AM. Details for laboratory measurements including FPG, TC, HDL-C, and creatinine
were reported elsewhere [10]. All blood analyses were carried out in the TLGS research laboratory on the day
of blood collection.

Definition of terms

General obesity was classified into three groups: <25 kg/m2 (normal), ≥25 and <30 kg/m2 (overweight) and
≥30 kg/m2 (obese). Central obesity was defined as WC ≥95 cm for both sexes [11]. Age was categorized into
5 groups: ‘20s, ‘30s, ‘40s, ‘50s and ≥60 years. Education was sorted into 3 groups: formal education lasting
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less than 6 years, 6–12 years and greater than 12 years. Marital status was defined as either single, married
or widowed/divorced. Prior diagnosed CVD in female first-degree blood relatives aged <65 years or male
first-degree blood relatives aged <55 years was considered a positive family history of premature CVD for
the participant. Smoking status was categorized into three groups; current smokers (who smoke cigarettes
daily or occasionally), former smokers (those who used to smoke) and never smokers. We defined low
physical activity as being physically active for fewer than three days per week according to the TLGS. This was
measured using the Lipid Research Clinic (LRC) questionnaire for participants who were enrolled in phase I.
For those participants who were recruited in phase II, the Modifiable Activity Questionnaire (MAQ) was used
and individuals with fewer than 600 MET (metabolic equivalent task)-minutes per week were categorized as
being in the low physical activity group [10, 12]. Estimated Glomerular Filtration Rate (eGFR; mL/min per
1.73 m2) was estimated using the Chronic Kidney Disease Epidemiology Collaboration (CKD-EPI) abbreviated
prediction equation [13]. CKD was defined as an eGFR of less than 60 mL/min per 1.73 m2 for longer than
3 months. Diabetes was defined as having FPG≥7 mmol/L and/or 2–hPCPG ≥11.1 mmol/L or the use of
anti-diabetic medications. Moreover, prediabetes status was defined as the presence of 5.6≤FPG<7 mmol/L
or 7.7≤2h-PCPG<11.1 mmol/L. Hypercholesterolemia was defined as having TC≥5.2 mmol/L or use of lipidlowering medications. Moreover, with respect to the Joint Interim Statement [14], hypertriglyceridemia was
defined as TG≥1.695 mmol/L and low HDL-C was defined as HDL-C<1.036 mmol/L for men and <1.295
mmol/L for women, or taking lipid-lowering medications. According to the recommendation of the 2018
ESC/ESH Guidelines for the management of arterial hypertension [15], baseline blood pressure was classified into four groups; optimal: SBP<120 mmHg and DBP<80 mmHg, normal: SBP 120–129 mmHg and DBP
80–84 mmHg, high normal: SBP 130–139 mmHg and/or DBP 85–89 mmHg and hypertension: SBP≥140
mmHg or DBP≥90 mmHg or using anti-hypertensive medications.

Statistical analysis
Baseline characteristics of the study population were described as mean (standard deviation: SD) values for
continuous variables, and as frequencies (%) for categorical variables. For covariates with a skewed distribution (e.g. TG), the median (interquartile range: IQR) was reported. Comparison of the baseline characteristics
of respondents (those with complete data at baseline who entered the study) and non-respondents (those
with missing data at baseline or lost to follow-up) was done using the Student’s t-test for normal distributed
continuous variables, the Chi-squared test for categorical variables and the Mann-Whitney U statistic for
skewed and ordered variables.
The crude incidence rate (95% confidence interval; CI) was calculated by dividing the number of new cases
of hypertension by person-years at risk for each sex and the whole population. Age-standardized incidence
rates (ASRs) were calculated using Segi’s world standard population [16]. Univariable and multivariable Cox
proportional hazards models were used to evaluate the associations of potential risk factors with the incidence of hypertension. The event date was defined as the date of incident hypertension. Those who met
the following criteria were considered to be censored: leaving the residential area, death, loss to follow-up
or end of follow-up. For individuals with incident hypertension, survival time was defined as the mid-time
between the entered date and the event date. Additionally, for the censored participants, the survival time
was defined as the difference between the entered date and the last available follow-up date.
Risk factors including age, BMI, WC, baseline SBP/DBP, FPG, 2h-PCPG, TC, TG, HDL-C, eGFR, physical
activity, family history of premature CVD, education, smoking, marital status, glucose-lowering medication
and lipid-lowering medication, with a p-value < 0.25 in univariable analysis were selected to enter the multivariable model. To be more applicable in clinical decision-making [17], all analyses were also performed
by categorizing the above-mentioned potential risk factors in our data analysis. Schoenfeld’s global test of
residuals was used to test the proportionality assumption of the multivariable Cox regression. To be sure
about the event classification ability of the suggested variables, we calculated Harrell’s C index, and in order
to consider optimization, we reported optimism-corrected C-index (95% CI) using bootstrap resampling
with 1000 replications [18, 19]. We also reported the interaction of sex with potential risk factors in multivariable models. Since significant interactions were observed between sex and some risk factors (minimum
p-value < 0.001), all analyses were done separately in men and women. We did not consider multiple testing
to correct levels of significance because our primary objective was to explore potential associations between
each variable and incident hypertension [20]. Nevertheless, considering multiple testing in examining the
interaction of sex with different potential risk factors in multivariable analysis, the level of p-value was
decreased to 0.002 (0.05/24) and significant interactions were still observed between sex with age and
marital status.
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To reduce selection bias, propensity scores (PS), the estimated probability of being respondents versus
non-respondents, were computed using maximum likelihood logistic regression analysis in both sexes and
in the whole population. All baseline measures were included in a logistic model as exposures, and participation in the follow-up as the outcome, with the inverse of the PS being used as the sampling weight in the
analysis [21]. All analyses were conducted using STATA version 12 SE (StataCorp, TX, USA) and a two-tailed
p-value < 0.05 was considered significant.

Results

The study population consisted of 2894 men and 3639 women at baseline with a mean (SD) age of 40.3
(13.4) and 37.7 (11.5) years, respectively. The baseline characteristics of respondents and non-respondents
are shown in Table 1. There were significant differences between the study population (respondents) and
non-respondents in both men and women; respondents had higher levels of BMI and TC, and higher frequencies of family history of premature CVD (among men) and low physical activity (among men), whereas
non-respondents had higher levels of eGFR (among women) and higher frequencies of T2DM, being a current smoker, using glucose-lowering medications, using lipid-lowering medications, and a positive family
history of T2DM.
During the median (IQR) follow-up of 13.1 years (8.2–16.0), 995 men and 1136 women experienced hypertension. The crude and age-standardized incidence rates (95% CI) of hypertension in the whole population
were 27.5 (26.3–28.7) and 36.1 (34.3–38.0) per 1000 person-years; the corresponding sex-specific rates
were 29.7 (27.8–31.6) and 34.9 (32.5–37.4) per 1000 person-years in men and 25.8 (24.3–27.3) and 38.7
(35.5–42.0) per 1000 person-years in women, respectively. The highest rate of incident hypertension was in
women aged ≥60 years (80.2 per 1000 person-year). Older adults experienced a higher incidence of hypertension but the slope of this increase was steeper from the ’20s to ’30s, about 1.5-fold in men and >2-fold
in women (Table 2). The ASRs were also calculated using the most recent Iranian census (2016), with no
change in findings (data not shown).
Sex-specific univariable HRs (95% CI) of continuous and categorical risk factors are shown in Supplementary
Tables 1 and 2, respectively.
Sex-specific multivariable-adjusted HRs (95% CI) of continuous risk factors for incident hypertension are
presented in Supplementary Table 3. In both men and women, age and baseline SBP/DBP significantly
increased the risk of incident hypertension. Moreover, among women, BMI, former smoking and family
history of premature CVD increased the risk for hypertension. However, an increase in HDL-C was associated with a lower risk of hypertension among women. The corresponding discrimination power of the
multivariable prediction models (Supplementary Table 3) as represented by optimism-corrected corrected
Harrell’s C index (95% CI), was 0.76 (0.74–0.77) among men and 0.76 (0.76–0.79) among women.
Table 3 shows the multivariable Cox regression of all significant categorical risk factors. In line with
continuous analysis, among men and women, age groups (all defined decades), hypertension categories
including normal and high normal blood pressure (optimum as reference) increased the risk of incident
hypertension. Moreover, among women, a BMI greater than 25 kg/m2, former smoking, hypertriglyceridemia and pre-DM and among men, central obesity and BMI ≥30 kg/m2 increased the risk of incident hypertension. The optimism-corrected Harrell’s C index (95% CI) in the categorical adjusted model was 0.75
(0.74–0.79) among men and 0.75 (0.74–0.76) among women.

Discussion

In our study – a cohort with a median follow-up of 13 years – nearly 2.7% of total participants (3% of men
and 2.6% of women) developed hypertension, annually. Among those who were less than 40 years old,
the incidence rate of hypertension was more prominent in men; however, among older age groups, the
incidence of hypertension was more pronounced in women. Moreover, the incidence rate increased with
aging in both sexes, with a steeper increase slope among younger age groups. In addition to aging, being
generally obese and having a baseline BP≥120/80 mmHg were significant risk factors in both sexes. Being
overweight, being a former smoker, having prediabetes status, and high TG in women and central obesity
in men were also independent risk factors. Finally, a family history of premature CVD was associated with a
14% increased risk of hypertension in the total population, which was marginally significant.
The crude incidence rate of hypertension was in line with findings from the short-term follow-up of the
TLGS [3] in which contrary to the current study, members of the population with diabetes at baseline had
been excluded. In a study from Isfahan (central zone of Iran), among the population aged ≥35 years, the
incidence rate of hypertension was 31.6 per 1000 person-years [8]. Based on the Arici, et al. [9] study from
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Table 1: Baseline characteristics of the respondents (study participants) and non-respondents: Tehran Lipid and Glucose Study 1999–2018.
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995/2894
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269/913
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E/N

E/N: Event/Number; ASR: Age-standardized rates using Standard world (Segi’s) population.
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E/N

– 20–29

Age categories,
years

29.7(27.8–31.6)

64.3(55.4–74.6)

49.9(43.2–57.6)

33.0(28.9–37.6)

23.7(21.1–26.8)
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Men

34.9(32.5–37.4)

64.3(55.4–74.6)

49.9(43.0–57.6)
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1136/3639

107/168

246/414

356/791

294/1170

133/1096

E/N
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Women
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63.8(56.1–72.3)

40.7(36.9–45.1)

19.3(17.1–21.6)

8.9(7.5–10.6)

ASR

Table 2: The crude and age-standardized incidence rate (ASR) (per 1000 person-years) of hypertension by age and sex: Tehran Lipid and Glucose Study (1999–2018).

BMI: body mass index; WC: waist circumference; SBP: systolic blood pressure; DBP: diastolic blood pressure; FPG: fasting plasma glucose; 2h-PCPG: 2-hour post-challenge plasma glucose; eGFR:
estimated glomerular filtration rate; TC: Total cholesterol; TG: Triglyceride; HDL-C: high-density lipoprotein cholesterol; FHDM: family history of diabetes; CVD: cardiovascular disease. Values
are shown as Mean (SD) and number (%), for continuous and categorical variables, respectively; for TG values are shown as Median (Interquartile range).
* The comparison p-value between men and women respondents.
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Reference

4.43(3.91–5.03)

2.43(2.17–2.72)

Reference

1.17(1.02–1.35)

1.53(1.28–1.82)

1.19(1.05–1.34)

0.05

1.20(1.00–1.44)

4.16(3.26–5.29)

3.38(2.75–4.16)

2.49(2.08–2.98)

1.61(1.37–1.90)

Reference

1.02(0.91–1.14)

HR(95% CI)

Reference

Reference

0.025

0.02

1.39(1.05–1.83)
1.26(1.03–1.54)

0.12

1.15(0.97–1.36)

<0.001

<0.001

<0.001

<0.001

–

p-value

0.96

0.38

<0.001

<0.001

0.025

<0.001

0.006

<0.001

<0.001

<0.001

<0.001

0.73

p-value

Total population

Reference

2.32(1.97–2.74)

– Optimum

Blood pressure categories

Central obesity, yes

– ≥30

– 25–30

– <25
Reference

<0.001 3.97(2.98–5.28)

3.03(2.20–4.16)

– 50–59

BMI categories, kg/m2

<0.001 2.85(2.24–3.62)

2.19(1.63–2.95)

– 40–49
4.55(3.15–6.58)

1.70(1.36–2.13)

1.56(1.20–2.03)

– 30–39

–
Reference

HR(95% CI)

Reference
0.001

p-value

Women

– 20–29

Age categories, years

Sex, women (reference)

HR(95% CI)

Men
–

0.001

0.13

0.41

0.053

0.002

p-value

Sex interaction

(Contd.)

Table 3: Hazard ratios (HR) and 95% confidence intervals (CI) from the multivariable* analysis of categorical potential risk factors in relation to hypertension incidence by
sex: Tehran Lipid and Glucose Study (1999–2018).

Asgari et al: Sex-Specific Incidence Rates and Risk Factors for Hypertension During 13 Years
of Follow-up
Art. 29, page 7 of 13

1.00(0.85–1.16)

1.12(0.92–1.37)

Family history of premature
CVD, yes
0.24

0.8

0.56

0.40

0.93

0.39

0.27

1.15(0.95–1.38)

1.07(0.86–1.32)

1.09(0.79–1.50)

0.14

0.55

0.61

1.14(0.99–1.30)

1.04(0.89–1.23)

0.98(0.78–1.23)

1.03(0.91–1.16)

1.19(1.02–1.39)

1.11(1.00–1.24)

1.05(0.95–1.18)

1.0(0.91–1.12)

–

0.88(0.74–1.04)

0.98(0.87–1.11)

Reference

0.93(0.88–1.16)

Reference
0.03

0.005

0.48

0.14

0.48

0.85

0.84

0.94

Reference

1.23(1.06–1.43)

1.06(0.90–1.24)

0.89(0.77–1.04)

1.06(0.90–1.24)

0.97(0.75–1.27)

0.98(0.84–1.15)

Reference

0.99(0.73–1.33)

1.12(0.93–1.34)

2.15(1.52–3.04)

HR(95% CI)
Reference

<0.001

p-value

0.06

0.60

0.85

0.62

0.05

0.33

0.89

–

0.13

0.8

0.89

0.23

p-value

Total population

Reference

HR(95% CI)

Women

* Weighted by inverse probability of propensity score to adjust for baseline differences between responders and non-responders.
BMI: body mass index; HDL-C: high-density lipoprotein cholesterol; CKD: chronic kidney disease; CVD: cardiovascular disease.

0.97(0.75–1.25)

0.91(0.66–1.25)

– Diabetes

CKD, yes

0.93(0.78–1.10)

– Pre-diabetes

– Normal
Reference

1.07(0.92–1.25)

Hypertriglyceridemia, yes

Glycemic status categories

1.09(0.94–1.26)

Low HDL-C, yes

–

0.42

0.91(0.72–1.14)
–

0.62

0.82

0.73

p-value

1.04(0.93–1.24)

Hypercholesterolemia, yes

Low physical activity, yes

– >12

– 6–12

– <6
Reference

0.98(0.84–1.15)

– Current

Education level, years

1.03(0.85–1.25)

Reference

– Former

– Never

Smoking status

HR(95% CI)

Men

0.9

0.8

0.13

0.26

0.78

0.24

0.01

0.003

p-value

Sex interaction
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Turkey, another country in the MENA region, the incidence rate of hypertension was 53.6 per 1000 personyears. In two large population-based studies conducted in US and British populations aged ≥35 years, the
incidence rates during 9- and 5-year follow-ups were 36.6 and 27.7 per 1000 person-years, respectively
[22, 23]; rates which were lower than similar age groups in the present study. In a retrospective Korean
cohort, the incidence rates of hypertension were 17.4 and 13.9 per 1000 person-years in men and women,
respectively, which is apporoximately 50% lower than our findings [24].
The findings of this study showed that a one year increase in age leads to a 3% increase in the risk of
hypertension. Aging is a well-known independent risk factor for hypertension [8, 9, 22, 24, 25], mostly due
to vascular stiffness [26]. Likewise, we found that the incidence rate in younger age groups was lower among
women, whereas after the fourth decade, this rate was higher in women. Concordant with this finding, the
Framingham Heart Study [27] and some other cohort studies in different countries [24, 28, 29] reported
this sex-age crossover. Among the different risk factors, the effect modification of sex was significant for
age at the level of p-value < 0.001. This crossover pattern might be related to loss of the protective effect of
estrogen after menopause, which in turn leads to hypertension [30]. Moreover, it was shown that hypertensive postmenopausal women were more salt-sensitive compared to controls; this issue being attributable in
part to the loss of the modulating impact of sex steroids on tubular sodium reabsorption [30]. Despite this,
in agreement with a previous study [25], we did not find sex to be an independent risk factor for incident
hypertension. Some previous studies have reported the male sex [8, 31] and others, the female sex [22, 32]
to be a risk factor for hypertension.
Obesity has been identified as a major risk factor for hypertension development through induced insulin
resistance (IR), low-grade inflammatory status, and activation of the sympathetic nervous system [33]. In
keeping with other cohort studies and a meta-analysis [8, 28, 33], the results of this study showed that both
indices of general and central obesity were independently associated with incident hypertension. In our data
analysis, we did not find a significant interaction between general obesity and sex at the level of p = 0.002;
however, being overweight and obese was associated with a greater risk of hypertension among women
rather than men, as shown in Table 3. It was shown that a comparable increase in BMI causes a greater
increase in SBP among women than men. However, why obesity has a more adverse effect on BP among
women has not yet been explored [30].
IR has a major role in the pathogenesis of hypertension [34]. Previously, we found that women with the
highest level of IR have an 80% higher risk of incident hypertension [34]. In the current study, prediabetes
state, as a surrogate for IR, was significantly associated with hypertension development among women
(p-value for the interaction of all glucose tolerance categories with sex = 0.01). Moreover, consistent with
our previous short-term follow-up [3], hypertriglyceridemia (in categorical analysis) and low HDL-C (in continuous analysis) remained independent risk factors, but only among women. A possible explanation for
this might be related to the association of the TG/HDL-C ratio with incident IR in the study population [35].
A previous systematic review found that baseline SBP and DBP is the most constant and strongest component of hypertension predicting models, regardless of whether it is considered a continuous or a categorized
variable [4]. In a national survey, it was shown that 39.8% of Iranian subjects aged 25–70 years were prehypertensive [2]. Bozorgmanesh et al. [36] reported that 5.6% of Iranian prehypertensive individuals develop
hypertension annually. These findings and our results for SBP and DBP warn that preventive programs
should focus on individuals with prehypertension.
We found a significant and strong interaction between sex and marital status. Although marital status was
not a significant risk factor for hypertension development in this study, in line with a recent study [37], we
found that married men had a 17% lower and married women had a 30% higher risk of incident hypertension. It is suggested that married men have better sleep patterns and lifestyle compared to never-married
men [37].
Despite the logical concept that smoking leads to arterial stiffness and ultimately hypertension, the association betweem current smoking with incident hypertension is controversial [38]. In the current study, we
did not detect any evidence for the impact of current smoking on incident hypertension; however, being
a former smoker was shown to be a risk factor for hypertension among women. This issue might be justified by weight gain after smoking cessation [39]. Meta-analyses have shown that the impact of smoking on
incident CHD and stroke is higher among women than men; however, this study has been unable to demonstrate any significant interaction between smoking and sex [30].
The strengths of this study consist of having a large population-based sample with a long duration of
follow-up, standardized measurement techniques and assessment of a wide range of possible risk factors.
A number of important limitations need to be considered. First, the sample was limited to a metropolitan
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city and cannot be generalized to a rural population. Second, we relied on office BP measurements rather
than ambulatory BP measurements; hence, we cannot diagnose those with ‘white coat’ hypertension or
‘masked’ hypertension [40]; however, we tried to minimize this limitation by doing two standard measurements. Third, risk factors were only considered at the time of baseline recruitment and possible changes in
risk factor status during the follow-up period were not taken into account. Finally, we did not have access to
some potential predictors of hypertension such as genetic susceptibility, air pollution, nutritional status and
family history of hypertension [4, 6, 41] in the present study.

Conclusion

We found that in a Middle Eastern adult population, during over 13-year follow-up, the age-standardized
incidence rate of hypertension was 36.1 per 1000 person-years. Moreover, among non-modifiable risk factors, age and family history of premature CVD (among women) were risk factors for incident hypertension.
Also regarding modifiable risk factors, obesity status, high BP levels in both sexes, and hypertriglyceridemia,
prediabetes status and former smoking in women, were important risk factors for incident hypertension.
Our data analysis has certain clinical implications, namely that for the primary prevention of hypertension,
more attention should be paid to sex-specific evaluation of potential risk factors. This is particularly true of
hypertriglyceridemia and prediabetes, which are both important surrogates for insulin resistance.

Abbreviations

Type 2 diabetes mellitus (T2DM)
Middle East and North Africa (MENA)
Tehran Lipid and Glucose Study (TLGS)
Body mass index (BMI)
Waist circumference (WC)
Fasting plasma glucose (FPG)
2-hour post-challenge plasma glucose (2h-PCPG)
High density lipoprotein cholesterol (HDL-C)
Systolic blood pressure (SBP)
Diastolic blood pressure (DBP)

Additional Files

The additional files for this article can be found as follows:
• Supplementary Table 1. Hazard ratios (HR) and 95% confidence intervals (CI) from the univariable
analysis of continuous potential risk factors in relation to hypertension incidence by sex: Tehran
Lipid and Glucose Study (1999–2018). DOI: https://doi.org/10.5334/gh.780.s1
• Supplementary Table 2. Hazard ratios (HR) and 95% confidence intervals (CI) from the univariable
analysis of categorical potential risk factors in relation to hypertension incidence by sex: Tehran
Lipid and Glucose Study (1999–2018). DOI: https://doi.org/10.5334/gh.780.s2
• Supplementary Table 3. Hazard ratios (HR) and 95% confidence intervals (CI) from the multivariable analysis* of continuous potential risk factors in relation to hypertension incidence by sex:
Tehran Lipid and Glucose Study (1999–2018). DOI: https://doi.org/10.5334/gh.780.s3

Acknowledgement

This article is part of a thesis done by Mr. Seyyed Saeed Moazzeni from the School of Medicine, Tehran
University of Medical Sciences, Tehran, Iran.

Funding Information

This work was partly supported by Shahid Beheshti University of Medical Sciences, Tehran, Iran [grant
number 14981.4].

Competing Interests

The authors have no competing interests to declare.

Author Contributions

Study conception and design: S.A, F.H
Acquisition of data: TLGS study; under the supervision of F.A

Asgari et al: Sex-Specific Incidence Rates and Risk Factors for Hypertension During 13 Years
of Follow-up

Art. 29, page 11 of 13

Analysis and interpretation of data: S.A, S.M, D.Kh, F.H
Drafting of the manuscript: S.A, S.M, F.H
Critical revision: S.A, S.M, F.A, H.A, D.Kh, MS.H, F.H

References

1. WHO. Global brief on hypertension. World Health Organization; 2013.
2. Esteghamati A, Etemad K, Koohpayehzadeh J, et al. Awareness, Treatment and Control of Prehypertension and Hypertension among Adults in Iran. Arch Iran Med. 2016; 19(7): 456–64.
3. Bozorgmanesh M, Hadaegh F, Mehrabi Y, et al. A point-score system superior to blood pressure
measures alone for predicting incident hypertension: Tehran Lipid and Glucose Study. J Hypertens.
2011; 29(8): 1486–1493. DOI: https://doi.org/10.1097/HJH.0b013e328348fdb2
4. Sun D, Liu J, Xiao L, et al. Recent development of risk-prediction models for incident hypertension:
An updated systematic review. PloS One. 2017; 12(10): e0187240. DOI: https://doi.org/10.1371/journal.pone.0187240
5. Asgari S, Khalili D, Mehrabi Y, et al. Incidence and risk factors of isolated systolic and diastolic
hypertension: a 10 year follow-up of the Tehran Lipids and Glucose Study. Blood Press. 2016; 25(3):
177–183. DOI: https://doi.org/10.3109/08037051.2015.1116221
6. Coogan PF, White LF, Jerrett M, et al. Air pollution and incidence of hypertension and diabetes
mellitus in black women living in Los Angeles. Circulation. 2012; 125(6): 767–772. DOI: https://doi.
org/10.1161/CIRCULATIONAHA.111.052753
7. Salem H, Hasan DM, Eameash A, et al. Worldwide Prevalence Of Hypertension: A Pooled MetaAnalysis Of 1670 Studies In 71 Countries With 29.5 Million Participants. J Am Coll Cardiol. 2018;
71(11 Supplement): A1819. DOI: https://doi.org/10.1016/S0735-1097(18)32360-X
8. Talaei M, Sadeghi M, Mohammadifard N, et al. Incident hypertension and its predictors:
the Isfahan Cohort Study. J Hypertens. 2014; 32(1): 30–38. DOI: https://doi.org/10.1097/
HJH.0b013e32836591d4
9. Arici M, Turgan C, Altun B, et al. Hypertension incidence in Turkey (HinT): a population-based study.
J Hypertens. 2010; 28(2): 240–4. DOI: https://doi.org/10.1097/HJH.0b013e328332c36b
10. Azizi F, Ghanbarian A, Momenan AA, et al. Prevention of non-communicable disease in a population
in nutrition transition: Tehran Lipid and Glucose Study phase II. Trials. 2009; 10(1): 5. DOI: https://doi.
org/10.1186/1745-6215-10-5
11. Hadaegh F, Zabetian A, Sarbakhsh P, et al. Appropriate cutoff values of anthropometric variables to
predict cardiovascular outcomes: 7.6 years follow-up in an Iranian population. Int J Obes (Lond). 2009;
33(12): 1437. DOI: https://doi.org/10.1038/ijo.2009.180
12. Committee IR. Guidelines for data processing and analysis of the International Physical Activity
Questionnaire (IPAQ)-short and long forms; 2005. http://www. ipaq.ki.se/scoring.pdf (Access date:
04/01/2020).
13. Matsushita K, Selvin E, Bash LD, et al. Risk implications of the new CKD Epidemiology Collaboration
(CKD-EPI) equation compared with the MDRD Study equation for estimated GFR: The Atherosclerosis
Risk in Communities (ARIC) Study. Am J Kidney Dis. 2010; 55(4): 648–659. DOI: https://doi.
org/10.1053/j.ajkd.2009.12.016
14. Alberti K, Eckel RH, Grundy SM, et al. Harmonizing the metabolic syndrome: a joint interim statement of the international diabetes federation task force on epidemiology and prevention; national
heart, lung, and blood institute; American heart association; world heart federation; international atherosclerosis society; and international association for the study of obesity. Circulation. 2009; 120(16):
1640–1645. DOI: https://doi.org/10.1161/CIRCULATIONAHA.109.192644
15. Williams B, Mancia G, Spiering W, et al. 2018 ESC/ESH Guidelines for the management of arterial
hypertension. Eur Heart J. 2018; 39(33): 3021–3104. DOI: https://doi.org/10.1093/eurheartj/ehy339
16. Ahmad OB, Boschi-Pinto C, Lopez AD, et al. Age standardization of rates: a new WHO standard.
Geneva: World Health Organization. 2001; 9(10).
17. Mazumdar M, Glassman JR. Categorizing a prognostic variable: review of methods, code for
easy implementation and applications to decision‐making about cancer treatments. Stat Med.
2000; 19(1): 113–132. DOI: https://doi.org/10.1002/(SICI)1097-0258(20000115)19:1<113::AIDSIM245>3.0.CO;2-O
18. Harrell FE Jr, Lee KL, Mark DB. Multivariable prognostic models: issues in developing models, evaluating assumptions and adequacy, and measuring and reducing errors. Stat Med. 1996; 15(4): 361–87.
DOI: https://doi.org/10.1002/(SICI)1097-0258(19960229)15:4<361::AID-SIM168>3.0.CO;2-4

Art. 29, page 12 of 13

Asgari et al: Sex-Specific Incidence Rates and Risk Factors for Hypertension During 13 Years
of Follow-up

19. Cenzer IS, Miao Y, Kirby K, Boscardin WJ. Estimating Harrell’s optimism on predictive indices using
bootstrap samples. InSAS Global Forum. 2013; (Vol. 2013).
20. Perneger TV. What’s wrong with Bonferroni adjustments. Bmj. 1998; 316(7139): 1236–1238. DOI:
https://doi.org/10.1136/bmj.316.7139.1236
21. Mansournia MA, Altman DG. Inverse probability weighting. Bmj. 2016; 352: i189. DOI: https://doi.
org/10.1136/bmj.i189
22. Kshirsagar AV, Chiu Yl, Bomback AS, et al. A hypertension risk score for middle‐aged and older
adults. J Clin Hypertens (Greenwich). 2010; 12(10): 800–808. DOI: https://doi.org/10.1111/j.17517176.2010.00343.x
23. Kivimaki M, Tabak AG, Batty GD, et al. Incremental predictive value of adding past blood pressure
measurements to the Framingham hypertension risk equation: The Whitehall II Study. Hypertension.
2010; 55(4): 1058–62. DOI: https://doi.org/10.1161/HYPERTENSIONAHA.109.144220
24. Lee S-H, Kim Y-S, Sunwoo S, Huh B-Y. A retrospective cohort study on obesity and hypertension
risk among Korean adults. J Korean Med Sci. 2005; 20(2): 188–195. DOI: https://doi.org/10.3346/
jkms.2005.20.2.188
25. Fidalgo ASQ, Vollenweider P, Marques-Vidal P. Ten-year incidence of hypertension in a Swiss population-based sample Incidence of hypertension in Switzerland. J Hum Hypertens. 2019; 33(2): 115. DOI:
https://doi.org/10.1038/s41371-018-0116-4
26. DuPont JJ, Kenney RM, Patel AR, Jaffe IZ. Sex differences in mechanisms of arterial stiffness. Br J
Pharmacol; 2019. DOI: https://doi.org/10.1111/bph.14624
27. Dannenberg AL, Garrison RJ, Kannel WB. Incidence of hypertension in the Framingham Study. Am
J Public Health. 1988; 78(6): 676–679. DOI: https://doi.org/10.2105/AJPH.78.6.676
28. Diederichs C, Neuhauser H. The incidence of hypertension and its risk factors in the German adult
population: results from the German National Health Interview and Examination Survey 1998 and
the German Health Interview and Examination Survey for Adults 2008–2011. J Hypertens. 2017; 35(2):
250–258. DOI: https://doi.org/10.1097/HJH.0000000000001151
29. Robitaille C, Dai S, Waters C, et al. Diagnosed hypertension in Canada: incidence, prevalence and
associated mortality. CMAJ. 2012; 184(1): E49–E56. DOI: https://doi.org/10.1503/cmaj.101863
30. Colafella KMM, Denton KM. Sex-specific differences in hypertension and associated cardiovascular
disease. Nat Rev Nephrol. 2018; 14(3): 185. DOI: https://doi.org/10.1038/nrneph.2017.189
31. Chen Y, Wang C, Liu Y, et al. Incident hypertension and its prediction model in a prospective northern
urban Han Chinese cohort study. J Hum Hypertens. 2016; 30(12): 794. DOI: https://doi.org/10.1038/
jhh.2016.23
32. Parikh NI, Pencina MJ, Wang TJ, et al. A risk score for predicting near-term incidence of hypertension: the Framingham Heart Study. Ann Intern Med. 2008; 148(2): 102–110. DOI: https://doi.
org/10.7326/0003-4819-148-2-200801150-00005
33. Jayedi A, Rashidy‐Pour A, Khorshidi M, et al. Body mass index, abdominal adiposity, weight gain and
risk of developing hypertension: a systematic review and dose–response meta‐analysis of more than
2.3 million participants. Obes Rev. 2018; 19(5): 654–667. DOI: https://doi.org/10.1111/obr.12656
34. Arshi B, Tohidi M, Derakhshan A, et al. Sex-specific relations between fasting insulin, insulin resistance and incident hypertension: 8.9 years follow-up in a Middle-Eastern population. J Hum Hypertens.
2015; 29(4): 260. DOI: https://doi.org/10.1038/jhh.2014.70
35. Derakhshan A, Tohidi M, Hajebrahimi M, et al. Sex‐specific incidence rates and risk factors of insulin resistance and β–cell dysfunction: a decade follow‐up in a Middle Eastern population. Diabet Med.
2017; 34(2): 245–252. DOI: https://doi.org/10.1111/dme.13117
36. Bozorgmanesh M, Ghoreishian H, Mohebi R, et al. Sex-specific predictors of the prehypertensionto-hypertension progression: community-based cohort of a West-Asian population. Eur J Prev Cardiol.
2014; 21(8): 956–963. DOI: https://doi.org/10.1177/2047487313481757
37. Ramezankhani A, Azizi F, Hadaegh F. Associations of marital status with diabetes, hypertension,
cardiovascular disease and all-cause mortality: A long term follow-up study. PLoS One. 2019; 14(4):
e0215593. DOI: https://doi.org/10.1371/journal.pone.0215593
38. Ebina T. Smoking and Incident Hypertension- Importance of Cotinine-Verified Smoking Status. Circ J.
2018; 82(6): 1510–1512. DOI: https://doi.org/10.1253/circj.CJ-18-0399
39. Janzon E, Hedblad B, Berglund G, Engström G. Changes in blood pressure and body weight following smoking cessation in women. J Intern Med. 2004; 255(2): 266–272. DOI: https://doi.org/10.1046/
j.1365-2796.2003.01293.x

Asgari et al: Sex-Specific Incidence Rates and Risk Factors for Hypertension During 13 Years
of Follow-up

Art. 29, page 13 of 13

40. Vischer AS, Burkard T. Principles of Blood Pressure Measurement – Current Techniques, Office vs
Ambulatory Blood Pressure Measurement. Adv Exp Med Biol. 2017; 956: 85–96. DOI: https://doi.
org/10.1007/5584_2016_49
41. Wu L, Sun D, He Y. Fruit and vegetables consumption and incident hypertension: dose–response
meta-analysis of prospective cohort studies. J Hum Hypertens. 2016; 30(10): 573. DOI: https://doi.
org/10.1038/jhh.2016.44

How to cite this article: Asgari S, Moazzeni SS, Azizi F, Abdi H, Khalili D, Hakemi MS, Hadaegh F. Sex-Specific
Incidence Rates and Risk Factors for Hypertension During 13 Years of Follow-up: The Tehran Lipid and Glucose Study.
Global Heart. 2020; 15(1): 29. DOI: https://doi.org/10.5334/gh.780
Submitted: 28 July 2019

Accepted: 26 February 2020

Published: 08 April 2020

Copyright: © 2020 The Author(s). This is an open-access article distributed under the terms of the Creative Commons
Attribution 4.0 International License (CC-BY 4.0), which permits unrestricted use, distribution, and reproduction in any
medium, provided the original author and source are credited. See http://creativecommons.org/licenses/by/4.0/.

Global Heart is a peer-reviewed open access journal published by Ubiquity Press.

OPEN ACCESS

