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Abstract

Introduction
Research suggests that targeting high-risk, nonhypertensive pa-
tients for preventive intervention may delay the onset of hyperten-
sion. We aimed to develop a biomarker-based risk prediction mod-
el for assessing hypertension risk in an urban Han Chinese popula-
tion.

Methods
We analyzed data from 26,496 people with hypertension to ex-
tract factors from 11 check-up biomarkers. Then, depending on a
5-year follow-up cohort, a Cox model for predicting hypertension
development was built by using extracted factors as predictors. Fi-
nally,  we created a hypertension synthetic  predictor  (HSP) by
weighting each factor with its risk for hypertension to develop a
risk assessment matrix.

Results
After factor analysis, 5 risk factors were extracted from data for
both men and women. After a 5-year follow-up, the cohort of par-
ticipants had an area under receiver operating characteristic curve
(area under the curve [AUC]) with an odds ratio (OR) of 0.755
(95% confidence interval [CI], 0.746–0.763) for men and an OR

of 0.801 (95% CI, 0.792–0.810) for women. After tenfold cross
validation,  the  AUC  was  still  high,  with  0.755  (95%  CI,
0.746–0.763) for men and 0.800 (95% CI, 0.791–0.810) for wo-
men. An HSP-based 5-year risk matrix provided a convenient tool
for risk appraisal.

Conclusion
Hypertension could  be  explained by 5  factors  in  a  population
sample of Chinese urban Han. The HSP may be useful in predict-
ing hypertension.

Introduction
Hypertension is a worldwide public health challenge because of its
high frequency and concomitant risks of cardiovascular disease
and renal disease (1). Many studies have demonstrated that life-
style modification can prevent high blood pressure, providing a ra-
tionale for the identification of high-risk participants so that early
lifestyle intervention strategies can be implemented to prevent hy-
pertension (2–4). In recent years, researchers have established hy-
pertension prediction models for different populations, including
Americans (5–8), Iranians (9), and Chinese (10,11). The 2 studies
of a Chinese population prediction model (10,11) had areas under
the curve (AUCs) that ranged from 71.6% to 73.5%. Inability to
incorporate enough laboratory biomarkers and existing recall bias
from questionnaire variables limited the effect of the 2 prediction
models. This study corrects these limitations. Prevalence, aware-
ness, treatment, and control of hypertension in China, a develop-
ing country, differs from that of developed countries (12,13). The
purpose of this study was to develop a biomarker-based risk-pre-
diction  model  for  hypertension  in  a  population  of  urban  Han
Chinese adults.
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Methods
Of 95,785 people aged 18 to 88 years who received annual medic-
al examinations from 2005 through 2010 at the Center for Health
Management of Shandong Provincial QianFoShan Hospital and
Shandong Provincial Hospital, 26,496 were diagnosed with hyper-
tension at their first check-up. Of 69,289 people without hyperten-
sion at baseline, 17,471 (10,239 men and 7,232 women) who re-
ceived annual clinical and laboratory examinations were selected
as a 5-year follow-up cohort.

We selected 11 biomarkers to analyze from the routine health
check-ups.  They were body mass index (BMI),  systolic  blood
pressure (SBP),  diastolic  blood pressure (DBP),  fasting blood
glucose (FBG), triglycerides (TG), high-density lipoprotein cho-
lesterol  (HDL-C),  hemoglobin (Hb),  hematocrit  (HCT),  white
blood cell count (WBC), lymphocyte count (LC), and neutrophil
granulocyte count  (NGC).  These biomarkers  have been previ-
ously associated with hypertension: BMI (14–16), SBP and DBP
(17), FBG (18), TG (16), HDL-C (19,20), Hb and HCT (21), and
WBC, LC, and NGC (22).

We measured the  height  and weight  of  participants  who were
wearing light clothing and no shoes. BMI was calculated as weight
(kg) divided by height squared (m2). SBP and DBP were meas-
ured using Omron HEM-907 (QuickMedical) by the cuff-oscillo-
metric method in the right arm of seated participants after a 5-
minute rest period. Two measurements were taken, and the 2 BP
values were averaged. Peripheral blood samples were obtained in
the morning after a 12-hour fast to measure the following bio-
markers: FBG, TG, HDL-C, Hb, HCT, WBC, LC, and NGC. The
study was approved by the Ethics Committee of School of Public
Health, Shandong University, and written informed consent was
obtained from all participants.

Hypertension was defined as diastolic blood pressure of 90 mm
Hg or more, systolic blood pressure of 140 mm Hg or more, or re-
ported use of medication known to treat hypertension. Age and
biomarkers were presented by mean (standard deviation), and Stu-
dent’s t test was used to distinguish between participants with and
without baseline hypertension.

First, to eliminate multicollinearity between the routine check-up
biomarkers and to extract risk-related factors of hypertension from
them, we used factor analysis with principal component algorithm
and varimax rotation from correlation matrix. The criteria for re-
taining factors were set up as eigenvalue of higher than 1. Further

analytical interpretation used biomarkers that share a factor load-
ing of at least 0.50. Second, on the basis of the cohort design, the
Cox proportional hazards regression model was built between the
hazard function of hypertension and the extracted latent factors:

hi(t) = h0(t)exp(β0agei+β1Fi1+β2Fi2+…+βkFik)

where hi(t) is the hazard rate for the ith subject at time t, and h0(t)
is the baseline hazard at time t. Then, a hypertension synthetic pre-
dictor (HSP) was derived by weighting each factor with its regres-
sion coefficients using the formula

HSP = β1F1+β2F2+…+βkFk.

After that, we calculated an HSP for each participant. Third, on the
basis of the cohort design, the Cox proportional hazards regres-
sion model was built again between the hazard function of hyper-
tension and the calculated HSP:

hi(t) = h0(t)exp(θ0age + θ1HSP)

The predictive probability of hypertension at year t was calculated
by the following formula:

where θ = θ0age + θ1HSP

Fourth, we used MedCalc software (23) for analysis of receiver
operator characteristics (ROC) curve, sensitivity, specificity, and
significance (P value) to evaluate the prediction effect. Finally, for
each participant from the 5-year cohort study, we calculated relat-
ive absolute risk (RAR) using the following equation:

where Pj(t) known as absolute risk (AR), was the probability of
hypertension at year t, in which j denoted the participant’s age.

signified the average probability of hypertension at year t in
j t h age, which can be calculated by the following model:

where  ,   was the mean of HSP in j t h

age.

All data analyses in this study were conducted for both men and
women. We used ArcGIS 9.1 (Esri) to depict the HSP-based 5-
year risk matrix for hypertension risk appraisal. All statistical ana-
lyses were performed using SAS version 9.2 (SAS Institute, Inc),
and significance was set at P < .05.
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Results
In our study, 26,496 of 95,785 participants had hypertension at
baseline, a prevalence of 27.7% (32.6% for men and 19.5% for
women). Although hypertension prevalence increased with age in
both men and women (Figure 1), it was higher in men than wo-
men before age 60 and was similar after age 60. Of the 3,793 par-
ticipants (2,894 men and 899 women) who did not have hyperten-
sion at baseline but had hypertension at the end of year 5, the cu-
mulative incidence was 21.7% (3,793 of 17,471). We calculated
the distribution of age and 11 biomarkers among participants with
and without baseline hypertension (Table 1),  and all  variables
differed significantly for participants with and without baseline
hypertension. Results of the analysis were used to create a correla-
tion matrix for the 11 biomarkers (Appendix A).

Figure 1. Prevalence of hypertension, by age, at baseline, in an urban Han
population, China, 2005–2010.
 

After exploring factor analysis (EFA), 5 latent factors were extrac-
ted from 11 biomarkers. Combined with explained variance and
cumulative variance, factor loadings by principal component ana-
lysis  with  varimax rotation  (Table  2).  Five  latent  risk-related
factors  could  explain  72.21%  of  total  variance  for  men  and
72.47% for  women:  inflammatory  factor  (IF),  blood viscidity
factor (BVF), insulin resistance factor (IRF), blood pressure factor
(BPF), and lipid resistance factor (LRF). Of the 5 factors, IF was
contributed by WBC and LC and NGC, BVF by Hb and HCT, IRF
by FBG and TG, BPF by SBP and DBP, and LRF by BMI and
HDL-C.

ROC curves for hypertension prediction models are in Figure S1
(Appendix B). The AUC was up to 75.5% for men and 80.1% for
women (Figure 2, graphs A1 and A2 for men and graphs B1 and
B2 for women), and was 75.5% and 80.0% after tenfold cross val-
idation. These matrices provide a convenient tool for hyperten-
sion prediction in clinical and health management. For example, if
a man aged 40 came to a hospital for a checkup, and 11 routine
health check-up biomarkers (BMI, SBP, DBP, FBG, TG, HDL-C,
Hb, HCT, WBC, LC, NGC) were tested, his HSP could be calcu-
lated using the formula in Figure 2. After that, we find his abso-
lute risk (AR) and RAR in (graphs A1 and A2) through his age
and his HSP. AR shows his predictive probabilities for hyperten-
sion are more than 5, and RAR shows his hypertension risk com-
pared with his peers (people aged 40).

Figure 2.  The 5-year risk matrix  for  risk appraisal  of  hypertension by sex.
Graphs  A1  and  B1  are  absolute  risk  matrices  for  men  and  women,
respectively; graphs A2 and B2 are relative absolute risk matrices for men and
women,  respectively.  The dashed lines indicate discrimination criteria  of
absolute risk for  predicting hypertension;  the curved lines indicate mean
absolute risk in the population. Abbreviation: HSP, hypertension synthetic
predictor.

 

 

 

PREVENTING CHRONIC DISEASE VOLUME 12, E184

PUBLIC HEALTH RESEARCH, PRACTICE, AND POLICY     OCTOBER 2015

The opinions expressed by authors contributing to this journal do not necessarily reflect the opinions of the U.S. Department of Health and Human Services,

the Public Health Service, the Centers for Disease Control and Prevention, or the authors’ affiliated institutions.

www.cdc.gov/pcd/issues/2015/15_0192.htm • Centers for Disease Control and Prevention       3



Discussion
In our study, the prevalence of hypertension was higher among
men (32.6%) than women (19.5%) at baseline. However, hyper-
tension prevalence changes with age. Hypertension prevalence
rises more steeply in aging women than in men, perhaps because
of hormonal changes during menopause (24–26).

Distribution of age and 11 routine health check-up biomarkers of
participants with and without baseline hypertension differed signi-
ficantly. After factor analysis, 5 latent factors were extracted from
11 biomarkers, not only eliminating the multicollinearity, but also
explaining the specific pathogenesis of hypertension. The 5 factors
were used to predict hypertension in the following prediction mod-
el. The 5 factors are the inflammatory factor (IF), blood viscidity
factor (BVF), insulin resistance factor (IRF), blood pressure factor
(BPF), and lipid resistance factor (LRF) in both men and women,
according to our analysis. The cumulative explained variances of
the 5 latent factors were 72.21% for men and 72.47% for women.
IF and BVF in particular were identified as the key factors for the
variation of  hypertension (IF contributes 23.54% for  men and
24.64% for women; BVF, 15.78% for men and 15.58% for wo-
men). Similar results have been found in other studies. Evidence
from human and animal studies suggests that inflammation leads
to the development of hypertension and that oxidative stress and
endothelial dysfunction are involved in the inflammatory cascade
(27). The elevation in blood viscosity could increase peripheral
resistance and play a role in the pathogenesis of essential hyper-
tension (28–30).

Two hypertension  prediction  models  have  been  developed  in
Chinese populations. Although the power of these prediction mod-
els  (AUC range:  71.6%–73.5%) was  acceptable,  their  risk  al-
gorithm and visualization of risk assessment still had room for im-
provement. Our HSP-based prediction model had better predic-
tion effect (ROC, 75.5% for men and 80.1% for women; ROC
after tenfold cross validation, 75.5% for men and 80.0% for wo-
men.). One reason our results were more accurate is because we
used laboratory biomarkers rather than questionnaire variables to
avoid recall bias. Another reason is that we used both factor ana-
lysis and the Cox model, producing a better model for hyperten-
sion prediction. Finally, we developed a risk matrix with AR and
RAR to represent risk assessment, which was convenient for prac-
tical application (Figure 2). For example, men and women who re-
ceive a routine health check-up can learn their AR from the risk
matrix. Comparing their results with those of other same-age parti-

cipants may warn patients of their risk and guide their choice of
nonpharmacologic measures to prevent hypertension. A limitation
to our study was that  all  participants were urban Han Chinese
adults; therefore, our results may not be generalizable to other
populations. More validation studies for these prediction models
are needed.

This is the first hypertension prediction model developed for urb-
an Han Chinese adults. Because of the large sample size, the es-
timates from our prediction model were stable, as demonstrated by
the tenfold cross validation. Physicians can use the HSP-based 5-
year hypertension risk matrix to measure patients’ risk for hyper-
tension, inform patients of their risks, help them choose appropri-
ate nonpharmacologic measures to prevent hypertension, and aid
in clinical counselling and decision making.

Acknowledgments
This work was supported by grants from the National Nature Sci-
ence Fund (no. 81273082) of China and Science and Technology
Development Projects of Shandong Province (2009GG20002035).
The funders were not involved in study design, analysis, or inter-
pretation.

Author Information
Corresponding Author: Chengqi Zhang, PhD, Professor, Health
Management Center, Shandong Provincial QianFoShan Hospital,
Jinan 250014, China. Telephone: 011-86-531-89268299. Email:
chengqizhangsd@126.com.

Author Affiliations: Wenchao Zhang, Yafei Chen, Fuzhong Xue,
Department of Biostatistics, School of Public Health, Shandong
University,  Jinan,  China;  Linping  Wang,  Fang  Tang,  Health
Management Center, Shandong Provincial QianFoShan Hospital,
Jinan, China.

References
Whelton  PK.  Epidemiology  of  hypertension.  Lancet  1994;
344(8915):101–6.

  1.

Appel  LJ,  Brands  MW, Daniels  SR,  Karanja  N,  Elmer  PJ,
Sacks FM;American Heart Association. Dietary approaches to
prevent and treat hypertension: a scientific statement from the
American  Hear t  Associa t ion.  Hyper tension  2006;
47(2):296–308.

  2.

Appel LJ. Lifestyle modification as a means to prevent and
treat high blood pressure. J Am Soc Nephrol 2003;14(7,Suppl
2):S99–102.

  3.

PREVENTING CHRONIC DISEASE VOLUME 12, E184

PUBLIC HEALTH RESEARCH, PRACTICE, AND POLICY     OCTOBER 2015

The opinions expressed by authors contributing to this journal do not necessarily reflect the opinions of the U.S. Department of Health and Human Services,

the Public Health Service, the Centers for Disease Control and Prevention, or the authors’ affiliated institutions.

4       Centers for Disease Control and Prevention  •  www.cdc.gov/pcd/issues/2015/15_0192.htm



Mancia G, De Backer G, Dominiczak A, Cifkova R, Fagard R,
Germano  G,  et  al.;The  task  force  for  the  management  of
arterial hypertension of the European Society of Hypertension;
The task force for the management of arterial hypertension of
the European Society of Cardiology. 2007 Guidelines for the
management of arterial hypertension: The Task Force for the
Management of Arterial Hypertension of the European Society
of  Hypertension  (ESH)  and  of  the  European  Society  of
Cardiology (ESC). Eur Heart J 2007;28(12):1462–536.

  4.

Parikh NI, Pencina MJ, Wang TJ, Benjamin EJ, Lanier KJ,
Levy D, et al. A risk score for predicting near-term incidence
of hypertension: the Framingham Heart Study. Ann Intern Med
2008;148(2):102–10.

  5.

Paynter  NP,  Cook NR,  Everett  BM, Sesso HD, Buring JE,
Ridker PM. Prediction of incident hypertension risk in women
with  currently  normal  blood  pressure.  Am  J  Med  2009;
122(5):464–71.

  6.

Kshirsagar AV, Chiu YL, Bomback AS, August PA, Viera AJ,
Colindres RE, et al. A hypertension risk score for middle-aged
and  older  adults.  J  Clin  Hypertens  (Greenwich)  2010;
12(10):800–8.

  7.

Mentz G, Schulz AJ, Mukherjee B, Ragunathan TE, Perkins
DW, Israel BA. Hypertension: development of a prediction
model to adjust self-reported hypertension prevalence at the
community level. BMC Health Serv Res 2012;12(1):312.

  8.

Bozorgmanesh M, Hadaegh F, Mehrabi Y, Azizi F. A point-
score system superior to blood pressure measures alone for
predicting incident hypertension: Tehran Lipid and Glucose
Study. J Hypertens 2011;29(8):1486–93.

  9.

Chien KL, Hsu HC, Su TC, Chang WT, Sung FC, Chen MF, et
al. Prediction models for the risk of new-onset hypertension in
ethnic  Chinese  in  Taiwan.  J  Hum  Hypertens  2011;
25(5):294–303.

10.

Li  G,  Liu  J,  Wang  W,  Wang  M,  Xie  W,  Hao  Y,  et  al.
[Prediction  models  for  the  15  years  risk  of  new-onset
hypertension in Chinese people aged from 35 to 64 years old]
[Article  in  Chinese].  Zhonghua  Nei  Ke  Za  Zhi  2014;
53(4):265–8.

11.

Tibazarwa KB, Damasceno AA. Hypertension in developing
countries. Can J Cardiol 2014;30(5):527–33.

12.

Kearney PM, Whelton M, Reynolds K,  Whelton PK, He J.
Worldwide prevalence of hypertension: a systematic review. J
Hypertens 2004;22(1):11–9.

13.

Wilsgaard T, Schirmer H, Arnesen E. Impact of body weight
on blood pressure with a focus on sex differences: the Tromso
Study, 1986-1995. Arch Intern Med 2000;160(18):2847–53.

14.

Hubert HB, Eaker ED, Garrison RJ, Castelli WP. Life-style
correlates of risk factor change in young adults: an eight-year
study of coronary heart disease risk factors in the Framingham
offspring. Am J Epidemiol 1987;125(5):812–31.

15.

Pimenta  AM,  Kac  G,  Gazzinelli  A,  Corrêa-Oliveira  R,
Velásquez-Meléndez G. Association between central obesity,
triglycerides and hypertension in a rural area in Brazil. [Article
in English, Portuguese.]. Arq Bras Cardiol 2008;90(6):386–92.

16.

Vasan  RS,  Larson  MG,  Leip  EP,  Kannel  WB,  Levy  D.
Assessment of frequency of progression to hypertension in
non-hypertensive participants in the Framingham Heart Study:
a cohort study. Lancet 2001;358(9294):1682–6.

17.

Tepel M, Burchardt M, Ruhwinkel J, Brukamp K, Weyer J,
Jankowski J, et al. Blood pressure, Na+/H+ exchanger, and
glucose  metabolism  in  patients  with  essential  and  renal
hypertension. J Hypertens 1998;162:S79.

18.

Sesso HD, Buring JE, Chown MJ, Ridker PM, Gaziano JM. A
prospective study of plasma lipid levels and hypertension in
women. Arch Intern Med 2005;165(20):2420–7.

19.

Al-Mahroos F, Al-Roomi K, McKeigue PM. Relation of high
blood  pressure  to  glucose  intolerance,  plasma  lipids  and
educational  status  in  an  Arabian  Gulf  population.  Int  J
Epidemiol 2000;29(1):71–6.

20.

Bhatia RS, Garg RK, Gaur SP, Kar AM, Shukla R, Agarwal A,
et  al.  Predictive  value  of  routine  hematological  and
biochemical  parameters  on  30-day  fatality  in  acute  stroke.
Neurol India 2004;52(2):220–3.

21.

Tian N, Penman AD, Manning RD Jr, Flessner MF, Mawson
AR. Association between circulating specific leukocyte types
and incident chronic kidney disease: the Atherosclerosis Risk
in  Communities  (ARIC) study.  J  Am Soc Hypertens  2012;
6(2):100–8.

22.

Normann  J,  Mueller  M,  Biener  M,  Vafaie  M,  Katus  HA,
Giannitsis E. Effect of older age on diagnostic and prognostic
performance  of  high-sensitivity  troponin  T  in  patients
presenting to  an emergency department.  Am Heart  J  2012;
164(5):698–705.e4.

23.

Staessen JA, van der Heijden-Spek JJ, Safar ME, Den Hond E,
Gasowski  J,  Fagard  RH,  et  al.  Menopause  and  the
characteristics of the large arteries in a population study. J
Hum Hypertens 2001;15(8):511–8.

24.

Coylewright  M, Reckelhoff  JF,  Ouyang P.  Menopause and
hypertension:  an  age-old  debate.  Hypertension  2008;
51(4):952–9.

25.

Ashraf  MS,  Vongpatanasin  W. Estrogen and hypertension.
Curr Hypertens Rep 2006;8(5):368–76.

26.

Dinh QN, Drummond GR, Sobey CG, Chrissobolis S. Roles of
inflammation, oxidative stress,  and vascular dysfunction in
hypertension. Biomed Res Int 2014; 2014:406960.

27.

PREVENTING CHRONIC DISEASE VOLUME 12, E184

PUBLIC HEALTH RESEARCH, PRACTICE, AND POLICY     OCTOBER 2015

The opinions expressed by authors contributing to this journal do not necessarily reflect the opinions of the U.S. Department of Health and Human Services,

the Public Health Service, the Centers for Disease Control and Prevention, or the authors’ affiliated institutions.

www.cdc.gov/pcd/issues/2015/15_0192.htm • Centers for Disease Control and Prevention       5



Devereux RB, Case DB, Alderman MH, Pickering TG, Chien
S, Laragh JH. Possible role of increased blood viscosity in the
hemodynamics of systemic hypertension. Am J Cardiol 2000;
85(10):1265–8.

28.

Letcher RL, Chien S, Pickering TG, Sealey JE, Laragh JH.
Direct relationship between blood pressure and blood viscosity
in normal and hypertensive subjects. Role of fibrinogen and
concentration. Am J Med 1981;70(6):1195–202.

29.

Linde  T,  Sandhagen  B,  Hägg  A,  Mörlin  C,  Wikström  B,
Danielson  BG.  Blood  viscosity  and  peripheral  vascular
resistance in patients with untreated essential hypertension. J
Hypertens 1993;11(7):731–6.

30.

PREVENTING CHRONIC DISEASE VOLUME 12, E184

PUBLIC HEALTH RESEARCH, PRACTICE, AND POLICY     OCTOBER 2015

The opinions expressed by authors contributing to this journal do not necessarily reflect the opinions of the U.S. Department of Health and Human Services,

the Public Health Service, the Centers for Disease Control and Prevention, or the authors’ affiliated institutions.

6       Centers for Disease Control and Prevention  •  www.cdc.gov/pcd/issues/2015/15_0192.htm



Tables

Table 1. Distribution of Age and the 11 Biomarkers for Participants With and Without Baseline Hypertension, China, 2005–2010

Variable

Without Baseline Hypertension (n =
69,236)

With Baseline Hypertension (n =
26,478)

P ValuesaMean (SD)

Age, y 41.37 (12.37) 53.62 (14.24) <.001

Body mass index, kg/m2 24.27 (3.59) 26.86 (3.49) <.001

Systolic blood pressure, mmHg 117.4 (12.53) 149.2 (16.29) <.001

Diastolic blood pressure, mmHg 70.84 (9.24) 86.30 (12.73) <.001

Fasting blood-glucose, mmol/L 5.20 (1.11) 5.80 (1.60) <.001

Triglycerides, mmol/L 1.49 (1.32) 2.06 (1.79) <.001

High-density lipoprotein cholesterol, mmol/L 1.33 (0.33) 1.30 (0.36) <.001

Hemoglobin, g/L 146.7 (15.51) 151.1 (14.40) <.001

Hematocrit, % 43.61 (4.05) 44.74 (3.79) <.001

White blood cell count, 109/L 6.46 (1.59) 6.85 (1.68) <.001

Lymphocyte, 109/L 2.07 (0.61) 2.15 (0.71) <.001

Neutrophil granulocyte, 109/L 3.84 (1.23) 4.11 (1.26) <.001
aP values were calculated using Student’s t test.
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Table 2. Factor Loadings by Principal Component Analysis With Varimax Rotation on 11 Routine Health Check-up Biomarkers in Hy-
pertension Patients, China, 2005–2010

Biomarker

    Factor

    Men     Women

Inflam-
matory

Blood
Viscidity IR BP

Fat
Resistance

Inflam-
matory

Blood
Viscidity BP IR

Fat
Resistance

BMI 0.0630 0.0978 0.3681 0.1534 −0.6950a 0.1000 0.0486 0.3131 0.2556 −0.6194a

SBP 0.0527 −0.1677 −0.0245 0.8540a 0.0113 0.0419 −0.0574 0.7988a 0.1902 0.0234

DBP −0.0003 0.3203 0.1370 0.7064a −0.0595 0.0114 0.1837 0.7549a −0.1657 −0.1249

FBG 0.0342 −0.0994 0.6782a 0.0696 −0.0777 0.0785 0.0423 0.0011 0.7670a −0.0739

TG 0.0836 0.1380 0.7850a −0.0029 0.1003 0.0807 0.0798 0.0356 0.7250a −0.0163

HDL-C −0.0650 −0.0171 0.2468 0.0761 0.8323a −0.0431 −0.0120 0.0782 0.0574 0.8778a

Hb 0.0627 0.9574a 0.0450 0.0333 −0.0550 0.0639 0.9705a 0.0542 0.0920 −0.0403

HCT 0.1242 0.9472a −0.0234 0.0332 −0.0425 0.1146 0.9651a 0.0674 0.0640 −0.0138

WBC 0.9906a 0.0718 0.0431 0.0355 −0.0512 0.9872a 0.0747 0.0170 0.0626 −0.0957

LC 0.6468a 0.0577 0.0850 −0.0199 −0.0306 0.6524a 0.0637 0.0837 0.1971 0.0990

NGC 0.8548a 0.0544 0.0036 0.0589 −0.0454 0.8577a 0.0571 −0.0277 −0.0327 −0.1728

% Variance
explained

0.2354 0.1578 0.1260 0.1060 0.0969 0.2464 0.1558 0.1237 0.1037 0.0951

Cumulative
variance

0.2354 0.3932 0.5192 0.6252 0.7221 0.2464 0.4022 0.5259 0.6296 0.7247

Abbreviations: BMI, body mass index; BP, blood pressure; DBP, diastolic blood pressure; FBG, fasting blood glucose; Hb, hemoglobin; HCT, hematocrit; HDL-C, high-
density lipoprotein cholesterol; IR, insulin resistance; LC, lymphocyte; NGC, neutrophil granulocyte; SBP, systolic blood pressure; TG, triglycerides; WBC, white blood
cell count.
a Factor loading >0.5.
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Appendix A. Correlation Matrix Between 11 Biomarkers, Urban Han Population, China, 2005–2010. This file is available for download
as a Microsoft Word document at http://www.cdc.gov/pcd/issues/2015/docs/15_0192_AppendixA.doc [DOC – 41 KB].

 

Appendix B. Receiver Operator Characteristics (ROC) Curves for Hypertension Prediction Models, Urban Han Population, China,
2005–2010.
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