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Abstract
Background  Diabetes increases the risk of hypertension morbidity, but whether this association is varied with 
glycemic control remains unknown. We aimed to examine the association of glycemic control with hypertension 
among individuals with diabetes.

Methods  Data was from the China Health and Retirement Longitudinal Study (CHARLS) between 2011 and 2018. 
Participants were categorized as having adequate glycemic control (HbA1c < 7%) and inadequate glycemic uncontrol 
(HbA1c ≥ 7%) by combining blood glucose tests and physician’s diagnoses in 2011. Incident hypertension was 
ascertained through self-reported physician diagnoses from 2011 to 2018. Cox proportional hazards regression 
models were used to examine the effect of glycemic control on hypertension.

Results  Among 436 participants with diabetes in this study, 102 met the glycemic control standard, and 334 were 
insufficient glycemic control. During 7 years of follow-up, 141 individuals developed hypertension. Compared with 
adequate glycemic control, the hazard ratio of inadequate glycemic control on hypertension was 1.54 (95% CI, 
1.07–2.21) in the multivariate model. Additionally, the influence of glycemic control on hypertension varied based on 
educational attainment and the presence of depressive symptoms (P for interaction < 0.05).

Conclusions  Insufficient glycemic control was associated with a higher risk of hypertension among individuals with 
diabetes. Notably, the effect of glycemic control on hypertension was more pronounced among those with lower 
educational attainment and those exhibiting depressive symptoms. These findings underscore the significance of 
vigilant glycemic monitoring, educational background considerations, and mental health assessments in managing 
diabetic individuals.
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Introduction
Diabetes mellitus, one of the most severe and common 
chronic diseases of the 21st century, has become a global 
public threat [1]. It was estimated that 10.5% of the popu-
lation aged 20–79 had diabetes in 2021, rising to 12.2% in 
2045 [2]. Hypertension is the most frequent comorbidity 
of diabetes, with over two-thirds of patients with type 2 
diabetes also having hypertension [3]. The co-exist of dia-
betes and hypertension not only accelerates the progres-
sion of diabetes complications but also is associated with 
a higher risk of cardiovascular mortality. Therefore, it is 
of great public health significance to clarify the relation-
ship between diabetes and hypertension.

Several studies [4–12] showed that higher fasting blood 
glucose was an independent risk for developing hyper-
tension. A cross-sectional study [11] of a population 
of 2092 Chinese individuals aged over 65 years showed 
that hyperglycemia was associated with a higher preva-
lence of hypertension. A prospective study [12] showed 
that more elevated fasting blood glucose was an indepen-
dent risk for hypertension among 13,201 Japanese par-
ticipants. These studies mainly focused on the effect of 
higher blood glucose on hypertension among individuals 
without diabetes. However, whether this association will 
be affected by glycemic control in patients with diabe-
tes remains unclear. Limited studies reported an inverse 
relationship between glycemic control and high blood 
pressure among individuals with diabetes, and no relative 
research was done in China [13]. Thus, the study aimed 
to examine the association of glycemic control with 
hypertension in adults with diabetes.

Methods
Data sources
This study used blood samples, household demograph-
ics, and health status data from the China Health and 
Retirement Longitudinal Study (CHARLS). CHARLS 
is a nationally representative population-based sur-
vey designed to research social, health, and economic 
issues of residents aged 45 and over [14]. CHARLS was 
launched in 2011, and 3 follow-up surveys have been 
completed since. Currently, the survey has been con-
ducted in four waves. The first wave (W1) was conducted 
between 2011 and 2012, including 17,708 respondents 
in 10,257 households in 450 villages/urban communi-
ties in 150 counties/districts in 28 provinces. The second 
wave (W2) was conducted between 2013 and 2014 and 
included a refreshment sample of 15,770 individuals. 
The third wave (W3) was conducted between 2015 and 
2016 and had a refreshment sample of 13,002 individu-
als. The fourth wave (W4) was conducted between 2018 
and 2019 with a sample of 11,981 people. The details of 
the design and methods of CHARLS have been described 

extensively and can be accessed through the official web-
site (charls.charlsdata.com).

Study sample
For this study, we used longitudinal data based on four 
rounds of surveys in CHARLS. This study initially 
selected 1062 diabetes participants with information 
on blood samples and aged ≥ 45 years at baseline. After 
excluding those lost to follow-up, without complete 
information on hypertension or missing data in covari-
ates in 2011, 436 individuals were available for analysis in 
the present study. 436 individuals were followed up, pro-
viding complete data for all study variables. More details 
of the sample selection are shown in Fig. 1.

Definitions of adequate glycemic control and insufficient 
glycemic control
The status of diabetes was measured by the self-reported 
physician’s diagnosis and blood-based bioassays and was 
divided into two groups, including “adequate glycemic 
control” and “insufficient glycemic control.“ Glycated 
hemoglobin A1c (HbA1c), which reflects the average 
blood glucose level over the preceding 3 months, is often 
used to monitor glycemic control [15]. Thus, we chose 
an HbA1c level of 7% as it represents the optimal cutoff 
associated with the management of diabetes in previ-
ous studies and corresponds with the target for glycemic 
control set by the American Diabetes Association [16]. 
The guideline for preventing and treating type 2 diabetes 
mellitus in China (2020 Edition) also recommends that 
the HbA1c control target for most non-pregnant adult 
T2DM patients is < 7%. Then, participants who admit-
ted a history of diagnosed diabetes and had HbA1c above 
7.0% in 2011 were classified as having “insufficient glyce-
mic control.“ Participants who admitted a history of diag-
nosed diabetes and had HbA1c of 7.0% or less in 2011 
were classified as having “adequate glycemic control.“

Assessment of depressive symptoms
Depressive symptoms in the past week were assessed 
using the 10-item Center for Epidemiological Stud-
ies Depression Scale (CESD-10), a widely-used, self-
reported, brief version of the original 20-item version of 
CESD [17]. CESD-10 contains eight negative questions 
and two positive questions, with answers on a four-scale 
metric, from rarely or none (< 1 day), to not much (1–2 
days), to sometimes or half of the time (3–4 days), to 
most of the time (5–7 days). The four options for the neg-
ative questions were assigned values from 0 to 3, while 
the positive questions were assigned values from 3 to 0. 
The total score ranges from 0 to 30. We used universal 
criterion (scores ≥ 10) to identify individuals with signifi-
cant depressive symptoms [18].
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Research variables
The outcome was defined as a binary variable: having 
hypertension or not. The question “Have you been diag-
nosed with hypertension by a doctor?“ demined partici-
pants’ hypertension status. The independent variable was 
diabetes, defined by two categorical variables: adequate 
glycemic control (defined as HbA1c less than 7% in 2011) 
and insufficient glycemic control (defined as HbA1c over 
7% in 2011 and 2015). Controlled variables for this study 
consisted of age (categorized into age groups of 45–65, 
and ≥ 65years), sex (male/ female), residence (urban/ 
rural), marital status (married/ never married/ separated/ 
divorced/ widowed), drinking (yes/ no), smoking (yes/ 
no), education attainment (junior high school or below /
junior school above), depressive symptoms (yes/no) and 

body mass index (BMI; underweight: BMI < 18.5  kg/m2; 
normal weight: BMI 18.5–23.9 kg/ m2; overweight / obe-
sity: BMI ≥ 24.0  kg/ m2) [19]. All control variables were 
self-reported by the questionnaire.

Statistical analysis
All the analyses were conducted by Stata V.16.0 (Stata-
Corp, College Station, Texas, USA). Variables were 
compared using the Pearson chi-square test to evaluate 
baseline heterogeneity. We used Cox proportional haz-
ards regression models to examine the effect of insuffi-
cient glycemic control on the incidence of hypertension. 
We deemed the follow-up time as the time elapsed from 
the date of the baseline interview to either the date of 
diagnosis of hypertension or the last interview in which 

Fig. 1  Flowchart of the study sample of Chinese middle-aged and older adults: CHARLS, 2011–2018
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the individual participated. We conducted six models, 
and the first is an unadjusted model. The second model is 
adjusted for age, gender, marital status, and educational 
attainment. The other four models are gradually adjusted 
for smoking, drinking, body mass index, depressive 
symptoms, and residence to estimate the effect of insuf-
ficient glycemic control on hypertension.

Furthermore, we conducted subgroup analyses strati-
fied by gender, residence, education attainment, body 
mass index, and depressive symptoms separately. The sig-
nificance level was accepted as P < 0.05 (two-sided) for all 
tests.

Results
Characteristics of participants
Table  1 shows the baseline characteristics of diabe-
tes according to their levels of glycosylated hemoglobin 
A1c. Among 436 participants in this study, 102 had gly-
cosylated hemoglobin A1c levels below 7%, representing 
23.40% of the participants. Three hundred thirty-four had 
glycosylated hemoglobin A1c levels above 7%, represent-
ing 76.60% of the participants. Diabetes with insufficient 
glycemic control was more likely to be urban dwell-
ers. Overall, baseline characteristics were well-matched 
between the groups.

Table 2 shows the incidence of hypertension by diabe-
tes in 2011–2018. In the total samples, the incidence rates 
of hypertension for patients with insufficient glycemic 

Table 1  Characteristics of Chinese adults aged 45 years old and above by diabetes: CHARLS, 2011
Characteristics N (%) Adequate glycemic control (%) Insufficient glycemic control (%) P
Total 436 (100.00) 102 (23.40) 334 (76.60)
Age, years 0.79
45–65 329 (75.46) 78 (76.47) 251 (75.15)
> 65 107 (24.54) 24 (23.53) 83 (24.85)
Sex 0.26
Male 188 (43.12) 39 (38.24) 149 (44.61)
Female 248 (56.88) 63 (61.76) 185 (55.39)
Residency 0.01
Rural 198 (45.41) 58 (56.86) 140 (41.92)
Urban 238 (54.59) 44 (43.14) 194 (58.08)
Marital status 0.93
Married 362 (83.03) 85 (83.33) 277 (82.93)
Never married/
separated/divorced/widowed

74 (16.97) 17 (16.67) 57 (17.07)

Educational attainment
Primary school or below 274 (62.84) 73 (71.57) 201 (60.18) 0.04
Middle school and above 162 (37.16) 29 (28.43) 133 (39.82)
Smoking status 0.42
Yes 147 (33.72) 31 (30.39) 116 (34.73)
No 289 (66.28) 71 (69.61) 218 (65.27)
Alcohol consumption 0.96
Yes 159 (36.47) 37 (36.27) 122 (36.53)
No 277 (63.53) 65 (63.73) 212 (63.47)
BMI, kg/m2 0.80
Underweight (< 18.5) 26 (5.96) 7 (6.86) 19 (5.69)
Normal (18.5–23.9) 147 (33.72) 32 (31.37) 147 (33.47)
Overweight/Obese (≥ 24) 263 (60.32) 63 (61.76) 263 (60.32)
Depressive symptoms 0.72
Yes 190 (43.58) 46 (45.10) 144 (43.11)
No 246 (56.42) 56 (54.90) 190 (56.89)

Table 2  Incidence of hypertension per 1000 person-years by diabetes, 2011–2018
Incidence Adequate glycemic control Insufficient glycemic control
Total
Incidence cases (n) 27 114
Follow-up (person-years) 665 2066
Incidence rate of hypertension 40.60 55.18
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control (55.18 per 1000 person-years) were higher than 
those with adequate glycemic control (40.60 per 1000 
person-years).

Risk of hypertension for diabetic patients with insufficient 
glycemic control
Table  3 illustrates the Cox proportional hazards regres-
sions on the effect of glycemic control on incident 
hypertension. The risk of incident hypertension was sig-
nificantly higher in patients with insufficient glycemic 
control than in those with adequate glycemic control, 
with a hazard ratio (HR) of 1.46 (95% CI: 1.06, 2.01). In 
the maximum adjustment model, incident hypertension 
remained higher in patients with insufficient glycemic 
control than those with adequate glycemic control, with a 
hazard ratio (HR) of 1.54 (95% CI: 1.07, 2.21).

Subgroup analyses
We used a subgroup analysis to detect the effect of 
potential confounders, which may affect the relationship 
between glycemic control and incident hypertension. 
Figure  2 shows subgroup analyses on the relationship 
between diabetes with glycemic control and hypertension 
stratified by gender, residency, educational attainment, 
BMI, and depressive symptoms. The risk of hyperten-
sion differed in educational attainment subgroups (P for 
interaction = 0.01) and depressive symptoms subgroups 
(P for interaction = 0.02). Compared with diabetes with 
adequate glycemic control, those with insufficient gly-
cemic control comorbid with depressive symptoms had 
a significantly higher risk of developing hypertension 
(HR = 2.26; 95% CI: 1.34 to 3.81). In educational attain-
ment subgroups, the effect of glycemic control on hyper-
tension occurred in diabetes with a diploma of primary 
school or below (HR = 3.34; 95% CI: 1.33 to 5.41).

Table 3  The hazard ratio of hypertension in Chinese mid-aged and older adults, by glycemic control: 2011–2018
Model Adequate glycemic control

HR (95%CI)
Insufficient glycemic control
HR (95%CI)

1. Unadjusteda 1.00 1.46 (1.06,2.01) *

2.Baseb 1.00 1.53 (1.06, 2.20) *

3.Health factorsc 1.00 1.50 (1.04, 2.16) *

4.BMId 1.00 1.54 (1.07, 2.21) *

5.Depressive symptomse 1.00 1.54 (1.07, 2.21) *

Notes:

a. Unadjusted model

b. Adjusted for model 1 criteria and age, gender, marital status, residency, educational attainment

c. Adjusted for model 2 criteria and smoking and drinking history

d. Adjusted for model 3 criteria and BMI.

e. Adjusted for model 4 criteria and depressive symptoms

Fig. 2  Subgroup analyses on the relationship between glycemic control and hypertension
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Discussion
This study examined the association between glyce-
mic control and hypertension among middle-aged and 
older Chinese with diabetes. Several studies have dem-
onstrated that higher blood glucose was an independent 
risk factor for hypertension. Derakhshan et al. found that 
prediabetic individuals were 1.25 times more likely to 
develop hypertension than euglycemic individuals [20]. 
Soon-Ki Ahn et al. also found similar results that those 
with diabetes had a 1.64 times higher risk of hypertension 
than nondiabetic one [10]. A previous systematic review 
showed that hypertension was common comorbidi-
ties in adults with diabetes [21]. Our findings extended 
the results of previous studies by showing that glycemic 
control was associated with a higher risk of hypertension 
among individuals with diabetes.

Several possible mechanisms may explain the relation-
ship between glycemic control and hypertension. Func-
tion deficits of pancreatic β cells and insulin resistance 
could be indicated by the expression of HbA1c [22]. High 
levels of HbA1c were linked with proinflammatory cell 
signaling and oxidative stress, which may induce arterial 
stiffness [23]. In addition, increased levels of HbA1c can 
contribute to endothelial damage, promote the release of 
endothelin, and inhibit the production of nitric oxide and 
prostacyclin. These biochemical processes could lead to 
vasomotor dysfunction and increase blood pressure [24]. 
Clinical research found that blood lipids could be regu-
lated by the high level of HbA1c, which leads to increased 
blood viscosity and a higher risk of cardiovascular dis-
eases [24]. Moreover, epidemiological studies have found 
that hyperglycemia is frequently observed in frail hyper-
tensive older adults [25, 26]. These findings indicated that 
reaching and maintaining optimal glycemic control may 
be crucial to reduce the incidence of hypertension and 
avoid complications.

We observed that the effect of glycemic control on 
hypertension was more pronounced among diabetes 
patients with lower educational attainment. Several 
studies have indicated a strong association between 
low education and cardiometabolic comorbidities and 
the evolution of chronic degenerative diseases [27–29]. 
The finding suggested that it is necessary to strengthen 
blood glucose monitoring among those with low educa-
tion levels. The other meaningful result of this study was 
that diabetes with depressive symptoms and insufficient 
glycemic control had a significantly higher risk of devel-
oping hypertension. That is to say; mental health may 
influent the association between glycemic control and 
hypertension. The finding is in line with some other stud-
ies. A previous cohort study has revealed that anxiety 
and depressive symptoms predict the later incidence of 
hypertension and prescription treatment for hyperten-
sion [30]. A meta-analysis of prospective cohort studies 

showed that depression is probably an independent risk 
factor for hypertension. Diabetic patients with depres-
sive symptoms can reduce their quality of life, mini-
mize self-care ability, poorly control glycemic levels, and 
increase macrovascular and microvascular complications 
[31]. Therefore, our finding indicates that mental health 
should be part of diabetes management, and a psychia-
trist or psychotherapist should be included in the diabe-
tes management team.

This effect of glycemic control on the risk of hyperten-
sion is independent of age, gender, residency, education 
attainment, smoking, drinking, and BMI. In a cross-sec-
tional study [32], a positive association between HbA1c 
and prevalent cardiovascular disease was observed. How-
ever, this was a univariate analysis and did not adjust for 
obesity. Notably, the associations of changes in weight or 
BMI and changes in blood pressure with hypertension 
were widely reported, and the significant association of 
the change in HbA1c level with incident hypertension 
was maintained even if controlled for BMI. The mecha-
nism remains unclear, but our results suggest that the 
change in HbA1c might play a direct role in the increase 
in blood pressure through other mechanisms that are not 
entirely produced by weight gain [33, 34]. This highlights 
the importance of long-term monitoring of HbA1c levels.

Our study has several strengths. This is the first pop-
ulation-based cohort study to explore the association 
between glycemic control and hypertension among 
those with diabetes in China. Secondly, we use HbA1c 
to evaluate glycemic control rather than fasting plasma 
glucose (FPG). HbA1c has less biological variability and 
higher stability, and HbA1c could be less affected by rel-
evant factors, such as acute infection, short-term lifestyle 
alterations, and recent eating behaviors. Moreover, FPG 
only reflects the immediate glycemia level at the time of a 
single measurement, whereas HbA1c is an indicator used 
to determine glycemic control in most diabetic patients 
across nearly two to 3 months [35]. Also, this study was 
subject to several limitations. First, CHARLS did not col-
lect information on some confounders, such as family 
history, diary pattern, physical exercise, vascular damage, 
renal dysfunction, and information on other diseases. 
Although we examined the possible confounding effects 
of different variables on the association between the 
HbA1c level and the development of hypertension, there 
remained a possibility that unmeasured factors could 
have been confounders. Second, a possible limitation is 
selection bias due to missing data. Third, we used self-
reported questionnaires to identify hypertension. Finally, 
we did not distinguish between type 1 and type 2 diabe-
tes due to the limitation of data.



Page 7 of 8Chen et al. BMC Cardiovascular Disorders          (2023) 23:501 

Supplementary Information
The online version contains supplementary material available at https://doi.
org/10.1186/s12872-023-03478-3.

Supplementary Material 1

Acknowledgements
We thank the Institute of Social Science Survey of Peking University for their 
organizing of CHARLS, and all the participants, investigators, and assistants of 
CHARLS.

Authors’ contributions
SC and YZ are joint first authors. SC and YZ conceptualized and designed the 
study. SC and YZ acquired the data. SJ and DZ supervised the writing. SC, 
YZ, SJ, DZ, JG, YW, LC, and YH conducted data analysis and interpretation. SC, 
YZ, and YH drafted the first version of this manuscript. SC and YZ prepared 
Tables 1, 2 and 3; Figs. 1 and 2. All authors contributed towards data analysis, 
drafting, and critically revising the paper and agreed to be accountable for all 
aspects of the work.

Funding
No funding.

Data Availability
The datasets generated and/or analyzed during the current study are available 
in the CHARLS repository, http://charls.pku.edu.cn/index/en.html (accessed on 
3 September 2021).

Declarations

Competing interests
The authors declare no competing interests.

Ethics approval and consent to participate
Ethical approval was granted by the Institutional Review Board (IRB) of Peking 
University. The IRB approval number for the main household survey, including 
anthropometrics, is IRB00001052-11015, and the IRB approval number for 
biomarker collection is IRBO0001052-11014.

Consent for publication
Not applicable.

Received: 17 May 2023 / Accepted: 29 August 2023

References
1.	 Zimmet PZ, Magliano DJ, Herman WH, Shaw JE. Diabetes: a 21st century chal-

lenge. The Lancet Diabetes & Endocrinology. 2014;2(1):56–64.
2.	 Sun H, Saeedi P, Karuranga S, Pinkepank M, Ogurtsova K, Duncan BB, Stein C, 

Basit A, Chan JCN, Mbanya JC, et al. IDF Diabetes Atlas: Global, regional and 
country-level diabetes prevalence estimates for 2021 and projections for 
2045. Diabetes Res Clin Pract. 2022;183:109119.

3.	 Ferrannini E, Cushman WC. Diabetes and hypertension: the bad companions. 
Lancet. 2012;380(9841):601–10.

4.	 Haffner SM, Valdez R, Morales PA, Mitchell BD, Hazuda HP, Stern MP. Greater 
effect of glycemia on incidence of hypertension in women than in men. 
Diabetes Care. 1992;15(10):1277–84.

5.	 Goff DC Jr, Zaccaro DJ, Haffner SM, Saad MF. Insulin sensitivity and the risk 
of incident hypertension: insights from the insulin resistance atherosclerosis 
study. Diabetes Care. 2003;26(3):805–9.

6.	 Wang W, Lee ET, Fabsitz RR, Devereux R, Best L, Welty TK, Howard BV. A longi-
tudinal study of hypertension risk factors and their relation to cardiovascular 
disease: the strong heart study. Hypertension. 2006;47(3):403–9.

7.	 Levin G, Kestenbaum B, Ida Chen YD, Jacobs DR Jr, Psaty BM, Rotter JI, 
Siscovick DS, de Boer IH. Glucose, insulin, and incident hypertension in the 
multi-ethnic study of atherosclerosis. Am J Epidemiol. 2010;172(10):1144–54.

8.	 Arshi B, Tohidi M, Derakhshan A, Asgari S, Azizi F, Hadaegh F. Sex-specific 
relations between fasting insulin, insulin resistance and incident hyperten-
sion: 8.9 years follow-up in a Middle-Eastern population. J Hum Hypertens. 
2015;29(4):260–7.

9.	 Janghorbani M, Bonnet F, Amini M. Glucose and the risk of hypertension 
in first-degree relatives of patients with type 2 diabetes. Hypertens Res. 
2015;38(5):349–54.

10.	 Ahn SK, Lee JM, Ji SM, Kim KH, Park JH, Hyun MK. Incidence hypertension and 
fasting blood glucose from Real-World Data: Retrospective Cohort for 7-Years 
Follow-Up. Int J Environ Res Public Health 2021, 18(4).

11.	 Yan Q, Sun D, Li X, Chen G, Zheng Q, Li L, Gu C, Feng B. Association of blood 
glucose level and hypertension in Elderly chinese subjects: a community 
based study. BMC Endocr Disord. 2016;16(1):40.

12.	 Kuwabara M, Chintaluru Y, Kanbay M, Niwa K, Hisatome I, Andres-Hernando 
A, Roncal-Jimenez C, Ohno M, Johnson RJ, Lanaspa MA. Fasting blood 
glucose is predictive of hypertension in a general japanese population. J 
Hypertens. 2019;37(1):167–74.

13.	 Huang YT, Steptoe A, Zaninotto P. Prevalence of undiagnosed diabetes in 
2004 and 2012: evidence from the English Longitudinal Study of Aging. J 
Gerontol A Biol Sci Med Sci. 2021;76(5):922–8.

14.	 Zhao Y, Strauss J, Yang G, Giles J, Hu P, Hu Y, Lei X, Park A, Smith JP, Wang Y. 
China health and retirement longitudinal study–2011–2012 national baseline 
users’ guide. Beijing: Natl School Dev Peking Univ 2013, 2.

15.	 Ding L, Xu Y, Liu S, Bi Y, Xu Y. Hemoglobin A1c and diagnosis of diabetes. J 
Diabetes. 2018;10(5):365–72.

16.	 6. Glycemic targets: Standards of Medical Care in Diabetes-2019. Diabetes 
Care. 2019;42(Suppl 1):61–s70.

17.	 Chen H, Mui AC. Factorial validity of the Center for epidemiologic Studies 
Depression Scale short form in older population in China. Int Psychogeriatr. 
2014;26(1):49–57.

18.	 Xu Y, Yang J, Gao J, Zhou Z, Zhang T, Ren J, Li Y, Qian Y, Lai S, Chen G. Decom-
posing socioeconomic inequalities in depressive symptoms among the 
elderly in China. BMC Public Health. 2016;16(1):1214.

19.	 Weisell RC. Body mass index as an indicator of obesity. Asia Pac J Clin Nutr. 
2002;11:681–S684.

20.	 Derakhshan A, Bagherzadeh-Khiabani F, Arshi B, Ramezankhani A, Azizi F, 
Hadaegh F. Different combinations of glucose tolerance and blood pressure 
status and Incident Diabetes, Hypertension, and chronic kidney disease. J Am 
Heart Assoc 2016, 5(8).

21.	 Colosia AD, Palencia R, Khan S. Prevalence of hypertension and obesity in 
patients with type 2 diabetes mellitus in observational studies: a systematic 
literature review. Diabetes Metab Syndr Obes. 2013;6:327–38.

22.	 Chehregosha H, Khamseh ME, Malek M, Hosseinpanah F, Ismail-Beigi F. A 
View Beyond HbA1c: role of continuous glucose monitoring. Diabetes Ther. 
2019;10(3):853–63.

23.	 Saisho Y. Glycemic variability and oxidative stress: a link between diabetes 
and cardiovascular disease? Int J Mol Sci. 2014;15(10):18381–406.

24.	 Prasad K. Does HbA1cc play a role in the Development of Cardiovascular 
Diseases? Curr Pharm Des. 2018;24(24):2876–82.

25.	 Pansini A, Lombardi A, Morgante M, Frullone S, Marro A, Rizzo M, Martinelli 
G, Boccalone E, De Luca A, Santulli G, et al. Hyperglycemia and physical 
impairment in Frail Hypertensive older adults. Front Endocrinol (Lausanne). 
2022;13:831556.

26.	 Kirkman MS, Briscoe VJ, Clark N, Florez H, Haas LB, Halter JB, Huang ES, Koryt-
kowski MT, Munshi MN, Odegard PS, et al. Diabetes in older adults. Diabetes 
Care. 2012;35(12):2650–64.

27.	 Di Chiara T, Scaglione A, Corrao S, Argano C, Pinto A, Scaglione R. Association 
between low education and higher global cardiovascular risk. J Clin Hyper-
tens (Greenwich). 2015;17(5):332–7.

28.	 Di Chiara T, Scaglione A, Corrao S, Argano C, Pinto A, Scaglione R. Educa-
tion and hypertension: impact on global cardiovascular risk. Acta Cardiol. 
2017;72(5):507–13.

29.	 Zheng C, Wang Z, Wang X, Chen Z, Zhang L, Kang Y, Yang Y, Jiang L, Gao R. 
Social determinants status and hypertension: a Nationwide cross-sectional 
study in China. J Clin Hypertens (Greenwich). 2020;22(11):2128–36.

30.	 Jonas BS, Franks P, Ingram DD. Are symptoms of anxiety and depression risk 
factors for hypertension? Longitudinal evidence from the National Health 
and Nutrition Examination Survey I epidemiologic follow-up study. Arch Fam 
Med. 1997;6(1):43–9.

31.	 de Groot M, Crick KA, Long M, Saha C, Shubrook JH. Lifetime duration 
of depressive Disorders in patients with type 2 diabetes. Diabetes Care. 
2016;39(12):2174–81.

https://doi.org/10.1186/s12872-023-03478-3
https://doi.org/10.1186/s12872-023-03478-3
http://charls.pku.edu.cn/index/en.html


Page 8 of 8Chen et al. BMC Cardiovascular Disorders          (2023) 23:501 

32.	 Singer DE, Nathan DM, Anderson KM, Wilson PW, Evans JC. Association of 
HbA1c with prevalent cardiovascular disease in the original cohort of the 
Framingham Heart Study. Diabetes. 1992;41(2):202–8.

33.	 Zhao Y, Liu Y, Sun H, Sun X, Yin Z, Li H, Ren Y, Wang B, Zhang D, Liu X, et al. 
Association of long-term dynamic change in body weight and incident 
hypertension: the rural chinese cohort study. Nutrition. 2018;54:76–82.

34.	 Zhang M, Zhao Y, Sun H, Luo X, Wang C, Li L, Zhang L, Wang B, Ren Y, 
Zhou J, et al. Effect of dynamic change in body mass index on the risk of 
hypertension: results from the rural chinese cohort study. Int J Cardiol. 
2017;238:117–22.

35.	 Yazdanpanah S, Rabiee M, Tahriri M, Abdolrahim M, Rajab A, Jazayeri HE, 
Tayebi L. Evaluation of glycated albumin (GA) and GA/HbA1c ratio for diag-
nosis of diabetes and glycemic control: a comprehensive review. Crit Rev Clin 
Lab Sci. 2017;54(4):219–32.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in 
published maps and institutional affiliations. 


	﻿Association of glycemic control with hypertension in patients with diabetes: a population-based longitudinal study
	﻿Abstract
	﻿Introduction
	﻿Methods
	﻿Data sources
	﻿Study sample
	﻿Definitions of adequate glycemic control and insufficient glycemic control
	﻿Assessment of depressive symptoms
	﻿Research variables
	﻿Statistical analysis

	﻿Results
	﻿Characteristics of participants
	﻿Risk of hypertension for diabetic patients with insufficient glycemic control
	﻿Subgroup analyses

	﻿Discussion
	﻿References


