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Aims The relationship between mobile phone use for making or receiving calls and hypertension risk remains uncertain. We aimed 
to examine the associations of mobile phone use for making or receiving calls and the use frequency with new-onset hyper-
tension in the general population, using data from the UK Biobank.

Methods 
and results

A total of 212 046 participants without prior hypertension in the UK Biobank were included. Participants who have been 
using a mobile phone at least once per week to make or receive calls were defined as mobile phone users. The primary 
outcome was new-onset hypertension. During a median follow-up of 12.0 years, 13 984 participants developed new-onset 
hypertension. Compared with mobile phone non-users, a significantly higher risk of new-onset hypertension was found in 
mobile phone users [hazards ratio (HR), 1.07; 95% confidence interval (CI): 1.01–1.12]. Among mobile phone users, com-
pared with those with a weekly usage time of mobile phones for making or receiving calls <5 mins, significantly higher risks of 
new-onset hypertension were found in participants with a weekly usage time of 30–59 mins (HR, 1.08; 95%CI: 1.01–1.16), 
1–3 h (HR, 1.13; 95%CI: 1.06–1.22), 4–6 h (HR, 1.16; 95%CI: 1.04–1.29), and >6 h (HR, 1.25; 95%CI: 1.13–1.39) (P for trend 
<0.001). Moreover, participants with both high genetic risks of hypertension and longer weekly usage time of mobile phones 
making or receiving calls had the highest risk of new-onset hypertension.

Conclusions Mobile phone use for making or receiving calls was significantly associated with a higher risk of new-onset hypertension, 
especially among high-frequency users.
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Introduction
Hypertension is one of the leading preventable risk factors for cardio-
vascular diseases and premature death worldwide.1 The global 
age-standardized prevalence of raised blood pressure was 24.1% in 
men and 20.1% in women in 2015.2 Therefore, it is urgent to identify 
more modifiable factors to improve the primary prevention of hyper-
tension and reduce its associated severe disease burden.

In recent years, mobile phones have become a device of everyday life 
around the world, with an estimated 8.2 billion subscriptions world-
wide in 2020.3 This raises important questions about the safety of using 
a mobile phone to make or receive calls, especially for heavy users. 
Some studies in animals or human cells, for example, suggested that 
long-term exposure to radio-frequency electromagnetic fields 
(RF-EMF) emitted by mobile phones was related to oxidative stress, in-
creased inflammation, and DNA damage,4,5 all of which could lead to 
the development of hypertension.6,7 Accordingly, a previous single- 
blind placebo-controlled study of seven healthy men and three women 
reported that exposure of the right hemisphere to an RF-EMF for 
35 min was associated with an increase in resting blood pressure be-
tween 5 and 10 mmHg.8 Of note, this study had a relatively small sam-
ple size and mainly focused on the effects of short-term RF-EMF 
exposure on blood pressure levels. Moreover, previous studies,9–13

which were mainly cross-sectional9,11–13 or case-control10 designs, 
have evaluated the relationship of mobile phone use or mobile phone 
addiction with the prevalence of hypertension or blood pressure levels 
but reported inconsistent findings. One of the important reasons for 
the mixed results may be that the different studies9–13 included differ-
ent patterns of mobile phone use, including making or receiving calls, 
short messaging service (SMS), playing games, chatting, and so on. 

Furthermore, the cross-sectional and case-control designs limit conclu-
sions about causation and directionality. As such, although making and 
receiving calls is one of the most important functions of mobile phones 
and is closely related to RF-EMF; so far, the relationship between mo-
bile phone use for making and receiving calls and long-term changes in 
blood pressure and the risk of new-onset hypertension remains 
uncertain.

To address the above gap in knowledge, our current study aimed to 
investigate the association of mobile phone use for making or receiving 
calls and its use duration and frequency with the risk of new-onset 
hypertension in the general population, using data from the large-scale, 
observational UK Biobank. Moreover, since genetic factors may be in-
volved in the development of hypertension, we further investigated the 
joint effect of mobile phone use for making or receiving calls and genetic 
susceptibility of hypertension with new-onset hypertension and ex-
plored the potential gene–behaviour interactions.

Methods
Population and study design
The UK Biobank is a large prospective, observational study designed to 
examine the role of comprehensive exposures in health and diseases. 
The UK Biobank recruited about 500 000 adult participants, aged 37–73 
years, from 22 assessment centres across the United Kingdom from 
2006 to 2010. At enrolment, participants completed a touch-screen ques-
tionnaire and a series of physical measurements and provided biological 
samples. Details of the study design and data collection procedures have 
been described previously.14,15 Incident diagnoses were observed through 
linkage to national health records and follow-up visits.16
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The current analysis included UK Biobank participants with complete in-
formation on mobile phone use behaviours about making or receiving calls, 
and without prior hypertension at baseline. Finally, a total of 212 046 parti-
cipants were included in the final analysis (see Supplementary material 
online, Figure S1).

The UK Biobank was approved by the North West Research Ethics 
Committee. All participants gave written informed consent before enrol-
ment in the study.

Measurements of mobile phone use 
behaviours about making or receiving calls
Behaviours of mobile phone use in making or receiving calls (length of mo-
bile phone use, weekly usage of mobile phone, and hands-free device/speak-
erphone use with mobile phone) were self-reported and assessed through 
the touch-screen questionnaire at baseline.

Length of mobile phone use was assessed using the following question, 
‘For approximately how many years have you been using a mobile phone 
at least once per week to make or receive calls?’, and seven options were 
provided to respond: ‘never used a mobile phone at least once per 
week’, ‘1 year or less’, ‘2–4 years’, ‘5–8 years’, ‘more than 8 years’, ‘do 
not know’, and ‘prefer not to answer’. Based on the above question, those 
answering ‘Never used mobile phone at least once per week’ was defined as 
mobile phone non-users, and participants who have been using a mobile 
phone at least once per week to make or receive calls were defined as mo-
bile phone users. And mobile phone users were further asked for weekly 
usage of a mobile phones, and hands-free device/speakerphone use with 
mobile phones, while others did not.

Weekly usage of mobile phone for making or receiving calls was obtained 
using the following question, ‘over the last 3 months, on average how much 
time per week did you spend making or receiving calls on a mobile phone?’, 
and eight options were given to respond: ‘<5 mins’, ‘5–29 mins’, ‘30–59 
mins’, ‘1–3 h’, ‘4–6 h’, ‘>6 h’, ‘do not know’, and ‘prefer not to answer’.

Hands-free device/speakerphone uses with mobile phones to make or 
receive calls was assessed using the following question, ‘Over the last 3 
months, how often have you used a hands-free device/speakerphone 
when making or receiving calls on your mobile?’, and seven options were 
given to respond: ‘never or almost never’, ‘less than half the time’, ‘about 
half the time’, ‘more than half the time’, ‘always or almost always’, ‘do not 
know’, and ‘prefer not to answer’.

Definition of the genetic risk score
Detailed information about genotyping, imputation, and quality control in 
the UK Biobank study has been described previously.16 A genetic risk score 
(GRS) using 118 single-nucleotide polymorphisms (SNPs) which showed 
a significant association with the risk of hypertension.17 The 
hypertension-GRS was calculated with a weighted method18 as followed: 
GRS =

118
i=1 βi × SNPi , where each SNP was recorded as 0, 1, or 2 accord-

ing to the number of risk alleles. A higher GRS score indicated a higher gen-
etic predisposition to hypertension. Participants were classified into three 
groups low (the first tertile), intermediate (the second tertile), and high 
(the third tertile) genetic risk of hypertension.

Measurements of covariates
Procedures for collecting and processing baseline blood and urine samples 
have previously been reported and validated.19 Biochemical assays were 
conducted at a dedicated central laboratory. The estimated glomerular fil-
tration rate (eGFR) was calculated using the chronic kidney disease epi-
demiology collaboration equation.20

Detailed information on covariates was available through standardized 
questionnaires, including age, sex, race, education, smoking, diet, sleep, 
mental health, income, and the usage of antihypertensive, cholesterol- 
lowering, and glucose-lowering medications. Body mass index (BMI) was 
calculated as weight divided by height squared. Area-based socioeconomic 
status was derived from the postal code of residence by using the 
Townsend deprivation score. Baseline prevalent diabetes was identified 
through multiple procedures considering the type of diabetes and sources 
of the diagnosis.21 Blood pressure was measured twice manually (manual 
sphygmometer) or automatically (Omron HEM-7015IT digital blood 

pressure monitor), and the mean value of the two measurements was 
used to minimize measurement error.

The details about these measurements can be found in the UK Biobank 
online protocol (www.ukbiobank.ac.uk).

Study outcome
The study outcome was new-onset hypertension, based on medical history 
and linked to hospital admissions. The website (http://content.digital.nhs.uk/ 
services) showed the linkage procedure in detail. Participants with hyper-
tension were defined according to the International Classification of 
Diseases edition 10: I10. The duration of follow-up was calculated as the 
time between the date of attendance and the date of diagnosis of new-onset 
hypertension, date of death, the date of loss to follow-up, or 28 February 
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Table 1 Baseline characteristics of the total 
participants according to the status of mobile phone use 
(users vs. non-users)

Baseline characteristics Used a mobile phone at 
least once per week

Non-users Users

Number of participants 26 250 185 796

Age, years 57.9 ± 7.7 53.1 ± 7.9

Male, n (%) 10 337 (39.4) 69 549 (37.4)
White, n (%) 25 300 (96.9) 175 166 (94.5)

Townsend deprivation index −1.5 ± 2.9 −1.4 ± 3.0

Education (University), n (%) 10 913 (41.9) 71 173 (38.6)
Smoking status 2577 (9.8) 21 510 (11.6)

Physical activity, n (%)

Low 3785 (17.8) 28 121 (18.0)
Moderate 9126 (42.9) 63 541 (40.7)

High 8357 (39.3) 64 533 (41.3)

Income (<£18 000), n (%) 6329 (28.4) 36 143 (22.0)
Healthy diet score 3.2 ± 1.4 3.0 ± 1.4

Healthy sleep score 3.1 ± 1.0 3.1 ± 1.0

Total mental health complaints 4.3 ± 3.3 4.6 ± 3.2
BMI, kg/m2 25.3 ± 4.1 26.1 ± 4.1

Systolic blood pressure, mmHg 125.0 ± 9.7 123.6 ± 9.9

Diastolic blood pressure, mmHg 75.9 ± 7.0 76.2 ± 7.0
Triglycerides, mmol/L 1.6 ± 0.9 1.6 ± 0.9

HDL cholesterol, mmol/L 1.5 ± 0.4 1.5 ± 0.4

LDL cholesterol, mmol/L 3.6 ± 0.8 3.6 ± 0.8
C-reactive protein, mg/L 2.2 ± 4.3 2.1 ± 3.9

Glucose, mmol/L 5.0 ± 1.0 4.9 ± 0.9

eGFR, mL/min/1.73 m2 90.6 ± 12.4 93.6 ± 12.5
Cholesterol-lowering medication use,  

n (%)

2312 (8.8) 11 972 (6.4)

Glucose-lowering medications use,  
n (%)

417 (1.6) 2317 (1.2)

Diabetes, n (%) 605 (2.3) 3514 (1.9)

Depression, n (%) 1593 (6.1) 10 851 (5.8)
Family history of hypertension 10 011 (38.1) 81 205 (43.7)

BMI, body mass index; HDL cholesterol, high-density lipoprotein cholesterol; LDL 
cholesterol, low-density lipoprotein cholesterol; eGFR, estimated glomerular 
filtration rate. 
aThe results are presented as Mean ± SD or n (%).

http://academic.oup.com/ehjdh/article-lookup/doi/10.1093/ehjdh/ztad024#supplementary-data
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http://content.digital.nhs.uk/services
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2018, for Wales, and 31 March 2021, for Scotland and England, whichever 
occurred first.

Statistical analysis
Baseline characteristics, presented as means ± SD for continuous variables 
or proportions for categorical variables, according to the weekly usage time 
of mobile phones for making or receiving calls (<5 min, 5–29 min, 30–59 

min, 1–3 h, 4–6 h, and >6 h), were compared using χ2-tests for categorical 
variables and one-way analysis of variance for continuous variables among 
mobile phone users.

The relationship of mobile phone uses (vs. non-users) with new-onset 
hypertension in the total population, and the associations of the length of 
mobile phone use (≤1 year, 2–4 years, 5–8 years, and >8 years), weekly 
usage time of mobile phones for making or receiving calls, and hands-free 
device/speakerphone use to make or receive calls (never or almost never, 
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Table 2 Baseline characteristics of mobile phone users according to weekly usage time of mobile phones making or 
receiving calls

Baseline characteristicsa Weekly usage of mobile phone P values

<5 min 5–29 min 30–59 min 1–3 h 4–6 h > 6 h

Number of participants 34 216 70 594 33 700 29 290 8788 9208
Age, years 55.8 ± 8.0 54.0 ± 7.9 52.5 ± 7.6 51.0 ± 7.3 49.8 ± 6.9 48.8 ± 6.4 <0.001

Male, n (%) 11 961 (35.0) 23 596 (33.4) 12 818 (38.0) 12 579 (42.9) 4025 (45.8) 4570 (49.6) <0.001

White, n (%) 32 869 (96.3) 67 289 (95.6) 31 746 (94.4) 27 046 (92.6) 8001 (91.2) 8215 (89.4) <0.001
Townsend deprivation index −1.7 ± 2.9 −1.5 ± 3.0 −1.2 ± 3.1 −1.1 ± 3.2 −1.0 ± 3.2 −1.0 ± 3.3 <0.001

Education (university), n (%) 12 972 (38.2) 27 620 (39.4) 13 159 (39.3) 11 236 (38.6) 3150 (36.1) 3036 (33.2) <0.001

Current smoker, n (%) 2927 (8.6) 7114 (10.1) 4142 (12.3) 4177 (14.3) 1437 (16.4) 1713 (18.7) <0.001
Physical activity, n (%) <0.001

Low 5177 (18.3) 10 221 (17.3) 4931 (17.3) 4622 (18.5) 1505 (19.9) 1665 (21.1)

Moderate 11 900 (42.1) 24 779 (42.1) 11 367 (39.8) 9795 (39.2) 2881 (38.1) 2819 (35.7)
High 11 156 (39.5) 23 920 (40.6) 12 282 (43.0) 10 586 (42.3) 3180 (42.0) 3409 (43.2)

Income (<£18 000), n (%) 6102 (20.7) 10 486 (16.8) 4470 (14.9) 3632 (13.8) 1035 (13.0) 1102 (13.2) <0.001

Healthy diet score 3.2 ± 1.4 3.1 ± 1.4 3.0 ± 1.4 2.9 ± 1.4 2.9 ± 1.4 2.8 ± 1.4 <0.001
Healthy sleep score 3.2 ± 1.0 3.2 ± 1.0 3.1 ± 1.0 3.1 ± 1.0 3.0 ± 1.0 3.0 ± 1.0 <0.001

Total mental health complaints 4.4 ± 3.2 4.5 ± 3.2 4.6 ± 3.2 4.6 ± 3.2 4.7 ± 3.3 4.8 ± 3.3 <0.001

BMI, kg/m2 25.6 ± 4.0 25.9 ± 4.1 26.2 ± 4.1 26.5 ± 4.2 26.9 ± 4.3 27.1 ± 4.4 <0.001
Systolic blood pressure, mmHg 124.4 ± 9.7 123.8 ± 9.9 123.3 ± 9.9 123.1 ± 9.9 123.1 ± 9.9 122.9 ± 9.8 <0.001

Diastolic blood pressure, mmHg 76.0 ± 6.9 76.1 ± 7.0 76.2 ± 7.0 76.4 ± 7.0 76.6 ± 7.1 76.9 ± 7.0 <0.001

Triglycerides, mmol/L 1.5 ± 0.9 1.5 ± 0.9 1.5 ± 0.9 1.6 ± 1.0 1.6 ± 1.0 1.7 ± 1.1 <0.001
HDL cholesterol, mmol/L 1.5 ± 0.4 1.5 ± 0.4 1.5 ± 0.4 1.5 ± 0.4 1.4 ± 0.4 1.4 ± 0.4 <0.001

LDL cholesterol, mmol/L 3.6 ± 0.8 3.6 ± 0.8 3.6 ± 0.8 3.5 ± 0.8 3.5 ± 0.8 3.5 ± 0.8 <0.001

C-reactive protein, mg/L 2.1 ± 3.9 2.1 ± 3.9 2.2 ± 4.1 2.2 ± 4.0 2.2 ± 3.8 2.3 ± 3.8 0.142
Glucose, mmol/L 4.9 ± 0.9 4.9 ± 0.9 4.9 ± 0.9 4.9 ± 0.9 4.9 ± 0.9 4.9 ± 1.0 <0.001

eGFR, mL/min/1.73 m2 91.9 ± 12.5 93.0 ± 12.5 94.0 ± 12.4 95.1 ± 12.4 95.7 ± 12.4 96.3 ± 12.4 <0.001

Cholesterol-lowering medications use, n (%) 2590 (7.6) 4743 (6.7) 2065 (6.1) 1607 (5.5) 458 (5.2) 509 (5.5) <0.001
Glucose-lowering medications use, n (%) 461 (1.3) 798 (1.1) 419 (1.2) 375 (1.3) 111 (1.3) 153 (1.7) <0.001

Diabetes, n (%) 661 (1.9) 1247 (1.8) 635 (1.9) 579 (2.0) 178 (2.0) 214 (2.3) 0.004

Depression, n (%) 1903 (5.6) 4104 (5.8) 2060 (6.1) 1781 (6.1) 503 (5.7) 500 (5.4) 0.008
Family history of hypertension, n (%) 14 026 (41.0) 30 517 (43.2) 14 998 (44.5) 13 303 (45.4) 4033 (45.9) 4328 (47.0) <0.001

Length of mobile phone use, n (%) <0.001
1 year or less 2529 (7.4) 1975 (2.8) 372 (1.1) 181 (0.6) 38 (0.4) 24 (0.3)

2–4 years 10 636 (31.1) 16 282 (23.1) 5408 (16.0) 3071 (10.5) 708 (8.1) 455 (4.9)

5–8 years 13 079 (38.2) 28 291 (40.1) 12 696 (37.7) 9700 (33.1) 2507 (28.5) 2017 (21.9)
More than 8 years 7972 (23.3) 24 046 (34.1) 15 224 (45.2) 16 338 (55.8) 5535 (63.0) 6712 (72.9)

Hands-free device/speakerphone use, n (%) <0.001

Never or almost never 32 564 (95.2) 62 527 (88.6) 26 606 (78.9) 19 584 (66.9) 4942 (56.2) 4278 (46.5)
Less than half the time 879 (2.6) 4873 (6.9) 4058 (12.0) 5357 (18.3) 1879 (21.4) 2062 (22.4)

About half the time 306 (0.9) 1564 (2.2) 1502 (4.5) 1991 (6.8) 867 (9.9) 1029 (11.2)

More than half the time 145 (0.4) 690 (1.0) 741 (2.2) 1181 (4.0) 525 (6.0) 757 (8.2)
Always or almost always 322 (0.9) 940 (1.3) 793 (2.4) 1177 (4.0) 575 (6.5) 1082 (11.8) 　

BMI, body mass index; HDL cholesterol, high-density lipoprotein cholesterol; LDL cholesterol, low-density lipoprotein cholesterol; eGFR, estimated glomerular filtration rate. 
aThe results are presented as mean ± SD or n (%).
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less than half the time, about half the time, more than half the time, and al-
ways or almost always) with new-onset hypertension in the mobile phone 
users, were estimated using Cox proportional hazards models [hazards ra-
tio (HR) and 95% confidence interval (CI)]. Model 1 adjusted for age and 
sex. Model 2 adjusted for age, sex, BMI, race, Townsend deprivation index, 
family history of hypertension, education, smoking status, systolic blood pres-
sure (SBP), triglycerides, low-density lipoprotein (LDL) cholesterol, high- 
density lipoprotein (HDL) cholesterol, C-reactive protein, blood glucose, 
eGFR, use of cholesterol-lowering medications, and glucose-lowering medi-
cations. Model 3 included all the covariates in Model 2 plus mutual adjust-
ments for different behaviours of mobile phones making or receiving calls. 
The proportional hazards assumptions for the Cox model were tested using 
the Schoenfeld residuals method and no violation of this assumption was de-
tected. In the sensitivity analyses, we further adjusted for physical activity, 
household income, healthy sleep scores,22 healthy diet scores,23 self-reported 
depression, and hypertension-GRS.17 In addition, we investigated the associ-
ation between weekly usage time of mobile phones to make or receive calls 
and differences in SBP at follow-up and baseline in a subset of UK Biobank 
participants (n = 16 229) who were invited to follow-up in 2012–13.

Moreover, we estimated the joint effect of weekly usage time of mobile 
phones for making or receiving calls and the genetic risk of hypertension 
(low, intermediate, high) with new-onset hypertension, using weekly usage 

time of mobile phones <30 min (vs. ≥30 min) with low genetic risk as ref-
erence. Possible modifications of the relationship of weekly usage time of 
mobile phone for making or receiving calls (<30 min vs. ≥30 min) with new- 
onset hypertension were also assessed for the following variables: age (<60 
or ≥60 years), sex (female or male), BMI (<30 or ≥30 kg/m2), smoking sta-
tus (current, previous, or never), SBP (<125 [median] or ≥ 125 mmHg), 
family history of hypertension (no or yes), eGFR (<60 or ≥60 mL/min/ 
1.73 m2) diabetes (no or yes), length of mobile phone use, and hands-free 
device/speakerphone use to make or receive calls. Interactions 
between subgroups and weekly usage time of mobile phone for making 
or receiving calls categories (<30 or ≥30 min) were examined by likelihood 
ratio testing.

A two-tailed P < 0.05 was considered to be statistically significant in all ana-
lyses. Analyses were performed using R software (http://www.R-project.org/).

Results
Baseline characteristics of the participants
As shown in the flow chart (see Supplementary material online, 
Figure S1), a total of 212 046 participants were included in the final 
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Table 3 Association between mobile phone uses (users vs. non-users) and new-onset hypertension in total 
participants, and relations of different mobile phone use behaviours with new-onset hypertension in mobile phone users

Mobile phone use N Cases Model 1a Model 2b Model 3c

HR (95% CI) P value HR (95% CI) P value HR (95% CI) P value

Total participants (N = 212 046)
Mobile phone users (used mobile phone at least once per week)

No 26 250 2067 Ref — Ref — — —

Yes 185 796 11 917 1.15 (1.09, 1.20) <0.001 1.07 (1.01, 1.12) 0.018 — —
Mobile phone users (N = 185 796)
Length of mobile phone use

≤ 1 year 5119 377 Ref — Ref — Ref —
2–4 years 36 560 2488 1.00 (0.90, 1.11) 0.995 1.03 (0.91, 1.15) 0.668 1.01 (0.90, 1.14) 0.828

5–8 years 68 290 4231 0.96 (0.87, 1.07) 0.493 1.00 (0.90, 1.13) 0.934 0.98 (0.87, 1.10) 0.739

> 8 years 75 827 4821 1.05 (0.95, 1.17) 0.324 1.08 (0.96, 1.21) 0.192 1.03 (0.92, 1.16) 0.585
Weekly usage time of mobile phones for making or receiving calls

< 5min 34 216 2404 Ref Ref Ref

5–29 min 70 594 4466 1.04 (0.99, 1.10) 0.095 1.00 (0.95, 1.06) 0.965 1.00 (0.95, 1.06) 0.981
30–59 min 33 700 2129 1.17 (1.10, 1.24) <0.001 1.08 (1.02, 1.16) 0.015 1.08 (1.01, 1.16) 0.018

1–3 h 29 290 1802 1.28 (1.20, 1.36) <0.001 1.14 (1.06, 1.22) <0.001 1.13 (1.06, 1.22) 0.001

4–6 h 8788 529 1.38 (1.25, 1.51) <0.001 1.16 (1.05, 1.29) 0.005 1.16 (1.04, 1.29) 0.006
> 6 h 9208 587 1.60 (1.45, 1.75) <0.001 1.25 (1.13, 1.39) <0.001 1.25 (1.13, 1.39) <0.001

P for trend <0.001 <0.001 <0.001

Categories
<30 min 104 810 6870 Ref Ref Ref

≥30 min 80 986 5047 1.23 (1.18, 1.27) <0.001 1.12 (1.08, 1.17) <0.001 1.12 (1.07, 1.17) <0.001

Hands-free device/speakerphone used for making or receiving calls
Never or almost never 150 501 9805 Ref Ref Ref

Less than half the time 19 108 1108 1.06 (0.99, 1.12) 0.094 1.02 (0.95, 1.10) 0.512 0.98 (0.91, 1.05) 0.515

About half the time 7259 431 1.10 (1.00, 1.21) 0.062 1.06 (0.96, 1.18) 0.268 1.00 (0.90, 1.11) 0.988
More than half the time 4039 232 1.07 (0.94, 1.22) 0.338 0.97 (0.84, 1.12) 0.686 0.90 (0.78, 1.04) 0.173

Always or almost always 4889 341 1.22 (1.10, 1.36) <0.001 1.04 (0.92, 1.17) 0.503 0.97 (0.86, 1.10) 0.660

aModel 1: adjusted for age, and sex. 
bModel 2: adjusted for covariates in Model 1 plus BMI, race, Townsend deprivation index, family history of hypertension, education, smoking status, systolic blood pressure, triglycerides, 
low-density lipoprotein (LDL) cholesterol, high-density lipoprotein (HDL) cholesterol, C-reactive protein, blood glucose, eGFR, use of cholesterol-lowering medications, and 
glucose-lowering medications use. 
cModel 3: adjusted for covariates in Model 2 plus mutual adjustments for the different behaviour of using mobile phones.

http://www.R-project.org/
http://academic.oup.com/ehjdh/article-lookup/doi/10.1093/ehjdh/ztad024#supplementary-data
http://academic.oup.com/ehjdh/article-lookup/doi/10.1093/ehjdh/ztad024#supplementary-data
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analysis. The mean (SD) age was 53.7 (8.0) years, 79 886 (37.7%) were 
male, and 185 796 participants (87.6%) were mobile phone users.

Compared with mobile phone non-users, mobile phone users were 
younger, more likely to be smokers, had higher BMI, lower SBP levels, 
higher frequency of family history of hypertension, and lower usage of 
cholesterol-lowering medications and glucose-lowering medications 
(Table 1). Moreover, among mobile phone users, participants with a 
longer weekly usage time of mobile phones making or receiving calls 
were younger, more likely to be male, current smokers, and to use 
hands-free device/speakerphone; had lower SBP, healthy sleep score, 
and higher Townsend deprivation index, physical activity, income, 
healthy diet score, total mental health complaints, BMI, eGFR, 
C-reactive protein levels, higher frequency of family history of hyper-
tension, and higher length of mobile phone use (Table 2).

Association of mobile phone use and 
new-onset hypertension in the total 
population
During a median follow-up period of 12.0 years, 13 984 (6.6%) partici-
pants developed new-onset hypertension.

Compared with mobile phone non-users, a significantly higher risk of 
new-onset hypertension was found in mobile phone users (HR, 1.07; 
95%CI: 1.01–1.12) (Table 3).

Association of weekly usage time of mobile 
phones for making or receiving calls with 
new-onset hypertension among mobile 
phone users
Overall, there were no significant relationships between the length of mo-
bile phone use and hands-free device/speakerphone use to make or receive 
calls with new-onset hypertension among mobile phone users (Table 3).

However, compared with participants with a weekly usage time of mo-
bile phones for making or receiving calls <5mins, significantly higher risks 
of new-onset hypertension were found in those with a weekly usage time 
of 30–59 min (HR, 1.08; 95%CI: 1.01–1.16), 1–3 h (HR, 1.13; 95%CI: 
1.06–1.22), 4–6 h (HR, 1.16; 95%CI: 1.04–1.29), and >6 h (HR, 1.25; 
95%CI: 1.13–1.39) (P for trend <0.001). Accordingly, a significantly higher 
risk of new-onset hypertension was found in those with a weekly usage 
time of mobile phones ≥30 min (HR, 1.12; 95%CI: 1.07–1.17), compared 
with participants with weekly usage time <30 min (Table 3).

Sensitivity analyses
Similar results were found in male and female participants (see 
Supplementary material online, Table S1). Further adjustments for meno-
pause status and oestradiol levels did not substantially change the results 
in female participants (see Supplementary material online, Table S1). 
Moreover, there was a significantly positive association between weekly 
usage of mobile phones for making or receiving calls and the increase in 
SBP levels at follow-up (vs. that at baseline) (median follow-up duration: 
4.4 years) (see Supplementary material online, Figure S2).

Further adjustments for physical activity, income levels, healthy sleep 
scores, healthy diet scores, self-reported depression, and GRS of hyper-
tension also did not substantially change the association of weekly usage 
time of mobile phones for making or receiving calls with new-onset 
hypertension (see Supplementary material online, Table S2).

Joint effect of weekly usage time of mobile 
phones for making or receiving calls and 
genetic risk of hypertension on new-onset 
hypertension among mobile phone users
Compared with participants with a weekly usage time of mobile phones 
for making or receiving calls <30 min and low genetic risk of hyperten-
sion, those with a weekly usage time of mobile phones ≥30 min and 
high genetic risk had the highest risk of new-onset hypertension (HR, 
1.33; 95%CI: 1.24–1.43) (Figure 1). However, the interaction between 
the weekly usage time of mobile phones and the genetic risk of hyper-
tension on new-onset hypertension was not significant (P for inter-
action = 0.699) (Figure 1).

Stratified analyses
Stratified analyses were performed to further assess the association be-
tween the weekly usage time of mobile phones for making or receiving 
calls (<30 vs. ≥30 min) and new-onset hypertension in various sub-
groups (Figure 2).

None of the variables, including age, sex, BMI, smoking status, SBP, 
family history of hypertension, eGFR, diabetes, length of mobile phone 
use, and hands-free device/speakerphone use to make or receive calls, 
significantly modified the association between weekly usage time of 
mobile phones making or receiving calls and new-onset hypertension 
(all P for interaction >0.05).

Figure 1 Joint effect of weekly usage time of mobile phones for making or receiving calls (<30 vs. ≥30 min) and the genetic risk of hypertension (low, 
intermediate, high) on new-onset hypertension among mobile phone users.* *Adjusted for age, sex, body mass index, race, Townsend deprivation 
index, family history of hypertension, education, smoking status, systolic blood pressure, triglycerides, low-density lipoprotein (LDL) cholesterol, high- 
density lipoprotein (HDL) cholesterol, C-reactive protein, blood glucose, eGFR, use of cholesterol-lowering medications, and glucose-lowering med-
ications use., length of mobile phone use, and hands-free device/speakerphone use.

http://academic.oup.com/ehjdh/article-lookup/doi/10.1093/ehjdh/ztad024#supplementary-data
http://academic.oup.com/ehjdh/article-lookup/doi/10.1093/ehjdh/ztad024#supplementary-data
http://academic.oup.com/ehjdh/article-lookup/doi/10.1093/ehjdh/ztad024#supplementary-data
http://academic.oup.com/ehjdh/article-lookup/doi/10.1093/ehjdh/ztad024#supplementary-data
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Figure 2 Stratified analyses of the association between weekly usage time of mobile phones for making or receiving calls (<30 vs. ≥30 min) and new- 
onset hypertension among mobile phone users.* *Adjusted, if not stratified, for age, sex, BMI, race, Townsend deprivation index, family history of 
hypertension, education, smoking status, systolic blood pressure, triglycerides, LDL cholesterol, HDL cholesterol, C-reactive protein, blood glucose, 
eGFR, use of cholesterol-lowering medications and glucose-lowering medications use, length of mobile phone use, and hands-free device/speakerphone 
use to make or receive calls.
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Discussion
In this large, population-based prospective cohort study, we first de-
monstrated that mobile phone use for making or receiving calls was sig-
nificantly related to a higher risk of new-onset hypertension. More 
importantly, among mobile phone users, there was a significantly posi-
tive association between the weekly usage time of mobile phones for 
making or receiving calls and new-onset hypertension. In addition, the 
association between weekly usage of mobile phones for making or re-
ceiving calls and the risk of hypertension was strengthened by the gen-
etic susceptibility to hypertension. Nevertheless, there were no 
significant associations between the length of mobile phone use or 
hands-free device/speakerphone use to make or receive calls and the 
risk of new-onset hypertension. These findings suggested that it is 
the frequency of mobile phone use for making or receiving calls, rather 
than the length of start using it, that determined the effect of mobile 
phone use on the risk of hypertension. In other words, long-term 
healthy mobile phone use for making or receiving calls may not affect 
the risk of hypertension as long as it is used for no more than 30 min 
per week to make or receive calls.

Several previous cross-sectional studies have examined the associ-
ation of mobile phone use with the prevalence of hypertension and 
blood pressure levels. Amiri et al.9 reported that blood pressure levels 
and duration of mobile phone use were associated negatively in women 
who used their phones for at least 8 h. However, no significant associ-
ation was found in men. Suresh et al.11 classified participants who had 
working cell phones in the family as cell phone users, and found that 
cell phone usage was protectively related to the prevalence of self- 
reported hypertension. Stalin et al.12 reported that there was a negative 
association between mobile phone usage (including calling, SMS, playing 
games, listening to music, internet usage, and so on) and the prevalence 
of hypertension. However, a case-control study suggested a significantly 
positive association between total call duration per day and the preva-
lence of hypertension.10 Another cross-sectional study found that 
phone addiction was associated with a significantly higher prevalence 
of hypertension in adolescents.13 One of the important explanations 
for the inconsistent results from the above studies9–13 could be that dif-
ferent studies included different patterns of mobile phone use, including 
making and receiving calls, SMS, having a working cell phone in the fam-
ily, and so on. At the same time, cross-sectional and case-control de-
signs preclude the ability to assess causality and directivity. Overall, 
the above studies9–13 showed that although making and receiving calls 
is one of the most important patterns of mobile phone use, to date, the 
relationship between mobile phone use for making and receiving calls 
and long-term changes in blood pressure and the risk of new-onset 
hypertension remains uncertain. Our current study addressed this 
knowledge gap in a timely manner by considering mobile phone use 
for making and receiving calls and its use frequency at the same time.

Our study provides some new insights. First, mobile phone use for 
making or receiving calls was related to a significantly higher risk of new- 
onset hypertension, especially in those with a longer weekly usage time. 
The potential mechanisms included, first, the forearm lift, in conjunction 
with the static handshake exercise, a typical telephoning position, may 
increase sympathetic activity24,25 and lead to a short-term increase in 
plasma adrenomedullin levels,26 thereby increasing blood pressure le-
vels. However, our study showed that the use of hands-free devices/ 
speakerphones was not significantly related to the risk of new-onset 
hypertension, suggesting that telephoning position could not fully ex-
plain the positive association between a long-term calling and new- 
onset hypertension. Second, the high frequency of mobile phone use 
might be linked to adverse mental health27 and sleep disorders,28,29

both of which can lead to vascular damage,30,31 and in turn, result in ele-
vated blood pressure. Third, some previous studies have shown that 
the RF-EMF of mobile phones can cause a number of harmful effects 
at the molecular and cellular levels, including DNA damage, oxidative 

stress, and inflammation,4,5 all of which might contribute to the patho-
genesis of hypertension.6,7 Consistently, a previous single-blind 
placebo-controlled study also observed that exposure of the right 
hemisphere to an RF-EMF for 35 min was related to an increase in rest-
ing blood pressure between 5 and 10 mmHg.8 Moreover, Chen et al.32

reported that although there was no significant relationship between 
the daily duration of having the cell phones on with sperm quality para-
meters, daily talking time on the cell phone was negatively related to 
sperm concentration and total count, due to increased oxidative stress 
and DNA fragmentation and apoptosis caused by RF-EMF radiation. 
Zhang et al.33 also found a similar inverse association between daily talk-
ing time on the cell phone and the sperm concentration. A recent 
meta-analysis in human studies34 further showed that increased mobile 
phone use was related to an increased risk of DNA damage. Since the 
observed harmful effects of calling time and RF-EMF radiation on differ-
ent health outcomes,32–34 we speculate that relatively long-term ex-
posure to RF-EMF during making or receiving calls may possibly also 
have an important role in the occurrence of hypertension. However, 
the biological mechanisms underlying the positive association between 
time spent making or receiving calls on a mobile phone and the risk of 
hypertension still need to be further elucidated.

Second, we first assessed the joint effect of weekly usage of mobile 
phones for making or receiving calls and the genetic risks of hyperten-
sion on new-onset hypertension. Our findings showed that although 
the genetic risks of hypertension did not show significant modifying ef-
fects, those with both longer weekly usage time of mobile phones for 
making or receiving calls and high genetic risk had the highest risk of 
new-onset hypertension. On the one hand, these results suggested 
that the association between mobile phone use for making or receiving 
calls and the risk of hypertension might be independent of an indivi-
dual’s genetic risk profile. On the other hand, due to the highest abso-
lute risk of new-onset hypertension, those with high genetic risks of 
hypertension may need to pay more attention to the frequency of mo-
bile phone use for making or receiving calls.

Of note, our study showed that sex did not significantly modify the 
association between mobile phone calls and the risk of hypertension. 
Consistently, Suresh et al.11 reported that cell phone use was asso-
ciated with the prevalence of hypertension, independent of age and 
sex. However, Amiri et al.9 found that blood pressure levels and dur-
ation of mobile phone use were associated negatively in women but 
not in men. That inconsistency may be due to the difference in study 
designs and the included covariates. The previous two studies9,11

were cross-sectional designs, which could not assess causality and di-
rectivity. Moreover, our study found that further adjustments for the 
menopause status and oestradiol levels, two important factors not con-
sidered in previous studies, did not materially change the results in wo-
men. Nonetheless, future studies are needed to further investigate the 
possible modifying effect of sex.

Several limitations need to be addressed. First, in the UK biobank, the 
questionnaire on mobile phone use was limited to the characteristics of 
making or receiving calls, and other use patterns of mobile phone use, 
such as SMS, playing games, internet usage, and so on, were not col-
lected. However, making or receiving calls has traditionally been consid-
ered an important mobile phone function, and has been widely used as 
the major mobile phone use characteristic in several large population- 
based cohort studies, such as the UK Million Women Study35 and 
Cohort Study of Mobile Phone Use and Health.29 Second, based on 
the available UK Biobank data, our current analysis could not account 
for some possible confounding factors, such as the type of mobile 
phone technology used, and other sources of electromagnetic waves. 
Third, since the study populations were predominantly White 
middle-aged or older adults and healthier than the UK general popula-
tion,36 the results cannot be directly generalized to other populations. 
Four, in this study, information on mobile phone use for making or re-
ceiving calls and other variables were based on questionnaires and bio 



Mobile phone calls, genetic susceptibility, and new-onset hypertension                                                                                                              173

samples at baseline. Mobile phone use might have changed over the 
years, which could have affected the results of this study. However, 
with the pace of work and life accelerating worldwide, mobile phone 
users may spend more time making or receiving calls. Therefore, it is 
possible that our study underestimated the association between weekly 
usage time making or receiving calls and the risk of new-onset hyperten-
sion. In fact, according to the answers to the question ‘Is there any dif-
ference between your mobile phone use now compared to 2 years 
ago?’, only 12.8% and 13.7% of the participants at baseline and at 
2012–13 follow-up in the UK biobank study reported that the mobile 
phone use was now less frequent. What’s more, we also found a signifi-
cantly positive association between weekly usage of mobile phones for 
making or receiving calls and an increase in SBP levels at the 2012–13 
follow-up (vs. that at baseline) (see Supplementary material online, 
Figure S2). This result, with a more objective outcome and having direct 
data indicating relatively stable mobile use during follow-up, further sup-
ported our findings of the positive association between weekly usage of 
mobile phones for making or receiving calls and new-onset hyperten-
sion. Fifth, since the proportions of both secondary hypertension and 
pregnancy at baseline, were very low in UK Biobank, we did not ac-
count for these variables in our analysis. Finally, as an observational 
study, although we have adjusted for a range of important covariates, 
the possibility of residual confounding due to unknown or unmeas-
ured factors cannot be ruled out. Finally, overall, due to these limita-
tions, our study was just hypothesis-generating and should be 
confirmed in more studies.

In conclusion, mobile phone use for making or receiving calls was sig-
nificantly associated with a higher risk of new-onset hypertension, espe-
cially in those with a longer weekly usage time, among the general 
population. Our findings and the underlying mechanisms should be fur-
ther evaluated in more studies. If further confirmed, our study suggests 
that reducing the time spent using mobile phones to make or receive 
calls may play a role in the primary prevention of hypertension in the 
general population.

Authors’ contributions
Xianhui Qin, Ziliang Ye, Yanjun Zhang, and Yuanyuan Zhang designed 
the research; Xianhui Qin, Ziliang Ye, Yanjun Zhang, and Yuanyuan 
Zhang conducted the research; Ziliang Ye and Yuanyuan Zhang per-
formed the data management and statistical analyses; Xianhui Qin, 
Ziliang Ye, Yanjun Zhang, and Yuanyuan Zhang wrote the draft; all 
authors revised and approved the final manuscript.

Supplementary material
Supplementary material is available at European Heart Journal – Digital 
Health.

Acknowledgements
We especially thank all the participants of the UK Biobank and all the 
people involved in building the UK Biobank study. This research has 
been conducted using the UK Biobank Resource under Application 
Number 73201.

Funding
The study was supported by the National Key Research and Development 
Program of China (2022YFC2009600, 2022YFC2009605), and the 
National Natural Science Foundation of China (81973133, 81730019).

Conflict of interest: None declared.

Data availability
The data underlying this article are available in UK Biobank at https:// 
www.ukbiobank.ac.uk/, and can be accessed with reasonable request.

References
1. Yusuf S, Joseph P, Rangarajan S, Islam S, Mente A, Hystad P, et al. Modifiable risk factors, 

cardiovascular disease, and mortality in 155 722 individuals from 21 high-income, 
middle-income, and low-income countries (PURE): a prospective cohort study. 
Lancet 2020;395:795–808.

2. NCD Risk Factor Collaboration (NCD-RisC). Worldwide trends in blood pressure 
from 1975 to 2015: a pooled analysis of 1479 population-based measurement studies 
with 19·1 million participants. Lancet 2017;389:37–55.

3. Statistics. ITU. https://www.itu.int:443/en/ITU-D/Statistics/Pages/stat/default.aspx (20 
April 2022)

4. Çam ST, Seyhan N. Single-strand DNA breaks in human hair root cells exposed to mo-
bile phone radiation. Int J Radiat Biol 2012;88:420–424.

5. Singh KV, Gautam R, Meena R, Nirala JP, Jha SK, Rajamani P. Effect of mobile phone ra-
diation on oxidative stress, inflammatory response, and contextual fear memory in 
Wistar rat. Environ Sci Pollut Res Int 2020;27:19340–19351.

6. Guzik TJ, Touyz RM. Oxidative stress, inflammation, and vascular aging in hypertension. 
Hypertension 2017;70:660–667.

7. Montezano AC, Dulak-Lis M, Tsiropoulou S, Harvey A, Briones AM, Touyz RM. 
Oxidative stress and human hypertension: vascular mechanisms, biomarkers, and novel 
therapies. Can J Cardiol 2015;31:631–641.

8. Braune S, Wrocklage C, Raczek J, Gailus T, Lücking C. Resting blood pressure increase dur-
ing exposure to a radio-frequency electromagnetic field. Lancet 1998;351:1857–1858.

9. Amiri F, Moradinazar M, Moludi J, Pasdar Y, Najafi F, Shakiba E, et al. The association 
between self-reported mobile phone usage with blood pressure and heart rate: evi-
dence from a cross-sectional study. BMC Public Health 2022;22:2031.

10. Palal D, Stalin P. Association between mobile phone usage and hypertension among 
adults in an urban area of Puducherry: a case control study. J Public Health (Berl) 
2019;27:537–540.

11. Suresh S, Sabanayagam C, Kalidindi S, Shankar A. Cell-phone use and self-reported 
hypertension: national health interview survey 2008. Int J Hypertens 2011;2011:360415.

12. Stalin P, Abraham SB, Kanimozhy K, Prasad RV, Singh Z, Purty AJ. Mobile phone usage 
and its health effects among adults in a semi-urban area of Southern India. J Clin Diagn 
Res 2016;10:LC14-16.

13. Zou Y, Xia N, Zou Y, Chen Z, Wen Y. Smartphone addiction may be associated with 
adolescent hypertension: a cross-sectional study among junior school students in China. 
BMC Pediatr 2019;19:310.

14. Collins R. What makes UK Biobank special? Lancet 2012;379:1173–1174.
15. Sudlow C, Gallacher J, Allen N, Beral V, Burton P, Danesh J, et al. UK biobank: an open 

access resource for identifying the causes of a wide range of complex diseases of middle 
and old age. PLoS Med 2015;12:e1001779.

16. Bycroft C, Freeman C, Petkova D, Band G, Elliott LT, Sharp K, et al. The UK Biobank 
resource with deep phenotyping and genomic data. Nature 2018;562:203–209.

17. Li Z-H, Huang Q-M, Gao X, Chung VCH, Zhang P-D, Shen D, et al. Healthy sleep asso-
ciated with lower risk of hypertension regardless of genetic risk: A population-based co-
hort study. Front Cardiovasc Med 2021;8:769130.

18. Khera AV, Emdin CA, Drake I, Natarajan P, Bick AG, Cook NR, et al. Genetic risk, ad-
herence to a healthy lifestyle, and coronary disease. N Engl J Med 2016;375:2349–2358.

19. Elliott P, Peakman TC; UK Biobank. The UK Biobank sample handling and storage 
protocol for the collection, processing and archiving of human blood and urine. Int J 
Epidemiol 2008;37:234–244.

20. Levey AS, Stevens LA, Schmid CH, Zhang YL, Castro AF, Feldman HI, et al. CKD-EPI 
(Chronic Kidney Disease Epidemiology Collaboration). A new equation to estimate 
glomerular filtration rate. Ann Intern Med 2009;150:604–612.

21. Eastwood SV, Mathur R, Atkinson M, Brophy S, Sudlow C, Flaig R, et al. Algorithms for 
the capture and adjudication of prevalent and incident diabetes in UK Biobank. PLoS One 
2016;11:e0162388.

22. Fan M, Sun D, Zhou T, Heianza Y, Lv J, Li L, et al. Sleep patterns, genetic susceptibility, 
and incident cardiovascular disease: a prospective study of 385292 UK Biobank partici-
pants. Eur Heart J 2020;41:1182–1189.

23. Said MA, Verweij N, van der Harst P. Associations of combined genetic and lifestyle risks 
with incident cardiovascular disease and diabetes in the UK Biobank Study. JAMA Cardiol 
2018;3:693–702.

24. Kamiya A, Michikami D, Fu Q, Niimi Y, Iwase S, Mano T, et al. Static handgrip exercise 
modifies arterial baroreflex control of vascular sympathetic outflow in humans. Am J 
Physiol Regul Integr Comp Physiol 2001;281:R1134–R1139.

25. Ichinose M, Saito M, Wada H, Kitano A, Kondo N, Nishiyasu T. Modulation of arterial 
baroreflex control of muscle sympathetic nerve activity by muscle metaboreflex in hu-
mans. Am J Physiol Heart Circ Physiol 2004;286:H701–H707.

http://academic.oup.com/ehjdh/article-lookup/doi/10.1093/ehjdh/ztad024#supplementary-data
http://academic.oup.com/ehjdh/article-lookup/doi/10.1093/ehjdh/ztad024#supplementary-data
http://academic.oup.com/ehjdh/article-lookup/doi/10.1093/ehjdh/ztad024#supplementary-data
https://www.ukbiobank.ac.uk/
https://www.ukbiobank.ac.uk/
https://www.itu.int:443/en/ITU-D/Statistics/Pages/stat/default.aspx


174                                                                                                                                                                                                  Z. Ye et al.
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