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Supplementary Methods
1. Blood pressure measurements
Measurements of BP were performed with mercury sphygmanometers (Baumanometer-Standby; W.A. Baum Co. Inc., New York, USA) by trained technicians, according to a standardized protocol.1 Measurements were taken after at least a 5-minute period of rest in the sitting position. Appropriate cuff size was considered and phase V Korotkoff sound was used as the diastolic point, as specified by the guideline.1 The blood pressure measurements were repeated twice after a 30-second interval, and were recorded to the nearest 2 mmHg. The average value of the readings was used as a measure of the systolic and diastolic BPs. Those who had elevated blood pressure (either systolic BP of 140 mmHg or more, or diastolic BP of 90 mmHg or more) or were taking anti-hypertensive medication were considered to have hypertension.2 Those who were neither hypertensive, nor taking anti-hypertensive medication were considered either normotensive or prehypertensive depending on their blood pressure.2 During the follow-up surveys, hypertension was categorized in the same manner as that used during the baseline examinations.
2. Other clinical and biochemical investigations

Morning blood and urine samples were collected after overnight fasting for laboratory tests. Albumin-corrected plasma calcium3 was calculated by adding 0.2 mmol/L (0.5 mg/dL) to the plasma calcium level for every 10 g/L (1 g/dL) by which the serum albumin was below 40 g/L (4 g/dL). Usual dietary intake of calcium was assessed by using the 103 food item semi-quantitative food frequency questionnaire (SQFFQ), developed for the KoGES.4,5 The amount of calcium intake was calculated for each participant using the food database table from the Korean Nutrition Society,6 and categorized into quartiles.
3. Definitions

Abdominal obesity was defined as waist circumference of 90 cm or more in men and 80 cm or more in women which were measured in a standing position midway between the lowest rib and the iliac crest, as in the statement made by the International Diabetes Federation.7 Microalbuminuria was defined as urinary protein to creatinine ratio of 30−300 mg/g.8,9 The body mass index (BMI) was calculated as body weight/height2 (kg/m2), and was categorized on the basis of the recent recommendations of the World Health Organization for Asian populations.10 Obesity was defined as BMI of 25 kg/m2 or more, and overweight as BMI of 23 kg/m2 or more and below 25 kg/m2.7,10 The homeostasis assessment model (HOMA) index was calculated as fasting insulin concentration (µU/mL) × fasting glucose concentration (mmol/L)/22.5.11 
4. Statistical analysis

To estimate propensity scores and for matching, participants were categorized into two groups of having either higher plasma calcium (2.37 mmol/L or above), or lower plasma calcium (below 2.37 mmol/L). Variables which were significantly associated with baseline plasma calcium on Table 1 were entered into the logistic regression model, where the outcome was having higher plasma calcium. Using Stata’s boost program, up to fourth order interaction terms were generated to maximize the overall fitting of the model, and a propensity score indicating the predicted probability of having higher level of plasma calcium was calculated for each participant.12 Nearest neighbor matching  (1:1) within caliper of 0.25 × standard deviation was used.13 Participants who did not have close pairs were not included in the final matched population.
After the propensity score-matched sample had been formed, we assessed the balance in baseline covariates between the two groups in the propensity score-matched cohort, using either paired Student’s t-test or the χ2-test, as appropriate. In the propensity score-matched cohort, the difference in the risk for hypertension was compared using multivariable Cox proportional hazards models with robust standard errors that accounted for the clustering of matched pairs.14 Tests based on the Schoenfeld residuals to check whether the proportional hazards assumptions. In addition, cumulative incidence rates of hypertension were estimated by the Kaplan-Meier method and compared by the log-rank test.
To determine how sensitive this study was to hidden selection bias, we used the Mantel-Haenszel bounds method. 14,15 This was accomplished by comparing how the inferences changed with varying degrees of Γ, which is a measure of the degree of departure from a study that is free of hidden bias.
All tests of significance were two-tailed, with p < 0.05 regarded as significant. Baseline characteristics of the participants among the quartiles of albumin-corrected plasma calcium were compared using Student’s t-test for continuous variables and the χ2-test for categorical variables. All analyses were conducted using Stata version 11.1 (StataCorp, College Station, Texas).
Supplementary Tables
Supplementary Table 1. Baseline characteristics of the subjects by plasma calcium quartiles
	Characteristics
	Plasma calcium quartiles
	p-trend

	
	Quartile 1 
(1.91−2.27 mmol/L)
	Quartile 2 
(2.28−2.37 mmol/L)
	Quartile 3 
(2.38−2.44 mmol/L)
	Quartile 4 
(2.45−2.79 mmol/L)
	

	Age, years
	50.2 ± 8.7
	50.9 ± 8.6
	51.7 ± 8.6
	51.5 ± 8.4
	< 0.001

	Sex
	
	
	
	
	0.113

	Male, n (%)
	822 (59%)
	594 (41%)
	608 (45%)
	726 (54%)
	

	Female, n (%)
	582 (41%)
	866 (59%)
	744 (55%)
	618 (46%)
	

	Alcohol, n (%)
	
	
	
	
	0.710

	No
	578 (41%)
	715 (50%)
	655 (49%)
	558 (42%)
	

	Yes
	823 (59%)
	728 (50%)
	682 (51%)
	768 (58%)
	

	Smoking, n (%)
	
	
	
	
	< 0.001

	Never
	676 (48%)
	913 (64%)
	814 (61%)
	745 (56%)
	

	Past or current
	722 (52%)
	523 (36%)
	512 (39%)
	581 (44%)
	

	Area of residence, n (%)
	
	
	
	
	0.002

	Ansung (rural)
	596 (42%)
	807 (55%)
	691 (51%)
	671 (50%)
	

	Ansan (urban)
	808 (58%)
	653 (45%)
	661 (49%)
	673 (50%)
	

	Plasma calcium, mmol/L
	2.17 ± 0.07
	2.33 ± 0.27
	2.41 ± 0.02
	2.50 ± 0.05
	< 0.001

	Dietary calcium intake, mg/d
	471 ± 244
	482 ± 257
	483 ± 294
	494 ± 287
	0.299

	Systolic BP, mmHg
	114 ± 10
	114 ± 11
	115 ± 11
	115 ± 11
	< 0.001

	Diastolic BP, mmHg
	77 ± 7
	76 ± 7
	76 ± 7
	77 ± 7
	0.822

	Microalbuminuria, n (%)
	26 (1.9%)
	76 (5.2%)
	103 (7.6%)
	125 (9.3%)
	< 0.001

	Serum creatinine, µmol/L
	87.5 ± 13
	86.5 ± 9.5
	87.8 ± 5.8
	88.4 ± 9.1
	0.777

	Serum glucose, mmol/L
	5.0 ± 1.3
	4.5 ± 1.1
	4.6 ± 1.2
	4.7 ± 1.4
	< 0.001

	BMI, kg/m2
	24.7 ± 3
	24.6 ± 3.1
	24.5 ± 3.1
	24.4 ± 3.2
	0.002

	AC, cm
	82.8 ± 8.3
	82.7 ± 8.9
	82.6 ± 9
	82.8 ± 8.8
	0.892

	Hematocrit, %
	41.8 ± 4.7
	40.2 ± 4.7
	40.6 ± 4.2
	41.7 ± 4.2
	0.801

	Total cholesterol, mmol/L
	5.1 ± 0.9
	4.7 ± 0.8
	4.8 ± 0.8
	5.0 ± 0.9
	< 0.001

	HDL-C, mmol/L
	1.2 ± 0.3
	1.2 ± 0.3
	1.1 ± 0.3
	1.1 ± 0.3
	< 0.001

	Triglyceride, mmol/L
	3.6 ± 2.4
	3.8 ± 2.1
	4.1 ± 2.5
	4.6 ± 2.8
	< 0.001

	GTP, U/L
	31.7 ± 54.5
	27.1 ± 37.5
	29.8 ± 63.5
	37.9 ± 62.9
	0.012

	HOMA-IR index 
	1.6 ± 0.9
	1.7 ± 1.2
	1.7 ± 1.2
	1.8 ± 1.4
	0.108


Values are mean ± standard deviation, unless otherwise stated. 
AC = abdominal circumference; BMI, body mass index = BP, blood pressure; GTP = γ-glutamyl transferase; HDL-C = high density lipoprotein; HOMA-IR = homeostasis model assessment for insulin resistance.
Supplementary Table 2. Results of the sensitivity analysis: Range of significance levels for the Mantel-Haenszel statistics
	Γ
	Minimum
	Maximum

	1
	0.006
	0.006

	1.5
	< 0.001
	0.005

	2
	< 0.001
	< 0.001

	3
	< 0.001
	< 0.001

	5
	< 0.001
	< 0.001

	10
	< 0.001
	< 0.001

	100
	< 0.001
	< 0.001

	500
	< 0.001
	< 0.001


Γ, a measure of the degree of departure from a study that is free of hidden bias
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