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Abstract: Objective: To estimate the prevalence and risk factors for self-reported diabetes mellitus
(DM) in adults from the State of Maranhão, Northeastern Brazil. Methods: A cross-sectional study
was carried out with 1774 individuals aged ≥18 years participating in the National Health Survey of
2013 in Maranhão. The adults were selected by probabilistic sampling and interviewed face-to-face
by in-home visits. The Poisson regression model was used to verify the factors associated with
DM. Results: The prevalence of DM was 5.39% (95% confidence interval [95% CI]: 3.73–7.73).
After adjustment of the regression model for age, gender, smoking, education, hypertension,
and hypercholesterolemia, DM was statistically associated with age ≥60 years, female sex, low
educational level, and self-report hypertension. Conclusion: The present study found the prevalence
of self-reported DM similar to that estimated in the general population of Brazil. Public policies for
prevention and control should intensify control, especially in the subgroups most vulnerable to DM.
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1. Introduction

Diabetes is a serious public health problem throughout the world, representing one of the most
important epidemic diseases of the century [1,2]. In 2014, the World Health Organization (WHO)
estimated the global diabetes prevalence to be 8.5% of the adult population, a frequency almost two
times higher than in 1980 (4.7%) [2]. This variation stems from the increase in population aging and the
prevalence of classical risk factors such as inadequate eating habits, physical inactivity, and obesity [2,3].
It is estimated that this increase was responsible for approximately 1.5 million deaths worldwide in
2012 [2]. Based on disability-adjusted life years (DALYS), 89 million-years of lost life are related to

Int. J. Environ. Res. Public Health 2019, 16, 47; doi:10.3390/ijerph16010047 www.mdpi.com/journal/ijerph

http://www.mdpi.com/journal/ijerph
http://www.mdpi.com
http://dx.doi.org/10.3390/ijerph16010047
http://www.mdpi.com/journal/ijerph
http://www.mdpi.com/1660-4601/16/1/47?type=check_update&version=2


Int. J. Environ. Res. Public Health 2019, 16, 47 2 of 9

diabetes mellitus (DM) [4]. In 2014, approximately half of all adults with diabetes resided in five
countries: China, India, United States, Indonesia, and Brazil [2,5].

In the Region of the Americas, the prevalence of adult DM is estimated to be 8.3% [2], and a large
number of them live in Brazil. In 2013, a National Health Survey (NHS) of Brazilian residents estimated
the self-reported prevalence of adult DM to be 6.2% [6]. In 2015, the Global Burden of Disease (GBD)
identified Brazil as having a high burden of diabetes disease. Specifically, the GBD determined the
diabetes case rate for men was 2448.85/100,000 and for women was 1863.90/100,000 [7]. In 2016,
a surveillance study of risk factors and prevention measures for chronic disease was conducted by
telephone survey (Vigitel in portuguese) in the country’s capital cities, and it identified a self-reported
prevalence of DM 9.8% [8]. The Vigitel telephone survey data showed that self-reported DM increased
from 4.7% to 7.4% between 2006 and 2012 [9], respectively.

Population-based studies show an association between DM and multiple modifiable and
non-modifiable risk factors [6]. The main sociodemographic factors are: increase in age, low
education [6,10], and being married. [10]. The main determinants of risk are comorbidities with
arterial hypertension (AH), hypercholesterolemia, [10] obesity [10,11], and family history of DM [12].
In addition, low levels of physical activity, inadequate diet, and alcohol and tobacco use have been
positively associated with increased risk of diabetes mellitus [10,11,13].

In 2013, the WHO set targets for controlling and preventing chronic, non-communicable diseases
(NCDs) by 2025. This includes a 25% relative reduction of premature mortality caused by NCDs,
including diabetes and will seek to reduce DM risk factors such as physical inactivity, alcohol,
and tobacco use [14]. In this context, periodic surveys that monitor diabetes epidemiology and
risk factors are fundamental for awareness of trends and patterns in the population’s health that
will inform the planning and evaluation of public health policies and prevention programs [15,16].
The objective of this study was to estimate the prevalence of DM and self-reported risk factors of adults
in the State of Maranhão, Northeastern Brazil.

2. Materials and Methods

2.1. Design, Sampling, and Data Source

This is a cross-sectional study using data from the NHS conducted in 2013 [17–19]. The NHS was
a household survey conducted of the adult population, ≥18 years old, carried out by the Ministry
of Health, Fundação Oswaldo Cruz (Fiocruz), and the Brazilian Institute of Geography and Statistics.
The objective of this study was to produce national data on the condition of the nation’s health, lifestyle
habits, and health care service use and access, and preventive actions [17–19].

The survey utilized cluster sampling which involved three stages of recruitment. The primary
sampling unit (PSU) was composed of census sectors selected by simple, random sampling [17–19].
The secondary sampling unit (SSU) was composed of permanent, private households defined as those
used for housing one or more persons [17–19]. Household selection was performed by simple random
sampling (SRS). Finally, a resident aged ≥18 years within each selected household was selected at
random to participate in the study, which corresponded to the tertiary sampling unit (TSU). The draw
was carried out based on a list of eligible individuals [17–19]. The present study analyzed data for the
State of Maranhão, located in the Northeast Region of Brazil.

2.2. Investigated Variables

2.2.1. Dependent Variable

Self-reported DM was obtained according to the following question: “Has any doctor ever diagnosed
you as having diabetes?” Thus, the prevalence indicator was obtained by the number of participants who
positively answered the question from the total number of adults interviewed in Maranhão [20]. Women
who reported diabetes that was associated with gestation were excluded from the definition [11].
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2.2.2. Independent Variables

The following independent variables were analyzed:
(i) Sociodemographic: Age group, stratified as 18–29 years, 30–39 years, 40–59 years,

and ≥60 years; gender, such as proxy of sex (male or female); marital status (living with or without
a partner); ethnicity/self-declared skin color (white, brown, black or others [yellow or indigenous]),
and education level (no education/incomplete primary education, complete primary education,
complete or incomplete secondary education, or incomplete higher education/complete higher
education); area of residence (capital city, metropolitan region, or other areas); and type of area
(urban or rural).

(ii) Substance use: Tobacco use (never, former smoker, or current smoker), alcohol consumption
in the last 30 days (no or yes) and alcohol abuse in the last 30 days (no or yes), defined as consuming
five or more doses of alcoholic beverages on a single occasion for men, and four or more doses on a
single occasion for women.

(iii) Eating habits: Recommended consumption of fruits and/or vegetables (no or yes), defined as
a daily intake of at least 400 grams of fruits and vegetables, consistent with the WHO, which is nearly
equivalent to consumption of five servings or more per day [21]. The questions used to calculate this
variable were: (a) In general, how many times a day do you eat lettuce and tomato salad, or salad of
any other raw vegetables or vegetables? (responses: 0 times a day, 1 time a day [at lunch or dinner],
2 times a day [at lunch and dinner], or 3 times or more a day); (b) In general, how many times a day
do you eat raw vegetables or cooked vegetables such as cabbage, carrots, chuchu, eggplant, zucchini
(not counting potatoes, cassava, or yam)? (responses: 0 times a day, 1 time a day [at lunch or dinner],
2 times a day [at lunch and dinner], or 3 times or more a day); (c) In general, how many glasses a day
do you have of natural fruit juice? (answers: 0 cup, 1 cup, 2 cups, or 3 cups or more); (d) In general,
how many times a day do you eat fruits? (responses: 0 times a day, 1 time a day, 2 times a day, 3 times
or more a day). The variable was calculated by summing the total number of daily portions of lettuce
and tomato salad, or salad of any other vegetable or raw vegetable (a, maximum of 3), vegetables
or cooked vegetables, not counting potatoes, cassava, or yams (b, at most 3), natural fruit juice (c,
maximum of 3) and fruit (d, maximum of 3). Thus, individuals met the recommended consumption of
fruits and vegetables when the sum was of five or more portions.

(iv) Self-reported AH (no or yes), obtained by the question: “Has any doctor ever diagnosed you
as having high blood pressure?”;

(v) Self-reported hypercholesterolemia (yes or no), obtained through the question: “Has any
doctor ever diagnosed you as having high cholesterol?”;

(vi) Nutritional status: Individuals were classified as normal (BMI 18.4 to 24.9 kg/m2), overweight
(BMI 25 to 29 kg/m2), or obese (BMI > 30 kg/m2) [22]. To calculate BMI, weight and height
measurements were made using commercial appliances such as portable electronic balances and
portable stadiometers, respectively. All the equipment was calibrated, and the users were trained to
standardize all measurements.

2.3. Statistical Analysis

Data were analyzed using the STATA software (Stata Statistical Software: Release 14, StataCorp
LP., College Station, TX, USA) [23]. All analyses were performed using the routines for complex
samples. A descriptive analysis of the sociodemographic variables was performed using absolute and
relative frequency with 95% confidence intervals (95% CI).

Bivariate and multiple analysis was performed to verify the magnitude of the association between
the dependent and the independent variables. Bivariate Poisson regression was used to verify the
association between the dependent variable of DM and each of the independent variables. Variables
with a p-value < 0.20 were included in a Poisson multiple regression model [24,25]. The results are
presented as crude prevalence ratio (PR), adjusted prevalence ratio (PRadj), and their respective
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95% CIs. Statistical significance was established by the Wald Chi-square test. Values of p < 0.05 were
considered statistically significant.

2.4. Ethical Aspects

This study was approved by the National Commission of Ethics in Research, opinion number
328,159/2013. Written consent was obtained from all participants.

3. Results

There were 1774 adults recruited in the State of Maranhão by the NHS. The mean age of
participants was 41.09 years (95% CI: 39.61–42.57). About half of the individuals were female (52.14%).
The majority of the participants lived with a spouse (61.70%), had low education identified as an
incomplete primary education or no education (60.97%), and self-described their race/skin color as
brown (67.0%).

The prevalence of self-reported DM in Maranhão was 5.39% (95% CI: 3.73%–7.73%). Table 1
shows the potential factors associated with DM from the sample investigated in the bivariate
analysis. The prevalence was significantly higher in women than men (7.7% versus 2.9%, PR: 2.58,
p-value = 0.021). In addition, prevalence increased with advancing age, ranging from 0.9%, in the age
group 18 to 39 years old, to 17.2%, in individuals aged ≥ 60 years. The self-reported DM prevalence
was 7.8 times higher (PR: 7.8; p-value = 0.002) in adults aged 40–59 years, and 18.6 times higher
(PR: 18.6; p-value < 0.001) in older adults, when compared to the age group of 18 to 39 years.

The medical diagnosis of DM was more frequently reported in adults with lower levels of
education (no education or only having complete primary education) (7.4% versus 1.7%, PR: 4.35,
p = 0.039). No statistical difference was found between the DM prevalence and the race/skin color
categories (p > 0.05).

Regarding risk factors, it was verified that the prevalence of DM was higher in individuals with
self-reported AH (13.4% versus 4.1%, PR: 3.25, p < 0.001) and self-reported hypercholesterolemia (27.2%
versus 2.9%, PR: 9.5, p < 0.001). The prevalence was higher among former smokers than in adults who
never smoked (9.6% versus 4.3%, PR: 2.23, p = 0.017).

Table 1. Prevalence of diabetes mellitus (DM) according to sociodemographic variables and potential
risk factors in the adult population of Maranhão, National Health Survey, 2013.

Variables Total
Diabetes Crude PR 2

(95% CI) 1 p-Value 3, 4

N % (95% CI) 1

Sociodemographic

Gender
Male 750 24 2.7 (1.6–5.4) 1.00
Female 1.024 61 7.7 (5.0–11.3) 2.58 (1.17–5.72) 0.021

Age (years)
18–39 956 8 0.9 (0.4–2.4) 1.00
40–59 566 35 7.3 (4.6–11.4) 7.80 (2.4–25.6) 0.002
≥60 252 43 17.5 (10.7–27.2) 18.6 (5.5–63.0) <0.001

Marital status
Lives with a partner 1.014 50 6.2 (4.4–8.6) 1.00
Lives without a partner 760 35 4.0 (2.0–7.7) 0.65 (0.32–1.29) 0.208

Race/skin color
White 355 19 4.0 (2.1–7.4) 1.00
Brown 1.098 52 5.9 (3.9–8.7) 1.47 (0.65–3.34) 0.333
Black 304 14 5.0 (2.0–11.8) 1.26 (0.37–4.30) 0.696

Education
Complete/incomplete higher education 141 7 1.7 (0.5–5.6) 1.00
Secondary education 546 13 2.1 (1.1–4.1) 1.23 (0.35–4.26) 0.727
Complete primary education 264 12 3.0 (1.1–7.8) 1.75 (0.62–4.91) 0.272
Incomplete primary education/no education 823 53 7.4 (4.6–11.5) 4.35 (1.08–17.42) 0.039
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Table 1. Cont.

Variables Total
Diabetes Crude PR 2

(95% CI) 1 p-Value 3, 4

N % (95% CI) 1

Area
Capital 854 42 4.1 (3.6–4.7) 1.00
Metropolitan region 181 9 5.1 (3.8–6.8) 1.24 (0.89–1.69) 0.186
Others 739 34 5.6 (3.8–8.3) 1.36 (0.90–2.06) 0.129

(Type of) Residence
Urban 1.228 63 6.1 (4.0–8.8) 1.00
Rural 546 22 3.9 (2.2–6.6) 0.64 (0.32–1.21) 0.160

Substance use 5

Regular consumption of alcohol
No 1.417 74 6.2 (4.0–9.2) 1.00
Yes 357 11 2.7 (0.8–9.2) 0.44 (0.09–1.94) 0.267

Heavy alcohol consumption
No 1.557 78 5.6 (3.9–8.2) 1.00
Yes 217 7 3.4 (0.6–16.8) 0.60 (0.09–3.80) 0.576

Tobacco use
Never 1.294 48 4.3 (2.5–7.2) 1.00
Former smoker 277 30 9.6 (6.5–14.0) 2.23 (1.17–4.24) 0.017
Smoker 203 7 5.3 (2.1–13.0) 1.23 (0.43–3.50) 0.676

Eating habits

Recommended consumption of fruits and/or vegetables
No 1.376 57 5.2 (3.4–7.8) 1.00
Yes 398 28 6.2 (3.9–9.7) 1.19 (0.60–2.36) 0.595

Comorbidities

Hypertension
No 1.528 49 4.1 (2.8–6.0) 1.00
Yes 246 36 13.4 (8.2–20.9) 3.25 (1.94–5.46) <0.001

Hypercholesterolemia
No 1.597 48 2.9 (2.0–4.1) 1.00
Yes 177 37 27.2 (17.3–40.1) 9.46 (5.97–15.00) <0.001

Nutritional status
Eutrophic 793 33 5.3 (3.3–8.3) 1.00
Overweight 592 31 6.6 (3.6–11.8) 1.25 (0.66–2.37) 0.484
Obesity 309 21 4.5 (2.5–8.0) 0.85 (0.38–1.89) 0.689
1 95% confidence interval; 2 Prevalence ratio; 3 Wald Chi-square test; 4 Refers to the association of each variable
with the outcome (DM); 5 Last 30 days.

Table 2 shows the regression analysis of risk factors for DM in Maranhão. After adjusting the
regression model, it was verified that age ≥ 60 years (PRadj: 4.79, p-value < 0.001), female gender
(PRadj: 2.31, p-value = 0.026), low level of education (PRadj: 4.36, p-value = 0.039), and self-reported
AH (PRadj: 2.77; p-value = 0.034) were independently associated with the outcome.

Table 2. Multiple regression analysis of risk factors for diabetes mellitus (DM) in the adult population
of Maranhão, National Health Survey, 2013.

Variables PRadj 1 95% CI 2 p-Value 3

Age ≥ 60 years 4.79 2.04–11.23 <0.001
Female gender 2.31 1.10–4.86 0.026

Education: Incomplete primary
education/no education 4.36 1.09–17.49 0.039

Arterial hypertension 2.77 1.08–7.10 0.034
1 Adjusted prevalence ratio; 2 95% confidence interval; 3 Wald’s statistics; Note: Poisson model adjusted for age,
gender, smoking, education, hypertension, and hypercholesterolemia.
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4. Discussion

The present study analyzed the prevalence and factors associated with DM in a sample of
1774 adults in the State of Maranhão, Northeastern Brazil, using data from the 2013 NHS. Self-reported
DM prevalence in adults was estimated at 5.39%, with the frequency being higher in women than in
men. Multiple regression analysis showed that age ≥60 years, female sex, low education, and presence
of self-reported AH were factors associated with the analyzed outcome. Moreover, there was a high
prevalence of risk factors for NCDs, such as obesity, alcohol, and tobacco use, although there was no
statistical difference with the analyzed outcome.

The prevalence of self-reported diabetes estimated in this study (5.39%) was similar to that
estimated for the Brazilian adult population, according to the NHS data for 2013 (6.2%) [6].
Population-based studies on the prevalence of diabetes in the Northeast Region of Brazil are scarce.
However, the Vigitel study of 2013 in São Luís estimated a self-reported DM prevalence of 4.9% (95% CI:
3.8–6.0), being similar to that found in this investigation [26]. Another investigation conducted in the
population of São Luís estimated a self-reported diabetes prevalence of 5.1% (95% CI: 3.8–6.9), which is
also similar to this investigation [27].

The factors associated with DM in São Luís were similar to those found in other population-based
studies [6,10,27–29]. The present study showed a self-reported DM prevalence is almost twice as high
in women when compared to men. Other analyses of population-based studies using self-reported
DM as an indicator found similar results [2,26].For example, Vigitel data in São Luís estimated that the
DM prevalence was almost triple the amount for women than in men (6.4 versus 3.1) [26]. This fact
may be related to the higher proportion of women seeking preventive health services, which may
contribute to the increased frequency of medical diagnosis in this subgroup [6].

In this investigation, age was a demographic factor associated with DM, and is consistent with
other studies [30]. In older adults, DM represents an alarming public health problem in developed and
developing countries, leading to frequent acute and chronic complications, mortality, and increased
risk of institutionalization [31,32]. This fact can be attributed to the cumulative risk of biological,
social and behavioral risk factors throughout life [31,32]. Increasing age leads to a decrease in insulin
secretion and functional decrease of the pancreatic islets. In addition, central obesity, physical inactivity,
sarcopenia and changes in body composition may lead to increased insulin resistance, potentiating the
risk of metabolic syndrome and DM [31,33].

There was an association between low levels of education and self-reported DM in the present
study, even after adjusting for other potential confounders. In fact, one study observed that Brazilian
adults with low education levels have a high prevalence of diabetes and other chronic diseases, such as
hypertension, when compared to those with higher education levels (high school level or higher) [34].
A low education level may decrease diet quality and potentiate physical inactivity and unhealthy
behaviors [35,36]. In addition, individuals with a low education level have less knowledge about
healthy habits and practices, as well as access to prevention services, which increases their vulnerability
to diabetes.

Self-reported AH was independently associated with DM, as well as in other investigations [6,10,27].
There is an important overlap between DM and hypertension in terms of etiology and causal
mechanisms [37]. The presence of both diseases accelerates a decrease in renal function, and the
development of retinopathy and cerebral diseases; presenting high burden for patients and the
health services [38]. Common pathways for both diseases include central obesity, physical inactivity,
inadequate nutrition, inflammation, oxidative stress, and insulin resistance [37]. In addition, patients
with DM have increased peripheral arterial resistance caused by an increased volume of body fluids
that raises systemic blood pressure and potentiates the risk of AH [39]. Thus, actions aimed at
prevention and control of DM can also lead to a reduction in the burden of other NCDs, such as AH.

The present study has some limitations. First, the transverse nature of the investigation does
not allow for establishing a cause and effect relationship between DM and the independent variables
analyzed [40]; longitudinal studies are needed to verify this causality. Second, data related to DM were
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self-reported, which may have caused underestimating the magnitude of this condition. However,
some studies have shown that self-reporting of DM corresponds to a good indicator of evaluation in
the general population [6,28,41]. Data related to the use of elicit substances and eating habits have also
been reported, which could lead to memory and response bias.

5. Conclusions

In conclusion, the present study found the self-reported DM prevalence to be similar to the
estimated prevalence of Brazil’s general population. Low education, female gender, and obesity were
the associated factors of DM in Maranhão. The results of this investigation demonstrate the need
to improve monitoring of this disease in Maranhão. Therefore, public health policy development
is necessary to reduce diabetes burden in this region, with focused attention on groups who are
vulnerable to developing this disease.

Author Contributions: Conceptualization, O.L.d.M.N. and R.A.G.; methodology, R.A.G., J.J.C.-E., O.L.d.M.N.,
M.R.d.S., T.A.d.P.S., C.F.W.R., M.M.P., J.F.L.J., G.S.F., L.d.J.F., and L.G.M.; formal analysis, R.A.G.; writing—original
draft preparation, R.A.G., O.L.d.M.N., O.L.d.M.N, T.A.d.P.S., C.F.W.R., M.M.P., J.F.L.J., G.S.F., L.d.J.F., and L.G.M.;
writing—review and editing, R.A.G. and O.L.d.M.N.; visualization, R.A.G., O.L.d.M.N., M.R.d.S., T.A.d.P.S.,
C.F.W.R., M.M.P., J.F.L.J., G.S.F., L.d.J.F., and L.G.M.

Funding: This research received funding from Organização Pan-Americana da Saúde.

Conflicts of Interest: The authors declare no conflict of interest.

References

1. Telo, G.H.; Cureau, F.V.; Souza, M.S. de; Andrade, T.S.; Copês, F.; Schaan, B.D. Prevalence of diabetes in
Brazil over time: A systematic review with meta-analysis. Diabetol. Metab. Syndr. 2016, 8, 65. [CrossRef]
[PubMed]

2. World Health Organization Global Report on Diabetes; WHO: Geneva, Switzerland, 2016; Available online: http:
//apps.who.int/iris/bitstream/10665/204871/1/9789241565257_eng.pdf (accessed on 27 September 2018).

3. Schmidt, M.I.; Duncan, B.B.; Silva, G.A.E; Menezes, A.M.; Monteiro, C.A.; Barreto, S.M.; Chor, D.;
Menezes, P.R. Chronic non-communicable diseases in Brazil: Burden and current challenges. Lancet 2011,
377, 1949–1961. [CrossRef]

4. World Health Organization Global Status Report on Noncommunicable Diseases 2014; WHO: Geneva, Switzerland,
2014; Available online: http://apps.who.int/iris/bitstream/10665/148114/1/9789241564854_eng.pdf?ua=1
(accessed on 27 September 2018).

5. NCD Risk Factor Collaboration. Worldwide trends in diabetes since 1980: A pooled analysis of 751
population-based studies with 4·4 million participants. Lancet 2016, 387, 1513–1530. [CrossRef]

6. Malta, D.C.; Berna, R.T.I.; Iser, B.P.M.; Szwarcwald, C.L.; Duncan, B.B.; Schmidt, M.I. Fatores associados
ao diabetes autorreferido segundo a Pesquisa Nacional de Saúde, 2013. Rev. Saude Publica 2017, 51, 12s.
[PubMed]

7. Duncan, B.B.; França, E.B.; Passos, V.M.D.A.; Cousin, E.; Ishitani, L.H.; Malta, D.C.; Naghavi, M.; Mooney, M.;
Schmidt, M.I. The burden of diabetes and hyperglycemia in Brazil and its states: Findings from the Global
Burden of Disease Study 2015. Rev. Bras. Epidemiol. 2017, 20, 90–101. [CrossRef] [PubMed]

8. Ministério da Sáude; Secreteria de Vigilância em Sáude; Departamento de Vigilância de Doenças e
Agravos não Transmissíveis e Promoção da Saúde. VIGITEL Brasil 2016 Vigilância de Fatores de Risco
e Proteção para Doenças Crônicas por Inquérito Telefônico. Brasília-DF: Ministério da Saúde, 2017.
Available online: http://portalarquivos.saude.gov.br/images/pdf/2017/junho/07/vigitel_2016_jun17.pdf
(accessed on 27 September 2018).

9. Malta, D.C.; Iser, B.P.M.; Moura, L.D.; Bernal, R.T.I. Tendência da prevalência do diabetes melito autorreferido
em adultos nas capitais brasileiras, 2006 a 2012. Epidemiol. Serv. Saúde 2014, 24, 753–760. [CrossRef]

10. Flor, L.S.; Campos, M.R. Prevalência de diabetes mellitus e fatores associados na população adulta brasileira:
Evidências de um inquérito de base populacional. Rev. Bras. Epidemiol. 2017, 20, 16–29. [CrossRef]

11. Gatimu, S.M.; Milimo, B.W.; Sebastian, M.S. Prevalence and determinants of diabetes among older adults in
Ghana. BMC Public Health 2016, 16, 1174. [CrossRef]

http://dx.doi.org/10.1186/s13098-016-0181-1
http://www.ncbi.nlm.nih.gov/pubmed/27610204
http://apps.who.int/iris/bitstream/10665/204871/1/9789241565257_eng.pdf
http://apps.who.int/iris/bitstream/10665/204871/1/9789241565257_eng.pdf
http://dx.doi.org/10.1016/S0140-6736(11)60135-9
http://apps.who.int/iris/bitstream/10665/148114/1/9789241564854_eng.pdf?ua=1
http://dx.doi.org/10.1016/S0140-6736(16)00618-8
http://www.ncbi.nlm.nih.gov/pubmed/28591347
http://dx.doi.org/10.1590/1980-5497201700050008
http://www.ncbi.nlm.nih.gov/pubmed/28658375
http://portalarquivos.saude.gov.br/images/pdf/2017/junho/07/vigitel_2016_jun17.pdf
http://dx.doi.org/10.5123/S1679-49742014000400017
http://dx.doi.org/10.1590/1980-5497201700010002
http://dx.doi.org/10.1186/s12889-016-3845-8


Int. J. Environ. Res. Public Health 2019, 16, 47 8 of 9

12. Tripathy, J.P.; Thakur, J.S.; Jeet, G.; Chawla, S.; Jain, S.; Pal, A.; Prasad, R.; Saran, R. Prevalence and risk
factors of diabetes in a large community-based study in North India: Results from a STEPS survey in Punjab,
India. Diabetol. Metab. Syndr. 2017, 9, 8. [CrossRef]

13. Shah, A.; Afzal, M. Prevalence of diabetes and hypertension and association with various risk factors among
different Muslim populations of Manipur, India. J. Diabetes Metab. Disord. 2013, 12, 52. [CrossRef]

14. World Health Organization (WHO). Global Action Plan for the Prevention and Control of Noncommunicable Diseases
2013–2020; WHO: Geneva, Switzerland, 2013; Available online: http://apps.who.int/iris/bitstream/handle/
10665/94384/9789241506236_eng.pdf;jsessionid=E1A96E699889A1E99D3B4CF0E3E00EFD?sequence=1
(accessed on 27 September 2018).

15. Andrade, F.R.; Narvai, P.C. Inquéritos populacionais como instrumentos de gestão e os modelos de atenção
à saúde. Rev. Saude Publica 2013, 47, 154–160. [CrossRef] [PubMed]

16. Viacava, F. Informações em saúde: A importância dos inquéritos populacionais. Cien. Saude Colet. 2002, 7,
607–621. [CrossRef]

17. Szwarcwald, C.L.; Malta, D.C.; Pereira, C.A.; Vieira, M.L.F.P.; Conde, W.L.; Souza Junior, P.R.B.D.;
Damacena, G.N.; Azevedo, L.O.; Azevedo e Silva, G.; Theme Filha, M.M.; et al. Pesquisa Nacional de
Saude no Brasil: Concepcao e metodologia de aplicacao. Cien. Saude Colet. 2014, 19, 333–342. [CrossRef]
[PubMed]

18. Damacena, G.N.; Szwarcwald, C.L.; Malta, D.C.; Souza Júnior, P.R.B.; Vieira, M.L.F.P.; Pereira, C.A.; Morais
Neto, O.L.; Silva Júnior, J.B. da O processo de desenvolvimento da Pesquisa Nacional de Saúde no Brasil,
2013. Epidemiol. Serv. Saúde 2015, 24, 197–206. [CrossRef]

19. Souza-Júnior, P.R.B.D.; Freitas, M.P.S.D.; Antonaci, G.D.A.; Szwarcwald, C.L. Desenho da amostra da
Pesquisa Nacional de Saúde 2013. Epidemiol. Serv. Saúde 2015, 24, 207–216. [CrossRef]

20. Stopa, S.R.; Szwarcwald, C.L.; Malta, D.C.; Schmidt, M.I. Prevalência de diabetes autorreferido no Brasil:
Resultados da Pesquisa Nacional de Saúde 2013. Epidemiol. Serv. Saúde 2015, 24, 305–314.

21. World Health Organization Fruit and Vegetables for Health. WHO: Geneva, Switzerland, 2013. Available
online: https://onlinelibrary.wiley.com/doi/10.1002/9781118464717.ch5 (accessed on 25 December 2018).

22. World Health Organization Obesity and Overweight; WHO: Geneva, Switzerland, 2018; Available online:
http://www.who.int/mediacentre/factsheets/fs311/en/ (accessed on 29 November 2018).

23. StataCorp. Stata Statistical Software: Release 14; StataCorp LP: College Station, TX, USA, 2015.
24. Barros, A.J.D.; Hirakata, V.N. Alternatives for logistic regression in cross-sectional studies: An empirical

comparison of models that directly estimate the prevalence ratio. BMC Med. Res. Methodol. 2003, 3, 21.
[CrossRef]

25. Coutinho, L.M.S.; Scazufca, M.; Menezes, P.R. Methods for estimating prevalence ratios in cross-sectional
studies. Rev. Saude Publica 2008, 42, 1–6.

26. Ministério da Sáude; Secreteria de Vigilância em Sáude; Departamento de Vigilância de Doenças e
Agravos não Transmissíveis e Promoção da Saúde. VIGITEL Brasil 2013. Brasília-DF: Ministério da Saúde,
2014. Available online: http://bvsms.saude.gov.br/bvs/publicacoes/vigitel_brasil_2013.pdf. (accessed on
29 November 2018).

27. Barbosa, J.B.; Silva, A.A.M.; Santos, A.M.; Monteiro, F.C.; Júnior, M.M.B.; Barbosa, M.M.; Neto, J.A.F.;
Soares, N.J.S.; Nina, V.J.S.; Barbosa, J.N. Prevalence of Arterial Hypertension and Associated Factors in
Adults in São Luís, State of Maranhão. Arq. Bras. Cardiol. 2003, 91, 236–242.

28. Da-Mata, F.A.F.; Galvao, T.F.; Pereira, M.G.; Silva, M.T. Prevalence of Self-Reported Diabetes and Its
Associated Factors: A Population-Based Study in Brazil. Int. J. Endocrinol. 2015, 2015, 1–5. [CrossRef]
[PubMed]

29. Keel, S.; Foreman, J.; Xie, J.; Van Wijngaarden, P.; Taylor, H.R.; Dirani, M. The prevalence of self-reported
diabetes in the Australian National Eye Health Survey. PLoS ONE 2017, 12, 1–10. [CrossRef] [PubMed]

30. Animaw, W.; Seyoum, Y. Increasing prevalence of diabetes mellitus in a developing country and its related
factors. PLoS ONE 2017, 12, e0187670. [CrossRef] [PubMed]

31. Kirkman, M.S.; Briscoe, V.J.; Clark, N.; Florez, H.; Haas, L.B.; Halter, J.B.; Huang, E.S.; Korytkowski, M.T.;
Munshi, M.N.; Odegard, P.S.; et al. Diabetes in older adults. Diabetes Care 2012, 35, 2650–2664. [CrossRef]
[PubMed]

32. Chentli, F.; Azzoug, S.; Mahgoun, S. Diabetes mellitus in elderly. Indian J. Endocrinol. Metab. 2015, 19, 744–752.
[CrossRef] [PubMed]

http://dx.doi.org/10.1186/s13098-017-0207-3
http://dx.doi.org/10.1186/2251-6581-12-52
http://apps.who.int/iris/bitstream/handle/10665/94384/9789241506236_eng.pdf;jsessionid=E1A96E699889A1E99D3B4CF0E3E00EFD?sequence=1
http://apps.who.int/iris/bitstream/handle/10665/94384/9789241506236_eng.pdf;jsessionid=E1A96E699889A1E99D3B4CF0E3E00EFD?sequence=1
http://dx.doi.org/10.1590/S0034-8910.2013047004447
http://www.ncbi.nlm.nih.gov/pubmed/24626592
http://dx.doi.org/10.1590/S1413-81232002000400002
http://dx.doi.org/10.1590/1413-81232014192.14072012
http://www.ncbi.nlm.nih.gov/pubmed/24863810
http://dx.doi.org/10.5123/S1679-49742015000200002
http://dx.doi.org/10.5123/S1679-49742015000200003
https://onlinelibrary.wiley.com/doi/10.1002/9781118464717.ch5
http://www.who.int/mediacentre/factsheets/fs311/en/
http://dx.doi.org/10.1186/1471-2288-3-21
http://bvsms.saude.gov.br/bvs/publicacoes/vigitel_brasil_2013.pdf.
http://dx.doi.org/10.1155/2015/610790
http://www.ncbi.nlm.nih.gov/pubmed/26089888
http://dx.doi.org/10.1371/journal.pone.0169211
http://www.ncbi.nlm.nih.gov/pubmed/28045990
http://dx.doi.org/10.1371/journal.pone.0187670
http://www.ncbi.nlm.nih.gov/pubmed/29112962
http://dx.doi.org/10.2337/dc12-1801
http://www.ncbi.nlm.nih.gov/pubmed/23100048
http://dx.doi.org/10.4103/2230-8210.167553
http://www.ncbi.nlm.nih.gov/pubmed/26693423


Int. J. Environ. Res. Public Health 2019, 16, 47 9 of 9

33. Mordarska, K.; Godziejewska-Zawada, M. Diabetes in the elderly. Menopause Rev. 2017, 16, 38–43. [CrossRef]
[PubMed]

34. Beltrán-Sánchez, H.; Andrade, F.C.D. Time trends in adult chronic disease inequalities by education in Brazil:
1998–2013. Int. J. Equity Heal. 2016, 15, 139. [CrossRef] [PubMed]

35. Shang, X.; Li, J.; Tao, Q.; Li, J.; Li, X.; Zhang, L.; Liu, X.; Wang, Q.; Shi, X.; Zhao, Y.; et al. Educational Level,
Obesity and Incidence of Diabetes among Chinese Adult Men and Women Aged 18-59 Years Old: An 11-Year
Follow-Up Study. PLoS ONE 2013, 8. [CrossRef] [PubMed]

36. Mohieldein, A.H.; Alzohairy, M.A.; Hasan, M. Awareness of diabetes mellitus among Saudi non-diabetic
population in Al-Qassim region, Saudi Arabia. J. Diabetes Endocrinol. 2011, 2, 14–19. [CrossRef]

37. Cheung, B.M.Y.; Li, C. Diabetes and hypertension: Is there a common metabolic pathway? Curr. Atheroscler. Rep.
2012, 14, 160–166. [CrossRef] [PubMed]

38. Grossman, E.; Messerli, F.H. Hypertension and diabetes. Adv. Cardiol. 2008, 45, 106.
39. Ohishi, M. Hypertension with diabetes mellitus: Physiology and pathology. Hypertens. Res. 2018. [CrossRef]

[PubMed]
40. Setia, M.S. Methodology Series Module 3: Cross-sectional Studies. Indian J. Dermatol. 2016, 61, 261–264.

[CrossRef] [PubMed]
41. Borges, T. Prevalência de autorrelato de morbidade e conhecimento sobre diabetes: Estudo populacional de

uma cidade no sul do Brasil. Rev. Bras. Cineantropom. Desempenho Hum. 2012, 14, 562–570. [CrossRef]

© 2018 by the authors. Licensee MDPI, Basel, Switzerland. This article is an open access
article distributed under the terms and conditions of the Creative Commons Attribution
(CC BY) license (http://creativecommons.org/licenses/by/4.0/).

http://dx.doi.org/10.5114/pm.2017.68589
http://www.ncbi.nlm.nih.gov/pubmed/28721127
http://dx.doi.org/10.1186/s12939-016-0426-5
http://www.ncbi.nlm.nih.gov/pubmed/27852329
http://dx.doi.org/10.1371/journal.pone.0066479
http://www.ncbi.nlm.nih.gov/pubmed/23840484
http://dx.doi.org/10.1016/j.ajme.2015.04.001
http://dx.doi.org/10.1007/s11883-012-0227-2
http://www.ncbi.nlm.nih.gov/pubmed/22281657
http://dx.doi.org/10.1038/s41440-018-0034-4
http://www.ncbi.nlm.nih.gov/pubmed/29556093
http://dx.doi.org/10.4103/0019-5154.182410
http://www.ncbi.nlm.nih.gov/pubmed/27293245
http://dx.doi.org/10.5007/1980-0037.2012v14n5p562
http://creativecommons.org/
http://creativecommons.org/licenses/by/4.0/.

	Introduction 
	Materials and Methods 
	Design, Sampling, and Data Source 
	Investigated Variables 
	Dependent Variable 
	Independent Variables 

	Statistical Analysis 
	Ethical Aspects 

	Results 
	Discussion 
	Conclusions 
	References

