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Abstract 

 
Aim of the study 

The study aimed to compare cardiovascular diseases and risk factors among 

diabetic patients and nondiabetic individuals living in Nablus district. 

Methods 

This case control study was carried out in 7 diabetes clinics of MoH and 

UNRWA in Nablus district. The 299 diabetic patients and 159 nondiabetic 

controls were included in the study. Body mass index, waist circumference, 

waist hip ratio and blood pressure were measured after conducting face to 

face interview for each participant. Blood sample was collected to measure 

fasting blood glucose, total cholesterol and triglyceride. 

Results 

All cardiovascular risk factors, except systolic blood pressure, diastolic 

blood pressure and smoking, were significantly higher in diabetic patients 

than nondiabetic controls. The best predictors of diabetes using logistic 

regression analysis were total cholesterol, family history of diabetes, waist 
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circumference and triglyceride. About 78 % of diabetic patients had at least 

one diabetes complications; hypertension was in diabetic patients as twice 

as nondiabetics (55.2% vs 27.0%). Diabetic females were more obese and 

less physically active. But diabetic males were more ex- and current 

smokers than diabetic females. Frequencies of diabetes complications were 

more in diabetic male than diabetic females. Diabetic patients living in the 

city showed higher prevalence of almost all cardiovascular risk factors. 

Similarly, the diabetic complications were higher in diabetics living in the 

city except systolic blood pressure and body mass index which were higher 

in diabetics living in the refugee camps. Awareness of cardiovascular 

complications was comparable and low in both diabetic patients 56.9% and 

nondiabetic controls 57.2%, (p=1.000). 

Conclusion 

 As urbanization and obesity especially are high in Palestine and awareness 

is low, more risk factors and complications of diabetes are expected in the 

next years. So effective interventions must be developed and implemented 

in the national level.  
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1.1  Chronic diseases 

Chronic diseases such as cardiovascular diseases, diabetes mellitus and 

cancer are increasing worldwide and they are associated with poor quality 

of life and increased economical burden; therefore, development of 

preventive measures against chronic diseases is imperative. For the 

prevention process, it is important to identify the risk factors of these 

chronic diseases. In Sweden, the cardiovascular risk factors which are 

detected, treated and done follow up visits for it are hypertension, 

dyslipidaemia, LDL-C, hyperglycemia and smoking1. Chronic diseases may 

arise either as an accumulation of risks or as exposure to risk factors at 

critical periods in life,  thus a person with more risk factors has a greater 

chance of developing coronary heart disease. Also the greater the level of 

this risk factors, the greater the risk2. 

1.2   Cardiovascular diseases  

 Cardiovascular disease (CVD) is a critical public health issue, nationally             

and internationally. It was responsible for less than 10% of all global deaths 

at the beginning of the 20th century3, but in 2005 that number was 30%.  

About 80% of these deaths were in low- and middle-income countries4. 

Of these cardiovascular diseases coronary heart disease (CHD) and stroke 

are the first and second most common causes of death worldwide5. In 

developed countries like the United Kingdom, it was found that 39% of 
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deaths to be related to CVD in 20026. In Comparison, Arab countries like 

Jordan has mortality rate as high as 38.2% associated with CVD7. Similarly, 

CVD has been found to be the leading cause of death among adults in 

Palestine in 20058, 21 % of deaths were due to heart diseases and 11 % to 

cerebrovascular diseases9.  

There are many risk factors for cardiovascular diseases that lead to 

enhanced risk of developing CVD. For example, there are more than 200 

risk factors for CHD but the most significant risk factor is abnormal lipid 

values5. However, the main CVD risk factors are smoking, diet, obesity, 

hypertension, physical inactivity, dyslipidaemia, genetic influences, family 

history and diabetes. 

Type 2 diabetes is recognized to be associated with a number of specific 

adverse cardiovascular risk factors as hypertension; obesity; central 

obesity; hyperinsulinemia; elevated serum triglycerides and elevated total 

cholesterol10. In addition, the present of these cardiovascular risk factors in 

people can predict the development of diabetes. 

These risk factors, in addition to other important cardiovascular risk factors 

as family history; smoking and physical inactivity will be studied in this 

research among diabetic patients and nondiabetic controls in Nablus 

district. 
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1.3   Cardiovascular risk Factors 

In the last years, prevention and treatment of CVD risk factors have 

resulted in lowering CVD-related mortality. However, many patients 

identify these factors but they do not have them adequately controlled11. 

• Physical Inactivity 

Despite the debate about the amount, intensity, frequency and duration of 

activity for optimal health, researchers concur that physical activity is 

necessary for the metabolic and cardiovascular benefits.  Physical activity 

can slow the initiation and development of diabetes and the sequence of 

CVD through its effect on body weight, insulin sensitivity, glycemic 

control, blood pressure, fibrinolysis, endothelial function and inflammatory 

defense systems12. Moreover, physical activity can lessen triglycerides and 

have an effect on both low-density lipoprotein (LDL) and HDL particle 

sizes13 

• Obesity 

 Obesity leads to the development of type 2 diabetes. Studies and mice 

models demonstrate that obesity cause endoplasmic reticulum ER stress. 

This stress leads to the suppression of insulin receptor signaling through 

hyperactivation of c-Jun  N-terminal kinase (JNR) and subsequent serine 

phosphorylation of insulin receptor substrate -1 (IRS-1)14. 



 

 

5

 

- Waist circumference:  an easy and convenient measure of abdominal 

obesity and an indicator of the hidden fat in the abdomen. This fat in a large 

amount can interfere with normal metabolic function causing high blood 

sugar, harmful cholesterol levels and increase the risk of heart disease and 

diabetes15.  

- Waist to hip ratio: calculated by dividing the waist measurement by the 

hip measurement. A higher ratio means more risk. Larger waist measure is 

harmful as it reflects the amount of abdominal fat, but larger hip measure is 

protective as it may reflect the amount of lower body muscle16. According 

to WHO the cut off point for cardiovascular risk factors is >0.90 in men 

and >0.85 in women. 

- Body mass index (BMI): one of the most commonly used indicators of 

obesity, but it is not an ideal one as it does not take into account the body 

fat distribution. BMI is calculated as weight/height2 (Kg/m2). According to 

the World Health Organization (WHO) definition "overweight" is a BMI 

equal to or more than 25, and "obesity" is a BMI equal to or more than 3017. 

• Lipid profile (total cholesterol (TC), triglycerides (TG)) 

Quantitative and qualitative changes occur in diabetic dyslipidaemia. 

Quantitative changes occur due to the increase of  glucose for VLDL 

synthesis and decrease in lipoprotein lipase activity leading to decrease of 

VLDL from peripheral circulation, increase in LDL-C levels and decrease 

in HDL-C levels due to increase in hepatic lipase activity decrease in 
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VLDL clearance. Qualitative changes consist of increase amount of 

triglycerides, LDL-C and HDL-C, non enzymatic glycation of LDL and 

non enzymatic glycation of HDL, so rising risk of heart diseases18. 

• Family history of diabetes  

It is a recognized risk factor for CVD which represents genetic, 

environmental and behavioral elements, in addition to the interactions 

among them19.  As DNA analysis for susceptible genes is not yet necessary, 

family history can be a helpful public health tool for the prevention of 

disease as it can reflect gene susceptibility and other risk factors20. The 

American Diabetes Association, the American Heart Association and the 

National Cholesterol Education Program included family history in their 

guidelines and considered family history as a factor to be assessed and 

made decision about treatment21. In this study the first degree relatives are: 

father, mother, brother, sister. 

• Smoking 

Smoking is assumed to cause coronary thrombosis by increasing the 

formation of coronary plaques, destabilizing coronary plaques, promoting 

plaque split, increasing platelet activation and causing endothelial 

dysfunction. In addition, smoking causes coronary spasms by increasing 

catecholamine release22. In developing countries about 2.41 million 

premature deaths from cardiovascular causes were attributed to smoking in 

200023. 
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 1.3.1 Epidemiological transition of cardiovascular risk factors 

According to the International Obesity Task Force, more than 1.1 billion 

adults worldwide are overweight 16.6%), and 312 million of them are obese 

(4.7%)23. In 2005, the prevalence of obesity in U.S adults (older than 18 

years old) was 23.9%24. As well obesity is a growing challenge because of 

the high rate of obese people (about 40%) in Palestine8. A study was 

conducted in the urban Palestinian population to investigate the prevalence 

of obesity; the results indicated that 41% of urban population is obese (49% 

for women and 30% for men)25. 

The world health organization indicated that more than 60% of global 

populations are physically inactive26 which causes 2 million deaths 

worldwide annually. In addition, physical inactivity causes 10-16% of 

diabetes cases and 22% of ischemic heart disease27. According to WHO, 

prevalence of physical inactivity in the Eastern Mediterranean Region was 

77% among population above 20 years in 200528. 

The reported prevalence of hypertension is wide-ranging around the world, 

the lowest in rural India (3.4% in men and 6.8% in women) and the highest 

in Poland (68.9% in men and 72.5% in women)29. According to the sixty- 

first world health assembly report the prevalence of hypertension was 

35.2% among people aged 60 years or more in Palestine in 2004-20068, but 

the prevalence in the whole population was 3.3% in 200630. Hypertension 

was the eight-leading cause of deaths in Palestine (4.8%) in 200544. 
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According to the WHO report in 2003, there are about 1.3 billion smokers 

in the world. This represents about one third of the global population aged 

15 and over. About 84% or 1 billion people of the world smokers live in 

developing countries. The smoking geography is shifting from the 

developed to the developing world. In 1995, more smokers lived in low- 

and middle income countries (933 million) while in high-income countries 

(209 million). In China, there are about 350 million smokers (60% men and 

3% women31. In Palestine the prevalence rate of smoking decreased from 

22.1% in 2000 to 19.8% in 2006. But there was a wide gap between male 

smokers (37%) and female smokers (2.2%) in 200632. 

 1.4   Diabetes Mellitus  

Diabetes Mellitus is a heterogeneous group of metabolic diseases 

characterized by chronic hyperglycemia and disturbances in carbohydrate, 

lipid and protein metabolism which is resulting from defects in insulin 

secretion and/or insulin action. Fasting (chronic) and postprandial 

hyperglycemia are mainly responsible for the acute, short-term, and late 

complications affecting all organs and systems in the body33. WHO has 

defined DM as having fasting plasma glucose ≥ 126 mg/dl or random 

plasma glucose > 200 mg/dl such that for symptomatic individuals one 

abnormal value is diagnostic, but for asymptomatic individuals two values 

are required34. 
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Types of diabetes mellitus 

• Type 1 Diabetes 

The pathologic process in nearly all patients with T1DM (5% to 10% of 

people with diabetes) is autoimmune destruction of the pancreatic islet β 

cells with absolute loss of insulin secretion34.  

• Type 2 Diabetes 

T2DM (90% to 95% of people with diabetes) resulting from variable 

combinations of insulin resistance and insulin secretory defects (β-cell 

dysfunction), with one or other abnormality predominating in a given 

patient34. 

• Gestational Diabetes 

Gestational diabetes is hyperglycemia which is recognized firstly during 

pregnancy. It has the same symptoms as in type 2 diabetes. Usually 

diagnosed through prenatal screening, rather than reported symptoms35.  

• Impaired Glucose Tolerance (IGT) and Impaired Fasting Glycemia 

(IFG)  

 These are intermediate conditions between normality and diabetes. People 

with IGT or IFG are at high risk of developing type 2 diabetes, although 

this is not predictable34. 
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1.4.1   Epidemiological transition of diabetes mellitus 

Diabetes mellitus (DM) is a serious disease and a cause for a rising public 

health concern in developed and developing countries.  

• Incidence and prevalence of diabetes mellitus. 

 Diabetes incidence and prevalence worldwide are increasing. The World 

Health Organization (WHO) projects that there will be about 300 million 

diabetic patients worldwide by the year 2025, appreciably that about half 

the affected patients remains undiagnosed36.   

In 2003, the prevalence of diabetes worldwide was 5.1 % for people aged 

20-79 years old 37.  The highest prevalence of diabetes is in high-income 

countries at 7.8 %, and in developing countries ranges from 2.4 - 7.6%38.  

Prevalence of DM is about 3.7% in the United Kingdom (2006)39, and 7.5% 

in Jordan (2004)7. The prevalence of diabetes in United Arab Emirates, 

Bahrain, Kuwait, Saudi Arabia, Egypt and Oman is among the world's 10 

highest40. In Palestine, until recently, there has been an absence of data on 

diabetes prevalence in the Palestinian population. A study on the 

prevalence of DM in Palestine was conducted by Al-Quds university in 

which the prevalence was about 9%41.  But in 2000 a study was conducted 

in a rural Palestinian population (Kober village) by Birzeit University, the 

prevalence of diabetes was 9.6% and 10.0% in females and males 

respectively42. Another cross sectional survey was conducted in old 

Rammallah city for 492 men and women aged (30-65) years. Diabetes was 
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found in 12.0% of the survey population (including 9.4% previously 

diagnosed)43. 

The number of new cases reported in the governmental clinics of the West 

Bank in 2005 was about 2 741 cases, 28.2% of them was among age group 

(55-64), 41.0% was among (35-54), 6.3% among age group below 35 

years, 24.4% among age group 65 years and older44. In Nablus governorate, 

the total number of diabetic patients registered and received treatment in 

MoH and UNRWA primary health care centers is 7825 patients (at the 

beginning of March 2008). Of these patients 5413 are registered in MoH 

and 2412 in UNRWA diabetes health clinics. 

• Mortality of diabetes mellitus  

Diabetes mellitus in many countries is a leading cause of death, disability 

and a significant contributor for rising health care cost.  In USA, diabetes 

was the sixth leading cause of death in 200345. Diabetes was not found to be 

among the ten leading causes of death in Palestine, it caused only 3.1% of 

total population deaths (2005)46. In the West Bank, the cause specific 

mortality rate of diabetes (1999-2003) was 4.9 per 100,000 populations47. 

In Lebanon, diabetes mellitus was the tenth leading cause of death, causing 

2% of all deaths in 200248.  However, diabetes is associated with a variety 

of long-term complications that can cause death. So it is important to 

consider deaths in which diabetes is a contributing factor. The most 

prevalent and harmful complications of diabetes mellitus are CVD. The 

cardiovascular complications of type 2 diabetes include coronary heart 
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disease, cerebrovascular disease and peripheral arterial disease49.  In 

Australia, data indicated that diabetes was the associated cause of death in 

24% of coronary heart disease deaths, 8% of stroke deaths50. Uncontrolled 

diabetic patients are more likely to experience rapid progression of CVD 

and eventually the clinical implications. 

Table 1.1:  Estimated deaths of diabetes per 100.000 populations in 200251. 
Country Mortality rate Country Mortality rate 
Canada 23.0 Iraq 7.0 

United Kingdom 11.7 Egypt 12.7 
USA 26.4 Syria 9.0 
Israel 44.6 Lebanon 11.2 
India 14.9 Jordan 5.1 
Iran 7.7 Palestine 4.9 
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1.4.2  Macro- and Microvascular complications of diabetes 

mellitus. 

The adequate control of DM can reduce the mortality and morbidity related 

to complications. DM can cause many pathological changes that cause 

macrovascular and microvascular diseases which may be dependent on the 

complications that DM can cause (dyslipidaemia, hypertension…).  On the 

other side, some of the risk factors associated with DM are associated with 

CVD (central obesity, obesity, inactivity, diet, smoking, dyslipidaemia, 

genetics….). So perhaps early detection of cardiovascular risk factors and 

intervention in diabetic patients can reduce consequential morbidity, 

mortality and improve the quality of life. 

• Macrovascular complications 

The central pathological mechanism in macrovascular diseases is the 

process of atherosclerosis. Atherosclerosis is thought to result from 

inflammation or injury on the arterial wall in the peripheral or coronary 

vascular system. This leads to the formation of atheroma, rupture of it leads 

to acute vascular infarction. In diabetic patients, there is a strong evidence 

of increased platelet adhesion and hypercoagulability. Platelet aggregation 

may be promoted by impaired nitric oxide generation, increased free 

radical formation in platelets and altered calcium regulation. Diabetic 

patients have elevated levels of plasminogin activator inhibitor type 1 

which may also impair fibrinolysis. So platelet aggregation and impaired 

fibrinolysis increase the risk of vascular occulation and cardiovascular 
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events in type 2 diabetes which include Ischemic heart disease (IHD), 

stroke and peripheral arterial disease52. 

It is estimated that the incidence of death from cardiovascular disease in 

diabetic patients without clinical history of cardiovascular events is as high 

as the incidence in nondiabetic patients with a history of myocardial 

infarction53.   It is anticipated that if the risk factors of diabetic patients are 

summed, their risk often approximate that of patients with coronary heart 

diseases54.  About 26 to 36 % of diabetic patients have cardiovascular 

disease according to WHO55and about 70-80% of diabetic patients die of 

macrovascular complications56. When a diabetic patient develops CVD; he 

will have a poorer prognosis for survival than nondiabetic patients with 

CVD57. 

• Microvascular complications 

Microvascular complication is developed through aldose reductase 

mechanism. Aldose reductase is the first enzyme in the intracellular polyol 

pathway. This pathway includes the conversion of glucose into sorbitol 

(glucose alcohol). It has been suggested that osmotic stress from sorbitol 

accumulation as a result of high level of glucose is the mechanism by 

which diabetic microvascular complications developed. Moreover, cells are 

also thought to be injured by glycoprotein. Oxidative stress may also play a 

critical role in cellular injury.  Free radical production and reactive oxygen 

species formation can be stimulated by high level of glucose. Microvascular 
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complications include retinopathy, nephropathy, neuropathy and 

amputation52. 

Epidemiological study provided insight into the relation of hyperglycemia 

and diabetic complications (macrovascular, microvascular) in individuals 

with type1 and type2 DM. This relation was demonstrated by WESDR as a 

strong relation between hyperglycemia and complications58. 

 1.5   Hypertension  

Hypertension is present when the blood pressure exceeds 140/90 mm Hg, 

based on at least two readings on separate occasions. Several factors may 

play an etiological role: genetic factors59.  

Hypertension is about double as frequent in diabetic patients compared 

with nondiabetics. On the other hand, latest data suggest that hypertensive 

persons are more prone to the development of diabetes than are persons 

without hypertension. In a recent large prospective cohort study suggested 

that hypertension and diabetes frequently coexist, and each work to 

exacerbate the other in spite of independent pathophysiological nature 

history of each disease. In addition, hypertension in diabetic person may 

cause 75% of CVD in diabetics60. It is known that hypertension hasten the 

occurrence of microvascular and macrovascular complications of 

diabetes61. This led to new recommendations (ADA) in 2003 guidelines of 

reducing hypertension to <130/80 in diabetic patients62. 
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1.6   Gender differences 

In general, women usually develop CVD about 10 years later than men. 

This is due to the estrogen protective effect63. On the other hand, the 

development of diabetes in women increases their risk of CVD to amount 

higher than in men64. 

1.7   Place of residency 

The prevalence of cardiovascular risk factors is increasing as a result of 

increasing urbanization. In developing countries, urbanization occurs in a 

situation of excessive poverty and lack of resources for public health 

responses. Many studies demonstrated that chronic disease risk factors are 

more prevalent in urban than rural areas65.  

1.8.1   Situation in Palestine 

Palestine as many other developing countries is going through an 

epidemiological transition with its associated rise in chronic diseases which 

increased by 31.1% in 2004-2006. At the same time the health system is 

facing the challenges of controlling the incidence of some communicable 

diseases. In 2007, the health system was able to reduce the mortality rates 

of infectious disease to 27.8 per 100 000 population8. 

Patients with chronic diseases in Palestine experience increasing difficulties 

in receiving treatment and referral for tertiary services66. Chronic diseases 

are estimated to account for the largest proportion of all deaths in Palestine. 
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Therefore, the Palestinian health system needs to be supported and 

strengthened in respect of prevention of chronic diseases and their 

complications, especially for high-impact diseases such as diabetes, 

cardiovascular diseases and cancer67. 

 1.8.2   Health care system 

The Palestinian health care system is complex and fragmented. It consists 

of four major providers: Ministry of Health (MoH), United Nation Relief 

and Work Agency (UNRWA), Non Governmental Organizations (NGOs) 

and for profit private sector68. The main provider MoH is operating 24 

hospitals and 413 Primary Health Care (PHC) facilities69. Another main 

component UNRWA is operating one hospital and 53 PHC facilities70.  

Palestinian health system is facing escalating crisis resulting from funding 

crisis and the political situation. The health transition is speeded up by the 

demographic and socioeconomic factors, with high increase of chronic 

disease burdens which is projected over the next 20 years71. 

 1.8.3   Demographic and socioeconomic status. 

According to the Palestinian authority population census on December 

2007, the Palestinian population increased 30% in the last ten years (from 

1997 to 2007) which reached a total of 3.760.000 people (1.460.000 in 

Gaza Strip and 2.300.000 in West Bank including East Jerusalem)72. 
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The Palestinians are undergoing a demographic transition, the crude death 

rate declined from 4.9 deaths per 1000 population in 1997 to 3.9 in 2006, 

which led to longer life expectancy. In addition to relatively low infant 

mortality and under 5-year-old-mortality rates and a high fertility rate73 all 

cause   demographic transition.  

The socioeconomic crisis which results from Intifada distresses the 

Palestinian economy; unemployment and poverty reach 24% and 44% 

respectively73. It is estimated that the health expenditure is about 8-9% of 

the Gross Domestic Product (GDP), which is higher than other developing 

countries (the health expenditure per capita is about 135$)74. This 

socioeconomic status has adversely affected the health care services 

provided to the Palestinians. 

1.8.4   Significance of the study in Palestine 

In Palestine, few studies were conducted about diabetes, metabolic 

syndrome, obesity and other CVD risk factors. Most of these studies were 

conducted at Ramallah district. In Nablus, there is only one study 

conducted in 2000. Although the study included 323 diabetic patients and 

49 nondiabetic individuals, but it was not considered as case control study. 

The main findings of this study showed no significant differences in the 

means of BMI among diabetic and nondiabetic individuals (30.8±0.7 vs 

30.6±0.3), respectively. On the contrary, means of TC and TG are 

significantly higher among diabetic than nondiabetic individuals. The mean 
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of TC in diabetics and nondiabetics (220±2.6 vs 206.8±5.3), respectively. 

Similarly, the mean of TG in diabetics and nondiabetics (166.8±5.9 vs 

123.7±10.7), respectively. BMI was significantly higher in diabetic females 

than diabetic males. Moreover, diabetic patients living in the refugee camps 

showed higher BMI and SBP than patients in the city or village. About 

81% of diabetic patients in this study were with positive family history of 

diabetes75 . In addition to the fact that  no more studies have been carried 

out  since the conduction of this study in Nablus, but this study lacked an 

adequate amount of comparing nondiabetic individuals. 

In 2000, the total number of type2 DM, receiving treatment at primary 

health care clinics administered by MoH and UNRWA at Nablus district, 

was about 3000 patients75. On Feb 2008, the number of type2 DM 

increased (more than 60%) and   reached   7825 patients.  

Prevention process for chronic disease is imperative in Palestine, First: to 

improve the quality of life among the Palestinians. Second: the economic 

burden of these diseases. In Palestine, there is no data about health 

expenditure due to diabetes. The only available data is about the costs of 

direct diabetes medications.   

More data about DM is needed to apply better strategies for the prevention 

and control of diabetes and its sequences in Palestine.  So further studies 

are required to identify the associated cardiovascular diseases and risk 

factors in type 2DM and detect the CVD risk factors that can predict the 

development of DM in individuals in Nablus district. 
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1.8.5   Geography of Nablus and general features 

The Nablus governorate is an administrate district under the Palestinian 

National Authority. Nablus is 63 Km north of Jerusalem, with a total area 

of 615 sq.Km,. The Nablus district is the home to 336,380 inhabitants, 

including three refugee camps and several surrounding villages. The 

estimated population of the city in 2006 is 134 thousands according to 

Palestinian Central Bureau of Statistics76. 

 
 
Table 1.2:   Population for Nablus district by locality, 2006. 

Locality Population 
Nablus District (Total) 336.380 
Nablus city 134.116 
Askar refugee camp 12.706 
Balata refugee camp 17.645 
No.1 refugee camp 5.036 
Surrounding Villages 166.877 
*Source: PCBS website 
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1.9   Research Problem 

Worldwide the prevalence of cardiovascular diseases and risk factors are 

increasing, especially among diabetic patients. This research asks these 

questions: 

-    How is the profile in Palestine (prevalence of CVD and cardiovascular 

risk factors among diabetic patients)?  

-   Which of the cardiovascular risk factors are predictors of diabetes? 

1.10   Research hypothesis 

1. There is no association in the significant level (0.05), between the 

occurrence of diabetes and cardiovascular risk factors. 

2. There are no differences in the significant level (0.05) between the 

occurrence of cardiovascular risk factors and diseases in different sex, 

place of residency and family history of diabetes.  
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2 International and Local studies 

2.1   Cardiovascular risk factors  

Praeford Study was carried out to assess the prevalence of cardiovascular 

risk factors in middle-aged automobile employees with type 2 diabetes in 

Germany (2007). Seven patients of 91 (8%) diabetic employees achieved 

all the recommended target values of the following cardiovascular risk 

factors [Glycated hemoglobin (HbA1c), SBP and LDL-C]. Blood pressure 

target was achieved by 26%77                                                                           

In Tunis, a multicenteric study (375 women and 333 men) in 7 departments 

confirmed that type 2 diabetic patients have many associated 

cardiovascular risk factors. The frequencies of cardiovascular risk factors in 

these diabetic patients were (Obesity 32.8%, fat android distribution 92.5%, 

smoking 68.5%, hypertension 59.1%, hypertriglyceridemia 31.9% and 

hypercholesterolemia 26.8%)78.  

A random-digit dialing telephone survey- for the civilian population of the 

US population in 1999- determined the prevalence of modifiable CVD risk 

factors. These cardiovascular risk factors were more prevalent in adults 

with DM and differed by ethnicity, sex, and age. For hypertension (56% vs 

22%), high cholesterol (41% vs 20%), obesity (78% vs 57%), and 

insufficient physical activity (66% vs 56%) in diabetic patients and 

nondiabetic controls, respectively. Prevalence of Physicians' counseling 

about lifestyle modification is higher in diabetic than nondiabetic people79. 
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In Jordan, a study was conducted to investigate the prevalence of DM, IGT 

and their risk factors. By using stepwise logistic regression, the factors 

independently associated with DM were sex, age, FHD, HTN, 

hypercholesterolemia and hypertriglyceridaemia80. 

In Palestine, a cross-sectional study was conducted to identify the risk 

factors associated with diabetes in a semi-rural village (500 adults, aged 30-

65 year). The results showed that four factors were significantly associated 

with diabetes: age (OR=1.08, 95% CI=1.05-1.12), positive family history 

(OR=3.09, 95% CI=1.53-6.24), TG ((OR=1.006, 95% CI=1.002-1.009) and 

WHR (OR=2.13, 95% CI=1.31-3.45)81. 

2.1.1   Physical inactivity and obesity 

New South Wales health survey in 2004 and 2005 indicated that inadequate 

physical activity was significantly higher in diabetic patients (54.1%) than 

nondiabetic people (47.3%). In addition, 70.9% of diabetic patients were 

overweight or obese compared with 46.5% of nondiabetic patients82. 

In Tahren, a follow up study for 4728 subjects for 3.6 years conducted to 

quantify the impact of overweight and obesity on developing diabetes. The 

ORs for incident diabetes was (1.76, CI95% 1.07-2.89) for overweight and 

(3.54 CI 95% 2.16-5.78) for obesity. The PAR % was 23.3% for 

overweight and 37.1% for obesity83. 

 A cross-sectional study was conducted (1999-2004) for 5882 adults in 

Canada. The results indicated that WC was independent predictor for 
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diabetes84. Another study carried out in USA in 2004 by Wake Forest 

University Baptist Medical Center to compare the body mass index (BMI) 

to other general cardiovascular risk factors in diabetic patients: high blood 

pressure, low-density lipoprotein cholesterol and high blood sugar. 

Researchers showed that the higher the BMI, the poorer the controls of the 

studied risk factors which lead to heart disease85. 

In Sweden, a cross-sectional study (2003) of 44 042 type 2 diabetic patients 

was conducted to compare obese with normal and overweight diabetic 

patients regarding BMI and cardiovascular risk factors. In the cross-

sectional study, 36.9% of all patients are obese. These obese patients 

showed higher frequencies of hypertension 88%, hyperlipidaemia 81% 

(p<0.001). In addition, these patients had higher mean systolic BP, diastolic 

BP levels,   and TG86. 

In USA, a cohort study (1986-2002) was conducted for 68 907 female 

nurses with no history of diabetes, CVD or cancer at the baseline. This 

research indicated that type 2 diabetes increased progressively with 

increasing BMI (p<0.001) and waist circumference (p<0.001) and with 

decreasing physical activity (p<0.001). The analysis of joint effect of BMI 

and physical inactivity showed that both of them are independent risk to the 

development of type 2 diabetes, but the risk of obesity is much greater than 

physical inactivity87. 

In 2003-2005, a study conducted in Australia to attain more information 

about diabetes and CVD risk factors in 861 indigenous Australians. The 
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results showed that WHR was the most strongly associated with diabetes 

than WC and BMI, especially for women88 

2.1.2   Lipid profile (total cholesterol (TC), triglycerides (TG)) 

As a result of several scientific studies, the American Diabetes Association 

(ADA) made its update guidelines for diabetes treatment (2004). These 

studies found that even in diabetic patients with normal cholesterol, using 

statin (cholesterol modifying treatment) could reduce the risk of heart 

attack or stroke. So the ADA guidelines included using statin for diabetic 

patients over the age of 40 year with TC ≥ 135mg\dl62. 

In Tahran, a cross sectional study was conducted for 10 136 people (aged 

20-69 years) between Sep 2004 and Mar 2005. This study to assess the role 

of diabetes in the lipid profile. The study included evaluating the following 

risk factors: blood sugar, TG, TC, HDL-C, LDL-C, medical history, 

physical inactivity, smoking and obesity. The prevalence of diabetes was 

11%. For any type of dyslipidemia the prevalence was 68.8% in the whole 

group and 88.9% in diabetic patients. The association was strong between 

diabetes and dyslipidemia (p<0.05). In addition, the results of regression 

analysis indicated that diabetes was the most important factor after obesity 

in secondary dyslipidemia89. 

Another cross sectional study conducted in Saudi Arabia to study the lipid 

profile for Saudi diabetic patients. Researchers had the following results 

56.6, 23.6, 77.1 and 48.9 percent of diabetic subjects had borderline to high 
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risk levels of TC, TG, LDL-C and HDL-C respectively. These high 

frequencies of dyslipidemia increase their risk of cardiovascular diseases. 

The results indicated the need of control not only to glycemic levels in 

diabetic patients but also to their TC, TG, LDLC and HDL-C90. 

2.1.3   Family history of diabetes  

A report published in the New England Journal of medicine in Nov, 2008 

about a study conducted by a multi-institutional research team in USA. 

This study was about genetic screening for predicting type 2 DM. 

Genotyping for 18 diabetes –associated variants was conducted from more 

than 2700 participants blood samples, in addition to collect data about 

diabetes associated risk factors and outcomes. 255 of participants 

developed type 2 diabetes during 28 years of follow up. According to the 

number of risk associated gene copies inherited, each participant was given 

a genotype score. By comparing the predictive value of genotype score to 

that of family history alone or of physiological risk factors, genotype score 

was not able significantly to discriminate participants who did not develop 

diabetes from those who did in a way better than family history or 

individual risk factors91. Another study conducted on 4989 nondiabetic 

people in 1987 in Italy to evaluate the effect of the first degree family 

history of diabetes on other cardiovascular risk factors (body mass index, 

diastolic blood pressure, blood glucose levels, triglyceride and cholesterol 

levels). The differences on these risk factors between subjects of negative 
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and positive family histories were significantly higher in subjects with 

positive family history92. 

2.1.4   Smoking 

New South Wales health survey in 2004 and 2005 indicated that 17.1% of 

diabetic patients are current smokers; while 20.3% of nondiabetic people 

are smokers (difference is not statistically significant)82. 

A prospective follow up study (16.8 years) for 7 735 men (40-54 years old) 

was conducted in 29 British towns. This research to identify if cigarette 

smoking has an effect on the development of type 2 diabetes. During this 

period there were 290 incident cases of diabetes in 7124 men with known 

smoking status. The results indicated that cigarette smoking was 

significantly an independent modifiable risk factor for type 2 diabetes93. 

 

 

 

 

 

 

 



 

 

29

 

2.2   Diabetes complications 

Data from Framingham study in 1979 indicated the increased risk of 

myocardial infarction among diabetic patients.  5209 people were followed 

for 20 years in this study (cohort study) and then assessed for clinical CVD. 

They concluded that diabetes mellitus twofolded the risk of coronary heart 

disease, including myocardial infarction (MI)94.  A case – control study 

(Interheart study) conducted in 52 countries for 12.461 MI patients showed 

that diabetes mellitus was the major risk factor for heart attacks95 .  

A cohort study carried out by the University of Alberta indicated that type2 

diabetic patients have double the risk of having stroke compared to 

nondiabetic patients96.   On the contrary, the results of a case control study 

about stroke risk factors, (Al Quds university,2000),  indicated that diabetes 

did not play a significant role in the development of stroke (37.5% vs 

32.5%) for cases and controls, respectively in Hebron city97. 

In Finland, a 7 year follow up study of 1059 type 2 DM patients was 

conducted to investigate risk factors for coronary heart disease. During this 

period 158 patients died of CHD and 256 patients had serious CHD events. 

The results of the study indicated that the simultaneous presence of high 

FBG and dyslipidemia increased the risk for CHD up to threefold98. 

In Iran, a cross-sectional study was conducted to assess the prevalence of 

diabetes complications in diabetic patients attending diabetes center in 

Imam Hospital. HTN was in more than half of diabetic patients (67%). 
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Other complications were existing in high rates: IHD in 39%, diabetic foot 

75.8%, neuropathy 63.2%, retinopathy 63.2% and microalbumin in 39% of 

diabetic patients99.  

In UK, a study was conducted to determine whether diabetic complications 

can be reduced by controlling glucose level in diabetic patients. 4209 

patients were assigned to different diabetic therapies. After 9 years of 

follow up, for any type of treatment, fasting blood glucose and hemoglobin 

A1c increased. In addition, macrovascular complications reported in 20% 

of patients and microvascular complications in 9%100. 

In Sweden, a study conducted to investigate complications of diabetes in a 

representative diabetic population. The results indicated that, even in 

diabetic patients with control glycemic level, retinopathy was found in 29% 

of patients, nephropathy in 22%, cardiovascular disease in 62%, 

cerebrovascular lesions in 11%, peripheral vascular disease in 26% and the 

most common peripheral neuropathy in 67%. They found that improvement 

of glucose control and ß cell function achieved by intensified insulin 

treatment, but this improvement could not achieved by prolongation101. 

In Saudi Arabia, they studied the prevalence of diabetic complications in 

2001. The prevalence of complications was: retinopathy in 30.1% of 

diabetic patients, neuropathy 34.9%, nephropathy 11%, and for peripheral 

vascular disease 1.9%102.  
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In United Arab Emirate, a study was conducted to assess the prevalence of 

diabetes complications. The results showed that the most prevalence in 

diabetic patients was retinopathy 54.2%. The prevalence of other 

complications was: for nephropathy 40.8%, neuropathy 34.7%, peripheral 

vascular disease 11.1%103. 

2.2.1   Hypertension  

A survey conducted by the Third National Health and Nutrition Evaluation 

(1988-1994) in America found that 71% of diabetic individuals had 

hypertension104 . 

An epidemiological study conducted in Taiwan for Chinese adult to study 

the link between hypertension and diabetes mellitus (1991). The age- and 

sex-adjusted prevalence of hypertension among diabetic and nondiabetic 

subjects (30.6 vs 16.5%, P< 0.0005). By including sex, age, BMI and other 

risk factors as independent variables in the multiple regression analysis, the 

results showed that there was significant association between diabetes and 

hypertension. But other risk factors as family history of diabetes, diabetes 

duration, diabetes regimen, control of blood glucose and the presence of 

nephropathy did not contribute to the risk of hypertension105. 

Prospective observational study in England, Scotland and Northern Ireland 

studied the relation between systolic blood pressure over time in diabetic 

patients and the risk of macrovascular and microvascular complications. 

This study found that reduction 12% in risk of complications of diabetes, 



 

 

32

 

15% for deaths, 11% for myocardial infarction, and 10% for microvascular 

complications can be achieved with each 10-mmHg reduction in mean 

systolic blood pressure106. 

In Islamabad, a study conducted to investigate the prevalence of 

microvascular complications in 200 indoor hospitalized diabetic patients 

and to compare these complications in diabetics with and without 

hypertension. The results indicated that the prevalence of retinopathy was 

significantly higher in diabetics with hypertension than diabetics without 

hypertension (58% vs 43%, P<0.01).  Similarly, the results in nephropathy 

(75% vs 58%, P<0.05) and neuropathy (77% vs 59%, P<0.05) for diabetic 

with and without hypertension, respectively107. 

In USA, a follow up study for 14.1 years was conducted to assess the 

association between TC, HDL-C, non HDL-C and the risk of developing 

HTN in 3110 men free of HTN, CVD and cancer. The results indicated that 

1019 men developed HTN. Moreover, men in the highest quintile of TC, 

non HDL-C and TC/HDL-C ratio were at increased risk of developing 

HTN compared with the lowest quintile108. Another follow up study for 7 

years was conducted in Finland. This study was done to assess the 

association of dyslipidemia with incident hypertension. The results of the 

logistic regression model showed that the concentrations of LDL-C (OR= 

1.3) and triglyceride (OR= 1.5) were positively associated with 

hypertension109. Additionally, the results of the Framingham study showed 



 

 

33

 

that blood pressure and cholesterol level are strongly correlated, the higher 

the blood pressure in patient, the higher the serum cholesterol level110. 

In Utah, a prospective study conducted for 1482 adult members to 

investigate the variables associated with hypertension incidence. From all 

studied variables (anthropometrics, clinical chemistry measurements of 

blood and urine, socioeconomic and lifestyle variables), only age 

(RR=3.52), SBP (RR=3.55) and DBP (RR=3.52) showed the strongest 

association with HTN incidence111. 

2.3   Gender Differences  

 A study was conducted in Yugoslavia to examine and compare the 

relationship between cardiovascular risk factors and the prevalence of CHD 

in 152 diabetic patients and in 105 healthy control subjects. CHD was 1.2 

time higher in male and 2.4 time higher in female diabetic patients than in 

the healthy control subjects. The analysis of CVD risk factors (diabetes, 

age, BMI, TG, HDL-C, non-HDL-C and hypertension) by the logistic 

regression, diabetes showed an independent, significant association to CHD 

in women and hypertension in men112.  

A cohort study was carried out for 889 aboriginal people in Australia to 

determine the incidence rate of coronary heart disease (CHD) in patients 

with type2 diabetes. Researchers concluded that diabetic patients had 

higher rate of CHD (37.5 per 1000 person-years) than nondiabetics (7.3per 
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1000 person-years). Among those with diabetes, women had a higher risk 

than men113.   

Another cohort study which followed up 7198 women and 5907 men for 20 

years in Copenhagen. At the beginning of the study none of the participants 

had heart attack or stroke. At the end of the study they found that type 2 

diabetic patients had much cardiovascular problems compared with 

nondiabetic patients. Researchers showed that for women the risk of heart 

attack is 1.5 to 4.5 times greater and for men 1.5 to 2 times greater. 

Moreover, for women with type 2 diabetes the risk of stroke is 2 to 6.5 

times greater, and for men 1.5 to 2 times greater. For men and women 

physical activity decreases the risk of death114. 

A study published by the American Diabetes Association found that the 

CVD incidence and the levels of the CVD risk factors were higher in 

diabetic than nondiabetic patients for both men and women. No differences 

were found between men and women in the influence of diabetes on 

coronary heart disease, peripheral vascular disease or stroke, but 

cardiovascular mortality and cardiac failure were higher in women115. 

In previous studies, diabetic women were at higher risk of atherosclerotic 

vascular disease. A study conducted in Canada to explain why there is 

difference in the risk between diabetic and nondiabetic women more than 

diabetic and nondiabetic men. The cardiovascular risk factors (SBP, c-

reactive protein, Apo B, LDL-cholesterol, non-HdL cholesterol and LDL 

particle county), body composition (WC, WHR, BMI) and serum hormone 
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were compared in 524 nondiabetic women, 258 diabetic women, 421 

nondiabetic men and 220 diabetic men. The results indicated that diabetic 

women had elevated levels of atherogenic particles (ApoB, LDL particle 

count) which may be resulted from abdominal obesity116. 

In Pakistan, a cross-sectional study was conducted to investigate the 

frequency of diabetic complications in patients attending tertiary care. 

Mean BMI and TC were higher than risk indicator values for females only, 

but other risk factors were higher for both gender. The frequency of 

obesity, low HDL and HTN was significantly higher in females. 

Conversely, the frequencies of retinopathy, nephropathy, neuropathy, 

diabetic foot ulcer were significantly higher in males than females. In the 

other hand, diabetic patients with longer duration of diabetes (>10 years) 

have higher frequencies of retinopathy, nephropathy, diabetic foot ulcer, 

coronary artery disease, stroke and PVD (P=0.000 for each disease)117. 

In USA, all micro- and macrovascular complication prevalence were high 

in diabetic males than diabetic females. Prevalence of chronic kidney 

diseases was 30.4%, 25% in diabetic men and women, respectively. 

Moreover, diabetic eye disease was in 20.3% of diabetic men and 17.55% 

of diabetic women118. In another study in Spain, researchers found no 

gender differences in the prevalence of microvascular diseases. However, 

CHD was in men 22.6% vs 14.8% in women. Similarly, peripheral 

ischemia was in men 10.3% vs 2.2% in women119. 
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In Lebanon, a study carried out to investigate the epidemiology of diabetes 

in relation to other cardiovascular risk factors. The results of this study 

indicated that abnormal (increased) BMI and WHR were higher in male 

and female participants with type 2 or IGT than normal participants. The 

degree of obesity (BMI) and mean of WHR were more observable in 

females with DM type 2 and IGT than males. TC, TG, LDL-C, SBP, DBP 

and family history of diabetes were significantly higher in both females and 

males with DM or IGT than normal females and males. Ex and current 

smoking are significantly higher in males than females. In males, current 

smoking percentages were nearly the same in normal males and those with 

DM or IGT. But ex smokers males with DM or IGT were higher than ex 

smoker normal males120. 

In Israel, a follow up study conducted to identify the association between 

TG over time (readings was took in five years apart) and the prediction of 

diabetes in young men. TG was an independent predictor of diabetes when 

studied with other risk factors. The hazard ratio (HR) of developing 

diabetes was highest (HR= 12.62) in men whose TG increased from the 

lowest readings to the highest reading of TG121.  
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 2.4   Place of residency 

In India, a study conducted to compare the prevalence of diabetes, IGT, 

IFG and cardiovascular risk factors between a city, a town and periurban 

villages. The results showed that diabetes significantly associated with age, 

family history, waist circumference and physical inactivity was not. 

Moreover, individuals in the city had more prevalent overweight, elevated 

waist circumference, hypertension and dyslipidemia122. 

In United Arab Emirates, a study was conducted to investigate the CHD 

risk factors in type 2 DM, obesity and hypertension. The results indicated 

that urban population were associated with higher blood glucose levels 

(P=0.000) and with higher BMI 27% (P=0.02). The prevalence of 

hypertension was higher in urban population123.  

In Oman, a study was conducted to reveal the effect of urbanization on 

diabetes. The study revealed that Omani population has high prevalence of 

diabetes, obesity, hypertension and high cholesterol level, especially among 

urban population and older people. But the differences in obesity and 

cholesterol levels between urban and rural are less significant65.  

In Palestine, a study conducted in a rural and urban Palestinian West Bank 

community to compare the prevalence of metabolic syndrome components 

(HTN, abnormal glucose metabolism, dyslipidemia, central obesity and 

overall obesity). Urban population had more prevalent elevated 
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triglyceride, low HDL cholesterol and overall obesity as a result of a rapid 

urbanization124. 

 A cross-sectional study was conducted about diabetes mellitus in an urban 

Palestinian population (old Rammalla city) in 2001. By including 

significant risk factors in the logistic regression analysis, the independent 

variables that significantly associated with diabetes were age, sex, BMI, 

WHR and family history. The odds ratios were: BMI (OR=2.04, CI 95% 

1.06-3.90), WHR (OR=5.53 CI 95% 2.11-14.52) and for family history of 

diabetes (OR=2.42, CI 95% 1.30-4.51).  Diabetic women were older than 

nondiabetics and their BMI, WHR, DBP, SBP and TC are significantly 

higher. Similarly, diabetic men had significantly higher BMI, WHR, DBP, 

SBP and TC levels compared to nondiabetic men125.  

2.5    Diabetes Route of Treatment 

A report from the chronic disease center in Palestine indicated that during 

2008; the percentages of diabetic patients with different route of treatments 

were: 0.9% in diet only, 65.3% in oral hypoglycemic agents (OHA), 27.2% 

in Insulin and 6.6% in combination of insulin and OHA126. 
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2.6   Diabetes Duration 

A cross-sectional study of 7875 of type 2 diabetic patients was conducted 

in Netherlands. In this study researchers assessed the role of diabetes 

duration on treatment. After the first year following diabetes diagnosis, 

treatment with diet only decreased and treatment with oral hypoglycemia 

increased. 10 years following diabetes diagnosis, treatment with OHA 

diminished and insulin treatment increased to reach two-third of diabetic 

patients after 20 years following diagnosis. This treatment sequence (diet, 

OHA, insulin treatment) reflected the progression of ß-cell failure in 

diabetic patients with increasing diabetes duration127. 

A study conducted in Boston to test the hypothesis that diabetes duration is 

important predictors for CHD incidents in diabetic patients. Of 588 diabetic 

patients, 86 patients had CHD events, including 36 deaths. The risk of 

CHD was 1.38 times higher for each 10-year increase in duration of 

diabetes and the risk of death of CHD was 1.86 times higher. So diabetes 

duration was an independent risk for CHD death of coexisting risk factors 

(age, sex and CHD risk factors)128. 
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2.7    Patients' awareness and counseling 

Physician counseling and educational programs are necessary to increase 

patients' awareness and induce lifestyle modification. Although CVD 

accounts for high percentage of deaths in diabetic patients, patients' 

awareness of diabetic complications and cardiovascular risk factors stills 

low.  

Surveys illustrate that methods to reduce the risk of cardiovascular disease 

in diabetic patients are not emphasized by their physicians129. 

According to a survey published on Feb 2002 in Washington about the lack 

of awareness among diabetic patients of the associated cardiovascular risk 

factors, 68% of people with diabetes do not consider cardiovascular disease 

to be a serious complication of diabetes, 60% of them do not feel at risk for 

either high blood pressure or cholesterol problems130. 

Another study was conducted in the US population with and without 

diabetes to study physicians' advice to quit smoking and the changes in 

cigarette smoking from the mid 1970s to 1990. The results indicated that 

there was a decrease in the prevalence of smoking for both diabetic and 

nondiabetic patients to reach 25.8%, 25.6%, respectively. The physicians' 

advice to quit smoking was more in diabetic patients than nondiabetics 

58.4%, 46.0%, respectively. This means that more efforts are needed from 

health care providers, as 40% of diabetic smokers reported that they never 

received advice to stop smoking131. 
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In India, a study was conducted using a structured questionnaire to assess 

the awareness in an urban south Indian population about diabetes, its 

prevalence, prevention, risk factors and complications. Of the whole 

population only 19.0% were aware of diabetic complications and just 40 % 

of diabetic patients were aware of diabetic complications132. 

To increase the community awareness, the Australia's national diabetes 

program launched a key message during the national diabetes week: reduce 

your waist, reduce your risk. This message was to inform people about the 

seriousness of diabetes disease and that a large waist circumference is a risk 

factor for type 2 diabetes133.  
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3.1   Target population 

This study targeted type2 diabetic patients (cases) and nondiabetic residents 

(controls) at any age attending MoH and UNRWA clinics in Nablus district 

between February 2008 and April 2008. 

3.2   Study design and study sample 

Study design 

The study is an observational case-control study.  

 Sampling frame 

Diabetic and nondiabetic control individuals registered in 7 primary health 

care centers in Nablus district.  All diabetic clinics in Nablus district 

administered by MoH and UNRWA were included. Clinics included were  

in Nablus city (MoH), Hewara village (MoH), Beita village (MoH), North 

Aseara village (MoH), Askar refugee camp (UNRWA), Balata refugee 

camp (UNRWA) and  No.1 refugee camp (UNRWA). 

Sampling design  

Participants were selected by random sampling in all seven clinics.  The 

samples were allocated proportionally. 
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Eligibility criteria: 

- Inclusion criteria: 

 Subjects: 

•  Males or females with type 2 diabetes mellitus. 

•  Residents of Nablus district (city, villages and refugees), receiving 

treatment in MoH or UNRWA primary health care clinics. 

Controls: 

• Subjects with FBG <100mg/dl. 

• Subjects without diagnosed DM, residents of Nablus district (Nablus 

city, villages and refugees) and attending MoH or UNRWA primary 

care clinics. 

- Exclusion criteria: 

Subjects: 

• Females who are pregnant. 

Controls: 

• Females who are pregnant. 

• Participants with FBG ≥100 mg/dl 
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Sampling size  

The sample size was chosen according to the following formula:         
                                                 S = Z 2 P (I-P) 

                                                            e2 

Z value is derived from our anticipated confidence level. Recommended value of Z-
score is 1.96 to give confidence level of 95%.  

e equal 0.05 as our precision ( confidence interval =5%).                                                    

P is derived from the prevalence of diabetes in Palestine as 9%41.  

The minimum sample size according to this equation is 125 cases of 

diabetic patients. To account for non-response, a sample of 299 cases and 

248 controls were chosen. Among the control group 89 were excluded 

because their blood sugar level was ≥100mg/dl. As individuals with FBG 

100-125 mg/dl considered in a prediabetic stage and they have a high 

chance of developing T2DM. Moreover, this group may be at high 

probability of having undiagnosed Type 2 diabetes.  

The 299 cases were divided according to the total number of subjects 

registered in each clinic (table 3.1). The distribution was as follow: Nablus 

city clinic (146), Hewara clinic (29), Beita clinic (16), North Asears clinic 

(16), Askar camp clinic (27), Balata camp clinic (38), No.1 camp clinic 

(27).  The percent of the sample was 49%, 9.5%, 5%, 5%, 9%, 13%, 9%,   

respectively. This was calculated by dividing the total number of subjects 

in each clinic by the total number of subjects in Nablus district (MoH and 

UNRWA), and then multiplied by 299. 
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Table 3.1: numbers and percentages of diabetic and studied patients in 
Nablus district (MoH, UNRWA) 

Clinic No. of registered 
diabetic patients 

Percentage No. of studied 
patients  

Nablus city 3825 49% 146 
Hewara village 745 9.5% 29 
Beita Village 404 5% 16 
North Aseara 

village 
439 5.5% 16 

Askar refugee 
camp 

697 9% 27 

Balata refugee 
camp 

1003 13% 38 

Camp No.1 712  9% 27 
Total 7825 100% 299 

On Feb 2008, the total number of diabetic patients in Nablus district (MoH, UNRWA) 
was 7825 patients.

The 248 controls were selected randomly in the selected 7 primary health 

care clinics on the same days of visiting MoH, UNRWA diabetic clinics 

and selecting diabetic subjects.  

After excluding the controls with FBG≥100mg/dl, the final number of 

control individuals was 159.  

3.3    Data collection  

 Data was collected over a period of three months between February 2008 

and April 2008. The researcher took permission from the MoH and 

UNRWA officials before starting the collection of data. 

Patients were interviewed using a structured questionnaire after their 

informed consent to take part in this study.  
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Instrument: A questionnaire (Annex A) was developed by the researcher, 

then tested and retested on a small group of patients (20 patients) with a 

week interval which showed high reliability, after that validated by health 

experts including diabetes specialist. By this questionnaire we were able to 

measure what we wanted to measure. 

A questionnaire was filled by the researcher through using a clear Arabic 

language. Personal data was entered to the questionnaire using English 

language. 

   - Demographic information: age, gender, level of education and place of 

residence, 

  - Family history of cardiovascular diseases and diabetes in first degree 

relatives: father, mother, sister, brother. 

  - Smoking: consider current smokers and if they smoke cigarettes or 

waterpipe, the frequency and number of smoking each day. 

  - Physical activity: indication of 30 minutes of moderate-intensity 

physical activity (e.g., walking) a day at least five days a week to be 

considered physically active. 

  - Counseling by physicians and awareness of associated cardiovascular 

risk factors and cardiovascular diseases; identifying the percentage of 

people who received counseling from physicians and the percentage of 
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people who are aware of these associated cardiovascular diseases and risk 

factors. 

Obtaining the following physical tests.  

- Blood pressure {SBP (systolic blood pressure) and DBP (diastolic blood 

pressure)}; obtained twice with the subjects in the sitting position using 

sphygmomanometer.  

- Body Mass Index (BMI):  person's weight in kilograms divided by height 

in meters squared (BMI=kg/m2). Height was measured with shoes 

removed, using a stadiometer. Weight was measured with participants 

wearing light clothing without shoes. Subjects were considered to be of 

normal weight if their BMI was < 25 kg/m2, overweight if their BMI was 

25-29.9 kg/m2 and obese if their BMI was 30 kg/m2 or over. 

- Waist circumference (WC). 

Circumference measurements were carried out using a D-loop tape 

measure.  

Waist circumference was measured around the smallest circumference 

between the ribs and the iliac crest. 

       Normal in women    < 88   cm                    Normal in men    < 102 cm   
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- Waist-to-hip ratio (WHR) 

Hip circumference was measured at the widest circumference around the 

buttocks; waist-to-hip ratio was calculated from these circumferences: 

Normal in women   < 0.85                     Normal in men    < 0.90  

- The following lab tests were conducted at Al-Najah central laboratory. 

Blood samples were taken for fasting participants (not to eat or drink, 

except water, for at least 8 hours). 

               Fasting blood glucose:  normal <126 mg/dl. 

              Total cholesterol:           normal <240mg/dl. 

              Triglyceride:                  normal<150mg/dl. 

3.4    Data Analysis 

All data collected from 548 participants were entered in the computer. 

Statistical Packages for Social Science (SPSS 17) was used to analyze these 

data obtained from the questionnaires. Continuous variables (SBP, DBP, 

FBG, TC, and TG) are expressed as mean ± SD and categorical variables 

(WHR, WC, BMI, physical inactivity, smoking, FHD and diabetic 

complications) are expressed as percentage.  

The continuous variables were compared using the student t-test to assess 

whether the means of continuous risk factors were statistically different 

between diabetics and nondiabetics. 
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The categorical variables were compared using the χ2 test to evaluate the 

statistically significant differences between the diabetics and nondiabetics 

in the proportion of CVD risk factors and diabetic complications.  

Binary logistic regression was used to identify predictors.  

3.5   Ethical consideration 

I have received an approval from the ethical committee at An-Najah 

University, as this research will bring benefits to the Palestinians' health. 

Confidentiality was highly taken into consideration in respect of data 

obtained either from patients' medical records or tests conducted to 

subjects. No participant in this research was included unless I had received 

informed consent from the participant to take part in this research.  
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4.1    Frequencies of socio-demographic characteristics of the 

study population 

The characteristics of the study sample are shown in table 4.1. Patients with 

diabetes who are included in the study were less educated than the 

nondiabetic controls (p=0.000).  Moreover, the ratio of participants without 

work is higher among nondiabetic patients group compared to diabetic 

controls (p= 0.000).  In addition, monthly income is higher among 

nondiabetic controls compared to diabetic patients group (p= 0.000). 

Although there was no significant difference in age, gender and place of 

residency between the diabetic patients and nondiabetic controls, but the 

ratio of females in diabetic patients group is higher than nondiabetic 

controls group. 
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Table 4.1: Frequencies of socio-demographic characteristics of the study 
population. 

P-value 
Nondiabetic 

controls 
159 

Diabetic 
Patients 

299 
Variable 

   Gender 
0.059 78(49.1%) 118 (39.5%)               Male

81(50.9%)181(60.5%)              Female
   Age group

0.340 12(7.5%) 15 (5.0%)            < 40
33(20.8%) 49(16.4%)           40 – 49
50(31.4%) 91(30.4%)           50 - 59
46(28.9%) 94(31.4%)             60 – 69
18(11.3%) 50(16.7%)              > 70

   Residency
0.331 57(35.8%)98(32.8%)         City

47(29.6%) 109(36.5%)          Village
55(34.6%) 92(30.8%)          Camp

   Education
0.000 42(26.4%) 29(9.7%) Diploma and above 

28(17.6%) 20(6.7%) Tawjihi  
74(46.5%) 193(64.5%) Less than Tawjihi 
15(9.4%) 57(19.1%) Illiterate  

 Profession
0.000 14(8.8%) 21(7.0%) Free work  

38(23.9%) 23(7.7%) Employee 
17(10.7%)26(8.7%)Worker 
15(4.9%) 11(3.7%) Retired 

75(47.2%) 218(72.9%) Without work 
   Monthly Income

0.000 23(14.5%) 22(7.4%) > 2500 NIS 
53(33.3%) 52(17.4%) 1000 – 2500 NIS 
7(4.4%) 3 (1.0%) <1000   NIS 

78(47.8%) 222(74.2 %) No income 
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4.2.1 Comparison of cardiovascular risk factors among 

diabetic and nondiabetic participants. 

 Continuous risk factors¹ and categorical risk factors² were compared 

between diabetic patients and nondiabetic controls using t-test¹ and chi 

square test² as shown in table 4.2.  The results indicate that there are 

significant differences in all studied risk factors except for SBP, DBP and 

smoking. FBG is higher in diabetic patients than nondiabetic participants 

about (189±72 vs 90±24, P=0.000). Similarly, TC (195 ±50 vs 186 ±33, 

P=0.025) and TG (184 ±137 vs 143±78, P=0.000). Moreover, the 

frequency of obesity is significantly higher among diabetic patients than 

nondiabetic controls. Obesity includes WHR about (83% vs 66%, P= 

0.000), WC about (74% vs 43%, P=0.000) and BMI >24.9 (kg/m2) about 

(88% vs 62%, P=0.000) for diabetic patients and nondiabetic controls, 

respectively. The frequency of first degree family history is significantly 

higher among diabetic patients vs nondiabetic controls about (75 % vs 

47%, P=0.000). Moreover, diabetic patients are significantly physically 

inactive compared to nondiabetic controls about (47% vs 32%, p=0.001). 
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Table 4.2: Mean values ±SD and frequencies (%) of cardiovascular risk 
factors among diabetic patients and nondiabetic participants.  

 
Risk factor 

 
Diabetic patients 

299 

 
Nondiabetic controls 

159 
P-value

SBP¹ 126.78 (±19.35) 125.77(±14.80) 0.553 
DBP¹ 80.18 (±10.92) 78.31(±9.55) 0.070 
FBG¹ 188.87 (±72.03) 89.80(±24.00) 0.000 
TC¹ 195.24 (±50.49) 186.35(±33.52) 0.025 
TG¹ 184.42 (±137.22) 143.55(±78.52) 0.000 
WHR² 247(82.6%) 105(66.0%) 0.000  
WC² 222(74.2%) 68(42.8%) 0.000  
BMI (kg/m2) ²

     overweight 
obesity 

0.000 
88(29.4%) 42(26.4%) 

174(58.2%) 58(36.5%) 
Physical Inactivity² 140(46.8%) 50(31.4%) 0.001 
Smoking²
             Ex-smoker
         Current smoker

  0.582 
68(22.7%) 30(18.9%) 
58(19.4%) 30(18.9%) 

FHD² 224(74.9%) 75(47.2%) 0.000 
¹values are expressed as means ±SD, P<0.05 is considered to be significant. 
² values are expressed as frequencies (%), P<0.05 is considered to be significant 

By including the studied risk factors in the logistic regression analysis 

(SBP, DBP, TC, TG, WHR, WC, BMI, physical inactivity, smoking and 

FHD), the results presented in table 4.3 show that TC is the strongest 

predictor of diabetes with about (OR= 4.3, CI95% 1.8- 7.2, P= 0.000), 

followed by FHD about (OR=3.1, CI95% 2.0-5.0, P=0.00), WC about 

( OR=2.1, CI95% 1.2-3.7, P=0.009) and the least significant predictor of 

diabetes is TG which represents about (OR=1.7, CI95% 1.1-2.7, P=0.019). 

Other risk factors; which include SBP, DBP, BMI, WHR, physical 

inactivity and smoking, are not statistically significant predictor of diabetes 

in the logistic regression analysis. 
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Table 4.3: Logistic regression analysis of cardiovascular risk factors, 
adjusted OR and CI 95%. 

Risk Factor  P-value  OR CI 95% 
TC 0.001 4.340 1.796-10.487 

FHD 0.000 3.100 1.970-4.877 
WC 0.009 2.140 1.207-3.793 
TG 0.019 1.717 1.091-2.703 

4.2.2 Comparison of macrovascular and microvascular 

complications among diabetic and nondiabetic participants 

In our study, about 61% of participants suffer from at least one of the 

following complications (Ischemic heart disease, stroke, peripheral arterial 

disease, retinopathy, nephropathy, neuropathy, amputation and diabetic 

foot). Of these complicated participants about 50%% are diabetic patients. 

Table 4.4 shows that about 78% of diabetic patients have at least one 

complication compared to 31% nondiabetic controls. 

Table 4.4: Frequencies and percentages of ≥ 1 complication among 
diabetic patients and nondiabetic controls. 

P-value Total Nondiabetic 
controls (%) 

Type 2 
Diabetes 
Patients   

(%) 

Complication 

0.000 282(61%) 49(30.8%) 233(77.9%) complication 
176(38.4%) 110(71.1%) 66(22.1%) No complication 
458(100%)  159(100%) 299(100%)Total  
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The macrovascular and microvascular complications were compared 

between diabetic patients and nondiabetic controls using chi square test.  

The results in table 4.5 show significant association between all 

complications and diabetes. The most prevalent macrovascular 

complication among diabetic patients is hypertension compared to 

nondiabetic participants with about (55% vs 25%, p= 0.000). The most 

prevalent microvascular complication among diabetic patients is 

neuropathy compared to nondiabetic controls (37% vs 0.5%, p= 0.000). 

Table 4.5: Frequencies and percentages of microvascular and 
macrovascular complications among diabetic patients and nondiabetic 
controls. 

P-value Nondiabetic controls
159  

Diabetic Patients  
299  

complications 

0.000 43(27.0%) 165(55.2%) Hypertension

0.000 3(1.9%) 39 (13.0%) Ischemic heart disease

0.009 1(0.6%) 16 (5.4%) Stroke

0.097 0 (0.0%) 6 (2.0%) Peripheral arterial disease 

0.000 2(1.3%) 91 (30.4%) Retinopathy 

0.000 2(1.3%) 33 (11.0%) Nephropathy

0.000 1(0.6%) 111 (37.1%) Neuropathy 

0.003 0(0.0%) 14 (4.7%) Amputation

0.017 0(0.0%) 10 (3.3%) Diabetic Foot
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4.3.1 Comparison of cardiovascular risk factors among female 

and male participants. 

The study sample consists of 181 diabetic females, 118 diabetic males, 81 

nondiabetic females and 78 nondiabetic males. 

Using t-test and chi square test, the means and frequencies of 

cardiovascular risk factors were compared between the different groups as 

shown in table 4.6: 

• Females. 

Means of FBG, TC and TG are significantly higher among diabetic females 

than among healthy females (192±75 vs 87±12, p=0.000), (198±47 vs 

187±35, p=0.049), (179±132 vs 141±79, p=0.004), respectively. Moreover, 

the frequencies of risk factors are significantly higher among diabetic 

females than nondiabetic females; except smoking, with about : WHR 

(79% vs 46%, P=0.000), WC (91% vs 52%, P=0.000), physical inactivity 

(59%vs 45%, P=0.045), BMI >24.9 kg/m2 (93% vs 67%, P=0.000) and 

first degree family history of diabetes (75% vs 48%, P=0.000) for diabetic 

and nondiabetic females, respectively. 

• Males. 

Means of FBG (184±67 vs 92± 12, p=0.000), TG (193±145 vs 147±78, 

p=0.004) and DBP (83±11 vs 78±10, p=0.001) were significantly higher 

among diabetic males than nondiabetic males, respectively. Moreover, 
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frequency of WC is significantly higher among diabetic males than 

nondiabetic males (49% vs 33%, P=0.039). Similarly, BMI >24.9 kg/m2 is 

higher among diabetics than nondiabetics (80% vs 58%, P=0.007). 

Furthermore, first degree family history is significantly higher among 

diabetic than nondiabetic males (75% vs 46%, P=0.000). Other risk factors 

including SBP, TC, WHR, physical inactivity and smoking are not 

significantly different between the two groups. 

• Diabetic females and diabetic males. 

Systolic blood pressure is higher among diabetic male than female patients 

with about (130.0 ± 18.7 vs 124.8 ±19.6, P= 0.029). In addition, DBP is 

significantly higher among diabetic male than female patients with about 

(82.6 ± 11.1 vs 75.6 ± 10.5, P= 0.002). Moreover, frequencies of high 

WHR is higher among diabetic males than female patients with about (88% 

vs 79%, P= 0.044). On the contrary, the frequency of abnormal WC is 

significantly higher among diabetic female than male patients with about 

(91% vs 49%, P=0.000). Body mass index is significantly higher among 

diabetic females than diabetic patients (93% vs 80%, P=0.000). Moreover, 

diabetic females are significantly less physically active than male patients 

(59% vs 28%, P=0.000). While diabetic males are more likely to be 

smokers than female patients (69% vs 24%, P=0.000).  Other risk factors 

including FBG, TC, TG and FHD are not significantly different in those 

twogroup
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Table 4.6: Mean values ±SD and frequencies (%) of cardiovascular risk factors among females and males with 
and without diabetes. 

*P-
value 

Male 
N=196 

Female  
N=262 Risk factor 

  P  No diabetes 
78  

*Diabetes 
N=118  P  No diabetes 

N=81  
*Diabetes 

N=181  
0.029 0.259 126.94(15.1)  129.80 (± 18.6) 0.947  124.65(14.6)  124.82 (±19.5) SBP¹ 
0.002 0.004 78.12(9.5)  82.63 (± 11.1) 0.957  78.51(9.6)  78.58 (± 10.50) DBP¹ 
0.304 0.000 92.09(12.0)  183.56 (± 67.4) 0.000  87.59(12.2)  192.33( ± 74.8) FBG¹ 
0.312 0.320 185.32(32.5)  191.58 (± 55.3) 0.049  187.33(34.6)  197.63 (± 47.1) TC¹
0.371 0.004 146.67(78.4)  193.22( ± 144.8) 0.004  140.56(79.0)  178.68 (± 132.1) TG¹
0.044 0.828  68(87.2%)  104(88.1%)  0.000  37(45.7%)  143((79.0%)  WHR² 
0.000 0.039  26(33.3%)  58(49.2%)  0.000  42(51.9%)  164(90.6%)  WC² 
0.000 0.085 13(16.7%) 33(28.0%) 0.045 37(45.7%) 107(59.1%) Physical  Inactivity²
0.000 0.367  0.322  Smoking²

Ex-smoker 
Current smoker 

22(28.2%) 42(35.6%) 8(9.9%) 26(14.4%) 
25(32.1%) 40(33.9%) 5(6.2%) 18(9.9%) 

0.000 0.007  0.000  BMI²
        overweight
         obesity

22(28.2%) 45(38.1%) 20(24.7%) 43(23.8%) 
24(30.8%) 49(41.5%) 34(42.0%) 125(69.1%) 

0.892 0.000 36(46.2%) 89(75.4%) 0.000 39(48.1%) 135(74.6%) FHD²
 

¹ values are expressed as means±SD, P<0.05 is considered to be significant. ² values are expressed as frequencies, P<0.05 is   
considered to be significant. *P-value for differences in risk factors between diabetic females and males. 
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To identify significant risk factors for diabetic females and males, logistic 

regression analyses for risk factors were conducted. The results in table 4.7 

show that the best predictors of diabetes among diabetic female are WC about 

(OR=3.9, CI 95% 1.4-10.5, P= 0.007), FHD about (OR=3.0, CI 95% 1.6-5.0, 

P=0.001), TG about (OR= 2.9, CI 95% 1.2-4.4, P=0.014) and WHR (OR= 2.3, 

CI 95% 1.1-4.6, P=0.026). For male patients, one predictor is similar to female 

patients:  FHD (OR=3.6, CI 95% 1.8-7.4, P=0.000). But the strongest 

predictors in males is TC (OR=11.13, CI 95% 2.2-56.7, P=0.004) followed by 

DBP (OR=4.2,CI95% 1.5-11.4, P=0.005). 

Table 4.7: Logistic regression analysis of cardiovascular risk factors among 
diabetic females and males. 

Risk Factor P-value  OR CI 95% 
Female

WC 0.007 3.904 1.447-10.534 
FHD 0.001 3.058 1.592-5.873 
TG 0.014 2.292 1.180-4.452 

WHR 0.026 2.267 1.105-4.655 
Male

TC 0.004 11.128 2.188-56.587 
DBP 0.005 4.199 1.552-11.363 
FHD 0.000 3.636 1.788-7.394 
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4.3.2 Comparison of macrovascular and 

microvascular complications among female and male 

participants 

Using chi square test, the frequencies of macrovascular and microvascular 

complications were compared among females and males patients, as shown in 

table 4.8.  

The frequency of IHD is significantly higher among diabetic males than 

females with about (20% vs 9%, P= 0.009). Furthermore, nephropathy is 

significantly higher among diabetic males than female patients with about 

(19% vs 6%, P=0.001). While other complications are not significantly 

different between the two groups including: HTN, stroke, PAD, retinopathy, 

neuropathy, amputation and diabetic foot.  

Table 4. 8: Frequencies of microvascular and macrovascular complications 
among diabetic females and males. 

*P-value  
  

Diabetic males 
N=118 

  
Diabetic females 

N= 181  
Complications  

0.155 59(50.0%)  106(58.6%)  HTN  

0.009 23(19.5%)  16 (8.8%)  IHD  

0.066 10(8.5%)  6 (3.3%)  Stroke  

0.684 3(2.5%)  3 (1.7%)  PAD  

0.125 42(35.6%)  49 (27.1%)  Retinopathy  

0.001 22(18.6%)  11(6.1%)  Nephropathy  

1.00 44(37.3%)  67(37.0%)  Neuropathy  

0.089 9(7.6%)  5 (2.8%)  Amputation  

0.054 7(5.9%)  3 (1.7%)  Diabetic foot  

P-value for chi square differences between diabetic female and diabetic male. 
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4.4.1 Comparison of cardiovascular risk factors 

among diabetic patients residing in the city, village and refugee 

camp  

Since our study consists of diabetic patients residing in city (98), village (109) 

and refugee camp (92), we analyzed possible associations between the 

indicated factors associated with diabetes and place of residency. 

Univariate analysis¹, post hoc test¹ and chi square² test were used to 

compare the risk factors among diabetic patients residing in the three locations 

as shown in table 4. 9. The mean of SBP was found to be significantly higher 

among patients residing in camps compared to city or village (P=0.000). 

However, patients residing in the city show significantly higher DBP and TG 

than patients in the village with about (83.0±10.0 vs 78.4±11.3, P=0.008), 

(215.1±182.3 vs 162.5±112.6, P= 0.016), respectively. In addition, patients in 

the city have significantly higher TC than patients in camps (208.6±53.4 vs 

180.3±36.7, P= 0.000). Moreover, ex-smoking and current smoking are 

significantly more frequent among patients residing in the city (P=0.000). 
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Table 4.9: Mean values and frequencies of cardiovascular risk 
factors among diabetic patients living in the city, village and camp. 

Risk factor City Village Camp P 

SBP¹ 124.18±18.55 122.34±19.28 134.82±17.94 0.000 
DBP¹ 82.96±10.09 78.44±11.25 79.27±10.90 0.007 
FBS¹ 200.95±81.43 177.56±62.70 189.3±70.32 0.065 
TC¹ 208.59±53.43 195.90±54.63 180.25±36.67 0.000 
TG¹ 215.12±182.33 162.54±112.55 177.63±97.76 0.019 
WHR² 86(87.8%) 92(84.4%) 69(75.0%) 0.056 
WC² 75(76.5%) 83(76.1%) 64(69.6%) 0.466 
BMI²

  Overweight

     Obese

 0.420 
28(28.6%) 34(31.2%) 26(28.3%) 
59(60.2%) 57(52.3%) 58(63.0%) 

Physical 
Inactivity² 51(52.0%) 50(45.9%) 39(42.4%) 0.399 

Smoking²

Ex smoker 

Current smoker

 0.000 
43(43.9%) 8(07.3%) 17(18.5%)  
23(23.5%) 18(16.5%) 17(18.5%)  

FHD 79(80.6%) 78(71.6%) 67(72.8%) 0.092 
 

¹ values are expressed as means±SD, P<0.05 is considered to be significant. 
² values are expressed as frequencies, P<0.05 is considered to be significant. 
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Logistic regression analysis was used to identify the predictors of 

diabetes among patients in the city, village and camp. According to the data 

shown in table 4.10, clearly FHD was the same predictor in the three 

locations. However, DBP was a predictor of diabetes only among patients 

residing in the city. None of the obesity measures was a predictor of diabetes 

in the city. On the contrary, WC was a predictor in the village and BMI in the 

camps. Moreover, TC was a predictor in diabetics in the village and TG in the 

diabetics in the refugee camps, but both TC and TG were predictors of 

diabetes in the city. 

Table 4.10: Logistic regression analysis of cardiovascular risk factors among 
diabetic patients living in the city, village and refugee camps. 

Risk Factor P OR CI 95% 
City 

TC 0.010 8.466 1.672-42.866 
DBP 0.003 5.724 1.779-18.422 
FHD 0.001 4.849 1.929-12.191 

TG 0.027 2.623 1.115-6.169 
Village

WC 0.000 7.614 2.601-22.290 
FHD 0.010 2.970 1.300-6.788 

Refugee camp 
BMI    0.024 4.161 1.209-14.319 

TG 0.004 3.438 1.485-7.959 
FHD  0.005 3.214 1.427-7.236 
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4.4.2 Comparison of macrovascular and 

microvascular complications among diabetic patients residing in 

the city, village and refugee camp. 

The frequency of HTN seems significantly higher among diabetic patients 

living in camps in comparison to those living in the city or village (P=0.006) 

as shown in table 4.11. However, diabetic patients living in the city have 

significantly higher frequencies of IHD, retinopathy, nephropathy and 

neuropathy than patients living in the village or camp (P=0.000). Other 

complications including stroke, PAD, amputation and diabetic foot appear not 

significantly different among patients residing in the three locations. Clearly 

the number of patients with part of these complications is relatively small and 

therefore more cases should be looked for before reading a conclusive result 

concerning this part. 

Table 4.11: Frequencies of macrovascular and microvascular complications 
among diabetic patients residing in the city, villages and refugee camps. 

Complications City 
 98 

Village 
109 

Camp 
92 P-value 

HTN  56(57.1%) 48(44.0%) 61(66.3%) 0.006 
IHD 72(27.6%) 8(7.3%) 4(4.3%) 0.000 

Stroke 9(9.2%) 3(2.8%) 4(4.3%) 0.107 
PAD 1(1.0%) 3(2.8%) 2(2.2%) 0.668 

Retinopathy 46(46.9%) 37(33.9%) 8(8.7%) 0.000 
Nephropathy  23(23.5%) 9(8.3%) 1(1.1%) 0.000 
Neuropathy 65(66.3%) 37(33.9%) 9(9.8%) 0.000 
Amputation 6(6.1%) 7(6.4%) 1(1.1%) 0.145 
Diabetic foot 6(6.1%) 2(1.8%) 2(2.2%) 0.174 
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4.5 Cardiovascular risk factors and diabetes complications 

related to first degree family history of diabetes 

The cardiovascular risk factors between diabetics and nondiabetics with and 

without first degree family history of diabetes are summarized in table    

4.12. The results show that there are significant differences in most 

cardiovascular risk factors between diabetics and nondiabetics either with or 

without family history of diabetes which are higher in diabetics. On the 

contrary, there are no differences in the risk factors between patients with 

and without family history of diabetes except for SBP (p=0.038). 
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Table 4.12: Mean values and frequencies of cardiovascular risk factors among diabetics and nondiabetics with and 
without family history of diabetes. 

 

*p-
values  

No Family History Family History Risk Factor  
p-

value  
Nondiabetes 

  
*Diabetes 

 
p-value  Nondiabetes 

  
*Diabetes 

 
0.038  0.046  125.33±14.1  130.92±19.99  0.695  126.27±15.7  125.4±18.97 SBP¹ 
0.382  0.042  78.08±8.0  81.13±10.68  0.383  78.57±11.0  79.86±11.00  DBP¹ 
0.344  0.000  89.33±12.6  182.04±81.07  0.000  90.32±11.8  191.15±68.7  FBG¹ 
0.461  0.385  185.29±34.4  191.25±54.29  0.075  187.35±32.7  196.49±49.0  TC¹ 
0.980  0.037  149.62±80.0  184.76±123.21 0.000  136.76±76.4  184.30±141.8  TG¹ 
1.000 0.091 55(65.5%) 62(82.7%) 0.005 50(66.7%) 185(82.6%) WHR²
0.648 0.000 36(42.9%) 54(72.0%) 0.000 32(42.7%) 168(75%) WC²
0.111  0.000    0.000    BMI² 

Overweight 
obesity  

28(33.3%)  16(21.3%)  14(18.7%)  72(32%)  
23(27.4%)  46(61.3%)  35(46.7%)  128(57.1%)  

 

¹ values are expressed as means±SD, P<0.05 is considered to be significant. 
² values are expressed as frequencies, P<0.05 is considered to be significant. 
*P-value for differences in risk factors between diabetics with and without family history of diabetes. 
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Complications were compared among patients with and without first 

degree family history of diabetes as shown in table 4.13. The results show 

that only the frequency of HTN appears significantly higher among 

patients without a family history than those with a family history of 

diabetes (p= 0.005).  

Table 4.13: Frequencies of diabetic complications among patients with 
and without first degree family history of diabetes. 

Complications Diabetic Patients value-p  
Family History 

224 
No Family History 

75 
HTN 113(50.4%) 52(69.3%) 0.005 
IHD 29(12.9%) 10(13.3%) 0.535 

Stroke 10(4.5%) 6(8%) 0.186 
PAD 4(1.8%) 2(2.7%) 0.469 

Retinopathy 74(33%) 17(22.7%) 0.059 
Nephropathy 24(10.7%) 9(12.0%) 0.455 
Neuropathy 89(39.7%) 22(29.3%) 0.069 
Amputation 11(4.9%) 3(4.0%) 0.517 
Diabetic foot 9(4.0%) 1(1.3%) 0.537 
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4.6   Association of cardiovascular risk factors 

with respect to routes of diabetes treatment 

 

 
                        Figure 4.1: Percentages of diabetes route of treatment. 
                         Diet 2.34%, OHA 35.12%, Insulin 48.49%,  
                       OHA + Insulin 14.05% 

Figure 4.1 shows that only small percentage of patients (2.34%) is able to 

control their illness with diet. About 62%% of patients are dependent on 

insulin either alone or in combination with OHA. 

Based on univariate analysis, the results presented in table 4.14 show a 

significant difference in SBP between patients with OHA and insulin, 

FBG level between patients with diet therapy and the combination of 

insulin and OHA, and TC level between patients with oral medication and 
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insulin therapy . There are no significant differences in the other 

risk factors among patients with different route of therapies.  

Table 4.14:  Mean values and standard deviation of cardiovascular risk 
factors among diabetic patients with different route of diabetic treatment. 

Risk 
factor 

Diet only 
7 

Oral 
medication 

105 

Insulin only 
145 

Combination 
insulin+ oral 

42 

P-
value 

SBP  132.0 ± 24.6 129.9± 19.2 123.9±19.0 127.8± 19.2 0.015  

DBP 82.0 ± 6.9 80.4±11.5 80.0 ±10.9 97.7 ±10.3 0.951 

FBS 140.0 ± 20.6 185.3±63.4 190.3±76.3 200.9 ± 80.0 0.039 

TC 201.8± 51.3 184.3±39.3 203.4 ± 56.7 192.9 ± 47.5 0.003  

TG 182.0 ±139.5 201.0 ±138.8 171.3± 143.5 188.6± 106.9 0.408 
Values are expressed as means's± SD, P<0.05 is considered to be significant 
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4.7   Diabetes duration  

• The association between diabetes duration and diabetes route of 

treatment 

Figure 4.2: Relationship between diabetes duration and diabetes route of 

treatment. 

After the first years following diagnosis, the proportions of patients 

treated with diet only lessens from 42.9% at 1-5 years to 0.0% > 10 years 

of disease duration. Treatment with oral hypoglycemic agent (OHA) 

diminishes after 10 years following diagnosis with: 42.9%, 37.1%, 13.3% 

and 6.7% of patients at 1-5, 6-10, 11-16 years, and ≥17 years, 

respectively. Treatment with insulin either alone or combination (insulin 
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and OHA) significantly higher after 10 years of diabetes diagnosis (P= 

0.000).   

• The association of diabetes duration and diabetes 

complications

 

Figure 4.3: Relationship between diabetes duration and the frequencies of 
diabetes complications. 

The results in figure 4.3 show that increasing the diabetes duration, 

increases the frequencies of diabetes complications especially 

microvascular complications (retinopathy, nephropathy, neuropathy), 

amputation and diabetic foot. 
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4.8 Association between hypertension, diabetes and other 

complications. 

Our investigation revealed that hypertension is significantly more prevalent 

among patients than controls (55.2 vs 27 %, P= 0.000). When diabetic 

complications were compared between patients with diabetes and 

hypertension, patients with diabetes, patients with hypertension and 

subjects without diabetes and hypertension. The data clearly indicates that 

IHD and nephropathy are significantly higher among patients with diabetes 

and hypertension. In addition, retinopathy, neuropathy and amputation are 

significantly higher in patients with diabetes and among patients with both 

diabetes and hypertension. 

Table 4.15: Frequencies and percentages of diabetes complications among 
participants without DM and HTN, with HTN, with DM and with both 
HTN and DM. 

Complication 
None 

 
HTN 

 
Diabetes 

 

HTN+ 
Diabetes 

 

P-
value 

IHD 2(1.7%) 1(2.3%) 14(10.4%) 25(15.2%) 0.001 
Stroke 0(0.0%) 1(2.3%) 6(4.5%) 10(6.1%) 0.058 
PAD 0(0.0%) 0(0.0%) 2(1.5%) 4(2.4%) 0.292 

Retinopathy 2(1.7%) 0(0.0%) 41(30.6%) 50(30.3%) 0.000 
Nephropathy 2(1.7%) 1(1.8%) 10(7.5%) 23(13.9%) 0.000 
Neuropathy 1(0.9%) 0(0.0%) 52(38.8%) 59(35.8%) 0.000 
Amputation 0(0.0%0 0(0.0%) 7(5.2%) 7(4.2%) 0.048 
Diabetic foot 0(0.0%) 0(0.0%) 4(3.0%) 6(3.6%) 0.134 
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By comparing the means of the SBP and DBP between the four groups, we 

found significant differences among the different groups as presented in 

table 4.16, except for SBP: between patients with DM and healthy 

individuals p= 0.684, and in DPB between diabetic and healthy individuals 

p=0.120, and between hypertensive patients and patients with DM and 

HTN p=0.323. 

Table 4.16:  Mean values and standard deviation of SBP, DBP among 
participants without DM and HTN, with HTN, with DM and with both 
HTN and DM 

Risk factor None 
 

HTN 
 

Diabetes 
 

HTN+ 
Diabetes 

 

P-
value 

SBP 121.38± 
12.58 

137.7± 
913.

120.49±  
16.5 

131.90± 
21.0 0.000 

SBP 121.38±  
812.5 

137.7± 
13.9 

120.49±  
16.5 

131.90± 
21.0 0.000 

SBP 121.38±  
12.58 

137.7± 
13.9 

120.49±  
16.5 

131.90± 
21.0 0.000 

SBP 121.38±  
12.58 

137.7± 
13.9 

120.49±  
16.5 

131.90± 
21.0 0.000 

SBP 121.38±  
12.58 

137.7± 
13.9

120.49±  
16.5 

131.90± 
21.0 0.045 

DBP  76.47± 
8.80 

83.28± 
9.70

78.50± 
10.37 

81.54± 
11.1 0.000 

DBP 76.47± 
8.80  

83.28± 
9.70 

78.50± 
10.37 

81.54± 
11.1 0.000 

DBP 76.47± 
8.80 

83.28± 
9.70 

78.50± 
10.37 

81.54± 
11.1 0080. 

DBP 76.47± 
8.80 

83.28± 
9.70 

78.50± 
10.37 

81.54± 
11.1 0.011 
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When other risk factors were included in the logistic regression analysis; 

including  systolic BP, diastolic BP, FBG, TC, TG, WC, WHR, BMI, 

physical activity, smoking, family history of diabetes and diabetes duration,   

only of these factors, including systolic BP, FBG and TC, show significant 

associations with hypertension.  

Table 4.17: Logistic regression analysis of cardiovascular risk factors in 
hypertension. 

Risk factor P -value  OR CI 95% 
Systolic BP 0.000 4.756 2.830-7.993 

FBG 0.000 2.369 1.500-3.742 
TC 0.032 1.908 1.056-3.450 

  4.9 Patients' awareness of macrovascular diabetes 

complications. 

The results indicate that the awareness of macrovascular complications 

among diabetic patients and nondiabetic controls were almost the same 

(56.9% vs 57.2%, P=1.000). 

Table 4.18: Frequencies and percentages of participants' awareness of 
diabetes complications. 

Awareness 
Diabetic Patients 

299 

Nondiabetic 
controls 

159  
P 

Have idea 170(56.9%) 91(57.2%) 1.000 
No idea 129(43.1%) 68(42.8%) 
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4.10   Summary of the results 

This chapter presented the findings of the statistical analysis. The results 

found that all studied CVD risk factors, except SBP, DBP and smoking, 

were significantly higher among diabetic patients than nondiabetic controls. 

The best predictors of diabetes using logistic regression analysis were TC, 

FHD, WC and TG. About 78 % of diabetic patients had at least one 

diabetes complications; HTN was in diabetic patients as twice as 

nondiabetics (55% vs 27%). Diabetic females were more obese (BMI, WC) 

and less physically active. But diabetic males were more ex- and current 

smokers than diabetic females. Frequencies of diabetes complications were 

more among diabetic male than diabetic females. Diabetic patients living in 

the city showed higher prevalence of almost all CVD risk factors except 

SBP which was higher among diabetics living in the refugee camps. 

Similarly, the diabetic complications were higher among diabetics living in 

the city. Awareness of cardiovascular complications of diabetes was low 

among both diabetic patients and nondiabetic controls (56.9% vs 57.2%, 

p=1.000) for diabetics and nondiabetics, respectively. 
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CHAPTER V 

DISCUSSION AND RECOMMENDATIONDS 
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5.1  Discussion 

Description of participants' characteristics 

The number and percentage of diabetic females (60.5%) was higher than 

diabetic males (39.5%). This may inpart due to the fact that the time of 

collecting data conflicts with men schedule of work.  While for women the 

response was higher as most of them are housekeepers and unemployed. 

Patients with diabetes who are included in the study are less educated than 

the nondiabetic controls. May be higher educated participants are much 

aware of CVD risk factors and adopt more efficient preventive actions. 

The highest percentage of participants are without work, this because the 

highest percentage of the study population (45%) is older than 60 years old 

and females represents the high percentage of cases and most of them are 

housekeepers and without work. 

The highest percentage of participants is without income for both diabetic 

and nondiabetic controls with 74.2%, 47.8%, respectively. These findings 

indicate that the Palestinian people are among worse economic situation 

due to the political situation. A continuous closure after Al-Aqsa Intifada 

led to have many persons without jobs, then getting bad economic situation 

among many shops, trading, and etc.  
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Hypotheses 

We hypothesized that there is no association between diabetes and 

cardiovascular risk factors. Also, we hypothesized that there is no 

significant differences in the association of diabetes and cardiovascular 

disease risk factors between different gender types, place of residencies and 

positive family history of diabetes. 

- First hypothesis 

Similar to previous studies75 77 78 79, our data indicates a striking high 

prevalence of CVD risk factors which are significantly higher among 

diabetic patients in comparison to nondiabetics.   

Although there is no data about systolic and diastolic BP control among the 

Palestinian diabetic patients, but in our study the ratio of diabetics who 

have systolic hypertension is 31.1% and the ratio of diabetic patients who 

have diastolic hypertension is 30.1%.  However, the means of the DBP and 

SBP are acceptable for our study sample of diabetic patients as the goal for 

control of systolic pressure is 140 mmHg and for diastolic pressure is 90 

mmHg.  The difference between the prevalence of hypertension and the 

acceptable measurement of BP could be because of adequate 

pharmacological control in the studied sample. Another reason may due to 

the high prevalence of CVD and microvascular complications in our 

diabetic patients, so hypertension is measured and treated aggressively in 

diabetic patients for this reason134. In table 4.16, the means of SBP and 
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DBP are less in hypertensive patients with diabetes than hypertensive 

patients without diabetes. 

Although many experimental studies did not show a causal relationship 

between the glycemic level and CVD135, but it has been established that 

adequate control of glycemia among diabetic patients leads to tremendous 

reduction in the micro and macro- vascular complications of diabetes136. 

The level of control should be assessed using HbA1c rather than blood 

glucose level in blood which was not attainable in our study.  There are no 

cut off points for accepted glucose levels that can be related to development 

of CVD, but our data shows a highly uncontrolled glycemia among diabetic 

patients in the study sample as measured by FBG 188.87±72.03 a value 

which is almost double the value for nondiabetic patients 89.80±24.0 

(p=0.000).  This conclusion can be interpreted as very inadequacy in the 

glycemic control among diabetic patients either by education or 

pharmacological intervention. Moreover, this is partly due to the fact that 

more than 50% of diabetic patients in this study are with diabetes duration 

of more than ten years, and diabetes duration influences glucose level 

directly and HbA1c indirectly 137. 

Another risk factor that has been found to be high among diabetic 

Palestinians is total cholesterol level. The American Association for 

Diabetics goal for control of Cholesterol among diabetic patients (over 40 

years old) is less than 135 mg/dl62 and above this to be treated, whereas our 

sample of diabetic patient has a total cholesterol level of 195.24(±50.49) 
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which is significantly higher than the nondiabetic- cholesterol level 

186.35±33.52, p = 0.025. Also, ADA recommends that level of TG to be 

under 150 mg\dl 138. where as in our study the average of TG in the diabetic 

is 184.42 ±137.22 which was found to be significantly higher than that of 

nondiabetics 143.55±78.52,p=0.000. We measured only TC and TG, 

whereas HDL-C and LDL-C were not measured although they are 

meaningful in our study (financial reason). For any type of dyslipidemia 

(TC, TG), the prevalence was 50.7% in the whole participants and 58.2% in 

diabetic patients. This result is consistent with the results of other studies in 

Nablus75, Saudi Arabia90, Tunis78, Tahran89 and USA79. This suggests an 

important influence of diabetes on lipid profile in the diabetics in our study, 

lack of appropriate advice on diet and exercise and the shortage availability 

of regular drugs prescribed for dyslipidemia. In MoH, there is only one 

item of antilipidemia in the Palestinian Essential Drug List and it is rarely 

available in its clinics. In UNRWA, antilipidemia is not in the list of the 

drug that UNRWA makes available.  So management of dyslipidemia in 

our diabetics must receive more attention, as these patients are already at 

higher risk of CVD. It has been suggested that using lipid-lowering agents 

is very important and to be more effective and cost-effective than treating 

hyperglycemia 139. In our study diabetic patients are associated with obesity 

especially central obesity, and it is known that central obesity is associated 

with dyslipidemia140. So people with dyslipidemia especially central obesity 

people must be screened regularly for diabetes at any age. 
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Moreover, we found that diabetics have significantly higher BMI, WC and 

WHR than nondiabetic controls (P=0.000). However, about 80% of 

participants (diabetics and nondiabetics) showed overweight and obesity. 

For BMI (87.6% vs 62.9%, p=0.000), WC (74.2% vs 42.8%, p=0.000) and 

for WHR (82.6% vs 66.0%, p=0.000) for diabetics and nondiabetics, 

respectively. This reflects the increase of obesity in the Palestinian 

population as a result of urbanization, lifestyle shifting toward physical 

inactivity and increased food consumption. Similar to a study conducted in 

USA87, BMI was the strongest predictors of diabetes in patients living in 

camp.  

 Although the relation between BMI and other risk factors was not studied 

in this research, but other studies85 86 showed the importance of having 

normal BMI, as control of other cardiovascular risk factors decreases with 

having higher BMI. Moreover, after including all cardiovascular risk 

factors in the logistic regression analysis, we found in this study that WC 

predicts the likelihood of diabetes (table 4.3) and WC, WHR (table 4.7) 

among diabetic females. These results are similar to the results of a study in 

Australia88 and Canada84. 

It is important to mention that even though WHR, WC  are convenient 

measures in epidemiological studies to provide estimation of the proportion 

of abdominal or upper body fat, but they do not differentiate between 

accumulations of deep abdominal fat and subcutaneous abdominal fat 141.  
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In addition to striking prevalence of obesity among the diabetic patients in 

our study, our study shows a significantly higher physical inactivity among 

the diabetics in comparison to nondiabetic controls (p=0.001).  Prevalence 

of physical inactivity in the Palestinian with diabetes is less than the 

reported in a study conducted in US79, although the definition of physical 

activity is more restrict in our study. The consideration of physical 

inactivity in our study defined as less than 30 minutes of moderate to 

intensity physical activity a day for at least 5 days a week but in that study 

the physical inactivity was defined as having no leisure time physical 

activity or who had physical activity less than 20 minutes 3 times or more 

times per week. This may be explained that the study in US was conducted 

before ten years and people now are more aware of the benefits of physical 

activity. Contrary to our study, physical inactivity was a predictor of 

diabetes in females in a study conducted in USA87. This may due to that the 

sample size in our study was not enough compared to that conducted in the 

USA.  

The rate of smoking in all participants was 19.2%, which is close to the 

prevalence of smoking in the Palestinian population in 200632. However, 

our data shows similar rate of smoking among the two study groups which 

could be interpreted as lack of education to stop smoking. Because of the 

similarity rate of smoking in diabetics and nondiabetics, smoking was not a 

predictor of diabetes disease. Although our results are similar to the health 
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survey conducted in South Wales82, but they are different from many 

studies in which smoking is a predictor of type 2 diabetes93.  

As DNA analysis for susceptible genes for diabetes is not necessary till 

now, family history can better reflect both gene susceptibility and the other 

factors20 91.  74.9% of diabetic patients in this study had first degree family 

history of diabetes. The contribution of a positive family history is in 

agreement with the previous studies in Nablus 81%75 and also in Ramallah 

district in which FHD was a predictor of diabetes81 125. These high 

percentages of family history of diabetes revealed an obvious familial 

propagation of diabetes in the Palestinian population. Individuals with a 

family history are about 2.00-4.9 times more likely to develop diabetes than 

those without a family history (table 4.3). On the contrary to a study 

conducted in Italy92, in our study patients with positive family history of 

diabetes did not show significant differences in the risk factors and 

complications compared to those with negative family history. This may be 

explained that positive family history of diabetes has its effect on 

individuals through the development of diabetes.    

In all studies conducted in Palestine, FHD was a predictor of diabetes. 

Similarly, it has been found in our study to contribute independently to 

diabetes for all participants (diabetic females and males) and diabetes in 

patients living in the city, village and camp. However, it is rarely used to 

assess such risk in Palestine, it is only included in the patient's medical file 

after the patient has already been diagnosed with diabetes. On the contrary, 
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the American Diabetes Association, the American Heart Association and 

the National Cholesterol Education Program included family history in 

their guidelines and considered family history as a factor to be assessed and 

made decision about treatment21. WHO estimated that half of diabetes 

individuals are undiagnosed36. So the use of family history screening could 

capture many of these undiagnosed individuals who may take advantage 

from early intervention.  

In conclusion, diabetic patients in Nablus district in Palestine were found to 

have high prevalence of CVD risk factors which included SBP, DBP, 

hyperglycemia, high WC and WHR values, and high levels of TC and TG. 

Also, the diabetic patients in Palestine tend to be more obese, physically 

inactive, and equally smoker as non-diabetic controls. 

The logistic regression model was run to predict the most significant CVD 

risk factors that are independently associated with DM. Our analysis 

indicates that TC, FHD, WC and TG are significantly associated with DM 

in the Palestinian group in Nablus table 4.3.  Three of these four risk factors 

are modifiable. In a Palestinian semi-rural area, the risk factors associated 

with diabetes were age, FHD, TG and WHR81.  In Jordan, the risk factors 

were sex, age, FHD, HTN, TC and TG80. These results were comparable to 

the results in our study.   
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 Other factors which were not found to be significant in our model could 

have indirect association with DM. For example, physical inactivity could 

have an influence through TC, TG and WC.  

Given the high prevalence of CVD risk factors among diabetics, the 

prevalence of macrovascular and microvascular complications was found to 

be strikingly high; about 78% of diabetic patients in our study were found 

to have at least one microvascular or macrovascular defect.  This is 

alarming finding implies the necessity of implementing better strategies for 

the control of CVD risk factors among diabetics in Palestine.  Further 

studies are needed to locate the shortcomings in the diabetes care in the 

primary healthcare units.  Preventive intervention programs at both primary 

and secondary health care levels are warranted as treating microvascular 

and macrovascular complications could be very expensive.  

The prevalence of complications range from twofold to many folds higher 

in diabetic patients than nondiabetic controls. On the contrary to the results 

of a study conducted by Al Quds university, in which diabetes was not 

consider a significant risk factor for stroke97, diabetes in many studies was  

considered a risk factor for CHD94, heart attack95 and stroke96. A previous 

study in Finland indicated that the simultaneous presence of high FBG and 

dyslipidemia increase the risk of CHD to threefold98. Our results of diabetes 

complications are very similar to those results published in Saudi Arabia102. 

Although the complications in this study are less than the complications in 

the United Arab Emirate, the adverse risk factors are higher in our study 
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than those in the UAE. This may due partly to that methods used in 

diagnosing diabetic complications in the UAE are more sensitive as in 

nephropathy103. The rates of complications in this study were less than 

those in a study conducted in Iran99 due to the differences in settings. Our 

study was conducted in the primary health care clinics and that study in 

hospitals with more complicated conditions. Diabetes complications in 

many studies developed even after controlling blood sugar100 101, in our 

study the mean of plasma blood glucose was high, so it is expected to have 

this high prevalence of complications in our study. 

- Second Hypothesis 

Gender differences 

Several studies 112 113 114 115 116 indicated that the risk of CVD in diabetic 

female is higher than the risk in diabetic male. In this study, statistical 

significant greater adverse differences in the cardiovascular risk factors in 

diabetic versus nondiabetic were observed in women than in men, but in 

the other side the complications were more in diabetic males than diabetic 

females. This can be interpreted that important risk factors for micro- and 

macrovascular complications were more prominent in diabetic men than 

diabetic women as SBP, DBP, WHR and smoking. In other studies, SBP 

was the best predictor of CVD in men at any age and DBP in men< 60years 

old142. Furthermore, SBP was the most useful predictor of chronic kidney 

disease in men143. In Asia, the attributable risk from smoking for 
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developing CHD was about 30% in men and 3% in women144. Similarly, 

smoking showed an independent association with nephropathy145. Another 

possible explanation may include non-compliance in diabetic male with 

medications.  

 The frequencies of BMI and WC were significantly higher in diabetic 

female than diabetic males; this can be explained by the lower levels of 

physical inactivity in women than men, weight gains in pregnancy and not 

returning to optimal weight. 

The results of our study are similar to results of a study conducted in 

Pakistan and Lebanon in which the frequencies of obesity, low HDL and 

HTN were significantly higher in diabetic females117 120 but the frequencies 

of diabetic complications were higher in diabetic males 117 118 119. 

In women, measures of central obesity (WHR, WC) are from the best 

predictors of diabetes. Our result is similar to results of a study conducted 

in Australia, in which WHR is the strongest predictor of diabetes especially 

in women88. Moreover, TG was a predictor of diabetes in females while TC 

was the strongest predictor in males. Our findings differ from an Israeli 

study in TG was an independent predictor of diabetes in young male. It is 

known that TG synthesis and utilization are influenced by insulin 

sensitivity and lifestyle factors. So TG readings could be a good biomarker 

of lifestyle120. 
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Place of residency 

Diabetic patients living in the refugee camps showed higher SBP and BMI 

than other diabetic patients and this is consistent with the result of previous 

study in Nablus75. Moreover, HTN is most prevalent in diabetic patients 

living in the refugee camps. This is can be interpreted that the prevalence of 

HTN in the Palestinian refugees was higher than the national percentage, 

3.6%, 3.3%, respectively (Palestinian family health survey, 2006)30.  

Diabetic patients living in the city showed the highest means and 

frequencies of all cardiovascular risk factors except SBP and BMI (higher 

among patients living in camp). Moreover, the prevalence of diabetic 

complications was the highest among diabetic patients living in the city 

except HTN. This matches the findings that cardiovascular diseases are 

more prevalent in the urban areas due to higher prevalence of 

cardiovascular risk factors in the city than those in the village65 122 123 124. 

Diabetic patients living in camps showed almost the least frequencies of 

diabetic complications although they have nearly the same lifestyle and 

urbanization as individuals in the city. This may be interpreted that 

UNRWA diabetes clinics are more efficient in the treatment and follow up 

of diabetic patients. 

Diabetes route of treatment 

By comparing the percentages of route of treatment in Nablus district and 

the whole Palestinian population126, the results showed a higher use of 
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insulin therapy either alone or in combination with OHA in Nablus district. 

This may be interpreted that patients in Nablus have uncontrolled glycemia 

compared to other Palestinians, partly may due to the social culture and the 

availability of several sweets in Nablus.   

Diabetes duration 

The results of studies confirm the need of treatment intensification as 

diabetes duration increases127. In this study, diabetes treatment intensified in 

order to reach adequate metabolic control, but the results indicated that 

even in intensified treatment the measures of cardiovascular risk factors 

were still high as in insulin treatments. This may due to decrease insulin 

sensitivity and ß cell failure as diabetes duration increases127. Moreover, the 

frequencies of diabetic complications were significantly higher among 

those with longer duration of diabetes. These results are comparable to 

other studies 117 128. 

Hypertension 

Hypertension is a highly co-morbid condition in diabetic patients. In this 

study the prevalence of hypertension in diabetic patients was twice as 

frequent as nondiabetic controls (55.2 vs 27.0%, P= 0.000). This 

percentage is comparable to other studies105. Moreover, combination of 

diabetes and hypertension has increased the likelihood of the development 

of complications106 107. 
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SBP, FBG and TC were predictor of hypertension in this study.  Lipids and 

BP have been associated in several studies108 109 110. So recognition of 

dyslipidemia and starting treatment and lifestyle changes can reduce the 

burden of hypertension and other CVD. Similarly for SBP which was also a 

strong predictor for hypertension in Utah studies111. 

Patient's awareness of macrovascular complications 

There is no data about the level of awareness about diabetes complications 

in the Palestinian population. A study conducted in India indicated that 

diabetic patients are more aware of diabetic complications than the whole 

population132. On the contrary, the level of awareness of diabetic 

complications was comparable in diabetic patients and nondiabetics 

controls (56.9% vs 57.2%, P=0.000). These results are similar to the results 

of other studies like the one About 43% of diabetic patients are not aware 

of CVD complication of diabetes; they are more likely to be aware and 

fearful of complications of disabilities such as blindness and amputation 

(not reported), although CVD is the leading cause of diabetes-related death. 

So intensive diabetes education about diabetes complications can improve 

the patients' outcomes and glycemic control. With the knowledge of 

severity of complications, the public would not take the symptoms lightly 

and would search for medical consideration. This may cut the burden of 

diabetes and its complications. 
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The results of our study emphasize the need of multi-interventions for the 

multiple risk factors in diabetic patients, as the risk of CVD in diabetic 

patients can be lessened by a targeted, long term, intensified intervention 

for multiple risk factors146. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 
 

 

94

5.2   Recommendations 

Recommendations from the study 

 - Sustainable availability of expensive dyslipidemia medications are rarely 

achieved in MoH and never in UNRWA. So we recommend more attention 

from the decision makers about the problem of dyslipidemia in diabetic 

patients and the availability of medications.   

- In the MoH and UNRWA diabetes clinics, only BMI was used to indicate 

obesity. Other important measures as WC, WHR must be added to routine 

follow up procedure of diabetic patient's status and inform patients about 

the target value of these measures. 

- Only 56.5% of diabetic patients in this study showed both SBP less than 

140 mmHg and DBP less than 90 , but most BP guidelines now 

recommend a lower target for diabetic patients than nondiabetics, as in 

ADA 130/80 mmHg. So adding this target to our protocol for diabetes 

treatment is highly recommended. 

- In UNRWA clinics, screening for diabetes is done for all people > 40 

years old age. Just step in the MoH clinics will be helpful as many diabetes 

complications start before the diagnosis of diabetes. Moreover, it is 

recommended to consider screening in adults of any age who have risk 

factors for diabetes as central obesity, dyslipidemia and first degree family 
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history of diabetes. Moreover, diabetic patients should be screened 

frequently for early complications and treated appropriately. 

- There is a need to improve the diabetic patients' and general populations' 

awareness of diabetic complications, cardiovascular risk factors and the 

importance of lifestyle modifications. This could be achieved by improving 

patients' counseling by primary care physicians, or through campaigns and 

media to aware general populations, with messages like in Australia, reduce 

your waist, reduce your risk. 

- The results of this study indicated that type 2 diabetes mellitus is 

becoming a major public health problems. Major efforts by health policy-

makers are needed to improve public education and health programmes that 

aim at early detection and enhanced control of T2DM (especially for 

diabetic patients living in the city and diabetic males). Moreover, clustering 

of cardiovascular risk factors with DM need more attention. 

Recommendations for further researches  

- High percentage of studied diabetic patients (about 81.2%) was with 

uncontrolled FBG.  Further studies are needed to identify the causes of 

hyperglycemia that may be attributed to inefficient current treatment or 

patient's incompliance to treatment and recommended diet. 

- A considerably high percentage of cardiovascular risk factors and diabetic 

complications were revealed in our diabetic patients. Although the results 
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are apparently disappointing, they may not reflect our diabetic populations 

as a whole since the subjects selected were outpatients in the MoH and 

UNRWA diabetes clinics, further researches in this subject are 

recommended with including inpatient diabetics and diabetics in the private 

sector.  

Finally, as life expectancy in Palestine is increasing, more risk factors and 

complications of diabetes are expected in the next years. So effective 

interventions must be developed and implemented in the national level.  
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5.3 Limitation of the study 

• The study included only outpatients diabetics registered in MOH and 

UNRWA diabetes clinics, diabetic patients treated in private sector 

or in the hospitals are not included, so the results may not be 

generalizable to the overall diabetic patients. 

• Although it is a case control study but it is not able to show causality, 

as exposure and effect were measured simultaneously. 

• Part of the questionnaire was based on self-report, so there was the 

potential of recall bias, particularly about the counseling of 

cardiovascular risk factors by physician. 

 

 

 

 

 

 

 

 



 
 

 

98

REFERENCES 

1)     Gudbjörnsdottir, S., Cederholm, J., Nilsson, P.M., Eliasson, B. (2003). 

The National Diabetes Register in Sweden: an implementation of the St. 

Vincent Declaration for Quality Improvement in Diabetes Care, Diabetes 

Care. 26:1270–1276. Available on: 

http://care.diabetesjournals.org/cgi/content/abstract/26/4/1270 

(Accessed on 37 August 2008). 

2)    American Heart Association. (2008). Risk Factors and Coronary 

Heart Disease. Available on: 

http://www.americanheart.org/presenter.jhtml;jsessionid=DYNYSCU4DO

51ECQFCXPSDSQ?identifier=4726  

 (Accessed on 12 Februrary 2008). 

3)       Thomas, A., Gaziano, K.,Reddy, S., Fred, P., Susan, H & Vivek, C. 

(2006). Cardiovascular Disease. Disease Control Priorities in Developing 

Countries (2nd Edition),ed. , 645-662. New York: Oxford University Press. 

DOI: 10.1596/978-0-821-36179-5/Chpt-33  

(Accessed on 22 March 2008). 

4)     World Health Organization. 2007. Cardiovascular diseases. Available 

on: 

 http://www.who.int/mediacentre/factsheets/fs317/en/print.html.  

(Accessed on 20 June 2008). 

5)     Hobbs, F. (2004). Cardiovascular disease: different strategies for 

primary and secondary prevention?. Heart. 90(10):1217-1223.  



 
 

 

99

Doi: 10.1136/hrt.2003.027680   

(Accessed on 10 August 2008 ). 

6)         Hooper L. (2006). Primary prevention of CVD: diet and weight loss. 

British medical journal, clinical evidence .available on: 

http://clinicalevidence.bmj.com/ceweb/conditions/cvd/cvd.jsp 

(Accessed on 3 June 2008). 

7)      Center of disease control and prevention. (2006). Assessing Risk 

Factors for Chronic Disease Jordan, 2004.  Morbidity and mortality weekly 

report, 55(23); 653-655. Available on: 

http://www.cdc.gov/mmwr/preview/mmwrhtml/mm5523a3.htm 

(Accessed on 2 November 2008). 

8)       World Health Organization.(2008). Health conditions in the occupied 

Palestinian territory, including east Jerusalem, and in the occupied Syrian 

Golan.  Available on: 

http://www.who.int/gb/ebwha/pdf_files/A61/A61_ID4-en.pdf 

(Accessed on   3 March 2009). 

9)        Husseini, A., Abu-Rmeileh, N., Mikki, N., Ramahi, T., Abu-Ghosh, 

H., Barghuthi, N. et al. 2009. Cardiovascular diseases, diabetes mellitus, 

and cancer in the occupied Palestinian Territory. Health in the occupied 

Palestinian Territory 3.  

DOI: 10.1016/S0140-6736(09)60109-4. 

(Accessed on   3 March 2009). 



 
 

 

100

10)     Laakso M & Lehto S. (1997).  Epidemiology of risk factors for 

cardiovascular disease in diabetes and impaired glucose tolerance, 

Atherosclerosis, 130: S65-S75.  

Doi: 10.1016/S0021-9150(97)00314-6  

 (Accessed on   3 January 2009). 

    11)   Christopher P (2007). Cardiovascular disease and modifiable 

cardiometabolic risk factors. ScienceDirect.8 (3); 11-28.  

Doi: 10.1016/S1098-3597(07)80025-1    

(Accessed on   9 March 2008).  

12)       Bassuk, S., Manson, J. (2005). Epidemiological evidence for the 

role of physical activity in reducing risk of type 2 diabetes and 

cardiovascular disease. Journal of Applied Physiology. 99: 1193-1204. 

Doi:10.1152/japplphysiol.00160.2005. 8750 -7587/05.  

(Accessed on   6 August 2008). 

13)       Szapary, P.O., Bloedon, L.T& Foster, G.D. (2003). Physical activity 

and its effects on lipids. Current Cardiology Report. 5(6):488-492. 

Available on: 

http://hinarigw.who.int/whalecomwww.ncbi.nlm.nih.gov/whalecom0/pubm

ed/14558992?dopt=Abstract  

(Accessed on   29 June 2008). 

14)      Ozcan, U., Cao, Q., Yilmaz, E., Lee, A.H., Iwakoshi, N.N. & 

Ozdelen E. (2004). Endoplasmic reticulum stress links obesity, insulin 

action, and type 2 diabetes. Science.  306(5695):457-461.  

DOI: 10.1126/science.1103160  



 
 

 

101

(Accessed on   19 November 2008). 

15)         Matthews, Dwight E. (2004). Assessment of nutritional status and 

analytical methods. Current Opinion in Clinical Nutrition & Metabolic 

Care. 7(5):513-514. Available on: 

http://journals.lww.com/co-clinicalnutrition/pages/register.aspx 

(Accessed on   20 October 2008). 

16)      Obesity measure should be redefined to accurately assess heart 

attack risk. Bio medicine. Available on: 

http://news.bio-medicine.org/medicine-news-3/Obesity-measure-should-be-

redefined-to-accurately-assess-heart-attack-risk-7805-1/ 

(Accessed on 6 February 2009). 
  17)      World Health Organization. (2006). Obesity and overweight. WHO 

Media centre. available on:  

http://www.who.int/mediacentre/factsheets/fs311/en/index.html 

(Accessed on   25 May 2008). 

18)       Arora1, M., Koley1, S., Gupta, S & Sandhul.,J .S. 2007.  A Study 

on Lipid Profile and Body Fat in Patients with Diabetes Mellitus. Punjab, 

India. Anthropologist, 9(4): 295-298 (2007). Available on: 

http://www.krepublishers.com/02-Journals/T-Anth/Anth-09-0-000-000-

2007-Web/Anth-09-4-000-07-Abst-PDF/Anth-09-4-295-07-384-Koley-

S/Anth-09-4-295-07-384-Arora-M-Ab.pdf 

(Accessed on 12 December 2008). 

19)       McCusker, M. E. Yoon, P.W., Gwinn, M., Malarcher, A.M., Neff, 

L & Khoury, M. J. (2004). Family history of heart disease and 



 
 

 

102

cardiovascular disease risk-reducing behaviors. Genetics in medicine. 6 (3): 

153-8. Available on:  

http://www.cdc.gov/Genomics/famhistory/file/print/fhx_mckusker.pdf 

(Accessed on   6 December 2007). 

20)       Harrison, T.A., Hindorff, L. A., Kim, H., Wines, R.C., Bowen DJ, 

McGrath, B.B. et al. (2003). Family history of diabetes as a potential public 

health tool. American Journal of Preventive Medicine. 24 (2): 152-159. 

Doi: 10.1016/S0749-3797(02)00588-3  

 (Accessed on 6 December 2007). 

21)       Valdez, R., Greenlund, K.,  Khoury, M & Yoon, P. (2007).  Is 

Family History a Useful Tool for Detecting Children at Risk for Diabetes 

and Cardiovascular Diseases? A Public Health Perspective. PEDIATRICS. 

120 : S78-S86.  

Doi:10.1542/peds.2007-1010G 

 (Accessed on   6 October 2008). 

22)    Glick M. (2002). Screening for traditional risk factors for 

cardiovascular disease.   Journal of American Dental Association.133(3); 

291-300. Available on:   http://jada.ada.org/cgi/content/full/133/3/291 

(Accessed on   6 April 2009).  

 23)      Hossain, P., Kawar, B & El Nahas, M. (2007).  Obesity and 

Diabetes in the Developing World — A Growing Challenge. The New 

England Journal of Medicine.  356(3): 213-215. Available on; 

http://content.nejm.org/cgi/content/full/356/3/213 

 



 
 

 

103

(Accessed on 19 February 2009). 

24)        State-specific prevalence of obesity among adults—United States. 

(2005). The journal of the American medical association. 296 (16): 1959-

1960. Available on:  

http://jama.ama-assn.org/cgi/content/full/296/16/1959 

(Accessed on 6 August 2008). 

25)    Abdul-Rahim, H. F.,  Abu-Rmeileh, N. M. E.,  Husseini1, A., 

Holmboe-Ottesen, G.,  Jervel, J., &  Bjertness, E. 2001. Obesity and 

selected co-morbidities in an urban Palestinian population. International 

Journal of Obesity. 25(11). 1735-1740. Available on: 

http://www.nature.com/ijo/journal/v25/n11/full/0801799a.html 

(Accessed on   14 February 2007). 

26)    Reinhardt, E. (2004). The Atlas of Heart Disease and Stroke. Health 

Watch. UN Chronicle online edition, Available on: 

http://www.un.org/Pubs/chronicle/2005/issue1/0105p46.html 

(Accessed on   6 October 2008). 

27)     World health organization. (2004). Global strategy on diet, physical 

activity and health. Fifty-Seventh World Health Assembly, WHA57.17. 

Geneva. Available on:  

http://www.goforyourlife.vic.gov.au/hav/admin.nsf/images/WHO_Global_

Strategy.pdf  

(Accessed on   27 September 2008). 



 
 

 

104

28)      World Health Organization. 2006. The work of WHO in the Eastern 

Mediterranean Region, Annual report of the regional Director. Available 

on:   

http://www.emro.who.int/rd/annualreports/2006/chapter1_6.htm 

(Accessed on   7 November 2008). 

29)          Kearney, P. M., Whelton, M., Reynolds, K., Whelton, P. K. & He, 

J. A. (2004). Worldwide prevalence of hypertension: a systematic review. 

Journal of Hypertension, 22(1). 11-20. Available on: 

http://www.ncbi.nlm.nih.gov/pubmed/15106785?dopt=AbstractPlus 

(Accessed on   4 August 2008). 

30)    The Palestinian Central Bureau of Statistics. (2008). The 

demographic characteristics of the Palestinian Refugees. Available on: 

http://209.85.129.132/search?q=cache:ZqI1yBrl8HsJ:www.pcbs.gov.ps/Por

tals/_pcbs/PressRelease/FINAL%2520COPY%2520REFUGEE%2520DA

Y%2520Edit.pdf+hypertension+in+palestinian+refugees&cd=7&hl=en&ct

=clnk 

 (Accessed on   9 March 2009). 

31)      Shafey O, Dolwick S & Guindon E. (2003). Tobacco control 

country profiles, 2nd edition, 12th World Conference on Tobacco or 

Health, Helsinki.  Atlanta GA: American Cancer Society Inc., World 

Health Organization, International Union Against Cancer. Available on:  

http://www.wpro.who.int/NR/rdonlyres/437C3114-24FE-45CA-9A62-

8E119BC66CC6/0/TCCP2.pdf  

 



 
 

 

105

(Accessed on 4 September 2007). 

32)      The Palestinian Central Bureau of Statistics. (2006). The  prevalence 

of smoking in the Palestinian territory.  Available on: 

http://www.pcbs.gov.ps/Portals/_PCBS/Documents/Monthly%20bulletin_2

5/Monthly%20bulletin_e.htm  

(Accessed on   13February 2009). 

33)       Andreoli, T. E., Carpenter, C., Griggs, R. C &  Benjamin I J. (2007) 

Andreoli and Carpenters Cecil essentials of Medicine, 7th  Edition, 

Saunders Philadelphia. 

 34)     Kumar, P., Clark, M . (2002). Clinical medicine, fifth edition, 

Saunders. 

35)    World Health Organization (2008). Diabetes, Media centre. Available 

on: http://www.who.int/mediacentre/factsheets/fs312/en/ 

(Accessed on 3 November 2007). 

36)     King, H., Aubert, R.E & Herman, W.H. (1998). Global burden of 

diabetes, 1995-2025: prevalence, numerical estimates, and projections.  

Diabetes Care; 21(9):1414-31. Available on: 

 http://www.ncbi.nlm.nih.gov/pubmed/9727886 

(Accessed on   6 November 2008). 

37)      International Diabetes Federation. (2000). Diabetes  atlas. Brussels: 

International Diabetes Federation. Available on: 

www.eatlas.idf.org/Prevalence/All_diabetes/ - 13k 

(Accessed on   6 Novemebr 2007 ). 



 
 

 

106

38)         Jamison, D.T., Breman, J.G., Measham, A.R., Alleyne, G., Claeson 

M., Evans, D.B., et al. (2006). "Cost–Effective Strategies for 

Noncommunicable Diseases, Risk Factors, and Behaviors." Priorities in 

Health,ed. , 97-128. New York: Oxford University Press.  

DOI: 10.1596/978-0-8213-6260-0/Chpt-5.  

(Accessed on October 2007) 

39)   Diabetes UK. (2007). Diabetes Prevalence 2007. Available on: 

http://www.diabetes.org.uk/en/Professionals/Information_resources/Report

s/Diabetes-prevalence-2007/  

(Accessed 2 May 2008) 

40)       Type 2 diabetes patients are massively uncontrolled in Middle East. 

(2008). Available on:  http://www.ameinfo.com/158504.html  

(Accessed on 6 February 2009). 

41)         Home, Ph. (2004). Diabetes action now. Diabetes Voice. 49(2). 

Avilable on:  www.diabetesvoice.org.  

 (Accessed on 13 October 2009) 

 42)        Hussein, A., Abdul-Rahim, H., Awartan, F., Jervell, J. & Bjertness, 

E. (2000). Prevalence of diabetes mellitus and impaired glucose tolerance 

in a rural Palestinian population.  Eastern Mediterranean Health Journal. 

6. (5/6), 1039-1045.  Available on: 

 http://www.emro.who.int/publications/emhj/0605/24.htm 

(Accessed on   12 February 2007). 



 
 

 

107

 43)     Abdul-Rahim, H. F., Husseini, A., Giacaman, R., Jervell, J& 

Bjertness, E. (2001). Diabetes mellitus in an urban Palestinian population: 

prevalence and associated factors.  Eastern Mediterranean Health Journal. 

7(1-2), 67-78. Available on: 

http://www.ncbi.nlm.nih.gov/pubmed/12596954                        

 (Accessed on 10 April 2008). 

44)      Palestinian  ministry of  health. (2005). Annual Report of Health 

Status  in Palestine .p 64 

45)      Ten leading causes of death in the USA for 2003. U.S National 

Center for Health Statistics, Health, United States, 2005. Available on: 

http://www.infoplease.com/science/health/leading-causes-death-us-

2003.html.  

(Accessed on 7 June 2008). 

46)    Samhouri, S. (2007). Looking beyond numbers: The Palestinian 

socioeconomic crisis of 2006. Middle East Brief. No 16. Available on: 

http://www.brandeis.edu/crown/publications/meb/MEB16.pdf 

(Accessed on   6 August 2008). 

47)   Abu-Rmeileh NME, Husseini A, Abu-Arqoub O, Hamad M, 

Giacaman R. 2008. Mortality patterns in the West Bank, Palestinian 

Territories, 1999-2003. Preventing Chronic Disease. 5 (4). Available on: 

http://www.cdc.gov/pcd/issues/2008/oct/07_0184.htm.  

(Accessed on April 2009). 



 
 

 

108

48)     World Health Organization. Mortality Country Fact Sheet 2006. 

Available on:  

http://www.who.int/whosis/mort/profiles/mort_emro_lbn_lebanon.pdf 

(Accessed on   20 July 2008). 

49)       Thisted, H. (2007).  Cardiovascular complications of type 2 diabetes 

mellitus. Available on: 

http://www.servier.com/pro/diabetologie/diabetographia/ud/14.asp 

(Accessed on   28 February 2008). 

50)     Australian Institute of Health and Welfare. (2004). The ninth 

biennial health report. AIHW Cat. No.AUS 44. available on: 

http://www.aihw.gov.au/publications/aus/ah04/ah04-050222.pdf 

(Accessed on   26 October 2007). 

51)    World Health Organization. Measurement and health information. 

Available on: 

http://www.who.int/entity/healthinfo/statistics/bodgbddeathdalyestimates.xl

s (Accessed on   9 February 2009). 

52)   Fowler. M.J. (2008). Macrovascular and microvascular complications 

of diabetes. Clinical Diabetes.  26: 77-82.  

 DOI: 10.2337/diaclin.26.2.77  

(Accessed on 4 March 2009). 

 53)       Haffner, S.M., Lehto, S., Ronnemaa, T., Pyörälä, K., & Laakso, M. 

(1998). Mortality from coronary heart disease in  subjects with type 2 

diabetes and in nondiabetic subjects with and without prior myocardial 

infarction, The New England Journal of Medicine, 339:229–243.  



 
 

 

109

Available on:  http://content.nejm.org/cgi/content/abstract/339/4/229 

(Accessed on   14 December 2007). 

 54)       Grundy, S. M., Pasternak, R., Greenland, P., Smith, S & Fuster, V.  

(1999). Assessment of Cardiovascular Risk by Use of Multiple-Risk-Factor 

Assessment Equations.  Circulation. 100 (13): 1481-1492.  

Available on: http://circ.ahajournals.org/cgi/content/full/100/13/1481 

(Accessed on 7 December 2007). 

55)       Bianchi, C., Miccoli, R., Penno, G., Del Prato, S. (2008). Primary 

prevention of cardiovascular disease in people with dysglycemia. Diabetes 

Care. 31:S208-S214.  

DOI: 10.2337/dc08-s256  

(Accessed on   6 April 2000). 

56)     Laakso M. (1995).  Epidemiology of diabetic dyslipidemia. Diabetes 

Review ;3:408-22.  ( Accessed on  10 June 2008). 

 57)      Garber, A. J. (2000). Attenuating Cardiovascular Risk Factors in 

Patients with Type 2 Diabetes, American Family Physician,  62(12). 

Available on: http://www.aafp.org/afp/20001215/2633.html 

(Accessed on 6 November 2007). 

58)  Klein, R. (1995). Hyperglycemia and microvascular and 

macrovascular disease in diabetes.  Diabetes Care. 18(2): 258-268. 

available on:  

http://care.diabetesjournals.org/cgi/content/abstract/18/2/258 

(Accessed on 10 November 2007). 



 
 

 

110

59)      Kaplan, N. M.  (2009). Genetic factors in the pathogenesis of 

essential hypertension. Update for patients. Available on: 

http://www.uptodateonline.com/patients/content/topic.do?topicKey=~1KfJ

HU8NGoNtjxK  

(Accessed on 7 April 2009). 

60)   Sowers, J. R., Epstein, M & Frohlich, E. D. (2001). Diabetes, 

hypertension, and cardiovascular disease: an update. Hypertension. 37(4): 

1,053–1,059. Available on: 

http://hyper.ahajournals.org/cgi/reprint/37/4/1053.pdf  

(Accessed on 27 December 2007). 

61)         Schutta, M. (2007).  Diabetes and Hypertension: Epidemiology of 

the Relationship and Pathophysiology of Factors Associated With These 

Comorbid Conditions.  Journal of the CardioMetabolic Syndrome.  2 

(2): 124 – 130.  Available on: 

http://www3.interscience.wiley.com/journal/118001830/abstract?CRETRY

=1&SRETRY=0  

(Accessed on 7 December 2008). 

62)      American Diabetes Association. (2004). Updated Guidelines for 

Treating Diabetes: ADA Issues New, available on; 

http://www.diabetes.org/for-media/2004-press-releases/updated-

guidelines.jsp   

(Accessed on 28 December 2008). 

63)    Mendelsohn, M. (2008). Hormones and cardiovascular disease. 

Gynecological Endocrinology. 24(9): 483-484. Available on: 



 
 

 

111

http://www.highbeam.com/doc/1P3-1607958521.html  

(Accessed on 15 April 2009). 

64)      Howard, B.V., Cowan, L.D., Go, O., Welty, T.K., Robbins, D.C., & 

Lee, E.T. (1998). Adverse effects of diabetes on multiple cardiovascular 

disease risk factors in women. The Strong Heart Study. Diabetes Care. 

21(8): 1258-1265. Available on: 

http://care.diabetesjournals.org/cgi/content/abstract/21/8/1258 

(Accessed on 15 November 2007). 

65)    Al Mosa, S., Allin, S., Jemiai, N., Al lawati, J & Mossialos, E. 

(2004).  Diabetes and urbanization in the Omani population: an analysis of 

national survey data. Population Health Metrics. 4:5. doi: 10.1186/1478-

7954-4-5 

(Accessed on 9 September 2007). 

66)     World Health Organization. (2006). The health crisis in the occupied 

Palestinian territory Strategy Paper. Palestine. Available on: 

http://www.who.int/hac/crises/international/wbgs/OPT_draft_strategy_pape

r7.pdf  

(Accessed on 19 August 2008). 

67)   Palestinian Ministry of Health. (2005). MOH Medium Term 

Development Plan (2006-2008). 

68)      World Health Organization. Country Cooperation Strategy for WHO 

and the Occupied Palestinian Territory 2006–2008. Regional Office for the 

Eastern Mediterranean. Available on: 



 
 

 

112

http://www.who.int/countryfocus/cooperation_strategy/ccs_pse_en.pdf 

(Accessed on 14 April 2009). 

69)  Ministry of Health. (2006). Annual Statistics Report. Health 

Information Centre. 
 70)    Palestinian central bureau of statistics. (2007). Palestinian 

Population by Refugees Status, available on: www.pcbs.gov.ps 

71)      Abdeen, H. (2006). Chronic Diseases in Palestine: The Rising Tide.  

Israeli-Palestinian Public Health Magazine (Bridges). 2(3). Available on: 

http://www.abudis.net/chronic_diseases_in_palestine.htm 

(Accessed on 22 December 2008). 

72)       Faitelson, Y. (2009). The politics of Palestinian demography.    The 

Middle East Quarterly. Available on:  http://www.meforum.org/2124/the-

politics-of-palestinian-demography. (Accessed on 10 May 2009).   

73)        Palestinian Central Bureau of Statistics. (2006). Demographic and 

Socioeconomic Status of the Palestinian People at the end of 2006 

available on: 

https://www.pcbs.gov.ps/DesktopDefault.aspx?tabID=4135&lang=en 

(Accessed on 18 March 2009). 

74)            Matria, A., Khatin, R., Donaldson, C., Bossert, T., Hunter, D. J., 

Alsayed, F., et al. (2009). The health-care system: an assessment and 

reform agenda. The Lancet.  

Doi:10.1016/S0140-6736(09)60111  

(Accessed on 20 May 2009). 



 
 

 

113

75)    Al- Khalil, S., Amin, R & Yaish, S. (2000).  Non-insulin dependent 

diabetes mellitus profile in Nablus District, Palestine. Unpublished master 

thesis. An Najah University 

76)      Palestinian Central Bureau of Statistics. (2005-2006). Demographic 

Statistics of the Palestinian People. 

77)        Christian, A.S., Gerd, H., Detlev, G., Christian, A., Birna, B.w & 

Hans-Georg, P. (2007). Prevalence of Cardiovascular Risk Factors in 

Middle-Aged Type 2 Diabetic Automobile Employees Assessed at the 

Workplace, Journal of Occupational & Environmental Medicine, 

49(5):481-483. Available on: 

http://www.joem.org/pt/re/joem/abstract.00043764-200705000-00003.htm 

(Accessed on 19 May 2009). 

78)       Khiari, K., Cheikhrouhou, H., Hadj, I & Ben Abdallah, N. (2006). 

Cardiovascular risk factors and macrovascular complications in type 2 

diabetes .Endocrine Abstracts. 11: P318.  Available on:   

http://www.endocrine-abstracts.org/ea/0011/ea0011p318.htm 

(Accessed on 6 January 2009). 

79)          Egede, L.E & Zheng, D. (2002) Modifiable Cardiovascular Risk 

Factors in Adults with Diabetes: Prevalence and Missed Opportunities for 

Physician Counseling. Archive of Internal Medicine. 162 (4): 427-433. 

Available on:  

http://archinte.ama-assn.org/cgi/content/full/162/4/427 

(Accessed on 29 December 2007). 



 
 

 

114

80)         Ajlouni, K., Jaddou, H &   Batieha, A. (1998).  Diabetes and 

impaired glucose tolerance in Jordan: prevalence and associated risk 

factors.  Journal of Internal Medicine. 244: 317–323. Available on: 

http://www3.interscience.wiley.com/journal/119129148/abstract?CRETRY

=1&SRETRY=0    

 (Accessed on 29 December 2007).         

81)     Husseini, A., Abdul-Rahim, H., Giacaman, R., Jervell, J & Bjertness, 

E. (2003). Selected factors associated with diabetes mellitus in a rural 

Palestinian community.  International medical journal of experimental and 

clinical research.  9(5):CR181-5. Available on: 

http://hinarigw.who.int/whalecomwww.medscimonit.com/whalecom0/fullt

xt_free.php?ICID=11075  

(Accessed on 25 December 2007). 

82)  New South Wales Chief Health Officer. (2006). Diabetes,  

Cardiovascular risk factors. Available on:   

http://www.health.nsw.gov.au/publichealth/chorep/dia/dia_cvdrf_dia.htm  

(Accessed on 25 December 2008).  

83)    Hosseinpanah, F., Rambod, M & Azizi, F. (2007). Population 

attributable risk for diabetes associated with excess weight in Tehranian 

adults: a population-based cohort study, BioMed Central  Public Health, 

7:328  

Doi:10.1186/1471-2458-7-328  

(Accessed on 29 May 2009). 



 
 

 

115

84)   Janiszewski, P. M., Janssen, I & Ross R. (2007). Does Waist 

Circumference Predict Diabetes and Cardiovascular Disease Beyond 

Commonly Evaluated Cardiometabolic Risk Factors? Diabetes Care. 30 

(10): 3105-3109.  

DOI: 10.2337/dc07-0945 

(Accessed on 23 March 2009).  

85)     Salem, W. (2004). As obesity increases in people with diabetes, so 

does risk of cardiovascular disease. Wake Forest University Baptist 

Medical Center News. Available on:  

http://www1.wfubmc.edu/News/NewsARticle.htm?ArticleID=1489 

(Accessed on  29 May 2008). 

86)        Ridderstråle, M., Gudbjörnsdottir, S., Eliasson, B., Nilsson, P.M & 

Cederholm, J. (2006). Obesity and cardiovascular risk factors in type 2 

diabetes: results from the Swedish National Diabetes Register. Journal of 

Internal Medicine; 259(3):314-22. doi:10.1111/j.1365-2796.2006.01617.x 

(Accessed on 22 January 2009). 

87)   Rana, J.S., Li T.Y., Manson J.E & Hu F.B. (2007). Adiposity 

Compared With Physical Inactivity and Risk of Type 2 Diabetes in 

Women. Diabetes Care. 30:53-58.  

DOI: 10.2337/dc06-1456  

(Accessed on 29 November 2008). 
 



 
 

 

116

88)     O’Dea, K., Cunninghamb, J., Maple-Brownb, L., Weeramanthric,T., 

Shawd, J., Dunbar, T. et.al. (2008). Diabetes and cardiovascular risk factors 

in urban Indigenous adults: Results from the DRUID study. Diabetes 

Research and Clinical Practice. 80(3).483-489. 

doi:10.1016/j.diabres.2008.02.008 

(Accessed on 20 May 2009).      

89)      Ghoddusi, K.,  Ameli, J., Kachuee, H.,  Pourfarziani,V., Saadat A.&  

Karami Q.(2008) Association of diabetes mellitus and dyslipidaemias in the 

Tehran population. Eastern Mediterranean Health Journal. 14 (3). 

Available on: 

http://www.emro.who.int/publications/emhj/1403/article15.htm 

(Accessed on 29 January 2009). 

90)   Habib, S.S. (2006). Frequency distribution of atherogenic 

dyslipidemia in Saudi type 2 diabetic patients, Pak Journal of Physiol; 2(2). 

Available on:  http://www.pps.org.pk/PJP/2-2/shahidhabib.pdf  

(Accessed on 27 May 2008). 

91)       Meigs,G. B.,  Shrader,P.,  Sullivan,L,M., McAteer, G, B., Fox, 

C.S.,  Dupuis, J. et. al. (2008).  Genotype score in addition to common risk 

factors for prediction of type 2 diabetes. The New England journal of 

medicine. 359:2208-2219. Available on: 

 http://content.nejm.org/cgi/content/abstract/359/21/2208 

(Accessed on 20 March 2009). 

92)      Micossi1.P., Gallus1.G., Valsania1.P., Garancini P, Radaelli G & 

Pozza G.(1987). First degree family history of diabetes and risk factors for 



 
 

 

117

cardiovascular disease in non-diabetic subjects in the National Telephone 

Company: A metabolic survey. European Journal of Epidemiology. 3(1); 

46-53. 

 Available on:  http://www.ncbi.nlm.nih.gov/pubmed/3582599 

(Accessed on 29 July 2008). 

93)          Wannamethee, S, Shaper, A. G & Perry, I.V. (2001). Smoking as 

a modifiable risk factor for type 2 diabetes in middle-aged men. Diabetes 

Care. 24 (9) :1590-1595. Available on: 

http://hinarigw.who.int/whalecomcare.diabetesjournals.org/whalecom0/cgi/

reprint/24/9/1590?maxtoshow=&HITS=10&hits=10&RESULTFORMAT=

&fulltext=smoking&andorexactfulltext=and&searchid=1&FIRSTINDEX=

0&sortspec=relevance&resourcetype=HWCIT 

(Accessed on 29 December 2007). 

94)    Kannel WB, McGee DL. (1979). Diabetes and cardiovascular 

disease. The Journal of the American Medical Association.241 (19):2035-

2038. Available on:  

http://Jama.ama-assn.org/cgi/content/abstract/241/19/2035. 

(Accessed on 20 September 2008).41 No. 19 

95)        Yusuf, S., Hawken, S., Ounpuu, S., Dans, T., Avezum. A., Lanas, 

F., et al. (2004). Effect of potentially modifiable risk factors associated 

with myocardial infarction in 52 countries (the Interheart Study). The 

Lancet, 364(9438): 937-952.   

Doi:10.1016/S0140-6736(04)17018-9 

 (Accessed on 26 May 2008). 



 
 

 

118

96)       Connor, K. (2007).  Risk of stroke doubles if diagnosed with Type 

2 diabetes. Bio medicine.  

Available on: 

 http://www.bio-medicine.org/biology-news/Risk-of-stroke-doubles-if-

diagnosed-with-Type-2-diabetes-5483-1.  

(Accessed on 5November 2007). 

97)       Abed, Y.,  Al Dweik,M & Amro, A. (2000). Stroke risk factors in 

Hebron city- Al Ahli hospital. Unpublished master thesis. Al Quds 

University.       

98)        Lehto, S., Ronnemaa, T., Haffner, S.M., Pyorala, K., Kallio, V & 

Laakso, M. (1997). Dyslipidemia and hyperglycemia predict coronary heart 

disease events in middle-aged patients with NIDDM.  Diabetes. 46(8): 

1354-1359. Available on: 

http://diabetes.diabetesjournals.org/cgi/content/abstract/46/8/1354 

(Accessed on 29 June 2008). 

99)        Mkhlough, A., Akha,O & Rashidighader, F. (2008). Prevalence of 

hypertension in diabetic patients in Sari, Iran. Research Journal of 

Biological Sceince. 3(4):438-440. Available on: 

www.medwelljournals.com/fulltext/rjbs/2008/438-440.pdf 

(Accessed on 20 May 2009). 

100)    Turner, R., Cull, C & Holman, R. (1996). United Kingdom 

Prospective Diabetes Study 17: a 9-year update of a randomized, controlled 

trial on the effect of improved metabolic control on complications in non-



 
 

 

119

insulin-dependent diabetes mellitus, Annals of Internal Medicine. 124 (1 Pt 

2): 136-145. Available on: 

  http://www.ncbi.nlm.nih.gov/pubmed/8554206 

(Accessed on 25 March 2008). 

101)    Karvestedt L. (2009). Progressive elements in type 2 diabetes, 

studies on secondary failure and diabetic complications, thesis. Available 

on:    http://diss.kib.ki.se/2009/978-91-7409-287-5/thesis.pdf 

 (Accessed on 27 May 2009). 

102)    El-Asrar, A. M.,  Al-Rubeaan, K. A., Al-Amro, S.A., 

Moharram,Q.A & Kangave, D. (2001). Retinopathy as a predictor of other 

diabetic complications, International Ophthalmol. 24 1–11. Available on: 

https://www.researchgate.net/publication/11371683_Retinopathy_as_a_pre

dictor_of_other_diabetic_complications  

(Accessed on 26 July 2008). 

103)        Saadia, H., Carruthersa, S, G., Nagelkerkeb,N., Al-Maskarib, F., 

Afandic, B & Reedd R0 (2007).  Prevalence of diabetes mellitus and its 

complications in a population-based sample in Al Ain, United Arab 

Emirates. Diabetes Research and Clinical Practice. 78 (3). 369-377.  

Doi:10.1016/j.diabres.2007.04.008. 

 (Accessed on  29 December 2008).  

104)    The American Diabetes Association. Diabetes cardiovascular 

disease review. Diabetes in Hypertension. Available on: 

 http://www.diabetes.org/uedocuments/ADACardioReview_2.pdf 

(Accessed on 10 March 2009) 



 
 

 

120

105)        Tai, T.Y., Chuang, L.M., Chen, C.J & Lin, B.J. (1991). Link 

between hypertension and diabetes mellitus epidemiological study of 

Chinese adults in Taiwan. Diabetes care. 14(11):1013-20. Available on: 

http://www.ncbi.nlm.nih.gov/pubmed/1797481  

(Accessed on 24 May 2008). 

106)         Adler, A.I., Stratton, I.M., Neil, H.A., Yudkin, J.S., Mathews, 

D.R., Cull, C.A., et al. (2000). Association of Systolic Blood Pressure with 

Macrovascular and Microvascular Complications of Type 2 diabetes 

(UKPDS 36): Prospective Observational Study. British Medical Journal. 

321(7258): 412-9.   

Doi:10.1136/bmj.321.7258.412  

(Accessed on 29 January 2008). 

107)  Rahman, S & Zia, I. (2004). Prevalence of microvascular 

complications among diabetic patients. Pakistan Journal of Medical 

Research. 43 (4). Available on: 

 http://www.pmrc.org.pk/434/4343.pdf  

(Accessed on 29 February 2008). 

108)        Halperin, R. O., Sesso, H.D., Ma, J., Buring, J.E., Stampfer, M & 

Gaziano, J.M. (2006). Dyslipidemia and the Risk of Incident Hypertension 

in Men. Hypertension .47:45-50.   

Doi: 10.1161/01.HYP.0000196306.42418.0e  

(Accessed on 29 December 2008). 



 
 

 

121

109)    Laaksonen, D. E., Niskanen, L., Nyyssönen, K., Lakka, T.A., 

Laukkanen, J.A & Salonen, J.T. (2008). Dyslipidaemia as a predictor of 

hypertension in middle-aged men.  European Heart Journal. 29(20):2561-

2568.  

Doi:10.1093/eurheartj/ehn061  

(Accessed on 17 March 2009). 

110)   Castelli, W.P & Anderson, K. (1986). A population at risk. 

Prevalence of high cholesterol levels in hypertensive patients in the 

Framingham Study. The American Journal of Medicine. 80(2A): 23-32. 

Available on: 

http://www.ncbi.nlm.nih.gov/pubmed/3946458 

 (Accessed on 29 July 2008).  

111)     Hunt, S.C., Stephenson, S.H., Hopkins, P.N & Williams, R.R. 

(1991). Predictors of an increased risk of future hypertension in Utah. A 

screening analysis. Hypertension. 17(6): 969-976. Available on: 

http://hyper.ahajournals.org/cgi/reprint/17/6/969.pdf 

(Accessed on 10 January 2008).  

112)      Vlajinac, H., Ilic, M. Marinkovic, J. (1992). Cardiovascular risk 

factors and prevalence of coronary heart disease in type 2 (non-insulin-

dependent) diabetes, European Journal of Epidemiology.  8(6): 783-788.  

DOI: 10.1007/BF00145320.   

(Accessed on 29 October 2008).   



 
 

 

122

113)    Wang, Z & Hoy, E.W. (2004). Association between diabetes and 

coronary heart disease in Aboriginal people: are women disadvantaged? 

The Medical Journal of Australia.180 (10): 508-511. Available on: 

http://www.mja.com.au/public/issues/180_10_170504/wan10838_fm.html 

(Accessed on 29 December 2008). 

114)       Almdal, T., Scharling, H., Jensen, J.S &  Vestergaard, H. ( 2004). 

The Independent Effect of Type 2 Diabetes Mellitus on Ischemic Heart 

Disease, Stroke, and Death. Archives of Internal Medicine. 164(13):1422-

1426. Available on:  

http://archinte.ama-assn.org/cgi/reprint/164/13/1422.pdf 

(Accessed on 29 August 2008). 

115)    Kannel, W.B & McGee, D.L. (1979). Diabetes and glucose 

tolerance as risk factors for cardiovascular disease: the Framingham study. 

Diabetes care. 2(2): 120-126. Available on:  

http://care.diabetesjournals.org/cgi/content/abstract/2/2/120. 

(Accessed on 22 March 2008). 

116)      Williams, K., Tchernof, A., Hunt, K., Wagenknecht, L., Haffner. S 

& Sniderman, A. (2008).  Diabetes, Abdominal Adiposity, and Atherogenic 

Dyslipoproteinemia in Women Compared With Men, Diabetes. 57:3289-

3296.  

DOI: 10.2337/db08-0787  (Accessed on 30 April 2009). 

117)      Basit, A., Hydrie, M.Z., Hakeem, R., Ahmedani, M.Y & Masood 

Q. (2004). Frequency of chronic complications of type 2 diabetes. Journal 



 
 

 

123

of College of Physicians and Surgeons Pakistan. 14(2): 79-83. Available 

on:   http://www.clinision.com/pdf/study4.pdf  

(Accessed on 23 March 2008). 

118)    Osterweil, N. (2007). Type 2 Diabetes Complications Exact Heavy 

Toll.  American Association of Clinical Endocrinologists Meeting. 

Available on: 

http://www.medpagetoday.com/MeetingCoverage/AACE/5438 

(Accessed on 29 August 2008). 

119)        Jurado, J., Ybarra, J., Solanas, P., Caula, J., Gich, I., Pou, J. et .al. 

(2009). Prevalence of cardiovascular disease and risk factors in a type 2 

diabetic population of the North Catalonia diabetes study. Journal of the 

American Academy of Nurse Practitioners. 21(3): 140-148. Available on: 

http://hinarigw.who.int/whalecomdownload.interscience.wiley.com/whalec

om0/cgi-bin/fulltext/122260208/PDFSTART  

(Accessed on  22 May 2009). 

120)       Salti, I., Khogal, Mi., Alam, S., Abu Haidar, N & Masri, A. 

(1997). Epidemiology of diabetes mellitus in relation to other 

cardiovascular risk factors in Lebanon, Eastern Mediterranean Health 

Journal. 3(3): 462-471.  

Available on: http://www.emro.who.int/Publications/Emhj/0303/09.htm 

(Accessed on 20 March 2008). 

121)       Tirosh, A., Shai, I., Bitzur, R., Kochba, I., Tekes-Manova, D & 

Israeli, E. et. Al. (2008). Changes in triglyceride levels over time and risk 

of type 2 diabetes in young men. Diabetes Care. 31:2032-2037 



 
 

 

124

DOI: 10.2337/dc08-0825  

(Accessed on 29 March 2009). 

122)     Ramachandran, A., Mary, S., Yamuna, A.,  Murugesan, N & 

Snehalatha, C. (2008).  High Prevalence of  Diabetes and Cardiovascular 

Risk Factors Associated With Urbanization in India. Diabetes Care. 

31:893-898, 2008.  

DOI: 10.2337/dc07-1207  

(Accessed on 20 April 2009). 

123)        el Mugamer, I.T., Ali Zayat, A.S., Hossain, M.M & Pugh, R.N. 

(1995). Diabetes, obesity and hypertension in urban and rural people of 

Bedouin origin in the United Arab Emirates. The Journal of Tropical 

Medicine and Hygiene. 98:407-415. Available on: 

http://www.ncbi.nlm.nih.gov/pubmed/8544223  

(Accessed on 29August 2008). 

124)     Abdul-Rahim, H., Husseini, A., Bjertness, E., Giacaman, 

R.,Gordon, N & Jervell, J. (2001).  The metabolic syndrome in the West 

Bank population. An urban rural comparison. Diabetes Care.  24:275-279. 

Available on: 

http://care.diabetesjournals.org/cgi/reprint/24/2/275 

(Accessed on 27 July 2008). 

125)    Abdul-Rahim, H., Husseini, A., Giacaman, R., Jervell, J & 

Bjertness, E. (2001). Diabetes mellitus in an urban Palestinian population: 



 
 

 

125

prevalence and associated factors. Eastern Mediterranean Health Journal.  

7(1/2): 67-78. Available on: 

http://www.emro.who.int/publications/EMHJ/0701/09.htm 

(Accessed on 28 April 2008). 

126)    Maan News. Increasing the percentage of incident diabetic patients 

to more than half in 2008. Available on: 

http://www.maannews.net/arb/ViewDetails.aspx?ID=148728&MARK 

(Accessed on 26 March 2009). 

127)    Logtenberg, S.JJ., Kleefstra, N., Ubink-Veltmaat, L.J., Houweling, 

S.T & Bilo, H.J. (2007). Intensification of therapy and no increase in body 

mass index with longer disease duration in type 2 diabetes mellitus 

(ZODIAC-5). Family Practice. 24(6):529-531; 

Doi:10.1093/fampra/cmm064  

(Accessed on 6 April 2009). 

128)       Fox, C.S., Sullivan, L., D'Agostino, R.B & Wilson, P.W. (2004). 

The significant effect of diabetes duration on coronary heart disease 

mortality: the Framingham Heart Study. Diabetes Care. 27(3):704-8. 

Available on: 

http://care.diabetesjournals.org/cgi/reprint/27/3/704 

(Accessed on 18 May 2008). 

129)     Lenfan, C., Gorden, P. (1999). Diabetes mellitus; a major risk 

factor for cardiovascular disease. Circulation. 100:1132-1133 Available on: 

 http://www.circ.ahajournals.org/cgi/content/full/100/10/1132 



 
 

 

126

(Accessed on  19 March 2008). 

130)     Tuncer, D., Clough, L & Pierce, B. ( 2002). Awareness of Link 

Between Diabetes,Heart Disease and Stroke Critically Lacking. The 

American Diabetes Association.  Available on: 

 http://www.diabetes.org/uedocuments/marketresearch.pdf 

(Accessed on 10 March 2008)  

131)     Malarcher, A.M., Ford, E.S., Nelson, D.E., Chrismon, J.H., 

Mowery, P., Merritt, R.K & Herman, W.H. (1995). Trends in cigarette 

smoking and physicians' advice to quit smoking among people with 

diabetes in the U.S. Diabetes Care. 18(5): 694-697. Available on:  

http://care.diabetesjournals.org/cgi/content/abstract/18/5/694 

(Accessed on  23 May 2008). 

132)      Mohan D, Raj D, Shanthirani CS, Datta M, Unwin NC, Kapur A, 

Mohan V. (2005). Awareness and knowledge of diabetes in Chennai--the 

Chennai Urban Rural Epidemiology Study [CURES-9]. Journal of 

Association of Physicians of India. 53:283-287. Available on: 

http://www.japi.org/april2005/O-283.pdf 

 (Accessed on  20 July 2008). 

133)      Diabetes National Action program. 2007 Campaign information for 

health professionals. Australia. Available on : 

http://www.diabetesaction.com.au/diabetesaustralia/skillsEDIT/clientuploa

ds/59/118964%20DAV%202007%20Campaign%20final1_1.pdf 

(Accessed on  20 December 2008). 



 
 

 

127

134)   Simmons, D. (2008).  Characteristics and blood pressure 

management in patients with and without diabetes in primary care in rural 

Victoria. Diabetes Research and clinical practice. 81(1):19-24. Available 

on:   http://www.ncbi.nlm.nih.gov/pubmed/18433913  

(Accessed on 11 May 2009). 

135)            Vijan, S & Hayward, R.A.( 2003). Treatment of Hypertension in 

Type 2 Diabetes Mellitus: Blood Pressure Goals, Choice of Agents, and 

Setting Priorities in Diabetes Care. Annals of Internal Medicine.   

138(7):593-602.Available on:   

http://www.annals.org/cgi/content/full/138/7/593#FN 

(Accessed on 12 August 2008) 

136)         Stratton, S., Adler, A., Neil, A., Mathews, D., Mantey, S., Cull, 

C., Hadden, D., Turner, R & Holman, R. (2000). Association of glycaemia 

with macrovascular and microvascular complications of type 2 diabetes 

(UKPDS 35): prospective observational study. British Medical Journal.  

321:405-412. 

 Doi:10.1136/bmj.321.7258.405 

 (Accessed on 10 October 2008). 

137)       Gloria-Botthini, F., Antonacci, E., Bottini, N.,Ogana, A., Borgiani, 

P.,De Santis, G. et.al. . (2000). Rh blood groups and diabetic disorders: Is 

there an effect on glycosylated hemoglobin level? Human Biology. 72 (2): 

287-294. Available on: 

http://www.ncbi.nlm.nih.gov/pubmed/10803660  

(Accessed on December 2008). 



 
 

 

128

138)   Meyers, C., Carren, M., Wong, N., Abraira, C., Duckworth, W & 

Kashyap, M. (2006).  Baseline Achievement of Lipid Goals and Usage of 

Lipid Medications in Patients with Diabetes Mellitus. The American 

Journal of Cardiology. 98 (1): 63-65.   

Doi:10.1016/j.amjcard.2006.01.061 

 (Accessed on 10 October 2008).  

139)      Vijan, S & Hayward. R.A. (2004). Pharmacologic lipid-lowering 

therapy in type 2 diabetes mellitus. Annals of Internal Medicine. 140(8): 

650-658. Available on:  

http://www.annals.org/cgi/content/full/140/8/650?dbp  

(Accessed on 15 August 2008). 

140)       Brunzell, J. D &  Hokanson, J.E. ( 1998). Dyslipidemia of Central 

Obesity and Insulin Resistance. Diabetes Care. 22(3). Available on: 

http://journal.diabetes.org/diabetescare/FullText/Supplements/DiabetesCare

/Supplement399/C10.htm 

 (Accessed on 30 July 2008). 

141)       Chan, D.C., Watts,G.F., Barrett, P.H & Burke, V. (2003). Waist 

circumference, waist-to-hip ratio and body mass index as predictors of 

adipose tissue compartments in men.  Q J Med: An international journal of 

medicine. 96(6): 441-447.  

Available on:  

http://qjmed.oxfordjournals.org/cgi/content/full/96/6/441 

(Accessed on 1 August 2008). 



 
 

 

129

142)    Sesso, H. D., Stampfer, M.J., Rosner, B., Hennekens, C. H., 

Gaziano, J.M., Manson, J.E. et.at. (2009). Systolic and diastolic blood 

pressure, pulse pressure, and mean arterial pressure as predictors of 

cardiovascular disease risk in men. Hypertension. 36:801.  

Available on: 

http://hyper.ahajournals.org/cgi/content/full/36/5/801   

(Accessed on 29 April 2009). 

143)       Schaeffner , E, S.,  Kurth , T.,  Bowman , T.S., Gelber , R.P & 

Gaziano , J.M. (2007). Blood Pressure Measures and Risk of Chronic 

Kidney Disease in Men. Nephrology Dialysis Transplantation. 

Doi:10.1093/ndt/gfm757 

(Accessed on 15 April 2008). 

144)       Woodward, M., Lam, TH., Barzi, F., Patel, A., Gu, D., A Rodgers, 

et. al.(2005). Smoking, quitting, and the risk of cardiovascular disease 

among women and men in the Asia-Pacific region. International Journal of 

Epidemiology. 34(5):1036-1045;  

Doi:10.1093/ije/dyi104  

 (Accessed on 12 July 2008). 

145)         Mehler, P.S., Jeffers, B.W., Biggerstaff, S.L & Schrier, R. W. 

(1998). Smoking as a Risk Factor for Nephropathy in Non-Insulin-

Dependent Diabetics. Journal of General Internal Medicine. 13(12): 842–

845.    doi: 10.1046/j.1525-1497.1998.00249.x.  

(Accessed on  12 March 2008). 



 
 

 

130

146)        Gæde,P., Vedel, P., Larsen, L., Jensen,G.V.,   Parving, H &  

Pedersen,O. (2003). Multifactorial intervention and cardiovascular disease 

in patients with type 2 diabetes. The new England Journal of Medicine. 348 

(5):383-393. Available on: 

http://content.nejm.org/cgi/content/full/348/5/383?ijkey=abefd596da6f112

d5c1bff6eba416e417598bdc4  

(Accessed on 10 June 2008). 

 

 

 

 

 

 

 

 

 

 

 
 
 
 
 
 
 
 

 



 
 

 

131

 
Questionnaire 

 
             About cardiovascular risk factors and diseases in  
                Diabetic and nondiabetic people in Nablus district 
 
 
No:   
 Demographic Data   
 Name                                   
Gender   a- Male                         b -  Female 
Age  
Level of  education    a-Illiterate              b- Less than Tawjihi          

    c-Tawjihi              c- Bachelor and above 
Place of Residence   a- City                      b-Village              c- Camp 
 Address, Tel  
Marital status   a-  Single                 b-   Married     c-Widow/er                                      

Profession
Average income per 
month

a- <1000 NIS/month.
b- 1000-2500 NIS/month.
c- >2500 NIS/month.
d- No income

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Diabetic and Nondiabetic Patients 
Do you have diabetes?        a -    Yes                                 b - No
When your diabetes was first diagnosed?  
How your diabetes was first diagnosed?  a- Routine investigation          b- By chance

c- Symptoms                  d-Gestational Diabetes
 
 
 
 
 
 
 
 
 

 

Physical Activity 

Do you walk (or do other moderate 
activity) for at least 30 minutes on most 
days, or at least 150 min per week?   

         a -   Yes.  
         b -    No. 

 
 
 
 
 
 
 
 

Smoking Tobacco 
Do you smoke tobacco?                           a- Current smoker.

b- Ex-smoker.
c- Never smoker.

What kind of tobacco do /did you use? a- Cigarette.
b- Waterpipe.
c- Both.
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 Current smokers:
For cigarette smokers  a- < 10 cigarettes /day.

b- 10-19 cigarettes /day.
C- 20-29 cigarettes /day.
d- 30-39 cigarettes/day.
e - > 40 cigarettes/day.

For waterpipe users
How many times do you use waterpipe?

a- 1 time/day. 
b- 2 times/day. 
c- 3 times/day. 
d- > 4 times/day. 

For ex-smoker:
    I have quitted  smoking for  

a-Less than 1 year.
b-More than 1 year and less than ten years.
c- More than ten years.

 
 
 
 
 
 
 
 
 
 
 
 
 
 

Family History 
          a -   Yes.                   
          b -    No. 

Do other members of the family have 
cardiovascular diseases (mother, father, 
sister, brother)? 

          a-    Yes.
 .          b-     No 

 Do other members of the family have 
diabetes (mother, father, sister, brother)?  

 
 
 
 
 
 
 
 
 
 
 

Patient awareness: 
1. Which of the following conditions could diabetes cause? 

• Myocardial Infarction.   
• Stroke. 

• Peripheral arterial disease. 
 

 Counseling:  
Do you receive counseling from your physician about the following topics? 
• Weight loss. 
• Smoking cessation. 
• Increasing physical activity. 
• Eating less fat. 

      

 

 

 

Cardiovascular diseases: Do you have any of the following diseases? 
Hypertension          a  -   Yes                         b -     No 
Ischemic heart disease          a  -   Yes                         b -     No 
Stroke          a -    Yes                         b -     No 
Peripheral arterial disease          a  -   Yes                         b -     No 
Retinopathy          a  -   Yes                         b -     No 
Nephropathy          a  -   Yes                         b -     No 
Neuropathy          a  -   Yes                         b -     No 
Amputation         a  -   Yes                         b -     No 
Diabetic Foot          a  -   Yes                         b -     No  
Hyperlipidemia          a  -   Yes                         b -     No 
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Other diseases  
 
 

 
 
 
 
 
 

Current medications:  
 
 

 

 
 

 

 
 

 

 
 
 
 
 

Blood pressure 
Average blood pressure of the two reading                                                      mmHg     

 
 
 
 
 

Blood sugar  
Blood sugar level                                                     mg/dl

 
 
 
 

Lipid profile
Total cholesterol                                                       mg/dl 
Triglycerides                                                       mg/dl 

 
 
 
 
 
 

Anthropometric indices 
Body mass index (BMI) 
 

       Weight   =                                    Kg   
       Height    =                                    m 
       BMI      =                                   kg/m2 

Waist circumference  (WC)        WC      =                              cm 
Waist-to-hip ratio   (WHR)        Hip        =                                    cm 

   (WHR)    =                                    %
 

 
 
 

   
 
 
 
 
 
 
 Patient name and signature:                                       
 
    Date: 
 
 
 



  أ
 

 جامعة النجاح الوطنية

 كلية الدراسات العليا 
 
 
 
 

الوعائية بين مرضى  القلبيةأمراض القلب الوعائية و عوامل الخطر 
دراسة الحالة المراقبة: نفلسطي, ة الغربيةالضف, منطقة نابلس, السكري  

 

 
 
 

 إعداد 

 هدى نمر محمد اللحام
 

 
 إشراف

ھشام درويش. د  
سامر حمايدة . د  

 
 
 
 
 
 
 
 
 
 

ت ھذه الأطروحة استكمالاً لمتطلبات درجة الماجستير في الصحة العامة بكلية الدراسات العليا قدم
. في جامعة النجاح الوطنية في نابلس، فلسطين  

 

2009 
 



 
 

 

 ب

 ،منطقة نابلس ،أمراض القلب الوعائية و عوامل الخطر القلبيية الوعائية بين مرضى السكري

  المراقبةدراسة الحالة : فلسطين ،الضفة الغربية
 

 إعداد
 ھدى نمر محمد اللحام

 إشراف
ھشام درويش.د  
سامر حمايدة. د  

 
 الملخص

:ھدف الدراسة  

دل  ة مع و مقارن ة ھ ي للدراس دف الرئيس ارالھ ل ال انتش رعوام ة خط ة الوعائي اعفات  القلبي و مض

د المرضى ة عن ة الوعائي ر المصابين بالسكري مرض السكري القلبي في  المصابين بالسكري و غي

  .منطقة نابلس

  :طرق البحث

ة  7تم إجراء ھذه الدراسة في  عيادات سكري تابعة لوزارة الصحة الفلسطينية و وكالة الغوث الدولي

ة . مشارك غير مصاب بالسكري 159مريض سكري و  299ل  ا لوجه لتعبئ ة وجھ م إجراء مقابل ت

و  ،معدل الخصر إلى الفخذ ،محيط الخصر ،تم قياس مؤشر كتلة الجسم ،الإستبانة الخاصة بالدراسة

دم يام  ،ضغط ال د ص ة دم بع ذ عين م أخ م ت ائم 10-8ث كر الص بة الس اس نس اعات لقي وع  ،س مجم

  .الكلي و الدھنيات الثلاثية الكولسترول

  :النتائج 

دم  دا ضغط ال  والانبساطي الانقباضيالدراسة بينت أن جميع عوامل الإختطار القلبية الوعائية ما ع

ر المصابين بالسكريو التدخين ھي أ ل . على عند مرضى السكري من غي  الانحدارو بتطبيق تحلي



 
 

 

 ت

قياس الخصر  و  ،التاريخ العائلي للإصابة بالسكري ،اللوجستي تبين أن  مجموع الكولسترول الكلي

  .الثلاثية كانت عوامل مستقلة مصاحبة للسكري يعتد بھا إحصائيا تالدھنيا

 ،من مرضى السكري يشكون على الأقل من مضاعف واحد من مضاعفات السكري% 78حوالي 

ر المصابين %55.2حيث نسبة ارتفاع ضغط الدم عند مرضى السكري  د غي ھي ضعف نسبته عن

  %.27بالسكري 

ذكور  ن ال دني م اط ب ل نش منة و أق ر س ن أكث كري ھ ابات بالس اث المص ة أن الإن رت الدراس أظھ

ذكور. كريالمصابين بالس د ال ى عن اليين ھي أعل ابقين و الح دخنين الس بة الم ين نس ي ح ا أن . ف كم

اث المصابات  ذكور المصابين بالسكري من الإن د ال معدل مضاعفات مرض السكري ھي أعلى عن

  .بالسكري

ة  ين في المدين د مرضى السكري المقيم ى عن معدل انتشار معظم عوامل الخطر القلبية الوعائية أعل

ة الجسمالانقباضي و ى المقيمين في القرى و المخيمات ما عدا ضغط الدم من المرض حيث  دليل كتل

ين في المخيمات د المرضى المقيم ى عن ى . أنه أعل بتھا أعل بالنسبة لمضاعفات مرض السكري نس

  .عند المقيمين في المدينة

  .لسكرييننسبة الوعي بمضاعفات مرض السكري كانت قليلة بالنسبة لمرضى السكري و غير ا

ة ،و أخيرا  وعي قليل ة و نسبة ال ع   ،بما أن نسبة التمدن و السمنة في فلسطين عالي ه من المتوق فإن

ة نوات القادم ي الس ل الخطر و مضاعفات مرض السكري ف ي عوام ادة ف ذا يجب  ،حصول زي ل

  . تطبيق و تطوير التدخلات الفعالة على المستوى الوطني
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