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ABSTRACT
Background: Diabetes is increasing worldwide, and
information on risk factors to develop targeted
interventions is limited. Therefore, we analyzed data of
the Suriname Health Study to estimate the prevalence
of prediabetes and diabetes. We also explored whether
ethnic differences in prediabetes or diabetes risk could
be explained by biological, demographic, lifestyle,
anthropometric, and metabolic risk factors.
Method: The study was designed according to the
WHO Steps guidelines. Fasting blood glucose levels
were measured in 3393 respondents, aged
15–65 years, from an Amerindian, Creole, Hindustani,
Javanese, Maroon or Mixed ethnic background.
Prediabetes was defined by fasting blood glucose
levels between 6.1 and 7.0 mmol/L and diabetes by
fasting blood glucose levels ≥7.0 mmol/L or ‘self-
reported diabetes medication use.’ For all ethnicities,
we analyzed sex, age, marital status, educational level,
income status, employment, smoking status, residence,
physical activity, body mass index, waist
circumference, hypertension, and the levels of
triglyceride, total cholesterol, high-density lipoprotein-
cholesterol and low-density lipoprotein-cholesterol.
Results: The prevalence of prediabetes was 7.4%,
while that of diabetes was 13 0%. From these diabetes
cases, 39.6% were not diagnosed previously. No
ethnic differences were observed in the prevalence of
prediabetes. For diabetes, Hindustanis (23.3%) had
twice the prevalence compared to other ethnic groups
(4.7–14.2%). The associations of the risk factors with
prediabetes or diabetes varied among the ethnic
groups. The differences in the associations of ethnic
groups with prediabetes or diabetes were partly
explained by these risk factors.
Conclusions: The prevalence of diabetes in Suriname
is high and most elevated in Hindustanis. The observed
variations in risk factors among ethnic groups might
explain the ethnic differences between these groups,
but follow-up studies are needed to explore this in
more depth.

INTRODUCTION
Globally, about 382 million individuals are
diagnosed with diabetes mellitus, and this
number will increase to over 430 million by
2030.1 It is expected that the burden of
disease will increase primarily in developing

countries.2 Preventable risk factors such as
obesity and a sedentary lifestyle, combined
with irreversible factors as ageing, seem to be
the main cause of the expected increase.2–4

Furthermore, various studies have indicated
strong associations of hypertension and dysli-
pidemia with diabetes.5–8 The prevalence of
prediabetes, a condition with fasting blood
glucose levels between normal and that of
diabetes,9 is expected to increase. Over a
10-year period, the estimated risk to progress
from prediabetes to diabetes was 50%.10

Ethnic differences in the prevalence of dia-
betes have been reported in several coun-
tries.11–14 Studies in the UK, the USA,
Norway and the Netherlands have reported a
higher diabetes prevalence in Asians,
Africans and their descendants compared to
whites.15 However, limited information is
available on the association between the risk
factors and ethnicity in developing countries.
The Republic of Suriname, located in the

northeast of South America, is an upper-
middle income country with a multicultural
and multiethnic population, mainly of
African, Indian and Indonesian descent.16

Diabetes is the 4th principal cause of death
in Suriname17 and limited information is
available on the distribution of risk factors
among ethnic groups. A previous study has
reported a prevalence of 10% of diabetes,18

with a higher prevalence in Hindustanis
compared to other ethnicities.
We used data from the Suriname Health

Study, the first nationwide study on non-
communicable disease risk factors,19 to

Key messages

▪ The prevalence of diabetes in Suriname has
reached epidemic levels (13.0%), with the
highest prevalence in Hindustanis (23.3%).

▪ More than one-third (39.6%) of the participants
with diabetes were not diagnosed previously.

▪ Demographic, lifestyle, anthropometric, and
metabolic risk factors play an important role in
differences in the prevalence of diabetes between
ethnic groups.
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estimate the prevalence of prediabetes and diabetes as
well as to assess the main risk factors in different ethnic
subgroups. We also explored whether ethnic differences
in the risk for diabetes could be explained by biological,
demographic, lifestyle, anthropometric and metabolic
risk factors.

METHODS
Design
We used data from the Suriname Health Study,19 which
was designed according to the WHO Steps guidelines20

and was formally approved by the Ethics Committee of
the Ministry of Health (Commissie Mensgebonden
Wetenschappelijk Onderzoek (reference VG 004-2013)).
Suriname has ∼550 000 inhabitants, categorized into
15.7% Creole (descendants of African plantation slaves),
27.4% Hindustani (descendants from Indians), 13.7%
Javanese (descendants from Indonesians), 21.7%
Maroon (descendants of African refugees who escaped
slavery and formed independent settlements in the hin-
terland), 13.4% Mixed, 7.6% others including
Amerindians (original inhabitants) and 0.6%
unknown.16 Through history, Creoles, Hindustanis and
Javanese inhabited the urban and rural coastal areas,
whereas the rural interior is inhabited by Amerindians
and Maroons, both living in isolated villages in primitive
settings.21

As described previously, this study used a stratified
multistage cluster sample of households to select respon-
dents between March and September 2013. In total, 343
clusters were selected randomly within the enumeration
areas of the 10 districts of Suriname. Except for the 16
clusters in district Sipaliwini, each cluster contained 25
households. The clusters in Sipaliwini contained 40
households due to the huge costs of transportation to
the isolated villages in the tropical rainforest. In the
selected households, the age and gender of everyone eli-
gible for the survey were listed in a Kish selection grid.
Subsequently, the respondent was identified using a pre-
assigned table of random numbers.22 Written informed
consent was received from each participant.
We invited 7493 individuals between the age of 15 and

65 years to participate in this study. The response rate
was 76.7%, resulting in 5748 participants, of which 3765
rendered blood samples for analysis (online supplemen-
tary figure S1 gives the participants’ flow chart). Blood
glucose, cholesterol and triglycerides were analyzed in
full blood by a WASO 9001 2008 certified laboratory to
ensure monitored quality control. A total of 3393 blood
samples were analyzed. Blood samples collected after an
overnight fast of 9 hours were used for the analysis of
lipids and blood glucose (n=3279), while those collected
after an overnight fast of 8 hours were only used for
glucose analysis (n=114). Thus, blood glucose was mea-
sured in a total of 3393 samples.
The participating staff was trained extensively accord-

ing to the WHO Steps manual.20 The medical section

of the research team reviewed the physical and bio-
chemical measurements and provided advice or
referred to the general practitioner in cases with an
adverse outcome. The respondents received the
written results of their physical and biochemical
measures.

Main outcomes
In accordance with the WHO criteria, prediabetes was
defined as fasting blood glucose levels between 6.1 and
7.0 mmol/L and diabetes as fasting blood glucose
≥7.0 mmol/L or self-reported use of antidiabetic medi-
cation.23–25

Risk factors
We administered questionnaires and clinical measure-
ments to collect information. Participants were categor-
ized into a specific ethnic group if at least 3 of the 4
grandparents were of the same ethnicity. Anybody else
was categorized in the group of Mixed ethnicity. This
classification has been used and described in detail pre-
viously.19 26 On the basis of previously validated predic-
tion models,27 we considered several risk factors.
Biological factors included sex and age. Demographic
factors included residential area, marital status, educa-
tional level, income status and employment. The resi-
dential addresses were stratified to urban and rural
coastal areas and the rural interior.28 Marital status
included regular and common law marriage.
Educational level was divided into low (lower than
primary school education), middle (middle or second-
ary education) or high (higher than middle or second-
ary education). Household income was classified as the
income status quintile from the Ministry of Internal
Affairs of Suriname in Surinamese dollars, SRD (US
$1=3.35 SRD). The 1st quintile corresponded to the
lowest income and the 5th to the highest. Owing to the
small numbers in the 4th and the 5th quintiles, these
two were combined in the analysis. Employment
included working and studying participants. Lifestyle
factors included cigarette smoking and physical activity
(in metabolic equivalent of Task (MET) minutes).
Self-reported daily smoking was classified as smoking. To
measure physical activity, we used the global physical
activity questionnaire (GPAQ). Physical activity was classi-
fied according to the WHO recommendations in groups
<600 MET and ≥600 MET. Anthropometric factors
included body mass index (BMI) and waist circumfer-
ence (WC). Height was measured with the Seca213
stand-alone stadiometer, and the respondents were
weighed with the Tanita HS302 Solar Scale. BMI was
classified in the categories <23, 23–25, 25–27.5, 27.5–30
and >30, taking into account the WHO ethnic specific
cut-off points for overweight and obesity.29 WC was
determined with the Seca 201 measuring tapes. We used
the WHO WC cut-off values that are associated with sub-
stantially increased metabolic risk for (WC ≥88 cm for
women and WC ≥102 cm for men).30 Metabolic factors
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included blood pressure, total cholesterol, high-density
lipoprotein cholesterol, low-density lipoprotein cholesterol
and triglyceride levels. Hypertension was defined as
systolic blood pressure ≥140 mm Hg or diastolic pressure
≥90 mmHg or current treatment with antihypertensive
medication. On the basis of the Adult Treatment Panel
III recommendations, we considered total cholesterol
≥6.2, LDL cholesterol ≥3 and triglycerides ≥1.7 mmol/L,
levels as increased, and HDL cholesterol levels of
≤1.3 mmol/L as low.31

Statistical analysis
First, we assessed the distribution of risk factors overall
and among ethnic groups (table 1). Second, we calcu-
lated the estimated prevalence of prediabetes, diagnosed
and undiagnosed diabetes overall and by sex, age and
ethnicity. The statistical significance of the ethnic differ-
ences, sex differences and age differences in prevalences
was tested with the Pearson χ2 test (see online supple-
mentary table S1 and figure 1). Third, we used logistic
regression models to examine the associations of various
risk factors with prediabetes or diabetes. All models were
adjusted for sex and age (table 2). Fourth, the associ-
ation between ethnicity (Hindustanis as the reference
group) and the prevalence of (1) prediabetes or dia-
betes (table 3) and (2) diabetes (table 4) separately was
evaluated with six adjustment models. The first model
comprised the basic multivariate model adjusted for
the biological factors. In addition to this basic model 1,
we adjusted for demographic factors in model 2; life-
style factors in model 3; for anthropometric measures
in model 4, BMI and WC were entered as categorical
variables; for metabolic measures in model 5 (in this
model, we entered blood pressure as categorical vari-
ables and all blood lipids as continuous variables); and
we adjusted for all risk factors in model 6. The influ-
ence of risk factors in a model was explored by looking
at the difference in OR for each ethnic group as com-
pared to the Hindustanis (reference). We used
weighted data for all analyses and considered statistical
significance at p values<0.05. The sample weights
included adjustment weights for sex, age and ethnicity.
We used the statistical software Epi Info 3.2 and the
Statistical Packages for Social Sciences (SPSS V.21.0) for
analyses.

RESULTS
Participant characteristics
Table 1 presents the participant characteristics. We
observed the highest mean blood glucose value in
Hindustanis. For biological factors, the highest percent-
age of men was found in Creoles and the highest age in
Javanese. Most high values for demographic factors were
seen in Amerindians, with the exclusion of the highest
percentage of participants living with a partner in
Javanese and the highest percentage living in urban
areas in Creoles. For lifestyle factors, the highest

percentage of smokers was found in Creoles and the
lowest percentage of people who met the required level
of physical activity was in Maroons. The highest values
for anthropometric factors were found in Amerindians
and Hindustanis. Apart from the highest systolic blood
pressure in Creoles, all other metabolic factors showed
the highest values in Javanese.

Prevalence of prediabetes and diabetes
The overall estimated prevalence of prediabetes was
7.4% (95% CI 7.7% to 9.7%) and of diabetes was 13.0%
(CI 12.8% to 14.4%). The prevalence of prediabetes
in men was significantly higher compared to women,
while no difference in sexes was observed for diabetes.
The prevalence of diabetes increased from 2.1% in
the youngest age group (15–25 years) to 32.1% in the
oldest age group (55–64 years; see online supplementary
table S1). Overall, 39.6% of the participants with dia-
betes were not diagnosed previously. Figure 1 shows the
prevalence of prediabetes and diabetes (diagnosed and
undiagnosed) for the six ethnic groups in both sexes.
The difference in prevalence of prediabetes between
ethnicities was not statistically significant (p>0.05). In
contrast, the difference in the prevalence of diagnosed
and undiagnosed diabetes between the ethnic groups
was statistically significant (p<0.05). The prevalence of
diabetes among Hindustanis (23.3%) was 1.7 to 4.9
times higher compared to other ethnic groups (4.8–
14.1%). The highest prevalences of undiagnosed dia-
betes were observed in Amerindian men and Hindustani
women while the highest prevalences of diagnosed dia-
betes were observed in Hindustani men and women.
The sex differences in the prevalence of prediabetes in
Mixed participants and of diagnosed and total diabetes
in Javanese participants were significant (p<0.05). In the
other ethnic groups, the differences between the preva-
lences of prediabetes or diabetes in men and women
were not statistically significant.

Odds ratios of various risk factors for prediabetes or
diabetes, overall and within different ethnic groups
In the overall population and all ethnic groups, table 2
shows no associations for sex and a positive association
for age with prediabetes or diabetes. As age groups
increased, the OR compared to 15–34-year-olds
increased for prediabetes or diabetes. The steepest
incline with age was observed among Javanese and
Hindustanis and the lowest in Mixed and Creole people.
Few associations were observed for demographic factors
with prediabetes or diabetes. In the association with
higher education, we observed reduced odds for
Hindustanis and Maroons. For income, we found a nega-
tive association overall and in Hindustanis and a positive
association in Creoles. In comparison to the urban
coastal area, we observed a negative association with the
rural interior areas, overall and in Amerindians. In the
overall population, married people had reduced odds
for prediabetes or diabetes compared to singles. For
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Table 1 Participant characteristics, overall and per ethnic group (n=3393)

Overall Amerindian Creole Hindustani Javanese Maroon Mixed

n=3393 n=274 n=397 n=886 n=515 n=809 n=454

Fasting blood glucose,

mean (SD) mmol/L

5.8 (1.9) 5.8 (1.9) 5.5 (1.5) 6.3 (2.5) 5.8 (1.8) 5.3 (1.2) 5.7 (1.9)

Men % (95% CI) 48.5 (46.8 to 50.2) 33.1 (26.0 to 41.3) 57.1 (52.3 to 61.8) 54.6 (51,7 to 57.5) 51.3 (46.9 to 55.7) 39.9 (36.1 to 43.8) 45.2 (41.1 to 49,4)

Age, median (95% range) 35.0 (15.0–62.0) 35.0 (15.8–62.0) 35.0 (15.0–62.0) 37 (16.0–62.0) 40.0 (16–63) 29.0 (15.0–61.1) 31.0 (15.0–62.0)

Education % (95% CI)

Low 53.9 (52 to 55.6) 79.7 (72.5 to 85.8) 39.4 (34.6 to 44.4) 54.3 (51.3 to 57.3) 53.2 (48.8 to 57.6) 71.5 (67.7 to 75) 35.6 (31.6 to 39.8)

Middle 27.3 (25.9 to 28.8) 16 (10.8 to 23.1) 30.3 (25.9 to 35.1) 28.4 (25.8 to 31.2) 33.1 (29.1 to 37.4) 18.4 (15.5 to 21.8) 33.6 (29.7 to 37.8)

High 18.8 (17.6 to 20.1) 4.2 (1.5 to 8.4) 30.3 (25.9 to 35.1) 17.3 (15.1 to 19.7) 13.6 (10.8 to 17) 10.1 (7.9 to 12.8) 30.8 (26.9 to 34.9)

Income % (95% CI)

q1-lowest 34.6 (32.5 to 36.7) 61.7 (50.1 to 72.5) 26.7 (21.3 to 32.9) 29.9 (26.4 to 33.7) 24.2 (19.8 to 29.3) 55.5 (50.2 to 60.7) 21.4 (17 to 26.5)

q2 32.5 (30.5 to 34.6) 22.7 (14.2 to 33.7) 38 (31.7 to 44.4) 38.7 (34.9 to 42.6) 36.5 (31.3 to 42) 27.7 (23.3 to 32.7) 23.8 (19.2 to 29.1)

q3 14.5 (12.9 to 16.1) 3.9 (0.8 to 10.8) 18.9 (14.1 to 24.5) 17.9 (15.1 to 21.2) 17.3 (13.5 to 22) 6.3 (4.2 to 9.5) 17.9 (13.8 to 22.8)

q4 and q5-highest 18.5 (16.8 to 20.3) 11.7 (5.4 to 20.7) 16.5 (11.9 to 21.7) 13.5 (11 to 16.4) 21.9 (17.7 to 26.9) 10.4 (7.6 to 14.1) 36.9 (31.4 to 42.5)

Residential area % (95% CI)

Urban coastal 75.6 (74.4 to 77.0) 33.1 (26 to 41.3) 86.8 (83.2 to 89.8) 84.6 (82.4 to 86.7) 75.5 (71.6 to 79.1) 58.3 (54.4 to 62.2) 88.2 (85.2 to 90.6)

Rural coastal 14.6 (13.6 to 15.8) 28.4 (21.4 to 36.1) 13.2 (10.2 to 16.8) 15.4 (13.3 to 17.6) 24.5 (20.9 to 28.4) 6.9 (5.1 to 9.2) 11.6 (9.1 to 14.5)

Rural interior 9.9 (8.5 to 10.9) 38.5 (30.8 to 46.6) 0 (0 to 1.1) 0 (0 to 0.4) 0 (0 to 0.9) 34.8 (31.1 to 38.6) 0.3 (0 to 1.3)

Living with partner %

(95% CI)

51.4 (49.7 to 53.1) 67.3 (59.3 to 74.6) 27.5 (23.4 to 32.1) 62.7 (59.8 to 65.5) 73.2 (69.1 to 76.9) 38.8 (35 to 42.8) 44.8 (40.6 to 49)

Employed % (95% CI) 72.6 (71.1 to 74.1) 42.2 (34.5 to 50.6) 80.4 (76.2 to 84) 67.7 (64.9 to 70.4) 72 (67.9 to 75.8) 62.5 (58.6 to 66.3) 78.4 (74.7 to 81.6)

Smoking % (95% CI) 18.5 (17.2 to 19.8) 8.8 (5.0 to 14.6) 28.3 (24.1 to 32.9) 17.6 (15.5 to 20) 26.7 (22.9 to 30.7) 7.7 (5.8 to 10.1) 21.5 (18.2 to 25.2)

Recommended physical

activity % (95% CI)

65.4 (63.7 to 67.1) 65.2 (55.8 to 73.9) 73 (68 to 77.4) 65 (62 to 68) 63.7 (59.1 to 68) 60.7 (56.3 to 65) 66.2 (61.9 to 70.3)

Body mass index, median

(95% range) kg/m2

26.1(18.0–40.9) 27.4(19.3–41.1) 25.1(18.1–41.0) 26.4(18.0–39.7) 26.4(18.4–40.9) 25.0(18.0–41.7) 25.7(17.2–39.9)

Waist circumference,

median (95% range) cm

86.8 (63.0–120.1) 90.0 (61.9–126.8) 85.3 (65.1–124.0) 90.0 (64.0–123.0) 86.4 (62.2–114.7) 82.3 (63.0–119.0) 85.0 (60.0–121.1)

Systolic blood pressure,

mean (SD) mm Hg

118.9 (19.1) 116.7 (18.4) 121.92 (19.5) 119.6 (18.7) 120.3 (19.9) 117.5 (18.6) 117.2 (20.1)

Diastolic blood pressure,

mean (SD) mm Hg

78.3 (12.6) 75.8 (11.7) 78.6 (13.3) 79.9 (12.1) 80.0 (12.8) 76.9 (12.8) 76.8 (12.2)

Total cholesterol, mean (SD)

mmol/L

4.4 (1.1) 4.5 (1.0) 4.2 (1.0) 4.6 (1.0) 4.8 (1.0) 4.0 (1.0) 4.3 (1.1)

HDL cholesterol, mean (SD)

mmol/L

1.2 (0.3) 1.2 (0.4) 1.3 (0.4) 1.1 (0.3) 1.1 (0.3) 1.3 (0.3) 1.2 (0.3)

LDL cholesterol mean (SD)

mmol/L

3.0 (0.9) 3.1 (0.9) 2.8 (0.9) 3.2 (0.9) 3.3 (0.9) 2.6 (0.9) 2.9 (0.9)

Triglycerides mean (SD)

mmol/L

1.3 (1.3) 1.4 (0.9) 1.0 (0.8) 1.5 (1.4) 1.6 (1.3) 0.9 (0.5) 1.2 (1.9)

The values are estimated means (SD), medians (95% range) or proportions (% (CI)) and are based on weighted data. The sample weights included adjustment weights for sex and age.
Additional adjustment weights for ethnicity were included in the analyses of the overall group.
Q, income status quintile.
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unemployment compared to employment, we observed
a negative association in Amerindian and Creole people
and a positive association in Mixed people. For lifestyle
factors, smoking had a strong positive association and
increased physical activity had a strong negative associ-
ation in Amerindians. In the other groups, we observed
no other significant association with lifestyle factors.
Overall and in each ethnic group, anthropometric
factors were associated with prediabetes or diabetes. We
observed a positive association for prediabetes or dia-
betes with WC overall and in all ethnicities. For BMI, the
association in Amerindians and Maroons was not found
significant in contrast to all other groups. The associ-
ation started at lower BMIs in Creole and Hindustani
people compared to Javanese and Mixed people. For
metabolic factors overall, we observed that high total
cholesterol, low HDL cholesterol, high triglyceride levels
and hypertension were associated with an increased risk
of prediabetes or diabetes. A positive association with
hypertension was also observed in Hindustani, Javanese,
and Mixed people. The OR for high total-cholesterol
was also significant in Hindustanis and the Javanese.
Among the Amerindian, Creole, Hindustani and Mixed
people the odds of diabetes or pre-diabetes was higher

with low HDL levels. No associations were observed for
LDL cholesterol. In all ethnic groups, but Amerindians,
we observed a positive association for prediabetes or dia-
betes and triglycerides.

Ethnic differences, adjusted to risk factors, in (1)
pre-diabetes or diabetes and (2) diabetes
Table 3 shows that in the basic model, when adjusted
only for age and sex, all ethnic groups had lower risks
for prediabetes or diabetes compared to Hindustanis. In
this first model, the ORs in the ethnic groups varied
from 0.3 (95% CI 0.2 to 0.4) in Maroons to 0.5 (95% CI
0.4 to 0.7) in Javanese compared to Hindustanis. After
the addition of demographic factors to the basic model,
the OR for Amerindians compared to Hindustanis
changed from 0.5 (95% CI 0.3 to 0.7) to 0.6 (95% CI
0.4 to 1.1) and after adjusting for all risk factors to 0.8
(95% CI 0.4 to 1.6). The OR for Creoles compared to
Hindustanis was 0.4 in the models 1, 2, 3 and 4. In
model 5, where next to the basic model, we additionally
adjusted for metabolic factors and in model 6, where we
adjusted for all risk factors, the OR for Creoles com-
pared to Hindustanis was 0.6 (95% CI 0.4 to 0.8) and
0.7 (95% CI 0.4 to 1.1), respectively. The difference in

Figure 1 The prevalence of

prediabetes, diagnosed and

undiagnosed diabetes for males

and females from an Amerindian,

Creole, Hindustani, Javanese,

Maroon and Mixed ethnic

background.
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Table 2 ORs for prediabetes or diabetes by various risk factors

Overall Amerindian Creole Hindustani Javanese Maroon Mixed

Characteristics n=3393 n=274 n=397 n=886 n=515 n=809 n=454

Sex

Male 1 1 1 1 1 1 1

Female 0.9 (0.8 to 1.1) 1.0 (0.4 to 2.6) 0.8 (0.5 to 1.4) 0.9 (0.7 to 1.2) 1.5 (1.0 to 2.4) 1.4 (0.8 to 2.5) 0.7 (0.4 to 1.1)

Age (years)

15–34 1 1 1 1 1 1 1

35–44 3.6 (2.8 to 4.6)* 9.4 (2.4 to 36.8) * 4.6 (2.1 to 9.8)* 2.9 (2.0 to 4.1)* 3.2 (1.6 to 6.6)* 5.8 (2.7 to 12.2)* 1.9 (1.0 to 3.5)*

45–54 7.1 (5.6 to 9.0)* 10.9 (2.6 to 45.9)* 4.7 (2.3 to 9.6)* 6.5 (4.6 to 9.2)* 8.7 (4.4 to 17.6)* 8.8 (4.1 to 19.1)* 3.8 (2.0 to 7.1)*

55–64 10.4 (8.0 to 13.6)* 13.6 (2.7 to 67.9)* 5.8 (2.7 to 12.4)* 11.6 (7.5 to 18.1)* 17.2 (8.1 to 36.6)* 9.3 (4.0 to 21.5)* 8.3 (4.3 to 15.8)*

Education

Low 1 1 1 1 1 1 1

Middle 1.0 (0.8 to 1.2) 1.1 (0.3 to 3.9) 1.5 (0.8 to 3.0) 0.8 (0.6 to 1.2) 0.9 (0.5 to 1.5) 0.7 (0.3 to 2.2) 0.7 (0.4 to 1.2)

High 0.8 (0.6 to 1.0) 6.0 (0.9 to 41.8) 1.5 (0.7 to 2.9) 0.6 (0.4 to 0.9)* 0.6 (0.3 to 1.3) 3.1 (1.4 to 7.0)* 0.6 (0.3 to 1.0)

Income status

q1-lowest 1 1 1 1 1 1 1

q2 1.0 (0.8 to 1.3) 0.7 (0.3 to 3.3) 1.5 (0.6 to 4.1) 0.6 (0.4 to 0.9)* 0.7 (0.3 to 1.4) 1.5 (0.6 to 3.5) 0.9 (0.4 to 2.1)

q3 0.8 (0.6 to 1.2) 2.7 (0.2 to 45.0) 2.4 (0.8 to 7.0) 0.4 (0.2 to 0.8)* 0.6 (0.3 to 1.5) 1.1 (0.2 to 5.0) 0.4 (0.2 to 1.3)

q4 and q5-highest 0.7 (0.5 to 1.0)* 1.4 (0.2 to 8.9) 3.0 (1.0 to 9.3)* 0.4 (0.2 to 0.7) * 0.7 (0.3 to 1.6) 2.1 (0.6 to 7.3) 0.3 (0.1 to 0.7)*

Residential area

Urban coastal 1 1 1 1 1 1 1

Rural coastal 1.0 (08 to 1.3) 1.3 (0.5 to 3.8) 1.1 (0.5 to 2.3) 1.0 (0.7 to 1.4) 0.7 (0.4 to 1.3) 1.7 (0.7 to 4.7) 0.8 (0.4 to 1.7)

Rural interior 0.4 (0.2 to 0.5) * 0.2 (0.1 to 0.7) * NA NA NA 0.9 (0.5 to 1.7) NA

Marital status

Not married 1 1 1 1 1 1 1

Married 0.8 (0.7 to 1.0)* 1.5 (0.6 to 4.1) 0.8 (0.4 to 1.4) 1.0 (0.7 to 1.3) 0.9 (0.5 to 1.5) 0.8 (0.5 to 1.4) 1.0 (0.6 to 1.7)

Employment

Employed 1 1 1 1 1 1 1

Not employed 1.1 (0.9 to 1.3) 0.4 (0.1 to 1.0)* 0.2 (0.1 to 0.6)* 1.3 (0.9 to 1.8) 1.1 (0.6 to 1.9) 1 (0.6 to 1.6) 2.4 (1.3 to 4.3) *

Smoking status

Not smoking 1 1 1 1 1 1 1

Smoking 1.2 (0.9 to 1.5) 6.1 (1.5 to 24.8)* 0.8 (0.4 to 1.5) 1.2 (0.8 to 1.7) 1.2 (0.7 to 2.1) 1.8 (0.7 to 5.0) 1.0 (0.6 to 1.7)

Physical activity

MET<600 1 1 1 1 1 1 1

MET≥600 0.9 (0.7 to 1.0) 0.2 (0.1 to 0.7)* 1.3 (0.7 to 2.6) 0.7 (0.5 to 0.9)* 0.9 (0.5 to 1.5) 1.1 (0.6 to 2.2) 1.0 (0.6 to 1.6)

Body mass index

<25 1 1 1 1 1 1 1

25–27.5 1.7 (1.3 to 2.3) * 3.3 (0.7 to 16.0) 5.4 (2.2 to 13.4) * 1.6 (1.1 to 2.5) * 0.8 (0.4 to 1.6) 1.4 (0.6 to 3.3) 0.8 (0.4 to 2.0)

27.5–30 2.1 (1.6 to 2.8) * 3.3 (0.8 to 13.5) 5.6 (2.2 to 13.8) * 1.7 (1.1 to 2.6) * 2.0 (1.0 to 3.8)* 0.7 (0.2 to 1.9) 2.2 (1.1 to 4.1)*

30+ 3.0 (2.3 to 3.7) * 3.5 (0.9 to 13.0) 7.6 (3.4 to 16.8) * 3.9 (2.1 to 4.2) * 2.7 (1.5 to 4.8) * 1.6 (0.8 to 3.3) 2.9 (1.6 to 5.0) *

Waist circumference (cm)

≤102 1 1 1 1 1 1 1

>102 2.5 (2.0 to 3.0) * 3.8 (1.3 to 11.7)* 3.8 (2.0 to 7.3) * 2.0 (1.9 to 4.3) * 1.4 (1.4 to 4.0)* 2.7 (1.3 to 5.8) * 2.6 (1.3 to 4.4) *

Blood pressure

Normal 1 1 1 1 1 1 1

Continued
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OR between Javanese, Maroons, Mixed and Hindustanis
remained similar after adding demographic, lifestyle,
anthropometric and metabolic factors to age and sex. In
model 6, however, the OR for all ethnicities moved
closer to 1.
Table 4 shows the same trend for diabetes, but with

stronger associations in the basic model. Compared to
table 3, the differences in association between the basic
model and the model including demographic factors
and the model with all risk factors were larger in table 4.
For Amerindians, the OR compared to Hindustanis for
diabetes was 1.0 (95% CI 0.5 to 2.3) when adjusted for
all the risk factors.

DISCUSSION
The results of this first nationwide study indicate that
the overall prevalence of diabetes was elevated (13%), in
particular among Hindustanis (23%). From the partici-
pants with diabetes, 39.6% was not diagnosed previously.
This percentage differed among the ethnicities and was
highest for Amerindian men and Hindustani women.
The distribution and association of biological, demo-
graphic, lifestyle, anthropometric and metabolic risk
factors varied between ethnic groups. Compared to
Hindustanis, all ethnic groups had a lower OR for pre-
diabetes or diabetes. This difference decreased, in par-
ticular between Amerindians and Hindustanis, as we
adjusted for all risk factors.

Prevalence
Previous studies have estimated a diabetes prevalence of
9% in the Caribbean and 10% in Suriname.1 18 32 These
studies were based on smaller samples sizes and limited
to the coastal areas with older study populations.1 18 32

In the current study, with inclusion of the rural interior
and the younger age groups, we found a higher preva-
lence of diabetes. Moreover, our prevalence of undiag-
nosed diabetes was even five times higher than the
previous estimate made by the International Diabetes
Federation in 2013.
Compared to the diabetes prevalences published (9.0–

21.1%) in studies in Indians and other descendants
from India,15 33–36 the Hindustanis in our study had a
higher diabetes prevalence. Previously reported differ-
ences for diabetes prevalence between ethnic groups are
not consistent in the UK, the US and the
Netherlands.11 14 15 36–38 However, on the basis of previ-
ous studies in the Netherlands,14 15 we expected a
higher prevalence in Hindustanis compared to other
ethnicities as observed in our study.
The difference between sexes for the overall popula-

tion was not evident for diabetes, while the prevalence
of prediabetes was higher in men. These findings are in
line with previous studies.24 Except for Javanese, we
observed no difference for diabetes prevalence between
sexes within ethnic groups. The higher prevalence that
we observed in Javanese women was in line with studies
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in Indonesians.39 This could be related to the low phys-
ical activity as numerous studies are showing that
increased physical activity reduces the risk of dia-
betes.39 40 Published results from the Suriname Health
Study show the lowest percentage of required physical
activity for Javanese women.26 The results on age in our
study are in line with the literature for all ethnic
groups.25 The observed prevalences of diabetes in our
study are high and actions for the early detection, pre-
vention and control of diabetes are required. The differ-
ences observed between ethnic groups suggest the
development of ethnic-specific strategies. These inter-
ventions should take account of different risk factors.

Ethnic differences in risk factors
The ORs observed for biological risk factors in this study
are in line with previous studies.13 24 25 41 The associa-
tions of demographic risk factors with prediabetes or
diabetes observed in the total and ethnic subgroups
have been described earlier.42–44 However, not all find-
ings were consistent. The positive association with

prediabetes or diabetes we observed of ‘high education’
in Maroons and of ‘high income’ in Creoles contrasted
the negative association with prediabetes or diabetes, of
‘high education’ and ‘high income’ in Hindustanis. The
association of ‘not employed’ with prediabetes or dia-
betes was positive in Mixed and negative in Amerindians
and Creoles. These inverse associations cannot be
explained with the available data and need to be
explored in more detail. In anthropometric risk factors,
the positive association of WC with prediabetes or dia-
betes demonstrated for all ethnic groups in our study is
in line with the literature.45–47 Previous publications
state that non-white populations develop diabetes at a
higher rate at BMIs below 25 Kg/m2, the WHO cut-
off point for overweight.29 48 Our results demonstrated
an association of BMI with pre-diabetes or diabetes,
initiated from lower values in Creole and Hindustani
people compared to Javanese and Mixed people. The
earlier association in Hindustanis is in agreement with
the lower cut-off point published for Asians.29 Higher
cut-off points are published for ethnicities of African

Table 3 Models of association of prediabetes or diabetes among ethnic subgroups

Model 1

OR (95% CI)

Model 2

OR (95% CI)

Model 3

OR (95% CI)

Model 4

OR (95% CI)

Model 5

OR (95% CI)

Model 6

OR (95% CI)

Hindustani 1 1 1 1 1 1

Amerindian 0.5 (0.3 to 0.7)* 0.6 (0.4 to 1.1) 0.5 (0.3 to 0.8)* 0.5 (0.3 to 0.7)* 0.5 (0.3 to 0.7)* 0.8 (0.4 to 1.6)

Creole 0.4 (0.3 to 0.5)* 0.4 (0.3 to 0.7)* 0.4 (0.3 to 0.6)* 0.4 (0.3 to 0.6)* 0.6 (0.4 to 0.8)* 0.7 (0.4 to 1.1)

Javanese 0.5 (0.4 to 0.7)* 0.5 (0.4 to 0.8)* 0.5 (0.4 to 0.7)* 0.6 (0.5 to 0.8)* 0.5 (0.4 to 0.7)* 0.6 (0.4 to 0.9)*

Maroon 0.3 (0.2 to 0.4)* 0.3 (0.2 to 0.5)* 0.3 (0.2 to 0.4)* 0.3 (0.2 to 0.4)* 0.4 (0.3 to 0.5)* 0.5 (0.3 to 1.0)

Mixed 0.5 (0.4 to 0.6)* 0.5 (0.3 to 0.7)* 0.6 (0.4 to 0.7)* 0.5 (0.4 to 0.7)* 0.5 (0.4 to 0.7)* 0.5 (0.3 to 0.8)*

*(p<0.05).
Model 1 is the basic multivariate model adjusted for sex and age.
Model 2 is adjusted for variables in model 1 plus demographic factors like living area, marital status, education, income and working status.
Model 3 is adjusted for variables in model 1 plus lifestyle factors like smoking and physical activity.
Model 4 is adjusted for variables in model 1 plus anthropometric measures like BMI and WC.
Model 5 is adjusted for variables in model 1 plus metabolic measures like blood pressure, total cholesterol, LDL cholesterol, HDL cholesterol
and triglycerides.
Model 6 is adjusted for variables in model 1, 2, 3, 4 and 5.
BMI, body mass index; HDL, high-density lipoprotein; LDL low-density lipoprotein; WC, waist circumference.

Table 4 Models of association of diabetes among ethnic subgroups

Model 1

OR (95% CI)

Model 2

OR (95% CI)

Model 3

OR (95% CI)

Model 4

OR (95% CI)

Model 5

OR (95% CI)

Model 6

OR (95% CI)

Hindustani 1 1 1 1 1 1

Amerindian 0.5 (0.3 to 0.8)* 0.9 (0.5 to 1.7) 0.5 (0.3 to 0.9)* 0.4 (0.3 to 0.7)* 0.5 (0.3 to 0.8)* 1.0 (0.5 to 2.3)

Creole 0.3 (0.2 to 0.4)* 0.5 (0.3 to 0.8)* 0.3 (0.2 to 0.4)* 0.3 (0.2 to 0.4)* 0.3 (0.2 to 0.5)* 0.6 (0.4 to 1.1)

Javanese 0.4 (0.3 to 0.6)* 0.6 (0.4 to 1.0)* 0.4 (0.3 to 0.6)* 0.5 (0.4 to 0.7)* 0.4 (0.3 to 0.6)* 0.6 (0.4 to 1.0)

Maroon 0.2 (0.1 to 0.3)* 0.3 (0.2 to 0.6)* 0.2 (0.1 to 0.3)* 0.2 (0.1 to 0.3)* 0.3 (0.2 to 0.4)* 0.5 (0.2 to 1.0)*

Mixed 0.4 (0.3 to 0.6)* 0.4 (0.2 to 0.7)* 0.5 (0.3 to 0.7)* 0.4 (0.3 to 0.6)* 0.5 (0.3 to 0.7)* 0.4 (0.2 to 0.8)*

*(p<0.05).
Model 1 is the basic multivariate model adjusted for sex and age.
Model 2 is adjusted for variables in model 1 plus demographic factors like living area, marital status, education, income and working status.
Model 3 is adjusted for variables in model 1 plus lifestyle factors like smoking and physical activity.
Model 4 is adjusted for variables in model 1 plus anthropometric measures like BMI and WC.
Model 5 is adjusted for variables in model 1 plus metabolic measures like blood pressure, total cholesterol, LDL cholesterol, HDL cholesterol
and triglycerides.
Model 6 is adjusted for variables in model 1, 2, 3, 4 and 5.
BMI, body mass index; HDL, high-density lipoprotein; LDL low-density lipoprotein; WC, waist circumference.
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descent,49–51 which contradicts the association of BMI
observed in Creoles. The associations at higher BMI
values for Javanese and the absence of an association in
Amerindians and Maroons, however, are not explained
by differences in cut-off values between ethnicities. To
explore the ethnic differences concerning the associ-
ation of BMI with prediabetes or diabetes in more
depth, further research on variations in body compos-
ition and cut-off values is needed. The associations of
the metabolic risk factors (increased blood pressure,
total cholesterol and triglycerides and low HDL choles-
terol) with prediabetes or diabetes in our study are in
line with previous findings.7 8 52 In our study, the lipid
profiles from the ethnic groups of African descent
seemed less associated with diabetes in comparison to
other ethnicities. This coincides with published
studies.38 Previous studies implicate that physical activity
is associated with increased HDL cholesterol.53–55 For
the Amerindians, we found a negative association of
HDL cholesterol, a negative association of physical activ-
ity and no association of triglycerides with prediabetes
and diabetes. Physical activity might have influenced the
association of HDL cholesterol with prediabetes or dia-
betes in Amerindians.
Research implicates that adults with both diabetes and

hypertension have the worst of many complications.56–58

The strongest association with hypertension was found
in Hindustanis and Javanese, placing these groups at
higher risk. More detailed research is required to
develop or adapt risk scores for screening in ethnic
groups.

Ethnicity as risk factor
Our study results suggest that biological, demographic,
lifestyle, anthropometric and metabolic risk factors influ-
ence the association of ethnic groups with prediabetes
and diabetes combined and more evidently with dia-
betes. Previous studies on Amerindians have shown a
vast increase in the incidence and prevalence of diabetes
when living with risk factors in urbanized settings.59 60

Many studies also show high prevalences for Indians and
descendants from India.15 33 34 36 The difference
between the OR of mainly Amerindians and Hindustanis
observed in this study decreases with the adjustment of
all risk factors. This is in line with higher prevalences
found in these groups in urban settings. Studies compar-
ing the ethnic groups similar to our study are scarce as
most ethnic comparisons are made with Caucasians.12

The high OR of Hindustanis with diabetes, compared to
the other ethnic groups, remains after adjusting for all
different risk factors. The faster conversion from predia-
betes to diabetes, previously observed in Hindustanis,14

might contribute to the higher prevalence we observed
for Hindustanis in our study. For a complete analysis,
other risk factors, for example, diet, should also be consid-
ered.61 Genetic factors33 62 might play a role but heritable
epigenetic changes, epistasis and gene–environment inter-
actions also need further research.63 For the development

and application of ethnic-specific guidelines for the pre-
vention and treatment of diabetes preferably, follow-up
studies are needed.

Strengths and limitations
The strengths of this cross-sectional study were the
design with a stratified multistage cluster, adequate to
represent the ethnic and geographic diversity of the
Surinamese population by sex in five different age
groups.19 The design included standardized data collec-
tion tools and used measures like the Kish20 method to
minimize interviewer and selection bias. The use of
trained interviewers, the inclusion of control questions
in the questionnaire, and the intense revision on consist-
ency and completeness including random checks on
responses of participants improved the validity of our
self-reported data.19 In addition, in the analysis, sample
weights were applied to correct for selection and
response bias. All blood samples were analyzed in a certi-
fied laboratory. Further, the percentage of missing data
in general was relatively small (<2%), except for of the
information on income status (41.6%).
Still, some limitations should be considered. First,

from all participants, 59% met the criteria of an 8 hours
overnight fast. Although sample weights were applied,
this high non-response for blood samples might have
still resulted in self-selection bias, inflating the outcomes
on prevalence. Second, although the wide range of vari-
ables evaluated in this study allowed control for confoun-
ders, residual confounding might still have occurred, as
with any observational study. For example, information
on nutrition was not considered. Third, we used the
WHO criteria on fasting plasma glucose to define dia-
betes and prediabetes in our study. The combined use
of the fasting plasma glucose and the oral glucose toler-
ance test could have resulted in a slightly higher
prevalence.64

CONCLUSION
The prevalence of diabetes in Suriname has reached
epidemic levels. The prevalence in Hindustanis is con-
siderably higher compared to the prevalence in other
ethnic groups. The observed variations in risk factors
among ethnic groups might in part explain the ethnic
differences in the prevalence of diabetes, but follow-up
studies are needed to explore this in more depth. The
high prevalence of diabetes observed in our results may
have considerable health and economic repercussions.
To prevent a further rapid increase in the prevalence of
diabetes in Suriname, it is important to practise risk
assessment for early detection and control of the
disease. More research with preferably longitudinal
studies is needed to assess ethnic-specific risk tools to
screen for diabetes.

Acknowledgements The authors thank Christel Smits, from the department
of Public Health, Faculty of Medical Sciences, Anton de Kom University of
Suriname, for her participation data collection and control. The authors also

BMJ Open Diabetes Research and Care 2016;4:e000186. doi:10.1136/bmjdrc-2015-000186 9

Epidemiology/health services research

 on M
ay 22, 2023 by guest. P

rotected by copyright.
http://drc.bm

j.com
/

B
M

J O
pen D

iab R
es C

are: first published as 10.1136/bm
jdrc-2015-000186 on 29 June 2016. D

ow
nloaded from

 

http://drc.bmj.com/


thank Albert Hofman, from the department of Epidemiology, Erasmus MC,
University Medical Center, Rotterdam, The Netherlands, for the supervision on
the realization of this study.

Contributors ISKK is the coordinator of this study and the guarantor of this
work. She has full access to all the data in the study and takes responsibility
for the integrity of data and the accuracy of data analysis. ISKK also
conducted statistical analysis, reviewed the data and results, and wrote the
manuscript. VWVJ assisted with the project conception, collaborated in the
interpretation of data, and reviewed and edited the manuscript. LMN-vV
collaborated in the interpretation of data, and reviewed and edited the
manuscript. JRT assisted with the project conception, collaborated in the data
collection, interpretation of data, and reviewed and edited the manuscript.

Funding The Suriname Heath Study was supported by the Ministry of Health
in Suriname (Contract number MOH/NCD/1220/GOS).

Competing interests None declared.

Ethics approval Committee of the Ministry of Health, Suriname. ‘Commissie
mensgebonden wetenschappelijk onderzoek’ (reference VG 004-2013).

Provenance and peer review Not commissioned; externally peer reviewed.

Data sharing statement No additional data are available.

Open Access This is an Open Access article distributed in accordance with
the Creative Commons Attribution Non Commercial (CC BY-NC 4.0) license,
which permits others to distribute, remix, adapt, build upon this work non-
commercially, and license their derivative works on different terms, provided
the original work is properly cited and the use is non-commercial. See: http://
creativecommons.org/licenses/by-nc/4.0/

REFERENCES
1. IDF Diabetes Atlas Sixth edition. Secondary IDF Diabetes Atlas

Sixth edition 2013. http://www.idf.org/diabetesatlas (accessed Sep
2015).

2. Shaw JE, Sicree RA, Zimmet PZ. Global estimates of the prevalence
of diabetes for 2010 and 2030. Diabetes Res Clin Pract
2010;87:4–14.

3. Chizuru N, Ricardo U, Hiriki K, et al. The Joint WHO/FAO Expert
Consultation on diet, nutrition and the prevention of chronic
diseases: process, product and policy implications. Public Health
Nutr 2004;7:245–50.

4. Toelsie J, Bipat R, Algoe M, et al. Diabetes mellitus: historical
background, global aspects, and impact in Suriname. Acad J
Suriname 2013;4:365–71.

5. Bayram F, Kocer D, Gundogan K, et al. Prevalence of dyslipidemia
and associated risk factors in Turkish adults. J Clin Lipidol
2014;8:206–16.

6. Mooradian AD. Dyslipidemia in type 2 diabetes mellitus. Nat Clin
Pract Endocrinol Metab 2009;5:150–9.

7. Bhowmik B, Afsana F, Siddiquee T, et al. Comparison of the
prevalence of metabolic syndrome and its association with diabetes
and cardiovascular disease in the rural population of Bangladesh
using the modified National Cholesterol Education Program Expert
Panel Adult Treatment Panel III and International Diabetes
Federation definitions. J Diabetes Investig 2015;6:280–8.

8. Fukui M, Tanaka M, Toda H, et al. Risk factors for development of
diabetes mellitus, hypertension and dyslipidemia. Diabetes Res Clin
Pract 2011;94:e15–8.

9. Lee CMY, Colagiuri S. Epidemiology of prediabetes. In: Bergman M,
ed. Global Health Perspectives in Prediabetes and Diabetes
Prevention. Singapore: World Scientific Publishing Company,
2014:17–29.

10. Nichols GA, Hillier TA, Brown JB, et al. Progression from newly
acquired impaired fasting glusose to type 2 diabetes. Diabetes care
2007;30:228–33.

11. Shai I, Jiang R, Manson JE, et al. Ethnicity, obesity, and risk of type
2 diabetes in women: a 20-year follow-up study. Diabetes Care
2006;29:1585–90.

12. Jenum AK, Holme I, Graff-Iversen S, et al. Ethnicity and sex are
strong determinants of diabetes in an urban Western society:
implications for prevention. Diabetologia 2005;48:435–9.

13. Qiao Q, Hu G, Tuomilehto J, et al. Age- and sex-specific prevalence
of diabetes and impaired glucose regulation in 11 Asian cohorts.
Diabetes Care 2003;26:1770–80.

14. Admiraal WM, Holleman F, Snijder MB, et al. Ethnic disparities in
the association of impaired fasting glucose with the 10-year
cumulative incidence of type 2 diabetes. Diabetes Res Clin Pract
2014;103:127–32.

15. Bindraban NR, van Valkengoed IG, Mairuhu G, et al. Prevalence of
diabetes mellitus and the performance of a risk score among
Hindustani Surinamese, African Surinamese and ethnic Dutch:
a cross-sectional population-based study. BMC public health
2008;8:271.

16. Algemeen Bureau voor de Statistiek, Censuskantoor. Achtste (8e)
Volks- en Woningtelling in Suriname (Volume I) Demografische en
Socale karakteristieken en Migratie, 2013. Suriname: Algemeen
Bureau voor de Statistiek, 2013.

17. Demar M, Ajzenberg D, Maubon D et al. Doodsoorzaken in
Suriname 2009–2011 Paramaribo: Ministerie van Volksgezondheid;
Bureau Openbare Gezondheidszorg 2012.

18. Asin V. Diabetes in Suriname. 17–18. 2003. Miami. Final Report: II
PAHO-DOTAWorkshop on Quality of Diabetes Care. http://www.
powershow.com/view1/1067b3-Dc1Z/Diabetes_in_Suriname_
powerpoint_ppt_presentation (accessed Dec 2014).

19. Krishnadath IS, Smits CC, Jaddoe VW, et al. A National
Surveillance Survey on Noncommunicable Disease Risk
Factors: Suriname Health Study Protocol. JMIR Res Protoc 2015;4:
e75.

20. WHO. Steps Manual. http://www.who.int/chp/steps/manual/en/
(accessed 9 Sep 2012).

21. Eithne CB, Boven K. The native population: migrations and
identities. Atlas of the languages of Suriname. Leiden and Kingston:
KITLV Press and Ian Randle, 2002:14–45.

22. Kish L. A procedure for objective respondent selection within the
household. J Am Stat Assoc 1949;44:380–7.

23. Goldenberg R, Punthakee Z. Definition, classification and diagnosis
of diabetes, prediabetes and metabolic syndrome. Can J Diabetes
2013;37(Suppl 1):S8–11.

24. WHO, IDF. Definition and diagnosis of diabetes mellitus and
intermediate hyperglycemia: report of a WHO/IDF consultation.
Geneva, Switzerland, 2006.

25. Balkau B. The DECODE study. Diabetes epidemiology: collaborative
analysis of diagnostic criteria in Europe. Diabetes Metab
2000;26:282–6.

26. Baldew SS, Krishnadath IS, Smits CC, et al. Self-reported
physical activity behavior of a multi-ethnic adult population within
the urban and rural setting in Suriname. BMC Public Health
2015;15:485.

27. Noble D, Mathur R, Dent T, et al. Risk models and scores for type 2
diabetes: systematic review. BMJ 2011;343:d7163.

28. Ministry of Social A, Housing, General Bureau of S. Suriname
Multiple Indicator Cluster Survey 2010, Final Report. Paramaribo,
2013.

29. World Health Organization expert consultation. Appropriate
body-mass index for Asian populations and its implications for policy
and intervention strategies. Lancet 2004;363:157–63.

30. World Health Organization expert consultation. Waist circumference
and waist hip ratio. http://apps.who.int/iris/bitstream/10665/44583/1/
9789241501491_eng.pdf (accessed 9 Sep 2015).

31. Expert Panel on Detection Evaluation, and Treatment of High Blood
Cholesterol in Adults. Executive Summary of the Third Report of the
National Cholesterol Education Program (NCEP) Expert Panel on
Detection, Evaluation, and Treatment of High Blood Cholesterol in
Adults (Adult Treatment Panel III). JAMA 2001;285:2486–97.

32. Ferguson T, Tulloch-Reid MK, Wilks RJ. The epidemiology of
diabetes mellitus in Jamaica and the Caribbean: a historical review.
West Indian Med J 2010;59:259–64.

33. Shetty P. Public health: India’s diabetes time bomb. Nature
2012;485:S14–6.

34. Hussain A, Bhowmik B, Shaikh F, et al. Epidemiological trends,
risk factors and prevention of diabetes: special focus on South
Asians and migrants. In: NYU School of Medicine U, ed. Global
health perspectives in prediabetes and diabetes prevention.
2014:181–206.

35. Gurvinder R. Diseases and Different Ethnic Groups EMIS, 2011.
http://m.patient.media/pdf/2981.pdf?v=635967732690346799
(accessed 1 June 2016).

36. Health Survey for England—2004. Health of ethnic minorities,
Headline results [NS]. In Health Survey for England. http://www.
hscic.gov.uk/catalogue/PUB01209/heal-surv-hea-eth-min-hea-tab-
eng-2004-rep.pdf (accessed 9 Sep 2015).

37. McBean AM, Li S, Gilbertson DT, et al. Differences in diabetes
prevalence, incidence, and mortality among the elderly of four racial/
ethnic groups: whites, blacks, Hispanics, and Asians. Diabetes Care
2004;27:2317–24.

10 BMJ Open Diabetes Research and Care 2016;4:e000186. doi:10.1136/bmjdrc-2015-000186

Epidemiology/health services research

 on M
ay 22, 2023 by guest. P

rotected by copyright.
http://drc.bm

j.com
/

B
M

J O
pen D

iab R
es C

are: first published as 10.1136/bm
jdrc-2015-000186 on 29 June 2016. D

ow
nloaded from

 

http://creativecommons.org/licenses/by-nc/4.0/
http://creativecommons.org/licenses/by-nc/4.0/
http://www.idf.org/diabetesatlas
http://dx.doi.org/10.1016/j.diabres.2009.10.007
http://dx.doi.org/10.1016/j.jacl.2013.12.011
http://dx.doi.org/10.1038/ncpendmet1066
http://dx.doi.org/10.1038/ncpendmet1066
http://dx.doi.org/10.1111/jdi.12268
http://dx.doi.org/10.1016/j.diabres.2011.07.006
http://dx.doi.org/10.1016/j.diabres.2011.07.006
http://dx.doi.org/10.2337/dc06-1392
http://dx.doi.org/10.2337/dc06-0057
http://dx.doi.org/10.1007/s00125-005-1668-8
http://dx.doi.org/10.2337/diacare.26.6.1770
http://dx.doi.org/10.1016/j.diabres.2013.10.014
http://dx.doi.org/10.1186/1471-2458-8-271
http://www.powershow.com/view1/1067b3-Dc1Z/Diabetes_in_Suriname_powerpoint_ppt_presentation
http://www.powershow.com/view1/1067b3-Dc1Z/Diabetes_in_Suriname_powerpoint_ppt_presentation
http://www.powershow.com/view1/1067b3-Dc1Z/Diabetes_in_Suriname_powerpoint_ppt_presentation
http://www.powershow.com/view1/1067b3-Dc1Z/Diabetes_in_Suriname_powerpoint_ppt_presentation
http://dx.doi.org/10.2196/resprot.4205
http://www.who.int/chp/steps/manual/en/
http://dx.doi.org/10.1080/01621459.1949.10483314
http://dx.doi.org/10.1186/s12889-015-1807-1
http://dx.doi.org/10.1136/bmj.d7163
http://dx.doi.org/10.1016/S0140-6736(03)15268-3
http://apps.who.int/iris/bitstream/10665/44583/1/9789241501491_eng.pdf
http://apps.who.int/iris/bitstream/10665/44583/1/9789241501491_eng.pdf
http://dx.doi.org/10.1001/jama.285.19.2486
http://dx.doi.org/10.1038/485S14a
http://m.patient.media/pdf/2981.pdf?v=635967732690346799
http://www.hscic.gov.uk/catalogue/PUB01209/heal-surv-hea-eth-min-hea-tab-eng-2004-rep.pdf
http://www.hscic.gov.uk/catalogue/PUB01209/heal-surv-hea-eth-min-hea-tab-eng-2004-rep.pdf
http://www.hscic.gov.uk/catalogue/PUB01209/heal-surv-hea-eth-min-hea-tab-eng-2004-rep.pdf
http://www.hscic.gov.uk/catalogue/PUB01209/heal-surv-hea-eth-min-hea-tab-eng-2004-rep.pdf
http://www.hscic.gov.uk/catalogue/PUB01209/heal-surv-hea-eth-min-hea-tab-eng-2004-rep.pdf
http://dx.doi.org/10.2337/diacare.27.10.2317
http://drc.bmj.com/


38. Davis TM, Cull CA, Holman RR, et al. Relationship between
ethnicity and glycemic control, lipid profiles, and blood pressure
during the first 9 years of type 2 diabetes: U.K. Prospective
Diabetes Study (UKPDS 55). Diabetes Care 2001;24:1167–74.

39. Soewondo P, Ferrario A, Tahapary DL. Challenges in diabetes
management in Indonesia: a literature review. Global Health
2013;9:63.

40. Hu FB. Globalization of diabetes: the role of diet, lifestyle, and
genes. Diabetes Care 2011;34:1249–57.

41. Wild SR, Green A, Sicree R, et al. Global prevalence of diabetes
estimates for the year 2000 and projections for 2030. Diabetes Care
2004;27:1047–53.

42. Rabi DM, Edwards AL, Southern DA, et al. Association of
socio-economic status with diabetes prevalence and utilization of
diabetes care services. BMC Health Serv Res 2006;6:124.

43. Connolly V, Unwin N, Sherriff P, et al. Diabetes prevalence and
socioeconomic status: a population based study showing increased
prevalence of type 2 diabetes mellitus in deprived areas.
J Epidemiol community Health 1999;54:173–7.

44. Lee C, Glynn TJ, Peña RM, et al. Socioeconomic status and
incident type 2 diabetes mellitus: data from the Women’s Health
Study. PLoS ONE 2011;6:e27670.

45. Gouveia LA, Marucci Mde F, Lebrao ML, et al. Association between
waist circumference (WC) values and hypertension, heart disease
(HD) and diabetes, reported by the elderly—SABE Survey: health,
wellness and aging, 2000 and 2006. Arch Gerontol Geriatr
2014;59:62–8.

46. Alvim Rde O, Mourao-Junior CA, de Oliveira CM, et al. Body mass
index, waist circumference, body adiposity index, and risk for type 2
diabetes in two populations in Brazil: general and Amerindian. PLoS
ONE 2014;9:e100223.

47. Anjana M, Sandeep S, Deepa R, et al. Visceral and central
abdominal fat and anthropometry in relation to diabetes in Asian
Indians. Diabetes Care 2004;27:2948–53.

48. Chiu M, Austin PC, Manuel DG, et al. Deriving ethnic-specific BMI
cut-off points for assessing diabetes risk. Diabetes Care
2011;34:1741–8.

49. UK Prospective Diabetes Study. XII: differences between Asian,
Afro-Caribbean and white Caucasian type 2 diabetic patients at
diagnosis of diabetes. UK Prospective Diabetes Study Group.
DiabetMed 1994;11:670–7.

50. El Mabchour A, Delisle H, Vilgrain C, et al. Specific cut-off
points for waist circumference and waist-to-height ratio as
predictors of cardiometabolic risk in Black subjects: a
cross-sectional study in Benin and Haiti. Diabetes Metab Syndr
Obes 2015;8:513–23.

51. Okosun IS RC, Forrester TE, Fraser H. Predictive value of
abdominal obesity cut-off points for hypertension in Blacks from
West African and Caribbean island nations. Int J Obes Relat Metab
Disord 2000;24:180–6.

52. Kraus RM. Lipids and lipoproteins in patients with type 2 diabetes.
Diabetes Care 2004;27:1496–504.

53. Monda KL, Ballantyne CM, North KE. Longitudinal impact of
physical activity on lipid profiles in middle-aged adults: the
Atherosclerosis Risk in Communities Study. J Lipid Res
2009;50:1685–91.

54. Kokkinos PF, Fernhall B. Physical activity and high density
lipoprotein cholesterol levels: what is the relationship? Sports Med
1999;28:307–14.

55. Kelley GA, Kelley KS, Roberts S, et al. Efficacy of aerobic exercise
and a prudent diet for improving selected lipids and lipoproteins in
adults: a meta-analysis of randomized controlled trials. Secondary
Efficacy of aerobic exercise and a prudent diet for improving
selected lipids and lipoproteins in adults: a meta-analysis of
randomized controlled trials 2011, 2011. http://www.biomedcentral.
com/1741-7015/9/74

56. Rydén L, Grant PJ, Anker SD, et al., Task Force on diabetes,
pre-disbetes, and cardiovascular diseases of the European Society
of Cardiology (ESC), European Association for the Study of
Diabetes (EASD), et al. ESC guidelines on diabetes, pre-diabetes,
and cardiovascular diseases developed in collaboration with the
EASD—summary. Diab Vasc Dis Res 2014;11:133–73.

57. Martin-Timon I, Sevillano-Collantes C, Segura-Galindo A, et al. Type
2 diabetes and cardiovascular disease: have all risk factors the
same strength? World J Diabetes 2014;5:444–70.

58. Lorber D. Importance of cardiovascular disease risk management in
patients with type 2 diabetes mellitus. Diabetes Metab Syndr Obes
2014;7:169–83.

59. Esparza-Romero J, Valencia ME, Urquidez-Romero R, et al.
Environmentally driven increases in type 2 diabetes and obesity in
Pima Indians and non-Pimas in Mexico over a 15-year period: the
Maycoba Project. Diabetes Care 2015;38:2075–82.

60. Schulz LO, Bennett PH, Ravussin E, et al. Effects of traditional and
western environments on prevalence of type 2 diabetes in Pima
Indians in Mexico and the U.S. Diabetes Care 2006;29:1866–71.

61. Appuhamy JADRN, Kebreab E, Simon M, et al. Effects of diet and
exercise interventions on diabetes risk factors in adults without
diabetes: meta-analyses of controlled trials. Diabetol Metab Syndr
2014;6:127.

62. Chen R, Corona E, Sikora M, et al. Type 2 diabetes risk alleles
demonstrate extreme directional differentiation among human
populations, compared to other diseases. PLoS Genet 2012;8:
e1002621.

63. Sohani ZN, Deng WQ, Pare G, et al. Does genetic heterogeneity
account for the divergent risk of type 2 diabetes in South Asian and
white European populations? Diabetologia 2014;57:2270–81.

64. Expert Committee on the, Diagnosis; and Classification of Diabetes
Mellitus. Report of the expert committee on the diagnosis and
classification of diabetes mellitus. Diabetes Care 2003;26(Suppl 1):
S5–20.

BMJ Open Diabetes Research and Care 2016;4:e000186. doi:10.1136/bmjdrc-2015-000186 11

Epidemiology/health services research

 on M
ay 22, 2023 by guest. P

rotected by copyright.
http://drc.bm

j.com
/

B
M

J O
pen D

iab R
es C

are: first published as 10.1136/bm
jdrc-2015-000186 on 29 June 2016. D

ow
nloaded from

 

http://dx.doi.org/10.1186/1744-8603-9-63
http://dx.doi.org/10.2337/dc11-0442
http://dx.doi.org/10.1136/jech.54.3.173
http://dx.doi.org/10.1371/journal.pone.0027670
http://dx.doi.org/10.1016/j.archger.2014.02.005
http://dx.doi.org/10.1371/journal.pone.0100223
http://dx.doi.org/10.1371/journal.pone.0100223
http://dx.doi.org/10.2337/diacare.27.12.2948
http://dx.doi.org/10.2337/dc10-2300
http://dx.doi.org/10.2147/DMSO.S88893
http://dx.doi.org/10.2147/DMSO.S88893
http://dx.doi.org/10.2337/diacare.27.6.1496
http://dx.doi.org/10.1194/jlr.P900029-JLR200
http://dx.doi.org/10.2165/00007256-199928050-00002
http://www.biomedcentral.com/1741-7015/9/74
http://www.biomedcentral.com/1741-7015/9/74
http://www.biomedcentral.com/1741-7015/9/74
http://dx.doi.org/10.1177/1479164114525548
http://dx.doi.org/10.4239/wjd.v5.i4.444
http://dx.doi.org/10.2147/DMSO.S61438
http://dx.doi.org/10.2337/dc15-0089
http://dx.doi.org/10.2337/dc06-0138
http://dx.doi.org/10.1186/1758-5996-6-127
http://dx.doi.org/10.1371/journal.pgen.1002621
http://dx.doi.org/10.1007/s00125-014-3354-1
http://dx.doi.org/10.2337/diacare.26.2007.S5
http://drc.bmj.com/

	Ethnic differences in prediabetes and diabetes in the Suriname Health Study
	Abstract
	Introduction
	Methods
	Design
	Main outcomes
	Risk factors
	Statistical analysis

	Results
	Participant characteristics
	Prevalence of prediabetes and diabetes
	Odds ratios of various risk factors for prediabetes or diabetes, overall and within different ethnic groups
	Ethnic differences, adjusted to risk factors, in (1) pre-diabetes or diabetes and (2) diabetes

	Discussion
	Prevalence
	Ethnic differences in risk factors
	Ethnicity as risk factor
	Strengths and limitations

	Conclusion
	References


