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Abstract: Diabetes mellitus is a major source of mortality and morbidity along with an economic menace all over the
world. In 2000, prevalence of diabetes worldwide was 171,000,000 and in 2030, it will be 366,000,000, nearly one in
ten people globally will have some form of diabetes by 2035. There are some 382 million people living with the dis-
ease, but that could jump 55% by 2035. The total number of people in India with diabetes to be around 50.8 million
in 2010, rising to 87.0 million by 2030 and it is estimated that by 2040 the numbers will increase upto 123.5 million. It
has estimated that the prevalence of diabetes in rural populations is one-quarter that of urban population for India
and other Indian sub-continent countries such as Bangladesh, Nepal, Bhutan, and Sri Lanka. Indian Council of
Medical research (ICMR) revealed that a lower proportion of the population is affected in states of Northern India
(Chandigarh 0.12 million, Jharkhand 0.96 million) as compared to Maharashtra (9.2 million) and Tamil Nadu (4.8
million). The National Urban Survey conducted across the metropolitan cities of India reported similar trend: 11.7 per
cent in Kolkata (Eastern India), 6.1 per cent in Kashmir Valley (Northern India), 11.6 per cent in New Delhi (Northern
India), and 9.3 per cent in West India (Mumbai) compared with (13.5 per cent in Chennai (South India), 16.6 per
cent in Hyderabad (south India), and 12.4 per cent Bangalore (South India). Strengthening of health promotion ac-
tivities in different settings, preventive health screening package, better treatment facilities and effective implementa-
tion can cure these problems worldwide.
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INTRODUCTION lion. The largest age group currently affected iapd-
tes is between 40-59 years. By 2030 this ‘recosd’ i

Diabetes is a chronic disease that occurs eithenwh expected to move to the 60-79 age groups with 196

the pancreas does not produce enough insulin on Whemillion cases (IDF, 2011). Diabetes is one of thgan

the body cannot gf{)ectivelly L;SG thg insuI.in it pIIWlSd_ causes of premature illness and death worldwide- No
(WHO, 2009). Diabetes is fast, becoming a leading.qmmynicable diseases including diabetes account fo
cause of_morb|d|ty, m_ortal!ty and disability acr(_jbe . 60% of all deaths worldwide. Type 2 diabetes is re-
worl(_j. Dlabgtes me”'“.ls IS a glo_bal me_ta_b_ohc epi- sponsible for 85-95% of all diabetes in high income
demic affecting essential biochemical activitiesain countries and may account for an even higher percen
most every age group (Gupeaal., 2008)' Accord”ﬁg age in low and middle income countries. Eighty per
to IDF prevalence for 2010 has risen to 285 million ... type 2 diabetes is preventable by chandiet
; o . .

representing 5‘4A’ of the world's adult population, increasing physical activity and improving the tigi
with a prediction that by 2030 the number of pec>p|eenvironment. Yet, without effective prevention and

with diabetes will have risen to 438 million corre- control programmes, the incidence of diabeteskiyl
sponding to 7.8% of the adult population (IDF, 2011 to continue rising globally (IDF, 2011).

India has been declared as 'ehd)iabeti_c.capi'gal Of. Diabetes increases the risk of heart disease aokest
world. By 2030 there would be 366 million diabetics Fifty per cent of people with diabetes die of caveis-
throughout the world and 79.44 million diabetics in cular disease (primarily heart disease and strdbie).
India alone (.WHO’ 2.00.7)' It is estimated that_bg th betes with reduced blood flow, neuropathy in thet fe
year 2030, diabetes is likely to be the seventllifga 0555 the chance of foot ulcers and eventod i

cause of death accounting 3.3 per cent of totaﬂ?dea amputation. Diabetic retinopathy is an importanisea
in the world (WHO, 2908)' Accordmg to IDF 7(“’_0f of blindness and occurs as a result of long-terouac
the current cases of diabetes occur in low- andimid | 15ted damage to the small blood vessels in fiireare
income countries. With an estimated 50.8 milliolo-pe (WHO, 2011). After 15 years of diabetes, approxi-

p!e living with diabetes, India has t_he wc_)rld‘sglest . mately 2% of people become blind and about 10%
diabetes population, followed by China with 43.2-mi  jo 6100 severe visual impairment. Diabetes is among
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the leading causes of kidney failure. Ten to twepey  reported to have experienced two or more life event
cent of people with diabetes die of kidney failubéa- tended to have an increased risk of diabetes (Mboy
betic neuropathy is damage to the nerves as at i&sul al., 2000). In America 40 to 45 % persons diagnosed
diabetes and affects up to 50% of people with dexbe with diabetes have some stage of diabetic retifgypat
Although many different problems can occur as a re-putting them at risk of blindness. People with tybe
sult of diabetic neuropathy, common symptoms arediabetes have 2 to 4 times higher risk of suffering
tingling, pain, numbness or weakness in the feet an stroke and twice to have a heart attack, it aceofort
hands. The overall risk of dying among people withup to 50% of all diabetes deaths (WHO, 2009). The
diabetes is at least double the risk of their peétis- prevalence of diabetes has dramatically increased i
out diabetes (WHO, 2011). Type 2 diabetes runs inthe latter half of the 20century, largely due to ready
families. Tendency is due to children learning ball-  availability of large quantities of calorie richdds and

its eating a poor diet, not exercising from theirgnts.  the technology driven reduction in routine dailyeex

In general, if one has type 2 diabetes, the ristheir cise (Birnbaum, 2005). Obesity and physical inaistiv
child getting diabetes is 1 in 7 if one was diagbs independently contribute to the development of t2pe
before age 50 and 1 in 13 if diagnosed after age 50diabetes. However, magnitude of risk contributed by
Child's risk is greater when the parent with typei& obesity is much greater than that imparted by laick
betes is the mother. If both have type 2 diabdtea t physical activity (Ranat al., 2007).

child's risk is about 1 in 2 (American Diabetes dxss Prevalence of diabetesin India and worldwide: Dia-
ciation, 2011). Higher blood sugar levels afteoaar- betes is a major threat to public health that Edig
night fast are an automatic sign of diabetes. De&xbe getting worse in the recent years. There was a 69%
adjusted for the subject's age, gender, body mass i increase in diabetes prevalence from 1995 to 2005;
dex, socioeconomic status and ethnicity. Peoplé wit exceeding the WHO estimate of a sixty per centalob
relatively higher levels of the pesticide in thblood increase between 1995 and 2030 and 39% increase
were having high fasting blood sugar levels (Chigag between 2000 and 2030 (Diabetes Atlas, 2007). The
al., 2010). number of diabetic patients around 37 million i th
Centers for Disease Control and Prevention (CDCP)country out of the total 150 million in the worlddhit
found that obesity contribute to approximately 5686 is growing rapidly. By 2020, that number is expdcte
cases of type 2 diabetes and decreasing consungdtion to rise to 380 million and India will have 57.5 ligh
saturated fats and trans fatty acids while reptacin diabetic people by the year 2025 (Diabetes Atlas,
them with unsaturated fats may decrease the risk2007). Gikaset al., (2007) concluded that the overall
Weight loss is associated with reduced mortality crude prevalence of diabetes increased signifigantl
among overweight persons with diabetes. The prevafrom 245 (8.7%) in 2002 to 358 (10.3%) in 2006
lence of overweight was 85.2% and the prevalence ofP=0.037). The age-adjusted prevalence of diabetes
obesity was 54.8% (CDCP, 2004). among adults was 8.2% (men, 8.5%; women, 7.8%) in
Hypertension, elevated cholesterol, acromegalyh-cus 2002 and 9.5% (men, 9.7%; women, 9.3%) in 2006.
ing's syndrome, thyrotoxicosis, chronic pancrestiti Leeet al., (2007) conducted a study in South-East Asia
cancer, drugs, aging and high fat diets found to in and Western Pacific regions which indicates thateh
crease the risk of type 2 diabetes (Jetcid., 2004). A are 83 million individuals with diabetes and 12 ou
person with first-degree relatives with type 2 dims  tries (including Hong Kong and Taiwan) in the Asia-
have a much higher risk of developing type 2 diaket Pacific region representing 78% of the total pofioia
Concordance among monozygotic twins is close toof the Asia-Pacific region. Six (Australia, Chiradia,
100% and about 25% of those with the disease have @onga, South Korea and Mongolia) of ten countries
family history of diabetes. with complete data reported a prevalence of diabete
A person with first-degree relatives with type 2lk-  exceeding and three of which (Korea, Thailand, and
tes have a much higher risk of developing typea di Tonga) have also already exceeded the WHO projec-
betes. Concordance among monozygotic twins is closé¢ions for 2030. In the 12 countries in the AsiaiR@c

to 100% and about 25% of those with the disease havregion, the prevalence of diabetes ranged from 266%

a family history of diabetes. Genes significanths@a  15.1%.

ciated with developing type 2 diabetes (Lysseeko Kokiwar et al., (2007) conducted a study to determine
al., 2008 and McCarthgt al., 2010). Emotional stress the prevalence of diabetes and abnormal glucose-tol
like depression is a risk factor for the developtng&n ance in a rural area of Nagpur district. Nine heddr
type 2 diabetes mellitus. Not only depression leri-g twenty four diabetic subjects age80 years were se-
eral emotional stress and anxiety, sleeping proslem lected. Thirty four (3.67%) subjects were obsert@d
anger and hostility are associated with an incigase be diabetic, 55 (5.96%) had impaired glucose toleza
risk for the development of type 2 diabetes (Kabl and 33 (3.57%) had impaired fasting glycemia (IFG).
al., 2006). Persons who had experienced significantA total of 122 (13.20%) were observed to have abnor
life events during the past five years had a 1l6-fo mal glucose tolerance (AGT). Prevalence of AGT was
increased risk to have type 2 diabetes compared tsignificantly (P<0.001) greater in people of Ragur
those who had not experienced life events. Men whovillage, Nagpur having sedentary physical activity
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(33.84%) as compared to people having heavy pHysicaial aggregation, central obesity, insulin resisteaand
activity (11.53%). Prevalence was high in those be-life style changes due to urbanization. Most long
longing to upper socioeconomic classes (23.68%) astanding macro and micro vascular complications are
compared to people belonging to lower socioeconomicalso more common among Indian diabetics as com-
classes (8.96%), in those consuming alcohol (22)29%pared to other races and ethnic groups. Simple-inte
as compared to nonalcoholic (11.46%), in thoserftavi ventional strategies like -eat less, eat on tinak \malk

BMI >25 kg/m 2 (27.47%) as compared to those hav-more can go a long way in preventing these chronic
ing BMI <25 kg/m 2 (9.7%), in people having family disorders among present as well as in the future ge
history of diabetes (46.93%) as compared to thade w erations. Mohan and Pradeepa (2009) reported an ove
no such history (11.31%) in Raipura village, Nagpur all prevalence of diabetes in India was 2.1 % imaar
Boddulaaet al., (2008) reported that the highest preva- areas and 1.5% in rural areas in 1972 and thisdgas
lence of type 2 diabetes mellitus in developingreou idly climbed to 12-16% from last two decades. Tqday
tries occurs in the upper socio-economic group, butthe prevalence of diabetes in the urban metrosdial
this has not been well documented in Indians. Tee a is approaching the figures reported in the afflusint
and sex standardized prevalence of diabetes in 111grant Indians. Although in rural India the prevalerof
affluent adult Indian subjects was 21.1%. Thishis t diabetes is much lower than in the urban population
highest prevalence of diabetes reported from IndiaEnvironmental and lifestyle changes resulting from
Mohan et al., (2008) presented eight year follow up industrialization and migration to urban environmen
data on the Chennai Urban Population Study (CUPS¥rom rural settings may be responsible to a large e
cohort. Among 476 subjects who had normal glucosetent, for this epidemic of type 2 diabetes in Imdia
tolerance at the baseline 13.4% (n=64) developad di The morbidity associated with type 2 diabetes would
betes and 10.1% (n=48) pre-diabetes, during thewiol still be very high. According to Rangadhat al.,

up period of eight years. Thirty seven individuaish (2009) the prevalence of diabetes in rural Benga i
impaired glucose tolerance at baseline 40.5 % (h=15between 3.5% - 5.7%. Religion wise prevalence in
developed diabetes during the same period. Thaabver rural Bengal shows Muslims have lowest prevalence
incidence of diabetes was 20.2 per 1000 persomgiuri (4.8%) and it is highest in Hindus (5.4%), whileriSh

the follow up while the overall incidence of pre- tians have (5.1%) in between them. It has been ob-
diabetes was 13.1 per 1000 person during the followserved that food intake of peoples reflects diabete

up. Ramachandraret al., (2008) reported that in more in meat eaters (7.2%), most in pork eaters
Tamilnadu city, diabetes increased from 13.9 t&6%8. (7.6%), intermediate in chicken eaters (6.4%) amd |

in six years and impaired glucose tolerance deetkas est in those who take goat/sheep (6.1%). In veigesr
significantly (P<0.0001). The Kanchipuram town and it is 5.8% and in fish eaters it is 5.2%.

Chennai city had similar prevalence, the periurbanSingh (2009) conducted a study in north India tm€o
villages had lower diabetes prevalence, but prexale pare the prevalence of type 2 diabetes mellitus Y\DM
had increased compared with that in a previouseyurv and coronary artery disease (CAD) and hyperterision
done in 2006. Seshiad al., (2008) studied that a total DM in the rural and urban populations. Two popula-
of 4151, 3960 and 3945 pregnant women weretions (rural and urban) of the same ethnic backapou
screened in urban, semi urban and rural areasrofl-Ta  were randomly selected for this cross sectionatesur
nadu, Chennai respectively. Gestational diabetdsme There were 1769 rural (894 men, 875 women) and
tus was detected in 739 (17.8%) women in urban, 548806 urban subjects (904 men, 902 women) between
(13.8%) in semi urban and 392 (9.9%) in rural areas25—64 years of age. The survey methods includdd fas
Out of 1679 gestational diabetes mellitus womef412 ing and 2 h blood glucose and electro-cardiograch an
(72%) were detected in first visit and the remainin blood pressure measurement of all subjects. Usiag t
28% in subsequent visits. A significant increase (P criteria of WHO, the prevalence of diabetes medlitu
0.0001) in the prevalence of gestational diabeteli-m (6.0 vs 2.8%) hypertension (24.0 vs 17.0%) and CAD
tus was observed with family history of diabetes, i (9.0 vs 3.2%) was significantly (P<0.001) higher in
creased maternal age and body mass index. urban compared to rural subjects. Hypertension and
Mallikarjun et al.,(2009) analyzed that the prevalence CAD were significantly (P<0.001) more frequent
of diabetes of diabetics attending hospitals ofigar among subjects with diabetes compared to non diabe-
taka, India was higher among patients with diabetictes. The association of CAD and hypertension with
mother (25.6%) as compared to patients with diabeti diabetes was greater in urban than rural subjéots.
father (21.2%) and there was early onset of type -2cess body weight, obesity, central obesity, sedgnta
diabetes among patients having both parents wih di lifestyle, higher visible fat intake (>25 g/dayyndso-
betic when compared to other patients. cial class 1-3 (higher and middle) were signifibant
According to Mehtaet al., (2009) the prevalence of (P<0.001) associated with diabetes. Multivariatgde
diabetes in urban Indian adults is about 12.1%thad tic regression analysis showed that after adjustron
prevalence of Type 2 diabetes is 4-6 times higher i age, sex, body mass index, central obesity, segenta
urban than in rural areas. The risk factors pecdtin  lifestyle, higher visible fat intake and alcohotake in
developing diabetes among Indians include highlfami men were significant risk factors of diabetes amalhg
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the sub-groups. According to Vijayakumat al., sleepiness were more prevalent among subjects with
(2009) a cross-sectional survey was conducted amongnpaired glucose metabolism compared to those with
1990 adults (women: 1149; men: 841) in Kerala,dndi normal glucose metabolism. Both sleep measures were
Those who were already on drugs for DM and/or hav-associated with higher diabetes risk scores, asssd

ing fasting blood glucose (FBS)126 mg/dl were con- by the Indian Diabetic Risk Score (IDRS). The preva
sidered as DMs; those with FBS 100 —125 mg/dl werelence of snoring and daytime sleepiness is highrgmo
considered as impaired fasting glycaemia (IFGsg Th urban south Indians and these two sleep measuges ar
respondents response rate was 82.7 percent duringssociated with glucose intolerance, metabolic syn-
study. The crude and age adjusted prevalence bédia drome, and higher diabetes risk scores. Mithal Q201
tes mellitus was 14.6 per cent and 12.5 per capee ~ reported that twenty one per cent people of Dallfi s
tively, and that of impaired fasting glycaemia va$ fer from both diabetes and hypertension. Of the dia
per cent and 4.6 per cent respectively. The crudeetic population in New Delhi sixty two per centdha
prevalence of hypertension (BPL40/90), hypercho- uncontrolled diabetes with their HbAlc levels more
lesterolemia (fasting total serum cholester@d00 mg/  than seven per cent. Twenty seven per cent ofithe d
dl), central obesity (WHR: 0.80 [women] an¢ 0.90 betic patients had kidney complications. Sixty fpver
[men]) was 36.1 per cent, 37.0 per cent and 85t6 pecent of the diabetic patients were also hypertenand
cent respectively. Gale (2010) reported that Chias.  dyslipidemia, while fifty five per cent was equalligh
overtaken India as the global epicenter of theatied amongst both the diabetic and hypertensive popula-
epidemic afflicts 92.4 million adults. Gale (201@) tions. Indian Heart Association (2015) reportedtth
ported that China has overtaken India as the globapublic health estimates indicate that India wilt@agnt
epicenter of the diabetes epidemic afflicts 92.4ioni for approximately 60% of the world’s heart disease
adults. China will lose $558 billion of nationatmme  burden. According to Shawt al., (2010) the world

to diabetes and heart disease between 2005 and 201farevalence of diabetes among adults (aged 20-79
There are about 26.8 million diabetics in the Ud., years) will be 6.4%, affecting 285 million adulis,
about 12.3 percent, 7.1 percent in India and 4tBgmeé 2010, and will increase to 7.7% and 439 millionlesdu

in China of the population. According to Kaleaal., by 2030. Between 2010 and 2030, there will be a 69%
(2010) the overall prevalence of type 1 diabetes inincrease in numbers of adults with diabetes in kibgve
Karnal district is 10.20/100,000 population, with a ing countries and a 20% increase in developed coun-
higher prevalence in urban (26.6/100,000) as coetpar tries. Sudheeet al., (2010) reported that patients with
to rural areas (4.27/100,000). Karnal has a higlvggr  known diabetes were carried out in Tirupati, Andhra
lence of type 1 diabetes (31.9/100,000). The prevaPradesh. Two hundred twenty two diabetic patients
lence in men is higher (11.56/100,000) than in wome were inquired for a detailed questionnaire regaydin
(8.6/100,000). In the 5-16 years age group, thegre the type of diabetes, life style including dietbhs,
lence is 22.22/100,000, while in the 0-5 years ageheredity and exercise. Out of them, 35 (16%) were
group, prevalence is 3.82/100,000. Kumer al., type | diabetic and 185 (84%) were type Il diabetic
(2010) reported that diabetes is a major causearf m patients. Out of the type Il diabetic patients 130%)
bidity and mortality worldwide. Prevalence of disdge  fall in the age between 30-45 years and 32 (17.5%)
is on rise in India and it may reflect changesife-1  between age 46-55 yrs and 23 (12.5%) are above 55
style, different factors leading to the increasedia- years. Regarding life style and habit, 45 (24.5%he
betic prevalence and particularly localizes souther type Il patients have regular habit of both smolangl
parts of India. Major complications of diabetes are alcoholic, where 15 (8%) of the type Il were either
neuropathy, nephropathy, coronary artery disease ansmokers or alcoholics alone. Among the total diabet
retinopathy. Improper diets, immigration effectqydin patients inquired, 92% of them were unaware abiwat t
fication in life style, inter-population differenseand  role of other factors like smoking, alcohol, dietda
obesity are the principal reasons for the augmiemtat exercise associated with diabetes.

of the diabetic prevalence. Diabetic prevalence inA study on ‘Healthcare Planning in North-East India
Chennai, Andhra and Kerala are 15.5%, 13.2% andsurvey on Diabetes Awareness, Risk Factors and
12.4% respectively. It has been estimated thatalndi Health Attitudes in a Rural Community taken up in
may have 80 million diabetic people in the year of 2007 and published in 2009, revealed a 9% prevalenc
2030. of diabetes in persons above the age of 30 amang th
Mahadevaret al., (2010) conducted a cross sectional survey population comprising 144 persons (78 women
study in 358 subjects aged 20-76 years randomly seand 66 men), and 44 per cent of subjects expressing
lected from Chennai Urban Rural Epidemiology Study concern about developing diabetes in the future, th
in South India. Overall prevalence of snoring aag-d general knowledge about diabetes was limited. Only
time sleepiness was 40% and 59%, respectively.-Snor57 per cent of the participants knew that diabetas

ers were more male, older, smokers, and had highenot an infectious condition, and 61 per cent ofgtb-
levels of cardio metabolic risk factors. Subjecithw jects did not appreciate the relationship betweesr-0
daytime sleepiness had higher body mass index (BMIweight and diabetes. Thirty one per cent of thgexib

and abdominal obesity. Both snoring and daytimehad a BMI of less than 23. The prevalence of dedbet
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in rural Tamil Nadu is increasing, and may involu@ Gale, J. (2010). China tops India on World Diabétadder

per cent of the population above the age of 35imith as Boom Spurs Obesity, Bloomberg, Businessweek.

10 years (The Hindu 2010). Gikas, A; Sotiropoulos, A; Panagiotakos, D; PasasnV;
Paraskevopoulou, E; Skliros, E. and Pappas, S.7§200

Conclusion Rising prevalence of diabetes among Greek adults:

) ) ) . Findings from two consecutive surveys in the same
Diabetes is an alarming disorder of the world. The target populationDiabetes Res Clin. Pract., 79(2): 325-

prevalence of diabetes is likely to increase byytbar :
2025 according to the WHO projections. Currently, Gupta, R; Bajpai, K.G; John, S. and Saxena, A.M. §200
India is the diabetic capital of the world. In 200@dia An: overview of Indian novel traditional medicinal
(31.7 million) topped the world with the highestnmu plants with antidiabetic potentialsfrican J Trod.
ber of people with diabetes mellitus followed byir@h | Comp. Al"t-DMeg" 5(1):':1617- , 2011). IDF Biak
(20.8 million) with the United States (17.7 milipm  'Mtérmnational Diabetes Federation, (2011). otal
. ! . Atlas, 4th edition Retrieved May, 2011, https:/
second and third place respectively. Systematic pro

. . : . www.idf.org/sites/default/files
grammes of walking, physical exercise and yogicpra EN_6E_Atlas_Full_0.pdf.

tices increase insulin sensitivity and produce @si  |ndian Heart Association (2015). Cardiac disease rgmo
changes on physical and physiological and haemato-  South Asian: A silent epidemic. Retrieved December,
logical variables of diabetic patients. Physicatiaty 02, 2015 from http://indianheartassociation.orgAvhy
tends to increase the blood flow to the musclesltres indians-why-south-asians/overview/.

ing in increased uptake of glucose and oxygen. Thelack, L; Boseman, L. and Vinicor, F. (2004). Agingéri-
effects of aerobic training on glycaemic controé ar cans and diabetes. A public health and clinicgioase.
well established. Adults with T2DM following a sim- Geriatrics, 59(4): 14-7.

| bi IKi ted ianifi tKalra, S; Kalra, B. and Sharma, A. (2010). Prevadent
pie aerobic walking program reporied a signiican type 1 diabetes mellitus in Karnal district, Hargan

decrease in glycaemic parameters (HbAlc and FBG) state, India.Diabetology and Metabolic Syndrome, 2:

as well as BMI and general well-being (Shembyl., 14.
2010). Yogic practices when combined with other Kokiwar, P.R; Gupta, S. and Durge, P.M. (2007). Blence
forms of physical activity should be done for 30min of diabetes in a rural area of central India. 2781)0.

every day while for those individuals not havingpeat ~ Knol, M; Twisk, J; Beekman, A; Heine, R; Snoek, Fdan
forms of physical activity, It is recommended that Pouwer, F. (2006). Depression as a risk factortffer
yogic practices may be carried out for 45-60 min to on.set of type 2 diabetes: a meta-analyBisbetologia,
achieve the metabolic benefits. Each programme ha%umd'g' 837-845.

. . . . : ar, B.D; Bhuvaneshwaran, S.P; Kumar, P.V; Mitra, A
their separate influence on patients with diabetds. and Mahadevappa, M. (2010). A brief description of

dominal obesity and family history of diabetes were diabetes in Indial Pharmacy Res, 3(8): 1719-1723.
found positively associated with diabetes. It was r |ee, C.M; Huxley, R.R; Lam, T.H; Martiniuk, A.L; Ue-

vealed that the prevalence of diabetes is incrgatdy shema, H; Pan, W.H; Welborn, T. and Woodward, M.

by day and the increased BMI were an important pre-  (2007). Prevalence of diabetes mellitus and pojmlat

dictor of diabetes. attributable fractions for coronary heart diseasel a
stroke mortality in the WHO South-East Asia and Wes
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