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Abstract
Background
A large number of people throughout the world have diabetes and the prevalence is increasing. Persons with diabetes have a twice higher risk of cardiovascular disease than those without diabetes. There is a lack of studies focusing on cardiovascular risk factors in Assyrians/Syrians with type 2 diabetes. The aim of this study is to estimate the prevalence of some cardiovascular risk factors among Assyrians/Syrians and native Swedes with type 2 diabetes and to study whether the association between ethnicity and cardio-vascular risk factors remains after adjustment for age, gender, employment status and housing tenure.

Methods
In the Swedish town of Södertälje 173 Assyrians/Syrians and 181 ethnic Swedes with type 2 diabetes participated in a study evaluating cardiovascular risk factors such as increased haemoglobin A1c (HbA1c), high blood lipids (total serum cholesterol and triglycerides), hypertension and high urinary albumin. The associations between the outcome variables and sociodemographic characteristics were estimated using unconditional logistic regression.

Results
The prevalence of increased triglycerides in Swedish-born subjects and Assyrian-Syrians was 61.5% and 39.7% respectively. Swedes had a prevalence of hypertension 76.8% compared to 57.8% in Assyrians/Syrians. In the final logistic models adjusted for gender, age, housing and employment the odds ratio (OR) for Swedish-born subjects for increased triglycerides was 2.80 (95% CI1.61-4.87) and for hypertension 2.32 (95% CI 1.35-4.00) compared to Assyrians-Syrians.

Conclusion
Ethnic Swedes had higher prevalence of increased triglycerides and hypertension than Assyrians/Syrians. Total cholesterol, HbA1c and urinary albumin did not differ between the two ethnic groups.
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Background
Type 2 diabetes is a growing public health issue throughout the world that has a huge impact on society in terms of health care costs and individual suffering. For example, type 2 diabetes increases the risk of cardiovascular complications and at present more than 180 million people worldwide have diabetes [1]. The presence of type 2 diabetes doubles the risk of cardiovascular disease compared to people without diabetes [2]. Thus, approximately 1.1 million people died of diabetes in 2005, mainly because of cardiovascular complications [1].
In Sweden, about 12% of the population is born abroad and 41% originate from outside of Europe, with 15% from the Middle East [3]. The Swedish population of Assyrians/Syrians, about 20 000 persons, originates from Turkey, Syria, Iraq and Lebanon. Most of them live in Södertälje where first and second generation immigrants constitute 36% of the total population. Assyrian is the definition of groups in the Middle East who belong to one of the following four churches - the Syrian-orthodox, the Nestorians, the Caldeian and the Syrian-catholic. Syrian is the definition of the Syrian-orthodox group and those who don't want to be defined as Assyrian [4]. Thus, there are two ways of self-identification among the studied immigrant population we chose to regard them as one ethnic group with two identification definitions - Assyrians/Syrians.
The prevalence of diabetes, mainly type 2, is about 4% in Sweden [5]. A Swedish study from primary health care centres in Stockholm County showed that the age and gender-standardised prevalences of diabetes among native Swedish patients aged 35-64 were 1.80% and 5.82% and were three times higher in patients from non-European countries [6]. According to several studies, stress associated with urbanisation and changes in lifestyle contributes to the higher prevalence of type 2 diabetes among patients from non-European countries [7, 8]. A recently published study on comparing clinical characteristics of type 2 diabetes between immigrants from the Middle East and Swedish-born patients shows that immigrants from the Middle East have more marked family history, an earlier onset and a different form of type 2 diabetes compared to Swedish-born patients [9].
Despite the large number of immigrants in Sweden there is a lack of knowledge about diabetes in this group of people. In general, immigrants from the Middle East have a poorer perception of health than native Swedes [10]. They develop their type 2 diabetes earlier in life and they are more overweight. This might be explained by factors pertaining to migration per se as well as to such lifestyle factors after migration as low levels of employment and education and higher prevalence of overweight and obesity among immigrants [11].
There are also important ethnic differences concerning cardiovascular disease and risk factors when comparing immigrants from Iran and Turkey to the native Swedish population in general. The higher incidence of diabetes and cardiovascular risk factors and disease in immigrants in comparison to Swedish-born subjects is attributed by several researchers to a higher prevalence of abdominal obesity and higher levels of lipids [12] and to lifestyle factors [13]. The opposite results were observed in a study in patients with type 2 diabetes between Turkish and Dutch groups in the Netherlands with similar absolute risk for a coronary event [14].
There is a lack of knowledge about type 2 diabetes in Assyrian/Syrian patients and their cardiovascular risk factors. We therefore address this issue in this study and compare cardiovascular risk factors between ethnic Assyrians/Syrians and Swedes with type 2 diabetes living in the same area. The first aim is to estimate the prevalence of some cardiovascular risk factors among Assyrians/Syrians and native Swedes with type 2 diabetes and, secondly, to study whether the association between ethnicity and cardiovascular risk factors remains after adjusting for age, gender, employment status and housing tenure.

Methods
Participants
A total of 354 individuals with type 2 diabetes were included: 173 Assyrians/Syrians and 181 native Swedes. The study was conducted during 2006-2008. Participants were found in the register of diabetes patients at the four primary health care centres in the town of Södertälje. They were interviewed face-to-face by the first author and different GPs, with (if needed) and without interpreters, at the primary health care centres. The participants were Assyrians/Syrians and a gender- and age-matched group of native Swedes. The countries of origin of the Assyrians/Syrians were all Middle Eastern, i.e. Turkey (33.5%), Iraq (30.6%), Syria (20.2%) and the remaining group originated from Lebanon or other countries. Medical information and laboratory data from patient charts were gathered after obtaining the verbal informed consent of all participants. Blood pressure was measured in the sitting position following 5 minutes of rest after the interview.

Outcome variables
HbA1c was divided into two groups: normal (≤ 6.0%) and high (> 6.0%) (Swedish mono-S method [15]).
Cardiovascular risk factors
Total cholesterol was divided into two groups: normal (< 4.5 mmol/L) and high (≥ 4.5 mmol/L).
Triglycerides were divided into normal (< 1.7 mmol/L) and abnormal (≥ 1.7 mmol/L).

Hypertension
Systolic blood pressure was dichotomised as normal (≤ 130 mmHg) and high (> 130 mmHg).
Diastolic blood pressure was divided into normal (≤ 80 mmHg) and high (> 80 mmHg).
If either the systolic blood pressure was > 130 mmHg and/or the diastolic blood pressure was > 80 mmHg, the patient was considered to be hypertensive, otherwise non-hypertensive.
Urinary albumin levels were divided into normal (< 3.4 mg/mmol/L) and non-normal (≥ 3.4 mg/mmol/L).

Explanatory variables
Age was divided into three groups: 32-57, 58-70 and >70 years.
Ethnicity was defined as native Swedish and Assyrian/Syrian immigrants with both first and second generations of immigrants.
Employment status during the preceding week consisted of two alternatives: (1) employed (including any type of employment, sick leave and vacation) and (2) unemployed (including unemployment, retirement and studies).
Housing tenure was defined as ownership or rental.


Statistical analyses
We estimated the prevalence of the outcome variable for both ethnic Assyrian/Syrian and Swedish subjects separately using the statistical software program Stata v.9 [16]. Pearson's chi2 test and t-test were used to test the level of significance in the prevalence of high HbA1c, increased blood lipids (total cholesterol, triglyceride), hypertension and increased urinary albumin. Unconditional logistic regression was used to estimate the odds ratios (ORs) and 95% confidence intervals (95% CIs) to analyse the association between cardiovascular risk factors and independent variables. We present the final model including all explanatory significant variables: age, gender, ethnicity, employment status and housing tenure. The fit of the models was assessed by the Hosmer-Lemeshow goodness-of-fit test. The models were considered acceptable if p was > 0.05, and all models met this demand [17]. The statistical power was 82%, which is acceptable.

Ethical Considerations
The study was approved by the Regional Ethical Committee of the Karolinska Institute (reference no. 2006/4:8, 2006-09-27).


Results
Sociodemographic background
In total, we examined 173 Assyrian/Syrian patients along with 181 native Swedish patients. The proportions of men and women were similar (table 1). The Swedish population was somewhat older with a mean age of 64 years and the range was 32-86 years, while the Assyrian/Syrian population was younger with a mean age of 61 years and the range was 32-83 years. For example, about 31.5% of the Swedish subjects were in the age group > 70 years, while only 23.7% of the Assyrian/Syrians were in that group. Furthermore, there were socioeconomic differences between these two groups. Assyrians/Syrians had a lower educational level (20% of them were illiterate [25% of women and 14.6% of men]). Compared to only 12.1% of Assyrian/Syrian subjects, 37.1% of Swedes subjects lived alone, while 78.6% of Assyrians/Syrians were married compared to 60.1% of native Swedish subjects. The proportion of employed individuals owning housing was much higher in the Swedish ethnic group: 57.3% compared to 14.5% among Assyrians/Syrians.Table 1Distribution (%) and anthropometric data (means; standard deviations) of background variables in Assyrian/Syrians and Swedish patients, n = 354.


	Sociodemographic
variables
	Assyrians/Syrians
n = 173
	Swedes
n = 181
	Test of difference
P-value

	Total
	48.9
	51.1
	 
	
                              Gender
                            
	 	 	 
	Female
	48.5
	44.2
	0.411

	Male
	51.5
	55.8
	 
	
                              Age (years)
                            
	 	 	 
	32-57
	39.3
	27.1
	0.003

	58-70
	37.0
	41.4
	 
	> 70
	23.7
	31.5
	 
	
                              Housing tenure
                            
	 	 	 
	Rental
	85.5
	42.7
	0.000

	Ownership
	14.5
	57.3
	 
	
                              Educational status
                            
	 	 	 
	Low < 9 years
	74.0
	49.1
	0.000

	Intermediate 9-11 years
	4.6
	20.9
	 
	High > 11 years
	21.4
	30.0
	 
	
                              Employment status
                            
	 	 	 
	Yes
	18.9
	32.0
	0.006

	No
	81.1
	68.0
	 
	
                              Anthropometric data
                            
	 	 	 
	Weight (kg)
	82 (17.5)
	87 (19.1)
	0.012

	Height (cm)
	162 (9.9)
	170 (9.6)
	0.000

	BMI (kg/m2)
	33 (20.2)
	30 (6.0)
	0.059





Cardiovascular risk factors
The prevalences of increased blood glucose, blood lipids, hypertension and increased albumin are shown in table 2. The prevalence is defined in terms of individuals with non-normal measurements. There were no significant differences in the HbA1c level and total cholesterol between Assyrians/Syrians and Swedes. The prevalence of urinary albumin was non-significant (43.2% vs 38.1%). On the other hand, Swedes had a significantly higher prevalence of hypertension (76.8% vs 57.8%) and of increased triglycerides (61.5% vs 39.7%) than Assyrians/Syrians.Table 2Prevalence (%) and means (standard deviations) of the outcome variables increased HbA1c, increased blood lipids (triglycerides and total cholesterol) and hypertension (systolic/diastolic) in Assyrian/Syrian and Swedish type 2 diabetes patients by ethnicity.


	Variables
	HbA1c
(>6%)
	Triglycerides
(≥ 1.7 mmol/L)
	Total cholesterol
(≥ 4.5 mmol/L)
	Hypertension
(systolic>130 mm Hg or diastolic >80 mm Hg)

	 	
                              Swedish
                            
	
                              Assyrian
                            
	
                              Swedish
                            
	
                              Assyrian
                            
	
                              Swedish
                            
	
                              Assyrian
                            
	
                              Swedish
                            
	
                              Assyrian
                            

	
                              Mean
                            
	6.1 (1.2)
	6.3 (1.6)
	2.1 (1.0)
	1.7 (1.0)
	5.0 (1.1)
	4.8 (0.9)
	136.2 (17.3)/78.5 (11.3)
	137.0 (15.6)/78.6 (9.1)

	
                              Totals
                            
	40.6
	49.7
	61.5
	39.7
	66.5
	58.8
	76.8
	57.8

	
                              P-value
                            
	 	 	***
	 	 	 	***
	 
	
                              Age
                            
	 	 	 	 	 	 	 	 
	32-57
	48.9
	55.2
	57.5
	37.7
	63.4
	55.4
	73.5
	44.1

	P-value
	 	 	**
	 	 	 	**
	 
	58-70
	37.5
	42.2
	66.2
	37.5
	60.3
	61.3
	75.0
	62.5

	P-value
	 	 	**
	 	 	 	 	 
	> 70
	37.5
	52.5
	58.1
	48.3
	78.3
	62.5
	82.5
	72.5

	P-value
	 	 	 	 	 	 	 	 
	
                              Gender
                            
	 	 	 	 	 	 	 	 
	Female
	46.8
	52.4
	68.3
	40.0
	70.8
	65.4
	76.3
	54.2

	P-value
	 	 	**
	 	 	 	**
	 
	Male
	35.7
	47.2
	56.5
	39.5
	63.3
	53.1
	77.2
	60.7

	P-value
	 	 	*
	 	 	 	*
	 
	
                              Housing
                            
	 	 	 	 	 	 	 	 
	Ownership
	37.9
	48.0
	59.2
	30.0
	67.1
	43.5
	80.6
	48.0

	P-value
	 	 	*
	 	*
	 	**
	 
	Rental
	47.1
	50.0
	64.5
	41.3
	63.5
	61.8
	74.0
	59.2

	P-value
	 	 	**
	 	 	 	*
	 
	
                              Education
                            
	 	 	 	 	 	 	 	 
	Low
	37.9
	50.8
	54.3
	40.6
	62.7
	62.1
	74.2
	64.1

	Intermediate
	46.0
	62.5
	76.5
	28.6
	70.6
	62.5
	84.2
	12.5

	P-value
	 	 	*
	 	 	 	***
	 
	High
	41.2
	42.9
	61.4
	39.4
	69.6
	48.6
	75.9
	44.4

	P-value
	 	 	*
	 	*
	 	**
	 
	
                              Employment
                            
	 	 	 	 	 	 	 	 
	Yes
	40.0
	48.4
	62.0
	29.0
	67.3
	45.2
	76.0
	45.2

	P-value
	 	 	**
	 	*
	 	**
	 
	No
	40.8
	50.0
	61.2
	42.6
	66.0
	62.5
	77.0
	60.3

	P-value
	 	 	**
	 	 	 	**
	 

P-value are presented as * p < 0.05; ** p < 0.01; *** p < 0.001



The prevalence of the outcome variables by explanatory variables and ethnicity are also shown in table 2. The prevalence of increased triglycerides was higher among Swedish-born individuals in age groups under 70 with intermediate and high educational levels. We found significant ethnic differences in hypertension: in Swedish-born individuals in the age group 32-57, in intermediate and highly educated Swedish-born subjects. The prevalence of increased total cholesterol in Swedish-born employed subjects owning housing and with intermediate and high educational levels was significantly higher than in Assyrian/Syrians.

Logistic regression
The odds ratios in the crude logistic regression models for hypertension and increased triglycerides were about two and half times higher among Swedish-born subjects than among Assyrians/Syrians (OR = 2.42; 95% CI = 1.5-3.8 and OR = 2.45; 95% CI = 1.5-3.9 respectively) (not shown in table). Crude odds ratios for having increased levels of HbA1c and total cholesterol were similar among Swedish-born individuals and Assyrians/Syrians. The results of the final logistic regression models (M1-M4) are shown in table 3 and in figure 1 for the association between ethnicity and four cardiovascular risk factors, adjusted for age, gender, employment and housing tenure. Model 1 shows that there were no significant ethnic differences in odds for having higher levels of HbA1c (< 6%) between Swedish-born and Assyrian/Syrian-born individuals. In model 2, Swedish-born patients have higher odds for increased triglycerides (OR = 2.80; 95% CI = 1.61- 4.87) than Assyrian/Syrian-born patients. There were no differences between the two ethnic groups regarding high cholesterol levels. On the other hand, the odds for having hypertension were more than doubled in Swedish-born subjects than in Assyrian/Syrians (OR = 2.32; 95% CI = 1.35- 4.00). Women have higher odds for increased total cholesterol than men (OR = 1.6; 95% CI = 1.01-2.64). Stepwise introduction of employment status in the model decreased odds ratios for having hypertension in Swedes to OR = 2.20 (95% CI = 1.36-3.58) and increased very slightly to OR = 2.32 (95% CI = 1.35-4.00) when the variable housing tenure was added in the final model (not shown in table). Age and gender-adjusted odds ratios for having abnormal values in triglycerides levels in Swedish-born individuals decreased to OR = 2.40 (95% CI = 1.50-3.90). Inclusion of employment status in the model increased the odds ratio to OR = 2.48 (95% CI = 1.52-4.10) and housing tenure to OR = 2.80 (95% CI = 1.60-4.87). The ethnic differences in hypertension and increased triglycerides between Swedish-born and Assyrian/Syrian subjects remained significant after adjusting for the explanatory variables.[image: A12933_2009_Article_213_Fig1_HTML.jpg]
Figure 1Final models. The odds ratios (ORs) with 95% confidence intervals (CI 95%) for increased hbA1c (M 1), for increased triglycerides (M 2), for increased total cholesterol (M 3) and hypertension (M 4) in Swedish-born subjects and Assyrians/Syrians as the reference group after adjusting for explanatory variables.




Table 3The odds ratios (ORs) with 95% confidence intervals (CI 95%) for increased hbA1c (M 1), for increased triglycerides (M 2), for increased total cholesterol (M 3) and hypertension (M 4) in Swedish-born subjects and Assyrians/Syrians as the reference group after adjusting for explanatory variables.


	Variable
	Model 1
(HbA1c)
	Model 2
(triglyceride)
	Model 3
(cholesterol)
	Model 4
(hypertension)

	
                            Assyrians/Syrians
                          
	
                            1
                          
	
                            1
                          
	
                            1
                          
	
                            1
                          

	
                            Swedes
                          
	0.90
0.54-1.48
	2.80
1.61-4.87
	1.42
0.83-2.44
	2.32
1.35-4.00

	
                            Gender
                          
	 	 	 	 
	Male
	
                            1
                          
	
                            1
                          
	
                            1
                          
	
                            1
                          

	Female
	1.40
0.90-2.14
	1.30
0.80-2.11
	1.64
1.01-2.64
	0.82
0.51-1.32

	
                            Age groups (years)
                          
	 	 	 	 
	32-57
	
                            1
                          
	
                            1
                          
	
                            1
                          
	
                            1
                          

	58-70
	1.19
0.69-2.01
	1.19
0.69-2.10
	1.19
0.66-2.17
	1.20
0.65-2.21

	> 70
	1.21
0.64-2.27
	1.20
0.64-2.27
	0.97
0.45-2.06
	1.10
0.49-2.28

	
                            Housing tenure
                          
	 	 	 	 
	Ownership
	
                            1
                          
	
                            1
                          
	
                            1
                          
	
                            1
                          

	Rental
	1.30
0.76-2.13
	1.33
0.75-2.38
	1.17
0.67-2.04
	1.00
0.65-1.77

	
                            Employment
                          
	 	 	 	 
	Yes
	
                            1
                          
	
                            1
                          
	
                            1
                          
	
                            1
                          

	No
	0.82
0.45-1.50
	0.89
0.47-1.68
	0.92
0.50-1.70
	1.10
0.59-2.10





Discussion
The main finding of this study is the differences between ethnic Swedes and Assyrians/Syrians with type 2 diabetes in increased levels of serum triglycerides and hypertension. Ethnic Swedes had twice higher odds of increased serum triglycerides than Assyrian/Syrians. The same pattern was observed regarding hypertension.
The prevalence of type 2 diabetes in Assyrians/Syrians in the present study agrees with a number of studies in immigrant populations in general [18] and in particular with studies from the Middle East that have shown than these subjects have a higher prevalence of diabetes than the native population [6, 8, 11, 19–21]. A review of 18 studies on Turkish and Moroccan immigrants in Northwestern Europe found a two to four times higher prevalence of type 2 diabetes in both groups compared to a Dutch population [22] and lower cardiovascular mortality rates in Turkish immigrants, and the absolute risk for a coronary event in this group was similar to the risk in native Dutch diabetes patients [14]. Because of a lack of valid studies on blood pressure and lipids in this review, we cannot compare our results. In the present study we have contributory findings on higher risks for a coronary event in Assyrians/Syrians than in native Swedes because of elevated triglycerides levels.
It is also a well-known fact that elevated triglyceride levels contribute to an increased risk of cardiovascular disease independently and, in combination with, among other factors, obesity, metabolic syndrome and type 2 diabetes affect the cardiovascular disease risk [23, 24]. Elevated triglyceride levels have been shown to be more prevalent in urban populations [25, 26]. The population in the present study is an urban one with more disadvantaged socioeconomic conditions in Assyrians/Syrians than in native Swedes, but despite this fact we found higher increased triglyceride levels in the indigenous population than in immigrants.
Available data from 2007 on the general Swedish population in the National Diabetes Register (NDR) [5] make it possible to compare our results with countrywide results: the prevalence of normal HbA1c levels in the Swedish-born subjects in the present study is slightly higher than in the Swedish population in general (59.4% vs 58.1%). The prevalence of normal HbA1c in Assyrians/Syrians is somewhat lower than in the general population (50.6% vs 58.1%). The normal level of total cholesterol in the sample in this study is lower than in the general Swedish population according to the NDR (33.5% vs 43.1%), but it is almost on the same level in Assyrian/Syrian subjects (41.2% vs 43.1%). According to the NDR, 55.5% of the general population reach the target for an acceptable level of triglycerides (< 1.7 mmol/L), which is quite similar to our results in Swedish-born subjects (49.5%) and lower than in Assyrian/Syrian ethnic group (61.3%). The number of individuals with a normal blood pressure (≤ 130/80 mmHg) in the general population is higher than in the Swedish sample in the present study (35% vs 23.2%) and lower than in Assyrians/Syrians (35% vs 42.1%).
Our findings of ethnic differences in lipids are in accord with the results of other studies, e.g. high cholesterol levels were examined in an Swedish study and were found to be associated with younger older and longer education in a primary-health-care-based programme for cardiovascular prevention in both native-born and foreign-born individuals. However, no significant predictor was detected for the reduction of high triglyceride levels [27].
Our finding of an increased prevalence of hypertension in Swedish-born subjects contrasts with a large number of studies comparing immigrant groups with the host population. For example, in a meta-analysis of 125 studies investigating an association between acculturation and blood pressure, the investigators concluded that there were changes in blood pressure due to acculturation to Western society and that this was not related to body mass index (BMI) or cholesterol. It was concluded that the higher blood pressure in immigrants was associated with acculturation, with the stress of cultural change being the major component. Despite a lack of information as to whether the participants in those studies had diabetes or no, it is interesting to compare to the results in the present study, with the host population having a significantly higher prevalence of hypertension than Assyrian/Syrian patients with type 2 diabetes.
Studies done in Sweden have shown that immigrants perceived their health to be poorer, and they have onsets of disease earlier and are more overweight than native Swedish individuals with type 2 diabetes [6, 28]. The following factors pertaining to migration itself and to the lifestyle after migration have been cited as explanations: low levels of employment and education and a higher prevalence of overweight and obesity among immigrants in general and in women from Turkey in particular [11]. The focus of the present study was not on investigating the onset of diabetes or the prevalence of overweight, but the results do not agree with the findings of studies documenting poor health in immigrants as compared to native-born populations [29–32].
It is a known fact that food intake, especially increased carbohydrate intake, is a common reason for elevated triglycerides [24]. It is possible that the Mediterranean diet [33] of Assyrians/Syrians decreased the risk for higher levels of lipids, but we have no data concerning this in the present study and the matter should be investigated in prospective studies.
The major strength of this study is that this is the first survey describing a somewhat homogeneous Assyrian/Syrian ethnic group identifying themselves in terms of their actual ethnicity and not of a classification based on country of birth or regional and geographic affiliations. Despite the small sample size, the study may be considered to be representative of Assyrians/Syrians from four countries living in Sweden. Even if we cannot generalise our findings to all Assyrian/Syrian and Swedish-born patients, the results of the study provide a reliable baseline for future studies.
A major limitation of the study is its cross-sectional nature and that the small number of participants precludes the possibility of drawing extensive causal conclusions. We are not able to estimate the number of Assyrians/Syrians ethnic group in Sweden because they are registered as citizens of the countries from which they come, but they originate predominantly from Turkey and so is their representation in our study with 33.5% coming from that country.

Conclusion
The results of this study show that ethnic differences regarding triglycerides and hypertension between Assyrian/Syrian and Swedish type 2 diabetes patients could not be explained by differences in the sociodemographic situation but might have other explanations such as differences in biological or lifestyle factors. Nevertheless, the findings of this study highlight the importance of the lipid control and reaching the targets for normal levels in subjects having diabetes with the purpose of minimising the cardiovascular risk.

Author information
MT has a PhD degree in Medical Science, AW is an assistant professor, SEJ is a professor, JT is a GP with MD and PhD degrees and JS is a professor.

Acknowledgements
This work was supported by grants from the Research Unit in Södertälje, the Swedish Research Council (2008-3110), the Swedish Council for Working Life and Social Research (2007-1754 and 2007-1962) and the Swedish Research Council Formas (2007-1352). The funding bodies played no role in the study design and the collection, analysis and interpretation of data, the writing of the manuscript or the decision to submit the manuscript for publication. We thank Hassan Alinaghizadeh from the Centre for Family and Community Medicine for his statistical advice and Isaac Austin for linguistic revision of the manuscript.

References
1.
WHO: Diabetes. 2009, [http://​www.​who.​int/​mediacentre/​factsheets/​fs312/​en/​index.​html]

2.
Kannel WB, McGee DL: Diabetes and cardiovascular disease. The Framingham study. Jama. 1979, 241: 2035-8. 10.1001/jama.241.19.2035.CrossRefPubMed

3.
Statistics Sweden: Statistical Yearbook of Sweden 2005. 2006, Stockholm: Statistics Sweden

4.
Deniz F: [The maintaining and the transformation of the ethnic identity in relation to the process of the modernization: The Assyrian exemple]. 1999, Uppsala university, 503.

5.
Diabetesregister: N. Diabetolog Nytt. [Year report]. Edited by: Attvall S. 2008, Göteborg: Swedish Society for Diabetology, 21: 3.

6.
Wandell PE, Gafvels C: High prevalence of diabetes among immigrants from non-European countries in Sweden. Prim Care Diabetes. 2007, 1: 13-6. 10.1016/j.pcd.2006.06.001.CrossRefPubMed

7.
Misra A, Ganda OP: Migration and its impact on adiposity and type 2 diabetes. Nutrition. 2007, 23: 696-708. 10.1016/j.nut.2007.06.008.CrossRefPubMed

8.
Wandell PE, Johansson SE, Gafvels C, Hellenius ML, de Faire U, Sundquist J: Estimation of diabetes prevalence among immigrants from the Middle East in Sweden by using three different data sources. Diabetes Metab. 2008, 34: 328-33. 10.1016/j.diabet.2008.01.012.CrossRefPubMed

9.
Glans F, Elgzyri T, Shaat N, Lindholm E, Apelqvist J, Groop L: Immigrants from the Middle-East have a different form of Type 2 diabetes compared with Swedish patients. Diabet Med. 2008, 25: 303-7. 10.1111/j.1464-5491.2007.02366.x.CrossRefPubMed

10.
Taloyan M: Health, migration and quality of life among Kurdish immigrants in Sweden. Neurobiology, Care Science and Society. 2008, Stockholm: Karolinska Institutet, 149.

11.
Wandell PE, Hjorleifsdottir Steiner K, Johansson SE: Diabetes mellitus in Turkish immigrants in Sweden. Diabetes Metab. 2003, 29: 435-9. 10.1016/S1262-3636(07)70057-5.CrossRefPubMed

12.
Daryani A, Berglund L, Andersson A, Kocturk T, Becker W, Vessby B: Risk factors for coronary heart disease among immigrant women from Iran and Turkey, compared to women of Swedish ethnicity. Ethn Dis. 2005, 15: 213-20.PubMed

13.
Gadd M, Sundquist J, Johansson SE, Wandell P: Do immigrants have an increased prevalence of unhealthy behaviours and risk factors for coronary heart disease?. Eur J Cardiovasc Prev Rehabil. 2005, 12: 535-41. 10.1097/00149831-200512000-00004.CrossRefPubMed

14.
Dijkshoorn H, Uitenbroek DG, Middelkoop BJ: [Prevalence of diabetes mellitus and cardiovascular disease among immigrants from Turkey and Morocco and the indigenous Dutch population]. Ned Tijdschr Geneeskd. 2003, 147: 1362-6.PubMed

15.
Eckerbom S, Bergqvist Y, Jeppsson JO: Improved method for analysis of glycated haemoglobin by ion exchange chromatography. Ann Clin Biochem. 1994, 31 (Pt 4): 355-60.CrossRefPubMed

16.
StataCorp: Stata Statistical Software: Release 9.2. College station. 2007, TX:Stata Corporation

17.
Hosmer D, Lemeshow S: Applied Logistic Regression. 2002, New York: John Wiley&Sous Inc, 2

18.
Abate N, Chandalia M: The impact of ethnicity on type 2 diabetes. J Diabetes Complications. 2003, 17: 39-58. 10.1016/S1056-8727(02)00190-3.CrossRefPubMed

19.
Pollard TM, Unwin N, Fischbacher C, Chamley JK: Differences in body composition and cardiovascular and type 2 diabetes risk factors between migrant and British-born British Pakistani women. Am J Hum Biol. 2008, 20: 545-9. 10.1002/ajhb.20773.CrossRefPubMed

20.
Fritz T, Wandell P, Aberg H, Engfeldt P: Walking for exercise--does three times per week influence risk factors in type 2 diabetes?. Diabetes Res Clin Pract. 2006, 71: 21-7. 10.1016/j.diabres.2005.06.002.CrossRefPubMed

21.
Wandell PE, Bolinder G, de Faire U, Hellenius ML: Association between metabolic effects and tobacco use in 60-year-old Swedish men. Eur J Epidemiol. 2008, 23: 431-4. 10.1007/s10654-008-9260-4.CrossRefPubMed

22.
Uitewaal PJ, Manna DR, Bruijnzeels MA, Hoes AW, Thomas S: Prevalence of type 2 diabetes mellitus, other cardiovascular risk factors, and cardiovascular disease in Turkish and Moroccan immigrants in North West Europe: a systematic review. Prev Med. 2004, 39: 1068-76. 10.1016/j.ypmed.2004.04.009.CrossRefPubMed

23.
McBride P: Triglycerides and risk for coronary artery disease. Curr Atheroscler Rep. 2008, 10: 386-90. 10.1007/s11883-008-0060-9.CrossRefPubMed

24.
Yuan G, Al-Shali KZ, Hegele RA: Hypertriglyceridemia: its etiology, effects and treatment. Cmaj. 2007, 176: 1113-20.PubMedCentralCrossRefPubMed

25.
Mbalilaki JA, Hellenius ML, Masesa Z, Hostmark AT, Sundquist J, Stromme SB: Physical activity and blood lipids in rural and urban Tanzanians. Nutr Metab Cardiovasc Dis. 2007, 17: 344-8. 10.1016/j.numecd.2006.03.003.CrossRefPubMed

26.
Abdul-Rahim HF, Husseini A, Bjertness E, Giacaman R, Gordon NH, Jervell J: The metabolic syndrome in the West Bank population: an urban-rural comparison. Diabetes Care. 2001, 24: 275-9. 10.2337/diacare.24.2.275.CrossRefPubMed

27.
Hellenius ML, Nilsson P, Elofsson S, Johansson J, Krakau I: Reduction of high cholesterol levels associated with younger age and longer education in a primary health care programme for cardiovascular prevention. Scand J Prim Health Care. 2005, 23: 75-81. 10.1080/02813430510018365.CrossRefPubMed

28.
Steiner KH, Johansson SE, Sundquist J, Wandell PE: Self-reported anxiety, sleeping problems and pain among Turkish-born immigrants in Sweden. Ethn Health. 2007, 12: 363-79. 10.1080/13557850701300673.CrossRefPubMed

29.
Sundquist J, Winkleby M: Country of birth, acculturation status and abdominal obesity in a national sample of Mexican-American women and men. Int J Epidemiol. 2000, 29: 470-7. 10.1093/ije/29.3.470.CrossRefPubMed

30.
Sundquist J, Johansson SE: [Somatic health is poorer among foreign-born than native Swedes]. Lakartidningen. 1998, 95: 1000-2. 1005-6PubMed

31.
Sundquist J, Johansson SE: The influence of country of birth on mortality from all causes and cardiovascular disease in Sweden 1979-1993. Int J Epidemiol. 1997, 26: 279-87. 10.1093/ije/26.2.279.CrossRefPubMed

32.
Choi S, Rankin S, Stewart A, Oka R: Perceptions of coronary heart disease risk in Korean immigrants with type 2 diabetes. Diabetes Educ. 2008, 34: 484-92. 10.1177/0145721708316949.PubMedCentralCrossRefPubMed

33.
Martinez-Gonzalez MA, de la Fuente-Arrillaga C, Nunez-Cordoba JM, Basterra-Gortari FJ, Beunza JJ, Vazquez Z, Benoti S, Tortosa A, Bes-Rastrollo M: Adherence to Mediterranean diet and risk of developing diabetes: prospective cohort study. Bmj. 2008, 336: 1348-51. 10.1136/bmj.39561.501007.BE.PubMedCentralCrossRefPubMed



Competing interests
The authors declare that they have no competing interests.

Authors' contributions
MT conceived the idea of the study and carried out the data collection. JT, AW and MT designed the study. SEJ and MT performed the statistical analysis. JS and SEJ drafted the manuscript. JS, JT, AW and MT revised the manuscript. All authors read and approved the final manuscript.


OEBPS/sidebar.gif





OEBPS/A12933_2009_Article_213_Fig1_HTML.jpg
@ Assyrian-born
B Swedish-born

HbA1c Trigl id Chol | Hypertension






OEBPS/contact.gif





