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Abstract: ABC (glucose, blood pressure and LDL-cholesterol) goals are basic standards of diabetes
care. We aimed to assess ABC control and related factors in a representative sample of Brazilian adults
with diabetes. We analyzed 465 adults with known diabetes in the Brazilian National Health Survey.
The targets used were <7% for glycated hemoglobin (A1C); <140/90 mmHg for blood pressure; and
<100 mg/dL for LDL-C, with stricter targets for the latter two for those with high cardiovascular
(CVD) risk. Individual goals were attained by 46% (95% CI, 40.3–51.6%) for A1C, 51.4% (95% CI,
45.7–57.1%) for blood pressure, and 40% (95% CI, 34.5–45.6%) for LDL-C. The achievement of all
three goals was attained by 12.5% (95% CI, 8.9–16.2%). Those with high CVD risk attained blood
pressure and LDL-C goals less frequently. A1C control improved with increasing age and worsened
with greater duration of diabetes. Achievement of at least two ABC goals decreased with increasing
BMI and greater duration of diabetes. In sum, about half of those with known diabetes achieved each
ABC goal and only a small fraction achieved all three goals. Better access and adherence to treatment
and strategies to personalize goals according to specific priorities are of the essence.

Keywords: diabetes mellitus; glucose control; blood pressure; LDL cholesterol; measuring quality of
diabetes care

1. Introduction

Brazil, in 2019, ranked fifth among countries regarding the absolute number of adults
with diabetes (16.8 million) [1]. Diabetes mellitus was Brazil’s fifth leading cause of disease
burden in 2019 [2], and is expected to rise to the third position by 2040 [3]. The risk of long-
term complications, particularly cardiovascular ones, is high for people with diabetes [4,5],
imposing high costs on patients, families, health systems and nations.

Improved control of glucose, blood pressure and cholesterol levels of people diagnosed
with diabetes reduces the risk of long-term complications [6–10]. Multifactorial intervention
has been stimulated by the major protection found in a Danish randomized trial [6],
although subsequent studies have questioned this result [11]. Control of major risk factors,
known as the ABC control of diabetes, has become part of major international guidelines
for diabetes.

The American Diabetes Association (ADA) “Standards of Medical Care in Diabetes”
recommend goals for glycated hemoglobin A1c (A1C) of less than 7% and blood pressure
less than 140/90 mmHg. Statin treatment is recommended for patients over 40 and to
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be considered in younger adults, although no low-density lipoprotein cholesterol (LDL-
C) target is established [8,12,13]. For individuals with diabetes and high cardiovascular
disease (CVD) risk, recommendations for blood pressure and LDL-C control are more
rigorous (130/80 mmHg and 70 mg/dL, respectively).

Similar goals are recommended by the ESC/EASD Guidelines, although CVD risk is
categorized into three levels of risk based on risk factors, duration of diabetes and target
organ damage [14]. While making recommendations for global action, the WHO-PEN
proposed essential non-communicable disease interventions for primary health care [15].
In the formation of risk factors, control is necessary for planning and tracking the quality
of diabetes management in health systems, and in this regard, smoking cessation is an
additional important goal. To this end, the degree of control has been reported in some
nationally representative surveys [16,17], and a systematic review has summarized many
similar, though frequently non-representative, reports [18].

Data about diabetes control in Brazil is currently limited, particularly when derived
from population-based samples. Our aim was to estimate the prevalence of individuals
with diabetes attaining the ADA recommendations for ABC control, and to investigate
associated factors in a Brazilian nationwide health survey of adult residents, the National
Health Survey (Pesquisa Nacional de Saúde—PNS) [19].

2. Methods
2.1. The PNS Survey

The 2013 PNS was a national household survey conducted by the Brazilian Institute
of Geography and Statistics (IBGE) in partnership with the Ministry of Health. It used a
cluster, multistage probability design with stratification of primary sampling units [20,21],
these being census tracts or composition of census tracts. The target population was adult
residents aged 18 years or older residing in private households throughout the country. The
basic survey was divided into three parts: characteristics of the household; the household
interview, answered by the household representative who provided information about
all the residents of the household; and the individual interview, answered by the resident
selected within the household. The latter included information on perception of health
status, violence and accidents, lifestyle, and chronic diseases. Weight, height, and blood
pressure were measured.

Between 2014 and 2015, biological material for laboratory determinations was obtained
in return visits for a randomly selected subsample of 25% of the original primary sampling
units [19]. Measurements were done at no cost to the participant by a central laboratory
and included A1C and total, LDL- and HDL-Cholesterol levels.

2.2. Study Variables

Diabetes was defined by a positive response to the question “Has a doctor ever diagnosed
you with diabetes?” (only outside of pregnancy). Current antidiabetic medication use was
assessed by the questions “In the last two weeks, because of diabetes, did you take oral medications
to lower your sugar?” and “In the last two weeks, because of diabetes, did you use insulin?”.

We estimated CVD risk using the World Health Organization cardiovascular disease
risk charts [22] for the Tropical Latin America region. We considered a 10-year risk for a
major CVD event of ≥20% as a high CVD risk. Individuals who responded positively to
the questions: “Has any doctor ever diagnosed you with a heart disease such as a heart attack,
angina, heart failure, or other?” or “A doctor has given you the diagnosis of cerebral vascular
accident or stroke?” were also considered to be at high risk.

Laboratory determinations were done by a central laboratory certified by the National
Glycohemoglobin Standardization Program (NGSP) [19]. A1C was performed by HPLC,
and total, LDL- and HDL-Cholesterol by enzymatic, colorimetric methods. For low CVD
risk individuals, we defined adequate glycemic control as an A1C < 7% and adequate
blood pressure control as <140/90 mmHg. As the PNS did not collect data on statin use, we
defined adequate lipid control as an LDL-C level of <100 mg/dL. For individuals deemed
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to be at high CVD risk, we adopted lower levels for blood pressure (<130/80 mmHg) and
for LDL-C (<70 mg/dL). For smoking status, those who answered “Yes” to the question

“Do you currently smoke any tobacco products?” were considered current smokers.
Other socio-demographic characteristics, such as sex, age, education, race, Brazilian

macro-region, receipt of Brazil´s anti-poverty cash transfer, and having private health
insurance, were obtained by the PNS 2013 questionnaire. Body mass index (BMI) was
calculated as weight in kilograms divided by the square of height in meters.

2.3. Statistical Analysis

Given the response rate obtained, we used post-stratification survey weights to make
results nationally representative. Following recommendations [19], these weights were
calculated according to sex, age, education, and race according to region, from the total
sample of the PNS. The reported proportions, means, standard deviations (SD), and
confidence intervals (CI) were all weighted estimates. Association of socio-demographic
and clinical characteristics with A1C levels was evaluated using a chi-square test with
the Rao–Scott adjustment [23]. Mean differences between high and low CVD risk were
evaluated through a t-test, while proportion differences were assessed by chi-square test.
To evaluate factors associated with glycemic control (A1C < 7%), and with overall ABC
control (attainment of two or more ABC goals), Poisson regression models were fitted to the
data, with post-stratification weights. Prevalence ratios (PR) with 95% CI were estimated
using a robust variance estimator, in these adjusted models. Data analysis was performed
using statistical software R, version 4.0.4 [24], with the survey package [25].

3. Results

As shown in Figure 1, of the 81,167 households selected, 11,173 were vacant and 5646
did not respond, leaving 64,348 for interviews. After excluding 4146 residents who did
not accept to answer the specific questionnaire or had their information rejected by the
automatic coherence screening carried out by the IBGE, 60,202 (86%) were available for
analyses [26]. Among the subsample selected for the collection of biological samples, 8952
(52%) provided samples [27], and among them, 601 reported having a previous diagnosis
of diabetes. We excluded 104 individuals with A1C levels < 6.5% who were not using
antidiabetic medication since they were unlikely to have diabetes. We further excluded
those with missing A1C (n = 20) and LDL-C (n = 6) values and, due to small numbers, those
declaring to be Asian or indigenous (n = 6). Thus, the final study sample was composed of
465 subjects with diabetes.

Mean age of participants was 43.2 years (SD = 5.2), and mean BMI was 28.9 kg/m2

(SD = 2.2). Among them, 22 (6.5%) reported having been diagnosed at age 30 or earlier and
to be currently using insulin, thus making their diabetes most likely type 1.

Additional characteristics of the 465 participants with self-reported diabetes are shown
in Table 1. Overall, participants were more frequently women, older (≥60 years), of white
race/color, had completed at most elementary school, resided in Southeast Brazil, and
were not a recipient of Brazil´s anti-poverty cash transfer. Approximately two-thirds had
no private health insurance. Most were overweight (25–29.9 kg/m2) or in stage 1 obesity
(30–34.9 kg/m2), and few smoked. Only 35 (5.8%) subjects reported having diabetes for
less than one year, 38 (7.9%) were not currently taking any antidiabetic medication, and 84
(17.8%) reported a history of cardiovascular disease.

Table 1 also shows the frequency distribution of A1C values by these socio-demographic
and clinical characteristics. Good glycemic control (A1C < 7%) was more common among
older participants (54.9%), those living in the Center-West (50.1%) and Northeast (48.3%)
macro-regions, and among those reporting the use of oral antidiabetic drugs alone (55.8%).
Of note, extremely poor glycemic control (A1C ≥ 9%) was more common in the youngest
subjects (32.3%), in those living in the Center-West (30.4%) and South (29%) macro-regions,
in the non-obese (BMI < 30 kg/m2) categories, and in those reporting taking no medication
for diabetes (41.3%). Additionally, those with a diabetes duration of greater than ten
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years tended to be more frequently (21.8%) in this category of poor control. Additionally,
though not shown in the Table, 11 (11%) of those with A1C ≥ 9% were probable cases of
type 1diabetes.
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Figure 1. Flowchart of study participants of the laboratory subsample of the National Health Survey—
Brazil, 2014–2015.

Table 1. Socio-demographics and clinical characteristics of individuals with self-reported diabetes overall and according to
glycated hemoglobin (A1C) level: Laboratory subsample, National Health Survey—Brazil, 2014–2015.

Characteristic
A1C (%)

p Value †
Overall <7 7 to <8 8 to <9 ≥9

Overall, n (%) 465 (100) 225 (46.0) 73 (19.8) 60 (14.1) 107 (20.1)
Sex, n (%) 0.12

Female 308 (61.5) 158 (49.9) 40 (15.9) 37 (12.8) 73 (21.4)
Male 157 (38.5) 67 (39.6) 33 (26.0) 23 (16.3) 34 (18.1)

Age group (years), n (%) 0.005
18–44 53 (11.5) 25 (25.3) 6 (26.7) 4 (15.7) 18 (32.3)
45–59 168 (38.1) 70 (40.4) 24 (16.4) 18 (13.7) 56 (29.5)
60+ 244 (50.4) 130 (54.9) 43 (20.8) 38 (14.1) 33 (10.2)

Race, n (%) 0.31
White 191 (52.1) 96 (48.3) 36 (22.4) 23 (12.5) 36 (16.9)
Black or Brown 274 (47.9) 129 (43.5) 37 (17.0) 37 (15.9) 71 (23.6)
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Table 1. Cont.

Characteristic
A1C (%)

p Value †
Overall <7 7 to <8 8 to <9 ≥9

Education, n (%) 0.97
Elementary or less 345 (70.3) 158 (45.3) 56 (19.7) 49 (14.1) 82 (20.9)
Above elementary school 120 (29.7) 67 (47.5) 17 (19.9) 11 (14.3) 25 (18.3)

Region, n (%) 0.03
North 64 (3.5) 30 (46.1) 8 (12.7) 9 (15.3) 17 (25.9)
Northeast 145 (20.1) 70 (48.3) 23 (15.8) 16 (11.2) 36 (24.7)
Southeast 125 (55.0) 61 (45.4) 28 (25.1) 18 (15.1) 18 (14.4)
South 59 (13.0) 26 (42.0) 7 (11.7) 10 (17.2) 16 (29.0)
Center-West 72 (8.4) 38 (50.1) 7 (9.9) 7 (9.6) 20 (30.4)

Receiving cash transfer, n (%) 0.84
No 431 (94.2) 208 (46.4) 71 (20.0) 57 (14.0) 95 (19.6)
Yes 34 (5.8) 17 (39.3) 2 (16.2) 3 (17.1) 12 (27.4)

Private health insurance, n (%) 0.21
No 329 (68.4) 148 (45.7) 51 (17.0) 43 (14.5) 87 (22.8)
Yes 136 (31.6) 77 (46.6) 22 (25.8) 17 (13.3) 20 (14.3)

Body mass index group (kg/m2), n (%) <0.001
<25 98 (21.3) 55 (50.9) 6 (6.0) 17 (22.4) 20 (20.8)
25–29.9 168 (34.6) 75 (44.0) 25 (17.8) 21 (12.9) 47 (25.3)
30–34.9 127 (29.2) 67 (52.8) 23 (20.7) 13 (10.8) 24 (15.7)
≥35 72 (14.9) 28 (30.0) 19 (42.5) 9 (11.7) 16 (15.8)

Current smoker, n (%) 0.33
No 416 (90.3) 205 (45.9) 61 (19.3) 56 (15.1) 94 (19.7)
Yes 49 (9.7) 20 (46.5) 12 (24.4) 4 (4.9) 13 (24.2)

Years since diabetes diagnosis, n (%) 0.13
0–1 35 (5.8) 20 (59.4) 7 (21.5) 1 (1.2) 7 (18.0)
1–10 217 (46.0) 117 (50.5) 34 (20.0) 22 (10.9) 44 (18.6)
10+ 213 (48.3) 88 (40.0) 32 (19.4) 37 (18.8) 56 (21.8)

Current antidiabetic medication, n (%) <0.001
None 38 (7.9) 10 (20.8) 8 (24.7) 6 (13.2) 14 (41.3)
Oral antidiabetic drugs alone 341 (71.2) 193 (55.8) 45 (17.7) 41 (12.0) 62 (14.5)
Insulin alone 19 (6.0) 8 (38.1) 3 (12.9) 2 (25.4) 6 (23.6)
Both insulin and oral antidiabetic drugs 67 (14.9) 14 (15.7) 17 (30.0) 11 (20.2) 25 (34.1)

History of cardiovascular disease, n (%) 0.21
No 381 (82.2) 181 (44.6) 59 (18.8) 48 (14.5) 93 (22.1)
Yes 84 (17.8) 44 (52.3) 14 (24.4) 12 (12.4) 14 (11.0)

With the exception of the column “Overall”, percentages are with respect to row totals. † p values refer to the association of socio-
demographic and clinical characteristics with A1C levels.

The upper part of Table 2 presents the mean values for the ABC risk factors, overall
and by CVD risk strata. Those characterized as at high CVD risk were 84 individuals
relating a history of cardiovascular disease and 13 additional subjects whose 10-year CVD
risk was ≥20%. Mean A1C value was slightly lower in this high CVD risk group (7.17% vs.
7.73%). Mean blood pressure was ~5 mmHg higher and mean LDL-C approximately was
10 mg/dL lower among those with high CVD risk. The middle part of Table 2 describes
categorically the distribution of blood pressure and LDL-C. Among adults with diabetes,
56.3% had blood pressure < 140/90 mmHg, and 47.0% had LDL-C < 100 mg/dL. A greater
fraction of those with high CVD risk had blood pressure ≥ 160/100 mmHg (28.6% vs.
12.5%), but a lesser fraction had LDL-C ≥ 100 mg/dL (41% vs. 56.1%).

The lower part of Table 2 shows the percentage of subjects meeting target levels
for each of the three risk factors and the percent not smoking. Glycemic control was
more frequent among the high CVD risk group. The fact that blood pressure and LDL-
C goals were more rigorous for individuals with high CVD risk contributed to the fact
that the fraction of this group meeting blood pressure and cholesterol control targets was
approximately half that of the remaining participants.
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Table 2. Levels of glycated hemoglobin (A1C), blood pressure (BP), and low-density lipoprotein-cholesterol (LDL-C),
distribution of blood pressure and LDL-C categories, and percent reaching the target value (“in control”) of each among
individuals with self-reported diabetes: Laboratory subsample, National Health Survey—Brazil, 2014–2015.

Characteristic
Overall High CVD Risk Low CVD Risk

p Value †(n = 465) (n = 97) (n = 368)

Mean (SD) Mean (SD) Mean (SD)

A1C (%) 7.62 (1.86) 7.17 (1.76) 7.73 (1.87) 0.01
Systolic BP (mmHg) 136.8 (21.2) 141.0 (27.4) 135.8 (19.2) 0.13
Diastolic BP (mmHg) 80.4 (11.8) 78.6 (12.7) 80.8 (11.5) 0.23
LDL-C (mg/dL) 104.2 (34.3) 95.7 (33.6) 106.4 (34.2) 0.02

BP (mmHg) n (%) n (%) n (%) 0.01
<130/80 153 (30.4) 24 (28.4) 129 (31.0)
130/80 to <140/90 120 (25.9) 25 (24.4) 95 (26.3)
140/90 to <160/100 119 (27.9) 19 (18.7) 100 (30.2)
≥160/100 73 (15.8) 29 (28.6) 44 (12.5)

LDL-C (mg/dL) n (%) n (%) n (%) 0.15
<100 214 (47.0) 56 (59.0) 158 (43.9)
100–129 151 (33.3) 25 (28.2) 126 (34.6)
130–159 70 (12.8) 12 (7.1) 58 (14.3)
≥160 30 (6.8) 4 (5.6) 26 (7.1)

Attained control n (%; 95%CI) n (%; 95%CI) n (%; 95%CI)

A1C 225 (46.0; 40.3–51.6) 49 (52.8; 40.8–64.8) 176 (44.2; 37.9–50.5) 0.22
BP 248 (51.4; 45.7–57.1) 24 (28.4; 17.2–39.5) 224 (57.2; 50.8–63.6) <0.001
LDL-C 183 (40.0; 34.5–45.6) 25 (24.7; 14.7–34.6) 158 (43.9; 37.6–50.3) 0.004
Non-smoking 416 (90.3; 87.1–93.5) 87 (93.6; 89.3–97.9) 329 (89.5; 85.6–93.3) 0.19

† p values refer to the differences between high and low CVD risk groups.

Figure 2 graphically displays the level of achievement of these three individual goals as
well as that of being a non-smoker (90.3%). Only 12.5% (95% CI, 8.9–16.2%) of participants
achieved all three ABC goals, this fraction declining to 11% (95% CI, 7.6–14.4%) when
non-smoking was also considered. Overall achievement of the combined ABC and ABC +
smoking goals among those with high CVD risk was less than half that of those at lower
risk, again consistent with the stricter cutoffs adopted for blood pressure and LDL-C for
high CVD risk individuals.

Figure 3 shows the intersections between the sets of subjects attaining each ABC goal.
In general, there was a large overlap in the individual goals achieved. Aside from the 12.5%
achieving all targets, 13.7% achieved both A1C and blood pressure targets, 9.6% achieved
both blood pressure and LDL-C targets, and 8.9% achieved both A1C and LDL-C targets.
Only 20% of the sample did not achieve any goal.

Table 3 shows the results of Poisson analyses investigating factors associated with
achieving the A1C target (left columns) and with attaining at least two of the ABC goals
(right columns). Within each group, the column to the left shows associations when
adjusted for age and sex, and the column to the right also adjusts for the additional
variables in the table. Few associations were present. An increase of 10 years in age was
associated with a 24% (Model 2; PR = 1.25; 1.14–1.35) increase in the frequency of glycemic
control. Those reporting a duration of diabetes greater than 10 years had a 33% lower
frequency of glycemic control (Model 2; PR = 0.67; 0.53–0.86) compared to those with
a duration of 1 to 10 years. Regarding attainment of two or more ABC goals, the only
associated factors were BMI and duration of diabetes. An increase of 5 kg/m2 on BMI was
related to an 18% (Model 2; PR = 0.82; 0.73–0.92) decrease in the frequency of achieving at
least two ABC goals. A time of diagnosis of 10 years or greater was associated with a 24%
(Model 2; PR = 0.76; 0.59–0.98) decrease in the frequency of achieving at least two ABC
goals. In these adjusted analyses, compared to those living in the Southeast Region (the
richest and most populous), minimal differences in the prevalence of good control were
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seen, statistically significantly so only for reaching at least two goals for those living in the
Center-West region. None of the other characteristics shown in Table 1 were associated
with either A1C or ABC control.
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Table 3. Factors associated with glycemic control (glycated hemoglobin < 7%) and attainment of glycemic, blood pressure
and cholesterol (ABC) control (attainment of two or more goals) among those with self-reported diabetes: Laboratory
subsample, National Health Survey—Brazil, 2014–2015.

Characteristic
A1C < 7% Achieving ≥ 2 Goals

Model 1 Model 2 Model 1 Model 2
PR (95% CI) PR (95% CI) PR (95% CI) PR (95% CI)

Sex (reference: Female)
Male 0.84 (0.64–1.08) 0.79 (0.61–1.01) 0.87 (0.66–1.14) 0.79 (0.60–1.03)

Age (increase of 10 years) 1.18 (1.08–1.29) 1.24 (1.14–1.35) 1.03 (0.94–1.14) 1.05 (0.95–1.15)
Race (reference: White)

Black or Brown 0.97 (0.77–1.23) 0.94 (0.75–1.19) 0.81 (0.63–1.05) 0.80 (0.62–1.02)
Education (reference: Elementary or less)

Above elementary school 1.23 (0.95–1.58) 1.24 (0.97–1.59) 1.27 (0.97–1.67) 1.29 (0.98–1.68)
Region (reference: Southeast)

North 1.12 (0.79–1.59) 1.12 (0.78–1.62) 0.97 (0.68–1.38) 1.08 (0.75–1.56)
Northeast 1.04 (0.81–1.34) 1.04 (0.80–1.35) 0.83 (0.62–1.10) 0.84 (0.62–1.12)
South 1.01 (0.71–1.44) 0.97 (0.68–1.39) 0.96 (0.66–1.39) 0.90 (0.62–1.32)
Center-West 1.18 (0.88–1.59) 1.15 (0.86–1.55) 1.28 (0.95–1.72) 1.37 (1.03–1.83)

Receiving cash transfer (reference: No)
Yes 1.01 (0.56–1.84) 0.94 (0.52–1.70) 0.94 (0.53–1.66) 0.81 (0.46–1.42)

Private health insurance (reference: No)
Yes 0.99 (0.77–1.27) 0.93 (0.72–1.21) 1.24 (0.96–1.60) 1.15 (0.88–1.51)

Body mass index (increase of 5 kg/m2) 0.93 (0.83–1.03) 0.91 (0.82–1.02) 0.85 (0.76–0.95) 0.82 (0.73–0.92)
Current smoker (reference: No)

Yes 0.88 (0.60–1.31) 0.92 (0.64–1.33) 0.83 (0.57–1.21) 0.90 (0.64–1.27)
Years since diabetes diagnosis (reference: 1–10)

0–1 1.22 (0.86–1.73) 1.20 (0.84–1.72) 0.69 (0.39–1.20) 0.68 (0.41–1.12)
10+ 0.68 (0.53–0.88) 0.67 (0.53–0.86) 0.79 (0.60–1.04) 0.76 (0.59–0.98)

History of cardiovascular disease (reference: No)
Yes 1.05 (0.79–1.40) 1.09 (0.83–1.43) 0.76 (0.53–1.10) 0.79 (0.55–1.13)

Model 1: adjusting for age and sex; Model 2: adjusting for age, sex, race, education, body mass index and years since diabetes diagnosis.
Note: results in bold are statistically significant at the 5% level.

As the established goals may be difficult and sometimes unrealistic to be achieved
by certain groups of patients, we conducted a sensitivity analysis considering the fol-
lowing more relaxed goals for individuals aged 60 years and over: A1C < 8%, blood
pressure < 150/90 mmHg, and LDL-C < 110 mg/dL. The percentage of individuals achiev-
ing the three goals improved slightly, with 56% (95% CI, 50.8–62.1%) achieving glycemic
control, 63% (95% CI, 58–69%) blood pressure control goal, and 50% (95% CI, 44.1–55.4%)
LDL-C control goal. The fraction of individuals achieving all three ABC goals doubled to
24% (95%, 19.4–29.0%) (Figure 4).
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4. Discussion

In this sample of Brazilian adults with known diabetes, after excluding the 17% with
normal A1C values off medication, approximately half reached each of the three ABC
goals. However, only one in ten achieved all three goals. Among those with high CVD risk,
control of A1C was more frequent, and that of blood pressure and LDL-C, for which stricter
goals are recommended, less so. More frequent A1C control was associated with older age
and a shorter duration of diabetes. Achievement of at least two ABC goals was associated
with lower BMI and a shorter duration of diabetes. No clear clustering of specific risk
factor targets achieved was present when control of more than one factor was achieved.
Non-smoking was achieved by more than 90%.

This is the first report of risk factors control in a nationally representative sample of
Brazilians with known diabetes. The fact that 90.3% of the sample reached a non-smoking
goal, which was higher than the percentage seen in other surveys [16,28], is unlikely
to be primarily due to clinical interventions. Rather, this finding reflects the dramatic
declines in smoking since 1989 in Brazil following the implementation of multiple public
policies against tobacco, including a ban on tobacco advertising, legislation on tobacco-free
environments, increased taxes and taxation, and increased warnings [29].

The fraction of individuals reaching glycemic control (46%; A1C < 7%) was similar
to that seen in the 2015–2018 US NHANES [16] (50.5%) and in the Korean NHANES [17]
(52.6%). However, the fraction of Brazilians with a controlled blood pressure was lower
(51.4%) than that found in the US NHANES (70.4%; <140/90 mmHg) [16] and the Korean
NHANES (68.4%; <140/85 mmHg) [17]. For the LDL-C goal, the fraction in control (40%)
was similar to that in the Korean NHANES (44.2%; LDL-C < 100 mg/dL) [17], but lower
than that in the US NHANES (55.7%; non-HDL-C < 130 mg/dL) [16]. The prevalence of
control in our sample was also lower than that reported in a Spanish nationwide survey [30],
which found that 70.9% of those with known diabetes had an A1C < 7%, a 60.0% blood
pressure < 140/90 mmHg and 35.6% an LDL-C < 100 mg/dL.
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Attainment of all ABC goals was generally poor in all studies, particularly when
considering stricter thresholds: among Brazilians, 12.5% and 24% achieved all three
goals when considering ADA and more relaxed goals, respectively. In the US NHANES
22.2% of individuals simultaneously achieved all three targets (A1C < 7%, blood pressure
< 140/90 mmHg, and non–high-density lipoprotein cholesterol <130 mg/dL) [16]. In the
Korean NHANES, with a more stringent target for glycemic control (A1C < 6.5%), and with
targets of blood pressure <140/85 mmHg, and LDL-C below 100 mg/dL, 8.4% of subjects
reached good control of all three targets [17].

In a meta-analysis of 24 studies of ABC control with data from 20 countries [18]
(many not representative of the general population living with diabetes, which complicates
their generalization), target achievement was 42.8% for glycemic control (vs. the 46%
here reported), 29.0% for blood pressure (vs. 51.4%), and 49.2% for LDL-C (vs. 40%). Of
note, few of these studies were done outside of North America and Europe. In a non-
representative study in Brazil [31], glycemic control (24%) was less frequent. In a report
investigating type 2 diabetes in Latin America, glycemic control was similar (43.5%) to that
described here [32].

Within this scenario of few with diabetes achieving multiple risk factor targets in
Brazil and elsewhere, the benefits attainable with their greater control merits reflection.
First, with respect to smoking, which is a major risk factor for cardiovascular disease in
diabetes [33], effective treatments exist [34], and non-smoking should be stimulated to all
and prescribed when patients demonstrate interest.

Second, regarding the risk associated with the degree of glucose control, a metanalysis
of observational studies showed a nadir in mortality at an A1C of 6–7%, with those
within 7–8%, 8–9%, and above 9% showing greater mortality risks of 17%, 31% and 69%,
respectively [35]. Thus, while these data justify aiming for an A1C below 7%, they also
illustrate that larger benefit from improved glycemic control can be expected in those with
increasingly high A1C values, especially in those over 8%.

Third, regarding the benefits of multifactorial interventions to simultaneously achieve
ABC goals, the landmark 2008 report of the Steno-2 randomized trial found a 59% decrease
in cardiovascular events and a 46% decrease in overall deaths [6]. However, a recent
meta-analysis of 19 trials did not support an important benefit of intensified multifactorial
therapy, showing no reduction in all-cause mortality (RR = 1) [11], with a 10% relative
reduction in non-fatal myocardial infarction being the only clear benefit found. Similarly, a
10-year follow-up of the effect of intensification of treatment in a large, randomized trial of
screen-detected cases of diabetes showed only non-significant reductions of 13% in first
cardiovascular events and 10% in mortality. These studies do not support the amplification
of benefits that simultaneous intensification of therapies targeting multiple risk factors
might have been expected to produce.

Thus, while our findings unquestionably alert to the necessity to improve ABC goals
achievement in Brazil, the absence of an amplified benefit of multifactorial intervention
permits more flexibility to personalize targets within a more patient-centered approach.
Cogent arguments can be made to relax goals in certain groups—particularly those with
diabetes onsetting at older ages as well as in other settings of decreased life expectancy.

More relaxed control of hyperglycemia is supported by a meta-analysis of several large
clinical trials [36], showing that the benefit of tighter glucose control over 5 years was close
to nil and was overshadowed by an increased risk of hypoglycemia. While based on studies
of more than a decade ago, the medications used—including metformin, sulfonylureas,
and insulin—are still the mainstay of glucose management in Brazil´s national health
system as well as in the care of diabetes in most settings around the world. With respect to
hypertension, the benefit of lowering blood pressure beyond 140/90 mmHg in those with
diabetes initially at levels above 140/90 mmHg has yet to be demonstrated [9]. With respect
to hypercholesterolemia, lipid lowering therapy has been shown to be of major benefit
to high risk individuals, including those with diabetes [37]. However, a large fraction
of those with diabetes, as demonstrated by our data, do not have high (≥20%) 10-year
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cardiovascular risk. For such low-risk individuals, the literature shows that many, perhaps
as many as 250, would need treatment with a statin to prevent one death [38].

In contrast, much can be gained by improving risk factor levels of those who are
in the poorest control/greatest risk. The greatest gains in blood pressure control were
achieved when blood pressure levels were highest [39]. Evidence-based guidelines of inter-
national authorities prioritize the identification and treatment of high overall cardiovascular
risk [15,40]. As shown here, an appreciable fraction of Brazilian adults with diabetes are in
extremely poor control: 20.1% had an A1C > 9%, 15.8% blood pressure > 160/100 mmHg
and 6.8% with LDL-C > 160 mg/dL, and 21% are at high CVD risk.

We found few characteristics that identified those not reaching good control: for
hyperglycemia, being younger and having a greater duration of diabetes, consistent with
previous findings [31]; for ABC goals, having a greater BMI and a longer duration of
diabetes, consistent with previously reported findings [28]. The finding of BMI influencing
risk is not surprising, especially as central obesity has long been known to predict greater
CVD risk [41]. Though limited sample size decreased our ability to detect relevant correlates
of control, the absence of associations with race, educational level, and private health
insurance highlights the positive role of Brazil´s national health system and its broad
primary care network in the management of diabetes.

In sum, within the context of gains from control reported in the literature, the more
marginal gains attainable from treatment to target must be evaluated together with indi-
vidual patient priorities, and focus would be better placed on those with risk factors clearly
out of control [42] or at high risk, within a personalized approach in the management of
risk factors [13]. Advancements have been made in this regard, particularly for goal setting
in [12,14,15]. Policy making must also consider their local priorities and include population
strategies to confront non-communicable diseases [43].

An additional finding meriting discussion is that 17% of our original sample had an
A1C below the threshold for diabetes, despite the absence of pharmacological treatment,
and were therefore excluded from analyses. This considerable frequency alerts the necessity
to question the diagnosis of diabetes in such cases, since regression from diabetes is
common [44], especially when initial ascertainment was not confirmed. Many, as appears
the case in our sample, may believe that they have diabetes based on past testing when in
fact, they do not.

Our study has limitations. First, the small number of individuals diagnosed with
diabetes in the PNS 2014–2015 laboratory subsample hinders our ability to analyze pop-
ulation correlates of control, especially with respect to a disparity in control across racial
subgroups and geographical macro-regions. Second, diabetes was defined by self-report,
making misclassification possible. However, our exclusion of those with A1C < 6.5% who
were not using diabetes medication should minimize this risk. Third, due mainly to the
difficulty of locating participants in return visits for blood sample collection and the refusal
at times of the selected resident to collect biological material, the large percentage of losses
to our sample may have biased results. However, the post-stratification weights we applied
to maintain sample representativeness hopefully reduced the magnitude of this problem.
Additionally, the PNS did not collect data on statin use, which makes it difficult to compare
our findings with current ADA recommendations for lipid control. With respect to our
definition of CVD risk, other criteria to diagnose high risk in diabetes would result in
some shift in the percent meeting the ABC goals. As high risk individuals must meet more
rigorous ABC control cutoffs, definitions of risk that define more participants as at high
risk will result in a lower fraction reaching the combined ABC goal. Finally, comparisons
of the level of control across studies are frequently only approximate, given the different
cutoffs applied.

Despite these limitations, our study has important strengths. It permits a comprehen-
sive evaluation of the status of ABC risk factor and smoking control in Brazilian adults
with diabetes, considering both rigid and more flexible goals. Our report is based on a
nationally representative sample, thus avoiding biases related to the degree of referral
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typical of studies based on those attending specific health centers. Our findings provide a
surveillance baseline for these levels of control. They help fill the gap of low- and middle-
income countries in which representative studies of control have been conducted and can
serve for comparison of future studies of other similarly situated countries.

5. Conclusions

Achievement of ABC treatment goals in this population-based sample of subjects with
known diabetes was poor, with only half of subjects achieving each target and few all of
them. This poor achievement and the appreciable fraction of the sample with notably poor
control, in consonance with that seen in other countries, indicates the need to improve
access and quality of treatment. Lack of support in the literature for added benefit from
efforts aimed at simultaneous control of multiple risk factors suggests that treatment of
these risk factors in diabetes should be patient-centered, prioritizing goal achievement
within the context of individual patient desires, risks, and realities.

Author Contributions: Conceptualization, R.C.P.d.R., B.B.D. and M.I.S.; methodology, R.C.P.d.R.,
B.B.D., C.L.S., D.C.M. and M.I.S.; formal analysis, R.C.P.d.R., B.B.D. and M.I.S.; writing—original
draft preparation, R.C.P.d.R., B.B.D. and M.I.S.; writing—review and editing, R.C.P.d.R., B.B.D.,
C.L.S., D.C.M. and M.I.S.; visualization, R.C.P.d.R., B.B.D. and M.I.S. All authors have read and
agreed to the published version of the manuscript.

Funding: This research was funded by the Brazilian Ministry of Health grant number TED 95/2019.

Institutional Review Board Statement: The study was conducted according to the guidelines of the
Declaration of Helsinki and approved by the Brazilian National Research Ethics Commission 221
(protocol code 328159, July 2013).

Informed Consent Statement: Informed consent was obtained from all subjects involved in the study.

Data Availability Statement: Publicly available datasets were analyzed in this study. These data can
be found here: https://www.pns.icict.fiocruz.br/bases-de-dados/ (accessed on 21 July 2021).

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

References
1. International Diabetes Federation. IDF Diabetes Atlas, 9th ed.; International Diabetes Federation: Brussels, Belgium, 2019.
2. GBD Compare|IHME Viz Hub. Available online: http://vizhub.healthdata.org/gbd-compare (accessed on 24 June 2021).
3. Duncan, B.B.; Cousin, E.; Naghavi, M.; Afshin, A.; França, E.B.; de Passos, V.M.A.; Malta, D.; Nascimento, B.R.; Schmidt, M.I.

The Burden of Diabetes and Hyperglycemia in Brazil: A Global Burden of Disease Study 2017. Popul. Health Metr. 2020, 18, 9.
[CrossRef] [PubMed]

4. Klein, R. Hyperglycemia and Microvascular and Macrovascular Disease in Diabetes. Diabetes Care 1995, 18, 258–268. [CrossRef]
[PubMed]

5. Barrett-Connor, E.; Wingard, D.; Wong, N.; Goldberg, R. Heart Disease and Diabetes. In Diabetes in America; Cowie, C.C.,
Casagrande, S.S., Menke, A., Cissell, M.A., Eberhardt, M.S., Meigs, J.B., Gregg, E.W., Knowler, W.C., Barrett-Connor, E., Becker,
D.J., et al., Eds.; National Institute of Diabetes and Digestive and Kidney Diseases (US): Bethesda, MD, USA, 2018.

6. Gæde, P.; Lund-Andersen, H.; Parving, H.-H.; Pedersen, O. Effect of a Multifactorial Intervention on Mortality in Type 2 Diabetes.
N. Engl. J. Med. 2008, 358, 580–591. [CrossRef] [PubMed]

7. Rawshani, A.; Rawshani, A.; Franzén, S.; Sattar, N.; Eliasson, B.; Svensson, A.-M.; Zethelius, B.; Miftaraj, M.; McGuire, D.K.;
Rosengren, A.; et al. Risk Factors, Mortality, and Cardiovascular Outcomes in Patients with Type 2 Diabetes. N. Engl. J. Med. 2018,
379, 633–644. [CrossRef] [PubMed]

8. American Diabetes Association. Glycemic Targets: Standards of Medical Care in Diabetes—2021. Diabetes Care 2021, 44, S73–S84.
[CrossRef]

9. Emdin, C.A.; Rahimi, K.; Neal, B.; Callender, T.; Perkovic, V.; Patel, A. Blood Pressure Lowering in Type 2 Diabetes: A Systematic
Review and Meta-Analysis. JAMA 2015, 313, 603. [CrossRef]

10. De Vries, F.M.; Denig, P.; Pouwels, K.B.; Postma, M.J.; Hak, E. Primary Prevention of Major Cardiovascular and Cerebrovascular
Events with Statins in Diabetic Patients. Drugs 2012, 72, 2365–2373. [CrossRef]

11. Seidu, S.; Achana, F.A.; Gray, L.J.; Davies, M.J.; Khunti, K. Effects of Glucose-Lowering and Multifactorial Interventions on
Cardiovascular and Mortality Outcomes: A Meta-Analysis of Randomized Control Trials. Diabet. Med. 2016, 33, 280–289.
[CrossRef] [PubMed]

https://www.pns.icict.fiocruz.br/bases-de-dados/
http://vizhub.healthdata.org/gbd-compare
http://doi.org/10.1186/s12963-020-00209-0
http://www.ncbi.nlm.nih.gov/pubmed/32993680
http://doi.org/10.2337/diacare.18.2.258
http://www.ncbi.nlm.nih.gov/pubmed/7729308
http://doi.org/10.1056/NEJMoa0706245
http://www.ncbi.nlm.nih.gov/pubmed/18256393
http://doi.org/10.1056/NEJMoa1800256
http://www.ncbi.nlm.nih.gov/pubmed/30110583
http://doi.org/10.2337/dc21-S006
http://doi.org/10.1001/jama.2014.18574
http://doi.org/10.2165/11638240-000000000-00000
http://doi.org/10.1111/dme.12885
http://www.ncbi.nlm.nih.gov/pubmed/26282461


J. Clin. Med. 2021, 10, 3428 13 of 14

12. American Diabetes Association. Introduction: Standards of Medical Care in Diabetes—2021. Diabetes Care 2021, 44, S1–S2.
[CrossRef] [PubMed]

13. American Diabetes Association. Cardiovascular Disease and Risk Management: Standards of Medical Care in Diabetes—2021.
Diabetes Care 2021, 44, S125–S150. [CrossRef] [PubMed]

14. Cosentino, F.; Grant, P.J.; Aboyans, V.; Bailey, C.J.; Ceriello, A.; Delgado, V.; Federici, M.; Filippatos, G.; Grobbee, D.E.; Hansen,
T.B.; et al. 2019 ESC Guidelines on Diabetes, Pre-Diabetes, and Cardiovascular Diseases Developed in Collaboration with the
EASD: The Task Force for Diabetes, Pre-Diabetes, and Cardiovascular Diseases of the European Society of Cardiology (ESC) and
the European Association for the Study of Diabetes (EASD). Eur. Heart J. 2020, 41, 255–323. [CrossRef]

15. World Health Organization. WHO Package of Essential Noncommunicable (PEN) Disease Interventions for Primary Health Care.
Available online: https://apps.who.int/iris/bitstream/handle/10665/334186/9789240009226.eng.pdf?sequence=1&isAllowed=y
(accessed on 21 July 2021).

16. Fang, M.; Wang, D.; Coresh, J.; Selvin, E. Trends in Diabetes Treatment and Control in U.S. Adults, 1999–2018. N. Engl. J. Med.
2021, 384, 2219–2228. [CrossRef]

17. Kim, B.-Y.; Won, J.C.; Lee, J.H.; Kim, H.-S.; Park, J.H.; Ha, K.H.; Won, K.C.; Kim, D.J.; Park, K.S. Diabetes Fact Sheets in Korea,
2018: An Appraisal of Current Status. Diabetes Metab. J. 2019, 43, 487–494. [CrossRef] [PubMed]

18. Khunti, K.; Ceriello, A.; Cos, X.; Block, C.D. Achievement of Guideline Targets for Blood Pressure, Lipid, and Glycaemic Control
in Type 2 Diabetes: A Meta-Analysis. Diabetes Res. Clin. Pract. 2018, 137, 137–148. [CrossRef] [PubMed]

19. Szwarcwald, C.L.; Malta, D.C.; de Souza, P.R.B.; da de Almeida, W.S.; Damacena, G.N.; Pereira, C.A.; Rosenfeld, L.G. Laboratory
Exams of the National Health Survey: Methodology of Sampling, Data Collection and Analysis. Rev. Bras. Epidemiol. 2019, 22.
[CrossRef]

20. Szwarcwald, C.L.; Malta, D.C.; Pereira, C.A.; Vieira, M.L.F.P.; Conde, W.L.; de Souza Júnior, P.R.B.; Damacena, G.N.; Azevedo,
L.O.; Azevedo E Silva, G.; Theme Filha, M.M.; et al. National Health Survey in Brazil: Design and methodology of application.
Cienc. Saude Coletiva 2014, 19, 333–342. [CrossRef]

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

22. Kaptoge, S.; Pennells, L.; Bacquer, D.D.; Cooney, M.T.; Kavousi, M.; Stevens, G.; Riley, L.M.; Savin, S.; Khan, T.; Altay, S.; et al.
World Health Organization Cardiovascular Disease Risk Charts: Revised Models to Estimate Risk in 21 Global Regions. Lancet
Glob. Health 2019, 7, e1332–e1345. [CrossRef]

23. Rao, J.N.K.; Scott, A.J. On Chi-Squared Tests for Multiway Contingency Tables with Cell Proportions Estimated from Survey
Data. Ann. Stat. 1984, 12, 46–60. [CrossRef]

24. R Core Team. R: A Language and Environment for Statistical Computing; R Core Team: Vienna, Austria, 2021.
25. Lumley, T. Analysis of Complex Survey Samples. J. Stat. Softw. 2004, 9, 1–19. [CrossRef]
26. Pesquisa Nacional de Saúde, 2013: Acesso e Utilização dos Serviços de Saúde, Acidentes e Violências: Brasil, Grandes Regiões e Unidades da

Federação; Instituto Brasileiro de Geografia e Estatística-IBGE: Rio de Janeiro, Brazil, 2015; ISBN 978-85-240-4346-8.
27. Instituto Brasileiro de Geografia e Estatística Nota Técnica—Dados dos Exames Laboratoriais da Pesquisa Nacional de

Saúde—PNS. 2018. Available online: https://ftp.ibge.gov.br/PNS/2013/Divulgacoes/Outros/Exames/Nota_tecnica_Exames_
Laboratoriais_PNS.pdf (accessed on 21 July 2021).

28. Yu, N.-C.; Su, H.-Y.; Chiou, S.-T.; Yeh, M.C.; Yeh, S.-W.; Tzeng, M.-S.; Sheu, W.H.-H. Trends of ABC Control 2006–2011: A National
Survey of Diabetes Health Promotion Institutes in Taiwan. Diabetes Res. Clin. Pract. 2013, 99, 112–119. [CrossRef] [PubMed]

29. Portes, L.H.; Machado, C.V.; Turci, S.R.B. Trajetória Da Política de Controle Do Tabaco No Brasil de 1986 a 2016. Cad. Saúde Pública
2018, 34. [CrossRef]

30. Navarro-Vidal, B.; Banegas, J.R.; León-Muñoz, L.M.; Rodríguez-Artalejo, F.; Graciani, A. Achievement of Cardiometabolic Goals
among Diabetic Patients in Spain. A Nationwide Population-Based Study. PLoS ONE 2013, 8, e61549. [CrossRef] [PubMed]

31. Mendes, A.B.V.; Fittipaldi, J.A.S.; Neves, R.C.S.; Chacra, A.R.; Moreira, E.D. Prevalence and Correlates of Inadequate Glycaemic
Control: Results from a Nationwide Survey in 6,671 Adults with Diabetes in Brazil. Acta Diabetol. 2010, 47, 137–145. [CrossRef]
[PubMed]

32. Lopez Stewart, G.; Tambascia, M.; Rosas Guzmán, J.; Etchegoyen, F.; Ortega Carrión, J.; Artemenko, S. Control of Type 2 Diabetes
Mellitus among General Practitioners in Private Practice in Nine Countries of Latin America. Rev. Panam. Salud Pública 2007, 22,
12–20. [CrossRef]

33. American Diabetes Association. Facilitating Behavior Change and Well-Being to Improve Health Outcomes: Standards of Medical
Care in Diabetes—2021. Diabetes Care 2021, 44, S53–S72. [CrossRef] [PubMed]

34. Barua Rajat, S.; Rigotti Nancy, A.; Benowitz Neal, L.; Michael, C.K.; Mohammad-Ali, J.; Morris Pamela, B.; Ratchford Elizabeth, V.;
Linda, S.; Stecker Eric, C.; Wiggins Barbara, S. ACC Expert Consensus Decision Pathway on Tobacco Cessation Treatment. J. Am.
Coll. Cardiol. 2018, 72, 3332–3365. [CrossRef]

35. Cavero-Redondo, I.; Peleteiro, B.; Álvarez-Bueno, C.; Rodriguez-Artalejo, F.; Martínez-Vizcaíno, V. Glycated Haemoglobin A1c as
a Risk Factor of Cardiovascular Outcomes and All-Cause Mortality in Diabetic and Non-Diabetic Populations: A Systematic
Review and Meta-Analysis. BMJ Open 2017, 7, e015949. [CrossRef]

http://doi.org/10.2337/dc21-Sint
http://www.ncbi.nlm.nih.gov/pubmed/33298409
http://doi.org/10.2337/dc21-S010
http://www.ncbi.nlm.nih.gov/pubmed/33298421
http://doi.org/10.1093/eurheartj/ehz486
https://apps.who.int/iris/bitstream/handle/10665/334186/9789240009226.eng.pdf?sequence=1&isAllowed=y
http://doi.org/10.1056/NEJMsa2032271
http://doi.org/10.4093/dmj.2019.0067
http://www.ncbi.nlm.nih.gov/pubmed/31339012
http://doi.org/10.1016/j.diabres.2017.12.004
http://www.ncbi.nlm.nih.gov/pubmed/29325774
http://doi.org/10.1590/1980-549720190004.supl.2
http://doi.org/10.1590/1413-81232014192.14072012
http://doi.org/10.5123/S1679-49742015000200002
http://doi.org/10.1016/S2214-109X(19)30318-3
http://doi.org/10.1214/aos/1176346391
http://doi.org/10.18637/jss.v009.i08
https://ftp.ibge.gov.br/PNS/2013/Divulgacoes/Outros/Exames/Nota_tecnica_Exames_Laboratoriais_PNS.pdf
https://ftp.ibge.gov.br/PNS/2013/Divulgacoes/Outros/Exames/Nota_tecnica_Exames_Laboratoriais_PNS.pdf
http://doi.org/10.1016/j.diabres.2012.11.018
http://www.ncbi.nlm.nih.gov/pubmed/23265923
http://doi.org/10.1590/0102-311x00017317
http://doi.org/10.1371/journal.pone.0061549
http://www.ncbi.nlm.nih.gov/pubmed/23637851
http://doi.org/10.1007/s00592-009-0138-z
http://www.ncbi.nlm.nih.gov/pubmed/19655083
http://doi.org/10.1590/S1020-49892007000600002
http://doi.org/10.2337/dc21-S005
http://www.ncbi.nlm.nih.gov/pubmed/33298416
http://doi.org/10.1016/j.jacc.2018.10.027
http://doi.org/10.1136/bmjopen-2017-015949


J. Clin. Med. 2021, 10, 3428 14 of 14

36. Yudkin, J.S.; Richter, B.; Gale, E.A.M. Intensified Glucose Lowering in Type 2 Diabetes: Time for a Reappraisal. Diabetologia 2010,
53, 2079–2085. [CrossRef]

37. Scicali, R.; Di Pino, A.; Ferrara, V.; Urbano, F.; Piro, S.; Rabuazzo, A.M.; Purrello, F. New Treatment Options for Lipid-Lowering
Therapy in Subjects with Type 2 Diabetes. Acta Diabetol. 2018, 55, 209–218. [CrossRef]

38. Chou, R.; Dana, T.; Blazina, I.; Daeges, M.; Jeanne, T.L. Statins for Prevention of Cardiovascular Disease in Adults: Evidence
Report and Systematic Review for the US Preventive Services Task Force. JAMA 2016, 316, 2008. [CrossRef]

39. Bundy, J.D.; Li, C.; Stuchlik, P.; Bu, X.; Kelly, T.N.; Mills, K.T.; He, H.; Chen, J.; Whelton, P.K.; He, J. Systolic Blood Pressure
Reduction and Risk of Cardiovascular Disease and Mortality: A Systematic Review and Network Meta-Analysis. JAMA Cardiol.
2017, 2, 775–781. [CrossRef] [PubMed]

40. Arnett, D.K.; Blumenthal, R.S.; Albert, M.A.; Buroker, A.B.; Goldberger, Z.D.; Hahn, E.J.; Himmelfarb, C.D.; Khera, A.; Lloyd-
Jones, D.; McEvoy, J.W.; et al. 2019 ACC/AHA Guideline on the Primary Prevention of Cardiovascular Disease: A Report of the
American College of Cardiology/American Heart Association Task Force on Clinical Practice Guidelines. Circulation 2019, 140,
e596–e646. [CrossRef] [PubMed]

41. Scicali, R.; Rosenbaum, D.; Di Pino, A.; Giral, P.; Cluzel, P.; Redheuil, A.; Piro, S.; Rabuazzo, A.M.; Purrello, F.; Bruckert, E.; et al.
An Increased Waist-to-Hip Ratio Is a Key Determinant of Atherosclerotic Burden in Overweight Subjects. Acta Diabetol. 2018, 55,
741–749. [CrossRef] [PubMed]

42. Seidu, S.; Cos, X.; Brunton, S.; Harris, S.B.; Jansson, S.P.O.; Mata-Cases, M.; Neijens, A.M.J.; Topsever, P.; Khunti, K. A Disease
State Approach to the Pharmacological Management of Type 2 Diabetes in Primary Care: A Position Statement by Primary Care
Diabetes Europe. Prim. Care Diabetes 2021, 15, 31–51. [CrossRef] [PubMed]

43. Akselrod, S.; Bloomfield, A.; Marmot, M.; Moran, A.E.; Nishtar, S.; Placella, E. Mobilising Society to Implement Solutions for
Non-Communicable Diseases. BMJ 2019, 365, l360. [CrossRef] [PubMed]

44. Schmidt, M.I.; Bracco, P.; Canhada, S.; Guimarães, J.M.N.; Barreto, S.M.; Chor, D.; Griep, R.; Yudkin, J.S.; Duncan, B.B. Regression
to the Mean Contributes to the Apparent Improvement in Glycemia 3.8 Years After Screening: The ELSA-Brasil Study. Diabetes
Care 2021, 44, 81–88. [CrossRef] [PubMed]

http://doi.org/10.1007/s00125-010-1864-z
http://doi.org/10.1007/s00592-017-1089-4
http://doi.org/10.1001/jama.2015.15629
http://doi.org/10.1001/jamacardio.2017.1421
http://www.ncbi.nlm.nih.gov/pubmed/28564682
http://doi.org/10.1161/CIR.0000000000000678
http://www.ncbi.nlm.nih.gov/pubmed/30879355
http://doi.org/10.1007/s00592-018-1144-9
http://www.ncbi.nlm.nih.gov/pubmed/29680968
http://doi.org/10.1016/j.pcd.2020.05.004
http://www.ncbi.nlm.nih.gov/pubmed/32532635
http://doi.org/10.1136/bmj.l360
http://www.ncbi.nlm.nih.gov/pubmed/31109924
http://doi.org/10.2337/dc20-2030
http://www.ncbi.nlm.nih.gov/pubmed/33444159

	Introduction 
	Methods 
	The PNS Survey 
	Study Variables 
	Statistical Analysis 

	Results 
	Discussion 
	Conclusions 
	References

