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Abstract

Background: The combined effect of diabetes and stroke on disability and mortality remains largely unexplored in
Brazil and Latin America. Previous studies have been based primarily on data from developed countries. This study
addresses the empirical gap by evaluating the combined impact of diabetes and stroke on disability and mortality
in Brazil.

Methods: The sample was drawn from two waves of the Survey on Health and Well-being of the Elderly, which
followed 2,143 older adults in São Paulo, Brazil, from 2000 to 2006. Disability was assessed via measures of activities
of daily living (ADL) limitations, severe ADL limitations, and receiving assistance to perform these activities. Logistic
and multinomial regression models controlling for sociodemographic and health conditions were used to address
the influence of diabetes and stroke on disability and mortality.

Results: By itself, the presence of diabetes did not increase the risk of disability or the need for assistance; however,
diabetes was related to increased risks when assessed in combination with stroke. After controlling for
demographic, social and health conditions, individuals who had experienced stroke but not diabetes were 3.4 times
more likely to have ADL limitations than those with neither condition (95% CI 2.26-5.04). This elevated risk more
than doubled for those suffering from a combination of diabetes and stroke (OR 7.34, 95% CI 3.73-14.46). Similar
effects from the combination of diabetes and stroke were observed for severe ADL limitations (OR 19.75, 95% CI
9.81- 39.76) and receiving ADL assistance (OR 16.57, 95% CI 8.39-32.73). Over time, older adults who had
experienced a stroke were at higher risk of remaining disabled (RRR 4.28, 95% CI 1.53,11.95) and of mortality (RRR
3.42, 95% CI 1.65,7.09). However, risks were even higher for those who had experienced both diabetes and stroke.
Diabetes was associated with higher mortality.

Conclusions: Findings indicate that a combined history of stroke and diabetes has a great impact on disability
prevalence and mortality among older adults in São Paulo, Brazil.

Keywords: Diabetes, Stroke, Disability, Mortality, Brazil
Background
During the past decades Brazil has undergone demo-
graphic, epidemiological and nutritional transitions. One
major effect of these transitions has been an increase in
the prevalence of chronic non-communicable (CNC)
diseases, particularly diabetes and stroke [1,2], and their
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subsequent impact on mortality and disability. Estimates
for 2010 indicate that Brazil has the fifth largest
population of individuals with diabetes in the world (7.6
million); this number is expected to rise to 12.7 million
by 2030 [2]. A large share of diabetes cases (41%) is con-
centrated among Brazilians between the ages of 60 and
79 [2]. At the national level, calculations using data from
the registry for diabetes and hypertension (SisHiperDia)
indicated that 8.0% of registered diabetes cases reported
having a previous stroke [1]. Even though this percentage
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is relatively small, the number of individuals with diabetes
who have suffered a stroke is expected to increase in the
coming decades, given the aging of the Brazilian population
and the increasing prevalence of obesity and diabetes [1].
Currently, CNC diseases are responsible for 72% of

deaths in Brazil [1]. Among these diseases, stroke and cor-
onary heart disease are the main causes of death [3], and
in 2002, diabetes was the fifth-leading cause of death in
Brazil according to the World Health Organization. Mor-
tality rates due to stroke were approximately 41 per
100,000 in 2000–2002 [4], and in 2005, stroke was respon-
sible for over 90,000 deaths in Brazil [3]. Improvements in
health care programs and a decrease in tobacco consump-
tion have most likely influenced a decline in the rates of
stroke in recent decades [1,5]. Diabetes has affected mor-
tality as an associated cause, although deaths directly at-
tributable to diabetes have remained relatively stable in
recent decades [1,6]. Diabetic patients in Brazil have a
more than three-fold excess mortality rate compared to
the general population [7,8] and, as in other settings, most
of this excess mortality is driven by increased cardiovascu-
lar mortality risk [7].
In addition to its effect on mortality, diabetes mellitus

is strongly correlated with physical limitations and func-
tional disability [9-13]. Individuals with diabetes are
about two to three times more likely to have a disability
than those without [14,15]. Individuals with diabetes
mellitus also report a greater number of limitations with
regard to basic and instrumental activities of daily living
[13]. Longitudinal studies have found that individuals
with diabetes are more likely to become functionally dis-
abled [13,14,16-18] and less likely to transition from a
disabled to disability-free status [13,19,20].
The combined effect of diabetes and stroke on disabil-

ity has been previously studied [11,21,22], but remains
largely unexplored in Brazil and Latin America. Studies
have indicated that a combined history of diabetes and
stroke is strongly associated with disability and quality
of life [11,21,22], even though there have been contra-
dictory findings in terms of the effect on mortality. Re-
cently, studies in Brazil have highlighted the necessity of
controlling for associated comorbidities such as cardiac
disease and stroke to better evaluate the disabling effects
of diabetes among the elderly [23]. Two cross-sectional
studies in different regions of Brazil found that cardio-
vascular disease [23] and stroke [24] were strongly cor-
related with measures of functional status. Although
diabetes was among the variables included in those stud-
ies, its effects on functional limitations were either not
statistically significant [23], or only associated with spe-
cific activities of daily living, such as household tasks
and mobility [24].
Given the limited availability of longitudinal data in

developing countries, most studies that analyzed the
impact of diabetes mellitus and/or stroke on functional
status have used cross-sectional data. Few studies,
mostly those conducted in developed countries, have
evaluated health transitions associated with these
chronic conditions [11,21,22]. The current study
addresses the gap in knowledge about the combined
effects of diabetes and stroke on the transitions in func-
tional status and the health of elderly populations in São
Paulo, the largest city in Brazil.

Methods
Data
This study analyzes data from two waves of the Survey
on Health and Well-being of the Elderly (Salud,
Bienestar y Envejecimiento en América Latina y el
Caribe Proyecto, SABE) conducted in São Paulo, Brazil.
SABE is a multi-center survey with respondents in seven
capital/major cities throughout Latin America and the
Caribbean, and it investigates the health and well-being
of older adults (age 60 and over). The Institutional
Review Board (IRB) at the School of Public Health in
São Paulo University (Universidade de São Paulo) has
approved the study protocol in Brazil. The study has also
been approved by the IRB at the University of Illinois at
Urbana-Champaign. Participants provided consent to
have their data used for research purposes.
The baseline sample in São Paulo was obtained using

a two-stage stratified sampling process based on the
1995 National Household Survey master sampling
frame. Individuals age 75 and over were oversampled.
Data in the first wave were collected in two stages. The
first stage consisted of a household interview conducted
by a single interviewer using a standardized question-
naire that included several questions about the living
conditions and health status of the older adult. The sec-
ond stage of data collection included a household visit
by a pair of interviewers who completed anthropometric
and physical-performance measurements. Data in the
first wave were collected during 2000 and the first quar-
ter of 2001. In the baseline wave, response rates reached
84.6% in São Paulo. The first stage contains information
on 2,143 individuals. Additional characteristics of the
baseline data collection process have been described
elsewhere [25].
Data for the second wave were collected in 2006 by the

São Paulo researchers as a follow-up to the 2000 baseline
survey. They used mortality data from the Fundação
Sistema Estadual de Análise de Dados (the SEADE foun-
dation), which analyzes relevant social, demographic and
economic data in the São Paulo state, and the Programa
de Aprimoramento das Informações de Mortalidade
(Program of Improvement of Information on Mortality,
PRO-AIM), which collects and organizes mortality data
for the São Paulo municipality, to identify subjects who
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had died between 2000 and 2006; the researchers did this
via a search based on the names, sex, dates of birth and
addresses listed in the 2000 database.
Trained interviewers visited the addresses and neigh-

borhoods of surviving participants from the 2000 survey
to re-establish contact. For those not found during these
visits, interviewers used additional contact information
collected in the baseline survey (e.g., telephone numbers
of children or other relatives) to obtain information
about their current location. The 2006 questionnaire
was very similar to the 2000 questionnaire, but included
additional questions that complemented the previous
study. In both years, respondents provided information
about possible limitations on ADL measures and assist-
ance required to perform these activities. Questions
related to ADL measures and assistance were the same
in the baseline and the 2006 follow-up [26].
Of the 2,143 participants in the first wave of SABE São

Paulo, 89 (4.15%) individuals had missing information
on selected variables. There are no age or sex differences
between those with missing and complete data. The final
sample includes 2,054 individuals with baseline data on
selected variables.
In the baseline survey, 373 participants (18.22%)

reported being previously diagnosed with diabetes, and
162 (7.12%) reported being previously diagnosed with
stroke. In this study, subjects were classified into four
groups: (1) subjects with neither diabetes nor stroke
(n = 1,562); (2) subjects with diabetes but no stroke
(n = 330); (3) subjects with stroke but no diabetes
(n = 119); and subjects with diabetes and stroke (n = 43).

Statistical methods
Prevalence rates were obtained using STATA 12.1 SE for
Windows (StataCorp, College Station, TX). Sample
weights were used in the calculation of summary statistics,
including means and percentages. Logistic regression
models were used to assess the relationship between
selected variables and the prevalence of activity of daily
living (ADL) limitations, severe ADL limitations and re-
quiring ADL assistance. Multivariate multinomial regres-
sion models were used to address health transitions. For
those without disabilities at the baseline, the following
transitions were measured: incidence (disability-free to
disabled); mortality (disability-free to dead); and retention
status for individuals who reported being healthy (disabil-
ity-free) in both waves. For those with a disability at the
baseline, the following transitions were measured: recov-
ery (disabled to disability-free); mortality (disabled to
dead); and retention status for participants who reported
having a disability in both waves. Finally, an additional
transition was included for those who were disability-free
or disabled at baseline but who lacked information in the
second wave, due to either loss in the follow-up or missing
data on the disability measure. Similar models were used
for severe ADL limitations and requiring ADL assistance.
Odds-ratios and relative risk ratios for each outcome are
provided along with the corresponding 95% confidence
intervals. Control variables included age, sex, education,
selected medical conditions, smoking and marital status.
A significance level of 0.05 was chosen for all tests.

Measures
This study considered sociodemographic characteristics
of respondents, including age at baseline; gender (male
or female); level of education (illiterate, defined as hav-
ing no education, and literate, defined as one or more
years of education); and marital status (married or un-
married). Participants also declared whether they had
ever smoked and how they rated their health. We com-
pared those who reported fair/poor health to those who
reported good/very good/excellent health.
Diagnosed health conditions were obtained via self-

report in SABE. In the baseline survey, individuals were
asked if a physician had told them that they had diabetes
and/or stroke. Other self-reported health conditions
included heart disease, high blood pressure, cancer and
arthritis; we created an index that included these four
health conditions.
Self-reported limitations on the following six activities

were considered for the ADL measure: dressing, bathing,
eating, getting into and out of a bed (transferring), using
the toilet and getting across a room. Individuals were
given the following introduction: “Here are a few everyday
activities. Please tell me if you have any difficulty with
these because of a health problem. Exclude any diffi-
culties you expect to last less than three months.”
Following this introduction, they were asked, “Do you
have difficulty . . .?” The possible answers for each
one of the six ADL items were “yes,” “no,” “does not
know” and “no response.” Those who answered “does
not know” or who did not provide a response were
classified as missing. Individuals with difficulties in at
least three ADL items were categorized as having se-
vere ADL limitations. In addition, one measure cap-
tured the extent of assistance required to perform
basic life activities. Individuals were asked whether a
spouse or another person assisted them in conducting
basic daily activities. Those who reported receiving
assistance with at least one ADL activity were cate-
gorized as receiving help with ADL activities.

Results
Table 1 presents selected sociodemographic and health
characteristics of the sample by diabetes/stroke status.
Among respondents, 76.4% reported not having been
previously diagnosed with either diabetes or stroke
(group 1); 16.5% reported having only diabetes (group 2);



Table 1 Characteristics at baseline by diabetes and stroke status, SABE, São Paulo, 2000 (weighted estimates)

Total No diabetes, no stroke Diabetes, no stroke Stroke, no diabetes Diabetes and stroke

(n=2054) % (n=1562) % (n=330) % (n=119) % (n=43) % p-value a

Age group (years) 0.398

60-74 1102 78.1 838 78.1 186 80.0 57 73.3 21 78.6

75+ 952 21.9 724 21.9 144 20.0 62 26.7 22 21.4

Gender 0.033

Male 845 41.5 638 41.0 124 39.2 62 54.7 21 41.8

Female 1209 58.5 924 59.0 206 60.8 57 45.3 22 58.2

Marital status 0.392

Married 1082 57.4 810 57.1 182 58.5 63 55.5 27 67.0

Unmarried 972 42.6 752 42.9 148 41.5 56 44.5 16 33.0

Level of education 0.023

Illiterate 509 21.4 369 20.2 84 21.8 41 33.8 15 32.9

Literate 1545 78.6 1193 79.8 246 78.2 78 66.2 28 67.1

Never smoked 1106 52.1 846 52.3 184 52.8 53 47.0 23 51.4 0.195

High blood pressure 1107 53.5 736 47.3 251 74.2 84 68.7 36 82.3 <0.001

Had heart attack 444 19.7 299 17.0 86 25.7 46 39.3 13 19.1 <0.001

Had cancer 75 3.3 54 3.2 14 3.7 7 5.0 0 0.0 0.283

Had arthritis 691 32.3 526 32.0 118 35.3 31 25.3 16 37.9 0.264

Fair/poor health 1133 53.8 783 48.1 228 70.1 89 76.7 33 75.5 <0.001

ADL limitations 483 19.0 323 16.4 73 19.3 58 40.8 29 61.8 <0.001

Severe ADL limitations 169 5.6 89 3.5 22 5.5 36 24.7 22 41.9 <0.001

Receives assistance with ADL 205 7.4 113 5.2 25 6.2 43 28.3 24 48.5 <0.001
a χ2 statistical test.
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5.4% reported having only a stroke (group 3); and 1.8%
reported having both diabetes and stroke (group 4). About
half of the respondents (47.9%) had a history of smoking,
and 53.8% rated their health “fair” or “poor.” The preva-
lence of ADL limitations reached 19.0% in the sample;
5.6% of respondents had severe ADL limitations and 7.4%
received ADL assistance. Comparisons between the four
groups showed no differences with regard to age, marital
status or household arrangements. However, there were
differences in gender; educational level; incidence of high
blood pressure and heart attack; reporting fair/poor
health; having ADL limitations; having severe ADL limita-
tions; and receiving assistance with ADL. Men were more
likely than women to report having experienced a stroke
but no diabetes. The prevalence of high blood pressure
and heart disease was lowest among those who had not
experienced stroke and diabetes. In addition, having dia-
betes and/or stroke clearly impacted older adults’ percep-
tions of their health as poor or fair. Those who reported
having a stroke and those having both diabetes and stroke
were more likely to report having ADL limitations, having
severe ADL limitations and receiving ADL assistance.
Table 2 presents results of unadjusted and adjusted

logistic regressions predicting the prevalence of ADL
limitations, severe ADL limitations and receiving ADL
assistance in the baseline survey across the four groups.
For each of the measures, the presence of diabetes did
not increase the risk of limitations and assistance per se,
but it did increase the risk when experienced in
combination with stroke. After controlling for demo-
graphic, social and health conditions, individuals with
stroke but not diabetes were 3.4 times more likely to
have ADL limitations, and this already elevated risk
more than doubled for those suffering from both
diabetes and stroke (OR 7.34, 95% CI 3.73-14.46).
Similar effects were observed for severe ADL limitations
and receiving ADL assistance. Being older (75+ years)
and having two or more health conditions increased the
likelihood of having ADL limitations and severe ADL
limitations as well as receiving ADL assistance. Older
women were 37% more likely than men to have ADL
limitations (95% CI, 1.04-1.81; gender differences for
severe ADL limitations and receiving ADL assistance
were not statistically significant). Individuals who were
literate were less likely to have ADL limitations (OR
0.73, 95% CI 0.58-0.94) and to receive ADL assistance
(OR 0.5, 95% CI 0.36-0.70) than those who were
illiterate.



Table 2 Logistic regression coefficients, Brazil, 2000-2006

Variables Unadjusted Adjusted

OR 95% CI p-value OR 95% CI p-value

ADL limitations

Diabetes and stroke status

Diabetes only 1.09 [0.82,1.45] 0.5584 0.96 [0.71,1.30] 0.8137

Stroke only 3.65 [2.49,5.33] <0.0001 3.37 [2.26,5.04] <0.0001

Diabetes and stroke 7.95 [4.15,15.21] <0.0001 7.34 [3.73,14.46] <0.0001

Age (75+) 2.46 [1.95,3.09] <0.0001

Female 1.37 [1.04,1.81] 0.0276

Literate 0.73 [0.58,0.94] 0.0129

Married 0.96 [0.76,1.22] 0.7547

Never smoked 0.94 [0.73,1.21] 0.6323

Health conditions

One 1.46 [1.08,1.96] 0.0132

Two or more 2.32 [1.73,3.13] <0.0001

Severe ADL limitations

Diabetes and stroke status

Diabetes only 1.18 [0.73,1.92] 0.4966 1.15 [0.70,1.89] 0.5858

Stroke only 7.18 [4.60,11.21] <0.0001 6.93 [4.27,11.22] <0.0001

Diabetes and stroke 17.34 [9.19,32.72] <0.0001 19.75 [9.81,39.76] <0.0001

Age (75+) 4.00 [2.68,5.97] <0.0001

Female 1.14 [0.73,1.76] 0.5647

Literate 0.55 [0.38,0.79] 0.0011

Married 0.72 [0.49,1.06] 0.0946

Never smoked 0.86 [0.58,1.28] 0.4567

Health conditions

One 1.21 [0.74,1.97] 0.4434

Two or more 1.56 [0.96,2.52] 0.0715

Assistance with ADL

Diabetes and stroke status

Diabetes only 1.05 [0.67,1.65] 0.8284 0.99 [0.62,1.57] 0.9543

Stroke only 7.26 [4.77,11.04] <0.0001 6.72 [4.28,10.56] <0.0001

Diabetes and stroke 16.20 [8.61,30.46] <0.0001 16.57 [8.39,32.73] <0.0001

Age (75+) 3.11 [2.19,4.42] <0.0001

Female 0.97 [0.65,1.44] 0.8637

Literate 0.50 [0.36,0.70] <0.0001

Married 0.75 [0.53,1.07] 0.1111

Never smoked 0.93 [0.65,1.33] 0.6766

Health conditions

One 1.45 [0.92,2.27] 0.1079

Two or more 1.85 [1.18,2.89] 0.0072

Baseline categories: no diabetes and no stroke, 65-74 years old, male, illiterate, unmarried, has smoked, no additional health conditions.
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Between 2000 and 2006, 624 individuals remained free
of ADL limitations, 242 developed ADL limitations, 114
remained ADL limited, 81 recovered from ADL
limitations, 603 died and 392 were lost in the follow-up.
Results of a multinomial logistic regression (shown in
Table 3) further confirmed the combined effect of



Table 3 Multinomial logistic regression coefficients,
Brazil, 2000-2006

Variables RRR 95% CI p-value

Incidence of ADL limitations

Diabetes and stroke status

Diabetes only 1.03 [0.66,1.63] 0.8893

Stroke only 2.65 [1.11,6.33] 0.0287

Diabetes and stroke 3.97 [0.70,22.59] 0.1183

Age (75+) 2.80 [1.97,3.98] <0.0001

Female 2.11 [1.33,3.34] 0.0020

Literate 0.73 [0.44,1.22] 0.2202

Married 1.00 [0.71,1.43] 0.9842

Never smoked 0.91 [0.59,1.40] 0.6722

Health conditions

One 1.71 [1.13,2.58] 0.0123

Two or more 2.90 [1.93,4.34] <0.0001

Remained ADL limited

Diabetes and stroke status

Diabetes only 0.97 [0.54,1.76] 0.9307

Stroke only 4.28 [1.53,11.95] 0.0063

Diabetes and stroke 12.84 [2.95,55.99] 0.0010

Age (75+) 3.82 [2.34,6.24] <0.0001

Female 2.44 [1.31,4.54] 0.0057

Literate 0.49 [0.28,0.85] 0.0118

Married 1.45 [0.78,2.71] 0.2366

Never smoked 0.80 [0.44,1.43] 0.4380

Health conditions

One 3.42 [1.61,7.27] 0.0019

Two or more 7.78 [3.79,15.97] <0.0001

Recovered from ADL limitations

Diabetes and stroke status

Diabetes only 0.94 [0.45,1.98] 0.8760

Stroke only 0.40 [0.07,2.27] 0.2936

Diabetes and stroke 6.77 [1.07,42.87] 0.0425

Age (75+) 0.92 [0.47,1.78] 0.7940

Female 1.47 [0.77,2.82] 0.2423

Literate 0.71 [0.39,1.32] 0.2733

Married 0.79 [0.41,1.55] 0.4932

Never smoked 1.03 [0.60,1.77] 0.9227

Health conditions

One 1.79 [0.86,3.72] 0.1180

Two or more 2.92 [1.45,5.86] 0.0033

Mortality

Diabetes and stroke status

Diabetes only 1.47 [0.98,2.21] 0.0616

Stroke only 3.42 [1.65,7.09] 0.0014

Table 3 Multinomial logistic regression coefficients,
Brazil, 2000-2006 (Continued)

Diabetes and stroke 4.37 [1.15,16.56] 0.0305

Age (75+) 6.15 [4.59,8.23] <0.0001

Female 0.59 [0.40,0.88] 0.0097

Literate 0.58 [0.41,0.83] 0.0031

Married 0.76 [0.54,1.06] 0.1001

Never smoked 0.60 [0.43,0.82] 0.0022

Health conditions

One 2.03 [1.44,2.86] 0.0001

Two or more 2.89 [1.99,4.18] <0.0001

Lost in follow-up

Diabetes and stroke status

Diabetes only 0.82 [0.53,1.27] 0.3621

Stroke only 1.98 [1.04,3.77] 0.0388

Diabetes and stroke 1.00 [0.19,5.36] 0.9965

Age (75+) 1.63 [1.16,2.29] 0.0056

Female 1.50 [1.09,2.05] 0.0130

Literate 1.06 [0.66,1.69] 0.8061

Married 0.83 [0.57,1.21] 0.3295

Never smoked 0.75 [0.54,1.05] 0.0887

Health conditions

One 1.52 [1.08,2.14] 0.0183

Two or more 1.59 [1.12,2.24] 0.0096

Baseline categories: no diabetes and no stroke, 65-74 years old, male, illiterate,
unmarried, has smoked, no additional health conditions.
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diabetes and stroke on health transitions (i.e., the
incidence of, continuity of, and recovery from limita-
tions, as well as the incidence of death) between 2000 and
2006. Having diabetes by itself was not associated with
becoming or remaining ADL limited or recovering from
ADL limitations between waves. However, diabetes was
marginally associated with higher mortality (RRR 1.47,
p-value= 0.063). Those who reported having had a stroke
were 2.6 times more likely to develop ADL limitations,
but this risk increased to almost 4 times higher among
those with both stroke and diabetes. Stroke was also asso-
ciated with a higher risk of remaining disabled (RRR 4.28,
95% CI 1.53-11.95) as well as higher mortality (RRR 3.42,
95% CI 1.65-7.09), and its association with diabetes further
increased these risks. For example, those with diabetes
who had suffered a stroke were 12.8 times more likely to
remain disabled and 4.4 times more likely to die between
waves. As expected, increases in age were associated with
mortality as well as higher risks of becoming and
remaining ADL limited. Women were more than twice as
likely as men to become and remain ADL limited, but
were less likely to die between waves (RRR 0.66, 95% CI
0.44-0.98). This result is consistent with older women’s
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greater life expectancy in São Paulo vis-à-vis their male
counterparts [25]. Having additional health conditions
increased the risk of developing ADL limitations,
remaining limited or dying. Those who were literate were
less likely to remain ADL limited and faced lower mortal-
ity rates, compared to those with no education. Those
who reported having never smoked had lower mortality.
Individuals who were older, female, or living alone and
those who reported stroke or additional health conditions
in the baseline survey were more likely to be lost in the
follow-up period. Results for severe ADL limitations
(available upon request) confirm that stroke is also asso-
ciated with a higher incidence of these limitations (RRR
5.2, 95% CI 2.1-12.5). Both alone and in association with
diabetes, stroke increased the risk of remaining severely
ADL limited and of dying. Older age was associated with
a higher incidence of severe ADL limitations, remaining
severely ADL limited and dying. Having additional
health conditions was also associated with a higher inci-
dence of severe limitations. Finally, results for receiving
ADL assistance (available upon request) confirmed that
having suffered a stroke, both by itself and in combination
with diabetes, was associated with a higher likelihood of
receiving ADL assistance; however, there was no statistical
association for diabetes only. Results by gender were not
statistically significant, but increased age was associated
with higher levels of requiring assistance. Those older
than 75 years were over six times more likely than those
in the younger group to start receiving personal assistance
in the second wave (RRR 6.6, 95% CI 3.7-12.0), and were
approximately six times more likely to continue using per-
sonal assistance if they already needed help in the baseline
wave (RRR 5.9, 95% CI 2.2-15.8).

Discussion
Our main results show that the impact of diabetes on
disability manifests only in combination with stroke.
Older adults with diabetes who had experienced a stroke
were more likely to have ADL limitations, severe ADL
limitations and higher mortality risks than those with
neither condition. These respondents were also more
likely to develop a disability or remain disabled over a
six-year period. While having a stroke alone was a risk
factor, the combination with diabetes intensified the
risks of having and developing a disability as well as
mortality risks. These findings expose the major burden
that co-existing health conditions place on ability and
quality of life among older adults. As discussed by
Otiniano and colleagues, patients recovering from a
stroke, especially those with diabetes, should receive
additional attention upon discharge to the community,
given their greater disability and mortality risks [11].
Second, our study confirmed that older women in São

Paulo face greater risks than older men of being,
becoming and remaining ADL limited. These results
contribute to a growing discussion about the greater dis-
ability burden and lower quality of life in later years
among women in Brazil [25,27-31]. Women constitute
the majority of the elderly population in São Paulo, and
their higher disability risks reduce their chances of main-
taining social and economic autonomy. Our results
showed no significant association between receiving
ADL assistance and gender. These results contrast with
previous findings that women’s needs for personal care
assistance went unmet for a greater proportion of time
that they lived with a disability compared to men [25].
This discrepancy is related to the effects of additional
control variables included in the current study. Socioe-
conomic and additional health variables were included
in addition to age—the only control variable in the pre-
vious study.
These new findings highlight the ways in which

women’s lower socioeconomic and health status influ-
ence the level of care and assistance they receive in later
years. First, higher rates of illiteracy among older women
in São Paulo (29% of women are illiterate compared to
19% of men) likely indicate lower socioeconomic status,
which limits older women’s access to health care services
in general and personal assistance in particular. Older
women’s marital status and longer life expectancies can
also explain their lower chances of receiving assistance
in their later years [25,32]. In São Paulo, older women
are more likely than older men to be unmarried or
widowed (63% and 25% for women and men, respect-
ively), and they are also more likely to have additional
chronic conditions (1.23 additional conditions among
women compared to 0.96 among men, p< 0.001). Thus,
a common scenario for an older woman in São Paulo is
to find herself living alone with scarce economic and so-
cial resources to attend to her needs for care in later life.
This is a rather inequitable outcome for Brazilian
women who are, as in most countries, the majority of in-
formal and long-term caregivers within their families
and communities [33-35].
Our results confirm that the oldest among the old (75+

years), who are more likely to suffer from multiple health
conditions, are at a higher risk of having ADL limitations
and requiring ADL assistance. Within a six-year period,
the oldest Brazilians were also more likely to develop ADL
limitations, to remain ADL limited and to die. The impli-
cations of these results are particularly serious, given the
low probabilities of recovery from disability observed in
this study and the rapid increase of the elderly population
in Brazil, particularly the oldest of the old.
The persistence of CNC diseases such as stroke and

diabetes represents a major economic burden for the
Brazilian state and society. Recent reports estimated that
the labor force reduction tied to diabetes, heart disease
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and stroke would represent a loss of over USD $4 billion
in economic outputs for the country between 2006
and 2015 [1,36]. The annual costs associated with
hospitalization of Brazilians with diabetes are estimated at
USD $264 million [37], and an additional USD $327 mil-
lion are needed to provide acute treatment for incident
stroke [38]. Unpaid assistance and care services provided
by families, along with high-cost health services, is yet
another dimension of the economic and social burden
of CNC diseases in Brazil.
Our results on the impact of education on disability

are rather encouraging. Being literate reduced the risk of
having and retaining ADL and severe ADL limitations
and dying. These findings improve the scholarly under-
standing of the influence socioeconomic indicators such
as education have on the health conditions of popula-
tions in less-developed countries. The association be-
tween lower socioeconomic conditions, higher mortality
and lower healthy life expectancies is well established in
developing nations [39]. In Brazil, existing evidence
based on cross-sectional data indicates similar patterns
[40,41]. Camargos and colleagues found that older adults
with five years of schooling or more spent a higher pro-
portion of their lives without disability than those with
less education [28].
Smoking is a major risk factor associated with CNC

diseases such as stroke, and tobacco consumption in
Brazil is widespread despite recent declines. Our results
showed the positive health outcomes of not smoking,
particularly reduced mortality risk. Recent health policy
discussions have highlighted improvements in cardiovas-
cular and chronic respiratory disease mortality rates in
Brazil, which are partially attributable to declines in
tobacco use and greater access to primary care [1].
Nonetheless, the direction of smoking trends in Brazil
remains ambiguous, with some evidence showing steady
rates of smoking between 2006–2009 [1].
The Brazilian state’s efforts to control tobacco use are

part of a broader comprehensive strategy that has priori-
tized CNC diseases in Brazil’s public health policy, espe-
cially since 2006 [1]. Some notable measures include the
provision of health care; programs to increase awareness
of healthy diets and promote physical activity; the con-
trol of alcohol consumption; and the widespread delivery
of drugs to those at high risk of cardiovascular diseases
[1]. The universalization of health care in Brazil is at the
core of these important policy developments. Recent
studies evaluating the Brazilian public health strategy
have emphasized the need to shift the current acute-
care-oriented health care model to a chronic-care model
to meet the rising burden of chronic conditions resulting
from demographic and epidemiological transformations
in Brazil [1,42]. One premise of this model is the need
to build an integrated and inter-sectorial health care
system with the goal of providing cost-effective interven-
tions to maximize health outcomes. In general, policy
recommendations by Brazilian organizations, as well as
international organizations such as the World Health
Organization, suggest health education and awareness
programs as effective strategies for linking health care
and education in the prevention of CNC diseases. As
Brazil anticipates a growing number of individuals with
chronic conditions, expanding efforts to improve health
care access and education levels can multiply the impact
on CNC disease prevention and lead to a reduction in
economic and social costs.

Limitations
Self-reported data could potentially be a source of bias.
However, methodological studies have shown that self-
reported data on functional disability correspond to
medical diagnosis [43]. The use of self-reported health
conditions is also problematic. This study is not able to
take into account the increased disability and mortality
of individuals with undiagnosed conditions; therefore,
the estimates presented here are conservative estimates
of the real burden faced by this population. However,
undiagnosed rates tend to decrease with age, which
reduces the bias in this study of older adults [27]. In
addition, the results provided in this study might not be
representative of the older population residing in institu-
tions, given the methodological design of the SABE sur-
vey that focused in non-institutionalized population in
the baseline. Nonetheless, studies have estimated that
the institutionalized population in Brazil is relatively
small [44], thereby minimizing the potential for bias in
our results. Our analyses did not control for income,
which can influence the probability of receiving personal
assistance. However, many older women in São Paulo do
not have personal income, which is why many studies
on Brazil use education as a measure of socioeconomic
status [28]. Finally, our results reflect the experiences of
older adults in the largest city in Brazil, which may differ
from the general Brazilian population.

Conclusions
This is the first study to use longitudinal data to gener-
ate estimates of the joint impact of diabetes and stroke
on mortality and disability, as well as transitions over
time among older adults in São Paulo, Brazil. The study
also provides analysis and discussion of gender and
socioeconomic status differences in receiving ADL as-
sistance as well as the impacts of smoking habits on
mortality as a major risk factor for CNC diseases such as
diabetes and stroke. The results of our study are useful
for the development of public policy strategies that target
a growing segment of the Brazilian elderly population
affected by chronic diseases and disabilities and with
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pressing needs for specialized care services. Our discus-
sion highlights the positive effects of education in redu-
cing the burden of CNC diseases and their related social
and economic costs for Brazilian society. This discussion
is highly relevant in the current context of the rising obes-
ity and diabetic epidemics affecting Brazil today.

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

Acknowledgements
The authors gratefully acknowledge the support from Fundação de Amparo
à Pesquisa do Estado de São Paulo (State of São Paulo Research Foundation,
FAPESP) in Brazil, the Brazilian Ministry of Health, and the Lemann Institute
for Brazilian Studies at the University of Illinois at Urbana-Champaign. The
authors also acknowledge the help of Fernão Dias de Lima in careful
database management.

Author details
1Department of Kinesiology and Community Health, University of Illinois at
Urbana-Champaign, Champaign, USA. 2Social and Cultural Anthropology,
University of Illinois at Urbana-Champaign, Urbana, USA. 3School of Public
Health, Universidade de São Paulo, São Paulo, Brazil. 4School of Nursing,
Universidade de São Paulo, São Paulo, Brazil.

Authors’ contributions
FCDA conceived, designed and coordinated the study; performed the
statistical analysis; and participated in manuscript writing. PEG assisted with
manuscript writing and participated in the interpretation of results and
discussion. MLL and YAOD participated in the collection, analysis and
interpretation of data. All authors read and approved the final manuscript.

Received: 14 September 2011 Accepted: 8 May 2012
Published: 17 May 2012

References
1. Schmidt MI, Duncan BB, Silva GA E, Menezes AM, Monteiro CA, Barreto SM,

Chor D, Menezes PR: Chronic non-communicable diseases in Brazil:
burden and current challenges. Lancet 2011, 377(9781):1949–1961.

2. Shaw JE, Sicree RA, Zimmet PZ: Global estimates of the prevalence of
diabetes for 2010 and 2030. Diabetes Res Clin Pract 2010, 87(1):4–14.

3. Lotufo PA, Bensenor IM: Stroke mortality in Brazil: one example of
delayed epidemiological cardiovascular transition. Int J Stroke 2009,
4(1):40–41.

4. Andre C, Curioni CC, da Braga Cunha C, Veras R: Progressive decline in
stroke mortality in Brazil from 1980 to 1982, 1990 to 1992, and 2000 to
2002. Stroke 2006, 37(11):2784.

5. Victora CG, Barreto ML, do Carmo Leal M, Monteiro CA, Schmidt MI, Paim J,
Bastos FI, Almeida C, Bahia L, Travassos C, Reichenheim M, Barros FC, the
Lancet Brazil Series Working Group: Health conditions and health-policy
innovations in Brazil: the way forward. Lancet 2011, 377(9782):2042–2053.

6. Coeli CM, Ferreira LG, Mde DM, Veras RP, Camargo KRJ, Cascao AM:
Mortalidade em idosos por diabetes mellitus como causa básica e
associada [Diabetes mellitus mortality among elderly as an underlying or
secondary cause of death]. Rev Saude Publica 2002, 36(2):135–140.

7. Salles GF, Bloch KV, Cardoso CR: Mortality and predictors of mortality in a
cohort of Brazilian type 2 diabetic patients. Diabetes Care 2004,
27(6):1299–1305.

8. Moreira LB, Fuchs SC, Wiehe M, Neyeloff JL, Picon R, Moreira MB, Gus M, Fuchs
FD: Cardiovascular risk attributable to diabetes mellitus in southern Brazil: a
population-based cohort study. Diabetes Care 2009, 32:854–856.

9. Egede LE: Diabetes, major depression, and functional disability among U.
S. adults. Diabetes Care 2004, 27(2):421–428.

10. Graham JE, Stoebner-May DG, Ostir GV, Al Snih S, Peek MK, Markides KS,
Ottenbacher K: Health related quality of life in older Mexican Americans
with diabetes: a cross-sectional study. Health Qual Life Outcomes 2007,
5(39):1–7.

11. Otiniano ME, Du XL, Ottenbacher K, Markides KS: The effect of diabetes
combined with stroke on disability, self-rated health, and mortality in
older Mexican Americans: results from the Hispanic EPESE. Arch Phys Med
Rehabil 2003, 84(5):725–730.

12. Bossoni S, Mazziotti G, Gazzaruso C, Martinelli D, Orini S, Solerte SB,
Romanelli G, Giustina A: Relationship between instrumental activities of
daily living and blood glucose control in elderly subjects with type 2
diabetes. Age Ageing 2008, 37(2):222–225.

13. Andrade FCD: Measuring the impact of diabetes on life expectancy and
disability-free life expectancy among older adults in Mexico. J Gerontol B
Psychol Sci Soc Sci 2010, 65B(3):381–389.

14. Gregg EW, Mangione CM, Cauley JA, Thompson TJ, Schwartz AV, Ensrud KE:
Diabetes and incidence of functional disability in older women. Diabetes
Care 2002, 25:61–67.

15. Ryerson B, Tierney EF, Thompson TJ, Engelgau MM, Wang J, Gregg EW,
Geiss LS: Excess physical limitations among adults with diabetes in the U.S.
population, 1997–1999. Diabetes Care 2003, 26(1):206–210.

16. Volpato S, Blaum C, Resnick H, Ferrucci L, Fried LP, Guralnik JM:
Comorbidities and impairments explaining the association between
diabetes and lower extremity disability: The Women's Health and Aging
Study. Diabetes Care 2002, 25(4):678–683.

17. Rodriguez-Saldana J, Morley JE, Reynoso MT, Medina CA, Salazar P, Cruz E,
Torres AL: Diabetes mellitus in a subgroup of older Mexicans: prevalence,
association with cardiovascular risk factors, functional and cognitive
impairment, and mortality. J Am Geriatr Soc 2002, 50(1):111–116.

18. Figaro MK, Kritchevsky SB, Resnick HE, Shorr RI, Butler J, Shintani A,
Penninx BW, Simonsick EM, Goodpaster BH, Newman AB, Schwartz AV,
Harris TB, for the Health Aging and Body Composition study: Diabetes,
inflammation, and functional decline in older adults: findings from the
Health, Aging and Body Composition (ABC) study. Diabetes Care 2006,
29(9):2039–2045.

19. Jagger C, Goyder E, Clarke M, Brouard N, Arthur A: Active life expectancy in
people with and without diabetes. J Public Health Med 2003, 25(1):42–46.

20. Feinglass J, Song J, Manheim LM, Semanik P, Chang RW, Dunlop DD:
Correlates of improvement in walking ability in older persons in the
United States. Am J Public Health 2009, 99(3):533–539.

21. Megherbi SE, Milan C, Minier D, Couvreur G, Osseby GV, Tilling K, Di Carlo A,
Inzitari D, Wolfe CD, Moreau T, Giroud M: Association between diabetes
and stroke subtype on survival and functional outcome 3 months after
stroke: data from the European BIOMED Stroke Project. Stroke 2003,
34(3):688–694.

22. Wee HL, Cheung YB, Li SC, Fong KY, Thumboo J: The impact of diabetes
mellitus and other chronic medical conditions on health-related quality
of life: is the whole greater than the sum of its parts? Health Qual Life
Outcomes 2005, 3:2.

23. Alves LC, Quinet Leimann BC, Lopez Vasconcelos ME, Sa Carvalho M, Godoi
Vasconcelos AG, da Fonseca TC Oliveira, Lebrao ML, Laurenti R: The effect
of chronic diseases on functional status of the elderly living in the city
of Sao Paulo, Brazil. Cad Saude Publica 2007, 23(8):1924–1930.

24. Fillenbaum GG, Blay SL, Andreoli SB, Gastal FL: Prevalence and correlates
of functional status in an older community—representative sample in
Brazil. J Aging Health 2010, 22(3):362–383.

25. Andrade FCD, Guevara PE, Lebrao ML, de Oliveira Duarte YA, Santos JL:
Gender differences in life expectancy and disability-free life expectancy
among older adults in Sao Paulo, Brazil. Women Health Iss 2011,
21(1):64–70.

26. Lebrão ML, Duarte YAO: Desafios de um estudo longitudinal: o Projeto
SABE [Challenges of a longitudinal study: the SABE project].
Saúde Coletiva (Barueri) 2008, 24:166–167.

27. Andrade FCD: Estimating diabetes and diabetes-free life expectancy in
Mexico and seven major cities in Latin America and the Caribbean.
Rev Panam Salud Publica 2009, 26(1):9–16.

28. Camargos MC, Machado CJ, Rodrigues RN: Disability life expectancy for
the elderly, city of Sao Paulo, Brazil, 2000: gender and educational
differences. J Biosoc Sci 2007, 39(3):455–463.

29. Camargos MC, Machado CJ, Rodrigues RN: Life expectancy among elderly
Brazilians in 2003 according to different levels of functional disability.
Cad Saude Publica 2008, 24(4):845–852.

30. Laditka SB, Laditka JN: Recent perspectives on active life expectancy for
older women. J Women Aging 2002, 14(1–2):163–184.

31. Reyes-Ortiz CA, Ostir GV, Pelaez M, Ottenbacher KJ: Cross-national
comparison of disability in Latin American and Caribbean persons aged
75 and older. Arch Gerontol Geriatr 2006, 42(1):21–33.



Andrade et al. BMC Public Health 2012, 12:361 Page 10 of 10
http://www.biomedcentral.com/1471-2458/12/361
32. DeVos S, Andrade FCD: Race and independent living among elderly
Brazilians since 1980. J Comp Fam Stud 2005, 36(4):567–582.

33. Filmer D: Disability, poverty, and schooling in developing countries:
results from 14 household surveys. World Bank Econ Rev 2008,
22(1):141–163.

34. Medeiros M, Diniz D, Squinca F: Cash benefits to disabled persons in
Brazil: an analysis of the BPC—continuous cash benefit programme.
International Poverty Center 2006, 16:1–25.

35. Bos AM, Bos AJ: The socioeconomic determinants of older people's
health in Brazil: the importance of marital status and income.
Ageing Soc 2007, 27:385–405.

36. Abegunde DO, Mathers CD, Adam T, Ortegon M, Strong K: The burden and
costs of chronic diseases in low-income and middle-income countries.
Lancet 2007, 370(9603):1929–1938.

37. Rezende KF, Ferraz MB, Malerbi DA, Melo NH, Nunes MP, Pedrosa HC,
Chacra AR: Predicted annual costs for inpatients with diabetes and foot
ulcers in a developing country—a simulation of the current situation in
Brazil. Diabet Med 2010, 27(1):109–112.

38. Christensen MC, Valiente R, Sampaio Silva G, Lee WC, Dutcher S, Guimaraes
Rocha MS, Massaro A: Acute treatment costs of stroke in Brazil.
Neuroepidemiology 2009, 32(2):142–149.

39. Elo IT: Social class differentials in health and mortality: patterns and
explanations in comparative perspective. Annu Rev Sociol 2009,
35(1):553–572.

40. Melzer D, Parahyba MI: Socio-demographic correlates of mobility
disability in older Brazilians: results of the first national survey.
Age Ageing 2004, 33(3):253–259.

41. Parahyba MI, Stevens K, Henley W, Lang IA, Melzer D: Reductions in
disability prevalence among the highest income groups of older
Brazilians. Am J Public Health 2009, 99(1):81–86.

42. Paim J, Travassos C, Almeida C, Bahia L, Macinko J: The Brazilian health
system: history, advances, and challenges. Lancet 2011,
377(9779):1778–1797.

43. Zunzunegui MV, Alvarado BE, Beland F, Vissandjee B: Explaining health
differences between men and women in later life: a cross-city
comparison in Latin America and the Caribbean. Soc Sci Med 2009,
68(2):235–242.

44. Camarano AA, Kanso S: As instituições de longa permanência para idosos
no Brasil [Long-term care institutions for older adults in Brazil]. Rev Bras
Estud Popul 2010, 27(1):232–235.

doi:10.1186/1471-2458-12-361
Cite this article as: Andrade et al.: Correlates of the incidence of
disability and mortality among older adult Brazilians with and without
diabetes mellitus and stroke. BMC Public Health 2012 12:361.
Submit your next manuscript to BioMed Central
and take full advantage of: 

• Convenient online submission

• Thorough peer review

• No space constraints or color figure charges

• Immediate publication on acceptance

• Inclusion in PubMed, CAS, Scopus and Google Scholar

• Research which is freely available for redistribution

Submit your manuscript at 
www.biomedcentral.com/submit


	Abstract
	Background
	Methods
	Results
	Conclusions

	Background
	Methods
	Data
	Statistical methods
	Measures

	Results
	link_Tab1
	link_Tab2
	link_Tab3
	Discussion
	Limitations

	Conclusions
	Competing interests
	Acknowledgements
	Author details
	References
	link_CR1
	link_CR2
	link_CR3
	link_CR4
	link_CR5
	link_CR6
	link_CR7
	link_CR8
	link_CR9
	link_CR10
	link_CR11
	link_CR12
	link_CR13
	link_CR14
	link_CR15
	link_CR16
	link_CR17
	link_CR18
	link_CR19
	link_CR20
	link_CR21
	link_CR22
	link_CR23
	link_CR24
	link_CR25
	link_CR26
	link_CR27
	link_CR28
	link_CR29
	link_CR30
	link_CR31
	link_CR32
	link_CR33
	link_CR34
	link_CR35
	link_CR36
	link_CR37
	link_CR38
	link_CR39
	link_CR40
	link_CR41
	link_CR42
	link_CR43
	link_CR44


<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /PageByPage
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.1000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails true
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<

    /BGR <>
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000500044004600206587686353ef901a8fc7684c976262535370673a548c002000700072006f006f00660065007200208fdb884c9ad88d2891cf62535370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef653ef5728684c9762537088686a5f548c002000700072006f006f00660065007200204e0a73725f979ad854c18cea7684521753706548679c300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /CZE <>
    /DAN <>
    /DEU <>
    /ESP <>
    /ETI <>
    /FRA <>
    /GRE <>

    /HRV <>
    /HUN <>
    /ITA <>
    /JPN <>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020b370c2a4d06cd0d10020d504b9b0d1300020bc0f0020ad50c815ae30c5d0c11c0020ace0d488c9c8b85c0020c778c1c4d560002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /LTH <>
    /LVI <>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken voor kwaliteitsafdrukken op desktopprinters en proofers. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /POL <>
    /PTB <>
    /RUM <>
    /RUS <>
    /SKY <>
    /SLV <>
    /SUO <>
    /SVE <>
    /TUR <>
    /UKR <>
    /ENU (Use these settings to create Adobe PDF documents for quality printing on desktop printers and proofers.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /NoConversion
      /DestinationProfileName ()
      /DestinationProfileSelector /NA
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure true
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles true
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /NA
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /LeaveUntagged
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [595.440 793.440]
>> setpagedevice


