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Familial clustering of risk factors for cardiovascular disease 
among first-degree relatives of patients with chronic kidney 
disease in a sub-Saharan african population
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abstract
Objective: To determine the prevalence of risk factors for 
cardiovascular disease (CVD) in first-degree relatives (FDRs) 
of patients with chronic kidney disease (CKD) in a sub-
Saharan African population.
Methods: This was a cross-sectional survey of 460 subjects 
(230 FDRs of patients with CKD and 230 healthy controls). 
Anthropometrics and blood pressures were measured. Spot 
urine and fasting venous blood samples were obtained for 
biochemical analysis.
Results: The prevalence of hypertension, diabetes melli-
tus, obesity and dyslipidaemia were significantly higher in 
FDRs of patients with CKD compared with the controls: 
56 (24.3%) vs 29 (12.6%), p = 0.01; 20 (8.7%) vs 6 (2.6%), p = 
0.01; 40 (17.4%) vs 24 (10.4%), p = 0.03 and 171 (74.3%) vs 
138 (60.0%), p = 0.01, respectively. Hypertension (OR, 1.65), 
dyslipidaemia (OR, 1.72) and albuminuria (OR, 1.61) were 
independently associated with being a FDR of patients with 
CKD. 
Conclusion: In this sub-Saharan African population, risk 
factors for CVD were more prevalent in the FDRs of patients 
with CKD than in healthy controls.
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Cardiovascular disease (CVD) is receiving global attention 
because of its rising prevalence and its resultant high morbidity 
and mortality rate and the huge economic burden. It was 
responsible for one-third of global deaths in 2005 and it is 
projected that it will account for three-quarters of the deaths 
worldwide by 2030.1-3 In sub-Saharan Africa, a region undergoing 
an epidemiological transition,2,4 recent reports have suggested 
that CVD may be the leading cause of death.3,5 

CVD is particularly prevalent among patients with chronic 
kidney disease (CKD). In fact, patients with CKD are more 

likely to die from cardiovascular diseases than from progression 
of renal disease.6 The risk of cardiovascular death in patients 
with end-stage renal disease (ESRD) is 10 to 100 times that in 
the healthy population,6,7 and many researchers consider CKD 
an independent risk factor for CVD in view of the changes in the 
cardiovascular system associated with CKD, such as endothelial 
dysfunction, arterial stiffening, left ventricular hypertrophy 
(LVH), and vascular calcification.8 

It has been suggested that the higher prevalence of 
cardiovascular disease seen in patients with CKD may in part 
be as a result of risk factors for CVD being more prevalent in 
those individuals. Evidence suggests that both traditional and 
non-traditional cardiovascular risk factors are more common 
among patients with CKD than in the general population.9,10 

Relatives of patients with CKD are themselves at increased risk 
of developing CKD.11 This increased risk has been hypothesised 
to be due to shared genetic and environmental factors.12 Most 
of these shared factors are cardiovascular risk factors, such as 
hypertension, diabetes, obesity and dyslipidaemia.11,13 Inserra 
et al. reported a high prevalence of common CVD risk factors 
among 810 first-degree relatives (FDRs) of patients with CKD; 
with hypertension being present in 41.8%, overweight or obesity 
in 62.1%, hypercholesterolaemia in 42.9%, hyperglycaemia in 
5.2%, and cigarette smoking in 34.8%.13 Tsai et al. and Wei 
et al. both reported the prevalence of CVD risk factors to be 
significantly higher in FDRs of patients with CKD compared to 
healthy and spousal controls.14,15

FDRs of patients with CKD are not only at increased risk of 
developing CKD but are also at increased risk of experiencing 
an adverse cardiovascular event. Because many of the CVD 
risk factors are modifiable, identifying individuals with a higher 
prevalence of these risk factors would be a cost effective way 
of reducing the burden of cardiovascular disease, especially in 
resource-poor settings.16-18 FDRs of patients with CKD appear 
to be one such group. 

There is a paucity of data, however, on the prevalence of CVD 
risk factors in FDRs of patients with CKD from sub-Saharan 
Africa. The aim of this study was to determine the prevalence 
of CVD risk factors in a sub-Saharan African population of 
FDRs of patients with CKD and compare it with a cohort of 
individuals with no family history of CKD.

Methods
This was a cross-sectional study of a cohort of 460 subjects 
(230 FDRs of patients with CKD  and 230 age- and gender-
matched controls with no personal or family history of CKD) 
carried out between January and June 2011. The FDRs were 
parents, siblings or offspring of 106 consecutively presenting 
and consenting patients with CKD who were receiving care 
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at the Lagos University Teaching Hospital, Lagos, south-west 
Nigeria. The study protocol was approved by the health research 
and ethics committee of the hospital and each participating 
individual gave written informed consent.

Recruitment into the FDR arm of the study was carried out 
in two phases. In the first phase of recruitment, we enrolled 106 
probands who were consecutively presenting and consenting 
patients with CKD attending the nephrology out-patient clinic 
of our teaching hospital. To be eligible for recruitment in this 
phase, a patient had to be 18 years of age or older and give 
informed consent. Patients with CKD from autosomal dominant 
polycystic kidney disease (ADPKD) were excluded. In the second 
phase, we recruited FDRs of the 106 probands with CKD. 

A minimum of one and a maximum of four FDRs were 
selected from the family of each proband. Where there were four 
or less eligible FDRs in the family of a proband, all of them 
were recruited into the study. However, where there were more 
than four eligible FDRs in the family of a proband, four were 
selected by balloting. 

Individuals were eligible for recruitment into the FDR arm 
of the study if  they were: a parent, sibling or offspring of 
one of the probands, were 18 years of age or older, and gave 
informed consent. Exclusion criteria included: age less than 18 
years, presence of symptomatic urinary tract infection, on-going 
febrile illness, presence of heart failure, severe current illness or 
malignancy, and a family history of ADPKD.

For the control arm of the study, individuals who were age 
and gender matched with subjects in the FDR arm, and had 
no family or personal history of CKD were enrolled. Inclusion 
criteria for subjects in the control arm were: age 18 years or 
older, absence of personal or family history of CKD and giving 
informed consent. The exclusion criteria were: age less than 18 
years, presence of symptomatic urinary tract infection, on-going 
febrile illness, heart failure, or other severe current illness or 
malignancy. 

Information was retrieved from the study participants using an 
interviewer-administered structured questionnaire. Information 
obtained included: socio-demographic data, personal and family 
history of kidney disease, a history of diabetes and hypertension, 
current or past use of medications including herbal preparations 
and over-the-counter drugs. Information regarding social habits 
such as cigarette smoking and alcohol consumption were also 
retrieved. 

The weight, height, waist and hip circumferences, and blood 
pressure were measured in each study participant. Ten millilitres 
each of early morning spot urine and venous blood were 
obtained from all participants following an overnight fast 
for the determination of levels of serum creatinine, fasting 
plasma glucose, fasting lipids and serum uric acid, and urine 
albumin:creatinine ratio. Glomerular filtration rate was estimated 
from serum creatinine using a four-variable version of the 
modification of diet in renal disease (MDRD) study equation.19

Diabetes mellitus was defined as a fasting plasma glucose 
level > 126 mg/dl (7 mmol/l), or diabetes mellitus diagnosed 
previously by a physician, or use of insulin or oral hypoglycaemic 
medications.20 Hypertension was defined as systolic BP ≥ 140 
mmHg or diastolic BP ≥ 90 mmHg, hypertension previously 
diagnosed by a physician, or use of antihypertensive medications.21 
Overweight was defined as body mass index (BMI) 25–29.5 kg/
m2 and obesity was defined as BMI ≥ 30kg/m2.22 Truncal obesity 

was defined as waist circumference ≥ 102 cm in males and ≥ 88 
cm in females.23 Hyperuricaemia was defined as a serum uric 
acid level of ≥ 7 mg/dl.24 Dyslipidaemia was defined as a ratio of 
plasma total cholesterol and high-density lipoprotein cholesterol 
(TC/HDL-C) > 5.25 

Moderate alcohol drinking was defined as consumption of 
one drink (14 g) per day.26 Moderate-to-heavy cigarette smoking 
was defined as smoking at least six cigarettes per day.27

Statistical analysis
Statistical analyses were carried out using the statistical 
package for social sciences (SPSS), version 17.0 (SPSS Inc, 
Chicago, IL). Continuous data are presented as mean ± SD and 
categorical variables are expressed as proportions or percentages. 
Independent samples t-tests were used for comparison of 
group means, while the chi-square test (χ2 tests) was applied 
for comparison of categorical variables in FDRs and controls. 
Multiple logistic regression analysis was used to determine CVD 
risk factors that were independently associated with being a 
FDR of a patient with CKD. Significance was set at a p-value 
less than 0.05.

results
The 230 FDRs comprised 25 parents (10.8%), 78 siblings (34%) 
and 127 offspring (55.2%). The parents were seven fathers (3.0%) 
and 18 mothers (7.8%), the siblings were 39 brothers (17%) and 
39 sisters (17%), while the offspring were 69 sons (30.0%) and 
58 daughters (25.2%). Age- and gender-matched 230 healthy 
adults were recruited into the control arm of the study. Table 1 
shows the clinical and biochemical characteristics of the FDRs 
and controls. FDRs of the patients with CKD had significantly 
higher mean systolic blood pressure, mean diastolic blood 
pressure, mean body mass index, mean waist circumference and 
urine albumin:creatinine ratio than the controls.

Table 2 shows a comparison of the prevalence of risk 
factors for CVD between the FDRs of patients with CKD and 
the control group. The prevalence of hypertension, diabetes, 
obesity, dyslipidaemia, hyperuricaemia, albuminuria and 
reduced estimated glomerular filtration rate (eGFR) were all 
significantly higher among the FDRs than in the control 
subjects. Hypertension (OR, 1.65), dyslipidaemia (OR, 1.72) 
and albuminuria (OR, 1.61) are CVD risk factors that were 
independently associated with being a FDR of a patient with 
CKD (Table 3).

discussion
Our study showed that among our sub-Saharan African cohort, 
as was previously reported in other populations, risk factors 
for cardiovascular disease were more prevalent in the FDRs of 
patients with CKD compared to healthy control subjects. This 
finding supports the phenomenon of a clustering of CVD risk 
factors in families of patients with CKD. 

Hypertension and diabetes are two of the most important 
CVD risk factors worldwide. In this study, the prevalence of both 
conditions was significantly higher among FDRs of patients 
with CKD than in the control group. However, the picture was 
slightly different when the prevalence was compared with the 



AFRICA S13CVJAFRICA • Volume 26, No 2, H3Africa Supplement, March/April 2015

national average. While the prevalence of diabetes in the FDRs 
in this study was significantly higher than the national average, 
8.7 vs 2.3%,28 the prevalence of hypertension in FDRs in the 
study was similar to the national average values.29 

The high prevalence of obesity among the FDRs of patients 
with CKD is another important CVD risk factor that deserves 
attention. Some communities in sub-Saharan Africa regard 
being overweight or obese as a sign of affluence,30 and so a lot of 
people are motivated to gain weight. The contribution of obesity 
to cardiovascular morbidity and mortality is significant22 and 
with the epidemiological transition taking place in sub-Saharan 

Africa, strategies to reduce the burden of obesity are urgently 
needed.

Of particular concern is the high prevalence of dyslipidaemia 
found in this study. Although the prevalence of dyslipidaemia 
was significantly higher in the FDRs of patients with CKD, 
the prevalence of more than 60% found in the control arm of 
the study suggests that this risk factor for CVD, which is not 
frequently assessed in resource-poor settings because of cost, 
may be a more serious problem than previously anticipated. 

The higher prevalence of albuminuria and reduced eGFR 
observed in the FDRs in this study was in keeping with findings 
from similar studies.11-15 The higher prevalence of CVD risk 
factors among the FDRs of patients with CKD in this population 
has highlighted the need to consider this population as having an 
increased risk of experiencing adverse cardiovascular events, and 
there is a need for targeted interventions. 

Our study had some limitations, including the fact that it was 
a cross-sectional survey, which has its own inherent weakness, 
such as difficulty in interpreting associations between outcome 
and exposure, and lack of long-term monitoring. Also, a history 
of hypertension and diabetes were self-reported, which may be 
subject to recall bias. 

Conclusion
In this sub-Saharan African population, risk factors for CVD 
were more prevalent in the FDRs of patients with CKD than in 
healthy controls.

The authors thank Mr Anthony Amaechi who carried out the laboratory 

analyses of the blood and urine samples.

References
1. World Health Organization, 2009. Cardiovascular Diseases. http://www.

who.int/mediacentre/factsheets/fs317/en/. Accessed Dec 20, 2014.

2. World Health Organization 2005. Preventing chronic diseases: a vital 

investment. http://www.who.int/chp/chronic_disease_report/contents/

en. Accessed Dec 20, 2014.

3. Gaziano TA. Economic burden and the cost-effectiveness of treatment 

of cardiovascular disease in Africa. Heart 2008; 94(2): 140–144.

4. Lopez AD, Mathers CD, Ezzati M, Jamison DT, Murray CJ. Global and 

regional burden of disease and risk factors, 2001: systematic analysis of 

population health data. Lancet 2006; 367(9524): 1747–1757.

5. Mathers CD, Loncar D. Projections of global mortality and burden of 

disease from 2002 to 2030. PLoS Med 2006; 3(11): e442.

6. Manjunath G, Tighiouart H, Coresh J, Macleod B, Salem DN, Griffith 

JL, et al. Level of kidney function as a risk factor for cardiovascular 

table 1. Comparison of measured clinical and laboratory parameters of 
the Fdrs of patients with chronic kidney disease and the controls

Variables
FDRs

(n = 230)
Controls

(n = 230) p-value
Mean age (years) 33.49 ± 12.0 33.67 ± 12.2 0.87

Mean SBP (mmHg) 116.5 ± 22.5 112.1 ± 18.1 0.02*

Mean DBP (mmHg) 74.9 ± 12.7 71.4 ± 10.5 0.01*

Mean BMI (kg/m2) 25.5 ± 5.3 23.8 ± 4.0 0.01*

Mean WC (cm) 81.8 ± 13.3 79.3 ± 11.3 0.03*

Mean HC (cm) 100.0 ± 11.3 98.4 ± 11.5 0.13

Mean SCr (µmol/l) 89.9 ± 23.4 88.3 ± 21.1 0.42

Mean FPG (mmol/l) 4.3 ± 1.1 4.3 ± 0.9 0.79

Mean SUA (µmol/l) 239.9 ± 99.4 237.4 ± 81.3 0.85

Mean TC (mg/dl) 146.5 ± 51.0 147.8 ± 40.1 0.24

(mmol/l) (3.79 ± 1.32) (3.83 ± 1.04)
Mean HDL-C (mg/dl) 30.8 ± 10.5 34.7 ± 12.6 0.10

(mmol/l) (0.8 ± 0.27) (0.9 ± 0.33)
Mean LDL-C (mg/dl) 106.7 ± 42.3 107 ± 38.2 0.41

(mmol/l) (2.76 ± 1.10) (2.77 ± 0.99)
Mean TG (mg/dl) 95.1 ± 22.8 92.3 ± 24.3 0.06

(mmol/l) (1.07 ± 0.26) (1.04 ± 0.27)
Mean eGFR (ml/min/1.73 m2) 106.6 ± 28.3 102.3 ± 25.0 0.09

Mean urine ACR 22.1 (0.5–1.406) 18.2 (0.6–1.296) 0.02*
ACR, albumin:creatinine ratio; BMI, body mass index; DBP, diastolic blood 
pressure; eGFR, estimated glomerular filtration rate; FDRs, first-degree rela-
tives of patient with chronic kidney disease; FPG, fasting plasma glucose; HC, 
hip circumference; HDL-C, high-density lipoprotein cholesterol; LDL-C, low-
density lipoprotein cholesterol; SCr, serum creatinine; SUA, serum uric acid; TG, 
triglyceride; WC, waist circumference.

table 2. a comparison of the frequency of risk factors for  
cardiovascular disease among the Fdrs of patients with  

chronic kidney disease and the controls

CVD risk factors

FDRs
(n = 230)

n (%)

Controls
(n = 230)

n (%)
Odds 
ratio 95% CI p-value

Presence of hypertension 56 (24.3) 29 (12.6) 2.23 1.33–3.76 0.01*

Presence of diabetes 20 (8.7) 6 (2.6) 3.56 1.32–10.10 0.01*

Presence of obesity 40 (17.4) 23 (10.0) 1.89 1.06–3.40 0.02*

Significant history of  
cigarette smoking

14 (6.1) 6 (6.2) 2.42 0.85–7.20 0.07

Presence of truncal obesity 46 (20.0) 39 (17.0) 1.22 0.74–2.02 0.40

Significant history of  
alcohol use

58 (25.2) 41 (17.8) 1.55 0.97–2.50 0.05

Presence of hyperuricaemia 14 (6.1) 4 (1.7) 3.66 1.10– 3.39 0.02*

Presence of dyslipidaemia 171 (74.3) 138 (60.0) 1.93 1.28–2.93 0.01*

Presence of reduced eGFR 13 (5.7) 4 (1.7) 3.38 1.01–12.50 0.03*

Presence of albuminuria 85 (37.0) 51 (22.2) 2.06 1.34–3.17 0.01*

CI, confidence interval; CVD, cardiovascular disease; FDRs, first-degree relatives 
of patients with chronic kidney disease; eGFR, estimated glomerular filtration 
rate. Moderate alcohol drinking was defined as consumption of one drink (14 g) 
per day. Moderate-to-heavy cigarette smoking was defined as smoking at least six 
cigarettes per day.

table 3. Logistic regression of cardiovascular risk factors among 
Fdrs of patients with chronic kidney disease

CVD risk factors Odds ratio 95% CI z-statistic p-value

Presence of hypertension 1.65 1.05–2.84 1.82 0.04*

Presence of diabetes 2.37 0.89–0.50 1.72 0.08

Presence of hyperuricaemia 2.76 0.86–8.84 1.71 0.09

Presence of dyslipidaemia 1.73 1.15–2.60 2.62 0.01*

Presence of reduced eGFR 2.12 0.64–6.99 1.23 0.21

Presence of albuminuria 1.62 1.05–2.50 2.17 0.03*

FDRs, first-degree relatives; CI, confidence interval; CVD, cardiovascular 
disease; eGFR, estimated glomerular filtration rate.

http://www.who.int/mediacentre/factsheets/fs317/en/
http://www.who.int/mediacentre/factsheets/fs317/en/
http://www.who.int/chp/chronic_disease_report/contents/en/index.html.%20Accessed%20Dec%2020,%202014
http://www.ncbi.nlm.nih.gov/pubmed/?term=Manjunath%20G%5BAuthor%5D&cauthor=true&cauthor_uid=12631096
http://www.ncbi.nlm.nih.gov/pubmed/?term=Tighiouart%20H%5BAuthor%5D&cauthor=true&cauthor_uid=12631096
http://www.ncbi.nlm.nih.gov/pubmed/?term=Coresh%20J%5BAuthor%5D&cauthor=true&cauthor_uid=12631096
http://www.ncbi.nlm.nih.gov/pubmed/?term=Macleod%20B%5BAuthor%5D&cauthor=true&cauthor_uid=12631096
http://www.ncbi.nlm.nih.gov/pubmed/?term=Salem%20DN%5BAuthor%5D&cauthor=true&cauthor_uid=12631096
http://www.ncbi.nlm.nih.gov/pubmed/?term=Griffith%20JL%5BAuthor%5D&cauthor=true&cauthor_uid=12631096
http://www.ncbi.nlm.nih.gov/pubmed/?term=Griffith%20JL%5BAuthor%5D&cauthor=true&cauthor_uid=12631096


S14 AFRICACVJAFRICA • Volume 26, No 2, H3Africa Supplement, March/April 2015

outcomes in the elderly. Kidney Int 2003; 63(3): 1121–1129.

7. Keith DS, Nicholas GA, Gullion CM, Brown JB, Smith DH. 

Longitudinal follow up and outcomes among a population with chronic 

kidney disease in a large managed care organization. Arch Intern Med 

2004; 164(6): 659–663.

8. Mathew S, Tustison KS, Sugatani T, Chaudhary LR, Rifas L, Hruska 

KA. The mechanism of phosphorus as a cardiovascular risk factor in 

CKD. J Am Soc Nephrol 2008; 19: 1092–1105. 

9. Mann JF, Gerstein HC, Yi QL, Lonn EM, Hoogwerf BJ, Rashkow A, 

et al. Development of renal disease in people at high cardiovascular 

risk: Results of the HOPE randomized study. J Am Soc Nephrol 2003; 

14: 641–647.

10. Menon V, Sarnak MJ. The epidemiology of chronic kidney disease 

stages 1 to 4 and cardiovascular disease: A high risk combination. Am J 

Kidney Dis 2005; 45: 223–232.

11. Satko SG, Sedor JR, Iyengar SK, Freedman BI. Familial clustering of 

chronic kidney disease. Semin Dial 2007; 20(3): 229–236.

12. Satko SG, Freedman BI, Moossavi S. Genetic factors in end-stage renal 

disease. Kidney Int Suppl 2005; 94: S46–49. 

13. Inssera FDG, Alpino AMS. Relatives of dialysis patients with increased 

risk of renal failure. Medicina (Beunos Aires) 2007; 67(1): 8–18.

14. Tsai JC, Chen SC, Hwang SJ, Chang JM, Lin MY, Chen HC. Prevalence 

and risk factors for CKD in spouses and relatives of haemodialysis 

patients. Am J Kidney Dis 2010; 55(3): 78–104.

15. Wei X, Li Z, Chen W, Mao H, Li Z, Dong X, et al. Prevalence and risk 

factors of chronic kidney disease in first-degree relatives of chronic 

kidney disease patients in southern, China. Nephrol Carlton 2012; 17(2): 

123–130.

16. Salkeld G, Phongsavan P, Oldenburg B, Johannesson M, Convery P, 

Graham Clarke P, et al. The cost-effectiveness of a cardiovascular 

risk reduction program in general practice. Health policy (New York). 

Ireland: Elsevier Sci Ltd, 1997; 41(2): 105–119.

17. Brunner E, Cohen D, Toon L. Cost effectiveness of cardiovascular 

disease prevention strategies: a perspective on EU food based dietary 

guidelines. Public Health Nutr 2001; 4(2B): 711–715.

18. Chamnan P, Simmons RK, Khaw K-T, Wareham NJ, Griffin SJ. 

Estimating the population impact of screening strategies for identifying 

and treating people at high risk of cardiovascular disease: modelling 

study. Br Med J 2010; 340: c1693.

19. Levey AS, Bosch JP, Lewis JB, Greene T, Rogers N, Roth D. A 

more accurate method to estimate glomerular filtration rate from 

serum creatinine: a new prediction equation. Modification of Diet in 

Renal Disease Study Group. Ann Intern Med 1999; 130(6): 461–470. 

http://www.qxmd.com/calculate-online/nephrology/mdrd-egfr. Accessed 

September 24, 2014.

20. WHO guideline on prevention, detection and treatment of diabetes 

mellitus, 2007. http://www.who.int/diabetes/publications/en/. Accessed 

September 12, 2014.

21. WHO/ISH Hypertension guidelines, 2005. http://www.who.int/cardio-

vascular_diseases/guidelines/hypertension/en/. Accessed September 12, 

2014.

22.  WHO | Obesity and overweight [Internet]. World Health Organisation 

Media Centre fact sheet No. 311. 2012. http://www.who.int/mediacentre/

factsheets/fs311/en. Accessed October 18, 2014.

23. Waist circumference and waist–hip ratio. Report of a WHO expert 

consultation, 2008. http://www.who.int/nutrition/publications/obesity/

WHO_report_waistcircumference_and_waisthip_ratio/en/. Accessed 

October 18, 2014.

24. Conen D, Wietlisbach V, Bovet P, Shamlaye C, Riesen, W, Paccaud F, 

et al. Prevalence of hyperuricemia and relation of serum uric acid with 

cardiovascular risk factors in a developing country. BMC public Health 

2004; 34: 1473–1482.

25. Executive summary of the Third Report of the National Cholesterol 

Education Program (NCEP) Expert Panel on Detection, Evaluation, 

and Treatment of High Blood Cholesterol in Adults (Adult Treatment 

Panel III). Expert Panel on Detection, Evaluation, and Treatment of 

High Blood Cholesterol in Adults. J Am Med Assoc 2001; 285(19): 

2486–2497.

26. Morse RM, Flavin DK. The definition of alcoholism. The Joint 

Committee of  the National Council on Alcoholism and Drug 

Dependence and the American Society of Addiction Medicine to Study 

the Definition and Criteria for the Diagnosis of Alcoholism. J Am Med 

Assoc 1992; 268: 1012.

27. Husten CG. How should we define light or intermittent smoking? Does 

it matter? Nicotine Tob Res 2009; 11: 111–121.

28. Oyegbade OO, Abioye-Kuteyi EA, Kolawole BA, Ezeoma IT, Bello IS. 

Screening for Diabetes mellitus in a Nigerian family practice population. 

SA Fam Pract 2007; 49(8): 15–21. 

29. Ogah OS, Okpechi I, Chukwuonye II, Akinyemi OJ, Onwubere BJC, 

Falase AO, et al. Blood pressure, prevalence of hypertension and hyper-

tension related complications in Nigerian Africans: A review. World J 

Cardiol 2012; 4(12): 327–340.

30. Mvo Z, Dick J, Steyn K. Perceptions of overweight African women 

about acceptable body size of women and children. Curationis 1999; 

22(2): 27–31.

http://www.ncbi.nlm.nih.gov/pubmed/?term=Mann%20JF%5BAuthor%5D&cauthor=true&cauthor_uid=12595499
http://www.ncbi.nlm.nih.gov/pubmed/?term=Gerstein%20HC%5BAuthor%5D&cauthor=true&cauthor_uid=12595499
http://www.ncbi.nlm.nih.gov/pubmed/?term=Yi%20QL%5BAuthor%5D&cauthor=true&cauthor_uid=12595499
http://www.ncbi.nlm.nih.gov/pubmed/?term=Lonn%20EM%5BAuthor%5D&cauthor=true&cauthor_uid=12595499
http://www.ncbi.nlm.nih.gov/pubmed/?term=Hoogwerf%20BJ%5BAuthor%5D&cauthor=true&cauthor_uid=12595499
http://www.ncbi.nlm.nih.gov/pubmed/?term=Rashkow%20A%5BAuthor%5D&cauthor=true&cauthor_uid=12595499
http://www.scielo.org.ar/cgi-bin/wxis.exe/iah/?IsisScript=iah/iah.xis&base=article%5edlibrary&format=iso.pft&lang=e&nextAction=lnk&indexSearch=AU&exprSearch=INSERRA,+FELIPE
http://www.scielo.org.ar/cgi-bin/wxis.exe/iah/?IsisScript=iah/iah.xis&base=article%5edlibrary&format=iso.pft&lang=e&nextAction=lnk&indexSearch=AU&exprSearch=ALPINO,+MARIANO
http://www.ncbi.nlm.nih.gov/pubmed?term=Wei%20X%5BAuthor%5D&cauthor=true&cauthor_uid=21919998
http://www.ncbi.nlm.nih.gov/pubmed?term=Li%20Z%5BAuthor%5D&cauthor=true&cauthor_uid=21919998
http://www.ncbi.nlm.nih.gov/pubmed?term=Chen%20W%5BAuthor%5D&cauthor=true&cauthor_uid=21919998
http://www.ncbi.nlm.nih.gov/pubmed?term=Mao%20H%5BAuthor%5D&cauthor=true&cauthor_uid=21919998
http://www.ncbi.nlm.nih.gov/pubmed?term=Li%20Z%5BAuthor%5D&cauthor=true&cauthor_uid=21919998
http://www.ncbi.nlm.nih.gov/pubmed?term=Dong%20X%5BAuthor%5D&cauthor=true&cauthor_uid=21919998
http://www.ncbi.nlm.nih.gov/pubmed/21919998
http://qxmd.com/r/10075613
http://qxmd.com/r/10075613
http://qxmd.com/r/10075613
http://qxmd.com/r/10075613
http://www.qxmd.com/calculate-online/nephrology/mdrd-egfr.%20Accessed%20September%2024
http://www.qxmd.com/calculate-online/nephrology/mdrd-egfr.%20Accessed%20September%2024
http://www.who.int/diabetes/publications/en/
http://www.who.int/cardiovascular_diseases/guidelines/hypertension/en/
http://www.who.int/cardiovascular_diseases/guidelines/hypertension/en/
http://www.who.int/mediacentre/factsheets/fs311/en
http://www.who.int/mediacentre/factsheets/fs311/en
http://www.who.int/nutrition/publications/obesity/WHO_report_waistcircumference_and_waisthip_ratio/en/
http://www.who.int/nutrition/publications/obesity/WHO_report_waistcircumference_and_waisthip_ratio/en/
http://www.uptodate.com/contents/alcohol-use-when-is-drinking-a-problem-beyond-the-basics/abstract/4
http://www.uptodate.com/contents/alcohol-use-when-is-drinking-a-problem-beyond-the-basics/abstract/4
http://www.uptodate.com/contents/alcohol-use-when-is-drinking-a-problem-beyond-the-basics/abstract/4
http://www.uptodate.com/contents/alcohol-use-when-is-drinking-a-problem-beyond-the-basics/abstract/4
http://www.uptodate.com/contents/alcohol-use-when-is-drinking-a-problem-beyond-the-basics/abstract/4

	OFC
	IFC
	Supp
	IBC
	OBC

