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Abstract: Information regarding the spread and effect of coffee and caffeine intake by individuals
with type II diabetes remains unclear. This study aims to identify the amount and sources of habitual
caffeine intake by individuals with type II diabetes and to investigate its association with other health
outcomes, especially HbA1c. This is a cross-sectional survey involving 100 people medically defined
as having type II diabetes comprising both genders, recruited from a care centre. All participants
completed a caffeine semi-quantitative food frequency questionnaire (C-FFQ) to estimate their
caffeine consumption, a two day 24-h recall, and a detailed questionnaire. The average caffeine intake
was calculated from all sources and the differences in mean by gender were tested using a regression
model (adjusted to important confounders). Regression models were used to verify the association
between average caffeine intake on HbA1c and other health outcomes with adjustment for important
confounders. A p value < 0.05 represented statistical significance. Arabic coffee (gahwa) and tea were
the most common sources of caffeine among Saudi adults living with diabetes. Average caffeine
intake for the whole sample was 194 ± 165 mg/day, which is 2.3 ± 2 mg/kg. There was an inverse
association between caffeine intake and age: difference in mean −3.26 mg/year (95%CI: −5.34, −1.18;
p = 0.003). Males had significantly higher consumption of caffeine compared to females: difference
in mean 90.7 mg/day (95%CI: 13.8, 167.6; p = 0.021). No association was found between average
caffeine intake and HbA1C or any other cardiovascular risk factors. This information can help public
health practitioners and policy makers when assessing the risk of caffeine consumption among this
vulnerable group.

Keywords: coffee; caffeine consumption; type II diabetes; Saudi adults; HbA1c; cardiovascular
risk factors

1. Introduction

Diabetes is a major health issue that has reached alarming levels all over the world.
The number of people affected by diabetes is expected to exceed 578 million by 2030 and
700 million by 2045 [1]. The highest prevalence of diabetes is anticipated to occur in the
Middle East and North Africa as a result of rapid economic development, urbanization, and
changes in lifestyle patterns in these regions [1]. Saudi Arabia ranks as the second highest
in the Middle East and seventh in the world in terms of the rate of diabetes, according to
the World Health Organization (WHO). It is estimated that around 7 million people in the
population live with diabetes and almost 3 million are at the pre-diabetes stage [2].

People living with diabetes commonly experience other associated chronic conditions,
resulting in serious complications. It is estimated that over 90% of diabetes patients
are vulnerable to diseases such as kidney failure, heart attack, stroke, and lower limb
amputation [3]. This places massive pressure on health care systems.
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Globally, between 2000–2019 there was a 70% rise in deaths from diabetes, with
an 80% rise in deaths among males. In the Eastern Mediterranean, the percentage has
more than doubled and it now represents the greatest increase of all WHO regions [4].
Epidemiologic studies and randomized clinical trials show that type II diabetes is largely
preventable through diet and lifestyle alterations [5,6].

Approximately 80% of the world’s population currently consumes caffeinated prod-
ucts every day; therefore, caffeine is the most widely consumed psychoactive component
in the world. Caffeine is found mostly in beverages such as coffee, tea, energy drinks,
and chocolates [7]. However, its intake varies depending on the type of beverages and
also among different populations [7]. Caffeine is a central nervous system stimulant
of the methylxanthine and plays an important role in increasing alertness, reducing fa-
tigue, improving performance, and increasing mental functioning; it can also reduce
blood glucose [1,8–10].

Many studies have shown that coffee consumption is more likely to have a beneficial
rather than harmful effect on an individual’s health, although this depends on the amount
of coffee consumed. It lowers the risk of all-cause mortality and cardiovascular mortality, as
well as lowering the risk of incidence of cancer, metabolic issues including type II diabetes,
and neurological conditions such as depression and Parkinson’s disease [11,12].

In Western populations, caffeinated and decaffeinated coffee consumption is associ-
ated with a reduced risk of type II diabetes [13]. The ingesting of caffeinated coffee has
been found to be associated with a 4% lower risk of type II diabetes [14]. According to
short-term studies in healthy adults, caffeine ingestion leads to impaired glucose tolerance
and acute transient insulin resistance [15,16]. Various studies have confirmed that healthy,
habitual coffee consumers are safe from the risk of diabetes compared to non-consumers.
Coffee consumption has been correlated with a decreased occurrence of disabled glucose
tolerance, insulin sensitivity, and hyperglycemia [17–20].

Some studies, however, have found no significant effect of coffee consumption on
incidence of diabetes [21,22]. Others have found that there is a significant improvement
in glucose control of HbA1c after stopping drinking caffeinated beverages over a three
month follow-up [23]. In one experimental study it was found that caffeine had adverse
effects on glucose metabolism, increasing average daytime glucose concentrations and
exaggerating glucose levels after meals when habitual coffee drinkers with type II diabetes
were monitored [24]. This suggests that daily consumption of caffeinated beverages can
hinder clinical efforts to control glucose and might increase health complications [24]. On
the other hand, caffeine and caffeinated coffee have been shown to increase blood pressure,
and thus may pose a health threat to persons with cardiovascular disease [25,26].

In Saudi Arabia, the Arabian coffee ‘gahwa’ is a common hot drink that is boiled
and served daily in all local social occasions and gatherings. Gahwa is served in small
cups (around 30 mL each) and is usually consumed with dates and sweets [27]. Infor-
mation regarding the spread of coffee and caffeinated products consumed by the Saudi
population, particularly individuals with type II diabetes, remains unclear [28,29]. An
exploration of the effect of habitual caffeine intake among adults with diabetes in the
Saudi context is needed [30]. The prevalence of type II diabetes is high among the Saudi
adults and considered a major public health problem. The Saudi population believe that
they are heavy coffee drinkers [31] and evidence from trials among people with type II
diabetes indicates a significant negative effect of caffeine ingestion (200–500 mg) on blood
glucose control [32].

This study aims to identify the amount and sources of caffeine consumed by Saudi
individuals with established type II diabetes and explore its association with other health
outcomes, especially the level of glycated hemoglobin (HbA1c). This is in order to provide
public health practitioners and dietitians with information on caffeine consumption among
Saudi adults living with type II diabetes, to help them understand the situation and make
suitable recommendations for patients.
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2. Materials and Methods
2.1. Study Population

A cross-sectional study was undertaken of 100 patients medically defined with type II
diabetes comprising both genders. Eighty participants were required to give 90% power
to detect a 25% (191 ± 129 gm/day) [33] difference in the mean of caffeine consumption
at a significant level of 0.05. Allowing for a 20% attrition rate, the aim was to recruit
96 participants.

They were randomly recruited from Jeddah Care Centre for Diabetics and Hyperten-
sion (this institution is considered the first and largest public institution in Jeddah and
serves a large number of people from all areas) during the months of October 2019 to
December 2019. We excluded all young patients (less than 20 years old), pregnant women,
and those in the lactation stage. Medical information for the study was collected from
patients’ medical records, while the questionnaire and nutritional information collection
(two non-consecutive days of 24-h dietary recall followed by a caffeine food frequency
questionnaire (FFQ)) were undertaken by trained nutritionists.

Data collection was performed twice: the first time was via a face-to-face interview
and the second via telephone. A third telephone interview was carried out if there was
any missing or unclear information. The study was conducted in accordance with the
Declaration of Helsinki and the protocol was approved by the Ethics Committee of King
Abdulaziz University, Unit of Biomedical Ethics (Ethic reference: 127-21). All participants
provided written informed consent to participate in the study.

2.2. Assessment of Medical History, Anthropometric Measurement, and Lifestyle

All medical information regarding HbA1c, systolic and diastolic blood pressure, serum
levels of total cholesterol, high density lipoprotein (HDL), low density lipoprotein (LDL),
triglycerides, any history of disease in first-degree relatives, medication, weight, height,
and waist circumference was collected from patients’ medical records. Only reports that
had been updated one week before the interview were considered in this study to cover
the same timeframe as the C-FFQ data. Information regarding patients’ lifestyles, such as
smoking, physical activity, and dietary behaviour was collected through the face-to-face
interview. BMI was calculated as weight in kilograms divided by the square of height
in meters.

2.3. Estimating Caffeine Consumption
2.3.1. 24-h Dietary Recall

Each participant was asked to complete two non-consecutive days of 24-h dietary
recall to estimate their average energy intake (EI). In addition, booklets showing food
portion size pictures were provided to participants in order to facilitate their dietary recall
and gather accurate information. Information regarding food and beverage intake was
collected using a multiple-pass approach of interview methodology [34]. Nutrient intake
was calculated using computerised dietary analysis software. The program used calculated
nutrient intake based on the US Department of Agriculture (USDA) food database.

2.3.2. Caffeine Food Frequency Questionnaire

A semi-quantitative caffeine food frequency questionnaire (C-FFQ) was developed
and validated previously by the authors (data under review). The C-FFQ includes common
drinks and food items that are sources of caffeine and consumed by Saudi adults. The
C-FFQ includes 6 main categories including energy drinks (10 items), soft drinks (11 items),
tea (black tea and green tea; 8 items), coffee (caffeinated and decaffeinated coffee; 11 items),
Arabic coffee (Arabic coffee and husk coffee), and chocolate and hot chocolate (12 items).
The participants were asked if they consumed other drinks or chocolate items regularly
that may contain caffeine, in order to add these to the FFQ. However, most of the added
drinks were seasonal and did not contain caffeine, such as ‘sahlab’, which is a hot drink
prepared from milk and corn flour. Only those food items that have a similar serving size
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and caffeine amount were grouped together, such as soft drinks (e.g., Pepsi, Diet Pepsi,
and Coca Cola).

Participants reported on the frequency of consumption (ranging from ‘never or less
than once per month’ to ‘6+ per day’), portion size (e.g., small, medium, or large, with
a medium serving size being described as the usual serving size of a drink, such as ‘one
cup or glass’), different types of caffeinated soft drinks (‘bottle or can’), and chocolate
products (‘bar or packet’). The amount of caffeine in each drink or food item in the FFQ
was identified using the USDA database [35].

For those drinks that were not available in the USDA (for example, information
regarding Arabic coffee and Arabic coffee husks), other scientific published data were
used to update the table [31,36,37]. To assess the total intake of caffeine in the FFQ, we
added caffeine content for a specific amount and multiplied by a weight proportional to
the frequency of its use [38]. The C-FFQ asks about beverages and foods that have been
consumed over the last three months. The average daily total caffeine consumption from
beverages and food sources was calculated and expressed as mg/day [38].

2.4. Statistical Analysis

Descriptive statistics means (SD) were used to describe the general characteristics,
energy intake (EI), and macronutrients of the whole sample, after being stratified by gender.
A Pearson Chi Square test was used to test the differences between the proportion of males
and females in terms of general characteristics, smoking, and BMI classification. BMI status
was classified based on the WHO [39], whereby less than 18.5 is underweight, 18.5 to less
than 25 is normal, 25 to less than 30 is overweight, and 30 ≥ is obese. For continuous
variables (EI) an independent two-sample t-test (a two-tailed test) was used.

Summary statistics for the mean (SD), and median, with the 25th and 75th percentile
for caffeine intake (mg/day) as its source, were calculated and presented. The association
between caffeine consumption and gender was investigated using a regression (model-1),
with caffeine consumption (mg/day) as a dependent variable and gender as a predictor
variable adjusted for confounders (age, BMI, smoking, and EI). A similar analysis has been
done with the intake of caffeine/body weight (mg/kg) as a dependent variable.

Some sources of caffeine consumption (coffee, Arabic coffee, soft drinks, energy drinks,
and chocolate) were log transformed when the assumption of normality was not met, as it
yields similar variances and interpretable results after back-transforming the estimate [40].
The logged data were then tested and the results were back-transformed by anti-logging
to return to the original scale. Thus, the back-transformed difference and 95%CI were
presented as ratios of the geometric means (female to male ratio).

In addition, association between levels of HbA1c, cholesterol, triglyceride, and blood
pressure for all participants as the dependent variables and total caffeine intake (100 mg/day)
as an independent (predictor) variable with adjustment for BMI, age, gender, smoking, and
EI were examined using regression (model-2) for the whole sample. A similar analysis was
conducted after stratifying the sample by gender. When stratifying the sample by gender,
association was done using a regression (model-3) adjusted for BMI, age, smoking, and EI.
A statistical significance level of p < 0.05 was used. Analyses were carried out using Stata
statistical software release 12 (Stata Corporation) [41].

3. Results
3.1. Sample Characteristics

Table 1 illustrates the sample characteristics as a whole and after stratification by
gender. A total of 100 participants with type II diabetes were recruited from Jeddah
Care Centre for Diabetics and Hypertension (CCDH). The average age of participants
was 56 ± 14 years and 50% were male. Mean BMI was higher in females than males by
2.7 kg/m2; (95%CI: 0.19, 5.28) and this difference was statically significant at p = 0.035. A
total of 36% of the participants mentioned that they were following a special diet, mainly a
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diabetes diet (83%). The average EI for the sample was 2392 kcal (610), with no difference
between males and females in the proportion of energy intake from dietary fat.

Table 1. General characteristics of study participants by gender.

General Characteristics
All Participants (n

= 100)
Females
(n = 50)

Males
(n = 50)

Mean SD Mean SD Mean SD p-Value

Age * (years) 56.2 14.0 57.1 14.4 55.3 13.7 0.650
Height * (cm) 161.9 8.1 157.4 7.0 166.5 6.3 0.001
Weight * (kg) 89.2 14.5 88.5 20.8 89.8 15.9 0.708

BMI * (kg/m2) 33.7 6.5 35.0 7.1 32.3 5.7 0.035
BMI category † (n, %)

Normal weight 6 6% 3 6% 3 6%
Overweight 26 26% 10 20% 16 32% 0.038

Obese 68 68% 37 74% 31 62%
Waist circumference * (cm) 98 15 99 17 97 13 0.444

Following special Diet † (yes, n, %) 36 36% 18 36% 18 36% 1.000
Diabetes Diet (self-assessment of balanced diet) 30 83% 14 78% 16 89%

0.212Diabetes Diet and other diet e.g., low fat diet or low
salt diet or for losing weight 6 17% 4 22% 2 11%

Duration of having diabetes (year) 14 10 13 8 15 11 0.305
Diabetes treatment † (n, %)
Oral antidiabetic drugs only 37 37% 21 42% 16 32%

Insulin 22 22% 9 18% 13 26% 0.490
Oral antidiabetic drugs and Insulin 41 41% 20 40% 21 42%

Dietary characteristics *
Total energy (Kcal) 2392 610 2194 614 2589 544 0.001

Protein (g) 102 46 80 34 123 46 0.001
Fat (g) 77 34 70 34 83 34 0.053

Energy from fat (Kcal) 708 349 746 387 746 305 0.273
Carbohydrate (g) 318 95 303 106 333 81 0.121

Having chronic disease † (n, %)
Blood pressure (yes) 60 60% 33 66% 27 54% 0.221

Cholesterol (yes) 74 74% 38 76% 36 72% 0.648
Other disease (yes) 28 28% 16 32% 12 24% 0.373
Smoking † (n, %)

Yes 17 17% 5 10% 12 24%
0.001I have given up 23 23% 1 2% 22 44%

Physical activity † (n, %)
Never 28 28% 17 34% 11 22%

0.119
Once a week 21 21% 14 28% 7 14%
Twice a week 12 12% 5 10% 7 14%

More than four times week 39 39% 14 28% 25 50%

* Differences between genders were assessed by using an independent sample t-test. † Differences between the proportion of males and
females in the categorical variables were assessed by using a Chi2 test.

In terms of participants’ general health, 74% of them were medically diagnosed as
having a high cholesterol level, 60% had high blood pressure, and 28% had another disease
(such as heart disease, kidney disease, or both). No differences were found in the proportion
of these diseases by gender. In addition, there were no significant differences between
males and females in the sample in terms of their duration of having diabetes or in terms
of the type of treatments they used (Table 1).

A total of 17% of the participants were smokers and the number of smokers was
significantly higher among males compared to females, at 24% male smokers to 10% female
smokers, p < 0.001. Only 39% of the total participants practiced physical activity more than
four times a week and there were no significant differences in the proportion by gender.
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3.2. Source and Amount of Caffeine Consumption by Saudi Adults Living with Diabetes

The mean (SD) and median (IQR) of total caffeine consumption from the FFQ were
calculated and are illustrated by source and gender in Table 2. The findings show that males
consumed more caffeine than females and the difference was statistically significant, with
the adjusted difference in mean 90.70 mg/day (95%CI: 13.8, 167.6; p = 0.021) for important
confounders (BMI, smoking, kcal, age). Furthermore, there were significant differences
in the mean caffeine consumption per body weight between males and females, with the
adjusted difference in mean 1.29 mg/kg (95%CI: 2.27, 0.35; p = 0.011) (Table 2).

Table 2. Mean (SD) and median (IQR) of total caffeine intake (mg/day) by source and gender, and the tested mean
differences between genders.

Source of Caffeine

All Participants Females Males Adjusted
Difference in

Means (95%CI) *N Mean
(SD)

Median
(IQR) N Mean

(SD)
Median
(IQR) N Mean

(SD)
Median
(IQR)

p-
Value

Caffeine-FFQ
(mg/day) 100 194

(165)
151 (81,

233) 50 127
(107)

99 (52,
181) 50 261

(185.0)
218(121,
345) 90.70 (13.8, 167.6) 0.021

Caffeine/body weight
(mg/kg)

2.3
(2.0)

1.8 (0.9,
2.8) 50 1.5

(1.4)
1.2 (0.7,

1.9) 50 3.0
(2.4)

2.3
(1.5,
3.4)

1.29 (2.27, 0.35) 0.011

Tea 95 116(108) 76 (44,
180) 46 79

(75)
72 (31,
103) 49 150

(123)
110(72,
187) 31.51(21.77,84.80) 0.243

ratio of the
geometric means

(95%CI) †

p-
value

Coffee 52 94
(128)

56 (10,
102) 22 66

(77)
47 (9,
94) 30 114

(154)
56 (18,
130) 0.53 (0.22, 1.24) 0.139

Arabic coffee (Gahwa) 95 8 (12) 3 (1, 8) 48 9
(12) 4 (2, 9) 47 7

(12)
2 (1,
8) 1.5 (0.67, 3.20) 0.338

Energy drink 12 31(45) 8 (5, 52) 5 29
(47) 8 (7, 11) 7 33.5

(34)
8 (3,
89) 0.89 (0.01, 61.9) 0.947

Soft drink 56 19
(31) 8 (5, 13) 28 14.5(20)8 (5, 13) 28 24

(39)
8 (5,
19) 0.74 (0.36, 1.5) 0.406

Chocolate 90 6 (11) 2.3 (1,
5) 45 6

(12) 3 (1, 5) 45 6
(11)

2 (1,
5) 1.9 (0.89, 4.1) 0.654

N = number of consumers. * Differences between gender in mean caffeine consumption by sources were assessed by using regression
model-1 with adjusting for BMI, age, smoking, and total energy intake (EI); † Transformed data, the difference was assessed using regression
model-1 and after back-transformation the difference was the ratio of the sample geometric mean (female to male ratio).

Arabic coffee (gahwa) and tea were the most common sources of caffeine among
Saudi adults living with diabetes, followed by soft drinks, chocolate, and coffee (the
number of consumers were 95, 95, 90, 56, and 52, respectively). Energy drinks ranked as
the lowest source of caffeine in the study population, with only 12 consumers. Females
consumed more caffeine from Arabic coffee and chocolate than males (ratio 1.5 (50%) and
1.9 (90%) respectively), but these differences were not significant. Overall, there were no
significant differences between males and females in terms of average caffeine consumption
by different sources (Table 2).

There was, however, an inverse association between total caffeine intake and age,
changes in mean −3.26 mg/year (95%CI: −5.34, −1.18; p = 0.003), adjusted to BMI, smoking,
and kcal confounders. Furthermore, there was an inverse association between caffeine
intake from soft drinks and total chocolate and age, with significantly adjusted changes
in mean−0.841 mg/year (95%CI: −1.42, −0.260; p= 0.005) and −0.183 mg/year; (95%CI:
−0.35, −0.02; p = 0.028), respectively.
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3.3. Caffeine Intake and Other Health Outcomes

Table 3 illustrates the association between caffeine intake and changes in the level of
HbA1c, cholesterol, triglyceride, and blood pressure for all participants and after stratifica-
tion of the sample by gender. We re-parameterised the clinical outcomes to indicate the
change in them for an amount of caffeine intake equivalent to 100 mg (an approximately
8-ounce cup of coffee closer to 80 to 100 mg caffeine). There was no significant association
found between the level of HbA1c or cholesterol, triglyceride, and blood pressure and
caffeine intake (100 mg/day). Changes in the HbA1c mean/100 mg caffeine: 0.3 (95%CI:
−0.3, 0.3; p= 0.866; r2 =0.0643). This suggests that 6.4% of the variance in the level of HbA1c
can be explained by the consumption of caffeine among Saudi adults living with diabetes.
This might be the reason for the insignificant results in the regression model-3. There were
similar findings when adjusted to duration of diabetes and type of treatments.

Table 3. Association between caffeine intake (100 mg/day) and HbA1C, cholesterol, triglyceride, and blood pressure for all
participants and clustering by gender.

Health
Out-
come

All Participants † Female ‡ Male ‡

N Mean
(SD)

Change in
Health

Outcome/100
mg Caffeine *

(95%CI)

p
Value N Mean

(SD)

Change in
Health

Outcome/100
mg Caffeine

(95%CI)

p
Value N Mean

(95%CI)

Change in
Health

Outcome/100
mg Caffeine

(95%CI)

p
Value

HbA1c 100 8.5
(2.1) 0.3 (−0.3, 0.3) 0.866 50 8.5

(2.3) 0.3 (−0.4, 1.0) 0.348 50 8.6
(2.01) −0.1 (−0.4, 0.3) 0.661

Cholesterol
(mmol/L) 85 172.6

(53.0) 3.4 (−4.7, 11.7) 0.400 40 172.5
(58.2) 4.3 (−16.2, 24.8) 0.672 45 172.8

(48.66) 4.1(−4.8, 13.1) 0.358

HDL
(mg/dL) 81 47.7

(21.8) 1.5 (−1.97, 5.02) 0.389 39 50.6
(24.3) 3.2 (−5.6, 11.9) 0.464 42 44.9

(19.03) 1.1 (−2.5, 4.9) 0.519

LDL
(mg/dL) 75 100.9

(45.6) 0.72 (−6.4, 8.1) 0.844 34 102.3
(48.3) 9.9 (−7.5, 27.4) 0.252 41 99.7

(43.80) −1.6 (−10.1, 6.9) 0.706

Triglyceride
(mg/dL) 87 137.5

(100.2) 2.0 (−13.1, 17.1) 0.791 42 141.9
(116.1) −6.7 (−45.4, 31.8) 0.724 45 133.4

(84.01) 3.5 (−11.9, 19.1) 0.645

Blood
pressure
(mmHg)

Diastolic 96 71.0
(10.6) −1.1 (−2.4, 0.33) 0.135 48 68.4

(9.5) −0.9 (−3.8, 2.0) 0.529 48 73.5
(11.06) −1.1 (−2.7, 0.6) 0.194

Systolic 96 140.8
(21.9) −0.7 (−3.9, 2.4) 0.646 48 139.7

(20.5) −1.5 (−7.8, 4.7) 0.624 48 141.9
(23.33) −0.4 (−4.3, 3.64) 0.855

N = number of participants’ complete information; * approximately 8-ounce cup of coffee closer to 80 to 100 mg caffeine. † The associations
were assessed by using regression model-2 with adjusting for BMI, age, gender, smoking, and EI. ‡ The associations were assessed by using
regression model-3 with adjusting for BMI, age, smoking, and EI.

4. Discussion

This paper has estimated caffeine intake mg/day and identified its sources among
individuals with type II diabetes, exploring its association with other health outcomes.
To our knowledge there is no information about caffeine consumption among the Saudi
population in general and, more importantly, among this vulnerable group [27,42]. The
current findings indicate that Arabic coffee (gahwa) and tea are the main sources of caffeine
in drinks for Saudi adults living with diabetes. Other types of coffee, such as espresso, latte,
cappuccino, etc., were consumed by about half of the participants, while energy drinks
were ranked as the lowest source of caffeine among them. There was a positive association
between gender and caffeine intake, with males consuming more caffeine than females.
However, there was a negative association found between age and total caffeine intake, in
particular in the case of certain caffeine sources such as soft drinks and total chocolate. The
average daily caffeine consumption was found to be 194 ±165 mg/day and there was no
association found between average caffeine intake and HbA1c or other health outcomes.
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Two billion cups of coffee are estimated to be consumed every day globally [11].
Caffeine is considered to be the component responsible for the beneficial effects of coffee,
but some studies also suggest the role of other compounds in health outcomes [43]. Caffeine
is naturally found in cocoa beans, tea, kola nuts, and seeds, especially coffee seeds. Several
studies have revealed that coffee is the primary source of caffeine. However, caffeine can
be found in energy drinks, colas, chocolates, alcohol, and some medicines.

Coffee is the main source of caffeine among adults in most countries, with Finland
and Norway at the top of the list, with averages of 9.6 and 7.2 kg of coffee consumed per
capita per year. The U.S. ranks 22nd, at 3.1 kg per capita per year. A Canadian study found
that coffee was the second most popular drink among Canadian adults after water. On the
other hand, and similar to our findings, tea was found to be the main source of caffeine in
Ireland (59%) and the UK (57%) [44]. Colas, energy drinks, and chocolate were found to be
minor sources of caffeine among adults [44].

Although the Saudi population believe they are heavy coffee drinkers [33] they con-
sume low amounts of caffeine. The data reveal that the mean total daily caffeine con-
sumption among Saudis living with type II diabetes is below the caffeine dose level that
is established by the European Food Safety Authority (EFSA), which is 400 mg/day for
adults [45]. This is in line with other countries; for example, the average caffeine consump-
tion in the UK is about 130 mg/day [46], and it is 191 ± 129 mg/day in Switzerland [33].
However, in Japan, they consume about 260 mg/day [47] and in the U.S. adults consume
233 mg/day, which is about the amount of caffeine in up to two cups of coffee [37]. Know-
ing the source of caffeine can explain why some nations and age groups have a higher
consumption of caffeine than others. In Saudi Arabia, most of the adults living with di-
abetes consume tea, and Arabic coffee which has a different method of preparation and
lower amounts of caffeine content compared to other types of coffee. Each cup of Arabian
coffee contains only 4 mg of caffeine per 25 mL [31]. Based on the EFSA report, one of the
main limitations and gaps in the available caffeine intake data is the limited information
on all sources of caffeine variation by age group and gender, and in specific populations.
Such differences do not allow for direct comparison between countries [45].

In most studies, age, sex, BMI (or obesity), and smoking are considered as poten-
tial confounders and are adjusted for potential confounding [16,22,48,49]. This is of
importance, as in this study it was found that higher coffee consumption is associated
with being male. Similarly, using National Health and Nutrition Examination Survey
(NHANES) data covering N = 24,808 adults (≥19 years old) it can be seen that men
have a significantly higher usual caffeine intake than women, at 240 ± 4 mg/day and
183 ± 3 mg/day, respectively [48].

Although caffeine consumption has been positively associated with age in several
studies [22,49,50], a negative association with age was found in the current study and this
may be due to the age range of the sample (the IQR 47–67). Findings from 903 elderly
people in Spain, aged 65 years and above, showed that consumption of caffeinated coffee
was negatively associated with age (≥75 years), RRR = 0.64 (0.43–0.94) [49].

Information regarding the health effects of caffeine consumption is controversial.
There are some indications of its risks and various evidence of long-term health bene-
fits among healthy adults who consume a moderate amount of caffeine based on the
recommended level, such as prevention of the onset of diabetes [19,48,49,51,52].

In this study, caffeine consumption was found not to be significantly associated with
the measure of chronic glucose control of HbA1c, even after stratification of the data by
gender. This is in line with the findings of Watson et al. among adults with type I di-
abetes, where HbA1c, plasma lipid, and body weight measurements were not affected
by caffeine status [53]. Evidence from a systematic review of 253 articles indicated that
ingestion of caffeine (approximately 200–500 mg) significantly increases blood glucose con-
centration by 16–28% and decreases insulin sensitivity by 14–37% among individuals with
type II diabetes [32].
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In a pre and post-test design pilot study (n = 7) aimed at testing the effects of caf-
feine abstinence on HbA1c over three months among coffee drinkers with established
type ll diabetes, it was found that coffee abstinence produced significant decreases in
HbA1c and increases in 1,5-AG, both indicating improvement in chronic glucose control;
no changes were found in the levels of fasting glucose or insulin [23]. This study did
not report the amount of caffeine participants previously consumed, although this might
explain the results.

One study highlighted that duration of diabetes by years correlated with the nega-
tive effect of caffeine on blood glucose [50]. However, no association between caffeine
consumption and HbA1c was found in the current study, even when adjusted for dura-
tion of diabetes or type of treatment used (data not shown). This might be due to the
caffeine consumption by our sample being within the safe limit recommended by EFSA for
healthy people.

The consumption of dates with coffee is a common habit among Saudi people and
this might affect hyperglycemic excursion after meals. A small study found that coffee did
not impact capillary glycose levels and the glycemic indices of the Khalas data consumed
with or without coffee among individual with type II diabetes was 53 ± 6 and 41.5 ± 5.4
respectively, at least in the short-term [54].

Furthermore, this study found no significant association between habitual caffeine
intake and blood pressure (systolic and diastolic), and level of cholesterol. In a systematic
review and meta-analysis of six prospective cohort studies it was suggested that habitual
coffee consumption of >3 cups/d was not associated with an increased risk of hypertension
compared with the lowest consumption <1 cup/d [51]. Mixed results were found in cohort
studies on the association between habitual caffeine intake and long-term changes in
blood pressure [45].

Generally, the panel in EFSA’s report indicated that scientific publications have iden-
tified almost no relationship or inverse relationship between caffeine intake and other
adverse health effects [45]. The lack of association between habitual caffeine consumption
and health outcome may be due to the dose of caffeine of 194 mg/day (2.3 mg/kg body
weight) being less than the single dose of caffeine identified by EFSA. EFSA reported that
single doses of caffeine from all sources up to 200 mg (about 3 mg/kg body weight) do
not raise concerns for general adult health [45]. The estimated proportion of adults exceed-
ing a daily intake of 400 mg ranged from 5.8% to 32.9% between different countries [45].
However, in this study only 10% of the sample exceeded 400 mg/day and they were
mainly men.

There is no current guidance to suggest whether this recommendation should be re-
duced for people with diabetes. Generally, poorly controlled individuals with type II diabetes
are encouraged to reduce their daily consumption of caffeine from 400 to 200 mg/day [32,52].
This is because it is proposed that caffeine impacts blood glucose concentrations in indi-
viduals with existing diabetes, by inhibiting glucose uptake into muscle cells, even in the
presence of insulin [55]. Others suggest that caffeine may elevate epinephrine which may
induce insulin resistance by the impairment of glucose uptake in the peripheral tissue [56].

The present study has some limitations. It is a cross-sectional survey and the nature of
such a study means that determination of the direction of association is prevented. Thus,
to lower the risk of an inverse causality and recall bias, human intervention studies and
prospective cohort studies have been preferred over case control and cross-sectional studies.
Larger-scale, randomised, controlled trials over a longer period and using a larger sample
size are needed to identify the effects of doses of habitual caffeine consumption from
different sources on HbA1c and other health outcomes [32]. In addition, this survey does
not provide information about fasting blood sugar or caffeine obtained from non-dietary
sources such as food supplements or medicines.

In this study, habitual caffeine consumption from different sources was considered,
with an adequate control for confounding variables. To our knowledge this is the first
study conducted among adults living with diabetes in Saudi Arabia investigating habitual
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caffeine intake from different sources; therefore, it can be considered an important and
complex first step toward understanding the effects of caffeine on health, especially among
adults with established diabetes. Most of the available studies focus on the effect of caffeine
as a risk factor of diabetes among healthy adults.

5. Conclusions

In conclusion, the current findings suggest that Arabic coffee and tea are the main
sources of caffeine among Saudi individuals with type II diabetes. Average consumption
of caffeine among Saudi adults living with diabetes is less than the single dose of caffeine
identified by the EFSA for healthy adults. Caffeine intake of the study sample was not
associated with any significant changes in HbA1c or other health outcomes. Understanding
variations between genders in terms of caffeine consumption and its sources is critical
and the first step for all public health practitioners, dietitians, and policy makers when
assessing the risk of caffeine consumption among this vulnerable group. Further research
is needed to expand the current evidence and determine the effects of timing and dose of
daily habitual caffeine consumption among free living adults with diabetes.

Author Contributions: Conceptualization, M.A.A. (Merfat Abdulrahman Almaghrabi), S.A.A.;
Data curation, S.A.A., M.A.A. (Merfat Abdulrahman Almaghrabi), R.A.B., R.H.A., and M.A.A.
(Maha Ali Althaiban); Formal analysis, S.A.A.; Investigation, S.A.A. and M.A.A. (Merfat Abdulrahman Almaghrabi);
Methodology, S.A.A., M.A.A. (Merfat Abdulrahman Almaghrabi), M.A.A. (Maha Ali Althaiban)
and K.A.Y.; Project administration, M.A.A. (Merfat Abdulrahman Almaghrabi), R.A.B. and R.H.A.;
Resources, M.A.A. (Merfat Abdulrahman Almaghrabi), R.A.B. and R.H.A. and K.A.Y.; Supervision,
M.A.A. (Merfat Abdulrahman Almaghrabi) and M.A.A. (Maha Ali Althaiban); Writing—original
draft, S.A.A.; Writing—review & editing, S.A.A. All authors have read and agreed to the published
version of the manuscript.

Funding: No funding has been received for this project.

Institutional Review Board Statement: The study was conducted according to the guidelines of the
Declaration of Helsinki and approved by the King Abdulaziz University, Unit of Biomedical Ethics
(Ethic reference: 127-21).

Informed Consent Statement: Informed consent was obtained from all participants involved in
this study.

Data Availability Statement: The data presented in this study are available in the King Abdulaziz
University or upon request from the corresponding author.

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

References
1. Smith, A. Effects of caffeine on human behavior. Food Chem. Toxicol. 2002, 40, 1243–1255. [CrossRef]
2. American Diabetes Association. Diagnosis and classification of diabetes mellitus. Diabetes Care 2013, 36, S67–S74. [CrossRef]
3. World Health Organization. Diabetes. Available online: https://www.who.int/news-room/fact-sheets/detail/diabetes (accessed

on 22 January 2021).
4. World Health Organization. WHO Reveals Leading Causes of Death and Disability Worldwide: 2000–2019. Available online: https:

//www.who.int/news/item/09-12-2020-who-reveals-leading-causes-of-death-and-disability-worldwide-2000-2019 (accessed
on 21 January 2021).

5. Van Dieren, S.; Uiterwaal, C.S.P.M.; van der Schouw, Y.T.; van der A, D.L.; Boer, J.M.A.; Spijkerman, A.; Grobbee, D.E.;
Beulens, J.W.J. Coffee and tea consumption and risk of type 2 diabetes. Diabetologia 2009, 52, 2561–2569. [CrossRef] [PubMed]

6. Hu, F.B. Globalization of Diabetes. Role Diet Lifestyle Genes 2011, 34, 1249–1257. [CrossRef]
7. Mitchell, D.C.; Knight, C.A.; Hockenberry, J.; Teplansky, R.; Hartman, T.J. Beverage caffeine intakes in the U.S. Food Chem. Toxicol.

2014, 63, 136–142. [CrossRef]
8. McCusker, R.R.; Goldberger, B.A.; Cone, E.J. Caffeine content of specialty coffees. J. Anal. Toxicol. 2003, 27, 520–522. [CrossRef]

[PubMed]
9. Preedy, V.R. Caffeine: Chemistry, Analysis, Function and Effects; Royal Society of Chemistry: Cambridge, UK, 2012.
10. National Center for Biotechnology Information. Caffeine. PubChem Componund Summary for CID 2519. Available online:

https://pubchem.ncbi.nlm.nih.gov/compound/Caffeine (accessed on 15 November 2019).

http://doi.org/10.1016/S0278-6915(02)00096-0
http://doi.org/10.2337/dc13-S067
https://www.who.int/news-room/fact-sheets/detail/diabetes
https://www.who.int/news/item/09-12-2020-who-reveals-leading-causes-of-death-and-disability-worldwide-2000-2019
https://www.who.int/news/item/09-12-2020-who-reveals-leading-causes-of-death-and-disability-worldwide-2000-2019
http://doi.org/10.1007/s00125-009-1516-3
http://www.ncbi.nlm.nih.gov/pubmed/19727658
http://doi.org/10.2337/dc11-0442
http://doi.org/10.1016/j.fct.2013.10.042
http://doi.org/10.1093/jat/27.7.520
http://www.ncbi.nlm.nih.gov/pubmed/14607010
https://pubchem.ncbi.nlm.nih.gov/compound/Caffeine


Nutrients 2021, 13, 1960 11 of 12

11. Poole, R.; Ewings, S.; Parkes, J.; Fallowfield, J.A.; Roderick, P. Misclassification of coffee consumption data and the development
of a standardised coffee unit measure. BMJ Nutr. Prev. Health 2019, 2, 11. [CrossRef] [PubMed]

12. Poole, R.; Kennedy, O.J.; Roderick, P.; Fallowfield, J.A.; Hayes, P.C.; Parkes, J. Coffee consumption and health: Umbrella review of
meta-analyses of multiple health outcomes. BMJ 2017, 359. [CrossRef]

13. Greenberg, J.A.; Boozer, C.N.; Geliebter, A. Coffee, diabetes, and weight control. Am. J. Clin. Nutr. 2006, 84, 682–693. [CrossRef]
14. Bhupathiraju, S.N.; Pan, A.; Malik, V.S.; Manson, J.E.; Willett, W.C.; van Dam, R.M.; Hu, F.B. Caffeinated and caffeine-free

beverages and risk of type 2 diabetes. Am. J. Clin. Nutr. 2012, 97, 155–166. [CrossRef] [PubMed]
15. Louie, J.C.; Atkinson, F.; Petocz, P.; Brand-Miller, J.C. Delayed effects of coffee, tea and sucrose on postprandial glycemia in lean,

young, healthy adults. Asia Pac. J. Clin. Nutr. 2008, 17, 657–662. [PubMed]
16. Van Dam, R.M.; Willett, W.C.; Manson, J.E.; Hu, F.B. Coffee, caffeine, and risk of type 2 diabetes: A prospective cohort study in

younger and middle-aged US women. Diabetes Care 2006, 29, 398–403. [CrossRef]
17. Matusheski, N.; Bidel, S.; Tuomilehto, J. Coffee and Type 2 Diabetes Risk. In Coffee Emerging Health Effects and Disease Prevention;

Chapter 8; Chu, Y.F., Ed.; John Wiley & Sons: Ames, IA, USA, 2012.
18. Natella, F.; Scaccini, C. Role of coffee in modulation of diabetes risk. Nutr. Rev. 2012, 70, 207–217. [CrossRef] [PubMed]
19. Ding, M.; Satija, A.; Bhupathiraju, S.N.; Hu, Y.; Sun, Q.; Han, J.; Lopez-Garcia, E.; Willett, W.; Van Dam, R.M.; Hu, F.B. Association

of coffee consumption with total and cause-specific mortality in 3 large prospective cohorts. Circulation 2015, 132, 2305–2315.
[CrossRef]

20. Institute for Scientific Information on Coffee. Sources of Caffiene. Available online: https://www.coffeeandhealth.org/topic-
overview/sources-of-caffeine/ (accessed on 10 October 2019).

21. Reunanen, A.; Heliövaara, M.; Aho, K. Coffee consumption and risk of type 2 diabetes mellitus. Lancet 2003, 361, 702–703.
[CrossRef]

22. Saremi, A.; Tulloch-Reid, M.; Knowler, W.C. Coffee consumption and the incidence of type 2 diabetes. Diabetes Care 2003, 26,
2211–2212. [CrossRef]

23. Lane, J.D.; Lane, A.J.; Surwit, R.S.; Kuhn, C.M.; Feinglos, M.N. Pilot study of caffeine abstinence for control of chronic glucose in
type 2 diabetes. J. Caffeine Res. 2012, 2, 45–47. [CrossRef] [PubMed]

24. Lane, J.D.; Feinglos, M.N.; Surwit, R.S. Caffeine increases ambulatory glucose and postprandial responses in coffee drinkers with
type 2 diabetes. Diabetes Care 2008, 31, 221–222. [CrossRef]

25. Whitsett, T.L.; Manion, C.V.; Christensen, H.D. Cardiovascular effects of coffee and caffeine. Am. J. Cardiol. 1984, 53, 918–922.
[CrossRef]

26. Jee, S.H.; He, J.; Whelton, P.K.; Suh, I.; Klag, M.J. The effect of chronic coffee drinking on blood pressure: A meta-analysis of
controlled clinical trials. Hypertension 1999, 33, 647–652. [CrossRef]

27. Al-Othman, A.; Al-Musharaf, S.; Al-Daghri, N.M.; Yakout, S.; Alkharfy, K.M.; Al-Saleh, Y.; Al-Attas, O.S.; Alokail, M.S.; Moharram,
O.; Sabico, S. Tea and coffee consumption in relation to vitamin D and calcium levels in Saudi adolescents. Nutr. J. 2012, 11, 56.
[CrossRef]

28. Alneami, Y.M.; Coleman, C.L. Risk factors for and barriers to control type-2 diabetes among Saudi population. Glob. J. Health Sci.
2016, 8, 10. [CrossRef] [PubMed]

29. Neves, J.S.; Leitão, L.; Magriço, R.; Bigotte Vieira, M.; Viegas Dias, C.; Oliveira, A.; Carvalho, D.; Claggett, B. Caffeine Consumption
and Mortality in Diabetes: An Analysis of NHANES 1999–2010. Front. Endocrinol. 2018, 9. [CrossRef]

30. Alshawi, A.H. The Effect of Coffee Consumption on Blood Glucose: A Review. Pak. J. Nutr. 2020, 19, 420–429. [CrossRef]
31. Rezk, N.L.; Ahmed, S.; Iqbal, M.; Rezk, O.A.; Ahmed, A.M. Comparative evaluation of caffeine content in Arabian coffee with

other caffeine beverages. Afr. J. Pharm. Pharmacol. 2018, 12, 19–26.
32. Whitehead, N.; White, H. Systematic review of randomised controlled trials of the effects of caffeine or caffeinated drinks on

blood glucose concentrations and insulin sensitivity in people with diabetes mellitus. J. Hum. Nutr. Diet. 2013, 26, 111–125.
[CrossRef]

33. Rochat, C.; Eap, C.; Bochud, M.; Chatelan, A. Caffeine Consumption in Switzerland: Results from the First National Nutrition
Survey MenuCH. Nutrients 2019, 12, 28. [CrossRef] [PubMed]

34. Steinfeldt, L.; Anand, J.; Murayi, T. Food reporting patterns in the USDA automated multiple-pass method. Procedia Food Sci.
2013, 2, 145–156. [CrossRef]

35. Agricultural Research Service. Food Data Central Search Results. Available online: https://fdc.nal.usda.gov/fdc-app.html#
/food-details/1104274/nutrients (accessed on 15 May 2019).

36. Bondesson, E. A nutritional analysis on the by-product coffee husk and its potential utilization in food production. In Epsilon
Archive for Student Projects; SLU: Uppsala, Sweden, 2015.

37. Latosinska, M.; Latosinska, J. Introductory chapter: Caffeine, a major component of nectar of the gods and favourite beverage
of kings, popes, artists and revolutionists, a drug or a poison. In The Question of Caffeine; Latosinska, J.N., Latosinska, M., Eds.;
IntechOpen: London, UK, 2017; pp. 1–26.

38. Willett, W. Nutritional Epidemiology, Food Frequency Methods; Oxford University Press: Oxford, UK, 2013; pp. 70–95.
39. World Health Organization. Body Mass Index (BMI) Classification; WHO: Geneva, Switzerland, 2014.
40. Bland, J.M.; Altman, D.G. The use of transformation when comparing two means. BMJ 1996, 312, 1153. [CrossRef]
41. StataCorp. Statistical Software Release 11; Stata Corporation: College Station, TX, USA, 2009.

http://doi.org/10.1136/bmjnph-2018-000013
http://www.ncbi.nlm.nih.gov/pubmed/33235952
http://doi.org/10.1136/bmj.j5024
http://doi.org/10.1093/ajcn/84.4.682
http://doi.org/10.3945/ajcn.112.048603
http://www.ncbi.nlm.nih.gov/pubmed/23151535
http://www.ncbi.nlm.nih.gov/pubmed/19114405
http://doi.org/10.2337/diacare.29.02.06.dc05-1512
http://doi.org/10.1111/j.1753-4887.2012.00470.x
http://www.ncbi.nlm.nih.gov/pubmed/22458694
http://doi.org/10.1161/CIRCULATIONAHA.115.017341
https://www.coffeeandhealth.org/topic-overview/sources-of-caffeine/
https://www.coffeeandhealth.org/topic-overview/sources-of-caffeine/
http://doi.org/10.1016/S0140-6736(03)12583-4
http://doi.org/10.2337/diacare.26.7.2211
http://doi.org/10.1089/jcr.2012.0003
http://www.ncbi.nlm.nih.gov/pubmed/23209999
http://doi.org/10.2337/dc07-1112
http://doi.org/10.1016/0002-9149(84)90525-3
http://doi.org/10.1161/01.HYP.33.2.647
http://doi.org/10.1186/1475-2891-11-56
http://doi.org/10.5539/gjhs.v8n9p10
http://www.ncbi.nlm.nih.gov/pubmed/27157156
http://doi.org/10.3389/fendo.2018.00547
http://doi.org/10.3923/pjn.2020.420.429
http://doi.org/10.1111/jhn.12033
http://doi.org/10.3390/nu12010028
http://www.ncbi.nlm.nih.gov/pubmed/31877632
http://doi.org/10.1016/j.profoo.2013.04.022
https://fdc.nal.usda.gov/fdc-app.html#/food-details/1104274/nutrients
https://fdc.nal.usda.gov/fdc-app.html#/food-details/1104274/nutrients
http://doi.org/10.1136/bmj.312.7039.1153


Nutrients 2021, 13, 1960 12 of 12

42. Alfawaz, H.A.; Khan, N.; Yakout, S.M.; Khattak, M.N.; Alsaikhan, A.A.; Almousa, A.A.; Alsuwailem, T.A.; Almjlad, T.M.;
Alamri, N.A.; Alshammari, S.G. Prevalence, Predictors, and Awareness of Coffee Consumption and Its Trend among Saudi
Female Students. Int. J. Environ. Res. Public Health 2020, 17, 7020. [CrossRef]

43. Butt, M.S.; Sultan, M.T. Coffee and its consumption: Benefits and risks. Crit. Rev. Food Sci. Nutr. 2011, 51, 363–373. [CrossRef]
44. Verster, J.C.; Koenig, J. Caffeine intake and its sources: A review of national representative studies. Crit. Rev. Food Sci. Nutr. 2018,

58, 1250–1259. [CrossRef]
45. EFSA Panel on Dietetic Products, Nutrition and Allergies (NDA). Scientific Opinion on the safety of caffeine. EFSA J. 2015,

13, 4102.
46. Fitt, E.; Pell, D.; Cole, D. Assessing caffeine intake in the United Kingdom diet. Food Chem. 2013, 140, 421–426. [CrossRef]
47. Yamada, M.; Sasaki, S.; Murakami, K.; Takahashi, Y.; Okubo, H.; Hirota, N.; Notsu, A.; Todoriki, H.; Miura, A.; Fukui, M.; et al.

Estimation of caffeine intake in Japanese adults using 16 d weighed diet records based on a food composition database newly
developed for Japanese populations. Public Health Nutr. 2010, 13, 663–672. [CrossRef]

48. Fulgoni, V.L., 3rd; Keast, D.R.; Lieberman, H.R. Trends in intake and sources of caffeine in the diets of US adults: 2001–2010. Am.
J. Clin. Nutr. 2015, 101, 1081–1087. [CrossRef]

49. Torres-Collado, L.; García-de la Hera, M.; Navarrete-Muñoz, E.M.; Compañ-Gabucio, L.M.; Gonzalez-Palacios, S.; Vioque, J.
Coffee Drinking and Associated Factors in an Elderly Population in Spain. Int. J. Environ. Res. Public Health 2018, 15, 1661.
[CrossRef] [PubMed]

50. Lane, J.D.; Hwang, A.L.; Feinglos, M.N.; Surwit, R.S. Exaggeration of postprandial hyperglycemia in patients with type 2 diabetes
by administration of caffeine in coffee. Endocr. Pract. 2007, 13, 239–243. [CrossRef]

51. Zhang, Z.; Hu, G.; Caballero, B.; Appel, L.; Chen, L. Habitual coffee consumption and risk of hypertension: A systematic review
and meta-analysis of prospective observational studies. Am. J. Clin. Nutr. 2011, 93, 1212–1219. [CrossRef] [PubMed]

52. Nawrot, P.; Jordan, S.; Eastwood, J.; Rotstein, J.; Hugenholtz, A.; Feeley, M. Effects of caffeine on human health. Food Addit.
Contam. 2003, 20, 1–30. [CrossRef] [PubMed]

53. Watson, J.M.; Jenkins, E.; Hamilton, P.; Lunt, M.J.; Kerr, D. Influence of caffeine on the frequency and perception of hypoglycemia
in free-living patients with type 1 diabetes. Diabetes Care 2000, 23, 455–459. [CrossRef] [PubMed]

54. Alkaabi, J.; Al-Dabbagh, B.; Saadi, H.; Gariballa, S.; Yasin, J. Effect of traditional arabic coffee consumption on the glycemic index
of khalas dates tested in healthy and diabetic subjects. Asia Pac. J. Clin. Nutr. 2013, 22, 565–573. [PubMed]

55. Crist, G.H.; Xu, B.; Lanoue, K.F.; Lang, C.H. Tissue-specific effects of in vivo adenosine receptor blockade on glucose uptake in
Zucker rats. FASEB J. 1998, 12, 1301–1308. [CrossRef] [PubMed]

56. Keijzers, G.B.; De Galan, B.E.; Tack, C.J.; Smits, P. Caffeine can decrease insulin sensitivity in humans. Diabetes Care 2002, 25,
364–369. [CrossRef] [PubMed]

http://doi.org/10.3390/ijerph17197020
http://doi.org/10.1080/10408390903586412
http://doi.org/10.1080/10408398.2016.1247252
http://doi.org/10.1016/j.foodchem.2012.07.092
http://doi.org/10.1017/S1368980009992023
http://doi.org/10.3945/ajcn.113.080077
http://doi.org/10.3390/ijerph15081661
http://www.ncbi.nlm.nih.gov/pubmed/30082581
http://doi.org/10.4158/EP.13.3.239
http://doi.org/10.3945/ajcn.110.004044
http://www.ncbi.nlm.nih.gov/pubmed/21450934
http://doi.org/10.1080/0265203021000007840
http://www.ncbi.nlm.nih.gov/pubmed/12519715
http://doi.org/10.2337/diacare.23.4.455
http://www.ncbi.nlm.nih.gov/pubmed/10857934
http://www.ncbi.nlm.nih.gov/pubmed/24231017
http://doi.org/10.1096/fasebj.12.13.1301
http://www.ncbi.nlm.nih.gov/pubmed/9761773
http://doi.org/10.2337/diacare.25.2.364
http://www.ncbi.nlm.nih.gov/pubmed/11815511

	Introduction 
	Materials and Methods 
	Study Population 
	Assessment of Medical History, Anthropometric Measurement, and Lifestyle 
	Estimating Caffeine Consumption 
	24-h Dietary Recall 
	Caffeine Food Frequency Questionnaire 

	Statistical Analysis 

	Results 
	Sample Characteristics 
	Source and Amount of Caffeine Consumption by Saudi Adults Living with Diabetes 
	Caffeine Intake and Other Health Outcomes 

	Discussion 
	Conclusions 
	References

