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FORW
ARD

Chronic noncommunicable diseases (NCDs), such as cardiovascular
diseases hypertension and diabetes, have been established as the cause
for a major burden and threat to the Qatari community.

In Qatar, NCDs constitute more than half of the deaths registered per
annum and with many more suffering of one or more of these diseases.

The latter can however be significantly reduced through a range
of effective preventive and curative measures, as demonstrated
by evidence on the preventability of these diseases from various
parts of the world.

As such, an efficient surveillance system to collect data on the
occurrence, prevalence, mortality, and known risk factors of NCDs must
be established on the basis of the step-wise approach for planning and
evaluating preventive and curative interventions.

This report provides extensive and reliable base-line data on the
preventable behavioural risk factors and biological risk factors of NCDs,
including smoking, insufficient fruit and vegetables intake, physical
inactivity, obesity, hypercholesterolemia, hypertension and diabetes.

Hence, its value as guidance in our fight against these killing diseases
extends beyond health care workers to engage the whole community,
both government as well as civic organizations and individuals, in this
important battle against the burden of NCDs in Qatar.

Finally, the valuable work and great achievement that has been
accomplished in this report would not have been made possible without
the sincere and sustainable efforts exerted by all survey team members
in translating one of our aspirations into reality.

A word of thanks may not be a sufficient reward for this magnificent
achievement, and such efforts will definitely be highly accredited and
appreciated. We particularly wish to thank our main partners, Qatar
Statistics Authority (QSA), for their firm commitment and work; and

our primary collaborators, Hamad Medical Corporation (HMC), Primary
Health Care Corporation (PHCC) and Qatar Diabetes Association (QDA)
for their infallible support. Once again, we express deep gratefulness
and thankfulness to everybody who made this mission possible and
brought this report to light.

Finally, we would like to express our profound gratitude for our
permanent partner the World Health Organization for the continuous
support and guidance.

Shk.Mohammed Hamad J. Al Thani
Director of Public Health
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INTRO

INTRODUCTION

Chronic Noncommunicable Diseases (NCDs) are the leading causes of death, causing more deaths than all
other causes combined. In 2008, of the 57 million deaths worldwide, 36 million (63%) were due to NCDs. The
main causes of mortality from NCDs were cardiovascular diseases (17 million deaths, responsible for 48% of
NCD deaths); cancer (7.6 million, responsible for 21% of NCD deaths); and respiratory diseases, including
asthma and chronic obstructive pulmonary disease (COPD) (4.2 million, responsible for 11.7% of NCD deaths).
In addition to 1.3 million deaths were caused by Diabetes (WHO 2011).

The impact of NCDs is growing steadily and affecting people of all
ages in both developed and developing countries. In most of the
countries in America, the Eastern Mediterranean, Europe, South-East
Asia, and the Western Pacific, NCDs are the most frequent causes of
death. According to WHO projection, deaths attributable to NCDs are
expected to increase globally by 15% between 2010 and 2020 (WHO
2011). The biggest increases will be in the WHO regions of Africa,
South-East Asia and the Eastern Mediterranean, increasing by over
20% (WHO 2011).

Based on WHO estimates in 2008, cardiovascular disease and cancer
were responsible for the largest proportion of NCD deaths under the
age of 70 with 39% and 27%, respectively. Diabetes was responsible for
4% (WHO 2011).

The main causes of the most prevalent chronic diseases are well
established and well known. These include unhealthy diet and excessive
energy intake, low levels of physical activity, tobacco use and the
harmful use of alcohol. These behaviours lead to four key metabolic/
physiological changes: raised blood pressure, overweight/obesity,
hyperglycemia and hyperlipidemia (WHO 2011).

The WHO's Action Plan for Global Strategy for the Prevention and
Control of noncommunicable Diseases 2008-2013 recommends that

all Member States should take actions to strengthen surveillance and
standardize data collection on NCD risk factors, disease incidence and
cause-specific mortality. The plan also calls for routine collection of data
and information on trends related to NCDs and their risk factors by age,
sex and socioeconomic group, in addition to providing information
about the progress in implementation of national strategies and

plans (WHO 2008).

In Qatar, deaths attributable to chronic NCDs collectively are the
number one causes of death in the last 10 years. Between 2004 and
2010 the top four NCD causes of death were from diseases of the
circulatory system, neoplasms, endocrine, nutritional and metabolic
diseases, and the respiratory system.

As the main causes of the NCD deaths are well defined and established
globally, the need to have an accurate data on the behavioural risk
factors such as unhealthy diet, physical inactivity, overweight and
obesity and the effect on metabolic and physiology changes is

highly needed in the State of Qatar. As such, establishing a database
and surveillance system on the NCD risk factors is required to guide
public health policy and interventions to reduce the burden of the
NCDs in the State of Qatar and to improve the health status of the
population overall.
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WHO STEPS overview

Monitoring of risk factors at the population level has been the
foundation of national NCD surveillance. Data on behavioural and
metabolic risk factors are usually obtained from population based
surveys, which include face-to-face interviews and/or physical health
examinations (WHO 2001).

The WHO STEPS survey is a well established and tested method
specifically for NCD risk factor surveillance, based on an integrated

and phased approach. This allows countries to conduct chronic disease
surveillance activities with the aim of developing a comprehensive

risk profile of their national populations. As one of the key elements

to controlling the global epidemic of chronic diseases is primary
prevention based on comprehensive population-wide programmes,
identifying the major common risk factors for chronic disease in the local
population is crucial (WHO 2005).

Information on socio-demographic factors and behavioural risk factors
are collected in STEPS through interviews. Physical measurements of the
height and weight of body mass index (BMI), waist circumference and
blood pressure are collected. Additionally, biochemical measurements
are obtained for fasting blood glucose and total cholesterol

levels (WHO 2005).

In order to establish a database and a surveillance system on the
chronic NCD risk factors in the State of Qatar, the WHO STEPS survey
was conducted in Qatar under the lead of the Supreme Council of
Health (SCH) and in collaboration with Qatar Statistics Authority (QSA).
Technical assistance was provided by the WHO Headquarter in Geneva
and the WHO Regional Office for the Eastern Mediterranean.

A total of 2,496 adults (18-64 years) participated in Qatar’s population-
based STEPS survey with an overall response rate of 88%.
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NATIONAL CONTEXT

In this chapter background information will be provided on the geography and climate, socoi-cultural and
economic factors in Qatar. It will also set out the current health status of the population (including available
information from previous health related surveys), briefly describe the health system in Qatar and outline the
Qatar National Vision and associated Qatar National Health Strategy (NHS). This chapter will feed in better
understanding of the general context of Qatar where the STEPS were implemented.

Geography and Climate

The State of Qatar is located halfway along the West Coast of the
Arabian Gulf, east of the Arabian Peninsula between 24 degrees 27
minutes and 26 degrees 10 minutes north — and at 50 degrees 45
minutes to 51 degrees 40 minutes east. Its territory comprises a number
of islands including Halul, Al Shat, Shira’'wa and others (QSA 2012).

According to the Qatar Statistics Authority 2012, Qatar occupies
11,606.8 square kilometers on a peninsula that extends approximately
160 kilometers north into the Arabian Gulf from the Arabian Peninsula.

Qatar consists of seven municipalities; Doha, Al Rayan, Al Wakra, Umm
Salal, Al Khor, Al Shamal and Al Daayen. According to QSA 2011, more
than three quarters of the population is settled in the Doha and Al-
Rayan municipalities.

Qatar’s climate considered to be a desert climate characterized by a hot
summer and relatively warm winter. In summer, the temperature ranges

between 25 and 46 degrees centigrade. Rainfall in the winter is minimal
and on average does not exceed 75.2 mm per year (QSA 2012).

Socio-Cultural Factors

According to Qatar Statistics Authority (QSA), Qatar had more than 1.5
million inhabitants in mid 2010, a population increase of more than one
million since 1998. However, the year to year annual population growth
has ranged between 4.6% and 5.5% between 1999 and 2003, then in
2004 the population growth increased to 11.8% and it continued to
increase to reach a peak of 18.9% in 2008 then to decline to 13.1% in
2009 and to 4.7% in 2010. The latter increase in the population growth
was attributable to the economic boom that Qatar has experienced in
recent years (QSA 2011).

The percentage of the working - age population (15-64 years old)
increased from 70.8% in 1998 to 85.5% in 2010. Yet the percentage
of 0-14 year old age group, declined from 27.7% in 1998 to 13.7% in
2010. A similar decline occurred in the size of the 65+ age group as it
declined from 1.4% of the population in 1998 to 0.8% in 2010. These
changes are attributable to the recruitment of a large number of
expatriate workers required by the economic boom which has
significantly increased the numbers of 15-64 year olds (QSA 2011).

Qatar was ranked 37th in the 2011 Human Development Report with

a Human Development Index (HDI) value of 0.831 (UNDP 2011). The
Qatari government has invested heavily in education since 1970s, and
according to QSA, the total literacy rate in Qatar reached 96.3%, with
96.5% among males and 95.4% among females and with an equality
indicator value of 0.99 in 2010. This is an increased of 8% from its level
in 2004 which was 89%.

Education in Qatar, including tertiary, is free of charge. In 2002, the
Supreme Education Council (SEC) was established by Emiri Decree
number 37; the SEC directs the nation’s education policy. According
to the SEC, in the educational year 2009-2010 there were 437 schools
in Qatar, divided into 201 primary schools, 126 preparatory schools,
and 110 secondary schools. In 2009-2010 there were 157,871 students
enrolled and 26,484 teachers (SEC 2011).

Economy

Qatar, according to The World Bank 2012, is considered to be among
the high income non-Organization for Economic Co-operation and
Development (OECD) countries with a Gross National Income (GNI) per
capita Atlas methods (current US$) $80,440 of USD (The World Bank
2012). Qatar's planned exploitation of its hydrocarbon reserves resulted
in a nominal Gross Domestic Product (GDP) with a compound annual
growth rate of 27.5% between 2004 and 2011. As per the preliminary
estimates of GDP, Qatar’s economy grew by 14.1% (real GDP growth) in
2011 and the nominal GDP reached to QR 631,609 million (US$ 173,281
million) representing an increase of 36.3% in 2011 compared

to 2010. The expansion in the production levels of gas-related products,
Liquefied Natural Gas (LNG) and condensates, coupled with increases
in hydrocarbon prices has been instrumental in pushing the nominal
GDP of the country (36.3% rise). The oil and gas sector has contributed
51.7% and 58.3% of Qatar’s total nominal GDP in 2010 and 2011,
respectively. Besides the oil and gas sector, Qatar’s economic growth
and significant investments have helped increase economic returns
from, petrochemicals, financial services, infrastructure development
etc. As a result, nominal GDP for the non-oil and gas sector grew at a
Compound Annual Growth Rate (CAGR) of 25.7% between 2004 and
2011. Nominal GDP for the non-oil and gas sector reached QR 267,151
million (US$ 73,292 million), or 42.3% of Qatar’s total nominal GDP, in
2011 (QSA 2012).
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The vast economic development that Qatar has witnessed in the

recent years and the impact that the latter had on raising the GDP in all
economic activities was associated with an increase in the economically
active population (15 years and above), as the latter increased by about
4 folds during the period of 2001 and 2011 (QSA 2011). Between

2001 and 2009 there was also a 4 folds increase in the numbers of
economically active non-Qatari males (QSA 2011).

According to the Qatar Statistics Authority in 2009, the percentage of
Qatari males involved in economic activities related to Labour force was
63.6 % and, for females the percentage was 36.4%. The construction
sector is the largest employer of Non Qatari’s; 50.8% of Non Qatari
males work in construction (QSA 2009). However, for Qataris the public
administration and defense, compulsory social security employs the
majority of the Qatari labour force with percentages of 61.6% and
33.1% for Qatari males and females, respectively. In 2009 37.8% of

all Qatari females involved in labour activities were working in the
educational sector (QSA 2012).

HEALTH STATUS INDICATORS

Trends in Mortality

In Qatar, the crude death rate declined from 1.88 per 1000 to 1.15 per
1000 between 2001 and 2010. Although in 2005 there was a slight
increase in the crude death rate in comparison to 2004 from 1.68 to
1.71 respectively. However, after 2005, the crude death rate continued
to decrease steadily to reach 1.15 per 1000 population in 2010

(See Fig. No 1).

The overall downward trend in the crude death rate in Qatar between
2001 and 2007, despite the slight increase in 2005, was associated
with an upward trend in life expectancy at birth. Total life expectancy
at birth increased from 74.4 in 2001 to 78.4 in 2011 according to the
Human Development Report 2011. The decline in the crude death rate
and the increase in life expectancy at birth reflect the fact that Qatar
has entered the epidemiological transition stage three (the age of
Noncommunicable Disease).

The downward trend in crude death rate and the upward trend in life
expectancy were associated with a high quality of health care in Qatar
in terms of service delivery and service provision. In 2010, Qatar had
10 hospitals with 2052 hospital beds. Additionally, 2,981 doctors were
working in the public sectors in 2010.

As government revenues increased, Qatar was able to provide free
health care to all nationals. The per capita health expenditure was USD
1,561 in 2010. Qataris and non-Qataris are required to purchases a
health card, but the cost of the card is very low and healthcare for

health card holders is heavily subsidized. The government in Qatar is
currently pursuing an alternate system of health care financing through
health insurance. This is also expected to increase the number of
private healthcare providers from the 4 private hospitals that were in
Qatar in 2010. According to the Hamad Medical Corporation (HMC)'s
annual health report, the number of Qatari doctors working at HMC
was 635 in 2010.

Figure Number 1

Crude Death Rate Per 1000 Populatio 2001-2010 in Qatar
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Noncommunicable Diseases
* Mortality

In Qatar between 2004 and 2010, the top four NCD causes of death (by
ICD10 chapter) were;

Diseases of the circulatory system;

Neoplasms,

Endocrine, nutritional and metabolic diseases; and
Diseases of the respiratory system.

In 2010, the total mortality rate for females and males due to circulatory
system diseases, neoplasms, endocrine, nutritional and metabolic
diseases, and respiratory system diseases were17.1, 12.5, 7.3, and 4.5
per 100 000 population, respectively (See Fig. 2)
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Figure Number 2

Death Rate per 100,000 for the most diseases leading to death in Qatar
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In Qatar, mortality due to diseases of circulatory systems, neoplasms,
endocrine nutritional and metabolic diseases, diseases of the
respiratory system, and diseases of the digestive system, has fallen
considerably between 2003 and the latest figures in 2010 with the
exception of mortality attributable to digestive systems which increased
from over this period. However, mortality rates in females remain
considerably higher than in males in relation to mortality due to the
above-mentioned NCDs.

* Morbidity

According to the World Health Survey (WHS) that was conducted
in 2006 in Qatar, the prevalence of hypertension was 14.4%; the
prevalence of high cholesterol was 24.7%; and the prevalence

of obesity was 28.8% among the studied population.

Qatar National Vision

The Government of Qatar launched its National Vision 2030 (QNV)

in 2008. The QNV shapes the country’s vision and sets out long-term
outcomes, in addition to providing a framework within which national
strategies and implementation plans can be developed. The QNV
reflects the aspirations of the Qatari people and the resolve of their
political leadership. The strategy is founded upon the guiding principles
of Qatar’s Permanent Constitution, which pronounces that “the State
shall foster public health; provide means of prevention from diseases
and epidemics, and their care in accordance with the law.” It puts forth
the vision that, by 2030, Qatar will be an advanced society, capable

of sustaining its development and providing a high standard of living.
Thus, the QNV 2030 consists of four pillars, human development, social
development, economic development and environmental development.
(General Secretariat for Development Planning 2008)

QNV 2030 Rests on Four Pillars

Human Social Economic Environmental

Development Development Development Development

Development Development of Development of Management of

that expands the a just and caring a competitive and the environment

such that there is

opportunities and
capabilities of all the

people of Qatar to

society based on high
moral standards, and

capable of playing a

diversified economy
capable of meetingthe

needs of, and securing

harmony between

economic growth,

enable them to sustain  significant role in the a high standard of social development

a prosperous society. global partnership living for all its people and environmental

for development. for the present and protection.

for the future.

Health is one of the key elements of the human development pillar.
This pillar aims at developing its entire people, a country’s most
valuable asset, enabling them to fully participate in the country’s
economic, social and political life. The government is committed to
secure continual human development through the establishment of
advanced health and educational systems (General Secretariat for
Development Planning 2008).

A healthy people, whose wellness is enhanced through an accessible,
effective and safe health care system is critical to the future success of
Qatar. At an individual level, health care is one of the most important
parts of life, with a person’s well-being affecting every aspect of their
quality of life. At a societal level, health care significantly affects social
productivity and economic competitiveness.

The QNV maintains that “to improve the health of Qatar’s people,
Qatar seeks to develop an integrated system for health care, managed
according to world-class standards. This system will meet the needs of
the existing and future generations and provide for an increased healthy
and long life for all citizens. All health services will be accessible to the
entire population”

Healthy people, whose wellness is enhanced through an accessible,
effective and safe health care system, are one of the core elements of
the future success of Qatar. At an individual level, health care is one
of the most important parts of life, with a person’s well-being affecting
every aspect of their quality of life. At a societal level, health care
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significantly affects social productivity and economic competitiveness.
Thus, the population being in good health is essential to achieve QNV
pillar objectives and health components should be incorporated

in all development plans (General Secretariat for Development
Planning 2008).

In 2010, the National Development Strategy (NDS) 2011-2016 (NDS)
was derived from the QNV. The NDS consists of 14 sector-specific
strategies, including the health sector. The NDS was formulated with
the aim of translating the QNV into a six-year strategy with defined
primary initiatives and outcomes that are needed to achieve QNV
goals and was launched in 2011.

National Health Strategy 2011-2016

National Health Strategy 2011-2016 (NHS) was developed in
collaboration with the health sector under the leadership of the
SCH, and with support from the General Secretariat for
Development Planning (GSDP).

The NHS takes the health care vision that was outlined in QNV in

details and sets out a more detailed plan for achieving it. It supports

its recommendations with extensive analysis, benchmarking and
stakeholder input. It aims to provide an implementable and practical
strategy that will reform and improve healthcare and the health of the
population.. Through its project plans, the NHS proposes change across
the entire health system in order to achieve the 2016 and 2030 goals set
out in the NDS and QNV. It highlights requirements for the programs’
effective implementation, including coordination, enforcement, human
resources, prioritization, monitoring and evaluation (NHS 2010).

The seven NHS goals, outlined earlier in the QNV, are (NHS 2010):

e Comprehensive world-class health care system
¢ Integrated system of health care

® Preventive health care

e Skilled national workforce

¢ National health policy

e [Effective, affordable services

* High-quality research

Each of the above mentioned goals consists of a number of projects
that has its own outputs and outcomes to track the implementation
towards achieving the goals of the NHS.

Health related Surveys in Qatar

In Qatar, data on socioeconomic and demographic aspects about the
population are provided from the census and vital statistics (births and
deaths) registration and hospital registration systems. However, little
information is available on the health of the population, particularly

on morbidity indicators. To address the lack of routine morbidity
information, the National Health Authority of Qatar in collaboration
with the planning council of the Qatar Statistics Authority and WHO's
Regional Office for the Eastern Mediterranean conducted the World
Health Survey (WHS) in 2006. WHS is a national representative
household sample survey. The WHS sample was a systematic random
sample with probability proportional to the size of the primary sampling
units (PSUs), after sorting the sampling frame by municipality and zones.
The target population of the WHS survey consisted of Qataris and
non-Qataris households and successfully covered 2423 Qatari
household and 2352 non-Qatari household.

The aim of the WHS was to compile comprehensive information on the
health of population, on the outcomes associated with the investment
in health system and baseline evidence on the way the health system
is currently functioning; and to extend the ability to monitor inputs,
functions and outcomes. It developed a group of indicators relating
to household population and individual respondents, aged 18 years
and over. The selected indicators covered the aspects of health risk
factors, morbidity prevalence, health status valuation, health system
responsiveness, health expenditure and family support networks,
including standard measures of tobacco use, nutrition, physical
activities and obesity, current employment details and work history.

Sample indicators of WHS 2006:

Risk Factors %
% admitted to being a daily smoker 11
% of smoking, but not daily 2.6
% of respondents reported an insufficient intake of fruit 81

and vegetables (less than 5 servings)

% of Qataris with an insufficient intake of fruit 84.5
and vegetables (less than 5 servings)

% of non Qataris with an insufficient intake of fruit 79.5
and vegetables (less than 5 servings)

% of respondents do insufficient physical activity 56
% of adults are overweight 39
% of adults are obese 32.1
% Qatari nationals are obese 40
% non-Qatari nationals are obese 28
% of under five children obese 43
% of respondents with hypertension 14.4
% of Qataris are hypertensive 13
% of non-Qataris are hypertensive 15
% of respondents with high cholesterol 255
% of respondents with high triglycerides 24.7
% of respondents have a high level of Low Density Lipoproteins (LDL) 44.3

% of adults are in the pre diabetic stage 10
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METHODOLOGY

The chapter explains the important features of the WHO STEPS approach including the rationale, approach,
sample design, STEPS instrument, STEPS preparations, and the major aspects of the analysis of the survey. This
includes the training procedure for interviewers and the data entry process for the completed questionnaires.

Introduction

The World Health Organization (WHO) developed the STEPS approach
as an entry point for countries to get started on chronic NCD disease
surveillance activities. The STEPS approach helps support the countries
to build and strengthen their capacity to conduct surveillance. The WHO
STEPS approach is a recommended surveillance tool for chronic disease
risk factors, and chronic diseases-specific morbidity and mortality (WHO
2005). The STEPS tool was designed to cover three different levels or
STEPS of risk factor assessment:

* STEP 1 for gathering demographic and behavioural risk factors
information by questionnaire;

® STEP 2 for collecting physical measurements with simple tests in a
household settings; and

e STEP 3 for taking blood samples for biochemical measurements.

The latter STEPS are built on standard tools to collect standardized data
that will allow regional comparison. Moreover, within each STEP there
are three levels of data collection; core, expanded and optional. These
depend on what can be accomplished in each country (WHO 2005).

In this context, risk factors refer to any attribute, characteristic or
exposure of an individual that increases the likelihood of developing

a chronic noncommunicable disease (WHO 2005). According to

WHO World Health Report 2002 the major identified behavioural risk
factors are tobacco use, harmful alcohol use, unhealthy diet ( low fruit
and vegetable consumption), and physical inactivity. While the major
biological risk factors are overweight and obesity, raised blood pressure,
raised glucose, and abnormal blood lipids and its subset raised total
cholesterol (WHO 2002).

The above mentioned eight behavioural and biological risk factors are
included in the STEPS risk factor surveillance. However, in the STEPS
implemented in Qatar harmful alcohol consumption was excluded.

The STEPS survey was implemented by a team of experts from Qatar
drawn from the fields of public health, epidemiology and statistics
under the name of national STEPwise Survey. The preparation phase
was assisted by a technical team from the WHO. There were two main
stakeholders in the Qatar STEPS project. These were the Supreme
Council of Health and the Qatar Statistic Authority. The Primary Health
Care Corporation collaborated in the implementation of the project
through facilitating the use of three of its centres for Data download.

The SCH and QSA worked in collaboration during the implementation
of the national STEPwise survey to ensure that the results obtained from
the survey are of the highest quality and are of most use to establish a
chronic NCD surveillance system in Qatar.

National STEPwise Survey Planning

A comprehensive administrative plan covering the early developmental
stage of the survey to the closing conference and the dissemination

of the results has been prepared by the Health Promotion and

NCD division at the SCH. All the related activities were arranged
chronologically alongside the duration needed for each activity.

The communication between SCH and the WHO Regional Office for
the Eastern Mediterranean started early 2011 in order to develop a
concept note to conduct a STEPS survey in Qatar. The concept note
was elaborated into a detailed project proposal including the needed
budget for the STEPS implementation in Qatar. The latter proposal
was submitted to His Excellency Minister of Public Health - Secretary
General of the Supreme Council of Health for his kind approval.

After granting the approval from His Excellency Minister of Public
Health, the budget was allocated for implementing the STEPS approach
in Qatar under the name of national STEPwise survey. Afterwards,

a two-day workshop was held in July 2011 in collaboration with

WHO Regional office for the Eastern Mediterranean to plan the
implementation with all below mentioned stakeholders:

Qatar Statistics Authority (QSA)

Primary Health Care Corporation (PHCC)
Hamad Medical Corporation (HMC)
Qatar Diabetes Association

Weill Cornel Medical College in Qatar

The aim of the workshop was to introduce the aim and the objectives of
the STEPS approach to the main stakeholders; review the STEPS tools;
modify the tools to fit into the Qatari context; review and agree on the
sample size based on the WHO manual for STEPS sample calculation;
discus the role of the interviewers, field supervisors, and the general
supervisors; review the data entry process, data management, and data
analysis and reporting.
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Afterwards, a task force was established from representatives of: the
Noncommunicable Diseases Section at the SCH; Health Intelligence
and Information Section at the SCH; QSA; and PHCC to oversee

the planning and the implementation of the STEPS in Qatar under
the name of national STEPwise survey. Official correspondents took
place with the main key partners, namely PHCC and QSA to start the
implementation process.

Ad(ditionally, Ministry of Interior support was granted to ensure their
active participation and presence in cases of emergency.

Media and advocacy action plan was developed in the planning phase
to disseminate information about the aim and the objectives of the
national STEPwise survey in order to mobilize the Qatari's population to
participate in the survey.

National STEPwise Sample Design

The STEPwise survey is a nationally representative survey that was
planned to include Qataris only. As the STEPS is a surveillance tool

for chronic disease risk factors with the aim to establish a surveillance
system for chronic disease risk factors for the stable population of
Qatar. Hence, a sample frame consisting of Qatari households only
was used in this survey. According to the WHO STEPS guidelines the
participant’s age should be between 25 and 64 years old. However in
Qatar based on consultation with WHO and following examples from
other countries the age of the participants was modified to be between
18 and 64 years old.

To ensure that the sample of households and individuals who are
interviewed are representative of all Qataris a detailed sample design
was implemented. The sampling design took into account the WHO
STEPS formula for calculating the sample size as specified in the STEPS
guidelines for participating countries.

Forming Primary Sampling Units (PSUs)

QSA has divided the whole country into small geographical areas called
Census blocks. These were enumeration areas during the Census. The
country has been divided into Primary Sampling Units (PSUs) to form an
area sampling frame. Each area frame is composed of a set of PSUs,
constructed by grouping contiguous blocks such that each PSU contains
about 60 to 70 Qatari households according to the 2010 Census frame.
The formation of PSUs respects the administrative structure of the

State of Qatar.

The number of PSUs and households in each municipality is provided in
the table below.

Municipality Qatari frame

PSUs HH
Doha 190 11,506
Al Rayyan 265 15,979
Al Wakra 41 2,295
Umm Salal 58 3,291
Al Khor 19 1,219
Al Shamal 6 371
Al Daayeen 24 1,507

Sample Size:

A WHO STEPS standard formula was used in the calculation of
the sample size based on the guidelines/recommendations of
the STEPS survey.

n=Z?* p(1-p)/e?

Where;

n= The required sample size

Z= The probability value associated with the confidence level
P= The prevalence rate of NCDs in the country

e= The desired margin of error

Here Z= 1.96 (95% confidence interval as recommended)

P= 0.5 (the conservative value of prevalence rate)

e= 0.05 (as recommended in the guidelines)

Using these values, the initial calculation comes out to: n= 384
Now the value of design effect recommended in STEPS surveys is 1.5
and the response rate will be 80%. By inflating the sample size by these

factors, the sample size comes out to be:

n= (384*1.5) /. 80
n=720

To get the desired precision for male, females and two broad age-
groups, the sample size will be: n=720*4= 2880
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Sample Design Features

The sampling unit in each stage of selection refers to the entities that
are selected for the survey. In this survey, the ultimate sampling units are
the household and individual residing within the selected household.

A two-stage sample design is used, selecting PSUs at the first stage and
a sample of households within each selected PSU at the second stage.
The unit chosen at the first stage is called the Primary Sampling Unit and
the unit selected at the second stage is called the Secondary Sampling
Unit. The details for each stage are provided in the below table:

Sampling unit and frame | Stratification Sample selection

96 PSUs from
Qatari frame are
selected.

PSUs are selected
using probability
proportional to size
sampling by explicit
stratifcation technique.

For the selection
of PSUs, the
municipalities

were considered

as stratum to

make sure that

the sample is
representative of all
the geographical
areas of Qatar.

PSUs were selected from
the frame of PSUs based
on the 2010 population
census. The PSUs are
constructed by combining
contiguous census blocks.

30 households
seleced from
each PSU.

Households
selected using
simple systematic
random sampling.

2 Households are selected
from the selected PSUs.

Procedure for the Selection of Sample PSUs

A total of 96 PSUs was selected from the Qatari frame of PSUs. In

the first stage, a systematic random sample of PSUs is drawn with
probability proportional to size (size will be the number of HH in each
PSU) from the area frames. The distribution of 96 selected PSUs among
the municipalities along with expected sample households and actual
selected number of households is presented in the table below.

As the census was conducted in April 2010 an updated list of the
selected Primary Sampling Units was carried out before the actual
enumeration. After selection of Primary Sampling Units (PSUs),
household listing was done. A team of experienced field workers, who
are familiar with the process of listing operation, was employed to

do this job. They were provided with maps of the selected PSUs with
existing households on it. They visited each household and asked them
about whether it is a Qatari household or non-Qatari household and
also they got information about the persons living in the household.

They listed any new household in the PSU and deleted the demolished
households from the list. During the listing operation it was found that

no household in one PSU out of 96 selected PSUs, therefore w 95 PSUs
were left for the selection of households.

Municipality

Actual number of
selected households

Expected number of
selected Households

Doha 30 900 900
Al Rayyan 43 1,290 1,260
Al Wakra 6 180 180
Umm Salal 9 270 270
Al Khor 3 90 90

Al Shamal 1 30 30

Al Daayeen 4 120 120

Total 96 2880 2850
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Procedure for the Selection of Sample Households

After the selection of PSUs, household listing operation (as discussed
in the previous section) was carried out in the selected PSUs. The
household listing within each sample PSU served as a sample frame for
the selection of households within each selected PSU.

In the second stage 30 households were selected from each selected
PSU by simple systematic random sampling.

Selecting Individuals within Screened Households

Interviewers visited each selected household and identified an
individual in the household who was 18 years old and knowledgeable
about the household residents to create a roster of all survey-eligible
individuals (who considered the sampled household to be their usual
place of residence, and who are between the age of 18 and 64 years
old). The list of eligible household residents on the roster was ordered
from oldest to youngest.

The personal digital assistant (PDA) device was used to generate a
random number to select one individual either male of female from
(roster of 18-64 years old individuals) within the household. Only these
selected individuals were administered the questionnaire.

Final sample information and non-response

After conducting the above described sampling, the actual sample

size was 2850 Qatari households. However, it was seen that out of
these selected households, 354 Qatari households were impossible to
interview. The main reasons for that were either the households were
empty blocks or there was a refusal to participate in the survey. As such,
the overall non-response rate was 12%.

Overall the response rate achieved was 88% households. This means
that 2496 Qatari households were interviewed.

National STEPwise survey instrument

The tool that has been used in the national STEPwise survey to collect
data and measure chronic disease risk factors is called the STEPS
Instrument (WHO 2005). An Arabic standardized version of the stepwise
data collection form (Questionnaire) was used in the survey. The STEPS
instrument was developed by the WHO and was tailored according to
the Qatari Context. (See annex no.1)

The STEPS instruments that were used in Qatar covered three
different levels or STEPS of risk factor assessment: Step 1, Step 2 and
Step 3 as follows:

Step Description Purpose
1 Gathering demographic and behavioural ~ To obtain core data on:
information by questionnaire in a * Socio-demographic information

e Tobacco use
¢ Nutritional status
o Physical activity

household setting

2 Collecting physical measurements with  To build on the core data in Step 1 and determine
simple tests in a household setting the proportion of adults that:
* Are overweight and obese and,
* Have raised blood pressure

3 Taking blood samples for biochemical To measure the prevalence of diabetes or raised
measurement in the household setting. blood glucose and abnormal blood lipids.
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Within each Step, there are three levels of data collection (the core,
expanded, and optional). In Qatar the core, expanded and optional
levels of details gathered in each step are briefly described below:

Expanded

* Basic demographic information ¢ Expanded demographic e Injury and violence
including: (Age, sex, information including: e Oral health
years at school) (highest level of

e Tobacco use education, employment,)
¢ Types of physical activity e History of tobacco use
* Sedentary behaviour * Smokeless tobacco use
® Fruit and vegetable consumption ¢ Oil and fat consumption
* History of
raised blood pressure
e History of diabetes
2 * Height and weight ¢ Hip circumference

* Waist circumference
* Blood pressure

3 ® Fasting blood glucose e HDL-Cholesterol,
e Total cholesterol LDL-Cholesterol
and triglycerides

However, in the national STEPwise survey of Qatar, more questions were
added to collect further information about the nutritional practices and
habitats in Qatar (See annex no.1). Additionally, the smoking section
was modified to accommodate the investigation of using different types
of smoking types (See annex no.1).

All the Qatar national STEPwise questionnaires were tested for cultural
applicability and sensitivity through word and pilot testing of the
questionnaires.

Guidelines

Guidelines for the utilization of the STEPS instruments were prepared
based on the WHO STEPS guidelines manual and included within the
national STEPwise packages that were provided to the data collection
teams (See annex no.2). Additionally, show cards were included in the
latter mentioned packages to show or explain the meaning of some of
the items asked (See annex no.3).
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TOOLS OF PHYSICAL MEASUREMENTS

Blood pressure

Blood pressure, both systolic and diastolic, was measured through a
recommended device by the WHO. The Omron BP785 digital blood
pressure device was used by the trained-nurses who were part of the
data collection teams. Instructions on how to use the device were
provided (See annex no.2). The nurses demonstrated the devices
during the pilot phase. Daily calibration for the devices was conducted.
According to the instructions, the blood pressure was measured while
the respondent was sitting quietly. The right hand of the respondent
was used to warp the appropriate cuff size. The cuff was wrapped and
fastened securely with the lower edge 2cm above the inner side of the
elbow joint and kept at the same level of the heart. The digital device
then gave the reading. The process was repeated three times and the
three readings were recorded. However, blood pressure was obtained
by taking the average of second and third reading for an individual.

Weight

Weight measurements were taken using the 813 Seca digital floor

scale with high capacity weighting-device. The latter device was
recommended by the WHO and each team had one device. The nurses
were trained on using the devices. Instructions on how to use the device
was provided to each of the interviews (See annex no.2). Calibration

for the devices was performed on a daily basis using a known weight.
Based on the instruction, the scale was put on a firm flat surface and the
respondents were dressed in light clothes, barefooted, facing forward
and standing still.

Height

Height measurements were captured using the Seca height measure
device 213. The latter device was recommended by the WHO. Each
team had one device. The nurses in each team were trained to take
the height measurements. Instructions on how to use the device were
provided in the tool-kit that were distributed to the interviews (See
annex no.2). Based on the instruction, the measurements were made

by the participants standing with the back against the wall and head

in the Frankfort position with heels together. The measuring stick was
moved down and placed on the top of the head. The measurement was
recorded to the nearest cm.

Waist circumference

Waist circumferences were measured using figure finder tape measure
recommended by the WHO. The measurements were made in the
mid-axillary line midway between the last rib and the superior iliac crest
while the tape was horizontally across the back. The measurement was
taken to the nearest 0.1 cm by the trained nurses.

Hip circumference

Hip circumferences were measured using finder tape measure
recommended by the WHO. The measurements were made with the
arms relaxed at the sides and the maximum circumference over the
buttocks was measured. The measurement took place over light cloth

in a private setting right after conducting the waist circumference
measurement. The measurement was taken to the nearest 0.1 cm by the
trained nurses.

Tools for biomedical investigations

Blood sugar, blood lipid and triglyceride tests were conducted using
dry chemistry equipment and supplies. The same device was utilized
for measuring blood sugar, cholesterol and triglyceride (CardioChek).
The device was recommended by the WHO. However the strips differed
as there was one strip for measuring blood glucose and the one for
lipid and triglyceride for conducting the three tests. Sample blood
was taken after 12 hours of fasting by the trained nurses in each team.
A drop of blood was applied on the top of each strip. Fingertip was
utilised to facilitate withdrawing the blood. The recorded results were
registered in the Personal Digital Assistant according to the personal
identification number.
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NATIONAL STEPWISE SURVEY PERSONNEL AND TRAINING

SCH supervisors

A STEPwise team consisting of five people (Three public health
specialist, one senior statistician, and one health educator) was
established at the SCH under the direct supervision of the Health
Promotion and Noncommunicable Diseases Manager. The team was in
charge of the daily supervision and follow up on the field supervisors.
As each SCH team member was in charge of four field supervisors.
The field supervisors used to report on a daily bases on the field work
progress in terms of the number of households visited, the registered
appointments to conduct STEP3, and any emerging issues being
faced in the field.

Field supervisors

The field supervisor team consisted of twenty-three supervisors (20
active supervisors and 3 backup supervisors). The supervisors were
selected by the Qatar Statistics Authority. Each supervisor was assigned
to a data collection team. The supervisors’ main roles were to conduct
Kish method using the personal digital assistant (PDA) to identify the
participants at the household level, acquire the written consent form
the respondents, fill in the tracking form, and report the interviewed
respondents on daily bases with the appointed cases for the biomedical
test and any emerging issues to the SCH supervisors. The supervisors
participated in the STEPS training course in order to be fulfilling their
tasks. A detailed term of references was provided to each supervisor
(See annex no.4).

Data collectors

A total of 60 people (40 females and 20 males) participated in the

data collection process. Due to cultural considerations, more female
interviewers were recruited than males. The 60 data collectors were
recruited from Primary Health Care Corporation, Hamad Medical
Corporation, Supreme Council of Health, Qatar Diabetes Association,
and Qatari Red Crescent. Announcements were made about the need
to recruit data collectors for the STEPS among the latter organization to
recruit data collectors in January 2012 and interviews were conducted
with the applicants to select the 60 participants from 200 applicants.
Among the 60 selected data collectors, 20 health professionals (nurses,
health educators) were selected in order to conduct the physical and
biomedical measurements. Additionally a back up team was recruited
consisting of 10 persons. The data collectors were trained on the STEPS
tool. A detailed term of reference was provided to each data collector
(See annex no.4).

Training of the data collectors and supervisors

In order to ensure that the data collection process was performed to the
highest possible standard, intensive one week training was provided for
the selected data collectors and field supervisors.

A four-day workshop from the 27* of February to the 1%t of March 2012
was conducted by the WHO team for the selected 60 interviewers,

the 20 field supervisors, 5 SCH supervisors, 10 back up interviewers,

3 back up supervisors and representatives from Weill Cornell Medical
College Qatar and QSA.. The training was in English however Arabic
interpretation was also provided. During the workshop the interviewers
were divided into twenty groups of field teams. Each team consisted of
two male interviewers and one female interviewer. A field supervisor was
assigned to each team. Additionally, each SCH supervisor was in charge
of following up on four field teams.

The training programme for the workshop covered a number of aspects,
including administrative issues, fieldwork planning, a review of all
materials, the utilization of the Personal Digital Assistant, consents and
confidentiality, and also how to conduct an interview and obtain the
physical and biomedical measurements. Further sessions were held

on the interview procedure in the field, supervision in the field and
report procedures, the general structure of the survey team and the
role of all members of the team. A detailed agenda was developed for
the training (See annex no. 5). An additional session was held for the
field supervisors to train them on how to use the kish table, fill in the
tracking form, and report the biomedical appointments. For the health
professionals among the team sessions were conducted on how to use
the physical and biomedical tools.

The last day of the workshop included morning sessions where the
participants’ demonstrated actual interviews with selected participants
among their teams. A feedback session was conducted afterwards.

Bi-weekly meetings with the supervisors and interviewers were
conducted during the survey data collection phases to address any
concerns or issues faced by the teams in the field.
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STEPWISE IMPLEMENTATION

Organization process of the team

Well defined relations between the field team members were
established to avoid function overlap and ensure full cooperation. Thus,
twenty Teams of field interviews were formed. Each team consisted of
three data collectors (two females and one male) in addition to one field
supervisor. One nurse or health professional for conducting the physical
and biomedical measurements was included in each team. Each SCH
supervisor was assigned four field teams. The exact time for either
supervision or actual work has been defined to avoid loss of time of
both participants and members of the teams.

Data collection duration

The data collection process required 10 weeks to be completed (from
the 7th of March 2012 to the 12th of May 2012). The teams conducted
interviews in the afternoon between 4 pm and 9 pm everyday except for
Friday. They also conducted interviews on Saturday mornings.

Data collection settings

The interviews were conducted over the main municipalities in Qatar.
Each team was assigned to a certain geographical area based on the
population clusters provided by QSA. The supervisors approached the
selected households in each cluster, explained to them the aim and
objectives of the survey and sought their consent to participate in the
survey. After consenting to participate in the survey the supervisors
used to conduct Kish method to select the participant at the household
level then the interview would take place. Each interview took place

in a secure setting at the household level. Each participant was
interviewed at his/her household. As biomedical tests require 12 hours
of fasting, appointments were given based on agreement between

the interviewers and the respondents to and were conducted at the
household level on Saturdays. However, for the respondents that didn't
prefer to have the tests on Saturdays, other dates were appointed at
their convenience in consultation with their respective teams. A number
of respondents preferred to have their biomedical tests at the SCH, thus
there was a standby nurse at the SCH to conduct the STEPS biomedical
tests based on previous appointments.

Data management

The data were entered on Personal Digital Assistant during the
interviews. The PDA belonged to QSA and specific software, developed
by the WHO for STEPS, was installed on the PDAs. The PDAs were
tested during the training. Each team was provided with two PDAs.
Entering the data directly into the PDA replaced the paper-based data
entry. The PDA software did not accept any outlier value and would

not carry on to the next question unless the value of the previous
question was entered. Yet jumping on the skipped questions were
provided. The data on the PDA was downloaded on a daily basis from
the 8th of March till the 12th of May 2012 to the below mentioned data
download- points:

e SCH

e QSA

e Al-Wakra PHCC

e Al Rayyen PHCC
e Mesaimeer PHCC

Each participant was allocated an identifier code (PID). The PID code
consisted of 5 digits the first 3 digits were the cluster number and the
second two digits were the house listing number in the cluster.

Sample weights

In order to ensure that each household in Qatar and each Qatari aged
between 18 and 64 years old in Qatar has an equal probability of
being selected into the sample, the data were weighted during the
analysis to account for this differential selection probability and to have
representative results for the population. Hence, during the analysis
the data were weighted using weighting factors calculated from the
sizes of the different PSUs and to account for households that did not
respond to the survey. Additionally, the data were weighted to account
for the eligible individuals that did not respond to the survey at the
household level.

Furthermore, adjustments were applied to the data set to correct for
under or over representation of some age-sex groups based on data
from the 2010 Census Qatari population. As the 2010 census data on
Qatari gives us the total number of males and females in each of the
age groups for which we wish to report data (i.e. Total number of males
aged 25-44, total number of females aged-25-44, etc.).
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Data analysis

Data analysis process ranged from creating the database to producing
the final report. The data analysis was conducted in a standard way
abiding by the guidelines of the WHO for STEPS survey analysis. The
data were cleaned properly and no missing variables were found. A
workshop for analyzing the data was conducted between 8th and 12th
July 2012 (See annex no.6). The analysis was led by an expert from the
WHO headquarters in collaboration with the SCH data analysis team.
The data were analyzed using EPI-info. Descriptive statistics were used
as frequency, percentage, mean and medians. Also, 95% confidence
intervals around the means and rates were presented and used for the
detection of significant difference among groups. Towards the end

of the workshop the STEPS standard data book and fact sheet were
produced (See annex no 7).

Quality Assurance

Throughout the survey implementation quality assurance procedures
were conducted to ensure that accurate and reliable data were
obtained. The following activities were carried out:

e The Utilization of the Personal Digital Assistant: PDA for data
collection has been used to replace the paper-based survey tools.
All the software instruments were developed by the WHO and were
installed in the PDAs and every team had two PDAs.

* The PDA software did not accept any outlier value. Additionally
it would not carry on to the next question unless the value of the
previous question was entered.

* In-depth interviews: key contacts, including the survey staff, and
other partners associated with the survey were interviewed to assess
the progress of the survey.

e The use of Personal Identity Code (PID): as the use of PID as an
identifying code helped in cleaning the data and tracking the
missing values in case existed.

* Continuous follow up by the SCH supervisors was applied on
daily basis throughout the survey implementation to identify any
emerging issues in the data collection process.

¢ Daily download of the data at the data download points to review
the accuracy of the entered data, identify and track the correct PID.

* Bi-weekly meeting: the meetings were to clarify any
inquiries and provide feedback on the data that had been
downloaded from the PDA.

® The data were cleaned and analyzed in collaboration
with the WHO team.
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Ethical consideration

All ethical procedures were followed throughout the implementation
of the survey. This was included in the design, training, and
implementation stages. All required information was provided to the
participants before taking part in the survey through the distribution of
the information sheet that clarify the aim and objectives of the survey
(See annex no. 8). A written consent for participating in STEP1 and
STEP2 was acquired from the participants. Moreover, an additional
consent was obtained for participation in STEP3 from all participants
(See annex no.9). All participants were assured that the information
provided would be confidential and would only be used for scientific
purposes. It was stressed to the participants that they had the right to
refuse the participation and withdraw from the interview at any stage.
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RESULTS
3.1 Demographic information results
INTRODUCTION

Qatar national STEPwise survey collected information on the sociodemographic profile of all those who lived in
the selected Qatari households. The respondents were randomly selected from all Qatari adults aged 18 and
64 listed as living in the households. Only one individual was selected from each household for the interviews.
This chapter presents the results for the sociodemographic profile of the respondents in terms of age group
and sex of the respondents, highest level of education achieved by the respondents, marital status of the
respondents, respondents’ employment status, and the proportion of respondents where there was a family

relationship between the parents.

Summary information by group and sex

The results show that the percentage of Qataris in the surveyed
household who were in the 18 to 44 age group was almost double the
percentage of Qataris in the 45 to 64 age group.

In relation to sex distribution in the latter two age groups, women
outnumbered men with almost same percentage in the two categories
with 58.3% and 56.8% of women participants in the age group 18-44
and 45-64, respectively. See table 3.1.

Table 3.1: Age group and sex of the participants

Age group and sex of respondents

Marital status

The results highlight that almost two-thirds of the population (69.8%)
were then married, while (21.4%) had never been married. There are
very few people who were divorced (5.1%) or widowed (3.7%).

A higher proportion of men compared to women reported to be
currently married (76% married men vs. 65.3% married women). A
higher percentage of men and women who have not been married were
reported in the age group 18-44 than to the age group 45-64 as the
percentages were 28.4% and 30.1% among women and men aged 18
to 44, respectively. See Table 3.2.

Table 3.2: Marital status of the participants

Marital status

Age Group(years) Men Women Both Sexes Age Men

Group
18-44 722 41.7 1008 58.3 1730 69.3 18-44 722 30.1 67.0 2.5 0.4
45-64 331 43.2 435 56.8 766 30.7 45-64 331 1.2 95.5 3.3 0.0
18-64 1053 42.2 2496 57.8 2496 100.0 18-64 1053 21.0 76.0 2.8 0.3

Marital status

Age Women

Group

18-44 1008 28.4 64.7 53 1.7
45-64 435 6.0 66.7 10.6 16.8
18-64 1443 21.6 65.3 6.9 6.2

Marital status

Age Both Sexes

Group

18-44 1730 291 65.7 4.1 1.2
45-64 766 3.9 791 7.4 9.5

18-64 2496 21.4 69.8 5.1 3.7
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Level of education
The results demonstrate that the overall mean of years of education In relation to the level of education, the results show that a third of
for the respondents was 11.9 years. Men had a slightly higher mean participants completed their college/university education (31.9%) and
number of years of education than that of women (12.4 vs. 11.6 yeas). 31.7% of the participants finished their high school education. However,
It is worth reporting that the mean number of years of education the percentage of women in the age group 18-44 who completed
among women in the age group 18-44 is noticeably higher than mean university was higher than that among men as the percentages were
among women age group 45-64 as the means were 12.9 and 8.7 years, 35.7% and 28.8%, respectively. The overall percentage of participants
respectively. See table 3.3. with no formal schooling was 6.4 %. Yet the proportion of women

with no formal schooling was higher than that among men (9.3 % vs.
2.8%). See table 3.4.

Table 3.3: Mean number of years of education

Mean number of years of education

Age Group Both Sexes
(years)

18-44 721 12.8 1008 12.9 1729 12.9
45-64 330 11.4 435 8.7 765 9.9
18-64 1051 12.4 1443 11.6 2494 1.9

Table 3.4: Highest level of education

Highest level of education

Age Men

Group

(years) % No formal schooling | % Less than primary school | % Primary school completed | % Secondary % High % College/ % Post graduate
school completed school completed University completed degree completed

18-44 722 0.4 1.9 8.2 17.9 38.8 28.8 4.0

45-64 331 7.9 4.2 16.3 15.1 16.0 32.3 8.2

18-64 1053 2.8 2.7 10.7 17.0 31.6 29.9 53

Highest level of education

Age

Group

(years) % No formal s ing | % Less than primary school | % Primary school completed | % Secondary % High % College/ % Post graduate
school completed school completed University completed degree completed

18-44 1007 3.9 3.4 5.1 10.1 39.4 35.7 2.5

45-64 435 21.8 133 13.6 10.1 13.8 26.2 1.1

18-64 1442 9.3 6.4 7.6 10.1 31.7 32.8 2.1

Highest level of education

Age Both Sexes

Group

(years) % No formal schooling | % Less than primary school | % Primary school completed | % Secondary % High % College/ % Post graduate
school completed school completed University completed degree completed

18-44 1729 2.4 2.8 6.4 13.4 39.2 32.8 3.1

45-64 766 15.8 9.4 14.8 12.3 14.8 28.9 4.2

18-64 2495 6.5 4.8 8.9 13.0 31.7 31.6 34
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Employment status

Overall 47.8% of respondents reported to be government employees
and only 5.2% worked in the non-government sector while 45.9% of
the participants were engaged in unpaid work. There were higher
proportions of governmental employees among men than that among
women (66% vs. 34.5%). The percentage of unpaid work among
women was almost three folds than that among men (62.1% vs.
23.7%). See table 3.5.

Table 3.5: Employment status

Employment status

Parental consanguinity
The results illustrate that the overall consanguinity of the respondents

was 37.3% with slight differences between the two age groups and
between men and women. See table 3.6.

Table 3.6: Consanguinity

Consanguinity

Age Men Age Both Sexes
Group Group
(years) % Government | % Non-government % Self-employed | % Unpaid (years)

employee employee
18-44 715 70.5 10.1 1.8 17.6 18-44 722 39.1 1008 37.4 1730 38.1
45-64 324 56.8 4.9 1.9 36.4 45-64 331 36.9 435 34.3 766 35.4
18-64 1039 66.2 8.5 1.8 23.5 18-64 1053 38.4 1443 36.5 2496 37.3

Employment status

Age

Group

(years) % Governmen % Non-government % Self-employed | % Unpaid
employee employee

18-44 1005 423 35 0.5 53.7

45-64 433 16.4 1.2 0.9 81.5

18-64 1438 345 2.8 0.6 62.1

Employment status

Group
(years) % Government | % Non-government % Self-employed | % Unpaid
employee employee

18-44 1720 54.0 6.2 1.0 38.7

45-64 757 33.7 2.8 1.3 62.2

18-64 2477 47.8 52 1.1 45.9




QATAR STEPWISE REPORT 2012
RESULTS

36 | 37

3.2 Behavioural measurement
INTRODUCTION

The national STEPwise survey in Qatar collected information on the major behavioural risk factors related

to chronic noncommunicable diseases The main behavioural risk factors were studied among Qatari aged
between 18 and 64 are: tobacco use, unhealthy diet (low fruit and vegetable consumption), physical inactivity.
The data on the latter was collected among the studied population using the STEPS questionnaire.

This chapter studies the major behavioural risk in relation to NCDs that has been identified in the STEPS

guidelines under STEP1.

3.2.1 Tobacco use

Data on tobacco was collected from Qatari aged between 18 and 64;
the STEPS standard interview tool was utilized to collect information on
the current and previous smoking status in Qatar in terms of percentage
of the studied population who currently smoke any tobacco products.
For example cigarettes, cigars; the smoking status of any tobacco
products; daily no-daily, past smoker or never smoked; the mean age of
initiation and mean duration of smoking in years among daily smoker;
the percentage of smokers who use manufactured cigarettes among
daily smoker; the mean amount of tobacco used by daily smokers per
day ;the percentage of ex-daily smokers among all respondents and

the mean duration, in years since ex-daily smokers quit smoking daily;
the percentage of current smokers who have tried to stop smoking the
last 12 months; the percentage respondents exposed to environmental
tobacco smoke at home on one or more days in the 7 days prior to their
STEPS interview; and presents the percentage of respondents who were
exposed to environmental tobacco smoke in the workplace on one or
more days in 7 days before the STEPS interview.

Table 3.7: Percentage of current smokers

Percentage of current smokers

Age Group(years)

Current smoking Status

The overall prevalence of smoking was 16.4% among the studied
population. However, the percentage of smoking among men was
almost twenty seven folds higher than that among women (31.9 vs. 1.2).
Regarding the age specific smoking rate among men, it is noticed that
the proportion of current smokers among the age group 18-44 is higher
than that among the age group 45-64 (33.5% vs. 25.7%). See table 3.7.

Both Sexes

33.5

% Current smoker
1.3

18-44 722 28.6-38.4 1008 0.4-2.1 1730 17.4 14.9-19.9
45-64 331 257 19.3-32.1 435 1.1 0.1-2.1 766 12.6 9.3-16.0
18-64 1053 31.9 27.9-35.9 1443 1.2 0.5-1.9 2496 16.4 14.3-18.4
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Smoking status of any tobacco products

Overall, only 14.7 % of the studied population reported being a daily smoker. However the prevalence of daily smoking among men was 29.1%
compared to 0.6 % among women. Daily smoking is higher among men in the age group 18 to 44 than that among men in the age group 45 to 64
as the percentages of daily smoking among men based on age groups were 30.6 and 23.2, respectively. See table 3.8.

Table 3.8: Smoking status

Smoking status

Age Group
(years)

Current smoker Non-smokers

2 oy o aoncaly | s e o

18-44 722 30.6 25.9-35.3 2.9 1.2-45 7.0 4.1-9.9 59.5 53.8-65.2
45-64 331 23.2 16.8-29.6 2.4 0.5-4.4 16.1 9.9-22.4 58.2 49.9-66.5
18-64 1053 29.1 25.2-32.9 2.8 1.4-4.2 8.9 6.1-11.6 59.3 54.3-64.2

Smoking status

Age Group Women

Current smoker

(years)
. o
0.6

95% ClI % Non-daily 95% Cl
0.6

Non-smokers

% Past smoker 95% Cl % Never smoker 95% Cl

18-44 1008 0.1-1.2 0.0-1.3 0.2 0.0-0.5 98.5 97.6-99.4
45-64 435 0.6 0.0-1.2 0.6 0.0-1.4 0.4 0.0-0.9 98.4 97.3-99.6
18-64 1443 0.6 0.1-1.1 0.6 0.1-1.1 0.3 0.1-0.5 98.5 97.7-99.3

Smoking status
Age Group Both Sexes
(years)

Current smoker

Non-smokers

18-44 1730 15.6 13.2-18.1 1.7 0.9-2.6 3.6 2.2-51 79.0 76.1-81.9
45-64 766 11.2 7.9-14.5 1.4 0.4-2.4 7.8 4.7-10.9 79.6 75.0-84.1
18-64 2496 14.7 12.7-16.7 1.7 1.0-2.4 4.5 3.2-5.9 791 76.6-81.6
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Mean age of initiation and mean duration of smoking in years among daily smoker

The overall mean age of starting smoking among the daily smokers was 18.9 years. Concerning the duration of smoking, the overall mean duration
of smoking among daily smoker was 15.8 years. See table 3.9.

Table 3.9: Mean age started smoking and mean duration of smoking

Mean age started smoking

Mean duration of smoking

Age Women

Group
v ..

Group
(years) Me. 95% ClI Mean % Cl Meal 5% Cl
durati duration durati

18-44 18.5 17.8-19.3 24.2 15.4-33.0 238 18.6 17.8-19.4 18-44 231 12.5 11.4-13.6 11.8 7.4-16.2 12.4 11.3-13.5
45-64 80 20.5 18.0-23.0 5 21.4 11.1-31.8 85 20.5 18.1-23.0 45-64 80 32.5 29.3-357 5 33.0 16.8-49.2 85 325 29.4-35.6
18-64 311 18.8 18.1-19.6 12 23.7 15.7-31.6 323 18.9 18.1-19.8 18-64 311 15.7 14.2-17.3 12 16.1 9.7-22.6 323 15.8 14.2-17.3

Manufactured cigarettes smoke among daily smoker

The majority ofdaily smokers smoked manufactured cigarette (80.6%). The proportion of men who smoke manufactured cigarettes was slightly
higher among the age group 18 to 44 than that among the age group 45 to 64. See table 3.10.

Table 3.10: Manufactured cigarette smokers among daily smoker

Manufactured cigarette smokers among daily smoke

Age Both Sexes

Group

) - % Manufactured cigarette smoker | 95% Cl - % Manufactured cigarette smoker | 95% ClI - % Manufactured cigarette smoker | 95% ClI
18-44 76.4-87.6 22.6-100.0 76.1-87.3
45-64 81 75.4 60.6-90.2 5 69.3 17.4-100.0 86 75.2 60.7-89.7

18-64 314 80.9 75.7-86.1 12 66.9 28.8-100.0 326 80.6 75.4-85.8
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The mean amount of tobacco used by daily smokers per day

The overall mean number of manufactured cigarettes used by daily smoker was 13.6 cigarettes per day being almost the same mean among men.
The mean amount of tobacco by type used by daily women smoker was not reported due to the small number of n for women (n less than 50).
However the mean number of manufactured cigarettes among men in the age group 45-64 is higher than that among the age group 18-44 as the
mean values were 18.3 and 12.6 cigarettes per day, respectively. See table 3.11.

Table 3.11: Mean amount of tobacco used by daily smokers by type

Mean amount of tobacco used by daily smokers by type

Age

Group

(years) Mean # of manufactured cig. | 95% ClI Mean #of hand-rolled cig. 95% ClI Mean # of pipes of tobacco 95% Cl
18-44 230 12.7 11.1-14.3 214 0.0 0.0-0.0 214 0.1 0.0-0.2
45-64 79 18.5 13.2-23.8 75 0.0 0.0-0.0 74 0.1 0.0-0.3
18-64 309 13.6 12.1-15.2 289 0.0 0.0-0.0 288 0.1 0.0-0.2

Mean amount of tobacco used by daily smokers by type

Age

Group

(years) Mean #of cigars, 95% ClI Mean # of other 95% ClI
cheroots, cigarillos types of tobacco

18-44 224 0.7 0.1-1.3 218 0.5 0.2-0.8 216 0.0 0.0-0.0

45-64 77 0.1 0.0-0.3 78 1.0 0.0-2.2 77 0.0 0.0-0.0

18-64 301 0.6 0.1-1.1 296 0.6 0.2-0.9 293 0.0 0.0-0.0

Mean amount of tobacco used by daily smokers by type

Age ‘ Both Sexes

Group

(years) _ Mean # of manufactured cig. | 95% ClI _ Mean #of hand-rolled cig. 95% ClI _ Mean # of pipes of tobacco 95% ClI
18-44 236 12.6 11.0-14.2 221 0.0 0.0-0.0 221 0.1 0.0-0.2
45-64 84 18.3 13.2-23.4 80 0.0 0.0-0.0 79 0.1 0.0-0.3
18-64 320 13.5 12.0-15.0 301 0.0 0.0-0.0 300 0.1 0.0-0.2

Mean amount of tobacco used by daily smokers by type

Age Both Sexes

Group

(years) Mean #of cigars, % Cl Mean #of shisha sessions 95% ClI Mean # of other 95% ClI
cheroots, cigarillos types of tobacco

18-44 231 0.7 0.1-1.2 225 0.5 0.2-0.8 223 0.0 0.0-0.0

45-64 82 0.1 0.0-0.3 83 1.0 0.0-2.1 82 0.0 0.0-0.0

18-64 313 0.6 0.1-1.1 308 0.6 0.3-0.9 305 0.0 0.0-0.0
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Ex-smoking status
The results show that the overall proportion of ex-daily smokers was Current smokers who have tried to stop smoking the last 12 months
3.9% with 7.8% among men and 0% among women. There was an
increasing trend of proportion of ex-smoking as the age advanced. The percentage of current male smokers who tried to quit smoking in
the last 12 months prior to the interview was 56.9%. The proportion
Regarding the duration since quitting daily smoking, the overall mean of males who have tried to stop smoking in the age group 18-44 was
duration was 12.2 years. The duration is higher among the age group higher than that among the age group 45-64, as the percentages were
45-64 than that among the age group 18-44. See table 3.12. 58.3 and 49.8, respectively. See table 3.13.
Table 3.12: Ex-daily smokers among all respondents and mean years Table 3.13: Current smokers who have tried to stop smoking

since cessation

Ex-daily smokers among all respondents

Age Both Sexes Age Both Sexes
Group Group
(years) % ex % ex % ex (years) % 95% Cl % 95% Cl % 95% Cl
daily daily daily
smokers smokers smokers
18-44 722 5.7 2.8-8.7 1008 0.0 0.0-0.0 1730 2.9 1.4-4.4 18-44 253 58.3 50.8-65.9 - - - 265 57.9 50.4-65.4
45-64 331 15.9 9.8-22.1 434 0.2 0.0-0.5 765 7.6 4.6-10.6 45-64 88 49.8 38.9-60.6 - - - 95 50.1 39.4-60.8
18-64 1053 7.8 5.3-10.4 1442 0.0 0.0-0.1 2495 3.9 2.6-5.2 18-64 341 56.9 50.2-63.6 - - - 360 56.6 49.9-63.3

Mean years since cessation

Age Men Women Both Sexes

Group

(years) Mean | 95% CI Mean % Cl Mean % Cl
years years years

18-44 42 5.3 3.0-7.5 - - - 42 5.3 3.0-7.5

45-64 39 21.7 15.9-27.5 - - - 40 21.7 16.0-27.4

18-64 81 12.2 7.9-16.6 - - - 82 12.2 7.9-16.6
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Exposure to environmental tobacco smoke

At home, 22.2% of all respondents were exposed to environmental However, at work 18.5 % of respondents reported being exposed to

tobacco (ET) smoke on one or more days in the past seven days priorto  environmental tobacco smoke on one or more days in the past seven

the interview. The proportion of men who were exposed to ET smoke at  days prior to the interview. The proportion of men who was exposed

home was higher than that among women (27.2% vs. 17.3%). However to ET smoke at work was significantly higher than that among women

for both men and women the ET smoke exposure was higher among the  (31.5% vs. 5.7%). However men ET smoke exposure was higher

age group 18-44 than that among the age group 45-64. See table 3.14. among the age group 18-44 than that among the age group 45-64.
See table 3.15.

Table 3.14: Exposure to environmental tobacco smoke in the home on Table 3.15: Exposure to environmental tobacco smoke in the work on
one or more occasions in the past 7 days one or more occasions in the past 7 days

Exposed to ETS in home on 1 or more of the past 7 days Exposed to ETS in the workplace on 1 or more of the past 7 days

Age Both Sexes Age Both Sexes

Group Group

P 95% CI 95% CI 95% CI - 95% CI 95% CI % Cl

Exposed Exposed Exposed Exposed Exposed Exposed
18-44 315 25.9-37.1 1003 19.2 15.4-23.0 1723 25.4 21.8-28.9 18-44 718 344 28.5-40.3 3580 1709 20.2 16.9-23.5
4564 329 105 46163 430 107 71142 759 106 7.5-13.6 4564 325 19.9 145254 419 54 2583 744 124 9.5-15.2

18-64 1049 272 22.2-32.2 1433 173 14.1-20.4 2482 222 19.0-25.3 18-64 1043 315 26.4-36.5 1410 5.7 3.8-7.5 2453 185 15.8-21.3
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3.2.2 Dietary patterns

Data on dietary habits was collected among the studied population using the STEPS1 tool to generate
information on the mean number of days of fruit and vegetable consumption; the mean number of fruits,
vegetables and combined fruits and vegetables serving on average per day among the respondents; the
percentage of respondents whom eat less than five servings of fruits and or vegetables on average per day;
the type of oil or fat that is mostly used for meal preparation in households.

Number of days of fruits and vegetables consumed per week Mean number of servings of fruits and vegetables consumed per day
The overall mean number of days of fruit consumption was 3.4 days
with slight differences between men and women, 3.7 and 3.2,
respectively. While the overall mean number of days of vegetables
consumption was 5.5 days with almost similar means for both men
and women. See table 3.16.

The overall average number of fruit servings was 0.8 serving per day.
Men consumed slightly more fruits than women (0.9 vs. 0.7 serving per
day). The overall average number of vegetable servings was higher

than that of fruits as the average number of vegetable servings was 1.4
serving per day. Men and women shared the same average of vegetable
consumption. See table 3.17.

As for the overall average number of combined fruit and/or vegetable
servings, the reported value was 2.2 per servings per day. See table 3.17.

Table 3.16: Mean number of days fruits and vegetables
consumed per week

Table 3.17: Mean number of serving of fruits and vegetables on
average per day

Mean number of days fruit consumed in a typical week

Mean number of servings of fruits on average per day

Age Both Sexes Age Both Sexes
Group Group
(years) Mean Mean Mean (years) Mean Mean Mean

number number number number number number

of days of days of days of servings of servings of servings
18-44 721 3.4 3.0-3.7 1004 3.0 2.7-33 1725 3.2 2.9-3.4 18-44 719 0.8 0.7-1.0 1003 0.7 0.6-0.8 1722 0.8 0.7-0.9
45-64 330 4.8 4.4-52 432 3.8 3.4-4.2 762 4.3 4.0-4.6 45-64 329 1.3 1.0-1.5 432 0.9 0.8-1.0 761 1.1 0.9-1.2
18-64 1051 3.7 3.3-4.0 1436 3.2 2.9-3.4 2487 3.4 3.2-3.7 18-64 1048 0.9 0.7-1.1 1435 0.7 0.6-0.8 2483 0.8 0.7-0.9

Mean number of days vegetables consumed in a typical week

Mean number of servings of vegetables on average per day

Age ‘ Men ‘ Both Sexes Age ‘ Both Sexes
Group Group
(years) Mean 95% Cl Mean 95% Cl Mean 95% Cl (years) Mean 95% Cl Mean 95% Cl Mean 95% CI
number number number number number number
of days of days of days of servings of servings of servings
18-44 5.3-5.8 1005 5.0-5.5 1726 5.2-5.6 18-44 1.2-1.5 1003 1115 1722 1.2-15
45-64 331 6.0 5.7-6.4 434 5.7 5.4-6.0 765 5.9 5.6-6.1 45-64 329 1.6 1.3-1.8 433 1.6 1.3-1.9 762 1.6 1.4-1.8
18-64 1052 5.7 5.5-5.9 1439 5.4 5.1-5.6 2491 5.5 5.3-5.7 18-64 1048 1.4 1.2-1.6 1436 1.4 1.2-1.6 2484 1.4 1.2-1.6

Mean number of servings of fruits and/or vegetables on average per day

Age ‘ Both Sexes
Group
(years) Mean 95% Cl Mean 95% Cl Mean 95% Cl
number number number
of servings of servings of servings
18-44 1.9-2.5 1007 2.0 1.8-2.2 1727 1.9-2.3
45-64 331 2.8 2.3-32 434 2.5 2.2-28 765 2.6 2.3-3.0
18-64 1051 23 2.0-2.6 1441 21 1.9-24 2492 22 2.0-2.5
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Consuming less than five servings of fruits and/or vegetables per day

The majority of respondents reported consuming less than five servings
of fruits and/or vegetables on average per day as the overall percentage
was 91.1%, with very narrow difference between men and women
(91.9% vs. 90.4%). However, women in the age group 18 to 44 were
more likely to consume less than 5 servings of fruits or vegetables per
day than women in the age group 45-64 (91.6% vs. 86.3%). Additionally,
men in the age group 18 to 44 were more likely to consume less than 5
serving of fruits or vegetables per day than men in the age group 45-64
(92.9% vs. 88.1%). See table 3.18.

Table 3.18 Percentage of respondents consuming less than five serving
of fruits and/or vegetables on average per day

Less than five servings of fruits and/or vegetables on average per day

Group
(years) % < five | 95% ClI
servings

per day

% < five | 95% CI % < five | 95% CI
servings servings
per day per day

18-44 720 92.9 88.8-97.0 1007 91.6 88.1-95.0 1727 922 88.9-95.6
45-64 331 88.1 82.8-93.4 434 86.3 80.5-92.1 765 87.2 82.5-91.9
18-64 1051 91.9 87.8-96.1 1441 90.4 86.8-94.0 2492 911 87.7-94.6

Type of most commonly used fat or oil for food preparation

The vast majority of the respondents used vegetable oil for food
preparation as 96.4% reported using vegetable oil for meal preparation
at the household level. Lard was used by only 2.3% of the respondents
for food preparation. See table 3.19.

Table 3.19: Type of oil or fat most often used for meal
preparation in household

Type of oil or fat most often used for meal preparation in household

% 95% Cl 95% ClI 95% Cl 95% ClI
use-holds) | Vegetable Lard Butter Margarlne

2487 96.4 95.3-97.5 1.6-3.0 0.0-0.2 0.0-0.6

Type of oil or fat most often used for meal preparation in household

2487 0.0-1.4 0.0-0.4 0.0-0.1
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3.2.3 Physical activity

Data was collected from the studied population using the STEPS

tool and guidelines through interviews to generate information on:

the percentages of respondents level of physical activities based on
pre classified three categories (low, moderate, high); the mean and
median minutes of time spent in total physical activity; the mean and
median minutes spent in work, transport and recreation-related to
physical activity on average per day; the percentage of respondents
classified as doing no physical activity in relation to work, transport or
recreational activity; the percentage of work, transport, and recreational
activity contributing to total activity; the percentage of respondents not
engaging in vigorous physical activity; the minutes spend in sedentary
activity on a typical day.

Level of total physical activities

The participants were classified into three levels of physical activities
(low, moderate, and high) based on total time spent in physical activity
during a typical week, the number of days as well as the intensity of
the physical activity (See annex no.3). The results were as follows: the
overall prevalence of low level of physical activity was 45.9%. Women
had higher levels of low prevalence of physical activity than men (54.2%
vs. 37.4%). Additionally, the overall prevalence rate of moderate level
of physical activity was 22.8%. In this regard men had a slightly higher
prevalence rate than women (24.6% vs. 21.0%). However, the overall
prevalence of high level of physical activity was 31%, being higher

among men than women as the rates were 38.1% and 24.8, respectively.

See table 3.20.

Table 3.20: Percentages of participants by total level of physical activity

Level of total physical activity

Age Men

Group

(years) % Low 95% Cl % Moderate | 95% ClI % High

18-44 704 34.3 29.0-39.6 235 20.0-27.0 422 37.2-47.2
45-64 326 49.0 42.5-55.6 28.7 22.7-34.6 22.3 16.4-28.2
18-64 1030 37.4 32.6-42.1 24.6 21.4-27.8 38.1 33.8-42.4

Level of total physical activity

Age
Group

(years) % Low 95% Cl % Moderate | 95% ClI % High 95% ClI

18-44 987 52.3 47.1-57.6 22.2 18.8-25.7 25.4 20.4-30.4
45-64 425 60.6 53.4-67.8 16.8 11.5-22.1 22.6 17.0-28.3
18-64 1412 54.2 49.2-59.3 21.0 18.0-24.0 24.8 20.3-29.3

Level of total physical activity

Age ‘ Both Sexes

Group
433 33.8

18-44 1691 39.3-47.3 22.9 20.3-25.4 30.2-37.4
45-64 751 55.2 49.9-60.4 22.4 18.1-26.7 22.5 18.4-26.6
18-64 2442 45.9 42.2-49.6 22.8 20.4-25.1 313 28.2-34.5
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Time spent of total physical activity per day

The overall mean time spent in total physical activity was 103.9 minutes Table 3.21: Mean minutes of total physical activity on average per day
per day. Men spent more time practicing total physical activity per
day than women as the mean values were 120.5 and 87.8 minutes
per day, respectively. Men and women in the age group 18-44 spent Age Both Sexes
longer time practicing such activity than those in the age group 45-64. 8:;‘:5 ..m.
See table 3.21. minutes minutes
18-44 1334 111.0-1557 987 7211128 1691 1129 99.4-126.4
4564 326 714 55.7-87.2 425 719 537901 751 717 58.7-84.7
1864 1030 1205  102.0-139.1 1412 87.8 704-105.1 2442 1039  923-1155

The overall median time spent of total physical activity per day was 37.1 minutes per day. However, the median value among the men was higher
than that among women (55.7 vs. 23.6 minutes per day) which indicates that men spend more time practicing total physical activity than women.
Men in the age group 18-44 spend longer time in total physical activity than those in the age group 45-66. See table 3.22.

Table 3.22 Median time of total physical activity per day

Median minutes of total physical activity on average per day

Age Both Sexes

Group

18-44 17.1-154.3 0.0-107.1 1691 8.6-128.6
45-64 326 30.0 8.6-81.4 425 17.1 0.0-85.7 751 25.7 0.0-85.7

18-64 1030 55.7 14.3-141.4 1412 23.6 0.0-102.9 2442 37.1 6.4-120.0




QATAR STEPWISE REPORT 2012

RESULTS

46 | 47

Time spent in work, transport and recreational activity per day

The overall mean time spent in work-related physical activity was 42.6
minutes per day, followed by that spent in transport-related physical
activity (38.5 minutes per day) and lastly by the time spent in recreation
related physical activity (22.9 minutes per day). Generally men spent
more time than women in work-related (44.6 vs. 40.6 minutes per day),
transport-related (43.6 vs. 33.6 minutes per day) and recreation-related
(32.3 vs. 13.6 minutes per day) physical activity. See table 3.23.

A descending trend in mean time spent per day in recreation-related
physical activity was noticed with the advancement in age. The
corresponding median time for these types of physical activity was zero
minutes for both men and women as well as for all age groups except
for transport related physical activity as the overall median was 12.9
minutes per day.

Table 3.23: Mean minutes spent in work-, transport-, and recreation-
related physical activity on average per day

Mean minutes of work-related physical activity on average per day

Physical inactivity

The overall prevalence rates of respondents who reported no
engagement in physical activity related to work, transport and recreation
were, 67.7%, 32% and 63.3%, respectively. Women had higher rates

of having no transport- or recreation-related physical activities, when
compared with men (40.9% and 75.3% compared with 23% and 50.9%,
respectively). Concerning the age it was noted that there was increasing
prevalence rates of no-recreation-related physical activity among the
age group 45-64 in comparison to the age group 18-44. See table 3.24.

Table 3.24: Percentage of respondents classified as doing no work-,
transport- or recreation-related physical activity

No work-related physical activity

Age Both Sexes Age Both Sexes
Group Group
(years) Mean 95% ClI Mean 95% ClI Mean 95% ClI (years) % no 95% Cl % no 95% Cl % no 95% ClI

minutes minutes minutes activity activity activity

at work at work at work

18-44 704 50.5 37.8-63.3 987 43.0 30.3-55.7 1691 468 38.1-55.4 18-44 704 60.5 55.6-65.4 987 69.9 64.1-75.7 1691 65.2 60.9-69.5
45-64 326 21.9 12.1-31.7 425 324 18.5-46.2 751 27.5 19.2-35.8 45-64 326 791 72.9-85.2 425 74.2 67.9-80.6 751 76.5 71.8-81.2
18-64 1030 44.6 34.1-55.1 1412 40.6 29.9-51.3 2442 426 35.2-49.9 18-64 1030 643 59.7-69.0 1412 70.9 65.6-76.2 2442 67.7 63.6-71.7

Mean minutes of transport-related physical activity on average per day

No transport-related physical activity

Age Both Sexes Age Both Sexes
Group Group
(years) Mean 95% Cl Mean 95% Cl Mean 95% Cl (years) % no 95% Cl % no % no 95% Cl

minutes minutes minutes activity for activity for activity for

transport transport transport

18-44 704 45.6 34.9-56.4 987 34.6 25.3-43.8 1691 401 33.4-46.8 18-44 704 231 17.7-28.5 987 39.3 33.3-45.2 1691 31.2 26.7-35.6
45-64 326 35.8 28.2-43.5 425 30.1 19.0-41.1 751 32.8 25.9-39.6 45-64 326 22.7 17.4-28.0 425 46.3 38.7-53.8 751 35.2 29.9-40.4
18-64 1030 43.6 34.6-52.6 1412 33.6 24.9-42.2 2442  38.5 32.4-44.6 18-64 1030 23.0 18.3-27.7 1412 40.9 35.3-46.4 2442 320 28.0-36.1

Mean minutes of recreation-related physical activity on average per day

No recreation-related physical activity

Age Both Sexes Age Both Sexes
Group Group
(years) Mean 95% Cl Mean 95% Cl Mean 95% Cl (years) % no 95% CI % no % no 95% Cl

minutes minutes minutes activity at activity at activity at

recreation recreation recreation

18-44 704 37.2 29.5-44.9 987 14.9 10.4-19.4 1691 26.1 21.8-30.3 18-44 704 46.6 41.5-51.7 987 73.6 70.1-77.1 1691 60.1 56.8-63.4
45-64 326 13.7 9.2-18.2 425 9.5 3.5-15.4 751 11.5 7.6-15.3 45-64 326 67.3 61.2-73.4 425 81.2 76.0-86.4 751 74.7 70.5-78.8
18-64 1030 323 26.0-38.6 1412 13.6 9.6-17.7 2442 229 19.3-26.5 18-64 1030 50.9 46.3-55.4 1412 753 72.3-78.4 2442 633 60.4-66.2
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Ad(ditionally the overall percentage of respondents that reported not
being involved in vigorous physical activity was 71.3%. The percentage
of women not engaging in vigorous physical activity was higher than
that among men (82.7% vs. 59.6%). See table 3.25.

Table 3.25: Percentages of respondents not engaging in vigorous
physical activity

No vigorous physical activity
Group

(years) % no % no % no

vigorous vigorous vigorous

activity activity activity
18-44 704  55.0 50.4-59.6 987 81.7 76.8-86.5 1691 683 64.8-71.8
45-64 326 771 70.7-83.6 425 86.2 81.3-91.2 751 82.0 77.9-86.0
18-64 1030 59.6 55.4-63.7 1412 827 78.3-87.1 2442 71.3 68.1-74.4

Total time spent in sedentary activity per day

The overall median time spent in sedentary activities was 179 minutes
per day. The median value was longer for men (180 minutes per day)
when compared with that of women (135 minutes per day). The same
trend can be observed for the mean time spent in sedentary activities
per day with an overall mean 244.9 minutes per day and a mean of
286.1 minutes per day for men and 204.7 minutes per day for women.
See table 3.26.

Table 3.26: minutes spent in sedentary activity on a typical day

Minutes spent in sedentary activities on average per day

Age

Group

(years) Mean minutes | 95% ClI Median minutes | Interquartile range (P25-P75)
18-44 722 286.5 216.3-356.7 180.0 90.0- 300.0

45-64 331 284.4 225.4-343.3 180.0 90.0-420.0

18-64 1053  286.1 222.7-349.4 180.0 90.0- 360.0

Minutes spent in sedentary activities on average per day

Age

Group

(years) Mean minutes | 95% Cl Interquartile range (P25-P75)
18-44 1008  204.5 184.1-225.0 135.0 60.0-300.0

45-64 435 205.3 177.8-232.9 140.0 60.0-300.0

18-64 1443 204.7 185.9-223.5 135.0 60.0-300.0

Minutes spent in sedentary activities on average per day

Age Both Sexes

Group

18-44 1730 2456 205.8-285.3 150.0 60.0-300.0
45-64 766 242.4 208.9-275.9 180.0 60.0-300.0
18-64 2496 2449 209.4-280.4 179.0 60.0-300.0
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3.3 Clinical History

Data was collected from the respondents through interviews using the
STEP1 tool and guidelines to generate information about high blood
pressure and diabetes in terms of : blood pressure measurement and
diagnosis among all respondents; blood pressure treatment among
those previously diagnoses with raised blood pressure; the percentage
of respondents who received lifestyle advice from a doctor or health

diagnosed with raised blood pressure; the percentage of respondents
who have family history of high blood pressure or hypertension; blood
glucose measurement and diagnosis among all respondents; diabetes
treatment among those previously diagnosed with diabetes; percentage
of diabetic respondents who adhere to self care measures; percentage
of respondents who have a family history of diabetes.

worker to treat raised blood pressure among those previously

Blood pressure history

The results illustrated that the overall percentage of respondents with increased blood pressure diagnosed within the last 12 months preceding the
survey was 14.9%. This rate was higher among women (14.4%) than men (12.4%). There was an increasing trend of raised blood pressure among the
age group 45-64 in both men and women. See table 3.27.

Table 3.27: Blood pressure measurement and diagnosis among all respondents

Blood pressure measurement and diagnosis

Age Group Men

(years)
% Never 95% ClI 95% ClI % diagnosed, but not 95% ClI % diagnosed witin 95% ClI
measured within past 12 months past 12 months

18-44 722 26.3 19.8-32.9 65.0 58.0-72.0 1.2-4.5 4.1-7.6
45-64 331 11.0 6.8-15.3 47.2 40.7-53.7 4.1 1.3-6.8 37.7 31.6-43.8
18-64 1053 23.2 17.3-29.0 613 55.2-67.4 3.1 1.5-4.7 12.4 10.2-14.7

Blood pressure measurement and diagnosis

(years)
% Never 5% Cl % measured, 95% ClI % diagnosed, but not % ClI % diagnosed witin % ClI
measured not diagnosed within past 12 months past 12 months
18-44 1008 20.7 15.3-26.1 62.8-74.6 22 1.0-3.4 57-11.2
45-64 435 9.0 5.0-13.1 50.8 44.5-57.2 5.8 3.2-8.3 34.4 28.7-40.0
18-64 1443 18.0 13.4-22.6 64.6 59.4-69.9 3.0 1.9-4.1 14.4 11.8-16.9

Blood pressure measurement and diagnosis

Age Group Both sexes
(years)
% Never 95% ClI 95% ClI % diagnosed, but not 95% ClI % diagnosed witin 95% ClI
measured within past 12 months past 12 months
18-44 1730 235 18.9-28.1 66.8 62.1-71.5 1.6-3.5 5.6-8.7
45-64 766 10.0 6.9-13.0 49.1 44.9-53.4 5.0 3.0-6.9 35.9 31.8-40.1
18-64 2496 20.6 16.5-24.6 63.0 59.0-67.0 3.0 2.2-3.9 13.4 11.9-14.9




CHAF
TER HREE

Among those with raised blood pressure, 66.6% were receiving
treatment for high blood pressure prescribed by a doctor. The
percentage rates for receiving treatment for high blood pressure among
men and women in the age group 45-64 were higher than that among
men and women in the age group 18-44 (87.8% and 87.3% vs. 42.2%
and 42.3%, respectively). See table 3.28.

Table 3.28: Raised blood pressure treatment results among those
previously diagnosed with raised blood pressure

Currently taking blood pressure drugs prescribed by doctor or health worker among those diagnosed

Age Both Sexes

8/;?:5) . % taklng . % taklng . % taklng
meds meds meds

18-44 77 42.2 28.7-55.7 42.3 24.9-59.6 176 42.2 30.7-53.8

45-64 114 87.8 80.2-95.3 189 87.3 82.3-92.3 303 87.5 82.9-92.1

18-64 191 67.4 57.7-77.2 288  65.9 58.7-73.1 479  66.6 60.1-73.1

Additionally, 64.2% of the respondents reported having a history of high
blood pressure or hypertension among their families being one of their
parents, brothers or sisters. See table 3.29.

Table 3.29: Percentage of respondents who have a family history of high
blood pressure or hypertension

Family member with raised blood pressure or hypertension

Age ‘ Both Sexes

Group

18-44 61.6-68.7 1008 . 60.6-68.0 1730 . 62.2-67.2
45-64 331 59.0 52.5-65.5 435 65.2 59.1-71.3 766 62.3 57.5-67.0

18-64 1053  63.9 60.9-66.9 1443 645 61.2-67.8 2496 64.2 62.1-66.3
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Diabetes history

The results show that the overall proportion of diabetes diagnosed by a doctor or other health worker in the past 12 months prior to the STEPS
survey among respondents was 12.7%. The rate was slightly higher among women (13.3%) than men (12 %). There was an increasing trend with
increasing age. See table 3.30.

Table 3.30: Diabetes measurement and diagnoses among all respondents

Blood sugar measurement and diagnosis

Age Group
(years)
% Never measured 95% Cl % measured, % Cl % diagnosed, but not 95% Cl % diagnosed within 95% Cl
ot diagnosed within past 12 months past 12 months
18-44 722 37.8 30.7-44.8 55.4 47.8-63.1 0.3-24 3.3-75
45-64 331 14.8 9.0-20.7 45.1 37.6-52.6 2.8 0.5-5.1 37.3 29.9-44.6
18-64 1053 33.1 26.5-39.6 53.3 46.8-59.8 1.7 0.8-2.6 12.0 9.2-14.7

Blood sugar measurement and diagnosis

Age Group
(years)
% Never measured 95% ClI % measured, 95% CI % diagnosed, but not 95% CI % diagnosed within 95% ClI
not diagnosed within past 12 months past 12 months
18-44 1008 29.9 24.2-35.6 60.3 54.1-66.6 2.1 1.1-3.1 7.7 5.4-10.0
45-64 435 11.8 7.5-16.0 49.5 41.8-57.1 6.1 2.7-9.5 32.7 25.5-39.8
18-64 1443 25.8 20.9-30.6 57.9 52.1-63.7 3.0 1.7-4.3 13.3 10.6-16.1

Blood sugar measurement and diagnosis

% Never measured 95% ClI % measured, 95% Cl % diagnosed, but not 95% ClI % diagnosed within 95% ClI
not diagnosed within past 12 months past 12 months

18-44 1730 29.0-38.7 57.9 52.8-63.0 1.1-2.4 5.1-8.0

Age Group Both sexes

(years)

45-64 766 13.2 9.6-16.8 47.4 41.8-53.0 4.6 2.5-6.6 34.8 29.8-39.9

18-64 2496 29.4 25.0-33.7 55.6 51.1-60.2 24 1.6-3.1 12.7 10.9-14.4
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Among those diagnosed as diabetic during the last 12 months, 29.3%
received insulin and 61.7% received oral anti-diabetic medicines by a
physician or health care worker. Women were more likely to receive
insulin than men (33.3% compared with 24.3%), while men were more

likely to receive oral drugs than women (68.6% vs. 56%). See table 3.31.

Table 3.31: Diabetes treatment among those previously

diagnosed with diabetes

Currently taking insulin prescribed for diabetes among those previously diagnosed

Age Both Sexes

Group

(years) 95% ClI

18-44 57 19.5 6.7-32.2 271 17.2-36.9 163 24.0 16.2-31.7
45-64 123 27.5 17.1-37.9 169 38.7 30.1-47.3 292 333 26.6-40.1
18-64 180 243 15.9-32.8 275 333 27.4-39.3 455 293 24.1-345

Currently taking oral drugs prescribed for diabetes among those previously diagnosed

Age

Men
Group
(years) % taking | 95% ClI % ta
meds meds

95% Cl .

Both Sexes

% taking | 95% ClI
ds

18-44 57 53.9 37.8-70.1 106 32.6 20.4-44.8 163 413 29.4-53.3
45-64 123 78.2 68.5-88.0 169 76.1 67.7-84.5 292 771 71.1-83.1
18-64 180 68.6 60.7-76.6 275 56.0 47.1-64.9 455 61.7 55.3-68.0

Regarding self care measures among diabetic respondents, 67.1% of
overall respondents stated that they check their blood sugar at home.
In this regards, respondents in the age group of 45-64 were more likely
to conduct the blood sugar test at home than those in the age group
18-44. See table 3.32.

Overall, 62.2% of the diabetic respondents reported conducting regular
visits to the diabetic clinic or doctors regarding diabetes. Men were
more likely to conduct the regular visits than women (67% vs. 58.3%)
see table 3.32.

Table 3.32: Percentage of respondents who conduct blood sugar test at
home and visit regularly diabetic clinic or doctor

Do testing for blood sugar at home

Age Men ‘ Women ‘ Both Sexes

Group

O o O O R O
18-44 55.5 39.4-71.5 6.6 42.8-70.4 45.1-67.3
45-64 123 77.8 68.4-87.2 169 73.4 64.5-82.3 292 75.5 68.4-82.6
18-64 180 69.0 59.8-78.2 275 65.7 57.7-73.6 455 67.1 60.6-73.7

Visit diabetes clinic or doctor on a regular basis

Age Both Sexes
Group
(years)

18-44 47.8 31.1-64.6 106 404  30.3-50.6 163 34.3-52.7
45-64 123 79.5 69.6-89.5 169 73.7 65.7-81.6 292 76.5 70.2-82.7
18-64 180 67.0  56.9-77.1 275 58.3 51.3-65.4 455 62.2 56.1-68.3

Finally, 66% of the respondents stated that they have a family history of
diabetes among their families (parents, children, brothers and sisters).
See table 3.33.

Table 3.33: Percentage of respondents who have a family
history of diabetes

amily member w

Age Both Sexes

Group

D o O o N
18-44 60.8-68.2 1008  69.9 66.4-73.3 1730 67.2 64.7-69.6
45-64 331 64.8  58.1-71.6 435 66.0 59.7-72.2 766 65.4  60.3-70.6
18-64 1053  64.6 61.2-67.9 1443 69.0 65.8-72.1 2496  66.8 64.6-69.0
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3.4 Physical measurements
INTRODUCTION

Data on height and weight, waist circumference and blood pressure was collected from the respondents
using the STEP2 core and expanded tools and guidelines at the household setting to build on the core
data that was collected in STEP1 and to determine the proportion of adults that are overweight or obese

and have raised blood pressure.

Height, weight and body mass index among respondents

Mean height and weight and mean body mass index among all
respondents (excluding pregnant women for weight and BMI) were
calculated. Thus, the mean height was 171.2 cm for men and 157.7 for
women. The mean weight was 84.6 kg for men and 73.4 kg for women.
The mean body mass index (BMI) was 29.2 kg/m? (28.8 kg/m? for men
vs. 29.5 kg/m? for women).Table 3.34.

Table 3.34: Mean height, weight and body mass index among all
respondents (excluding pregnant women for weight and BMI)

Mean height (cm)

Age Men Women

Group

18-44 713 171.8 171.0-172.5 994 158.2 157.6-158.7
45-64 325 169.0 168.1-170.0 429 155.9 155.0-156.7
18-64 1038 171.2 170.5-171.9 1423 157.7 157.1-158.2

Mean weight (kg)

Group

18-44 82.6-86.7 69.6-72.8
45-64 325 84.2 81.9-86.5 425 80.5 78.3-82.7
18-64 1036 84.6 82.8-86.3 1352 73.4 72.0-74.9

Mean BMI (kg/m?)

Age
Group
(years)

18-44 708 28.7 28.1-29.3 927 28.4 27.8-29.1 1635 28.6 28.1-29.0
45-64 325 29.4 28.7-30.2 424 33.1 32.2-34.0 749 31.4 30.8-32.0
18-64 1033 28.8 28.3-29.4 1351 295 29.0-30.1 2384 292 28.8-29.6

According to BMI classifications (excluding pregnant women), 41.4% of
the respondents were obese with BMI 230 kg/m?. Women were more
likely to suffer from obesity than men (43.2% vs. 39.5%). A minority of
3.7% of respondents suffered from underweight with higher prevalence
among women (4.6%) compared with men (2.8%). A general trend of
increasing rates of obesity with progress of age can be observed for
both men and women. See table 3.35.

Table 3.35: Percentage of respondents (excluding pregnant women)

in each BMI category

BMI classifications

Age
Group

(years) % 95% CI
Underweight

<18.5

% 95% Cl
Normal

weight

18.5-24.9

% 95% Cl 95% Cl
BMI Obese
25.0-29.9 230.0

18-44 708 3.6 1.6-56 265 22.5-30.6 308 26.8-34.9 9.1 34.7-43.4
45-64 325 0.0 0.0-00 211 15.0-27.1  37.6 31.9-43.2 414 33.6-49.1
18-64 1033 28 12-44 254 22.0-28.7 322 28.8-35.6 395 35.5-43.6

BMI classifications

Age

Group

(years) %
Underweight
<18.5

%
Normal
weight
18.5-24.9

%
BMI
25.0-29.9

18-44 927 5.8 3.9-7.6 325 28.5-36.5 25.4 21.5-29.2 33.0-39.7
45-64 424 0.8 0.0-2.0 101 6.4-13.7 241 18.0-30.2 65.0 58.7-71.3
18-64 1351 4.6 3.2-60 271 23.8-30.4 25.1 22.0-28.2 43.2 40.1-46.3

BMI classifications

Age Both Sexes
Group
(years) 3 95% Cl | % 95% Cl % BMI 95% Cl 95% Cl

Underweight Normal 25.0-29.9 Obese

<18.5 weight 230.0

18.5-24.9

18-44 1635 4.6 3.2-6.1 29.4 26.5-32.3 28.2 25.1-31.3 34.9-40.6
45-64 749 0.4 0.0-1.1 153 11.8-18.7 305 26.2-34.7 538 49.0-58.7
18-64 2384 3.7 2.6-48 262 23.9-28.6 287 26.1-31.2 414 38.8-44.0
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Waist circumference

The overall prevalence rate of overweight, which means the prevalence The results illustrate that mean waist circumference values for men was
of all respondents with BMI 2 25 kg/m? was 70.1%. The prevalence 99.9 cm, while the mean waist circumference for women excluding
rate was slightly higher among men than that among women (71.8% vs. pregnant women was 90 cm. See table 3.37.

68.3%). See table 3.36.

Table 3.36: Percentage of respondents being classified as overweight Table 3.37: Mean waist circumference among all respondents
(BMI = 25 kg/m?) (excluding pregnant women)

BMI=25 Waist circumference (cm
Group

Group

18-44 708 65.9-73.9 927 61.7 57.5-66.0 1635 65.9 63.0-68.9 18-44 705 98.4 96.3-100.5 895 86.4 84.8-88.0

45-64 325 78.9 72.9-85.0 424 89.1 85.4-92.8 749 84.3 80.8-87.8 45-64 316 105.9 103.4-108.4 419 100.9 98.4-103.4

18-64 1033 71.8 68.5-75.0 1351 683 64.8-71.8 2384 70.1 67.6-72.5 18-64 1021 99.9 98.0-101.9 1314 90.0 88.3-91.6
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Blood pressure

The results show that the mean blood pressure results among all
respondents, including those currently on medication for raised blood
pressure was 118 mmHg for systolic blood pressure and 78.5 mmHg
for diastolic blood pressure. Both systolic and diastolic blood pressure
mean values were higher in men than women (123.6 vs. 112.5 mmHg
and 80 vs. 77 mmHg, respectively). There was an increasing trend of

As for respondents with moderate to severe blood pressure (SBP 2160
and/or DBP= 100 mmHg), the overall percentage of respondents with
SBP 2160 and/or DBP = 100 mmHg or currently on medication for
raised blood pressure was 24.8%. Yet when excluding participants who
currently on medication for raise blood pressure the overall percentage
was 2.9%. See table 3.39.

the mean systolic and diastolic blood pressure within the age groups.
See table 3.38.

Table 3.38: Mean blood pressure among all respondents, including

those currently on medication for raised blood pressure Table 3.39: Percentages of respondents with raised blood pressure

SBP 2140 and/or DBP 2 90 mmHg, excluding those on medication for raised blood pressure

Mean systolic blood pressure (mmHg)

Age Both Sexes Age Both Sexes

Group Group

18-44 701 1204 119.3-121.5 983 1087 107.5-109.8 1684 1145 113.6-115.4 18-44 635 120  9.1-14.8 757 8.5 5.8-11.3 1392 104  8.5-124

45-64 321 136.0 133.7-138.4 427 1254 123.1-127.8 748 1304 128.6-132.3 45-64 204 33.0 23.7-42.4 230 255 18.5-32.4 434 291 23.2-35.1
18-64 1022 123.6 122.4-124.9 1410 1125 111.3-113.7 2432 1180 117.0-118.9 18-64 839 15.0 12.0-17.9 987 11.5 8.7-14.3 1826 134 11.4-15.3

Mean diastolic blood pressure (mmHg) SBP 2140 and/or DBP = 90 mmHg or currently on medication for raised blood pressure

Age Both Sexes Age Both Sexes

Group Group

0 e O o O oo e O e O
18-44 78.8 77.9-79.6 75.6 74.8-76.4 1684 77.2 76.6-77.8 18-44 19.2  16.0-22.4 312 25.7-36.7 1688 252  22.2-28.3
45-64 321 84.7 83.4-86.0 427 820 80.7-83.3 748 833 82.3-84.2 45-64 322 61.4  54.6-68.2 427 59.8  53.9-65.6 749 60.5  55.9-65.2
18-64 1022 80.0 79.2-80.8 1410 77.0 76.3-77.8 2432 785 77.9-79.1 18-64 1024 28.0 245-315 1413 37.7  33.3-421 2437 329  30.2-35.6

Additionally, the results illustrate that the overall percentage of
respondents with raised blood pressure (SBP 2140 and/or DBP 2
90 mmHg or currently on medication for raised blood pressure) was
32.9 %. Based on the aforementioned definition for raising blood Age Both Sexes

. Grou

SBP = 160 and/or DBP = 100 mmHg, excluding those on medication for raised blood pressure

See table 3.39. 18-44 . 0.7-2.7 04-25 1392 1.6 0923
) 4564 204 129 6.6-19.2 230 67 28107 434 97 54140

However, after excluding the percentage of respondents who have been
18-64 839 33 1946 987 24 1334 1826 29 1938

taking medication for raised blood pressure, the overall percentage

of respondents that have been diagnosed for raised blood pressure
(SBP 2140 and/or DBP 2 90 mmHg) during the survey was 13.4% with
15% among men respondents and 11.5% among women respondents.
See table 3.39.

SBP 2160 and/or DBP 2 100 mmHg or currently on medication for raised blood pressure

Age Both Sexes

Group

R R LR UL
18-44 . 7.0-12.5 25.9 20.1-31.7 1688 17.9 14.7-21.1
45-64 322 49.8 42.7-56.8 427 49.7 43.4-55.9 749 49.7 44.8-54.6
18-64 1024 18.1 14.7-21.4 1413 313 26.4-36.2 2437 248 21.9-27.7
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3.5 Biochemical Measurements

INTRODUCTION

Blood chemistry screening methods using the dry type were applied in STEP3 in Qatar utilizing the respective
WHO STEPS guidelines to measure the prevalence of diabetes or raised blood glucose and total cholesterol
as recommended in the STEP3 core level. However, in Qatar STEP3 was expanded to the expanded

level to additionally measure the level of HDL-cholesterol, LDL-cholesterol and triglycerides among the
studied population.

Mean fasting blood glucose

The overall mean fasting blood glucose level of the studied population including those on medication for diabetes and excluding those non-
fasting participants was 92.5 mg/dl. The mean values were almost the same for men and women. However, the mean fasting blood glucose level
for men and women was higher among the age group 45 to 64 than that among the age group 18-44 (111.7 and 109.2 mg/dl vs. 87 and 88 mg/d|,
respectively). See table 3.40.

Table 3.40: Mean fasting blood glucose including those currently on medication for diabetes (non-fasting recipients excluded)

Mean fasting blood glucose (mg/dl)

Age Group (years) Men Women Both Sexes

18-44 373 87.0 83.2-90.8 635 88.0 84.8-91.1 1008 87.5 84.9-90.1
45-64 179 111.7 102.5-120.8 0283 109.2 102.0-116.4 462 110.4 104.5-116.2

18-64 552 92.2 88.4-96.0 918 92.9 89.7-96.0 1470 92.5 89.9-95.2
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Prevalence of diabetes mellitus

The results illustrate that the overall prevalence of raised blood glucose
(capillary whole blood value: = 110 mg/dl) diagnosed by the survey

as well as by history of receiving medication for diabetes among
respondents was 16.7%. This rate was higher among men when
compared with women (17.6% vs. 15.9%). Furthermore, it was observed
that there was an increasing trend of the prevalence of raised blood
sugar level diagnosed by the survey as well as by the history of receiving
medication for diabetes among the age group 45-64 compared with
age group 18-44 for both men and women. See table 3.41.

Additionally, the results show that the overall percentage of respondents
with impaired fasting glycaemia was 5.8% being higher among women
than men (6.2% vs. 5.5%). See table 3.41.

Moreover, the overall percentage of respondents currently on
medication for diabetes was 11.3% having almost the same percentage
value for men and women. See table 3.41.

Table 3.41: Categorization of respondents into blood glucose level
categories and percentage of respondents currently on medication for
raised blood glucose (non-fasting recipients excluded)

Impaired Fasting Glycaemi

Age ‘ Men ‘ Both Sexes

Group

A P R P
18-44 2.2-6.4 6.1 3.6-8.7 1008 5.2 3.7-6.7

45-64 179 10.0 4.9-15.0 284 6.2 2.2-10.3 463 8.0 5.0-11.0
18-64 552 5.5 3.3-7.7 919 6.2 4.1-83 1471 5.8 4.5-7.2

Raised blood glucose or currently on medication fo

Age Both Sexes

Group

18-44 373 12.7 7.7-17.6 635 11.0 7.2-14.8 1008  11.8 8.5-15.1
45-64 179 36.1  26.3-45.8 284 321 24.9-39.2 463 339  27.7-40.1
18-64 552 17.6 13.1-22.2 919 15.9 12.4-19.3 1471 16.7 13.7-19.8

Currently on medication for diabetes
Group
D N N 0 0

18-44 722 4.8 2.6-7.0 1008 4.5 3.2-5.9 1730 4.7 3.4-5.9
45-64 331 37.7 29.8-45.6 435 35.9 29.7-42.2 766 36.8 31.8-41.8
18-64 1053 11.2 8.6-13.8 1443 114 9.5-13.3 2496 113 9.8-12.8

*Impaired fasting glycaemia is defined as capillary whole blood value: = 5.6mmol/L (100mg/dl) and
<6.Tmmol/L (110mg/dl)
** Raised blood glucose is defined as capillary whole blood value: 2 6.1mmol/L (110mg/dl)

Mean level of total blood cholesterol

The results show that the overall mean for total level of cholesterol
among the studied population was 160.9 mg/dl. The mean level
was higher among women than men (166.3 mg/dl vs. 155.3 mg/dl).
See table 3.42.

Table 3.42: Mean total cholesterol among all respondents including
those currently on medication for raised cholesterol

Mean total cholesterol (mg/dl)

‘ Both Sexes

RO T DRI

18-44 155.2  148.6-161.8 656 163.5 159.8-167.2 1042 159.4  155.7-163.1
45-64 189 1555  149.2-161.9 296 1755 168.8-182.3 485 166.1  161.6-170.6
18-64 575 155.3  150.3-160.3 952 166.3  162.9-169.7 1527  160.9  157.9-163.9
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Mean of High density lipoprotine (HDL) and percentage of
respondents with low HDL

The results show that the overall mean HDL among all respondents was
50.3 mg/dl, being higher among women than that among men (57.4
mg/dl vs. 43 mg/dl). See table 3.43.

As for the percentage of respondents with low HDL level, the results
illustrate that at a cut off value of 50 mg/d| for women the percentage
of women with HDL< 50 mg/d| was 37.3%. For men at a cut off value
of 40 mg/dl the percentage of men with HDL<40 mg/dl was 49.2%.
See table 3.43.

Table 3.43: Mean HDL among all respondents and percentage of
respondents with low HDL

Mean HDL (mg/dl)

Group
e R R e D

Mean of low density lipoprotine (LDL) and percentage of
respondents with high LDL

The results show that the overall mean LDL level among the
respondents was 90.8 mg/dl, having almost the same mean level among
men and women.

As for the percentage of respondents with high LDL, the results illustrate
that at a cut value of 130 mg/dl, the overall percentage of respondents
with LDL = 130 mg/dl was 9%. See table 3.44.

Table 3.44: Mean LDL among all respondents and percentage of
respondents with high LDL

Mean LDL (mg/dl)

Group

N R N R D

18-44 386 42.4 39.7-45.2 655 57.7 55.7-59.6 1041 50.1 48.2-52.0 18-44 358 90.2 87.0-93.3 565 88.9 85.1-92.7 923 89.5 87.0-92.1
45-64 189 45.2 41.1-49.3 296 56.6 53.8-59.5 485 51.3 48.6-53.9 45-64 179 93.5 89.0-98.0 279 96.5 90.5-102.4 458 95.1 91.1-99.0
18-64 575 43.0 40.4-45.6 951 57.4 55.7-59.1 1526 50.3 48.5-52.1 18-64 537 90.9 88.2-93.6 844 90.8 87.6-93.9 1381 90.8 88.6-93.0

Percentage of respondents with HDL <1.03mmol/L or <40 mg/dl

Age Group (years) Men

LDL 2 3.3 mmol/L or 2 130 mg/dl

Group

L R I D IR
18-44 386 50.2 42.3-58.2 18-44 358 8.0 5.4-10.6 565 7.8 4.9-10.6 923 7.9 6.0-9.7
45-64 189 45.3 37.0-53.5 45-64 179 9.1 3.8-14.4 279 16.1 10.3-21.9 458 12.9 8.8-16.9
18-64 575 49.2 42.3-56.0 18-64 537 8.2 5.7-10.8 844 9.9 7.2-12.5 1381 9.0 7.1-11.0

Percentage of respondents with HDL <1.29mmol/L or <50 mg/dl

Age Group (years)

95% Cl
18-44 655 35.5 30.1-41.0
45-64 296 43.2 35.6-50.8
18-64 951 37.3 32.5-42.2
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Mean fasting triglycerides and percentage of respondents with raised
fasting triglycerides

The results show that the mean level of fasting triglycerides among all
respondents was 104.2 mg/dl. Women and men have almost the same
mean level of triglycerides.

However, the percentage of men and women with fasting triglycerides
level 2 150 mg/dl was 15.8% being almost the same among men and
women (16 and 15.6 mg/dl, respectively). See table 3.45.

Table 3.45: Mean fasting triglycerides among all respondents and the
percentage of respondents with raised fasting triglycerides (non-fasting
recipients excluded)

Mean fasting triglycerides (mg/dl)

Age ‘ Both Sexes

Group
% ORI O T
18-44 374 100.7  93.4-108.0 632 . 91.1-104.9 1006 9.4 94.4-104.3

45-64 177 120.9  110.2-131.6 288 121.8  108.9-134.7 465 1214 112.7-130.1

18-64 551 104.9  98.2-111.6 920 103.6  97.6-109.6 1471 104.2  99.7-108.8

pondents with fasting triglycerides 2 1.7 mmol/L or 2 150

Age Both Sexes

Group

I e O L R D L
18-44 4.2 10.0-18.5 . 10.6-18.0 1006  14.3 11.5-17.0
45-64 177 22.6 14.3-30.8 288 20.1 14.9-25.2 465 21.2 16.4-26.1

18-64 551 16.0 11.9-20.0 920 15.6 12.7-18.6 1471 15.8 13.2-18.4
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3.6 Combined Risk Factors
INTRODUCTION

The WHO STEPS aims to collect data on the major behavioural risk factors identified in the WHO Health Report
2002 (Tobacco use, Unhealthy diet, Physical inactivity) in addition to collecting data on the major biological risk
factors identified in the WHO Health Report 2002 (Overweight and obesity, raised blood pressure, raised blood
glucose, and abnormal blood lipids and its subset raised total cholesterol). However a number of the latter

mentioned risk factors were identified and mentioned below and percentages of respondents with 0, 1-2 or 3-5
of the mentioned below risk factors were calculated to provide the percentages of the population with low and

high risk factors

currently daily smokers

less than 5 serving of fruits and vegetables per day
low level of activity (<600 MET-minutes)
overweight or obese (BMI = 25 kg/m?)

raised BP(SBP = 140 and/or DBP = 90 mmHg or
currently on medication for raised BP)

Respondents with low risk factors

As such, based on the aforementioned, the overall prevalence of
respondents with low risk factors (O risk factors) was 0.8% being higher
among men than women (1.3% vs. 0.3%). See table 3.46.

Respondents with high risk factors

The overall prevalence of respondents with high risk factors (3-5 risk
factors) was 50.6%. The difference in prevalence between men and
women were very little. See table 3.46.

Additionally, the respondents in the age group 45 to 64 has a
substantially higher proportion of high risk than that among those in the
age group 18 to 44 (70.4% vs. 44.9%, respectively). See table 3.46.

Table 3.46: Summary of combined risk factors

Summary of Combined Risk Factors

Age

o % with 0 % with 1-2 % with 3.5
risk factors risk factors risk factors

18-44 674 1.7 0.4-3.0 51.1 45.4-56.8 47.2 41.6-52.9

45-64 315 0.0 0.0-0.0 32.4 25.6-39.2 67.6 60.8-74.4

18-64 989 1.3 0.3-2.4 47.2 42.2-52.1 51.5 46.6-56.5

Summary of Combined Risk Factors

Grou

(yearf) % with O 95% ClI % with 1-2 | 95% CI % with 3-5 | 95% ClI
risk factors risk factors
0.3

risk factors

18-44 895 0.0-0.8 53.2-61.3 42.4 38.4-46.5
45-64 411 0.3 0.0-0.8 26.7 21.0-32.5 72.9 67.2-78.7
18-64 1306 0.3 0.0-0.7 499 46.2-53.7 49.8 46.0-53.5

Summary of Combined Risk Factors

Age Both Sexes

Grou

(years %with0 | 95%CI % with 12 | 95% CI % with 35 | 95% CI
risk factors risk factors risk factors
1.0

18-44 1569 0.2-1.8 54.1 50.2-58.0 449 41.1-48.7
45-64 726 0.2 0.0-0.4 29.4 24.9-34.0 70.4 65.9-74.9
18-64 2295 0.8 0.2-1.4 48.5 45.3-51.8 50.6 47.4-53.9
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3.7 Injury
INTRODUCTION

Data on injuries was collected through utilizing additional tools of the WHO SETPS to generate information

on the percentage of respondents who have been involved in road traffic crash during the past 12 months;
percentage of respondents injured in a non-road traffic related accident that required medical attention;
percentage of respondents injured in a road traffic related accident that required medical attention; causes of
serious injuries among respondents who were injured accidently form something other than a road traffic crash;
location of serious accidental injuries among those respondents who were serious injured in the last 12 months.

Respondents who have been involved in a road traffic crash during the =~ Respondents that have been injured in non-road traffic related accident
past 12 months prior to the survey
The results show that the overall percentage of respondents injured in

The results illustrate that 14.9% of the respondents have been involved a non-road traffic related accident that required medical attention in
in a road traffic crash as a passenger, driver or pedestrian in the last 12 the last 12 months prior to the interview was 5.1%, being higher among
months prior to the interview. The proportion was higher in men than women than men (6.2% vs. 4.0). See table 3.49.

that in women (16.9% vs. 12.9%). See table 3.47.

Table 3.47: Percentage of respondents involved in a road traffic crash Table 3.49: Percentage of respondents seriously injured in a non-road
during the past 12 months traffic accident
Percentage of respondents involved in a road traffic crash during the past 12 months Percentage of respondents seriously injured in a non-road traffic accident
Age Both Sexes Age ‘ Both Sexes
Group 5 3 B G"OUP
) % % % (years) 95% Cl 95% Cl 95% Cl
!nvolvgd !nvolvgd !nvolvsd Serlously Serlously Serlously
in roa in roa in roa d d d
traffic traffic traffic injure injure injure
crash crash crash 18-44 2.7-6.0 3.4-8.0 1703 3.4-6.7
18-44 721 193 150-23.6 1005 13.9 89-189 1726 166 13.2-20.0 45604 327 27 0846 429 78 44111 756 54 3474
4564 327 74 28121 434 97 44151 761 87 5.0-12.3 15er 01 a0 Seca a8 oo no8o  oumo 54 D7us
18-64 1048  16.9 13.1-20.6 1439  12.9 8.4-17.5 2487 149 11.9-17.9

Out those who involved in a road traffic accident, 15.5 % of the
respondents stated that they were seriously injured and that they
required medical attention. The proportion was higher in women that
than in men (17.6% vs. 13.9%). See table 3.48.

Table 3.48: Percentage of respondents seriously injured as a result of
road traffic crashes between those involved in a road traffic crash

Percentage of respondents seriously injured as a result of road traffic crash among those involved
in a road traffic crash

Age Both Sexes
Group
(years) 95% ClI 95% Cl 95% ClI
Senously Senously Serlously
injured injured injured
18-44 13 14.8 6.7-22.9 137 16.8 9.7-23.8 271 15.6 9.4-21.9
45-64 25 5.1 0.0-13.6 39 21.6 8.7-34.6 64 15.0 5.4-24.6

18-64 159 13.9 6.6-21.2 176 17.6 11.9-23.3 335 15.5 10.1-21.0
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Among the respondents who were injured from non-road traffic accident, 59.2% were injured due to falling. Men had a higher proportion of falling
related injuries than women (71% vs. 50.3%). See table 3.50.

Table 3.50: Causes of serious injuries among respondents who were injured other than road traffic crashes

Percentage of respondents who were seriously injured other than road traffic crashes

34 6.8 2.0 7.3

Age Group (years)

18-44 71.0 53.6-88.4 0.0-16.6 . 0.0-6.1 . 0.0-17.8 12.9 2.6-23.2
45-64 8 79.0 52.4-100.0 0.0 0.0-0.0 0.0 0.0-0.0 0.0 0.0-0.0 21.0 0.0-47.6
18-64 42 71.9 56.2-87.7 6.0 0.0-14.7 1.7 0.0-5.4 6.5 0.0-15.7 13.8 4.2-23.4

Percentage of respondents who were seriously injured other than road traffic crashes

49 45.5 5.7 7.0 8.6 33.2

18-44 28.5-62.4 0.0-13.8 0.0-14.5 0.0-17.3 12.5-53.9
45-64 26 62.4 37.5-87.4 5.7 0.0-14.8 0.0 0.0-0.0 4.7 0.0-14.2 27.2 4.1-50.3
18-64 75 50.3 34.7-66.0 5.7 0.0-12.0 5.0 0.0-10.5 7.5 0.7-14.3 315 14.3-48.7

Percentage of respondents who were seriously injured other than road traffic crashes

83 57.3 6.2 4.7 8.0 23.8

43.1-71.4 0.2-12.3 0.0-9.8 0.3-15.8 11.1-36.6

18-44

45-64 34 66.1 45.9-86.3 4.4 0.0-11.3 0.0 0.0-0.0 3.7 0.0-11.0 25.8 6.9-44.8

18-64 17 59.2 46.7-71.6 5.8 0.8-10.8 3.6 0.0-7.7 7.1 0.8-13.4 24.3 13.3-35.3
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The main location for serious accidental injuries among those respondents who were seriously injured in non-traffic crashes in the last 12 months
prior to the interview was at home (49.3%), then in the sport-athletic area (16.4%). Women were more likely to be injured at home than men (71% vs.
15.2%). Men were more likely to be injured in sports-athletic area (38.3% vs. 2.1%). See table 3.51.

Table 3.51: Location of serious injuries among respondents seriously injured

Location of accidental serious injuries among respondents seriously injured
Age —

Grou
(years) - 95% Cl % School/workplace | 95% ClI % Road Street-Highway | 95% ClI 95% ClI % Sports-Athletic area | 95% ClI 95% ClI

18-44 11.6 1.6-21.7 15.0 1.1-29.0 3.9-35.6 0.0-14.0 38.3 22.6-54.0 9.8 0.0-23.7
45-64 10 37.1 2.8-71.5 21.5 0.0-58.7 3.4 0.0-10.6 0.0 0.0-0.0 38.0 2.6-73.4 0.0 0.0-0.0
18-64 46 15.2 5.6-24.9 16.0 3.1-28.8 17.5 3.7-31.2 4.7 0.0-12.1 383 23.7-52.8 8.4 0.0-20.5

Location of accidental serious injuries among respondents seriously injured

Age ‘ Women

557 [0 10 | st | 350 |ty |51 |55 i | 556 |5

18-44 54 69.7 54.8-84.7 9.6 0.0-20.8 12.0 3.2-20.8 0.0 0.0-0.0 2.9 0.0-7.0 5.8 0.0-11.9
45-64 28 77.0 58.2-95.8 4.4 0.0-10.8 9.4 0.0-19.4 0.0 0.0-0.0 0.0 0.0-0.0 9.2 0.0-22.0
18-64 82 71.8 59.1-84.5 8.1 0.0-16.6 11.3 4.4-18.2 0.0 0.0-0.0 2.1 0.0-5.0 6.7 1.3-12.2

Location of accidental serious injuries among respondents seriously injured

Age Both Sexes

Grou|
(year'so) . 95% ClI % School/workplace % Road Street-Highway 95% ClI % Sports-Athletic area | 95% ClI 95% Cl

18-44 33.9-54.3 . 4.3-19.7 6.4-24.4 0.0-6.2 18.5 10.4-26.6 0.6-14.5

45-64 38 67.2 48.8-85.6 8.6 0.0-19.7 7.9 0.2-15.7 0.0 0.0-0.0 9.4 0.0-19.4 6.9 0.0-16.6

18-64 128 49.3 39.7-58.9  11.2 4.7-17.8 13.7 6.5-20.9 1.8 0.0-4.8 16.4 9.6-23.3 7.4 1.7-13.2
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3.8 Oral health
INTRODUCTION

Data on oral health was collected using the oral health optional tool of the WHO STEPS to generate
information on the percentage of respondents with natural teeth; percentage of respondents with poor teeth
status among those having natural teeth; percentage of respondents having poor state of gum among those
having natural teeth; percentage of respondents having removable dentures; percentage of respondents
who have pain or discomfort caused by their teeth or mouth during the last past 12 months; percentage of
respondents having seen a dentist during the past 12 months; the main reason for last visit to the dentist
among those who ever visited a dentist; percentage of respondents cleaning their teeth at least once

or twice a day.

Respondents with natural teeth

The results show that the overall percentage of respondents who have
20 or more natural teeth was 85.6% being almost similar among men
and women (84.5% vs. 86.8%). Respondents in the age group 18 to 44
have a higher proportion of 20 or more natural teeth than those in the
age group 45-66 (90.7% vs. 67%). See table 3.52.

Table 3.52: Percentage of respondents with natural teeth

Percentage of respondents with natural teeth

Age
Group
(years) % No | 95%Cl | %1-9 | 95%Cl | %$10-19 | 95% CI %220 | 95% Cl
natural natural natural natural
teeth teeth teeth teeth
18-44 0.0-0.4 0.1-1.6 5.8-12.7 89.8 86.3-93.4
45-64 321 4.0 0.5-75 52 2282 269 20.3-33.5 63.8 56.8-70.9
18-64 1032 0.9 0.2-1.7 1.7 0.8-2.6 12.8 9.3-16.3 84.5 80.8-88.3

Percentage of respondents with natural teeth

Group

(years) %No | 95%Cl | %1-9 | 95%Cl | %10-19 | 95%CI %220 | 95% Cl
natural natural natural natural
teeth teeth teeth teeth

18-44 0.0-0.6 0.1-2.0 . 4.8-9.5 91.6 89.0-94.2
45-64 406 1.8 0.6-29 8.8 4.8-12.8 196 13.5-25.7  69.8 62.5-77.2
18-64 1377 0.6 0.2-09 28 1.4-4.1 9.9 7.4-12.4 86.8 83.9-89.6

Percentage of respondents with natural teeth

Age Both Sexes

Group

(years) %No | 95%Cl | %1-9 | 95%Cl | %10-19 | 95% CI %220 | 95% ClI
natural natural natural natural
teeth teeth teeth teeth

18-44 1682 0.0-0.4 0.4-1.5 5.8-10.6 90.7 88.1-93.3
45-64 727 2.8 1.1-46 71 4.4-9.7 23.1 18.1-28.1  67.0 61.3-72.7
18-64 2409 0.8 0412 22 1.4-3.0 1.4 8.9-13.8 85.6 83.0-88.2
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Respondents with poor state of teeth and poor state of gums among
those having natural teeth

The results show that the overall percentage of respondents having
poor or very poor teeth among those having natural teeth was 5.9%.
The proportion of having poor or very poor teeth was higher in women
than men (7.1% vs. 4.7%). See table 3.53.

Table 3.53: Percentage of respondents with poor or very poor state of
teeth among those having natural teeth

Percentage of respondents having poor or very poor state of teeth among those having natural teeth

Age Both Sexes
Group
(years) %

95% ClI % 95% ClI %

having having having
poor poor poor

or very or very or very
poor state poor state poor state
of teeth of teeth of teeth

18-44 719 4.5 2.5-6.5 1005 5.9 4.0-7.8 1724 5.2 3.7-6.7
45-64 322 53 2.3-83 422 11.5 6.8-16.2 744 8.6 5.7-11.6
18-64 1041 4.7 3.1-6.3 1427 7.1 5.3-9.0 2468 5.9 4.7-7.2

As for the respondents with poor or very poor state of gums among
those having natural teeth, the overall percentage was 4.6%, being
higher among women than men (5.9% vs. 3.4%). See table 3.54.

Table 3.54: Percentage of respondents with poor or very poor state of
gum among those having natural teeth

Percentage of respondents having poor or very poor state of gums among those havi

Group
(years) % %

having having havmg
poor poor poor

or very or very or very
poor state poor state poor state
of teeth of teeth of teeth

95% Cl

Respondents with removable dentures

The results show that the overall percentage of respondents having
removable dentures was 9.3%. Women have higher proportion of
having removable dentures than men (11.3% vs. 7.3%). The percentage
of respondents with removable dentures was higher among the age
group 45-64 than that among the age group 18-44. See table 3.55.

Table 3.55: Percentage of respondents having removable dentures

Percentage of respondents having removable dentures

Age Both Sexes

Group

(years) 95% Cl

% Having
removable

dentures

% Having
removable
dentures

% Having
removable
dentures

18-44 722 6.0 4.0-8.0 1008 9.3 6.5-12.0 1730 7.6 5.9-9.3
45-64 331 12.4 8.0-16.8 434 18.2 12.5-240 765 15.5 11.3-19.6
18-64 1053 7.3 5.6-9.0 1442 113 8.6-14.0 2495 9.3 7.7-11.0

Respondents with teeth pain or discomfort

The results illustrate that the overall percentage of respondents who
have pain or discomfort caused by their teeth or mouth during the
past 12 months prior to the interview was 40.6%. Women had higher
proportion of oral pain than men (48.3% vs. 32.7%). See table 3.56.

Table 3.56: Percentage of respondents who have pain or discomfort
caused by their teeth or mouth during the past 12 months

Percentage having oral pain or discomf

Group

(years)
Havmg Havmg Havmg
oral oral oral
pain or pain or pain or
discomfort discomfort discomfort

18-44 722 3.4 1.8-4.9 1007 5.6 3.5-7.6 1729 45 3.2-5.8 18-44 722 33.7 28.1-39.4 1008 47.4 42.4-52.5 1730 40.6 36.4-44.7
45-64 329 3.3 0.6-6.1 433 6.9 3.3-10.5 762 5.2 2.6-7.9 45-64 331 28.7 22.0-35.4 434 51.1 43.5-58.6 765 40.5 35.2-45.8
18-64 1051 3.4 2.0-4.7 1440 59 4.1-7.6 2491 4.6 3.5-5.8 18-64 1053 32.7 28.1-37.3 1442 483 43.5-53.0 2495 40.6 37.1-441
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Respondents with dental care

The results show that the overall percentage of respondents having seen a dentist during the past 12 months was 64.7%. Women had higher
proportion of visiting the dentist than men (69% vs. 59.6%). Respondents among the age group 18-44 had higher proportion of visiting a dentist in
the last 12 months than those in the age group 45-64. See table 3.57.

Table 3.57: Percentage of respondents having seen a dentist during the past 12 months

Percentage of respondents having seen a dentist during the past 12 months

Age Men Both Sexes

Group

o) % having seen a dentist during 95% ClI % having seen a dentist during 95% ClI n % having seen a dentist during 95% ClI
the past 12 months the past 12 months the past 12 months

18-44 722 60.4 54.8-66.1 1008 67.5-75.3 1730 65.9 62.7-69.1

45-64 331 56.3 50.3-62.4 434 63.6 58.4-68.9 765 60.2 56.4-64.0

18-64 1053 59.6 54.8-64.3 1442 69.6 66.1-73.1 2495 64.7 62.0-67.4

However, the main reason for last visit to the dentist among those who ever visited a dentist was to follow up on treatment as 39.4% of all
respondents reported so. Pain or trouble with teeth or gums and routine check-up treatment came equally as the second reason for the last visit to
the dentist with the same value of 24%. See table 3.58.

Table 3.58: Main reason for last visit the dentist among those who ever visited a dentist

Main reason for last visit to the dentist among those who ever visited a dentist

Age
Group
(years) % Consultation/advice | 95% ClI % Pal uble w 95% ClI % Follow-up treatment 95% ClI % Routine 95% ClI % Other

teeth or gum: check-up treatmel
18-44 690 9.7 6.9-12.5 24.2 17.5-31.0 38.9 31.3-46.5 25.8 19.3-32.3 1.4 0.4-2.4
45-64 321 11.2 6.2-16.1 19.9 13.7-26.0 39.5 31.7-47.2 26.2 19.7-32.8 3.2 0.0-7.3
18-64 1011 10.0 7.3-12.6 23.3 17.2-29.4 39.0 32.1-46.0 25.9 20.0-31.8 1.8 0.5-3.0

Main reason for last visit to the dentist among those who ever visited a dentist

Age Women

o oz e e 7oz e e =
teeth or gums check-up treatment

18-44 984 9.3 6.4-12.3 24.8 19.3-30.3 39.7 34.1-45.3 22.8 17.6-28.1 3.3 1.9-4.7

45-64 423 7.8 4.0-11.7 25.8 19.2-32.4 40.2 33.7-46.8 21.7 15.7-27.8 4.4 1.7-7.2

18-64 1407 9.0 6.1-11.8 25.0 20.0-30.1 39.8 34.7-44.9 22.6 17.7-27.5 3.6 2.2-4.9

Main reason for last visit to the dentist among those who ever visited a dentist

Age ‘ Both Sexes

Group
(years) % Consultation/advice | 95% CI % Pal uble wi 95% Cl % Follow-up treatme 95% Cl % Routine 95% Cl % Other
teeth or gum: check-up treatme
18-44 1674 . 7.3-11.7 24.5 19.5-29.6 34.6-44.0 24 19.6-29.0 2.4 1.6-3.2
45-64 744 9.4 6.3-12.5 23.0 18.3-27.7 39.9 35.2-44.6 23.9 18.7-29.1 3.9 1.5-6.2

18-64 2418 9.5 7.4-11.6 24.2 19.6-28.8 39.4 35.2-43.7 24.2 19.8-28.6 2.7 1.8-3.6
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Respondents with teeth cleaning habits

The results show that the overall percentage of respondents cleaning their teeth at least twice a day was 73.2%. Women had higher proportion of
cleaning their teeth at least twice a day than men (80.2% vs. 66%). Only 4% of all respondents stated that they did not clean their teeth at least once

a day. See table 3.59.

Table 3.59: Percentage of respondents cleaning their teeth at least once/ at least twice a day

Percentage of respondents cleaning their teeth at least once a day

Group

(years) _ % cleaning teeth at least daily _ % cleaning teeth at least daily 95% ClI _ % cleaning teeth at least daily 95% ClI
18-44 722 94.5 92.4-96.6 1008 98.4 97.5-99.3 1730 96.4 95.3-97.6
45-64 331 92.3 87.5-97.1 434 96.3 94.3-98.2 765 94.4 91.9-96.9
18-64 1053 94.0 92.0-96.1 1442 97.9 97.1-98.8 2495 96.0 94.9-97.1

Percentage of respondents cleaning their teeth at least twice a day

Group
(years) _ % cleaning teeth at least twice a day _ % cleaning teeth at least twice a day _ % cleaning teeth at least twice a day 95% ClI

18-44 62.8-72.5 1008 78.7-85.2 1730 71.6-78.0

45-64 331 59.5 51.2-67.8 434 74.4 68.6-80.1 765 67.4 62.3-72.4

18-64 1053 66.0 61.5-70.5 1442 80.2 77.3-83.2 2495 73.2 70.2-76.2
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DISCUSSION

According to the World Health Report 2002, behavioural and biological risk factors affect individual’s health.
The main behavioural risk factors that hinder individuals’ ability to achieve good health are tobacco use,
harmful alcohol use, unhealthy diet (low fruit and vegetable consumption), and physical inactivity (WHO 2002).
The latter risk factors lead to four major biological risk factors that increase the likelihood of developing chronic
non communicable disease such as: overweight and obesity, raised blood pressure, raised blood glucose,

and abnormal blood lipids and its subset “raised total cholesterol”. It was evident that around 80% of heart
disease, stroke, and type Il diabetes and over one third of cancers could be prevented by eliminating shared
risk factors, namely tobacco use, unhealthy diet and physical inactivity (WHO 2002).

As such, the above mentioned behavioural risk factors except for alcohol consumption and their consequent
biological risk factors were examined in the STEPS approach that was implemented in Qatar under the name of
National STEPwise survey. A detailed discussion about the aforementioned risk factors is below provided.

MODIFIED BEHAVIOURAL RISK FACTORS

Tobacco use

Tobacco use and exposure come in smokeless and smoking form. In Qatar the STEPwise results illustrate that the overall prevalence
However, smoking tobacco is the most commonly used form globally. of smoking was 16.4% among the studied population. However, the
Tobacco contains over the 4000 chemicals of which 50 are known to be prevalence of smoking among men was 31.9%. While among women
carcinogenic (WHO 2010). Currently, there are 1 billion smokers in the it was only 1.2%. Regarding the age specific smoking rate among
world. Manufactured cigarettes are the major form of smoking (Safey men, the proportion of current smokers among the age group 18-
et al 2009). Direct tobacco consumption and exposure to secondhand 44 is higher than that among the age group 45-64. Men in Qatar
tobacco cause major risks to health (WHO 2010). Around é million prefer to smoke manufactured cigarettes with 81% of men smoking
persons die from tobacco use and exposure each year, accounting for manufactured cigarettes.
6% of all female and 12% of all male deaths in the world (WHO 2009).
Additionally tobacco use is considered the second leading risk factor As such, the prevalence of tobacco use among men in Qatar is close
globally for mortality (9% of deaths globally). Smoking is estimated to to the prevalence of smoking among men in upper-middle-income
cause about 71% of all lung cancer deaths, 42% of chronic respiratory countries however Qatar is placed among the high income countries.
diseases and almost 10% of cardiovascular diseases (WHO 2010). Men in Qatar followed the global trend in smoking manufactured
cigarettes. Smoking prevalence among women is low in Qatar and
According to the WHO 2011, tobacco use was higher in middle-income close to the smoking prevalence rate among low-and lower middle
countries than in low- or high-income countries, and was higher among income countries.

men than women in all income grouping countries. The prevalence of
smoking among men in lower middle- income countries was the highest
with a prevalence of 39%, men in upper-middle-income countries

came second with (35%). Among women, there were relatively higher
rates (around 15%) in upper-middle and high-income countries, and
considerably lower rates (between 2-4%) in low- and lower-middle
income countries (WHO 2011).
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Insufficient physical activity

Insufficient physical activity is the fourth leading risk factor for mortality
(WHO 2010). Each year, around 3.3 million deaths and 32.1 million
DALYs (representing about 2.1 of global DALYs) are attributable to
insufficient physical activity (WHO 2010). People who are insufficiently
physically active have increased risk of all-cause mortality by 20-30%
compared to those who engage in at least 30 minutes of moderate
intensity physical activity on most days of the week (WHO 2010).

Participation in moderate physical activity for 150 minutes each week is
estimated to reduce the risk of ischemic heart disease by approximately
30%, the risk of diabetes by 27% and the risk of breast and colon cancer
by 21-25% (WHO 2010).

Globally, the prevalence of insufficient physical activity among adults
aged 15 and above was 31% (men 28% and women 34%) in 2008. In
the WHO regions of America and Eastern Mediterranean the prevalence
of insufficient physical activity was the highest. In the aforementioned
regions the prevalence of insufficient physical activity among women
were 50% while for men it was 40% in the Americas and 36% in the
Eastern Mediterranean in 2008 (WHO 2011).

According to WHO, men were more physically active than women, with
the biggest differences in prevalence between the two sexes in the
Eastern Mediterranean region (WHO 2011).

The prevalence of insufficient physical activity is related to the level
of country income. As the prevalence of insufficient physical activity

in high-income countries was double the prevalence in low-income
countries for both men and women, with 41% men and 48% women
being insufficiently physically active in comparison to 18% of men and
21% of women in low-income countries in 2008 (WHO 2011).

In Qatar, the STEPwise results show that only 31.3% of the studied
population were involved in high level of physical activity, while 45.9%
were involved in low level of physical activity and 22.8% in moderate
physical activity. The proportion of women engaged in low level of
physical activity was higher than that among men (54.2% vs. 37%).

The prevalence of insufficient physical activity in Qatar complies with
the trend of insufficient physical activity in the Eastern Mediterranean
region. As the prevalence figures of low physical activity in Qatar among
men and women are close to the prevalence figures in the latter region.

Unhealthy diet

Low fruit and vegetable consumption is responsible of approximately
1.7 million (10%) DALYs and 1.7 million (2.8%) of deaths worldwide
(WHO 2009). According to The World Health Report 2002, low fruit
and vegetable intake is estimated to cause about 31% of ischemic
heart disease and 11% of stroke, and 19% gastrointestinal cancer
worldwide. The risk of cardiovascular diseases, stomach cancer and
colorectal cancer can be reduced by adequate consumption of fruit and
vegetables (Bazzano et al 2003).

The consumption of at least five servings of fruit and vegetables per
day is recommended as a populating intake goal to prevent diet-related
chronic disease (WHO FAO 2004).

Worldwide, there is a lack of comparable data on individual dietary
intakes (WHO 2009), however the STEPS collects data on the
behavioural risk factor of unhealthy diet.

Based on the results of the STEPwise in Qatar, around 91% of the
Qatari studied population consume less than five servings of fruits and/
or vegetables on average per day. Thus, the majority of the Qatari
population is not protected towards the diseases that are triggered by
the low consumption of fruit and vegetable.
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BIOLOGICAL RISK FACTORS

Overweight and obesity

Globally, overweight including obesity is responsible for the death of
2.8 million people each year and estimated 35.8 million (2.3%) of global
DALYs are caused by overweight and obesity (WHO 2009). Overweight
and obesity lead to undesirable metabolic effects on blood pressure,
Cholesterol, triglycerides and insulin resistance. The increase in body
mass index (BMI), a measure of weight relative to height, is steadily
associated with the increase of the risks of coronary heart disease,
ischemic stroke and type 2 diabetes mellitus (WHO 2002). Additionally,
raised BMI increases the risk of cancer of the breast, endometrium,
colon/rectum, kidney, esophagus and pancreas (WHO 2002).

According to WHO, the goal for individuals to achieve optimal health
is to maintain their BMI in the range 18.5 to 24.9 kg/m and for the
populations to achieve a median BMI in the range of 21 to 23 kg/m?
(WHO 2000). BMI in the range of 25 to 29.0 kg/m? leads to increased
risk of co-morbidities while a BMI greater than 30 kg/m? leads to
moderate to severe co-morbidities (WHO 2000).

In 2008, 35% of adults aged 20 years and above were overweight with
BMI> 25 kg/m? (34% men and 35% women). The worldwide prevalence
of obesity has almost doubled between 1980 and 2008. As 10% of men
and 14% of women were obese globally with BMI >30 kg/m? in 2008
compared to 5% for men and 8% for women in 1980 (WHO 2011).

The prevalence of overweight and obesity in 2008 was highest in the
WHO region of Americas with 62% of both sexes were overweight and
26% were obese (WHO 2011). Over 50% of the women were overweight
in the WHO European, Americas and Eastern Mediterranean regions.
For the latter three regions, roughly half of the women were obese (23%
of women in Europe. 24% in the Eastern Mediterranean, and 29% in the
Americas) according to the WHO 2011. Women were more likely to be
obese than men in all WHO regions (WHO 2011).

According to the WHO, the prevalence of overweight in high-income
and upper-middle income countries was more than double of that in
low and lower-middle income countries. As for obesity the difference
is more than triples from 7% obesity among women and men in
lower-middle-income countries to 24% in upper-middle-income
countries (WHO 2011).

In Qatar, the STEPwsie results illustrate that the mean BMI for the
Qatari population aged between 18 and 64 was 29.2 kg/m? (28.8 kg/
m? for men and 29.5 kg/m? for women) and 70.1% of the studied
population were classified as overweight with BMI equal or above

25 kg/m? . As such around 70.1% of the population are mainly at risk
of developing coronary heart disease, ischemic stroke and type 2
diabetes mellitus (WHO 2002). Additionally, the trend of women being
more likely to be obese in Qatar follows the same trend in the Eastern
Mediterranean region.

Raised blood pressure

Raised blood pressure is estimated to cause 7.5 million deaths
worldwide, around 12.8% of the total annual deaths (WHO 2009).

This accounts for 3.7% of total DALYS (57 million DALYS) (WHO 2009).
Raised blood pressure is major risk factor for developing coronary
heart disease and ischaemic in addition to haemorrhagic stroke (WHO
2011). Furthermore, the complications of raised blood pressure include
heart failure, peripheral vascular disease, renal impairment, and visual
impairment (Williams 2004). Thus, treating systolic and diastolic blood
pressure to be below 140/90 mmhg is associated with a decreases in
cardiovascular complications (Brown et al 2009).

The overall prevalence of raised blood pressure in adults aged 25 and
above in 2008 was around 40% globally (WHO 2011). In WHO Africa
region the raised blood pressure was the highest while was the lowest
in the America region. However, in all WHO region men have slightly
higher prevalence of raised blood pressure than women (WHO 2011).

Across the low, lower-middle and upper-middle income countries, the
prevalence of raised blood pressure was high with rates around 45%
for both sexes. However, the prevalence in high-income countries was
lower with rates around 35% for both sexes (WHO 2011).

In Qatar the STEPwise results illustrate that the overall percentage

of respondents with raised blood pressure (SBP 140 and/or DBP 90
mmHg or currently on medication for raised blood pressure) was 32.9
%. Women had a higher prevalence of raised blood pressure than men
(37.7% vs. 28%) unlike the global trend of men having higher prevalence
of raised blood pressure than women.
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Raised blood glucose

According to the WHO around 374 million persons have diabetes
worldwide (WHO 2012). An estimate of 3.4 million persons died

from the consequences of high blood sugar in 2004. Based on WHO
projection the diabetes attributable deaths are expected to increase by
two third between 2008 and 2030 (WHO 2012).

The development of diabetes and cardiovascular diseases are strongly
associated with the risk of impaired glucose tolerance and impaired
fasting glycaemia (Levitan et al 2004). Diabetes is the leading cause of
renal failure in many populations in both the developing and developed
world. In the developed countries, lower limb amputations are at least
ten times more common in diabetic individuals than non-diabetic
individuals (Icks et al 2009). Diabetes is one of the major causes of visual
impairment and blindness in the developed world (Resnikoff et al 2004).
Thus diabetes care may account for 15% of national health care budgets
in many countries (Zhang et al 2004).

The global prevalence of diabetes in 2008 and according to WHO was
estimated to be 10% in adults aged 25 years and above. The prevalence
of diabetes was highest in the WHO Eastern Mediterranean region

and America region (11% for both sexes) and lowest in WHO region of
African and Europe (9% for both sexes) (WHO 2011).

Low income countries demonstrated lowest prevalence of diabetes (8%
for both sexes) while the upper income countries demonstrated the
highest prevalence rate (10% for both sexes) (WHO 2011).

In Qatar, the STEPwise results illustrated that prevalence of diabetes
among the Qatari studied population was 16.7% for both sexes. The
prevalence is higher than that in the Eastern Mediterranean WHO
region and higher than the prevalence of diabetes among the high
income countries. As such almost 16% of the studied Qatari population
aged between 18 and 64 are more likely to develop the complications
of diabetes unless preventive and curative measures being implemented
to halt those complications.

Abnormal blood lipids

The risks of heart diseases and stroke are increased by the raised
cholesterol levels (Ezzati et al 2002). Globally, 2.6 million deaths (4.5%)
of total and 29.7 million DALYs or 20% of total DALYs are attributable to
high cholesterol level (WHO 2009).

In 2008, the global prevalence of raised cholesterol among adults was
39%. However, the prevalence of raised cholesterol (190 mg/dl) among
the population aged 25 and above in the Eastern Mediterranean WHO
region was around 38% (WHO 2011).

Additionally the prevalence of raised total cholesterol increased
significantly in relation to the income level of the country. As 50% of the
adults in high income countries had raised total cholesterol more than
double the level of the low-income countries.

In Qatar the STEPwise results showed that the mean level of cholesterol
was 160.9 mg/dl. However, 49.2% of the men in the studied population
have HDL levels above 40 mg/dl and 37.3% of the women in the
studied population have HDL levels above 50 mg/dl. It is evident that
the levels of HDL cholesterol in plasma are inversely related to coronary
artery disease incidence. Yet, 15.8% of the Qatari studied population
have fasting triglycerides level of 150 mg/d| as the latter figure is
consider the recommended WHO cuter point for defining the high level
of triglycerides level (WHO 2005).
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Combined risk factors

Noncommunicable diseases are the leading causes of death globally,
they are strongly associated with the four main behavioural risk factors:
tobacco use, insufficient physical activity, harmful used of alcohol, and
unhealthy diet, which lead to: high blood pressure, raised blood glucose
and cholesterol levels, and excess body weight (WHO 2011).

In Qatar the STEPwise results illustrate that 50.6% of the respondents
had 3 to 5 of the mentioned below risk factors:

currently daily smokers

less than 5 serving of fruits and vegetables per day

low level of activity (<600 MET-minutes)

overweight or obese (BMI = 25 kg/m?)

raised BP(SBP 2 140 and/or DBP = 90 mmHg or currently on
medication for raised BP)

As such, almost half of the studied population are found to be with high
risks of developing chronic noncommunicable diseases.

Finally, Qatar witnessed an enormous economic development in the
last few years which was reflected in the increased GDP per capita.
According to The World Bank 2012, Qatar is considered to be among
the high income non-Organization for Economic Co-operation and
Development (OECD) countries with a Gross National Income (GNI) per
capita Atlas methods (current US$) $80,440 of USD (The World Bank
2012). The increased GDP per capita might have been associated with
changes in behaviours and practices among the population in Qatar.
Qataris might have been more at risk to exposure to more risk factors
due to sedentary life style; the introduction to different types of foods.
Additionally the globalization and the financial prosperity means might
have contributed to increase the risks among them.

Limitation and Constraints

The main limitation of the national Qatar STEPwise survey was that the
information was collected through self-reported-fact-to-face interviews
with the respondents. Respondents might have recalled inadequately
the duration of their morbidity.

The number of women who reported to be smokers was very few.
Hence, the reliability of the smoking related results might have been
affected accordingly.

Strength of the Survey

The survey covered the Qatari population which are the stable
population in the state of Qatar. Women and men Qataris aged
between 18 and 64 years old participated in the survey.

The STEPwise survey population sample was supplied by the Qatar
Statistics Authority as a representative sample of the Qatari population
between the ages of 18 and 64. The country has been divided into
Primary Sampling Units (PSUs) to form an area sampling frame. Each
area frame is composed of a set of PSUs, constructed by grouping
contiguous blocks such that each PSU contains about 60 to 70 Qatari
households according to the 2010 Census. The formation of PSUs
respects the administrative structure of the State of Qatar.

A total of 96 PSUs were selected from the Qatari frame of PSUs. In

the first stage, a systematic random sample of PSUs is drawn with
probability proportional to size (size will be the number of Household in
each PSU) from the area frames.

Additionally to ensure that each household in Qatar and each Qatari
aged between 18 and 64 years old in Qatar has an equal probability
of being selected into the sample, the data were weighted during the
analysis to account for this differential selection probability and to have
representative results for the population.

As such the results of the STEPwise survey were applicable to the whole
Qatari population aged between 18 and 64 years old.
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Sequence of tests

In most sites, the physical measurements (Step 2) are done immediately after the
behavioral measurements (Step 1). Since the participant must have rested for 15 minutes
Guide to Physica| and Biochemica| Measurements before the blood pressure measurement, it is most convenient to start the Step (2)
measurements with blood pressure as the participant will have already been sitting for
the duration of the interview.

Physical Measurements Overview The Step 2 measurements should hence be taken from the participant in the following

In this documents you will learn: order:
¢ What the physical measures are and what they mean 1. Blood pressure (and heart rate, if measured)
* What equipment you will need 2. Height
* How to assemble and use the equipment 3. Weight
¢ How to take physical and blood pressure measurements and accurately record the 4. Waist circumference
results.

5. Hip circumference

Physical Measurements Equipment required for tests

Prior to taking physical measurements, explain that you will be taking the following The equipment you will need for taking physical measurements include:
measurements:
¢ blood pressure monitor and appropriate cuff sizes;
¢ Blood pressure
e height measuring board;
® Height
* weighing scales;
o Weight
* Tape measure;
® Waist circumference

¢ Hip circumference
Privacy
e Blood pressure is taken from the participants to determine the proportion of the
Where possible, all physical measurements should be conducted in a private area. In

some settings, a separate room in the household may be set up with the necessary
equipment to take each measurement. Where this is not possible, a separate area should
be screened off to provide privacy for waist & hip circumference measurements. Allow the
e Waist and hip measurements are taken to provide additional information on participant to select the degree of privacy.

overweight and obesity;and to calculate waist to hip ratio (W/h)

population with raised blood pressure.

¢ Height and weight measurements are taken to calculate body mass index (BMI) that
is used to determine the prevalence of overweight and obesity in the population.
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When to take physical measurements and record results

It is recommended that physical measurements are taken immediately after the Step 1
interview. Results of Step 2 measures are to be recorded on the same participant
instruments.

Taking Blood Pressure

Equipment

To take blood pressure you will need the following:
¢ Digital automatic blood pressure monitor, e.g. OMRON
e Appropriate size cuffs.

Preparing the participant

Ask the participant to sit quietly and rest for 15 minutes with his/her legs uncrossed. If
physical measurements (Step 2) are done immediately after the behavioral measurements
(Step 1), as recommended, the participant have already been seated for at least 15
minutes, and the blood pressure measurements can be done immediately after finishing
the Step 1 questions.

Three blood pressure measurements should be taken. During data analysis the mean
of the second and third readings will be calculated. The participant will rest for three
minutes between each of the readings.

Recording the blood pressure measurements
For recording the results of the blood pressure measurements, do the following:
® Record you're Interviewer ID (if not already filled in) in the participant's instrument.

e After each of the three measurements, record the results in the participant's
instrument;

e Check that all readings are correctly filled in the instrument;

¢ Inform the participant on the blood pressure readings only after the whole process is
completed.

Guide to Physical and Biochemical Measurements

OMRON procedure

The instructions below apply to the use of an OMRON blood pressure monitor. However,
more detailed operating instructions are included with the device and should be reviewed
before taking any blood pressure measurements.

Note that in case you use a different digital automatic blood pressure monitor, you should
also read the instructions for the according machine carefully.

Applying the OMRON cuff

You should follow the steps below to select an appropriate size and apply the cuff:
1. Place the left arm* of the participant on the table with the palm facing upward.
2. Remove or roll up clothing on the arm.

3. Select the appropriate cuff size for the participant, using the following table:

Cuff Size Arm Circumference (cm)
Medium (M) 22-32 cm
Large (L) >32cm

4. Put the cuff above the elbow aligning the mark ART on the cuff with the brachial artery.
The lower edge of the cuff should be placed 1.2 to 2.5 cm above the inner side of the
elbow joint.

5. Wrap the cuff onto the arm.
6. Keep the level of the cuff at the same level as the heart during measurement.

7. If the right arm is used, note this in the right hand side margin on the participant's
Instrument.

Follow the instructions below to take the blood pressure measurement with an
OMRON:

1. Switch the monitor on and press START/STOP button.

2. The monitor will start measuring when it detects the pulse and the "heart" symbol will
begin to flash. The systolic and diastolic blood pressure readings should be displayed
within a few moments (systolic above and diastolic below).
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3. Record the reading in the participant's instrument.
4. Switch the monitor off, but leave the cuff in place.

5. Wait three minutes and then repeat steps 1-4 two more times.

Measuring Height

The height of eligible participants is taken to help calculate their body mass index (BMI),
which is their weight relative to their height, and therefore to determine the prevalence of
overweight and obese people in the population.

Equipment

To measure height, you need a portable height/length measuring board. Follow the steps
below to assemble the measuring board:

1. Separate the pieces of board (usually 3 pieces) by unscrewing the knot at the back
2. Assemble the pieces by attaching each one on top of the other in the correct order.
3. Lock the latches in the back.
4. Position the board on a firm surface against a wall.
Procedures
Follow the steps below to measure the height of a participant:
1. Ask the participant to remove their:
® Footwear (shoes, slippers, sandals, etc)
¢ Head gear (hat, cap, hair bows, comb, ribbons, etc).
® The measurement may be taken over light fabric.
2. Ask the participant to stand on the board facing you.
3. Ask the participant to stand with:
¢ Feet together
® Heels against the back board

¢ Knees straight.

Guide to Physical and Biochemical Measurements

4. Ask the participant to look straight ahead and not tilt their head up.
5. Make sure eyes are the same level as the ears.

6. Move the measure arm gently down onto the head of the participant and ask the
participant to breathe in and stand tall.

7. Read the height in centimeters at the exact point.
8. Ask the participant to step away from the measuring board.
9. Record the height measurement in centimeters in the participant’s Instrument.

10. Record your Technician ID code in the space provided in the participant’s instrument
& the ID of the scale.

Measuring Weight
The weight of eligible participants is taken to help determine their body mass index (BMI).
Equipment
To measure weight, you will need the following equipment:
1. Portable electronic weighing scale.
2. Do not place the scales on:

e Carpet.

¢ asloping surface

e arough, uneven surface
Make sure the scales are placed on a firm, flat surface.
Electronic scales
Follow the steps below to put electronic scale into operation:
1. Put the scale on a firm, flat surface.
2. Turn on the scale.

4 Switch the scale on and wait until the display shows 0.0.
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Procedures

Follow the steps below to measure the weight of a participant:

. Ask the participant to remove their footwear (shoes, slippers sandals, etc) and socks.

N

. Ask the participant to step onto scale with one foot on each side of the scale.
3 Ask the participant to:
e Stand still
® Face forward
¢ Place arms on the side and

o Wait until asked to step off.

>

Record the weight in kilograms on the participant’s instrument.

Measuring Waist & Hip Circumference

Waist circumference measurements are also taken to provide additional information on
overweight and obesity; it is an approximate index of intra-abdominal fat mass and total

body fat
Equipment
To take waist circumference measurements you will need a:
¢ Constant tension tape (for example, Figure Finder Tape Measure)
Privacy

A private area is necessary for this measurement. This could be a separate room, or an
area that has been screened off from other people within the household.

Preparing the participant

This measurement should be taken over light clothing. It must not be taken over thick or
bulky clothing.

Guide to Physical and Biochemical Measurements

How to take the waist measurement
This measurement should be taken:
e At the end of a normal expiration;
e with the arms relaxed at the sides;

o At the midpoint between the lower margin of the last palpable rib and the top of the
iliac crest (hip bone).

Procedure
Follow the steps below to measure the waist circumference of a participant:

1. Standing to the side of the participant, locate the last palpable rib and the top of the
hip bone. You may ask the participant to assist you in locating these points on their body.

2. Ask the participant to wrap the tension tape around themselves and then position the
tape at the midpoint of the last palpable rib and the top of the hip bone, making sure to
wrap the tape over the same spot on the opposite side.

3. Check that the tape is horizontal across the back and front of the participant and as
parallel with the floor as possible.

4. Ask the participant to:
¢ stand with their feet together with weight evenly distributed across both feet;
¢ hold the arms in a relaxed position at the sides;
o Breathe normally for a few breaths, and then make a normal expiration.

5. Measure waist circumference and read the measurement at the level of the tape to the
nearest 0.1 cm, making sure to keep the measuring tape snug but not tight enough to
cause compression of the skin; (Measure only once)

6. Record the measurement on the participant’s Instrument.
How to take the Hip measurement
This measurement should be taken:

¢ with the arms relaxed at the sides

o at the maximum circumference over the buttocks
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Procedure:
Follow the steps below to take hip circumference measurements.

e Stand to the side of the participant, and ask them to help wrap the tape around
themselves.

¢ Position the measuring tape around the maximum circumference of the buttocks
o Ask the participant to:

1. stand with their feet together with weight evenly distributed over both feet;

2. hold their arms relaxed at the sides.

e Check that the tape position is horizontal all around the body and snug without
constricting

® Measure hip circumference and read the measurement at the level of the tape to the
nearest 0.1 cm.

® Measure only once and record the measurement on the participant’s instrument

Biochemical Measurements:
In this module, you will learn:
® What the biochemical measures are and what they mean
¢ The fasting process and instructions for participants
* What equipment you will need
¢ How to take biochemical measurements
® How to record the results.
The participant ID should already be filled in on the Step 3 results page of the instrument.
Blood Collection

Blood samples are taken from eligible participants to be used to perform simple tests to
measure blood glucose and blood lipids.

Dry chemistry means that blood is taken from the fingertip.

Guide to Physical and Biochemical Measurements

Infection control

Follow the infection control procedures appropriate for your facility. Whole blood is more
infective with regard to blood borne disease than centrifuged serum or plasma. There
may be an increased risk in handling whole blood and universal precautions should be
adopted.

Participant fasting requirements

To obtain accurate results, ensure that the participant DOES NOT have anything to eat or
drink including chewing gum (except plain water) for at least 12 hours BEFORE blood
collection. This means that if participants’ blood samples are to be taken in the morning,
this means they must not to eat or drink anything (except plain water) from about 8 pm the
night before the appointment.

Participants must fast for at least 12 hours before blood collection. Most blood samples
are to be taken in the morning.

Note for diabetics:

If the participant has diabetes controlled with tablets and/or insulin, he / she should
AVOID taking these on the morning of his appointment, but takes them after testing is
completed. The participants could take any other morning medications as usual.

Preparing the Participant

After greeting the participant, and asking him to take a seat, follow the steps below to
prepare the participant for a blood test:

Ask the fasting question (first question on the instrument under Step 3) and circle the
answer.

If the participant has not fasted correctly, then:
¢ Note "fasting default" on the participant’s instrument;

e Explain that to get accurate results participants need to fast for a minimum of 12
hours;

o Ask if they would try fasting again and have a blood test on the following day.
If the participant agrees then:
¢ Give the participant an appointment time and fasting instructions;

¢ Inform the supervisor.
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Guide to Physical and Biochemical Measurements

If the participant has fasted correctly; then explain to the participant that:
1. Blood is going to be collected from a small prick on the finger;
2. Tests will be done on fasting:

¢ Blood sugar,

® Cholesterol and HDL Cholesterol

o Triglycerides.

Cholesterol Measurement
Blood cholesterol tests are taken to measure total cholesterol and HDL cholesterol levels.
Equipment required

Dry chemistry equipment and supplies required for cholesterol measurements include:

Cholesterol measuring device (such as: cardio check)

Test strips;

Lancet;

Cotton balls;

Sterile swabs;

Gloves;

Disposable container.
Preparing the device

You should read the instructions provided with the device carefully and follow the
appropriate device instructions to set up, prepare and use the meter for cholesterol tests.

Cholesterol measurement procedure
Follow the steps below to take cholesterol measurements and record the results:
1. Put on gloves.

2. Remove a test strip.

Guide to Physical and Biochemical Measurements

3. Rub a fingertip to help withdraw blood (rub the side of the participant's finger closest
to the thumb).

4. Wipe or swab the fingertip by using a sterile swab.
5. Lance the massaged place on the fingertip with lancing device.
6. Allow a hanging blood drop to form without applying too much pressure.

7. Carefully apply the drop of blood to the test field on top of the strip without touching
the test field directly to the finger.

Note:

The test field must be completely covered with blood. If too little blood is applied, do not
rub it in or apply a second drop, but repeat the measurement with a fresh test strip.

8. Give the participant a cotton ball to press on the puncture.
9. Put the test strip into the machine.

10. Wait for the measurement to be displayed (after a series of beeps followed by longer
beep). The blood cholesterol results are usually displayed in mg/dl.

11. Record the results of the blood cholesterol reading in the participant’s instrument and
in the Participant Feedback Form (Step 3). Also tick the corresponding box on this form.

12. Record Device ID, and answer to medication question in the participant's instrument.

Triglyceride Measurement
Triglyceride test is taken to measure the fasting levels of natural fats in the bloodstream.
Triglyceride measurement procedure

The strip of cholesterol measurements will measure the Triglyceride level at the same
time.

The triglyceride results are usually displayed in mg/dl. Record the results of the
triglyceride reading in the participant’s instrument and in the Participant Feedback Form
(Step 3). Also tick the corresponding box on this form
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Guide to Physical and Biochemical Measurements

Blood Glucose Measurement

Blood sugar tests are taken to measure raised blood sugar levels which are a risk factor for
diabetes.

Equipment required
Dry chemistry equipment and supplies required for glucose measurements include:

¢ Cholesterol measuring device (such as: cardio check) is also used for blood glucose
measurement;

o Test strips (different strip from Cholesterol one)
Preparing the device

Follow the appropriate device instructions to set up, prepare and use the meter for blood
glucose tests.

Blood glucose measurement procedure

You should also read the instructions provided with the device carefully and you
should:

o Follow the same steps of cholesterol measurements.

e Record the results of the fasting blood sugar reading in the participant’s instrument
and in the Participant Feedback Form (Step 3). Also tick the corresponding box on this
form.

¢ Record Technician ID, Device ID, time of day and answer to medication question in
the participant's instrument.
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National Stepwise Survey for Chronic Non-communicable Diseases

AGENDA

and Risk Factors
Training Workshop for data collectors

27th Feb 2012- 1st March 2012

Day One 27th Feb 2012

15:30 - 15:45

15:45-16:30

16:30-17:15

17:15-17:45

17:45 - 18:00

18:00 - 18:30

18:30 - 19:30

19:30 - 19:45

19:45-20:15

Opening Ceremony by Dr. Mohammed Bin Hamad Al-Thani

Introduction, objectives of the workshop, and overview and rationale of the WHO
STEPwise approach to chronic disease risk factor surveillance

Introduction, to the STEPS survey in Qatar.

Interview Tracking, Reaching and approaching selected households

Break and prayer time for Al-Maghrib

Introduction to PDA-based data collection

Selecting an individual within selected households: the Kish method (presentation and
practice)

Break and prayer time for Al-Eshaa

Selecting an individual within selected households: the Kish method (presentation and
practice, cont

20:45-21:15

2115

16:30 - 15:45

15:45-16:30

16:30 - 17:00

17:00 - 17:30

17:30 - 17:45

17:45-19:45
cont.

19:45- 20:00

20:00- 21:00

21:00 -

15:30 - 15:45

g’@v World Health chaadl jlaa
Wy Organization STATISTICS AUTHORITY

Regional Office for the Eastern Mediterranean

=

g VoIl pdagll auuel!
National STEPwise survey

Interviewer skills

Break for dinner

Day Two 28th Feb 2012

Review Day 1

The STEPS instrument, Q-by-Q guide and Show Cards

Recording and checking information on PDAs

Collecting demographic and behavioral risk factor information (STEP 1) (practice)
Break and prayer time for Al-Maghrib

Collecting demographic and behavioral risk factor information (STEP 1) (practice),

Break and prayer time for Al-Eshaa
Taking and recording physical measures (STEP 2)

Break for dinner

Day Three  29th Feb 2012

Review Day 2

20:15-20:45  Informing participants and obtaining consent

15:45-17:00  Taking and recording physical measures (STEP 2) (practice)

17:00-17:30  Procedures for biochemical measures (STEP 3)
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17:30-17:45 Break and prayer time for Al-Maghrib

12

17:45-18:15  Procedures for biochemical measures (STEP 3) cont.
18:15-19:15  Check list for equipment and supplies
Care and use of the PDAs
Conducting the pilot
Other logistics
19:15-19:30  Break and prayer time for Al-Eshaa
19:30-20:30  Final practice

20:30-21:00 Review Day 3
Closing of the training workshop

21:00 - Break for dinner
Day Four _1st March 2012

PILOT
4:00- 7:00 pilot
7:00- 9:00 Discussion and feedback of the pilot
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10:30 - 11:00 Break

11:00 - 12:30 Continue work on fact sheet / data book

EL‘§<<\
NS4

===

12:30 - 13:30 Lunch
Chronic Disease Risk Factor Surveillance

‘Workshop on STEPS Data Analysis and Reporting 13:30 - 15:00 Review completed fact sheet, discussion
15:00 - 17:00 Continue work on data book
Day 1
09:00 — 09:30 Opening session, Welcome, Introductions Day 4
Objectives of the workshop
09:00 - 09:30 Presentation: STEPS Site Report
09:30 - 10:00 P ion: Downloading and organizing data from the PDAs

09:30 - 10:30  Presentation: Interpreting data, presenting results
10:00 - 10:30 Presentation: Weighting the data to make it representative
10:30 - 11:00 Break
10:30 - 11:00 Break
11:00 - 12:30 Continue work on data book, begin work on site report (if ready)
11:00 - 12:30 Work on downloading and weighting data
12:30 - 13:30 Lunch
12:30 - 13:30 Lunch
13:30 - 14:30 Continue work on data book / site report
13:30 - 17:00 Work on downloading and weighting data
14:30 - 17:00 Continue work on data book / site report

Day 2
09:00 - 10:30 Introduction to Epi Info (hands-on, interactive training)
10:30 - 11:00 Break
11:00 - 12:30 Intro to Epi Info, cont.
12:30 - 13:30 Lunch
13:30 - 14:00 Presentation: STEPS Fact Sheet
14:00 - 17:00 Use Epi Info to do basic exploration of survey data
Begin work on fact sheet
Day 3
09:00 - 10:00 Presentation: STEPS Data Book & Excel Macros for Data Book Preparation

10:00 - 10:30 Continue work on fact sheet (if needed), begin work on data book (if ready)




AN
NEX-EVEN

QATAR STEPWISE REPORT 2012
ANNEXES

118 | 119

Qatar STEPS Survey 20

Fact Sheet

The STEPS survey of chronic disease risk factors in Qatar was carried out from March 2012 to May 2012. Qatar carried
out Step 1, Step 2 and Step 3 if applicable. Socio demographic and ioural information was collected in Step 1.
Physical measurements such as height, weight and blood pressure were collected in Step 2. Biochemical measurements
were collected to assess blood glucose and cholesterol levels in Step 3. The STEPS survey in Qatar was a population-
based survey of adults aged 18-64 . A multi-stage cluster sample design was used to produce representative data for
that age range in Qatar. A total of 2496 adults participated in the Qatar STEPS survey. The overall response rate was
88%. A repeat survey is planned for 2015 if funds permit.

Qatar STEPS Survey 2012

Fact Sheet

Results for adults aged 18-64 years (inc (o) Both Sexes Females
Step 1 Tobacco Use
. K 12%
Percentage who currently smoke tobacco (1]§ j’1°g°4) ‘2:7”9 f’;é'g) o5 "’g)
Percentage who currently smoke tobacco daily (1213-:’ % o <z§g'1 ;g'g) (Do;c: {”0
For those who smoke tobacco daily
i 18.9 18.8 .
Average age started smoking (years) a1 d0s) a1 as)
80.6% 80.9% .
Percentage of daily smokers smoking manufactured cigarettes 54 ess) Penson
Mean number of manufactured cigarettes smoked per day (by smokers of 135 13.6 .
manufactured cigarettes) (12.0 - 15.0) (121 -15.2)
Step1_Fruitand ion (in a typical week)
3.4 37 3.2
Mean number of days fruit consumed (32-37) 33 -40) (29 ~3.4)
i i 0.8 0.9 0.7
Mean number of servings of fruit consumed on average per day 0100 01 06 08
5.5 5.7 5.4
Mean number of days vegetables consumed 5% LA 52t
Mean number of servings of vegetables consumed on average per day wate wate aate
Percentage who ate less than 5 servings of fruit and/or vegetables on 91.1% 91.9% 90.4%
average per day (67.7-9456) (678-96.1) (86.8-94.0)
Step 1 _Physical Activity
Percentage with low levels of activity (defined as < 600 MET-minutes per 45.9% 37.4% 54.2%
week)* (42.249.6) (32.6-42.1) 49.2:59.3)
Percentage with high levels of activity (defined as > 3000 MET-minutes 31.3% 38.1% 24.8%
per week)* (282-345) (33.8-42.4) (203-20.3)
Median time spent in physical activity on average per day (minutes) 37.1 55.7 236
(presented with inter-quartile range) (64-120.0) (14.3-141.4) (0.0-1029)
Percentage not engaging in vigorous activity (62_11‘3 4/75) ‘s‘r;%'g;/"” (1852_3'734‘71)

Results for adults aged 18-64 years (incl. 95% CI) Both Sexes Males Females
Step2 Physical Measurements
2 29.2 28.8 29.5
Mean body mass index — BMI (kg/m®) (@88-296) (26.3-20.4) (29.0-30.1)
¥ 68.3%
Percentage who are overweight (BMI > 25 kg/m?) (szgﬂ,ﬁ’m (Eﬂ-_ﬁ“?m (mam"s)
2 41.4% 39.5% 43.2%
Percentage who are obese (BMI 2 30 kg/m?) P P aosZr
99.9 90.0
Average waist circumference (cm) (o001 | 6530910
Mean systolic blood pressure — SBP (mmHg), including those currently on 118.0 123.6 112.5
medication for raised BP (117.0-118.9) (122.4-124.9) | (11135-1137)
Mean diastolic blood pressure — DBP (mmHg), including those currently on 78.5 80.0 77.0
i raised BP (179-79.) (192-808) (763-778)
Percentage with raised BP (SBP = 140 and/or DBP = 90 mmHg or currently on 32.9% 28.0% 37.7%
i for raised BP) (302-35.6) (245-315) (333-42.)
Step 3 Biochemical Measurement
Mean fasting blood glucose, including those currently on medication for raised 92.5 022 929
blood glucose [mg/di] (89.9:95.2) (88.4-96.0) (69.7-96.0)
Percentage with impaired fasting glycaemia as defined below 5.8% 5.5% 6.2%
« capillary whole blood value 25.6 mmol/L (100 mg/dl) and <6.1 mmol/L (110 mg/di) (4572) (3377) (4.1-83)
Percentage with raised fasting blood glucose as defined below or currently on o "
medication for raised blood glucose U;‘,—.’wés, (1371'-% 2) uliﬂ;"’a.
« capillary whole blood value > 6.1 mmol/L (110 mg/di)
Mean total blood cholesterol, including those currently on medication for raised 160.1 155.3 166.3
cholesterol [mg/di] (157.9-163.9) (1503-1603) | (1629-169.7)
Percentage with raised total cholesterol (2 5.0 mmol/L or = 190 mg/dl or 21.9% 19.1% 24.6%
currently on medication for raised (18.8-25) (147-23.4) (209-284)
Summary of combined risk factors
*  current daily smokers = overweight (BMI 2 25 kg/m?)
+ less than 5 servings of fruits & vegetables per day + raised BP (SBP = 140 and/or DBP > 90 mmHg or
+ low level of activity currently on medication for raised BP)
o o o
Percentage with none of the above risk factors (002'?{“4, (.,13'%"4, ‘00.53,{3'7)
Percentage with three or more of the above risk factors, 44.9% 47.2% 42.4%
aged 18 to 44 years (41.1-487) (41.6-52.9) (38.4-46.5)
Percentage with three or more of the above risk factors, 70.4% 67.6% 73.0%
aged 45 to 64 years (€59-74.9) (608 ~74.4) (©72-787)
Percentage with three or more of the above risk factors, 50.7% 51.5% 49.8%
aged 18 to 64 years (47.4-539) (46.6 - 56.5) (46.0-535)

* For complete definitions of low and high levels of physical activity, other conditions are specified in the GPAQ Analysis Guide, available at:
hitp: h njindex.htmi

'WHO STEPS chrot
www.who.int/c|

ic disease risk factor su
te]

*indicate less than 50 responses.

For additional information, please contact:
STEPS country focal point [Dr. Al-Anoud Bint Mohammed Al-Thani, email address: aalthani@sch.gov.qa)

WHO STEPS chronic di
www.who.int /steps
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