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Abstract

Background: Cape Verde presents a high rate of cardiovascular diseases. Low potassium and high sodium intakes
are related to cardiovascular diseases. However, studies regarding these two micronutrients continue to be rare in
African urban settings. This work aims to estimate potassium and sodium intakes and to analyse the self-reported
salt intake by gender and by type of urban area in the city of Praia – the capital of Cape Verde.

Methods: In the first stage (n = 1912), an intra-urban study was designed in two types of urban areas (formal and
informal), using a sampling strategy based on random selection of geographical coordinates, in order to apply a
questionnaire. In a second stage, a 24-h dietary recall and anthropometric measurements were performed by local
nutritionists. Potassium and sodium intakes were estimated for 599 participants (149 men and 450 women). Non-
parametric methods (including quantile regression) were used in the statistical analysis.

Results: In informal areas, a higher percentage of women reported having hypertension (31.0%) compared to
formal areas (19.7%). Based on 24-h dietary recall, median potassium intake for men was 2924.2 mg/day and for
women and 2562.6 mg/day. Almost 70.0% of men and 80.0% of women ingested less than the recommended
3510 mg/day of potassium. In informal areas, men and women presented high medians of sodium intakes
compared to formal areas (men: 4131.2 vs 3014.6 mg/day and women: 3243.4 vs 2522.4 mg/day). On the other
hand, the percentage of participants exceeding 2000 mg/day for sodium was high (≥70.8%), even for participants
that self-reported low-salt intake.
Quantile regression models revealed effects of the type of urban area and gender in the potassium and sodium
intakes, at least, in some quartiles, accounting for age, academic qualifications, and professional situation.

Conclusions: A low potassium intake and a high sodium intake were found in Praia. Thus, efficient health education
campaigns and health promotion are needed and should be tailored considering gender and urban areas.

Keywords: Potassium, Sodium, Cardiovascular diseases, Hypertension, Overweight, Obesity, Formal and informal areas,
Cape Verde, Sub-Saharan Africa

Background
Non-communicable chronic diseases have been increasing
steadily both in developed countries as well as in low- and
middle-income countries [1]. Dietary intake assessments
in low- and middle-income countries are crucial to pro-
viding detailed information regarding micronutrients and
their effects on health [2]. High levels of sodium have been
associated with elevated blood pressure and poor

cardiovascular health [3–10], while other studies have sug-
gested that potassium intake may have a protective effect
against strokes and cardiovascular disease [6, 11–13].
According to the World Health Organization (WHO)

recommendations, daily sodium intake should be less than
2000 mg (5000 mg of salt) [14]. A minimum potassium
daily intake of 3510 mg has been recommended [15].
Some authors have highlighted the role of socioeco-

nomic inequalities to design interventions aiming to
promote a healthy diet, such as the reduction of salt
intake [16, 17].

* Correspondence: luziag@ihmt.unl.pt
1Instituto de Higiene e Medicina Tropical - Universidade Nova de Lisboa,
IHMT-UNL, Rua da Junqueira 100, 1349-008 Lisbon, Portugal
2Global Health and Tropical Medicine, GHTM, IHMT-UNL, Lisbon, Portugal
Full list of author information is available at the end of the article

© The Author(s). 2018 Open Access This article is distributed under the terms of the Creative Commons Attribution 4.0
International License (http://creativecommons.org/licenses/by/4.0/), which permits unrestricted use, distribution, and
reproduction in any medium, provided you give appropriate credit to the original author(s) and the source, provide a link to
the Creative Commons license, and indicate if changes were made. The Creative Commons Public Domain Dedication waiver
(http://creativecommons.org/publicdomain/zero/1.0/) applies to the data made available in this article, unless otherwise stated.

Alves et al. BMC Public Health  (2018) 18:995 
https://doi.org/10.1186/s12889-018-5911-x

brought to you by COREView metadata, citation and similar papers at core.ac.uk

provided by Repositório da Universidade Nova de Lisboa

https://core.ac.uk/display/427721982?utm_source=pdf&utm_medium=banner&utm_campaign=pdf-decoration-v1
http://crossmark.crossref.org/dialog/?doi=10.1186/s12889-018-5911-x&domain=pdf
http://orcid.org/0000-0002-9710-1945
mailto:luziag@ihmt.unl.pt
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/publicdomain/zero/1.0/


Africa has been undergoing a rapid process of
urbanization (marked by lifestyles changes such as
physical inactivity, high salt diets, fried food, high fat food,
alcohol, and tobacco) that contributes to an increase in
obesity, hypertension and cardiovascular diseases [18–20].
There is a lack of studies on potassium and sodium in-

take in African countries, and the few existing estimates
are uncertain [6]. According to a systematic review pub-
lished in 2016 focused on salt intake in sub-Saharan
Africa (a study which did not include Cape Verde), only
six studies considered gender differences in urban set-
tings, the most recent being published in 2001 [21].
Because publications on potassium and sodium intake in
African cities are rare, there is an important gap to fill,
particularly with regard to potential differences by
gender and urban area.
Depending on the type of urban setting under investi-

gation, some differences in food consumption habits are
expected between the neighbourhoods of a city [22, 23].
Although living in a disadvantaged neighbourhood has
been associated with a poorer diet [24, 25], some studies
have shown the opposite may be true [22, 23]. This
incongruence seems to suggest that intra-urban varia-
tions are locally dependent, with each city presenting a
different pattern.
Cape Verde is an archipelago island nation in

sub-Saharan Africa, located in the central Atlantic
Ocean, which is composed of ten islands. The popula-
tion of Santiago, the largest island, is concentrated in
the city of Praia (the capital of Cape Verde) [26]. In
this medium-income country, 69.0% of all deaths are
caused by non-communicable diseases, of which 35.0%
are due to cardiovascular diseases [27].
Dope et al. [28] show that Cape Verdean families con-

sume a lower proportion of fruits and vegetables than
recommended by WHO, an important source of potas-
sium. As dietary habits in Cape Verde has changed, a
decrease in the consumption of traditional products (e.g.
manioc, sweet potatoes or corn) and an increase in the
consumption of processed foods and oils suggest a
nutritional transition stage in this country [28, 29].
These results, along with empirical knowledge and un-
published studies, suggest a high sodium intake in the
Cape Verdean population. To our knowledge, there are
no published studies on the intake of potassium and
sodium in Cape Verde.
This study aims to estimate the potassium and sodium

intakes and to analyse the self-perception of salt intake
of men and women living in formal and informal areas
of the city of Praia.

Methods
This work is part of a research project: “UPHI-STAT:
Urban Planning and Health Inequities – moving from

macro to micro statistics”. This intra-urban study was
originally conducted in the city of Praia, in three neigh-
bourhoods - Plateau (formal area), in part of Vila Nova
(informal area) and Palmarejo (formal and informal
areas). Formal urban areas include elements of urban
planning and are equipped with public services, infra-
structures, and green spaces [30–32]. The informal
urban type is characterized by an irregular matrix com-
posed of clandestine and randomly exposed buildings
without a planning model [30–32].
Data collection occurred between January and October

2014. A random sampling strategy based on geograph-
ical coordinates of private households was used to select
in each household one adult (≥ 18 years), living at least
six months in the neighbourhood. Methodological as-
pects of the fieldwork were described in more detail in
the previous study [30]. Briefly, the first stage involved a
random sample size of 1912 adults who answered the
UPHI-STAT questionnaire, applied by trained local inter-
viewers [30]. A pre-test of the questionnaire was previously
carried out [30]. Some variables from the UPHI-STAT
questionnaire are explored in this work, namely sociode-
mographic characteristics, self-reported chronic diseases
(e.g., self-reported hypertension), and frequency of fruits
and vegetables consumption. Self-reported chronic diseases
and hypertension were ascertained with the questions: “Do
you have any chronic disease diagnosed by a health profes-
sional?” and if yes, “Do you have hypertension?” (Yes/No).
Self-reported salt intake was explored by this question:
“How do you classify the amount of salt you consume
regularly?”, with answers: “do not use salt”, “low”, “normal”
and “enough/add salt”.
In the second stage, all participants of the first stage

were invited to visit local nutritionists and 599 partici-
pants consented and undergo a nutritional status evalu-
ation [30]. This evaluation included a 24-h dietary recall
(24HDR), collecting information on food and beverage
consumption during the previous 24 h. Additionally,
local nutritionists asked about dietary habits during
weekends or holidays. For the 24HDR application, stand-
ard household measuring utensils and validated food
photographs were used to better quantify food portions.
This method was conducted to determine the potassium
and sodium intakes from food sources alone. Following
the practice conducted in Cape Verde by local nutrition-
ists, nutritional data from 24HDR were obtained using
the Portuguese Food Composition Table [33] and, where
necessary, additional information was obtained from the
West African Food Composition Table, developed by the
Food and Agriculture Organization [34]. The values of
sodium and potassium intake were then compared to
the WHO recommendations [14, 15]. Nutritional status
was assessed, among others measures, from Body Mass
Index (BMI) [35] and waist circumference (WC) [36].
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The categories associated with BMI ranges for adults
are: underweight (< 18.5 kg/m2); normal weight (18.5–
24.9 kg/m2); overweight (25.0–29.9 kg/m2) and obesity
(≥30.0 kg/m2). The cardiometabolic risk was based on
the WC by gender: increased risk (men: > 94 cm,
women: > 80 cm) and high increased risk (men: >
102 cm, women: > 88 cm) [36]. In this stage, 149 men
(47 in the formal and 102 in the informal areas) and
450 women (153 in the formal and 297 in the informal
areas) were included in this analysis. All participants
provided written informed consent and this study was
approved by ethical committees for Ethics in Research for
Health (doc.N.52/2013), Cape Verde, and Ethics Council
of IHMT (doc n°.24–2013-PI), Portugal.

Statistical analyses
Statistical analysis was performed using SPSS version
22.0 and R Statistical Software. Frequency tables were
made for qualitative variables. Median and interquar-
tile range (IQR) were used for asymmetric quantita-
tive or ordinal variables. In order to decide between
parametric or non-parametric tests, normality tests of
Kolmogorov-Smirnov and Shapiro-Wilk were used, as
well as the Levene test for homogeneity of variances.
Since none of the studied variables fulfilled these assump-
tions, to compare by the two types of areas and by gender,
Mann–Whitney U tests were used. Differences between
proportions were performed with Chi-square test or
Fisher’s exact test. Additionally, a multivariate analysis was
performed to explore if gender and type of urban area
explain differences in potassium and sodium intakes, con-
sidering some confounding factors (e.g. age, academic
qualifications and professional situation). Instead of trad-
itional linear regression, quantile regression models were
explored for each micronutrient. This choice was due to
the failure of the normality assumption and some outliers
in sodium and potassium intakes (dependent variables).
Quantile regression is more robust and provides possible
heterogeneous effects of explanatory variables at different
parts or points (e.g., quartiles) of the conditional dis-
tribution of the dependent variable. We will only
present the results to the first quartile (Q1), second
quartile (Q2 - median) and third quartile (Q3), in
order to illustrate the effects of covariates in lower,
intermediate and higher values of sodium and potassium
intakes [37, 38].

Results
The sociodemographic characteristics, self-reported
chronic diseases (e.g., hypertension) and nutritional
status of men and women, respectively in the two
types of urban areas are presented in Tables 1 and 2.

Sociodemographic characteristics
Over 60.0% of participants reported having primary or
secondary education levels, with significant differences
by urban area being seen for both men and women, with
the residents of informal areas reporting less education.
By area, unemployment rates were significantly higher in
informal areas for both men and women. Gender differ-
ences were found for age (P = .006, data not show) and
for academic qualifications (P < .001, data not shown).
Women are older and have lower academic qualifica-
tions compared to men.

Self-reported chronic diseases
Regarding self-reported chronic diseases, 18.2% of men
(Table 1) reported being diagnosed with a chronic dis-
ease, with a significant difference between areas (formal:
6.5% vs. informal: 23.5%). According to Table 1, 12.2% of
men reported having hypertension with no difference
between urban areas.
For women (Table 2), 37.0% reported suffering from a

chronic disease. Comparing the percentage of women
who reported hypertension, a significant difference was
observed between formal (19.7%) and informal areas
(31.0%). Data analysis has shown that women reported
chronic diseases, particularly hypertension, more fre-
quently than men (P < .001, data not shown).

Nutritional status
With regards to the BMI of men (Table 1), the median
was 23.7 kg/m2, with 36.9% qualifying as overweight or
obese. For women (Table 2), the median of the BMI was
higher, 26.5 kg/m2, with 60.5% qualifying as overweight
or obese. The median WC was 83.5 cm for men and
91.0 cm for women. Medians were slightly higher in
informal urban areas, although only a borderline signifi-
cant difference was found for women (Table 2). More than
three-quarter of men (77.9%) and about one-quarter
(25.3%) of women did not present cardiometabolic risk ac-
cording to cut-off values suggested by WHO. Cardiometa-
bolic risk did not differ significantly by urban areas.
Compared to men, women have a worse nutritional status,
higher proportions of overweight or obesity, and higher
cardiometabolic risk, with statistical significance (P < .001,
data not shown).
Tables 3 and 4 describe the frequency of fruits and

vegetables consumption, self-reported salt intake, so-
dium and potassium intakes, and the comparison with
the daily recommended intakes, respectively, for men
and women by urban areas.

Fruits and vegetables consumption
Most men (Table 3) consumed fruit on a daily basis
(53.7%), but 71.1% reported not eating vegetables on a
daily basis, with no significant differences by urban area.
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Women faired only slightly better (Table 4), with 60.2%
reporting a daily intake of fruit, and a high non-daily
consumption of vegetables (63.9%), without differences
by urban area.

Potassium intake
When comparing by urban area, no significant differences
were found in terms of potassium intake for both men
(Table 3) and women (Table 4). However, there was a sig-
nificant difference by gender (P = .003, data not shown). For
men (Table 3), the median daily potassium intake was
2924.2 mg/day (IQR: 2208.9–3726.2 mg/day), with 69.8% of
men not meeting the recommended daily potassium intake
(≥ 3510 mg/day). For women (Table 4), the median potas-
sium intake was 2562.6 mg/day (IQR: 1838.0–3321.9 mg/
day), with 79.3% of women ingested less than the recom-
mended 3510 mg/day of potassium. A significant difference
between men and women in terms of the daily potassium
recommendation was also found (P = .017, data not shown).

Self-reported salt intake
Regarding self-reported salt intake, 96.2% of men reported
a “low” or “normal” consumption (Table 3) of salt. For
women, 50.9% reported “low”, and 45.6% reported a

“normal” salt intake (Table 4). Only 2.7% of men and 1.3%
of women reported “enough” consumption or “always
add salt to meals”. A significant difference in terms of
self-reported salt intake by gender was found (P = .013,
data not shown).

Sodium intake
Sodium intake varied significantly by urban areas, with
higher values in informal areas, for both men and women.
For men (Table 3), the median value for sodium intake
was 3014.6 mg/day (IQR: 1907.7–4453.0 mg/day) in for-
mal areas and 4131.2 mg/day (IQR: 2522.2–5632.0 mg/
day) in informal areas. While guidelines recommend that
daily sodium intake should not exceed 2000 mg/day,
79.9% of respondents in both urban areas exceeded this
value. Furthermore, 20.6% of men in the informal areas
presented a daily intake of above 6000 mg/day (data not
shown). For women (Table 4) living in formal areas, the
median sodium intake was statistically lower (2522.4 mg/
day (IQR: 1638.2–4124.2 mg/day)) than the women living
in informal areas (3243.4 mg/day (IQR: 1950.0–
5304.1 mg/day)). With regards to exceeding the daily so-
dium intake recommendation, more women from the in-
formal areas (74.0%) exceeded these recommendations

Table 1 Sociodemographic characteristics, some aspects related to self-reported health status and nutritional status of men in urban areas

Variables/Men Formal
(n = 47)

Informal
(n = 102)

Total
(n = 149)

P

Age, median (IQR) 27.0 (22.0–44.25) 35.5 (26.8–45.0) 33.5 (25.0–45.0) 0.049

Academic qualifications, n (%) 0.002

None and preschool 5 (10.6) 8 (7.8) 13 (8.7)

Primary 4 (8.5) 28 (27.5) 32 (21.5)

Secondary 21 (44.7) 53 (52.0) 74 (49.7)

High school 17 (36.2) 13 (12.7) 30 (20.1)

Professional Status, n (%) 0.032

Unemployed 5 (10.6) 28 (27.5) 33 (22.1)

Employed 42 (89.4) 74 (72.5) 116 (77.9)

Chronic disease, n (%) 3 (6.5) 24 (23.5) 27 (18.2) 0.020

Hypertension, n (%) 2 (4.3) 16 (15.7) 18 (12.2) 0.059

BMI (Kg/m2), median (IQR) 22.9 (20.6–26.4) 23.9 (21.2–27.7) 23.7 (21.1–27.0) 0.321

BMI classification, n (%) 0.857

Underweight 4 (8.5) 7 (6.9) 11 (7.4)

Normal weight 27 (57.4) 56 (54.9) 83 (55.7)

Overweight and obesity 16 (34.0) 39 (38.2) 55 (36.9)

WC (cm), median (IQR) 81.0 (74.5–89.0) 85.00 (78.0–94.0) 83.5 (76.5–91.0) 0.065

Metabolic Risk, n (%)

No risk 40 (85.1) 76 (74.5) 116 (77.9) 0.274

Increased risk 2 (4.3) 12 (11.8) 14 (9.4)

High increased risk 5 (10.6) 14 (13.7) 19 (12.8)

IQR interquartile range, BMI body mass index, WC waist circumference, P, p-value - Mann Whitney U-test or Chi-square
Values that are statistically significant at the 5% level are marked in bold
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compared to women from the formal areas (64.1%, P
= .030). A percentage of 19.3% for women living in infor-
mal and 6.5% living in formal areas presented a sodium in-
take higher to 6000 mg/day (data not shown). Gender
differences were also observed in daily sodium intake, with
higher values for men (P = .006, data not shown).

Sodium intake according to self-reported salt intake
categories
Sodium intake and exceeding the daily recommendation
according to self-reported salt intake (not consume, low,
normal or enough/add salt) are presented in Table 5. No
significant differences were found by gender and urban
areas. Thus, these analyses are presented for the total
sample. Participants who reported low salt intake had a
median sodium intake of 3158.7 mg/day (IQR: 1830.9–
5208.9 mg/day). Sodium intake based on 24HDR did not
vary among the four categories of self-reported salt
intake by participants. Moreover, the percentage of par-
ticipants exceeding 2000 mg/day for sodium was high
(≥70.8%) in all categories considered for self-reported
salt intake.

Multivariate analysis for the potassium and sodium
intakes
An additional statistical analysis was performed to
explore if potassium and sodium (mg/day) intakes were
affected by gender and by type of urban area when ac-
counting for potential confounding variables. Table 6
presents of the coefficient sign and p-values for quantile
regression models, namely for Q1, Q2 (median), and Q3.
Regarding potassium intake, education level (secondary

and high school) seems to have a positive effect on potas-
sium intakes in all quantiles. For Q1, unemployment pre-
sented a borderline significance. For Q2 and Q3, gender
impacted potassium intake, with a worse situation for
women compared to men. Finally, for Q3, the type of urban
area had a significant impact on potassium values (P = .027).
In terms of the sodium intake, models have shown a

significant effect of gender on lower (Q1) and intermedi-
ate (Q2) values of sodium, revealing a better situation
for women compared to men. The effects of the type of
urban areas were significant in all quantiles, with in-
creased values in informal areas. At a significance level
of 5%, a unit change of age (quantitative variable) seems
to reduce sodium values at Q2 and Q3 levels. Academic

Table 2 Sociodemographic characteristics, some aspects related to self-reported health status and nutritional status of women in
urban areas

Variables/Women Formal
(n = 153)

Informal
(n = 297)

Total
(n = 450)

P

Age, median (IQR) 36.00 (28.00–48.00) 40.00 (28.00–54.50) 38.00 (28.00–53.00) 0.056

Academic qualifications, n (%) 0.008

None and preschool 23 (15.3) 70 (23.7) 93 (20.9)

Primary 41 (27.3) 100 (33.9) 141 (31.7)

Secondary 50 (33.3) 85 (28.8) 135 (30.3)

High school 36 (24.0) 40 (13.6) 76 (17.1)

Professional Status, n (%) 0.001

Unemployed 25 (16.4) 94 (31.6) 119 (26.5)

Employed 127 (83.6) 203 (68.4) 330 (73.5)

Chronic disease, n (%) 49 (32.2) 116 (39.5) 165 (37.0) 0.148

Hypertension, n (%) 30 (19.7) 92 (31.0) 122 (27.4) 0.010

BMI (Kg/m2), median (IQR) 26.0 (22.1–30.2) 26.7 (22.8–31.1) 26.5 (22.6–30.9) 0.315

BMI classification, n (%) 0.392

Underweight 12 (7.9) 29 (9.9) 41 (9.2)

Normal weight 52 (34.2) 83 (28.2) 135 (30.3)

Overweight and obesity 88 (57.9) 182 (61.9) 270 (60.5)

WC (cm), median (IQR) 89.0 (77.5–98.0) 92.0 (80.0–102.0) 91.00 (79.0–101.0) 0.047

Metabolic Risk, n (%) 0.222

No risk 45 (29.8) 67 (23.0) 112 (25.3)

Increased risk 25 (16.6) 44 (15.1) 69 (15.6)

High increased risk 81 (53.6) 180 (61.9) 261 (59.0)

IQR interquartile range, BMI body mass index, WC waist circumference, P p-value - Mann Whitney U-test or Chi-square
Values that are statistically significant at the 5% level are marked in bold
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qualifications seem to have an effect on Q3. In fact,
comparing the high school with none or preschool
(reference category), the model indicates a reduction in
high sodium intakes for participants with high school
levels. The effect of unemployment on sodium intakes
was not significant.

Discussion
Due to the increase of chronic, non-communicable dis-
eases, and the lack of studies done in Cape Verde, it is im-
portant to better understand local inhabitant’s dietary
habits, particularly with sodium and potassium intakes,
and the influence living in different communities has on
this habit. This study aimed to estimate potassium and so-
dium intake, and analyse the self-reported salt intake of
men and women, living in formal or informal areas of the
city of Praia. Multivariate analyses revealed the important
role of these variables in potassium and in sodium intakes.
The Cape Verdean population is a young population.

In 2016, official data reported a mean age of 28.3 years
and a percentage of 46.3% of the residents between 25
and 64 years old [39]. Particularly in the informal areas,
the unemployment rate (27.5% for men and 31.6% for
women) was higher than the official unemployment rate
(20.0%) in Praia [40].

For women, self-reported hypertension was higher in
informal areas (31.0%) than formal areas (19.7%). For
men, this self-reported hypertension percentage was
12.2%. The higher percentage of self-reported hyper-
tension among women compared to men may be due
to more awareness and monitoring of health status
[41–43]. This is also described in a systematic review
on hypertension awareness in 26 African countries [44].
Our results on overweight and obesity, with 60.5% of

women and 36.9% of men qualifying as such, corroborate the
situation described by Ng et al. [45] in Cape Verde, where
59.4% of women (> 20 years) and 38.8% of men (> 20 years)
presented overweight and obesity. The WC followed the
same trend as the BMI values, higher in women than in
men. Similar to other studies in populations of sub-Saharan
Africa [46–48], the percentage of women with cardiometa-
bolic risk (based on as WC) was higher than in men.
Despite women presenting higher percentages of

hypertension, overweight or obesity, and metabolic risk
when compared to men, men presented higher values of
daily sodium intake. These results may be explained by
the higher median age and lower educational level of
women compared to men. Furthermore, the role of
women in the family structure and society may help
explain this result. It is common for women not to live

Table 3 Fruits and vegetables, self-reported salt intake, potassium and sodium intakes and dietary recommendations for men by
urban areas

Variable/Areas Formal
(n = 47)

Informal
(n = 102)

Total
(n = 149)

P

Men

Fruits, n (%) 0.291c

Daily 22 (46.8) 58 (56.9) 80 (53.7)

Others 25 (53.2) 44 (43.1) 69 (46.3)

Vegetables, n (%) 0.849c

Daily 13 (27.7) 30 (29.4) 43 (28.9)

Others 34 (72.3) 72 (70.6) 106 (71.1)

K (mg/day), median (IQR) 2628.5 (1922.7–3579.0) 3067.9 (2371.0–3827.0) 2924.2 (2208.9–3726.2) 0.178b

Recommendation K intake, n (%) 0.447c

≥ 3510 mg/day 12 (25.5) 33 (32.4) 45 (30.2)

< 3510 mg/day 35 (74.5) 69 (67.6) 104 (69.8)

Self-reported SALT intake, n (%) 0.461a

Not consume 0 (0.0) 1 (1.0) 1 (0.7)

Low 21 (44.7) 35 (35.0) 56 (38.1)

Normal 26 (55.3) 60 (60.0) 86 (58.5)

Enough/ Add salt 0 (0.0) 4 (4.0) 4 (2.7)

Na (mg/day), median (IQR) 3014.6 (1907.7–4453.0) 4131.2 (2522.2–5632.0) 3707.4 (2308.6–5219.7) 0.013b

Recommendation Na (mg/day), n (%) 0.278c

< 2000 12 (25.5) 18 (17.6) 30 (20.1)

≥ 2000 35 (74.5) 84 (82.4) 119 (79.9)

K Potassium, Na sodium, IQR interquartile range, P p-value; aFisher exact test; bMann Whitney U-test; cChi-square
Values that are statistically significant at the 5% level are marked in bold
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with the father of their children, receiving little to no emo-
tional and/or financial support. Compared to men, the
women carry significant responsibilities and a dispropor-
tional social pressure to care for the children [30, 49, 50].
In contrast, our previous study (n = 1912) showed that
men reported being more physically active, particularly
during leisure time [30]. The number of steps recorded in
working and non-working days in a subsample (n = 118)
was higher in men compared to women [30].
Regarding potassium intake, a study involving 18 coun-

tries (including South Africa) estimated average potassium
excretion at 2120 mg/day [13]. This work indicated that
South Africa and certain middle-income countries pre-
sented lower excretion values (1700.0 mg/day) [13]. Cohall
et al. [51] also described an inadequate potassium intake
(2950.0 mg/day) in a sample of Afro-Caribbean’s from

Barbados Island. In our study, we found a median potas-
sium intake of 2924.2 mg/day for men and a median of
2562.6 mg/day for women. Almost 70.0% of men and
80.0% of women ingested less than the recommended
3510 mg/day of potassium. In a study carried out in the
capital of another Portuguese-speaking country, Maputo,
Mozambique, this percentage was 96.0% [52]. In South
African adults, the non-compliance with the daily potas-
sium recommendation was 91.0% [53].
Inadequate potassium intake may be related to low con-

sumption of fruits and vegetables. Daily fruit consumption
was reported by more than half of participants. However,
a daily vegetable consumption was only reported by 28.9%
of men and 36.1% of women. In a previous study on Cape
Verdean families, a lower consumption of fruits and vege-
tables was also described [28]. Olack et al. [46] reported

Table 4 Fruits and vegetables, self-reported salt intake, potassium and sodium intakes and dietary recommendations for women by
urban areas

Variable/Areas Formal
(n = 153)

Informal
(n = 297)

Total
(n = 450)

P

Women

Fruits, n (%) 0.310c

Daily 87 (56.9) 184 (62.0) 271 (60.2)

Others 66 (43.1) 113 (38.0) 179 (39.8)

Vegetables, n (%) 0.604c

Daily 52 (34.2) 110 (37.0) 162 (36.1)

Others 100 (65.8) 187 (63.0) 287 (63.9)

K (mg/day), median (IQR) 2453.6 (1801.4–3176.1) 2592.3 (1877.1–3380.5) 2562.6 (1838.0–3321.9) 0.298b

Recommendation K intake, n (%) 0.066c

≥ 3510 mg/day 24 (15.7) 69 (23.3) 93 (20.7)

< 3510 mg/day 129 (84.3) 227 (76.7) 356 (79.3)

Self-reported SALT intake, n (%) 0.262a

Not consume 6 (3.9) 4 (1.3) 10 (2.2)

Low 81 (52.9) 148 (49.8) 229 (50.9)

Normal 64 (41.8) 141 (47.5) 205 (45.6)

Enough/Add salt 2 (1.3) 4 (1.3) 6 (1.3)

Na (mg/day), median (IQR) 2522.4 (1638.2–4124.2) 3243.4 (1950.0–5304.1) 3019.8 (1786.8–4745.7) 0.001b

Recommendation Na (mg/day), n (%) 0.030c

< 2000 55 (35.9) 77 (26.0) 132 (29.4)

≥ 2000 98 (64.1) 219 (74.0) 317 (70.6)

K Potassium, Na sodium, IQR interquartile range, P, p-value; aFisher exact test; bMann Whitney U-test; cChi-square
Values that are statistically significant at the 5% level are marked in bold

Table 5 Sodium intake and percentage of participants exceeding the current recommendation for sodium, according to self-
reported salt intake categories

Self-reported salt intake categories

Not consume (n = 11) Low (n = 284) Normal (n = 291) Enough/Add salt (n = 10) P

Na (mg/day), median (IQR) 2408.0 (1948.4–4006.8) 3158.7 (1830.9–5208.9) 3179.8 (1980.9–4749.40) 2613.7 (2212.9–5020.7) 0.647a

≥2000 mg/day Na, n (%) 8 (72.7) 201 (70.8) 218 (74.9) 8 (80.0) 0.710b

Na sodium, IQR interquartile range, P p-value; aKruskal Wallis test; bFisher exact test
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an insufficient consumption of fruits and vegetables in
98.8% of participants living in an urban slum in Nairobi.
In a study with 66 countries, including various African

countries, the estimated average intake of sodium was
3950.0 mg/day, varying between 2180.0 mg/day and
5510.0 mg/day [3]. With regards to sodium intake in our
study, statistical differences were observed by urban
areas and by gender. Sodium intake was higher for men
living in informal areas (4131.2 mg/day) compared to
men living in formal areas (3014.6 mg/day). The median
sodium intake for women in the informal area was
3243.4 mg/day, higher than that of women in the formal
areas whose median sodium intake was 2522.4 mg/day.
Our values of sodium consumption exceeded the esti-

mates of Noubia et al. [6], which estimated daily sodium
intake in sub-Saharan Africa at less than 3300.0 mg/day.
Regional mean intakes in Middle East/North Africa

were highest, ranged from 3900.0 to 4200.0 mg/day [9].
Our study showed that 79.9% of women and 70.6% of
men are exceeding the WHO recommendations for so-
dium intake. This percentage of noncompliance with
WHO recommendations was larger than that in South
Africa (69.0%) [53], but smaller than that in Maputo,
Mozambique (92.0%) [52].
Intra-urban comparisons are rare, especially when de-

scribing sodium consumption. Some studies compare
sodium consumption in urban areas and rural areas and
between men and women [21, 53–56]. A systematic
review on salt intake in sub-Saharan Africa included 17
studies, 10 of which reported gender differences, with
higher values for men [21].
In terms of self-reported salt intake, most of our par-

ticipants mentioned a “low” or “normal” salt consump-
tion. However, for all self-reported categories, sodium
intake values based on 24HDR were concerned. Newson
et al. [57] analysed the barriers to progress in reducing

salt intake in seven countries, including South Africa.
They concluded that 58.0% of participants reported
“never or rarely” adding salt to food compared to 28.0%
who reported doing so “regularly or ever”. Moreover,
55.0% of participants reported they did not know the
daily recommendation of salt intake [57], and 32.0% re-
ported that they knew daily recommendation, but incor-
rectly identified it. The study suggested that a lack of
knowledge regarding sodium recommendations, and an
inability to quantify salt intake are large barriers to
improving diet [57].
To our knowledge, very few studies use quantile re-

gression models to analyse the effect of sociodemo-
graphic variables on potassium and sodium intakes in
African populations. Quantile regression models have
revealed the influence of gender and urban area on po-
tassium and sodium intakes, at least in some quartiles.
Adjusted models seem to highlight academic qualifica-
tions and age as explanatory variables for some quantiles
of potassium and sodium intakes, while only a border-
line significant effect of unemployment was found in a
model for the first quartile of potassium intake. It is im-
portant to consider the effects of sociodemographic vari-
ables on nutrient intake at different distribution points,
not just on the mean effect. Higher sodium intake in
younger people may be due to increased consumption of
processed foods, rich in salt, that are available throughout
the city and consistent with the city’s nutritional transition
state [28, 29]. According to multiple regression models
from a study in Benin, a positive association between age
(younger) and a higher sodium intake was found [56]. For
potassium intake, males were positively associated with
higher values for sodium [56]. Socioeconomic inequalities
were also related to the intake of sodium, potassium and
other micronutrients in diverse populations [58–60].
Higher education levels and income were associated with

Table 6 Quantile regression for potassium and sodium intakes, considering socioeconomic variables (coefficient signs and p-values)

Variables
(reference)

Potassium Intake Sodium Intake

Q1 Q2 Q3 Q1 Q2 Q3

(Intercept) 0.001 0.000 0.000 0.001 0.000 0.000

Gender (men) 1.000 (−)0.000 (−)0.000 (−)0.000 (−)0.000 1.000

Urban area (formal) 0.295 0.155 (+)0.027 (+)0.010 (+)0.001 (+)0.000

Age 0.160 0.738 0.430 0.512 (−)0.042 (−)0.026

Academic qualifications (None and preschool)

Primary 0.095 0.103 0.214 0.659 0.876 0.256

Secondary (+) 0.003 (+)0.004 (+)0.028 0.291 0.850 0.274

High school (+) 0.000 (+)0.000 (+)0.000 1.000 1.000 (−)0.000

Professional Status (Employed)

Unemployed (+) 0.050 0.477 0.437 0.147 0.588 0.068

Q1, 25th percentile; Q2, median; Q3, 75th percentile
Values that are statistically significant at the 5% level are marked in bold
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a better diet quality and nutrition profile [58, 61]. The
socioeconomic inequities influence the availability, afford-
ability and food preferences [58, 61], and this reinforces
the need of more intra-urban studies in Africa.

Limitations and opportunities
This is a cross-sectional study with self-reported data
which may lead to some bias of the information. The
use of self-reported hypertension information was used
as a strategy to obtain answers from more participants
at a lower cost. But this strategy can cause problems, as
a lower awareness regarding hypertension has been de-
scribed in African countries and other low- and
middle-income countries [41, 44, 62]. This may be
explained by the difficulty of access to health services, or
the high rates of illiteracy and poverty [62]. However, it
is important to note that the Cape Verdean population
has a literacy rate higher than the most sub-Saharan
African countries [63]. The city of Praia stands out from
the other municipalities in the country with 16.2% of the
inhabitants with higher education [40]. Literacy can con-
tribute to a better perception and reporting of hyperten-
sion. In other regions, it had been reported that a
reasonable or adequate agreement between the reported
information and the measurement [41, 64–68]. There-
fore, self-reported hypertension data may be a reliable
estimate of the disease prevalence of in more developed
communities [41].
Fruits and vegetables consumption was obtained from

a questionnaire of the frequency of food consumption
that presents some well-known limitations [69, 70]. This
study only used this questionnaire to explore the fre-
quency of consumptions of these foods groups, and not
to estimate nutrients intakes.
The question of self-reported salt intake is a subjective

issue. However, this question revealed a disconnection
between the perception of salt intake by participants and
the values provided by 24HDR. This discrepancy is im-
portant to consider when designing interventions to re-
duce salt consumption.
Dietary intake was collected only with one 24HDR

which can limit the accuracy of potassium and sodium in-
takes. Reporting or quantification errors are common in
this method [69–71]. A specific food composition table
does not exist in Cape Verde, which may add more bias to
the results. The Portuguese Food Composition Table [33]
and West African Food Composition Table [34] are used
by Cape Verdeans nutritionists. This fact may affect the
values of potassium intake, particularly from tropical fruits
and vegetables. However, comparisons by gender and by
urban areas are not compromised by this issue. Further-
more, this issue reveals the need of a country-specific
Food Composition Table in Cape Verde.

The salt added in cooking or added to foods was not
measured accurately, which underestimated the values
of the sodium intake. Even with these limitations, this
study adds to our understanding of this understudied
African city. Gender analysis is important to develop
dietary guidelines and food labels [2].

Conclusion
The informal urban areas showed higher vulnerability com-
pared with formal areas, presenting a disadvantageous situ-
ation in terms of some sociodemographic characteristics
and self-reported chronic diseases (including self-reported
hypertension). Overweight or obesity and cardiometabolic
risk are more concerning for women.
In our sample, we observed a low potassium intake

and a high sodium intake, relative to the WHO recom-
mendations. Potassium intake was statistically lower for
women than for men. Sodium intake was higher in in-
formal areas for both sexes and was statistically higher
for men compared to women. Sodium intake did not
correspond to self-reported salt intake. Through the
multivariate analysis, gender and type of urban area
seem to impact on potassium and sodium intakes in
different quantiles. Findings from intra-urban studies are
essential to the design and execution of efficient health
education policies related to this double health threat
(low potassium intake and a high sodium intake), par-
ticularly when considering the specific characteristics of
inhabitants in different neighbourhoods and by gender,
to effectively reduce the risk of hypertension and other
cardiovascular diseases.

Abbreviations
24HDR: 24-h dietary recall; BMI: Body Mass Index; IQR: Interquartile interval;
Q1: 25th percentile; Q2: 50th percentile (median); Q3: 75th percentile;
WC: Waist circumference; WHO: World Health Organization

Acknowledgements
We would like to express our gratitude to the local interviewers, nutritionists,
and institutions where nutritional data were collected: Hospital Agostinho
Neto, Associação Cabo-Verdiana para a Protecção da Família, Universidade
Intercontinental de Cabo Verde, Espaço Aberto de Safende and Delegação
Municipal Praia-Norte. We thank Alexander Goggins for reviewing the English
language of the manuscript.

Funding
This work was supported by Fundação para Ciência e Tecnologia (FCT) -
Portugal (PTDC/ATP-EUR/5074/2012, UID/Multi/04413/201, and UID/MAT/
00006/2013). DA was supported by FCT: grant SFRH/BD/115382/2016.

Availability of data and materials
Data can be made available by request, according to ethical consents.

Authors’ contributions
LG, MA, IC and ZS designed the project UPHI-STAT, coordinated by LG. DA
and ZS accompanied local interviewers and nutritionists in the fieldwork,
under the supervision of LG, MA and local supervisors – APD and AC. DA, ZS,
and LG performed the statistical analysis and wrote a first version of this
manuscript, with contributions of the other co-authors. All authors read and
approved the final the manuscript.

Alves et al. BMC Public Health  (2018) 18:995 Page 9 of 11



Ethics approval and consent to participate
Ethics approval was obtained from the National Committee for Ethics in
Research for Health (doc.N.52/2013), Cape Verde, and Ethics Council of IHMT
(doc n°.24–2013-PI), Portugal. All participants gave a writing informed consent.

Consent for publication
Not applicable.

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

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.

Author details
1Instituto de Higiene e Medicina Tropical - Universidade Nova de Lisboa,
IHMT-UNL, Rua da Junqueira 100, 1349-008 Lisbon, Portugal. 2Global Health
and Tropical Medicine, GHTM, IHMT-UNL, Lisbon, Portugal. 3Civil Enginnering
Research and Inovation for Sustainability, CERis, Instituto Superior Técnico,
Universidade de Lisboa, Lisboa, Portugal. 4Direção Nacional da Saúde,
Ministério da Saúde, Praia, Cape Verde. 5Comité de Coordenação Combate à
SIDA, Ministério da Saúde, Praia, Cape Verde. 6Centro de Estatística e
Aplicações da Universidade de Lisboa, Lisbon, Portugal.

Received: 21 November 2017 Accepted: 27 July 2018

References
1. Islam SMS, Purnat TD, Phuong NTA, Mwingira U, Schacht K, Fröschl G. Non-

Communicable Diseases (NCDs) in developing countries: a symposium
report. Glob Health. 2014;10 https://doi.org/10.1186/s12992-014-0081-9.

2. Coates J, Colaiezzi B, Bell W, Charrondiere U, Leclercq C. Overcoming
Dietary Assessment Challenges in Low-Income Countries: Technological
Solutions Proposed by the International Dietary Data Expansion (INDDEX)
Project. Nutrients. 2017;9:289.

3. Mozaffarian D, Fahimi S, Singh GM, Micha R, Khatibzadeh S, Engell RE, et al.
Global sodium consumption and death from cardiovascular causes. N Engl J
Med. 2014;371:624–34.

4. Sarmugam R, Worsley A. Current levels of salt knowledge: a review of the
literature. Nutrients. 2014;6:5534–59.

5. Johnson C, Raj TS, Trudeau L, Bacon SL, Padwal R, Webster J, et al. The
science of salt: a systematic review of clinical salt studies 2013 to 2014.
J Clin Hypertens Greenwich Conn. 2015;17:401–11.

6. Noubiap JJN, Bigna JJR, Nansseu JRN. Low sodium and high potassium
intake for cardiovascular prevention: evidence revisited with emphasis on
challenges in sub-Saharan Africa. J Clin Hypertens. 2015;17:81–3.

7. Brown IJ, Tzoulaki I, Candeias V, Elliott P. Salt intakes around the world:
implications for public health. Int J Epidemiol. 2009;38:791–813.

8. He FJ, Campbell NRC, MacGregor GA. Reducing salt intake to prevent
hypertension and cardiovascular disease. Rev Panam Salud Pública.
2012;32:293–300.

9. Powles J, Fahimi S, Micha R, Khatibzadeh S, Shi P, Ezzati M, et al. Global,
regional and national sodium intakes in 1990 and 2010: a systematic
analysis of 24 h urinary sodium excretion and dietary surveys worldwide.
BMJ Open. 2013;3:e003733.

10. Institute of Medicine (U.S.), Strom BL, Yaktine AL, Oria M, Institute of Medicine
(U.S.), Institute of Medicine (U.S.), editors. Sodium intake in populations:
assessment of evidence. Washington: The National Academies Press; 2013.

11. Aaron KJ, Sanders PW. Role of dietary salt and potassium intake in
cardiovascular health and disease: a review of the evidence. Mayo Clin Proc.
2013;88:987–95.

12. Aburto NJ, Hanson S, Gutierrez H, Hooper L, Elliott P, Cappuccio FP. Effect of
increased potassium intake on cardiovascular risk factors and disease:
systematic review and meta-analyses. BMJ. 2013;346:–f1378.

13. D’Elia L, Barba G, Cappuccio FP, Strazzullo P. Potassium intake, stroke, and
cardiovascular disease. J Am Coll Cardiol. 2011;57:1210–9.

14. WHO. Guideline: Sodium Intake for Adults and Children. Geneva: World
Health Organization; 2012.

15. WHO. Guideline: Potassium intake for adults and children. Geneva: World
Health Organization; 2012.

16. McGill R, Anwar E, Orton L, Bromley H, Lloyd-Williams F, O’Flaherty M, et al.
Are interventions to promote healthy eating equally effective for all?
Systematic review of socioeconomic inequalities in impact. BMC Public
Health. 2015;15 https://doi.org/10.1186/s12889-015-1781-7.

17. Kypridemos C, Guzman-Castillo M, Hyseni L, Hickey GL, Bandosz P, Buchan I,
et al. Estimated reductions in cardiovascular and gastric cancer disease
burden through salt policies in England: an IMPACTNCD microsimulation
study. BMJ Open. 2017;7:e013791.

18. Ziraba AK, Fotso JC, Ochako R. Overweight and obesity in urban Africa: a
problem of the rich or the poor? BMC Public Health. 2009;9 https://doi.org/
10.1186/1471-2458-9-465.

19. van de Vijver S, Akinyi H, Oti S, Olajide A, Agyemang C, Aboderin I, et al.
Status report on hypertension in Africa - Consultative review for the 6th
Session of the African Union Conference of Ministers of Health on NCD's.
Pan Afr Med J. 2013;16 https://doi.org/10.11604/pamj.2013.16.38.3100.

20. Adeboye B, Bermano G, Rolland C. Obesity and its health impact in Africa: a
systematic review. Cardiovasc J Afr. 2012;23:512–21.

21. Oyebode O, Oti S, Chen Y-F, Lilford RJ. Salt intakes in sub-Saharan Africa: a
systematic review and meta-regression. Popul Health Metr. 2016;14:1–14.

22. Smith DM, Cummins S, Taylor M, Dawson J, Marshall D, Sparks L, et al.
Neighbourhood food environment and area deprivation: spatial accessibility
to grocery stores selling fresh fruit and vegetables in urban and rural
settings. Int J Epidemiol. 2010;39:277–84.

23. Gustafson A, Hankins S, Jilcott S. Measures of the consumer food store
environment: a systematic review of the evidence 2000–2011. J Community
Health. 2012;37:897–911.

24. Hilmers A, Hilmers DC, Dave J. Neighborhood disparities in access to
healthy foods and their effects on environmental justice. Am J Public
Health. 2012;102:1644–54.

25. Drimie S, Faber M, Vearey J, Nunez L. Dietary diversity of formal and
informal residents in Johannesburg, South Africa. BMC Public Health. 2013;
13 https://doi.org/10.1186/1471-2458-13-911.

26. Instituto Nacional de Estatística - Cabo Verde. Evolução da população
residente urbana 1990–2010. 2015 [cited 2016 Aug 31]. Available from:
http://ine.cv/quadros/evolucao-do-populacao-residente-urbana-1990-2010.
Accessed 7 Sept 2017.

27. WHO. Global status report on noncommunicable diseases: 2014. Geneva:
World Health Organization; 2015.

28. Dop MC, Pereira C, Mistura L, Martinez C, Cardoso E. Using household
consumption and expenditures survey (HCES) data to assess dietary intake
in relation to the nutrition transition: a case study from Cape Verde. Food
Nutr Bull. 2012;33:S221–7.

29. Cabral D. Aplicação do Food Choice Questionnaire em Cabo Verde:
Associação das suas dimensões com o consumo alimentar da população da
ilha de Santiago. Porto: Faculdade de Ciências da Nutrição e Alimentação
da Universidade do Porto; 2015.

30. Gonçalves L, Santos Z, Amado M, Alves D, Simões R, Delgado AP, et al.
Urban Planning and Health Inequities: Looking in a Small-Scale in a City of
Cape Verde. PLoS One. 2015;10:e0142955.

31. Sartorius B, Veerman LJ, Manyema M, Chola L, Hofman K. Determinants of
Obesity and Associated Population Attributability, South Africa: Empirical
Evidence from a National Panel Survey, 2008–2012. PLos One. 2015;10:e0130218.

32. Doulougou B, Kouanda S, Rossier C, Soura A, Zunzunegui MV. Differences in
hypertension between informal and formal areas of Ouagadougou, a sub-
Saharan African city. BMC Public Health. 2014;14 https://doi.org/10.1186/
1471-2458-14-893.

33. Ministério da Saúde, Instituto Nacional Dr. Ricardo Jorge. Tabela da
Composição de Alimentos. 1a. Lisboa: Centro de Segurança Alimentar e
Nutrição. Instituto Dr. Ricardo Jorge; 2007.

34. FAO. West African Food Composition Table. Food and Agriculture
Organization of the United Nations. Roma: FAO; 2012.

35. WHO. Obesity: preventing and managing the global epidemic: report of a
WHO consultation. Geneva: World Health Organization; 2000.

36. WHO. Waist circumference and waist-hip ratio: report of a WHO. Geneva:
World Health Organization; 2011.

37. Huang Q, Zhang H, Chen J, He M. Quantile Regression Models and Their
Applications: A Review. J Biom Biostat. 2017;8 https://doi.org/10.4172/2155-
6180.1000354.

38. Amugsi DA, Dimbuene ZT, Bakibinga P, Kimani-Murage EW, Haregu TN,
Mberu B. Dietary diversity, socioeconomic status and maternal body
mass index (BMI): quantile regression analysis of nationally

Alves et al. BMC Public Health  (2018) 18:995 Page 10 of 11

https://doi.org/10.1186/s12992-014-0081-9
https://doi.org/10.1186/s12889-015-1781-7
https://doi.org/10.1186/1471-2458-9-465
https://doi.org/10.1186/1471-2458-9-465
https://doi.org/10.11604/pamj.2013.16.38.3100
https://doi.org/10.1186/1471-2458-13-911
http://ine.cv/quadros/evolucao-do-populacao-residente-urbana-1990-2010
https://doi.org/10.1186/1471-2458-14-893
https://doi.org/10.1186/1471-2458-14-893
https://doi.org/10.4172/2155-6180.1000354
https://doi.org/10.4172/2155-6180.1000354


representative data from Ghana, Namibia and Sao Tome and Principe.
BMJ Open. 2016;6:e012615.

39. INE-CV. Anuário Estatístico Cabo Verde 2016. Praia, Cabo Verde: Instituto
Nacional de Estatística; 2017. p. 1–300.

40. INE-CV. Cabo Verde, Anuário Estatístico 2015. Praia, Cabo Verde: Instituto
Nacional de Estatística; 2015.

41. Ning M, Zhang Q, Yang M. Comparison of self-reported and biomedical
data on hypertension and diabetes: findings from the China health and
retirement longitudinal study (CHARLS). BMJ Open. 2016;6:e009836.

42. Chun H, Kim I-H, Min K-D. Accuracy of self-reported hypertension, diabetes,
and hypercholesterolemia: analysis of a representative sample of Korean
older adults. Osong Public Health Res Perspect. 2016;7:108–15.

43. Rahman M, Williams G, Al MA. Gender differences in hypertension
awareness, antihypertensive use and blood pressure control in Bangladeshi
adults: findings from a national cross-sectional survey. J Health Popul Nutr.
2017;36 https://doi.org/10.1186/s41043-017-0101-5.

44. Kayima J, Wanyenze RK, Katamba A, Leontsini E, Nuwaha F. Hypertension
awareness, treatment and control in Africa: a systematic review. BMC
Cardiovasc Disord. 2013;13 https://doi.org/10.1186/1471-2261-13-5454.

45. Ng M, Fleming T, Robinson M, Thomson B, Graetz N, Margono C, et al.
Global, regional, and national prevalence of overweight and obesity in
children and adults during 1980–2013: a systematic analysis for the global
burden of disease study 2013. Lancet. 2014;384:766–81.

46. Olack B, Wabwire-Mangen F, Smeeth L, Montgomery JM, Kiwanuka N,
Breiman RF. Risk factors of hypertension among adults aged 35–64 years
living in an urban slum Nairobi, Kenya. BMC Public Health. 2015;15 https://
doi.org/10.1186/s12889-015-2610-8.

47. Okop KJ, Levitt N, Puoane T. Factors Associated with Excessive Body Fat in
Men and Women: Cross-Sectional Data from Black South Africans Living in
a Rural Community and an Urban Township. PLos One. 2015;10:e0140153.

48. Haregu TN, Oti S, Egondi T, Kyobutungi C. Measurement of overweight
and obesity an urban slum setting in sub-Saharan Africa: a comparison
of four anthropometric indices. BMC Obes. 2016;3 https://doi.org/10.
1186/s40608-016-0126-0.

49. Drotbohm H. Horizons of long-distance intimacies. Hist Fam. 2009;14:132–49.
50. Challinor E. Caught between changing tides: gender and kinship in Cape

Verde. Ethnos. 2017;82:113–38.
51. Cohall D, Scantlebury-Manning T, Rafie C, James S, Hall K. Dietary potassium

intake and renal handling and their impact on the cardiovascular health of
normotensive afro-Caribbeans. West Indian Med J. 2014;63:13–9.

52. Queiroz A, Damasceno A, Jessen N, Novela C, Moreira P, Lunet N, et al.
Urinary sodium and potassium excretion and dietary sources of sodium in
Maputo, Mozambique. Nutrients. 2017;9:830.

53. Ware LJ, Charlton K, Schutte AE, Cockeran M, Naidoo N, Kowal P.
Associations between dietary salt, potassium and blood pressure in south
African adults: WHO SAGE wave 2 Salt & Tobacco. Nutr Metab Cardiovasc
Dis. 2017;27:784–91.

54. Kerry SM, Emmett L, Micah FB, Martin-Peprah R, Antwi S, Phillips RO, et al.
Rural and semi-urban differences in salt intake, and its dietary sources, in
Ashanti, West Africa. Ethn Dis. 2005;15:33–9.

55. Charlton KE, Steyn K, Levitt NS, Zulu JV, Jonathan D, Veldman FJ, et al.
Diet and blood pressure in South Africa: intake of foods containing
sodium, potassium, calcium, and magnesium in three ethnic groups.
Nutrition. 2005;21:39–50.

56. Mizéhoun-Adissoda C, Houinato D, Houehanou C, Chianea T, Dalmay F,
Bigot A, et al. Dietary sodium and potassium intakes: data from urban and
rural areas. Nutrition. 2017;33:35–41.

57. Newson RS, Elmadfa I, Biro G, Cheng Y, Prakash V, Rust P, et al. Barriers for
progress in salt reduction in the general population. An international study.
Appetite. 2013;71:22–31.

58. McLaren L, Heidinger S, Dutton DJ, Tarasuk V, Campbell NR. A repeated
cross-sectional study of socio-economic inequities in dietary sodium
consumption among Canadian adults: implications for national sodium
reduction strategies. Int J Equity Health. 2014;13:44.

59. Mendonça N, Hill TR, Granic A, Davies K, Collerton J, Mathers JC, et al.
Micronutrient intake and food sources in the very old: analysis of the
Newcastle 85+ study. Br J Nutr. 2016;116:751–61.

60. Cappuccio FP, Ji C, Donfrancesco C, Palmieri L, Ippolito R, Vanuzzo D,
et al. Geographic and socioeconomic variation of sodium and
potassium intake in Italy: results from the MINISAL-GIRCSI programme.
BMJ Open. 2015;5:e007467.

61. Aggarwal A, Monsivais P, Cook AJ, Drewnowski A. Does diet cost mediate
the relation between socioeconomic position and diet quality? Eur J Clin
Nutr. 2011;65:1059–66.

62. Tenkorang EY, Sedziafa P, Sano Y, Kuuire V, Banchani E. Validity of self-report
data in hypertension research: findings from the study on global ageing
and adult health. J Clin Hypertens. 2015;17:977–84.

63. Richmond M, Robinson C, Sachs-Israel M. The global literacy challenge.
Paris: UNESCO; 2008.

64. de Menezes TN, Oliveira ECT, de Sousa Fischer MAT. Validity and
concordance between self-reported and clinical diagnosis of
hypertension among elderly residents in northeastern Brazil. Am J
Hypertens. 2014;27:215–21.

65. White K, Avendaño M, Capistrant BD, Robin Moon J, Liu SY, Maria Glymour
M. Self-reported and measured hypertension among older US- and foreign-
born adults. J Immigr Minor Health. 2012;14:721–6.

66. Yi SS, Johns M, Lim S. Use of regional data to validate and recalibrate self-
reported hypertension: highlighting differences in immigrant groups in new
York City. J Immigr Minor Health. 2016;18:202–9.

67. Zellweger U, Bopp M, Holzer BM, Djalali S, Kaplan V. Prevalence of chronic
medical conditions in Switzerland: exploring estimates validity by
comparing complementary data sources. BMC Public Health. 2014;14
https://doi.org/10.1186/1471-2458-14-1157.

68. Thawornchaisit P, De Looze F, Reid CM, Seubsman S, Sleigh A. Thai Cohort
Study Team T. Validity of Self-Reported Hypertension: Findings from the
Thai Cohort Study Compared to Physician Telephone Interview. Glob J
Health Sci. 2013;6 https://doi.org/10.5539/gjhs.v6n2p1.

69. Shim J-S, Oh K, Kim HC. Dietary assessment methods in epidemiologic
studies. Epidemiol Health. 2014;36:e2014009.

70. McLean RM, Farmer VL, Nettleton A, Cameron CM, Cook NR, Campbell NRC,
et al. Assessment of dietary sodium intake using a food frequency
questionnaire and 24-hour urinary sodium excretion: a systematic literature
review. J Clin Hypertens. 2017;19:1214–30.

71. McLean R. Measuring population sodium intake: a review of methods.
Nutrients. 2014;6:4651–62.

Alves et al. BMC Public Health  (2018) 18:995 Page 11 of 11

https://doi.org/10.1186/s41043-017-0101-5
https://doi.org/10.1186/1471-2261-13-5454
https://doi.org/10.1186/s12889-015-2610-8
https://doi.org/10.1186/s12889-015-2610-8
https://doi.org/10.1186/s40608-016-0126-0
https://doi.org/10.1186/s40608-016-0126-0
https://doi.org/10.1186/1471-2458-14-1157
https://doi.org/10.5539/gjhs.v6n2p1

	Abstract
	Background
	Methods
	Results
	Conclusions

	Background
	Methods
	Statistical analyses

	Results
	Sociodemographic characteristics
	Self-reported chronic diseases
	Nutritional status
	Fruits and vegetables consumption
	Potassium intake
	Self-reported salt intake
	Sodium intake
	Sodium intake according to self-reported salt intake categories
	Multivariate analysis for the potassium and sodium intakes

	Discussion
	Limitations and opportunities

	Conclusion
	Abbreviations
	Acknowledgements
	Funding
	Availability of data and materials
	Authors’ contributions
	Ethics approval and consent to participate
	Consent for publication
	Competing interests
	Publisher’s Note
	Author details
	References

