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Abstract

Background: Belief is that chronic disease prevalence is rising in Bangladesh since death from them has increased.
We reviewed published cardiovascular (CVD) and Type 2 Diabetes Mellitus (T2DM) studies between 1995 and 2010
and conducted a meta-analysis of disease prevalence.

Methods: A systematic search of CVD and T2DM studies yielded 29 eligible studies (outcome: CVD only = 12, T2DM
only = 9, both = 8). Hypertension (HTN) was the primary outcome of CVD studies. HTN and T2DM were defined with
objective measures and standard cut-off values. We assessed the study quality based on sampling frame, sample
size, and disease evaluation. Random effects models calculated pooled disease prevalence (95% confidence interval)
in studies with general population samples (n = 22).

Results: The pooled HTN and T2DM prevalence were 13.7% (12.1%–15.3%) and 6.7% (4.9%–8.6%), respectively.
Both diseases exhibited a secular trend by 5-year intervals between 1995 and 2010 (HTN= 11.0%, 12.8%, 15.3%,
T2DM= 3.8%, 5.3%, 9.0%). HTN was higher in females (M vs. F: 12.8% vs.16.1%) but T2DM was higher in males
(M vs. F: 7.0% vs. 6.2%) (non-significant). Both HTN and T2DM were higher in urban areas (urban vs. rural: 22.2% vs.
14.3% and 10.2% vs. 5.1% respectively) (non-significant). HTN was higher among elderly and among working
professionals. Both HTN and T2DM were higher in ‘high- quality’ studies.

Conclusions: There is evidence of a rising secular trend of HTN and T2DM prevalence in Bangladesh. Future
research should focus on the evolving root causes, incidence, and prognosis of HTN and T2DM.
Background
Bangladesh is going through an ‘unsmooth’ epidemio-
logical transition. While the death rate from infectious
diseases has been decreasing slowly – largely due to suc-
cessful immunization programs against childhood infec-
tious disease, widespread use of oral saline for diarrhea,
improvement in sanitation, and the availability of inex-
pensive antibiotics – the mortality rate from chronic dis-
eases has been increasing very rapidly. The International
Center for Diarrheal Diseases in Bangladesh (ICDDR, B),
which has maintained a long standing surveillance site
in rural Bangladesh, reported that 8% of the total deaths
in its surveillance area in 1986 were due to chronic dis-
eases [1]. The proportion of death due to chronic
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diseases increased to 41% by 1996 and 68% by 2006. Fur-
ther, the report made a mortality projection that the
death rate from cardiovascular diseases (CVD) would be
4 times higher in 2010 and 21 times higher in 2025 com-
pared to its corresponding rate in 2003[1]. Bangladesh
has been experiencing rapid urbanization for the past
several decades [2,3], which raises the concern that the
chronic disease burden may be even higher for urban
populations. Unplanned development in the urban areas
has created an environment that is prohibitive and un-
safe for physical activity [4]. Increased access to and
popularity of fast food may also contribute to poorer diet
quality, particularly among the city’s affluent class [5].
Further, high density living has contributed to increased
air pollution in urban areas [6].
Besides the high-mortality rate from chronic diseases,

Bangladeshis are developing these diseases at an earlier
age than in the past. For example, the Bangladesh
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Institute of Research and Rehabilitation for Diabetes,
Endocrine, and Metabolic Disorders (BIRDEM) patient
registry showed that the mean age at diagnosis for Type
2 Diabetes (T2DM) was significantly lower in 2005 than
in 1995 [7]. Similarly, the INTERHEART Study- a global
case–control study of risk factors for acute myocardial
infarction (MI)- reported that the mean age of MI
among the Bangladeshis (51.9 years) was 6 years lower
than the non-South Asians (58.8) and the lowest among
all South Asians [8]. An analysis of the INTERHEART
control participants further showed that the Banglade-
shis had the highest prevalence of CVD risk factors
among the participating countries: current and former
smoking (59.9%), abdominal obesity (43.3%), self-reported
history of hypertension (14.3%), depression (43%), and
elevated ApoB100/Apo-I ratio (59.6%). Bangladeshis had
the lowest prevalence for regular physical activity (1.3%)
and daily intake of fruits and vegetables (8.6%)[8].
The rising chronic disease burden and high prevalence

of risk factors for these diseases among Bangladeshis
make it imperative that the country undertakes appro-
priate measures to address these problems. A recent
review assessed the ongoing chronic disease programs
(n = 11) in Bangladesh to indentify key priorities for the
country [9]. It concluded that these programs, both gov-
ernmental and non-governmental, partially met five of
the six chronic disease prevention strategies, which were
developed by the World Health Organization (WHO)
and adopted by the Bangladesh government. The only
strategy that had not been met by any of the programs
was the ‘prevention and control of chronic diseases
through the promotion of research’ [9].
If research is to guide future prevention strategies, the

first step is to gather the existing evidence. To this end,
we compiled the results of all research studies on CVD
and T2DM, published in national and international jour-
nals, between 1995 and 2010. We aimed to assess the
prevalence/incidence of diseases and the associated risk
factors reported in these studies. We examined the study
attributes, sampling strategies, participants’ characteristics,
and strata-specific disease estimates. The specific review
objective were: (1) to determine the extent of research
that has been done for each disease, (2) to identify popula-
tions who are at a higher risk of disease, and (3) to recom-
mend the future direction of prevention research efforts.

Methods
Search strategy
We systematically explored both the international
(PubMed) and country specific (BanglaJol) search engines
to locate the relevant articles. We categorized the search
terms according to location, methodology and outcomes:
(1) Location: “Bangladesh.” (2) Method: “prevalence,
cross-sectional, cohort studies, survey.” (3) Outcome:
“diabetes, diabetes mellitus, non-insulin dependent dia-
betes mellitus, NIDDM, type 2 diabetes, cardiovascular
disease, CVD, myocardial infarction, ischemic heart dis-
ease, hypertension, high blood pressure, coronary artery
disease”. The “AND” Boolean operator was used to com-
bine search terms across the categories and the “OR”
was used to combine within the categories. Further, we
limited the search to studies that only involved human
participants and were published between January 1, 1995
and December 31, 2010. We screened the studies using
the following inclusion criteria: (1) had prevalence or
incidence data available on either CVD or T2DM,
(2) had selected a sample from within Bangladesh, and
(3) had published results between 1995 and 2010. Once
we identified the eligible studies, we made further exclu-
sions based on sample, study design, and publication type.
We retrieved the full-text for the selected studies either
via the Internet or from the author directly; however, full
text could not be obtained for 5 studies. The prevalence
data for these studies was extracted from the abstract.

Exclusion of studies
We screened 186 articles based on our search results
and 86 of them met our inclusion criteria. Of the 100
ineligible studies, 52 were excluded because they did not
report an estimate of disease prevalence and 48 were
excluded because the samples did not involve Banglade-
shis or included only those living in other countries.
From the 86 eligible studies, we excluded an additional
57 studies for the following reasons: (1) had a sample of
only patients (n = 30) or had calculated prevalence from
the hospital outpatient department (n = 3), (2) had a
case–control design (n = 8), (3) had only mortality data
(n = 3), (4) had data that was published previously
(n = 3), or (5) had a review or letter format (n = 10). The
remaining 29 studies [10-38], were the focus of this re-
view (Figure 1). We specified ‘general population sample’
as the criterion for inclusion in the meta-analysis.
A total of 22 studies were used to calculate the pooled
prevalence. We analyzed the remaining 7 studies, which
sampled special populations (elderly, pregnant, or profes-
sional), separately.

Data extraction
We extracted the following information for each
reviewed study: (1) Authors and publication year,
(2) Title and journal, (3) Study location (urban or rural),
(4), Study design, (5) Sampling strategy (random or non-
random), (6) Sample size, (7) Sample characteristics
such as age and gender, (8) Disease type: CVD [Hyper-
tension (HTN), Ischemic Heart Disease (IHD)] and T2DM
(9) Diagnostic criteria for each disease, (9) Outcome
assessment (objective or subjective), (10) Prevalence
(overall and gender- or location-specific) for each
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184 records identified
through database search

2 records identified
through other sources

186 records after duplicates removed

186 records screened 100 excluded:
No prevalence data: 52

Samples outside Bangladesh: 48

86 articles assessed for

eligibility
57 excluded:

Patient samples: 33
Case-control: 8

Mortality data: 3
Previously published: 3

Reviews & Letters: 10
29 studies included in

overall analysis

22 studies included in

meta-analysis

Figure 1 Consort diagram.
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disease, (11) Risk factors significantly associated with
each disease, and (12) Prevalence of conditions indicating
risk for T2DM: Fasting plasma glucose (FPG), and
Impaired glucose tolerance (IGT).

Quality assessment of studies
We chose three distinct study characteristics to assess the
quality of the reviewed studies. Each study was evaluated
whether it used a random sample (yes = 1, no= 0),
whether it had a sufficient sample size (yes = 1, no= 0),
and whether it assessed disease outcome with an objective
measure (yes= 1, no = 0). The cut-off for a sufficient sam-
ple size was set at 500 participants. With this scoring any
study could tally as high as 3 and as low as 0. Studies that
received 3 points were labeled as ‘high quality’, 2 points as
‘moderate quality’, and 1 point or less as ‘poor quality’.

Analysis plan
We marked the location of the reviewed studies on a
country map, tabulated the study attributes separately by
the disease (Additional file 1: Table S1: CVD, Additional
file 2: Table file S2: T2DM), and coded the estimate for
disease prevalence (HTN, IHD, T2DM). A number of
CVD studies, with HTN as an outcome, did not report
an overall HTN prevalence, but rather reported systolic
and diastolic HTN separately. For these studies, we used
their diastolic HTN values, which were more conserva-
tive than their corresponding systolic HTN values, to
calculate the overall HTN prevalence.
We conducted meta-analysis to report the prevalence
of diseases (HTN, T2DM). The methodology that we fol-
lowed for the meta-analysis was described in details by
Neyeloff et al. [39]. Briefly, for each study, we calculated
the following variables: 1) standard error of the preva-
lence, 2) variance, 3) study weights (inversed variance),
4) study weight*prevalence estimate, 5) study weight*
(prevalence estimate)2 and 6) (study weight)2. We used
these variables to estimate Q (measure of heterogeneity
among studies) and I2 (percent between-studies variabil-
ity). Based on Q and I2 values, we chose random effects
models to report pooled prevalence estimates (HTN,
T2DM) and the associated 95% confidence interval (CI).
We followed the same procedures to determine the
stratum-specific pooled prevalence: gender (male vs. fe-
male), study location (urban vs. rural), study quality
(high, moderate, or poor), and time period (1995–2000,
2001–2005, 2006–2010). In addition, we reported pooled
prevalence data on FPG and IGT.
Finally, we extracted HTN and T2DM-specific covari-

ate data. We extracted data on life-style related risk fac-
tors of chronic diseases such as smoking, obesity,
physical activity, fruits and vegetable consumption, and
referenced them in the discussion section.

Results
General characteristics of the reviewed studies (n = 29)
Most studies were conducted in two out of the six divi-
sions in the country. The greatest concentration of
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studies has been in the surrounding areas of the capital
city of Dhaka (Figure 2). Twenty seven of the 29 studies,
which reported prevalence data (CVD and/or T2DM),
had a cross-sectional design. The remaining two studies
were a prospective cohort and a randomized trial.
Over fifty percent of studies (n = 15) selected partici-

pants with a random procedure, implemented at one of
three levels: village/city ward, household, or individual.
Another eight studies enrolled everyone who resided in
a chosen geographic area and met the study eligibility
criteria; for example, all who were eligible in a village (or
group of villages). Three studies used a non-random
sample and information on the sampling strategy could
not be ascertained for the remaining three studies.
Seventy-five percent of the studies (n = 22) selected the
sample from the general population. The lower age limit
for eligibility was set to 20 in most of these studies, ex-
cept in two where it was 13 and 15, respectively. The
sample of the remaining seven studies came from older
adults (age> 50, n = 3), pregnant women (n = 2), and
working professionals (n = 2). Twenty-five studies had
both male and female participants, 3 studies had only
DHAKA

CVD study 

Diabetes study 

CVD and Diabetes study 

Figure 2 Map of Bangladesh: Study locations.
women, and one did not provide gender information.
Sixteen studies were conducted in rural areas (55%), 8 in
urban areas (28%), and the remaining 5 studies had both
urban and rural samples (17%).
According to the criteria that we used to rate the stud-

ies, 11 were of ‘high quality’ (38%), 12 were of ‘moderate
quality’ (41%), and the remaining 6 were of ‘poor quality’
(21%).

Outcome assessment and definitions
Cardiovascular disease (CVD) was the sole outcome in 12
studies, T2DM alone in 9 studies, and both in the
remaining 8 studies. Twenty-five studies used objective
measures to assess disease status, one used self-report data,
and three studies did not provide adequate information.
The definition of HTN varied across studies: (a) sys-

tolic blood pressure (SBP)≥ 140 mmHg or diastolic
blood pressure (DBP) ≥ 90 mmHg (n = 6), (b) SBP ≥ 140
and/or DBP ≥ 90 and/or anti-hypertensive medication
use (n = 4), (c) SBP ≥ 140 and DBP ≥ 90 (n = 1), (d) SBP ≥
140 (n = 1), (e) DBP ≥ 90 or medication use (n = 1), (f )
SBP ≥ 135 or DBP ≥ 85 (n = 2), (g) self-reported (n = 1),
(h) not specified (n = 4).
All three studies determined IHD through the use of

electrocardiogram. However, only one study provided cri-
teria (the presence of Q wave) as to how it defined IHD.
Most studies defined T2DM according to the World

Health Organization, WHO-1980, the WHO-1999, or
the American Diabetes Association, ADA-1997 classifi-
cation system [40,41]. The definition of T2DM varied
according to whether the test was either a fasting or 2-hr
post glucose and whether the specimen was either blood
or plasma. T2DM was self-reported in one study and not
defined in another study. One study had gestational dia-
betes mellitus (GDM) as its outcome.

Prevalence estimates
HTN (n = 20): (1) General population sample (n = 13):
Overall HTN prevalence estimates ranged from 9.0% to
22.2% (median = 13.3%). The pooled HTN prevalence
was 13.7% (95%CI: 12.1%–15.3%, I2: 95%) (Figure 3, A).
The pooled prevalence within strata was: 12.8% (95%CI:
10.8%–14.7%) for males, 16.1% (95%CI: 13.2%–19.0%)
for females, and 14.3% (95%CI: 12.7%–15.8%) for rural
areas. There was one study in the urban area and
the prevalence was 22.2% (95%CI: 18.7%–25.7%). The
pooled HTN prevalence within each 5-year time period
was: 1995–2000 = 11.0% (95%CI: 9.4%–12.6%), 2001–
2005=12.8% (95%CI: 7.3%–18.3%), and 2006–2010=15.3%
(95%CI: 13.2%–17.5%); and within each category of study
quality was: poor = 12.6% (95%CI: 5.3%–20.0%), moder-
ate = 13.3% (95%CI: 11.7%–14.9%), and high= 15.1%
(95%CI: 10.1%–20.0%) (Figure 4). The between-study vari-
ability (I2) in the strata-specific meta-analyses ranged



Figure 3 Forest Plot of (A) Hypertension (HTN) [10-12,14,15,18,20,23-26,37,38] and (B) Type 2 diabetes mellitus (T2DM)
[10,14,16,20,22,24,25,30-36] studies published between 1995 and 2010. All studies (HTN= 13, T2DM=14) selected samples from the general
adult population. Pooled estimates (red) and 95% CI were calculated with random effect models.
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from 74% to 97%. (2) Special population sample (n= 7):
HTN prevalence ranged between 16.8% and 64% in 3
studies of older adults. The prevalence was 5.4% and 9.2%
respectively in 2 studies of pregnant women, and 16.6%
and 17.3% respectively in 2 studies of working profes-
sionals (government employee and health care providers).
IHD (n = 3): IHD prevalence was between 2.7% and

3.4% in two studies with a rural sample and 19.6% with
an urban sample of working professionals.
T2DM (n= 17): (1) General population sample (n = 14):

Overall T2DM prevalence estimates ranged from 2.0% to
21.1% (median= 5.9%). The pooled T2DM prevalence
was 6.7% (95%CI: 4.9%–8.6%, I2: 98%) (Figure 3, B). The
pooled prevalence within strata was: 7.0% (95%CI: 5.1%–
8.9%) for males, 6.2% (95%CI: 4.2%–8.1%) for females,
5.1% (95%CI: 2.9%–7.3%) for rural areas, and 10.2% (95%
Figure 4 Pooled estimates of Hypertension (HTN) and Type 2 diabete
and 2006–2010 and (B) study quality: poor, moderate, and high. All st
population. Estimates and 95% CI were calculated with random effect mod
CI: 6.0%–14.4%) for urban areas. The pooled T2DM
prevalence within each 5-year time period was: 1995–
2000= 3.8% (95%CI: 2.3%–5.3%), 2001–2005= 5.3% (95%
CI: 3.2%–7.4%), and 2006–2010= 9.0% (95%CI: 5.1%–
12.9%); and within each category of study quality was:
moderate = 6.2% (95%CI: 1.7%–10.8%), and high= 6.9%
(95%CI: 4.8%–8.9%) (Figure 4). The between-study vari-
ability (I2) in the strata-specific meta-analyses ranged
from 91% to 99%. (2) Special population sample (n = 3):
T2DM prevalence was 6.8% in one study of pregnant
women, and ranged between 4.5% and 12.3% in two
studies of working professionals.

Covariate assessment
Nine studies reported data on covariates of HTN. Being
female, older, obese, diabetic, having a higher education,
s mellitus (T2DM) by (A) 5-year intervals: 1995–2000, 2001–2005,
udies (HTN= 13, T2DM=14) selected samples from the general adult
els.
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or from a higher socioeconomic status were significantly
associated with a higher prevalence of HTN. Addition-
ally, urban dwelling was reported to be associated with a
higher prevalence of HTN in one study and with a lower
prevalence in another study. Further, the studies that
were conducted in arsenic contaminated areas reported
a dose–response relationship between arsenic exposure
and HTN; the prevalence of HTN increased incremen-
tally across the exposure categories.
Ten studies reported T2DM-related covariate data.

Being male, older, obese (both general and central), hyper-
tensive, having a sedentary lifestyle, having a family his-
tory of diabetes, and a higher socioeconomic status were
significantly associated with higher prevalence of diabetes.

Discussion
Secular trend
The meta-analyses of the prevalence data suggest a rising
secular trend of chronic disease in Bangladesh. For both
HTN and T2DM, the pooled prevalence estimates were
lowest during 1995–2000, highest during 2006–2010, and
in-between during 2001–2005 (Figure 4). Compared with
the estimates during 1995–2000, those during 2001–2005
were non-significantly higher and those during 2006–
2010 were significantly higher. This supports the ‘epi-
demiological disease shift’ reported previously, which
showed an increase in death due to chronic diseases with
a concomitant decrease in death due to infectious dis-
eases [1]. The rising trend of HTN and T2DM could be
explained, in part, by the increased life expectancy of the
Bangladeshi population as well as the increased presence
of known risk factors for chronic diseases. Between 1995
and 2010, the mean life expectancy has risen by approxi-
mately 6 years (62.1 to 68.3 years) [42]. Also, Bangladeshis
rank highest among South Asians in terms of tobacco
use, physical inactivity, and poor dietary habits [8]. We
anticipated that methodological differences such as
sample selection and diagnostic criteria across the studies
could influence the estimate of the secular trend. There-
fore, we limited our analysis to only those studies
that selected a sample from the general population. Fur-
ther, the cut-off value of systolic (140 mmHg) and dia-
stolic (90 mmHg) blood pressure used to define HTN
did not change during the review period. We acknow-
ledge that the diagnostic criteria [43,44] for T2DM have
become less stringent during this time period but this
small change alone is unlikely to explain the two-fold rise
in the T2DM prevalence.

Disease comparison
The HTN prevalence that we found in this review is
comparable to the HTN prevalence reported in the other
South-Asian Countries, [45-53]. Although a formal com-
parison among these countries does not fall within the
scope of this review, it is worthwhile to compare the
data between Bangladesh and India, as they are geo-
graphically contiguous, share common traits in culture,
and have similar life expectancy and chronic disease risk
factor profiles [8,42]. For example, the HTN prevalence
in the rural (pooled: 14.3%) and urban (single study:
22.2%) Bangladesh is well within the range of prevalence
estimates for rural (12%–17%) and urban (20%–40%)
India [46]. Similarly, the IHD prevalence in the rural
areas is comparable between the two countries (Bangla-
desh = 2.7%–3.4% vs. India = 3%–4%) [12,20,21,48,54].
The estimates for the urban areas cannot be compared
because the Bangladesh estimate (19.6%) comes from
only one study, which selected a small sample from a
special population (government employees) [27].
The rising HTN prevalence in Bangladesh is worri-

some since a large segment of the population is unaware
that they have HTN and since many HTN patients do
not have their blood pressure properly managed with
medication. Between fifty and eighty-five percent of the
participants who were diagnosed with HTN did not
know they had HTN prior to the study assessment [55].
Although allopathic anti-HTN medication use (97%) is
the norm among those who were diagnosed with HTN,
only a quarter of them were found to have their blood
pressure controlled with medication. Since uncontrolled
HTN is a major risk factor for myocardial infarction
(MI), it may partly explain why Bangladeshis have the
lowest mean age for the development of MI among the
nations of the world [8].
Similar to HTN and IHD, the T2DM prevalence in

Bangladesh is also comparable to the corresponding esti-
mates from other South-Asian countries such as India
[45]. Although, in both countries, the prevalence is low
in the rural areas (Bangladesh = 5.1%, India = 3.8%), it is
considerably higher in the urban areas (Bangladesh =
10.2%, India = 11.8%) [45]. At the same time a significant
portion of the population have conditions such as IFG or
IGT, and therefore are at risk of developing T2DM
[14,30,35]. For example, in our reviewed studies, the
pooled prevalence for IFG and IGT were found 7.0%
(95%CI: 3.2%–10.8%, I2 = 99%) and 8.2% (95%CI: 3.9%–
12.4%, I2 = 99%), respectively [10,16,22,25,30,31,33,35,36].
Of all the factors that may be contributing to the rise

of HTN and T2DM in Bangladesh, behavioral risk fac-
tors are likely to be the most salient. A recent review
suggests that 90% of the chronic diseases among the
South-Asians are attributable to life-style factors [54].
Survey-data indicates that between 47% and 63% of men
and less than 3% of women in Bangladesh are daily smo-
kers [14,55-57]. A significant portion of these smokers
uses filter-less cigarettes. Further, smoke-less tobacco
use (with bettle-leaf or chewed/sniffed in the powdered
form) is quite common (30%) in the population,
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particularly among the poor and in rural areas, irrespect-
ive of gender [57]. Bangladeshis also rank highest among
the South Asians in terms of physical inactivity and low
intake of fruits and vegetables [58,59]. And, although
the overweight prevalence is relatively low (men = 10%,
women = 15%), a large portion of Bangladeshis are,
in fact, centrally obese (men = 25%, women = 60%)
[34,35,60].

Strengths and limitations of the reviewed studies
It is notable that dozens of studies have been conducted
in the last fifteen years to assess the risk factors and
overall burden of chronic disease in Bangladesh, despite
it being one of the poorest countries in the world
and having little allocation of government funding for
research. Many adopted a unique sampling strategy, in
which they selected a village or a group of villages and
enrolled all eligible participants. This particular strategy
ensured that each study, besides having a robust sample,
also had adequate representation in age, gender, and
socioeconomic strata. Studies were also conducted in
special populations such as pregnant women [17], health
care professionals [28], government employees [27], and
slum dwellers [32]. Inclusion of both urban and rural
samples enabled a few studies to make a direct compari-
son of disease prevalence and risk factors between these
two groups [14,55]. Objective measurement (such as
blood pressure measurement, echocardiogram, or blood
analysis) of disease outcomes was common to most
studies. Further, studies clearly defined the eligibility cri-
teria and included relevant covariate data.
A general limitation of the reviewed studies was a lack

of representative study samples in the urban areas. For
example, the studies that were conducted in the capital
have recruited participants either sharing a common liv-
ing environment[32] (e.g. slum dwellers) or a common
profession [28] (e.g. health care workers). Such samples
are unlikely to provide a true estimate of CVD or T2DM
prevalence for a city with 12–15 million residents living
in a wide range of socioeconomic and environmental
conditions. On a similar note, using a single or a group
of villages in a certain geographic location may not cap-
ture the disease prevalence for a country with approxi-
mately 68 thousand villages.

Strengths and limitations of the review
By categorizing the studies according to the markers of
good study design (random sample, sufficient sample
size, objective measure), we showed that the disease
prevalence varied by the study quality. The prevalence
was generally higher in ‘high-quality’ studies than in
‘poor-quality studies’, for both HTN and T2DM. We con-
ducted meta-analyses to calculate the pooled prevalence
of disease. However, data interpretation should be done
cautiously since the heterogeneity (between-study vari-
ability) was very high, despite the use of random effects
models to accommodate this variability. A limitation is
the small number of studies, which have prevented us
from stratifying the time trend analysis by study quality.
A general difficulty of this project was to gather all the

published data on CVD and T2DM for the review
period, since not all Bangladeshi journals are available
electronically, and those that have electronic text came
into existence recently. Although we were able to collect
a number of full text articles that were otherwise un-
available in the Web through personal communications
with Bangladeshi researchers, we had to rely on the
abstract for a few studies. In most cases, the information
needed for the quality rating was available in the abstract
and in the two instances where it was missing, we have
imputed with the lower (i.e. more conservative) value.
There may also be unpublished disease prevalence data
that we have missed in our review.

Recommendations
Although an adequate number of HTN prevalence stud-
ies have been conducted, they were mostly done in and
around Dhaka city, leaving many regions of the country
unstudied. Little data exist on the prevalence of other
cardiovascular diseases such as ischemic heart disease.
Further, we did not find prevalence data on rheumatic
heart disease or tuberculous pericardial disease, despite
the fact that many Bangladeshis, especially the slum
dwellers, suffer from poor nutrition and live in unsani-
tary conditions -- both of which have been associated
with the development of these diseases. No study has
reported to date the impact of nutritional (i.e. sodium,
refined sugar intake), occupational, and various environ-
mental factors (i.e. migration to the city, salination of
drinking water, air pollution) on CVD or T2DM. It is
important that these issues be explored for a number of
reasons: (1) the urban population has been growing on
an average of 3.5% a year [61], (2) food and drinking
water in the coastal area has been greatly affected by a
rise in salinity [62,63], and (3) the urban areas have seen
a decline in air quality [6].
We recommend that future prevalence studies focus

on the gaps identified in this review. In addition, we sug-
gest that samples of the future studies are selected sys-
tematically, according to the administrative structure of
the country (division, district, sub-district, etc.), in order
to capture any differences in disease prevalence by geo-
graphical regions. We did not find any longitudinal co-
hort studies on CVD or T2DM. This is a significant gap
in the knowledge and understanding of these chronic
diseases in the context of Bangladesh. Such studies
would provide essential information on the incidence of
these diseases, their associated risk factors, and the
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groups that are at higher risk of developing them. Fur-
ther, longitudinal data are necessary to understand dis-
ease progression and prognosis.
We recognize the potential challenges to conducting

cohort studies in Bangladesh. Long-term follow-up of
participants may be difficult. In the urban areas, many
people are either renters or slum dwellers who change
their residence frequently. A similar challenge may arise
in rural areas as there is constant migration to the cities
for employment. Other challenges include the absence
of either disease/death registries or electronic medical
records. We acknowledge that the development of a
cohort study would require considerable effort and data
would not be available for many years. In the meantime,
retrospective cohort studies could be conducted using
medical records available in various government
(NICVD-National Institute of Cardiovascular Diseases)
and private institutions (ICDDR,B-International Center on
Diarrheal Diseases and Research, Bangladesh; BIRDEM-
Bangladesh Institute of Research and Rehabilitation for
Diabetes, Endocrine, and Metabolic Disorders; NHF-
National Heart Foundation). Such retrospective studies
could begin to address some of the research issues
outlined above such as disease complications and treat-
ment adherence.
Conclusions
This review of the Bangladeshi research studies on CVD
and T2DM between 1995 and 2010 concludes that the
prevalence of HTN and T2DM in the population is sig-
nificant and that there is evidence of a rising secular
trend for these two diseases. The disease prevalence was
higher in older adults, women, and those living in urban
areas. Also, established risk factors for HTN and T2DM
such as smoking and central obesity are already wide-
spread in the population. Further, significant proportions
of Bangladeshis are either physically inactive, inadequate
in their intake of fruits and vegetables or both. Appro-
priate research could provide the foundation for devel-
oping effective policies and intervention strategies
to address the growing epidemic of HTN and T2DM
in Bangladesh.
Additional files

Additional file 1: Table S1. Cardiovascular diseases prevalence in
Bangladesh: A summary of epidemiological studies published between
1995 and 2010.

Additional file 2: Table S2. Type 2 diabetes (T2DM) prevalence in
Bangladesh: A summary of epidemiological studies published
between1995 and 2010.
Competing interests
No author of this paper had any competing interests.
Authors’ contributions
Dr. Nazmus Saquib, Dr. Juliann Saquib, and Dr. Mark Cullen of Stanford were
involved in all aspects of the paper including conception and design of the
study, acquisition, analysis and interpretation of data, drafting and revising
the manuscript and approval of the final version. Doctors Masuma Khanam
and Tahmeed Ahmed, collaborators from the ICDDR,B made substantive
intellectual contributions to the interpretation of the data, draft of the
manuscript and final version for publication. All authors read and approved
the final manuscript.
Acknowledgements
Support for this paper did not derive from any specific funding source.

Author details
1School of Medicine, Stanford University, Stanford, USA. 2Clinical Sciences
Division, International Center on Diarrheal Diseases and Research (ICDDR,B),
Dhaka, Bangladesh.

Received: 15 December 2011 Accepted: 28 May 2012
Published: 13 June 2012
References
1. Karar ZA, Alam N, Streatfield PK: Epidemiological transition in rural

Bangladesh, 1986–2006. Global Health Action 2009, 2:1–9.
2. Laskar SI: Urbanization in Bangladesh: some contemporary observations.

Bangladesh Dev Stud 1996, 24:207–216.
3. Dewan AM, Yamaguchi Y: Land use and land cover change in Greater

Dhaka, Bangladesh: Using remote sensing to promote sustainable
urbanization. Applied Geography 2009, 29:390–401.

4. Alam JBM, Alam MJB, Rahman MH, Khan SK, Munna GM: Unplanned
urbanization: Assessment through calculation of environmental
degradation index. International Journal of Environmental Science and
Technology 2006, 3:119–130.

5. Islam N, Ullah GMS: Factors affecting consumers’ preferences on fast
food items in Bangladesh. Journal of Applied Business Research 2010,
26:131–147.

6. Chowdhury T, Imran M: Morbidity costs of vehicular air pollution:
Examining Dhaka city in Bangladesh. In Working Papers. Kathmandu,
Nepal: Economics SANfDaE ed; 2010.

7. Khanam PA, Mahtab H, Ahmed AU, Sayeed MA, Khan AKA: In Bangladesh
Diabetes Starts Earlier Now than 10 Years Back: A BIRDEM Study. Ibrahim
Med Coll J 2008, 2:1–3.

8. Joshi P, Islam S, Pais P, Reddy S, Dorairaj P, Kazmi K, Pandey MR, Haque S,
Mendis S, Rangarajan S, Yusuf S: Risk factors for early myocardial
infarction in South Asians compared with individuals in other countries.
JAMA 2007, 297:286–294.

9. Bleich SN, Koehlmoos TL, Rashid M, Peters DH, Anderson G:
Noncommunicable chronic disease in Bangladesh: Overview of existing
programs and priorities going forward. Health Policy 2010, epub Oct. 22.

10. Abu Sayeed M, Banu A, Khan AR, Hussain MZ: Prevalence of diabetes and
hypertension in a rural population of Bangladesh. Diabetes Care 1995,
18:555–558.

11. Rahman M, Tondel M, Ahmad SA, Chowdhury IA, Faruquee MH, Axelson O:
Hypertension and arsenic exposure in Bangladesh. Hypertension 1999,
33:74–78.

12. Zaman MM, Rouf MA: Prevalence of hypertension in a Bangladeshi adult
population. J Hum Hypertens 1999, 13:547–549.

13. Hypertension Study Group: Prevalence, awareness, treatment and control
of hypertension among the elderly in Bangladesh and India: a
multicentre study. Bull World Health Organ 2001, 79:490–500.

14. Zaman MM, Yoshiike N, Rouf MA, Syeed MH, Khan MR, Haque S, Mahtab H,
Tanaka H: Cardiovascular risk factors: distribution and prevalence in a
rural population of Bangladesh. J Cardiovasc Risk 2001, 8:103–108.

15. Sayeed MA, Banu A, Haq JA, Khanam PA, Mahtab H, Azad Khan AK:
Prevalence of hypertension in Bangladesh: effect of socioeconomic risk
factor on difference between rural and urban community. Bangladesh
Med Res Counc Bull 2002, 28:7–18.

16. Sayeed MA, Mahtab H, Akter Khanam P, Abdul Latif Z, Keramat Ali SM, Banu
A, Ahren B, Azad Khan AK: Diabetes and impaired fasting glycemia in a
rural population of Bangladesh. Diabetes Care 2003, 26:1034–1039.

http://www.biomedcentral.com/content/supplementary/1471-2458-12-434-S1.doc
http://www.biomedcentral.com/content/supplementary/1471-2458-12-434-S2.doc


Saquib et al. BMC Public Health 2012, 12:434 Page 9 of 10
http://www.biomedcentral.com/1471-2458/12/434
17. Sayeed MA, Mahtab H, Khanam PA, Begum R, Banu A, Azad Khan AK:
Diabetes and hypertension in pregnancy in a rural community of
Bangladesh: a population-based study. Diabet Med 2005, 22:1267–1271.

18. Chen Y, Factor-Litvak P, Howe GR, Parvez F, Ahsan H: Nutritional influence
on risk of high blood pressure in Bangladesh: a population-based cross-
sectional study. Am J Clin Nutr 2006, 84:1224–1232.

19. Mamun AA, Padmadas SS, Khatun M: Maternal health during pregnancy
and perinatal mortality in Bangladesh: evidence from a large-scale
community-based clinical trial. Paediatr Perinat Epidemiol 2006,
20:482–490.

20. Zaman MM, Ahmed J, Choudhury SR, Numan SM, Parvin K, Islam MS:
Prevalence of Ischemic heart disease in a rural population of
Bangladesh. Indian Heart Journal 2007, 59:239–241.

21. Ahmed S, Shirin S, Mohsena M, Parvin N, Sultana N, Sayed S, Mahzabeen R,
Akter M, Sayeed MA: Geriatric health problems in a rural community in
Bangladesh. Ibrahim Med Coll J 2007, 1:17–20.

22. Sayeed MA, Mahtab H, Khanam PA, Latif ZA, Banu A, Khan AK: Prevalence
of diabetes and impaired fasting glucose in urban population of
Bangladesh. Bangladesh Med Res Counc Bull 2007, 33:1–12.

23. Ahmed S, Mohsena M, Shirin S, Parvin N, Sultana N, Mahzabeen R, Akter M,
Sayeed S, Sayeed MA: Nutritional status, hypertension, proteinuria and
glycosuria amongst the women of rural Bangladesh. Ibrahim Med Coll J
2008, 2:21–24.

24. Van Minh H, Ng N, Juvekar S, Razzaque A, Ashraf A, Hadi A, Soonthornthada
K, Bich TH, Kanungsukkasem U, Byass P: Self-reported prevalence of
chronic diseases and their relation to selected sociodemographic
variables: A study in INDEPTH Asian sites, 2005. Preventing Chronic
Disease: Public Health Research, Practice, and Policy 2008, 5:1–9.

25. Sayeed S, Banu A, Khanam PA, Alauddin S, Makbul S, Begum T, Mahtab H,
Sayeed MA: Prevalence of metabolic syndrome in three urban
communities of Dhaka City. Ibrahim Med Coll J 2008, 2:44–48.

26. Van Minh H, Soonthornthada K, Ng N, Juvekar S, Razzaque A, Ashraf A,
Ahmed SM, Bich TH, Kanungsukkasem U: Blood pressure in adult rural
INDEPTH population in Asia. Global Health Action 2009, NCD
supplement:60–67.

27. Ahsan S, Haque KMHS, Salman M, Bari AS, Nahar H, Ahmed MK, Hoque H,
Rahman MM, Hossain MA, Sultan MAU: Detection of ischaemic heart
disease with risk factors in different categories of employees of
University Grants Commission. University Heart Journal 2009, 5:20–23.

28. Das S, Dutta PK: Chronic Kidney Disease Prevalence among Health Care
Providers in Bangladesh. Mymensingh Med J 2010, 19:415–421.

29. Moni MA, Rahman MA, Haque MA, Islam MS, Ahmed K: Blood pressure in
relation to selected anthropometric measurements in senior citizens.
Mymensingh Med J 2010, 19:254–258.

30. Abu Sayeed M, Ali L, Hussain MZ, Rumi MA, Banu A, Azad Khan AK: Effect
of socioeconomic risk factors on the difference in prevalence of diabetes
between rural and urban populations in Bangladesh. Diabetes Care 1997,
20:551–555.

31. Sayeed MA, Hussain MZ, Banu A, Rumi MA, Azad Khan AK: Prevalence of
diabetes in a suburban population of Bangladesh. Diabetes Res Clin Pract
1997, 34:149–155.

32. Rahim MA, Vaaler S, Keramat Ali SM, Khan AK, Hussain A, Nahar Q:
Prevalence of type 2 diabetes in urban slums of Dhaka, Bangladesh.
Bangladesh Med Res Counc Bull 2004, 30:60–70.

33. Abu Sayeed M, Mahtab H, Akter Khanam P, Abul Ahsan K, Banu A, Rashid
AN, Azad Khan AK: Diabetes and impaired fasting glycemia in the
tribes of Khagrachari hill tracts of Bangladesh. Diabetes Care 2004,
27:1054–1059.

34. Hussain A, Vaaler S, Sayeed MA, Mahtab H, Ali SM, Khan AK: Type 2
diabetes and impaired fasting blood glucose in rural Bangladesh: a
population-based study. Eur J Public Health 2007, 17:291–296.

35. Rahman MM, Rahim MA, Nahar Q: Prevalence and risk factors of type 2
diabetes in an urbanizing rural community of Bangladesh. Bangladesh
Med Res Counc Bull 2007, 33:48–54.

36. Rahim MA, Khan AK, Ali SM, Nahar Q, Shaheen A, Hussain A: Glucose
tolerance in a rural population of Bangladesh. Int J Diabetes Dev Ctries
2008, 28:45–50.

37. Sayeed MA, Mahtab H, Latif ZA, Khanam PA, Ahsan KA, Banu A, Azad Khan
AK: Waist-to-height ratio is a better obesity index than body mass index
and waist-to-hip ratio for predicting diabetes, hypertension and
lipidemia. Bangladesh Med Res Counc Bull 2003, 29:1–10.
38. Sayeed MA, Banu A, Khanam PA, Mahtab H, Khan AK: Risk of obesity for
hypertension differs between diabetic and non-diabetic subjects. Ibrahim
Med Coll J 2007, 1:1–6.

39. Neyeloff JL, Fuchs SC, Moreira LB: Meta-analyses and Forest plots using a
microsoft excel spreadsheet: step-by-step guide focusing on descriptive
data analysis. BMC Res Notes 2012, 5:52.

40. Borch-Johnsen K: The new classification of diabetes mellitus and IGT: a
critical approach. Exp Clin Endocrinol Diabetes 2001, 109(Suppl 2):S86–S93.

41. Gavin JR, Alberti KGMM, Davidson MB, DeFronzo RA, Drash A, Gabbe SG,
Genuth S, Harris MI, Kahn R, Keen H, Knowler WC, Lebovitz H, Maclaren NK,
Palmer JP, Raskin P, Rizza RA, Stern MP: Report of the Expert Committee
on the diagnosis and classification of diabetes mellitus. Diabetes Care
2003, 26:5–20.

42. Development Economics Data Group: Shaida Badiee Director: World
Development Indicators. Washington DC: The World Bank; 2011:1–215. P 118.

43. Sacks DB, Bruns DE, Goldstein DE, Maclaren NK, McDonald JM, Parrott M:
Guidelines and recommendations for laboratory analysis in the
diagnosis and management of diabetes mellitus. Clin Chem 2002,
48:436–472.

44. Roglic G, Resnikoff S, Strong K, Unwin N: Definition and diagnosis of diabetes
mellitus and intermediate hyperglycaemia. Geneva, Switzerland: World Health
Organization; 2006:1–50.

45. Srinath Reddy K, Shah B, Varghese C, Ramadoss A: Responding to the
threat of chronic diseases in India. Lancet 2005, 366:1744–1749.

46. Gupta R: Trends in hypertension epidemiology in India. J Hum Hypertens
2004, 18:73–78.

47. Ghaffar A, Reddy KS, Singhi M: Burden of non-communicable diseases in
South Asia. BMJ 2004, 328:807–810.

48. Gupta R: Burden of coronary heart disease in India. Indian Heart J 2005,
57:632–638.

49. Shera AS, Basit A, Fawwad A, Hakeem R, Ahmedani MY, Hydrie MZ, Khwaja
IA: Pakistan National Diabetes Survey: prevalence of glucose intolerance
and associated factors in the Punjab Province of Pakistan. Prim Care
Diabetes 2010, 4:79–83.

50. Mahar PS, Awan MZ, Manzar N, Memon MS: Prevalence of type-II diabetes
mellitus and diabetic retinopathy: the Gaddap study. J Coll Physicians
Surg Pak 2010, 20:528–532.

51. Sharma SK, Ghimire A, Radhakrishnan J, Thapa L, Shrestha NR, Paudel N,
Gurung KRM, Budathoki A, Baral N, Brodie D: Prevalence of hypertension,
obesity, diabetes, and metabolic syndrome in Nepal. Int J Hypertens 2011,
2011:821971.

52. Kumar S, Mishra CP: Prevalence and spectrum of hypertension in a rural
area. Kathmandu Univ Med J (KUMJ) 2008, 6:181–183.

53. Wijewardene K, Mohideen MR, Mendis S, Fernando DS, Kulathilaka T,
Weerasekara D, Uluwitta P: Prevalence of hypertension, diabetes and
obesity: baseline findings of a population based survey in four provinces
in Sri Lanka. Ceylon Med J 2005, 50:62–70.

54. Goyal A, Yusuf S: The burden of cardiovascular disease in the Indian
subcontinent. Indian J Med Res 2006, 124:235–244.

55. Quasem I, S.Shetye M, Alex SC, Nag AK, Sarma PS, Thankappan KR, Vasan RS:
Prevalence, awareness, treatment and control of hypertension among
the elderly in Bangladesh and India: a multicentre study. Bulletin of the
World Health Organization 2001, 79:490–500.

56. Rahman MA, Zaman MM: Smoking and smokeless tobacco consumption:
possible risk factors for coronary heart disease among young patients
attending a tertiary care cardiac hospital in Bangladesh. Public Health
2008, 122:1331–1338.

57. Ashraf A, Quaiyum M, Ng N, Van Minh H, Razzaque A, Masud Ahmed S,
Hadi A, Juvekar S, Kanungsukkasem U, Soonthornthada K, Huu Bich TH: Self-
reported use of tobacco products in nine rural INDEPTH Health and
Demographic Surveillance Systems in Asia. Global Health Action 2009,
2:19–27.

58. Kanungsukkasem U, Ng N, Van Minh H, Razzaque A, Ashraf A, Juvekar S,
Masud Ahmed S, Huu Bich T: Fruit and vegetable consumption in rural
adults population in INDEPTH HDSS sites in Asia. Global Health Action
2009, 2:35–43.

59. Ng N, Hakimi M, Van Minh H, Juvekar S, Razzaque A, Ashraf A,
Ahmed SM, Kanungsukkasem U, Soonthornthada K, Bich TH: Prevalence
of physical inactivity in nine rural INDEPTH Health and Demographic
Surveillance Systems in five Asian countries. Global Health Action 2009,
2:44–53.



Saquib et al. BMC Public Health 2012, 12:434 Page 10 of 10
http://www.biomedcentral.com/1471-2458/12/434
60. Zaman MM, Yoshiike N: Prevalence of overweight defined by body mass
index in a rural adult population of Bangladesh. J Health Popul Nutr 2003,
21:162–163.

61. Streatfield PK, Karar ZA: Population challenges for Bangladesh in the
coming decades. J Health Popul Nutr 2008, 26:261–272.

62. Khan A, Mojumder SK, Kovats S, Vineis P: Saline contamination of drinking
water in Bangladesh. Lancet 2008, 371:385.

63. Haque SA: Salinity problems and crop production in coastal regions of
Bangladesh. Pak J Bot 2006, 38:1359–1365.

doi:10.1186/1471-2458-12-434
Cite this article as: Saquib et al.: Cardiovascular diseases and Type 2
Diabetes in Bangladesh: A systematic review and meta-analysis of
studies between 1995 and 2010. BMC Public Health 2012 12:434.
Submit your next manuscript to BioMed Central
and take full advantage of: 

• Convenient online submission

• Thorough peer review

• No space constraints or color figure charges

• Immediate publication on acceptance

• Inclusion in PubMed, CAS, Scopus and Google Scholar

• Research which is freely available for redistribution

Submit your manuscript at 
www.biomedcentral.com/submit


	Abstract
	Background
	Methods
	Results
	Conclusions

	Background
	Methods
	Search strategy
	Exclusion of studies
	Data extraction
	Quality assessment of studies
	Analysis plan

	Results
	General characteristics of the reviewed studies (n&thinsp;=&thinsp;29)

	link_Fig1
	Outcome assessment and definitions
	Prevalence estimates

	link_Fig2
	Covariate assessment

	link_Fig3
	link_Fig4
	Discussion
	Secular trend
	Disease comparison
	Strengths and limitations of the reviewed studies
	Strengths and limitations of the review
	Recommendations

	Conclusions
	Additional files
	show [autc]
	Acknowledgements
	Author details
	References
	link_CR1
	link_CR2
	link_CR3
	link_CR4
	link_CR5
	link_CR6
	link_CR7
	link_CR8
	link_CR9
	link_CR10
	link_CR11
	link_CR12
	link_CR13
	link_CR14
	link_CR15
	link_CR16
	link_CR17
	link_CR18
	link_CR19
	link_CR20
	link_CR21
	link_CR22
	link_CR23
	link_CR24
	link_CR25
	link_CR26
	link_CR27
	link_CR28
	link_CR29
	link_CR30
	link_CR31
	link_CR32
	link_CR33
	link_CR34
	link_CR35
	link_CR36
	link_CR37
	link_CR38
	link_CR39
	link_CR40
	link_CR41
	link_CR42
	link_CR43
	link_CR44
	link_CR45
	link_CR46
	link_CR47
	link_CR48
	link_CR49
	link_CR50
	link_CR51
	link_CR52
	link_CR53
	link_CR54
	link_CR55
	link_CR56
	link_CR57
	link_CR58
	link_CR59
	link_CR60
	link_CR61
	link_CR62
	link_CR63


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

  /CreateJDFFile false
  /Description <<

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

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


