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with non-diabetic individuals (Table 7); individuals 
of higher age, HOMA-IR and alcohol consumption, 
but lower educational status were at higher risk for 
T2DM. These results remained essentially unchanged 
when wine consumption replaced alcohol consump-
tion in this regression model.

Age, HOMA-IR and serum triglycerides were 
independently associated with the presence of T2DM 
when pre-diabetes (IFG and IGT) was excluded from 
the analysis (Table 8); individuals of higher age, 
HOMA-IR and triglycerides were at higher risk for 
T2DM.

DISCUSSION

The present study assessed the prevalence of DM 
in a random sample of adults living in a large region 
of Central Greece with both urban and rural areas. 
We found that a large proportion of adults (10.68%; 
men 14.58% and women 7.13%) had DM, while a 
smaller proportion (2.86%) had IGT and 8.70% had 
pre-diabetes. It should be emphasized that DM was 
undiagnosed in 34.88% of cases.

Epidemiological data regarding the prevalence 
of DM are rare in Greece. The first epidemiological 
studies concerning its prevalence, using glycosuria 

as a screening method, were conducted in the early 
70’s showing low rates of DM.18,19 Twenty years later, 
similar estimates (1.52%) were found by Lionis et 
al in a retrospective study based on reviewing all 
medical records of a small rural district health care 
center and performing OGTT in subjects with non-
diagnostic values of fasting glucose, based on the 
WHO criteria.20 Our estimated prevalence of DM 
is in accordance with that of a study synchronous 
to our own conducted in the urban area of Attica21 
(DM prevalence 6.74%), in subjects free of appar-
ent cardiovascular diseases, indicating a potential 
selection bias. Compared to another synchronous 
study conducted in a rural area, including individu-
als aged 1-99 years,22 our DM prevalence is higher 
(10.68% vs. 7.40%). However, when we restricted 
their age-range to 20-80 years, the results concerning 
DM prevalence were comparable to our data in the 
rural area (9.35% vs. 11.52%). Close to our results is 
also the prevalence of DM in Cyprus (10.3%; 6.5% 
with known DM and 3.8% with undiagnosed DM) 
with population characteristics comparable to those 
of Greece.23

The prevalence of DM seems to be on the increase 
worldwide, although different racial, cultural, financial 
and habitual factors may influence its frequency across 

Table 7. Multiple logistic regression analysis (stepwise method) for independent associates of diabetes and pre-diabetes vs. healthy controls
Covariate B coefficient Adjusted Odds Ratio p-value 95% CI for adjusted odds ratio
Age (years) 0.054 1.056 0.001 1.022 – 1.090
HOMA-IR 0.293 1.340 <0.001 1.216 – 1.477
Alcohol consumption (Y/N) 0.980 2.664 0.002 1.415 – 5.017
Educational status (Lower vs Higher) -0.591 0.554 0.029 0.326 – 0.942
Individuals without T2DM or IFG or IGT were rated as 0 and those with T2DM or IFG or IGT as 1 within the dependent variable.
Variables initially selected but finally excluded from the equation were: gender, fat mass, BMI, waist circumference, systolic arterial 
pressure, diastolic arterial pressure, total cholesterol, triglycerides and smoking.

Table 8. Multiple logistic regression analysis (stepwise method) for independent associates of diabetes vs. healthy controls
Covariate B coefficient Adjusted odds ratio p-value 95% CI for adjusted odds ratio
Age (years) 0.082 1.086 <0.001 1.044 – 1.129
HOMA-IR 0.258 1.294 <0.001 1.161 – 1.442
Triglycerides (mg/dL) 0.004 1.004 0.020 1.001 – 1.007
Individuals without T2DM or IFG or IGT were rated as 0 and those with T2DM as 1 within the dependent variable.
Variables initially selected but finally excluded from the equation were: gender, permanent residence, educational status, smoking 
status, fat mass, BMI, waist circumference, mean arterial pressure, total cholesterol, HDL-cholesterol.




