* 1396 2012 11 28 11 Chin J Public Health Nov 2012 Vol.28 No. 11

*
12 3 3 13
3 2616 =35 3
3 . 2178 83.26%;
160 7.35%;2 178 (5.31 =1.61) NN
14. 6% <34.3% 51. 1%; NN 21.9% .
32.5% 45.6% 14.0% \34.5% 51.5%
(¥’ =7.54 P<0.05); NN
(¥’ =17.26 P<0.05); N . .
(P<0.05); NN
11.0% 7. 0% 6. 6% (¥’ =7.54 P<0.05);
logistic 0.62
(RR =0.62 95% CI =0.40 ~0. 98) 0. 60
(RR=0.60 95% CI =0.39 ~0.93) .
: R587.1 DA : 1001-0580( 2012) 114396-05

Relationship between knowledge of diabetes prevention and development

of hyperglycemia among urban adults in Nanjing city
CHEN Wei" HONG Xin WANG Zhivyong et al( "~ Depariment of Epidemidogy School of Public Health Nanjing
Medical University Nanjing Jiangsu Province 210029 China)

Abstract: Objective To investigate the relationship between the status of knowledge about diabetes prevention and
the incidence of hyperglycemia in an urban adult population in Nanjing city. Methods M ulti-stage randomized sampling
and a 3 year follow-up were conducted in 3 urban communities in Nanjing city. The participants were 2 616 local
residents at the age of 35 years or older and without diagnosed hyperglycemia diabetes and cancer. The participants were
divided into three sub—groups according to their scores for answering a questionnaire on knowledge about diabetes preven—
tion( high medium and low score group) . The outcome variable was newly diagnosed hyperglycemia during the follow -
up. Results  Totally 2 178 participants were followed-up( follow-up rate =83.3%) and there were 160 new diabetes
cases diagnosed with a cumulative incidence of 7. 35% . The average score of knowledge about diabetes was 5. 31 +1. 61
for all participants and the ratio of participants with low medium and high score was 14.6% 34.3% and 51.1%.
Among the participants with hyperglycemia the ratio of low medium and high score was 21.9% 32.5% and 45. 6%
while among participants without hyperglycemia the corresponding ratio was 14.0% 34.5% and 51. 5% respectively.
There were significant differences between the participants with and without hyperglycemia in the distributions of age
body weight education level and family history of hyperglycemia( P <0. 05 for all) . There were significant differences in
the scores of knowledge about diabetes prevention among the participants of different occupation(y* =17.26 P <0.05) .
The incidence of hyperglycemia for the parteiciants with low medium and high score of knowledge was 11.0% 7.0%
and 6. 6% . The incidence of hyperglycemia decreased with the increase of the score among the participants(y* = 7. 54
P <0.05) . Multivariate logistic regression analyses revealed that participants with high and medium score of knowledge
of diabetes prevention were significantly less likely to develop hyperglycemia compared to those with the low score( rela—
tive risk RR =0.62 95% confidence interval CI :0.40 —0.98 and RR =0.60 95% CI: 0.39 - 0. 93) . Conclusion
The knowledge about diabetes prevention is inversely associated with the risk of developing hyperglycemia in urban adult
residents of Nanjing.
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Influence of abnormal glucose tolerance during pregnancy on pregnanty

outcome
WANG Jiao© XU Rong=xian ZHANG Xue-qin et al(~ Department of Nutrition and Healthcare School of Public
Health Fujian Medical University Fuzhou Fujian Province 350004 China)

Abstract: Objective To investigate the impact of gestational diabetes mellitus( GDM) and gestational impaired
glucose tolerance( GIGT) on pregnant women and newborns. Methods Totally 250 pregnant women hospitalized for
their deliveries and diagnosed with GDM ( 105) or GIGT( 145) were recruited in the study. And 234 pregnant women
with normal blood glucose level were taken as control group at the same time. The pregnancy outcomes of the three
groups were recorded and analyzed. Results There were signifiicant differences among the three groups in the incidences
of hepatitis B virus( HBV) positive( P =0.009) caesarean birth( P =0.000) gestational hypertension ( P =0. 002)
intrahepatic cholestasis of pregnancy( P =0.004) preterm delivery( P =0.027) small{for-date infant ( P =0.011) neo—
natal hypoglycemia( P =0.007) neonatal pneumonia( P =0.001) and neonate hospitalization ( P =0.000) among the
three groups. Compared with those of the control group there were significantly increased risks for HBV positive
(P=0.041) caesarean birth( P =0.000) gestational hypertension( P =0.001) intrahepatic cholestasis of pregnancy
(P =0.009) preterm delivery( P =0.012) smallfor-date infant( P =0.019) neonatal hypoglycemia ( P =0.03) neo—
natal pneumonia( P =0. 000) and neonatal intensive care unit( NICU) admission( P =0.000) in the GDM group. The
pregnant women in GIGT group showed higher risks of HBV positive( P =0.041) caesarean birth ( P =0. 000) gesta—
tional hypertension( P =0.021) intrahepatic cholestasis of pregnancy( P =0.021) preterm delivery( P =0.048) neo—
natal hypoglycemia( P =0.021) neonatal pneumonia( P =0.004) and NICU admission( P = 0.000) . Conclusion

GDM and GIGT could cause undesirable pregnancy outcomes. The perinatal screening for gestational abnormal glucose
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