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ABSTRACT 
 
In Belarus, as in other countries, noncommunicable diseases (NCDs) remain the main causes of morbidity, 
disability and premature mortality. The most efficient measure for reducing the NCD burden is their 
prevention, by reducing the behavioural risk factors of the population and of individuals. The risk factors 
are tobacco smoking, alcohol drinking, excessive salt intake, low physical activity, overweight and an 
unhealthy diet. 

The first national survey of the prevalence of major NCD risk factors in the population of Belarus aged 
18ς69 years (STEPS survey) has been conducted. The results provide an objective view of the current 
prevalence of NCD risk factors in the adult population, which will be used to determine approaches to 
the prevention of NCDs in the country in the coming years. 
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FOREWORD 
 

Human health and well-being are interrelated, and healthy people are the most important 
element of the sustainaōƭŜ ŘŜǾŜƭƻǇƳŜƴǘ ƻŦ ŀƴȅ ŎƻǳƴǘǊȅΦ ¢ƘŜ ƘŜŀƭǘƘ ƻŦ ŀ ƴŀǘƛƻƴΩǎ ǇƻǇǳƭŀǘƛƻƴ 
determines its social and economic development and ensures its supply of high-quality labour, 
intellectual capacity, stability and living standards. Health is also the most valuable asset of every 
person: it is his or her personal resource and capital, regardless of age, sex, welfare or residence. 
The Sustainable Development Agenda 2030, adopted by 193 countries under the aegis of the 
United Nations in September 2015, came into force on 1 January 2016. The 17 Sustainable 
Development Goals are comprehensive and include population health, and goal 3 (Ensure healthy 
lives and promote well-being for all at all ages) is directly related and includes combating 
noncommunicable diseases (NCDs) and their risk factors. 

All countries in the world face some demographic and public health challenges. Currently, the 
main cause of death globally is NCDs. Poor health and financial outlay due to NCDs are a serious 
threat to the individual, the family, the healǘƘ ǎȅǎǘŜƳ ŀƴŘ ǘƘŜ ŎƻǳƴǘǊȅΩǎ ŜŎƻƴƻƳȅΦ !ǎ ǘƘŜ ǎŎŀƭŜ ƻŦ 
the problem grows, a large-scale response is required. As in other countries, NCDs remain the 
main cause of morbidity, disability and premature mortality in Belarus, accounting for 86% of 
deaths and 77% of overall morbidity. Therefore, the prevalence of risk factors for these diseases 
is relevant. In 2016, the country adopted a State programme on people's health and demographic 
security for 2016ς2020, which includes measures against major chronic diseases. The programme 
is designed as a comprehensive, nationwide approach to creating a preventive environment, to 
be supported by the whole of society and each citizen individually. 

The most efficient measure for reducing the burden of NCDs is the prevention of their 
development by addressing the behavioural risk factors at population and individual levels. These 
factors are smoking, alcohol drinking, excessive salt intake, low physical activity, overweight and 
an unhealthy diet. Policies for the management of NCD prevention and risk factors must be based 
on qualitative data on existing problems at national level, in order to set up a strategy and for 
monitoring the efficacy of activities. 

WHO supports the Government of Belarus and its health care system in combating NCDs and 
their risk factors through joint programmes and international technical assistance projects. In 
2016ς2020, the country is implementing an international technical assistance project on 
preventing NCDs, promoting a healthy lifestyle and modernizing the health system of Belarus, 
funded by the European Union.  

WHO has supported the conduct of a national STEPS survey on the prevalence of major NCD risk 
factors in the population aged 18ς69 years. This large-scale, representative, comprehensive 
survey of NCD risk factors was the first to be conducted in Belarus. The results will provide an 
objective view of the current prevalence of NCD risk factors in the adult population and will be 
compared with the results for similar indicators in other countries. This will largely determine the 
approaches to NCD prevention in Belarus in the coming years. 
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EXECUTIVE SUMMARY 
 

The national STEPS survey of NCD risk factors in Belarus was implemented in two stages.  
The actions undertaken during the preparatory stage were: 
¶ establishing a coordination council to prepare the plan for conducting and monitoring the 

STEPS survey; 
¶ editing and adapting the WHO STEPS Instrument (WHO questionnaire) to the national 

context; 
¶ preparing the implementation plan and cost estimate; 
¶ identifying a representative sample; 
¶ procuring consumables for field work; and 
¶ training regional working group coordinators and interviewers in the STEPS method. 

The main stage of the survey involved interviewing respondents, taking anthropometric 
measures and sampling biological material for laboratory tests. It was conducted between 
10 October 2016 and 23 February 2017. Data processing and analysis and drafting of the final 
report were conducted between March and May 2017. 

The purpose of the STEPS survey  
was to determine the prevalence of the main NCD risk factors at baseline and to ensure 

efficient planning of interventions to prevent and control NCDs. 

The objectives of the survey were to: 
¶ determine the prevalence of behavioural NCD risk factors (tobacco consumption, alcohol 

consumption, insufficient physical activity, unhealthy diet, overweight) in the population 
aged 18ς69 years; 

¶ estimate the prevalence of biological NCD risk factors (high blood pressure, cholesterol and 
blood glucose); and 

¶ analyse differences in the prevalence of risk factors by sex, age and urban or rural 
residence. 

With the method of multistage cluster sampling, 5760 respondents aged 18ς69 years were 
selected, who were distributed equally by age, sex and region of residence; 5010 (87.0%) took 
part in the STEPS survey. 

The main results of the STEPS survey are summarized below.  

29.6% of respondents smoke currently (48.4% of men and 12.6% of women), 27.1% smoke 
daily.  ˴ ͯͪΎͭ ͍ ͤ͊ͫͭͦΎ΅͔͔ ͍͔ͪͣΎ нфΣс҈ ͔͔͍ͪͫͨͦͤ͒ͤͭͦΦ нтΣм҈ ͯͪ͟Ύͭ ͔͔͔͍͗͒ͤͤͦ. 

Analysis of prevalence of tobacco smoking showed that 32.7% of rural respondents and 27.1% 
of urban respondents smoked. In addition, 54.1% of rural smokers were men and 11.7% were 
women, 43.3% of urban respondents were men and 13.2% were women. 

The mean age at starting smoking was 17.5 years in the total sample (men, 16.9 years; women, 
19.9 years) but was lower in those aged 18ς29 years (16.4 years; men, 16.1; women, 17.3) than 
in those aged 60ς69 years age (19.3 years; men, 17.9; women, 27.1).  

Almost every fifth non-smoking respondent was exposed to second-hand tobacco smoke at 
home (18.8%) or in the workplace (14.9%), and men were more likely to be exposed to second-
hand smoke at the workplace (at home, 18.9%; at workplace, 22.5%) than women (at home, 
18.8%; at workplace, 8.5%).  



PREVALENCE OF NONCOMMUNICABLE DISEASE RISK FACTORS 

 IN BELARUS, STEPS 2016 15 
 

Every third current smoker (32.7%) had tried to quit smoking during the previous 12 months. 
Only 31.6% had been advised by a doctor or health worker to quit smoking or not to start 
smoking; 63.6% of smokers had received such an advice.  

Of those who smoked, 98.4% smoked manufactured cigarettes, at an average daily rate of 14.9 
cigarettes per day. An average pack of cigarettes costs 2.2 BYN (Belarusian rubles) (US$ 1.10), 
for an approximate annual total of 600 BYN (US$ 300). 

Alcohol had been consumed within the previous 30 days by 52.8% of respondents (men, 64.9%; 
women, 41.8%); 21.5% (men, 29.2%; women, 36.3%) had not drunk alcohol during the previous 
30 days but had done so during the previous 12 months. The survey did not reveal any reliable 
difference between alcohol consumption among respondents in urban and rural areas.  

Occasional drinking ƻŦ ƭŀǊƎŜ ŀƳƻǳƴǘǎ ƻŦ ŀƭŎƻƘƻƭ όƳŜƴΣ җ сл Ǝ ŀƴŘ ǿƻƳŜƴΣ җ пл Ǝ ƻŦ ǇǳǊŜ ŀƭŎƻƘƻƭ 
per drinking occasion) was reported by 20.2% of respondents (men, 27.4%; women, 13.7%), 
and 6.6% of respondents (men, 11.9%; women, 1.4%) drank alcohol in the morning to ease a 
hangover. 

6.6% of respondents (men, 11.9%; women, 1.4%) reported that they needed to drink alcohol in 
the morning to ease a hangover. 

Generally, respondents reported low consumption of fruit and vegetables: 72.9% of respondents 
had fewer than five servings per day (men, 77.9%; women, 68.4%).  

In households in which food was prepared at home, vegetable oils were most frequently used 
for cooking (88.9%).  

The average dietary salt intake per day was 10.6 g (men, 12.4 g/day; women, 9.0 g/day). 

Inadequate physical activity (less than the 150 min/week recommended by WHO) was reported 
by 13.2% of respondents (12.8% of men and 13.5% of women), with a median time spent doing 
physical activity of 137.1 min/day (men, 214.3 min; women: 107.1 min).  

Of women aged 30ς49 years, 90.5% had had a screening test for cervical cancer.  

About 40% of respondents had received advice on a healthy lifestyle from a doctor or health 
worker during the previous 3 years. 

Anthropometric measurements showed that 60.6% of respondents were overweight (body 
mass index (BMI) > 25 kg/m2), with no differences between men and women. One fourth of 
respondents (25.4%) were obese (BMI > 30 kg/m2), while the percentage of obese women 
(30.2%) was 1.5 times higher than that of men (20.2%). The mean BMI of all respondents was 
27.0 kg/m2; the mean waist circumference was 86.9 cm for women and 92.1 cm for men. 

The mean values for systolic (SBP) and diastolic (DBP) blood pressure (including respondents 
taking antihypertensive medications) were 134.6 and 84.9 mm Hg (women, 132.7 and 84.1 mm 
Hg; men, 136.6 and 85.8 mm Hg), respectively. Almost half the respondents (44.9%) had high 
blood pressure (SBP > 140 and DBP > 90 mmHg), with no significant difference between men 
and women.  

More than half the respondents with raised blood pressure (53.4%) reported they did not take 
antihypertensive medication, the indicator being higher in men (65.0%) than in women (42.6%). 

The mean fasting plasma glucose in the population sample was 4.7 mmol/L, and 4.0% of 
respondents were at the threshold level (6.1ς7.0 mmol/L). Raised blood glucose (blood plasma 
> 7.0 mmol/L) was observed in 3.6% of respondents, including those taking hypoglycaemic 
medication.  
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No significant difference in fasting blood glucose was seen between men and women. Raised 
total cholesterol (> 5 mmol/L) was found in 38.2% of respondents, including those taking 
medication for hypercholesterolemia, with slightly more women (42.6%) than men (33.4%). 

Overall, the survey showed that 40.5% of respondents (47.9% men, 33.7% women) had three or 
more NCD risk factors (daily tobacco smoking, consumption of fewer than five servings of 
vegetables and/or fruit per day, inadequate physical activity, overweight, raised blood pressure). 
The number of respondents who had three or more NCD risk factors increased proportionally 
with age. Only 5.6% of respondents had no NCD risk factor (men, 2.5%; women, 8.4%). 

The full results of the STEPS survey in the Republic of Belarus are presented in Annexes A, C, D, 
E, F, G, H, I. 

Annex B gives WHO STEPS instrument adapted for the Republic of Belarus (questionnaire). 
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1. INTRODUCTION 
Noncommunicable diseases worldwide 
Globally, over 36 million people die due to NCDs each year. The problem is particularly 
significant, because 40% of the deaths are those of people under 60 years, which threatens the 
well-being of families and the economies of both developed or developing countries, estimated 
to cost them trillions of US dollars (1).  

According to WHO estimates, however, 9.1 million deaths per year could be prevented by 
reducing the main behavioural NCD risk factors: tobacco consumption, inadequate physical 
activity, alcohol drinking and an unhealthy diet. 

Tobacco use, including both smoking and second-hand smoking, causes over 6 million deaths 
annually. Smoking accounts for about 71% of cases of lung cancer, 42% of chronic respiratory 
disease and 10% of cardiovascular disease (CVD). The proportion of deaths associated with 
tobacco smoking is higher in men than in women (2). 

About 4.5% of the global burden of disease and injury is associated with alcohol drinking. 
Alcohol contributes to trauma leading to death or injury (disability) at a relatively young age, 
resulting in the loss of many years of life. Globally, alcohol abuse causes around 3.8% of all 
deaths annually, and more than half of these deaths are associated with NCDs, including liver 
cirrhosis, cancer and CVDs. Alcohol consumption significantly increases the probability of 
cancers of the larynx, oesophagus, pancreas, rectum and colon and of breast cancer in women. 
Occasional and continuous consumption of alcohol in large amounts όŀƴ ŀǾŜǊŀƎŜ ƻŦ җ сл Ǝ ǇǳǊŜ 
ŀƭŎƻƘƻƭ ǇŜǊ ŘǊƛƴƪƛƴƎ ƻŎŎŀǎƛƻƴ ŦƻǊ ƳŜƴ ŀƴŘ җ 40 g for women) increases the rate of mortality due 
to CVD and increases the probability of hypertension, haemorrhagic strokes and atrial 
fibrillation (3). 

Low fruit and vegetable consumption increases the risks for CVD, stomach cancer and 
colorectal cancer.  

High salt consumption is an important determinant of high blood pressure and CVD. High 
consumption of saturated fats and trans fats is associated with increased risks for heart disease 
and stroke.  

Raised blood pressure is the main NCD risk factor throughout the world, as it causes 9.4 million 
deaths per year and is associated with more than a half of the approximately 17 million CVD-
related deaths annually (4). As raised cholesterol is associated with 2.6 million deaths per year, 
these two factors are the main risk factors for CVD and stroke. 

Physically inactive people have a 20ς30% increased risk for death from all causes, and a high 
BMI increases the risks for CVD, strokes, diabetes and some cancers. 
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The burden of NCDs is growing rapidly, and the social, economic and medical consequences are 
catastrophic to some countries. Over 80% of deaths in low- and middle-income countries are 
due to CVD and diabetes, almost 90% to chronic obstructive pulmonary disease and over two 
thirds to cancer (1). If no action is taken, the costs of NCDs will be trillions of US dollars of lost 
resources over the next three decades. At the same time, cost-effective measures to reduce the 
burden and impact of NCDs are available, and consistent policies to reduce the prevalence of 
risk factors at population level and improving public health will help avoid millions of 
premature deaths. Improving epidemiological surveillance and monitoring should be a priority 
in the fight against NCDs at national and international levels. 

The WHO European Ministerial Conference on the Life-course Approach in the Context of 
Health 2020 was held in Minsk (Belarus) on 21ςнн hŎǘƻōŜǊ нлмр ǘƻ ǎǘǊŜƴƎǘƘŜƴ ǘƘŜ ŎƻǳƴǘǊȅΩǎ 
capacity to prevent and control NCDs. The Conference adopted the Minsk Declaration (5), 
which calls on all countries in the European Region to build strong capacity to combat 
preventable NCDs, to reduce total mortality due to NCDs and, most importantly, to reduce the 
death rate in the working-age population. 

 

Noncommunicable diseases in Belarus 
 

NCDs are associated with 79.1% of deaths and 79.8% of the overall morbidity burden in Belarus 
and are thus the main causes of morbidity, disability and premature mortality.  
aƻǎǘ ƛƳǇƻǊǘŀƴǘƭȅΣ b/5ǎ ŀǊŜ ǘƘŜ Ƴŀƛƴ ŎŀǳǎŜ ƻŦ άƻǾŜǊ-ƳƻǊǘŀƭƛǘȅέ ŀƳƻƴƎ ǿƻǊƪƛƴƎ-age men. 

The average mortality rate in Belarus is higher than that in Europe, due mainly to the high 
mortality rates associated with CVD, malignant neoplasms and other common NCDs.  
A moderate decrease in mortality due to such NCDs as stroke, acute myocardial infarction and 
chronic obstructive pulmonary disease has, however, been seen over the past few years, and 
the total mortality rate due to neoplasms has stabilized. The trends in the working-age 
population are: 

¶ CVDs: a decrease in mortality over the past 5 years (from 153.5 cases per 100 000 
population in 2012 to 136.3 cases in 2016); 

¶ acute myocardial infarction: from 5.7 cases per 100 000 population in 2012 to 4.8 cases in 
2016; 

¶ stroke-related mortality: from 27.6 cases per 100 000 population in 2012 to 25.2 cases in 
2016; 

¶ diabetes: no significant change in mortality in the past 5 years (1.2 cases per 100 000 
population in 2012 and 1.3 cases in 2016); and 

¶ malignant neoplasms: no significant change in mortality in the past 5 years (83.7 cases per 
100 000 population in 2012 and 83.1 cases in 2016). 

Most chronic NCDs have many causes. The main risk factors are genetic predisposition and an 
unhealthy lifestyle. In Belarus, lifestyle factors, including high blood pressure, smoking, alcohol 
drinking, high cholesterol, overweight, insufficient fruit and vegetable consumption and a 
sedentary lifestyle, represent almost 60% of all NCD risk factors (6ς8). Alcohol remains one of 
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the main factors, with a significant impact on human resources in the country. Efforts that have 
been made to reverse the situation include restrictions on alcohol advertising, an extended list 
of sites at which selling alcoholic beverages is banned and laws to gradually increase the excise 
rates on alcoholic beverages. Although the country has been reducing alcohol sales over the 
past few years, total sales remain extremely high. 

Even slight decreases in the main NCD risk factors can have significant impacts on morbidity 
and mortality (9ς12). In this regard, the health policy of Belarus corresponds fully to the 
priorities outlined in Health 2020, the European Health Care Policy. Belarus supports the 
!ǎƘƎŀōŀǘ 5ŜŎƭŀǊŀǘƛƻƴΣ ǊŜŦƭŜŎǘƛƴƎ ǘƘŜ ŎƻǳƴǘǊȅΩǎ ŎƻƳƳƛǘƳŜƴǘ ǘƻ Ŧǳƭƭȅ ƛƳǇƭŜƳŜƴǘ ǘƘŜ ²Ih 
Framework Convention on Tobacco Control; to prioritize reductions in the prevalence of NCDs; 
to involve all stakeholders and the whole of society; and to strengthen the health system to 
address NCD-related issues (9)Φ ¢ƘŜ ŎƻǳƴǘǊȅΩǎ ƘŜŀƭǘƘ ǎȅǎǘŜƳ Ƙŀǎ ōŜŜƴ ŀŎǘƛǾŜ ƛƴ ǊŜŘǳŎƛƴƎ b/5 
risk factors. As the entire population ς children, adults and elderly people ς can be affected by 
NCDs, a large-scale, comprehensive preventive approach has been developed with all relevant 
ministries and departments, civil society organizations and the general public. 

The health system has achieved significant results in recent years. Belarus is the leader among 
the countries in the Commonwealth of Independent States, and it enjoys the well-deserved 
respect of the global medical community because of its performance in health care, 
demography and the quality of medical care and public health.  

The awareness of Belarus society about the importance of sound health and a healthy lifestyle 
is gradually being raised. Health was rated highest among the 22 life values of Belarusians: 
86.9% of respondents reported that it was among their five most important values. A significant 
proportion of the population (44.1%) have changed their attitudes to health and are paying it 
greater attention.  

Further promotion of a healthy lifestyle will be supported by a national web portal, Healthy 
People, which was launched in the Medical Bulletin with the assistance of the Ministry of Health 
on 17 May 2017. 
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2. PURPOSE, OBJECTIVES AND 
RATIONALE OF THE SURVEY 

Purpose 
The purpose of the STEPS survey was to study the prevalence of the main NCD risk factors in 
the population aged 18ς69 years, in order to determine the baseline situation for efficient 
planning of interventions to prevent and control NCDs. 

 

Objectives 
¶ to determine the prevalence of behavioural NCD risk factors (consumption of tobacco and 

alcohol, insufficient physical activity, unhealthy diet); 

¶ to estimate the prevalence of biological NCD risk factors (obesity, raised blood pressure, 
raised blood cholesterol, raised blood glucose); and 

¶ to determine differences in the prevalence of risk factors by sex, age and urban or rural 
residence. 

 

Rationale 
This STEPS survey was the first to be conducted in Belarus, although screening is conducted 
continually to determine the prevalence of a number of NCD risk factors. The National 
Statistical Committee conducted a survey on tobacco consumption, physical activity and sports 
in the population aged 16 years and older during a sample household survey on living 
standards. In addition, as the National Statistical Committee is supported financially and 
technically by UNICEF, it has conducted a multiple indicator cluster survey, which included 
some questions on tobacco and alcohol consumption. Furthermore, Belarus organized a Global 
Youth Tobacco Survey for children aged 13ς15 years twice, in 2004 and 2015. The National 
Statistical Committee issues a number of publications with details of the demographic situation, 
employment, working conditions and living standards and also on the prevalence of major 
diseases and some risk factors. Nevertheless, comprehensive, up-to-date data on NCD risk 
factors, disaggregated by sex, age and place of residence were needed in order to determine 
the baseline situation and to plan NCD prevention and control activities efficiently. 

This first and follow-up STEPS surveys are designed to obtain reliable data for epidemiological 
surveillance and to serve as the main tool for monitoring progress in controlling NCDs. Conduct 
of the survey according to the WHO method ensures the comparability and reliability of the 
data on the prevalence of NCD risk factors. The STEPS survey is an important tool for assessing 
tƘŜ ǇǊŜǾŀƭŜƴŎŜ ƻŦ b/5 Ǌƛǎƪ ŦŀŎǘƻǊǎ ŀƴŘ ǇǊƻǾƛŘŜǎ ǘƘŜ ŎƻǳƴǘǊȅΩǎ ƘŜŀƭǘƘ ŎŀǊŜ ǎȅǎǘŜƳ ǿƛǘƘ ŜǎǎŜƴǘƛŀƭ 
information. Annex 1 summarizes the results of the Belarus STEPS survey. 
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3.  SURVEY METHOD 
Design 
 

The main purpose of the STEPS sampling design was to ensure that the sample was nationally 
representative in size and scope and that the measured indicators reflected the situation in the 
country in general. The main objective of sampling was to obtain statistically reliable data at 
national and subnational levels (urban and rural) and in various sex and age groups of the 
population. The survey target group was the population of Belarus aged 18ς69 years, except for:  

¶ people permanently living in boarding institutions, specialized institutions for minors 
requiring socƛŀƭ ŀǎǎƛǎǘŀƴŎŜ ƻǊ ǊŜƘŀōƛƭƛǘŀǘƛƻƴΣ ŎƘƛƭŘǊŜƴΩǎ ǾƛƭƭŀƎŜǎΣ ǎƻŎƛŀƭ ǎŜǊǾƛŎŜ ƛƴǎǘƛǘǳǘƛƻƴǎΣ 
hospitals and other health care institutions, military barracks, buildings owned by or leased 
to religious organizations, people in detention, correctional institutions or occupational 
therapy institutes and  

¶ people with no permanent place of residence. 

Sampling 

A two-stage probability sampling method was used to obtain a sample population for the STEPS 
survey, by applying stratification and selection procedures at each step. Selection was based on 
the territorial principle of population sampling. Probability sampling was used to exclude 
systematic distortions due to random selection of general population sampling units (PSUs) and 
possible subjective selection of survey participants by interviewers. The advantage of the 
probability sampling method is that selective observations can be applied to an entire population. 

Stratification 

Stratification was used to improve the accuracy of sampling and to ensure the required sample 
size. The sample was then divided into strata that were homogeneous with regard to their main 
characteristics. Given the differences in lifestyle and incidence rates in the populations living in 
cities, urban-type settlements and villages, the two strata identified were urban and rural. 

To ensure uniform distribution of the sample population across the country, sampling was done 
separately in the six regions (oblasts) (Brest, Vitebsk, Gomel, Grodno, Minsk and Mogilev) and 
in the City of Minsk, corresponding to national administrative divisions. 

The principle of serpentine location of sampling units, from north to south, was applied in 
shaping the primary sampling array to determine the geographical proximity of the selected 
sampling units within each region. 

Determination of sample size 

Sample size is one of the most important characteristics of sampling, as it affects the accuracy 
of the results and the cost of the survey and its duration. The total sample size was determined 
according to the number of target groups, the requirements for the reliability of the survey 
results and the resources available for conducting the survey. 
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To calculate the sample size with the mathematical formulas recommended by WHO for STEPS, 
shown below, assumptions were made with respect to the values of the parameters considered: 

¶ confidence level for survey indicators, determined by the probability of a given sampling 
error; 

¶ threshold error (required accuracy of estimates), measured as the sampling error, to 
determine the limits of the general population characteristics and their 95% confidence 
intervals (CIs); 

¶ predicted values or expected prevalence (frequency) in the general population of the 
indicators; 

¶ sample design effect, defined as the ratio between the standard error for the sampling 
method used and the standard error that would had been seen if simple random sampling 
of the same scope had been used; 

¶ number of target groups expected to provide reliable estimates; and 

¶ possible reduction in the number of selected respondents due to non-response. 

The following formula was used to calculate the sample size for STEPS Belarus: 

 
,
 

where: n  is the required sample size, 
t  is a coefficient that determines a given confidence level for measuring the survey 

indicators, 
Q  is the predicted value or expected prevalence of the surveyed indicator, 
D  is the threshold error (maximum sampling error), 
f  ƛǎ άŘŜŦŦέ όŘŜǎƛƎƴ ŜŦŦŜŎǘύ ŀƴŘ 
 ˴ is a coefficient for adjusting the sample size to compensate for non-response. 

The following values were taken for the constituent components of the formula in calculating 
the sample size for STEPS Belarus: 

¶ t is equal to 1.96 at a 95% confidence level of measurement reliability of the survey indicators. 

¶ The expected prevalence of the surveyed risk factor in the general population is 50% (Q = 0.5). 

¶ The maximum sampling error is 5% (D = 0.05). 

¶ The design effect value for samples with a complex design is 1.5 (f = 1.5). 

¶ The sample size adjustment coefficient (K) is 0.8 for an expected 20% non-response. 

The sample size calculated by substituting these values into the above formula was 720: 

.
 

This sample size would provide the required number of people aged 18ς69 years to obtain 
reliable estimates of the STEPS indicators at national level for one population group. 

STEPS Belarus was planned to survey indicators in four sex and age groups in each stratum 
(urban and rural), for eight target groups: 

1. urban men aged 18ς39 years, 
2. urban men aged 40ς69 years, 
3. urban women aged 18ς39 years, 
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4. urban women aged 40ς69 years, 
5. rural men aged 18ς39 years, 
6. rural men aged 40ς69 years, 
7. rural women aged 18ς39 years and 
8. rural women aged 40ς69 years. 

The survey plan provided for eight sex and age groups in analyses of indicators for the whole 
country, excluding urban or rural place of residence: 

1. men aged 18ς29 years; 
2. men aged 30ς44 years; 
3. men aged 45ς59 years; 
4. men aged 60ς69 years; 
5. women aged 18ς29 years; 
6. women aged 30ς44 years; 
7. women aged 45ς59 years; 
8. women aged 60ς69 years. 

Thus, the sample size would have to be increased eight times to ensure the representativeness 
of the survey data at both national and urban/rural levels in terms of groups by age and sex. 
The final sample size was determined to be: 

720 x 8 =5760. 

As of 1 January 2016, the population of Belarus was 9 498 000, with 7 370 000 people living in urban 
areas and 2 128 000 in rural areas. The population by region and the distribution by place of residence 
are shown in Table 3.1. 

Table 3.1. Population of Belarus (as of 1 January 2016) 

Region 
Population size Percentage of total 

Total Urban Rural Urban Rural 

Brest Oblast  1 386 982 968 295 418 687 69.8 30.2 

Vitebsk Oblast  1 193 587 916 691 276 896 76.8 23.2 

Gomel Oblast 1 422 941 1 092 362 330 579 76.8 23.2 

Grodno Oblast 1 050 125 780 139 269 986 74.3 25.7 

Minsk City 1 959 781 1 959 781 0 100 0 

Minsk Oblast 1 417 303 802 632 614 671 56.6 43.4 

Mogilev Oblast  1 067 645 850 145 217 500 79.6 20.4 

Total 9 498 364 7 370 045 2 128 319 77.6 22.4 

 

Thus, the urban population represented a significant proportion of the total population: 77.6%. 
The proportion of urban population varies from 56.6% in Minsk Oblast to 79.6% in Mogilev 
Oblast. 

In view of the significant difference between the size of the urban and rural populations, the 
sample size could not be distributed proportionally. The samples of urban and rural populations 
would have to be of the same size to obtain the same error (reliability) for estimating the 
indicators in each stratum: 

, 

where ng/s is the sample size in urban (g) and rural (s) localities. 
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If there is a significant difference between the number of urban and rural respondents in the 
total population, an equal sample size would result in different sample sizes in the strata. As the 
proportions between the strata were different from those in the total population, the sample 
for the STEPS survey was not self-weighted. Therefore, to obtain reliable results at country 
level, statistical weighting was applied (see Step 3, below). 

Sampling frame 

! άǎŀƳǇƭƛƴƎ ŦǊŀƳŜέ ƛǎ ŀ ǎŜǘ ƻŦ Řŀǘŀ ŀƴŘ ƳŀǘŜǊƛŀƭǎ ǳǎŜŘ ǘƻ ǎŜƭŜŎǘ ǎǳǊǾŜȅ ǎŀƳǇƭƛƴƎ ŜƭŜƳŜƴǘǎΦ !ƴ 
optimal sampling frame is complete, accurate and up to date. Census data met these 
requirements best and therefore became the sampling frame for the STEPS survey. A population 
census is a representative territorial sampling frame presented as a hierarchical set of sites 
grouped in a certain way. The census areas are of average equal size, and each area is mapped by 
a scheme that provides a clear, non-overlapping delineation of geographical districts as well as 
information on the population and the number of households. The largest census area is one that 
includes several areas, and the smallest unit in the hierarchical structure of the census areas is 
the enumeration area. 

The advantage of using enumeration areas as PSUs is that they are small and approximately 
equal in size (each with an average of about 100 households). A PSU is therefore a territory in 
which field work can be organized efficiently. For the population census, the territory of Belarus 
was divided into almost 32 000 enumeration areas. 

As the latest population census was conducted in 2009, the data for rural areas were updated with 
data from polyclinics, outpatient clinics, medical and obstetrical centres and village council records. 

Determination of cluster size and distribution 

In conducting a survey, the number of PSUs to be selected in each stratum and the optimal ratio 
between the geographical dispersion of the sample and reliability must be determined: the more 
PSUs are selected, the better the geographical representativeness and overall reliability, and the 
smaller the cluster size, the more reliable are the estimates. Constraints of time and financial and 
human resources, however, required the selection of fewer, larger clusters. 

The cluster size for STEPS Belarus was defined as 20 units, which was statistically efficient and 
unlikely to increase the design effect (sampling effect). On the basis of the defined size of one 
cluster and the sample size, the number of PSUs selected for the strata was calculated as: 

 
= 

2 880 
= 144, 

20 

where:   is the number of PSUs to be selected in urban (g) and rural (s) areas, 
ng/s  is the sample size in the urban (g) or rural (s) area, and 
v  is the cluster size. 

Nationwide, there were 288 clusters: 144 urban and 144 rural localities. The clusters in each 
stratum were distributed proportionally among regions on the basis of the population aged 18ς
69 years as of 1 January 2016. The distribution of the clusters is shown in Table 3.2. 
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Table 3.2. Populations aged 18ς69 years (as of 1 January 2016) in Belarus and oblasts 

Region 
Urban  Rural Total  

No. % No. % No. % 

Brest Oblast 693 839  12.9 264 172  19.0 958 011  14.2 

Vitebsk Oblast 669 659  12.5 186 093  13.4 855 752  12.7 

Gomel Oblast 792 382  14.8 213 138  15.3 1 005 520  14.9 

Grodno Oblast 557 552  10.4 170 807  12.3 728 359  10.8 

Minsk City 1 460 737  27.2 ς  1 460 737  21.6 

Minsk Oblast 575 047  10.7 412 790  29.7 987 837  14.6 

Mogilev Oblast 617 849  11.5 142 953  10.3 760 802  11.2 

Total 5 367 065  1 389 953  6 757 018  

 

Thus, in each region, the number of clusters selected by stratum was determined as a 
proportion of the population aged 18ς69 years. The number of clusters to be selected in urban 
and rural areas in each region was calculated by multiplying the total number of clusters in 
those areas by the proportion that the urban or rural population in the region represented in 
the total urban and rural populations of the country: 

 

,

 

where: 

 is the number of clusters to be sampled in the region (r), in urban (g) and rural (s) 
areas, 

 is the number of clusters to be selected in the country in urban (g) and rural (s) 
localities, 

 is the number of people aged 18ς69 years in the region (r) in urban (g) and rural (s) 

localities, and 

 is the total number of people aged 18ς69 years in the country in urban (g) and rural 

(s) localities.  

Table 3.3 shows the distribution of strata clusters by region. 

Table 3.3. Distribution of strata clusters by region  

Region Urban Rural Total  

Brest Oblast 19 27 46 

Vitebsk Oblast 18 19 37 

Gomel Oblast 21 22 43 

Grodno Oblast 15 18 33 

Minsk City 39 ς 39 

Minsk Oblast 15 43 58 

Mogilev Oblast 17 15 32 

Total 144 144 288 

 
As 20 sampling units were included in each of the 288 clusters, the total sample size was 5 760. 
The distribution of strata sampling by region is shown in Table 3.4. 
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Table 3.4. Distribution of strata sampling by region 

Region Urban Rural Total 

Brest Oblast 380 540 920 

Vitebsk Oblast 360 380 740 

Gomel Oblast 420 440 860 

Grodno Oblast 300 360 660 

Minsk City 780 ς 780 

Minsk Oblast 300 860 1 160 

Mogilev Oblast 340 300 640 

Total 2 880 2 880 5 760 

 
The sample allocation shown in the table allowed representative estimates of the STEPS survey 
indicators at both national and urban and rural levels. As the rate of sampling was higher in the 
rural than in the urban stratum, the probability of being included in the sample was higher in 
rural than in urban areas. 

Population sampling algorithm 

The sampling algorithm for the STEPS survey envisaged application of the stratified multistage 
sampling procedure. Selection was organized in each stratum in two stages according to a 
single scenario. At the first sampling stage, PSUs were systematically sampled with a probability 
ǇǊƻǇƻǊǘƛƻƴŀƭ ǘƻ ǘƘŜƛǊ άǇƻǇǳƭŀǘƛƻƴ ǎƛȊŜέΦ .ŜŦƻǊŜ ǘƘŜ t{¦ǎ ǿŜǊŜ ǎŜƭŜŎǘŜŘΣ ǘƘŜ ǎŜǊǇŜƴǘƛƴŜ ƭƛƴŜǎ 
were ordered geographically to ensure implicit stratification and to obtain a geographically 
representative sample. 

In the second stage, the standard systematic selection procedure was applied to form a sample; 
early sample selection was determined randomly. 

In the third stage, survey respondents were randomly selected from all 18ς69-year-old family 
members in the selected households. 

First sampling stage 

During the first sampling stage, the units in each stratum were the enumeration areas for the 
2009 census. Enumeration areas were selected by stratum from a list in each region by 
systematic sampling, with the probability proportional to the size of the 2009 census districts. 
PSUs were selected independently for each stratum in each oblast and in Minsk City by applying 
the following procedures: 

¶ All enumeration areas used in the 2009 census were grouped for each region by urban and rural 
localities. Thus, 13 sets of enumeration areas were formed ς two groups in each of six oblasts 
ŀƴŘ ƻƴŜ ƎǊƻǳǇ ƛƴ aƛƴǎƪ /ƛǘȅΦ ! ǎŜǘ ƻŦ ŜƴǳƳŜǊŀǘƛƻƴ ŀǊŜŀǎ ǿŀǎ ƴŀƳŜŘ άŀ ǎŀƳǇƭŜ ǎŜƎƳŜƴǘέΦ 

¶ Enumeration areas within each sample segment were ranked by their geographical location, 
which was determined by mapping the serpentine line. 

To ensure coverage of the entire country, a curve was drawn on the map, which, in serpentine 
order, divided each oblast into layers; then, depending on the geographical location, sequential 
numbers were assigned to the layers. In all oblasts, the number of the layer in which the 
corresponding settlement was located was assigned to the enumeration area. The City of Minsk 
was implicitly stratified by the serpentine distribution of the enumeration areas, taking into account 
its administrative division. Enumeration areas were ranked by increasing number of the layer: 



PREVALENCE OF NONCOMMUNICABLE DISEASE RISK FACTORS 

 IN BELARUS, STEPS 2016 27 
 

1. The size of the enumeration area was based on data from the 2009 census on the 
population of that area: number of members of private households but not people 
permanently living in boarding institutions, specialized institutions for minors requiring 
ǎƻŎƛŀƭ ŀǎǎƛǎǘŀƴŎŜ ƻǊ ǊŜƘŀōƛƭƛǘŀǘƛƻƴΣ ŎƘƛƭŘǊŜƴΩǎ ǾƛƭƭŀƎŜǎΣ ǎƻŎƛŀl service institutions, hospitals 
and other health care institutions, military barracks, buildings owned by or leased to 
religious organizations, people in detention, correctional institutions or occupational 
therapy institutes and people with no permanent place of residence. 

2. ¢ƘŜ ŎǳƳǳƭŀǘƛǾŜ ǾŀƭǳŜǎ ƻŦ ǘƘŜ ǎƛȊŜ ƻŦ ǘƘŜ ŜƴǳƳŜǊŀǘƛƻƴ ŀǊŜŀǎ όǘƘŜ άǇƻǇǳƭŀǘƛƻƴ ǎƛȊŜέ ƛƴŘƛŎŀǘƻǊύ 
were calculated from the ordered list of areas. The total cumulative value represented the 
total population in the sample segment. Selection was made by cumulative value. 

3. In each sample segment (h), a sampling step or interval (Sh) was calculated by dividing the 
total population in the sample segment (Nh) by the number of enumeration areas (nh) in 
that segment (see Table 3.3): 

.
 

4. A random value between 0 and 1 (Rhύ ǿŀǎ ǎŜƭŜŎǘŜŘ ōȅ ǘƘŜ άǊŀƴŘƻƳ ƴǳƳōŜǊέ ŦǳƴŎǘƛƻƴΦ  
The first enumeration area to be sampled was determined by multiplying the sampling  
step (Sh) by the random value (Rh) and comparing that value with the cumulative value of 
ǘƘŜ άǇƻǇǳƭŀǘƛƻƴ ǎƛȊŜέ ƛƴŘƛŎŀǘƻǊ όQh). 

5. Subsequent selection of all PSUs was determined by the sampling step. The selected 
enumeration areas i in the sample segment h were determined by comparing their 
cumulative values (Qhi) and the value (Uhi) calculated from the formula: 

, 

where: Rh is a random variable for sample segment h, and 
Sh is the sampling step for sample segment h. 

Selected enumeration area i is an area with a cumulative value of size Qhi that is the closest to 
but not less than Uhi. 

The above procedure for systematic PSU selection with the probability proportional to size was 
calculated on Microsoft Office Excel tables. 

The first sampling stage was completed by selecting the necessary number of PSUs in each of 
the seven regions separately by urban and rural locality. 

In all, 288 enumeration areas were selected nationwide, of which 144 were urban and 144 rural. 

Second sampling step 

In the second sampling stage, the sampling unit was a household, which was defined either as a 
group of people who cohabit a dwelling, provide themselves with everything necessary for life, 
keep house with each other and fully or partly pool and spend their money; or one person living 
alone and providing him- or herself with everything necessary for life. 

Households were selected within each PSU. The basis for sampling was a list of private 
households containing people aged 18ς69 years with an address in a residential apartment or 
house. For urban localities, the list was compiled from 2009 census data; for rural localities, the 
list waǎ ŎƻƳǇƛƭŜŘ ŦǊƻƳ Řŀǘŀ ŦǊƻƳ ǇƻƭȅŎƭƛƴƛŎǎΣ ƻǳǘǇŀǘƛŜƴǘ ŎƭƛƴƛŎǎΣ ƳŜŘƛŎŀƭ ŀƴŘ ƻōǎǘŜǘǊƛŎ ͫŜƴǘǊŜǎ 
and village council records. 
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Then, 20 households, corresponding to the cluster size, were systematically selected in each 
PSU by a random number function. As the enumeration areas were similar in size but different 
and the number of units selected was fixed, a new interval and new early sampling were 
calculated for each PSU. 

In all, 5 760 households were selected nationwide, of which 2 880 were urban and 2 880 rural. 

Probability of inclusion in sampling 

The probability of including or excluding households in the sample was determined from the 
results of the first and second sampling stages. The algorithm used in the STEPS survey to 
sample populations made it possible to calculate the probability that every sampling unit would 
be included in the sample. The probability was not zero, and it was different for different 
sampling units. The sample for the nationwide STEPS survey was self-weighted, as it was 
disproportionately distributed across the two strata. The general probability of including a 
household in the sample varied from cluster to cluster as a result of multiplying the probabilities 
of inclusion of sampling units at each sampling stage. The probability of including all PSUs in the 
sample was determined from the results of the first sampling stage, by the formula: 

,
 

where: P1ih  is the probability of inclusion in the sample of PSU i in sample segment h (i.e. 
within the region (r) in the stratum (g/s)), 

ʘh  is the number of selected sampled localities in sample segment h, 
mih  is the population size of enumeration area i in sample segment h and 

Smih  is the population size in all enumeration areas of sample segment h. 

The probability of including households in the sample was determined from the results of the 
second sampling stage, by the formula: 

,
 

where: P2ih  is the probability of including a household from enumeration area i of sample 
segment h into the sample, 

vih  is the number of selected households in enumeration area i in sample segment h, 
 and 

× bih  is the total number of households in enumeration area i in sample segment h. 

The total probability, P, of including a household in a sample was equal to P1 multiplied by P2: 

. 

All the above sampling probability factors were used to generate a database for statistical 
analysis during the data weighting stage. Statistical weight was calculated for each respondent 
in order to extrapolate the results to the entire population of the country. 
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Ethical aspects 
STEPS Belarus was approved by the Ethics Committee of the Belarusian Medical Academy of Post-
graduate Education State Educational Institution. 

A media campaign was organized to inform the general public about STEPS. It was broadcast 
nationwide through television and radio, and information was also posted on Internet websites 
and in the press. 

Each respondent signed an informed consent form for questioning and physical measurements 
and an additional consent form for biochemical tests, which means that two informed consent 
forms were received from each respondent: the first one for Steps 1 and 2, the second one for 
Step 3. Before data were collected, each respondent receive an explanation of the purpose and 
objectives of the survey. 

Unique identity and QR codes were assigned to each person participating in the survey to ensure 
the confidentiality of the collected data. Only QR codes were used in the generated databases; no 
personal data were used or shared with third parties. 

Data collection  
Regional working groups consisting of coordinators, interviewers and laboratory assistants were 
formed to collect information. All interviewers were given the calibrated equipment necessary for 
the survey, comprising tablets, scales, height metres and blood analysers, which is lent by WHO 
to all countries that conduct STEPS surveys in order to standardize the data collected. 
Consumables were procured for the biochemical tests (e. g. pipettes, napkins, test panels, 
containers) and were distributed proportionally among the regional groups. 

Interviewing skills and equipment literacy were taught during a 5-day course for all participants in the 
regional working groups under the guidance of WHO representatives on 3ς7 October 2016 in Minsk. 

Pilot-testing 
After the course, interviewers conducted a pilot STEPS survey in Minsk City, including all three 
survey stages. Three or four interviewers conducted interviews and physical and biochemical 
measurements with several dozen citizens in order to assess their interviewing skills, such as 
correctly asking questions from the questionnaire, performing physical measurements, 
conducting laboratory tests and using a tablet. 

The questionnaire (the WHO STEPS Instrument, see Annex 2), with the main and extended 
modules, was translated into Russian, and a number of questions were adapted to the Belarus 
context. Then, it was translated back into English and reviewed and approved by WHO experts. 
The adapted questionnaire is also included in Annex 2. 

Step 1. Questionnaire-based polling 
The following data were collected: 
¶ social and demographic status of the respondent; 
¶ behavioural preferences: consumption of tobacco and alcohol, dietary habits (including 

consumption of vegetables, fruits, oils and fats, eating out, adding salt to food) and physical activity; 
¶ whether the respondent knew his or her blood pressure, cholesterol and blood glucose levels;  
¶ whether the respondent had received advice on a healthy lifestyle from health workers; 
¶ history of cardiovascular disease or diabetes; and 
¶ history of screening tests for cervical cancer from female respondents. 
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Tobacco use  

Tobacco use was assessed as current or previous smoking, smoking duration, tobacco 
consumption, smokeless tobacco use and exposure to second-hand smoke. Cards depicting 
frequently used tobacco products were shown to respondents. 

Alcohol consumption 

Alcohol consumption was estimated as standard drinks, which is any drink containing 10 g 
absolute ethanol. Interviewers used demonstration cards depicting standard drinks of 
frequently consumed alcoholic beverages (e.g. a bottle of beer, a glass of wine, a glass of vodka). 
Three risk categories were used, based on average alcohol consumption per day (Table 3.5). 

Table 3.5. Risk categories associated with average daily alcohol consumption 

Sex Category 1 Category 2 Category 3 

Male < 40.0 g 40.0ς59.9 g > 60.0 g 

Female < 20.0 g 20.0ς39.9 g > 40.0 g 

Source: reference 13. 

Alcohol consumption is considered to be excessive when six or more standard drinks of alcohol 
are drunk per drinking occasion. 

Diet 

To assess dietary habits, respondents were asked questions on the frequency and average 
consumption of fruits, vegetables, oils and fats, the number of times the respondent ate out 
per week and daily intake of dietary salt. 

Vegetable and fruit consumption was estimated by recalculating the amounts consumed into 
standard portions, whereby one serving weighs 80 g. During the survey, respondents were 
shown cards to facilitate correct answers. Oil and fat consumption was assessed by asking 
respondents about the types of oils and fats most often used in cooking at home. 

Dietary salt intake was assessed by asking questions about the frequency of consumption of 
salt or salty sauces at home and about the frequency of consumption of ready-to-cook foods 
with a high salt content. Participants were also asked how they considered the amount of 
dietary salt they consumed and whether they linked their consumption to health problems. 

Physical activity  

Physical activity was assessed as intensity, duration and frequency during work, transport and 
leisure. The data collected included the total number of days, hours and minutes of physical 
activity during work, transport and leisure (Table 3.6), measured as a continuous indicator 
based on the metabolic equivalent (MET) of the time in minutes per week (13). MET is the ratio 
ƻŦ ŀ ǇŜǊǎƻƴΩǎ ǿƻǊƪƛƴƎ ƳŜǘŀōƻƭƛŎ ǊŀǘŜ ǊŜƭŀǘƛǾŜ ǘƻ ǘƘŜƛǊ ǊŜǎǘƛƴƎ ƳŜǘŀōƻƭƛŎ ǊŀǘŜΦ Lǘ ƛǎ ŘŜŦƛƴŜŘ ŀǎ ǘƘŜ 
energy spent during quiet sitting and is equivalent to burning 1 kcal/kg per h. 

Table 3.6. Metabolic equivalents (MET) for total physical activity  

Category MET value 

Work ¶ Intermediate: MET = 4.0 

¶ Heavy: MET = 8.0 

Transport Cycling and walking: MET value = 4.0 MET = 4.0 

Recreation ¶ Intermediate: MET = 4.0 

¶ Heavy: MET = 8.0 
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To calculate the value corresponding to the optimal level of physical activity recommended by 
WHO (14), both the time spent in physical activity per week and the intensity of the physical 
activity should be taken into account. WHO recommends that optimal adult physical activity 
during work, transport and leisure in a normal week include a minimum of: 
ω 150 min of moderate-intensity physical activity or 
ω 75 min of high-intensity physical activity or 
ω mixed-intensity physical activity lasting for at least 600 MET-min. 

Physical activity was analysed according to the recommendations of WHO, with the population 
divided into those with high, moderate and low physical activity as follows: 

Respondents have high physical activity when they: 
ω are active at least 3 days per week for a total of > 1500 MET-min/week, or 
ω do any combination of walking or medium- or high-iƴǘŜƴǎƛǘȅ ŀŎǘƛǾƛǘȅ ƻƴ җ т ŘŀȅǎΣ ŦƻǊ ŀ ǘƻǘŀƭ 

of > 3000 MET-min/week. 

Respondents have moderate physical activity when they: 
ω ƘŀǾŜ ƘƛƎƘ ŀŎǘƛǾƛǘȅ ŦƻǊ ŀǘ ƭŜŀǎǘ нл ƳƛƴκŘŀȅ ƻƴ җ о ŘŀȅǎΣ ƻǊ 
ω ƘŀǾŜ ƳƻŘŜǊŀǘŜ ŀŎǘƛǾƛǘȅ ƻǊ ǿŀƭƪƛƴƎ ŦƻǊ җ ол ƳƛƴκŘŀȅ ƻƴ җ р ŘŀȅǎΣ ƻǊ 
ω do any combination of walking or medium- or high-ƛƴǘŜƴǎƛǘȅ ŀŎǘƛǾƛǘȅ ƻƴ җ р ŘŀȅǎΣ ŦƻǊ ŀ ǘƻǘŀƭ 

of > 600 MET-min/week. 

Respondents have low physical activity when they do not fall into either of the above 
categories. 

NCDs and associated risk factors 

Respondent were asked whether they had diabetes, CVD, high blood pressure or raised 
cholesterol on the basis of self-reported examinations by a doctor or health worker and 
responses to questions on whether they took medication for these diseases. 

Lifestyle advice 

Respondents were asked whether they had been advised by a doctor or a health worker on a 
healthy lifestyle and had received recommendations about reducing NCD risk factors during the 
previous 3 years. 

Cervical cancer screening 

This indicator was assessed by aǎƪƛƴƎΥ άIŀǎ ȅƻǳǊ ŎŜǊǾƛȄ ōŜŜƴ ŜȄŀƳƛƴŜŘ ǿƛǘƘ ŀ о҈ ŀŎŜǘƛŎ ŀŎƛŘ 
ǘŜǎǘΣ ŀ tŀǇ ǘŜǎǘ ŀƴŘκƻǊ ŀ ƘǳƳŀƴ ǇŀǇƛƭƭƻƳŀǾƛǊǳǎ ǘŜǎǘΚέ ¢ƘŜǎŜ ƳŜǘƘƻŘǎ ŀǊŜ ǳǎŜŘ ŦƻǊ ŘƛŦŦŜǊŜƴǘƛŀƭ 
diagnosis of malignant, benign, precancerous and inflammatory cervical lesions. 

Step 2. Anthropometric measurements 

Body weight, height, waist circumference, blood pressure and heart rate were measured in all 
survey participants except pregnant women. Body mass and height were measured with an 
electronic device that combines scales and a laser height metre, which automatically calculates 
the BMI, the ratio of body weight in kilograms to the square of height in metres. A person with 
a BMI > 25 is overweight, and one with a BMI > 30 is obese. 

Waist circumference was measured with a non-stretch tape with a millimetre scale, at the 
midpoint between the lower edge of the last palpable rib and the top of the iliac crest. 
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Blood pressure and heart rate were measured three times on the right arm with the 
respondent in a sitting position with the Boso-Medicus Uno device, which has a universal cuff 
and automatic monitoring of heart rate and arterial blood pressure. The mean of three 
measurements was taken for further analysis. Measurements were made after 15 min of rest, 
with 3 min between measurements (maximum cuff pressure deviation, ± 3 mm Hg and 
displayed heart rate value ± 5%).  

A respondent was considered to have raised blood pressure if the instrument registered a SBP  
> 140 mm Hg and DBP > 90 mm Hg or if the respondent was taking medication to lower blood 
pressure during the survey period.  

The group of respondents who took medications to control blood pressure were subdivided 
into those with SBP < 140 mm Hg and DBP < 90 mm Hg and those with SBP > 140 mm Hg and 
DBP > 90 mm Hg. 

Step 3. Biochemical tests 

Biochemical tests were performed to determine blood glucose, total cholesterol and high-
density lipoproteins (HDL) in fasting capillary blood with the CardioCheck PA analyser. 
Respondents were grouped by risk on the basis of the assumptions shown in Table 3.7. 

Table 3.7. Biochemical indicators of NCD risk  

Biochemical 
indicator 

Normal values Risk values Higher risk values 

Glucose Capillary whole blood:  
< 5.6 mmol/L 
Blood plasma: < 6.1 mmol/L 

Capillary whole blood:  
5.6ς6.1 mmol/L 
Blood plasma: 6.1ς7.0 mmol/L 

Capillary whole blood: > 6.1 mmol/L 
Blood plasma: > 7.0 mmol/L 
Taking medication to lower blood glucose 

Cholesterol < 5.0 mmol/L 5.0ς6.2 mmol/L > 6.2 mmol/L or taking medication to 
lower cholesterol  

High-density 
lipoproteins 

> 1.55 mmol/L 1.03ς1.55 mmol/L 
 

< 1.03 mmol/L in men 
< 1.29 mmol/L in women 

Source: reference (13) 

 

Urinalysis for sodium and creatinine was conducted centrally at the accredited laboratory of the 
3rd City Clinical Hospital named after E.V. Klumov Health Care Institution (Minsk). 

The concentrations of sodium and creatinine in spot urine samples were used to estimate 24-h 
dietary salt intake from the following equations: 

Estimated 24-h Na intake (mmol) by men: 

2.54 ÷ 1000 × 23 × {39.58 + [0.45 × spot Na (mmol/L)] ς [3.09 × spot Cr (mmol/L)]  
+ [4.16 × BMI (kg/m2)] + [0.22 × Age (years)]} 

Estimated 24-h Na intake (mmol) by women: 

2.54 × 23 ÷ 1000 × {17.02 + [0.33 × spot Na (mmol/L)] ς [2.44 × spot Cr (mmol/L)]  
+ [2.42 × BMI (kg/m2ύϐ Ҍ ώнΦоп Ҏ !ƎŜ όȅŜŀǊǎύ ҍ ώлΦло Ҏ Age2 (years)]} 

To obtain the daily salt consumption, the 24-h value for Na (mmol) was divided by 17.1. 



PREVALENCE OF NONCOMMUNICABLE DISEASE RISK FACTORS 

 IN BELARUS, STEPS 2016 33 
 

Collecting data on clusters 

Data were collected by seven regional teams, each comprising a coordinator, interviewers and 
laboratory assistants. Local health workers (including doctors and hospital nurses, paramedics 
ŀƴŘ ƴǳǊǎŜǎ ƛƴ ƳŜŘƛŎŀƭ ŀƴŘ ƻōǎǘŜǘǊƛŎŀƭ ŎŜƴǘǊŜǎύ ƻǊƎŀƴƛȊŜŘ ǘƘŜ ƛƴǘŜǊǾƛŜǿŜǊǎΩ ƛƴǘŜǊŀŎǘƛƻƴǎ ǿƛǘƘ 
respondents in the field. After giving informed consent, respondents were interviewed and 
underwent anthropometric measurements. If the respondent agreed to step 3, urine sampling 
and a fasting blood test were conducted. 

Supervision of data collection  

A working group of experts at the Republican Scientific and Practical Centre for Medical 
Technologies was formed to organize, support and monitor the progress of the STEPS survey in 
the regions. The interviewers were given SIM cards from a mobile operator with a tariff plan 
that enabled Internet access and a geolocation function to maintain constant communication 
and to forward completed questionnaires to the centralized database. 

Data entry and cleaning 

The survey data collected on tablets was entered into a centralized database and converted 
into Microsoft Excel® and Access® formats. Unique QR codes were assigned to each respondent. 
The accuracy of the data from each respondent was checked with logical functions to 
determine the compliance of all indicators with the acceptable range of values. Data were also 
verified by a number of software applications provided by WHO headquarters. 

Data weighting 

Data were weighted to extrapolate the answers of selected respondents to the national 
population. In weighting, data are equalized by assigning a weight coefficient to each 
respondent. A weight coefficient reflects the importance of a response relative to the 
responses of other respondents. The sum of the weight coefficients is equal to the target 
population (respondents aged 18ς69 years).  

If weighting is not done, the weighting factor of each respondent is equal to 1; if weighting is 
done, the answers of each respondent are taken into account in all calculations with a specific 
weighting factor, i. e. calculation of a mean value is replaced by calculation of a weighted 
average. The percentage of respondents who give a specific answer to a specific question is 
replaced by the share, which is the proportion of the sum of the weights of such respondents to 
the total sum of the weights of all respondents. 

To calculate the individual weights of respondents in the STEPS survey, the probability of 
selecting the respondent at each step of sampling was taken into account, as well as the 
ǎǘǊǳŎǘǳǊŜ ƻŦ ǘƘŜ ŎƻǳƴǘǊȅΩǎ ǇƻǇǳƭŀǘƛƻƴ ŘƛǎǘǊƛōǳǘƛƻƴ ōȅ ǎŜȄ ŀƴŘ ŀƎŜΣ ŀƴŘ ŎƻƳǇŀǊŜŘ ǿƛǘƘ ǘƘŜ 
structure of the distribution of respondents in the sample by sex and age.  

A weighted statistical analysis was applied to all indicators calculated in the STEPS survey, 
except of sociodemographic data. 
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Data analysis 

The data were analysed with EpiInfo software (version 3.5.4) and the corresponding methods 
for comprehensive analysis. 

The prevalence of a given indicator in a sample (in the case of weighted data, the result can be 
extrapolated to the adult population aged 18ς69 years) was estimated as the percentage of 
respondents with the characteristic (e.g. smokers). In addition, quantitative indicators of the 
risk factors were estimated (e. g. number of cigarettes smoked per day). 

The sample set for the survey allowed comparison of eight groups of respondents for each 
indicator: by sex, by age (18ς39 and 40ς69 years) and by urban or rural locality, for example: 1) 
urban locality, men, 18ς39 years; 2) urban locality, men, 40ς69 years; 3) urban locality, women, 
18ς39 years; 4) urban locality, women, 40ς69 years; 5) rural locality, men, 18ς39 years; 6) rural 
locality, men, 40ς69 years; 7) rural locality, women, 18ς39 years; 8) rural locality, women , 40-
69 years.  

Four age groups (18ς29, 30ς44, 45ς59, 60ς69 years) were used to compare the prevalence of 
an indicator, and additional groups could be formed, by sex or locality, up to eight groups.  
The sample size did not allow a statistically reliable comparison of indicators among regions. 

The standard error and 95% CI were calculated for mean values of the indicators. A difference 
in mean values was considered statistically significant if their CIs did not overlap. 

The STEPS survey results on the prevalence and intensity of NCD risk factors can be considered 
representative for the entire target population, as the results were calculated with statistical 
weighting.  

The results can be used to compare the values for the indicators with the results of future 
surveys in Belarus and with STEPS results from other countries. 
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4. RESULTS 
Sampling and responses 
Table 4.1. Response (Table C.1, Annex C) 

Age group (years) 

Both sexes 

Eligible Responded 

n n % 

18ς69 5 760 5010 87.0 

A total of 5760 adults aged 18ς69 years were sampled for the survey, and 5010 participated, 
giving a response rate of 87.0%. The 750 who did not participate gave various reasons, such as 
refusal or not at home. Of the 5760 participants, 2506 were urban and 2504 rural inhabitants 
(Table 4.2). 

Table 4.2. Distribution of respondents by area of residence 

Age group (years) n Urban households % Rural households % 

18ς29 689 346 50.2 343 49.8 

30ς44 1409 767 54.4 642 45.6 

45ς59 1904 858 45.1 1 046 54.9 

60ς69 1008 535 53.1 473 46.9 

Total 5010 2 506 50.0 2 504 50.0 

Social and demographic indicators 
 

The social and demographic indicators analysed were age, sex, marital status, education and 
type of employment during the previous 12 months. Of the 5010 respondents, 2089 were men 
(41.7%) and 2921 were women (58.3%). The numbers in each age group were: 

¶ 18ς29 years: 689; 331 men (48.0%) and 358 women (52.0%); 

¶ 30ς44 years: 1409; 592 men (42.0%) and 817 women (58.0%); 

¶ 45ς59 years: 1904; 812 men (42.6%) and 1092 women (57.4%); and 

¶ 60ς69 years: 1008; 354 men (35.1%) and 654 women (64.9%). 

Education 
The mean length of education was 12.8 years (men: 12.5 years; women: 13.1 years) and, by age 
group: 

¶ 18ς29 years: 13.6 years (men: 13.1 years; women: 13.9 years), 

¶ 30ς44 years: 13.4 years (men: 12.9 years; women: 13.8 years), 

¶ 45ς59 years: 12.5 years (men: 12.2 years; women: 12.7 years) and 

¶ 60ς69 years: 12.2 years (men: 12.0 years; women: 12.3 years). 

More respondents had completed high school (41.7%; men: 40.5%; women: 42.6%), followed 
by those who had completed university (24.0%; men: 18.5%; women: 28.0%), 16.9% with 
general secondary education (men: 19.0%; women: 15.4%), 12.3% with specialized professional 
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secondary education (men: 16.5%; women: 9.3%), 4.3% with basic education (men: 4.5%; 
women: 4.1%), 0.4% with no or primary education (men: 0.6%; women: 0.2%) and 0.5% with 
post-graduate education (men: 0.5%; women: 0.5%).  

More respondents aged 18ς44 years and more women had completed university. The 
proportion of respondents who had completed high school in all age groups was 41.7% (38,6-
44,9%) (men: 40.5% (38,7-41,5%); women: 42.6% (37,5-48,0%). More details are provided in 
Annex C (Tables C.4ςC.6). 

Marital status 
Of the 4 972 respondents who answered the question about their marital status, most (56.5%) 
were married (men: 59.0%; women: 54.7%), while 14.4% had never married (men: 20.0%; 
women: 10.4%), 12.4% were divorced (men: 10.6%; women: 13.7%), 2.7% were married but 
lived separately from their spouse (men: 3.1%; women: 2.3%), 3.4% cohabitated (men: 4.1%; 
women: 2.9%), and 10.7% were widowed (men: 3.3%; women: 16.0%). 

Thus, the largest group consisted of family respondents ς 56.5% (men: 59.0%; women: 54.7%), 
while every fifth man (20.0%) and every tenth woman (10.4%) had never married or were 
divorced (10.6% among men, 13.7% among women), and one in ten respondents was widowed ς 
10.7% (3.3% among men, 16.0% among women) (see Annex C). 

Employment status 
Of the 4 978 respondents who answered the question (among 5010 respondents who took part 
in the survey), 52.1% had been employed by State-owned enterprises and public institutions 
during the previous year (men: 52.5%; women: 51.8%), 13.7% of respondents were employed 
by other organizations (men: 17.5%; women: 11.0%), and 2.2% were self-employed 
entrepreneurs, such as handcraftsmen (men: 3.3%; women: 1.4%). 

Of the unemployed group (32.0%; men: 26.7%; women: 35.8%), 66.1% of respondents were 
retired (men: 53.0%; women: 73.1%), 6.5% were at school or university (men: 10.5%; women: 
4.3%), 11.5% were homemakers or dependants (men: 4.0%; women: 15.4%), and 0.9% owned 
companies or farms (men: 1.6%; women: 0.5%); 8.8% were economically inactive people who 
were able to work (men: 19.2%; female: 3.4%), and 6.2% were unable to work (men: 11.6%; 
women: 3.4%) (Tables C.13-C.15, Annex C). 

Tobacco use 
This section provides data on current and past tobacco product consumption, age at starting 
smoking, duration of smoking, amount of tobacco smoked daily and types of tobacco products 
used. Nonsmokers were asked whether they were exposed to second-hand smoking at work or 
at home. The detailed results are given in Annexes C and D. Annex D also includes responses to 
questions that were asked to determine whether tobacco policy was being applied. 

The proportion of current smokers of all types of tobacco products was 29.6% (men: 48.4%; 
women: 12.6%), comprising: 

¶ 31.3% of respondents aged 18ς29 years (men: 47.7%; women: 14.0%); 

¶ 35.0% aged 30ς44 years (men: 53.0%; women: 17.4%), the highest percentage; 

¶ 28.2% aged 45ς59 years (men: 47.8%; women: 11.2%); and 

¶ 19.1% aged 60ς69 years (men: 39.7%; women: 4.9%) (Table 4.3). 
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Table 4.3. Proportions of current smokers (Table C.16, Annex C) 

Age group 
(years) 

Men Women Both sexes 

n %  95% CI n %  95% CI n %  95% CI 

18ς29 331 47.7 41.7ς53.7 358 14.0 10.1ς17.9 689 31.3 27.6ς35.0 

30ς44 592 53.0 48.0ς58.0 817 17.4 14.5ς20.3 1409 35.0 31.9ς38.1 

45ς59 812 47.8 43.7ς51.9 1 092 11.2 8.8ς13.6 1904 28.2 25.5ς30.8 

60ς69 354 39.7 33.5ς45.9 654 4.9 3.0ς6.8 1008 19.1 15.9ς22.3 

18ς69 2089 48.4 45.5ς51.3 2 921 12.6 11.1ς14.0 5010 29.6 27.9ς31.3 

Fig. 4.1 illustrates smoking status by age group for both sexes. 

 
Fig. 4.1. Smoking status by age group (%) 

 

More daily smokers were in the group aged 30ς44 years (32.3%), more occasional smokers in 
the age group 18ς29 years (3.9%) and more former smokers in the age group 60ς69 years (16.5%). 

Smoking status by sex is shown in Tables C.17ςC.19 (Annex C):  

- the largest group consisted of people who had never smoked όάƴŜǾŜǊ-ǎƳƻƪŜǊǎέΥ рсΦл҈Τ 
men: 31.5%; women: 78.1%); 

- the second largest of smokers (29.6%), including daily smokers (27.1%; men: 45.7%; women: 
10.2%) and occasional smokers (2.5%; men: 2.7%; women: 2.3%); 

- one in five men (20.1%), and almost one in ten women (9.3%) referred to themselves as 
former smokers (14.4 % of respondents).  

Table 4.4 and Fig. 4.2 illustrate the proportions of daily smokers among all smokers, by sex and age. 

Table 4.4. Proportions of current daily smokers among all smokers (Table C.20, Annex C) 

Age group 
(years) 

Men Women Both sexes 

n %  95% CI n % 95% CI n % 95% CI 

18ς29 160 92.0 86.9ς97.2 57 71.7 59.0ς84.4 217 87.6 82.7ς92.5 

30ς44 315 93.6 90.6ς96.5 149 88.2 83.0ς93.5 464 92.2 89.7ς94.8 

45ς59 403 97.1 94.9ς99.3 124 83.4 75.3ς91.5 527 94.1 91.6ς96.7 

60ς69 140 94.7 90.1ς99.2 35 66.1 47.1ς85.0 175 90.3 85.2ς95.5 

18ς69 1 018 94.4 92.4ς96.3 365 81.5 76.6ς86.3 1 383 91.5 89.6ς93.4 
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Fig. 4.2. Proportions of daily smokers by age group and sex 

Note: in order to illustrate the difference in mean numbers, hereinafter confidence intervals that are 
presented in the corresponding tables under column 95% CI are indicated in the figures.  

Among current smokers, 91.5% reported that they were daily smokers (men: 94.4%; women: 
81.5%). The highest percentage of daily smoking men and women was found in the age group  
45ς59 years (94.1%), with the highest percentage of men in the age group 45ς59 years (97.1%) 
and the highest percentage of women in the age group 30ς44 years (88.2%) (Fig. 4.2, Table C.20, 
Annex C). 

The mean age at starting to smoke is shown by age group in Fig. 4.3 and Table C.21 (Annex C). 

 
Fig. 4.3. Mean age at starting tobacco smoking (years) 

Most people began to smoke at 16ς17 years, and, on average, young women started smoking 1 
year later than young men. Urban residents began smoking somewhat later than rural residents 
(see detailed data in Tables F.7ς11 Annex F). 

Most men and women who smoked daily smoked manufactured cigarettes (99.4%; men: 99.5%; 
women: 98.7%), including all those aged 60ς69 years. Among all current smokers, 98.9% smoked 
manufactured cigarettes (men: 99.0%; women: 98.5%). More details are given in Tables C.23ς24, 
Annex C). 
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Fig. 4.4 illustrates the numbers of manufactured cigarettes smoked by respondents who 
reported smoking daily. 

 

Fig. 4.4. Mean numbers of manufactured cigarettes smoked per day 

As seen in Fig. 4.4, men and women who smoked daily smoked an average of 14.9 
manufactured cigarettes per day (men: 16.0; women: 10.3). 

Other types of tobacco product are not often used in Belarus. On average, tobacco-using 
respondents smoked 0.2 hand-rolled or mouthpiece cigarettes per day (men: 0.2; women: 0.3) 
and 0.05 pipes filled with tobacco per day (men: 0.05; women: 0) (Tables C.25ς27, Annex C). 

The proportions of daily and non-daily smokers of various types of tobacco product were: 

¶ manufactured cigarettes: 98.8% (men: 99.0%; women: 98.1%); 

¶ hand-rolled and mouthpiece cigarettes: 2.1% (men: 2.1%; women: 1.8%); 

¶ pipes filled with tobacco: 0.6% (men: 0.6%; women: 0.4%); 

¶ cigars, cheroots or cigarillos: 0.7% (men: 0.8%; women: 0.2%); 

¶ shisha (one charge): 1.4% (men: 1.5%; women: 1.1%); and 

¶ other: 0.4% (men: 0.5%; women: 0.3%). 

Data by age group are listed in Tables C.28ς33 Annex C. 

The consumption of daily cigarette smokers was: 

¶ < 5 cigarettes: 4.4% (men: 2.4%; women: 12.2%); 

¶ 5ς9 cigarettes: 13.6% (men: 8.5%; women: 34.1%); 

¶ 10ς14 cigarettes: 25.0% (men: 24.3%; women: 27.7%); 

¶ 15ς24 cigarettes: 51.0% (men: 58.2%; women: 21.5%); and 

¶ җ нр ŎƛƎŀǊŜǘǘŜǎΥ сΦм҈ όƳŜƴΥ сΦр҈Τ ǿƻƳŜƴΥ пΦ5%). 

Thus, most daily smokers (51.0%) smoked about one pack of cigarettes per day (15ς24 pieces) 
(men: 58.2%; women: 21.5%). Data by age group are shown in Fig. 4.5 and Annex C (Tables 
C.34ςC.36). 
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Fig. 4.5. Proportions of daily cigarette smokers who smoked different quantities of manufactured or 

hand-rolled cigarettes per day 

Respondents who had smoked daily in the past accounted for 10.7% of former smokers (men: 
17.0%; women: 5.0%). The highest proportions of former daily smokers were men aged 60ς69 
years (31.5%) and women aged 30ς44 years (6.8%). Among those who had ever smoked daily, 
28.3% had quit smoking (men: 27.2%; women: 32.6%), and most who had quit had done so at 
the age of 60ς69 years (46.1%; men: 45.6%; women: 49.7%) (Tables C.37ς39, Annex C). The 
mean duration of non-smoking after quitting increased by age group: 

¶ 18ς29 years: 3.2 years (men: 2.6 years; women: 3.9 years); 

¶ 30ς44 years: 9.7 years (men: 8.7 years; women: 11.0 years); 

¶ 45ς59 years: 16.8 years (men: 16.4 years; women: 17.8 years); and 

¶ 60ς69 years: 19.0 years (men: 17.6 years; women: 26.7 years). 

More detailed information by age groups is given in Tables C.37ς39 in Annex C. 

The proportion of current smokers who had tried to quit during the previous 12 months was 
32.7% (men: 32.2%; women: 34.4%) (Fig. 4.6; Table C.40). Willingness to quit smoking was seen 
in all age groups and in both men and women. In all, about a third of all respondents reported 
that they had tried to quit smoking during the previous 12 months. 

The highest percentage of those who had tried to quit smoking was in the age group 18ς29 
years (35.6%), mainly among men (36.4%). More women aged 45ς59 (39.8%) years had tried to 
quit (Table 4.5, Fig 4.6). 

Table 4.5. Current smokers who had tried to quit smoking (Table  C.40, Annex C) 

Age group 
(years) 

Men Women Both sexes 

n % 95% CI n % 95% CI n % 95% CI 

18ς29 160 36.4 28.0ς44.8 57 32.6 18.7ς46.4 217 35.6 28.3ς42.8 

30ς44 315 30.3 23.7ς36.9 149 31.1 22.4ς39.8 464 30.5 24.9ς36.1 

45ς59 403 32.7 26.8ς38.6 124 39.8 28.8ς50.8 527 34.2 28.8ς39.6 

60ς69 140 27.7 18.9ς36.4 35 38.6 20.2ς57.0 175 29.3 21.3ς37.4 

18ς69 1018 32.2 28.0ς36.4 365 34.4 28.4ς40.4 1383 32.7 29.1ς36.3 
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Of respondents who smoked, 63.6% had been advised to quit smoking by a doctor or health 
worker (men: 64.5%; women: 60.4%), and advice had been given more often to respondents 
aged 60ς69 years (76.2%; men, 75.7%; women, 79.2%). Every second smoker had received such 
advice at the age of 18ς29 (54.7%). Information by age groups is in Table 4.6.  

Few people in Belarus use smokeless tobacco (0.1%; men: 0.2%; women: 0), and there were no 
daily users (Tables C.42ς45, Annex C). 

 
Fig. 4.6. Proportions of current smokers who had tried to quit smoking during the previous 12 months (%) 

Table 4.6. Current smokers who were advised by a doctor to quit smoking (Table C.41, Annex C) 

Age group 
(years) 

Men Women Both sexes 

n %  95% CI n %  95% CI n %  95% CI 

18ς29 151 54.3 44.6ς64.1 55 55.8 41.0ς70.7 206 54.7 46.4ς62.9 

30ς44 290 63.8 57.2ς70.5 142 60.6 50.0ς71.2 432 63.0 57.3ς68.7 

45ς59 362 69.8 63.2ς76.5 116 60.0 48.3ς71.7 478 67.7 61.6ς73.8 

60ς69 133 75.7 67.0ς84.4 29 79.2 63.2ς95.2 162 76.2 68.1ς84.3 

18ς69 936 64.5 59.8ς69.3 342 60.4 53.4ς67.4 1278 63.6 59.4ς67.8 

Note: 82 men and 23 women did not answer the question. 

Every fifth respondent had been exposed to second-hand smoke in the previous 30 days, either 
at home (18.8%; men: 18.9%; women: 18.8%), with no significant difference by age (Fig. 4.7; 
Table C.49, Annex C), or at work (14.9%; men: 22.5%; women: 8.5%) (Fig. 4.8, Table C.50, Annex 
C). Information on exposure to second-hand smoke by age group is given in Figs 7 and 8. 

It the time of the survey, 3.8% of the population used electronic cigarettes (men: 4.2%; women: 
2.3%), and 5.4% had used them in the past. Of non-smoking respondents, 1.1% used electronic 
cigarettes, and 0.9% of non-smoking respondents had used them in the past.  
 
Respondents who use electronic cigarettes form a separate group among smokers. Tables 4.7 
and 4.8 show that electronic cigarettes are most widely used by young people. See details in 
Tables G.3 and G.4, Annex G). 
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Fig. 4.7. Proportions of respondents exposed to second-hand smoke at home in the past 30 days 

 
Fig. 4.8. Proportions of respondents exposed to second-hand smoke at work in the past 30 days 

 

Table 4.7. Proportions of smokers who used electronic cigarettes currently (Table G.1, Annex G) 

Age group 
(years) 

Men Women Both sexes 

n % 95% CI n % 95% CI n % 95% CI 

18ς29 160 10.7 4.7ς16.7 57 7.1 0.4ς13.7 217 9.9 4.8ς15.0 

30ς44 315 4.1 0.4ς7.7 149 1.0 0.0ς2.4 464 3.3 0.6ς6.0 

45ς59 403 0.6 0.0ς1.5 124 0.9 0.0ς2.2 527 0.7 0.0ς1.5 

60ς69 140 0.0 0.0ς0.0 35 0.0 0.0ς0.0 175 0.0 0.0ς0.0 

18ς69 1 018 4.2 2.0ς6.5 365 2.3 0.6ς4.0 1 383 3.8 1.9ς5.7 
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Table 4.8. Proportions of current smokers who used electronic cigarettes in the past (Table G.2, Annex G) 

Age group 
(years) 

Men Women Both sexes 

n % 95% CI n % 95% CI n % 95% CI 

18ς29 160 7.6 3.2ς12.0 57 9.8 0.3ς19.3 217 8.1 3.9ς12.3 

30ς44 315 4.8 2.1ς7.6 149 6.7 1.5ς11.9 464 5.3 2.4ς8.2 

45ς59 403 2.7 0.9ς4.5 124 9.0 1.5ς16.5 527 4.0 1.8ς6.3 

60ς69 140 2.9 0.0ς6.9 35 2.9 0.0ς8.5 175 2.9 0.0ς6.4 

18ς69 1 018 4.6 2.9ς6.4 365 7.8 4.1ς11.6 1 383 5.4 3.6ς7.1 

Tables 4.9 ς 4.11 give information about the proportions of smokers among urban and rural 
populations. 

There were more active smokers in rural areas (32.7%) than in urban areas (27.1%) (Table 4.9), 
accounted for mainly by men, of whom 54.1% smoked, as compared with 43.3% in urban areas 
(Table 4.10). Similar proportions of women in rural (11.7%) and urban areas (13.2%) smoked 
(Table 4.11). Additional information on tobacco consumption by urban and rural respondents is 
given in Annex F (Tables F.1ςF.11). 

Table 4.9. Smoking status, urban and rural populations 

Age group 
(years) 

Urban Rural 

n % Current smoker 95% CI n % Current smoker 95% CI 

18ς39 827 31.5 28.1ς34.9 727 37.0 32.5ς41.5 

40ς69 1 679 23.6 20.9ς26.3 1 777 29.7 26.6ς32.7 

18ς69 2 506 27.1 25.0ς29.2 2 504 32.7 30.0ς35.4 

Table 4.10. Smoking status, urban and rural men 

Age group 
(years) 

Urban Rural 

n % Current smoker 95% CI n % Current smoker 95% CI 

18ς39 385 45.8 40.6ς51.0 315 56.4 49.4ς63.4 

40ς69 608 40.8 36.2ς45.4 781 52.5 47.5ς57.5 

18ς69 993 43.3 39.8ς46.8 1 096 54.1 49.4ς58.9 

Table 4.11. Smoking status, urban and rural women 

Age group 
(years) 

Urban Rural 

n % Current smoker 95% CI n % Current smoker 95% CI 

18ς39 442 15.7 12.2ς19.2 412 17.5 12.8ς22.3 

40ς69 1071 11.7 9.5ς13.9 996 7.6 5.5ς9.8 

18ς69 1 513 13.2 11.3ς15.2 1408 11.7 9.4ς13.9 

Annex D provides more information on tobacco use, and Annex E provides data on tobacco use 
and implementation of the tobacco policy in Belarus. 

Summary of tobacco use 

1. The survey showed that almost one third (29.6%) of the population aged 18ς69 years 
smoked. A significant difference in smoking prevalence between the sexes was identified: 
almost half of men (48.4%) and 12.6% of women were smokers. Smoking was more 
prevalent among men in rural areas (54.1%) than in urban areas (43.3%), while the 
percentage of female smokers was similar in the countryside and in cities. 
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2. Nine smokers out of 10 smoked daily (91.5%), with more men (94.4%) than women (81.5%). 
3. Manufactured cigarettes were the prevailing tobacco product used by smokers (99.4%). 

Among daily smokers, men smoked more cigarettes (16.0) than women (10.3). 
4. Almost every fifth respondent was exposed to second-hand tobacco smoke at home 

(18.8%) or at work (14.9%). Men were more likely to be exposed at work (22.5% at work, 
18.9% at home), whereas women were more likely to be exposed at home (8.5% at work, 
18.8% at home). 

5. Electronic cigarettes were used by 1.1% of respondents who did not use other tobacco 
products and by 3.8% of respondents who smoked; however, 10.7% of 18ς29-year-old men 
used electronic cigarettes. 

6. The mean age at starting to smoke was 17.5 years (men: 16.9 years; women: 19.9 years) 
and had fallen over time: in the age group 18ς29 years, the mean age was 16.4 years (men: 
16.1; women: 17.3), which was almost 3 years earlier than that of people aged 60ς69 years 
(19.3 years; men: 17.9 years; women: 27.1 years). 

7. Every third current smoker (32.7%) had tried to quit smoking during the previous 12 
months. Only 31.6% of respondents had been advised by a doctor or health worker to quit 
smoking or not to start smoking. 

 

Alcohol consumption 
Alcohol consumption, the frequency and amount of alcohol consumed and the associated risks 
were analysed by the sex, age and urban or rural residence of respondents. 

Alcohol had been consumed by 52.8% of the target population during the previous 30 days 
(current drinkers), with a higher rate among men (64.9%) than women (41.8%) (Fig. 4.9).  
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Fig. 4.9. Alcohol consumption overall and according to sex (%) 

The highest proportion of respondents who had consumed alcohol during the previous 30 days 
were aged 30ς44 years (60.7%), whereas the highest percentage of those who had consumed 
alcohol during the previous 12 months but not during the previous 30 days were aged 18ς29 years 
(31.4%). Most abstainers over the previous 12 months were in the 60ς69-year age group (23.4%).  
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The second largest group consisted of people who had drunk alcohol during the previous 12 
months but were not current drinkers (29.2%) (men: 21.5%; women: 36.3%); 12.3% of respondents 
reported that they had not consumed alcohol during the previous 12 months (men: 9.6%; women: 
14.7%). Information by age group is reported in Tables C.51ς53 (Annex C). The survey results 
showed no difference in alcohol consumption between people living in rural and in urban areas 
(Tables 4.12ς4.14). Information by age group is shown in Fig. 4.10 and Tables C.55ς57, Annex C. 

Table 4.12. Alcohol drinking status, urban and rural men (Table F.12, Annex F) 

Age 
group 
(years) 

Men 

Urban Rural 

n 

% Consumed 
alcohol during 

the past 12 
months 

95% CI 

% Abstained 
from alcohol 
for more than 

12 months 

95% CI n 

% Consumed 
alcohol during 

the past 12 
months 

95% CI 

% Abstained 
from alcohol 
for more than 

12 months 

95% CI 

18ς39 385 86.9 82.1ς91.7 13.1 8.3ς17.9 315 87.4 82.0ς92.8 12.6 7.2ς18.0 

40ς69 608 85.1 81.7ς88.5 14.9 11.5ς18.3 781 86.6 83.1ς90.0 13.4 10.0ς16.9 

18ς69 993 86.0 82.7ς89.2 14.0 10.8ς17.3 1096 86.9 83.3ς90.5 13.1 9.5ς16.7 

Table 4.13. Alcohol drinking status, urban and rural women (Table F.13, Annex F) 

Age 
group 
(years) 

Women 

Urban Rural 

n 

% Consumed 
alcohol during 

the past 12 
months 

95% CI 

% Abstained 
from alcohol 
for more than 

12 months 

95% CI n 

% Consumed 
alcohol during 

the past 12 
months 

95% CI 

% Abstained 
from alcohol 
for more than 

12 months 

95% CI 

18ς39 442 83.6 79.1ς88.1 16.4 11.9ς20.9 412 74.9 68.2ς81.6 25.1 18.4ς31.8 

40ς69 1071 79.2 75.5ς83.0 20.8 17.0ς24.5 996 74.0 69.0ς78.9 26.0 21.1ς31.0 

18ς69 1513 80.9 77.6ς84.2 19.1 15.8ς22.4 1408 74.3 69.7ς79.0 25.7 21.0ς30.3 

Table 4.14. Alcohol drinking status, urban and rural respondents, both sexes (Table F.14, Annex F) 

Age 
group 
(years) 

Both sexes 

Urban Rural 

n 

% Consumed 
alcohol during 

the past 12 
months 

95% CI 

% Abstained 
from alcohol 
for more than 

12 months 

95% CI n 

% Consumed 
alcohol during 

the past 12 
months 

95% CI 

% Abstained 
from alcohol 
for more than 

12 months 

95% CI 

18ς39 827 85.3 81.8ς88.8 14.7 11.2ς18.2 727 81.2 76.4ς85.9 18.8 14.1ς23.6 

40ς69 1679 81.6 78.7ς84.6 18.4 15.4ς21.3 1777 80.1 76.6ς83.7 19.9 16.3ς23.4 

18ς69 2506 83.2 80.6ς85.9 16.8 14.1ς19.4 2504 80.6 76.9ς84.2 19.4 15.8ς23.1 

The proportions of former drinkers (those who had not drunk alcohol during the previous 12 
months but who had drunk alcohol in their lifetime) who had stopped drinking because of a 
negative effect on their health or on the advice of a doctor or other health worker are shown in 
Table 4.15. 

Table 4.15. Stopping drinking for health reasons (Table C.54, Annex C) 

Age 
group 
(years) 

Men Women Both sexes 

n 
% stopping due to 

health reasons 
95% CI n 

% stopping due 
to health reasons 

95% CI n 
% stopping due to 

health reasons 
95% CI 

18ς29 25 36.5 17.5ς55.6 57 33.0 17.7ς48.3 82 34.1 21.8ς46.4 

30ς44 49 52.4 35.3ς69.5 68 40.6 25.5ς55.7 117 46.4 33.7ς59.1 

45ς59 90 68.4 54.9ς81.9 140 37.3 26.8ς47.8 230 51.2 42.2ς60.2 

60ς69 57 65.2 50.1ς80.3 194 47.4 37.8ς57.0 251 52.0 43.3ς60.7 

18ς69 221 57.4 48.4ς66.4 459 40.3 33.1ς47.5 680 46.6 40.1ς53.2 
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The proportions of former drinkers (those who had not drunk alcohol during the previous 12 
months but who had drunk alcohol in their lifetime) who had stopped drinking because of a 
negative effect on their health or on the advice of a doctor or other health worker are shown in 
Table C.58 (Annex C). The percentage of those who had stopped drinking because of a negative 
effect on their health was 46.6% (men: 57.4%; women: 40.3%). The highest percentage of men 
who stopped drinking were aged 45ς59 years (68.4%), and the highest percentage of women 
were aged 60ς69 years (47.4%) (Table 4.15). 

The frequency of alcohol consumption in the previous 12 months (Fig. 4.10; Tables C.55ς57, 
Annex C) was as follows: 
¶ 49.8% drank alcohol less than once a month (men: 32.7%; women: 67.1%); 
¶ 35.9% drank alcohol 1ς3 times a month (men: 43.5%; women: 28.2%); 
¶ 11.8% drank alcohol 1ς2 days a week (men: 19.3%; women: 4.2%); 
¶ 1.5% drank alcohol 3ς4 days a week (men: 2.8%; women: 0.3%); 
¶ 0.3% drank alcohol 5ς6 days a week (men: 0.6%; women: 0.1%); and 
¶ 0.7% drank alcohol daily (men: 1.1%; women: 0.2%). 

 

Fig. 4.10. Frequency of alcohol consumption in the previous 12 months (%) 

Among current drinkers, the average frequency of drinking occasions during the previous 30 
days was 3.1 (men: 3.9; women: 2.1). The highest mean number of drinking occasions during 
the previous 30 days (3.9) was found for the age group 60ς69 years (men: 5.2) and the lowest 
mean number for women aged 45ς59 and 60ς69 years (2.0 occasions per month). Information 
by age group is shown in Table 4.16 and Fig. 4.11. 

Current drinkers drank a mean of 4.9 standard drinks on a drinking occasion (men: 6.1; women: 
3.2). The highest mean number of standard drinks consumed on a drinking occasion (5.2) was 
drunk by those aged 30ς44 years (men: 6.5; women: 3.4), and the lowest mean number (4.4) by 
those aged 60ς69 years (men: 5.5; women: 2.7). Information by age group is shown in Fig. 4.12 
and Table C.59, Annex C. 
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Table 4.16. Mean number of drinking occasions per months among current (past 30 days) drinkers 
(Table C.58, Annex C) 

Age group 
(years) 

Men Women Both sexes 

n Mean 95% CI n Mean 95% CI n Mean 95% CI 

18ς29 195 3.2 2.7ς3.8 136 2.2 1.7ς2.6 331 2.8 2.4ς3.3 

30ς44 423 3.6 3.2ς4.0 396 2.2 1.9ς2.5 819 3.0 2.8ς3.3 

45ς59 522 4.1 3.6ς4.6 470 2.0 1.8ς2.3 992 3.2 2.9ς3.5 

60ς69 204 5.2 3.9ς6.5 170 2.0 1.7ς2.4 374 3.9 3.1ς4.8 

18ς69 1344 3.9 3.5ς4.2 1172 2.1 1.9ς2.3 2516 3.1 2.9ς3.4 
 

 
Fig. 4.11. Mean number of drinking occasions, by age group 

 

Fig. 4.12. Mean number of standard drinks of alcohol consumed per drinking occasion by age group 

hŎŎŀǎƛƻƴŀƭ ŜȄŎŜǎǎƛǾŜ ŀƭŎƻƘƻƭ ŎƻƴǎǳƳǇǘƛƻƴ όάōƛƴƎŜ ŘǊƛƴƪƛƴƎέύ ǿŀǎ ǊŜǇƻǊǘŜŘ ōȅ нлΦн҈ όƳŜƴΥ 
27.4%; women: 13.7%) (Table 4.17); every fifth respondent had intermediate alcohol 
consumption (18.0%; men: 17.1%; women: 18.9%) (Table 4.18); and 14.3% of respondents 
(men: 20.2%; women: 9.1%) reported low alcohol consumption, representing only one in five 
men but almost one in ten women (Table 4.19). 
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Table 4.17.  hŎŎŀǎƛƻƴŀƭ ŜȄŎŜǎǎƛǾŜ ŀƭŎƻƘƻƭ ŘǊƛƴƪƛƴƎ όάōƛƴƎŜ ŘǊƛƴƪƛƴƎέΣ ŀǾŜǊŀƎŜ ǇŜǊ ƻŎŎŀǎƛƻƴΥ җ 60 g pure 
ŀƭŎƻƘƻƭ ŀƳƻƴƎ ƳŜƴΣ ŀƴŘ җ пл Ǝ ǇǳǊŜ ŀƭŎƻƘƻƭ ŀƳƻƴƎ ǿƻƳŜƴύ ό¢ŀōƭŜ /ΦслΣ !ƴƴŜȄ /ύ 

Age group 
(years) 

Men Women Both sexes 

n % 95% CI n % 95% CI n % 95% CI 

18ς29 328 19.0 13.8ς24.3 356 12.4 8.1ς16.8 684 15.8 12.3ς19.3 

30ς44 589 34.2 29.4ς39.0 815 18.8 14.9ς22.6 1 404 26.4 23.3ς29.5 

45ς59 806 29.1 25.2ς33.0 1 092 14.0 11.4ς16.7 1 898 21.0 18.6ς23.4 

60ς69 354 22.7 16.8ς28.6 654 6.0 3.6ς8.4 1008 12.8 9.8ς15.8 

18ς69 2 077 27.4 24.5ς30.4 2 917 13.7 11.6ς15.8 4 994 20.2 18.3ς22.2 

Table 4.18. Drinking at intermediate level (average per drinking occasion: 40ς59.9 g pure among men 
and 20ς39.9 g pure alcohol among women) (Table C.61, Annex C) 

Age group 
(years) 

Men Women Both sexes 

n % 95% CI n % 95% CI n % 95% CI 

18ς29 328 14.9 10.2ς19.6 356 18.7 13.7ς23.8 684 16.8 12.8ς20.8 

30ς44 589 18.3 14.5ς22.0 815 23.0 19.6ς26.4 1 404 20.7 17.9ς23.5 

45ς59 806 18.5 15.2ς21.8 1 092 19.4 16.6ς22.1 1 898 19.0 16.7ς21.2 

60ς69 354 14.9 10.6ς19.3 654 11.2 8.4ς13.9 1008 12.7 10.0ς15.4 

18ς69 2 077 17.1 14.6ς19.6 2 917 18.9 16.8ς21.0 4 994 18.0 16.1ς19.9 

Table 4.19.  Drinking at lower level (average per drinking occasion, < 40 g pure alcohol among men 
and < 20 g pure alcohol among women) (Table C.62, Annex C) 

Age group 
(years) 

Men Women Both sexes 

n % 95% CI n % 95% CI n % 95% CI 

18ς29 328 23.9 18.9ς29.0 356 6.9 3.6ς10.1 684 15.6 12.4ς18.8 

30ς44 589 18.9 15.2ς22.6 815 8.2 5.8ς10.6 1 404 13.5 11.3ς15.7 

45ς59 806 17.9 14.1ς21.7 1 092 11.2 8.9ς13.6 1 898 14.3 12.0ς16.6 

60ς69 354 21.5 16.5ς26.6 654 9.3 6.6ς12.0 1008 14.3 11.6ς16.9 

18ς69 2 077 20.2 17.5ς22.9 2 917 9.1 7.5ς10.6 4 994 14.3 12.7ς16.0 

 
Thus, the drinking habits of current drinkers can be categorized as binge drinking (total: 38.5%; 
men: 42.4%; women: 32.9%), intermediate alcohol consumption (total: 34.3%; men: 26.4%; 
women: 45.3%) and low alcohol consumption (total: 27.3%; men: 31.2%; women: 21.7%). Binge 
drinking was the most common and low alcohol consumption the least common. Information 
by age group is given in Tables C.63ς65, Annex C.  

The proportion of respondents who had had six or more drinks on any occasion in the previous 
30 days was 20.2% (men: 34.9%; women: 6.9%). Most were aged 30ς44 years: 25.7% (men: 
42.6%, women 9.2%; Fig. 4.13, Table C.67, Annex C). No significant difference was found 
between urban and rural respondents (Tables F.15ς17, Annex F).  

Among current drinkers, the frequency of 6 and more standard alcoholic drinks consumption 
on a single occasion during the past 30 days was 1 occasion per month. Men who were current 
drinkers had had six or more drinks 1.5 times in the previous 30 days; the equivalent figure for 
women was 0.4. Analysis of the indicator by age group showed that older people more often 
drank six or more standard doses of alcohol on any drinking occasion (Table C.68, Annex C). 
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Fig. 4.13. Proportions of respondents who had had six or more drinks on any single occasion in the 

previous 30 days 

Among current drinkers, 46.4% of respondents had consumed no alcohol during the previous 
week (men: 52.8%; women: 57.4%), 47.7% had consumed alcohol on 1 or 2 days (men: 43.5%; 
women: 40.6%), 4.3% on 3 or 4 days (men: 6.5%; women: 1.3%), 0.6% on 5 or 6 days (men: 
0.8%; women: 0.3%) and 0.8% had drunk alcohol daily (men: 1.2%; women: 0.3%) (Tables C.69ς
71, Annex C). Current drinkers had taken a mean of 0.6 standard drinks during the previous 
week (men: 0.8; women: 0.3) (Table 4.20). 

Table 4.20.  Mean number of standard drinks consumed per day during the past 7 days among current 
drinkers (Table C.72, Annex C) 

Age group 
(years) 

Men Women Both sexes 

n Mean 95% CI n Mean 95% CI n Mean 95% CI 

18ς29 196 0.7 0.5ς0.8 138 0.3 0.2ς0.4 334 0.5 0.4ς0.6 

30ς44 421 0.8 0.7ς1.0 395 0.3 0.2ς0.3 816 0.6 0.5ς0.7 

45ς59 524 0.9 0.7ς1.0 470 0.3 0.2ς0.3 994 0.6 0.5ς0.7 

60ς69 202 0.8 0.6ς0.9 170 0.3 0.1ς0.4 372 0.6 0.4ς0.7 

18ς69 1343 0.8 0.7ς0.9 1173 0.3 0.2ς0.3 2516 0.6 0.5ς0.6 
 

ά¦ƴǊŜŎƻǊŘŜŘ ŀƭŎƻƘƻƭέ ƛƴŎƭǳŘŜǎ ƘƻƳŜ-brewed spirits, beer and wine, alcohol brought from 
abroad, alcohol-containing liquids not intended for drinking and other untaxed alcohol. Among 
current drinkers, 5.0% of respondents had consumed unrecorded alcohol (men 4.5%; women 
5.6%). The lowest proportion were aged 18ς29 years (3.2%; men: 3.2%; women: 3.3%), and the 
highest were aged 45ς59 years (6.3%; men: 5.5%; women: 7.2%; Table C.73, Annex C). 
Unrecorded alcohol represented 4.9% of all alcohol consumed by current drinkers during the 
previous 7 days (men: 3.9%; women: 9.3%; Table C.75, Annex C). The types of unrecorded 
alcohol consumed during the previous 7 days (Fig. 4.14; Tables C.76ς78, Annex C) were: 

¶ home-brewed spirits: 31.9% (men: 43.4%; women: 11.3%); 

¶ home-brewed beer or wine: 25.2% (men: 27.1%; women: 21.9%); 

¶ alcohol brought from abroad: 34.2% (men: 22.7%; women: 54.7%); 

¶ alcohol-containing liquids not intended for drinking: 2.8% (men: 4.3%; women: 0); and 

¶ other unrecorded alcohol: 5.9% (men: 2.5%; women: 12.1%). 
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Fig. 4.14. Consumption of unrecorded alcohol in the previous 7 days (%) 

Drinking in the morning to ease a hangover during the previous 12 months was reported by 
6.6% of respondents (men: 11.9%; women: 1.4%). Of those who reported drinking in the 
morning, 4.5% had done so less than once a month (men: 8.0%; women: 1.0%), and 2.1% had 
done so monthly or more often (men: 3.9%; women: 0.4%) (Tables C.85ς87, Annex C). 

Most respondents (89.9%) had not had family problems or problems with their partners due to 
drinking by a third party within the previous 12 months (men: 89.0%; women: 90.8%), while 
8.6% reported this reason as a problem less frequently than once a month (men: 9.7%; women: 
7.6%) and 1.5% monthly or more often (men: 1.3%; women: 1.7%) (Tables C.88ς90, Annex C). 

Summary of alcohol consumption 

1. The survey results showed that 5.7% of the target population had abstained from alcohol 
throughout their lives. No significant difference in alcohol consumption was identified 
between urban and rural respondents: 83.2% of urban respondents and 80.6% of rural 
respondents had drunk alcohol at least once during the previous 12 months. 

2. 52.8% of respondents (men: 64.9%; women: 41.8%) had drunk alcohol in the previous 30 days 
and 29.2% of respondents (men: 21.5%; women: 36.3%) during the previous 12 months. 

3. Alcohol consumption differed significantly between the sexes, men drank more often 
(3.9 drinking occasions per month) than women (2.1). 

4. On average, men consumed more alcohol (6.1 standard drinks per drinking occasion) than 
women (3.2). 

5. The pattern of drinking was mainly the most deleterious: 20.2% of respondents (men: 27.4%; 
ǿƻƳŜƴΥ моΦт҈ύ ƻŎŎŀǎƛƻƴŀƭƭȅ ŘǊŀƴƪ ŀƭŎƻƘƻƭ ŜȄŎŜǎǎƛǾŜƭȅ όōƛƴƎŜ ŘǊƛƴƪƛƴƎΥ җ сл Ǝ ǇǳǊŜ ŀƭŎƻƘƻƭ ǇŜǊ 
ŘǊƛƴƪƛƴƎ ƻŎŎŀǎƛƻƴ ŀƳƻƴƎ ƳŜƴ ŀƴŘ җ пл Ǝ ŀƳƻƴƎ ǿƻƳŜƴύΦ ¢Ƙƛǎ ƳƻŘŜƭ ƻŦ ŀƭŎƻƘƻƭ ŎƻƴǎǳƳǇǘƛƻƴ 
is associated with increased risks for morbidity and mortality due to CVDs (heart attack, stroke, 
acute and chronic heart failure) and increased mortality due to accidental alcohol poisoning 
and unintentional and deliberate injuries. No significant difference was found between rural 
and urban populations. 

6. Unrecorded alcohol (home-brewed, alcohol brought over the border, alcohol-containing liquids 
not intended for drinking and other untaxed alcohol) was drunk by 5.0% of the population. 

7. One of the important symptoms of alcohol dependence syndrome, drinking alcohol in the 
morning to ease a hangover, was reported by 6.6% of respondents (men: 11.9%; women: 1.4%).  
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Diet 
Fruit and vegetables 

¢ƘŜ ŘƛŜǘŀǊȅ ǉǳŜǎǘƛƻƴƴŀƛǊŜ ƛƴŎƭǳŘŜŘ ǎŜǾŜǊŀƭ ōƭƻŎƪǎ ƻŦ ǉǳŜǎǘƛƻƴǎ ƻƴ ǊŜǎǇƻƴŘŜƴǘǎΩ ŎƻƴǎǳƳǇǘƛƻƴ ƻŦ 
fruits and vegetables, dietary salt, vegetable oils and animal fats for cooking. The answers were 
assessed by sex, age and residence of respondents. 

Respondents consumed fruit on average 5.1 days per week (men: 4.7; women: 5.5), and 
consumption increased with age, for both the sample in general and for men and women 
separately (Fig. 4.15; Table C.91, Annex C). 

 
Fig. 4.15. Mean numbers of days of fruit and vegetable consumption per week  

wŜǎǇƻƴŘŜƴǘǎΩ ŘƛŜǘǎ ƛƴŎƭǳŘŜŘ ǾŜƎŜǘŀōƭŜǎ ƻƴ ŀƴ ŀǾŜǊŀƎŜ ƻŦ рΦс Řŀȅǎ ǇŜǊ ǿŜŜƪ όƳŜƴΥ рΦрΤ ǿƻƳŜƴΥ 
5.8), which was slightly higher than their fruit consumption. The numbers of days per week on 
which the diet included vegetables increased with age, for both the sample in general and 
among men and women (Table C.92, Annex C). 

Urban residents consumed slightly more fruit than rural respondents, whereas rural residents 
consumed more vegetables than urban respondents (Tables 4.21ς4.26). 

Table 4.21. Mean number of days on which fruit was consumed in a typical week, men (Table F.18, Annex F) 

Age group 
(years) 

Urban Rural 

n Mean 95% CI n Mean 95% CI 

18ς39 385 4.7 4.5ς4.9 314 4.5 4.1ς4.9 

40ς69 606 4.7 4.5ς4.9 775 4.7 4.5ς5.0 

18ς69 991 4.7 4.6ς4.9 1089 4.6 4.4ς4.9 

Table 4.22. Mean number of days on which fruit was consumed in a typical week, women (Table F.19, Annex F) 

Age group 
(years) 

Urban Rural 

n Mean 95% CI n Mean 95% CI 

18ς39 442 5.3 5.1ς5.6 411 5.5 5.2ς5.9 

40ς69 1071 5.5 5.4ς5.6 996 5.6 5.4ς5.8 

18ς69 1513 5.4 5.3ς5.6 1407 5.6 5.3ς5.8 
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Table 4.23.  Mean number of days on which fruit was consumed in a typical week, both sexes  
(Table F.20, Annex F) 

Age group 
(years) 

Urban Rural 

n Mean 95% CI n Mean 95% CI 

18ς39 827 5.0 4.8ς5.2 725 5.0 4.7ς5.4 

40ς69 1 677 5.2 5.1ς5.3 1 771 5.2 4.9ς5.4 

18ς69 2 504 5.1 5.0ς5.2 2 496 5.1 4.9ς5.3 

Table 4.24. Mean number of days on which vegetables were consumed in a typical week, men  
(Table F.21, Annex F) 

Age group 
(years) 

Urban Rural 

n Mean 95% CI n Mean 95% CI 

18ς39 384 5.1 4.8ς5.3 315 5.5 5.3ς5.8 

40ς69 607 5.4 5.2ς5.7 775 5.9 5.6ς6.1 

18ς69 991 5.3 5.1ς5.5 1 090 5.7 5.5ς5.9 

Table 4.25.  Mean number of days on which vegetables were consumed in a typical week, women  
(Table F.22, Annex F) 

Age group 
(years) 

Urban Rural 

n Mean 95% CI n Mean 95% CI 

18ς39 442 5.4 5.2ς5.6 411 5.8 5.5ς6.1 

40ς69 1 071 5.7 5.6ς5.9 994 6.0 5.9ς6.2 

18ς69 1 513 5.6 5.4ς5.8 1 405 5.9 5.8ς6.1 

Table 4.26.  Mean number of days on which vegetables were consumed in a typical week, both  sexes  
(Table F.23, Annex F) 

Age group 
(years) 

Urban Rural 

n Mean 95% CI n Mean 95% CI 

18ς39 826 5.2 5.0ς5.4 726 5.6 5.4ς5.9 

40ς69 1 678 5.6 5.5ς5.8 1 769 6.0 5.8ς6.1 

18ς69 2 504 5.5 5.3ς5.6 2 495 5.8 5.7ς6.0 

 
Respondents ate 1.8 servings of fruit per day (men: 1.5; women: 2.0), and women ate fruit 
more frequently than men in all age groups (Fig. 4.16; Table C.93, Annex C). Similarly, 
respondents ate 2.1 servings of vegetables per day (men: 1.9; women: 2.2), and women ate 
more vegetables than men in all age groups (Fig. 4.16) (Table C.94, Annex C). 

The mean number of servings of fruit and vegetables was 3.8 per day (men: 3.4; women: 4.2), 
and women in all age groups ate fruit and vegetables more often than men (Fig. 4.16) (Table 
C.95, Annex C). 

Among the respondents who consumed fruit and/or vegetables on a typical day (Fig. 4.17): 

¶ 27.1% ate five or more servings (men: 22.1%; women: 31.7%), 

¶ 27.4% ate three or four servings (men: 25.6%; women: 29.1%), 

¶ 38.7% ate one or two servings (men: 44.5%; women: 33.5%), and 

¶ 6.7% of respondents ate no fruit or vegetables on a typical day (men: 7.8%; women: 5.7%). 
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Fig. 4.16. Mean numbers of servings of fruit and vegetables per day, by sex 

 

Fig. 4.17. Frequency of fruit and/or vegetable consumption per day (%), by sex 

Summary of fruit and vegetable consumption. More than a third (38.7%) of all respondents ate 
one or two servings of fruit and/or vegetables on a typical day (men: 44.5%; women: 33.5%), 
and each fourth respondent ate five or more servings (27.1%) ς each fifth man (22.1%) and 
each third woman (37.1%) (Tables C.96ς98, Annex C). Data by urban or rural residence are 
shown in Tables F.24ς32 (Annex F), and Annex E provides information on consumption of fruit 
and vegetables by urban and rural residence. 

Salt 

More than one third of respondents (31.7%) always or often added salt or salty sauce to their 
food before or during eating (men: 35.8%; women: 28.0%; Table C.100, Annex C), and 80.8% 
always or often added salt to food when cooking at home (men: 82.1%; women: 79.6%) (Table 
C.101, Annex C). 
More than one third of respondents (35.6%; men, 43.6%; women, 28.5%) always or often ate 
processed food with a high salt content, including smoked meat and fish, sausages, lard, 
pickles, tinned food and salted chips and nuts. The highest percentage of respondents who ate 
food with a high salt content was the 30ς44-year age group (40.5%; men, 50.7%; women, 
30.5%; Fig. 4.18, Table C.102, Annex C). In the age group 60ς69 years, only 36.6% of men and 
18.1% of women ate foods. 


