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ABSTRACT
Objectives: To determine the prevalence of metabolic syndrome and to identify predictors for the same,
specific to an underdeveloped urban locale of Eastern India. Materials and Methods: Study design:
Population-based cross-sectional study, with multistage random sampling technique. Setting: Urban
city-dwellers in Orissa one of the poorest states of Eastern India bordering a prosperous state of Andhra
Pradesh of Southern India. Participants: 1178 adults of age 20–80 years randomly selected from 37
electoral wards of the urban city. Definition of Metabolic Syndrome: We followed a unified definition of
the metabolic syndrome by joint interim statement of five major scientific organizations – the International
Diabetes Federation, the National Heart, Lung, and Blood Institute, the American Heart Association, the
World Heart Federation, the International Atherosclerosis Society, and the International Association of
the Study of Obesity. Individuals who meet at least three of five clinical criteria of abdominal obesity,
hypertriglyceredimia, low HDL, hypertension, and hyperglycemia are diagnosed as having the condition;
presence of none of these criteria is mandatory. Explicit cut points are defined for all criteria, except
elevated waist circumference, which must rely on population and country-specific definitions. Main
Outcome Measure: Prevalence and significant predictors of metabolic syndrome. Statistical Analysis: Both
descriptive and multivariable logistic regression analyses. Results: Age-standardized prevalence rates of
metabolic syndrome were 33.5% overall, 24.9 % in males and 42.3% in females. Older age, female gender,
general obesity, inadequate fruit intake, hypercholesterolemia, and middle-to-high socioeconomic status
significantly contributed to increased risk of metabolic syndrome. Conclusion: Metabolic syndrome is a
significant public health problem even in one of the poorest states of India that needs to be tackled with
proven strategies.
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Metabolic syndrome refers to a cluster of various
interrelated cardiometabolic risk factors that promote
the development of atherosclerotic cardiovascular
disease (CVD) and Type 2 diabetes mellitus
(T2DM). [1] It is now well known that metabolic
syndrome is a risk factor for increased cardiovascular
mortality and morbidity. Current definitions of
metabolic syndrome differ and cardiovascular risk
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appears to differ according to which component risk
factors present. The prevalence of obesity and metabolic
syndrome is rapidly increasing in India and other South
Asian countries, leading to increased mortality and
morbidity due to CVD and T2DM.[2.3] Approximately
about one third of urban South Asians have evidence of
the metabolic syndrome.[4] Moreover, insulin resistance
was observed to be there in nearly 30% of Asian Indian
children and adolescents and many exhibit features of
metabolic syndrome.[5] Since metabolic syndrome and
obesity track into adulthood, these clinical entities need
to be recognized early in the life-course for effective
prevention of T2DM and CVD.[6] A high prevalence of
metabolic syndrome and associated cardiovascular risk
factors have also been observed within rural to urban
migrant population belonging to lower socioeconomic
population groups residing in urban slums.[7,8] The
main drivers are related to rapid nutritional changes,
lifestyle and socioeconomic transitions, consequent
to increasing affluence, urbanization, mechanization,
and rural-to-urban migration.[8,9] Data also indicate
that atherogenic dyslipidemia, glucose intolerance,
thrombotic tendency, subclinical inflammation, and
endothelial dysfunction are proportionately higher
in Asian Indians than Caucasians. [2,10] Many of such
manifestations are more severe and are seen at an early
age in Asian Indians than Caucasians.[2,10] Metabolic
syndrome and cardiovascular risk in Asian Indians/
South Asians are also heightened by their relative
increase in body fat mass, truncal subcutaneous fat
mass, intra-abdominal fat mass, and also in ectopic fat
deposition. Cardiovascular risk cluster also manifests
at a lower level of adiposity and abdominal obesity.[2,3]
Asian Indians have an increased prevalence of coronary
heart disease (CHD) and T2DM amongst all ethnic
groups. [2,11] This Asian Indian or South Asian Paradox
refers to the fact that high prevalence of diabetes is
seen in people originating from South Asian nations
of Bangladesh, India, Nepal, Pakistan, and Sri Lanka,
despite lower rates of obesity (as defined by conventional
body-mass-index criteria).[2,3] South Asians also seem
to have a peculiar body phenotype known as South
Asian Phenotype, characterized by increased waist
circumference, increased waist hip ratio, excessive body
fat mass, increased plasma insulin levels and insulin
resistance, as well as an atherogenic dyslipidemia, with
low levels of HDL cholesterol and increased triglyceride
levels.[2,3] All such factors predispose South Asians not
only to T2DM but also to premature CHD. In addition,
unique genetic markers could potentially make South

Asians more susceptible to cardiometabolic risks.[2,10,12]
Unfortunately, representative periodic nationwide
data on cardiovascular risk factors for monitoring
and surveillance are lacking in India[13,14] let alone
data from specific states within India. Earlier we
reported that the state of Orissa, one of the poorest
states of Eastern India bordering a prosperous state of
Andhra Pradesh of Southern India, showed interesting
variations in classical coronary risk factors within an
urban population. Such a unique geographic location
is an “open door” to cultural and socioeconomic
interactions. Metabolic syndrome is a lifestyle disease
and factors contributing to recent changing patterns
in metabolic syndrome prevalence in this particular
geographic region may provide interesting insights into
tackling the ever-rising burden of T2DM and CVD
within a wider context of South Asians. The present
study has two important research questions: First, to
update on changing patterns of metabolic syndrome in
a unique urban Eastern Indian population; second, to
quantify factors significantly contributing to such an
underlying pattern.
MATERIALS AND METHODS

Sampling design and survey methods
This was a cross-sectional population survey and the
study population was selected using a multistage random
sampling technique. Details of study methodology have
been published elsewhere.[15] In brief, the sampling
frame constituted 37 electoral wards spread across the
urban population of Berhampur city of Orissa state
in Eastern India. A total of 1178 subjects who are 20
years of age finally participated in this study out of
1200 eligible subjects from an estimated population
of 307,724 in 2001. Demographic, socioeconomic,
and self-reported behavioral information (smoking,
alcohol, physical activity, and diet), objective measures
of anthropometry (height, weight, waist, and hip
circumferences), biochemical (plasma glucose, total
cholesterol, triglycerides, and HDL cholesterol levels),
and electrocardiographic data were collected from all
study participants. Detailed interviews were performed
through a previously validated questionnaire based on
the guidelines of World Health Organization.[16]
Metabolic syndrome definitions
Various diagnostic criteria have been proposed by
numerous national/international organizations for
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defining metabolic syndrome.[17-20] We have followed
most recent definition from Joint Interim Statement[21]
of the International Diabetes Federation Task Force on
Epidemiology and Prevention; National Heart, Lung,
and Blood Institute; American Heart Association;
World Heart Federation; International Atherosclerosis
Society; and International Association for the Study of
Obesity and also a Consensus Statement for Diagnosis
of Obesity, Abdominal Obesity and the Metabolic
Syndrome for Asian Indians.[22] As per these consensus
statements, three out of five cardiovascular risk factors
have to be abnormal for the identification of the
metabolic syndrome.[21,22]

the total was divided by the total NFHS population
to compute the direct age-standardized rates for both
sexes and total rates.

Presence of any three of the following five conditions
is essential, i.e.,

A very high prevalence rate of 43.2 % (n = 509) of
metabolic syndrome was reported in this community.
In this study, metabolic syndrome rates are significantly
higher among females with 52.2% (n = 307) than in
males at 34.2% (n = 202). Further age-standardized
prevalence rates of metabolic syndrome were 33.5%
overall, 24.9 % in males and 42.3% in females. The
details of the same are depicted in Table 1 and Figure 1.

1. increased waist circumference (males: ≥90 cm and
for females: ≥80 cm),
2. hypertriglyceredimia ≥150 mg/dl (1.7 mmol/l),
3. low HDL (Males <40 mg/dl (1 mmol/l) and for
females <50 mg/dl (1.3 mmol/l),
4. elevated blood pressure (systolic blood pressure
≥130 mmHg and/or diastolic blood pressure ≥85
mmHg or drug treatment for hypertension), and
5. elevated blood sugar (fasting blood sugar ≥100
mg/ dl (5.6 mmol/l) or drug treatment for diabetes
mellitus).[21,22]
Ethical approval
Institutional ethical committee approval was obtained
prior to the start of study and informed consent was
taken from all the study subjects.[23]
Statistical analysis
Significant differences in proportions of potential
lifestyle factors by metabolic syndrome were estimated
using Pearsons’ chi-square. Univariate logistic regression
and multivariable logistic regression analyses were
performed using SAS software (9.1.2, NC, Cary, United
States) to predict potential significant predictors of
metabolic syndrome employing backward elimination
modeling technique. We used the age-wise distribution
of urban Orissa population used by National Health
and Family Welfare Survey (NFHS) for both sexes
and total population to compute expected metabolic
syndrome patients across the whole population of
Orissa applying the age-specific rates from our study
population. On summing the expected metabolic
syndrome patients for each age group for both sexes,
206

RESULTS

This was one of the large community-based surveys
done from Eastern India for ascertaining the prevalence
of cardiovascular risk factors with the aim of providing
the baseline information on prevalence rates for
intervention programmes to the policy planners.
Prevalence of metabolic syndrome

Demographic and clinical profile of subjects with
and without metabolic syndrome
Our study reveals significant gender differences with
higher prevalence of metabolic syndrome in females as
compared to males (42.3% vs. 24.9%). Table 1 shows
the gender-wise prevalence of metabolic syndrome
across different age groups. The study also showed
significantly higher rates of metabolic syndrome
in older age groups. The metabolic syndrome rates
do increase from 6.7% in age groups of 20–29 years
peaking to 65.6% in age groups of 60–69 years.
Chi-square outputs of significant proportions
within several clinical and demographic parameters
available to the present study comparing subjects
with and without metabolic syndrome are shown in
Table 2. Proportionately more subjects with metabolic
syndrome (43%) have sedentary lifestyle as compared to
those without metabolic syndrome (27.1%). Likewise,
proportionately more subjects with inadequate fruit
intake (65% vs. 58.3%), general obese (67% vs. 26.2%),
centrally obese (83.9% vs. 22.3%), hypertriglyceridemia
(67.0% vs. 15.4%), and higher cholesterol levels (34.0%
vs. 14.9%) have metabolic syndrome.
Prevalence of individual components of metabolic
syndrome
All the individual components of metabolic syndrome
Journal of Cardiovascular Disease Research Vol. 3 / No 3
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Figure 1: Age-specific prevalence of metabolic syndrome subjects in
the study population

Table 1: Age-specific and age-standardized prevalence
of metabolic syndrome subjects
Age
Total study subjects
Metabolic syndrome subjects
(in
No
No (%)
years)
Males Females Total
Males
Females
Total
20–29 68
81
149
2 (2.9)
8 (9.9)
10 (6.7)
30–39 108
145
253
24 (22.2) 50 (34.5) 74 (29.3)
40–49 145
153
298
44 (30.3) 87 (56.9) 131 (43.9)
50–59 137
118
255
64 (46.7) 87 (73.7) 151 (59.2)
60–69 87
67
154
46 (52.9) 55 (82.1) 101 (65.6)
70–79 38
21
59
20 (52.6) 18 (85.7) 38 (64.4)
80+
7
3
10
2 (28.6)
2 (66.7)
4 (40.0)
Total
590
588
1178 202 (24.9) 307 (42.3) 509 (33.5)

increased significantly with age. Overall in our study
elevated blood pressure (63.1%) was the commonest
abnormality observed and elevated blood sugar (31.2%)
was the least common. Low HDL (84.5%) was the
commonest abnormality among females, followed by
elevated blood pressure (56.8%) and elevated blood
sugar (28.9%) was the least common abnormality.
Among males, elevated blood pressure (69.3%) was the
commonest abnormality, followed by central obesity
(41.9%). Low HDL (9.5 %) was the least common
abnormality among males [Figure 2].

Figure 2: Individual components of metabolic syndrome in the study
subjects. TG = Triglycerides; HDL = High-density lipoprotein; BS =
Blood sugar; BP = Blood pressure.

Obese individuals were five times more likely to have
metabolic syndrome compared with those having
normal weight. Females were three times more likely
to have metabolic syndrome compared to males.
Likewise, individuals with hypercholesterolemia
were almost two and half times as likely to be at risk
of metabolic syndrome as those with normal levels.
Similarly, there is increased metabolic risk among those
who took inadequate fruit intake or middle-to-higher
socioeconomic status [Table 4].
DISCUSSION

Significant predictors of metabolic syndrome

This cross-sectional study of adequate statistical power
and representativeness (n = 1178) was conducted for
the first time among an apparently urban healthy
population in Eastern India, a region with unique
lifestyles and culture. A very high metabolic syndrome
prevalence rate of 33.5% was reported in this study
population. Older age, female sex, general obesity,
inadequate fruit intake, being middle-to-higher
socioeconomic status, and hypercholesterolemia
significantly contributed to an increased metabolic
syndrome risk among this urban population.

Detailed correlates of metabolic syndrome in univariate
analysis for the base model are shown in Table 3. The
final model of multivariate logistic regression method
showing significant predictors of metabolic syndrome
in this population are summarized in Table 4 Older
age, female gender, general obesity, inadequate fruit
intake, hypercholesterolemia, and being middle-tohigher socioeconomic status significantly contributed
to an increased metabolic syndrome risk among this
urban population. Those aged 45–64 years are more
than four and half times and those above 65 years
have five-fold increased risk of metabolic syndrome.

The prevalence of metabolic syndrome is increasing
exponentially in India, both in the urban and rural
areas. It has escalated in different parts of India to figures
now ranging from 11% to 41%.[24] The differences
in the prevalence of metabolic syndrome between
studies from Indian subcontinent may be attributed
to different criteria employed, different age groups
included, and different rates of prevalence of individual
components of the metabolic syndrome. Comparison
of our study with the one conducted at various cities
across India illustrated this. Similarly, earlier studies
across urban south India documented prevalence’s
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Table 2: Clinical/demographic characteristics of metabolic syndrome subjects
Variable

Age years (mean ± SD)
Sex
Male
Female
Education
Illiterate
Elementary
High School
College
Socioeconomic status
Lower
Mddle
Upper
Smoking
Physical Inactivity
Low/no fruit intake
Coronary heart disease
Increased Blood pressure
Increased Blood Sugar
General Obesity BMI ≥25 kg/m2
Central Obesity (WC male ≥90 cm
females ≥80 cm)
Hypercholesterolemia ≥200 mg/dl
Hypertriglyceridemia ≥150 mg/dl
High LDL ≥130 mg/dl
Low HDL (males <40 mg/dl,
females <50 mg/dl)

Subjects
with MetS
(n = 509)
51.66 ± 11.9

Subjects
without MetS
(n = 669)
41.55 ± 13.8

Total (%)
n = 1178

P Value

45.92 (13.9)

0.000**

202 (39.7)
307 (60.3)

388 (58.0)
281 (42.0)

590 (50.1)
588 (49.9)

0.000**

60 (11.8)
131 (25.7)
141 (27.7)
177 (34.8)

73 (10.9)
163 (24.4)
170 (25.4)
263 (39.3)

133 (11.3)
294 (25.0)
311 (26.4)
440 (37.4)

0.461

63 (12.4)
391 (76.8)
55 (10.8)
117 (23.0)
219 (43.0)
331 (65.0)
68 (13.4)
454 (89.2)
302 (59.3)
341 (67.0)
427 (83.9)

118 (17.6)
491 (73.4)
60 (9.0)
203 (30.3)
181 (27.1)
390 (58.3)
50 (7.5)
289 (43.2)
65 (9.7)
175 (26.2)
149 (22.3)

181 (15.4)
882 (74.9)
115 (9.8)
320 (27.2)
400 (34.0)
721 (61.2)
118 (10.0)
743 (63.1)
367 (31.2)
516 (43.8)
576 (48.9)

0.036*

0.005*
0.000**
0.019*
0.001*
0.000**
0.000**
0.000**
0.000**

173 (34.0)
341 (67.0)
129 (25.3)
331 (65.0)

100 (14.9)
103 (15.4)
136 (20.3)
222 (33.2)

273 (23.2)
444 (37.7)
265 (22.5)
553 (46.9)

0.000**
0.000**
0.041*
0.000**

Numbers in parenthesis indicate percentages. *P < 0.05. **P < 0.01. MetS = Metaboic syndrome; BMI = Body mass index; LDL = Low-density lipoprotein; HDL = High-density
lipoprotein; WC = Waist circumference.

ranging from 22.1% to 41%,[25-27] which is comparable
with our observation of 33.5%. Likewise, a prevalence
study of urban community in northern India reported
a prevalence of 22.37% for metabolic syndrome.[28] On
the contrary, a lower prevalence of 19.52% was reported
in an urban population in western India.[29] While these
studies show high prevalence of metabolic syndrome
in Asian Indians living in India, truly representative
data from all regions of India are not available.[2,4]
Furthermore, there is paucity of data from other South
Asian countries of Bangladesh, Nepal, Pakistan, and Sri
Lanka.[2,4]
Women (52.2 %; n = 307) had significantly higher rates
of metabolic syndrome compared to men (34.2 %; n =
202) in our study. In NHANES III data, the prevalence
differed little among men (24.0%) and women (23.4%). [30]
However, in many of the studies worldwide and in
Indian subcontinent, women had a higher prevalence
of metabolic syndrome.[31-34] More stringent cutoffs
employed in women for waist circumference and HDL
partly explain this variation. Also metabolic changes
208

accompanying menopause might explain the increased
prevalence of metabolic syndrome in women. In spite
of higher prevalence of metabolic syndrome in women,
it is widely recognized that male gender is significantly
associated with cardiovascular risk. [35,36] Factors
protecting women against cardiovascular risk are not
clear, but to some extent may be explained by protective
effect of endogenous estrogens against atherosclerosis in
premenopausal females.[37]
Furthermore, Asian Indians are metabolically obese
but physically nonobese.[38,39] In our study even with
modified BMI cut-off values for South Asians/Asians,
33% of subjects did not have general obesity, but still
had metabolic syndrome. For any given level of BMI,
Asian Indians had been recognized to have increased
prevalence of cardiometabolic abnormalities as compared
to other ethnic groups.[40,41] Further physical activity
levels are decreasing in Asian Indians[42] and present study
reveals 43% of the subjects with metabolic syndrome are
physically inactive.
Journal of Cardiovascular Disease Research Vol. 3 / No 3

Prasad, et al.: Metabolic syndrome in South Asians
Table 3: Correlates of metabolic syndrome:
Univariate analysis

Gender
Female (n = 588)
Male (n = 590)
General obese
Yes (n = 516)
No (n = 662)
Physical activity
No (n = 400)
Yes (n = 778)
Smoking
Yes (n = 320)
No (n = 858)
Fruit intake
No (n = 721)
Yes (n = 457)
Socioeconomic status
Lower (n = 181)
Middle (n = 882)
High (n = 115)
Age
<45 years(n = 560)
45–64 yrs (n = 481)
>64 years(n = 137)
Hypercholesterolemia
Yes (n = 273)
No (n = 905)
High LDL
Yes (n = 265)
No (n = 913)

Table 4: Correlates of metabolic syndrome: final model
(backward elimination logistic regression modeling)

n (%)

Met syndrome
odds ratio
(95%CI)

P

307 (52.2)
202 (34.2)

2.09 (1.65 – 2.65)
Reference

0.000**

341 (66.1)
168 (25.4)

5.73 (4.45 – 7.37)
Reference

0.000**

219 (54.8)
290 (57.0)

2.03 (1.59 – 2.60)
Reference

0.000**

117 (36.6)
392 (45.7)

0.68 (0.52 – 0.89)
Reference

0.004

331 (45.9)
178 (38.9)

1.33 (1.04 – 1.68)
Reference

0.011*

63 (34.8)
391 (44.3)
55 (47.8)

Reference
1.49 (1.06 – 2.08)
1.71 (1.06 – 2.76)

0.021*
0.029*

139 (24.8)
288 (59.9)
82 (59.9)

Reference
4.52 (3.47 – 5.90)
4.51 (3.05 – 6.68)

0.000
0.000

173 (63.4)
336 (37.1)

2.93 (2.21 – 3.87)
Reference

0.000*

129 (48.7)
380 (41.6)

1.33 (1.01 – 1.75)
Reference

0.077

Variables

Low/no fruit intake

Numbers in parenthesis indicate percentages. *P < 0.05. **P < 0.01.
MetS = Metaboic syndrome; BMI = Body mass index; LDL = Low-density
lipoprotein; HDL = High-density lipoprotein; WC = Waist circumference.

Low HDL is very common among Asian Indians and
is corroborated also by various studies across South
Asia. [4,33,43] The high prevalence of low HDL amongst
women in our study can be attributed to a higher
prevalence of central obesity as compared to men, a
significant number of females of postmenopausal age
in the study and in part due to more stringent cut off
criteria for women adopted in the criteria.
We also found that the prevalence of metabolic
syndrome increased with age in both sexes. It is
noteworthy, that 7% of subjects in the age group of
20%–29% years had metabolic syndrome. The higher
prevalence of metabolic syndrome in younger age in
Asian Indians is of particular concern, as it implies
that they will have a more prolonged exposure to
atherosclerotic risk factors associated with metabolic
syndrome.

Adjusted
odds ratios
(OR)
1.608

General obesity

5.058

Age: 45–64 years

4.666

Age: ≥65 years

5.058

Hypercholesterolemia

2.434

Gender – Female

3.104

Socioeconomic status –
Middle
Socioeconomic status – High

1.573
1.946

95% (CI) P value
confidence
intervals
1.17–2.20
0.003
3.78–6.75
0.000
3.42–6.34
0.000
3.78–6.75
0.000
1.73–3.41
0.000
2.29–4.19
0.000
1.02–2.41
0.038
1.03–3.66
0.039

In our study, metabolic syndrome was significantly
more prevalent in among upper socioeconomic classes
compared to lower socioeconomic strata. Accordingly,
socioeconomic status has emerged as an independent
risk predictor for metabolic syndrome in logistic
regression analysis. Similar observations were noted
in persons belonging to middle income groups had
significantly higher prevalence of metabolic syndrome
from a study in urban south India.[44]
In this context, our study presents the most recent
prevalence rates for metabolic syndrome in an urban
population aged 20–80 years from Eastern India. This
study estimated very high prevalence of metabolic
syndrome amongst the urban population in Eastern
India. All the known classical cardiovascular risk
factors were also found to be significant predictors of
metabolic syndrome in the present study. However,
published reports suggest that predictive risk factors
are associated with risk of metabolic syndrome in
different combinations in different populations across
the country.
Strengths of the present study include a large populationbased sample, representative sampling methodology,
and the use of standardized data collection protocols.
The use of population-based sample would provide
greater support for generalizability. The survey had a
very high response rate (98.16%).
Our study limitations are probability of a recall bias
of the self-reported measures for behavioral risk
factors, and possible biases from incomplete data
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due to nonrespondents and missing item response
data. Further, the study is an observational study,
and therefore, no causal inferences can be made.
Longitudinal follow-up studies are important to
identify unmeasured/unknown and known risk factors
and mediators on the causal pathway of cardiometabolic
risk in this ethnically diverse population for a
comprehensive control and prevention of CVD and
T2DM among a wider Asian Indian community sharing
similar lifestyle and culture.
In conclusion, a high prevalence of metabolic syndrome
in this urban populace of Eastern India reinforces the
need for a comprehensive noncommunicable disease
prevention and control program. This is the first
study conducted in one of the poorest states amidst
socioeconomic transition mainly attributed to large scale
industrialization and urbanizations. Cardiometabolic
risk is high in Asian Indians/South Asians, starting at an
early age. Increasing awareness of cluster of risk factors
and how to prevent them comprehensively should be
emphasized in population-wide prevention strategies in
Asian Indians, in particular, and South Asians, in general.

7.

8.

9.

10.

11.

12.

13.

14.
15.

16.
17.

ACKNOWLEDGMENT
1. Dr. K. Revathi Devi, Medical Officer, Sudhir Heart Centre,
2.
3.
4.
5.

Berhampur, Orissa, India.
Ms.Pearline Suganthy,Biostatistician,Christian Medical
College,Vellore,India
Lt.Col (Retd) Dr. M.S. Panda, Senior Medical Officer, Veterans
Health Clinic, Berhampur, Orissa, India.
Dr. U.S. Panigrahi, Professor of Psychiatry, Dr. Ram Manohar
Lohiya Hospital, New Delhi.
Mrs. Mohini Sahu, Child Development Project Officer,
Berhampur, Orissa, India.

18.

19.

20.

21.

REFERENCES
1.

2.
3.

4.

5.

6.

Grundy SM. Metabolic Syndrome: Connecting and Reconciling
Cardiovascular and Diabetes Worlds. J Am Coll Cardiol 2006;47
:1093-100.
Mohan V, Rao GHR. Type 2 Diabetes in South Asains. 1st ed. New
Delhi: South Asian Society on Atherosclerosis and Thrombosis; 2007.
Prasad DS, Kabir Z, Dash AK, Das BC. Abdominal obesity, an
independent cardiovascular risk factor in Indian subcontinent: A
clinico epidemiological evidence summary. J Cardiovasc Dis Res 2011;2:
199-205.
Misra A, Khurana L. The metabolic syndrome in South Asians:
Epidemiology, clinical correlates and possible solutions. International
Diabetes Monitor 2009;21:92-101.
Misra A, Misra R, Wijesuriya M, Banerjee D. The metabolic syndrome
in South Asians: Continuing escalation & possible solutions. Indian J
Med Res 2007;125:345-54.
Prasad DS, Kabir Z, Dash AK, Das BC. Childhood cardiovascular risk
factors in South Asians: A cause of concern for adult cardiovascular
disease epidemic. Ann Pediatr Cardiol 2011;4:166-71.

210

22.

23.
24.

25.
26.

27.

Misra A, Pandey RM, Rama Devi J, Sharma R, Vikram NK, Khanna
N. High prevalence of diabetes, obesity and dyslipidemia in urban
slum population in northern India. Int J Obes Relat Metab Disord
2001; 25:1722-9. Erratum in: Int J Obes Relat Metab Disord.
Misra A, Khurana L. The Metabolic Syndrome in South Asians:
Epidemiology, Determinants, and Prevention. Metab Syndr Relat
Disord 2009;7:497-514.
Prasad DS, Kabir Z, Dash AK, Das BC. Cardiovascular risk factors in
developing countries: A review of clinico-epidemiological evidence.
CVD Prev Control 2010;5:115-23.
Rao GHR, Thanickachalam S. Coronary Artery Disease: Risk
Promoters, Pathophysiology and Prevention. 1st ed. New Delhi: South
Asian Society on Atherosclerosis and Thrombosis; 2005.
Enas EA, Kannan S. How to Beat the Heart Disease Epidemic among
South Asians. 1st ed. Downers Grove, IL: Advanced Heart Lipid Clinic;
2008.
Graham AH, McCarthy MI, Mohan V. The genetics of non insulin
dependent diabetes mellitus in South India. An overview. Ann Med
1992;24:491-7.
Anjana RM, Ali MK, Pradeepa R, Deepa M, Datta M, Unnikrishnan R,
et al. The need for obtaining accurate nationwide estimates of diabetes
prevalence in India-Rationale for a national study on diabetes. Indian
J Med Res 2011;133:369-80.
Shah B, Mathur P. Surveillance of cardiovascular disease risk factors
in India: The need & scope. Indian J Med Res 2010;132:634-42.
Prasad DS, Kabir Z, Dash AK, Das BC. Coronary risk factors in South
Asians: A prevalence study in an urban populace of Eastern India. CVD
Prev Control 2010;5:125-32.
Luepker RV, Evans A, McKeigue P, Reddy KS. Cardiovascular Survey
Methods. 3rd ed. Geneva: World Health Organization; 2004.
Alberti KG, Zimmet PZ. Definition, diagnosis and classification of
diabetes mellitus and its complications. Part 1: Diagnosis and classification
of diabetes mellitus, provisional report of a WHO Consultation. Diabet
Med 1998;15:539- 53.
Expert Panel on Detection, Evaluation, and Treatment of High Blood
Cholesterol in Adults.Executive Summary of the Third Report of the
National Cholesterol Education Program (NCEP) Expert Panel on
Detection, Evaluation, and Treatment of High Blood Cholesterol in
Adults (Adult Treatment Panel III) JAMA.2001:285:2486-97.
Kahn R, Buse J, Ferrannini E, Stern M. The Metabolic Syndrome: Time
for a Critical Appraisal Joint statement from the American Diabetes
Association and the European Association for the Study of Diabetes.
Diabetes Care 2005;28:2289-304.
Backgrounder 1. The IDF consensus worldwide definition of the
Metabolic Syndrome. IDF Communications ed. Brussels, Belgium:
International Diabetes Federation; 2006.
Alberti KG, Eckel RH, Grundy SM, Zimmet PZ, Cleeman JI,
Donato KA et al. Harmonizing the Metabolic Syndrome. Circulation
2009;120:1640-5.
Misra A, Chowbey P, Makkar BM, Vikram NK, Wasir JS, Chadha
D, et al. Consensus Statement for Diagnosis of Obesity, Abdominal
Obesity and the Metabolic Syndrome for Asian Indians and
Recommendations for Physical Activity, Medical and Surgical
Management. JAPI 2009;57:163- 70.
Ethical guidelines for Biomedical Research on Human subjects. 3rd ed.
New Delhi: The Indian Council of Medical research; 2006.
Misra A, Khurana L. Obesity and the Metabolic Syndrome in
Developing Countries. J Clin Endocrinol Metab 2008;93(11_
Supplement_1):s9-30.
Tharkar S, Viswanathan V. Effect of obesity on cardiovascular risk
factors in urban population in South India. Heart Asia 2010;2:145-9.
Vasan SK, Thomas N, Christopher S, Geethanjali FS, Paul TV, Sanjeevi
CB. Anthropometric measurements for the prediction of the metabolic
syndrome: A cross-sectional study on adolescents and young adults
from southern india. Heart Asia 2011;3:2-7.
Ramachandran A, Snehalatha C, Satyavani K, Sivasankari S, Vijay V.
Metabolic syndrome in urban Asian Indian adults-a population study
Journal of Cardiovascular Disease Research Vol. 3 / No 3

Prasad, et al.: Metabolic syndrome in South Asians

28.
29.
30.

31.

32.
33.

34.
35.
36.

using modified ATPIII criteria. Diabetes Res Clin Pract 2003;60:
199-204.
Ravikiran M, Bhansali A, Ravikumar P, Bhansali S, Dutta P, Thakur JS,
et al. Prevalence and risk factors of metabolic syndrome among Asian
Indians:A community survey. Diabetes Res Clin Pract 2010;8:269-73.
Sawant A, Mankeshwar R, Shah S, Raghavan R, Dhongde G, Raje H,
et al. Prevalence of Metabolic Syndrome in Urban India. Cholesterol
2011;2011:920983. doi:10 1155/2011/920983 2011.
Park YW, Zhu S, Palaniappan L, Heshka S, Carnethon MR,
Heymsfield SB. The Metabolic Syndrome: Prevalence and Associated
Risk Factor Findings in the US Population From the Third National
Health and Nutrition Examination Survey, 1988-1994. Arch Intern
Med 2003;163:427-36.
Hydrie MZ, Shera AS, Fawwad A, Basit A, Hussain A. Prevalence
of metabolic syndrome in urban Pakistan (Karachi): comparison of
newly proposed International Diabetes Federation and modified Adult
Treatment Panel III criteria. Metab Syndr Relat Disord 2009;7:119-24.
Mabry RM, Reeves MM, Eakin EG, Owen N. Gender differences in
prevalence of the metabolic syndrome in Gulf Cooperation Council
Countries: a systematic review. Diabet Med 2010;27:593-7.
Khanam MA, Qiu C, Lindeboom W, Streatfield PK, Kabir ZN, Wahlin
A. The Metabolic Syndrome: Prevalence, Associated Factors, and Impact
on Survival among Older Persons in Rural Bangladesh. PLoS ONE
2011;6:e20259.
Jesmin S, Islam R, Islam S, Mia S, Sultana SN, Zaedi S, et al.
Comprehensive assessment of metabolic syndrome among Rural
Bangladeshi Women. BMC Public Health 2012;12:49.
Isles CG, Hole DJ, Hawthorne VM, Lever AF. Relation between
coronary risk and coronary mortality in women of the Renfrew and
Paisley survey: comparison with men. The Lancet 1992;339:702-6.
Tunstall-Pedoe H, Woodward M, Tavendale R, A’Brook R, McCluskey
MK. Comparison of the prediction by 27 different factors of coronary

37.
38.
39.
40.
41.
42.
43.
44.

heart disease and death in men and women of the Scottish Heart Health
Study: Cohort study. BMJ 1997;315:722-9.
Saltiki K, Cimponeriu A, Lili K, Peppa M, Anastasiou E, Alevizaki M.
Severity of coronary artery disease in postmenopausal diabetic women.
Hormones (Athens) 2008;7:148-55.
Ruderman N, Chisholm D, Pi-Sunyer X, Schneider S. The metabolically
obese, normal-weight individual revisited. Diabetes 1998;47:699-713.
Manoria PC, Manoria P, Manoria P. Metabolic obesity: A new
therapeutic target for cardio-metabolic risk reduction. CVD Prev
Control 2010;5:39- 44.
Deurenberg P, Deurenberg-Yap M, Guricci S. Asians are different from
Caucasians and from each other in their body mass index/body fat per
cent relationship. Obes Rev 2002;3:141-6.
Tan CE, Ma S, Wai D, Chew SK, Tai ES. Can We Apply the National
Cholesterol Education Program Adult Treatment Panel Definition of
the Metabolic Syndrome to Asians? Diabetes Care 2004;27:1182-6.
Prasad DS, Das BC. Physical inactivity: A cardiovascular risk factor.
Indian J Med Sci 2009;63:33-42.
Basit A, Shera AS. Prevalence of metabolic syndrome in Pakistan.
Metab Syndr Relat Disord 2008;6:171-5.
Mohan V, Shanthirani S, Deepa R, Premalatha G, Sastry NG,
Saroja R; Chennai Urban Population Study (CUPS No. 4). Intraurban differences in the prevalence of the metabolic syndrome in
southern India - the Chennai Urban Population Study(CUPS no. 4).
Diabetic Med 2001;18:280-7.

How to cite this article: Prasad DS, Kabir Z, Dash AK, Das BC.
Prevalence and risk factors for metabolic syndrome in Asian Indians:
A community study from urban Eastern India. J Cardiovasc Dis Res
2012;3:204-11.
Source of Support: Nil, Conflict of Interest: None declared.

Staying in touch with the journal
1)

Table of Contents (TOC) email alert
Receive an email alert containing the TOC when a new complete issue of the journal is made available online. To register for TOC alerts go to
www.jcdronline.com/signup.asp.

2)

RSS feeds
Really Simple Syndication (RSS) helps you to get alerts on new publication right on your desktop without going to the journal’s website.
You need a software (e.g. RSSReader, Feed Demon, FeedReader, My Yahoo!, NewsGator and NewzCrawler) to get advantage of this tool.
RSS feeds can also be read through FireFox or Microsoft Outlook 2007. Once any of these small (and mostly free) software is installed, add
www.jcdronline.com/rssfeed.asp as one of the feeds.

Journal of Cardiovascular Disease Research Vol. 3 / No 3211

