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KEYWORDS ABSTRACT
Cardiovascular disease, The present study is an attempt to envisage the various cardiovascular diseases risk factors
hypertension, obesity, among the rural and urban population of West Bengal. A total number of 224 participants

diabetes, rural and urban area | (7#ral — 93; urban -131) aged 20 to 70 years were apparently selected to participate in the
studly. Significant difference (p < 0.05) was observed in physical activity, consumption of
oil, consumption of fruits and overall and central adiposity variables between the rural and
urban participants of both sexes. A significant association of bebavioural risk factors with
CVDs was observed. The age-specific mean difference was statistically significant (p < 0.001)
among the participants. Significant difference was observed between the menopausal and the
non-menopausal women. CVDs, a major public health challenge, require identification and
implementation of proper bealth programmes at the grass root.

Introduction

Cardiovascular diseases are predicted to be the major cause of mortality and morbidity globally
including India by the year 2020. This increase can be explained on the basis of major ongoing socio-
demographic changes in the developing countries. It is a well-known fact that the CVDs are the leading
cause of death in urban population (Ramachandran ez a/. 1997; Ramachandran ez al. 1998). But over
the period of time, CVDs contribute significantly to mortality in rural areas of India as well (Jha ez
al. 2006; Joshi et al. 2006; Kumar ez al. 2012). This evident shift could be possibly due to ongoing
social and economic transition. It is now a well-known fact that atherosclerosis begins in childhood
and progresses in adulthood due to multiple coronary risk factors (Gupta e# 4l. 2009). Diet rich in
salt and saturated fatty acids, physical inactivity, stress and alcohol are known risk factors for CVDs
(Ramachandran ez 4/. 1998). Rapid urbanisation has led to changes in daily activity, diet and lifestyle
leading to NCDs like Diabetes, Cardiovascular Diseases (CVDs), neuropsychiatric disorders etc. Of
the estimated 57 million global deaths in 2008, 36 million were due to NCDs (WHO, 2011). Largest
proportion of NCD deaths have been caused by CVDs (48 %) followed by cancers (21 %). Fifty percent
(50%) of all deaths and sixty two (62) % of the total disease burden can be attributed to NCDs in India
(Patel ez al. 2011). Cardiovascular disease, diabetes mellitus and stroke are the NCDs which have lately
emerged as public health concern (Bhagyalaxmi ez 4/. 2013).

The burden of cardiovascular diseases is assuming to be alarming in developing countries (Adeyi ez
al., 2007). According to the reports of the ICMR (2006), the CVD contribute about 23% and 30%
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of the total mortality in rural and urban population respectively, in India. The National Family Health
Survey-3(2013) results stated that half of the population consumed zero or only one serving of fruit in
a week. On the other hand, vegetables that are consumed are often overcooked in Indian meal, leading
to vital loss of micronutrients (Indian Council of Medical Research, 2009).

Studies all over India revealed the prevalence of cardiovascular risk factors. Reddy ez 4/. (2002) have
shown that higher socio — economic groups have greater prevalence of CHD risk factors than lower
socio-economic groups. Thomas ez al. (2004) have stated that the shorter people had substantially lower
rates of CHD mortality and moderately lower levels of stroke mortality. Valdez ez 4/. (1993) have opined
that the abdominal adiposity was a new indicator for identifying the risk of cardiovascular disease.
Venkatramana ef /. (2002) have shown that BMI and waist circumference had a greater influence on
the CHD risk factors. Rigotti ez al. (2013) have demonstrated that Cigarette smoking was a major risk
factor for cardiovascular disease and leading cause of death worldwide. Exposure of second hand smoke
(SHS) also increased the risk of CVD among non smokers. Hypertension was prevalent in different
ethnic groups inhabiting tribal, rural, and urban areas of Andhra Pradesh (Yadlapalli ez al. 2004).
Epidemiological studies reported increased prevalence of CVD risk factors among individuals with
tobacco consumption, smoking, hypertension, diabetes, obesity and dyslipidemia in India. However,
regional variations have been observed with respect to these factors.

Shah and Afzal (2013) have opined that age was significantly associated with diabetes. Most of the
diabetics were in the age group of S0-60 years. Laxmaiah ez 4/. (2007) have revealed that regular physical
activity was an important factor in reducing prevalence of overweight and obesity. The hypertension
prevalence was higher in people following additional dietary salt intake compared to those who gave
negative history of additional dietary salt consumption. A direct association was found between alcohol
intake and hypertension (Todkar e 4/., 2009). Mohajan et al. (2016) have stated that the prevalence of
metabolic syndrome is higher in urban areas but there is a rapid increase in rural areas as well. Rapid
urbanization, industrialization and globalization are the prime drivers of socioeconomic transition.
This influences the health risk behaviour leading to increasing burden of obesity, hypertension, diabetes
that are the risk factors of CVD in rural and urban areas (Das, 2011). CVDs constitute the leading cause
among NCDs in India (Sharma 2013). Studies conducted in urban and rural settings regarding CVD
risk factors have shown significant differences ( Gupta ez al. 2012).

Studies are scanty and fragmentary on the association of anthropometric measures and body
composition (fat patterning) variables, with the physiological and metabolic risk factors between
the rural and urban participants. Therefore,the present study is an attempt to envisage the various
cardiovascular diseases risk factors among the rural and urban population of West Bengal.

Material and Methods

The present study was an observational cross sectional study. The participants constituted were
individuals belonging to both rural (East Medinipur district) and urban areas (Howrah and North 24
Paraganas) of West Bengal. A a total number of 224 participants were included from both rural (M-34,
F- 59) and urban (M- 49, F-82) areas aged between 20 to 70 years. The participants were apparently
selected to participate in the study using a purposive random sampling method.

The adult males and females who were willing to give their measurements, were considered for
the anthropometric data. Prior consent was sought before taking the anthropometric measurements.
Prior permission and ethical approval were obtained from local community leaders as well as relevant
authorities before commencement of the study. Information on age, gender, behavioural risk factors
were collected on a pre-tested structured schedule following interview method andexamination. Height
and weight measurements were recorded to the nearest 0.1cmand 0.5 kg respectively following the
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standard techniques of Lohman ez a/. (1988).

Care was taken to avoid any possible systematicerrors (instrumental or definition of landmarks)in the
course of recording the anthropometric measurements as outlined by Lohman ez 4/. (1988).Height was
measures to the nearest 0.1 centimetre by using an anthropometric rod by asking the subject to stand
erect looking straight on a levelled surface with heels together and toes apart, without her shoes, with
head oriented in the FH plane. Weight was recorded measured in Kilograms under basal conditions with
participant in bare feet and wearing minimum clothing. Waist circumference (WC) was measured in
centimetre at a point midway between the lower border of the ribs and the highest point of iliac crest using
a non-stretchable flexible tape in horizontal position, with the subject standing erect and looking straight
forward.Hip circumference (HC) was also measured in centimetre by applying the tape at the point
yielding the maximum circumference or the widest part over the buttocks, between the greater trochanter
(top of the thigh bone) and the lower buttock level, with the participant’s legs together. Biceps skin fold
(BSF) was measures by hanging the subject’sarm in a relaxed position at the side and measurements was
taken by pinching the fold running parallel just above a marked point on the midline of the front of the
arm between the elbow and the acromion process. The triceps skinfold (TSF) was measured on the back
of the same arm by pinching the fold slightly above over the triceps muscle, midway between the elbow
and the acromion process of the scapula by keeping the skinfold site in a vertical position. All the skinfold
measurements were taken in mm by using Harpenden skinfold calliper.

Some body composition (fat patterning) variables were being taken from Omron body scanner
machine of model 367. Blood sugar level was measured using one touch ultra-blood glucometer, one
touch ultra-test strips and sterile lancets was being measured. Blood pressure was recorded in the sitting
position after 5 minutes of rest using wrist BP (Omron HEM 7120 BP monitor).

Various anthropometric indices

a. Body mass index (BMI) was calculated in the standard way as:
BMI (kg/m?*) = Weight (kg)/Height* (m?)
b. Waist-hip ratio (WHR) was calculated (WHO 2000) by the formula:
WHR = WC (¢cm)/HC (cm).
c. The following equations of VanlItallie ez 4/.. (1990) were utilized to assess the proportion of
Fat mass (FM), Fat-free mass (FFM) and Fat mass index (FMI):
FM (kg) = (PBF/100) x weight (kg)
FFM (kg) = Weight (kg) — FM (kg)
FMI (kg/m?*) = FM (kg) /Height* (m?)
d. Body Adiposity Index was calculatedaccording to the following equation (Bergman ez 4/.. 2011):
BAI = [HC (m)/Height** (m)] - 18

Statistical analysis:

Descriptive statistics were generated using cross tabulations. Chi-square test was used to examine the
association between categorical variables. Independent t-test was done to assess mean difference with
respect to the anthropometric variables, some body composition (fat patterning) variables, Blood pressure
and Blood sugar level between the rural and urban participants. ANOVA was performed to compare the
association of anthropometric variables with age groups (four age-groups). A significance level of 5 %
(p<0.05) was used for all of the statistical tests. The data was analyzed using SPSS Version 18.0.
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Results

There was no significant difference between the mean age of the rural and urban participants of both
the sexes (Table-1). No significant association was found in the socio-demographic variables (educational
status, occupation status and monthly expenditure) between the rural and urban participants of both the
sexes. Among all the behavioural risk factors, significant difference was observed in alcohol consumption
(p < 0.05) and other substance use (p < 0.05) between the rural and urban male participants. Significant
association was found between physical activity (p<0.05), consumption of oil (p<0.001) on regular
basis e.g. mustard oil and soybean oil and consumption of fruits (p < 0.05) between the rural and urban
participants of both the sexes. No significant association was observed in salt intake.

Height and biceps were significantly differing between the rural and urban participants of both the sexes.
While weight, was significantly differing in the female participants of both rural and urban areas. (Table-2) No
significant association was seen in the rest of the variables e.g. hip and waist circumference, triceps skinfold.

Diastolic blood pressure (DBP) and Pulse rate(PR) of the male participants were significantly differing
among the participants of both the areas (Table-3). But, only blood sugar was found to be significantly
different among the female participants of the rural and urban areas. Other variables like skeletal and
subcutaneous arm, trunk, leg, whole body, systolic blood pressure (SBP) were not found significant.

Fat mass (FM) and fat mass index (FMI) were significantly different (p < 0.05) between the rural
and urban female participants (Table-4). Fat free mass (FFM) and Body Adiposity Index (BAI) were
significantly different (p < 0.05) between the rural and urban male participants. Waist hip ratio (WHR)
was significantly different (p < 0.05)between the rural and urban participants of both the sexes.No
significant association was seen in the rest of the variables.

Table-5 shows that femaleshad ahigher prevalence for all risk factors. Among rural female participants,
there had a higher percentage of hypertension (6.0%). However, in urban area the percentage of
prevalence of hypertension was higher among male participants (2.3%) than female participants. In case
of elevated blood sugar, there had been higher percentage among female participants in both the areas
(34.8% in rural female and 40.6% in urban female). Urban female participants have high PBF (58.2%)
and high BAI(57.9%) than the rural female participants. Significant difference (p < 0.05) was observed
in high BMI, PBF and Visceral fat among the rural and urban male participants.

It was found that the prevalence of all risk factors increased after the age 35 among both the areas
(rural and urban) which was more predominant among the urban participants. Significant difference was
observed in high BMI, PBF and BAI among the rural and urban smokers and high BMI and BAI among
the rural and urban drinker.. Significant difference was found among the participants who were leading an
active and sedentary lifestyle of both the areas with respect to all the risk factors like elevated blood sugar,
high BMI, PBF, BAI and Visceral fat. Participants who were taking salt as regular basis in their diet had
higher percentage of risk factors (p<0.05)than those participants who were not taking salt in their regular

The age - specific mean difference of various anthropometric indices and body composition (fat
patterning) variables and SBP, DBP and Blood sugar of the rural participants is presented in Table 6A.
The age-specific mean difference was observed to be statistically significant with respect to visceral fat
(p<0.001), systolic blood pressure (p<0.001) and blood Sugar (p<0.001). Rest of the variables like
WHR, BMI, BAI, DBP and PBF were not found significant (p>0.05).

The age — specific mean difference of various anthropometric indices and body composition (fat
patterning) variables and SBP, DBP and Blood sugar of the urban participants is presented in Table 6B.
The age-specific mean difference was observed to be statistically significant with respect to waist hip
ratio (WHR) (p < 0.05), systolic blood pressure (SBP) (p<0 .01), diastolic blood pressure (DBP) (p<
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0.05) and Blood Sugar (p< 0.01). Other variables like visceral fat, BMI, BAI and PBF were not found
significant (p>0.05).

Table 7 shows the association between the CV risk factors and the menopausal status of the women.
Significant difference was found in the systolic blood pressure (p <0.05), blood sugar (p < 0.001) and
percent body fat (p < 0.01) between the menopausal and non menopausal women.

Discussion

Cardiovascular Diseases (CVDs) have been a significant public health problem not only for urban
areas but also for rural areas (Joshi ez a/., 2006; Kar et 4/.,2010). Lifestyle related risk factors like diet,
physical inactivity, stress, and alcohol consumption predispose an individual to CVDs(Thomas ez al.,
2006)

The prevalence of alcohol consumption was significantly higher in urban males than in rural males.
Significant difference was observed in high BMI, PBF and BAI among the rural and urban smokers and
high BMI and BAI among the rural and urban drinker.Similar findings were found on consumption of
alcohol in another study from West Bengal (Nag and Ghosh, 2014). In the present study the percentage
of physical activity was significantly higher among the rural participants than urban participants which
are similar with the finding of Sobngwi, 2002. The percentage of fruits’ consumption was significantly
higher among rural participants than urban participants. On the contrary, low fruit intake was more
prevalent from those of the lower socio- economic backgrounds (Roger et. al., 2008). Most of the
rural participants of both the sexes consumed soybean oil. Soybean oil is good for CVD risk factors
because of excessive amount of Omega - 6 (Joseph, 2017).

The prevalence of over-weight and or obesity, hypertension and diabetes mellitus is predominant
among the urban population which is in converse with other studies (Chow ez 4/. 2007; Shah and
Mathur 2010). The prevalence of hypertension observed in present study is lower than the prevalence
reported from rural population of Uttarakand,(30.9%) (Bansal ez 2/. 2012) and Maharashtra (7.2% )
(Todker ez al. 2009) and higher than the rural population of Haryana (4.5%) (Malohtra ez al. 1999).
The present study reported that the prevalence of obesity was more among the females of both areas
than males. This is in consistent with Bhardwaj ez /.,

The association between sociodemographic variables and behavioural risk factors with hypertension
and diabetes mellitus revealed increasing age, sedentary lifestyle, harmful consumption of alcohol and
obesity were the independent risk factors for hypertension while age was the only risk factor observed for
diabetes mellitus although there was a trend of increased risk among people leading sedentary lifestyle,
smokers, alcohol consumption and also salt intake. The association of BMI, age, and high alcohol
consumption with hypertension was also reported in other epidemiological studies (Todker ez a/. 2009;
Bansal er al. 2012;Malohtra et al. 1999). However, its association with tobacco consumption was not
found consistent with other studies ( Todker ez 2/. 2009; Bansal ez al. 2012)

The percentage of hypertension, blood sugar, percent body fat, and visceral fat were higher among
urban participants than rural participants which is similar to the findings of the study in adult Asian
Indians (Das, 2008). The study showed that women participants in both areas had a higher percentage
of hypertension, blood sugar, percent body fat and visceral fat than male participants because of leading
sedentary lifestyle pattern which is in congruence withValdez et. al, 1993. Conversely the prevalence of
CVD risk factors is higher in male than female because of consuming alcohol, tobacco use, and stress
day to day life, compared to females (Nag and Ghosh, 2014).

The urban male participants were consuming excessive amount of tobacco, alcohol than rural male

331



332

Bardhan A., Kanrar P, Pal B., Goswami M. / Antrocom Online Journal of Anthropology, vol. 18, n. 2a (2022) 327-339

participants. The prevalence of CVD risk factors like percent body fat, diabetes, hypertension was
higher among the urban participants which is in accordance with the findings of Rigotti (2013). The
present study reveals that the participants, who were taking additional dietary salt on regular basis
in their diet, had higher percentage of CVD risk factors than those participants who were not taking
additional saltin their regular diet. Similarly,Todkar et. al., 2009 found that hypertension prevalence was
higher in people following additional dietary salt intake compared to those who a gave negative history
of additional dietary salt consumption.

In the present study age was also found to be associated with hypertension, blood sugar, physical
activity and obesity. A study including tribes from nine states reported age to be significantly associated
with hypertension (Laxmaiah ez 4/., 2015). In addition to age, physical inactivity has beenfound to be
associated with hypertension (Wareham ez 4/. 2000). Intervention studies have also shown that increased
physical activity lowers blood pressure (Whelton ez 4/. 2002). The present study is in congruence with
many studies who have also revealed significant association of physical inactivity with hypertension
(Midha et al. 2009; Thankappan ef 4l. 2010; Bhadoria ez /. 2014).A major concern among the Indians
is onset of diabetes at a younger age. Indians get diabetes earlier than their Western counterparts (Mohan
et al. 2007). The present study observed that individuals with age 35 years and above, were at more risk
for elevated blood sugar.

Advancing age was found to be an important factor for higher BMI levels also. Similarly, many studies
have revealed body mass index (BMI) to be associated with increasing age (Laara and Rantakallio, 1996;
Molarius et al. 1999;Lahti-Koski ez al. 2000). A study on males of one of the Naga tribes also reported
increasing age being associated with BMI (Mungreiphy ez a/. 2011).The present study also reported age
to be associated with the high BMI which is in concordance with Laitinen ez al. 2004. According to
WHO,low physical activity has been associated with obesity since physical activity has been observed to
reduce the gains in BMI (Parsons ez al. 2006).

After menopause females have higher prevalence of CVD risk factors than males (Ghosh and Bhagat,
2010). The present study revealed that SBP, blood sugar and PBF were significantly different between
the menopausal and non-menopausal women.

The age-specific mean difference was found to be statistically significant with respect to some variables
among both the rural and the urban populations. The finding of the present study is in correspondence
with Shah and Afzal, 2013 and Negi ez al. 2016 who also reported that age is significantly associated
with diabetes And most of the diabetics were in the age group of 50-60 years ().

Conclusion

CVD:s have been a significant public health problem not only for urban areas but also for rural
areas. The predominant risk factors of the present urban and rural population was reflected by high
prevalence of over-weight and or obesity, hypertension and diabetes mellitus. The prevalence of alcohol
consumption was found to be significantly higher in urban males than the rural males. In the present
study the percentage of physical activity was significantly higher among the rural participants than
urban participants. The association of demographics and behavioural risk factors with hypertension
and diabetes mellitus revealed increasing age, sedentary lifestyle, harmful consumption of alcohol and
obesity were the independent risk factors for hypertension while age was the only risk factor for diabetes
mellitus

The percentage of hypertension, blood sugar, percent body fat, and visceral fat were higher among
urban participants than rural participants. . The age-specific mean difference (ANOVA) was found to be
statistically significant with respect to obesity, hypertension and diabetes mellitus (p<0.05).Significant
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association of some variables was found with ageamongboth the rural and urban participantsThe present
study revealed that SBP, blood sugar and PBF was significantly different among the menopausal and the
non-menopausal women.The menopausal women have higher prevalence of CVD risk factorsPhysical
inactivity, increasing BMI or obesity and harmful alcohol consumptions were the modifiable risk
factors for cardiovascular disease (CVDs). There is an urgent need for launching aggressive intervention
programme and community health education activities for creating awareness about behavioural risk
factors and getting their BP and blood glucose levels measured periodically. There is also a need for
strengthening the primary health care services and evaluate the outcomes of the national NCD risk and
NCD control program. Combating CVDs, a major public health challenge among developing nations,
requires identification of the specific risk factors and implementation of proper health programmes
atthe grass root to exterminate the individual’s predisposition towards CVDs.
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Tables

Table 1: General characteristics of the studied populations

Male Female

Variables p value p value

Rural (%) n =34 |Urban (%) n = 49 Rural (%) n =59 |Urban (%) n =82
nge”
Mean £ sd 43.56114.47 47.161£14.72 NS 39.58+£13.37 40.04£13.51 NS
Educational status
Non literate 1(2.9) 9(15.25) - 5(6.09)
Primary schooling 1(2.9) 2 (4.1) - 3(3.7)
Secondary schooling 14 (41.2) 22 (44.9) - 10 (20.4) 17(20.7) -
Graduation
and above 18 (52.94) 16 (27.11) 39(79.59) 82(69.95)
Occupational status
Skilled and unskilled 3(8.8) 1(2.0) - 1(1.2)
labour
Service 21(61.76) 1(2.0) - 31(63.26) 16(19.51)
Business 6(17.6) - 12(24.5) 1(1.2) -
Only homemaker - 42 (85.7) - 49(59.8)
Others 4(11.8) 5(10.2) 6(12.2) 15(18.3)
Monthly expenditure
<10,000/- 8(23.5) 22 (44.9) 4(8.2) 3(3.7)
10,000-20,000/- 14 (41.2) 17 (34.7) - 16(32.7) 38 (46.3) -
20,000-30,000/- 12(35.3) 7(14.3) 20 (40.8) 32(39.0)
>30,000/- - 3(6.1) 9(18.4) 9(11.0)
Smoking
Smokers 14 (41.17) 20 (40.81) ; 1(1.21) -
Non smokers 19(55.88) 29 (59.18) NS 59 81(98.78)
|Alcohol consumption
Drinker 16 (47.05) 28(57.14) P<0.05 - 1(1.21) -
Abstainer 18 (52.94) 21 (42.85) 59 81(98.78)
'Tobacco consumption
Yes - 4(8.16) - - - -
No 34 45(91.83) 59 82
Others substance use
Yes 10 (29.41) 6(10.20) P<0.05 1(1.69) 2(2.43) NS
No 24(70.58) 43(87.75) 58 (98.30) 80 (97.56)
Physical activity
Active 18 (52.94) 22 (44.89) P<0.05 36(57.62) 18(21.95) | P<0.05
Sedentary 16 (47.05) 27(55.10) 13 (22.03) 64 (78.04)
Food habit
Vegetarian - - - 1(1.69) 5(6.09)
Non vegetarian 34 49 58 (98.30) 77 (93.90) NS
Consumption of oil
Mostly soybean ol 28 (82.35) 15(30.61) | P<0.001 | 44 (74.57) 36(43.90)  [P<0.001
Mostly mustard oil 6(17.64) 34(69.38) 15 (25.42) 46(56.09)
Consumption of fruits
Yes 16 (47.05) 14(28.57) P<0.01 25 (42.37) 17(20.73) | P<0.05
No 18 (52.94) 35 (71.42) 34(57.62) 65 (79.26)
Salt intake
Yes 4(41.17) 18 (36.73) NS 31(52.54) 41(50.0) NS
No 20(58.82) 28(57.14) 26 (44.06) 38 (46.34)

Figures in pﬂrmt/aem are percentages;’t test; NS — Not Sz;gmﬁamt
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Table 2: Descriptive statistics with t-test of the anthropometric variables

Male Female
Variables
Rural n=34 | Urbann=49 | pvalue Rural n =59 Urbann =82 | pvalue
Mean * sd Mean + sd Mean + sd Mean + sd
Height
161.37+7.31 166.5717.04 p<0.01 151.13+5.14 153.40 £ 6.76 p<0.05
Weight 64.33£12.33 69.97£12.43 NS 58.06+£10.59 63.03+12.21 p<0.05
Waist
. 88.51+10.12 89.68+11.69 NS 87.69112.66 89.88+ 12.29 NS
circumference
Hip circumference 96.27 £7.35 96.09+8.36 NS 100.171£9.40 100.51£10.35 NS
Biceps 8.57+6.96 13.06%4.55 p<0.01 10.13 £5.04 14.5 £5.54 p<0.001
Triceps 12.90+7.34 13.75£5.28 NS 18.09+7.57 17.80%5.51 NS

NS- Not Significant

Table3: Descriptive statistics with t-test of body composition

(fat patterning), blood pressure, pulse rate and blood sugar

Male Female
Variables Rural Urban Rural Urban
n=34 n =49 p value n=59 n =82 p value
PBF Mean + sd Mean + sd Mean +sd Mean + sd
26.78+6.49 25.73£5.60 NS 34.72+5.38 35.83%5.55 NS
Visceral fat 10.48t4.74 10.70£5.31 NS 9.2319.04 9.33+5.09 NS
Subcutaneous Fat

Arm 24.87+5.49 24.28+7.14 NS 52.75%£45.01 44.761£10.61 NS

Leg 24.64%5.54 25.31+£7.08 NS 42.20£6.93 41.311£9.17 NS

Trunk 16.30£4.007 17.51%£5.76 NS 26.25+5.43 27.47%£5.56 NS

Whole body 18.28+4.33 19.64%6.69 NS 29.84%5.44 31.29+6.91 NS

Skeletal muscle

Arm 35.30+3.97 34.58+3.98 NS 25.06+4.53 25.13+6.04 NS

Leg 46.05+4.07 43.4317.07 NS 35.64%2.86 34.99+4.46 NS

Trunk 22.32+4.36 23.4814.31 NS 17.65%£2.75 17.57£3.06 NS

Whole body 29.61+4.61 23.48+4.31 NS 23.11+2.49 23.25+3.34 NS

Blood pressure, Pulse rate and Blood sugar

SBP 129.29+15.40 131.08+14.95 NS 122.71+£17.92 | 122.26+15.66 NS

DBP 71.681£9.23 78.47£10.69 p<0.01 74.37+11.44 76.18+11.07 NS

Pulse rate 77.97£9.47 83.18t£14.23 p<0.05 86.95+11.77 85.71+12.13 NS
Blood sugar 131.67+£75.87 119.20+49.40 NS 117.67+67.18 140.48+46.62 p<0.05

NS- Not Significant




338

Bardhan A., Kanrar P, Pal B., Goswami M. / Antrocom Online Journal of Anthropology, vol. 18, n. 2a (2022) 327-339

Table 4: CVD risk factors based on overall and central adiposity variables

Male Female
Variables Rural Urban p value Rural Urban Ppvalue
n =34 n =49 n=59 n =82
Overall Adiposity Variables
BMI 24.771+4.40 2499+ 4.13 NS 25.55+4.45 26.49 = 4.58 NS
™M 17.3£5.58 18.31 £ 6.51 NS 20.48+5.97 23.11£ 6.52 p<0.05
FMI 6.7212.08 6.63 +£2.37 NS 8.96 £ 2.58 9.79+2.63 p<0.05
FFM 47.001£8.73 51.35+7.23 p<0.05 37.59%5.63 91.55+£49.98 NS
BAI 29.36+ 3.91 26.95+ 4.74 p<0.05 84.991£37.50 35.21 £6.00 NS
Central Adiposity Variables
WwWC 88.51+10.12 89.68+11.69 NS 87.69+12.66 89.88+12.29 NS
WHR 5.64 £2.05 11.29+2.53 p<0.05 12.38 + 2.47 19.15%5.19 p<0.05
WHTR 0.54 +£0.06 0.53+0.07 NS 0.58 £0.08 0.58 £0.07 NS
NS- Not Significant
Table 5: Distribution of participants in different categories of lifestyle related risk factors
Male Age Smokers Drinker Tobacco sul())s ttl;z::es Active | Salt intake
Variables | Female | 20-34 Non Abstainer used Used Sedentary | Not intake
0, 0, 0, 0, 0 0, 0,
(%) >35 (%) |smokers (%) (%) Not used (%) Not used (%) (%) (%)
HIN - 1.0 3.1 5.0 6.0 6.2 0.2 33.6**
Rural 6.0 45 - - - - 4.8 12.4
b 2.3 4.0 6.0 3.0 5.0 6.6 0.8 48.9**
Urban 15 5.8 0.8 2.0 22 15 3.1 4.7
Elevated BS
25.0 - 12.5 12.2 16.0 6.3 14.9* 56.3*
Rural 34.8 11.0 3.1 2.0 - - 62.5 31.3
b 29.4 - 17.6 17.6 17.4 5.9 17.6** 52.9*
Urban 40.6 47.0 5.0 5.0 1.0 - 65.2 41.2
HighBMI
34.1* 1.0 37.0* 36.0** 441 8.4 38.6* 50.0**
Rural 65.9 31.0 7.0 8.0 - - 61.4 45.6
b 28.2* 1.0 61.0* 60.0** 52.8 8.2 32.4* 59.2**
Urban 51.8 47.0 10.0 11.0 - 2.9 67.6 38.0
HighPBF
50.9* 1.0 41.0** 18.1 39.4 10.2 36.8* 50.9*
Rural 49.1 44,0 15.0 - 1.0 3.6 63.2 47 .4
b 41.8* 1.0 74.0** 24.6 41.2 17.5 33.0* 59.4*
Urban 58.2 68.0 17.0 12.4 35 4.4 67.0 39.6
HighBAI
Rural 46.9 1.0 50.0* 35.7* 5.8 14.1 422 32.2%
53.1 44 20.3 13.2 - - 57.8 25.0
Urban 42.1 1.0 68.9** 59.6* 10.2 17.6 35.5* 40.8*
57.9 57.0 21.1 15.5 4.3 - 64.5 29.4
HighVF
Rural 50.0* - 26.5 27.0 16.1 26.4 35.3%** 52.9*
50.0 18.0 25.0 7.0 2.6 7.3 441 441
10.1* - 28.4 29.5 20.4 28.4 28.6*** 50.0*
Urban 28.0 31.2 - - 13.4 9.4 71.4 46.4

HTN- Hypertension; BS — Blood Sugar; BMI- Body Mass Index; PBF- Percent Body Fat; BAI- Body Adiposity Index; VF- Visceral Fat;
*<0.05, **p<0.001, **p= highly significant.
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Table 6A: Association of CVD with age groups (ANOVA) Rural area

20 — 34 years 35 — 49 years S0 — 64 years > 65 years
CV risk factors (meanz sd) (meant sd) (meanzt sd) (meanzt sd) F value
n=20 n=31 n=28 n=14
BMI 2476 £ 4.85 26.92 £ 4.68 25.18%13.56 24.10%£2.67 1.40
BAI 125.16+51.81 3426 £5.85 34.73 £ 6.05 35.01 £8.21 0.522
PBF 29.78 £7.05 33.40£5.51 33.03+£7.02 29.10 £ 13.43 1.79
WHR 17.08 £3.93 0.89£.05 0.92 £ 0.05 0.91+0.03 0.533
Visceral fat 7.33+4.63 10.50 + 4.37 10.40 £ 3.70 25.75+£4.78 7.54**
SBP 117.25+12.84 123.78+17.23 134.60+13.55 152.00 £9.93 10.48***
DBP 71.19 £ 11.46 72.60 = 10.69 77.40 = 8.54 72.25 £ 9.32 1.49
Blood sugar 114.78+37.35 129.39£43.42 158.05+83.76 170.75 £ 90.05 7.66**
< 0.001
Table 6B: Association of CVD with age groups (ANOVA) Urban area
20 — 34 years 35 — 49 years 50 — 64 years > 65 years
CV risk factors (meanzt sd) (meant sd) (meanzt sd) (meant sd) F value
n =43 n =44 n=36 n=38
BMI 26.49 £ 5.65 26.17 £ 3.80 25.72 + 3.65 22.47 £2.35 1.94
BAI 32.40+£7.81 32.351£6.17 31.61 £6.89 31.67 £6.08 0.117
PBF 32.01 £8.67 32.43+6.47 31.08 £ 6.89 34.52+£7.78 0.534
WHR 18.99 +5.02 0.89+0.12 13.18 £ 3.11 40.52 £ 22.85 4.31*
Visceral fat 8.56+5.93 10.11 £ 4.36 11.26 £5.27 8.87+3.58 1.93
SBP 120.69+ 13.97 126.00+14.46 126.69+16.85 144.12 £ 17.04 5.56**
DBP 76.39+11.37 79.00+11.50 75.86 £ 10.00 75.00£9.91 2.747*
Blood sugar 105.00£31.77 110.38+31.01 140.02+65.76 134.62 £ 63.98 4.73**
< 0.01; p < 0.05
Table 7: Menopausal Status and Cardio-Vascular risk factors
Menopausal status
Variables Yes No P value
(mean £ sd) (mean * sd)
SBP 126.98 £ 17.67 120.19 £ 15.23 P<0.05
DBP 75.50 = 8.87 75.46 £12.17 NS
Blood sugar 152.45 £ 80.29 114.54 + 38.18 P<0.001
BMI 25.73+£3.23 26.63 £5.02 NS
BAI 36.65+5.21 67.68 £30.51 NS
PBF 37.51 £ 4.69 34.69 £5.45 P<0.01

NS- Not Significant
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