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ABSTRACT 

BACKGROUND 

The risk factors of cardiovascular diseases (CVD) in India are increasing at an alarming rate for the last few decades. Obesity is 

one major risk factor of CVD which start very early in life, hence there is a need to determine prevalence and risk factor of 

obesity among younger age group so as to plan preventive strategies. 

 

MATERIALS AND METHODS 

A cluster sample with cluster size of 50 was taken from 16 schools to cover sample size of 800 with consideration of design 

effect. Socio-demographic, environmental, dietary, and anthropometric and laboratory risk factors were assessed in the studied 

population. 

 

RESULTS 

Obesity was prevalent in 5%, while overweight in 10%. Overweight and obesity was found to be more amongst students having 

educated parents (p<0.05). Strong association was seen amongst tobacco product users with overweight (p=0.000) and obesity 

(p=0.001), secondhand smoke exposures and depression (p<0.05), alcohol consumption, less fruit intake (weekly) (p<0.05), 

frequent animal food product consumer with both overweight (p=0.007) and obesity (p=0.008). Maximum obese (2.0%) 

students were daily consumer of sweet snacks (p=0.030). Overweight and obesity were strongly associated with number of 

meals served per day (p<0.05). Significant mean difference of systolic blood pressure, diastolic blood pressure and waist 

circumference between overweight and non-overweight and obese and non obese was seen. Second hand smoke exposure was 

associated with a statistically significant risk of overweight (OR=3.30, 95% CI = 1.754-6.210, p<0.05). Also hypertension was 

significantly associated with overweight and obesity with (OR=.30, 95% CI = 0.175-0.522, p<0.05) and (OR=0.25, 95% CI = 

0.126-0.513, p<0.05) respectively. 

 

CONCLUSION 

There is a need to reduce the risk factor prevalence of CVD to address the future epidemic of non communicable disease 

amongst this group of population. Different health promotional activities can be implemented with implementation research for 

better evidence generation beginning at an early age. Since students spend most of their time in the school environment, so 

schools should promote positive health behaviour. 
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BACKGROUND 

Obesity doubled in children and tripled in adolescents over 

past 30 years.1 This weight gain tracks forward and worsens 

in young adulthood.2 Heart disease risk increases by 2–4% 

for each year a young adult is obese.3 Dietary patterns 

established early in life carry into adulthood and are strongly 

associated with CHD risk.4 The transition from adolescence 

to young adulthood is considered a high-risk period because 

of declines in diet quality and increases in body weight.5-7 

Risk factors for CVD include traditional (smoking, family 

history of CVD, dyslipidemia, and hypertension), and novel 

(physical inactivity, second-hand smoke exposure, increased 

inflammatory markers or general inflammation, and 

obesity). Both traditional and recently discovered risk factors 

have been found to be associated with endothelial 

dysfunction in children and adults. The increasing 

prevalence of obesity in childhood and adolescence poses an 

ever-widening problem.8 Obese children tend to become 

obese adults.9 Some obese children and adolescents go on 
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to display a characteristic profile of hypertension, low HDL-

cholesterol concentrations, high LDL-cholesterol and 

triacylglycerol concentrations, and insulin resistance 

(metabolic syndrome).10,11 Such a metabolic, or atherogenic, 

profile may create favorable conditions for atherogenic 

cardiovascular disease (CVD), as shown by greater intima-

media thickness in affected obese children.12 Hence, there is 

a need to assess the prevalence of obesity and overweight 

and its risk factors in children in order to decrease the 

burden of CVDs in future. 

 

MATERIALS AND METHODS 

A cluster sample design was adopted. The cluster size was 

taken as 50. The sample size for cluster sample is calculated 

taking 95% confidence coefficient and 5% precision, 

considering a design effect of two where 800 schools going 

adolescent were enrolled from 16 clusters. 

 

Study Design- A school based survey was conducted 

including student of class VIII, IX and X standard. Two stage 

cluster sampling design was used to get a representative 

sample of Assam. Four districts was selected out of 27 

Districts of Assam using computerized random numbers. 

From each District from all enlisted schools 16 schools was 

selected using computerized random numbers assigned for 

each school. From each school selected 17 students was 

enrolled using random number table with the help of 

attendance register. 

 

Step Description Purpose Number 

1 
Gathering social and demographic 

information by questionnaire. 
To obtain core data on: 

 socio-demographic information 
All participants 

n~800 

2 Physical measurements in the school. 

To build on the core data in Step 1 and 
determine: 

 Smoking, tobacco, and alcohol use 
 diet, fat and salt consumption 
 Physical activity. 
 key anthropometric measures 
 Systolic and diastolic blood pressure. 

All participants 
n~800 

3 Taking blood samples. 
To measure prevalence of diabetes, lipid profile, 

serum insulin level. 

Blood sugar for all 
participants n~800 

Other test for n~272 

 

Measurement Tool- Predesigned, pretested schedule was 

used for socio-demographic information. Clinical 

examination was done maintaining privacy and participants 

were allowed to select the degree of privacy. Blood pressure 

measurement was done using OMRON (Digital Automatic 

Blood Pressure Monitor) after 15 mins of sitting, three 

measurements were taken and lowest reading is recorded. 

Height and weight were measured using SECCA scale and 

body mass index was calculated. Waist and hip 

circumferences were measured to the nearest 0.1 cm. 

 

Ethical Consideration- Institutional ethical clearance was 

obtained. All information obtained as well as all related 

medical records stored in the strictest confidence. 

Information to participant was given that they will not be 

identified in any manner in the study records or their identity 

will not be disclosed in any reports or publications. Written 

informed consent was taken from each participant. 

 

Statistical Analysis- Pearson's chi-square test is used to 

see if there is any association between categorical variables. 

Backward Wald Logistic regression was used to estimate the 

odds ratio (OR) and the 95% confidence intervals. Student’s 

t-test for independent samples was used to compare mean 

score. Box plot was used to displaying variation in a set of 

data. Statistical analysis was performed with IBM SPSS 

Statistics version 21 Software. p-value less than or equal to 

0.05 was considered as statistical significance. 

 

RESULTS 

The prevalence of obesity in the studied population was 

5.0% and the prevalence of overweight was 10.0%. 

Significant mean difference of age was seen between 

overweight and non overweight participants as well as same 

mean age difference was found in obese and non-obese 

adolescents. Overweight and obese were more commonly 

seen among those whose mothers and fathers had more 

than tenth standard of schooling (p<0.05 for both) as well 

as in those with middle socioeconomic status (class II & III). 

Out of 800 adolescents only 1.0% obese student’s had the 

history of family members died due to a heart disease/ 

diabetes. Gender and family history of heart disease was not 

found to be associated to overweight and obesity (Table 1). 

 

 

Variables All Total Overweight p value* Obese p value* 

N 800 80 (10.0%)  40 (5.0%)  

Age, mean ± sd 14.63 ± 1.03 14.15 ± 1.11 0.000** 14.20 ± 1.09 0.007* 

Sex 
Male 

Female 

 
313 (39.1%) 
487 (60.9%) 

 
27 (3.4%) 
53 (6.6%) 

 
0.299 

 
13 (1.6%) 
27 (3.4%) 

 
0.387 

Socio Economic Status 
Middle (class II & III) 
Lower (class IV & V) 

 
586 (73.3%) 
214 (26.7%) 

 
73 (9.1%) 
7 (0.9%) 

 
0.000* 

 
36 (4.5%) 
4 (0.5%) 

 
0.014* 

http://www.ajcn.org/cgi/content/full/84/3/490#R4
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Father’s education 
Illiterate 

Up to 10th standard 

More than 10th standard 

 
56 (7.6%) 

437 (59.6%) 

240 (32.7%) 

 
3 (0.4%) 
23 (3.1%) 

48 (6.5%) 

 
0.000* 

 
1 (0.1%) 
11 (1.5%) 

28 (3.8%) 

 
0.000* 

Mother’s education 
Illiterate 

Up to 10th standard 
More than 10th standard 

 
108 (14.2%) 
451 (59.5%) 
199 (26.3%) 

 
4 (0.5%) 
21 (2.8%) 
52 (6.9%) 

 
0.000* 

 
1 (0.1%) 
14 (1.8%) 
25 (3.3%) 

 
0.000* 

Any family members suffers from any heart 
disease(HTN/DM/Angina/MI/Stroke/Others) 

Yes 
No 

 
 

204 (25.5%) 
596 (74.5%) 

 
 

14 (1.8%) 
66 (8.3%) 

 
0.084 

 
 

7 (0.9%) 
33 (4.1%) 

 
0.234 

Any family member die due to a heart 
disease/diabetes 

Yes 
No 

 
 

80 (10.0%) 
720 (90.0%) 

 
 

8 (1.0%) 
72 (9.0%) 

 
1.000 

 
8 (1.0%) 
32 (4.0%) 

 
0.031* 

Table 1. Distribution of Overweight and Obesity Prevalence  
According to Social, Demographic Factors and Past History 

 
*p-value for Pearson’s chi-square test; **p-value for Student’s t-test. 

 

History of tobacco product users was strongly associated with overweight and obese. 1.5% overweight (p=0.000) and 0.6% 

obese (p=0.001) students were current users of tobacco products. Second hand smoke exposures and depression was 

significantly associated with overweight participants (p<0.05). Alcohol consumption had a significant association with overweight 

and obesity. Among 800 participants 0.5% overweight and 0.3% obese students had the habit of alcohol consumption in past 

12 months. However, higher prevalence of physical activity (more than one hour per week) at school was seen among those 

with higher overweight and obese (p<0.05). Smoking was not found to be associated to overweight and obesity. Not any 

significant association was also seen between sitting activity, leisure time spent and psychological factors except depression 

with overweight and obesity (Table 2). 

 

Variables All total Overweight p value* Obese p value* 

History of Tobacco Used 
Never use tobacco product 

Formerly used tobacco product 
Currently uses tobacco product 

 
460 (57.5%) 
75 (9.4%) 

265 (33.1%) 

 
62 (7.8%) 
6 (0.8%) 
12 (1.5%) 

 
0.000* 

 
34 (4.3%) 
1 (0.1%) 
5 (0.6%) 

 
0.001* 

Smoking habit 
Yes 
No 

 
92 (11.5%) 
708 (88.5%) 

 
6 (0.8%) 
74 (9.3%) 

 

0.263 

 
1 (0.1%) 
39 (4.9%) 

 

0.072 

Second hand Smoke Exposure 
Yes 
No 

 
277 (34.6%) 
523 (65.4%) 

 
12 (1.5%) 
68 (8.5%) 

 
0.000* 

 
9 (1.1%) 
31 (3.9%) 

 
0.098 

Consumption of alcohol in the 
past 12 months 

Yes 
No 

 
141 (17.6%) 
659 (82.4%) 

 
4 (0.5%) 
76 (9.5%) 

 
0.002* 

 
2 (0.3%) 
38 (4.8%) 

 
0.032* 

Physical activity per week 
Up to 1 hour 

More than 1 hour 

 
393 (49.1%) 
407 (50.9%) 

 
29 (3.6%) 
51 (6.4%) 

 
0.015* 

 
11 (1.4%) 
29 (3.6%) 

 
0.005* 

Sitting activity /day 
Up to 3 hours 

More than 3 hours 

 
593 (74.1%) 
207 (25.9%) 

 
53 (6.6%) 
27 (3.4%) 

 
0.090 

 
33 (4.1%) 
7 (0.9%) 

 
0.215 

Leisure time activity 
Mainly sedentary 

Mild exercise 

Moderate exercise 
Strenuous exercise 

 
633 (79.1%) 
63 (7.9%) 

48 (6.0%) 
56 (7.0%) 

 
67 (8.4%) 
2 (0.3%) 

7 (0.9%) 
4 (0.5%) 

 

0.163 

 
33 (4.1%) 
2 (0.3%) 

5 (0.6%) 
0 (0.0%) 

 

0.093 

Psychosocial factors 
Level of stress feel 

Little/none 
Moderate or severe 

Feeling of stress in the last 
year 

Never / some periods 

 
 

682 (85.3%) 
118 (14.8%) 

 
 

748 (93.5%) 
52 (6.5%) 

 
 

71 (8.9%) 
9 (1.1%) 

 
 

78 (9.8%) 
2 (0.3%) 

 
 

0.352 
 

 
 

 
0.126 

 
 

34 (4.3%) 
6 (0.8%) 

 
 

38 (4.8%) 
2 (0.3%) 

 
 

0.964 
0.693 
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Several periods of stress or 
permanent stress 

Felling of sad, blue, or 

depressed for 2 weeks or 
more in a row during the past 

12 months 
Yes 
No 

 
 
 

 
 
 

214 (26.8%) 
586 (73.3%) 

 
 
 

 
 
 

14 (1.8%) 
66 (8.3%) 

 
 
 

 
 
 

0.049* 

 
 
 

 
 
 

11 (1.4%) 
29 (3.6%) 

 
 
 

 
 
 

0.912 

Table 2. Distribution of Overweight and Obesity Prevalence according to Psycho behavioral Factors 
 

*p-value for Pearson’s chi-square test. 

 

Majority overweight (4.0%) and obese (2.5%) students were weekly takers of fruits (p<0.05). Strong significant association 

was seen between frequently animal product food item consumer with overweight and obesity. 9.0% overweight 

(p=0.007<0.05) and 4.4% obese (p=0.008) students frequently consume animal products. Maximum obese (2.0%) students 

were the daily consumer of sweet snacks (p=0.030). Overweight and obesity were strongly associated with number of meals 

served per day. 5.0% overweight students had the habit of taking meals ≥ 4 times per day (p<0.05) whereas 2.4% obese 

students take meals 3 times in a day (p<0.05). Fast food intake, vegetable and snacks takers were not statistically significantly 

associated with overweight and obesity (Table 3). 

 

Variables All total Overweight p value* Obese p value* 

Fast food intake 
<3 days/wk. 
>3 days/wk. 

 
221 (27.6%) 
579 (72.4%) 

 
27 (3.4%) 
53 (6.6%) 

 
0.197 

 
12 (1.5%) 
28 (3.5%) 

 
0.730 

Fruits taken in a month 
<1 per month - Never 

Monthly 
Weekly 
Daily 

 
79 (9.9%) 

301 (37.6%) 
338 (42.3%) 
82 (10.3%) 

 
7 (0.9%) 
24 (3.0%) 
32 (4.0%) 
17 (2.1%) 

 
0.007* 

 
3 (0.4%) 
6 (0.8%) 
20 (2.5%) 
11 (1.4%) 

 
0.000* 

Vegetables taken in a month 
<1 per month - Never 

Monthly 
Weekly 
Daily 

 
28 (3.5%) 
21 (2.6%) 

277 (34.6%) 
474 (59.3%) 

 
1 (0.1%) 
1 (0.1%) 
22 (2.8%) 
56 (7.0%) 

 
0.175 

 
1(0.1%) 
3 (0.4%) 
10 (1.3%) 
26 (3.3%) 

 
0.152 

Use of animal product food 
Frequently 

Yes 

No 

 
766 (95.8%) 

34 (4.3%) 

 
72 (9.0%) 

8 (1.0%) 

 
0.007* 

 
35 (4.4%) 

5 (0.6%) 

 
0.008* 

Sweet snacks taken 
<1 per month - Never 

Monthly 
Weekly 
Daily 

 
157 (19.6%) 
196 (24.5%) 
245 (30.6%) 
202 (25.3%) 

 
21 (2.6%) 
18 (2.3%) 
26 (3.3%) 
15 (1.9%) 

 
0.293 

 
5 (0.6%) 
4 (0.5%) 
15 (1.9%) 
16 (2.0%) 

 
0.030* 

Snacks taken 
<1 per month - Never 

Monthly 
Weekly 
Daily 

 
136 (17.0%) 
134 (16.8%) 
313 (39.1%) 
217 (27.1%) 

 
13 (1.6%) 
15 (1.9%) 
27 (3.4%) 
25 (3.1%) 

 
0.693 

 
3 (0.4%) 
9 (1.1%) 
16 (2.0%) 
12 (1.5%) 

 
0.361 

Number of meals served per day 
2 times 
3 times 

4 times and more 

 
38 (5.7%) 

217 (32.8%) 
406 (61.4%) 

 
16 (2.4%) 
31 (4.7%) 
33 (5.0%) 

 
0.000* 

 
9 (1.4%) 
16 (2.4%) 
15 (2.3%) 

 
0.000* 

Table 3. Eating Habits Overweight and Obese Students 
 

*p-value for Pearson’s chi-square test. 

Significant mean difference of systolic blood pressure, diastolic blood pressure and waist circumference between 

overweight and non-overweight and obese and non obese was seen (Table 4). 

 

Variables All Total Overweight p value* Obese p value* 

Systolic blood pressure (mmHg) 
Diastolic blood pressure (mmHg) 

WC (cm) 

117 ± 15 
73 ± 10 
65 ± 13 

128 ± 14 
77 ± 10 
79 ± 8 

0.000* 
0.000* 
0.000* 

128 ± 17 
78 ± 10 
87 ± 12 

0.000* 
0.000* 
0.000* 

Table 4.  Characteristics (Mean ± Standard Deviation) of the Study  
Participants to Obese and Overweight Status 
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*p-value for Student’s t-test. 

Second hand smoke exposure was associated with a statistically significant risk of overweight (OR=3.30, 95% CI = 1.754-

6.210, p<0.05). Also hypertension was significantly associated with overweight and obese with (OR=.30, 95% CI = 0.175-

0.522, p<0.05) and (OR=0.25, 95% CI = 0.126-0.513, p<0.05) respectively. Students who were engaged in physical activity 

for less than an hour per week was 1.79 and 2.66 times respectively more likely to had the risk of overweight and obesity than 

engaged in physical activity more than an hour per week (Table 5). 

 

Variables 
Overweight Obese 

OR (95% CI) p value* OR (95% CI) p value* 

Smoking habit 
Yes 
no 

 
1.62 (0.688-3.859) 

1 

 
0.268 

 
5.17 (0.702-38.11) 

1 

 
0.107 

Second hand smoke 
exposure 

Yes 
No 

 
3.30 (1.754-6.210) 

1 

 
0.000* 

 
1.87 (0.880-3.999) 

1 

 
0.103 

Family history of CVD 
Yes 
No 

 
1.65 (0.959-2.867) 

1 

 
0.070 

 
1.22 (0.601-2.492) 

1 
0.577 

Hypertension 

Yes 
No 

 

0.30 (0.175-0.522) 
1 

 
0.000* 

 

0.25(0.126-0.513) 
1 

 
0.000* 

Physical activity/week 
Up to 1 hour 

More than 1 hour 

 
1.79 (1.114-2.902) 

1 

 
0.016* 

 
2.66 (1.312-5.411) 

1 

 
0.007* 

Fast food intake 
<3 days/wk 
>3 days/wk 

 
0.72 (0.443-1.184) 

1 

 
0.198 

 
0.88 (0.442-1.773) 

1 
0.730 

Table 5. Odds Ratios (OR) with their respective 95.0% Confidence Intervals (CI)  
for the Variables Related to Cardiovascular Risk Factors in Adolescents 

 

 
 Figure 1  Figure 2 

 
Figure 1. Box Plot is used to Compare the mean 

Cholesterol, HDL, LDL and Triglyceride of 
Overweight Students 

Figure 2. Box Plot is used to Compare the Mean 
Cholesterol, HDL, LDL and Triglyceride of Obese 

Students 
 

From box plot (Figure 1) it is seen that mean cholesterol, 

LDL and triglyceride of overweight students were more than 

non-overweight but this result is inverse in case of HDL. Fig 

2 indicates that mean total cholesterol and LDL is more for 

obese students where as mean HDL and Triglyceride is more 

in non-obese students. 

 

DISCUSSION 

Because many CHD risk factors surface in adolescence.13-15 

and track forward to adulthood.16 the AHA’s 2020 Strategic 

Impact Goals along with the National Heart, Lung, and Blood 

Institute’s (NHLBI’s) 2012 Expert Panel on Integrated 

Guidelines for Cardiovascular Health and Risk Reduction in 

Children and Adolescents.17 emphasize primordial 

prevention beginning in childhood and adolescence.18 This 

concept of primordial prevention was introduced by 

Strasser.19 in 1978 and focuses on preventing the 

development of risk factors themselves.18 Dietary 

modifications are central to this approach.18 Poor dietary 

choices negatively affect CHD risk factors in Adolescents. 

Unhealthy diet choices are a major determinant of CHD 

risk.20-22 Recent NHANES data in 4673 adolescents’ ages’ 12–

19 y show an alarmingly high prevalence of adolescents in 

poor and intermediate CHD risk factor categories.
23 

Adherence to the 5 components of the healthy diet score: 

>4.5 cups (0.001 m3) of fruits and vegetables/d, >2 

servings (3.5 oz (99.2 g)) of fish/wk, >3 servings (1 oz (28.4 

g)) of fiber-rich whole grains (>1.1 g of fiber per 10 g of 

carbohydrate)/d, <1500 mg of sodium/d, and <450 kcal 

(1884.1 kJ) from sugar sweetened beverages/wk. Healthy 

diet score was the least prevalent component of ideal 

cardiovascular health.23 Our study also show association 

with less fruit intake, more sweet intake and habit of taking 

more than 4 times meal with overweight and obesity. 

Depression, second hand smoke exposure was 

significantly associated with overweight and obesity. Until 

primordial prevention strategies are successful in avoiding 

risk factor development all together, risk factor screening 

needs to work in tandem with education and management 

for effective disease prevention. Strategies that focus on 
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high-risk individuals are effective in reducing CHD events, 

but population-level strategies are needed to produce wide-

scale risk reductions.18,24 Population-based strategies can be 

applied to the school setting. Although cafeterias can 

contribute to an obesogenic environment on school 

campuses, they also represent an opportunity to influence 

students’ diets for the better by providing nutrition 

information to guide healthy choices.25 To motivate students 

to choose healthier options, schools need to identify healthy 

choices, provide nutrition information, and use point-of-

selection signage.26 This nutrition information may provide 

the stimulus for students to reevaluate and change their 

eating habits.27 Pyramids that displayed energy and nutrient 

content of menu offerings at a cafeteria led 71% of patrons 

to change their lunch selections by choosing meals lower in 

energy and fat.28 Peterson et al29 reported increased 

awareness of healthy foods as the primary reason for 

selecting healthier food choices in adjoining hall intervention 

consisting of signs, table tents, flyers, and benefit-based 

messages. Similar studies havealso found that point-of-

selection nutrition labels in dining halls resulted in better 

food choices and decreased energy intake at meals.30,31 In 

another study, students with the highest nutrition 

knowledge were 12 times more likely to meet dietary 

recommendations compared with those with the lowest 

knowledge.32 Drawing attention to nutrition and health in a 

campus dining hall setting has a positive affect on food 

choices.29 Targeting school going adolescent may have 

lifelong change of behavioural risk factors may be critical to 

prevent disease progression. Increased screening is the first 

step because young adults at risk must first be identified 

before treatment approaches can be initiated. School 

campuses provide an opportunity for population-based 

screening approaches. School students and health 

professionals on campus must first be made aware of the 

need for risk assessment and then risk reduction through 

lifestyle changes. Future research needs to be done to 

identify the most effective and efficient ways of screening 

large numbers of young adults. Screenings embedded into 

course curricula in health courses, as part of wellness 

programs are potential avenues to increase screening rates 

in this age group. Increased screening needs to work in 

conjunction with education to effectively identify and 

manage CHD risk. 

 

CONCLUSION 

Obesity, overweight, unhealthy diet, tobacco and alcohol 

use, stress, depression was found to be prevalent NCD risk 

factors in this population. There is a need to reduce the risk 

factor prevalence of CVD to address the future epidemic of 

non communicable disease amongst this group of 

population. Different health promotional activities can be 

implemented with implementation research for better 

evidence generation beginning at an early age. Since 

students spend most of their time in the school environment, 

so schools should promote positive health behaviour. 

 

 

REFERENCES 

[1] Ogden CL, Carroll MD, Kit BK, Flegal KM. Prevalence of 

obesity and trends in body mass index among US 

children and adolescents, 1999– 2010. JAMA. 

2012;307:483–90. 

[2] Juhola J, Magnussen CG, Viikari JS, Kahonen M, Hutri-

Kahonen N, Jula A, Lehtimaki T, Akerblom HK, 

Pietikainen M, Laitinen T, et al. Tracking of serum lipid 

levels, blood pressure, and body mass index from 

childhood to adulthood: the Cardiovascular Risk in 

Young Finns Study. J Pediatr. 2011;159:584–90. 

[3] Reis JP, Loria CM, Lewis CE, Powell-Wiley TM, Wei GS, 

Carr JJ, Terry JG, Liu K. Association between duration 

of overall and abdominal obesity beginning in young 

adulthood and coronary artery calcification in middle 

age. JAMA. 2013;310:280–8 

[4] Gall SL, Jamrozik K, Blizzard L, Dwyer T, Venn A. 

Healthy lifestyles and cardiovascular risk profiles in 

young Australian adults: the Childhood Determinants of 

Adult Health Study. Eur J Cardiovasc Prev Rehabil. 

2009;16:684–9. 

[5] Gordon-Larsen P, Adair LS, Nelson MC, Popkin BM. Five-

year obesity incidence in the transition period between 

adolescence and adulthood: the National Longitudinal 

Study of Adolescent Health. Am J Clin Nutr. 

2004;80:569–75. 

[6] Gordon-Larsen P, The NS, Adair LS. Longitudinal trends 

in obesity in the United States from adolescence to the 

third decade of life. Obesity (Silver Spring). 

2010;18:1801–4. 

[7] McDade TW, Chyu L, Duncan GJ, Hoyt LT, Doane LD, 

Adam EK. Adolescents’ expectations for the future 

predict health behaviors in early adulthood. Soc Sci 

Med. 2011;73:391–8. 

[8] Ebbeling CA, Pawlak DB, Ludwig DS. Childhood obesity: 

public-health crisis, commonsense cure. Lancet 2002; 

360: 473–82.(Medline) 

[9] Jiang X, Srinivasan SR, Webber LS, et al. Association of 

fasting insulin level with serum lipid and lipoprotein 

levels in children, adolescents, and young adults: the 

Bogalusa Heart Study. Arch Intern Med 1995; 23: 190–

6.(Medline) 

[10] Facchini FS, Hua N, Abbasi F, Reaven GM. Insulin 

resistance as a predictor of age-related diseases. J 

ClinEndocrinolMetab 2001; 86: 3574–

8.(Abstract/Free Full Text) 

[11] Boreham C, Savage JM, Primrose D, et al. Coronary risk 

factors in schoolchildren. Arch Dis Child 1993; 68:182-

186. 

[12] U.S. Department of Health and Human Services. Health, 

United States, 2010. (Cited 2011 Jun 22). Available 

from: http://www.cdc. gov/nchs/data/hus/hus10.pdf. 

[13] National Cholesterol Education Program Expert Panel on 

Detection, Evaluation, and Treatment of High Blood 

Cholesterol in Adults. Third Report of the National 

Cholesterol Education Program (NCEP) Expert 184 Arts 

et al. by guest on June 20, 2017 advances. 

nutrition.org. Downloaded from Panel on Detection, 

http://www.ajcn.org/cgi/external_ref?access_num=12241736&link_type=MED
http://www.ajcn.org/cgi/external_ref?access_num=8844810&link_type=MED
http://www.ajcn.org/cgi/ijlink?linkType=ABST&journalCode=jcem&resid=86/8/3574


Jebmh.com Original Research Article 

 

J. Evid. Based Med. Healthc., pISSN- 2349-2562, eISSN- 2349-2570/ Vol. 4/Issue 63/Aug. 07, 2017 Page 3796 
 
 
 

Evaluation, and Treatment of High Blood Cholesterol in 

Adults (Adult Treatment Panel III): final report. 

Circulation. 2002; 106:3143–421. 

[14] National Heart, Lung, and Blood Institute. The seventh 

report of the Joint National Committee on Prevention, 

Detection, Evaluation, and Treatment of High Blood 

Pressure. Bethesda, MD: NIH; 2004. 

[15] National Center for Health Statistics. Health, United 

States, 2008, with special feature on the health of 

young adults. Hyattsville, MD: USDHHS; 2009. (Cited 

2013 Jun 10). Available from 

http://www.cdc.gov/nchs/data/ hus/hus08.pdf. 2008. 

[16] Camhi SM, Katzmarzyk PT. Tracking of cardiometabolic 

risk factor clustering from childhood to adulthood. Int J 

Pediatr Obes. 2010;5: 122–9. 

[17] National Heart, Lung, and Blood Institute. Expert Panel 

on Integrated Guidelines for Cardiovascular Health and 

Risk Reduction in Children and Adolescents. Bethesda; 

MD: NIH; 2012. Available from 

http://www.nhlbi.nih.gov/guidelines /cvd_ped/peds_ 

guidelines_full.pdf. 2012 

[18] Lloyd-Jones DM, Hong Y, Labarthe D, Mozaffarian D, 

Appel LJ, Van Horn L, Greenlund K, Daniels S, Nichol G, 

Tomaselli GF, et al. Defining and setting national goals 

for cardiovascular health promotion and disease 

reduction: the American Heart Association’s Strategic 

Impact Goal through 2020 and beyond. Circulation. 

2010;121:586–613. 

[19] Strasser T. Reflections on cardiovascular-diseases. 

Interdiscip Sci Rev. 1978;3:225–30. 

[20] Johnson RK, Appel LJ, Brands M, Howard BV, Lefevre 

M, Lustig RH, Sacks F, Steffen LM, Wylie-Rosett J. 

Dietary sugars intake and cardiovascular health: a 

scientific statement from the American Heart 

Association. Circulation. 2009;120:1011–20. 

[21] Hu FB, Manson JE, Willett WC. Types of dietary fat and 

risk of coronary heart disease: a critical review. J Am 

Coll Nutr. 2001;20:5–19. 

[22] Shay CM, Ning H, Daniels SR, Rooks CR, Gidding SS, 

Lloyd-Jones DM. Status of cardiovascular health in US 

adolescents: prevalence estimates from the National 

Health and Nutrition Examination Surveys (NHANES) 

2005–2010. Circulation. 2013;127:1369–76. 

[23] Slining MM, Popkin BM. Trends in intakes and sources 

of solid fats and added sugars among U.S. children and 

adolescents: 1994–2010. Pediatr Obes. 2013;8:307–24. 

[24] Laitinen TT, Pahkala K, Magnussen CG, Viikari JS, 

Oikonen M, Taittonen L, Mikkila V, Jokinen E, Hutri-

Kahonen N, Laitinen T, et al. Ideal cardiovascular health 

in childhood and cardiometabolic outcomes in 

adulthood: the Cardiovascular Risk in Young Finns 

Study. Circulation. 2012;125:1971–8. 

[25] Conklin MT, Cranage DA, Lambert CU. College students’ 

use of point of selection nutrition information. Topics 

Clin Nutr. 2005;20:97–108. 

[26] Byrd-Bredbenner C, Johnson M, Quick VM, Walsh J, 

Greene GW, Hoerr S, Colby SM, Kattelmann KK, Phillips 

BW, Kidd T, et al. Sweet and salty: an assessment of 

the snacks and beverages sold in vending machines on 

US post-secondary institution campuses. Appetite. 

2012; 58:1143–51. 

[27] Turconi G, Bazzano R, Roggi C, Cena H. Helping 

consumers make a more conscious nutritional choice: 

acceptability of nutrition information at a cafeteria. 

Public Health Nutr. 2012;15:792–801. 

[28] Peterson S, Duncan DP, Null DB, Roth SL, Gill L. Positive 

changes in perceptions and selections of healthful foods 

by college students after a short-term point-of-selection 

intervention at a dining hall. J Am Coll Health. 

2010;58:425–31. 

[29] Freedman MR, Connors R. Point-of-purchase nutrition 

information influences food-purchasing behaviors of 

college students: a pilot study (reprinted from American 

Dietetic Association, vol 110, pg 1222– 1226, 2010). J 

Am Diet Assoc. 2011;111:S42–6. 

[30] Driskell JA, Schake MC, Detter HA. Using nutrition 

labeling as a potential tool for changing eating habits of 

university dining hall patrons. J Am Diet Assoc. 

2008;108:2071–6. 114. 

[31] Kresic G, Kendel Jovanovic G, Pavicic Zezel S, Cvijanovic 

O, Ivezic G. The effect of nutrition knowledge on dietary 

intake among Croatian university students. Coll 

Antropol. 2009;33:1047–56. 

[32] Kremers SPJ, Eves FF, Andersen RE. Environmental 

changes to promote physical activity and healthy dietary 

behavior. J Environ Public Health. 2012:1–4. 

 

 

http://www.nhlbi.nih.gov/guidelines%20/cvd_ped/peds_%20guidelines_full.pdf.%202012
http://www.nhlbi.nih.gov/guidelines%20/cvd_ped/peds_%20guidelines_full.pdf.%202012

