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ABSTRACT

The objective of the present study was to find out WHR and WC as predictor of Type 2 DM in the population
of Kavre district of Nepal. Sixty-five “known type 2 diabetic” and Thirty-five “self-reported non-diabetic”
subjects above thirty years of age wereincluded in the present study. Height, Weight, Waist Circumference and
Hip Circumference were recorded for every subject. BMI and WHR were calculated by the standard formula.
The data was analyzed using SPSS Evaluation Version 15.0 and STATA Specia Edition Version 8.2. Our
results showed that the optimal cut-off values for WHR, WC. BMI and age in female are 0.87, 0.85cms, 21.40
kg/m? and 40 years respectively and for male the respective values are 0.96, 0.87cms, 23.63 kg/m? and 44
years. In female, age (82.9%) is the strongest predictor followed by WHR (78.1%), WC (70.2%) and least for
BMI (55.0%) whereas for male WC (87.0%) is the strongest followed by WHR (81.6%), BMI (68.5%) and
least for age (64.6%) using Recelver Operating Characteristic (ROC) curves. Optimum sensitivity and specificity
obtained from the ROC curves corresponded to these cutoff values and area under curve for their predictive
ability. The current study showed that the WC and WHR are the best predictors of type 2 DM in both male and

female population of Kavre district.
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INTRODUCTION

Obesity is defined as an excess body fat resulting from
a chronic imbalance between food intake and energy
expenditure. It is arapidly growing health problem in
both developed and devel oping countries .From clinical
point of view, visceral adipose tissue is known to
generate diabetogenic substances’ and may provide more
information than total fat for diagnostic evaluation.
Visceral obesity which is approximated by Waist
Circumference (WC) or Waist-Hip Ratio (WHR) is
typicaly seenin overweight and obese men. It isclosely
linked with insulin resistance, hypertension and
dyslipidaemia, and causally related to increased risk of
type 2 diabetes mellitus (DM) and cardiovascular
disease.®4

The various risk factors for the development of type 2
DM are obesity, ethnicity, sedentary life style, sex, family
history, hypertension and smoking. However there is
now an overwhelming evidence from experimental,
epidemiological and intervention studies that obesity is
amajor risk factor for Type 2 DM among all risk factors.

High Waist Circumference (WC), Waist-Hip Ratio
(WHR), Body MassIndex (BMI) and age arerisk factors
as well as predictors of type 2 DM. The higher risk of

type 2 DM in people with a high WHR and WC has
been attributed to increased viscera fat accumulation.

Among various anthropometric measurements used to
measure the obesity, WC and WHR have been used as
measures of visceral obesity whereas BMI as genera
obesity.® Clinical evidence suggests that WC and WHR
arebetter predictors of obesity andtype2 DM. However,
such studieshave not yet been conducted so far in Nepal.
So this study intends to determine WHR and WC as
predictor of Type 2 DM.

MATERIALS AND METHODS

Selection of subjects: Sixty-five type 2 diabetic and
thirty-five non-diabetic subjects of Kavre district
above thirty years of age attending the Kathmandu
University Teaching Hospital (KUTH) were included
in the study. The diabetic subjects were already
“known type 2 diabetic patients” diagnosed clinically
by specialist. The diagnosis was made by a typical
presentation and course with evidence of possible
diabetic complications (vision problems, retinopathy,
impotence, renal dysfunction, peripheral neuropathy
or frequent infection) along with the laboratory
findings as per American DiabetesAssociation (ADA)
criteria®
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Table-1: Descriptive statistics and t-test of independence for age, BMI, waist circumference and waist hip ratio by gender
and diabetic status

Gender of thesubject |  Diabetic status Mean Standard Deviation N p-vaue
Diabetic 51.7368 11.87931 38 >0.05
Male Non diabetic 45.1333 15.47286 15
Totd 49.8679 13.18659 53
Diabetic 55.2963 1357264 27 |<0.0001
Age of the subject Femae Non diabetic 40.0000 12.61995 20
Totd 48.7872 15.11109 47
Diahetic 53.2154 12.63118 65 |<0.0001
Tota Non diabetic 42.2000 13.93641 35
Totd 49.3600 14.06157 100
Diahetic 24.3195 346042 38 >0.05
Male Non diabetic 22.0741 3.70081 15
Totd 23.6840 3.64012 53
Diahetic 230714 3.37166 27 >0.05
Body Mass Index Female Non diabetic 23.1505 5.20804 20
Totd 23.1051 4.19884 47
Diabetic 23.8011 345330 65 >0.05
Total Non diabetic 22.6892 4.59228 35
Totdl 234119 390334 100
Diabetic 87.1053 11.15200 38 <0.001
Mae Non diabetic 77.5333 5.90238 15
Totdl 84.3962 10.80837 53
Diabetic 82.8889 14.84104 27 >0.05
Waist Circumference Femae Non diabetic 76.9500 11.21782 20
Totd 80.3617 13.61174 47
Diabetic 85.3538 12.87492 65 <0.001
Total Non diabetic 77.2000 9.20614 35
Totd 82.5000 12.31038 100
Diabetic 1.0033 14838 38 |<0.0001
Mae Non diabetic 9033 04469 15
Totd 9750 13517 53
Diahetic 9484 07227 27 <0.01
Waist Hip Ratio Female Non diabetic 8781 05919 20
Totd 9185 07506 47
Diahetic 9805 12487 65 <0.001
Total Non diabetic 8889 05423 35
Totd 9484 11410 100

- Fasting plasmaglucose >= 126mg/dL (7.0 mmol/L)
- Random plasma >= 200mg/dL (11.1 mmol/L)

- Postprandial plasma glucose>=200 mg/dL (11.1
mmol/L)

The laboratory findings were confirmed on repeated
testing on another day. The non-diabetic subjects were
the “salf reported non-diabetic individuals’ without the
classica symptoms and possible complications of DM
whowerethereativesof otherspatientsattending KUTH.
Informed consent was obtained from al study subjects.

Note: Analysis performed using SPSS Evaluation Version 15.0.

Slection of variable: Height, Weight, BMI, WC and
WHR were measured following the standard procedure.

Anthropometric measurements:

Anthropometric measurements were taken with subjects
in light clothing and without shoes. Height and weight
weremeasured using calibrated stadiometer and portable
weighing machine respectively. The height and weight
were recorded to the nearest centimeters and kilograms
respectively. BMI was cal culated by dividing weight (kg)
by square of height (m?).
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Waist and hip circumference were measured with a
nonstretchable plastic tape. Waist circumference was
measured as the minimum horizontal girth between
costal margins and iliac crests at the end of normal
expiration. The waist circumference was recorded
nearest to centimeter. Hip circumference was measured
as the maximum circumference of the buttocks over the
greater trochanters. The hip circumferencewasrecorded
nearest to centimeter. Waist to Hip ratio (WHR) was
calculated as Waist circumference (cm) divided by Hip
circumference (cm).

STATISTICAL ANALYSIS

Data entry and analysis were done using Statistical
Package for Social Sciences (SPSS) Evaluation Version
15.0 and STATA Specia Edition Version 8.2. At firgt,
descriptive statistics (mean and standard deviation) of
thefour predictors of type2 DM, that is, age, BMI, WC
and WHR of the subjects, were computed. Later,
disaggregated analysis of thesefour predicting variables
was carried out for gender and then for diabetic status.
Student’s Independent t-test and its associated p-values
were used to confirm the statistical validity of the
obtained descriptive statistics. After that, Receiver
Operating Characteristic (ROC) curves’ were used to
find and confirm the optimum cut-off values of age,
BMI, WC and WHR associated with the risk of
developing type 2 DM for male as well as female
subjects. Optimum efficiency and Youden's Index® were
also used to find out the optimum cut-off values of the
predicting variablesincluding the sensitivity, specificity,
likelihood ratios and area under curve of each of the
variable under consideration.

RESULTS
The present study is based on the 100 sample subjects:
53 males and 47 females. There were 65 diabetic and

Table-2: Optimal cut-off points for various indicators
related to female characteristics

35 non-diabetic subjects. Table-1 presentsthe descriptive
dtatistics for age, BMI, WC and WHR by gender and
controlled by diabetic status. The reference range

(Yiza*a), which roughly corresponds to

( X + 20 ) for sampleswith morethan 30 subjects, gives

the dispersion of a quantitative variable. It corresponds
to 95% dispersion from the arithmetic mean.

The reference age range for male, female and total
subjectswerefound 49.87 + 26.37, 49.36 + 28.12, 48.79
+ 30.22 and 49.36+28.12 years respectively. After
controlling for diabetic status, reference age for the
diabetic and non-diabetic female subjects was found
55.30+ 27.14 yearsand 40.00 £ 25.24 yearsrespectively
and for diabetic and non-diabetic male subjects it was
found 51.74 £ 23.76 years and 45.13 + 30.94 years
.The reference BMI range for male, female and total
subjects were found 23.68 + 7.2, 23.11 + 8.4 and 23.41
+ 7.8 kg/m? respectively. After controlling for diabetic
status, reference BMI for the diabetic and non-diabetic
female subjectswasfound 23.07 + 6.74 kg/m? and 23.15
+ 10.40 kg/m? respectively and for diabetic and non-
diabetic male subjects it was found 24.32 + 7.0 kg/m?
and 22.07 + 7.4 kg/m?.

The reference WC range for male, female and total
subjects were found 84.40 + 21.62, 80.36 + 27.24 and
82.50 £ 24.62 centimeters (cms) respectively. After
controlling for diabetic status, reference WC for the
diabetic and non-diabetic female subjects was found
82.89 + 29.68 cms and 76.95 + 22.44 cms respectively
and for diabetic and non-diabetic male subjects it was
found 87.11 + 22.30 cms 77.53 + 11.80 cms. The
reference WHR rangefor male, female and total subjects
werefound 0.975 + 0.28, 0.919 + 0.16 and 0.948 + 0.22
respectively. After controlling for diabetic status,

Table-3: Optimal cut-off points for various indicators
related to male characteristics

Associated values Femde Associated values Male
for the optimum WHR | wC | BMI | AGE | [forthe optimum WHR | wC | BMI | AGE
cut-off points: Optimum cut-off point cut-off points: Optimum cut-off point
>=087| >=85 p=2140] >=40 >=096| >=87 | >=2363| >=4
Sengitivity 88.9% | 59.3% | 74.1% | 96.3% Sengitivity 57.9% | 684% | 63.2% | 78.9%
Specificity 55.0% | 80.0% | 50.0% | 60.0% Specificity 93.3% | 93.3% | 73.3% | 60.0%
Efficiency 74.5% | 68.1% | 63.8% | 80.8% Efficiency 67.9% | 75.5% | 66.0% [ 73.6%
LR+ 19753 | 2.963 | 14815 | 24074 LR+ 8.6842 |10.2632 | 2.3684 | 1.9737
LR- 0.202 | 05093 [ 05185 | 0.0617 LR- 04511 | 0.3383 | 0.5024 | 0.3509
Youden index 04389 | 0.3926 | 0.2407 | 0.5630 Youden index 05122 | 0.6175 | 0.3649 | 0.3895
Areaunder curve 0.7815 1 0.7019 | 0.55 [ 0.8296 Areaunder curve 0.8158 | 0.8702 [ 0.6851 | 0.6465
p-vaue (AUC) <0.005| <0.05 [ >005 [ <0.001 p-vaue (AUC) <0.001 [<0.0001 | <0.05 [ >0.05

Note: AUC= Area under curve LR = Likelihood Ratio
Note: Analysis performed using STATA SE V8.2,

Note: AUC= Area under curve LR = Likelihood Ratio
Note: Analysis performed using STATA SE V8.2.
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reference WHR for the diabetic and non-diabetic female
subjects was found 0.948 + 0.14 and 0.878 + 0.08
respectively and for diabetic and non-diabetic male
subjects it was found 1.00 £ 0.30 and 0.903 + 0.08.

Table-2 and 3 show the result obtained from the ROC
curve analysis for WHR, WC, BMI and age of the
subject. It shows the “optimal” cut-off points where
sensitivity, specificity and positivelikelihood ratioswere
maximized. It also presents the corresponding negative
likelihood ratios, efficiency of the diagnostic test and
the Youden's Index. It also shows the area under ROC
curves and associated p-value for underlying
characteristics of the subject.

Table-2 showsthat WHR, WC, BMI and age of thefema e
subjects covered 78.1%, 70.2%, 55.0% and 82.9% areas
under ROC curve respectively with significant p-values
except for the BMI. The risk of developing type 2 DM
for femae subjects increased with the age >= 40 years
(true positive rate= 96.30% and true negative rate=60 %),
WHR>=0.87 (true positive rate= 88.9% and true negative
rate=55.0%) and WC>= 85cms (true positive rate=59.3%
and true negative rate=80.0%). The ROC curvefor femae
isshownin Fig. 1.

Table-3 showsthat WHR, WC, BMI and age of themale
subjects covered 81.6%, 87.0%, 68.5% and 64.6% areas
under ROC curve respectively with significant p-values
except for the age. The risk of developing type 2 DM
for male subjects increased with WC>= 87 cms (true
positive rate =68.4% and true negative rate =93.3%),
WHR>= 0.96 (true positive rate =57.9% and true
negative rate=93.3%) and BMI1>=23.63 kg/m? (true
positive rate= 63.2% and true negative rate=73.3%.The
ROC curve for male subject is shown in Fig. 2.
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Fig. 1. ROC Curve for Female Subjects
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DISCUSSION

Obesity is a grave health problem worldwide because
of itsassociated diseases|ike cardiovascular disease and
type2 DM. Various anthropometric indiceswhich assess
the degree of obesity and its associated diseases are in
practice currently. However, the accuracy among these
indices is still controversial. This study analyzed the
association between obesity assessed by the
anthropometric indices (BMI, WC and WHR) and type
2 DM by examining the predictive ability of theseindices
to identify the risk of type 2 DM in the population of
Kavre district of Nepal.

In the present study, reference age of the diabetic females
(55.30 £ 14.17 years) was found to be higher than the
non-diabetics females (40.00 £ 25.24 years) and the
result was highly significant. Similar trend was also
observed for diabetic males (51.74 + 23.76 years) and
non-diabetic males (45.13 + 30.94 years); however, the
result was not statistically significant. These results
indicate that the risk of developing diabetes is certainly
higher among femal e subjects aged 50 and over but for the
male, diabetic status may be independent with respect to
the variation of age. However, the combined andysis of
both male and femae diabetic subjects showed that the
age over 53 years might be arisk factor for both the sexes.

The reference BMI range of the diabetic females (23.07
+ 6.7 kg/m?) wasfound to belower than the non-diabetics
females (23.15 + 10.4 kg/m?); but, the result was not
statistically significant (p>0.05). The oppositetrend was
observed for diabetic males (24.32 + 7.0 kg/m?) and non-
diabetic males (22.07 + 7.4 kg/m?) and, the result was
again found not statistically significant (p>0.05). These
results indicate that there was no difference in the risk
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Fig. 2. ROC Curve for Male Subjects
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of developing diabetics with BMI for female aswell as
mal e subjects. Even the combined analysis of both male
and female diabetic subjects showed that BMI is
statistically not associated with the risk of developing
type 2 DM for male as well asfemale subjects although
BMI has also been reported as being one of the most
important risk factors for type 2 DM.° This finding was
also corroborated by the study in the western region of
Nepal.’® Thus, BMI, as predictor of type 2 DM, is of
less importance for the Nepalese population.

Clinical evidence suggests that the association of
diabetes with central obesity is stronger that the
association with general fat. Studies using computed
tomography and magnetic resonance imaging have
provided further evidenceto support that central obesity,
visceral adipose tissue, and upper body non visceral fat
are the major contributors to the metabolic
complications.22 In the present study, reference WC
of the diabetic females (82.89 + 29.68 cms) is found to
be higher than the non-diabeticsfemales (76.95 + 22.44
cms) but the result was not statistically significant.
Similar trend was also observed for diabetic males
(87.11 £ 22.30 cms) and non-diabetic males (77.53 +
11.80 cms) and the result was highly statistically
significant. These results indicate that the risk of
developing diabetes is certainly higher among male
subjects with waist circumference 87 cms and above
but it also indicates that the female and diabetic status
may beindependent with respect to the variation of waist
circumference. Nonetheless, it also points out by the
combined analysis of both male and female diabetic
subjects that waist circumference higher than 85 cms
might be the risk factor for both the sexes (p<0.001).

We observed that reference WHR of the diabetic females
(0.948 £ 0.14) is found to be higher than the non-
diabetics females (0.878 £ 0.08) and the result was
highly significant. Similar trend was a so observed for
diabetic males (1.00 + 0.30) and non-diabetic males
(0.903 £ 0.08) and the result was highly statistically
significant. These results indicate that the risk of
developing diabetesis certainly higher among male and
female subjects with WHR more than 1.00 and 0.94
respectively. It also points out by the combined analysis
of both male and female diabetic subjects that waist
circumference higher than 0.98 might be the risk factor
for both the sexes. Based on this anaysis, we found
that Waist Hip Ratio as the best predictor of the risk of
developing type 2 DM among population of Kavre
district of Nepal. Epidemiologic studies have
demonstrated that these three obesity indicators are
strong and consistent predictors of type 2 DM. In our
study BMI was not found as a good predictor as
comapared to WC and WHR. The reason might be the

variation in the ability of these obesity indicators to
predict diabetes by ethnicity, age, and sex.’*" For
example, among Asian populations, central obesity has
been shown to be more consistent predictor of diabetes
than is general obesity,*® while general obesity has been
shown to be a better predictor among white US
populations and Europeans.®2°

For female subjects, area under ROC curve, a measure
of the performance of theindicesin predicting diabetes,*
was found to be highest for age followed by WHR, WC
and least for BMI whereasfor male subjectsit wasfound
to be highest for WC followed by WHR, BMI and least
for age . It again provide the evidence that BMI might
not be a good predictor for determining the risk of
devel oping diabetes among Nepal ese femal e popul ation
whereas age followed by WHR and WC al might be
related to the diabetes in female population. In contrast,
it showed that even the age might not be a good
predicator for determining therisk of developing diabetes
among Nepal ese mal e popul ation whereasWC followed
by WHR and BMI all might be related to the diabetesin
male population. From a statistical perspective, the two
anthropometric measurements BM| and WC yield
similar information with the correlation coefficient
typically about 0.8.2 Severa studies have shown that
W(C is a better predictor of type 2 DM than BMI, but
these findings are inconclusive, 22 while other studies
provide evidence that WHR has a positive effect
independent of BMI.26 Among all the four predictors,
WC and WHR are the two best predictors for type 2
DM in both male and female in the present study since
BMI is found not to be associated with the risk of
developing type 2 DM in female and so for agein male.

As the positive likelihood ratio?” for age is 2.41, it
indicatesthat age equal or above 40 yearswas2.41 times
likely to be found in a female with Type 2 DM than a
non-diabetic female. Youden's Index and the efficiency
for age equal or greater than 40 years were 0.5630 and
80.8% respectively. These values express a combined
estimate of false-negative and false-positive
proportions,® are lower but they are better than other
cut-off values. Thus, we could suggest that age equal or
above 40 yearswould pose arisk for developing Type 2
DM among Nepalese females. Nonetheless, it should
be noted that our sample design allowed subjects equal
or more than 30 years of age only in the study.

In female, as the positive likelihood ratio® for WHR is
1.98, it indicates that WHR equal or above 0.87 was
1.98 times likely to be found in a femae with Type 2
DM than anon-diabetic female. Inmale, itis8.68 which
indicates that WHR equal or above 0.96 was 8.68 times
likely to befound in amalewith Type 2 DM than anon-
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diabetic male. Youden's Index and the efficiency for
WHR equal or greater than 0.87 were 0.4389 and 74.5%
respectively infemalewhereasin malethe corresponding
valuesfor WHR equal or greater than 0.96 were 0.5122
and 67.9% respectively. These values express a
combined estimate of false-negative and false-positive
proportions,?® are lower but they are better than other
cut-off values. Thus, our study showed that WHR equal
or above 0.87 for female and WHR equal or above for
male would pose arisk for developing Type 2 DM. We
observed that there was a dichotomy between the cut-
off value of WHR for female and male subjects. The
WHR cut-off point for female is dightly above than
the one recommended by the WHO for Caucasian®
whereas for female it is less than the value as
recommended by WHO.? The finding of our study also
endorsed that there is variation of cut-off values for
different population and for the population of Kavre
district may be different than as recommended by WHO.

In female, the positive likelihood ratio?” for WC is 2.96
which indicates that WC equal or above 85 cms. was
2.96 times likely to be found in a female with Type 2
DM than a non-diabetic female. As the positive
likelihood ratio® for male is 10.26, it indicates that for
WC equal or above 87 cms. was 10.26 times likely to be
found in a male with Type 2 DM than a non-diabetic
male. Youden's Index and the efficiency for WC equa
or greater than 85 cms. were 0.3926 and 68.1%
respectively in female population whereas for male
population the corresponding values for WC equal or
greater than 87 cms. were 0.6175 and 75.5% respectively.
These values express a combined estimate of false-
negative and false-positive proportions,® are lower but
they are better than other cut-off values. Thus, this study
found that WC equal or above 85 cms in female and
WC equal or above 87 cms in male population would
pose arisk for developing Type 2 DM. The cutoff point
in female is surprisingly high than the value suggested
for asian female population® (WC>= 80). This result
might be because of WC being the ethnic specificity. In
Kavre digtrict the newari ethnic group is more and the
newari female may have higher WC as shown by our
study. Tofacilitate use of WC both intheclinical practice
and in health promation programs the following cut-off
points were described as action levels: at action level 1 (
WC >= 80cm for women and WC>= 94 for men), the
individual has a higher risk of morbidities associated
with obesity and should be advised to stop gaining weight
and to adopt ahealthy life styleand at level 2 ( >=88cm
for women and WC>= 102cm for men): The individual
has a very increased risk of morbidities associated with
obesity and should seek urgent help from a health
professional to lose weight and be assessed for other

risk factor.* The WC cutoff levels for female found in
this study were higher than the value at action level 1
which issimilar to the finding in the study carried out in
the Mexican population® but in contrast to the finding
in the study in the Asian Indian Adults* The showed
that WC cut-off levelsfor Asians not only vary from the
casucasian population but also different Asian
population differ in the level of risk associated with a
particular WC. In contrast to female, the WC cut-off
value in male in our study is less than as mentioned in
action level 1 (WC>=94 cms). Thisisalso similar to the
finding of the study inAsian Indian Adults® (WC> =85
cms). We observed that adults of Nepalese population
have higher type 2 DM risk factors at lower WC than
western populations. Lower WC in adults of asian origin
has al so been al so reported to have higher cardiovascular
risk factors.® It isbeneficial to healthcare to assesswhat
values of WC measurements are associated with the
presence of chronic conditions such as diabetes,
hypertension, or dsydlipidemiain different populations.

As the positive likdlihood ratio? is 2.37, it indicates that
for BMI equal or above 23.63 was 2.37 times likely to be
foundinamalewith Type2 DM than anon-diabeticmale.
Youden'sIndex and the efficiency for BMI equa or greater
than 23.63 were 0.3649 and 66.0% respectively. These
values express acombined estimate of false-negative and
false-positive proportions,® are low but they are better
than other cut-off values. Thus, we can suggest that BMI
equal or above 23.63 kg/m?would pose a risk for
developing Type 2 DM among Nepalese males.

The current study showed that the WC and WHR are
the best predictor of type 2 DM in both male and female
population of Kavre district. The cut-offs values of the
anthropometric indices should be reassessed to predict
the diseases associated with them.

REFERENCE

1. Hubert HB, Feinlelb M, McnanaraM, Castelli W. Obesity as
an independent risk factor for cardiovascular disease: A 26-
year follow-up of participantsin the Framingham Heart Studly.
Circulation 1983; 67: 968-76.

2. DeFronzo RA. Pathogenesis of type 2 diabetes mellitus. Med
Clin North Amer 2004; 88: 787-835.

3. Kahn BB, Flier JS. Obesity and insulin resistance. J Clin
Invest 2000; 106: 473-81.

4. Ginsberg HN. Insulin resistance and cardiovascular disease.
J Clin Invest 2000; 453-8.

5. MolariusA, Seidell JC. Selection of anthropometricindicators
for classification of abdominal fatness- acritical review. Int’|
J Obes Relat Metab Disord 1998; 22: 719-27.

6. American Diabetes Association. Diagnosis and classification
fo diabetes mellitus. Diabetes Care 2004; 25 Suppl 1: 29.

7. Zweig MH, Campbell G. 1993. Receiver Operating
Characteristic (ROC) Plots: A Fundamental Evaluation Tool
in Clinical Medicine. Clinical Chemistry 39: 4, 561-77.

266



A Shah et al

8. Fluss R, Faraggi D, Reiser B. (No date), “Estimation of
Youden Index and itsassociated cut-off point”, retrieved from
http://stat.haifa.ac.il/~reiser/article/flusspaper.pdf on
January 2, 2008.

9. Peliot MC, DespresJP, Lemieux S, et a. Waist circumference
and abdominal sagittal diameter: but simple anthropometric
indexes of abdominal visceral adipose tissue accumulation
and related cardiovascular risk in men and women. Amer J
Cardiol 1994; 73: 460-8.

10. Shah A, Parthasarathi D, Sarkar D, Saha CG. A comparative
study of body massindex in diabetic and non-diabetic subjects
in the Nepalese population.

11. Despres JP, Moorjani S, Lupien PJet al. Regional distribution
of body fat, plasmalopoproteins, and cardiovascular disease.
Arteriosclerosis 1990; 10: 497-511.

12. PeirisAN, Mueller RA, Smith GA et al. Splanchnic insulin
metabolism in obesity. Influence of body fat distribution.
J Clin Invest 1986; 78: 1648-57.

13. Jensen MD. Is viscerd fat involved in the pathogenesis of
the metabolic symdrome ? Human model. Obesity (Silver
Spring) 2006; 14(Suppl): 20S-4S.

14. Resnick HE, Halter JB, VasaniaPet al. Differential effect of
BMI on diabetes risk among black and white Americans.
Diabetes Care 1998; 21:1828-35.

15. Nakagami T, Qiao Q, Carstensen B, et a. Age, body mass
index and type 2 diabetes- associations modified by ethnicity.
Diabetologia 2003; 46: 1063-70.

16. Abate N, Chandalia M. The impact of ethnicity on type 2
diabetes. J Diabetes Complications 2003; 17:39-58.

17. Haffner SM, Mitchell BD, HazudaHPet al. Greater influence
of central distribution of adipose tissue on incidence of non-
insulin-diabetes in women than men. Amer J Clin Nutr
1991; 53: 1312-7.

18. Boyko EJ, Fujimoto WY, Leonetti DL et al. Visceral adiposity
and risk of type 2 diabetes: a prospective study among
Japanese Americans. Diabetes Care 2000; 23: 465-71.

19. Chan JM, Rimm EB, Colditz CA et al. Obesity, fat
distribution, and weight gain as risk factors for clinical
diabetes in men. Diabetes Care 1994; 17: 961-9.

20. Spiegelman D, Israel RG Bouchard C et al. Absolute fat
mass, percent body fat, and body fat distribution: which is
the real determinant of blood pressure and serum glucose?
Amer J Clin Nutr 1992; 55: 1033-44.

21. Sargeant LA, “Predicting Incident Diabetes in Jamaica: The

Role of Anthropometry”, Obesity Research, 2002; 10: 792-8.

22. Ford ES, Mokdad AH, GilesWH. Trendsinwaist circumference
among US adults. Obes Res 2003; 11: 1223-31.

23. Wei M , Gaskill SP, Haffner SM et al. Waist circumference
asthebest predictor of noninsulin dependent diabetesmellitus
as combared to body mass index, waist/hip ratio and other
anthropometric measurementsin Mexican Americans-a7 year
prospective study. Obes Res 1997; 5: 16-23.

24. Janssen |, Katzmarxyk PT, Ross R. Waist circumference and
not body massindex explains obesity-rel ated health risk. Amer
J Clin Nutr 2004; 79: 379-84.

25. Stevens J, Couper D, Pankow J et al. Sensitivity and
specificity of anthropometrics for the prediction of diabetes
in abiracia cohort. Obes Res 2001; 9: 696-705.

26. Ohlson LO, Larsson B, Bjorntorp P et al. Risk factors for
type 2 diabetes mellitus. Thirteen and one-haf years of follow
up of the participantsin astudy of Swedish menbornin 1913.
Diabetologia 1988; 31: 413-23.

27. Choi CKB. “Slopes of a Receiver Operating Characteristics
Curve and Likelihood Ratios for a Diagnostic Test”, Amer J
of Epidemiol 1998; 148: 1127-32.

28. Beck R. “Evaluation of ELISA for detection of Trichinella
antibodiesin musclejuice samples of naturally infected pigs’,
Veterinary Parasitology, 2005; 132: 91-5.

29. World Health Organization. Obesity: Preventing and
managing the global epidemic, Report of a WHO
Consultation. WHO Technical Report Series 894 (3), i-
253.Genevac WHO.

30. World Hedlth Organization. The Asian-Pacific perspective:
redefining obesity. World Health organization: Geneva; 2000.

31. Lean MEJ, Han TS, Morrison CE. Waist circumference as a
measure for indicating need for wel ght management. Brit Med
J 1995; 311: 158-61.

32. Berber A, Gomez-Santos R, Fanghanel G, Sanchez-Reyes L.
Anthropometric indices in the prediction of type 2 diabetes
mellitus, hypertension and dyslipedaemia in a Mexican
population. Int’l J Obes 2001; 25: 1794-9.

33. SnSnehalata C, Viswanathan V, Ramachandran A. Cutoff
values for normal anthropometric variables in Asian Indian
adults. Diabetes Care 2003; 26: 1380-4.

34. Wildman RP, Gu D, Reynolds K, Duan X, He J. Appropriate
body mass index and waist circumference cutoffs for
categorization of overweight and central adiposity among
Chinese adults. Amer J Clin Nutr 2004; 80: 1129-36.

267



