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Introduction

Coronary artery disease (CAD) is the number one cause of 
death in adults worldwide.[1] The non-modifiable risk factors 
of CAD are advancing age, male gender, family history, and 
race. The modifiable risk factors include smoking or tobacco 
use, excess consumption of alcohol, inadequate fruits and 
vegetable consumption, physical inactivity, hypertension, 
diabetes mellitus, overweight, obesity, dyslipidemia, and 

stress.[2] In comparison with the people in European countries, 
the condition affects Indians at least a decade earlier and in their 
most productive middle age.[3] Furthermore, high prevalence of 
risk factors had been reported from India.[4] The INTERHEART 
study conclusively states the role of behavioural and 
conventional risk factors in the prediction of coronary heart 
disease risk among Indians.[5] Leading cause of death among 
keralites is cardiovascular diseases as by ICMR report 2017.[6] 
Dramatic changes in lifestyle over a period of two decades and 
rapid urbanization have led these growing burdens of coronary 
risk factors.[7]

CAD is found to be the leading cause of mortality for women 
worldwide in both industrialized nations and developing 
economies.[8] The risk factors are found to be highly prevalent 
among women as per the studies conducted in India.[9-12] There 
is a need for detailed studies in younger age group to support the 
need for preventive cardiology at early years of life.[13] Physical 
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inactivity, unhealthy eating habits, and heightened stress 
existed especially among women.[9] Depression, perceived 
stress at home, low locus of control and major stressful life 
events are the psychological factors that put women at risk for 
ischemic heart disease and myocardial infarction. Emotional 
stress is more likely to trigger an acute coronary event in 
women than physical exercise when compared to men.[14]

Statement of the problem
A study was to identify the prevalence of risk factors of CAD 
among women in a community in Kerala, India.

Objective of the study
The objectives of the study are as follows:
1.	 To identify the risk factors of CAD among women
2.	 To determine the association of risk factors of CAD with 

selected demographic variables.

Materials and Methods

Research approach
Quantitative approach was employed.

Research design
Non experimental survey design was employed.

Sample size
The sample size was 102.

Sampling technique
Non-probability, consecutive.

Setting
Two wards of selected Gramapachayath of Ernakulam district, 
Kerala.

Data collection
Data were collected by door-to-door survey from women of 
35 to 55 years of age. Informed consent taken, confidentiality 
and anonymity maintained. The tools were tested, validity 
and reliability were done. The anthropometric measurements 
were done by adopting standard protocols. Unstretchable 
measuring tape was used to measure the height and waist 
circumference (WC). The weight was measured by a calibrated 
digital weighing machine. When the body mass index (BMI) 
is 23.1–24.9 kg/m2

, it is overweight and obese when BMI is 
≥25 kg/m2 and abdominal obesity when WC is ≥80 cm.[15]

The WC of the women was measured without holding their 
breath using the same measuring tape and confirmed that they 
have used light clothing. The measurement was taken at the end 
of expiration. The measurement was made at the approximate 
midpoint between the lower margin of the last palpable rib 
and the top of the iliac crest. The blood pressure (BP) was 
monitored by the standard protocols. The BP was taken from 
the left arm in the sitting position with two measurements 
15 min apart and a third measurement after 24 h. The average 
of the measurements was taken. High BP is when systolic BP 
value ≥120 mm of Hg and diastolic BP ≥80 mm of Hg in two 

consecutive measurements using calibrated equipment.[16] 
They were asked to fast for overnight for the collection of 
blood samples. The blood samples were drawn in the next 
morning (2nd  day) and BP was monitored again. When the 
fasting blood sugar (FBS) level ≥100 mg%,[17] it is elevated. 
When the total cholesterol (TC) level ≥200 mg%, triglycerides 
level ≥150 mg%, low high-density lipoprotein (HDL) ≤40 
mg%, and high low-density lipoprotein (LDL) ≥100 mg%.[18]

A rating scale was used for assessing physical activity and diet 
practices. It is a seven-point scale (daily [7], 5–6 days/week 
[6], 2–4 days/week [5], 1-day week [4], 2–3 days/month [3] 
once in month [2], and not at all [1]) contains 30 items from 
different areas such as diet practices, physical activity, habits, 
sleep, rest and stress reduction measures. Maximum score is 
210 and score above 60% was taken as healthy and 60% and 
below is unhealthy.

The stress was assessed using perceived stress scale-10. It is 
a reliable and standardized questionnaire for assessing stress. 
It consists of 10 closed questions (ratings range from 0 to 4) 
in Likert scale. Each woman is asked to indicate whether she 
experienced the same in the last month and how often she felt. 
Six items are positively stated and four items are negatively 
stated. The total scores can be calculated from the adding 
of all scores which may range from 0 to 40. Scores up to 13 
indicates low or minimal stress, 14–26 is moderate stress, and 
27–40 is severe stress.

Major Findings

Sample characteristics
Majority of the samples of the present study were between 
35 and 39 years of age (35.3%) and most of the participants 
were housewives (55.9%). Among the women, 45.1% were 
educated up to high school level.

Risk factors of CAD
Non-modifiable and behavioral risk factors
The present study reports that 47.1% of women were above 
45 years of age. Family history of CAD was noted among 
34.3% of women. Menopause was attained by 26.5% of 
women both naturally as well as surgically. No one ever used 
oral contraceptive pills (OCP) in the present study. No one in 
the present study smoke or use tobacco but 26.5% of women 
expose to passive smoking either at residence or workplace.

In the present study, unhealthy dietary practices were reported 
among 35.0% of women. Among women studied, 76.5% not 
consume a single fruit and 34.3% not consume a single serving 
of vegetables daily. However, 15% of women consume fried 
foods daily. In this study, physical inactivity was prevalent 
among 72.5% of samples. Moderate or severe stress was 
observed among 75.4% of women in the present study.

Table  1 shows that 63.7% of the women  had  obesity 
(BMI ≥25  kg/m2) and 87.3% had abdominal obesity 
(WC ≥80 cm).
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Table 2 depicts that 19.6% of women had a BP ≥140 mm of Hg 
systolic and 22.5% had ≥90 mm of Hg diastolic. It also shows 
that the FBS level of 37.2% of women was above 100 mg% 
and among that 12.7% had FBS ≥126 mg%.

Table 3 presents that 39.2% of women high total TC and 14.7% 
with low levels of HDL and 67.6% with high LDL levels.

Association of risk factors with socio-demographic variables
Table 4 shows that age is associated statistically with systolic 
BP, TC, and LDL level at P < 0.05 level. Level of education 
is associated statistically with WC (P < 0.01). Occupation is 
associated statistically with physical activity level (P < 0.05).

Discussion

The present study reports that 47.1% of women were above 
45 years of age. Family history of CAD was noted among 34.3% 
of women. In a study conducted by Krishnan et al.[19] in Kerala, 
16.9% of samples reported family history while 30% was reported 
in a study done in Punjab.[20] Menopause was attained by 26.5% 
of women both naturally as well as surgically. The usual age 
of menopause in India is 50–51 years but nowadays, the early 
surgical menopause is increasing. No one ever used OCP in the 
present study. In a study conducted in Kerala, the prevalence of use 
of OCP was 6.9% and majority of the couple either use traditional 
methods or surgical methods as a method of family planning.[21]

No one in the present study smoke or use tobacco but 26.5% 
of women expose to passive smoking either at residence 
or workplace. The findings are similar in almost all studies 
conducted which shows negligible prevalence of smoking 
among women.[4,9,19,22-24] Few reported the use of smokeless 
tobacco.[22,25,26] However, one study conducted in North India 
reported contradictory finding as 55.2 % prevalence of smoking 
seen among women.[27] The public should be educated about 
the hazards of passive smoking and Government should plan 
appropriate policies.

In the present study, unhealthy dietary practices were reported 
among 35.0% of women. Among women studied, 76.5% not 
consume a single fruit and 34.3% not consume a single serving 
of vegetables daily. However, 15% of women consume fried 
foods daily. Very similar findings were observed in several 
studies.[4,9,24-26,28-30] In a study conducted recently in Chennai,[24] 
it is reported 0.04% of prevalence of adequate fruits and 
vegetable intake. Most of these studies did not report separately 
the prevalence of vegetables and fruits intake. One reason for 
such low intake of fruits and vegetables may be due to the lack 
of knowledge, unavailability of fresh fruits and vegetables, 
fear of pesticides in the fruits and vegetables, and high prices 
for this in the market.

In the present study, inadequate physical activity was 
prevalent among 72.5% of samples. This high prevalence of 
physical inactivity was similar to what is reported in many 
studies.[4,9,19,24,25,27-30] Studies done all around the world also give 
almost similar reports.[31-34] Contradictory to the above findings, 
another study done in Kerala among women, moderate activity 

was self-reported by 73.4% of samples.[35] The main reason 
for physical inactivity among women is the fast urbanization 
and availability of labor-saving technologies at home that 
significantly reduces manual work of women and women may 

Table 1: Frequency distribution and percentages of 
women based on categories of BMI and WC (n=102)
Risk factors f %
BMI (kg/m2)

<18.5 2 2.0
18.5–23.0 24 23.5
23.1–24.9 11 10.8
25–29.9 49 48.0
≥30 16 15.7

WC
<80 cm 13 12.7
80–85 cm 7 6.9
>85 cm 82 80.4

BMI: Body mass index, WC: Waist circumference

Table 2: Frequency distribution and percentages of 
women based on categories of systolic BP, diastolic BP, 
and FBS (n=102)
Risk factors f %
Systolic BP (mm of Hg)

<120 37 36.3
120–139 45 44.1
140–159 12 11.8
≥160 8 7.8

Diastolic BP (mm of Hg)
<80 43 42.2
80–89 36 35.3
90–99 20 19.6
≥100 3 2.9

FBS (mg%)
<100 64 62.8
100–125 25 24.5
≥126 13 12.7

BP: Blood pressure, FBS: Fasting blood sugar

Table 3: Frequency distribution and percentages of 
women based on lipid profile (n=102)
Lipid profile f %
Total cholesterol (mg%)

<200 62 60.8
200–239 35 34.3
≥240 5 4.9

Triglycerides (mg%)
<150 73 71.6
150–199 21 20.6
≥200 8 7.8

HDL (mg%)
<40 15 14.7
40–49 34 33.3
50–59 31 30.4
≥60 22 21.6

LDL (mg%)
<100 33 32.4
100–129 39 38.2
130–159 22 21.6
160–189 6 5.9
≥190 2 2.0

HDL: High density lipoprotein, LDL: Low density lipoprotein
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not ready to go out for a walk or join a sports club. The setting 
of the present study was an area where there is high population 
density and limited scope for yard work.

Moderate or severe stress was observed among 75.4% of 
women in the present study. In a study[36] conducted in 
Kerala, it is reported that 23.0% of sample had stress. A study 
conducted in Chennai[37] among housewives reports 69.5% 
stress among housewives of reproductive age group. A study 
done in Pakistan[31] reports 74.5% of stress among females 
and he added that stress is more prevalent among women. The 
women will be more stressed between family and workplace 
and also due to marital discords and conflicts in family.

Majority of the women (63.7%) had obesity (BMI≥25Kg/m2) 
and 87.3% had abdominal obesity (WC ≥80  cm) in the 
present study. In the ICMR study conducted in three states 
and one union territory reports that the overall prevalence of 

generalized obesity (BMI ≥25 kg/m2) was significantly higher 
among women compared to men and it ranged from 38.7% to 
11.5% in various states of India. The prevalence of abdominal 
obesity (WC ≥80 cm) was also similar to generalized obesity.[38] 
This finding shows that the prevalence of obesity is increasing 
every day.

A prevalence of 34.3% of obesity in urban females compared 
to 23.2% in their rural counterparts was observed in a recent 
study conducted in Punjab.[29] A prevalence of 50.7% was 
reported by Jaipur heart watch[4] a study conducted among 
urban middle-class population in India in 2012 and that may 
be underlying reason for high prevalence. A  study done in 
Kerala among rural females reported findings very close to 
the present study as 46.6% of overweight, 15% of obesity and 
92.5% of central obesity.[11] Another study from Kerala as per 
WHO BMI guidelines for Asians, 44.7% of females were obese 
compared to 33% of males and about 51% of women and 35% 
of men had high WC.[39] However, a recent study from Uttar 
Pradesh among rural population reported a low prevalence of 
obesity of 10.7%.[26] This is contradictory to the findings of the 
present study. Another study done among rural, urban-poor, 
and urban-middle-class women the prevalence of overweight/
obesity (BMI ≥25 kg/m2) is 22.5, 45.6, and 57.4% and WC 
(>80 cm) is 28.3, 63.4, and 61.9%, respectively.[10] A study 
conducted in Kerala in 2009 reported prevalence of obesity as 
26% and abdominal obesity as 32%.[9] A recent study done in 
Kerala reported 68.5% of prevalence of obesity.[30]

The situation is similar all around the world. A study among 
Latinas in US also reports high prevalence of overweight/
obesity, 83% of the cohort was overweight or obese 
(BMI ≥25 kg/m2) and 73% had central obesity[40] and another 
study from US also reports that 55% of the participants were 
overweight or obese.[41] Studies from Nepal[33] and Pakistan[31] 
also report same findings. The various available technologies 
even in the rural households of Kerala to simplify the work, lack 
of knowledge and motivation, lack of family, and community 
support to indulge in preventive measures contribute to such 
a high prevalence of obesity in Kerala.

Among the subjects, 19.6% had a BP ≥140 mm of Hg systolic 
and 22.5% had ≥90 mm of Hg diastolic. The studies conducted 
in various places of India show high prevalence of hypertension 
varies from 16% to 32.3%.[9,4,10,42,43] The study conducted in 
US reports that 70% had BPs ≥120/80 mm Hg and 27% had 
BPs ≥140/90 mm Hg.[40] Other countries in the world also 
had similar findings like study in Nepal.[33]

The present study reports the FBS level of 37.2% of women was 
above 100 mg% and among that 12.7% had FBS ≥126 mg%. 
A recent controlled trial conducted by Sathish et al. [30] among 
1007 (47.2% of subjects were women) reports 69% of pre-
diabetes among a group. The studies showed an increasing 
prevalence of diabetes in India from 0.4% to 14.3%.[19,44] 
Several other international studies also report a high prevalence 
of increased blood sugar.[33,40] The present study reports 
39.2% of high total TC and it is similar to a study conducted 

Table 4: Chi-square, degrees of freedom, and P-value 
of sociodemographic variables and risk factors of CAD 
among middle-aged women (n=102)
Sociopersonal 
variable

Risk factors of CAD χ2 df P

Age BMI 1.5 2 0.47
WC 0.576 2 0.75
Systolic BP 8.74 3 0.03* 
Diastolic BP 1.0 3 0.79
FBS 1.3 2 0.52
TC 8.9 2 0.01*
TG 3.5 2 0.17
HDL 0.212 2 0.89
LDL 11.0 4 0.03*
Diet practices 3.5 1 0.06
Physical activity 1.3 1 0.25
Stress 3.5 2 0.18

Education BMI 9.2 4 0.06
WC 16.5 4 0.00**
Systolic BP 11.7 6 0.07
Diastolic BP 5.6 6 0.46
FBS 5.2 4 0.27
TC 1.4 4 0.84
TG 4.2 4 0.38
HDL 8.3 4 0.08
LDL 3.5 8 0.89
Diet practices 1.55 2 0.46
Physical activity 1.5 2 0.48
Stress 2.6 4 0.63

Occupation BMI 7.5 4 0.11
WC 4.1 4 0.38
Systolic BP 7.6 6 0.27
Diastolic BP 5.9 6 0.43
FBS 3.7 4 0.45
TC 2.1 4 0.71
TG 3.1 4 0.54
HDL 3.2 4 0.53
LDL 10.6 8 0.22
Diet practices 0.43 2 0.81
Physical activity 13.1 2 0.001**
Stress 4.2 4 0.38

BMI: Body mass index, WC: Waist circumference, BP: Blood pressure, 
FBS: Fasting blood sugar, TC: Total cholesterol, TG: Triglycerides,  
HDL: High-density lipoprotein, LDL: Low-density lipoprotein  
CAD: Coronary artery disease. *P<0.05 level, **P<0.01
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by ICMR that reported 79% of subjects had any of the lipid 
abnormalities.[45] Studies conducted in Nepal[33] and US[40] 
also reports similar results. In India, a study done in Punjab[42] 
reported 13.5% and study done by Mohan et al.[10] reported 
high TC of 52% and low level of HDL cholesterol of 49% 
among women. Recent study by Sathish et al.[30] reported 
85.4% prevalence of dyslipidemia in Kerala. The present study 
reports that age is significantly associated with systolic BP, 
TC, and LDL at P < 0.05 level of significance. Many studies 
report the same findings.[9] The level of education is associated 
statistically with WC and occupation is associated statistically 
with physical activity level.

Conclusion

The findings revealed that the risk factors are highly prevalent 
in India, especially in Kerala and this may be due to the rapid 
urbanization of the state. The fast transition from rural to urban 
state due to the overall development in the state is dangerous 
on the other side.

Acknowledgment

Special mention to the local administrative body to give 
permission, Teachers and my family.

Funding

Self.

Conflicts of Interest

Nil.

References
1.	 Lopez AD, Mathers CD, Ezzati M, Jamison DT, Murray CJ. Global and 

regional burden of disease and risk factors, 2001: Systematic analysis of 
population health data. Lancet 2006;367:1747-57.

2.	 Park JE, Park K. Text Book of Preventive and Social Medicine. 22nd ed. 
Jabalpur: Banarsidas Bhanot; 2007.

3.	 Joshi P, Islam S, Pais P, Reddy S, Dorairaj P, Kazmi K, et al. Risk 
factors for early myocardial infarction in South Asians compared with 
individuals in other countries. JAMA 2007;297:286-94.

4.	 Gupta R, Sharma KK, Gupta A, Agrawal A, Mohan I, Gupta VP, et al. 
Persistent high prevalence of cardiovascular risk factors in the urban 
middle class in India: Jaipur Heart Watch-5. J Assoc Physicians India 
2012;60:11-6.

5.	 Balarajan R. Ethnic differences in mortality from ischaemic heart 
disease and cerebrovascular disease in England and wales. BMJ 
1991;302:560-4.

6.	 Health of the Nation’s States. The India State-Level Disease Burden 
Initiative ICMr, Phfi. Institute for Health Metrics and Evaluation. 
Disease Burden Trends in the States of India 1990 to 2016. India: Health 
of the Nation’s State; 2017.

7.	 Krishnan MN. Coronary heart disease and risk factors in India-on the 
brink of an epidemic? Indian Heart J 2012;64:364-7.

8.	 Gholizadeh L, Davidson P. More similarities than differences: An 
international comparison of CVD mortality and risk factors in women. 
Health Care Women Int 2008;29:3-22.

9.	 Integrated Disease Surveillance Project (IDSP) Non-communicable 
Disease Risk factor Survey Kerala; 2009. Available from: https://www.
icmr.nic.in/nal/idsp-ncd%20reports/kerala.pdf [Last accessed on 2023 

Dec 12].
10.	 Mohan I, Gupta R, Misra A, Sharma KK, Agrawal A, Vikram NK, 

et al. Disparities in prevalence of cardiometablic risk factors in rural, 
urban-poor, and urban-middle class women in India. PLoS One 
2016;11:e0149437.

11.	 Reena VI, Sreedevi TR. Assessment of overweight and obesity among 
middle aged women-a pilot study. Int J Sci Res 2017;6:70-1.

12.	 Sighu S, Tatla HK. Prevalence of overweight and obesity among adult 
urban females of Punjab: A  cross-sectional study. Anthropologist 
2002;4:101-3.

13.	 Bansal YS, Mandal SP, Kumar S, Setia P. Prevalence of atherosclerotic 
coronary stenosis in asymptomatic North Indian population: A  post-
mortem coronary angiography study. J Clin Diagn Res 2015;9:HC01-4.

14.	 DeVon HA, Noureddine S. 20 things you didn’t know about women and 
heart disease. J Cardiovasc Nurs 2014;29:384-5.

15.	 WHO, IASO, IOTF: The Asia-Pacific Perspective: Redefining Obesity 
and its Treatment. Available from: https://www.idi.org.au/home.htm 
[Last accessed on 2047 May 30].

16.	 Chobanian AV, Bakris GL, Black HR, Cushman WC, Green LA, 
Izzo JL Jr., et al. The seventh report of the joint national committee on 
prevention, detection, evaluation, and treatment of high blood pressure: 
The JNC 7 report. JAMA 2003;289:2560-72.

17.	 American Diabetes Association. Standards of Medical Care in Diabetes. 
Vol. 39. United States: American Diabetes Association; 2016.

18.	 Expert Panel on Detection, Evaluation, and Treatment of High Blood 
Cholesterol in Adults. Executive summary of the third report of the 
national cholesterol education program (NCEP) expert panel on 
detection, evaluation, and treatment of high blood cholesterol in adults 
(adult treatment panel III). JAMA 2001;285:2486-97.

19.	 Krishnan MN, Zachariah G, Venugopal K, Mohanan PP, Harikrishnan S, 
Sanjay G, et al. Prevalence of coronary artery disease and its risk factors 
in Kerala, South India: A community-based cross-sectional study. BMC 
Cardiovasc Disord 2016;16:12.

20.	 Bajaj S, Mahajan V, Grover S, Mahajan A, Mahajan N. Gender based 
differences in risk factor profile and coronary angiography of patients 
presenting with acute myocardial infarction in North Indian population. 
J Clin Diagn Res 2016;10:OC05-7.

21.	 Patel SV, Patel DN, Pandit NB, Patel MV. A Cross sectional study of 
contraceptive uses and unmet need for family planning among rural 
population of Vadodara. Int J Biomed Adv Res 2015;6:765-6.

22.	 Gupta R, Gupta VP, Sarna M. Prevalence of coronary heart disease and 
risk factors in an urban Indian population: Jaipur heart watch-2. Indian 
Heart J 2002;54:59-66.

23.	 Thakur JS, Jeet G, Pal A, Singh S, Singh A, Deepti SS, et al. Profile of 
risk factors for non-communicable diseases in Punjab, Northern India: 
Results of a State-Wide STEPS Survey. PLoS One 2016;11:e0157705.

24.	 Oommen AM, Abraham VJ, George K, Jose VJ. Prevalence of risk 
factors for non-communicable diseases in rural & urban Tamil Nadu. 
Indian J Med Res 2016;144:460-71.

25.	 Kinra S, Bowen LJ, Lyngdoh T, Prabhakaran D, Reddy KS, Ramakrishnan L, 
et al. Sociodemographic patterning of non-communicable disease risk 
factors in rural India: A cross sectional study. BMJ 2010;341:c4974.

26.	 Agarwal D, Mukesh S, Garg A. A  cross-sectional study on non-
communicable diseases risk factors in a rural population of Barabanki 
District, Uttar Pradesh. Ann Community Health 2017;5:5-9.

27.	 Kumar A, Garg S, Gupta HL. A  study of prevalence of risk factors 
for coronary artery diseases in asymptomatic middle aged and elderly 
subjects. Jk Sci 2005;7:61-3.

28.	 Bhagyalaxmi A, Atul T, Shikha J. Prevalence of risk factors of non-
communicable diseases in a District of Gujarat, India. J Health Popul 
Nutr 2013;31:78-85.

29.	 Tripathy JP, Thakur JS, Jeet G, Chawla S, Jain S, Prasad R. Urban 
rural differences in diet, physical activity and obesity in India: Are we 
witnessing the great Indian equalisation? Results from a cross-sectional 
STEPS survey. BMC Public Health 2016;16:816.

30.	 Sathish T, Oldenburg B, Tapp RJ, Shaw JE, Wolfe R, Sajitha B, et al. 
Baseline characteristics of participants in the Kerala diabetes prevention 
program: A cluster randomized controlled trial of lifestyle intervention 
in Asian Indians. Diabet Med 2017;34:647-53.

31.	 Khuwaja AK, Lalani S, Azam IS, Ali BS, Jabbar A, Dhanani R. 



Issac

63Indian Journal of Nursing Sciences  ¦  Volume 8  ¦  Issue 3  ¦  July-September 2023

Cardiovascular disease-related lifestyle factors among people with 
Type  2 diabetes in Pakistan: A  multicentre study for the prevalence, 
clustering, and associated sociodemographic determinants. Cardiol Res 
Pract 2011;2011:656835.

32.	 Hatmi ZN, Tahvildari S, Motlag AC, Sabouri Kashani A. Prevalence of 
coronary artery disease risk factors in Iran: A population based survey. 
BMC Cardiovasc Disord 2007;7:32.

33.	 Kalra S, Narain S, Karki P, Ansari JA, Ranabhat K, Basnet N. Prevalence 
of risk factors for coronary artery disease in the community in Eastern 
Nepal--a pilot study. J Assoc Physicians India 2011;59:300-1.

34.	 Schiller JS, Lucas JW, Ward BW, Peregoy JA. Summary health statistics 
for U.S. adults: National Health Interview Survey, 2010. Vital Health 
Stat 10 2012;252:1-207.

35.	 Mathews E, Pratt M, Jissa VT, Thankappan KR. Self-reported physical 
activity and its correlates among adult women in the expanded part of 
Thiruvananthapuram City, India. Indian J Public Health 2015;59:136-40.

36.	 Sugathan TN, Soman CR, Sankaranarayanan K. Behavioural risk factors 
for non communicable diseases among adults in Kerala, India. Indian J 
Med Res 2008;127:555-63.

37.	 Parameaswari PJ, Ravanan R, Udayshankar V, Kamini B. Determination 
of stress among women by discriminant function analysis in Sub-Urban 
area of South Chennai, India. Sch Acad J Biosci (SAJB) 2015;3:197-201.

38.	 Pradeepa R, Anjana RM, Joshi SR, Bhansali A, Deepa M, Joshi PP, et al. 
Prevalence of generalized and abdominal obesity in urban and rural 
India--the ICMR-INDIAB Study (Phase-I) [ICMR-INDIAB-3]. Indian 
J Med Res 2015;142:139-50.

39.	 Bindhu AS, Thankam K, Jose R, Benny PV, Beevi N, Haran JC. 
Prevalence of obesity and overweight among adults in a rural area in 
Trivandrum-a cross sectional study. Int J Prev Ther Med 2014;2:1-4.

40.	 Altman R, de Ybarra JN, Villablanca AC. Community-based 
cardiovascular disease prevention to reduce cardiometabolic risk 
in Latina women: A  pilot program. J  Womens Health (Larchmt) 
2014;23:350-7.

41.	 Flink LE, Sciacca RR, Bier ML, Rodriguez J, Giardina EG. Women 
at risk for cardiovascular disease lack knowledge of heart attack 
symptoms. Clin Cardiol 2013;36:133-8.

42.	 Pandey RM, Gupta R, Misra A, Misra P, Singh V, Agrawal A, et al. 
Determinants of urban-rural differences in cardiovascular risk factors 
in middle-aged women in India: A cross-sectional study. Int J Cardiol 
2013;163:157-62.

43.	 Sebastian NM, Jesha MM, Haveri SP, Nath AR. Hypertension in Kerala: 
A study of prevalence, control, and knowledge among adults. Int J Med 
Sci Public Health 2016;5:2041-6.

44.	 Gupta R, Misra A, Vikram NK, Kondal D, Gupta SS, Agrawal A, et al. 
Younger age of escalation of cardiovascular risk factors in Asian Indian 
subjects. BMC Cardiovasc Disord 2009;9:28.

45.	 Joshi SR, Anjana RM, Deepa M, Pradeepa R, Bhansali A, Dhandania VK, 
et al. Prevalence of dyslipidemia in urban and rural India: The ICMR-
INDIAB study. PLoS One 2014;9:e96808.

How to cite this article:  Issac R. Prevalence of Risk Factors of Coronary 
Artery Disease among Women. Indian J Nurs Sci 2023;8(3):58-63.


