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ABSTRACT 

Introduction: A large percentage of NCDs are preventable through the reduction 

of their main behavioural risk factors. In India, the availability of data on core risk 

factor indicators to monitor the increasing burden of Non Communicable Diseases 

is inadequate. 

Aims and Objectives: To find the prevalence of lifestyle diseases and risk factors 

associated with them. 

Methods: A house to house community based cross-sectional study was carried out 

among rural adults aged 30 years and above in rural area of Jammu from Jan to Jun 

2012. Information on various risk factors like daily physical activities, smoking 

status, alcohol consumption, history of hypertension and diabetes mellitus was 

obtained using pretested questionnaire. Weight and height was also measured using 

standardized instruments. 

Results : Out of total 5346, people aged 30 years and above were 2085(39% of the 

total) with 53.5% males and 46.5% females. Overall 50.1% of the study population 

was found to be suffering from at least one lifestyle disease. Hypertension and 

Diabetes Mellitus together affected 42.5% while other diseases affected 

approximately 8%. Hypertension was equally prevalent in males (33.8%) and 

females (35.0%) while males were twice as diabetics (10.8%) than females (5.8%). 

54.0% were involved in moderate physical activity across all age groups except 60 

years and above. 22.7% were smokers and 23.3% were alcoholics. Obesity and 

overweight (42.2%) was more prevalent among female population. Prevalence of 

smoking among males and females was 39.4% and 3.5% respectively. 

Conclusion: Unless serious action is taken to halt NCD risk factors the burden of 

NCDs will reach levels that are beyond the capacity of all stakeholders to manage. 
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INTRODUCTION 

Lifestyle diseases also known as Non-Communicable 

diseases (NCD’S) like Hypertension, Coronary heart 

disease, Type 2 Diabetes Mellitus etc have emerged as a 

serious threat to health and longevity. These diseases are 

characterized by a triad of less visibility, slow 

progression and under diagnosis. In 2008, of the 57 

million global deaths, 36 million, or 63%, were due to 

NCDs. Deaths from non communicable diseases globally 

are expected to climb to 49.7 million in 2020 and 

increase in their share of the total from 55% in 1990 to 

73% in 2020. As populations age, annual NCD deaths 

are projected to rise worldwide, and the greatest increase 

is expected to be seen in low- and middle-income 

regions.1 A long standing assumption that lifestyle 

diseases  exist  primarily  in  urban  societies is no longer  

 

 

true due to changing lifestyle patterns of people 

including improvements in their purchasing power. 

The increasing burden of Non-Communicable diseases 

in developing countries like India has also been 

attributed to adopting the unhealthy lifestyle. It is said 

that, the possibility of an Indian suffering from a 

lifestyle disease is 4% greater than those from other 

nationalities.2 

A large percentage of NCDs are preventable through the 

reduction of their four main behavioural risk factors: 

tobacco use, physical inactivity, harmful use of alcohol 

and unhealthy diet. Worldwide, approximately 22% of 

heart diseases are believed to be attributable to physical 

inactivity and a further 22% to smoking in industrialized 

countries.3 Approximately 2.3 million die each year from 

the harmful use of alcohol, accounting for about 3.8% of 
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 all deaths in the world. Although hypertension is an 

emerging modern epidemic worldwide, its awareness, 

treatment and control rates are very poor.4 Hypertension, 

diabetes mellitus and obesity together form 24% of the 

global risk for mortality. In India, tobacco-attributable 

mortality is estimated to increase from 1% of total 

mortality in 1990 to 13% by 2020.5 Cardiovascular 

diseases caused 2.3 million deaths in India in the year 

1990; this is projected to double by the year 2020. 

Hypertension is directly responsible for 57% of all 

stroke deaths and 24% of all coronary heart disease 

deaths in India.6 The proportion of people with type 2 

diabetes mellitus and obesity have increased in Asia and 

the rate of increase shows no signs of slowing. Asian 

people tend to develop diabetes at younger ages with a 

lesser degree of obesity, suffer longer with 

complications of diabetes and die sooner as compared to 

Caucasians.7 Today's 24x7 world order leaves little room 

for entertainment, social life, exercise and regular eating 

and sleeping patterns. Only when our body starts 

showing signs of fatigue and inability, we look at our 

daily routine and think how the same impacts our 

personal lives.  

In India, the availability of data on core risk factor 

indicators to monitor the increasing burden of Non 

Communicable Diseases is inadequate.8 Accurate data 

from countries are vital to reverse the global rise in death 

and disability from NCDs. But a substantial proportion 

of countries have little usable mortality data and weak 

surveillance systems and data on NCDs are often not 

integrated into national health information systems. 

Improving country-level surveillance and monitoring 

must be a top priority in the fight against NCDs. In low-

resource settings with limited capacity, viable and 

sustainable systems can be simple and still produce 

valuable data. Three essential components of NCD 

surveillance constitute a framework that all countries 

should establish and strengthen. These components are: 

a) monitoring exposures (risk factors); b) monitoring 

outcomes (morbidity and disease-specific mortality); and 

c) health system responses. There was paucity of 

literature on lifestyle diseases risk factors and 

assessment of their awareness about their diseases in this 

part of the country. Keeping this in mind, the present 

study was conducted in a rural area of Jammu. 

 

MATERIALS &METHODS 

This community based cross-sectional study was 

carriedout among rural adults aged 30 years and above in 

Ranbir Singh Pura area which is field practice area of 

Post Graduate Department of Community Medicine, 

Government Medical College Jammu. The study period 

was from Jan to Jun 2012. 

After obtaining clearance from Institutional Ethics 

Committee a two step random sampling was employed 

to select the study area. Sub-centre Langotian and all the 

six villages falling under this sub-centre were chosen to 

conduct the present study.  

A house to house survey was conducted. In each 

household adults aged ≥30years were interviewed after 

taking consent. Information on various risk factors like 

daily physical activities, smoking status, alcohol 

consumption, history of hypertension and diabetes 

mellitus was obtained. Physical activity was measured 

using International physical Activity Questionnaire, 

modified as per local conditions and classified as Mild, 

Moderate, Vigorous. Households which were found 

locked were revisited and if found locked again were 

excluded from the study. This was followed by general 

physical examination including weight, and height 

measurement. The data thus collected was compiled, 

tabulated and prevalence was presented as percentages. 

Chi-square test was applied to determine the statistical 

significance  using Open-Epi 3.03a. 
   

RESULTS 

Total  population of the study area was 5346 out of 

which population aged 30 years and above was 

2085(39% of the total). Males were 53.5% and females 

were 46.5%, Fig 1. Overall 50.1% of the study 

population was found to be suffering from at least one 

lifestyle disease. Hypertension and Diabetes Mellitus 

together affected 42.5% while other diseases affected 

approximately 8%, Table 1.  

Majority of the people (54.0%) showed their 

involvement in moderate physical activity across all age 

groups except 60 years and above where mild physical 

activity was more common. Majority in all age groups 

had normal BMI while obesity and overweight was most 

prevalent in people aged 60-69 years. 22.7% were 

smokers and 23.3% were alcoholics and as the age 

advanced more people were found to smoke and 

consume alcohol. Bidi smoking was most prevalent 

(63.5%) followed by cigarettes (32.3%). 

Hookah/Chillam smoking was least prevalent (4.2%), 

Fig 3. Hypertension and Diabetes Mellitus was most 

prevalent in 40-49yrs old and 50-59yrs old subjects 

respectively, Table 2 & Fig 2. The statistical significance 

was seen between risk factor and age across all age 

groups. Majority (51.1%) of females were involved in 

mild physical activity whereas males were 

predominantly involved in moderate (60.1%) and 

vigorous (16.1%) physical activity. Obesity and 

overweight (42.2%) was more prevalent among female 

population. Prevalence of smoking among males and 

females was 39.4% and 3.5% respectively. Overall there 

were 23.3% alcoholics which constituted of only males. 

Hypertension was equally prevalent in males (33.8%) 

and females (35.0%) while males were twice as diabetics 

(10.8%) than females (5.8%). Except hypertension all 

other risk factors were significantly associated with sex, 

Table 3. 



Parveen Z et al. Lifestyle diseases and their risk factors 

 

53|P a g e                       Int J Med Res Prof.2016;2(1); 51-56.                                        www.ijmrp.com 

 

 
 

Table 1: Distribution of common lifestyle diseases in the study population 30 years and above. 

 

 

Table 2: Age group and risk factor wise distribution of study population. 

 

Risk Factor Percent prevalence of risk factors in various age groups P value 

30-39 40-49 50-59 60-69 ≥70 Overall 

Physical 

activity 

Mild 35.4 22.7 36.3 52.7 77.9 36.6 <0.01 

Moderate 51.3 68.7 56.6 42.9 22.1 54.0 

Vigorous 13.3 08.6 07.1 04.4 00.0 09.4 

BMI Normal(BMI <25)              83.8 64.7 62.3 41.2 63.4 70.2 <0.001 

Overweight (BMI 25-

29.99) 

12.7 25.9 23.7 38.5 16.8 20.5 

Obese  

(BMI ≥30 

03.5 09.4 14.0 20.3 19.8 09.3 

Smoker 17.3 25.6 19.4 48.9 20.6 22.7 <0.001 

Alcoholic 16.4 23.8 29.2 41.7 25.1 23.3 <0.001 

Hypertensives* 22.5 53.6 27.8 46.1 39.6 34.4 <0.001 

Diabetics (T2DM)* 01.1 11.6 18.5 12.6 06.1 08.1 <0.001 

*as a risk factor for non-communicable diseases 
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Fig 1. Age and Sex wise distribution of study population

Males=1116 (53.5%)

Females=969 (46.5%)

Lifestyle Diseases No. of cases Population 30 

years & above 

Prevalence % 

Hypertension 718  

 

2085 

34.4 

Diabetes Mellitus 170 8.1 

COPD 67 3.3 

CHD 64 3.1 

Stroke 07 0.3 

Mental Illness   

(Depression, 

Schizophrenia Etc.) 

07 0.3 

Cancers                        

(Lung, Liver, Breast Etc.) 

12 0.6 

Total  1045 2085 50.1 
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Table 3: Sex wise prevalence of risk factors in study population. 

 

Risk Factor Prevalence of risk factors in 

different genders 

P value 

Males Females 

Physical 

activity 

Mild 23.8 51.1 <0.01 

Moderate 60.1 47.0 

Vigorous 16.1 01.8 

BMI Normal                (BMI 

<25)              

81.0 57.8 <0.01 

Overweight (BMI 25-

29.99) 

14.9 26.9 

Obese (BMI ≥30) 04.1 15.3 

Smoker 39.4 03.5 <0.001 

Alcoholic 43.5 00.0 <0.001 

Hypertensives* 33.8 35.0 0.27 

Diabetics (T2DM)* 05.8 10.8 <0.001 
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Fig 2: Age wise prevalence of risk factors.

Smoker
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Fig 3: Different types of smoking  

Cigarette

Bidi

Hookah



Parveen Z et al. Lifestyle diseases and their risk factors 

 

55|P a g e                       Int J Med Res Prof.2016;2(1); 51-56.                                        www.ijmrp.com 

DISCUSSION 

Life-style diseases, also called as “diseases of 

civilization”, characterize those diseases whose 

occurrence is primarily based on daily habits of people 

and are a result of inappropriate relationship of people 

with their environment. Onset of these diseases is 

insidious, take years to develop and once developed are 

difficult to cure.  

In the present study, overall prevalence of life-style 

diseases was found to be 50.1%, of which hypertension 

accounted for maximum (34.4%) followed by Diabetes 

Mellitus (8.1%). These findings are in accordance with 

Ananya Laskar et al9 findings in which they reported 

prevalence of hypertension as 36.9% and Diabetes 

10.53% in Delhi with sample size of 619. This study also 

highlighted a high prevalence of risk factors for chronic 

diseases and poor health seeking behavior despite 

accessibility and affordability to all levels of health care. 

Present study is in contrast to a study done by Midha T 

et al10 conducted in randomly selected areas of urban and 

rural parts of Lucknow in which prevalence of 

hypertension was 14.5% out of which 9.2% had co-

existing diabetes mellitus. In a study by Bansal SK et 

al11 in rural areas of Uttarakhand, reported hypertension 

in 30.9% males and 27.8% females and concluded that 

rates of hypertension in rural community are similar to 

those seen in urban areas which proves that the rural 

urban gap is exponentially decreasing. Avadaiammal 

Vimala et al12 reported overall prevalence of  

hypertension as 47%, with equal distribution in males 

and females. 

In present study Diabetes mellitus affected females twice 

(10.8%) as compared to males (5.8%). This is similar to 

findings of Schipf S et al13 in which prevalence of 

diabetes mellitus was 8.6%, however higher prevalence 

was seen in men (9.7%) than in women (7.6%).  In 

another study comparing prevalence of  Diabetes 

Mellitus in rural and urban population by Sadikot SM et 

al14 the standardized prevalence rates in India, Urban and 

Rural population was 4.3, 5.9 and 2.7 % respectively. 

Myriad of risk factors, known as well as unknown, are 

responsible for the causation of NCD’s and suppressing 

their emergence at the primordial level can bring about a 

drastic change in NCD profile across globe. These risk 

factors once thought to be restricted to richer populace 

are now rapidly invading the poorer section of the world.  

People living in rural areas owing to their predominant 

involvement in agrarian occupation are more likely to be 

active and hence are at lesser risk of habiting risk factors 

like reduced physical activity and obesity. Bull FC et al15 

identified physical inactivity as the 4th leading risk factor 

for non-communicable diseases, preceded only by 

tobacco use, hypertension and high blood glucose levels. 

The present study population was mainly involved in 

moderate physical activity.  

 

 

Obesity which is increasing at an alarming rate is mainly 

influenced by two critical factors dietary patterns and 

levels of physical activity. In the present study 9.3% 

were obese and 20.5% were overweight with population 

aged 60-69years maximally affected. Among obese, 

4.1% were males and 15.3% were females. In 

overweight category, 14.9% were males and 26.9% were 

females. Singh RB et al16 observed the highest 

prevalence of obesity (7.8%) and overweight (36.9%) 

among subjects aged 35 to 44 years in both sexes. Pooja 

Goyal et al17 observed that overall prevalence of central 

obesity was 41.4% and was significantly higher among 

females (64.4%) than males (17.1%). 

Daily smoking of even a small amount of tobacco was 

associated with increased mortality. Excess deaths 

among smokers, as compared with non-smokers, were 

chiefly from tuberculosis. Tobacco smoking in most 

parts of India except Punjab, Maharashtra and Sikkim is 

reported in about one fourth to half of adult men of over 

15 years of age as observed by Rani M et al.18 In current 

study the prevalence of smoking has been observed more 

in males (39.42%) as compared to females (3.50%) out 

of total prevalence of 22.73%. Bidi was the commonest 

form of smoking (63.50%). S.K. Jindal et al19 has 

reported high prevalence of non-communicable disease 

among smokers with maximum bidi consumption in 

rural area.  

Alcohol consumption is associated with increased 

morbidity and mortality, in addition to having a major 

impact on family, children and community at large. In 

the present study, total prevalence of alcohol intake as a 

risk factor was 23.30%. Alcohol consumption was not 

observed in females and prevalence among males was 

43.54%. In a study by Sugathan TN et al20 a sample of 

6579 individuals of age 30 to 74 year from Kerala state 

was observed and found that two fifths (40%) were 

current smokers as well as current users of alcohol 

(41%).   
 

CONCLUSIONS 

 The NCD epidemic exacts an enormous toll in terms of 

human suffering and inflicts serious damage to human 

development in both the social and economic realms. 

The epidemic already extends far beyond the current 

capacity of lower-income countries to cope with it, 

which is why death and disability are rising 

disproportionately in these countries. This state of affairs 

cannot continue. There is a pressing need to intervene. 

Unless serious action is taken, the burden of NCDs will 

reach levels that are beyond the capacity of all 

stakeholders to manage. 
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