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Background. The burden of cardiovascular disease (CVD) is increasing in low-to-middle income countries. We examined how
socioeconomic and demographic characteristics may be associated with CVD risk factors and healthcare access in such countries.
Methods. We extracted data from theWorld Health Organization’s STEPwise approach to surveillance 2002 cross-sectional dataset
from Pohnpei, Federated States of Micronesia (FSM). We used these data to estimate associations for socioeconomic position
(education, income, and employment) and demographics (age, sex, and urban/rural) with CVD risk factors and with healthcare
access, among a sample of 1638 adults (25–64 years). Results. In general, we found significantly higher proportions of daily
tobacco use among men than women and respondents reporting primary-level education (<9 years) than among those with
postsecondary education (>12 years). Results also revealed significant positive associations between paid employment and waist
circumference and systolic blood pressure. Healthcare access did not differ significantly by socioeconomic position. Women
reported significantly higher mean waist circumference than men. Conclusion. Our results suggest that socioeconomic position
and demographic characteristics impact CVD risk factors and healthcare access in FSM. This understanding may help decision-
makers tailor population-level policies and programs. The 2002 Pohnpei data provides a baseline; subsequent population health
surveillance data might define trends.

1. Introduction

Population-based surveillance—the ongoing systematic col-
lection, analysis, and interpretation of health data—is critical
for providing information on which to base policy; pri-
oritize resources; guide program planning, evaluation, and
research; and protect and promote population health [1].
The World Bank defines lower to middle income countries
(LMICs) as countries where residents have mean income less
than $12,615 (2012, http://data.worldbank.org/about/country-
classifications). In LMIC, the burden of cardiovascular disease

(CVD) is increasing at faster rates than those experienced
by high-income countries in previous decades, elevating the
need to strengthen country-level surveillance [2, 3].

Worldwide, over 80% of CVD deaths occur in LMICs
[4]. Additionally, in LMICs, 29% of deaths from chronic
noncommunicable diseases occur before the age of 60 years,
compared to 13% in high-income countries [4]. Research
evidence, primarily from high-income countries, shows an
inverse association for indicators of socioeconomic position,
measured by education, income, or employment status, with
CVD risk factors [5, 6]. Although evidence is limited, most
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Figure 1: Map of the US Associated Pacific Island Jurisdictions,
Federated States of Micronesia.

LMIC might follow a similar pattern [7, 8]. Providing better
evidence on the impact of socioeconomic position on CVD
risk factors in LMICs may help decision-makers tailor policy
and programmatic interventions to fit conditions in these
countries.

In 2002, Pohnpei State, Federated States of Micronesia
(FSM) (Figure 1), implemented a population-based surveil-
lance survey to measure chronic disease risk factors among
adults. While survey reports provide weighted analysis as
a whole and by subgroup (i.e., age and sex), disaggregated
analysis by socioeconomic position is unavailable [9]. In an
effort to increase understanding of CVD risk factors within
the population, the FSM Department of Health and Social
Affairs requested assistance in broadening the analysis of the
available population-based dataset.

This study describes the exploratory analysis of the asso-
ciation between socioeconomic position,measured by educa-
tion, income, and employment status with CVD risk factors
(i.e., behavioral and anthropometric/biochemical measures)
and healthcare access among adults living in Pohnpei State,
FSM.

2. Methods

2.1. Identifying the Study Sample. The STEPwise approach to
surveillance (STEPS) is a population-based, cross-sectional
survey of adults. Detailed STEPS design andmethodology are
available at http://www.who.int/chp/steps/en/. The STEPS
data collection process, developed and administered by the
World Health Organization, includes three sequential steps:
(1) personal interview, (2) anthropometric measurements,
and (3) biochemical assessment. After training, field staff
collected data using standardized procedures and protocols.

We conducted a descriptive, cross-sectional secondary
analysis of the 2002 dataset from the FSM (Pohnpei) STEPS
[9]. The 2002 STEPS used a multistage, probabilistic, and
cluster design (based on 2000 FSM Pohnpei census enumer-
ation areas) to randomly select households for participation.
Data were obtained from 1638 adults aged 25–64 years, with a
78% response rate. To ensure population representativeness,

the created sample for this study included the entire 2002
STEPS Pohnpei dataset [9].

2.2. Ethical Considerations. Prior to our downloading STEPS
data, the FSM Department of Health and Social Affairs
and the Uniformed Services University Institutional Review
Board approved this study.

2.3. Variables Used for Analyses

2.3.1. Socioeconomic Position. We used self-reported educa-
tional attainment, estimated annual household income, and
employment status as indicators of socioeconomic position.

Education. Education is a widely used indicator of socioe-
conomic position, as formal education is usually completed
by early adulthood and therefore remains stable across the
adult lifespan. Additionally, education is a key determinant of
a person’s employment and income potential and for develop-
ing life-skills making him or her more likely to adopt health-
promoting behaviors [6]. Using years of schooling reported
and FSM education system levels, we categorized study
participants into one of three groups based on educational
attainment: <9 years (primary), 9–12 years (secondary), or
>12 years (postsecondary).

Income and employment status are also widely used as
indicators of socioeconomic position as each can provide
access to health-promotion resources (through ability to pay
or employer-provided insurance) that can contribute toward
better health outcomes [6].

Income. We categorized study participants into one of
three groups by estimated annual household income:
<$5,000, $5,000–$10,000, or >$10,000. We added a category,
“unknown income,” to account for missing values for some
participants.

Employment Status. We categorized study participants into
one of three groups by employment status: paid (government
job, nongovernment job, or self-employed); unpaid (retiree,
volunteer, student, homemaker, or subsistence); or unem-
ployed.

2.3.2. Covariates. We included sex, age, and place of resi-
dence as covariates. Sex and age may impact the association
between socioeconomic position and CVD risk factors,
mirroring variations in both biological and social influences
across societies [6, 10].We categorized study participants into
one of four age groups: 25–34 years, 35–44 years, 45–54 years,
or 55–64 years. Some evidence suggests that urban popula-
tions in LMICs have higher CVD risk than rural populations
in those countries. This greater risk may be attributable to
lifestyle changes in urban populations [4]. Using census enu-
meration codes, we categorized study participants by place of
residence as either urban or rural, defining urban as residing
in one of two developed municipalities within Pohnpei.

2.3.3. Behavioral Risk Factors. Modifiable behavioral risk
factors known to increase CVD risk include tobacco use,
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inadequate fruit and vegetable consumption, and physical
inactivity [4]. Using information on these factors available in
the STEPS dataset, we created three dichotomized (yes/no)
behavioral variables: (1) “daily tobacco,” defined as using at
least one smoke or smokeless tobacco product per day; (2)
“five servings/day,” defined as mean total fruit and vegetable
intake of at least five servings per day (typical week); and (3)
“active,” which we determined using a computed score that
accounted for intensity (moderate or vigorous), duration, or
metabolic rate equal to at least thirty minutes of moderate
physical activity five days a week.

2.3.4. Healthcare Access. Socioeconomic position is also
linked to healthcare access, which can be measured by
potential (i.e., availability of healthcare services) or realized
measures (i.e., use of services) [11]. Because specific mea-
sures of healthcare access were not available in the dataset,
we created a proxy yes/no measure of “access,” based on
participant self-report of having been screened for elevated
blood pressure (BP) or blood glucose or having been told by
a doctor or other healthcare professionals that he or she had
elevated BP within the past year.

2.3.5. Anthropometric/Biochemical Risk Factors. We used
direct physical and biochemical measures that are strongly
associated with CVD risk and were available in the dataset:
BP, height, weight, waist circumference, fasting blood glu-
cose, and fasting blood lipids [4]. Detailed methodology is
available at http://www.who.int/chp/steps/en/.

Blood Pressure. We used the mean of the two most recent
BP measurements to create systolic and diastolic BP vari-
ables. We defined high BP as ≥140mmHg for systolic and
≥90mmHg for diastolic or hypertension medication taken
within last twoweeks or self-report of hypertension diagnosis
within the last 12 months [12].

BMI andWaist Circumference. We included body mass index
(BMI) and waist circumference as obesity variables, catego-
rizing obesity as BMI ≥ 30 kg/m2 and central (abdominal)
obesity as a waist circumference of >94 cm for men and
>88 cm for women [13].

Diabetes and Blood Lipids. We defined diabetes as fasting
blood glucose ≥126mg/dL [14] or current diabetes treatment
(i.e., insulin or hypoglycemic agent taken within last two
weeks) or self-report of diabetes diagnosis; high cholesterol
as a fasting cholesterol ≥200mg/dL; high triglyceride as a
fasting triglyceride ≥150mg/dL; and low HDL (high-density
lipoprotein) as a fasting HDL <40mg/dL for men and
<50mg/dL for women [15].

Variables for obesity and diabetes were not included for
pregnant women.

2.4. Statistical Methods. We analyzed the data using SPSS
version 20.0 complex samples module that accounts for the
complex sampling design used in the STEPS survey, correctly
calculating standard errors with weighted data. We applied
sex-age structure survey weights (standardized to the FSM
2000 census for Pohnpei) to provide results representative of

the adult Pohnpeian population aged 25–64 years. After data
cleaning and recoding, we completed descriptive analysis for
all variables. Our analysis included chi-square with Rao-Scott
adjustment and one-way analysis of variance with post hoc
pairwise comparisons, using Bonferroni adjustment crite-
rion, to determine the associations between socioeconomic
position and demographic characteristics with selected CVD
risk factors and healthcare access. Mean fruit and vegetable
consumption and fasting blood glucose were excluded from
the analysis of variance.Thiswas because examination of nor-
mal Q-Q plots showed that residuals for these variables were
not normally distributed, thereby violating the assumptions
required for analysis of variance. We used an alpha level of
0.05 to represent significance for all statistical tests.

3. Results
Here we present some key findings from the study. Table 1
illustrates selected characteristics from the sample dataset,
collectively and stratified by sex, for the overall popula-
tion. Mean age for all respondents was 39.7 years. Most
respondents reported a primary-level education (<9 years)
and incomes <$5,000. More than one-quarter reported daily
tobacco use, while less than one-fifth consumed five or more
servings of fruit and vegetables per day or engaged in the
recommended physical activity. Compared to males, female
respondents had a higher percentage of central obesity (39%
versus 85%, resp.) and raised fasting blood glucose (26.8%
versus, 37.7%, resp.).

Table 2 shows significant associations between socioe-
conomic position and demographic characteristics with
selected CVD risk factors and healthcare access based on chi-
square analysis. For example, analysis indicated the following.

(i) Persons with a primary-level education had signifi-
cantly higher rates of daily tobacco use and physical
activity than those with higher educational attain-
ment. Persons with annual income <$5,000 had sig-
nificantly higher rates of daily tobacco use than other
income groups. A significantly higher proportion of
personswith paid employment reported daily tobacco
use than did unpaid and unemployed respondents.

(ii) Men reported significantly higher rates of daily
tobacco use and physical activity than women.

(iii) A significantly higher proportion of young-to-
middle-aged (25–44 years) respondents reported
daily tobacco use than older age groups.

Table 3 provides estimated marginal means and standard
errors from the analysis of variance for socioeconomic
position, sex, age, and place of residence and continuous
variables (age-sex standardized). Using one-way analysis of
variance with post hoc comparisons, we found the following.

(i) Persons with incomes greater than $10,000 had
significantly higher systolic BP than those with
incomes <$5,000 (129.9mmHg, CI = 127.0–132.8 ver-
sus 122.2mmHg, CI = 120.2–124.1, 𝑃 < 0.001).

(ii) Unemployed persons had a smaller mean waist
circumference than those with paid employment
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Table 1: Selected characteristics of study sample using the 2002 STEPS FSM (Pohnpei) dataseta.

Characteristic Male Female Total sample
𝑁 642 996 1638
Age mean (95% CI) 39.8 (38.9–40.7) 39.5 (38.7–40.3) 39.7 (39.0–40.3)
Characteristic (measure) 𝑛 (% of males) 𝑛 (% of females) 𝑛 (% of total)
Education (highest level completed)

Primary (<9 y) 315 (52.2) 568 (59.1) 883 (55.6)
Secondary (9–12 y) 183 (31.4) 302 (34.1) 485 (32.7)
Postsecondary (≥13 y) 99 (16.4) 57 (06.8) 156 (11.6)

Estimated annual household income
Low (<$5,000) 298 (47.5) 486 (49.3) 784 (48.4)
Middle ($5,000–$10,000) 121 (18.4) 170 (16.8) 291 (17.6)
High (>$10,000) 65 (09.1) 93 (09.1) 158 (09.1)
Unknown 158 (25.0) 247 (24.7) 405 (24.9)

Employment statusb

Paid (NA) 409 (67.7) 324 (36.1) 733 (52.3)
Unpaid (NA) 66 (09.8) 267 (29.2) 333 (19.3)
Unemployed (NA) 125 (22.5) 313 (34.6) 438 (28.4)

Behavioralc

Daily tobacco use (NA) 235 (37.7) 169 (16.7) 404 (27.3)
Fruit/vegetables (≥5 servings/day) 119 (18.7) 179 (17.6) 298 (18.2)
Physically active (≥30min/d, 5 d/wk) 140 (27.4) 94 (11.4) 234 (19.6)

Healthcare access (NA)d 67 (09.5) 141 (13.9) 208 (11.7)
Anthropometric & biochemical

Overweight (BMI ≥ 25 kg/m2
<30kg/m2) 201 (33.8) 237 (26.6) 438 (30.3)

Obesity (BMI ≥ 30 kg/m2) 187 (30.1) 503 (55.9) 690 (42.7)
Central obesity (men > 94 cm; women > 80 cm) 265 (39.0) 794 (85.0) 1059 (61.3)
High BP (≥140/90mmHg, use of BP medication in last two wk, 209 (29.3) 209 (19.2) 418 (24.3)
or self-report of HTN diagnosis in last y)
Diabetes (≥126mg/dL, use of insulin or hypoglycemic agent in last 46 (26.8) 111 (37.7) 157 (32.6)
two wk, or self-report of diabetes diagnosis in last y)
High total cholesterol (≥200mg/dL) 81 (50.4) 117 (44.5) 198 (47.4)
High triglyceride (≥150mg/dL) 30 (22.5) 36 (15.3) 66 (18.8)
Low HDL (<40mg/dL [men]; <50mg/dL [women]) 78 (53.5) 199 (86.4) 277 (70.0)

CI: confidence interval; y: year(s); d: day(s); wk: week(s);min:minute(s); BP: blood pressure;HTN: hypertension; FBG: fasting blood glucose; cm: centimeter(s);
mg: milligram(s); dL: deciliter(s); mmHg: millimeters of mercury; HDL: high-density lipoprotein cholesterol;𝑁 : size of population; 𝑛 : size of sample; NA:
not applicable.
aAll estimates are age/sex standardized to the FSM 2000 Pohnpei census. Behavioral variables are self-report; anthropometric and biochemical variables are
direct measures; biochemical variables exclude nonfasting values; obesity and FBG exclude pregnant women.
b“Paid” category includes government, nongovernment, or self-employed; “unpaid” category includes retiree, volunteer, student, homemaker, or subsistence.
cDaily tobacco use includes daily use of cigarettes, cigars, pipes, or smokeless tobacco; fruit/vegetable consumption includes at least five servings fruit or
vegetables/day; physically active includes ≥30min/day moderate activity, ≥5 days/wk or ≥3 days vigorous activity (>20min/day, or ≥600 metabolic equivalent
of task-min/wk).
dHealthcare access defined as a blood glucose or BP screening or HTN diagnosis in last year.

(91.8 cm, CI = 89.7–93.8 versus 94.6 cm, CI = 93.2–
96.0, 𝑃 = 0.011).

(iii) Women had significantly higher mean BMI
(31.3 kg/m2, CI = 30.7–32.0 versus 27.8 kg/m2,
CI = 27.1–28.5 in men, 𝑃 < 0.001) and greater mean
waist circumference (95.2 cm, CI = 93.5–96.9 versus
91.5 cm, CI = 89.9–93.1, 𝑃 < 0.001) than men.

4. Discussion

Although CVD rates are declining in high-income countries,
LMICs are experiencing an increasing burden, particularly
among those aged <60 years [4]. Evidence from our study

supports the use of quality population-based secondary data
to better understand and provide useful information for
developing CVD prevention efforts in LMICs.

4.1. Comparisons with Findings from Other Studies. Similar
to other studies, our analysis showed higher rates of daily
tobacco use in men compared to women. For example, in
2009, an estimated 36% of men worldwide (aged >15 years)
smoked, compared to fewer than 8% of women [16]. Recent
studies analyzing LMIC data from the World Health Survey
[17] and the Global Adult Tobacco Survey [18] also have
found that tobacco use disproportionately affects men. We
also found that low educational attainment was significantly
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associatedwith higher rates of daily tobacco use, while annual
household income was inversely associated. An analysis of
World Health Survey data (representing 48 LMICs) also
found that, among all adults, low education was strongly
associated with higher rates of smoking and, for low-income
countries, wealth was inversely associated with smoking [17].

While our analysis showed no evidence that BMI was sig-
nificantly associated with socioeconomic position, we found
several positive associations for waist circumference with
socioeconomic position and selected demographic character-
istics. Our results support those fromother studies suggesting
that measures of central obesity may be an equally or more
relevant measure for predicting obesity-related health risks
than BMI [19, 20].

We found that education was inversely associated with
HDL, income was positively associated with higher BP, and
increased age was positively associated with total choles-
terol; some other studies in LMICs have reported different
results for these associations. For example, in rural Viet-
namese adults, aged 25–64 years, hypertension was inversely
associated with education level [21]. Another study among
urban Latin American adults aged ≥18 years found inverse
associations for income and educationwith hypertension and
for education with diabetes [22]. Additionally a study, among
adults in Brazil aged ≥20 years, examined cluster measures of
CVD risk factors and found inverse associations for those risk
factors with education in both sexes and with income in men
[23].

For high-income countries, studies have documented
a transition, through the progression of socioeconomic
development, from a direct to an inverse association
between socioeconomic position and CVD risk factors [5,
6]. Researchers have suggested that this transition occurs
because the wealthier and more educated persons tend to
be early adopters of high-risk behaviors that contribute to
CVD. As the wealthy realize the health-related consequences,
they become early adopters of lifestyle change and disease
prevention, subsequently lowering their CVD risk [24, 25].
In comparison, the uneducated poor may experience later
peaks in the CVD risk factors and carry a higher burden of
CVD after rates decline among thewealthy [24]. It is expected
that LMIC will follow a similar social pattern, as economies
develop [5, 6].

While evidence is limited, the varied patterning among
socioeconomic position and CVD risk factors in our study
might suggest a gradual shift in the epidemiologic transi-
tion within Pohnpei. For example, seminal cross-sectional
studies conducted in Pohnpei (1947 and 1953) found low BP
among adults, aged 20–60 years, while a 25-year follow-up
study reported significantly increased diastolic BP among
urban males (20–60 years) living in Kolonia, Pohnpei,
attributed to increased urbanization [26]. Another review
of research studies completed in Western and American
Samoa, between 1982 and 2003, observed that, as country-
level development improved, the burden of obesity shifts to
lower socioeconomic groups [27]. Recognizing the complex
dynamics involved in the epidemiologic transition within
LMIC, further research is needed to examine the trends in
the socioeconomic patterning of CVD risk over time.

While about one-half (48%) of respondents in our study
reported annual household income <$5,000, we found no
associations between income and healthcare access. Other
studies have reported that low-income groups are more likely
to be uninsured and less likely to seek healthcare, including
screening and treatment [28–30]. A possible explanation
for the positive association between rural residence and
healthcare access found by our study may involve targeted
rural outreach and health screenings offered at no cost
through the FSM Department of Health and Social Affairs
and other community agencies.

4.2. Strengths and Limitations. We recognize that the analysis
of healthcare access in our study addressed only proxy
measures of realized healthcare services [11]. Further research
would be required if we are to better understand the more
complex issues related to healthcare access in this population
(i.e., cultural norms, usual providers, insurance coverage, and
unmet medical needs). A limitation of our study was use
of self-reported responses from the 2002 Pohnpei STEPS
to assess behavioral risk measures, which are subject to
participant recall, social desirability, and response bias. The
limited data collection period, within the primary study, may
have also introduced seasonal variation in responses. These
potential biases could contribute to under- or overreporting
of risk factors [31].

While the 2002 Pohnpei STEPS data provides a baseline
for the association between socioeconomic position and
CVD risk factors, data from subsequent STEPS surveys
are needed to provide reliable information on trends in
these associations over time. For example, since 2004, FSM
Department of Health and Social Affairs, in partnership
with community networks, has promoted physical activity,
consumption of local fruit and vegetables, and tobacco-free
living, through awareness campaigns and policy development
[32, 33]. Data from subsequent STEPS surveys and analysis
might reveal distinct reversals of CVD risk factor patterns
found in this study.

Inherent methodological biases in our study model limit
the generalizability of findings beyond Pohnpei and other
subpopulations in FSM. For example, because the STEPS
dataset did not provide probability variables for sample
selection, we assigned standardized age-sex rates, which may
not have been representative of the 2002 adult Pohnpeian
population. Additionally, the cross-sectional data we used
did not allow interpretation of causal relationships. Finally,
CVD risk factors were analyzed individually. However, a
majority of respondents (52.6%) reported 3–5 risk factors [9].
This clustering of cardiovascular disease risk factors increases
the risk of CVD morbidity/mortality [34, 35]. Using risk
factor cluster analysis might help further identify population
segments that would benefit from policy and programmatic
interventions to reduce CVD morbidity and mortality.

The strengths of our study include using a large
population-based dataset and objective anthropometric and
biochemical measures and the collaboration with the FSM
Department of Health and Social Affairs leadership through-
out the study.The intent of the collaborations with FSM lead-
ership was to integrate the knowledge and insight obtained
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from this study in supporting population-level policies and
programs targeting the reduction of CVD risk factors in
country. Our study also supports secondary analysis as an
efficient methodology for building the basis for population
health research within FSM.

5. Conclusion

Overall, our results suggest that socioeconomic position has
an impact on CVD risk factors among adults living in Pohn-
pei. This understanding may help decision-makers tailor
population-level policies and programs for residents of FSM.
While the 2002 Pohnpei STEPS data provides a baseline for
the association between socioeconomic position and CVD
risk factors, further research is needed to expand the scientific
evidence between socioeconomic position and demographic
characteristics with CVD risk factors and healthcare access
operating within LMIC.

Disclaimer

The findings and conclusions in this report are those of
the authors and do not necessarily represent the official
position of the Centers for Disease Control and Prevention,
US Department of Defense, or US Government; the federally
operated Uniformed Services University of the Health Sci-
ences; or the Federated States of Micronesia.

Conflict of Interests

The authors declare that there is no conflict of interests
regarding the publication of this paper.

Authors’ Contribution

All authors contributed to the writing of this paper; Inter-
national Committee of Medical Journal Editors criteria for
authorship were read and met by G. M. Hosey, M. Samo, E.
W. Gregg, L. Barker, D. Padden, and S. G. Bibb; all authors
read and approved the final paper.

Acknowledgments

This study was supported by funding from intermural Grant
(no. TO6125) from the Uniformed Services University of
the Health Sciences. The authors thank the following who
contributed to this project: Dr. Vita A. Skilling, Kipier
Lippwe, and Moses Predrick, Federated States of Micronesia;
Barbara Park, Dawn Satterfield, Jinan Saaddine, and Tony
Pearson-Clarke; Centers for Disease Control and Prevention;
Dr. Philayrath Phongsavan, University of Sydney; Melanie
Cowan, Leanne Riley, and Dr. Li Dan, World Health Orga-
nization.

References

[1] H. I. Hall, A. Correa, P. W. Yoon, and C. R. Braden, “Lexicon,
definitions, and conceptual framework for public health surveil-
lance,” Morbidity and Mortality Weekly Report: Surveillance
Summaries, vol. 61, pp. 10–14, 2012.

[2] C. J. Murray, T. Vos, R. Lozano et al., “Disability-adjusted life
years (DALYs) for 291 diseases and injuries in 21 regions, 1990–
2010: a systematic analysis for the Global Burden of Disease
Study 2010,”The Lancet, vol. 380, no. 9859, pp. 2197–2223, 2010.

[3] S. S. Lim, T. Vos, A. D. Flaxman et al., “A comparative risk
assessment of burden of disease and injury attributable to 67
risk factors and risk factor clusters in 21 regions, 1990–2010:
a systematic analysis for the Global Burden of Disease Study
2010,”The Lancet, vol. 380, no. 9859, pp. 2224–2260, 2010.

[4] World Health Organization, Global Status Report on Non-
communicable Diseases 2010, World Health Organization,
Geneva, Switzerland, 2010, http://www.who.int/nmh/publica-
tions/ncd report full en.pdf.

[5] G. A. Kaplan and J. E. Keil, “Socioeconomic factors and
cardiovascular disease: a review of the literature,” Circulation,
vol. 88, no. 4, part 1, pp. 1973–1998, 1993.

[6] N. E. Adler and J. Stewart, Eds., The Biology of Disadvantage:
Socioeconomic Status and Health, vol. 1186, Annals of the New
York Academy of Sciences, 2010.

[7] T. A. Gaziano, A. Bitton, S. Anand, S. Abrahams-Gessel, and A.
Murphy, “Growing epidemic of coronary heart disease in low-
andmiddle-income countries,”Current Problems in Cardiology,
vol. 35, no. 2, pp. 72–115, 2010.

[8] K. S. Reddy, “Cardiovascular disease in non-Western countries,”
TheNew England Journal of Medicine, vol. 350, no. 24, pp. 2438–
2440, 2004.

[9] NCD Risk Factors STEPS Report, Department of Health and
Social Affairs, Pohnpei, Federated States of Micronesia, 2008.

[10] S. P. Phillips, “Defining and measuring gender: a social deter-
minant of health whose time has come,” International Journal
for Equity in Health, vol. 4, article 11, 2005.

[11] L. A. Aday and R. M. Andersen, “Equity of access to medical
care: a conceptual and empirical overview,” Medical Care, vol.
19, no. 12, pp. 4–27, 1981.

[12] J. A. Whiteworth, “World Health Organization (WHO)/Inter-
national Society of Hypertension (ISH) statement on manage-
ment of hypertension,” Journal of Hypertension, vol. 21, no. 11,
pp. 1893–1892, 2003.

[13] World Health Organization, Waist Circumference and Waist-
Hip Ratio. Report of a WHO Expert Consultation, World Health
Organization, Geneva, Switzerland, 2011, http://whqlibdoc.who
.int/publications/2011/9789241501491 eng.pdf.

[14] American Diabetes Association, “Standards of medical care in
diabetes—2013,” Diabetes Care, vol. 36, supplement 1, pp. S11–
S66, 2013.

[15] National Cholesterol Education Program (NCEP), “Expert
Panel on Detection, Evaluation, and Treatment of High Blood
Cholesterol in Adults. Third Report of the National Choles-
terol Education Program (NCEP) Expert Panel on Detec-
tion, Evaluation, and Treatment of High Blood Cholesterol in
Adults (Adult Treatment Panel III),” http://www.nhlbi.nih.gov/
guidelines/cholesterol/atp3full.pdf.

[16] World Health Organization,World Health Statistics 2012, World
Health Organization, Geneva, Switzerland, 2010, http://www.
who.int/gho/publications/world health statistics/EN WHS2012
Full.pdf.

[17] A. R. Hosseinpoor, L. A. Parker, E. Tursan d’Espaignet, and S.
Chatterji, “Social determinants of smoking in low- and middle-
income countries: results from the world health survey,” PLoS
ONE, vol. 6, no. 5, Article ID e20331, 2011.



International Journal of Chronic Diseases 9

[18] G. A. Giovino, S. A. Mirza, J. M. Samet et al., “Tobacco use in
3 billion individuals from 16 countries: an analysis of nationally
representative cross-sectional household surveys,” The Lancet,
vol. 380, no. 9842, pp. 668–679, 2012.

[19] R. Huxley, S. Mendis, E. Zheleznyakov, S. Reddy, and J. Chan,
“Body mass index, waist circumference and waist:hip ratio as
predictors of cardiovascular risk—a review of the literature,”
European Journal of Clinical Nutrition, vol. 64, no. 1, pp. 16–22,
2010.

[20] National Institutes of Health (NIH) and North American
Association for the Study of Obesity (NAASO), The Practical
Guide: Identification, Evaluation, and Treatment of Overweight
and Obesity in Adults, National Institutes of Health, Rockville,
Md, USA, 2000, http://www.nhlbi.nih.gov/guidelines/obesity/
prctgd c.pdf.

[21] H. V. Minh, P. Byass, L. H. Dao, T. Nguyen, and S. Wall,
“Risk factors for chronic disease among rural Vietnamese adults
and the association of these factors with sociodemographic
variables: findings from the WHO STEPS survey in rural
Vietnam, 2005,” Preventing Chronic Disease, vol. 4, no. 2, p. A22,
2007.

[22] N. L. Fleischer, A. V. D. Roux, M. Alazraqui, and H. Spinelli,
“Social patterning of chronic disease risk factors in a Latin
American city,” The Journal of Urban Health, vol. 85, no. 6, pp.
923–937, 2008.

[23] V. M. R. Marins, R. M. V. R. Almeida, R. A. Pereira, and R.
Sichieri, “The association between socioeconomic indicators
and cardiovascular disease risk factors in Rio de Janeiro, Brazil,”
Journal of Biosocial Science, vol. 39, no. 2, pp. 221–229, 2007.

[24] T. A. Pearson, “Education and income: double-edged swords
in the epidemiologic transition of cardiovascular disease,”
Ethnicity & Disease, vol. 13, no. 2, supplement 2, pp. S158–S163,
2003.

[25] R. McKeown, “The epidemiologic transition: changing patterns
ofmortality and population dynamics,”TheAmerican Journal of
Lifestyle Medicine, vol. 3, no. 1, supplement, pp. 19S–26S, 2009.

[26] R. C. Patrick, I. A. M. Prior, J. C. Smith, and A. H. Smith,
“Relationship between blood pressure and modernity among
Ponapeans,” International Journal of Epidemiology, vol. 12, no.
1, pp. 36–44, 1983.

[27] A. E. Ezeamama, S. Viali, J. Tuitele, and S. T. McGarvey, “The
influence of socioeconomic factors on cardiovascular disease
risk factors in the context of economic development in the
Samoan archipelago,” Social Science and Medicine, vol. 63, no.
10, pp. 2533–2545, 2006.

[28] J. G. Read and B. K. Gorman, “Gender and health inequality,”
Annual Review of Sociology, vol. 36, pp. 371–386, 2010.

[29] U. Ranji and A. Salganico,Women’s Health Care Chartbook. Key
Findings from the Kaiser Women’s Health Survey, Kaiser Family
Foundation, Menlo Park, Calif, USA, 2011.

[30] J.M.McWilliams, “Health consequences of uninsurance among
adults in the United States: recent evidence and implications,”
Milbank Quarterly, vol. 87, no. 2, pp. 443–494, 2009.

[31] J. M. Smyth, M. S.Webb, andM. Oikaya, “Self-report of cancer-
related behaviors,” Syracuse University, Syracuse, NY, USA,
2007, http://cancercontrol.cancer.gov/brp/constructs/self-report/
self-report.pdf.

[32] L. Englberger, A. Lorens,M. Pretrick,M. J. Tara, and E. Johnson,
“Local food policies can help promote local foods and improve
health: a case study from the Federated States of Micronesia,”
Hawaii Medical Journal, vol. 70, supplement 2, no. 11, pp. 31–34,
2011.

[33] WHOWestern Pacific Region,Noncommunicable diseases in the
Western Pacific Region, World Health Organization, Geneva,
Switzerland, 2012, http://www.wpro.who.int/noncommunicable
diseases/documents/ncd in the wpr.pdf.

[34] Q. N. Nguyen, S. T. Pham, L. D. Do et al., “Cardiovascular dis-
ease risk factor patterns and their implications for intervention
strategies in vietnam,” International Journal of Hypertension,
vol. 2012, Article ID 560397, 11 pages, 2012.

[35] Institute of Medicine, Promoting Cardiovascular Health in the
DevelopingWorld: ACritical Challenge to Achieve Global Health,
The National Academies Press, Washington, DC, USA, 2010,
http://www.ncbi.nlm.nih.gov/books/NBK45688.


