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Abstract: To evaluate the association between altitude and cardiometabolic risk calculated with the
weight–height ratio (WHtR) in the Peruvian adult population via the cross-sectional data analysis of
the Peruvian Demographic and Health Survey 2021. A total of 26,117 adults from 18 to 64 years of age
were included in the analysis. The dependent variable was cardiometabolic risk, defined as “Yes” if
the WHtR was ≥0.5 and “No” if the WHtR was <0.5. Exposure was altitude of residence categorized
as: <1500 meters above sea level (masl); 1500 to 2499 masl; 2500 to 3499 masl; and ≥3500 masl. Crude
and adjusted Poisson regression models were used to calculate prevalence ratios (PR) with 95%
confidence intervals (CI). The mean WHtR in the population was 0.59 (standard deviation: 0.08),
and 87.6% (95% CI: 86.9–88.2) were classified as at risk. After adjusting for sex, age, education
level, well-being index, and area of residence, living at altitudes between 2500 and 3499 masl (aPR:
0.98; 95% CI: 0.96–1.00) and ≥3500 masl (aPR: 0.95; 95% CI: 0.93–0.97) were associated with lower
cardiometabolic risk in comparison with living at <1500 masl. An inverse association was identified
between living at a higher altitude and the proportion of cardiometabolic risk in the Peruvian adult
population. However, at least 8 out of 10 people were identified as at risk in all categories of altitude.

Keywords: weight–height ratio; altitude; cardiometabolic risk factors; cross-sectional studies; Peru

1. Introduction

The World Health Organization (WHO) considers obesity a global public health
problem due to its constant increase and its impacts on mortality and the development
of diseases, mainly metabolic and cardiovascular disorders [1]. In 2016, it was estimated
that a quarter of the adult population of Latin America and the Caribbean (LAC) had
obesity. Similarly, in the period from 2000 to 2016, significant increases in this condition
were recorded in the LAC region and its subregions, ranging between 7.2 and 9.5% [2].
In Peru, in 2021, the prevalence of obesity was estimated at 25.8% in the population aged
15 years and over [3], having been preceded by a sustained increase in this condition in
recent decades [4]. Due to the impacts of obesity on population morbidity and mortality, its
monitoring as a cardiometabolic risk factor, as well as the evaluation of its main determining
factors, are essential actions for protecting public health.

Cardiometabolic risk factors may differ according to geographical characteristics such
as altitude. In Peru, an inverse association between altitude and body mass index (BMI)
and abdominal obesity was reported using data from the years 2009 to 2013 [5,6]. Likewise,
another study that used information from the Demographic and Family Health Surveys
for the 2014–2020 period in Peru determined a similar association between altitude and
predicted 10-year cardiovascular risk in the same population, measured from the version
without laboratory parameters of a WHO tool that involves the measurement of body mass
index (BMI) [7,8]. The problem with using BMI as a measure to predict cardiovascular
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risk is that it incorporates weight, which does not distinguish between lean and fat mass,
thereby inadequately approximating body fat distribution [9–11]. In addition, the BMI
is influenced by the height of the subjects, leading to those of shorter height having a
higher BMI, although they may have less body fat [12]. On the other hand, although waist
circumference (WC) has been shown to be a better measurement of adiposity and predictor
of cardiometabolic risk than BMI in different populations, its use may be inappropriate in
the Peruvian population in which there is great variability in height [13,14]. This is relevant
because the anthropometric measurements and the calculated cardiometabolic risk can
vary in high-altitude populations, and, in Peru, 18% of the population lives more than
2500 m above sea level (masl) [15].

Different studies have evaluated anthropometric indices in order to identify the best
predictor of cardiometabolic risk. The weight–height ratio (WHtR) has shown better
predictive power of cardiometabolic risk in different populations, including Peru, than
other indices such as BMI or WC [16–18]. Likewise, changes in body composition patterns
have been reported in different populations due to the COVID-19 pandemic [19]. Therefore,
it is important to take into account the measurement of WHtR in the Peruvian population
to identify the population at cardiometabolic risk with a higher level of sensitivity.

Knowing how geographic variables affect the distribution of individuals with car-
diometabolic risk is important for defining preventive strategies for the appearance of
diseases such as hypertension and diabetes. The objective of the present study was to
evaluate the association between altitude and cardiometabolic risk calculated with the
WHtR, using data from the Peruvian adult population reported by the Demographic and
Family Health Survey (ENDES) 2021.

2. Materials and Methods
2.1. Data Source and Data Description

This cross-sectional study was developed with data from the National Demographic
and Family Health Survey (ENDES) 2021 [3]. This is a population-based survey carried
out between January and December 2021 by the National Institute of Statistics and Infor-
matics (INEI), which applies three questionnaires: one addressed to the household and its
members through a competent informant (household questionnaire), a second question-
naire aimed at all women aged 12 to 49 years (individual women’s questionnaire), and a
third questionnaire applied to a chosen person aged 15 years and over (health question-
naire) [3]. The main objective of the health questionnaire is to provide information on
non-communicable diseases, communicable diseases, and cancer prevention and control in
people 15 years of age and older. Likewise, it collects information on access to diagnostic
services and treatments for eye, oral, and mental health in girls and boys under 12 years of
age. The target population is private households and their members, including one person
15 years of age or older for each private household as well as all girls and boys under
12 years of age [3]. The sampling framework is made up of the statistical and cartographic
information from the National Census XII of Population and VII of Housing of the year
2017 (CPV 2017) and the cartographic material updated for this purpose in the process
carried out for the execution of ENDES 2021 [3].

2.2. Sampling and Data Collection

The ENDES 2021 sample is characterized by being two-stage, probabilistic, balanced,
independent, and stratified at the departmental level into urban and rural areas [20]. The
sampling units in the urban areas are the conglomerate and private dwellings, and in
the rural areas, they are the rural census area and private dwellings. The research unit
of the health questionnaire is made up of people of the ages of interest who are regular
residents of private homes in urban and rural areas of the country who spent the night
before the survey in the home selected [3]. The collection of coverage information in the
selected dwellings is carried out using a mobile device (tablet). The method used is a direct
interview conducted by duly trained personnel to collect this information. More details
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about the sampling process, the design, and the contents of ENDES 2021 can be found in
the annual report and technical sheet [3,20].

The final sample for the analysis was made up of 26,117 adult subjects (18 to 64 years)
who were habitual residents of their households, after removing incomplete data in the
variables of interest. The flow chart of the study is presented in Figure 1.
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Figure 1. Flow chart of the selection of adults included in the study.

2.3. Dependent Variable

In this study, the dependent variable was cardiometabolic risk measured according to
the WHtR in adults aged 18 to 64 years, which was dichotomized into “Yes = 1” if the WHtR
was ≥0.5 and “No = 0” if the WHtR was <0.5. The WHtR was calculated by dividing the
abdominal perimeter (cm) by the height (cm). The WHtR cut-off point for risk estimation
was 0.5 or more, which has been recommended as a cut-off point in different sexes and
ethnic groups and can be applied to both children and adults [16,21].

2.4. Exposure Variable

The exposure variable was defined as altitude measured in masl using the global
positioning system (GPS) installed in a tablet and taking as a reference point one meter
away from the main door of the household of the surveyed individual. More details on the
process of taking and registering the GPS point of households and clusters can be found in
the Interviewer’s Manual of ENDES 2021 [22]. Altitude was categorized as: <1500; 1500 to
2499; 2500 to 3499; or 3500 or more masl based on the definition of altitude and associated
physiological changes described by Barry and Pollard [23].

2.5. Covariates

The following covariables were selected as potential confounders of the association
between altitude levels and cardiometabolic risk, based on relevance and availability.
Covariates included sex (men, women), age group (18–29, 30–39, 40–49, 50–64), educational
level (up to primary, secondary, higher), wealth index (poorest, poorer, middle, richer,
richest), and area of residence (urban, rural).

2.6. Statistical Analysis

The data analysis included a descriptive and inferential analysis that included the
characteristics of complex sampling and the sample weights of ENDES 2021. Descriptive
analysis was used to determine the frequency distribution of the study variables. Chi-square
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tests were performed to determine the differences between the proportions of the variables
included in the study. Poisson log generalized linear regression models (bivariate and
multivariate) were fitted to evaluate the association between altitude and WHtR, reporting
prevalence ratios (PR) and 95% confidence intervals (CIs) as measures of association. In
addition, we used Stata’s testparm post-estimation command to assess the global effects of
sex and age as potential modifiers of the association between altitude and WHtR.

The level of statistical significance was 5%. All statistical analyses were performed
in Stata 17 (StataCorp, College Station, TX, USA), and the svy command with the subpop
option was used to estimate the study subpopulation (18 to 64 years).

2.7. Ethical Considerations

Ethical review and approval were waived for this study since all the data from the
ENDES are publicly accessible. All the subjects agreed to complete the survey and provided
consent. The datasets used in this work were released on the INEI website: http://iinei.
inei.gob.pe/microdatos/ (accessed on 1 July 2022).

3. Results

A total of 26,117 participants were included. The majority were women (51.2%) from
the age group of 18 to 29 years (31.2%) who had secondary education level (46%) and
medium well-being index (21.3%) and lived in an urban area (81.6%). The mean WHtR in
the population was 0.59 (standard deviation [SD]: 0.08) (see Table 1).

Table 1. Characteristics of the participants included in the study (n = 26,117).

Characteristics n % *

Sex
Men 11,114 48.8

Women 15,003 51.2
Age groups (years)

18–29 8303 31.2
30–39 8903 24.9
40–49 4665 21.1
50–64 4246 22.8

Education level
Up to primary 5730 17.6

Secondary 12,054 46.0
Higher 8333 36.4

Wealth Index
Poorest 8159 18.2
Poorer 6756 20.8
Middle 4900 21.3
Richer 3765 20.7
Richest 2537 19.1

Area of residence
Urban 17,180 81.6
Rural 8937 18.4

Altitude of residence (in masl)
<1500 16,125 73.5

1500–2499 2263 6.7
2500–3499 4540 12.7

3500 or more 3189 7.2
Weight–height ratio

Mean (SD) 0.59 (0.08)
* Estimates include the weights and ENDES 2021 sample specifications. Values are % unless otherwise indicated.
SD: standard deviation; masl: meters above sea level.

The largest proportion of the population lived at an altitude of less than 1500 masl
(73.5%), followed by 2500 to 3499 masl (12.7%) (See Table 1). The highest mean WHtR was
identified in the population residing at an altitude below 1500 masl (0.59; SD; 0.07), while

http://iinei.inei.gob.pe/microdatos/
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the lowest mean was identified in the population living at more than 3500 masl (0.57; SD:
0.1). All study covariates showed an association with altitude, except for the variable of
age group (See Table 2).

Table 2. Characteristics of the participants according to the altitude of residence.

Altitude

<1500
(n = 16,125)

1500–2499
(n = 2263)

2500–3499
(n = 4540)

3500 or More
(n = 3189)

Characteristics % (95% CI) % (95% CI) % (95% CI) % (95% CI) p Value *

Weight–Height Ratio, mean (SD) 0.594 (0.07) 0.581 (0.09) 0.579 (0.09) 0.575 (0.1) <0.001
Waist to Height Risk

No 11.5 (10.7–12.3) 14.0 (12.0–16.1) 14.5 (13.0–16.0) 17.2 (15.4–19.1) <0.001
Yes 88.5 (87.7–89.3) 86.0 (83.9–88.0) 85.5 (84.0–87.0) 82.8 (80.9–84.6)
Sex
Men 49.0 (47.9–50.2) 51.3 (48.5–54.1) 47.6 (45.7–49.4) 46.3 (44.0–48.7) 0.040

Women 51.0 (49.8–52.1) 48.7 (45.9–51.5) 52.4 (50.6–54.3) 53.7 (51.3–56.0)
Age groups (years)

18–29 31.1 (30.0–32.2) 30.8 (28.1–33.6) 32.4 (30.4–34.4) 30.2 (28.0–32.5) 0.424
30–39 25.1 (24.2–26.1) 24.7 (22.6–27.0) 24.5 (23.0–26.1) 23.8 (22.2–25.6)
40–49 21.2 (20.2–22.2) 20.7 (18.4–23.2) 21.1 (19.6–22.7) 20.3 (18.2–22.5)
50–64 22.5 (21.5–23.6) 23.8 (21.1–26.6) 22.0 (20.1–24.0) 25.7 (23.7–27.8)

Educational level
Up to primary 13.6 (12.8–14.4) 26.7 (23.5–30.2) 27.0 (24.8–29.3) 33.2 (30.3–36.1) <0.001

Secondary 48.0 (46.7–49.3) 37.9 (34.8–41.0) 40.9 (38.7–43.1) 42.7 (40.1–45.3)
Higher 38.4 (37.1–39.7) 35.4 (32.1–38.9) 32.2 (30.0–34.4) 24.1 (21.8–26.7)

Wealth Index
Poorest 10.0 (9.3–10.8) 35.6 (30.7–40.8) 37.3 (34.2–40.4) 51.7 (47.7–55.8) <0.001
Poorer 19.8 (18.8–20.9) 18.3 (15.6–21.3) 25.2 (23.1–27.4) 25.1 (22.1–28.5)
Middle 23.1 (22.0–24.3) 17.4 (14.4–20.9) 17.8 (16.1–19.6) 13.0 (10.8–15.6)
Richer 23.9 (22.8–25.1) 13.9 (11.5–16.7) 12.6 (10.9–14.6) 7.5 (6.1–9.2)
Richest 23.1 (21.8–24.4) 14.9 (12.4–17.8) 7.2 (6.1–8.5) 2.6 (1.7–3.9)

Area of residence
Urban 90.7 (89.7–91.5) 57.4 (51.6–63.0) 62.6 (58.8–66.2) 44.3 (40.2–48.4) <0.001
Rural 9.3 (8.5–10.3) 42.6 (37.0–48.4) 37.4 (33.8–41.2) 55.7 (51.6–59.8)

Estimates include the weights and ENDES 2021 sample specifications. * The p-value was calculated using
the Rao–Scott Chi-squared test or F test. Values are % unless otherwise indicated. CI: confidence interval;
SD: standard deviation.

According to the WHtR, 87.6% (95% CI: 86.9–88.2) of the total population was classi-
fied as at risk, and all covariates were significantly associated with cardiometabolic risk
calculated by the WHtR (See Table 3).

In the regression analysis adjusted for sex, age, education level, well-being index, and
area of residence and taking as reference persons residing at less than 1500 masl, living
at altitudes between 2500 and 3499 masl (aPR: 0.98; 95% CI: 0.96–1.00) or over 3500 m
(aPR: 0.95; 95% CI: 0.93–0.97) was associated with a lower proportion of the population at
cardiometabolic risk (see Table 4). The interaction term for sex and altitude was statistically
significant (Stata testparm command, p < 0.001); therefore, we present the analysis stratified
by sex (see Table 4). In men, the categories 2500–3499 and 3500 or more masl remained
significantly associated, while in women, only the 3500 or more masl category remained
significantly associated (see Table 4). The interaction term for age and altitude was not
statistically significant (Stata testparm command, p = 0.222).
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Table 3. Characteristics of the participants according to weight–height ratio.

Waist to Height Risk

No
(n = 3104)

Yes
(n = 23,013)

Characteristics % (95% CI) % (95% CI) p Value *

Overall 12.4 (11.8–13.1) 87.6 (86.9–88.2)
Sex
Men 66.4 (64.0–68.7) 46.3 (45.3–47.3) <0.001

Women 33.6 (31.3–36.0) 53.7 (52.7–54.7)
Age groups (years)

18–29 69.8 (67.4–72.0) 25.7 (24.9–26.6) <0.001
30–39 16.2 (14.6–18.0) 26.2 (25.4–27.0)
40–49 6.8 (5.7–8.1) 23.1 (22.3–24.0)
50–64 7.2 (5.8–8.8) 25.0 (24.1–25.9)

Education level
Up to primary 12.3 (10.8–13.9) 18.3 (17.6–19.0) <0.001

Secondary 51.2 (48.5–53.8) 45.3 (44.2–46.4)
Higher 36.6 (34.0–39.2) 36.4 (35.3–37.4)

Wealth Index
Poorest 24.5 (22.6–26.4) 17.3 (16.6–17.9) <0.001
Poorer 21.1 (19.1–23.4) 20.7 (19.9–21.6)
Middle 18.7 (16.6–21.1) 21.7 (20.8–22.6)
Richer 18.0 (15.9–20.3) 21.0 (20.1–22.0)
Richest 17.6 (15.4–20.2) 19.3 (18.3–20.3)

Area of residence
Urban 75.8 (73.9–77.6) 82.4 (81.8–83.0) <0.001
Rural 24.2 (22.4–26.1) 17.6 (17.0–18.2)

Estimates include the weights and ENDES 2021 sample specifications. * The p-value was calculated using the
Rao–Scott Chi-squared test. CI: confidence interval.

Table 4. Association between altitude and weight–height ratio.

Characteristics
Crude Model Adjusted Model

PR (95% CI) p Value aPR (95% CI) p Value

Overall
Altitude (masl) *

<1500 Reference Reference
1500–2499 0.97 (0.95–1.00) 0.280 0.99 (0.96–1.01) 0.341
2500–3499 0.97 (0.95–0.99) 0.001 0.98 (0.96–1.00) 0.024

3500 or more 0.94 (0.91–0.96) <0.001 0.95 (0.93–0.97) <0.001
Men

Altitude (masl) **
<1500 Reference Reference

1500–2499 0.95 (0.91–0.99) 0.017 0.97 (0.93–1.01) 0.150
2500–3499 0.90 (0.87–0.94) <0.001 0.94 (0.91–0.97) 0.001

3500 or more 0.90 (0.86–0.94) <0.001 0.94 (0.90–0.99) 0.011
Women

Altitude (masl) **
<1500 Reference Reference

1500–2499 1.00 (0.98–1.02) 0.946 1.00 (0.98–1.03) 0.680
2500–3499 1.02 (1.00–1.03) 0.058 1.01 (1.00–1.03) 0.157

3500 or more 0.96 (0.94–0.98) 0.001 0.95 (0.93–0.97) <0.001
Estimates include the weights and ENDES 2021 sample specifications. * Adjusted for sex, age, educational level,
wealth index, and area of residence. ** Adjusted for age, educational level, wealth index, and area of residence.
masl: meters above sea level; PR: prevalence ratio; aPR: adjusted prevalence ratio; CI: confidence interval.
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4. Discussion

The objective of this study was to evaluate the association between altitude and
cardiometabolic risk, calculated using the WHtR in the Peruvian adult population. After
adjustment for potential confounders, it was identified that residents at altitudes of 2500 to
3499 masl and 3500 masl and above had 2% and 5% lower prevalence of cardiometabolic
risk, respectively, compared with residents at less than 2500 or 1500 masl.

The association identified has been previously reported in a study that used data from
the National Household Survey in Peru for the years 2012–2013 [5]. In that study, an inverse
association was identified between altitude and abdominal obesity, with prevalences of
abdominal obesity calculated by the WHtR of 86.1%, 80.7% and 77.9%, although with
a different categorization of altitude (<1500 masl; 1500 to 2999 masl; ≥3000 masl) and
without adequately supporting said categorization. However, we identified a higher
prevalence of cardiometabolic risk (88.5%) for the only category similar to that in our
analysis (<1500 masl), which supports the hypothesis of an increment in cardiometabolic
risk in the population of low- and middle-income countries [24]. In the literature, various
mechanisms have been postulated to explain this association, ranging from exposure
to chronic hypoxic states, increased basal metabolic rates, lack of appetite, dehydration,
and intestinal malabsorption [25]. However, the exact mechanisms of the association
under study are not yet conclusively known. With regard to the association stratified
by sex, the associated categories of altitude only remained significant in men, while in
women only the 3500 or more category was significantly associated with cardiometabolic
risk. A similar finding was reported in a previous study that evaluated the association
between altitude and obesity [6]. Although, these findings may suggest a moderating
effect, these results should be considered exploratory until the possible mechanisms can be
adequately explained.

Although the present results show a significantly lower proportion of cardiometabolic
risk in the population living at more than 3500 masl, this was above 82% in all the altitude
categories evaluated. Although this percentage is expected in lower-altitude areas, due
to the high urbanization rates in cities mainly on the Peruvian coast, it is striking how
the risk is similar even at high altitudes at which rurality prevails. This phenomenon
was previously reported in a study that used data from 200 countries and evaluated the
trajectories of urban–rural differences in BMI in the period 1985 to 2017 and observed
that the growth rate of the BMI is similar or higher in rural to that in urban areas, mainly
in low- and middle-income regions [26]. Although this can be explained by changes in
eating habits, poor food quality, and low physical activity in rural areas, it should be
taken into account that in high-altitude cities in Peru, as in other countries with few or
limited resources, rural areas also present other limitations that may be related to higher
cardiometabolic risk and consequent morbidities, such as poor access to health services,
lack of specialized personnel, long transport distances to health centers, lack of public
insurance, and higher out-of-pocket spending [27,28]. In this sense, health policies that
seek to mitigate the effect of cardiometabolic risk factors at the structural and individual
levels should be strengthened, with emphasis on rural areas, which remain neglected.
Thus, measures such as training in primary prevention for medical and non-medical health
personnel, as well as the strengthening of telemedicine, could be very useful.

On the other hand, the lower prevalence of cardiometabolic risk in the higher-altitude
areas in Peru reported by ours and other studies [7,29] may be due to the high figures
of poverty and, consequently, of malnutrition in comparison with the areas of lower alti-
tude [30]. Paradoxically, this could generate a false idea of a better cardiometabolic profile
in the population living at higher altitudes when measured according to the distribution
of body adiposity, with the lower measurements actually being due to a higher frequency
of malnutrition, which could be independently associated with increased cardiometabolic
risk [31].

The use of the WHtR is relevant in Peru considering the great variability in the height
of the population [13]. The use of the WHtR accounts for abdominal adiposity while also
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taking into account the person’s height, thereby making this an ideal measurement for
estimating cardiometabolic risk in our country. Likewise, this index also offers greater
precision for the detection of cardiometabolic risk [16,18], as well as the presentation of
diseases such as hypertension and type 2 diabetes [17]. Similarly, the use of the BMI and
WC may underestimate cardiometabolic risk compared with the WHtR in different popula-
tions [17,32], classifying some people at risk as healthy. Therefore, the implementation of
the WHtR should be extended as an anthropometric index in Peru for clinical and research
purposes, being also cheaper and easier to carry out than the BMI.

One the main limitations of this study is the transversal design, which lacks the
criterion of temporality necessary for determining causality between exposure (altitude)
and outcome (cardiometabolic risk). Likewise, there is a risk of residual confounding due
to the impossibility of measuring the confounding variables such as migratory status or the
time from migration between the altitudinal levels considered in the present study. Errors
may have been made in the measurement of the anthropometric parameters necessary
for the calculation of the WHtR during the survey, such as the WC and height, thereby
introducing a bias of incorrect outcome classification. However, the present study used
data from the ENDES, which has national representativity and also uses the methodological
framework of the Demographic and Health Surveys (DHS). The DHS are surveys that have
been carried out since 1984 and are applied in more than 90 countries around the world.
Interviewers and anthropometrists are properly trained to be able to collect information
with the greatest possible precision. Finally, our study reports relevant results on the
association between altitude and cardiometabolic risk measured with the WHtR in Peruvian
adults, which in previous studies has been shown to be a better predictor of cardiometabolic
risk than the BMI or WC in the Peruvian population.

5. Conclusions

In conclusion, an inverse association was identified between living at a higher altitude
and the level of cardiometabolic risk in the Peruvian adult population. However, the
prevalence of cardiometabolic risk in the different altitude categories evaluated remains
above 82%, which represents a large proportion of the population at risk every altitude.
Taking this into account, in Peru, it is necessary to strengthen public health strategies in the
populations that live at low altitudes; moreover, a potential increase in cardiometabolic risk
should be anticipated in the population living at higher altitudes. Future studies should
confirm this association using longitudinal designs as well as clarifying the doubts about
the underlying mechanisms.

Author Contributions: A.H.-V. and D.A.: conceptualization, validation. A.H.-V.: methodology,
formal analysis, visualization. A.H.-V. and D.A.: writing—original draft preparation, writing—
review and editing. All authors have read and agreed to the published version of the manuscript.

Funding: This research received no external funding.

Institutional Review Board Statement: Not applicable.

Informed Consent Statement: Not applicable.

Data Availability Statement: Not applicable.

Acknowledgments: The authors thank Donna Pringle for reviewing the language and style of
the work.

Conflicts of Interest: The authors declare no conflict of interest.

References
1. World Health Organization Obesity and Overweight. Available online: https://www.who.int/news-room/fact-sheets/detail/

obesity-and-overweight (accessed on 22 July 2022).
2. The Food and Agriculture Organization; Fondo Internacional de Desarrollo Agrícola; Organización Panamericana de la Salud;

World Food Programme; United Nations Children’s Fund. América Latina y el Caribe—Panorama Regional de la Seguridad Alimentaria
y Nutricional 2021; FAO; FIDA; OPS; WFP y UNICEF: Santiago de Chile, Chile, 2021; ISBN 978-92-5-135399-8.

https://www.who.int/news-room/fact-sheets/detail/obesity-and-overweight
https://www.who.int/news-room/fact-sheets/detail/obesity-and-overweight


Int. J. Environ. Res. Public Health 2022, 19, 11494 9 of 9

3. Instituto Nacional de Estadística e Informática. Perú: Enfermedades No Transmisibles y Transmisibles, 2021; INEI: Lima, Peru, 2022.
4. Global Obesity Observatory Peru. Available online: https://data.worldobesity.org/country/peru-171/#data_trends (accessed on

22 July 2022).
5. Pajuelo-Ramírez, J.; Torres-Aparcana, H.; Agüero-Zamora, R.; Quispe, A.M. Altitude and Its Inverse Association with Abdominal

Obesity in an Andean Country: A Cross-Sectional Study. F1000Research 2019, 8, 1738. [CrossRef] [PubMed]
6. Woolcott, O.O.; Gutierrez, C.; Castillo, O.A.; Elashoff, R.M.; Stefanovski, D.; Bergman, R.N. Inverse Association between Altitude

and Obesity: A Prevalence Study among Andean and Low-Altitude Adult Individuals of Peru: Altitude and Obesity. Obesity
2016, 24, 929–937. [CrossRef] [PubMed]

7. Bernabe-Ortiz, A.; Carrillo-Larco, R.M. Urbanization, Altitude and Cardiovascular Risk. Glob. Heart 2022, 17, 42. [CrossRef] [PubMed]
8. Kaptoge, S.; Pennells, L.; De Bacquer, D.; Cooney, M.T.; Kavousi, M.; Stevens, G.; Riley, L.M.; Savin, S.; Khan, T.; Altay, S.; et al.

World Health Organization Cardiovascular Disease Risk Charts: Revised Models to Estimate Risk in 21 Global Regions. Lancet
Glob. Health 2019, 7, e1332–e1345. [CrossRef]

9. Frankenfield, D.C.; Rowe, W.A.; Cooney, R.N.; Smith, J.S.; Becker, D. Limits of Body Mass Index to Detect Obesity and Predict
Body Composition. Nutrition 2001, 17, 26–30. [CrossRef]

10. Humphreys, S. The Unethical Use of BMI in Contemporary General Practice. Br. J. Gen. Pract. 2010, 60, 696–697. [CrossRef]
11. Piers, L.S.; Soares, M.J.; Frandsen, S.L.; O’Dea, K. Indirect Estimates of Body Composition Are Useful for Groups but Unreliable

in Individuals. Int. J. Obes. Relat. Metab. Disord. 2000, 24, 1145–1152. [CrossRef]
12. Nuttall, F.Q. Body Mass Index. Nutr. Today 2015, 50, 117–128. [CrossRef]
13. Asgari, S.; Luo, Y.; Akbari, A.; Belbin, G.M.; Li, X.; Harris, D.N.; Selig, M.; Bartell, E.; Calderon, R.; Slowikowski, K.; et al. A

Positively Selected FBN1 Missense Variant Reduces Height in Peruvian Individuals. Nature 2020, 582, 234–239. [CrossRef]
14. NCD Risk Factor Collaboration (NCD-RisC). A Century of Trends in Adult Human Height. eLife 2016, 5, e13410. [CrossRef]
15. Tremblay, J.C.; Ainslie, P.N. Global and Country-Level Estimates of Human Population at High Altitude. Proc. Natl. Acad. Sci.

USA 2021, 118, e2102463118. [CrossRef] [PubMed]
16. Ashwell, M.; Gunn, P.; Gibson, S. Waist-to-Height Ratio Is a Better Screening Tool than Waist Circumference and BMI for Adult

Cardiometabolic Risk Factors: Systematic Review and Meta-Analysis. Obes. Rev. 2012, 13, 275–286. [CrossRef] [PubMed]
17. Hernández-Vásquez, A.; Azañedo, D.; Vargas-Fernández, R.; Aparco, J.P.; Chaparro, R.M.; Santero, M. Cut-off Points of

Anthropometric Markers Associated with Hypertension and Diabetes in Peru: Demographic and Health Survey 2018. Public
Health Nutr. 2020, 24, 611–621. [CrossRef] [PubMed]

18. Savva, S.C.; Lamnisos, D.; Kafatos, A.G. Predicting Cardiometabolic Risk: Waist-to-Height Ratio or BMI. A Meta-Analysis.
Diabetes Metab. Syndr. Obes. 2013, 6, 403–419. [CrossRef]

19. Restrepo, B.J. Obesity Prevalence among U.S. Adults During the COVID-19 Pandemic. Am. J. Prev. Med. 2022, 63, 102–106. [CrossRef]
20. Instituto Nacional de Estadística e Informática. Ficha Técnica ENDES 2021; Instituto Nacional de Estadística e Informática: Lima,

Peru, 2022.
21. Ashwell, M.; Hsieh, S.D. Six Reasons Why the Waist-to-Height Ratio Is a Rapid and Effective Global Indicator for Health Risks of

Obesity and How Its Use Could Simplify the International Public Health Message on Obesity. Int. J. Food Sci. Nutr. 2005, 56,
303–307. [CrossRef]

22. Instituto Nacional de Estadística e Informática. Encuesta Demográfica y de Salud Familiar 2021: Manual de la Entrevistadora; Instituto
Nacional de Estadistica e Informática: Lima, Peru, 2021.

23. Barry, P.W. Altitude Illness. BMJ 2003, 326, 915–919. [CrossRef]
24. Miranda, J.J.; Barrientos-Gutiérrez, T.; Corvalan, C.; Hyder, A.A.; Lazo-Porras, M.; Oni, T.; Wells, J.C.K. Understanding the Rise of

Cardiometabolic Diseases in Low- and Middle-Income Countries. Nat. Med. 2019, 25, 1667–1679. [CrossRef]
25. Dünnwald, T.; Gatterer, H.; Faulhaber, M.; Arvandi, M.; Schobersberger, W. Body Composition and Body Weight Changes at

Different Altitude Levels: A Systematic Review and Meta-Analysis. Front. Physiol. 2019, 10, 430. [CrossRef]
26. NCD Risk Factor Collaboration (NCD-RisC). Rising Rural Body-Mass Index Is the Main Driver of the Global Obesity Epidemic in

Adults. Nature 2019, 569, 260–264. [CrossRef]
27. Carrasco-Escobar, G.; Manrique, E.; Tello-Lizarraga, K.; Miranda, J.J. Travel Time to Health Facilities as a Marker of Geographical

Accessibility Across Heterogeneous Land Coverage in Peru. Front. Public Health 2020, 8, 498. [CrossRef] [PubMed]
28. Scheil-Adlung, X. Global Evidence on Inequities in Rural Health Protection: New Data on Rural Deficits in Health Coverage for 174

Countries; International Labour Organization: Geneva, Switzerland, 2015.
29. Hernández-Vásquez, A.; Vargas-Fernández, R.; Chacón-Diaz, M. Association between Altitude and the Framingham Risk Score:

A Cross-Sectional Study in the Peruvian Adult Population. Int. J. Environ. Res. Public Health 2022, 19, 3838. [CrossRef] [PubMed]
30. International Fund for Agricultural Development. Enabling Poor Rural People to Overcome Poverty in Peru. 2013. Available

online: https://www.ifad.org/documents/38714170/39972349/Enabling+poor+rural+people+to+overcome+poverty+in+Peru_
e.pdf/bd91abe9-491c-4074-b91a-a1b0797a1437 (accessed on 22 July 2022).

31. Rolfe, E.D.L.; de França, G.V.A.; Vianna, C.A.; Gigante, D.P.; Miranda, J.J.; Yudkin, J.S.; Horta, B.L.; Ong, K.K. Associations of
Stunting in Early Childhood with Cardiometabolic Risk Factors in Adulthood. PLoS ONE 2018, 13, e0192196. [CrossRef]

32. Ashwell, M.; Gibson, S. Waist-to-Height Ratio as an Indicator of ‘Early Health Risk’: Simpler and More Predictive than Using a
‘Matrix’ Based on BMI and Waist Circumference. BMJ Open 2016, 6, e010159. [CrossRef] [PubMed]

https://data.worldobesity.org/country/peru-171/#data_trends
http://doi.org/10.12688/f1000research.20707.2
http://www.ncbi.nlm.nih.gov/pubmed/31824671
http://doi.org/10.1002/oby.21401
http://www.ncbi.nlm.nih.gov/pubmed/26935008
http://doi.org/10.5334/gh.1130
http://www.ncbi.nlm.nih.gov/pubmed/35837362
http://doi.org/10.1016/S2214-109X(19)30318-3
http://doi.org/10.1016/S0899-9007(00)00471-8
http://doi.org/10.3399/bjgp10X515548
http://doi.org/10.1038/sj.ijo.0801387
http://doi.org/10.1097/NT.0000000000000092
http://doi.org/10.1038/s41586-020-2302-0
http://doi.org/10.7554/eLife.13410
http://doi.org/10.1073/pnas.2102463118
http://www.ncbi.nlm.nih.gov/pubmed/33903258
http://doi.org/10.1111/j.1467-789X.2011.00952.x
http://www.ncbi.nlm.nih.gov/pubmed/22106927
http://doi.org/10.1017/S1368980020004036
http://www.ncbi.nlm.nih.gov/pubmed/33059791
http://doi.org/10.2147/DMSO.S34220
http://doi.org/10.1016/j.amepre.2022.01.012
http://doi.org/10.1080/09637480500195066
http://doi.org/10.1136/bmj.326.7395.915
http://doi.org/10.1038/s41591-019-0644-7
http://doi.org/10.3389/fphys.2019.00430
http://doi.org/10.1038/s41586-019-1171-x
http://doi.org/10.3389/fpubh.2020.00498
http://www.ncbi.nlm.nih.gov/pubmed/33042942
http://doi.org/10.3390/ijerph19073838
http://www.ncbi.nlm.nih.gov/pubmed/35409522
https://www.ifad.org/documents/38714170/39972349/Enabling+poor+rural+people+to+overcome+poverty+in+Peru_e.pdf/bd91abe9-491c-4074-b91a-a1b0797a1437
https://www.ifad.org/documents/38714170/39972349/Enabling+poor+rural+people+to+overcome+poverty+in+Peru_e.pdf/bd91abe9-491c-4074-b91a-a1b0797a1437
http://doi.org/10.1371/journal.pone.0192196
http://doi.org/10.1136/bmjopen-2015-010159
http://www.ncbi.nlm.nih.gov/pubmed/26975935

	Introduction 
	Materials and Methods 
	Data Source and Data Description 
	Sampling and Data Collection 
	Dependent Variable 
	Exposure Variable 
	Covariates 
	Statistical Analysis 
	Ethical Considerations 

	Results 
	Discussion 
	Conclusions 
	References

