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Abstract 

Introduction Similar to other non‑communicable diseases (NCDs), people who develop cardiovascular disease 
(CVD) typically have more than one risk factor. The clustering of cardiovascular risk factors begins in youth, early 
adulthood, and middle age. The presence of multiple risk factors simultaneously has been shown to increase the risk 
for atherosclerosis development in young and middle‑aged adults and risk of CVD in middle age.

Objective This study aimed to address the interrelationship of CVD risk factors and their accumulation in a large 
sample of young adults in the United Arab Emirates (UAE).

Methods Baseline data was drawn from the UAE Healthy Future Study (UAEHFS), a volunteer‑based multicenter 
study that recruits Emirati nationals. Data of participants aged 18 to 40 years was used for cross‑sectional analysis. 
Demographic and health information was collected through self‑reported questionnaires. Anthropometric data 
and blood pressure were measured, and blood samples were collected.

Results A total of 5126 participants were included in the analysis. Comorbidity analyses showed that dyslipidemia 
and obesity co‑existed with other cardiometabolic risk factors (CRFs) more than 70% and 50% of the time, respec‑
tively. Multivariate logistic regression analysis of the risk factors with age and gender showed that all risk factors were 
highly associated with each other. The strongest relationship was found with obesity; it was associated with four‑fold 
increase in the odds of having central obesity [adjusted OR 4.70 (95% CI (4.04–5.46)], and almost three‑fold increase 
odds of having abnormal glycemic status [AOR 2.98 (95% (CI 2.49–3.55))], hypertension (AOR 3.03 (95% CI (2.61–3.52))] 
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Introduction
Cardiovascular disease (CVD) remains the number one 
cause of death and disability in the world. About 85% of 
CVD deaths are attributable to ischemic heart disease 
and stroke [1]. There are multiple risk factors associated 
with CVD. The most common ones include general obe-
sity (based on BMI), central obesity or abdominal obesity, 
hyperglycemia, dyslipidemia, and high-blood pressure. 
The prevalence of the cardiometabolic risk factors (CRFs) 
associated with non-communicable diseases (NCDs) has 
increased in the UAE and will continue to increase, as 
demonstrated by many studies and as predicted by pro-
jections and future estimates [2].

Having one risk factor does not necessarily lead to 
developing CVD. Similar to other NCDs, people who 
develop ischemic heart disease typically have more than 
one risk factor. The clustering of cardiovascular risk fac-
tors begins in youth, and continues during young adult-
hood and middle age [3, 4]. The presence of multiple risk 
factors simultaneously has been shown to increase the 
risk for atherosclerosis development in young and mid-
dle-aged adults and risk of CVD in middle age [5].

For example, Wilson et  al.’s [6]study estimated that 
accumulating three or more risk factors was associ-
ated with around a 2.4-fold increase in men and 5.9-fold 
increase in women in the risk of coronary heart disease 
after 16  years of follow-up. Additionally, they showed 
that having 3 or more risk factors in the general popu-
lation, was attributable to about 20% of coronary events 
in men and 48% in women. Another study on hyperten-
sive individuals without CVD, showed that accumulat-
ing three or more risk factors increased the relative risk 
of developing cardiovascular events from 2.07 (95% CI 
1.86–2.30) to 2.80 (95% CI 2.48–3.17) when compared to 
having only one risk factor, in a 6-year follow up [7].

Interrelationships between pairs of risk factors have 
been studied previously. Weight increase was reported to 
be associated with hyperlipidemia, glycaemia, and hyper-
tension in young adults [8]. Hypertension was reported 
to be associated with type 2 diabetes [9]. In addition, 
insulin resistance was associated with hypertension [10]. 

Other studies reported an increase in incident diabetes 
and hypertension following dyslipidemia [11, 12].

Since NCDs are caused by the interplay of risk fac-
tors and their accumulation, it is important to study how 
these risk factors are linked and how they accumulate 
before a chronic disease is established. The majority of 
local research in UAE has studied the risk factors individ-
ually. Most of the epidemiological studies are pre-dated 
and recruited a sample from a particular geographic 
location (e.g. city) or from specific healthcare settings. 
Although it is well-established that chronic diseases start 
developing in younger adults, there are limited studies in 
the UAE on the burden of risk factors in young adults. 
This study aimed to address the accumulation of cardio-
metabolic risk factors (CRFs) and their interrelationship 
in a large sample of adults below 40 years.

Methods
Study sample
The study participants were from the UAE Healthy 
Future Study (UAEHFS) [13]. The UAEHFS is an ongoing 
population-based prospective cohort study that aims to 
explore risk factors for NCDs. Emirati adults are invited 
to participate at multiple centers across major cities in 
the UAE.The study was based on the cross-sectional anal-
ysis of available baseline data from the UAEHFS cohort, 
recruited between February 2016 and December 2018. 
Subjects were nationals aged 18 to 40  years. All par-
ticipants provided informed consent. Participants who 
reported any acute infection at the time of recruitment 
and pregnant women were excluded from the study. This 
study was approved by the Abu Dhabi Health Research 
and Technology Committee (ref. DOH/HQD/2020/516). 
Additional information on the UAEHFS methodology is 
published elsewhere [13].

Data collection
Participants answered a self-completed question-
naire that collected socio-demographic, health, and 
lifestyle information. Participants underwent physical 
measurements including height, weight, waist and hip 

and dyslipidemia [AOR 2.71 (95% CI (2.32–3.15)]. Forty percent of the population accumulated more than 2 risk fac‑
tors, and the burden increased with age.

Conclusion In this young population, cardiometabolic risk factors are highly prevalent and are associated with each 
other, therefore creating a heavy burden of risk factors. This forecasts an increase in the burden of CVD in the UAE. The 
robust longitudinal design of the UAEHFS will enable researchers to understand how risk factors cluster before dis‑
ease develops. This knowledge will offer a novel approach to design group‑specific preventive measures for CVD 
development.

Keywords Cardiovascular disease, Cardiometabolic risk factors, Obesity, Dysglycemia, Dyslipidemia, Hypertension, 
Central obesity, Metabolic Syndrome
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circumferences as well as blood pressure measurements. 
Blood samples were collected to measure glycated hemo-
globin (HbA1c), low-density lipoprotein (LDL)  choles-
terol, high density lipoprotein (HDL)  cholesterol, total 
cholesterol, and triglycerides. Only fasting samples were 
used to measure blood glucose.

Cardiometabolic risk factors criteria
Body mass index (BMI) was categorized according to 
the WHO definitions. A BMI less than 25.0  kg/m2 was 
considered normal. A BMI between 25.0 and 29.9 kg/m2 
was considered overweight. And a BMI ≥ 30.0 kg/m2 was 
classified as obese.

Dysglycemia, or abnormal glycemic status, was 
defined as prediabetes or diabetes. Cut-offs were set 
at HbA1c ≥ 5.7% and < 6.5%, and  fasting blood glu-
cose (FBG) ≥ 100 and < 126  mg/dL for prediabetes, 
while diabetes was classified as having HbA1c ≥ 6.5%, 
FBG ≥ 126  mg/dl and/or reporting diabetes or taking 
antidiabetic medication [14, 15].

Dyslipidemia was defined as either self-reported his-
tory of abnormal cholesterol level, or taking a lipid-con-
trolling medication or having an abnormal level of any 
of the following; LDL cholesterol level of ≥ 130  mg/dL, 
HDL cholesterol level of ≤ 40 mg/dL for men or ≤ 50 mg/
dL for women, total cholesterol ≥ 200 mg/dL or triglycer-
ides ≥ 150 mg/dL for fasting samples and ≥ 175 mg/dL for 
random samples [16, 17].

Elevated blood pressure, or hypertension, was defined 
as having two consecutive blood pressure readings 
of ≥ 140  mmHg systolic and/or ≥ 90  mmHg diastolic 
according to the American Heart Association guide-
lines [18]. Hypertension was also defined as having 
self-reported “hypertension” on the questionnaire and/
or whether they are taking blood pressure-controlling 
medication.

Abdominal obesity (or central obesity) was indicated 
if the waist-to-hip ratio ≥ 0.85 for women and ≥ 0.90 for 
men [19].

Statistical analyses
Baseline characteristics of the study participants were 
presented overall and by gender. Categorical data was 
presented as frequencies and percentages and continu-
ous variables were presented as means ± standard devia-
tion. The frequencies and percentages were tested for 
significance of any differences in distribution between 
two or more groups using chi-square test. For continuous 
variables, differences in means were measured by Welch 
t-tests. The prevalence was adjusted for age using logistic 
models and presented with 95% confidence intervals (CI).

The burden of CRFs was defined and estimated as the 
number of risk factors per individual. The maximum 

number of risk factors was five per individual. CRFs were 
then grouped to form two burden groups; “0–1” and 
“ ≥ 2” risk factors. Multivariate logistic regression analy-
ses were performed to measure the associations between 
CRFs, adjusted for age and gender. Adjusted Odds Ratios 
(OR) with their 95% CIs were reported. The analyses 
were performed using Stata 15 software [20]. The signifi-
cance level of the statistical tests was set at 5%.

Results
A total of 5167 subjects aged between of 18 and 40 years 
were recruited from February 2016 to December 2018. 
Questionnaire data was available for up to 85% of the 
participants, anthropometric data and blood pressure 
was available for 94% of the sample, and blood biomark-
ers data was available for 98% of the sample. More than 
80% of the population had complete data points. Table 1 
represents the age-adjusted cardiometabolic characteris-
tics of the study population.

Almost two-thirds of the sample was classified as either 
overweight or obese, 30.1%  [95% CI(28.8−31.4)] and 
26.5% [95% CI (25.2–27.7)]; respectively. Men had higher 
prevalence than women (p < 0.001). Both prediabetes and 
diabetes prevalence were estimated as 8.2% [95%CI (7.4–
8.9)]and 3.5% [95%CI (3.0–4.0)]; respectively. Abnor-
mal glycemic markers were higher in men than women 
(p < 0.001). Moreover, abnormal lipid biomarkers were 
consistently higher in men than women (p < 0.001), con-
tributing to a total dyslipidemia prevalence of 68.0% [95% 
CI (66.3–69.7)] in men and 54.2% [95% CI (52.0–56.5)] in 
women (p < 0.001).

Hypertension, based on blood pressure measure-
ments and self-report, was estimated as 22.4% [95%CI 
(21.2–23.6)]; significantly higher in men than women; 
30.9% [95%CI (29.2–32.6)] and 9.2% [95%CI (7.8–10.5)] 
(P < 0.001); respectively. Finally, abdominal obesity was 
estimated as 22.5% [95%CI (21.3–23.8)] in the whole 
sample and the prevalence was more than double in men 
compared to women (P < 0.001).

Table  2 presents a summary of the prevalence of car-
diometabolic comorbidity; having two cardiovascu-
lar risk factors simultaneously. Among the people with 
dyslipidemia, more than 70% had another coexisting 
metabolic risk factor. The following most common co-
existing risk factor was obesity. More than 50% of obese 
participants also have had dysglycemia or central obe-
sity. Interestingly, among dysglycemic participants, only 
24% were also classified as obese, and 23% classified as 
hypertensive.

Associations among the risk factors were investi-
gated. Table  3 presents the associations between the 
five CRFs adjusting for age and gender. The strongest 
relationship was captured with obesity. For instance, 
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obesity was associated with more than four-fold 
increase in the odds of having central obesity [OR 4.70 
95%CI (4.04–5.46)], and almost three-fold increase 
in the odds of having abnormal glycemic status [OR 
2.98 95%CI (2.49–3.55)], hypertension [OR 3.03 
95%CI (2.61–3.52)], and dyslipidemia [OR 2.71 95% CI 
(2.32–3.15)].

The burden of CRFs was measured as the number of 
risk factors accumulated per subject. Around a quar-
ter of the population (23.8%) had zero risk factors. The 
remaining population had a range from 1 to 5 risk fac-
tors. The majority of the sample had either 1 risk factor 
(36.2%) or 2 risk factors (21.4%) as displayed in Fig. 1. 
The distribution of number of risk factors in men and 

Table 1 Age‑adjusted prevalence % of cardiometabolic risk factors of UAEHFS participants

Age is presented as mean years (standard deviation). Data is presented as prevalence % (confidence interval)

Overweight and obesity were defined as having a BMI between 25.0 and 29.9 kg/m2 and BMI ≥ 30 kg/m2, respectively. Dysglycemia was defined as having 
HbA1c ≥ 5.7%, and/or FBG ≥ 100 mg/dl, and/or self-reporting diabetes or taking antidiabetic medication. Dyslipidemia was defined as having any abnormality across 
lipid markers (LDL ≥ 130 mg/dl, HDL ≤ 40 mg/dl for men or ≤ 50 mg/dl for women, total cholesterol ≥ 200 mg/dl or triglycerides ≥ 150 mg/dl for fasting samples 
and ≥ 175 mg/dl for random samples) and/or self-reporting abnormal cholesterol or taking lipid-controlling medication. Hypertension was defined as ≥ 140 mmhg 
systolic and/or ≥ 90 mmhg diastolic pressure and/or self-reporting hypertension or taking blood pressure-controlling medication. Central obesity was defined as 
having waist-to-hip ratio as ≥ 0.85 for women and ≥ 0.90 for men

Overall
N = 5126

Men, N = 3202 (62%) Women, N = 1965 (38%) P-value

Age (years), mean (SD) 25.7 (6.2) 26.4 (5.9) 24.5 (6.3)  < 0.001

Overweight 30.1 (28.8–31.4) 34.7 (33.0–36.4) 23.1 (21.2–25.0)  < 0.001

Obesity 26.5 (25.2–27.7) 29.7 (28.0–31.4) 21.6 (19.7–23.5)  < 0.001

Prediabetes 8.2 (7.4–8.9) 10.1 (9.1–11.2) 5.2 (4.1–6.2)  < 0.001

Diabetes 3.5 (3.0–4.0) 3.8 (3.1–4.5) 3.1 (2.3–3.9)  < 0.001

Dysglycemia 11.7 (10.8–12.7) 14 (12.7–15.2) 8.3 (7.0–9.6)  < 0.001

High LDL 34.5 (33.2–35.9) 42.1 (40.3–43.9) 22.9 (20.9–24.8)  < 0.001

Low HDL 43.7 (42.4–45.1) 45.4 (43.6–47.1) 41.1 (38.9–43.3) 0.003

High total cholesterol 32.8 (31.4–34.1) 37.2 (35.4–38.9) 26.0 (24.0–28)  < 0.001

High Triglycerides 21.4 (20.2–22.6) 26.7 (25.1–28.3) 13.5 (11.9–15.1)  < 0.001

Dyslipidemia 62.7 (61.3–64) 68 (66.3–69.7) 54.2 (52–56.5)  < 0.001

Hypertension 22.4 (21.2–23.6) 30.9 (29.2–32.6) 9.2 (7.8–10.5)  < 0.001

Central obesity 22.5 (21.3–23.8) 29.6 (27.9–31.3) 12.5 (10.9–14.0)  < 0.001

Table 2 The prevalence of comorbidity of cardiometabolic risk factors in the UAEHFS participants

Data is presented as prevalence % (95% CI) for co-existing CRFs

Obesity Dysglycemia Dyslipidemia Hypertension Central obesity

Central obesity 48.9 (46.2–51.6) 37.9 (34.1–41.8) 31.1 (29.5–32.8) 38.9 (36–41.8)

Hypertension 39.4 (36.8–42.1) 40.8 (37–44.7) 27.8 (26.3–29.5) 36.6 (33.8–39.4)

Dyslipidemia 79.4 (77.2–81.5) 77.3 (73.9–80.4) 75.2 (72.6–77.6) 79.1 (76.6–81.4)

Dysglycemia 24 (21.8–26.4) 15.7 (14.5–17) 22.8 (20.5–25.4) 19.7 (17.6–22.1)

Obesity 51.7 (47.8–55.6) 35.1 (33.3–36.8) 47.4 (44.4–50.4) 54.9 (52–57.8)

Table 3 Odd ratios of the associations between the cardiometabolic risk factors adjusted for age and sex

Data is presented as odds ratios (95% CI). Multivariate models adjusted for age and gender only. For each risk factor, the reference groups were those without that risk 
factor

Obesity Dysglycemia Dyslipidemia Hypertension

Central obesity 4.70 (4.04–5.46) 1.57 (1.29–1.9) 2.18 (1.85–2.56) 1.85 (1.58–2.17)

Hypertension 3.03 (2.61–3.52) 2.32 (1.92–2.79) 1.81 (1.54–2.12)

Dyslipidemia 2.71 (2.32–3.15) 1.85 (1.51–2.26)

Dysglycemia 2.98 (2.49–3.55)
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women is visualized in Fig. 2. Males in this sample had 
more risk factors than females; 83% of men had at least 
one risk factor versus 64% of women (p < 0.001).

Figure 3 shows the distribution of the burden of the 
CRFs dichotomized to “0–1 RFs” and “ ≥ 2 RFs” within 
age groups. About sixty percent of the total popula-
tion had 0–1 risk factors.The proportion of accumu-
lated risk factors increased in the older age groups 
(p < 0.001). This was similar in men and women.

Figure  4 represents the most common CRFs in the 
youngest age groups, those below the age of 25 years. 
In men, the most common CRF was dyslipidemia, 
where it was reported in 54.6% of the male population, 
followed by hypertension, obesity, central obesity then 
dysglycemia. In women, however, the rankings dif-
fered. The most common CRF was dyslipidemia, fol-
lowed by obesity, central obesity, hypertension then 
dysglycemia.

Discussion
This study presents the first comprehensive description 
of the accumulation of common CVD risk factors and 
their interrelationship in a large sample of young Emirati 
adults. It is well established that before CVD develops, 
multiple risk factors co-exist. The clustering of the car-
diovascular risk factors starts in adolescence and early 
adulthood [4]. In this study, we investigated the extent of 
co-existence of these risk factors and how often do they 
accumulate in young adults between 18 and 40 years.

The study showed interesting patterns in this popu-
lation. We found that dyslipidemia coexisted with 
another metabolic abnormality more than 75% of the 
time, followed by obesity and central obesity. Interest-
ingly, in the dysglycemic group, comorbidity was least 
evident. In contrast, in another national study, Hajat 
et  al. showed that cardiometabolic comorbidity was 
most evident in diabetic participants [21].

All associations were found to be significant after 
adjusting for age and gender (Table 3). The associations 
between pairs of CRFs indicate that these risk factors 
cluster differently in people. Overall, obesity had the 
strongest relationship with all metabolic abnormalities. 
Baynouna et  al. [22] showed that the strongest inter-
relationship between risk factors was detected with 
obesity and hypertension, with an odd ratio 1.9 (95%CI 
1.2 – 3.0), and with high LDL, odd ratio 1.7 (95%CI 
1.1–2.5).

One quarter of the total sample population had no 
CRFs. Grouping the burden into two categories, 0–1 
and 2 or more risk factors yielded a 60–40 ratio; 60% 
had one or no risk factor, and 40 had two or more risk 
factors. Almost half (47.8%) of the male population 
in this study had two or more risk factors, while only 

23.8

36.2

21.4

11.6

5.3
1.5

0

5

10

15

20

25

30

35

40

20 1 3 4 5

%

Number of CRFs
Fig. 1 Age‑adjusted prevalence of number of accumulated 
cardiometabolic risk factors in the whole sample

17

34.9

24.4

14.3

7.4

2

35.9 37.4

16.4

7.3
2.2 0.7

0
5

10
15
20
25
30
35
40

0 1 2 3 4 5

%

Number of CRFs

Men Women

P<0.001 

Fig. 2 Age‑ adjusted prevalence of accumulated cardiometabolic risk factors in men and women



Page 6 of 8Mezhal et al. Diabetology & Metabolic Syndrome  (2021) 13:140

28.1% of the female’s population did. This should be 
considered as alarming as this is a young population 
sample with aged between 18–40  years. Surprisingly, 
even 24% of the subjects in the youngest age group 
18–19 years had already developed 2 or more CRFs.

Focusing more on the youngest age groups  (below 
25 years), we have found that CRFs prevalence differ 
across men and women. Figure  4 shows that in men, 
dyslipidemia and hypertension are the highest 2 CRFs 
among young men, while obesity ranks third. In young 
women, hypertension rates were much lower and 
ranked  fourth, after dyslipidemia,  obesity and central 
adiposity. The finding that dyslipidemia has the high-
est prevalence and also almost always co-existing with 
other CRFs is in line with Paynter et  al.‘s finding [5]. 
They have reported that dyslipidemia is more likely to 
occur first in a cluster of risk factors, more than hyper-
tension, obesity and diabetes. These findings strongly 
suggest that dyslipidemia screening in early adulthood 

may be a good target for risk factor accumulation and 
therefore CVD prevention.

A recent report from the UAE National Health Sur-
vey estimated that 49.5% of the 18–44 years’ population 
had three or more of the following risk factors: smok-
ing, inadequate diet, insufficient physical activity, over-
weight, or raised blood pressure [23]. The survey results 
indicated that there were more men than women with 
such criteria (54.4 vs. 45.1% respectively). However, this 
estimation was not limited to Emiratis and included bur-
den of non-metabolic risk factors. In another report  on 
the burden of cardiovascular risk factors in 33,000 young 
military men, it was estimated that 24% had at least 2 risk 
factors [24]. This prevalence probably underestimates 
the burden at population level as the sample subjects 
were military men, which have differences in age struc-
ture, social and behavioral characteristics, and health and 
physical fitness standards required for their occupation.

We also found that the proportion of people hav-
ing 2 or more risk factors increased with age. This find-
ing parallels the established fact that cardiovascular risk 
increases with age. It is well known that aging increases 
the risk for CVD as there are multiple structural and 
functional alterations that occur throughout a lifespan 
[25]. For instance, changes at the molecular level, such as 
the increase in oxidative stress can lead to obesity, dia-
betes, and frailty, which is called “cardiovascular aging” 
[26].

The main strength of this study is the ability to asses 
CVD risk factors in young adults in large population-
based sample size. This study focused on young adults, 
who are often underrepresented in the context of non-
communicable disease studies, especially CVD. Car-
diovascular risk factors definitions were thorough and 
included objective and subjective measures for a more 
concise disease-definition criteria. Blood samples and 
measurements were collected in a standardized proce-
dure to ensure consistent quality and reduce the risk of 
information bias.

In this study, we defined dyslipidemia as having any 
abnormality across the 4 lipids biomarkers: LDL, HDL, 
total cholesterol, and triglycerides, as well as reporting a 
medical diagnosis and/or taking medication. This defini-
tion is recommended by the ATP 3 guidelines for persons 
above 20 years old [27]. Besides the broad definition, we 
used random non-fasting samples, which recent reports 
have shown are equally acceptable [28, 29].

Most epidemiological studies are prone to having 
selection bias that can affect the external validity of the 
study. The main weakness of this study is that it is vol-
unteer-based recruitment of participants, which there-
fore potentially affects the representativeness of the study 
sample. However this is common to most large cohort 

Fig. 4 Prevalence of risk factors in UAEHFS below the age of 25 years 
in men and women

Fig. 3 Burden of cardiometabolic risk factors in different age groups
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studies which are volunteer-based convenience sam-
ples, but provided that  there is wide range of exposures 
within the cohort, this is not a significant limitation to 
understanding the relationship between exposures and 
outcomes.

Conclusion
Studying the major cardiovascular risk factors and how 
they link and accumulate to each other in a young sam-
ple of Emiratis provides a novel insight. Here, we showed 
how the major risk factors are highly prevalent and start 
accumulating very early in age, even in those below 
25  years of age. The population’s increasing burden of 
risk factors forecasts an increase in the future incidence 
of CVD. This calls for taking preventive measures that 
must be designed for the youth in schools and universi-
ties. Also, comorbidity analysis in this study showed that 
dyslipidemia co-exists with other cardiometabolic abnor-
malities. Such patients must be additionally screened 
for other risk factors and must be made aware that they 
would be more prone for having another metabolic 
abnormality.

Finally, addressing the high burden of risk factors is 
only a first step in understanding how clustering will 
affect the incidence of CVD. Studying the basis for risk 
factor clustering will provide insight into the pathogen-
esis of atherosclerosis and it has implications for the pre-
vention of coronary disease.

Abbreviations
NCDs  Non‑communicable disease
CVD  Cardiovascular disease
UAE  United Arab Emirates
UAEHFS  UAE Healthy Future Study
CRFs  Cardiometabolic risk factors
AOR  Adjusted odds ratio
OR  Odds ratio
CI  Confidence interval
HbA1c  Hemoglobin A1c, glycated hemoglobin
LDL  Low‑desity lipoprotein
HDL  High‑density lipoprotein
BMI  Body mass index
WHO  World Health Organization
FBG  Fasting blood glucose
SD  Standard deviation

Acknowledgements
The authors are indebted to the support of the funding organization: New 
York University Abu Dhabi Research Institute. Many thanks to the participants 
for the UAEHFS study.

Authors’ contributions
LA, RA and FM did the research conceptualization. FM and LA performed 
the data analysis and interpretation. LA and RA supervised the research. FM 
drafted the manuscript. AO, AA, AA, AA, AA, ALJ, ASA, EMT, EA, FAM, FA, FA, HA, 
HA, JA, LAW, MA, MK, MW, MA, MHA, NO, OES, RHA, SS, SMS, TA, TL, WA and YI 
reviewed the manuscript. RA is the principal investigator and designer of the 
UAEHFS. All authors read and approved the final manuscript.

Funding
Not applicable.

Availability of data and materials
Data is available upon request.

Declarations

Ethics approval and consent to participate
The UAEHFS was conducted according to the guidelines of the Declaration of 
Helsinki, and the study protocol was approved by the Research Ethics Com‑
mittee of Abu Dhabi.
Health Research and Technology Committee, reference number DOH/
HQD/2020/516.
All participants read and understood the information leaflet and signed the 
consent form prior to recruitment.

Consent for publication
The authors of this manuscript approve this version to be submitted for 
publication.

Competing interests
The authors declare no competing interests.

Author details
1 Public Health Research Center, New York University Abu Dhabi, Abu Dhabi, 
UAE. 2 Department of Epidemiology and Public Health, College of Medicine 
and Health Sciences, Khalifa University of Sciences and Technology, Abu 
Dhabi, UAE. 3 Department of Pediatrics, Zayed Military Hospital, Abu Dhabi, 
UAE. 4 Department of Cardiology, Zayed Military Hospital, Abu Dhabi, UAE. 
5 Department of Nutrition and Health, College of Medicine and Health Sci‑
ences, United Arab Emirates University, Al‑Ain, UAE. 6 Heart and Vascular Insti‑
tute, Cleveland Clinic Abu Dhabi, Abu Dhabi, UAE. 7 Department of Pathology, 
Sheikh Shakhbout Medical City, Abu Dhabi, UAE. 8 Institute of Public Health, 
College of Medicine and Health Sciences, United Arab Emirates University, 
Al‑Ain, UAE. 9 Zayed Center for Health Sciences, United Arab Emirates Univer‑
sity, Al‑Ain, UAE. 10 College of Natural and Health Sciences, Zayed University, 
Abu Dhabi, UAE. 11 Zayed Military Hospital, Abu Dhabi, UAE. 12 Center for Bio‑
technology, Khalifa University of Science and Technology, Abu Dhabi, UAE. 
13 Department of Genetics and Molecular Biology, Khalifa University of Science 
and Technology, Abu Dhabi, UAE. 14 Department of Biomedical Engineering, 
Khalifa University of Science and Technology, Abu Dhabi, UAE. 15 Abu Dhabi 
Blood Bank Services, SEHA, Al‑Ain, Abu Dhabi, UAE. 16 Department of Internal 
Medicine, College of Medicine and Health Sciences, United Arab Emirates Uni‑
versity, Al‑Ain, UAE. 17 Pathology and Laboratory Medicine Institute, Cleveland 
Clinic Abu Dhabi, Abu Dhabi, UAE. 18 Healthpoint Hospital, Abu Dhabi, UAE. 
19 Department of Environmental Medicine, New York University of Medicine, 
New York, USA. 20 Department of Medicine, College of Medicine and Health 
Sciences, United Arab Emirates University, Al‑Ain, UAE. 21 Department of Health 
Science, Higher Colleges of Technology, Abu Dhabi, UAE. 22 Department 
of Population Health, New York University School of Medicine, New York, 
USA. 23 College of Medicine, Mohammed Bin Rashid University of Medicine 
and Health Sciences, Dubai, UAE. 24 MRC Epidemiology Unit, University of Cam‑
bridge, Cambridge, UK. 

Received: 3 August 2021   Accepted: 12 November 2021
Published: 27 November 2021

References
 1. Kyu HH, Abate D, Abate KH, Abay SM, Abbafati C, Abbasi N, et al. Global, 

regional, and national disability‑adjusted life‑years (DALYs) for 359 
diseases and injuries and healthy life expectancy (HALE) for 195 countries 
and territories, 1990–2017: a systematic analysis for the Global Burden of 
Disease Study 2017. The Lancet. 2018;392(10159):1859–922.

 2. WHO. Global Atlas on cardiovascular disease prevention and control. 
Mendi S PP, Norving B, editor. Geneva World Health Organization; 2011.



Page 8 of 8Mezhal et al. Diabetology & Metabolic Syndrome  (2021) 13:140

 3. Andersen LB, Wedderkopp N, Hansen HS, Cooper AR, Froberg K. Biologi‑
cal cardiovascular risk factors cluster in Danish children and adolescents: 
the European Youth Heart Study. Prev Med. 2003;37(4):363–7.

 4. Berry JD, Liu K, Folsom AR, Lewis CE, Carr JJ, Polak JF, et al. Prevalence 
and progression of subclinical atherosclerosis in younger adults with low 
short‑term but high lifetime estimated risk for cardiovascular disease: the 
coronary artery risk development in young adults study and multi‑ethnic 
study of atherosclerosis. Circulation. 2009;119(3):382–9.

 5. Paynter NP, Kiefe CI, Lewis CE, Loria CM, Goff DC Jr, Lloyd‑Jones DM. 
Accumulation of metabolic cardiovascular risk factors in Black and White 
young adults over 20 years. J Am Heart Assoc. 2015;4(6):000666.

 6. Wilson PWF, Kannel WB, Silbershatz H, D’Agostino RB. Clustering 
of metabolic factors and coronary heart disease. Arch Intern Med. 
1999;159(10):1104–9.

 7. Weycker D, Nichols GA, O’Keeffe‑Rosetti M, Edelsberg J, Khan ZM, Kaura S, 
et al. Risk‑factor clustering and cardiovascular disease risk in hypertensive 
patients*. Am J Hypertens. 2007;20(6):599–607.

 8. Lloyd‑Jones DM, Liu K, Colangelo LA, Yan LL, Klein L, Loria CM, et al. 
Consistently stable or decreased body mass index in young adulthood 
and longitudinal changes in metabolic syndrome components: the 
Coronary Artery Risk Development in Young Adults Study. Circulation. 
2007;115(8):1004–11.

 9. Wilson PW, Meigs JB, Sullivan L, Fox CS, Nathan DM, D’Agostino RB Sr. 
Prediction of incident diabetes mellitus in middle‑aged adults: the 
Framingham Offspring Study. Arch Intern Med. 2007;167(10):1068–74.

 10. Goff DC Jr, Zaccaro DJ, Haffner SM, Saad MF. Insulin sensitivity and the risk 
of incident hypertension: insights from the Insulin Resistance Atheroscle‑
rosis Study. Diabetes Care. 2003;26(3):805–9.

 11. Mora S, Otvos JD, Rosenson RS, Pradhan A, Buring JE, Ridker PM. Lipopro‑
tein particle size and concentration by nuclear magnetic resonance and 
incident type 2 diabetes in women. Diabetes. 2010;59(5):1153–60.

 12. Paynter NP, Sesso HD, Conen D, Otvos JD, Mora S. Lipoprotein subclass 
abnormalities and incident hypertension in initially healthy women. Clin 
Chem. 2011;57(8):1178–87.

 13. Abdulle A, Alnaeemi A, Aljunaibi A, Al Ali A, Al Saedi K, Al Zaabi E, et al. 
The UAE healthy future study: a pilot for a prospective cohort study of 
20,000 United Arab Emirates nationals. BMC Public Health. 2018;18(1):101.

 14. Diagnosis and Classification of Diabetes Mellitus. Diabetes Care. 
2010;33(Suppl 1):S62–9.

 15. International Expert Committee. International Expert Committee report 
on the role of the A1C assay in the diagnosis of diabetes. Diabetes Care. 
2009;32(7):1327.

 16. National Cholesterol Education Program (NCEP) Expert Panel on Detec‑
tion, Evaluation, and Treatment of High Blood Cholesterol in Adults (Adult 
Treatment Panel III). 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) final report. 
Circulation. 2002;106(25):3143–421.

 17. National Collaborating Centre for Primary C. National Institute for Health 
and Clinical Excellence: guidance. Lipid modification: Cardiovascular risk 
assessment and the modification of blood lipids for the primary and 
secondary prevention of cardiovascular disease. London: Royal College of 
General Practitioners (UK); 2008.

 18. Whelton PK, Carey RM, Aronow WS, Casey DE, Jr., Collins KJ, Dennison 
Himmelfarb C, et al. 2017 ACC/AHA/AAPA/ABC/ACPM/AGS/APhA/ASH/
ASPC/NMA/PCNA Guideline for the Prevention, Detection, Evaluation, 
and Management of High Blood Pressure in Adults: Executive Summary: 
A Report of the American College of Cardiology/American Heart Associa‑
tion Task Force on Clinical Practice Guidelines. Hypertension (Dallas, Tex : 
1979). 2018;71(6):1269–324.

 19. Organization WH. Waist cicumference and waist‑hip ratio. Geneva: World 
Health Organization; 2008.

 20. StataCorp. Stata statistical software: release 15. College Stattion, TX: 
StataCorp; 2017.

 21. Hajat C, Harrison O, Al SZ. Weqaya: a population‑wide cardiovascular 
screening program in Abu Dhabi, United Arab Emirates. Am J Public 
Health. 2012;102(5):909–14.

 22. Baynouna LM, Revel AD, Nagelkerke NJ, Jaber TM, Omar AO, Ahmed NM, 
et al. Associations of cardiovascular risk factors in Al Ain, United Arab 
Emirates. Cardiovasc Diabetol. 2009;8:21.

 23. Prevention MoH. UAE national health survey report 2017–2018. UAE 
2019.

 24. Alzaabi A, Al‑Kaabi J, Al‑Maskari F, Farhood AF, Ahmed LA. Prevalence of 
diabetes and cardio‑metabolic risk factors in young men in the United 
Arab Emirates: a cross‑sectional national survey. Endocrinol Diabetes 
Metab. 2019;2(4):e00081.

 25. Rodgers JL, Jones J, Bolleddu SI, Vanthenapalli S, Rodgers LE, Shah K, et al. 
Cardiovascular risks associated with gender and aging. J Cardiovasc Dev 
Dis. 2019;6(2):19.

 26. Jura M, Kozak LP. Obesity and related consequences to ageing. Age 
(Dordr). 2016;38(1):23.

 27. Chou R DT, Blazina I. Screening for dyslipidemia in younger adults: a sys‑
tematic review to update the 2008 U.S Agency for Healthcare Research 
and Quality (US): Rockville, MD; 2016. https:// www. ncbi. nlm. nih. gov/ 
books/ NBK39 6239/? report= class ic.

 28. Nordestgaard BG, Society ftEA, Chemistry tEFoC, initiative LMjc, Langsted 
A, Society ftEA, et al. Fasting is not routinely required for determination 
of a lipid profile: clinical and laboratory implications including flagging at 
desirable concentration cut‑points—a joint consensus statement from 
the European Atherosclerosis Society and European Federation of Clinical 
Chemistry and Laboratory Medicine. Eur Heart J 2016;37(25):1944–58.

 29. Langsted ANB. Nonfasting versus fasting lipid profile for cardiovascular 
risk prediction. Pathology. 2019;51(2):131–41.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub‑
lished maps and institutional affiliations.

https://www.ncbi.nlm.nih.gov/books/NBK396239/?report=classic
https://www.ncbi.nlm.nih.gov/books/NBK396239/?report=classic

	The interrelationship and accumulation of cardiometabolic risk factors amongst young adults in the United Arab Emirates: The UAE Healthy Future Study
	Abstract 
	Introduction 
	Objective 
	Methods 
	Results 
	Conclusion 

	Introduction
	Methods
	Study sample
	Data collection
	Cardiometabolic risk factors criteria
	Statistical analyses

	Results
	Discussion
	Conclusion
	Acknowledgements
	References


