The lslamic University Journal (Series of Natural Studies and Engineering)
Vol.17, No.2, pp 43-52, 2009, ISSN 1726-6807, http://www.iugaza.edu.ps/aralresearch/

Effect of Body M ass and Smoking on Development of Stroke
In Gaza Strip: Retrospective Study

Yousef I. Aljeesh
Faculty of Nursing - Public health
yjeesh@iugaza.edu.ps

Abstract: The aim of the present study was to e ucidate the effect of Body
Mass (BM) and smoking on the development of stroke in a representative
retrospective design among men and women in Gaza strip (GS). Methods:
We analyzed a data base of 200 men and women aged between 35-70 years
and selected by convenience sample. Those patients have been diagnosed with
stroke and history of hypertension only and the diagnosis of stroke has been
confirmed with physician and computed tomography scan. Self report
structure interview was used to collect data by trained interviewersin Arabic
language for ease of comprehenson by the patient and family. Statistical
Package of Social Science (SPSS) was used to analyze the obtained data.
Results: There was a significant difference of BM (overweight and obesity)
on the devel opment of stroke as evidence by (Chi-square test 40.6 and P value
0.000) while there was no significant difference of smoking on development
of stroke as evidence by (Chi-sguare test .98 and P value 0.322). On the other
hand, our finding revealed a sgnificant difference of smoking on devel opment
of stroke only among male smokers after adjustment of female gender (Chi-
square test 39.1 and P value 0.000). Conclusions: BM was associated with the
development of stroke in general among men and women but smoking was
associated with development of stroke among smokers men only. Further
study is recommended to identify the effect of BM in different subtypes of
stroke (ischemic, thrombus and hemorrhagic). Therefore, smoking cessation
and reducing body weight programs should be an important strategy for
reducing the burden of strokein GS.

Key words. BM Cigarette smoking Stroke Retrospective study.
356 plad 8 Ldlaal) Adalal) &igan o cpdil) g sl AL

ol Al Al

Lllal Giga s e il anall A0S (e JS 580 48 e ) Al b3a il adda
o558 Aeladll dalall 5 aal) Jaiim g i 5l las () e 200 ke Ail) ciladiy i laal)
Lngie plast b Al ) B 5 AL (DIS (g dil) Coren 5 25w 70-35 (0 p lec
u\).u;‘}]\} u\)\)ﬂ\} u.»ul\ L@.\Aé\.u\.u.a;\ u.\n.u\ u;L\S\ (’M\J Gu\)]\ )J\}[\ ISR e\.u\)ﬂ\
(:_v .\J} «ul_vL..\,\S\ d.._\l;.v ‘H Gv\.«.a;:}f\ C.ALU.J\ ("M\ di)k oe (Lﬁls @)A) @).\A\)g)l\
Tos oW (3 8a% a0 g cishe cans o5 A lo i) a5l 1l IS e pladid
Ay Aloan) AV 3 G508 25as ) A Al Calia g Ly el ) aad 4 i)
aa g Y ad Al el i laal) Alalall G gaa 5 (R Sl A3l 5 Adased) L)) aneal



http://www.iugaza.edu.ps/ara/research/
mailto:yjeesh@iugaza.edu.ps

Yousef 1. Aljeesh

ol (K el s Jal G delaall ddalal) ugan g il Asilias) A2 3 55 58

Jeal oo delaal Ahalall Cigan s il G Adlan) AN I3 (5558 aa g 4 A )

Uapee ) A al) s ol AES G ) Al Cuali L uin) e Jasia ey e (pidadl)

Jaely nlll m s Apled) bl Gugany s g Jasi je b Ja ) e (il 5 (Al Sl

Al Akladl Gigon e 53030 Aiandl 5 Al Hllaa man i) a0 el

Introduction
Strokeis a leading cause of death and disability all over the world. Although
obesity is an established risk factor for coronary heart disease, its role as a
risk factor for stroke remains controversial. According to Disability
Adjusted Life Years (DALYS), cerebrovascular disease in 1990 was the
sixth leading cause of DALY's, but they expected to be the fourth leading
cause of DALY in the year of 2020 after ischemic heart disease, unipolar
major depression and road traffic accident. According to the 15 leading
causes of death in the world, cerebrovascular disease was the second leading
cause of death in 1990 and they expected to be the same cause of death in
the year of 2020 after ischemic heart disease [1]. There is a consistent
evidence from published studies showing a positive relationship between
body mass index (BMI) and stroke mainly for ischemic stroke [2,3,4]. Other
study showed that BMI is a risk factor for both ischemic and hemorrhagic
stroke [5]. Whereas, Zhou M, et al (2008) indicated a strong association
between high BMI and stroke mortality only among men who were
overweight or obese [6]. In addition, other studies showed that the direction
and strength of association between BMI and stroke are varied according to
the type of stroke and age group. The risk of ischemic stroke showed a
strong and progressive linear relationship with an increase in the BMI, while
the relationship was less linear for hemorrhagic stroke. The association
between the risk of stroke and BMI was modified by age, with a weaker
association at higher ages[7].
Moreover, there was a study conducted about BMI and risk of stroke
mortality among a random sample of Japanese adults and showed a U-
shaped association between BMI and the mortality of cerebral infarction.
Participants with the highest BMI categories (BMI > 30.0) showed a
significantly highest hazard ratio for cerebral infarction. The excess risk at
the lower extreme of the BMI was confined to men [8]. On the other hand,
other studies mentioned that there is no relationship exists between BMI and
development of stroke [9] or even reported negative association [10]. Winter
Y, et a (2008) showed that there is a positive association between BMI and
cerebrovascular risk which became non-significant after adjustment of
physical inactivity, smoking, hypertension, and diabetes [11]. Many studies
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have been reported a significant relationship between smoking and vascular
disease, but the association between cigarette smoking and increase
incidence of stroke are not well understood. A study about cigarette
smoking and risk of stroke and its subtypes among middle-aged Japanese
men and women showed that smoking raises risks of total stroke and
subarachnoid haemorrhage for both men and women and risk of stroke,
either lacunar or large artery occlusive infarction for men [12]. Another
study conducted about cigarette smoking and risk of stroke in the Chinese
adult population showed a positive relationship between cigarette smoking
and risk of stroke [13]. Golditz GA, et a (1998) supported a strong causal
relationship between cigarette smoking and stroke among young and middle
aged women [14]. In contrast, a sudy conducted about ischemic stroke risk,
smoking and the genetics of inflammation in a biracial population
demonstrated that cigarette smoking may modulate stroke risk through a
gene — environment interaction [15]. The aim of the present study was to
elucidate the effect of BM and smoking on the development of stroke in a
representative retrospective design among men and women in GS.
Materials and methods

Study design: The study was questionnaire based retrospective analysis.
This design is the most useful design for identifying the risk factors of
disease, inexpensive, can provide analytic clues, and enables the researcher
to collect needed data over a short period of time. Although retrospective
design has a disadvantage of recall bias but it is useful in making a causal
relationship.

Setting and study sample

All available patients who had been hospitalized in the three main
governmental hospitals in GS (Shefa, Nasser, and European hospital]
between June 2006 and May 2007 were screened for patients with stroke by
using non-probability convenience sample. The response rate was 89%.
The total number of patients was 225 patients with stroke and history of
hypertension. All people who fulfilled the inclusion criteriawere included in
the study sample. The inclusion criteria were patients of age between 35 to
70 years old, who had been diagnosed with stroke and history of
hypertension only where the diagnosis of stroke had been confirmed with
computed tomography scan. Twenty five patients were excluded from the
study, 10 patients who participated in the pilot study, 9 dead and 6 patients
refused to participate in the study.
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Data collection

The data collection tool was self reported structure interview. The
guestionnaire was administered by trained interviewers in the Arabic
language for ease of comprehension by the patient and family. The trained
interviewers received explanation and training from the researcher about the
study's aim, objectives, and clarifications about the filling of the
guestionnaire. To ensure the validity of the instrument face and content
validity were done by a panel that has appropriate experience in this field.
To ensure the reliability of the instrument, a pilot study was done by using a
small scale sampling test consisting of 10 patients from different locations
across the three governmental hospitals in GS to have a clear idea about the
length, suitability and clarity of the questionnaire. Some modifications and
aterations were done after piloting and the 10 individuals were excluded
from the study to prevent threatening of external validity by pre and post-
test effect.

Ethical considerations

Consent form was obtained from all patients before conducting the study.
An explanation was clearly provided to each patient on the goa and
objectives of the study before requesting the consent form to be signed off.
A Questionnaire was presented to all patients by the same way to prevent
bias. The study was approved by ethical review committee. The information
about patients’ identity was not included with the other data and only
principal investigator has access to this information. No reference to the
patients’ identity was made at any stage during data analysis.
Anthropometric assessment

Height (in meters) and current weight (in Kg) were used to calculate BMI
[weight (kg)/height (m?)] with a standardized data collection instrument.
Body weight and obesity was classified into four classes, healthy (BMI
18.5-24.9kg/m?) class 1, overweight (25-29.9 kg/m?) class 11, obese (30-
39.9 kg/m?) class 111 and very obese (40-60 kg/n) classV1. BMI was
chosen as a simple measurement of body weight in relation to height
because it is in principle easier to measure at the population level than body
fat.

Statistical analysis

Statistical analysis was performed using Statistical Package for Social
Sciences (SPSS). The questionnaire was pre-coded and all data was entered
and checked twice by two different investigators. Means and Standard
Deviations (SD) computed for the continuous numeric variables. Advanced
statistical analysis Chi-square was used to examine potential differences
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between categorical variables with a significance level set at p < .05. Stroke
was considered as dependent variables and other variables (BMI and
smoking) were regarded as independent variables.
Results
This part of the study presents the results of the work carried out in GS. The
study sample consists of 200 patients with stroke and history of
hypertension only. Approximately 48% of the patients were treated at Sheaf
hospital, 32% at European hospital and 20% at Nasser hospital. The sources
of results were obtained by administered a structure questionnaire (closed
ended questions). Interviewing was done to the patient and/or family,
gpeaking with the team caring for the patients and reviewing the medical
record in the department in which the patient was hospitalized. Systematic
reviews of documents in the medical record in the department and
emergency ward of the hospitals were made concomitantly to detect any
missed patients.

Table (1): Distribution of the study population by gender

Table (1) showed that 70% of the study population were males and 30%
were females. Approximately more than two third of the study sample were

males.
Table (2): Distribution of the study population by age
Agegroup Frequency | Valid percent

40-46 19 9.5
47-53 36 18.0
54-60 46 23.0
61-67 50 25.0

Over 67 49 24.5
Total 200 100.0

Gender Frequency Valid percent
Male 140 70

Female 60 30
Total 200 100.0

Table (2) showed that about 10% of the subjects were between the ages of
(40-46) years, 18% between (47-53), 23% between (54-60), 25% between
(61-67) and about 25% subjects over 67 years. Approximately more than
two third of the subjects were over 54 years old. This result was expected
because stroke mainly affects old people.
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Table (3): Distribution of the study population by BM|I

Classification of BM|I Frequency | Valid percent
18.5-24.9 (healthy) 48 24.0
25-29.9 (Overweight) 67 335
30-39.9 (Obese class) 71 35.5
40-60 (Very obese) 14 7.0
Total 200 100.0

Healthy = Class 1, Overweight = class 11, Obese = Class 111, Very obese = 1V
Body mass index was calculated as weight divided by height sguared
(weight (kg)/height (m?), and the degree of obesity classified according to
Framingham formula. A total 48 (24%) among the participants had healthy
weight, about 34% overweight, 36% obese and 7% over obesity. This
indicates that about 70% of the stroke patients weight ranges between
overweight and obese (Table 3).

Table (4): Distribution of the study population by smoking

Smoking Frequency Per cent
Yes 107 53.5
No 93 46.5

Total 200 100.0

As shown in table (4), the percentages of smoker patients were about 54%
in comparison with about 47% nonsmoker. The study sample consist of 60
females participants and all of them were nonsmokers due to cultural
reason.

Table (5): Effect of BM on the development of stroke

Strok 18.5-24.9 25-29.9 30-39.9 40-60 Total
(Healthy) | (Overweight) | (Obese) (Very
BM obese)
Frequency 48 67 71 14 200
Chi-squar 40.6
P value 0.000

Healthy = Class 1, Overweight = class 11, Obese = Class 111, Very obese = 1V
To study the effect of BM on development of stroke, nonparametric test
(Chi-square) was used because our data consist merely of ranking BMI.
According to table (5), there is a dgnificant difference of BM for
(overweight and obesity) on development of stroke as evidence by Chi-
sguare test (40.6) and p value less than 0.05.
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Table (6): Effect of smoking on the development of stroke

Stroke
Smoker | Non-smoker | Total
Smoking

Frequency 107 93 200
Chi-sguare .98
P value 322

As indicated in table (6), there is insignificant difference of smoking on the
development of stroke as evidence by Chi-square test .98 and p value more
than .05. This result was expected because about one third of our study
sample were females who were not smokers due to cultural reason.
Meanwhile, there was a significant difference of smoking on development
of stroke (x*= 39.1, p value = 0.000) only among male smokers after
adjustment of female gender table (7).

Table (7): Effect of smoking on development of stroke among males
after adjustment of female gender

Stroke
Smoker | Non-smoker | Total
Smoking

Frequency 107 33 140
Chi-square 39.1
P value 0.000

Discussion

The aim of this study was to elucidate the effect of BM and smoking on the
development of stroke. The study results showed significant differences of
BM {overweight (25-29.9) and obesity (30-39.9)} on development of stroke
(¢ = 40.6, p vaue = 0.000). This result is consistent with other studies
which demonstrated a positive relationship between BMI and stroke mainly
ischemic stroke [2,3,4]. It was also reported that BMI is a risk factor for
both Ischemic and hemorrhagic stroke [5]. Similar to our findings, strong
association between high BMI (over weight or obesity) and stroke mortality
among men was reported [6]. In contrast, J and his colleagues revealed that
the direction and strength of association between BMI and stroke are varied
according to the type of stroke and age group [7]. Also, they mentioned that
the risk of ischemic stroke showed a strong and progressive linear
relationship with an increase in the BMI, while the relationship was less
linear for hemorrhagic stroke. Moreover, they reported that the association
between the risk of stroke and BMI was modified by age, with a weaker
association at higher ages. On the other hand, our results are inconsistent
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with a study showed that there is no relationship exists between BMI and
development of stroke [9]. Also, Singh and his colleagues demonstrated that
there is a negative association between BMI and development of stroke
[10]. In addition, an inverse relationship between BMI and hemorrhagic
stroke was documented [16]. This controversial between our results and
previous mentioned studies are probably due to differences in sample size,
design and age of patients.
Our study found insignificance difference of smoking on development of
stroke (x*=.98 p value= 0.322). This finding is inconsistent with other study
which reported that smoking raises risks of total stroke and subarachnoid
haemorrhage for both men and women [12]. Also, a positive relationship
between cigarette smoking and risk of stroke was reported [13]. On the
other hand, our result is inconsistent with another study who reported that
cigarette smoking may modulate stroke risk through a gene environment
interaction [15]. On the other hand, our study found a significant difference
of smoking on development of stroke among men only with adjustment of
female gender. This finding is in accord with other study which reported
positive relationship between cigarette smoking and risk of stroke [13] and
inconsistent with other study which revealed that smoking raises risks of
total stroke and subarachnoid haemorrhage for both men and women [12].
This controversial between our result and others may be due to cultura
aspect.
Conclusions
The study demonstrated a significant difference of BM on development of
stroke among men and women and at the same time it showed a significant
difference of smoking on development of stroke among male smokers only
with adjustment of female gender.
Recommendations
According to the results of the study, there is an urgent need to find better
ways of reducing the trend towards growing obesity in GS. A hedth
education program is needed at primary and secondary levels to increase
people knowledge and awareness about the importance of smoking
cessation and weight reduction in reducing the incidence and burden of
stroke in GS. In addition, other study should be done regarding the
association between smoking and BM in different subtypes of stroke
(ischemic, thrombus and haemorrhagic).
Acknowledgment

We would like to thank the Ministry of Health in GS for the support of the
study and the hospital staff for assisting and supporting the data collection
while the study was carried out.

50



Effect of Body M ass and Smoking on Development of Stroke

References

1- Cohen J., 2000 - The global burden of disease study: a useful projection
of future global health?, Journal of Public Health Medicin, 22 (4): 518-
524.

Kurth T., GazianoJM., Berger K., Kase CS., Rexrode KM., Cook NR.,

Buring JE., Manson JE., 2002 - Body mass index and the risk of stroke

in men, Arch Intern Med, 162: 2557-2562.

3- Song YM., Sung J., Smith GD., Ebrahim S., 2004 - Body mass index
and ischemic and haemorrhagic stoke: a prospective study in Korean
men, Stroke, 35: 831-836

4- Jood K., Jem C., Wilhelmsen L., Rosengren A., 2004 - Body mass index

in mid-life is associated with a first stroke men: a prospective

population study over 28 years, Stroke, 35: 35 2764-2769

Yun MS,, Joohon S., George DS., Shah E., 2004) - Body mass index and

| schemic and hemorrhagic stroke, Stroke, 35: 831.

Zhou M., Gonghuan., Whitlock G., Zhengjing., 2008 - Body mass index,

blood pressure, and mortality from stroke: a nationally representative

prospective study study of 212 000 Chinese men, Stroke, 39 (3): 753-759

J WP, Sang YL., S YK., Heon C., Sun HJ.,, 2008 - Body mass index

and stroke risk in Korean women, Obesity, 16: 396-401

lzumi O., Yoskazu N., Tomonori O., Akira O., Takehito H., Y oshikuni

K., Hirotsugu U., 2006 - Body mass index and risk of stroke mortality

among random sample of Japanese adults. 19-year follow-up of

NIPPON Data 80, Cerebrovasc Dis, 22: 409-415

Hart CL., Hole DJ., Smith GD., 1999 - Risk factors and 20- year stroke

mortality in men and women in the Renfrew/Paisley study in Scotland,

Sroke, 30: 1999-2007.

10- Singh PN., Lindsted KD., Fraser GE., 1999 - Body weight and mortality
among adults who never smoked, AM J Epidemiol, 150: 1152-1164

11-Winter Y., Rohmann S., Linsgsen J, Lanczik O., Ringleb P.,
Hebebrand J., Back T., 2008 - Contribution of obesity and abdominal fat
mass to risk of stroke and transient ischemic attack, Stroke,
39(12):3145-3151.

12- Mannami T., Baba S., Okada K., Tsugane S., 2004 - Cigarrete smoking
and risk of stroke and its subtype among middle aged Japanese men and
women, Stroke, 35:1248 (online).

13- Kelly TN., Chen .J, Huang JE., Chen JC., Duan X., Wu X., Chen CS,,
He J,, 2008 - Cigarette smoking and risk of stroke in the Chinese adult
population, Stroke, 39 (6): 1688-1693.

2

5

6

7

8

9

51



Yousef 1. Aljeesh

14- Golditz GA., Bonita R., Stampfer MJ., Willett WC., Rosner B., Speizer
FE., Hennekens CH., 1988 - Cigarette smoking and risk of stroke in
middle-aged women, The New England Journal of Medicine, 937-941.

15- Cole JW., Brown DW., Giles WH., Stine OC., O'connell JR., and et a.,
2008 - Ischemic stroke risk, smoking, and the genetics of inflammation
in a biracial population: the stroke prevention in young women study
Thrombosis Journal, 6:11.

16- Rodriguez BI., D’Agostino R., Abbott RD., Kagan A., Burchfiel CM.,
Yano K., Ross GW., Silbershatz H., Higgins MW., Popper J.,, et a.,
2002 - Risk of hospitalized stroke in men enrolled in the Honolulu Heart
Programme Study: a comparison of incidence and risk factor effects,
Stroke, 33: 230-236

52



