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for 33% of all deaths. In terms of years of potential life lost, CVD are in third position, behind tumours and external causes of mortality [1]. The health costs due to CVD in our country were close to seven billion euros in 2003 [START_REF] Leal | Economic burden of cardiovascular disease in the enlarged European Union[END_REF]. Furthermore, the prevalence of obesity, diabetes, hypertension and hypercholesterolaemia in Spain have all risen over the past 20 years at an alarming rate [START_REF] Basterra-Gortari | Tendencias de la obesidad, diabetes mellitus, hipertensión e hipercolesterolemia en España (1997-2003)[END_REF]; this is likely to be reflected in a future increase in cardiovascular morbidity and mortality. Consequently, due to the high social and economic impact of CVD, these disorders represent one of the main priorities of health care policies.

Prevention strategies should be based on evidence from the understanding and control of classic cardiovascular risk factors (CVRF). Given the magnitude of the problem, studies in local populations are still justified to improve our overall information in this field and to define priorities for action in specific populations. In Spain, two recent papers [START_REF] Medrano | Factores de riesgo cardiovascular en la población española: metaanálisis de estudios transversales[END_REF][START_REF] Gabriel | Prevalencia, distribución y variabilidad geográfica de los principales factores de riesgo cardiovascular en España. Análisis agrupado de datos individuales de estudios epidemiológicos poblacionales: estudio ERICE[END_REF] have brought together different cross-sectional studies in different Spanish geographical areas to provide an overview of the epidemiology of CVRF in our country. The distribution of cardiovascular morbidity and mortality is not uniform throughout Spain and Malaga is among the Spanish provinces with higher rates of cardiovascular morbidity and mortality [START_REF] Boix | Tendencias en la mortalidad por cardiopatía isquémica en 50 provincias españolas[END_REF]. Socioeconomic and cultural factors have been suggested to play a decisive role in the geographical differences in health indicators [START_REF] Lantz | Socioeconomic factors, health behaviors, and mortality. Results from a nationally representative prospective study of US adults[END_REF].

Despite the high impact of CVD in the regions of southern Spain, like Andalusia, the few cross-sectional studies examining the overall frequency of exposure to CVRF in Andalusia were published over a decade ago [START_REF]Grupo colaborativo andaluz de estudios sobre factores de riesgo vascular[END_REF][START_REF] Estudio | Dieta y riesgo de enfermedades cardiovasculares en Andalucía[END_REF], with more recent studies being local and focusing on the rural population [START_REF] Soriguer | Prevalence of obesity in south-east Spain and its relation with social and health factors[END_REF] or older people [START_REF] López-Suárez | Prevalencia de obesidad, diabetes, hipertensión, hipercolesterolemia y síndrome metabólico en adultos mayores de 50 años de Sanlúcar de Barrameda[END_REF]. The aim of this study was to determine the prevalence of several CVRF in the general adult population belonging to the urban area of Malaga (Spain). 

MATERIAL AND METHODS

The IMAP study (Multidisciplinary Intervention in Primary Care) is a populationbased study designed with two aims: to establish the prevalence of the metabolic syndrome (MS) in the urban population of Malaga and to study the effectiveness of three years of a multidisciplinary intervention on diet and physical activity conducted in primary care to reduce the prevalence of MS. To study the prevalence of MS, we designed a crosssectional epidemiological and analytical study in a representative random sample of the adult population (18-80 years) assigned to the "Ciudad Jardin" Health Centre in Malaga (29,818 persons). The methodology of this study has recently been published [START_REF] Gomez-Huelgas | Hypertriglyceridemic waist: an alternative to the metabolic syndrome? Results of the IMAP Study (Multidisciplinary Intervention in Primary Care)[END_REF].

The education level was stratified into two categories: low (illiterate or primary education) and high (secondary or university studies). We considered sedentary subjects to be those who, in their free time, did not do any exercise equivalent to walking at a moderate pace no more than 150 minutes weekly. Subjects were considered to be smokers if they smoked or had smoked any type or amount of tobacco in the previous 6 months, exsmokers subjects who had quit smoking at least six months before the study and nonsmokers if they had never smoked.

The samples were analyzed in the reference hospital laboratory and biochemical determinations were obtained by routine methods. Low density lipoprotein cholesterol (LDLc) was calculated using the Friedewald formula.

Abdominal obesity was diagnosed when the waist circumference was ≥94 cm in men or ≥80 cm in women. Obesity was defined as mild, moderate-severe or morbid when the BMI was 30-34.9 kg/m 2 , 35-39.9 kg/m 2 or ≥40 kg/m 2 , respectively. Blood pressure was defined as optimal, normal and normal-high when the SBP and DBP were <120 and <80 mmHg, between 120-129 and / or 80-84 mmHg, and between 130-139 mmHg and/or 85-89 mmHg, respectively. Subjects were considered to be diabetic if they had a previous diagnosis of diabetes, if they were on pharmacological treatment for diabetes, or their fasting blood glucose was ≥126mg/dL (7.0 mmol/L). Impaired fasting glucose (IFG) was defined as a 

Statistical Analysis

Normality of quantitative variables was verified by the Kolmogorov-Smirnov test.

Qualitative variables are expressed as a percentage with a confidence interval of 95%. The quantitative variables are shown as the mean and standard deviation or the median and the 25 and 75 quartiles in the case of a non-normal distribution. We used the Mann-Whitney nonparametric test for comparison of quantitative variables in two independent groups. For qualitative variables we used the Chi-square test, and 2x2 tables Fisher's exact test. In order to evaluate the relationship between several CVRF (dependent variables) and level of studies we applied a multivariate logistic regression model for sex and age range, adjusting for confounding variables. We used SPSS version 12.0.

RESULTS

Of the total sample of 2,492 subjects, 154 (6.17%) were excluded for failing to fulfil the inclusion criteria, 56 (2.24%) could not be located and 12 (0.48%) refused to participate in the study. Thus, the final analysis comprised 2,270 persons. The prevalence of smoking was 27.7%.

The mean BMI was in the range of overweight (26.9 ± 5.1 kg/m 2 ) and was higher in men; 61.2% of the sample were overweight (38.3%) or obese (22.9%), and 2% had morbid obesity. The prevalence of abdominal obesity was 55.8%. Only 25.9% had optimal blood pressure. The population rate of hypertension was 33.1%, and 14.1% of the population had previously unknown hypertension.

The prevalence of dyslipidaemia was 65.4%; 47.2% of the patients had a total cholesterol ≥ 200 mg/dL (5.2 mmol/L) (11.2% of the population ≥250 mg/dL (6.5 mmol/L)), [START_REF] Gutiérrez-Fisac | Prevalencia de obesidad en la población adulta española: 14 años de incremento continuado[END_REF].4% had LDL-c ≥ 160 mg/dL (4.1 mmol/L) (41.3% had LDL-c ≥ 130 mg/dL (3.4 mmol/L)), 7.1% had hypertriglyceridaemia ≥200 mg/dL (2.3 mmol/L) (18.4% had hypertriglyceridaemia ≥150 mg/dL (1.7 mmol/L)) and 25.3% had low HDL-c (<40 mg/dL (1.0 mmol/L) in men or <50 mg/dL (1.3 mmol/L) in women).

The prevalence of diabetes was 7.1% and of IFG it was 15.4%.

Analysis of the clustering of modifiable CVRF (hypertension, dyslipidaemia,

diabetes, abdominal obesity, smoking and sedentarism), showed that the percentage of subjects with 0, 1, 2, 3, 4, 5 and 6 risk factors was 8.1%, 28.1%, 34.1%, 20.7%, 7.2%, 1.6% and 0.2%, respectively. The population prevalence of CVD was 4.1%.

The men had a higher prevalence of smoking, hypertension, hypertriglyceridaemia and IFG, while the women had a higher frequency of physical inactivity and abdominal obesity (p<0.001).

The prevalence of all CVRF increased with age, with the exception of smoking which was predominant in men younger than 60 years and women younger than 50 years of age (p<0.001). The highest rate of smoking was among men aged 40-59 years (41.2%).

In all age groups, smoking was more prevalent in men, except in the 30-39 year age group, where it was higher in women (24.6% vs 25.3%; p<0.001). Above the age of 50 years, 82.4% of the population had abdominal obesity and 84.1% were overweight or obese. The prevalence of hypertension, dysglycaemia and hypercholesterolaemia was 66.2%, 47.1% and 83%, respectively. In men the prevalence of hypercholesterolaemia and low HDL-c was lower after the ages of 60 and 70 years, respectively (p<0.005). The prevalence of hypertriglyceridaemia was reduced with effect from the age of 70 years in both sexes (p<0.001).

Analysis of the prevalence of different CVRF by educational level showed that a low level of studies was associated with a higher prevalence of CVRF (p<0.001), with the exception of smoking and low HDL-c. When we adjusted for sex and age, a low level of studies was associated with smoking, obesity and hypertriglyceridaemia, with odds ratios (OR) (95% CI) of 1.6 (1.3-1.9), 1.4 (1.1-1.8) and 1.7 (1.1-2.6), respectively. The prescription of cardiovascular drugs (antihypertensive, lipid-lowering, antidiabetic, antiaggregant) was also higher in subjects with a low educational level (p<0.001).

DISCUSSION

We found a high prevalence of CVRF in our study: 29.7% of the subjects had three or more modifiable CVRF (hypertension, dyslipidaemia, diabetes, abdominal obesity, smoking and/or sedentarism).

It is noteworthy that over 60% of the adults studied were overweight or obese, and 56% had abdominal obesity. These data are consistent with other studies performed in our environment [START_REF] Soriguer | Prevalence of obesity in south-east Spain and its relation with social and health factors[END_REF][START_REF] López-Suárez | Prevalencia de obesidad, diabetes, hipertensión, hipercolesterolemia y síndrome metabólico en adultos mayores de 50 años de Sanlúcar de Barrameda[END_REF]13,[START_REF] Gutiérrez-Fisac | Prevalence of overweight and obesity in Spain: crosssectional study of a national sample of persons aged 60 and over[END_REF] and confirm that Andalusia has one of the highest obesity rates as compared with the remaining regions of Spain [START_REF] Aranceta-Bartrina | Prevalencia de obesidad en España[END_REF]. Over recent decades Spain has suffered a continuous increase in the prevalence of obesity [START_REF] Gutiérrez-Fisac | Prevalencia de obesidad en la población adulta española: 14 años de incremento continuado[END_REF] and has the highest child and adolescent obesity rates in Europe [START_REF] Yusuf | infarction in 27000 participants from 52 countries: a case-control study[END_REF]. In our study, a worrying fact is that 35.5% of the population subgroup aged 18-29 years was overweight or obese. [START_REF] Lantz | Socioeconomic factors, health behaviors, and mortality. Results from a nationally representative prospective study of US adults[END_REF]. Consequently, the low level of studies in our population should be a decisive factor in the elevated prevalence of overweight and obesity, already highlighted by other Spanish authors [START_REF] Regidor | Influencia a lo largo de la vida de las circunstancias socioeconómicas, de la inactividad física y de la obesidad sobre la prevalencia de síndrome metabólico[END_REF].

The inactivity rate in our population, about 80%, was almost twice the Spanish mean [19], with a particularly striking high percentage found among women. In Spain there is significant geographic variation in the percentage of physically inactive persons, ranging from 70% in Andalusia to 40% in the Basque Country [START_REF] Regidor | La salud de la población española en el contexto europeo y del Sistema Nacional de Salud[END_REF], with the figures coinciding with the distribution of obesity by Spanish Autonomous Communities. As with obesity, physical inactivity during free time presents a clear social gradient [START_REF] Regidor | La salud de la población española en el contexto europeo y del Sistema Nacional de Salud[END_REF], increasing with a decrease in the educational level, a fact that we also noted in our environment. About a quarter of the Spanish adult population smokes [19] and 16% of coronary and cerebrovascular deaths in Spain are attributable to smoking [START_REF] Banegas | La mortalidad atribuible al tabaquismo comienza a descender en España[END_REF]. Fortunately, recent years have seen a reduction in the consumption of tobacco [START_REF] Villalbí | Cambios en el patrón de tabaquismo de la población: Barcelona, 1983-2006[END_REF], but preventive measures appear to be less effective in young women [START_REF] Regidor | La salud de la población española en el contexto europeo y del Sistema Nacional de Salud[END_REF]. We found a higher rate of smoking in younger subjects, and among those aged 30-39 years consumption was higher in women.

High smoking levels in young women have been highlighted in other studies in Spain [START_REF] Regidor | La salud de la población española en el contexto europeo y del Sistema Nacional de Salud[END_REF][START_REF] Villalbí | Cambios en el patrón de tabaquismo de la población: Barcelona, 1983-2006[END_REF].

Mean levels of serum lipids (except HDL-c) are tending to increase in the general Spanish population [START_REF] Basterra-Gortari | Tendencias de la obesidad, diabetes mellitus, hipertensión e hipercolesterolemia en España (1997-2003)[END_REF]. Our study agrees with others showing that the Andalusian population has the highest levels of total cholesterol and LDL-c in Spain [START_REF] Basterra-Gortari | Tendencias de la obesidad, diabetes mellitus, hipertensión e hipercolesterolemia en España (1997-2003)[END_REF][START_REF] Medrano | Factores de riesgo cardiovascular en la población española: metaanálisis de estudios transversales[END_REF].

The rate of hypercholesterolaemia increases with age [START_REF] Basterra-Gortari | Tendencias de la obesidad, diabetes mellitus, hipertensión e hipercolesterolemia en España (1997-2003)[END_REF]. Thus, the lower rate of hypercholesterolaemia (defined by the presence of LDL-c ≥160 mg/dL (4.1 mmol/L) or the use of lipid-lowering drugs) found in men above the age of 60 years could be explained by a survivor bias or the lower indication for lipid-lowering drugs in advanced age [START_REF] Jacobson | Overcoming 'ageism' bias in the treatment of hypercholesterolaemia. A review of safety issues with statins in the elderly[END_REF]. A reduction in the prevalence of hypertriglyceridaemia after the age of 70 years was also observed, probably due to the lower rate of obesity in these age groups. Like other studies [START_REF] Cabrera De León | Presentación de la cohorte "CDC Canarias": objetivos, diseño y resultados preliminares[END_REF], we found no age pattern in the prevalence of low HDL-c. Nor did we find any gender differences in the prevalence of the components of dyslipidaemia, except for hypertriglyceridaemia, which was more common in men [START_REF] López-Suárez | Prevalencia de obesidad, diabetes, hipertensión, hipercolesterolemia y síndrome metabólico en adultos mayores de 50 años de Sanlúcar de Barrameda[END_REF].

The prevalence of hypertension in Spain shows a tendency for a small increase in relation to population aging and the obesity epidemic and at present is nearly 35% in the adult Spanish population [START_REF] Basterra-Gortari | Tendencias de la obesidad, diabetes mellitus, hipertensión e hipercolesterolemia en España (1997-2003)[END_REF][START_REF] Medrano | Factores de riesgo cardiovascular en la población española: metaanálisis de estudios transversales[END_REF][START_REF] Gabriel | Prevalencia, distribución y variabilidad geográfica de los principales factores de riesgo cardiovascular en España. Análisis agrupado de datos individuales de estudios epidemiológicos poblacionales: estudio ERICE[END_REF], reaching almost 70% in those aged 60-65 years [START_REF] Banegas | Hypertension magnitude and management in the elderly population of Spain[END_REF]. Our results are consistent with these data.

It has been estimated that 20% of deaths attributable to blood pressure in Spain occur in subjects with normal or high-normal blood pressure [START_REF] Banegas | Mortalidad relacionada con la presión arterial y la hipertensión en España[END_REF]. In our population, only 38.7% of the adult population maintained optimal blood pressure. Although considerable progress has been made over recent decades in the detection and control of hypertension in Spain [START_REF] Gutiérrez-Fisac | Blood pressure in Spain: distribution, awareness, control, and benefits of a reduction in average pressure[END_REF], we still found that 14.1% of the population had unknown hypertension.

The prevalence of diabetes in our population (7.1%) was lower than that reported in other studies in Spain [START_REF] Valdés | Evolución de la prevalencia de la diabetes tipo 2 en población adulta española[END_REF], which can be attributed to differences in methodology and diagnostic criteria.

Overall, we found that the prevalence of CVRF increases with age, with the exception of smoking, which was more frequent in those younger than 50 years, and low HDL-c concentrations, which were not correlated with age. The rates of hypercholesterolaemia (in men) and hypertriglyceridaemia were reduced from the age of 60 and 70 years, respectively. A low educational level was associated, after adjustment for sex and age, with a higher prevalence of CVRF (including smoking, obesity, abdominal obesity and hypertriglyceridaemia), and a higher consumption of cardiovascular drugs. Our data are consistent with other studies indicating the association between low socio-cultural status, a key factor in determining behavioural patterns [START_REF] Lantz | Socioeconomic factors, health behaviors, and mortality. Results from a nationally representative prospective study of US adults[END_REF], and obesity [START_REF] Regidor | Influencia a lo largo de la vida de las circunstancias socioeconómicas, de la inactividad física y de la obesidad sobre la prevalencia de síndrome metabólico[END_REF], smoking [START_REF] Businelle | Mechanisms linking socioeconomic status to smoking cessation: a structural equation modeling approach[END_REF], and other risk factors such as dyslipidaemia [START_REF] Kanjilal | Socioeconomic status and trends in disparities in 4 major risk factors for cardiovascular disease among US adults, 1971-2002[END_REF].

Our study has certain limitations. The characteristics of our population (urban, lower-middle socioeconomic status) do not permit the results to be extrapolated to other populations. However, the fact that the study involved a large random sample of the Nor does the local nature of the study diminish the significance of the results. Among the methodological limitations, we should note that we did not use a validated interview to categorize physical activity. The relationship of CVRF with the level of studies is limited by the existence of only two educational groups and the absence of other socioeconomic variables. The prevalence of previously unknown hypertension was calculated based on repeated measures of blood pressure made on a single day, which does not comply with the recommended diagnostic protocol. The prevalence of diabetes, calculated from an isolated fasting measurement of glucose and a personal history of a diagnosis of diabetes or the use of antidiabetic medication, may be underestimated because we did not perform an active search for cases by means of an oral glucose tolerance test. Furthermore, since there is a large short-term intraindividual variability in fasting plasma glucose, studies like ours that make a single determination of blood sugar tend to overestimate the prevalence of type 2 diabetes [START_REF] Selvin | Short-term variability in measures of glycemia and implications for the classification of diabetes[END_REF], which can be attenuated by the underestimation of the real prevalence of diabetes. Finally, methodological heterogeneity in diagnostic criteria and age groups hinder comparison of our results with other epidemiological studies.

In summary, we found a high prevalence of obesity, dyslipidaemia and hypertension in our environment. The high rates of smoking and a sedentary lifestyle in young women raise fears for a large increase in cardiovascular morbidity and mortality in this subgroup in the near future. The low educational level was associated with a higher prevalence of CVRF, especially smoking, obesity and dyslipidaemia. The high prevalence of classical CVRF or risk factors linked to obesity and its inadequate control represents a challenge for the health care system and requires implementation without delay of training programs and preventive measures, as well as active public health counselling, which should focus especially on the population with a lower socio-cultural level. 

INTRODUCTION

  Cardiovascular diseases (CVD) are the main cause of mortality in Spain, accounting

  100-125 mg/dL (5.6-6.9 mmol/L), both inclusive. Dysglycaemia was defined as the presence of IFG or diabetes.Dyslipidaemia was considered to be present if there was a prior diagnosis of this process, if the patient was taking lipid-lowering drugs, or if the analytical concentrations of total cholesterol ≥ 200 mg/dL (5.2 mmol/L), LDL-c ≥ 160 mg/dL (4.1 mmol/L), high density lipoprotein cholesterol (HDL-c) <40 mg/dL (1.0 mmol/L) in men or <50 mg/dL (1.3 mmol/L) in women, or the triglycerides ≥ 200 mg/dL (2.3 mmol/L).Cardiovascular disease was considered to be a previous history of ischaemic heart disease (myocardial infarction, acute coronary syndrome, angina, or coronary revascularization), cerebrovascular disease (stroke, transient ischaemic attack) or peripheral arterial disease (intermittent claudication, revascularization or lower limb amputation, or abdominal aortic aneurysm).

  patterns, largely determined by socioeconomic and cultural factors, are critical in health indicators

  the high participation rate both contribute strength to the results.

  Kuhn Gonzalez M, Linares Castro L, Martos Cerezuela I, Mestre Reoyo G, Muñoz Villalba JC, Paniagua Gomez F, Perez Juncosa F, Reyes Alcazar P, Rodríguez Lago JA, Rodriguez Rivera MR, Sanchez Perez R, Sacristan Visquert E, Taboada Gonzalez F.

  The characteristics of the sample, overall and by sex, are shown in Table1.subjects performed a heart-healthy physical activity (walking at least 150 minutes weekly).
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Table 1 .

 1 Characteristics of the study population overall and by gender.

	Total	Male	Female	P
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