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CIRCUNFERENCIA DE LA CINTURA ES MEJOR
ASOCIADO CON LIPOPROTEÍNAS DE ALTA 

DENSIDAD (LAD-C) QUE CON EL ÍNDICE DE MASA
CORPORAL (IMC) EN ADULTOS CON SÍNDROME

METABÓLICO

Resumen

Antecedentes: La medición de la circunferencia de la
cintura (CC) es la causa más prevalente del síndrome
metabólico (SM). 

Objetivo: el propósito de este estudio fue correlacionar la
CC y el IMC con las concentraciones de lipoproteínas de
densidad elevada (HDL-c) en pacientes con SM vistos en
consulta del Programa de salud familiar (PSF), de Brasil. 

Métodos: Este estudio trasversal se realizó entre sep-
tiembre y noviembre de 2008 en 42 pacientes (29 mujeres
y 13 hombres) de 35 a 77 años. Se registró la ingesta dieté-
tica y se tomaron medidas biomecánicas de la composi-
ción corporal. 

Resultados: las concentraciones de HDL-c fueron signifi-
cativamente mayores en las mujeres en comparación con
los hombres (48,4 ± 8,1 mg/dl frente a 36,4 ± 7,8 mg/dl). Sin
embargo, la relación triglicéridos (TG)/HDL-c y las concen-
traciones totales de TG (3,8 ± 1,5 mg/dl y 178,0 ± 57,8 mg/dl,
respectivamente) fueron menores en las mujeres que en los
hombres (9,4 ± 8,5 mg/dl y 471,5 (92,0-1793,5) mg/dl, res-
pectivamente). Con respecto al perfil del pliegue cutáneo, el
tríceps fue mayor en mujeres (37,0 ± 8,4 cm frente a 20,7 ±
10,5 cm). El perfil dietético mostró que las mujeres tenían
un menor aporte de energía, fibra, fósforo y sodio. La inges-
tión de frutas y verduras fue baja en los participantes en el
estudio, menor del 60 y del 50% de las recomendaciones
diarias en mujeres y hombres, respectivamente. Aproxima-
damente, el 54% de lo hombres y el 28% de las mujeres no
tomaba productos lácteos a diario. Además, los resultados
muestran que la CC se correlaciona negativamente con la
HDL-c (r= -0,41, p < 0,05) mientras que el IMC no se asocia
con las HDL-c (r = -0,34, p > 0,06). 

Conclusión: nuestros hallazgos mostraban que la CC es
un mejor predictor de los cambios en las HDL-c que el IMC.
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Abstract

Background: The measurement of waist circumference
(WC) is the most prevalent cause of the metabolic syn-
drome (MS).

Objective: The aim of this study was to correlate WC
and BMI with high-density lipoprotein (HDL-c) levels in
patients with MS being consulted by the Family Health
Program (PSF), Brazil.

Methods: This cross-sectional study was conducted
from September to November 2008 with 42 patients (29
women and 13 men) from 35 to 77 years. Dietary intake
was reported, and biochemical and body composition
measures were taken.

Results: The HDL-c levels were higher in women when
compared to men (48.4 ± 8.1 mg/dL vs. 36.4 ± 7.8 mg/dL).
However, the triglycerides (TG)/HDL-c ratio and TG
concentrations were lower in women (3.8 ± 1.5 and 178.0
± 57.8 mg/dL, respectively) than in men (9.4 ± 8.5 and
471.5 ± 501.5 mg/dL, respectively). Regarding skinfold
profile, the triceps was greater in females (37.0 ± 8.4 cm
vs. 20.7 ± 10.5 cm). The dietetic profile showed that
women had a lower intake of energy, fiber, phosphorus
and sodium. The fruits and vegetables intake was dimi -
nished in the participants of this study, as less than 60%
of the women and 50% of men met the daily recommen-
dations. Approximately 54% of men and 28% of women
had a lower intake of dairy products daily. Moreover, the
results shows that the WC was negatively correlated to
HDL-c (r = -0.41, p < 0.05) whereas the BMI is not associ-
ated with HDL-c (r = -0.34, p > 0.06).

Conclusion: Our findings showed that WC is a better
predictor of changes in HDL-c than BMI.
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Introduction

Metabolic Syndrome (MS) is defined by the Adult
Treatment Panel III1 as abdominal obesity (waist cir-
cumference-WC greater than 94 cm for men and 80 cm
for women) combined with two or more of the follow-
ing criteria: triglycerides greater than 150 mg/dL, HDL
less than or equal to 40 mg/dL for men and 50 mg/dL
for women, systolic blood pressure greater than or
equal to 130 mmHg or diastolic blood pressure higher
than or equal to 85 mmHg, fasting glucose greater than
or equal to 100 mg/dL.

While a high body mass index (BMI) reflects gen-
eral overweight and obesity, central adiposity is the
factor most associated with increased risk for cardio-
vascular disease (CVD), hypertension, diabetes and
dyslipidemia.2,3

Abdominal obesity is represented by an increase of
abdominal fat and is considered by itself an important
risk factor for chronic noncommunicable diseases,
more than other forms of body fat distribution.3 Fur-
thermore, WC can be characterized as a better indicator
of visceral adiposity and is strongly related to CVD.2-5

Based on these findings, studies correlating WC and
BMI with changes in the lipid profile of patients with
MS are necessary, as this syndrome is highly prevalent
worldwide. Thus, the aim of this study was to correlate
WC and BMI with HDL-c levels in patients with MS
being consulted by the Family Health Program (PSF),
Brazil.

Methods

Subjects and methods

This cross-sectional study was conducted from Sep-
tember to November 2008 in patients screened clinically
for nutritional counseling, attended by the Family Health
Program (Program de Saúde da Familia - PSF) of Mogi
das Cruzes, located in the Metropolitan Area of São
Paulo, Brazil. The only criterion for inclusion was
women and men with MS (defined by the ATP III),6 but
patients with liver, kidney or heart diseases were
excluded, as were both women and men with chronic
consumption of alcohol. As a whole, 42 patients (29
women and 13 men) from 35 to 77 years were evaluated.
All the participants signed the prior informed consent
designed according to the nº 196/96 on “Research involv-
ing human beings, from the Health Board of the Ministry
of Health” approved by the Ethics Committee of Mogi
das Cruzes University, under number 131/2008.

Anthropometry and body composition assessments

Body weight and height was measured using an elec-
tronic scale (Filizola®, São Paulo, SP, Brazil) and an
calibrated stadiometer (Sanny®, Brazil), respectively.

Both was measured according to the norms standard by
Heyward and Stolarczyk,7 followed by BMI calcula-
tion.8

WC was measured 2 cm over the umbilical scar9 and
the arm circumference was measured to evaluate the
reduction of the muscle or fat mass caused by reduction
of body weight. This was followed by evaluations of
triceps and biceps skinfold thickness, measured at the
midpointof the upper arm and was expressed in mm by
means of a Lange skinfold caliper in triplicate.10

Dietary measurements

Food habits were evaluated by 24 h recall questionnaire
and food frequency questionnaire (FFQ). Nutritional
analysis was carried out using the NutWin® (Federal Uni-
versity of São Paulo-UNIFESP, Brazil) software.
Table of Food Composition-Brazil11 and TACO ver-
sion 2-Brazil12 tables were used to determine the macro
and micronutrients content of foods.

Biochemical measurements

Blood samples were obtained after a 12-hour fast
and analyzed in the Hospital Laboratory of the city of
Mogi das Cruzes, São Paulo, Brazil. Labtest® kits were
used to assess fasting levels of blood glucose, total cho-
lesterol, HDL-c and triglycerides. The samples were
analyzed using an enzymatic method. LDL-c levels
were calculated according to the Friedewald equation
(LDL-c = total cholesterol-(HDL-c)-(TG/5)13 and
LDL-c subclass levels by the equation (TG/HDL-c
ratio)14 which is a good predictive factor for oxidized-
LDL-c.

Statistical analysis

A Kolmogorov-Smirnov test was applied and showed
that the data of this study were distributed normally.
Thus, the variables were expressed by descriptive
analysis (mean and standard deviation). The t-test was
used to check possible differences between the sexes.
Linear relationships were estimated using Pearson cor-
relation to examine the associations of the WC and
BMI with alterations in HDL-c. An  level of P � 0.05
was considered significant. For all analyses was used
the STATISTICA software, version 6.0.

Results

When analyzing table I, it is possible to notice sig-
nificant differences between men and women in rela-
tion to anthropometric (except weight, BMI, WC, and
biceps skinfold), blood and dietetic variables. Regard-
ing skinfold variables, the triceps was greater in
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females (37.0 ± 8.4 cm vs. 20.7 ± 10.5 cm). The HDL-c
levels were also higher in women (48.4 ± 8.1 mg/dL vs.
36.4 ± 7.8 mg/dL). However, the TG/HDL-c ratio and
triglycerides concentrations (3.8 ± 1.5 mg/dL and
178.0 ± 57.8 mg/dL, respectively) were lower in
women than in men (9.4 ± 8.5 mg/dL and 471.5 (92.0-
1793.5) mg/dL, respectively). Regarding the dietetic
profiles the women also had a lower energy, fiber,
phosphorus and sodium intake (table I).

No significantly difference was observed in food
group serving between genders (table I).

The fruits and vegetables intake was low in the partic-
ipants of this study, as less than 60% of the women and
50% of the men met the daily recommendations. The
daily frequency of dairy products was higher in women
(72.4%) when compared to men (46.1%) (table II).

In order to identify which indicator of body compo-
sition that best identifies alterations in HDL-c levels,
we found that WC was negatively correlated to HDL-c
(r = -0.41, p < 0.05) whereas the BMI is not associated
with HDL-c (r = -0.34, p > 0.05) (fig. 1).

Discussion

The energy intake reported by the patients (1,824
kcal for males and 1,259 kcal for females) was below
the daily energy requirement. However, it should be
noted that the calculation of energy requirement was
performed using the current weight and not desirable
weight, and with subtraction of 500 kcal. Certainly the
values do not reflect the reality of habitual consump-
tion, because a chronic energy restriction is sufficient
for weight loss. Moreover, their energy intake reported
suggests omission of food intake, probably caused by
guilt feelings. Scagliusi & Junior15 reported that assess-
ments of food intake in obese patients, showed consis-
tent under-reporting of food intake. These authors
found that females under-reported their energy con-
sumption more than men, due to the larger social and
cultural pressures they are subjected to concerning
maintaining healthy eating habits and slim body pat-
terns. Such under-reported were also more common
among women in this study, in which men reached
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Table I
Characteristics of the study population

Parameters
Female (n = 29) Male (n = 13)

p† value
Mean ± SD Mean ± SD

Age (years) 53.8 ± 9.3 56.7 ± 9.0 0.97
Weight (kg) 79.0 ± 15.0 84.9 ± 13.4 0.23
Body mass index (kg/m2) 34.0 ± 6.2 31.1 ± 4.5 0.13
Waist circumference (cm) 106.8 ± 11.8 108.7 ± 11.7 0.71
Biceps skinfold (mm) 38.7 ± 13.7 35.2 ± 3.19 0.46
Triceps skinfold (mm) 37.0 ± 8.4 20.7 ±10.5 0.0001*
Glycemia (mg/dL) 126.4 ± 42.2 144.9 ± 38.8 0.24
Total cholesterol (mg/dL) 221.8 ± 55.8 214.1 ± 39.6 0.69
HDL-c  (mg/dL) 48.4 ± 8.1 36.4 ± 7.8 0.0009*
LDL-c (mg/dL) 136.4 ± 52.1 131.6 ± 36.2 0.81
TG/HDL-c ratio 3.8 ± 1.5 9.4 ± 8.5 0.005*
Triglycerides (mg/dL) 178.0 ± 57.8 471.5 ± 501.51 0.008*
HbA1c 6.8 ± 1.1 7.5 ± 2.7 0.60
Calories (kcal) 1,260.0 ± 402.2 1,824.2 ± 1053.5 0.01*
Carbohydrate (%) 53.6 ± 12.2 51.8 ± 11.2 0.65
Protein (%) 20.0 ± 5.6 20.0 ± 7.2 0.98
Lipids (%) 26.3 ± 10.8 28.1 ± 10.7 0.61
Dietary fiber (%) 9.9 ± 4.6 15.1 ± 9.2 0.01*
Calcium (mg) 439.3 ± 240.0 438.9 ± 232.9 0.99
Phosphoro (mg) 738.1 ± 263.5 995.7 ± 501.5 0.03*
Sodium (mg) 2,013.7 ± 930.7 2,716.5 ± 982.0 0.04*
Magnesium (mg) 191.5 ± 88.4 208.1 ± 105.5 0.59
Potassium (mg) 2,193.7 ± 919.3 2,155.6 ± 982.0 0.90
Vitamin D (mg) 2.0 ± 1.0 8.4 ± 22.52 0.12
Cereals (servings) 3.0 ± 0.0 3.0 ± 0.0 0.57
Fruits (servings) 2.5 ± 0.7 2.4 ± 0.6 0.80
Vegetables (servings) 2.5 ± 0.5 2.2 ± 0.9 0.23
Milk (servings) 2.4 ± 1.0 2.3 ± 0.9 0.94
Meat (servings) 2.7 ± 0.4 2.9 ± 0.3 0.26
Beans (servings) 2.9 ± 0.2 3.0 ± 0.0 0.32
Oils (servings) 2.3 ± 1.0 2.0 ± 0.9 0.50
Sugars (servings) 1.8 ± 1.2 1.5 ± 1.2 0.48

*p < 0.05 vs female.



74.67% (± 42.85) and women 58.86% (± 19.56) of
their energy requirement. 

The consumption of fiber, calcium, magnesium and
potassium in both genders did not reach 51% of the
requirements by the Dietetics Requirements Intake
(DRIs).16 The minerals mentioned are related to low
blood pressure as stated by Melanson,17 and this was
more prevalent in the study. Insufficient intake of vita-
min D was also observed, which is related to increased
risk of heart diseases, Diabetes Type I and II, cancer,
especially colon cancer, as reported by Bandeira et al.18

Information obtained in this study regarding vitamin
D, calcium, fiber and magnesium showed intake below
the dietetics requirements, corroborating the study of
Lichtenstein et al.19

As for sodium intake, in men this was exceeded by
more than a factor of two and a factor of 1.5 in women

compared to the DRIs, which may be related to the high
prevalence of hypertension among patients in the
study, which is consistent with the investigation carried
out by Molina et al.20 Fruits and vegetables were con-
sumed daily by less than half of the subjects, which
may be associated with low fiber intake in the volun-
teers of this study. The frequency of daily consumption
of dairy products was also low. As demonstrated by
Zemel21 available evidence indicates that increasing
dietary calcium intakes may result in reductions in fat
mass as well as in blood pressure.

Most of the food groups are consumed more fre-
quently daily, but the consumption of fruits and vegeta-
bles was unsatisfactory, because these foods should
make up the daily diet of the whole population. In con-
trast it was found that the consumption of oils and fats,
sugar and sweets were very high, which may be related
to the much increased risk for CVD found in women,
represented by excess visceral fat measured by WC
compared to men. In a survey on household food avail-
ability, as described by Levy-Costa et al.,22 the food
groups most frequently consumed were oils, fats, sug-
ars and sweets servings. In addition, the insufficient
fruits and vegetables intake are related to the increase
in chronic noncommunicable diseases, for e.g. obesity,
dyslipidemia, and hypertension.

According to Maciel & Silva23 the greater intake of
fat and sugar are the major changes in eating habits
over the past years. Excessive consumption of these
nutrients is related to the development of obesity and
other health complications.

Enes24 also compares the increased intake of these
nutrients with the observed decline in the consumption
of legumes, fruits and vegetables, which are important
sources of fiber. 

Ferreira et al.25 report that obesity and particularly
abdominal fat has a major impact on CVD by associat-
ing with great frequency to dyslipidemia, hyperten-
sion, insulin resistance and diabetes that favor the
occurrence of cardiovascular events, particularly in the
coronary artery. Moreover, Brenner et al.5 have been
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Table II
Food frequency of food groups in accordance to gender

Male Female

Food groups Daily Weekly Monthly Never Daily Weekly Monthly Never

n % n % n % n % n % n % n % n %

Rice, bread, roots 13 100 0 0 0 0 0 0 29 100 0 0 0 0 0 0

Fruits 6 46.1 5 38.4 2 15.38 0 0 16 55.1 12 41.3 1 3.4 0 0

Vegetables 5 38.4 7 53.8 0 0 1 7,69 17 58.6 12 41.3 0 0 0 0

Dairy 6 46.1 6 46.1 0 0 1 7,69 21 72.4 4 13.7 1 3.4 3 10.3

Meats and eggs 12 92.3 1 7.6 0 0 0 0 23 79.3 6 20.6 0 0 0 0

Beans 13 100 0 0 0 0 0 0 27 93.1 2 6.9 0 0 0 0

Oils 5 38.4 6 46.1 1 7.6 1 7,69 18 62.0 7 24.1 1 3.4 3 10.3

Sugars 4 30.7 5 38.4 0 0 4 30,77 14 48.2 7 24.1 3 10.3 5 17.2

Fig. 1.—Relationship of HDL-c with indicators of body compo-
sition (BMI) and adiposity (WC) in both women and men with
metabolic syndrome.
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showed that the WC is a stronger predictor of car-
diometabolic health when compared with BMI.

Martins & Marine26 reported that central obesity
increases with age and is more frequent in women. The
data in the figure 1 show that the higher WC, the lower
the concentration of HDL-c, which is designed to carry
cholesterol from tissues and the bloodstream into the
liver for excretion, making it possible to correlate
excess body fat to the risk CVD.

Souza et al.27 states that weight reduction is associ-
ated with increased HDL-c and decreased triglyc-
erides, corroborating the results presented in figure 1.
Moreover, recently we have been demonstrated that
short-term28 and long-term29 of nutritional counseling is
effective to reduce BMI and WC in individuals with
MS and impaired glucose tolerance, respectively. 

In summary, our findings showed that WC is a better
predictor of changes in HDL-c than BMI, and its use in
clinical practice is essential for identifying changes in
lipid profile, especially in adults with a predisposition
to CVD.

Acknowledgments

STA and BMM collected the data and wrote the
manuscript. GDP performed the statistical analysis and
wrote the manuscript. MERS participated in its design.
MVS conceived the study, participated in its design
and coordination. All authors read and approved the
final manuscript.

References

1. Brazilian Society of Cardiology: IV Brazilian guideline for
dyslipidemia and atherosclerosis prevention: department of
atherosclerosis of brazilian society of cardiology. Arq Bras
Cardiol 2007; 88 (Suppl. I): 2-19.

2. Olinto MT, Nacul LC, Gigante DP, Costa JS, Menezes AM,
Macedo S. Waist circumference as a determinant of hyperten-
sion and diabetes in Brazilian women: a population-based
study. Public Health Nutr 2004; 7 (5): 629-635.

3. Klein S, Allison DB, Heymsfield SB, Kelley DE, Leibel RL,
Nonas C, Kahn R. Waist circumference and cardiometabolic
risk: a consensus statement from Shaping America’s Health:
Association for Weight Management and Obesity Prevention;
NAASO, The Obesity Society; the American Society for Nutri-
tion; and the American Diabetes Association. Am J Clin Nutr
2007; 85 (5): 1197-1202.

4. Pimentel GD, Portero-McLellan KC, Corrente JE, Burini RC.
Accuracy of sagittal abdominal diameter as predictor of
abdominal fat among Brazilian adults: a comparation with
waist circumference. Nutr Hosp 2010; 25 (4): 656-661.

5. Brenner DR, Tepylo K, Eny KM, Cahill LE, El-Sohemy A.
Comparison of body mass index and waist circumference as
predictors of cardiometabolic health in a population of young
Canadian adults. Diabetol Metab Syndr 2010; 2: 28.

6. Brazilian Society of Cardiology: I Brazilian guidelines on diag-
nosis and treatment of metabolic syndrome. Arq Bras Cardiol
2005; 4 (Suppl. 1): 1-28.

7. Heyward VH, Storlarczyk LM: Avaliação da composição cor-
poral aplicada. São Paulo: Manole; 2000.

8. World Health Organization (WHO): Obesity: preventing and
managing the global epidemic. In: Report of the WHO Con-

sultation on Obesity. Geneva: World Health Organization;
1998.

9. Callaway CW, Chumlea WC, Bouchard C, Himes JH, Lohman
TG, Martin AD et al. Circunferences, Anthropometric stan-
dardizations reference manual. Edited by: Lohman TG, Roche
AF, Martorell R. Champaign. IL: Human Kinetics; 1988.

10. Frisancho RA. Anthropometric standards for the assesment of
growth and nutritional status. Universith of Michigan Press.
1990.

11. Philippi ST. Tabela de composição de alimentos: Suporte para
decisão nutricional. Segunda Edição, 2002.

12. TACO: Tabela brasileira de composição de alimentos. UNI-
CAMP, Núcleo de Estudos e Pesquisas em Alimentação. ver-
são 2. Segunda Edição. São Paulo; 2006.

13. Friedewald T, Levy RI, Frederickson DS. Estimation of the
concentration of low-density lipoprotein cholesterol in plasma,
without use of the preparative ultracentrifuge. Clin Chem 1972;
18 (6): 499-502.

14. Tsimihodimos V, Gazi I, Kostara C, Tselepis AD, Elisaf M.
Plasma lipoproteins and triacylglycerol are predictors of small,
dense LDL particles. Lipids 2007; 42 (5): 403-409.

15. Scagliusi FB, Lancha-Júnior AB. Underreporting of energy
intake in dietary assessment methods. Rev Nutr 2003; 16 (4):
471-481.

16. Institute of Medicine (IOM): Dietary Reference Intakes (DRIs):
Recommended intakes for individuals, Elements. Food and
Nutrition Board. 1999, 2000, 2001, 2002 e 2004.

17. Melanson K. Diet and Metabolic Syndrome. Am J Lifestyle
Med 2008; 2 (1): 113-117.

18. Bandeira F, Griz L, Dreyer P, Eufrazino C, Bandeira C, Freese
E. Vitamin D deficiency: A global perspective. Arq Bras
Endocrinol Metab 2006; 50 (4): 640-646.

19. Lichtenstein AH, Rasmussen H, Yu WW, Epstein SR, Russeill
RM. Modified my pyramid for older adults. J Nutr 2007; 138
(1): 5-11.

20. Molina MCB, Cunha RS, Herkenhoff LF, Mill JG. Hyperten-
sion and salt intake in an urban population. Rev Saude Publica
2003; 37 (6): 743-750.

21. Zemel MB. Calcium Modulation of Hypertension and Obesity:
Mechanisms and Implications. J Am Col Nutr 2001; 20 (5):
428-435.

22. Levy-Costa RB, Sichieri R, Pontes NS, Monteiro CA. House-
hold food availability in Brazil: distribution and trends (1974-
2003). Rev Saude Publica 2005; 39 (4): 530-540.

23. Maciel ES, Silva MV. Life quality and food consumption:
behavior according to the gender of individuals in a university
community. Nutrire: Revista da Sociedade Brasileira de Ali-
mentação e Nutrição 2008; 33 (2): 47-62.

24. Enes CC. Disponibilidade de energia e nutrientes nos domicí-
lios: o contraste entre Regiões Norte e Sul do Brasil. Piracicaba:
Escola Superior de Agricultura Luiz de Queiroz da USP; 2005.
119 p. [Dissertação de mestrado].

25. Ferreira M, Valente JG, Gonçalves-Silva RMV, Sichieri R.
Accuracy of waist circumference and waist-to-hip ratio as pre-
dictors of dyslipidemia in a cross-sectional study among blood
donors in Cuiabá, Mato Grosso State, Brazil. Cad Saude Pub-
lica 2006; 22 (2): 307-314.

26. Martins IS, Marinho SR. The potential of central obesity
antropometric indicators as diagnostic tools. Rev Saude Publ
2003; 37 (6): 760-767.

27. Souza LJ, Gicovate-Neto CG, Chalita FEB, Reis AFF, Bastos
DA, Souto-Filho JTD, Souza TF, Cortês VA. Prevalência de
obesidade e fatores de risco cardiovascular em campos, Rio de
Janeiro. Arq Bras Endocrinol Metab 2003; 47 (6): 669-676.

28. Pimentel GD, Arimura ST, Moura BM, Silva MER, Sousa MV.
Short-term nutritional counseling reduces body mass index, waist
circumference, triceps skinfold and triglycerides in women with
metabolic syndrome. Diabetol Metab Syndr 2010; 2: 13.

29. Pimentel GD, Portero-Mclellan KC, Oliveira EP, Spada AMP,
Oshiiwa M, Zemdegs JCS, Barbalho SM. Long-term nutritio-
nal education reduces several risk factors for type 2 diabetes
mellitus in Brazilians with impaired glucose tolerance. Nutr
Res 2010; 30 (3): 186-190.

1332 S. T. Arimura et al.Nutr Hosp. 2011;26(6):1328-1332


