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Abstract: This study aims to redefine obesity cut-off points for body mass index (BMI) and fat mass
index (FMI) according to the different age groups of physically active males. Healthy physically
active volunteers (N = 1442) aged 18–57 years (y), with a mean BMI = 22.7 ± 2.8 kg/m2, and mean
FMI = 4.3 ± 1.7 kg/m2 were recruited from various fitness centers. BMI was calculated and individ-
uals were categorized according to the Asia–Pacific BMI criterion of ≤22.9 kg/m2 and the previous
WHO-guided BMI criterion of ≤24.9 kg/m2. FMI was also calculated for the study participants with
a cut-off of 6.6 kg/m2. Redefining of BMI and FMI cut-off values was carried out based on different
age groups categorized with a difference of 10 y and 5 y using the receiver operating characteristic
(ROC) curve and Youden’s index. For the entire study population, BMI redefined cut-off points for
overweight and obesity were 23.7 kg/m2 and 24.5 kg/m2, respectively, while FMI redefined cut-off
points for overweight and obesity were 4.6 kg/m2 and 5.7 kg/m2, respectively. With 10 y of age group
difference, a constant BMI and FMI values were observed, while with 5 y of age group difference, a
constant increase in the BMI cut-offs was observed as the age group increased, i.e., from 23.3 kg/m2

in 20–24 y to 26.6 kg/m2 in ≥45 y and a similar trend was seen in FMI cut-offs. To conclude, our study
suggests that age-dependent BMI and FMI cut-off points may provide appropriate measurements for
physically active males as the age group increases.

Keywords: bioelectric impedance analysis; fat mass; obesity; overweight; Youden index

1. Introduction

BMI is easy to calculate, used as a metric for overall mortality prediction, as well as a
substitute for body composition, and is the recommended screening tool for measuring
obesity in large populations [1]. The World Health Organization (WHO) retained BMI
cut-off point 18.5–24.9 kg/m2 (normal range) as international classification and endorsed
BMI cut-off point 18.5–23.0 kg/m2 (normal range) for Asia–Pacific populations for assessing
healthy body weight [2]. However, BMI is not considered an appropriate gold standard for
the measurement of obesity since it is based on total body weight and does not distinguish
between body fat mass and lean body mass [3].

The cut-off points for BMI are based on the results of the meta-analysis involving
mainly results from nine countries in Asia as per the WHO expert consultation report [2].
The main concern for Asian populations was the increased risk of diseases like diabetes,
heart disease or other chronic diseases, and mortality at lower BMIs [2]. Thereby, limiting
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the other factors such as age, gender, physical activity, living style, and somatotypes as
secondary concerns. However, all these secondary concerns are quite influential while
calculating BMI, e.g., women have approximately 10% higher body fat compared to men [4].

Another measure to predict adiposity is fat mass index (FMI) which is calculated by
replacing total body weight with fat mass in the BMI formula. This gives a fat mass index
(FMI) which provides the advantage of determining obesity only in one component, i.e.,
fat mass while giving a more specific prediction [5]. FMI is expressed as kg/m2 while
represented by the formula FMI = FM (kg)/height (m2). Rao et al., 2012 proposed cut-off
points for FMI as 6.6 kg/m2 for the Indian population with a body fat percentage of 25%
for men and 30% for women to determine obesity [5]. Body fat percentage and FMI are
also known to be a good screening tool for metabolic syndrome [6].

Physical activity helps to reduce fat mass and maintain lean body mass. Physically
active individuals have additional lean body mass with a disproportionate lesser increase
in body fat [1]. This additional lean body mass results in an overestimation of obesity in
physically active individuals such as bodybuilders, athletes, and armed personnel, even
though their health status is not directly associated with diseases related to excess body
fat [1,7,8]. BMI, due to the inability to discriminate between body fat mass and lean body
weight, generally misclassifies muscle mass as body fat in physically active individuals [9].
Though minor, the prevalence of physically active individuals with this additional weight
exists around us. Studies conducted on athletes and non-athletic groups reported that only
52.4% of the physically active population was correctly classified using BMI [10]. A study
reported cut-off points of BMI = 24.38 kg/m2 and FMI = 3.74 kg/m2 among physically
active men to predict the risk of musculoskeletal injury. This physically fit and active adult
population has not yet been sufficiently given importance to optimize cut-off points for
any obesity measuring indices [11]. Since adiposity increases with age, age also plays a
vital role in determining the obesity measuring indices. It was recently published that BMI
increases with the service duration of the German Armed Forces, highlighting the fact that
BMI increases with age [12].

Since the criterion is important to address any physically active individual as healthy or
unhealthy, here we compared the previously accepted and recommended cut-off methods
by WHO and tried to provide a glance at the effect of age on BMI and FMI in physically
active individuals. BMI and FMI were studied in different age groups of physically active
male volunteers using the body fat percentage cut-offs of 20% and 25% to define overweight
and obesity, respectively. There are multiple studies published reporting varying cut-offs
for entire study groups [13–15]; however, only a few are published with different age
groups and require more studies to evaluate age–BMI trends as suggested also by Silveira
EA et al., 2020 [16,17]. Additionally, this study further redefines cut-off values for BMI
and FMI for a population who are physically fit and active using the receiver operating
characteristic (ROC) curve.

This study aims to redefine obesity cut-off points for BMI and FMI according to the
different age groups of physically active males using the ROC curve.

2. Materials and Methods
2.1. Participants

The cross-sectional study design was used for the recruitment of healthy participants
(N = 1442) from various fitness centers located in Delhi and NCR (National Capital Region).
Amateur healthy volunteers aged 18 to 60 years (y), with a mean time of fitness exercise
of at least 2 h/day or 12–14 h/week and who gave written consent were included in the
study. These participants were doing fitness exercises experience ranging from 2 months to
120 months. Participants were on a balanced diet with adequate carbohydrates, proteins,
and fats. Dietary intake was assessed on limited participants using a self-filled food diary
for 7 days, which included all the consumed drinks and food items as the participants
were free living. The energy intake was calculated using the database of National Institute
of Nutrition (http://218.248.6.43:8080/CountWhatYouEat/, accessed on 1 July 2020) and
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dietary manual (https://www.nin.res.in/downloads/DietaryGuidelinesforNINwebsite.
pdf, accessed on 1 July 2020 [18]), though the method has its own limitations of over- and
underreporting food intake [19,20]. Male participants (n = 24) aged <18 y with a prolonged
or newly diagnosed history of medication due to acute or chronic illness were excluded
from the study. Also, due to a limited number of female participants (n = 24), the data
collected from them was not statistically sufficient to draw significant results and, thus,
they were also excluded from the study.

Out of the 1442 participants, only 1394 were included in the study with an average
age of 29 (18–57) y, weight—66.8 (44.5–100.8) kg and height—171.4 (154–187.1) cm. The
sample size was calculated using data published in our previous study on different activity
groups [21]. We used a formula-based sample size method for sample calculation which
was (2 * (1.96 + 0.8416)2 * (standard deviation)2) divided by (difference in mean of the
2 groups)2 [22]. The study was conducted in accordance with the Declaration of Helsinki
and approved by the Institutional Ethics Committee of the Defence Institute of Physiology
and Allied Sciences (IEC DIPAS, IEC/DIPAS/C-1/2 DATED 26.5.15). Written and informed
verbal consent was obtained from all the study participants after explaining to them the
details of the study.

2.2. Categorization of the Participants

Volunteers were divided based on BMI cut-off points provided by WHO. The cut-off
points used were BMI ≤ 24.9 kg/m2 and BMI ≤ 22.9 kg/m2 according to the interna-
tional classification as well as revised guidelines for the Asia–Pacific population by WHO,
respectively [2]. The subjects were divided into groups based on the international clas-
sification as underweight (<18.5 kg/m2), normal weight (18.5–24.9 kg/m2), overweight
(25.0–29.9 kg/m2) and obese (≥30 kg/m2). The subjects were further re-categorized based
on revised consensus guidelines for the Asia–Pacific as underweight (<18.5 kg/m2), normal
weight (18.5–22.9 kg/m2), overweight (23.0–24.9 kg/m2), pre-obese (25–29.9 kg/m2) and
obese (≥30 kg/m2). Fat mass index (FMI) was also calculated, and the subjects were
categorized as obese if the FMI > 6.6 kg/m2 [9]. For redefining the cut-off points, the ROC
curve analysis was conducted on the entire population using 20% and 25% percent body
fat as standard limits for overweight and obesity, respectively. Further, the population was
divided based on 10 y of age groups such as <20 y, 20 to 29 y, 30 to 39 y, and ≥40 y and
5 y of age groups such as 20 to 24 y, 25 to 29 y, 30 to 34 y, 35 to 39 y, 40 to 44 y, and ≥45 y.
(Figure 1).

2.3. Assessment of Body Composition
2.3.1. Anthropometric and Body Composition Measurements

Height was measured using a measuring rod with the least count of 0.1 cm (Seca 216,
Seca Asia Pacific medical measuring systems and scales, Kuala Lumpur, Malaysia). Body
weight was measured using a body composition analyzer minimum of 0.1 kg. Body mass
index (BMI) was calculated using a pre-defined formula, i.e., weight in kilograms divided
by the square of height in meters (kg/m2). The day before the body composition measure-
ments, the study was explained to the participants and they were formally informed to fast
and refrain from caffeine intake until the measurements were conducted. The body water
levels naturally fluctuate throughout the day and night; therefore, the body composition
analysis was performed using a bioelectric impedance analyzer (BIA) before breakfast in
the morning between 700 h and 1000 h in a post-absorptive state.

https://www.nin.res.in/downloads/DietaryGuidelinesforNINwebsite.pdf
https://www.nin.res.in/downloads/DietaryGuidelinesforNINwebsite.pdf
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Figure 1. Study design. ANOVA: Analysis of variance; BMI: Body Mass Index; FMI: Fat Mass Index; 
N: Total Population; n: Populations in the groups; ROC: Receivers Operating Characteristic. 
Figure 1. Study design. ANOVA: Analysis of variance; BMI: Body Mass Index; FMI: Fat Mass Index;
N: Total Population; n: Populations in the groups; ROC: Receivers Operating Characteristic.

2.3.2. Bioelectric Impedance Analyzer (BIA)

Single-frequency four-electrode BIA (Tanita BC-420MA, body composition analyzer,
Tanita Corporation, Tokyo, Japan) was used to measure body composition. The participants
were wearing light clothes and removed the belt, rings, and any other metallic items from
their bodies before they stood on the flat base of the BIA with bare feet. Fat mass (FM), fat
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mass percentage (%FM), fat-free mass (FFM), muscle mass, total body water, basal metabolic
rate (BMR), and degree of obesity were obtained by regression algorithms as fed by the
manufacturer of BIA. BIA measurements were previously validated using dual-energy
X-ray absorptiometry (DXA) in a physically active healthy male population [23].

2.3.3. Physical Activity Level (PAL) Value Assessment

Basal metabolic rate (BMR) is the minimum amount of energy the body needs to
function effectively when at rest. A multiple of BMR is total energy expenditure (TEE),
expressed to determine the requirements of adults. These multiples of BMR are referred
to as physical activity levels (PALs) and are assessed by dividing TEE by BMR, i.e.,
(PAL = TEE/BMR) [24,25]. PAL value delivers a suitable way of controlling for age, sex,
weight, and body composition and for expressing the energy needs of a wide range of peo-
ple in a single number [21]. TEE was measured using accelerometry-based actical devices
(Mini Mitter Co. Inc. Bend OR, USA) while BMR was obtained from the BIA measurements.
Based on PAL values, the participants can be addressed as sedentary, moderately active,
and highly active with PAL values of 1.53, 1.80, and 2.30, respectively [19]. However, the
value of PAL depends on both BMR and TEE, and both have errors of measurement, so
PAL is only imprecisely estimated [24].

2.4. Statistical Analysis

Results were expressed as mean ± standard deviation (SD) along with minimum (min),
maximum (max), and interquartile range (IQR) of all the variables (Table 1). The percentages
of the prevalence of underweight, normal weight, overweight, and obese were calculated
manually. All the statistical analyses were performed using IBM SPSS Statistical Package
(version 20.0; SPSS, Chicago, IL, USA), and p values ≤ 0.05 were considered significant. One-
way ANOVA on mean ± 95%CI of all the age groups of BMI and FMI was calculated along
with Bonferroni’s Multiple Comparison Test to investigate the difference significance between
the age groups based on BMI and FMI. The receiver operating characteristic curve (ROC
curve) was plotted to identify appropriate cut-off points of the BMI and FMI for defining
overweight and obesity in the whole study population as well as in different age groups.

Table 1. Demographic characteristics of studied participants.

S. No. Characteristics Mean SD Min–Max IQR (Q1–Q3)

1. N 1394 - - -
2. Sex Male - - -
3. Age (y) 29 8.7 18–57 14 (21–35)
4. Height (cm) 171.4 5.0 154–187.1 6.9 (168–174)
5. Weight (kg) 66.8 8.9 44.5–100.8 13 (60–73)
6. BMI (kg/m2) 22.7 2.8 15.9–35.7 4.0 (20.7–24.7)
7. FMI (kg/m2) 4.3 1.7 1.0–12.3 2.6 (2.9–5.5)
8. FM (kg) 12.7 4.9 3.1–34.7 7.6 (8.5–16.1)
9. FM % 18.5 5.3 5.3–35.1 8.7(13.9–22.6)

10. FFM (kg) 54.5 14.8 30.1–568.5 7.2 (50.5–57.7)

11. Muscle mass
(kg) 53.6 4.7 39.1–73.4 5.5 (50.5–56.0)

12. Total body
water (kg) 38.6 4.2 27.6–56.3 5.4 (35.6–41.0)

13. Degree of
obesity 9.7 11.7 −20.0–62.3 15.1 (2.0–17.1)

14. BMR
(kcal/day) 1600 143 1249–2263 163.3

(1513–1677)
Values are represented as mean ± SD. Min: Minimum; Max: Maximum; IQR: Interquartile Ratio; BMI: Body Mass
Index; BMR: Basal Metabolic Rate; FMI: Fat Mass Index; FM: Fat Mass; FM %: Percent Fat Mass; FFM: Fat-free
Mass; Q1: Quartile 1; Q3: Quartile 3.

The area under the ROC curve (AUC) was used to determine the precision of BMI and
FMI that describes the strength of analytical tests. AUC measures sensitivity and specificity
which describe the inherent strength of diagnostic tests [26]. Higher AUC values indicate a
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better model for diagnosis. The diagnostic test with AUC = 1 fits to differentiate between
the diseased and non-diseased. The diagnostic test with AUC = 0.5 means the diagnostic
test is no better than a chance as the curve is located on a diagonal line in ROC space. The
minimum AUC that can be considered a chance level is AUC = 0.5, while the diagnostic test
with AUC = 0 is not a suitable diagnostic test as it classifies a diseased state as negative and
a non-diseased state as positive [26]. Thus, AUC > 0.5 was considered to have the accuracy
to differentiate between a healthy state and overweight/obese state while 95% confidence
intervals were recorded for the ROC curve analyses. Body fat percentage was used as the
reference standard for diagnosis tests to find out the optimal cut-off point. A Youden index
maximum point was used to predict the optimal cut-off points for BMI and FMI. Youden
index (J) is the maximum probable cut-off value calculated using the uppermost y-axis
distance of the ROC curve from the diagonal line which gives the probability of 50%. The
formula used for the Youden Index = Sensitivity + Specificity − 1 [26].

3. Results

A total of 1394 healthy physically active male participants with an average age of
29 years (range 18–57 years) were studied for the prevalence of overweight and obesity,
along with redefining BMI and FMI cut-off values with increasing age, using receivers
operating characteristics (ROC) curve. Both BMI and FMI data obtained were generally
distributed in this study. The participants were on an adequate diet with a basal metabolic
rate (BMR) of 1600 ± 143 kcal/day and a PAL value of about 2.2, i.e., the participants
were moderately physically active. Since we did not have enough actical devices to
provide to all the volunteers, we measured the TEE of the few participants (n = 120)
whose data was previously published by us [27]. The average TEE of the participants was
3515 ± 915 kcal/day [27]. In addition, the effect of physical activity and age on mineral
status in physically active healthy males (n = 360) had already been studied and published
by us, which gave us an estimate that the study participants were on adequate diets
and were physically active [21]. The physical characteristics and basic body composition
parameters of the study participants are depicted in Table 1.

3.1. Prevalence of Overweight and Obesity in the Study Population
3.1.1. Body Mass Index (BMI)

With the evaluation of the whole data based on different criteria, 20.7% (n = 289) and
0.9% (n = 12) of the study population were overweight (BMI 25.0–29.9 kg/m2) and obese
(BMI ≥ 30 kg/m2), respectively, with the previous BMI cut-off, i.e., BMI ≥ 24.9 kg/m2,
while with WHO-recommended BMI criteria for Asia–Pacific populations (i.e., BMI cut-off
≥ 22.9 kg/m2), 22.6% (n = 315) of individuals were overweight and 21.6% (n = 301) were
pre-obese (BMI 23.0–29.9 kg/m2) and obese (≥30 kg/m2), in a total of 1394 individuals.

It is to be considered that WHO recommended a new category of pre-obese in the new
Asia–Pacific criterion, which comprises individuals whose BMI is between 25.0 kg/m2 and
29.9 kg/m2. According to this pre-obese condition, 20.7% (n = 289) of individuals fall under
this category, making 0.9% of individuals obese (BMI ≥ 30 kg/m2). These results illustrate
that approximately half of the study population is unhealthy (overweight, pre-obese, and
obese) and needs to lower their body weight to become healthy. A statistical analysis of
the study population showing the prevalence of physical status in terms of underweight,
overweight, and obesity using a different cut-off of BMI and FMI is presented in Table 2.
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Table 2. Comparative prevalence of health status of the study population by WHO recommended
previous and new guidelines for Asia–Pacific population along with cut-offs presented by the present
study via ROC curve analysis.

Health Status Previous Cut-Off
BMI ≥ 24.9 kg/m2

New Cut-Off
BMI ≥ 22.9 kg/m2

ROC Curve
Produced Cut-Off
BMI ≥ 23.7 kg/m2

FMI ≥ 6.6 kg/m2
ROC Curve

Produced Cut-Off
FMI ≥ 4.6 kg/m2

Underweight
(cut-off)

4.0% (n = 56)
(<18.5 kg/m2)

4.0% (n = 56)
(<18.5 kg/m2)

4.0% (n = 56)
(<18.5 kg/m2) - -

Normal weight
(cut-off)

74.3% (n = 1037)
(18.5–24.9 kg/m2)

51.8% (n = 722)
(18.5–22.9 kg/m2)

61.3% (n = 854)
(18.5–23.7 kg/m2)

91.6% (n = 1277)
(≤6.6 kg/m2)

40.8% (n = 570)
(≤4.6 kg/m2)

Overweight
(cut-off)

20.7% (n = 289)
(25.0–29.9 kg/m2)

22.6% (n = 315)
(23.0–24.9 kg/m2)

8.2% (n = 115)
(23.8–24.5 kg/m2) - 20.9% (n = 292)

(4.6–5.7 kg/m2)

Pre-obese
(cut-off) - 20.7% (n = 289)

(25.0–29.9 kg/m2)
25.6% (n = 357)

(24.6–29.9 kg/m2) - -

Obese
(cut-off) 0.9% (n = 12) 0.9% (n = 12)

(≥30.0 kg/m2)
0.9% (n = 12)

(≥30.0 kg/m2)
8.4% (n = 117)
(>6.6 kg/m2)

19.8% (n = 277)
(>5.7 kg/m2)

Values are represented as percentage (n). BMI: Body Mass Index; FMI: Fat Mass Index; ROC: Receiver Operating
Charactristic.

3.1.2. Fat Mass Index (FMI)

FMI measures obesity by considering only the fat mass of the individuals. FMI divides
the population into two categories, i.e., normal weight and obese. Based on this criterion, we
observed 91.6% of individuals as normal weight and 8.4% as obese, including overweight
individuals. FMI was used to determine the prevalence of physical status which presented
a lower prevalence of overweight and obesity with 8.4% (n = 117) of individuals (Table 2).

3.2. Evaluating the Study Population Based on BMI and FMI Cut-Off by ROC Curve

Since BMI overestimates obesity in physically active individuals, we planned to
redefine the cut-off limits for our study population using ROC curve analysis. The cut-off
for BMI and FMI for overweight and obesity was best predicted using percent body fat
as the standard reference in the ROC curve. The standard body fat percentage used for
overweight and obesity was 20% and 25%, respectively. The ROC curve analysis of the
entire sample (n = 1394) for overweight and obesity cut-off yielded significant (p < 0.0001)
higher FMI AUC (95%CI) (Overweight: 0.99 (98.1–99.1%), Obesity: 0.97 (96.5–98.2%)) than
BMI AUC (95%CI) (Overweight: 0.88 (86.1–90.2%), Obesity: 0.86 (82.6–88.9%)); (p < 0.0001)
thereby, indicating FMI as a better predictor for the obesity index (Figure 2). The BMI
cut-off point for overweight was 23.7 kg/m2 (Sensitivity: 71.3%, Specificity: 89.3%) and for
obesity, it was 24.5 kg/m2 (Sensitivity: 76.2%, Specificity: 80.0%). The FMI cut-off point for
overweight was 4.6 kg/m2 (Sensitivity: 95.7%, Specificity: 91.8%) and for obesity, it was
5.7 kg/m2 (Sensitivity: 92.3%, Specificity: 87.7%) (Figure 2). The prevalence of nutritional
status of the population by ROC curve produced BMI and FMI cut-off defined by the
present study is compared to the previous and new WHO-recommended BMI cut-offs
presented in Table 2.
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3.3. Defining Cut-Offs Based on Different Age Groups

Before continuing with ROC on different age groups, we applied one-way ANOVA on
a mean ± 95%CI of all the age groups of BMI and FMI along with Bonferroni’s Multiple
Comparison Test. This resulted in a significant (p < 0.0001) increase in BMI and FMI with
increasing 10 y of age, except for 30–39 y vs. ≥40 y, which were not significant. The age
groups with 5 y of difference showed significant (p < 0.0001) increases in BMI and FMI with
increasing age, except for some BMI and FMI groups, which were not significant. Figure 3
shows a comparison of BMI (Mean ± 95%CI) and FMI (Mean ± 95%CI) within age groups
using one-way ANOVA: (a) BMI with a difference of 10 y of age; (b) FMI with a difference
of 10 y of age; (c) BMI with a difference of 5 y of age; (d) FMI with a difference of 5 y of
age. Table 3 shows one-way ANOVA Bonferroni’s Multiple Comparison Test showing the
significance of the difference between various age groups in BMI and FMI.
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Table 3. One-way ANOVA Bonferroni’s Multiple Comparison Test showing significance of difference
between various age groups in BMI and FMI.

DIFFERENCE OF 10 Y AGE GROUP

BMI

18–19 y 20–29 y 30–39 y ≥40 y
18–19 y - *** *** ***
20–29 y *** - *** ***
30–39 y *** *** - ns
≥40 y *** *** ns -

FMI

18–19 y 20–29 y 30–39 y ≥40 y
18–19 y - *** *** ***
20–29 y *** - *** ***
30–39 y *** *** - ns
≥40 y *** *** ns -

DIFFERENCE OF 5 Y AGE GROUP

BMI

18–19 y 20–24 y 25–29 y 30–34 y 35–39 y 40–44 y ≥45 y
18–19 y -- ** *** *** *** *** ***
20–24 y ** - *** *** *** *** ***
25–29 y *** *** - *** ns ns ***
30–34 y *** *** *** - ns ns ns
35–39 y *** *** ns ns - ns ***
40–44 y *** *** ns ns ns - ***
≥45 y *** *** *** ns *** *** -

FMI

18–19 y 20–24 y 25–29 y 30–34 y 35–39 y 40–44 y ≥45 y
18–19 y - *** *** *** *** *** ***
20–24 y *** - *** *** *** *** ***
25–29 y *** *** - *** *** * ***
30–34 y *** *** *** - ns ns *
35–39 y *** *** *** ns - ns ***
40–44 y *** *** * ns ns - ***
≥45 y *** *** *** * *** *** -

BMI:Body Mass Index; FMI:Fat Mass Index; y:years; ns:not significant, * p < 0.05, ** p < 0.001, *** p < 0.0001.

To find the BMI and FMI trends with increasing age, grouping of the individuals was
carried out based on an age difference of 10 years (Figure 4) and 5 years (Figure 5) for both
indices.

3.3.1. Age Group with 10 Years of Difference

We divided the population based on 10 y of age group differences such as <20 y,
20 to 29 y, 30 to 39 y, and ≥40 y. Using ROC curve analysis, we observed the cut-off of
BMI (22.5 kg/m2) for all age groups with similar sensitivity and specificity which were
100% and 87.3%, respectively. The cut-off of FMI (5.6 kg/m2) was also the same for all
age groups with similar sensitivity and specificity which were 100% and 99.5%. Table 4
specifies the area under the ROC curve with a 95% confidence interval of the different age
groups depicting cut-off values for obesity with %BF ≥25%. It can be noticed here that
on the division of the study population based on 10 y, the cut-off limits were reduced by
2.0 kg/m2 and 0.05 kg/m2 for BMI and FMI, respectively.
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Figure 5. Receiver operating characteristic curve analysis for BMI and FMI with 5 years of difference in
age groups: (a) age group 20–24 years; (b) age group 25 to 29 years; (c) age group 30 to 34 years; (d) age
group 35 to 39 years; (e) age group 40 to 44 years; and (f) ≥45 years. AUC: Area Under Curve; BMI:
Body Mass Index; FMI: Fat Mass Index.
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Table 4. Area under ROC curve with 95% confidence interval of the different age groups depicting
cut-off values for obesity with %BF ≥25%.

AGE GROUPS BMI FMI

AUC (95% CI) AUC (95% CI)

18–60 y (overweight) 0.881 (86.1–90.2%) 0.986 (98.1–99.1%)
18–60 y(Obesity) 0.858 (82.6–88.9%) 0.973 (96.5–98.2%)

DIFFERENCE OF 10 Y AGE GROUP

18–19 0.88 (83.2–92.3%) 0.99 (98.6–100%)
20–29 0.90 (84.7–95.1%) 0.96 (97.4–99.6%)
30–39 0.80 (74.3–86.4%) 0.95 (93.1–97.7%)
≥40 0.75 (66.3–83.4%) 0.95 (92.2–97.7%)

DIFFERENCE OF 5 Y AGE GROUP

20–24 0.93 (85.5–100%) 0.99 (98.1–100%)
25–29 0.84 (74.5–92.7%) 0.97 (94.9–99.8%)
30–34 0.84 (76.7–92.0%) 0.97 (94.9–99.7%)
35–39 0.81 (72.8–89.4%) 0.96 (92.9–98.7%)
40–44 0.73 (62.6–84.0%) 0.95 (91.3–98.1%)
≥45 0.77 (63.2–91.4%) 0.96 (91.9–100%)

BMI—Body Mass Index; FMI—Fat Mass Index; y—years; AUC—Area Under ROC Curve; CI—Confidence
Interval.

3.3.2. Age Group with 5 Years of Difference

We divided the population based on 5 y of age group differences such as 20–24 y, 25–29 y,
30–34, 35–39 y, 40–44 y and ≥45 y. In ROC curve analysis, we observed a constant increase in
the BMI cut-offs as the age group increases, i.e., from 23.3 kg/m2 in the age group 20–24 y to
26.6 kg/m2 in the age group ≥45 y. Table 4 specifies the area under the ROC curve with a
95% confidence interval of the different age groups depicting cut-off values for obesity with
%BF ≥25%. To our surprise, a drop of 1.3 kg/m2 in BMI cut-offs was seen in the age group
35–39 y (Figure 5d). An almost similar increasing trend was observed in FMI cut-offs as the
age groups increased as in BMI cut-offs with a drop of 0.5 kg/m2 in the age group of 40–44 y.
Diversity in the obesity prevalence is noted with the diversification of ROC-analyzed BMI
and FMI cut-offs. According to re-defined FMI cut-offs, an increase in obesity percent was
depicted with an increase in age group. However, no such pattern was seen to be associated
with BMI. Table 5 represents the cut-off points of BMI and FMI for the different age groups
with sensitivity and specificity analyzed by the ROC curve for obesity with %BF ≥25%.

Table 5. BMI and FMI cut-off points for different age groups in the present study population for
obesity with %BF ≥25%.

S. No. Age
Groups (y)

Number of
Subjects BMI Cut-Off Obesity

Prevalence (%) FMI Cut-Off Obesity
Prevalence (%)

1 18–19 205
22.5

(Sensitivity—100%,
Specificity—87.3%)

11.7
5.6

(Sensitivity—100%,
Specificity—99.5%)

1.0

2 20–24 355
23.3

(Sensitivity—92.3%,
Specificity—86.0%)

16.3
5.2

(Sensitivity—100%,
Specificity—93.3%)

9.0

3 25–29 215
24.3

(Sensitivity—80.8%,
Specificity—75.7%)

30.7
6.1

(Sensitivity—88.5%,
Specificity—93.1%)

12.6

4 30–34 238
26.0

(Sensitivity—75.8%,
Specificity—82.4%)

24.8
6.1

(Sensitivity—97.0%,
Specificity—86.8%)

20.2
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Table 5. Cont.

S. No. Age
Groups (y)

Number of
Subjects BMI Cut-Off Obesity

Prevalence (%) FMI Cut-Off Obesity
Prevalence (%)

5 35–39 171
24.7

(Sensitivity—75.5%,
Specificity—80.3%)

33.9
6.1

(Sensitivity—85.7%,
Specificity—95.1%)

26.3

6 40–44 147
26.2

(Sensitivity—52.6%,
Specificity—95.4%)

17.0
5.6

(Sensitivity—89.5%,
Specificity—79.8%)

38.1

7 ≥45 63
26.6

(Sensitivity—47.4%,
Specificity—97.2%)

23.8
6.2

(Sensitivity—68.4%,
Specificity—96.3%)

31.7

8

18–57
(Entire
study

sample)

1394
24.5

(Sensitivity—76.2%,
Specificity—80.0%)

26.5
5.7

(Sensitivity—92.3%,
Specificity—87.7%)

19.9

4. Discussion

This study aimed to redefine cut-offs of BMI and FMI for physically active individuals
in relation to the increasing age. In this study, the prevalence of overweight and obesity was
observed as 22.6% and 21.6%, respectively, with the WHO-recommended Asia–Pacific BMI
cut-off point, which is 22.9 kg/m2. The prevalence of obesity in the study population is
assumed to be very high in comparison to the National Family Health Survey 5 (2019–2021)
of India where 22.9% of men were reported as overweight and obese in the country
(considering previously defined BMI cut-off was ≥25.0 kg/m2) [28]. This difference in the
prevalence of obesity might be due to the application of the new Asia–Pacific BMI cut-off
point. As per WHO, the requirement for population-specific BMI cut-off was essential due
to the difference in the body fat and health risks present at similar BMI in Asian countries
in comparison to European countries [2]. However, the data used was not sufficient to
specify a stringent BMI cut-off point for all Asians for overweight or obesity [2]. Thus,
there may be a discrepancy in measurement technique as well as the obesity measuring
guidelines, which may lead to increased obesity rates observed in the present study.

Looking at the published literature, many factors affect the body fat distribution
in Asian Indians [29]. These factors may include age, gender, lifestyle, physical activity,
and genetic risk. It is very well stated that socioeconomic position can affect a person’s
health status. A study representing the trends of overweight/obesity in India based on
socioeconomic status showed an increased prevalence of 8% from the year 1998 to 2016 in
overweight/obesity among Indian literate urban men [30]. The same authors forecasted the
prevalence of overweight and obesity in India to increase by 17.9% and 7.1%, respectively,
from 2010 to 2040 [31]. Similarly, it is observed that urban residents of India are more prone
to obesity than rural residents as also reported by the present study [32,33] with a high
prevalence of abdominal obesity in Asian Indians [34].

On the other hand, the suitability of the BMI criterion to assess obesity is the most
controversial topic of obesity measurements. A debatable topic across Asian countries as
well as the world is the use of BMI with lowered cut-off values as Asians show high body fat
for similar BMI [35]. It has been reported that body fat percentage varies due to the ethnicity
of the individuals, as depicted in the studies conducted with White, African American, and
Asian people [36], specifically Japanese [37], Australian [38], Nigerian, and Jamaican [39]
populations. These criteria are based on the evaluation of assorted populations and the
paucity of precise cut-off values for the index [40]. The variations in body fat percentage
are due to different leg-to-trunk lengths, muscularity, and slenderness [41,42]. Gender, age,
region, living habits, and lifestyle are the other factors affecting the criterion [43–45]. In
addition, the combination of these cut-off values associated with the disease may vary
between populations [38]. Thus, keeping in mind the suitability of the BMI criterion,
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ROC curve analysis was performed to find out the suitable and specific BMI and FMI
cut-off for these physically fit individuals. ROC curve for the entire study population
(18–57 years) indicated a cut-off value of 24.5 kg/m2 for BMI and 5.7 kg/m2 for FMI.
Comparing these results with other published studies on the Indian population, similar
results were observed. Kesavachandran et al. proposed 24.5 kg/m2 as the BMI cut-off
for Lucknow male residents while Ghosh and Bandyopadhyay proposed a 24.0 kg/m2

BMI cut-off in Bengalee males [13,14]. Misra et al., 2003 also suggested a 24.0 kg/m2 BMI
cut-off for males [15]. The BMI cut-off was proposed to be lowered not only in civilians
but also in the Indian Armed Forces. Singh et al. advocated for lowering the cut-off values
of BMI for Navy personnel and reported 23.9 kg/m2 and 24.4 kg/m2 cut-off values for
overweight and obesity, respectively [46]. Our study worked parallel to Singh et al.’s, 2008
findings and suggests a 23.7 kg/m2 and 24.5 kg/m2 cut-off of BMI for overweight and
obesity, respectively [46].

Many studies support the lowering of the cut-off of BMI for the entire population;
however, to the contrary, our study recommends raising the BMI and FMI cut-off values
with increasing age. In our study, after dividing the participants based on 10 years and
5 years of age difference, 5 years of age difference gives us better BMI and FMI cut-off
trends according to the increasing age. However, to date researchers have proposed the
cut-off values using the entire sample of all the age groups; for example, Misra et al., 2003
and Kesavachandran et al., 2012 both proposed lowering the cut-off values considering all
age groups from 18 years to 82 years [14,15]. It should be kept in view that the body fat
percentage and age are two discriminating factors, and it can hamper the precision of the
results. Also, our study supports FMI as a better predictor of obesity for individuals of all
age groups. This finding best shores up with earlier findings by those who encourage FMI
over BMI [47,48]. Thus, age-independent BMI might produce inaccurate measurements of
health status.

Strengths: This study focused on the health status of physically active individuals who
are sometimes considered overweight or obese by BMI measurements due to more lean
mass. One of the strengths of this study is that it represents a comprehensive examination
of the whole BMI screening criterion where cut-off values were marked according to the
age groups. Another strength includes the geographical area of the study population which
is Delhi and the National Capital Region as the inhabitants belong to all the parts of the
country which makes the results reliable for conclusion.

Limitations: First, this study was observational, and participants were not on a pre-
planned structured training or fitness exercise which may have impacted the body compo-
sition. Second, the somatotype of the participants was not measured. Third, since females
were not included in the study, the cut-off values proposed in the present study should be
suggested only for physically active males.

5. Conclusions

Physical activity helps to reduce body weight and gain muscle mass. BMI overesti-
mates overweight and obesity leading to the misclassification of muscle mass as body fat in
physically active individuals. Adiposity also increases with age; however, limited studies
evaluated age-BMI trends. This study re-evaluates cut-off values for BMI and FMI for a
population who are physically fit and active using the ROC curve. Our study suggests
the possibility of increasing BMI and FMI cut-off values with increasing age in the case of
physically active males. The cut-off values for BMI may be considered according to the
body fat percentage and age group. Since age-dependent measurements produce better
measurements of health status in physically active males; therefore, the criterion may be
modified.

Author Contributions: Conceptualization, S.N.S. and D.M.; Methodology, D.M. and G.R.; Software,
D.M.; Validation, S.N.S. and V.K.; Formal Analysis, D.M., J.K.T. and G.R.; Investigation, D.M.,
V.K.S., A.V., J.K.T. and S.K.V.; Resources, S.N.S.; Data Curation, D.M. and S.N.S.; Writing—Original
Draft Preparation, D.M.; Writing—Review and Editing, D.M., G.R. and S.N.S.; Visualization, S.N.S.;



Diseases 2023, 11, 137 14 of 16

Supervision, S.N.S.; Project Administration, S.N.S.; Funding Acquisition, S.N.S. All authors have read
and agreed to the published version of the manuscript.

Funding: This research received no external funding.

Institutional Review Board Statement: The study was conducted according to the guidelines of the
Declaration of Helsinki and approved by the Institutional Ethics Committee of Defence Institute
of Physiology and Allied Sciences (DIPAS) protocol code IEC DIPAS, IEC/DIPAS/C-1/2 (date of
approval, 26.5.15).

Informed Consent Statement: Informed consent was obtained from all subjects involved in the
study.

Data Availability Statement: All data generated or analyzed during this study are included in this
published article.

Acknowledgments: We would like to express gratitude towards Director DIPAS for his keen interest
in and support of the present study. D.M. designed and implemented this study along with the
analysis and interpretation of data, as well as the writing of the manuscript. J.K.T., G.R. and A.V.
contributed substantially to editing the manuscript. S.K.V. and V.K.S. contributed to collecting the
body composition data. V.K. contributed to the study design. S.N.S. contributed to the designing
and interpretation of the study along with furnishing the final draft of the manuscript. All authors
have read and approved the final manuscript. The DST-INSPIRE fellowship from the Department of
Science and Technology to D.M. is also gratefully acknowledged.

Conflicts of Interest: The authors declare that they have no known competing financial interests or
personal relationships that could have appeared to influence the work reported in this paper.

References
1. Grier, T.; Canham-Chervak, M.; Sharp, M.; Jones, B.H. Does body mass index misclassify physically active young men. Prev. Med.

Rep. 2015, 2, 483–487. [CrossRef] [PubMed]
2. WHO Expert Consultation. Appropriate body-mass index for Asian populations and its implications for policy and intervention

strategies. Lancet 2004, 363, 157–163.
3. Gurunathan, U.; Myles, P.S. Limitations of body mass index as an obesity measure of perioperative risk. Br. J. Anaesth. 2016, 116,

319–321. [CrossRef] [PubMed]
4. Jackson, A.S.; Stanforth, P.R.; Gagnon, J.; Rankinen, T.; Leon, A.S.; Rao, D.C.; Skinner, J.S.; Bouchard, C.; Wilmore, J.H. The effect

of sex, age and race on estimating percentage body fat from body mass index: The Heritage Family Study. Int. J. Obes. Relat.
Metab. Disord. 2002, 26, 789–796. [CrossRef] [PubMed]

5. Rao, K.M.; Arlappa, N.; Radhika, M.S.; Balakrishna, N.; Laxmaiah, A.; Brahmam, G.N. Correlation of Fat Mass Index and Fat-Free
Mass Index with percentage body fat and their association with hypertension among urban South Indian adult men and women.
Ann. Hum. Biol. 2012, 39, 54–58. [CrossRef] [PubMed]

6. Ramirez-Velez, R.; Correa-Bautista, J.E.; Sanders-Tordecilla, A.; Ojeda-Pardo, M.L.; Cobo-Mejia, E.A.; Castellanos-Vega, R.D.P.;
Garcia-Hermoso, A.; Gonzalez-Jimenez, E.; Schmidt-RioValle, J.; Gonzalez-Ruiz, K. Percentage of Body Fat and Fat Mass Index
as a Screening Tool for Metabolic Syndrome Prediction in Colombian University Students. Nutrients 2017, 9, 1009. [CrossRef]
[PubMed]

7. Provencher, M.T.; Chahla, J.; Sanchez, G.; Cinque, M.E.; Kennedy, N.I.; Whalen, J.; Price, M.D.; Moatshe, G.; LaPrade, R.F. Body
Mass Index Versus Body Fat Percentage in Prospective National Football League Athletes: Overestimation of Obesity Rate in
Athletes at the National Football League Scouting Combine. J. Strength Cond. Res. 2018, 32, 1013–1019. [CrossRef] [PubMed]

8. Weir, C.B.; Jan, A. BMI Classification Percentile and Cut Off Points. In StatPearls; StatPearls Publishing: Treasure Island, FL, USA,
2022.

9. Porto, L.G.; Nogueira, R.M.; Nogueira, E.C.; Molina, G.E.; Farioli, A.; Junqueira, L.F., Jr.; Kales, S.N. Agreement between BMI and
body fat obesity definitions in a physically active population. Arch. Endocrinol. Metab. 2016, 60, 515–525. [CrossRef]

10. Kruschitz, R.; Wallner-Liebmann, S.J.; Hamlin, M.J.; Moser, M.; Ludvik, B.; Schnedl, W.J.; Tafeit, E. Detecting body fat-A weighty
problem BMI versus subcutaneous fat patterns in athletes and non-athletes. PLoS ONE 2013, 8, e72002. [CrossRef]

11. Domaradzki, J.; Kozlenia, D. The performance of body mass component indices in detecting risk of musculoskeletal injuries in
physically active young men and women. PeerJ 2022, 10, e12745. [CrossRef]

12. Scheit, L.; End, B.; Schroder, J.; Hoffmann, M.A.; Reer, R. BMI Alterations and Prevalence of Overweight and Obesity Related to
Service Duration at the German Armed Forces. Healthcare 2023, 11, 225. [CrossRef]

13. Ghosh, J.R.; Bandyopadhyay, A.R. Receiver operating characteristic curve analysis of BMI in assessing obesity among adult
Bengalee males in India. Coll. Antropol. 2007, 31, 705–708. [PubMed]

14. Kesavachandran, C.N.; Bihari, V.; Mathur, N. The normal range of body mass index with high body fat percentage among male
residents of Lucknow city in north India. Indian J. Med. Res. 2012, 135, 72–77. [PubMed]

https://doi.org/10.1016/j.pmedr.2015.06.003
https://www.ncbi.nlm.nih.gov/pubmed/27547717
https://doi.org/10.1093/bja/aev541
https://www.ncbi.nlm.nih.gov/pubmed/26865129
https://doi.org/10.1038/sj.ijo.0802006
https://www.ncbi.nlm.nih.gov/pubmed/12037649
https://doi.org/10.3109/03014460.2011.637513
https://www.ncbi.nlm.nih.gov/pubmed/22148868
https://doi.org/10.3390/nu9091009
https://www.ncbi.nlm.nih.gov/pubmed/28902162
https://doi.org/10.1519/JSC.0000000000002449
https://www.ncbi.nlm.nih.gov/pubmed/29351164
https://doi.org/10.1590/2359-3997000000220
https://doi.org/10.1371/journal.pone.0072002
https://doi.org/10.7717/peerj.12745
https://doi.org/10.3390/healthcare11020225
https://www.ncbi.nlm.nih.gov/pubmed/18041377
https://www.ncbi.nlm.nih.gov/pubmed/22382186


Diseases 2023, 11, 137 15 of 16

15. Misra, A.; Pandey, R.M.; Sinha, S.; Guleria, R.; Sridhar, V.; Dudeja, V. Receiver operating characteristics curve analysis of body fat
& body mass index in dyslipidaemic Asian Indians. Indian J. Med. Res. 2003, 117, 170–179. [PubMed]

16. Silveira, E.A.; Pagotto, V.; Barbosa, L.S.; Oliveira, C.; Pena, G.D.G.; Velasquez-Melendez, G. Accuracy of BMI and waist
circumference cut-off points to predict obesity in older adults. Cienc. Saude Colet. 2020, 25, 1073–1082. [CrossRef] [PubMed]

17. Mungreiphy, N.K.; Kapoor, S.; Sinha, R. Association between BMI, Blood Pressure, and Age: Study among Tangkhul Naga Tribal
Males of Northeast India. J. Anthropol. 2011, 2011, 748147. [CrossRef]

18. Indian Council of Medical Research. Dietary Guidelines for Indians—A Manual, 2nd ed.; National Institute of Nutrition: Hyderabad,
India, 2011.

19. Moshfegh, A.J.; Rhodes, D.G.; Baer, D.J.; Murayi, T.; Clemens, J.C.; Rumpler, W.V.; Paul, D.R.; Sebastian, R.S.; Kuczynski, K.J.;
Ingwersen, L.A.; et al. The US Department of Agriculture Automated Multiple-Pass Method reduces bias in the collection of
energy intakes. Am. J. Clin. Nutr. 2008, 88, 324–332. [CrossRef] [PubMed]

20. Conway, J.M.; Ingwersen, L.A.; Vinyard, B.T.; Moshfegh, A.J. Effectiveness of the U.S. Department of Agriculture 5-step multiple-
pass method in assessing food intake in obese and nonobese women. Am. J. Clin. Nutr. 2003, 77, 1171–1178. [CrossRef]

21. Rakhra, G.; Masih, D.; Vats, A.; Verma, S.K.; Singh, V.K.; Rana, R.T.; Kirar, V.; Singh, S.N. Effect of physical activity and age
on plasma copper, zinc, iron, and magnesium concentration in physically active healthy males. Nutrition 2017, 43–44, 75–82.
[CrossRef]

22. Kadam, P.; Bhalerao, S. Sample size calculation. Int. J. Ayurveda Res. 2010, 1, 55–57.
23. Masih, D.; Rakhra, G.; Vats, A.; Verma, S.K.; Sharma, Y.K.; Singh, S.N. Assessing body composition by bioelectric impedance

analysis and dual- energy X- ray absorptiometry in physically active normal and overweight Indian males. Natl. J. Physiol. Pharm.
Pharmacol. 2018, 8, 755–761. [CrossRef]

24. WHO. Energy and Protein Requirements: Report of a Joint FAO/WHO/UNU Expert Consultation; WHO: Geneva, Switzerland, 1985;
Volume 724, 206p.

25. Singh, S.N.; Vats, P.; Shukla, V. A comparison of free living energy expenditure determinations of physically active Indians using
different methods and the validation against doubly labeled water. In Non-Nuclear Applications of Heavy Water and Deuterium;
Bhaskaran, M., Ed.; Macmillan Publisher Indian Ltd.: Delhi, India, 2010; pp. 194–204.

26. Hajian-Tilaki, K. Receiver Operating Characteristic (ROC) Curve Analysis for Medical Diagnostic Test Evaluation. Casp. J. Intern.
Med. 2013, 4, 627–635.

27. Masih, D.; Tripathi, J.K.; Rakhra, G.; Vats, A.; Verma, S.K.; Jha, P.K.; Sharma, M.; Ashraf, M.Z.; Singh, S.N. Deciphering Biochemical
and Molecular Signatures Associated with Obesity in Context of Metabolic Health. Genes 2021, 12, 290. [CrossRef]

28. Release of NFHS-5 (2019-21)—Compendium of Factsheets. India and Phase-II States & UTs. Available online: https://main.
mohfw.gov.in/basicpage-14 (accessed on 15 July 2022).

29. Little, M.; Humphries, S.; Patel, K.; Dewey, C. Factors associated with BMI, underweight, overweight, and obesity among adults
in a population of rural south India: A cross-sectional study. BMC Obes. 2016, 3, 12. [CrossRef]

30. Luhar, S.; Mallinson, P.A.C.; Clarke, L.; Kinra, S. Trends in the socioeconomic patterning of overweight/obesity in India: A
repeated cross-sectional study using nationally representative data. BMJ Open 2018, 8, e023935. [CrossRef]

31. Luhar, S.; Timæus, I.M.; Jones, R.; Cunningham, S.; Patel, S.A.; Kinra, S.; Clarke, L.; Houben, R. Forecasting the prevalence of
overweight and obesity in India to 2040. PLoS ONE 2020, 15, e0229438. [CrossRef]

32. Misra, A.; Khurana, L. Obesity and the metabolic syndrome in developing countries. J. Clin. Endocrinol. Metab. 2008, 93 (Suppl.
1), S9–S30. [CrossRef]

33. Mohan, I.; Gupta, R.; Misra, A.; Sharma, K.K.; Agrawal, A.; Vikram, N.K.; Sharma, V.; Shrivastava, U.; Pandey, R.M. Disparities in
Prevalence of Cardiometablic Risk Factors in Rural, Urban-Poor, and Urban-Middle Class Women in India. PLoS ONE 2016, 11,
e0149437. [CrossRef]

34. Misra, A.; Vikram, N.K. Clinical and pathophysiological consequences of abdominal adiposity and abdominal adipose tissue
depots. Nutrition 2003, 19, 457–466. [CrossRef]

35. Deurenberg-Yap, M.; Schmidt, G.; van Staveren, W.A.; Deurenberg, P. The paradox of low body mass index and high body fat
percentage among Chinese, Malays and Indians in Singapore. Int. J. Obes. Relat. Metab. Disord. 2000, 24, 1011–1017. [CrossRef]

36. Gallagher, D.; Heymsfield, S.B.; Heo, M.; Jebb, S.A.; Murgatroyd, P.R.; Sakamoto, Y. Healthy percentage body fat ranges: An
approach for developing guidelines based on body mass index. Am. J. Clin. Nutr. 2000, 72, 694–701. [CrossRef] [PubMed]

37. Kagawa, M.; Uenishi, K.; Kuroiwa, C.; Mori, M.; Binns, C.W. Is the BMI cut-off level for Japanese females for obesity set too high?
A consideration from a body composition perspective. Asia Pac. J. Clin. Nutr. 2006, 15, 502–507. [PubMed]

38. Piers, L.S.; Rowley, K.G.; Soares, M.J.; O’Dea, K. Relation of adiposity and body fat distribution to body mass index in Australians
of Aboriginal and European ancestry. Eur. J. Clin. Nutr. 2003, 57, 956–963. [CrossRef] [PubMed]

39. Luke, A.; Durazo-Arvizu, R.; Rotimi, C.; Prewitt, T.E.; Forrester, T.; Wilks, R.; Ogunbiyi, O.J.; Schoeller, D.A.; McGee, D.; Cooper,
R.S. Relation between body mass index and body fat in black population samples from Nigeria, Jamaica, and the United States.
Am. J. Epidemiol. 1997, 145, 620–628. [CrossRef] [PubMed]

40. WHO. Obesity: Preventing and Managing the Global Epidemic: Report of a WHO Consultation on Obesity; WHO: Geneva, Switzerland,
1998.

41. Kagawa, M.; Kerr, D.; Uchida, H.; Binns, C.W. Differences in the relationship between BMI and percentage body fat between
Japanese and Australian-Caucasian young men. Br. J. Nutr. 2006, 95, 1002–1007. [CrossRef] [PubMed]

https://www.ncbi.nlm.nih.gov/pubmed/14604306
https://doi.org/10.1590/1413-81232020253.13762018
https://www.ncbi.nlm.nih.gov/pubmed/32159675
https://doi.org/10.1155/2011/748147
https://doi.org/10.1093/ajcn/88.2.324
https://www.ncbi.nlm.nih.gov/pubmed/18689367
https://doi.org/10.1093/ajcn/77.5.1171
https://doi.org/10.1016/j.nut.2017.06.005
https://doi.org/10.5455/njppp.2018.8.0100631012018
https://doi.org/10.3390/genes12020290
https://main.mohfw.gov.in/basicpage-14
https://main.mohfw.gov.in/basicpage-14
https://doi.org/10.1186/s40608-016-0091-7
https://doi.org/10.1136/bmjopen-2018-023935
https://doi.org/10.1371/journal.pone.0229438
https://doi.org/10.1210/jc.2008-1595
https://doi.org/10.1371/journal.pone.0149437
https://doi.org/10.1016/S0899-9007(02)01003-1
https://doi.org/10.1038/sj.ijo.0801353
https://doi.org/10.1093/ajcn/72.3.694
https://www.ncbi.nlm.nih.gov/pubmed/10966886
https://www.ncbi.nlm.nih.gov/pubmed/17077066
https://doi.org/10.1038/sj.ejcn.1601630
https://www.ncbi.nlm.nih.gov/pubmed/12879090
https://doi.org/10.1093/oxfordjournals.aje.a009159
https://www.ncbi.nlm.nih.gov/pubmed/9098179
https://doi.org/10.1079/BJN20061745
https://www.ncbi.nlm.nih.gov/pubmed/16611393


Diseases 2023, 11, 137 16 of 16

42. Deurenberg, P.; Deurenberg-Yap, M.; Guricci, S. Asians are different from Caucasians and from each other in their body mass
index/body fat per cent relationship. Obes. Rev. 2002, 3, 141–146. [CrossRef] [PubMed]

43. Luke, A. Ethnicity and the BMI-body fat relationship. Br. J. Nutr. 2009, 102, 485–487. [CrossRef] [PubMed]
44. Dulloo, A.G.; Jacquet, J.; Solinas, G.; Montani, J.P.; Schutz, Y. Body composition phenotypes in pathways to obesity and the

metabolic syndrome. Int. J. Obes. 2010, 34 (Suppl. 2), S4–S17. [CrossRef]
45. Blundell, J.E.; Dulloo, A.G.; Salvador, J.; Fruhbeck, G. Beyond BMI—Phenotyping the obesities. Obes. Facts 2014, 7, 322–328.

[CrossRef]
46. Singh, S.P.; Sikri, G.; Garg, M.K. Body Mass Index and Obesity: Tailoring “cut-off” for an Asian Indian Male Population. Med. J.

Armed Forces India 2008, 64, 350–353. [CrossRef]
47. Peltz, G.; Aguirre, M.T.; Sanderson, M.; Fadden, M.K. The role of fat mass index in determining obesity. Am. J. Hum. Biol. 2010,

22, 639–647. [CrossRef]
48. Samadi, M.; Sadrzade-Yeganeh, H.; Azadbakht, L.; Jafarian, K.; Rahimi, A.; Sotoudeh, G. Sensitivity and specificity of body mass

index in determining obesity in children. J. Res. Med. Sci. 2013, 18, 537–542.

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.

https://doi.org/10.1046/j.1467-789X.2002.00065.x
https://www.ncbi.nlm.nih.gov/pubmed/12164465
https://doi.org/10.1017/S0007114508207233
https://www.ncbi.nlm.nih.gov/pubmed/19203417
https://doi.org/10.1038/ijo.2010.234
https://doi.org/10.1159/000368783
https://doi.org/10.1016/S0377-1237(08)80019-6
https://doi.org/10.1002/ajhb.21056

	Introduction 
	Materials and Methods 
	Participants 
	Categorization of the Participants 
	Assessment of Body Composition 
	Anthropometric and Body Composition Measurements 
	Bioelectric Impedance Analyzer (BIA) 
	Physical Activity Level (PAL) Value Assessment 

	Statistical Analysis 

	Results 
	Prevalence of Overweight and Obesity in the Study Population 
	Body Mass Index (BMI) 
	Fat Mass Index (FMI) 

	Evaluating the Study Population Based on BMI and FMI Cut-Off by ROC Curve 
	Defining Cut-Offs Based on Different Age Groups 
	Age Group with 10 Years of Difference 
	Age Group with 5 Years of Difference 


	Discussion 
	Conclusions 
	References

