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Abstract 

Objective: Hypertension poses a significant burden on the general population, being responsible for increasing 
cardiovascular morbidity and mortality. The association of hypertension with dyslipidemia, enlarged waistline 
(obesity), and insulin resistance, also known as metabolic syndrome, further increases the overall cardiovascular risk 
of an individual. This study assessed the metabolic syndrome among adult hypertensive individuals in Enugu, Nigeria. 

Methods: One hundred and twenty participants(18-50 years) consisting of sixty hypertensive subjects, as test group 
and sixty normotensive subjects, as control group were recruited for this cross sectional study. Anthropometric 
parameters, waist circumference (WC), height, weight, systolic blood pressure (SBP), diastolic blood pressure (DBP) 
were measured and body mass index (BMI) calculated. Five milliliters of fasting blood samples were collected and used 
for the determination of fasting plasma glucose (FPG) and lipid profile (TC, TG, HDL-C, LDL-C, VLDL-C) using enzymatic 
colorimetric methods. Laboratory investigations were done in a hospital setting. Metabolic Syndrome (MetS) 
prevalence was estimated using the National Cholesterol Education Program-Adult Treatment Panel III (NCEP-ATP III) 
criteria. Data was analysed using the Statistical Package for the Social Sciences (SPSS) version 26. 

 Results: The results showed a significant increase (P< 0.05) in the mean ± SD of SBP (162.30 ± 18.94, 124.27 ± 8.85), 
DBP (106.77 ± 25.77, 83.40 ± 11.47), FPG (5.70 ± 1.90, 4.47 ± 0.64), TC (5.19 ± 0.913, 3.70 ± 0.94), LDL-C (3.05 ± 1.09, 
1.68 ± 0.94) and a non-significant difference (P > 0.05) in WC (91.48 ± 8.69, 91.96 ± 10.84), TG (1.35 ± 0.37, 1.26 ± 0.49), 
HDL-C (1.62 ± 0.45, 1.59 ± 0.50), VLDL-C (0.517 ± 0.16, 0.47 ± 0.64) of the hypertensive and normotensive subjects 
respectively. The prevalence of MetS in hypertensive subjects was 33.3%, while that of the control group 
(normotensives) was 3.3%. 

Conclusion: The study concludes that hypertension predisposes an individual to higher risk of developing MetS. 
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1. Introduction

Hypertension (HTN), a persisting menace to healthy human living, is an important public health problem in both 
economically developed and developing nations [1]. Hypertension affects an estimated 1.28 billion adults aged 30-79 
worldwide, with two-thirds in low- and middle-income countries; 46% are unaware, 42% are diagnosed and treated, 
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and only 21% have it under control, making it a major cause of premature death, with a global target to reduce its 
prevalence by 33% between 2010 and 2030 [1]. Hypertension, or high blood pressure, often produces no symptoms, 
but it can increase the risk of heart disease, stroke, and other serious health conditions [2]. Due to the fact that it shows 
no symptoms initially while silently causing sub-clinical organ damage in the body, hypertension is regarded as a silent 
killer [3]. Hypertension is the leading direct cause of death in the world and elevated blood pressure (BP) when coexists 
with lipid disorders, is an additional factor that increases cardiovascular risk [4]. Hypertension, the leading cause of 
cardiovascular disease and premature death globally, has seen a steady or slightly decreased global mean blood 
pressure over the past four decades due to the widespread use of antihypertensive medications, yet its prevalence has 
increased, particularly in low- and middle-income countries [5-6]. Owing to several factors such as the ongoing 
nutritional transition, increasing trends in sedentary lifestyle and other modifiable risk factors, and inadequate health 
care systems, populations in low- and middle-income countries may bear a higher burden of the disease, compared with 
the global average [7]. 

Hypertension, or high blood pressure, is defined as a systolic blood pressure ≥140mm Hg and a diastolic blood pressure 
≥ 90 mm Hg, according to the 2017 guidelines from the American College of Cardiology and the American Heart 
Association [8-9]. In accordance with most major guidelines it is recommended that hypertension be diagnosed when 
systolic blood pressure (SBP) in the office or clinic is ≥140 mm Hg and/or diastolic blood pressure (DBP) is ≥90 mmHg 
[10]. 

Metabolic syndrome (MetS), a medical abnormally, also known as syndrome X describes the presence of a cluster of risk 
factors specific for cardiovascular disease, which also raises the risk of having diabetics, stroke, or all three [11]. 
Definitions for Metabolic syndrome have been opined by several health institutes, of particular interest are those opined 
by WHO, whose definition was the first to tie together the key components of insulin resistance, obesity, dyslipidemia 
and hypertension, with insulin resistance a requirement of the definition; in the absence of it, a patient would not be 
considered to have metabolic syndrome, even if all other requirements were satisfied [12]. Also, the definition by the 
International Diabetes Federation (IDF), describes metabolic syndrome as a collection of risky heart attack variables, 
including elevated fasting plasma glucose, high blood pressure, high triglycerides, reduce high density lipoprotein 
cholesterol, diabetes, and abdominal obesity [13]. The National Cholesterol Education Program Adult Treatment Panel 
111 (NCEP ATP 111) released its definition in 2001 [14], which was updated by the American Heart Association and the 
National Heart Lung and Blood Institute in 2005 [15]. However, in 2009, a harmonized definition for metabolic 
syndrome was adopted in an effort to reconcile the disparities in definitions of metabolic syndrome. The "harmonized 
metabolic syndrome" proposal had the five main components [16]. It was decided that three aberrant findings out of 
the five components would qualify a person for the metabolic syndrome, and none will be considered obligatory. 

In the context of this investigation, we assessed MetS based on the definition proposed by NCEP ATP111, which deems 
MetS present when an individual meets three or more of five criteria [14]. These criteria consist of elevated fasting 
plasma glucose (FPG) (≥ 6.1mmol/l), elevated triglycerides (TG) (≥1.7mmol/l), increased WC (≥88cm for women, 
≥102cm for men), high blood pressure (≥130/85mmHg) and low HDL cholesterol (<1.29mmol/l for women and 
1.03mmol/l for men).  

The NCEP-ATP III criteria were used to determine the prevalence of metabolic syndrome in sub-Saharan Africa, 
revealing a rate of 17.1% [17]. Another study conducted amongst Nigerian adults by Osunkwo et al., in 2022 projected 
a prevalence of metabolic syndrome at 19.4%, with women exhibiting higher rates than men [18]. Studies have shown 
that hypertension is highly prevalent in patients with metabolic syndrome [11, 19]. In Nigeria, a study carried out by 
onyegbutulem et al at Abuja projected metabolic syndrome to be prevalent among hypertensive patients in Abuja, 
Nigeria [20]. Indeed, despite the existence of quite a substantial volume of information on MetS prevalence globally, 
there is still a paucity of data on its correlation with hypertensive subjects particularly in Enugu metropolis, a knowledge 
vacuum which this investigation intends to fill, so as to create a knowledge bridge to this challenging medical concern.  

2. Material and methods 

2.1. Study Design/Selection 

This cross sectional study involved a total number of one hundred and twenty (120) adult human volunteers aged (18-
50 years) from Enugu metropolis. The test group comprised of sixty (60) subjects in the hypertensive unit (Medical Out 
Patients, MOP), at University Teaching Hospital, Ituku-Ozalla, Enugu, who have been diagnosed with the history of 
hypertension. The control group comprised of sixty (60) apparently healthy individuals with no history of hypertension, 
who freely wanted to participate in the study. The individuals that met the inclusion criteria were selected by simple 
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random sampling. Informed consent was obtained from each participant. Questionnaires were distributed and duly 
filled by the participants before commencement of the study.  

2.2. Inclusion and Exclusion Criteria  

2.2.1. Inclusion criteria for test group  

Apparently healthy hypertensive male and female subjects (ages 18-50 years). 

2.2.2. Inclusion criteria for control group 

Apparently healthy male and female subjects (ages 18-50 years), with no history of hypertension and not on any medical 
at the time of this study. 

2.2.3. Exclusion Criteria for both test and control groups 

 Subjects on drug/medications, pregnant women, smokers, alcoholics and HIV positive subjects.  

2.3. Ethical Considerations and Informed Consents 

Ethical approval was duly obtained from the ethical committee of the University Of Nigeria College Of Medicine, Enugu 
Campus (NHREC/05/01/2008B-FWA00002458-1RB00002323). Written consent of willingness to participate in the 
study as subject was obtained from all the participants.  

2.4. Anthropometric Measurements 

2.4.1. Measurements of Body Mass Index (BMI) 

The weight, height and BMI of the respondents were recorded. A digital weighing scale ((Hana FAO1419)) was used to 
measure the body weight (kg). A stadiometer was used to measure height (m); and the BMI was calculated by dividing 
the weight (kg) by the square of height (m²). The waist circumference was measured in cm using a measuring tape.  

2.4.2. Measurements of Blood Pressure (BP) 

A standardized automatic BP monitor (OMRON HEM705CP, Matsusaka city, Mie-Ken, Japan ) was used to take the blood 
pressure measurements in two readings after the participants have been sat undisturbed for a minimum of five minutes 
and the average record was used. 

2.5. Blood Collection/Handling 

A qualified phlebotomist performed the collection of blood samples from the participants, using a sterile needle with a 
capacity of 5mls and a disposable syringe. 5mls of fasting venous blood was drawn, and 3mls was promptly transferred 
to a clean, appropriately labelled plain tube. Subsequently, the blood was allowed to clot and retract before undergoing 
centrifugation at a speed of 5000 rpm for duration of 5 minutes. The resulting serum was carefully separated into 
another properly labelled plain tube for analysis of lipid profile, and stored at a temperature of -20°C until the time of 
analysis, which was conducted within 48 hours of the sample collection. The remaining 2ml of fasting blood was 
collected in fluoride oxalate bottle for fasting plasma glucose analysis, it was gently inverted several times to ensure 
proper mixing of the sample with the anticoagulant present in the tube. The blood collected into Potassium 
oxalate/Sodium fluoride tubes was centrifuged at 1500rpm for 10 minutes to obtain plasma which was transferred into 
an aliquot vial for fasting plasma glucose estimation. 

2.6. Laboratory Analyses  

The lipid profile was analyzed using the Enzymatic Colorimetric Method: TG [21], TC [22], HDL-C [23], and LDL-C [24]. 
VLDL-C was estimated using friedewald formula [25]. Fasting plasma glucose estimation was done using Glucose 
Oxidase method [26].  

2.7. Assessment of Metabolic syndrome (MetS) 

National Cholesterol Education Program-Adult Treatment Panel 111 (NCEP-ATP 111) criterion [14] was used to assess 
the MetS; where the presence of three or more of the following components WC ≥102cm (men) or ≥ 88cm (women), 
SBP ≥ 130mmHg, DBP ≥ 85mmHg, FPG ≥ 110mg/dl (6.1 mmol/l), fasting TG ≥ 1.7mmol/l, and HDL-C < 1.03 mmol/l 
(men) < 1.29 mmol/l (women) in a person diagnosis MetS. 
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2.8. Data Analysis 

The data was analyzed using IBM Inc.'s Statistical Package for Social Science (SPSS) version 26. Pearson’s correlation 
was used to determine the relationship between the parameters. To determine the differences between the means of 
the two groups, the Student's T-test was utilized. Pearson’s chi-square was used to compare the prevalence rate in the 
two groups. All tests were conducted with a two-tailed approach, and a p-value of less than 0.05 was deemed statistically 
significant.  

3. Results  

Table 1: shows the anthropometric parameters and fasting plasma glucose levels of hypertensive and normotensive 
subjects. This result shows a significant increase (P < 0.05) in the mean ± SD of SBP (162.30 ± 18.94, 124.27 ± 8.85), 
DBP (106.77 ± 25.77, 83.40 ± 11.47), FPG (5.70 ± 1.90, 4.47 ± 0.64) and a non-significant difference (P > 0.05) in WC 
(91.48 ± 8.69, 91.96 ± 10.84) of the hypertensive and normotensive subjects respectively. 

Table 1 Anthropometric measurement and fasting plasma glucose of Hypertensive and Normotensive Subjects 

Groups SBP (mmHg) DBP (mmHg) Waist circumference (cm) FPG (mmol/L) 

Hypertensive subjects. N = 60 162.30 ± 18.94 106.77 ± 25.77 91.48 ± 8.69 5.70 ± 1.90 

Normotensive subjects. N = 60 124.27 ± 8.85 83.40 ± 11.47 91.96 ± 10.84 4.47 ± 0.64 

T - Statistics  9.965 4.536 -0.194 3.360 

P – Values 0.000* 0.000* 0.847 0.001* 

Values are given as mean ± SD * = Significant value (P<0.05) 

Table 2: shows the lipid profile levels of hypertensive and normotensive subjects. This table shows a significant (P<0.05) 
increase in the mean ±SD of TC (5.19±0.913, 3.70±0.94) and LDL (3.05±1.09, 1.58±0.94) while a non- significant 
increase (P>0.05) exist in TG (1.35±0.37, 1.26±0.49), HDL (1.62 ±0.45, 1.59±0.50) and VLDL (0.51±0.16, 0.47±0.64) of 
the hypertensive and normotensive subjects respectively. 

Table 2 Lipid profile (HDL, TC, LDL, VLDL and TG) level of Hypertensive and Normotensive subjects 

Groups Triglyceride 
(TG) mmol/l 

High Density 
Lipoprotein 
(HDL) mmol/l 

Total 
cholesterol 
(TC) (mmol/l) 

Low density 
Lipoprotein 
(LDL) (mmol/l) 

Very low density 
lipoprotein 
(VLDL) (mmol/l) 

Hypertensive 
subjects. N = 60 

1.35 ± 0.37 1.62 ± 0.45 5.19 ± 0.913 3.05 ± 1.09 0.517 ± 0.16 

Normotensive 
subjects. N = 60 

1.26 ± 0.49 1.59 ± 0.50 3.70 ± 0.94 1.68 ± 0.94 0.47 ± 0.64 

t- statistics  0.767 0.189 6.215 5.227 0.961 

P- value 0.446 0.851 0.000* 0.000* 0.340 

Values are given as mean ± SD * = Significant value (P<0.05) 

Table 3: shows classification of metabolic syndrome in hypertensive subjects according to NCEP-ATP 111 criterion [14], 
where three or more of any of the following components (fasting plasma glucose ≥ 110mg/dl (6.1mmol/l), fasting 
triglyceride ≥ 1.7mmol/l, systolic blood pressure ≥ 130mmHg, diastolic blood pressure ≥ 85mmHg, waist circumference 
≥ 88cm (women), 102cm (men) and high density lipoprotein cholesterol < 1.29mmol/l (women),1.03mmol/l (men) 
suggest presence of metabolic syndrome. The result shows that 18 subjects had FPG ≥ 6.1mmol/l, 14 had TG ≥ 
1.7mmol/l, 60 had SBP ≥ 130mmHg, 60 had DBP ≥ 85 mmHg; while 28 women had WC ≥ 88cm, 2 men had WC ≥ 102cm. 
6 women had HDL-C < 1.29mmol/l and 2 men had HDL-C < 1.03. Out of the 60 hypertensive subjects, 20 (33.3%) had 
presence of three or more components therefore were defined as having metabolic syndrome (MetS). 
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Table 3 NCEP-ATP III classification of metabolic syndrome in hypertensive subjects 

Components Criteria Number of 
people affected 

Number of people 
not affected 

Subjects 
with MetS 

Subjects 
without MetS 

FPG (mmol/l) ≥ 6.1 18 42 20 (33.3%) 40 (66.7%) 

Fasting TG (mmol/l) ≥ 1.7 14 46 

SBP (mmHg) ≥ 130 60 0 

DBP (mmHg) ≥ 85 60 0 

WC (cm) Female ≥ 88 28 32 

Male ≥ 102 2 58 

HDL-C (mmol/l) Female<1.29 6 54 

Male < 1.03 2 58 

 

Table 4: shows classification of metabolic syndrome in normotensive subjects according to NCEP-ATP 111 criterion, 
where three or more of any of the following components (fasting plasma glucose ≥ 110mg/dl (6.1mmol/l), fasting 
triglyceride ≥ 1.7mmol/l, systolic blood pressure ≥ 130mmHg, diastolic blood pressure ≥ 85mmHg, waist circumference 
≥ 88cm (women), 102cm (men) and high density lipoprotein cholesterol < 1.29mmol/l (women),1.03mmol/l (men) 
suggest presence of metabolic syndrome. . The result shows that out of the 60 normotensive subjects only 2 had FPG ≥ 
6.1mmol/l, 14 had TG ≥ 1.7mmol/l, none had SBP ≥ 130mmHg, none had DBP ≥ 85 mmHg; While 22 women had WC ≥ 
88cm, 6 men had WC ≥ 102cm, 8 women had HDL-C < 1.29mmol/l and 6 men had HDL-C < 1.03. Out of these 60 
normotensive subjects, only 2 (3.3%) had the presence of three or more components therefore were labeled as 
metabolic syndrome subjects. 

Table 4 NCEP-ATP III classification of metabolic syndrome in normotensive Subjects 

Components Criteria Number  

of people affected 

Number  

of people not affected 

Subjects 
with MetS 

Subjects 
without MetS 

FPG (mmol/l) ≥ 6.1 2 58 2 (3.3%) 58 (96.7%) 

Fasting TG (mmol/l) ≥ 1.7 14 46 

SBP (mmHg) ≥ 130 0 60 

DBP (mmHg) ≥ 85 0 60 

WC (cm) Female ≥ 88 22 38 

Male ≥ 102 6 54 

HDL-C  

(mmol/l) 

Female<1.29 8 52 

Male < 1.03 6 54 

 

Table 5 The Prevalence rate of MetS in hypertensive and Normotensive subjects (Chi-square) 

Groups 
Subjects 
with MetS 

Subjects 
without MetS 

Rate of 
Prevalence 

Chi 
Square X 

P-value 

Hypertensive subjects (n = 60) 20 40 33.3% 12.1 0.001* 

Normotensive subjects (n= 60) 2 58 3.3%   

*Pearson’s Chi-Square; significant at <0.05 
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Table 5: shows the Chi-square analysis of the prevalence rate of MetS in hypertensive and normotensive individuals. 
Hypertensive subjects have a prevalence rate of 33.3% while the normotensive subjects have 3.3%. The Chi-square 
value (X) = 12.1 shows that the prevalence rate was significant (p-value = 0.001). 

4. Discussion 

Metabolic syndrome (MetS) is a health burden that has become a challenging problem worldwide. MetS is a constellation 
of risk factors which could lead to disease state if not monitored [11]. This study assessed the prevalence of metabolic 
syndrome among hypertensive subjects in Enugu southeastern Nigeria, using the NCEP-ATP 111 criterion of MetS. 

The result from table 1 of this study shows that, in comparison to normotensive individuals, the hypertensive subjects 
had significantly (P<0.05) higher SBP and DBP values. These increases in both SBP and DBP among the hypertensive 
subjects could be as a result of increased peripheral resistance, vascular stiffness, volume overload, endothelial 
dysfunction, and neurohormonal variables in hypertensive individuals which could lead to cardiovascular diseases and 
stroke, a fatal clinical outcome of metabolic syndrome [27]. The study also demonstrated a significant increase (P<0.05) 
in fasting plasma glucose (FPG) of hypertensives compared to the normotensive subjects. The increase in FPG observed 
in hypertensive subjects of this study is consistent with another study carried out on adult Sri Lankans hypertensives 
[28]. Elevated fasting plasma glucose, an important determinant of diabetes mellitus damages arteries and makes them 
targets for hardening, a prerequisite for atherosclerosis which may result in hypertension [29]. Simultaneously, 
diabetes could as well inflict damages on the body by scarring the kidneys, which can lead to both salt and water 
retention, which in turn raises blood pressure, a prelude to metabolic syndrome which, if left unchecked, may cause 
problems such as heart attacks and blood vessel damage [30]. Thus, most people with diabetes will eventually develop 
high blood pressure along with other heart and circulation problems [29]. There was no significant (P>0.05) difference 
in waist circumference (WC) of both groups in this study. 

The result presented in our table 2 shows a significantly (P<0.05) higher TC and LDL-C values in hypertensive subjects 
when compared to the normotensive subjects. This could be as a result of coincidence of hypertension with altered lipid 
metabolism, promoting higher total cholesterol (TC) and low Density Lipoprotein (LDL) levels; it may also linked to 
insulin resistance, which could elevate TC and LDL levels by disrupting lipid metabolism [11]. In the same vein the low-
grade inflammation associated with hypertension can affect lipid metabolism, contributing to increased TC and LDL 
levels. This finding is in line with previous study [31], which reported that the level of TC and non-HDL Cholesterol were 
higher in the hypertensive population (p <0.001). There was also a non-significant difference (P>0.05) in the lipid profile 
parameters (HDL and TG) of both normotensive and hypertensive subjects of this study. This outcome is consistent with 
the previous study [32], which observed a non-significant difference in TG and HDL-C in Chinese hypertensive women. 
However, both lipid profile parameters (TG and HDL-C) play major role in the diagnosis of metabolic syndrome, and its 
notable clinical alteration in an individual’s body could contribute to a positive diagnosis of metabolic syndrome. 

Table 3 of our study paints a vivid picture on the prevalence of metabolic syndrome amongst the hypertensive subjects 
we researched on, with about 33.3% of our subjects categorized as having metabolic syndrome. A notable 20 out of the 
60 hypertensive subjects met the NCEP-ATP III criterion for MetS, which was indeed, quite a significant number when 
compared to non-hypertensives. This finding agrees with a previous study [33], which reported a 35% prevalence of 
MetS in hypertensives using the NCEP-ATP III and two other criterions. From our result, we observed that about half 
(30 out of 60) hypertensive subjects had a large waist circumference, with 100% of the subjects with MetS possessing 
a large waistline. Interestingly, people who have metabolic syndrome typically have ‘apple-shaped’ bodies, meaning 
they have larger waists and carry a lot of weight around their abdomens [27]. Remarkably, 18 out of the 60 hypertensive 
subjects had elevated fasting plasma glucose, with a notable 70% of the subjects with MetS having either type 2 diabetes, 
or insulin resistance, an interesting co-relationship. A 50% occurrence of elevated fasting triglyceride points to a 
diminished, but still significant impact in the diagnosis of metabolic syndrome. Elevated triglycerides contribute to 
hardening of the arteries or thickening of the artery walls (arteriosclerosis) which increases the risk of stroke, heart 
attack and heart disease. Extremely high triglycerides can also cause acute inflammation of the pancreas [34]. HDL 
component was the lowest with a 20% incidence amongst the subjects with MetS, making it the rarest occurrence 
amongst all the metabolic syndrome parameters of this study. High-density lipoproteins (HDL) are a complex metabolic 
system that, among other functions, removes cholesterol from macrophages within artery walls, transporting them to 
the liver for excretion. This pathway is referred to as ‘reverse cholesterol transport’ and is considered to interfere with 
the development of atherosclerotic lesions [35]. A diminished HDL-C in the plasma predisposes an individual to MetS 
thus, enhancing the chances of having cardiovascular diseases and stroke [36]. Quite remarkably, the prevalence of 
metabolic syndrome was notably lower in the control group, as only 3.3% of normotensive subjects met the MetS 
criteria according to table 4. This result aligns with existing research which consistently suggests a controlled 
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monitoring and maintenance of blood pressure to healthy levels in susceptible individuals, in order to negate the 
development of metabolic syndrome [9]. 

As shown in the Chi-square table 5; the prevalence of MetS was higher in hypertensive compared to normotensive 
individuals (X = 12.1, P-value= 0.001). This difference not only highlights the vulnerability of hypertensive individuals 
to MetS but also underscores the importance of early identification and intervention strategies for this as-risk 
population.  

5. Conclusion 

This study observed that there was an increase in blood pressure (systolic and diastolic), fasting plasma glucose, Total 
cholesterol, low density lipoprotein levels in hypertensive individuals when compared to normotensive individuals. The 
study highlighted that the prevalence of metabolic syndrome amongst hypertensives in comparison to normotensives 
was notably high, as 33.3% of the hypertensive subjects were diagnosed with MetS, while only 3.3% from the 
normotensive group had MetS. It was also observed that enlarged waistlines on the subjects with MetS were the most 
commonly encountered abnormality; this was followed by increased insulin resistance. Additionally, majority of 
hypertensive individuals were at a high risk of developing MetS as they had at least one more common additional risk 
factor (most likely either; enlarged waist circumference or insulin resistance). Thus, this research underscores the 
importance of addressing hypertension as a significant risk factor for metabolic syndrome and its accompanying medical 
implications.  

Compliance with ethical standards 

Acknowledgments 

The authors wish to appreciate all the participants and everyone who contributed in any way to the success of this 
research work. 

Disclosure of conflict of interest 

The authors declare no conflict of interest, financial or otherwise.  

Statement of ethical approval 

Ethical approval was duly obtained from the ethical committee of the University Of Nigeria College Of Medicine, Enugu 
Campus (NHREC/05/01/2008B-FWA00002458-1RB00002323). 

Statement of informed consent 

Informed consent was obtained from all participants in this study before commencement. 

References 

[1] World Health Organization. Hypertension 2023. Retrieved from https://www.who.int/news-room/fact-
sheets/detail/hypertension 

[2] Ezeala-Adikaibe, B. A., Mbadiwe, C. N., Okafor, U. H., et al. Prevalence of hypertension in a rural community in 
southeastern Nigeria: An opportunity for early intervention. Journal of Human Hypertension. 2023; 37, 694–700. 
https://doi.org/10.1038/s41371-023-00833-x 

[3] Fatima, S., & Mahmood, S. Combatting a silent killer – The importance of self-screening of blood pressure from an 
early age. EXCLI Journal. 2021; 20, 1326-1327. https://doi.org/10.17179/excli2021-4140 

[4] Dong, J., Yang, S., Zhuang, Q., Sun, J., Wei, P., Zhao, X., Chen, Y., Chen, X., Li, M., Wei, L., & Fan, Y. Hypertension. 
Frontiers in Cardiovascular Medicine., 2021, 8, 745539. https://doi.org/10.3389/fcvm.2021.745539 

[5] Fucile, I., Manzi, M. V., & Mancusi, C. Blood pressure and lipid profile in hypertensive patients post the first COVID-
19 lockdown: 'Brief letter for publication'. High Blood Pressure & Cardiovascular Prevention., 2021, 28(5), 493-
494. https://doi.org/10.1007/s40292-021-00470-w 

[6] Akpa, O. M., Made, F., Ojo, A., Ovbiagele, B., Adu, D., Motala, A. et al., as members of the CVD Working Group of the 
H3Africa Consortium. Regional Patterns and Association Between Obesity and Hypertension in Africa: Evidence 

https://www.who.int/news-room/fact-sheets/detail/hypertension
https://www.who.int/news-room/fact-sheets/detail/hypertension
https://doi.org/10.1038/s41371-023-00833-x
https://doi.org/10.17179/excli2021-4140
https://doi.org/10.3389/fcvm.2021.745539
https://doi.org/10.1007/s40292-021-00470-w


GSC Advanced Research and Reviews, 2024, 20(01), 418–426 

425 

From the H3Africa CHAIR Study. Hypertension (Dallas, Tex: 1979), 2020, 75(5),1167–1178. 
https://doi.org/10.1161/HYPERTENSIONAHA.119.14147 

[7] Sarki, A. M., Nduka, C. U., Stranges, S., Kandala, N. B., & Uthman, O. A. Prevalence of hypertension in low- and 
middle-income countries: A systematic review and meta-analysis. Medicine (Baltimore), 2015, 94(50), e1959. 
https://doi.org/10.1097/MD.0000000000001959 

[8] Hecht, M. Types and stages of hypertension. Healthline. 2019. Retrieved from 
https://www.healthline.com/health/types-and-stages-of-hypertension 

[9] American Heart Association, 2024. https://www.heart.org/en/health-topics/high-blood-pressure/know-your-
risk-factors-for-high-blood-pressure. 

[10] Unger, T., Borghi, C., Charchar, F., Khan, N. A., Poulter, N. R., Prabhakaran, D., Ramirez, A., Schlaich, M., Stergiou, G. 
S., Tomaszewski, M., Wainford, R. D., Williams, B., & Schutte, A. E. 2020 International Society of Hypertension 
Global Hypertension Practice Guidelines. Hypertension, 2020, 75(6), 1334-1357. 
https://doi.org/10.1161/HYPERTENSIONAHA.120.15026 

[11] Ikegwuonu, C. I., Uchendu, I. K., Okonkwo, I. N, Mba, C. B.., Maduka, I. C., Onyenekwe, C. C. Comparative Studies on 
Hormonal Changes and Metabolic Syndrome in Perimenopausal and Premenopausal Igbo Women in Enugu 
Metropolis Nigeria: A Cross-sectional Study. Curr Womens Health Rev. 2019; 15(4), 284-294. 
http://dx.doi.org/10.2174/1381612825666190618125726  

[12] Albert KG, Zimmet PZ. Definition, diagnosis and classification of diabetes mellitus, and its complications. Part 1: 
Diagnosis and classification of diabetes mellitus provisional report of a WHO consultation. Diabet Med 1998; 15: 
539-53  

[13] Zimmet P, Magliano D, Matsuzawa Y, et al. The metabolic syndrome: A global public health problem and a new 
definition. J Atheroscler Thromb 2005; 12: 295-300  

[14] Expect panel on Detection, Evaluation and Treatment of High Blood Cholesterol in adults. Executive Summary of 
the third report of the National Cholesterol Education Program (NCEP) expert panel o detection, evaluation, and 
treatment of high blood cholesterol in adults (adults treatment panel 111). JAMA. 2001, 285(19), 2486-2497. 
http://dx.doi.org/10.1001/jama.285.19.2486 PMID: 11368702 

[15] Grundy SM, Cleeman JI, Daniels SR, et al. Diagnosis and management of the metabolic syndrome: an American 
Heart Association/National Heart, Lung, and Blood Institute Scientific Statement. Circulation. 2005 Oct 25; 
112(17):2735-52 http://dx.doi.org/10.1161/CIR.105.169404  

[16] Alberti KG, Eckel RH, Grundy SM, et al. Harmonizing the metabolic syndrome: a joint interim statement of the 
International Diabetes Federation Task Force on Epidemiology and Prevention; National Heart, Lung, and Blood 
Institute; American Heart Association; World Heart Federation; International Atherosclerosis Society; and 
International Association for the Study of Obesity. Circulation. 2009 Oct 20; 120(16):1640-5. 
http://dx.doi.org/10.1161/CIRAHA.109.192644  

[17] Jaspers Faijer-Westerink H, Kengne AP, Meeks KAC, Agyemang C. Prevalence of metabolic syndrome in sub-
Saharan Africa: A systematic review and meta-analysis. Nutr Metab Cardiovasc Dis. 2020 Apr 12; 30(4):547-565. 
http://dx.doi.org/10.1016/j.numecd.2019.12.012  

[18] Osunkwo D, Mohammed A, Kamateeka M, et al. Prevalence and predictors of metabolic syndrome among adults 
in North-Central, Nigeria. West Afr J Med. 2022 Apr 29; 39(4):375-380. 

[19] Katsimardou, A., Imprialos, K., Stavropoulos, K., Sachinidis, A., Doumas, M., & Athyros, V. Hypertension in 
Metabolic Syndrome: Novel Insights. Current Hypertension Reviews, 2020, 16(1), 12–18. 
https://doi.org/10.2174/1573402115666190415161813  

[20] Onyegbutulem, H. C., Henry-Onyegbutulem, P. I., Dogo, D., Schwarz, P. E. H., & Bornstein, S. R. Metabolic Syndrome 
and its Correlates among Hypertensive Patients in Abuja, North Central Nigeria. West African journal of medicine. 
2023, 40(11), 1164–1172. 

[21] Di Tocco, A.; Robledo, S. N.; Osuna, Y.; Sandoval-Cortez, J.; Granero, A. M.; Vettorazzi, N. R.; Martinez, J. L.; Segura, 
E. P.; Ilina, A.; Zon, M. A.; Arevalo, F.J.; Fernandez, H. Development of an electrochemical biosensor for the 
determination of triglycerides in serum samples based on a lipase/magnetite-chitosan/copper oxide 
nanoparticles/multiwall carbon nanotubes/pectin composite. Talanta, 2018, 190, 30-37. 
http://dx.doi.org/10.1016/jalanta. 2018.07.028 PMID: 30172514  

https://doi.org/10.1161/HYPERTENSIONAHA.119.14147
https://doi.org/10.1097/MD.0000000000001959
https://www.healthline.com/health/types-and-stages-of-hypertension
https://www.heart.org/en/health-topics/high-blood-pressure/know-your-risk-factors-for-high-blood-pressure
https://www.heart.org/en/health-topics/high-blood-pressure/know-your-risk-factors-for-high-blood-pressure
https://doi.org/10.1161/HYPERTENSIONAHA.120.15026
http://dx.doi.org/10.2174/1381612825666190618125726
http://dx.doi.org/10.1001/jama.285.19.2486
http://dx.doi.org/10.1161/CIR.105.169404
http://dx.doi.org/10.1161/CIRAHA.109.192644
http://dx.doi.org/10.1016/j.numecd.2019.12.012
https://doi.org/10.2174/1573402115666190415161813
http://dx.doi.org/10.1016/jalanta


GSC Advanced Research and Reviews, 2024, 20(01), 418–426 

426 

[22] Li, L. H.; Dutkiewiez, E. P.; Huang, Y.C.; Zhou, H.B.; Hsu, C.C. Analytical methods for cholesterol quantification. Yao 
Wu Shi Pin Fen Xi, 2019, 27(2) 375-386. . http://dx.doi.org/10.1016/j.jfda. 2018.09.001 PMID: 30987710 

[23] Morais, C.L; Lima, K.M.; Martin, F.L.; Colourimetric determination of high-density lipoprotein (HDL) cholesterol 
using Red Green-Blue digital colour imaging. Anal. Lett., 2018, 5(18), 2860-2867. 
http://dx.doi.org/10.1080/00032719. 2018.1453833 

[24] Badrakiya, K.M.; Shah, A.D.; Makadia, M.G.; Patel, V.I. Comparison of LDL-cholesterol estimated by direct method 
and by calculation. Int. J. Biol. Adv. Res., 2016, 7(8), 353-358. http://dx.doi.org/10.7439/ijbar.v7i8.3496  

[25] Friedewald, W.T.; Levy, R.I.; Fredrickson, D.S. Estimation of the concentration of low-density lipoprotein 
cholesterol in plasma, without use of the preparative ultracentrifuge. Clin. Chem., 1972, 18(6), 499-502. 
http://dx.doi.org/10.1093/clinchem/18.6.499 PMID: 4337382  

[26] Ge, J.; Xing, K.; Geng, X.; Hu, Y.L.; Shen, X.P.; Zhang, L.; Li, Z.H. Human serum albumin templated MnO2 nanosheets 
are oxidase mimics for colorimetric determination of hydrogen peroxide and for enzymatic determination of 
glucose. Mikrochim.Acta, 2018, 185(12), 559. http://dx.doi.org/10.1007/s00604-018-3099-5 PMID:30470905 

[27] Metabolic syndrome - Symptoms & causes - Mayo Clinic. 2021, May 6. Mayo 
Clinic. https://www.mayoclinic.org/diseases-conditions/metabolic-syndrome/symptoms-causes/syc-
20351916  

[28] De Silva ST, Niriella MA, Ediriweera DS, et al. Incidence and risk factors for metabolic syndrome among urban, 
adult Sri Lankans: a prospective, 7-year community cohort, follow-up study. Diabetol Metab Syndr. 2019;11: 1-7. 

[29] Senarathne R, Hettiaratchi U, Dissanayake N, Hafiz R, Zaleem S, Athiththan L. Metabolic syndrome in hypertensive 
and non-hypertensive subjects. Health Sci Rep. 2021;4:e454. doi: 10.1002/hsr2.454 [PMC free article]  

[30] Ikegwuonu, I.C.; Odo, P G.; Abel, F.C.; Okereke, O.C.; Okpagu, B.C.; Ebede, S.O. Assessment of Predisposition of 
diabetes mellitus among Obese individuals in Enugu southeastern, Nigeria. Magna Scientia Advanced Research 
and Reviews, 2023, 09(02) 078-085. https://doi.org/10.30574/msarr.2023.9.2.0161  

[31] Chrusciel P, Stemplewska P, Stemplewski A, Wattad M, Bielecka-Dabrowa A, Maciejewski M, et al. Associations 
between the Lipid Profile and the Development of Hypertension in Young Individuals- the Preliminary study. 
Arch Med Si AMS 2022; 18: 25-35. doi:10.5114/aoms.2019.86197  

[32] Guizhi Deng, Yunjie li, Wenke Cheng. Association of lipid levels with the prevalence of hypertension in Chinese 
women: A cross-sectional study based on 32 Health Check Centers. Frontiers. Endocrinology. 2022; 13: 904237. 
https://doi.org/10.3389/frendo 2022.904237 

[33] Akintunde, A. A., Ayodele, O. E., Akinwusi, P. O., & Opadijo, G. O. Metabolic syndrome: comparison of occurrence 
using three definitions in hypertensive patients. Clinical medicine & research. 2011; 9(1), 26–31. 
https://doi.org/10.3121/cmr.2010.902.  

[34] Bovolini A, Garcia J, Andrade MA, Duarte JA. Metabolic syndrome pathophysiology and predisposing factors. Int J 
Sports Med. 2021 Mar; 42(3):199-214 http://dx.doi.org/10.1055/a-1263-0898  

[35] Girona, J., Amigó, N., Ibarretxe, D., Plana, N., Rodríguez-Borjabad, C., Heras, M., Ferré, R., Gil, M., Correig, X., & 
Masana, L. HDL Triglycerides: A New Marker of Metabolic and Cardiovascular Risk. International Journal of 
Molecular Sciences. 2019; 20(13): 3151. https://doi.org/10.3390/ijms20133151. 

[36] Petrie J. R, Guzik T. J, Touyz R. M. Diabetes, Hypertension and Cardiovascular Disease: Clinical Insights and 
Vascular Mechanisms. Can J Cardiol. 2018 May; 34(5):575-584. Doi:10.1016/j.cjca.2017.12.005. Epub 2017 Dec 
11. PMID:29459239;PMCID:PMC5953551  

http://dx.doi.org/10.1016/j.jfda
http://dx.doi.org/10.1080/00032719.
http://dx.doi.org/10.7439/ijbar.v7i8.3496
http://dx.doi.org/10.1093/clinchem/18.6.499
http://dx.doi.org/10.1007/s00604-018-3099-5%20PMID:30470905
https://www.mayoclinic.org/diseases-conditions/metabolic-syndrome/symptoms-causes/syc-20351916
https://www.mayoclinic.org/diseases-conditions/metabolic-syndrome/symptoms-causes/syc-20351916
https://doi.org/10.30574/msarr.2023.9.2.0161
https://doi.org/10.3389/frendo%202022.904237
https://doi.org/10.3121/cmr.2010.902
http://dx.doi.org/10.1055/a-1263-0898
https://doi.org/10.3390/ijms20133151

