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ABSTRACT

Background: Metabolic syndrome (MetS) is a complex syndrome with clustering of interre-
lated risk factors for cardiovascular disease and diabetes. Its rising worldwide prevalence
has been largely related to the increasing obesity. In The Gambia, the last and only time
a MetS related study was conducted, and then reported, was 21 years. Therefore, there
is need for evaluating the prevalence of MetS and its components in the country. Objec-
tive: This study was aimed to evaluate the prevalence of MetS and its individual compo-
nents in Kanifing Municipality (KM). Methods: It was a cross-sectional study conducted
at Kanifing General Hospital, Kanifing Municipality. Data obtained from each participants
included anthropometric indices, blood pressure, fasting plasma glucose, triglyceride and
high-density lipoprotein levels, and clinical information. Results: One hundred and thirty-six
participants were included in the analysis. The overall MetS prevalence was 54.4% with sig-
nificant female predominance (female, 58%; male, 29.4%; P=0.025). The most predominant
component among the study population was central obesity (raised WC) (72.8%). Hyper-
triglyceridemia was found to be the strongest predictor of MetS among our participants
(OR:118.13; 95% Cl: 33.79-412.77; P < 0.001). Conclusion: Our study discloses a very high
prevalence of MetS among the participants, and a significant female predominance, with
central obesity the commonest Mets component. The results suggest that hypertriglyceri-
demia is the strongest predictor of metabolic syndrome in our study participants.
Keywords: Metabolic syndrome, Prevalence, obesity, The Gambia.

1. BACKGROUND

Metabolic syndrome (MetS) is a complex syndrome with clustering of in-
terrelated risk factors for cardiovascular disease (CVD) and diabetes. These
factors include dysglycemia (raised fasting glucose), raised blood pressure,
dyslipidemia (raised triglycerides and lowered high-density lipoprotein cho-
lesterol), and obesity (particularly central adiposity) (1, 2).

Individuals with MetS are three times more likely to have a stroke or heart
attack and two times more likely to die from these compared with individuals
without the condition (3). Furthermore, it confers a fivefold greater risk of
developing diabetes mellitus compared to adults without the syndrome (3).

Prevalence of obesity and the metabolic syndrome have shown a rapid rise
in developing countries in the past few decades leading to increased risk of
CVD and consequent morbidity and mortality (4).

In Africa, the rise in the prevalence is thought to be due to departure from
traditional African to western lifestyles (5). In The Gambia, the prevalence of
MetS was reported to be 42% (IDF) (6).

This was the last and the only time, 21 years ago, a study was conducted on
MetS in The Gambia.

And with the prevalence of obesity having more than doubled in the coun-
try in that time period (7, 8), there is need for evaluating the prevalence of
MetS and MetS components in the country.

2. OBJECTIVE

This study was aimed to investigate the prevalence of MetS and its indi-
vidual components in Kanifing Municipality (KM) in The Gambia using the
International Diabetes Federation (IDF) Worldwide Definition of the Meta-
bolic Syndrome (1).
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3. MATERIAL AND METHODS

Participants

It was a cross-sectional study conducted at Kanifing
General Hospital (KGH) in The Gambia between No-
vember 2019 to February 2020. KGH is located in Kan-
ifing Municipality (KM) and serves the most populous
municipality in The Gambia. Two hundred and thirty
individuals who visited the medical outpatient depart-
ment (MOPD) and were of at least 18 years and resident
in KM were recruited purposively as participants. Par-
ticipants diagnosed with HIV, hepatocellular carcinoma
and chronic renal disease; and those who did not give
blood sample were excluded.

Interviews and Anthropometric Measurements

All participants were interviewed by two trained nurs-
es using questionnaire in relation to their medical his-
tory and lifestyle characteristics. Each participant had
their blood pressure, height, weight and waist circum-
ference measured. Systolic and diastolic blood pressures
were measured in a sitting position after at least 15 min-
utes rest using Omron blood pressure monitor (Om-
ron-HEM-7124). Three blood pressure readings were
done with a five-minute interval between readings. The
average of the last two readings were recorded as blood
pressure for a participant. Body weight of each partic-
ipant was measured using Seca 9797 scale. Height of
each participant was measured using Seca 213 Portable
Stadiometer. Waist circumference for each participant
was measured using non-elastic tape measure at a lev-
el midway between the lower rib margin and iliac crest
with the tape all around the body in horizontal position
as recommended by IDF (1). Body mass index was cal-
culated as the ratio of weight in kilograms (kg) to the
square of height in meters (m?). Obesity was de-

Statistical significance was defined as p-value < 0.05.
All analyses were performed using IBM SPSS Statistics
for Windows, Version 25.0. (IBM Corp., Armonk, NY,
USA).

4. RESULTS

The clinical and anthropometric characteristics of
the 136 participants finally recruited for this study
are presented on Table 1 by sex. Their mean age was
46.78+14.77 years with male being older (54.06+19.69
years compared to 45.7+513.73 years for female). Ma-
jority 87.5%(n=119) of the participants were female.
There was significant difference between the two groups
in terms of waist circumference (WC), BMI and TG
(p=0.012, p=0.003 and p=0.008 respectively) with high-
er values in female. Although, systolic blood pressure
(SBP), diastolic blood pressure (DBP), and FPG were
higher; and HDL lower in female, they were not statisti-
cally significant (Table 1).

The overall metabolic syndrome was 54.4%. The prev-
alent was higher in females compared to male (female,
58%; male, 29.4%; p=0.025). When assessed using the
harmonized definition of MetS in which abdominal obe-
sity is not a prerequisite, the overall prevalence rose to
64.0%; and that of female rose to 67.2% (Table 2).

The most prevalent component of the MetS was in-
creased WC which was present in 72.8% (n=99) of the
participants, while the least prevalent was elevated blood
pressure (both SBP and DBP present in 49.3% (n=69) of
participants. The commonest component of the MetS
in male participants was raised FPG (76.3%), while in
females it was increased WC (78.2%) (Table 3). There
was a statistically significant difference in the prevalence

fined as a body mass index >30 kg/m?.

Total Male Female

i *
Sample Collection and Assays Variable (n=136) (n=17) (n=119) P Value
Five milliliter (5 mL) of perlpheral venous Age (years)a 46.78114.77 54.06+19.69  45.7+513.73 0.029
blood was collected from each participant in an SBP (mmHg)?® 134.84+28.35 129.88+18.67 135.55129.46 0.443
ethylene diamine-tetra acetic acid (EDTA) tube DBP (I’l'\l'T]H(_])El 88/16114.10 84.47+10.56  88.69114.49 0.250
after 12 hours fasting. The sample was centri- DM (n (%)) 0.589
fuged at 3000rpm for 5 mins at room tempera-  Yes 56(41.2) 6(35.3) 50(42.0)
ture to obtain the serum and plasma used for No 80(58.8) 11(64.7) 69(58.0)
the assays for measuring fasting plasma glucose ~ HTN (n (%))" 0.399
(FPQ), triglyceride (TG) and high-density lipo-  Yes 67(49.3) 10(58.8) 57(47.9)
protein (HDL) using Reflotron Plus (Roche Di-  No 69(50.7) 7(41.2) 62(52.1)
agnostics GmbH) chemistry analyzer. WC (cm) 89.69+13.61  81.97+11.73 90.80#13.55 0.012
Ethics Weight (kg)?  71.42¢17.58  63.78+11.22  72.51+18.08  0.055
This study was approved by The Gambia Gov-  Height (cm)° 163.81¢6.84  168.65:7.91 163.11¢6.41  0.002
ernment/Medical Research Council Joints Eth- gy (kg/m?)° 26541639 22.22+3.54  27.16£6.48  0.003
ics Committee (R019011v1.1). FBS (mmol/L)
Statistical Analyses . 8.12+4.01 6.9713.16 8.28+4.10 0.209
Group differences between male and female, 76 (mmol/L)® 1.58:0.37  1.36:0.40  1.61:0.35  0.008
and those with and without metabolic syn- "
drome were assessed using Chi- square/Fisher’s  (mmol/L)? 1.2040.26 1.25:0.19 1.2040.27 0.400

Exact test for categorical variables which were
expressed as mean values + standard deviation
(SD); and Independent samples T test for con-
tinuous variables, expressed as frequencies. Lo-
gistic regression was used to evaluate the associ-
ation between MetS and associated risk factors.
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Table 1. Clinical and anthropometric characteristics of participants by
sex. BMI, body mass index; SBP, systolic blood pressure; DBP, diastolic
bp; FPG, fasting plasma glucose; F, female; HDL, high density lipoprotein;
M, male; TG, triglyceride; WC, waist circumference; Participants groups
were compared by aT Test and bChi-square/Fisher’s Exact test; *P<0.05 is
considered to be significant
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. Total Male Female
Variable (=136)  (n=17)  (n=119) P Value*
Metabolic syn-
drome per IDF 0.027
(n (%))
Yes 74(54.4) 5(29.4) 69(58.0)
No 62(45.6) 12(70.6) 50(42.0)
Metabolic syn-
drome per HyD 0.036
Yes 87(64.0) 7(41.2) 80(67.2)
No 49(36.0) 10(58.8) 36(32.8)

Table 2. Prevalence of the metabolic syndrome in men and
women according to IDF and HD criteria. IDF, International
Diabetes Federation; HD, harmonized definition. Participants
groups were compared by Chi-square/Fisher’s Exact test;
*P<0.05 is considered to be significant

Using logistic regression analysis, high TG
(21.7mmol/L) was found to be the strongest predictor
of MetS among the participants (OR: 118.13; 95% CI:
33.79-412.77; p <0.001) (Table 6).

5. DISCUSSION

In the present study, we evaluated the prevalence of
MetS and its individual components, using the Inter-
national Diabetes Federation (IDF) Worldwide Defini-
tion of the Metabolic Syndrome (1). According to MetS
status, participants with MetS were found to be older
(50.89 + 12.54 years, to 41.87 + 15.81 year, without the
syndrome p<0.001); with the prevalence increasing with
age up to 55 years, and then declined. This finding is
similar to those in several studies (9-12). The age depen-
dency of the syndrome has been seen in most popula-

of BMI, raised WC and low HDL levels ) . (T:E?I%) milﬁ) Er?ﬂ?l(?)
(p=0.025, p <0.001, p <0.001 respectively) ~Variable Categories n(%)  n(%)  n) ©valer
between male and female participants <18.5 10(7.4)  3(17.6) 7(59)  0.025
(Table 3). 61.3% of females in terms of 18.5-24.5 48(35.3) 9(52.9) 39(32.8)
BMI were either overweight or obese, BMI(kg/m2) 25 0-29.9 45(33.1) 5(29.4) 40(33.6)
compared to 29.4% of male (Table 3). The 530 33(24.3) 0(0.0) 33(27.7)
prevalence of feneralBol\ljﬁsufy (BMI=30) we (o) <94(M)OR<80(F)  37(27.2) 11(64.7) 26(21.8) <0.001
236;5126422:12 mean > 22°+3zgf4i6'f? 204 (M) OR>80 (F)  99(72.8) 6(35.3) 93(78.2)
LT —
>

Participants with MetS (50.89 + - - : -
12.54 years) were older(p<0.001) than SBP (mmHg) 2Ei >113300 Z;E:?) 3; 2833; Z?E:?g 0.746
those without the syndrome (41.87 + <85_ 67(49.3) 9 (52'9) = (48.7) 0746
15.81years); with the prevalence increas-  DBP (mmHg) > 85 9(507) 8(47-1) e .3) .
ing with age up to 55 years, and then de- = . :
clined. There is significant difference in TG (mmol/L) <1.7 58(42.6) 10(58.8) 48(40.3) 0.149
the mean values of SBP, DBP, WC, BMI, 217 78(574) 7(412) 71(59.7)
FPG, TG and HDL between those with HpL (mmoy) 2-03M) OR=1.28 (F) 58(42.6) 15(88.2) 43(36.1) <0.001
and without MetS, all at p < 0.001 (Table <1.03(M) OR<1.29 (F) 78(57.4) 2(11.8)  76(63.9)

4). 41.2% (n=56) of the participants pre-
sented with history of diabetes and re-
ceiving treatment for it (Table 1). Of this,
75% (n=42) were found to have MetS. Of
the 49.3% of participants who present-
ed with hypertension, 73.1%(n=49) had
MetS (Table 4a).

The prevalence of components of MetS comparing
those with and without the syndrome is significantly dif-
ferent in all; with age group at p=0.001 and the rest (SBP,
DPB, present of HTN and DM, FPG, TG, HDL, BMI) at
p < 0.001. Of the components of MetS, those with raised
TG level (21.7mmol/L) had the highest prevalence at
89.7% (70 out of 78 participants with elevated TG) of
the syndrome amongst them. This was followed by those
with reduced HDL at 82.1% (Table 4b).

In terms of clustering of components, only 2.7% of
those with MetS had only three. The rest had either four
components (43.2%) or five components (54.1%) (Table
5). Table 5 also shows participants who have zero and
up to four components with the exception of raised WC
per IDF criteria. 21% (n=9, 3 components; n=4, 4 com-
ponents) of these would have been categorized of the
syndrome using the harmonized definition.
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Table 3. Prevalence of each component of the metabolic syndrome in the total
population, men, as well as women. BMI, Body Mass Index; SBP, systolic blood
pressure; DBP, diastolic blood pressure; FPG, fasting plasma glucose; M, male; F,
female; HDL, High density lipoprotein; TG, triglycerides; WC, waist circumference
Participants groups were compared by Chi-square/Fisher’s Exact test; *P<0.05 is
considered to be significant

tions, indicating its role as risk factor (13).

The overall MetS prevalence in this study was 54.4%,
with significant female predominance (female, 58%;
male, 29.4%). This prevalence is higher than the one re-
ported, 42% (female, 55.1%; male, 17.5%), by Nkum et
al (6). Similar high prevalence, 60.6 %, was reported by
Erasmus et al (14) in a study conducted in South Africa
per IDF definition. In using the harmonized definition,
the prevalence of MetS in our study rose to 64.0%, and
that of the females to 67.2%. The very high prevalence
in our participants, and the high increase in prevalence
compared to that from the study conducted 21 years
ago, though published in 2015 (6), could be attributed
to the over years exponential increase in obesity preva-
lence in The Gambia (8, 15); given the rising prevalence
of the syndrome in the world being largely attributed to
increasing prevalence of obesity (3, 16).
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Total number (n=136)

Metabolic Syndrome Nonmetabolic Syn-

Variables Categories o o drome (n=62 P value*
g n (%) (n=74) n (%) o 62
Age (vears)® 46.57+14.78 50.89 £ 12.54 41.87 £ 15.81 <0.001
18-25 11(8.1) 109.1) 10(90.9) 0.001
26-35 24(17.6) 7(29.2) 14(70.0)
36-45 30(22.1) 17(56.7) 13(43.3)
b
Age group 4655 26(19.1) 19(73.2) 7(26.9)
5665 28(20.6) 19(67.1) 9(32.9)
6575 17(12.5) 11(64.7) 6(35.3)
oM (n (0 Yes 56(41.2) 42 (75.0) 14 (25.0) <0.001
° No 80(58.8) 32 (40.0) 48 (60.0)
Yes 67(49.3) 49(73.1) 18 (26.9) <0.001
HTN (n (%))
(n (%) No 69(50.7) 25(36.2) 44 (63.8)
SBP (mmHg)? 134.70428.28 145.47 £ 26.25 122.15 + 25.55 <0.001
SBP < 130 67(49.3) 19(28.4) 48(71.6) <0.001
BP (mmHg)®
SBP (mmHo) SBP »130 69(50.7) 55(79.7) 14(20.3)
DBP (mmHg)® 88.1614.20 92.47 + 11.84 83.02 £ 14.91 <0.001
i <85 67(49.3) 26(38.8) 41(61.2) <0.001
DBP (mmHg) > 85 69(50.7) 48(69.6) 21(30.4)

Table 4a. Clinical and Metabolic syndrome component characteristics of participants according to metabolic syndrome status.
BMI, body mass index; SBP, systolic blood pressure; DBP, diastolic bp; FPG, fasting plasma glucose; F, female; HDL, high density
lipoprotein; M, male; TG, triglyceride; WC, waist circumference; Participants groups were compared by aT Test and bChi-square/

Fisher's Exact test; *P<0.05 is considered to be significant

Total number

Metabolic Syn- Nonmetabolic Syn-

Variables Categories (n=136) drome (n=74) drome (n=62) P value*
n (%) n (%) n (%)
WC (cm)® 89.49+13.61  97.99£9.91 79.79 £ 10.46 <0.001
We (o) <94 (M) OR <80 (F) 37(27.2) 0(0.0) 37(100.0) <0.001
294 (M) OR 280 (F) 99(73.5) 74(74.7) 25(25.3)
BMI (kg/m2)? 26.52£6.43 29.68 + 6. 46 22.80+3.78 <0.001
<18.5 10(7.4) 0(0.0) 10(100.0) <0.001
BMI (kg/m)? 18.5-24.5 48(35.3) 17(35.4) 31(64.6)
25.0-29.9 45(33.1) 26(57.8) 19(42.2)
>30 33(24.3) 31(93.9) 2(6.1)
FPG mmol/L)® 8.0844.0 9.37£3.82 6.62 £ 3.73 <0.001
<5.6 41(30.1) 9(22.0) 32(78.0)
FPG mmol/L)? >5.6 95(69.9) 65(68.4) 30(31.6) <0.001
TG (mmol/L)? 1.5840.37 1.81£0.16 1.31540.37 <0.001
<7 58(42.6) 4(6.9) 54(93.1) <0.001
TG (mmol/L)? >1.7 78(57.4) 70(89.7) 8(10.3)
HDL (mmol/L)? 1.2040.26 1.070.18 1.36 +0.26 <0.001
21.03(M) OR 21.29 (F) 58(42.6) 10(17.2) 48(82.8) <0.001
HDL (mmol/L)* <1.03(M) OR<1.29 (F) 78(57.4) 64(82.1) 14(17.9)

Table 4b. Clinical and Metabolic syndrome component characteristics of participants according to metabolic syndrome status.
BMI, body mass index; SBP, systolic blood pressure; DBP, diastolic bp; FPG, fasting plasma glucose; F, female; HDL, high density
lipoprotein; M, male; TG, triglyceride; WC, waist circumference; Participants groups were compared by aT Test and bChi-square/

Fisher’s Exact test; *P<0.05 is considered to be significant

In 2020, Cham et al (8) reported that two-fifth of
adults in The Gambia to be either overweight or obese,
with a higher obesity prevalence in female (17% to 8.1%
in men). In our study, 57.3% of participants were either
overweight or obese (female, 61.3%; male, 29.4%). Cham
et al (8) also reported more than 60% of the residents in
the capital (Banjul) and Kanifing Municipality (our study
area) to be either overweight or obese. Van der Sande et
al (7) in 1997 reported 2.3% prevalence of obesity and

ORIGINAL PAPER | MED ARCH. 2021 OCT; 75(5): 340-346

8.1% of overweight in The Gambia. This indicates tripling
of prevalence of obesity in the country in little over 20
years. This would mean, until the increase in prevalence
of obesity is stopped, MetS prevalence will continue to
rise in The Gambia, obesity being identified as a cardinal
feature; and the mechanistic link in the components of
metabolic syndrome (3, 17-19). Of the 57.4% of our par-
ticipants either overweight or obese, 71.8% were found
to have metabolic syndrome. The rise in prevalence of
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was found in 72.8% of the total partic-

Nonmetabolic

Total number ~ Metabolic Syn-

ipants; followed by raised FPG which

Variables ::i:;ego- (n=136) drome (n=74) (ngéizr?me Pvaluex ~ Wwas founc.l in 69.9% of the participants.
n (%) n (%) 0 (%) Tlhls is different from thedn})ost I\E)lrev—

alent component reported by Nkum

? 3532(291) 3) gégg; ;2?452 8) <0.001 et al (6) which was raised BP found in

: : : 72.4% of their participants, followed

Mets Com- 2 16(11.) 0(0.0) 16(25.8) by central obesity, per IDF definition,
ponents 3 1(8.1) 2(2.7) 9(14.5) in 69.8% of their participants. Similar
: jgggi; 2(2122431% 328(5]; to our findings, Ogbera (9) and Omuse

et al (11) also found central obesity as

Table 5. Distribution of components according to the IDF criteria for participants
with and without metabolic syndromeParticip. ants groups were compared by Chi-

square/Fisher's Exact test; *P<0.05 is considered to be significant

Metabolic
Variable syndrome

OR 95% ClI P Value*
High TG 118.13 33.79-412.97  <0.001
Low HDL 21.94 8.98-53.63 <0.001
High SBP 9.93 4.50-21.90 <0.001
High FPG 7.71 3.27-18.15 <0.001
High DBP 3.60 1.78-7.33 <0.001

Table 6. Association between the variables related to

metabolic syndrome in the total participants. HDL, high-density
lipoprotein; TG, triglyceride; OR, odds ratio; Cl, confidence
interval; Analyses was done using logistic regression *P<0.05 is
considered to be significant

obesity in The Gambia has been attributed to nutritional
transition, increased consumption of processed foods,
and urbanization which leads to sedentary occupations
and plentiful high-fat diets causing rising obesity rates in
the urban regions (8, 20).

The female predominance (female, 58%; male, 29.4%)
in prevalence of MetS found in our study is similar to
the findings by Nkum et al (6); and several other stud-
ies (9-12, 21). The high prevalence in the female could
also be attributed to high level of obesity among them.
61.3% of our female participants were either overweight
or obese compared to 29.4% for that of men. The Gam-
bian society is generally tolerant of obesity especially in
female folks (22); and even encourages it, as ‘big body’ is
seen as sign of wealth, success and prestige, and beauty
in female; just like in some African countries (23). This
kind of attitude is in contrast to social stigma against
obesity and obsession in some developed countries to
remain lean (24). In 2019, Petry et al (15) reported that
18.3% and 11.1% of non-pregnant women, nationally, to
be overweight and obese respectively, and 41.2% of the
participants presented with history of diabetes. Of this,
75% were found to have MetS. In using the harmonized
definition, MetS prevalence rose to 83.6%. Ogbera (9) re-
ported a MetS prevalence of 86% using the harmonized
definition in diabetic patients in Lagos, Nigeria. This
high prevalence in a diabetic population is expected giv-
en the known association between MetS and increased
risk of developing type 2 diabetes (25).

Components of MetS vary in their rates of occur-
rence. The most prevalent component of MetS in our
total population was central obesity (increased WC). It

344

the most prevalent MetS component in
their study participants. Central obesity
being the most prevalent MetS compo-
nent is not surprising given the fact it
has been suggested to be the cardinal feature, and plays
a central role in the development of MetS; and appears
to precede the appearance of the other components (2,
26). Excess accumulation of adipose tissue, particularly
visceral fat, contributes to the development of insulin
resistance, central in the pathogenesis of MetS, resulting
in symptoms characteristic of MetS which include: type
2 diabetes, dyslipidemia and hypertension (27, 28). The
commonest component of the MetS that was present in
our male participants was raised FPG (76.3%) while in
females it was central obesity (78.2%). Nkum et al (6),
too, found central obesity to be the most prevalent com-
ponents in their female participants at 89.9% - indicating
the significance of this component in The Gambia espe-
cially among the females.

MetS increases the risk of morbidity and mortality
from CVD and type 2 diabetes (3, 16). Although each of
the components of the MetS individually has been iden-
tified as risk factors for cardiovascular disease, the more
component an individual has, three or more, the greater
the risk (29). In our participants with MetS, only 2.7%
presented with three components. The rest had at least
four components; indicating a very risk of morbidity and
mortality from CVD and type 2 diabetes in them. 6.5%
(2.9% of the total participants) of those without MetS
(without raised WC per IDF), had four components and
would have been considered MetS per harmonized defi-
nition. 14.5% (6.6% of total participants) not diagnosed
of MetS per IDF definition, would also have been con-
sidered MetS per the harmonized definition. And those
with two components, representing (11.8%) of the total
participants, are at the risk of developing MetS. In terms
of association of the components with MetS, raised TG
was found to be the strongest predictor of metabolic
syndrome among our participants.

The strength of this study is that it is the first one in
21 years since the first and the only reported results on
MetS in The Gambia was conducted. It could be stated
that this was the first study primarily designed to inves-
tigate the MetS in The Gambia since the original study
by Nkum and his team was designed to determine the
association between insulin resistance and left ventricu-
lar hypertrophy (6). Our study providing the most recent
data on MetS in the country, could serve as baseline from
which other studies can be assessed; and would contrib-
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ute to the sensitization and the prevention of the MetS
in KM. The main weakness was it being a cross sectional
study, in which causal inferences cannot be made. Other
potential limitations would include the very low number
of male participants (12.5%), introducing the possibility
of a skewed data representation. Furthermore, diagnos-
tic criteria for MetS, most especially the cut-off points
for WC, used are not African specific. Therefore, the
data on WC may therefore be underestimated or over-
estimated compared with alternative thresholds for ab-
dominal obesity.

6. CONCLUSION

Our study discloses a very high prevalence of MetS
among the participants, and a significant female pre-
dominance. Central obesity and raised fasting plasma
glucose were the commonest components among the
participants. The results also suggest that hypertri-
glyceridemia is the strongest predictor of MetS in our
study participants. Our findings highlight the need for
strategies for prevention of MetS and its associated
components in KM. It is therefore imperative to put in
place or strengthen preventive strategies to be directed
at raising awareness of its risk factors and the risks as-
sociated with the syndrome itself; importance of achiev-
ing and maintaining a healthy weight, and eradicating
harmful sociocultural beliefs about weight; promoting
health lifestyles and regular physical activity especially
among women. A larger community based cross sec-
tional studies with larger sample size to study MetS in
The Gambia would be recommended.
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