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Abstract 
This work aims to present the relation to metabolic syndrome with cardiovascular diseases and shows parameters given by 
ATP III and NHANES III studies. The principal results of these studies were presented in this work. The actual tendency 
about hypertension, diabetes and obesity are also showed. The conclusion indicates the use of these parameters to obtain 
quality of life. 
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1. Background  
  Some efforts are been to identify 
cardiovascular risk factors and to interfere in the 
high-risk patients. The association of these factors 
increases significantly the incidence of 
cardiovascular diseases (CVD). Beyond of that, it 
knows that individuals with pressure same levels will 
be different evolution in the dependence of the 
associated risk factors that following then, as well as 
the lifestyle of each one (Piłaciński and Zozulińska-
Ziółkiewicz, 2014).   
  The metabolic syndrome (MS) is 
characterized by hyperglycemia/ glucose intolerance, 
low HDL cholesterol, hypertension and obesity, it 
will be considered based in the results of actual 
series, as important and independent risk factor for 
CVD, between these myocardial infarction (MI) and 
cerebral vascular accident (CVA), and more chance 
of development of Diabetes Mellitus (DM) (Chen et 
al., 2016; Tun et al., 2011; Arboix, 2015). 
  With base in the results of the study 
NHANES III, the MS in adults, in the Germany and 
Europe, affect proximity of 10 million of people 
(Alexander et al., 2003) and in the United States the 
prevalence is estimated in 23.7%, or proximity 47 
million of people, it will be this of 7% in the age 
range of 20 to 29 years and of 40% in the individuals 

with 60 years or more (Park et al., 2005). This 
prevalence also their intimacy related to the grade of 
obesity of the population (Table 1). 
Table 1. Estimated Prevalence of metabolic 
syndrome (MS), using the defined criteria do ATP 
III, in patients with normal weight, upper-weight and 
obesity, of each gender, in the study NHANES III. 

Prevalence of MS 

Category 
IMC 

Kg/m2 Man Woman 

Normal 
weight < 25 4.6% 6.2% 

Upper-
weight 25 – 29.9 22.4% 28.1% 

Obesity >30 59.6% 50% 
  The actual tendency is that their prevalence 
continues grow-up, due to the rapid increase of the 
obesity people tax and to the elderly of the 
population.  
  The World Health Organization (WHO) 
purpose a definition for MS in 1998, and more 
recently NCEP-ATP III elaborated a new concept in 
2001, which is further utilized in the clinic practice 
(Pelikanova, 2003; Ahmed et al., 2012). 
  According in the guidelines of the ATP 
(Adult Treatment Panel) III, the patients are defined 
as MS when they presented 3 or more of the 5 criteria 
above related (Table 2). 
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Table 2.  The criteria by ATP III for definition of 
Metabolic Syndrome (Ahmed et al., 2012). 
1. Arterial pressure: 
≥ 130 mmHg de SAP (Systolic Arterial Pressure). 
≥ 85 mmHg de DAP (Diastolic Arterial Pressure). 
2. Glycemia ≥ 110mg/dl. 
3. Triglycerides ≥ 150 mg/dl. 
4. Abdominal Circumference: 
> 102 cm in men. 
> 88 cm in women. 
5. HDL cholesterol: 
< 40 mg/dl in men. 
< 50 mg/dl in women. 
  It accepts that the insulin resistance (IR) is 
first alteration that more contributed for the find’s 
modifications in the MS, it been the obesity (manly 
the centipede obesity) a risk factor important to the 
state of IR (Chen et al., 2016). It was remembered 
that not all obese patient’s development IR and that 
not all the patients with MS are obesity (Bray et al., 
2018).   
  Into of the physiopathology context of the MS 
it must also considered an increase of the oxidative 
stress, increase levels of inflammatory markers 
(Arboix, 2015), decrease fibrinolysis, microalbumin, 
autonomic regulation abnormalities (Rosembaum, 
2003), and renin-angiotensin-aldosterone system 
activation (Park et al., 2003). The mainly clinic 
impact of the MS is in the fact of it is related in the 
increase of the risk to CVD and MD, also in the age 
adjustments, familiar history, smoking, and levels of 
LDL cholesterol (Park et al., 2005; Alexander et al., 
2003).  
  Related to the MD, the MS increase the risk 
in 5 and 9 times for the development of the disease, 
although that for CVD (MI/CVA) the risk is increase 
in proximity 4 times in men (Park et al., 2003). 
According to the observed in the NHANES III study 
the MS is significantly associated with myocardium 
infarct and cerebral vascular disease in both the 
genders (Tun et al., 2011; Pelikanova, 2003). 
  Related to the patient’s clinic with MS, the 
first step is identifying these patients, using of the 
physical examination and routine laboratory tests, 
have the conscience of that these can be considered 
of high risk to the development of CVD and MD and 

orientate then to respect the changes in the life style, 
in what must be based the treatment. It will be 
promoted the weight reduction and regularly physical 
exercises practice (Arboix, 2015).      
  Some cases necessity of pharmacologic 
therapeutics. According the recommendations of the 
VII Joint, the class I hypertension patients (AP> 
140/90mmHg) having MS it will be received anti-
hypertensive drugs. Some authors support the use of 
the ECA inhibitors and calcium channel antagonists 
and AT1 receptor antagonists (Alexander et al., 
2003) preferentially to the use of the beta-blockers 
and thiazide in these patients, although this stills not 
a conscience. The dyslipidemia patients (TG/HDL) 
that it not responding to the treatment not 
pharmacologic must be treated according the needs. 
  The real benefit in the treatment of the arterial 
hypertension only will be complete if was been 
processed all the corrections of the clinic disorders, 
metabolic that follow the patient, beyond of correct 
the increase of the arterial pressure for an action 
multidisciplinary and comprehensive ((Piłaciński and 
Zozulińska-Ziółkiewicz, 2014)). Through the related 
adverse effects with CVD and MS its early detection 
and it treatment will be extremely important in the 
benefit obtain long-term (Alexander et al., 2003). 
 
6. Conclusion 
 The benefits obtain in follow these parameters 
of hypertension, diabetes and obesity that composed 
the metabolic syndrome sustain the quality of life of 
the patients. 
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