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Rezumat
Obezitatea, componenta a sindromului metabolic, reprezinta o problema redutabila de
sanatate publica, a carei prevalenta este in continua crestere in tarile europene. Reusita
terapeutica a pacientului cu sindrom metabolic necesita o abordare multidisciplinara ce are in
vedere modificarea stilului de viata, reducerea greutatii corporale, ameliorarea continua si
dinamica a dietei, combaterea sedentarismului, normalizarea valorilor tensionale, ale
glicemiei si ale parametrilor lipidici. Studiul realizat este unul retrospectiv desfasurat in cadrul
Spitalului Clinic de Recuperare din lasi, ce a cuprins un numar de 4627 de pacienti internati in
Sectia Clinica de Recuperare Cardiovasculara in perioada ianuarie 2011 - decembrie 2015 cu
i diagnosticul de sindrom metabolic conform definitiei OMS (lotul 1) sau cu alte comorbiditati
(lotul 2). Lotul 1 a insumat un numar de 1064 de pacienti diagnosticati cu sindrom metabolic. in
H acest lot au predominat persoanele de gen feminin, fumatoare. De asemenea, au fost gasiti
| mai multi pacienti cu hipertrofie de ventricul stdng si boala coronariana decat in lotul 2.
| Majoritatea pacientilor cu sindrom inflamator s-au regasit in lotul pacientilor fara sindrom
metabolic (lotul 2). Rezultatele studiului nostru confirma faptul ca sindromul metabolic este un
cluster de anomalii ale caror evolutie determina aparitia bolilor coronariene. Toate acestea ar
pleda pentru tratarea sindromului metabolic ca si principala metoda de preventie a bolilor
cardiovasculare.
Cuvinte cheie: sindrom metabolic, obezitate, hipertensiune arteriala, dislipidemie.
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Abstract

Obesity, a component of the metabolic syndrome, is a rising public health problem,
continuously increasing in the European countries. The therapeutic success of the patient with
metabolic syndrome requires a multidisciplinary approach to lifestyle changes, weight loss,
continuous and dynamic dietary improvement, sedentary reduction, normalization of blood
pressure, glycemia and lipid parameters. We performed a retrospective study that was
conducted in the Clinical Rehabilitation Hospital in lasi, with 4627 patients that were admitted
in the Cardiovascular Rehabilitation Clinic from January 2011 to December 2015 with the
diagnosis of metabolic syndrome according to WHO definition (Group 1) or with other
comorbidities (Group 2). In the first group were included 1064 patients diagnosed with
metabolic syndrome. This group has predominantly smoking female patients. Also, in group 1
were diagnosed more patients with left ventricular hypertrophy and coronary heart disease
compared to group 2. Most of the patients with inflammatory syndrome were included in the
group without metabolic syndrome (group 2). The results of our study confirm that metabolic
syndrome s a cluster of abnormalities whose evolution determines the development of
coronary heart disease. All this would advocate for treating metabolic syndrome as the primary
method of preventing cardiovascular disease.

Keywords: metabolic syndrome, obesity, high blood pressure, dyslipidemia.
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Introduction

Obesity, a component of the metabolic
syndrome, is a rising public health problem,
continuously increasing in the European
countries.

Data offered by the WHO highlight the
doubling of the obesity in the time interval
1980-2008, with almost equal values for both
men and women'. Several definitions of the
metabolic syndrome were formulated in time,
deriving from the wish of including all its
components®.

The therapeutic success of the patient with
metabolic syndrome requires a multi-
disciplinary approach to lifestyle changes,
weight loss, continuous and dynamic dietary
improvement, sedentary reduction,
normalization of blood pressure, glycemia
and lipid parameters®. To maintain the values
within the optimal parameter range, the
patients need to be included in the
cardiometabolic rehabilitation program. The
therapeutic decisions, together with the
medical counseling program, are adjusted
based on the risk grading (according to the
Framingham score), and the therapeutic
targets are targeting the improvement of the
components of the metabolic syndrome
according to the WHO definition'**.

The purposes of this study complete with
concrete data the topicality of the metabolic
syndrome.

The first purpose is the identification of
prevalence of metabolic syndrome at a
regional level, on a large patient group from a
cardiovascular rehabilitation clinic, and the
second purpose is the identification of
prevalence of conventional and non-
conventional cardiovascular risk factors in
two study groups: patients with metabolic
syndrome and patients without metabolic
syndrome.
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Material and method

A retrospective study was performed that
was conducted in the Clinical Rehabilitation
Hospital in lasi, that had the objective of
studying 4627 observation sheets of patients
hospitalized in the Cardiovascular
Rehabilitation Clinic between January 2011 -
December 2015. Among the inclusion criteria
we note the presence of the metabolic
syndrome according to the WHO definition.
As excluding criteria we mention age below
18 years and above 85 years, patients who do
not meet minimum 3 of the 5 diagnostic
criteria for metabolic syndrome.
Subsequently the patients were divided in 2
groups: patients with metabolic syndrome
(Group 1) and patients without metabolic
syndrome with various other co-morbidities
(Group 2).

All data were processed statistically in SPSS
version 18 and Excel.

Results and discussions

The inclusion criteria allowed the study of
prevalence of metabolic syndrome; the
number of diagnosed patients was 1064,
representing 22.64% of the total observation
sheets studied (Fig. 1). Dividing by gender
highlighted the presence of metabolic
syndrome in 58% of females and 42% of
males. For the correct assessment of obesity,
of metabolic syndrome and implicitly of the
cardiovascular risk both the body mass index
and the body fat percentage need to be
calculated. Recent studies show that women
have a higher body fat percentage and a
lower body mass index compared to men‘”.

Statistical analysis showed a statistically
significant difference (p<0.01) between the
patients diagnosed with metabolic syndrome
and the total of observation sheets that were
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studied. In order to establish the diagnosis of
metabolic syndrome according to the WHO
definition we need the presence of minimum
3 of the 5 criteria: hypertension, diabetes
mellitus, high cholesterol values, low HDL-
cholesterol, and obesity. We will sub-divide by
each specific criterion its incidence within the
studied disease®®.

Hypertension had a prevalence of 96.5%
patients with metabolic syndrome (Group 1)
and of 81.54% in those without metabolic
syndrome (Group 2). A statistically significant
difference is noted between patients with
hypertension within the group with metabolic
syndrome (Group 1) compared to Group 2
(p<0.001) (Fig. 2). The prevalence of
diabetes mellitus was of 61.6% for Group 1,
and of 23.16% for Group 2. A statistically
significant difference is noted between
patients with diabetes mellitus who have
metabolic syndrome (Group 1) compared to
Group 2 (p<0.001) (Fig. 2).

High blood pressure values lead to left
ventricular hypertrophy, best objectified by
echocardiographic measurements. The
prevalence of left ventricular hypertrophy
was of 68.7% for Group 1, and of 53.64% for
Group 2. A statistically significant difference
is noted between patients with left
ventricular hypertrophy within the group
without metabolic syndrome (Group 2) and
the group with metabolic syndrome
(p<0.001) (Fig. 3).

Of the criteria of metabolic syndrome the
highest percentage in our study is detained
by obesity. Current data offered by the WHO
regarding the prevalence of obesity highlight
the fact that 35.5% of men and 35.8% of
women, respectively, suffer from obesity. It
should be noted that there is a great number
of young people (35%) aged above 20 years
who are overweight due to food intake. In the
category of patients included in the study the
majority are of female gender.

Current data reveal the presence of
inflammatory syndrome within the metabolic
syndrome. A faithful marker is C reactive
protein (CRP)***. In our study, most patients
with inflammatory syndrome were included
in the group without metabolic syndrome
(group 2). C reactive protein changes had a
prevalence of 0.9% for those with metabolic
syndrome, and 2.18% for those without
metabolic syndrome. A statistically
significant difference is noted between
patients with inflammatory syndrome within
the group without metabolic syndrome
(Group 2) and the group with metabolic
syndrome (p<0.001) (Fig. 4).

One of the main risk factors of cardiovascular
diseases is represented by smoking. From the
studied group, 27.4% of the total patients
with metabolic syndrome (Group 1) were
smokers compared to 23.1% of the total
patients without metabolic syndrome (Group
2). A statistically significant difference is
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Figure 1. Distribution by the presence of metabolic syndrome within the study
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noted between smoker patients within the
group without metabolic syndrome (Group 2)
and the group with metabolic syndrome
(Group 1) (p<0.001) (Fig. 5). Recent studies
demonstrate that smoking is associated with
an increased risk of developing metabolic
syndrome in both women and men"?. Recent
data sustain that patients who gave up
smoking and followed a nicotine replacement
therapy for 3 months had higher values of
systolic blood pressure, basal glycemia, but
also anincrease of body fat™?.

As metabolic syndrome causes an important
heart impairment, we have calculated the
percentage of patients who also have
coronary heart disease. Thus the presence of
coronary heart disease was noted in 36.5%
from the group of patients with metabolic
syndrome (Group 1) and 29.88%,
respectively, of those without metabolic
syndrome (Group 2). The statistical analysis
of data highlighted a statistically significant
difference between the number of patients
with coronary heart disease from Group 1
versus Group 2 (p<0.001). Recent studies
support the need of implementation of a
prevention program for these patients"**,

Conclusions
Metabolic syndrome is a cluster of

abnormalities, including hypertension,
central obesity, atherogenic dyslipidemia,

whose main complication is the development
of coronary heart disease.

In our study it is confirmed that the main
cardiovascular risk factors are: the smoker
status, the presence of inflammatory
syndrome, hypertension, obesity, type 2
diabetes mellitus. Almost a quarter of the
studied patients were diagnosed with
metabolic syndrome. The prevalences of
cardiovascular risk factors in patients with
metabolic syndrome were higher (1.5 times
higher) than in those without metabolic
syndrome.
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