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Vascular events in women increase after menopause. In order to reduce their impact
on morbidity and mortality, vascular risk factors should be detected and controlled.
Objective

The aim of the study was to analyze vascular risk factors in climacteric women
comparing differences between premenopausal and postmenopausal women, and to
evaluate the presence of hypertension, diabetes mellitus and/or dyslipidemia in association with age and/or postmenopause.
Methods

This cross-sectional study included all the women who consecutively attended the
Multidisciplinary Climacteric Clinic for symptoms related to alterations and/or cessation of menstruation between 2004 and 2009. Age, blood pressure, waist circumference (WC), body mass index (BMI), blood glucose levels, total cholesterol, HDL-C,
LDL-C, triglycerides, metabolic syndrome (MS), sedentarism, smoking (SMK) and
depression symptoms were evaluated.
Results

Of the 440 women analyzed in the study, with mean age 51.4 ± 5.2 years and median
age 51.0 years, 62.5% were postmenopausal. Hypertension was found in 22.1% of
women, diabetes mellitus in 4.2%, total cholesterol ≥ 200 mg/dL in 67.7%, HDL-C <
50 mg/dL in 20.6%, hypertriglyceridemia in 28.5%, WC > 88 cm in 45.0%, WC > 80
cm in 75.1%, BMI > 25 in 64.5%, MS in 19.4%, sedentarism in 51.7%, smoking in
22.5% and depression symptoms in 69.8%. Postmenopausal women had higher total
cholesterol levels and lower weight. Those with more than 5 years of amenorrhea
had both higher total cholesterol and weight. Smokers were younger. Hypertension,
diabetes and dyslipidemia were associated with older age but not with postmenopause.
Conclusions

Dyslipidemia, overweight, sedentarism and depression symptoms were prevalent
across all groups. Hypertension, diabetes mellitus and dyslipidemia were associated
with aging.
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INTRODUCTION

Cardiovascular diseases (CVD) are currently the
leading cause of death. (1) The INTERHEART study
showed that nine factors may relate to 90% risk of
acute myocardial infarction (AMI). Dyslipidemia, hypertension (HT), smoking (SMK), obesity, diabetes
mellitus (DM) and stress were the most important
risk factors, whereas physical activity, regular fruit
and vegetable intake and limited amounts of alcohol
consumption could have a protective effect. (2)
In women, SMK increases the risk of developing
CVD from two-fold to six-fold in heavy smokers. Diabetic women have a three-fold higher CVD risk, similar to that of obesity. Hypertension could double and
dyslipidemia could triple the risk of AMI. (3, 4)
In Argentine women, CVD cause about 31% of
deaths, higher than those caused by gynecological
cancer. (5) Cardiovascular events begin to appear
about 10 years later than in men. (6-8) Delayed onset
of these events has been associated with loss of the
protection afforded by estrogens, as a result of their
sharp decline after menopause. However, several
studies have shown conflicting results with this hypothesis and might primarily associate the presence of
these events with age progression. (9-11)
In order to lessen the impact of morbidity, disability and death from CVD, preventive intervention
must be taken by detecting and controlling vascular
risk factors (VRF). (12)
The objectives of this study were: 1) To analyze the
epidemiology of VRF in climacteric women; 2) To investigate differences in the prevalence of these factors
between premenopausal and postmenopausal women;
3) To compare VRF ratio in postmenopausal women
with less and more than five years since the last menstrual period, and 4), To assess whether age or postmenopause could determine the presence of HT, DM
and/or dyslipidemia.
METHODS

A transverse study was performed analyzing women consecutively consulting for menstrual alterations or cessation
and related symptoms at the Climacteric Section of the Hospital Ignacio Pirovano in Buenos Aires, between 2004 and
2009. Menopause was defined by the occurrence of the last
menstrual period 12 months before presentation followed by
amenorrhea during that period. These women were referred
to as postmenopausal.
Prevalence of VRFs and their differences were examined
between climacteric women in association with the presence
or definite absence of menstrual periods, as well as between
postmenopausal women with less and more than five years
since the last menstrual period.
The following variables were analyzed: age, systolic
blood pressure (SBP), diastolic blood pressure (DBP), waist
circumference (WC), body mass index (BMI), blood glucose,
total cholesterol, HDL-C, LDL-C, and triglycerides. Prevalences of HT, DM, total cholesterol ≥ 200 mg/dL, HDL-C
< 50 mg/dL, triglycerides ≥ 150 mg/dL, WC > 88cm (acco
rding to the ATP III definition), WC >80 (according to the
IDF definition), overweight and obesity, metabolic syndrome
(MS), sedentarism, SMK and depression symptoms were
also assessed.
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Blood pressure (BP), weight, height and WC were measured during the first visit. Blood pressure was measured after 5 minute of rest, using a calibrated aneroid sphygmomanometer. The inflatable cuff was placed on the humeral
artery 2 cm above the elbow crease, and two measurements
were made with a 60-second interval. Presence of HT was
defined according to the European Society of Hypertension
and the European Society of Cardiology, as BP ≥ 140/90 mm
Hg, when the patient referred having this diagnosis and/or
was receiving treatment for its control.
Weight and height were measured with the patients in
their underwear and without shoes, using a weighing scale
with altimeter. The Quetelet equation was used to calculate
BMI (weight/square of height: kg/m2). Three levels were
considered: BMI < 25 (normal), from 25 to 29.9 (overweight)
and BMI ≥ 30 (obesity). A non-extensible measuring tape
was used to measure WC in the midpoint between the lower
border of the rib cage and the superior border of both iliac
crests. Associations with WC values considered to be normal
up to 88 cm (ATPIII) and up to 80 cm (IDF) were analyzed.
During the following days, ≥12-hour fasting blood samples were taken to analyze complete blood count, blood glucose, urea, creatinine, uric acid, hepatogram and lipid profile
(total cholesterol, HDL-C, LDL-C and triglycerides) with an
Automated Siemens ADVIA 1650 equipment. The glucose
oxidase method was used to test glucose, colorimetric methods to analyze total cholesterol and triglycerides and direct
methods to measure HDL-C and LDL-C. Patients with the
following combination of values: total cholesterol > 200 mg/
dL, LDL-C > 140 mg/dL, triglycerides > 150 mg/dL and/or
HDL-C < 50 mg/dL were considered dyslipidemic. Women
were defined as diabetic when they presented fasting blood
glucose > 126 mg/dL, or with previous diagnosis and/or
treatment for this disease.
Prevalence of MS, defined according to ATP III criteria
as presence of three out of five factors: WC > 88 cm, BP >
135/90 mm Hg, blood glucose > 110 mg/dL, HDL < 50 mg/
dL and/or triglycerides > 150 mg/dL, was analyzed.
Sedentarism and smoking ratios were assessed. Sedentarism was defined as absence of physical activity or workout less than three times a week for less than thirty minutes walking or sports each time. Current smoker was the
woman who smoked one or more cigarettes daily, at least
for one year and during the last twelve months. Ex- smoker
was defined as the woman who having been a smoker, had
abandoned the addiction for a year or more and non-smoker
as the one who had never smoked regularly.
Depression symptoms were assessed using the validated Beck scale. A Beck score ≥ 9 indicated presence of these
symptoms.
Statistical analysis

Data were analyzed using Epi-Info 3.5 and Statistix 7 softwares. Numerical variables were evaluated using Student´s
t test, and results were expressed as mean and standard
deviation. In case of non-parametric distribution, results
were analyzed with the Mann Whitney-Wilcoxon test and
expressed as median. Categorical variables were expressed
as percentages and compared using the chi-square test. The
odds ratio (OR) with its corresponding 95% confidence interval (95% CI) was used to assess the strength of association
between variables. A univariate logistic regression analysis
analyzed the relationship between the dependent variables:
HT, hypercholesterolemia, low HDL-C, hypertriglyceridemia
and DM with independent variables such as age, weight, BMI
> 25, WC > 88 cm, sedentarism and postmenopause. Signifi-
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cant relationships by univariate analysis were studied with
multivariate logistic regression to assess the probability of
association independently of other factors. The probability
of type I error ≤ 0.05 was considered statistically significant.
RESULTS

From a total of 440 women analyzed, 62.5% were postmenopausal.
Table 1 shows social characteristics and prevalence
of VRF. Mean age was 51.4±5.2 years and median age
51.0 years. Twenty four point six percent of patients
were born abroad (Germany: 1; Austria: 1; Bolivia: 6;
Colombia: 2; Chile: 5; Spain: 2; Italy: 7; Paraguay: 40;
Peru: 25 and Uruguay: 13) and half of the patients
lived in the City of Buenos Aires. There was a low rate
of illiteracy; 52.2% had finished primary school, 35.8%
secondary school and 11.6% had attained tertiary or
university level. Twenty percent of evaluated women
lived alone.
Hypertension was present in 22% of women; 67%
had total cholesterol > 200 mg/dL, 21% low HDL-C
levels and a third exhibited hypertriglyceridemia, indicating an important proportion of evaluated women
with some type of dyslipidemia. Women with blood
glucose levels between 110 and 125.9 mg/dL was 4%,
similar to that of DM. Waist circumference > 88 cm
and > 80 was measured in 45% and 75% of evaluated women, respectively. MS criteria were present
in 19.5% of women. More than half were sedentary,
22.5% were current smokers and 14% ex-smokers.
Depression symptoms were present in almost 70% of
patients.
The association of average age with presence or absence of VRF is shown in Table 2. Patients presenting
HT, cholesterol 200 > mg/dL, hypertriglyceridemia,
diabetes and WC > 88 cm, were older; conversely,
smokers were younger. No significant differences
were found for the other variables.
No differences in demographic characteristics
were found between premenopausal and postmenopausal women, except for age, postmenopausal patients being older than premenopausal ones [53.5 vs.
47.8 years (p< 0.00001)].
Table 3 shows that VRF-related data (LDL-C, total
cholesterol and higher incidence of hypercholesterolemia) were more prevalent in postmenopausal than
in premenopausal women. No significant differences
were found in BP values or HT occurrence, and neither in HDL-C, triglyceride and blood glucose concentrations, nor in the proportion of patients with low
HDL-C, hypertriglyceridemia or DM.
Postmenopausal women were thinner. They had
lower prevalence of WC > 80 cm, showing no differences compared with WC > 88 cm. Postmenopausal
patients presented reduced BMI (26.9 vs. 28.3, p =
0.01) and less than 46% probability of overweight and
obesity. They also tended to be less sedentary, without
differences in the occurrence of MS, SMK or depression symptoms.
The occurrence of VRF between postmenopausal

Table 1. Social characteristics and prevalence of cardiovascular
risk factors in climacteric women, n= 440.
Variables

Age, years (mean)
Age, years (median)
Age, years
Minimal (1 case)
Maximal (2 cases)
Postmenopausal
Place of birth
CABA. GBA.
Provinces
Other countries
Place of residence
CABA
GBA
Studies
Illiterate
Primary education
Secondary education
Tertiary education
Living alone
HT
Total cholesterol ≥ 200 mg/dL
HDL-C < 50 mg/dL
Triglycerides ≥ 150 mg/dL
Glycemia:
≤ 110 mg/dL
> 110 / < 126 mg/dL
≥ 126 mg/dL (Diabetes)
WC > 88 cm
WC > 80 cm
BMI
< 25
25 - 29.9
≥ 30
MS
Sedentarism
Smoking:
Current smokers
Ex smokers
Non smokers
Depression symptoms (Beck ≥ 9)

Frequency

51.4 + 5.2
51.0
38.0
67.0
62.5%
39.2 %
36.2 %
24.6 %
50.3 %
49.7 %
0.5 %
52.2 %
35.8 %
11.6 %
20.4 %
22.1 %
67.7 %
20.6 %
28.5 %
92.0 %
3.8 %
4.2 %
45.0 %
75.1 %
35.5 %
37.9 %
26.6 %
19.4 %
51.7 %
22.5 %
13.8 %
63.7 %
69.8 %

CABA: Autonomous City of Buenos Aires
GBA: Greater Buenos Aires. HT: Hypertension, HDL-C: Cholesterol carried by high-density lipoproteins. WC: Waist circumference. BMI: Body
mass index. MS: Metabolic syndrome.

women with less and more than five-year amenorrhea is shown in Table 4. The latter were older (p <
0.0001), and evidenced higher prevalence of hypercholesterolemia and elevated BMI (p = 0.01 and p =
0.003, respectively) without significant differences in
the other variables.
The probability of HT, cholesterol 200 > mg/dL,
HDL-C < 50 mg/dL, triglycerides > 150 mg/dL or DM
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Table 2. Patient mean age according to presence or absence of
vascular risk factors.
Variable

HT
No
Yes
Cholesterol ≥ 200 mg/dL
No
Yes
HDL-C < 50 mg/dL
No
Yes
Triglycerides ≥ 150 mg/dL
No
Yes
Diabetes
No
Yes
WC > 88 cm
No
Yes
BMI ≥ 25
No
Yes
Sedentarism
No
Yes
Smoking
No
Yes
Depression Symptoms
No
Yes

Age

associated with weight and sedentarism and hypertriglyceridemia only with weight and increased WC.
Diabetes was only correlated with age.

p

DISCUSSION
50.9 ± 5.2
52.9 ± 5.0

< 0.001

49.8 ± 5.1
52.1 ± 5.1

< 0.0001

51.3 ± 5.3
51.8 ± 4.9

0.43

51.0 ± 5.2
52.1 ± 5.3

0.05

51.2 ± 5.2
53.6 ± 5.7

0.02

50.8 ± 5.5
52.0 ± 4.8

0.01

51.0 ± 5.4
51.5 ±5.1

0.37

51.6 ± 5.4
51.2 + 5.0

0.38

51.7 ± 5.4
50.3 ± 4.2

0.01

51.1 ± 5.3
51.0 ± 5.1

0.90

HT: Hypertension, HDL-C: Cholesterol carried by high-density lipoproteins. WC: Waist circumference. BMI: Body mass index.

were respectively related to other independent factors: postmenopause, age, weight, BMI > 25, WC >
88 cm and sedentarism, which are usually associated
with dependent variables and the MS. (Table 5)
In the univariate analysis, HT was associated with
all the factors, except postmenopause, while hypercholesterolemia was correlated with age and postmenopause. Low HDL-C was associated with weight, BMI
> 25, WC > 88 cm and sedentarism. Hypertriglyceridemia correlated with age, weight, BMI > 25 and WC
> 88 cm. On the other hand, DM was related with age,
BMI > 25 and increased WC. With the exception of
hypercholesterolemia, none was associated with postmenopause.
Multivariate regression analysis showed that HT
would be determined by age, weight and sedentarism.
The relationship of hypercholesterolemia with age
and postmenopause showed it was only correlated
with the former. Presence of low HDL-C would be

Presence of VRFs was evaluated as part of a routine
examination in a sample of women, with an average
age of 51 years, who consulted for alterations or cessation of menstruation and related symptoms. A high
proportion of VRFs was found in these patients: HT in
22%, hypercholesterolemia in 67.7%, hypertriglyceridemia in 30%, HDL-C <50 mg/dL in 20%, DM in 4%,
MS in 19.4%, overweight and/or obesity in 65%, and
SMK in 22.5%. Moreover, 50% were sedentary and
there was high prevalence of depression symptoms. In
a sample of climacteric patients of similar age, Pramparo et al found comparable prevalence of dyslipidemia,
DM and SMK, but a higher HT ratio. (13).
In this registry, HT, hypercholesterolemia, hypertriglyceridemia, DM and WC > 88 cm, were associated
with older age, whereas smokers were younger. Izumi
et al. observed an increase in postmenopausal BP attributed to the age of menopause onset and the time
elapsed since (14)
In our study, postmenopausal women were thinner
and had higher concentrations of total cholesterol and
LDL-C. Similar observations in relation to weight and
lipid profile were obtained by Feng et al. and Halperin
et al. (15, 16)
No major differences were observed in VRFs
prevalence between those with more or less than five
years amenorrhea, except that the former were older,
and cholesterol ≥ 200 mg/dL and BMI ≥ 25 occurred
in a greater proportion of women. Moreover, the association of postmenopause with hypercholesterolemia,
HT or DM lost significance in the multivariate analysis which included age as covariate. Crawford also
found no weight gain association in the transition to
menopause in climacteric patients. (17) Cifkova et al.
reported no major differences in HT, SBP and DBP
in climacteric women associated to premenopausal or
postmenopausal stages. (18) Nabeno et al. observed
that triglyceride levels were correlated with age and
not with menopause (19) Finally, although Casiglia et
al. found higher BP and insulinemia values, increased
ventricular mass, glucose intolerance, frequent dyslipidemia, more adiposity, and higher values of creatinine and microalbuminuria during postmenopause,
these differences disappeared when analyzes were
adjusted for age; consequently, they established that
vascular effects attributed to postmenopause could be
due to aging. (11, 20)
Obesity, especially the abdominal type, is associated with metabolic disorders contributing to increased
mortality and cardiovascular disease. (21) Fat deposit
increases with age in both sexes, accelerating during
menopause, although before menopause, the risk profile may deteriorate due to fat accumulation. (10) In
our sample, the prevalence of women with BMI ≥ 25
was high, 45% had WC > 88 cm and 75% had WC >
80 cm. Therefore, overweight and/or obesity detection
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Table 3. Prevalence of vascular risk
factors in premenopausal (n = 151;
37.5%) and postmenopausal women (n = 252; 62.5%).

Variables

Premenopausal
%

Postmenopausal
%

O.R.

p

HT
SBP, mm Hg
DBP, mm Hg
Total Cholesterol ≥ 200 mg/dL
Total Cholesterol, mg/dL
HDL-C< 50 mg/dL
HDL-C, mg/dL
LDL-C, mg/dL
Triglycerides ≥ 150 mg/dL
Triglycerides, mg/dL
Diabetes
Glycemia, mg/dL
Weight (average)
WC > 88 cm (ATP III)
WC > 80 cm (IDF)
WC, cm (average)
BMI ≥ 25
BMI (average)
MS
Sedentarism
Smoking
Nº of cigarettes/day
Beck ≥ 9

20.6
118.8±20.0
72.0±13.2
60.7
211.8±38.7
23.1
61.7±16.2
129.8±37.3
27.1
123.5±65.2
4.2
97.2±31.4
70.1±13.0
45.2
83.0
89.4±12.0
72.8
28.3±5.4
21.5
55.7
24.0
9.2±8.2
69.9

23.1
120.0±18.1
72.5±11.6
72.9
225.6±41.1
19.4
63.7±18.5
141.27±40.5
29.9
128.5±66.6
5.0
98.5±33.4
65.6±13.6
44.9
70.0
86.9±13.4
59.2
26.9±5.3
18.0
48.0
19.4
11.8±11.9
68.9

1.15 (0.69-1.92)

0.57
0.53
0.72
0.01
0.001
0.38
0.26
0.005
0.55
0.47
0.70
0.70
0.001
0.94
0.004
0.06
0.006
0.01
0.39
0.13
0.28
0.29
0.85

1.74 (1.13-2.68)
0.80 (0.48-1.31)

1.14 (0.72-1.81)
1.21 (0.44-3.29)

0.98 (0.65-1.48)
0.47 (0.28-0.79)
0.54 (0.34-0.84)
0.80 (0.47-1.34)
0.73 (0.48-1.10)
0.76 (0.46-1.25)
0.95 (0.59-1.53)

HT: Hypertension. SBP: Systolic blood pressure. DBP: Diastolic blood pressure. HDL-C: Cholesterol carried by
high-density lipoproteins. LDL-C: Cholesterol carried by low-density lipoproteins. WC: Waist circumference.
ATP III: Adult Treatment Panel III. IDF: International Diabetes Federation. BMI: Body mass index. MS: Metabolic
syndrome.

Table 4. Prevalence of vascular risk
factors in postmenopausal women
with less than 5 years after menopause (n = 109; 43.3%) and with
more than 5 years after menopause (n = 143; 56.7%).

Variables

< 5 y. after
menopause %

> 5 y. after
Menopause %

Age, years (mean)

50.6±3.4

55.7±5.1

<0.0001

Weight, kg (mean)

66.2±12.8

65.1±14.2

0.53

HT

19.0

26.1

1.50 (0.80-2.83)

0.20

Total Cholesterol ≥ 200 mg/dL

65.1

78.9

1.99 (1.13-3.51)

0.01

HDL-C < 50 mg/dL

23.9

16.1

0.61 (0.32-1.14)

0.12

Triglycerides ≥ 150 mg/dL

26.7

32.4

1.31 (0.74-2.30)

0.33

Diabetes

3.9

5.8

1.53 (0.44-5.24)

0.49

WC > 88 cm (ATP III)

41.1

47.8

1.31 (0.78-2.18)

0.29

WC > 80 cm (IDF)

70.1

69.9

0.98 (0.56-1.71)

0.96

BMI > 25

48.6

67.4

2.18 (1.29-3.70)

0.003

MS

16.0

19.6

1.27 (0.65-2.48)

0.47

Sedentarism

48.6

47.6

0.95 (0.58-1.57)

0.86

Smoking

23.1

16.5

0.65 (0.34-1.23)

0.19

Beck ≥ 9

67.7

69.9

1.10 (0.61-2.00)

0.73

O.R.

p

HT: Hypertension, HDL-C: Cholesterol carried by high-density lipoproteins. WC: Waist circumference. BMI:
Body mass index. MS: Metabolic syndrome.

would be important in order to apply suitable preventive measures. (22)
The collection of risk factors in MS that increase
the probability of developing CVD should be routinely
assessed. Conflicting reports have associated varia-

tions of some VRFs in the MS with postmenopause
or with age. (23-27) Epidemiological studies show different MS prevalence, which may be related to genetic, cultural and/or socioeconomic factors of different
ethnic groups. In our sample, the incidence of MS was
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Table 5. Univariate and multivariate logistic regression analysis of the association between HT, Cholesterol ≥ 200 mg/dL, HDL-C <
50 mg/dL, triglycerides ≥ 150 mg/dL and DM with Age, Weight, BMI ≥ 25, WC > 88 cm, sedentarism and postmenopause. In the
multivariate analysis, the significant univariate regression variables were used.
Univariate
Analysis

HT
OR

p

Cholesterol >200
OR

p

HDL-C < 50
OR

p

Triglycerides >150
OR

p

DM
OR

p

Age

1.07 (1.03-1.12)

< 0.001

1.10 (1.05-1.15)

< 0.001

1.02 (0.97-1.06)

0.49

1.04 (1.00-1.08)

0.05

1.11 (1.02-1.20)

0.01

Weight

1.05 (1.03-1.07)

< 0.001

0.99 (0.98-1.01)

0.24

1.05 (1.03-1.07)

< 0.001

1.03 (1.02-1.05)

< 0.001

1.01 (0.97-1.04)

0.67

BMI ≥ 25

2.01 (1.18-3.41)

0.01

1.20 (0.79-1.83)

0.38

2.51 (1.43-4.40)

0.001

1.58 (0.99-2.53)

0.05

4.23 (0.98-18.17)

0.05

WC >88 cm

2.52 (1.55-4.09)

< 0.001

1.16 (0.84-1.90)

0.27

3.28 (2.00-5.36)

< 0.001

2.96 (1.90-4.62)

< 0.001

4.16 (1.34-12.84)

0.01

Sedentarism

1.70 (1.05-2.74)

0.03

1.42 (0.95-2.12)

0.08

1.86 (1.16-2.99)

0.01

1.09 (0.71-1.67)

0.68

0.94 (0.36-2.41)

0.89

Postmenopause

1.16 (0.70-1.93)

0.57

1.74 (1.14-2.68)

0.01

0.80 (0.49-1.31)

0.38

1.15 (0.72-1.82)

0.55

1.21 (0.45-3.26)

0.70

Multivariate

HT

p

Cholesterol >200

p

HDL-C<50

p

Triglycerides >150

p

DM

p

analysis

OR

OR

Age

1.10 (1.04-1.15)

< 0.001

Weight

1.06 (1.03-1.09)

< 0.001

BMI≥ 25

0.63 (0.30-1.34)

WC > 88 cm
Sedentarism
Postmenopause

1.09 (1.04-1.15)

OR

OR
1.10 (1.00-1.20)

0.04

0.13

2.31 (0.43-12.46)

0.32

0.01

2.75 (0.76-10.00)

0.12

0.01

1.03 (0.99-1.08)

0.12

1.03 (1.01-1.06)

0.94

1.03 (1.00-1.05)

0.04

0.23

0.98 (0.46-2.08)

0.20

0.60 (0.31-1.18)

0.99 (0.48-2.03)

0.97

1.56 (0.78-3.14)

0.03

2.30 (1.21-4.38)

1.75 (1.04-2.94)

0.03

1.72 (1.03-2.86)
1.11 (0.67-1.83)

0.001

OR

0.68

HT: Hypertension, HDL-C: Cholesterol carried by high-density lipoproteins. DM: Diabetes mellitus. WC: Waist circumference. BMI: Body mass index.
MS: Metabolic syndrome.

19.4% and among postmenopausal women, 18.0%.
Hidalgo et al. found MS in 41.5% of postmenopausal
Ecuadorian women. (28) Another study of 3965 Latin-American women reported MS in 28.1% of women
with ages between 40-44 years and in 42.9% with ages
between 60-64 years, a finding that was attributed to
MS increase with age and with time since menopause.
(29) Janssen et al. observed 20-30% MS prevalence
in middle-aged U.S. women. The incidence of MS increased in the interval comprised between 6 years
before and 6 years after the last menstrual period,
associated to progressive androgenicity. (23) Qader et
al. found 11.6% MS prevalence in Swedish climacteric
women. (30)
It is important to detect depression symptoms, as
these may favor the occurrence of vascular events with
worse clinical outcome. (31) In our sample, we found
a high proportion of depression symptoms, possibly
related to certain vital life issues during this stage
(death of relatives, growth of children, separations,
etc.). Raikkonen et al. reported a higher prevalence
of MS and a greater progression of carotid lesions in
postmenopausal women with depression disorders
(32, 33)
The conflicting findings regarding the relationship of VRFs and CVD onset with post menopause or
aging may result from differences between samples,
their size, age range, time of amenorrhea, natural or
surgical menopause, hormonal differences, or perhaps
unsuitable designs for the study of postmenopause.

Moreover, Kok et al. propose that the presence of
various VRFs could anticipate the age of menopause.
They observed in 695 women of the Framingham cohort that those who had VRFs during premenopause
had premature menopause compared to those without VRFs. (34) This could explain the contradictory
results of CVD frequency in relation to age of menopause and hormone replacement therapy effects. Further research is needed to clarify these points.
Limitations

The limitations of this research are those typical of
a cross-sectional study, in addition to a possibly not
sufficiently large sample size. Moreover, these women
might present some bias regarding undefined characteristics of those who consulted and which could
determine their attendance at the hospital. External
validation or inference is the extent to which the results of a study can be applied to individuals who have
not been part of it. (35) Our study provides data for
women in the metropolitan area of Buenos Aires and
the results are consistent with other epidemiological
Argentine and foreign studies.
Conclusions and final comment

A high prevalence of dyslipidemia, sedentarism, depression symptoms, overweight and obesity was seen
in this sample. Hypertension, DM and hypercholesterolemia were significantly associated with age, but not
with postmenopause.
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RESUMEN
Epidemiología de los factores de riesgo vascular en mujeres climatéricas. Experiencia de un consultorio multidisciplinario de climaterio en un hospital público de
Buenos Aires
Introducción

En las mujeres, la aparición de eventos vasculares se incrementa luego de la menopausia. Para disminuir su impacto en
relación con la morbimortalidad, se deben detectar y controlar los factores de riesgo vascular.
Objetivo

Analizar los factores de riesgo vascular en mujeres climatéricas. Investigar las diferencias de estos factores entre las premenopáusicas y las posmenopáusicas. Evaluar la presencia
de hipertensión arterial, diabetes mellitus y/o dislipidemia
en asociación con la edad y/o la posmenopausia.
Material y métodos

Estudio de corte transversal de mujeres que consultaron
consecutivamente al Consultorio Multidisciplinario de Climaterio entre 2004 y 2009 por síntomas relacionados con
alteraciones y/o cese de la menstruación. Se evaluaron: edad,
presión arterial, perímetro de la cintura (PC), índice de masa
corporal (IMC), glucemia, colesterol total, C-HDL, C-LDL,
triglicéridos, síndrome metabólico (SM), sedentarismo, tabaquismo (TBQ) y síntomas depresivos.
Resultados

Se analizaron 440 mujeres, edad 51,4 ± 5,2 años, mediana
51,0 años; el 62,5% eran posmenopáusicas. Se halló hipertensión arterial en el 22,1%, diabetes mellitus en el 4,2%,
colesterol total ≥ 200 mg/dl en el 67,7%, C-HDL < 50 mg/
dl en el 20,6%, hipertrigliceridemia en el 28,5%, PC > 88
cm en el 45,0%, PC > 80 cm en el 75,1%, IMC ≥ 25 en el
64,5%, SM en el 19,4%, sedentarismo en el 51,7%, TBQ en el
22,5% y síntomas depresivos en el 69,8%. Las posmenopáusicas tuvieron más colesterol total y menor peso. Aquellas con
más de 5 años de amenorrea presentaron mayor colesterol
total y mayor peso. Las fumadoras fueron más jóvenes. La
hipertensión arterial, la diabetes mellitus y la dislipidemia
se asociaron con la mayor edad y no con la posmenopausia.
Conclusiones

Se observaron prevalencias elevadas de dislipidemia, sobrepeso, sedentarismo y síntomas depresivos. La hipertensión
arterial, la diabetes mellitus y la dislipidemia se asociaron
con el envejecimiento.
Palabras clave > Climaterio - Factores de riesgo vascular 		
Síndrome metabólico - Envejecimiento
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