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1. INTRODUCTION

Cardiovascular disease (CVD) is still a major cause of premature death across
Europe and in our country. According to the latest World Health Organization (WHO)
data Coronary heart disease deaths in Lithuania reached 38.3% of total deaths. The age
adjusted death rate was 233.7 per 100,000 of population ranks Lithuania #14 in the
world. Since seventies of the past century CVD mortality in the European Union (EU)
countries declined more than twice, while in Lithuania, it even did not reach the level of
the EU countries at the seventies of the twentieth century.

The etiology of coronary heart disease (CHD) is multifactorial. It is the result of
interaction between genetic, lifestyle and environmental factors. Atherogenesis begins in
childhood and develops in populations at different rates according to environmental
factors. By the time that heart problems are detected, the underlying cause
(atherosclerosis) is usually quite advanced, having progressed for decades. There is
therefore increased emphasis on preventing atherosclerosis by modifying risk factors. It is
well accepted that the majority of known classical risk factors for cardiovascular disease
can be modified using specific prevention measures. These included smoking,
dyslipidemia, hypertension, diabetes, abdominal obesity, psychosocial factors, daily
consumption of fruits and vegetables, moderate alcohol consumption, and regular
physical activity. Although any major risk factor left untreated has the potential to lead to
CHD, a very important concept is that multiple risk factors tend to increase the risk
synergistically. In the Framingham Heart Study, hypertension was found to occur in
isolation in less than 20% of the cases. More than 50% of the patients with hypertension
had clusters of 2 or 3 major risk factors. So CHD risk rises with the burden of other risk
factors.

It has been estimated that nearly half of the decline in cardiovascular mortality is
due to earlier diagnosis and more aggressive treatment of CVD, while the remaining half
is attributable to favourable changes in the profile of risk factors, such as the decline in
cigarette smoking and the aggressive management of blood pressure and lipids. A

comprehensive action for CHD prevention should include three components: a population



strategy, a high-risk strategy and the prevention of recurrent CHD events. Several very
successful primary prevention programs were carried out in Europe — North Karelia
project in Finland and Slovenian primary prevention program.

When analysing the situation regarding clinically oriented primary cardiovascular
prevention in Lithuania within the period 2003-2005, we identified very low activity in
this field. Despite the positive changes in adult smoking prevalence in Lithuania, the
cardiovascular risk of the population in Lithuania still remains high. Extremely low rates
of blood pressure control, a high prevalence of dyslipidemia and limited use of lipid
lowering medication, unhealthy eating habits and low level of regular physical activity

are typical of the Lithuanian population.
1.1. The Goal of the research

e To determine the cardiovascular risk profile in Lithuanian subjects of employable
age without overt cardiovascular diseases and evaluate the effectiveness of

preventive measures.

1.2. The Objectives of the research

1. To evaluate the cardiovascular risk profile in the middle-aged Lithuanian subjects.
To analyse the profile of risk factors concomitant to arterial hypertension.

To analyse the profile of risk factors concomitant to dyslipidemia.

To analyse the profile of risk factors concomitant to metabolic syndrome.

To evaluate the treatment and control of hypertension.

A

To assess the prevalence and changes of cardiovascular risk factors in the middle-
aged Lithuanian subjects in 2009-2012.
7. To evaluate the prevalence of cardiovascular risk factors of high-risk persons’,

which were referred to a specialized cardiovascular prevention unit.

1.3. The Novelty of the research

Even though Lithuania has a higher mortality rate from CVD than other European

countries, there is still too little data on the prevalence of risk factors and their control.
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There have been some studies related to cardiovascular risk factor prevalence, however,
these studies have been limited to certain geographic regions or specific subject groups.
Some of the most important of these studies are MONICA and CINDI projects.

First of all, during MONICA study only the citizens of Kaunas city of age 35 to
64 years were examined. 2413, 1762, 1231 and 1403 subjects were examined during this
study in 1983-1984, 1986-1987, 1992-1993 and 2001-2002 periods respectively.

What is more, during CINDI project citizens of only five Lithuania, regional centres
(Joniskis, KaiSiadoriai, Kretinga, Kupiskis and Varéna) have had their health checked.
During the first health inspection (1987) 2695 subjects have been examined (1240 males
and 1455 females), during the second (1993) — 1550 (680 males and 870 females), during
the third (1999) — 1838 (817 males and 1021 females) and during the fourth 1739 (741
males and 998 females).

Furthermore, despite the fact that during these two largest studies evaluating the
prevalence of risk factors only Kaunas or other five region citizens have been examined,
the number of examined subjects is also quite low (from 1231 to 2695), therefore the
prevalence of risk factors in Lithuania cannot be determined according to these studies. In
order to decrease morbidity from cardiovascular diseases, continuous risk factors,
monitoring and informing the society about their prevalence and control methods are
required. According to the latest data as much as 80% of deaths from cardiovascular
diseases can be avoided when controlling risk factors.

The Lithuanian High Cardiovascular Risk (LitHiR) Primary Prevention Program,
directed at subjects falling into groups of high cardiovascular risk, has been started in
2006. 94.8% of all primary health care institutions are participating. According to this
program men of 40-55 years and women of 50-65 years are being examined, that is the
part of the population which has a good effect of controlling risk factors. The aim of this
program was to develop a clinically oriented nationwide program for the assessment of
cardiovascular risk in subjects of employable age without overt CVD, with a view to

pursuing aggressive modification of risk factors in those with elevated risk.



2. STUDY SUBJECTS AND METHODS

The research was carried out in 2010-2014 in Vilnius University SantariSkés
Clinics (VUL SK). In order to carry out the research, the approval No. 158200-10-330-
115 of Committee of Ethics of Research in Biomedicine of Vilnius region was obtained.
This research describes the analysis of the cardiovascular risk profile in the group of
23,204 subjects enrolled into the program on the primary level from 2009 to 2011. High-
risk subjects were referred to a specialized cardiovascular prevention unit (CVPU) by
their primary physician for additional examination, reassessment of their risk, and
provision of recommendations for cardiovascular prevention and treatment of the risk
factors. We analysed the data of 2,908 subjects at a specialized level.

The Lithuanian High Cardiovascular Risk (LitHiR) primary prevention program
for the identification of patients at high-risk of cardiovascular disease and the
implementation of methods of primary prevention (hereinafter referred to as “LitHiR
program”) reimbursed from the Statutory Health Insurance Fund was started in Lithuania
since 2006. The number of the primary health care institutions (PHCI) participating in the
LitHiR program starting from 2006 grow from 101 in 2006 up to 398 in 2012 (Figure 1).
That means participation of 398/420 — 94.8% of all the primary care institutions
participating in the project. These institutions uniformly cover the whole country. In
20062012 overall 820,152 persons were examined (18.09 — 27.44% of all target

populations). On Figure 2 is presented the inclusion of the subjects by year.
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2.1. Selection and grouping of participants

LitHiR program recruited men — at the age of 40—-54 years and women — 50—64

years without overt cardiovascular disease. The two-level approach — primary health care

institutions and specialized cardiovascular prevention units — was applied.

years.

The exclusion criteria (not enrolment into the program) were:

proved (clinically evident) coronary heart disease (CHD): myocardial infarction
or unstable angina, angina on effort with positive stress test results, coronary
pathology found on coronaroangiography or multislice computed tomography
angiography, coronary artery bypass grafting, or angioplasty, acute coronary
events in the past;

proved (clinically evident) cerebrovascular disease: acute cerebrovascular events
in the past or proved stenoses in the carotid arteries;

proved (clinically evident) peripheral artery disease: acute ischaemic syndrome,
proved chronic ischaemia in limbs, aortic aneurism;

end stage oncological disease;

any other end stage somatic disease.

Recruitment into the program by the PHCI was carried out in three ways:
Providing the information to the persons of a particular age who visit PHCI
institutions for various reasons;

Actively inviting persons of the appropriate age, registered with a PHCI by phone
or in written form, after the evaluation of their medical records;

Providing public communication on the implementation of the LitHiR program
through mass media, internet and organizing diagnostics on the days specified.
Age of the participants: males from 40 to 55 years and females from 50 to 65
Participants included into the program by the PHCI underwent a physical

examination, risk profile — lifestyle (smoking, physical activity, dietary patterns) analysis,

personal and family patterns of cardiovascular disease in the first degree blood relatives

(siblings and offspring less than 45 in men and 55 in women), anthropometry (height,

weight, waist circumference and body mass index (BMI), defined as weight in kilograms

divided by height (in meters squared)), blood pressure and pulse determination. In all
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participants 12 lead electrocardiogram (ECG) was registered. Serum total cholesterol,

high-density lipoprotein (HDL) cholesterol, triglycerides, calculated low-density

lipoprotein (LDL) cholesterol was carried out and plasma glucose was sampled for the

estimation of fasting blood glucose levels. The overall cardiovascular risk according to

the risk estimation SCORE (Systematic Coronary Risk Evaluation) system, approved by

the European Society of Cardiology, was calculated.

The methods chosen to achieve the objective are as follow:

case group, consisting of patients with arterial hypertension (AH), and control
group, consisting of patients without AH. Arterial hypertension was determined
when arterial blood pressure was at least 140, or diastolic blood pressure at least
90 mm Hg, or when antihypertensive medications were used.

case group, consisting of patients with dyslipidemia, and control group, consisting
of patients without dyslipidemia. Dyslipidemia was identified whenever total
cholesterol was more than 5 mmol/l, or LDL cholesterol more than 3 mmol/l, or
HDL cholesterol less than 1.0 mmol/l in the men and less than 1.2 mmol/I in the
women, or triglycerides more than 1.7 mmol/l.

case group, consisting of patients with metabolic syndrome, and control group,
consisting of patients without MS. Metabolic syndrome (MS) was assessed in
accordance with the National Cholesterol Education Program (NCEP, 2005) III

modified criteria.

2.2 Course of the Research

Course of the research on the primary level:
History of CVD risk factors, other diseases and medications used was obtained
during the interview of participant.
Height, body mass, waist circumference and body mass index (BMI), defined as
weight in kilograms divided by height (in meters squared)), as well as arterial
blood pressure and pulse of all patients was measured.
Samples of venous blood were taken for biochemical tests. Participants were

recommended to not eat at least 10 hours before tests.
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e General practitioners at PHCI have been filling the specially designed protocols,
which were analyzed in this research.
Course of the research at a specialized level:

e History of CVD risk factors, other diseases and medications used was obtained
during the interview of participant.

e Height, body mass, waist circumference, arterial blood pressure of all patients was
measured, as well as samples of venous blood were taken for biochemical tests.
Participants were recommended to not eat at least 12 hours before tests. Also,
patients should not smoke and, drink alcohol or tea before testing.

e In this research we analyzed the data of 2,908 subjects, which were available as

electronic documents.
2.3. Study methods

Arterial blood pressure (BP) was measured according to recommendations for
correct BP measurement based on the Guidelines of the European Society of
Hypertension, 2007. After patient was seated for approximately 5 minutes in quiet
environment standard cuff is put on his forearm at heart level. It was recommended to
take mean of three arterial blood pressure measurements. Arterial hypertension was
determined when arterial blood pressure was at least 140, or diastolic blood pressure at
least 90 mm Hg, or when antihypertensive medications were used. Hypertension was
considered as controlled whenever the objectives of the 2013 ESH/ESC Guidelines were
met (blood pressure below 140/90 mm Hg).

Waist circumference was measured. Measurements were performed at median
line of waist between the lower rib margin and wing of ileum was measured while patient
held his/her breathe. The abdominal obesity was determined when waist circumference >
102 cm for men or > 88 cm for women.

Body mass index (BMI) was calculated, defined as weight in kilograms divided

by height (in meters squared). The categories of body mass index are presented in table 1.

13



Table 1. The categories of body mass index

Body mass index Categories
Less than 18.5 Underweight
18.5-24.9 Normal weight
25-29.9 Overweight

30 and more Obesity

A family history of CHD was considered when having first to third generation

relatives with the history of CHD or death from coronary diseases (siblings and offspring

less than 45 in men and 55 in women).

Dyslipidemia was identified whenever total cholesterol was more than 5 mmol/l,

or LDL cholesterol more than 3 mmol/l, or HDL cholesterol less than 1.0 mmol/l in the

men and less than 1.2 mmol/l in the women, or triglycerides more than 1.7 mmol/l. .

Severe dyslipidemia defined as total cholesterol > 7.5 mmol/l, LDL cholesterol > 6

mmol/l or triglycerides > 4.5 mmol/l.

MS was assessed according to modified NCEP ATP III criteria. 3 or more of the

following factors had to be present:

1.
2.

waist circumference in males > 102 cm, in females > 88 cm;
systolic blood pressure > 130 mm Hg and/or diastolic blood pressure > 85 mm Hg

or hypertensive medications are used;

. blood glucose level (fasting) > 5.6 mmol/L; or type 2 diabetes mellitus is

diagnosed;

triglycerides (TG) > 1.7 mmol/L or special treatment to lower TG level is applied;
high density lipoprotein (HDL) cholesterol < 1 mmol/L in males and < 1.2
mmol/L in females.

Risk of all patients involved in this study was calculated according to SCORE

(Systemic Coronary Risk Evaluation) risk assessment scale. Patient’s gender, smoking,

total cholesterol blood level, age, systolic blood pressure at the day of examination are

14



evaluated in this scale. SCORE defines risk to die from cardiovascular disease within 10
years (for 40-65 year old subjects). Subject’s risk to die from cardiovascular disease

within 10 years is expressed in percent. Risk > 5 percent considered as increased.
2.4. Methods of statistical analysis

For continuous variables, the following descriptive statistics are reported: means,
standard deviations (SD), 95% confidence interval (CI). For categorical data frequencies
are reported. In case of dichotomous categorical variables, we also provide confidence
intervals for proportions of interest (e.g., diabetes, smoking, etc.). These intervals are
obtained using the relationship between beta and binomial distributions. Continuous
variables were compared with the help of the univariate analysis of variance (ANOVA).
Categorical variables were compared with the help of the chi-square test. All reported p-

values were two-tailed. The level of significance was set to 0.05.
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3. RESULTS

3.1 General characteristics of study subjects

The total amount of the subjects involved in the LitHiR program at the PHCI in
the period of 2006 to 2012 was 820,152. Since July 2009, general practitioners at PHCI
have started filling specially designed protocols. The total number of the participants in
the analysis was 23,204. The summary statistics for continuous and categorical variables
were presented in Table 2. In brief, the average (£ SD) age of the participating patients
was 52.6 (£ 6.1); 59.9% (13, 896) of them were females. 57.6% of the subjects had
arterial hypertension, 10.1% had diabetes mellitus, 20.8% were current smokers, and
31.5% had metabolic syndrome. In the present study, we found a very high prevalence of
dyslipidemia (89.7%). Unhealthy nutrition was present in 61.6% (95% CI = 61.0% —
62.2%) of the cases. The prevalence of insufficient physical activity in the whole sample
accounted for 49.9% (95% CI = 49.2% — 50.5%) cases. The men were more active than
the women (54.4% of the women and 43.1% of the men were insufficiently active,
p<0.001). Family history of CHD was present in 22.0% cases of the men and in 24.7% of
the women (p<0.001; the total of 23.6%). 12.2% of the patients reported positive family

history of diabetes.
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Table 2. Baseline characteristics of the whole study group.

Total (n=23,204)
Mean = SD (95% CI)

Female (n=13,896) *
Mean = SD (95% CI)

Male (n=9,308) *
Mean = SD (95% CI)

Age (years)

Arterial hypertension (%)
Dyslipidemia (%)
Diabetes mellitus (%)
Abdominal obesity (%)
BMI > 30 (kg/m?) (%)
Current smokers (%)

MS (%)

Waist circumference (cm)
BMI (kg/m?)

SBP (mmHg)

DBP (mmHg)

HR (beats/min.)

Fasting glucose (mmol/I)
TC (mmol/1)

LDL-C (mmol/l)

HDL-C (mmol/l)

TG (mmol/1)

SCORE

52.60(52.52; 52.68)
57.6 (57.0; 58.2)

89.7 (89.3; 90.1)

10.1 (9.8; 10.5)

46.6 (46.0; 47.3)

37.3 (36.7; 37.9)

20.8 (20.3; 21.3)

31.5 (30.2; 32.1)

94.32 + 13.70 (94.14;94.49)
29.03 + 5.53 (28.95;29.10)
135.06+17.17(134.84;135.28)
83.24 +9.48 (83.12;83.36)
72.07 + 8.37 (71.96;72.18)
5.41 £ 1.16 (5.39;5.42)

6.06 + 1.18 (6.04;6.07)

3.86 + 1.03 (3.84;3.87)

1.51 +0.42 (1.51;1.52)

1.53 +0.98 (1.52;1.55)

2.04 £ 1.76 (2.02;2.06)

56.09 + 4.38 (56.02;56.16)
63.2(62.4; 64.0)

91.6 (91.2; 92.1)

10.7 (10.2; 11.2)

58.1 (57.2; 58.9)

42.7 (41.9; 43.5)

8.0 (7.5; 8.4)

35.9 (35.1; 36.7)

92.58 + 14.07 (92.34;92.81)
29.67 + 5.92 (29.60;29.79)
136.20 +17.77(135.91;136.50)
83.21 +9.47 (83.06;83.37)
72.34 + 8.00 (72.20;72.47)
5.38 + 1.15 (5.36;5.40)

6.21 +1.17 (6.206.23)

3.95 + 1.03 (3.93;3.97)

1.60 + 0.41 (1.59;1.61)

1.46 + 0.85 (1.44;1.47)

1.93 + 1.54 (1.91;1.96)

4738 + 4.37 (47.30;47.47)
49.2 (48.2; 50.2)

86.9 (86.1; 87.5)

9.3 (8.7;9.9)

29.5 (28.6; 30.5)

29.3 (28.3; 30.2)

40.0 (39.0; 41.0)

24.9 (24.0; 25.8)

96.91 + 12.68 (96.65;97.17)
28.04 + 4.73 (27.94;28.13)
133.35+16.10(133.03;133.68)
83.28 + 9.49 (83.09;83.48)
71.67 + 8.87 (71.49;71.85)
5.44 + 1.18 (5.42;5.47)
5.82 + 1.16 (5.80;5.85)
3.72 £ 1.01 (3.70;3.74)

1.38 + 0.40 (1.36;1.37)

1.65 + 1.13 (1.63;1.67)
2.20 +2.00 (2.16;2.24)

BMI - body mass index; MS - metabolic syndrome, SBP — systolic blood pressure, DBP — diastolic blood pressure, HR — heart rate, TC — total
cholesterol, LDL-C — low density lipoprotein cholesterol, HDL-C — high density lipoprotein cholesterol, TG — triglycerides.
* — gender groups did not differ with respect to DBP (p= 0.578), groups significantly differed with respect to all other variables at level 0.001
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3.2. Clustering of cardiovascular risk factors in subjects with arterial hypertension

On the basis of elevated blood pressure, all the individuals were divided into two groups:
13,365 with, and 9,839 without arterial hypertension (AH). The two groups were compared in
terms of the presence of risk factors concomitant to blood pressure. All the main risk factors
were more expressed (p<0.001) in the group of the subjects with AH (table 3.). Dyslipidemia
was present in 91.5% (95% CI = 91.0% — 92.0%) of the subjects with AH (as compared to
87.3% without AH), diabetes in 14.4% (95% CI = 13.8% — 15.0%) (as compared to 4.4%
without AH), abdominal obesity in 60.1% (95% CI = 59.3% — 61.0%) of the subjects with AH
(as compared to 28.2% without AH), and metabolic syndrome was present in 49.4% (95% CI =
48.5% — 50.2%) of the subjects with AH (as compared to 7.3% in the subjects without AH). In
order to compare the groups with respect to the cumulative risk, we calculated the total number
of risk factors for each patient. The calculation of the total number of risk factors was based on
the following binary risk factors: dyslipidemia, diabetes mellitus, abdominal obesity, smoking,
metabolic syndrome, insufficient physical activity, nutrition imbalance, and the family
history of CHD. The total number of the cardiovascular risk factors in accordance with the
diagnosis of hypertension was presented in Table 4. The number of the risk factors in both
groups also differed significantly (p<0.01) — median 4 in the AH group and 3 in the group
without AH (Figure 3). 78.0% (n=10, 428) of the patients with hypertension had at least 3

cardiovascular risk factors, as compared to 52.1% in patients without hypertension.
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Table 3. Basline characteristics of the patients with and without arterial hypertension

Total (n=23,204) Mean + SD

(95% CI)

Patients with arterial
hypertension (n=13,365) *
Mean=SD (95% CI))

Patients without arterial
hypertension (n=9,839) *
Mean £ SD (95% CI)

Age (years)

52.60(52.52; 52.68)

53.73 £ 6.04 (53.63; 53.84)

51.06 + 5.88 (50.94; 51.17)

Dyslipidemia (%)

89.7 (89.3;90.1)

91.5 (91.0; 92.0)

87.3 (86.6; 87.9)

Diabetes mellitus (%)

10.1 (9.8; 10.5)

14.4 (13.8; 15.0)

4.4 (4.0;4.8)

Abdominal obesity (%)

46.6 (46.0; 47.3)

60.1 (59.3; 61.0)

28.2(27.3;29.1)

BMI > 30 (kg/m?) (%)

37.3 (36.7; 37.9)

49.9 (49.1; 50.8)

20.1 (19.4; 21.0)

Current smokers (%)

20.8 (20.3; 21.3)

17.8 (17.2; 18.5)

24.9 (24.0; 25.8)

MS (%)

31.5(30.9; 32.1)

49.4 (48.5; 50.2)

73(6.8;7.8)

Waist circumference (cm)

94.32 + 13.70 (94.14;94.49)

97.96 + 13.78 (97.73; 98.20)

89.36+ 11.91 (89.13; 89.60)

BMI (kg/m?) 29.03 +5.53 (28.95;29.10) 30.70 £ 5.77 (30.60; 30.80) 26.77+ 4.25 (26.68; 26.58)
SBP (mmHg) 135.06+17.17(134.84;135.28) 144.68 £15.89(144.41; 144.95) 122.00+£7.52(121.89; 122.14)
DBP (mmHg) 83.24 £ 9.48 (83.12;83.36) 87.81+9.15 (87.66; 87.97) 77.03+ 5.60 (76.92; 77.14)
HR (beats/min.) 72.07 £ 8.37 (71.96;72.18) 73.14 £ 8.74 (72.99; 73.29) 70.61 £ 7.60 (70.46; 70.76)
Fasting glucose (mmol/I) 541 +1.16 (5.39;5.42) 5.56 £ 1.30 (5.54;5.58) 5.20+0.90 (5.18; 5.22)

TC (mmol/l) 6.06 + 1.18 (6.04;6.07) 6.14+ 1.18 (6.12;6.16) 5.94+£1.16 (5.92; 5.97)

LDL-C (mmol/l)

3.86 + 1.03 (3.84;3.87)

3.92 £ 1.03 (3.90;3.93)

3.78+ 1.01 (3.76;3.80)

HDL-C (mmol/1)

1.51 £ 0.42 (1.51;1.52)

1.49 + 0.41 (1.64;1.67)

1.55 +0.43 (1.54;1.57)

TG (mmol/l)

1.53 +0.98 (1.52;1.55)

1.65+ 1.05 (1.64;1.67)

137+ 0.84 (1.36;1.39)

SCORE

2.04 £ 1.76 (2.02;2.06)

2.46+ 2.00 (2.43; 2.50)

1.46 = 1.16 (1.44; 1.49)

BMI - body mass index; MS - metabolic syndrome, SBP — systolic blood pressure, DBP — diastolic blood pressure, HR — heart rate,
TC — total cholesterol, LDL-C — low density lipoprotein cholesterol, HDL-C — high density lipoprotein cholesterol, TG — triglycerides.
* —groups significantly differed with respect to all variables at level 0.001;
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Table 4. Number of risk factors in patients with and without arterial hypertension. The

calculation of the total number of risk factors was based on the following binary risk factors:

dyslipidemia, diabetes mellitus, abdominal obesity, smoking, insufficient physical activity,

nutrition imbalance, metabolic syndrome, and family history of patients with coronary heart

disease.

Number of risk Total (%) Patients with Patients without

factors (n=23,204) arterial arterial
hypertension (%) hypertension (%)
(n=13,365) (n=9,839)

None 1.8 0.9 3.1

1 13.0 8.1 19.6

2 18.2 13.0 25.2

3 22.1 19.8 25.1

4 194 20.7 17.6

5 15.1 21.2 6.8

6 8.2 12.7 2.0

7 2.1 3.2 0.5

8 0.2 0.4 0.02

v'=3095.419, p<0.001, df=8;
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Figure 3. Number of risk factors in patients with and without arterial hypertension

3.3. Prevalence of elevated blood pressure in the whole group and the degree of blood

pressure elevation in hypertensive subjects

Mean blood pressure in the whole group was 135.1/83.2 + 17.2/9.5 mm Hg. Mean blood
pressure was 136.2/83.2 £ 17.8/9.5 mm Hg in the females, and 133.4/83.3 = 16.1/9.5 mm in the
males. Hypertension was more prevalent in the case of the females (63.2%), as compared to the
males (49.2%) (p<0.001). The categories of blood pressure in accordance with gender were
presented in Table 5. Optimal blood pressure was recorded in 5.5% cases only. About 17.4% of
the subjects had grade 1, 11.6%, grade 2, and merely 3.3%, grade 3 hypertension. The prevalence
of undetected hypertension (patients unaware of their hypertension) in the whole sample was
9.4% and was more frequently observed in the case of the males than in the females (12.2% and

7.6%, respectively; p<0.001).
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In the middle-aged hypertensive subjects, grade 1 hypertension was present in 53.1%,
grade 2, in 22.4%, and grade 3, in only 5.9% of the cases. 53.8% of the hypertensive men and
77.7% of the hypertensive women were on anti-hypertensive pharmacological treatment
(p<0.001; overall 69.5%). Among the treated patients, hypertension was well controlled in
23.8% of the men and 25.2% of the women (p=0.177; overall 24.8%). BP was normalized in
17.8% of the patients with at least 3 cardiovascular risk factors and in 21.7% of those with less

than 3 cardiovascular risk factors.

Table 5. Categories of blood pressure according to gender

Blood Pressure (BP) Total (%) Female (%) Male (%)
Optimal BP 5.5 6.1 4.6
Normal BP 26.5 23.8 30.5

High normal BP 21.2 20.0 22.8
Grade 1 hypertension 17.4 17.6 17.1
Grade 2 hypertension 11.6 12.2 10.7
Grade 3 hypertension 33 3.4 3.1
Isolated systolic hypertension 14.6 16.8 11.2

¥'=269.992, p<0.001, df=6;

3.4. Characteristics of subjects with and without dyslipidemia

General practitioners who were filling in the questionnaires noted that dyslipidemia was
present in 62.2% of the subjects, 66.9% of them were women, 54.5% were men. But we found a
very high prevalence of dyslipidemia. It was diagnosed in 89.7% of the subjects, 91.6% of them

being women and 86.9% being men.
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During this study it was discovered that rates of total and LDL cholesterol were

extremely high (6.06 = 1.18 and 3.86 = 1.03 accordingly). Numbers of subjects with such

disorders were also very high: 91.3% of the patients had an increased rate of total cholesterol

(93.9% of them were women and 87.2% were men) and 88.6% had an increased rate of LDL-C

(89.7% of women and 86.8% of men) (table 6). Despite a huge number of subjects having

increased rates of TC and LDL-C, the number of subjects with decreased rate of HDL-C was

quite low (16.7%). What is more, men had a presence of hypertriglyceridemia more often than

women (38.5% and 28.2% respectively).

Table 6. Individual lipidograms characteristics disorders

Lipidograms Total (n =23,204) | Female (n = 13,896)* | Male (n = 9,308)*
characteristics % (N) % (N) % (N)
Dyslipidemiaa 89.7 (20819) 91.6 (12735) 86.9 (8084)

High total cholesterol 91.3 (19008) 93.9 (11961) 87.2 (7047)

High LDL cholesterol | 88.6 (18455) 89.7 (11426) 86.8 (7029)

Low HDL cholesterol 16.7 (3483) 16.5 (2099) 17.1 (1384)
Hypertriglyceridemia 32.2 (6699) 28.2 (3587) 38.5(3112)

On the basis of dyslipidemia diagnosis, all patients were divided into two groups: 20,819

with dyslipidaemia and 2,385 without it. Both groups were compared with the frequencies of risk

factors. All main risk factors except for smoking were present more often among patients with

dyslipidaemia than among those without it (Table 7).
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Table 7. Characteristics of subjects with and without dyslipidaemia

Total (n=23,204)
Average = SD (95% CI)

With dyslipidaemia (n=20,819)
Average = SD (95% CI)

Without dyslipidaemia
(n=2,385)
Average = SD (95% CI)

Arterial hypertension (%)
Diabetes mellitus (%)
Abdominal obesity (%)
BMI = 30 (kg/m?) (%)
Smoking (%)

Metabolic syndrome (%)
Insufficient physical activity (%)
Unbalanced diet (%)
Familial CHD (%)

Waist circumference (cm)
BMI (kg/m?)

SBP (mmHg)

DBP (mmHg)

Heart rate (bpm)

Glucose (mmol/1)

Total cholesterol (mmol/1)
LDL cholesterol (mmol/l)
HDL cholesterol (mmol/l)
Triglycerides (mmol/1)
SCORE index

57.6
10.1
46.6
37.3
20.8
31.5
49.9
61.59
23.6

94.32 + 13.70 (94.14; 94.49)

29.03 + 5.53 (28.95; 29.10)

135.06 + 17.17(134.84;135.28)

83.24 +9.48 (83.12; 83.36)
72.07 + 8.37 (71.96; 72.18)
5.41 +1.16 (5.39; 5.42)
6.06 + 1.18 (6.04; 6.07)
3.86 + 1.03 (3.84; 3.87)
1.51 +0.42 (1.51; 1.52)
1.53 +0.98 (1.52; 1.55)
2.04 + 1.76 (2.02; 2.06)

58.8

10.5

48

383

20.4

34

50.5

62.6

23.9

94.61 + 13.71 (94.43; 94.8)
29.18 +5.51 (29.11; 29.26)
135.44 + 17.22 (135.21; 135.68)
83.44 £9.51 (83.31; 83.57)
72.1 +8.33 (71.99; 72.21)
542 +£1.17 (5.41; 5.44)
6.24 + 1.09 (6.23; 6.26
4.01 +0.96 (4; 4.03)

1.51 +0.43 (1.51; 1.52)
1.6 + 1.01 (1.59; 1.62)
2.12+1.79 (2.1; 2.15)

475
7.3

34.2

28.4

244

10

44.7

52.8

21

91.7 +13.35 (91.17; 92.24)
27.71 +5.59 (27.48; 27.93)
131.71 + 16.38 (131.05;132.37)
81.52+9.05 (81.16; 81.89)
71.79 + 8.66 (71.44; 72.14)
5.28 + 1.08 (5.24; 5.33)

443 +0.42 (4.41; 4.44)

2.5 +0.34 (2.49; 2.51)

1.5 +0.27 (1.49; 1.51)

0.95 + 0.31 (0.94; 0.96)
1.33+1.22(1.28; 1.37)
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In order to assess cumulative risk for patients with and without dyslipidaemia total
number of risk factors has been calculated for each subject. Arterial hypertension, diabetes
mellitus, abdominal obesity, smoking, insufficient physical activity, unbalanced diet, metabolic
syndrome and familial CHD are the risk factors that were taken into account. The total number
of the cardiovascular risk factors in accordance with the diagnosis of dyslipidemia was presented
in Table 8. 3 or more risk factors had been present in 60% of patients with dyslipidaemia and
45.3% of patients without it. The average number of risk factors in subjects with diagnosed

dyslipidaemia was 3.09 and the average number of risk factors for subjects without it was 2.42.

Table 8. Number of risk factors in patients with and without dyslipidemia. The calculation of the
total number of risk factors was based on the following binary risk factors: arterial hypertension,
diabetes mellitus, abdominal obesity, smoking, insufficient physical activity, nutrition imbalance,

metabolic syndrome, and family history of patients with coronary heart disease

Number Total (% (n)) Patients with Patients without
of risk (n=23204) dyslipidemia (%, n), | dyslipidemia (%, n),
factors (n=20819) (n=2385)

None 1.8 (427) 7.6 (1573) 12.8 (306)

1 12.5 (2889) 14.6 (3041) 20.0 (476)

2 17.3 (4005) 17.9 (3721) 21.9 (523)

3 21.6 (5013) 19.5 (4066) 20.1 (480)

4 19.1 (4424) 15.6 (3250) 13.5 (321)

5 16.5 (3829) 14.2 (2966) 7.5(179)

6 8.8 (2039) 8.3 (1720) 3.0(72)

7 2.3(528) 2.1 (434) 1.2 (28)

8 0.2 (50) 0.2 (48) 0.0 (0)

Number of subjects having severe dyslipidemia was 3286 (12.3%). Number of males
amongst them was 1055 (32.9%) and number of females was 2231 (67.1%). In addition, subjects
having SD were also categorized into several groups according to main types of familial
dyslipidemia: hypercholesterolemia, hypertriglyceridemia and mixed dyslipidemia. The number

of patients falling into a group related to hypercholesterolemia was 927 (3.47%). 804 of them
25



had a level of LDL-C between 6 and 6.4 mmol/l and were considered as having a possible
familial dyslipidemia, 97 of them had a level of LDL-C between 6.5 and 8.4 mmol/l and reported
familial CHD and were considered as having a probable hypercholesterolemia and 26 subjects
had a level of LDL-C higher than 8.5 mmol/l and were regarded as having a definite
hypercholesterolemia.

The number of subjects assigned to a group related to hypertriglyceridemia was 500
(1.87%). 471 of them had a level of TG between 4.5 and 10 mmol/l and were considered as
having isolated triglyceridemia, however 29 patients had a level of TG higher than 10 mmol/l
and were regarded as having an increased risk of pancreatitis.

The group related to a mixed dyslipidemia contained 24 (0.1%) patients who had a level
of TG equal to or higher than 4.5 mmol/l and a level of LDL-C equal to or higher than 6 mmol/l.

The group of subjects with severe dyslipidemia also had significantly higher rates of arterial
hypertension (65.4% vs. 56.1%), diabetes mellitus (13% vs. 9.7%), abdominal obesity (53.6%
vs. 45.5%), more than 30 kg/m* body mass index (40.9% vs. 37%), metabolic syndrome (46.9%
vs. 29%), unbalanced diet (69% vs. 62%), insufficient physical activity (50.5% vs. 44.7%),
familial CHD (27.1% vs. 23.6%) and 3 or more cardiovascular risk factors (84.1% vs. 73.8%).
All of these differences had a statistically significant value (p<0.001). However, in the presence
and absence of severe dyslipidemia, differences in rates of smoking (20.5% vs. 21.1%, p=0.405)

were not of statistical importance.

3.5. Characteristics of subjects with and without metabolic syndrome

MS was more prevalent in the enrolled females (35.9% (n=4993)) than in males (24.9%
(n=2320) (p<0.001). In the total study sample, 16.9% of subjects lacked any of the components
of MS. 25.7% of subjects had one, 25.9% had two and only 2.8% had all five components of MS.
Among patients with MS, 60.0% had three, 31.0% had four and 9.0% had all five components of
metabolic syndrome. The most often detected MS parameters in the study subjects were high
blood pressure (58.4%) and central obesity (increased waist circumference 46.6%), while high
triglycerides (38.4%), hyperglycaemia (29.1%) and low HDL cholesterol (15.0%) were found
less frequently (Table 3.5.1.). Gender differences were seen as statistically significant regarding
waist circumference, blood pressure, triglyceride and fasting glucose levels while they were
similar regarding HDL cholesterol (Table 9).
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Table 9. Distribution of the components of the metabolic syndrome in the whole study according

to gender
Total (n=23,204), Female (n=13,896), Male (n=9,308),

Component % (95% CT) % (95% CI) % (95% CT) p
Central obesity 46,6 (46; 47,3) 58,1 (57,2; 58,9) 29,5 (28,6;30,5) | p<0,001
High blood pressure 58,4 (57,7; 59) 63,7 (62.,9; 64,5) 50,4 (49,4; 51,4) | p<0,001
Hyperglycemia 29,1(28,5;29,7) | 28,2 (27.4;28.9) 30,4 (29,5;31,4) | p<0,001
Elevated triglycerides 38,4 (37,8; 39) 37,6 (36,8; 38,4) 39,5 (38,6; 40,5) 0,003
Low HDL-C 15 (14,6; 15,5) 15,1 (14,5; 15,7) 14,9 (14,2; 15,6) 0,622

HDL-C — high density lipoprotein cholesterol.

On the basis of a diagnosis of MS, all the individuals were divided into two groups: 7,313
with and 15,891 without MS. Two groups were compared in terms of the presence of risk factors
concomitant to MS. All the main risk factors, except smoking, were more expressed (p<0.001) in
the group of subjects with MS (Table 10). Dyslipidemia was present in 96,7 % (95% CI = 96.3 -
97.1%) of the subjects with MS (compared to 86.5 % without MS), diabetes — in 25.7% (95% CI
=24.7 - 26.7) (compared to 3.0% without MS), abdominal obesity — in 87.8% (95% CI = 87.0 -
88.5%) of subjects with MS (compared to 27.7% without MS), arterial hypertension was present
in 90.2% (95% CI = 89.5 - 90.9%) of subjects with MS (compared to 42.6% in subjects without
MS). In order to compare the groups with respect to cumulative risk, we have calculated the total
number of risk factors for each patient. Calculation of the total number of risk factors was based
on the following binary risk factors: dyslipidemia, arterial hypertension, diabetes mellitus,
abdominal obesity, smoking, insufficient physical activity, nutrition imbalance and family
history of CHD. The total number of cardiovascular risk factors, according to the diagnosis of
MS is presented in Table 11. A number of risk factors in both groups also differed significantly
(p<0.001) — median 5 in the MS group and 3 — in the group without MS.
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Table 10. Characteristics of subjects with and without metabolic syndrome

Total (n=23,204)
Mean = SD (95% CI)

Patients with MS (n=7,313)*
Mean = SD (95% CI)

Patients without MS (n=15,891) *
Mean = SD (95% CI)

Age (year)

Dyslipidemia (%)
Diabetes mellitus (%)
Abdominal obesity (%)
BMI > 30 (kg/m?) (%)
Current smokers (%)
AH (%)

Waist circumference (cm)
BMI (kg/m?)

SBP (mmHg)

DBP (mmHg)

HR (' beats/min.)

Fasting glucose (mmol/l)
TC

LDL-C

HDL-C

TG

SCORE

52.6 % 6.11 (52.52; 52.68)
89.7 (89.3; 90.1)

10.1 (9.8; 10.5)

46.6 (46; 47.3)
37.3(36.7;37.9)

20.8 (20.3; 21.3)

57.6 (57; 58.2)

94.32 + 13.7 (94.14; 94.49)
29.03 +5.53 (28.96; 29.1)
135.06 + 17.17 (134.84; 135.28)
83.24 + 9.48 (83.12; 83.36)
72.07 +8.37 (71.96; 72.18)
541+ 1.16 (5.39; 5.42)
6.06 = 1.18 (6.04; 6.07)
3.86 + 1.03 (3.84; 3.87)
1.51+0.42 (1.51; 1.52)
1.5440.98 (1.52; 1.55)

2.04 % 1.75 (2.02; 2.06)

54.08 = 6.05 (53.94; 54.22)
96.7 (96.3; 97.1)
25.7(24.7;26.7)

87.8 (87; 88.5)

70 (68.9; 71.1)

16.7 (15.8; 17.5)

90.2 (89.5; 90.9)

104.22 + 12.41 (103.94; 104.5)
33.06 + 5.55 (32.93; 33.18)
144.2 + 17.27 (143.8; 144.59)
87.48 +9.56 (87.26; 87.7)
73.53 £ 8.61 (73.33; 73.73)
6.02 £ 1.56 (5.99; 6.06)

6.28 +1.23 (6.26; 6.31)

4.01 +1.07 (3.99; 4.04)
1.32+0.38 (1.32; 1.33)
2.13+1.25(2.1;2.16)

2.61+2.1(2.56; 2.65)

51.92 % 6.02 (51.82; 52.01)
86.5 (86; 87)

3(2.7;3.3)

27.7(27; 28.4)

222 (21.6;22.9)
22.7(22.1;23.4)

42.6 (41.8;43.4)

89.76 + 11.71 (89.58; 89.94)
27.18 +4.43 (27.11; 27.25)
130.85+15.41(130.62;131.09)
81.29 + 8.78 (81.15; 81.43)
71.39 +8.16 (71.27; 71.52)
5.12+0.78 (5.11; 5.13)
5.95+1.14 (5.93; 5.97)
3.79+1(3.77;3.8)

1.6+ 0,41 (1.59; 1.6)

1.26 + 0,67 (1.25; 1.27)

178 + 1,5 (1.76; 1.8)

BMI — body mass index; MS — metabolic syndrome, SBP — systolic blood pressure, DBP — diastolic blood pressure, HR — heart rate, TC — total
cholesterol, LDL-C — low density lipoprotein cholesterol, HDL-C — high density lipoprotein cholesterol, TG — triglycerides, AH — arterial
hypertension. * groups significantly differed with respect to all variables at level 0.001.
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Table 11. Number of risk factors in patients with and without metabolic syndrome. Calculation
of the total number of risk factors was based on the following binary risk factors: dyslipidemia,
arterial hypertension, diabetes mellitus, abdominal obesity, smoking, insufficient physical

activity, nutrition imbalance and family history of coronary heart disease

Number of risk Total (%) (n=23,204) Patients with MS (%) | Patients without MS
factors (n=7,313) (%) (n=15,891)
None 1.3 (306) 0(0) 1.9 (306)

1 8.9 (2,063) 0.2 (14) 12.9 (2,049)

2 16.3 (3,777) 3.1(227) 22.3(3,550)

3 20.6 (4,870) 11.0 (806) 25.0(3,974)

4 22.1 (5,124) 21.1 (1,543) 22.5(3,581)

5 19.1 (4,425) 34.7 (2,539) 11.9 (1,886)

6 9.5 (2,201) 23.3(1,702) 3.1 (499)

7 2.1 (480) 5.9 (434) 0.3 (46)

8 0.2 (48) 0.7 (48) 0 (0)

3.6. Prevalence of cardiovascular risk factors in Lithuanian middle-aged subjects, analysis
of the period 2009-2012

Cardiovascular risk factors were examined in 2009 in 9,625 persons (3,592 males, 6,033
females), in 2010 — 7,716 (3,109 males, 4,607 females), in 2011 — 5,018 (2,203 males, 2,815
females), in 2012 — 4,348 (1,912 males, 2,436 females).

The average age of the participating subjects during the four-year period declined
statistically significantly (2009 — 52.94 + 6.02 years; 2010 — 52.61 + 6.15; 2011 — 52.10 £ 6.18;
2012 —-51.94 + 6.22; p <0.001), so we calculated age-adjusted p value.

The mean BMI value decreased significantly year-by-year (2009 — 29.17 + 5.53 kg/m?,
2010 —29.03 + 5.52 kg/m?, 2011 — 28.8 + 5.63 kg/m*; 2012 — 28.92 + 5.51 kg/m?; p = 0.001), as
well as the percentage of people with obesity (2009 — 38.3%; 2010 — 37.2%; 2011 — 35.9%; 2012
—37.8%; p=0.031) (figure 4) and with abdominal obesity (2009 — 48.4%; 2010 — 46.6%; 2011 —
43.6%; 2012 — 45.3%; p < 0.001). Besides, there was no statistically significant change in waist
circumference over the years (2009 — 94.42 + 13.64 cm; 2010 — 94.39 + 13.62 cm; 2011 — 93.95

+13.94 cm; 2012 —94.14 £ 14.08 cm; p = 0.179). A considerable difference in the prevalence of
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abdominal obesity between males and females was found — males were less obese (2009 — 30.2%

vs 59.3%; 2010 — 29.8% vs 57.9%; 2011 — 27.9% vs 55.9%; 2012 — 30.9% vs 56.6%).

50
a5 433

5
NI
]

415 413
40

w
i

30 29.2

w
o

M Females

Prevalence (%)
] ]
o wu

O Males

[EEY
wu
|

=
o
|

i
|

o

2009 2010 2011 2012

Years

Figure 4. Obesity (body mass index > 30 kg/m?) prevalence between males and females within

2009-2012

There was a significant upward trend in the number of smoking subjects (2009 — 19.3%;
2010 — 21.2%; 2011 — 22.9%; 2012 — 22.7%; p < 0.001) in the whole group, although the
numbers were lower than they had been before the conduct of the LitHiR program. A significant
increase in the prevalence of smoking among females (p = 0.013) and no change in smoking
habits among males (p = 0.554) were found during this period. It was also pointed out that the

number of smoking male subjects was five times higher than the number of smoking females

(Figure 5).
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Figure 5. Smoking prevalence between males and females within 2009-2012

In addition, there was a significant downward trend in the number of women with low
physical activity by the year 2011, however, it started rising again in the year 2012 (2009 —
55.5%; 2010 — 54.2%; 2011 — 52.6%; 2012 — 57.4%; p = 0.003), and a significant upward trend
in the number of men (2009 — 42.3%; 2010 — 43.5%; 2011 — 43.6%; 2012 — 51.2%; p < 0.001).
The total number of subjects with an unbalanced diet (2009 — 59.8%; 2010 — 61.7%; 2011 —
63.2%; 2012 — 71.4%; p < 0.001) as well as the number of males (2009 — 59.1%; 2010 — 61.9%;
2011 — 64.5%; 2012 — 75.2%; p < 0.001) and the number of females (2009 — 60.1%; 2010 —
61.6%; 2011 — 62.1%; 2012 — 68.3%; p < 0.001) also had a significant increase.

3.6.1. Trends in blood pressure, prevalence, treatment and control of hypertension

There was also a marked decrease in the percentage of subjects with AH (2009 — 60.2%;
2010 — 57.9%; 2011 — 53.0%; 2012 — 54.5%; age-adjusted p < 0.001). The number of AH
patients with the stage 3 elevation of blood pressure varied over the years (2009 — 3.3%; 2010 —

3.9%; 2011 — 2.9%; 2012 — 3.5%; p = 0.018) but was relatively low. The number of individuals
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on antihypertensive medications decreased significantly (2009 — 72.8%; 2010 — 68.3%; 2011 —
66.3%; 2012 — 63.4%; age-adjusted p-value < 0.001). While applying medical treatment AH
control had also had a significant downward trend (2009 — 26.3%; 2010 — 22.1%; 2011 — 26.3%;

2012 —23.6%; p < 0.001) (Table 12).

Table 12. Blood pressure (mean + SD), prevalence, treatment and control of arterial

hypertension between 2009 and 2012 in Lithuania

2009 2010 2011 2012 Age-
adjusted p

Total (n) 9625 7716 5018 4348
SBP (mmHg) 13520+ 1731 | 135.58 +17.37 133.93 +16.65 | 134.48 +£16.79 <0.001
DBP (mmHg) 83.42+£9.52 83.33+£9.44 82.79 £ 9.58 83.32+9.60 0.005
Prevalence of AH (%) 60.2 57.9 53.0 54.5 <0.001
Medication for AH (%) | 72.8 68.3 66.3 63.4 <0.001
Control of AH (%) 26.3 22.1 26.3 23.6 <0.001
Males (n) 3592 3109 2203 1912
SBP (mmHg) 133.38 +16.10 | 133.82+16.41 132.62+15.82 | 133.73£15.85 0.027
DBP (mmHg) 83.36+9.43 83.39+9.65 83.06 +9.57 83.72 +9.48 0.125
Prevalence of AH (%) 51.3 49.6 46.0 49.2 0.003
Medication for AH (%) | 58.3 52.0 50.1 48.6 <0.001
Control of AH (%) 26.5 20.9 22.0 22.5 <0.001
Females (n) 6033 4607 2815 2436
SBP (mmHg) 136.28 +1791 | 136.28 +17.91 13495+17.21 | 135.08 +17.47 <0.001
DBP (mmHg) 83.45+£9.57 83.45+9.36 82.58 £9.59 83.01 £9.68 0.002
Prevalence of AH (%) 65.5 63.5 58.5 58.7 <0.001
Medication for AH (%) | 79.6 76.8 76.2 73.1 <0.001
Control of AH (%) 26.3 22.5 28.0 24.1 0.001

AH, arterial hypertension; SBP, systolic blood pressure; DBP, diastolic blood pressure.
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3.6.2. Trends in lipids

During the four year period, the percentage of subjects with dyslipidemia remained very
high in both genders (Table 13). In addition, the percentage of subjects with severe dyslipidemia
was also approximately equal (2009 — 10.8%; 2010 — 11.3%; 2011 — 10.6%; 2012 — 10.1%). In

both cases, data varied and was not statistically significant.

Table 13. Lipid parameters between 2009 and 2012 in Lithuania

2009 2010 2011 2012 Age-adjusted
p

Total (n) 9625 7716 5018 4348
TC (mmol/1) 6.06+1.17 6.08+1.17 6.03+1.20 6.01+1.17 0.06
HDL-C (mmol/l) 1.50 + 0.41 1.53 +0.42 1.51+0.44 1.52 +0.43 <0.001
LDL-C (mmol/l) | 3.82+ 1.01 3.88+1.03 3.87+1.03 3.85+1.01 <0.001
TG (mmol/l) 1.56 + 1.05 1.51+0.91 1.51 +0.94 1.56 £ 1.06 <0.001
Dyslipidemia (%) | 89.8 90.0 89.1 89.8 0531
Males (n) 3592 3109 2203 1912
TC (mmol/l) 5.83+1.13 583+ 1.16 583+ 1.18 58+1.19 0.836
HDL-C (mmol/l) 1.35+£0.38 1.41 +0.40 1.40 +0.43 1.38 £0.41 <0.001
LDL-C (mmol/l) 3.69 +0.98 3.72+1.02 3.75+1.02 3.73+1.03 0.206
TG (mmol/l) 1.71+1.23 1.62+1.04 1.61+1.07 1.71+£1.27 <0.001
Dyslipidemia (%) | 87.1 86.7 86.3 87.0 0.826
Females (n) 6033 4607 2815 2436
TC (mmol/l) 6.19+1.17 6.19+1.22 6.19+1.19 6.18+ 1.12 0.029
HDL-C (mmol/l) 1.58 +0.39 1.58 +0.59 1.60 £ 0.4349 | 1.64+0.41 <0.001
LDL-C (mmol/l) 3.90 +1.03 3.90 +0.93 3.97+1.04 3.95+0.99 <0.001
TG (mmol/l) 1.48 +0.91 1.48 +0.50 1.44 +0.82 1.44 +0.83 0.12
Dyslipidemia (%) | 91.4 92.2 91.2 92.0 0.379

TC, total cholesterol; HDL-C, HDL-cholesterol; LDL-C, LDL-cholesterol; TG, triglycerides.

-
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3.6.3. Trends in diabetes mellitus, glucose and metabolic syndrome

It was also identified that the number of people with MS had significantly decreased
(2009 — 34.1%; 2010 — 30.5%; 2011 — 29.0%; 2012 — 28.7%; p < 0.001). Furthermore, while
analysing the prevalence differences of MS between males and females it was found out that
during 2009-2012 the decrease in MS prevalence amongst women was statistically significant (p
< 0.001), whereas among men the prevalence of MS was lower, thus decreased at a smaller rate
and was not statistically significant (p = 0.324) (figure 6). Taking into consideration the
percentage of subjects with diabetes mellitus (2009 — 9.8%; 2010 —10.5%; 2011 — 9.8%; 2012 —
10.2%; p = 0.322), no statistically significant difference was found. The average of fasting
glucose during this period decreased significantly (2009 — 5.4 £ 1.13 mmol/l; 2010 - 5.45 £ 1.14
mmol/l; 2011 —5.38 £ 1.26 mmol/l; 2012 — 5.31 + 1.14 mmol/I; p < 0.001).
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Figure 6. Metabolic syndrome prevalence between males and females within 2009-2012
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3.6.4. Trends in the number of risk factors and family history

In 2009, 74.6% of the examined subjects (70.1% males, 77.2% females), in 2010 — 75%
(70.9% males, 77.8% females), in 2011 — 73.3% (70.4% males, 75.5% females), in 2012 —
78.3% (77.9% males, 78.6% females) had 3 or more risk factors. The difference in the increasing
numbers of subjects was statistically significant. The total number of the cardiovascular risk
factors in 2009-2012 was presented in Table 14.The percentage of subjects without any risk
factors had not changed. The mean number of risk factors during this period increased

significantly for both genders (2009 — 3.95; 2010 — 3.94; 2011 — 3.80; 2012 — 4.03; Kruskal-

Wallis criteria H(3) = 38.049, p <0.001).

Table 14. Number of risk factors in 2009 — 2012

Number of | 2009; 2010; 2011; 2012;
risk factors | % (N) % (N) % (N) % (N)

0 1,2 (118) 1,2 (99) 1,6 (80) 1,2 (51)

1 9,1 (878) 8,9 (686) 8,3 (416) 7,2 (314)
2 15,1 (1453) 14,8 (1144) 16,9 (846) 13,3 (580)
3 17,1 (1647) 18,0 (1389) 19,8 (994) 19,4 (845)
4 18,6 (1793) 19,1 (1476) 19,0 (951) 20,0 (869)
5 15,3 (1471) 14,8 (1140) 13,9 (699) 15,1 (657)
6 13,5 (1295) 13,2 (1021) 12,3 (618) 12,9 (561)
7 7,8 (747) 7,8 (601) 6,7 (336) 8,6 (373)
8 2,1(202) 1,9 (143) 1,4 (70) 2,1 (90)

9 0,2 (21) 0,2 (17) 0,2 (8) 0,2 (8)
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3.7. The characteristics of the high risk persons

The analysis of the high-risk persons’ data available at Vilnius University Hospital
Santariskiy Klinikos was based on 3882 electronic records available up to January 12, 2011. Of
the subjects referred to the CVPU by the PHCI, 74.9% fulfilled the criteria of high risk
determined by the programme. Consequently, the final dataset included 2908 subjects. The
analysis followed the same pattern as in the PHCI group. Results are presented in Table 15. The
age of the participating patients was 54.05 + 6.06 years, and 57.17% (1917) were females. We
documented a very high prevalence of hypertension (86.1%), dyslipidaemia (96.8%), and
abdominal obesity (79.6%) in this high-risk group. Overall, more than half (55.7%) of the
population had MS, whose presence augmented CVD morbidity and mortality, while 23.3%
were current smokers. A family history of CHD was present in 56.9% of men and in 52.7% of
women (p<0.001 compared with men; overall 54.2%), while 8.4% of patients reported a positive

family history of DM.
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Table 15. Characteristics of the whole high risk sample.

Total (n=2908)
Mean £ SD (95% CI)

Female (n=1917)
Mean £ SD (95% CI)

Male (n=991))
Mean £ SD (95% CI)

Age (years)

Arterial hypertension (%)
Dyslipidemia (%)
Diabetes mellitus (%)
Abdominal obesity (%)
BMI > 30 (kg/m?) (%)
Current smokers (%)

MS (%)

Waist circumference (cm)
BMI (kg/m?)

SBP (mmHg)

DBP (mmHg)

HR ( beats/min.)

Fasting glucose (mmol/1)
TC (mmol/1)

LDL-C (mmol/l)

HDL-C (mmol/l)

TG (mmol/l)

SCORE

54.05 + 6.06 (53.83;54.27)
86.1 (84.9; 87.4)

96.8 (96.1; 97.4)

15.5 (14.2; 16.8)

79.6 (78.1; 81.0)

52.5 (50.7; 54.3)

23.3(21.8; 24.9)

55.7(53.9; 57.5)
103.2412.40 (102.79;103.69)
30.79 + 5.18 (30.60;30.98)
155.45 + 20.89 (154.69;156.21)
95.82 + 11.58 (95.40;96.25)
67.35 + 11.69(66.92;67.77)
6.04 £ 1.60(5.98;6.10)

7.12 + 2.08(7.05;7.20)

4.70 + 1.30(4.65;4.74)

1.46 + 2.94(1.35;1.56)

2.30 + 2.87(2.19;2.40)

2.58 + 2.80(2.48;2.69)

57.17+ 4.22 (56.99;57.36) **
85.9 (84.3; 87.4)

97.0 (96.2; 97.7)

14.9 (13.3; 16.5)

85.2 (83.6%; 86.8%)**

51.9 (49.6%; 54.1%)

13.5 (12.0%; 15.0%)**

55.2 (53.0%; 57.4%)

101.01 £12.36(100.46;101.56) **

30.76 + 5.47 (30.51;31.00)
155.44 + 21.71 (154.47;156.41)
94.54 + 11.24 (94.03;95.04) **
67.44 + 11.50 (66.93;67.96)
5.92 + 1.67 (5.84;5.99) **

7.26 +1.73 (7.19;7.34) **

4.90 + 1.27 (4.84;4.96) **

1.52 +2.32 (1.42;1.62) **

1.95 +2.42 (1.85;2.06) **

2.46 +2.88 (2.33;2.59)

48.02 + 4.27 (47.75; 48.28)
86.6 (84.5; 88.7)

96.4 (95.2; 97.5)

16.7 (14.4%; 19.0%)

68.7 (65.8%; 71.6%)

53.8 (50.7%; 56.9%)

42.3 (39.2%; 45.4%)

56.7 (53.6%; 59.8%)

107.55 + 11.31 (106.85;108.26)
30.85 +4.59 (30.57;31.14)
155.48 + 19.21 (154.29;156.68)
98.32 + 11.83 (97.58;99.06)
67.16 + 12.04 (66.41;67.91)
6.27 + 1.42 (6.18;6.36)

6.85 £2.61 (6.69;7.01)

430+ 1.27 (4.23;4.38)

1.33 + 3.86 (1.09;1.58)

2.96 + 3.48 (2.75;3.18)

2.83 +2.62 (2.67;3.00)

MS — metabolic syndrome, BMI — body mass index, SBP — systolic blood pressure, DBP — diastolic blood pressure, HR — heart rate, TC — total cholesterol, LDL-
C — low density lipoprotein cholesterol, HDL-C — high density lipoprotein cholesterol, TG — triglycerides.
*p < 0.05 compared with men; ** - p < 0.001 compared with men;
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CONCLUSIONS

In the middle-aged subjects, participating in LitHiR programme, the prevalence of
dyslipidemia, arterial hypertension, diabetes and metabolic syndrome was found to be
high. We can roughly state that every second has established arterial hypertension, almost
nine out of ten have established dyslipidemia and one third has metabolic syndrome.

. Arterial hypertension was present in 57.6% of the middle-aged subjects. It was
accompanied by the cardiovascular risk factors that are associated with the increased risk
of cardiovascular disease. The prevalence of > 3 concomitant risk factors among
hypertensive patients was 60.0%.

. Dyslipidaemia is a frequent risk factor among middle aged subjects of Lithuania (89.7%).
It was often accompanied by the cardiovascular risk factors that are associated with the
increased risk of cardiovascular disease. 3 or more risk factors had been present in 60%
of patients with dyslipidaemia.

The prevalence of metabolic syndrome was 31.5%. The most often detected metabolic
syndrome components in the study subjects were high blood pressure (58.4%), central
obesity (46.6%) and high triglycerides (38.4%).

53.8% of the hypertensive men and 77.7% of the hypertensive women were on
antihypertensive pharmacological treatment (p<0.001; overall 69.5%). Among the treated
patients, hypertension was well controlled in 23.8% of the men and 25.2% of the women
(p=0.177; overall 24.8%).

The analysis during the period 2009-2012, showed that the prevalence of abdominal
obesity (from 48.4% to 45.3%), arterial hypertension (from 60.2% to 54.5%) and
metabolic syndrome (from 34.1% to 28.7%) in Lithuania is slowly decreasing while
conducting the primary prevention program; however dyslipidemia, diabetes mellitus and
smoking are still hard to manage for both genders.

. In the high-risk persons’ group we have documented very high prevalence of
hypertension (86.1%), dyslipidemia (96.8%), abdominal obesity (79.6%) and metabolic
syndrome (55.7%).

38



SUMMARY IN LITHUANIAN

Ivadas

Lietuvoje kardiovaskulinis (KV) sergamumas ir mirtingumas iSlieka aukStas ir yra
didesnis nei kitose Vakary Europos ar Skandinavijos alyse. Sirdies ir kraujagysliy ligos (SKL)
lemia daugiau nei pus¢ visy mirciy Lietuvoje. Daugiausia gyvybiy nusinesa miokardo infarktas,
Siek tiek maziau — insultas. Sergamumas miokardo infarktu Lietuvoje padidéjo nuo 42 atvejy 100
tukstanciy gyventojy 1980 m. iki 206 atvejy 100 tukstanciy gyventojy 2007 m. 2011 metais nuo
SKL miré 56,3% gyventojy: 47,7 % vyry ir net 65,1 % motery. 2012 m. mirtingumas nuo SKL
dar padid¢jo ir sieké 56,6 %. Naujausiais Pasaulio sveikatos organizacijos (PSO) duomenimis,
koronariné $irdies liga (KSL) lemia 38,26 % visy miréiy Lietuvoje. Pagal §ig statistika Lietuva
uzima 14 vieta tarp visy pasaulio Saliy.

Didelés apimties tyrimais jrodyta, kad KSL skatina jvairiis gyvensenos rizikos veiksniai:
rikymas, nesveika mityba, nepakankamas fizinis aktyvumas, psichologinis socialinis stresas ir
kiti [5]. Zinoma daugiau nei 200 SKL rizikos veiksniy, tadiau ne visi jie vienodai svarbiis.

Uzsienio ir misy Salies patirtis rodo, kad daugelio SKL galima i$vengti ir taip pailginti
Zmoniy gyvenimo trukme. Tam svarbi ne tik ankstyva SKL diagnostika bei tinkamas gydymas,
bet ir SKL prevencija. Tam reikia perprasti ligos prigimtj, nustatyti ja skatinanéius rizikos
veiksnius ir atkakliai su jais kovoti. Rizikos veiksniy, kaip rikymas, hipertenzija, dislipidemija,
nustatymas ir mazinimas i§ esmés gali pakeisti sergamumo ir mirtingumo nuo $iy ligy rodiklius.
Pasiekti geresniy sveikatos rodikliy galima jtraukiant kuo daugiau gyventojy j sveikg gyvenseng
skatinancias programas.

Kasdienéje klinikinéje praktikoje labai svarbu anksti nustatyti SKL rizikos veiksnius ir
juos koreguoti, t. y. mesti rukyti, koreguoti arterin] kraujo spaudimg (AKS), CD, dislipidemija.
PSO nurodo, kad, koreguojant gyvensenos rizikos veiksnius, galima iSvengti daugiau nei trijy
ketvirtadaliy miréiy nuo SKL

Lietuvoje SKL prevencija yra ypa¢ svarbi, nes didéja sergamumas SKL bei mir§tamumas
nuo jy, SKL serga vis jaunesni zmonés. Tik kompleksinés priemonés, nukreiptos j SKL

prevencija, diagnostika, gydyma, gali sumazinti SKL epidemija Lietuvoje. Manoma, kad
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issiaiskinus SKL rizikos veiksniy paplitima, informuojant visuomene bei laiku atliekant rizikos
veiksniy korekcijg, biity galima iSvengti arba sumazinti sergamumg ir mirStamuma nuo Sios

patologijos.

Tyrimo tikslas:

Nustatyti Sirdies ir kraujagysliy ligy rizikos veiksniy paplitimg Lietuvos darbingo

amziaus zmoniy grupéje bei jvertinti taikomy prevenciniy priemoniy efektyvuma.

Tyrimo uzdaviniai:

1. Ivertinti Sirdies ir kraujagysliy ligy rizikos veiksniy daznj.

2. Palyginti rizikos veiksniy daznj tarp pacienty, serganciy ir neserganciy arterine
hipertenzija.

3. Palyginti rizikos veiksniy daznj tarp pacienty, serganciy ir neserganciy dislipidemija.

4. Palyginti rizikos veiksniy daznj tarp pacienty, serganciy ir nesergan¢iy metaboliniu
sindromu.

5. Ivertinti arterinés hipertenzijos gydyma ir korekcija.

6. Palyginti pacienty rizikos veiksniy daznio ypatumus 2009-2012 metais.

7. Ivertinti Sirdies ir kraujagysliy ligy rizikos veiksniy daznj didelés rizikos pacientams,

kurie pagal programa siysti j specializuotus kardiovaskulinés prevencijos centrus.

Tyrimo aktualumas ir reikSmé

Nors Lietuvoje sergamumas SKL didesnis nei kitose Europos 3alyse, vis dar triiksta
duomeny apie rizikos veiksniy paplitima, jy korekcijg. Yra atlikta keletas tyrimy, kuriuose
vertintas KV rizikos veiksniy paplitimas, taciau Sie tyrimai apsiribojo tam tikrais geografiniais
regionais [14—18] ar specifinémis pacienty grupémis [19, 20]. Vieni svarbiausiy tyrimy,

vertinanciy rizikos veiksniy paplitima, buvo MONICA ir CINDI projektai [15—18].
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Vykdant MONICA projekta buvo tiriami tik 35-64 mety Kauno miesto gyventojai.
1983-1984, 1986—-1987, 1992—-1993 ir 2001-2002 m. istirti atitinkamai 2413, 1762, 1231 ir 1403
Kauno miesto gyventojai [15].

Vykdant CINDI projekta atlikti tik penkiy Lietuvos rajony centry (Joniskio, KaiSiadoriy,
Kretingos, Kupiskio ir Varénos) gyventojy sveikatos patikrinimai [17, 18]. Per pirmajj sveikatos
patikrinimg (1987 m.) penkiuose rajonuose istirti 2695 asmenys (1240 vyry ir 1455 moterys), per
antrgji (1993 m.) — 1550 (680 vyry ir 870 motery), per treciaji (1999 m.) — 1838 (817 vyry ir
1021 moteris), per ketvirtaji (2007 m.) — 1739 (741 vyras ir 998 moterys).

Atliekant Siuos du didziausius tyrimus, vertinancius rizikos veiksniy paplitimg, apsiribota
tik Kauno miesto [15] ar penkiy rajony [17, 18] gyventojais, be to, iStirta santykinai nedaug
pacienty (nuo 1231 iki 2695), todél pagal Siy tyrimy rezultatus negalima spresti apie rizikos
veiksniy paplitima visoje Lietuvoje. Siekiant sumaZinti mirtingumo nuo SKL rizika, bitina
nuolatiné rizikos veiksniy stebésena ir visuomenés informavimas apie rizikos veiksniy paplitimg
bei kontrolés bidus. Naujausiais duomenimis, net 80 % miréiy nuo SKL galima i$vengti
koreguojant rizikos veiksnius [13].

Lietuvoje nuo 2006 m. pradéta vykdyti asmeny, priskirtiny SKL didelés rizikos grupei,
atrankos ir prevencijos priemoniy programa, kurioje dalyvauja 94,8 % pirminés sveikatos
priezitiros centry (PSPC) visoje Lietuvoje. Programoje tiriami 40—55 mety vyrai ir 50—65 mety
moterys, t. y. ta populiacijos dalis, kuriai rizikos veiksniy korekcija yra efektyviausia. Si
programa padeda jvertinti rizikos veiksniy paplitimg tarp darbingo amziaus gyventojy visoje
Lietuvoje, taikomas prevencines priemones bei jy efektyvumg. Tikétina, kad tai sumazins

sergamumg SKL.

Tiriamieji asmenys ir tyrimo metodai

Tyrimas atliktas 20102014 m. Vilniaus universiteto ligoninéje SantariSkiy klinikose
(VUL SK). Jj atlikti gautas Vilniaus regioninio biomedicininiy tyrimy etikos komiteto pritarimas
Nr. 158200-10-330-115.

Tyrimui atlikti panaudoti atsitiktinai atrinkty 23 204 pacienty, kurie 2009-2011 m. iStirti
pirminiuose sveikatos prieZitiros centruose (PSPC) pagal asmeny, priskirty SKL didelés rizikos

grupei, atrankos ir prevencijos priemoniy programa, ir 2 908 ligoniy, kurie 2009-2011 m. pagal
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programa istirti specializuotuose SKL prevencijos padaliniuose (SPP), duomenys. Atliekant

analiz¢ pameciui, papildomai jtraukti 4 348 (1 912 vyry 2 436 moterys) asmenys, PSPC tirti
2012 m.

Tyrime dalyvauja 5065 mety moterys ir 40—55 mety vyrai, nesergantys SKL, tai yra

vidutini§kai 10 mety prie$ sergamumo SKL pika, kai prevencinés priemonés efektyviausios.

Neijtraukimo j programa kriterijai buvo Sie:

kliniskai pasireiskianti KSL: MI ar nestabili kriitinés angina, stabili kratinés angina, kai
nustatomas teigiamas kriivio tyrimo rezultatas, koronarografijos ar daugiasluoksnés
kompiuterinés angiografijos metu rasta vainikiniy arterijy patologija, pacientai po
aortokoronariniy jungéiy suformavimo operacijos, perkutaninés koronarinés intervencijos
ar UKS;

kliniSkai pasireiSkianti cerebrovaskuliné liga: persirgti Uminiai galvos smegeny
kraujotakos sutrikimai ar diagnozuoti miego arterijy susiaur¢jimai;

kliniSkai pasireiskianti periferiniy arterijy liga: Giminiai iSeminiai sindromai, diagnozuota
létiné galtiniy iSemija, aortos aneurizma;

terminalinés stadijos onkologiné liga;

bet kuri terminalinés stadijos somatingé liga.

Pacientai j programg jtraukti:

jtraukiant tam tikro amziaus pacientus, kurie atvyko pas PSPC dél jvairiy priezas¢iy;
aktyviai kvieciant pas PSPC registruotus pacientus, prie$ tai perzituréjus ligos istorijos
duomentis;

informuojant visuomeng apie vykdomag programa.

Ivertintos bendros pacienty charakteristikos ir rizikos veiksniy paplitimas. Tarp pacienty,

tirty PSPC, palygintas rizikos veiksniy paplitimas skirtingose pacienty grupése. Sudarytos §ios

tirlamyjy grupés:

1.

Pacienty, kuriems nustatyta arteriné hipertenzija, ir kontroliné — be AH. AH buvo
nustatoma, kai SKS buvo >140 mm Hg arba DKS >90 mm Hg, arba ligonis vartojo
vaistus hipertenzijai gydyti.
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2. Pacienty, kuriems nustatyta dislipidemija, ir kontrolin¢ — be dislipidemijos. Dislipidemija
diagnozuota, kai bendrojo cholesterolio koncentracija buvo >5mmol/l ar MTL
cholesterolio koncentracija >3 mmol/l, ar DTL cholesterolio <1,0 mmol/l vyrams, <I,2
mmol/l moterims, ar trigliceridy (TG) >1,7 mmol/l.

3. Pacienty, kuriems nustatytas metabolinis sindromas, ir kontroliné — be MS. MS vertintas
pagal 2005 m. Nacionalinés cholesterolio mokymo programos III Suaugusiyjy gydymo

rekomendacijy (NCEP ATP III) modifikuotus kriterijus [246].

Pirminiuose sveikatos priezitiros centruose gydantis gydytojas apklausdavo pacientus ir
surinkdavo anamnezés duomenis apie SKL rizikos veiksnius (riikymas, fizinis aktyvumas,
mitybos ypatumai), $eiming SKL anamneze tarp pirmos eilés giminaidiy (jaunesniems nei 45
mety vyrams ir jaunesnéms nei 55 mety moterims), kitas ligas ir vartojamus vaistus. Visiems
asmenims buvo iSmatuotas figis, kiino mas¢, liemens apimtis, apskaiCiuotas kiino masés
indeksas, taip pat iSmatuotas arterinis kraujo spaudimas bei Sirdies susitraukimy daznis.
Matavimy rezultatai suapvalinti iki sveiky skai¢iy. PSPS iSraSydavo siuntimg atlikti
biocheminius tyrimus. Buvo matuojama gliukozés koncentracija, bendrojo, MTL ir DTL
cholesterolio ir TG koncentracija kraujo serume. Tiriamiesiems buvo rekomenduota tyrimams
atvykti nevalgius bent 10 valandy. Jvertinama bendra Sirdies ir kraujagysliy ligy rizika pagal
SCORE lentele (kuri patvirtinta Europos kardiology draugijos), metabolinio sindromo ar 2 tipo
cukrinio diabeto diagnozé¢. PSPC dirbantys specialistai uzpildydavo sveikatos apsaugos
ministerijos patvirtintas, specialias §iai programai sukurtas anketas, kurias atsiysdavo ; VUL SK.
Siame tyrime analizuojamos PSPC uzpildytos anketos.

Specializuotuose SKL prevencijos padaliniuose (VUL Santarigkiy klinikose) pacientams
pakartotinai atliktas fizinis pacienty iStyrimas, rizikos profilio bei gyvensenos jvertinimas
(rikymas, fizinis aktyvumas, mitybos ypatumai), $eimyniné SKL anamnezé tarp pirmos eilés
giminaiciy (jaunesniems nei 45 mety vyrams ir jaunesnéms nei 55 mety moterims), gretutinés
ligos ir vartojami vaistai. Visiems asmenims buvo iSmatuotas tigis, kiino mas¢, liemens apimtis,
arterinis kraujo spaudimas, Sirdies susitraukimy daznis, apskaiCiuotas kiino masés indeksas.
Matavimy rezultatai suapvalinti iki sveikyjy skaiCiy. Atliekamas kraujo tyrimas: gliukozés

koncentracijos, bendro cholesterolio, MTL cholesterolio, DTL cholesterolio ir trigliceridy
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koncentracijos kraujo serume nustatymas. Tiriamiesiems buvo rekomenduota tyrimams atvykti
nevalgius bent 12 valandy. Pakartotinai jvertinta bendra Sirdies ir kraujagysliy ligy rizika pagal
SCORE lentele (kuri patvirtinta Europos kardiology draugijos), metabolinio sindromo ar 2 tipo
cukrinio diabeto diagnozé, aterosklerozés simptomai kituose arterijy baseinuose. SPP buvo
uzpildytos specialios elektroninés anketos, kurios ir naudotos atliekant tyrima.

Duomenys apdoroti naudojant statistinj paketa SPSS (versija ,,17.0 for Windows®).
Naudoti aprasomosios ir analitinés statistikos metodai. Kiekybiniams kintamiesiems pateikta Si
aprasomoji statistika: vidurkiai, standartiniai nuokrypiai (SN), 95 % pasikliautinasis intervalas
(PI). Kategoriniams kintamiesiems apraSomoji statistika pateikta dazniy lentelémis. Lyginant
kategorinius kintamuosius, taikytas chi kvadrato testas; lyginant kiekybinius kintamuosius tarp
dviejy grupiy, naudotas t-testas arba Man—Whitney testas. Lyginant kiekybinius kintamuosius
tarp daugiau nei dviejy grupiy, naudota vienaveiksné dispersiné analizé (ANOVA).

ReikSmingumo lygmuo fiksuotas ir laitkomas lygiu 0,05. Visur pateikiamos dvipusés p reikSmés.

Rezultatai

Pirminés sveikatos prieziiiros specialistai 2006-2012 m. i$ viso pagal programg patikrino
820 152 asmenis. Nuo 2009 m. liepos mén. Seimos gydytojai prad¢jo pildyti specialiai sukurtus
protokolus.

Tyrime dalyvavo 23 204 abiejy ly¢iy pacientai, istirti PSPC 2009-2011 m. Bendrosios
pacienty charakteristikos, priklausomai nuo lyties, pateikiamos 16 lentel¢je. Vidutinis pacienty
amzius (SN) buvo 52,60 (£6,11) metai. Moterys sudaré 59,9 % (13 896), vyrai 40,1 % (9 308)
tirtos populiacijos. AH paplitimas sieké 57,6 %, nutukimo — 46,6 %, CD — 10,1 %, MS
nustatytas 31,5 % pacienty. KMI >30 nustatytas 37,3 % pacienty.

Tyrime nustatytas didelis dislipidemijos paplitimas, jos daznis sieké net 89,7 %. Tyrimo
metu rike 20,8 % pacienty, mete¢ rukyti sudaré¢ 6,0 %. Nepakankamas fizinis aktyvumas
nustatytas 49,9 % (95 % PI = 49,2-50,5 %) pacienty. Vyrai buvo fiziskai aktyvesni nei moterys
(54,4 % motery ir 43,1 % vyry buvo nepakankamai aktyvis, P <0,001). Nesveikai maitinosi net
61,6 % (95 % PI = 61,0-62,2%) pacienty. Seimin¢ KSL anamnezé nustatyta 22,0 % vyry ir
24,7 % motery (p <0,001), bendras daznis buvo 23,6 %. Teigiamg Seiming CD anamnez¢ nurodé
12,2 % pacienty. EKG pakitimai buvo rasti 29,3 % asmeny.
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Siekiant palyginti rizikos veiksniy daznj, priklausomai nuo arterinés hipertenzijos
diagnozés, visi pacientai buvo suskirstyti j dvi grupes: 13 365 sergantys AH ir 9 839 nesergantys
AH. Moterys sudaré 65,7 % 1§ serganciy AH ir 51,9 i§ neserganciy (p<0,001). Dislipidemija
nustatyta 91,5 % (95 % PI = 91,0 — 92,0 %) pacienty, serganc¢iy AH (palyginti su 87,3 % tarp
pacienty, neserganc¢iy AH; p<0,001), cukrinis diabetas — 14,4 % (95 % PI = 13,8 — 15,0 %)
(palyginti su 4,4 % tarp pacienty, neserganc¢iy AH, p<0,001), pilvinis nutukimas — 60,1 % (95 %
PI=59,3 — 61,0 %) (palyginti su 28,2 % tarp pacienty, neserganciy AH; p<0,001), metabolinis
sindromas rastas 49,4 % (95% PI = 48,5 — 50,2 %) pacienty su AH (palyginus su 7,3 % tarp
pacienty, neserganciy AH; p<0,001). KMI > 30 nustatytas 49,9 % pacienty, serganc¢iy AH, ir
20,1 % paciemnty, neserganc¢iy AH; p<0,001. Tyrimo metu rike 17,8 % pacienty, serganciy AH,
ir 24,8% pacienty, neserganc¢iy AH, metusiy rukyti procentas atitinkamai buvo 6,1 ir 5,8 %;
p<0,001. Nepakankamai fiziskai aktyviis buvo 57,2 % asmeny, sergan¢iy AH ir 39,9 %,
nesergan¢iy AH, nesveikai maitinosi atitinkamai — 66,8 ir 54,6 % pacienty (abiems p<0,001).
Seiminé KSL anamnezé nustatyta 26,9 % pacienty, serganéiy AH ir 19,1 %, nesergandiy AH
(p<0,001), teigiamg Seimynin¢ cukrinio diabeto anamnez¢ nurodé¢ atitinkamai 13,9 % ir 9,9 %
pacienty (p<0,001). EKG pakitimai nustatyti net 45,1 % pacienty, serganc¢iy AH, palyginti su
7,9 % pacienty, neserganc¢iy AH.

Hipertenzija daZniau nustatyta moterims (63,2 %) nei vyrams (49,2 %) (p<0,001).
Vidutinis AKS bendroje populiacijoje buvo 135,06/83,24 mm Hg, moterims — 136,20/83,21
mm Hg ir vyrams — 133,35/83,28 mm Hg. Sj skirtuma galima paaiskinti vyry ir motery amziaus
skirtumu. Optimalus AKS nustatytas tik 5,5 % asmeny. I laipsnio AH turé¢jo 17,4 % pacienty, 11
laipsnio AH — 11,6 % ir III laipsnio AH — tik 3,3 % pacienty. Nediagnozuotos AH daZnis
bendroje populiacijoje buvo 9,4 %. Ji dazniau pasitaiké vyrams nei moterims (atitinkamai 12,2 ir
7,6 %; p<0,001).

Siekiant palyginti pacienty, serganciy ir neserganciy arterine hipertenzija, kumuliacine
rizikg kiekvienam pacientui apskai¢iavome bendra rizikos veiksniy skai¢iy. Rizikos veiksniy
skaiius vertintas pagal Siuos rizikos veiksnius: dislipidemija, cukrinis diabetas, pilvinis
nutukimas, riikymas, nepakankamas fizinis aktyvumas, nesveika mityba, metabolinis sindromas

ir Seimyniné¢ KSL anamnezé. Nustatytas statistiSkai reik§mingas skirtumas tarp rizikos veiksniy
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skaiCiaus abiejose grupése (p<0,001) — pacientams, sergantiems AH, mediana buvo 4, o
nesergantiems — 3.

78,1 % (n=10432) pacienty, serganéiy AH, turéjo >3 SKL rizikos veiksnius, palyginti su
55,4 % pacienty, nesergan¢iy AH. Bendroje populiacijoje >3 rizikos veiksnius turé¢jo 68,4 %
pacienty.

Taip pat jvertinti tradiciniai rizikos veiksniai (AH, dislipidemija, CD ir riikymas)
pacienty, serganciy ir neserganciy AH.

Né vieno papildomo tradicinio rizikos veiksnio neturéjo 6,0 % serganciy AH ir 8,8 %
neserganc¢iy AH pacienty.

Tarp AH serganCiy pacienty vieng papildomg tradicinj rizikos veiksnj tur¢jo 66,7 %
pacienty (1,1 % sirgo CD, 2,3 % ruke, 96,6 % sirgo dislipidemija). Tarp AH neserganciy
pacienty 1 tradicinj rizikos veiksnj turéjo 67 % pacienty (0,5 % sirgo CD, 5,2 % rike, 94,3 %
sirgo dislipidemija). Du papildomus rizikos veiksnius tur¢jo 24,9 % pacienty, serganc¢iy AH
(0,8 % sirgo CD ir riike, 44,2 % sirgo CD ir dislipidemija, 55,1 % riike ir sirgo dislipidemija) ir
23,1 % pacienty, neserganc¢iy AH (0,6 % sirgo CD ir ruke, 12,1 % sirgo CD ir dislipidemija,
87,3 % ruké ir sirgo dislipidemija). Visus keturis tradicinius rizikos veiksnius turéjo 2,4 %
pacienty AH grupéje.

Medikamentinis AH gydymas skirtas 53,8 % vyry ir 77,7 % motery, sergan¢iy AH
(p<0,001; 18 viso 69,5 %). Medikamentais gydytiems pacientams AH kontrolés daznis buvo
23,8 % vyrams ir 25,2 % moterims (p=0,177; i§ viso 24,8 %). AH korekcija pasiekta 17,8 %
pacienty, turin¢iy >3 rizikos veiksnius ir 21,5 % pacienty, turinciy <3 rizikos veiksnius.

Anketas pildantys Seimos gydytojai pazymejo, kad dislipidemija serga 60,8 % pacienty,
65,7 % motery ir 53,4 % vyry (p reikSmé tarp ly¢iy <0,001). Taciau, vertinant dislipidemijos
paplitimg pagal lipidogramos rodiklius, dislipidemija nustatyta 89,7 % (95 % PI = 89,3-90,1)
pacienty. Dislipidemijos daZnis tarp motery buvo 91,6 % (91,2-92,1), tarp vyry — 86,9 % (86,1—
87,5). Dislipidemija naujai diagnozuota 28,9 % asmeny. Medikamentinis dislipidemijos
gydymas skirtas 16,9 % pacienty.

Lipidogramos rodikliai statistiskai patikimai (p<0,001) skyrési tarp ly¢iy. Sj skirtuma
galima paaiskinti amziaus skirtumu, motery amziaus vidurkis buvo visu deSimtmeciu didesnis..

Lietuvoje tarp darbingo amziaus Zmoniy vyravo bendrojo ir MTL cholesterolio padidé¢jimas
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(atitinkamai 91,3 % ir 88,6 %). DTL cholesterolio sumaZéjimas nustatytas tik 16,7 % pacienty,
TG padid¢jimas — 32,2 %. Vyrams daZniau nei moterims nustatyta hipertrigliceridemija
(atitinkamai 38,5 % ir 28,2 %, p<0,001) ir maza DTL cholesterolio koncentracija (17,1 %
vyrams ir 16,5 % moterims). Tarp lyCiy labiau nesiskyré bendrojo cholesterolio (93,9 %
moterims ir 87,2 % vyrams) ir MTL cholesterolio (89,7 % moterims ir 86,9 % vyrams)
padidéjimo daznis.

Siekiant palyginti SKL rizikos veiksniy daznj, visi pacientai buvo suskirstyti j dvi grupes:
20 819 serganciy dislipidemija ir 2 385 neserganciy dislipidemija. Visi pagrindiniai rizikos
veiksniai, i8skyrus riikyma, buvo daznesni tiems, kuriems yra dislipidemija (p<<0,001). Arteriné
hipertenzija nustatyta 58,8 % (95 % PI = 58,1-59,4 %) pacienty, serganciy dislipidemija
(palyginti su 47,5 % tarp pacienty, neserganc¢iy dislipidemija; (p<0,001)), cukrinis diabetas —
10,5 % (95 % PI = 10-10,9 %) (palyginti su 7,3 % tarp pacienty, neserganciy dislipidemija;
(p<0,001)), pilvinis nutukimas — 48,0 % (95 % PI = 47,4-48,7%) (palyginti su 34,2 % tarp
pacienty, neserganciy dislipidemija; (p<0,001)), metabolinis sindromas rastas 34,0 % (95 % PI =
33,3-34,6%) (palyginti su 10,0 % tarp pacienty, neserganciy dislipidemija; (p<0,001)). KMI >
30 nustatytas 38,3 % pacienty, serganciy dislipidemija, ir 28,4 %, neserganciy dislipidemija
(p<0,001). Tyrimo metu ruké 20,4 % pacienty, serganciy dislipidemija, ir 24,4 % pacienty,
neserganciy dislipidemija (p<0,001). Nepakankamai fiziSkai aktyviis buvo atitinkamai 50,5 % ir
44,7 % (p<0,001), nesveikai maitinosi atitinkamai — 62,6 ir 52,8 % pacienty (p<0,001). Seiminé
KSL anamnezé nustatyta 23,9 % pacienty, serganéiy dislipidemija ir 21,0 %, neserganéiy
dislipidemija.

Tris ir daugiau SKL rizikos veiksniy turéjo 60,0 % (95 % PI = 59,3-60,6 %) pacienty,
serganCiy dislipidemija (palyginti su 45,3 % pacienty, neserganciy dislipidemija) (p<0,001).
Nustatytas statistiSkai reikSmingas skirtumas tarp rizikos veiksniy skaiCiaus abiejose grupése
(3,09 vs 2,42, p<0,001). Pacientams, sergantiems dislipidemija, rizikos veiksniy skaiciaus
mediana buvo 3, o nesergantiems — 2.

Sunki dislipidemija nustatyta 12,1 % pacienty, serganciy dislipidemija. Moterys sunkia
dislipidemija sirgo dazniau nei vyrai ir sudaré 67,1 % (n — 2231). 927 pacientams (3,47 %)
nustatyta hipercholesterolemija. 804 pacientams MTL cholesterolio koncentracija buvo tarp 6 ir

6,4 mmol/l; jiems nustatyta galima Seiminé hipercholesterolemija. 97 pacientams MTL C
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koncentracija buvo tarp 6,5 ir 8,4 mmol/l; jiems nustatyta tikétina Seiminé hipercholesterolemija,
0 26 pacientams MTL C koncentracija virSijo 8,5 mmol/l ir jiems diagnozuota neabejotina
Seimin¢ hipercholesterolemija. Hipertrigliceridemija diagnozuota 500 pacienty (1,87 %), i$ jy
471 TG koncentracija buvo tarp 4,5 ir 10 mmol/l, o 29 — virSijo 10 mmol/l, kas didino
pankreatito rizikg. MiSri dislipidemija nustatyta 24 pacientams (0,1 %).

Pacientams, sergantiems sunkia dislipidemija, statistiSkai patikimai daZzniau nustatyta AH
(65,4 % vs 56,1 %), CD (13 % vs 9,7 %), pilvinis nutukimas (53,6 % vs 45,5 %), KMI >30 kg/m2
(40,9 % vs 37 %), MS (46,9 % vs 29 %), nesveikia mityba (69 % vs 62 %), nepakankamas fizinis
aktyvumas (50,5 % vs 44,7 %), $eiminé KSL anamnezé (27,1 % vs 23,6 %) (visiems p<0,001).
Zenkliau nesiskyre ruikymo daznis (20,5 % vs 21,1 %, p=0,405). Pacientams, sergantiems sunkia
dislipidemija, daZniau nustatyti >3 SKL rizikos veiksniai (84,1 % vs 73,8 %).

Metaboliniu sindromu sirgo 4 993 (35,9%) moterys ir 2 320 (24,9%) vyry. Vertinant MS
komponenciy pasiskirstyma bendroje populiacijoje nustatyta, kad vyravo pacientai, turintys
vieng ar dvi komponentes. Nei vienos MS komponentés netur¢jo 16,9 % asmeny, vieng
komponente turéjo 25,7 %. Vyravo pacientai, turintys dvi komponentes (25,9 %). Dvi ir maziau
komponentes turé¢jo 68,5 % asmeny. Tarp pacienty, sergancéiy MS, vyravo turintys tris
komponentes (60,0 %). Keturias komponentes tur¢jo 31,0 % ir visas penkias — 9,0 % pacienty.
Moterims statistiSkai patikimai dazniau nei vyrams nustatytas pilvinis nutukimas (atitinkamai
58,1 % ir 29,5 %), padidéjes kraujo spaudimas (63,7 % ir 50,4 %). Vyrams dazniau nei moterims
nustatyta padidéjusi gliukozés koncentracija (30,4 % vyrams ir 28,2 % moterims) bei trigliceridy
koncentracija (atitinkamai 39,5 % ir 37,6 %). Labiau nesiskyré DTL cholesterolio koncentracijos
sumazgjimo daznis (vyrams 14,9 %, moterims 15,1 %, p=0,622).

Siekiant palyginti rizikos profilj, visi pacientai buvo suskirstyti j dvi grupes: MS
serganCiy — 7 313 pacientai, ir neserganc¢iy —15 891 pacientas. MS sirgo 4 993 (35,9 %) moterys
ir 2 320 (24,9 %) vyry. Pagrindiniai rizikos veiksniai, i§skyrus rikyma, buvo daznesni tarp
pacienty, sergan¢iy MS (p<0,001). Vidutinis pacienty su MS amzius buvo 54,08, o be MS —
51,92 mety (p<0,001). Dislipidemija nustatyta 96,7 % (95 % PI = 96,3-97,1 %) pacienty,
serganiy MS (palyginti su 86,5% tarp pacienty, neserganciy MS). Lyginant pacientus,
sergancius ir nesergancius MS, iSrySkéjo dideli arterinés hipertenzijos, cukrinio diabeto,

nutukimo, pilvinio nutukimo daznio skirtumai. Pacientams, sergantiems MS, CD daznis buvo
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25,7 % (95 % PI =24,7-26,7 %) (palyginti su 3,0 % tarp pacienty, neserganc¢iy MS), AH daznis
—90,2 % (95 % PI = 89,5-90,9 %) (palyginti su 42,6 % tarp pacienty, neserganc¢iy MS), pilvinio
nutukimo daznis — 87,8 % (95 % PI = 87,0-88,5 %) (palyginti su 27,7 % tarp pacienty,
neserganciy MS). KMI >30 nustatytas 70,0 % pacienty, serganciy MS, ir 22,2 % pacienty,
nesergan¢iy MS. Tik rikymo daznis buvo mazesnis pacienty, sergan¢iy MS. Tyrimo metu riikké
16,7 % pacienty, serganc¢iy MS, ir 22,7 %, neserganciy MS (p<0,001). Nepakankamai fiziskai
aktyviis buvo 65,6 % asmeny, serganciy MS, ir 42,7 %, neserganciy MS, nesveikai maitinosi
atitinkamai 72,9 ir 56,4 % pacienty (p<0,001). Seiminé KSL anamnezé¢ nustatyta 28,4 %
pacienty, serganciy MS, ir 21,4 %, neserganciy MS, teigiama Seiming¢ CD anamnez¢ nurodé
atitinkamai 16,9 % ir 10,0 % pacienty (p<0,001). EKG pakitimai serganciyjy MS grup¢je
nustatyti 49,1 % pacienty, palyginti su 20,2 % nesergan¢iy MS grupéje.

Siekiant palyginti pacienty, serganciy ir nesergan¢iy metaboliniu sindromu, kumuliacine
rizika kiekvienam pacientui apskaiciuotas bendras rizikos veiksniy skaiCius. Nustatytas
statistiSkai patikimas skirtumas tarp rizikos veiksniy skaiCiaus abejose grupése (p<0,01) —
pacientams, sergantiems MS, mediana buvo 5, o nesergantiems — 3.

Siekiant jvertinti SKL rizikos veiksniy kitima skirtingais metais, istirti 9625 asmenys
(3592 vyrai, 6033 moterys) 2009 m., 7716 (3109 vyrai, 4607 moterys) 2010 m., 5018 (2203
vyrai, 2815 motery) 2011 m. ir 4348 (1912 vyry, 2436 moterys) asmenys 2012 m.

Vidutinis pacienty amzius per Siuos ketverius metus sumaZzejo statistiSkai patikimai
(2009 m. — 52,94+6,02 metai; 2010 m. — 52,61+6,15; 2011 m. — 52,10+6,18; 2012 m. —
51,94+6,22; p<0,001), todel, siekiant atmesti amziaus jtaka rizikos veiksniy paplitimui,
skaiCiuotos amziui koreguotos p reikSmes.

Vidutines KMI reikSmés statistiSkai patikimai mazéjo kiekvienais metais (2009 m. —
29,17+45,53 kg/m®, 2010 m. — 29,03+5,52 kg/m®, 2011 m. — 28,8+5,63 kg/m* 2012 m. —
28,92+5,51 kg/mz; p=0,001), taip pat mazéjo ir nutukimo (2009 m. — 38,3 %; 2010 m. — 37,2 %;
2011 m. — 35,9 %; 2012 m. — 37,8 %; p=0,031) bei pilvinio nutukimo paplitimas (2009 m. —
48,4 %; 2010 m. — 46,6 %; 2011 m. — 43,6 %; 2012 m. — 45,3 %; p<0,001). Taciau liemens
apimtis 2009-2012 m. labiau nekito (2009 m. — 94,42+13,64 cm; 2010 m. — 94,39+13,62 cm;
2011 m. — 93,95+13,94 cm; 2012 m. — 94,14£14,08 cm; p=0,179). Vyrams pilvinis nutukimas
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nustatytas rec¢iau nei moterims (2009 m. — 30,2 vs 59,3 %; 2010 m. — 29,8 vs 57,9 %; 2011 m. —
27,9 vs 55,9 %; 2012 m. — 30,9 vs 56,6 %).

Ritkymo paplitimas per Siuos ketverius metus padide¢jo statistiSkai patikimai (2009 m. —
19,3 %; 2010 m. — 21,2 %; 2011 m. — 22,9 %; 2012 m. — 22,7 %; p<0,001). Nustatyta, kad
smarkiai padidéjo rikanciy motery skaicius (nuo 7,4 % 2009 m. iki 9,4 % 2012 m., p=0,013),
taCiau rukanciy vyry skaicius labiau nekito (p=0,554). Be to, riikan¢iy vyry skaicius buvo beveik
penkis kartus didesnis nei ritkanc¢iy motery skaicius.

Iki 2011 m. statistiSkai reikSmingai mazéjo nepakankamo fizinio aktyvumo motery
skai¢ius, taciau 2012 m. $is skaicius vél padidéjo (2009 m. — 55,5 %; 2010 m. — 54,2 %; 2011 m.
— 52,6 %; 2012 m. — 57,4 %; p=0,003). Vyrai buvo fiziskai aktyvesni nei moterys, taciau
nepakankamo fizinio aktyvumo vyry skaicius 2009-2012 m. labai padidéjo (2009 m. — 42,3 %;
2010 m. — 43,5 %; 2011 m. — 43,6 %; 2012 m. — 51,2 %; p<0,001). Per ketverius metus smarkiai
padaugéjo asmeny, kurie maitinasi nesveikai (2009 m. — 59,8 %; 2010 m. — 61,7 %; 2011 m. —
63,2 %; 2012 m. — 71,4 %; p<0,001). PanasSios tendencijos pastebétos vyry (2009 m. — 59,1 %;
2010 m. — 61,9 %; 2011 m. — 64,5 %; 2012 m. — 75,2 %; p<0,001) ir motery (2009 m. — 60,1 %;
2010 m. — 61,6 %; 2011 m. — 62,1 %; 2012 m. — 68,3; p<0,001) grupése.

Bendroje grup¢je 2009-2012 m. sumazéjo vidutinis SKS (p<0,001) ir DKS (p=0,005).
Vyry grup¢je statistiSkai patikimai sumazéjo SKS, bet labiau nekito DKS, o motery labai
sumazejo tiek SKS, tiek DKS. Pacienty, kuriems nustatytas III laipsnio AKS padidéjimas,
skaicius kito kiekvienais metais (2009 m. — 3,3 %; 2010 m. — 3,9 %; 2011 m. — 2,9 %; 2012 m. —
3,5 %; p=0,018), taciau iSliko santykinai nedidelis. Per Siuos ketverius metus statistiSkai
patikimai sumazéjo asmeny, serganciy AH, skaicius (2009 m. — 60,2 %; 2010 m. — 57,9 %; 2011
m. — 53,0 %; 2012 m. — 54,5 %; koreguota amziui p<0,001). Pacienty, sergan¢iy AH, kuriems
skiriami AKS mazinantys vaistai, skai¢ius sumazéjo statistiSkai patikimai (2009 m. vaistai skirti
72,8 % pacienty; 2010 m. — 68,3 %; 2011 m. — 66,3 % ir 2012 m. — 63,4 %; koreguota amziui
p<0,001). Maz¢jant medikamentinio gydymo skyrimui, mazéjo ir AH kontrolés daznis (2009 m.
—26,3 %; 2010 m. — 22,1 %; 2011 m. — 26,3 %; 2012 m. — 23,6 %; p<0,001).

Per Siuos ketverius metus dislipidemijos paplitimas iSliko labai didelis abiejose lyties
grupése. Taip pat labiau nekito sunkios dislipidemijos paplitimas kiekvienais metais (2009 m. —

10,8 %; 2010 m. — 11,3 %; 2011 m. — 10,6 %; 2012 m. — 10,1 %). Medikamentinis dislipidemijos
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gydymas 2009 m. skirtas 20,2 % pacienty, 2010 m. — 11,5 %; 2011 m. — 13,3 % ir 2012 m. —
15,8 % pacienty.

Nustatyta, kad MS daznis per ketverius metus sumazéjo statistiskai reikSmingai (2009 m.
— 34,1 %; 2010 m. — 30,5 %; 2011 m. — 29,0 %; 2012 m. — 28,7 %; p<0,001). Analizuojant MS
paplitimo skirtumus tarp ly¢iy, iSryskéjo, kad motery grupéje labai sumazéjo MS paplitimas
(p<0,001), taciau vyry grupéje nors MS paplitimas buvo mazesnis, bet labiau nekito (p=0,324).

Nesikeité pacienty, serganciy 2 tipo CD, daznis (2009 m. — 9,8 %; 2010 m. —10,5 %;
2011 m. — 9,8 %; 2012 m. — 10,2 %; p=0,322). Vidutiné gliukozés koncentracija nevalgius per
ketverius metus sumaze¢jo statistiSkai reikSmingai (2009 m. — 5,4+1,13 mmol/l; 2010 m. —
5,45+1,14 mmol/l; 2011 m. — 5,38+1,26 mmol/l; 2012 m. — 5,31%1,14 mmol/l; p<0,001).

2009 m. 74,6 % tirty asmeny (70,1 % vyry, 77,2 % motery), 2010 m. — 75 % (70,9 %
vyry, 77,8 % motery), 2011 m. — 73,3 % (70,4 % vyry, 75,5 % motery) ir 2012 m. 78,3 %
(77,9 % vyry, 78,6 % motery) asmeny nustatyti >3 SKL rizikos veiksniai; skirtumas buvo
statistiSkai reikSmingas. Pacienty, neturin€iy né vieno rizikos veiksnio, skai¢ius labiau nekito.
Per ketverius metus padidéjo vidutinis rizikos veiksniy skai¢ius abiejose lyties grupése (2009 m.
—3,95; 2010 m. — 3,94; 2011 m. — 3,80; 2012 m. — 4,03; Kruskal-Wallis kriterijus H(3)=38,049,
p<0,001). Be to, padaugéjo asmeny, turindiy ankstyva Seiming KSL anamneze (2009 m. —
23,4 %, 2010 m. — 25,5 %, 2011 m. — 21,1 %, 2012 m. — 26,2 %).

Taip pat tyrime jvertintos 3882 didelés rizikos pacienty, atsiysty ; VUL SantariSkiy
klinikas, elektroninés anketos. Programoje numatytus didelés rizikos atrankos kriterijus atitiko
74,9 % pacienty, todel | galuting analiz¢ pateko 2908 pacientai. Atlikta panasi, kaip ir PSPC
18tirty pacienty, analizé. Vidutinis pacienty amzius (SN) Siame tyrime buvo 54,05(%£6,06) metai.
Moterys sudare 57,17 % (1917) tirtos populiacijos. Didelés rizikos pacienty pogrupyje nustatytas
didelis AH (86,1 %), dislipidemijos (96,8 %) ir pilvinio nutukimo (79,6 %) paplitimas. Daugiau
nei pusei pacienty (55,7 %) nustatytas MS, kuris gerokai didina sergamuma ir mirtinguma nuo
SKL. Tyrimo metu riiké 23,3 % pacienty. Seiminé KSL anamnezé nustatyta 56,9 % vyry ir
52,7 % motery (p<0,001 lyginant su vyrais), bendras daznis buvo 54,2 %. Teigiamg Seimin¢g CD

anamneze nurode¢ 8,4 % pacienty.
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ISvados

Lietuvoje tarp vidutinio amziaus asmeny Sirdies ir kraujagysliy rizikos veiksniai yra labai
paplite ir daznai vir$ija ne tik Vakary, bet ir Ryty bei Vidurio Europos vidurkius. Daugiau nei
pusei pacienty nustatyta arteriné hipertenzija, 9 i§ 10 — dislipidemija, tre¢daliui — metabolinis

sindromas.

Arteriné hipertenzija nustatyta 57,6 % vidutinio amziaus asmeny. Pacientams, sergantiems
arterine hipertenzija, daznai btina ir kity gretutiniy Sirdies ir kraujagysliy ligy rizikos
veiksniy. Net 78,1 % pacienty, serganciy arterine hipertenzija, turéjo tris ir daugiau rizikos
veiksniy. Tai rodo, kad pacientai, sergantys arterine hipertenzija, turi didele Sirdies ir

kraujagysliy ligy rizika.

Dislipidemija Lietuvoje yra labai paplites rizikos veiksnys (89,7 %), kurio diagnostika vis dar
iSlieka nepakankama. Pacientams, sergantiems dislipidemija, daZznai nustatomi kiti gretutiniai
Sirdies ir kraujagysliy ligy rizikos veiksniai. Net 60,0 % pacienty, serganciy dislipidemija,

tur¢jo tris ir daugiau rizikos veiksniy.

Metabolinis sindromas nustatytas trec¢daliui tirty pacienty (31,5 %). Tarp metabolinio
sindromo komponenty vyravo aukS$tas kraujo spaudimas (58,4 %), pilvinis nutukimas

(46,6 %) ir trigliceridy koncentracijos padidéjimas (38,4 %).

Medikamentinis hipertenzijos gydymas skirtas 53,8 % vyry ir 77,7 % motery, serganciy
hipertenzija (i$ viso 69,5 %). Arterinés hipertenzijos korekcija Lietuvoje geré¢ja, bet vis dar

iSlieka nepakankama ir siekia tik 24,8 % (23,8 % vyrams ir 25,2 % moterims).

Vertinant rizikos veiksniy dinamikg 2009—-2012 metais, matomi pradiniai nezenklis kai kuriy
rizikos veiksniy paplitimo pokyciai: statistiSkai reikSmingai sumaZzéjo pilvinio nutukimo (nuo
48,4 %; ki 45,3 %), arterinés hipertenzijos (nuo 60,2 % iki 54,5 %) ir metabolinio sindromo
(nuo 34,1 % iki 28,7 %) paplitimas. 2009-2012 metais dislipidemijos, cukrinio diabeto ir

rikymo daZnis kito mazai.
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7. Didelés rizikos pacienty pogrupyje nustatytas labai didelis arterinés hipertenzijos (86,1 %),
dislipidemijos (96,8 %), pilvinio nutukimo (79,6 %) ir metabolinio sindromo (55,7 %)

paplitimas.
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