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Aspetti terapeutici della 
sindrome metabolica 



Quale Outcome per la terapia della 
Sindrome Metabolica nel soggetto 

anziano ? 

• Riduzione della mortalità totale ? 

• Riduzione della mortalità cardiovascolare ? 

• Riduzione della eventi cardiovascolari ? 

• Prevenzione diabete ? 

• Miglioramento della qualità della vita ? 



Kuopio Ischemic Heart Disease Risk Factor Study:                      

mortalità cardiovascolare & Sindrome Metabolica 
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Studio InChianti 
1156 soggetti > 65 anni 

MORTALITA’ TOTALE & Diabete mellito 
RR: 1.59; IC95%: 1.11-2.26 (Covariate: età, sesso) 

G. Zuliani: dati non pubblicati  

Cox model 



Studio InChianti 
1156 soggetti > 65 anni 

MORTALITA’ TOTALE & SM: RR: 1.07; IC95%: 0.86-1.34 
(Covariate: età, sesso, diabete) 

G. Zuliani: dati non pubblicati  

Cox model 

CRITERI NCEP – ATP III 



Studio InChianti 
1156 soggetti > 65 anni 

MORTALITA’ CARDIOVASCOLARE & SM: RR: 1.29; IC95%: 0.92-1.81 
(Covariate: età, sesso, diabete) 

G. Zuliani: dati non pubblicati  

Cox model 

CRITERI NCEP – ATP III 



Studio InChianti 
1156 soggetti > 65 anni 

MORTALITA’ TOTALE  E  IPERTENSIONE ARTERIOSA 
RR: 0.86; IC95%: 0.64-1.15 (Covariate: età, sesso) 

G. Zuliani: dati non pubblicati  

Cox model 

CRITERI NCEP – ATP III 



Studio InChianti 
1156 soggetti > 65 anni 

MORTALITA’ TOTALE  E  IPERTRIGLICERIDEMIA  
RR: 1.09; IC95%: 0.87-1.37 (Covariate: età, sesso) 

G. Zuliani: dati non pubblicati  

Cox model 

CRITERI NCEP – ATP III 



Studio InChianti 
1156 soggetti > 65 anni 

MORTALITA’ TOTALE  E  RIDOTTO COLESTEROLO-HDL 
RR: 1.49; IC95%: 1.19-1.86 (Covariate: età) 

G. Zuliani: dati non pubblicati  

Cox model 

CRITERI NCEP – ATP III 



Studio InChianti 
1156 soggetti > 65 anni 

MORTALITA’ TOTALE  E  CIRCONFERENZA VITA  
RR: 0.91; IC95%: 0.75-1.13 (Covariate: età) 

 

Cox model 

CRITERI NCEP – ATP III 

G. Zuliani: dati non pubblicati  

CRITERI NCEP – ATP III 

Cox model 



G. Zuliani et al. Atherosclerosis 2009   



G. Zuliani et al. Atherosclerosis 2009   



Studio InChianti 
1156 soggetti > 65 anni 

MORTALITA’ TOTALE  PER TERZILI DI PCR  
I vs III: RR: 1.47; IC95%: 1.14-1.90 (Covariate: età, sesso) 

G. Zuliani: dati non pubblicati  

Cox model 



Quale Target per la terapia della 
Sindrome Metabolica nel soggetto 

anziano ? 

• Trattamento della Sindrome Metabolica in toto (16 fenotipi 

diversi secondo NCEP ATP III) oppure: 

• Controllo pressione arteriosa / glicemia ? 

• Riduzione trigliceridemia ? 

• Aumento C-HDL ? 

• Riduzione valori di PCR ? 

• Riduzione insulino-resistenza ? 



Quali Opzioni Terapeutiche              
nel soggetto anziano affetto                  
da  Sindrome Metabolica ? 

• Dieta ? 

• Esercizio fisico ? 

• Farmaci ? 

• Altro ? 





Long-Term CVD and Diabetes Prevention:  SOLO ANZIANI «GIOVANI» ? 



Short-term CVD Prevention:  TUTTI GLI ANZIANI ? 



5 studies based on drug therapy: 3 with rimonabant,       
1 with metformin, and 1 with rosiglitazone 

Am J Clin Nutr  2008; 87:8 –11 



“In theory, the ideal diet should target many, if not all, the 
dietary components thought to influence the cardiometabolic 
risk, including all types of fat (saturated, polyunsaturated, 
monounsaturated, and trans fats), fiber, fish, carbohydrates, and 
proteins. 
 
Although there is no such “all-inclusive” diet yet, it seems 
plausible that a Mediterranean-style diet has most of the desired 
attributes, including a lower content of refined carbohydrates, a 
high content of fiber, a moderate content of fat (mostly 
unsaturated), and a moderate-to-high content of vegetable 
proteins”. 

Am J Clin Nutr  2008; 87:8 –11 





















Intensive lifestyle change programmes for people at high risk 
 

• Offer a quality assured intensive Programme of Lifestyle Change that is culturally 

sensitive and has ongoing tailored support.  The programmes should be aimed at 
encouraging people to: 
 

- Undertake a minimum of 150 minutes of “moderate intensity” physical 
activity a week 
- Gradually lose weight to reach and maintain a BMI within the healthy range 
- Increase consumption of whole grains, vegetables, and other foods that are 
high in dietary fibre 
- Reduce the total amount of fat in their diet 
- Eat less saturated fat 
 
• These programmes may be delivered to groups of 10-15 people who meet at least 
eight times over 9-18 months. [Based on high quality systematic reviews and evidence 
from randomised controlled trials and follow-up studies] 
 
• Participants should have at least 16 hours of contact time within a group, on a one to 
one basis, or using a mixture of both approaches. [Based on high quality evidence from 
randomised controlled trials and follow-up studies] 

BMJ summary of NICE guidance 



• Offer follow-up sessions at regular intervals (for example, every three months) 
for at least two years after the initial intervention period. For those attending 
group programmes, larger group sizes may be feasible for these maintenance 
sessions. [Based on high quality systematic reviews and evidence from randomised 
controlled trials and follow-up studies] 
 
• Use behavioural change techniques to support lifestyle change. Prompt 
participants to set achievable and personally relevant short term and long term 
goals. For example, a realistic initial target, which would help reduce the risk of 
type 2 diabetes and provide other health benefits, would be for participants to lose 
5-10% of their weight in one year. [Based on high quality systematic reviews and 
analyses of randomised controlled trials] 
 
• Offer people with a BMI of 30 or more (27.5 or more if South Asian or Chinese) a 
structured weight loss programme as part of, or a supplement to, the intensive 
programme of lifestyle change. [Based on high quality systematic reviews, analyses 
of randomised controlled trials, and the experience and opinion of the PDG] 
 

BMJ summary of NICE guidance 



Metformin 
 

• Offer standard release metformin to support lifestyle change for adults who are 
at high risk and: 
-   Whose fasting plasma glucose or HbA1c shows they are still progressing 
towards type 2 diabetes despite participation in an intensive programme of 
lifestyle change, or 
- Who are unable to participate in such programmes because of a disability or 

for medical reasons. [Based on high quality evidence from randomised 
controlled trials] 

 

• Continue to offer advice on diet and physical activity along with support to 
achieve their lifestyle and weight loss goals. [Based on high quality evidence from 
randomised controlled trials] 
 

• Start with a low dose (500 mg once daily) and then increase gradually as 
tolerated to 1500-2000 mg daily. If the person is intolerant of standard metformin 
consider using modified release metformin. [Based on the experience and opinion 
of the PDG] 
 

• Prescribe metformin for 6-12 months initially. Monitor fasting plasma glucose 
or HbA1c at three monthly intervals and stop the drug if no effect is seen. [Based 
on the experience and opinion of the PDG] 

BMJ summary of NICE guidance 
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modificata 



Potenziali effetti negativi della perdita di peso nell’anziano 

modificata 



Potenziali benefici e rischi nella perdita di peso nell’anziano 



Farmaci potenzialmente associati a incremento  
ponderale nell’anziano  







«… Because insulin resistance is an evolutionary conserved mechanism, it is possible that while insulin resistance is 
associated with harmful effects, it is also a primarily protective mechanism against some dangerous threat to life 
homeostasis  …    In mammalians, in the face of increased nutrient availability, insulin resistance may be necessary 
to limit glucose uptake in muscle cells where glycogen and lipid stores are already saturated. Indeed, further “fuel” 
provision to muscle mitochondria may clutter an already dysfunctional electron transportation chain and increase 
reactive oxygen species production that could be viewed as a powerful antioxidant mechanism …”  



BUONA SALUTE FRAGILITA’ / DISABILITA’ 

ANZIANO 

GRANDE 

VECCHIO 

Rapporto rischio/beneficio nel trattamento della 
SM nella popolazione geriatrica 
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Aspetti terapeutici della sindrome 
metabolica: tentativo di conclusioni 

• Il significato prognostico della SM può essere diverso nel 
soggetto anziano rispetto all’adulto; vi è inoltre maggiore 
eterogeneità inter-individuale. E’ fondamentale valutare il 
rapporto rischio/beneficio nel singolo soggetto (condizioni 
generali di salute, comorbidità, spettanza di vita). 

 

• Oltre al controllo farmacologico dei singoli fattori di rischio, 
dieta mediterranea, riduzione/controllo del tessuto adiposo 
addominale, attività fisica moderata aerobica (e in casi ben 
selezionati: metformina) possono costituire i cardini del 
trattamento della SM. 

 

• Estrema cautela deve essere posta nel prescrivere una dieta 
ipocalorica e una riduzione del peso corporeo nell’anziano. 
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