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Abstract
Background: Evaluating health-related quality of life is knowing the impact a disease has on patients’ perception 

of their well-being. Health perception worsens with age and an increasing number of chronic diseases, which occurs 
with metabolic syndrome, whose prevalence reaches 40-50% after menopause. Thus, knowing the repercussion of 
this disease on life´s quality will permit to adopt strategies to improve the health results.

Objective: Determining the health perception of menopausal women with metabolic syndrome and the factors 
implicated.

Methods: Cross-sectional study in Primary Health Care in the province of Cuenca (Spain). By random sampling, 
400 menopausal women aged ≥45 years with metabolic syndrome (NCEP-ATP III) were selected. Survey SF-12 was 
used to evaluate physical and mental health´s general aspects. 

Results: Health perception was regular for 52% but good for 40.5%. The mean score of the physical summary 
component was below the mean for the Spanish population, while the mental component was over the mean 
for patients over 65 years. ANOVA showed significant differences for the physical summary component for age 
(p<0.001). Women in the 45-54 age groups obtained a better result for this component than those aged over 65. No 
differences were found for age groups in the mental component.

Conclusions: Menopausal women with metabolic syndrome have a regular health perception being the physical 
health worse than the mental one. Physical health is better in younger women with studies, without obesity, diabetes, 
osteoarthritis, osteoporosis or bronchial pathology. Mental health is better in women without hypertriglyceridaemia 
or psychic disease.

Keywords: Quality of life; Metabolic syndrome; Menopause; Mental 
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Background
The obesity in adults and children is associated with several 

Metabolic Syndrome (MetS) components in adults, increasing 
coronary artery disease [1-3]. MetS, which appeared as an epidemic 
in parallel with the obesity epidemic, entails a higher cardiovascular 
risk for women, especially menopausal women, as it doubles the risk of 
developing cardiovascular disease, and multiplies by the risk of diabetes 
mellitus [4].

The health-related quality of life (HRQoL) concept, includes the 
“patient’s perception” as a need to evaluate health outcomes. To evaluate 
this perception, valid and reliable measurement instruments must be 
developed that provide scientific evidence in health decision making [5]. 
The HRQoL concept is multidimensional and its evaluation represents 
the impact that a disease and its treatment have on patients’ perceptions 
of their health and well-being [6]. At the beginning of the 1980s, 
health profiles appeared; e.g., SF-36, a generic instrument to measure 
the HRQoL that can be applied to a wide range of populations and 
afflictions. It has eight dimensions that provide valuable information 
about very important aspects of life for patients, and has been applied 
to clinical trials and research [7]. These profiles came with instructions 
about how to complete them, and a series of items and response 
options. Items can be grouped into dimensions, and the scores of each 
item are usually added up to obtain an overall score for each dimension. 
Response options are generally dichotomic (yes/no) or come as a Likert 
scale (with 4-7 ordinal response options).

In clinical practice, HRQoL measuring instruments should never be 
an obstacle, and should be gradually included to monitor and evaluate 

the health of patients with chronic diseases because the information 
they offer complements that collected in usual clinical practice and 
helps make future decisions on health. We should select the most 
suitable instrument according to population characteristics, the study 
objective, the survey contents, etc. They should be easy to administer 
and understand in real clinical practice conditions [7].

Vilagut, et al. [8] concluded that it can be recommended in both 
research and clinical practice as it is one of the most widespread generic 
instruments used in Spain in descriptive studies that measure the 
impact on HRQoL and for evaluating therapeutic interventions, and 
has also been used to validate new measuring instruments. There is a 
short version, “SF-12 questionnaire”, that can be answered in 2 minutes 
and allows to evaluate the general physical and mental concepts in 
studies for which the SF-36 proved too long [9].

Methods
This observational, descriptive and cross-sectional study, with no 

control group, was carried out in a primary health care. 716 menopausal 
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women were randomly selected from 3108 aged ≥45 years in a basic 
health zone of Tarancon city, in the province of Cuenca (Castilla-
La Mancha, Spain). 442 women had MetS criteria by ATP-III, 2001. 
42 of them were excluded by severe disease, terminal or psychiatric 
pathology, cognitive impairment or no authorisation. The study period 
was from January 2010 until March 2011.

The aim was to know the quality of life perceived by this population 
group and the factors implicated. With participants’ informed consent, 
and authorization from the Health Centre and the Ethics Committee 
of Cuenca Hospital, data were collected on: age, years of menopause, 
level of education, profession, employment status, anthropometric 
data (weight, height, body mass index, waist circumference), lifestyles 
(alcohol, smoking and physical exercise), systolic and diastolic blood 
pressure, analytical data (fasting glucose, complete lipid profile, uric 
acid, etc.), associated diseases and treatment. The Morisky-Green-
Levine test evaluated the therapeutic compliance. A personal interview 
was conducted to assess quality of life using the SF-12 health survey, 
which provides health profiles in both, the general population and in 
patients of a minimum age of 14, in descriptive or evaluation studies. 
It is self-administered, but can be filled in during personal interviews, 
telephone interviews or on a computer, in 2 or less minutes.

It includes 12 items from eight dimensions of the SF-36: Physical 
Function [2], Social Function [1], Physical Role [2], Emotional Role 
[2], Mental Health [2], Vitality [1], Body Pain [1], and General Health 
[1].These response options form Likert-type scales that assess intensity 
or frequency. The number of response options ranges between 3 and 
6, depending on the item. This survey gets two summary scores, 
physical and mental score, that are normalized with values taken from 
population norms, and 50 (a standard deviation of 10) is the general 
population mean. Any values over or below 50 should be interpreted 
as better or worse values, respectively, than the reference population 
used. The physical and mental summary components, calculated with 
specific Spanish weightings, are valid and reliable, and the reference 
norms for these summaries facilitate the interpretation of the quality of 
life results evaluated with SF surveys in studies conducted in Spain [10].

The statistical analysis was done with the SPSS.19 software, and 
expressed the qualitative variables in frequencies and percentages, the 
qualitative variable in means ± standard deviation, and also calculated 
the 95%CI in the variables of interest. To compare means, the T-test 
(2 samples) and an ANOVA (≥3 samples) were used. The Z-test was 
applied to compare proportions. The correlation analysis with the 
qualitative variables was done with X2+Phi for binomials, and Cramer’s 
v test for multinomial, while Pearson or Spearman was employed with 
the quantitative variables. Linear regression was used for the related 
numerical variables. 

Results
The mean age of the sample was 67 years (66.93 ± 10.49). The age 

distribution was: 45-54 years, 13.75%; 55-64 years, 30.25%; 65-74 years, 
29.05%; ≥75 years, 26.50%.

The mean age at menopause was: 48.76 ± 5.08 years and 58.70% 
reported more than 14 years in that status. They were housewives 
(66.8%) and retired (77.59%).

The education level was: no studies (31%); primary education 
(56.25%), secondary education (10.25%); university education (2.50%).

Respect to lifestyles; 87% did not smoke, 91% did not drink alcohol, 
and 69% did physical exercise, predominantly an aerobic type. The time 

they spent exercising was less than 30 minutes/day for 32.4%, 30-60 
minutes/day for 55.4%, and over 60 minutes/day for 12.2%.

The anthropometric data were: weight (77.68 ± 13.41 kg), height 
(154.46 ± 9.62 cm), BMI (40.41 ± 12.63 kg/m2), waist circumference 
(96.02 ± 10.79 cm), systolic blood pressure (141.51 ± 15.75 mmHg), 
diastolic blood pressure (80.34 ± 9.04 mmHg). Obesity prevalence was 
91% (IC95% 90, 97-91, 02 p<0.05) and its distribution by age group is 
showed in Figure 1.The obesity percentage was significantly higher in 
the retired women than in workers, with 97% accuracy. A statistically 
significant association (p<0.001) was found between obesity and 
being more limited when making moderate efforts, and obesity and 
doing fewer tasks than wished, and also between age and being more 
limited in making moderate physical efforts. It was very significant 
that the obese participants answered less frequently that pain did not 
limit them at all in their daily activities, with 99.90% accuracy. Obesity 
was significantly associated with less vitality (p<0.01) and age (p<0.05) 
and hypertension with more than 25 years of menopause (p<0.05) and 
having a lower level of education, with 97% accuracy. Among those 
women aged over 65 years, high blood pressure was significantly more 
frequent (p<0.0001), as was diabetes mellitus type 2 (p<0.017). Diabetic 
women were more limited when walking up flights of stairs than those 
who were not (99.90% accuracy).

High blood pressure (87.50%), obesity (67%), osteoarthritis (63%), 
hypercholesterolaemia (61%), hypertriglyceridaemia (54%), mental 
disorders (33.10%) and diabetes mellitus (32.50%) were most prevalent 
than cardiovascular disease (13.50%), and thyroid or bronchial 
pathologies (10%). Of all the women, 60.50% took analgesics.

Morisky-Green test showed a good compliance in 59.25%, higher in 
women aged ≥75 years (63.21%) than in the 45-54 year-olds (44.44%). 
The greater compliance of the elderly age group was significant, who 
still did daily tasks and did no fewer tasks than wished despite their 
physical or psychic problems (≥98% accuracy).

The results of SF-12 survey are shown in Table 1. The mean of the 
physical and mental summary components according to the SF-12 was 
compared with the mean value of these components taken from the 
Spanish population (Figures 2 and 3, respectively).

Conclusion
The sample´s distribution into age groups was quite homogeneous 

and representative of the population because of its random selection. 
The smaller percentage of women in the 45-54 age groups is logical 
because the mean age of menopause in Spain is about 48 ± 3 years and 
younger women have less time to participate in studies.

Figure 1: Obesity prevalence per age groups.
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The anthropometric data showed an obese and hypertensive group, 
but with quite healthy life styles as the vast majority reported no 
harmful habits, and almost 70% did physical exercise regularly.

86.8% had abdominal obesity, according to waist perimeter over 88 
cm, which is a much higher percentage than that reported by Romero 
et a1. (66%), and it increased with age (p=0.031). It is well-known that 
loss of estrogen during the menopause is accompanied by a “weight 
increase” and by a “central redistribution of body fat”, irrespectively 
of age and existence of obesity, facts which are influenced by years 
on menopause [11,12]. This study did not find a correlation between 
obesity and years of menopause, but observed a statistically significant 
association when comparing years of menopause in obese vs. non-
obese women and it was stronger in the former.

The DORICA study [13] found that a group of women >45 years 
with a low level of education and an unfavourable socio-economic 
background proved to be a risk group for obesity, which peaked 
between 45-65 years.

It is known that a higher prevalence of obesity in women is caused 
by biological factors (pregnancy, menopause), psychological (eating 
disorder, depression, anxiety) and social and environmental (excessive 
intake). The metabolic changes that occur during menopause and 
contributing to metabolic syndrome, cannot be attributed solely to 
hormone deprivation, but also to genetics, the aging process per se (with 
a slowing of the metabolic rate of 4-5%/decade from age 48+ a weight 
gain of 0.55 kg/year) and unhealthy habits (smoking, physical inactivity 
and a high calorie diet or rich in saturated fats). This study did not 
carry on an exhaustive analysis of the usual diet but several factors were 
regarded such as consumption of legumes, fruit, vegetables, meat, fish, 
dairy products, etc. As more than two thirds of the sample performed 
regular exercise, we cannot attribute high prevalence of obesity to this 
factor. However, we cannot rule out that in addition to genetics, over 
the years and the hormonal changes of menopause, obesity is mainly 
influenced by excessive caloric intake.

Quality of life has become an objective of health and social policies, 
and is a goal for the state of well-being commonly employed in the 
general population. HRQoL includes people’s valued judgement of their 

General Health 
(question 1)

The health perception was regular in 52% but good in 
40.5%.

Physical Function 
(questions 2 and 3)

Most of women were very limited physically, especially 
when walking upstairs (46.3%).

Physical Role 
(questions 4 and 5)

Health interfered with work and other tasks; indeed 46% 
did fewer tasks than wished, although 67% did them all.

Body Pain (question 8) Pain did not interfere with daily activities for 29.5% and 
only slightly for 23%.

Vitality (question 10) Over half the women only sometimes felt such energy.

Social Function 
(question 12)

Physical or emotional health problems never interfered 
with the social life of 43% but occasionally for 22%.

Emotional Role 
(questions 6 and 7)

Emotional problems had no negative effect on daily 
activities for 60%.

Mental Health 
(questions 9 and 11)

Although 57.3% reported nervousness, 76.5% reported 
rarely feeling sad or down.

Table 1: Dimensions of the SF-12 health survey´s results.

Figure 2: Mean scores of the SF-12 physical summary component per age 
group.

health status and the support they receive from their surroundings. The 
family of “SF” instruments to measure HRQoL is considered a reference 
pattern to develop and validate other HRQoL instruments. The Spanish 
version includes population norms that facilitate the interpretation of 
the scores obtained [10].

López García et al. [14] used a sample of 3.605 non-institutionalised 
people aged ≥60 years founding that people who were overweight 
obtained worse scores in the physical dimension of survey SF-36, but 
not in its mental dimension, like we obtained with the short version 
(Table 2).

A study done with a United States population into the impact of 
obesity on HRQoL [15] obtained worse scores for overweight/obese 
patients in the SF-12 physical summary component compared to the 
mental one, even for patients with no known chronic diseases related 
with obesity, such as diabetes, hypertension, coronary heart disease and 
ictus. 

Another study in a primary health care [16], evaluated the 
association between obesity and two HRQoL aspects, self-perception 
of health and psychological well-being, by two surveys: the NHP 
(Nottingham Health Profile) and the PGWB (Psychological General 
Well-Being) index. The mean NHP scores indicated a global moderate 
deterioration in health perceived in obese patients, and the affected 
areas were: pain, mobility and emotional reactions. The variables 
with the worst scores were female gender, age >50 years, low level of 
education and presence of a psychiatric pathology or osteoarthritis. 
The mean PGWB score indicated slight deterioration in psychological 
well-being, and female gender, anxiety and low level of education were 
associated with the worst scores.

Ramírez Vélez [17] reported a significant deterioration in quality of 
life which was related with morbidity risk factors in adults whose mean 
age was around 70 years, and was worse on the physical scales than on 
the mental ones.

Figure 3: Mean scores of the SF-12 mental summary component per age 
group.



Citation: Orgaz P, Bermejo P, Tárraga PJ, Tricio MA (2015) Impact of Metabolic Syndrome on the Quality of Life of Menopausal Women. J en Pract 
3: 205. doi: 10.4172/2329-9126.1000205

Page 4 of 5

Volume 3 • Issue 4 • 1000205
J Gen Pract
ISSN: 2329-9126 JGPR, an open access journal

Several studies [18,19] have reported a worse quality of life in 
patients with MetS, like the Italian QUOVADIS18 with 77.6% of women 
whose mean age was 48 and severe obesity in 32%, which found a strong 
association between worse quality of life in all the SF-36 domains and 
BMI, where the strongest association was with physical activity and the 
weakest one was with emotional role.

Another study in 325 Ecuadorian postmenopausal women 20, with 
mean age of 56 years and MetS (41.5%), using the MenQol survey, 
concluded that the worst quality of life was associated with age and 
related conditions like obesity, hypertension and hyperglycaemia.

The SF-12 survey allowed us to obtain mean summary scores of 
the physical and mental components to compare their results with the 
Spanish population ones. This short questionnaire should be included 
in the clinical practice in primary health care because in only two 
minutes give us information about patient´s health perception which is 
helping us to make important health decisions.

Although this is a descriptive cross-sectional study and we cannot to 
establish causal relationships, this study provides sufficient information 
to pose new work hypotheses.

The menopause is an interesting status in the woman´s life. 
Approximately 40% of a woman’s life is spent in that state, because 
the menopause occurs around the age of 50 and the life expectancy of 
women in Castilla-La Mancha is 85 years. It is also noteworthy that 
very few studies have been conducted in Spain that have dealt with loss 
of quality of life associated with MetS in the general population or in 
specific groups, as in this study.

In general, our results coincide with other studies, finding better 
outcomes in the mental component than the physical one. The mean 
value of the Physical Component summary Score, PCS-12, was below 
the mean Spanish population score in all age groups. The mean value 
of the Mental Component summary Score, MCS-12, was above the 
mean Spanish score for women >65 years. We found no differences in 
the mental component for age groups, although the physical one was 
significantly worse in >65 years group.

Obesity is the second most prevalent component of MetS in 
menopausal women, and is strongly associated with greater physical 
limitation for moderate efforts apart from age, for which we also found 
a significant association.

Based on these results, HRQoL policies should be implemented for 
menopausal women because they are an important population group 
with associated pathologies like obesity, diabetes, osteoarthritis, etc… 
with a particular deterioration of physical health. Prevention strategies 
of being overweight/abdominal obesity is stressed as it is one of the 
main components of MetS which increases the cardiovascular risk in the 
menopause at the same time is implicated in a worse health perception.

It is significant that all obese women have greater limitations to 
climb several floors, lower vitality and they perform less tasks than 

desired, being limited by their pain. The variables associated with worst 
scores (lowest score) in the physical component summary of the SF-
12 compared with the mental, were: being over 65, no studies, being 
obese, arthritis and diabetes mellitus; all these are matching results 
with several publications [15,18,20]. Although it is not very common 
to measure the quality of life related to health, due to the brevety of the 
SF-12 questionnaire it becomes easy to apply it in the overall assessment 
not only of menopausal women but of all patients, especially chronic, to 
know the perception of their health.
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