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Risk Analysis of Factors for Metabolic Diseases according to the Epicaridal
Adipose Tissue Thickness — which Focused on the Presented Subjects with
Asymptomatic Screening Purposes
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Abstract

Epicardial adipose tissue(EAT) is metabolically active endocrine organ that secretes several
hormones in fat thickness is a risk factor for cardiovascular disease and metabolic disorders. This
study was to measure and then using ultrasound epicardial adipose tissue thickness, abdominal
subcutaneous fat thickness in the target group correlates and general blood properties and
characteristics, and presents a local thickness for prediction of metabolic disorders. Results
epicardal adipose tissue of the average thickness measured in each of the subjects was 8.890mm,
4.783mm, 4.777, 6.147mm in each section. Showed the epicardial adipose tissue in correlation with
the average thickness of the risk factors age, BMI, SBP, LDH, LDL, TC is a positive correlation
relationship(p<0.05) in each section. In particular, the thickness of the metabolic disorders
epicardial adipose tissue thickness, abdominal subcutaneous compared to subjects that do not
have the risk subjects with a risk factor for fat significantly higher(p<0.05). It showed the most
reliable that can be cut-off value of 8.950mm obtained with 66.7 % sensitivity and 80 %
specificity for predicting the risk of metabolic disorders.
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Fig. 1. parasternal long—asxis view (EAT1)
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Fig. 3. modified 4—chamber view (EAT3)
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Fig. 4. subcutaneous fat (sub—fat)
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Table 1. general characteristics of the participants

M SD

Agel(year) 48.8 10.318
Weight(kg) 63.9 12.356
Height(cm) 162.2 8.501

BMI(kg/m?) 24.2 3.461

SBP(mmHg) 126.2 12.634
EAT1(mm) 8.890 1.946
EAT2(mm) 4,783 1.690
EAT3(mm) 4777 1.775
Total EAT mean(mm) 6.147 1.483
Subcutaneous fat(mm) 9.212 3.446

M : Mean, S.D : Standard Deviation
Parasternal long—axis view:EAT1
Parasternal short—axis view :EAT2
Modified 4—chamber view:EAT3

A7t 4192 =7 veht Table 2).
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Table 2. correlation metabolic disease risk factors and fat measurements

Parameters EAT 1(mm) EAT2(mm) EAT3(mm) Total EAT(mm) SUbCUt(?r%?US A
agelyear) 0.411" 0.508" 0.468" 0.561" 0.213
BMI(kg/m) 0.360" 0.362" 0.330" 0.425" 0.678"
SBP(mmHg) 0.321" 0.419" 0.398" 0.457" 0.262°
LDH(mg/dI) 0.248" 0.247 0.271" 0.312" 0.380"
HDL(mg/dI) 0.188 -0.033 0.032 0.087 -0.197
LDL(mg/dl) 0.245 0.238 0.148 0.258" 0.199
TC(mg/dl) 0.310" 0.172 0.138 0.258" 0.174
TG(mg/dI) 0.035 -0.077 -0.025 -0.028 0.214
glucose(mg/dl) 0.077 0.008 0.036 0.053 0.104
HbA1c(mg/dl) 0.119 0.070 0.070 0.106 0.107
sub- fat(mm) 0.347" 0.419" 0.397" 0.471"

*p¢0.05 **.p¢0.01 (pearson correlation analysis)

Parasternal long—axis view:EAT1, Parasternal short-axis view :EAT2, Modified 4—chamber view:EAT3

3. CHAEE ¢
YA
AT &
9k AT QA B ASE o ey
% 0 BRI FAS BAG A, &

4 &
05N A BAA Aol & vEbTE F oAb @] 919

[HRIxt 7« 2ol 2 HYLALUX]|

A} Y= iLoﬂAi EAT29] ZA9AE Alelg the

=4 JAAAME FsHA “ﬂﬂ”‘ﬂ‘%ﬂ ?771]7} F
A UrEP&kﬁt# %—‘?—«4 s T
Aoz 348 4 9t Table 3.

N—

Table 3. fat in participants without and with
metabolic disease risk factors

[unit : mm]
without metabolic |  with metabolic
Parameters | disease risk factor| disease risk factor| t-value
(n= 35) (n= 48)
EAT 1 7.911 (1.702) | 9.604 (1.811) | 4.313
EAT 2 4.414 (1.546) | 5.052 (1.755) 1.753
EAT 3 4.269 (1.451) 5.148 (1.908) 2.286
Total EAT 5.529 (1.286) 6.580 (1.466) 3.453
sub — fat 7.943 (2.134) | 10.138 (3.918) | 3.002"
*.p<0.05
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ROC =&

Fig. 5. Receiver operating curve

Table 4. sensitivity and specificity of different values
of EAT measured by echocardiography
for predicting risk factor based on analysis
of the receiver operating curve

sensi-tivity | speci-ficity Youden
meifiod mm (%) (%) index
EAT 1 8.950 66.7 80.0 0.467
EAT 2 5.750 35.4 82.9 0.183
EAT 3 4.150 64.6 62.9 0.274
T-EAT 5.150 93.8 457 0.395
sub—fat 9.650 54.2 80.0 0.342
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disease risk factor by EAT thickness
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