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To date, there are not any doubts that the level of blood pressure (BP) is the main risk factor in the development of cardiovascular events. The results of Framingham Heart Study indicate that hypertension develops in about 60% of the elderly population. 65% of men and 75% of women have high blood pressure at 70 years of age. A significant number of elderly people have uncontrolled forms of the disease and a higher likelihood of complications. Compared with young patients with a similar level of blood pressure in hypertensive elderly patients have significantly lower cardiac output, higher peripheral vascular resistance, pathological changes in pulse pressure. Smaller intravascular volume and reduced renal blood flow were also established [1].
The mechanism of the hypertension onset is complex and involves the influence of manyfactors on the level of blood pressure, among which a significant place belongs to obesity. In the world, about 30% of the population has obesity and every 10 years their number increases by 10%. According to WHO prognosises, until 2025 half of the world's population will have obesity [8]. In Ukraine, obesity of the ІІ-ІІІ degree was registered in 20,4% of women and 11% of men. Overweight and obesity in 2010 led to 3.4 million deaths worldwide[2].Despite a large number of new developments in diet therapy and in drug treatment, the number of obese patients, according to the National Task Force on Treatment of Obesity, is increasing in all age groups [10], that is largely related to lifestyle which is characterized by deficiency of motor activity and extremely high-calorie nutrition.
Association between high BMI and increased incidence of coronary heart disease, type 2 diabetes mellitus, hypertension, dyslipidemia, leading to the development of cardiovascular disasters is beyond doubt. Along with this, the results of studies of recent decades have shown the effect of obesity on the development of certain cancers [3,4].
It is proven that a high BMI is associated with the risk of many specific types of cancer. Vitro studies have shown a link between hyperoleptinemiawhich is associated with obesity and an increased risk of developing prostate cancer [5]. Besides, obesity was mainly associated with cancer mortality, but not with the disease. [6]. In the analysis of 57 prospective studies with the participation of 894,576 participants, in which the total and causative mortality was studied depending on the body mass index (BMI), it was found that an increase in the BMI by an average of 5 kg / m2 contributed to an increase in both vascular and neoplastic mortality. The lowest mortality was with a BMI of 22.5-25 kg / m2 in both sexes [7]. 
Scientists from the London School of Hygiene and Tropical Medicine conducted a study that included more than 5 million adults. Associations between BMI and 17 cancers from 22 were identified. Researchers estimated that in the UK, more than 12,000 cases of cancer are associated with obesity. An increase in the BMI by 1 kg / m² can lead to the development of one of 10 cancers in 3790 patients per year. The conclusion about obesity as a factor of increased cancer risk is valid only for the postmenopausal form of breast cancer [8]. With regard to endometrial cancer, obesity increases the risk of developing this disease in both the reproductive period and in menopause [9]. 
Along with studies on the association between overweight and cancer mortality, hypertension was studied as a PR of cancer. The results of observational studies in which the association between BP and cancer risk were studied indicate a slight increase in the risk of cancer in general in men with high blood pressure and a higher risk of cancer death in both men and women [10].Data were obtained on the statistically significant association between hypertension and an increased risk of breast cancer, especially among postmenopausal women [11]. 
Many factors contribute to the development of obesity: inaccuracies in the nature and diet (excessive consumption of carbohydrates, saturated fat, salt, sweet and alcoholic beverages, fast food, eating at night), low-activity lifestyle, certain endocrine pathologies, genetically caused disorders of the enzymatic activity, stress, lack of sleep, the use of psychotropic and hormonal drugs, psycho endocrine overeating. These factors do not exist separately from each other. Together with FR AG, supplementing each other, they contribute not only to the formation of cardiovascular risk, but also the risk of various types of cancer.
The aim of our research is to determine the characteristics of obesity in hypertensive elderly men and hypertensive women in menopause with the analysis of modifiable risk factors.
Materials and methods.
A total of 74 hypertensive patients from 60 to 79 years were examined, among them 62 postmenopausal women (mean age 65.84 ± 0.52 years) and 12 men (mean age 63.5 ± 0.26 years) who underwent complex clinical examination. The main criteria for excluding patients from the examination are symptomatic hypertension, acute coronary syndrome, stroke, the presence of concomitant inflammatory and endocrine diseases, as well as severe systolic dysfunction of the left ventricle (EF<40%).
The anthropometric study included the definition of obesity using the body mass index (BMI), which was calculated as the ratio of body weight (kg) and height (m2) and body fat distributiontypes using the waist hip retio (WHR) which was calculated as the ratio of waist circumference (cm) and hip circumference (cm). Moreoverabdominal obesity was determined according to the criteria recommended by IDF (2005): waist circumference (WC) ≥ 94 cm in men and ≥80 cm in women [12].
In order to identify the main modified risk factors that affect both the development of hypertension and obesity, patients were questioned. According to modern recommendations, special attention was paid to nutritional risk factors.
Statistical processing of the received data was carried out in the system "Microsoft Excel" using the analysis package in the "Microsoft Excel" system. The estimation of the reliability of the discrepancy of the mean values ​​was carried out using the Student's paired t-criterion. Credits were considered reliable for p<0.05.
Results of the study
In the examined patients, the hypertension III degree dominated in the hypertensionstructure, the specific gravity of which was 85.1% (among women - 87.1%, among men - 75%). The later onset of the disease in women than in men (p <0.001) is due to the cardioprotective estrogen effect (Table 1).
Table 1
Clinical and anthropometric indicators of patients
	Indicators
	Hypertensive patients

	
	all
n=74
	female
n=62
	male
n=12

	Onset of hypertension (years)
	49.4±1.34
	53.72±1.38*
	45.08±1.32

	Duration of hypertension (years)
	15.4±1.31
	12.23±1.4*
	18.58±1.29

	SBP (mm Hg)
	207.8±6.9
	211.62±4.20
	203.75±3.15

	DBP (mm Hg)
	115.29±3.8
	115.17±2.35
	115.42±1.72

	BMI (kg/m2)
	29.1±0.93*
	30.58±0.62*
	27.81±0.83

	WC (cm)
	98.47±2.07*
	97.13±1.42
	99.42±0.95

	WHR
	0.89±0.07
	0.85±0.08*
	0.94±0.004


Notes: * - compared with men (p<0.05)

Analysis of the obtained data showed that 11 (14.9%) patients had normal body weight, 8 (12.9%) – among women, 3 (25%) – among men. Overweight was detected in 29 (39.2%) patients, among women - in 23 (37.1%), among men - in 6 (50%). Obesity was found in 34 (45.9%) of the examined, among women - in 31 (50%), among men - in 3 (25%) (Fig. 1).

	
	




Fig. 1. 
Distribution of hypertensive patients by BMI



























Thus, according to BMI, 85.1% of elderly patients with hypertension had excess body weight and obesity, but postmenopausal women were associated with obesity, while men were overweight. According to the criteria recommended by IDF (2005), in our study, central obesity was found in most men and women, which amounted to 66.7% and 74.2%, respectively.
Abdominal (android) obesity is one of the most important independent factors of cardiovascular risk. According to the results of most researchers the abdominal obesity closely correlates with insulin resistance and is an important criterion of the metabolic syndrome [6, 14]. Adipocytes of this region have higher lipolytic activity than adipocytes of other parts of the body, the most mobile system for the release of free fatty acids into the portal vein system, which suppresses the absorption of insulin by the liver. As a result, the insulin concentration in the peripheral blood stream increases and the sensitivity of tissues to insulin decreases, that is, insulin resistance develops, which combines with hyperglycemia and hypertriglyceridemia [13,14]. In our study an intermediate fat distribution was detected in 20 (27.1%) of the examined patients, among women - in 17 (27.4%), among men - in 3 (25%), android fat distribution was detected in 38 (51.3%) of the examined subjects, among women - 29 (46.8%), among men - 16 (25.8%), gynoid fat distribution was detected in 16 (21.6%) patients, among whom were only women, who in the structure of the women's group accounted for 25.8% (Fig.2).
Thus, in elderly hypertensivepatients, irrespective of sex, the android body fat distribution was dominant, which is known to contribute to the formation or progression of an already existing metabolic syndrome [15].

	
	




Fig. 2
Distribution of hypertensive patients by WHR
























An analysis of the results of anamnestic data of the examined patients showed that only 8.1% of them had regular exercise (morning exercises, moderate walking up to 3 km / day). In 51.3% of patients, physical exertion was seasonal (work on the backyard). 40.5% of patients were maltreated with table salt, 60.8% of those who tested alcohol moderately. Only 27.4% of patients used a sufficient number of vegetables, fruits, and fish. In 48.4% of patients, fried, fatty and meat dishes were prevalent, in 48.4% - for sweet confectionery and bakery products. Thus, the surveyed patients were dominated by low physical activity, abuse of table salt, low dietary intake of fresh fruits, vegetables, fish and addiction to fatty, meat and sweet confectionery and bakery products.
Prevention of the emergence of both cardiovascular and neoplastic pathology at the present stage requires modification of the patient's lifestyle, primarily through changes in physical activity, diet and food tastes that are necessary for both controlling blood pressure and influencing metabolic indicators (obesity, dyslipidemia, etc.), which are also risk factors for cancer.
Deficiency of motor activity in the elderly is the main risk factor for weight gain and obesity. Generalized scientific evidence suggests that the lack of balanced physical activity in elderly people accelerates the aging process, and can also cause metabolic disorders. With age, the majority of the population has a low capacity for physical activity. Therefore, medium and low intensity loads are required. There is a concept of a gradual increase in the load - up to 150 minutes per week (for 30 minutes of activity 5 times a week). Regular physical activity for several weeks can promote the integration of physical activity in the daily way of life.
In the complex therapy of patients with metabolic abnormalities, along with regular physical exertion, it is necessary to use dietary recommendations aimed at reducing excess body weight, supporting it at a fixed level, preventing the development of complications of the disease. According to European and American recommendations, you need to significantly reduce consumption of salt and alcohol, significantly reduce consumption of confectionery, meat products and bread, increase consumption of fresh vegetables, fruits, beans, nuts, whole-grain foods, foods rich in potassium and calcium, regularly eat omega -3 polyunsaturated fatty acids, significantly reduce the intake of saturated fats, trans fats, cholesterol [15]. In a prospective cohort study that included 18 countries from seven geographic regions, it is proven that high consumption of fruits, vegetables and legumes is associated with a lower risk of not only cardiovascular, but also non-cardiovascular and total mortality. Optimum consumption of 3-4 servings of fruits, vegetables and legumes per day, which is equivalent to 375-500 g [16].
In addition, in advanced age diet is particularly important, food intake should occur at the same time, with the observance of portioning and the exclusion of large intervals between meals. The number of servings depends on the number of calories, and the number of calories from age and degree of physical activity.
Conclusions.The results of the study show that elderly patients with AH need not only to detect, but also timely correction of the modified factors of cardiovascular and neoplastic risk with an emphasis on increasing motor activity and compliance with modern dietary recommendations, which in the future, especially in combination with other therapies, will help reduce the incidence of cardiovascular complications and control risk factors for cancer development in hypertensive patients with overweight or obesity.
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