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Background: Depression affects around 121 million people world wide according to the
world health organization (WHO) and is the second leading cause of disability globally.
Metabolic syndrome is defined as a combination of conditions that predispose individuals
to several diseases, mainly cardiovascular diseases. The association between metabolic
syndrome and depression represents a major social issue for its increasing prevalence.
However, proper treatment strategies for patients who have the two overlapping conditions
are not yet established.
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Case report: We report a challenging but successful treatment strategy of a 60 year old
male, with metabolic syndrome, diagnosed with depression.
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Aim: The aim of the report is to highlight the need of developing evidence based treatment
strategies for patients with depression overlapping with metabolic syndrome.
Conclusion: Treating patients with depression and metabolic syndrome requires a
multidisciplinary team, and cautious decisions as to which antidepressant to start in order
to avoid deterioration in their comorbidities. More research is needed in this field as both
metabolic syndrome and depression are increasing in prevalence and are among the leading
causes of burden to the healthcare system.
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Introduction

Case report

Depression is a disorder characterized by emotional, cognitive
and somatic symptoms that affect physical health hence increasing
morbidity and mortality. The disorder affects around 121 million
people worldwide (WHO) and is the second leading cause of disability
globally. Depressed patients have a 4-fold increase in risk of early
death in comparison to their peers without depression. Older adults
with depressive symptoms have poorer functioning compared to those
with chronic medical conditions such as lung disease, hypertension
or diabetes (WHO, 2016).1,2 In particular, mortality studies indicate
that cardiovascular diseases (CVDs) are the most common causes
of premature death in depressed patients.3,4 The association between
depression and CVD is thought to be mediated by the so-called
metabolic syndrome (MeS).

We report a 60 year old Jordanian Male patient, known case of
diabetes mellitus (15years), hypertension (10years) and dyslipidemia.
The patient presented to the psychiatric clinic of Bahrain Defence
force Hospital on Tuesday 17/05/2019 with a 2 month history
of low mood associated with fatigue, insomnia, anhedonia, poor
concentration, decreased libido, anxiety and loss of appetite along
with social isolation and death wishes, but no active suicidal thoughts
or ideations. He also denied any previous history of suicidal attempts
or self harm. History was negative for hallucinations, and manic
symptoms were also ruled out.

Metabolic syndrome is defined as a combination of conditions
that predispose individuals to several diseases, mainly cardiovascular
diseases. It is characterized by increased abdominal obesity, increased
triglycerides, decreased high-density lipoprotein cholesterol (HDL-C),
high blood pressure (BP) and high fasting plasma glucose (FPG) or
diabetes. The prevalence of the condition ranges between 11% to 43%
(WHO) and peaks around 60-75 years.
Epidemiological data and meta-analyses of cross-sectional and
cohort studies published up to January 2012 indicate a bidirectional
association between depression and MeS. The association between
metabolic syndrome and depression represents a major social issue
for its increasing prevalence. However, proper treatment strategies
for patients who have the two overlapping conditions are not yet
established, and managing a patient with depression and metabolic
syndrome presents a clinical dilemma; mainly because severe
psychotropic drugs are actually associated with adverse metabolic
effects.
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The patient also reported history of losing 10kgs since the onset
of his symptoms and he linked the onset of his symptoms to his
retirement, as he was asymptomatic prior to it.
Medication history: metformin and Gliclazide. atenolol,
furosemide, simvastatin Social history: Patient does not smoke, does
not consume alcohol or use any recreational drugs. Married and a
father to 5 children, previously working as an engineer and retired
for 3years. General physical and systemic physical examination was
unremarkable.
Mental state examination: a middle aged man, average built,
appropriately dressed for age, gender and weather. Patient’s eye to eye
contact was downcasting with limited spontaneous body movement.
He had restricted facial expression with an unshaved untidy beard
and hair. No abnormal behavior or posture was noted. His speech
was logical with normal rate, rhythm and volume. His mood was
low with restricted mood congruent affect. The thought content
of the patient was depressive in nature, and included a sense of
hopelessness, worthlessness and helplessness. There were no suicidal
thoughts, delusions or obsessions. There were no abnormal perceptual
experiences. His cognitive function was intact during examination.
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Investigations: baseline investigations were done including
complete blood count (CBC), Urea and electrolytes (U&E), Liver
function test (LFT), Renal function test (RFT) and Electrocardiogram
(ECG) which were all normal. His blood sugar level was controlled
with a fasting blood sugar reading of 6.7mmol/L.
Beck’s depression inventory was used and the patient scored 24
which is considered moderate depression. Hamilton Anxiety rating
scale was also used and the patient scored 22 which is considered
anxiety of mild to moderate severity.
Management: Patient was first started on paroxetine, which
is a Selective Serotonin Reuptake inhibitor (SSRI). This class is
recommended as a first line treatment for depression. However, the
patient could not tolerate it and developed severe initial anxiety
including insomnia and loss of appetite. Hence, he was not compliant
and stopped it after 2 weeks.
Another drug was then started; fluoxetine which is the least likely
SSRI to cause initial anxiety. Patient’s mood improved with fluoxetine
for 2 months after which he developed severe hyponatremia and
required hospitalization. Hence the drug was stopped.
The patient was then started on venlafaxine, which is a Selective
Norepinephrine Reuptake inhibitor (SNRI) for 2 months until he
developed severe uncontrolled hypertension and venlafaxine was
stopped.
Patient was finally started on mirtazapine which is a Norepinephrine
and Serotonin Specific Antagonist (NaSSA). The patient’s condition
stabilized on mirtazapine; his depressive symptoms subsided and his
metabolic status was also stable. The patient was on medication for a
total of 9 months and was symptom free at 3 months.

Discussion
The aim of this case report is to highlight the challenges associated
with treating depressive patients with associated metabolic syndrome;
keeping in mind the considerable metabolic effects antidepressant
medications have. The aim is to also suggest that although SSRIs
are considered first line in the treatment of depression. Factors like
associated metabolic syndrome should be considered.
A cross sectional study comparing Paroxetine, sertraline,
fluoxetine, fluvoxamine and citalopram concluded that SSRI’s as a
group were significantly associated with Type 2 diabetes mellitus,
hypercholesterolemia and abdominal obesity. Paroxetine showed the
strongest association with obesity and Diabetes Mellitus Type 2.
Another Double-blind, randomized trial assessed body weight
changes during treatment with SSRIs over 26-32 weeks. It concluded
that patients treated with paroxetine had a significant weight change
while those treated with sertraline had a non-significant weight gain
and patients treated with fluoxetine had weight loss.
SSRI’s are also frequently linked to Dyslipidemia. According to a
16-week follow-up, Beyazyuz et al study comparing SSRIs including
fluoxetine, paroxetine, sertraline, and citalopram in how they affect
the lipid profile. It concluded that all of them raise Triglycerides and
Low Density Lipoprotein (LDL) levels.
On the other hand, a prospective, controlled study design aimed
to investigate the influence of mirtazapine treatment on body weight,
body fat mass and glucose metabolism. The study concluded that
Mirtazapine has a significant increase in body weight but it did not
influence the glucose homeostasis.5–18
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Conclusion
A growing body of evidence shows that depression is related to an
increased risk of diabetes and cardiovascular disease and vice versa.
Hence early detection and treatment of metabolic syndrome is a key
element of avoiding secondary depression.
Treating patients with depression and metabolic syndrome
requires a multidisciplinary team, and cautious decisions as to
which antidepressant to start in order to avoid deterioration in their
comorbidities. More research is needed in this field as both metabolic
syndrome and depression are increasing in prevalence and are among
the leading causes of burden to the healthcare system.
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