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The prevention of cardiovascular diseases
in old patients — state of problem
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Nowadays the WHO pays to the problem of ageing and health a lot
of attention.

The objective: to found out the features of prevention and man-
agement of cardiovascular diseases in elderly people.

Materials and methods. A systematic analysis of 67 available
literature sources and guidelines about management of cardio-
vascular diseases in old people received from JAMA, Scholar,
NCBI, Cochrane Library and PubMed databases for the
2007-2017 with keywords related to the aim was conducted.
Results. European and American guidelines have some recommen-
dation for care of old people. Unfortunately, at present Ukraine
doesn’t have specific protocols for the treatment of old patients.
However, certain emphases are identified in National Unified clin-
ical protocols of primary, emergency and secondary (specialized)
medical care for hypertension, CVD and dyslipidemia.
Conclusion. In accordance with Global Strategy and Action
Plan of WHO it is necessary to develop more clear guidelines
for care of old people, especially in prevention and manage-
ment of cardio-vascular diseases.
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geing is a physiological process that develops due to the impact

of exogenous and endogenous factors to evident limitation of
the organism’s adaptation, leads to increase of disease and death.
Nowadays the WHO pays to the problem of ageing and health a lot
of attention. According to the WHO classification (2012) there are
the following age categories: 25—44 years old — a young age; 44—60
years — the middle age; 60—75 years — old age; 75-90 years — senile
age, older than ‘90 — centenarians. The pace of population ageing
around the world is increasing dramatically. Today, for the first
time in history, most people can expect to live into their sixties and
beyond. By 2050, the world’s population aged 60 years and older is
expected to total 2 billion, up from 900 million in 2015. Today, 125
million people are aged 80 years or older. By 2050, there will be
almost this many (120 million) living in China alone, and 434 mil-
lion people in this age group worldwide. By 2050, 80% of all older
people will live in low- and middle-income countries [1].

Ukraine is characterized by the general ageing of the popu-
lation. Due to the international standards the population is con-
sidered old if the proportion of people aged 65 and older is more
than 7%. By January 1, 2016 Ukrainian population was 42,5 mil-
lions, the proportion of the population aged 15-64 was 68,9%,
and aged 65 and over — 15,9% [2]. According to WHO, in 2016
the average life expectancy in Ukraine was 71,3 years [3].
According to the Global Age Watch Index 2050, the number of
elderly people in Ukraine will exceed to 30% in 2050 [4].

Cardiovascular diseases (CVD) up to date remain a major cause
of morbidity and mortality in Ukraine, which is unfavorable indica-
tor of population health [2, 3]. CVD lead to great disability; the
next decade figure, adjusted for disability years of life (DALY, will
increase globally from 85 million DALY in 1990 to 150 million
DALY in 2020, thus remaining the leading somatic cause of loss effi-
ciency [4]. The frequency of comorbidity in Ukraine in patients
aged over 60 years is 23 diseases in 63% of men and 64% women [3].

The mortality caused by cardiovascular diseases in Ukraine is
459,48 per 100 000 population (it is about 65,8%), it significantly
higher than the corresponding figures in France (30,08 to 100 000
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population), in Germany (75,09 to 100 000 population), in Poland
(88,37 to 100 000 population) and in the UK (76,11 in 100 000
population). The contribution of coronary heart disease (CHD)
and its complications is 71,1% that takes one of the leading places
in Europe [2, 3]. The prevalence of hypertension (HT) increases
progressively with age and averages 80% at age 80 [5]. The results
of meta-analysis of several studies (SHEP, Syst-Eur, Syst-China)
concluded that effective treatment of elderly patients with hyper-
tension reduces the risk of stroke by 30%, cardiovascular mortality
by 16%, total mortality by 13% [5]. Howerever, the features of this
treatment in old patients is a difficult question.

According to WHO, more than three quarters of all deaths
from CVD can be avoided through lifestyle modifications.
Prevention is an important task for the population as a whole, the
basic principles of which are based on the results of clinical epi-
demiology and evidence-based medicine [3]. But the necessity of
CVD prevention in old people and its features remain not clear.

The objective: to found out the features of prevention and
management of cardiovascular diseases in old people.

MATERIALS AND METHODS
A systematic analysis of available 67 literature sources and
guidelines about management of cardiovascular diseases in old
people founded in JAMA, Scholar, NCBI, Cochrane Library and
PubMed databases for the 2007-2017 with keywords related to
the aim was conducted.

RESULTS AND DISCUSSION

Results of Freming’s studies show that the risk of cardiovas-
cular events (coronary heart disease, including myocardial
infarction, stroke, heart failure, peripheral artery atherosclero-
sis) have a close relationship with blood pressure level in people
of all ages, especially with the level of systolic blood pressure [7].
Hard vascular wall, reducing activity of the renin-angiotensin-
aldosterone system and lower density of adrenoreceptors at ves-
sels lead to the so-called isolated systolic hypertension in the
elderly. Moreover, the systolic blood pressure (SBP)
>140 mmHg and diastolic (DBP) is within normal limits [6].

Until recently, the question of the need of antihypertensive
drugs in patients with hypertension aged 80 years and older was
the subject of debate, but now there is the evidence that antihy-
pertensive treatment in this category of patients accompanied by
favourable changes in cardiovascular prognosis. Due to the fre-
quent variations in blood pressure and more frequent episodes of
hypotension, the determination of the target of blood pressure
should be individualized for each patient [6].

In 2013, the recommendations for the treatment of elderly
patients with hypertension and correction of hypercholes-
terolemia presented the European Society of Cardiology (ESC /
ESH) [8]. In the same year the guidelines of the American Heart
Association (AHA) and American College of Cardiology (ACC)
with recommendations for correction of high cholesterol were
published [9]. In 2014 the recommendations of the American
Association of Diabetes (ADA) [10, 11] and British NICE
guidelines [12] for the use of statins in old patients with type 2
diabetes were announced. According to current guidelines, it is
adjusted that the prevention and treatment of old people have to
be directed to decrease of influence of all risk factors.
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Table 1

Health care of old patients with hypertension and dyslipidemia according to Ukrainian and international recommendations

Recommendations

Hypertension

Treatment starts with monotherapy in low dose, if
necessary gradually increase over several weeks;
Individual selection of antihypertensive drugs with

The use of statins

Target levels of total and LDL cholesterol in the
blood to <4,5 mmol/L (175 mg/dl) and <2,5
mmol/L (100 mg/dL). All patients with hyperten-
sion with established CVD or diabetes type 2
should receive statin therapy, as the same as
younger patients (I, B).

Patients with hypertension and high cardiovascu-
lar risk (> 20% over the next 10 years) should

Ukrainian
recommendations

consideration all the associated diseases;
It is necessary to prefer long-acting drugs;
Do not use products that cause orthostatic hypoten-
sion and cognitive violations (a-blockers and central
a-2-adrenergic agonists) [13, 14].

receive statins, even if the level of total choles-
terol or LDL have not increased [14].
Elderly patients without CVD can be prescribed
statins in the presence of another risk factor other
than age (llb, B) [15].

Prescribe statins to the maximum recommended
or maximum tolerated doses to achieve target lev-
els (1, A) [14].

Statins do not prescribe to patients whose levels of ALT
and / or AST three times the upper limit of normal [15].

fer therapy (llb, C);
European

recommendations
(ESC/ESH; NICE)

it is well tolerated (lla, C).

drugs (I, A) [8].

Elderly and senile level of SBP >160 mmHg reduce the
level of 140-150 mm Hg (I, A);

Patients <80 years of age who are in satisfactory condi-

tion, treatment can be given in the SBP >140 mm Hg and

target levels of SBP <140 mm Hg, provided good trans-

Patients >80 years with initial SBP =160 mm Hg recom-
mended to reduce SBP 140-150 mm Hg, provided that
they are in good condition (I, B);

In debilitated patients elderly is recommended to
leave the decision to continue antihypertensive thera-
py at the discretion of the attending physician (I, C);
When a patient receiving antihypertensive therapy is
80 years, it makes sense to continue this treatment if

Patients elderly can be used any antihypertensive

Targeted lowering cholesterol to <1,8 mmol/L
(70 mg/dL) or >50% from baseline (1, A).
Appointment of statins in patients with hyperten-
sion with medium and high cardiovascular risk,
morover - target value of LDL <3,0 mmol/L
(<115 mh/dL) (I, A) [8].

If the 10-year CVD risk of >10% for primary pre-
vention is recommended 20 mg of atorvastatin.
For secondary prevention - 80 mg of atorvastatin.
[12].

American recom- mm Hg or higher (I, A).

mendations (AHA;
ACC; ADA)

1. Treatment of hypertension with a SBP treatment
goal of less than 130 mm Hg is recommended for
noninstitutionalized ambulatory community dwelling
adults (=65 years of age) with an average SBP of 130

2. For older adults (=65 years of age) with hyperten-
sion and a high burden of comorbidity and limited life
expectancy, clinical judgment, patient preference,
and a team-based approach to assess risk/benefit is
reasonable for decisions regarding intensity of blood
pressure lowering and choice of antihypertensive
drugs. (lla, C-EO) [16-17].

Statins for the primary prevention show for all
high-risk patients and all patients for secondary
prevention available without CH II-IV NYHA and
without dialysis [9].

Statins therapy reduces the risk of cardiovascular dis-
ease at initial levels of LDL >1,8 mmol/L (70 mg/dL) in
all patients with and without existing CVD [10].

In patients with or without clinically significant cardio-
vascular disease older than 40 years if at least one
risk factor or with diabetes without clinically signifi-
cant cardiovascular disease aged less than 40 years
if LDL levels >2,5 mmol/L (100 mg/dL) or there are
several risk factors are assigned statins [11].

According to new AHA Recommendations for Treatment of
Hypertension in older people (2017, USA) the treatment of
hypertension is recommended for noninstitutionalized ambula-
tory community dwelling adults (=65 years of age) with an aver-
age SBP of 130 mm Hg or higher (I, A) with a SBP treatment
goal of less than 130 mm Hg. For older adults (=65 years of age)
with hypertension and high comorbidity with limited life
expectancy, the decision regarding intensity of BP lowering
therapy and choice of antihypertensive drugs (Ila, C-EO) is
based on clinical judgment, patient preference, and team-based
approach with assessment of its risk /benefit [16, 17].

Unfortunately, at present Ukraine doesn’t have specific pro-
tocols for the treatment of old patients. However, certain
emphases can be identified in National Unified clinical protocols
of primary and secondary (specialized) medical care for hyper-
tension, CVD and dyslipidemia [13, 14].
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The comparative table of European, American and Ukrainian
recommendations for care of old patients with hypertension and
dyslipidemia in old patients is presented below (Table 1).

CONCLUSION

In accordance with a recent World Health Resolution (67/13),
a comprehensive Global Strategy and Action Plan on Ageing and
Health were developed by WHO in consultation with Member
States and other partners. The Strategy and Action Plan announced
the necesity of aligning health systems with the needs of older popu-
lations. Health systems need to be better organized around older
people’s needs and preferences, designed to enhance older people’s
intrinsic capacity, and integrated across settings and care providers.
Actions in this area and guidelines of care are really needed. It is nec-
essary to develop more clear guidelines for care of old people, espe-
cially in prevention and management of cardio-vascular diseases.
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MpodunakTnka cepae4yHo-cOCyaUCTbIX 3a0oneBaHuii
Yy NauueHToB CTap4Yeckoro Bo3pacrta — COCTOsiHNe
npoo6sembl

B.N. TkayeHko, 51.A. Makcumey,

B nacrostiee Bpemst BO3 yessier 6ouibiiioe BHUMaHue mpobieme cra-
PEHUs 1 3[0POBbSL.

ey uccnedosanus: BoIsICHUTL OCOOEHHOCTH MPOMUIAKTHKI U Jieve-
HUSL CEPAEYHO-COCYIUCTHIX 3a00JIeBaHUIT Y JIHO/IElT CTAPYECKOTO BO3PACTA.
Mamepuanot u memoowt. [Iposejien cucremMaTnyeckuii ananus 67 uc-
TOYHUKOB JIUTEPATYPDI M PEKOMEH/AIINI 110 JIEIEHUIO CEePAEIHO-COCY-
JIMCTBIX 3a00JIeBaHUIl Y JIOEIT CTapYecKOro BO3pacTa, HailJIeHHbIX B
6azax sannbix JAMA, Scholar, NCBI, Cochrane Library u PubMed 3a
2007-2017 To/pl 110 KJIFOYEBBIM CJIOBAM COTJIACHO T[EJIN.
Pesynvmamot. B eBpONeiicKIX 1 aMePUKAHCKUX PYKOBOJICTBAX €CTh
PeKOMEeH/IAINN TI0 YXO/Y 3a JIOJIbMHU CTapyeckoro Bodpacra. K coxa-
JICHWIO, B HACTOSIIIEE BPeMsI B Y Kpauie HeT KOHKPETHBIX IIPOTOKOJIOB
JIedeHust TIOKUJIBIX TTalineHToB. TeM He MeHee, onpe/iesieHHble acliek-
Tol uMeioTcss B HanmoHampHbIX yHUDUINPOBAHHBIX KIMHUIECKUIX
MPOTOKOJIAX TIEPBUYHOM U BTOPUYHOIH (CIIeInaIn3npOBaHHON ) Me/In-
[UHCKON [TOMOIIU [IPU TUIIEPTOHUY, CEPIAEYHO-COCYIUCTIX 3a001eBa-
HUSIX ¥ JIUCJUTTUIEMUSIX.

3axntouenue. B coorserctiuu ¢ [nobanbroit crpaterueii u [lianom
neiictuit BO3 neobxoanmMo paspabortath Gojiee YeTKHe pPyKOBOJs-
1ue TPUHIUIBL YXO/Ia 38 MOKUJIBIMU JIIOJIbME, 0COOEHHO B 00sacTit
NPOGUIAKTUKHI U JICYEHUST CEPIACYHO-COCYANUCTHIX 3200 IeBaHUIL.
Kantouesvte cnoga: nmodu cmapueckozo 6ospacma, cepieuno-cocyouc-
mote 3a601e6anust, NPOPUIAKMUUECKUEC PEKOMEHOAUUU.

MpodinakTuka cepueBo-CyaAUHHUX
3axBOPIOBaHb Y NiTHIX NaLi€eHTIB —
cTaH npo6nemu

B.l. TkayeHko, 1.A. MakcumeLb

Ha cporogni BOO3 npuzissie Besmky ysary mpobsiemi cTapiHHs Ta
3/10POB’sL.

Mema docaidscenns: 3'scyBatu 0cOOMMBOCTI TPOMITAKTUKH Ta JIKY-
BAHH: CEPLEBO-CYAUHHIX 3aXBOPIOBAHD Y JITHIX J0zell.

Mamepianu ma memoou. 3piiicieno cucreMatinaHuil ananis 67 jo-
CTYIIHUX JIZKepeJl JiTepaTypu Ta KepiBHUITB 1[0/I0 JiKyBaHHS ceplie-
BO-CY/IMHHUX 3aXBOPIOBAHb Y JIO/EH JIITHHOIO BiKy, 3Haiinennx y 6a-
3ax ganux JAMA, Scholar, NCBI, Cochrane Library ta PubMed 3a
2007-2017 poku 3a KJIIOYOBUMH CJIOBAMU BiJITIOBIIHO /10 METH.
Pesynavmamu. €BporieiicbKi Ta aMepUKAHCbKiI KepiBHUIITBA Ma-
I0Th peKOMeH/Iallii 111010 AorJsay 3a JiTHiMu aoabmu. Ha sxaub,
CcbOTO/IHI B YKpaiHi HeMmae creliaJbHUX IIPOTOKOJIB /IS JIKY-
BaHHs JiTHIX nanientiB. OQHak neBHi aKIeHTH MOXKHA BU3HAYM-
TH B HAlliOHAJbHUX YHi(iKOBaAaHMX KJIHIYHUX NPOTOKOJAX IHep-
BUHHOI Ta BTOpmHHOI (creriajizoBanoi) MeaM4HoOi J0MOMOTH
npu  rimepronii, ceplreBO-CYJAMHHUX 3aXBOPIOBAHHAX Ta
JUcainigemii.

Saxatouenns. Bignosigno no Tnobanbhoi crpaterii ta Ilnany it
BOOS3 neobxiano po3pobutn Gibin 9iTKi KepiBHi NPUHIUIN HIOA0
MIKJIYBaHHS 3a JIOBMU JITHBOTO BiKY, 0COGJIMBO MO0 3a1100iraHHs
Ta JIiKyBaHHs CepleBO-CYAMHHNX 3aXBOPIOBaHb.

Knrouosi cosa: 1100u iimivozo 6iKy, cepyeso-cydunii 3axeopiosantis,
npoginaxmuuni pexomenoauii.

CeepeHus 06 aBTOpax

Trauenko Buxropus Msanosna — HarnonasbHast MeAUIIMHCKAST aKaeMUsT TIOCJIEANTIIOMHOTO obpasoBanust umenu [1JI. Ilynuka,

04112, 1. Kues, yoi. Jloporoxutikas, 9. E-mail: witk@ukr.net

Makcumen Sna AnatonbeBra — HarmoHabHast MEAMIIMHCKAS aKajleMust OCeMIIIOMHOro obpasosatist uMenn TLJI. ITlynnka,

04112, r. Kues, yu. /loporoskuiikas, 9

J.Am. Coll Cardiol. —2014. —Vol. 1. —  (highly specialized) care (UKPMD)

REFERENCES

1. World report on ageing and health.  [Electronic resource]. — Access:
World Health Organisation, 2015. —  http://www.mif-ua.com/archive/arti-
[Electronic  resource]. — Access:  cle/37296.

http://www.who.int/ru/

2. State Statistics Service of Ukraine:
official website. [Electronic resource]. —
Access: http://www.ukrstat.gov.ua

3. Database «Health for All (HFA DB)»
European Office of the World Health
Organization [electronic resource]. —
Access: http://data.euro.who.int/hfadb/
shell_ru.html.

4. Tchaikovsky V. Geriatric care to the
population of Ukraine // Social Policy
and Social Work: Ukrainian scientific
and socio-political magazine. — 2003. —
Ne 1. - P. 89-99.

5. Mokeev AG antihypertensive therapy
in patients pozhyloho age. [Electronic
resource]. — Access: http://www.sama-
ramed.ru/review/terapiya.html.

6. Dyaduk Al, Bagram AE.,
Khomenko MV, Schukyna EV,
Impaled OA  Yarovaya NF,

Lukashenko LV. Hypertension 2014:
classification, diagnosis, treatment //
The newspaper «News of medicine and
pharmacy». — 2013. — Ne 18 (472).

Cmamuvsi nocmynuaa ¢ pedaxyuio 26.12.17

16

7. Morozova T.E, Vartanova O.A.,
Lukin M.B. Pharmacotherapy of hyper-
tension in elderly patients // Attending
physician. — 2014. — Ne 7 [Electronic

resource]. - Access:
https://www.lvrach.ru/2014/07/154360
05/

8. 2013 ESC guidelines on the manage-
ment of stable coronaryartery disease:
the Task Force on the management of
stable coronaryartery disease of the
European Society of Cardiology / Task
Force Members, Montalescot G.,
Sechtem U., Achenbach S., et all. //
Eur. Heart J. — 2013. — Vol. 34. —
P. 2949-3003.

9. Stone N.J., Robinson J.G.,
Lichtenstein A.H., Bairey Merz C.N.,
Blum C.B., Eckel R.H. et al. 2013
ACC/AHA guideline on the treatment of
blood cholesterol to reduce atheroscle-
rotic cardiovascular risk in adults: a
report of the American College of
Cardiology/American Heart Association
Task Force on Practice Guidelines //

P. 2889-2934.

10. Medicine review. The cadiological
almanac. Special SW. Advances in the
diagnosis, treatment and prevention of
cardiovascular diseases. —2014. — 293 p.
11. Krader C.G. American Diabetes
Association. Diabetes clinical practice
recommendations focus attention on
individualization of care // Med. Econ. —
2014. —Vol. 25. — P. 22-24.

12. Rabar S., Harker M., O’Flynn N.,
Wierzbicki A.S. Guideline Development
Group. Lipid modification and cardio-
vascular risk assessment for the primary
and secondary prevention of cardiovas-
cular disease: summary of updated
NICE guidance // BMJ. — 2014. —
Vol. 17. — 349.

13. Ukrainian National Unified clinical
protocols of primary, secondary (spe-
cialized) and tertiary (highly specialized)
care  «Hypertension», 2012. —
[Electronic  resource]. — Access:
http://mtd.dec.gov.ua/index.php/uk/rei
estr-mtd/item/3-arterialna-hipertenziia
14. Unified clinical protocols of primary,
secondary (specialized) and tertiary

«Prevention of cardiovascular disease»,
2016 [Electronic resource]. — Access:
http://mtd.dec.gov.ua/index.php/uk/rei
estr-mtd/item/71-profilaktyka-sertsevo-
sudynnykh-zakhvoriuvan

15.  Mitchenko Al, MI Lutay.
Dyslipidemia, diagnosis, prevention and
treatment. Guidelines Association of
Cardiologists of Ukraine // Practical
angiology. — 2012. — Ne 5—6 (54—55).
- P.6-17.

16. 2017 ACC/AHA/AAPA/ABC/ACPM/
AGS/APhA/ASH/ASPC/NMA/PCNA
Guideline for the Prevention, Detection,
Evaluation, and Management of High
Blood Pressure in Adults: Executive
Summary // A Report of the American
College of Cardiology/American Heart
Association Task Force on Clinical Practice
Guidelines. — 2017. — P. 72.

17. Williamson JD, Supiano MA,
Applegate WB, et al. Intensive vs stan-
dard blood pressure control and cardio-
vascular disease outcomes in adults
aged >75 years: a randomized clinical
trial // JAMA. — 2016. — Ne 315. —
P. 2673-82.

CEMENHAST MEJIMIITHA Ne6 (74), 2017
ISSN 2307-5112



