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Poblacion por grupo de Edad
Espana 2011-2013

80-84 1.306.271 (2.76%)  1.346.348 (3.24%)
85-89 749.224 (1.59%) 646.301 (1.55%)
90-94 268.097 (0.57%) 305.510 (0.64%)
95-99 70.082 (0.14%) 70.966 (0.17%)
100 y mas 10.651 (0.03%) 11.983 (0.03%)
Total > 80 a 2.404.325 (5.09%)  2.381.108 (5.73%)

Fuente: Instituto Nacional de Estadistica
31 de diciembre de 2013.



Patrones de pluripatologia en
pacientes mayores

Table 2. Prevalence of diagnosis groups (in %) and rank order for female and male.

Diagnosis group [ICD-10 codes] Female (rank) Male (rank)
1 Hypertension [110-15] 54.8 (1) 51.2 (1)
2 Lipid metabolism disorders [E78] 34.6 (2) 32.7 (2)
3 Chronic low back pain [M40-45, M47, M48.0-.2, M48.5-.9, M50-54] 34.6 (3) 28.2 (3)
4 Diabetes mellitus [E10-14] 18.3 (6) 21.7 (4)
5 Joint arthrosis [M15-19] 24.4 (4) 16.6 (7)
6 Chronic ischemic heart diseases [120-21, 125] 13.0 (11) 21.5 (5)
7 Thyroid dysfunction [E01-05, E06.1-.3, E06.5, E06.9, E07] 23.1 (5) 9.3 (14)
8 Severe vision reduction [H17-18, H25-28, H31, H33, H34.1-.2, H34.8-.9, H35-36, H40, H43, H47, H54] 16.5 (7) 13.9 (10)
g Cancers [C00-26, C30-41, C43-58, C60-97, D00-09, D37-48] 11.3 (13) 15.0 (9)
10 Cardiac arrhythmias [144-45, 146.0, 146.9, 147-48, 149.1-.9] 11.2 (14) 134 (11)

PLOS ONE 2010; 5(12): 15941
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¢Cual es la prevalencia de la
LOD en el anciano?
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éDe que mueren los ancianos?



éDe qué mueren los octogenarios?

TABLE Il Causes of Death in Patients Aged 80 fo
89 Years
l. Cordice [n = 195)
A. Coronary arfery disease 127 (65%) . , . .
1. Acute myocardial inforction 87 Estudio necropsico realizado sobre
2. Ischemic cardiomyopathy 15 . ~
3. Sudden 19 366 fallecidos entre 80 y 89 aios del
4. Aorlecoronary bypass b P .
3. Vascular heart dissase 40 (21% area de Washington DC.
1. Aortic stenosis 32 . -
2. Aoriic. regurgitation 2 e Edad media 84.4 anos.
3. Mitral regurgitation 1
4. Mitral stenosis ] ° : 0
5. Mitral valve prolapse 4 Mujeres 50%
C. Primary cardiomyopathy 7 (4%) o
1. Hypertrophic 4 ® Raza negra 28%
2. \diopathic dilated 3 .
D. Secondory cardiomyopathy 16 (8% e 47.5% murieron de causa CV
1. Amyloidosis 14
2. Transfusion hemochromatosis 1 - Cardiopatia isquémica 34.7%
3. Eosinophilic myocarditis i
E. Cor puimonale 2 (1% — Otros territorios 12.8%
F. Pericardial heart disease 3 (2%)
I}, Vascular (n = 47)
A. Cerebrovascular accident 15 {32%)
B. Abdominal aortic aneurysm 14 (30%)
1. Rupture = 10
C. Peripheral arleriol dissase 10 (21%)
D. Aorfic dissection 3 (6%
E. Pulmonary embclism 5(11%)
lil. Noncardiovascular (n = 124)
A. Cancer 47 138%)
B. Infection 30 (24%)
C. Fall complications 10 (8%)
D. Cthers 37 (30%)

Am J Cardiol 1995;75:151-156



éDe qué mueren los octogenarios, los
nonagenarios y los centenarios?

TABLE Il Causes of Death in the 490 Necropsy Patients Aged 80 to 103 Years
Age Group (Years)
80-89 90-99 =100
(n = 397) (n=93) [n =9
. Cardiac 198 (51%) 30 (32%) 0
A. Coronary arfery disease 129/198 (65%) 12/30 (40%) 0
1. Acute myocardial infarction 90 12 0
2. Chronic congestive heart failure 15 3 0
3. Sudden 19 3 0]
4. Coronary bypass 7 0 0
B. Valvular heart disease 41/198 (21%) 3/30 (10%) 0
1. Aortic stenosis 33 3 0
2. Aortic regurgitation 2 0 0
3. Mitral regurgitation 5 0 0
4. Mitral stenosis 1 0 0
C. Primary cardiomyopathy 7/198 (4%) 1/30 (3%) 0
1. Hyperirophic 4 0 0
2. ldiopathic dilated 3 1 0
D. Secondary cardiomyopathy 16/198 (8%) 8/30 (27%) 0
1. Amyloidosis 14 8 0
2. Hemosiderosis 1 0 0
3. Myocarditis 1 0 0
E. Pericardial heart disease 3/198 ( %) 0 0
II. Vascular, noncardiac 52 13%) 19 (20%) 0
A. Stroke 17/52 (33%) 6/19 (32%) 0
B. Abdominal aortic aneurysm 14/52 (33%) 5/19 (26%) 0
C. Peripheral arterial disease 11/52 (21%) 5/19 (26%) 0
D. Aortic dissection 4/52 (8%) 0/19 (0) 0
E. Pulmonary embolism 6*/52 (11%) 3/19* (16%) 0
Ill. Noncardiac and Nonvascular 141 (36%) 44 (47%) 6 (100%)
A. Cancer 52/141 (37%) 13/44 (29%) 0/6
B. Infection 37/141 (26%) 17/44 (39%) 0/6
C. Fall complication 10/141 (7%) 3/44 (7%) 3/6
D. Other 42/141 (30%) 11/44 (25%) 3/6
*All had underlying chronic obstructive pulmonary disease.

Am J Cardiol 1998:82:627-631




éLa ECV es igual en el anciano?



Caracteristicas clinicas del infarto en > 85 a
frente a <65 a

Manifestaciones Clinicas <65 a, n=1530 >85 a, n=277 P

Dolor >7 IAMCEST 50.4% 25% <0.0007
Dolor >7 IAMSEST 40.4% 25% 0.02

IC IAMCEST 4.9% 17.9% <0.001
IC IAMSEST 6.2% 28% <0.001
Sincope IAMCEST 4.8% 11.9% <0.001
Sincope IC IAMSEST 4.2% 11.2% 0.03

Presse Medicale 2013: 42: 1432-1441



Tipo de Infarto en > 85 anos

<65a 65-74 a 74-85 a >85a

Presse Medicale 2013: 42: 1432-1441

O IAMCEST
B IAMSEST




Evolucion del infarto en > 80 a frente a <80 a

Adjusted cumulative clinical outcomes at 1 year.

Octogenarians n (%) Non-octogenarians n (%) Unadjusted HR (95% CI) p-Value Adjusted HR (95% CI) p-Value
All-cause death 223(223) 359(6.5) 3.75(3.17-4.43) <0.001 2.37(1.56-3.63) <0.001
Cardiac death 194(19.4) 319(5.8) 3.62(3.03-4.33) <0.001 3.03(2.20-4.17) <0.001
Non-cardiac death 29(2.9) 40(0.7) 4,65 (2.88-7.50) <0.001 5.68(2.87-11.2) <0.001
Recurrent MI 13(1.3) 52(0.9) 1.59(0.86-2.91) 0.14 1.19(0.52-2.72) 0.68
Recurrent PCI 57(5.7) 469(8.5) 0.79(0.60-1.04) 0.09 0.84 (0.61-1.17) 0.31
TLR 24(2.4) 170(3.1) 0.92 (0.60-1.40) 0.69 0.89(0.52-1.54) 0.69
TVR 36(3.6) 236(4.3) 0.99(0.70-1.41) 0.96 0.99(0.64-1.54) 0.96
CABG 9(0.9) 51(0.9) 1.08 (0.53-2.20) 0.83 0.83(0.24-2.80) 0.76
MACE 296(29.6) 909(16.4) 2.03 ) <0.001 1.53(1.16-2.02) 0.003
04 p <81 Analisis retrospectivode 9877
14 1 pacientes con (PCl) y stent
1 | ™ Octogenarians recubierto del Korean Acute
0 Non-octogenarians Myocardial Infarction Registry
10 -

p <0.001

p =0.595

STEMI
In-hospital death

NSTEMI
In-hospital death

Major bleeding

Octogenarians (%)

121 (12.7)

23(4.3)

10 (3.6)

Non-octogenarians (%)

195 (3.6)

41(1.4)

28 (3.0)

(KAMIR).

HR, hazard ratio;
MI, myocardial infarction;

PCl, percutaneous coronary
intervention;

TLR, target lesion revascularization;
TVR, target vessel revascularization;

CABG, coronary artery bypass
grafting;

MACE, major adverse cardiac
events.

Journal of Cardiology 2013; 62: 210-216



¢Como es la ECV de los ancianos
en MI?



¢Que sucede en el Mundo real?
Ingresos por IC Hospital Clinic (2010)

En 2010 hubo un total de 1248 ingresos por IC (692
pacientes)

Del total
— 755 (60,5%) corresponden a 422 pacientes = de 80 afios (61%)
— 493 (39.5%) corresponden a 270 pacientes < de 80 afios (39 %)

Mortalidad

Eur J Int Med. 2013: 24(Suppl 1); el2



Caracteristicas generales

TN ECES

Mujeres 61.8%
Edad media (afios) 84.53+6.38
Rango edad (afos) 80-102

Estancia (mediana y rango en dias)

9+41.88 (0-188)

Independientes (Barthel 100) 35.9%
Dependencia Leve (Barthel >60) 24.3%
Dependencia Moderada (Barthel 40-55) 23.5%
Dependencia Grave (Barthel 20-35) 9%
Totalmente dependientes (Barthel <20) 7.2%
Vive solo 15.49%
Vive con familiares 66.1%
Vive en residencia 18.42%

Eur J Int Med. 2013: 24(Suppl 1); el2




Caracteristicas generales

Comorbilidades

Indice Profund (Comorbilidad mediana) 5

HTA 86.9%
DMT2 36.4%
Dislipemia 41.1%
Insuf Renal Cronica FGR <60 37.1%
Insuf Renal Crénica FGR <30 10%
Enf Arterial Periférica 12.3%
Ictus 10%
EPOC 27.1%
Cardiopatia Isquémica 38.4%
IAM 27.5%
Fibrilacion Auricular 53%

Eur J Int Med. 2013: 24(Suppl 1); el2



Caracteristicas generales

CLASIFICACION

CF NYHA [lI-1V 25.4%
IC Isquémica 31.5%
IC Valvular 25.4%
IC Hipertensiva 44.3%
IC de Novo 26.3%
Dispositivos 13.3%
Ecocardiograma previo (IC Crdnica) 70.7%
Ecocardiograma en ingreso (IC Novo) 45 %
FEVI <50% 45.8%

Eur J Int Med. 2013: 24(Suppl 1); el2



Caracteristicas generales

Pronostico

Reingresos 44%
Reingresos por IC 32.4%
Consulta Urgencias 63.4%
Mortalidad 34%
Mortalidad CV 24.6%
Mortalidad durante el ingreso 6%
Mal pronostico (Muerte o reingreso) 72%

Eur J Int Med. 2013: 24(Suppl 1); el2



é¢Que sucede en el Mundo real?
Registro FRENA

. 1264 pacientes de 20

Table 4.  Multivariate Analysis on the Risk to Develop

Major Cardiovascular Events hospitales espanoles
" i . Seguimiento de al menos un

(Jlililica| characteristics ) aﬁO

Jillese <o - 416 pacientes (33%) EAP
Rlsll;i;[::::locr:nw[lilus 1.7 (1.2-2.7) 004 - 474 pacientes (37%) CxP Isq
Un(d;:i::x?:‘l(xj:g.(n“l(;lun 2.3 (1.3-3.9) 004 . 374 pacientes (30%) Ictus.
Initial clinical presentation ]

Peripheral artery disease 2.3 (1.6-3.5) <001 . Entotal, 324 pacientes (26%) 2
S”(U:d::;;l; >1.2 mg/dL. 1.5 (1.0-2.3) 038 75 aﬁos de edad‘

Angiology 2008 59: 427-436



¢Que sucede en el Mundo real?
Registro FRENA

Age 275 y Age <75y Odds Ratio (95% CI) P Value
Patients, n 324 (25%) 940
Clinical characteristics
Gender (men) 187 (58%) 743 (79%) 0.4 (0.3-0.5) <.001
Body mass index (mean £ SD) 28+ 4.3 28+4.3 J— NS
Underlying diseases/ risk factors
Chronic lung disease 60 (19%) 136 (15%) 1.3 (0.97-1.9) 079
Chronic heart failure 41 (13%) 48 (5.1%) 2.7 (1.7-4.2) <.001
Hypertension 248 (77%) 586 (62%) 2.0001.5-2.7) <.001
Diakates 125 (39%) 345 (37%) L0814 NG
Current smoking 18 (5.6%) 194 (21%) 0.2 (0.1-0.4) <.001
Initial clinical presentation
Coronary artery disease 95 (29%) 379 (40%) 0.6 (0.5-0.8) <.001
Angina 45 (47%) 89 (24%) 2.9 (1.8-4.7) <.001
Myocardial infarction 51 (54%) 291 (77%) 0.4 (0.2-0.6) <.001
Cerebrovascular disease 131 (40%) 243 (26%) 1.9 (1.5-2.5) <.001
Ischemic stroke 99 (76%) 203 (84%) 0.6 (0.4-1.0) 062
Transient ischemic attack 32 (24%) 50 (21%) 1.2 (0.8-2.1) NS
Peripheral artery disease 95 (29%) 313 (33%) 0.8 (0.6-1.1) NS
Intermittent claudication 62 (65%) 265 (85%) 0.3 (0.2-0.6) <.001
Symptoms at rest 35 (37%) 53 (17%) 2.9 (1.7-4.8) <.001

Angiology 2008 59: 427-436
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¢Que escala debemos de usar para el calculo del
Riesgo vascular en ancianos?
The Leiden 85-plus Study

Baseline characteristics of participants with no history of
cardiovascular disease at age 85 years (n=302)

n (%) or median

(IQR)*
Sociodemographic and functional characteristics
Non-institutional living 255 (84)
Cognitive function (MMSE 0-30) 27 (23-28)
Subjective wellbeing (Cantrils’ ladder 0-10)t 8 (6-9)
Classic risk factors from Framingham risk score
Male gender 87 (29)
Systolic blood pressure (mmHg)1 154 (144-167)
Total cholesterol (mmol/L) 5.7 (5.0-6.5)
HDL cholesterol (mmol/L) 1.3 (1.1-1.6)
Diabetes mellitus 43 (14)
Current and/or past smoking 134 (44)
Left ventricular hypertrophy 27 (9)
New biomarkers
Homocysteine (umol/l) 11.9 (9.7-14.7)
Folic acid (nmol/L) 12.4 (9.6-17.5)
C reactive protein (mg/l) 3(1-7)
Interleukin 6 (pg/ml) 10 (0-61)

MMSE=mini-mental state examination; HDL=high density lipoprotein.
*Categorical data presented as number (percentage), continuous data as
median (interquartile range).

tn=284, missing data for 18 participants.

$n=301, missing data for one participant.

BMJ 2009; 338: a3083



Cumulative cardiovascular mortality

¢Que escala debemos de usar para el calculo del

Riesgo vascular en ancianos?
The Leiden 85-plus Study

" Framingham risk score
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Cumulative cardiovascular mortality

¢Que escala debemos de usar para el calculo del
Riesgo vascular en ancianos?
The Leiden 85-plus Study

Leiden 85-plus Study
0.4 —— Highrisk

=== |ntermediate risk

----- Low risk
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0 Dl
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FRS 0.53 (IC95% 0.42 - 0.63)
Homocisteina 0.65 (IC 95% 0.55 - 0.75).
Combinacién 0.65, (IC 95% 0.54 -0.75),
: a3083



¢Que escala debemos de usar para el calculo del Riesgo de Ictus en
ancianos?
The Leiden 85-plus Study

Table 1. Basellne Characteristics of Study Particlpants

Occurrence of Stroke During Follow-up

Characteristics All (n=480) Yes (n=56) No (n=424) P
Men, n (%) 163 (33.8) 16 (27.6) 147 (34.7) 0.28
History of CVD, n (%) 283 (58.7) 37 (66.1) 246 (58.0) 0.25
History of DM, n (%) 75(15.6) 8(14.3) 67 (15.8) 0.77
Ever smoking, n (%) 233 (48.3) 24 (42.1) 209 (49.3) 0.31
Atrial fibrillation, n (%) 42 (8.7) 6(10.3) 36 (8.5) 0.64
Left ventricular hypertrophy, n (%) 48 (10.0) 8(13.8) 40 (9.4) 0.30
Use of antihypertensive 213 (44.3) 22 (38.6) 191 (45) 0.36
medication, n (%)

Systolic blood pressure, mmHg, 155(18.3) 153.4 (20.1) 156 (18.0) 0.32
mean (SD)

Diastolic blood pressure, mm Hg, 77(9.3) 77.8(9.8) 76.9 (9.3) 0.51
mean (SD)

MMSE score, point, median [IQR] 26 [23-28] 24 [18-27] 27 [24-28] <0.001

CVD indicates cardiovascular diseases; DM, diabetes mellitus; IQR, inter quartile range; and MMSE, Mini-Mental State Examination.
*Significant difference between subjects with and without stroke occurrence.

Stroke. 2013; 44: 1866-1871



¢Que escala debemos de usar para el calculo del Riesgo de Ictus en
ancianos?
The Leiden 85-plus Study

A Log rank test statistic 1.86; df=2; P =0.394 B Log rank test statistic 11.23; df=2; P=0.004
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----- Intermediate Framingham stroke risk score = = = = « Intermediate cognitive impairment

Low Framingham stroke risk score Low cognitive impairment

Table 2. RIsk of Stroke In Relatlon to Framingham Risk Score and Level of Cognitive Impalrment

No. of Participants No. of Stroke Events Incidence Rate* (95% CI) Hazard Ratio (95% CI)
Framingham 5-year stroke risk
Low (3.7%—13.2%) 160 19 30.2(16.6-37.2) 1 (ref)
Intermediate (13.3%—22.2%) 161 23 371 (21.9-52.3) 1.22 (0.66-2.42)
High (22.3%—97.4%) 159 14 233(11.1-354) 0.77 (0.39-1.54)

P for trend: 0.501
Cognitive impairment

Low (MMSE >27) 180 13 17.4 (8.0-26.9) 1 (ref)
Intermediate (MMSE 25-27) 136 15 27.8 (13.7-41.9) 1.59 (0.76-3.35)
High (MMSE <25) 164 28 495 (31.1-67.8) 2.85 (1.48-5.51)

Pfor trend: 0.001

Cl indicates confidence interval; MMSE, Mini-Mental State Examination; and ref, reference.
*Incidence rates were estimated per 1000 person-year.

Stroke. 2013; 44: 1866-1871
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PREVALENCIA DE HIPERTENSION EN
POBLACION ANCIANA EN ESPANA

Edad Sexo Prevalencia Conoce HTA | Trata y conoce Controla y trata

70-79 afios | Total 71.7% 65.9% 85.3% 30.2%
Hombres 69.6% 61.3% 81.3% 30.0%
Mujeres 73.5% 69.2% 88.1% 30.3%

>80 afios Total 70.8% 59.8% 88.3% 25.7%
Hombres 68.1% 51.8% 88.6% 20.0%
Mujeres 72.2% 63.9% 87.7% 27.9%

Banegas JR et al. J Hypertens 2002




HTA en 2 80 anos. NHANES

Prevalencia del conocimiento, tratamiento y control de la hipertension entre adultos 2 80 afios
Conocimiento: Diagndstico previo de hipertension por un profesional de la salud.
Tratamiento: Uso de medicacion antihipertensiva prescrita.

Control: PAS / PAD <140/90 mm Hg.

(*) Entre aquellos con hipertensiéon
(t) Entre aquellos con diagndstico de hipertension;

(¥) Entre aquellos con tratamiento de su hipertension

J Clin Hypertens (Greenwich). 2014: 1-7.



Cumulative Survival

PA y supervivencia en >85 a

e N=521;>85 anos

e QObjetivo primario: Valorar
asociacion entre PA y mortalidad

e 9 afos de seguimiento.

0 2 4 6 8 10
Time to Death (Years)

Curva de Supervivencia por niveles de PA

J Am Geriatr Soc 2006; 54:912-918.



PA y supervivencia en >85 a

Table 3. Mortality of Subjects with Concomitant Diseases Subdivided According to Blood Pressure Categories

Systolic Blood Length of Odds Ratio (95%

Pressure, mmHg n Deceased, n Follow-Up Py Mortality/1,000 Py Confidence Interval)
History of hypertension

Total 134 124 478.4 259.2

<140 26 26 51.9 500.7 1.87 (1.13-3.08)

140-159 39 37 137.9 268.3 ref

>160 69 61 288.6 2114 0.79 (0.52-1.18)
Stroke

Total 102 102 221.0 461.5

<140 42 42 77.9 539.2 1.27 (0.79-2.03)

140-159 30 30 70.6 425.2 ref

>160 30 30 72.5 413.8 0.97 (0.59-1.61)
Myocardial infarction

Total [ 72 218.5 329.5

<140 31 31 65.2 475.4 1.84 (1.06-3.21)

140-159 23 21 81.5 257.8 ref

>160 23 20 71.9 278.2 1.08 (0.58-1.99)
Cardiac failure

Total 321 287

<140 41 40 29.8 0.22 (0.15-0.30)

140-159 176 160 138.6 ref

>160 104 87 204.0 1.47 (1.13-1.91)
Dementia

Total 188 185 442.2 418.4

<140 92 90 182.7 492.5 1.28 (0.92-1.78)

140-159 57 57 147.6 386.3 ref

>160 39 38 111.9 339.7 0.89 (0.59-1.34)
Cancer

Total 49 47 126.5 371.5

<140 17 17 35.5 479.0 1.01 (0.51-1.97)

140-159 17 17 35.7 475.8 ref

>160 15 13 55.3 234.9 0.49 (0.24-1.02)

J Am Geriatr Soc 2006; 54:912-918.



PA y supervivencia en >85 a

Table 3. Mortality of Subjects with Concomitant Diseases Subdivided According to Blood Pressure Categories

Systolic Blood Length of Odds Ratio (95%
Pressure, mmHg n Deceased, n Follow-Up Py Mortality/1,000 Py Confidence Interval)
No hypertension
Total 387 355 1,339.5 265.0
<140 144 137 391.3 350.1 1.42 (1.11-1.82)
140-159 128 116 4721 245.7 ref
>160 115 102 476.1 2141 0.87 (0.67-1.14)
No stroke
Total 419 377 1,596.9 236.1
<140 128 121 365.3 331.2 1.45 (1.13-1.87)
140-159 137 123 539.4 228.0 ref
>160 154 133 692.2 192.1 0.84 (0.66-1.08)
No infarction
Total 438 401 1,5685.4 252.9
<140 138 131 3771 347.4 1.41 (1.10-1.79)
140-159 141 129 522.3 247.0 ref
>160 159 141 685.9 205.6 0.83 (0.66—1.06)
No cardiac failure
Total 200 152
<140 15 14 38 368.9 2.00 (1.13-3.52)
140-159 104 80 433.1 184.7 ref
>160 81 58 361.3 160.5 0.87 (0.62-1.22)
No dementia
Total 333 294 1,375.8 213.7
<140 78 73 260.5 280.2 1.35 (1.00-1.83)
140-159 110 96 462.4 207.6 ref
>160 145 125 652.9 191.5 0.92 (0.71-1.20)
No cancer
Total 472 432 1,691.4 255.4
<140 153 146 407.8 358.1 1.51 (1.20-1.91)
140-159 150 136 574.2 236.8 ref
>160 169 150 709.4 211.5 0.89 (0.71-1.13)

J Am Geriatr Soc 2006; 54:912-918.



Objetivos de PA:
Octogenarios con cardiopatia isquémica

Estudio INVEST
BP Nadirs
Age (years) SBP DBP
—e—— <60 110 75
3.5 - : ~ 60-<70 115 75
———y——= 70-<80 135 75

Ly - >80 140 70

Hazard Ratio (adjusted)

40 60 80 100 120 140 160 180
Diastolic Systolic

Blood Pressure (mmHg)

N= 22,576 > 50 afios. (> 80, n =2180; 70-80, n=6126; 60-70, n=7602; <60, n=6668)

Am J Med. 2010; 123: 719-726



Treatment

La hipotension Ortostatica
PARTAGE study
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Journal of Hypertension 2012, 30:53-60



La hipotension Ortostatica
PARTAGE study

I’ P =0.0003 '|
25% -
|— P=0.70 ‘l
20% A
b
O
5 15% -
@
O
c
Q@
S 10% -
u
a1l
5% -
0% -
Anti Htn treatment No No Yes Yes
SBP (mmHg) <140 >140 <140 >140
N 134 70 448 342

Journal of Hypertension 2012, 30:53-60



Influencia del patron circadiano de MAPA en
la mortalidad de nonagenarios

Supervivientes (n=22) Fallecimientos (n=20) p

Edad 94+1,9 93,3:11.9 0,21
Género femenino 13 (59,1%) 13 (65%) 0,69
Institucionalizados 2 (9,1%) 2 (10%) 0,92
indice de Barthel 75,4423 74412 0,95
indice de Lawton 3,4+2,4 2,44+2,3 0,16
MEC 25,5+8 19,5+9 0,04
indice de Charlson 0,82+1,2 0,8+1,2 0,95
Diagnostico previo de hipertension 17 (73,5%) 14 (70%) 0\5
PAS clinica 148,7+13 140,34+ 19 0,1
PAD clinica 77,6 +8 77,6 +8 0,74
Buen control en consulta de PA 6 (27,3%) 8 (40%) 0,38
PAS de 24h 131,4+12 129414 0,63
PAD de 24h 67,4+ 11 64,2+7 0,29
Buen control de PA de 24 h 8 (36,4%) 4 (20%) 023
Frecuencia cardiaca de 24h 7148 74,5+8 0,19
PAS de dia 132,5+14 130,5+14 0,62
PAD de dia 70,3+10 66,6+8 0,15
Buen control de PA de dia 8 (36%) 5 (6,47%) 0,42
Frecuencia cardiaca de dia 73,8+8 76,8+10 0,3
PAS de noche 129,3+16 128,6 +14 0,88
PAD de noche 65+13 61,1+10 0,31
Buen control de la PA de noche 7 (31,8%) 4 (20%) 0,38
Frecuencia cardiaca de noche 67+7 70+8 0,11
Patron circadiano de PA 0,16
Dipper 3 (13,6%) 5 (25%)

Non-dipper 13 (59,1%) 6 (30%)

Riser 6 (27,3%) 9 (45%)

Hipertens R Vasc, 2010; 27:93 - 98
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Evidencias de Tratamiento de la
dislipemia en el anciano

Table 2. Trials Supporting Primary Prevention in the Elderly
Name of Medication Number of Age Range Percentage of Follow-up
the Trial Studied Participants (Yrs) Elderly Patients Period (Yrs)
AFCAPS Lovastatin 6605 45-73 =65 yrs (21%) 0.2
CARDS Atorvastatin 2838 40-75 =70 yrs (12%) 3.9
CHS Statins 1914 >65 >65 yrs (100%) 7.3
PROSPER Pravastatin 5804 70-82 >70yrs (100%) 3.2
JUPITER Rosuvastatin 17 802 60-71 >60 yrs (100%) 1.9

Results

37% RRRin MACE, MI, unstable angina, and coronary
revascularization

37% RRR in major cardiovascular events

27% RRR in death

31% RRR in revascularization

56% RRR in cardiovascular disease

44% RRR in all-cause mortality

15% RRR in coronary deaths, nonfatal MI, and stroke

44% RRR incombined primary end point of M, stroke,
arterial revascularization, cardiovascular death, or
hospitalization for unstable angina

Abbreviations: MACE, major adverse cardiovascular events; MI, myocardial infarction; RRR, relative risk reduction.

Clin. Cardiol. 2010; 33: 4-9



Table 3. Trials Supporting Secondary Prevention in the Elderly

Name of
the Trial

4S

HPS
CARE

LIPID

MIRACL

TNT

SAGE

Abbreviations: CAD, coronary artery disease; MACE, major adverse cardiovascular events; MI, myocardial infarction; RRR, relative risk reduction.

Evidencias de Tratamiento de la
dislipemia en el anciano

Medication Number of
Studied Participants
Simvastatin L4414
Simvastatin 20536
Pravastatin 4159
Pravastatin 9014
Atorvastatin 3086
Atorvastatin 10 001
Pravastatinvs 893

Atorvastatin

Age Range
(Yrs)

35-70

40-80
21-75

31-75

18-80

3575

65-85

Percentage of
Elderly Patients

>65 yrs (23%)

>70yr1s (29%)
>65 yrs (31%)

>65 yrs (36%)

Not reported

>65 yrs (38%)

>65 yrs (100%)

Follow-up
Period (Yrs)

5.4

16 wks

4.9

Clin. Cardiol. 2010; 33: 4-9

Results

34% RRR in all-cause mortality
34% RRR in MACE

25% RRR in death or MI

24% RRR in death or Ml

24% RRR in all-cause mortality and cardiac mortality

29% RRR in nonfatal MI

20% RRR in coronary revascularization

16% RRR in death, nonfatal MI, recurrence of
myocardial ischemia, and resuscitated cardiacarrest

19% RRR in composite end point of MACE, CAD
related death, nonfatal Ml, or stroke

29% RRR in MACE and 67% RRR in death in the

atorvastatin group



Estatinas y poblacion anciana

Estudio PROSPER

(Pravastatin in elderly individuals at risk of vascular disease)

Pravastatin Placebo

Men {n=1396) (n=1408)
CHD death, non-fatal MI, and 222 279 —-
fatal or non-fatal stroke
CHD death, non-fatal MI 167 219 ——
o Fatal and non-fatal stroke 65 70 —at
5.804 individuos ™ a8 €3 . |
Edad: 70-82 ainos
Women {n=1495) (n=1506)
o,
56% con ECV CHD death, ncn-fatal Ml and 186 104 —a—
Seguimiento: 3,2 afos fatal or non-fatal stroke
CHD death, non-fatal MI 125 137 -
Fatal and non-fatal stroke 70 61 -
. TIA 39 49 e
Pravastatina 40mg
I | | | | | | 1
VS 0 025 05 75 1 12515 1.75 2
Statin Hazard Statin
Placebo PRAVASTATINA: better ratio worse

Anailisis global Objetivo 127°: | 15% (P=0.014)

Shepherd J, et al. Lancet 2002; 360; 1623-1630



Estatinas y poblacion anciana
Estudio PROSPER

(Pravastatin in elderly individuals at risk of vascular disease)

Pravastatin  Placebo

Secondary prevention (n=1306) (n=1269)
CHD death, non-fatal MI, and 227 273 ——
fatal or nonfatal stroke
CHD death, non-fatal M| 166 211 ——
5.804 individuos Fatal and non-fatal stroke 74 e}e] — -
~ NA 47 64 —_—
Edad: 70-82 ainos
56% con ECV Primary prevention (n=1686) (n=1664)
S " .39 af CHD death, non-fatal MI, and 181 200 —=
egU|m|ento. »4 anos fatal or nonfatal stroke
CHD death, non-fatal MI 126 145 -
Fatal and non-fatal stroke 61 62 -
NA 30 38 —

[ T T T T T T 1
0 025 05 075 1 1.2515 175 2
Statin Hazard Statin
better ratio worse

Shepherd J, et al. Lancet 2002; 360; 1623-1630
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Conclusiones

 La ECV es muy frecuente en ancianos

e Esla primera causa de muerte y de
discapacidad

 La ECV cursa de forma diferente en muy
ancianos



Conclusiones

» Los factores predictores y pronosticos son muy
diferentes en muy ancianos

 El manejo de los FRCV debe ser
necesariamente diferente en muy ancianos

 Hay una falta imperiosa de informacion en este
grupo de poblacidon que requiere de mas
estudios



iMuchas Gracias!



