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Figure 1 Blood pressure changes in an old versus young artery during a
cardiac cycle. The arrows indicate increased pressure during systole and
decreased pressure during diastole that older arteries experience due to
arteriosclerosis
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Anti-hypertensive treatment in octonarians
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e NEW ENGLAND
JOURNAL of MEDICINE

ESTABLISHED IN 1812 MAY 1, 2008 VOL. 358 NO. 18

Treatment ot Hypertension in Patients 80 Years
of Age or Older
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Diabetes Care Volume 37, Supplement 1, lanuary 2014

American Diabetes Association

For older adults

Table 15—Framework for considering treatment goals for glycemia, blood pressure, and dyslipidemia in older adults
with diabetes

Fasting or Bedtime Blood
Patient characteristics/ Reasonable preprandial glucose pressure
health status Rationale AlC goal¥ glucose (mg/dL) (mg/dL) (mmHg) Lipids
t Longer remaining life 90-130 90-150 <140/80 Statin unless
H ealthy t expectancy < 7 . 5 % contraindicated or not
cognitive and functional tolerated
C Complex e remaining <8.0% 90-150 100-180  <140/80 Statin unless
- ona tancy, high contraindicated or not
= mU|t|m0rb|||ty t burden, < 80/ tolerated
amia 0
-2+ |ADL lity, fall risk
- Mild-Mod Cog
Veni camnlav/nanr haalth  limitad ramainjng life <8.5%" 100-180 110-200 <<150/90 Consider likelihood of
Poor health nakes benefit with statin
rtain (secondary prevention
th i
- Iong_term Care < 8.5% maore so than prlmary)

-2+ ADL
- Mod-Severe Cog i
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New NHI guideline (2013/8/1~)
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ESC/EAS Guideline for The
Management of Dyslipidemia: Elders

» The safety and side effects of statins are a matter of special
concern because:

» co-morbidities / Take multiple medications
- altered pharmacokinetics and pharmacodynamics.

» Statin—drug Interactions are a concern
-> 1 statin-associated side effects:
myalgia, myopathy, or rhabdomyolysis

» Started at a low dose to avoid adverse events
- titrated to achieve optimal LDL-C levels
European Heart Journal (2011) 32, 1769—-1818
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Considerations in the Elderly

» People aged over 85 with multiple cormobidities,
living In long-term care facilities were mostly
excluded in major studies

» Declined organ function and
polypharmacy may increase
drug-drug interaction and
adverse effect
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What could we do before disability ?

» Frailty
» Sarcopenia

» Geriatric Syndrome
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Traditional Medical Syndrome
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The Geriatric Syndrome

Multiple Morbid Processes Specific phenomenology

Dementia

Dehydration T

Severity of illness \\

Sensory impairment

Delirium syndrome

Medication effects o o f‘f

Sleep disturbance | ////
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Table 3. Factors contributing to the success of geriatric assessment programmes*

High impact Low impact

Well-targeted elderly patients No patient targeting

Includes follow-up period No follow-up period

Programme organisers have clinical control Programme organisers have no clinical control
Intense intervention strategies used No intervention strategies used
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Sarcopenia
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1. Sarcopenia: European consensus on definition and diagnosis; Report of the European Working Group on Sarcopenia in Older People
Cruz-Jentoft A.J. et al. Age & Ageing 2010;1-12.

" Kaechsdung Vetarans General Hospital =




Conceptual framework

CAUSES (and sometimes physiopathology):
Age, diet, disuse and « Combination »

V

m U‘ Loss of skeletal muscle mass

Loss of strength

T

CONSEQUENCES:
Falls, functional decline, disability,
loss of independence and mortality _
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Key PROT-AGE recommendations for dietary protein intake in older adults

e To maintain physical function, older people need more dietary protein than
do younger people; older people should consume an average daily intake at
least in the range of 1.0 to 1.2 g/kg BW/d.

e Most older adults who have an acute or chronic disease need even more
dietary protein (ie, 1.2—=1.5 g/kg BW/d); people with severe illness or injury or
with marked malnutrition may need as much as 2.0 g/kg BW/d.

e Older people with severe kidney disease who are not on dialysis (ie, esti-
mated GFR < 30 mL/min/1.73m?) are an exception to the high-protein rule;
these individuals need to limit protein intake.

e Protein quality, timing of intake, and amino acid supplementation may be
considered so as to achieve the greatest benefits from protein intake, but
further studies are needed to make explicit recommendations.

e In combination with increased protein intake, exercise 1s recommended at
individualized levels that are safte and tolerated.

| Bauer et al. / JAMDA 14 (2013) 542—559
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