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HT YASLIDA COK SIK!

* Hipertansiyon (HT)

— “yaslilik doneminin hastaligi”dir.

* HT'li olgularin 3/4’G >50 v (NHANES III)
* >60-65vy: %60-80 prevalans!




Yas Gruplarinda Hipertansiyon
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Turk Hipertansiyon ve Bobrek Hastaliklari Dernegi
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ORIGIMAL ARTICLE

Assessments of functional status, comorbidities, polypharmacy,
nutritional status and sarcopenia in Turkish community-dwelling
male elderly

Gulistan Eahat’, Fatih Tufan', Fummet Bahat® Yucel .-l.'.ll;lln:'_ Axli Tufan®, Timwr Selcuk AJ-:pln.:lra_ Milgun Erten?,
and Mehmet Akif Karan'

Aging Clin Exp Res. 2014 Jun;26(3):253-9. doi: 10.1007/540520-014-0229-6. Epub 2014 Apr 30.

Comorbidities, polypharmacy, functionality and nutritional status in Turkish community-dwelling female elderly.
Bahat G TufanF BahatZ Tufan A Aydin Y, Akpinar TS, Nadir . Erten N, Karan WA
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* ITF Geriatri Poliklinik Prevelansi (n= 789, >=60y)
%71,7




HANGI KILAVUZ?

e 2013 ESH/ESC Kilavuzu
e 2014 INC-8 Kilavuzu




Guncel Hipertansiyon Kilavuzlari

Table 6. Guideline Comparisons of Goal BP and Initial Drug Therapy for Adults With Hypertension

Guideline

2014 Hypertension
guideline

ESH/ESC 201377

CHEP 201338

ADA 2012=°
KDIGO 20124

MNICE 20114t

ISHIB 20102

Population
General =60 v

<150,/90

Initial Drug Treatment Options

General =60 v =140,/90
Diabetes =140//90
CED =140,/90
General elderly =80 v =150,/90
General =80 v =150/90
Diabetes =1A0/85
CKD no proteinuria =140,/90
CKED + proteinuria =130/90
General <80 vy =1A0//90
General =80 v =<1 50,/90
Diabetes =130/,80
CKD =140,/90
Diabetes =140/80
CKD no proteinuria =1A40//90
CKD + proteinuria =130,/80
General <80 vy =1A0//90
General =280 v <150/90
Black, lower risk =135/85
Target organ damage =130/,80

or CWD risk

Monblack: thiazide-type diuretic, ACEI, ARB,
or CCB

Black: thiazide-type diuretic or CCB
Thiazide-type diuretic, ACEIl, ARE, or CCB
ACEl or ARB

B-Blocker, diuretic, CCB, ACEI, or ARB

ACEI or ARB
ACEI or ARB

Thiazide, B-blocker (age <60v), ACEIl (nonblack),
or ARB

ACEl or ARB with additional CVD risk
ACEIL, ARB, thiazide, or DHPCCEB without addi-
tiomal CWVD risk

ACEI or ARB
ACEI or ARB
ACEI or ARB

=55 yv: ACEl or ARB
=55 v or black: CCB
Diuretic or CCB




Heart. 2014 Feb;100(4):317-23. doi: 10.1136/heartinl-2013-304111. Epub 2013 Jun 27,

Effects of antihypertensive treatment in patients over 65 years of age: a meta-analysis of randomised controlled
studies.

Briasaulis AT Aparwal V Tousoulis D, Stefanadis C.

<150/80 mmHg
inme, KVH, KY ve herhangi bir sebepten 6lim 7

Meta-analiz
18 RCT calismasi
Takip suresi 3,4 vil
n=114 854 (>65y)




Madalyonun oteki yuzu




¢ > NIH Public Access
é@ﬂ} Author Manuscript
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Published in final edited form as:
Arch Intern Med. 2012 August 13; 172(15): 1162-1168. doi:10.1001/archinternmed.2012.2555.

Rethinking the Association of High Blood Pressure with =65y
Mortality in Elderly Adults: The Impact of Frailty n= 2340

 Kirilgan yashlar (Yiiriime Hizi)
* KB vs Mortalite iliski yok
* En kirillgan olanlarda “yuksek KB”
olanlarda “mortalite daha az”!




Heart. 2014 Feb;100(4):317-23. doi. 10.1136/Mearnl-2013-304111. Epub 2013 Jun 27,

Effects of antihypertensive treatment in patients over 65 years of age: a meta-analysis of randomised controlled
studies.

Briasoulis A" Agarwal V. Tousoulis D, Stefanadis C.

CONTEXT: Despite the high incidence of hypertension, the elderly population is not represented in clinical trials as they have upper age limits or do
not present age-specific results.

OBJECTIVES: The present study was designed to systematically review prospective randomized trials and assess the effects of antihypertensive
treatment on cardiovascular, all-cause mortality, stroke and heart failure in patients over 65 years of age.

DATA SOURCES: We systematically searched the electronic databases, MEDLINE, PUBMED, EMBASE and Cochrane for prospective randomized
studies (1970-2012) in which patients were randomized either to antihypertensive treatment and non-drug control group or to different antihypertensive
treatments.

STUDY SELECTION: We identified 18 clinical studies, with 19 control arms and 19 treatment arms examining 59265 controls, 55569 hypertensive
patients with an average follow up duration of 3.44 years. The mean age of patients on treatment was 71.04 years.

DATA EXTRACTION: Included studies were divided and analyzed in 2 subgroups: 1) studies comparing treatment group vs non-drug placebo group
with a BP decrease of 27.3/11.1 mmHg and ii} studies comparing two anti-hypertensive regimens with baseline BF ~157/86, and BF reduction to less
than 140/30.

RESULTS: A significant reduction in all four outcomes was found in the first group of studies. In the second group similar BP reduction resulted in
equivalent risk reduction in both treatment groups. In the meta-regression analysis mean SBP difference was linearly associated with all-cause,
cardiovascular, stroke and heart failure risk reduction.

CONCLUSION: Reducing BP to a level of 150/80 mmHg 1s associated with large benefit in stroke, cardiovascular and all-cause mortality as well as
heart failure risk in elderly individuals. Different antihypertensive regimens with equal BF reduction have similar effects on cardiovascular outcomes.
SBP rather than DBP reduction is significantly related to lower cardiovascular risk in this population.
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The findings by Odden et al' and our data stress the
importance of adapting practice to the specific needs of

each older aduli. Function is a collector of the enor-

ject” and should be factored into assessment and treat-

ment decisions.

Yash Hastada HT Tedavisi Bireysellestirilmeli!

New York, NY 10025 {fargl:fliun:lﬂ::hpncl.mgll.
Conflict of Interest Disclosures: None reported.
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BP. However, [or slower-walking older persons, caution
is needed with regard to BP levels measured in out-of-
office settings, since we recently demonstrated that slower
walking speed in older hypertensive patients (n= 148,

mean age, 75.5 vears) was associated with high noctur-

nal (ie, sleep) BP or less nocturnal BP dlppmg (ie, non-
dipping), but not daytime or office BP.* Because a high

nocturnal BP level in the general population or in hv-

Rozzini R, Trabucchi M. Gait speed and high blood pressure. JAMA Intern

Med. 2013 Feb 25;173(4):324-5.
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2015’E KADAR TUM CALISMALARDA

* CALISMA BASINDAKIi SKB >=160 mmHg

* CALISMA SONU SKB >140 mmHg

e 140-160 mmHg’li olgularda (ISH) calisma (-)

UpToDate. Treatment of HT in the elderly patient, particularly ISH




SPRINT

The NEW ENGLAN D
JOURNAL o MEDICINE

ESTABLISHED IM 18132 ( NOVEMBER 26, 2015 >UL. 373 MO 232

A Randomized Trial of Intensive versus
Standard Blood-Pressure Control

The SPRINT Research Group®

ABSTRACT

BACKGROUND
The most appropriate targets for systolic blood pressure to reduce cardiovascular
morbidity and mortality among persons without diabetes remain uncertain.

METHODS
We randomly assigned 9361 persons with a systolic blood pressure of 130 mm Hg
or higher and an increased cardiowascular risk, but without diabetes, to a systolic
blood-pressure target of less than 120 mm Hg (intensive treatment) or a target of
less than 140 mm Hg (standard treatment). The primary composite outcome was
myocardial infarction, other acute coronary syndromes, stroke, heart failure, or
death from cardiovascular causes.

The members of the writing committes
[Jackson T. Wright, Jr., M.D., Ph.D., Jeff
D Willlam=son, M.D, M.H.S., Paul K.
Wheltaon, MM.D., Joni K. Sapder, BN
B.S M., MA, Kaycee M. Sink, M.D.
BAAS. | Michael V. Rocco, M.D., M.SCE.
David M. Reboussin, Ph.D., Mahboob
Rahman, M.D., Suzanne Opardl, M.D.,
Cora E. Lewis, bM.D, M5 PH., Paul L
Kimmel, M.D., Karen C_ Johnsaon, M.D.,
M. P.H_, Dawvid C. Gaff, Jr, M.D., Ph.D.,
Lawrence |. Fine, bM.D., Dr.P.H., Jeffrey A
Cutler, BM.D., MP.H., Willlarm C. Cush-



'SPRINT |
(Systolic Blood Pressure Intervention Trial)

‘s CALISMA BASI SKB >=130 mmHg
— Manuel: 135-140 mm Hg

* Hedef SKB <120 mm Hg vs Hedef SKB<140
mmHg
* Manuel: <125-130 mm Hg vs <145-150 mmHg

 Calisma sonucu 121.4 mmHg vs 136.2 mmHg
e Manuel: 126-131 mm Hg vs 141-146 mm Hg

UpToDate. Treatment of HT in the elderly patient, particularly ISH




SPRINT
(Systolic Blood Pressure Ir'ervention Trial)

* Erken sonlandinil !

Murtalite




Subgroup Intensive Treatment Standard Treatment Hazard Ratio (95% Cl)
no. of patients with primary outcome/total no. (%)
Overal 2434678 (5.2) 319/4683 (6.8) —.— 0.75 (0.64-0.89)
Previous CKD !
No 135/3348 (4.0) 193/3367 (5.7) ¥ 0.70 (0.56-0.87)
Yes 108/1330 (3.1) 126/1316 (9.6) i 0.82 (0.63-1.07)
Age :
<T5yr 142/3361 (4.2) 175/3364 (5.2) il 0.80 (0.64-1.00)
275 yr 101/1317 (7.7) 144/1319 (10.9) - 0.67 (0.51-0.86)
Sex :
Female 77/1684 (4.6) 89/1648 (5.4) 3 0.84 (0.62-1.14)
Male 166/2994 (5.5) 230/3035 (7.6) . 0.72 (0.59-0.38)
Race !
Black 62/1454 (4.3) 85/1493 (5.7) B 0.7 (0.55-1.06)
Nonblack 181/3224 (5.6) 234/3190 (7.3) 0.74 (0.61-0.90)

Previous cardiovascular disease
No
Yes
Systolic blood pressure
<132 mm Hg
>132 to <145 mm Hg
=145 mm Hg

149/3738 (4.0)
94/940 (10.0)

71/1583 (4.5)
77/1489 (5.2)
95/1606 (5.9)

208/3746 (5.6)
111/937 (11.8)

98/1553 (6.3)
106/1549 (6.8)
115/1581 (7.3)

0.71 (0.57-0.88)
0.83 (0.62-1.09)

0.70 (0.51-0.95)
0.7 (0.57-1.03)
0.83 (0.63-1.09)

A

Intensive Treatment Better  Standard Treatment Better

Y

P Value for
Interaction

0.36

0.32

0.45

0.83

0.39

0.77




SPRINT

(Systolic Blood Pressure Intervention Trial)

opment of ESRD was noted, though the number assignment among participants 75 years of age
of events was small (Tahle 21 Amaong nartici-  or older were similar to those in the overall co-
hort (Table S6 in the Supplementary Appendix).

t
|
i DISCUSSION

DM ve inme (-)
° . SPRINT showed that among adults with hyperten-
eri s kl n I e rd e t sion but without diabetes, lowering systolic blood

, pressure to a target goal of less than 120 mm Hg,
ve as compared with the standard goal of less than
140 mm Hg, resulted in significantly lower rates

yasl | Ia rda of fatal and nonfatal cardiovascular events and
death from any cause. Trial participants as-
Hedef SKB< 120 mm

signed to the lower systolic blood-pressure target

(intensive-treatment group), as compared with

ﬂg > those assigned to the higher target (standard-
} treatment group), had a 25% lower relative risk

> of the primary outcome; in addition, the inten-

» o ) sive-treatment group had lower rates of several
normalities. and acnte kidnev immrv or acnte other imnortant ontcomes. includine heart fail-

—

v f— v




SPRINT

(Systolic Blood Pressure Intervention Trial)

opment of ESRD was noted, though the number assignment among participants 75 years of age
of events was small (Table 7). Amango nartici-  or older were similar to those in the overall co-
t hort (Table S6 in the Supplementary Appendix).

Y lower rates

ya§ J weat tardiovascular events and
death from any cause. Irial participants as-
Hedef SKB< 120 mm

signed to the lower systolic blood-pressure target

(intensive-treatment group), as compared with

ﬂg > those assigned to the higher target (standard-
} treatment group), had a 25% lower relative risk

> of the primary outcome; in addition, the inten-

. L ) - sive-treatment group had lower rates of several
normalities. and acnte kidnev immrv or acnte other imnortant ontcomes. includine heart fail-

v — v




Madalyonun oteki yuzu




SPRINT

(Systolic Blood Pressure Intervention Trial)

opment of ESRD was noted, though the number
of events was small (Table 2) Amope—=stici.
pants who d[d PO

assignment among partlmpants 75 years of age
0 ) ~_the overall co-
Appendix).

KIRILGAN N
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ﬁ sive

»: le S$4

<120 mm g

in the Supplementary Appendix). Serious adverse
events of hypotension, syncope, electrolyte ab-
normalities. and acute kidnev mmrv or acunte

YASLILAR???
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tly lower rates

/ cular events and

any cause. Irial participants as-

0 the lower systolic blood-pressure target
(intensive-treatment group), as compared with
those assigned to the higher target (standard-
treatment group), had a 25% lower relative risk
of the primary outcome; in addition, the inten-

sive-treatment group had lower rates of several
other imnortant ontcomes. inclndine heart fail-



SPRINT

The

NEW ENGLAN D
JOURNAL of MEDICIN E

EETARLISMED IN 18LE

NOVEMBER 26, 201.5%

L. TN TR, ED

A Randomized Trial of Intensive versus
Standard Blood-Pressure Control

The SPRINT Resecarch Group

of cardiovascular events. Increased cardiovascu-
lar risk was defined by one or more of the fol-
lowing: clinical or subclinical cardiovascular dis-
ease other than stroke; chronic kidney disease,
excluding polycystic kidney disease, with an esti-
mated glomerular filtration rate (eGFR) of 20 to
less than 60 ml per minute per 1.73 m* of body-
surface area, calculated with the use of the four-
variable Modification of Diet in Renal Disease
equation; a 10-vear risk of cardiovascular disease
of 15% or greater on the basis of the Framing-
ham risk score; or an age of 75 years or older.
Patients with diabetes mellitus or prior stroke

were excluded. Detalled inclusion and exclusion

criteria are listed in the Supplementary Appen-

dix. All participants provided written informed

Takeda Pharmaceuticals International and Arbor
Pharmaceuticals; neither company had any other
role in the study.

Participants were seen monthly for the first
3 months and every 3 months thereafter. Medi-
cations for participants in the intensive-treat-
ment group were adjusted on a monthly basis
to target a systolic blood pressure of less than
120 mm Hg. For participants in the standard-
treatment group, medications were adjusted
to target a systolic blood pressure of 135 to
139 mm Hg, and the dose was reduced if sys-
tolic blood pressure was less than 130 mm Hg
on a single visit or less than 135 mm Hg on two
consecutive visits. Dose adjustment was based
on a mean of three blood-pressure measure-
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SPRINT >=75vy

Original Investigation

Intensive vs Standard Blood Pressure Control
and Cardiovascular Disease Outcomes in Adults Aged >75 Years
A Randomized Clinical Trial

Jeff D Williamson, MD, MHS; Mark A Supiano, MD; William B. Applegate, MD, MPH; Dan B. Berdowitz, MD; Ruth C. Campbell, MO, M5PH;
Glenn M. Chertow, MD; Larry 1. Fine, MD: William E. Haley, MD; Amret T. Hawfield, MD; Joachim H. [x, MD, MAS; Dalane W. Kitzman, MD;
Johin B. Kostis, MD; Marie A. Krousel-Wood, MD; Lenore J. Launar, PhD; Suzanne Oparil, MD; Carlos ). Rodriguez, MD, MPH:

Christianne L. Roumnie, MO, MPH; Ronald |. Shorr, MD, M5; Kaycee M. Sink, MD, MAS; Virginia G. Wadley, PhD; Paul K. Whelton, MD;
Jeffrey Whittle, MD: Nancy F. Woolard; Jackson T. Wright Ir, MD, PhD; Nichalas M. Pajewski, PhD; for the SPRINT Research Group




Tabla 1. Basaline Characteristics of Particpamts Aged 75 Years or Oldar

Intensive Treatment

Standard Treatment

(= 131F}) (n=1319)
Female sex 490 (37.9) 501 (Z8.00%
HAge, mean (50), ¥ TOE {(3.9) T9.9 (4.1)
Racefethmicity, Mo, (%)
Whitbe QF T (742 987 (74.8)
Black 225 (17.13% 226 {(17.1)
Hispamic 39 (6.8) 85 {&_4)
Other 26 (200 21 {1.6)

Seated blood pressure, mean {500, mm Hg
Systolic
Dlizstolic
Crrthostatic hypotension, Mo, {3)
Serum creatinine, median (10A), madl
Estimaved GFR*
Mean {500, mL/min/1.732 m*
Lewel <60 mLfmin/1_73 m>, Mo_ (%)
Lewel <45 mbLfmin/1_73 m>, Mo (%)
Urinary albuwmin to creatinine ratio, median (1QR), mgslg
History of cardiovasoular diseass, Mo, (35)
Total cholesterod, mean (SO0, mgfdL
Fasting HOL cholestercd, mean (50), mgdL
Fasting total triglycerides, median (MIR), mog/diL
Fasting plasma glucose, mean (503, mgfdL
Statin wse, Mo, (2}
Aspirin use, Mo, ()

10~y Framingham cardiovascular disease risk,
miedian (IR}, %

Body mass index, mean (500"

Mo. of antihypertensive agents taking at baseline wisit,
mean (S0}

Gait speed
Median (I0R), mfs
Speed <0.8 mfs, No. {3
Frailty index, median (1R
Frailty statws, Mo. {3)
Fit (frailty index =0_10)
Less fit (frailty index >0_10 bo =0_Z1)
Frail {frailty index >0_Z1})

a = - ; TR TaTIC

141.6 {15.7}
F1.5 {11.00
127 (9.6}
1.1 (0.9-1_3)

&34 (18.2)
584 (44.3)
207 (15.7)
13.0 (7-2-31.5)
338 (25.7)
181 .4 (39.0)
559 (15.1)
96.0 (71.0-130.0)
97 9 (12.1)
682 (51.8)
B20 (652.3)
24.2 (16.8-32 _8)

278 (4.9)
1.9 (1.0)

0.90 (0.77-1.05)
371 (28.2)
0.18 (0.13-0_23)

159 (12.1)
711 (54.0)
440 (33.4)
2% Ilm Nk

141.5 {15.8)
F0.9 {1103
124 (9_4)
1.1 {0.9-1_3}

63.3 (18.3)
577 (43.7)
212 {15.1)
13.4 (7.2-33.4)
300 {23.4)
181.8 {38_7)
557 {14.9)
99 .0 (72.0-134.5)
98 2 (11.6)
697 {52.8)
765 (S8.0)
25.0 (17.0-33.4)

27.7 (4.5)
1.9 (1.0)

0.92 (0.7 7-1.0E)
IE0 (28.0)
0,17 (0L12-0.232)

190 {14.4)
745 {55.5)
TS {28 4

2200802500




Table 4. Inckdence of Cardiovascular and Mortality Outcomes by Frallty Status and Gailt Speed

Intensive Treatment Standard Treatment
Mo./Total Mo, Total
With With
Outcome % (95%CI)With  Outcome % (95% CI) With P Value for
Events Outcome Events/y  Events Outcome Eventsfy  HR (95% C1)* P Value Interaction
Frailty status”
Fit 4150 0.80(030-2.12) 107190  172(093-320) 047(0.13-139¢ 20
Primary outcome®  Less fit 48711  223(168-297) 77745  351(281-439) 063 (0.43-081) .01 84
Frail 50/440  300(296-515 61375  S5BO(452-7.46) 068(0.45-101) .06
Fit 5/150 0.8 (0.41-2.36) G190  101(045-224)  095(0.27-3.15¢ 93
#«Eﬁ'ﬁﬁ Less fit L JlEoougu oo Joia oo, 048(029-078) 003 52
Frail HIZLI YURUYENLERDE D64(041-101) DS
— | ANLAMLI! 071(0.28-169)" 45
et ::lf“ YAVAS YURUYENLERDE EES EE:E 221 -
= ANLAMSIZ!
Speed208m/s  50/830  2.22(172-287)  86/893  324(263-401) O067(0.47-094) .02
Primaryoutcome®  Speed <08mfs  34/371  315(225-441)  S4/360  522(400-681) 063 (D.40-089) 05 85
Missing 9/66 4.40 (2.20-8.45) B/S7  513(257-1027) 086(033-2298 75
Speed208m/s  40/830  145(107-198)  60/893  2.16(167-278)  065(0.43-008) .04
i‘wﬁ‘-‘; Speed<0.8mfs  20/371  256(178-368)  AOJ360  357(262-486) 075(0.44-126) 28 58
Missing 4/66 .85 (0.60-4.93) 757 410(200-880) 044(0.12-147 20
rimayouome PEIZ08MA 8BS0 308148383 119/833  448(374536) 067 (050-089)  00¢
plisall-cause  Speed<08mjs 51371 470(357-618) 73369 7.00(556-8.80)  0.60(D46-101) .0 a1
L Missing 11/66 5.37(2907-070) 1357  B30(482-1430) 064(0.28-144)" 28




EDITORIAL

SPRINT Results in Older Patients

How Low to Go?

Aram V. Chobanian, MD

In this issue of AMA, Williamson and colleagues® report the
results of a preplanned, appropriately powered subgroup
analysis of data from the Systolic Blood Pressure interven-

tion Trial (SPRIMNT) in per-
= sons aged 75 yvears or older.
Related article paga 2673 SPRINT was a randomized,

climical, open-label study of

MNevertheless, many clinicians still have concerns aboutre-
ducing SBP to less than 160 mm Hg in older patients, with their
reluctance based on such factors as the very high prevalence
of systolic hyvpertension in their practices, potential adwverse
effects of medications in older persons, the need to use 2 or
more antihypertensive medications to achieve recom-
mended blood pressure (BP) goals, and hesitation of both cli-




indicating that not all patients in the study attained the pre-
set SBP goal of less than 120 mm Hg. Furthermore, only am-

bulatory, community-based persons were recruited into the Top lumda yasayan

study, so the results may not be relevant to frail individuals =YY oYRIEa0L A Sz ] 8
and others restricted to their homes or toinstitutions. The in-
vestigators tried to address the frailty issue by performing
post hoc secondary analyses in which the effect of levels — Bakimevi (-)
of frailty and functional ability on the primary outcome
was estimated. Although the findings did not appear to show
an influence of these factors on the benefits of intensive BP
treatment, such analyses can only be considered exploratory
In nature.

— Evden ¢ikamayan yaslilar (-)



Opinion Editorial

The available safety data in the subgroup of patients 75
vears or older in this trial are somewhat reassuring, in that no

Ortostatik hipot (+)
olan yashlar

dislanmis!

col for intensive blood pressure lowenng, except that only pa-
tients with type 2 diabetes were included in ACCORD but were
excluded from SPRINT. No difference in primary cutcome with

intensive vs standard therapy was found in ACCORD, al-
though a significant reduction in stroke incidence was

Although the story is incomplete, the available evidence sup-
ports a stepwise approach to treatment beginning with an
initial SBP goal of less than 140 mm Hg. If lowering SBP to
that level is tolerated well, further titration with careful
monitoring should be considered to achieve an SBP goal of
less than 130 mm Hg. The choice of antihypertensive medica-
tions can vary depending on clinician and patient preference,
considering that several studies have shown that the major
benefit of treatment depends on BP lowering rather than type
of antihypertensive medication used.” In general, however,
the preferred first-line drugs should be diuretics, calcium
antagonists, angiotensin receptor antagonists, and
angiotensin-converting enzyme inhibitors. p Receptor
antagonists are also valuable as first-line agents in patients
with coronary heart disease, arrhythmias, and heart failure.
Combination drug preparations are useful because therapy
often will involve multiple drugs. Since older persons with
SBP less than 110 mm Hg while standing were excluded in

SPRINT, the risk of syncope and falls may have been underes-

timated, and particular attention should be given to avoid-
ance of orthostatic hypotension with treatment.



Intensive Blood Pressure Treatment in Adults Aged 40 Years
or Older

TO THE EDITOR: In their valuable systematic review and meta-
analysis, Weiss and colleagues (1) reviewed many studies on
optimal management strategies for hypertension in older
adults. They state that antihypertensive treatment effects in 2
trials (SPRINT [Systolic Blood Pressure Intervention Trial] and
HYVET [Hypertensicn in the Very Elderly Trial]) did not differ
according to frailty status. Howewver, according to the second
report on SPRINT participants (2), primary composite cardio-
vascular outcomes and all-cause mortality did not decrease in
frail participants (P = 0.06 and 0.05, respectively) or slow gait
speed (P = 0.05 and 0.28, respectively) when they received
intensive compared with standard treatment (3). In HYVET,
both the frailer and fitter older adults with hypertension
seemed to benefit from treatment. In this trial, frailty was eval-
uated by the frailty index, but at most approximately 5% of
participants had limitations in walking and activities of daily
living. Hence, the reported lack of modification of the positive
effect of antihypertensive treatment as measured by the frailty
index does not supply data on older adults who specifically
hawve slow gait speed, functional limitation, or both. Investiga-
tion of the effect of antihypertensive treatment in this popula-
tion would provide a better perspective (3). In accordance
with this argument, the Eurcpean Socisty of Hypertension and
the European Union Geriatric Medicine Society published a
joint expert opinion article in 2016 on the management of
vary old, frail persons with hypertension and suggested ocb-
taining accurate information on the functional capacity of
these patients before making therapeutic decisions (4).
Weiss and colleagues also state that data to assess the
risks and benefits of antihypertensive treatment among insti-
tutionalized elderly patients or those with multiple comorbidi-
ties are lacking. However, the PARTAGE (Predictive Values of
Blood Pressure and Arterial Stiffness in Institutionalized Very
Aged Population) study assessed all-cause mortality in institu-
tionalized persons older than B0 years according to systolic
blood pressure (SBP) levels and number of antihypertensive
drugs (5). The authors of this study reported a higher risk for
death in patients with low SBP (<130 mm Hg) who were re-
ceiving multiple antihypertensive agents than other partici-
pants. This longitudinal study provides substantial data on the
harms of using antihypertensive agents in frail older adults.

Gulistan Bahat, MD
Birkan [than, MD
Istanbul University
Istanbul, Tul‘ki‘-_‘ly

can be viewed at www.acponline.orgfauthorsficmpe/Conthctitinterest

Forms.de?msMum-=L17-0287.

doi-10.7324/L17-0287

References

1. Weiss J, Freeman M, Low A Fu R, Kerdoot A, Paynter R, et al. Benefits and
harms of intensive blood pressure treatment in adults aged &0 years or clder.
A systematic review and meta-analysis. Ann Intern Med. 2017;1464:419-29.
[PMID: 28114573 doi-10.7324/M15-1754

2. Williamson JD, Supiano MA, Applegate WE, Berlowitz DR, Campbell RC,
Chertow GM, et al; SPRINT Research Group. Intensive vs standard blood pres-
sure control and cardiovascular disease outcomes in adults aged =75 years: a
randomized clinical trial. JAMA. 2014;315:2673-82_ [PMID: 27195814] doi:10
1001 jama. 20147050

3. Bahat G, ilhan B, Tufan &, Karan MA. Blood pressure goals in functionally
limited elderly patients [Letter]. Am J Med. 2017;130:2319-20. [PMID:
28619373 doi10.10146/Lamjmed.2014.12.045

4. Benetos A, Bulpitt CJ, Petrovic M, Ungar A, Agabiti Rosei E, Cherubini &,
et al. An expert opinion from the European Society of Hypertension-European
Union Geriatric Medicine Society Working Group on the Management of Hy-
pertension in Very Oid, Frail Subjects [Editorial]. Hypertension. 201&;67-820-5.
[PMID: 26975708] doi: 100114 1/HYPERTENSIOMNAHA.1 1507020

5. Benetos A, Labat C, Rossignol P, Fay R, Rolland ¥, Valbusa F, et al. Treatment
with multiple blood pressure medications, achieved blood pressure, and mor-
tality in alder nursing home residents: the PARTAGE study. JAMA Intern Mead.
F015;1 75:989-95_ |PMID: 255859 17) doiz10.1001/jamainternmed_2014 8012

IN RESPONSE: \We appreciate Dr. Bahat and colleagues’ com-
ments on the data available to inform blood pressure targets
among frail older adults with poor functional status and mul-
timorbidity. The 2 randomized controlled trials in our review
that compared frail subgroups with nonfrail cones, SPRINT and
HYVET, did identify similar benefits of lower blood pressure
targets regardless of frailty status within their patient popula-
tions (1-3). We did not believe that pooling the results of
these studies was statistically sound because of heteroge-
neous study design, patient populations, and blood pressure
targets, as well as potential differences in how frailty was iden-
tified. Although both trials used an index to assess this vari-
able, the 2 indices probably differed somewhat in terms of
included characteristics and the HYVET frailty analysis ex-
cluded many patients because of missing data.

Morecower, on the basis of the modest frailty index scores
reported (median score, 0.17 and 0.18 for HYVET and SPRINT
participants, respectively) and the reported study exclusion
characteristics, it is unlikely that either study enrolled patients
with levels of frailty or functicnal status seen among patients
who require a higher level of care (for example, those in a
skilled nursing facility). Fougére and associates recently re-
ported a mean frailty index score of 0.4 among patients in

Bahat et al. Ann Intern Med. 2017 Aug 15;167(4):288




Intensive Blood Pressure Treatment in Adults Aged 60 Years
or Older

TO THE EDITOR: In their valuable systematic review and meta-
analysis, Weiss and colleagues (1) reviewed many studies on
optimal management strategies for hypertension in older
adults. They state that antihypertensive treatment effects in 2
trials {SPRINT [Systolic Blood Pressure Intervention Trial] and
HYVET [Hypertensicn in the Very Elderly Trial]) did not differ
according to frailty status. However, according to the second
report on SPRINT participants (2), primary compaosite cardio-
vascular outcomes and all-cause mortality did not decrease in
frail participants (P = 0.0& and 0.05, respectively) or slow gait
speed (P = 0.05 and 0.28, respectively) when they received
intensive compared with standard treatment (3). In HYVET,
both the frailer and fitter older adults with hypertension
seemed to benefit from treatment. In this trial, frailty was eval-
uated by the frailty index, but at most approximately 5% of
participants had limitations in walking and activities of daily
living. Hence, the reported lack of modification of the positive
effect of antihypertensive treatment as measured by the frailty
index does not supply data on older adults who specifically
have slow gait speed, functional limitation, or both. Investiga-
tion of the effect of antihypertensive treatment in this popula-
tion would provide a better perspective (3). In accordance
with this argument, the Eurcpean Society of Hypertensicn and
the European Union Geriatric Medicine Society published a
joint expert opinion article in 2016 on the management of
very old, frail persons with hypertensicn and suggested ob-
taining accurate information on the functional capacity of
these patients before making therapeutic decisions (4).




Intensive Blood Pressure Treatment in Adults Aged 60 Years
or Older

TO THE EDITOR: In their valuable systematic review and meta-
analysis, Weiss and colleagues (1) reviewed many studies on
optimal management strategies for hypertension in older
adults. They state that antihypertensive treatment effects in 2
trials (SPRINT [5ystolic Blood Pressure Intervention Trial] and
HYVET [Hypertension in the Very Elderly Trial]) did not differ
according to frailty status. However, according to the second
report on 5PRINT participants (2), primary composite cardio-
vascular outcomes and all-cause mortality did not decrease in
frail participants (P = 0.06 and 0.05, respectively) or slow gait
speed (P = 0.05 and 0.28, respectively) when they received
intensive compared with standard treatment (3). In HYVET,
both the frailer and fitter older adults with hypertension
seemed to benefit from treatment. In this trial, frailty was eval-
uated by the frailty index, but at most approximately 5% of
participants had limitations in walking and activities of daily
living. Hence, the reported lack of modification of the positive
effect of antihypertensive treatment as measured by the frailty
index does not supply data on older adults who specifically
have slow gait speed, functional limitation, or bath. Investiga-
tion of the effect of antihypertensive treatment in this popula-
tion would provide a better perspective (3). In accordance
with this argument, the European Society of Hypertension and
the European Union Geriatric Medicine Society published a
joint expert opinion article in 2016 on the management of
very old, frail persons with hypertension and suggested ob-
taining accurate information on the functional capacity of
these patients before making therapeutic decisions (4).




LETTER

Blood Pressure Goals in Functionally
Limited Elderly Patients

@ Croashark

To the Editor:

We have read the review article entitled “Isolated Systolic
Hyperension: An Update After SPRINT” by Bavishi et al
with great interest. In their valuable article, the authors
reviewed optimal managsement strategies of 1solated systolic
hvpertension and systolic blood pressure goals in light of the
Systolic Blood Pressure Intervention Tral (SPR]NT}: and
other landmark trials, including the HYpertension in the Very
Elderly Trial (HYVET) study.” Even if the SPRINT trial
suggests intensive treatment of hypertension in the elderly
group, Bavishi et al’ concluded that to lower the blood pres-
sure of all hypertension patients uniformly to 120 mm Hg is
clearly absurd, because aggressive blood pressure-lowenng
may be hamful in elderly patients, which is a heterogeneous
group In terms of genetic, physiologic, metabolic, pathologic,
psychological, and cultural factors. We agree with the authors
and would like to give comments from the viewpoint of frailty
and gait-speed stams of the elderly group. Both are major
responsible factors tor heterogeneity ot the elderly group.

In May 2016, the SPRINT research group detailed their
results tor the prespecified subgroup of adults =75 years, and
presented the outcomes according to frailty and gait-speed
status.” In subjects with slow gait speed. none of the out-
comes, namely, primary outcome (composite of nontatal
myocarndial infarction, acute coronary syndrome not resulting
in a myocardial infarction, nonfatal stroke, nonfatal acute
decompensated heart faillure, and death from cardiovascular
causes), all-canse-mortality, and pnmary outcome plus all-
cause mortality was better in the intensive-treatment group
(P = 05, .28 and .06, respectively). In the frail group, the

THE AMERICAN

JOURNAL of
MEDICINE =

Another tmal, HY VET, investigated the possible interac-
tion between etfects of treatment for hypenension and frailty
in older adults. They reported no evidence of an interaction
between effect of treatment for hypertension and frailty as
measured by the Frailty Index (FI). However, the significance
of means for frailty evaluation should be considered in this
study. As the authors noted, there 1s cumently much concern
that such treatment may not be appropnate in more trail older
adults due to significant reports indicating this assoclation.
The important point 1s that the relationship between systolic
blood pressure and mortality was reported to vary by frailty
designated by, specifically, “walking speed"“‘r'—ncl by any
other complex FL Very recently, in the re-analysis of the
Svstolic Hypertension in the Elderly Program (SHEP) trial
data, specifically, “functional status,” is reported to modify
the outcomes related to antihypertensive treatment in elderly
patients. Among persons with a functional limitation, those
receiving antihypertensive treatment had a higher rate of
death, cardiovascular death, and myocardial infarction.”
However, in the current HYVET study, the authors evalu-
ated frailty by FI. The specific investigation of the impact of
antihypertensive treatment in the group having low gait speed
or tunctional limitation shall give a better view, which we
think would be a substantial contribution to the hypertension
literature.

In conclusion, we strongly suggest that the impact of low
gait speed and functional limitations in elderly patients
recelving antihypertensive treatment remain uncertain in the
HYWVET trial and proved no benetfit in the SPRINT trial.

Gulistan Bahat, MD*
Birkan ilhan, MD*

Asli Tufan, MD"

Mehmet Akif Karan, MD*

Bahat et al. Am J Med. 2017 Jul;130(7):e319-e320.




Blood Pressure Goals in Functionally @mm
Limited Elderly Patients

To the Editor:

We have read the review article entitled “Isolated Systolic
Hypertension: An Update After SPRINT" by Bavishi et al’
with great interest. In their valuable article, the authors
reviewed optimal management strategies of 1solated systolic
hypertension and systolic blood pressure goals in light of the
Systolic Blood Pressure Intervention Trnal (SPHINT}: and
other landmark trials, including the HYpertension in the Very
Elderly Trial (HYVET) study.” Even if the SPRINT trial
suggests intensive treatment of hypertension in the elderly
group, Bavishi et al' concluded that to lower the blood pres-
sure of all hypertension patients uniformly to 120 mm Hg is
clearly absurd, because aggressive blood pressure-lowenng
may be harmful in elderly patients, which is a heterogeneous
group in terms of genetic, physiologic, metabolic, pathologic,
psychological, and cultural factors, We agree with the anthors
and would like to give comments from the viewpoint of frailty
and gait-speed stams of the elderly group. Both are major
responsible factors for heterogeneity of the elderly group.




Blood Pressure Goals in Functionally @wmm
Limited Elderly Patients

To the Editor:

We have read the review article entitled “Isolated Systolic
Hypenension: An Update After SPRINT” by Bavishi et al
with great interest. In their valuable article, the authors
reviewed optimal management strategies of isolated systolic
hypertension and systolic blood pressure goals in light of the
Systolic Blood Pressure Intervention Tnal [SFR]]\JT}: and
other landmark trials, including the HYpertension in the Very
Elderly Trial (HYVET) :r.tuq:Ij,f_'q Even if the SPRINT trial
sug gests intensive treatment of hypertension in the elderly
group, Bavishi et al' concluded that to lower the blood pres-
sure of all hypertension patients uniformly to 120 mm Hg is
clearly absurd, because aggressive blood pressure-lowenng
may be hammitul in elderly patients. which 1s a heterogeneous
oroup In terms of genetic, physiologic, metabolic, pathologic,
psychological, and cultural factors. We agree with the anthors
and would like to give comment s from the viewpoint of frailty
and gait-speed status of the elderly group. Both are major
responsible factors for heterogeneity of the elderly group.

In May 2016, the SPRINT research group detailed their
results tor the prespecified subgroup of adults =75 years, and
presented the outcomes according to frailty and gait-speed
status.” In subjects with slow gait speed. none of the out-
comes. namely, primary outcome (composite of nonfatal
myocardial infarction, acute coronary syndrome not resulting
in a myocardial infarction, nontatal stroke, nontfatal acute
decompensated heart failure, and death from cardiovascular
canses), all-canse-mortality, and pimary outcome plus all-
cause mortality was better in the intensive-treatment group
(P = 05, .28 and 06, respectively). In the fraill group. the
aforementioned primary outcome and all-canse mortality,
again, was not better in the intensive-treatment group (P = 06
and .05, respectively). Moreover, in the SPRINT trial, only
ambulatory, community-based persons were recruited. The
other exclusion criteda included unintentional weight loss,
expected survival <3 years, significant heart-renal failure, or
use of too many medications among the many others increasing
tragility risk. These exclusion criteria clearly result in the
exclusion of more fragile subjects.|




Another tnal, HY VET, investigated the possible interac-
tion between effects ot treatment tor hypertension and trailty
in older adults. They reported no evidence of an interaction
between eftect ot treatment for hypertension and frailty as
measured by the Frailty Index (FI). However, the significance
of means for frailty evaluation should be considered in this
study. As the anthors noted, there 15 cumrently much concern
that such treatment may not be appropnate in more trail older
adults due to significant reports indicating this association.
The mmportant point is that the relationship between systolic
blood pressure and mortality was reported to vary by frailty
designated by, specifically, “walking speed“ﬁ'r'—mt by any
other complex FL Very recently, in the re-analysis of the
Systolic Hypertension in the Elderly Program (SHEP) trial
data, specifically, “functional status,” is reported to modify
the outcomes related to antihypertensive treatment in elderly
patients. Among persons with a functional limitation, those
receiving antihypertensive treatment had a higher rate of
death, cardiovascular death, and myocardial infarction.”
However, in the current HYVET study, the authors evalu-
ated frailty by FI. The specific investigation of the impact of
antihypertensive treatment in the group having low gait speed
or functional limitation shall give a better view, which we
think would be a substantial contribution to the hypertension
literature.

In conclusion, we strongly suggest that the impact of low
gait speed and functional limitations in elderly patients
recelving antihypertensive treatment remain uncertain in the
HYVET trial and proved no benefit in the SPRINT trial.

Gulistan Bahat, MD"*
Birkan Ilhan, MD*

Asli Tufan, MD"

Mehmet Akif Karan, MD*
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ESH-EUGMS

Expert Opinion 2016

An Expert Opinion From the European Society
of Hypertension—-European Union Geriatric Medicine
Society Working Group on the Management of Hypertension
in Very Old, Frail Subjects
Athanase Benetos,* Chnistopher I. Bulpitt,* Mirke Petrovic, Andrea Ungar,

Enrico Agabiti Rosei, Antonio Cherubini, Josep Redon, Tomasz Grodzicki, Anna Dominiczak,
Timo Strandberg, Giuseppe Mancia

Twu years after the publication of the 2013 guidelines for
the management of arterial hypertension of the European
Society of Hypertension (ESH) and the European Society of
Cardiology (ESC),! the ESH and the European Union Geriatric
Medicine Society have created a common working group to
examine the management of hypertensive subjects aged >80
years. The general term hypertension in the elderly is not suf-
ficiently accurate becanse it mixes younger old patients (6070
vears) with the oldest old. Our group believes that the man-
agement of hypertension in individuals aged =80 years should
be specifically addressed. Although arbitrary. this cutoff value
identifies a population that is expanding faster than any other

Benefits of Treatment
The 2013 ESH/ESC guidelines' reported the results of
the Hypertension in the Very Elderly Double Blind Trial
{HYVET). This showed that in hypertensive patients aged =80
years, the administration of the thiazide-like diuretic indap-
amide supplemented, if necessary, by the angiotensin-convert-
ing enzyme inhibitor perindopril led to a significant reduction
in the risk of major cardiovascular events and all-cause death
when compared with placebo.® From this, the guidelines con-
cluded that there is evidence that antihypertensive treatment is
beneficial in octogenarians in whom BP is elevated and that,
therefore, BP-lowering interventions can be strongly recom-

Benetos A et al. An Expert Opinion From the European Society of Hypertension-
European Union Geriatric Medicine Society Working Group on the Management of
Hypertension in Very Old, Frail Subjects. Hypertension. 2016 May;67(5):820-5
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Suggestions of the Working Group for the
Management of Hypertension in Octogenarians

Based on the above comments, we propose the following:

Treatment Inifiation

The 2013 ESH/ESC guidelines state that in individuals aged
=80 years with an initial SBP=160 mmHg, SBP should be
reduced by drug treatment provided that patients are in good
physical and mental conditions. We believe that this recom-
mendation should be accompanied by (1) a more precise defi-
nition of the meaning of the term good physical and mental
conditions and (2) an indication of how physical conditions,
mental conditions, and the frailty status can be assessed.

A rapid (<10 minutes) assessment of frailty is feasible.
The most frequently used is the Fried frailty phenotype™ in
which frailty is defined by the presence of at least 3 of the
following: weight loss, exhaustion, weakness, decreased gait
speed, and diminished physical activity. Other scales used in
different countries** may also be referred to.



KIRILGAN (+)

Frail Very Old Patients (People Living in Nursing Homes

Kiri |ga nhik derecesi or Needing Assistance on a Daily Basis for Their Basic
Activities)
The 2013 ESH/ESC guidelines state that “in frail older patients,
Fonks |yo n it is recommended to leave decisions on antihypertensive

therapy to the treating physician, and base them on monitoring
Ko gn i syon of the clinical effects of treatment.” We suggest that in these
patients, therapeutic decisions should be preceded by (1) accu-
rate information on their functional capacity, cognitive status.
Survi Although notoriously difficult, an estimate of patient’s prog-
nosis should also be attempted; (2) attention to multiple drug
. administration so common in this age stratum; (3) stratifica-
CO klu ila C kullanimi tion of the frailty status by one of the available rapid methods;
and (4) identification and correction of factors that predispose
to an excessive BP reduction, orthostatic hypotension, and

al P oT sekonder faktorlerini ara other hypotensive episodes, such as concomitant treatments,
malnutrition, and dehydration. The decision of the practicing

e OrtoHi pOT physician to start treatment in a frail very old patient should

e Dehidrata syon be especially cautious (low drug doses and monotherapy) and
patient status should be checked on a frequent basis.

e MalnUtrisyon
e ilaclar
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Should guidance for the use of antihypertensive
medication in older people with frailty be different?

Anti-HT recetelerken yas> 60-80 yas olmasi
kararimizi vermede KESINLIKLE YETERLI DEGIL!!

Kirilganhk, fonksiyonel durum, yuriime hizi goz
onune alinmali

Fonksiyonel sinirlamalari olan yaslilarda antiHT
tedavi yasam kalitesini ve yasam sulresini

azaltabilir.
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Outcomes of Intensive Blood Pressure ®
Lowering in Older Hypertensive Patients

Chirag Bavishi, MD, MPH,* Sripal Bangalore, MD, MHA," Franz H. Messerli, MD"




Meta-analiz*

>10.000 HT (>=65Y)

e SPRINT
e 3 biiyiik RCT

3 villiizlem

Daha az tx vs yogun tx

e KV olay, KV mortalite ve KY’'de azalma
e Ciddi advers olay veya renal yetmezlikte artis (-) (SINIRLI VERI)

*Bavishi et al. ] Am Coll Cardiol 2017; 69:486




TABLE 3 Pooled Relative Risk of Efficacy and Safety ODutcomes With Intensive Versus Standard BP Lowering in Elderly Patients

Clinical Outcomes Intensive BP Lowering Standard BP lowering Pooled RR (95% CI) p Value ?

Efficacy

MACE 200/5437 (3.7) 280/5,420 (5.2) 0.71(0.60-0.84) 0.00M 0

Cardiovascular mortality 60/5437 (1.7) 945,420 (1.7) 0.67 (0.45-0.98) 0.04 25%

Myocardial infarction 57/5.437 (1.0) 72(5,420 (1.3) 0.79 (056-1.12) 0.18 0

Stroke 16/5,437 (2.1) 142/5,420 (2.6) 0.80 (0.61-1.05) on 19%

Heart failure 49/3,892 (1.3) 79/3,886 (2.0) 0.63 (0.40-0.99) 0.04 21%
Safety

Serious adverse events 1,274/5,074 (25.1) 1,252/5,059 (24.7) 1.02 {0.94-1.09) 0.69 19%

Renal failure 57/5,067 (1.1%) 28/5,049 (D.6) 1.81(0.86-3.80) 0.2 46%

Values are nfM (%) unless otherwise indicated.

BP = blood pressure; Cl = confidence interval; MACE = major adverse cardiovascular event(s); RR = relative rish.

The greater use of diuretic agents in combination
with angiotensin-converting enzyme inhibitors and
angiotensin-receptor blockers in the intensive
(vs. standard treatment) group of the SPRINT study,
as compared to the other 3 studies, may have resulted
in more pronounced alterations in intrarenal hemo-
dynamics, leading to a rise in serum creatinine. This
phenomenon is largely considered functional and
reversible rather than a structural and irreversible
rise in serum creatinine, in general, and is thought to
be self-limited and nonprogressive (17-19). However,

in the SPRINT trial, the renal events were lower

the effect on worsening of renal function with
intensive BP reduction. It should be noted that
reporting of adverse events was not uniform, and
event definitions vary across the trials. We were able
to analyze only serious adverse events and renal
failure, as they were most commonly reported across
the trials. Except for SPRINT (6,16), none of the trials
evaluated for frailty status, symptomatic hypoten-
sion, and syncope. Additional trials are needed
to thoroughly investigate the effect of intensive
BP control on renal function and serious adverse
events.




ONERILEN MINIMUM DKB

e KAH(+): 65 MMHG
o KAH(-): 60 MMHG*

e SISTEMIK HIPOPERFUZYON
BELIRTILERININ GORULDUGU DAHA
YUKSEK DKB

*UpToDate. What is goal blood pressure in the treatment of hypertension?
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Eve goturulecek mesajlar

* |leri yas antiHT tedavinin daha az verilmesini
gerektirmemektedir.







* |leri yas antiHT tedavinin daha az verilmesini
gerektirmemektedir.

« OTOMATIK CIHAZLA

e Uygun yaslilarda SKB<120 mmHg hedefi
gecerli olabilir







Eve goturulecek mesajlar

* |leri yas antiHT tedavinin daha az verilmesini
gerektirmemektedir.

e OTOMATIK CIHAZLA

e Uygun yaslilarda SKB<120 mmHg hedefi
gecerlidir

* Kirillgan yashlarda “SKB <150 mm Hg” veya
“serebral hipoperfiizyon belirtileri-
ortostatizm-fonksiyonellige gore”

“DAHA YUKSEK” olmahidir







DIABETES MELLITUS




UpToDate. Treatment of type 2 diabetes mellitus in the older patient.
https://www.uptodate.com/contents/treatment-of-type-2-diabetes-mellitus-in-

the-older-
patient?source=search_result&search=Treatment%200f%20type%202%20diabet

es%20mellitus%20in%20the%20o0lder%20patient&selectedTitle=1~150
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Yaslilar cok heterojen
— Toplumda

— Bakimevinde

— Fit veya Kirilgan

— Coklu komorbidite-fon

Genel saglik durumu
Hipoglisemi riski
Beklenen survi

<siyonel bagimlilik

v’ Glisemik kontrol hedefleri
v’ Risk faktor yonetimi




Yaslida glisemik hedefler

-

«Fit yaslida uzun sureli klinik calisma verisi yok»

<

~

Fit ilacla tedavi edilen yaslilarda

hedef

e A1C < %7,5
o AKS: 140-150 mg/dL




Yaslida glisemik hedefler

«Kirillgan» \

«Medikal-
Fonksiyonel ko-
morbidite +»

*AlC < %38

e AKS: 160-170 mg/dL

«Yasam beklentisi
<10 y»

(ilac tx) ///




Yaslida glisemik hedefler

Cok yaslida hedef daha da
viuksek olabilir (biyolojik yas!)

e A1C < %8,5
e Aclik-preprandial glukoz: 200 mg/dL




Ya§I|da gllsemlk hedefler

Cok ya§I|da hedef daha da

* QoL saglanmasi
* Hipoglisemiden kacinma

g/dL




Hipoglisemiye duyarlilik
daha fazla!

Hipoglisemiden kacinmak
ana hedeflerden biri!



KV risk azaltim stratejileri

e Sigara icilmemesi
e HT TX

e HL Tx

e Egzersiz

e Aspirin (LH)

Beslenme tedavisi yaslida cok

kritik!




Kontrendikasyon yoksa

Metformin ilk basamak (Grade 2B)




ILAC SECIMI

Instlin ilk basamak olabilir

e Tip 2 DM

e HbAlc > %9

e Aclik plazma glukozu >250 mg/dL
e Random glukoz >300 mg/dL

e Ketonuri




ILAC SECIMI

Fit yasllarda

e Metformini tani aninda basla (Grade 2C)

e Tani sirasinda HbA1c ila¢la hedeflenen diizeyin
altinda bile olsa

Metformin muhtemelen

e Her dizeydeki glisemiyi guvenli olarak disurar
e Hipergliseminin ilerlemesini azaltir
e DM-iliskili komplikasyon olusumunu azaltir




T e

Tani sirasinda HbA1c ilacla
hedeflenen duzeyine yakin olan
olgularda

e |lac kullanmayi tercih etmiyorsa
e 3-6 ay yasam tarzi degisikligi ile
izlem (merformin oncesi)




Metformin
ontrendikasyonu
veya intoleransi +

- DPP-4




~

e KBY
eHipoglisemiye
meyil

Repaglinid

/







Metformin+yasam tarzi degisikligi (+) ama Alc yiksek

Diger alternatifler

L A1C > %9 percent
Bazal insulin Persistan semptomatik
hiperglisemi +

Repaglinid

DPP-4 inhibitoru

GLP-1 reseptor
agonisti




SU+yasam tarzi degisikligi (+) ama Alc yiksek

HbA1C > %8,5 (+) ise

Bazal instline
gecis

HbA1C < %8,5
DPP-4

inhibitorleri
GLP-1

agonistleri

SGLT?2
inhibitorleri

Alfa glukozidaz
inhibitorleri




SU+yasam tarzi degisikligi (+) ama Alc yiksek

HbA1C > %8,5 (+) isel HbA1C < %8,5

Bazal insuline

DPP-4
gecis inhibitorleri
» Eklenecek ilag segimi GLP-1

» Hasta ozellikleri agonistleri
» Hasta tercihleri
» Maliyet I

SGLT2

inhibitorleri

Alfa glukozidaz

inhibitorleri




Yasl DM

e Polifarmasi
e Fonksiyonel bozulmalar

B —

e Kognitif bozulma ” Go6z dniinde

e Depresyon bulundurulmal
. Degerlendirilmeli

o Ul

e Dusme

e Persistan agri







HiPERLIPIDEMI




OZET VE TAVSIYE

Total kolesterol, LDL, TG her 2 cinste de 3-8. dekadlar arasi
artar

Daha ileri yaslarda total kolesterol ve LDL'de dusus olur




OZET VE TAVSIYE

Dislipidemi 60-80 yas arasindaki yaslilarda KVH icin iyi
bilinen bir risk faktori

Ancak >80y yaslilarda veri sinirl!




Kilavuzlarda HL tarama ve tedavisi

«risk temelli algoritmalara»
CEVET

e Milyonlarca >75 y yasli
e «sadece yas faktoru nedeniyle»
e «statin tedavisi adayi!!!»




Yuksek riskli hastalarda

(-en azindan 80 yasa
kadar)

eHL'nin statinlerle tedavisi LDL
ve KVH olay/olimu azaltir




P

Statin yan etkileri
(Myalji, KC enzim
yukselmeleri,

Yashlardaki asikar glukoz artisi)

klinik faydalar

Faydaya kadar
gececek zaman




Eslik eden morbiditeler ve
dizabiliteler

lleri yasli hastalarda

Yiuksek serum kolesteroli ile
ateroskleroz arasindaki
iliskiyi azaltiyor!




