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Abstract

Introduction. Arterial hypertension is one of the most common cardiovascular diseases in octogenarians. The aim of the
study was clinical characteristics of patients with arterial hypertension over 80 years-old.

Material and methods. The study group consisted of 2512 hypertensive patients in mean age of 68.28 + 11.15 years-
-old, including group 1: 2148 patients in age up to 80 years-old (85.51%) and group 2: 364 patients over 80 years-old
(14.49%). Clinical data was analysed including comorbidities, laboratory results and echocardiographic indices.
Results. Persistent atrial fibrillation was more frequent in group 1 (10.3% vs. 2.5%), while in group 2 permanent atrial
fibrillation was observed (59.2% vs. 41.3%, p < 0.0001). There have been differences between group 1 and group 2 in
frequencies of atrial fibrillation (24.4% vs. 44.5%, p < 0.0001), hyperlipidemia (30.8% vs. 18.7%, p < 0.0001), heart
failure (34.5% vs. 55.0%, p < 0.0001), past non-fatal stroke (4.5% vs. 8.2%, p < 0.0023). No differences in stable angina,
diabetes, hypertriglyceridemia, left ventricle hypertrophy, history of myocardial infarction, thyroid dysfunction have been
noted. Patients in group 1 had higher values of hemoglobin (group 1 > 2, p < 0.0001), total cholesterol (group 1 > 2,
p < 0.0001), LDL-cholesterol (group 1 > 2, p < 0.0004), triglycerides (group 1 > 2, p = 0.0003), glycemia (group 1 > 2,
p = 0.0142), urea (group 1 < 2, p < 0.0001), uric acid (group 1 < 2, p = 0.0034), creatinine clearance (group 1 > 2,
p < 0.0001), potassium (group 1 > 2, p = 0.0482) but not left ventricle ejection fraction in comparison to group 2.
Conclusions. Atrial fibrillation, heart failure and stroke were more frequent in hypertensive octogenarians compared to
younger patients. Heart failure in hypertensives was classified as diastolic irrespectively of age. Renal dysfunction was
not dependent on age however it was more pronounced in octogenarians compared to younger patients.
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Introduction

The process of ageing and associated with it issues of
medical and social care have become one of the leading
matters of interest of our civilization recently. Improvements
of living conditions, hygiene and medical care, especially
in developed countries, have led to gradual increase in
life expectancy. Senescence has been divided into early
(60-74 years) and late (age > 74 years) including long-
-living people (more than 90 years old) [1]. After the Il
World War the percentage of people in Poland aged more
than 65 years grew from 5.2% in 1950 to 13% in 2004.
In the years 1970-2000 a 70% increase in number of
octogenarians and 160% increase in number of people
aged 90-94 years was observed [2]. The increase in life
expectancy has resulted in higher incidence of aging-as-
sociated diseases, including cardiovascular diseases with
leading arterial hypertension (AHT) and its complications.
The population of octogenarians is very diverse in terms
of health condition and psychomotor function. Therapeutic
decisions are difficult due to intensification of age-related
pathological processes such as arterial stiffening, individu-
al treatment tolerability and anticipated life expectancy and
quality of life. According to data from NATPOL 2011 study
the percentage of AHT in general population in Poland rose
from 30 to 32% during 10 years. In addition, 9.5 million out
of 10.5 million people with AHT were people aged 18-79,
while almost 1 million were patients aged 80 years and
older [3]. In this study an increase in incidence of other
atherosclerosis risk factors such as diabetes and obesity
was noted [3]. In POLSENIOR study that ended in 2010
the authors presented high incidence of AHT in a group of
patients aged 64 years and older — 76% and in patients
aged more than 80 years — 73%. In both groups a higher
prevalence of AHT was found in women [4]. The results of
many epidemiological studies have indicated interesting
correlation between cardiovascular mortality and blood
pressure (BP) in a group of older patients. Initially elevated
BP in patients aged more than 84 years were associated
with reduction of the cardiovascular mortality rate. Accord-
ing to some authors this observation could be caused by low
BP and poor general condition of elderly people due to, for
instance: cancer cachexia, heart failure, chronic obstructive
pulmonary disease [2, 5, 6]. Other important phenomenon
found in analyzed group is the high prevalence of isolated
systolic hypertension associated with increased incidence
of arterial stiffening [7]. Staessen et al. [8] in metaanalysis
of 8 controlled trials in 2000 proved that elevated systolic
and pulse pressure are risk factors of general mortality
in patients aged more than 60 years. Active hypotensive
therapy significantly reduced cardiovascular mortality and
morbidity [8]. Studies published before 2008 concerning
impact of hypotensive therapy on prognosis in AHT patients
suggested reduction of percentage of cardiovascular com-

plications (mainly strokes) but on the other hand indicated
increase in general mortality. This observation was reflected
in European Society of Hypertension/European Society
of Cardiology (ESH/ESC) guidelines for the management
of AHT in 2007 in patients aged 80 years and more [9].
A randomized study HYVET (The hypertension in the Very
Elderly Trial) published in 2008 was crucial in clinical man-
agement of abovementioned group of patients with AHT. In
this placebo-controlled study 3845 AHT patients aged 80
years and more were recruited and randomized. Before the
end of trial, HYVET proved efficacy of hypotensive therapy
with indapamide in addition with perindopril in reducing all
the endpoints (with primary endpoint of fatal and non-fatal
strokes reduction by 30%) [10]. Although this study was
not free from limitations in terms of selected population
of elderly people with no significant concomitant diseases,
use of medications regarded as safe and efficacious in ge-
neral population, elimination of patients with an increased
tendency to orthostatic hypotension, it clearly determined
the relevance of hypotensive therapy in patients aged 80
years and more. Due to careful recruitment of patients in
HYVET study some questions concerning clinical practice
and evidence-based medicine arose: what was the impact
of concomitant diseases in AHT patients on mortality, mor-
bidity and what was the efficacy and safety of treatment in
patients aged more than 80 years?

These observations seem to have clinical implications
— in this group of patients the goals of therapy should be
alleviated in order to increase tolerability and safety of
hypotensive therapy. This issue has been raised in current
ESH/ESC guidelines for the management of hypertension
[11]. The guidelines have emphasized that the goals of
hypotensive therapy depend not only on age and initial
BP values but also on the biological condition of patients.
The optimal therapeutic values of systolic blood pressure
in patients aged more than 80 years with initial blood
pressure of > 160 mm Hg who are in good health should
be 140-150 mm Hg (class I/level of evidence B) [11]. In
addition, the proper tolerability of treatment with avoid-
ance of orthostatic hypotension is very important [11].
Moreover, this group of patients is heterogeneous in terms
of several clinically significant parameters, which creates
lot of difficulties in determining the clear rules and goals
of hypotensive therapy.

The aim of the study was to clinically characterize the
population of patients with AHT aged more than 80 years
in comparison with population of younger patients based
on a retrospective data analysis from one centre.

Material and methods
The retrospective analysis was performed in 2512 AHT pa-

tients hospitalized consecutively in cardiac referral centre
for the years 2009 to 2010. The authors have analyzed
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clinical data taking into account concomitant diseases,
biochemistry and chosen echocardiography parameters in
AHT patients aged more than 80 years in comparison with
patients aged up to 80 years.

The mean age of patients was 68.28 + 11.15 with me-
dian age 69 years and it ranged from 25 to 95 years. The
study group was divided into 2 subgroups depending on
age: group no. 1 —aged up to 80 years (2148 patients, that
is 85.51%) and group no. 2 —aged more than 80 years (364
patients, that is 14.49%). The mean age in both groups
was 65.59 + 9.71 and 83.13 + 2.89 years, respectively.

The diagnosis of AHT was based on data from the inter-
view (including use of hypotensive drug) and on data from
physical examination - the mean value of 2 blood pressure
measurements performed during at least 2 days of hospi-
talization was > 140 mm Hg for systolic pressure and/or
>90 mm Hg for diastolic blood pressure. The diagnosis of
diabetes was made based on 3 complementary criteria:
fasting blood glucose level exceeding 125 mg/dl (the test
done twice during following days of hospitalization), casual
glucose > 200 mg/dl with clinical symptoms of hypergly-
cemia and positive glucose tolerance test — glycemia
> 200 mg/dltwo hours aftera 75 g oral glucose load. Heart
failure was diagnosed based on a history of typical signs
and physical examination. Coronary artery disease diagno-
sis was based on history of typical signs and/or myocardial
infarction in anamnesis. Dyslipidemia was defined based
on lipid profile with total cholesterol exceeding 190 mg/dl,
LDL-cholesterol exceeding 115 mg/dl, HDL-cholesterol
below 40 mg/dl, triglicerydes > 150 mg/dl or based on
a history of taking hypolipidemic agents. Left ventricular
ejection fraction was assessed in echocardiography using
Simpson’s method or visually. Left ventricle hypertrophy
was diagnosed when interventricular septum thickness was
> 12 mm. Atrial fibrillation was found based on history of
arrhythmia and/or echocardiography. Kidney dysfunction
was assessed based on glomerulal filtration rate calculated
using MDRD formula.

The statistical analysis of presented results was perfor-
med with PQStat software version 1.4.2.324. The results
of qualitative scales were analysed using chi-square test of
independence (with Yates’s correction for continuity when
numbers in certain combinations were lower than 10). The
results of quantitative scales were analyzed using Student’s
t-test (with independent variance estimation when varian-
ces in both groups were heterogeneous). The significance
level for all tests was set up at p < 0.05.

Results
There was a highly significant correlation between sex and

age group (Chi’=29.63, df = 1, p < 0.0001). The majority of
patients in group 1 were men (1221 out of 2148 patients,

that is 56.8%), while in group 2 the majority of patients were
women (213 out of 364 patients, that is 58.5%).

There was no significant correlation between place of
living and age group (Chi* = 0.08, df = 1, p=0.7757). The
distribution of patients’ origin was similar in both groups.
A little over half of patients in both groups (1168 out of
2148 patients, that is 54.4%, in group 1 and 195 out of
364, that is 53.6%, in group 2, respectively) came from
the city.

There was a highly significant correlation (Chi* = 20.52,
df = 2, p < 0.0001) between type of atrial fibrillation and
age group. Persistent atrial fibrillation was found more of-
ten in group 1 in comparison to group 2 (54/523 patients
thatis 10.3% vs. 4/162 patients that is 2.5%; p < 0.0001).
Chronic atrial fibrillation was observed more often in group
2 in comparison to group 1 (96/162 patients, that is 59.2%
in group 1 vs. 216/523 patients, that is 41.3%, in group
2; p < 0.0001). The correlations are presented in Table 1
and Figure 1.

There were significant differences between group 1
and 2 in terms of concomitant diseases incidence:
atrial fibrillation (523/2148 patients, that is 24.4% vs.
162/364 patients, that is 44.5%, p < 0.0001), hyperli-
pidemia (661/2148 patients, that is 30.8% and 68/364
patients, that is 18.7% respectively, p < 0.0001), heart
failure (742/2148 patients that is 34.5% vs. 200/364
patients, that is 55%, p < 0.0001), non-fatal stroke in
anamnesis (96/2148 patients that is 4.5% vs. 30/364
patients, that is 8.2%, p < 0.0023). No differences were
observed in the incidence of concomitant diseases
such as: stable angina, diabetes regardless of type, hy-
pertriglyceridemia, left ventricle hypertrophy, history of
myocardial infarction, thyroid dysfunction. The data are
presented in Table 1.

There were statistically significant differences in chosen
laboratory data and left ventricular ejection fraction (LVEF)
between group 1 and 2: erythrocyte sedimentation rate
(17.48 vs. 23.68 mm/h respectively, p < 0.0001), hemoglo-
bin (13.5vs. 12.65 g/dl respectively, p < 0.0001), red blood
count (4.52 vs. 4.24 M/l respectively, p < 0.0001) and
platelets (237.55 vs. 219.36 K/ul respectively, p=0.0002),
total cholesterol (178.38 vs. 164.43 mg/dl, p < 0.0001),
LDL-cholesterol (107.3 vs. 98.78 mg/dl respectively,
p = 0.0004), triglycerides (145.05 vs. 120.57 mg/dl respec-
tively, p = 0.0003), glycemia (119.17 vs. 112.85mg/dl,
p = 0.0142), blood urea nitrogen (42.64 vs. 54.53 mg/dI
respectively, p < 0.0001), uric acid (6.3 vs. 6.76 mg/dI
respectively, p = 0.0034), creatinine clearance (57.59 vs.
47.61 ml/min, p < 0.0001, potassium (4.21 vs. 3.99 mEq/L
respectively, p = 0.0482). No significant differences in
hematocrit, white blood count, HDL-cholesterol, creatinine,
sodium and LVEF were observed. The results are presented
in Table 2.

348 www.fc.viamedica.pl



tukasz Dobaj et al., Clinical characteristics of hypertensive octogenarians

Table 1. Comorbidities in patients with hypertension according to age

Concomitant diseases

< 80 years > 80 years
(n = 2148) (n=364)
Atrial fibrillation (n = 685) 523 162 <0.0001
(24.4%) (44.5%)
Paroxysmal (n = 315) 253 (48.4%)* 62 (38.3%)*
Chronic (n = 312) 216 (41.3%)* 96 (59.2%)*
Persistant (n = 58) 54 (10.3%)* 4 (2.5%)*
Diabetes type 1 or 2 531 (24.7%) 106 (29.1%) 0.0744
Hypertriglicerydemia 52 (2.4%) 6 (1.7%) 0.4723
Hyperlipidemia 661 (30.8%) 68 (18.7%) <0.0001
Stable angina 649 (30.2%) 115 (31.6%) 0.5968
Heart failure 742 (34.5%) 200 (55.0%) <0.0001
Hyperthyroidism 58 (2.7%) 8(2.2%) 0.5795
Hypothyroidism 64 (3.0%) 10 (2.8%) 0.8085
Nodular goitre 63 (2.9%) 11 (3.0%) 0.9260
History of stroke 96 (4.5%) 30 (8.2%) 0.0023
History of myocardial infarction 205 (9.5%) 28 (7.7%) 0.2602
Left ventricle hypertrophy 665 (36.4%) 134 (41.0%) 0.1127
*Percentage of patients with atrial fibrillation
70%- 80 years) — 85.5%. The age had normal distribution. The
disproportionate number of compared groups may limit the
60% accuracy of statistical inference.
50%- Lack of evaluation of implemented treatment impact
on analyzed biochemistry may be another limitation of
S the study. Patients with AHT often use many other than
30%— hypotensive drugs including hypolipidemic agents. Some
hypotensive drugs may cause adverse effects that affect
25 lipid profile, kidney parameters, electrolytes or glycemia (for
10%- instance thiazides). We also did not analyze the percentage
of treated and not treated patients and the length of use

0%~
? Patients aged not more

than 80 years
M Paroxysmal [l Chronic [l Persistent

Patients aged more
than 80 years

of hypotensive agents. Due to HYVET study we know that
patients aged more than 80 years benefit from hypotensive
treatment. This therapy, thus, should not be abandoned
in this group of patients in case of good tolerability [10].
Hypotensive agents, however, may exert more pronounced
adverse effects in this group in comparison to younger
patients due to i.a. reduced kidney and liver metabolism
efficiency. The patients were not differentiated according to

Figure 1. Percentage of atrial fibrillation types in study population

Discussion

The presented analysis encompassed large number of AHT
patients — 2512 patients, half of whom were aged more
than 69 years. In this group a subgroup was created with
patients aged more than 80 years that comprised 14.5%
of all the patients while the other patients (aged up to

BP values — BP profile is largely dependent on the applied
treatment.

The presented analysis draws attention to specific fea-
tures of population of elderly people with AHT who should
be treated with hypotensive agents. The current guidelines
for the management of arterial hypertension from 2013
have suggested that in those patients hypotensive therapy
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Table 2. The comparison of mean values of chosen laboratory tests and left ventricle ejection fraction according to age in patients

with hypertension

Variable

Erythrocytes sedimentation rate [mm/h]
Hemoglobin [g/dl]

Hematocrit (%)

Red blond mount [M/ul]

White blood count [K/ul]

Platelets [K/ul]

Total cholesterol [mg/dl]
HDL-cholesterol [mg/dlI]
LDL-cholesterol [mg/dl]
Triglycerides [mg/dl]

Glucose [mg/dl]

Urea [mg/dl]

Creatinine [mg/dl]

Uric acid [mg/dl]

Creatinine clearance [ml/min]
Sodium [mEq/L]

Potassium [mEq/L]

Left ventricular ejection fraction (%)

should be implemented with realistic therapeutic goals
and taking into consideration the specificity of this group
[11]. The analysis of concomitant diseases draws attention
to significant clinical problems that can be seen in this
group of patients in clinical practice and which hinders
the effective treatment. Sometimes those diseases are
also a contraindication to certain therapeutic methods or
may contribute to secondary hypertension development.
In the literature there have been few studies concern-
ing clinical characteristic of AHT patients aged more than
80 years. The 3500 AHT patients aged more than 80 years
of the HYVET study, can be regarded as a model popula-
tion [10]. When compared to far more numerous HYVET
study population we observed that incidence of chosen
cardiovascular diseases was significantly more pronounced
in our study: heart failure (55% vs. 3% respectively), history
of stroke (8.2% vs. 7%), history of myocardial infarction
1.7% vs. 3% and diabetes (29.1 vs. 7%). Creatinine and
uric acid levels were significantly higher in our study group
(2.7 mg/dl vs. 1.0 mg/dl and 6.8 mg/dl vs. 4.7 mg/dl
respectively) but total cholesterol level was lower (164 mg/
/dlvs. 200 mg/dl). Unfortunately these observations can
reflect poorer effectiveness of Polish health care system
for patients with heart failure and worse risk factors control

< 80 years > 80 years
(n =2148) (n =364)
175 23.7 <0.0001
135 12.7 <0.0001
395 37.6 0.0058
45 4.2 <0.0001
8.0 8.0 0.9456
237.6 2194 0.0002
178.4 164.4 <0.0001
46.1 45.5 0.6099
107.3 98.8 0.0004
145.1 120.6 0.0003
119.2 112.9 0.0142
42.6 54.5 <0.0001
13 2.7 0.0778
6.3 6.8 0.0034
57.6 47.6 <0.0001
139.7 139.5 0.3570
4.2 4.0 0.0482
49 48 0.1598

of atherosclerosis in Poland. On the other hand, however,
this can be caused by careful selection of patients to
HYVET study which analysed the effects of indapamide
in patients aged more than 80 years. These were mainly
patients with the smallest possible number of significant
concomitant diseases.

In Liu Wie's et al. [12] study of Chinese population
of 336 AHT patients aged more than 80 years there was
significantly higher incidence of dyslipidemia in compari-
son with our study group (56.5% vs. 20.3% respectively).
In our group, however, the incidence of dyslipidemia was
calculated by adding hyperlipidemia to hypertiglyceride-
mia — a total number of 74/364 patients. In addition,
in Wei's study there was also higher incidence of stable
coronary artery disease (41.4% vs. 31.6%) and diabetes
(41.1 vs. 29.1%) while in our group there were more pa-
tients with atrial fibrillation (44.5% vs. 13.4%) and left
ventricular hypertrophy (41% vs. 14%). Both populations
were compared using quantitative synthesis but the
main limitation of this comparison could be the racial
differences in clinical characteristic of patients from
Europe and Asia [12].

We are not surprised that in our study we found a higher
incidence of heart failure, atrial fibrillation and history of
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stroke in patients aged more than 80 years in compari-
son to younger patients. Interestingly, in both subgroups
we observed mainly heart failure with preserved systolic
function (left ventricular ejection fraction 48% vs. 49%
respectively). In elderly patients we should expect changes
in passive elastic properties of the myocardium and this
observation was also confirmed in our study. The analy-
sis of types of atrial fibrillation is also not surprising — it
accounts for natural history of the disease. Atrial fibrilla-
tion tends to turn into chronic in patients with the most
advanced age. Younger patients have a greater chance
of sinus rhythm recovery (the paroxysmal and persistent
type of atrial fibrillation). In group of patients aged up to
80 years the dominant type is persistent atrial fibrillation.
This is probably due to age profile in this group —the mean
age of patients was 66 years (low chance of sinus rhythm
restoration). The tendency to decrease kidney function
and hyperuricemia with increasing age has been also con-
firmed. The diminished filtration function of kidneys drew
attention also in the younger patients (mean glomerular
filtration 57.58 ml/min).

Streszczenie

Conclusions

In AHT patients aged more than 80 years atrial fibrillation,
heart failure and history of stroke were observed more
often than in younger patients.

The incidence of stable angina, history of myocardial
infarction and diabetes was not associated with age in
study population.

We found mostly diastolic heart failure in AHT patients
irrespective of age.

Chronic atrial fibrillation was more often observed in
AHT patients aged more than 80 years, while persistent
atrial fibrillation was detected more often in younger
patients.

Kidney dysfunction was observed irrespective of pa-
tients’ age. It was more often seen, however, in patients
aged more than 80 years.
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Wstep. Nadcisnienie tetnicze jest jedng z najczesSciej wystepujacych chordb uktadu krazenia u 0séb w bardzo podesztym
wieku. Celem pracy byta charakterystyka kliniczna chorych powyzej 80. roku zycia z nadciSnieniem tetniczym.

Materiat i metody. Badaniem objeto grupe 2512 hospitalizowanych pacjentéw, w Srednim wieku 68,28 + 11,15 roku,
z nadcisnieniem tetniczym, w tym grupe 1. obejmujgca 2148 osdb w wieku do 80. roku zycia wiacznie (85,51%) i grupe
2. obejmujaca 364 chorych powyzej 80. roku zycia (14,49%). Analizowano dane kliniczne z uwzglednieniem chorob
wspotistniejacych, parametréw biochemicznych oraz wybrane parametry badania echokardiograficznego.

Wyniki. W grupie 1. czeSciej wystepowato przetrwate migotanie przedsionkow (10,3% Vv. 2,5%), zas w grupie 2.
— utrwalone migotanie przedsionkoéw (59,2% v. 41,3%; p < 0,0001). Stwierdzono réznice miedzy grupa 1. i grupa 2.
w zakresie wspotwystepowania: migotania przedsionkéw (24,4% v. 44,5%; p < 0,0001), hiperlipidemii (30,8% v. 18,7%;
p < 0,0001), niewydolnosci serca (34,5% v. 55,0%; p < 0,0001), przebytego udaru moézgu niezakornczonego zgonem
(4,5% v. 8,2%; p < 0,0023). Nie stwierdzono roznic w odniesieniu co stabilnej dtawicy piersiowej, cukrzycy, hipertri-
glicerydemii, przerostu mieSnia sercowego, przebytego zawatu serca, zaburzen funkcji tarczycy. W zakresie analizy
poréwnawczej wybranych parametréw laboratoryjnych oraz wartosci frakcji wyrzutowej lewej komory (LVEF) stwierdzono
roéznice miedzy grupa 1. i grupa 2. w zakresie Srednich wartosci: hemoglobiny (1 > 2; p < 0,0001), cholesterolu cat-
kowitego (1 > 2; p < 0,0001), cholesterolu frakcji LDL (1 > 2; p < 0,0004), triglicerydéw (1 > 2; p = 0,0003), glikemii
(1> 2; p=0,0142), mocznika (1 < 2; p < 0,0001), kwasu moczowego (1 < 2; p = 0,0034), klirensu kreatyniny (1 > 2;
p < 0,0001), potasu (1 > 2; p = 0,0482). W przypadku wartosci LVEF nie stwierdzono istotnych réznic miedzy grupami.

Whioski. W grupie chorych powyzej 80. roku zycia z nadciSnieniem tetniczym czeSciej wystepowaty migotanie przed-
sionkow, niewydolno$¢ serca oraz przebyty udar mézgu w poréwnaniu z mtodszymi chorymi. Niewydolno$¢ serca u 0sob
z nadci$nieniem tetniczym niezaleznie od wieku miata charakter rozkurczowy. UpoSledzenie funkcji nerek wystepowato
niezaleznie od wieku chorych, przy czym byto istotnie wieksze w grupie pacjentow powyzej 80. roku zycia.

Stowa kluczowe: nadcisnienie tetnicze, ciSnienie tetnicze, choroby uktadu sercowo-naczyniowego, chorzy w bardzo

podesztym wieku, charakterystyka kliniczna

(Folia Cardiologica 2014; 9, 4: 346-352)
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Wyniki duzych badan epidemiologicznych jednoznacznie wskazuja, ze niezaleznie od
wieku nadcisnienie tetnicze jest jednym z najwazniejszych czynnikow ryzyka wystapienia
chordb ukfadu sercowo-naczyniowego — choroby niedokrwiennej i niewydolnosci serca
oraz udaru mézgu.

Mimo znacznej poprawy w rozpoznawaniu oraz kontroli nadciSnienia tetniczego w Polsce,
rozpowszechnienie tego schorzenia, wedtug badania epidemiologicznego przeprowa-
dzonego w polskiej populacji 0séb starszych (65.-100. rz.), siega nawet 75%. Analiza
podgrupy oséb powyzej 80. roku zycia wykazata czestoS¢ wystepowania nadciSnienia
tetniczego rowna 73% (66% u mezczyzn i 76% u kobiet), a dobrg kontrole ciSnienia okre-
Slang jako wartosci ponizej 140/90 mm Hg stwierdzono u 25% pacjentow.

Celem komentowanego badania byta charakterystyka starszych pacjentow (> 80. rz.)
z nadciSnieniem tetniczym oraz poréwnanie tej grupy chorych z mtodszymi chorymi.

Badanie polegato na analizie retrospektywnej danych 2512 pacjentéw z rozpoznanym
nadciSnieniem tetniczym hospitalizowanych w referencyjnych osrodkach kardiologicz-
nych w latach 2009-2010. Poréwnywano dane dotyczace choréb wspdtistniejgcych,
parametréw biochemicznych oraz echokardiograficznych w grupie pacjentéw powyzej
80. roku zycia, ktorg stanowito 364 chorych (14,49%), oraz w grupie do 80. roku zycia
wigcznie (2148 chorych — 85,51%). Wsrod pacjentéw starszych zauwazono czestsze

wystepowanie takich schorzen, jak: migotanie przedsionkdw, niewydolnoS¢é serca, przebyty udar mozgu. Analizowane
grupy roznity sie rowniez pod wzgledem postaci migotania przedsionkow, z przewaga wystepowania utrwalonego mi-
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gotania przedsionkdw w grupie powyzej 80. roku zycia. Wiek badanej populacji nie wptywat na wystepowanie stabilnej
dtawicy piersiowej, przebytego zawatu serca ani cukrzycy. W grupie starszych pacjentéw zaobserwowano istotne sta-
tystycznie wyzsze wartoSci: odczynu Biernackiego (OB), mocznika, kwasu moczowego. Natomiast nizsze wyniki w tej
grupie chorych odnotowano w zakresie: stezenia hemoglobiny, liczby erytrocytow i ptytek krwi, stezenia cholesterolu
catkowitego, stezenia cholesterolu frakcji LDL (low-density lipoprotein), glikemii, klirensu kreatyniny i stezenia potasu.
Frakcja wyrzutowa serca, a takze wartoS¢ hematokrytu oraz stezenia leukocytow, cholesterolu frakcji HDL (high-density
lipoprotein), kreatyniny i sodu nie wykazywaty zwigzku z wiekiem.

Problem strategii leczenia nadciSnienia tetniczego u 0séb w bardzo podesztym wieku pozostaje ciggle nierozwigzany.
Brakuje danych naukowych, ktére w jednoznaczny sposéb okreslityby sposob leczenia najstarszych chorych. Jest to
niezwykle trudne, poniewaz — jak to przedstawiono w omawianym badaniu — grupa starszych pacjentoéw charaktery-
zuje sie zwiekszong czestoscig wystepowania chordb wspotistniejacych, szczegdlnie uktadu sercowo-naczyniowego.
W innym badaniu retrospektywnym, dotyczacym pacjentow w podesztym wieku z nadciSnieniem tetniczym, obecnosé
przynajmniej jednej choroby wspotistniejacej wykazano u 88%, natomiast kilka takich schorzen wystepowato u 61%
chorych [1]. W innym badaniu oceniano wspotwystepowanie pieciu przewlektych chorob, takich jak: nadciSnienie
tetnicze, choroba wieficowa (CAD, coronary artery disease), choroba naczyn mézgowych (CVD, cerebrovascular
disease), cukrzyca, nowotwor ztosliwy, wérod oséb miedzy 65. a 100. rokiem Zycia. Najbardziej rozpowszechnionym
schorzeniem byto nadci$nienie tetnicze (zgtaszane o 57% badanych), a nastepnie, w kolejnosci malejacej cukrzyca
(20%), CAD (15%), nowotwor ztosliwy (9%) oraz CVD (9%). Sposrod badanych 29% cierpiato na dwie lub wiecej choréb
przewlektych. Co ciekawe, wsrod pacjentow z nadciSnieniem tetniczym ryzyko wspotwystepowania pozostatych scho-
rzen (CAD, CVD, nowotworu ztosliwego czy cukrzycy) zmniejszato sie 0 1% na kazdy dodatkowy rok zycia oraz 0 3% na
kazdy dodatkowy rok edukacji [2].

Liczne schorzenia wspdtistniejgce z nadciSnieniem sa przyczyng polifarmakoterapii, ktora czesto jest przyczyng
niekorzystnych interakcji zachodzgcych miedzy rownoczesnie stosowanymi lekami oraz wiekszej liczby dziatan nie-
pozadanych, na ktore osoby starsze sg bardziej podatne. Wykazano zwiazek miedzy polifarmakoterapia a wiekszym
prawdopodobieAstwem znalezienia sie w domu opieki dtugoterminowej, uposledzeniem sprawnosci ruchowej, choro-
bowoscig, upadkami, zlamaniami, wyniszczeniem, ryzykiem hospitalizacji i Smiertelnoscig [3-5]. W badaniu REPOSI
(Registro Politeraoie SIMI) 52% pacjentow w wieku powyzej 65 lat przy przyjeciu do szpitala przyjmowato pie¢ lub
wiecej lekow, natomiast przy wypisie takich chorych byto juz 67%. Czynnikami ryzyka polifarmakoterapii byty liczba
chorob wspotistniejacych, dziatania niepozadane wystepujace w trakcie hospitalizacji i dtugoS¢ pobytu w szpitalu [6].
Ze wzgledu na liczne schorzenia wspoétistniejace u starszych pacjentéw z nadcisnieniem tetniczym oraz duze zrézni-
cowanie chorych pod wzgledem catosciowego stanu zdrowia, sprawnosci fizycznej, intelektualnej i psychicznej istnieje
koniecznos¢ bardzo zindywidualizowanej oceny pacjenta oraz zastosowanej terapii. Badania naukowe ukazujg korzysci
ptyngce ze stosowania leczenia hipotensyjnego, wynikajace gtownie z obnizenia ryzyka sercowo-naczyniowego, takze
u 0s6b podesztym w wieku. W badaniu CASTEL (CArdiovacular STudy in the ELderly) dowiedziono, ze wystepowanie
nadcisnienia tetniczego jest zwigzane ze zwiekszong $miertelnoscig u chorych powyzej 64. roku zycia poprzez zwiek-
szanie ryzyka wystepowania udaru mézgu. Rowniez na podstawie metaanalizy BPLTTC (Blood Pressure Lowering
Treatment Trialist Collaboration) wykazano, ze obnizenie ciSnienia tetniczego wsrod starszych pacjentéw obniza ryzyko
zdarzen sercowo-naczyniowych, niezaleznie od zastosowanego schematu leczenia [7]. W duzych badaniach z rando-
mizacja, takich jak SHEP (Systolic Hypertension in the Elderly Program) czy Syst-Eur (Systolic Hypertension in Europe),
ktére obejmowaty pacjentow po 80. roku zycia z nadciSnieniem tetniczym, udowodniono zmniejszenie czestosci uda-
row mézgu wsrod pacjentéw aktywnie leczonych hipotensyjne, ale nie stwierdzono zmniejszenia Smiertelnosci catko-
witej czy z przyczyn sercowo-naczyniowych. Przetomowym badaniem dotyczgcym terapii nadciSnienia u oséb starszych
byto badanie HYVET (The Hypertension in the Very Elderly Trial), do ktorego wiaczono 3845 os6b powyzej 80. roku zycia
z nadcisnieniem tetniczym (ciSnienie skurczowe 160-199 mm Hg, ciSnienie rozkurczowe 90-110 mm Hg). Pacjentow
aktywnie leczono indapamidem, a jesli docelowe wartosci ciSnienia tetniczego nie byly osiagane, dodawano perindo-
pril. W wyniku zastosowanego leczenia, w pordwnaniu z grupg przyjmujgcg placebo, uzyskano istotne statystycznie
zmniejszenie SmiertelnoSci catkowitej, a takze z przyczyn sercowo-naczyniowych, redukcje liczby udaréw moézgu,
udaréw mézgu zakonczonych zgonem oraz stwierdzono mniej zachorowan na niewydolno$¢ serca [8]. Trzeba jednak
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zwrécié uwage na to, ze populacja pacjentow wigczonych do badania HYVET cechowata sie znacznie lepszym stanem
zdrowia niz ogélna populacja os6b w wieku powyzej 80. roku zycia. WSrod chorych zakwalifikowanych do badania
odsetek pacjentow z chorobami wspéfistniejacymi (niewydolnoS¢ serca, cukrzyca, przebyty zawat serca, przebyty udar
mobzgu) byt znacznie mniejszy niz w populacji ogolnej [9].

Najwiekszym ograniczeniem komentowanego badania jest brak danych na temat wystepowania objawow typowych
dla wieku podesztego, ktory Autorzy — niestety — nie oceniali, takich jak zaburzenia w zakresie narzadow zmystow,
demencja, depresja, upadki, nietrzymanie moczu czy utrudnienia w wykonywaniu czynno$ci zyciowych. Do petnej oceny
starszego pacjenta z nadciSnieniem nie wystarczy bowiem jedynie analiza wysokosci ciSnienia tetniczego, obecnosci
innych czynnikéw ryzyka i uszkodzen narzadowych czy innych schorzen [10]. Kluczowe jest uwzglednienie zaréwno
innych stosowanych lekow, tolerancji na leczenie, obecnosci wspomnianych zespotéw geriatrycznych, jak i sytuacji
ekonomiczno-socjalnej pacjenta. Z tego wzgledu konieczne jest przeprowadzanie catoSciowej oceny geriatrycznej
i uwzglednianie jej wynikdw w wyznaczaniu celu terapeutycznego i strategii hipotensyjnej. Jest to szczegdlnie wazne
u 0s6b najstarszych i z ograniczeniami sprawnosci, gdyz sukces w postaci obnizenia ciSnienia nie zawsze musi byé
korzystny dla tych chorych, a wrecz przeciwnie — czasem moze by¢ przyczyna pogorszenia jakosci zycia lub wystapienia
groznych dla zycia powiktan, takich jak na przyktad upadki.
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