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• In elderly hypertensives less than 80 years old with 

SBP ≥160 mmHg there is solid evidence to recommend 

reducing SBP to between 150 and 140 mmHg.

• In the Fit elderly patients less than 80 years old SBP 

values <140 mmHg may be considered, whereas in the 

fragile elderly population SBP goals should be adapted

to individual tolerability.

• In individuals older than 80 years and with initial SBP 

≥160 mmHg, it is recommended to reduce SBP to 

between 150 and 140 mmHg provided they are in good 

physical and mental conditions.



FRAIL

elderly patient





…. among subjects with normal office BP values 

the prevalence of masked hypertension was 

26% and among subjects with elevated office 

BP values the prevalence of white coat 

hypertension (WCH) was 70%. 

….. 61% of subjects with WCH actually 

received antihypertensive treatment in the 

present study, thus suggesting a potential 

overtreatment.





Target diversi 

nell’anziano fragile 

in RSA?
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Dementia ??



172 pazienti (età media 79±5 years, 63% 

donne), affetti da demenza nel 68% e MCI 

nel 32% dei casi

Tutti i pazienti sono stati sottoposti a ABPM, 

valutazione pressoria clinica e follow-up 

clinico e cognitivo

JAMA Int Med, 2015



JAMA Int Med, 2015



JAMA Int Med, 2015
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p = 0.695p = 0.002
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PRESSIONE E DECLINO COGNITIVO



Office SBP

1

Time (days)

Intertmediate tertile
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Lowest tertile

p=0,214

Nighttime SBP

Time (days)

p<0.001

Daytime SBP

Time (days)

p=0.032

PRESSIONE E MORTALITA’



“Ipertensione e ipotensione: un 

connubio deleterio per l’anziano”

Target diversi nel paziente con 

decadimento cognitivo?

Ma cerchiamo il decadimento cognitivo 

negli ipertesi?





MMSE, Clock test?????



Firenze, 16 Ottobre 2017

Lo screening cognitivo nel paziente 

anziano iperteso: risultati di uno 

studio pilota
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Prevalenza del deficit cognitivo

Deficit cognitivo a carico 

di un singolo dominio
Deficit cognitivo 

multi dominio

53%
(25 pazienti su 47)

45%
(21 pazienti su 47)

8%
(4 pazienti su 47)

Risultati



Paziente: G.M., 79 anni, F
Rievocazione: 2/3
MMSE corretto: 27,4/30

Paziente: G.M., 86 anni, M
Rievocazione: 1/3
MMSE corretto: 28,8/30

Paziente: G.G., 85 anni , M
Rievocazione: 0/3
MMSE corretto: 28/30

1° tentativo
2° tentativo 2° tentativoClock test Clock test Clock test



L’ipotensione ortostatica



Causes of Syncope in different settings

EGSYS-2 (DEA) – GIS (≥75 yrs) – SYD (≥75 yrs and dementia)

Cardiac Reflex Orthostatic Unexplained
Drug

induced



“Ipertensione e ipotensione: un 

connubio deleterio per l’anziano”

Target diversi nel paziente 

con ipotensione ortostatica?



2016



Examine effect of more intensive high blood pressure 

treatment than is currently recommended

(n=14.962  3.756)

Intensive Treatment  

Goal SBP < 120 mm Hg

(n=1.317)

Standard Treatment

Goal SBP < 140 mm Hg

(n=1.319) 

No diabetes 

No disability

No orthostatic hypotension

Unattended BP measure



Characteristics Total 

N=9361

≥ 75 yr

Intensive

n=1317 

Standard

n=1319 

Mean (SD) age, years 67.9 (9.4) 79.8 (3.9) 79.9 (4.1) 

Female, % 35.6% 37.9% 38.0% 

White, % 57.7% 74.2% 74.8% 

African-American, % 29.9% 17.1% 17.1% 

Hispanic, % 10.5% 6.8% 6.4% 

Prior CVD, % 20.1% 25.7% 23.4% 

Mean 10-year Framingham CVD risk, % 20.1% 24.2% 25.0% 

Mean (SD) number of antihypertensive meds 1.8 (1.0) 1.9 (1.0) 1.9 (1.0) 

Systolic 139.7 (15.6) 141.6 (15.7) 141.6 (15.8)

Diastolic 78.1 (11.9) 71.5 (11.0) 70.9 (11.0)

DEMOGRAPHIC and BASELINE CHARACTERISTICS

The SPRINT Research group, JAMA 2016



Intensive Standard

No. of 

Events

Rate, 

% year

No. of 

Events

Rate,

%year

HR (95% CI) P value

Primary Outcome 102 2.59 148 3.85 0.66 (0.51-0.85) <0.001

All MI 37 0.92 53 1.34 0.69 (0.45-1.05) 0.09

Non-MI ACS 17 0.42 17 0.42 1.03 (0.52-2.04) 0.94

Stroke 27 0.67 34 0.85 0.72 (0.43-1.21) 0.22

Heart Failure 62 0.41 100 0.67 0.62 (0.45-0.84) 0.002

CVD Death 37 0.25 65 0.43 0.57 (0.38-0.85) 0.005

Primary Outcome and its Components

Event Rates and Hazard Ratios 

The SPRINT Research group, JAMA 2016



SPRINT elderly

Serious adverse events (SAE) related to the intervention

The SPRINT Research group, JAMA 2016

p=0.40

p=0.06

p=0.05

p=0.06



(Index ≤0.1; item lost=0-

1)
HR:0.47  (95% CI 0.13-

1.39)   

p<0.20 (ns)

(Index>0.1;item lost 0-7)
HR:0.63  (95% CI 0.43-0.91)   

p=0.01

(Index>0.21; item lost >7)

HR:0.68  (95% CI 0.45-

1.01)   

p=0.06 (ns)

standard

Intensive

standard

Intensive

standard

Intensive

Kaplan-Meier curves for the primary cardiovascular 

disease outcome in SPRINT elderly by baseline 

FRAILTY status (37 items)

The SPRINT Research group, JAMA 2016

ùFIT
FIT Less FIT FRAIL



Frailty index (37 items ) 

Frailty’s  degree in SPRINT elderly

intensive treatment

0.18 (0.13-0.23); 7 item (5-9)

standard treatment

0.17 (0.12-0.22); 6 item (4-8)

The higher frailty degree = 0.23

Items lost = 9 !!

median



10.3±4.5 22.8±2.9 30.4±2.2

Mortality stratified by Frailty index

Abete P et al., Aging Clin Exp Ther 2017

FRAILTY INDEX

SPRINT elderly

Highest frailty degree = 0.23

Items lost = 9 !!
2 years 

follow-up

no 

mortality!!



… to determine if individuals meeting inclusion

criteria for SPRINT outside the clinical trial 

context are similar to trial participants, especially 

with regard to risk for adverse outcomes. 

We used The Irish Longitudinal Study on Ageing 

(TILDA) to compare baseline rates of injurious 

falls and syncope in community-dwelling older 

adults with the rates in the standard care group of 

SPRINT



Given the high 

baseline rates of 

falls and syncope, 

any increase in 

these rates due to 

intensive treatment 

of hypertension

could result in harm.



?



In summary, despite the complexity of management in 

caring for older persons with hypertension, RCTs have 

demonstrated that in many community-dwelling older 

adults, even adults >80 years of age, BP-lowering goals 

during antihypertensive treatment need not differ from 

those selected for persons <65 years of age. 

Importantly, no randomized trial of BP lowering in persons 

>65 years of age has ever shown harm or less benefit for 

older versus younger adults. However, clinicians should 

implement careful titration of BP lowering and monitoring 

in persons with high comorbidity burden; large RCTs 

have excluded older persons at any age who live in 

nursing homes, as well as those with prevalent 

dementia and advanced HF.



Thank you for your attention


