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Abstract  

For men and women of all ages, heart disease continues to be the 
primary cause of death. Emphasising the necessity of creative 
methods to improve patient care and survival. Between 50% and 75% 
of cardiovascular disease-related deaths in wealthy nations happen 
outside of hospitals. Even in most countries, the proportion of persons 
over 66 steadily rises and makes up a larger population share. The 
medical treatment of older people heavily burdens the healthcare 
system. Giving older patients the proper medical treatment requires 
specialised understanding. As we age, the body undergoes several 
changes, and numerous chronic illnesses arise. The visceral organs' 
function deteriorates, the healing process slows, disease symptoms 
become less noticeable, and diagnosing a condition is frequently 
challenging. Furthermore, because the pharmacokinetics and 
pharmacodynamics of medications vary from those of younger 
individuals, the therapy options also vary. Having a family member 

or caregiver participate in the session can be helpful because communicating with elderly individuals 
can be distressing. For those over 65, "cardiovascular diseases" continue to be the direct reason for death. 
The most significant of these conditions are atrial "fibrillation", "hypertension", "coronary artery 
disease", and "congestive heart failure”. 

Introduction 

Globally, cardiovascular diseases (CVDs) constitute a significant reason for death. CVDs account for 
about a fraction of all non-communicable diseases [1]. Noncommunicable diseases (NCDs)  ,40 million 
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people die  each year, mostly in low- and middle-income nations, according to a World Health 
Organization (WHO) report. Numerous risk factors are primarily responsible for the incidence of CVDs 
[2,3]. Cardiovascular disease is a leading world national health burden, contributing to “30% of global 
mortality”, or “17 million” deaths out of “57 million” deaths annually, with an “alarming 80%” of these 
deaths taking place in” LMICs” [4]. In Japan, the US, Spain, and the UK, the generality of “CVD in 
CKD” is “26.8%”, “33.4%”, “39.1%”, and “47.2%”, respectively [5], although in advanced stages of 
CKD, it varies between 50 and 80% [6]. Whereas the generality of “CVD” in “CKD” was “16.2%” in 
Tanzanian research [7].  

Several factors, such as high blood pressure, diabetes, smoking, elevated cholesterol or triglyceride 
levels, anemia, chronic inflammation, and endothelial dysfunction, increase the chance of cardiovascular 
issues in individuals with long-term kidney dysfunction. 

 "CKD" [8–12]. Patients with chronic kidney disease (CKD) may have various patterns of 
cardiovascular disease (CVD) depending on the severity of their condition and the presence of other 
comorbid conditions [13]. Left ventricular hypertrophy, peripheral artery disease, and hypertension are 
the three most common forms of "CVD" in the early stages of "CKD (stages 1-3)" [14]. The relative 
incidence of ischemic heart disease and heart failure rises when chronic kidney disease "CKD" advances 
to advanced stages (stages 4-5) [15]. 

 Cardiovascular diseases "CVDs" were the primary contributors to the global burden of disease "GBD" 
in 2010, accounting for" 30.3%" of the total burden of disease in older adults [16]; this highlights the 
importance of close monitoring and effectively controlling "CVD" risk variables in individuals with 
"CKD", especially when the disease is advanced [17]. The global burden of disease (GBD) in 2010 was 
caused mainly by cardiovascular illnesses (CVDs), which accounted for 30.3% of the overall burden of 
disease among older individuals [16]. In people with "CKD," this emphasises how crucial it is to keep 
a careful eye on and successfully manage "CVD" risk factors, mainly when the illness is advanced [17]. 

Forecasting future disease burden and directing prevention initiatives require accurate and comparable 
assessments of "CVD" risks [18]. A linkage between "CVD" and sociodemographic characteristics has 
been shown in several population-based research on the epithelium duct in lower-income countries. A 
higher prevalence of "CVD" has been consistently associated with female sex, age, and poorer 
educational attainment. Behavioral risk factors such as drinking, smoking, not exercising, and eating too 
little fruits and vegetables are also associated with "CVD," according to specific epidemiological 
evidence. It is also believed that hypertension is a significant risk factor for "CVD." 

 These risk variables, either alone or in combination, offer a chance for interventions to lessen the burden 
of "CVD" in "LMIC" ageing populations in the future. Important and necessary information regarding 
"CVD" and "CVD" Information on these issues has been provided by several recent significant studies 
that assessed the risks of "CVD" in higher and lower-income countries [19–20]. 

The Epidemiology of the Old Age 
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In 2020, 20.6% of EU citizens were 66 or older; by 2050, that percentage is predicted to rise to 40.6%. 
By 2050, this percentage in Hungary is expected to reach 30%, up from 19.9% in 2020 [21]. Men and 
women in the EU are evaluated to live “17.9” and “20.1” years, severally, after age 66. Men and women 
are expected to have 9.4 years of healthy life at age 65. [22]. The primary objective of geriatrics is to 
enhance the quality of life during these years and the number of healthy life years due to the longer life 
expectancy.  

Elderly patients need medical attention more frequently and are likelier to be hospitalised or admitted 
for outpatient surgery. Older people comprise a relatively large percentage of those using the healthcare 
system. About 40% of patients discharged from hospitals are over 66. Along with age, comorbidities, 
and propinquity to death—particularly in the final “12 months” of life—are the primary factors that 
determine healthcare expenses. Therefore, enhancing the well-being of older people is both a 
humanitarian and a financial need [23]. 

Key clinical traits of illness manifestation in older age 

Multimorbidity is the primary characteristic of people over 65. It indicates the co-occurrence of two or 
more chronic illnesses. Eighty-eight per cent have two or more chronic conditions, and 80 per cent have 
at least one [24]. 

Since 1990, there has been a discernible decline in the frequency, generality, mortality, and daily 
taxation of "CVD" in the age worldwide. In particular, the worldwide incidence rate is constantly 
declining, with the fastest decline between 1996 and 2000 (APC = -1.09%). But in recent years, this 
decline's pace has moderated. The incidence rate's APC for 2017–19 was higher than its APC for 
whatever other period from "1990 to 2017" "(2017–19 APC = −0.04)”. The prevalence rate generally 
declined; however, from "2008 to 2015", there was an upward trend "(APC = 0.07%)". Some of the 
worldwide death rates and the daily proportion have significantly decreased since 1990, with the most 
significant drops taking place between "2003 and 2007" (death rate: 'APC = −1.79%; DALY rate: APC 
= −1.95%)' [25]. Compared to younger people, the clinical manifestation of sickness in elderly patients 
is usually more smouldering. Fever and pain are less noticeable, and the onset of symptoms is less severe. 
Another hallmark is the presentation of a disease with little symptoms or asymptomatic illness 
development. While hyperthyroidism may only show up as atrial fibrillation, which may go undetected, 
peptic ulcers may be asymptomatic. These factors make it more challenging to establish a suitable 
diagnosis [26] quickly. Age-related characteristics of cardiovascular diseases include increased 
thickness of the left ventricle, which results from myocyte hypertrophy and progressive myocyte loss; 
increased valve calcification and fibrosis; and a loss of cells in the sinoatrial node [27]. Functional 
changes include sympathetic signalling, contractility, prolonged diastolic relaxation, prolonged systolic 
contraction, maximal heart rate, and end-systolic and end-diastolic volume. 

 These modifications hinder compensatory reactions, which lead to abnormal remodelling and 
dysfunction as the heart ages [28]. 
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Conventional Hazard Cause for Cardiovascular Illness 

Older persons are more likely to have hypertension (HT), particularly isolated systolic HT [29]. The 
prevalence of HT in individuals aged 70 and over is estimated to be 73.6% for men and 77.5% for 
women in high-income nations, 65.6% for men and 74.7% for women in low- and middle-income 
countries. Women [30]. Systolic blood pressure (SBP) is a more accurate outcome indicator in these 
patients than diastolic blood pressure. As elevated DBP, blood pressure (DBP) has further negative 
consequences for prognosis [31–37].  

There is a significant pharmaceutical load because elderly people People with "CVD" typically have 
several illnesses or other long-term problems [38]. 

 Furthermore, addressing elderly patients with "CVD" raises important questions about complex GSs 
and functional decline. Since modern "CVD" management is structured to meet the health requirements 
of senior citizens better, we will offer some recommendations on what to look for when providing care 
for an elderly patient who has "CVD [39]."  

Between 55% and 98% of individuals are estimated to have multimorbidity and chronic conditions. 
People 65 years of age and older who have at least two chronic illnesses are said to be multimorbid 
[40,41]. Ischemic heart disease is one of the most common chronic diseases in people, and 
cardiovascular diseases "(CVDs)" are the most common ailments in patients with many comorbidities 
[42]. Nearly all elderly individuals with "CVD" have multiple comorbidities. Just "70%" of elderly 
patients with coronary heart disease in one study did not have any other chronic illnesses [43]. 
Polypharmacy, which is often described as taking five or more medications, is frequently the result of 
treating many comorbidities. According to the findings, "26.3% and 39.9% of those 65 and older in 
Europe and Israel had polypharmacy, according to the European Survey on Health, Aging, and 
Retirement.[44] Drug-based treatments continue to be the mainstay of CVD care despite tremendous 
advancements in "CVD" prevention. The combination of four drug classes—statins, antiplatelets, β-
blockers, and angiotensin-converting enzyme inhibitors—will lead to polypharmacy if clinical 
guidelines are strictly followed. The most common therapies for elderly patients are cardiovascular 
medications. 

 The most significant rates of prescription drug use are associated with "CVD". In a retrospective 
analysis of older patients with cardiovascular disease admitted to a cardiology department, the 
prevalence of polypharmacy was much higher than the general population (95% and 69% for extreme 
polypharmacy [≥10 medications]). 

 The average number of drugs given to patients at home was 11.6±4.5.15. The interplay of many chronic 
illness methods is one of the primary situations that doctors face; arsenic might impede the delivery of 
integrated treatment by creating competition between them [44]. 

The use of frailty, a unique and complex GS, in general, acute and specialist care is growing. Frailty is 
a new, more precise, and individualised way of thinking about biological age. It is a condition of 
particular concern that may indicate a stage between successful ageing and impairment. In this context, 
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we suggest a more targeted approach to this GS. The accumulation of impairments in multiple 
interdependent systems, a reduction in physiological reserves, and the failure of homeostatic 
mechanisms in response to low-level stress are the hallmarks of frailty, a vulnerable state.[45] 

To put it another way, frailty is a premorbid condition that represents "compromised"[46]. "CVD" 
management recommendations have mainly adopted the concept of frailty. As a result, the European 
Society of Cardiology's "2021" guidelines paid particular attention to frailty situations in people with 
atherosclerotic "CVD," highlighting the growing concern and need for specialised therapies [47]. 
coronary artery disease, or "CAD." Adults 65 and older account for about "80%" of "CAD"-related 
fatalities. 50% of elderly women and 70% to 80% of men have "CAD" [48]. 

Traditional Risk Factors Increased Influence Of “CAD” 

Prior research on risk factors for severe coronary events has included six classic risk factors: ageing, 
diabetes, obesity, smoking, high blood pressure,  
and dyslipidemia. Age "≥65" was considered old age. Obesity was classified as having a "BMI over 25 
kg/m2 "[49]. Throughout a lifetime, the adverse effects of classic risk factors—such as diabetes mellitus, 
obesity, smoking, dyslipidemia, hypertension, and a sedentary lifestyle—accumulate [50]. The 
obstruction Elderly CAD patients have a blockage of the left major coronary artery, a higher prevalence 
of multi-vessel disease, and more severe coronary atherosclerosis than younger persons. Even though 
"60% of those aged 85 or older" have a symptomless presentation or a disease with distinct symptoms, 
A quiet incident can have the same clinical repercussions as a coronary heart attack with concerning 
signs. One potential drawback of silent ischemia is the inability to act quickly to avoid it. Since 
myocardial infarction in older people is associated with a poor prognosis, prevention is crucial. In both 
acute coronary syndromes and chronic coronary artery disease, dyspnea is often the initial symptom 
[51]. 

Tobacco uses and smoking, all things considered, smokers have a 70% higher chance of dying from 
cardiovascular diseases than non-smokers. About four million deaths were recorded in 1999, with 
tobacco usage being the primary cause of these deaths [52]. 

Obesity and dyslipidemia One of the leading independent causes of coronary heart disease is obesity. 
For South Asians, it is believed to be one of the leading causes of death. Approximately 23% of the 
global burden of coronary heart disease is attributable to obesity. Additionally, it is thought that a 
significant risk factor for cardiovascular diseases is a combination of low HDL and high LDL (low-
density lipoprotein) readings. A body mass index, or "BMI," of 30 or over is considered obese. Obesity 
increases the risk of coronary artery disease by aggravating conditions like inflammation, plasma lipids, 
and hypertension, which strain the heart and change its structure and function [52]. 

Diabetes mellitus: In 2000, there were about 177 million cases of diabetes mellitus worldwide; by 2030, 
that number is expected to rise to over 360 million cases. The Epidemiology of Diabetes Interventions 
(CAD) states that patients with aggressive glucose management are less likely to develop cardiovascular 
illnesses. A fasting plasma “glucose” level over “126” milligrams per deciliter is considered diabetes. 
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Insulin sensitivity is compromised in type 2 diabetes mellitus because adipose tissue releases free fatty 
acids (FFAs). Defects in activation are caused by reactive oxygen species produced by free fatty acids. 
Eventually, the "insulin" receptor substrate (IRS-1)" and "phosphatidylinositol-3-kinase and protein 
kinase B (PI3K-Akt)" signaling cause the insulin-responsive "glucose transporter 4 (GLUT-4)" to be 
downregulated. This leads to endothelial dysfunction, elevated arterial thickness, and a deficiency of 
"phosphorylation of endothelial nitric oxide synthase" (eNOS), all of which are potent indicators of 
cardiovascular disease [53]. 

When the heart's cardiac muscles pump blood, the force of the blood on the blood vessel wall increases, 
a condition known as hypertension or high blood pressure. Excessive triglycerides, renal dysfunction, 
obesity, and excessive salt to low potassium levels are the main risk factors for hypertension. A diastolic 
blood pressure of more than 90 mmHg or a systolic blood pressure of more than "140 mmHg" indicates 
arterial hypertension. Because it disrupts two vital pathways—the hyperactivation of the "renin-
angiotensin-aldosterone system (RAAS)" and an increase in vascular tone—hypertension is regarded as 
a substantial risk factor for cardiovascular illnesses [54]. 

Conclusion 
This study found indications of "accelerated ageing" in older adults with "CVD" in our narrative review. 
To effectively serve the needs of this highly vulnerable patient population, our treatment approaches 
should be implemented, considering the significant comorbidity burden among older persons with 
"CVD." Without a doubt, the considerable prevalence of geriatric conditions associated with "CVD" 
underscores the need for a multisystemic, integrated strategy. 

 Our review intends to address the lack of agreement on managing cardiovascular disease in very senior 
people and to stimulate the development of novel approaches to explain the complexity of ageing since 
individual health trajectories in older adults are currently difficult to predict. Given the information 
above, we think that treating elderly patients with "CVD" requires a thorough, targeted approach and 
that geriatric medicine is a valuable extra ally in the doctor's decision-making process. 
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