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Geriatric Syndromes: Clinical, Research, and Policy Implications
of a Core Geriatric Concept

Sharon K. Inouye, MD, .MPH,*" Stephanie Studenski, MD,*$ Mary E. Tinetti, MD, I and
George A. Kuchel, MD'
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Atrial Fibrillation as a Geriatric Syndrome: Why Are Frailty and Disability
Often Confused? A Geriatric Perspective from the New Guidelines
by Crescenzo Testa 12 &© Marco Salvi 12" 2 frene Zucchini 12 2 chiara Cattabiani 1 &,

Francesco Giallauria 3 &' Laura Petraglia 3 &, Dario Leosco 3 &, Fulvio Lauretani 1.2" & and

Marcello Maggio 12 &2
Int. J. Environ. Res. Public Health 2025, 22(2), 179;

HEART FAILURE: A GERIATRIC SYNDROME

Multiple etiology Interacting pathogenesis Common symptoms
Age
Smoking LV diastolic dysfunction
Obesity Lv :ysloﬁc dysfunction
Physical inactiv LV hypertrophy
Hyzsenension ¥ Cardiomyopathy ?:::::‘33 of breath
Hypolension Valvular heart disease Edema
Coronary artery disease Arrhythmias
Diabates mellitus Disease-disease interactions
Atrial fibrillation Disease-drug interactions
Chronic kidney disease
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Heart Farl Clin. 2017 July ; 13(3): 427-444. doi:10.1016/j.hfc.2017.02.002.
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Using illness trajectories to inform person centred, advance care
BMJ 2024

planning
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Wellbeing dimensions in people with rapid decline
(typically progressive cancer)
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Wellbeing dimensions in people with gradual decline
(typically in advanced frailty, dementia, neurological
conditions, or major stroke)
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Original Study

Multimorbidity Patterns and 5-Year Mortality in Institutionalized
Older Adults

Table 1
Characteristics of the Study Population at Baseline in the Whok Sample and by Gender
AllLN =413 Men. n= 1229 Women, n = 2902
Age, v. mean (5D) 84,25 (8.44) 80.57 (8.60) 8581 (7.86)
Men 1229 (29.75) — -
Women 2002 {70.25) — —
sADLH"
Low disability {<4) 2105 (50.96) 707 (57.53) 1398 (48.17)
(=4} 2026 (49.04) 522 (42 47) 15
Dementia 2549 {61.70) 675 [54.92] 1874 (64.58)
Parkinson disease 346 (8.38) 123{10.01) 223 (7.68)
Cerebrovascular disease 940 {22.75) 316(25.71) 624 (21.50)
Ischemic heart disease 1563 (37.84) 473 (38.49) 1090 (37.56)
oen £24 (1905) 324 (25 16) 500 {1723}
| Heart failure 742 {17.96) 215{17.49) 527 (18.16)
Neurotic stress-related disease 1239 (29.99) 286 (23.27) 953 (32.84)
Depression 1288 (31.18) 314 (25.55) 974 (33.56)
Schizophrenia 201 (4.87) 91 (7.40) 110 (3.79)
Cancer 363 (8.79) 143 (11.64) 220 (7.58)
Diabetes 916 {22.17) 317 (25.79) 599 (20.64)
Y 2 130 S (4 4 1 1N 20l
Ll Y LA \J.J‘-' i k"-" ] LA E] \J-U;’
mh_;bﬂlLum 160 (3.87) 550448 105 (3.62) |
Visual impairment 1217 (29.46) 326 (26.53) 891 (30.70)
Heanng impairment 1108 {26.82) 307 (24.98) 801 (27.60)
Hip fracture 228 (5.52) S0 {4.07) 178 (6,13)
Hypertension 692 (16.75) 165(1343) 527 (1B.16)
Osteoarthritis 114 (2.76) 18(1.46) 96 {3.31)
Other MSK discases 231 {559} 69 (5.61) 162 {5.58)
Other neurologx: diseases 100 (242) 29({2.36) 71(245)
Thyroid disease 98 (237) 9(0.73) 89 (3.07)
Skin ulcer 1072 (25.95) 315(25.63) 757 (26.09)
Mean number of discases 3.91(1.93) 3.80(1.94) 3.96 (1.92)

DL Vetrano et al, [ JAMDA 23 (2022) 1289-1395



POLYPHARMACY APPROPRIATENESS IN ITALIAN LONG-TERM CARE FACILITIES: THE NATIONWIDE

PRESCRIPTION DAY POINT SURVEY

Pooled estimate {95%Cl) ICC Missing

Age 84.7 (84.0-85.3) 0.08 0

Sex (Female) 73.7% (71.3%-75.9%) 0.04a 7 3400 patients, in 82 LTCFs
Time In LTCF {at least 1 year) 71.0% (66.8%-74.9%) 0.16 0

Reduced Food Intake 15.4% (12.6%-18.7%) 0.17 720

Hypoacusia or Deafness 12.9% (10.4%-15.7%) 0.19 0

Hypovisus or Blindness 7.5% (7.5%-7.5%) 0.37 0

Number Of ADLs Lost 4.4 (4.3-4.6) 0.10 626

Lost 21 ADL 96.2% (94.6%-97.3%) 0.24 626

84.8% (81.3%-87.7%)

24% (19.8%-28.7%)

Fever on index day 0.7% (0.3%-1.5%) 0.44 0

Dementia
Cerebrovascular disease 27.2% (22.5%-32.3%) 0.24 0
Depression 19.1% (16.4%-22.2%) 0.13 0

Heart Failure

Hypertension 55.5% (51.3%-59.7%) 0.12 0

Chronic Liver Disease 2.6% (1.8%-3.8%]) 0.23 0

Malara A et al, under submission 2025
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Converging Pathways: Exploring the Interplay of Malnutrition,
Sarcopenia, and Frailty in Nursing Home Residents: A Cross-sectional

Study

Sarcopenia +malnutrition = 100
Sarcopenia +frailty =134
Frailty + malnutrition = 103

Sarcopenia +frailty+ malnutrition =98

Yogesh M, 2023



:_EL The Journal of nutrition, health and aging

Voigme I3 [sspe 1, Morch 2015, Poges 251-298

Assessing Frailty in Chinese Nursing Home
Older Adults: A Comparison between the
Frail-NH Scale and Frailty Index

F. Ga ' Mirhul Liu ' B8 Slyuan Tong %, ¥. 1%, S.L. S2anton = 2

Frailty Index

Obesity (BMI)
Hypertension (1=yes, 0=no)
2 28=1,24.0~27.9=0.5

Chronic renal failure (1=yes, 0=no) Constipation (1=yes, 0=no)

Chronic obstructive pulmonary disease
Pressure ulcers (1=yes, 0=no)
(1=yes, 0=no)

- Heart failure (1=yes, 0=no) Anemia (1=yes, 0=no)

Cancer (1=yes, 0=no) Visual impairment (1=yes, 0=no)
Stroke (1=yes, 0=no Hearing impairment (1=yes, 0=no)
Parkinson (1=yes, 0=no) Slow walking speed (1=yes, 0=no)

- Atrial fibrillation (1=yes, 0=no) Falls (1=yes, 0=no)

Unintentional weight loss (1=yes, 0=no)

Difficulties taking a bath or shower (1=yes, 0=no)

Dressing difficulties (1=yes, 0=no)

Difficulties with personal hygiene (1=yes, 0=no)
Gastrointestinal or liver disease (1=yes, 0=no) Difficulties with transfer (1=yes, 0=no)

Eating problems (1=yes, 0=no)

Difficulties with urinary incontinence (1=yes, 0=no)

Dementia (MMSE)
Difficulties with fecal incontinence (1=yes, 0=no)

(< 14=1, 15~23=0.5, 2 24=0)

Malnutrition (MNA-SF) ( <11=1, 2 11=0) Polypharmacy ( = 5) (1=yes, 0=no)



pefn tection among primary
Cognitive impairment or dementia

Severe disability r p at i e nts

Cerebrovascular disease

Soldneplasm -he Primary Care Frailty

COPD, emphysema and chronic bronchitis

Ischemic heart disease ) i Fl )

Heart allare QR i

Chronic kidney disease %% Alberto Zucchelli**®, Graziano Onder**, Laura Fratiglioni'?,
‘Atrial fibnillation aga'?, Alessandra Marengoni'~, Ettore Marconi®, lacopo Cricelli®,
O ., 7, Roberto Bernabei*®, Claudio Cricelli” & Francesco Lapi’™*
Previous hip fracture

Anemia

Partial/total financial support for medical expenses

Oxygen prescription In the last 6 months

Any hospital overnight staying in the last 6 months
Ref Ref 188 Ref Ref

Chronic ulcers of the skin 17(26-28) | 165 (L61-1.70) 759 10(349-459) | 199(1.73-2.30)
Bradycardias and rhythm conduction disorders 6.7(65-69) 2.97 (2.88-3.06) 176.0 9.25(7.91-10.8) |3.28(2.77-3.87)
Other neurological diseases* 14.0(135-145) [ 505 (4.88-5.23) 2540 135(11.0-16.7) |4.41(3.54-5.49)
Constipation Table 5. Hazard ratios (HR) and 95% confidence intervals (95%CI) for mortality by frailty categories in HSD

and SNAC-K, over all the available follow-up. HSD Health Search Database, SNAC-K Swedish National Study
Prescription of LMWH In the last 6 months oA gl muad Gt s Kiisgebishinis
Peripheral vascular diseases
Nutritional problems
Diabetes
Schizophrenia and other delustonal diseases Scientific Reports|  (2023)13:3543 |

Edema
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Clinical Frailty Scale™

7 Severely Frail - Completely dependent for

| Very Fit — People who are robust, active, energetic personal care, from whatever cause {physical or
and motivated. These people commonly exercise cognitive), Even so, they seem stable and not at
regularly. They are among the fittest for their age. high nisk of dying (within ~ & months).

2 Well - People who have no active disease 8 Very Severely Frail - Completely dependent,

symptoms but are less ﬁt than category I. Often, they approaching the end of life. Typically, they could
exercise or are very active occasionally, e.g seasonally

not recover even from a minor illness.
3 Managing Well - People whose medical problems h

are well controlled, but are not regularly active

wr =9 < -

beyond routine walking, 9. Terminally lll - Approaching the end of life. This
category applies to people with a life expectancy
4 Vulnerable —\While not dependent on others for /7€ <6 months, who are not otherwise evidently frail

daily help, often symptoms limit activities. A common
complaint 1s being “slowed up”, and/or being tired
during the day.

-

-

5 Mildly Frail - These peaple often have more
evident slowing, and need help n high order IADLs
(finances, transportation, heavy housework, medica-
tions). Typically, mild frailty progressively impairs
shopping and walking outside alone, meal preparation
and housework.

>

6 Moderately Frail - Feople need help with all

: S rith : s : * | Caradan Sty on Hasth & Apng Hevsed JO0E
outside activities and with keeping house Insids, they TP TR A
i ! . 2 2. X Rodowood ot al A global cinical measure of fitness and
often have problems with stairs and need help with Faitty i eiderly pocole TMA] 2004 | 734859435
bathing and might need minimal assistance (cung,
8 R g. ' ' 5 Q0 20072000 Verson § AN nghts ressned. T Medone mu“ouslg
standby) with dressing Resnarch Dathousie Uriiversity Haline Caracis, Perymission granted UNIVERSITY

2 oopy for roewth e ek cstong ey oy Isagering Mimd



Clinical Frailty Scale

Acute Frailty Network
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The FRAIL-NH scale

- Level ]

ltem

0 1 2
Energy Good/excellent Fair Poor
Needs help in

Moves in and out of bed
or chair unassisted.
Mechanical transfer aids
are acceptable

Needs help moving from  moving from bed to

bed to chair or requires  chair or requires

complete transfer complete transfer
and Katz score <3

Transferring

Able to get out of bed or
chair but does not go out

Bed or chair bound * Nonfrail (0-1 pOints)
Partial or total bowel ® Frail (2-5 pOintS)

Partial or total bowel or or bladder

Continence self-control over bladder incontinence incontinence and ° M OSt frai I (6 pOi ntS)

urination and defecation
Katz score <3

Mobility Goes out

Exercises complete

Weight loss
No weight loss 1-3 kg or does not know > 3kg

last 3 months
Gets food from plate into Needs partial or total
mouth without help. Needs partial or total help with feeding or

Feeding Preparation of food may help with feeding or requires parental
be done by another requires parental feeding feeding and Katz
person score <3

Gets clothes from
closets and drawers and
puts on clothes and

Needs help with
Needs help with dressing dressing self or
self or needs to be needs to be

Ol.Jter garments complete completely dressed completely dressed
with fasteners. May have
and Katz score <3

help with tying shoes Kaehr E J Am Med Dir Assoc. 2015




Frailty in Nursing Homes—A Prospective Study Comparing the
FRAIL-NH and the Clinical Frailty Scale

Franz J. Grosshauser MD **, Daniel Schoene PhD "¢, Eva Kiesswetter PhD ¢,
Cornel C. Sieber MD *“, Dorothee Volkert PhD

80.0%

| 7%
70.0/0"‘ 662/0

«FRAIL-NH
26.4% 26 8% «CFS

6.9%
2.5°/h|

Most frail Severly frail  Frail  Mild- Non frail
moderate
frailty

JAMDA 23 (2022) 1717.e1-1717.e8



Table 1
Residents' Characteristics in the Total Sample and Stratified by Frailty Status According to the FRAIL-NH Scale and the Clinical Frailty Scale (CFS)

Total FRAIL-NH CFS
= 286) Nonfrail Frail Most Frail (=6 Points) P Value Not Frail Mild to Moderately Frail Severely Frail P Value
(0O or 1 Point) (2-5Points) (n=175) (1-4 Points) (5 or 6 Points) (=7 Points)
(n=6) (n = 65) (n=17) (n = 66) (n=163)
Female sex, n (%) 165 (67.1) 4 (66.7) 44 (67.7) 117 (66.9) >.99 11 (64.7) 46 (69.7) 108 (66.3) 862
Age, years, mean (SD) 83.6(83) 75.3(6.0) 829 (7.2) 84.2 (8.6) 025 81.7(54) 82.9(7.6) 84.2 (8.8) 331
Barthel Index, points”, 10(0-35) 92.5(84-96) 55(37.5-70) 5(0-10) <.001 75 (60-90) 50 (30-65) 5(0-10) <.001
median (IQR)
Number of drugs, 6.9(3.1) 3.67(34) 6.74 (2.9) 7.11(3.1) .023 7.4 (3.7) 7.3 (32) 6.7 (3.0) 402
G020 QR
Dementia, n (%)
Severe 113 (45.9) 0(0.0) 6(9.2) 107 (61.2) <.001 0(0.0) 0(0.0) 113 (69.3) <.00
Mild 100 (40.7) 3 (50.0) 46 (70.8) 51(29.1) 0(0.0) 62 (93.9) 38 (23.3)
No 33 (13.3) 3 (50.0) 13 (20.0) 17 (9.7) 17 (100.0) 4(6.1) 12(7.4)
T S O T
Severe 60 (24.4) 0(0.0) 2(3.1) 58 (33.1) <.001 0(0.0) 1(1.5) 59 (36.2) <.001
Mild 91 (37.0) 3 (50.0) 33 (50.8) 55(31.4) 11 (64.7) 38 (57.6) 42 (25.8)
No 95 (38.6) 3 (50.0) 30 (46.1) 62 (35.5) 6(35.3) 27 (49) 62 (38.0)
Urinary incontinence, n (%)
Yes 171 (69.5) 0(0.0) 10(15.4) 161 (92.0) <.001 2(11.8) 15(22.7) 154 (94.5) <.001
Temporarily 52 (21.1) 0(0.0) 39 (60.0) 13 (7.4) 8(47.1) 35 (53.0) 9(5.5)
—hi e e e et el &
Mobility, n (%)
Bed-/chairbound 113 (45.9) 0(0.0) 0(0.0) 113 (64.6) <.001 0(0.0) 0(0.0) 113 (69.3) <.001
Moving around 121 (49.2) 3 (50.0) 56 (86.2) 62 (34.5) 11 (64.7) 60 (90.9) 50 (30.7)
Going out of ward 12 (4.9) 3 (50.0) 9(13.8) 0(0.0) 6 (35.3) 6(9.1) 0(0.0)
MNA-SF status, n (%)
Malnourished (score 0-7) 62 (25.2) 0(0.0) 4(6.2) 58 (33.1) <.001 0(0.0) 6(9.1) 56 (34.4) <.001
At risk (score 8-11) 150 (61.0) 2 (33.3) 40 (61.5) 108 (61.7) 8(47.1) 42 (63.6) 100 (61.3)
Normal (score 12-14) 34 (13.8) 4 (66.7) 21 (32.3) 9(5.2) 9(52.9) 18 (27.3) 7 (4.3)

-BMI, body mass index; IQE-{, interquartile range; MNA—SI-’, Mini Nutritional Assessment-Short Form.
The following statistical tests were performed: 2 test for categorical variables; analysis of variance for normally distributed continuous variables; Kruskal-Wallis test for

nonnormally distributed continuous variables.
*Basic activities of daily living, scored as 0 (completely dependent) to 100 (completely independent).

JAMDA 23 (2022) 1717.e1-1717.e8



Table 3
Adverse Health Events During 12-Month Follow-Up in the Total Sample and Stratified by the Frailty Status According to the FRAIL-NH Scale and the Clinical Frailty Scale (CFS)

Total (n = 246) Frail-NH CFS
Nonfrail Frail Most Frail Not Frail Mild to Moderately Frail Severely Frail
(0 or 1 Point) (2-5 Points) (=6 Points) (1-4 Points) (5 or 6 Points) (=7 Points)
(o _G) (g _ £5) (n _175) (n_17) (o £6) (n_ 163
I Mortality, n (%) 79 (32.1) 0(0.0) 13 (20.0) 66 (37.7) 2(11.8) 12 (18.2) 65 (39.9) |
~ Hospital admissions, n 191 1 5% 157 ) 39 147
Days in hospital, n 850 4 142 704 17 177 656
No admission, n (%) 132 (53.7) 5(83.3) 42 (64.6) 85 (48.6) 14 (82.4) 39(59.1) 79 (48.5)
1 admission, n (%) 50 (20.3) 1(16.7) 14 (21.5) 35 (20.0) 2(11.8) 15(22.7) 33 (20.2)
>2 admissions, n (%) 64 (26.0) 0 (0.0) 9(13.9) 55 (31.4) 1(5.9) 12 (18.2) 51 (31.3)
Falls', n 158 4 68 86 11 78 69
Mobile residents, n 133 6 65 62 17 66 50
Nonfaller, n (%) 51 (38.4) 3 (50.0) 24 (36.9) 24 (38.7) 10 (58.8) 19 (28.8) 22 (44.0)
Single faller, n (%) 30 (22.6) 2(33.3) 21 (32.3) 7(11.3) 4(23.5) 22 (33.3) 4 (8.0)
Recurrent faller, n (%) 52 (39.1) 1(16.7) 20 (30.8) 31 (50.0) 3(17.6) 25(37.9) 24 (48.0)

*Refers only to mobile residents.

JAMDA 23 (2022) 1717.e1-1717.e8



Quali trattamenti in relazione al grado di

frapility?

y

Prefrality End-Stage Frailty

Frailty Score Fried frailty ph Fried frailty phenotype. ied frailty phenotype, Fried fraifty phenotype,
1 ar 2 points 3 or 4 paints S points
Deficit-accurnulation frailty Deflcit-accurnulation frailty Deficit-accumulation frailty Deficit-accumulation frailty
index of <0.10 index of 0,10 to <0,20 index of 0.20 to <0.55 index of =0.55
Scora on Clinical Frailty Scale,  Score on Clinical Frailty Scale, Score on Clinical Frailty Scale, Score on Clinical Fraifty Scale.
1-3 4 5-7 Lord

Goal increase physiclogical reserve  Increase physiological reserve Presarve physiological reserve Prowvide comfort
and prevent avoidable stressors

Lifestyle Exercise and physical activity Exercise and physical activity Less intense exercise may be Physical activity as tolerated
High-quality diet High-quality diet (protein intake)  better tolerated Diet as tolerated
Sooal engagement Social engagement High-quality diet (protein intake) Socizl engagement as

i ek -~

Disease Apply disease-based guiddines  Apply disease-based guidelines  Consider trade-off between dis-  Desscalate treatments

Management ease and treatrment burden
Preventive Vacanation Vacaonation Vacanation Vaccination
Care Cancer screening Cancer screening Individualize cancer scraening Stop cancer screening
(time to benefit vs. remaining
life expectancy)
Interventions Troat roversible causes of frailty  Treat reversibla causes of frailty  Comprehensave medication
for Frailty Exercise and physical activity Rehabilitation (PT and OT) roview
Nutritional counseling and Nutritiona! counseling and
supplementation supplermentation
CGA and multidisciplinary CCA and multidisciplinary
intarvantion intervention
Comprehensive medication Comprehensive madication
review review
Patient Patient-centered goal Patient-cemered goal Patlent-centered goal Patient-centered goal
Engagement
Social Socal support (family and Social support {family and Social support (family and Social support (family and
Support  caregiver) caregiver caregiver) caregiver)

N Engl ] Med 2024;391:538-48.
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@ rEuroSpog A E;:T:;izc;:g:;r;;‘elj:i;;::::;“‘4 2023 ACC/AHA/ACCP/HRS GUldehne fOI’ the

of Cardology Diagnosis and Management of Atrial Fibrillation:

2024 ESC Guidelines for the management A Report of the American College of Cardiology/
American Heart Association Joint Committee on

of atrial fibrillation develc?pe.d in collaboration Clinical Bractice Guildalines
with the European Association
for Cardio-Thoracic Surgery (EACTS) Circulation. 2024;149:e1-e156. DOI: 10.1161/CIR.0000000000001 193

9.13. AF-CARE in older, multimorbid, or ACC/AHA/ACCP/HRS 77727

frail patients



@ E SC European Heart journal (2024) 45, 3314-3414

European Soclety heps.//doiong/10.1093/eurheart|ichael 76
of Cardiology

2024 ESC Guidelines for the management
of atrial fibrillation developed in collaboration 9.13. AF-CARE in older, multimorbid, or

with the European Association frail patients
for Cardio-Thoracic Surgery (EACTYS)

 Multimorbidity is the coexistence of two or more medically diagnosed diseases in the same
individual.

* Frailty is defined as a person more vulnerable and less able to respond to a stressor or acute
event, increasing the risk of adverse outcomes.

 The prevalence of frailty in AF varies due to different methods of assessment from 4.4% to 75.4%,
and AF prevalence in the frail population ranges from 48.2% to 75.4%

o Atrial fibrillation in frail patients is associated with less use of OAC and lower rates of management
with a rhythm control strategy

* Oral anticoagulation initiation in older, frail multimorbid AF patients has improved since the
introduction of DOACSs, but is still lower in AF patients at older age (OR, 0.98 per year; 95% Cl,
0.98-0.98), with dementia (OR, 0.57; 95% CI, 0.55-0.58), or frailty (OR, 0.74; 95% CI, 0.72-0.76).
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2023 Focused Update of the 2021 ESC
Guidelines for the diagnosis and treatment
of acute and chronic heart failure

AHA/ACC/HFSA CLINICAL PRACTICE GUIDELINE

2022 AHA/ACC/HFSA Guideline for the
Management of Heart Failure: A Report of the
American College of Cardiology/American Heart
Association Joint Committee on Clinical Practice
Guidelines

13.4 Frailty, cachexia, sarcopenia

16 Gaps in evidence

(9) Non-CV comorbidities

i. RCTs addressing cachexia and/or sarcopenia and/or frailty
and showing the impact of treatment on QOL and/or
outcome

Frailty



AHA/ACC/HFSA CLINICAL PRACTICE GUIDELINE
2022 AHA/ACC/HFSA Guideline for the

Management of Heart Failure: A Report of the

Table 33. Evidence Gaps and Future Research Directions

American College of Cardiology/American Heart
Association Joint Committee on Clinical Practice Efiacyanitafaly of suiional andt foocl suppiseosotasion i paliants sl LI seit S and malacriion.

Guidelines Frallty

Table 11. Potential Barriers to Effective HF Self-Care and Example Interventions

Cardmac rehabilitation
Registered dietitian nutntionist evaluation for malnutnition

Frailty™ Fried fililly phenotype

7.4.1. ICDs and CRTs
Recommendabons for ICDs and CRTs 1 3. GOALS OF CARE

Refersnced studies that support the recommendations are

summarized in the | 13.1. Palliative and Supportive Care, Shared
OE | Recommandatiorss Decision-Making, and End-of-Life

Recommendabons for Palliative and Supportive Care, Shared Decision

16, For patients whoes comorbicites or Il Making, and End-of-Life
levit survival with gocd functional capecity 1o Referonced studies that support the recommendations are summa
<1 yoar, ICD and cardiac resyncheonzation rized in he
thecapy with defibeilation (CRT-D) are not indr -
cated 121 '

3. For patients with HF~particularly stage D
HF patierits being evaluated for advanced
therapies, patients requiring inotropio support
or temporary mechanical support, patients
caperiancng uncontrolled symptoms, major
medical decisons, or multimertidity, [l end
cognitve mpakment-specialist paative cane
consultation can be useful to improve QOL
and relieve suffering.s*
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Frailty and atrial fibrillation: A systematic review

Emanuele R. Villani®*, Anita M. Tummolo®, Katie Palmer’, Ester Manes Gravina®,
Davide L. Vetrano™“, Roberto Bernabei”, Graziano Onder”, Nicola Acampora®

 The prevalence of frailty in AF patients ranged from 4.4%—-75.4%
 AF prevalence in the frail population ranged from 48.2%—-75.4%.

European Journal of Internal Medicine 56 (2018) 33-38



Trends in Anticoagulant Use at Nursing Home Admission and Variation
by Frailty and Chronic Kidney Disease Among Older Adults with Atrial
Fibrillation

Michael A. Campitelli’ - Susan E. Bronskill?*#. Anjie Huang' - Laura C. Maclagan' - Clare L. Atzema'?7% .

David B. Hogan® - Kate L. Lapane’ - Daniel A. Harris'® - Colleen J. Maxwell'#%%

Table 1 Resident charecteristics among those treatedinot treated with anticoagulants at NH admission among Ontarians with atrial Gbrillation
(Apnil 201 I-March 2018; N = 36,4606)

AN (column %) receaving Std duff
anticoagulands {n = 18,51

50.8%]

N (column %) X receiving
anticoagulants [n = 17 952
49.2%]

Characernstic

Age group, years

=75 1547 (8 4) 1515 (8.5) 0o
T6-85 060 138.1) 5990 (33.4) 010
R+ 9007 (S3.5) 10,444 (58.2) IRV
Sex
Femalke 11395 (61.5) 10,832 (60.3) 042
Mile 7119 (38.5) 7120 (39.7) 0.2
Frailty category
Not frail (< 20% of deficits) 3057 (16.5) 2656 (14.7) 008
Pre-frail (20=30% of deficits) 6690 (36.1) 6295 (35.1) 0o
Frail (> 30% of deneats) 8767 (47.4) 9011 (50.2) 006
Intact or borderline intac! 6OS132.7) 4959 (27.6) 0l
Mild impairmen 4639 (25.1) 4533¢25.3) 040
Moderase impairrment 6753 (36,5) TI58(39.9) 007
Severe impairment 1071 1(5.8) 1302 (7.3 0.06

Drugs & Aging (2021) 38:611-623



Andamento terapia anticoagulante e fragilita
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Drugs & Aging (2021) 38:611-623



Schematic treatment of heart failure

Heart
failure
with
reduced
ejection
fraction

B blocker

ARNI

MRA

SGLTZi

Additional treatment

NYHA class Hydralazine
/IVinBlack — andisosorbide —
patient nitrate
EF=35% —» ICD —
Advanced HF
LBBB2150 ms HEER R L
and CRT —1— Consdey i
EF <35% specialist referral
1/ " I . \|
Severe mitral 2 Mitral vaive N Sir:venf)us s e
regurgitation TEER T : A class HI.B-IV'or pers'zstently
elevated natriuretic peptides
E: End organ dysfunction
: E: EF =35%
Cardiac
EF<35% BE S D: Defibrillator shocks
H: Hospital admissions >1
§ E: Edema despite escalating diuretics
Other therapies: L: Systolic BP <90, high heart rate
intravenous iron, ivabradine,

P: Prognostic medication -
progressive intolerance or
downtitration

PA pressure monitoring,
palliative care referral, vericiguat

thebmj | BMJ 2024;385:077025 | doi: 10.1136/bmj-2023-077025



Appropriate management of heart failure in older people with frailty

Guideline directed medical therapy for heart failure for older people with frailty may do more harm
than good, say Henry Woodford and colleagues

Henry John Woodford, ' Dan McKenzie,  Lucy Mary Pollock’

Key messages

®* Guidelines recommend treatmentwith a combination of medications
for people with heart failure

ALY PG A 1T ST UL T I3 Un

Cite this as: BM 2024,387-2078188
repdonorg 12 T13G6bm 2023.078188
Published: 26 November 2024
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2024 EUROPEAN SOCIETY OF HYPERTENSION CLINICAL PRACTICE
GUIDELINES

1. If office SBP 2160 mmHg
2. Consider also In most caces if

Treatment

initiation

Tanget 6P

Strategy

office SEP 5 between 140 and
159 mmHg.

3_Office SBF In the range of 140 to
150 mmHE.

4 A range of 130-139 mmHg may be
considered if well tolerated

S.Be cautious if DBP is already below
J0mmMg

6. Consider starting with
monatherapy

Seo Table 5 How 10 Aok

Slowed but autonomous
for most activities”

1. 1f office SBP 2160 mmHg.

2. Consider talso In most cases If
office SBP 15 between 140 and
159 mmHg

3-5 from Fit apply also.

6. Consider starting with
monotherapy

. Upttrate cautiousiy.

B. Reduce treatment if SAP is very low

{<120 mmHg] or in patients with

orthostatic hypotension

Consider a detalled assessment of

functional status with the tools

below or equivalent;:

« Mobility (Short Physical
Performance Ballery)

o Muscular force (Handgrip)

* Depression (Minl Gerlatric
Depression Scale)

-l

e

« Nutrition [Mini Nutritional
Assessmant Short Form)

v

Severely Dependent i
1
Lo W

[

According 10 comorbidinies and
polypharmacy.

2. Consider treatment if office
SBP 2160 mmMg

3. Office SBP in the range of
1480 to 190 mmHg

4, Start treatment cautiously,

S Reduce treatment if SBP is yery
low [<120 mmHMHg) or in patients
with orthastatic rypotension

6. Correct other factors and
medications lowering BP.

Flg. 9. Recoamuendead strategy in odder persone according to their functional capacitice/sutonoiry status,

O ESH 2004

Table 5

Assessment of functional capacities/mtonomy satus in hypestensive patients

obder than 80 vear

Group ) Group 3 Growp 3
Characteristics 113 Slowed s Severely
AutoOmous for depeodent
O Activibies
Dagnosis ADL (Ramz) =5 Profile Setween ADL (Kat)
and Geveapos 1 exd 3 2
ateence of dinkcally ar
sguficas! deriniin v
[MMSE 201 dementia
and (MMSE
stz walkizyg 10)
Fctivinkes ar
chronk
bedridden
lﬂ
end of lfe
Eurapean Joumnal of Intemal Medicine 126 (2024) 1-15
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Recommendation Table 23 — Recommendations for

managing hypertension in patients who are very old or
frail (see Evidence Table 41)

.......
'''''

It is recommended that treatment of elevated BP and

hypertension among older patients aged <85 years
who are not moderately to severely frail follows the

same guidelines as for younger people, provided
BP-lowering treatment is well tolerated.'?" %3524

= S
Y/ J 3 e |
RS, SO e e

It is recommended to maintain BP-lowering drug
treatment felong, even beyond the age of 85 years, if
well tolerated *** %%

Because the benefit in reducing CVD outcomes is
urcertain in thete settings, and noting that close
monitoring of treatment tolerance is advised,
BP-lowering treatment should only be considered
from 2140/%0 mmMg amang persons meeting the
following criteria pre-treatment symptomatic
orthostatic hypotension, age 285 years, clinically
significant moderate-to-severe frailty, and/or imited
predicted lfespan (<3 years).'*"#345345%

As the safety and efficacy of BP treatment is less
certain in individuals with moderate or severe frailty,

When Initiating BP-lowering treatment for patients
aged =85 years, andior with moderate-to-severe
frailty (atany age), long-acting dihydropyridine CCBs
or RAS inhibitors should be considered, followed
necessary by low-dose diuretic if tolerated, but

preferably not a beta-blocker (unless compeling
indications exist) or an alpha-blocker.”"’

© ESC 2004



Frailism: a scoping review exploring discrimination against
people living with frailty
Philip Braude, Emma Grace Lewis, Steve Broach KC, Edward Carlton, Sarah Rudd, Jean Palmer, Richard Walker, Ben Carter, Jonathan Benger

Lancet Healthy Longev 2025;
6: 100651




Conclusioni

Sindromi geriatriche (modelli ed interazioni con le
patologie cardiologiche)

La necessita di definire le traiettorie di salute

Il possibile ruolo della fragilita (modelli e valutazioni)
Il riferimento alle linee guida cardiovascolari
Ricordarsi “ageism” e “frailism”

Necessita di sviluppare percorsi condivisi per le
sindromi cardiogeriatriche



Frailty trajectory over one year

among residential aged care
(nursing home) residents

Renly Lim*, Thu-Lan Kelly, Andre Q. Andrade,
Lisa M. Kalisch Ellett, Rebecca Bilton, Gereltuya Dorj,
Nicole L. Pratt and Elizabeth E. Roughead

9.7% 16.1%
15.7%
59.7% 23.4%
47.2%
46.4%
40.3%
27.4%
14.1%
Baseline 6 months 12 months
FIGURE]
Proportion ©f partcipants who were non-frail, pre-frail, trail, or died ovee the 12-month study penod

Death
Frail
Pre-frail

Non-frail

Front. Med. 9:1010444.
doi: 10.3389/fmed.2022.1010444
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13.4 Frailty, cachexia, sarcopenia
2021 ESC Guidelines for the diagnosis and
treatment of acute and chronic heart failure

The assessment of frailty in patients with HF is crucial as it is associated with both
unfavourable outcomes and reduced access to, and tolerance of, treatments.

Cachexia is a generalized wasting process that may coexist with frailty and may occur in
5-15% of patients with HF, especially those with HFrEF and more advanced disease status

Sarcopenia can be found in 20-50% of patients with HFrEF and is often associated with frailty
and increased morbidity and mortality.

16 Gaps in evidence

(9) Non-CV comorbidities

i. RCTs addressing cachexia and/or sarcopenia and/or frailty
and showing the impact of treatment on QOL and/or
outcome



Andamento terapia anticoagulante
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