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AgeingAgeing -- definidefini tiontion

InevitableInevitablephysiologicalphysiologicalprocessprocess, , whichwhich isis

thethe lastlast ontogeneticontogeneticperiodperiodofof lifelife . . 

OverOver75 y. 75 y. breakbreakpoint point ofof ontogenesisontogenesis..
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Old Age and Illness

�Accordingto risingage the spectra of
morbidity is changing

�↑ risk of chronical anddegenerative
illnesses anddeath

�An old organismadapts badlyto varying
conditions of internal andexternal
environment



44

EuropeanEuropean PopulationPopulation –– AgeAge
StructureStructure (Baltes: Gerontology 2003;49:123)
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PopulaPopula tiontion ofof thethe CzechCzech
RepublicRepublic 1950 1950 –– 2008 2008 -- 20602060
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CRCR -- 2008 2008 aandnd prognprogn osisosis 2060 2060 
(ČSÚ ročenka)

2008

� ≥≥≥≥ 65 y.– 14,6%

� ≥≥≥≥ 80 y.– 3,4%

� ≥≥≥≥ 85 y.– 1,2%

� LE: ♂♂ 73,5 y. 

♀♀ 79,7 y. 

2060

� ≥≥≥≥ 65 y.– 33%

� ≥≥≥≥ 80 y.– 14% 

� ≥≥≥≥ 85 y.– 7,5%

� LE: ♂♂ 85,5 y.    

♀♀ 90,1 y.  
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AgeAge CategoriesCategories –– NewNew DivisionDivision

• 65 – 74 y. „young seniors“

• 75 – 84 y. „old seniors“ ↓ adaptability

↑ vulnerability

• 85 +y. „oldest old“ ↑ frailty

↑ dependance
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FunctionalFunctional CategorizationCategorization

1. Fit seniors

2. Independent– fail only due to stress (illness, 

injury, surgery etc.) 

3. Frail – risk even in normal conditions (falls,

cognition, mobility, etc.)

4. Bedridden– immobile

Weber P. et al.: Adv. Gerontol., 21, 2008, No 1, pp. 143-147. 
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WhoWho isis a a geriatricgeriatric patientpatient ??

� Biologically older patient

� Multi - morbid

� Disabledwith functional limitations

� Need- specific geriatric mode

Weber P.:  Vnitř. Lék,  51, 2005, č.2, s.123-130.
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DifficultiesDifficulties ofof modernmodern medicinemedicine
in in thethe care care ofof seniorsseniors

� Atomizationof medicine

� Absence of holistic approach

� Multi-morbidity – seeminglydoesńt 

belonganywhere

� ↑ socializationof healthproblems
Weber P., Svačinová J.: Chapter X, s. 187- 209. In: Reece, Steve M.;  
NOVA Publisher, New York USA, 2005, 233s.  ISBN: 1-59454-238-4
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TheThe MainMain AimAim ofof GeriatricsGeriatrics

1. To preserve the healthof seniors

2. To live a high-quality andindependent life

as longas possible

3. Sustainingandprotectionof self-sufficiency

4. To minimize the period withsy of FTT 

Weber P.: Vnitřní Lékařství. 47, 2001, č.2, s. 106-110. 
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WhatWhat isis frailtyfrailty ??
� Medical syndrome ⇔⇔⇔⇔ sarcopenia

� Neither multimorbidity nor disability

� Multidimensional phenomenon

� Prognostic negative factor

� ≥≥≥≥ 65y. ≅≅≅≅ 7%; ≥≥≥≥ 85y. ≅≅≅≅ 25% 

Handicapping at least in 2 of 4 areas: somatic, 

cognitive, nutritional, social.
Weber P., et al.: Čas. Lék. Čes., 143, 2004, č. 8, s. 547-551.
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DDiisregulasregula tiontion HPA HPA axisaxis
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IllnessesIllnesses andand AgeAge vs. vs. frailtyfrailty

↓↓↓↓ Muscle strenght

SarcopeniaFalls

↓↓↓↓ Physical activity

Frailty

THYREOPAT.

CVD

TUMORS DM

OSTEOPOR.

SENSORY
ORGANS

DEMENTIA
DEPRESSION

MULTI-
MORBIDITY

Disability
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FrailtyFrailty charachara ccteristterist icsics

� ↓ physical, mental and social capacities

� ↑ rise or deterioration of disability

� ↑ multimorbidity

� ↑ adverse effect of the drugs (AED)

� ↑ social izolation

� ↑ risk of institutionalization

� ↑ risk of death (>80 y. one of the main)

Weber P., P. Crome: Ageing & Health. 13, 2005, s. 50- 53.
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Adaptability

AGE ILLNESS

Frailty

CLINICALLY EVALUABLE
deterioration

FUNCTIONAL DECREASE - FD

SOCIAL

ENVIR .

cognition nutrition
Physical capacity

(disability)
GERIATRIC SYNDROMS

(disability)
GERIATRIC SYNDROMS

FTT - DEVELOPMENTFTT - DEVELOPMENT

FrailtyFrailty –– relationsrelations to FD, FTTto FD, FTT
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ROBUSTNESSROBUSTNESS

FRAILTYFRAILTY

TRANSITIONTRANSITION

•• << 8080y.y.
•• sightsight
•• ccogniognitiontion
•• regularregular exerciseexercise

•• >> 8080y.y.
•• standingstanding
andand walkwalk
disordersdisorders

•• depredepressionssion
•• ssedativedativeses

•• sightsight disordersdisorders
•• weaknessweaknessLELE

ZD: <2F a >3Z FR: >4F a <1ZREVERREVERSISIBILITBILIT YY??

TransitionTransition to to ffrailtyrailty (Tinetti, Wolf)
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GGeriatriceriatric giantsgiants

1. Instability

2. Immobility

3. Incontinence

4. Intellectual disorders

5. Iatrogenia ?  

Weber P.: Postgraduální medicína, 6, 2004, č. 3, příloha, s. 13-17.
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CharaChara ccteristiteristi cscs sy 5sy 5 II

� Multicausality

� Chronical process

� Decline of independence

� Impossibilityof ordinarytreatment

Weber P.: Euro J Ger, 4, 2002, č. 4, s. 167- 172.
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InstabilitInstabilit yy

Closely relatedto such symptoms as:

balance, standing, walk, vertigoandtheir

consequences– falls.
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MMobilityobility DisordersDisorders

�� OverOver65 65 yrsyrs.. 15 15 toto 20 % 20 % personspersons–– slowslow andand
difficultdifficult walkwalk

�� OverOver75 75 yrsyrs.. 40 % 40 % walkwalk: : lesslessthanthan1 1 milemile
1/3 1/3 difficultiesdifficulties withwith walkingwalking thethe

stairsstairs

15 15 -- 20 % 20 % needneedstickstick oror
assistanceassistance

5 % 5 % confinedconfinedto to bedbed
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FallsFalls -- charachara cteristicscteristics

�� 6565++ y.y.-- 25 25 -- 35 % 35 % personspersonsonceoncea a yearyearatat homehome
�� 1/31/3 ofof themthem: : repeatedrepeatedfallsfalls
�� ↑↑ withwith ageage, max, maximumimum inin 77thth –– 88thth dedecadecade
�� WithWith risk risk factorsfactors50%50%
�� OnlyOnly 1/4 1/4 ofof fallsfalls are are registeredregisteredby by paramedicsparamedics
�� ElderlyElderlypeoplepeopledondoń́ t t mentionmentionthemthem–– fallsfalls

remindremindthemthemofof theirtheir helplessnesshelplessness
�� WomenWomen: more : more frequentlyfrequently((↓↓ musclesmuscles, , ↑↑ homehome

activityactivity))
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FallsFalls -- reasonsreasons

1.1. MechanicMechanicfallsfalls ((externalexternalreasonsreasons) ) -- 25 25 -- 30% 30% 

�� slippingslipping, , trippingtripping, , etcetc..

2.2. SymptomaticSymptomaticfallsfalls ((internalinternalreasonsreasons)) 7070--75%  75%  --
somaticsomaticillnessillnessconsequenceconsequence

�� NeurologicalNeurological, , cardiovascularcardiovascularandand
psychiatricpsychiatricillnessesillnesses; ; musculoskeletalmusculoskeletal
systemsystemdisordersdisorders, , sightsightandandhearinghearing; ; drugsdrugs, , 
alcoholalcohol
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IImmmmobilityobility SyndromSyndrom

�Long-term or permanent confinement to bed

(contingentlywheelchair) consequences.

�Main symptoms: decubitus, muscular

atrophy, decondition, walkingstereotype 

disruption, dehydration, etc. 
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UrinaryUrinary inin ccontinenceontinence –– introintro duct.duct.

Def.: inability to control the flowof urine and
involuntary provable urination, which causes
hygienical and social problems to the involved

Prevalence� over 60 yrs. - 15 - 30% persons
� in very old - > 40%

Consequences� life interference

� mental deprivation

� incontinence tools costs
TheThe StandardisationStandardisation ofof TerminologyTerminology ofof LowerLower
UrinaryUrinary TractTract FunctionFunction, I.C.S. 2002), I.C.S. 2002)
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IncontinenceIncontinence OccurrenceOccurrence
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SpecifiSpecifi cscs ofof IncontinenceIncontinence inin thethe
ElderlyElderly

� The oldest old is ashamed of talking about

incontinence, more than 1/2 persons conceal it

� The physician has to ask the patient actively
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DemenDemen tiatia -- charachara ccteristeris titi cscs

The most common diagnosis in the elderly

� heterogeneous group of illnesses with the global

intellect disorder

� deterioration of some cognitive functions (memory, 

talk, thought, orientation, discretion)

� personality changes, affectivity, behaviour disorders
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DementiaDementia ClassificationClassification
((basedbased on on etiologetiolog y)y)

��PrimPrimarilyarily degenerativdegenerativee demendementiatia 5050--70%70%
AlzheimeAlzheimerr senilsenilee aandnd presenilpresenilee –– 5050--60%;60%;
othersothers ((m. m. ParkinsonParkinson, , etcetc.) .) –– 55--10%10%

��VasVascculularar demendementiatia 1515--30%30%

��MixedMixed demendementiatia 1010--20%20%

��LewyLewy body dementiabody dementia 1010--20%20%

��FrontotemporFrontotemporalal demdem.    .    33--5%5%

��SeSecondarycondary demendementiatia 33--5%5%
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Delirium Delirium -- charachara ccteristterist icsics
DefDef.: .: UnspecifiedUnspecifiedreactionreaction ofof thethe brainbrain on on variousvarious

noxnoxasas

Alterations of the mental state– acute and temporary

connected with inability to identify and react to 

environmental changes adequately. 

Consciousnessis blured and the reduced quality of

perception may fluctuate between the extrems – from

total vigility to coma.
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EpidemiologEpidemiolog yy ofof delirideliri umum
� at home - 65 yrs. old - 1-2%
� at home - over 85 yrs. old - 10-13%
� acute dept. >75 yrs. on admission 10-15%
� acute dept. >75 yrs. during the hospitalization

20-30%
� gerontopsych. and institute for long-term 

patients (ILP) 30-60%
� after general surgeries-10%; heart-30% and

hip up to 50%
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PolyPoly phph armaarmacotherapycotherapy (PPT) (PPT) 
definidefini tiontion

�Use of 3 or more drugs regardless of the

age

� In CRespeciallyin diagnosis:

heart failure; atrial fibrilation; DM;

stroke andTIA; chr. bronchitis
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PPharmacotherapyharmacotherapy in in thethe
elderlyelderly -- specificsspecifics

1. hangedreactionto drugs⇒ Changes of

pharmacodynamics and-kinetics

2. ↑ AED in the elderlygenerally

3. ↑ non-compliance of seniors

4. ↑ appearance of pharmaceutical interactions
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IatrogeniaIatrogenia

�30% AEDare predictable

�Up to 70% AEDare dose dependent

�The treatment shouldbe considered

individually („tailor made“) 

�AED reactions remindunspecific geriatric

syndroms
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OtherOther geriatricgeriatric syndromssyndroms

� Sy decondition and hypomobility (sarcopenia)

� Sy anorexia and malnutrition, dehydration

� Sy of dual deficit (sight, hearing)

� Geriatric maladaptive sy

� Sy of mistreatment, neglect and elder abuse

� Sy of the terminal geriatric deterioration - FTT
Weber P.: Euro J Ger, 4, 2002, č. 4, s. 167- 172.
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Sy Sy deconditiondecondition andand
hypomobilityhypomobility ((sarcopeniasarcopenia ))

�The principle is the limitationof kinetic

activity due to sittingor lying, muscle

atrophyof the lower extremities.  

�The cause maybe the loss of motivation, 

depression, nutritiondisorders, kinetic

dyscomfort. 
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Sy Sy anorexiaanorexia andand malnutritionmalnutrition

�Causes of anorexia:tumors, depression, 

constipation, inadequate formof food

�Causes of malnutrition: baddenture or

dysphagia, absorptiondisorders, poverty, 

immobility, dementia or neglect sy 
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Sy Sy ofof dualdual sensorysensory deficit (deficit ( sightsight , , 
hearinghearing ))

�65-80 r. at home:  0,5% 

�≥ 85 r. at home: 6%

�With cognitive dysfunction: 6 – 13%

� In nursinginstitutions: 7 – 25%

SLAETS, JP. The prevalence of combined vision impairment and hearing loss:
the importace of comorbidity studies. Ned. Tijdschr. Geneetikol., 2007, 151 (26), p. 1451−1453.
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GeriatricGeriatric maladaptivemaladaptive syndromsyndrom

�Psycho-social maladaptation

�Maladjustment to newliving conditions

(e.g. nursinghome admission, etc.). 

�Somatizationof difficulties (vertigo, heart

palpitation, sweat, etc.).

��DrugsDrugs oftenworsenthe situation. 
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Sy Sy ofof elderelder abuse, abuse, neglectneglect andand
mistreatmentmistreatment sysy –– EANEAN

� Intentional use or threat of use of physical

powers or other instrument against himself, 

other person, against some group etc. 

�All kinds of physical, mental and sexual

mistreatment and abuse, acts of neglect and

suicides and other forms of self-mutilation

� 5 - 20% seniors
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Risk Risk FactorsFactors ofof Sy Sy ofof EANEAN

�Old age

�Disability

�Loneliness

� Intellectual dysfunction: dementia, 
depression (> 50%)

�Poverty

�Minorities; Ethnicallydifferent races
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Sy Sy termintermin alal geriatricgeriatric deterioradeteriora tiontion
-- FTTFTT
� ↓ medical and functional status without an

explicit pathological reason, refractory to the

treatment

� ↑ loss of appetite, slimming, fatigue, activity

limitation, apathy - immobility, confusion

� Heading for death up to ¾ cases

� over 85 yrs. it lasts3-6 monthsin average
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HowHow to to getget oldold in a in a healthyhealthy
mannermanner ??

GUIDE-
LINES

Physical
activity

Nutrition
Social
activity

Loneliness
Socialization
(communication)

↓↓↓↓ FFA, chol. Na
↑↑↑↑ Fruits, vegetables,
1600-2000 cal.
Vitamins, trace elements

Mental
activity

30min./d. exercise
Optimum BMI 
Osteoporosis prevention
Sarkopenia prevention

Brain gymnastics
Reminiscences therapy

Weber P.: Euro Rehab, 12, 2002, č. 2, s. 69- 75. 
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ConclusionConclusion

Not to Not to underestimateunderestimatethethe abilityability to to recoverrecover

andand livelive independent independent lifelife

in in anan acceptableacceptableconditioncondition..
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THMTHM

A geriatric patient during the hospitalization or

Out-patient check-up at GP´s or somewhere else

⇓

⇓

Geriatric consultation⇔ multidisciplinary approach

CGA (CGA (inclincl. MMSE, ADL, . MMSE, ADL, etcetc.).)



4646

……addadd lifelife to to yearsyearsnot not yearsyearsto to lifelife……


