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Introduction:
Ageing is a natural process. In the words of Seneca;
“Old age is an incurable disease”, but more recently,
Sir James Sterling Ross commented: “You do not heal
old age. You  protect it;  you promote  it;  you  extend
it” [1].  These  are in  fact the  basic  principles  of
preventive medicine. Old age should be regarded as a
normal, inevitable biological phenomenon. The study
of the physical and psychological changes which are
incident to old age is called gerontology. The care of
the aged is called  clinical gerontology or geriatrics.
Another aspect of gerontology is social gerontology
which was born on the one hand out of the instincts of
humanitarian and social attitudes and on the other out
of the problems set by the increasing number of old
people

[2]
. Experimental gerontology is concerned with

research into the basic  biological  problems  of
ageing, into  its physiology,  biochemistry,  pathology
and  psychology.

The number of people older than 65 years is
increasing, and the proportion of people older than 85
is increasing  exponentially

[3,4]
.  In response  to this

challenge, clinicians need to assess and optimize health
care for this group. In the year 2002, there were an
estimated 605 million old persons in the world, of which
400 million are living in low  income countries

[5]
. Italy

and Japan have  the  highest  proportion  of  older
persons  ( about 16.7  per  cent  and 16  percent
respectively in the year 2003).

By 2025, the number of  elderly  people is
expected to rise more than 1.2 billion with about 840
million of these in low-income countries

[5]
. In  India,

although the percentage of aged persons to the total
population is low in comparison to  the  developed
countries,  nevertheless,  the absolute size of aged
population is considerable. For the year 2003 the SRS
(Simple Random Sampling) estimates are 7.2 per cent
of total population were above the age of 60 years.

Randomized controlled trials for disease
prevention in elderly
1. Cardiovascular risk
Several studies have  shown the benefits of angiotensin
converting enzyme inhibitors in patients with left
ventricular dysfunction, but the findings of the heart
outcomes prevention evaluation study provide evidence
for the use of ramipril in patients at high risk of cardiac
events who do not have left ventricular dysfunction.
Treatment with ramipril decreased the risk of death,
myocardial  infarction,  and  stroke compared  with
placebo

[6]
.

2. Cholesterol risk
A subgroup analysis of data on patients older than 65
from the cholesterol risk group and recurrent events
trial has been published recently

[7]
. The study was a

randomised,  double  blind,  placebo controlled trial  in
which  patients  with a recent   history  of  myocardial
infarction and average cholesterol concentrations were
allocated to either pravastatin 40 mg /day or  placebo
and  subsequently  followed  for  the  development of
major coronary events. Among the 1283 patients aged
between 65 and 75 years, those randomised to
pravastatin had reduced risks of major coronary events
and stroke at a median follow up of five  years
compared with  patients  who received placebo

[7]
.
 
 A

recent systematic review of randomised trials
evaluating the use of statins to reduce cholesterol
concentrations has shown that these drugs decrease
the risk of stroke and death at a mean follow up of 3.3
years

[8]
.

3. Hypertension
Clinical practice guidelines for the management of
hypertension prepared by various organisations
suggest use of diuretics or β-blockers as first line
treatment for  patients  with  hypertension  unless  they
have coexistent illnesses or other contraindications.
However, as with lipid lowering drugs, diuretics are* Dept. of Pharmacology, RMC, Loni.
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underused despite evidence that they reduce the risk
of stroke and  cardiovascular  mortality

[9]
.
 
 A  recent

systematic  review  of  randomised  trials evaluating
diuretics and  β-blockers as first line drugs in patients
aged 60 years or older found that diuretics reduced
the risk of stroke, coronary heart disease, and  all causes
of mortality whereas β-blockers reduced only the risk
of stroke

[10]
. Thiazides were also found to be the most

effective first line  drugs  for  hypertension in  a
systematic  review  that  looked at randomised trials
of  diuretics, β-blockers, calcium channel blockers, and
angiotensin converting enzyme inhibitors

[11]
.

4. Heart failure
Congestive heart failure is a common cause of
morbidity and mortality in elderly people.
Twosystematic reviews of 18 randomised trials that
evaluated β-blockers in patients with congestive heart
failure who were  already  receiving  diuretics and
angiotensin  converting enzyme  inhibitors showed a
decrease in mortality and hospital admission

[12]
.

In a recently published randomised trial of extended
release metoprolol versus placebo in patients with
symptomatic chronic heart failure, metoprolol was
found to decrease the risk of death Spironolactone has
also been  shown to  reduce  mortality  in patients with
congestive heart failure

[13]
.

5. Stroke
A systematic review published in 1997 showed that
specialised stroke units decrease the risk of death,
dependency, and the need for long term institutional
care compared with care on a general medical ward

[14]
.

Stroke units also improved survival and increased the
proportion of patients able to live at home 10 years
after their stroke

[15]
.

6. Dementia
A systematic review published in 1997 showed that
specialised stroke units decrease the risk of death,
dependency, and the need for long term institutional
care compared with care on a general medical ward

[15]
.

Stroke units also improved survival and increased the
proportion of patients able to live at home 10 years
after their stroke

[16]
.

The association between apoliprotein E and
Alzheimer’s disease is well established. Various drugs

have been evaluated for treating this disorder, but most
of the evidence is on the use of cholinesterase
inhibitors. Tacrine was the first of these drugs to be
assessed, but many patients cannot tolerate it because
of severe adverse effects 

[16]
. Several studies have

looked at other cholinesterase inhibitors including
donepezil, metrifonate, and rivastigmine. All these drugs
produce similar, small improvements in cognition and
behaviour. Further research is needed to look at longer
follow up periods and at how patients should be
selected for these treatments.
7. Osteoporosis
Osteoporosis is an important public health   concern in
older women. Several advances have been made in
the prevention and treatment of this condition over the
past few years. A randomised, double blind, placebo
controlled study of 445 people older than 65 living in
the community evaluated the effectiveness of calcium
and vitamin D supplementation in reducing
non-vertebral fractures. Participants were randomised
to either elemental calcium 500 mg/day & vitamin D
700 IU/day or to placebo and  were  followed  up  for
three years.  The risk of  non-vertebral  fractures  was
decreased  in  people  who  received calcium  and
vitamin D  compared  with  patients  who received
placebo.
The fracture intervention trial assessed 2027
postmenopausal women with osteoporosis who were
randomised to alendronate or placebo

[17]
. All women

who had a daily calcium intake of less than 1000 mg/
day were  also  given  calcium  and  vitamin  D
supplementation.  The  study  showed  that  alendronate
decreased  the  risk  of  fracture  (vertebral and hip)
compared with placebo.

Conclusions
Although we have evidence about the  effectiveness of
some interventions in elderly people, and many
advances have been made in the care of elderly people,
still some gap in our knowledge  remains. We need to
encourage research  in elderly people  and encourage
our elderly patients to participate in this  research. In
particular, we need to  encourage  the inclusion of frail
elderly people (those with complex medical and
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psychosocial problems) in studies assessing interven-
tions, prognosis, and quality of life.
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