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T he aging population is a new challenge for
healthcare systems. By 2025, the popula-
tion-aged ≥ 65 years is expected to exceed

30%, and consequently the burden of dementia to
increase.[1] Conversely, the growth of geriatricians is
far too slow to provide an adequate number of phy-
sician specialists to care for the acute needs of the
elderly.[2] Geriatric cardiology has led the charge on
emerging aspects of cardiovascular (CV) care deliv-
ery including patient-centered care, shared decision-
making, and palliative care.[3] Epidemiological stud-
ies suggest a strong relationship between multiple
CV risk factors, heart disease, metabolic syndrome,
and dementia.[4,5] In particular, modification or pre-
vention of such vascular and metabolic risk factors
and proper management of CV diseases may pre-
vent the development or progression of dementia
including Alzheimer’s disease.[6] Dementia is an um-
brella term covering different neuropathological
features with several progressive clinical stages. Pe-
ople with mild or moderate cognitive impairment
might still able to perform themselves in their activ-
ities of daily life, especially within some culturally
evolved context.[7] Everyone experiences dementia
differently and the rate at which symptoms become
worse varies from person to person. There is often a
lack of awareness and understanding of dementia,
resulting in stigmatization and obstacles to diagno-
sis and care of other acute illnesses.[1] As a higher risk
for procedural and other in-hospital complications
has been detected in the geriatric population,[8] older
adults are less likely to receive evidence-based stan-
dard of care. Often quite, age and cognitive impair-
ment represent a double stigma in the healthcare sys-
tem and a false pretext to exclude the elderly with any

kind of cognitive impairment from invasive diagno-
stic and therapeutic procedures a priori. Receiving a
dementia diagnosis seems like a ‘‘master status’’;
‘‘having dementia’’ not only becomes the most pro-
minent aspect of the person’s life but also serves to
overshadow other aspects and pathological cond-
itions that may occur.[9] This issue is old as time but
permeates our routinely care delivery. This is un-
acceptable and it is mandatory to counteract this
clinical attitude by fostering the research in this fi-
eld; however, the elderly population is still under-
represented in clinical trials and no evidence on the
best approach for the subgroup of patients with cog-
nitive impairment is available.[10] The decision-mak-
ing is not an easy process, as it needs a comprehens-
ive evaluation of the patient’s comorbidities and their
physical performance but overall the quality of life
that we might ensure for that patient. Personalized
treatment does not mean excluding a subject from
subsequent treatment just for age or cognitive imp-
airment; it means ensuring on an individual basis
the best of care according to the clinical guidelines.
Decisions about how to manage older patients with
CV ischemic disease generally depend on ischemic
and bleeding risks, estimated life expectancy, com-
orbidities, the need for non-cardiac surgery, quality
of life, frailty, cognitive and functional impairment,
patient values and preferences, and the estimated
risks and benefits of single procedures.[11] To the best
of our knowledge, there are no specific decisional
aids for clinicians in dementia care that cover multi-
ple topics and not just the aspect closely related to
the neurodegenerative process.[12] Moreover, it is
fundamental to keep up with the times where cogn-
itive impairment could have different clinical mani-
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festation with different impact case by case. In many
healthcare settings, the geriatrician figure is not wid-
ely present. Therefore, are people with dementia, es-
pecially those in the first stage of the disease, at hi-
gher risk of not receiving the best quality of care?
Could the inequality risk increase across healthcare
organizations in the clinical management of these
patients without a geriatric perspective? This is the
moment to rethink the misconception idea of dem-
entia: could a dementia diagnosis be the reason for
excluding affected people from the right therapeu-
tic approach, especially in CV care, that may pre-
serve them from further neurodegenerative prog-
ression? For vulnerable people, clinical guidelines
deserve to be viewed from a geriatric perspective.
Many predisposing factors for ischemic disease are
observed in the geriatric population with a peculiar-
ity: they require a lower threshold for destroying the
homeostasis in the “frail phenotype”.[13] Furthermore,
an atypical manifestation of acute illnesses is com-
mon in geriatric medicine where comorbid condi-
tions represent the “pain distractor”.[14] In contrast
with the last decades, recent survival benefit was
detected in over 80 years underwent an early invas-
ive strategy when compared to a conservative one,
even in non-ST-segment elevation myocardial infa-
rction (NSTEMI).[15–17]

Gonçalves, et al.[18] performed a retrospective st-
udy evaluating the impact of coronary angioplasty
in elderly patients with NSTEMI. In this study, they
compared the results of patients aged ≥ 85 years who
underwent coronary angiography. They grouped
the population study in patients who underwent pe-
rcutaneous coronary intervention and in those who
underwent optimized medical treatment. History of
diabetes mellitus, stroke, and dementia were the
baseline clinical characteristics of the optimized me-
dical treatment group.[18] Nevertheless, there was not
any reference to the stage of dementia (mild, moder-
ate, or advanced) and it is possible to argue that most
of the observational data are prone to selection bias
for this vulnerable category of patients. A definitive
result about the efficacy of invasive versus medical
strategies in people with cognitive impairment and
ischemic disease is not possible to achieve yet. As
the proportion of older adults is expected to incr-
ease, studies are worthy to be conducted in this fi-
eld. Ischemic events have a more clinical impact on

the elderly, as well other CV diseases become more
complex with age. Putot, et al.[19] shed the light on
the type 2 myocardial infarction (T2MI), which is
representing an emerging geriatric disease. T2MI is
defined by an increase and decrease in cardiac bio-
markers and evidence of ischemia without unstable
coronary artery disease, due to a mismatch in myoca-
rdial oxygen supply and demand. Myocardial dam-
age is similar but does not meet the clinical criteria
for myocardial infarction. Putot, et al.[19] showed a
potential diagnostic investigation of elevated cardi-
ac troponin. According to them, “documented isch-
emia” refers to (1) a subjective statement of retro-
sternal pain; (2) the electrocardiogram; and (3) non-
invasive imaging, respectively. However, this latter
tool remains mostly underused in the elderly. The
troponin test is important although it should not be
routinely ordered. For various causes, pain or evid-
ent significant symptoms are not always detectable
in the elderly, especially when the altered autono-
mic peripheral nerve and central mechanisms, sens-
ory neuropathy, and ischemic preconditioning situ-
ations coexist.[14] However, the main concern is with
people unable to report or remember symptoms.
When an elderly patient is admitted to the emerge-
ncy department, aging very often represents the sh-
ield behind which health professionals could hide
their prejudicial perspectives. The risk of underes-
timating a myocardial injury is mainly in the elde-
rly with delirium where it is very difficult to relate
the two diseases so far. As an atypical clinical pres-
entation and cognitive decline could affect clini-
cians’ ability to recognize the acute disease early (in
particular myocardial infarction), with a dangerous
effect in terms of morbidity and mortality, geriatri-
cians must play a central role in both overall preve-
ntive strategy and therapeutic decisions (Figure 1).
Novel approaches in clinical research and health
systems are necessary to improve shared decision-
making for older adults; however, the greatest scope
for improvement may be foster interdisciplinary
teamwork. Unfortunately, in many hospitals, the ger-
iatric role is marginal or “passive” towards other sp-
ecialists who settle their decision on the old parad-
igm where “ageing is the incurable culprit”. Instead,
preparing the workforce to work collaboratively in
the care of older adults is an essential component of
a high-quality standard healthcare system. New ho-
rizons in this field should include close cooperation
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amongst healthcare professionals and researchers,
as geriatrics is a living science constantly renewed
by emerging diseases and patients’ needs. The prac-
tical approach of a geriatric cardiologist consists sp-
ecifically of this: in making decisions not on age al-
one but on the whole medical, physical, and cogni-
tive profile of the patients to achieve a sort of indivi-
dualization, based not just on a given CV diagnosis,
but on each patient’s aging experience.[20] Several
documents have been prepared to underscore the im-
portance of the frailty assessment and offer tools to
measure it in each CV disease situation and establish
guidelines on supportive care for elderly patients
with CV disease.[21] This approach needs to be model-
ing also on people with cognitive disorders. An accur-
ate knowledge of cognitive frailty meaning, and its im-
pact on quality of life as well what are the social and
personal resource, is worthy to be analyzed in the
evaluation of the elderly with acute CV diseases. Fi-
nally, geriatrics cardiologist aims to maximize the
benefits of patient management and productive cli-
nical time. Considering the improvement of techni-
cal procedures in CV care and cultural change to-
ward a dementia-friendly environment,[22] the geri-
atric cardiology needs to promote slight shifts in the
common thinking to better frame cognitive disor-
ders in the CV disease management.
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Figure 1    Myocardial infarction in people with cognitive impairment: the prominent role of geriatric cardiology to avoid the mis-
management of vulnerable older adults.
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