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ABSTRACT

Background: Ageing is a natural biological process, manifested in a gradual decrease in the adaptive capacity of the organism. The 
causes of social alienation among elderly people have a multifactorial nature. Stroke is a very dangerous disease since it disrupts the 
work of the most important organ - the brain. The problem of stroke prevention has been particularly relevant in the past decade. Aims 
and Objectives: The research was conducted to study the state of medical and social risk factors for the development of cardiovascular 
disease among elderly and old individuals. Materials and Methods: This study was conducted among 2481 individuals over employable 
age. Of this number, in 84 patients with ischemic stroke individual risk factors were studied. Their health was characterized by a high 
incidence of cardiovascular diseases (CVD) and severe disability. The main types of pathology among elderly and old people are 
CVD. Results: The main factor leading to the development of stroke, especially recurrent, is arterial hypertension in combination with 
ischemic heart disease, heart failure, cardiosclerosis, and paroxysmal atrial fibrillation. Conclusions: Recurrent stroke is characterized 
by increasing cognitive dysfunction against the background of worsening mental and motor disorders of the heterogeneous nature, 
which defines a high degree of disability due to stroke.

KEY WORDS: Risk Factors; Cardiovascular Disease; Elderly and Old People; Medical and Social Indicators; Ischemic 
Stroke

INTRODUCTION

Ageing is a natural biological process, manifested in a gradual 
decrease in the adaptive capacity of the organism as well as 
an increase in the likelihood of death. According to the WHO 
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criteria (1982), the age of 60 years is considered the crossing 
line to the elderly group, 65 years - an “indicator” of elderly 
age. Individuals aged 60-74 are classified as elderly, aged 75 
or older - old, and those aged over 90 - very old.[1] According 
to statistics, the results of epidemiological studies as of the 
year 2000 showed that about 590-685 million people aged 
over 65 lived in the world.[2] According to current projections, 
by 2050 the number of elderly people in the world will 
increase from 600 million to 2 billion.[3] On the one hand, 
longevity is one of the achievements of the 21st  century, on 
the other - the ageing of the population and a decline in the 
birth rate in developed countries is an acute social problem 
leading to social alienation.
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The causes of social alienation among elderly people 
have a multifactorial nature - a combination of medical, 
psychological, and social factors on the background of 
organic brain dysfunction (involution).[4] It also includes the 
loss of social status due to retirement, changes in material 
status, dependence on working family members, changes in 
family status and loneliness in family and among friends. 
During this period, there is a reassessment of values. Along 
with involutional changes (awkwardness, uncertainty in 
one’s own actions, and cognitive decline) and increased 
stress availability (anxiety and depression), the feelings 
of helplessness, uselessness and the lack of demand are 
compounded, which inevitably leads to the aggravation of 
chronic diseases and frequent readmissions.

The incidence rate in the elderly age group is 2 times 
higher, and in the old age group - up to 6 times higher, than 
among other age groups. Almost all of them are in need 
of medical social and rehabilitation measures.[5] Diseases 
acquire a chronic mutually aggravating nature and often lead 
to disability. The main types of pathology among people 
of older age groups are diseases of the circulatory system, 
nervous system, as well as cancers. At present, due to the 
distinct trend toward the ageing of the population in many 
countries of the world of particular importance become the 
geriatric aspects of angioneurology.[6,7]

Every year in the world, 17.5 million people die from 
cardiovascular diseases (CVD).[8] Among CVD, the leading 
position is occupied by ischemic heart disease (IHD) (49.3%) 
and cerebrovascular disease (35.3%), mainly cerebral strokes 
(CS), which account for 84.6% of all deaths and 23.9% of all 
losses due to the disability of population.[9,10]

In recent years, the incidence of endocrine diseases and 
mental disorders has increased significantly.[11] Among 
people, both men and women, of employable age, deaths 
from IHD and CS account for about 80% of all deaths from 
CVD. The INTERHEART international study, which covered 
various centers from 52 countries and involved 15,152 adults, 
showed that smoking, raised ApoB/ApoA1 ratio, history 
of hypertension, diabetes, abdominal obesity, psychosocial 
factors, daily consumption of fruits and vegetables, regular 
alcohol consumption, and regular physical activity, were “all 
significantly related to acute myocardial infarction (MI). ” 
These nine risk factors accounted for 90% of the population 
attributable risk of MI.[12]

Stroke is a very dangerous disease since it disrupts the work 
of the most important organ - the brain, and the effects of 
stroke among elderly people are exacerbated by age-related 
changes in the central nervous system, so can be extremely 
serious. At present, every 10th death in the world is associated 
with stroke - a total of about 6 million cases annually. The 
load due to stroke (a range of medical, social, and financial 
problems) significantly affects the budgets of developed 

countries and comes on the health systems of low-income 
countries as an excessive burden. The treatment of patients 
suffering from stroke costs about 10 times more expensive 
than the treatment of patients suffering from MI.[13] The 
prevention of stroke (both primary and secondary) requires 
considerable organizational efforts, new methods of 
diagnosis, and expensive drugs. This affects the access to 
health care and the effectiveness of preventive measures. 
As a result, the incidence of stroke in the low - and middle-
income countries is about 2 times higher than in developed 
countries.[14]

About 80% of strokes occur among people aged over 
65 years. At the same time, the age of a person has a large 
impact on stroke outcomes. An increase in the probability 
of stroke in the elderly is determined by age and vascular 
changes in the brain. Risk factors for stroke, ischemic brain 
injury mechanisms are different among young and elderly 
people. Elderly patients may have more severe strokes. 
However, they often receive insufficiently effective therapy 
due to a number of reasons, resulting in poor outcomes. Age 
is one of the main non-modifiable risk factors regardless of 
the type of stroke. After 55 years of age, the probability of 
stroke doubles every 10 years, regardless of sex.[15] It has 
been shown that 75-89% of cases of stroke develop after 
65 years, 50% of them - in patients older than 70 years, and 
about 25% - after 85 years of age.[16] By 2025, the number of 
people in the world aged over 60 is projected to increase to 
1.2 billion people. By 2050, the total number of population 
aged over 65 will exceed for the first time the number of 
young people, and therefore, high economic costs of stroke 
treatment among the elderly are expected.[17] By 2030, the 
total number of stroke patients will be 23 million people. At 
the same time, the rate of mortality from stroke will amount 
to 7.8 million per year by 2030.[18]

In Kazakhstan, morbidity from CVD has increased 1.7 times 
over the past 10 years. The incidence of stroke in the 
structure of overall incidence of nerve diseases is 52%, 
including 29% of employable age. The incidence of stroke 
in different regions of the country is from 2.5 to 3.7 cases 
per 1000 people. The rate of mortality of the adult population 
from CVD is 29.7%, of which 21.5% from CS. The rate of 
mortality from stroke in different regions of Kazakhstan is 
1.08 cases per 1000 people per year. Among the dead, the 
share of cerebrovascular diseases was 26%, including 47.3% 
of employable age.[19] The standardized measure of mortality 
of the Kazakh population from CVD is 2 times higher than 
that in European countries - 867.9 against 448.6 per 100,000 
population.

In addition, stroke is the leading cause of disability causing 
enormous damage with regard to the cost of treatment 
and medical rehabilitation in the field of production. The 
frequency of disability due to diseases of the circulatory 
system in the Republic of Kazakhstan amounted to 
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104.6 cases per 100,000 population.[20] Statistical data are 
available that 46% of stroke patients die in the 1st month, of 
those who survived only 10% return to work, 53% of stroke 
patients are in need of assistance for personal care, 20% are 
unable to walk independently, and 30% have a developing 
psychoorganic syndrome.[21]

The problem of stroke prevention has been particularly 
relevant in the past decade when the upward trend in the 
incidence rate and mortality from acute cerebrovascular 
accidents has become apparent. There were some earlier 
studies that researched stroke and different heart diseases 
among elderly people.[22-26]

However, in spite of the aging processes of population in 
the southern region of Kazakhstan, characterized by high 
population density and specific climatic and geographical 
conditions, no scientific studies have been carried out that 
would systematically and comprehensively study the state of 
medical and social indicators as well as risk factor assessment 
of CVD among elderly and old people.

The research was conducted to study the state of medical 
and social risk factors for the development of cardiovascular 
disease among elderly and old individuals.

MATERIALS AND METHODS

The study was conducted by the method of a questionnaire of 
2481 elderly and old people in the age interval of 60-90 years, 
including 1037 men and 1444 women, living in urban and 
rural areas of South Kazakhstan region of the Republic of 
Kazakhstan. Non-random, available and directional selections 
were used for sampling since only elderly and senile people 
who had the necessary information were selected.

There were used three types of questionnaires: Group, 
selective, and face to face. Cross-sectional (one-stage) and 
observational types of research were used.

Data on the gender and age group are shown in Figures 1 and 2.

As can be seen from Figure 2, there is the predominance 
of males, accounting for 58% of the total number of the 
respondents surveyed.

For an integrated assessment, all the parameters that 
characterize the state of health were given in the following 
groups: The ability to self-care, social activity, and morbidity 
data.

The parameters characterizing the ability of the respondents 
to self-care included such indicators as house cleaning, 
working in the garden, cottage, water and fuel collecting, 
laundry, sewing, cooking, minor flat renovation, and 
delivery of food and medical supplies. Social activity 

was characterized by the following data: Continuation of 
labor activity, participation in public life, active contacts 
with relatives, reading newspapers, magazines, watching 
television, and various hobbies. Health assessment indicators 
consist of the following characteristics: The respondents 
did not seek medical treatment because they were feeling 
good, the respondents sought medical treatment only due 
to acute diseases, the respondents sought medical treatment 
due to one or more chronic diseases, and the respondents 
have chronic diseases for which they do not need medical 
treatment, there are some cases of complicated forms of 
chronic diseases concerning which the respondents did not 
appeal to medical professionals; there are a large number of 
complicated forms of chronic diseases concerning which the 
respondents appealed to medical institutions, the respondents 
frequently had an exacerbation of chronic diseases because 
they did not appeal to medical professionals.

On the basis of the results obtained, these characteristics 
were assessed with regard to gender, age, and social features 
of the respondents.

The selection of patients suffering from ischemic stroke was 
conducted among 2481 respondents surveyed. Inclusion 
criteria were as follows: Men and women aged over 65 years 
with a diagnosis of ischemic stroke, the presence of which 
could be confirmed when studying complaints, medical 
history, physical examination results, instrumental studies 

Figure 1: Gender of the respondents surveyed

Figure 2: Age categories of the respondents surveyed
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(computed tomography [CT] and magnetic resonance 
imaging [MRI]), regardless of the pathogenetic mechanism 
of development, and the clinical severity of the disease.

Exclusion criteria were as follows: Confirmation of the 
hemorrhagic nature of stroke, the presence of oncological, 
inflammatory and focal neurodegenerative brain affection. 
The study also excluded those patients who had a change 
of neurological deficit due to decompensation of somatic 
diseases such as hypoxia, hypotension, hyperglycemia, and 
infection. The statistical analysis did not include patients 
suffering from alcoholism and drug and drug addiction.

The primary ischemic stroke was defined as an acute 
cerebrovascular accident, characterized by a sudden onset 
of focal neurological symptoms (motor, speech, sensory, 
coordination, and other disorders) and/or brain disorders, 
which persist longer than 24 h, or result in death of the patient 
in a shorter period of time due to causes of cerebrovascular 
origin. It was mandatory to confirm stroke by CT/MRI study.

Recurrent ischemic stroke was diagnosed as a cerebrovascular 
event that meets one of the following criteria: In medical history, 
documented ischemic stroke; stroke with focal neurological 
symptoms different from neurological deficit obtained at the 
first stroke; neuroimaging studies reveal ischemic brain damage 
in another vascular pool, different from the first stroke; change 
of the nature of motor neurological deficit (e.g., an increase in 
the degree of paresis by two points on the NIHSS scale)[27] in 
conjunction with new neurological symptoms.

Pathogenic subtype of stroke was determined on the basis 
of diagnostic criteria for ischemic stroke, proposed by 
the Institute of Neurology of the Russian Academy of 
Medical Sciences. According to these criteria, the following 
pathogenic subtypes can be determined: Atherothrombotic, 
cardioembolic (CIS), hemodynamic, lacunar stroke, and stroke 
by type of hemorheological micro-occlusion.[28] The study 
distinguished the category of patients with an unidentified 
leading pathogenetic mechanism, which included patients 
with competitive pathology, each of which independently 
may lead to stroke.

RESULTS

The prevalence of chronic diseases among the elderly was 
analyzed. It was established that among the contingent 
surveyed CVD was observed with the highest frequency 
(Figure 3). The second and third places were taken by 
diseases of the digestive system and diseases of the respiratory 
system, respectively. Diseases of the endocrine system rank 
4th and diseases of the musculoskeletal system - 5th. It was 
also noted that there was a frequent combination of several 
chronic diseases, which increased with the age of patients. 
It should also be noted that it is women who predominantly 
have combined chronic diseases.[29]

During the consideration of social factors, it was established 
(Figure 4) that the marital status of elderly and old individuals 
did not undergo significant changes.

The respondents’ assessment of the ability to self-care, 
obtained in the course of the study can be seen in Figure 5.

The respondents’ assessment of their health can be seen in 
Figure 6. The proportion of people who rated their health 
as poor is significantly increased, and the share of positive 
assessments of the health status is reduced.

The percentage of men and women, as well as elderly men 
and elderly women that are recognized as disabled due to 
diseases, can be seen in Figure 7.

With an increase in age of the respondents, the proportion 
of people calling an ambulance is significantly increased 
(Figure 8).

Thus, the study revealed an increase in the proportion of 
people older than employable age, whose health condition is 
characterized by a high incidence of CVD and severe disability 
that results in a higher demand for medical care. These results 
suggest the formation of long-term regional programs aimed 
at preserving and improving the health of the population of 
older age groups with regard to the leading pathology.

DISCUSSION

The next stage of our work was to assess and analyze risk 
factors for the development of primary and recurrent stroke 
among elderly and old individuals, which is the most 
severe manifestation of CVD, with the aim of studying the 
characteristics of individual factors. After a thorough analysis 
of all 2481 respondents, the study included 84 surviving 
patients with primary and recurrent ischemic stroke, 

Figure 3: Prevalence of chronic diseases among the respondents

Figure 4: Relationship status of the respondents
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corresponding to the above criteria, including 31 (37%) 
men and 53 (63%) women. More than 80% of patients were 
older than 70 years. The average age of patients was 76.9 ± 
0.7 years from 60 to 86 years.

The main criterion for the distribution of patients into 
groups was the presence of new-onset and recurrent stroke, 
confirmed by examination during hospitalization in a 
specialized neurovascular hospital.

The main group consisted of 44 surviving patients with 
recurrent ischemic stroke (55.3%). The comparison group 
included 40 patients with new-onset ischemic stroke 
comparable by groups, depending on gender and age. 
The comparison of the two groups showed no significant 
differences in the basic characteristics that determine the 
possibility of subsequent statistical analysis. The basis for 
the study was formed by elderly and old patients, according 
to the WHO classification.[1] There are significant differences 
in the distribution of patients according to the severity of 
angina. Figures 9 and 10 present the basic risk factors for 
ischemic stroke in the studied groups.

Most patients in both groups had effort angina, second 
functional class. In the control group, there were fewer 
patients with this diagnosis, of which a quarter had no clinical 
manifestations of angina or had initial symptoms and, on the 
other hand, there were patients with severe symptoms of 

angina. The basic risk factor for CIS stroke is a disturbance 
of the heart’s rhythm atrial fibrillation (AF). Among patients 
with AF (paroxysmal and permanent form), significant 
differences were revealed (P = 0.006), in particular, in the 
predominance of AF paroxysmal form among patients of 
the comparison group. Conduction abnormalities were more 
frequent among patients with recurrent stroke. Twice as 
many patients suffered from rheumatism with the formation 
of acquired heart valvular disease among patients with 
recurrent stroke. The basic analyzed risk factor for recurrent 
stroke is arterial hypertension (AH), circulatory deficiency, 
and diabetes mellitus.

Patients suffering from diabetes of type 1 constituted the 
same number. At the same time, the number of patients with 
diabetes was greater than in the group with recurrent stroke.

Almost twice as often patients with recurrent stroke were 
diagnosed with obliterating atherosclerosis. A larger number 
of patients with a secondary stroke suffered from lower 
extremity varicose vein.

The basic factors for ischemic stroke related to lifestyle 
factors are obesity and smoking. In the groups studied, these 
differences reached significance. Obesity was predominantly 
diagnosed in patients with recurrent stroke, mostly smokers.

The social significance of stroke is primarily determined 
by the effects of stroke, the main ones of which are high 

Figure 5: The respondents’ social activity and ability to self-care

Figure 6: Health assessment of the respondents

Figure 7: The structure of the respondents’ disability category

Figure 8: Frequency of emergency calls among the elderly 
depending on age (in %)
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mortality and disability. The degree of disability in the 
surveyed patients was determined by a symptom complex 
of mostly cognitive and motor disorders, presented in 
Figure 11.

There is a growing cognitive dysfunction on the background 
of worsening of mental and motor disorders of the 
heterogeneous character (a combination of pyramidal, 
coordination, and subcortical disorders).

A comparative analysis of risk factors in patients with first 
and recurrent stroke showed a high prevalence of CVD. At the 
same time, attention is drawn to the lower frequency of IHD 
extreme severity, circulatory failure and rhythm disturbance 
among patients in the group with recurrent stroke. At the same 
time, patients in this group are characterized by the pathology 
of peripheral arterial and venous vessels, diabetes of type 2, 
obesity and smoking. It should be noted that patients with 
recurrent stroke are significantly more likely to suffer from 
osteoarthritis and subcortical impairment of Parkinson-like 
type that can be attributed to the effects of the previous stroke 
when the disorder of the morphological brain structure leads 
to the formation of a Parkinson-like symptom complex.

There were conducted some earlier studies in this area that 
discuss epidemiological aspects of cardiovascular disease 
as well as heart disease mortality among elderly and old 
people.[30-32] In these studies, some predictions concerning 
global epidemic of cardiovascular disease were made.[33-34]

CONCLUSIONS

This study revealed an increase in the proportion of people 
over employable age, whose health condition is characterized 
by a high incidence of CVD and severe disability that results 
in a higher demand for medical care and to a large extent 
determines the reduction of social adaptation of elderly and 
old people. The main types of pathology in people of older 
age groups are diseases of the circulatory system.

The health features of elderly and old individuals include 
a frequent incidence of CVD in combination with chronic 
diseases and pathological conditions, which determines an 

Figure 9: Basic cardiac risk factors in hospitalized patients suffering 
from ischemic stroke

Figure 10: Basic risk factors in patients with ischemic stroke. The 
probability (P) for qualitative characteristics was evaluated with the 
use of a Pearson χ2 significance test and Fisher’s Exact tests

Figure 11: The neurological consequences of recurrent stroke
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increased demand for outpatient, inpatient, and specialized 
emergency medical care.

The system of measures to provide medical and social 
assistance to elderly and old people should take into account 
the socio-hygienic characteristics of the different categories 
of elderly and old people, including the disabled and lonely 
people.

The main factor leading to the development of the most 
severe manifestation of cardiovascular disease – acute stroke, 
especially recurrent - is AH, which determines the actual need 
to improve the secondary prevention of stroke as a result of 
dynamic observation and treatment of patients with AH, who 
suffered from a stroke or transient ischemic attack.

Recurrent ischemic stroke significantly exacerbates the 
disability of patients of elderly and old age, mainly due to 
the development of motor disorders of the heterogeneous 
nature (both pyramidal and subcortical) and cognitive 
impairment, reaching the degree of dementia, as well as leads 
to longer hospitalization. Patients suffering from a recurrent 
ischemic stroke are characterized by a frequent combination 
of cerebrovascular pathology with other disorders of the 
cardiovascular system.

REFERENCES

1.	 World Health Organization. Ageing and Life course. Available 
from: http://www.who.int/ageing/en/index.html. [Last 
accessed on 2017 May 28].

2.	 Mendis S. Prevention and care of stroke in low and middle-
income countries; the need for a public health perspective. Int 
J Stroke. 2010;5(2):86-91.

3.	 Mion LC. Care provision for older adults: Who will provide? 
Online J Issues Nurs. 2003;8(2):4.

4.	 Newcomer R, Harrington C, Kane R. Challenges and 
accomplishments of the second-generation social health 
maintenance organization. Gerontologist. 2002;42(6):843-52.

5.	 Gekht IA. Self-assessment of the health status of lonely elderly 
people. Clin Gerontol. 2003;9:14.

6.	 Gusev EI, Skvortsova VI. Cerebral Ischemia. Moscow: 
Meditsina; 2001. p. 328.

7.	 Yakhno NN, Valenkova VA. On the state of medical care 
for patients with disorders of cerebral circulation. J Neurol. 
1999;5:44-5.

8.	 WHO. Preventing Chronic Diseases: A Vital Investment. 
Geneva: WHO; 2005.

9.	 Marquez PV. Dying Too Young: Addressing Premature Mortality 
and Ill-Health Due to Non-Communicable Diseases and Injuries in 
the Russian Federation. Washington, DC: World Bank; 2005. p. 6.

10.	 Duchshanova GA, Mustapaeva GA, Zulfikarova ET. Analysis 
of development primary and repeated ischemic stroke. Nat J 
Neur Sci Pract J. 2015;2(8):70-7.

11.	 Gamayanova SV, Kaykova LV. Population ageing of the 
Yaroslavl region: Economic, health and social aspects. Neurol 
J. 2009;7:5.

12.	 Yusuf S, Hawken S, Ounpuu S, Dans T, Avezum A, Lanas F, 
et al. Effect of potentially modifiable risk factors associated 
with myocardial infarction in 52 countries (the INTERHEART 
study): Case-control study. Lancet. 2004;364(9438):937-52.

13.	 Mathers C, Stevens G, Ho J, Fat DM, Mahanani WR. The 
Global Burden of Disease: 2004 Update. Geneva, Switzerland: 
World Health Organization; 2008.

14.	 Conroy RM, Tunstall-Pedoe H, Tverdal A, Wedel H, 
Whincup P, Wilhelmsen L, et al. Estimation of ten-year risk 
fatal cardiovascular disease in Europe: The score project. Eur 
Heart J. 2003;24(11):987-1003.

15.	 Heller RF, Langhorne P, James E. Improving stroke outcome: 
The benefits of increasing availability of technology. Bull 
World Health Organ. 2000;78(11):1337-43.

16.	 Feigin VL, Barker-Collo S, Parag V, Senior H, Lawes CM, 
ASTRO Study Group, et al. Auckland stroke outcomes study. 
Part 1: Gender, stroke types, ethnicity, and functional outcomes 
5 years post-stroke. Neurology. 2010;75(18):1597-607.

17.	 Post PN, Stiggelbout AM, Wakker PP. The utility of health 
states after stroke: A systematic review of the literature. Stroke. 
2001;32(6):1425-9.

18.	 Appelros P, Nydevik I, Viitanen M. Poor outcome after first-
ever stroke: Predictors for death, dependency, and recurrent 
stroke within the first year. Stroke. 2003;34(1):122-6.

19.	 From the Decree of the Government of the Republic 
of Kazakhstan dated February, 13, On Approval of the 
Development Program of Cardiology and Cardiac Surgery in the 
Republic of Kazakhstan; 2007, 2009.  Available from: https://
cis-legislation.com/docs_list.fwx?countryid=000&page=247. 
[Last accessed on 2017 May 28].

20.	 Christensen K, McGue M, Yashin A, Iachine I, Holm NV, 
Vaupel JW. Genetic and environmental influences on functional 
abilities in Danish twins aged 75 years and older. J Gerontol A 
Biol Sci Med Sci. 2000;55(8):M446-52.

21.	 Weimar C, Diener HC, Alberts MJ, Steg PG, Bhatt DL, 
Wilson PW, et al. The Essen stroke risk score predicts recurrent 
cardiovascular events: A validation within the REduction of 
Atherothrombosis for Continued Health (REACH) registry. 
Stroke. 2009;40:350-4.

22.	 Prevention of stroke by antihypertensive drug treatment in older 
persons with isolated systolic hypertension. Final results of the 
Systolic Hypertension in the Elderly Program (SHEP). SHEP 
Cooperative Research Group. JAMA. 1991;265(24):3255-64.

23.	 Dahlöf B, Pennert K, Hansson L. Reversal of left ventricular 
hypertrophy in hypertensive patients. A metaanalysis of 109 
treatment studies. Am J Hypertens. 1992;5(2):95-110.

24.	 Manolio TA, Pearson TA, Wenger NK, Barrett-Connor E, 
Payne GH, Harlan WR. Cholesterol and heart disease in older 
persons and women. Review of an NHLBI workshop. Ann 
Epidemiol. 1992;2(1-2):161-76.

25.	 Krumholz HM, Seeman TE, Merrill SS, Mendes de Leon CF, 
Vaccarino V, Silverman DI, et al. Lack of association between 
cholesterol and coronary heart disease mortality and morbidity 
and all-cause mortality in persons older than 70 years. JAMA. 
1994;272(17):1335-40.

26.	 Castelli WP. Epidemiology of coronary heart disease: The 
Framingham study. Am J Med. 1984;76(2A):4-12.

27.	 Ware JE, Jr., Kosinski M, Keller SD. A 12 Item Short Form 
Health Survey: Construction of scales and preliminary tests of 
reliability and validity. Med Care 1996; 34:220-233.



Tuzelbayev et al.� Risk factors for cardiovascular disease

	 National Journal of Physiology, Pharmacy and Pharmacology  � 13842017 | Vol 7 | Issue 12 PB	 National Journal of Physiology, Pharmacy and Pharmacology  2017 | Vol 7 | Issue 12

28.	 Vereshchagin NV, Piradov MA. Stroke: Problem assessment. 
Neurol J. 2009;5:4.

29.	 Gusev RM, Burd GS, Nikiforov AS. Neurological Symptoms, 
Syndromes, Symptom Complexes and Diseases. Moscow: 
Meditsina; 2009. p. 412.

30.	 Fletcher AE, Bulpitt CJ. Epidemiological aspects of 
cardiovascular disease in the elderly. J Hypertens Suppl. 
1992;10(2):S51-8.

31.	 Corti MC, Guralnik JM, Salive ME, Harris T, Field TS, 
Wallace RB, et al. HDL cholesterol predicts coronary heart 
disease mortality in older persons. JAMA. 1995;274(7):539-44.

32.	 Simons LA, Friedlander Y, McCallum J, Simons J, Powell I, 
Heller R, et al. The Dubbo study of the health of elderly: 
Correlates of coronary heart disease at study entry. J Am 

How to cite this article: Tuzelbayev N, Duchshanova GA,  
Mustapayeva GA, Yermakhanova ZA. Medical and social risk 
factors for cardiovascular disease among elderly and old people. 
Natl J Physiol Pharm Pharmacol 2017;7(12):1377-1384.

Source of Support: Nil, Conflict of Interest: None declared.

Geriatr Soc. 1991;39(6):584-90.
33.	 Husten L. Global epidemic of cardiovascular disease predicted. 

Lancet. 1998;352(9139):1530.
34.	 Leaf DA. Lipid disorders: Applying new guidelines to your 

older patients. Geriatrics. 1994;49(5):35-41.


