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LA NEUROPATOLOGIA DELLE PERSONE
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Much of Late Life Cognitive Decline
Is Not due to Common
Neurodegenerative Pathologies

Patricia A. Boyle, PhD,"® Robert S. Wilson, PhD,"*3 Lei Yu, PhD,"3
Alasdair M. Barr, PhD,* William G. Honer, MD,”
Julie A. Schneider, MD,"®* and David A. Bennett, MD "3

Results: Cognition declined a mean of about 011U per year (estimate ==0.109, standard error [SE]=0.004,
0<0001), with significant individual differences in rates of decline: the variance estimate for the individual slopes

was 0.013 (5E=0.112, p<0.001). In separate analyses, global Alzheimer pathology, amyloid, tangles, macroscopic
infarcts, and neocorticalLewy bodies were assocated with faster rates of declne and explaned 2%, 8%, 34%, 2%,

and B of he Variation I decling, respectvely. WWher analyzed simuTaneously, the pathologic ndices accounted for
a total of 41% of the varition in decling, and the majority remained unexplaingd. Furthermore, in random change




Participants

Participants came from two clinical-pathologic cohort studies of aging and dementia: the
Religious Orders Study and the Memory and Aging Project'®!3. The Religious Orders

Study began in 1994 and involves older Catholic s, prists, and monks recruited rom

tore: thar 40 proups across the United States. The Rush Memory and Aging Project began
1 1997 and mvolves older lay persons recruited from retrentent communiis, Subsidized
housing facates, and social sérvice apencies n the Chicago metropoltan area. Persons in
both studies ageeed to annual clinical evaluations and brain aulopsy af death. Writen
informed consent was obtaed in each study after procedures were fuly explaed, and both
studies were approved by the Instinutional Review Board of Rush University Medica

Center. The follow wup participation rates for both studies exceed 4% of survivors and

autopsy rates exceed 80%. At the time of these analyses, data were available from 836

deogased persons with atleast 2 cognitive evaluations (medn tumbe of annual
evaluationse].5, SDe3.8, range: 218 years), notably, more than 80% of the persons

Total variance explained: 4

CVD: 1-3%
LBD: 4-8%

Residual cognitive declineD

Figure 3.
Varation in cognitive decline explained by the pathologic indices (grey) and the residual,
unexplained variation in cognitive decline (white) derived from fully adjusted models.

mcluded 1 these analyses had 4 or more cognitive assessments, about 60% had 3 or more,
and about 25% had mote than 9 assessments.




1. IL CONTESTO EPIDEMIOLOGICO



NUMERO DI CASI ATTESI DI DEMENZA NEI PAESI RICCHI
E IN QUELLI IN VIA DI SVILUPPO
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A Systematic Review and Meta-Analysis
on the Prevalence of Dementia in Europe:
Estimates from the Highest-Quality Studies
Adopting the DSM 1V Diagnostic Criteria

Ilaria Bacigalupo®*, Flavia Mayer®, Eleonora Lacorte®, Alessandra Di Pucchio®,
Fabrizio Marzolini?, Marco Canewvelli®, Teresa Di Fiandra® and Nicola Vanacore?®
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PREVALENZA PER DEMENZA IN EUROPA

(Lobo et al. 2000)

PREVALENZA PER DEMENZA IN EUROPA

(Bacigalupo et al. 2018)

Analisi pooled dei dati

11 studi pubblicati dal 1991-1997

Criteri clinici DSM IlI-R; CAMDEX, AGECAT
Nessuna valutazione di qualita

9 studi pubblicati dal 2002-2015
Criteri clinici DSM IV

Valutazione di qualita con checklist ADI

Due studi includono anche pazienti

istituzionalizzati.

6.4%o 7.1%

Age — group Prevalenza X Prevalenza Age — group Prevalenza X Prevalenza
100 ab X 100 ab 100 ab X 100 ab
maschi femmine maschi femmine

65-69 1.6 1 65-69 1.1 0.9

70-74 2.9 3.1 70-74 2.2 2.1

75-79 5.6 6 75-79 5.6 4.6

80-84 11 12.6 80-84 13.3 9.0

85-89 12.8 20.2 85-89 26.4 13.9

90 + 22.1 30.8 90 + 38.9 31.2

Meta-analisi




Struttura per eta della popolazione residente

in Italia fino al 2050

54

2050
2040 56
2030 | 61
2020 ‘ ‘ 64
2010 66
2000 ‘ | 67

1990 17 69

O%o 20%0 40%0 60%0 80%0 100%0

Bl 200-14 Il °2015-64 [ 2065+

Fonte dati ISTAT: previsioni demografiche 2005 - 2050 (Carla Sorrentino)



Struttura demografica e invecchiamentg

Piramide Demografica

popolazione italiana nel... 2011 ...di cui stranieri residenti...
* mgm - * mgw -
- 60.6 milioni - 4.6 milioni
85 85
78 78
71 71
64 [=>]
57 57
50 50
43 43
36 36
29 28
22 22
15 15

8 8

1 1

% Popolazione in eta lavorativa (15-64 Anni)
65,7% 78,8%

http://www.ilpost.it/wp-content/uploads/2013/05/grafico.gif
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Indici di struttura della popolazione fino al 2050
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Fonte dati ISTAT: previsioni demografiche 2005 - 2050

(Carla Sorrentino)




L'Italia: un paese che invecchia.

Nel 2016 l'indice di vecchiaia e di 161,4 anziani ogni 100

L'ITALIA E LE SUE REGIONI

giovani L'ITALIA NEL CONTESTO EUROPEO
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F Jessen et al. FAlcheimerys & Dementia W (214) 1-9

Course of cognitive symtomes in AD

S deciine 2 Onset of objective =
Age- sax- and education adjusted
indicating cognitive declioe normal performance range
compensation and subtie decline
impatmment on a
l cognftive test
% -
preclinical AD ! MCl) prodromal AD — gementia ——

|

progression of disease pathology and cimical states




RESEARCH ARTICLE

The Prevalence of Mild Cognitive Impairment

in Diverse Geographical and Ethnocultural
Regions: The COSMIC Collaboration

251
Bl 60-69 years

Bl 70-79 years
Bl 30-39 years
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Casi di demenza stimati nei soggetti 265 anni residenti in Italia al 1 gennaio 2019

W EHT Femmine
Residenti Prevalenza Casi stimati Residenti Prevalenza Casi stimati
65-69 1,662,603 0.009 14,963 1,828,370 0.011 20,112
70-74 1,511,424 0.021 31,740 1,722,428 0.022 37,893
75-79 1,215,576 0.046 55,916 1,513,105 0.056 84,734
80-84 900,445 0.09 81,040 1,276,137 0.133 169,726
85-89 495,508 0.139 68,876 883,456 0.264 233,232
>90 209,328 0.312 65,310 565,200 0.389 219,863
Totale 5,994,884 317,846 7,788,696 765,561

Casi di MCI stimati nei soggetti 260 anni residenti in Italia al 1 gennaio 2019

Eta Prevalenza Residenti Casi stimati
60-69 0.045 7,337,210 330,174
70-79 0.058 5,962,533 345,827
80-89 0.071 3,555,546 252,444
Totale 16,855,289 928,445




JAMDA

it e —————

JAMDA

Journal homepage: www. jamda.com

Original Study

Spontaneous Reversion of Mild Cognitive Impairment to Normal
Cognition: A Systematic Review of Literature and Meta-Analysis
Marco Canevelli MD**, Giulia Grande MD", Eleonora Lacorte MSci ¢,

Elisa Quarchioni MStat ©, Matteo Cesari PhD %, Claudio Mariani MD",
Giuseppe Bruno PhD®, Nicola Vanacore PhD*

%

Study ES (4% CI) Weight
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Gadiena 2012 ' + DIBIDIT.0E) 215
Paddick 2018 e D04{D01,015) 412
a0 2014 — A0 441
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Reversione alla normalita del MCI

Cognitive
performance Dementia continuum

Normal
cognition
Reversion

Stability

Dementia

onversion
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2. LE EVIDENZE SULLA PREVENZIONE



+ - - - - -
k M Potential for primary prevention of Alzheimer’s disease:
an analysis of population-based data
Sam Norton, Fiona E Matthews, Deborah E Barnes, Kristine Yaffe, Carol Brayne

Summary
Lancet Neurol 2014; 13: 78894 Backﬂrnu nd Recent estimates su&gestin% that over halft of Alzheimer’'s disease burden worldwide might be attributed

Relative risk Communality

(95% CI)* (%)T
Diabetes mellitus 1.46 (1.20-1.77) 50-9%
Midlife hypertension 161(1-16-2.24) 65-0%
Midlife ohesity 1.60 (1.34-1.92) 43-7%
Physical inactivity 182(119-2.78) 49-0%
Deprassion 1.65 (1.42-1.92) 37-4%
Smoking 1.59 (1.15-2-20) G8-1%

Low educational attainment 1.59 (1.35-1-86) 45-6%

*Sources are provided in the appendic. 1The proportion of the vanance in each
risk factor shared with the other risk factors, estimated using the Health Survey
for England 2006.7

Table 1: Relative risks for Alzheimer's disease and shared variance
between risk factors

18



Prevalence*| PAR(95% CI) Number of attributable
cases in 2010 (95% CI}+
Evrope
Diabetes mellitus 6-9% 3-1% (1-4-5-0) 222 (9E-364)
Midlife hypertension 12.0% 6-8% (1.9-13.0) 492 (136-934)
Midlife obesity 7-2% 41% (24-67) 209 (17 2-448)
Physical inactivity 31.0% 20.3% (5-6-35-6) 1461 (401-2564)
Depression 18.5% 10.7% [7-2-145) 774 (520-1049)
Smioking 26-6% 13-6% (3-8-24-2) 978 (277-1745)
Low educational attainment 26-6% 13-6% (8-5-18-6) 078 (614-1342)
Combined; - 54-0% (Z7-2-73-7) 3891 (1955-5311)
Adjusted combineds - 31-4% (15-3-46-0) 3033 (1472-4332)
PAR=population-attributable risk. *Sources detailed in the appendix. tin thousagds. fAsssming independence of the
risk factors. SAdjusting for non-independance of tha risH factors.
Table 2: Estimates for population-attributable risk and the number of attributable cases in 2010




SCOLARITA’ (13.6% in relazione demenza)

Tassi di partecipazione al sistema di istruzione e formazione dei giovani 15-19enni (livelli
ISCED 3-4-5) e 20-29enni (livelli ISCED 5-6) nei 21 paesi Ue aderenti all'OCSE (Anno 2012 -

valori percentuali)
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Advances in the prevention of Alzheimer’s Disease

Figure |. Risk factors for dementia and Alzheimer’s disease across the lifespan (Figure modified from [51])
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A two-decade comparison of prevalence of dementiain > W k@ SI PUO' MODIFICARE LA

individuals aged 65 years and older from three geographical
areas of England: results of the Cognitive Function and FREQU ENZA

Ageing Study | and II DELLA DEMENZA ?

Fiona E Matthews, Antony Arthur, Linda E Barnes, John Bond, Carol Jagger, Louise Robinson, Carol Brayne, on behalf of the Medical Research m
Council Cognitive Function and Ageing Collaboration
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Comment

Good news on dementia prevalence—we can make a difference W EE}

The findings of the Cognitive Functioning and Ageing
Study (CFAS) 1 and Il are unequivocally good news. New
data, reported in The Lancet,” suggest that the prevalence
of dementia in the UK in 2011 was signifiantly lower
than would have been expeded based on the estimated
prevalence inm 1991 For CFAS |, data were taken from
three geographical areas—Cambridgeshire, Mewcastie,
and Mottingham—to generate an estimate of the
prevalence of dementia in the UK in 1991, This was based
on a randomly selected sample of 7635 people aged
65 years and older interviewed in these areas, with
1457 being diagnostically assessed for dementia. An
algorithmic diagnostic approach was used so that
the resulting estimate, which was standardised to
the 1991 population structure, could be compared
with futwre results. For CFAS I, investigators wsed an
identical diagnostic method to estimate the prevalence
of dementia in the UK in 2011. On the basis of the age

It is plausible that changes in health behaviour and
provision, including smoking cessation and improved
management of cardiovascular risk factors such as
hypertension, have prevented or delayed the onset
of dementia at a population level. The next questions
must be: how muoch further can we go in pursuit of
this preventive agenda? How many more cases can be
prevented? What dowe need to do to have the greatest
effect? These questions need empirical investigation
followed by purposeful strategqy formulation and
implementation.

A powerful message from these data' is that what
we as individuals and services do matters in terms of
dementia. The CFAS data point to substantial added
value from existing healthy lifestyle messages. They
suggest that lifestyle changes—eqg, in diet, exercise,
and smoking—might reduce the risk of dementia and
promote more general health and wellbeing. This
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The NEW ENGLAND JOURNAL of MEDICINE

ORIGINAL ARTICLE

Incidence of Dementia over Three Decades
in the Framingham Heart Study

Claudia L. Satizabal, Ph.D., Alexa S. Beiser, Ph.D., Vincent Chouraki, M.D., Ph.D.,
Genevigve Chéne, M.D., Ph.D., Carcle Dufouil, Ph.D., and Sudha Seshadri, M.D.

Table 2. Temporal Trends in the Incidence of Dementia.*

Total No. of
No. of Observation
Subtype Cases  Periods 5-Yr Cumulative Hazard Rate (95% CI)y 5-Yr Hazard Ratio (95% CI)i

Epoch 1 Epoch 2 Epoch 3 Epach 4 Epoch 2 Epoch 3 Epoch 4 Trendf

Overall dementia 371 36 2.8 2.2 2.0 078 0.62 056 0.80 <0001
(2.9-4.4) (22-3.5) (1.8-2.8) (15-2.6) | (059-1.04)  (0.47-0.83)  (041-077)  (0.72-0.80)

Alzheimer's disease 264 2.0 2.0 1.7 1.4 1.00 0.88 0.70 0.88 0.052
(1.5-2.6) (1.5-2.6) (1.3-2.3) (L0-19)  (0.70-1.43)  (0.62-1.25)  (0.48-1.03)  (0.77-1.00)

Vascular dementia B4 0.3 0.8 0.4 0.4 0.89 0.46 045 071 0.004
(0.6-13) (0.5-1.2) (0.2-0.7) (02-07)  (0.51-156)  (0.25-0.86)  (0.23-0.87)  (0.56-0.90)

[ The baseline examination period was between 1977 and 1983 for the first epoch, between 1986 and 1991 for the second epoch, between 1992 and 1998 for the third epoch, and between
2004 and 2008 for the fourth epoch.

he 5-year cumulative hazard rates (the cumulative incidence of dementia per 100 persons over a period of 5 years) are adjusted for age and sex.
-t The 5-year hazard ratios (the incidence of dementia during each epoch relative to the incidence during the first epoch) are adjusted for age and sex.
| We estimated linear trends (the decline per decade in the 5-year incidence of dementia) using the elapsed mean time (in decades) between the first epoch and each consecutive epoch.




Table 1. Baseline Characteristics.*

Epoch 1 Epoch 2 Epoch 3 Epoch 4 P Value
Characteristic (N=2457) (N=2135) (N=2333) (N=2090) for Trend
Age at entry (yr) =0.001
Mean 69+7 72+7 72+8 7249
Range e0—-389 60-96 60-101 60-101
Female sex (%6) 59 7 57 6 0.01
(age-adjusted,
<0.001)
Educational level (36) =0.001
Mo high school diploma 36 24 15 5
High school diploma 32 37 37 32
Some years of college 19 21 24 29
College degree 13 17 24 34
Positive for at least one APOE &4 allele (%6)1 22 21 21 21 0.47
(age-adjusted,
0.98)
Mean systolic blood pressure (mm Hg) 137+19 143122 138+20 131+18 =0.001
Mean diastolic blood pressure {(mm Hg) 76+10 77+11 7310 72+10 <0.001
Use of antihypertensive medication (%6) 33 43 44 62 <0.001
Smoking (%) 20 14 9 & =(0.001
Mean HDL cholesterol (mg/dl) 50+16 49+15 50+16 57+18 <0.001
Use of lipid-lowering agents (%) NA NA 12 43 <0.001
Mean body-mass indexj 26+4 27+5 27+5 2815 =0.001
Type 2 diabetes (36) 10 11 15 17 =0.001
Cardiovascular disease (%) 23 26 25 22 0.52
(age-adjusted,
<0.001)
Stroke (%) 3.6 3.3 3.8 3.1 0.51

(age-adjusted,
0.02)
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Original Research Article

An Estimate of Attributable Cases of
Alzheimer Disease and Vascular Dementia
due to Modifiable Risk Factors: The Impact of
Primary Prevention in Europe and in Italy

Flavia Mayer® Alessandra Di Pucchio? Eleonora Lacorte®
Ilaria Bacigalupo® Fabrizio Marzolini? Gianluigi Ferrante®
Valentina Minardi® Maria Masocco?® Marco CanevelliP
Teresa Di Fiandrac Nicola Vanacore®
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Obiettivi
Considerando 1 sette fattori di rischio noti,

I'obesita, la sedentarieta, il fumo, la depressione,
l'ipertensione, il diabete il basso livello di istruzione,

L'obiettivo dello studio e stato:
a) stimare, in Europa, il numero di casi di demenza Vascolare
(VaD) attribuibili ai potenziali fattori di rischio modificabili;

b) stimare, in Italia, a livello nazionale e regionale, il numero
di casi di demenza di Alzheimer (AD) e di VaD che
potrebbero essere evitati attraverso politiche di
prevenzione del fattori di rischio modificabili.
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Risultati

Risk Ratios for the seven lifestyle factors for AD and VaD, and shared
variance within each factor.

Rischio Relativo (95%Cl)

Fattori di Rischio Communality (%0)°

AD VaD
Diabete 1.46 (1.20-1.77) 2.28 (1.94-2.66) 50.9%
Ipertensione 1.61 (1.16-2.24) 1.59 (1.20-2.11) 65.0%
Obesita 1.60 (1.34-1.92) 1.33(1.02-1.75) 43.7%
Sedentarieta 1.82 (1.19-2.78) 1.61 (1.09-2.38) 49.0%
Depressione 1.65 (1.42-1.92) 2.92 (1.87-4.56) 37.4%
Fumo 1.59 (1.15-2.20) 1.26 (1.05—1.50) 58.1%
Basso livello di scolarizzazione 1.59 (1.35-1.86) 2.75(2.19-3.45) 45.6%

°Proporzione di varianza condivisa con gli altri 6 fattori di rischio
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Table 2: Estimate of the population attributable risk and number

of attributable cases in 2010 for AD and VaD in EUROPE.

Risk factor

Prevalence

(%)*

AD*

VaD

PAR (95%C])

Number (in
thousands) of
attributable cases in
2010 (95%C1)

PAR (95%C [)**

Number (in
thousands) of

attributable cases in

2010 (95%C1I)°

Total number (in thousands)
of attributable cases in 2010
for AD and VaD

Diabetes mellitus

Midlife hypertension
Midlife obesity

Physical inactivity
Depression

Smoking

Low educational attainment
Combined

Adjusted combined

6.9
12
7.2
31.0
18.5
26.6
26.6

3.1% (1.4-5.0)
6.8% (1.9-13.0)

4.1% (2.4-6.2)
20.3% (5.6-35.6)
10.7% (7.2-14.5)
13.6% (3.8-24.2)
13.6% (8.5-18.6)

54.0% (27.2-73.7)
31.4% (15.3-46.0)

222 (98-364)
492 (136-934)
299 (172-448)
1461 (401-2564)
774 (520-1049)
978 (277 1745)
978 (614- 1342)
389141950531 1)
3033 (1472-4332)

8.1% (6.1-10.3)
6.6%(2.3-11.8)
2.3% (0.1-5.1)
15.9% (2.7-30.0)
26.29% (13.9-39.7)
6.5% (1.3-11.7)
31.8% (24.0-39.5)
66.8% (42.5-83.0)
37.8% (21.2-52.5)

187 (141 - 237)
153 (54 - 271)

54 (3-118)

367 (63 - 691)
605 ( 320 - 916)
149 (30 - 271)
733 (555 - 910)

154

0Qn 016)

873 (488 - 1211

409
645
353
1828
1379
1127
1711
5432

*Estimats from Norton et al.2

** Estimated using prevalence from Norton et al. * and RR reported in table 1.
°Estimated multiplying PAR per numer of prevalent cases of VaD in Europe (=15.8 from Lobo et al. >* numer of total cases of dementia from Brookmeyer et al. °)
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Table 3. Prevalence of the 7 risk factors in the [talian regions

Italian regions Prevalence?, % PAR adjustet PAR adjustet
combined combined

condidering a

reduction of each risk

factor by 20%

obesity physical smoking symptoms of  hyper- diabetes low AD VaD AD VaD
inactivity depression tension educational
attainment

Abruzzo 10.9 5.2 455 52.2 39.1 45.7
Basilicata 31 51.7 57.8 45.2 51.4
Calabria 491 56.2 42.6 495
Campania 50.7 579 44.1 512
Emilia Romagna 25.78 43.1 51.8 36.8 45.3
Friuli Venezia Giulia 10.5 23.37 371 42.0 511 35.8 44.7
Lazio 9.5 36.94 296 440 50.3 37.7 43.8
Liguria 8.4 34.03 323 425 50.5 36.3 44.0
Lombardia E.Z 25.2 294 393 475 33.4 41.2
Marche 29.39 303 408 48.4 34.8 42.0
Molise _29.9? : 227 43.3 50.3 37.0 43.6
Piemonte _24.2 5.3 18.7 4.0 - 44.4 526 38.1 46.1
Province of Bolzano '?.E 12.84 23.9 4.5 15.6 21 3ve 49.1 321 43.2
Province of Trento 7.9 19.73 25.5 4.7 18.5 3.4 321 38.0 46.4 32.2 40.2
Puglia T - 4.0 20.0 48.6 56.1 42.1 49.6
Sardegna 10.1 30.69 27 20.8 46.2 56.4 39.8 499
Sicilia .3 21.0 492 56.7 42.6 50.1
Toscana 8.2 33.32 26 17.3 45 36.5 433 519 37.0 455
Umbria 10.2 25.36 _20 8 43 LRl 43.2 51.7 36.9 45.2
Valle d'Aosta 9.6 2777 25.2 5.7 17.2 3.0 38.9 42.0 50.8 35.9 44.5
Veneto 9.9 26.04 22.7 5.5 20.1 3.8 R i1 50.9 35.6 44.5
lcaly 10.5 36.8 26.4 6.0 19.8 4.7 36.5 45.2 531 38.9 46.6
Communality, %% 26.4 7.0 5.1 8.4 28.6 261 15.8

Red: worse than national value. Yellow: similar to national value, Green: better than national value.

T Source of the PASSI study [10], ime mterval between 2013 and 2016,




Table 4: Number of prevalent cases of AD and VaD on January 1, 2016 in each Italian region either assuming
no reduction in the distribution of risk factors, or assuming a 20% reduction in the distribution of risk factors.

AD VaD
Resident
Italian Regions pgzﬁll‘laglrc;/nljat condidering a reduction of each condidering a reduction of
2016 Prevalent cases at risk factor by 20%b6 Prevalent cases at each risk factor by 20%o
january 1, 2016 january 1, 2016
Prevalent cases Reduction Prevalent Reduction
cases
Abruzzo 1326513 15215 14247 -6.4% 4574 4277 _6.5%
Basilicata 573694 6231 5831 -6.4% 1879 1758 -6.5%
Calabria 1970521 19132 17878 -6.6% 5822 5433 6.7%
Campania 5850850 45341 42327 -6.6% 13917 12988 6.7%
Emilia Romagna 4448146 53310 49972 -6.3% 15946 14912 _6.5%
Friuli Venezia Giulia 1221218 15257 14315 -6.2% 4581 4287 _6.4%
Lazio 5888472 57529 53919 -6.3% 17457 16319 _6.5%
Liguria 1571053 22909 21497 -6.2% 6816 6376 _6.5%
Lombardia 10008349 102578 96501 -5.9% 31222 29246 -6.3%
Marche 1543752 19165 18007 -6.0% 5726 5362 -6.4%
Molise 312027 3813 3573 -6.3% 1137 1061 -6.7%
Piemonte 4404246 52641 49338 -6.3% 15971 14942 -6.4%
Province of Bolzano 520891 4701 4433 -5.7% 1428 1344 -5.9%
Province of Trento 538223 5643 5316 -5.8% 1685 1581 6.2%
Puglia 4077166 38498 35987 -6.5% 11763 11000 -6.5%
Sardegna 1658138 16602 15528 -6.5% 5066 4736 _6.5%
Sicilia 5074261 46818 43727 -6.6% 14273 13324 6.7%
Toscana 3744398 46566 43667 -6.2% 13965 13063 _6.5%
Umbria 891181 11333 10622 -6.3% 3384 3162 _6.5%
valle D'Aosta 127329 1386 1301 -6.1% 420 394 _6.3%
Veneto 4915123 -6.1% 91 _6.4%
Italy 60665551 636141 595605 -6.4% 192616 180026 _6.5%

n=40536 n=12590



e ApoE g4 Percentage reduction
if this risk is eliminated

8

Early life

% Less education

Midlife

Hearing loss

@ Hypertension
() Obesity

Qo Smoking

Depression
@ Physical inactivity Late life
@ Social isolation

Diabetes

Potentially
modifiable
35%

Potentially
non-modifiable
65%

Idee

ANJP

Relativerisk  Prevalence  Communality PAF Weighted
for dementia PAF*
(95% C1)

Early life (age <18 years)

Less education (none or 1-6 40-0% 64-6% 19-1% 7-5%

primary school only) (1-26-2.01)

Midlife (age 45-65 years)

Hypertension 1-6 8-9% 57-3% 5-1% 2-0%
(116-2-24)

Obesity 16 3-4% 60-4% 2-:0% 0-8%
(134-1.92)

Hearing loss 1.9 31-7% 46-1% 23-0% 9-1%
(138-2.73)

Later life (age >65 years)

Smoking 16 27-4% 511% 13-9% 5:5%
(1-15-2-20)

Depression 19 13-2% 58-6% 10-1% 4-0%
(1-55-2:33)

Physical inactivity 14 17-7% 26-6% 6-5% 2:6%
(116-1-67)

Social isolation 1-6 11-0% 45-9% 5.9% 23%
(132-1-85)

Diabetes 1.5 6-4% 70-3% 3-2% 1-2%
(1:33-1-79)

Data are relative risk (95% Cl) or %. Total weighted PAF adjusted for communality=35-0%. PAF=population attributable
fraction. *Weighted PAF is the relative contribution of each risk factor to the overall PAF when adjusted for communality.

Table 1: Potentially modifiable risk factors for dementia

Livingston G. Lancet. 2017;390(10113):2673-2734.




Idee

Latin America*

Early life

Low education
Midlife

Y

Later life

Hearing loss

Hyperten5|on
Obe5|ty

)

Smoking

7%
5% Depression
Physical inactivity

Social isolation  0-1%
3% Diabetes

Potentially
modifiable
56%

Percentage reduction in cases
° of dementia if this risk factor

is eliminated

India

Early life

Low education
Midlife

Hearl ng loss

S

6%  Smoking

Hypertensmn

Obesity

Depressmn 2%
2% Physical inactivity

Social isolation 2% .
2% - Diabetes Potentially

modifiable
41%

China
Early life

Low education
Midlife

Hearing loss
4%
6%  Hypertension

6%  Obesity
: 4%  Smoking
0-5%
Physical inactivity ~ 6% Depression

0.7%50cial isolation
59, Diabetes

Potentially
modifiable
40%

Mukadam M. Lancet Glob Health 2019;7:e596—-603




- rnnutrients MDPI

o

o DIETA

The Association between the Mediterranean Dietary

Pattern and Cognitive Health: A Systematic Review M EDITE RRAN EA

Yasmine S. Aridi * » Jacqueline L. Walker and Olivia R. L. Wright

School of Human Movement and MNutrition Sciences, The University of Queensland, Brisbane, QLD 4072,
Australia; jwalker3@ug.edu.au (J.L.W.); owright@ugedu.au (O.FE.L.W.)
* Correspondence: yvasmine.aridi@gmail.com; Tel.: +961-3-587-280

Received: 26 February 2017; Accepted: 25 June 2017; Published: 28 June 2017

haturites 127 (2019) 8294

Contents lists available at ScienceDirect — m‘"—!‘
Maturitas |
1 '_.J:T-ﬁ
CFVIFR journal homepage: www.elsevier.com/locate/matuntas

SONNO

Non-pharmacological treatments for sleep disturbance in mild cognitive
impairment and dementia: A systematic review and meta-analysis

s

Rénian O'Caoimh®"™%"" Helen Mannion®, Duygu Sezgin®, Mark R. O'Donovan®, Aaron Liew”,
D. William Molloy®

oo o o ST Sl I T
e Sciod carc” 100 T e 1 250aaateay | S 1 -5

Erviraornmental Health

INQUINAMENTO

Long-term exposure to air pollution and {{_!_.?_l

hospitalization for dementia in the Rome S ATMOSFERICO
longitudinal study

Frameoeas o Cerra’ ', Mamen Bere’, Olousdic Canarso® Aarira Doeedl |, Faods cheicos . Farceas Formssere™™ ared

(== 0 = =y



1440
w;t‘

D/PD 2019

internationa

Alzheimer's and Parkinson’s Diseases

March 26 - 31, 2019 Lisbon, Portugal

20% Alzheimer Europe Conference
ABIDE PROJECT Lifestyle for Brain Health

biomarcatori (LIBRA) The Hague, Netherlands

v o— 2325 October 2019

-

e i e = P e e et Gt S, YVveS e iadmen i e A A e Ol rag O X ooy e s B 2N

...........................




Intematonal Jourmal of

RESEARCH ARTICLE Geriatric Psychiatry

Lifestyle for Brain Health (LIBRA): a new model for
dementia prevention

[)]5:1] G. Schiepers', ‘:t’haanan Kohler', Kay chkt‘ﬁ Kate Irving”™’ (.ﬂthfl’]ﬂt‘fk O’Donnell’, Mar r]:m van den
Akker*, Frans R. J. Vfrhf:} , Stephanie J. B. Vos!, Mar]nlf:m E. de Vugt and Martin P. ]. van Euﬂt‘]

'School for Mental Health and Neuroscience, Alzheimer Center Limburg, Maastricht University, Maastricht, The Netherlands
"iclmnl of Nursing and Human Sciences, Dublin City University, Dublin, Ireland

*General Practice and Primary Care, Institute of Health and Wellbeing, University of Glasgow, Glasgow, UK

"Department of General Practice, Maastricht University, Maastricht, The Netherlands

Correspondence to: M. P. J. van Boxtel, E-mail: martin.vanboxtel@maastrichtuniversity.nl




Table 1 Algonthm for caleulating individual Lifestyle for Brain Health (LIBRA) score®

Modifiable risk factor Relative risk (RR) Ln (RRYbeta weight Score Available in MAAS
Low/moderate alcohol consumption 0.74 —0.30 (reference) —-1.0 +
Coronary heart disease 1.36 0.31 +1.0 +
Physical inactivity 1.39 0.33 +1.1 +
Renal dysfunction 1.39 0.33 +1.1 +
Diabetes 1.47 0.39 +1.3 +
High cholesteral 1.54 0.43 +1.4 +
Smoking 1.59 0.46 +1.5 +
Obesity 1.60 0.47 +1.6 +
Hypertension 1.61 0.48 +16 +
Mediterranean diet 0.60 0.51 +1.7 —
Depression 1.85 0.2 +2.1 +
High cognitive activity 0.38 -0.97 -32 +
Low unsaturated fat intake® — — — —

Note: Ln, natral loganthm; MAAS, Maastncht Ageing Study.

“LIBRA score represents the sum of the scores assigned to the mdividual nsk factors.

bRR not available from mem-an :al}'!-;r:t-;_

Model 1: LUIBRA score based on modifiable risk factors
only. The LIBRA scores ranged from —4.2 (protec-
tive) to 9.2 (risk) with a mean of 1.5 and a standard
deviation of 2.5 (Table 2). Individual risk scores dif-

Note: Values are presented as » (%), mean (SD), or median (range).

“p-value for the difference between participants with dementa and non-demented individuals.

"Model 1, Lifestyle for Brain Health (LIBRA) score (modifiable nisk facrors only); model 2, LIBRA score + educaoon; model 3, LIBRA score +

educaton, age, and sex.




DAL RISCHIO DI POPOLAZIONE A QUELLO INDIVIDUALE:

CARTE DEL RISCHIO COGNITIVO ?

D.E. Barnes, PhD, MPH

K.E. Cﬂvinsky, MDD,
MPH

R.A. Whitmer, PhD

L.H. Kuller, MD, DiPH

O.L. Lopez, MDD

K. Yaffe, MD

Predicting risk of dementia in older adults

The late-life dementia risk index
-

ABSTRACT

Objective: To develop a late-life dementia risk index that can accurately stratify older adults into
those with a low, moderate, or high risk of developing dementia within & years.

Methods: Subjects were 3,37 5 participants in the Cardiovascular Health Cognition Study without
evidence of dementia at baseline. We used logistic regression to identify those factors most pre-
dictive of developing incident dementia within & years and developed a point system based on the
|OﬂI'StI'C reﬁression coefficients.

Table 2 The late-life dementia risk index

Characteristic

Age 75-TYy"

Age BO-100y"

Loww 3MST

Low DSST

BMI =18.5

=1 APOE =4 allale

MRl white matter diseasa (grade =3)
MRI enlarged ventricles [grade =4)

Intarnal carotld artery thicknass
=22 mm

History of coronary bypass
surgery

Time to put on and button shirt
=45 5

Lack of alcohol consumption
Possible rangea
c Statlstc (852 Cl)

§

(S U R Y (VI VI VR V=

1

otwils

081 (0. 78—0.83)

Figure Calibration of the late-life dementia

risk index
100+
80- —+— Actual
..m -+ Predicted

e 1]
o 2o
|| 1

Percent dementia
%]
=

01234567 89101112
Late-life demeantia risk index score




2 The architecture

of diagnostic research
DAVID L SACKET'T, R BRIAN HAYNES

NOMOGRAMMA DI FAGAN

THE EVIDENCE BASE OF CLINICAL DIAGNOSIS

However, if the patient has a different pretest likelthood, say 50%, then
either the table must be reconstructed for this higher figure, or the pretest
probability needs to be converted to a pretest odds (50% 1s a pretest odds
of (1-0.5)/0.5=1), and then multiplied by the likelihood ratio for the
test result (5.1 1n this case), giving a post-test odds of 5.1, which then can
be converted back mto a post-test probability of 5.1/(145.1) =84%.
These calculations are rendered unnecessary by using a nomogram, as in
Figure 2.1.




The Medical Literature

Users’ Guides to the Medical Literature

lll. How to Use an Article About a Diagnostic Test

B. What Are the Results and Will They Help Me
in Caring for My Patients?

Roman Jasschke, MD, M5c; Gordon H. Guyatt, MD, MSc; David L. Sackett, MD, MSc;
for the Evidence-Based Medicine Working Group

INTERPRETAZIONE DEL RAPPORTO DI VEROSIMIGLIANZA*
(LR, likelihood ratio)

LR positivo: probabilita che il test sia positivo in persone malate rispetto alla probabilita che
sia positivo in persone sane = sensibilita/ (1- specificita)

(piu & elevato maggiore & la probabilita di malattia)

LR negativo: probabilitd che il test sia negativo in persone malate rispetto alla probabilita che
sia negativo in persone sane = (1- specificita)/ sensibilita

(piu & basso minore & la probabilita di malattia)

LR positivo LR negativo Cambiamento della Risultato
probabilita di malattia
— > 10 <0.1 grande conclusivo
5-10 0.1-0.2 moderato moderatamente utile
2-5 0.2-0.5 piccolo a volte utile
<2 >0.5 minimao raramente utile
1 1 nessuno non utile

(*) Modificato da: Small-for-Gestational-Age Fetus, Investigation and Management. RCOG
guideline n.31. RCOG: London, UK; 2002




NOMOGRAMMA
DI FAGAN

Pre test=50%

01— —99

60 1~ 0.05 15
70— 0.02
1 0.01 -
80 0.005 -2
90 0.002 - 1y
95 | A1
0.001 0.5
102
g9 L L p1
Pretest Likelihood Post-test
probability ratio probability

Figure 2.1 Nomogram for converting pretest likelihoods (left column) to post-test
likelihoods (right column) by drawing a straight line from the pretest likelihood
through the likelihood ratio for the test result.

LR =10 Post test = 92%
LR =5 Post test = 84%

LR =1 Post test = 55%



USO DEI NOMOGRAMMI NELL'AMBITO
DELLA DEMENZA/MCI

Prediction Model of Conversion

to Dementia Risk in Subjects with
Amnestic Mild Cognitive Impairment:
A Longitudinal, Multi-Center
Clinic-Based Study

Hyemin Jang?, Byoung Seok Ye®*, Sookyoung Woo®, Sun Woo Kim®, Juhee Chin®,
Seong Hye Choi?, Jee Hyang Jeong®, Soo Jin Yoon', Bora Yoon?, Kyung Won Park®,
Yun Jeong Hong", Hee Jin Kim*, Samuel N. Lockhart’, Duk L. Na* and Sang Won Seo™*

Korea

PDepariment of Newrology, Sungbvunkwan University Scheol of Medicine, Samsung Medical Center, Seoul,

Tabde |

Demographic and climical charsctenstics of the subjects

Model | Model 2
Trainimg set Valsdation sai Traiming set Validatson set
(n=222) (n=116} (n=167) {(n=T5)
Ape T14+73 TILE+74 T5+73 TLALTE
Female, n (%) 141 (63.5) 80 (69,00 109 {65.3) 530707
Education
=0y 129 (58.1) 64 155.2) 103 (61.7) 467613}
RMI
=185 &<23 T (35.6) 38(I18) &l (36.5) 27 (3500
<85 1114.9) Ti60) 0(3.4) TR
=11 &<25 a1 (37.5) 26T 43(258) (X 3)
=15 TH32 40(14.5) 54(313) 200267}
aMICl type. m (%)
Modality
Visual 42(13.4) 22401900 40039 14 (18.7)
Verbal 4526.1) 30035.9) 003.9) 18 (24.00
Haoth 135 (50.5) 64 (55.2) ET(52.1) 43(573)
Sevenity
Early stage ST 31427.6) 41 (24 5) 18 (24.00
Late stage 165 (74.3) B(T14) 126 (75:5) 57 (76,00
Multiplicity
Single S124.8) 31426T) 41 (245 20(26.T)
Multple 174(75.2) 850733 136 (755) 550733)
APOES
Carrier NA NA 10 415) 4015333
ADD conversion
Yes 130 (58.6) TRI6T.2) 059.3) 51068100

BMI, body mass index (kg/m); aMC1, amnestic mild cognitive impairment; ADD, Altheimer's disease dementia.




Tabde 2
Multrvanable amalysas of clingcal and mewropsyehological factors associated with conversson to demssntia

MWaode| | Miodel 2

(R (65%5% Cl) Paoinis® (R (5% CT) Poinis®
Age 113 {1.05-1.15) -1 O L 10 (1051 16) - 100}
Modality
YWisual Fef i Fef i
Yerbal 1.E2 (0 70—4.21) 14 250 (0. TT-8.10) 23
Eoth 4. 30 (1 25-9.4T) 35 B.21 (2. 15-7.90) qT
Severily
Eady stage Hef i
Lake siape 215 {1 .06—4.34) 18
Multiplicity
single Fef i Fef i}
Multiple 360 (1. TE-7.29) 31 258 (111601 24
APOES MNA
Mon-cafrier Fef i
Carrier 4. 71 (2. 12-10.49) 44

“The total points made from the sum of each poani indicade the overall sk score.

Jang et al 2017




Point 0 10 20 30 40 50 70 80 90 100  Point 0 1|u 2.0 30 4|0 50 EP ?'Io BP glo 100
age I I 1 1 T I I I | 1 age ] I ] I ] I ] | 1
45 50 55 60 65 70 75 80 85 a0 50 55 60 65 70 75 80 85 90
Verbal Bath Verbal Bath
Modality 1 : ' Modality r ! !
Wisual Visual
Late Multiple
Severity — Multiplicity r :
Early Single
Multiple Yes
Multiplicity _ 1 ' APOE . '
ultiplicity Single Mo
TotalPoint m——T 7 T T T T T T T T T T[T T[T T Total Point | B B B BN B L N BN L LR BN B L R |
] 20 40 60 80 100 120 140 160 180 0 20 40 80 B0 100 120 140 180 180 200 220
Predicted probability r : — r s Predicted probability : — .
for dementia conversion  0.05 0.1 02 03040506 07 08 09 095 fordementia conversion 005 01 02 0304050607 08 09 095

Fig. 1. Nomogram.

Table 3

Risk of dementia conversion for low, intermediate and high-risk individuals according to the dementia risk score

Low risk profile Intermediate risk profile High risk profile
Risk score 0 107 184
Age 45 years 65 years 90 years
Visual/Verbal/Both aMCI Visual aMClI Verbal aMCI Both aMCI
Early versus Late stage aMClI Early stage aMCI Late stage aMCI Late stage aMCI
Single versus Multiple aMCI Single aMCI Multiple aMCI Multiple aMCI
Risk of dementia <5% 50% >95%
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Action areas

15. The global action plan comprises seven action areas, which form the
underlying structural framework:

Dementia as a Dementia awareness Dementia
public health priority and friendliness risk reduction

Support for Information systems Dementia research
dementia carers for dementia and innovation

Dementia diagnosis,
treatment, care and
support
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EVIDENCE PROFILES

Physical activity interventions
Tobacco cessation interventions
MNutritional interventions

Interventions for alcohol use disorder
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Cognitive interventions

Social activity

Weight management
Management of hypertension
Management of diabetes

Management of dyslipidaemia
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World Health
Organization

Management of hearing loss

.':ﬂ'p )i'
\ f ‘”‘ W




GUIDELINE DEVELOPMENT
METHODS

The process of development of these guidelines
followed the WHO handbook for guideline development
and involved:

1) recruitment of the guideline development
group (GDG);

2) declaration of interest by GDG members and peer
[EVIeWers,

3) scoping review to formulate questions and select
outcomes;

4) identfication, appraisal and synthesis of available
evidence:

5) formulation of recommendations with inputs from
a wide range of stakeholders; and

b) preparation of docurmnents and plans for
dissemination.

The GLCHG, an intermational group of experts, provided
input into the scope of the guidelines and assisted the
steering group in developing the key gquestions. A total
of 12 FICO (population, intervention, comparison and
outoome) questons were dewveloped.

To address the PICO questions, a series of searches
for systematic reviews was conducted and Grading of
Recommendations Assessment, Developrment and
Evaluation (GRADE) evidencoe profiles prepared.
During a meeting at WHO headguarters in Geneva,
2-3 July 2018, the GDMz discussed the evidence, sought
clarifications and interpreted the findings in order to
develop recommendations. The GDMG considered the
balance of benefit and harm of each intervention;
values and preferences; costs and resource use; and
other relevant practical issues for providers in LMIC.

When making a strong recommendation, the GDG

was confident that the desirable effects of the inter-
vention outweigh amy undesirable effects. When the
GDG was uncertain about the balance between the
desirable and undesirable effects, the GDG issued a
conditional recommendation. Strong recommenda-

tlons imply that most individuals would want the _

interventicn and should receive it, while conditional
recommendatlons imply that different choices may

be appropriate for individual patents and they may
require assistance at arriving at management decisions.
The GG members reached a unanimous agreement
on all the recommendations and ratings.




Physical activity
interventions

Physical activity should be recommended to adults with normal cognition to reduce the
risk of cognitive decline,

Quality of evidence; moderate

Strength of the recommendation: strong

Physical activity may be recommended to adults with mild cognitive impairment to
reduce the risk of cognitive decline,

Quality of evidence; low

Strength of the recommendation: conditional

Tobacco cessation
interventions

Interventions for tobacco cessation should be offered to adults who use tobacco since they
may reduce the risk of cognitive decline and dementia in addition to other health benefits,
Quality of evidence: low

Strength of the recommendation: strang

Nutritional
interventions

The Mediterranean-like dist may be recommended to adults with normal cognition and
mild cognitive impairment to reduce the risk of cognitive decline and/or dementia,
Quality of evidence: moderate

Strength of the recommendation: conditional

A healthy, balanced diet should be recommended to all adults based on WHO
recommendations on healthy diet,

Quality of evidence; low to high {for different dietary components)
Strength of the recommendation: conditional

Vitamins B and E, polyunsaturated fatty acids and multi-complex supplementation
should not be recommended to reduce the risk of cognitive decline and/or dementia.
Quality of evidence: moderate

Strength of the recommendation: strong

Interventions for
alcohol use disorder

Cognitive
interventions

Social activity

Interventions aimed at reducing or ceasing hazardous and harmful drinking should
be offered to adults with normal cognition and mild cognitive impairment to reduce
the risk of cognitive decline and/or dementia in addition to other health benefits,
Quality of evidence: moderate (for observational evidence)

Strength of the recommendation: conditional

Cognitive training may be offered to older adults with normal cognition and with mild
cognitive impairment to reduce the risk of cognitive decline and/or dementia.

Quality of evidence: very low to low

Strength of the recommendation: conditional

There is insufficient evidence for social activity and reduction of risk of cognitive
decline/dementia.

Social participation and social support are strongly connected to good health and well-
being throughout life and social inclusion should be supported over the life-course,




Weight
management

Management of
hypertension

Management of
diabetes mellitus

Interventions for mid-life overweight and/or obesity may be offered to reduce the risk
of cognitive decline and/or dementia,

Quality of evidence: low to moderate

Strength of the recommendation: conditional

Management of hypertension should be offered to adults with hypertension according
to existing WHO guidelines,

Quality of evidence: low to high (for different interventions)

Strength of the recommendation: strong

Management of hypertension may be offered to adults with hypertension to reduce the
risk of cognitive decline and/or dementia,

Quality of evidence: very low (in relation to dementio outcomes)

Strength of the recommendation: conditional

The management of diabetes in the form of medications and/or lifestyle interventions
should be offered to adults with diabetes according to existing WHO guidelines,
Quality of evidence: very low to moderate (for different interventions)

Strength of the recommendation: strong

The management of diabetes may be offered to adults with diabetes to reduce the risk of
cognitive decline and/or dementia,

Quality of evidence: very low

Strength of the recommendation: conditional

Management of
dyslipidaemia

Management of dyslipidaemia at mid-life may be offered to reduce the risk of cognitive
decline and dementia.

Quality of evidence: low

Strength of the recommendaotion: conditiomal

Management of
depression

There is currently insufficient evidence to recommend the use of antidepressant medicines
for reducing the risk of cognitive decline and/or dementia,

The management of depression in the form of antidepressants and/or psychological
interventions should be provided to adults with depression according to existing WHO
mhGAP guidelines.

Management of
hearing loss

There is insufficient evidence to recommend use of hearing aids to reduce the risk of
cognitive decline and/or dementia.

Screening followed by provision of hearing aids should be offered to older people for
timely identification and management of hearing loss as recommended in the WHO ICOPE
guidelines,




PRESIDENZA

DEL CONSIGLIO DEI MINISTRI
CONFERENZA UNIFICATA

PROVVEDIMENTO 30 ottobre 2014. ALLEGATO A)

Accordo, ai sensi dell’articolo 9, comma 2, lett. ¢) del de-
creto legislativo 28 agosto 1997, n. 281, tra il Governo, le
regioni e le province autonome di Trento e di Bolzano, le

province, i comuni e le comunita montane sul documento . 4 2% . o - e :
recante: «Piano nazionale demenze - Strategie per la promo- PIANO NAZIONALE DEMENZE — S'IR.»\I'I-({H- PER LA PROMOZIONE
zione ed il miglioramento della qualita e dell’appropriatez- ED IL MIGLIORAMENTO DELLA QUALITA E DELL APPROPRIATEZZA DEGLI
za degli interventi assistenziali nel settore delle demenze». INTERVENTI ASSISTENZIALI NEL SETTORE DELLE DEMENZE

(Rep. atti n. 135/CU).

LA CONFERENZA UNIFICATA

Nell’odierna seduta del 30 ottobre 2014:

OBIETTIVO 3
Implementazione di strategie ed interventi per
I'appropriatezza delle cure

Obiettivo 3: Implementazione di strategie ed interventi per appropriatezza delle cure
* Migliorare la capacita del SSN nell’erogare e monitorare i Servizi, attraverso
I'individuazione e I'attuazione di strategie che perseguano la razionalizzazione dell’offerta
e che Iulilizzinn metodologie di lavoro basate soprattutto sull appropriatezza delle
prestazioni erogate

* Migliorare la qualita dell’assistenza delle persone con demenza al proprio domicilio,
presso le strutture residenziali e semiresidenziali e in tutte le fasi di malattia

¢ Promuovere |'appropriatezza nell’uso dei farmaci, delle tecnologie e degli interventi
psico-sociali




ALLEGATO A)

PIANO NAZIONALE DEMENZE — STRATEGIE PER LA PROMOZIONE
ED IL MIGLIORAMENTO DELLA QUALITA E DELL’APPROPRIATEZZA DEGLI
INTERVENTI ASSISTENZIALI NEL SETTORE DELLE DEMENZE

Z1ON1
3.1 Sviluppo di Linee Guida e documenti di consenso

3.1.1 Sviluppo delle Linee Guida (LG) che si rendano ne-
cessarie nel panorama della promozione di corrette pratiche preven-
tive ¢ clinico-assistenziali basate sulle evidenze scientifiche, con
attenzione alle aree di particolare criticita;

3.1.2 Elaborazione di tali LG nell’ambito del Sistema na-
zionale linee guida (SNLG). con il coinvolgimento di tutti gh attors
istituzionali (Ministero della salute, Istituto Superiore di sanita, Re-

gioni, AGENAS) ¢ la collaborazione delle maggiori Associazioni di
pazienti ¢ familian ¢ delle principalt Societa scientifiche;

3.1.3 Monitoraggio della diffusione e dell'imrlcmcmazio-
1

ne delle LG, nonché dell’aderenza ad esse, effettuato a
nale attraverso 1'uso di indicator: condivisi:

3.1.4 Formulazione ¢ approvazione di ulteriori document
di consenso che, pur non configurandos: come LG perché pertinenti
ad arce di maggiore incertezza, siano comungue ritenuti utili stru-
menti di appropriatezza € qualita:

vello regio-
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MINISTERO DELLA SALUTE

DECEETO 27 febbraio 2018.

Istituzione del Sistema Nazionale Linee Guida (SNLG).

IL MINISTRO DELLA SALUTE

salute», con specifico riferimento all’art. 11, comma 1,
lettera a);

Ritenuto. pertanto, di provvedere, ai sensi del predetto
art. 5, comma 3, all’individuazione dei compiti e delle
funzioni del Sistema nazionale per le linee guida (SNLG);

Acquisita I'Intesa in sede di Conferenza permanente

per i rapporti tra lo Stato. le regioni ¢ le province auto-
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Insufficienza Renale
Malattia di Parkinson
Psoriasi

Taglio Cesareo

9. Antimicrobial stewardship
10. Bronchite cronica ostruttiva
11. Cardiopatia ischemica

13. Diabete

14. Frattura di femore

15. Inferioni correlate all’assistenza
16. Ipertensione arteriosa

17. Malattie cerebrovascolari

Disturbi dello spettro autistico
Dasturbi specifici dell’ apprendimento
Gravidanza fisiologica

HIV/AIDS

Giornale Italiano di Nefrologia

Primiano lannone, Daniela Coclite, Antonello Napoletano, Alice Fauci, Giuseppe
Graziano, Laura lacorossi, Daniela D’Angelo

Centro Nazionale Eccellenza Clinica, Qualita e Sicurezza delle Cure (CNEC),
Istituto Superiore di Sanita

18. Obesita
19. Scompenso cardiaco
20. Trauma maggiore

21. Neoplasie: colon, mammella, stomaco, pancreas, polmone

22, Vaccinazione operatori sanitari
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< LG del NICE tradotta dalla Fondazione
evidence lotta d

open access journal published by the GIMBE Foundation

-
Best Practice OPENaACCESS

Linee guida per la diagnosi, il trattamento e il supporto
dei pazienti affetti da demenza

Antonino Cartabellotta!’, Roberto Eleopra?, Simone Quintana?®, Luca Pingani®, Carlo Ferrarese®, Fabrizio Starace®,

Marco Masina’, Gianluigi Mancardi®
‘Medico, Fondazione GIMBE, *Medico, Fondazione IRCCS Istituto Neurologico Carlo Besta, *Medico, Scuola di Specializzazione in Neurologia, Uni-

versita di Parma, *Tecnico della riabilitazione psichiatrica, Azienda USL di Reggio Emilia, *Medico, Universita degli Studi di Milano Bicocca, *Medico

Novembre 2018 | Volume 10 | Issue 10

Disclaimer. I Le LG internazionali non sono assimilabili alla LG
SNLG ai fini della L. 24/2017 in quanto non elaborate dai soggetti
ex art 5 comma 1. Inoltre pur provenendo, da fonti alto livello
scientifico, tali LG possono tuttavia , contenere raccomandazioni e
consigli clinici non_direttamente applicabili_al contesto sanitario

italiano _e/o non_ compatibili_con le disposizioni di leqgge, i
regolamenti degli ordini_professionali o i provvedimenti delle

agenzie regolatorie italiane.
Pertanto, i lettori sono invitati a considerare attentamente questa

eventualita e a verificare la possibilita di adottare o adattare le
raccomandazioni al contesto nazionale




PRESIDENZA
DEL CONSIGLIO DEI MINISTRI

CONFERENZA UNIFICATA

PROVVEDIMENTO 30 ottobre 2014.

| ||
I I a n o N a z I O n a e Accordo, ai sensi dell’articolo 9, comma 2, lett. ¢) del de-
creto legislativo 28 agosto 1997, n. 281, tra il Governo, le

regioni e le province autonome di Trento e di Bolzano, le
province, i comuni e le comunita montane sul documento

recante: «Piano nazionale demenze - Strategie per la promo-
zione ed il miglioramento della qualita e dell’appropriatez-
za degli interventi assistenziali nel settore delle demenze».

(Rep. atti n. 135/CU).
LA CONFERENZA UNIFICATA

Nell’odierna seduta del 30 ottobre 2014:

OBIETTIVO 1
Interventi e misure di Politica
sanitaria e socio-sanitaria

Azioni;
[.1. Promozione di strategie per la prevenzione primaria ¢
secondaria,
13-1-2015 GAZZETTA UFFICIALE DELLA REPUBBLICA ITALIANA Serie generale - n. 9




I PIANI NAZIONALI DEMENZA

PRESIDENZA
DEL CONSIGLIO DEI MINISTRI

CONFERENZA UNIFICATA

PROVVEDIMENTO 30 ottobre 2014.

Accordo, ai sensi dell’articolo 9, comma 2, lett. ¢) del de-
creto legislativo 28 agosto 1997, n. 281, tra il Governo, le
regioni e le province autonome di Trento e di Bolzano, le
province, i comuni e le comunita montane sul documento
recante: «Piano nazionale demenze - Strategie per la promo-
zione ed il miglioramento della qualita e dell’appropriatez-
za degli interventi assistenziali nel settore delle demenze>.
(Rep. atti n. 135/CU).

LA CONFERENZA UNIFICATA

Nell’odierna seduta del 30 ottobre 2014:

IMPROVING DEMENTIA CARE WORLDWIDE

IDEAS AND ADVICE
ON DEVELOPING
AND IMPLEMENTING

" A NATIONAL

DEMENTIA PLAN

bupa.com/dementia
alz.co.uk
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Al 14 novembre hanno firmato 116.000 persone
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Piano Nazionale
della Prevenzione

2014-2018

Piano Nazionale
della Prevenzione

All'attuale nlevante peso epidemiologico, soctale ed economico delle malattie croniche, peraltro, s1 deve
aggungere la previsione di aumento ner prossimi anni legata all'mnalzamento dell’efa media della
popolazione ¢ all' incremento della popolazione globale. Si stima che nel 2050 la numerosita delle persone di
eta supenriore 1 60 anni sard globalmente mtomo a1 2 miliardi. Linvecehamento della popolazione sta
celermente procedendo non solo ne1 Paesi ad alto reddito, ma anche n quelli a medio e basso reddito. Un
effetto negativo di tale fenomeno ¢é costituito dall’aumento della disabilitd legata a malattie croniche non
frasmissibili ¢ del numero di soggetti con ndotta autonomua, scarsa inclusione sociale e munore
partecipazione alla vita attva. Inoltre, al crescere delleta nsulta crescere m modo esponenziale 1l numero
delle persone affette da demenza.

Finanziamento

un appostto finanziamento (complessivamente, 440 milioni, di cui 240 quale “vincolo d'wso” sulla
quota del nparto CIPE destmata al raggungimento degl obiettvi dal Prano samitanio nazionale - a

sensi dell'articolo 1, comma 34, della legge 27 dicembre 1992, n. 662 - ¢ 1 restanti 200 derrvant
dalla quota indistinta del fondo sanitarto regionale);




