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Fin dal mio arrivo al
Policlinico San Marco di
Zingonia (anno 2002)
ho attivato un piano
per le demenze da cui
sono nate alcune iniziative
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Studio delle funzioni cognitive
in ValSeriana Superiore
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Background

* In tutto Il mondo la vita media si sta allungando

* di conseguenza aumentano patologie collegate all’'eta, un
tempo di nicchia

e una patologia in grande espansione € la malattia di Alzheimer,
la cui prevalenza tende ora a raggiungere il 5 per mille della
popolazione generale
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Scopo dello studio

Effettuare il rilevamento di un test generale
delle funzioni cognitive in un’area geografica
ben definita e con popolazione stabile

s,
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Disegno dello studio

« MMG

 Ambo sessi

« Eta 55 - 89 anni

* Rilevamento stato sociale e fattori di rischio vascolare
* MiniMental State

s,
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| MMG partecipanti sono stati
Istruiti da personale specializzato
sulla somministrazione del MMSE

Sono stati scelti due giorni consecutivi della prima
settimana di un mese per due mesi

—““



tipo di analisi

» assumendo MMSE “ quasi lineare
* test di correlazione
* significativita p < 0.05



MMG e popolazione

* 43 MMG per 43350 abitanti
* hanno partecipato 16 MMG/16750 abitants
» 3-53 schede per singolo MMG

pasTETE,e
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Baiguini F.
Zamboni F.
Pacchioni G.
Milana V.
Seghezzi A.
Tomasoni G.
Pistacchio G.
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Filisetti G.
Baronchelli B.
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Scano C.
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Caratteristiche della popolazione 1

N\ 355

« Eta 50-89 media 70.7, mediana 71
 Eta > 65 260 (73.2%)

* Maschi 146 (41.1%)
 Femmine 209 (58.9%)

s,



Caratteristiche della popolazione 2

* N 355
* single 9 (27.9%)
* scuola <9 anni 317 (90.4%)
« farm. antidep. 102 (26.7%)
» famil.demenza 8 (16.3%)
* fumatori 159 (

44.8%)

0




Caratteristiche della popolazione 3

I\ 355

* ipertensione 237 (66.8%)
 diabete m. 63 (17.7%)
* colesterolo 93 (26.2%)
» fa 31 ( 8.7%)
* ima 25 ( 7.0%)

16 ( 4.5%




MMSE

« Eta < .001 -
» famil.dem. < .01 -
* scuola < .001
 vitanonsingle < .001

nessuna relazione con i fattori “ vascolari
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Conclusioni

 MMSE associato a fattori sociali e ereditari
* solo FA tra i fattori vascolari per MMSE bassi
« MMG ottimo strumento di controllo del territorio

s,



Postilla

guesto lavoro e stato reso possibile grazie

all'indispensabile contributo e spinta di :

1. Associazione Alzheimer Bergamo

2. ASL di Bergamo che aveva messo la malattia di
Alzheimer al 2* posto degli obiettivi,

3. Sindaco del Comune di Clusone, Dr. Guido Giudici

4. Lion club Valle Seriana



Due Obiettivi
1. ridurre il carico di ricovero

ospedaliero per demenza
2. studiare forme «rare» di demenza



Risultati
1. ospedalizzazioni
2. forme rare



Risultati
1. ospedalizzazioni
2. forme rare
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Ricoveri totali UO
N =1931

CRITERI :
SCHEDE SDO 14-22-3* DIAGNOSI

ICDO9CM 331.* N =83
ICDO9CM 333.* N=13




Cause di ospedalizzazione
diverse dalla malattia demenziale

331.* 333.*
Trauma cranico 10 2
Stroke ischemico 10 1
Emorragia cerebrale 3
Crisi epilettiche 9
Agitazione/confusione 6 3
Polmoniti/Sepsi 4 2



CONCLUSIONI

1. 1 RICOVERI ASSOCIATI A 331.*-333.*
RAPPRESENTANO ANCORA IL 5% DEL TOTALE

2 PIU’DELLA META’ SONO CAUSATI DA
PROBLEMI ACUTI AL DI FUORI DELLA

3. UNA QUOTA DEI RICOVERI SONO LEGATI ALLE BPSD
3. LA MAGGIORANZA SONO DAT/SDAT




BPSD (1994)
altrimenti dette anomalie
neuropsichiatriche delle demenze
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Treatment of behavioral and psychological symptoms
of dementia: a systematic review

Ulrich W. Preuss!, Jessica W.M. Wong?2, Gabriele Koller?

1Vitos-Klinik Herborn Psychiatry und Psychotherapy, Department of Psychiatry, Psychotherapy,
Psychosomatics, Martin-Luther-University Halle-Wittenberg

2Klinik Eschenburg, Eschenburg

3Department of Psychiatry and Psychotherapy, Ludwig-Maximilians-University,
Munich, Campus City Center

Summary

BPSD (Behavioral and Psychological Symptoms in Dementia) affects virtually all patients
with dementia. The aim of this review is to present information on epidemiology, consequences
and evidence-based non-pharmacological and pharmacological treatment approaches. The re-
view also covers recent literature derived from a systematic literature Medline search on
BPSD. Results indicate that BPSD are major risk factors for an earlier placement of affected
individuals in nursing homes and a potentially more severe course of dementia over time.
Treatment of BPSD is complex and includes both strategies.

Key words: dementia, BPSD, treatment

Introduction

The term BPSD (Behavioral and Psychological Symptoms in Dementia) was
proposed in 1994. The International Psychogeriatric Association (IPA) proposed and
elaborated this concept [1], BPSD have been well documented among patients with
several types of dementia, including Alzheimer’s disease (AD), vascular dementia
(VaD), Parkinson’s disease with dementia (PDD), frontotemporal lobe degeneration
(FTLD), and more recently mild cognitive impairment (MCI) [2-5]. BPSD include a va-
riety of symptoms like agitation, depression, apathy, repetitive questioning, psychosis,
aggression, sleep problems, wandering, and a variety of inappropriate behaviors. One
or more of these symptoms will affect the vast majority of individuals with
dementia over the course of their illness [6].

Sono la causa piu frequente di istituzionalizzazione


http://www.psychiatriapolska.pl/
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The British Journal of Psychiatry (2009)
194, 212-219. doi:_10.1192/bjp.bp.108.049619
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Prevalence, correlates and course of behavioural and

psychological symptoms of dementia

in the population!
Council Cognitive Function and Ageing Study

Background
Behavioural and psychological symptoms of dementia BPSD)
are major contributors to the burden of dementia.

Aims

To describe the prevalence, correlates and course of BPSD in
the population of England and Wales.

Method

The prevalence of 12 symptoms was estimated in 587

participants with dementia and 2050 participants without

ageing. The effect of risk factors and the factor structure
were estimated using 1782 interviews provided by
with dementia throughout the study.

Results
Each symptom apart from sleeping problems was more
in the population with dementia. The co-occurrence

dementia as part of a population-based longitudinal study of

George M. Sawva,* Julia Zaccai,* Fiona E.Matthews, Julie E Davidson, lan McKeith, Carol Brayne, of behalf of the Medical Research

of the symptoms was explained by a four-factor solution,
corresponding to psychosis/apathy, depression/anxiety,
irritability/persecution and wandering/sleep problems.
Psychosis occurred more frequently with declining cognition.

Anxiety and depression were more common in younger

individuals and in those with poor self-reported health.
Persistence varied between symptoms.

Conclusions

Behavioural and psychological symptoms of dementia affect
nearly all people with dementia. Symptoms co-occur, and the

symptoms that affected individuals experience are related to
their socio-demographic and clinical characteristics. participants

Declaration of interest

This study was funded by a grant from GlaxoSmithKline. The
Cognitive Function and Ageing Study is supported by the common
Medical Research Council.

Behavioural and psychological problems affect almost all people
with dementia at some point during the progression of the disor-
der.! They result in long-term hospitalisation, increased medi-
cation and decreased quality of life for caregivers and patients.?
It is not clear whether behavioural and psychological symptoms
of dementia (BPSD) are epiphenomena of the neurodegenerative
process or are the symptoms of specific, biologically distinct
subtypes of dementing disorders. Understanding the prevalence
and risk factors for BPSD is a first step in developing treatment
regimes and policies for their management. Few studies of BPSD
prevalence have been conducted in a population setting,* and
inconsistent assessment and ascertainment methods and the use
of different sources for the study cohorts have led to estimates
of the prevalence of BPSD that differ enormously. Cross-sectional
studies have shown that different symptoms are more common at
different stages of dementia®® and suggest a complex course of
BPSD that must be examined in a longitudinal setting.

The Medical Research Council Cognitive Function and Ageing
Study (MRC CFAS) offers a setting that overcomes many of the
methodological problems associated with investigating the
epidemiology of BPSD. It is a large, prospective, population-based
study of health in elderly people using an array of validated
questionnaires. In this paper we describe the epidemiology of
BPSD in the elderly population of England and Wales. We
estimate their prevalence in the 587 study participants diagnosed
with dementia at baseline compared with similar symptoms in 2050
participants without dementia. We describe their co-occurrence
pair-wise and analyse the pattern of the co-occurrence using factor

'See editorial, pp. 199-200, this issue.
*These authors contributed equally to the work.
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analysis, and investigate demographic and clinical correlates for
each symptom we describe. We further report the profile of BPSD
in the 244 participants with dementia at baseline who were
available for reassessment 2 years after the baseline interview
and the 348 participants who developed dementia within the
period between the baseline and follow-up interviews.

Method

Study population and data sources

The MRC CFAS has been fully described elsewhere.’® It is a
multicentre longitudinal population-based study of ageing, with
a focus on cognitive and physical decline. Random samples of
people aged 65 years and over were contacted at each of five
centres representative of rural and urban areas in England and
Wales (Cambridgeshire, Gwynedd, Newcastle upon Tyne,
Nottingham and Oxford) with an 82% response rate. A total of
13004 participants were followed.

Figure 1 shows a flow diagram of the interviews in the MRC
CFAS from which BPSD could be assessed. Each participant
underwent an initial screening interview. A 20% subsample of
those screened, stratified by cognitive ability, was selected for
detailed assessment. After 2 years, a re-screen of the entire
remaining study population was undertaken and a further 20%
subsample of those not previously assessed underwent the
assessment, together with a second assessment interview for those
who had previously been assessed. Both assessment groups were
followed up again 6 years after the first interview, a subsample
of these were reassessed at 8 years, and a full assessment of the
entire remaining cohort was undertaken after 10 years.

Sono presenti in quasi tutti i malati
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Behavioural and psychological symptoms in the
older population without dementia - relationship
with socio-demographics, health and cognition

Rianne van der Linde', Blossom CM Stephan’, Fiona EMatthews?, Carol Brayne', George M Sawa,
the Medical Research Council Cognitive Function and Ageing Study

Abstract

Background: Behavioural and psychological symptoms are associated with dementia, but are alsopresentin a
significant number of the older population without dementia. Here we explore the distribution of behavioural and
psychological symptoms in the population without dementia, and their relationship with domains and severity of
health and cognitive impairment.

Methods: The Medical Research Council Cognitive Function and Ageing Study is atwo-phase longitudinal study of
ageing representative of the population aged 65 and over of England and Wales. A subsample of 1781 participants
without astudy diagnosis of dementia was included in this study. Information on symptoms including depression,
apathy, anxiety, feelings of persecution, hallucination, agitated behaviour, elation, irritability, sleep problems,
wandering, confabulation and misidentification, cognitive function, health related factors and socio-demographic
information was extracted from interviews with participants and knowledgeable informants. Participants were
classified according to the Mini-Mental State Examination and by criteria for subtypes of mild cognitive impairment
(MCI). The prevalence of behavioural and psychological symptoms and associations with cognitive function, health and
socio-demographics was examined. Co-occurrence of symptoms was tested using factor analysis.

Results: Most symptoms were reported more frequently in those with more severe cognitive impairment.
Subjective memory complaints were the strongestindependent predictor of reported symptoms, and most were
reported more often in those classified ashaving MCI than in those with cognitive impairments that did not meet
the MCI criteria. The pattern of co-occurrence of symptoms is similar to that seen in dementia.

Conclusions: Our results highlight that behavioural and psychological symptoms are prevalent in the cognitively
impaired older population, and partly explain the variation observed in previous cohorts of individuals with MCI.
Behavioural and psychological symptoms offer atarget for intervention and so are an important consideration in
the assessment of cognitively impaired older people.

Background

Behavioural and psychological symptoms are common
in dementia. These symptoms include depression and
anxiety, psychotic symptoms, wandering, agitated beha-
viour and sleep disorders, and are collectively known as
the behavioural and psychological symptoms of demen-
tia (BPSD). These symptoms confer a large proportion

* Corespondence: george.savva@phpe.camacuk

"Department of Public Health and Primary Care, University of Cambridge,
Institute of Public Health, Robinson Way, Cambridge, CB2 08R WK

Full list of author information is available at the end of the article

© 2010 van der Linde et al; licensee Bioli

of the social burden of dementia [1.2], and are impor-
tant targets for intervention in dementia patients [3].
Yet these symptoms are not restricted to those with
dementia. Many behavioural and psychological problems
are also present in a significant proportion of the
non-demented older population [4.5]. Behavioural and
psychological symptoms have been associated with cog-
nitive impairments not sufficient for a diagnosis of
dementia, although their prevalence and relationship to
cognitive impairments are not clear. Two recent reviews
have highlighted the variation in estimates of the

led Central Ltd. This is an Open Aocess article distributed under the terms of the Creative

1ses/by/2.0), which permits unrestricted use, distribution, and

(7 ) BiolVled Central  CommorsAtiribution License (http:/creati

reproduction in any medium, provided the original work is properly cited.

Aumentano in frequenza con la gravita della

malattia
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Effectiveness of Atypical Antipsychotic Drugs
in Patients with Alzheimer’s Disease

Lon S. Schneider, M.D., Pierre N. Tariot, M.D., Karen S. Dagerman, M.S., Sonia M. Davis, Dr.P.H.,
John K. Hsiao, M.D., M. Saleem Ismail, M.D., Barry D. Lebowitz, Ph.D., Constantine G. Lyketsos, M.D., M.H.S.,
J. Michael Ryan, M.D., T. Scott Stroup, M.D., David L. Sultzer, M.D., Daniel Weintraub, M.D.,
and Jeffrey A. Lieberman, M.D., for the CATIE-AD Study Group*

ABSTRACT

BACKGROUND

Second-generation (atypical) antipsychotic drugs are widely used to treat psychosis,
aggression, and agitation in patients with Alzheimer’s disease, but their benefits
are uncertain and concerns about safety have emerged. We assessed the effective-
ness of atypical antipsychotic drugs in outpatients with Alzheimer’s disease.
METHODS

In this 42-site, double-blind, placebo-controlled trial, 421 outpatients with Alzhei-
mer’s disease and psychosis, aggression, or agitation were randomly assigned to re-
ceive olanzapine (mean dose, 5.5 mg per day), quetiapine (mean dose, 56.5 mg per
day), risperidone (mean dose, 1.0 mg per day), or placebo. Doses were adjusted as
needed, and patients were followed for up to 36 weeks. The main outcomes were
the time from initial treatment to the discontinuation of treatment for any reason
and the number of patients with at least minimal improvement on the Clinical
Global Impression of Change (CGIC) scale at 12 weeks.

RESULTS

There were no significant differences among treatments with regard to the time to
the discontinuation of treatment for any reason: olanzapine (median, 8.1 weeks),
quetiapine (median, 5.3 weeks), risperidone (median, 7.4 weeks), and placebo (median,
8.0 weeks) (P = 0.52). The median time to the discontinuation of treatment due to a
lack of efficacy favored olanzapine (22.1 weeks) and risperidone (26.7 weeks) as
compared with quetiapine (9.1 weeks) and placebo (9.0 weeks) (P = 0.002). The time
to the discontinuation of treatment due to adverse events or intolerability favored
placebo. Overall, 24% of patients who received olanzapine, 16% of patients who re-
ceived quetiapine, 18% of patients who received risperidone, and 5% of patients who
received placebo discontinued their assigned treatment owing to intolerability
(P =10.009). No significant differences were noted among the groups with regard to
improvement on the CGIC scale. Improvement was observed in 32% of patients as-
signed to olanzapine, 26% of patients assigned to quetiapine, 29% of patients as-
signed to risperidone, and 21% of patients assigned to placebo (P=0.22).

CONCLUSIONS

Adverse effects offset advantages in the efficacy of atypical antipsychotic drugs for
the treatment of psychosis, aggression, or agitation in patients with Alzheimer’s dis-
ease. (ClinicalTrials.gov number, NCT00015548.)

N ENGL JMED 35515 WWW.NEJM.ORG OCTOBER 12,2006

The New England Journal of Medicine
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Table2. licati i i Ti &
P Value
Dose Olanzapine Quetiapine Risperidone Placebo (Overall
and Group Group Group Group Comparison
Outco (N=99) (N=94) (N=84) (N=139) %
me
Medic
ation
dose
Initial dose — mg per day
Mean 32 341 07
Range 0-10 0-100 0525
Last dose — mg per day
Mean 55 565 10
Range 0175 0-200 020
Discontinuation of treatment forary reason 79(80) 77(82) 65(77) 118(85)
—no. of
patients (%)
Kaplan-Meier estimate of time to 052t
discontinuation
—wk
50th percentile 81 53 74 80
95%Cl 51-116 3681 50-120 5093
Comparison with placebo
Hazard ratio 083 101 088 =
95%Clt 062-1.11 0.75-136 064-120
Pvalue for test of a difference 021 095 041
Discontinuation of treatmentbecause 39(9) 50(53) 37(44) 97(70)
of lack of
efficacy—
no. of
patients (%)
Kaplan-Meier estimate of time to 0002t
dis-
continuation —
wk
50th percentile 221 Ell 267 90
95%Cl 12124 70216 812% 64116
Comparison with placebo
Hazard ratio 051 081 061
95%Cl 035074 057-1.15 041-089
Pvalue for test of a difference Q01§ 024 Q01§
Comparisonwith quetiapine
Hazard ratio 063 075
95%Cl 041-09% 049-1.16
Pvalue for test of superiority 002]| 010
Comparison of olanzapine with risperidone
Hazard ratio 084
95%Cl 053-132
Pvalue for test of noninferiority
Olanzapine vs. risperidone <0001 -

Risperidone vs. olanzapine 01|

The NEW ENGLAND JOURNAL of MEDICINE

cantly better than placebo was then tested for
noninferiority to the other antipsychotic agents.
Noninferiority was concluded when the P value
was less than 0.025 from a one-sided test with a
margin of 2.0 (i.e., the upper limit of the 95% con-
fidence interval [CI] for the hazard ratio was <2.0).

Two atypical antipsychotic drugs were considered
to be equivalent if the CI was contained within
0.5 and 2.0 (i.e., each drug was noninferior to the
other); this was a broad equivalence margin for
noninferiority.

Finally, any antipsychotic drug found to be non-

N ENGL JMED 35515 WWW.NEJM.ORG OCTOBER 12,2006
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BPSD restano uno dei principali
problemi su cui incentrare
gli sforzi medici e assistenziali



Risultati

1. ospedalizzazioni

2. forme rare
(in collaborazione con
Laboratorio di Neurogenetica
Istituto Neurologico Carlo Besta)
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Policlinico San Marco
CADASIL

Cerebral Autosomal Dominant
Arteriopathy with Subcortical Infarcts
and Leukoencephalopathy

Gene notch-3 - Cromosoma 19
fattore di crescita dellPendotelio
P. Amarenco & M.G. Bousser 1995

la malattia conduce a demenza
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chorea di Huntington
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Communications. The upper extremitiesa may be the first

ON CHOREA.

By Groreg Husmivcrox, M. D.,
Of Pomeroy, Ohin

Easay remd before the Melgs anmd Mason Acnido f Maodi-
clme st Middleport, ﬂ.tldo Fl.-'l.lmlr; Iﬂ-,,li‘:;p

Chorea js essentinlly a disense of the per-

vous system. The name * chorea® is given to |

the disease on account of the dancing propen-
eities of those who are affected by it, and it is
a very appropriate designation. The disease,
as it is commonly seen,is by no means s
dangerous or scrious affection, however dis-
tressing it may be to the owe suilering from i,
ot 10 his friends.  Iis most marked and char-

affected, or both slmultancously. All the
volunlary muscles are liable to be affected,
those of the face rarely belng exempled.

If the patient attempt to protrude the tongoe
it is accomplished with a great deal of diffi-
culty and uocertainty. The hands are kept
rolling—first the palms upward, and then the
backs. The ehoulders are shrugged, and the
feet and legs Kept in perpetual motion; the
1oes are turned in, and then everted ; one foot
is thrown across the other, aond then suddenly
withdrawn, and, in chort, every conceivable
altitude and expression i assumed, and so
varied and irregular are the motions gone
through with, that a complete deseription of







CHOREA DI HUNTINGTON

 Caratteristiche principali

— Declino cognitivo di tipo “ psicotico “; disturbo della memoria ‘secondario’; preminenza di disturbi
di attenzione e di ansia libera

— Presenza di movimenti involontari asincroni, bruschi, ingravescenti nel tempo
— Un genitore con problemi analoghi

 Caratteristiche aggiuntive
Frequenza 3-5 per centomila della popolazione generale
Malattia letale in circa 15-20 anni
Malattia autosomica dominante
Proteina Huntingtonina ( proteina nucleare )
Anomalia riconosciuta sul braccio lungo del cromosoma 4
Malattia della poliglutamina, codificata CAG
Test genetico
Terapie




Policlinico San Marco (2022)
CADASIL
N=19
CHOREA DI HUNTINGTON
N=8



Compiti

assistenza e cure dei pazienti
consiglio genetico per i familiari
sostegno dei familiari

ricerca



Grazie per l'attenzione
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