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EPIDEMIOLOGIA DELLE DEMENZE

Le demenze rappresentano una delle cause di disabilita piu
importanti nella popolazione anziana, responsabili di oltre la
meta dei ricoveri in casa

di riposo. La prevalenza della malattia aumenta con I’eta,

ed e maggiore nel sesso femminile, soprattutto per la malattia
dell’Alzheimer.

PREVALENZA INCIDENZA

6,4% (1000/ANNO)
11,9%

Per eta superiore a 65 anni ] . _
Per eta superiore a 65 anni

Amar K, Wilcock G. Vascular dementia. BMJ 1996; 312: 227-231
Skoog I. Status of risk factors for vascular dementia. Neuroepidemiology 1998; 17: 2-9




QUADRO CLINICO

La demenza & una sindrome clinica caratterizzata da perdita delle funzioni
cognitive, tra le quali invariabilmente la memoria, di entita tale da interferire
con le usuali attivita sociali e lavorative del paziente. Oltre ai sintomi
cognitivi sono presenti sintomi non cognitivi, che riguardano la sfera della
personalita, I’affettivita, I'ideazione e la percezione, le funzioni vegetative,

il comportamento.
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Boller F, Traykov L. Classification and diagnosis of dementias. In: Govoni S, Bolis CL, Trabucchi M. Dementias.
Biological bases and clinical approach. Springer-Verlag Italia, Milano, pp. 51-76, 1999




EPIDEMIOLOGIA
E PRINCIPALI FORME DI DEMENZA

tia di Alzheimer nella
)er sesso e classe di eta

BN Altre forme di demenze
Demenze reversibili

I Malattia di Alzheimer

I Demenze vascolari
Malattia di Pick

Il Demenze a corpi di Lewy

Prevalenza della demenza vascolare
nella popolazione italiana, per sesso e classe di eta

Ott A, et al. Incidence and risk of dementia. The Rotterdam Study. Am J Epidemiol 1998; 147(6): 574-580
Hebert R, Brayne C. Epidemiology of vascular dementia. Neuroepidemiology 1995; 14: 240-257




NON ALZHEIMER

Un gruppo piuttosto eterogeneo
di malattie degenerative con caratteri
clinici e neuropatologici distintivi rispetto

alla piu comune malattia di Alzheimer puo
determinare una demenza.

Corey-Bloom J et al. Diagnosis and evaluation of dementia. Neurology 1995; 45: 211-218




SEGNALI DI ALLARME

* Deficit di memoria che condiziona lo svolgimento
delle attivita quotidiane

 Difficolta nell’eseguire compiti usuali

* Difficolta di linguaggio di tipo anomico (difficolta a trovare parole)
* Disorientamento nel tempo e nello spazio

* Ridotta capacita di giudizio (es. vestirsi in maniera inadeguata)

» Difficolta di ragionamento astratto
(es. nell’esecuzione di operazioni aritmetiche semplici)

* Collocazione degli oggetti in posti sbagliati
« Cambiamenti di umore e comportamento

« Cambiamenti di personalita

* Perdita di iniziativa

Cummings JL et al. Alzheimer's disease: etiologies, pathophysiology, cognitive reserve, and treatment opportunities. Neurology 1998; 51: S2-S17
Geldmacher DS, Whitehouse PJ. Evaluation of dementia. N Engl J Med 1996; 335: 330-336




SINTOMI COGNITIVI

B Esordio
 Deficit mnesici
* Anomia

M Progressione
* Aprassia
Afasia; alessia, agrafia
Deficit di ragionamento astratto, di logica di giudizio
Acalculia
Agnosia

Deficit visuospaziali

Cummings JL, Vinters HV, Cole GM, Khachaturian Z. Alzheimer's disease: etiologies, pathophysiology,
coghnitive reserve, and treatment opportunities. Neurology 1998; 51: S2-S17




SINTOMI NON COGNITIVI

CLASSE TIPO

* Depressione
* Euforia
* Labilita

Disturbi dell’'umore

* Apatia
Disturbi di personalita * Irritabilita
* Disinibizione

* Fisica
* Verbale

Agitazione

* Sonno
Disturbi neurovegetativi * Appetito
* Comportamento sessuale

Binetti G et al. Behavioral disorders in Alzheimer disease: a transcultural perspective. Arch Neurol 1998; 55: 539-544
Cummings JL et al. The Neuropsychiatric Inventory: comprehensive assessment of psychopathology in dementia. Neurology 1994; 44: 2308-14
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SINTOMI NON COGNITIVI

B Alterazione dell’'umore
(depressione, euforia, labilita emotiva)

B Ansia

B Alterazione della personalita
(indifferenza, apatia, disinibizione, irritabilita)

B Psicosi
(deliri paranoidei, strutturali o misidentificazioni; allucinazioni)

B Agitazione
(aggressivita verbale o fisica, vocalizzazione persistente)

B Disturbi dell’attivita psicomotoria
(vagabondaggio, affaccendamento afinalistico, acatisia)

B Sintomi neurovegetativi
(alterazione del ritmo sonno-veglia, dell’appetito,
del comportamento sessuale)

Cummings JL, Vinters HV, Cole GM, Khachaturian Z. Alzheimer's disease: etiologies, pathophysiology,
cognitive reserve, and treatment opportunities. Neurology 1998; 51: S2-S17




#rodello della cura del paziente con
demenza
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STRUMENTI DI VALUTAZIONE
SELETTIVA DI:

* Attenzione e vigilanza - Abilita prassiche
* Percezione * Sequenzialita visuo-motoria

 Abilita visuospaziali * Astrazione e ragionamento

* Memoria e Capacita di pianificazione
* Linguaggio * Intelligenza

Ott A, Slooter AJ, Hofman A, et al. Smoking and risk of dementia and Alzheimer's disease in a population-based cohort study:
the Rotterdam Study. Lancet 1998; 351(9119): 1840-1843




VALUTAZIONE DEI SINTOMI
NON COGNITIVI

| sintomi non cognitivi sono invariabilmente
associati al disturbo cognitivo
nella manifestazione clinica della demenza.

Alcuni sintomi possono caratterizzare

I’esordio della malattia precedendo la comparsa
delle alterazioni cognitive, ovvero contribuire

al peggioramento del livello di autonomia nelle
attivita quotidiane gia compromesso

a causa dei deficit cognitivi.

Binetti G et al. Behavioral disorders in Alzheimer disease: a transcultural perspective. Arch Neurol 1998; 55: 539-544
Cummings JL et al. The Neuropsychiatric Inventory: comprehensive assessment of psychopathology in dementia. Neurology 1994; 44: 2308-14




VALUTAZIONE DELLO STATO
FUNZIONALE

La determinazione del livello di abilita
nelle attivita della vita quotidiana ha un ruolo
centrale nella diagnosi di demenza.

La definizione di un disturbo funzionale si basa
sul livello di prestazione premorboso

del soggetto e comprende 'uso di strumenti
standardizzati di valutazione diretta

o indiretta.

Geldmacher DS, Whitehouse PJ. Evaluation of dementia. N Engl J Med 1996; 335: 330-336
Ebly EM et al. Prevalence and types of dementia in the very old: results from the Canadian Study of Health and Aging. Neurology 1994;44:1593-1600




APPROCCIO MULTIMODALE
ALLA CURA DEL PAZIENTE

Attualmente non ci sono terapie in grado

di interrompere il progressivo declino cognitivo
e funzionale nella demenza.

Un approccio sistematico, intensivo, continuativo
e interdisciplinare puo indurre un sostanziale
miglioramento della qualita della vita del paziente
e della sua famiglia e, in molti casi,

rallentare I’evoluzione del deficit cognitivo

e il conseguente declino funzionale.

Bianchetti A, Zanetti O. La rete dei servizi per le demenze. In: Zanetti E (ed). Il nursing delle demenze. Lauri ed, Milano, pp. 51-64, 1999




PRINCIPALI ASPETTI
DEL TRATTAMENTO DEL PAZIENTE

* Terapia sintomatica farmacologica dei deficit cognitivi
* Riabilitazione cognitiva e comportamentale

* Adattamenti ambientali per ridurre I'impatto dei deficit
cognitivi e dei sintomi comportamentali

e Terapia farmacologica dei sintomi comportamentali

* Prevenzione e trattamento delle complicanze
(cadute, malnutrizione, incontinenza, allettamento)

* Planning dell’assistenza e del supporto familiare

* Istruzione, educazione e sostegno dei carer

Mayeux R, Sano M. Treatment of Alzheimer's disease. N Engl J Med 1999; 341: 1670-1679




- GESTIONE DEL PAZIENTE

Il gestore del caso (case manager) puo opportunamente essere
il medico di famiglia o, piu in generale, il medico di medicina
generale specializzato nel coordinare la rete dei servizi.

Il case manager sottopone periodicamente a monitoraggio

il paziente.

Interventi
sull’evoluzione

Trattamento dei sintomi

Il paziente ha iniziato non cognitivi

una terapia con farmaci specifici

per la demenza
Il paziente é in trattamento

con neurolettici, benzodiazepine,
antidepressivi?

N
o

Farmaci per i sintomi N
Rivalutare cognitivi Rivalutare o
dopo 2-4 settimane, dopo 3 mesi,
dopo 3 mesi, successivamente

successivamente ogni 6 mesi Rlv.alutare. Rlvalutare.
ogni 6 mesi ogni 2 mesi dopo 3 mesi,

successivamente
ogni 6 mesi

Trabucchi M. Le demenze. UTET, 2002




TERAPIE
NON FARMACOLOGICHE

Diversi interventi riabilitativi hanno dimostrato la loro
efficacia nel controllo dei disturbi comportamentali,
nel rallentamento del declino cognitivo e funzionale

e nel miglioramento della qualita di vita dei pazienti

e dei loro familiari.

OBIETTIVI

e Stimolare e potenziare le capacita residue

* Sostenere le motivazioni e i bisogni

* Portare il paziente a raggiungere la migliore qualita di vita
possibile sul piano fisico, funzionale, sociale ed emozionale,
riducendo

al massimo le restrizioni alle sue personali scelte operative

Ott A et al. Smoking and risk of dementia and Alzheimer's disease in a population-based cohort study:
the Rotterdam Study. Lancet 1998; 351(9119): 1840-1843

Cobb JL et al. The effect of education on the incidence of dementia and Alzheimer's disease

in the Framingham Study. Neurology 1995; 45(9): 1707-1712




INTERVENTI SULLAMBIENTE

Modificazione ergonomica per adattare
le strutture ambientali alle limitazioni fisiche
o psichiche dei pazienti

AMBIENTE

MILIEU THERAPY

Intervento rivolto al contesto sociale e affettivo in cui vive
il paziente per renderlo compatibile con le sue capacita
e modificare le aspettative terapeutiche del paziente e del carer

Trabucchi M. Le demenze. UTET, 2002




TERAPIE NON FARMACOLOGICHE: LA
STIMOLAZIONE COGNITIVA




Cochrane
Library

Cochrane Database of Systematic Reviews

Cognitive stimulation to improve cognitive functioning in people
with dementia (Review)

Woods B, Aguirre E, Spector AE, Orrell M

2012; 15 RCT 718 partecipanti




Cognitive stimulation
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Control
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. Stimolazione cognitiva

Figure 1. Forest plot of comparison: 1 Cognitive Stimulation vs No Cognitive Stimulation, outcome: Cognition.

Std. Mean Difference

IV, Fixed, 95% CI

1.1.1 ADAS-Cog
Bottino 2005
Buschert 2011
Coen 2011
Onder 2005
Reqguena 2006
Spector 2001

217 8.33 6 -0.43
0.7 8 8 0
0.2 7.2 13 23
0.4 .69 70 -25
G4 14.06 20 -66
43 1733 17 -1

Spector 2003 1.8 6.2 97 -03

Subtotal (95% CI) 231

Heterogeneity: Chi®= 4.88, df=6 (P =0.56), F=0%

Testfor overall effect Z=3.74 (P=0.0002)

1.1.2 Wechsler Memory Scale
Woods 1979 4.7
Subtotal (95% CI)
Heterogeneity, Mot applicable
Testfor overall effect Z=073 (P =0.47)

12.02

1.1.3 Glohal cognitive score (includes MMSE & CERAD)
Breuil 1994 58 73 29 1
Subtotal (95% CI) 29
Heterogeneity: Mot applicakle

Testfor overall effect Z=2.29(P=0.02)

1.1.4 MMSE

Baldelli 1993a 3
Baldelli 2002 234 478 71
Subtotal (95% CI) 84
Heterogeneity: Chi®= 0.83, dfi=1 (P=0.36); F= 0%
Testfor overall effect 2= 2 69 (P =0.007)

5.32 13 -44

-012

1.1.5 CAPE-IIO
Baines 1987 1.4

1.23

4459 5 01
Ferrario 1991 3.64 13 1]
Subtotal (95% CI) 18
Heterogeneity: Chi®= 0.03, df=1 (P=087),F=0%
Testfor overall effect 2= 074 (P = 0.46)

1.1.6 RCP Cognition
Wallis 1983
Subtotal (95% CI)
Heterogeneity: Not applicable

Testfor averall effect Z=027 {(P=0.78)

549 355

Total (95% CI) 377
Heterogeneity: Chi*= 7.98, di=13(F=084), F=0%
Test for overall effect Z=5.04 (P = 0.00001)
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0.37 [0.17, 0.56]

0.47 [-0.80,1.74]
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Figure 2. Forest plot of comparison: 1 Cognitive Stimulation vs No Cognitive Stimulation, outcome: ADAS-Cog.

Cognitive stimulation Control Mean Difference Mean Difference
Study or Subgroup Mean SD Total Mean SD Total Weight IV, Fixed, 95% CI IV, Fixed, 95% CI
1.3.1 One to twelve months of CS
Bottino 2005 gl f 8.33 6 -0.43 8482 7 1.9% 2.60[6.79,11.99)] —re
Buschent 2011 0.7 S a8 0 693 7 2.9% 0.70 [[6.86, 8.26] S
Coen 2011 0.2 1.2 13 23 4.1 12 79% -210[-6.65 2.45] .
Onder 2005 0.4 6.69 O -25 6B.A55 B7  333% 2.90[0.68, 5.12] =
Requena 2006 .4 14.06 20 -BR 2048 a0 1.8% 13.00[3.43, 22.57]
Spector 2001 43 17.33 17 -1 204 10 0.7% 530984, 20.44)
Spector 2003 1.9 6.2 97 -03 5.5 70 515% 2.20[0.42, 32.99] 1=
Subtotal (95% Cl) 231 203 100.0% 2.27 [0.99, 3.55] ¢
Heterogeneity: Chif=9.01, df=6 (F=017); F=33%
Testfor overall effect 2= 3.48 (P =0.0005)
1.3.2 24 months of CS
Requena 2006 338 18.26 14 -856 1713 15 100.0% 11.94 [0.97, 24.85] t
Subtotal (95% CI) 14 15 100.0% 11.94[-0.97, 24.85]

Heterogeneity: Mot applicahle

Testfor overall effect Z=1.81 (P=0.07)

Testfor subdraup differences: Chi®= 213, df=1{P=0.14), F=531%

.20 -10 0 10 20

Favours control

Favours ©3




Cognitive stimulation

Control

Study or Subgroup Mean SD Total Mean SD

Total

Mean Difference
Weight IV, Fixed, 95% CI

Figure 3. Forest plot of comparison: 1 Cognitive Stimulation vs No Cognitive Stimulation, outcome: MMSE.

Mean Difference
IV, Fixed, 95% CI

1.2.1 One to twelve months of CS

Heterogeneity: Chi*= 748 di=9 (F=0459); F=0%
Testfor overall effect. Z=5.57 (P = 0.00001)

1.2.2 24 months of CS
Requena 2006 -1.3 10.3 14
Subtotal (95% CI) 14

Heterogeneity: Mot applicable
Testfor overall effect Z=1455{(F=012)

Baldelli 19932 3 5.32 12 -44 815
Baldelli 2002 2.34 478 71 -012 508
Eottino 2005 0.e3 453 B -1.43 53
Ereuil 19494 1.4 27 28  -07 a1
Buschert 2011 0.5 314 8 -08 283
Coen 2011 0.8 36 14  -21 25
Onder 2005 0.2 335 -1 327
Reguena 20086 1.5 7.38 200 -3.37 10.71
Spector 2001 31 T.04 17 o 704
Spector 2003 09 a5 a7 -0D4 2.8
Subtotal (95% CI) 345

7.3 105

10
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7
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7
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10

70
255

15
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Testfor subgroup differences: Chif=1.20,df=1(P=0.27), F=167%

0.9% T7.40[1.03,13.77]
51%  2.45[-0.26, 5.18]
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16.1%  2.10[0.57, 3.63]
41%  1.40[1.62, 4.42]
B6%  2.90(0.50,5.30]
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15% 4.87[-0.14, 9.88]
1.2%  3.10[-2.40, 8.60]

32.5%  1.30[0.22, 2.38]
100.0%  1.74[1.13, 2.36]
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Comumcazmne ed interazione sociale

Figure 5. Forest plot of comparison: 1 Cognitive Stimulation vs No Cognitive Stimulation: post-treatment, outcom
Comunication and social interaction.

Cognitive stimulation Control Std. Mean Difference Std. Mean Difference
Study or Subgroup Mean SD Total Mean SD Total Weight IV, Fixed, 95% CI IV, Fixed, 95% CI
1.5.1 Holden Communication Scale
Baines 1987 2 7.86 5 2B 125 a 4 7% 0.40 [-0.88, 1.66]
Spectar 2001 -0.7 10.5 17 -05 8.4 10 121% -0.02 [-0.80, 0.76] 5
Spectar 2003 0.z f.1 97 -32 B3 O 754% 0.55[0.23, 0.86] <]
Subtotal (95% Cl) 119 85 92.1% 0.47 [0.18, 0.75] L]
Heterogeneity Chi*=1.75, df=2{(P=042), F=0%
Testfor overall effect. Z=3.22 (F=0.001)

1.5.2 MOSES - Withdrawn behaviour

Ferrario 1991 131 B3 13 05 9.44 . 0.10 [-0.88,1.07]
Subtotal (95% Cl) 13 ! 0.10 [-0.86, 1.07] &

Heterogeneity: Mot applicable
Testfor overall effect: Z=0.21 (F=0.83)

Total (95% CI) 132 A 0.44 [0.17,0.71] L]
Heterogeneity: Chi*= 224, di=3(P=052),F=0%

Testfor overall effect Z=315 (P =0.002)

Test for subgroup differences: ChiF= 048, df=1 (P=0.48), P=0%
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Qualita della vita

Igure b. rorest plot or comparison: s No ognitive

Cognitive Stimulation Control Std. Mean Difference Std. Mean Difference
Study or Subgroup Mean sD Total Mean SD Total Weight IV, Fixed, 95% CI IV, Fixed, 95% CI
1.6.1 Life Satisfaction Index
Baines 1987 -1.2 6.09 0.2 464 ] 4.7% -0.23 [-1.48, 1.01] —
Subtotal (95% CI) 5 A7% -0.23[-1.48, 1.01] Rl
Heterogeneity: Mot applicable
Testfor averall effect. Z=037 (F=0.71)

1.6.2 QoL-AD

Buschert 2011 -0.4 1061 g8 -09 552 7oT1% 0.05 [-0.96, 1.07]
Coen 2011 3.6 3.7 14 05 4.4 13 11.9% 0.74 [-0.04,1.53]
Spector 2003 1.3 5.1 ay -08 56 70 76.2% 0.39[0.08, 0.70]
Subtotal (95% CI) 119 90 95.3% 0.41[0.13, 0.69]
Heterogeneity, Chi* =117, df= 2 (P = 0.56); F= 0%

Testfor overall effect: £=2.91 (F=0.004)

Total (95% CI) 124 0.38 [0.11, 0.65]
Heterogeneity: Chi*= 215, df= 3 (P=054); F=0%

Testfor overall effect: 7= 2.76 (F = 0.006)

Test for subgroup differences: Chif= 098, df=1{P=032), F=0%

2 = 0 2
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Disturbi del comportamento

Figure 11. Forest plot of comparison: 1 Cognitive Stimulation vs No Cognitive Stimulation: post-treatment,
outcome: Behaviour, problem.

Cognitive stimulation Control Std. Mean Difference Std. Mean Difference
Study or Subgroup Mean SD Total Mean SD Total Weight IV, Fixed, 95% CI IV, Fixed, 95% CI
1.11.1 Problem Behaviour Rating Scale
Baines 1987 36 114 18 128 .0% 0.40 [-0.86, 1.66]
Subtotal (95% CI) 6.0% 0.40 [-0.86, 1.66]
Heterogeneity: Not applicable
Test for overall effect: Z=0.63 (P=0.53)

1.11.2 MOSES - Irritable

Ferrario 1991 0.69 2.45 . . 0.12 [-0.85,1.09)
Subtotal (95% CI) 0.12 [-0.85, 1.09]

Heterogeneity: Mot applicahle
Testfor overall effect Z2=0.24 (F=0.81)

1.11.3 NPI

Onder 2005 -0.9 15.8 25 1879 -0.20 [-0.54, 0.13]
Subtotal (95% CI) -0.20 [-0.54, 0.13]

Heterogeneity: Mot applicable
Test for averall effect Z=119 (P =0.23)

Total (95% CI) 88 100.0% -0.14 [-0.44, 0.17]

Heterogeneity Chi*=1.13,df=2 (P=0.57); F= 0% _54 fz 5

Test for overall effect: Z=0.86 (P = 0.38) Favours conttol  Favours &8
Test for subgroup differences: ChiF=113, df=2(P=057), F=0%




Figure 13. Forest plot of comparison: 2 Cognitive stimulation vs No Cognitive Stimulation: follow-up, outcome:
Cognition.

Cognitive stimulation Control Std. Mean Difference Std. Mean Difference
Study or Subgroup Mean SD Total Mean SD Total IV, Fixed, 95% CI IV, Fixed, 95% CI
2.1.1 One to three months follow-up Information/ Orientation
Baines 1987 -0.2 446 5 -23 54594 0.36 [-0.80,1.62]
Baldelli 1993a 1.4 3.75 13 -2 396 0.85[-0.01,1.72)
Wallis 1983 8.5 36.6 1m0 -48 307 0.38 [[0.53,1.29)
Subtotal (95% CI) 28 0.57 [0.01, 1.14]
Heterogeneity: Chi*= 069, df=2 (P=0.71), F=0%
Testfor overall effect. Z= 2.00 (P = 0.09)

2.1.2 Ten months follow-up MMSE

Chaprman 2004 125 398 26 -214 551 0.18 [-0.35, 0.72)
Subtotal (95% CI) 26 0.18 [-0.35, 0.72]

Heterogeneity: Mot applicahle
Testfor overall effect: Z=0.66 (F=0.51)

2.1.3 Ten months follow-up ADAS-Coq

Chapman 2004 -4.89 5.78 26 -562 6.02 100.0% 0.12 [-0.41, 0.66) t
Subtotal (95% CI) 100.0% 0.12 [-0.41, 0.66]

Heterogeneity: Mot applicahle
Test for overall effect. Z=0.45 (P = 0.66)
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Testfor subgroup differences: Chir=1.91,df= 2 (FP=047), F=0%




CONCLUSIONI

Evidenza documentata in modo consistente di un effetto positivo della
stimolazione cognitiva, additiva rispetto all’effetto farmacologico

Effetto quantificabile in circa 1.74 punti di MMSE o 2.24 punti di ADAS
cog

NNT circa 6, effetto raffrontabile agli interventi farmacologici, come gli
anticolinesterasici

Evidenze di efficacia anche su qualita della vita e capacita comunicativa

Non evidenza di efficacia su disturbi comportamentali e sul Caregiver
Burden

Poco valutato I'effetto a lungo termine




Implications for practice

The evidence base for the effectiveness of cognitive stimulation
therapy for dementia in relation to cognitive function has
been consistently demonstrated, with small changes reported in
multiple trials on commonly used brief measures of cognitive
function; adverse effects have not been reported. There is now
evidence from a small number of studies that cognitive stimulation
may also be associated with improvements in quality of life and
communication. These benefits are over and above any medication
effects.

This review is consistent with the NICE-SCIE 2006 Guideline
recommendation that all people with mild to moderate
dementia should have the opportunity to participate in cognitive
stimulation groups, irrespective of whether or not they are
receiving acetylcholinesterase inhibiting medication (ACHEIs). This
recommendation was recently reinforced by the World Alzheimer's
Report (Prince 2011).
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NON COGNITIVI

Il trattamento dei sintomi non cognitivi
e un intervento terapeutico fondamentale

perché consente di alleviare gravi
sofferenze, anche alla famiglia,
con terapie farmacologiche e non
farmacologiche.

Trabucchi M. Le demenze. UTET, 2002
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Terapie non farmacologiche

Psychological: pertaining to mental processes Training paid caregivers in person-centred care or communication skills
with supervision

Dementia-specific therapies
Training family caregivers in CBT
Behavioural: pertaining to the person’s Activities
actions
DCM
Training family carers in behavioural management
Pet therapy
Exercise
Sensory: pertaining to the person’s senses Aromatherapy
Light therapy
Sensory
Environmental: pertaining to the person’s Home-lke care

environment ,
Changing the environment




RESULTS

p
1681 unique
records identified
from criginal search

102 additional
records found from
additional sources

133 records

identified from
second search

h

Y

[ (

1916 records

Initial
screening <
of abstracts

Review of {
full articles

h

[

284 full papers
retrieved

)

1632 abstracts excluded:

Not only dementia, n=681

Not primary research, n =360

Not intervention study, n=318

Not psychological, or behavioural or sensory
or environmental intervention, n=236
Protocol only, n=16

Mo comparator group, n=9

No agitation or behavioural outcome, n=11
Conference paper only, n=1

160 papers
included

124 excluded:

No agitation or behavioural outcome, n=35
Not only dementia, n=23

Not primary research, n=15

No comparator, n=12

No quantitative outcome, n=17

Conference paper only, n=8

Not psychological, or behavioural or sensory
or environmental intervention, n=3
Multidisciplinary team appreoach including
drug prescription, n=4

Not intervention study, n=3

Participants aged <50years, n=2

Mo cutcome, n=1

Protocol only, n=1




Interventions with evidence of efficacy

i Working with the person with dementia

Activities LBto-06
Music therapy using a spediic protocol 08t0-05
Sensory interventions -1.3 1006

Working through paid caregivers in care homes and assisted living setfings, with superusion

Person-centred care and communication skils -1.810-03
Dementia care mapping 1.4 w006
Behavioural management and communication skifls Mot caloulated

Interventions with no evidence of efficacy

Working with the person with dementia

Light therapy Mot applicable
Home-like care

Aromatherapy

Interventions with too little evidence to make definitive recommendations

Working with family caregivers in the home of the person with dementia

Training family caregivers in behavioural management Mot applicable
Training family caregivers in CBT

Working with the person with dementia in a care home

Music therapy not following a specific protocol Mot applicable
Exerdse

Dementia-specific therapies

Pet therapy
Working through paid caregivers in care homes, without supervsion Mot applicable
Changing the environment Mot applicable

Mixed interventions Mot applicable




Terapia occupazionale

Fitzsimmans  USA RCT None 2c 7 12 10 sessions of a Usual care Significant NC Mane NC 203
and cooking group group not improvement
Buettrer, analysed vs. baseline
20037
Kolanowski  USA RCT Some 1h 13:6 128 15 sessions activities  Opposite M5 FL: 0.2 Mo NC NC
etal, atljusted or opposite  FL+PSI (-0.3t00.7) differences
2011% ta bath skill level (FL) to PSE 1.5 (1 week)
and interest (P50 (09 to2)
FL {+ opposite PSI) P&l FL 1.0
PS5 {+ oppasite FL) {04 t0 1.5)
FL+ PSI
Kolanowski  USA Within ~ None 2b 10.5 30 36 sessions of Activities NS Psl: 0.2 Mane NC ME
etal, subjects activities matched to matched only to (-0:7 to 0-4)
2005% bath skill levelf skill level or PSI+ FL: =01
interest iritenest (-06t00.4)
Cohen- LsA RCT Nong 2h 6 105 Five sessions of Standard Significant NC Mone NC 80
Manstield activity matched to  activities improvement
et al., self-identity roles
2006%
FL {matched to) functional level NC, not calculsted: NS, not sanificant: PSI (matched o) Interest anly PSI+ FL, (matched to bath) interest snd Fl




Kovach
et al,,
2003%

Lin et al, Taiwan,
2009 Pravince
of China

Lee and Republic  Within
Kim, 2008" of Korea  subjects

Buettner USA RCT
and Ferrario,
1997%

Fitzsimmons
and
Buettner,
2002%

Buettner
et al.,
1996"

Some

MNone

Varied activities
matched to arousal
level {e.g. music,
exercise, storytelling)

28 sessions of
Montessori activities

56 indoor gardening
sessions

30 weeks of
neurodevelopmental
sequenced activities
(e.g. cooking group),
frequency unclear

Six to 10 sessions
of a range of
individualised
activities

{e.g. cooking)

12 sessions of

neurodevelopmental
sequenced activities
{e.g. cooking group)

Usual care

Presence
(having
researcher
present)

Mo

Usual care
including
activities

Crossover:
usual care

Crossover:
similar
non-sequenced
activities

Significant
improvement
in visual
analogue
scale of
agitation

Significant
improvement

Significantly
improvement

Significantly
improved at
two time
points but
not third

Significant
improvement

Significantly
improved
during
sessian, but

not on overall

weekly
measures

Terapia occupazionale

-0.8
-14 0 -0.2)

NC

-0.6
(-1.0 to -0.2)

NS
(4 weeks)




Musico terapia

Cooke et al., Australia i Music Reading NS (total =0.9 NC
2010% therapy group agitation) (-1.2 to -0.6)
three times
per week for
8 weeks

Taiwan, i Music Usual care -0.5 None
Province therapy (=1.0 to 0.0)
of China twice per

week for

6 weeks

Taiwan, Group Usual care Significant -0.8 None
Province music with improvement (-1.5 to -0.1)
of China movement,

twice per

week for

4 weeks

Tuet and Hong Non-randomised — Some Music therapy Usual care Significant NS (3 weeks)
Lam, 2006% Kong Crossover three times (crossover) worsening

per week for

3 weeks

Lin et al., Taiwan, ; Music therapy Usual care Significant -0.6 Significant -0.6
2011% Province twice per improvement  {(~0.9 to -04) improvement (0.9 to-0.3)
of China week for (1 month)
6 weeks

continued




Raglio et al.,
2008%

Svansdottir
and Snaedal
2006

Jennings
and Vance,
2002%

Suzuki,
20074

lceland

Within subjects

Within subjects

Mon-randomised - Mone
case-matched

controls

Musico terapia

Five sessions
of 15 minutes
of music
therapy, two
sessions of
being read to

30 sessions
of music
therapy over
16 weeks

Music therapy
three times
per week for
& weeks

Music
therapy once
per week for
4 weeks

Music therapy
including
short reality
arientation,
twice per
week for

13 weeks

Five sessions of NS
15 minutes of
being read to,

two sessions of
music therapy

No Significant NC

improvement

NS
(aggressiveness)

NC

Significant NC

improvement

Unclear but
presumably
usual care

N5 (4 weeks)

not signif
neither rellable nor validate




Moyle et al.,
2011

Yang et al.,
2007

Woods et al,
2005%

Remington,

20024

Woods et af,
20094

Australia
Taiwan,
Province
of China
Usa,
USA
Usa

Within subjects

Within subjects

RCT

RCT

RCT

Significant  2c

Significant 2c

Some 2b
Some 2b
Some 2b

11

27

31

60

51

64

14 sessions of Mo Significant 0.6

daily foot improverment (1.2 to 0.0}
massage

40 sessions of No Significant -1.2
acupressure improvement (-0.7 to -1.7)

over 4 weeks;
social contact

Therapeutic Placebo NS N
touch twice therapeutic
per day for touch;
3 days usual care
Hand Usual care Significant Hand
massage, improvement massage:
hand massage -0.6
and calming (=1.1 to =0.1)
music; given plus music:
once -1.3

{-1.9 to -0.8)
Therapeutic Placebo NS (vs. placeba) NC
touch twice therapeutic
per day for touch;
3 days usual care

Significant
reduction
(2 weeks)

Mone

MNone

Mone

MNone

NC

NC

MNC

NC

NC

128

527

MNC

NC

continued




Hawranik et al., USA
2008

Staal et al.,
2007%°

Hicks-Moore  Canada
and Robinson,
20087

Within subjects Some

Lin et al., Taiwan,
2009+ Province

of China

Sensory therapy

Five sessions  Placebo NS (total
of therapeutic  therapeutic  agitation)
touch on touch;

consecutive usual care

days

Snoezelen, One-to-one Significant
duration structured improvement
unclear activity

One session
each of hand
massage and
hand massage
plus music,
while agitated

28 sessions of Presence Significant
acupressure  (researcher improvement

over 4 weeks nresent)

=0.3

(-0.9 to -0.3)
(Pittsburgh
Agitation
Scale)

Music

PA: 0.2
(-0.3t0 0.7);
PN: 1.8
(2.4 to-1.2);
VA: =10
(~1.6to-05)
Mo music

PA: 0.4
(0.9 to 0.1);
PN: 1.4
(<1.9 to -0.8);
VA: 0.7
~1.3t0-02)

NC

NS (1 week,
2 weeks)

NC




Chenoweth Australia RCT
et al,
20097

McCallion
et al.,
199976

UsA

MeCallion USA,
et af, 19997

Caregiver training (professionisti
all’interno di strutture)

Significant 1b Training plus
two site visits
and telephone-
based

supervision

Nursing
assistants
delivered seven
communication-
focused
sessions to
family
caregiver, with
supervision

Communication

skills training with crossover — usual

ongoing support

Usual care

Usual care

Partial

cdre

Significant -1.4
improvement; {-1.5 to -1.3)
restraint use.

Prescriptions

p.r.n. and CR

quality of

life NS

Verbal
agitation,
physical

PN: -0.6
(-1.0 to 0.3)
VA: -0.7
non- (-1.0 to -0.3)
aggression PA: 0.1

and irritability (-0.3 to 0.4)
improved;

aggression

did not

Significant -0.4
improvernent in (-0.7 to -0.2)
all agitation

Significant -1.4 99
improvement {(-1.5 to -1.3)
(8 weeks)

Only verbal
aggression
and irritability
remained
significant

(3 months)

Significant -0.2 72
improvement,  (-0.5 to 0.1)
physical

restraints

improved, PRNs

worsened

(6 manths)




Teri et al.,
2005

Hoefter

et al, 1997

Sloane et
al., 2004*

aregiver training (professionisti
all’interno di strutture)

RCT Not 2b
specified

Within ~ Some
subjects

Communication Usual care
and behaviour
management

skills training,

plus training

managers to

provide

supervision

Trained in No
person-focused
bathing with

support

implementing

Significant NC
improvement

in overall
agitation

8 weeks

Trained in Crossover — usual Significant

person-centred care
bathing/towel

bath with

support
implementing

improvement
for both
showering
and towel
bath
conditions

Significant
improvement in
physical and
verbal
aggression and
being upset
fcombined 1
and

6 months)

None




2 hours' daily light
therapy for 2 weeks

1 hour of daily light
therapy for 4 weeks

Activities in brightly
lit area (outside/lightbox),
1 hour per day/10 weeks

5 days of light therapy at
30 minutes per day

2 hours' daily light
therapy for 10 days,
repeated after 8-day

gap

2 hours' daily light
therapy for 7 days while
restrained

3 weeks of a.m. bright
light, p.m. bright light,
all-day bright light,

throughout whole unit

2 hours per day of light
therapy for 10 days,
either a.m. or p.m.

4 weeks of daily a.m.
light for 45 minutes

30 minutes’ daily light
therapy for 2 weeks

Standard light

Standard light

Similar activities
in a non-brightly
lit area

MNo

Standard light

Placebo red
light during AM

MNo

No

Significantly worsened

NS

Significant
improvements vs.
non-intervention days

NS {(agitation,
prescription of drugs
p.r.n., restraints)

Significant womsening in
mild/moderate dementia

Verbal agitation
worsened

Unclear: no direct
comparisons made

Significant
improvement
(restlessness)

-0.2 NS
(-06100.2) (4 weeks)

-0.3
(-0.810 0.2)
(BEHAVE-AD)

MNone

p.m. light: 4.0
(3.1 to 4.9)
a.m. light 7.0
(5.8 to 8.3)

02
(-0.9 to 0.5)

-0.8
(-2.0to 0.4)
(Agitated
Behaviour
Rating)

NC

2.0
(-2.4 to -1.6)

-0.5
(-1.4 to 0.4)

Unclear

NC None

-0.3
(-0.7 1o 0.2)

NC

-0.3
(-0.6t0 0.1)

-1.0
(2.0 to -0.1)

NC




Aromaterapia, residenze «home like»

Small group living in
home-like environment

Corridor-like, ‘L'-shaped
or 'H'shaped living
environment

Small group living in
home-like environment

Small group living in
home-like environment

168 sessions
aromatherapy massage
(plus placebo donepezil)

21 sessions lavender
aromatherapy

56 sessions of Melissa
oil massage

Aromatherapy oil
sprayed on ward for
5 days; also water
steam control
condition

Melissa oil
aromatherapy,
frequency undlear

42 sessions of lemon
balm oil massage

Traditional nursing
home

Traditional nursing

home group; plus group
recently moved between

two traditional nursing
homes

Traditional nursing
home

Placebo aromatherapy
massage (plus placebo
donepezil)

Crossover: odourless
sunflower oil

Odourless
sunflower oil

No

Placebo aromatherapy
oil (details not stated)

Crossover: inert lemon
balm oil

Significant worsening
over time (Up to

12 months); quality
of life NS

Significantly worsened
over 12 months
(aggressiveness)

NS agitation, quality
of life (3, 6, 9 and
12 months)

Significantly worsened
over 12 months
{aggressiveness),
prescriptions p.r.n.
use improved

NS

NS

Significant
improvement
Significant
improvement

‘Side effect’ of
agitation more
frequent in placebo
group

NS

-0.1
(~-0.2 10 0.1)

0.0
(0.3 to 0.4)

NC

NC




11 sessions

Four sessions

One workshop and
11 consultations

Two home and
13 telephone
consultations

Three home and
two telephone
consultations

12 groups

Placebo medication
(plus two drug arms)

Given non-
behavioural advice
and signposting

Home-based support
(detail undlear)

Written educational
materials and social
telephone calls

Usual care

NS (agitation,
CG burden)

MS (vs. control)

Unclear as baseline/
change scores

not analysed;
significantly different
at time 2

NS

CG rated agitation N5.
Clinician rated
agitation improved but
not aggression

NS (3, & and
12 months)

NS agitation
and CG burden
{2 weeks)

Unclear-
aggregated with
immediate
outcome

Unclear
(3 months)

NS agitation,
CG well-being
(9 months)

Mone

-0.6
(-1.0 10 -0.2)
(RAGE)

NC

-0.2
(-0.5to 1.1)
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Conclusioni

Dimostrata efficacia degli interventi educazionali e con tecniche di
comunicazione a livello delle strutture residenziali, specie se e presente
una supervisione. Gli effetti sono simili nelle diverse tecniche impiegate
e duraturi nel tempo, almeno nell’arco di alcuni mesi, anche nei casi di
agitazione severa

Inoltre la terapia sensoriale e la musicoterapia, se impiegata con protocollo
standardizzato, sono risultate entrambe efficaci; nel caso della terapia
sensoriale anche per | casi di agitazione maggiore, con buona
significativita statistica

Dati meno certi sulla durata dell’effetto nel lungo periodo

Minore evidenza di efficacia degli interventi a livello domiciliare




RETE DI SERVIZI

Solo una rete di servizi coordinati e integrati puo offrire un corretto
appoggio terapeutico a chi soffre di demenza.

| servizi devono agire su livelli diversi: ambulatoriale, domiciliare,
ospedaliero, riabilitativo, residenzialita diurna o continuativa.

g™ Famiglia del ient
om_‘c“‘o amiglia del paziente
0 Medico

di famiglia

/ Familiari \

Strutture di ricovero per acuti

Strutture per la riabilitazione Associazioni
di autoaiuto

Day Hospital
\

Centri diurni _ Centri
presidenziali

Oc
: ! S \
Storia naturale Sf'fl i “ﬂ-&

Bianchetti A, Zanetti O. La rete dei servizi per le demenze. In: Zanetti E (ed). Il nursing delle demenze. Lauri ed, Milano, pp. 51-64, 1999




RETE DI SERVIZI

B Operatori
* Medici di famiglia
Specialisti (neurologo, geriatra)
Familiari
Infermieri
Operatori sociali
Volontari (associazioni di auto aiuto)

Tecnici della riabilitazione

Bianchetti A, Zanetti O. La rete dei servizi per le demenze. In: Zanetti E (ed). Il nursing delle demenze. Lauri ed, Milano, pp. 51-64, 1999




RETE DI SERVIZI 1

B Attivita
* Assistenza domiciliare
Interventi di sostegno ai familiari
Supporto sociale ed economico
Istituzionalizzazione (durata)

Istituzionalizzazione (permanente)

Bianchetti A, Zanetti O. La rete dei servizi per le demenze. In: Zanetti E (ed). Il nursing delle demenze. Lauri ed, Milano, pp. 51-64, 1999




RETE DEI SERVIZI

B Strutture

* Domicilio - Day hospital

 Ambulatori specializzati - Centri diurni

o Strutture diricovero per acuti - Centri residenziali

e Strutture per la riabilitazione - Nuclei speciali nelle RSA

Bianchetti A, Zanetti O. La rete dei servizi per le demenze. In: Zanetti E (ed). Il nursing delle demenze. Lauri ed, Milano, pp. 51-64, 1999
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| familiari sono i maggiori responsabili dell’assistenza
dei pazienti affetti da demenza con un grande
coinvolgimento oggettivo e soggettivo.

INFORMAZIONE PEGGIORAMENTO
e B al del paziente
SUPPORTO .- elo
al carer . = MALATTIA
=) del carer

"y
- 1M,
o B

| “\ g
MICS RESISTENTE

N a\Ya

Trabucchi M. Le demenze. UTET, 2002




RETE DI SERVIZI 2

B Approccio multimodale
* Natura della malattia
» Capacita residue del paziente
* Interventi terapeutici
* Adattamento ambientali

* Rete di servizi

Bianchetti A, Zanetti O. La rete dei servizi per le demenze. In: Zanetti E (ed). Il nursing delle demenze. Lauri ed, Milano, pp. 51-64, 1999




RETE DI SERVIZI 2

B Fasi del caring
* Acquisizione del ruolo
* Riconoscimento del ruolo

e Abbandono del ruolo

Bianchetti A, Zanetti O. La rete dei servizi per le demenze. In: Zanetti E (ed). Il nursing delle demenze. Lauri ed, Milano, pp. 51-64, 1999




RETE DI SERVIZI 2

B Rete dei servizi
* Associazioni di familiari
Gruppi di supporto
Gruppi di auto aiuto
Promozione delle attivita relazionali e sociali

Sostegno psicologico individuale

Bianchetti A, Zanetti O. La rete dei servizi per le demenze. In: Zanetti E (ed). Il nursing delle demenze. Lauri ed, Milano, pp. 51-64, 1999




IL CARER

Il ruolo familiare - “carer” - che si assume,
piu 0 meno consapevolmente, il compito
dell’assistenza al paziente demente

é importante e muta nel corso dell’intero
periodo di assistenza, dall’esordio delle
responsabilita fino all’istituzionalizzazione
e al decesso del paziente.

Bianchetti A, Zanetti O. La rete dei servizi per le demenze. In: Zanetti E (ed). Il nursing delle demenze. Lauri ed, Milano, pp. 51-64, 1999
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