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Fig. 1 Common risk factors and pathophysiological path-

ways linking frailty and delirium. ©

Figure 9: Population attributable fraction of potentially modifiable risk factors for dementia

Bellelli G et al. JIM 2024 www.thelancet.com Vol 404 August 10, 2024




« Reduce diabetes
» Manage cholesterol
« Minimise hypertension
» Stop smoking —b | Decrease vascular
m « Reduce obesity damage
» Reduce air pollution
Z « Prevent head injury ¢
O & ¢ Reduce dementia
= thol
— 8 « Prevent or treat depression S \
N Y . - Prevent and
2 » Physical activity delay d "
Z Z « Minimise alcohol intake / clay dementia
= Reduce stress and
=
m =z ¢ inflammation |  /  ......
> « Higher education or continue t Frailty
m cognitive activity _ — Delirium
m « Prevent and address hearing loss BU'!d cognitive and
« Address visual loss — | brain reserve
m « Increase social contact

Figure 2: Possible brain mechanisms for enhancing or maintaining cognitive reserve and risk reduction of
potentially modifiable risk factors in dementia



Frailty and the risk of dementia: is the o
association explained by shared

CAUSALITA’ environmental and genetic factors?

Ge Bai', Yunzhang Wang', Ralf Kuja-Halkola', Xia Li', Yasutake Tomata'?, Ida K Karlsson', Nancy L. Pedersen’,
Sara Hagg' and Juulia Jylhava"“®
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Fig. 3 Hazard ratios (HRs) and the subdistribution HR (SHR) for the competing risk model and 95% confidence intervals (Cls) of incident dementia
in relation to a 10% increase in the frailty index in the full sample. Abbreviations: FI-NTRF, frailty index constructed from non-traditional dementia
risk factors; FI-TRF; frailty index constructed from traditional dementia risk factors; DZ, dizygotic; MZ, monozygotic
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Investigation of frailty as a moderator of the relationship
between neuropathology and dementia in Alzheimer's
disease: a cross-sectional analysis of data from the Rush
Memory and Aging Project

Lindsay M K Wallace, Olga Theou, Judith Godin, Melissa K Andrew, David A Bennett, Kenneth Rockwood

Lancet Neurol 2019; 18: 177-84
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Figure 2: Conditional effect of Alzheimer’s disease pathology on Alzheimer’s
dementia status at values of the moderator (frailty), adjusted for age, sex,
and education
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Fig. 2b. Population intervention effect (PIE) of each exposure for a hypothetical intervention of the randomly 50 % coverage among the non-frail (n = 222 740),
prefrail (n = 145 663), and frail (n = 13 016) participants. Note: Each Q-model was adjusted for baseline age, sex, ethnicity, Townsend deprivation index, co-
morbidity index, cognitive function, and APOE e4 carrier status.
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Figure: A hypothetical model for the pathophysiclogical relation between
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Delirium is frequently underdiagnosed among
older hospitalised patients despite available
information in hospital medical records
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| Figure 1. 7he cumulative incidence of delirium according to source
Age and Ageing 2024, 53: | -8 of diagnosis. The Hordaland Health Study. Delirium discharge

hitps://dotorg/10.1073/ageing/afae006 diagnoses (D-DD) versus delirium identified by chart-based review
of electronic medical records (D-CBR). The y-axis shows cumula-
tive incidence from 0 to 0.4 (0-40%) and the x-axis displays
years in study. The analysis included only the first delirium
episode for each patient.



Screening del rischio di delirium:

Delirium Risk Assessment Tool

é Age Y4 Dgme ia\ C Hearing R fPsychotropic\‘
(275Y.0.) impairment Drugs:
4 + +1
. 2 J\. + A & J\_ Y,

> 3 points
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*At least one chronically prescribed drug among: antidepressants (SSRI, SNRI, tryciclic, atypical), anti-
psychotics (atypical and typical), benzodiazepines, trazodone, opioids, antiepileptics, anti-dementia,
and drug for Parkinson’s disease




SHARE. Survey of Health Aging and Retirement in Europe
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PREVENZIONE DEL DELIRIUM

The New England ,
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Journal of Medicine 70 + years
General medicine
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A MULTICOMPONENT INTERVENTION TO PREVENT DELIRIUM
IN HOSPITALIZED OLDER PATIENTS

SHARON K. INouye, M.D., M.P.H., SIDNEY T. BOGARDUS, JR., M.D., PETER A. CHARPENTIER, M.P.H., 0.25
Linoa Leo-Summers, M.P.H., Denise Acampora, M.P.H., THEoDORE R. HoLroRrDp, PH.D., AND LEc M. Cooney, Jr., M.D. Usual care p---o
0.20- ~
g F’u
. o E E 0.15- ..-""J
Multicomponent Intervention: £z Uis a
23 o7
.. . . we 0.104 -~ Intervention
1. Cognitive stimulation - o
E
2. Sleep E‘-‘ 0.054 —Maedian length
3. Hydration of stay
ili i 0.00
;1. Early mobilization : 1 T ! 7 A

Vision/hearing devices Day




Pooled ARR: 0.05
NNT =20

Pooled ARR: 0.15
NNT =6.7

Multi-component intervention Usunal care Risk Ratio Risk Ratio
Study or Subgroup Events Total Events Total Weight M-H, Random, 95% CI M-H, Random, 95% CI
1.1.1 Medical patients
Abizanda 2011 27 136 35 184 11.6% 0.63 [0.44 , 1.07] —
Avendano-Cespedes 2016 3 21 12 29 3.2% 0.35[0.11, 1.07] S —
Bonaventura 2007 1] 30 3 30 0.6% 0.09[0.01,1.57] 4
Hosie 2020 4 20 & 25 3.7% 0.63[0.22, 1.78] [ E—
Jeffs 2013 15 305 21 343 7.6% 0.50 [0.42, 1.53] N
Martinez 2012 8 144 19 143 5.7% 0.42[0.19, 0.92] S
Subtoetal (95% CI) 706 754 323% 0.61 [0.45, 0.83] ‘
Total events: 57 104
Heterogeneity: Tan? = 0.00; Chi®? = 4.57, df =5 (P=0.47); F = 0%
Test for overall effect: Z = 3.20 (P = 0.001)
1.1.2 Surgical patients
Chen 2017 13 196 27 179 7.8% 0.44[0.23, 0.83] S
Dong 2020 2 50 9 53 2.0% 0.24[0.05,1.04] 4— |
Hempenius 2013 12 127 19 133 7.1% 0.66 [0.33, 1.31] S
Lundstrom 2007 56 102 73 97  18.5% 0.73 [0.59, 0.90] -
Marcantonio 2001 20 62 32 64 11.8% 0.65[0.42, 1.00] — =
Partridge 2017 9 a5 22 91 6.6% 0.44[0.21, 0.90] - -
Wang 2020 4 152 25 129 3.8% 0.14[0.05,038] 4=
Subtetal (95% CI) 774 746 57.5% 0.45 [0.34, 0.72] ’
Total events: 116 207
Heterogeneity: Tan? = 0.14; Chi? = 17.32, df = 6 (P = 0.008); I* = 65%
Test for overall effect: Z = 3.66 (P = 0.0003)
1.1.3 Mixed medical and surgical
Young 2020 24 343 33 370 10.2% 0.78 [0.47 , 1.30] —
Subtoetal (95% CI) 343 370 10.2% 0.78 [0.47 , 1.30] ‘.
Total events: 24 33
Heterogeneity: Not applicable
Test for overall effect: Z = 0.94 (P = 0.35)
Total (95% CI) 1523 1870 100.0% 0.57 [0.46, 0.71] 0
Total events: 197 344

Heterogeneity: Tau? = 0.06; Chi® = 21.37, df = 13 (P = 0.07); I* = 39%
Test for overall effect: Z = 5.02 (P < 0.00001)
Test for subgroup differences: Chi? = 2.11, df =2 (P =0.35), ? = 5.3%
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Non aspettiamo il farmaco della prevenzione




Dopamine
Serotonine

1 1 1 1

Typical Antipsychotics Atypical Antipsychotics  Cholinesterase-inhibitors Benzodiazepines

Dopamine Acetylcholine GABA

Trigger, prevent and treat?

Widely used, not convincing, maybe harmful

Prevent and treat? | Noradrenaline Melatonine Prevent?
Dexmedetomidine Melatonine/-agonists
Promising, but limited settings and Not used, not convincing, but safe

with adverse events



Cosa sappiamo e cosa no

1. Fragilita, delirium e demenza condividono fattori di rischio

2. Lafragilita sembra aumentare il rischio di demenza, il delirium € espressione di vulnerabilita
cerebrale

3. La prevenzione si basa sui fattori di rischio comuni e specifici

4. Non ci sono evidenze che prevenire delirium o fragilita possa prevenire la demenza

5. Lasottodiagnosi e il sottoscreening delle tre sindromi nella popolazione geriatrica e nella

pratica clinica sono elevati



	Diapositiva 1
	Diapositiva 2
	Diapositiva 3
	Diapositiva 4
	Diapositiva 5
	Diapositiva 6
	Diapositiva 7
	Diapositiva 8
	Diapositiva 9
	Diapositiva 10
	Diapositiva 11
	Diapositiva 12
	Diapositiva 13
	Diapositiva 14
	Diapositiva 15
	Diapositiva 16
	Diapositiva 17
	Diapositiva 18

