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Discapacidad Neuroldgica Global (cierre 2016)
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Existen varios tipos de envejecimiento...

Envejecimiento primaria (normal o fisioldgica)- Hace referencia a los
cambios que ocurren a lo largo del tiempo y que alteran la estructuray
funcion de |os drganos y sistemas de drganos, pero que son independientes
del desarrollo de procesos patoldgicos.

Envejecimiento secundario: Hace referencia a los cambios que
Ocurren en un organismo y que son atribuibles a a procesos patoldgicos
(enfermedades cranicas no-transmisibles, neurodegenerativas,

oncoldgicas, etc.).
Browne & Nair, 2018
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¢Podemos rastrear los cambios
neuroanatémicos en el cerebro a lo
largo de la vida y utilizarlos como
marcadores para determinar la salud
cognitiva?
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www.nature.com/scientificreports 2019

SCIENTIFIC REPé}RTS

OPEN Lifespan Changes of the Human
Brain In Alzheimer’s Disease

Pierrick Coupé'?, José Vicente Manjon?, Enrique Lanuza(»* & Gwenaelle Catheline®

Brain imaging
development

Ace : 14 December 2018 wastione & (4 - 4
e s auestionsabo) - “Campbjos a lo largo de la vida en el cerebro

Receitwed: 25 Julby 2018

:TE:‘E humano en la Enfermedad de Alzheimer”
:LE:;E;&Tﬁn years. Dur study provides evidences of early divergence e models from the

normal aging trajectory before 40 years for the hippocampus, followed by the lateral ventricles and
the amygdala around 40 years. Moreover, our lifespan model reveals the evolution of these biomarkers
and suggests close abnormality evolution for the hippocampus and the amygdala, whereas trajectory
of ventricular enlargement appears to follow an inverted U-shape. Finally, our models indicate that
rmedial temporal lobe atrophy and ventricular enlargement are two mid-life physiopathological events
characterizing AD brain.
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Resultados claves:

ANTES de los 40 afios comienza a
aparecer una divergencia en las
mediciones volumétricas del
hipocampo, siendo menores los
volumenes en personas que luego son
diagnosticadas con MCI o Alzheimer.

Alrededor de los 40 se muestra un
patron similar para la amigdala y los
ventriculos laterales.

El modelo indica que la ATROFIA
TEMPORAL Yy y el ALARGAMIENTO
VENTRICULAR podrian ser dos eventos
fisiopatologicos que caracterizan el
cerebro de los pacientes con AD.
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La figura muestra las
mediciones
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modelos de personas
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saludables, Deterioro
Cognitivo Leve y
Alzheimer
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¢Existe algin modelo tedrico que tome
en consideracidn la multiplicidad de
variables que intervienen en la
neuropsicologia del envejecimiento?
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How Does it STAC Up? Revisiting the Scaffolding Theory

of Aging and Cognition

Patricia A. Reuter-Lorenz « Denke C. Park

Recaved: 31 July 2014 fAccepied: 7 Augnst 2014/ Poblished omline 21 Augast 2014
) The Axthonis) 2014, This article is published with opm aocess at Sprin gedink com

Abstract “The Scaffoldng Theory of Aging and Cognition
(STACY", proposed in 2009, & a concepheal model of cogni-
tive aging that integrated evidence from siructural and fumnc-
tiomnal newrsimagng to explain how the combined effects of
adverse and compensatory neural processes produce varying
levels of cognitive function. The mode] made clear and test-
ahle predictions abowt how different brain variables, hoth
strucural and functional, were related to cognitive function,
focusing on the core construct of compensatory scaffolding.
The present paper provides a revised model that indegrates
now evidence ahout the aging brain that has emerged since
STAC was published 5 years agn, Unlike the original STAC
mdel, STAC-r incomporaies life-course factors that serve to
enhance or deplete neural resources, thereby influencing the
developmental course of brain struciure and function, as well
a5 cognition, over time, Life-course factors also influence
compensatory proceses that are engaged t0 meet cognitive
challenge, and i ameliorate the adverse effects of structural
and functional decline. The revised mode] is discussed in

relation to recent lifespan and logitudinal data as well as
emerging evidencoe about the effects of training interventions.
STAC-r goes beyond the previous mode] by combining a lifie-
sman approach with a life-course approach to understand and
predict cognitive status and rate of cognitive change over time.

Tntrod ue don

Decades of behavioral research in the latter part of the 20th
century characterized a vanety of age-related cognitive defi-
cits inchuding memory problems, executive processing dys-
function and declines in spoed of processing that typify mor-
mal older adults {e.g., Craik and Salthowse 20040). Despite
volumes of performance data and numerous thooretical ad-
vances (e.g., Schaie ef al 1996; Schaie and Willis 20114, by
Bimen and Schaie 2005), a coherent inegrated account of
cognitive aging based on behav ioral data alone proved to be
chisive. Forunaiely, the end of the last century ako brought
meajor deve lopments inin v ivo human newnscienoe methods,
mast eritically, functional amd structural imaging that permit-
ted scientists to relate newral activity and stroctural brain
measurements to specific cognitive processing ahilities
{Cabeza et al. 20035). Additional and mire recent advances
in imaging of white matier pathways, amyloid deposi, con-
nectivity patiems, genetic, pharmacological and other bio-
markers have provided a wealth of new indices of neurophys-
iological sttus that can be indegrated with behavioral perfor-
mance assessments to identify the newrocognitive underpin-
nings of typical age-related decline (Grady 2008; Budkmer
et al 2009, Bickman et al. 2006; Raz and Lustig 2014;

Teoria Estructural del Envejecimiento Cognitivo

(STAC)

* |ateoria STAC concibe el funcionamiento cerebral y la
cognicidn en un sentido tanto positivo como negativo

* Publicado por primea vez en 2008, toma en consideracian los
cambios que de manera normativa deben ocurrir a nivel
cerebral y cognitivo, considerando ademas los facores que
actian como moduladores

* |aprimera descripcian grafica del modelo describia las
vaiables consideradas “intervinientes” en el procesos de
envejecimiento en |a adultez mayar
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Cambios Cognitivos Normales
Relacionados con el
Envejecimiento

Estadios Preclinicos

Deterioro Cognitivo Ligero Esquema
Diagnostico
Contemporaneo

Sindrome Demencial (Smith, 2016)




B¢E AMERICAN ACADEMY OF
NEUROILOGY.

A AN Summary of Practice Guideline for Clinicians

Practice Guideline Update: Mild Cognitive Impairment

is is a summary of the American Academy of Neurclogy (AAN) practice guideline, "Update: Mild Cognitive Impairment,” which was published online ahead
of print in Neurology® on December 27, 2017. It will appear in the January 16, 2018, print issue.

e El Trastorno Cognitivo Menor (DCL) muestra una prevalencia estimada entre el
|0-12% de |as personas con méas de ba afios.

o EL DCL Muestra una tasa de conversian anual hacia la demencia tipo Alzheimer de

alrededor del 15%.

 Aproximadamene el 0% de las personas con DCL seran diagnosticados con una

demencia en |os siguientes 4 afios de realizado el diagnastico.
(Hansen et al., 2018)

S




DIAGNOSTIC AND STATISTICAL £l DSM-V recogfa estos trastornos en el apartado
MANUAL OF . ’ o .
MENTAL DISORDERS, titulado “Demencia, Delirium, Amnesias y Otros
FIFTH EDITION Trastornos Cognitivos”

DSM-5

 ElDSM-a elimina el término “Demencia” y se sustituye
por "Trastorno Cognitivo Mayor”

» EIDaM-a reconace |a existencia de un estado
prodromico denominado “Trastorno Cognitive Menor”




Criterios Diagndsticos

DIAGNOSTIC AND STATISTICAL
MANUAL OF |. Evidencia de declive cognitivo en uno o mas dominios, obtenido a

MENTAL DISORDERS, partir a partir del estudio del paciente, un informante, o un
FIFTH EDITION T ., .
especialista, o lueqo de evaluacian objetiva;

DSM-5

2. Preservacidn de |a independencia funcional;

3. El deterioro no se limita tnicamente a episodios de delirium;

4 E| deterioro no se explica por la presencia de otras condiciones, par
ejemplo . depressian;

9. Ausencia de Demencia

S
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SPECIAL ARTHOLE LEVE. OF RECOMMENDATION

Practice guideline update summary: Mild

cognitive impairment

Report of the Guideline Develﬂpme nt, Dissemination, and ]mp]e mentation

Subcommittee of the American Academ}r of Neu m]crg}r

Ronald O Petersan, MDD, PhD, Oscar Lopez, MD, Melexa | Anmestrong, MO, MSc, Thamas 50, Getchius,
Mary Gangul, MD, MPH, David Ghes, MD, MPHETM, GaryS. Gromssth, MD, Dani=l Marson, J0, PhiD,
Tamara Pringsheam, MDD, Gregory 5 Day, MD, MSc, Mark Sager, MD, James Stevens, MO, and
Mexander Ras-Grant, WD

hhrahgpe' H1EA0:1 36 155 dod: 10 1212 AWNL 000000 0000004 &35

Abstract

Objective
To update the 2001 Amedcan Academy of Newrology (AAN) guideline on mild cognitive
impaimment (MCI).

Methods

The guideline panel systematically reviewed MCI prevalence, prognoss, and treatment articles
sccording to AAN evidence clusification criteria, and based recommen dations on eviden ce and
maodified Delphi consensus.

Results

MCI prevalence was 6.7% for ages 60-64, 8.4% for 65-69, 10.1% for 70-74, 14.8% for 75-79,
and 25.2% for 80-84. Cumulative dementia incdence was 14.9% in individwals with MCI older
than age 65 years plowed for 2 years. No high-quality evidence edsts to support phamaco-
logie treatments for MCL In patients with MCL exercise training (6 months) is likely to
imyprove cognitive messures and cognitive training may improve cogritive measures.

Major recommendations

Clinicians should sses for MCI with validated tools in appropriate scenarios (Level B).
Clinicians should evaluate patients with MCI for modifiable risk Bctors, assess for functional
impaimment, and ases for and treat belavioral/ newo peychiatric symptoms [ Level B). Clini-
cians should monitor cognitive status of patients with MCI over time (Level B ). Cognitively
i ring medi cations should be discon tinued where possible and behavioral symptoms treated
(Level B). Clinicians may choose not to offer cholinesterse inhibitors (Level Bl if offering,
they must fist discuss lack of evidence (Level A). Clinicans should recommend regular
exercise (Level B). Clinicians may recommend cognitive training (Level C). Clinicians should
discuss diagnosis, prognosis, long-term plinning, and the bek of effective medicine options
{Level B, and may discuss biomarker research with patients with MCT and famiies (Level C).

Correspondence
Amencan Academy of

Hewrology
guitelinesa an com

[ Podcast

Dir. Jeff Bums talks with
Dr. Ronald Petersen abos
the updated AAN guideline
on mild cognitive
impairment.

NPub.org /ojniw®

A#:_ur: AN ACADEMY OF
MNEUROLOGY.

[luejas Cognitivas

Actividades Basicas Preservadas

No normales para la edad
Ausencia de Demencia
Declive Cognitiva

DCL Amnésico

Alteraciones Mnemicas

DCL No-Amnésico



OCL

Alteraciones Mnémicas

DCL Amnésico DCL No-Amnésico

DCL I-\mnl,ésinn DCL Amnésico DCL No- Amnésico DCL No- Amnésico
Dominio Unico Multidominio Dominio Unico Multidominio

Irastorno Neurocognitivo Menor (DSM-a)
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Patrick P. Coll
Editor

hy Aging

A Complete Guide to Clinical
Management

@ Springer

,Camo satistacer metodoldgicamente estos requerimientos?

La evaluacian neuropsicologia del DCL debe cubrir tanto dominios
cognitivos como no-cognitivos.

En los dominios cognitivos deben explorarse funciones globales y
especificas.

En los dominios no-cognitivos deben explorarse estados emocionales,
capacidad funcional y reserva cognitiva.

La entrevista incial debe explorar APP (factores de riesgo), APF
(factores hereditarios), estilo de vida, higiene del suefio,
medicamentos, etc.

La evaluacian neuropsicologia no puede realizarse al margen de la
exploracidn del Bienestar General.

S




Cinco dimensiones
del Modelo de
Bienestar de Hettler Bienestar

(2013)




Bienestar Social

-

Cuenta la persona con
“otros” a quien acudir
cuando necesita ayuda.

~

Tiene la oportunidad de
dar y recibir afecto.
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vy mantener relaciones
personales positivas
con otras personas y
la comunidad.
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Bienestar intelectual
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Bienestar fisico

Practica ejercicios?

Mantiene el peso
corporal?

Se hidrata
adecuadamente?

Camo se alimenta?

Compromiso con
el autocuidado a
traves de |a
realizacidn de
actividades fisicas
v alimentacidn
saludable.




Bienestar emocional

Se siente satisfecho con
su vida?

Se siente valorado?

Esté dispuesto a enfrentar
nuevas realidades y
oportunidades?

[ué efecto tiene el estrés
en su vida cotidiana”

' 3
._ W
|
|
A

Habilidad para

reconocer |a
responsabilidad
personal por las
decisiones tomadas y
SUS CONSEcUencias con
estabilidad emocional y
positividad.




Bienestar Espiritual

Encuentra sentido en el dia
3 dig”

diente que sus necesidades
espirituales son
satisfechas?

Camo valora su
espiritualidad?
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y
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Joseer un
yropasito en |3
vida y un
adecuado
sistema de
valores
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4. E| deterioro no se explica por la presencia de otras condiciones,
por ejemplo, depressidn;

Varios mecanismos se han propuesto para explicar la relacidn
entre depresian y DCL:

* |ncremento del cortisol (el incrmento del cortisol de forma sistematica puede
provocar dafio en las células del hippcampo)

 |adepresion podria ser consecuencia del DEL, y valorarse como un signo
precoz de |a entidad

 Ladepersiony el DCL podrian relacionarse con una tercera variable
independiente: la presencia de una ECardioV

 Los medicamentos para tratar |a depresidn pueden incrementar el deterioro
cognitivo devido a sus efectos anticolinérgicos
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State of the science on mild cognitive impairment (MCI)

Nicole D. Anderson (5 *
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Mikd oupl:'tiw impn'rmmt [MCI} represents a transitional stage Trestween hﬂl]‘]l, l@ing aml dementia, amd affects
10-15% of the population overthe age of 65. The fallire ofdrug trialsin Alhemmer'sdisease (AD)treatment has shifted
researchers” s toward delaying progresion from MCL o dementia, which would reduce the prevalence and costs of
dementia probundly. Dagnostic eriteria for MCI increasngly emphastee the need for positive biomarkers to detect
preclinical AD. The phenomenchgy of MCL comprises kower quality-oflik, greater smptoms of depresson, and
avoidant cqn'ng ﬂ:rmg'a :'ndud:':ug withdrawal from soeial Enryrement, Nl\mrhiduﬁu] features of MCI ame
bypoperfusion and bypometabolism in temporoparietal eortices, medial temporal lobe atmyphy particularky in rhinal
cortices, elevated tau and phosphorylated tau and deerased Aflyy m cerebrospinal luid, and brain A, deposition.
Elevated tau can be identified in MCI, Plﬂ:'l:'l.l]lﬂ}' in the emtorhinal cortex, ﬁrlgprdmmcm:im'lm ‘bimhg‘rll)}l:_l‘. and
anabysisof sgnal complexity using electroenc ephalography or magne toenee phalography holds promise asa biomarker,
Assesment of MCI also melies on cognitive somening and neuropsychologeal assessment, but there is an wrgent nesd
for standanlized cognitive tests o capitalie on meent dscoveries i coguitive neurascience that may lead to mon
sensitive measures of ML Cholinesterase inhabators are frequently preseribed for MCIL despite the lack of evidence for
thetr &Hw}: Exervise and diet imerventons hold P‘rm'n'nc for imm:'ng reserve in MCL and group
psychoeducational programs teaching practical memory strategies appear effective. More work 1s nesded to better
understand the phenomenology and neurobiokgy of MCL and bow best toassess it and delay progression to dementia,
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Introduction

Amwminfdﬂ'nmﬁl:isdilpumqu‘ Jseronds, the
eqquivalent of 4.9 million new cases gobally m 5" The
worklwide prevalence of dementia & expected to almost
double every 20 years, fom 46,8 million n 20150 1315
muillion i 2050, with most of the nerase seornng o low
anel mielitle 1 mntries.” The combined oost ofhealth
care amid boss of earnings due to dementia, already at $81
billion (USDH per wear, i prediated to nise to $2 tnilion by
03" Cansidening Alrbemmer's disease (AD) in particular,
0 dseaseminBiing treatment exists, and chmical drug
[ ) 3

switeh thetr keous towand delrying dementiain persons who
are in prechinical phases of the dseas. Eoonomic analyses
harve comduded that a treamment itmdueed in 2025 that
delas the onset of dementia by five years would reduce the
prevalence and asseated bealtheare costs of dementia by
approvcimately 40 aver the flowing 25 yars”

Mid cogmitive impairment (MCI) represents the
preclmical, transitional stage between healthy aging and
dementia and represents what researchers and elimcians
view as a “window” i which it maybe possble tointervens
andd delay progrression to dementia, The goal of thisartick
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INICIATIVA CUBANA EN SALUD COGNITIVA
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The relationship between depression and
cognitive function in adults with
cardiovascular risk: Evidence from a
randomised attention-controlled trial

Haley M. LaMonica'-2**** Daniel J. Biddle'*#, Sharon L. Naismith'-2, lan B. Hickie:?,
Paul Maruff*, Nicholas Glozier'*

Guarda relacion con la estabilidad
temporal mas que con la
intensidad. ..

e

La escala de depresion geriatrica (GDS, por sus siglas en inglés)
Por: Lenore Kurlowicz, PhD, RN, CS, FAAN, University of Pennsylvania School of Nursing y
Sherry . Greenberg, MSN, GNP-BC, Hartford Institute for Geriatric Nursing, NYU College of Nursing

Escala de depresion geriatrica: Cuestionario corto

Escoja la respuesta adecuada segiin como se sintid usted la semana pasada.
1. {Estd usted basicamente, satisfecho(a) con su vida? 51/ NO
2. JHa suspendido usted muchas de sus actividades e intereses? SI/ NO
3. jSiente usted que su vida esta vacia? 81 /NO
4. jSe aburre usted a menudo? 81/ NO
5. JEsta usted de buen humor la mayor parte del tiempo? 31/ NO
6. JTiene usted miedo de que algo malo le vava a pasar? SI/ NO
7. iSe siente feliz la mayor parte del tiempo? SI1/ NO
8. /Se siente usted a menudo indefensol(a)? SI/NO
9. ;Prefiere usted quedarse en la casa, en vez de salir y hacer cosas nuevas? 81/ NO
10. ;Con respecto a su memoria: jSiente usted que tene mas problemas que
la mayoria de la gente? 81/ NO
11. ;Piensa usted que es maravilloso estar vivola) en este momento? SI / NO
12. ;De la forma de como se siente usted en este momento, JSe siente usted indtil? SI/NO
13. ;Se siente usted con mucha energia? SI/NO
14. ;Siente usted que su situacién es irremediable? SI/NO
15. ;Piensa usted que la mayoria de las personas estin en mejores condiciones que usted? SI/ NO

Las respuestas en negrita indican depresidn. Asigne 1 punto por cada respuesta en negrita.

Un puntaje > 3 puntos parece indicar depresidn.
Un puntaje = 10 puntos es casi siempre un indicador de depresidn.

Un puntaje = 5 puntos deberia garantizar la realizacién de una evaluacién integral de seguimiento.
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Precision psychiatry: a neural circuit taxonomy for depression
and anxiety
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EXAMEN COGNITIVO ADDENBROOKE [ACE-R)
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Sensibilidad y especificidad (Sanos-DCL)
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