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Gestione del diabete nel paziente anziano(>75 a)

Initial clinician assessment
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Focus on function

(Sinclair A et al. — Lancet Diabetes Endocrinol, 2015)
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Modificazioni della composizione corporea
e della massa muscolare nell’anziano
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Dispendio energetico giornaliero
In relazione all’eta
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(McGandy RB et al. — J Gerontol, 1966)



Fabbisogno energetico medio in eta geriatrica

RV, X
Altezza (m) Peso (Kg) MB (Kcal/die) Fabbisogno energetico (Kcal/die) per ug&e\gi\p
Uomini 1,45 1,60 (1)7@ X 2,10
30-59 anni 1,60 57,6 1550 2250 2480 \ 6\\@’& 3260
1,40 \6@ 1,60 1,75
60-74 anni 1380 1940 60 2220 2420
,a\\a 66
>75 anni 1300 &7, (@ T 1950 2080 2280
096 ™
S \ ©
Donne @56 g@ 1 45 1,60 1,75 2,10
(©
30-59 anni 1,60 57,6 \\\ersz\oe 1930 2130 2330 2790
?/\/P‘ O(\Q'\ 1,40 1,50 1,60 1,75
60-74 anni d’a ' %\O(\ 1220 1700 1830 1950 2130
>75 anni a\a \6 1190 1660 1780 1900 2080
M
Formule per@t@l%qlq@%l fabbisogno energetico: Larn 2014, SINU
Wominj Q Donne
30-59 nn| 11,6 x Peso Corporeo + 879 x LAF 30-59 anni: 8,7 x Peso Corporeo + 829 x LAF
60-74 anni: 11,9 x Peso Corporeo + 700 x LAF 60-74 anni: 9,2 x Peso Corporeo + 688 x LAF

>75 anni: 8,4 x Peso Corporeo + 819 x LAF >75 anni: 9,8 x Peso Corporeo + 624 x LAF
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Variazione di peso, massa magra e grassa
dopo un anno di intervento in anziani fragili
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(Villareal DT et al. — N Engl J Med, 2011)



Variazione di parametri oggettivi e soggettivi
di fragilita dopo un anno di intervento
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FSQ: Functional Status Questionnaire; PPT: Physical Performance Test; _
VO2peak: the peak oxygen consumption (Villareal DT et al. — N Engl J Med, 2011)
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Patogenesi della fragilita e della sarcopenia

Aging

Decreased

Growth and sex hormones
Antioxidant capacity
Physical activity

}* ~———————— Comorbidities / chronic illness

/\

Protein intake
Mitochondrial function
Neuromuscular function

Motor neurones

B-cell function

B-cell mass

Protein synthesis

Vascular perfusion

Muscular fibre size and number
Muscle blood flow

Increased

Insulin resistance

Low grade inflammation
Oxidative siress

.

L]

L]

*  Anabolic resistance
*  Visceral fat

*  Anorexia of ageing
*  Malnutrition
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. gradapa'l
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Mo

\6 \‘U Decreased

* Physiologic reserve
* Physical activity
*  Gait speed

*  (rip strength

Increased

Vulnerability to physical and
psychological stress
Multiple organ dysregulation
Exhaustion

Weight loss

Falls

Physical dysfunction +/- Cognitive dysfunction

!

Adverse outcomes: disability; increased carer support; hospitalisation;
care home residency

(Sinclair AJ et al

. — J Diabetes Complications, 2017)



Relazione tra diabete, sarcopenia e fragilita

Diabetes

M nsulin resistance and
hyperglycaemai

/MCardiovascular risk factors

1T Comorbidities especially renal
failure,hypertension and dementia

JMotor neurones
J, muscle quality
|, vitaminD

Frailty

1 Cardiovascular risk factors
: _ J Physical activity
Hyperinsulinaemia ' M chronic low grade Inflammation
P nsulin resistance J Muscle fibre

(Sinclair AJ et al. — J Diabetes Complications, 2017)



Relazione tra dieta e fragilit

(studi prospettici)

oo
PROTEINE S
. ab
0\
@@so \%% (positive/
: Outcome/ \’s e associations
Study StUdY et Outcome FOHOW er to the direction of
population assessment é@ﬁ ,\r‘
measure 2 ‘\6\ the significant association
G\ 'a\‘ . 35 observed in each study
Houston et al. | Subsample ABG Dietary protein Body cog@@s\!)ti\ord{\“‘ \years Positive association between
(2008) (N = 2066, 53.2% | intake estimated L iRass_ad)d protein intake and lean mass
women) by FFQ \ eng %r lean and appendicular lean mass
g :
\\]?/ as preservation.
\,P‘?\ \(\e ?heasured by
‘\\6‘6 09" | bxa
Beasley etal. | WHI; 24,417 A2 r @Q‘l\ntake as | Frailty/Modified 3 years Negative association between
(2010) women (6\3 \e;é@tlmated by FFQ | Frailty criteria protein consumption and
265 3@9@ \]e(e incident frailty
ﬁ\\)\‘aQ X ‘\Oe
Lan gPO 1%71 community Diet history for Frailty/Modified 3.5 years Negative association between
(201 aE@ dwelling milk products Fried criteria low-fat dairy products
individuals 260 consumption consumption and incident
years (51.5% frailty
women)

(Yannakoulia M et al. —

Metabolism, 2017)




Relazione tra dieta e fragilita
(studi prospettici)

MICRONUTRIENTI

>
\O\OQ\

As o@%on (positive/

Stud Dietar Outcome/ Follow-u I‘% sociations
Study Y y Outcome wW-up \\3 ref 1(\@ e direction of
population assessment period \\3
measure ‘e\a A |gn|f|cant association
.0 ‘A\\e\\ observed in each study
Semba Subsample Serum vitamins Frailty/Fried criterli0 'a\\ e 66\ Negative association between
et al. VHAS A, D, E, B6, and 66\) N el serum carotenoids levels and
(2006) (N = 766) B12, carotenoids, e g 15 incident frailty
folate, zinc, and 66?/ ga Positive association between
selenium \‘6 v \Q(G number of micronutrient
LY e S deficiencies and risk of frailty
J\ﬂ
Semba Subsample Seq@]'b@\’ O(\C.5\\\/Valking speed/Time Negative association between
et al. VHAS (5? en needed for 4-m walk 15 high oxidative stress and
(2007) (N = 545) ia\‘a ev@g( walking speed
Alipanah Subsa{gﬂ@ G(G éerum Walking speed/Walk 4- Negative association between
etal. G\‘ carotenoids m course serum carotenoids and walking
(2009) : %ﬁ S;@‘ levels speed decline
0‘\‘390 erately to 15
severely
disabled)
Lauretani Subsample Plasma Walking disability/ Negative association between
et al. InChianti carotenoids Walking tests 6 years total plasma carotenoids and
(2008) (N =928, level walking disability

55.7% women)

Yannakoulla M et al. —

Metabolism, 201




Associazione tra deficit di Vitamina D e fragilita

Study or Subgroup _log]]

Ensrud 2010
Ensrud 2011
put 2005
Sthottker 2014
Semba 2006
Yogt 2015
fong 2013

Total (95% (D)

0.19 001
003 0.18
0.63 037
0.16 0.17
0.29 0.03
097 0.97
044 0.19

Test for overall effect: 2 = 5.55 {7 < 0.00001)

SE_Weight IV, Random, 85% Cl IV, Random, 55% Cl
4$5.5% 1210119, 123] I
50% 1030072, 147 -1 (3\3‘
3% LBB[0.91, 3.89] A \O\O
5.6%  L17[0.84, 164] T '\0‘06
7% 134]126, 142 i 6\0 6‘\\'
0.2%  264(039,17.66) AP\ G
' O . AN
46% 1551107, 225] — BRI
N N
100.0% 1.27[1.17, 1.38] ’ a\\agoa e\ \\‘6
it Tau = 0 00 Chi? = =EP=00N-= f I f
Heterogeneity Tau? = 0.00; Chiz = 1452, of =6 (P = 0.02); [ = 5% 005 02 i \)\q \ e
cf
Highest level of 25(0H)D Lﬂwes%elgzﬁﬁo 6\ S
o
Study or Subgroup laall |Gk,\ﬂeiuhl ﬁ(%andam 952 CI IV, Random, 95% CI
1.1.1 panicipants I‘ro?ﬁ\\olh al ﬁ\zrﬁale
put 2005 1,88 |0.91, 2.88] =
Schottker 20 1&% 5 sx 1.17 [0.84, 1.64] -
Yo 2n -@ 0.2% 2.64 [0.39, 17.65]
SuhtaEL sx 7.0% 1.30[0.96, 1.75] i
Me = D Q0; Chiz= 188, df =2 (P = 0.39), 12 = 0%
\a st rnr Meffect: 2 = 1.70(F = 0.05)
3‘ 12 fr al
Q(GQ \]G(%srud gg?iﬂmm T u? c-ew 5.0% 1.03 [0.72, 1.47] S
QY WO Wong 2013 044 019  46%  155[107,2.25] ——
el Subtotal (95% CI) 9.6% 1.26 [0.84, 1.88] ~
? Heterogeneity: Tau? = 0.05; Chil = 2,45, df = 1 (F = 0.12); 12 = 58%
Test for overall effect: 2 = 1,12 (P = 0.26)
1.1.3 panticipants from female
Ensrud 2010 0.19 0.01  45.5% 1.2101.19, 1.23] -
Semba 2006 029 0.03 327.9% 1.34 [1.26, 1.42] =
subtetal (95% CI) B2.4% 1.27 [1.15, 1.40] *
Heterngengity: Tau = 0.00; Chit = 10,00, df = 1 (F = 0.007); It = 90%
Test for overall effect; 2 = 4.74 (F < 0.00001)
Total (95% CIy 100.0% 1.27 [1.17. 1.38] *
Heterogeneity: Tauz = 0.00; Chi? = 14.52, df = 6 (F = 0.02); I? = 58% ?0_1 0_:2 0_:5 1 z 5 :u:-:

(Zhou J et al.
Maturitas, 2016)

Teast for overall effect: 2 = 5.55 (P < 0.00001)
Test for subaroun differences. Chit = 002, of = 2 (P = 0,98}, |2 = (%

Highest level of 25(0H)D Lowest level of 23(0H)D
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Relazione tra modelli alimentari e fragilita
(studi prospettici)

Association (positive/
Outcome/ negative associations
Study . Follow-up
Study . Dietary assessment Outcome ) refer to the direction of
population period
measure the significant ass%q
observed in ga¢® udy
Shikany Subsample FFQ Frailty/Fried Criteria 4.6 years Negative associatio éb@een&nlet quality (Diet
et al. MrOS Quality Index Cld
2014 N = 5925 6
o) | =529 G &
Chan Subsample Os Dietary Quality index Frailty/Morley et al. 4 years \ tlv tion between diet quality (Diet
etal. Study Adherence to the Criteria 60( Q dex) and incident frailty
(2015) (N=2724, Mediterranean Diet ‘a\\a ssociation between Mediterranean diet and
o .
50.3% women) Score 6\)\'6 \‘e(e frailty
ce ,.(’(\
Leon-Munoz Subsample FFQ Frialty/Fr Q% tgia 2 (5\3.5 years Negative association between adherence to a
et al. ENRICA \/é (@ prudent diet (as identified by factor analysis) and risk
(2015) (N = 1872, ‘\‘?,\f é\Q of frailty
48.5% women) \\@\ na\e
Talegawkar Subsample Mediterranean \%alty/Frled Criteria 6 years Negative association between adherence to
et al. InChianti Score P& Mediterranean diet and incident frailty
(2012) (N =690, 2 do
0,
51.7% women) (6\. \%
Leon-Munoz Subsamp@ %@ﬁgﬁanean Diet Frialty/Fried Criteria 3.5 years Negative association between adherence to
etal. ‘\C dherence Screener, Mediterranean diet and incident frailty
(2014) 8]@) ( Mediterranean Diet
d\‘aQ Score
Milaneschi Subsample Mediterranean Diet Physical Performance/ 9 years Negative association between adherence to
etal. InChianti Score Short physical Mediterranean diet and physical and
(2011) (N =935, Performance Battery mobility decline
55.6% women)
Shahar Subsample ABC | Mediterranean Diet Walking speed/Walk a 8 years Negative association between adherence to
et al. (N =2225, Score 20-m course Mediterranean diet and mobility decline
(2012) 50.1% women)

(Yannakoulia M et al. —

Metabolism, 2017)



Stili di vita e fragilita : possibili meccanismi

i
Dietary & Other Lifestyle Factors

Mechanisms

\d
Insufficient dietary intake

Voo

I Micro-nutrients | Kcal 1 Protein

1 'llll,arl'lll'l ¢ |-ox| -‘f@.._-._ % \

(\Ge\]

1 physical activity
oF° 1 i

Social isolation, Depression

Other Lifestyle Factors

O\
, Body oé%pg:gﬁ%&';ﬂ ‘B(
Nt

\!
)\ Q@
66

g
NN
Dietary Factors » | Protein synthesis é 3\‘6 = R@ ‘I muscle health s
Loss of appetite, Changes in taste c* 90 ‘\d\ \'a 'y
& smell perceptions, Difficulty in chewing l 43\\6 9 S

\;,I

(\@(@rg}r balance dys-regulation
D

T Oxidative stress

# |Anti-oxidant capacity

L J

-

# Poor cellular health

Poor bone health

FRAILTY
Weight loss, Low muscle strength, Feeling of exhaustion
Reduced phy sical activity capacity, Slow walking speed

(Yannakoulia M et al. —

Metabolism, 2017)



Relazione tra dieta e fragilita (RCTs)

Study N . Exercisc.e .Nutritior!al Intervc.ention Outcome Results
intervention intervention period

Kim and Lee 87 community dwelling No Daily supplementation 3 months Physical The daily supplementation
(2013) frail older individuals of 400 kcal, 25 g protein, 9.4 g functioning moderately decreased

(79.3% women) essential amino acids, 400 mL progression oﬁx&rhty and

water functlo

Zak 80 frail community Yes Daily supplementation 7 weeks Muscle . ‘d\%\réle of nutrition
etal. dwelling and of 300 kcal strength 2 6\ su p@mentatlon was
(2009) institutionalized \'\a(\ . ificant only when

individuals 60-95 years y \\6 ‘5'\6\ combined with resistance

(80% women) '\e\.& \ 3@ exercises

= GC) - ‘ \.fA \
Bonnefoy 57 frail elderly Yes 400 kcal protein/ energy daily \Sktac‘)ahs 5\0 Fat free mass Dietary supplements
etal. (88% women) supplementation \0 (G ° and muscle increased muscle power by
(2003) 66\) (\\16 power 57% after a 3-month period,
e G 3 50 but not after a 9-month
%@ 6\ period
202
Hutchins-Wiese 126 postmenopausal No 2 @@%fz gg\ﬁ@\and DHA) 6 months Frailty/Fried Improvement in walking
etal. women P ?\\ 6\6 criteria speed was observed after the
(2013) ) 06\/ A(\g\ consumption of fish oils
\4
Chin 139 independently YPsﬁ . O(\e' Daily consumption of two 17 weeks Psychological No significant improvement
et al. living, frail |nd|V|duaIs (2 (%\ enriched foods with vitamins D, E, well-being observed
(2002) (28.1% womenb('a \aﬁe B1, B2, B6, folic acid, B12, C and
Q (G Ca, Mg, Zn, Fe, .
PRUCASENT)
Abizanda \&@1 <§IJ fr{h@mduals Yes Daily intake of two bottles of 200 3 months Functional Improvement in function,
etal. (0 % mL with 300 kcal, 20 g protein, 3 status, nutritional status, and quality
(2015) 0\‘39 women) g fiber, 500 IU vitamin D, and 480 strength, of life
mg Ca nutritional
status, quality
of life

Rydwik 96 community dwelling Yes Dietary counseling 3 months Physical No significant improvement
et al. frail older individuals 9-month activity and observed
(2010) >75 years follow-up activities of

(60.4% women) daily living

(Yannakoulia M et al. — Metabolism, 2017)
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Fabbisogno proteico

Physiological !

changes

Genetic
predisposition

(Deutz NEP et al. — Clin Nutr, 2014)

Medical
conditions

Physical
disability &
mental
disorders

protein
intake |

Disease-

An‘abolic pl"OtEin related protein
resistance _ A / catabolism

postprandial
amino acid
availability Decreased
muscle
perfusion

Sarcopenia



Raccomandazioni per 'intake di proteine
e esercizio fisico (adulti > 65 anni)

Recommendations

For healthy older adults, we recommend a diet t
least 1.0 to 1.2 g protein/kg body weight//d%yoedl)

eSSt

el _
50““ Pay attention

. \%Z o
For certain older adults who have aqutet rQQJa%@mc illnesses, 1.2 to renal
to 1.5 g protein/kg body weig t¢8‘$‘y aqa?\be indicated, with function!

even higher intake for L@éﬂgbﬁ\%\lth severe illness or injury. \_

J

We recommend rg@i&‘f‘) %&sﬁ%\l‘activity for all older adults, as
long as actiyavei‘s\lgcfﬁl le. We also suggest resistance training,
wherr\],o'{s’z&?(s)?glé)ogs part of an overall fitness regimen.

o

(Deutz NEP et al. — Clin Nutr, 2014)



Relazione tra quantita di proteine assunte
per singolo pasto e risposta anabolica

Sintesi o l-
Proteica
Massimale jo— - . . . . .. . . . . .
o o \Pra
Colaza;&i (¢ Pranzo Cena Colazione Pranzo Cena
69( ) 6\16

oe;\’\\\‘~g’éi§1‘° ~30g ~30g ~10g ~20¢g ~60g¢g
0\69 proteine proteine proteine proteine proteine  proteine

(modificato da Paddon-Jones D et al. - Curr Opin Clin Nutr Metab Care, 2009)



Nutrient composition of the habitual diet in people
with type 2 diabetes (TOSCA Study)

S R
Energy (Kcal) 1961+684 1817+668\\6(\3 C}'\\;@\*om
Protein (% of TE) 18.2+2.4 18%@2\_‘5\?\6@5\6\ 818
Fat (% of TE) 36.845.8 &66§8.g@¥% 262
SFA (% of TE) 12,2424 @o\?’ (\\16@12 142.7 215
MUFA (% of TE) %@&ZQ’@ &% 177438 135
PUFA (% of TE) \\l@ Qé&\l 4.4+1.2 413
Cholesterol (mg/day) $C9?/\(’\ o g\‘\337+141 313+148 <.001
Carbohydrates (% Qgi&é) ©° 45.0+7.0 45.2+7.6 393
Added sug%w% ofé@) 2.4+3.2 2.3+3.2 394
FI%Q;E@?IIQQQ Rcal/day) 10.6+2.6 10.9+2.8 002
Xicohol (g/day) 10.7+16.1 11.8+15.4 107

Polyphenols (mg/1000 Kcal/day) 371.5£152.1 386.2+174.5 .025




Micronutrient composition of the habitual diet in people with type 2 diabetes.
Tosca Study

Recommended Intake* Intake in the study cohort
Corrected for 1000 Kcal < 65 years > 65 years <(r(]5.51)é%a7r)s = (?]5 ggi)r > O(Ig\-galue
Iron (mg) 5.3 6.8+0.9 7.0‘1(1\‘@@6‘0\ <.001
Calcium (mg) 530 630 463.8+138.5 0\\%3@‘%%%\5@% 003
Sodium (mg) 790 630 1098%@?\\6 14277 120
Potassium (mg) 2000 g@gﬁ’%@é\@ 1665+340 022
Phosphorus (mg) 370 o° ce6h102 704+111 027
Zinc (mg) 5.3\/\’g<5“?;)\8(}a O 6.0+0.92 6.0+£0.96 992
Tiamin (mg) »P‘@p! S oo S 0.52+0.09  0.53+0.09 135
Riboflavin (mg) P\\AO?’(\G $)9) 0.79+0.21 0.83+0.22 <.001
Niacine (mg) ‘m\ad\?;\\e‘s\o 9.5 9.65+1.87 9.55+1.92 224
Folic Acid (ug) o<@° ove” 210 131.74325 13374327  .139
B-carg tgne(m@e 950 1441+884 1384+762 097
B6-vitamin (mg) 0.8 0.94+0.18 0.94+0.18 981
C-vitamin (mg) 50 64.1+28.3 64.1+30.5 978
D-vitamin (ug) 8 1.41+0.61 1.34+0.66 .006
E-vitamin (mg) 6.6 3.79+1.06 3.83+1.13 399

* Corresponding to 2000 Kcal for men and 1800 Kcal for women
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Dieta Mediterranea e rischio di
disfunzione cognitiva moderata

2 Cognitively normal to Mild Cognitive Impairment

2.1 Continuous MeDi Score \0(;\6
XO
Hazard Ratio Hazard Ratio . 0\06

Study or Subgroup log[Hazard Ratio] SE Weight [V, Random, 35% CI IV, Random, 95% CI 6\0\ . \'

Cherbuin 2011 00677 01174 23.1% 1.07 [0.85, 1.35] D N\ \\a\

Scarmeas 2008 MCI -0.0834 00388 76.9% 0.92 [0.85, 0,99 . 1 \0\‘\6 . 6\\6

< \! \¢

Taotal (95% Cl) 100.0% 0.95 [0.84, 1.08] \6\6 . a@

Heterogeneity: Taw® = 0.00; Chi* = 1.48, df =1 (P =0.22); " = 33% =U 5 I}? {; 6\@\\

Test for overall effect: Z =076 (P = 0.48) Favours MeDi \@u &}

S
60\ et
2.2 Middle vs Lowest MeDi tertile 0(\
Sl
MCl ¢ Hazard Ratio

Study or Subgroup log[Hazard Ratio] SE Tmal 'I‘utal . \g}r meﬁ % Cl IV, Random, 5% CI

Roberts 2010 -0.2373 0.2204 @\\l y%@ Sb Yo 051, 121] n

Scarmeas 20049 MCI -0.1824 0.1508 0.83 [0.62, 1.12] L

Total (95%Cl) Q§ 100.0%  0.82[0.64, 1.05] ——

Heterogeneity: Tau® = 0.00; Chi# = 0.0 hp = D'!-'i: 55 ﬂ‘-? ; 1‘-5 2

Test for overall effect: £ = 1.61 %’(’8 \6 Favours Middle MeDi Score  Favours Low MeDi Score
2.3 Highestvs chae@&l%gc@ﬂ e

5\\- el o
(@) MCI CH Hazard Ratio Hazard Ratio
al or Subgroup log[Hazard Ratio] SE Total Total Weight IV, Random, 85% CI IV, Random, 5% Cl

Roberts 2010 -0.2889 0.2487 93 1141 314% 0.75[0.48, 1.21] Ll

Scarmeas 2009 MCI <0.3285 0.1668 241 1199 6BBE% 0.72[0.52, 1.00] ]

Total (95% Cl) 334 2340 100.0% 0.73 [0.56, 0.96] e

T, = » =y — = = @ = } t } 1
Heterogeneity, Tau® = 0.00; Chi* = 0.02, df = 1 (P = 0.89), I* = 0% 05 07 3 15 2

Test for overall affect: £ = 229 (P = 0.02)

Favaours High MeDi Score  Favours Low MeDi Score

(Sigh B et al. — J Alzheimers Dis, 2014)



Dieta Mediterranea e rischio di Alzheimer

3 Cognitively normal to Alzheimer's disease

3.1 Continuous MeDi Score ‘\a
. . \O\Og
AD CN Hazard Ratio Hazard Ratio . \Oe

Study or Subgroup log[Hazard Ratio] SE Total Total Weight IV,Random,85%CI IV, Random, 95% CI (\\6

Feart 2009 00147 00876 51 1410 18.8% 0.99 [0.83, 1.17] [ \R\W

Scarmeas 2006 -0.0988 0.0422 219 1759 812% 0.91 [0.83, 0.98) d\\a\\a‘

Total (95% Cl) 270 3169 100.0% 0.92 [0.85, 0.99]

Heterogeneity: Tau? = 0.00; Chi# = 0.75, df = 1 (P = 0.39); IF = 0%

Test for overall effect: £ = 2,18 (P = 0.03) 20 Favours E'mtml

S
60\6 N

3.2 Middl i i e (\

; e vs Lowest MeDi tertile 6\ 50

AD Ratin Hazard Ratio

Study or Subgroup log[Hazard Ratic] SE Total, T , Random, 95% CI IV, Random, 95% CI

Feart 2009 -0.0759 0.3358 Q\ 1410 6\6 0.93 [0.48, 1.79] -

Scarmeas 2006 -0.1568 0, 1@,%19 82.3% 0.85 [0.63, 1.16] H

Total (95% Cl) P‘$ (\@’m 3169 100.0% 0.87 [0.66, 1.14] --q-—

Heterocgeneity: Tau® = 0.00; Chitx df -é(@ 0.83); 2= 0% } ’ ! t ’

Test for overall eﬂect Z 13 s 07 1 15 =

1‘ Favours Middle MeDi Score Favours Low Meli score

3.3 Hig h@@@w;{ mhg‘ tertile

. QO °°

\6 AD CN Hazard Ratio Hazard Ratio

Study or Subgroup log[Hazard Ratio] SE Total Total Weight IV, Random, 395%CI IV, Random, 85% CI

Feart 2009 02169 03966 51 1410 18.0% 0.81[0.37, 1.75) =

Scarmeas 2006 -0.8034 01858 219 1758 B2.0% 0.60 [0.42, 0.87] —.—

Total (95% CI) 270 3169 100.0% 0.64 [0.46, 0.89] *

Heterogeneity: Tau® = 0.00; Chi*= 043, df = 1 (P =0.51); F= 0% U.rﬁ [}!? 1 1:5 :-e

Tast for overall effect: £ = 2.68 (P = 0.007)

Favours High MeDi Score  Favours Low MeDi Score

(Sigh B et al. — J Alzheimers Dis, 2014)



Funzione cognitiva dopo Dieta Mediterranea

[ ] Mediterranean diet plus
extravirgin olive oil .
0.5- b [] Mediterranean diet O\og\
— plus nuts ‘\0‘06\
| T . - <)
0.4 [l Control diet o d\c‘\a“\\
o \'\a\‘ ] ‘\\@\
0.3 a ‘ .,6\30 &0
_ \ \
o ¢
0.2 — \66 c\d\’i_
\aa\ el
O et
@ o (¥) \ 50
S (71 O
3 o2
£ 5\9 L]
(W51
o
o 4
=
o
L
Q(GQ?U. —
‘\"\\\6 '
“3906\ ?G‘
0\
-0.54
-0.6 —
Memory Frontal Global
Cognition

(Valls-Pedret C et al. — JAMA, 2015)



ETHERPATHS

A diet naturally-rich in polyphenols: 6\0\0(3\6‘
&
= decreases lipid levels in the postprand@(@e&{g@

= reduces oxidative stress (urlna%/déégr\(@nes)

= improves glucose toler%wéﬂgl?%y increasing

- early %synﬁ‘ @ﬁé\tlon (30 minutes)
S(%@tlvﬂy (OGIS)

h\S

\]6\’ 5\
e . .
In our trial, the @@h Q@ayphenols on clinical outcomes seem to be

related m%@ g\o“

X8O, Ne

o\
Q(GQ \]e(

o N ?eﬁi =%, FLAVAN-3-OLS ¢

ov “"ELAVANONES ‘* =

ﬂ P FLAVONES

|k OXIDATIVE STRESS
and
[PIDRESPONSE  LUCOSE EARLY INSULIN
RESPONSE SECRETION




Funzione cognitiva dopo 8 settimane di consumo
di succo di arancia ricco o povero in flavanoni

Global function

0.25 7 I .
p<0.05 — 0(3\
0.20 - S0
0.15 - L OV,
M N
£ 0.10 - e\
s R\ %\6\
% 0.05 2 \\@@
‘\\.6
0.00 i
0.05 - o
0.10 - e © ag\
é{L\v%av (89 High Flav
N 5\9
— N e
Executive function P _
6\’ (\Q’\ Episodic memory
0.20 p=0.06 G¥ .0 030 -
32 1 e '
0.15 - 2P e 0.25 -
7\ \o
e ef© 0.20
0.10 QFYT _oN©@
o \\\ ‘(\G o 0.15 1
S % 030 °U e £ 0.10 -
0.00 ' T 0.05 -
‘ 0.00 . ,
04 Baseline ™8 wk -0.05 A . Baseline
0.10 -0.10 - B8 wk
Low Flav High Flav Low Flav High Flav

(Kean RJ et al. — Am J Clin Nutr, 2015)
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ST SOCIETA ITALANA
Societd faliona g Sl aby)

di Diabetologia E GERIATRIA
o
POSITION STATEMENT \06\‘0\0
O\
2% Jot
Personalizzazione del trattamento dell'iperglicemia \\3(\ 6\\6\\3‘
nell'anziano con diabete tipo 2 ’{6
o
. .. . \\66 5\6
Interventi nutrizionali \)\9’6 e(e’é
Pazienti autosufficienti 066‘ o\
e ® 8"
e Tutti i pazienti dovrebbero essere incoraggi "aé.@ﬁre una dieta sana e variegata ed informati

dei potenziali benefici associati ﬂ@\\;&%@@e di peso, se necessaria, e puo essere utile la
supervisione del dietologo. $C9
(Livello della prova |, ,@Q?cr\ accomunduzroneA )

e Una dieta di ti Q?eggg@}aneo ricca di carboidrati complessi (cereali integrali, vegetali, legumi),
di fibra g\’@‘! a&&ﬁhonomsaturl e polifenoli dovrebbe essere raccomandata. Un introito proteico
pa@@f‘)lo 20% delle calorie totali € raccomandato in assenza di nefropatia

o (Livello della prova \ll, forza della raccomandazioneA)



s Tell SOCIETA ITAUANA
Societd Italiano B & i

ULl _ DI GERONTOLOGIA
di Diabetologia E GERIATRIA

POSITION STATEMENT

) . . . . ol 2\
Personalizzazione del trattamento dell'iperglicemia a\\a(\ ‘d\‘@\\
nell'anziano con diabete tipo 2 Y

OCY T, A\
(50a 5‘\6\\6

A. Pazienti fragili c©

e Lapresenza di malnutrizione e/o@pﬁ%

\

valutati e corretti con adg&paﬁ%}é{g&%r?ti nutrizionali.
\
(Livello della prova VI, fordz,g ﬁ@ﬁ;a\cgaec?}mandazfone A)

@aﬁ"beso non intenzionale devono sempre essere

\ . : : .
. Cibi ad G%W%gtaﬁbeto proteico e ad alta densita energetica e/o integratori possono
. et® . . - . . .
essere ng\g\easﬁ(r‘l(\u@?‘ migliorare lo stato nutrizionale e fisico. In particolare, in assenza di
e . . . : :
nefr@aﬁ%, le faccomandazioni sono di un introito proteico tra 1.2-1.5 gr/Kg di peso corporeo/die.

(Livello della prova VI, forza della raccomandazione B)



Piramide alimentare dell’anziano

Integratori se .
0%
\06
O\
@ el
WL AN

rrrrrr
nnnnnnn

acqua

Atthlta Fisica Varia e Regolare

(modificato da Lichtenstein AH et al. — J Nutr, 2008)
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Alimenti

.
o \O@
= La Dieta Mediterranea e caratterlzza%\gd@

Nl
Bass%@@%@nﬁo di carne e moderato di pesce

o 5\

( _ ‘

NG R
vﬂyﬂﬂ

@ 6\6 et
Basso consggﬁ%? lafrasa animali e zuccheri semplici o &
?e‘ @ %* f.‘.x__
0\‘39

Olio d’oliva come fonte di grassi

Basso-moderato consumo di vino rosso ai pasti




ST SOCIETA ITALANA
Societd faliona g Sl aby)

di Diabetologia E GERIATRIA
POSITION STATEMENT \06\0\0@6
\0‘\0‘&
B. Pazienti con Demenza 0\‘\,&(\3‘ (}\,@\\a‘\
e|l personale sanitario e i caregivers devono essere in grado 0%{@3‘% re difficolta reali o
potenziali di nutrirsi in questi pazienti. 6\\950696\‘6
(Livello della prova VI, forza della raccomandazione é@@\}\a (\\16‘6
e | caregivers dovrebbero fornire 'assistenza %@@se éa&i?ﬂrante i pasti, ed assicurarsi che il pasto
venga consumato. \q?/\’\\’e é\Q(
(Livello della prova Vi, forza de!@@sxg&%q@ﬁgazfone A)
P SO

C. Pazienti terminali (6\369 42’
e a nutrizione p@(eﬁ%@j@o enterale con sondino puo essere indicata per fornire il necessario
apporto %@ﬁ’i?@@al%o
(Live X ella prova VI, forza della raccomandazione B)
e | pazienti, la famiglia e i caregivers dovrebbero essere coinvolti nelle decisioni riguardanti il
supporto nutrizionale nel fine vita.
(Livello della prova VI, forza della raccomandazione A)






Raccomandazioni per il mantenimento
della massa muscolare nell’'invecchiamento

anabolic resistance and hypermetabolic disease.

1 ¢ QOlder adults may also have decreased intake due to
DIEta ry appetite loss, medical conditions, financial I|m% \6\;\
prOtE‘-lﬂ mtake * Optimal intake of at least 1.0 to 1.5 g prote él@h@@
recommended; individual needs d 8@ e severity of
malnutrition risk. 6(\,\)\0 {\\“Q’(G
\f/% e®®
\ﬁblps maintain skeletal muscle strength and

l $ mroﬁ\gder adults.
" [ * @g@&ance training has limited but positive effects on recovery of
Exercise \lemuscle in older people.

JJ

A

« A combination of resistance training and adequate dietary
protein/amino acid intake for healthy muscle aging is
recommended.

(Deutz NEP et al. — Clin Nutr, 2014)



Performance cognitiva dopo 2 anni di
Intervento multifattoriale (FINGER study)

NTB total score

Executive functioning

0255 —— Control 0-14 - 0
— Intervention O\O(B\
012 1 ) \oe\
0-20 0\6
p-003 010- SR A
+ 6\‘\6‘
o 0-154 0-08 - ,6\\_ %\ }_
3 C eV o\
™ 010 0-06 ‘a\\a &0 \6\\6
0-04 &
0-05 60\ D
. c0
6 © g’oz | S
e s
0-00 T \e\z\ T A Q eb T T
AV
(@a spee(b\(\ Memory
0-14 - $ 0-40
Qo s \0(\
012 _x@ \13‘6 035
,&a \2 p=0-03 .. p=036
Q‘Q OE \]e(e 3
NP 95 -
6\ﬁ\‘\\\ ?@(098 '] 0-25
S 0-20 1
N 0-06-
0-15
0-049 0-10-
0.02 0.05 -
0-00 T T 0-00 T T
Baseline 12 months 24 months Baseline 12 months 24 months

(Ngandu Y et al. — Lancet, 2015)
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