Tests, treatments and procedures at risk of inappropriateness in Italy
that Physicians and Patients should talk about.
Five Recommendations from Cochrane Neurological Sciences Field (CNF) – 1st List
Don’t recommend Enteral Artificial Nutrition through Percutaneous Endoscopic Gastrostomy (PEG) or
nasogastric tube in patients with advanced dementia; instead, offer oral assisted feeding.

1

In severe stage dementia clinical trials have demonstrated PEG and naso-gastric tube feeding to be associated with pressure sores, physical restraints or
sedative use, patient distress caused by the tube, ascites, diarrhea, pain and local infections, reduced interpersonal relationship opportunities and possible
increase of aspiration pneumonia.
Functional decline and intercurrent diseases can indicate that significant or long-term favorable benefits from artificial nutrition are unlikely.
In providing nutrition manual help in physiological eating is as efficacious as tube feeding.
In advanced dementia manual feeding aims are the patient's comfort and interpersonal relationships more than food intake.
Adapted from American Academy of Hospice and Palliative Medicine, American Geriatrics Society and AMDA – Dedicated to Long Term Care
Medicine™.

Don’t use antipsychotics as a first choice to treat behavioral symptoms of dementia. Identifying and
addressing causes of behavior change can make treatment unnecessary.
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Behavioral and psychological symptoms of dementia (BPSD) include agitation, aggression, anxiety, irritability, depression, apathy and psychosis. In such
instances the use of antipsychotics are often prescribed with limited benefit, and the possibility of severe side effects such as higher risk of stroke and vascular
death, parkinsonian or other extrapyramidal symptoms, sedation, confusion, cognitive functions impairment and weight increase, may outweigh potential
benefits.
The objective in using antipsychotics is not to calm generic agitation but to help patients at risk of harming themselves or others or in extreme conditions of
distress. Assessing and identifying the cause of a behavioral disorder (including pain, constipation, environmental factors such as noise or temperature),
ensuring safety, reducing distress and supporting everyday life functions can make antipsychotic treatment unnecessary. If these measures prove uneffective,
antipsychotics can be used considering the balance between risks and benefits.
Adapted from American Geriatrics Society, AMDA – Dedicated to Long Term Care Medicine™, American Psychiatric Association

Don’t use benzodiazepines or other sedative-hypnotics in older adults as first choice for insomnia.
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Large population studies of the elderly have demonstrated that the use of benzodiazepines or other hypnotics is associated to a more than doubled risk in motor
vehicle accidents, falls and hip fractures leading to hospitalization and death. Elderly patients, their families and their care-givers should be aware of this risk
while treating insomnia, behavioral disturbances or delirium. Benzodiazepines should be reserved to treatment of delirium tremens or severe generalized
anxiety disorder unresponsive to other treatments.
Adapted from American Geriatrics Society
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In documented clinical and radiological evidence of dementia, don't ask for brain SPECT (single-photon
emission computed tomography) or 18-FDG PET (fluorodeoxyglucose positron emission tomography) or
PET (positron emission tomography) with amyloid markers.
Brain SPECT investigates brain blood perfusion, the 18-FDG PET investigates the hypometabolism of the cerebral gray matter, the amyloid PET marks amyloid
deposits in the brain.
In the presence of a documented clinical and radiologic diagnosis of dementia and its nature, potential benefits of the use of these diagnostics are unlikely due
to the low possibility of obtaining further data to strengthen evidence.
Otherwise these exams can help in the diagnostic process if no structural dementia changes in the brain MR are reported and/or in atypical clinical presentation
(age of onset or evolution), with other diagnostics.
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In subjects asymptomatic for cognitive impairment, even in familial recurrence, or in patients with memory
complaints without any neuropsychological evidence, don't ask for brain PET (positron emission
tomography) with amyloid markers.
The fear of onset of dementia induces healthy people to ask for inappropriate consultations and diagnostics. Brain amyloid PET identifies cerebral amyloidosis
that is not diagnostic of Alzheimer disease but common to other dementia subtypes and reported in healthy subjects. Furthermore, increased patient age
reduces method accuracy; cognitive impairment can’t be identified nor monitored with this exam, standardized neuropsychological evaluation carries out a
fundamental role. In family recurrence, brain amyloid PET can't be used in place of genetics.

Please note that these items are provided only for information and are not intended as a substitute for consultation with a clinician. Patients
with any specific questions about the items on this list or their individual situation should consult their clinician.
released: 1 March 2014 - last updated: 1 February 2015

How this list was created
In November 2013 the Cochrane Neurological Sciences Field (CNF) searched the list of recommendations published in Choosing Wisely for those of interest from a
neurological point of view, dealing with dementia. The first three recommendations of present list are adapted from Choosing Wisely Master List (American Academy of
Hospice and Palliative Medicine, American Geriatrics Society, AMDA – Dedicated to Long Term Care Medicine™, American Psychiatric Association) and were found to be
adequate for the Italian situation. The fourth recommendation, initially inspired to the corresponding one by the Society of Nuclear Medicine and Molecular Imaging, has
been radically amended and updated in January 2015. The last recommendation arises from the need to identify the correct use of diagnostic imaging, recently introduced
in cognitive impairment, warning of the risk of over-diagnosis. The last two recommendations will be given particular attention in future updates.
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Slow Medicine, an Italian movement of health professionals, patients
and citizens promoting a Measured, Respectful and Equitable Medicine,
launched the campaign “Doing more does not mean doing betterChoosing Wisely Italy” in Italy at the end of 2012, similar to Choosing
Wisely in the USA. The campaign aims to help physicians, other health
professionals, patients and citizens engage in conversations about tests,
treatments and procedures at risk of inappropriateness in Italy, for
informed and shared choices. The campaign is part of the Choosing
Wisely International movement. Partners of the campaign are the
National Federation of Medical Doctors’ and Dentists’ Orders
(FNOMCeO), that of Registered Nurses' Orders (FNOPI), the Academy
of Nursing Sciences (ASI), National Union of Radiologists (SNR),
Tuscany regional health agency, PartecipaSalute, Altroconsumo, the
Federation for Social Services and Healthcare of Aut. Prov. of Bolzano,
Zadig. www.choosingwiselyitaly.org; www.slowmedicine.it

The Cochrane Neurological Sciences Field (CNF) is an entity of the
Cochrane Collaboration; It was formally registered in 2000. Headquarters
were in Milan, at the University Department of Neurological Sciences, until
2006, since 2007 it has been based in Perugia at the Region Umbria Health
Authority. The main objective of the CNF is to disseminate Cochrane reviews
of neurological interest, promoting evidence-based medicine, building links
between review authors, clinicians, patients, their families and administrators
to contribute to the health information of citizens and provide scientific
support to health professionals and decision makers. The team is made up of
the director of the field, the coordinator, clinical neurologists, administrative
staff, and archive management.
https://neurosciences.cochrane.org/

