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Sociale steun

Een vergeten aangrijpingspunt voor preventie

van cognitieve achteruitgang & dementie?

Richard Oude Voshaar
Preventieve GGZ van vroeg tot later
RGOc, 13-12-2016

Voorspellen ziektelast van Alzheimer dementie!

Table 2
Impact of interventions on worldwide prevalence of Alzheimer's
disease*

Change in worldwide prevalence
(in millions)

Intervention Mean delay (in
scenario years)

Onset  Progression Overall Early-stage Late-stage

A 2 0 =2276 -—12.28 —10.48
B 1 0 -11.76  —6.32 —5.44
C 0 2 +523 +12.14 -691
D 0 1 +284  +6.54 -3.70
E 2 2 —1848 —2.66 —15.82
F 1 1 -919 -048 -871

1 Brookmeyer et al, Alzheimer’s & Dementiaa 2007
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New Insights into the Dementia Epidemic

Eric B. Larson, M.D., M.P.H., Kristine Yaffe, M.D., and Kenneth M. Langa, M.D., Ph.D.

Selected Recent Studies of the Dementia Epidemic.

Study Outcome Data Source Key Findings Factors
Manton et al Prevalence of se- & line in d prevalence among  Higher educational level,
(United States)®  verecognitive _ survey interviews, people =65 yr of age (5.7%102.9%)  decline in stroke
impairment 1982-1999 incidence
Langaetal. Prevalenceof  Ongoing population-based  Frevalence of cognitive impairment  Higher educational level;
(United States)®  cognitive surveyof people 25lyr  among people 270 yr of age (122%  combination of medical,
impairment ofage in 1993 vs. 8.7% in 2002) lifestyle, demographic,
and social factors
Schrijversetal.  Incidence of lation-based coh d (6.56per 1000 Higher educational level,re-
(Rotterdam)* dementia 255 yr of age in 1590, personyr in 1990 vs. 4.92 per 1000 duction in vascular risk,
extended in 2000 person-yr in 2000) g i
Qiuetal. [ i Age-and ized d in risk
(Stockholm)* DSM-II1-R people 275 yr of age, prevalence (17.5%in 1987-1988vs.  factors, especially
dementia* 1967-1989and 2001~ 17.9%in 2001-2004); lower hazard  vascular risk; healthier
2004 ratio for death in later cohort sug- lifestyles
pests decreased dementia incidence
Matthews et al Prevalenceof  Survey interviews of people Dementia prevalence (8.3% Higher educational level,
(England)*t dementia in 265 yr of age, 1989 in CFAS | vs. 6.5% in CFAS Il) ¢ prevention of
3 regions 1994 (in CFAS ) and vascular disease
2008-2011 (in CFAS 11}

N ENGL) MED 369;24 NEJM.ORG DECEMBER 12, 2013
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Populatie Attributieve Factor (PAF)
voor de ziekte van Alzheimer in Europa?
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Hoe kan sociale participatie beschermend zijn?

* Diabetes Mellitus 222 000 USE lT(" ° .
+ Hypertensie (middelbare leeftijd) 120 6.8 492 000 LOSE IT
+ Obesitas (middelbare leeftijd) 7.2 41 299,000
- Fysieke inactiviteit 310 203 1461000
* Depressie 18.5 10.7 774 000
+ Roken 266 136 978000 A »
1. ‘Useitorlose it
+  Laag opleidingsniveau 266 136 978000 o
2. Cognitieve reserve
Gecombineerd - 52.0 3891000
Gecorrigeerd gecombineerd - 30.0 3033 000 3. Stress reductie
4. Stimulans voor een gezondheidsbevorderende levensstijl

* Norton et al, Lancet Neurology 2014
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Can Rates of Be by the and Use of
Medications? The importance of social relationships
Howland RH. . P .

in the process of cognitive ageing
Abstract
Dementia, once descrived as the “silent epidemic, is now well known and greatly feared. Although the total number of dementia cases will . .
increase worldwide because of increased lfe expectancy, eight population-based studi ia i have H-2 Meta-analyse sociale relaties &
suggested a declining age-specific risk in the United States and Europe during decad y di i dementia®
have been introduced sinoe the mid-1950s, and their clinical use has broadened i time. g5,
second-generation antipsychatic drugs, lithium, valproate, carbamazepine, lamotrigine, electroconvulsive therapy, and exercise have all been H-3 Meta»analyse sociale relaties &
found requiate i . Libpommy gt oe it cognitieve achteruitgang?
in models of neurodegenarative diseases and ischemia. Because of their and | pread use of

vides ion for declining rates of dementia that have been observed.

H-4 Lifelines sociale relaties &

‘Copyright 2016, SLACK Incorporated, I
subjectieve geheugenklachten?

PMID:26395187 DOI 10.32802793605.20160218.04

1 Kuipers, Oude Voshaar, et al, Ageing Res Review 2015
2 Kuipers, Oude Voshaar, et al, Int J Epidemiol 2016
3 Kuipers, Oude Voshaar, et al, Int J Geriatr Psychiatry 2016

Belang en impact van goede sociale relaties Operationalisatie sociale relaties

Beschermt tegen: Litestye ans pementia TR

WAAROM « Structurele aspecten:

Depressie (Santini etal, 2014) An active and socially integrated lifestyle in late « Aantal sociale contacten
e e S A MOEILIJK DOEN
Coronaire hartziekten (Hemmingway &Marmot, 1999)
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‘ HET SAMEN KAN « Kwalitatieve aspecten:

Functionele achteruitgang (Avind eta) 2000 S s T en s
* Mate van sociale steun

* Sociale activiteiten

Mortaliteit (Holt-Lunstad etal, 2010)

+ Eenzaamheid

Locye
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Sociaal functioneren en ontstaan dementiat

* Meta-analyse (PRISMA guidelines)

¢ Zoekstrategie

+ Social relationships (meerdere termen) & dementia

* Specifieke analyse voor:
Social network size

Social participation
Frequency of social contacts
Loneliness

Satisfaction with social network

o m oA wN e

Other social relationships

* Kuipers, Oude Voshaar, et al, Ageing Res Review 2015

Resultaten: Frequentie van sociale contacten?

9 studies: 8 studies in de meta-analyse: RR = 1.57 [1.32 - 1.85]

Comparisan Relativ risk Weight (%)
o5t €l

Chen (2011) isiing chil At east week — ismosuay 2
Crooks (1008 Visits, phone calls o mal from family and fricnds (Less than weckly vs. Dl — 75(116 0 .

e (1999 Vit e iy ow. v e I WOl
Frasiglon (2000)  Contact wilh relatives ot freods (N0 vs. Dily) 140(051 103 81) 28
He (300} Visiting fricnds (No . Yes) =1 1SS0 1364
Gurcie (2011) ' family activities (No va. Yes) 2300105 103.51) i
Scarmeas (2001)  Visiting frends o relaiives (No va. Ves) “m L .
Akbanl Sosial support aciviics (High (srile 3) va. Low (tertle | et 152102 23
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Fig. 4. Forest plot of frequency of social contact and risk of incident dementia.

* Kuipers, Oude Voshaar, et al, Ageing Res Review 2015

Resultaten: Grootte van het sociale netwerk?!

8 studies: 5 studies in de meta-analyse: te heterogeen om te poolen

Comparison Relative risk Weight (%)
5% C1)
He (2000) Nofriends vs. having frends 132081 10216 %
vs. Having, 150097 102.32) 163%
Amieva GOI0) 0-3 vs. > § persons i secial network 091 0HEI2)  241%
Saczynshi (2008)  O-1 ties vs. 4 Sties 234 (118 10 4.65) 9.0%
Wilson (2007) e score represents smaller network 099Wss Iy  365%

65 1 s

Decreased risk  Increased risk.

Heterogeneity: y¢=11.05, df=4, p=0.03, =64%

Fig.2. Forest and risk

I Kuipers, Oude Voshaar, et al, Ageing Res Review 2015

Resultaten: Eenzaamheid?

4 studies: 3 studies in de meta-analyse: RR = 1.58 [1.19 —2.09]

Comparison Relative risk Weight (%)
(95% CI)
He (2000) Being lonely vs. not being lonely 163 (0.93 10 2.86) 251%
Chen(2011)  Feeling lonely vs. not fecling lonely 1.690.7410 3.87) 11.5%
Wilson (2007)  Higher score represents more loneliness 1.54 (108 10 2.19) 63.4%

158 (119 102.09)

05 1 2 s

Decreased risk  Increased risk

Heterogeneity: =0.06, df=2, p=0.97, I’=0%

Fig. 5. Forest plot of loneliness and risk of incident dementia.

I Kuipers, Oude Voshaar, et al, Ageing Res Review 2015

Resultaten: Sociale participatie®

8 studies: 6 studies in de meta-analyse: RR = 1.41 [1.13- 1.75]

Coniparisoa Relative risk Weight (%)
st cn
Fabrigoule (199%)  Participation in associations (No vs. Yes) 1.79{0.55 10 5.80) 3
Gure 2011 Join i community setviies (o v. Yes) — 2000079 5051 :
He (20001 Soialactevities (o v, Yo3) 125002910533} i
Kirp (2006) 1 ve. 32 sctivbes raed oty high asccil careponcat e a0 031y it
Scarmeas (2001) Higher scare represents lower sacial activity - 1 \Su.g;w 1 ;v}] }157
Wikon (2007 i s s requerst socal activity = (12610 292) i
(2007) Higher score represents less frequent social activity - 141131 175)
@ s 12 s
Desreased rsk  Increased rk
Heterogenity: 1£=7.27, di=5, p=0.20, F=31%
Fig.3. Forestpl ic risk of neid

I Kuipers, Oude Voshaar, et al, Ageing Res Review 2015

Resultaten: Tevredenheid met het sociale netwerk?!

4 studies: 4 studies in de meta-analyse: RR = 1.25 [0.96 — 1.62]

Comparison Relative risk Weight (%)
5% C1y

Chen (2011) Good relation with othe, casc in soquiring friends (No vs. Yes) 192092 104.01)

Croaks (2008) i Yes) 143 (0.99 10 207)

Fraiglioni (2000)  Satsfied with contact with relativew/friends (No v5. Yes) 0.3 03610 1.24)

Amicva (2010 Poorly or not satisfied vs. Satisfed with network interactions - 130(1.06 10 1°59)

125096 10 1.62)
s 12 s

Decreased risk  Increased risk

Heterogeneity: °=5.95, df=3, p=0.11, F=49%

Fig. 6. Forest plot of satisfaction with soci and risk of i

I Kuipers, Oude Voshaar, et al, Ageing Res Review 2015
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Conclusie m.b.t. dementie Sociaal functioneren en cognitieve achteruitgang

* Beperkt sociaal functioneren voorspelt ontstaan dementie - . . . -
P P « Cognitieve achteruitgang is domein specifiek:

« Effect-size (RR) 1.41 Sociale participatie
1.57 Frequentie sociale contacten + Vanaf middelbare leeftijd achteruitgang in:
1.58 Eenzaamheid « Snelheid van informatieverwerking
1.25 Tevredenheid sociale netwerk « Executieve functies

+ Geheugen

* Effect-size vergelijkbaar met gevestigde risicofactoren: )
* Relatief gespaard worden:

« Effect-size (RR) 1.85 Depressie!
o * Verbale functies
1.82 Fysieke inactiviteit?
1.61 Hoge bloeddruk op middelbare leeftijd? * Algemene kennis
1.59 Laag opleidingsniveau? * Achteruitgang meer dan gemiddeld: Mild Cognitive Impairment
157 Diabetes Mellitus®
1.37 Roken* - .
Diniz et al Br J Psychiatry 2013
2 Norton et al, Lancet Neurology 2013
3 Vagelatos et al, Int Epidemiol 2013
4 Beydoen et al, BMC Public Health 2014
Maar: Reverse causality? Sociaal functioneren en cognitieve achteruitgang?

* Meta-analyse (PRISMA guidelines)

~7 A N
o, FORGET DIETING— * Zoekstrategie
WE'RE MOVING TO

+ Social relationships & cognitive decline

« Specifieke analyse voor:
1. Structurele sociale relatie
2. Functionele sociale relaties e ]

3. Combinatie structureel & Functioneel

* Kuipers, Oude Voshaar, et al, Int ] Epidemiol 2016

Cognitieve achteruitgang bij de ziekte van Alzheimer?! Resultaten: Structurele sociale contacten?
31 studies: 19 studies in de meta-analyse
s / b w‘.w;mv-)
1 i
i S~ .1:
§ 7
H
e ——
1 Jessen et al, Alzheimers Dement 2014 1 Kuipers, Oude Voshaar, et al, Int J Epidemiol 2016
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Resultaten: Functionele sociale contacten?

12 studies: 8 studies in de meta-analyse

Comparison

Odds rati Weight (%)

(o5
Chi(2000)  Lowsatisfaction with household members p—— 108(069t0163) 75
Graves (1999)  Low social support T 1110950130 196
Green (2008)  Low emotional support —— 102(0870120) 194
Hughes (2008]  Low emotional support —_— 083(052t6133) 65
Lobo (2008)  Being lonely 205(13110320) 71
Seeman (2001)  Low emotional support — 1330980181 114
Tivis(2008)  Being lonely 300(136t0661) 28
Wilsen (2007)  Being lonely - 102(038t0107) 257

— 115(100t01.32)
05 1 2
Docreasedrisk  Increasedrisk

Heterogeneity: =21, df=7, p=0.00, ’=66%

* Kuipers, Oude Voshaar, et al, IntJ Epidemiol 2016

| ifel ineS% Subjectieve geheugenklachten!

years and older i baseline

Panicipants excluded o the analyses (¥
3440)

- No follow.up asscssmen yet svailsble (N
1)
- Drssased (N = 261)

Participanis cx
MVISE s

- Missing valus en MMSE score (N = 1)

- Missing valus o0 baseline SMC ssare (N = 79)
- Missing value on follow-up SMC score {N = 92)

Total sample a follow-up (N = 762)

SMC at fllowp

NoSMC at follow-ug]
fincident SMC) -

(SMC o

No SMC 1 fallawe-u
(8 = 304,

SMC st follow up]
3167)

* Kuipers, Oude Voshaar, et al, IntJ Geriatr Psychiatry 2016

Resultaten: Structurele & functioneel gecombineerd?

8 studies: 7 studies in de meta-analyse

Comparison
Oidsratio
(o MEREESL
Andeew(2010)  Social winerabiny = 103100t 108 259
hes (2007) nben socialnetwork scal (lowest terile vs igher (ref)) — L0014 154
rhen (2008) Soci patwark - ossosmwios 13
Haug (1383) Socal resources 149(L0010223)
Ho [200T)men  Social suppert low (<9) vs high (9) (ref) Sa10sw108) 21
Ho [2001) wemen  Social support w [<9) vs High (39 ref)] 169(L02t0280) 33
v ) 08004110155 13
Stokova 2013)  Socia network = 1040970011 289
= L12(L01t0124)

Ducreasedrisk  Increased risk

Heterogeneity: Q=33, f=7, p=0.00, F=79%

* Kuipers, Oude Voshaar, et l, Int ] Epidemiol 2016

lifelines2 Variabelen?

* Subjectieve geheugenklachten:

+ Heeft u geheugenklachten?

* Sociaal functioneren:

Stabiele partnerrelatie

Aantal personen in het huishouden

Grootte sociaal netwerk (0-5 versus >5)

Sociale activiteiten

Kwaliteit sociale relaties

Sociale steun

Sociale productie functie theorie (SPT-IL) (affectie, gedragsbevestiging, status)

* Kuipers, Oude Voshaar, et al, Int J Geriatr Psychiatry 2016

Conclusie m.b.t. cognitieve achteruitging®

Sociale relaties voorspellen cognitieve achteruitgang:
* Kanttekening: veel heterogeniciteit
« Aard sociale relatie (structureel — functioneel) verklaart een gedeelte

« Cognitie m.n. gemeten m.b.v. MMSE danwel dichotoom (MCI)
* Reverse causality, kan, maar minder waarschijnlijk omdat meta-regressie:

« geen effect toont van wel/niet excluderen MCI of dementie

« geen effect toont van duur follow-up

* Kuipers, Oude Voshaar, et al, Int J Epidemiol 2016

lifelines# resultaten na 1.5 jaar FU!

514 / 3963 (13%) incidente subjectieve geheugenklachten

Baselinewaarde:
+ Betere gevoelens van affectie 0.9 [0.8-1.0] .01
+ Betere gedragsbevestiging 0.9 [0.8-1.0] .02

Verandering t.o.v. baseline:
* Verlies partnerrelatie 2.0 [1.0-4.0] .06

+ Voldoende sociale steun (vs onvoldoende) 0.5 [0.3-1.0] .04

Logistische regressie, gecorrigeerd voor leeftijd, geslacht, opleiding, fysieke Activiteit,
roken, depressi ire & ire ziekten

* Kuipers, Oude Voshaar, et al, Int J Geriatr Psychiatry 2016
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Eindconclusies?3

« Sociaal functioneren belangrijke risicofactor voor:

Subjectieve geheugenklachten

Versnelde cognitieve achteruitgang

Mild Cognitive Impairment

Dementie
« Vertraging ontstaan dementie met 2 jaar: 22.800.000 minder patiént!

* Preventie van dementie ook in het sociale domein!

1 Kuipers, Oude Voshaar, et al, Ageing Res Review 2015
2 Kuipers, Oude Voshaar, et al, Int J Epidemiol 2016
* Kuipers, Oude Voshaar, et al, Int J Geriatr Psychiatry 2016




