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Dementia and Alzheimer disease:
importance of life-long exposure to multiple factors
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MULTIDOMAIN INTERVENTION
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Vascular risk monitoring
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Multidomain intervention
Group & individual

training

High adherence

No SAEs
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Summary of primary findings
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• Lower risk for cognitive decline
• 30% lower risk for functional decline (IADL) (Kulmala et al., manuscript)

• Better health related quality of life (Strandberg et al, Eur Ger Med 2017)
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APOE4 carriers - clear beneficial effects

Telomere length: FINGER intervention counteracts shortening of telomeres among
the ApoE4 carriers (Sindi, Solomon et al., manuscript)



Lower risk for multimorbidity

Marengoni, Fratiglioni, Kivipelto, Ngandu et al., JAMDA 2017

Development of 1+, 2+, 3+ new chronic diseases at follow-up
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Intervention effects on hospital care
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20% ↓ risk for hospitalisation

IRR (95% CI) = 0.79 (0.63-0.99)

Hospital days until 2016



U.S. POINTER
U.K. FINGER

FINGER

SINGER

MIND
CHINA

Maintain Your Brain

Can-Thumb

Germany, Spain, Italy

India

Argentina

Mexico

Japan

alz.org/wwfingers

Netherlands



alz.org/wwfingers

SI
N

G
ER

U
S-

PO
IN

TE
R

M
IN

D
-C

H
IN

A

U
K

-F
IN

G
ER

? 
 ?

  ?

? 
 ?

  ?

? 
 ?

  ?

? 
 ?

  ?

Implementation
- Multidomain, pragmatic,
individualised intervention

- Group & individual sessions
- Common outcomes

-Cultural & local adaptations
- Knowledge dissemination

- Translation to practice

Core Methods



Target group: prodromal AD + vascular + lifestyle risk factors

Intervention: combination of lifestyle + medical food

Tools for combined prevention trials: lifestyle + disease-modifying drugs

MIND-ADMINI: Multimodal preventive trials for Alzheimer’s disease

(Soininen et al, Lancet Neurol. 2017)



Theme Aging: Innovative platform to
integrate research, care, developement

and innovation

Memory Clinic, Karolinska, Huddinge
- Around 700 new patients/year
- State-of-the-art examinations and strong R&D (biobanks,

GEDOC, registrar)

Unit for Clinical Trials
-Phase I-III trials for MCI and AD; industry sponsored - and
academic, pharmacological and non-pharmacological
- Currently around 20 studies

New Memory Unit at Solna 2018 – ’fast track’
- Goal: examination 5 days
- All patients will be immediately invited to different

research projects

GEDOC



Is prevention of dementia cost-effective?

Ø Effective interventions may not be cost-saving!

Ø The time challenge: trial versus disease duration

Ø Economic simulations and models

DementiaSymptomsPathology

Birth Death

Dementia

Death

Trial



• Strength: Intervention effect & costs from RCT, not literature
• Long term effects (to age 100): cost savings
• Large societal effect

30 years from age 70 to 100: Cohort 100 000
Incremental Cost: 1600 USD less with intervention

Incremental Effect on quality-adjusted life years (QALY) :

0.056 more

incremental cost effectiveness ratio (ICER) : < 0 (dominate)

Is prevention of dementia cost-effective?

Wimo A., Kivipelto M., et al.

Simulations



New technology may facilitate personalised, effective and feasible
interventions and implementation

MULTI-MODE

E-Health & M-Health tools

www.eacare.se

Machine learning and AI Clinical decision support



Take home action points
Multi-factorial aetiology!

Global collaboration!

One size does not fit all!

Multimodal interventions for various settings and populations

- Tailored interventions for specific at-risk profiles
- Non-pharmacological + pharmacological
- New technology (eHealth & mHealth)

- Sharing experiences & data, joint projects
- Harmonization of methods
- Pragmatic prevention programs

- Multidomain interventions effective & feasible
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To simulate a virtual cohort of people at risk of dementia and the progression within dementia over lifetime to

reflect usual care and the effect of the FINGER intervention.

The model simulated incremental care costs and quality-adjusted life years (QALY) to estimate the incremental cost

effectiveness ratio (ICER) using QALYs as outcome.  Furthermore, the number of avoided cases of dementia, the

number need to treat (NNT) to prevent a single case of dementia, the costs to prevent a single case of dementia, the

dementia-free years saved, the life years saved.

The Markov cohort simulation has 5 states: At risk (for dementia), mild, moderate and severe dementia, and death.

A strategy reflecting the application of the FINGER lifestyle and treatment program in the society was compared to a

control strategy reflecting usual care (UC).

In the base option, the start age for model was at 70 to reflect the age at which the FINGER intervention was

applied. The model simulated until age of 100 to reflect the lifetime period, in 30 cycles of 1 year. All parameters

age related . A cohort size of 100,000 persons at risk was used.

decision analytic Markov model


