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REVIEW

INTRODUCTION

Our knowledge of CND in the elderly (dementia, Parkinsonism,
for example) can only be furthered with the help of population-
based studies, because only limited information about CND can
be obtained in clinical settings. Over half the patients with cog-
nitive impairment or Parkinsonism, especially in the early stages
or in the very elderly, do not visit medical services in Spain or
in other western countries [1-3]. This clearly highlights the need
to conduct research among the population that eliminates the
sample selection bias of clinical studies [1-3] and allows the
natural history and prognosis of these conditions to be defined.
Research on their risk factors (RF) is facilitated by prospective
population-based studies [2,4], which allow researchers to in-
vestigate aetiological hypotheses and preventive strategies (sub-

jects who are exposed and who are not exposed to a RF) and
prevent the sample selection bias [5] that arises from limiting
studies to hospital patients [1-3]. Furthermore, conducting a co-
hort study of CND in a particular area makes it possible to
quantify them (i.e. their prevalence and incidence), which is a
necessary step to be able to infer figures for the population of
a country as a whole [1,3].

Population-based cohort studies usually lead to numerous re-
ports in journals about particular aspects, and this often conditions
understanding of such research work. The aim of this review is
to minimise these limitations in the description of data from co-
hort studies by offering a summarised view of the NEDICES
(Neurological Disorders in Central Spain) study of the elderly.

AIMS

This review outlines the methodological aspects and main find-
ings of the NEDICES cohort study of the elderly, in which over
5,000 participants took part. The article sums up the findings
concerning dementia, Parkinson’s disease (PD) and Parkin-
sonisms, stroke and senile tremor. Although the NEDICES study
also analyses different aspects of these CND, such as general
health [6] and other medical and social characteristics of the co-
hort, including mortality rates, these have not been analysed in
this review. 

DEVELOPMENT

Aims and methods are outlined, and the main results from the
NEDICES cohort are given together with a brief comment in
each case.

Aims

In the initial design (in 1993), the aims were to conduct a
prospective study of an elderly cohort (65 years old and above),
in which state of health, lifestyle (including cardiovascular risk
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factors – CVRF) and history were the factors to
be evaluated. The neurological aims were to
analyse the epidemiological aspects (preva-
lence, incidence and RF) of several CND, in-
cluding dementia, subtypes of dementia and
mild cognitive impairment (MCI), PD and
Parkinsonisms, stroke and transient cerebral is-
chaemia (TCI), and senile tremor. During the
time the study was being carried out (1995-
2005) a number of sub-studies were designed,
including some that sought to investigate these
and other neurological diseases (headaches,
epilepsy); an analysis of the mortality rate of
the cohort and its determining factors was also
established [6-8].

Methods

The research was designed to be an observa-
tion-based, analytical (with hypotheses to be
tested), prospective study to be conducted over
several years of observation (initially only
three years, which is the length of research
projects). In other words, it was a classical
prospective, closed cohort study (since it was
limited to the population that was chosen ab
initio) [2,4,9,10].

The participants in the NEDICES cohort
were evaluated on general issues (health and
functional capacity, among others) using the
methods typically employed in a socio-med-
ical study [11] (that is, a survey carried out by
lay interviewers and answered by participants
and people close to them). Possible cases of
CND were submitted to an elemental biomed-
ical assessment and were examined by neurol-
ogists with the information from the study and
any other data available (reports from family
doctors, hospitals or others) in order to estab-
lish their diagnosis [6-8]. The surveys (Table I)
were applied to all eligible members of the co-
hort who were willing to participate and signed
a consent document. The interviews were con-
ducted in the nearest INSALUD health centre
or in the participant’s own home (in a few cas-
es, elsewhere, for example, in an old people’s
home or hospital) [6-8]. Detection of the CND
was performed in a two-phase process. In
phase I, screening for CND was implemented
at the same time as the health questionnaire, by
means of specific tests [6-8] including a Span-
ish-language version of the MMSE from the
WHO-AAD study and an instrumental activi-
ties rating scale (Pfeffer) that had previously
been validated [12,13] for dementia. An adap-
tation of the screening used in the Italian study
on ageing (ILSA) for Parkinsonism and tremor
[6,14] and another adaptation of the screening
for stroke and TCI from the WHO-Monica
study [15] were also used. Participants who
screened positively (or whose results were un-
certain due to inadequate information) in phase

Table I. Questionnaires used in the NEDICES study (summarised)

Wave 1 Wave 2 ª

General data

DI and demographic-social data (age, sex, schooling, work, etc.) Yes Yes

DI of patient escort and family physician data Yes Yes

Interview and informed consent data Yes Yes

Anthropometric data (weight; height; changes in weight) Yes Yes

Daily physical activity (graduated, hours of sleep) Yes Yes

Perceived health (3 groups of questions from the NHS) Yes Yes

Geriatric Morale Scale questionnaire (quality of life) No Yes

Support and social contacts No Yes

Chronic disease (CD) and CVRF survey Yes Yes b

Heart attack (branched questions, maximum 13)

Diabetes (7 questions about diagnoses, duration and therapies)

AHT (6 questions about diagnoses, duration and therapies)

Cholesterol (4 questions about diagnoses, duration and therapies)

Other chronic diseases Yes Yes b

Anaemia, osteoarthritis, chronic bronchitis, cancer or tumours,  
cataracts and visual problems, hip fractures, osteoporosis,deafness, 
nervous problems and depression, circulatory problems and varicose 
veins, prostate disorders

Limitations caused by CD and the most limiting CD

Lifestyle Yes Yes b

Consumption of alcohol (branched questions, maximum 8)

Smoking (idem, maximum 9 questions)

CND screening Yes Yes b

Dementia: MMSE-37, Pfeffer FAQ

Stroke and TCI (4 questions; 10 if any were positive) 

Parkinsonism and tremor (3 questions)

Depression (branched questions, maximum 21) 

Specific RF Yes Yes b

Severe traumatic head injury (branched questions, maximum 19) 

History of CND in the family (parents, siblings, children)

Others

Katz Index (if Pfeffer > 5 points) No Yes

Diagnosed with CND in the previous 3 years No Yes

Neuropsychological battery for mild cognitive impairment No Yes
(Word Naming Test, Wechsler memory c, Set Test, 
IQCODE, Trail Making Test A and B, Clock Test,
SEN-FIS Memory Test)

Medicines taken in the last week (name and dose) Yes Yes

Interviewer’s general observations Yes Yes

Death questionnaire (place, causes, etc.) Yes Yes 

DI: demographic information; NHS: National Health Survey. a Several aspects expanded, only novel-
ties are presented; b All the items in the heading; c Reduced.
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I went on to the diagnostic phase, which
was performed by neurologists (a classical
population-based study in two phases for di-
agnosing rare diseases) [16,17].

Population

Three areas in the centre of Spain (two urban
and one rural) were chosen for the study.
These areas were the district of Margaritas
(Getafe), on the outskirts of Madrid; the dis-
trict of Lista, in the centre of Madrid; and 38
villages in the rural area of Arévalo (Ávila)
[6-8]. The eligibility conditions of the popu-
lation were: inclusion in the census of the ar-
eas on 31st December 1993 and actual resi-
dence (participant’s home or institutions in
the area) for six months or more in 1993 in
order to avoid problems with the follow-up. All the census popu-
lation of Margaritas and Arévalo (about 2,000 elderly people)
and a random sample of about 2,000 elderly persons from the
district of Lista were included in the study [6-8]. The NEDICES
study shares these three populations with the EPICARDIAN
study, which also considers another rural area (Begonte, Lugo)
and analyses CVRF and cardiovascular events [18,19] by means
of a biomedical study (measurement of blood pressure, gly-
caemic levels and other biological parameters). No mention is
made of any aspects of the EPICARDIAN study in NEDICES
publications or in this review.

These three areas were chosen because [6]:
– There are about 2,000 elderly people per area, which is a

suitable size for evaluating the incidence of CND at three
years. The minimum that was calculated for the CND with
the lowest incidence, i.e. PD (confidence interval –CI– of
95% and a decrease of 15-20%/year) was 1,500 participants.

– There are computerised medical records in primary care in
each area.

– The NEDICES team has a good relationship with the pri-
mary care physicians and local authorities, which lowers the
chances of their being reluctant to participate in the study or
to provide additional information.

– It was possible to establish a population set with three so-
cially non-homogenous sub-populations (due to the exis-
tence of socio-economic differences), which facilitates di-
versification of the CVRF.

– They are populations that could be attended by a single neu-
rological team. 

Details of the location of these areas, the sex and age structure
of their population (and overall), education, profession and other
data were all specified [6-8]. Table II shows the composition by
age and sex of the participants screened for the CND under
study at the baseline cut-off point.

Implementation of the study

The study began with government and international funding
(WHO-AAD study) [1,7, 20] and was approved by the ethics
committees of the ‘Doce de Octubre’ and ‘Princesa’ hospitals in
Madrid. A pilot study was conducted to assess the performance
of the screening instruments for diagnosing the CND [6,7]. The
interviewers and medical staff were also trained using different
procedures [6-8] which, in the case of dementia, involved an in-

ternational diagnostic agreement study [21]. The whole cohort
was divided by two cross-sectional cuts (or waves) (1994-1995
and 1997-1998) and, later, specific analyses were conducted in
different diseases or age groups (1995-2006), including an
analysis of mortality using the National Mortality Register.

Baseline cut-off point or first wave (prevalence of CND)

The point prevalence was taken as a measure of frequency in
CND [5], on 1st May 1994. That is to say, for the participant to
be considered as suffering from a CND, the disease should be
present on the prevalence day. For stroke and TCI, lifetime
prevalence was used, that is, the stroke or TCI must have oc-
curred before or on the prevalence day and the subject must
have survived to be included as an affected party [6-8]. The de-
velopment of this wave has been described in detail [6,8].
Briefly, a letter was sent out to each eligible subject, with pres-
entation notes from the municipal and health authorities of the
area, to say that phone calls would be made to arrange inter-
views for the eligible participant and a person accompanying
them (a close relative). They were asked to state the medication
they had consumed in the last week and to bring the medical re-
ports they had available at that time. To be able to take part in
the study the citizen had to sign a consent document. The health
and neurological screening questionnaire was highly structured
and was read practically word for word (it consisted of more
than 500 items). The average length of the interview in this
phase was 40-60 minutes, although in the case of sick subjects it
could take up to two hours. When an eligible subject did not an-
swer the presentation letter or telephone call, letters were re-
sent and further phone calls were made (up to six times) at dif-
ferent times and on different days. If no response was obtained
then their neighbours, concierge or GP were contacted. Citizens
who refused to be interviewed face-to-face were sent a short-
ened version of the questionnaire and a request for data to be
forwarded from their GP. Participants who screened positive or
uncertain for a CND were examined by the neurologists from
the team in a neurological evaluation lasting 20-60 minutes (di-
agnostic phase, or phase II) [68].

Second cut-off point or wave (incidence cut-off point)

Several months before 1st May 1997, the 5,278 participants who
had been screened in the first wave were sent reminder letters
with appointments to answer a new questionnaire. The study was
implemented in exactly the same way as in the case of the base-

Table II. Screened population in the NEDICES study by age, sex and area (baseline study, 1994)

Lista (n = 1566) Arévalo (n = 1937) Margaritas (n = 1775)

Male Female Male Female Male Female

65-69 years 216 303 258 284 265 325

70-74 years 137 225 286 290 198 272

75-79 years 122 170 161 187 120 198

80-84 years 88 125 110 169 81 166

85-89 years 55 75 58 88 38 73

90 and over 20 30 14 32 11 28

Total 638 928 887 1050 713 1062
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line cut-off point [6], although the survey was longer (about 800
items, Table I). This wave also lasted a year for most of the partic-
ipants; in the cases of subjects with CND who were interviewed
after the point prevalence day, the factor analysed was whether
the CND was present on 1st May 1997 or not [6]. Mortality and
its causes were investigated (close family and friends, family
physicians, hospitals, the Community of Madrid –CM– Mortality
Register, and other sources) in all the participants in the cohort.

Other later studies

A number of different studies have been conducted since 1995:
caregivers of patients with dementia (1995-1999), with a re-
search grant from the CM; analysis of CND and health in peo-
ple aged ninety or over (nonagenarians) (1999-2000); MCI, be-
havioural aspects in Alzheimer’s disease (AD) (2001); preva-
lence of headaches and epilepsy (2002-2003); and analysis of
mortality and its causes (2006-no finished).

Main results

The flow charts for the first and second wave can be seen in

Figures 1 and 2. On observing Figure 1 and
Table II, it can be deduced that the demo-
graphic aim of obtaining more than 1,500
participants per area was fulfilled. Of the
participants who were considered to be eli-
gible (n = 5,914), 5,278 persons (89.2% of
eligible subjects) were screened (2,238 males
and 3,040 females). The sex and age struc-
tures were similar in the three areas. Screen-
ing was performed directly with the subject
on 4,503 occasions: face-to-face in the case
of 4,122 participants and by letter in 381
cases; the remaining 775 citizens were
screened indirectly (family physicians and
relatives). A total of 2,310 persons were con-
sidered to have screened positive for one of
the CND under study, either because they
gave positive responses in one of the CND
screening questions or because the results of
the screening were uncertain or incomplete
(665 participants). Altogether, 2,310 + 665
= 2,975 participants were considered to
have screened positive (possible cases) and
were invited to take part in phase II (neuro-
logical diagnosis). In this phase 1,962 possi-
ble cases were assessed by a neurologist by
means of a face-to-face interview and exam-
ination in 983 cases and, in the other 979, by
a telephone call to clarify aspects concern-
ing their screening (which was uncertain, or
because they had answered a question about
subjective bradykinesia positively; in this
latter case, they then had to answer a phone
survey about Parkinsonism [22] and, if they
gave positive in this questionnaire, they were
submitted to examination) [23]. In 951 cas-
es, the information was obtained indirectly
(669, from the family doctor; 167, from hos-
pital reports; 86, from family or close
friends; and 29, from the Mortality Regis-
ter). It was not possible to obtain informa-

tion about all the CND under study (although data was collect-
ed on some of them) in 62 cases. Most of the data regarding the
prevalence of the CND have been published (Tables III and IV)
[6,23-28], and they have been included in the re-analysis of the
door-to-door studies on CND carried out by the Epidemiology
Unit of the Instituto Carlos III [29-31]. The prevalences of
CVRF and other chronic diseases have also been published [6].

Figure 2 shows a summarised flow chart for the population
that was studied at the second cut-off point (1997). In this wave
there was a decrease in the number of participants. The number
of non-eligible participants was 185 due to change of residence
and 625 due to death before the prevalence day (1st May 1997);
therefore, a little over 15% of the baseline screened population
were not eligible for the second wave. The number of eligible
participants also decreased: 294 could not be contacted (follow-
ing letters and six phone calls or visits), 112 refused to partici-
pate, and 197 died before they could be interviewed. Therefore,
11.4% of the eligible participants did not take part (absence
from participation in the pre-screening of the baseline cut-off
point: 10.8%). Of the 5,278 participants in the baseline screen-

Figure 1. Flow chart of the baseline cut-off point (1994-1995).
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ing who were to be followed up, informa-
tion was obtained about all the CND in
3,944 cases and about one or several CND
in 4,177 participants (79.1% of the cohort).
In general, the decrease for the study of
CND was above 20% of the baseline cohort
(but less than the calculated value of 10-
15% per year). The incidence of the CND
can be seen in Table V, except for stroke and
TCI (pending detailed analysis); the rest
have been published [32-34].

Other notable analyses performed in the
NEDICES population have been: a socio-
logical study of the relatives and caregivers
of patients suffering from dementia, which
began in 1995 with research grants from the
CM [35-37]; behavioural disorders in pa-
tients with incident AD [38]; MCI [25,26,
38]; general health, dementia and Parkin-
sonism in nonagenarians, although it was
not published in mainstream journals [6,39,
40]; prevalence of headaches and epilepsy
[6,41,42]; several sub-analyses of aspects
related to dementia [43,44]; sub-analyses of
senile tremor and its relation to dementia
[45-47]; and several other sub-studies on
tremor, led by E.D. Louis, a neurologist
and epidemiologist at Columbia University,
which are currently being carried out [48-52].

Comments

As a population-based investigation, the
NEDICES study has been satisfactory, since
it has fulfilled the basic aim of achieving an
adequate level of participation; in addition,
it is the largest neuroepidemiological study
in the elderly conducted to date in our coun-
try [29]. In the first wave, the pre-screening
decrease was 10% of the eligible popula-
tion, which is lower than in other Spanish
studies [6,53], in the US EPESE (close to
15%) [54] and in other international studies
(around 20%) [6,55], such as the widely-
acknowledged Dubbo, PAQUID, Zutphen, which come close to
30% [56-58]. Some, nevertheless, have lower decreases [59]. In
the first wave, refusal was higher among the very elderly and fe-
males, as usually occurs in population-based studies [60], and
this gives rise to biases [7]. It must be noted that the rate of par-
ticipants with information is high in the NEDICES study, but
much of this information was obtained indirectly (more than in
other studies) [6,7,61].

The screened population is slightly older (9.9% of the sub-
jects were aged 85 or above) than in other Spanish studies [7]
and compared with the Spanish population as a whole (8.9% in
persons aged 85 or over) in 1993 [62]. The NEDICES popula-
tion therefore does not represent the Spanish elderly population,
since the method employed to choose it does not allow this in-
ference to be drawn. By areas, however, it can indicate the situ-
ation in many Spanish populations of elderly persons and, over-
all, many of its characteristics can be compared with the Span-
ish elderly population as a whole [6]. 

The second wave (three years after the first) saw an impor-
tant decrease, since information was obtained in over 3,863
subjects for the CND (this figure varies according to the CND)
[32,34], with a participation in the two phases that was slightly
lower than that of the first wave. Nevertheless, the decrease is
similar or lower than that of many studies on ageing [6,63], and
its conditioning factors, i.e. being male, and suffering from ill
health, dementia, or illiteracy (data not published), are the same
as in other studies [64]. 

Although with limitations, socio-medical studies like NE-
DICES have proved to be a reliable way of assessing health and
chronic diseases in the elderly [6,65]. One important indication
of quality in neuro-epidemiological studies is the method for
detecting cases of CND. In NEDICES, this detection was per-
formed using the classical two-phase method [16,17], that is,
screening and diagnosis by experts [2]. This procedure is appro-
priate if the sensitivity of the screening instruments is known
and if suitable diagnostic methods are applied [2,6,17]. Sensi-

Figure 2. Flow chart of the second cut-off point (1997-1998). ª In all the neurological diseases,
but with information for some of them.



tivity of the screening instruments was evaluated in a pilot
study that showed them to be highly efficient, but with limita-
tions in the detection of cases of mild dementia and in their size
(due to financial reasons) [7]. The CND diagnostic criteria were
the international standards for those diseases and were applied
by specifically trained neurologists (geriatricians in the nonage-
narian studies) [6-8]. Furthermore, each CND had its own par-
ticular neurologist or diagnostic panel that reviewed all the cas-
es that were detected and collected supplementary data (from
hospital reports, family doctors or others) when the diagnosis
of the case was uncertain [23-28,32-34]. In short, the design,
implementation, detection and diagnosis of the CND in the
NEDICES study all followed established standards. 

It is difficult to summarise the main neuro-epidemiological
findings. In general terms, the fact that the results on prevalence
and incidence of the CND were mostly comparable to those
from other Spanish (and European) studies proves the reliabili-
ty of the study [6,29-31]. The studies of prevalence and inci-
dence in dementia showed a high degree of diagnostic consis-
tency in the mild and severe cases, although perhaps the study
under-diagnosed the cases of mild dementia, even though the
category of MCI with uncertain dementia was included [24].
Overall, prevalence and incidence [24,32] are similar to those
of other Spanish and European studies and, as in these, AD is
by far the most frequent subtype [6,29,57,66]. The strategies
employed in the care of patients with dementia are an interest-

ing issue, but their analysis is a complex affair [35-37]. The
prevalence of MCI was carried out using statistical rather than
clinical criteria [25] and pathological loss of short-term memo-
ry (retention) with prognostic significance was reported: no re-
call of the three words from the MMSE at five minutes [26]. In
the incidence of AD, the CVRF are a RF [32]. To date, the most
significant finding in the NEDICES study is the association of
dementia (and frontal cognitive disorders) with senile-onset es-
sential tremor, which was not clearly described in population-
based studies [45-47] and probably suggests an association be-
tween two degenerative diseases, such as the one that may exist
between the AD and PD [67,68].

Data on the prevalence and incidence of PD are similar to
those from other Spanish studies, except for the one conducted
by Cantalejo, where the values are markedly higher (possibly
due to exhaustive searching), and show a higher risk in males
than in females [23,33], as in some European studies [6]. Per-
haps the most significant aspects of these studies are the large
numbers of cases of incident PD detected de novo (over 50%)
and of Parkinsonisms caused by medication, which probably
reflects the frequency with which neuroleptic drugs are admin-
istered to the elderly population in Spain [23,33]. Another
point that should be highlighted is the finding that over half of
all nonagenarians are affected by signs of Parkinson, albeit on-
ly mildly [42].

Essential tremor is the CND that has given rise to the great-
est number of studies in the NEDICES cohort [27,34,45-52].
These studies have shown a higher prevalence and incidence
than those reported in previous works, as well as confirming
their high rate of under-diagnosis. This indicates that, despite
being the most prevalent movement disorder, little attention is
paid to it. These studies outline the natural history of this CND
and show that essential tremor is not altogether as benign as it
was thought to be [45-52].

Strokes and TCI are the CND that have led to the fewest
publications in the literature [28-30], even though the preva-
lence study was very thorough and showed the need for detailed
population-based diagnostic research; otherwise, the false posi-
tives in the screening are not detected –see the discrepancy be-
tween the prevalence data from neurologists and from the sur-
vey (Table I)–. No significant differences were observed in the
prevalence in urban and rural areas.

Table III. Prevalence of chronic neurological diseases in the NEDICES
study (prevalence at the baseline cut-off point a, 1st May 1994).

n Estimated prevalence

Dementia and cognitive impairment

Dementia (DSM-IV) 306 5.8% (CI 95% = 5.2-6.5) b

Questionable dementia 83 1.6% (CI 95% = 1.3-1.9%)

Mild cognitive impairment 194 5.1% (CI 95% = 4.5-5.9%)

Isolated memory loss 397 11.3% (CI 95% = 10.3-12.3%)

Parkinsonisms 118 2.2% (CI 95% = 1.8-2.6%)

Idiopathic Parkinsonism 81 1.5% (CI 95% = 1.2-1.8%)

Other Parkinsonisms 37

Essential tremor 256 4.8% (CI 95% = 4.2-5.4%)

Stroke and TCI 254 4.9% (CI 95% = 4.3-5.5%)

a Diagnosed by neurologists; b Adjusted for false negatives (CI 95% = 6-8.1%).

Table V. Incidence of CND (period 1994-1997).

n Incidence (1,000 persons/year)

Dementia and cognitive impairment

Dementia (DSM-IV) 161 10.6 (CI 95% = 8.9-12.3) a

Questionable dementia 50

Parkinsonism 68 5.34 (CI 95% = 4.15-6.78) a

Idiopathic Parkinsonism 30 2.36 (CI 95% = 1.59-3.37) a

Other Parkinsonisms 38

Essential tremor 83 6.16 (CI 95% = 4.47-7.84) a

Stroke and TCI > 109 b 8-11 (preliminary calculation)

a Adjusted to the standard European population; b In 262 cases in which the
cause of death is unknown, there are likely to be cases of stroke

Table IV. Prevalence of cardiovascular risk factors a in the NEDICES study.

Prevalence CI 95%

Diabetes 16.6% 15.6-17.7

Arterial hypertension 43.3% 42-44.7

Hypercholesterolemia 28.7% 27.4 -30

Ischaemic heart disease 10.1% 9.3-10.9 

Cerebrovascular accident 7.6% 6.9-8.4

a Information obtained by survey.
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The clear absence of differences in the prevalence and inci-
dences of CND in the three NEDICES areas would suggest that
there is a homogenous distribution of RF throughout these popu-
lations, which are close to each other but have a different social
make-up. Such absences can also be interpreted as a lack of pre-
cision in the biomedical measurement of the potential RF. To
some extent this absence of biomedical measurements for the RF
can be seen as an important limitation of the NEDICES study.

CONCLUSIONS

The NEDICES study examined a closed, analytical cohort of
elderly persons (n = 5,278 participants) in three areas in the

centre of Spain to assess the participants’ health, chronic dis-
eases, CVRF and several CND, such as dementia, AD, MCI, PD
and Parkinsonisms, stroke and TCI, and senile tremor, to name
but the most important. From the aspects of this study that are
discussed in this review, it can be concluded that the popula-
tion-based development of the study was satisfactory in view of
the acceptable level of participation. The incidence and preva-
lence of the diseases under study are comparable to those of
other Spanish and European population-based studies, but with
certain peculiarities. A previously unreported association be-
tween senile-onset tremor and dementia has also been detected
in this study. At the present time, the mortality of the cohort and
its determining factors are being analysed.
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LA COHORTE DE ANCIANOS NEDICES. METODOLOGÍA Y PRINCIPALES HALLAZGOS NEUROLÓGICOS

Resumen. Objetivo. Resumir los aspectos metodológicos y principales hallazgos del estudio de cohorte poblacional de ancia-
nos NEDICES (Neurological Disorders in Central Spain) integrada por más de 5.000 participantes. Desarrollo. Se sintetizan
los hallazgos en enfermedades neurológicas crónicas (ENC): demencia, enfermedad de Parkinson y parkinsonismos, ictus y
temblor senil. El estudio NEDICES investigó la salud, la mortalidad y los diversos aspectos sociológicos de la cohorte, que no
se discuten. Sí se describen los objetivos, métodos, población y desarrollo con los cortes, basal (año 1994) y de incidencia
(año 1997), y se comentan los principales hallazgos en las ENC investigadas. Conclusión. La prevalencia e incidencia de las
ENC son análogas a las de otros estudios poblacionales españoles y europeos, aunque con peculiaridades: la incidencia de
temblor senil es la más elevada de la bibliografía y esta ENC se asocia con demencia. Más de la mitad de los casos de enfer-
medad de Parkinson se describieron de novo con el estudio, y la enfermedad de Alzheimer se asoció con factores de riesgo
vasculares. [REV NEUROL 2008; 46: 416-23]
Palabras clave. Cohorte. Demencia. Enfermedades neurológicas crónicas. Epidemiología. Estudio poblacional. Ictus. Méto-
dos. Parkinsonismo. Temblor. 
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