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Sir,
At present there is no curative treatment for dementia and 
Alzheimer’s disease (AD), nor any therapeutic approach to 
prevent the conversion of mild cognitive impairment (MCI) to 
dementia. In the past years, extensive research has increased 
our knowledge of the aetiology of AD, other dementing dis-
orders and predementia syndromes, and several hypotheses 
have emerged from the epidemiological research (1). There is 
emerging evidence of a possible role of environmental and life-
style-related factors, as was proposed recently for age-related 
changes in cognitive function, predementia syndromes and 
the cognitive decline of degenerative (AD) or vascular origin 
(3). These factors include education, expertise and experience, 
leisure-time and professional activities (3), suggesting that 
cognitive training may play a critical role in normal ageing, 
dementia and predementia syndromes. In fact, given the lack 
of effective pharmacological therapies, lifestyle changes may 
be potential non-pharmacological treatment options for pre-
dementia syndromes, e.g. MCI (2). 

On the other hand, among non-pharmacological interven-
tions, MCI syndrome could represent an ideal target for cog-
nitive training, retaining a large range of cognitive capacities 
to learn and apply new strategies on memory skills (3). In the 
years preceding the operationalization of diagnostic criteria 
for MCI (1), a programme of cognitive stimulation for healthy 
elderly subjects with mild memory impairments focused on 
visuo-verbal, verbal and spatial memory and the utilization 
of “memory strategies”, showing an improvement in memory 
test scores, and demonstrating the positive effects of cognitive 
training on memory performance, compared with no improve-
ment in the control group (4). Moreover, cognitive training may 
delay functional and cognitive decline in patients with MCI. 
A possible important outcome in this kind of study could be 
a delayed progression from MCI to dementia. In fact, studies 
on cognitive training used cognitive symptoms as end-points, 
while progression to dementia and functional decline may 
be more attractive outcomes for this research. Nonetheless, 
functional measures that are sensible to MCI should be used. 
In fact, in non-pharmacological intervention with a cognitive 
focus, there is also some debate on the approach for patients 
with MCI, i.e. cognitive rehabilitation or cognitive training 
(3). Given that activities of daily living (ADL) are the focus of 
cognitive rehabilitation, a target such as ADL in MCI patients 
could be difficult to identify for cognitive rehabilitation. In 
fact, all recent relevant studies on cognitive intervention in 
MCI have been based on cognitive training (3). In particular, a 
study on cholinesterase inhibitors (ChEI)-treated patients with 
mild to moderate AD and MCI who attended group sessions 

twice weekly for one year with a comprehensive cognitive and 
motor stimulation programme, showed a transitory cognitive 
stabilization and a long-term mood benefit (5). Unfortunately, 
this study did not separate the data for patients with MCI and 
AD, and the intervention did not incorporate memory strategy 
training, resulting in an intervention more similar to the defini-
tion of cognitive stimulation than to that of cognitive training 
(5). Furthermore, a more recent multi-factorial cognitive 
training on patients with MCI showed that the intervention 
effect was significant in 2 of the primary outcome measures of 
episodic memory (delayed list recall and face-name associa-
tion), suggesting that a cognitive training programme focused 
on teaching episodic memory strategies with 8 weekly group 
sessions may have positive effects on objective measures of 
episodic memory in both healthy elderly subjects and patients 
with MCI (6). 

A recent study investigated, in a total of 22 patients with 
MCI and their significant others, the effects of a cognitive 
behavioural group therapy in 10 weekly 2-hour sessions (7). 
In this study, while no changes were found on distress and 
mood measures in patients or their significant others, patients 
showed a significantly increased level of acceptance and a 
trend for increased marital satisfaction. The significant others 
reported an increased awareness of memory and behavioural 
problems (7). Although these were only preliminary results, 
as acknowledged in their report, in which the authors esti-
mated a sample size of 70 couples in an eventual control-
led study design to confirm the programme’s effectiveness, 
their findings suggested an intervention based on principles 
from cognitive behavioural therapy combined with psycho-
 educational elements for patients with MCI (7). This approach, 
with a behavioural/psychological focus, appeared to be very 
interesting and may be included in a more general picture 
of non-pharmacological intervention in patients with MCI.  
In conclusion, we strongly recommend an integrated ap-
proach to non-pharmacological intervention for patients with 
MCI, combining established cognitive training techniques 
for improving cognitive symptoms (3–6) with the proposed 
behavioural/psychosocial approach (7) to improve also the 
level of acceptance of the memory impairment and alertness 
to everyday changes in patients and significant others. 

ACKNOWLEDGEMENTS

This work was supported by the Italian Longitudinal Study on Aging 
(ILSA) (Italian National Research Council – CNR – Targeted Project on 
Ageing – Grants 9400419PF40 and 95973PF40) (Dr Panza, Dr C. Capurso, 
Dr D’Introno, Dr Colacicco, Pr A. Capurso, and Dr Solfrizzi). The funding 
agencies had no role in the design or conduct of the study.

COGNITIVE BEHAVIOURAL GROUP THERAPY IN MILD COGNITIVE 
IMPAIRMENT: INTERVENTION WITH A COGNITIVE OR BEHAVIOURAL/

PSYCHOLOGICAL FOCUS?



294 Letters to the Editor

REFERENCES

1. Panza F, D’Introno A, Colacicco AM, Capurso C, Del Parigi A, 
Caselli RJ, et al. Current epidemiology of mild cognitive impair-
ment and other predementia syndromes. Am J Geriatr Psychiatry 
2005; 13: 633–644. 

2. Solfrizzi V, Capurso C, D’Introno A, Colacicco AM, Santamato 
A, Ranieri M, et al. Lifestyle-related factors in predementia and 
dementia syndromes. Expert Rev Neurother 2008; 8: 133–158.

3. Belleville S. Cognitive training for persons with mild cognitive 
impairment. Int Psychogeriatr 2008; 20: 57–66.

4. Panza F, Solfrizzi V, Mastroianni F, Nardó GA, Cigliola F, Capurso 
A. A rehabilitation program for mild memory impairments. Arch 
Gerontol Geriatr. 1996; 22 Suppl 1: 51–55.

5. Olazarán J, Muñiz R, Reisberg B, Peña-Casanova J, del Ser T, 
Cruz-Jentoft AJ, et al. Benefits of cognitive-motor intervention in 
MCI and mild to moderate Alzheimer disease. Neurology 2004; 
63: 2348–2353.

6. Belleville S, Gilbert B, Fontaine F, Gagnon L, Ménard E, Gauthier 
S. Improvement of episodic memory in persons with mild cognitive 
impairment and healthy older adults: evidence from a cognitive inter-
vention program. Dement Geriatr Cogn Disord 2006; 22: 486–499. 

7. Joosten-Weyn Banningh LW, Kessels RP, Olde Rikkert MG,  
Geleijns-Lanting CE, Kraaimaat FW. A cognitive behavioural 
group therapy for patients diagnosed with mild cognitive impair-
ment and their significant others: feasibility and preliminary 
results. Clin Rehabil 2008; 22: 731–740. 

Submitted September 16, 2008; accepted October 8, 2008

Francesco Panza, MD, PhD1*, Vincenza Frisardi, MD1,  
Andrea Santamato, MD2, Cristiano Capurso, MD, PhD3,  

Alessia D’Introno, PhD1, Anna M. Colacicco, PhD1, Maurizio  
Ranieri, MD, PhD4 and Vincenzo Solfrizzi, MD, PhD1

From the 1Department of Geriatrics, Center for Aging Brain, 
Memory Unit, University of Bari, Bari, 2Department of 

Physical Medicine and Rehabilitation and 3Department of 
Geriatrics, University of Foggia, Foggia and 4Department of 

Neurological and Psychiatric Sciences, University of Bari, 
Policlinico, Piazza Giulio Cesare, 11, IT-70124 Bari, Italy. 

*E-mail: geriat.dot@geriatria.uniba.it 

J Rehabil Med 41


