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iNPHςsintomatologia clinica

ÅDisturbo della marcia (precoce) (94-100%)

ÅDeficit cognitivo senza rilevanza clinica  (precoce)

ÅDemenza  (tardiva, 78-98%)

ÅUrgenza/incontinenza minzionale (76-83%)

Å Disturbi psichiatrici (25-70%)

Å Apatia

Å Ansia

Å Disturbi comportamentali

Å Depressione

Å Instabilità emotiva

Å Convulsioni



Normal Pressure Hydrocephalus

Frontal horns/inner skull ratio (Evans index) 

Smooth transependimal resorption Sulcal thinning Sulcal focal dilatation

A frontal horn ratio (Evans index), defined as the maximal frontal horn ventricular width divided by the transverse 

inner diameter of the skull, signifies ventriculomegaly if it is 0.3 or greater

MRI 3T  AxialFlair



MRI 3T coronalT2 

Normal Pressure Hydrocephalus

Tight high-convexity
Expanded Sylvian fissures Acute callosal angle



SagittalT1

Callosalcranialdistension Paracentralsulcithinning Acqueductalperviety

Normal Pressure Hydrocephalus







Danni tissutali

1. Sela pressioneliquoraleaumentai ventricoli cerebralisi allarganoprogressivamente,

danneggiandoil parenchima(compressionemeccanicadelparenchimacerebrale)

2. [ΩŀǎǎƻǊōƛƳŜƴǘƻtrans-ependimaledeterminaun edemaperiventricolarecon ulteriore

danno

3. Questaserie di eventi ha come effetto finale una diminuzionedi flussocerebralee

insufficientepressionedi perfusionecerebrale.

4. Χ.ischemiadelle arteriole terminali periventricolari con alterazionedella sostanza

biancae gliosisubependimale

5. Χconseguentealterazionee stiramentodelle fibre cheproiettanodai nucleidellabase

allacortecciafrontale

6. Χalterazionedelle fibre cortico-bulbari e cortico-spinalicon conseguentealterazione

dellaposturae del controllodelleafferenze

7. Χalterazionedellefibre fronto-cerebellari



ÅMy first articleabout normalpressurehydrocephalus(NPH)waspublishedin ClinicalMedicine
in 2007. In that article I describedmy own caseof NPH,whichbeganin about 1992asa trivial
abnormalityof gait that wasmisdiagnosedastŀǊƪƛƴǎƻƴΩǎdisease(PD). Overthe next 10 years,
during which I was being unsuccessfullytreated with dopaminergicdrugsfor PD,the illness
graduallyprogresseduntil I couldbarelywalkwith a walkingframe,hadbecomeincontinentof
urine and, sometimes, faecesand beganto show signsof cognitiveloss. In the processof
obtaininga motorisedwheelchairI wasreferredto a youngerneurologistwho recognisedthat
I had run the whole classiccourseof NPH,a diseaseof which I had never heard. I had a
ventriculoperitonealshunt (VPS)implantedin 2003and wasmiraculouslyrestoredvirtually to
normal. Onrealisinghow few practisingphysiciansknewabout NPHandhow treatableit was
I abandonedmy area of expertise(hepatology) and dedicated my new life to becomingan
experton NPHandto making physiciansandlaypeopleawareof this obscureillness.

Å Harold O Conn, emeritus professor of medicine, Yale University  School of Medicine, New Haven, Connecticut and voluntary

professor of neurosurgery, Miller School of Medicine, University of  Miami, Florida

Circa 80% di iNPHresta non diagnosticato
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