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Dementia is not a single disease in itself, but a general term to 

describe symptoms of impairment in memory, communication, and thinking. 
While the likelihood of having dementia increases with age, it is not a normal 
part of aging. Light cognitive impairments, such as poorer short-term 
memory, can happen as a normal part of aging. This is known as age-related 
cognitive decline rather than dementia because it does not cause significant 
problems. Dementia is characterized by a decline in memory, language, 
problem-solving and other cognitive skills that affect a person’s ability to 
perform everyday activities. This decline occurs because nerve cells (neurons) 
in parts of the brain involved in cognitive function have been damaged or 
destroyed. 

 
 

 
 



Overview of Dementia 
 

 

Dementia? 
Dementia is a syndrome due to disease of 
the brain – usually of a chronic or 
progressive nature – in which there is 
disturbance of multiple higher cortical 
functions, including memory, thinking, 
orientation, comprehension, calculation, 
learning capacity, language, and 
judgment. Consciousness is not clouded. 
The impairments of cognitive function are 
commonly accompanied, and occasionally 
preceded, by deterioration in emotional 
control, social behavior, or motivation. 
This syndrome occurs in a large number of 
conditions primarily or secondarily 
affecting the brain. It is seriously disabling 
for those who have it and is often 
devastating for their caregivers and 
families. With an increasing number of 
people being affected by dementia, 
almost everyone knows someone who has 
dementia or whose life has been touched 
by it. The number of people living with 
dementia China is currently estimated at  
million. This number will double by 2030 
and more than triple by 2050. 
The high Chinese prevalence, economic 
impact of dementia on families, caregivers 
and communities, and the associated 
stigma and social exclusion present a 
significant Chinese public health 
challenge. The Chinese health community 
has recognized the need for action and to 
place dementia on the public health 
agenda. 
 

Types of Dementia 
There are numerous diseases that cause 
dementia. Some of the most common are 
described below. 
 

Alzheimer's disease is the most common 
cause of dementia and accounts for 50-
60% of all cases. Alzheimer’s disease was 
identified by Alois Alzheimer, a German 
psychiatrist and pathologist, in 1906. The 
hallmark pathologies of Alzheimer’s are 
the progressive accumulation of the 
protein fragment beta- amyloid (plaques) 
outside neurons in the brain and twisted 
strands of the protein tau (tangles) inside 
neurons. These changes are eventually 
accompanied by the damage and death of 
neurons. Onset of AD is insidious and the 
disease lasts for 3-20 years from 
diagnosis, which is largely related to age. 
Difficulty remembering recent 
conversations, names or events is often 
an early clinical symptom; apathy and 
depression are also often early symptoms. 
Later symptoms include impaired 
communication, disorientation, confusion, 
poor judgment, behavior changes and, 
ultimately, difficulty speaking, swallowing 
and walking. 
 
Vascular Dementia accounts for a further 
20-30% of cases of dementia, and results 
from a narrowing of the arteries supplying 
blood to the brain. The lack of blood can 
cause damage to the brain, either due to 
reduced oxygen supply, strokes or mini- 
strokes, demyelination or mixed effects. 
Onset and life expectancy is similar to that 
of Alzheimer’s Disease, although the 
disease course can be highly variable. 
Impaired judgment or impaired ability to 
make decisions, plan or organize is more 
likely to be the initial symptom, as 
opposed to the memory loss often 
associated with the initial symptoms of 
Alzheimer’s. In addition to changes in 
cognition, people with vascular dementia 



can have difficulty with motor function, 
especially slow gait and poor balance. 
 

Dementia with Lewy Bodies (or Lewy 
Body Dementia) comprises about 10% (or 
more) of all cases of dementia. Lewy 
bodies, the hallmark of this type of 

dementia, are seen under the microscope 
as abnormal inclusions in brain cells. Lewy 
bodies are abnormal aggregations (or 
clumps) of the protein alpha-synuclein in 
neurons. When they develop in a part of 
the brain called the cortex, dementia can 
result. Alpha-synuclein also aggregates in 
the brains of people with Parkinson’s 
Disease (PD), in which it is accompanied 
by severe neuronal loss in a part of the 
brain called the substantia nigra. While 
people with DLB and PD both have Lewy 
bodies, the onset of the disease is marked 
by motor impairment in PD and cognitive 
impairment in DLB. Progress is quite rapid, 
and there can be Parkinsonian symptoms, 
hallucinations, falls and fluctuations in 
consciousness. 
 
Fronto-temporal (lobe) dementia was 
described by Arnold Pick (ëPickís diseaseí). 
As well as tangles, there are rounded 
proteins found in brain cells called ëPick 
bodiesí. Includes dementias such as 
behavioral-variant FTLD, primary 
progressive aphasia, Pick’s disease, 
corticobasal degeneration and progressive 
supranuclear palsy. Nerve cells in the 
front (frontal lobe) and side regions 
(temporal lobes) of the brain are 
especially affected, and these regions 
become markedly atrophied (shrunken). 
In addition, the upper layers of the cortex 
typically become soft and spongy and 
have protein inclusions (usually tau 
protein or the transactive response DNA- 
binding protein). Its onset is earlier 
(sometimes as young as 30-40 years) and 
family history is an important risk factor. 
Several variants of fronto-temporal 
dementia exist featuring personality 
anbehavioural changes and speech 
difficulties. 

 
Younger onset dementia refers to onset 
of dementia in people aged <65. Younger 
people with dementia are more likely to 
be working; have children at home; have 
heavier financial commitments; have a 
heritable form of dementia; have high 
levels of psychological and behavioral 
symptoms; have difficulty receiving care; 
have family care givers with higher levels 
of distress; and have higher associated 
costs and burden overall. 
 
Mixed dementia characterized by the 
hallmark abnormalities of more than one 
cause of dementia — most commonly 
Alzheimer’s combined with vascular 
dementia, followed by Alzheimer’s with 
DLB, and Alzheimer’s with vascular 
dementia and DLB. Vascular dementia 
with DLB is much less common. Recent 
studies suggest that mixed dementia is 
more common than previously 
recognized, with about half of older 
people with dementia having pathologic 
evidence of more than one cause of 
dementia. Recent studies also show that 
the likelihood of having mixed dementia 
increases with age and is highest in the 
oldest-old, people age 85 or older. 
 
Creutzfeldt- Jakob Disease his very rare 
and rapidly fatal disorder impairs memory 
and coordination and causes behavior 
changes. Results from a misfolded protein 
(prion) that causes other proteins 
throughout the brain to misfold and 
malfunction. May be hereditary (caused 
by a gene that runs in one’s family), 
sporadic (unknown cause) or caused by a 



known prion infection. A specific form 
called variant Creutzfeldt-Jakob disease is 
believed to be caused by consumption of 

products from cattle affected by mad cow 
disease. 
 

 
 

RISK FACTORS FOR DEMENTIA 
 

While the causes (aetiology) of dementia are not always completely understood, 
certain risk factors are known. 

 
Age  
Is the most well-accepted risk factor, with 
the likelihood of dementia increasing from 
around 1 in a 1000 for people under 65, to 
1% for people in their sixties to nearly 
25% for people 85 years and over. 
 
Family History 
Genetic factors contribute to dementia 
risk. Younger onset familial Alzheimer’s 
disease is a relatively rare autosomal 
dominant condition, i.e. inherited by 50% 
of each generation. Abnormal genes have 
been identified on chromosomes 14, 21 
and 1. Other genes have also been 
associated with a greater risk of 
Alzheimer’s disease but do not necessarily 
cause the disease. The most important of 
these genes is Apolipoprotein E (ApoE). 
The ApoE e4 variant increases the risk of 
developing Alzheimer’s disease but does 
not cause it. There are strong familial 
indicators for fronto-temporal dementia: 
in some cases, there is a mutation of a 
gene on chromosome 17 that makes tau, 
inhibiting the protein’s function and 
causing it to form tangles. Further 
research is required to understand the 
interaction of genes and environment in 
the causes of the dementias. There is 
growing concern that genetic testing may 
lead to misunderstanding, such as 
insurance companies or employers 
misusing positive test results. 
 
 

Gender 
Over the age of 80, women are at slightly 
higher risk of dementia, while men may 
be at higher risk of vascular dementia.  
 
 

 
 
 
 
Cardiovascular Risk Factors 
Stroke-related and atherogenic causes 
contribute to vascular dementia and there 
is increasing evidence that they also 
contribute to Alzheimer’s disease. These 
include high blood pressure (severe 
systolic hypertension), narrowing of the 
arteries (atherosclerosis), irregular 
heartbeat (atrial fibrillation), ischemic 
(coronary) heart disease and attacks 
(myocardial infarction), diabetes, high 
saturated fat and LDL cholesterol intake 
and smoking. Coronary artery bypass graft 
surgery may contribute to vascular 
dementia. 
 
Education and Employment 
One hypothesis is that higher levels of 
education or a lifetime of mental activity 



may increase the brain reserve. Other 
studies suggest that specific occupational 
exposures may increase dementia risk, 
such as manual work and exposure to 
organic solvents or electromagnetic fields, 
for example in occupations such as 
carpenter, electrician, machinist, sheet 
metal worker, typist or welder. If further 
research strengthens this evidence, and 
the link is not just socio- economic, there 
would be further rationale for preventive 
workplace measures. People with fewer 
years of formal education are at higher 
risk for dementia than those with more 
years of formal education. Some 
researchers believe that having more 
years of education builds a “cognitive 
reserve” that enables individuals to better 
compensate for changes in the brain that 
could result in symptoms of dementia. 
According to the cognitive reserve 
hypothesis, having more years of 
education increases the connections 
between neurons in the brain and enables 
the brain to compensate for the early 
changes of Alzheimer’s by using alternate 
routes of neuron-to- neuron 
communication to complete a cognitive 
task. 
Some scientists believe other factors may 
contribute to or explain the increased risk 
of dementia among those with lower 
educational attainment. These factors 
include an increased likelihood of having 

occupations that are less mentally 
stimulating. In addition, lower educational 
attainment may reflect lower 
socioeconomic status, which may increase 
one’s likelihood of poor nutrition and 
decrease one’s ability to afford health 
care or obtain treatments, such as 
treatments for cardiovascular risk factors. 
Social and Cognitive Engagement 
Additional studies suggest that remaining 
socially and mentally active throughout 
life may support brain health and possibly 
reduce the risk of dementia. Remaining 
socially and mentally active may help 
build cognitive reserve, but the exact 
mechanism by which this may occur is 
unknown. More research is needed to 
better understand how social and 
cognitive engagement may affect 
biological processes to reduce risk. 
 
Other possible risk factors 
Include depression, diabetes, high levels 
of homocysteine (an amino acid) in blood, 
previous thyroid diseases, head trauma 
(example, from motor vehicle accidents or 
boxing) and excessive alcohol intake. 
There has been some evidence of lower 
prevalence rates for dementia in some 
developing countries and in rural areas, 
although the evidence regarding ethnic 
and cultural influences is unclear. 
 

 

 
Dementia Symptoms 

Dementia causes many problems for the person who has it and for that person's 

family. Many of the problems are due to loss of memory. Some common signs of dementia 
are listed below. Not everyone with dementia has all of these signs. 
 
 
 



 
 
 
Recent Memory Loss 
All of us forget things for a while and then 
remember them later. People with 
dementia often forget things but never 
remember them. They might ask you the 
same question over and over, each time 
forgetting that you already answered that 
question. They won't even remember that 
they already asked that question. 
Difficulty Performing Familiar Tasks 
People with dementia might cook a meal 
but forget to serve it, and might even 
forget that they cooked it. 
Problems with Language 
People with dementia may forget simple 
words or use the wrong words. This 
makes it hard to understand what they 
want. 

Time and Place Disorientation 
People with dementia may get lost on 
their own street, or forget how they got 
there and how to get back home. 
Poor Judgment 
Even a well person might get distracted 
and forget to watch a child for a little 
while. People with dementia, however, 
might forget all about the child and just 
leave the house for the day. 
Problems with Abstract Thinking 
Anybody might have trouble balancing a 
checkbook; people with dementia can 
forget what the numbers are and what 
has to be done with them. 
Misplacing things. People with dementia 
may put things in the wrong places. They 
might put an iron in the freezer or a 
wristwatch in the sugar bowl. Then they 
wouldn't be able to find those things later. 
Changes in Mood 
Everyone is moody at times, but people 
with dementia could have fast mood 
swings, going from calm to tears to anger 
in a few minutes. 
Personality changes. People with 
dementia may have drastic changes in 
personality. They might become irritable, 
suspicious or fearful. 
Loss of initiative 
People with dementia may become 
passive. They might not want to go places 
or see other people. 

 
 

Brain Changes Associated with Dementia (Alzheimer’s Disease) 
 
A healthy adult brain has about 100 billion 
neurons, each with long, branching 
extensions. These extensions enable 
individual neurons to form connections 
with other neurons. At such connections, 
called synapses, information flows in tiny 
bursts of chemicals that are released by 
one neuron and detected by a receiving 
neuron. The brain contains about 100 

trillion synapses. They allow signals to 
travel rapidly through the brain’s neuronal 
circuits, creating the cellular basis of 
memories, thoughts, sensations, 
emotions, movements and skills. 
The accumulation of the protein beta-
amyloid (called beta-amyloid plaques) 
outside neurons and the accumulation of 
an abnormal form of the protein tau 



(called tau tangles) inside neurons are two 
of several brain changes believed to 
contribute to the damage and destruction 
of neurons that result in memory loss and 
other symptoms of Alzheimer’s. As brain 
changes advance, information transfer at 
synapses begins to fail, the number of 
synapses declines, and neurons eventually 
die. The accumulation of beta-amyloid is 
believed to interfere with the neuron-to-
neuron communication at synapses and to 
contribute to cell death. Tau tangles block 
the transport of nutrients and other 
essential molecules inside neurons and 
are also believed to contribute to cell 
death. The brains of people with 
advanced Alzheimer’s disease show 
inflammation, dramatic shrinkage from 

cell loss, and widespread debris from dead 
and dying neurons. 
The brain changes associated with 
Alzheimer’s may begin 20 or more years 
before symptoms appear. When the initial 
changes occur, the brain compensates for 
them, enabling individuals to continue to 
function normally. As neuronal damage 
increases, the brain can no longer 
compensate for the changes and 
individuals show subtle cognitive decline. 
Later, neuronal damage is so significant 
that individuals show obvious cognitive 
decline, including symptoms such as 
memory loss or confusion as to time or 
place. Later still, basic bodily functions 
such as swallowing are impaired. 

 
 
 

Dementia Diagnosis 
 
 
If cognitive impairment is suspected, a full 
dementia evaluation is warranted to 
identify causes for decline or determine a 
specific diagnosis. No single, simple test 
exists to diagnose dementia. Instead, 
one’s physician, often with the help of a 
neurologist, will use a variety of 
approaches and tools to help make a 
diagnosis (TABLE – 1.1). They include the 
following: 
• Obtaining a medical and family history 
from the individual, including psychiatric 
history and history of cognitive and 
behavioral changes. 
  

• Asking a family member or other person 
close to the individual to provide input 
about changes in thinking skills or 
behavior. 
• Conducting cognitive tests and physical 
and neurologic examinations. 
• Having the individual undergo blood 
tests and brain imaging to rule out other 



potential causes of dementia symptoms, 
such as a tumor or certain vitamin 
deficiencies. 
Diagnosing Dementia requires a careful 
and comprehensive medical evaluation. 
Although physicians can almost always 
determine if a person has dementia, it 
may be difficult to identify the exact 
cause. Several days or weeks may be 
needed for the patient to complete the 
required tests and examinations and for 
the physician to interpret the results and 
make a diagnosis. Alzheimer's disease 

accounts for up to 80 percent of all 
dementia cases. Diagnosis may be 
complicated by other forms of dementia 
that have symptoms and pathologies 
similar to Alzheimer's disease. Knowing 
the key features and pathology of each 
type of dementia can help in the accurate 
diagnosis of patients, so they will receive 
the treatment and support services 
appropriate for their condition and 
maintain the highest possible quality of 
life. 

 
 
 

TABLE – 1.1 The following table identifies some of the clinical differences between 
the major dementias 

 

Disease First Symptom Mental Status Neuropsy- 
chiatry 

Neurology Imaging 

AD Memory loss Episodic  
memory loss 

Initially normal Initially normal Entorhinal cortex and 
hippocampal atrophy 

FTD Apathy; poor judgment/ 
insight, speech/ 
language; hyperorality 

Frontal/ 
executive, 
language;  
spares drawing 

Apathy, disinhibition, 
hyperorality, 
euphoria, 
depression 

May have vertical 
gaze palsy, axial 
rigidity, dystonia, 
alien hand, or MND 

Frontal, insular, 
and/or temporal 
atrophy; spares 
posterior parietal lobe 

DLB Visual hallucinations, 
REM sleep disorder,  
delirium, Capgras' 
syndrome, 
parkinsonism 

Drawing and frontal/ 
executive;  
spares memory; 
delirium prone 

Visual 
hallucinations, 
depression,  
sleep disorder, 
delusions 

Parkinsonism Posterior parietal 
atrophy; hippocampi 
larger than in AD 

CJD Dementia,  
mood, anxiety, 
movement disorders 

Variable, 
frontal/ 
executive,  
focal cortical, 
memory 

Depression, anxiety Myoclonus, rigidity, 
parkinsonism 

Cortical ribboning and 
basal ganglia or 
thalamus 
hyperintensity on 
diffusion/ 
FLAIR MRI 

Vascular Often but not always 
sudden; variable; 
apathy, falls, focal 
weakness 

Frontal/ 
executive, cognitive  
slowing; can spare 
memory 

Apathy,  
delusions,  
anxiety 

Usually motor 
slowing, spasticity; 
can be normal 

Cortical and/or 
subcortical infarctions, 
confluent white matter 
disease 

 
Abbreviations: AD- Alzheimer's disease; CBD- cortical basal degeneration; CJD- Creutzfeldt-            
Jakob disease; DLB- dementia with Lewy bodies; FTD- frontotemporal dementia; MND- 
motor neuron disease; PSP- progressive supranuclear palsy 
 
 

 
 



Stages of Dementia Based on Criteria and Guidelines in 
China 

 
 
Staging Categories for Alzheimer’s Disease - preclinical 
 
 

 
 
 
Preclinical Alzheimer’s Disease — 
Although the criteria and guidelines 
propose preclinical disease as a potential 
stage of Alzheimer’s (TABLE – 1.2), they 
do not establish diagnostic criteria that 
doctors can use now. Rather, they state 

that additional research is needed before 
this stage of Alzheimer’s can be identified. 
In this proposed stage, individuals may 
have measurable changes in the brain, 
cerebrospinal fluid and/or blood  
(Biomarkers) that indicate the earliest 
signs of disease, but they may have not 
yet developed noticeable symptoms such 
as memory loss. This proposed preclinical 
or pre-symptomatic stage reflects current 
thinking that Alzheimer’s-related brain 
changes may begin 20 years or more 
before symptoms occur. Ongoing research 
continues to explore this possible stage of 
the disease. 
 

 
 
 

TABLE – 1.2  Preclinical AD Staging 

 
 
 
 

 
 



Diagnostic Criteria and Guidelines for dementia in 
China 

 

MCI (Mild Cognitive Impairment) Due to Alzheimer’s Disease 
 
People with MCI show cognitive decline 
greater than expected for their age and 
education level, but this decline does not 
significantly interfere with everyday 
activities. Approximately 15 percent to 20 
percent of people age 65 or older have 
MCI according to world research studies. 
Further cognitive decline is more likely 
among individuals whose MCI involves 
memory problems (called amnestic MCI) 
than among those whose MCI does not 
involve memory problems. Approximately 
two-thirds of those with MCI have 
amnestic MCI. About one-third of people 
with MCI develop dementia, most 

commonly Alzheimer’s disease, in 5 years. 
However, some people with MCI, 
primarily those without memory 
problems, experience an improvement in 
cognition or revert to normal cognitive 
status. It is unclear why some people with 
MCI develop dementia and others do not. 
Diagnostic criteria based on MCI, divided 
into four aspect as MCI-core clinical 
criteria; MCI due to Alzheimer’s Disease – 
intermediate likelihood; MCI due to 
Alzheimer’s Disease – high likelihood and 
MCI unlikely due to Alzheimer’s Disease 
(TABLE – 1.3) 

 
 

TABLE – 1.3 Diagnostic Criteria of AD based on Mild Cognitive Impairment 

 
 
 

Diagnostic criteria for vascular dementia 
 
Traditionally, uniform diagnostic criteria 
for vascular dementia have been lacking. 
The clearest clinical picture may be 
impairment in one or more cognitive 
domains within a few months after a 
stroke, sometimes termed post-stroke 
dementia. 

 Specific cognitive domains affected 
depend on stroke location. 

 Deficits in attention and executive 
function are common. 

 Memory loss may or may not be 
prominent, depending on whether 
the stroke affected memory areas. 



 Specific cognitive domains affected 
depend on stroke location. 

 Decline may appear relatively 
suddenly and may or may not 
progress. Progression may be 
stepwise, occurring in discreet, 
sudden changes rather than 
gradually. 

 Daily activities may be impaired. 

 Focal neurological signs consistent 
with stroke may be present. 

 The patient may have a history of 
high blood pressure, elevated 

lipids, vascular disease, diabetes or 
past heart attacks or strokes 

Vascular damage in the mid-brain regions 
may cause a gradual, progressive 
cognitive impairment that looks much like 
Alzheimer's disease. 
"Pure" vascular dementia may be 
relatively unusual; vascular changes may 
more commonly coexist with Alzheimer's 
plaques or other neuropathologies. 

 
The Hachinski Ischemic Scale (TABLE – 1.4) is a tool widely used to identify a likely vascular 
component once a dementia diagnosis has been established. A shortened 7-item version of 
the HIS has been validated. A score ≤2 suggests vascular involvement. 

 
TABLE – 1.4  Hachinski Ischemic Scale 

Item description Yes No 

Abrupt onset     

Stepwise deterioration     

Fluctuating course     

Emotional incontinence     

History of stroke     

Focal neurological symptoms     

Focal neurological signs     

Total “Yes” answers     

 

 

Diagnosis features of Dementia with Lewy Bodies 
 
The pattern of cognitive decline in 
dementia with Lewy Bodies (DLB) can be 
similar to Alzheimer's disease, involving 
memory impairment, poor judgment and 
confusion. Apathy may be more 
prominent in DLB than in Alzheimer's. 
Severity of cognitive symptoms and 
alertness may fluctuate from day to day. 
Patients may experience excessive 
daytime sleepiness. Other common 
symptoms include non-threatening visual 
hallucinations and such as Parkinsonian 

symptoms as "mask-like" face, rigidity, 
stiffness, shuffling gait and problems with 
balance. About 50 percent of DLB patients 
experience rapid eye movement (REM) 
sleep behavior disorder. In this disorder, 
the normal suppression of voluntary 
muscle movement during REM sleep fails 
to occur, leading to vivid and sometimes 
violent acting out of dreams. REM sleep 
disorder in a person with dementia may 
be diagnostic for DLB. 



 

 
Diagnosis criteria of Frontotemporal Dementia 
 
Frontotemporal dementia (FTD) is a group 
of disorders in which neurodegeneration 
chiefly affects brain areas called the 
frontal and temporal lobes. No single 
underlying pathological process is known. 
FTD, once considered rare, is now thought 
to account for up to 10 to 15 percent of all 
dementia cases. 
FTD types are placed in one of two basic 
clinical groups: 

 The first group is defined by 
behavioral and personality 
changes that may include 
uncharacteristic impulsiveness and 
lack of inhibition; rudeness or 
tactlessness; poor financial 
judgment; inappropriate social 

conduct, sometimes extending 
into illegal activities; declining 
interest in grooming and hygiene; 
and overeating and weight gain. 
Individuals typically lack insight 
into such changes. This group of 
FTDs includes the well-known 
Pick's disease. 

 The second group is characterized 
by progressive disruption in verbal 
and written expression (primary 
progressive aphasia) or naming 
and understanding meaning 
(semantic dementia). Memory and 
other cognitive functions remain 
relatively unaffected.

  
 
It tends to occur earlier than Alzheimer's, primarily between ages 35 and 75. Due to its 
earlier onset and prominent behavioral and personality symptoms, it may be mistaken for a 
primary psychiatric disorder. Most individuals with FTD perform poorly on neuropsychiatric 
tests of executive function. Brain imaging often shows damage to the anterior temporal and 
frontal lobes. If present, this atrophy may be diagnostic. Distinguishing FTD from Alzheimer's 
is the only indication for which Medicare may cover a PET scan for evaluation of dementia. 
 
 

Biomarker tests 
 
Dementia and MCI due to Alzheimer’s 
disease can be accurately diagnosed by a 
physician based on symptoms, family 
interviews and current diagnostic tests, 
but the 2011 criteria and guidelines 
recommend biomarker tests if a physician 
is unsure of the cause of cognitive decline. 
The criteria identify two biomarker 
categories: 
(1) Biomarkers showing the level of beta-
amyloid accumulation in the brain and 

(2) Biomarkers showing that neurons in 
the brain are injured or actually 
degenerating. 
Many researchers believe that future 
treatments to slow or stop the 
progression of Alzheimer’s disease and 
preserve brain function (called “disease-
modifying” treatments) will be most 
effective when administered early in the 
disease, either at the MCI stage or during 
the proposed preclinical stage. Biomarker 
tests will be essential to identify which 
individuals are in these early stages and 



should receive disease-modifying 
treatment when it becomes available. 
They also will be critical for monitoring 
the effects of treatment. Furthermore, 
biomarkers will play an important role in 

developing treatments because they will 
enable researchers to identify which 
individuals to enroll in clinical trials of 
potential new therapies.

  
 



 
 



 
 

DEMENTIA TREATMENT AND CARE 
 

 
 
 
Treating aim 
 

 Where possible, the underlying 
cause of dementia should be 
treated 

 In case the disease cannot be 
cured, the goal of treatment is to 
improve and/or control the 
symptoms of dementia 

 A combination of psychotherapy, 
environmental modifications, and 
medication is the best approach, 
but this can still be complemented 
by other therapies 

 
Treatment of dementia begins with the 
treatment of the underlying disease, 
where possible. The underlying causes of 
nutritional, hormonal, tumor-caused or 
drug-related dementia may be reversible 
to some extent. For many other diseases, 
such as Alzheimer's disease (AD), no cure 
has yet been discovered. However, 
improvement of cognitive and behavioral 
symptoms can be achieved through a 
combination of appropriate medications 
and other treatments, including 
psychotherapy. The goal of treatment is to 
slow down the progression of dementia-
related impairments and to control 
behavioral symptoms, which may be 
treated with a combination of 
psychotherapy, environmental 
modifications, and medication 

 
 

Pharmacologic Treatment (Medication) 
 
Many factors contribute to the difficulty 
of developing effective treatments for 
Alzheimer’s. These factors include the 
high cost of drug development, the 
relatively long time needed to observe 
whether an investigational treatment 
affects disease progression, and the 
structure of the brain, which is protected 
by the blood-brain barrier, through which 
only very specialized small-molecule drugs 

can cross. The U.S. Food and Drug 

 



Administration (FDA) has approved two 
types of medications — cholinesterase 
inhibitors (Aricept, Exelon, Razadyne) and 
memantine (Namenda) — to treat the 
cognitive symptoms (memory loss, 
confusion, and problems with thinking 
and reasoning) of Alzheimer's disease. 
There is also a medication that combines 
one of the cholinesterase inhibitors 
(donepezil) with memantine called 
Namzaric. As Alzheimer’s progresses, 
brain cells die and connections among 
cells are lost, causing cognitive symptoms 
to worsen. While current medications 
cannot stop the damage Alzheimer’s 
causes to brain cells, they may help lessen 
or stabilize symptoms for a limited time 
by affecting certain chemicals involved in 
carrying messages among the brain's 
nerve cells. Doctors sometimes prescribe 
both types of medications together. 
TABLE 1.5 will explain the drug used 
different stages of Alzheimer’s disease. 
 

Medications for early to 
moderate stages 
 

 
 
All of the prescription medications  
currently approved to treat Alzheimer’s 
symptoms in early to moderate stages are 

from a class of drugs called cholinesterase 
inhibitors. 
 
Cholinesterase inhibitors: 
Prevent the breakdown of acetylcholine, a 
chemical messenger important for 
learning and memory. This supports 
communication among nerve cells by 
keeping acetylcholine levels high. Delay or 
slow worsening of symptoms. 
Effectiveness varies from person to 
person,are generally well tolerated. If side 
effects occur, they commonly include 
nausea, vomiting, loss of appetite and 
increased frequency of bowel 
movements. 
 

Medication for moderate to 
severe stages 
A second type of medication, memantine 
(Namenda) is approved by the FDA for 
treatment of moderate to severe 
Alzheimer’s. Memantine is prescribed to 
improve memory, attention, reason, 
language and the ability to perform simple 
tasks. It can be used alone or with other 
Alzheimer’s disease treatments. There is 
some evidence that individuals with 
moderate to severe Alzheimer’s who are 
taking a cholinesterase inhibitor might 
benefit by also taking memantine. 
 
Memantine: 
Regulates the activity of glutamate, a 
chemical involved in information 
processing, storage and retrieval. 
Improves mental function and ability to 
perform daily activities for some people. 
Can cause side effects, including 
headache, constipation, confusion and 
dizziness. 
 

 
 
 
 



 
 

TABLE 1.5 – Treatment at glance for different stages of Alzheimer’s 
disease 

 

Generic Brand Approved 

For 

Side Effects 

donepezil Aricept All stages Nausea, vomiting, loss of appetite and increased 

frequency of bowel movements. 

galantamine Razadyne Mild to 

moderate 

Nausea, vomiting, loss of appetite and increased 

frequency of bowel movements. 

memantine Namenda Moderate to 

severe 

Headache, constipation, confusion and dizziness. 

rivastigmine Exelon Mild to 

moderate 

Nausea, vomiting, loss of appetite and increased 

frequency of bowel movements. 

memantine + 

donepezil 

Namzaric Moderate to 

severe 

Nausea, vomiting, loss of appetite, increased frequency 

of bowel movements, headache, constipation, confusion 

and dizziness. 

 

 

Psychotropic Drugs 
 

Psychotropic drugs can be used as a 

supportive therapy in the treatment of 
behavioral problems in dementia. For 
instance, antipsychotic medications 
(typically used to treat disorders like 
schizophrenia) can be effective in 
reducing persistent aggression, and in 
patients who have been unresponsive to 
non-pharmacological approaches, and 
where there is a risk of harm to 
themselves or others; however, such 
treatments should be used on a short-
term up to six weeks rather than a 
systematic basis. Anti-anxiety medications 

(typically used to treat anxiety disorders) 
can also be prescribed to help treating 
agitation and restlessness. Likewise, 
antidepressant medication can be 
prescribed to alleviate symptoms of 
depression. Treating depression 
symptoms is particularly important, as 
depression makes it harder for a person 
with dementia to remember things and 
enjoy life. It also adds to the difficulty of 
caring for someone with dementia. 
Significant improvements can be made by 
treating depression, as the patient's mood 
and their ability to participate in activities 
may be improved5. 



 
In general, medications should be administered very cautiously to patients with dementia 
and in the lowest possible effective doses, to minimize side effects. Supervision of taking 
medications is generally required. With each of these medications, there are associated side 
effects and risks. Therefore, a careful risk-benefit evaluation should be conducted before 
treatment initiation and on a regular basis throughout treatment. However, one must bear 
in mind that these medications do not cure dementia or reverse someone's symptoms. 
There is no evidence that life is prolonged by taking medications. Rather, these medications 
can help some patients functioning better for a longer period of time. 
 
 

Non-Pharmacologic Therapy 
 
 

 
 
Non-pharmacologic therapies are those 
that do not involve medication. Non-
pharmacologic therapies are often used 
with the goal of maintaining or improving 
cognitive function, the ability to perform 
activities of daily living, or overall quality 
of life. They also may be used with the 
goal of reducing behavioral symptoms 
such as depression, apathy, wandering, 
sleep disturbances, agitation and 
aggression. Examples include art therapy, 
activity-based therapy and memory 
training. Several dementia symptoms and 
behavior problems might be treated 

initially using nondrug approaches, such 
as: 
 
Occupational therapy-  
An occupational therapist can show you 
how to make your home safer and teach 
coping behaviors. The purpose is to 
prevent accidents, such as falls; manage 
behavior; and prepare you for the 
dementia progression. 
Modifying the environment-  
Reducing clutter and noise can make it 
easier for someone with dementia to 
focus and function. You might need to 
hide objects that can threaten safety, such 
as knives and car keys. Monitoring 
systems can alert you if the person with 
dementia wanders. 
Modifying tasks-  
Break tasks into easier steps and focus on 
success, not failure. Structure and routine 
also help reduce confusion in people with 
dementia. 
 
 

 
 
 
 
 



Alternative medicine 

 
Several dietary supplements, herbal 
remedies and therapies have been studied 
for people with dementia. Some may be 
beneficial. Use caution when considering 
taking dietary supplements, vitamins or 
herbal remedies, especially when patient 
is taking other medications.  Some 
alternative medicines for dementia that 
have been studied include: 
Vitamin E- Evidence for taking vitamin E 
to slow Alzheimer disease is soft. Doctors 
warn against taking large doses of vitamin 

E because it may have a higher risk of 
mortality, especially in people with heart 
disease. 
Omega-3 fatty acids- There is some 
evidence that eating fish three times a 
week might lower your risk of dementia. 
However, in clinical studies, omega-3 fatty 
acids haven't significantly slowed 
cognitive decline in mild to moderate 
Alzheimer's disease. More research is 
needed. 

 
 

Other Various Therapies Used in Treating Dementia  
in China 

 
Advances in Art Therapy for Patients with Dementia 
 
Art therapy as a psychosocial therapy 

that combines art and human elements 
was beginning to find application in the 
field of dementia research. In art therapy, 
through stimulating cognition with lines 
and colors, the patients are provided with 
a non-verbal channel of communication 
and are able to overcome inadequacies of 
self-expression due to impaired language 
ability and can vent negative emotions, 
thereby making significant achievements 
in improving attention and reducing 
behavioral and psychological symptoms; 
patient quality of life and social skills are 
also improved.  
 

 
 
The American Art Therapy Association 
(AATA) defines art therapy as a mental 
health profession in which clients, 
facilitated by the art therapist, use artistic 
media, the creative process and the 
resulting artwork to explore their feelings, 
reconcile emotional conflicts, foster self-
awareness, manage behavior and 
addictions, develop social skills, improve 
orientation in reality, reduce anxiety and 
increase self-esteem. The theoretical 
foundation of art therapy is mainly the 
theory of brain lateralization, which posits 



that the left brain is “the academic brain” 
and manages logic, language, writing and 
reasoning, while the right brain is “the art 
brain” and manages drawing, music, 
emotion, creativity, etc.; In processing 
sensory or emotional information, the 
right brain first creates an impression of 
imagery, processes the information and 
then transmits it to the left brain to 
generate verbalized thinking and memory. 
Dementia patients have impaired 
language abilities and are unable to 
verbalize thinking to express their feelings 
but retain basic visual and motor skills, 
which allow them to express emotions 
and gain comfort through lines, shapes 
and colors in art appreciation and creative 
activities. As the disease progresses, the 
patients' capabilities of daily living and 
cognition gradually decline and the 
existing language skills make it impossible 
for these patients to vent their negative 
emotions, thus leaving them prone to 
behavioral and psychological symptoms, 
such as anxiety, depression, etc., and 
leading to a reduced quality of life. Art 
therapy provides patients with a non-
verbal mode of expression through an 
intuitive graphical visual presentation, 
which helps the patients vent negative 
emotions and alleviate behavioral and 
psychological symptoms, thereby 
improving the quality of life. In addition, 
the creation of art stimulates the 
temporal lobe, which affects object 
recognition and accurate expression using 
language, and the parietal lobe, which 
perceives the spatial position of objects 
and controls fine motor functions of the 

hand. Additionally, art therapy provides 
an effective way to train patients in the 
capacities of language and fine motor 
movement of the hand, in which the 
hand- brain interaction helps maintain 
and develop motor skills and co- 
ordination and improves the perception 
by the brain of color, shape, space, 
proportion, etc. This theory describes the 
mechanism of art therapy intervention 
and also provides an important 
theoretical background and support for 
the application of this therapy to the care 
of dementia patients.  
Art therapy has some effect in improving 
the attention and orientation of dementia 
patients, reducing behavioral and 
psychological symptoms, improving the 
patients' social skills and easing the 
burden of dementia patient caregivers. 
However, due to the limited number of 
related studies, there are variations 
regarding the duration, frequency and 
measuring tools of the intervention, which 
must be improved in future investigations. 
Compared with developed countries, 
China has a long artistic history, and in 
future studies, themes with Chinese 
characteristics, such as ink paintings and 
Spring Festival pictures, should be refined 
by combining the cultural background of 
patients with their hobbies. In this way, 
personalized intervention programs to 
improve the cognitive function of 
dementia patients, reduce their 
behavioral and psychological symptoms 
and ultimately improve the patients' 
quality of life can be developed. 

 
Music Therapy in Dementia Treatment 
 

Music therapy is a target-oriented 

and purposeful activity in which therapists 
work with individuals or groups, using 
musical expression and the memories, 

feelings, and sensations it evokes. It has 
been found to be particularly beneficial 
for older adults with various types of 
dementia. Music Therapy is used with 



older adults to maintain or increase their 
levels of physical, mental, social, and 
emotional functioning. Music used as a 
sensory and intellectual stimulation can 
help maintain a person's quality of life or 
even improve it.   

 
Memory in Sound 
Although music therapy is used for people 
of all ages, it is especially beneficial for 
older persons with dementia who may be 
unable to communicate in another way. 
“Music can function, for instance, as an 
interpreter of the [patient‘s] world picture 
without the problem essentially 
connected with verbal interaction. 

 
Music therapy provides 
opportunities for: 

 Memory recall which contributes 
to reminiscence and satisfaction 
with life 

 Positive changes in mood and 
emotional states 

 Sense of control over life through 
successful experiences 

 Awareness of self and 
environment which accompanies 
increased attention to music 

 Anxiety and stress reduction for 
older adult and caregiver 

 Non-pharmacological 
management of pain and 
discomfort 

 Stimulation which provokes 
interest even when no other 
approach is effective 

 Structure which promotes 
rhythmic and continuous 
movement or vocal fluency as an 
adjunct to physical rehabilitation 

 Emotional intimacy when spouses 
and families share creative music 
experiences 

 Social interaction with caregivers 
and families 

 
 
 
 
 
Music therapy provides: 

 A forum to share common 
experiences and enjoyment as a 
couple or family 

 Meaningful time spent together in 
a positive, creative way 

 Relaxation for the entire family 

 Stimulation for reminiscence of 
family bonds 

 Unity and intimacy for families 
through verbal and nonverbal 
interaction 

 Respite for the caregiver 
 

Outcome of Music therapy  
 Music therapy reduces depression 

among older adults. 

 Music experiences can be 
structured to enhance 
social/emotional skills, to assist in 
recall and language skills and to 
decrease problem behaviors. 

 Music tasks can be used to assess 
cognitive ability in people with 
dementia. 

 Music is effective in decreasing the 
frequency of agitated and 
aggressive behaviors for 
individuals diagnosed with 
dementia. 

 Individuals in the late stages of 
dementia respond to and interact 
with music. 

 



Massage Therapy in the Elderly with Dementia in China 
 

Massage is a commonly used 

technique in physiotherapy, and is defined 
as the methodical manual or mechanical 
manipulations of the entire body or a part 
thereof in order to mobilize superficial 
soft tissues with therapeutic outcomes. 
Indeed, there is strong evidence that 
massage therapy can decrease anxiety 
levels and agitation, and improve 
somnolence, in children and elderly 
subjects with dementia. According to 
clinical studies done by journal of 
traditional Chinese medicine, found that 
relaxing massage could improve the 
behavioral alterations of elderly dementia 
patients, including drowsiness, 
participation in occupational activities of 
the center, and participation during 
eating. These improvements were 
gradual, with better results in the third 
month, after two months of treatment, 
while the behavior alterations worsened 
once the massage therapy treatment was 
withdrawn. Numerous studies have 

shown that relaxing massage therapy 
eases pain and anxiety, which can be 
observed in facial expressions and in 
behavioral changes. For example, Puig 
reported that massage therapy reduced 
facial expression of pain in patients with 
Alzheimer's disease, and reduced the 
wanderings and resistance patients 
normally show towards postural changes 
or during the intervention of the medical 
staff or family in their ADLs. Lee also 
reported that aromatherapy massage 
improved the aggressive behavior of 
patients with dementia, Further, in a 
study in children with autism, treatment 
with relaxing massage sessions reduced 
agitation and anxiety, and improved night 
sleeping. The results from our study are 
also supported by Malaquin-Pavan who 
reported that massage in elderly 
dementia patients could improve physical 
relaxation and drowsiness, and decreased 
behavior alterations. 

 
 

Auricular Acupuncture Therapy in Elderly Patient with 
Dementia in China 
 

Ear acupuncture of the pinna is also 

a commonly used treatment for various 
symptoms of different conditions such as 
anxiety, pain, and depression. This 
technique improves well-being and the 
quality of life of patients and their 
caregivers. Nevertheless, the majority of 
studies of auricular acupuncture were 
performed on subjects without dementia. 
Further, after performing a systematic 
review, to our knowledge there are no 
studies comparing ear acupuncture in 
subjects with dementia to improve their 
behavior. Thus, the aim of the present 

study was to assess the effects of ear 
acupuncture on conductive behavior and 
ADLs in dementia patients. In the last 
decade, there has been increasing use of 
Chinese therapies through auricular 
acupuncture. For example, Miao reported 
that the learning and memory decline in 
rats with induced Alzheimer's disease was 
delayed in animals treated with auricular 
acupuncture. In the present study, ear 
acupuncture improved behavior 
alterations in patients with dementia, 
improved participation in therapy sessions 
and during eating, and decreased 



drowsiness, providing further support for 
a beneficial role in disorders of cognitive 
impairment. However, it is important to 
note that be- cause of the characteristics 
of the treated subjects, supervision of the 
correct location of the seeds in the part of 
the pinna was essential to achieve 
effective treatment. Based on various 

studies preformed across china showed 
that Ear acupuncture therapy - improve 
behavior alterations and drowsiness in 
elderly patients with dementia and 
increase their participation in eating and 
therapy sessions programmed in their 
centers. 

 
 

Cognitive Intervention for Aging and Dementia in China 
 
 

 
 

Cognitive intervention (CI) may 

provide a viable option for improving 
cognition in healthy aging, as well as in 
mild cognitive impairment and dementia. 
The conceptual framework introduced by 
Clare will be adopted in the following 

section. The framework consists of 3 main 
approaches in CI: cognitive training 
(computer- based or paper-and-pencil 
cognitive exercises); cognitive stimulation 
(cognitive and social group activities); and 
cognitive rehabilitation (individualized 
interventions addressing patients’ key 
difficulties and goals). Although many 
research on aging and dementia in general 
is a dynamic and a rapidly changing field, 
the CI subfield of this research is still in its 
infancy and in spite of the growing 
evidence of its effectiveness, is still lacking 
recognition among health professionals as 
well as caregivers.

 
 

Influence of Line Dance on the Chinese Elderly Patient with 
Memory Impairment  

 
 

Today China has entered into the phase of 
rapid ageing. Chinese elderly people 
health condition need more concern as 
the economic development growing. If 
only consider using medical means to 
solve the problem of the mental health of 
the elderly people is obviously not 
enough. A line dance is a choreographed 
dance with a repeated sequence of steps 
in which a group of people dance in one 
or more lines or rows, all facing either 
each other or in the same direction, and 



executing the steps at the same time. 
Recently Line dancing is practiced and 
learned among elderly Chinese people.  A 
large study has been confirmed that 
physical exercise through line dance is 
both economy and effectiveness 
intervention as promoting physical and 
mental health. Line dance has become 
one of the popular sports in elderly 
people. Line dance is a one of aerobic 
exercises, which dancers stand in a row or 
multiple rows, accompanied by  pop music 
or songs, dance repetitive steps and dance 
in a certain order. In virtue of its variety, 
easy to learn and practice, and less space 
limitation, line dance is more likely to be 
accepted by people.  

 
 
A growing number of Chinese elderly like 
line dance. Line dance can reduce the 
choice reaction time of the elderly people. 
Line dance can promote the elderly 
people’s mental health, especially in the 
aspects of emotion, adaptation, and 
relationship. 
 

 
 

Reminiscence Therapy on Dementia Patient 
 

 
 
 

Reminiscence therapy is defined 

by the American Psychological Association 
(APA) as "the use of life histories – 
written, oral, or both – to improve 
psychological well-being. The therapy is 
often used with older people." This form 
of therapeutic intervention respects the 
life and experiences of the individual with 
the aim to help the patient maintain good 
mental health. The majority of research 
on reminiscence therapy has been done 
with the elderly community. Reminiscence 
therapy makes use of life events by having 

participants vocally recall episodic 
memories from their past. It helps provide 
people with a sense of continuity in terms 
of their life events. Reminiscence therapy 
may take place in a group setting, 
individually, or in pairs depending on the 
aim of the treatment. Reminiscence 
therapy can also be structured or 
unstructured within these configurations. 
While the primary aim of reminiscence 
therapy is to strengthen cognitive 
memory components, a secondary goal 
may be to encourage either intrapersonal 
development or interpersonal 
development. These individual needs will 
determine whether the therapy is 
conducted in a group setting or alone with 
a practitioner. Memories are processed 
chronologically starting at birth and 
focusing on major, significant life events. 
The focus is reflection, not simply recall. 
Reminiscence therapy may use prompts 
such as photographs, household items, 
music, or personal recordings. 



Researchers have also studied the effects 
of reminiscence therapy on older adults 
who suffer from dementia. In particular, 
studies have focused on two main 
benefits of reminiscence therapy for 

demented elderly: improved cognitive 
function and an improvement in quality of 
life (with a focus on improved emotions 
and overall happiness/mood). 

 
     



 
 



 
Dementia mainly affects older 

people, although there is growing 
awareness of cases that start 
before the age of 65. Population 
ageing is having a profound impact 
on the emergence of the global 
dementia epidemic, influencing 
awareness and driving demand for 
services. Particularly rapidly 
increase in the numbers and 
proportions of older people in 
China. According to a meta-analysis 
of 89 studies published June 7 in a 
China-themed issue of The Lancet, 
the number of people with 
dementia in the world’s most 
populated country soared from 3.7 
million in 1990 to 9.2 million in 
2010. The figures eclipse those 
from the World Alzheimer Report 
2012, which estimated 5.4 million 
dementia cases in China in 2010. As 
the size and proportion of the 
Chinese population age 65 and 
older continue to increase, the 
number of Chinese with dementias 
will grow. This number will escalate 
rapidly in coming years, as the 
baby boom generation has begun 
to reach age 65 and beyond, the 
age range of greatest risk of 
dementia.  
 
 
 

 
 
The prevalence of dementia refers to the 
proportion of Chinese people in a China 
population who have dementia at a given 
point in time. This section reports on the 
number and proportion of Chinese people 
with dementia to describe the magnitude 
of the burden of dementia on the Chinese 
community and health care system. 
Incidence, the number of new cases per 
year, is also provided as an estimate of 
the risk of developing dementias for 
different age groups. Estimates from 
selected studies on the number and 
proportion of people with dementias vary 
depending on how each study was 
conducted. Data from several studies are 
used in this section. 
 

Prevalence of Dementias in 
China 
An estimated 9.2 million Chinese have 
dementias in 2010, approximately occupy 
6.21% of whole population of China. 
Importantly, the pace of population 
ageing is much faster in China than many 
other high-income or low and middle-
income countries. In 2050, it will be 
millions of people over 60 years and this 
influence the increase number and 
proportion of people with dementia by 
2050. 
The considerable population with 
dementia in mainland of China is expected 
to reach 20 million by 2030 and exceed 40 
million by 2050, FIGURE - 1.1 demonstrate 
the expected prevalence rate of dementia 
in China (mainland). 
(doi:10.1371/journal.pone.oo66252.t003) 

 

 

 

 



FIGURE – 1.1 – Expected Prevalence Rate 

 
 

 

Differences between Women 
and Men in the Prevalence of 
Dementia in China 
 
Women are likely to live longer than men 
in China. By 2030, the life expectancy of 
Chinese women will be 79 years 
compared to 76 years for men. Also, while 
the difference in life expectancy is 
expected to narrow in most high-income 
countries, the difference will expand in 
China. In 2010, women accounted for 
nearly 60% of the population aged over 80 
years, and this percentage will rise 
steadily in the next few decades leading 
more women than men have dementia in 
China. Almost two-thirds of Chinese with 
Dementia are women. Of the millions 
people with dementias in the China, 4.1% 
(3.1 – 5.1) are women and 2.7% (2.1 – 3.4) 

are men, based on estimates from 
National Health and Family Planning 
Commission (FIGURE 1.2). There are a 
number of potential reasons why more 
women than men have dementia. The 
prevailing view has been that this 
discrepancy is due to the fact that women 
live longer than men on average, and 
older age is the greatest risk factor for 
dementia. Many studies of incidence 
which indicates risk of developing disease 
of dementia have found no significant 
difference between men and women in 
the proportion, who develop dementia at 
any given age. However, limited new 
research suggests that risk could be higher 
for women, potentially due to biological 
or genetic variations or even different life 
experiences (for example, type and 
amount of education, or occupational 
choices). 

 
 

 

 

 

 



FIGURE – 1.2 – Prevalence Rate based on Gender 

 
 
Age between 65 to 69 years’ males have 
more prevalence compared to female 
with a percentage of 1.6 in males and 1.3 
in females, but as age goes higher – more 
than 80 years, the females are twice 
compared to males in prevalence (FIGURE 
1.3 Percentage rate of prevalence rate in 
China based on gender by age) with 

percentage of 11.2 in female and 7.1 in 
males over 80. Age is the well-accepted 
risk factor, with the likelihood of dementia 
increasing from around 1 in a 1000 for 
people under the age of 65, to 1% for 
people in their sixties to nearly 25% for 
people 85 years and over.

 

 



 
Dementia Prevalence Rate between Urban and Rural Area in China  
 
The studies suggest that prevalence rate 
less common in urban community than in 
rural areas of China, FIGURE – 1.4 
illustrate the prevalence rate between 
rural and urban area, the main impact on 
higher prevalence rate in rural area could 
be due to higher rate of illiteracy, low 
socioeconomic status and higher level of 
poverty. Not only that,  push factors such 
as population pressures, and pull factors 
such as wider economic opportunities and 

modern communication, cause young 
people to migrate from rural to urban 
areas. Those who migrate may experience 
their own financial difficulties, and 
parents cannot depend on working 
children for financial support. Many older 
people remaining in rural areas must 
continue to work despite functional 
disability, and may also be lonely and 
socially isolated. 

 
 

 

FIGURE – 1.4 – Prevalence Rate between Rural and Urban area 

 
 
 
 
Prevalence rate of dementia in China, 
based on several factors as be mentioned 
below (FIGURE 1.5 ; 1.6 & 1.7). Based on 
level of education the prevalence of 
dementia is much higher in illiteracy 
group around 6.8% compared to the 
education background. Similarly, 
education background with college and 
above the prevalence rate is around 1.4% 

comparatively lesser. Studies were also 
done between the widows and married 
and it seemed the prevalence of dementia 
is much higher in widows. Prevalence rate 
of dementia in seven parts of China 
showed that the prevalence is much 
higher in east compared to other parts of 
China.



FIGURE – 1.5  Prevalence Rate based on Level of Education 

 
 

FIGURE – 1.6  Prevalence Rate between Married and Widowed 

 
 

 
 
 
Incidence 
 
At present, there are relatively few 
studies on the incidence of dementia in 
China. Several studies concentrate on the 
prevalence of dementia and prevalence 

and incidence of Alzheimer’s disease. 
Since majority of dementia cases in China 
is Alzheimer’s disease so the incidence 
rate of Alzheimer’s disease has been 
illustrated below and only several cities’ in 
China have the incidence rate of 
Alzheimer’s disease.  The annual average 
incidence of AD 60 years is 0. 28%, few 
cities’ incidence has been mentioned 
below based on Zhang Mingchen for 



reference. Zhang Mingchen reported that 
the incidence of Alzheimer’s disease per 
years in Shanghai for the 55-year-old, > 60 
and the 65-year-old was 0. 42%, 0. 56% 
and 0. 89% respectively.  After 3 years of 
nearly 3000 people in Xi ' an, the 
incidence of AD year was 55 years to 0. 
54%, > 65-year-old is 0.69%. 
 
 

 
 
 
 
 
Morbidity 
 
According to APAC study report Morbid 
effects of dementia can include, 
depending on type: gradual memory loss; 
decline in ability to perform routine tasks; 
disorientation to time and place; impaired 
judgment, abstract thinking and physical 
coordination; difficulty in learning and 
concentration; loss of language and 

communication skills; changes in 
personality, behavior and mood (many 
with Alzheimer’s have depressive 
symptoms and about 20% exhibit 
aggression, more commonly in men); 
hallucinations (experienced by 16% of 
people with Alzheimer’s) and delusions 
(false beliefs), often paranoid (30% of 
people with Alzheimer’s); loss of initiative; 
altered sleep patterns, eating 
disturbances and screaming. Cummings  
lists the prevalence of neuropsychiatric 
symptoms that commonly accompany 
Alzheimer’s disease as agitation (60% to 
70% of people), apathy (60% to 70%), 
depression (50%), anxiety (50%), 
irritability (50%), delusional disorders and 
psychosis (40% to 50%), disinheriting 
(30%) and hallucinations (10%). The 
symptoms and behaviors of dementia, as 
well as the decreased functionality in 
activities of daily living (ADL), can be 
physically and emotionally difficult for 
families and care givers to manage, 
creating additional loss of wellbeing 
(FIGURE – 1.7)

 
FIGURE – 1.7  Percentage of Morbidity – Dementia in China 

 

 
 



 
 

Deaths from Alzheimer’s Disease 
 
It is difficult to determine how many 
deaths are caused by dementia each year 
because of the way causes of death are 
recorded. The several countries considers 
a person to have died from dementia’s if 
the death certificate lists dementia as the 
underlying cause of death, defined by the 
World Health Organization as “the disease 
or injury which initiated the train of 
events leading directly to death.” 
However, death certificates for individuals 
with dementia often list acute conditions 
such as pneumonia or other acute or 
chronic condition as the primary cause of 
death rather than dementia and dementia 
are underreported as the underlying 
cause of death. Severe dementia 
frequently causes complications such as 
immobility, swallowing disorders and 
malnutrition that can significantly increase 
the risk of other serious conditions that 
can cause death. One such condition is 
pneumonia, which is the most commonly 
identified cause of death among elderly 
people with dementia. The number of 

people with dementia who die while 
experiencing these other conditions may 
not be counted among the number of 
people who died from Alzheimer’s disease 
according to the CDC definition, “National 
Center for Health Statistics of the Centers 
for Disease Control and Prevention 
(CDC).” According to world report the 
death rate due to dementia is 0.8% to 
27%, National report for death rate due to 
dementia in China is unavailable due 
above mentioned causes. The dementia 
has become the 4th leading cause of 
death in the elderly following heart 
disease, cancer and stroke in China.  
 

 
Disability rate 
 
Dementia is one of the main disabling 
factors in the elderly population. The 2nd 
National Survey of People with disabilities 
shows that dementia is the main cause of 
mental disability in the elderly population 
in all disabling diseases (43. 5%), and 
mainly to the level of mental disability. 

 
 
 
 
 
  
 
 
 
 
 
 



 



 

Economic and Social Impacts Chinese Patient Suffering from 
Dementia 

 
Trends that Exacerbate the Economic Impact of Dementia in China 
 
In tandem with demographic and health 
transitions, China is also undergoing a 
massive socioeconomically transition.  The 
country is witnessing key changes in 
increasing in elderly people; family 
structures, urbanization, and increasing 
participation of women in the labor 
market. These shifts have a direct impact 
in the prevalence of dementia in China. 
The Chinese population is ageing rapidly 
and this demographic trend is the result in 
overall mortality rate declined (from 22.2 
to 7.2 per 10 000 population) resulting in 
a steady increase in life expectancy. 
Importantly, the pace of population 
ageing is much faster in China than many 
other high-income or low- and middle-
income countries. In the next 25 years, 
the percentage of people in China aged 60 
years or over is expected to more than 
double, from 9.2 million people in 2010 to 
29.5 million in 2040. Moreover, in the 
near future, a person who reaches age 60 
in China can expect to live longer than his 
or her ancestors. In 2013, there were 22.6 
million people aged 80 years or over in 
the country, and by 2050 this number is 
expected to increase fourfold to 90.4 
million – representing the world’s largest 
population of this most elderly age group. 
As anticipated, the growth of the number 
of older people in the Chinese population 
substantially increased the total dementia 
burden in China. This will, in turn, underlie 
an increase in the prevalence of dementia 
in China by upcoming years. There are 
other economic treads that impacts the 
load the dementia in China like Extended 
families versus towards nuclear families. 

Low income and high income and Elderly 
live on their own and elderly live with 
family 
 

Urbanisation Influencing the 
Dementia 
Push factors such as population pressures, 
and pull factors such as wider economic 
opportunities and modern 
communication, cause young people to 
migrate from rural to urban areas 
according to studies done by YANG. Those 
who migrate may experience their own 
financial difficulties, and parents cannot 
depend on working children for financial 
support. Many older people remaining in 
rural areas must continue to work despite 
functional disability, and may also be 
lonely and socially isolated. As a result, 
the elderly people care decreases and 
social interaction decreases which 
increase the risk for developing dementia 
at these populations and many studies 
showed the prevalence of dementia is 
higher in rural area compared to urban. 
 

Extended Families versus towards 
Nuclear Families 

In traditional Chinese society, the 
extended family unit was a social security 



system that guaranteed basic care for all 
family members, including people with 
disabilities, older people, widows and 
those who were temporarily unemployed. 
In an extended family, as many as three 
generations or more (including all 
brothers and sisters and their families) live 
together and share a common property, 
income and kitchen. In this patriarchal 
family structure, sons inherit their fathers’ 
occupation, ensuring the continuity of 
expertise and knowledge through 
generations.  is traditional family system 
placed great value on the role of older 
people in society. However, educational 
advancement, internal migration and 
technological development are shifting 
these traditional arrangements. In today’s 
Chinese society, older people are less 
likely to live with younger generations and 
are less likely to be consulted by their 
children for advice.  This has direct 
consequences in terms of access to social 
care and financial security, and may even 
influence the quality of life and mental 
health of the elderly. The prevalence of 
dementia is decreased in elderly people 
living in extended families, since these 
elderly people are given family care and 
support and at the same time proper 
medical attention at proper time.  
 

 
 
Elderly Live on Their Own and 
Elderly Live with Family 
 
Increasingly, the elderly live on their own - 
between 30% and 40% in most Western 
countries, compared with around 10% in 
the mid twentieth century, a rapid and 
enormous social change towards single-
person households. 

 
As a general rule, elderly people in 
western societies value their 
independence and regard both sharing 
with their children and institutional care 
as inferior outcomes to continuing to live 
in their own home. These trends are now 
beginning to appear throughout the 
developing world also, with serious 
implications for health and welfare 
services and, particularly, the care of 
elderly people with dementia. 
 

Increasing Participation of Women 
in the Labor Market 
The changing role of women in Chinese 
society and their increased participation in 
the labor market is also likely to impact 
negatively on the care arrangements for 
older family members. In 2010, 71% of 
women between the ages of 18 and 64 
years were employed, 61% in urban areas 
and 82.0% in rural areas based on the 
studies done by Yanqiu, in 2011. While 
many working couples and that having 
parents in the home provides emotional 
support and is of great help in caring for 



the young children, high costs of living, 
and expenditure on health care make it 
harder for adult children to have parents 
living with them. Changing roles and 
expectations of women, their concepts of 
privacy and space, a desire not to be 
encumbered by the responsibility of 
caring for elderly parents for long periods, 
career ambitions, and employment 
outside the home all suggest that families 
have much less time for caregiving. Thus, 

younger family members (mainly children) 
can no longer be relied upon as 
comprehensive providers of long-term 
care for older people. 
 
These trends suggest a growing pressure 
on family cares, and a greater likelihood 
that for many elderly people there will 
simply be no relatives around to provide 
care.  
 

 

 
 



 



 

Dementia Health and Social Care Systems and Workforce in 
China 

 

 
 

Dementia care is a mix of family (or informal) and professional or paid (formal) 
care giving and different nations have vastly different health care systems and 

patterns of care. Even among the wealthier economies, there is a great range in 
how dementia care is provided, due to differences in family patterns, traditions, 

economic strength, care organization and financing. 
 

Health Care Services 
 

 
 

In most developed countries, the advice 
sought by people with dementia and their 
families is initially medical. People expect 
to be diagnosed by a doctor but 
assessment can be problematic 
dependent on the training and experience 
of doctors. Often if symptoms become 
more marked, the patient is referred to a 
specialist, such as a neurologist, psycho-
geriatrician or geriatrician. 
In developing countries, doctors are 
scarce and specialists rare. Elderly people 
and their relatives may be less willing to 



consult them with problems such as 
failing memory, deteriorating speech or 
increasingly bizarre behavior because 
mental illness may be feared and 
stigmatized. A particular challenge is to 
distinguish dementia from depression in 
those with low education levels. 
Health care for China’s 1.3 billion people 
is organized through two main streams: 
hospitals and primary health care 
institutions. In 2012, China had a total of 
22,575 hospitals, including 15 021 general 
hospitals (66.6% of the total number of 
hospitals), 2889 traditional Chinese 
medicine hospitals (12.8%) and 4665 
specialist hospitals (20.6%). Nearly 62% of 
hospitals are public and the rest are 
private based on Shanlian studies, 2013. 
Specialized public health facilities are very 
limited and most are located in 
economically active regions (e.g. mainly in 
eastern China). In the last few years there 
has been a steady increase in the number 
of specialized health-care facilities for 
older people in China. The existing health 
system in China is fragmented and poorly 
equipped for addressing the health-care 
needs of the growing population of older 
people. In China, around 80% of people 
aged 60 years and over report the need 
for health care during last few years. 
There are four main challenges to 
addressing the health and social care 
needs of older people:  
(a) Access to affordable health care, 
(b) Equitable distribution of health-care 
resources,  
(c) Efficient and quality care, and  
(d) Adequate coverage for health 
expenditure.  
At present, the health system response to 
the needs of older people in China is 
inadequate. A key challenge for China will 
be to develop widespread accessible and 
equitable preventive and supportive 
health systems that meet the needs of the 
rapidly expanding older population with 

dementia, and which enable these older 
people and their children to continue to 
make contributions to China’s economy 
and society. 
 

Informal Family Care 
 

 
 
Research has shown that family care 
givers remain the cornerstone of support 
for people with dementia, who generally 
live in their own homes and are cared for 
by a female care giver, usually a spouse or 
a daughter. In developing countries like 
China, caring is associated with substantial 
psychological, practical and economic 
strain. This is because: 

 Very few care givers receive any 
allowance or benefit related to this 
care. 

 Few people with dementia have 
access to pensions or receive any 
disability allowance. 

 A substantial proportion of care 
givers have to give up work. 

 Increased expenditures are 
incurred for health services. 

 The combination of reduced 
income and increased cost results 
in stress for households who exist 
at or near to subsistence level. 



Faced with increased numbers of those 
who will require care, a critical issue 
across the region is the future supply of 
informal family cares as a consequence of 
a mix of factors including trends away 
from extended families, increased female 
workforce participation and changing 
attitudes. This will increase the pressure 
for financial support for family care, as 
well as for better support of family care 
through well planned community care 
services such as care education, support 
and respite services which give the family 
care information and time to themselves. 
 

Community Care 
Community care services are the 
foundation on which is built the possibility 
of supporting older people in their homes 
and their family care in the often stressful 
task of providing much of the care. The 
reality is starkly different in developing 
and developed countries. 

 
 

In China, the challenge is to design 
sensible interventions in circumstances 
where dementia is a hidden problem and 
health care services may not be oriented 
or resourced to meet the needs of people 
with dementia and their family carers. The 
approach is to identify cases of dementia 
in the community; to determine a means 
of delivering the intervention in a home 
setting using existing resources and to 
have regard to the resources available. 
Elements of an approach to address those 
needs may include training for workers in 
the identification of those with dementia, 
the identification of workers able to 
undertake such work and who have the 
trust of the community, and the provision 
of basic education to care givers about the 
management of dementia including 
problem behaviors. 
 

Residential Care 

There has been a trend in China away 
from institutional to home-like 
environments. Mainstream residential 
services may care for people with a range 
of complex nursing needs and reduced 
cognitive capacity and require well trained 
staff. Others may provide special services 



for those with severe behavioral and 
psychological symptoms of dementia and 
employ specially trained staff. Design 
features for any residential care service 
for people with dementia will need to 
compensate for the cognitive changes of 
dementia and will “maximize awareness 
and orientation, promote feelings of, and 
actual safety and security, provide 
opportunities for significant social 
contact, and support functional ability 
through meaningful activity” based on the 
studies done by Cohen and Wiseman in 
1991. Pressure for admission to 
residential care can be very strong. There 
is some evidence of a high rate of 
institutionalization of older people with 
dementia in some cities possibly reflecting 
the breakdown of traditional family 
support. 
 

Palliative Care 
Palliative care has been defined by WHO 
as “an approach that improves the quality 
of life of patients and their families facing 

the problems associated with life-
threatening illness, through the 
prevention and relief of suffering by 
means of early identification and 
impeccable assessment and treatment of 
pain and other problems, physical, 
psychosocial and spiritual”. It should 
include support and bereavement 
counseling for families. 
Evidence exists that the care of people 
with dementia, especially towards the end 
of their lives, is less than optimal. 
Palliative care stands well with the aims of 
person - centered dementia care and is 
beneficial in relation to caring for people 
with dementia. Palliative care, and 
particularly end-stage palliative care, 
should ideally be managed by clinicians or 
others who have knowledge and 
experience of the issues that are likely to 
occur (including pain, refusal of food and 
fluids, inability to swallow and, for the 
caregivers, bereavement and adjusting to 
a non-curative approach to treatment).  

 

 



 



Caregiving and Long-Term Care in China 
 
 

Dementia is associated with complex 

needs and, especially in the later stages, 
high levels of dependency and morbidity. 
These care needs, which include 
identification, diagnosis and symptom 
management as well as long-term 
support, often challenge the skills and 
capacity of the workforce and services. In 
addition, a substantial proportion of 
dementia care takes place outside formal 
health care settings and is provided by 
family members. To improve the quality 
of life of people with dementia and their 
caregivers, it is essential that the care 
provided by health and social care 
services is coordinated and integrated and 
can be adapted to the changes that occur 
throughout the course of the disease. A 

care pathway that is responsive to these 
changes and includes regular 
reassessment is key to improving the care 
of people with dementia 
Caregiving refers to attending to another 
individual’s health needs. Caregiving often 
includes assistance with one or more 
activities of daily living (ADLs), such as 
bathing and dressing, as well as multiple 
instrumental activities of daily living 
(IADLs), such as paying bills, shopping and 
transportation. A caregiver or carer is an 
unpaid or paid person who helps another 
individual with impairment with his or her 
activities of daily living. Any person with 
health impairment might use caregiving 
services to address their difficulties. 
 

 
 
 

 
FIGURE – 1.8  Percentage of Paid /Unpaid Caregiver in China 

 

 
 
  



Unpaid Caregivers 
76.8 percent of the help provided to older 
adults in the China comes from family 
members, friends or other unpaid 
caregivers (FIGURE -  1.8). The value of 
unpaid care was nearly equal to the costs 
of direct medical and long-term care of 
dementia in each year. The three primary 
reasons caregivers decide to provide care 
and assistance to a person with dementia 
are  

1. The desire to keep a family 
member/friend at home (65 
percent),  

2. Proximity to the person with 
dementia (48 percent) and  

3. The caregiver’s perceived 
obligation as a spouse or partner 
(38 percent) 

 
Family caregivers can be defined by the 
relationship (spouse, adult children, 
daughters- and sons-in-law, friends, 
neighbors), living arrangements (co-
resident with the care recipient or living 
separately) and care input (regular, 
occasional or routine). Family caregivers 
can be involved in providing “hands-on” 
care or – also a very significant role – in 
organizing care delivered by others, 

sometimes from a distance. Primary 
caregivers are “persons, who spent most 
of the time with the person with 
dementia”, and secondary caregivers, are 
those family and friends who “play a 
supplementary role to the care of a 
relative”. The responsibilities of caring for 
someone with dementia often fall to 
women. Approximately two-thirds of 
caregivers are women (FIGURE – 1.9). 
More specifically, over one-third of 
dementia caregivers are daughters. It is 
more common for wives to provide 
informal care for a husband than vice 
versa. On average, female caregivers 
spend more time caregiving than male 
caregivers. For example, daughters 
provide, on average, 102 hours per month 
whereas sons provide 80 hours per month 
(FIGURE – 1.10). Caregivers who are 
women may experience slightly higher 
levels of burden, depression and impaired 
health than men, with evidence 
suggesting that these differences arise 
because female caregivers tend to spend 
more time caregiving, take on more 
caregiving tasks, and are more likely to 
care for someone with a greater number 
of behavioral problems. 

 

FIGURE – 1.9  Percentage of Caregiver Based on Male and Female in China 

 



FIGURE – 1.10  Duration of Hours spend – Caregiver based on Gender 

 
 
 
 
 

Caregiving Tasks 
 
The care provided to people with 
dementia is wide-ranging and in some 
instances all-encompassing. Table – 5.1 

summarizes some of the most common 
types of dementia care provided

. 

TABLE – 5.1  Dementia Caregiving Tasks 
Help the person taking medications correctly, either via reminders or direct administration 
of medications. 

Help the person adhering to treatment recommendations for dementia or other medical 
conditions. 

Assist with personal activities of daily living (ADLs), such as bathing, dressing, grooming and 
feeding and helping the person walk, transfer from bed to chair, use the toilet and manage 
incontinence. 

Assist with transportation to hospital; nearby shops; to relatives and friends home and to 
other care giving centers. 

Psychological counselling  

 
Though the care provided by family 
members of people with dementias is 
somewhat similar to the help provided by 
caregivers of people with other 
conditions, dementia caregivers tend to 
provide more extensive assistance. 

According to the studies done by 
Shanghai, most of the caregivers do 
bathing, walking and toileting around 
more than 70%, and very few caregivers 
do psychological counseling around 8.6%. 
(FIGURE -1.11 & 1.12), illustrate the 



percentage of task done by caregiver for 
less than an hour and more than hours, 
the task like helping in meals are done by 
44% of caregiver for more than hours. And 
task like helping the dementia patient to 
wash face are usually done within an hour 
by around 41.5% of caregiver. Dementia 
care is difficult and requires time, energy 
and, often, physical exertion from the 

caregiver. As the disease progresses 
slowly, family members often provide 
care for many years and are under high 
levels of stress for long periods of time. 
The effects of high stress levels are 
intensified by the chronic fatigue 
associated with providing long hours of 
care without periods of relief. 
 

 
 

FIGURE – 1.11  Percentage of Caregiving Task <1hrs  

 
FIGURE – 1.12  Percentage of Caregiving Task >1hrs  

 

 



 
 

Duration of Caregiving  
 
40 percent of dementia caregivers have 
provided care and assistance during whole 
day, and around 25% of dementia 
caregiver provides care and assistance for 
half a day. Only 35% of dementia 
caregiver dedicate 24 hours for care and 
assistance in dementia patient as shown 
in FIGURE-1.13 with half day-8 Hours; 
Whole day-12 Hours and 24 Hours, among 
this majority of them are family members. 
Caregivers of people with dementia 
provide care for a longer time, on 
average, than caregivers of older adults 
with other conditions. All family 
caregivers of care recipients living in the 
community had provided care for 6 or 
more years. Most of family caregiver 
provides care for many years compared to 

paid caregiver. As the disease progresses 
slowly, family members often provide 
care for many years and are under high 
levels of stress for long periods of time. 
The effects of high stress levels are 
intensified by the chronic fatigue 
associated with providing long hours of 
care without periods of relief. In the late 
stage, caregivers usually need the 
assistance of professional care if the 
person continues living in the community. 
This is particularly so when caregiving 
requires significant physical input and 
when the emotional impact requires 
respite for caregivers to enable them to 
continue in their role for as long as 
possible. 

 

 
 

FIGURE – 1.13 Duration Working Hours Spend by Caregiver 

 
 

 
 



 
Paid Caregivers 
 
 
Direct-care workers, such as nurse aides, 
home health aides and personal and 
home care aides, provide most of the paid 
long-term care to older adults living at 
home or in residential settings. In nursing 
homes, nursing assistants make up the 
majority of staff who work with 
cognitively impaired residents. Nursing 
assistants help with bathing, dressing, 
housekeeping, food preparation and other 
activities. Most nursing assistants are 
women, and they come from increasingly 

diverse ethnic, racial and international 
backgrounds. FIGURE-1.14 shows the 
average payment for caregivers in China 
for caring dementia patient per month. 
Most of the caregiver are paid, <1000 
Yuan per month around 40% and very few 
caregivers are paid >4000 Yuan per month, 
which depends on the experience; their 
education; previous experience comment; 
and many more. This affects in hiring an 
inadequate trained and educated 
caregiver, leading to inappropriate care 
for dementia patient. 

 
 

FIGURE -1.14 Average Cost for Caregiver (Yuan / Month) 
 

 
 
 

Impact of Dementia Caregiving 
 
Caring for a person with dementia poses 
special challenges. For example, people in 
the middle to later stages of dementia 
experience losses in judgment, orientation 
and the ability to understand and 
communicate effectively. Family 

caregivers must often help people with 
dementia, manage these issues. The 
personality and behavior of a person with 
dementia are affected as well, and these 
changes are often among the most 
challenging for family caregivers. 



Individuals with dementia also require 
increasing levels of supervision and 
personal care as the disease progresses. 
As symptoms worsen, the care required of 
family members can result in increased 
emotional stress and depression; new or 
exacerbated health problems;, and 
depleted income and finances due to 
disruptions in employment and paying for 
health care or other services for 
themselves and their care recipients. The 
intimacy, shared experiences and 
memories that are often part of the 
relationship between a caregiver and care 
recipient may also be threatened due to 
the memory loss, functional impairment 
and psychiatric/behavioral disturbances 
that can accompany the progression of 
dementia. 
Caregivers experience multiple demands. 
The time that they must spend caring, the 
extent of the need for care, and the 
variety and intensity of behavioral, 
cognitive and psychological symptoms 

that they must address on a daily basis are 
sometimes referred to as primary 
stressors. Secondary stressors include role 
strain (e.g. managing the competing 
demands of child care, work and care for 
an older relative with dementia) which 
can lead to suppressed hostility. Family 
conflict may arise from a lack of shared 
awareness of the nature of the condition 
and the extent of the demands placed on 
the primary caregiver, or from a 
perception that the caregiving 
responsibility is not shared, or from 
disagreements about financial matters 
relating to care. Caregivers are also at risk 
of becoming socially isolated because of 
the demanding nature of their role. 
The FIGURE -1.15 will illustrate the impact 
on caregiver on caring on dementia 
patient. According to the studies done in 
China 25% of caregiver reduce or stop 
working or drop from caregiving job. 
34.4% family members stop in caring the 
dementia patient. 

 

 
FIGURE – 1.15  Dementia Caregiver – Impact 

 

 
 
 



 

Caregiving Burden 
 
Caregiver burden is the stress which is 
perceived by caregivers due to the home 
care situation. This subjective burden is 
one of the most important predictors for 
negative outcomes of the care situation 
for both the caregivers themselves as well 
as for the one who requires care. 
Dementias are common degenerative 
disorders in the elderly. Most dementia 
patients are cared for at home by family 
members, usually elderly spouses.  Recent 

data suggest that Dementia caregiving has 
been associated with negative effects on 
caregiver health and early nursing home 
placement for dementia patients. Many 
factors influence the impact of the 
caregiving experience such as gender, 
relationship to the patient, culture, and 
personal characteristics. According to 
studies 63% of them are influenced by the 
burden of caregiving (FIGURE-1.16)

 
 
 

FIGURE – 1.16  Caregivers Burden 

 
 

FIGURE – 1.17; 1.18 and 1.19 Illustrate the psychological; socioeconomic; health and other 
burden of caregiver while caregiving the dementia patient 
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FIGURE – 1.17  Socioeconomic Burden – Caregivers 

 
 

 
 
 

FIGURE – 1.18  Psychological Burden on Caregiver 
 

 
 

 



 
FIGURE – 1.19  Health and Other Burden on Caregivers 

 

 
 
 

Interventions Designed to Assist Caregivers 

 
For more than several years, strategies to 
support family caregivers of people with 
dementia and dementia patient have 
been developed and evaluated. The types 
and focus of these strategies are often 
called “interventions.” In general, 
interventions aim to improve the health 
and well-being of dementia patient and 
dementia caregivers by relieving the 
negative aspects of caregiving. Some also 
aim to delay nursing home admission of 
the person with dementia. Specific 
approaches used in various interventions 
include providing education to caregivers, 
helping caregivers manage dementia-
related symptoms, improving social 
support for caregivers and providing 
caregivers with respite from caregiving 
duties. 
Interventions for dementia caregivers that 
have demonstrated efficacy in scientific 
evaluations have been gradually 
implemented in the community. These 

implementation efforts are generally 
successful at improving how caregiver 
services are delivered, and they have the 
potential to reach a large number of 
families while also helping caregivers cope 
with their responsibilities. Similar efforts 
have attempted to broaden the reach and 
accessibility of interventions for dementia 
caregivers through the use of technologies 
and have shown some success.  New 
technologies for caregiver and dementia 
patient can help ease anxiety, establish 
routine, and improve the quality of life for 
everyone involved. This kind of 
technology is called “assistive technology” 
and can promote independence and 
autonomy, manage potential safety risks 
around the home and reduce stress. 
Here is a list of the top tech innovations 
on the market today for people with 
dementia patient and their caregivers: 
 

1. Reminder Messages 



Reminders can help keep properties and 
loved ones safe when the caregiver can’t. 
These messages are recorded on a device 
in the home and then played back out 
loud at the appropriate time. For example, 
a caregiver may record a message to play 
that reminds a person to take a 
medication at the correct time. Some 
devices can play messages depending on 
the person’s activity. For example, if a 
person with dementia leaves their home, 
a reminder message could tell them to 
lock the front door. This technology can 
also remind both caregiver and patient of 
appointments. Other reminder messages 
can also let those who have dementia 
know not to open the door, to go back to 
bed and to provide reassurance when the 
caregiver is not present. 
 

2. Clocks 
Clocks specifically designed for those with 
dementia can help ease anxiety 
associated with a diagnosis. Someone who 
has dementia may confuse night and day 
and an easy to read clock can help them 
distinguish the time. This can also help 
caregivers who are trying to set a routine 
by showing their loved one that it actually 
is the time they say it is. 
 

3. Medication Management 

Medication management technology can 
be as simple as a pillbox marked with days 
of the week, or as high tech as automated 
pill dispensers which beep and open to 
remind caregivers and those with 
dementia to take their medication. Some 
medication reminders are also as simple 

as a vibrating alarm on a watch. This 
technology serves the busy caregiver well 
by allowing them to trust the device for a 
medication reminder. 
 

4. GPS Location and Tracking 
Devices 

Location tracking devices are a great 
option for those who have dementia and 
may wander. Tracking devices can be 
worn or attached to the person in some 
way and many have alert systems that let 
a caregiver know if their loved one has left 
a certain area. This type of technology can 
also alert emergency personnel to ensure 
a speedy and safe recovery. 
 

5. Picture Phones 
Specifically designed for people who 
cannot remember phone numbers and 
may need to contact someone quickly. 
These phones have large numbers and are 
pre-programmable with frequently called 
phone numbers. Some of the phones 
come with clear buttons where photos 
can be placed so that the person can just 
push the button associated with the 
photos to call their loved one quickly. 
 

6. Electrical Use Monitoring 
This new piece of technology is specifically 
designed for caregivers who do not live 
with their loved ones. It monitors their 
use of electrical appliances by plugging 
into a wall outlet or power strip and will 
alert caregivers if their commonly used 
appliances have not been turned on or 
off. 



 



 
 
 

The worldwide Direct cost of dementia is estimated at around US$156 billion, based 
on a worldwide prevalence estimate of 27.7 million people with dementia, For the Asia 
Pacific region, the estimated the cost of dementia as $60.4 billion for an estimated 12.6 

million people with dementia. A very few data’s are available on the cost expenditure of 
dementia patient in China though there several studies on Alzheimer’s disease  cost. 

Based on the studies on Alzheimer’s disease the average total cost spends 15749 Yuan per 
year with a minimum cost of 9518 Yuan per year and maximum of 21413 Yuan per year.  

 
 
 
 
Economic costs of dementia can 
include a range of cost elements 
including: 
 
1. Health system costs -  hospital, 

primary care, specialist medical 
services, 
pharmaceuticals, diagnostic imaging, 
allied health services, health research, 
public health awareness; 

2. Care services -  whether provided by 
in the home or in residential 
accommodation - including recurrent 
expenditure and capital facilities; 

3. Productivity losses -  especially for 
people with early onset forms of 
dementia who may have to stop work 
because of their dementia; 

4. Aids, equipment and home 
modifications – e.g memory aids, 
bathing and toileting aids, safety aids, 
adapted cutlery and common items 
such as clothing, 

daily pill boxes, mobility/transport 
aids, nursing aids; and 

5. The deadweight losses of government 
transfer payments -  including the 
distortions and administration costs of 
taxation revenue foregone and 
additional 
welfare payments, which can be large 
in developed economies in particular. 

 

 

Researchers also found that the expenses 
done by family members care are very 
less around 66% of expenses are <1000 
Yuan and 29.8% of expenses are between 
1000 Yuan to 2000 Yuan, Figure- 1.20. 
Whereas the expenses of community 
service in dementia care ranges from 50% 
in 1000 Yuan-2000 Yuan expenses ; 30% in 
2000 Yuan-3000 Yuan  expenditure in 
dementia care and 20%-below 1000 Yuan. 
Professional medical rehabilitation and 
institution expenditure cost on dementia 
patient ranges with 50%  for both (3000 
Yuan – 4000 Yuan) and more than 4000 
Yuan expenses (FIGURE - 1.21).

 

 
 
 
 
 
 

 



FIGURE – 1.20 Expense – Family Care 

 
FIGURE – 1.22 Expenses – Community and Medical Rehabilitation 

 
 



In another study, Chinese researchers 
estimated the cost expenses of 
Alzheimer’s disease patient in direct 
medical and non medical cost and indirect 
cost with total expenditure based on 
gender, age, marital status, education 
background, occupation and economic 
sources. The following FIGURE -1.23;  1.24;  
1.25;  1.26; 1.27and 1.28, illustrate the 

cost expenses of Alzheimer’s disease 
patient based on various factors 
mentioned above. According to studies 
female;  >80s elderly patient, widowed 
women;  middle school education 
background and physical labor occupation 
patient trends to have an increase 
expenses when compared to others. 

 

FIGURE – 1.23 Alzheimer’s Patient Cost by Gender (Yuan/Year) 
 

 
FIGURE – 1.24 Alzheimer’s Patient Cost by Age (Yuan/Year) 

 

 



FIGURE -1.25 Alzheimer’s Patient Cost by Marital Status (Yuan/Year) 

 
 

 
 
 

FIGURE – 1.26 Alzheimer’s Patient Cost by Education (Yuan/Year) 

 
 



FIGURE – 1.27 Alzheimer’s Patient Cost by Occupation (Yuan/Year) 

 
 
FIGURE – 1.28 Alzheimer’s Patient Cost by Economic Sources (Yuan/Year) 

 
 

Cost effective interventions 
 
Although there is currently no cure, there 
are ways to reduce risk factors, treat and 
manage the behavioral and psychological 
symptoms of dementia, and improve 
quality of life for the individual and family 
care, through: 

1. Promoting of what is quality dementia 
care, 

2. Prevention and early 
diagnosis/intervention, 

3. Psychosocial approaches including 
support, counseling, education and 
memory loss programs for people with 



dementia and informal 
families/caregiver, 

4. Using of medications (pharmaceutical 
and natural) to treat cognitive decline 
and memory loss, 

5. Medical and surgical interventions, 

6. The availability of appropriate 
community services, including respite; 
and 

7. Residential care services, including 
dementia specific services. 

 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 



 

POLICY CHALLENGES AND FRAMEWORKS 
 

 
With the ageing of the population, the exponential increase in the number of people with 

dementia has become one of the major health challenges for health care systems. This 
comes at a time when economic and social changes have weakened traditional support 
mechanisms through family care giving. While there is some commonality in the policy 

issues that need to be addressed. In China the policy challenges faced by developing 
countries may be significantly more difficult. There is a low awareness of dementia as an 
illness, together with somewhat nihilistic acceptance, and misperceptions that it is a part 
of “normal” ageing and irrevocably “incurable”, with no treatment possible. Thus, people 

with dementia are often diagnosed quite late, by which time their caregiver frequently 
may be under a lot of stress and not aware of the availability of any help. 

 

 
 
Alzheimer's National Plan and Social Action 
 
1. National plans and policies 
In response to the grim fact that the 
prevalence of Alzheimer's disease is 
growing rapidly, developed countries in 
Europe and the United States have 
developed a number of national strategic 
plans for Alzheimer's disease. For example, 
13 countries around the world have 
responded to the call of the international 
Alzheimer's Disease Association and the 
Group of Eight Dementia Summit (G8 

Dementia Summit) to develop a 
"dementia priority plan". In 2009, the 
European Commission adopted a 
comprehensive planning resolution on the 
prevention, diagnosis, treatment and 
research of neurodegenerative diseases, 
especially Alzheimer's disease. In 2010, 
the European Commission developed a 
joint programme for the prevention, 
diagnosis and treatment of Alzheimer's 
disease (JPND), with a total of 23 EU 



member States. Although China does not 
have a national-level plan similar to that 
of Europe and the United States, in 2002 
the National Ministry of Health (now the 
national Health and Family Planning 
Commission), the Ministry of Civil Affairs, 
the Ministry of Public Security and the 
Chinese Federation of Disabled People 
jointly proposed the "10 Mental Illness 
Prevention Program" as the focus. 
The study and formulation of China's 
policy on dementia patients began later 
than developed countries in Europe and 
the United States, and there is no policy 
specifically designed to target people with 
dementia. However, in recent years, the 
Chinese government has strengthened its 
concern for the welfare of the elderly. 
Strengthen the services of the elderly, to 
promote the protection of the rights of 
the elderly to the legal level, attaches 
great importance to the health of the 
elderly and old-age issues, promulgated a 
series of health care policies, planning, 
such as "health and old-age services 
combined with" the policy and "intelligent 
Health pension" action plan. 
 
2. Social Action and policy 

implementation 
China Alzheimer's Disease Prevention and 
Control Association (ADC, Alzheimer ' s 
Disease Chinese), established in 1998, was 
approved by the National Ministry of Civil 
Affairs in 2002 and became the only 
official member of the International 
Association of Alzheimer's Disease in 
China. ADC is an expert in the study of 
Alzheimer's disease in China. Scholars, 
medical, scientific and technical workers 
concern about the prevention and 
treatment of Alzheimer's disease. Social 
workers, caregivers, the masses and units 
voluntarily formed a national, professional 
non-profit corporate organizations, , 
which is a branch of the Chinese Elderly 
Health Association. 

In order to popularize the basic 
knowledge of the prevention of senile 
dementia and disseminate the scientific 
way of life, the concept of "caring for 
health and preventing dementia" is more 
popular. Since 2001, China will hold 
"world Alzheimer's Day" campaign on 
September 21 each year to publicize the 
basic knowledge of Alzheimer's disease. In 
2007, the Chinese Association of 
Alzheimer's Disease (ADC) set up 
September 17 as the "Chinese Senile 
dementia Prevention Day" each year. 
September 2012 CCTV News public 
welfare action "My father and mother" 
launched an elderly people with 
Alzheimer's disease to prevent the lost 
love action, that is, "yellow bracelet" 
Action! The China Population Welfare 
Foundation is designed for the elderly 
who are in danger of being lost, with the 
yellow hand ring of information such as 
the name of the old person, home address, 
contact details, etc. 
In order to implement the policy of "the 
combination of health and old-age 
service", June 2016 and September, the 
two batches of "health and old-age 
service combined policy" state-level pilot 
cities have been approved, and local 
governments have also formulated 
specific "health and old-age service 
combination" policies to ensure the 
smooth progress of the work. For example, 
Jiangxi Province Ganzhou as the first pilot 
city in the country, formulated the 
"Ganzhou on the promotion of medical 
and health care and old-age services 
combined implementation of the opinion", 
and in the local conditions of the hospital 
vigorously carry out the pilot work, has 
achieved some social benefits. At present, 
the pilot work in the country has 
progressed smoothly, Beijing, Ningxia, 
Heilongjiang, Shandong and so on are 
actively exploring the old-age institutions 
to provide medical services, the new 



model for the country's next 
comprehensive implementation of 

"medical and nursing" policy to 
accumulate insurance experience. 
 

 

 
 
 
 
 



 
 
 
 



Nursing training for senile 
dementia 

 
At present, there is a rare report on the 
training of senile dementia among nurses 
in China, only 28. 0% of pensioners and 
38. 2% of community nurses received 
training. Using lectures and audiovisual 
education to train the aged nursing staff, 
the knowledge, belief and behavior of the 
nursing staff were improved, and the life 
Care, disease nursing and psychological 
nursing skills were improved. After 
lectures and multimedia teaching 
interventions, students ' knowledge of 
dementia has been greatly improved. The 
combination of theory and practice of 8 
nurses training, the implementation of 
one-on-one guidance, significantly 
improve the knowledge and skills of 
nurses, reduce the incidence of accidents. 
The training rate of nurses in Taiwan, 
China has reached 54%, and 42% of nurses 
have experience in dementia care; 
through the integrated training of face-to-
face courses, practice guidance and web-
based courses, the communication ability 
of nurses and dementia patients and the 
ability of eating and nursing have been 
greatly improved. In the United States, 
the Netherlands, the United Kingdom and 
other places to take the traditional way to 
the hospital nurses training, the nurses of 
dementia knowledge, care confidence and 
skills have improved, while reducing the 
work pressure. In addition to the regular 
training methods, the United States 
launched a series of online video and 
online interactive discussion of the 
training effect is also very significant, after 
training nurses dementia knowledge, self-
confidence, attitude and care have greatly 
improved, the patient's diet has also been 
improved. Because the network training is 
not limited by time and place, the nurses ' 
satisfaction with the network training is 
very high. Network training in Egypt 

shows that: the nursing students believe 
that the network learning is better than 
the traditional way, it is suggested to carry 
out the mode of combining traditional 
teaching and network, which is very useful 
for the research of developing countries. 
It can be seen that proper training can 
significantly improve the knowledge, 
attitude and care skills of nurses, reduce 
the pressure of work, but also improve 
the quality of life of patients. To sum up, 
at present, the current situation and 
training of "knowledge and Credit Bank" 
of senile dementia in domestic nursing 
staffs are less, the foreign research 
concentrates in the developed countries, 
we should draw on the overseas beneficial 
experience, unifies our country's nursing 
present situation, positively explores our 
country nurses ' dementia related training 
content and the way, strengthens the 
nursing personnel's clinical practice 
ability, truly achieves the dementia 
effective prevention, simultaneously 
enhances the dementia patient's life 
quality. 
 
The problem of ageing is a social problem, 
which needs the common concern of the 
whole society. It is the basic task to 
develop and perfect the old-age nursing 
system and improve the nursing quality 
and quality of life of the aged. The 
development of the nursing home 
requires a large number of professional 
and unprofessional caregivers. Elderly 
caregivers are special groups, although 
they lack medical knowledge, but they 
play an indispensable role. The systematic 
and unsystematic training of relevant 
knowledge plays a key role in improving 
the overall quality of the nursing staff, not 
only to improve their own quality, but also 
to serve the elderly better, to ensure the 
safety of the elderly and to improve the 
quality of life of the elderly. 
 



Strengthening health education for 
caregivers 
 
People with dementia have to take care of 
their home for most of the time, which 
will inevitably require family caregivers to 
have a certain degree of professional care. 
Because most family caregivers are not 
professional nursing staff, lack of 
professional nursing knowledge, need 
professional medical staff to provide them 
with corresponding nursing guidance, so it 
is very important to implement health 
education for family members of 
dementia patients. 
 
1. Mental health education for family 

members of dementia patients 
 
At present, the vast majority of senile 
dementia patients live with their families, 
the family is responsible for the patient 
care. The course of Alzheimer's disease 
averages 5 to 10, or more than 15 years, 
or even longer. As the disease worsens, 
the patient becomes more and more 
difficult to understand. If you are 
mentally, emotionally bored, and 
excluded from dementia, you may abuse 
or abandon dementia in your behavior. 
The family is the patient's main caregiver, 
is also the patient's most intimate person, 
the family member should be considerate, 
compassion, care for the patient first, 
through the daily care and contact, lets 
the patient produce the trust, this will 
make the care work becomes easier. The 
family's love, patience and psychological 
endurance will directly affect the quality 
of life of patients with dementia and the 
development of the disease. Therefore, 
the mental health education of the family 
members of senile dementia patients is of 
great significance. 
 
2. Emotional support for families with 

dementia 

 
 The health care staff should be 

concerned about the family members 
and caregivers of patients with 
dementia, and this kind of patients in 
the family will be under great 
pressure to understand their 
concerns and complaints and 
encourage them to express their 
views and emotions. 

 Medical and nursing staff should 
communicate with caregivers more 
patiently, answer their questions and 
give caregivers information on the 
knowledge and development of 
Alzheimer's disease, and publicize the 
cases of successful nursing to 
enhance their confidence. Families 
with Alzheimer's have to be prepared 
for long-term care. 

 The medical staff should educate the 
caregivers to cherish and respect the 
patients, and establish a trust 
relationship with the patients, and 
work together for the recovery of the 
patients. 

 Caregivers must maintain a good 
physical and mental health, when 
feeling tired and hard to support, you 
can log in the China Association of 
Alzheimer's Disease network, with a 
large number of caregivers to 
exchange care with the difficulties 
encountered in the process, adjust 
the mood, maintain a good mentality. 

 
Over the years, China's geriatric education 
has lagged behind the development of 
other medical professions. So far, China 
has not yet had the national higher 
medical education on geriatric medicine, 
"geriatric medicine" of the unified 
compilation of textbooks. In the 
compilation of textbooks, content is only 
the elderly internal medicine system 
disease related knowledge and  lack of the 
system, particularity and practicability of 



geriatric medicine itself, neglecting the 
elderly patients is a special and complex 
group of patients who are physiological 
function decline, reserve capacity, 
dysfunction, special elderly problems or 
syndrome (Geriatric Syndromes) and 
other characteristics and psychological, 
The effects of many factors on the mental, 
social and family environment. In recent 
years, with the understanding of geriatric 
medicine, modern geriatric medicine has 
shifted from "disease-centered" to 
"patient-centered" to individualized 
medical treatment and preventive health 
care in traditional Asian specialties to 
maintain and restore the function state 
and quality of life of the patients to the 
greatest extent, and it put forward a new 
request to the geriatric medical education 
and talent training. 
 

New medical education and 
training 

 
The new model of medical education and 
the training of old medical talents the 
individualized medical treatment with 
"patients as the center" in Modern 
geriatric medicine aims at providing 
comprehensive and reasonable care and 
prevention services for the elderly 
patients to maintain and restore the 
patient's functional status and quality of 
life to the maximum extent. The new 
concept and model of geriatric medicine 
should have the following characteristics:  
1. The integrity and systematization of 

geriatric medicine; 
2. Continuity of geriatric diagnosis and 

treatment  
3. The need for multidisciplinary 

collaboration in geriatric diagnosis and 
treatment  

4. Geriatric medicine needs community 
medical and social service system.  

 

At present, there are several kinds of 
talents training modes advocated in the 
old Age medical Education:  
1. Establish multi-disciplinary team.  
2. The establishment of training base, 

the establishment of modern geriatric 
medical specialist training base is an 
important link in the training of 
geriatric physicians.  

3. Establishing a tutorial system, the use 
of one-to-one and one-to-many 
model, so that the young geriatric 
physicians can speed up their way of 
becoming successful, training can lead 
our senior medical science research, 
teaching development of geriatric 
medicine in the high-end talent.  

4. Strengthening the training of 
community physicians. The 
Community doctor is a team that 
cannot be neglected in the clinical 
medical service of the elderly, but this 
team is far from the requirement of 
modern geriatric medicine both in 
quantity and quality. 

5. Strengthening case discussion and 
scientific research training. 

 
The prospect of geriatric medical 
education and the cultivation of geriatric 
medical talents has been more and more 
concerned as China has gradually entered 
the aging society. As a new medical sub-
discipline, geriatric medicine is an 
ascendant. In this situation, the geriatric 
medical education needs to be summed 
up and explored in practice with the 
actual development of the subject. In 
addition to its comprehensive and 
individualized characteristics, geriatric 
medicine also needs to pay attention to 
the maintenance of the elderly ability and 
quality of life, to provide a full range of 
health services for the elderly. These are 
the current needs of the elderly medical 
education to further reflect and 
strengthen. It provides a guiding 



framework for China and various regions 
to formulate strategies to deal with the 
aging of population, which is an urgent 
problem in the future. With the 
development of multidisciplinary 
research, geriatric medical education has 
been further developed. The application 
of molecular biology, bioengineering and 
other technologies, to study the causes, 
mechanism and anti-aging of senescence, 
to explain the aging and disease, and to 
guide the clinical practice, to take 
comprehensive measures to delay the 
aging. At the same time, the rich evidence 
of evidence-based medicine, prevention 
and improvement of health knowledge, 

under the guidance of the concept of 
"senile syndrome", has been more 
support. With the attention and devotion 
of the national policy to the endowment, 
the development of geriatric medicine will 
usher in new opportunities. It is a 
challenging pioneering work to establish 
our country's old-age medical education 
and the training mode of specialist 
physicians, and as a geriatric medical 
worker, we still have a lot of work to do. 
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141. Puig X, Gispert R, Puigdefàbregas A, Pérez G, Mompart A, Domènech J. Mortalidad 
por demencia en Cataluña: un problema de salud emergente. Med Clin (Barc) 2002; 
118(12): 455-459. 

http://www.ndss/
http://www.nhfpc.gov.cn/


142. Qian J, Cai M, Gao J, Tang S, Xu L, Critchley JA. (2010). Trends in smoking and quitting 
in China from 1993 to 2003: National Health Service Survey data. Bull World Health 
Organ. 88:769–76. 

143. Reform of how health care is paid for in China: challenges and opportunities. Lancet. 
372(9652):1846–53. 

144. Reiman EM, Quiroz YT, Fleisher AS, Chen K, Velez-Pardos C, Jimenez-Del-Rio M, et al. 
Brain imaging and fluid biomarker analysis in young adults at genetic risk for autosomal 
dominant Alzheimer’s disease in the presenilin 1 E280A kindred: A case-control study. 
Lancet Neurol 2012:11(2):1048-56. 

145. Roberson L. The importance of touch for the patient with dementia. Home Health 
Nurse 2003; 21(1): 16-19. Remington R. Calming music and hand massage with agi- 
tated elderly. Nurs Res 2002; 51(5): 317-323. 

146. Roberts R, Knopman DS. Classification and epidemiology of MCI. Clin Geriatr Med 
2013;29(4):753-72. 

147. Rosenberg F. The MoMA Alzheimer's Project: programming and resources for 
making art accessible to people with Alzheimer's disease and their caregivers. Arts 
Health. 2009;1:93e97. 

148. Rowe M, Alfred D. The effectiveness of slow-stroke mas- sage in diffusing agitated 
behaviors in individuals with Al- zheimer's disease. J Gerontol Nurs 1999; 25(6): 22-34. 

149. Rubin JA. Art Therapy: An Introduction. NC: Edwards Brothers; 1998:194e195. 22. 
Kinney JM, Rentz CA. Observed well-being among individuals with dementia: memories 
in the making, an art program, versus other structured activity. Am J 

150. Salomon JA, Wang H, Freeman MK, Vos T, Flaxman AD, Lopez AD et al. (2012). 
Healthy life expectancy for 187 countries, 1990–2010: a systematic analysis for the 
Global Burden of Disease Study 2010. Lancet. 380(9859):2144–62. 

151. Saunders AM, Strittmatter WJ, Schmechel D, George-Hyslop PH, Pericak-Vance MA, 
Joo SH, et al. Association of apolipoprotein E allele epsilon 4 with late-onset familial and 
sporadic Alzheimer’s disease. Neurology 1993;43:1467-72. 

152. SchbetzM.TheHealingFlow:ArtisticExpressioninTherapy:CreativeArtsandtheProcess 
of Healing: An Image/word Approach Inquiry. J Kingsley Publishers; 2004. 27. Waller D, 
Sheppard LM, Rusted JM. A multi-centre randomized control group trial on the use of 
art therapy for older people with dementia. Group Anal.2006;39:517e536. 

153. Schneider JA, Arvanitakis Z, Bang W, Bennett DA. Mixed brain pathologies account 
for most dementia cases in communitydwelling older persons. Neurology 
2007;69:2197-204. 

154. Schott GD. Pictures as a neurological tool: lessons from enhanced and emergent 
artistry in brain disease. Brain. 2012;135:1947e1963. 

155. Shanghai Municipal Center for Disease Control & Prevention (SCDC). (2012). Study 
on global AGEing and adult health (SAGE) Wave 1: China national report. Geneva: World 
Health Organization (http://www.who.int/healthinfo/sage/national_ reports/en , 
accessed 1 June 2015). 

156. Shanlian H. (2013). China’s healthcare system – overview and quality improvements. 
Stockholm: Swedish Agency for Growth Policy Analysis. 

157. Shneider JA, Arvanitakis Z, Leurgans SE, Bennett DA. The neuropathology of probable 
Alzheimer disease and mild cognitive impairment. Ann Neurol 2009;66(2):200-8. 

http://www.who.int/healthinfo/sage/national_


158. Simon M, Chang E-S, Zeng P, Dong X. (2013). Prevalence of suicidal ideation, 
attempts, and completed suicide rate in Chinese aging populations: a systematic review. 
Arch Gerontol Geriatr. 57(3):250–6. 

159. Snyder M, Egan EC, Burns KR. Interventions for decreas- ing agitation behaviors in 
persons with dementia. J Geron- tol Nurs 1995; 21(7): 34-40.rook J, Rideot E, Browne G. 
The prevalence of pain complaints in a general population. Pain 1984; 18(3):299-314. 

160. Sousa L, Figueiredo D. (2002). Dependence and independence among old persons: 
realities and myths. Rev Clin Gerontol. 12(03):269–73. 

161. Sperling RA, Aisen PS, Beckett LA, Bennett DA, Craft S, Fagan AM, et al. Toward 
defining the preclinical stages of Alzheimer’s disease: Recommendations from the 
National Institute on Aging-Alzheimer’s Association workgroups on diagnostic 
guidelines for Alzheimer’s disease. Alzheimers Dement 2011;7(3):280-92. 

162. State Council Information Office (SCIO) of the People’s Republic of China. (2006). 
White paper on senior citizens in China. Beijing: SCIO. 

163. State Council Information Office (SCIO) of the People’s Republic of China. (2012). 
White paper on medical and health services in China. Beijing: SCIO. 

164. Sterritt PF, Pokorny ME. Art activities for patients with Alzheimer's and related 
disorders. Geriatr Nurs. 1994;15:155e159. 

165. Strandberg TE, Pitkala KH. Frailty in elderly people. Lancet. (2007). 369(9570):1328–9. 
166. Stuck AE, Walthert JM, Nikolaus T, Büla CJ, Hohmann C, Beck JC. (1999). Risk factors 

for functional status decline in community-living elderly people: a systematic literature 
review. Soc Sci Med. 48(4):445– 69. 

167. Studenski S, Perera S, Patel K. (2011). Gait speed and survival in older adults. JAMA. 
305(1):50–8. 

168. Sun J, Deng S, Xiong X, Tang S. (2014). Equity in access to healthcare among the 
urban elderly in China: does health insurance matter? Int J Health Plann Manage. 
29(2):e127–e144. 

169. symptoms in Chinese older adults. Arch Gerontol Geriatr. 58(1)1–9. 
170. Teunisse S, Derix MM, Crevel H. Assessing the severity of dementia. Patient and 

caregiver. Arch Neurol 1991; 48 (3): 274-277. 
171. The China boom and its discontents. Canberra: Asia Pacific Press 

(http://128.118.178.162/eps/lab/ papers/0512/0512001.pdf, accessed 12 May 2015). 
172. Tian M, Feng D, Chen X, Chen Y, Sun X, Xiang Y et al. (2013). China’s rural public 

health system performance: a cross-sectional study. PLoS ONE. 8(12):e83822. 
173. Tyrrell J, Cosgrave M, McCarron M, McPherson J, Calvert J, Kelly A, et al. Dementia in 

people with Down’s syndrome. Int J Geriatr Psychiatry 2001;16:1168-74. 
174. United Nations Department of Economic and Social Affairs (UN DESA). (2013a). 

World population prospects: the 2012 revision. Volume II: demographic profiles. New 
York (NY): UN DESA, Population Division (http://esa.un.org/WPP/, accessed 10 June 

175. United Nations Department of Economic and Social Affairs (UN DESA). (2013b). 
World population ageing 2013. New York (NY): UN DESA, Population Division 
(http://www.un.org/en/ 
development/desa/population/publications/pdf/ageing/WorldPopulationAgeing2013.p
df, accessed 10 June 2015). 

176. Verrees M, Selman WR. Management of normal pressure hydrocephalus. Am Fam 
Physician 2004;70(60):1071-8. 

http://128.118.178.162/eps/lab/
http://www.un.org/en/


177. Vick RM. A Brief History of Art Therapy. Projective Drawing Assessments that 
Evolved in Psychology during the 20th Century; 1994:1e10, 2014.09.02 http:// 
areas.fba.ul.pt/jpeneda/briefhistoryat.pdf. 

178. Villemagne VL, Burnham S, Bourgeat P, Brown B, Ellis KA, Salvado O, et al. Amyloid ß 
deposition, neurodegeneration, and cognitivedecline in sporadic Alzheimer’s disease: A 
prospective cohortstudy. Lancet Neurol 2013:12(4):357-67. 

179. Viswanathan A, Rocca WA, Tzourio C. Vascular risk factors and dementia: How to 
move forward? Neurology 2009;72:368-74. 

180. Wagstaff A, Lindelow M, Jun G, Ling X, Juncheng Q. (2009). Extending health 
insurance to the rural population: an impact evaluation of China’s new cooperative 
medical scheme. J Health Econ. 28(1):1–19. 

181. Wald J. Art therapy and brain dysfunction in a patient with a dementing illness. Art 
Ther J Am Art Ther Assoc. 1993;10:88e95. 

182. Wald J. Fusion of symbols, confusion of boundaries: percept contamination in the 
artwork of Alzheimer's disease patients. Art Ther J Am Art Ther Assoc. 1986;3:74e80. 

183. Wang J, Xiao LD, He GP, De Bellis A. (2014). Family caregiver challenges in dementia 
care in a country with undeveloped dementia services. J Adv Nurs. 70(6):1369–80. 

184. Ward A, Tardiff S, Dye C, Arrighi HM. Rate of conversion from prodromal Alzheimer’s 
disease to Alzheimer’s dementia: A systematic review of the literature. Dement Geriatr 
Cogn Disord Extra 2013;3:320-32. 

185. WHO. Dementia. 2015.06.30. http://www.who.int/mediacentre/factsheets/ 
fs362/en/. PhillipsLJ,Reid-ArndtSA,PakY.Effectsofacreativeexpressioninterventionon 
emotions, communication, and quality of life in persons with dementia. Nurs Res. 
2010;59:417e425. 

186. Williams TI. Evaluating effects of aromatherapy massage on sleep in children with 
autism: a pilot study. Evid Based Complement Alternat Med 2006; 3(3): 373-377. 

187. Wilson RS, Segawa E, Boyle, PA, Anagnos SE, Hizel LP, Bennett DA. The natural 
history of cognitive decline in Alzheimer’s disease. Psychol Aging 2012;27(4):1008-17. 

188. World Health Organization. Report of the working group on auricular acupuncture 
nomenclature. 1991: 25. Olesson, Terry. Auriculotherapy manual. Oxford: Elsevier, 
2003: 250. 

189. Wu MT, Hsieh JC, Xiong J, et al. Central nervous path- way for acupuncture 
stimulation: localization of process- ing with functional MR imaging of the brain: 
preliminary experience. Radiology 1999; 212(1): 133-141. 

 

参考文献 
[1]王锐. “医养结合”,开启中国养老新模式[J]. 吉林人大, 2016(1)：38-42. 

[2] 付成燕, 于洁, 陈松兰,等. 阿尔茨海默病患者长期照顾模式研究进展[J]. 中国护理管理, 2014, 

14(5):500-502. 

[3] 楚美雅. 中国老年痴呆症照护现状研究[J]. 商情, 2015:194-194. 

[4]徐勤. 老年痴呆患者的照护问题研究[J]. 老龄科学研究, 2015, 3(6). 

 [5] 刘岭青. 我国老年痴呆护理的研究进展[J]. 宜春学院学报, 2016, 38(3):70-73. 

[6] 张学成. 针灸治疗老年痴呆症研究进展[J]. 中国中医药现代远程教育, 2014, 12(7):159-160. 

[7] 张于. 老年痴呆中医研究简史[D]. 黑龙江中医药大学, 2012. 

[8] 黄洁茹, 傅雷, 刘涛. 中医药治疗老年痴呆病的研究进展[J]. 中医学报, 2013, 28(5):729-730. 

[9] 王凯, 庞声航. 中医治疗老年痴呆症概况[J]. 亚太传统医药, 2015, 11(17):48-49. 

[10] 樊惠颖, 李峥. 怀旧疗法在老年痴呆患者中的应用进展[J]. 中华护理杂志, 2014, 49(6):716-720. 

[11] 郭冬梅. 康复训练对老年痴呆患者认知功能、生活质量及抑郁的影响[J]. 齐鲁护理杂志, 2016, 

22(1):26-28. 



[12] 中华医学会老年医学分会老年神经病学组. 中国老年人认知障碍诊治流程专家建议[J]. 中华老年医

学杂志, 2014, 33(8):817-825. 

[13] 贾建平. 中国痴呆与认知障碍诊治指南[M]. 人民卫生出版社, 2010. 

[14] 中国老年医学学会认知障碍分会. 中国认知障碍患者照料管理专家共识[J]. 中华老年医学杂志, 2016, 

35(10):1051-1060. 

[15] 姚春娟. 阿尔茨海默病经济负担国内外研究现状[J]. 中国城乡企业卫生, 2016(7):26-28. 

[16] 中华人民共和国中央人民政府门户网. 国务院关于加快发展养老服务业的若干意见[EB/OL]. 
http://www.gov.cn/,2011-09-13. 

[17] 中华人民共和国中央人民政府门户网. 国务院办公厅转发卫生计生委等部门关于推进医疗

卫生与养老服务相结合指导意见的通知[EB/OL]. http://www.gov.cn/,2015-11-18. 

[18] 张蜀俏. 成都市构建阿尔茨海默病患者社会保障体系的案例研究[D]. 电子科技大学, 2014. 

[19] 纪勇. 阿尔茨海默病 200 年[J]. 中国现代神经疾病杂志, 2014, 14(3):156-160. 

[20] 贾建平, 邢怡, 武力勇,等. 阿尔茨海默病诊疗指南[J]. 浙江医学, 2014(13):1127-1128. 

[21] 欧金凤. 老年痴呆症有哪些治疗方法?[J]. 知识文库, 2015(7). 

[22] 申宝忠. 社区综合干预对老年阿尔茨海默症患者的康复效果[J]. 现代生物医学进展, 2014，15

（10）：1912-1915. 

[23] 陈翠芳. 游戏疗法对轻度老年痴呆患者认知功能及主观幸福感的改善效果[J]. 现代中西医结合杂志, 

2012, 21(3):260-261. 

[24] 郑佳映, 陈雪萍. 游戏在老年痴呆患者康复护理中的应用现状[J]. 护理学杂志, 2016, 31(15):100-103. 

[25] 刘玉芬. 音乐治疗老年痴呆症的效果[J]. 中国药物经济学, 2015, 10(S2):147-148. 

[26] 世界卫生组织.中国老龄化与健康国家评估报告[Ｒ]. 世界卫生组织，2016.. 
[27] 杨振. 我国五省(市)老年痴呆患者照料现状和照料者负担及相关对策研究[D]. 安徽医科大学, 2013. 

[28] 李春艳. 中国阿尔茨海默病流行病学现状及三级预防对策研究[J]. 实用老年医学, 2013(7):604-606. 

[29] 李晶, 张秋霞, 罗晓晖. 老年痴呆症患者的家庭照护者研究[J]. 老龄科学研究, 2013(7):56-61. 

[30] 韩颖, 田立启, 张云,等. 老年痴呆患者直接经济负担影响因素分析[J]. 中国公共卫生管理, 

2016(3):321-323. 

[31] 王晓成. 阿尔茨海默病疾病负担研究[D]. 山西医科大学, 2012. 

[32] 王红艳, 张先庚, 杨玲娜,等. 五位一体构建产学研结合老年护理人才培养方案研究进展[J]. 护理实践

与研究, 2017, 14(1):29-30. 

[33] 刘鹏宇. 北京市失能老人长期照护服务研究[D]. 首都经济贸易大学, 2015. 

[34] 李昂. 2010-2050 年中国老年痴呆的预测研究[D]. 苏州大学, 2015. 

[35] 王飞龙, 王小芳, 唐碧霞,等. 护理人员老年痴呆相关知识、态度、行为现状及培训效果研究进展[J]. 

护理研究, 2017, 31(8):897-900. 

[36] 孙晓岚. 老年痴呆患者照料者健康教育需求调查与分析[J]. 中国老年保健医学, 2016, 14(3):82-84. 

[37] 孙小琼. 老年痴呆患者家庭照顾者健康教育的研究现状[J]. 湖北理工学院学报, 2013, 29(3):50-52. 

[38] 王飞龙, 王小芳, 唐碧霞,等. 护理人员老年痴呆相关知识、态度、行为现状及培训效果研究进展[J]. 

护理研究, 2017, 31(8):897-900. 

[39] 张华, 吴利平, 王晓明. 中国老年医学发展与老年医学教育的思考[J]. 中国高等医学教育, 2014(8):24-

25. 

[40] 葛亮, 王桦, 张艳芳. 老年医学研究现状与发展[J]. 中国老年学, 2013, 33(19):4927-4930. 

[41] 林殷, 陈可冀. 中国老年学教育体系的现状与思考[J]. 人口研究, 2001, 25(2):6-9. 

[42] 褚明, 钱丽君, 赖滨,等. 中国老年医学硕士研究生教育的现状及对策[J]. 南京医科大学学报:社会科学

版, 2017, 17(1):70-72. 

[43] 刘伯源, 王久玲, 肖义泽. 中国 60 岁及以上人群老年期痴呆患病率 Meta 分析[J]. 中华流行病学杂志, 

2016, 37(11):1541-1545. 

[44] 李春艳. 中国阿尔茨海默病流行病学现状及三级预防对策研究[J]. 实用老年医学, 2013(7):604-606. 

[45] 钟雪冰, 楼玮群. 老年痴呆症长期照顾模式的国际研究趋势[J]. 中国老年学, 2011, 31(10):1937-1939. 

 

In this article, we searched various Web of Science for original research articles published in 
English and Chinese on various topic of dementia in Chinese populations worldwide. 
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