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Dementia around the World

People living with dementia around the world
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Global Deaths from Dementia
per 100,000 people
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Normal Aging vs. Dementia

NORMAL AGING

DEMENTIA

Independent in all activities of daily living (ADL)

Dependent on others for ADL

Patient claims of memory loss but can recall
incidents of forgetfulness

May report memory loss if asked, unable to
recall instances of forgetfulness

Patient more concerned about memory loss

Close family members more concerned
about memory loss

Recent memory of events and conversations intact

Notable decline in memory of recent events
and conversations

Occasional difficulty in finding words
(expressive aphasia)

Frequently experiences difficulty in finding words with
or without difficulty of understanding
(expressive and receptive aphasia)

No history of getting lost in familiar territory,
may pause briefly to reorient

History of getting lost in familiar territory while
walking or driving

Able to operate common appliances

Unable to operate common appliances

Normal interpersonal and social skills

Loss of interpersonal and social skills, lack of interest
in social activities or inappropriate behavior



Types of Dementia

_The causes of dementia

Alzheimer's disease

A physical disease caused by changes in
the structure of the brain and a shortage
of important chemicals that help with
transmission of messages.

Vascular dementia

Caused by problems in the supply of blood
to the brain, commonly caused by a stroke
or series of small strokes.

Mixed dementia

A type of dementia where a person hos o
diagnosis of both Alzheimer’s disease ond
vascular dementia.

4%

3%
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Dementia with Lewy bodies
One of the less common forms of dementia,
it is caused by irregularities in brain cells,
leading to symptoms similar to Alzheimer's
disease and Parkinson's disease.

Rarer causes of dementia

There are many rarer diseases and
syndromes that con lead to dementia
or dementia-like symptoms, including
Corticobasal degeneration and
Creutzfeldt-Jakob disease.

Fronto-temporal dementia

Rare when all ages are taken into account
but relatively common in people under 65,
it is a physical disease that offects the brain.



Progression of Dementia
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Course of Dementia
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Course of Alzheimer’s Disease
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Early Symptoms of Dementia

Signs and Symptoms that May Indicate the Need for Evaluation for Dementia
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Which Brain is Demented?

Non-demented (Age 70) Demented (Age 70)



Brain Atrophy in Advanced Alzheimer’s Disease
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Structural Neuroimaging
Grey Matter Loss

Cortical Thickness Cortical Thickness

at Month 0 3t Month 12 Difference Map
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1.5mm 4.5mm +0.5mm -0.5mm

Lerch JP et al. Cereb Cortex 2005;15:995-1001



Functional vs. Structural Marker

Tau pathology

Stage

Diagnosis

Impairment (%)

Asymptomatic MCI Dementia

Impassible With Clinical
markers (NINCDS-ADRDA
criteria)

Amyloid
markers /
Entorhinal
// / cortex atrophy
Hippocampal
atroph
Functional/—— pry
metabolic
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Temporal
neocortex
Whole-brain
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Frisoni, G. B. et al. Nat Rev Neurol. 2010; 6(2): 67-77



Neuropsychiatric Clusters in Dementia

Aggression

Agitation

Physical aggression Pacing

Verbal Aggression Repetitive actions
Aggressive resistance Dressing/undressing

Apathy e Restless/anxious

Withdrawn Euphoria Hallucinations
Lacks interest Sad Pressured speech ~ Delusions
Amotivation Tearful Irritable Misidentification
Hopeless Suspicious
Guilty
Anxious Psychosis
Irritable/screaming
Suicidal

Depression

Adapted from McShane R. Int Psychogeriatr 2000;12(suppl 1): 147



Behavioral and Psychiatric Symptom of Dementia
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Prevalence of BPSD

95% of patients affected by dementia will experience
BPSD that are severe enough to be labeled as a problem
during the course of their illness.

NPI BPSD Items Point Five year
Prevalence at Period

Baseline (%) Prevalence (%)
Delusions 18 60
Hallucinations 10 38
Agitation/Aggression 14 45
Depression/Dysphoria 29 77
Apathy/Indifference 20 71
Elation/Euphoria 1 6
Anxiety 14 62
Disinhibition 7 31
Irritability/Lability 20 57
Aberrant Motor Behavior 7 52

Any Symptom 56 97



Impact of BPSD

* 50-90% of caregivers considered physical aggression
as the most serious problem they encountered and a
factor leading to institutionalization.

— (Rabins et al. 1982)

* Front-line staff working in LTC (long term care) report
that physical assault contributes to significant work
related stress

— (Wimo et al. 1997)

e Agitation, depression, anxiety, paranoid ideation cause
significant suffering.



Etiology of BPSD

* Functional neuroimaging studies: suggest that BPSD
are not random consequences of diffuse brain illness,
but are fundamental expressions of regional cerebral
pathology.

* Disruptions of circadian rhythms can result in BPSD
and lead to agitation during the day and restlessness
at night.

— “Sundowning syndrome.”



Untreatable BPSD

Wandering

Inappropriate urination/defecation

Inappropriate dressing/undressing

Annoying repetitive activities (perseveration) or vocalization
Hiding/hoarding

Eating inedibles

Tugging at/removal of restraints

Pushing wheelchair bound co-residents



Treatable BPSD

Anxiety

Depressive symptoms
Sleep disturbance
Manic-like symptoms

Persistent and distressing delusions or
nallucinations

Persistent verbal and physical aggression
Sexually inappropriate behavior




The World Alzheimer Report 2019: Attitudes to dementia

Key findings
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Knowledge

* 95% of the public think they will develop
dementia in their lifetime

* 78% are concerned about developing dementia
at some point

* 1in 4 people think that there is nothing you can
do about dementia

e 2 out of 3 think dementia is caused by normal
ageing

* 62% of healthcare practitioners think that
dementia is a normal part of ageing

e 82% of people would take a genetic test to
learn about their risk

* 54% of respondents think that lifestyle factors
play a part in developing dementia

e Just under 40% of the general public think that
there are adequate community services for
people living with dementia and for carers

* Just under 70% of the general public think
there are adequate competent physicians for
the diagnosis and treatment of dementia

aV/
Alzheimer’s Disease

International Global Information

Home

Behaviour

The Global Voice on Dementia

Global Solutions

Over 85% of respondents living with dementia
stated that their opinion had not been taken
seriously

Around 40% of the general public think doctors
and nurses ignore people with dementia

67% of people living with dementia in Africa,
and 63% in South East Asia, said their
dementia symptoms were joked about by
others

Between 35% in high income countries and
57% in low-middle income countries reported
being treated unfairly in dating and intimate
relationships

Around 30% of people in Europe are willing

to have a person with dementia move in with
them, rising to 62% in South East Asia and 71%
in the Eastern Mediterranean region

Donate Now » ‘

Enter search terms it li- kY

Global Knowledge  News  Contact Donate



The World Alzheimer Report 2019: Attitudes to dementia
D R \

Attitudes Carers Recommendations
* Majority of carers expressed positive 1 Targeted public health awart ;
* 91% of respondents say that people should not sentiments about their caring role . :g ﬁop:f ;c e enesz c:aenmpa»gns;
hide the fact they have dementia and the vast X ; omotion of timely diagnosis an er pos
S : ; * 52% of carers said their health had suffered i ;
majority of carers never hide the person with diagnostic support
dementia * 49% of carers said their work had suffered 3 Global evolution of dementia friends
i i i rammes and dementia friendly/inclusive
% However: around 20% 9f respondents would * 62% of carers said their social life rrad suffered g)?ngmunities g v?;th sl
keep their own dementia a secret when * Over 35% of carers globally have hidden the and carers at the heart of their design,
meeting people diagnosis of a person with dementia implementation and evaluation
e Concealment of dementia varied regionally - e /,,/ 4 Increased public advocacy of people living
with the general public in Europe (25.7%) and with dementia — ampiifying the voice of lived
the Americas (24.5%) reporting they would SXPOIIONCo
keep their dementia a secret. Healthcare 5 Increase advocacy focused on carers
practitioners also reported higher levels of experiences — whilst improving the
concealment in Europe (19%) and the Americas understanding of first-hand experience
(17.4%) 6 Specialised education about dementia-related
stigma and person-centred care practice for

¢ Respondents stating they would hide their
dementia when meeting people was highest

: . 7 Call for local governments to increase the
in Russia (66.7%), Poland (57.9%), and Puerto S nG. nanos and cielly o coremnily

healthcare practitioners

Rico (51.1%), services for people living with dementia
® 45% of people living in South-East Asia and 8 Changes to public policy relating to
48% of healthcare practitioners in the region employment, health and insurance for both
feel that people with dementia are dangerous. people living with dementia and their carers
* 60% of people felt it was important to remove 9 Full adopﬁérj of a rights-based éppmacf\
responsibilities of people living with dementia to dementia including full compliance with
the Convention of Rights of Persons with
Disabilities (CRPD)

10 Increase funded research - for both a
disease-maodifying drug as well as further
understanding of stigma. We know from other
high stigma illnesses, including cancer and HIV-
AIDS, that medical treatment breakthroughs
can be a catalyst to stigma reduction - and we
also need to better understand the complex
role stigma plays throughout society in order to
tackle it and change hearts and minds.
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[ENApprovals for Al-based Assessment

e 2017.01 Cantab Mobile
memory assessment for the elderly

Cambridge Cognition (2002)

AD, ADHD, Autism, Depression, Dawn
Syndrome, Hontington Disease, OCD, PD,
Schizophrenia, Stroke, etc
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Computerized Cognitive Assessment Aid
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Cantab Mobile

CAMBRIDGE COGNITION LTD_, US AGENT: CLEMENTI ASSOCIATES LTD.
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Biological Subtype of Alzheimer’s Disease
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Hippocampal-
sparing

Typical AD

Younger age
Male sex
APOE £4 noncarrier

High cognitive reserve
Higher CSF p-tau and t-tau
Cerebral amyloid angiopathy
Lewy body pathology
Early-onset sporadic AD
Nonamnestic syndrome

- Limbic-
20 predominant
25
295
=
o
Typicality Typicality
dimension dimension
> 5 » Older age
= 0 * Female sex
2 @ APQE €4 carrier/MAPT H1H1
= E Overloaded cognitive reserve
o Lower CSF p-tau and t-tau

Hippocampal sclerosis, TDP-43
Late-onset sporadic AD

= Hypertensive arteriopathy
+ Amnestic syndrome

Minimal atrophy

Neurology 2020;94:436-448.



