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Abstract

Introduction: Dementia syndromes are an increasing medical and social problem in today’s world. Preservation of the
best possible quality of life in dementia patients relies on prolonging their independence in daily life for as long as possible.
Dementia patients require increasing support as the disease progresses and will ultimately become dependent on the help
of others.

Aim of the research: To assess the level of mental and physical performance and nutritional status in patients with dementia
syndromes in long-term residential care.

Material and methods: The study group comprised 62 patients with dementia syndromes resident in a Medical and Nursing
Care Facility in Pustkow. Selected aspects of quality of life were investigated with the Barthel scale, GDS scale according to
Reissberg, Abbreviated Mental Test Score (AMTS) and Mini-Nutritional Assessment (MNA) scale.

Results: In our study men performed better than women on the Barthel scale, 58% of all patients were rated moderately seve-
re on that scale, 36% were severe and 7% were mild. Assessment of the current severity of dementia on the GDS scale showed
that 28% of the patients had very severe dementia, 27% had mild deficits, 27% had moderate deficits, 11% had moderately se-
vere dementia and 6% had borderline dementia. In a mental state assessment according to the AMTS scale, men scored higher
than women. This difference indicates less memory deficit and better psychological and physical status among men. With
regard to nutritional status, our study revealed a risk of malnutrition in 65% of the patient and actual malnutrition in 7%.
Conclusions: The Barthel scale, rating the performance of dementia patients with regard to activities of daily life, classified
more than half of the patients as ,moderately severe”. Women had lower mean scores than men in the Barthel scale, AMTS
scale and GDS scale, indicating that dementia is more prevalent among women than among men. The findings of the present
study document a risk of malnutrition in dementia patients in long-term residential care.

all memory disorders are associated with dementia.
Dementia also presents as decreased intellectual per-
formance and deterioration in performing daily living
activities. The symptoms should be present for at least
six months to allow a diagnosis of dementia. Deficits
of higher cortical functions prevent patients from per-
forming professional duties and result in personality
changes [3].

The prevalence of dementia syndromes is high.
Dementia is diagnosed largely in those over 65 years of
age and its prevalence doubles every 5 years, resulting

Introduction

The term senile dementia refers to a syndrome
caused by a brain disorder, usually chronic or progres-
sive, and characterised by derangement of the higher
cortical functions, such as memory, thinking, orienta-
tion, comprehension, counting, ability to learn, langu-
age and evaluation. Consciousness is not affected. The
cognitive impairment is usually accompanied, and
sometimes preceded, by reduced control over social
and emotional responses, behaviour and motivation.
Communicative impairment is a frequent manifesta-

tion of dementia syndromes but it is never an isolated
or presenting symptom [1, 2].

The presence of memory problems is a main cri-
terion for diagnosing dementia syndromes but not

in a prevalence rate of 40% among those older than
85 years of age [4-6]. Complicating the problem is the
fact that the onset is usually insidious, with the early
symptoms put down to physiological ageing [5, 7].
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The main causes of dementia include degenerative
diseases of the brain (Alzheimer’s disease, dementia
with Lewy bodies, frontotemporal dementia) and va-
scular diseases (vascular dementia). There is also a mi-
xed dementia and a mild cognitive disorder defined as
an intermediate condition between ageing and mild
dementia [2, 8]. Senile dementia considerably impairs
the patient’s functioning and has a definite effect on
his or her mental well-being and quality of life. Ac-
companying symptoms or comorbidities, which occur
frequently, may result in a depressed mood, poorer
physical performance and sometimes a lack of willin-
gness to live [5].

Material and methods

The following figures illustrate the prevalence of
dementia syndromes in Poland: dementia afflicts ap-
proximately 400,000 (10-15%) patients over 65 years
of age, including 300,000-350,000 patients with Al-
zheimer’s. Severe cognitive deficits are diagnosed in
more than 45% of the patients, and the rate of de-
mentia among nursing care facility residents is 60—
80% [6].

The present study involved 62 patients, including
37 women (60%) and 25 men (40%). The mean age was
81.5 years (SD = 6.92) for women and 74.5 years (SD =
7.68) for men. The study group consisted of residents
of the Medical and Nursing Care Facility in Pustkow.
All patients gave their consent to participate in the
study. Before the study began, demographic data were
obtained from the patients, including the following
information: age, gender, place of residence, overall
health status, hospitalisation, mode of admission to
the Centre, and earlier admissions to residential care
facilities. Co-morbidities were also recorded for each
patient. Diagnostic tests and scoring systems were ad-
ministered to verify the patients’ physical and mental
status. The following tools were used: 1) patient as-
sessment according to the Barthel scale, 2) Reisberg’s
Global Deterioration Scale (GDS), 3) Hodgkinson’s
Abbreviated Mental Test Score (AMTS), 4) Assessment
of nutritional status - MNA score.

Patient assessment according to
the Barthel scale

The Barthel scale comprises 10 questions referring
to such activities as feeding, transfers (e.g. from a cha-
ir to the bed), grooming, toilet use, washing oneself
and bathing, walking along flat surfaces, climbing
stairs, getting dressed and undressed and faecal and
urinary continence. There are three possible answers
to each question, with scores from 0 to 10-15 points.
The highest possible total score is 100 points. Scoring
brackets corresponding to the patient’s overall state of
health are as follows: 0-20 points — very severe; 21-85
points — moderately severe; 86-100 points — mild.
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Reisberg’s Global Deterioration Scale (GDS)

Reisberg’s Global Deterioration Scale was used to
determine current severity of dementia as correlated
with the patient’s cognitive and functional status.

Hodgkinson’s Abbreviated Mental Test
Score (AMTYS)

The Abbreviated Mental Test Score was used to
evaluate patients’ mental status. The test consisted of
11 questions, with every correct answer scoring 1 po-
int and every wrong answer scoring 0 points. Score
brackets were as follows: 0-3 points — severe memory
deficit; 4-6 points — moderate memory deficit; 7-8 po-
ints — mild memory deficit; 9-10 points — normal.

Assessment of nutritional status — MNA score

Scoring brackets: 24 points or more — good nutri-
tional status; 17-23.5 points — risk of malnutrition; be-
low 17 points — malnutrition.

Results

The mean overall Barthel score in the study was
40.5 (SD = 30.5). Women had a lower mean score
(X = 34.6; SD = 26.7) than men (X = 47.4; SD = 34.7)
(Table 1).

According to the Barthel scale, 58% of the patients
were in a moderately severe overall condition, 36%
were classified as severe and 7% had mild overall im-
pairment (Figure 1).

According to the GDS scale, 28% of the patients
had very severe dementia, while 27% had moderate

Table 1. Mean Barthel scores and standard deviations by
gender

Score Total Women Men
X 40.5 34.6 47.4
SD 30.5 26.7 34.7

[ Very severe B Mild

Figure 1. Overall patient status according to the Barthel
scale

B Moderately severe
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[ None
I Moderate

Figure 2. Severity of dementia according to the GDS scale

[ Borderline B Mild
Il Moderately severe [l Very severe

Table 2. Mean AMTS scores and standard deviations by
gender

0%

[ Severe memory deficit B Moderate memory deficit
O Mild memory deficit O Normal

Figure 3. Patient status according to the AMTS scale

Table 3. Mean MNA scores and standard deviations by
gender

O Malnutrition

M Risk of malnutrition

B Good nutritional status

Figure 4. Nutritional status according to the MNA scale

or mild dementia. Moderately severe dementia was
diagnosed in 11% of the patients, 6% had borderline
dementia and one presented no dementia (Figure 2).

The mean overall AMTS score was 3.9 (SD = 1.7).
Women had a lower mean score (X = 3.6; SD = 2.7)
than men (X = 4.1; SD = 2.8) (Table 2).

According to the AMTS scale, 45% of the patients
in the study had a moderate memory deficit, 37% had
a severe deficit and 18% had a mild deficit (Figure 3).

The mean overall MNA score was 21.4 (SD = 3.0).
Women had a lower mean score (X = 21; SD = 2.6)
than men (X = 22.1; SD = 3.5) (Table 3).

According to the MNA scale, 65% of the patients
were at risk of malnutrition, 28% represented adequ-
ate nutrition and 7% were malnourished (Figure 4).

Score Overall Women Men Score Overall Women Men

X 3.9 3.6 4.1 X 21.4 21 22.1

SD 1.7 2.7 2.8 SD 3.0 2.6 3.5
Discussion

Dementia syndromes produce numerous impa-
irments with regard to both the mental abilities and
the performance of the patient. Physical limitations
associated with symptoms of dementia affect the per-
ception of quality of life of the patients. Numerous
studies have confirmed that functional performance
is related to the severity of dementia.

Bialachowska [9] found that mild dementia was
associated with slightly poorer functioning, without
limitations of physical performance or motor activity,
while patients with severe dementia were dependent
on others and required assistance with all basic activi-
ties of daily living.

In our study men performed better than women
on the Barthel scale. Fifty-eight percent of all patients
were rated moderately severe on that scale, 36% were
severe and 7% were mild (Table 1, Figure 1). These
results are compatible with those of Braunwald [10],
who found that dementia is more prevalent in women
than in men. Assessment of the current severity of
dementia on the GDS scale showed that 28% of the
patients had very severe dementia, 27% had mild de-
ficits, 27% had moderate deficits, 11% had moderately
severe dementia and 6% had borderline dementia (Fi-
gure 2).

In amental state assessment according to the AMTS
scale, men scored higher than women. This difference
indicates less memory deficit and better psychologi-
cal and physical status among men. The overall mean
AMTS score for the entire group was 3.9 for the maxi-
mum possible total of 11 (Table 2).
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Kowalska et al. [11] found in their study that 60—
80% of residents of long-term nursing care and tre-
atment facilities suffered from senile dementia, with
more than 45% showing severe cognitive deficits and
memory impairment. In the present study, a moderate
memory deficit was diagnosed in 45% of the patients,
while 37% had a severe memory deficit and 18% had
a mild deficit (Figure 3).

Regardless of assessment criteria and characteri-
stics of study groups, all studies show a significant rise
in the prevalence of dementia-related disorders and
symptoms with age. Advancing age is undoubtedly
the main cause of dementia syndromes. Mean age in
the entire group in the present study was 78 years.

Jézwiak [2] points out that the upper age limit of
study populations keeps changing. According to him,
dementia develops in those over 65 years of age, but
he also points to studies confirming senile dementia
in individuals over 50 years of age.

With regard to nutritional status, our study re-
vealed a risk of malnutrition in 65% of the patients
and actual malnutrition in 7%. Similar findings were
described by Humanska and Kedziora-Kornatowska
[12], who used the MNA scale to assess nutritional
status in residential care facility residents and in el-
derly people living with their families. A risk of mal-
nutrition was diagnosed in 60% of the subjects. The
authors pointed out that individuals living with their
families had better nutritional status than residential
care facility residents.

Nutritional disorders are a form of the wider
spectrum of behavioural disorders associated with
dementia syndromes. Reduced consumption of food
may be related to co-existing depression, while in-
creased food intake may be secondary to increased
appetite, memory problems and the compulsive re-
flex of putting all objects in the mouth, which is very
often seen in dementia patients. The poor quality of
life of dementia patients is reflected by marked phy-
sical and psychological dependence, as confirmed by
a number of studies. Early diagnosis of dementia-re-
lated disorders increases possibilities for treatment
and may substantially improve the quality of life of
the patient and his/her carers. Predicted demogra-
phic trends and available data on the prevalence of
dementia-related disorders help us realise the magni-
tude of the problem that will need to be faced in the
future.

Conclusions

The Barthel scale, rating the performance of de-
mentia patients with regard to activities of daily life,
classified more than half of the patients as “moderate-
ly severe”. Women had lower mean scores than men
in the Barthel scale, AMTS scale and GDS scale, indi-
cating that dementia is more prevalent among women
than among men. The findings of the present study
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document a risk of malnutrition in dementia patients
in long-term residential care.

References

1. Barcikowska M. Rozpoznawanie i leczenie otepien. Reko-
mendacje Interdyscyplinarnej Grupy Ekspertéw Rozpo-
znawania i Leczenia Otepien (IGERO) 2006; 128-143.

2. Jozwiak A. Otepienie u oséb w wieku starszym. Geriatria
2008; 2: 237-246.

3. Kryzowski J. Medyk. Psychogeriatria 2004; 130-167.

4. Bontkowski K, Klich-Raczka A. Cigzka niesprawno$¢ czyn-
nosciowa o0s6b starszych wyzwaniem dla opieki dtugoter-
minowej. Gerontol Pol 2007; 15: 97-103.

5. Chodorowski Z. Wybrane problemy medycyny geria-
trycznej. VM Group, Gdansk 2005; 34-56.

6. Roszkiewicz M. Prognozy demograficzne dla polskiej po-
pulacji 0séb starszych. Psychoger Pol 2006; 3: 1-10.

7. Galus K. Wybrane zagadnienia. Geriatria. Elsevier Urban
& Partner, Wroctaw 2007; 99-125.

8. Wieczorkowska-Tobis K, Talarska D. Geriatria i pielegniar-
stwo geriatryczne. Wydawnictwo Lekarskie PZWL, War-
saw 2008; 212-241.

9. Bialachowska A. Niesprawnos¢ funkcjonalna w umiarko-
wanym otepieniu w przebiegu choroby Alzheimera. Ge-
riatria 2010; 4: 5-9.

10. Braunwald E. Atlas choréb wewnetrznych. Via Media,
Gdansk 2003; 90-97.

11. Kowalska J, Rymaszewska J, Szczepanska-Gieracha J. Za-
burzenia funkcji poznawczych i zespoly otepienne —
problem fizjoterapii geriatrycznej. Fizjoterapia 2010; 18:
73-80.

12. Humanska M, Kedziora-Kornatowska K. Wptyw miejsca
zamieszkania oséb w podesztym wieku na stan odzywia-
nia sie. Gerontol Pol 2009; 17: 126-128.

Address for correspondence:

Zbigniew Sliwiniski

Faculty of Health Sciences

Jan Kochanowski University

al. IX Wiekow Kielc 19, 25-317 Kielce, Poland
Phone: +48 602 475 408

E-mail: dr_sliwinski@post.pl



