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Introduction

With the increase in the number of  elderly, neurological 
assessments of  this group have become more and more important, 
as a seemingly healthy person is likely to experience loss of  
performance at work or home due to a degenerative brain disease, 
brain tumor, and so on. Today, modern diagnostic methods, 
backed up with early diagnosis, provide a chance to prevent disease 
progression and improve symptoms.[1] One of  the main diseases 
happening most commonly in the elderly is dementia (dementia). 
The definition of  dementia has changed a lot since the introduction 
of  the word about 300 years ago. Main standards in the definitions 
of  dementia have changed and include the following:
1. Progression of  multiple cognitive impairments including 

memory impairment and at least one of  the following:[2]

 (a) Aphasia, (b) apraxia (inability to perform prelearned 
tasks), (c) agnosia (disturbance in cognition), 
(d) impairment in executive performance

2. Cognitive defects should include the following features:
(A) Extremely severe, impairing occupational or social 

performance
(B) Indicating a decrease in the level of  performance

3. Diagnosis should not be given when cognitive impairment 
occurs mainly in the period of  delirium (disturbance in 
consciousness)

4. Etiology of  dementia can be related to a general medical 
condition, permanent effects, and substance abuse, or a 
combination of  these factors.[3,4]

The disease generally begins during elderly, and its onset is often 
the seventh and subsequent decades in the life of  an individual; 
however, in rare cases, it might also occur when the individual 
is in his or her 50s or 60s, which is known as early dementia.[2]

Risk factors for multiple dementias include sex, hypertension, 
and so on; however, age is the most powerful risk factor for 
dementia.[4]

Alzheimer’s disease is currently the sixth cause of  death in the 
United States. The need for nursing and palliative care is essential 
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in increasing the aged population and increasing the care burden 
of  patients with dementia.[5] End-of-life care as a palliative care in 
people with dementia can be very important because it can reduce 
the social and psychological pressures of  the family members.[6]

Generally, palliative care was founded for elderly people with 
cancer, and dementia was noted less frequently. In recent years, 
patients with dementia have become more and more prevalent. 
The reason for this is that in 1995, less than 1% of  patients being 
taken care of  had dementia, but in 2015 this figure has reached 
15%.[7,8] Managing this disease can be very complicated because 
it has complex psychological symptoms and long-term illness 
can cause huge costs for families.[9]

Therefore, the purpose of  this study is to review the use of  
palliative care in the field of  dementia.

Research Methodology

Researches related to the use of  palliative care in patients with 
dementia have been reviewed in this article. Papers published 
between 1988 and 2017 were analyzed in this study; search 
in various databases such as ScienceDirect, PubMed, Google 
Scholar, and Scopus was conducted using the following keywords: 
care, nursing, palliative care, care needs, quality of  life, end-of-life 
care, dementia, Alzheimer’s, pain, and aging. Of  the 362 articles 
found, 65 sources were used in this review article, of  which 
24 were completely relevant to the subject. Figure 1 presents a 
schema of  the process of  assessing and selecting related articles.

Diagnosis, Management, and Control of 
Dementia

One of  the most important problems in the provision of  
palliative care services for people with dementia is the inability 
to diagnose this disease at an early age.[10,11] The lack of  specific 
criteria for the survival of  the disease for families, patients, and 
even clinical care providers can provide them with difficult 
conditions.[12] Although there is a high degree of  heterogeneity in 

the early diagnosis of  dementia, dementia leads to a stereotypical 
end point from diagnosis to an average of  up to 5 years later, 
including reduced function, disability, weakness, and various 
medical complications.[12] Therefore, the final stages of  dementia 
seem to be significantly similar to advanced cancer, congestive 
heart failure, or failure in other organs.[13]

Prognostic criteria for survival in patients with dementia have 
been documented by the National Institutes of  Care and Palliative 
Care.[14] According to these criteria, if  the patient undergoes 
functional evaluation in stage 7, he or she probably dies in 
6 months. Functional assessment of  stage 7 relies on all activities 
of  daily living, intestinal and bladder incontinence, and speech 
restriction to more than 6 words. Medical conditions can include 
pneumonia, urinary tract infection, blood infections, or ulcers; 
nutritional drops include more than 10% weight loss in the last 
6 months or serum albumin.[15]

It seems that informing families and care givers about dementia 
can help the community; however, more studies are still needed 
to identify related issues. For example, in a study by Mitchell et al. 
in 2009, only 18% of  the family members with patients suffering 
from dementia discussed with doctors about dementia and its 
conditions.[16] They also suggested that awareness-raising and 
training for caregivers for palliative care in people with dementia 
help lessen rough interventions such as feeding tubes. Palliative 
care is the first step in knowing about the disease and managing 
it. Disease management includes measures and recommendations 
for screening, evaluating, detecting, and monitoring the initial 
stage of  the disease and its adverse effects.[17]

Assessing and caring for physical issues focuses on symptom 
management, maintaining body health and cognitive function 
in the disease.[17] In relieving care in these patients, drug therapy 
is usually the top priority. If  people are at risk due to aggressive 
and euphoric behaviors, treatment for aggression and stimulation 
with antipsychotics is recommended.[18] One of  the things that 
is appropriate for palliative care and treatment is the proximity 
to Alzheimer’s treatment centers, which can be easily accessed 
by caregivers in case of  necessity.[19-22] To control pain in these 
patients, there are proper nonverbal strategies which can be 
provided to people with relief. The World Health Organization’s 
pain reliever is an example;[23,24] feeding tubes is also prescribed 
for people with dementia.[19-21]

Psychological issues affected by the disease include mood, sleep, 
self-esteem, independence, and sexual acts.[17] Palliative cares 
provided to evaluate and treat depression and psychological 
interventions for challenging behaviors include music therapy, 
physical activity, massage therapy, aromatherapy, and light 
therapy.[25-29] Few articles have discussed problems arising from 
dementia in the domain of  sexual behaviors.[30] Individual social 
domains include cultural values, financial resources, family ties, and 
sponsorship.[30] The most pessimistic content of  community-based 
palliative care includes recommendations for assessing how family 
encounters and social support work.[18,20-22] One example of  the Figure 1: A flowchart showing the process of selecting related articles
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content of  palliative care in the social domain is to allow people 
with dementia to decide how to be cared for and treated.[31,32] 
Practical issues that affect the disease include daily activities, 
the transfer of  people from home to the hospital, and support 
programs for long-term care.[33] The palliative care content includes 
functional evaluation tools as well as tips for helping families and 
people with dementia. Using note-taking of  daily activities can also 
be part of  the operational content.[34] To prevent the isolation of  
people with dementia in the community, it is better to engage them 
in social activities such as shopping and walking, as these can also 
be a way for families and caregivers to help patients.[35,36] Palliative 
care can be very useful in the long term because in some cases, 
such as chronic pain, falls, and hospitalization, individuals require 
a stimulus, and there might even be various problems, such as 
dehydration.[20-22] Religious services also seem to help people with 
dementia and their families.[37,38]

The Application of Palliative Care in 
Controlling Acute and Chronic Fall and Pain

Falling on the groups during old ages is a significant safety issue 
for patients with dementia and it has generally been considered 
as an important quality issue in long-term relief  care. Usually, 
60% of  people with dementia fall over the course of  the year,[39] 
and even some of  them more than once suffer from painful 
falls. The use of  psychological treatment drugs is effective 
in controlling falling which has created a crisis for caregivers 
and therapists.[40,41] Usually, falls can cause hospitalization, and 
sometimes even severe damage and death.[42,43] Despite the 
proper guidelines for use in palliative care, the amount of  this 
has not been significantly reduced.[44,45] Usually, falling occurs 
during advanced dementia and late life. Risk factors are internal 
and external falling. Its internal state of  affairs includes reduced 
coordination in step-by-step posture, instability, aggravated 
disease, and damage to the motor program.[46] When an individual 
experiences restlessness or incitement to pain or anxiety, falls 
may occur if  provided care is inappropriate.[47]

There is controversy about the effects of  medication on the aging 
population. Most studies have found no meaningful relationship 
between the use of  analgesics and falls.[48-50] In addition to 
medications, external risk factors include inappropriate shoes, 
inappropriate motor aid, and environmental hazards.[51] Falling 
is responsible for almost 90% of  deaths due to external factors 
in nursing and care centers.[52] One of  the risk factors for hip 
fracture is mortality after pelvic fracture in 36 months in nursing 
and caring centers,[53] and dementia has a rate of  more than 
50%.[54] Most predictive tools deal with dementia deaths and 
have not discussed the incidence of  dementia and deaths.[55] 
Unfortunately, fall has been used again as a warning for palliative 
care in people with dementia.[56] Of  course, appropriate factors 
such as palliative performance scales[57] and golden standards[58] 
can be appropriate palliative approaches to avoid falling.

Pain is also considered as a risk factor for falls.[47] Acute or chronic 
pain is one of  the causes of  suffering, restlessness, and behavioral 

disorders in patients with dementia. Due to the inability of  these 
patients to meet their needs, it is likely that their pain will be 
ignored in different parts of  their body.[54,59] Even when diagnosed, 
pain in patients with dementia is not treated and this leads to a 
greater degree of  dementia.[60] Morrison and Siu reported that in 
a group of  patients with pelvic fractures, people with dementia 
received a third of  palliative substances compared with normal 
people.[54] This problem is so large that researchers can seek further 
research.[61,62] Detection of  pain in patients with dementia seems 
necessary for caregivers and their families, especially since these 
people may not be able to speak and that they do not have the 
ability to diagnose pain.[63] There are several scoring scales for pain 
in patients with dementia who are unable to speak,[59] including 
the scale of  pain assessment in advanced dementia.[64] These 
tools are valuable ways to help assess pain and follow-up in care 
settings. Pain should always be taken into consideration in this 
population of  patients who typically require medical intervention. 
As a general rule, it is advisable to have regular medication on 
their drug schedule, since these patients are not able to apply 
for the required medications.[63] Conventional acetaminophen at 
doses up to 3,000 mg per day may be effective for some patients, 
as they can tolerate side effects. Opiates may initially be relaxing 
in patients, but they should be used with careful monitoring and 
tuning for proper pain management. A study found that 75% of  
patients with dementia who received palliative care were clinically 
high and 93% needed treatment with morphine, most of  which 
resulted in pain control.[65]

Conclusion

Studies on the use of  palliative care in people with dementia are 
somewhat new. The use of  various methods of  palliative care 
requires more studies and no single method can be determined 
as the “best” one for palliative care for people with dementia. 
Also, awareness of  dementia has opened up new ways for 
researchers. The use of  various drugs to relieve the pain of  
patients with dementia has been somewhat studied by the 
researchers, but it seems that the use of  drugs to reduce pain 
in these patients requires specific standards so that caregivers 
can use these standards. One of  the causes of  pain in patients 
with dementia can be fall and pelvic fracture. Falling are signs 
of  progression of  dementia, and their increasing frequency and 
severity indicates the need for palliative approach to get away 
from this unpleasant state.
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