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Burden of the Disease

Dementia is a syndrome caused by a variety of  pathological 
changes in the brain which when becomes severe causes decline 
in day‑to‑day activities.[1] The majority of  cases are Alzheimer’s 
disease (50%–75%) and vascular dementia (20%—30%) followed 
by less common conditions such as frontotemporal dementia 
and mixed dementia.[1,2] Age is the single most important risk 
factor followed by gender with higher incidence rate seen among 
women than men.[3–5] Other risk factors include genetic factors, 
ethnicity such as South Asian, cardio vascular risk factors such 
as diabetes, lifestyle factors such as smoking, and head injury.[6]

Many low‑middle‑income countries (LMICs) are relatively young; 
however, old age population is expected to rise in large LMICs 

such as India.[7] In comparison to many western countries, it is 
still the family that provide primary care to elderly population in 
these region. In India, presently there is 1 older person for every 
10 working‑age population and this is expected to become 1 in 
3 by 2100.[7,8] With the rise in elderly population, there will be a 
proportionate rise in the number of  people living with dementia as 
the prevalence of  the disease in that age group is between 5% and 
7%.[7] According to Prince et al. (2013), there will be a proportionate 
increase of  those affected with dementia by 225% between 2010 
and 2050, and the majority of  these dementia cases would be 
residing in LMICs.[9] In 2010, 57.7% of  the dementia cases were 
in LMIC and is expected to become 63.4% by 2030 and 70.5% 
by 2050. Since most of  the care in LMICs are being provided by 
family members, in this review I am focusing on nutrition care in 
person’s own home mostly provided by informal carers.

Association between Dementia and Nutrition

One of  the important aspects of  dementia care is maintenance of  
adequate nutrition. Two of  the clinical conditions commonly seen 
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among dementia patients are weight loss and malnutrition.[10‑12] The 
pathological explanations for weight loss are multifactorial and 
not properly understood. Some of  the changes include brain 
atrophy, appearance of  new molecules like Apolipoprotein E, 
proinflammatory agents like cytokines in brain tissue and blood, 
etc.[13‑16] These changes will lead to the development of  functional 
disabilities like olfactory and taste dysfunction, attention deficit 
causing reduced food intake, poor muscle co‑ordination leading to 
loss of  eating skills, etc., As the disease progresses, people will have 
difficulty to comprehend sensory inputs because of  which they fail 
to understand the meaning of  food items and behavioral problems 
causing disturbed eating habits.[17] Difficulty in swallowing seen in 
later stages prompts them to refuse food, which will ultimately lead 
to anorexia and weight loss. Poor nutrition will invariably lead to 
micronutrients and essential fatty acids deficiencies which trigger 
the production of  factors like free radicals that initiate tissue 
damage, thereby worsening the dementia.[17] Various studies have 
found that malnutrition can increase the risk for infections and 
multiple hospitalizations, further deteriorating the financial burden 
of  the disease. It has also been noticed that a moderate weight loss 
by 3% in 3 months can significantly increase mortality among older 
population.[18‑20] These deleterious effects of  malnutrition should 
not be ignored while caring for people with dementia.

Considering the fact that the disease is more prevalent among 
older women, mostly the informal caregiver will be an older male 
spouse. This can complicate the feeding process further as the 
caregiver himself  may be dealing with multiple co‑morbidities 
and physical disability, requiring care. Bilotta et al. (2010) have 
shown that stress among informal caregiver could cause more 
than 3% weight loss within 3 months in people with Alzheimer’s 
disease.[21] A caregiver who is overburdened would not invest 
much to improve the feeding nature of  the patient.[22] Therefore, 
in an informal setting, not just the patient but also the caregiver 
needs to be taken into consideration while planning strategies 
for adequate nutrition. To make the situation worse, the financial 
burden of  the disease itself  will indirectly cause the carer to focus 
less on nutritional needs, especially in LMIC countries. Thus, the 
association between dementia and weight loss is quite complicated 
making it a complex vicious cycle as summarized in Figure 1.

Strategies to Ensure Adequate Nutrition

Ensuring adequate nutrition at home in a chronic, debilitating, 
and care‑dependent condition like dementia is always a challenge. 
A multipronged approach, addressing the patient and the carer, 
needs to be carried out to bring in a desirable effect. Awareness, 
information, and implementation are the three main principles 
on which the home care nutritional care plans have been built.[20] 
In the following section, I will explore five strategies that can be 
implemented to ensure adequate nutrition.

Nutritional Screening and Assessment
Early identification and treatment play a vital role in providing 
better nutrition for dementia patients.[23] Even when the disease 
gets diagnosed, assessment of  nutritional status and the emphasis 

on the need for adequate nutrition often get ignored. This is mainly 
because of  the overwhelming nature of  the disease and poor 
awareness regarding malnutrition and its deleterious effects on 
such patients. At the time of  disease diagnosis, a thorough clinical 
nutritional assessment is needed to look for signs of  nutritional 
deficiencies. Anthropometric assessment of  height, weight, and 
body mass index (BMI) will help in identifying the normal and 
malnourished subjects requiring special attention. The traditional 
way of  assessing dietary intake using 24 hour food recall is very 
time consuming and may not represent a typical pattern followed 
by the patient.[24] Numerous screening tools like mini nutritional 
assessment (MNA) and malnutrition universal screening tool 
that can be easily applied in a community setting are available 
to identify malnourished adults or those who are at the risk of  
malnutrition. MNA, one of  the commonly used applied tool, 
has high sensitivity and specificity and can be easily implemented 
by the carer with minimal training.[25] In addition, there are 
tools available to identify the aversive feeding behavior (AFB) 
or learned refusal patterns like poor mouth opening to food, 
throwing tantrums during feeding like spitting out food, etc. Once 
assessment is complete, the clinician or the dietician should design 
a complete diet including adequate amounts of  carbohydrates, 
protein, micronutrients like vitamin and minerals, and essential 
fatty acids. In addition, care should be given to prepare a diet 
plan including locally available, easily prepared food items so that 
caregiver compliance could be ensured.

Training and Education Programs for the Caregiver
Caregiver is the most important link in ensuring proper nutrition 
for the dementia patients who are dependent on them and 
training them is an important aspect of  dementia care. Because 
of  the high prevalence of  the disease among women, it is usually 
the male spouse who will be assuming the role of  caregiver. For 
many, this may be totally a new role that they may be getting 
accustomed to and usually will be fraught with apprehension and 
doubt regarding their choice of  meal being correct or not. It is 
always important to hear out their apprehensions as it has been 
shown that caregiver strain can adversely affect the nutritional 
status of  the dementia patient.[26] The Alzheimer’s Disease 
International, London, has brought out certain instructions for 
the caregiver, which is summarized below [Table 1].[27]

Figure 1: Vicious cycle of dementia and nutrition. Source: Author’s own
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2. Make the person sit in a comfortable position
3. Do not rush; let the patient takes adequate time to complete 

the meal
4. Maintain the routines, keep a calm and familiar atmosphere 

and be sensitive to person’s frustrations. Some may respond 
well to soothing background music

5. If  gets easily distracted, consider snack packs
6. Consider changing meal times to the time of  the day when 

the person is more settled
7. Consider finger food idea which can be easily picked by the 

patient
8. Small amounts at frequent intervals
9. Ensure hydration by frequent fluid intake
10. Good quality lighting of  the dining area.

Studies are available describing the positive effects of  family‑style 
mealtimes on the quality of  life and nutritional well‑being on the 
nursing home residents though these residents are not particularly 
suffering from dementia.[31,32] Also little evidence is available 
regarding the positive effects of  aforementioned mealtime 
strategies implemented at homes of  dementia patients which 
leave room for future research.

Nutritional Supplements
Provision of  carbohydrates and protein nutrit ional 
supplementations are another strategy that can be considered 
in patients with dementia. Such supplements are commercially 
available, ready to make, and usually can be given in liquid 
forms to the patients in desirable quantities at regular intervals. 
To understand its impact on weight and BMI, ADI has 
conducted a meta‑analysis using eight controlled trials done 
on dementia patients which had intervention as macronutrient 
supplements. The results provided clear evidence supporting 
macronutrient supplementation causing increase in weight and 
BMI [Figures 2 and 3].

But meta‑analysis did not talk about databases searched, 
search strategies, and reason for selecting the articles they 
have finally included in the analysis. This casts doubt on the 
validity of  the results of  the meta‑analysis, calling for further 
research in this area. But this does not rule out the role of  
macronutrient supplements; a Cochrane review looking into the 
effect of  protein and energy supplementation among elderly 
population at risk of  malnutrition showed weight gain with 
supplementation.[33]

Is there any role for micronutrient supplementation in dementia? 
In 2011, the European Society for Clinical Nutrition and 
Metabolism (ESPEN) has put up an expert group to create 
nutritional guidelines for various disease conditions considering 
grade of  evidence and strength of  recommendations.[34] The 
guideline they have put forth for dementia does not recommend 
supplementation of  micronutrients like vitamins, minerals like 
selenium, copper, etc., as they were found to have nil effect on 
cognition.[23]

A multicentric controlled trial was carried out including 
Alzheimer’s patients residing at home and their carers from 
three main European countries to assess the impact of  
carer education on nutritional wellbeing of  the patients. The 
intervention was carer education on consequences of  poor 
nutrition, coping with stress, use of  MNA to assess malnutrition, 
dietary recommendations, tips to increase protein and energy 
intake, AFB, and practical dietetics. The control group had 
routine clinical evaluation. The total study period was 1 year and 
the patients’ weight, nutritional state, cognitive function, and 
behavioral disorders were assessed at baseline and reassessed at 6 
and 12 months. Although the study did not find any statistically 
significant increase in weight in the intervention group, it has 
been noticed that the nutritional status measured using MNA 
remained same in the intervention arm, whereas it decreased 
significantly in the control arm.[28] Another cluster‑randomized 
trial conducted in Spain also showed similar results with 
no significant weight gain, but significant improvement in 
nutritional status among the intervention group.[29] Although 
there is a dearth of  evidence to support weight gain by the 
patients through caregiver training, this intervention should 
be promoted primarily because it was clearly found helpful 
in preventing worsening of  the nutritional status. In addition, 
such sessions would give the carers an arena to bring up their 
apprehensions and difficulties.

Mealtime Environment and Routine Modification
Various government services like National Health Service (NHS), 
National Institute on Ageing, etc., and nonprofit organizations 
like Alzheimer’s Disease International (ADI) have brought out 
practical guides to improve mealtime experiences.[30] The main 
points in these strategies have been summarized below.

1. Use mealtime as a time for interaction with a happy warm tone 
in the voice; naming food and drinks may trigger memory

Table 1: Feeding instructions for caregiver. Source[27]

Appetite 
stimulation

Regular snacks and small meals
Food according to patient’s preference
Stronger flavors
Keep food soft and warm
Maintain a relaxed atmosphere
Try and eat with the patient, interacting with them, 
irrespective of  the response
Encourage participation in meal preparation during 
the early stage of  the disease

Not eating food Do not consider it as not wanting food and stopped 
eating as completed eating
Encourage gently
Consider “finger food” like fruit slices

Loss of  feeding 
skills or AFB

Needs to be fed by the caregiver
Understand that AFB is not intentional
Do not rush while feeding
Provide independence where ever possible
Watch out for nonverbal communication through eye 
contact or body language
Do not try to feed while anxious or irritated
Feed while conscious and alert, preferably in a sitting 
up position to avoid aspiration
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Role of Artificial Nutrition and Hydration (ANH)
Artificial nutrition includes enteral nutrition, parenteral nutrition, 
and parenteral fluids. During the terminal stage of  the disease 
when feeding becomes extremely difficult, the natural tendency 
of  the carer is to resort toward artificial nutrition. Many of  the 
carers are informed only about the benefits of  tube feeding 
without mentioning about the hazards like infection, aspiration, 
etc., prompting them to opt for it.[35] Some of  the relatives may 
even want to give percutaneous endoscopic gastrostomy for 
their loved ones to restore feeding.[36] Most often such patients 
will be restraint to prevent them from pulling the tube out, 
which is quite undignified and derogatory. Also, such restraints 
can precipitate aggressive behavior prompting them to injure 
themselves.[37] The ESPEN guidelines strongly recommend 
against this practice as the sensation of  hunger is poor among 
dying and if  we force feed, only very little gets absorbed. The rest 
may get regurgitated leading to cause other medical conditions 
like aspiration pneumonia, thereby worsening their quality of  
life. Although the evidential support for this guideline is poor, 
with the absence of  controlled trials and systematic reviews, it 
endorses the role of  palliative care in reducing the discomfort 
in such patients.[23]

Challenges in Implementing these Strategies 
in LMICs

Although the aforementioned strategies are clinically sound 
and viable, implementing them in resource‑poor settings like 
LMICs is a challenge. Some of  the main limitations include the 
low health literacy and stigma, limited access to health care, and 
economic barriers. In many countries, dementia is not often 
recognized as an organic disease condition of  the brain but is 
accepted as a normal part of  aging. Their altered behavior often 
get misunderstood as wilful activities done with an intention to 
cause more trouble for caregivers. This misinterpretation may 
expose care recipient to abuse, distress, and stigma.[38] Access to 
health care is still a challenge in many LMICs. People, especially 
in rural areas, have to travel far for medical support. Many a times 
dementia is identified as a disease with nil effective cure which 
prevents many carers from investing much in such patients. It 

is also an additional economic burden on the family, incurred 
directly from the disease and its complications and indirectly 
from the loss of  carer income.[39]

If  we analyze the aforementioned strategies in the background 
of  these challenges, we realize that the practical application 
of  these clinically sound strategies may not be easy. Most 
of  the nutritional screening tools are evolved in a developed 
country setting and may not be very relevant and user‑friendly 
in LMICs. Training of  the carer and routine modifications are 
widely accepted strategies with proven beneficial effects on the 
nutritional status. This can be implemented in LMICs with slight 
modification of  the methods incorporating the sociocultural 
and economic background of  each region. Oral nutritional 
supplementation using commercially available products may not 
be feasible in a resource‑poor setting; locally available, easy to 
make, and culturally and religiously acceptable substitutes need 
to be identified to bring in the desired effects.[40,41] I would not 
consider ANH in a resource‑poor setting because it is expensive 
without having any proven benefits.

In a country like India, primary health center doctors often play 
the interface between people living with dementia and health 
care system. They are aptly positioned in the continuum of  care 
playing a vital role in early diagnosis, timely referral, and providing 
carer guidance and support to adapt with long‑term care needs. In 
addition, they will be having a proper understanding about care 
recipients’ social, cultural, and financial background. Therefore, 
making primary care doctors aware of  aforementioned strategies 
will help in successful penetration of  these methods into the 
community. It will also help them to customize these strategies 
according to the demands of  the society they serve.

Conclusion

The objective of  the article was to compare various strategies 
to ensure adequate nutrition for older people with dementia in 
their own home. Evidence was presented exploring the role of  
five strategies: nutritional screening and assessment, training and 
education programs for the care‑giver, mealtime environment 

Figure  2: Forest-plot showing the effect of oral nutritional 
supplementation on % change in body weight. Source[27]

Figure  3: Forest-plot showing the effect of oral nutritional 
supplementation on BMI. Source[27]
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and routine modification, nutritional supplements, and ANH. 
Most of  the evidence put forward here were looking into 
scientific and clinical efficacy of  these strategies. It has also 
briefly analyzed critically, the feasibility of  implementing these 
strategies in LMICs. In resource‑poor setting like LMICs, the 
article concludes that screening, caregiver education, mealtime 
and routine modification, and nutritional supplements should be 
used in tandem to ensure adequate nutrition at home for people 
with dementia. It does not recommend ANH for nutrition as it 
involves procedure like gastrostomy which is expensive. There 
is also a clear lack of  evidence in terms of  controlled trials and 
systematic reviews supporting its benefits.

Acknowledgement
This review was undertaken as part of  a module for the course 
MSc Global Ageing and Policy conducted at the Centre for 
Research on Ageing (CRA), University of  Southampton, United 
Kingdom. The course was supported by a Commonwealth 
Distance Learning Scholarship.

Financial support and sponsorship
Nil.

Conflicts of interest
There are no conflicts of  interest.

References

1. NHS Choices. Symptoms of dementia [Internet]. Dementia 
guide. 2017 [cited 2017 Dec 9]. Available from: https://
www.nhs.uk/Conditions/dementia‑guide/Pages/
symptoms‑of‑dementia.aspx.

2. Alzheimer’s Association. Types of Dementia [Internet]. 
Alzheimer’s and Dementia. 2017 [cited 2017 Dec 9]. 
Available from://www.alz.org/dementia/types‑of‑dementia.
asp.

3. Mazure CM, Swendsen J. Sex differences in Alzheimer’s 
disease and other dementias. Lancet Neurol 2016;15:451‑2.

4. Viña J, Lloret A. Why women have more Alzheimer’s disease 
than men: Gender and mitochondrial toxicity of amyloid‑beta 
peptide. J Alzheimers Dis JAD 2010;20(Suppl 2):S527‑33.

5. Sosa‑Ortiz AL, Acosta‑Castillo I, Prince MJ. Epidemiology 
of dementias and Alzheimer’s disease. Arch Med Res 
2012;43:600‑8.

6. Peters R, Booth A, Rockwood K, Peters J, D’Este C, 
Anstey KJ. Combining modifiable risk factors and risk of 
dementia: A systematic review and meta‑analysis. BMJ Open 
2019;9:e022846.

7. Sathianathan R, Kantipudi SJ. The dementia epidemic: 
Impact, prevention, and challenges for India. Indian J 
Psychiatry 2018;60:165‑7.

8. Bloom DE, Luca DL. Chapter 1‑The global demography of 
aging: Facts, explanations, future. In: Piggott J, Woodland A, 
editors. Handbook of the Economics of Population 
Aging [Internet]. North‑Holland; 2016 [cited 2019 Oct 9]. 
p. 3‑56. Available from: http://www.sciencedirect.com/
science/article/pii/S2212007616300062.

9. Prince M, Bryce R, Albanese E, Wimo A, Ribeiro W, Ferri CP. 

The global prevalence of dementia: A systematic review 
and metaanalysis. Alzheimers Dement J Alzheimers Assoc 
2013;9:63‑75.e2.

10. Hickson M. Malnutrition and ageing. Postgrad Med J 
2006;82:2‑8.

11. Jones S. Nutritional interventions for preventing malnutrition 
in people with dementia. Nurs Older People 2019. doi: 
10.7748/nop. 2019.e1144.

12. Kimura A, Sugimoto T, Kitamori K, Saji N, Niida S, Toba K, 
et al. Malnutrition is associated with behavioral and 
psychiatric symptoms of dementia in older women with mild 
cognitive impairment and early‑stage Alzheimer’s disease. 
Nutrients [Internet]. 2019 Aug 20 [cited 2019 Oct 10];11. 
Available from: https://www.ncbi.nlm.nih.gov/pmc/
articles/PMC6723872/.

13. Grundman M, Corey‑Bloom J, Jernigan T, Archibald S, 
Thal LJ. Low body weight in Alzheimer’s disease is 
associated with mesial temporal cortex atrophy. Neurology 
1996;46:1585‑91.

14. Vanhanen M, Kivipelto M, Koivisto K, Kuusisto J, 
Mykkänen L, Helkala EL, et al. APOE‑epsilon4 is associated 
with weight loss in women with AD: A population‑based 
study. Neurology 2001;56:655‑9.

15. Engelhart MJ, Geerlings MI, Meijer J, Kiliaan A, Ruitenberg A, 
van Swieten JC, et al. Inflammatory proteins in plasma and 
the risk of dementia: The rotterdam study. Arch Neurol 
2004;61:668‑72.

16. Zuliani G, Ranzini M, Guerra G, Rossi L, Munari MR, Zurlo A, 
et al. Plasma cytokines profile in older subjects with late 
onset Alzheimer’s disease or vascular dementia. J Psychiatr 
Res 2007;41:686‑93.

17. Sergi G, De Rui M, Coin A, Inelmen EM, Manzato E. Weight 
loss and Alzheimer’s disease: Temporal and aetiologic 
connections. Proc Nutr Soc 2013;72:160‑5.

18. Miller SL, Wolfe RR. The danger of weight loss in the elderly. 
J Nutr Health Aging 2008;12:487‑91.

19. Newman AB, Yanez D, Harris T, Duxbury A, Enright PL, 
Fried LP, et al. Weight change in old age and its association 
with mortality. J Am Geriatr Soc 2001;49:1309‑18.

20. Arvanitakis M, Beck A, Coppens P, De Man F, Elia M, 
Hebuterne X, et al. Nutrition in care homes and home 
care: How to implement adequate strategies (report of 
the Brussels Forum (22–23 November 2007)). Clin Nutr 
2008;27:481‑8.

21. Bilotta C, Bergamaschini L, Arienti R, Spreafico S, Vergani C. 
Caregiver burden as a short‑term predictor of weight loss 
in older outpatients suffering from mild to moderate 
Alzheimer’s disease: A three months follow‑up study. Aging 
Ment Health 2010;14:481‑8.

22. Rivière S, Gillette‑Guyonnet S, Andrieu S, Nourhashemi F, 
Lauque S, Cantet C, et al. Cognitive function and caregiver 
burden: Predictive factors for eating behaviour disorders in 
Alzheimer’s disease. Int J Geriatr Psychiatry 2002;17:950‑5.

23. Volkert D, Chourdakis M, Faxen‑Irving G, Frühwald T, 
Landi F, Suominen MH, et al. ESPEN guidelines on nutrition 
in dementia. Clin Nutr 2015;34:1052‑73.

24. Raina SK. Limitations of 24‑hour recall method: Micronutrient 
intake and the presence of the metabolic syndrome. North 
Am J Med Sci 2013;5:498.

25. NEMO. Validated malnutrition screening and assessment 
tools: Comparison guide [Internet]. 2017 [cited 2017 Dec 12]. 
Available from: https://www.health.qld.gov.au/__data/



Paul: Home nutritional support in dementia care

Journal of Family Medicine and Primary Care 48 Volume 9 : Issue 1 : January 2020

assets/pdf_file/0021/152454/hphe_scrn_tools.pdf.

26. Gillette‑Guyonnet S, Nourhashemi F, Andrieu S, 
de Glisezinski I, Ousset PJ, Riviere D, et al. Weight loss in 
Alzheimer disease. Am J Clin Nutr 2000;71:637S‑42S.

27. Prince M, Albanese E, Guerchet M, Prina M. Nutrition 
and Dementia [Internet]. London: Alzheimer’s Disease 
International; 2014 [cited 2017 Dec 9]. Available 
from: https://www.alz.co.uk/sites/default/files/pdfs/
nutrition‑and‑dementia.pdf.

28. Rivière S, Gillette‑Guyonnet S, Voisin T, Reynish E, 
Andrieu S, Lauque S, et al. A nutritional education program 
could prevent weight loss and slow cognitive decline in 
Alzheimer’s disease. J Nutr Health Aging 2001;5:295‑9.

29. Salvà A, Andrieu S, Fernandez E, Schiffrin EJ, Moulin J, 
Decarli B, et al. Health and nutrition promotion program 
for patients with dementia (NutriAlz): Cluster randomized 
trial. J Nutr Health Aging 2011;15:822‑30.

30. Allen C, Briafield J, El‑Sour L‑J, Glover H, Hattersley J. Dementia 
care: A practical guide to eating and drinking [Internet]. 
NHS. 2014 [cited 2017 Dec 12]. Available from: https://www.
uhcw.nhs.uk/clientfiles/File/Dementia%20care‑%20A%20
practical%20guide%20to%20eating%20and%20drinking%20
_1657_%20‑%20April%202014.pdf.

31. Nijs KA, de Graaf C, Kok FJ, van Staveren WA. Effect of family 
style mealtimes on quality of life, physical performance, and 
body weight of nursing home residents: Cluster randomised 
controlled trial. BMJ 2006;332:1180‑4.

32. Nijs KA, de Graaf C, Siebelink E, Blauw YH, Vanneste V, 
Kok FJ, et al. Effect of family‑style meals on energy intake 
and risk of malnutrition in dutch nursing home residents: 

A randomized controlled trial. J Gerontol A Biol Sci Med 
Sci 2006;61:935‑42.

33. Milne AC, Potter J, Vivanti A, Avenell A. Protein and energy 
supplementation in elderly people at risk from malnutrition. 
In: The Cochrane Library [Internet]. John Wiley and Sons, 
Ltd; 2009 [cited 2017 Dec 13]. Available from: http://
onlinelibrary.wiley.com/doi/10.1002/14651858.CD003288.
pub3/full.

34. Preiser JC, Schneider SM. ESPEN disease‑specific guideline 
framework. Clin Nutr 2011;30:549‑52.

35. Post SG. Special care units: End‑of‑life ethics in advanced 
Alzheimer’s disease. Alzheimers Care Today 2001;2:67‑9.

36. Vitale CA, Hiner T, Ury WA, Berkman CS, Ahronheim JC. 
Tube feeding in advanced dementia: An exploratory survey 
of physician knowledge. Care Manag J 2006;7:79‑85.

37. Heuberger RA. Artificial nutrition and hydration at the end 
of life. J Nutr Elder 2010;29:347‑85.

38. Prince M, Acosta D, Albanese E, Arizaga R, Ferri CP, 
Guerra M, et al. Ageing and dementia in low and middle 
income countries‑Using research to engage with public 
and policy makers. Int Rev Psychiatry Abingdon Engl 
2008;20:332‑43.

39. Maestre GE. Assessing dementia in resource‑poor regions. 
Curr Neurol Neurosci Rep 2012;12:511‑9.

40. Pachana NA, Gallagher‑Thompson D. The importance of 
attention to cultural factors in the approach to dementia 
care services for older persons. Clin Gerontol 2018;41:181‑3.

41. Janevic MR, Connell CM. Racial, ethnic, and cultural 
differences in the dementia caregiving experience: Recent 
findings. Gerontologist 2001;41:334‑47.


