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A B S T R A C T   

COVID-19 pandemic is expected to be the greatest challenge for mental health since World War II in general, but 
the toll exacted on patients with Alzheimer’s disease (AD) and their family is the greatest in several respects. AD 
patients are at the highest risk for contagion and death from the disease, but also at the very bottom in the list of 
priorities to access critical care services at times of medical resource scarcity. In this communication we examine 
the impact of the pandemic on AD patients and their family from the general medical, neurological, and mental 
health perspectives. We propose that instances of undue restriction of access to care based upon age and diag-
nosis show that society, governments, and health professionals need to exert maximum care, human compassion, 
and adherence to original Hippocratic values when addressing the needs of persons with AD and other major 
neurocognitive disorders during the COVID-19 pandemic, and that psychiatry is called to contribute to societal 
measures oriented to diminish human burden in this population.   

1. Introduction 

COVID-19 is expected to have a catastrophic impact on mental health 
globally. Apart from vivid, anecdotal illustrations of what the pandemic 
means to the mental health of patients suffering from COVID-19, health 
workers caring for them, and families deprived of the opportunity to 
help in care or assisting to humane deaths (e.g. [1]), quantitative esti-
mations are being made on the potential scale of this human tragedy. A 
recent forecast of COVID-19 impact on mental health needs in England, 
for example, estimates that 20% of the entire population will need new 
or additional mental health interventions as a direct consequence of the 
pandemic, including a substantial proportion of children and adoles-
cents [2]. Whereas immediate service demand has decreased as a 
consequence of lockdowns and physical distancing, following COVID-19 
a significant proportion of the population is expected to require psy-
chiatric interventions for heightened rates of depression, anxiety, sub-
stance use disorders, and post-traumatic stress disorder, at rates far 
beyond what could be expected from previous experiences with eco-
nomic crises [2–4]. Worsening income and unemployment rates are but 
one of several additional problems caused by COVID-19, including social 
isolation, fear of dying, or restricted access to services, to name a few. 
The mental health impact of COVID-19 in patients with late-onset Alz-
heimer’s Disease (LOAD), their families, and social services addressing 

their needs is expected to be remarkably higher than that for other 
psychiatric disorders [5], in terms of risk of infection, risk of severe 
variants, death of COVID-19, and human suffering [5,6]. Older age 
emerged as the main risk factor from COVID-19 since the earliest 
available reports [6,7]. More recently, suffering from LOAD, other de-
mentias, or other neurocognitive disorder are considered even stronger 
predictors of death, even after controlling for age [8,9]. However, the 
impact of COVID-19 on LOAD and other neurocognitive disorders far 
exceeds death. Patients and their families are affected by COVID-19 in 
many other ways. 

2. Patients with LOAD have a higher risk of infection, 
hospitalization, and death 

Heightened health risks related to COVID-19 among persons with 
LOAD begin with increased proneness to get the infection. Patients with 
cognitive compromise can have difficulties understanding and executing 
public health measures designed to minimize risks of infection, 
including forms of contagion, hand washing, physical distancing, and 
appropriate wearing of masks. Behavioral agitation characteristic of 
advanced LOAD worsens these difficulties and can even result in rapid 
spreading of the virus to other patients or their caregivers. Whereas virus 
shedding starts before the onset of characteristic symptoms, older people 
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with dementia tend to show atypical presentations, like increased 
agitation and delirium, instead of shortness of breath, cough, or fever, 
which delays COVID-19 detection and prevents effective containment 
measures in nursing homes. 

Once infected, older individuals with LOAD and less frequent de-
mentias have the highest rates of adverse outcomes including hospital-
ization and death. For example, in the first wave of the pandemic in 
Europe, persons older than 65 years accounted for most COVID-19 
deaths (e.g. [10,11]). Dementia, preexisting stroke, and a homozygous 
ApoE4 genotype are major risk factors for COVID-19 death independent 
of age [12]. Delays in seeking care for prevalent medical problems due 
to fears of contagion can also result in worse outcomes for general 
medical conditions such as cardiovascular disorders or infections. 

3. COVID-19 displays neurotropic effects and worsens cognitive 
status of individuals with LOAD 

The interaction of LOAD and COVID-19 can be considered a two-way 
street. Severe COVID-19 induces impaired consciousness, agitation, and 
delirium. And older age, dementia, and an ApoE4 genotype predispose 
to severe COVID-19 once infection ensues [13]. A discussion of the 
mechanisms explaining this two-way relationship exceed the objectives 
of this article, but such mechanisms are probably multifactorial and 
include hypoxia, stroke, postictal state, central and systemic inflam-
mation, an ApoE4 genotype favoring blood–brain barrier disruption, 
and less frequently, viral presence in the central nervous system [14,15]. 
Therefore, patients with LOAD are at risk for neurotropic effects of 
COVID-19 apart from their heightened death risk. 

4. Family members of patients with LOAD have a higher risk of 
mental health problems during the COVID-19 pandemic 

Caring for patients with LOAD dementia can be extremely 
emotionally grievous to family members, and in order to relieve care-
giver stress, strategies involving social activity, family and patient group 
support sessions can be very beneficial [16]. This is especially true in 
developing countries, which rely mostly on family support networks to 
care for members affected with dementia [17]. Strict governmental 
confinement measures have resulted in several adverse impacts on both 
patients and their families. The cessation of rehabilitation services and 
restricted help from family members other than the primary caregiver, 
results in worsening cognitive outcomes in patients and an increase in 
work burden stress, anxiety, and depression in family members [17]. 
This vicious cycle of worsened psychological status in patients and their 
caregivers resulting in cognitive deterioration in the former, can 
significantly affect overall health status and quality of life [5]. This 
helpless situation can be considered a silent cry of patients and families 
that health care workers and governments need to be attentive to 
hearing. But there is probably another silent cry being overlooked in 
relation to end-of-life decisions in the course of this pandemic. 

5. Caring for severe COVID-19: are we trying hard enough to 
hear any silent scream of Alzheimer’s disease patients dying of 
COVID-19? 

As stated, age and suffering from a dementia (usually LOAD) are the 
strongest risk factors for being hospitalized and dying from COVID-19 
[8,9]. The very same factors that put individuals at risk for these 
ominous outcomes, also put them at the bottom of priorities for getting 
access to life support in the form of a ventilator or other necessary 
measures when treatment is scarce [18]. The utilitarian ethical principle 
of “maximization of benefits” has the purpose of saving the most indi-
vidual lives, but can also be interpreted as saving the most life-years by 
giving priority to patients likely to survive the longest after treatment [18,19]. 
Some authors have referred to this approach as “ageism” and proposed 
careful triage that is age-blind be considered instead [20]. Taken to an 

extreme, the “maximization of benefits” principle leads to concluding 
that an older person with dementia should be actively removed from a 
ventilator (meaning a certain and almost immediate death) if room 
needs to be made for an incoming younger patient with more potential 
years of life [18]. This opinion has been scrutinized and sometimes 
vehemently questioned [21–24], but in theory remains an option in 
decision-making process in the pandemic. Some contrary arguments 
appeal to virtue ethics, for example invoking their potential for harming 
staff morale and public trust [23], and some are made from the deon-
tological and judicial perspectives of protected legal rights and worth of 
all human beings, including those who are weak, old, and disabled [22], 
as is clearly the case of patients with LOAD and other dementias. Most 
important, a substantial number of individuals with LOAD enjoy 
meaningful personal and family lives until late in the disease, and 
therefore there is agreement in the medical community that older age or 
dementia should not be an umbrella concept automatically excluding 
patients from critical care at times of scarce resources. Such an exclu-
sionary criterion would be based on unsubstantiated assumptions about 
quality of life [5]. 

The pandemic has hit at a time when ethical values informing these 
decisions are being explicitly or implicitly pondered not only by the 
medical community, but also by the general public. For example, in 
2019 population surveys showed that a stunning 40% of adult Belgians 
were in favor of “not administering costly treatments to prolong life in 
anyone older than 85 years of age.” Only 28% of responders favored 
spending 50,000 euros or more in a vital treatment for persons who are 
85 years of age and older [25]. It is intriguing that Belgium, an advanced 
country with top-notch medical care, and the seat of several European 
Union governing bodies, has the highest per capita COVID19-related 
mortality rate in the world along with San Marino, at 168.30 per 
100,000 at the time of writing this article [26]. Claims that such a 
mortality rate is an overestimation, because untested patients dying in 
the pandemic were counted as COVID19, have been largely refuted [27]. 
Further, this mortality rate is disproportionately high when the nursing 
home population is considered [27], where older individuals with LOAD 
and other dementias are clearly overrepresented. At the first wave of the 
pandemic, 63% of COVID19 deaths had affected home care residents, a 
far greater proportion than that of other countries with aged populations 
[27]. Along with Luxembourg and the Netherlands, Belgium tops the 
countries with most residents over-65-year-old per capita in long-term 
care homes, at 71 per 1000 population as of 2012 [28]. At the 
individual-decision level, cultural and societal views on the value of life 
at different ages may arguably play a role on how assertive a treatment 
should be when the person at risk of dying is older and has an incurable 
disease like LOAD or another dementia. 

In the realm of end-of-life medicine, it might be important to 
consider that, along with the Netherlands, Belgium has the most lenient 
legal access to euthanasia and assisted suicide (EAS). Also, recent data 
show that, in the Netherlands, “suffering” as a reason for increasing 
numbers of EAS in the geriatric population occurs in diverse forms, not 
strictly end-of-life, medically incurable situations [29]. Understandably, 
this has raised concerns of a “slippery slope” of evolving EAS beyond 
initially conceived eligibility criteria. There appears to be an implicit 
societal agreement that some lives are no longer worth the investment 
required to preserve them or, in other words, that both the individual, 
family, or the society would be better off if the patient were dead [30]. 
The concoction of COVID19, an ageing population, and high prevalence 
of LOAD has probably put the medical community and the society at 
large, at a deeply troubling crossroads where decisions on who lives and 
who dies from a disease are truly compelling. This “perfect storm” brings 
to the forefront the values and beliefs guiding actual health behaviors. In 
particular the (deontological) value of human life in and of itself, is 
contrasted with (utilitarian) values such as society’s presumable “best 
interest,” especially in financial terms. The author believes older, 
disabled persons like those with Alzheimer’s Disease can be very easily 
turned into silent, defenseless casualties when those societal values are 
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shaky, and in the case of the medical profession, when core Hippocratic 
concepts emphasizing human life as an immanent value, no longer play 
a necessary role guiding all patient care. There are reasonable concerns 
this has played a part already in the current pandemic, when nursing 
home patients older than 65 years were denied critical care, even at 
times when availability of critical care resources was not an issue 
[31,32]. Psychiatry, often invoked to opine on issues like capacity, 
quality of life, and emotional suffering, should encourage explicit con-
versation about these societal dilemmas. 

6. Conclusions 

Whereas the COVID-19 is expected to be the greatest challenge for 
mental health since World War II [2], the toll exacted on patients with 
Alzheimer’s disease and their families is the greatest in most respects. 
They are at the highest risk for contagion and death from the disease, but 
also maximally affected by the restriction in the access to health care 
services due to the pandemic. Due to considerations of number and 
quality of life years lived if recovered, older individuals with dementia 
are at the very bottom in the list of priorities to access critical care 
services at times of medical resource scarcity. This situation requires 
that society, governments, and health professionals exert maximum 
care, human compassion, and adherence to original Hippocratic values 
when addressing the needs of this population during the COVID-19 
pandemic. 
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