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Dementia: a global health priority

Dementia is a progressive chronic syndrome in
which there is a deterioration of the cognitive func-
tion beyond what might be expected from normal
ageing. It affects memory, thinking and social func-
tions severe enough to affect the daily functions of
the person.

Cognitive changes include memory loss, difficulty in
communication, difficulty in thinking and problem
solving, difficulty in handling complex tasks etc. The
impairment in cognitive function is commonly ac-
companied, by deterioration in emotion and behav-
iour, including personality changes, depression,
anxiety, paranoia, agitation and hallucinations.

The syndrome of dementia may be caused by vari-
ous underlying diseases, each characterized by a
specific group of signs. Alzheimer’s disease (AD) is
the most prevalent cause of dementia which is a
neurodegenerative disorder. The second most
prevalent cause of dementia is vascular dementia
(VaD), which may be caused by various types of
vascular pathology in the brain, such as “large ves-
sel” (large territorial or strategical infarctions) and
“small vessel” (lacunes and white matter hyperin-
tensities) disease. Other frequent causes of de-
mentia include frontotemporal lobar degeneration
and dementia with Lewy bodies.

Dementia is one of the major causes of disability
and dependency among older people worldwide. It
is overwhelming not only for the people who have
it, but also for their carers and families. There is
often a lack of awareness and understanding of
dementia, resulting in stigmatization and barriers to
diagnosis and care. The impact of dementia on
carers, family and societies can be physical, psy-
chological, social and economic.

Epidemiology

Worldwide, around 50 million people have demen-
tia, estimated to reach 75.63 million in 2030 and
135.46 million in 2050 which shows that the burden
of dementia will be tripled over next 30 years. Near-
ly 60% of people with dementia are living in low-
and middle-income countries. Every year, there are
nearly 10 million new cases.

The estimated proportion of the general population
aged 60 and over with dementia at a given time is
between 5 to 8 per 100 people.

Numbers of new cases have increased and then
declined with increasing age in each region; in Eu-
rope and the Americas peak incidence is among
those aged 80-89 years, in Asia it is among those
aged 75-84, and in Africa among those aged 70-79.
Population ageing is the main driver of projected
increases. Since population ageing is occurring at
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an unprecedentedly fast rate in low- and, particular-
ly, middle-income countries, the bulk of the in-
crease in numbers through to 2050 will occur in
those regions. The net effect is to further reduce
the variation in prevalence between world regions.

Signs and symptoms
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Figure 1 Prevalence of Dementia by age and sex

Dementia affects each person in a different way,
depending upon the impact of the disease and the
person’s personality before becoming ill. The signs
and symptoms linked to dementia can be under-
stood in three stages.

Early stage: the early stage of dementia is often
overlooked, because the onset is gradual. Common
symptoms are forgetfulness, losing track of the
time, becoming lost in familiar places.

Middle stage: as dementia progresses to the mid-
dle stage, the signs and symptoms become clearer
and more restricting. Symptoms include becoming
forgetful of recent events and people's names, be-
coming lost at home, having increasing difficulty
with communication, needing help with personal
care, experiencing behaviour changes, including
wandering and repeated questioning.

Late stage: the late stage of dementia is one of
near total dependence and inactivity. Memory dis-
turbances are serious and the physical signs and
symptoms become more obvious. Symptoms are
becoming unaware of the time and place, having
difficulty recognizing relatives and friends, having
an increasing need for assisted self-care, having
difficulty walking, experiencing behaviour changes
that may escalate and include aggression.

The global economic cost of dementia

The estimated annual global cost of dementia is
US$ 818 billion, equivalent to more than 1% of
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global gross domestic product. The total cost includes direct medi-
cal costs and indirect medical cost including social care and infor-
mal care (loss of income of care givers). The costs are driven
mainly by social care needs; health care costs account for a small
proportion of the total, given the low diagnosis rate, limited thera-
peutic options, and the underutilization of existing evidence-based
interventions.

By 2030, the cost is expected to have more than doubled, to US$
2 trillion, a cost that could undermine social and economic devel-
opment and overwhelm health and social services, including long-
term care systems.

Low-income countries accounted for just under 1% of total world-
wide costs (but 14% of the prevalence of dementia), middle-
income countries for 10% of the costs (but 40% of the prevalence
of dementia) and high-income countries for 89% of the costs (but
46% of the prevalence of dementia).
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Figure 2 Distribution of global societal costs of dementia, by coun-
try income status.

In all world regions, informal care provided by family, friends and
the community is the cornerstone of the care system. In LAMIC
these informal care costs predominate, accounting for 58% of all
costs in low-income and 65% of all costs in middle-income coun-
tries, compared with 40% in high-income countries. Conversely, in
high-income countries, the direct costs of social care (professional
care in the community, and the costs of residential and nursing
home care) account for the largest element of costs — 42%, com-
pared with only 14% in LAMIC where such services are not gener-
ally available.

Impact on families and carers

Dementia is overwhelming for the families of affected people and
for their carers. Physical, emotional and economic pressures can
cause great stress to families and carers, and support is required
from the health, social, financial and legal systems.

In LAMIC, high dependency rates of both youngsters and elderly
persons, there is a high economic burden on family caregivers.
Typically, around a fifth of caregivers have cut back on paid work,
and paid care workers are becoming common in some cities, add-
ing to the economic burden. Moreover, compensatory benefits are
practically non-existent.

Risk factors and prevention

Although age is the strongest known risk factor for dementia, it is
not an inevitable consequence of ageing. Further, dementia does
not exclusively affect older people — young onset dementia
(defined as the onset of symptoms before the age of 65 years)
accounts for up to 9% of cases. Some research has shown a rela-
tionship between the development of cognitive impairment and life-
style related risk factors that are shared with other non-
communicable diseases. These risk factors include physical inac-
tivity, obesity, unhealthy diets, tobacco use and harmful use of
alcohol, diabetes, and midlife hypertension. Additional potentially
modifiable risk factors include depression, low educational attain-
ment, social isolation, and cognitive inactivity.

It is well known that brain changes typically begin years before
people show symptoms of dementia, which suggests a window of
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opportunity to prevent or delay the onset of these conditions.
Though several interventions have been suggested for the public
health to prevent or delay the onset of dementia, those interven-
tions are yet to be proven clinically and epidemiologically. A sys-
tematic review done by Agency for Healthcare Research and
Quality, United States, identified no specific interventions that are
supported by sufficient evidence to justify mounting a firm public
health campaign to encourage people to adopt them for preventing
dementia. The systematic review did, however, find some degree
of support for the benefit of three classes of intervention:

1. cognitive training

2. blood pressure management in people with hypertension,

3. increased physical activity.

WHO response for Dementia

WHO has recognized dementia as a public health priority. In May
2017, the World Health Assembly has endorsed the Global action
plan on the public health response to dementia 2017-2025. The
Plan provides a comprehensive blueprint for action — for policy-
makers, international, regional and national partners.

An international surveillance platform, the Global Dementia Obser-
vatory, has been established for policy-makers and researchers to
facilitate monitoring and sharing of information on dementia poli-
cies, service delivery, epidemiology and research.

WHO has developed iSupport for dementia (https://
www.isupportfordementia.org/en), an e-health solution that pro-
vides information and skills training for carers of people living with
dementia. The first study of the usability and effectiveness of iSup-
port is taking place in India.

Dementia is also one of the priority conditions in the WHO Mental
Health Gap Action Programme (mhGAP), which aims to scale-up
care for mental, neurological and substance use disorders, particu-
larly in low- and middle-income countries.

A range of actions has to be taken from public health sector to
improve care and services for people with dementia and their care-
givers. Public awareness-raising and advocacy to the relevant
authority and stakeholders, developing and implementing demen-
tia policies and plans, health system strengthening to cope the
current and future needs of dementia including medical and sup-
portive services, capacity-building, supporting caregivers and re-
search are some of the main areas to be strengthened. Same time
the actions need to be context-specific and culturally relevant.
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Table 2: Vaccine-Preventable Diseases & AFP 16th- 22nd Sep 2017 (38t Week)
Number of | Number of Total Difference
No. of Cases by Province cases cases ber of Total num- | between the
Di during during num erto ber of cases | number of
iSease current same cc?:tee sino to date in cases to
wlc| s N E [nw| N | u | sab W;g:‘,'“ W;g:‘g" 2017 2016 "a‘; '2';,122"
AFP* 00| 00| 00 | o0 | 00 | 00| 00|00/ o0 00 01 50 52 - 3.8%
Diphtheria 00| 00| 00 | o0 | 00 | 00| 00| 00| o0 00 00 00 00 0%
Mumps 01|00 | 01| o0 |01 |00]| 00| 02| o0 05 01 237 293 -19.1%
Measles 00| 00 | 00 | o1 |00 00| 00| 00| o0 01 01 172 324 - 46.9%
Rubella 00| 00| 00 | o0 | 00 | 00| 00|00/ o0 00 01 09 08 12.5%
CRS* 00| 00| 00 | o0 | 00 | 00| 00 | 00 | o0 00 00 01 00 0%
Tetanus 02| 00| 00| o0 |00 |00 00|00/ o0 02 00 16 08 100%
:::“ata' Teta- | o0 | 00 | 00 | 00 | 00 [ 00| 00 | 00 | 00 00 00 00 00 0%
JapaneseEn- | 44 | o9 | 00 | 00 | 00 |00 | 00 | 00 | 0O 00 00 21 15 40%
cephalitis
‘(’:"::;'f“‘g 03| 00| 00 | 00 |00 00| 0000 00 03 00 17 52 | -67.3%
Tuberculosis 62| 06 | 14 | 02 | 11 |10 | 00 | 06 | 05 116 140 6120 6906 | -11.3%

Key to Table 1 & 2

Provinces: W: Western, C: Central, S: Southern, N: North, E: East, NC: North Central, NW: North Westem, U: Uva, Sab: Sabaragamuwa.

RDHS Divisions: CB: Colombo, GM: Gampaha, KL: Kalutara, KD: Kandy, ML: Matale, NE: Nuwara Eliya, GL: Galle, HB: Hambantota, MT: Matara, JF: Jaffna,
KN: Killinochchi, MN: Mannar, VA: Vavuniya, MU: Mullaitivu, BT: Batticaloa, AM: Ampara, TR: Trincomalee, KM: Kalmunai, KR: Kurunegala, PU: Puttalam,
AP: Anuradhapura, PO: Polonnaruwa, BD: Badulla, MO: Moneragala, RP: Ratnapura, KG: Kegalle.

Data Sources:

Weekly Return of Communicable Diseases: Diphtheria, Measles, Tetanus, Neonatal Tetanus, Whooping Cough, Chickenpox, Meningitis, Mumps., Rubella, CRS,

Special Surveillance: AFP* (Acute Flaccid Paralysis ), Japanese Encephalitis

CRS** =Congenital Rubella Syndrome

Number of Malaria Cases Up to End of September 2017,

06
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