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What is Dementia?
—A Symptom with Many Causes—

William J. LYNCH"

[Abstract] The following article presents a general overview of dementia, making the point that dementia is not a disease

but rather a symptom of a disease. After a presentation of the clinical characteristics of dementia, guidelines regarding the

distinguishing characteristics of dementia, delirium, and depression are provided.

The remainder of this article focuses upon two conditions commonly encountered in clinical practice: Mild Cognitive

Impairment and Alzheimer’s Dementia. Descriptions of how these two conditions are diagnosed, as well as how they

progress over time, are provided.
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Introduction

Dementia is not a disease, but rather is a symptom of
some disease process. Just as aphasia is not a disease,
but rather a symptom of a disease or condition (e.g.
stroke, cerebral tumor, and traumatic brain injury). In this
article I will discuss two common brain conditions that
lead to dementia: mild cognitive impairment (MCI) and
Alzheimer’s disease (AD).

The diagnosis of dementia requires multiple cognitive
deficits, including memory impairment, along with one
or more of the following: 1) apraxia (e.g. the patient
cannot carry out skilled, complex motor movements
spontaneously or on commal;d), 2) agnosia (e.g. the patient
cannot recognize familiar objects, shapes, sounds, faces,
body parts, or gestures), 3) aphasia (e.g. the patient has

difficulty understanding spoken or written speech, or has

difficulty expressing speech orally or in writing), and 4)
impaired executive functions (e.g. the patient demonstrates
impulsivity, loss of inhibitions, concreteness, impaired
problem-solving, or cannot anticipate consequences of
actions). The impairment must be substantial and should
represent a significant decline as compared to the patient's
prior level of functioning. In addition, depending on
the individual situation, problems with occupational and
social functioning or activities of daily living (ADL) are

significant (McKhann, Knopman, Chertkow, et al., 2011).

Sequence of memory failure
Memory failure typically occurs gradually and in a
predictable sequence. Immediate and short-term memory
fails initially. Examples are constantly losing possessions
(such as keys, eyeglasses, purse, and wallet), quickly

forgetting the names of newly met people, or forgetting
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directions.

Later, the failures become more frequent and potentially
harmful. For example the patient may forget food
left cooking on the stove, where their car is parked,
appointments, medications, or recent events.

Eventually, long-term / remote memory fails. For
example, the patient becomes unsure of, then unable to
recall important personal details and events from the more
distant past, such as vacations, visits by relatives or friends,

illnesses, hospitalizations, or important news items.

Table . Clinical features of dementia, delirium, and depression
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Temporary/reversible dementia

Dementia may be either temporary and reversible or
permanent, irreversible, and progressive. Dementia may be
caused by a general medical condition (for example: stroke,
brain tumor, liver or kidney disease). These conditions
are, theoretically, treatable and reversible given appropriate
medical intervention.

Some major causes of temporary/reversible dementia are:

1) metabolic disorders, including diabetes, thyroid disease,

impaired short-term, then recent then remote memory; impaired word finding,judgment, abstraction

Thoughts:
Dementia: perseveration; reduced interests; reduced logic; slowed processing
Delirium: bizarre; vivid; frightening; paranoid
Depression: slowed processing; sad; hopeless; negative self-thoughts; reduced interests
Sleep:
Dementia: disturbed sleep-wake cycle
Delirium: confusion disturbs it; nocturnal confusion; vivid nightmares
Depression: insomnia [varies]; “early morning awakening”
Orientation:
Dementia: steadily worsening: time-then-place-then-person
Delirium: fluctuating impairment: time-and-place-and-person
Depression: not impaired
Onset:
Dementia: gradual (years); subtle initially, then more pronounced
Delirium: acute or subacute (hours or days)
Depression: days or weeks; coincides with life changes
Memory & Cognition:
Dementia:
Delirium: impaired immediate memory, attention & concentration; unable to focus
Depression: impaired recent memory; remote memory ok; weak attention; but able to focus
Duration:
Dementia: months or years (8 - 15); progressive degeneration
Delirium: brief: hours or days; rarely: months
Depression: 2 weeks up to months or years
Daily Course:
Dementia: varies by type; may show “sundowning” (more confused at night)
Delirium: fluctuates, worse at night; can have lucid periods
Depression: worse on awakening, improves over the day
Alertness:
Dementia: usually not impaired
Delirium: fluctuates: from lethargic to hyper-vigilant
Depression: not impaired
Other:
Dementia: early: compensates or hides failures
Delirium: may be due to toxic states, electrolyte imbalance, organ failure
Depression: often hidden, may or may not have positive history of depression
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Table 2. Information required for diagnosis of dementia
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Provided By:

Information Required Method
medical history record review
social history interview pt. & family
current medical status complete physical / labs
brain status imaging: MR and PET

cognitive / emotional status focused neuropsychological exam

nurse / physician
nurse / psychologist
physician / nurse
neuroradiologist

neuropsychologist

liver disease, pancreatic disease, and nutritional disease
(especially vitamin B1, B12), 2) substance abuse, including
alcohol, prescription medications, over-the-counter
medications, recreational drugs, and alcohol, 3) toxic
exposure, including heavy metals, chemicals, gases, fumes,
4) traumatic brain injury, 5) infections such as encephalitis,

meningitis, and sepsis, and 5) major depression.

Distinction from delirium and depression

Before discussing specific conditions that can cause
dementia, it would be helpful to summarize the distinctions
among dementia, delirium, and depression (Queensland
Health, 2010). These conditions share some features and
therefore may make correct diagnosis difficult. Table 1
provides examples illustrating differences among the three

conditions.

Examples of dementing conditions that are generally
considered permanent or irreversible include: 1) mild
cognitive impairment (MCI), 2) AD, 3) vascular dementia
(VD), 4) frontotemporal dementia (FTD), and 5) dementia
with Lewy bodies (DLB). The present article will focus on
MCI and AD.

Diagnosing dementia requires multiple sources of
information such as medical history, social history, mental
status, brain status, cognitive status, and emotional status.
Table 2 shows the methods of examination and providers of

those sources.

Mild Cognitive Impairment (MCI)

MCI is considered a transition stage between cognitive

changes of normal aging and more serious cognitive

problems seen in AD (Peterseﬁ, 2004; Rivas-Vasquez,
Mendez, Rey, et al., 2004). MCI can affect many areas of
cognition such as language, attention, reasoning, judgment,
reading and writing, however, most research has focused on
its effects on memory. MCI can be divided into two broad
subtypes, of which amnestic MCI or aMCI significantly
affects memory, while nonamnestic MCI or naMCI does
not. Other functions, such as language and attention span,
may be impaired in either subtype (Figure 1).

Commonly used criteria for the diagnosis of aMCI
are: 1) deficient everyday memory, preferably confirmed
by another person, 2) normal judgment, perception and
reasoning skills, 3) normal activities of daily living (ADL),
4) reduced performance on memory tests, compared with
other people of similar age and educational background,
and 5) absence of dementia.

Typically, aMCI transitions into AD, while naMCI
transitions into conditions such as frontotemporal dementia,
primary progressive aphasia or dementia with Lewy bodies
(Petersen, 2011). Some people with MCI do not go on
to develop any type of dementia. Some remain stable,

while others even revert to normal (Petersen et al., 1999).

Cognitive Complaint Reported

It is Significant and Persistent
No Dementia
No Impairment in Activities of Daily Living

Is Memory Impairment the Primary Complaint?

l l

YES 0
" }
Single Multiple
Memory Only  Memory + Other Non-Memory Non-Memory
l Domain Domains
Amnestic MCI Non-Amnestic MCI

Figure 1. Procedure for diagnosis of MCI: (modified from
Petersen, 2011)
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Prelirﬁinary reports from a recent Mayo Clinic study
suggest that about 12% of those over the age of 70 have
mild cognitive impairment (Petersen et al., 2010). People
with MCI are 3 - 4 times more likely to develop AD than

those without such impairment (Petersen, 2011).

Research identifying and tracking MCI

One study (Gomar, Bobes-Bascaran, Conejero-Goldberg,
et al., 2011) found that cognitive tests such as memory
tests, Clock Drawing or Trail Making Test were more
reliable predictors of MCl-to-AD conversion than physical
biomarkers such as MR abnormalities, apolipoprotein
E (APOE), or total tau. The most significant cognitive
predictors were the Trail Making Test-part B (Tombaugh,
2004) and the Functional Activities Questionnaire (FAQ)
(Pfeffer, Kurosaki, Harrah, et al., 1982).

Recent studies have suggested additional possible
indicators of either the presence of MCI or the likelihood of
progression from MCI to dementia. Conti et al (2013) found
that odor identification deficit predicted clinical conversion
from MCI to dementia due to AD. Seligman, Giovannetti,
Sestito & Libon (2014) identified “subtle action errors” on
an objective activities of daily living task that improved
prediction of eventual functional decline. These “errors”
were identified as abnormal responses or actions in carrying
out a command that may not be noted in scoring because
of their brevity or immediate self-correction. Research has
also suggested that untreated chronic obstructive pulmonary
disease (COPD) may be a predictor of naMC (Singh et al.,
2014). Finally, in response to critics of MCI as a diagnostic
category, there have been attempts to further validate and

clarify the diagnostic entity of MCI (Petersen et al., 2014).

Alzheimer’s Disease

Now let us turn to AD. It is the most common of the
dementia-producing brain disorders. Others include
vascular dementia (VD), frontotemporal dementia (FTD),
and dementia with Lewy bodies (DLB). AD makes up

from 60-80% of dementia cases, while VD is second most
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common (20-30%). DLB is less common (10-25%). FTD
accounts for a substantial proportion of dementia cases in
the under-65 age group (20-50%), while being somewhat
less frequent overall (10-15%) (Alzheimer’s Association,

2014) .

Definition / Description of AD

AD is a degenerative brain disease characterized by
an abnormal accumulation of amyloid plaques (AP) and
neurofibrillary tangles (NFT). The hallmark of AD is
memory loss due to the tendency for these abnormal
structures to begin accumulating in the temporal lobes.
However, any brain area may be involved initially, and thus
initial symptoms may vary. The sequence of cognitive /
motor / sensory abnormaliti€s mirrors the sequence of NFT

or AP accumulation.

Diagnosing AD

The diagnosis includes historical, behavioral, and
imaging data (Alzheimer’s Association, 2014). A careful
review of the patient’s medical and family history is
essential. Some variants of AD seem to have a hereditary
component. Behavioral data include the clinical
observation complemented by family, friends, and/or co-
workers. Imaging commonly includes magnetic resonance
imaging (MR). Coronal MR images typically show atrophy
in the temporal and eventually frontal regions as patients
transition from Normal to MCI to AD. Positron emission
tomography (PET) tracks retention of a tracer that binds
to the AD marker amyloid. There is a clear tendency for
increased tracer retention in the temporal and frontal regions

(Figure 2).
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Figure 2. PET scan of the human brain with Alzheimer’s Disease
(from Wikipedia Commons; the original version is colored.)

Sequence of AD

AD typically progresses through 3 stages: early, middle,
and late (Family Caregiver Alliance, 2012).

Early-stage AD is characterized by: 1) trouble
remembering recent events and conversations (e.g. dinner,
party, movie), 2) difficulty remembering the month or day
of the week, 3) loss of ability to manage finances, pay bills,
make change, etc., 4) withdrawal from social situations and
general lack of interest, 5) cooking and shopping becoming
avoided and more difficult, 6) poor judgment — difficulty
making sensible decisions, 7) tendency to lose things such
as keys, glasses, wallet, purse, and 8) becoming disoriented
in familiar surroundings (the patient may try to rationalize
or deny the fact).

Middle-stage AD is characterized by the onset of difficult
behaviors caused by anger, suspiciousness, overreacting
and paranoia (e.g., believing that family members or
neighbors are stealing money or spouse is having an affair).
These difficult behaviors include 1) wandering when not
observed / supervised, 2) repeating questions or statements,
yet unaware even if given feedback, 3) sundowning

(i.e., restlessness or agitation in the evenings), 4) fear of
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bathing (becoming agitated or confused with sequence
of actions needed), 5) hallucinations, 6) eating problems
(the patient may not eat if not reminded or may overeat),
7) incontinence (intermittent, with increasing number of
“accidents™), 8) hoarding belongings, 9) inappropriate
sexual behaviors, and 10) violent behaviors.

Problems with activities of daily living (ADL) may range
from needing help choosing clothes and remembering
to change clothes to needing help getting dressed. The
condition will progress from needing reminders regarding
personal care to needing help bathing, taking medication,
brushing teeth, toileting, etc. The difficulty in verbal
expression and comprehension increases. Spatial problems
(e.g., having trouble setting the table, putting on clothes),
loss of reading, writing and arithmetic abilities, and loss
of coordination (stumbling or dropping things) becomes
evident. The patient will need care or supervision all the
time, and may not recognize family and friends at times.

Late-stage AD is characterized by 1) loss of ability to
communicate, 2) inability to recognize people, places, and
objects, 3) needing full assistance with all personal care
activities, 4) loss of ability to walk, and 5) loss of ability to
smile, and may be accompanied by 6) contracted muscles,
7) loss of ability to swallow, 8) seizures, 9) weight loss,
10) majority of time spent sleeping, 11) exhibiting a need
to suck on items, and 12) incontinence of both bowel and

bladder.

Incidence of AD

AD is typically diagnosed beyond age 65, but has been
identified in persons in their 40’s and 50’s. AD has been
diagnosed at age 30 but this is extremely rare.

At any point, an estimated 4 million people in the U.S.
have been diagnosed with AD. (Alzheimer’s Disease
International, 2009).

Japan ranks 130th in the world in deaths from
Alzheimer’s disease (2.5/100,000), as compared to the U.S,,
which is 3rd , behind Finland and Iceland, at a rate of 24.5
(World Life Expectancy Website, 2014).
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Assessment Strategy of AD

In screening for Alzheimer’s disease, the procedures
outlined above for evaluating dementia in general would
apply. There are a number of mental status measures
available in English, and fortunately a number of them are
available in Japanese as well. The most widely used basic
mental status measure is the Mini Mental State Examination
(MMSE) (Folstein, Folstein & McHugh, 1975).

It is advisable to use norms adjusted for both age and
education, since studies have shown that normal elderly
patients who are older and have less education can produce
“false positives” on mental status testing. For example,
normal 85-year-old patients with less than a fifth grade
education (in the U.S.) had mean MMSE scores of 19, as
compared to age peers with some university education
who obtained mean scores of 27. According to standard
interpretation, a score of 19 is considered “moderately
impaired” (Crum, Anthony, Bassett, et al., 1993). A
Japanese version of the MMSE has been developed and is
now available (Ideno, Takayama, Hayashi, et al., 2012).

As a new approach, a telephone version of the MMSE
is now available (Schretlen, Testa & Pearlson, 2010). This
can be useful when following dementia patients who are
unable to be examined in your clinic.

When selecting a mental status test, it is best to select
one that is in wide use. It is wise to look toward the future
and the possibility of follow-up exams by other clinicians,
perhaps in another region of the country. The MMSE is
probably the mental status measure in widest use today.

Finally, it is important to emphasize that since a
prevention or cure for dementing illnesses such as AD
is likely to be years away, we must continue to focus on
improving diagnostic methods and care for those who suffer

from a dementing illness as well as their families.

Acknowledgements
This article is based on the paper read at the “Nursing
and Community for People Living with Dementia” held at

Nagano College of Nursing on 14 June 2014 with support

Bulletin/Nagano College of Nursing, Vol. 17, 2015

by the Grants-in-Aid for Scientific Research No. 24390508
funding the research for development and evaluation of
a community-based total care program for people with
dementia led by Prof. Midori Watanabe and the Special
Research Funding of Nagano College of Nursing.

Reference

Alzheimer’s Association (2014): Types of dementia.
Retrieved from: http://www.alz.org/dementia/types-of-
dementia.asp

Alzheimer’s Disease International (2009): World
Alzheimer’s Report, 2009 Executive Summary, London:
Retrieved from: www.alz.co.uk/worldreport

Conti, M.Z., Vicini-Chilova, B., Riva, M., et al. (2013):
Odor identification deficit predicts clinical conversion
from mild cognitive impairment to dementia
due to Alzheimer’s disease, Archives of Clinical
Neuropsychology, 28, 391-399.

Crum, R.M., Anthony, J.C., Bassett, S.S., et al. (1993):
Population-based norms for the Mini-Mental State
Examination by age and education level, Journal of the
American Medical Association (JAMA), 269, 2386-
2391.

Family Caregiver Alliance (2012): Alzheimer’s disease
and caregiving. Retrieved from: http://caregiver.org/
alzheimers-disease-caregiving

Folstein, M. F., Folstein, S. E., McHugh, P. R. (1975):
“Mini-Mental State™: A practical method for grading the
cognitive state of patients for the clinician, Journal of
Psychiatric Research, 12, 189-198.

Gomar, J.J., Bobes-Bascaran, M.T., Conejero-Goldberg,
C., et al. (2011): Utility of combinations of biomarkers,
cognitive markers, and risk factors to predict conversion
from mild cognitive impairment to Alzheimer disease
in patients in the Alzheimer’s disease neuroimaging
initiative, Archives of General Psychiatry, 68(9), 961-
969.

Ideno, Y., Takayama, M., Hayashi, K., et al. (2012):
Evaluation of a Japanese version of the Mini-Mental

State Examination in elderly persons, Geriatrics and




Bulletin/Nagano College of Nursing, Vol. 17, 2015

Gerontology International, 12(2), 310-316.

Mckhann, G. M., Knopman, D. S., Chertkow, H., et al.
(2011): The diagnosis of dementia due to Alzheimer’s
disease: Recommendations from the National Iﬁstitute
on Aging-Alzheimer’s Association workgroups
on diagnostic guidelines for Alzheimer's disease,
Alzheimer's & Dementia, 7(3), 263-269. doi:10.1016/
j.jalz.2011.03.005

Pankratz, V. S., Boeve, B.F., Tangalos, E.G., et al. (2010):
Prevalence of mild cognitive impairment is higher in
men: The Mayo Clinic study of aging, Neurology, 75,
889 — 897.

Petersen, R. C. (2004): Mild cognitive impairment as a
diagnostic entity, Journal of Internal Medicine, 256,183
194.

Petersen, R. C. (2011): Mild cognitive impairment, New
England Journal of Medicine, 364 (23), 2227-2234.

Petersen, R. C., Roberts, R. O., Knopman, D. S, et al.
(2010): Prevalence of mild cognitive impairment
is higher in men: The Mayo Clinic Study of Aging,
Neurology, 75(10), 889-897.

Petersen, R.C., Smith, G.E., Waring, S.C., et al. (1999):
Mild cognitive impairment: clinical characterization and
outcome, Archives of Neurology, 56, 303-308.

Petersen, R.C., Caracciolo, B., Brayne, C., et al. (2014):
Mild cognitive impairment: a concept in evolution,
Journal of Internal Medicine, 275, 214-228.

Pfeffer, R.I., Kurosaki, T.T,, Harrah, C.H., et al. (1982 ):
Measurement of functional activities in older adults in
the community, Journal of Gerontology, 37 (3), 323-329.

Queensland Health(2010): Caring for a person with
dementia, Queensland Mind Essentials. Retrieved
from: http://www.health.qld.gov.au/mentalhealth/
mindessentialsfinal.pdf

Rivas-Vasquez, R.A., Mendez, C., Rey, G.J., et al. (2004):
Mild cognitive impairment: new neuropsychological
and pharmacological target, Archives of Clinical
Neuropsychology, 19, 11-27.

Roberts, R. O., Knopman, D.S., Mielke, M.M,, et al. (2014):

Higher risk of progression to dementia in mild cognitive

U 2T RBANE LI 2

impairment cases who revert to normal, Neurology, 82
(4), 317-325

Schretlen, D., Testa, M. & Pearlson, G.D. (2010): Calibrated
Neuropsychological Normative System, Lutz (FL):
Psychological Assessment Resources.

Seligman, S.C., Giovannetti, T., Sestito, J., et al. (2014):
A new approach to the characterization of subtle errors
in everyday action: implications for mild cognitive
impairment, The Clinical Neuropsychologist, 28 (1), 97-
115.

Singh, B., Mielke, M.M., Parsaik, A.K., et al. (2014): A
prospective study of chronic obstructive pulmonary
disease and the risk for mild cognitive impairment
[Abstract], Journal of the American Medical Association
[JAMA]-Neurology, 71 (3). Published online March 17,
2014. doi:10.1001/jamaneurol.2014.94

Tombaugh, T.N. (2004): Trail Making Test A and B:
normative data stratified by age and education, Archives
of Clinical N_europsychology, 19, 203-214.

World Life Expectancy Website (2014): Retrieved from:
http://www.worldlifeexpectancy.com/country-health-

profile/japan



BISL 20 AR RRRIE R

Bulletin/Nagano College of Nursing, Vol. 17, 2015

RO HVE & 1A 2 2
—T DERRIGERN EHEiR—

IA)TL T YUFVE
R W2, 2B ? LR

[ 5] #FaER RBEZ20b0TREL, BEOEEERKNETSERTHS. ARIIOZLITESE

HTRES, TOEEBRIIOVWTEHT . RBAECHEKRNFF-ERLZ0E, BAE BAR B,

Theh

DRFHEHRT 2720001 R ATDOWTHATS, I517, BRTRLD—BNICALNIBERABEES:
TIWINAT—IREZID LT, EOLDICINGRETL, EZmMInsdniilk~rs,

(#—7— K] BHAE, BERMEE

TC®HIC

FHENL, FNEENEREWD XD REBROHETIBRE
WKHENZEREZEZSNTHD, FEREASERIISE
TETHD. TIUIRFBIED, MEFOEE, RS
EREAETHERTHZOEMTNS, AFTIE, 2
EDRRKERD, KB 5 ZDORFIRIZ DN TR
%, SEEERAIEE (Mild Cognitive Impairment) &7
IV NA < —JR (Alzheimer s Disease) ThH 5.

RHVE 2T D12, EROFEH LOEENR
5N, D5—DIIREEETHS L, TLTROWL
TIANDIR EH—DIEIFIEL TWD ZENBET
H3. 1) KT EBFZ BENCTOIHES, fER
WKLo TITOB G, BE2ET S EMEHEEN
T&ERW, 2) RFEBENHLAED®, #, & A
D, FREH, Pz AF v EMNEB TSN,

TIWINA R =9, BHIEDZY, 7IVINAI—FFRDAT—

3) K BB, REC, LEOHMMNKE,,
IZIRESHEECXEDIERNRE Lo TS, 4)
FEITHREEE | BEFIEB THHARN T, Btk
RV, MERRCEBORBRETHEMN TELRL/A>T
W5, ZENE, BEEOHFEMNHEBT, »D, LN
HE U THEEEL NILDE RSN TH 2 Z L%
HThd. 5, EAERHZBOD, BEORK
¥, the2miEE), AEAETOEBICIENH S
EMELWI EHEME72S (McKhann, Knopman,
Chertkow, et al, 2011).

LR NBIRDEST
AU DIGRIZBERI D X 57— P %8 > TR 2 ITEST
LTWw<. ZNIEEE £ EHREORRICH E
0, BIAEE, AHxR, NEANCHMIREDOHMER
ZAENIZERST, HIL<HADE>ZADELFTZT <

DEAO TV MREE ARRBGES U N EY
F—a EME

PREFIBE A

ZERNE

T399-4117

REFIRE S T REE1694% H

EHFREERS

Tel: 0265-81-5100

E-mail: tagaya@nagano-nurs.ac.jp



Bulletin/Nagano College of Nursing, Vol. 17, 2015

RN, SRbhsa<kdEno kI ENED
5.

0%, BROKEE L DI, EREIKVEEICH

HL, ¥E0AEEFELAEERDOIRS. B
12, O oo bEopE HEEDREBE, T8, Eo

R, HREDOHREEZENDSLDIINLD.

2L T, REICEHREE, =RoEICBIESE
HBEND, HEORBOHNEE, HEPKADHME, W
SOAR, FREER-a1—-ARERE, XDBXERT
BV 5 EEREAWERS DRENTHBIZRD, D
W 2<BRTE/R<25.

#1.BAE, BAE, BOBEKNEH

U 2F 0 RRHNE &N 9

— B O L RS O FRENAE

RAEIT R TERE FIREIRB S &, KRR TRIE
Reelz, #THOBENHS. £/, BIAER, ME
e, MR, AP BRER R EO—REVHERIC
FoTRELZEDHD. INSIF, Him LITEYR
BRI AT LD, i"‘%‘iﬂ ETHD.

— [ & 7o VL EE T RRVR FRAVE O B2 EEIL, 1)
RBREFE - BRI, EF'H(H%, TP, W, SR
W O(BICEY I UBEBY , 2) EYER YO
Vv, WHFE, WRE REOEMA, 3) HEHOR

BE
ARHAE Eh, FREOORNE, REEOFR, EELEOEN.
TAE FET, BWTHY, F@Iﬁﬁzﬁ:*@%b B, R
i HEMMEENIET, £, Y, BCEE, BKELOBIR.
BEEAR
SRINIE HERRE DOV A 7NV OELN
HAE KEEET T AR, RRMEOSEEL, RERLEELRS.
& RIRGE (ZHERRIRETRT), RFAFER
Rk
FRENRE By BBl - 29, BRIOKE, WISHEFT, TLTREBIADRIE~EITTS.
HAE RFILET, B, BT, AOIDHFTSTUIRWT, REZRT.
i RUMITIIERE THoD.
BIE
PR HAE BN CHETETICETT, MIRIDMIRE(LITIIUED, DOLICHHELRD.
HAE A U LE A, BREE B BORBELTT.
g A BT 7 B AT TIEITLRSIE, A5 EOB i~ THRIEE.
uarﬁ'kwun
FREE EHEEOREFRICRERL, ERTEID, BROILERTLEORE~TT .
WUARSENHTIRNIER, HTEES, MRMEBICEELEIT.
HTAE BNEEsRiBlEE. EENCEPANRBERL, EPATER.
& FHEMEOREL T, RRTEIMEZL. EEABMETI000, HFEICETITED.
HiM
FRENGE ¥ ANOEE (8—15%F) ([Iblzb. EITH.
HAE HHE T, BHLATBEEL, s ATz,
2 2BMNHE A, BEBMICHIES.
A B Z—
FRENAE BAT WL THER IERMNENS. 2<%, 1BE2BLTRANBKREL-TVE, “BENEKE" &
XiEnag, BBBICV-ZIEETAEAERT .
HTAE E). BIRRICEN. 2UTRBESBERIEMISHS.
& ERMICERAELS, —HAORBESHIZHEL TL.
HEE
FREE BEEEINRW.
TAE TE . BHERE,LBREEREETEED.
(£ N A
ZOAh,
FREVE BH  RREEEORED, FIEMKTD.
AR PEREE, BMETYE, BRTENERLRILERHD.
2 BOREOHEIZEDLSY, LIFUERENLZLAHD.




U > F : FRAVE EVIfam 2 Bulletin/Nagano College of Nursing, Vol 17, 2015

£ 2. BHNEDZWITHE R ER

VEER AFFHik & HRIR
Vil AREOLE 2 — FEEM, EA
B IE BEROFEFEAFE2— A, HIRE
HAEDRFIREE BRI A R IR A EERT - FFEAT
DR A B4 : MR & PET RS R
FREPRRE, TR BN IR HE BRI iR DB AIRE HIETS 2 tae 23

ZESRE LEWE, X, F0WE 4 RHIME,
5) BRUUAE : MK, BEMEAK, BufiyE, £LT, 6) K
gTbhao.

’ HtAEBEXUVEEDH5

RAEDRR LR EEBE 2 TN TN ERNITH
CBHIIC, BAEELBARBIUVE L OH R AL
(Queensland Health, 2010) iZ2DOWT, F&HTH
<. InNsiE, ERVILEL THBO, EERZE»EH
LWHEDH S, BLIZBWTINBLIRENED X
DICERBRDEMITDNWTHAT 5.

—RIZK BN EIEAREE L E A 5N 5 RAE DR
W diEEIIE, 1) BERMAEE, 2) 7ILYNA
< —¥@, 3) MEMRAE, 4) §iEEHIEEERAE,
5 VE—/NMERIZEANE TH 5. AR CITBRERARE
EBEETNWINAR—IFICEREY TS,

RHUE DEZ W, EROBEHRBENSLET, #lZ
I, SERARE, Bk, IMoRE, R, EEho
RELZOWTOBHRNENICEENS. R2T, h
5 DR HEEBERBICDWTRL .

BERAMEE Mild Cognitive Impairment (MCI)

BRERAMEEE, WEOEBICED RBAREH O
L, TIVWINA IR EENS KD EEORAEE
EDEIDOBITER &E X 51TV 5 (Petersen, 2004;
Rivas-Vasquez, Mendez, Rey, et al.,, 2004).

BERMEEE, S, EEH, #EES, 3
W, mABELV O A RRNERECEEE2E5 2
5. LhLiEhs, BEAEDOMRIILEBENOEZE
EREYTTEE.

BEERMEEICIE, ZDOKRERTTY1L THd

GBS DR T ER SRS ERAIEE (aMCI)
, FEERBEERMEE (naMCD) TH 2. b,
BraAET, EERREREG ORI LRV TIIC
BOWTHEKTFTHZENHS (K1),

—REGREEEEZAREOZHAREL, 1) B
WEBCBIDEBEREENROND &, ZHIXE
ZEICHERERLS ZEDEID5ND. 2) EHEH
N, Bfg, AENEEERETLIL. 3) HEAEL
BEBEHETO L THBRERNI L. 4) FRFER -
HEBREOAL LBELT, BT X b OREN KN
Z&. 5 BAETIRZAWZE, THD

ESRBEERMEEDR, BEET VYN T—HmA
BIT9 5. RO, HESHEERMNEEINENLT
LGEN, BIZATEMEERAE S, RREMEETEEE
fE, L E—/MEREGEBAEANBITL TOE@RNDH S
(Petersen, 2011).

iz, BERAEELZRDEEORITIT VMRS Y
A TORMEDFELIRNE B NS, FITIERD %
M ERTr— 2%, EEICRDHEHHD T &M
HHN TS (Petersen et al, 1999).

Mayo Clinictff%% (Petersen et al, 2010)DEIREE
Rk, 70 LD 12% MR E A E % 5 hE
U, SHICREFRAEESZHINEZHEZL F5ThR
WEDIENSAFETIINA R —FEFELRTW
Z EMEE TN T W B(Petersen, 2011).
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*EEET’I:UM
* ARAEEES
T IFRE L

l |40 S FAES Gl
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| #wrovesemms

| wemsemoes
1 MCIO).;QU?)%‘& (Petersen, 2011 2 %%)

ME  REDMEZOZE &SR

» HW%% (Gomar, Bobes-Bascaran, Conejero-
Goldberg, et al, 201 I)L:J:ﬂb;f, MCID 5 7 IVY N
A X —HEANOBTETFRT2I21E, ZBEIRE, F
ZAERFEHREE S b L A JUED 7 X b &l o 2B AIRE
HIZDWTOREBEDIZDAN, HEK - AEARIEET
» %, MRIH#<rapolipoproteinE (APOE)% total
tauBEDIFEL D BEETES LN TWS, THElN
NEbEN>ZDE, bLAIMEDFX bD)N—h
B (Tombaugh, 2004) & #RERITE BN A& Functional
Activities Questionnaire (FAQ) (Pfeffer, Kurosaki,
Harrah, et al., 1982)TdH o I=. ,

RIEOWIEICLD, InsLShcs, BERMES
2, TORAENDOBITIC DOV TORENHFEINT
ETW5,

Contis (2013) 12k b, BEIZHBIT2HHIERED
BEES, TIVYNA X —BERAGEHETT S B AR
EELEESSOEBEINTNS. £k, HE
HTE D B RIS B BT S i 72 & Lsubtle action
error MR SRR T2 FHRITES 2 L2RLTZ
BF9% (Seligman, Giovannetti, Sestito, et al, 2014)
2dHsb. Lrl, IHoEMRRDIE, BRELRIES
FEE L THET HO0, ERFMTERLT ST

U > F L RRHNGE &N 2
FHHTITESNS 20, BREOHENS &0 ZIF
INDHARENEN D B,

F/z, RBEORMEAEMEMBEERCOPD) &, 3k
DI SRR R A E O FIE AR I D W T OWE
(Singh et al, 201)MH 5. KRR, BERAEEZ
ZWATI)—EUTIOED &I AN
LT, MCIZ3EEL, XHICF0OZWR%E2HELT S
= A (Petersen et al, 201DNBEINTND T & & 41T
Mz 5.

FIVYINA T —F&

TR TIINA /IO TEwRLU S, 7L
N TR, RANEZFIERITHEEDIBTHH
EH RO TH S, ZHLUADERERICIE,
IMEMERANE, AEEMERRGEANE, L E—/IMASRHIRERD
HBD. TIVINA IR, BAMED60-80% DIEHIZ
g%, TORITMEMERAEN R E(20-30%), =511
E—/IMAZRHEIT L D #(10-25%)Tdh 5. RiZRMERTLEE
HEIS 65RO ERE T—E DEIG 2R 9 (20-50%)—
T, 2EMICIZZOEIEIX10-15%E, LRETTS
{@m (Alzheimer’ s Association, 2014)733 5.

TIVYNA I —BDEE LimkE

TIVYNA T —9RIE, amyloidBE & R R e IR
RO BRERERIC L > THREMST SN ETHEDIKO
BERTHD., TORMI, MEBEECINSORMENE
BIBz&ick>TRIS, iEHDOELRTHS. L
ML, PHOERIZZET, KO 50 5Hm
MZFOFEICHEBRL TR EDEELZLNTVS, &
o, EE, AERFEOETESE, amyloidit &g
FRHERAO REERCBISBEEERBL TN
EEZONS.

FILYINAIT—
2, W,

(Alzheimer’ s Association, 2014)

—fRD a2

78, L THEHET —F OB
LB, FOBIX
BFEORE & FHERBIC DV TOFHRRBBRE N AW RT
H5, BBTIVINAI—RORATDOE DN,
BEREZENH D, ISITHBERICE, K K

\\\



U 2T BRAENE & AaA 2

A, BULKERENS OEHTERT &5 NERD
BREPVETHS. HEBERIIFEIIMRIDFEDN S,
MRITH, BEVNEENSMCL ZLTTILYNA
TR ABITTHIONT, #MBAIZIE, FIRMRIZ
BWTEHEMEESICII U E D, BREAITITATEEERC
BN EnbhoTWa, R MO VHHEEREY
PEDBNTI, TN I—HDT—H—Td
57304 RITHEET B ML —U—DUEMNIEZA SN
%. W27TIX, PETIZX SHEEER & AiZEER DO BAMES b
L—Y—OHEIRINTNS,

TIVYINA R —ROHEST

TIVINA X —BERAVE BRI R, P,
L TREO3RAT—Y Ti#EfTd % (Family Caregiver
Alliance, 2012).

FIAD 7 VY NA =i TIRRD & 5 IfE k28 n
5. 1) Ta4F—, N=F«1, BRELVO&, &HAED
HREPCRFEEZBVWHT I ESHEEELRD, 2) 20
HOHSERZEWHERW, 3) BEEH, #FHRO
X, BRI OFEENTERL25. 4) a4
& DEGE & Bk OBERMNREE 5. 5) FEPE WY
HETHEICRS. 6) HEDAET L, Midbragi
MTEELIED. 7) BOANF, B, MEANE
Wo ERmZEESTEDICRS. 8) mATTHMEMN
DN IEZ>E DX S0 L, RAREDEDS M,
HEEZEET 2.

HEIO T I NA =B ORI, B0, & B
R RIERINT A7 BIZE, FKEPEFOAND
EEBEATVDS, FREAEBEENEIZLTHSE
WokEZIZESDND)ICKD, BETENHEAL
TLBILETHS. INEIFATKRDOE D ITENTH
5. 1) B, BEEIhTuwiWwEgEmd s, 2) &
PEHEOBDEL 2RI N THIFE L2, 3) A
BENRKME - Y HITI B EEBEENZL, £EH
BEd5 4 ABzEfiBs LOICks HEL, HE
B—HEOMEIIDODWTRAET %. 5) 4%, 6) B&
BEFEEINLZTNIEEZ LRV, BRT 5.
7 REAEREVSERTSE (772 h @
#. 8 PMAYORE. 9) FEURMETE. 10) #
FIHIAT .
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AHEEERTEOMEL, ROERZNEL, £K
EEBADLDICESATEODRENSIIUCEY, &%
IEEBZ BRSOV THBNBEICRS. AN
FD/|D OHEFEICDONT, BWHEIES I ENNER
NS, A, EORA, ®EZ, b LOMERR
ETNHMNBELBRSREETETT S, £LEEE
Bz OBRIIBITDBENMEAT 2. EMIEENK
T2, ChICEXDBEHORES, FRNHL </
5. EHRHAEECEHERNTOBES, DET X,
KeMEREETRE, BRLEGHENTER</E>T
<%. BREONMPEENDLELRD, BLrFREPK
ANEFEH LW EBREN S,

BHIOT VY NA R —IRILRD LS I8N H 5.
) J3az=7—>a EHO®mE 2) A, B,
bOERHMTHIENTERY, 3) HOED DHEE
CERMMIEABNLE, 4) BTREH DML, 5) &
ZETHD. 51, ROERVPENZ ZEHH 5.
6) HAEKE 7) WFNTER/ZS. 8) FIEME
ROMIE. 9) KRERD. 10) £ < ORI ZHEIRIC E
9. 11) HECEAT . 12) LoX2b0DE6K
Liss. 13) R, EORE

T IV INA T —TRDFEAE

TIWINA X —RIERAER, BBIRYITIZ65m A L
DERFETZH INDZHEEAH 2 HDD, 40 £250
KTHHETHIENDHS. TIVYNA T —BERAE
N30 TEZEEN/=BiTH 20, D THEZHDT
H5.

& B H#EEH (Alzheimer’s Disease International,
2009) TWX, ®E, BGRESRHET, 40058 A7 Y
NAR—BIBHAELZHEIN TS EEDN TS,

BRI NA X —RERAEIC LR 2T OHR S
HFRTDIIAELEDTHD, ZHNIEEAFAI2S5
ANERD, a8, TAYNE245ANTT7 1252 R
ETARAT 2 RiCkE, AL THS (World Life
Expectancy Website, 2014).
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FIINAI—FET RAA Y NDAE

TIWINAI—BRIBHEDZA 7 U —= > J T,
— NI ERECBEE R LU AZHMAESA WS N
%, T DREHIRERIZ D W T OIFERR DRIE HIEIZE
HD, FNFOVSONEIHEAERDAFARERTD
%. FEMEREOREOEARZFHHICIIMInI Mental
State Examination (MSME) (Folstein, Folstein &
McHugh, 1975)23 &b & < Dhbhins.

2B, I REDFERE, BEKETHE
BERREZFEATLS I ENHERINTHS., INid
BEOWEICED, EHETH> THEEmTEREED
BEZ, BHBEEZOT X MIBWTHREEZR
LBWIZENHRESINTWENSTHS. TAUN
AMNEIICBT BIEER8SEDEBET, SADERET
EETLEMADZHODIZ, MMSEOTEHZ a7 %119
HTHY, —FTREREERZILFAEHROY T
NV TCE27T R &0 . BHENREEZHVNL, 19
SR EEOEE (| : Crum, Anthony, Bassett, et
al,1993) &EEZHNBH AT ThHD, 1P, HAH
F OMMSE (Ideno, Takayama, Hayashi, et al, 2012)
MEFEIN, AFrlgELlaoT.

HLWY Fa—F & LU TIXEFERMMSE (Schretlen,
Testa & Pearlson, 2010)AMERAIREE /x> 2. BF
FTRETERVRAEREDBINCERTH 5.

AR ORE 2 BINT 5 L Ei1Tid, A<EbNT
WBHDERIOMZERTH L. SHROBIHFAES,
ENORBZ LM TCOMERBREZRD ZLENTELD
5TH5. ZOHETIE, BESLMMSEESH, &b
ELEOLNTWAREFETHS.

TIWVINA I —FREZODRAIHANDBHFIIDON
T, FOTFHCERES O, SSIZERNMN
BTHAD. BAGRAECELOEFELZORED
=9I, SBROZTOBHAEOYEL, FTOHRZE
BTN BHEND D L 2BAL TAEEMOFED
7=\,

U 2F  SBEME S 9

Er

ZDHXONEIL, 201466H 14BICEHEE
ERETHREINEZAMY CRD UL BREES &
EHAI2=F 1 LBE TBLWTRREINEZDHOD
TH5. FAyroRIPULE, BERREFHDSNO.
24390508(E MK (B) TRFH2ITHIT 2 HIHSH
BEBANE F— SN 7 7075 A0 E ) B
REE - ELAHLED), EFEEERFRHINEE
BLRUBS WESOEZZT THES N/



