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DD
ementia is a syndrome, usually of a chronic
and progressive nature, in which affected are
the cognitive function (thought, memory, 

orientation, understanding, calculating capacity, learning
capacity, language, reasoning and information processing),
the emotional control, the social behavior and the 
motivation. Statistics show that the total number of 
people with dementia will rise by 2030 to 75.600.000 and
will almost triple by 2050 - 135.500.000, which means
that 5-8 individuals over the age of 60 out of 100 will have
dementia, Alzheimer’s disease is the most frequent cause
of dementia and represents 60-70% of cases. (16,43).
Depending on the individual’s personality prior to the 
illness, dementia will affect each person differently.
Alzheimer’s disease has a slowly progressive evolution
which though is constant through time. Forms where the
disease is associated to cerebrovascular disease and other
somatic disorders can evolve faster. Death usually occurs

because of a different somatic diseases. The signs and
symptoms related to dementia can be divided into three
stages according to WHO 2015. Dementia’s 
incipient state is usually overlooked as its onset is gradual.
Common symptoms include: forgetfulness, loss of time.
Patients start getting lost in familiar places. In the middle
stage, dementia progresses and the signs and symptoms
become clearer and more restrictive. These include: 
forgetting recent events, forgetting people’s names, 
disorientation in one’s own home, increased communica-
tion difficulties as well as the need for help in personal
care, appearance of behavioral changes, dromomania and
repeated questions. The advanced stage is characterized by
almost total dependency and lack of activity. Memory 
disorders are serious, physical signs and symptoms become
more obvious. Symptoms include: space-time disorienta-
tion, recognizing friends and family with difficulty or not at
all, increase in the need for external care, movement 
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SUMMARY

Dementia is a syndrome characterized by the impairment of 
memory, thought, behavior and the ability to perform everyday
activities. It is one of the major causes of disability and 
dependence among the elderly worldwide, impacting physically,
psychologically, socially and economically not only on the patient
but also on the families, caregivers and society. Worldwide, 47.5
million people have dementia and there are 7.7 million new cases
each year.This paper aims to present in a succinct manner this
disease, its consequences upon family and society and the more
important palliative approaches.
Key words: Dementia, memory impairment, palliative care,
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RÉSUMÉ

Les soins palliatifs en cas de démence

La démence est un syndrome caractérisé par une altération de la
mémoire, la pensée, le comportement et la capacité d’effectuer des
activités quotidiennes. Elle est l'une des principales causes d'inva-
lidité et de dépendance chez les personnes âgées dans le monde
entier, affectant physiquement, psychologiquement, socialement et
économiquement non seulement le patient, mais aussi les familles,
les soignants et la société. Dans le monde, 47,5 millions de 
personnes sont atteintes de démence et il y a 7,7 millions de 
nouveaux cas chaque année. Le document vise à présenter la 
maladie de manière succincte, les conséquences qu'elle a sur la
famille, le patient, la société et les plus importantes voies 
d’approche palliative.
Mots-clé: La démence, troubles de la mémoire, les soins palliatifs,
la famille, la société
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difficulties, behavioral changes, aggression. There are no 
currently available treatments to cure dementia or which can
radically alter its progressive evolution. There are treatments
that can slow the evolution. According to WHO 2015, the
main objectives to caring for dementia patients are: early
diagnosing, optimizing physical condition, improving 
knowledge, activity and general welfare, identifying and
treating associated physical illness, detecting and treating
behavioral and psychological symptoms, providing informa-
tion and long-term support for the individuals in charge of
taking care of the patient. 

Palliative care in dementia 

WHO (2002) defines palliative care as being the
approach that improves quality of life in patients who face
serious illnesses which threaten their lives and that of their
families, this improvement being accomplished by 
preventing and alleviating the suffering, by early diagnosis,
by evaluating and treating pain and other physical, 
psychological and spiritual problems. Presently, palliative
care can help a larger community of terminal patients,
including those whose death comes as a result of dementia.
The USA was one of the first states to include dementia in
the palliative care portfolio. The initiative later spread out
to other European countries like the UK. (13)

Ways to approach palliative care in dementia

Palliative care equals a high quality of life through the
patient-centered care. In dementia, palliative nursing
involves primary and secondary medical assistance as well as
social assistance (30). Essentially, palliative care refers to the
correct approach of an individual at home in the long run
and in the hospitals. For elderly dementia patients it is 
necessary to take the most efficient decisions involving the
use of medication (antibiotics, antipsychotics and other 
medicine), solving the situations in which a person is in
pain, determining the necessity for artificial feeding or 
evaluating the situations in which a person is in danger. Care
must be clinical and ethical (22). Dementia should include a
palliative care approach from the moment of diagnosis up to
the moment of death. The objective is to support the 
quality of life of dementia patients, to allow these patients to
die with dignity in a place of their choice, while at the same
time supporting the family and those that take care of the
afflicted person during the time of mourning (30). The
approach of dementia must function in a way that integrates
the purpose of maximizing the benefits of dementia patients
and those of their caretakers. To this purpose, Romania
attempts approaching the patient from a modern, interdisci-
plinary context, in which the neurologist, the recuperatory
medicine specialist, the psychologist, the speech therapist,
the physical therapist, the occupational therapist and the
medical nurse all work together to achieve the optimal result
for the patient. The psychiatrist has an important role here. 

The main targeted areas in palliative care are pain, 
infection and fever, artificial nourishment and hydration,
resuscitation, social, psychological and spiritual needs (37).

Pain management

Pain is defined as a sensory and emotional experience
associated with real or potential tissue damage. Controlling
pain in dementia patients is difficult. These patients often
die with an inadequate pain management. Possible causes of
pain are the same in dementia patients as in any other 
person. Most frequent are: constipation and urinary tract
infections, maintaining a certain body posture for too long,
eschars, arthritis, osteoporosis, old lesions, like hip fractures,
undetected or untreated lesions, headaches or migraines,
back pain, inferior limbs pain, dental problems, diabetes,
infections (9).

Evaluating pain in dementia

Evaluating pain in a dementia patient requires both 
verbal questioning and direct observation in order to 
identify pain suggesting behavior. Because these persons 
cannot always communicate, pain is difficult to detect. The
World Health Organization (WHO) suggests the use of 
observational scales as in other branches of medicine (42).
There is no golden standard and the rate of false positive
results with these scales is high. For patients with severe
dementia or psychosis they cannot be valid. The medical 
history can provide valuable data for evaluating a dementia
patient (compression fractures, throat infections, neuropathy,
diabetes etc.). Alzheimer Australia and The Australian Pain
Society recommend the Brief Pain Inventory for dementia
patient able to communicate verbally. For those unable to 
verbally communicate, The Australian Pain Society recom-
mends the Abbey Pain Scale. This requires the observation of
a person’s facial expressions, behavior changes and physical
signs to evaluate the severity degree of the pain. A dementia
patient, regardless of the stage in which the disease is, requires
a rigorous physical exam, a review of the laboratory results in
order to determine the moment and the sequence of the
painful experience. Chronic pain can produce depression. A
lot of patients have less discomfort when they are treated with
anti-depressants. Anti-depressants increase the synaptic 
concentration of serotonin and/or noradrenaline in the CNS
by inhibiting their recapture by the presynaptic neural mem-
brane (36). Direct observation of dementia patients is 
necessary for identifying pain symptoms regardless of the
severity of dementia. Body language, tensioning, sad facial
expressions, stereotypical finger movement, verbal repetitions,
immobilization of certain body segments may indicate pain.
Also, clenched teeth, with eyes wide open, or eyes sealed shut
may suggest significant pain for the patient. Discomfort or
restlessness during transport, or during movement can suggest
arthritic or unknown orthopedic pain. Episodic pain with 
secondary diaphoresis may indicate angina. Some verbal out-
breaks may suggest chronic pains, untreated or insuficiently 
treated (24). Inexplicable changes in behaviour and/or the
presence of suffering signs, have to be evaluated in order to
determine whether the person has pain, while at the same
time the possibility of other causes must be considered. (9)
The frequency and intensity of these symptoms must be
recorded. The first step in pain management is evaluating 
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disconfort. Pain that persists for more than six months is
called chronic pain. Acute pain lasts for less than six months
and must occur after surgical procedures, traumatisms etc.
This pain requires standard analgetics or the administrating of
narcotics. It does not cause psychological problems, like
depression. Due to memory disorders, the patient will quickly
forget the explanations and assurances offered by the staff in
charge of the patient’s care and therefore the patient will
become agitated and/or anxious. (24,25)

Treatment

The treatment for pain in severe dementia patients 
is both pharmaceutical and non-pharmaceutical. Non-
pharmaceutical therapies are used keeping in mind the 
person’s preferences dating the time when the person was
healthy (4,25). NICE-SCIE 2015 guides recommend non-
pharmaceutical treatments, like massage and aroma-therapy,
in pain management. Pharmaceutical interventions start
with the least toxic medication, which does not generate
confusional states. Studies have demonstrated that a regular
dose of acetaminofen up to 4 grams a day decreses pain,
reduces agitation in over half of the treated patients and
improves quality of life. Anti-inflammatory medication is
used in chronic arthritic pain with joint swelling (NSAIDS)
or COX-2 inhibitors. In the cases in which patients don’t
respond to non-narcotic analgesics it will be necessary for
narcotic analgesics to be used. If the maximum dosages of 
tramadol, namely, 300 mg/day, are not enough, other 
narcotics will be employed (19,25,37). The PROGRAM 
1-800-457-5679/2014 reccomends complex strategies for
minimising the use of narcotics and for maximising non-
pharmaceutical interventions. In some chronic pains 
associated with osteoporosis and fractures it has been proven
efficient calcinonin administered in nasal instillations and
suppositories (24). Analgesic treatment must be administered
regularly, not only because it is necessary, in any form: oral,
transdermal patches, suppositories (37). Chronic pain 
management implies three elements: physical interventions,
psychological and pharmaceutical. The physical ones include
basic physiotherapy, warm or cold bandages, massage, 
suppository therapy, electrical stimulation, etc. They are 
particularly useful in older patients with musculoskeletal
pains regardless of mental status. Mementos must be used 
in their implementation. Psychological interventions, 
relaxation therapy require a good cognitive ability. Dementia
patients in general don’t have the capacity for utilizing 
psychological interventions. It is recommended that 
management teams offer emotional support to validate the
patient’s illness that is associated with pain, because in their
lack of understanding the cause of the pain, their discomfort
is even greater (24,25). The World Health Organization 
proposed an analgesic scale with 3 levels employed in 
cancer pain, which can be a useful guide in dementia
patients (42). WHO recommends that pain treatment start
with immediate oral medicine in the following order: 
non-opioids (aspirin and acetaminophen); afterwards, if it’s
necessary, light opioids (codeine); afterwards strong opioids,
like morphine, until the patient no longer feels pain. Extra

medicine or “adjuvants” are also recommended. The 
medicine should be administered regularly at every 3-6 hours,
not “on demand” (42). Antidepressant medication (amitripty-
line, nortriptiline, duloxetine, venlafaxine, sertraline, paroxe-
tine), mood stabilizers (carbamazepine, oxcarbazepine,
gabapentin, pregabaline) also have an analgesic effect (36).
Because dementia starts at an age in which the patient if
already facing serious somatic issues, tricyclic antidepressants
are rarely used and with care due to their adverse effects. In
administering the medication the most important issue is
identifying potential risks, adverse effects and other medicine
interactions (34, 38).

Infection management

Urinary and respiratory infections are extremely frequent
in dementia patients. They represent a quarter of all treat-
ment decisions and are often terminal events (17,19,25).
Infections, fever, pneumonia are common causes of death
(25). The SPREAD study (2013) performed on a significant
segment of dementia patients (numbering 362), showed that
in a 12 month period, two thirds of dementia patients were
suspected of infection, most frequently of the urinary or 
respiratory tracts (26). The elderly are exposed to a higher risk
of contracting pneumonia due to their increased susceptibil-
ity in context with their somatic condition (the presence of
cardiopulmonary afflictions, diabetes, changes in the 
pulmonary volume, community acquired diseases). The 
classic symptomology of fever, chills and coughing is 
diminished. More obvious are confusion, weariness, and
delirium. The therapeutical approach requires a judicious
analysis of the balance between the palliative care of the
patient and the standard practice in infectious diseases
(25,19). Administering antibiotics, especially through 
parenteral administration, is a controversial issue as the
improper usage of antimicrobial substances can be a useless
burden and can favor the appearance of multiresistant
microorganisms. Administering antibiotics for fever in
advanced dementia in the final stages offered no improve-
ment regarding survivability, though the patients with severe
dementia that did not receive any antibiotic treatment had
more severe forms of pneumonia, had a decreased intake of
food and liquid, and were more dehydrated (32). In Holland
the antibiotic treatment is usually halted in patients with
pneumonia and severe dementia whicho are particularly 
fragile (40). The guiding lines of the Social Care Institute for
Excellence - National Institute for Health and Care Excel-
lence (SCIE NICE, 2015), recommends that the use of
antibiotics be determined by specific circumstances for each
case and emphasizes the effect that antibiotics have in the
decrease of discomfort (30). A meta-analysis of publications
that existed up to 13/02/2014 from the Medline, Embase,
Psycnfo INFO, Cinahl and Cochrane Library databases,
reveals that the use of antibiotics for dementia patients is
widespread and depends on the medical assistance context of
each case (39). Alzheimer’s Society (2015 ) recommends the
use of antibiotics to ease the suffering and discomfort at the
end of the life period, even if the infection cannot be cured.
Alzheimer Europe also recommends that decisions be made
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depending on the case and the benefits and adverse effects
be carefully analyzed. The Alzheimer Europe 2008 report, 
in particular, puts an emphasis on the necessity of adminis-
tering antibiotics to prevent infections (3, 8, 37). 

Urinary tract infections are characterized by physical
symptoms like dysuria, increased urinary frequency,
abdominal pain, lumbar pain, fever and chills. Urinary
infections can exacerbate dementia symptoms, causing
the appearance of behavioral changes, agitation, delirium,
hallucinations, confusional states in a short amount of
time, one or two days. Sudden falls, confusional states or
a start of urinary incontinence may suggest a possible UTI
(6). To prevent UTI in elderly dementia patients it is 
necessary to monitor liquid intake, six to eight glasses of
water being recommended, micturition up to several times
a day, roughly once every two-three hours, rigorous daily
hygiene, daily showering. Asymptomatic bacteriuria
should not be treated, only symptomatic infections of the
urinary tract should. The urinary tract infection diagnosis
is not established relying upon the mental status changes
without objective signs of infections (fever, urinalysis,
urine cultures). Negative tests may exclude the UTI (25).

Food management

Food intake problems are frequent in advanced dementia.
These include oral dysphagia (maintains the food for a pro-
longed amount of time in the vestibular cavity), pharyngeal
dysphagia (may cause aspiration), inability to feed oneself, or
refusing to eat. In evaluating food intake problems one must
keep in mind the presence of acute conditions (for example,
dental problems). Oral intake of food can be encouraged
through conservatory approaches, like presenting smaller
meals, modifying the food textures, rich in calories supple-
ments. Poor dietary intake, common in dementia, can be the
cause of the inability to recognize food, dyspraxia, loss of
appetite and loss of satiety as a result of changes in the 
limbic or hypothalamic functions. As the disease progresses,
swallowing itself can be affected. In these cases specialists 
discuss the need of artificial nutrition and hydration. There
are studies that suggest food intake should be considered a
priority even from the initial stages of dementia, as inade-
quate nutrition can contribute to the decrease of life quality
as the disease progresses (19, 25). The National Council for
Palliative Care (NCPC) of Great Britain (2015), does not 
recommend percutaneous endoscopic gastrostomy (PEG) and
implicitly food intake through a tube in advanced dementia,
because of a high rate of mortality. NCPC offers guidance
regarding the encouraging of oral nutrition. For example,
careful hand feeding, maintaining a good oral hygiene to
reduce infections and aspiration, and the use of modified
food products. An advantage of hand feeding is human 
contact. In the final stages of dementia, loss of weight, of
muscular mass and strength, becomes clear. This fact reflects
in part, the decreased food intake.

Evaluating the severity of dementia

Three markers have been suggested to indicate dementia
severity (32) according to the Functional Assessment 

Staging- FAST (35). The first corresponds to Stage 7 C FAST,
the patient does not move, has a severe loss of the capability
to converse, is dependent in most day to day activities, com-
plications like more than 10% or more weight loss appear,
recurrent infections, eschars. The second stage is hip fracture
or pneumonia in advanced dementia (27). The third is the
need for artificial feeding (18, 19). 

As people get closer to death in dementia a continuous
weight loss can be observed, the same being true for muscle
mass and also skin integrity is affected. Urinary bladder and
intestinal function are compromised in advance dementia.
Urinary incontinence is common and can affect skin 
integrity. Constipation appears as a result of poor dietary
intake and decreased liquid intake. Medicine, immobility
and low awareness of the need to defecate also slow the
intestinal transit. Constipation influences the urinary 
bladder function, generates discomfort, pain, toxicity and
the person will become even more confused and agitated. A
common sign of constipation is the patient’s tendency to
lean on one side (19).

Cardiopulmonary resuscitation

The probability of a successful cardiopulmonary resuscita-
tion (CPR), in an elderly person, suffering from dementia,
being in a state of cardiopulmonary arrest, is 0 in a hospital,
and three times less likely to succeed than for those without
cognitive problems (37). NICE-SCIE (2015) considers CPR in
severe dementia as being an exceptional maneuver because of
its low success probability. In these situations it is necessary
that the step be made in the patient’s favor and the decision
of refusing CPR be made with the family (19, 30, 37). 

Social, spiritual and psychological needs

According to the Nice ( 2015 ) guidelines, the nursing
staff should identify specific needs of dementia patients,
related to gender, ethnicity, age, religion and personal care. It
is necessary to elaborate care-plans which approach these
needs. The preferences of dementia patients and care-takers,
including those related to diet and religion are being taken
in account. An important objective in the care of 
the dementia diagnosed patient is the promoting and main-
taining of independence and mobility. In elaborating the
care plan the following aspects are important: hiring 
coherent and stable persons, the existence of an adequate
and stable familiar environment, flexibility in order to 
maintain fluctuant abilities, guidance, evaluation and
planned-care regarding the daily care approach, the forming
of skills together with an occupational therapist. Daily 
activities (ADL) have the purpose of maximizing indepen-
dent activity, favoring functionality, adaptability, skill 
development, in order to minimize the need for support. 
On an ethical point of view, NICE recommends that profes-
sionals try to always obtain the consent of dementia patients.
For this it is necessary implicating the patient in the choosing
of the options, informing him and verifying that he/she
understands, that there is no duress and that he continues to
consent over time. Concerning the passing of information,
professionals should discuss with the afflicted person about
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their needs and then discuss them with the team. Confiden-
tial information should be divulged to other people only with
the patients consent and in exceptional circumstances.
When dementia progresses and the person becomes more
dependent on family or care-givers, the decisions regarding
information sharing should be made according to the Good
Practice Guides in order to avoid vulnerable dementia
patients being exposed to abuse and neglect. In cases where
speech disorders are a barrier preventing the access to 
services, treatment and/or nursing, there should be offered to
the patient and / or care taker information in their preferred
language or in an accessible form, independent translators,
psychological interventions. Professional social care givers
should inform the dementia patient and their care takers
about their promoting services and voluntary support, to
encourage their use. These services are available both for
dementia patients and their care givers, separately. It is also
important that the staff working with elderly dementia
patients, social assistants, volunteers, have access to training
regarding their development of nursing skills, in accordance
with their responsibilities and roles. (19,30)

Spiritual needs

NICE-SCIE  (2015), Alzheimer Europe (2015),  have rec-
comendations regarding the spiritual needs of nontreatable
illnesses; Alzheimer Australia (2015) considers spiritual care
as “essential for a comprehensive palliative care” and recom-
mends that a person with religious knowledge be part of the
care team. It has been noted that despite important commu-
nication disorders, dementia patients can still react to music,
family prayers, rituals and physical symbols (37). Patients in
the early stages of Alzheimer disease find in their spirituality
and belief a sense of courage when facing cognitive losses and
they elaborate information related to spirituality and the psy-
chosocial aspects of living with Alzheimer (12). Spirituality
is an efficient way of adapting in life for these patients, when
faced to psychological, personal and social losses, this being
and important resource for dealing with this disease.

Managing behavioral issues in dementia

Behavioral issues in dementia represent one of most 
frequent instances in which the intervention of a doctor and/
or hospitalization is needed (21). In approaching these, the
multiple causes etilogy needs to be taken into account. Non-
pharmaceutical interventions should be the first step in 
managing dementia behavioral disorders (21). To manage the
behavioral problems in dementia, antipsychotic medication
is used on a large scale (33). There are studies that demon-
strate that using antipsychotic medication brings modest
improvements, decreased in time and important adverse
effects (11). Alzheimer's Society (2015) recommends to reduce
the prescription of these drugs, so as to be used only when
absolutely necessary. Antipshychotics should be used only in
pshychosis (delirium and/or hallucinations) and when the
dementia patient, or the care-giver are in danger. The use of
this medicine should be monitored and revised periodically
(2). Non pharmaceutical approaches should be the first

method of treating agressive behavior (1). Despite evidence
and contrary to the guidelines set by the Food and Drug
Administration (FDA) in the USA and by the Committee for
the Safety of Medicine (CSM), American Pshychiatric Asso-
ciation Work Group on Alzheimer’s Disease, the prescribing
on a large scale of antipsychotics for dementia patients 
continues (10). Some types of behavior are difficult to 
manage for families, such as the refusal to be cared, repeated
vocalizing, lack of response to pharmaceutical treatment
(20). Because of this, it is reccomended to use non-pharma-
ceutical approaches as an initial treatment for behavior 
problems in patients with dementia (4,11,30). This approach
should be considered as part of the clinical management
process of dementia (20). Non-pharmaceutical interventions
are just as effective as the pharmaceutical ones, sometimes
even being more important, in the management of dementia
behavior disorders. (21) Non-pharmaceutical interventions
include all types of non-drug interventions (psychological,
sensory, behavior, education or environment), which are
offered in the community, through basic social care, 
secondary care or home care. In this category it can also be
found sensory stimulation and relaxation, social contact,
physical activities/exercise, environment changes, cognitive
and emotional approaches (4, 21). The increase in the 
general level of stimulation in the environment can counter-
balance the negative impact of sensory deprivation. These
interventions also include massage, relaxation therapies,
music therapies, white noise, multi-sensory stimulation
(Snoezelen), transcutaneous electrical nerve stimulation
(TENS) and light therapy. Social contact (real or simulated)
offers interaction with other people, different from those
found in the patient’s normal environment. Environment
changes, for example changing the living space of the
dementia patients, will increase general security by 
eliminating dangers. This can be achieved by unplugging the
kitchen instruments, installing exit barriers to prevent wan-
dering, adapting the visual environment to reduce agitation.
Cognitive and emotional approaches have the purpose of
exploring the feelings and emotional needs of dementia
patients through concrete demands (for example, photos,
household items) and discussions on events and activities to
stimulate memory and allow the patients to recall their past.
The patients are supported in handling their emotions and
the emotions that are produced by dementia’s impact on 
cognitive functions (time-space disorientation, memory loss
and confusion) and in trying to increase their self-worth.

CONCLUSIONS

Palliative care in dementia is of course performed,
however it passes unobserved (19). It can be done at home,
in the hospital, in care centers. The guides for good 
practice can offer models for a good quality palliative care
for dementia patients. The ethical imperative must be
maintaining or improving the quality of life, up to its end.
The decisions made towards this purpose are in most cases
ethical decisions.



PALLIATIVE CARE IN DEMENTIA - TRANDAFIR et al vol. 51, no. 3, 402

REFERENCES

1. Alzheimer's  society/ Dementia and aggressive behaviour -
http://www.alzheimers.org.uk/site/scripts/documents_info.php%3
FdocumentID%3D96 [Accesat 2.10. 2015]

2. Alzheimer's  society / /factsheet 408, Drugs used to relieve behav-
ioural and psychological symptoms in dementia http://www.
alzheimers.org.uk/site/scripts/documents_info.php%3Fdocumen-
tID%3D96 [Accesat 1.10 .2015]

3. Alzheimer's Society End-of-life care - http://www.alzheimers.
org.uk/site/scripts/documents_info.php%3FdocumentID%3D270
9.[Accesat 12.09.2015].

4. Alzheimer's Society,Non-pharmacological therapies for the thera-
pies for the treatment of behavioural symptoms in people with
dementia http://www.alzheimers.org.uk/site/scripts/download_
info.php%3FfileID%3D27 [Accesat 2.10. 2015]

5. Alzheimer’s Association Dementia Care Practice Recommenda-
tions Phase 3 End of Life Care,https://www.alz.org/national/docu-
ments/brochure_dcprphase3.[ACcesat 15 .09. 2015].

6. Alzheimers.net The Connection Between UTIs and Dementia,
http://www.alzheimers.net/2014-04-03/connection-between-
utis-and-dementia/3 Apr 2014 .[Accesat 12.09.2015].

7. Alzheimer Europe, Ethical dilemmas faced by carers and pleople
with dementia,2014 ,Work Plan of Alzheimer Europe. [Accesat
29.09.2015]

8. Alzheimer Europe, Alzheimer Europe Report: End-of-Life Care for
People with Dementia, Luxembourg: Alzheimer Europe, 2008/2.
http://www.alzheimers.org.uk/site/scripts/documents_info.php%3
FdocumentID%3D428[Accesat 29.09.2015]

9. Alzheimer's Australia, Pain and dementia  16 -Dementia Q&A,
https://fightdementia.org.au/sites/default/files/helpsheets/Help-
sheet-DementiaQandA16-PainAndDementia_english.pdf  [Acce-
sat 29.09.2015]

10. American Psychiatric Association practice guideline for the treat-
ment of patients with Alzheimer’s disease and other dementias.
Second edition. Am J Psychiatry. 2007;164(12 Suppl):5–56. 

11. Banerjee S., The use of antipsychotic medication for people with
dementia: Time  for action, A report for the Minister of State for
Care Services, 2009.https://www.rcpsych.ac.uk /pdf/Antipsychot-
ic%2520Bannerjee%2520Report.pdf[Accesat 1 .10.2015]

12. Beuscher, L, Beck C.,A literature review of spirituality in 
coping with early-stage Alzheimer's disease,J Clin Nurs. 2008
Mar;17(5A):88-97.

13. Cardosi A, Jolley  D., Ann Regan, Tapley M., Dying with Demen-
tia: a Challenge for Palliative Care Now and in the Future, Acta
Med Port, 2014,27(4):414-416.

14. Cintra M.T., de Rezende N.A., De Moraes E.N., Cunha L.C., Da
Gama Torres H.O., A comparison of survival, pneumonia, and
hospitalization in patients with advanced dementia and dysphagia
receiving either oral or enteral nutrition, J Nutr Health Aging.
2014 Dec;18(10):894-9

15. Dickson K., Lafortune L., Kavanagh J, Thomas J., Mays N.,Erens
B. Non-drug treatments for symptomsin dementia: an overview of
systematic reviews of non-pharmacologicalinterventions in the
management of neuropsychiatric symptoms andchallenging
behaviours in patients with dementia PIRU Publication,2012-1.

16. First WHO Ministerial Conference on Global Action Against
Dementiahttp://www.who.int/topics/dementia/en/16–17 March
2015, Geneva, Switzerland, [Accesat 15.09.2015] . 

17.  Inoue K-I., Sawada M., Kawai S, Nakahara R., Sano H., 
Mortality From Pneumoniaand Hip Fractures in Patients With
Advanced Dementia, JAMA. 2000;284 (19):2447-2448.

18. Grant, M. D., Rudberg, M. A. si Brody, J. A. (1998) Gastrostomy
placement and mortality among hospitalized Medicare beneficia-
ries., JAMA, 279,(24): 1973–1976. 

19. Hughes J.,Jolley D., Jordan A.,  Sampson E.L. Palliative care 
in dementia: issues and evidence,Advances in Psychiatric Treat-
ment Jun 2007, 13 (4) 251-260; 

20. Gitlin N.L., Hodgson  N., Jutkowitz E., Pizzi  L. The Cost-effec-
tiveness of a Nonpharmacologic Intervention for Individuals with

Dementia and Family Caregivers: The Tailored Activity Program,
Am J Geriatr Psychiatry. 2010 Jun; 18(6): 510–519.

21. Kohn R., Surti M.G., Management of Behavioral Problems InDe-
mentia, Medicine  & Health/Rhode  Island, 2008, 91 (11). 

22. Küpper A-L., Julian. Hughes C.H ,The Challenges of Providing
Palliative Care for Older People with Dementia, Current Oncolo-
gy Reports,2011,  13, ( 4), pp. 295-301.

23. Kingsley J., Palliative care in dementia: issues and evidence  in
Advances in Psychiatric Treatment (2007), vol. 13, 251–260 .

24. Management of Pain in the Person with Dementia,DEMENTIA
EDUCATION & TRAINING PROGRAM – 1-800-457-5679,
ttp://www.alzbrain.org/pdf/handouts/2049.%2520MANAGE-
MENT%2520O[Accesat 10.09.2015]

25. Mitchell S.L., Advanced Dementia,N Engl J Med, 2015;
372:2533-254025,  http://www.nejm.org/doi/full/10.1056 /NEJM-
cp1412652?af=R&rss=currentIssue[Accesat 17.09.2015]

26. Mitchell L.S.,  Shaffer L.M., Dan K KielyD.K., Givens L.J.,si
D'Agata. E., The Study of Pathogen Resistance and Anti-micro-
bial Use in Dementia: Study Design and Methodology, Arch
Gerontol Geriatr. 2013 Jan-Feb; 56(1): 16–22.

27. Morrison, R. S. si  Siu, A. L. (2000) Mortality from pneumonia
and hip fractures in patients with advanced dementia. JAMA,284,
2447–2448.

28. Muresan D.,2014www.replicaonline.ro/dafin-muresanu-dorim-
sa-dezvoltam-neuroreabilitarea..[Accesat 9.09.2015].

29. The National Council for Palliative Care, Out of the Shadows:
End of Life Care for People with Dementia, London: The Nation-
al Council for Palliative Care,2015,

30. NICE guidelines [CG42] Published date: November 2006 Demen-
tia Supporting people with dementia and their carers in health and
social care Issued: November 2006 last modified: March 2015
NICE clinical guideline 42 guidance.nice.org.uk /cg4.

31. Ryder S.-A., Stannard F.C. Treatment of chronic pain: antidepres-
sant, antiepileptic andantiarrhythmic drugsOxford JournalsMedi-
cine & HealthBJA: CEACCP ,2005,5,  (1), Pp. 18-21.

32. Sachs, G., Shega, J. & Cox-Hayley, D. Barriers to excellent end-of-
life care for patients with dementia. Journal of General Internal
Medicine, 2004,  19,(10) 1057–1063.

33. Schneider LS, Dagerman K.şi Insel PS, Efficacy and adverse effects
of atypical antipsychotics for dementia: meta-analysis of random-
ized, placebo-controlled trials, Am .J.Geriatr Psychiatry. 2006
Mar;14(3):191-210.

34. Ryder S.-A., Stannard F.C. Treatment of chronic pain: anti-depres-
sant, antiepileptic and antiarrhythmic drugs Oxford Journals Med-
icine & HealthBJA: CEACCP ,2005,(1) , Pp. 18-21.

35. Reisberg B.The GDS/FAST staging system. Int Psychogeriatr.
1997, 9 Suppl (1): 167-71.

36. Singh K.M., Kishner S., Chronic Pain Syndrome Medication,
http://emedicine.medscape.com/article/310834-medication Updat-
ed: Jul 15, 2015[Accesat 1 .10.2015] 

37. TeperL. E si and Hughes C.J. Clinical and Ethical Issues in 
Palliative Care Dementia – An Overview, Review, European 
Neurologie, 2011; 5 (2): 29-33

38. Verdu B, Decosterd I, Buclin T, Stiefel F, Berney A. Antidepres-
sants for the treatment ofchronic painDrugs. 2008;68(18): 2611-32. 

39. Van der Maaden T., Hendriks SA, de Vet HC, Zomerhuis MT,
Smalbrugge M, Jansma EP, Koopmans RT, Hertogh CM, van der
Steen JT Antibiotic use and associated factors in patients with
dementia: a systematic review,Drugs Aging. 2015 Jan;32(1):43-56. 

40. Van der Steen T.J.,  Marcel E. Ooms E.M., AdèrJ.H., Miel W.
RibbeW.M., Van der Wal G., MD,Withholding Antibiotic Treat-
ment in Pneumonia Patients With DementiaA Quantitative
Observational, ,Arch Intern Med. 2002;162(15):1753-176039.

41. World Health Organization (2002) WHO Definition of Palliative
Care. http://www.who.int/cancer/palliative/definition /en[Accesat
20.09.2015]

42. World Health Organization (2006) WHO’s Pain Ladder. http://
www.who.int/cancer/palliative/painladder/enges 1102-1107[ Acce-
sat 20.09.2015].

43. World Health Organization http://www.who.int/mental_health
/neurology/dementia/en/[Accest  15.09.2015]


