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Background

 The number of people living with dementia in
the UK is estimated to be around 850,000 and
set to increase, with figures anticipated to
reach over one million by 2025

* The All Party Parliamentary group (APPG)
report from 2016 suggested almost 7 in 10
people with dementia also have one or more
other health condition.



Background

* Those diagnosed with dementia have significantly
higher community-based primary care physician
(general practitioner, GP) consultation rates when
compared with those with no dementia.

 Dementia can complicate the management of
comorbid conditions and comorbidities or their
treatment can accelerate the progression of dementia.

* |dentifying which groups have the greatest need for
healthcare is essential to plan effective dementia care



Dementia and Co-morbidities

While dementia is often viewed as an isolated condition,
this patient group suffer from a high prevalence of
comorbid medical conditions, with a number of conditions
appearing to be ‘significantly associated’ with dementia

Scrutton & Brancati. Dementia and
Comorbidities. Ensuring Parity of Care. 2016




Comorbidities

* A comorbidity is a secondary or additional
disease or disorder that a person may have.

* People with dementia are often living with a
number of comorbidities which are often
undiagnosed, for example these might include
conditions such as hypertension and diabetes.



Multimorbidity

* Multimorbidity—the presence of two or more chronic
health conditions—is highly prevalent in the
population with dementia. It has been estimated that
95% of those with dementia have another chronic
disease

* |nthe UK, a strong association has been observed
between multimorbidity and both primary care
consultations and unplanned hospitalisation in the
general population, However, it is uncertain to what
degree these findings can be extrapolated to the
dementia population



Dementia and Co-morbidities

 Many people with dementia have many other
serious medical conditions

 Medications and treatments can worsen
cognitive status and exacerbate other
symptoms of dementia

* Likewise, dementia can complicate treatments
of other medical conditions



Pre-existing medical conditions related
to Alzheimer’s disease
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Modifiable lifestyle factors related to
Alzheimer’s disease

7 =

Smoking Coffee intake Alcohol
consumption

@ ° X

Overweight Cognitive activity Physical activity
and obesity

Incidence of AD




Financial Costs

Costs associated with the comorbidities of AD

« An American study found that treating the « A retrospective analysis ofa UK health record
comorbidities of people with dementia database found a correlation between the
generated $4,134 greater healthcare costs, in number of comorbidities and healthcare
2002 U3 dollars, compared with the costs of resource use?

i | 1
reating age-matched control cases . Comparedwith patients with AD and 2-3

* The increasein costs were attributedto higher comarbidities, patients with =6 comaorbidities:?
usage ofinpatient and skilled-nursing facilities! i higher
. . preecription B2% Fiighes
+ Better treatmentand care of patients with AD rats hmplml.ﬂﬂnn

could, therefore, reduce the costs of comorbid
illness' and reduce the burden on society

The comorbidities of AD addto the costs of
treating an already burdensome disease'

« Thiswouldtranslateto a cost difference of
£5 100 per person over 3 years (basedon UK
2013 costs)?

AD=R 2 hcirnei’s o St o LB o Blirrioin ILES=Unkod Sntos (TR T ——

1. Hill 2f 2l Mooy 0050 a0 2 Browwms of . B Opom 201 701 2546 ?-



Co-morbidities with dementia

Cumulative rates of comorbidities in patients with dementia

» A retrospective analysis of a UK health record Rates of multimorbidity in patients with dementia’
databaseincluded 4,999 patients with
dementia’ f{ 78.6% of patients have }_‘
» The mostfrequent comorbidities in patients 40 >1 comorbidity
with dementia were:’
 Cardiovascular-related conditions (13.4-53.4%) ) 30 -
+ Chronic pain (33.5%) ;*
v Depression (23.5%) T 20 -
* Hearing loss (22.3%) %
* Constipation (14.2%) 10 |
* Diabetes (14.0%)
* The rates nfmultimnrbicitf—the_presence af 0 - . .
two or more chronic health conditions —was 01 5.3 ic =5
striking: 78.6% of patients with dementia -
suffered with =1 medical comorbidity’ Mumber of comorbidities
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Psychiatric co-morbidities

The psychiatric comorbidities of dementia

» Although AD is consideredto be a cognitive Frequency of NP| disturbances in
disorder, almost all patients develop patients with and without dementia®
neurapsychiatric symptoms as the disease Delirsions
progresses!? -

Hallezinations
« Apathy, depression, and agitation are commaon

neurapsychiatric disturbances observedin DEF'EE'E_W
patients with dementia? Anxiety

+ The neuropsychiatric symptoms of dementia ’.!"F""‘.'.W
addto the burden of the disease —increasing it bility
morbidity and disability, and addingto the Elation
burden placed on caregivers? Agitation
Disinhibiticn

Abberant motor beha wour
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Physical Comorbidities

The physical comorbidities of Alzheimer’s disease

Odds of dementia-associated chronic comorbidiies
in menand women 265 years old’

Men Women
Differancs versus ags-matched controds Differsncs versus ags-matched contros
Dibessc s OR [35% CI) iOR [325% CI)
Parkirsan's dsaass 213 §1.48-3.08) —— Chrorns =kin ulcers 289 (2383153 ——
Chronie =kin ulcers 205 (1.41=-298) —— Arpwsmia 157 (1.37=-1.79) i
HArmia 1485 (1.58-2.41) a— Corstrovomoular disesss 157 (1.28-1.90) o
Fafirol disorders 1.72 (1.03-287) b Befervioural problems 153 {122-1492) ——
Corstrovomoular disesss 183 (128-207) e Congesive hoord Bilure 142 {1.15-1.75) o
Cardiac arrkrydhmia 1.53 {12518 i Parkirsan's dsaass 1.41 {1.02-1.94) ——
Thryraid disoees 1.43 (1.07-141) —5— Cardiac artyfmia 124 {1.06-1.45) Hi—
Prostorfic yperrogiy 128 {1.11-1.50) . Thryraid disoees 117 {1.02-1.35) Hi-
e 1z 3 4 e 1z 3 4

Individualz with dementia have a significanthy greater
number of comorbidities than those without dementia’
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Co-morbities
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VaD vs ADs

Vascular disease and Alzheimer’s disease

The shared risks of vascular disease and AD' » The association between dementia and
vasculardiseaseriskhas beeninvestigated
using datafromthe large-scale ARIC study®

Genetie risks
APQOE gene {apolipoprotzin E)

MTHFR {methylenetetraiydrofolate reductase) » The study followed individuals over 20 years
: andfracked differences in brain amylaid
Medical risk factors EIEIEIEISi’[iEIFIE

Hyper/hypotension .
High cholestercl * It was foundthat a cumulative number of

B vascularriskfactors® was associated with an
Cisbstes ) ) ) ) N
increase in brain amyloid deposition

Lifestyle/behavioural/environmental risk factors + The results suggestthat exposure to vascular
Obesity

riskfactors also constitutes ariskfor dementia?
Lack of exercise and poor physical fitness

Sroking » Whilstmore researchis needed, the casein
Msjor deqresssive thsortler favour of riskfactor managementand
appropriate counselling to promote vascular

Fungsl pathogens . :
9=l patrd brain health is now clear?

Exposure to sir poliution

RSk fchors | nchsdd boaty mads Mdieor 230 el S okl nd, My pemenoin, o atesieds, @it bl Chodestencd 2300 mg'd
ADh 2haairnee’s. o soasa SR =aencadarcs s sk in oo les

1. Santos o al Mzreimars Damant (iemst) 2017 TES-8T "'i" Lundbeck ieatilute

I Gomes i of &l A S0 TT T4 1445314500 3. Bradne & Galasko Maunol Clin Prad 201 553019012 7



CVD vs AD

Cardiovascular disease and Alzheimer’s disease

Many of the riskfactors associated with CVD
are thoughtto alsoincrease the risk of
cognitive decline in older people, and
potentiallythe risk of AD'

Because CVD riskincreaseswith age, it has
been suggestedthatthe cognitive decline seen
in patients with dementia leadstoworsening
selfcare, and a greater risk of CVD-

In ane study, patients with dementia were
foundto be at a greaterrisk of cerebrovascular
disease (OR: men, 1.63; women, 1.57)°

More research intothe links between
atherosclerotic and neurodegenerative disease
may provide avenues for prevention and
treatmentin the future
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Diabetes and AD

Diabetes and Alzheimer’s disease

= A meta-analysis of 19 studies has shown that diabetes increases the risk of developing
AD, and the risk of mild cognitive impairment’

= Thus, AD and diabetes may share risk factors, including overlapping metabolic risk
factors’

« However, it has been suggested that, whilst under-nutrition 1s a problem in patients with

dementia, some patients may develop preferences for sweet foods, or snack foods, which
heighten their risk of developing diabetes<?

Given the progressive and life-long nature of diabetes and dementia, and the
fact that the prevalence of both conditions is increasing, healthcare systems
need to prepare for patients with comorbid AD and diabetes<
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Concerns arising from dementia and
co-morbidities

Impaired capacity

Difficulties understanding implications of
ilIness

~ailed appointments

Reduced ability to follow treatment plans
Under reporting of symptoms

Reduced ability to self care — “often acopia”
Carers put under increased strain




Concerns arising from dementia and
co-morbidities

Non compliance of treatment
Consent

To Treat or not to treat — what is going to be
achieved

Diagnhosis — what is going to be achieved
What treatment takes priority?



Non Compliance to care and

Treatment
Assessment Management
e Pain * Language, tools, medication
* Feeding  Dentures, thrush, taste, choice
 Falls * Neuropathy, shoes, nails, meds
* Depression * |solation, pain, ?hypo-delirium
 Paranoia * Delirium, is it?, past experiences
 Dehydration * Sub cut?, beakers?, access, jellies
* Bowels * Treat, review meds, diet

All can cause delirium if not
addressed . Hypo my main
concern as not always recognised.



Treatment 1

The importance of discussion and given all the
facts

Outcome should be about QOL rather than
treatment and cure

Overload of information

Multi — discliplinary, not dementia specialists
Discussions may require more time

May need to review/stop treatment



Treatment 2

LPA s
Advanced Care Plans

What is to be achieved from
investigations/treatments

Dementia often the blame for agitation or
deterioration

Use guidelines

Listen and work with the relatives



What helps

PCC Care — This is me
Involving the families
Take time to listen

L A
a4 ~

Look at the whole picture including social issues

Should someone co-ordinate care

Recognise we don’t know everything

New ways of working — appts, screens etc.
Look at your language when communicating

Some GPs are more interested in the elderly than
others



Jackie

Mum

* Memory issues.

* Bowel issues

* Vascular issues

e Low Mood

e 12 stone weight loss

e Diabetes

* Hypertention/statins

* Family/financial issues

Who oversees? Whose
responsibility?

Patient
Wife has cancer

Her husband has
developed memory issues
since COVID

Quick deterioration in
memory and behaviour

Weight loss/not eating
Agitated

Gp response — clearly has
dementia, nothing we can
do. Your thoughts???



Way Forward

Clinical guidelines and older patients with dementia

= There are many clinical guidelines for the management of AD and dementia’

« A meta-analysis aimed to investigate how many of the available guidelines address the
comorbidity burden commonly observed in older patients with dementia’

Out of the total of 22 clinical guidelines that were included for analysis:’

« 20 (91%) addressed issues of treatment for older patients
« 5 (23%) classified older patients by age

« 13 (60%) addressed issues of comorbidity
« 7 (32%) reported recommendations for patients with several comorbid conditions

The majonty of current clinical guidelines on dementia do not
adequately address the issues of comorbidities in older patients
— new guidelines are needed that address this knowledge gap’
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Way Forward

Living with significant cognitive impairment and co-occurring complex
co-morbidities ( CC) is an important issue for public health in an aging
society.

Little is known about how dementia and other significant cognitive
impairment impacts morbidity, mortality, and other outcomes for
people with multiple CCs.

Further study is needed to better understand how dementia and other
significant cognitive impairment influences hospitalizations, disease-
specific outcomes, diabetes, chronic pain, CVD, depression, falls, and
stroke for people living with multiple CCs

Mark B. Snowden,1 Lesley E. Steinman,2 Lucinda L. Bryant et al ( 2017)



Thank you Listening

lorraine.burgess8@nhs.net
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