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Abstract: According to the latest forecasts of the INSEE (1) - Institut National de la Statistique et des Etudes
Economiques (National Statistics and Economic Studies Institute), ageing of the French population will increase
between 2005 and 2050: whereas 20.8% of the population living in continental France reached the age of 60
years or more in 2005, this proportion would be of 30.6% in 2035 and 31.9% in 2050. In 2050, 22.3 million
persons will have reached the age of 60 years or more compared to 12.6 million in 2005, increasing by 80% in a
45-year period. In line with the actual age pyramid, ageing is unavoidable, as those who will reach 60 years of
age in 2050 are already born (in 1989 or before). This expansion will be most important between 2006 and 2035,
when the numerous “baby-boom” generations born between 1946 and 1975, will reach these ages. In future
years, lifespan improvement will only emphasize this increase. Even if life expectancy stabilizes at the 2005
level, the number of seniors reaching 60 years or more would still increase to 50% between 2005 and 2050. This
issue is identical in all countries of the European Union. Ageing is a major risk factor for dementia that will
considerably worsen in the next years, if no curative therapies are found. Today, 25 million persons in the world
suffer from Alzheimer’s disease (AD). In France, it is estimated that 860 000 persons are affected and that 225
000 news cases are annually diagnosed. After 75 years of age, more than 20% of women and 13% of men are
concerned. Forecasts for the coming years are frightening. Considering ageing of the population, the number of
Alzheimer’s disease cases should raise to 1.3 million in 2020 (20 patients for 1000 inhabitants) ant 2.1 million in
2040 (30 patients for 1000 inhabitants) (2).

Background: cognitive decline and Alzheimer’s disease; a
long process
In AD hystopathological damage development progresses
slowly. The amyloide peptide deposit distribution is unclear.
On the other hand, the neuro-fibril degeneration follows a
precise movement, related firstly to the entorrhinal cortex and
the amygdala-hippocampal area, then to the temporo-parietal,
frontal cortex, and in the end reaching most of the cortex and
under-cortex areas. Compensating process could block clinical
identification of damages in the early stages of the disease.
However, the impairment of cognitive performances and the
loss of functional autonomy show up very early during the
disease’s progression. In a recent case-control study, Amieva
and his co-authors showed that cognitive performances modify
12 years before actual report of Alzheimer’s disease. This study
also recorded that subjects presented a mild loss of their
functional autonomy in day-to-day actions, on an average of 2
years after the beginning of early symptoms (3). So
Alzheimer’s disease develops in three steps: an asymptomatic
phase whose span cannot be determined, a predemential phase
with appearance of the first signs of moderate cognitive
decline, and finally a demential phase. The symptomatic phase
Received June 13, 2009
Accepted for publication June 15, 2009

has about a 15-year span; the predemential phase can last from
3 to 4 years in average. The term Mild Cognitive Impairment
(MCI) was suggested to describe subjects with moderate to
significant cognitive modification that could evolve in a
derogatory way within the two following years. Clinical
definition criteria of the MCI were proposed by Petersen et al
(4), and corresponds to: a memory complaint confirmed by
family circle, an objective memory change, a normal general
cognitive performance, a continuation of every day activities
and an absence of dementia. This concept is particularly
important because the conversion rate from MCI to dementia is
important, around 12% per year (6 to 25%). 50% of the MCI
would develop AD within
4 years. In their recent study, Lehrner et al (5) observed an
annual conversion into AD of 6.5% amongst a group of seniors
with memory complaint. The conversion rate is especially high
- around 20% - with regards to persons presenting an amnesic
MCI. This rate is of 3% when seniors express memory
complaint without memory disorder assessed by
neuropsychological tests. Dementia does not usually occur in a
sudden way. Considering lifespan of persons at risk, a decrease
of this evolution, by a few months delay of the demential phase,
would have important consequences on dementia prevalence.
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Each of the above mentioned phases offer opportunities for
therapeutic strategy set-up: 1°/ primary prevention during the
asymptomatic phase: controlling risk factors, that can be
modified to slowdown and avoid the appearance of light
cognitive decline or dementia; 2°/ secondary prevention during
the predemential phase, enabling to work on the early phases of
cognitive decline in order to hold up the conversion towards
dementia; 3°/ tertiary prevention during the demential phase
aiming to avoid progression of the illness. Despite the progress
in identification and assessment of the cognitive decline at early
stages, no reliable prevention devices are actually available to
help detect dementia. Today, this clearly restricts our ability to
put forward early and efficient interventions in primary
prevention. However, the subjective complaint of memory
disorder appears to be a real risk factor for the development of
Alzheimer’s disease (6-9). Most research studies related to AD
focussed on secondary and tertiary treatments. The interest
shown to primary prevention in dementia was developed when
modifiable risk factors had been identified. Only major
randomized interventional studies can show the efficiency of
such factors.
Once reported, AD usually evolves gradually and
continuously. One of the major outcomes of AD is the
progressive loss of functional autonomy that leads to physical
dependence, particularly in the latest stages of the illness. The
interaction between nutritional status, balance and gait
disorders can hasten the dependency process. For a number of
patients, appearance of physical dependence in every day
activities, explains the increase in hospital and nursing home
admission. It should be reminded that dementia is the first
cause of senior’s dependence (10).
Behaviour disorders are observed in a majority of patients
suffering from dementia, particularly in AD. Even lately there
is an improvement in the diagnosis at earlier stages of the
disease, too many patients are consulted at a late stage when
behaviour disorders become boisterous and troublesome. Mood
can be upset, along with signs of depression or anxiety. At
times mood lability is also noticed accompanied with alternate
periods of apathy and unrest. It is also frequently associated
with psychotic symptoms such as delirium and hallucination. If
a majority of patients present late stage behaviour disorders,
they can nevertheless appear in an early phase (11). In AD,
these disorders are the main complication with regards to
family circle exhaustion, hospital and nursing home admission.
Weight loss is another common complication of AD. Around
30% of patients lose weight while developing the illness (12).
This phenomenon often comes up with a set of adverse
consequences such as change in the immune system,
sarcopenia, falls and fractures. They are the cause for
dependence aggravation and risk of excess death rate.
Dementia also presents a risk factor of fall for elderly people
(13). It appears that physical performances are impaired as
from the first stages of the illness. Studies show that patients
suffering from AD have three times more risks of serious falls
and fractures compared to a population sample of the same age
798

(14, 15). Falls often originate from several factors: sensory
deficiency impaired motor coordination, inappropriate motor
response, apraxy and extrapyramidal symptoms, iatrogenia,
undernourishment and sarcopenia. AD also has direct impact on
the physical and psychological state of health of the family
enviroment. This issue particularly concerns the main
caregiver. His/her role increases during the progression of
dependence and can become a day-to-day burden.
Alzheimer’s disease: the necessity to support caregivers
AD is a disease that concerns the family. It does not only
involve the patient but has an impact on the family unit and
particularly on the caregiver. At the present time, a majority of
patients suffering from AD live at home beside an informal
caregiver (16). Most of AD patients’ caregivers are women,
often wives and sometimes daughters.
The role played by the carer is crucial. He/she must handle
the patient on an every day basis and must deal with all the
difficulties brought up by the progress of the illness: when
diagnosis is announced, while managing all relevant
complications, in the use of professional support, when treating
with hospital and nursing home facilities, and upon the end-oflife period. The diagnosis announcement is a critical moment
for the caregiver. It appears that the diagnosis revealing
dementia is an important strain for the caregiver and this
regardless of the seriousness of the disease (17, 18). It also
appears that dementia is an issue that determines the burden
born by them. They complain about the weight of their burden,
the restriction of their social life and their lack of health
compared to caregivers of the nondemented persons (19). The
disease complications, particularly behaviour disorders, are
often matters that determine the burden load. Generally, the
caregiver does not use enought professional support. Several
reasons have been identified: lack of means, specially in rural
areas (22, 23); ignorance concerning their availability, whereas
studies show that even duly informed, few will benefit (24);
fear that care will be of lesser quality than that brought by
caregivers themselves (25); high costs and time restrictions;
worry about being misjudged (26). Urgent hospital admissions
are made through decision of the family in 25% of the cases. At
times, these admissions allow caregivers to “take a break” or to
begin thinking about definitive admission in care facilities. But
hospital admissions for nonmedical purposes seem to be underestimated, as they have not been sufficiently examined.
However, they should not be considered as unjustified: the
exhaustion of the caregiver is a sufficient reason for
hospitalization and furthermore, they can reflect an acute
pathology that should not be neglected (28). The burden felt by
the caregiver and the caregiver´s desire of patient placement are
predictor factors of institutionalisation (29, 31). This indicates
that a long and thoughtful process is needed before admission
and therefore preventive actions could be set-up during this
period (32). It seems substancial for certain caregivers,
excluded from care facilities upon admission, to maintain this
relationship (33). At this moment, the caregiver often feel’s a
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sense of guilt. The end-of-life period is also a difficult moment
for the caregiver who must cope with demanding care and
assistance.
The provided help represents a heavy investment for families
and often means a reorganization of family and social life. The
symptoms and the evolving nature of the illness have an impact
on caregiver/patient relationships (inadequate behaviour, such
as excessive kindliness or a redistribution of family role, can
often end up with childish attitudes and possible risk of abuse).
The caregiver also suffers from somatic and psychological
pathologies and often neglects his/her condition and age. It has
been reported in many studies, that AD is often a heavy burden
for the caregiver and that it can have an impact on his/her
mental health: stress, depression, anxiety, use of psychoactive
drugs and sleeping (34-45). Furthermore, the caregiver is often
socially isolated (decrease of social activities and leisure such
as travel: afraid of leaving the patient alone, in case of
“runaways” and unmanageable behaviour disorders). Added
difficulties appear when the caregiver has a professional
activity. It affects professional ambition, with the need to
reorganize working hours (46) and sometimes it leads to
ceasing all occupation (47). These aspects of AD create more
than one casualty: patient and family values. This must be taken
into account as caregivers ensure support of existing assets,
social inclusion and in-home care.
However, in spite of the reported burden, it seems that
caregivers are aware of the positive effects bought by their
assistance (48). The favourable outcomes of this help are often
related to a certain feeling of satisfaction (49). It would enable
to strengthen bonds between caregiver/patient (50) and to
improve caregiver’s sense of reward.
Several studies also show that patients benefit from family
involvement in the care scheme bearing with personal and
professional support (51, 52) and decrease of behaviour
disorders (53).
Balneotherapy: a new respite organization for both
Alzheimer’s disease patient and family caregiver
Certain authors have defined the idea of respite in
Alzheimer’s disease as a temporary physical, emotional and
social care towards a dependent person, in view of bringing
relief to the main caregiver (54). According to relevant
publications and works, families reported that respite is a major
need. Therefore, it seems that medical staff takes this necessity
into account in order to provide comprehensive patient care
(55). Based on such observation, Alzheimer Plan 2008-2012
provides “to develop and diversify respite organization”. Their
set-up, fitted to care and patient/caregiver relationships, would
then become a major issue. The temporary relief of the
caregiver and his active support could reduce stress and burden,
improve caregiver/patient ties and help keeping up homecare
and prevent crisis when urgent hospital entry is needed.
Working methods in respite organization vary from country
to country. Three different types of respite structures exist in

France: day centers, temporary stay in nursing home or
hospital.
The latest epidemiological data dates back to 2007 and
reports 740 day care centers (for 5297 residents) and 563
temporary stay facilities (for nearly 1200 residents). New
regulations aim at a better understanding of assignments but in
spite of this, working methods and services offered by respite
organizations remain very different (57-60). Today, in France
and specifically concerning day care centers, the reported aims
of these organizations, are that of “therapeutics” towards
patients and “support and relief” towards caregivers (61).
However, it appears that families do not make enough use of
respite organizations (55, 62). Different theories are defined in
publications: they do not meet caregivers’ expectations or
requirements (63), families are convinced that they provide
more stress than relief (64-66), they produce a sense of guilt
towards patients (64).
Studies have also examined characteristic features of
patients (67) and carers that do use respite (55, 66, 68, 69). In
Cox’s American study (69), it has been reported that carers who
frequently use respite organizations (homecare, day care and
temporary stay) are: those feeling less anxious, those whose
burden is most heavy and those whose patient suffers from
severe cognitive impairment. Other studies also show that
carers use respite organizations on a later period of the patient’s
illness (69-71).
Different studies investigate impact of respite on stress,
depression, anxiety, burden and “physical health” (sleep,
physical well-being) of the main carer. It is important to
observe that certain studies were related to the impact of respite
alone, while others can be considered as multidimensional
interventions combining information, training, counsel and
support towards the carer. Most studies assessed the impact of
respite with regards to psychological aspects of the main carer’s
well being (stress, anxiety and depression). In a majority of
cases (70, 72-75), studies showed that “respite” had little or no
impact of the carer’s psychological well being even if some
produced evidence that symptoms diminished only during the
respite period (76). However, a few studies reported beneficial
effects for depression and psychological distress of the
caregiver (62, 77). Lastly, respite has bought benefit by
lightening the carer’s stress (69, 71, 78, 79). This concerns only
multidimensional interventions studies, which makes the
assessment of isolated respite impact even more difficult. In
certain works it is shown that, even if respite had no direct
impact on caregiver’s stress, anxiety and depression, it did
allow to reduce care-time, to manage behaviour symptoms (80),
and thus help improve care-giving organization (81). Burden is
another factor that is frequently examined in publications.
Efficiency of a respite period concerning the illness’s
“objective” burden has not been found in the results of
randomized clinical trials (62, 70, 72-75, 78, 82, 83).
However, high is the carer’s satisfaction with regards to
respite in a majority of studies (70, 73-75, 84-87). It is
important to observe that multidimensional interventions,
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combining “respite” but also support, counsel, training and
information towards the caregiver, reported more positive
results on the same variables.
Respite impact on the patient has been assessed in
publications through different variables, most often being:
quality of life, functional status, behaviour symptoms and the
day of entry in long-term care facility. With regards to
behaviour symptoms, outcome of studies are contradictory. In
fact, a most of them did not find any significant results (77), not
to say a negative respite impact, on sleeping disorders (88).
Another study determined a frequency decrease of patient’s
productive disorders, during respite period only (84). Results
are also contradictory with regards to quality of life (70, 75, 77,
82, 83). Concerning functional autonomy, the main wellconducted methodological works found no negative or positive
respite impact on this matter (72, 82). Certain authors suggest
however that a negative effect on respite exists where severe
demented patients are concerned. This would be due to the
temporary unsteady change interfering with a stable situation at
home (90). The chosen time for facility admission, was the
most examined criteria to study respite impact on demented
patient. Lawton was one of the first to report that respite may
delay entry in a nursing home. Later, randomized trials
confirmed these results. However, these studies concerned
multidimensional interventions and did not show how simple
respite impact could determine time of entry into a carefacility.
Therefore, it does seem essential to identify a respite
organization that will bring temporary relief to the caregiver. It
will limit critical situations when urgent hospital entry becomes
necessary. These admissions, sometimes inappropriate, have
undesirable effects on the patient (iatrogenia, physical
restrictions, social isolation, infectious risks...). However, it
does not seem beneficial to separate patient and carer, avoiding
the latter’s possible sense of guilt. A new sort of organization
must then be provided, keeping the “patient-carer” relationship
within a social framework. It appears that use of this other type
of facility mainly concerns patients suffering from early-stage
of Alzheimer’s disease: those who do not present major
complications such as behaviour disorders. Considered to be a
special place, balneotherapy is an ideal way to escape, and a
potential moment of respite for the caregiver. Standard health
resorts and their traditional spa users can restrict the social
isolation often experienced by mild-suffering patients and
carers.
Balneotherapy support programme for “patient-carer”
Objective
Developing a balneotherapy support programme for «
patient-carer » is a great opportunity. Only works carried out
through multidimensional interventions were positive
concerning respite organization impact on the main caregiver
and the patient. This is why the programme will include an
important intervention with education, information, counsel and
support to caregiver, according to his needs. This programme,
800

adjusted to mild-demented patients, could take place in a
standard health resort during a 3-week period.
Programme content
At the beginning of the balneotherapy programme, patient
and carer will go through consultations and the caregiver will
have an individual interview with the coordinating practitioner
of the spa resort. Furthermore, assessment will be made of the
patient and carer’s different specific needs and a medical
examination will be conducted on both. At this same time, a
record will be made of current medical treatment, of surgery
and medical history (including the common hydrotherapy
pathologies and those that can lead to related specialized
consultations). Assisted by the caregiver, evaluation of the
patient will be performed with regards to nutritional status
[Mini Nutritional Assessment (MNA), Weight]; cognitive
functions [Mini Mental State Examination (MMSE)]; balance
and potential falls (one-leg test); physical abilities [Activities of
Daily Living (ADL), Instrumental Activities of Daily Living
(IADL)] and behaviour disorders. For the caregiver, an
assessment will be undergone concerning burden (Zarit, time
spent in assistance, different ways of intervention); medicosocial aspects (home-care, income, accommodation);
depression and anxiety [Raskin, Covi or Hospital Anxiety and
Depression Scale (HAD)]; quality of life. A second interview
will be scheduled for the carer during the first week of spa
treatment to evaluate the detected needs and a relevant specific
intervention will then be suggested to the “patient-carer” duo.
The advantage of such a programme is to develop the
caregiver’s understanding and support of the disease and of
different complications arising at home. The carer receives
specialists’ recommendations, whilst taking advantage of the
respite stay in a resort dedicated to this kind of support. The
main aims of this education and information towards caregivers
are: to keep high involvement in the care scheme and life plan;
to bring awareness on the use of communication approach; to
train on identifying the disease’s complications (type of
disorders, circumstances of their appearance) and the means for
prevention (for example: emphasizing on the importance of
physical exercise with regards to balance and falls, and regular
supervising of weight to avoid under-nourishment) or how to
manage them (for example: emphasizing on the nonpharmacological measures when caring with behaviour
disorders); to underline the importance of a tolerant et secured
environment for the subject; to inform about possible assistance
and take-over. With this oral information, instruction sheets
will be handed out, taking into account the needs reported
during medical assessment.
Moreover, during the 3-week spa treatment period,
discussion groups (aiming at paying attention to the caregiver’s
inner feelings) and carer/patient workgroups (such as physical
exercise, relaxation, nutrition, music therapy…) could be
offered. The traditional hydrotherapy activities should also
allow an improved assistance when behaviour disorders appear
and a lightening of the carer’s psychological burden.
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Several studies reported that spa care was beneficial for the
mental state of the patients (92, 93) and for their quality of life
(94-96). It is also admitted that it brings benefit during pain
treatment especially in arthrosis, often reported in elderly
population (94-98).
Outlooks: project feasibility
This type of intervention could concern mild dementia and
could require that staff from health resorts be trained with
regards to Alzheimer’s disease and its complications: how to
detect, prevent and treat complications (especially concerning
behaviour disorders with use of non-pharmacological
measures); how to use geriatric tools…Furthermore, the
France-Alzheimer organization could be called in, before
setting up such a programme, to make sure that it brings the
appropriate answers to the needs and requirements conveyed by
the caregiver of demented patients.
Spa resorts for a multidomain programme to prevent
cognitive decline in older and frail persons or of those
suffering from memory disorders
Research of modifying risk factors is a major issue in the
research of Alzheimer’s disease. It is currently dominated by
research works on factors related to lifestyle, and particularly
on vascular risk factors (high blood pressure, diabetes,
dyslipidaemia), with an increase of works related to nutrition.
Other issues are also explored such as the role of medical
history or of environmental factor exposure. It not only
concerns the years just previous to the diagnostic, but it
concerns more generally the subject’s whole life-span, and in
particular the “midlife” period around 50 years of age (99,
100).
Impact of physical exercise
Certain factors related to lifestyle are reported, including the
practise of physical exercise, as being potential factors of
protection from dementia. Interventional studies are however
very few. Lautenshlager’s works show that physical activity
brings a beneficial effect on reducing decline rate in frail
elderly persons. This randomized clinical trial involved 170
subjects with an average of 68.6 years of age and suffering
from memory complaint. Tests were conducted during 24
weeks and 138 subjects were followed up during 18 months.
They were divided into two randomized groups; one control
group receiving simple training and information and one
intervention group receiving a physical activity home
programme (at least 150 minutes of moderately-intense activity
per week). The main outcome criteria were the modification of
the ADAS-cog score. At the end of 24 weeks, the intervention
group reported an improvement of the ADAS-cog score [+ 0.26
points (95% [IC], -0.89-0.54)] compared to the control group [1.04 points (95% [CI], 0.32-1.82)]. Similar results were found
after 18 months.

Impact of cognitive stimulation
Many works report that social contact values and social
intellectual (or not) activities (such as reading, game, dancing,
gardening, handiwork, travel, bilingualism) play a protective
role from cognitive decline, from Mild Cognitive Impairment
(MCI) or upon appearance of dementia.
Relevant interventional studies are very few. A long-term
programme of standard cognitive practise was proved to be
efficient on the cognitive functions, particularly in the trained
areas (attentiveness, memory and reasoning), and on functional
capacities of IADL (autonomy, information processing rate and
problem resolution). This was shown in a unique randomized
trial involving 2832 persons from 65 to 94 years of age and
followed up during 5 years (102). Subjects were divided into 4
randomized groups: 1 control group and 3 intervention groups
[Reasoning (capacity in resolving problems), memory and
information transmission rate]. Results indicate that the
“reasoning” group reports more easiness in attending to IADL
after 5 years (effect size, 0.29; 99% [IC], 0.03-0.55) and that
each intervention enables to keep up cognitive capacity aimed
at 5 years.
Impact of nutrition
Antioxidants and group B vitamins
Several published randomized clinical trials assess the
efficacy of the following supplementations: unique or multi
group B vitamin (B6 vitamins, B12 and/or folates) and
antioxidants such as vitamin E (103-108). None of these trials
presented beneficial effects on cognitive functions. Only one
trial tested, during a 3-year period, the efficacy of a folic acid
(800 mg/d) supplementation on the cognitive functions of 818
men and women aged from 50 to 70 years old. It has been
found, through a series of cognitive tests, that a folic acid
supplementation bought significant progress in memory, rate of
information transmission and in sensory-motor rate (104).
Omega-3
From our understanding, clinical trials published up until
today, are not favourable towards positive effects on
polyunsaturated fatty acids (PUFA) in cognitive functions. The
MEMO (Mental health in the Elderly Maintained with Omega3) study (109) provides the latest data. Its aim was to assess the
efficiency of an eicosapentaenoique acid (EPA) and a
docosahexaenoïque acid (DHA) on the cognitive capacities of
302 subjects of 65 years of age and more, reporting no
cognitive decline upon inclusion, and followed up during 26
weeks. Subjects were randomly assigned into 3 groups: 1
placebo group, 1 group receiving 1800mg/day of EPA-DHA
and 1 group receiving 400mg/day of EPA-DHA. Negative
results were established related to the effect of such a
supplement. Other clinical trials are currently undergone.
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Dietary analysis
The epidemiological analysis of nutrition consumption and
cognitive decline relationships are complex. It would be less
than likely that just one component carries out a main function.
A few studies examined the possible implication of food groups
or nutrition profiles. A recently published article, based on the
Three City French study, suggests that a wide range of food
(regular consumption of fruits and vegetables, fish and oils
enriched in PUFA-n3) could diminish dementia risk (110).
Furthermore, another study showed a decrease of potential AD
in subjects that undergo a Mediterranean type diet (111). High
intake of vegetables, fruits and cereals, unsaturated fat (olive
oil), average intake of fish and dairy products, low intake of
meat and poultry, and finally an average consumption of wine,
contributes to this diet. Based on these observations, the French
PNNS - Plan National Nutrition Santé (National Health and
Nutrition Programme) issued its “9 recommendations for a
better aging”: at least 5 fruits and vegetables per day; 3 or 4
dairy products a day; meat, fish and eggs once to twice daily;
restrict fat consumption and prefer vegetable fat; restrict
sweetened products; unlimited water dinking; importance of
physical activity; restrict alcohol intake; restrict without
stopping salt intake; eat starchy food at each meal.
Benefit of a multidomain intervention
With a lack of curative treatments, it is necessary to set up
preventive interventional strategies. Several works determined
that interventional strategies, even moderate, capable of
delaying the beginning and/or the progress of Alzheimer’s
disease, had a major impact on public health (112, 113).
A number of epidemiological arguments are currently in
favour of a protective role concerning certain isolated factors
(physical exercise, cognitive and social stimulation, nutrition)
(114, 115). One can assume that an accumulated exposure to all
of these factors could potentially offer a protective role.
Benefits of a multidomain intervention set up have already
been tested in the care of cardiovascular pathologies. In
particular, one can mention the works performed by Fortmann
et al (116) who studied the impact of a multidomain education
programme on cardiovascular disease morbidity and mortality
in the Stanford Five-City project, and those undergone by
Luepker RV et al (117) within the Minnesota Heart Health
Program. In both cases the intervention carried out during a 6year period, aimed at reducing cardiovascular risk factors
through an education programme based on distribution different
information tools (newspapers, media, debates, workshops,
correspondance courses).
Impact of a multidomain intervention is currently being
validated through a major French multicentric prevention trial
involving 1200 frail elderly people aged 70 years and followed
up during 3 years (MAPT study - Multidomain Alzheimer
Preventive Trial). This study’s aim is to examine the efficacy of
an isolated fatty acid omega-3 supplementation, of an isolated
multidomain intervention (nutritional advice, cognitive training,
802

physical exercise, social activities), or both associated, on the
development of cognitive functions. This study includes 2
different sections: 1 training and information section and 1
section in the form of a prevention consultation.
Keeping an active lifestyle, regarding nutrition, physical
activity as well as cognitive activity, is the aim of these
training/information sessions. They last 2 hours (1h
«cognition», 30’ «physical exercise», 15’ «nutrition») and bring
together 6 to 8 subjects in each group. Participants attend 2
sessions per week during the first month, 1 session per week
during the second month and then 1 session per month.
Cognitive stimulation sessions include 2 sections: 1
reasoning section for the reinforcement of reasoning and logical
capacities and 1 memory section for the improvement of
mnesic capacities by using mental imaging.
Physical activities sessions encourage the practice of a
physical endurance activity of moderate intensity 30 minutes
per day (mostly walking).
Lastly, nutrition sessions concern nutritional
recommendations based on the PNNS - Plan National Nutrition
Santé (National Health and Nutrition Programme) in the way of
advice sheets.
The prevention consultation, or health promoting
consultation allows: to provide an in-depth multidimensional
assessment of the senior’s state of health, to follow up
identified medical problems in joint effort with general
practitioners, to increase the awareness of general practitioners
toward this population, to raise awareness of seniors to the
factor risk exposures, and to begin a real long-term prevention
action. This consultation must also make seniors more sensitive
to certain food behaviour benefits (by following the PNNS
recommendations), to good personal health practices
(particularly physical activity) and to the management of
vascular risk factors, all of which can contribute to AD
prevention. The MAPT study participants receive this
prevention consultation upon assignment, at 12th and 24th
month.
Personalized multidomain programme during
balneotherapy for “frail” seniors
Target population: frail elderly persons and/or with
memory disorder complaint
Frailty is a recent concept used to designate elderly people
who a high risk of dependence, of facility admission, of comorbidity and of mortality compared to the general senior
population. In their works, Fried and coll were the first to
determine the main characteristics of frailty: weakness, low
endurance, reduced physical activity, slow gait and
unintentional loss of weight (118, 119). Buchman et al (120)
reported that frail elderly subjects (according to Fried’s
definition) present a higher risk in developing AD. Moreover,
an increasing rational is observed related to gait and cognitive
functions decline (121-123). Lastly, some studies also pointed
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out that loss of weight could precede the AD diagnostic (124127). A low BMI (Body Mass Index) would be an early
indication of the disease’s onset (128). A 5.5-year study
conducted with 918 religious members found that an annual
loss of one BMI point is related to an AD risk increased by
35% (129). Other multidomain approaches have been
performed to define frailty and have resulted in the adjustment
of a frailty index. They take into consideration the level of
dependence (130, 131) or the disorders identified during
clinical examination, such as sensory disorders, incontinence
disorders or cardiovascular risk (131). Urinary incontinence is
particularly considered as a factor of social isolation and
depression (132). It is also a frequently reported disorder in
older people with functional and cognitive decline (133).
Subjects with vision and/or hearing impairments have more risk
in developing cognitive disorders. Dependence assessed by
IADL scale (141) seems to be related, in an independent
manner, to many features of the frailty syndrome such as
isolated mnesic impairment, vision and hearing impairments
and fear of falling and subjective poor health. In the current
state of knowledge and with regards to the lack of validated
assessment tools, a group of experts (142) recently concluded
that gait speed would be the most relevant frailty marker in
patients.
Frailty concerns a significant proportion of the senior
population and henceforth with a higher to develop cognitive
decline. This frailty status is an early sign of dependency and
would be an AD development risk factor. It is therefore
essential to detect these frail elderly persons as soon as
possible, in order to set up relevant prevention measures.
It seems important to take into account subjects who suffer
from memory disorders as well. The subjective complaint of
memory disorder is very common in the elderly population,
even though all patients do not report it to their general
practitioner. However, this complaint could be one of the first
signs of impairment in cognitive functions, though they are
unidentifiable through common neuropsychological tests.
Furthermore, several studies mention that subjective memory
complaint is a risk factor for AD development. A recent study
based of the GuidAge study data (AD secondary prevention
trial involving 70-year old and over nondemented subjects or
those having reported memory impairment to their general
practitioner), revealed that more than half of the included
subjects had an objective memory disorder [as defined by a
Clinical Dementia Rating (CDR 144) of 0,5]. In this study, a
self-questionnaire about difficulties that patients could
encounter during their daily activities was also submitted to
them. The percentage of subjects reporting difficulties varies
from 6.2% to 78.6% according to items. This study seems to
point out that special attention should be given to memory
disorder complaint represented as an early potential indicator of
cognitive decline or of AD.

Programme presentation
Multidomain intervention in balneotharapy consists of a
health promoting consultation and of education and training
sessions held out during 3 weeks involving groups of 6 to 8
frail elderly persons, all volunteers. Upon arrival at the health
resort, benefit receivers will be given information about the
present project. On the day after their arrival, those interested
make an appointment with the health facility’s coordinating
practitioner.
The health promoting consultation aims at screening
potential clinical disorders. Moreover, it will allow to raise the
subjects’ awareness about the multidomain intervention
programme and to secure their full support. A letter will be sent
to the family doctor informing him of the identified disorders, if
any.
As from the third day and during 3 weeks, participants (from
6 to 8 persons) will undergo training and multidomain
information sessions (nutrition, physical activity and cognitive
activity). They will have 12 sessions organized at a rate of 4
sessions per week during
3 weeks. These sessions will take place during 2 hours
beyond the scheduled basic spa care (between 2:00pm and
6:00pm). During the last session, the newly acquired techniques
will be emphasized in order to encourage participants to
continue at home.
Outlooks: feasibility study
We propose to adjust balneotharapy to the MAPT
programme. Along with basic hydrotherapy care, subjects could
then also take part in a cognitive decline prevention
programme.
Considering the 3-week stay in balneotherapy, we will test
the feasibility of the multidomain intervention during 3 months,
within 3 different groups (limited to 6-8 persons) in 2 resorts.
The main aim of the project is to assess the “multidomain”
intervention feasibility (nutrition, physical exercise, cognitive
stimulation, social activities) for frail elderly people aged 70
years and over undergoing hydrotherapy. The outcome criteria
of this feasability study will be: the study’s participation rate,
the observance level for different interventions and the
subjects’ satisfaction at the end of the study.
The studied population: the multidomain intervention will be
proposed to seniors upon arrival in the spa facility. During the
first appointment, the coordinating practitioner will verify that
the person meets the inclusion criteria (age
70 years old,
frailty criteria or memory disorder complaint, lack of dementia,
MMSE ≥ 24).
During training and information sessions, attendance will be
reported by the presenter in order to assess the observance
level. A satisfaction questionnaire should be filled out by the
participants, at the end of the programme and of the
hydrotherapy stay.

803

10 SECHER-c:04 LORD_c

29/09/09

11:33

Page 804

The Journal of Nutrition, Health & Aging©
Volume 13, Number 9, 2009

BALNEOTHERAPY, PREVENTION OF COGNITIVE DECLINE AND CARE THE ALZHEIMER PATIENT & HIS FAMILY
References
1.

2.
3.

4.
5.

6.

7.

8.

9.

10.

11.

12.

13.
14.
15.
16.

17.

18.

19.

20.
21.
22.
23.

24.
25.
26.

27.

Isabelle Robert-Bobée, division Enquêtes et études démographiques, Insee Première
n°1089 - juillet 2006. Projections de population pour la France métropolitaine à
l’horizon 2050. La population continue de croître et le vieillissement se poursuit.
Gallez C. Office parlementaire d’évaluation des politiques de santé. Rapport sur la
maladie d’Alzheimer et les maladies apparentées; juillet 2005.
Amieva H, Le Goff M, Millet X, Orgogozo JM, Pérès K, Barberger-Gateau P,
Jacqmin-Gadda H, Dartigues JF. Prodromal Alzheimer's disease: successive
emergence of the clinical symptoms. Ann Neurol. 2008 Nov; 64(5):492-8.
Petersen RC. Mild Cognitive Impairment as a diagnostic entity. J Int Med. 2004; 256,
3: 183-194.
Lehrner J, Gufler R, Guttmann G, Maly J, Gleiss A, Auff E, Dal-Bianco P. Annual
conversion to Alzheimer disease among patients with memory complaints attending
an outpatient memory clinic: the influence of amnestic mild cognitive impairment
and the predictive value of neuropsychological testing. Wien Klin Wochenschr.
2005; 117, 18: 629-635.
Mirjam I. Geerlings, M.Sc., M.P.H., Cees Jonker, M.D., Ph.D., Lex M. Bouter,
Ph.D., Herman J. Adèr, Ph.D., and Ben Schmand, Ph.D. Association Between
Memory Complaints and Incident Alzheimer's Disease in Elderly People With
Normal Baseline Cognition. Am J Psychiatry 156:531-537, April 1999.
L. L. Barnes, PhD, J. A. Schneider, MD, P. A. Boyle, PhD, J. L. Bienias, ScD and D.
A. Bennett, MD. Memory complaints are related to Alzheimer disease pathology in
older persons. Neurology 2006;67:1581-1585.
Marieke van Oijenab, Frank Jan de Jongab, Albert Hofmana, Peter J. Koudstaalb,
Monique M.B. Bretelera. Subjective memory complaints, education, and risk of
Alzheimer’s disease. Alzheimer’s and Dementia. Volume 3, Issue 2, Pages 92-97,
April 2007.
Lidia Glodzik-Sobanska, Barry Reisberg, Susan De Santi, James S. Babb, Elizabeth
Pirraglia, Kenneth E. Rich, Miroslaw Brys, Mony J. de Leon. Subjective Memory
Complaints: Presence, Severity and Future Outcome in Normal Older Subjects.
Dementia and GeriaticCognitiveDisorders. Vol. 24, No. 3, 2007.
Agüero-Torres H, Fratiglioni L, Guo Z, Viitanen M, von Strauss E, Winblad B.
Dementia is the major cause of functional dependence in the elderly: 3-year followup data from a population-based study. Am J Public Health. 1998 Oct; 88(10):14526.
Hwang TJ, Masterman DL, Ortiz F, Fairbanks LA, Cummings JL. Mild cognitive
impairment is associated with characteristic neuropsychiatric symptoms. Alzheimer
Dis Assoc Disord. 2004 Jan-Mar; 18(1):17-21
Guérin O, Andrieu S, Schneider SM, Milano M, Boulahssass R, Brocker P, Vellas B.
Different modes of weight loss in Alzheimer disease: a prospective study of 395
patients. Am J Clin Nutr. 2005 Aug; 82(2):435-41.
Shaw FE. Falls in cognitive impairment and dementia. Clin Geriatr Med. 2002 May;
18(2):159-73.
Buchner DM, Larson EB. Falls and fractures in patients with Alzheimer-type
dementia. JAMA. 1987 Mar 20; 257(11):1492-5.
Weller I, Schatzker J. Hip fractures and Alzheimer's disease in elderly
institutionalized Canadians. Ann Epidemiol. 2004 May; 14(5):319-24.
Helmer C, Pérès K, Letenneur L, Guttiérez-Robledo LM, Ramaroson H, BarbergerGateau P, Fabrigoule C, Orgogozo JM, Dartigues JF. Dementia in subjects aged 75
years or over within the PAQUID cohort: prevalence and burden by severity. Dement
Geriatr Cogn Disord. 2006; 22(1):87-94. Epub 2006 May 18.
Gilhooly ML. The impact of care-giving on care-givers: factors associated with the
psychological well-being of people supporting a dementing relative in the
community. Br J Med Psychol. 1984 Mar;57 ( Pt 1):35-44.
Rosenvinge H, Jones D, Judge E, Martin A. Demented and chronic depressed
patients attending a day hospital: stress expressed by carers. Int J Geriatr Psychiatry.
1998 Jan; 13(1):8-11.
Grafström M, Winblad B. Family burden in the care of the demented and
nondemented elderly--a longitudinal study. Alzheimer Dis Assoc Disord. 1995
Summer; 9(2):78-86.
Draper BM, Poulos CJ, Cole AM, Poulos RG, Ehrlich F. A comparison of caregivers
for elderly stroke and dementia victims. J Am Geriatr Soc. 1992 Sep; 40(9):896-901.
Hinrichsen GA, Niederehe G. Dementia management strategies and adjustment of
family members of older patients. Gerontologist. 1994 Feb; 34(1):95-102.
Clark DO. Residence differences in formal and informal long-term care.
Gerontologist. 1992 Apr;32(2):227-33.
Aublet-Cuvelier B, Barberger-Gateau P, Dartigues JF, Salamon R. [Adequacy of
homemaker services in Gironde according to the PAQUID program]. Rev Epidemiol
Sante Publique. 1991; 39(2):121-8.
Montgomery RJ, Borgatta EF. The effects of alternative support strategies on family
caregiving. Gerontologist. 1989 Aug;29(4):457-64.
Paquet M. Les professionnels et les familles dans le soutien aux personnes âgées
dépendantes. L’Harmattan ed, 1999.
Brodaty H, Thomson C, Thompson C, Fine M. Why caregivers of people with
dementia and memory loss don't use services. Int J Geriatr Psychiatry. 2005
Jun;20(6):537-46.

804

28.
29.

30.
31.

32.
33.

34.

35.

36.
37.

38.

39.

40.

41.

42.

43.
44.

45.

46.
47.

48.
49.
50.
51.
52.
53.
54.
55.

Nourhashémi F, Andrieu S, Sastres N, Ducassé JL, Lauque D, Sinclair AJ, Albarède
JL, Vellas BJ. Descriptive analysis of emergency hospital admissions of patients with
Alzheimer disease. Alzheimer Dis Assoc Disord. 2001 Jan-Mar; 15(1):21-5.
MacKnight C, Jarrett PG, Rockwood K. Caregiver burdens and nonmedical hospital
admissions. Arch Intern Med. 1998 Mar 9; 158(5):542-3.
Cohen CA, Gold DP, Shulman KI, Wortley JT, McDonald G, Wargon M. Factors
determining the decision to institutionalize dementing individuals: a prospective
study. Gerontologist. 1993 Dec; 33(6):714-20.
Zarit SH, Todd PA, Zarit JM. Subjective burden of husbands and wives as
caregivers: a longitudinal study. Gerontologist. 1986 Jun; 26(3):260-6.
Gold DP, Reis MF, Markiewicz D, Andres D. When home caregiving ends: a
longitudinal study of outcomes for caregivers of relatives with dementia. J Am
Geriatr Soc. 1995 Jan; 43(1):10-6.
Haupt M, Kurz A. Predictors of nursing home placement in patients with
Alzheimer’s disease. Int J Geriatric Psychiatry. 1993; 8 (9): 741-746.
Ritchie K, Ledesert B. The families of the institutionalized dementing elderly: a
preliminary study of stress in French caregiver population. Int J Geriatric Psychiatry.
1992; 7: 5-14.
Baumgarten M, Battista RN, Infante-Rivard C, Hanley JA, Becker R, Gauthier S.
The psychological and physical health of family members caring for an elderly
person with dementia. J Clin Epidemiol. 1992 Jan; 45(1):61-70.
Gallagher-Thompson D, Dal Canto PG, Jacob T, Thompson LW. A comparison of
marital interaction patterns between couples in which the husband does or does not
have Alzheimer's disease. J Gerontol B Psychol Sci Soc Sci. 2001 May; 56(3):S14050.
Pruchno RA, Resch NL. Husbands and wives as caregivers: antecedents of
depression and burden. Gerontologist. 1989 Apr; 29(2):159-65.
Andrieu S, Balardy L, Gillette-Guyonnet S, Bocquet H, Cantet C, Albarède JL,
Vellas B, Grand A. Burden experienced by informal caregivers assisting Alzheimer's
patients in the REAL.FR studyRev Med Interne. 2003 Oct; 24 Suppl 3:351s-359s.
Gaugler JE, Jarrott SE, Zarit SH, Stephan MAP, Townsend A, Greene R. Adult day
service use and reductions in caregivings hours: effects on stress and psychological
well-being for dementia caregivers. Int J Geriatr Psychiatr 2003; 18:55-62.
Zarit SH, Stephan MA, Townsend A, Greene R. Stress reduction for family
caregivers: effects of adult day care use. J Gerontol B Psychol Sci Soc Sci 1998;53:
S267-77.
Turró-Garriga O, Soler-Cors O, Garre-Olmo J, López-Pousa S, Vilalta-Franch J,
Monserrat-Vila S. Factorial distribution of the burden on caregivers of patients with
Alzheimer's disease. Rev Neurol. 2008 May 16-31; 46(10):582-8.
McCurry SM, Logsdon RG, Teri L, Vitiello MV. Sleep disturbances in caregivers of
persons with dementia: contributing factors and treatment implications. Sleep Med
Rev. 2007 Apr; 11(2):143-53.
Thomas P, Hazif-Thomas C, Delagnes V, Bonduelle P, Clément JP. Vulnerability of
caregivers for demented patients. The Pixel studyPsychol Neuropsychiatr Vieil. 2005
Sep; 3(3):207-20.
Spurlock WR. Spiritual well-being and caregiver burden in Alzheimer's caregivers.
Geriatr Nurs. 2005 May-Jun; 26(3):154-61.
Rinaldi P, Spazzafumo L, Mastriforti R, Mattioli P, Marvardi M, Polidori MC,
Cherubini A, Abate G, Bartorelli L, Bonaiuto S, Capurso A, Cucinotta D, Gallucci
M, Giordano M, Martorelli M, Masaraki G, Nieddu A, Pettenati C, Putzu P,
Tammaro VA, Tomassini PF, Vergani C, Senin U, Mecocci P; Study Group on Brain
Aging of the Italian Society of Gerontology and Geriatrics. Predictors of high level of
burden and distress in caregivers of demented patients: results of an Italian
multicenter study. Int J Geriatr Psychiatry. 2005 Feb; 20(2):168-74.
Aguglia E, Onor ML, Trevisiol M, Negro C, Saina M, Maso E. Stress in the
caregivers of Alzheimer's patients: an experimental investigation in Italy. Am J
Alzheimers Dis Other Demen. 2004 Jul-Aug; 19(4):248-52.
Robinson BC. Validation of a Caregiver Strain Index. J Gerontol. 1983 May;
38(3):344-8.
Counsell SR, Holder CM. Effects of a multicomponent intervention on functional
outcomes and process of care in hospitalized older patients: a randomized controlled
trial of Acute Care for Elders (ACE) in a community hospital. J Am Geriatr Soc.
2000 Dec; 48(12):1572-81.
Boerner K, Schulz R, Horowitz A. Positive aspects of caregiving and adaptation to
bereavement. Psychol Aging. 2004 Dec;19(4):668-75.
Dutheil N. Les aidants de personnes âgées. Journées des économistes français de la
santé : économie de la santé, vieillissement, dépendance 2001. Nantes, 2001.
Denisse V. Psychosocial impact of Alzheimer’s disease. JAMA. 1998; 279 (13).
Hansen SS, Patterson MA, Wilson RW. Family involvement on a dementia unit: the
Resident Enrichment and Activity Program. Gerontologist. 1988 Aug; 28(4):508-10.
Anderson KH, Hobson A, Steiner P, Rodel B. Patients with dementia involving
families to maximize nursing care. Gerontol Nurs. 1992 Jul; 18(7):19-25.
McCallion P, Toseland RW, Freeman K. An evaluation of a family visit education
program. J Am Geriatr Soc. 1999 Feb; 47(2):203-14.
Gilmour JA.Dis/integrated care: family caregivers and in-hospital respite care.J Adv
Nurs. 2002 Sep; 39(6):546-53.
Toseland RW, McCallion P, Gerber T, Banks S. Predictors of health and human

10 SECHER-c:04 LORD_c

29/09/09

11:33

Page 805

The Journal of Nutrition, Health & Aging©
Volume 13, Number 9, 2009

JNHA: CLINICAL NEUROSCIENCES

56.
57.

58.
59.
60.
61.
62.

63.

64.

65.
66.
67.
68.

69.
70.
71.
72.
73.

74.

75.
76.
77.

78.

79.
80.

81.

82.
83.
84.
85.
86.

87.

services use by persons with dementia and their family caregivers. Soc Sci Med
2002; 55:1255-66.
Lettre de l’observatoire de la fondation Médéric. Septembre et décembre 2008.
Circulaire du 16 Avril 2002 relative à la mise en place d’un programme d’action pour
les personnes souffrant de la maladie d’Alzheimer ou de syndromes apparentés
(DHOS n°2002/222)
Circulaire du 30 Mars 2005 relative à l’application du plan Alzheimer et maladies
apparentés 2004/2007 (DHOS n 2005/172)
Lekeu F, Salmon E.[A day care center for management of early stage Alzheimer's
disease]Rev Med Liege. 2001 Jan;56(1):31-7.
Stoltz P, Uden G, William A. Support for family carers who care for an elderly
person at home-a systemic litterature review. Scand J Caring Sci 2004; 18:111-19.
Menecier P, Arezes C, Garnier Carronier Set al. Accueils de jour Alzheimer. La
revue de Gériatrie (33), 3 mars 2008 207-219.
Zarit SH, Stephan MA, Townsend A, Greene R. Stress reduction for family
caregivers: effects of adult day care use. J Gerontol B Psychol Sci Soc Sci
1998;53:S267-77.
Raivio M, Eloniemi-Sulkava U, Laakkonen ML, Saarenheimo M, Pietilä M, Tilvis R,
Pitkälä K.How do officially organized services meet the needs of elderly caregivers
and their spouses with Alzheimer's disease?Am J Alzheimers Dis Other Demen. 2007
Oct-Nov;22(5):360-8.
Hanson EJ, Tetley J, Clarke A. Respite care for frail older people and their family
carers : concept analysis and user focus group findings of a pan-European nursing
research project. J Adv Nurs 1999; 30:1396-407.
Strang VR, Haughey M.Respite--a coping strategy for family caregivers.West J Nurs
Res. 1999 Aug;21(4):450-66; discussion 467-71.
Smyer T, Chang BL A typology of consumers of institutional respite care. Clin Nurs
Res 1999 Feb;8(1):26-50.
Neville CC, Byrne GJ. Behaviour of older people admitted for residential respite
care.Aust J Adv Nurs. 2002 Sep-Nov;20(1):8-12.
Biegel DE, Bass DM, Schulz R, Morycz R.Predictors of in-home and out-of-home
service use by family caregivers of Alzheimer's disease patients. J Aging Health.
1993 Nov;5(4):419-38
Cox C.Findings from a statewide program of respite care: a comparison of service
users, stoppers, and nonusers.Gerontologist. 1997 Aug;37(4):511-7.PMID: 9279040
Lawton MP, Brody EM, Saperstein AR.A controlled study of respite service for
caregivers of Alzheimer's patients.Gerontologist. 1989 Feb; 29(1):8-16.
Deimling G (1991, 1992). Respite use and caregiver well-being in families caring for
stable and decline AD patients. Journal of Gerontological Social Work ,18,117-134.
Baumgarten M, Lebel P, Laprise H, Leclerc C, Quinn C. Adult day care for the frail
elderly: outcomes, satisfaction, and cost. J Aging Health 2002;14:237-59.
Hedrick SC, Rothman ML, Chapko M, Ehreth J, Diehr P, Inui TS, et al. Summary
and discussion of methods and results of the adults day health-care evaluation study.
Med care 1993;31:SS94-103.
Hedrick SC, Rothman ML, Chapko M, Inui TS, Kelly JR, Ehreth et al . Overview
and patient recruitment in the adult day health care: evaluation study. Med care 1993
(9); 31:SS3-SS14 Supplement.
Artaso Irigoyen B, Martin Carrasco M, Cabases Hita JM. Cost-consequence analysis
of a psychogeriatric day center. Rev Exp Geriatr Gerontol 2002;37:291-7.
Larkin JP, Hopcroft BM 1993 ; In-Home respite as a moderator of caregiver stress.
Health and social work. 18,132-138.
Wells Y, Jorm AF. Evaluation of a spacial nursing home unit for dementia sufferers:
a randomised controlled comparison with community care. Aust N Z J Psychiatry
1987;21:524-31.
Kosloki K, Montgomery RJV. The effects of respite on caregivers of Alzheimer’s
patients: one-year evaluation of the Michigan Model Respite Programs. J Appl
Gerontol 1993;12:4-17.
Conlin MM, Caranasos GJ, Davidson RA.Reduction of caregiver stress by respite
care: a pilot study.South Med J. 1992 Nov;85(11):1096-100.PMID: 1439947
Gaugler JE, Jarrott SE, Zarit SH, Stephan MAP, Townsend A, Greene R. Adult day
service use and reductions in caregivings hours: effects on stress and psychological
well-being for dementia caregivers. Int J Geriatr Psychiatr 2003;18:55-62.
Zarit SH, Gaugler JE, Jarrott SE.Useful services for families: research findings and
directions. Int J Geriatr Psychiatry. 1999 Mar;14(3):165-77; discussion 17881.PMID: 10202660
Zank S, Schacke C. Evaluation of geriatric day care units: effects on patients and
caregivers. J Gerontol Ser B Psychol Sci Soc Sci 2002;57:P348-57.
Montgomery RJ, Borgatta EF.The effects of alternative support strategies on family
caregiving. Gerontologist. 1989
Burdz MP, Eaton WO, Bond JB JrEffect of respite care on dementia and
nondementia patients and their caregivers. Psychol Aging. 1988 Mar;3(1):38-42
Theis SL, Moss JH, Pearson MA.Respite for caregivers: an evaluation study.J
Community Health Nurs. 1994;11(1):31-44.PMID: 8201367
Jarrott SE, Zarit SH, Berg S, Johansson L.Adult day care for dementia: a comparison
of programs in Sweden and the United States.J Cross Cult Gerontol. 1998;13(2):99108.PMID: 14617910 [PubMed]
Warren S, Kerr JR, Smith D, Schalm C. The impact of adult day programs on family

88.

89.

90.

91.
92.
93.
94.

95.
96.

97.

98.

99.

100.

101.

102.

103.

104.

105.

106.

107.

108.

109.

110.

111.
112.

113.

805

caregivers of elderly relatives. J Community Health Nurs 2003; 20:209-21.
Lee D, Morgan K, Lindesay J. Effect of institutional respite care on the sleep of
people with dementia and their primary caregivers.J Am Geriatr Soc. 2007
Feb;55(2):252-8.
Neville CC, Byrne GJ. The impact of residential respite care on the behavior of older
people.Int Psychogeriatr. 2006 Mar;18(1):163-70. Epub 2005 Oct 28.PMID:
16255840
Hirsch CH, Davies HD, Boatwright F, Ochango G.Effects of a nursing-home respite
admission on veterans with advanced dementia.Gerontologist. 1993 Aug; 33(4):5238.
Kosloski K, Montgomery RJ.The impact of respite use on nursing home placement.
Gerontologist. 1995 Feb; 35(1):67-74.PMID: 7890206.
Armijo Valenzuela M. Spa therapy in depressive status and undercover depressions.
An R Acad Nac Med (Madr). 2006; 123(3):673-84; discussion 684-7.
Armijo Valenzuela M. Spa treatment and health status. An R Acad Nac Med (Madr).
2007; 124(2):379-393; discussion 394-6.
Mustur D, Vesovi -Poti V, Vujasinovi -Stupar N, Ille T. Beneficial effects of spa
treatment on functional status and quality of life of patients with rheumatoid arthritis.
Srp Arh Celok Lek. 2008 Jul-Aug; 136(7-8):391-6.
Costantino M. Sulphur mud-bath treatment in osteoarthrosis: therapeutic activity and
efficiency on the quality of life. Clin Ter. 2006 Nov-Dec; 157(6):525-9.
Gaál J, Varga J, Szekanecz Z, Kurkó J, Ficzere A, Bodolay E, Bender T.
Balneotherapy in elderly patients: effect on pain from degenerative knee and spine
conditions and on quality of life. Isr Med Assoc J. 2008 May; 10(5):365-9.
Fioravanti A, Valenti M, Altobelli E, Di Orio F, Nappi G, Crisanti A, Cantarini L,
Marcolongo R. Clinical efficacy and cost-effectiveness evidence of spa therapy in
osteoarthritis. The results of "Naiade" Italian Project. Panminerva Med. 2003 Sep;
45(3):211-7.
Balogh Z, Ordögh J, Gász A, Német L, Bender T. Effectiveness of balneotherapy in
chronic low back pain -- a randomized single-blind controlled follow-up study.
Forsch Komplementarmed Klass Naturheilkd. 2005 Aug;12(4):196-201.
Turró-Garriga O, Soler-Cors O, Garre-Olmo J, López-Pousa S, Vilalta-Franch J,
Monserrat-Vila S. Factorial distribution of the burden on caregivers of patients with
Alzheimer's disease. Rev Neurol. 2008 May 16-31; 46(10):582-8.
McCurry SM, Logsdon RG, Teri L, Vitiello MV. Sleep disturbances in caregivers of
persons with dementia: contributing factors and treatment implications. Sleep Med
Rev. 2007 Apr; 11(2):143-53.
Lautenschlager NT, Cox KL, Flicker L, Foster JK, van Bockxmeer FM, Xiao J,
Greenop KR, Almeida OP. Effect of physical activity on cognitive function in older
adults at risk for Alzheimer disease: a randomized trial. JAMA. 2008 Sep
3;300(9):1027-37.
Willis SL, Tennstedt SL, Marsiske M, Ball K, Elias J, Mann Koepke K, Morris JN,
Renbok GW, Unverzagt FW, Stoddard AM, Wright E for the Active Study Group.
Long-term effects of cognitive training on everyday functional outcomes in older
adults. JAMA 2006; 296: 2805 – 2814.
Kang JH, Cook N, Manson J, Buring JE, Grodstein F. A randomised trial of vitamin
E supplementation and cognitive function in women. Arch Int Med 2006; 166: 24622468.
Durga J, van Boxtel MPJ, Schouten EG et al. Effect of 3-year folic acid
supplementation on cognitive function in older adults. A randomised, double blind,
controlled trial. Lancet 2007; 369: 208-216.
Eussen S.J., de Groot L.C., Joosten L.W. et al. – Effect of oral vitamin B12 with or
without folic acid on cognitive function in older people with mild vitamin B12
deficiency: a randomized, placebo, controlled trial. Am. J. Clin. Nutr. , 2006, 84,
361-370.
McMahon J.A., Green T.J., Skeaff C.M., Knight R.C., Mann J.I., Williams S.M. – A
controlled trial of homocysteine lowering and cognitive performance. N. Eng. J.
Med., 2006, 354, 2764-2772.
Bryan J., Calvaresi E., Hughes D. – Short-term folate, vitamin B-12 or vitamin B-6
supplementation slightly affects memory performance but not mood in women of
various ages. J. Nutr., 2002, 132, 1345-1356.
McNeill G., Avenell A., Campbell M.K. et al. – Effect of multivitamin and
multimineral supplementation on cognitive function in men and women aged 65
years and over: a randomised clinical controlled trial. Nutrition Journal, 2007, 2, 610.
Van de Rest O., Geleijnse J.M., Kok F.J. et al. – The efficacy of omega-3 fatty acids
in maintaining optimal mental health in elderly people: a double-blind
placebocontrolled trial. J. Nutr. Health Aging, 2006, 10, 209.
Barbeger-Gateau P, Raffaitin C, Letenneur L, Berr C, Tzourio C, Dartigues JF,
Alpérovitch A. Dietary patterns and risk of dementia: the Three City Cohort
Study.Neurology 2007 Nov 13;69(20):1921-30.
Scarmeas N, Stern Y, Tang MX, Mayeux R, Luchsinger JA. Mediterranean diet and
risk for Alzheimer’s disease. Ann Neurol 2006; 59: 912-921.
Brookmeyer R, Gray S, Kawas C. Projections of Alzheimer's disease in the United
States and the public health impact of delaying disease onset. American Journal of
Public Health, Vol. 88, Issue 9 1337-1342, 1998.
Brookmeyer R, Johnson E, Ziegler-Grahamm K, Arrighi M. Forecasting the global

10 SECHER-c:04 LORD_c

29/09/09

11:33

Page 806

The Journal of Nutrition, Health & Aging©
Volume 13, Number 9, 2009

BALNEOTHERAPY, PREVENTION OF COGNITIVE DECLINE AND CARE THE ALZHEIMER PATIENT & HIS FAMILY
prevalence and burden of Alzheimer’s disease. Alzheimer’s Dement. 2007; 3:S168114. Purnell C, Gao S, Callahan CM, Hendrie HC. Cardiovascular Risk Factors and
Incident Alzheimer Disease: A Systematic Review of the Literature. Alzheimer Dis
Assoc Disord. 2008 Aug 13.
115. Coley N, Andrieu S, Gardette V, Gillette-Guyonnet S, Sanz C, Vellas B, Grand A.
Dementia Prevention: Methodological Explanations for Inconsistent Results.
Epidemiol Rev. 2008 Sep 8.
116. Fortmann SP, Varady AN; Effects of community-wide health education program on
cardiovascular disease morbidity and mortality. Am J Epidemiol 2000; 152: 316323.
117. Luepker RV, Rastam L, Hannan PJ et al. Community education for cardiovascular
disease prevention. Morbidity and mortality results from the Minnesota Heart Health
Program. AM J Epidemiol 1996; 144, 4: 351- 362.
118. Fried LP , Tangen CM, Waltson J, Newman AB, Hirsch C, Gottdiener J, Seeman T,
Tracy R, Kop WJ, Burke G, McBurnie MA for the Cardiovascular Health Study
Collaborative Research Group. Frailty in older adults: evidence for a phenotype. J
Gerontol Biol Sci Med Sci 2001; 56 A: M146 – M156.
119. Fried LP, Ferrucci L, Darer J, Williamson JD, Anderson G. Untangling the concepts
of disability, frailty and comorbidity : implications for improved targeting and care. J
Gerontol Biol Sci Med Sci 2004; 59, 3: 255 – 263.
120. Buchman AS, Boyle PA, Wilson RS, Tang YX, Bennett DA. Frailty is associated
with incident Alzheimer's disease and cognitive decline in the elderly. Psychosomatic
Medicine 2007; 69, 5:483-489.
121. Onder G, Penninx BW, Lapuerta P, Fried LP, Ostir GV, Guralnik JM, Pahor M.
Change in physical performance over time in older women: the Women's Health and
Aging Study. J Gerontol A Biol Sci Med Sci. 2002; 57, 5: M289-M293.
122. Duff K, Mold JW, Roberts MM. Walking Speed and Global Cognition : Results from
the OKLAHOMA Study. Neuropsychol Dev Cogn B Aging Neuropsychol Cogn
2007; 18: 1-9.
123. Alfaro Acha A, Al Snih S, Raji MA, Markides KS, Ottenbacher KJ. Does 8-foot walk
time predict cognitive decline in older Mexicans Americans? Journal of the American
Geriatrics Society 2007; 55, 2: 245-251.
124. Barrett-Connor E., Edelstein S.L., Corey-Bloom J., Wiederholt W.C. Weight loss
precedes dementia in community-dwelling older adults. J. Am. Geriatr. Soc. 1996;
44: 1147-52.
125. Stewart R, Masaki K, Xue QL, Peila R, Petrovitch H, White LR, Launer LJ A 32year prospective study of change in body weight and incident dementia: the
Honolulu-Asia Aging Study. Arch Neurol.2005; 62, 1:55-60.
126. Johnson DK, Wilkins CH, Morris JCAccelerated weight loss may precede diagnosis
in Alzheimer disease. Arch Neurol. 2006; 63, 9:1312-1317.
127. Knopman D, Boland LL, Mosley T, Howard G, Liao D, Szklo M, McGovern P,
Folsom AR; Atherosclerosis Risk in Communities (ARIC) Study Investigators.
Cardiovascular risk factors and cognitive decline in middle-aged adults. Neurology.
2001; 56, 1 :42-48.
128. Nourhashemi F., Deschamps V., Larrieu S., Letenneur L., Dartigues J.F., BarbergerGateau P. Body mass index and incidence of dementia: the PAQUID study.
Neurology 2003; 60, 1 : 117-119.
129. Buchman AS, Wilson RS, Bienias JL, Shah RC, Evans DA, Bennett DA. Change in
body mass index and risk of incident Alzheimer disease. Neurology 2005 ; 65, 6

806

:892-7.
130. Rockwood K, Stadnyk K, MacKnight C, McDowell I, Hebert R, Hogan DB. A brief
clinical instrument to classify frailty in elderly people. Lancet 1999; 353: 205 – 206
131. Mitnitski AB, Graham JE, Mogilner AJ, Rockwood K. Frailty, fitness and late-life
mortality in relation to chronological and biological age. BMC Geriatrics 2002.
132. Markland AD, Goode PS, Burgio KL, Redden DT, Richter HE, Sawyer P, Allman
RM. Correlates of urinary, fecal and dual incontinence in older african-amercian and
white men and women. J Am Geriatr Soc 2007; 7 (Epub ahead of print).
133. Huang AJ, Brown JS, Thom DH, Fink HA, Yaffe K, Study of Osteoporotic Fractures
Research Group. Urinary incontinence in older community-dwelling women: the role
of cognitive and physical function decline. Obstet Gynecol 2007; 109, 4 : 909 – 916.
134. Pouchain D, Dupuy C, San Jullian M, Dumas S, Vogel MG, Hamdaoui J, Vergnon L
pour le GRAP. La presbyacousie est-elle un facteur de risque de démence ? Etude
Acoudem. La Revue de Gériatrie 2007; 32, 6 : 439 – 445.
135. Tay T, Wang JJ, Kifley A, Lindley R, Newall P, Mitchell P. Sensory and cognitive
association in older persons: finding from an older Australian population.
Gerontology 2006; 52, 6: 386-394.
136. Lin MY, Gutierrez PR, Stone KL, Yaffe K, Ensrud KE, Fink HA, Sarkisian CA,
Coleman AL, Mangione CM. Study of oesteoporotic fractures research group. Vision
impairment and combined vision hearing impairment predict cognitive and functional
decline in older women. J Am Geriatr Soc 2004; 52, 12: 1996-2002.
137. Reyes Ortiz CA, Kuo YF, DiNuzzo AR, Raji MA, Markides KS. Near vision
impairment predicts cognitive decline: data from the Hispanic Established
Populations for Epidemiologic Studies of the Elderly. J Am Geriatr Soc 2005; 53, 4:
681-686.
138. Pham TQ, Kifley A, Mitchell P, Wang JJ.Relation of age-related macular
degeneration and cognitive impairment in an older population. Gerontology. 2006;
52(6):353-8.
139. Clemons TE, Rankin MW, McBee WL. Age-Related Eye Disease Study Research
Group. Cognitive impairment in the Age-Related Eye Disease Study: AREDS report
no. 16. Arch Ophthalmol. 2006 Apr; 124(4):537-43.
140. Wong TY, Klein R, Nieto FJ, Moraes SA, Mosley TH, Couper DJ, Klein BE, Boland
LL, Hubbard LD, Sharrett AR. Is early age-related maculopathy related to cognitive
function? The Atherosclerosis Risk in Communities Study. Am J Ophthalmol. 2002
Dec; 134(6):828-35.
141. Lawton MP, Brody EM. Assessment of older people: self-maintaining and
instrumental activities of daily living. Gerontologist 1969; 9: 179-186.
142. Abellan Van Kan G, Rolland Y, Bergman H, Morley JE, Kritchevsky SB, Vellas B
on behalf of the geriatric advisory panel. The I.A.N.A Task Force on frailty
assessment of older people in clinical practice. J Nutr Health Aging. 2008; 12, 1: 2937.
143. Coley N, Ousset PJ, Andrieu S, Matheix Fortunet H, Vellas B. Memory complaints
to the general practitioner: data from the GuidAge study. J Nutr Health Aging. 2008
Jan; 12(1):66S-72S.
144. Hughes CP, Berg L, Danziger WL, et al: A new clinical scale for the staging of
dementia. Br J Psychiatry 1982; 140:566-572.

