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Abstract

Behavioural and Psychological Symptoms in Alzheimer’s disease: The burden on the caregiver patients
with Alzheimer Disease need assistance and supervision in their daily activities. In literature, the term
“burden” has been used to indicate the overload of work experienced by the caregiver. In our country, the
patients domiciliar “take-care system” is based firstly on the family support together with the supply of
health care providers and home care professionals provided by the National Health System. Caregivers of
Alzheimer’s Disease (AD) patients are usually subjected to enormous physical and mental stress, as well
as emotional, which may have repercussions on personal, familiar and social contest and, consequently, on
quality of life [1]. The aim of our study was to investigate if behavioral and psychological symptoms could
be considered as caregivers burden “predicting factors”. The objective of our study was to investigate and
describe the behavioural disorders perceived by caregivers in patients with AD and evaluats to improve
the quality of their caregivers.
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Introduction

Due to the progressive increase of the older population (ISTAT, 2020), nowadays there is a
riseinthe number of people atrisk of chronicand invalidantage-related diseases. Among these,
neurological diseases have peculiar significance, including dementias which are one of the most
important causes of disability in older people. In most cases, Alzheimer’s Disease (AD) begins
with declarative memory deficit along with slowly progressive temporal disorientation, in
conjunction with the decay of another cognitive area, more often speech or executive functions
[2]. This association is called “amnestic-dysexecutive syndrome”. AD involves many cognitive
functions and their deficits appear in any individual with different clinical impairments
[3]- The main psychological symptoms are dominated by anxiety (often associated with
depression) and by psychotic manifestations with delirium of damage, abandonment and the
so-called “future myopia”. Beside cognitive symptoms, there are no-cognitive symptoms, that
concern personality sphere, affectivity, ideation, vegetative functions, and behavior, such as
apathy, irritability, agitation, aggressiveness, disinhibition, hallucinations, deliria and eating
No-cognitive symptoms are very heterogeneous and represent the major commitment in the
patients management by their caregiver [4]. Depression is the second most frequent NPS in
patients with Alzheimer achieves prevalence rates higher than 60 % in the lateral stages, and
is often associated with anxiety [5,6].

Apathy is a set of motivational deficits, and on the affective level and in carrying out
activities, is the symptom with the highest prevalence rate in patients with AD and its
frequency increases with the progression of the disease, following the extension of the
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neuropathological process: In the early stages 42% of patients
show apathy, increasing to 90% in the more advanced and serious
phases [7] Agitation and aggression fall into a cluster of NPSs that
is divided into two subcategories ,motor agitation” and ,verbal
agitation ). These attitudes constitute a serious danger for the
caregiver and for the patient, related to a severe degree of illness
and often cause early institutionalization. Psychotic symptoms,
delusions and hallucinations, are less frequent but more serious
neuropsychiatric symptoms (frequent cause of institutionalization)
and indicate a more rapid cognitive decline. [8,9]. The presence
of neuropsychiatric symptoms, as has been amply demonstrated,
anticipates the onset of cognitive symptoms. It represents a huge
emotional and work overload for those who take care of the patient,
oftenimposingthe choise ofhospitalization or hospitalization within
specialized. For these reasons, today, we emphasize the importance
of a careful assessment of that neuropsychological picture of the
patient from the first moments. It is essential that the approach
is taken by a multidisciplinary team both from a diagnostic and a
therapeutic (pharmacological and non-pharmacological) point of
view, in order to guarantee the patient a better management of the
clinical picture.

Sometimes, these symptoms may be already present at
early disease phases, are heterogeneous, fluctuanting and
may be modified by somatic and/or environmental variables.
Compromission of functional abilities of daily living has a dramatic
impact on quality of life in both patients and their caregivers [10].
Treatment of behavior disturbances represents one of the principal
objectives in demented patient care and it is often a challenge that
requires a multimodal approach, including familial and caregiver
education. Dementia is a constantly mutable disease not only from
patient to patient, but also and moreover during the time. This leads
to necessarily adapting rehabilitation objectives and methods in
function of clinical stage, but also of person’s history. It is a “social”
disease, that involves the entire familial core instead of one single
person, and in which the support to caregivers is as important as
the one to patients.

Patients and Caregivers

We enrolled 126 patients (61% F, 39% M; mean age 73.9 years,
SD=6.51; mean M.M.S.E.:15.97, SD=5.46) consecutively admitted to
the Alzheimer Special Care Unit of the Department of Neurosciences
at the University of Messina. The diagnosis was made in accordance
with diagnostic criteria funded on other causes of dementia
exclusion by means of a standardized protocol by National Institute
of Comunicative Disorders and Stroke-Alzheimer’s Disease and
Related Disorder Association Work Group Criteria (NINCDS-
ADRDA). Other cerebral pathologies absence was ascertained by
brain CT or MRI without contrast mean and made at diagnosis time.
One caregiver per patient participated in the study (73% F, 27% M;
mean age 55.73 years).

Materials and Methods
Inclusion criteria

a) Age more than 55 years

b) Diagnosis of probable AD in accordance with NINCDS-
ADRDA criteria or diagnosis of MCI in accordance with criteria
proposed by Petersen et al. (1999).

Exclusion criteria
a) Positive anamnesis of stroke or precedent head traumas
b)  Other neurological pathologies in comorbidity

c) Severe internal diseases, comorbidity with psychiatric
disturbances (schizophrenia)

d) Positive anamnesis of alcohol or psychotropic drug abuse

Insurgence probable period was supposed after the anamnestic
investigation provided by the main caregiver. All patients underwent
a specific protocol (presented as follows), a neuropsychological
evaluation and a behavioral one. The study followed the ethical
standards of the 1964 Helsinki declaration and written informed
consent was obtained from all participants before the survey. They
were assured that the transcript of the interview would remain
strictly confidential and that patients would not be named in the
final description and analysis.

Diagnostic iter

In the study were inserted patients from our Centre that
respected inclusion criteria and that gave authorization to a clinical
research participation. Both patients and their caregivers were
enrolled (relatives and no-professional assistants). The dementias
diagnostic iter is articulated in a “cascade” process, most of it of
clinical and neuropsychological type. First, a general patient
evaluation is made in order to identify the presence of dementia;
then, diagnostic detailed analyses and tests array are performed
so as to investigate cognitive functions (explained in details as it
follows). The aim is looking for the causes, making a nosographic
diagnosis, and making a differential diagnosis among various forms
of dementia. In this study tests results of the proves of memory and
executive functions were not reported because they were only used
for diagnostic purposes. It is also important to underline that the
neuropsychological array was performed after dating, in a following
phase of ambulatorial visit (by the way within a week). The array
was administered in order to evaluate the grade of global cognitive
deterioration [11].

Clinical evaluation

We also investigated activities of daily living (with ADL and IADL
scales) as well as cognitive level (with MMSE). The Behavioural and
Psychological Symptoms of dementia (BPSD) and caregiver distress
were assessed with the Neuropsychiatric Inventory (NPI). Activity
Daily Living Scale (ADL) [12] is the most appropriate instrument to
assess functional status as a measurement of the client’s ability to
perform activities of daily living independently. Clinicians typically
use the tool to detect problems in performing activities of daily
living and to plan care accordingly. The Index ranks adequacy of
performance in the six functions of bathing, dressing, toileting,
transferring, continence, and feeding. Clients are scored yes/no for
independence in each of the six functions. A score of 6 indicates full
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function, 4 indicates moderate impairment, and 2 or less indicates
severe functional impairment.

Instrumental Activities of Daily Living Scale (IADL)

IADL is an appropriate instrument to assess independent living
skills [13]. These skills are considered more complex than the basic
activities of daily living as measured by the Katz. The instrument
is most useful for identifying how a person is functioning at the
present time. There are eight domains of function measured
with the Lawton IADL scale. Women are scored on all 8 areas of
function; historically, for men, the areas of food preparation,
housekeeping, laundering are excluded. Clients are scored
according to their highest level of functioning in that category. A
summary score ranges from 0 (low function, dependent) to 8 (high
function, independent) for women, and 0 through 5 for men. The
Neuropsychiatric Inventory (NPI) [11] is a validated clinical rating
instrument specifically to provide a comprehensive evaluation
of neuropsychiatric symptomatology in demented patients. It is
based on caregiver reporting of 10 domains of neuropsychiatric
symptoms and includes both symptom frequency and severity
ratings, comprising independent measures of symptom attributes,
as well as a composite symptom score (frequency x severity).

Behavioral and cognitive assessment

The NPI is a validated, caregiver-based interview that assesses
10 neuropsychiatric symptom domains over the previous 4-week
period: Delusions, hallucinations, dysphoria/depression, agitation/
aggression, anxiety, apathy/indifference, euphoria/elation,
irritability/lability, disinhibition, and aberrant motor behaviors.
Test-retest and interrater reliability, as well as content and
convergent validity of the NPI, have been demonstrated previously.

Caregiver Distress Scale (NPI-D)

The NPI-D was developed to provide a quantitative measure of
the distress experienced by caregivers in relation to the individual
symptom domains assessed by the NPI. After rating the frequency
and severity of each symptom domain of the NPI, caregivers
were asked to rate the emotional or psychological distress they
experienced in relation to that symptom on a 6-point scale: 0 (Not
at all distressing), 1 (Minimally distressing), 2 (Mildly distressing),
3 (Moderately distressing), 4 (Severely distressing), and 5 (Very
Severely or Extremely distressing). The RSS is a 15-item validated
measure of general caregiver stress rated on a 4-point scale [14].

Overall cognition: The MMSE consists of thirty items that
assess orientation, short and long-term memory, language,
attention, visuospatial skills, and the ability to follow simple
verbal and written commands. This easy-to-use and relatively
quick neuropsychological test is often employed to assess the
overall cognitive status We referred to norms for the Italian
population considering age and education corrections [15]. All
patients underwent an extensive anamnestic, neuroradiological,
and neuropsychological We also
investigated activities of daily living (with ADL and IADL scales)

neurological evaluation.
as well as cognitive level (with MMSE). The Behavioural and
Psychological Symptoms of Dementia (BPSD) were assessed with
the Neuropsychiatric Inventory [11]. An in-depth interview was

carried out with the caregiver that included the administration of
various scales and questionnaires; in particular, ADL, IADL.

Statistical Analyses

Numeric variables were described as mean and standard
deviation (SD). Pearson correlation coefficient was applied in
order to individuate possible correlations between NPY test,
BADL scale, IADL scale and MMSE scores. Statistical analyses were
conducted by means of SPSS software for Windows (22.0 version).
A p-value under 0,05 was considered statistically significant. A
multiple regression analysis was carried out with the various
neuropsychiatric symptoms on the NPI as independent variables
and the distress of the caregiver as dependent variable.

Results

The sons mainly take care of the sick (60.2%) and the spouse
(32.5%), middle aged 56.8+13.5 years, mostly little educated
(9.4+3.9 anni). The 76.8% of the respondents lives with the sick
relative, the 65% of those is conjugated. Women are the highest
percentage of caregivers with the 74.7%, significantly younger
than men (p<0.01), mainly housewives (p<0.05), able to spend
more hours of the day than men to the care of the family member
(p<0.001). however, the mid load of stress , detected from the
distress’s scale, didn’t appear considerably different in both sexes.
Patients are mainly women (61.3%) and 112 men (38.7%) medium
age 74.4+6 and educational level 7.5+ 3.9. Ranking patients
according to their MMSE scores, according the neuropsychological
scales cut off, we can see that the 56.4% of the sample have a
moderate to severe impairment, and the 15.9% a mild impairment.
Regard to the scales that measure the independence in carrying out
the activity of daily activities , we have that the average score in
ADL is 3.0£1.9,while the IADL is 3.3+2.4. Any significant statistic
different was found between the two sexes, for no clinical scale. The
sons mainly take care of the sick (60.2%) and the spouse (32.5%),
middle aged 56.8 #13.5 years, mostly little educated (9.4+3.9
anni). About the patient’ s cognitive state of deterioration, we saw
that patients with a moderate to severe impairment (MMSE<16),
compared to the rest of the sample, show statistically high scores
in physical activity (p<0.001),lack of sleep (p<0.001), disinhibition
(p<0.001), hallucinations (p< 0.01), agitation (p<0.01), delirium
(p<0.05) and irritability (p<0.05), while lower scores for depression
(p<0.05). However fainlty, clinical scale’s scores are releted to the
global rating of NPI. In particular the correlation between NPI
and MMSE is r=-0.26 (p<0.001), r=-0.39 (p<0.001) that between
NPI and ADL, and r=-0.33 (p<0.001) that between NPI and IADL.
The multiple regression model showed that the most predictive
patients’ symptoms were the presence of agitation, depression/
dysphoria, irritability and eating disorders. The distress of the
caregivers correlated with all NPI scales except apathy. Overall,
the model explained 64% of the total variance. High values in
these scale produce higher levels of stress in the caregiver. Aim
of this study was to examine what neuropsychiatric symptoms
detected by NPI, predict the distress of the caregiver. As you can
see from the schedule, distress correlate with all the scale of NPI
except with apathy. Correlations between caregiver distress and
neuropsychiatric symptoms at NPI (Tables 1 & 2).
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Table 1: Correlations.
Source: **. Correlation is significant at the 0.01 level (2-tailed).
*Correlation is significant at the 0.05 level (2-tailed).
) . L. . Depr/ ) ) . . Motor Eat
Distress | Delusions | Hallucinations | Agitation ) Anxiety | Euphoria Apathy Disinhibition | Irritability . Sleep .
dysphoria Activity Disorder
Cfreraer;‘t’i‘;n 1 605+ 603+ 594%F | 483% | 252% | 355% | (169 401+ 547 | 609% | 282%+ | 472%*
Distress (Z-tsz;ig].e Q) 0 0 0 0 0.004 | 0 0.058 0 0 0 0.001 0
N 126 126 126 126 126 126 | 126 126 126 126 126 126 126
cfri;:ggn 605%* 1 691 588% | 452% | 322% | 385% | (0.023 339%+ 322%%F | 437% | 379% | 440%
Delusions (z-tS;iglé g | 0 0 0 0 0 0 0.798 0 0 0 0 0
N 126 126 126 126 126 126 | 126 126 126 126 126 126 126
Copr‘;z:fign 603% | 691%* 1 622%% | 353% | 239% | 292% | (098 308 356%F | .622%F | 292%+ | 354%*
Hallucinations Sig. 0 0 0 0 0.007 | 0001 | 0277 0 0 0 0.001 0
(2-tailed)
N 126 126 126 126 126 126 | 126 126 126 126 126 126 126
C(I:reraerl?t’i‘(‘m 594%F | 588 622+ 1 A72%% | 347% | 530% | .0.034 487 404 | 561% | 177* | 0.161
Agitation (z-tszflé o | 0 0 0 0 0 0 | 0708 0 0 0 | 0048 | 0071
N 126 126 126 126 126 126 | 126 126 126 126 126 126 126
Coprizgggn A83%F | 4525 353+ 472 1 552%F | 302% | 401 214* 0141 | 0.164 | 313* | 311*
Depr/ Si
Dysphoria (2-taigfe Q 0 0 0 0 0 0.001 0 0.016 0115 | 0.066 0 0
N 126 126 126 126 126 126 | 126 126 126 126 126 126 126
Cf:rir;‘t’i‘;n 252%F | 320% 239 347+ | 552k 1 223% | .388%* 0.064 20.002 | 002 | .222* | 0.165
Anxiety (Z—tsz;iglle q | 0004 0 0.007 0 0 0.012 0 0.476 0982 | 0821 | 0012 | 0.064
N 126 126 126 126 126 126 | 126 126 126 126 126 126 126
C;‘ﬁ:ﬁgn 355%% | 3g5% 292%+ 530% | .302% | .223* 1 -187* 712% 356% | 270% | 0119 | 0.154
euphoria (z-tsz;ﬁé g | 0 0 0.001 0 0.001 | 0.012 0.036 0 0 0.002 | 0.185 | 0.085
N 126 126 126 126 126 126 | 126 126 126 126 126 126 126
Coiiif:ggn 0.169 | 0.023 0.098 20.034 | .401* | .388* | -187* 1 0.166 20055 | 003 | 0168 | 0.171
apathy (z-tsa:%é q | 0058 | 0798 0277 | 0.708 0 0 | 0036 0.063 | 0538 | 0741 | 006 | 0055
N 126 126 126 126 126 126 | 126 126 126 126 126 126 126
cOF; er::g‘;n A01%F | 339% 308 487+ | 214* | 0.064 | .712% | -0.166 1 603* | 530%* | 0.024 | 0.6
Disinhibition (z-tS;igfe Q 0 0 0 0 0016 | 0476 0 0.063 0 0 0792 | 0.508
N 126 126 126 126 126 126 | 126 126 126 126 126 126 126
C;ii{:g‘;n 547+ | 322% 356+ 404* | 0.141 | -0.002 | .356* | -0.055 603+ 1 638% | 0.029 | 0.085
irritability (z-tS;igfe o | 0 0 0 0o | o115 |0982| 0 | 0538 0 0 | 0747 | 0342
N 126 126 126 126 126 126 | 126 126 126 126 126 126 126
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Pearson | (ogux | 4374 6225+ 561% | 0.164 | 0.02 | 270* | 0.3 530%* 638%* 1 0133 | .240%
Correlation
Motor activity Sig: 0 0 0 0 0.066 | 0.821 | 0.002 | 0741 0 0 0138 | 0.007
(2-tailed)
N 126 126 126 126 126 126 126 126 126 126 126 126 126
Pearson | »goux | 379w 292%* A77% | 313* | 222*% | 0119 | 0.168 0.024 0029 | 0.133 1 663+
Correlation
Sleep Sig. 0.001 0 0.001 0.048 0 0012 | 0.185 | 0.06 0.792 0747 | 0.138 0
(2-tailed)
N 126 126 126 126 126 126 126 126 126 126 126 126 126
Pearson | 4 oou | 440+ 354%x 0161 | 311** | 0.165 | 0.154 | 0.171 0.06 0085 | .240% | .663** 1
Correlation
Eating Si
disorders & 0 0 0 0.071 0 0.064 | 0.085 | 0.055 0.508 0342 | 0.007 0
(2-tailed)
N 126 126 126 126 126 126 126 126 126 126 126 126 126

Table 2: Multiple regression conducted on the Caregiver Burden. The indipendent measures are neuropsychiatric

symptoms from NPI (Cummings 1994).

Unstandardized Coefficients Standardized Coefficients
Model T Sig.
B Std. Error Beta

0.807 0.214 3.781 0
0.045 0.028 0.138 1.609 0.11
0.027 0.038 0.064 0.711 0.478
0.071 0.034 0.191 2.098 0.038
0.064 0.029 0.175 2.233 0.028
1 (Cons tant) Delusions hallucinations agitation depr/ -0.01 0.026 -0.027 -039 0.697
dysphoria anxiety euphoria apathy disinhibition irritability 0.008 0.034 0.02 0.225 0.822
motor activity sleep eating disorders 0.026 0.023 0077 1122 0.264
-0.028 0.038 -0.073 -0.751 0.454

0.112 0.029 0.294 3.829 0
0.052 0.032 0.158 1.655 0.101
-0.044 0.027 -0.122 -1.661 0.099

0.11 0.027 0.313 4.014 0

About the patient’ s cognitive state of deterioration, we saw
that patients with a moderate to severe impairment (MMSE<16),
compared to the rest of the sample, show statistically high scores
in physical activity (p<0.001),lack of sleep (p<0.001), disinhibition
(p<0.001), hallucinations (p<0.01), agitation (p<0.01), delirium
(p<0.05) and irritability (p<0.05), while lower scores for depression
(p<0.05). However fainlty, clinical scale’s scores are releted to the
global rating of NPI. In particular the correlation between NPI and
MMSE is r=-0.26 (p<0.001), r=-0.39 (p<0.001) that between NPI
and ADL, and r=-0.33 (p<0.001) that between NPI and IADL.

Discussion

Aim of this study was to examine what neuropsychiatric
symptoms detected by NPI, predict the distress of the caregiver.
The multiple regression model showed that the most predictive
patients’ symptoms were the presence of agitation, depression/
dysphoria, irritability and eating disorders. The distress of the
caregivers correlated with all NPI scales except apathy. Overall, the
model explained 64% of the total variance. High values in these scale

produce higher levels of stress in the caregiver. As you can see from
the schedule, distress correlate with all the scale of NPI except with
apathy. The results confirmed a very close relationship between
severity of BPSD and distress of caregivers and indicated the most
critical factors mediating this relationship. The behavioural and
psychological symptoms of the patient affect the caregiver’s well-
being as much (or more) than the cognitive deficits. It is known that
the progression of the disease leads to greater confusion and less
control over behaviour in the patient, and therefore has a profound
meaning, as a reaction or response to needs, impulses, emotions,
desires [16]. Also, testing the effect of residual base range of the
patient in the activity of life (ADL) and in Instrumental Activities of
Daily Life (IADL) on caregiver’s burden showed that the ADL and
IADL scores significantly predict burden. This data can definitely
be interpreted taking into account what the lack of autonomy
of the patient, inevitably weighs on the caregivers, contributing
significantly to burden relief.

Unlike the results reported in the study of Cipriani et al. [17]
whose researchers draw attention , on the fact that apathy is
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recognized as a cause of considerable impact on the functional
abilities of patients and as a source of care stress, from our results
it is clear that distress, correlates with all behavioural disorders,
except for apathy . From the review analysis in relation to the
effect of ,our results , confirm the significant importance of these
symptoms in patient with AD, reported with NPI, main diagnostic
tools used for BPSD. Our results agree with others in the literature
, that detect , the increase of BPSD with more severe cognitive
impairment [18,19]. However it should be clarified that the
seriousness of cognitive impairment is influenced by other things
[20]. We must reflect on the appearance of BPSD hat can be watched
and monitored as predictive factors of dementia [21-24].

These symptoms would also be an index of cognitive
impairment [24] or functional [20], that occur with personality
changes , and may be index of dementia in early stages [23]. To
confirm with this osservation, in our study , the 80% of caregivers
show even before behavioural disorder than cognitive ,with
manifestation of mood change (apathyirritability, sleep disorders).
The presence of neuropsychiatric symptoms, as has been amply
demonstrated, anticipates the onset of cognitive symptoms [25].
It represents a huge emotional and work overload for those who
take care of the patient, often imposing the choice of hospitalization
or hospitalization within specialized structures. For these reasons,
today, we emphasize the importance of a careful assessment of that
neuropsychological picture of the patient from the first moments.
It is essential that the approach is taken by a multidisciplinary
team both from a diagnostic and a therapeutic (pharmacological
and non-pharmacological) point of view, in order to guarantee the
patient a better management of the clinical picture. From a study
published in 2008 (Cache County Study), in which Steinberg M. and
coll. followed a group of patients for five years in order to assess
the onset and progression of neuropsychiatric disorders in parallel
with the course of the disease, 97% of people with dementia have
experienced at least one of the symptoms during the course of
the disease. In addition, it has been found that there is a greater
tendency to develop symptoms such as depression (77%), apathy
(71%) and anxiety (62%), while euphoria and disinhibition are less
likely to develop [26].

Conclusion

Dementia is a constantly mutable disease not only from patient
to patient, but also and moreover during the time. BPSD symptoms
may be already present at early disease phases, are heterogeneous,
fluctuanting and may be modified by somatic and/or environmental
variables. Compromission of functional abilities of daily living
has a dramatic impact on quality of life in both patients and their
caregivers. Behavioral and Psychological Symptoms of Dementia
(BPSD) are very common and are significant symptoms of the
illness, contributing most to caregiver burden and often resulting
in premature institutionalization of the person with dementia.
According to International Psychogeriatric Association [27], among
the most intrusive and difficult BPSD types to cope comprise of
delusions, hallucinations, depression, and anxiety. Delusion and
agitation were significantly associated with caregiver burden;

Treatment of behavior disturbances represents one of the principal
objectives in demented patient care and it is often a challenge that
requires a multimodal approach, including familial and caregiver
education [28].

This leads to necessarily adapting rehabilitation objectives and
methods in function of clinical stage, but also of person’s history.
It is a “social” disease, that involves the entire familial core instead
of one single person, and in which the support to caregivers is as
important as the one to patient. The biomedical approach is based
on pathology and interventions aimed at lowering the symptoms or
curing the disease. For this reason, it is more appropriate to focus
on improving the quality of life rather than just on healthcare. A
systematic review of Chiao etal. 2015 analyzed the functional status
of patients, behavioural problems, and levels of neuropsychiatric
symptoms as most loads some to informal caregivers. The
consequence is that people with dementia may feel lonely or
isolated [29-31]. The approach to the patient with dementia must
be based on a principle of sharing both goals and care plans. The
capacity of each assistant to have an interpretative approach to
the disease, with its set of cognitive and non-cogni-tive symptoms,
is the guarantee of an adequate interpretation and management
of behavioural disorders, for a better quality of life for all family
members or for patients or caregiver. Caregiver support and the
treatment of behavioural disturbances in AD patients represents
one key area of intervention in the care for patients with dementia.
The capacity of each assistant to have an interpretative approach to
the disease, with its set of cognitive and non-cognitive symptoms,
is the guarantee of an adequate interpretation and management
of behavioural disorders, for a better quality of life for all family
members or for patients or caregivers [32].
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