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Abstract
The setup and outcome of the pilot phase of the

operation of a memory clinic with emphasis on
comprehensive multidisciplinary assessment and
non-pharmacological treatment were revealed. Nine
patients with dementia and their carers underwent
the program. In general, the participants were
satisfied with the program and considered it useful.
Carers’ emotional reactions to the memory and
behavior problems of dementia sufferers (assessed
by MBPC) were significantly lowered after treatment.
Experience of the pilot project shows that close
cooperation among psychogeriatrician, geriatrician,
clinical psychologist, occupational therapist, and
social worker is important since extensive and
varied types of assessment and treatment are
needed to manage the various stages of dementia.
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Introduction
Despite the fact that dementia is a clinical entity

of great importance to the health care system of
developed countries, little effort has been made to
standardise methods of investigation and
management. Although memory clinics have been
set up in North America and Europe to tackle this
important health issue for more than 20 years, there
is no explicitly agreed model of memory clinic
functioning. Wright 1 broadly classified the operation
of memory into ‘high throughput’ and ‘low
throughput’ ones according to the selectivity of
patients, the depth and sophistication of assessment

and the specificity of management and follow up. In
Hong Kong, the first memory clinic was set up at the
Haven of Hope Hospital in mid 1993 2. The monthly
clinic session involves mainly assessment; treatment
started in the clinic is further supported by other
clinics if needed. The model of operation resembles
the ‘high throughput’ ones as described by Wright 1.

Our pilot project was set up to examine the
logistics involved in running a memory clinic of
Wright’s “low throughput” type, to assess the
outcomes and to estimate the benefits. An
integrated multidisciplinary approach was adopted
to assess the patients comprehensively, because
this approach has been shown to be better than a
monodisciplinary approach 3. The aim is to give
direction for the future development of local memory
clinics in Hong Kong. The paper describes the
operation and outcome of the pilot project.

Subjects and Setup
The project was jointly operated by the

Psychogeriatric Team of Castle Peak Hospital (CPH)
and the Geriatric Team of Tuen Mun Hospital
(TMH). Team members included geriatrician,
psychogeriatrician, clinical psychologist, occupa-
tional therapist, geriatric nurse and medical social.
The target patients were community residing and
ambulatory elders with mild to moderate dementia.
The inclusion criteria were as follows:
• Abbreviated Mental Test 4 score > 3/10
• No communication problem
• Katz Activities of Daily Living (ADL) Score 5 > 2/6
• Preferably to have at least one carer at home most

time of the day
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Patients presenting with memory problems at the
Geriatric Clinic & Day Hospital of TMH, Psychiatric
Clinic of CPH, and self-referral from the community
were screened with the above criteria from July to mid
September 1995. Out of twenty patients being screened,
ten were excluded because of institutionalization
(4), carer refusal (3), hearing problem (1), psychiatric
hospital admission (1) and death (1). One female
patient living in a hostel was included in the project
because her niece-in-law, living in the same estate
building of the hostel, visited the patient daily. This
simulated a living-at-home situation.

Description of the service
The patients recruited for the program

continued to have their usual medication and no
specific medication was prescribed for the condition
of dementia. The project included the following
stages: assessment (two clinic sessions and one
home visit when required), multidisciplinary case
conference on diagnosis and management plan,
treatment (six group sessions plus individual
sessions when required),  evaluation and
multidisciplinary discharge planning conference.

A). Assessment sessions
The physical state of each patient was assessed

by geriatrician. To identify any reversible physical
causes of dementia, the following tests were
performed: complete blood picture, renal and liver
function tests, glucose, thyroid function, VDRL. Chest
X-ray, CT scan, EEG, B12 and folate were checked if
clinically indicated 6. The modified Hachinski score 7

was documented. The psychiatrist conducted
examination for any concomitant psychiatric
problems such as depression. Patients’ cognitive
ability was first screened by the Chinese version of
Mini Mental State Examination (CMMSE) 8. The
clinical psychologist used relevant psychometric
tests to assess the patients’ current general
cognitive abilities, memory and recall of past and
recent events, ability to learn and the presence of
any other neuropsychological deficits. The
occupational therapist assessed patients’ current
abilities to perform daily functioning with the
Barthel Index (BI) on a 100-point scale 9 and a
simplified version of the Instrumental Activities of
Daily Living (IADL) scores on a 16-point scale 10.

Carers were asked to rate their own mental health
by General Health Questionnaire (GHQ-30) 11. Using
the Memory & Behavioral Problem Checklist (MBPC) 12,
carers reported the frequency of 32 dementia-related
behavioral problems (such as forgetting events,
forgetting names of people, getting lost, restlessness)

on a 6-point scale. They also rated how bothered
they were by each behavior with a 5-point scale.
Carers and patients were asked about their welfare
needs and their expectation of the program.

A multidisciplinary case conference was held
after the assessment sessions to delineate a
diagnostic formulation for individual patient. Based
on the information gathered, the diagnosis of
dementia was made according to DSM IV 13 criteria.
The stage of dementia was categorized with the
Functional Assessment Staging of Dementia
(FAST) 14,15. This is a 16-item scale measuring the
progression of dementia of the Alzheimer’s type.
Individualized management plans were made after
considering patients’ remaining strengths and
various areas of handicap (physical, mental and
social) and needs of carers.

B). Treatment sessions
In the treatment phase, six consecutive

Saturday morning group sess ions  were
conducted for dementia sufferers and their carers
to enhance their understanding of dementia and
their skills in preventing further deterioration in
memory and physical functioning. As Patient 1
had low concentration span, he and his wife were
asked to attend Group Session 1 only. Since
Patient 9 was a high-functioning person living
alone (with no carer), she was invited to attend
sessions relevant to her need only (Session 1,3,
and 5). Three sessions were conducted by
occupational therapist as follows:
1. Information on dementia and community

resources for demented patients.
2. Advice to improve functioning in daily living,

physical exercise for patients, and home
safety.

3. Using memory aids and strategies.
The other three sessions were conducted by

clinical psychologist as follows:
1. Behavioral Management Techniques I: Ways to

reduce behavior problems.
2. Behavioral Management Techniques II: Use of

daily activities.
3. Facilitated mutual sharing among carers. Briefing

on stress management techniques.
For carers of Patient 1 and 4, supplementary

individualized training on managing methods for
specific behavioral problems were offered by clinical
psychologist at home, and physical training by
occupational therapist at home or day hospital.
Individualized psychological treatment for
depression and grief was also given to Patient 5, on
top of her dementia.
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Results
The demographic profile of the nine recruited

patients are outlined in Table 1. The patients had
a mean age of 73 (range = 64 - 81). All the male
patients were married; two of the females were
widowed and the remaining three were single. The
mean years of education was 2.8 (range = 0 - 6).
They were not homogeneous in terms of diagnosis,
stage of dementia, existing needs and abilities
despite our initial intention to collect a more
uniform group of patients. Some of them showed
behavioral disturbances; some were quite passive
in daily activities. Patient 2 and 9 remained
independent in all daily activities, and their CMMSE
scores were above the usual cut-off score for
dementia (around 17-19). Their mental impairment
would not be properly diagnosed if careful
neuropsychological assessment were not
performed. Proper diagnosis of Patient 5, originally
presenting with only depressive mood and grief
reactions to husband’s death, was also attained
through careful neuropsychological and mental
state examination.

The levels of anxiety/depression indicated by
GHQ among carers varied greatly, depending on
whether the patients had severe behavior problems
and whether the carers lived with the patients. One
carer could not attend any of the group sessions as
she had physical problems affecting her mobility. Of
the other seven carers, three had GHQ score of 1 or
2, while the other four had GHQ score of 5 to 12,
indicating signs of stress. All carers except one
showed reduction in their post-treatment GHQ score.
The carer who had a higher GHQ score at the end
of the project reported another source of stress.

The project was evaluated on three other
dimensions: (1) to what extent were the patients/
carers’ expectations met (2) their degree of
satisfaction with the project and (3) their rating
of usefulness of the group treatment sessions.
The extent of satisfaction/usefulness were scored
as 1 (<10%), 2 (10-29%), 3 (30-49%), 4 (50-69%),
5(70-89%), and 6(90-100%). The average scoring
was listed in Table 3. The participants were very
satisfied with the logistic arrangements and the
program as a whole. They found most of the
treatment moderately useful.  Most patients/
carers reported having most of their expectations
met. Only one carer and one patient rated some
of their expectations being met by 10% or less.

Hidden needs for social support were revealed
after assessment - one referred for aged home
placement as the carer could not continue the
caring at home; one referred to a Day Care Center
to increase social activities and exposure; disability
allowance was applied for two cases.

Table 1: Basic characteristics, diagnoses, FAST staging,
MMSE, BI, IADL of patients and pre-treatment GHQ scores
of carers
Patient Sex Age Carer Diagnoses Hachiski FASTCMMSE BI IADL Carers’
No. score GHQ

1 M 73 Wife MID a 6 7C 14 65 0 2
2 M 72 Wife AD b 2 3 25 100 13 N/A d

3 M 64 Daughter AD 0 4 12 100 0 21
4 M 68 Wife MID 6 7A 4 80 0 5
5 F 77 Daughter AD, 1 3 18 100 16 1

in law  Depression
& son

6 F 77 Niece Mixed c 6 6D 2 52 0 5
in law

7 F 81 Son AD 0 4 13 100 13 1
8 F 79 Niece AD 0 3 17 100 10 12

in law

9 F 67 Self AD 0 2 24 100 16 N/A
a MID = Multi-infarct dementia (Vascular dementia)
b AD = Alzheimer’s disease
c Mixed = Mixed type (AD and MID)
d N/A = Not available

Table 2: Pre- and Post- treatment comparison: Patients’
CMMSE, BI, IADL scores and Carers’ GHQ and MBPC
(Behaviour and Reaction) Scores

Pre-treatment- Post-treatment - 2-Tailed P value *
Median (range) Median (range)

Patients’ CMMSE 14 (2 - 25) 14.5 (2 - 29) 0.17
Patients’ BI 100 (52 - 100) 100 (39 - 100) 0.66
Patients’ IADL 10 (0 - 6) 5 (0 - 16) 1.0
Carers’ GHQ 5 (1 - 12) 1 (0 - 19) 0.35
Carers’ Behavior 31 (18 - 80) 31 (13 - 43) 0.076
score

Carers’ Reaction 12 (0 - 52) 5 (0 - 11) 0.046 δ

score

* by Wilcoxon matched-paired signed-ranks test
δ = statistically significant

Of these nine participants, no case of reversible
medical cause of dementia was found. There was
no significant change in the daily living skills
(measured by BI, IADL) and cognitive abilities
(measured by CMMSE) of the patients. There was
also no significant statistical pre- and post-
treatment effect in the frequency of problematic

behaviors as assessed by MBPC. However, carers
reported being less bothered by such behaviors after
treatment as shown in table 2.
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Discussion
This report describes the service and outcome

of the pilot phase of a “low throughput” model of
memory clinic which emphasized comprehensive
assessment and non-pharmacological treatment to
elderly demented patients and carers. At the outset,
it was decided that group therapy could not
effectively handle more than ten patients/carers.
Hence, the sample size of this pilot study was small.
The small patient number and with most of them
being known cases of the Geriatric Clinic explained
the low incidence of reversible elements for
dementia. This experience was shared by others
with similar setting 16.

The intervention offered by our clinic aimed at
reducing carers’ burden and maintaining patients’
functioning in daily activities. The GHQ scores have
been shown to be a sensitive reflection of carers’
stress 12 but they did not differ significantly in our

carer group after the treatment sessions (table 2).
The GHQ scores of the carers were rather low at
the outset. It was probably because despite our
initial emphasis on the availability of good carer
support, only three of the eight carers were taking
care of the patient all day long (and one of the three
missed the evaluation session). The other five carers
were only looking after the patients during short
period of time in a day. Thus, it would be expected
that these carers’ burden perception wouldn’t
change much with the minor changes in the
behaviour of  the patients.  Although the
improvement of the patients’ condition was not
marked, the carers’ reaction to the patients’
problems were lessened after the program. Both
the carers and the patients found the program
useful in general. Many aspects of the social need
of the patients and carers were uncovered by the
social workers’ assessment.

The pilot study shows that comprehensive
multidisciplinary assessment model with close
co-operat ion between the  ger ia tr ic  and
psychogeriatric teams is a feasible approach to
manage our dementia patients and carers. From
our experience at the assessment conference, the
sharing of the findings by various disciplines was
very useful in delineating the various areas of
problems and deficits of the patients and carers
and formulating treatment plans. The need for
careful neuropsychological and psychiatric
assessments at early stage of dementia was
illustrated by patient 2, 5 and 9. Mild to moderate
demented pateints with mainly mental and
behavioral problems could benefit from intensive
psychological and mental rehabilitation offered by
the psychogeriatric team. The severely demented
patients, especially those with cerebral vascular
disease, are usually complicated with significant
physical handicap (e.g. patient 1, 4, 6). They
would be better managed by the geriatric team
with their usual repertoire of rehabilitation and
long-term care service.

Pharmacological treatments of dementia have
not been very successful until the recent decade.
Tacrine 17 raised the hope of halting the dementing
process but the effect was very modest and the side-
effects (especially hepatotoxicity) were significant.
Donepezil 18 is another promising agent with less
side-effects. Their use has to be under close
monitoring by specialists in specialized settings like
our multidisciplinary memory clinic. Giving aspirin
to MID patients is a logical and widely adopted
strategy but it effectiveness has not been proven
by randomized controlled trials.

Table 3: Feedback from the patients and carers about the
program (score 1 to 6 - see text)
(A) General Impression of the whole

program by patients and carers:

Average satisfaction

score (range)

Carer’s expectation from the program
met
(e.g. Reduce the carers’ stress & anxiety,
time & inconvenience, know more about
the disease, make the patient happier)

4.1 (1 - 5)

Patient’s expectation from the program
met
(e.g. Slow the deterioration of the
disease, receive medication to improve
the situation, improve the ability to take
care of one-self, liaison with social
workers for social support and with
medical source for future medical
support)

3.7 (1 - 5)

Satisfaction for the administrative
arrangement

5.3 (5 - 6)

Satisfaction for the whole program 5.4 (5 - 6)
(B) Rating of the treatment sessions by

carers:

Average usefulness

score (range)

Information of dementia and commu-
nity resources

4.5 (3 - 5)

Advice on improving ADL, exercise,
home safety

4.5 (4 - 5)

Memory aids and strategies 4.2 (3 - 5)

Behavioral management techniques I 4.4 (3 - 5)

Behavioral management techniques II 3.7 (1 - 5)

Stress management and Carers’ sharing 4.5 (4 - 5)
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We have shown that carers’ perception on the
patients’ problems were improved by the program.
Group treatment session is effective to tackle
general problems faced by carers or patients in
common e.g. knowledge of the disease, social
resources etc. However, this has to be supplemented
by individualized treatment program to meet the
specific demand of individual patient or carer. Close
collaboration between the various disciplines is
essential in order to meet the various needs of
dementia patients and carers at different stages of
their disease.

Conclusion
Our pilot project showed benefits for carers of

dementia patients. A multidisciplinary approach is
the key to success. Larger studies are required to
define the exact cost-effectiveness of such an
approach.
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