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The world has undergone changes in its demographic cha-
racteristics particularly over the last century and the prediction
is by 2050, the world’s population will have reached almost 10
billion. Almost all of the growth is predicted to occur in the less
developed countries (LDC ) with the population expected to
enlarge from 5.3 billion in 2004 to 7.8 billion by 2050 (WHO,
2005). The ageing of the population has also had a major effect
on the health expenditures with 9.8% of the gross domestic
product (GDP) being spent on health care in 1995 and conti-
nuing to rise all the time (Mayhew, 2000). The inversion of the
population pyramid will produce a greater percentage of the
general population being elderly over 65 and especially over 80
years. In the more developed countries (MDC), the percentage
of elderly over 65 has reached 15-20% but only 6.5% in LDC
but this will be the next major challenge for the LDCs as their
population ages.

Accompanying the rise in the absolute numbers and in
the life expectancy is the increase in the number of elderly
suffering from dementia. As a result, dementia has become and
will continue to be a major burden in modern medicine for the
whole world. The number of person suffering from dementia is
around 35 million and by 2050 is predicted to reach 106 million
persons, particularly in LDC of Asia and Africa. In addition
to the loss of memory and loss of function, the major problem
which caregivers, both formal and informal, need to relate to
are BPSD (Behavioral and Psychological Symptoms of Demen-
tia). The literature reports that 90% of demented persons have
some form of BPSD causing distress to all who care for them.

Jost and Grossberg (1996) showed that often the patient
presents up to 40 months prior to diagnosis of dementia with
some sort of BPSD, usually beginning with social withdrawal.
This phenomenon of BPSD can be explained somewhat by an

imbalance in the neurotransmitters in the brain. The end result
of BPSD for the caregivers is the increased burden of care. In
fact, the family will often turn for professional help because
of the behavioral and psychological problems rather than the
decrease in cognitive abilities (Machnick, 2009).

The approach to BPSD is first to understand the phenome-
non, then to decide on a treatment plan, both non-pharmaco-
logical and pharmacological, by relating to each component of
the BPSD problem. Only by having a structured understanding
of BPSD will the treatment be effective. In some studies, it was
shown that treatment of BPSD was ineffective in behaviors
such as hoarding, vocal repetition, and others (Schneider et
al. 2005; Wang et al. 2005, Brodaty et al. 2003). Therefore the
basis for any treatment program is first to relate to the non-
pharmacological aspects using a structured framework relating
to a physical problem or discomfort, intellectual/cognitive
changes, emotional, capabilities, environment and social as-
pects of care. The multidisciplinary team needs to understand
this side of the treatment since the BPSD may be a reaction to
some “trigger” event which could be prevented.

Pharmacological treatment is both complex and
controversial. Universally neuroleptics have been used,
especially during delirious phase, but the controversy still
rages with regard to the side effects of increased cardiovascular
adverse events (Schneider 2005). Other medications, such as
mood stabilizers, anti-anxiolytic medication, anti depressants
and others have been used with some success and less serious
side effects but as stated some behaviours do not react to
pharmacological intervention. However, the basis for successful
treatment of BPSD is always to relate to the question: “How
would I deal with this behavior if this person were a 3-5 year
old child?”
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