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The community survey of the Warsaw district Mokotow estimated the prevalence of
dementia in a random, population-based sample, stratified for age and sex. The sample
of 1000 elderly (65-84 years) was screened at home with the MMSE test. All elderly
under the cut-off 24-25/30 was assigned a diagnosis via the CAMDEX and the DSM-
IIIR. The prevalence of dementia was estimated at 5.7%. The following age-specific
prevalence of dementia was found in the age groups 65-69, 70-74, 75-79, 80-84: 1.9,
5.8, 8.6 and 16.5%. Rates for VD — 2.7 were higher then those for DAT- 2.3, mixed
dementia- 0.5, and secondary dementia — 0.2%. In the younger subgroups (65-74
years) VD was the most frequent and in the older subgroups (75-84 years) the most
frequent was DAT. The rates of dementia were quite similar to those found in other
European studies.
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Dementia is one of the most important causes of disability in the elderly. Such
dementing illnesses pose a major public health problem. The number of dementia
patients is increasing, as the population is growing older. There are over thirty eight
and half million inhabitants in Poland. The percentage of senior population increased
from 12.8% in 1991 to 15% in 2000. This tendency’s is expected to continue in the
forthcoming years. Polish health and social care services face many of the same prob-
lems as similar services in the countries of Western Europe and other developed parts
of the world. The planning of appropriate forms of psychogeriatric care depends on
good local epidemiological data and tracking. Unfortunately, information concerning
the epidemiological characteristics of dementia in Poland is very limited. Recently the
results of two regional rural and semi rural surveys on the epidemiology of dementia
in different regions of Poland have been completed. In the first of these investigations,
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the prevalence of probable DAT in the population above 65 years of age was estimated
at 5.99% and incidence at 1.8% [1]. The second study, also of those over 65 years,
found a prevalence rate of probable DAT of 3.5% and VD of 3.2% [2].

The aim of the study was to estimate the prevalence of dementia among the people
in the age group 65 to 84 years, living in the Warsaw district of Mokotow, and age-
specific and sex-specific prevalence rates for dementia, DAT, VD, mixed dementia
(MIXT) and secondary dementia (SD).

Method

Among the population age group 65-84 years, in the Warsaw’s district of Mokotow,
the stratified random sample consisted of 1000 individuals obtained from the popu-
lation registry, which includes all the citizens of this district. Individuals living in
institutions were also included. The total senior population above the age of 65, in
this district was 49,282, however the age group from 65 to 84 years included 44,887
individuals (18,390 men and 26,497 woman). In order to calculate the age-specific
prevalence, the sample was stratified into 5-year groups, with 4 age groups. Age 80
and older constituted the oldest group. In order to study the influence of gender on
the prevalence of dementia, an equal number of males and females were studied. The
attainment of cases was done by means of a two-phase study design: a screening phase
(phase I) and a clinical, diagnostic phase (phase II), (see Figure 1). The maximum
period of time between identification of the subject and the first contact was 6 months.
Each subject in the study population was sent a personal letter explaining the nature
of the health survey and the importance of participation. The notices clearly indicated
that participation was strictly voluntary. Phase I included a psychological test used
to discriminate between subjects with and without cognitive impairment (screening
test). This screening test was the Mini Mental State Examination (MMSE) which was
translated into Polish, with a total possible score of thirty [3]. Based on the results of
previous studies including the pilot study, the cut-off point of 24/25 was designated.
Five trained interviewers who were experienced psychologists conducted the screening.
The subjects, who scored below 25/30 on the MMSE, indicating possible cognitive
deterioration, were seen for a diagnostic examination in the second stage. The diagnos-
tic instrument used was the Cambridge Mental Disorders of the Elderly Examination
(CAMDEX) [4], which includes a hetero-anamnesis, an auto-anamnesis, a physical
and neurological exam and a neuropsychological investigation. Operational criteria
for diagnosing dementia, including DAT and vascular dementia, were appended to the
CAMBDEX. They are virtually identical to DSM-III criteria, covering performance on
activities of daily living, memory, intellect, higher cortical function and personality.
If possible, CT scan and blood test was also administrated. The blood test consists of
haemoglobin, vitamin B12, folic acid, creatynine, electrolytes, liver function, VDRL/
TPHA and thyroid hormones profile.

The chi-square test was used to test the significance of differences. Statistical
significance was indicated when ‘p’ was <0.05.



The prevalence of dementia in Poland 19

Total Mokotéw population (age 65-84)

!

The random sample stratified
into 5-year groups (men and women)

Screening of cognitive impairment
(Mini-Mental State Examination)

< N\

Negative test Positive test
(cut-off point 24/25) ¢

Diagnostic protocol
(CAMDEX)

'

Diagnosis of dementia
DSM-III-R

¥

Differential diagnosis
of dementia

R

NINCDS-ADRDA ICD-10 NINCDS-ADRDA+ ICD-10
Probable AD VD and SD MIXT

Figure 1 General design of the prevalence survey

Results

The random sample consisted of 1000 subjects, 29 of which deceased during the
period of the study (before they came into contact), 6 of the subjects relocated (were
unable to come into contact), and 72 subjects definitely refused. Finally, 893 subjects
took part in the study: 455 females (51%) and 438 males (49%), (see Figure 2).
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Figure 2 Flow chart of the subjects in the screening phase

Of the 893 subjects whose MMS was known, 92 subjects (10.3%) had a score of
24 or less. Thus, 92 subjects participated in the diagnostic phase of the study. Of these
subjects 3 refused prior to the examination, consequently 89 (97%) were examined.
Seventy persons (78.7%) of the 89 subjects examined by a psychiatrist fulfilled the
CAMDEX (equivalent to DSM-III-R) diagnostic criteria of dementia, (see Figure
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Figure 3 Flow chart of the subjects in the diagnostic phase, (cut-off point —- MMSE 24/25)
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Table 1
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population, a statistical “weights” method was used.

Statistical significant age-specific prevalence of dementia was stated, (see Table
1).

The prevalence of dementia increased progressively with age, from 1.9% for sub-
jects between 65 and 69 years to 16.6% for early 80s (80-84). Mild dementia was di-
agnosed in 68.6% of the subjects, moderate in 19.6% and severe dementia in 11.8%.

Table 2
The age and sex-specific prevalence of dementia
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There were no significant differences in sex distribution of dementia. In female
groups the prevalence increased with age from 2.7% to as much as 16.9%, and in the
male groups from 0.9 to 15.1%, (see Table 2).

The prevalence of dementia by diagnosis

Dementia was diagnosed in 5.7% of the subjects. DAT was found in 2.3%, VD in
2.7%, MIXT in 0.5% and SD in 0.2% (see Table 3). Statistical significant age-specific
prevalence of dementia by diagnosis was stated. Among subjects in two younger age
groups (65 to 74 years of age) the most common type was VD, and in two older age
groups (75 to 84) the most common was DAT.

Among males, (see Table 4), and females, (see Table 5), statistical significant

Table 3
The age-specific prevalence of dementia by diagnosis
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Table 4
The age and sex-specific prevalence of dementia by diagnosis among males
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Table 5
The age-specific prevalence of dementia by diagnosis among females
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age-specific prevalence of dementia by diagnosis is also indicated. Among males in
younger groups (from 65 to 79 years of age) VD was prevalent, and in oldest groups
(75 to 84) the most common was DAT. Among females from 65-74 VD was prevalent,
and from 75-84 the most common was DAT.

Discussion

The results of epidemiological studies on the prevalence of dementia in the popu-
lation over 65 years of age, living in Mokotow (one of the districts in Warsaw) - in
large correspond with the results found in other European countries in the past twenty
years. A significant number of similar studies show a gradual increase in prevalence
rates among dementia in relation to age. This study proved such findings, in which
the factors of prevalence increased gradually with age. Accurate for age, general fac-



Tomasz Gabryelewicz et al.

Table 6
The comparison of the age-specific prevalence of dementia
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tors of prevalence of dementia (without dividing them into subtypes) turned out to be
larger then average factors in Jorm et al. (1987) analysis [5] and EURODEM [6]. But
besides the factor for age between 70-74, which was larger by 0.4% from the largest
in other EURODEM studies, other factors are included in sections of minimum and
maximum values, (see Table 6).

It was stated that in the age group between 65 and 84 years of age, among the
citizens of the Mokotéw district, the most common type of dementia was VD (2.7%),
in which the prevalence was the largest of the two younger age groups (65 to 74 years
of age). In the two older age groups (75 to 84) the most common was DAT. The third
place is reserved for MIXT, and the fourth for dementia in other diseases (in Parkinson’s
disease and cancer). Similar proportions were found in EURODEM studies. Also in
the Belgian prevalence survey [7], in which the same design and methodology (like
in our study) was used- proportions were entirely similar. Up to 80 years of age, VD
appeared as often or more often then DAT (e.g. in Finland, among people age 65 to 74
VD was stated in 44%, DAT in 30% [8]). After the age of 80 the proportion reversed
and the prevalence of DAT was significantly larger. This can be explained by the fact
that VD effects younger people- the risk factors appear respectively earlier. This is
of great importance in Poland, where the length of life, particularly among males, is
much shorter than in other western countries. Because of that, in general, in the age
group between 65 and 84, most common is VD (the largest prevalence of DAT occur
in the later age, then is the Polish average length of life). The second factor, which has
an important meaning, is the length of life of patients with VD, which is significantly
shorter then in people with DAT.

The results of these studies, referring to the relation between the prevalence of
DAT and VD differ from most of the results from other western European countries
and North America. In these countries the proportion was stated between major types
of dementia as follows: DAT- 50 to 60%, VD-25 to 30%. Although VD was higher
then DAT in 14 out of the 17 Japanese studies [9], in Chinese studies [10, 11], in the
American study [12], in the Russian [13], Scandinavian [14], Italian [15] and Polish
[2] studies. Some of the authors assume that the type of dementia depends on ethnical
background (Alzheimer’s disease - Caucasian race, European origin). In contradiction
to this conception is a study [16] led among Japanese descendants, living in Hawaii.
It showed that the prevalence of DAT in this group was significantly larger then VD-
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opposite then in the Japanese population, which indicates the significant meaning of
environmental factors.

In the presented study, when stating the differential diagnosis, MIXT was isolated.
In some studies this type is classified as DAT, which affects the increase of prevalence
rates of this disease. Rocca et al. [15], stating MIXT as a separate type of dementia
(studies in Appignano), showed the preponderance of prevalence of VD over DAT.
Skoog et al. [14] studied MIXT to vascular type and also showed preponderance of
prevalence of this disorder (46.9%) over DAT (43.5%).

In the Mokotoéw group of subjects with dementia, low education is of concern
among those studied: 21.4% of individuals were illiterate or had incomplete elemen-
tary education, 45.7%- elementary education, 15.7%- occupational education and only
17.1% secondary or university (in a group with cognitive impairment, but without
dementia, suitably: 31.6, 47.4, 5.3, and 15.8%). No data on education in the whole
studied group enables to check the hypothesis about protective role of education in
exposition of dementia disorders.

In the study group only 6 out of 70 people (4.2%), in which dementia was diag-
nosed took advantage of welfare institutions in the time of study. This situation differs
from the one observed in other countries. For example in Helsinki- Juva et al. [17]
found that only 25 individuals (27%) from 93 didn’t take advantage of welfare institu-
tions. In all of Finland, 57% of individuals over 65 years of age, with mild and severe
dementia, take advantage of different types of help. In Sweden [18] this percentage
was 58%. This results obtained in the Mokotow district are similar to the results of
the Italian studies [15], concerning the village society of Appigiano- 3 people with
dementia, from the entire group of 48 subjects, were in care facilities. The reason for
this phenomenon may be based in the imperfection of institutional care for the aged.
In the Mokotow district the existing forms of help and the number of places, which
is in their disposition, stay in gross disproportion towards the needs. The estimated
number of people with dementia is around 3500, among which most demand different
forms of institutional and other types of help. The authors of this study hope, that this
data will contribute to the development of such a help.
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