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Dementia is a disease commonly found in older adults which impairs proper cognitive 

function and the ability of dementia patients to carry out daily tasks. Hence, there is a 

need for caregivers who can assist the patients by taking them through their daily living 

activities. Prior research has primarily been focused on the impact of this disease on the 

patient's quality of living without shedding ample light on the struggles that caregivers 

face. Caregivers undergo high-stress levels relative to the number of tasks they carryout 

for their patients and other contributing factors. Burdens that each dementia caregiver 

faces can take a toll on their physical and emotional health. This paper highlights the 

effects of caregiving on the caretakers’ nutrition and physical health and proposes a 

method for investigating the impacts of telehealth nutritionist intervention on the diets of 

caregivers and their dementia patients. 
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BACKGROUND  

 
What is Dementia?  

Dementia is a term  used to describe a set of symptoms that include memory loss 

and a decline in cognitive functions such as reasoning, problem-solving, and 

communication. i Dementia results from damage to the brain caused by diseases such as 

Alzheimer’s disease or a series of strokes. Alzheimer’s disease is the most common cause 

of dementia; it is responsible for about 60-80% of dementia cases. ii 

 

Alzheimer’s Disease 

 Alzheimer’s disease is a progressive disorder that leads the degeneration and 

ultimately the death of brain cells. It causes a heightened decline in cognitive 

development including thinking, behavioral interaction and social skills which impedes 

the ability of the person to function independently. i  Some early signs of this disease 

include frequent memory loss of recent events and conversations. A person with 

Alzheimer’s disease will develop severe memory impairment and an inability to carry out 

everyday tasks as the disease progresses. ii Currently, there are medications that offer 

temporary relief of symptoms and slow down the rate of cognitive decline. The 

treatments can be effective, allowing people with Alzheimer’s to improve function and 

remain independent for some time. iii There is currently no absolute treatment for 

Alzheimer’s disease  which can alter the disease process in the brain. In more advanced 

cases of the disease, there are complications and a severe loss of brain function which can 

ultimately result in death.i 
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 Some symptoms of Alzheimer’s disease include memory loss, which serves as the 

primary indicator; others include difficulty in organizing one’s thoughts and ideas. 

Persons with the disease may suffer from personality changes and moodiness as well as a 

significantly reduced amount of energy level. They may exhibit difficulty in solving 

simple mathematical functions and problems in maintaining attention and orientation. iii  

Common challenges include multitasking  and an ability to make reasonable decisions in 

everyday situations. Tasks with sequential steps that were once routine to the patient will 

suddenly become more strenuous; these include cooking a familiar meal or playing a 

favorite game. Eventually, as the disease worsens, the patient may forget the most basic 

tasks such as dressing and bathing. However, there are some skills that are preserved for 

a longer amount of time as the cognitive impairment advances. These include skills such 

as reading or listening to books, singing, listening to music, drawing, or telling stories. 

The skills take a longer period of time to decline because they are controlled by regions 

of the brain that are not affected until a later time in the progression of Alzheimer’s 

disease.ii  

  

 
Neurological & Genetic Causes of Alzheimer’s Disease  

According to scientific research, Alzheimer’s disease is mainly caused by a 

combination of genetic, lifestyle, and environmental factors that lead to brain 

deterioration over time. iii Specific genetic mutations can result in the onset of the disease 

in extremely rare cases; this can lead to the onset of Alzheimer’s disease of middle-aged 

persons. Although the exact causes of Alzheimer’s disease are unknown and still 

undergoing research, it is known that issues with brain proteins which stop functioning 
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properly affect normal work of neurons and lead to a  sequential series of toxic events. 

Damaged neurons will lose connections amongst each other and ultimately die. The brain 

damage initially occurs in the region of the brain that controls memory, however, the 

damage process begins years before the first symptoms. Neuronal loss spreads to other 

regions of the brain and by the late stages of the disease, the brain size has significantly 

reduced.iii 

       

Scientific researchers have focused on the roles of two different proteins, including : 

plaques and tangles. 

1. Plaques: Beta-amyloid is a leftover fragment of a larger protein which when clustered 

with multiple fragments, have a toxic effect  on neurons and inhibit intercellular 

communication. The cluster of beta-amyloid fragments form large deposits called 

amyloid plaques and other cellular debris. iv  

2. Tangles: Tau proteins are a part of the neuron’s internal support and transport system 

in order to communicate and send essential nutrients and other materials. Tau proteins 

lead to changes in shapes and cause the organization of the structures into neurofibrillary 

tangles, disrupting the signal transport system The tangles disrupt the transport system 

and are toxic to cells.  v 

The amyloid beta tau proteins accumulate at the synapse, the space of 

communication between nerve cells in the brain. When the nerve cells are unable to 

communicate due to this build of toxic proteins disrupting the synapse, the thoughts and 

memories of the patient become impaired.vi        
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Some factors present a higher risk in the development of Alzheimer’s disease. 

These factors include age, family history and genetic predisposition, down syndrome, 

sex, mild cognitive impairments, and lifestyle/ prior heart conditions.vii   

Age is a risk factor because aging is great associated with advanced risks of 

developing Alzheimer’s disease. Study analysis shows that there are about two new 

diagnoses per 1,000 people between the ages of 75 to 84, and about 37 new diagnoses per 

1,000 people aged 85 and older. i       

 Those who have a first-degree relative with Alzheimer’s disease, a parent or a 

sibling,  are more likely to develop the disease themselves. iii However, the genetic 

mechanism of Alzheimer’s disease is still mostly unexplained with convoluted genetic 

factors. A form of the apolipoprotein E gene (APOE) is one of the better understood 

genetic factors. The variation of the gene, APOE e4, leads to an increased risk of the 

disease. There are also rare mutations in three different types of genes that lead to the 

onset of Alzheimer’s disease.  However, these mutations only account for less than one 

percent of the people with Alzheimer’s diseases.viii  

Those with Down syndrome are at an increased risk of developing Alzheimer’s 

disease, most likely because having three copies of chromosome 21 usually means having 

three copies of the gene for protein which creates beta-amyloid. The signs and symptoms 

for those with Down Syndrome appear drastically earlier compared to the overall 

population of people with Alzheimer’s disease. They can appear about 10 -20 years 

earlier in Down syndrome patients. ix 
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A significant decline in memory and thinking skills called Mild Cognitive 

Impairment (MCI) can eventually lead to the disease. Those who have MCI are at an 

increased  risk of developing dementia. In cases in which the core function that is 

impaired is memory, the condition is more likely to result in dementia due to Alzheimer’s 

disease. When MCI is diagnosed early, the patient is able to reevaluate their lifestyle 

changes and compensate for memory loss.x 

Lifestyle Factors that Increase Risks of Alzheimer’s 

Many  lifestyle habits  that can impact and lead to an increased risk of 

Alzheimer’s disease are the same factors that are mainly associated with heart disease. xi  

These factors may include  

• Lack of exercise  

• Obesity 

• High blood pressure and cholesterol 

• Poorly controlled type 2 diabetes 

 

While there is no conclusive research that supports these factors, there is strong 

evidence that changes in lifestyle habits play a role in altering the risks of Alzheimer’s 

disease. These changes include maintenance of a low-fat diet with many fruits and 

vegetables by following  as well as regular exercise. These consistent activities may help 

promote brain health and prevent Alzheimer’s disease through reduction of beta-amyloid 

plaques.xi 
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Complications that may be associated with Alzheimer’s disease cognitive changes 

include impaired  judgement which cause memory and language loss. Hence, persons 

with Alzheimer’s disease may not be able to express or communicate pain that they are 

experiencing. They may also express struggles with reporting symptoms of other illnesses 

and in adhering to a prescribed treatment plan. People with Alzheimer’s disease may also 

show difficulties communicating negative side effects of medications. xii   

Over time,  as Alzheimer’s disease progresses into its more severe and final stages, 

the brain deterioration can cause a decline in physical functions  such as balance, and 

bowel and bladder control. These issues are gateways to greater negative effects such as 

falls, fractures, bed sores, malnutrition/ dehydration, and pneumonia/ other infections.xiii 

Alzheimer’s disease is not a condition that can be prevented. However, there are many 

lifestyle factors that when modified can over reduce the rate of disease progression. 

Changes in diet, exercise, and daily habits can reduce the risk of developing Alzheimer’s 

disease and other disorders that can lead to dementia. These steps are also essential for 

minimizing risks of cardiovascular diseases as well as help with management of high 

blood pressure, diabetes, and high cholesterol. Some other methods of  preserving 

cognitive skills and reducing the risks of Alzheimer’s disease include involvement of 

patients in social events, reading, dancing, playing instruments, and other activities that 

involve mentally challenging and social interactions. viii 
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 Understanding Dementia 

FIG 1. Diseases that Cause Dementia. 

 “Dementia UK Report.” Alzheimer’s Society, www.alzheimers.org.uk/about-us/policy-and-influencing/dementia-uk-

report?documentID=2761. 



 
8 

Along with Alzheimer’s disease, there are other types of progressive dementia diseases 

such as ‘Vascular Dementia’ , ‘Lewy Body Dementia’, ‘Frontotemporal Dementia’, and 

‘Mixed dementia’ (FIG 1.)  

Vascular dementia is the second most common type of dementia followed by 

Alzheimer’s disease. This type of disorder is caused by vessels which supply the brain 

with blood. Issues regarding blood vessels lead to strokes and damage the brain by 

altering the fibers in the white matter of the brain. Some symptoms associated with 

vascular dementia include difficulties in problem solving , attentiveness and organization, 

as well as  slowed and impaired thinking.xiv  

Lewy Body Dementia is one of the third most common types of dementia after 

Alzheimer’s disease and vascular dementia which accounts for 5-10% cases. xvi The 

alpha-synuclein protein is the chief component of Lewy bodies and is found mainly in the 

brain, but the normal function is still not known. xv Patients who suffer from Lewy body 

dementia usually experience movement symptoms including hunched posture, rigid 

muscles, trouble initiating movement, and trouble walking. These symptoms are similar 

to those who suffer from Parkinson’s disease; this suggests that Parkinson’s disease and 

Lewy body dementia may be linked to the same core dysfunctionalities in how protein 

alpha- synuclein is processed in the brain.xvi There is currently no specific cause of this 

disease identified by researchers; most people who are diagnosed with Lewy body 

dementia have no family history of this disease and there are no genes discovered to be 

linked with Lewy body dementia. 
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Frontotemporal Dementia refers to a group of disorders that is caused by progressive 

nerve cell loss in the brain’s frontal lobe or temporal lobes. xvii The nerve cell damage 

leads to loss of function in these brain regions which causes deterioration  in personality, 

behavior, and language comprehension. Two of the most important diseases cause 

frontotemporal degenerations, such as disorders involving protein tau and brain disorders 

that involve the TDP43 protein. These two groups of brain disorders preferentially affect 

the frontal and temporal lobes that affect dementia. The cause of this disease is mainly 

inherited 25% of the time. However, there are currently no other known risk factors of 

frontotemporal degenerations.xviii 

Mixed Dementia is characterized by multiple abnormalities found in  different types of 

dementia which simultaneously occur in a patient. xix Commonly, abnormal protein 

deposits associated with Alzheimer’s disease exist concurrently with blood vessel 

problems linked to vascular dementia. It is not uncommon for a person to experience 

brain changes linked to Alzheimer’s disease, vascular dementia, and Lewy body 

dementia. Researchers are unaware of how many older adults actually have mixed 

dementia, but they suspect that  a higher number of patients have mixed dementia than 

actually diagnosed. The symptoms of mixed dementia vary based on the brain regions 

that are affected and what the brain damage is. xx 

 

 

 

 
 



 
10 

Nutrition & Dementia 

Malnutrition is very common in  elderly people and is associated with low nutrient 

and calorie intake. This is evidence that age is an important risk factor that contributes to 

the  development of malnutrition.  xxi Older adults with Alzheimer’s are amongst the 

subgroup that face higher risk of undernutrition. iii Recent studies have found that 

significant weight loss is common even in the early stages of  dementia, despite the 

calorie content of the patient. xxii There is a correlation between the severity and 

progression of Alzheimer’s disease (AD) and weight loss in older patients. While it is not 

clear what determines undernutrition in dementia patients, there are some key hypotheses 

that have been proposed. xxiii 

1. Inadequate intake of food is common, especially in the final stages of AD, as 

many patients typically develop anorexia. Neuropsychiatric damage associated 

with the disease results in memory loss, impaired judgement, changes in eating 

habits, or presence of dysphagia.  

2. Metabolic changes can lead to an increased energy consumption with heightened 

physical activity as a result of a hypercatabolic state.  

3. Patients with AD suffer from atrophy in the medial temporal cortex, which is 

critical for eating behavior and regulation of memory and emotions. This explains 

the evidence seen in the degree of atrophy and weight loss in patients with AD. 
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CS= sedentary subject.  

•! * Indicates level of statistical significance  (* = P value <.05  &  ** = P value <.01) 
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Dementia patients tend to lose weight after institutionalization. Results of a study 

performed by Splinder  et al. reveal that patients who were institutionalized expend the 

most energy and experience the greatest weight loss compared to community dwelling 

dementia patients. Hence, community dwelling dementia patients  have the largest BMI 

and lowest percentage of lean body mass (FIG 2.) In their study they found that nutrient 

intakes of those patients dwelling in communities, usually receiving care from caregivers 

who are members of their family, were similar to that of cognitively normal elders. xxiv 

  

Consequences of Living with Dementia 

 
Financial Impact of Dementia      

There is a great financial burden placed on patients living with dementia in the 

United States. There are multiple costs that are included in the societal economic 

burden of these patients including the value of informal care, out-of-pocket 

expenditures, Medicaid and Medicare expenditures.  xxviii This financial burden carries 

over to family members of the patients as well.     

Two recent studies that outlined the economic distress of the disease over a period 

of time found that in the last five year of life, a person with dementia receives over 

$250,000 worth of care.xxvi Another study found that dementia patients receive over 

$56,000 worth of care compared to elderly people living without dementia.xxvii Both 

studies found that families usually incur the greatest cost burden as they serve as 

informal caregivers and cover out-of-pocket payments for formal long term 

caregiving. To fully understand the costs that dementia patients bear, the dynamic 

processes and variations that occur in dementia symptoms, (cognitive and functional 
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impairment as well as behavioral/psychological changes) must be taken into account. 

While the estimates may not be exact, Jutkowitz et al.  presented a model that is based 

on data obtained from a clinical registry, a national representative survey, and CMS 

Medicare data. xxviii This data is useful in modeling dementia clinical features, living 

arrangements, and insurance status  over the expected life span of  dementia patients. 

The research model presents that the total and net cost of dementia over a lifetime is 

$321,780 and $184,500 respectively. There is a downward trend in the cost of 

dementia treatments after the first five years post onset. In this period, the increased 

cost is due to the amount of informal caregiving. The costs begin to decline because 

these patients eventually enter long-term care facilities which cost less than formal 

care. 11.7 hours of informal care, which costs about $19.71 an hour, is equivalent to a 

daily nursing home pay rate of $231/ day. xxviii 

While the payments and costs differ for each patient and the extent of the 

financial burden varies based on payer, families usually incur the financial 

responsibilities. Contrary to the notion that informal caretaking is free or low-costing, 

there are potential long-term consequences for caregivers such as long-term health 

consequences. A review of the models shows that care costs can be reduced by 

interventions that alter behavioral, functional, and psychological symptoms; the 

amount of savings depends on the magnitude of the effect of symptoms and the 

duration of symptoms.  xxix 
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Caregiver Burden & Stresses on Family Member    

 The caregivers of dementia patients are sometimes referred to as the “invisible 

secondary patients.”  xxxThese caregivers are typically family members and play a 

critical role in the lives of dementia patients, however, they generally suffer from 

high rates of burden, psychological morbidity, social isolation, ill-health, and 

financial hardships. Psychosocial intervention methods can help to reduce caregiver 

stress and delay nursing home admission. xxxi Developing a healthy relationship 

between health professional and family caregivers can be beneficial in understanding 

when  psychosocial interventions are useful.       

About 75% of dementia patients living in the USA have care provided by 

family and friends. xxxi The greatest proportion of caregivers are spouses, followed by 

children and children-in-law. Dementia caregivers are typically female and are 

middle-aged spouses or children of the patients. In most cases, these caregivers are 

unpaid. Family caregivers may be motivated to tend to the patient out of a sense of 

love, spiritual obligations, guilt, or social pressures. Those who are driven by 

obligation are more prone to resent their duties and incur greater psychological 

distress compared to those who act out of positive reciprocity.  xxxii Caregivers who 

show more positive emotions towards their role experience less burden, greater social 

support, and better health., greater social support, and better health. xlii  

 Some of the roles of caregivers include assisting patients with personal care 

such as bathing, feeding, and assisting with toileting. They also provide care with 

dressing patients, assisting them with finances, and their other daily activities. 25% of 

caregivers spend over 11 hours per week providing care to patients. On average, 
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caregivers sustain their commitment to their patients for more than a year; only about 

25% of  caregivers provide care for 5 or more years.xxxiii          

 The effects of dementia on caregivers are range based on the obstacles and 

demands that each caregiver deals with. Generally, caregivers are at increased risk of 

burden, stress, depression , and multiple health complications. Multiple studies reveal 

that caring for a dementia patient is more demanding than caring for patients with 

physical disabilities. xxxiv The burden of caregiver stress is determined by four main 

factors : the background context (the impact of other life situations) , primary 

stressors of the illness (the amount of care the patient requires), secondary role strains 

(conflict within the family and social life) and strains in ability to play the role as a 

caregiver.  Many caregivers report feeling captive to this role and experience feelings 

of fatigue; their personal life affairs and external relationships usually suffer as    

well. xxxi 

Factors Causing Stressors of Caregivers  

Currently, it is known that caregivers of dementia patients are more likely 

to  experience caregiver burden or stress compared to other caregiver groups; they 

also tend to more frequently develop health problems.  xxxvThe stress that caregivers 

experience takes a toll on them emotionally, physically, and psychologically. 

However, the extent of stress that each dementia-patient caregiver experiences differs 

based on socio-demographic status of both the patient and caregiver, the level of care 

needed by the patient, and the caregiver’s perception of the level of burden that  they 

are undergoing. xxxi     



 
17 

More recent research has found that one of the most significant factors attributed 

to caregiver burden is the level of functional decline in the dementia patient. The next 

factor that contributes greatly is the socio-demographic backgrounds , followed by the 

role description of  the caregiver. xlii Each caregiver’s role differs based on the needs 

of their patients; the specific predictors of the tediousness of their role include the 

patients’ level of inability to carry out daily living activities, the number of hours of 

caregiving, the coping strategies of the caregiver, co-resident status, relationship 

status to the patient, and the gender of the caregiver. xxxvi  

Specific demographics of dementia patient caregivers are found to experience the 

greatest level of stress. These groups include elderly caregivers, women, and co-

residents; they face greater caregiver burden compared to young adults, males, and 

those caregivers who live apart from the care-recipient. Although the specific reason 

remains unclear, several studies have reported that spousal caregivers experience the 

greatest amount of caregiver burden.xxxvii   

The level of support and the ability or inability of the caregiver to cope with stress 

affects the overall impact of burden on the caregivers. xxxviii Those who lack access to 

assistance and supportive resources tend to be more negatively impacted by their 

duties compared to those caregivers with access to support services.xxxix 

Many of today’s studies related to dementia patients’ caregiver burden have yet to 

analyze the multifactorial stressors that cause caregiver burden and how many of 

these factors are interrelated. In the United States, specifically, much of the research 

makes use of small and homogenous samples, leading to research that is not 

nationally-representative or generalizable. There is a need for more attention to 
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caregiver burden as the dependent variable, and nine different stress predictors were 

used as the independent variables. xl The results of the analysis are shown above in FIG 

4. The study is based on data from the nationwide telephone survey administered by 

the National Alliance for Caregiving, American Association of Retired Persons 

(NAC/AARP.)  The sample featured adults aged 18 or older, who were classified as 

caregivers. Caregivers were defined as those who provided unpaid care to individuals 

to assist them with critical daily living activities. The results show that order of impact 

of the individual predictors on caregiver burden in order from highest to lowest goes 

as follows: the impairment in the instrumental activities of daily living contributed the 

most (B = 0.21, P < 0.01, β = 0.34),  followed by the amount of  hours spent 

caregiving (B = 0.63, P < 0.01, β = 0.32) , co-residence status (B = 0.73, 

P < 0.01 β = 0.28), coping strategies (B = 0.17, P < 0.01, β = 0.27) , 

impairment in activities of daily living (B = 0.21, P < 0.01, β = 0.18), and 

caregiver gender (B = 0.28, P < 0.05, β = 0.12).  Analysis in the study 

further explains that when all other predictors are controlled, an increase in the number 

of instrumental activities that the patient  requires assistance with by 1 point, increases 

caregiver burden by 0.21 points. When the number of hours that the caregiver dedicates 

to caring for the individual is doubled, the caregiver burden increases by 0.19 points. 

The caregivers who were female , a spouse, or lived with a patient experienced 

significantly higher burden compared to male, non-spouse, and  non-co-residential 

caregivers.     
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(ii) Primary Stressors: such as patient symptoms or disease progression, and (iii) 

Secondary Stressors: including difficulties in other areas stemming from caregiving. 

Based on research done to better understand caregiver burden, it is clear that 

there are key factors that contribute to the stress that caregivers undergo. Multiple 

research studies support the conclusion that being a caregiver for dementia patients is 

associated with both psychological stress and dwindling physical health.  xlii Those 

who were successful in coping with mental health and depression pursued strategies 

such as problem focus, acceptance and social-emotional support. Factors associated 

with caregivers who are unable to deal with the stress include denial, wishful 

thinking, and avoidance coping strategies. Psychosocial and Psychoeducational 

interventions are methods that were found to be useful for both caregiver and patients 

with dementia.xliii  Support groups, and activities requiring engagement by both 

caregivers and dementia patients proved useful. Current research proposes coping 

strategies that are broad and do not specifically focus on specific stressors. There is 

still much more future research that needs to be done in order to discover sources of 

specific stressors and methods to alleviate them. xliv 
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Nutrition Pertaining  Dementia Patients & Dementia Caregivers  

While there are many studies that provide frameworks, models, and diagrams 

explaining several factors associated with dementia caregiver burden, there is little 

information available to highlight the importance of the role of the caregiver’s 

nutrition. As explained previously, there is usually a drastic decline in the nutritional 

intake of dementia patients as they typically undergo a decline in their eating habits. 

Dementia patients typically prefer to routinely eat only a certain meal or snack 

that usually fails to encompass all the necessary food groups for a balanced diet.xlv 

This can impact the caregiver for multiple reasons: a caregiver may not have to 

purchase additional cooking supplies/ingredients and may settle for the same meals 

preferred by the patient or the caregiver may not have additional time or energy to 

prepare a separate meal for himself/herself each time. These are a few likely 

explanations as to why the caregiver may eat the same meal as the dementia patient 

and  may suffer from poor physical health as a result of malnutrition.  

There is a common trend of progressive malnutrition and weight loss amongst 

dementia patients due to imbalance between nutrient/energy intake and needs. The 

energy intake and expenditure of dementia patients may be greatly affected early in 

the asymptomatic phase of the disease as well as in the most advanced states of the 

disease. xlvi Evidence shows that there may be impact on brain regions which 

implicate appetite control due to dementia-related brain atrophy.  xlvii Other factors 

that could potentially affect dietary habits include food availability, appetite, taste and 

feeding problems.xlvii Due to erratic feeding behaviors of dementia patients, dietary 
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intake is greatly disrupted and feeding assistance by caregivers is necessary; hence, 

feeding serves as a source of anxiety stress for caregivers.   

Some food groups are more important than others in terms of physical health; 

an essential food that many dementia patients fail to intake sufficient amounts is 

protein. Protein is a ‘macronutrient’ which means that the body requires large 

amounts of it. Proteins are vital for functions such as  muscle and bone development, 

cells and tissue growth/ repair, and for synthesis of enzymes, hormones, and body 

chemicals. Consequences that result from intake of insufficient proteins are weight 

loss, undernutrition, reduction of muscle mass, and overall weakness. xlviii  

 

Effect of Nutrition on Caregiver 

The nutrition of dementia caregivers can be greatly affected by the dietary 

habits of the dementia patient that they tend to. There are a number of factors that 

could affect the diet of the caregivers: time availability for meal preps, energy levels, 

cooking skills, etc. Preparing a meal for the dementia patient entails shopping for 

food and cooking, usually based on the patients’ preference. In many cases, a 

dementia patient may tolerate only a certain meal and despite receiving their desired 

meal, the dementia patient may refuse food or struggle with the caregiver who is 

feeding them. This may elongate the process of feeding and can make it a stressful 

experience for the caregiver. Hence, the caregiver lacks the time or the energy to 

create separate meals for themselves which includes a diversity of necessary vitamins. 

This scenario is more common amongst caregiver-patient dyads (related or non-

related) that live together with little to no external assistance. xlix 
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Based on this pattern, it can be inferred that caregiver stressors and burden 

have an effect on the physical health of the caregiver. Due to inadequate amounts of 

necessary nutrition, the patient may be disposed to diseases including cardiovascular 

disease, high blood pressure, high cholesterol, heart disease and stroke, type-2 

diabetes, and obesity or malnutrition, etc. A cross-sectional study carried out to test 

the associations of individual characteristics of dementia patients and family 

caregivers with the nutritional status of caregivers revealed that 32.1%  of family 

caregivers in the sample were at risk of malnutrition with 5.4% becoming 

malnourished. l The results of the study emphasize the need for routine assessments 

of the nutritional status of both dementia patients and family caregivers. More 

attention to this dietary issue  is needed to provide guidance and solutions for 

dementia caregivers to maintain a healthy lifestyle.  

 

 

 

 

 

 

 

 

 

 

 



 
25 

Future Research Proposal   

In order to address the problem of dementia caregiver burden taking a toll on 

the caregiver’s nutrition, the following proposed research would examine the 

effectiveness of a potential intervention. There are steps that can be taken in order to 

assist caregivers balance their diets as well as those of their dementia patients. 

Telehealth nutritional intervention methods carried out by medical professionals for 

caregivers may provide them with proper transitions to adequate meal preparations 

and result in an overall improved diet of caregivers and dementia persons. A 

longitudinal research study can be carried out in the following way to test the validity 

of this hypothesis. 

 

OUTLINE OF STUDY PROPOSAL 

PROBLEM: The difficulty and stressors involved in feeding older adult dementia 

persons (OAD) result in a negative impact on the nutrition intake of both dementia 

persons and the family caregivers (FCG)   

QUESTION: Can a telehealth coaching intervention  improve the diet and nutritional 

status of OAD over a 5-week period?  

HYPOTHESIS: The diet of FCGs and OADs in the intervention group (IG) will 

significantly improve compared to that of those in the control group (CG). 

OBJECTIVE: To show that active teaching and intervention of the meal preparation 

of the caregivers and patients will lead to their overall improved nutritional status, 

which will significantly improve their physical health.   
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FIG 6. Division of Subjects into Intervention Group and Control Group 

 
The sample will 

include a 

randomized sample 

of 30 dyads. A dyad 

will include an 

older adult 

dementia patient 

(OAD) and their 

family caregiver (FCG.) Furthermore, 15 dyads should be randomly assigned to the 

control group and the other 15 dyads should be assigned to the intervention group. 

The baseline measure of each dyad will be collected  based on the Mini Nutritional 

Assessment (MNA); this will provide insight on the initial diets of each dyad. The 

baseline data will also include the measurement of participants’ muscle mass using a 

handgrip diameter, their weight, and height. Those with non-dementia extreme health 

conditions will be excluded from the sample population.  
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FIG 7. Outline of 5 week Assessment for Subject Groups 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

Over a 5- week period following the collection of baseline data, the intervention 

group will receive telehealth coaching from medical professionals and nutritionists in 

order to educate the dementia patients about why certain meals are most adequate for 

their diets as well as to teach caregivers how to best prepare the meals to incorporate 

certain food groups. The control group will receive pamphlets and other educational 

materials that will include similar information that will be actively taught to the IG. The 

resources will have information that is suitable in guiding the dyads on their nutritional 

status improvement. At the end of the 5-week period, the dyads in both groups will 

complete a diet questionnaire and their baseline measurements will be updated. The 

analysis of the measurements will be compared to the baseline data collected pre-study in 

order to determine the results.  

Analysis will include food processor nutrition analysis (ESHA, SALEM OR, etc.) 

to determine the percentage of various food groups contained in the diets of the dyads. li 
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It will also include comparison of their initial vitals to their vital following completion of 

the study, such as weight, height, blood pressure, muscle mass, etc. 

 

 

CONCLUSION 

Dementia patients are difficult to tend to due to the complexities of their disease 

and the impacts it has on their normal daily activities and abilities to carry out basic 

responsibilities/ chores. In most cases, dementia patients rely heavily on caregivers, who 

may have family members or who may be living with the patient. Based on what category 

the caregiver falls under and the level of patient ability, their amount of responsibilities 

may vary and translate to increased stress. There may be other factors that contribute to 

their stress such as taking up new tasks, reduced levels of socialization, possibly taking 

up medical bills and even emotional attachment to the welfare of the patient. The burden 

that the caregiver experiences may have an effect on their mental health and physical 

health.  

In this review, a number of factors that contribute to the overall health of the 

caregiver were highlighted. However, the main focus was the impact of their burden on 

caregiver nutritional intake and diet. There can be extreme difficulty in preparing and 

feeling the dementia patient that they care for, hence, the caregiver ends up preparing the 

same meals desired by the patient, and in eventually, settles for the same diet. In addition, 

based on the amount of time dedicated to caring for the patient, caregivers may not have 

time to exercise or carry out physical activities. All these may contribute to the overall 
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decline in the physical health of the caregivers and their increased deposition to 

cardiovascular diseases, heart diseases, obesity, malnourishment, etc.  

Unfortunately, there is a lack of awareness of the issues that dementia caregivers 

face, therefore, there are little to no solutions offered for caretakers to maintain a healthy 

diet and improve their physical health while caring for dementia patients. In order to 

improve this issue, there should be more studies carried out to highlight the importance of 

guidance and assistance to the caregivers in efforts to alleviate their stress. There should 

be more support groups offered for caregivers so that they are able to socialize with peers 

that may identify with similar stresses that they are undergoing as well as provide them 

with the opportunity to seek advice. Increased awareness will also serve to emphasize the 

importance of external assistance (related to patient or non-related)  which would reduce 

the number of tasks designated to the caregiver.  

  A proposed future research study, outlined above, would reveal the need for 

intervention teaching methods for the caregiver. A telehealth coaching intervention 

offered to the caregivers would educate them on the proper meals to prepare that would 

be suitable for both the dementia patient and themselves and offer them guidance on how 

to best prepare meals that would result in a healthier diet and overall lifestyle. This 

hypothesis would best be tested against a control group of dyads (a caregiver and their 

dementia patient) that does not receive any telehealth coaching. Rather, the control group 

would receive educational materials on nutrition and maintenance of a healthy diet.  This 

study would be carried out over a 5-week period, and the vitals of the participants at the 

close of the study would reveal the results. Further research similar to this proposed study 

must be done to start conversation about other ways to reduce the burden of dementia 
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caregivers and to promote overall improved health of the caregivers and dementia 

patients.  
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