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Objective: This study aims to address gaps in health conditions and unmet needs in daily

activities between people with dementia (PWD) and without dementia in a developing country

and to identify the variables associated with unmet needs among PWD to guide practitioners

and policymakers in dealing with an increased burden of dementia.

Methods: Nationally representative data on 4655 Chileans age 60 and over were used to

compare health conditions and unmet needs in daily life activities between individuals with

(N = 455, 9.6%) and without dementia. Regression analysis was conducted to identify the vari-

ables associated with unmet needs among PWD.

Results: Overall, PWD had worse health and needed greater assistance in performing daily

activities than people without dementia. Among PWD, being male was associated with more

unmet needs, in both activities of daily living (ADL) and instrumental ADL. Lower educational

level and fewer caregivers were associated with more unmet needs for ADL, while inferior func-

tional ability was associated with more unmet needs for instrumental ADL.

Conclusions: The results from this study call for action by practitioners and policymakers to

foster caregiver training, increase supportive services, and advance care planning for PWD.
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1 | INTRODUCTION

Global demographic and epidemiological transitions have situated

dementia as a critical policy issue.1 A majority (58% in 2009) of people

with dementia (PWD) worldwide resides in low‐income and middle‐
d. wileyonlinelibr
income countries; this value is projected to increase to 63% in 2030

and 71% by 2050.2 Despite the significance of this issue, limited data

have hindered scholarship on dementia inmany developing countries.3-6

Dementia is a leading cause of disability and dependency,7 which

in turn places a heavy burden on families and both the health and
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Key points

• As in numerous developing countries, there are

important gaps in health conditions and unmet needs

in the activities of daily living between people with

dementia (PWD) and people without dementia in Chile.

• Overall, PWD had worse health and greater needs for

assistance for performing daily activities than people

without dementia.

• Among PWD, being male and having a lower educational

level, fewer caregivers, and worse functional ability were

associated with more unmet needs.

• Practitioners and policymakers facing the challenges of

increased dementia within Chile's aging population

should consider comprehensive responses, such as

fostering caregiver training programs, increasing

supportive services, and advancing care planning for

older adults with dementia.
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social protection systems.8 The financial and nonpecuniary costs of

informal care and traditional health services targeting PWD are sub-

stantial, and these will likely grow exponentially in the years ahead

unless effective policy reforms and interventions are implemented.

Successful policies and interventions for PWD and their caregivers

should respond to these individuals' needs, which are often not well

identified and are likely to be greater than for the general adult popu-

lation. Needs can be objectively diagnosed, but they can also be sub-

jectively experienced by patients and caregivers.9 Unmet needs are

defined as a shortage of resources to meet an explicit request for for-

mal or informal support to perform activities of daily living (ADL) or

instrumental ADL (IADL).10

The health conditions and unmet needs of PWD are important

dimensions to consider when understanding individual and societal

capacity to manage longer lifespans. Previous studies on the health

conditions and unmet needs of PWD are largely restricted to North

America and Europe, and their results may not be generalizable to

developing countries with more rapidly aging populations and weaker

health and social protection systems.11-19

Among developing countries, Chile's population is aging espe-

cially rapidly and presents unique pressures associated with an

increasing burden of dementia.3 Life expectancy at birth in Chile is

82 years (85 for female and 80 for male) and has increased by an

average of 4.2 years per decade over the last 50 years.20 Approxi-

mately 180 000 Chileans live with dementia, and this number is

expected to triple by 2020.21 Although Chile is now defined as an

upper middle‐income country, social protection systems remain

largely underdeveloped, and as is the case for most of Latin America,

an outdated health system has not achieved the complex and multi-

disciplinary response required by people with chronic diseases.22

Available evidence suggests a shortage of public policies for PWD

and their caregivers.23,24

In the context of the challenges presented by dementia in many

countries, this study sought to use nationally representative survey

data for Chile to compare health conditions and unmet needs for daily

activities between PWD and people without dementia, as well as to

identify the variables associated with the number of unmet needs

among PWD.
2 | METHODS

2.1 | Data and sample

We drew nationally representative data for 4766 Chileans aged 60

and over (1851 male and 2915 female) from the Encuesta Nacional

de Dependencia de las Personas Mayores (or Survey of National

Dependency of Older Adults), which collected data between

November 2009 and January 2010.25 The survey contains informa-

tion about participants' demographic characteristics, cognitive func-

tion, health conditions, ADL, social networks, and socioeconomic

status. Using probability sampling and stratifying geographically

and by population size for urban and rural areas, this survey

excluded people from recondite locations and oversampled individ-

uals 80 years and older. After excluding 111 people with missing
data on cognitive function, our final sample included 4655 subjects.

All participants signed an informed consent prior to the survey,

and the study was approved by the Chilean National Service for

Older Adults.25
2.2 | Measurement of dementia

Dementia assessment measured cognitive function by using a short

version of the Mini‐Mental State Examination (MMSE) and a scale

for ADL known as the Pfeffer Functional Activities Questionnaire

(PFAQ). The short version of the MMSE contains 6 items (registra-

tion, orientation, delayed recall, attention/concentration, visual‐spa-

tial ability, and verbal comprehension) with a maximum score of

19 points. The modified MMSE was validated in Spanish for the

Chilean context and was deemed psychometrically adequate for

assessing a population where nearly 70% of participants had no for-

mal education or only primary education.26,27 The PFAQ measures

IADL, such as handling personal finance, shopping alone, remember-

ing plans, using transportation, or preparing a meal. This question-

naire has been widely used in epidemiological studies to

differentiate between people with and without dementia.28 If a

respondent's score was below 13 on the MMSE, the PFAQ was

completed by a proxy (ie, knowledgeable informant), usually a care-

giver or relative. If the score on the PFAQ was above 5, the study

survey was administered to a proxy. People with dementia were

defined as those individuals having a modified MMSE score below

13 and a Pfeffer Functional Activities Questionnaire score of over

5.26,27 The combination of these 2 instruments (MMSE and PFAQ)

with the indicated cut off values has a sensitivity of 94.4% (95%

CI 58.9%‐80.3%) and a specificity of 83.3% (95% CI 72.3%‐90.7%)

for dementia diagnosis.27
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2.3 | Measurement of health conditions and unmet
needs

Health conditions were assessed based on comorbidity (of hyperten-

sion, Parkinson's disease, diabetes, osteoporosis, heart disease, lung

disease, cerebrovascular disease, depression, and cancer), oral health

(missing teeth, denture, or implants), other conditions such as falling

or incontinence, and hospitalization.

Unmet needs were evaluated by using a basic activities assessment

based on the Katz ADL Index and Lawton‐Brody IADL Scale, which

include activities such as bathing, dressing, toileting, transferring from

a chair or from bed and climbing stairs, walking, eating, shopping,

cooking, managing medications, using a telephone, performing house-

work, and managing finances.29,30

If the respondent indicated impaired ability to perform ADL and/or

IADL, follow‐up questions probed further regarding the presence and

frequency of assistance. Unmet needs in daily living activities were

defined as an expression of the need for support by PWDs reporting

impairments in performing ADL and/or IADL (“with difficulty” in the

questionnaire) and a lack of assistance (“no assistance at all” or “only

sometimes have” in questionnaire).10Wecalculated unmet needs related

to ADL and IADL and evaluated the existence of support based on the

availability and number of caregivers and daily care time received.
2.4 | Covariates

Sociodemographic variables included gender (female indicated with a 1

and male with a 0), age group (65‐69, 70‐74, 75‐79, 80‐84, and

>85 years), educational level (no formal education, primary school, and

secondary school or higher), living area (urban and rural), ethnical group

(indigenous or not), marital status (married or not married including sin-

gle, divorced, or widow), and annual income in CLP (less than $155 000,

between $155 001 and $220 514, between $220 515 and $356 164,

between $356 165 and $539 463, between $539 464 and $680 000,

between $680 001 and $902 635, between $902 636 and

$1 399 108, and over $1 399 109). Covariates also included number

of caregivers and care time provided, as well as number of chronic dis-

eases, number of medications, and MMSE and Pfeffer scores.
2.5 | Statistical methods

Proportions, means, and standard deviations were calculated for demo-

graphic information, health conditions, unmet needs, and number of care-

givers and care time provided, to compare PWD and people without

dementia. A negative binomial regression model was used to identify

which covariateswereassociatedwithunmet needsamongPWD.All anal-

yses were performed by using Stata 14.0 (StataCorp, College Station, TX).
3 | RESULTS

3.1 | Health conditions of people with and without
dementia

We identified a total of 445 subjects with dementia, or 9.6% of the

sample. Table 1 summarizes characteristics for PWD and people
without dementia. Dementia was more prevalent among people who

were older, less educated, poorer, widowed or single, and living in rural

areas (P < .05). No gender difference was identified after adjusting for

age (P = .331).

Overall, the health conditions of PWD were worse than for

people without dementia (see Figure 1). People with dementia

more commonly had a history of Parkinson's disease (5.7% versus

1.7%, P < .001) or cerebrovascular disease (8.9% vs 3.4%,

P < .001) and a higher occurrence of falling (33.0% vs 25.6%,

P < .05), urinary incontinence (25.2% vs 12.2%, P < .001), and fecal

incontinence (11.4% vs 1.9%, P < .001). Relative to people without

dementia, PWD were more likely to visit the emergency room

during the year prior to interviewing (33.6% vs 18.6%, P < .001)

and tended to have more missing teeth (77%) and less dental

implants (50%).
3.2 | Unmet needs for assistance in performing
activities of daily living

As illustrated in Figure 2, PWD required more assistance with all

ADL/IADL than people without dementia, especially for walking,

doing housework, using a phone, managing medication, cooking,

shopping, climbing stairs, transferring from a chair or from bed, and

dressing. Although PWD frequently expressed that their needs were

met, a larger fraction of PWD as compared with people without

dementia indicated that their needs were not met. On average,

PWD had 1.79 ± 0.10 unmet daily needs, while people without

dementia only had 0.80 ± 0.02 (P < .001). In ADL, PWD identified

1.01 ± 0.06 unmet needs, while people without dementia indicated

0.67 ± 0.02 (P < .001) unmet needs. For IADL, PWD and people

without dementia identified 0.77 ± 0.06 and 0.13 ± 0.01 unmet

needs, respectively (P < .001). For both groups, a large portion of

unmet needs related to mobility, such as walking, climbing stairs,

and transferring from bed or a chair. People with dementia had more

unmet needs related to bathing, dressing, transferring from bed or a

chair and climbing stairs, walking, shopping, and managing

medication.

Only 16.4% of PWD indicated that they had no caregiver, more

than half of PWD had only one caregiver, and PWD with more than

2 caregivers providing assistance accounted for less than 10% of indi-

viduals. Most caregivers were close family members, with paid profes-

sionals accounting for less than 5%. More than half of PWD received 2

to 4 hours of daily care, and 21% of PWD received less than 2 hours of

daily care and support.

Based on regression models and adjusting for demographics,

socioeconomic variables, and care information (Table 2), we found that

women with dementia had a decreased risk of unmet needs relating to

ADL (P = .017), IADL (P = .028), and overall daily needs (P = .006).

Higher educational level (secondary education or above) was also asso-

ciated with a lower risk of unmet needs (P = .042). A greater number of

caregivers was associated with fewer unmet ADL needs (P = .017) and

overall unmet needs (P = .030). Unmet needs related to IADL increased

with greater functional impairment as measured by the PFAQ

(P = .023).



TABLE 1 Characteristics of people with dementia (PWD)

Characteristics Totala PWDb People Without Dementia P‐value

Total 4655 445 (9.6%) 4210 (90.4%)

Gender

Female 2844 270 (60.7%) 2574 (61.1%) P = .848

Male 1811 175 (39.3%) 1636 (38.9%)

Average age (in years) 72.2 ± 8.5 80.2 ± 8.7 71.1 ± 7.8 P < .001

Age

60‐64 1059 22 (4.9%) 1037 (24.6%) P < .001

65‐69 999 46 (10.3%) 953 (22.6%)

70‐74 890 47 (10.6%) 843 (20.0%)

75‐79 742 58 (13.0%) 684 (16.2%)

80‐84 563 117 (26.3%) 446 (10.6%)

85 and over 402 155 (34.8%) 247 (5.9%)

Education

No formal education 416 106 (23.8%) 322 (7.6%) P < .001

Primary education 2114 250 (56.2%) 2572 (61.1%)

Secondary education or higher 1550 56 (12.6%) 1082 (25.7%)

Area

Urban 3177 267 (60.0%) 2910 (69.1%) P < .001

Rural 1478 178 (40.0%) 1300 (30.9%)

Race

Indigenous 352 45 (10.1%) 352 (8.4%) P = .208

Nonindigenous 3858 400 (89.9%) 3858 (91.6%)

Marriage

Married 2224 159 (35.7%) 2065 (49.0%) P < .001

Divorced 406 18 (4.0%) 388 (9.2%)

Widowed 1515 213 (47.9%) 1302 (30.9%)

Single 508 55 (12.4%) 453 (10.8%)

Income

Less than $155 000 2330 267 (60.0%) 2063 (49.0%) P = .002

Between $155 001 and $220 514 919 73 (16.4%) 846 (20.1%)

Between $220 515 and $356 164 687 55 (12.4%) 632 (15.0%)

Between $356 165 and $539 463 323 2 (0.5%) 296 (7.0%)

Between $539 464 and $680 000 108 8 (1.8%) 100 (2.3%)

Between $680 001 and $902 635 70 2 (0.5%) 68 (1.6%)

Between $902 636 and $1 399 108 29 0 29 (0.7%)

More than $1 399 109 28 2 (0.5%) 26 (0.6%)

Average number of caregivers 1.0 ± 1.8 1.3 ± 0.9 0.4 ± 0.7 P < .001

Average care hours per day 1.0 ± 1.8 3.2 ± 2.4 0.8 ± 1.6 P < .001

Average number of chronic diseases 1.6 ± 1.2 1.8 ± 1.3 1.5 ± 1.2 P < .001

Average number of medications 2.6 ± 2.2 2.9 ± 2.3 2.5 ± 2.2 P < .001

Average MMSE score 14.5 ± 4.3 7.6 ± 3.1 15.6 ± 2.6 P < .001

Average Pfeffer score 8.9 ± 10.4 17.7 ± 8.3 2.1 ± 5.7 P < .001

Person who takes care of PWD

Spouse ‐ 14.0% ‐

Sons or daughters (or in law) ‐ 53.9% ‐

Paid caregivers or specialists ‐ 4.5% ‐

Others ‐ 27.6% ‐

Number of caregivers

0 ‐ 16.4% ‐

1 ‐ 50.3% ‐

(Continues)
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TABLE 1 (Continued)

Characteristics Totala PWDb People Without Dementia P‐value

2 ‐ 24.3% ‐

3 or more ‐ 9.0% ‐

Hours per day of care by caregivers

Less than 2 h ‐ 20.9% ‐

2–4 h ‐ 55.1% ‐

More than 4 h ‐ 24.0% ‐

Notes: Mean and standard deviation is reported for all continuous variables.
aTotal subjects in this study were 4766. Missing data on MMSE score resulted in the exclusion of 111 subjects.
bPWD, people with dementia. Criteria for diagnosis: MMSE score below 13 and Pfeffer score above 5.

FIGURE 1 Health conditions among people with and without
dementia. PWD, people with dementia. Health conditions included
hypertension, Parkinson's disease, diabetes, osteoporosis, heart
disease, lung disease, cerebrovascular disease, depression, cancer,
falling, bone fracture, urinary and fecal incontinence, hospitalization,
emergency room use, missing teeth, and denture or implants for PWD
(white) and people without dementia (checked). *P < .05 FIGURE 2 Unmet needs by activities of daily living and instrumental

activities of daily living among people with and without dementia.
Met and unmet needs for basic and instrumental activities of daily
living, including managing finances, heavy housework (eg, cleaning the
bathroom, floors, and windows, and waxing), light housework (eg,
making the bed, dusting furniture, and washing dishes), using the
phone, managing medication, cooking, shopping, eating, walking,
climbing stairs, transferring from a chair and from bed, toileting,
dressing, and bathing, for people with dementia (PWD) and people

without dementia. *P < .05 for unmet needs
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4 | DISCUSSION

To our knowledge, this is the first study to address both health condi-

tions and unmet needs related to ADL and IADL among PWD in a Latin

American country.3,31,32 Previous studies in Latin America and the

Caribbean (LAC) have indicated that the care needs of PWD are higher

than those of older adults requiring care due to other medical condi-

tions.33 Nevertheless, to the best of our knowledge, no published

study has addressed unmet needs in PWD in LAC.3,34 Previous epide-

miological studies in LAC reported a 7.1% prevalence of dementia

among older adults,35-37 with high variability between countries, rang-

ing from 2% in Brazil38 to 13% in Venezuela.39 In our study, we identi-

fied 445 PWD, accounting for 9.6% of the sample. However, this

estimate should be interpreted with caution; the Encuesta Nacional

de Dependencia de las Personas Mayores is not an epidemiological

study on dementia prevalence, and there is no current epidemiological
study on the prevalence on dementia in Chile with which to cross val-

idate the estimate.

Another interesting finding of the current study was that PWD had

overall worse physical health and oral health conditions. Higher rates of

incontinence among PWD may cause emotional and physical discomfort

and increase the burden on caregivers.40 Findings also suggest that PWD

had a greater risk of falling and emergency room visits as compared with

older adults without dementia. This has been documented in previous



TABLE 2 Variables associated with the number of unmet needs among people with dementia (PWD)

Unmet ADL Needs Unmet IADL Needs All Unmet Needs

β 95% CI p β 95% CI p β 95% CI p

Age

Age group: 60‐64 (ref)

Age group: 65‐69 0.28 −0.36 0.91 0.39 0.28 −0.66 1.21 0.56 0.29 −0.31 0.88 0.34

Age group: 70‐74 −0.02 −0.68 0.64 0.95 0.01 −0.97 0.99 0.98 0.02 −0.60 0.64 0.96

Age group: 75‐79 0.05 −0.58 0.68 0.87 −0.09 −1.02 0.83 0.84 0.01 −0.58 0.60 0.97

Age group: 80‐84 0.19 −0.40 0.78 0.52 0.36 −0.50 1.21 0.41 0.28 −0.26 0.83 0.31

Age group: >85 0.26 −0.33 0.85 0.39 0.23 −0.63 1.08 0.61 0.25 −0.30 −0.80 0.37

Gender (male ref)

Female −0.29 −0.53 −0.05 0.017* −0.38 −0.73 −0.04 0.028* −0.32 −0.54 −0.09 0.006*

Education (no formal ed. ref)

Primary school education −0.11 −0.37 0.14 0.38 0.33 −0.06 0.72 0.10 0.08 −0.17 0.33 0.53

Secondary school education −0.42 −0.83 −0.02 0.042* 0.26 −0.31 0.84 0.37 −0.10 −0.47 0.27 0.60

Marriage status (married ref)

Single, widowed, or divorced 0.20 −0.05 0.45 0.11 0.29 −0.07 0.66 0.12 0.23 −0.01 0.47 0.05

Living area (urban ref)

Rural 0.03 −0.21 0.27 0.78 0.10 −0.25 0.46 0.57 0.07 −0.15 0.30 0.53

Ethical group (other ref)

Indigenous 0.10 −0.26 0.46 0.58 0.29 −0.24 0.82 0.28 0.20 −0.14 0.55 0.25

Income 0.04 −0.06 0.14 0.45 −0.12 −0.28 0.04 0.13 −0.02 −0.12 0.07 0.63

Number of caregivers −0.39 −0.70 −0.07 0.017* −0.24 −0.67 0.18 0.26 −0.31 −0.59 −0.30 0.030*

Care time provided 0.06 −0.06 0.18 0.32 0.01 −0.16 0.17 0.94 0.03 −0.07 0.14 0.54

Number of chronic disease 0.06 −0.04 0.17 0.23 −0.06 −0.21 0.09 0.42 0.02 −0.08 0.11 0.75

Medications −0.03 −0.09 0.03 0.36 0.02 −0.07 0.10 0.70 −0.01 −0.07 0.05 0.71

MMSE score −0.01 −0.05 0.03 0.69 −0.03 −0.09 0.03 0.36 −0.02 −0.06 0.02 0.40

Pfeffer score 0.01 −0.01 0.02 0.63 0.03 0.01 0.05 0.023* 0.01 −0.01 0.03 0.07

Abbreviation: ref, reference category.

*P < .05.
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literature, with one study in particular using data from the US Health and

Retirement Study and suggesting that avoidable emergency room visits

by PWD occurred mainly among community‐dwelling residents as com-

pared with nursing home residents; nursing homes are generally equipped

to provide care for challenging situations, while deficiencies in both equip-

ment and training are common among informal caregivers.41Worse health

conditions and a higher risk of accidents among PWDmay be explained by

a higher rate of comorbidity and a lack of support and unmet needs in daily

life. However, worse health conditions may also result in greater unmet

needs, as increased physical and mental efforts are required of care-

givers.42,43 Better care planning is needed for PWD, including assessments

of overall health conditions to reduce the occurrence of accidents and hos-

pitalizations, as well as caregiver training programs to provide sufficient

knowledge and skills for in‐home dementia care solutions.

Another main contribution of this study relates to the docu-

mentation of differences between met and unmet ADL and IADL

needs among PWD and people without dementia. Unmet needs

were particularly high with regard to mobility (eg, transferring from

a chair, climbing stairs, and walking). Further studies are required to

explain why unmet needs for certain daily activities were slightly

higher among people without dementia than PWD (see Table S1).

One possible explanation is that PWDwere more likely to have a family

caregiver; this reliance on family support will face important limitations
in the near future. Another possible explanation is the existence of a

generalized lack of support for older adults, especially for mobility. Con-

sistent with previous research,44 we found a higher rate of falling,

emergency room visits, and hospitalization among PWD as compared

with people without dementia, which suggests that a lack of support

may lead to worse health outcomes among PWD.

Considering these findings, educational programs for informal

caregivers with specific emphasis on mobility and supportive devices

such as walkers or wheelchairs should be considered as potential inter-

ventions. Additionally, primary care doctors should pay closer atten-

tion to patients' mobility when performing exams and should provide

relevant advice to avoid accidents or hospitalization that could further

deteriorate patients' conditions.

Findings also indicated that older male adults tend to have more

overall unmet needs, a finding that has rarely been discussed in the lit-

erature. One potential explanation may be that men are less likely to

express their need for support than women.45

Other findings are also of interest. Educational level (as a proxy for

socioeconomic status among older adults) and functional ability were

associated with unmet ADL and IADL needs, respectively. The rela-

tionship between functional ability and unmet needs can be expected,

given that people with lower functional ability require more support.

An association between low educational level and dementia severity
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has been previously documented both internationally and in Chile and

can be attributed in part to reduced access to formal care.23,46 In addi-

tion, the number of caregivers was another important variable associated

with unmet needs, both regarding ADL and overall needs. Formal care-

givers are rare in Latin American countries, where family systems are

strong. Consistent with previous literature, we found that less than 5%

of PWD caregivers were paid professionals.3,22,23 The burden for care-

giving lies primarily on family members, and a majority of PWD had

one or 2 informal caregivers. However, around 16.4% of PWD had no

regular caregiver. In the context of the profound and ongoing demo-

graphic changes observed throughout LAC and in particular in Chile, fam-

ilies will face significant challenges for providing care to older adults.

In 2002, the Chilean government launched a national aging public

service, known as SENAMA, which seeks to improve quality of life for

individuals age 60 and older.47 As documented by previous studies, avail-

able public long‐term care services are limited.48 Based on our study, for-

mal caregiving provided by institutions or organizations including

SENAMA and others (eg, municipalities, health care centers, nursing

homes, and educational institutions) also remains limited. Recently, a

National Plan for Dementia was developed, combining efforts from

experts in neurology, geriatrics, mental health, public policy, and civil

society. The plan is expected to be implemented during 2017 in 3 hospi-

tals and several primary care centers in Chile.3,49 Developing more and

better care programs (eg, long‐term care, day care centers, home care

programs, and respite care services) will support PWD as their ability to

rely on the support of family caregivers decreases into the future.3

One limitation of this study relates to the assessment of unmet

needs in connection with ADL. Studies in the United States and United

Kingdom have considered additional factors, such as medical treat-

ment for other illnesses, well‐coordinated postdiagnostic support,

and psychological distress.11,17 Future studies could address these

areas and others such as safety, social interactions, satisfaction with

assistance, and mental health status among PWD to plan for improved

and holistic interventions and policies in the context of aging societies.

Another limitation relates to the measurement of dementia.

Although the assessment used in this study was validated for the Chil-

ean population, limitations persist, particularly surrounding the diagno-

sis of dementia involving executive function impairment, such as

vascular dementia and early stage frontotemporal dementia.50 Other

tests that aremore sensitive to Alzheimer and non‐Alzheimer dementia,

such as the Montreal Cognitive Assessment and Addenbrooke's Cogni-

tive Examination‐Revised, were not available or validated in Chile at the

moment of data collection.51-53 As data become available in Chile, fur-

ther studies could address needs based on the type of dementia. Future

studies could also include nutritional status; this factor was excluded

from the current study due to too many missing data among PWD.
5 | CONCLUSION

Relative to people without dementia, PWD had worse health and

greater needs for assistance in performing ADL and IADL. The growing

prevalence of dementia in Chile's aging population, insufficient support

for PWD, and increasing health expenditures require comprehensive

societal responses. These include a fostering of caregiver training
programs, increased support services, and advancement in care plan-

ning for PWD so that unmet needs are addressed and the potential

burden upon family caregivers is reduced.
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