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ABSTRACT
INTRODUCTION:
With the rising age of the general population in developing countries, it is expected that age-related hereditary neurodegenerative disorders such as dementia will become important health issues. There are currently no curative drugs for these disorders. At the same time many causes of acquired cognitive decline are treatable and may be reversible. In many elderly patients, cognitive decline is multifactorial and exists with other comorbidities. Dementia was documented in 9.4% of a series of hospital admissions carried out by the University of Dundee, Scotland, UK. In the WHO report The Global Impact of Dementia: 2013-2050 it is estimated at 6% in an age-adjusted population of our region. There are currently few data on dementia in Libya.
OBJECTIVES: To determine the size and thereby the impact of dementia in our hospital patient admissions.
METHODS: A retrospective study using a prepared study proforma of a sample of the case notes of 2000 patients admitted consecutively over a six month period to the Medical Department, and of whom 437 were of the Neurological Unit at Benghazi Medical Center in 2017, from 1st July 2017 to 31st December 2017.
RESULTS: Frequency of Dementia in all Medical Admissions: 7.5/1000
Cognitive decline was identified in only the 437 admissions to the Neurological Unit.
Frequency of Dementia in all Neurological Admissions:  34/1000 (3.4%).Alzheimer’s disease/ and Likely: was identified in 9 patients 4.5/1000 of all medical patients , and 20.6 /1000 (2.1%)  of neurological admissions. Alzheimer’s disease Age Range 65-95 Gender ratio:  1.25: 1
Dementia was clearly documented in 15 patients of whom 5 had coexisting vascular pathology, 4 epilepsy, and one Parkinson’s disease which may have contributed to the aetiology.
CONCLUSIONS: Dementia is a recognized cause for admission to the neurological wards . We found a rate just short of that documented in medical admissions of western countries and that predicted for our region. We may have underestimated the size of the problem because the study is retrospective or patients may be presenting elsewhere e.g to the psychiatrists. Prospective multicentre studies may give more accurate data regarding this condition in Libya as well as investigations with MRI CT Head scans and relevant blood investigations for treatable acquired causes. They would determine whether we had similar rates to others or that the condition is indeed rare in Libya.
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INTRODUCTION
With the rising age of the general population in developing countries it is expected that age-related hereditary neurodegenerative disorders such as dementia will become important health issues. There are currently no curative drugs for these disorders. At the same time many causes of acquired cognitive decline are treatable and may be reversible. In many elderly patients cognitive decline is multifactorial and exists with other comorbidities.  Dementia was documented in 9.4% of a series of hospital admissions carried out by the University of Dundee, Scotland, UK. (1) In the WHO report The Global Impact of Dementia: 2013-2050 it is estimated at 6% in an age-adjusted population of our region.(2) There are currently few data on dementia in Libya.


OBJECTIVES
We aimed to determine the size and thereby the impact of dementia in our hospital patient admissions.


[bookmark: _GoBack]METHODS

A retrospective study was conducted using a  prepared study proforma of a sample of  the case notes of 2000  patients admitted consecutively over a six month period to the Medical Department, and of whom 437 were of the Neurological Unit at  Benghazi Medical Center in 2017, from 1st July 2017 to 31st December 2017.


RESULTS
Cognitive decline was identified in only patients from the 437 admissions to the Neurological Unit. The results were analyzed accordingly.
219 patients were males and there were 218 females. The age range was 17- 105. Dementia was clearly documented in 15 patients of whom 5 had coexisting vascular pathology, 4 epilepsy, and one Parkinson’s disease which may have contributed to the aetiology of their dementia.
The gender distribution of those patients was 7 males and 8 females, Graph.1.


GRAPH.1 Gender Distribution of the 15 Patients with Dementia







The frequency of dementia in all medical admissions was 7.5/1000 admitted patients.
The frequency of dementia in the neurological admissions was 34/1000 admitted patients (3.4%).
Alzheimer’s disease was identified in 9 patients 4.5/1000 of all medical patients, and 20.6 /1000 (2.1%) of neurological admissions.
The age range for Alzheimer’s disease was 65-95 years.
Males with Alzheimer's disease were 5 and females 4. The Gender ratio was  1.25: 1.
Comorbidities in the patients with dementia are shown in Table.1 and Graph.2
Table.1 Comorbidities in Patients with Dementia:

Atherosclerosis /CVA: 5
Infection: 1
Epilepsy: 4
Parkinson’s disease: 1
Psychiatric manifestations: 2 ( one hallucinations and one depression).
Anaemia: 1


Graph.2 Comorbidities in Patients with Dementia


The frequency of dementia in the neurological patients is compared to other causes of neurological admission in Table.2 and Graph.3

Table.2 Comparison of Frequency of Dementia to other Causes for Neurological Admission


Dementia 15
CVA 221
Multiple Sclerosis 19
Meningoencephalitis/ Infection: 7
Epilepsy: 65
Myasthenia Gravis:  5
Motor neurone disease/ amyotrophic lateral sclerosis: 2
Parkinson’s Disease/ Movement Disorders: 14
Brain tumour: 19
Peripheral Neuropathy: 24
Spinal Cord Lesion: 14
Other causes: 18
No data: 14









GRAPH.3 Comparison of Frequency of Dementia to other Causes for Neurological Admission







DISCUSSION

Dementia is a recognized cause for admission to the neurological wards. We found a rate just short of that documented in medical admissions of western countries and that predicted for our region.(1,2,3) We may have underestimated the size of the problem because the study is retrospective or patients may be presenting elsewhere e.g to the psychiatrists. Also to be noted is the gender ratio slightly in favour of males that we found for Alzheimer's disease which is likely a result of the small numbers found in the study rather than a true difference from most other populations. Prospective multicentre studies may give more accurate data regarding this condition in Libya as well as investigations with magnetic resonance and computerized tomography imaging as well as relevant blood investigations for treatable acquired causes. Genetic testing will become important in the assessment and early diagnosis of new patients. All these assessments would determine whether we had similar rates to others or that the condition is indeed rarer in Libya.
Also to be considered are the healthcare management programmes and the introduction of newer therapeutic agents for patients with dementia in Libya.

Conclusion
More studies are required to assess the size of the problem and necessary healthcare facilities for patients with dementia in Libya and similar developing countries.
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