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icantly higher than those of the conventional group (p <
0.05).
Abstract Conclusions: The application of continuity of care

Background: This study aimed to investigate the ef-
fects of a combined approach of continuity of care and fam-
ily supportive care on cognitive function and self-care abil-
ity in patients with Alzheimer’s disease (AD).

Methods: The clinical data of 135 patients with AD,
who presented to China-Japan Friendship Hospital from
April 2021 to April 2023, were retrospectively analysed.
On the basis of the sequential introduction of different care
protocols at China-Japan Friendship Hospital, the patients
were categorised into three groups: the conventional group
(n = 42, receiving conventional care), the continuity group
(n=49, receiving conventional care plus continuity of care)
and the family group (n = 44, receiving conventional care,
continuity of care, and family supportive care). Cognitive
function (assessed using the Mini-Mental State Examina-
tion and Montreal Cognitive Assessment), self-care abil-
ity measured using the Barthel Index (BI), family support
evaluated using the Perceived Social Support from Family
Scale (PSS-Fa), and quality of life assessed via the Quality
of Life in Alzheimer’s Disease scale (QOL-AD) were com-
pared across the three groups before and 3 months after the
implementation of the respective care protocols.

Results: At the 3-month mark, the family group
demonstrated significantly higher BI, PSS-Fa and QOL-AD
scores than the continuity and conventional groups, and the
continuity group’s scores on these measures were signif-
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combined with family supportive care in patients with AD is
associated with positive effects on cognitive function, self-
care ability, family support and quality of life. This find-
ing suggests that this integrated care model may represent
a superior option for the management of patients with AD.
However, given the inherent limitations of retrospective de-
signs in fully controlling for confounding variables, further
validation through prospective, large-sample studies is war-
ranted to confirm its efficacy and generalisability.
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Introduction

Alzheimer’s disease (AD) is a progressive neurode-
generative disorder predominantly occurring in presenile
and senile periods, characterised by cognitive decline, be-
havioural changes and functional impairment, which not
only severely diminishes patients’ quality of life but also
imposes a substantial burden on families and society [1].
Currently, no curative treatment is available for AD, and
clinical management primarily relies on pharmacological
agents, such as cholinesterase inhibitors (ChEIs) and N-
methyl-D-aspartate (NMDA) receptor antagonists, to de-
lay disease progression [2,3]. However, pharmacotherapy
alone often yields suboptimal outcomes. The implemen-
tation of additional healthcare and support measures is ne-
cessitated to enhance overall therapeutic efficacy; improve
cognitive function to the greatest extent possible; and al-
leviate neuropsychiatric symptoms (NPSs) such as apathy,
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anxiety and agitation. The 2018 guidelines on risk factors
and management of AD and the 2019 Chinese expert con-
sensus on the rehabilitation management of AD explicitly
emphasise that integrating pharmacotherapy with nursing
care is a pivotal direction in AD rehabilitation management
[4,5].

Conventional care, primarily relying on pre-discharge
rehabilitation guidance and health instruction from primary
healthcare institutions during home residence, often re-
mains at a basic level, such as medication reminders, ex-
hibiting relatively insufficient professional rigor and failing
to provide personalised care. Continuity of care refers to
comprehensive, systematic and continuous nursing services
provided by professional nurses to patients after discharge,
including health education, rehabilitation guidance and psy-
chological support, which can enhance the quality of care
to a certain extent [6,7]. Influenced by traditional cultural
practices and other factors, the proportion of patients with
AD in China receiving professional nursing within medi-
cal institutions is relatively low. The family serves as the
primary setting for daily living and rehabilitation for these
patients, who rely heavily on long-term family care. Sole
reliance on continuity of care fails to adequately incorporate
and leverage the indispensable role of family caregivers,
indicating room for further improvement in care quality.
Family supportive care denotes a nursing model wherein
family members provide essential medical, rehabilitative
and psychological support services to patients within the
home environment, which is conducive to enhancing pa-
tients’ self-management abilities and life satisfaction [8].
Previous studies have confirmed that family supportive care
can optimise asthma control in children with asthma and
improve self-management capacity and quality of life in pa-
tients with acute cerebral infarction [9,10]. Furthermore, a
randomised controlled trial conducted by Boltz ef al. [11]
demonstrated that family-centred care protocols can im-
prove the functional status and quality of care for patients
with AD. Hovenga et al. [12] indicated that family involve-
ment in care contributes to an enhanced quality of life for
individuals with AD. Theoretically, integrating family sup-
portive care with continuity of care could enhance overall
nursing quality; however, reports on the combined appli-
cation of these two approaches remain scarce. The present
study was designed to investigate the effects of combining
continuity of care with family supportive care on cognitive
function and self-care ability in patients with AD. The de-
tails are reported as follows.

Materials and Methods
General Information

This study was conducted in accordance with the eth-
ical principles of the World Medical Association Declara-
tion of Helsinki [13]. Informed consent was obtained from
all patients and their family members. The study protocol
was reviewed and approved by the Hospital Ethics Commit-
tee (Approval No. 2023011021). In the initial screening,
142 patients with AD who met the inclusion criteria were
identified from all those attending China-Japan Friendship
Hospital between April 2021 and April 2023. After one pa-
tient with a history of intracranial surgery, two patients with
comorbid chronic heart failure and four patients clinically
diagnosed with moderate to severe cognitive impairment
were excluded, 135 patients with AD were ultimately en-
rolled in the study. The patients were categorised into three
groups on the basis of the sequential introduction of dif-
ferent care protocols at China-Japan Friendship Hospital:
the conventional group (n = 42), which included patients
who received conventional care from April 2021 to Octo-
ber 2021; the continuity group (n =49), comprising patients
who received conventional care plus continuity of care from
November 2021 to July 2022; and the family group (n=44),
consisting of patients who received conventional care, con-
tinuity of care and family supportive care from August 2022
to April 2023.

Inclusion and Exclusion Criteria

Inclusion criteria: (a) met the diagnostic criteria for
AD as established by the National Institute on Aging and the
Alzheimer’s Association or the Alzheimer’s Disease Chi-
nese [ 14—16]; (b) exhibited stable vital signs and NPSs; (c)
had no immune system diseases or coagulation dysfunc-
tion; (d) possessed basic language communication, audi-
tory, visual and comprehension abilities, enabling cooper-
ation with relevant assessments; (e) had no severe physical
comorbidities; (f) were in the mild dementia stage, assessed
as Global Deterioration Scale (GDS) stages 2-3 [17]; (g)
had a family member or other relative willing to participate
in family care and serving as the primary caregiver; and (h)
had complete clinical data.

Exclusion criteria: (a) history of psychotropic drug
abuse; (b) other types of dementia or cognitive impairment
not caused by AD; (c) comorbid other neurological diseases
or a clinical diagnosis of moderate to severe cognitive im-
pairment; (d) comorbid severe dysfunction of major organs
(e.g., heart, lung, kidney and liver); (e) withdrew from the
study midway or experienced major life events within the
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family during the study period; (f) comorbid malignant tu-
mours, haematological diseases or infectious diseases; (g)
history of intracranial surgery or use of antidepressants or
other psychotropic medications within the past month; (h)
the completion rate of the assigned care protocol falling be-
low 85% during the study period for any reason (e.g., dis-
ease progression, caregiver time constraints, change in res-
idence and major family life events). The completion rate
was calculated as follows: (actual number of protocol ses-
sions delivered/total number of planned sessions) x 100%.

Methods

Conventional Group

The patients in this group received conventional care.
Prior to discharge, health education pamphlets were dis-
tributed by nursing staff, and standard health education was
provided to the patients and their families, emphasising
the importance of adherence to medication and appropriate
physical exercise. Following discharge, regular telephone
follow-ups were conducted to monitor medication compli-
ance, disease progression and rehabilitation status, during
which necessary guidance and recommendations were pro-
vided. This care regimen was maintained for a total of 3
months.

Continuity Group

This group received continuity of care in addition to
the conventional care protocol. Prior to discharge, the pa-
tient’s clinical condition was assessed to formulate an in-
dividualised home-based rehabilitation plan. This plan en-
compassed dietary management, language function train-
ing, motor exercise and activities-of-daily-living (ADL)
training. Following discharge, a combined approach was
implemented utilising WeChat video calls (once weekly,
lasting approximately 20-30 min per session) comple-
mented by home visits (once monthly). Through these
modalities, guided instruction was provided on cognitive
training, physical exercise, speech practice and skills to en-
hance daily living capabilities. This protocol was sustained
for a period of 3 months. Specific cognitive training activi-
ties included memory exercises (e.g., guiding patients to re-
call 3-5 items or their home address) and attention training
(e.g., sequencing numbers, progressively increasing from
3- to 5-digit sequences).

Family Group

This group received family supportive care integrated
with the continuity of care protocol provided to the conti-
nuity group. As outlined in the introduction, family sup-
portive care is defined as a nursing model wherein family
members provide medical, rehabilitative and psychologi-
cal support services within the home environment; all spe-
cific components of this protocol were designed around this
core definition. Prior to discharge, multimedia resources,
such as PowerPoint presentations and short videos, were
utilised to educate caregivers on the significance and key
elements of family supportive care. Caregivers were as-
sisted in formulating detailed, individualised home care
plans. Demonstrations of daily care techniques were pro-
vided, including guided feeding (using brightly coloured
utensils to attract the patient’s attention) and progressive
bathing assistance (initially assisting with undressing then
guiding the patient to perform self-wiping). Role-playing
scenarios were conducted to simulate situations where pa-
tients resisted care, allowing caregivers to practice appro-
priate responses. Training modules were designed around
the themes of cognitive impairment, communication skills,
ADL, physical exercise and psychological support, tailored
to the patient’s cultural background and lifestyle. Cognitive
training involved daily activities progressing from simple
to complex, such as conversations, storytelling and rem-
iniscence therapy (with a unified nostalgic theme focus-
ing on the patient’s young adulthood, considerable family
anniversaries or stories of familiar relatives/friends; con-
ducted once daily for 20 min per session, guided by care-
givers using pre-set topics), organised newspaper reading,
number sequencing, paper folding, card games, recalling
three daily objects and reciting home addresses. Commu-
nication training was integrated into daily dialogues; care-
givers were instructed to avoid arguments; refrain from ask-
ing more than two questions simultaneously; and supple-
ment verbal communication with gestures, smiles, and eye
contact. Positive feedback and encouragement were con-
sistently provided. If the patient exhibited frustration, the
caregivers were coached to wait patiently for a response be-
fore offering suggestions. For ADL training, the patients
were encouraged to independently perform daily activities
(e.g., dressing, face washing, tooth brushing and toileting)
to the greatest extent possible. The caregivers were guided
in maintaining the patient’s personal hygiene through regu-
lar nail trimming, shaving, haircuts and appropriate groom-
ing. The physical exercise regimen included daily walks
on flat, familiar routes, supplemented by balance training
(e.g., single-leg standing, toe walking and Tai Chi), flexi-
bility exercises (e.g., shoulder rotations, wrist/ankle circles
and dancing) and strength training (e.g., seated leg lifts) tai-
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lored to the patient’s capabilities. Psychological support
involved three fixed 15 min of daily music listening ses-
sions (scheduled 30 min after breakfast, 1 h before noon
rest and 1 h before bedtime). Music selection comprised fa-
miliar, nostalgic tunes (e.g., revolutionary songs and classic
folk songs) or soft, relaxing music (e.g., universally recog-
nised pieces like Beethoven’s ‘Moonlight Sonata’), exclud-
ing pieces with fast tempos or melodies that are full of pas-
sion. During these sessions, the patients were guided to
perform simple motor activities like clapping or stepping
in thythm with the music. A dedicated WeChat communi-
cation group involving healthcare professionals was estab-
lished. The caregivers were encouraged to share daily chal-
lenges and experiences within this platform, and the nurses
provided daily summaries and feedback. This comprehen-
sive protocol was sustained for a period of 3 months.

Protocol Completion Rate Across Groups

The follow-up records of patients and communication
logs of caregivers across the three groups were reviewed
to compare their protocol completion rates. After screen-
ing was conducted on the basis of the inclusion and exclu-
sion criteria, the enrolled patients in all three groups demon-
strated good adherence to the assigned protocols. The mean
protocol completion rate was 98.27% == 3.06% for the con-
ventional group, 99.15% = 3.43% for the continuity group
and 99.38% =+ 3.57% for the family group. Comparison of
the completion rates amongst the three groups revealed no
statistically significant difference (F = 1.302, p > 0.05).

Outcome Measures

(1) Cognitive function: Cognitive function was evalu-
ated by comparing the scores on the Chinese version of the
Mini-Mental State Examination (MMSE) and the Chinese
version of the Montreal Cognitive Assessment (MoCA) be-
fore and 3 months after the implementation of the care pro-
tocols across the three groups. The MMSE, originally de-
veloped by Folstein et al. [18] and translated/validated in
Chinese by Jia ef al. [19], assesses cognitive domains in-
cluding attention and orientation, with total scores ranging
from 0 to 30; higher scores indicate better cognitive func-
tion. The MoCA, developed by Nasreddine et al. [20]
and translated/validated in Chinese by Zhang and Liu [21],
assesses domains such as visuospatial/executive function
and delayed recall, with total scores ranging from 0 to 30;
higher scores denote superior cognitive performance. In the
present study, the Cronbach’s a coefficients for MMSE and
MoCA were 0.89 and 0.87, respectively.

(2) Self-care ability: Self-care ability was assessed by
comparing the scores on the Chinese version of the Barthel
Index (BI) before and 3 months after the implementation
of the care protocols across the three groups. The BI, orig-
inally developed by Mahoney and Barthel [22] and trans-
lated/modified in Chinese by Min et al. [23], encompasses
10 items, including feeding and dressing, with total scores
ranging from 0 to 100; higher scores reflect greater inde-
pendence in ADL. The Cronbach’s « coefficient for the BI
in the present study was 0.87.

(3) Family support and quality of life: Family sup-
port and quality of life were evaluated by comparing the
scores on the Chinese version of the Perceived Social Sup-
port from Family Scale (PSS-Fa) and the Chinese version
of the Quality of Life in Alzheimer’s Disease scale (QOL-
AD) before and 3 months after the implementation of the
care protocols across the three groups. PSS-Fa, developed
by Procidano and Heller [24] and translated into Chinese by
Zhang and Liu [25], consists of 15 items scored on a 0 or 1
point scale (yes = 1, no = 0), with total scores ranging from
0to 15; higher scores indicate greater perceived family sup-
port. QOL-AD, developed by Logsdon ef al. [26,27] and
translated/validated in Chinese by Zhang ef al. [28], com-
prises 13 items rated on a 4-point Likert scale (poor = 1,
fair = 2, good = 3 and excellent = 4), yielding total scores
between 13 and 52; higher scores signify better quality of
life. In the present study, the Cronbach’s « coefficients for
PSS-Fa and QOL-AD were 0.88 and 0.85, respectively.

Statistical Analysis

Data analysis was performed using SPSS software
(version 27.0; IBM Corp., Armonk, NY, USA). The nor-
mality of data distribution was first assessed using Shapiro—
Wilk test. Continuous variables conforming to a normal
distribution are presented as mean (+standard deviation),
whereas non-normally distributed data are expressed as me-
dian (interquartile range) [M (Q1, Q3)]. For between-group
comparisons of normally distributed continuous data, in-
dependent sample ¢-test was employed; otherwise, Mann—
Whitney U test was used. For within-group comparisons of
normally distributed continuous data, paired sample #-test
was applied; alternatively, Wilcoxon signed-rank test was
used. Categorical data are presented as n (%), and com-
parisons between and within groups were conducted using
Chi-square test or Fisher’s exact probability test, as appro-
priate.

Given the significant potential confounding effect of
educational attainment on MMSE and MoCA scores, a
stratified analysis was performed to control for this con-
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Table 1. Comparison of baseline characteristics amongst three groups.

Characteristic Conventional group (n=42) Continuity group (n=49) Family group (n = 44) xX3/F P
Age (Years) 71.38 +4.36 72.06 £+ 4.45 72.17 £ 4.82 F=0382 0.683
Gender

Male 2 (4.76) 3(6.12) 2 (4.55) 20140 0933

Female 40 (95.24) 46 (93.88) 42 (95.45)
Disease duration (years) 2.81 +£0.25 2.86 +£0.27 291 +0.28 F=1.504 0.226
BMI (kg/m?) 22.03 £ 1.12 2239+ 1.24 22.47 + 1.36 F=1524 0222
Medication

ChEIs 39 (92.86) 45(91.84) 42 (95.45) 5

ChEIs + NMDA Receptor Antagonist 3(7.14) 4(8.16) 2 (4.55) X =05100.775
Educational level

Illiterate 13 (30.95) 16 (32.65) 11 (25.00)

Primary/Junior High School 20 (47.62) 25 (51.02) 23 (52.27) x2=1.130 0.890

High School and Above 9(21.43) 8(16.33) 10 (22.73)
AD type

EOAD 4(9.52) 5(10.20) 3(6.82)

LOAD 38(90.48) 44 (89.80) 41 (93.18) X035 0836
GDS stage

Stage 2 30(71.43) 33 (67.35) 34 (77.27) 21135 0567

Stage 3 12 (28.57) 16 (32.65) 10 (22.73)
Primary caregiver age (Years) 46.43 +3.32 47.15 £3.48 46.96 £+ 3.51 F=0520 0.59
Primary caregiver education

Illiterate 5(11.90) 3(6.12) 6(13.64)

Primary/Junior High School 18 (42.86) 20 (40.82) 15 (34.09) x2=2.190 0.701

High School and Above 19 (45.42) 26 (53.06) 23 (52.27)
Primary caregiver gender

Male 17 (40.48) 19 (38.78) 16 (36.36)

Female 25 (59.52) 30 (61.22) 28 (63.64) X 20156 0925
Hypertension

Yes 8(19.05) 10 (20.41) 8(18.18)

No 34 (80.95) 39 (79.59) 36 (81.82) X =0076 0963
Diabetes mellitus

Yes 3(7.14) 4 (8.16) 2 (4.55) 2=0510 0775

No 39 (92.86) 45 (91.84) 42 (95.45)

Note: BMI, Body Mass Index; ChEIs, Cholinesterase Inhibitors; NMDA, N-Methyl-D-Aspartate; AD, Alzheimer’s disease; EOAD, Early-Onset
Alzheimer’s Disease; LOAD, Late-Onset Alzheimer’s Disease; GDS, Global Deterioration Scale.

founder. The participants were stratified by educational
level (stratum 1: illiterate; stratum 2: primary/junior high
school; stratum 3: high school and above). One-way
analysis of variance (ANOVA) was used for comparisons
amongst multiple groups, with LSD-t test applied for post-
hoc pairwise comparisons. A p-value < 0.05 was consid-
ered statistically significant.

Interaction effect analysis (educational stratum X care
group) was conducted to verify the consistency of the care
effects across strata. A p-value > 0.05 for the interac-
tion term indicated no significant difference in the cognitive
improvement effect of the care protocols amongst patients

with different educational backgrounds, suggesting consis-
tent results across strata.

Results
Baseline Characteristics
The comparison of baseline characteristics demon-

strated good comparability amongst the three groups (p >
0.05, Table 1).
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Table 2. Comparison of MMSE and MoCA scores before and 3 months after implementation of care protocols amongst three
groups (points).
MMSE score

MoCA score
Group

Three months Three months

Before implementation Before implementation

after implementation after implementation

Conventional group (n = 42) 21.04 £ 1.16 2231 4+ 1.82* 20.86 + 1.23 2245 4+ 1.87*
Continuity group (n = 49) 2135+ 1.21 23.79 4 1.93%2 21.05 & 1.34 24.13 4 1.98%2
Family group (n = 44) 21.17 £ 1.09 25.26 4 2.07%2b 20.76 4 1.18 25.81 4 2.15%2b
F 0.828 24745 0.644 30.198
P 0.439 <0.001 0.527 <0.001

Note: *p < 0.05 versus before implementation within the same group; %p < 0.05 versus conventional group; °p < 0.05 versus continuity

group. MMSE, Mini-Mental State Examination; MoCA, Montreal Cognitive Assessment.

Table 3. Comparison of MMSE and MoCA scores before and 3 months after implementation of care protocols, stratified by
educational level (points).

Educational MMSE score MoCA score
Group
stratum . . Three months . . Three months
Before implementation ) ) Before implementation ) )
after implementation after implementation
Conventional group (n = 13) 19.21 £ 1.05 20.35 & 1.12* 18.96 £+ 1.08 20.12 £ 1.15%
Continuity group (n = 16) 19.38 4+ 1.02 21.87 £ 1.23*2 19.15 £ 1.03 22.05 &£ 1.21*
Illiterate Family group (n=11) 19.15 £ 1.07 23.52 4 1.3]1%2b 18.89 £ 1.05 23.78 4 1.28%2b
F 0.182 20.188 0.227 27.444
P 0.835 <0.001 0.798 <0.001
Conventional group (n = 20) 2135+ 1.12 22.68 + 1.25* 21.02 £ 1.15 22.89 £+ 1.23*
. . Continuity group (n = 25) 21.52 +1.08 23.95 £ 1.31* 2123 £ 1.11 24.32 4 1.35%2
Primary/Junior .
. Family group (n = 23) 21.28 + 1.10 25.41 4 1.38%ab 20.98 + 1.09 25.96 4 1.42%2b
high school
0.304 23.142 0.347 28.242
P 0.739 <0.001 0.708 <0.001
Conventional group (n=9) 23.124+1.23 24.51 4+ 1.38* 22.89 £ 1.21 24.68 £+ 1.35*
High school Continuity group (n = 8) 23324+ 1.18 25.62 £ 1.45* 23.05+1.17 25.89 4 1.42%2
igh schoo
€ Family group (n = 10) 23.08 + 1.21 26.89 4 1.52%ab 22.76 + 1.19 27.25 4 1.48%2b
and above
F 0.097 6.372 0.132 7.787
P 0.908 0.006 0.877 0.003
Interaction effect p=0.723 p=0.689

Note: *p < 0.05 versus before implementation within the same group; 2p < 0.05 versus conventional group; °p < 0.05 versus continuity group.

MMSE, Mini-Mental State Examination; MoCA, Montreal Cognitive Assessment. The interaction effect represents the test result for the ‘educa-

tional stratum X care group’ interaction term.

Cognitive Function

Compared with baseline measurements within each
group, the MMSE and MoCA scores were significantly in-
creased in all three groups at the 3-month assessment (p
< 0.05). At the 3-month mark, the family group demon-
strated significantly higher MMSE and MoCA scores than
the continuity and conventional groups, and the continuity
group’s scores on these measures were significantly higher
than those of the conventional group (p < 0.05, Table 2).
Within each educational attainment stratum, the MMSE and
MoCA scores at 3 months significantly improved compared

with baseline in all three groups (p < 0.05). Furthermore,
within each stratum, the scores followed a consistent pat-
tern, namely, family group > continuity group > conven-
tional group, with pairwise comparisons revealing statisti-
cally significant differences (p < 0.05). Analysis of interac-
tion effects indicated that the p-values for the ‘educational
stratum X care group’ interaction were 0.723 for MMSE
and 0.689 for MoCA (p > 0.05, Table 3), suggesting that the
cognitive function improvement associated with the care
protocols was consistent across patients with different edu-
cational backgrounds.
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Table 4. Comparison of BI scores before and 3 months after implementation of care protocols amongst three groups (points).

Three months after implementation

Group Before implementation
Conventional group (n = 42) 66.57 + 4.33
Continuity group (n = 49) 67.08 £ 4.19
Family group (n = 44) 65.96 + 4.24

F 0.805

P 0.449

73.71 £ 5.26%

76.64 + 5.48%2

79.75 + 6.13%ab
12.356
<0.001

Note: *p < 0.05 versus before implementation within the same group; p < 0.05 versus conventional

group; Pp < 0.05 versus continuity group. BI, Barthel Index.

Table 5. Comparison of PSS-Fa and QOL-AD scores before and 3 months after implementation of care protocols amongst three
groups (points).

PSS-Fa score
Group

QOL-AD score

Three months

Before implementation

after implementation

. . Three months
Before implementation ) )
after implementation

Conventional group (n = 42) 4.13 £ 0.65 7.44 £ 0.78%* 26.27 £2.81 32.39 £ 3.74*
Continuity group (n=49) 4.18 + 0.62 8.15+0.81* 26.84 + 3.02 37.43 £ 3.95%2
Family group (n = 44) 4.09 + 0.64 9.56 + 0.83*2° 27.11 £3.19 41.58 =+ 4.16%2
F 0.234 77.426 0.868 58.075
)4 0.792 <0.001 0.422 <0.001

Note: *p < 0.05 versus before implementation within the same group; 2p < 0.05 versus conventional group; ®p < 0.05 versus continuity

group. PSS-Fa, Perceived Social Support-Family scale; QOL-AD, Quality of Life in Alzheimer’s Disease scale.

Self-Care Ability

Compared with the baseline measurements within
each group, the BI scores in all three groups significantly
increased at the 3-month assessment (p < 0.05). At
the 3-month mark, the family group demonstrated signifi-
cantly higher Bl scores than the continuity and conventional
groups, and the BI scores in the continuity group were sig-
nificantly higher than those in the conventional group (p <
0.05, Table 4).

Family Support and Quality of Life

Compared with the baseline measurements within
each group, the scores on PSS-Fa and QOL-AD in all three
groups significantly increased at the 3-month assessment (p
< 0.05). At the 3-month mark, the family group demon-
strated significantly higher PSS-Fa and QOL-AD scores
than the continuity and conventional groups, with the scores
of the continuity group being significantly higher than those
of the conventional group (p < 0.05, Table 5).

Discussion

With the accelerating global trend of population ag-
ing, the prevalence and mortality rates of AD have risen
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considerably, establishing it as a major public health con-
cern that severely affects population health and societal de-
velopment. According to the latest data from the Global
Burden of Disease (GBD) 2021 database, AD and other de-
mentias (ADDs) ranked 20th amongst the top 25 level 3
causes of years lived with disability globally [29]. A recent
national study based on GBD 2021 data revealed that the
annual average increase in the age-standardised incidence
rate (ASIR) of ADDs in China was 0.68% (far exceeding
the global average of 0.06%), with the number of affected
individuals approaching 17 million in 2021—a 322.18% in-
crease compared with that in 1990; furthermore, projections
using an autoregressive integrated moving average model
for the next 15 years (up to 2036) indicate a persistent and
pronounced upward trend in ASIR amongst male and fe-
male populations in China [30]. This trajectory indicates
that clinical care for AD will face increasingly severe pres-
sures and challenges, underscoring an urgent need to de-
velop and identify more proactive and effective care models
and strategies.

The findings of this study demonstrate that at the
3-month assessment, the family group exhibited higher
MMSE and MoCA scores than the continuity and con-
ventional Groups. This pattern was consistently observed
across all educational substrata (illiterate, primary/junior
high school and high school and above), where the family
group’s MMSE and MoCA scores were significantly supe-
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rior to those of the other two groups. These results sug-
gest that the application of continuity of care combined with
family supportive care may be associated with improved
cognitive function in patients with AD, regardless of their
educational background. The underlying reasons for these
observations can be analysed as follows: Most family care-
givers of patients with AD lack sufficient medical knowl-
edge and nursing skills, limiting their ability to provide ef-
fective rehabilitative care. Within the family supportive
care protocol, pre-discharge health education for caregivers
utilising multimedia resources, such as PowerPoint and
short videos, enabled a clear understanding of the impor-
tance and specific components of family supportive care.
Demonstrations and role-playing exercises facilitated the
acquisition of daily care techniques, such as guided feeding,
thereby creating a conducive home environment for patient
rehabilitation. Daily interactions initiated by caregivers, in-
cluding conversations, storytelling and reminiscence ther-
apy, help patients revisit past life experiences. This process
aids in preserving residual memory and, through memory
retrieval and the reconstruction of positive narratives, fos-
ters a constructive self-concept whilst stimulating the mem-
ory centres of the brain, thereby reinforcing memory func-
tion. These interactive engagements also serve to exercise
the patient’s logical thinking and attention, contributing to
cognitive improvement. Furthermore, the implementation
of three scheduled 15 min of daily music sessions, during
which patients were guided to perform simple motor activi-
ties like clapping or stepping in thythm with the music, cre-
ates a comfortable atmosphere. Soothing music can alle-
viate patient tension and anxiety, and maintaining a pleas-
ant emotional state promotes a more active brain condition,
thereby enhancing cerebral coordination, reactivity and ul-
timately, cognitive function [31]. Within the continuity of
care protocol, individualised plans encompassing dietary
management, language function training and motor exer-
cises were formulated before discharge. The combination
of WeChat video follow-ups and home visits allowed for the
monitoring of patient progress and the provision of tailored
guidance and adjustments. This approach stimulates brain
function and enhances cognitive capacity through the repet-
itive reinforcement of daily activities [32,33]. From a phys-
iological perspective, physical exercise promotes blood cir-
culation, ensuring the brain receives ample oxygen and es-
sential nutrients, thus creating a favourable environment
for optimal neuronal function. The integrated care model
incorporated a structured exercise regimen, including bal-
ance and coordination training. These activities require
patients to maintain focus and plan movement sequences,
thereby implicitly training cognitive domains, such as at-
tention, spatial perception and executive function, leading
to cognitive enhancement [34,35].

Arman et al. [36] demonstrated that the application
of family support interventions in patients with myocar-
dial infarction improved their self-care behaviours. A ran-
domised controlled trial conducted by Diriba et al. [37] in-
volving Ethiopian patients with type 2 diabetes found that
family supportive care enhanced patients’ self-care ability
and optimised glycaemic and lipid control levels. A qualita-
tive meta-analysis by Schulman-Green et al. [38] indicated
that family supportive care contributes to improved self-
management capabilities in patients with chronic, disabling
diseases. The results of the present study, showing that
the family Group exhibited higher BI, PSS-Fa and QOL-
AD scores than the continuity and conventional groups at
the 3-month assessment, are consistent with the conclu-
sions of the aforementioned studies. This results suggest
that continuity of care combined with family supportive
care may be associated with enhanced self-care ability, im-
proved family support and increased quality of life in pa-
tients with AD. This synergistic effect may be attributed to
the following mechanisms: Continuity of care reinforces
and consolidates training content through ongoing follow-
up, promoting the patient’s mastery of various self-care
skills. Complementarily, the family supportive care pro-
tocol included structured training plans for ADL. By ap-
plying learned techniques, caregivers actively encouraged
and guided patients to independently perform tasks such as
dressing, tooth brushing and face washing. When resistance
was encountered, caregivers utilised acquired strategies to
manage the situation effectively. This approach fostered
patients’ self-identity and confidence, encouraging active
participation in ADL training and ensuring the effective im-
plementation of self-care ability exercises [39]. Within the
family supportive care framework, caregivers focused on
maintaining patients’ personal hygiene, which helps pre-
serve their sense of dignity. As patients demonstrated
progress in cognitive, motor and daily living skills, care-
givers provided timely praise and encouragement. These
positive interactions within the family setting allowed pa-
tients to feel recognised and valued, ameliorating negative
emotional states such as anxiety. Consequently, patients
experienced greater comfort and satisfaction, leading to an
enhanced quality of life. The combination of continuity
of care and family supportive care provided a comprehen-
sive rehabilitation plan. Furthermore, the establishment of a
dedicated WeChat communication group for caregivers fa-
cilitated the sharing of challenges, experiences and insights.
This platform enabled caregivers to receive timely profes-
sional advice from healthcare staff and learn practical care-
giving techniques from peers, thereby alleviating caregiv-
ing burden, strengthening their confidence and competence
and ultimately enabling the provision of more stable and
reliable family support for the patients.
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Limitations and future research directions: Firstly, the
retrospective nature of the study meant the sample size was
constrained by available historical data, precluding a pri-
ori sample size estimation, which may have resulted in in-
sufficient statistical power. Future studies should calculate
the sample size prospectively on the basis of estimated ef-
fect sizes and desired statistical power to ensure adequate
study robustness. Secondly, the collection of baseline data
may not have fully accounted for residual confounding from
unmeasured or under-reported variables. Key confounders
related to AD outcomes, such as socioeconomic status and
specific caregiver-related factors, may have been omitted,
making it difficult to rule out the possibility that the ob-
served effects were attributable to these confounding fac-
tors rather than the care protocols themselves. Further-
more, the study did not employ propensity score match-
ing (PSM) to control for potential confounders, allowing
baseline differences to potentially influence the accuracy
of the results and weaken the persuasiveness of the con-
clusions. Future research should adopt a prospective co-
hort design with randomisation by using a random num-
ber table to ensure simultaneous initiation and uniform du-
ration of the protocols across groups, thereby controlling
for time-related confounding. The concurrent application
of PSM is recommended to enhance baseline comparabil-
ity. Thirdly, the absence of a natural disease progression
(observational) control group is a considerable limitation.
Given that AD is a progressive disorder characterised by a
natural decline in cognitive function and self-care ability,
the current findings cannot definitively determine whether
the care protocols achieved ‘true improvement’ or merely
‘delayed decline.” Future studies should include a natural
progression control group to further clarify the effects of the
protocols. Fourthly, the lack of subgroup analyses based
on individual patient characteristics prevents the identifi-
cation of specific AD subpopulations for whom the care
protocols may be most precisely applicable. Particularly
within the educational substrata, the sample sizes were lim-
ited (e.g., only 8—10 patients per group in the high school
and above stratum), resulting in low statistical power for
these analyses and a potential risk of type Il errors (false
negatives). Future investigations should perform subgroup
analyses considering individual differences and ensure ad-
equate sample sizes within subgroups to increase statisti-
cal power. Fifthly, the outcome measures of this study re-
lied on subjective scales, which may be susceptible to as-
sessor and recall biases. Subsequent research should inte-
grate subjective scales with objective indicators. The intro-
duction of objective blood-based biomarkers, such as phos-
phorylated Tau protein 217 (p-tau217) and the S-amyloid
42/40 ratio (AS42/A340), is recommended. Compared
with cerebrospinal fluid biomarkers, which require lum-

bar puncture for sample collection, and MRI neuroimaging
indices, which involve high costs and relatively complex
procedures, p-tau217 and A542/A 340 samples can be ob-
tained via routine venipuncture. This approach offers con-
siderable advantages, including minimal invasiveness, con-
venient detection workflows, ease of sample storage and
transportation and relatively low cost. These characteris-
tics better align with the practical requirements for clini-
cal dissemination and application, facilitating a more ob-
jective and precise evaluation of the effects of the care pro-
tocols and reducing the effect of subjective bias. Sixthly,
the relatively short follow-up period of 3 months precludes
evaluation of the long-term sustainability of the effects. It
cannot verify whether the protocols delay progression to
moderate or severe disease stages (e.g., GDS stage 4) or in-
fluence long-term caregiver burden. Short-term score im-
provements may be influenced by initially high caregiver
adherence, and long-term effects could diminish due to dis-
ease progression or waning adherence. Future work should
involve long-term follow-up assessments extending for 1
year or more to evaluate the effect of the protocols on dis-
ease progression, rates of institutional care dependency and
long-term caregiver burden. Seventhly, the study did not
analyse potential interactions amongst patient medication
adherence, specific drug types and the effects of the care
protocols, making it difficult to isolate the ‘pure’ effect
of the non-pharmacological components. Future research
could employ multiple linear regression models, incorpo-
rating variables, such as care group assignment, medica-
tion adherence rates and types of medications used, to fur-
ther explore the synergistic or independent contributions of
medication adherence, drug type and the care protocols on
the outcome measures. Eighthly, the study did not evaluate
the differences in human resource, time and financial costs
associated with the three care models. This information is
crucial for assessing the feasibility and scalability of the
protocols in real-world settings. Future studies could ex-
plore optimised, lower-cost implementation strategies, such
as streamlining training content or utilising centralised on-
line training platforms, to enhance the accessibility and sus-
tainability of these care models.

Conclusions

The findings of this retrospective analysis indicate that
the integrated application of continuity of care and family
supportive care in patients with AD is associated with pos-
itive effects on cognitive function, self-care ability, family
support and quality of life. These results suggest that this
combined care model may represent a superior alternative
for the management of AD. However, given the inherent

Actas Esp Psiquiatr 2026;54(1):187—198. https://doi.org/10.62641/aep.v54i1.2094 | ISSN:1578-2735 195
© 2026 The Author(s). This is an open access article under the CC BY 4.0 license.


https://creativecommons.org/licenses/by/4.0/
https://creativecommons.org/licenses/by/4.0/

Yan Xu, et al.

Effect of Continuity of Care Combined With Family Supportive Care on Cognitive Function and Self-Care

Ability in Patients With Alzheimer’s Disease

limitations of retrospective designs in fully controlling for
confounding variables, further validation through prospec-
tive, large-scale studies is warranted to confirm its efficacy
and establish its potential for broader implementation.

Availability of Data and Materials

The original contributions presented in the study are
included in the article. Further inquiries can be directed to
the corresponding author.

Author Contributions

YX participated in study design, data collection, and
manuscript drafting; MW assisted in data sorting and im-
plementation of care protocols; YHX, HNW, SRD, JJX,
and FFW engaged in outcome assessment (evaluating cog-
nitive function via MMSE and MoCA, self-care ability
via BI, family support via PSS-Fa, and quality of life via
QOL-AD) and analysis of influencing factors; YX designed
the overall study, supervised the research process, revised
the manuscript, and took responsibility for the integrity of
the study data. All authors read and approved the final
manuscript.

Ethics Approval and Consent to Participate

This study was conducted in accordance with the eth-
ical principles of the World Medical Association Declara-
tion of Helsinki and was approved by the Hospital Ethics
Committee of China-Japan Friendship Hospital (Approval
No. 2023011021). All participants and their family mem-
bers were fully informed of the study content and provided
signed written informed consent.

Acknowledgment

Not applicable.

Funding
This study was supported by the National High Level

Hospital Clinical Research Funding (Grant No. 2023-
NHLHCRF-GLMS-17).

Conflict of Interest

The authors declare no conflict of interest.

References

[1] Kumar M, Bansal N. A Revisit to Etiopathogenesis and Therapeutic
Strategies in Alzheimer’s Disease. Current Drug Targets. 2022; 23:
486-512. https://doi.org/10.2174/1389450122666211118125233.

[2] ZhangY, Sun Y, Hu X, Yao Y, Wang J. The value of cholinesterase
inhibitors for improving neuropsychiatric and functional assessment
scores in patients with Alzheimer disease: a systematic review and
meta-analysis of on placebo-controlled RCTs. International Journal
of Surgery (London, England). 2024; 110: 3937-3945. https://doi.or
2/10.1097/JS9.0000000000001381.

—
w
[t}

Uddin MS, Al Mamun A, Kabir MT, Ashraf GM, Bin-Jumah MN,
Abdel-Daim MM. Multi-Target Drug Candidates for Multifacto-
rial Alzheimer’s Disease: AChE and NMDAR as Molecular Tar-
gets. Molecular Neurobiology. 2021; 58: 281-303. https://doi.org/
10.1007/s12035-020-02116-9.

—
~
st

Writing Group of Chinese Guidelines for Diagnosis and Treatment
of Dementia and Cognitive Impairment, Professional Committee of
Cognitive Impairment Diseases, Neurology Branch of Chinese Med-
ical Doctor Association. 2018 Chinese Guidelines for Diagnosis and
Treatment of Dementia and Cognitive Impairment (VII): Risk Fac-
tors of Alzheimer’s Disease and Their Intervention. National Medi-
cal Journal of China. 2018; 98: 1461-1466. (In Chinese)

—
W
—

Neuronal Degeneration Disease Committee of Chinese Society
of Microcirculation, Neuropsychology and Behavioral Neurology
Group of Neurology Branch of Chinese Medical Association, Neu-
rorehabilitation Group of Neurology Branch of Chinese Medical As-
sociation. Chinese Expert Consensus on Rehabilitation Management
of Alzheimer’s Disease (2019). Chinese Journal of Geriatrics. 2020;
39: 9-19. (In Chinese)

[6

=

Chao YH, Huang WY, Tang CH, Pan YA, Chiou JY, Ku LJE, et al.
Effects of continuity of care on hospitalizations and healthcare costs
in older adults with dementia. BMC Geriatrics. 2022; 22: 724. https:
//doi.org/10.1186/s12877-022-03407-7.

[7

—

Aaltonen M, El Adam S, Martin-Matthews A, Sakamoto M, Strumpf
E, McGrail K. Dementia and Poor Continuity of Primary Care De-
lay Hospital Discharge in Older Adults: A Population-Based Study
From 2001 to 2016. Journal of the American Medical Directors As-
sociation. 2021; 22: 1484-1492.¢e3. https://doi.org/10.1016/j.jamda.
2020.11.030.

—
o0
[}

Leung DYP, Chung JOK, Chan HYL, Lo RSK, Li K, Lam PT,
et al. Effects of a structured, family-supported, and patient-centred
advance care planning on end-of-life decision making among pal-
liative care patients and their family members: protocol of a ran-
domised controlled trial. BMC Palliative Care. 2024; 23: 257. https:
//doi.org/10.1186/s12904-024-01588-z.

[9] Shao M, Liu Z, Liu T. Effects of Family-Supported Healthcare on
Children with Asthma. Therapeutics and Clinical Risk Management.
2024; 20: 427-436. https://doi.org/10.2147/TCRM.S464826.

[10] Jiang X, Gu Q, Jiang Z, Liao X, Zou Q, Li J, et al. Effect of family-
centered nursing based on timing it right framework in patients
with acute cerebral infarction. American Journal of Translational Re-
search. 2021; 13: 3147-3155.

[1

—

Boltz M, Kuzmik A, Resnick B, Trotta R, Mogle J, BeLue R, et al.
Reducing disability via a family centered intervention for acutely ill
persons with Alzheimer’s disease and related dementias: protocol of
a cluster-randomized controlled trial (Fam-FFC study). Trials. 2018;

196 Actas Esp Psiquiatr 2026;54(1):187—198. https://doi.org/10.62641/aep.v54i1.2094 | ISSN:1578-2735
© 2026 The Author(s). This is an open access article under the CC BY 4.0 license.


https://creativecommons.org/licenses/by/4.0/
https://creativecommons.org/licenses/by/4.0/
https://doi.org/10.2174/1389450122666211118125233
https://doi.org/10.1097/JS9.0000000000001381
https://doi.org/10.1097/JS9.0000000000001381
https://doi.org/10.1007/s12035-020-02116-9
https://doi.org/10.1007/s12035-020-02116-9
https://doi.org/10.1186/s12877-022-03407-7
https://doi.org/10.1186/s12877-022-03407-7
https://doi.org/10.1016/j.jamda.2020.11.030
https://doi.org/10.1016/j.jamda.2020.11.030
https://doi.org/10.1186/s12904-024-01588-z
https://doi.org/10.1186/s12904-024-01588-z
https://doi.org/10.2147/TCRM.S464826

Yan Xu, et al.

Effect of Continuity of Care Combined With Family Supportive Care on Cognitive Function and Self-Care

Ability in Patients With Alzheimer’s Disease

[12]

[13

[14]

[15]

[16]

[17]

[18]

[19]

[20]

[22]

[23]

[24]

[25]

19: 496. https://doi.org/10.1186/s13063-018-2875-1.

Hovenga N, Landeweer E, Vinckers F, Leget C, Zuidema S. Fam-
ily involvement in dementia special care units in nursing homes:
A qualitative care ethical study into family experiences. Journal of
Advanced Nursing. 2024; 80: 200-213. https://doi.org/10.1111/jan.
15794.

‘World Medical Association. World Medical Association Declaration
of Helsinki: Ethical Principles for Medical Research Involving Hu-
man Participants. JAMA. 2025; 333: 71-74. https://doi.org/10.1001/
jama.2024.21972.

Jack CR, Jr, Bennett DA, Blennow K, Carrillo MC, Dunn B, Haeber-
lein SB, et al. NIA-AA Research Framework: Toward a biological
definition of Alzheimer’s disease. Alzheimer’s & Dementia. 2018;
14: 535-562. https://doi.org/10.1016/j.jalz.2018.02.018.

Jack CR, Jr, Andrews JS, Beach TG, Buracchio T, Dunn B, Graf A,
et al. Revised criteria for diagnosis and staging of Alzheimer’s dis-
ease: Alzheimer’s Association Workgroup. Alzheimer’s & Demen-
tia. 2024; 20: 5143-5169. https://doi.org/10.1002/alz.13859.

Tian JZ, Xie HG, Wang LN, Wang YH, Wang HL, Shi J, et al. Chi-
nese guideline for the diagnosis and treatment of Alzheimer’s disease
dementia (2020). Chinese Journal of Geriatrics. 2021; 40: 269-283.
(In Chinese)

Reisberg B, Ferris SH, de Leon MJ, Crook T. The Global Dete-
rioration Scale for assessment of primary degenerative dementia.
The American Journal of Psychiatry. 1982; 139: 1136-1139. https:
//doi.org/10.1176/ajp.139.9.1136.

Folstein MF, Folstein SE, McHugh PR. “Mini-mental state”. A prac-
tical method for grading the cognitive state of patients for the clin-
ician. Journal of Psychiatric Research. 1975; 12: 189-198. https:
//doi.org/10.1016/0022-3956(75)90026-6.

Jia X, Wang Z, Huang F, Su C, Du W, Jiang H, et al. A compari-
son of the Mini-Mental State Examination (MMSE) with the Mon-
treal Cognitive Assessment (MoCA) for mild cognitive impairment
screening in Chinese middle-aged and older population: a cross-
sectional study. BMC Psychiatry. 2021; 21: 485. https://doi.org/10.
1186/512888-021-03495-6.

Nasreddine ZS, Phillips NA, Bédirian V, Charbonneau S, Whitehead
V, Collin I, et al. The Montreal Cognitive Assessment, MoCA: a
brief screening tool for mild cognitive impairment. Journal of the
American Geriatrics Society. 2005; 53: 695-699. https://doi.org/10.
1111/j.1532-5415.2005.53221 .x.

Zhang LX, Liu XQ. Study on the reliability and validity of the Chi-
nese version of the Montreal Cognitive Assessment Scale. Nursing
Research: Early Edition. 2007; 21: 2906-2907. (In Chinese)

Mahoney FI, Barthel DW. Functional evaluation: the Barthel index.
Maryland State Medical Journal. 1965; 14: 61-65.

Min Y, Wu YY, Yan TB. Study on the validity and reliability of the
modified Barthel index (simplified Chinese version) scale in evalu-
ating the activities of daily living of stroke patients. Chinese Journal
of Physical Medicine and Rehabilitation. 2008; 30: 185-188. (In
Chinese)

Procidano ME, Heller K. Measures of perceived social support from
friends and from family: three validation studies. American Journal
of Community Psychology. 1983; 11: 1-24. https://doi.org/10.1007/
BF00898416.

Zhang JP, Liu HR. Family support and quality of life among

Actas Esp Psiquiatr 2026;54(1):187—198. https://doi.org/10.62641/aep.v54i1.2094 | ISSN:1578-2735

[26]

[27]

[28]

[29]

[30]

[31]

[32]

[33]

[34]

[35]

[36]

[37]

hemodialysis patients. Bulletin of Hunan Medical University. 2001;
26: 359-362. (In Chinese)

Logsdon RG, Gibbons LE, Mccurry SM, Teri L. Quality of life in
Alzheimer’s disease: Patient and caregiver reports. Journal of Men-
tal Health & Aging. 1999; 5: 21-32.

Logsdon RG, Gibbons LE, McCurry SM, Teri L. Assessing qual-
ity of life in older adults with cognitive impairment. Psycho-
somatic Medicine. 2002; 64: 510-519. https://doi.org/10.1097/
00006842-200205000-00016.

Zhang HM, Ai YM, Wu YP, Mao RL, Gao JW, Wang XC, ef al.
Reliability and validity analysis of the Chinese version of the Quality
of Life Assessment Scale for Alzheimer’s Disease (QOL-AD). China
Health Statistics. 2013; 30: 57-59. (In Chinese)

GBD 2021 Diseases and Injuries Collaborators. Global incidence,
prevalence, years lived with disability (YLDs), disability-adjusted
life-years (DALY's), and healthy life expectancy (HALE) for 371 dis-
eases and injuries in 204 countries and territories and 811 subnational
locations, 1990-2021: a systematic analysis for the Global Burden of
Disease Study 2021. Lancet (London, England). 2024; 403: 2133—
2161. https://doi.org/10.1016/S0140-6736(24)00757-8.

Yang K, Yang X, Yin P, Zhou M, Tang Y. Temporal trend and
attributable risk factors of Alzheimer’s disease and other demen-
tias burden in China: Findings from the Global Burden of Dis-
ease Study 2021. Alzheimer’s & Dementia. 2024; 20: 7871-7884.
https://doi.org/10.1002/alz.14254.

Stedje K, Kvamme TS, Johansson K, Sousa TV, Odell-Miller H,
Stensaeth KA, et al. The Influence of Home-Based Music Ther-
apy Interventions on Relationship Quality in Couples Living with
Dementia-An Adapted Convergent Mixed Methods Study. Interna-
tional Journal of Environmental Research and Public Health. 2023;
20: 2863. https://doi.org/10.3390/ijerph20042863.

Nasser Albarqi M. Continuity and sustainability of care in family
medicine: Assessing its association with quality of life and health
outcomes in older populations-A systematic review. PloS One. 2024;
19: €0299283. https://doi.org/10.1371/journal.pone.0299283.

Abdullahi A, Wong TWL, Ng SSM. Effects of home-based and tel-
erehabilitation exercise on mental and physical health, and disease
cost in people with Alzheimer’s disease: A meta-analysis. Ageing
Research Reviews. 2024; 97: 102284. https://doi.org/10.1016/j.arr.
2024.102284.

Liang YJ, Su QW, Sheng ZR, Weng QY, Niu YF, Zhou HD, et al.
Effectiveness of Physical Activity Interventions on Cognition, Neu-
ropsychiatric Symptoms, and Quality of Life of Alzheimer’s Dis-
ease: An Update of a Systematic Review and Meta-Analysis. Fron-
tiers in Aging Neuroscience. 2022; 14: 830824. https://doi.org/10.
3389/fnagi.2022.830824.

Kar F, Kavlak Y, Yildiz S, Yildiz P, Musmul A, Uslu S. Eight-
week exercise program improved the quality of life of Alzheimer’s
patients through functional, cognitive, and biochemical parameters.
Irish Journal of Medical Science. 2023; 192: 655—663. https://doi.or
¢/10.1007/s11845-022-03029-3.

Arman A, Attar A, Izadpanah P, Bahja H, Jeihooni AK. En-
hancing self-care in post-MI patients: a family-supported educa-
tional intervention based on the theory of planned behavior. BMC
Cardiovascular Disorders. 2025; 25: 511. https://doi.org/10.1186/
$12872-025-04960-w.

Diriba DC, Suen LKP, Leung DYP. Effects of a culturally tailored,

197

© 2026 The Author(s). This is an open access article under the CC BY 4.0 license.


https://creativecommons.org/licenses/by/4.0/
https://creativecommons.org/licenses/by/4.0/
https://doi.org/10.1186/s13063-018-2875-1
https://doi.org/10.1111/jan.15794
https://doi.org/10.1111/jan.15794
https://doi.org/10.1001/jama.2024.21972
https://doi.org/10.1001/jama.2024.21972
https://doi.org/10.1016/j.jalz.2018.02.018
https://doi.org/10.1002/alz.13859
https://doi.org/10.1176/ajp.139.9.1136
https://doi.org/10.1176/ajp.139.9.1136
https://doi.org/10.1016/0022-3956(75)90026-6
https://doi.org/10.1016/0022-3956(75)90026-6
https://doi.org/10.1186/s12888-021-03495-6
https://doi.org/10.1186/s12888-021-03495-6
https://doi.org/10.1111/j.1532-5415.2005.53221.x
https://doi.org/10.1111/j.1532-5415.2005.53221.x
https://doi.org/10.1007/BF00898416
https://doi.org/10.1007/BF00898416
https://doi.org/10.1097/00006842-200205000-00016
https://doi.org/10.1097/00006842-200205000-00016
https://doi.org/10.1016/S0140-6736(24)00757-8
https://doi.org/10.1002/alz.14254
https://doi.org/10.3390/ijerph20042863
https://doi.org/10.1371/journal.pone.0299283
https://doi.org/10.1016/j.arr.2024.102284
https://doi.org/10.1016/j.arr.2024.102284
https://doi.org/10.3389/fnagi.2022.830824
https://doi.org/10.3389/fnagi.2022.830824
https://doi.org/10.1007/s11845-022-03029-3
https://doi.org/10.1007/s11845-022-03029-3
https://doi.org/10.1186/s12872-025-04960-w
https://doi.org/10.1186/s12872-025-04960-w

Yan Xu, et al.

Effect of Continuity of Care Combined With Family Supportive Care on Cognitive Function and Self-Care

Ability in Patients With Alzheimer’s Disease

[38]

198

family-supported, community-based self management education and
support programme on clinical outcomes among adults with type 2
diabetes in Western Ethiopia: A pilot randomised controlled trial.
Diabetic Medicine. 2023; 40: ¢15094. https://doi.org/10.1111/dme.
15094.

Schulman-Green D, Feder SL, Dionne-Odom JN, Batten J, En Long
VI, Harris Y, et al. Family Caregiver Support of Patient Self-

[39]

Management During Chronic, Life-Limiting Illness: A Qualitative
Metasynthesis. Journal of Family Nursing. 2021; 27: 55-72. https:
//doi.org/10.1177/1074840720977180.

BeLue R, Kuzmik A, Dix M, Luckett C, Paudel A, Resnick B, et al.
An exploration of the cultural appropriateness of the family-centered
function-focused care intervention. Dementia (London, England).
2024; 23: 7-22. https://doi.org/10.1177/14713012231206288.

Actas Esp Psiquiatr 2026;54(1):187—198. https://doi.org/10.62641/aep.v54i1.2094 | ISSN:1578-2735
© 2026 The Author(s). This is an open access article under the CC BY 4.0 license.


https://creativecommons.org/licenses/by/4.0/
https://creativecommons.org/licenses/by/4.0/
https://doi.org/10.1111/dme.15094
https://doi.org/10.1111/dme.15094
https://doi.org/10.1177/1074840720977180
https://doi.org/10.1177/1074840720977180
https://doi.org/10.1177/14713012231206288

	Abstract
	Keywords
	Introduction
	Materials and Methods
	General Information
	Inclusion and Exclusion Criteria
	Methods
	Conventional Group
	Continuity Group
	Family Group
	Protocol Completion Rate Across Groups

	Outcome Measures
	Statistical Analysis

	Results
	Baseline Characteristics
	Cognitive Function 
	Self-Care Ability
	Family Support and Quality of Life

	Discussion
	Conclusions
	Availability of Data and Materials
	Author Contributions
	Ethics Approval and Consent to Participate
	Acknowledgment
	Funding
	Conflict of Interest

