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Purpose: Persons with mild dementia experience multiple losses and manifest depressive 

symptoms. This research study aimed to evaluate the effectiveness of a support group led by a 

social worker for Chinese persons with mild dementia. 

Research methods: Participants were randomly assigned to either a ten-session support group 

or a control group. Standardized assessment tools were used for data collection at pretreatment 

and post-treatment periods by a research assistant who was kept blind to the group assignment 

of the participants. Upon completion of the study, 20 treatment group participants and 16 control 

group participants completed all assessments. 

Results: At baseline, the treatment and control groups did not show any significant difference 

on all demographic variables, as well as on all baseline measures; over one-half (59%) of all the 

participants reported having depression, as assessed by a Chinese Geriatric Depression Scale 

score 8. After completing the support group, the depressive mood of the treatment group 

participants reduced from 8.83 (standard deviation =2.48) to 7.35 (standard deviation =2.18), 

which was significant (Wilcoxon signed-rank test; P=0.017, P0.05), while the control group’s 

participants did not show any significant change. 

Conclusion: This present study supports the efficacy and effectiveness of the support group 

for persons with mild dementia in Chinese society. In particular, this present study shows that 

a support group can reduce depressive symptoms for participants.
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Introduction
In Hong Kong, ~8.9% persons aged 70 years or older suffer from dementia.1 There were 

~70,000 persons with dementia in Hong Kong in 2006, and the number is expected to 

escalate to 330,000 by the year 2050.2 Among persons with dementia in Hong Kong, 

about 85% suffer from mild dementia.1 At present, the pharmacological treatments for 

mild dementia are found to have small benefits on cognitive decline.3 Mild dementia 

has an adverse impact on the lives of sufferers, including progressive loss of memory, 

increasingly impaired cognitive impairments, and an increasing inability to conduct 

daily living activities.4 

Depression is common in dementia, and the prevalence of depression in persons 

with dementia is higher than in those persons without dementia.5 One research study 

has reported that up to one-half of persons with mild dementia manifested depressive 

symptoms.6 Depression has negative impacts for persons with mild dementia and their 

caregivers, including negative impacts on quality of life,7 functional impairment,8 

increased risk of early institutionalization,9 and an increased stress level of caregivers.10 
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The risk and predictive factors for depression in persons with 

dementia are different from that for depression in persons 

without dementia.11 It has been suggested that depression is 

a psychological reaction to cognitive decline.12

While retaining an awareness of their problems, persons 

with mild dementia experience multiple losses, including 

the loss of social roles, self-esteem, self-confidence, and 

they have negative feelings about their illness.13 Under such 

stressful situations, many persons with mild dementia mani-

fest depressive symptoms.14 

Pharmacological interventions, as well as nonpharma-

cological interventions, are available for treating depression 

in dementia.15 It is recommended that nonpharmacological 

interventions be adopted first in treating depression among 

persons with mild dementia.15 Nevertheless, depression in 

dementia is underdiagnosed and undertreated.15,16

Recently, a support group, as one kind of nonpharma-

cological intervention, has been developed in the Western 

countries (such as in the United States, the United Kingdom, 

Canada, the Netherlands, and Australia) to help persons with 

mild dementia cope with the illness and reduce depression.4,17 

A support group is generally defined as emphasizing a sup-

portive and nurturing relationship among group participants 

and leaders.4,18 Many support groups are topical in nature. 

Group formats vary. Some allow for time with the caregiver, 

or a family member may be present,19 while others are 

intended solely for the person with dementia.20 Some groups 

are structured, time limited, and last for about ten sessions,21 

while others are long-term open groups.22 Support groups are 

often led by health professionals with working experiences 

with persons with dementia. 

Research evidence has indicated that structured and time-

limited support groups for persons with mild dementia can 

be beneficial; the benefits include a decrease in feelings of 

isolation, better coping skills, an increase in self-efficacy, and 

a reduction in depression.18–21,23,24 However, the generalization 

of these research results is limited by the nonrandomized 

research design, as well as by cultural differences. Only one 

randomized control study on the support group, which was 

conducted in the US, supported the efficacy of the support 

group; it reported that the treatment group, but not the control 

group, showed significant improvement in terms of quality 

of life, self-efficacy, and depression for persons with mild 

dementia.17 More research studies are needed in this area, 

especially with respect to studies that test the efficacy of the 

support group in different societies and cultures.

Due to a cultural difference, Chinese persons with mild 

dementia in Hong Kong have somewhat different concerns 

regarding their cognitive decline.25 As shown in a local 

study, Chinese persons with mild dementia in Hong Kong 

expressed fear with respect to being labeled as mentally ill, 

losing their status within the family, feeling guilty about 

becoming dependent, being a family burden, and feelings of 

helplessness.25 These kinds of fears are due to the stigmatiza-

tion of dementia and mental illness by traditional Chinese 

cultural values, especially Confucianism.26 

Under traditional Chinese values, after experiencing cog-

nitive decline, persons with dementia fail to perform duties 

that lead to a loss of face and status within the family and 

their social systems. After losing face, persons with dementia 

become devalued within the family and community, which 

affects their social status and relationships with family mem-

bers and others. Thus, Chinese persons with mild dementia 

experience multiple losses, including a loss of face and social 

status, which leads them to experience depressive symptoms. 

Thus, it is important for the support group to address these 

needs of Chinese persons with dementia.

In Hong Kong, local studies on the effectiveness of a 

support group for persons with mild dementia are lacking. 

This present study thus aims to evaluate the positive effects 

of a support group for Chinese persons with mild dementia 

in the Hong Kong context.

Research methods
A randomized controlled study research design was adopted 

in the present study. Participants were recruited from three 

centers for elderly individuals run by nongovernment organi-

zations. Participants who gave their consent to participate in 

this research project were randomly assigned to a treatment 

group or a control group. Standardized assessment tools were 

used for data collection at pretreatment and post-treatment 

periods by a research assistant who was kept blind to the 

group assignment of the participants.

Treatment and control group
The support group involved in this study was structured, 

time limited, and allowed participants to share on different 

topics. The support group lasted for ten sessions, with one 

session a week. Each session lasted, on average, 90 min-

utes. The group was small in nature, with group sizes that 

ranged from six to eight elderly individuals. Finally, three 

support groups were held at three local elderly centers so 

that participants could access it easily. Each support group 

was led by a social worker who had working experiences 

with persons with dementia. Promoting the understanding 

and acceptance of the illness, handling role adjustment, 
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providing coping skills for memory decline, letting go of 

responsibilities without having guilty feelings, fostering 

communication skills with family caregivers, and offering 

emotional support for participants were important elements 

of this support group. Also, family caregivers were encour-

aged to join in for two sessions on communication skills and 

establishing positive relationships between participants and 

family caregivers. Please refer to Table 1 for the content 

outline of the structured support group.

On the other hand, participants who were assigned to 

the control group received standardized educational written 

material on dementia that provided basic information on 

dementia. 

Subject inclusion criteria
In this study, the inclusion criteria for this study included: 1) 

aged 60 years or above; 2) having a diagnosis of dementia; 3) 

having a Mini-Mental State Examination (MMSE) score of 

18 or above; 4) aware of their memory loss and had a memory 

complaint; and 5) were able to participate independently in 

a group setting. Those participants who did not receive any 

diagnosis of dementia were assessed by a screening tool 

(ie, the Hong Kong List Learning Test [HKLLT]27) as hav-

ing probable dementia. The HKLLT can reliably identify 

elderly people who are suffering from mild dementia with 

satisfactory reliability and validity, and it is one of the most 

commonly used memory assessment tools at local major 

public hospitals.27 On the other hand, the cognitive ability 

of participants was assessed by the MMSE (Cantonese ver-

sion), which had been tested with satisfactory reliability 

and validity.28

The ethical issues of this study were approved by the 

Research Committee of Hong Kong Baptist University. Data 

collection began and was completed in 2013. 

Assessment tools
Chinese Geriatric Depression Scale (GDS)
The GDS provides an assessment of the mood changes of 

participants.29 The reliability and validity of the Chinese 

version of the GDS have been tested to be satisfactory.29 

Although there have been reservations on using the GDS to 

assess depressive symptoms among persons with moderate 

to severe dementia, the GDS has been validated for assess-

ing depressive symptoms for persons with mild dementia.30  

A recent research study also provides evidence to support the 

use of GDS to assess the depressive symptoms of persons 

with mild dementia,31,32 including Chinese persons with mild 

dementia.33 In this study, the GDS-15, which consists of  

15 items, was used to measure depressive symptoms among 

participants. A cut-off point of 5 is indicative of significant 

depressive symptoms in the original form,34 while a cut-off 

point of 8 has been adopted for the Chinese version of the 

GDS in the Hong Kong context.29 In this study, a cut-off point 

of 8 was adopted as being indicative of significant clinical 

depression for the Chinese participants. 

Rosenberg Self-Esteem Scale (RSES) 
(Chinese version)
The RSES has been widely used in many countries and has 

been translated into many languages, including Chinese.35 

It consists of ten items. Each item is rated with a score on 

a 4-point scale ranging from strongly agree to strongly dis-

agree. The reliability and validity of the Chinese version of 

the RSES have been tested to be satisfactory.35

General Self-Efficacy scale (GSE) (Chinese version) 
The GSE was used to measure the self-efficacy of the studied 

subjects.36 The scale has been translated into various languages, 

and its Chinese version has been tested with satisfactory valid-

ity and reliability.36 Each item is rated by the studied subjects 

on a 4-point scale. Scores are summed over the items such that 

higher scores indicate a higher level of self-efficacy.

Index for Managing Memory Loss (IMMEL)
The IMMEL is a checklist of coping skills designed to assess 

the coping skills of people with dementia.37 The IMMEL 

Table 1 Session outline of the 10-week support group for 
persons with mild dementia

Session Discussion topic

1 Promoting mutual trust and group confidentiality among 
participants 

2 Understanding dementia, cognitive impairment, and related 
coping skills

3 Developing a positive lifestyle for cognitive impairment 
(1) – physical exercise

4 Developing a positive lifestyle for cognitive impairment 
(2) – healthy diet

5 Developing a positive lifestyle for cognitive impairment 
(3) – healthy activities

6 Identification of own strengths, even with cognitive 
impairment

7 Adjustment to changes in social roles and relationships
8 Communication skills between participants and family 

caregivers
9 Positive relationship between participants and family 

caregivers
10 Planning for the future and referring sources of ongoing 

support
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consists of six items: “I laugh about my memory problems”; 

“I use lists to help me remember”; “I think my memory 

problems are a normal part of growing older”; “I talk about 

my memory problems to someone that I trust”; “I get angry 

about my memory problems”; and “I bottle my feelings about 

my memory problems up”. It has a 3-point scale: 1, “never 

use”; 2, “occasionally use”; and 3, “often use”.

Data analyses
Descriptive statistics including frequency distribution (N) and 

mean scores (M) were used to report the baseline demographic 

and clinical characteristics of the participants. Group mean 

value (M) and standard deviation (SD) or count (N) and per-

centage (%) were used to report the GDS and other outcome 

assessment scores. The baseline demographic and clinical 

characteristics between the treatment and control group 

were compared using chi-squared (χ 2) tests for categorical 

variables, and nonparametric Mann–Whitney U-tests were 

used for ordinal or interval scale variables due to the small 

sample size involved in this study. When analyzing the 

significant change of repeated measures of GDS and other 

outcome assessment scores for both the treatment and control 

groups, the nonparametric Wilcoxon signed-rank tests were 

performed. For all analyses, two-tailed P-values of 0.05 

indicated statistical significance. All data were analyzed using 

SPSS version 21.0 (IBM Corporation, Armonk, NY, USA).

Results
A total of 46 participants were recruited; however, seven of 

them did not meet the inclusion criteria and were excluded. 

Thirty-nine subjects were randomly assigned to a treatment 

group or a control group. Among them, 20 subjects entered 

the treatment group, while 19 subjects entered the control 

group. Figure 1 illustrates the recruitment procedure. After 

39 subjects meeting the inclusion
criteria entered the study were
randomly allocated into
intervention or control group

7 subjects not meeting
inclusion criteria were
excluded 

20 subjects entered
treatment group

19 subjects entered
control group

20 subjects completed
the treatment group
and all pre- and post-
assessment 

0 subject
drop out

16 subjects
completed all
pre- and post-
assessment 

3 subjects
refused to do
post-assessment

46 subjects, who were
referred by NGOs, gave
consent to this study 

Figure 1 Recruitment procedure.
Abbreviation: NGO, nongovernmental organization.
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the study was completed, 36 subjects (92.3%) remained and 

finished all the assessments. 

Characteristics of the research sample
Table 2 details the demographic data and baseline measures 

of all participants. The mean age of the participants was  

80.3 years. Just over one-half of them (56.4%; number [n]=22) 

were male. One-third (33.3%; n=13) did not receive any 

education, about one-third (30.8%; n=12) reached primary 

school, while 17.9% (n=7) reached the secondary school 

level. Over one-half of them were married (57.9%; n=22); 

about one-third (36.8%; n=14) were widowed, separated, or 

divorced; while 5.3% (n=2) were single. The majority of them 

(84.6%; n=33) lived with their family members; 7.7% (n=3) 

lived with a domestic helper, and another 7.7% (n=3) lived 

alone. Two-thirds of them (66.7%; n=26) received a diagnosis 

of dementia, while one-third (33.3%; n=13) were diagnosed 

as having probable dementia, as assessed by the HKLLT. 

Their mean MMSE score was 22.0 (SD =3.2). Over one-half 

(54.1%; n=13) of the participants suffered from dementia  

1 year, about one-third (37.5%; n=9) suffered for 1–2 years, 

while the rest (8.4%; n=2) suffered for 3 years or more. 

Depressive symptoms
At baseline, just over one-half (59.0%; n=23) of the partici-

pants manifested depressive symptoms as assessed by the 

Chinese GDS (ie, GDS 8). The respondents regarded their 

self-esteem as average, with a mean RSES score of 26.13 

(SD =3.85, ranging from 16.00–37.50). The treatment and 

control groups did not show any significance on any of the 

demographic variables or on the baseline measures. Please 

refer to Table 2 for the data analysis.

Table 2 Baseline characteristics of research subjects

Valid  
data

Treatment  
group (N=20)

Control  
group (N=19)

Total (N=39) P-value

Mean (SD)/N (%) Mean (SD)/N (%) Mean (SD)/N (%)

Dementia 39 0.455 (NS)a

Diagnosed as dementia 14 (35.9) 12 (30.8) 26 (66.7)
Probable dementia 6 (15.4) 7 (17.9) 13 (33.3)

MMSE 39 22.7 (3.6) 21.3 (2.6) 22.0 (3.2) 0.246 (NS)b

Period of illness 24 0.199 (NS)a

1 year 5 (20.8) 8 (33.3) 13 (54.1)
1–2 years 6 (25.0) 3 (12.5) 9 (37.5)
3 years or more 1 (4.2) 1 (4.2) 2 (8.4)

Sex 39 0.556 (NS)a

Male 11 (28.2) 11 (28.2) 22 (56.4)
Female 9 (23.1) 8 (20.5) 17 (43.6)

Age 80.4 (8.1) 80.2 (5.5) 80.3 (6.9) 0.296 (NS)b

Marital status 38 0.543 (NS)a

Single 1 (2.6) 1 (2.6) 2 (5.3)
Married 10 (26.3) 12 (31.6) 22 (57.9)

Widowed, divorced, or separated 9 (23.7) 5 (13.2) 14 (36.8)
Educational level 39 0.553 (NS)a

None 8 (20.5) 5 (12.8) 13 (33.3)
Primary 6 (15.4) 6 (15.4) 12 (30.8)
Secondary 4 (10.3) 3 (7.7) 7 (17.9)
Other 2 (5.1) 5 (12.8) 7 (17.9)

Living with 39 0.856 (NS)a

Alone 2 (5.1) 1 (2.6) 3 (7.7)
Domestic helper only 2 (5.1) 1 (2.6) 3 (7.7)
Family members 16 (41.0) 17 (43.6) 33 (84.6)

Number of physical illness 39 0.9 (0.9) 1.1 (1.2) 1.0 (1.1) 0.667 (NS)b

Having depression (GDS 8) 39 11 (28.2) 12 (30.8) 23 (59.0) 0.424 (NS)a

GDS score 39 8.8 (2.5) 9.2 (2.7) 9.0 (2.6) 0.708 (NS)b

RSES score 39 27.3 (3.5) 24.9 (3.9) 26.1 (3.8) 0.074 (NS)b

GSE score 39 27.5 (3.0) 27.0 (5.4) 27.3 (4.3) 0.478 (NS)b

IMMEL score 39 13.8 (2.0) 12.7 (2.1) 13.3 (2.1) 0.084 (NS)b

Notes: aPearson’s chi-squared test; bMann–Whitney U-tests.
Abbreviations: N, number; SD, standard deviation; NS, not significant; MMSE, Mini-Mental State Examination; GDS, Geriatric Depression Scale; RSES, Rosenberg Self-
Esteem Scale; GSE, General Self-Efficacy scale; IMMEL, Index for Managing Memory Loss.
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Treatment outcomes
Table 3 summarizes the outcome measures of the partici-

pants. The results showed that support group participants 

exhibited a significant reduction in their depressive mood, as 

the mean GDS score reduced from 8.83 (SD =2.48) to 7.35 

(SD =2.18) (Wilcoxon signed-rank test; P=0.017, P0.05). 

However, the treatment group did not show any significant 

change in self-esteem, self-efficacy, and coping skills. On the 

other hand, the control group did not show any significant 

changes in the GDS score or on the other outcome assess-

ment scores. 

Discussion
This present single blind, randomized controlled study 

provides evidence to support the efficacy and effectiveness 

of a structured and time-limited support group for Chinese 

persons with mild dementia. Also, this present study shows 

that the support group is effective in reducing participants’ 

depressive mood.

Several established models of support groups for persons 

with mild dementia have been developed in Western coun-

tries. An early support group model for persons with mild 

dementia and their caregivers has been developed in the 

US.18,19 This support group model is structured with eight 

sessions focusing on coping with memory problems, daily 

living, self-esteem, relationships, as well as health, legal, 

and financial concerns. The Memory Club is another support 

group model for a person with mild dementia and their care 

partners that was developed in the US.20,21 This support group 

is structured with ten sessions and is aimed at empowering 

participants to problem solve and plan for the future. Circle 

of Care, based in Toronto, ON, Canada, is an eight-session 

support group for persons with mild dementia without the 

participation of family caregivers.23 It is structured and allows 

participants to share in different topics including: causation 

of dementia; coping with memory problems; loss; grief; and 

daily living skills. Unlike previous support group models, the 

Alzheimer’s Café in the Netherlands has been carried out to 

provide a relaxed café-like environment for persons with mild 

dementia and their family caregivers, so as to facilitate social 

interactions and sharing among participants.22 Participation is 

open-ended, allowing for ongoing participation. In fact, all of 

these support group models have been found to be effective 

in recent research studies for participants.19,21,24 

All of these previously named support group models 

developed in Western countries share common group ele-

ments of enhancing the participants’ coping skills with 

memory problems, daily living skills, problem-solving skills, 

and better planning for the future. However, as discussed 

earlier, Chinese persons with mild dementia in Hong Kong 

have somewhat different concerns regarding their cognitive 

decline.25 Chinese persons with mild dementia expressed 

fears with being labeled as mentally ill, losing face and status 

within the family, experiencing guilty feelings of becoming 

dependent and being a family burden, and having feelings 

of helplessness. Thus, it is important for the support group 

to help participants to promote the acceptance of illness, 

handle role adjustment, develop a positive lifestyle, let go 

of responsibilities without feeling guilty, and improve their 

relationship with family caregivers. Moreover, Chinese 

elderly individuals were afraid of sharing their difficulties 

with family members, as family members tended to limit the 

activities that participants could continue to perform, and they 

valued the opportunity to share with others facing similar 

problems.25 Thus, it is important for the support group to allow 

participants to share in different topics without the presence of 

family caregivers. Also, it is important for the support group 

to facilitate emotional support among the participants who 

share similar difficulties that are encountered in daily living. 

By receiving emotional support from others, participants can 

Table 3 Outcome measures of the research subjects

Treatment group (N=20) P-value Control group (N=16) P-value

Pretest Post-test Difference Pretest Post-test Difference
Mean (SD) Mean (SD) Mean (SD) Mean (SD) Mean (SD) Mean (SD)

GDS 8.83 (2.48) 7.35 (2.18) −1.48 (2.59) 0.017*,a 9.12 (2.88) 7.19 (1.60) −1.9 (3.5) 0.055a

GSE 27.54 (2.98) 26.30 (3.89) −1.24 (4.06) 0.232a 27.64 (4.87) 26.50 (4.10) −1.1 (4.6) 0.245a

RSES 27.32 (3.53) 27.95 (3.23) 0.63 (2.81) 0.263a 25.50 (3.14) 26.75 (3.64) 1.2 (3.0) 0.195a

IMMEL 13.81 (1.96) 14.09 (2.50) 0.28 (2.02) 0.514a 12.93 (2.21) 14.19 (1.64) 1.3 (2.5) 0.073a

N (%) N (%) N (%) N (%) N (%) N (%)
Having depression 11 (55.0) 9 (45.0) −2 (10.0) – 9 (56.3) 7 (43.8) −2 (12.5) –

Notes: *P0.05; aWilcoxon signed-rank test.
Abbreviations: N, number; SD, standard deviation; GDS, Geriatric Depression Scale; GSE, General Self-Efficacy scale; RSES, Rosenberg Self-Esteem Scale; IMMEL, Index 
for Managing Memory Loss.
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reduce their loneliness, helplessness, and hopelessness, which 

are typical symptoms of depression. These previously named 

elements may contribute to the support group’s benefit in 

reducing participants’ depressive mood. 

In this study, the Chinese GDS was used to assess the 

depressive symptoms of participants; a cut-off point 8 was 

indicative of clinical depression for Chinese participants.29 

In fact, this cut-off point (GDS 8) has been widely used 

in local large-scale prevalence studies of depression among 

older people in Hong Kong.38,39 However, different cut-off 

points for the Chinese GDS have been suggested in the 

literature, including GDS 4,40 GDS 5,41 GDS 8,38,39 

and GDS 10.33 Most of these studies included a sample 

without a diagnosis of dementia. Only one study33 has been 

performed to validate the use of the GDS for screening 

depression among Chinese persons with dementia living in 

Singapore. A cut-off point of a GDS score 10 has been 

suggested,33 which is close to the cut-off point adopted in 

the present study. Interestingly, a higher GDS cut-off point 

has also been suggested for Chinese persons with moderate 

to severe dementia.33 Thus, more research studies are needed 

to establish an optimal cut-off point for the Chinese GDS 

for a Chinese person with mild dementia. Nevertheless, the 

research results of this present study (ie, the significant reduc-

tion of the GDS score among support group participants) 

remain unchanged, even when adopting a different cut-off 

point for the Chinese GDS. 

Conclusion
In a recent review on various nonpharmacological interven-

tions for persons with mild dementia, support groups have 

been recommended as an effective intervention by experts.4 

This present randomized controlled study provides evidence 

to support the efficacy and effectiveness of the structured 

and time-limited support group for Chinese persons with 

mild dementia. In particular, the present study shows that 

support groups can reduce depressive symptoms among 

participants.

Several methodological limitations of this randomized 

control study require attention. First, the generalizability of 

the research results are limited by the small sample size. In 

the future, it would be better to conduct a larger scale random-

ized controlled study to further validate the effectiveness and 

benefits of the support group model for Chinese persons with 

mild dementia. Second, promoting an acceptance of illness, 

handling role adjustment, developing a positive lifestyle, let-

ting go of responsibilities without feeling guilty, improving 

relationship with family  caregivers, and facilitating  emotional 

support among participants are thought to be essential 

elements of this support group. However, no standardized 

tools have been adopted to assess these elements in this study. 

So, it is better to conduct further research studies to identify 

the essential elements of a support group for Chinese persons 

with mild dementia.
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