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Abstract
Research ethics extends beyond obtaining initial approval from research ethics boards. The previously established
person-oriented research ethics framework provides guidelines for understanding ongoing ethics throughout the
tasks of a research project, in a variety of research contexts. It focuses primarily on the relational and experiential
aspects of research ethics, organized around five guideposts: (1) focus on researcher-participant relationships; (2)
respect for holistic personhood; (3) acknowledgment of lived world; (4) individualization; and (5) empowerment in
decision-making. Given the widespread impact of dementia and the ethical challenges dementia research presents,
conducting meaningful, ethical research is of high importance. This review explores this person-oriented framework
in the context of dementia by examining existing literature on ethics practices in dementia research. We use a critical
interpretive literature review to examine publications from 2013 to 2017 for content related to the five guideposts of
person-oriented research ethics. While there is much literature addressing the relational and experiential aspects of
research ethics, there is a lack of unanimous conclusions and concrete suggestions for implementation. We compiled
practical recommendations from the literature, highlighting tensions and suggesting furthering evidence-based
ethics research fieldwork to construct an accessible, easy-to-use set of guidelines for researchers that will assist in
putting person-oriented research ethics into practice in dementia research.
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The experiences of people with dementia has garnered significant academic attention in both the
health sciences and social sciences. However, conducting research with participants with dementia, who
may be a particularly vulnerable population, can be difficult from an ethical perspective. In this context,
“vulnerable” typically refers to having an impaired ability to advocate for oneself (Dempsey et al. 2016).
Research ethics, with respect to vulnerable populations and more broadly, is centered around protecting
potential and actual participants and regarding them as agents with the right to self-determination.
Creating and conducting ethical studies is crucial for respecting participants’ wellbeing, autonomy, and
rights; as well as collecting meaningful data. Ethical research does not begin or end with an ethics board
review. Taking a broader review of everyday ethics, the framework of “person-oriented research ethics”
(American Anthropological Association 2012; Cascio and Racine 2018) provides guideposts for
understanding experiential and relational aspects of research ethics. This existing framework is applicable
in diverse social fields. The purpose of this article is to use and expand the theory in the context of dementia
research ethics through a purposive review of the current state of research ethics literature regarding
studies that may involve participants with dementia.

Background
According to the World Health Organization, approximately 50 million people have dementia,
with 10 million new cases occurring each year (World Health Organization 2018). Dementia is one of the
leading causes of disability in older people, seriously affecting those with the diagnosis and their
surrounding social networks (World Health Organization 2018). Its degenerative symptomology and
widespread impact have garnered significant academic attention and resources. During the 2017 fiscal year,
the US National Institutes of Health spent approximately $1.4 billion on research in Alzheimer’s disease
and related dementias (US National Institutes of Health 2017). Despite the considerable financial resources,
conducting research on dementia is still logistically challenging. Two of the most salient barriers to
completing timely, meaningful research are low enrollment and high attrition (Grill and Karlawish 2010).
In reviewing recent commentary on ethical practices in dementia research, we hope to understand the bases
for these barriers and potential solutions to overcome them.
Currently, there is no biological diagnostic test for dementia. The syndrome is progressive in
nature (Mayo Clinic 2018; World Health Organization 2018). Although many people assume older adults
generally develop dementia, the term is used to specify an experience that is not a normal part of aging.
Understanding how people delineate and qualify boundaries between “normal” and not has long been a
central topic of study in anthropology (Benedict 1934), including the anthropology of aging (Cohen 1998;
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Lock 1993). Dementia specifically has been and continues to be (e.g., Antelius and Plejert 2016, Fetterolf
2015, Young 2015) an important topic in the anthropology of aging. The expectations and milestones of
aging are inseparable from their sociocultural contexts. Although some may have biological bases, such as
menopause, the expected experience is largely derived from both medical and social aging commentary
(Lock and Kaufert 2001). Historically, defining the boundary between normal cognitive aging and dementia
has been a significant point of contention (George et al. 2011; Lock 2013). The “entanglement of dementia
and aging” (Lock 2013, 9) challenges social categorization and the culture of diagnostic medicine
developing discrete, reliable categories for degrees of age-related and pathological cognitive impairment
has been an ongoing challenge largely because of its subjectivity and questionable correlation with
biomarkers (Lock 2013). Frail older adults who show no symptoms of dementia can be subject to
paternalistic healthcare because of the assumption that they necessarily have a lesser cognitive capacity
(McNally and Lahey 2015). While we focus on literature specifically addressing participants with dementia,
we do not exclude studies based on how the researchers defined dementia, and we recognize that other
adults may be subject to similar considerations or stereotypes by researchers and research ethics
committees (RECs). We also acknowledge the variability of experiences included under the label of
dementia, and the fact that participants with a diagnosis may also be subject to stereotypes based on ideas
about dementia. Indeed, stereotypes about diagnoses and implications about capacity are a problem across
studies including participants with many types of cognitive disabilities or differences (Cascio and Racine
2018).
Like a large portion of society, RECs can have biases. The purpose of RECs is to ensure that research
methodologies are ethical to protect the welfare of the participants (Pachana et al. 2015). However, if RECs
operate under the ageist stereotype that older people generally have a lower cognitive capacity, they will
be over-protecting a large portion of the population (Forlini 2017). Under this assumption, older people are
unable to participate in research safely and ethically. This assumption can result in the rejection of these
studies by RECs, further limiting the opportunities for discovery and participation in research (Pachana et
al. 2015). It also discourages researchers from engaging in studies involving this population because of the
bureaucratic hassle (Holland and Kydd 2015). Despite there being a large population of older people and
people with dementia who may wish to participate in research, they do not have the opportunity without
accessible studies available (Murray 2013). However, the impact of dementia symptoms on a person’s
cognition can impair their ability to self-advocate, thus resulting in further exclusion from research on the
basis of protection, paralleling for example social exclusion of people with dementia who do not “still
recognize” loved ones (Taylor 2008). RECs are in a position where they can reduce this discrimination by
understanding the value of research participation in older populations and questioning researchers who
exclude this population (Wood et al. 2013). They can also encourage researchers to shift away from viewing
research ethics as only a regulatory requirement.
Reducing research ethics to a bureaucratic burden does not acknowledge the values that ethics
guidelines promote (Cascio and Racine 2018). Ethical research practices go beyond fulfilling regulations
and receiving REC approval (Lichtner 2014). They ensure that participants can have a safe and positive
experience participating in the study, even in interactions that do not directly pertain to data collection
such as recruitment, waiting periods, data analysis, and dissemination of the results. Scholars have
suggested ethical practices for implementation in addition to regulatory requirements, promoting the
positive engagement of society in research (Cascio and Racine 2018). These practices promote the inclusion,
and thus discourage discrimination against, participants who are vulnerable (ibid.).
Person-oriented research ethics embraces a view of ethical practices as complementary to
regulatory requirements. It is inspired by principles of person-centeredness and patient-centered care as
applied to a research context (Cascio and Racine 2018), and draws from anthropological theories and
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methods including person-centered ethnography (Hollan 1997; LeVine 1982) and relational ethics (Meloni
et al. 2015). In their recent work, Cascio and Racine have outlined five practical guideposts for
implementing person-oriented research ethics (see Figure 1): (1) focus on researcher-participant
relationships; (2) respect for holistic personhood; (3) acknowledgment of lived world; (4) individualization;
and (5) empowerment in decision-making (2018). Focusing on the researcher-participant relationship is an
effort to minimize the power imbalance inherent to this relationship. Having respect for holistic
personhood highlights that research participants are entitled to make their own decisions regarding
research enrollment. Acknowledging the participant’s lived world focuses on understanding factors
external to the study that can impact the research process, as well as the unique trajectories the research
can take with each participant. Individualization emphasizes adjusting the research methodology
according to each participant’s abilities and needs without compromising the integrity of the design.
Empowerment in decision-making maximizes the participant’s decision-making ability throughout the
research process. The five guideposts are illustrated in Figure 1 and further described and contextualized
in the Results and Discussion section of this paper.

Figure 1: Five guideposts of person-oriented research ethics (adapted from Cascio and Racine 2018)

Guiding research by the guideposts of person-oriented research ethics in studies involving people
with dementia requires consideration of both the participant and their caregiver, who may also be their
research partner or proxy. In dementia research, the research partner oversees the study, acting as an
informant for the researcher and an advocate for the participant (Cary et al. 2015). The caregiver, research
partner, or proxy will likely have their own set of values, abilities, and needs during the process (Black et
al. 2014). Having a caregiver present can be necessary for more vulnerable participants; however, the
presence of a caregiver does not necessarily remove all ethics quandaries.
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Methods
This study employs a critical interpretive literature review using systematic sample searching
methods (McDougall 2015). The purpose of this review is to examine the key themes of recent literature on
ethical practices in dementia research and relate them to the five guideposts of the person-oriented research
ethics framework. It aims to elucidate potential challenges that underlie difficulties in conducting research
with participants with dementia. It also identifies tensions and suggestions regarding designing ethical
studies that acknowledge the specific needs of older persons (>65 years of age) with dementia and their
caregivers. The review is limited to articles published between 2013 and 2017 This five-year range thus
represented an exploratory investigation into the cutting edge of dementia research ethics.
Our review is descriptive, not evaluative. We identify literature purposively, to define the contours
of the person-oriented research ethics framework in the context of dementia research, not to evaluate the
presence or absence of ethics discussions in the literature, although we do identify tensions within these
discussions. Our search strategy aims at finding sources that address research ethics and excluded others.
Our refinement and enrichment of the person-oriented research ethics framework in this context uses a
bottom-up approach, building from existing discussions in the literature, and not a top-down approach
that judges these discussions against a pre-existing standard. Indeed, person-oriented research ethics is
intentionally open-ended and amenable to this approach.

Selection of Databases
We selected Ovid Medline, Web of Science, and ProQuest Philosopher’s Index databases for the
sample search. Ovid Medline is a database specifically for biomedicine, which allowed us to gather data
on clinical research and practice. Web of Science is an interdisciplinary database that covers articles in both
the medical sciences and social sciences. This database was useful to avoid potential biases of focusing on
clinical literature and examine the social science research on relevant topics, such as meaningfulness,
ageism, and lived experiences. ProQuest Philosopher’s Index is a database that covers philosophical and
interdisciplinary research, which allowed us to gather literature from a philosophical perspective including
philosophical ethics.

Proposed Keywords
For our study, an initial list of keywords was constructed based on preliminary searches on ethics
and aging studies. The keywords were then divided into two main categories: ethics and target population.
Different combinations of the keywords were searched, including sometimes in conjunction with
“research,” and the number of hits was recorded for each of the three databases. The quality of the results
was evaluated vis-à-vis the purpose of this research. From there, the keywords were narrowed down based
upon the number and quality of hits. For example, every query using “cognitive impairment” resulted in
fewer hits than using “dementia,” but using “dementia” resulted in more articles relevant to our review.
Thus, “cognitive impairment” was eliminated from the final list of keywords. All possible combinations of
terms were included in the final query.
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ethic* AND dementia AND research

Ovid Medline

bioethic* AND dementia AND research
neuroethic* AND dementia AND
research
ethic* AND ag*ing AND research
bioethic* AND ag*ing AND research
neuroethic* AND ag*ing AND research
*ethic* AND dementia AND research

Web of Science2

*ethic* AND ag*ing AND research
ethic* AND dementia AND research

ProQuest
Philosopher's Index

bioethic* AND dementia AND research
neuroethic* AND dementia AND
research
ethic* AND ag*ing AND research
bioethic* AND ag*ing AND research
neuroethic* AND ag*ing AND research

Table 1: Search Queries, October 17, 2017
* = truncation

Title and Abstract Review
The title and abstract of each article from the initial query (n=1,836) were screened for relevance to
ethical practices in dementia research. An article was included if it discussed the ethics of research in older
people and end-of-life patients with dementia, a cultural perspective of autonomy in older people, or legal
protocol regarding research consent in older patients with dementia. Other topics that fell under the
domains of person-oriented research ethics specifically and of research ethics more broadly were also
included, for example an article that discusses optimizing patient-centered outcomes research (Wadekar,
Sharma, and Battaglia 2015) and an article that discusses sensitive interviewing (Dempsey et al. 2016). The
search was not limited to studies conducted in a specific geographic region. All titles of included articles
were imported into a spreadsheet in preparation for data extraction. A source was excluded if it did not
pertain to research participants with dementia or focused on patients that are under 65 years of age. All
sources not involving human subjects or written in a language other than English were also excluded. From
the primary search, 143 articles were questionable, and 256 articles were included from the original 1,836
articles. Both questionable and included articles progressed to the full review (n=399).

Full Review and Data Extraction
After reading the full article, an article was excluded (n=341/399) if it did not fit the initial inclusion
criteria, as discussed above (i.e., if it was not about research ethics or regarding the population of interest).
If an article that discussed ethics of medical care did not involve discussion of the ethics of a research
method, it was also excluded.3 An article was also excluded if it discussed ethics of research topics but did
not discuss research participants themselves or ethical practices in methodologies.4 Additionally, if an
article did not discuss research ethics and did not address any ideas that are applicable to the personoriented research ethics framework, the article was excluded. The literature was reviewed for relevance to
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the five guideposts of the person-oriented research ethics framework (Cascio and Racine 2018). Content
was extracted and copied into a spreadsheet as quotes if they pertained to any of the five guideposts.

Figure 2: Review Flow Chart
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Results and Discussion
The search yielded 1,836 individual papers. After the primary and secondary content reviews, 58
papers were included for data extraction (see Figure 2). The following sections highlight common themes
found in the literature that are relevant within the participant-oriented research ethics framework. Each of
the five guideposts of the framework are summarized under the context of dementia research and
discussed using the search findings. A short discussion is included at the end of each of the five sections.
Table 2 summarizes practical guidance found in the reviewed literature.
•

Focus on
researcherparticipant
relationships

•
•
•
•
•

•

•
Respect for holistic
personhood

•
•

Acknowledgment
of lived world

•
•

Individualization
•

Empowerment in
decision making

•
•
•
•
•

•

Be aware of and respond to distress cues using a participant-specific predetermined
distress protocol
Maintain positive relationships with gatekeepers
Provide gatekeepers with accessible information in advance
Express concern for caregiver’s wellbeing and provide them with resources (e.g., social
networks, accessible information)
Establish positive closure between the researcher and participant at the end of the study
Be mindful of language in communicating with the participant and publishing the study
(i.e., the complexity of language used, how the participant labels and identifies their
cognitive condition)
For interview-based research, schedule time and location according to participants’
preferences, use a conversational tone, and use engaging active listening skills
Refrain from implicitly and explicitly excluding participants with dementia in research
unrelated to dementia
Adjust communication techniques according to individual participant's needs, grounded
in knowledge of dementia
Identify relevant other parties (e.g., gatekeeper, caregivers, and proxy decision-makers)
and engage with them as needed, following suggestions in “focus on research-participant
relationships” above and “empowerment in decision-making” below
Tailor messaging about study to balance the avoidance of stigma with valuing
transparency
Adjust research schedules according to each participant's level of lucidity at different
times of day
Ask for consent during moments of peak lucidity
Use ongoing consent
Recognize the participant's agency to make a decision outside of their "best interest"
Consider proxy consent, but use with caution
Consider advance directives, but use with caution
Adjust communication techniques to prioritize obtaining consent from the participant
before resorting to a proxy or advance directive
o Present information in an accessible format to each participant
o Allow for participants to consent to some parts of a study and not others
Allow the participant to leave the study at any point, even if a proxy gave consent

Table 2: Practical Suggestions Extracted from Literature
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Focus on Researcher-Participant Relationships
Researchers have power over their participants due to the social structure surrounding recruitment
in studies, and the potential for cognitive impairment in participants with dementia to heighten power
disparities. Focusing on the researcher-participant relationship is an effort to minimize this difference in
power to ultimately help the participant feel at ease, comfortable, and safe throughout the study (Cascio
and Racine 2018). Being aware of the researcher-participant relationship is particularly important when the
participants have dementia because they may be unable to communicate discomfort, may feel like they do
not have the ability to do so, or may be structurally disadvantaged in doing so. Researchers may have to
rely on their awareness of the researcher-participant relationship to understand the participant’s comfort
level and experience. Additionally, the researcher-participant relationship in dementia studies requires an
awareness of the experiences of both the participant and their research partner (who advocates for the
participant), if they have one.
In recent literature, researchers have discussed the researcher-participant relationship in detail
particularly as it relates to interview-based studies. They have suggested numerous strategies for
conducting interviews that are mindful of the participant (Dempsey et al. 2016). For example, the location
and environment of the interview seems to impact how the participant feels during the interview.
Scheduling the interview according to the participant’s schedule and location preferences diminishes the
burden for the participant and caregivers. It gives the participant control of their environment, giving them
a sense of security and safety (Dempsey et al. 2016). Allowing participants to be active agents in the research
process can reduce the power disparity between the researcher and participant. For example, the researcher
can allow the participant to direct the conversation instead of adhering to an interview schedule (Novek
and Wilkinson 2017). Conducting the interview in a private space may increase the participant’s comfort
especially if the conversation may become more sensitive. Providing refreshments and tissues may also
contribute to the comfort of the participant when discussing difficult topics (Dempsey et al. 2016).
In addition to the setting, the manner in which the researcher conducts the interview can impact
the participant’s experience. Conducting the interview in a conversational tone can support the participant
in maintaining their train of thought (Murray 2013). Similarly, engaging in the conversation with active
listening skills may help the participant feel at ease, allowing the conversation to flow naturally (Dempsey
et al. 2016). Both of these strategies can give the impression that the interviewer has an interest in the
participant as a person, rather than just a source for data (Dempsey et al. 2016; Hughes and Romero 2015).
Being mindful of these strategies during interviews that contain sensitive talking points may be beneficial
because it is ethical for the researcher to avoid causing any excess psychological harm (Novek and
Wilkinson 2017). Providing comforting human touch and maintaining empathetic discourse can also be
useful in more emotionally difficult interviews (Swarbrick, Sampson, and Keady 2017).
Interviews require the participant to disclose information about the self, which may cause
emotional vulnerability and turmoil that results in the participant experiencing some distress during the
study (Dempsey et al. 2016). Distress cues can have a subtle or sudden onset, so being attentive to the
participant may aid in addressing the participant’s distress (Novek and Wilkinson 2017). Being reflexive
during the study and adjusting the research protocol to the participant’s needs may help mitigate distress
(West et al. 2017). This can include taking breaks as needed and potentially ending the interview
prematurely for the day if the participant wishes (Novek and Wilkinson 2017). To more easily adjust to the
wide range of emotions a participant may experience during an interview, researchers can prepare for these
adaptations in advance. Developing a distress protocol can take place before beginning interviews so
interviewers can remain grounded if distress occurs (Dempsey et al. 2016). Asking research partners and
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caregivers which topics may be more sensitive for each participant allows researchers to feel more prepared
and mindful before entering the interview (Novek and Wilkinson 2017).
The relationship between researchers and gatekeepers is a contributing factor for maintaining a
positive researcher-participant relationship. In a research context, gatekeepers are anyone who can limit
access to a potential participant, including caregivers and family members. Thus, maintaining a positive
relationship with the gatekeeper is crucial because gatekeepers can mediate the researcher-participant
relationship. Meeting the gatekeeper in person can initiate a trusting relationship, setting the groundwork
for a smooth experience for all parties (Dempsey et al. 2016). Providing gatekeepers and participants with
accessible information they can take home to read in advance can also encourage a positive relationship
(Holland and Kydd 2015).
Caregivers can play an important role in the participant’s life and affect their research experience.
Facilitating participation in research can add burden to the already physically and emotionally taxing task
of caring for another person (Prusaczyk et al. 2017). Expressing concern for the caregiver’s wellbeing may
generate a more positive research experience for all parties. Some caregivers’ motivation for enrolling
participants in research stems from a need for information, especially if they do not have much experience
caring for people with dementia. Participating in research can provide them with a network of people who
can empathize with their experiences (Black et al. 2014). Providing caregivers with resources and checking
in on them can positively impact the relationships between all parties (Assari and Lankarani 2016; Black et
al. 2014).
The research process can blur the boundaries between the researcher and caregiver roles (Lichtner
2014). The researcher may care for the participant’s emotions during the interview session, and this can
create a caregiver-like bond between the researcher and participant. Thus, some have suggested that it is
imperative that both the researcher and participant have positive closure at the end of the study. Instead
of a harsh end to the relationship, gradually withdrawing from the participant can take place (Dempsey et
al. 2016). Asking the participant clarifying questions, following up with the final publication, and sending
cards for birthdays are appropriate after the study concludes (Poscia et al. 2017).
Being mindful of language choice when interacting with participants and their caregivers can
enhance the researcher-participant relationship. In general, avoiding stigmatizing language can deemphasize the participant’s vulnerability and lack of power in the situation (Novek and Wilkinson 2017).
For example, the term “dementia” can be stigmatizing for some participants, especially if the participants
have forgotten or are unaware of their diagnosis (Heggestad, Nortvedt, and Slettebo 2013; Higgins 2013;
Novek and Wilkinson 2017). Thus, some have suggested using the term “memory problems” until the
participant labels their difficulties as “dementia” (Higgins 2013). This raises critical questions regarding
consent and data dissemination. Asking a participant to consent to a study on memory problems and later
publishing the data as a study on dementia can be misleading and paternalistic, potentially causing
psychological harm to the participant. Therefore, researchers being mindful that the language they use to
obtain consent requires reflection on how they would like to publish or promote their findings (Novek and
Wilkinson 2017).
Focusing on the researcher-participant relationship can be beneficial for both the participant and
the researcher. Participants having positive experiences in research may lower attrition rates, thereby
allowing the researchers to collect more meaningful data (Poscia et al. 2017). Yet, maintaining a positive
relationship via some of the aforementioned strategies, such as following up with the participants after the
completion of the study, requires both time and money auxiliary to the resource requirement of data
collection. Factors such as study design and methods could moderate the degree of caretaking the
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researcher experiences during their interactions with participants. It also may be difficult to avoid blurring
the boundaries between researcher and caregiver, if at all possible, making the research termination more
difficult to navigate because of the additional emotional connection. Thus, researchers could anticipate
adopting a caregiver-like role and prepare to compassionately navigate this responsibility. The higher
quality data may outweigh the costs of maintaining such a positive relationship. Additionally, RECs may
be more inclined to approve of a study that positively impacts its participants by means of additional
emotional support.

Respect for Holistic Personhood
Respect for holistic personhood recognizes the importance of including vulnerable participants in
research and creating dementia-friendly accommodations to facilitate participation. In the context of
research involving older participants, respecting holistic personhood values the enrollment of people with
dementia and considers their needs throughout the research process. This includes allowing people with
dementia to have access to research and not excluding them, while also acknowledging the selfhood of
people with dementia despite having potential impairments in decision-making (Cascio and Racine 2018).
In anthropology, “selfhood” is the idea that each person has individuality. It relies on the idea that people
have a self, or a constant, permanent stream of consciousness throughout their lives (Scheper-Hughes and
Lock 1987). Thus, a person contextualizes their continuous self within a temporal construct of their past,
present, and future (Cohen 1998). Because dementia can compromise a person’s memory and cognition,
and therefore impact their conscious continuous self, it can complicate decision-making (Buller 2015b). A
dementia diagnosis can divide the continuous self into pre-diagnosis and post-diagnosis selves (Cohen
1998). Navigating this duality can be difficult from a researcher’s perspective, especially if there is conflict
between the past and present selves. However, respect for holistic personhood values the research
contributions of people with dementia and recognizes their personhood by considering the appropriate
accommodations to facilitate their participation (Cascio and Racine 2018).
The articles that related to respect for holistic personhood typically fell into two main categories:
medical research and social research. For research in either category, including people with dementia in
studies can be beneficial for both the researcher and the participant, but the articles contextualized the
benefits of research participation differently. By choosing to safely and ethically include this population,
researchers are advocating for the population’s wellbeing.
Researchers have noted that because dementia symptoms vary drastically between people, there
is also variation of communication abilities (Murray 2013; Novek and Wilkinson 2017). To accommodate
the specific needs of participants with dementia and to make research more accessible, communication
techniques can be adjusted, ideally by providing supplemental media to aid in the individual’s
understanding. This can be particularly useful during consent processes and the giving of instructions
(Hughes and Romero 2015; Murray 2013). An inability to communicate in a certain modality does not imply
a lack of understanding or cognitive ability (Murray 2013). Adjusting communication according to the
participant’s preferred modality can make the exchange of information easier (Murray 2013; Novek and
Wilkinson 2017). Additionally, it helps in maintaining the person’s autonomy by inviting them to
communicate their own decisions (Murray 2013).
Communication barriers can lead researchers to underestimate a person’s cognitive capacity and
sense of self (Witham, Beddow, and Haigh 2015). Having dementia presents challenges to a person’s
selfhood because it limits the ability to express individuality (Buller 2015b; Oneill 2013). However, if a
person cannot communicate in a manner that others acknowledge, they may not properly recognize that
person’s selfhood or holistic personhood (Oneill 2013). A person with dementia can still have a sense of
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identity despite having bouts of confusion (Witham, Beddow, and Haigh 2015). Challenges to
communication do not erase their selfhood, even if researchers are unable to fully comprehend it (Novek
and Wilkinson 2017).
People with dementia typically experience significant exclusion from both social and medical
research (Dowson, Doyle, and Rayner 2013; Onyemelukwe 2013; Prusaczyk et al. 2017 Wood et al. 2013).
There are several factors contributing to this exclusion, including administrative limitations, a lack of
accommodation, comorbidities, and gatekeepers (Prusaczyk et al. 2017). Meeting the administrative
requirements, such as obtaining REC approval and adhering to deadlines, is more challenging because of
this population’s vulnerability. Researchers cite having a negative experience passing RECs and recruiting
enough participants in a reasonable amount of time. Additionally, some researchers incorrectly assume
that including people with dementia is prohibited (Henwood, Baguley, and Neville 2015). There is some
uncertainty in conducting studies with vulnerable populations, creating additional challenges that
researchers may not feel able to address.
In the medical literature, there is a focus on the implications of exclusion for knowledge
production. Performing research with participants who have dementia can lead to discoveries of new
treatments and therapies. Inclusion of these participants would actively contribute to the treatment of
future generations by producing new information through research (Gilbert et al. 2017). Many people who
have dementia also have comorbidities, and including them in studies not focusing on dementia will
increase external validity (Prusaczyk et al. 2017). They may wish to participate in research pertaining to
these other aspects of their life; however, the dementia diagnosis is a common exclusion criterion (Gilbert
et al. 2017; Onyemelukwe 2013). Researchers who do not typically conduct studies that focus on dementia
may not want to engage in the uncertainty and challenges that come with including participants with
dementia (Onyemelukwe 2013). However, such exclusion from research can increase this population’s
vulnerability (Heggestad, Nortvedt, and Slettebo 2013). Additionally, the participants’ caregivers may not
wish to accept the burden of facilitating access to a study that does not focus on dementia if having
dementia is the participants’ most significant health issue (Dowson, Doyle, and Rayner 2013).
In social research, both knowledge production and the personal significance of participating in
research were discussed. Involving participants with dementia in social research can reduce stigma and
help advocate for this population. Participating in research gives people with dementia a voice and
recognizes them as active members of society. If the general population gains a more accurate and valid
understanding of dementia, there may be a reduction of stigma. Thus, including people with dementia in
social research is a means of advocacy because higher inclusion rates lead to more information production
and dissemination (Heggestad, Nortvedt, and Slettebo 2013).
In both social and medical research, scholars have largely cited navigating gatekeepers as a
significant challenge to accessing people who have dementia. Because this population is vulnerable, as
defined by the World Health Organization, they typically have several gatekeepers that attempt to protect
them from the potential burden or harm of participating in studies (World Health Organization 2015;
Hughes and Romero 2015). Several researchers have reported difficulties in recruiting participants with
dementia because a gatekeeper denied access or asked for a specific participant to be excluded (Dowson,
Doyle, and Rayner 2013). Gatekeepers also may be more likely to grant access if the potential participant is
only in the early stages of dementia, which can result in a selection bias in the study (Hughes and Romero
2015).
Articles identified in this part of the review also paid significant attention to the ethics of exclusion.
Although the grounds for excluding people with dementia suggest that inclusion would be unethical,
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excluding this population on the basis of their diagnosis can also be unethical in certain circumstances
(Dowson, Doyle, and Rayner 2013; Monroe et al. 2013). Denying this population the opportunity to
participate in research solely because of the challenges their diagnosis presents, and not for the genuine
safety of the participants, actively perpetuates discriminatory, ageist beliefs (Hughes and Romero 2015).
Additionally, participating in research can be a valuable way to be active in society, and automatic
exclusion from research denies this experience (Thorogood, Deschenes St-Pierre, and Knoppers 2017).
We found some disagreement in the literature regarding respect for holistic personhood. One of
the primary issues is difficulty in navigating research administration. While researchers may wish to be
inclusive of people with dementia, RECs may reject the proposal and thereby devalue their participation.
This can demotivate researchers to include a significant portion of the older population. A 2012 review
examined the exclusion rate of those with dementia-related cognitive impairment, revealing a 29% explicit
exclusion rate in the sample of studies (Taylor et al. 2012). Other studies included in the review employed
recruitment strategies that likely reduced the participation of those with cognitive impairment (ibid.).
However, having respect for holistic personhood in both medical and social research can have significant
benefits. In medical research, including participants who have dementia in research that does not centrally
focus on dementia can make the data more generalizable to the older population. For example, in studies
regarding treatment efficacy, inclusion of people with dementia can highlight whether a treatment is
accessible and therefore effective for people who may have memory difficulties. In social research,
inclusion of people with dementia can allow their voices to be heard, thus raising awareness, which can be
a valuable and empowering experience for the participants.

Acknowledgment of Lived World
Acknowledging the lived world of a participant with dementia involves understanding the
implications of both the diagnosis and the research study on the person’s day-to-day life. The lived world
encompasses participants’ social experiences of illness (following Kleinman 1988) or disability (following
Oliver 1983), and specifically the effect that participants’ experiences in a world outside the research context
may have on their present needs and overall experience within the research context (Cascio and Racine
2018). Likewise, participating in research can affect how they experience living with dementia.
Acknowledging the lived world of someone with dementia involves understanding how their own and
their community’s beliefs and values can play a role in the research process.
As several researchers have noted, participating in both social and medical dementia research
could impose a significant social risk (West et al. 2017). Society stigmatizes dementia, so those who begin
to openly identify (or are identified by others) as having dementia may experience changes in how others
treat them (Novek and Wilkinson 2017; Witham, Beddow, and Haigh 2015). These changes can include
making assumptions about the person’s cognitive ability, safety, and judgment, calling into question their
identity as an autonomous adult (Reed, Carson, and Gibb 2017). Concepts such as relational autonomy,
important in research ethics generally and person-oriented research ethics specifically, helpfully parallel
long-standing anthropological skepticism towards the notion of a bounded, individual, egocentric self that
underlies many discussions of autonomy in bioethics (see e.g., Buchbinder, Frank). Additionally, these
social risks can cause people to feel less inclined to participate in research, especially if they have friends,
family, or employers who can become aware of their participation (West et al. 2017). Identifying as a person
who has dementia can negatively impact any and all relationships, including the relationship between the
person and their self through internalized stigma. Participating in a dementia-related research study asks
the participant to confront and acknowledge their identity as a person with dementia, which may be
stigmatizing to the extent of deterring them from participating in research. A similar concept exists among
some of the HIV+ population who choose to not receive antiretroviral therapy because of the emotional
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burden of having a daily reminder of their HIV status (Persson et al. 2016). Acknowledgement of lived
world requires understanding that these risks can impact the participation experience and participating in
research can validate a person’s status as a member of a stigmatized population.
Participating in a study may increase the daily challenges of having dementia, such as
remembering additional appointments and following directions (Black et al. 2014). People and
organizations that support people with dementia in their daily lives are also involved in everyday issues
of research. These significant other people include family members, caregivers, and assisted living staff. If
the person with dementia has a caregiver, the caregiver needs to accommodate the research requirements
in their routine (ibid.). This can be difficult and thereby discourage participation in studies because even if
the person with dementia wishes to participate, they might not have access due to their caregiver’s
schedule. Long-term care facilities may be less willing to accommodate individual patients’ research
schedules, and family members may live too far or may be unable to be free to facilitate these appointments
(Wood et al. 2013). The caregiver may also have differing views on whether the person with dementia
should be engaging in research, so they could simply be noncompliant in providing access (Dunn et al.
2013). However, it is worth noting that although most articles that discussed caregiver burden suggested
it can inhibit participant enrollment, but Cary et al. (2015) argue there is no association between willingness
to participate in research and caregiver burden.
The notable lack of articles in comparison to other guideposts could indicate a gap in research, an
oversight by researchers, or a need for better strategies to discuss such an individualized topic. The major
area in which a participants’ lived world is discussed in the literature is through discussions of gatekeepers,
caregivers, and proxies which overlap significantly with content in the guideposts of researcher-participant
relationships (researchers must also build relationships with third parties) and empowerment in decisionmaking (when researchers consider proxy decision-makers). Although not discussed in the research ethics
literature, there are also other significant persons who may have an impact on the research process.
Notably, people with dementia may frequently talk about deceased or absent loved ones who continue to
have a profound influence on the daily lives of participants.5 Observing the influence of absent or dead
others in the lives of a person with dementia—whether the person with dementia experiences those others
as dead or not—would be fully in line with longstanding anthropological engagement with the agential
power and relational influence of the dead as ancestors, ghosts, memories, and so on.
Acknowledging the lived world of the participant is not always something that researchers can
easily describe in their methods because it can simply be an empathetic attitude implicit in researcherparticipant interactions. It is also largely participant-specific, so addressing this guidepost explicitly in their
methods would be difficult in studies with numerous participants. For example, some participants may go
through periods where they forget the focus of the study or their dementia diagnosis, thus using the term
“dementia” may be disturbing (Bunn et al. 2012). Entirely avoiding the term could also be dishonest and
unethical. Detailing these situations within the context of a methodology would be arduous but perhaps
necessary, considering the current lack of resources in navigating dementia labels in research. Similar to
focusing on the researcher-participant relationship, acknowledging the lived world and exercising
empathy can decrease attrition by making research more accessible and comfortable (Poscia et al. 2017).
Understanding the social and lived implications of participating in research can allow the researcher to
adjust the protocol to make it more accessible to a larger population and increase enrollment.

Individualization
The guidepost of individualization in dementia research recognizes that even within culturally
patterned social contexts, there are important individual differences in how each person may experience
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their diagnosis, with both symptom presentation and day-to-day living. It considers these experiences
throughout the research process and accommodates them as much as possible. Individualization goes
hand-in-hand with acknowledging the person’s lived world in that they both recognize how much
variation there is within the dementia population. Literature pertaining to individualization in dementia
research largely focuses on the implications of the variety in symptom presentation.
Scholars have suggested that researchers, health care practitioners, and anyone in a position of
power over a person with dementia may automatically infantilize them on the basis of their diagnosis. A
dementia diagnosis does not imply the incapacity to make decisions, nor should it be the basis for
assumptions regarding the person’s cognitive ability (McNally and Lahey 2015). In general, dementia is a
progressive illness, but symptoms can vary from person to person. The progression is not necessarily linear,
either, so knowing a person’s typical symptom presentation does not allow for a sweeping generalization
of their cognitive deficit. There can be high variation day-to-day and even hour-by-hour, with some people
experiencing sporadic bouts of confusion or lucidity (West et al. 2017). Scholars have suggested it is up to
the researcher to adjust their schedule accordingly. If a participant is typically more confused during a
certain time of the day, the researcher can avoid performing the study at that time (Prusaczyk et al. 2017).
Likewise, the researcher can ask for consent when the participant is most lucid, giving the participant
maximal agency in the process (Prusaczyk et al. 2017; West et al. 2017).
Similar to acknowledgment of lived world, there were notably few articles pertaining to
individualization. Per its title, this guidepost is participant-specific and difficult to discuss within an article
that is not expressly discussing individualization. Additionally, the progression of dementia may cause a
participant’s needs to change throughout the study. We acknowledge that these details may be difficult to
document within the confines of a research article.
Adjusting to each participant’s schedule and abilities can be especially difficult when dementia
symptoms vary day-to-day (Dempsey et al. 2016). However, these adjustments could make a formerly
ineligible participant eligible for enrollment. Accommodating individual participant’s needs allows more
people to participate in research and can give participants a more positive experience throughout the
process. Additionally, adjusting a medical study that does not focus on dementia to the specific needs each
participant with dementia, and thus allowing them to participate, generates a more representative sample
of the older population. This can increase the external validity and make the data more meaningful
(Prusaczyk et al. 2017).

Empowerment in Decision-Making
Empowering a person with dementia in decision-making processes is an effort to retain their
autonomy, and it allows them to act as their own agent as much as possible. Specifically, in dementia
research, empowerment in decision-making allows participants to make any decision they are cognitively
able to and provides participants with assistance in the decision-making processes if they need it. In the
literature pertaining to this guidepost, the discussion primarily focuses on consent practices.
One strategy for empowering decision-making is the notion of ongoing consent already wellrecognized by anthropologists and established in the American Anthropological Association Code of Ethics
(American Anthropological Association 2012; Heggestad, Nortvedt, and Slettebo 2013; Overton et al. 2013;
Thorogood, St-Pierre, and Knoppers 2017). It is a process where researchers continually ask for consent
throughout the research project, thereby establishing a trusting relationship and providing many
opportunities for dissent. Likewise, it provides several opportunities for the participant to make informed
decisions and renegotiate the terms of consent (Heggestad, Nortvedt, and Slettebo 2013). These decisions
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can be adjusted to the participant’s cognitive abilities (Heggestad, Nortvedt, and Slettebo 2013; Monroe et
al. 2013).
Some scholars suggested that proxy consent is sufficient if the participant has decisional
impairment, provided that the researcher allows the participant to leave the study if they wish (West et al.
2017). However, this is a point of contention. On the one hand, participant’s wishes are of primary
importance even with proxies and assisted decisions (Hughes and Romero 2015; Monroe et al. 2013). A
participant’s decision-making capacity largely depends on the decision in question and the participant may
not always need assistance (Dowson, Doyle, and Rayner 2013). Yet, on the other hand, other scholars
suggest that advance research directives (a legal document written while a potential participant has consent
capacity that allows the participant to express their preferences regarding research enrollment should they
later not have consent capacity) more effectively preserve autonomy because it is still unclear why a proxy
would be in a better position to determine the best interest for the participant over the participant’s
previous wishes (Jongsma and van de Vathorst 2015a).
Participants in dementia research have the right to make informed decisions, despite their status
as members of a vulnerable population (Pachana et al. 2015). Participants with dementia even have the right
to make decisions that are not in their “best interest” (Jongsma and van de Vathorst 2015a). For example, it
may not be in the “best interest” of the participant to enroll in a biomedical study that does not suggest the
potential for treatment. The participant may wish to enroll in a randomized controlled trial out of altruistic
motivation, despite its burden and lack of medical benefit. Thus, a participant making a decision not in
their “best interest” is not a sufficient basis to reject the decision (Jongsma and van de Vathorst 2015a).
Similarly, scholars have denied its validity as an argument for assuming that the participant has low
decision-making capacity (ibid.).
Advance research directives are another strategy to empower the decision-making of a person with
dementia. They preserve the person’s autonomy by allowing them to express their future wishes and
desires before they become symptomatic (Jongsma and van de Vathorst 2015a; Onyemelukwe 2013).
Although a person may not be able to explicitly reaffirm their previous decisions at the time of research
enrollment, this does not indicate a change in preferences (ibid.). The wishes they outline in their advance
directive are expressions of selfhood, and allowing them to make decisions about their future maintains
their role as their own agent (Buller 2015b). However, outlining future research decisions in an advance
directive is relatively uncommon because advance directives are traditionally for healthcare (Dowson,
Doyle, and Rayner 2013). If a person with dementia does not have an advance research directive and is too
symptomatic to consent, scholars suggest allowing them to appoint a proxy is another strategy for
empowering their decision-making (Black, Wechsler, and Fogarty 2013).
It is the researcher’s responsibility to enable the participant to take part in decision-making to the
best of their ability (Heggestad, Nortvedt, and Slettebo 2013). Additionally, caregivers can underestimate
the abilities and strengths that a person with dementia retains; thus, presenting research information
personally to the participant may reveal their higher decisional abilities (Gilbert et al. 2017). Participants
with dementia who are unable to consent to the entire study may still be able to make other, smaller
decisions in the study. For example, they may be able to understand and consent to parts of the project,
exercising some agency in the consent process (Dowson, Doyle, and Rayner 2013).
Empowerment in decision making is the guidepost that is most discussed in current literature,
possibly because of its legal relevance in navigating the issue of the decision-making capacities of
participants with dementia. Although legal regulation is a significant component of ethics, it does not
encompass the entirety of ethics practices. Person-oriented research ethics focusses on everyday ethics,
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which often exists outside of the legal realm. Thus, in keeping with the person-oriented research ethics
framework, the data extracted specifically focused on everyday ethics.
We found contention about empowerment in decision-making, especially regarding the validity of
proxies and advance directives. Some scholars suggest that obtaining consent from proxies is a good
strategy when the participant is unable to make decisions, but others have argued that proxies might not
necessarily make the decision that the participant would have made prior to experiencing dementia
symptoms. Similarly, advance directives preserve autonomy, but the participant’s opinions may have
changed since creating the advance directive. Both of these strategies supersede obtaining consent from the
participant, which may be paternalistic and unethical if they are still able to consent to any aspects of the
research.
Documenting the consent process in publications would be a prudent step forward for dementia
researchers. We found significant uncertainty in the literature regarding consent largely because
researchers in the health sciences rarely describe their strategies or experiences in their final publications.
Beginning to record how they assessed their participants for capacity to consent and how they obtained
consent could help the process in future studies. It could also improve the experience for both the researcher
and the participants because the researcher will be more confident in the process.
Empowerment in decision-making for dementia research is complex from an anthropological
perspective. The emphasis on facilitating the participant to make decisions and provide consent is deeply
rooted in the notion that dependency is a loss of self and identity (Cohen 1998; Leibing and Cohen 2006;
Taylor 2008). Dividing the continuous self into pre-diagnosis and post-diagnosis selves is dubious because
of the “entanglements” Lock (2013) identifies between dementia and normal cognitive aging (Lock 2013).
Additionally, advance directives challenge the post-diagnosis self and have the potential to invalidate it
(Bunn et al. 2012). This is problematic because, much like normal aging, dementia is irreversible (Cohen
1998; Leibing and Cohen 2006). However, some individuals experience moments of lucidity, which
complicate the progression from pre-diagnosis to post-diagnosis self.

Conclusion
Handling more conventional research ethics issues as well as more relational and experiential
aspects of research ethics is of high importance considering the prevalence of dementia and the amount of
resources allocated to research on dementia. The person-oriented research ethics framework offers five
guideposts which help think about these relational and experiential aspects and tackle them. In our
extensive review of ethics and dementia literature, we extracted significant content pertaining to these
guideposts which demonstrates their relevance in both clinical and social research and the enrichment
brought by a purposive literature review. We address not only the ethical issues involved in research about
dementia, but also the desirability of including people with dementia in research on other topics that
interest them. Broadening the conversation in this way respects that people with dementia are not reducible
to their diagnosis, but live full and complex lives that might involve research participation.
Despite the wealth of information on dementia research ethics, there is a distinct lack of explicit
and consolidated dementia-specific guidelines available to researchers beyond the more conventional
regulatory requirements about topics such as consent and confidentiality. Person-oriented research ethics
requires attention to ethics beyond the regulatory. Dementia-specific guidelines in a person-oriented
research ethics framework would provide details on day to day interactions between researchers,
participants, and caregivers, research partners, or proxies. The literature also reveals that there are still
significant barriers to conducting ethical, person-oriented, research with participants with dementia. The
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systematic exclusion of participants with dementia is largely rooted in ageist conceptions of cognition in
older people and a lack of accommodations for those with dementia. By delving into the existing literature,
we have extracted some guidance, summarized in Table 2. However, these recommendations derive only
from recent literature on research ethics, understood within the context of various tensions described in the
narrative above. More targeted work needs to be done on the ground, to understand the everyday ethical
issues that affect participants with dementia in research. Such work would contribute to the empirical study
of human research ethics and frameworks of evidence-based research ethics (Kalichman 2009), which
benefits immensely from anthropological work describing inter- and intracultural variations in the
definitions, meanings, and experiences of ethics concepts. Such further work would inform a stronger set
of accessible, easy-to-use dementia-specific guidelines for researchers, informed by lived experience and
ethnographic expertise, which will assist in operationalizing person-oriented research ethics in a variety of
situations.5
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Notes
The work described in this paper was carried out at the Pragmatic Health Ethics Research Unit, Institut de
recherches cliniques de Montréal.
2 Web of science allows truncation at the beginning of words so this database required fewer queries.
3 Examples include an article that discusses the ethics of using monitoring devices for patients with dementia (Hall
et al. 2017) and an article that discusses the ethics of providing palliative care to patients with dementia (MahinBabaei, Hilal, and Hughes 2016).
4 Examples include an article discussing the ethics of growth hormone replacement research (Juengst 2002) and an
article discussing the ethics of extending the human life span (Partridge et al. 2009).
5 We are grateful to Christine Verbruggen for this observation.
1

References
American Anthropological Association. (2012). Code of ethics. Retrieved December 21, 2019, from
http://ethics.americananthro.org/category/statement/
Antelius, E. and Plejert, C. 2016. “Ethnoculturally-profiled care: Dementia caregiving targeted towards Middle
Eastern immigrants living in Sweden.” Anthropology & Aging 37(1):9-26
Assari, S., and M. M. Lankarani. 2016. "Depressive symptoms are associated with more hopelessness among white
than black older adults." Frontiers in Public Health 4:82. doi: 10.3389/fpubh.2016.00082.
Black, B. S., H. Taylor, P. V. Rabins, and J. Karlawish. 2014. "Researchers' perspectives on the role of study
partners in dementia research." International Psychogeriatrics 26 (10):1649-1657. doi:
10.1017/s1041610214001203.
Black, B. S., M. Wechsler, and L. Fogarty. 2013. "Decision making for participation in dementia research."
American Journal of Geriatric Psychiatry 21 (4):355-363. doi: 10.1016/j.jagp.2012.11.009.
Benedict R. 1934. Anthropology and the abnormal. The Journal of General Psychology 10(1):59–82.
Buller, Thomas. 2015a. "Response to commentaries by Karin Rolanda Jongsma and Suzanne van de Vathorst, and
Oliver Hallich." Journal of Medical Ethics 41 (8):711.
----. 2015b. "Advance consent, critical interests and dementia research." Journal of Medical Ethics: The Journal of
the Institute of Medical Ethics 41 (8):701-707.
Anthropology & Aging
Vol 41 No 1 (2020) ISSN 2374-2267 (online) DOI 10.5195/aa.2020.211 http://anthro-age.pitt.edu

Silva, Cascio, and Racine | 48

Bunn F, Goodman C, Sworn K, Rait G, Brayne C, Robinson L, McNeilly E, and Lliffe S. 2012. Psychosocial Factors
That Shape Patient and Carer Experiences of Dementia Diagnosis and Treatment: A Systematic Review of
Qualitative Studies. PLOS Medicine 9(10): e1001331. https://doi.org/10.1371/journal.pmed.1001331
Cary, M. S., J. D. Rubright, J. D. Grill, and J. Karlawish. 2015. "Why are spousal caregivers more prevalent than
nonspousal caregivers as study partners in AD dementia clinical trials?" Alzheimer Disease & Associated
Disorders 29 (1):70-74.
Cascio, M. A., and Racine, E. 2018. Person-oriented research ethics: integrating relational and everyday ethics in
research. Accountability in research, 25(3), 170-197.
Cohen, Lawrence. No Aging in India: Alzheimer's, The Bad Family, and Other Modern Things. Berkeley: University
of California Press, c1998 1998.
Dempsey, L., M. Dowling, P. Larkin, and K. Murphy. 2016. "Sensitive interviewing in qualitative research."
Research in Nursing & Health 39 (6):480-490. doi: 10.1002/nur.21743.
Dowson, L., C. Doyle, and V. Rayner. 2013. "Scoping the ethics of dementia research within an Australian human
research context." Journal of Law & Medicine 21 (1):210-6.
Dunn, L. B., S. R. Fisher, M. Hantke, P. S. Appelbaum, D. Dohan, J. P. Young, and L. W. Roberts. 2013. ""Thinking
about it for somebody else": Alzheimer's disease research and proxy decision makers' translation of
ethical principles into practice." The American Journal of Geriatric Psychiatry : Official Journal of the
American Association for Geriatric Psychiatry 21 (4):337-45.
Fetterolf, M. G. 2015. “Personhood-based dementia care: Using the familial caregiver as a bridging model for
professional caregivers.” Anthropology & Aging 63(1):82-100.
Forlini, C. 2017. "Patient preferences may be indicative of normative issues in dementia research." Journal of
Alzheimers Disease 59 (1):11-12. doi: 10.3233/jad-170328.
George DR, Whitehouse PJ, and J. Ballenger. 2011. “The Evolving Classification of Dementia: Placing the DSM-V in
a Meaningful Historical and Cultural Context and Pondering the Future of ‘Alzheimer’s.’” Culture, Medicine,
and Psychiatry 35(3):417 – 435.
Gilbert, T., A. Bosquet, C. Thomas-Anterion, M. Bonnefoy, and O. Le Saux. 2017. "Assessing capacity to consent
for research in cognitively impaired older patients." Clinical Interventions in Aging 12:1553-1563. doi:
10.2147/cia.s141905.
Gray, Karen, Simon Chester Evans, Amanda Griffiths, and Justine Schneider. 2017. "Critical reflections on
methodological challenge in arts and dementia evaluation and research." Dementia 17 (6):775-784.
Grill, Joshua D., and Jason Karlawish. 2010. "Addressing the challenges to successful recruitment and retention in
Alzheimer's disease clinical trials." Alzheimer's Research & Therapy 2 (34):2-11 doi: 10.1186/alzrt58.
Hall, Alex, Christine Brown Wilson, Emma Stanmore, and Chris Todd. International journal of nursing studies Todd.
2017. "Implementing monitoring technologies in care homes for people with dementia: A qualitative
exploration using Normalization Process Theory." 72:60-70.
Hallich, Oliver. 2015. "Tom Buller on the principle of precedent autonomy and the relation between critical and
experiential interests." Journal of Medical Ethics 41:709-711.
Heggestad, A. K. T., P. Nortvedt, and A. Slettebo. 2013. "The importance of moral sensitivity when including
persons with dementia in qualitative research." Nursing Ethics 20 (1):30-40. doi:
10.1177/0969733012455564.
Henwood, T., C. Baguley, and C. Neville. 2015. "Achieving ethics approval in residential aged care research: A
protective process or barrier." Australasian Journal on Ageing 34 (3):201-201. doi: 10.1111/ajag.12202.
Higgins, P. 2013. "Involving people with dementia in research." Nursing Times 109 (28):20-3.
Hollan, D. 1997. “The Relevance of Person-Centered Ethnography to Cross-Cultural Psychiatry.” Transcultural
Psychiatry 34 (2):219-234. doi: doi:10.1177/136346159703400203.
Holland, S., and A. Kydd. 2015. "Ethical issues when involving people newly diagnosed with dementia in research."
Nurse Researcher 22 (4):25-29.

Anthropology & Aging
Vol 41 No 1 (2020) ISSN 2374-2267 (online) DOI 10.5195/aa.2020.211 http://anthro-age.pitt.edu

Silva, Cascio, and Racine | 49
Hughes, T., and M. C. Romero. 2015. "A processural consent methodology with people diagnosed with dementia."
Quality in Ageing and Older Adults 16 (4):222-234. doi: 10.1108/qaoa-03-2015-0012.
Jenkins, C., A. Smythe, M. Galant-Miecznikowska, P. Bentham, and J. Oyebode. 2016. "Overcoming challenges of
conducting research in nursing homes." Nursing Older People 28 (5):16-23.
Johnson, R. A., and J. Karlawish. 2015. "A review of ethical issues in dementia." International Psychogeriatrics 27
(10):1635-47.
Jongsma, K., W. Bos, and S. van de Vathorst. 2015. "Morally relevant similarities and differences between children
and dementia patients as research subjects: Representation in legal documents and ethical guidelines."
Bioethics 29 (9):662-70.
Jongsma, K. R., and S. van de Vathorst. 2015a. "Beyond competence: advance directives in dementia research."
Monash Bioethics Review 33 (2-3):167-180. doi: 10.1007/s40592-015-0034-y.
Jongsma, K. R., and S. van de Vathorst. 2015b. "Dementia research and advance consent: It is not about critical
interests." Journal of Medical Ethics 41 (8):708-9.
Juengst, Eric T. Journal of Anti-Aging Medicine. 2002. "Growing pains: bioethical perspectives on growth hormone
replacement research." 5 (1):73-79.
Kalichman, M. 2009. “Evidence-Based Research Ethics." The American Journal of Bioethics 9 (6-7):85-87.
Kim, S. Y. H., H. M. Kim, K. A. Ryan, P. S. Appelbaum, D. S. Knopman, L. Damschroder, and R. De Vries. 2013.
"How important is 'accuracy' of surrogate decision-making for research participation?" PLoS One 8 (1):18. doi: 10.1371/journal.pone.0054790.
Kleinman, A. 1988. The illness narratives: Suffering, healing, and the human condition. New York: Basic Books.
Knopman, D., E. Alford, K. Tate, M. Long, and A. S. Khachaturian. 2017. "Patients come from populations and
populations contain patients. A two-stage scientific and ethics review: The next adaptation for single
institutional review boards." Alzheimer's & Dementia: The Journal of the Alzheimer's Association 13
(8):940-946.
Leibing, A., & Cohen, L. (Eds.). 2006. Thinking About Dementia: Culture, Loss, and the Anthropology of Senility.
New Brunswick, New Jersey; London: Rutgers University Press. doi:10.2307/j.ctt5hjbhp
LeVine, R.A. 1982. Culture, Behavior, and Personality. New Brunswick, New Jersey, USA: Aldine Publishing
Company.
Lock, Margaret M. 1993. Encounters with aging: mythologies of menopause in Japan and North America.
Berkeley: University of California Press.
----. 2013. The Alzheimer Conundrum: Entanglements of Dementia and Aging. Princeton University Press.
Lock, M., & Kaufert, P. 2001. Menopause, local biologies, and cultures of aging. American Journal of Human
Biology, 13(4), 494-504.
Lichtner, V. 2014. "The everyday ethics of field work research with vulnerable patients." Studies in Health
Technology & Informatics 205:813-7.
Mahin-Babaei, Fariba, Jamal Hilal, and Julian Hughes. 2016. "The basis, ethics and provision of palliative care for
dementia: A review." 83:3-8.
Mayo Clinic. 2018. "Diagnosing Alzheimer's: How Alzheimer's is diagnosed." Mayo Clinic, Last Modified October,
2016, accessed March 23rd. https://www.mayoclinic.org/diseases-conditions/alzheimers-disease/indepth/alzheimers/art-20048075?pg=2.
McDougall, Rosalind. 2015. "Reviewing literature in bioethics research: Increasing rigour in non-systematic
reviews." Bioethics 29 (7):523-528.
McNally, M., and W. Lahey. 2015. "Frailty's place in ethics and law: Some thoughts on equality and autonomy and
on limits and possibilities for aging citizens." Interdisciplinary Topics In Gerontology And Geriatrics
41:174-85.

Anthropology & Aging
Vol 41 No 1 (2020) ISSN 2374-2267 (online) DOI 10.5195/aa.2020.211 http://anthro-age.pitt.edu

Silva, Cascio, and Racine | 50
Meloni, F., K. Vanthuyne, and C. Rousseau. 2015. “Towards a Relational Ethics: Rethinking Ethics, Agency and
Dependency in Research with Children and Youth.” Anthropological Theory 15 (1):106-123. doi:
10.1177/1463499614565945.
Monroe, T. B., K. A. Herr, L. C. Mion, and R. L. Cowan. 2013. "Ethical and legal issues in pain research in
cognitively impaired older adults." International Journal of Nursing Studies 50 (9):1283-1287. doi:
10.1016/j.ijnurstu.2012.11.023.
Murray, A. 2013. "The mental capacity act and dementia research." Nursing Older People 25 (3):14-20.
Novek, S., and H. Wilkinson. 2017. "Safe and inclusive research practices for qualitative research involving people
with dementia: A review of key issues and strategies." Dementia 0 (0):1-18.
Oliver M. 1983. Social Work with Disabled People. Basingstoke: Macmillan.
Oneill, Desmond. 2013. "Consent, assent and dissent in dementia care and research." In Ethics for Graduate
Researchers: A Cross-Disciplinary Approach, edited by Cathriona Russell, Linda Hogan, and Maureen
Junker-Kenny, 121-136. London, UK: Elsevier.
Onyemelukwe, C. 2013. "Neuroscience research involving older persons in Canada: Some legal and neuroethical
concerns." Medicine & Law 32 (3):389-422.
Overton, E., P. S. Appelbaum, S. R. Fisher, D. Dohan, L. W. Roberts, and L. B. Dunn. 2013. "Alternative decisionmakers' perspectives on assent and dissent for dementia research." American Journal of Geriatric
Psychiatry 21 (4):346-354. doi: 10.1016/j.jagp.2013.01.027.
Pachana, N. A., J. Liddle, N. M. Peel, E. Beattie, C. Juang, and B. G. Knight. 2015. "Can we do better? Researchers'
experiences with ethical review boards on projects with later life as a focus." Journal of Alzheimers
Disease 43 (3):701-707. doi: 10.3233/jad-141956.
Palmer, B. W., A. L. Harmell, L. L. Pinto, L. B. Dunn, S. Y. Kim, S. Golshan, and D. V. Jeste. 2017. "Determinants
of capacity to consent to research on Alzheimer's disease." Clinical Gerontologist 40 (1):24-34.
Partridge, Brad, Jayne Lucke, Helen Bartlett, and Wayne Hall. Rejuvenation research Hall. 2009. "Ethical, social,
and personal implications of extended human lifespan identified by members of the public." 12 (5):351357.
Persson, A., Newman, C. E., Mao, L., & de Wit, J. (2016). On the margins of pharmaceutical citizenship: not taking
HIV medication in the “treatment revolution” era. Medical anthropology quarterly, 30(3), 359-377.
Porteri, C., and C. Petrini. 2015. "Research involving subjects with Alzheimer's disease in Italy: The possible role of
family members." BMC Medical Ethics 16 (1):12.
Poscia, A., A. Collamati, S. Milovanovic, D. L. Vetrano, G. Liotta, T. Petitti, M. L. Di Pietro, N. Magnavita, W.
Ricciardi, A. Cherubini, and G. Onder. 2017. "Methodological issues in the observational studies conducted
in older population: A narrative review." Epidemiology Biostatistics and Public Health 14 (2):1-7. doi:
10.2427/12627.
Prusaczyk, B., S. M. Cherney, C. R. Carpenter, and J. M. DuBois. 2017. "Informed consent to research with
cognitively impaired adults: Transdisciplinary challenges and opportunities." Clinical Gerontologist 40
(1):63-73. doi: 10.1080/07317115.2016.1201714.
Rebekah, Luff, Laybourne Anne, Ferreira Zara, and Meyer Julienne. 2015. "A guide to research with care homes."
Quality in Ageing and Older Adults 16 (4):186-194. doi: 10.1108/QAOA-06-2015-0027.
Reed, P., J. Carson, and Z. Gibb. 2017. "Transcending the tragedy discourse of dementia: An ethical imperative for
promoting selfhood, meaningful relationships, and well-being." AMA Journal of Ethics 19 (7):693-703.
Robillard, Julie M., Tanya L. Feng, and Allyson Rosen. 2017. "When patient engagement and research ethics
collide: Lessons from a dementia forum." JAD Journal of Alzheimer's Disease 59 (1):1-10.
Rosen, Allyson, and Julie C. Weitlauf. 2015. "Different diagnosis, shared vulnerabilities: The value of cross disorder
validation of capacity to consent." JAD Journal of Alzheimer's Disease 46 (1):11-13.
Scheper-Hughes, Nancy, and Margaret M. Lock. 1987. "The mindful body: A prolegomenon to future work in
medical anthropology." Medical Anthropology Quarterly 1 (1):6-41.

Anthropology & Aging
Vol 41 No 1 (2020) ISSN 2374-2267 (online) DOI 10.5195/aa.2020.211 http://anthro-age.pitt.edu

Silva, Cascio, and Racine | 51
Swarbrick, C. M., E. Sampson, and J. Keady. 2017. "Notes from the hospital bedside: Reflections on researcher
roles and responsibilities at the end of life in dementia." Quality in Ageing and Older Adults 18 (3):201211. doi: 10.1108/qaoa-09-2016-0038.
Taylor, J. S. 2008. On recognition, caring, and dementia. Medical anthropology quarterly, 22(4), 313-335.
Taylor, J. S., DeMers, S. M., Vig, E. K. and Borson, S. 2012. The Disappearing Subject: Exclusion of People with
Cognitive Impairment and Dementia from Geriatrics Research. Journal of the American Geriatrics Society,
60: 413-419. doi:10.1111/j.1532-5415.2011.03847.x
Thorogood, A., C. D. St-Pierre, and B. M. Knoppers. 2017. "Substitute consent to data sharing: A way forward for
international dementia research?" Journal of Law and the Biosciences 4 (1):133-158. doi:
10.1093/jlb/lsw063.
US National Institutes of Health. 2017. "Estimates of funding for various research, condition, and disease
categories (RCDC)." National Institutes of Health, accessed 04/03/2018.
https://report.nih.gov/categorical_spending.aspx.
van Rookhuijzen, A. E., D. P. Touwen, W. de Ruijter, D. P. Engberts, and R. C. van der Mast. 2014. "Deliberating
clinical research with cognitively impaired older people and their relatives: An ethical add-on study to the
protocol "Effects of Temporary Discontinuation of Antihypertensive Treatment in the Elderly (DANTE) with
Cognitive Impairment"." The American Journal of Geriatric Psychiatry: Official Journal of the American
Association for Geriatric Psychiatry 22 (11):1233-40.
Wadekar, M., A. Sharma, and G. Battaglia. 2015. "Patient-Centered Outcomes Research (PCOR): How can we
optimize outcomes in CNS research?" Innovations in Clinical Neuroscience 12 (3-4):27.
West, E., A. Stuckelberger, S. Pautex, J. Staaks, and M. Gysels. 2017. "Operationalising ethical challenges in
dementia research-a systematic review of current evidence." Age and Ageing 46 (4):678-687. doi:
10.1093/ageing/afw250.
Whelan, P. J., R. Walwyn, F. Gaughran, and A. Macdonald. 2013. "Impact of the demand for 'proxy assent' on
recruitment to a randomised controlled trial of vaccination testing in care homes." Journal of Medical
Ethics 39 (1):36-40.
Wildeman, S., L. B. Dunn, and C. Onyemelukwe. 2013. "Incapacity in Canada: Review of laws and policies on
research involving decisionally impaired adults." The American Journal of Geriatric Psychiatry: Official
Journal of the American Association for Geriatric Psychiatry 21 (4):314-25.
Witham, G., A. Beddow, and C. Haigh. 2015. "Reflections on access: Too vulnerable to research?" Journal of
Research in Nursing 20 (1):28-37. doi: 10.1177/1744987113499338.
Wood, F., H. Prout, A. Bayer, D. Duncan, J. Nuttall, K. Hood, C. C. Butler, and Paad Study Team. 2013. "Consent,
including advanced consent, of older adults to research in care homes: A qualitative study of stakeholders'
views in South Wales." Trials [Electronic Resource] 14:247.
World Health Organization. 2015. “Dementia: A public health priority.” World Health Organization, Last Modified
2015, accessed January 5, 2020.
----. 2018. "Dementia." World Health Organization, Last Modified December 2017, accessed March 23, 2019.
http://www.who.int/mediacentre/factsheets/fs362/en/.
Young, B. 2015. “Longing glances: Photographs from the series ‘Far From Home.’” Anthropology & Aging
36(2):206-211.

Anthropology & Aging
Vol 41 No 1 (2020) ISSN 2374-2267 (online) DOI 10.5195/aa.2020.211 http://anthro-age.pitt.edu

