
K E E P  C A L M  A N D  
U N D E R S TA N D  M E : 
A B I L I T I E S  B A S E D  

A P P ROAC H E S  F O R  
C O G N I T I V E  C A R E

B R O A D  R I V E R  R E H A B



OVERVIEW
Dementia is a syndrome resulting from acquired brain disease and characterized 
by progressive deterioration in memory and cognitive domains including 
language, judgment, abstract thinking, and executive functioning. Typically disease 
progression begins with noted declines in cognitive domains and progresses to 
affect activities of daily living. In order to effectively promote abilities with 
progression of disease caregivers need to have an adequate understanding of 
typical progression, residual abilities across each stage and current evidenced 
based practice patterns to promote successful interactions including applied 
behavior analysis, supported conversations, stimulated presence therapy, direct 
cognitive training, Reminiscence therapy, reality orientation, Montessori 
programming, and Spaced Retrieval Therapy.



NORMAL AGING MEMORY 
CHANGES

NORMAL AGING 

Able to live Independently

Word finding difficulties

Increased time needed  to 
process new learn new

information

Difficulty multitasking

Noted Difficulty

In stressful situations

When in Pain or  Grieving

When attempting to multi-task



Source: https://www.surveymonkey.com/r/TBI_2015

https://www.surveymonkey.com/r/TBI_2015


BRAIN FUNCTIONS: FRONTAL 
LOBE

Frontal Lobe
Initiation
Problem-solving
Judgement
Inhibition of behavior
Planning/anticipation
Self-monitoring
Motor planning
Personality/emotions
Awareness of abilities/limitations
Organization
Attention/concentration
Mental flexibility
Speaking(expressive language)



BRAIN FUNCTIONS: 
TEMPORAL/PARIETAL LOBES

Temporal Lobe

Memory

Hearing 

Understanding language

Organization & Sequencing

Parietal Lobe

Parietal Lobe

Sense of touch

Differentiation 
size/shape/color

Spatial perception

Understanding facial 
expression

Images: brainmadesimple.com



BRAIN STEM/CEREBELLUM

Brain Stem

Breathing

Heart rate

Arousal/consciousness

Sleep/wake functions

Attention/concentration

Body temperature

Cerebellum

Balance

Coordination

Skilled motor activity

Dysphagia



DEMENTIA

Dementia is not a specific disease.

It is an overall term that describes 
a group of symptoms associated 
with a decline in memory or other 
thinking skills severe enough to 
reduce a person's ability to 
perform everyday activities.

Source: http://www.alz.org/what-
is-dementia.asp

http://www.alz.org/what-is-dementia.asp


THE 
FACTS

There are more than 70 types 
of dementia

Currently, it is estimated that 
of people 65 years or older, 
5% have a dementia diagnosis 

Individuals 90 years or older, 
it is estimated that over 50% 
have dementia 



FORMS OF 
IRREVERSIBLE 
DEMENTIA

• Mild Cognitive Impairment*

• Alzheimer’s Disease*

• Vascular Dementia*

• Mixed Dementia

• Dementia with Lewy Bodies*

• Parkinson’s Dementia

• Frontotemporal Dementia

• Creutzfeld-Jakob Disease

• Huntington’s Disease

• Wernicke-Korsakoff Syndrome*



MEDICAL 
HISTORY 
WORK-UP

Thorough medical and family history

Recent cognitive & behavioral changes; memory 
and activities of daily living changes

 Meds- Review and be alert to drugs that can 
impair cognition, including some analgesics, 
psychotropics and sedative-hypnotics.

Anticholinergics are also an issue because they 
target one of the chief neurotransmission 
systems affected by Alzheimer affected by 
Alzheimer’s. Includes Antihistamines, over-the-
counter allergy and cold preparations and 
sleeping aids.

Resource- Geriatrics Department at Virginia 
Commonwealth University: 

http://www.virginiageriatrics.org/consult/medicatio
ns/medsList.html

http://www.virginiageriatrics.org/consult/medications/medsList.html


HOW IS DEMENTIA 
DIAGNOSED?

Diagnosis of Dementia Guidelines: Not a specific disease but a of 
symptoms present for 6 months or longer
• Occurred from a higher level of function
• Severe enough to interfere with usual activities and daily life
• Affects more than one of the following four core cognitive domains:

Recent memory
Language - either comprehension or expression
Visuospatial ability
Executive function - abstract reasoning, problem  solving and 

focus despite distractions



HOW IS 
MENTAL 
STATUS 
ASSESSED?

Prior to Testing Rule Out 
Depression/Delirium

One widely used screening tool is the 
Geriatric Depression Scale Short Form

A score of 5 suggests depression, while a 
score of 10 or more is

Highly suggestive of depression.

Rule out delirium

Acute disturbance of brain function, 
associated with physical illness

Results in disturbance of memory, language 
skills and orientation

Can develop in hours & days; dementia takes 
months and years



WHERE CAN I FIND 
ASSESSMENT TOOLS?
MMSE (www.minimental.com) *see handouts
5 to 10 minutes to administer
Tests orientation, short-term memory, language, attention and praxis 
(performance of an action).
The exam’s 11 tasks yield a total score from 0 to 30

Montreal Cognitive Assessment Test (MOCA) (www.mocatest.org )
Alternative to the MMSE is the Montreal Cognitive Assessment Test
MOCA is distributed free for clinical or educational use.
Multiple version to avoid test/re-test error

http://www.minimental.com/
http://www.mocatest.org/


DEMENTIA DIFFERENTIAL 
DIAGNOSIS

Type of Dementia Characteristics
Mild Cognitive Impairment Key Features: 

◦ Individual reports of difficulty with memory and another core cognitive domain on 
mental status exam
◦ Normal overall cognition allowing for generally intact function in usual daily activities. 
◦ Older adults with MCI progress to dementia at a higher rate than those with no 
impairment but progression is not than those with no impairment, but progression is not 
inevitable. 
◦ MCI may be a pre-cursor of Alzheimer’s disease.

Alzheimer’s Disease Key Features:
◦ Insidious Onset
◦ Progressive in Nature
◦ Poor self-awareness 

Cognitive Findings:
◦ Impaired orientation
◦ Impaired learning & 
recent memory
◦ Empty speech
◦ Anomia
◦ Visuospatial problems
◦ Emotional withdrawal



DEMENTIA DIFFERENTIAL 
DIAGNOSIS
Vascular Dementia Key Features

◦ Subtle  onset is more common than (common) abrupt 
◦ Variable Course
◦ Urinary incontinence
◦ Comorbidities include- HTN, DM, CAD, PVD

Cognitive findings
◦ Slowing
◦ Focal cognitive deficits 
(correlate with lesions)
◦ Preserved awareness

Neurologic Exam
◦ Focal findings
◦ Rigidity
◦ Gait disturbance

Mixed Dementia Key Features
◦Abnormal protein deposits associated with Alzheimer's disease coexist with blood vessel problems 
linked to vascular dementia. ◦Alzheimer's brain changes also often coexist with Lewy bodies. 
person may have brain changes linked to Alzheimer’s disease; Dementia with Lewy Bodies and 
Vascular Dementia



DEMENTIA DIFFERENTIAL 
DIAGNOSIS

Dementia Key Features
with Lewy Bodies

Key Features
◦ Insidious onset
◦ Progressive course
◦ Visual hallucinations
◦ Sleep disturbances 
early (vivid dreams, REM 
sleep disturbances, periodic 
limb movements)
◦ Visuospatial problems

Neurologic Exam
◦ Masked face
◦ Rigidity 

Frontotemporal Dementia Key Features
Social cognition, personality changes

Wernicke-Korsakoff Syndrome Key Features
◦ Caused by thiamine deficiency; seen most often in 
alcoholics, but also occasionally seen in patients with 
chronic parenteral nutrition.
◦ Cognitive impairments include amnesia and other 
frontal lobe dysfunction
◦ Judgment, initiative, impulse control, and sequence tasks 
impairments
◦ Disinhibition and a loss of self-monitoring capabilities.
◦ Lack awareness of their memory deficit and tend to 
confabulate



PRIMARY PROGRESSIVE 
APHASIA

 PPA is a clinical dementia syndrome, initially characterized by 
progressive loss of language, and eventually progressing to 
more widespread impairment and shortened lifespan.

 Language deficits are most prominent feature of the 
examination: word-finding pauses, paraphasias, agrammatism, 
comprehension, reading

 Stroke Aphasia- Damage occurs in regions of vascular 
distribution

 PPA- Neurodegeneration occurs in connected; neuroanatomical 
networks; dedicated to language processing



WHAT IS 
ALZHEIMER’S 
DISEASE?

The most common form of dementia.

A progressive disease beginning with mild memory loss possibly leading to 
loss of the ability to carry on a conversation and respond to the 
environment.

Involves parts of the brain that control thought, memory, and language.

Can seriously affect a person’s ability to carry out daily activities.

In 2013, as many as 5 million Americans were living with Alzheimer’s 
disease.

The symptoms of the disease first appear after age 60 and the risk 
increases with age.

The number of people with the disease doubles every 5 years beyond age 
65.

By 2050, this number is projected to rise to 14 million, a nearly three-fold 
increase.

http://www.cdc.gov/aging/aginginfo/alzheimers.htm

http://www.cdc.gov/aging/aginginfo/alzheimers.htm




WHAT ARE 
THE 
SYMPTOMS 
OF 
DEMENTIA?

COMMUNICATION GENERAL THEME

Dementia symptoms vary depending on the cause, but common signs and 
symptoms include:

Memory loss

Difficulty communicating

Inability to learn or remember new information

Difficulty with planning and organizing

Difficulty with coordination and motor functions

Personality changes

Inability to reason

Inappropriate behavior

Paranoia

Agitation

Hallucination



POTENTIAL RESULTS OF DECREASED 
COMMUNICATION?

Disruptive, inappropriate, and aggressive  responses in patients with dementia 
can often be linked to breakdowns in communication.

 Example: A person throwing food items because they are unable to 
verbally communicate that they don’t like it

 Example: A person urinating in a public area because they are verbally 
unable to communicate the need to use the bathroom and are 
cognitively unable to locate it on their own.  

 Example: A person repeatedly asking where her husband is because she 
can’t remember that she is in a nursing home

 Example:  A person resisting care because he doesn’t recognize the 
caregiver and is unable to communicate his fear/anxiety



S TA G I N G  T O O L S



TO STAGE OR NOT TO 
STAGE?

PROS

• Identify functional declines in 
order in early stages

– Make appropriate referrals to 
members of IDT

– Individualize POC
– Determine appropriate level of 

care

• Increase awareness of natural 
progression of dementia disease 
progress

CONS

• Categorizes individuals into 
“groups” based on a sub-set of 
characteristics

• Can result in stigmas based on 
identified level of decline



GLOBAL DETERIORATION SCALE

The Global Deterioration Scale (GDS), developed by Dr. Barry Reisberg.

Provides caregivers an overview of the stages of cognitive function for those 
suffering from a primary degenerative dementia such as Alzheimer’s disease. 

Measurement of greater specificity can be achieved via use of additional 
assessments including the accompanying Brief Cognitive Rating Scale 
(BCRS) and the Functional Assessment Staging (FAST) measures.



PRE-DEMENTIA 
DIAGNOSIS: 1-2

Stage 1: No cognitive impairment. 

Unimpaired individuals experience no memory problems.

Stage 2: Very mild cognitive decline

Individuals at this stage feel as if they have memory lapses, especially in forgetting 
familiar words or names or the location of keys, eyeglasses or other everyday objects

Problems are not evident during a medical examination or apparent to friends, family, or 
co-workers.



PRE-DEMENTIA DIAGNOSIS: 3
Stage 3: Mild cognitive decline

• Friends, family, or co-workers begin to notice deficiencies.

• Problems with memory or concentration may be measurable in clinical testing or discernible during a detailed 
medical interview.

Common difficulties include:

• Word- or name-finding problems noticeable to family/friends

• Decreased ability to recall names of new people

• Performance issues in social or work settings noticeable to family, friends, or co-workers

• Reading a passage and retaining little material

• Losing or misplacing a valuable object

• Decline in ability to plan or organize



ACTIVE DEMENTIA: 
STAGE 4
Stage 4: Moderate cognitive decline

• Medical interview detects clear-cut deficiencies:

• Decreased knowledge of recent occasions or events

• Impaired ability to perform challenging mental arithmetic; for example, to 
count backward from 100 by 7s

• Decreased capacity to perform complex tasks such as marketing, planning 
dinner for guests or paying bills and managing finances

• Reduced memory of personal history

• Individual may seem subdued and withdrawn, especially in socially or 
mentally challenging situations



ACTIVE DEMENTIA: 
STAGE 5
Stage 5: Moderately severe cognitive decline.

• Major gaps in memory and deficits in cognitive function emerge. Assistance with day-to-day activities 
becomes essential. 

Deficits include:

• Unable to recall important details such as their current address, their telephone number, or the 
name of the college or high school from which they graduated

• Confusion about where they are or about the date, day of the week, or season

• Difficulty with less challenging mental arithmetic; for example, counting backward from 40 by 4s or 
from 20 by 2s

• Require assistance choosing proper clothing for the season or the occasion

• Usually retain substantial knowledge about themselves and know their own name and the names of 
their spouse and/or children

• Usually require no assistance with eating or using the toilet



ACTIVE DEMENTIA: 
STAGE 6

Stage 6: Severe cognitive decline.

• Memory difficulties continue to worsen, significant personality changes may emerge and affected 
individuals need extensive help with customary daily activities. 

At this stage, individuals may:

• Lose most awareness of recent experiences and events as well as their surroundings

• Recollect their personal history imperfectly, although they generally recall their own name

• Occasionally forget the name of their spouse or primary caregiver but generally can distinguish 
familiar from unfamiliar faces

• Need help getting dressed properly; without supervision, may make such errors as putting pajamas 
over daytime clothes or shoes on the wrong feet

• Experience disruption of their normal sleep/waking cycle

• Need help with handling details of toileting (flushing toilet, wiping and disposing of tissue properly)

• Have increasing episodes of urinary and fecal incontinence

• Experience significant personality changes and behavioral symptoms, including suspiciousness and 
delusions; hallucinations (seeing or hearing things that are not really there); or compulsive, repetitive 
behaviors such as hand-wringing or tissue shredding

• Tend to wander and become lost



ACTIVE DEMENTIA: 
STAGE 7
Stage 7: Very severe cognitive decline
• This is the final stage of the disease when individuals lose the ability to 

respond to their environment, the ability to speak and, ultimately, the 
ability to control movement.

• Frequently individuals lose their capacity for recognizable speech, 
although words or phrases may occasionally be altered

• Individuals need help with eating and toileting and there is general 
incontinence of urine

• Individuals lose the ability to walk without assistance, then the ability to 
sit without support, the ability to smile, and the ability to hold their head 
up. Reflexes become abnormal and muscles grow rigid. Swallowing is 
impaired.



FUNCTIONAL 
ASSESSMENT STAGING 
 FAST tool to determine if changes in a patient’s condition are due to Alzheimer’s 

disease or another condition. If the change is due to AD progression, then any 
changes on the FAST scale will be in sequence - AD-related changes do not 
skip FAST stages. *see handout

Example: a patient is mildly demented (FAST stage 4), and loses the ability to bathe 
(FAST 6b) but can still pick out their clothes (FAST 5) and dress themselves (FAST 
6a), then they skipped FAST stages 5 and 6a and went directly to FAST stage 6b. 
These changes are not due to AD progression. It could be that the diagnosis of AD is 
wrong or that the patient has a second dementing disorder in addition to AD. 
Alternatively, a patient may have an exacerbation of an existing medical problem, 
developed a new medical problem, or had some other change in their care or living 
situation that caused the difficulty bathing.



R E C O G N I Z I N G  
R E S I D U A L  
A B I L I T I E S



RESIDUAL ABILITIES MILD 
DEMENTIA

Area Deficit Ability

Orientation Decreased for time Oriented to person and place

Memory Decreased for recent events; 
misplaces objects

Can reminisce, preserved 
procedural/habit memory

Attention Distractible; decreased 
concentration

Can follow 3-step commands

ADLS Decreased with IADLs Can bathe, feed self and dress

Sequencing Difficulty with complex Can order similar and familiar tasks

Cognition Decreased word recall, decreased 
vocabulary

Can express needs, answer yes/no 
questions; comprehends language



RESIDUAL ABILITIES 
MODERATE DEMENTIA
Area Deficit Abilities

Orientation Decreased for time and place Oriented to family

Memory Decreased for current events Can reminisce with assist; preserved habit memory

Attention Highly distractible Can give examples; can repeat

Sequencing Decreased for even familiar activities Simple tasks with assist

ADLs Decreased IADLs, decreased dressing Can bathe with assist; generally continent; feeds self

Cognition Decreased word finding; decreased verbal 
output; scattered speech

Reads at word level; expresses need for assist; follows 2-
step commands; can gesture



RESIDUAL ABILITIES SEVERE 
DEMENTIA

Area Deficit Ability

Orientation Decreased for time, place, environment and body parts May know name and will respond to greeting

Memory Very poor word finding and STM Some habit memory intact: reading, singing

Attention Highly distracted; unable to track conversation Will attend to pleasant stimuli (music)

Sequencing Decreased for even familiar tasks May carry out routine tasks with assist

ADLs Decreased for IADLs and ADLs including late stage Often can transfer and feed self

Cognition Utterance appear nonsensical; decreased output (verbal) and 
reading comprehension

Can respond/answer basic questions and yes/no level tasks



E V I D E N C E D  
B A S E D  
A P P R O A C H E S



ERRORLESS LEARNING 
PROCEDURES
Term to describe procedures that are structured to reduce the 
opportunity for errors during learning trials (Baddeley & Wilson, 1994; 
Clare and Jones, 2008) 

Includes:

Verbal Instruction Strategies

Memory Books and Wallets



REINFORCEMENT

• Learning is increased if stimulus if paired with 
reinforcement

• Errorless learning

–Do not want to reinforce error responses

• Contingency Training

–Pair arrows with verbal cues with rewarding 
activity to help increase environmental orientation



VISUAL CUES

Why they work:

Reduce demands on impaired systems by using cues and compensatory 
strategies 

Preserved memory systems Enhance strength areas (Procedural, 
Implicit memory) 

Impaired memory systems (Working, declarative, explicit memory)



MEMORY BOOKS AND WALLETS
Memory books/wallets 

 Tangible stimuli; reduce demands on word finding and recent memory

 Tap into recognition memory 

 Use personally meaningful (and culturally appropriate) stimuli to evoke positive emotion, communication, and 
behavior 

May Include:

 Small books or albums with labeled photographs 

 Can present factual information in written and picture format 

 Photographs and descriptors are tailored to the individual and represent meaningful facts and events 

Remember: Even in the middle to later stages, many people with dementia can respond appropriately to single 
written words, short phrases, and familiar pictures 



VERBAL INSTRUCTION 
STRATEGY
Use verbal prompts to complete an ADL 

Prompts may be delivered by Electronic Memory Aid (EMA) 

Prompts provide specific steps to complete ADL-task 



SPACED RETRIEVAL THERAPY (SRT)
Goal: Alleviate specific problems associated with the memory impairment 

rather than restore memory processes or improve general memory 
functioning.

How: Strengthening conceptual associations through repeated activation of 
stimulus-response pairing 

Technique:
 Resident is told a piece of information then asked to recall the 

information repeatedly and systematically over time 

Intervals between recall are lengthened to facilitate production of a high 
number of correct responses over longer periods of delay 



SPACED RETRIEVAL 
BENEFITS
Potential Benefits for:

• Use of calendar aide

• Decrease in repetitive question asking 

• Improved face-name recall 

• Improved ability to balance a checkbook 

• Improved ability to make change 

Why SRT Works?

SRT is considered to require little cognitive effort; patient may not explicitly recall the 
actual training sessions 

SRT involves strengthening associations through stimulus-response conditioning, increasing 
reliance on implicit memory expression, and reducing demands on episodic and working 
memory 



SRT EXAMPLE

“If you want to know what activities we have planned today, you can come 
over here and read this schedule. 

Prompt: Where can you look to find out what is planned for the day?” 

Response: “I can go here to read this schedule.” 

Questioning continues at set intervals (10 secs; 30 secs; 1 minute; 5 minutes; 
15 minutes) with increased time between tasks until resident is able to 
recall answer Independently



AGGRESSIVE BEHAVIORS

• Middle-stage AD, VaD, FTD

Behaviors
• Reinforcement positive behaviors during ADLs

Interventions
• Environmental modifications:  preferred music and 

preferred stimulus items



AGITATION

• AD, VaD, FTD

Behaviors
• May include aggression, pacing, disruptive vocalizations
• Differential reinforcement:  ignore disruptive vocalizations while 

reinforcing positive behaviors

Interventions
• Noncontingent reinforcement: when patient asks repetitive questions, 

caregivers provide answer/assurance on set time-schedule not as a 
response to the question



CONSIDERATIONS FOR ASSESSING 
BEHAVIORS

Physical Discomfort including illness or pain

Over or Under stimulation

Need for social contact, attention

Best practices for dementia lacking in current environment

Best learning techniques for individuals with dementia not used (Camp, 
2012)



FEEDING PROBLEMS
• AD, VaD, FTD

Behaviors

• Inability to feed self, disruptive mealtime behaviors, food refusal, eating 
inappropriate objects

Interventions

• Increased visual/verbal prompts and reinforcement

• Environmental modifications:  increased length of meal, more 
supported-autonomy in food selection, family style dining

• Differential reinforcement to decrease inappropriate eating behaviors.



SIGNS OF COGNITIVE 
IMPAIRMENT DURING MEALS

Decreased attention to meal 
time task with noted decreased 
ability to follow, follow 
directions, respond to 
questions.
•Can result in episodes of frustration 
and “negative behavior”

Impulsivity with resulting 
excessive bolus size or poor 
control with uncontrolled 

(open cup) liquid

Reduced self-monitoring 
(unaware of unsafe behavior 

during meals)

Decreased ability to recall 
swallow techniques (decreased 
memory or decreased language 

comprehension- ability to 
understand task) 

Decreased ability to follow 
caregiver directions or respond 

to questions related to meal 
preferences



ATTENTION 
TO MEAL 
TIME TASK

Background Noise
Individuals with dementia have 

difficulty filtering out 
irrelevant noise from the 

environment and 

Noise can cause a person to 
become agitated and restless, 
so the environment should be 

as quiet and peaceful as 
possible. 

Background noise hinders 
communication, because it 
greatly affects the ability of 

people with dementia to hear 
and focus on tasks that 

require cognitive attention. 

Compounded in individuals 
who are hard of hearing HOH

Background noise can become 
especially problematic in 

dining areas, because people 
often raise the volume of their 
voices to compensate for high 

background noise (Lane & 
Tranel, 1971). 



INCONTINENCE

• AD, VaD, FTD

• Prompting Voiding schedule with use of verbal 
prompts, physical redirection, environmental 
modifications appropriate for cognitive function, 
reinforcing dryness, feedback when wetness 
occurs



INCREASING SOCIALIZATION 
AND PARTICIPATION
AD, VaD, FTD

Verbal reinforcement/praise for participation

Tangible reinforcement

Environmental modifications to promote socialization

Montessori Programming



MONTESSORI GUIDELINES FOR 
DEMENTIA PROGRAMMING

Environment

• Must be conducive to 
participation

• Includes physical 
surroundings and 
atmosphere

Activities

• Designed to access motor 
participation and 
procedural memory

• Structured so that 
everyone can participate 
in a meaningful way at 
his/her level of function

• There is no emphasis on 
“correct/right” and 
“incorrect/wrong”

• Incorporate as many 
senses as possible

Individuals

• All needs are 
RESPECTED  and not 
compartmentalized



INCREASED 
INDEPENDENCE DURING 
ACTIVITIES OF DAILY 
LIVING

• AD, VaD, FTD

• Caregiver training to use 
visual/verbal prompts

• Environmental 
modifications paired with 
cues and reinforcement

• Modeling and reinforced 
practice for tasks such as 
dressing



ACTIVITIES OF DAILY LIVING- DECLINE 
PROGRESSION

Dependence in activities of daily living typically follow a certain 
sequence:

Early-loss ADLs (e.g., dressing, personal hygiene)

Middle-loss (transfer, locomotion, toilet use)

Late-loss (eating and being mobile in bed) 



KEY WORDS OT

GDS/FAST 
Stage

Functional Changes

4 Decreased ability to complete IADLs

5 Needs assistance with selecting attire

6
(progressive loss)

a. Needs assistance with dressing (putting on clothes)
b. Needs assist bathing
c. Fine motor breakdowns apparent during toileting tasks for flushing and wiping
d. Increased urinary incontinence
e. Increased fecal incontinence

7 Need assistance with eating and toileting



KEY WORDS PT

GDS Stage Functional Changes

7
(progressive loss)

Decreased ability to walk without assist
Positioning needs: Decreased ability to sit without support
c. Can no longer walk
d. Can no longer sit up
f. Can no longer hold up head



EFFECTS OF IMMOBILITY

IMMOBILITY has serious pathophysiological consequences, including 
muscle atrophy, impaired balance, orthostatic hypotension, 
cardiorespiratory, and gastrointestinal problems; susceptibility to 
pressure sores and urinary tract infections; as well as psychological 
consequences, including apathy, depression and cognitive decline 

(Blocker WP Jr. Maintaining functional independence by mobilizing the aged. 
Geriatrics. 1992;47:42-56.)-



STATS

Gait control is a complex brain process 
with recent reviews confirming the 
importance of the central nervous 
system to gait in non-demented older 
adults 

Global Cognition has been shown to 
longitudinally predict gait speed decline 

Poorer short-term memory and 
executive function has been associated 
with slow gait speed during simple 
single gait tasks, with some studies 
including attention  and global 
cognition.

Early motor changes associated with 
aging predict cognitive decline, which 
suggests that a “motor signature” can 
be detected in pre-dementia states.



DEMENTIA 
AND 
IMMOBILITY

AN estimated 4 million Americans suffer 
from Alzheimer's disease.

Three-quarters of the population with 
Alzheimer's and related dementias are 
eventually placed in long-term institutions, 
and their average stay is far longer than the 
national average for all diagnoses. 

The nursing home environment often 
encourages physical inactivity which leads 
to deconditioning and functional decline. 
Individuals with Alzheimer's disease are also 
less likely to be remobilized.

Gerontol A Biol Sci Med Sci. Author manuscript; 
available in PMC 2007 Sep 5.Reliability of 
Physical Performance Measures in Nursing 
Home Residents With Alzheimer's Disease



KEY WORDS SLP

GDS STAGE Functional changes

2 Gets “stuck on words” in conversation; Looses familiar objects

3 Decreased ability to concentrate and plan.

4 Decreased knowledge of recent events (short term memory)

5 Unable to demonstrate orientation to person, place or time

6 Decreased ability to recall name and spouses name; unaware of recent experiences

7 Limited fluent speech
Impaired swallowing



QUESTIONS?

• Renee Kinder M.S., CCC-SLP, RAC-CT

• Vice President of Clinical Services

• rkinder@broadriverrehab.com

mailto:rkinder@broadriverrehab.com
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