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o disease robs the mind of its.capaciFy tf)
AJzheimer's rry out activities that define the indi-
ke jecisions and Cal_znt_centered, occupational perfor-
;;dnal. QT offers ar;lch to the person and family as they
mﬂce'oriemeiiiio live their lives. This chapter will pro-
i the 1Bt for the OTA to employ with persons with
ﬁ@ff’rr]?;zm:nd although it will focus on Alzheimer’s
::;i‘ihe st’rategies presented will be help.ful i.n interacF-
rg with clients or patients wh'o are experiencing cogni-
e problems or cognitive decline (e.g., multiple scl-erosm,
Purinson’s disease, stroke, head injury, schizophrenia, and
kaning disabilities).

Dementia of the Alzheimer’s type (DAT) is a progres-
e, degenerative, and devastating disease for which there
smaure. The Diagnostic and Statistical Manual of Mental
ggrdzrs, Fifth‘Edition (American Psychiatric Association,
Ihou] ;tzra;t.erdlzes DAT by memory l.o§s, impaired abstract
fuﬂtfion vl\]ritiu gmle'nt, and abno.rmalmes in higher cortical
) diseaserie;:rtmg p‘ersor?ahty ch_anges. As it progrf:ssé
letteg in deteriOiZ:ies 1m1£) 311’mer.1t' = cogmt.lve _flfnctlon,
Petorm g san inte?n ° th‘e ab111t'y of the individual to

act socially with family and others.
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gress, which responded by allocat-
nd services (Fox, 1989). Generally,
Ver 65 have DAT (Gurland, 1985).

0 over 20% in individuals over
the age of 80 (Magaziner, 1989), Twenty percent of our

seniors suffer from some disability that affects function
(Alzheimer’s Association, 2004 American Associatiop of

Retired Persons, 2002) and establishes DAT as a major
societal problem.

The family, as the Primary caregiver, is faced with the
functional, behavioral, and neurological problems of the
person with DAT, often without having access to treat-
ment because DAT is not a diagnosis that requires acute
medical intervention, therefore, they and their families
are not given access to many institutional-based rehabili-
tative services. Community programs must emerge to help

families learn to manage the problems associated with
neurological deficits.

ing monies for research 3
7.5% of the population o
The prevalence rises ¢

Cognitively impaired persons experience anxiety and
display disrupting behaviors that may be related to their
diminished ability to process information to perform instru-
mental, self-care, and social activities. Such behaviors may
be indications that the person with cognitive loss is bored
or not able to do what he or she wants or needs to do. It can
be posited that if the caregiver can set up and support the
environment to keep the impaired person engagedl in a rou-
tine of activities, the effort could potentially minimize the

Sladyk, K. (Ed).

Ryan'’s Occupational Therapy Assistant:
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Cognitive Person Physical
physsological Policy
Occupational Performance'
Occupation - reflects the individual's dynamic

That which as person wants and needs to do.

The Occup;umnnl I'herapists View of Performance

experience of _enPa ing in daily
occupations within the environment,

Baum g Law, 1997

Figure 31-1, Conceptual framework. (Adapted from Christiansen, C., & Baum, C. M. [Eds.]. [1991]. OCC“W
ig -1,

i vercom;
human performance deficits. Thorofare, NJ: SLACK Incorporated; Christiansen, C., & Baum, C. M. [Eds]. [1997), 0 ccupar Ming

i ‘ i : SLACK Incorporated; and Law, M., Cooper, B, Strong, S, R;
] ling function and well-being. Thorofare, NJ: S ' :
E?%”ﬁ;niegson-environment-occupation model: A transactive approach to occupational performance, Canadian JournaiL

Occupational Therapy, 63,9-23.)

disruptive behaviors of his or her loved one and reduce his
or her stress.

OTs and OTAs play a critical role in helping families
acquire the knowledge and skills to support their loved
one’s behavior as they strive to maintain dignity and engage
in activities. There is consensus that activity is important
to maintain cognitive and physical health (Almli, 1993;
Christiansen, 1991; Fidler & Fidler, 1963; Kielhofner, 1992;
Lawton, 1990).

ALZHEIMER’S DISEASE AND
ITS FUNCTIONAL PROGRESSION

The brain processes information and organizes behav-
ior. In DAT, the brain atrophies and loses functional con-
nections, which impairs the nervous system's ability to
process the sensory information it receives from the envi-
ronment. Persons with DAT often have primary sensory
impairments (visual, olfactory, gustatory, auditory) because
the key centers of the brain that interpret information do
not allow the person to create appropriate responses, This
means that his or her vision, taste, smell, and hearing may
be impaired, complicating his or her ability to participate
with others,

Cognition is the process by which sensory input is
transformed, reduced, elaborated, stored, recovered, and
used (Duchek, 1991). Since behavior is dependent on senso-
ry input, DAT interferes with the individual’s performance,
Asthe disease progresses, the individual with DAT becomes

' Righy, P, & ety 1

of

unable to process information. People €Xperience Jogse i,
their ability to access memory, use language, and perform
motor acts (Baum, Edwards, Leavitt, Gran, & Deuel, 19g5)
The loss is demonstrated when the person hag trouble cay.
rying out tasks of daily living and interacting socially, He o
she also has difficulty in solving problems (Baum, Edwards,
& Morrow-Howell, 1993; Edwards & Baum, 1990),

DAT has been thought to be a deficit of memory,
Memory is a problem, however, and individuals can exhibit
many different neurological deficits. These deficits are
not always present, and if they are present, they may be
displayed differently in different stages of the disease. This
means that a person with DAT requires accurate assessment
to determine the extent of the deficit and how it contributes
to the person’s occupational performance.

People with Alzheimer’s disease may display the fol-
lowing;

* They may not be able to discriminate facial expression
or voice tone qualities (Allender & Kaszniak, 1989;
Eslinger & Damasio, 1986). This can explain why
people have difficulty recognizing staff and family. If
someone were to change his or her glasses or hair color
or style, the person with DAT would not be able to rec-
ognize him or her.

* Aphasia may limit or obscure the person’s ability to
comprehend or express language (Faber-Lange'ndoen
etal,, 1988). Just because someone cannot speak, it does
not mean he or she cannot communicate. A SP“‘E
pathologist can help identify successful strategics, sulct
as having the person read. Some people have difficulty
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Table 31-1
he Occupational Performanc
T € Assessment

The Kitchen Task Assessment (Bau
The Functional Behavior Profile (8 m & Edw

The Memory and Behavior Problem |
The Zarit Burden Interview (Zarit & ;S\ri?]eocnk)lls]tg(%)

5 Dige
ey
' 4_/'/,

ards, 1993
aum & Edwards, 202)0' B

o aum et al
The Activity Card Sort (Baum, 1993: B «1993)
+ 1773 Baum & Edwards, )
, 2001)

Zarit & Anthony, 1986)

nd sometimes just starting a story
), ¢

d oyen greater difficulty ff)r families
i i J-ln'i nability 0 recognize objects and/or
apers®” s (Mendez, Mendez, Martin, Smyth,

N e who cannot recognize

1990). Peopl
n the items and need a helper to be

5,
0
od label ] for the task they are trying

obie(: ‘l‘;ave he right t0©
movements are often dif-
0% e 102D ds, Baum, & Deuel, 1991).
ot e oreat difficulty with apraxia, not under-
\ v?he person can do some things and not
ometimes think persons with apraxia
It until they understand that the

i 0 urpOSEfUl
Oré raxia (Edwar

512 a 1
others. Families s
e willful and difficu : he
inability to MOVE is a brain deficit.

ot also exists i problem solving, judgment,
organizations and sequencing due t0 frontal and tem-
poral lobe damage (Baum & Edwards, 1993; Sullivan,
ear, Gabriell, Corkin, & Growdon, 1989). These
functions are basic to people who are able to engage in
ctivities. When these deficits exist, the person needs a
caregiver who can get him or her started on tasks.

+ Memory is affected in persons with DAT. Short-term
memory is the memory that holds recent events prior to
theevent being stored. Persons with DAT cannot retain
ftems in short-term memory. This is why you never
wantto ask a person with DAT “What did you have for
bre“akfast?”, “Was your daughter here this morning?’
or“What did the announcer say about the weather?”

s Impairme

L)
t::jl;e;::l I;emf?r)’ is more corrllplex; it can also be
—— mI; mlgurefout strategies to tap it. Episodic
that haye COnteXtouryl or personal episodes or eYents
(isodic memoy : _Teferen.ce‘ Y(?u can often trigger
Senanic e ! W“h stories, pictures, and smells.
fieul ¢, tap § oy 1? the memory for facts. It is dif-
“Uensively us:;lf_intlc memory unless the person has
PISONS retaiy information in their daily life. Some
Uter g egorieslnformation about birds, flowers, or
“Mory fo, of knowledge. Declarative memory is
general knowledge and is not often pre-

-

served. P i
to re rospective memory is the mem
it member what to do. This is impaj o s
is amen ' aired i /
e ofloﬁlzlcte to adaptive strategies and cuesn "ll?}?’rf, #
type of mei; €rm memory is procedural mer;mor . ’;’;‘2’*]
most oft h(?ry is knowing how to do someth; e
oo en think of procedura] memory when wlzgét;i]'we
have n ?ﬁ e k.no.w how to ride a bike, even thou hmvk
ot done it since childhood. If we know hg i
person has done in the past, we can tap hi e
cedural memory to perform, faslk & s or her pro-
S —— Lo _as s and activities that he
not do if it required new learning,

A FRAMEWORK FOR ASSESSMENT

Occupational Therapy Evaluation

Information to frame treatment must be collected from
both the person with the impairment and the caregiver.
Because treatment involves training of the caregiver to con-
struct opportunities for the person to stay engaged in occupa-
tional tasks, it is important to have a clear picture of the pat-
tern of the person’s deficits, a history of interests and activi-
ties, and the expectations and skills of the caregiver. Table
31-1 presents a model to guide the assessment process. Each
of the instruments included in the model is described below.

The Kitchen Task Assessment (KTA; Baum & Edwards,
1993) requires the person with DAT to make a cooked pud-
ding from a mix. It allows the clinician to administer a
standardized measure without employing an artificial task.
The KTA is a valid and reliable measure that can be used
as a clinical as well as a research tool because it discrimi-
nates the performance of individuals acro§s all stages of tbc
disease. It records changes in the persons perfor.mancc 1:11
initiation, organization, sequencing, incorp.oratrlrcin Oxft :r
steps, safety and judgment, anq te.lsk Cémple?ol"- Klie":l\l an
mation gained from the admwstratnon 0 n; s
be used by the clinician to train the Cires;;irper‘soﬁmust
impaired individual in daily living tas S'fthe task. The test
be directly observed in the performance©
takes approximately 15 minut.es.

The Functional Behavxor9 25 s elia
Edwards, 2000; Baum et al» |

. (ppp; Baum &
profile ( - and vali q
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Figure 31-2. Determining management strategies for persons with Alzheimer's disease.

assessment that documents the caregiver’s observation of
the task, social, and problem-solving behaviors of a person
with DAT. The FBP can help the caregiver focus on the
presence of productive behaviors useful in managing the
impaired person. When used with the KTA, it helps the
clinician understand how the caregiver sees the capabili-
ties of the person with the impairment and how that might
differ from the responses that the therapist can elicit from
the impaired person with the appropriate level of cueing.
It can be completed in checklist or interview format.

The Activity Card Sort (ACS; Baum, 1993; Baum &
Edwards, 2001) is a card sort of 61 activities including
13 instrumental, 36 leisure, and 12 social activities identi-
fied by older adults as activities they typically do. Using
this assessment, it is possible to calculate the person’s pre-
vious and current level of engagement in activities from
the information provided by the caregiver. The ACS gives
the clinician information about the interests, activities,
and hobbies of persons to use in planning care. It can be
completed in card sort or checklist format,

The Memory and Behavior Problems Checklist (MBPC;
Zarit & Anthony, 1986) reports the problems identified by the
caregiver in managing the person with cognitive impairment,
The instrument has 2 sections: one documenting the presence
of the behavior and the second documenting the caregiver's
tlerance for the behavior, if it is observed, In addition 1o
recording the presence of disturbing behaviors, such as wan-
dering, rudeness, losing things, and not recognizing others, it
also reports the help needed 1o perform basic and instrumen.
tal tasks of daily living, 'The instrument can be completed in
interview or checklist format by the caregiver

. . and provides
information that can help the clinician help the

careglver,

The Zarit Burden Interview (Zarit & Anthony, 1986
reports the burden experienced by the caregiver ip man-
aging the person with cognitive impairment. I includey
questions that address both demand and emotion-focuseq
stress. Demand stress involves issues such as time for
dependency, access to resources, and social life. Emotim;’_
focused stress addresses issues such as guilt, anger, fear
and embarrassment. The instrument is completed in
interview or checklist format by the caregiver.

A FRAMEWORK FOR
INTERVENTION

Baum (1993) found that individuals with DAT who
remained engaged in activities displayed less difficulty *
with dressing, feeding, bathing, and grooming and had
fewer occurrences of disruptive behaviors, Some have sug-
gested that caregivers should be given formal or informal
support with tasks such as bathing and dressing (.\1ill§r;?
McFall, & Montgomery, 1991; Vitaliano, Russo, Breen,
Vitello, & Prinz, 1986). Help with the self-care tasks alone
would not alleviate the caregiver’s stress, as the stress is
related to the disturbing behaviors, not the frequency
with which help is required in self-care. Some disturbing
behaviors may surface during dressing and bathing tasks
particularly if the tasks are presented at a level beyond the
impaired person’s capability. Figure 31-2 describes reld
tionships that can guide OT intervention.

For individuals to remain engaged in acti
the disease progresses, it is necessary for the care

vities. as
giver to
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LE h“(.‘i;slmhin,: behaviors, To minimize distugly.
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. m')!-”m“d into routines that are consistent

must b
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caregiving activities are predictable and
(Kinney & Stephens, 1989). Using this explana-
i regiver would not be stressed ‘hy the actual tasks

lm; by e ““Prcdicmlsilily of the occurrence of

the
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Jisth

’ ‘chﬂ\'iml\‘.
;!.::‘,ill}nwing isa d'cscripll:on of the c!mngcs that occur
i “\.idunl's performance as the disecase progresses,
in th¢ IT\:\vilm is also a summary of the performance
red by the caregiver on the FB']’ (Baum et al,, 1993)
N aged using the Clinical Dementia Rating (Berg, 1988).
snd* }mg the earliest stage of the disease, the individuals
D:_larc--approprialc in activities and can do what they
d to do if the instructions are simple. They usually
form activities without frustration and in a reasonable
. frame. They may need encouragement to begin a task.
ble for persons to learn a new complex activity,
hut they can perform complex tasks that are overlearned
without assistance. The caregivers begin to face problems
2t this level. One problem concerns the person’s ability to
drive. Additional problems involve the ability to manage
money and maintain relationships.

In the mild stage of the disease, individuals remain
appropriate in activities and independe.nt in grooming and
hygiene. They can independently do a simple task; however,
they often need encouragement to begin the activity and
will do better if the tools and supplies they need are placed
at the point of use. They need assistance in doing more
complex tasks (those with multiple steps).

The next stage of the disease (moderate) is very prob-
lematic for the caregiver, as the impaired person can no
longer perform any activity without either verbal or physi-
cal assistance, meaning that the person cannot be left alone.
Impaired persons can still identify familiar persons, and
their behaviors are usually appropriate.

In the severe stage, persons cannot do anything for
themselves Often individuals are in nursing homes, but for
many reasons (costs ranging from $24,000 to $40,000 per
year being just one), a substantial number remain at home.
Individuals in this stage can still carry out a response to a
one-step command. However, the request must take into
;ﬁ’zzliz ::il:)n their' physical _cz%pabilities. Specific verbal guid-
feeding & e pr ov@ed to elicit every movement. If you were
hold ths gerSOH Wlt}.l DAT, you would have to say, “Here,

read. Put it to your mouth. Open your mouth.
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Ll‘litiuus actions (Buckwalter, |
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)'82. Sinha et al,, 1992; Swearer, Drach g
Mitchell, 1988), Suct b rachman, O'Donnell, &
Siapdaduide: aviors may be indications that the
» ognitive loss is bored or not able tc do w t
1¢ or she wants or needs to do It b ited that oy
CRPeITet can 52 - It can be posited that if the
e peiacs set up and support the environment to keep
person engaged in a routi tvities, ¢
effort o1 e Be outine of activities, the
itially minimize the di i
‘ 2 isruptive behavior

of hlz)?r her loved one and reduce his or her stress. ‘
o I's End OTAs play a critical role in helping families

qtulr)e t e knowledge and skills to support their loved
O}Te st ehavgo.r as they strive to maintain dignity and engage
them in activities. There is consensus that activity is impoar-
tant‘to.mamtam cognitive and physical health (Almli, 1993;
Christiansen, 1991; Fidler & Fidler, 1963; Kielhofner, 1992;
Lawton, 1990).

95, sexually inappropriate
hiding of objects, and ren.

5 ) L g
990; Rabins, Mace, & Lucas

OCCUPATIONAL THERAPY
PRINCIPLES GUIDING
TREATMENT

OT offers guiding principles that are basic to develop-
ing and implementing a client-centered program for people
with cognitive loss.

e An individual’s performance results from the relation-
ship between that individual and the specific environ-
ment in which the activity occurs (Bronfenbrenner,
1979; Christiansen, 1991).

Engagement in activity makes it possible for individu-
als to influence their own physical and cognitive well-
being (Csikszentmihalyi, 1988; Fidler & Fidler, 1963).

There is a dynamic interaction among the biological,

social, and environmental factors that underlies the

individual’s capacity for performance in instrumcx}ml‘
leisure, and social activities (Almli, 1993 Kielhofner,

1992; Lawton, 1990).

Individuals whose activity is v
do not demonstrate anxiety or
task (Csikszentmilmﬂyi, 1988).

vithin their capabilities
boredom related to the
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« well-preserved. .

. ;‘crscveim!ion—Thcy often display inappropriate and
repetitious behaviors.

o Difficulty initiating and organizing tasks.

« Difficulty recognizing objects, people, and sounds.

e They present safety problems for family and them-

selves.

e Changes in their sensory syste
not smell as well, and they do

of taste, making food not as appetizing.

ms limit vision, they do
not have the same level

TREATMENT STRATEGIES

The social science and occupational science literature
provides guidance to practitioners with general strategies
to teach the family members of the person with the cogni-
tive Joss. The strategies in the Evidence-Based Treatment
Strategies chart have been determined to be effective.

General Strategies to Support Occupation

- The following specific strategies can be used by the
OTA to help the family member acquire the understanding
and skills to help his or her loved one maintain indepen-
dence,

. BU{lq a consistent schedule; build routines around
activities he or she has previously enjoyed,

. DO i [ & »
- ‘nl?l expect new learning; perform activities that
ave been previously overlearned

Speak wi v

hgld in‘;(')l: 'i’e person about issues that he or she will

to store mgr- .erm .mem”ry' as he or she will not be able
¢ recent events (e.g., Did you have a nice

visit with your daughter yeste
for breakfasty), e erday? What did you have

* Play music from the pe

7 rson’s era,
se strong lighting,

not current music,

Environmental Strategies

able to use self-instruction strategies. These
by Sholberg and Mateer (1989).

Create contraston surfaces,
stractions, and work in 4 quiet epy:
SLETIV e

Avoid di

M Tirries
o recines to give them more -
Alter recipes g ITE spice or hert, fia

Engage the family in care so they ¢;q beur

. : Pars

Jkills and see their loved one perform e_.,((p’qf Cumis,,

‘ s 1§73 ’
Ty

Yt

Find activities that couples can do together

Do not expect caregivers to do things fe which v
need skills. “y
Talk openly about the issues of driving 404 ok
family member to resources. ' e

.

Organize daily activities (occupations) intg z co-...,
pattern. :
Build a message center in the home. Post 5 ...
i . <a 0]
schedule and specific daily schedule at the censs,

Provide choices in menu items, activities, and clos...
5

Construct memory books, and ask for the hely ¢ .,
children and grandchildren. S
Pets are great companions and offer a temporal 15,
to the day. '
Keep patterns of church attendance or visiting ws
friends.
Go to the same restaurant to maintain familiarity was
surroundings and menu.
Continue walking or exercise programs.
Build a work station. Create a stable environment wiz
tools and items needed to do a task.
Lay out clothes or items that will be used in a task
Continue activities that offer socialization.

Enroll in a support group (for both the client and care
giver).

Attend a work-oriented day program.

Teach the family to engage the personin activities even
if he or she is not capable of interacting.

& ’ B SENY AF S h :

Help the family choose activities to do together s0 tha
socialization is maintained.

\ § o B . - Tiepace ane
Some individuals in the early stage of the disease
ason for the

Verbalize out loud each move and the 1¢ .
ask.

move before and during execution of thet
Whisper rather than verbalize out Joud.
lalk to yourself during the task.

Switch tasks and repeat the preceding stepS:
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s 0Ccur only after direct extend-
‘lizﬂ(l“'fc situations. with an individual
) { have been previously per-

i d
Sio L ities tha ; i ,
otential for new learning is

%
7 1¢
) seds as the P

ction In

. sent on the completen
auge improven pleteness

crbalilﬂ“(’“ sequence (above).
(Sholberg & Mateer, 1989).

ement training

. manas R
n tio“’EStimate time it will take as part of
ima

e schedules, generate a plan for the activi-

cating :
C';s obe accompllshed_
1 -
E ecute @ plan within sch
X

day planner:
edule center in home.

eduled time constraints.

i calendaf’

Schedule, have a sch
[

ersons with DAT require compensatory inter-
- Usually, the compensatory strategy is provided by
vention®: s, and attendants who often fulfill that
ining. Interventions that are compensa-

nd req .

ro:e ?nclude the following: .

to Yperso 1 directed by another person (Luria, 1963).
[

, Organize the setting.
puild a daily schedule to foster daily routines.
L]
s learn why their loved ones have difficulty
zing tasks and activities, and teach

d organize environments for suc-

o Help familie
initiating and organi
them how to cue anl
cessful interactions.
[ndividuals with DAT have lives to live (some live

15 years from the time of diagnosis), as do those who are
providing care. The OTA is a key professional to help fami-
lies learn how to manage their loved one, and how to man-
age without disrupting the lives of the family.

The ideas presented in this chapter seem intuitive
and simple. They are not. Families who are experienc-
ing the behavioral changes of their loved one have a hard
time recognizing the behaviors as a neurological problem.
Deficits such as agnosia, apraxia, and memory are complex
neurological problems, and families have no context to
understand them. They know their loved ones are acting
ﬁ;ff:r:ntlyland mal.dng demands on them. The OTA can
loved Oﬁ:floé role in helping them understand that their
iy Sensse ehavior is not willful but a plea for help to
fast for themotlt of experiences that are too complex or t00

The fo] 0 process.

Strateoi owing case is pfesented to highlight how effec-
gies can help family members manage their loved

tive
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CASE STUDY

Mr. and Mrs. Johnson

For several

difficulties that};fiir;;rlz/[li;' ]?:HSZH’ ol s T
bl would misy un. out of ch'aracter. He mis-
i 1 s appointments with his plumbing
» became lost when driving and got frustrated, and
]t;reqlfently. lost his keys. He had always been responsibie for
eeping his company books. Mrs. Johnson took him to the
geriatric clinic after the bank talked to her son-in-law about

problems with the business account. o
Qn medical examination, there appeared to be no other
medical explanation for the symptoms. There was no evi-
dence of hypothyroidism, vitamin B,, deficiency, or other
potentially reversible causes of dementia, such ,as severe
hypertension, stroke, kidney, or heart disease. Additionally,
there was no evidence of drug abuse or psychiatric illness.
The physician gave the Johnsons the diagnosis of probable
Alzheimer’s disease and referred them to the social worker
and OT. Additionally, she gave them a packet of infor-
mation about services available through the Alzheimer’s

Association.

Social History

The Johnsons have a strong marriage. Each had their
own interests and together they shared their family, church,
bowling, and camping interests. They raised 3 children, 2 of
whom lived within 6 blocks of their parents. Mr. Johnson
finished high school and completed an apprenticeship as
a plumber. He worked for a company for 35 years before it
closed. For the past 10 years, he managed a small plumb-
ing company with his son-in-law. His wife is a secretary in
the chemistry department at a small private college. She is
61 years old and in relatively good health. Since she began a
low fat, sugar-free dietand a daily walking program, she had
brought her blood sugar under control and lost 25 1b.

Occupational Therapy Assessment Results
o evidence of apraxia, and pre-
vious neuropsychological testing had not revealed aphasi.a
nor agnosia. He did have some facial masking that made it
difficult for family to read his emotional status. The physi-
cian team had identified his level of impai-rme{lt as CDR
(Clinical Dementia Rating) 1 (mild Alzheimers disease).

Characteristics of mild DAT include ’m.oderate .memfc;l;z
loss, especially for recent events; deficits that inter

Mr. Johnson displayed n

——
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{ moderate difficulty with tit :
e scriptive of Mr.

jvitics; ‘ .
ristics were

characte

with everyday act e

relationships These
¢ skills werc

¢, organize
also

Johnson. cutiv

)
T g son’s ¢X¢
From the KTA, Mr. Johnson

ues to initiat
1. He required verbal cuces Ilr)l l]nf::“.wk E
‘ wanence (he Kiteherh taas:
and sequence :
managing the stove and pour

i ® that the task was fin-

ing the hot liquid. He did recognize lllll.rl llu.cltq O\r " ek

) 3 formi ¢ aspects d
i s capable of performing a asy '
shed. He was capable 0 ’ the
o presence of a person 1o verbally cue him
task.
Mrs. Johnson reporte
ate for long periods of ti : 4
of continuing with plumbing tasks
had encouraged him 1o continue
no longer went to work.)

jmpairec
perform all steps .
needed verbal assistance N

put needed the
throughout the

From the FBP,
was able to concentr
by his daily activity
around the house. (She

with his plumbing at home after he
He usually finished tasks that he started (when he had done

them in the past), performed his work neatly, and had no
trouble using tools or manipulating small items like buttons
on clothing. He did need help with his razor, s0 Mrs. Johnson
got him an electric razor, which he could manage. His activi-
ties were usually appropriate to the time of day, however,
lately he had been waking at night and going to the kitchen
to get something to eat. He continued to make decisions
concerning what to wear and what to eat, but Mrs. Johnson
found that he was better at this when he was given choices.
He continued to bathe and groom with only a little encour-
agement. He really enjoyed getting out to church activities
and being with the children and grandchildren. However,
Mrs. Johnson reported that he did not want to stay at events
as long as she did. He continued to recognize family and
most friends, however, friends helped by saying their name
when they greeted him. He rarely initiated conversation but
conversed when others started the conversation. Family and
flr;el?r(li; Vfi;ﬂf? }rim when he got lost in a story. Rarely did
ay it was and he could no longer make inde-
pendent decisions or problem solve.
mani‘rr)m the ACS,' Mr. Iohrrson gave up the tasks of
naging personal finances, investments, and general ¢
maintenance. He continued to do home repai -
- pairs and fre-
quently drove on familiar routes in the nei
managed the telephone, as his wife h Znelghborhood. e
labeled the frequently called numbe aH programmed and
per and watched sports on TV. rs. He read the newspa-
He had giv i .
ever. he Still%njf)r;reliip l:)lis church committee activities;
went bowlj goIng to church. He and Mrs, J
wling each week in a couples’ ] .Jo
eague and went

d that her husband
me as evidenced

how-
hnson
danc-

ing with friends at least twice

He watched birds in the backya
name them all, and he tended his %c,:vdclr’:lhcl;)u o long,. -
He needed help to gcr started and moye 'fm:n'm( caft'fuﬁr
e had given up reading the Bible and readin ll'ask to laq):
Mrs. Johnson still worked full time 454 I €Nery)
she would finish the year so she could c()“Wnrricd hf;w
retirement from Social Security. She hag hE‘Cl he
daughter and son and their families, but 41| of th
so she had limited assistance during the day Mt
had worked alongside his son-in-law until ¢ W;eck
Johnson reported that the future was frightenip
From the Zarit Behavior Problem Che
johnson reported that Mr. Johnson occasiona])
lost, and she thought it was time to take away 1, ,
reported that he asks repetitive questions and t}? Ca.r. She
beginning to get on her nerves. She also i"dicategt It wa,
was misplacing things. She reported that he did 5ot that b,
things or do things that could be dangerous tq b destrg,
others. However, she said he was frustrated fre umse]f or
evidenced by his yelling at her and the dog; anqd ently, 5
she had found him wandering about the pej hbrecently
She did not recall that he had reported hearing vo'rhOod. :
having hallucinations. If she laid out his clothing }?lces or 8
dress himself. She indicated that he did not havg’di;f-could
with self-care tasks; however, she did have to help hi 1curt
money. She had programmed the telephone so hem with
get in touch with her during the day. She admitted t}:o“ld
called her frequently and her office seemed to unde athe
but she felt that it would be a problem soon. She rer Stan$ 3
being very committed to providing care for hirﬁ"f;h
reported that they have had a good marriage and th;t he i
continued to feel very close to him. ol

S.a ;
810 hey,
Cklis[ M

? Wrg,
Y had gy,

1,

Intervention

) .Strategies suggested by the OT based upon information -
obtained from the assessment interview and preferences -
stated by the Johnsons included:

General Strategies

* Mrs. Johnson was helped to build a consistent schedule 'f:
She filled out daily schedules for several weeks until she
realized that a consistent schedule had been constructed'
She noticed an improvement in Mr. Johnson's behavior -
when he functioned in a routine. 3

* Mrs. Johnson was taught to deliver cognitive Supwf'f_i
M.r, Johnson mostly required verbal cues and funCﬁ‘med
fairly independently when the environmen g
nized to cue him. It was important to help Ms. Johos”
understand that Mr. Johnson needed help in Se‘f“ﬁ'f
started (initiation) with an activity and also 642" ¢
assistance in getting the task organized. She learD

his difficulty with initiation was not d

ue to stubv™™
ness, but due to the related neurological deficit.
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cueing strategics, and they
Huces hem would be able to do
N I including taking walks,
A 13111""/3“,‘12:“7 ith the dog: watching birds,

0 el e, playis ond powling: Mrs. Johnson
o cing " pouse 1\1:::‘ into the weekly schedule.

=

e related neurological
displayed some facial
nily to learn to look
he was expressing

wught about tl
 was FEE - johnson £
{ for the fat

cause D
pec m sortan
y when

ex Vl'cssi(“

support Behavior in the
S jty t Solve Problems

.\,bscﬂc ot a message center in the home so that
1d have 2 place to g0 to find out where
ven if she Was in the yard. The week-
hedule were posted at the
the center when they

\{l'. v : vas
L n Wwa» .
lolmso fic daily s

spECl

dren Jearned tO US€

n she gave Mr. Johnson

(;;lenu jtems that he eats better. He loves

poices 10 ond rather than let him choose them daily,
N twice a week. He had

samenu choice
with dinner preparation, but Mrs.

hat he preferred to be with her and that
ks like tearing Jettuce or stirring

0
imple tas
ddosimP task when she

or stew. He can do most any
apotcls! rbally through the task.

port Socialization

ructed with the help of the
as to be used
in conversation and help him
cemember familiar people and important past events.
A special section on birds was included so that he could
keep up with his bird watching.

+ Bowling and dancing have been an important part of
{heir routine, so Mrs. Johnson is trying to keep them
going His attention span is decreased but he enjoys the

socialization that they offer.

R thnson is very fond of his dog. The dog actually
22: hm.l to let him out and feed him. They are great
worlganm?ns' The dog is always by his side when he is
0 the tgh:::a&-le garage. The problem is the dog is old,

pist suggested that a younger dog might be

2 good inve
stmen st # e
the future, t to maintain the compamonshlp n

' Mr. ]oh
Ut he dzizn-m l_onger can manage Sunday School,
oted that h:l; patiently through church. Mrs. Johnson
oes better when they go consistently.

Grategies tO Sup

children and gran
to engage M. Johnson

A Marrie
ed Couple Dealing With At
MZheimer's

 Disease A1t
Yy

o« Mr
Mrs. Johnson wante
express his frustr

d
th. ]()hnS()n to hi\v(_' a pro LA (%
. ; cess )

ations a
s and con
group for pe 3 Cerns, so she ¢
by the local Al‘.,hqllkrsons with mild ”A’l': enrolled
. heimer’ ) on

group weekly. While h o /\lﬂsoclalmn, He g{,gs ‘S()r:\d
' ¢ is there 0 the
errands or meet wi re, Mrs,

or meet with the other S’pou Stk

spouses.

l‘h(. ]()hn ) « a ¢ yS ( y J g ( l to (l|n-

L] sons h'\d lW'I 5 j

l b an ) Cd 5()in u i
NCr I 1€ llwl YO (lt S I I : 4t vir,

Johnson can
an manage the me
d i nu and Visi i
and friends that frequent the rcsmuranLtm S e

an run

Strategies to Support the
Performance of Tasks

Mr.
¢ her c]::lr:(ﬁl be}%.an }211 work-oriented day program where
se 1§ and m .
underprivileged childrerz. it il 10™maks tofs=io

e A plumbing work station
was built in the garage wh
Il;/lr. Iohrrson could safely work with his togols fndw keec:e
usy whll.e at home. His time in this task gave Mrg
Johnson time to do her activities at home. .

e He con'tinues to dress himself when she places the
clothes in the same order each day.

e Mr. Johnson’s driving skills were evaluated by an OT in
an on-the-road assessment. It was determined that it was
no longer safe for him to drive. Mrs. Johnson takes him
to day care on her way to work and picks him up after
work. Because Mr. Johnson always liked to see the hills
in the country, either his son or son-in-law takes him for
a weekly drive to keep him in touch with nature.

e Mrs. Johnson continued with her walking program
but included Mr. Johnson. In good weather they used
the college track; in inclement weather they walked in

the mall.
o The entire family came to understand how important 2
pport Mr. Johnson’s func-

stable environment was to su
tion. The grandchildren have learned why his paper

should be in the same place, why his tools should not be
moved. The family marked their father’s bathroom door
with a picture of him shaving. A card labeling the TV sta-
tions with news (Charmel) 4, sports (Channel) 2, etc., Was
pasted on the back of the remote control so that he could
watch his shows. The power button was painted white.
The remote i alwaysina basket on the table by his chair.
olved i

When Mr. Johnson stays inv n activities that are
not exhibit as many disturbing

important t0 him, he does ' ing

behaviors a$ when he is bored or anxlious. iHe] f}f;;)c:s
. garage WOrksnop- r

A i ns that the

larly enjoys working i
memory has not improved,

de is roviding an €
P him active and eng?

but the modlficatio
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Treatment Stra tegies
Strengthen remaining cap
person with impairment

acity of

[ ed
Keep him or her active and involv

Practical advice t0 caregiver

Organization of a schedule

Organization of the environment

Exercise

Maintenance of interpersonal relationships
Family included in care plan

Training in communication skills
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Discussion

Mrs. Johnson was a caregiver with a mission: to main-
tain a purposeful relationship with her husband, to be a
successful caregiver, and to remain at work. She was meet-
ing and continues to meet those goals. Of course there were
difficult days, but she had a sense of hu
i:/; fa}rlnily, and a friendship network at home and at work to

¢ resources to manage

problems as they arrive
and i if it i
il y can take some time off if it is

mor, a very support-

An adaptive approach was the treatment of choice, not
only because it makes good clinical sense, but it was what the
family wanted and needed. They were willing to take on their
role of caring, they just needed the skills to be successful

CLINICAL PROBLEM SOLVING

. . treat-

Mr. and Mrs. Johnson had excellent dlagnOfS ilaz?xiimer's
ment options as they addressed the PfOblf’ms Of ancertaintf
disease. Consider the following case typica! ©

in the early stages of proper diagnosis:
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ar-old woman who lived with hep
mn\_‘.,- n ‘mali(“" E (j(‘m\\l‘l‘cil).'. Shc.wns admitted 1o
, ,-mli'." in “.‘h;{hi“"‘"io" |;\Clll\l)’ loll(}wn?g anacute care
’ e 1€ of 10 days after a fall in the bathul,
;.;ﬂ‘i a iﬁ;:"“:m treated initially as a person \.vilh a head
‘,\uhol'.k.' ]mrm:ﬂi”“ about ~hcr. pnjncv:ldcm Iunclioning
Ty lﬂmhcr w.ohlﬂns_ The family was guarded about
O rmation and there s.ccm.cd to be conflicts
- family about “protecting family assets.” The
in Ih'i :oopt"r‘“iw but clearly confused. As time
".n}m.mmion came forward that Frances had
0“1” 1 shower, fully clothed including sneakers,
poen 1'\k3;¥il‘;11;k1 experienced the head injury. The social
“,]1«‘5 Shk.ﬁ concerned about the safety of the home and
worker ‘;‘q well-being, and asked the treatment team to
for Fran d»trca‘t the client keeping in mind that litigation
¢ services may become involved.

N 72:YC
ast

bact

,

assess an
or protectiV

The OT then completed the Bay Area Functional

performance Evaluation (BaFPE) along with other
assessments to get a better handle for the cli-
] functioning. Serious cognitive deficits
were documented. The client was first handed a packet
of money ($5.00) and asked to compl.ete a budget sheet
using a grocery list. Second, the client was asked to
draw a house floor plan (5- x 7-inch rectangle) using
2 list of required rooms. Lastly, the client was asked to
draw a person “doing something.” Copies of Frances’
work are in the Real Records section.

formal
ent’s behaviora

Considering the evidence from the BaFPE, what discharge
plans seem appropriate? How can the family become
involved in the treatment process? What signs of cognitive
disabilities are present in the 3 subtasks of the BaFPE?

LEARNING ACTIVITIES

1. Design a family education tool that addresses how
to deal with the frustration that comes with the
patient “slowing down.”

2. Investigate Internet sites that provide services

or supports for people with Alzheimer’s disease.
Evaluate the trustworthiness of each site.

3. Design a leisure check sheet for a person with
Alzheimer’s disease. Keep in mind the motor and
cognitive issues that can interfere with movement.

EDITOR’S NOTE

Thi
Was 15 chapter wag updated by the editor. Dr. Baum

ssocplresidem of the American Occupational Therapy

Ation at the time of thi writing.
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