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ABSTRACT

As Alzheimer’s disease progresses, it robs the individual of his or
her independence. There is currently no cure for Alzheimer’s disease.
Although anti-dementia therapies may slow the rate of progres-
sion of Alzheimer's disease, pharmacotherapy for the behavioral
and affective concomitants of Alzheimer’s disease is often non-
rewarding and carries risks of potentially serious side effects. The
behavioral disturbances in Alzheimer’s disease impact the quality
of life of both patients and their carergivers and are economically
burdensome. Psychosocial-environmental treatments for behavioral
symptoms of Alzheimer’s disease are emerging as an attractive,
safe option. The use of these approaches can ease behavioral dis-
turbances in Alzheimer's disease and decrease caregiver stress as
well as lower the costs of care giving.

INTRODUCTION

Alzheimer’s disease significantly impacts the quality of
life of both patients and their caregivers. Present treatment
is usually focused on pharmacologic therapies to either
improve memory or slow progression. At this time, there
are no drugs that can cure Alzheimer’s disease. Current
research is focused on pharmacologic and biologic agents
that can treat and possibly prevent Alzheimer’s disease. In
addition, there is a surge toward psychosocial-environmen-
tal interventions for treatment of behavioral symptoms,
potential prevention, and treatment of behavioral and
affective symptoms related to depression and delusions seen

FOCUS POINTS

® Psychosocial interventions are beneficial and cost effective.

® People with dementia have resilience and can utilize
resources in an adaptive manner.

¢ Meaningful activity can decrease depression and disruptive
behavior.

® Psychosocial interventions have to be individualized.

in Alzheimer’s disease. These nonpharmacologic interven-
tions are a welcome addition and an attractive approach
from a risk-benefit perspective, especially for the behavior
and affective symptoms in Alzheimer’s disease. Medication
treatments have always been reactive to disruptive behav-
ior that needs to be controlled quickly to decrease harm
to the patient and the caregiver. Psychosocial approaches
can be considered as proactive.! The research in this area is
limited and sparse. This article describes current concepts
on prevention and psychosocial-environmental treatments
for managing behavioral and affective symptoms as well as
improving quality of life.

PSYCHOSOCIAL AND ENVIRONMENTAL
TREATMENTS

The concept of psychosocial intervention is that when
the social and environmental issues confronting an indi-
vidual are addressed and manipulated, there is a possibility
of preventing or minimizing the consequences of the illness.
These interventions have benefited the management of
stroke, diabetes, coronary heart disease, and obesity, among
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other conditions. Healthy lifestyle and stress reduction
strategies, such as diet, vitamins, exercise, yoga, and medi-
tation, have helped prevent or delay disease and maintain
health. The same concept can be applied to Alzheimer’s
disease where risk factors such as advanced age and genetic
or familial risk cannot be altered. In this aspect, many
programs and protocols have been developed to promote
healthy brain aging and longevity, such as brain stimulation
therapies, all to address prevention of Alzheimer’s disease
and other dementias.?

Social and cultural demands relative to the role of the
older adult are constantly changing. The older adult has
to adapt to the aging process, loss of health, loss of func-
tion, disability, loss of friends and family, and new tech-
nological advances, all of which place a demand and stress
on the elderly individual to function at an optimal level
and to maintain independence. Cognitive changes faced
by the aging population range from age-associated memory
impairment, to mild cognitive impairment, to dementia and
its consequences. Demands to maintain optimal function-
ing can precipitate anxiety and depression. The diagnosis
of dementia and its added restrictions can contribute to a
decrease in independence, poor self-esteem, lowered self-
confidence, and withdrawal into a more isolated lifestyle.

Lack of meaningful activity may trigger depression and
disruptive behaviors that may be linked to different causes.
Wandering may be associated with seeking stimulation
from the environment. Verbal agitation such as scream-
ing or shouting repeatedly may be associated with pain
or a need for social contact. Physical aggression may be
related to the interactive style of the caregiver.® Based on
such assumptions and observations, physicians and other
caregivers suggest certain strategies such as decreasing
stimulation by providing a quite area or finding meaning-
ful activity, and decreasing pain by soothing massages or by
improving social contact. Such interventions can modify
the behavior and benefit both the patient and the care-
giver. Two models have been suggested to explain problem
behaviors in dementias such as Alzheimer’s disease. In the
unmet psychosocial needs model, the individual may be
bored or lonely and lack sensory and social stimulation. In
the decreased threshold model, coping skills are compro-
mised and the environment is stressful. Several of the psy-
chosocial interventions which are described below address
these needs (Table 1).

The goal of psychosocial intervention is to increase the
patient’s sense of mastery and control, thereby increasing
their sense of self. These interventions are not supported by
large, randomized, double-blind prospective studies. There
are several small controlled studies® which provide evidence
for the effectiveness of behavior therapy—a treatment which
may include exercise, activity programs, music therapy, and
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manipulation of the physical environment in general, thus
increasing sense of well-being and fostering independence
in certain tasks. A review® of environmental interventions
showed that proper structural design and lighting in nursing
homes combined with appropriate visual, verbal, and tactile
cues to compensate for sensory deficits can help improve
activities of daily living—such as dressing, feeding, and
bathing—thereby fostering independence and improving
mood and behavior.

Studies have shown that educating and training a caregiver
in psychosocial intervention decreases the burden and stress
on the caregiver and improves the emotional well-being
of the caregiver. Other studies showed that psychological
improvement achieved by such interventions in the patient
lasted from 3-18 months and some even up to 39 months,
showing significant cost savings, as measured by caregiver
time/effort.”® The effectiveness of the various psychosocial
interventions is measured by frequency, severity, and dura-
tion of the behavior. It has been shown that there is no single,
optimal intervention. A multidimensional evaluation is
needed and factors that need to be considered are functioning
of the dementia patient, personal and cultural background of
the patient, availability of resources, motivation, and educa-
tion of the caregiver. A range of psychosocial interventions
that are flexible should be developed to match the needs of
the patient and the caregiver. Several studies” have shown the
importance of individualized interventions.

L
TABLE 1

PSYCHOSOCIAL TREATMENTS TO DECREASE DISRUPTIVE
BEHAVIORS

Change style of interaction and communication with the Alzheimer's disease
patient

Meaningful activities
Reassurance and attempt to understand nonverbal communication
Provide a quiet area

Behavioral treatment: behavioral activation model or antecedent-behavior-
consequence model

Education: patient, caregiver

Promote resilience

Psychotherapy: individualized to cognitive functions

Meditation

Massage, aromatherapy

Music therapy, dance therapy, bright light therapy

Multisensory stimulation therapy

Increase social contact in person or via pet therapy or simulated presence

Montessori-based activities
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BEHAVIORAL INTERVENTIONS

Behavioral interventions include behavioral activation and
the use of the Antecedent-Behavior-Consequence (ABC)
model. These two behavioral interventions have not been
systemically studied in people with dementia. Preliminary
research on some components of these interventions (eg,
supervised exercise programs, therapeutic biking) and clini-
cal experience support their use in treatment of behavioral
and psychological symptoms of dementia.'!"!

Behavioral activation is a method commonly used in
treating depression.'? It involves developing a list of activi-
ties the patient is likely to enjoy or should be engaging
in as part of a normal life. Depending on the patients
motivation and cognitive strengths, caregiver involvement
may be needed. Although research using this method has
not been conducted in patients with dementia suffering
from depression, in the authors’ clinical experience, many
patients benefit from this method. Caregivers who are eager
to participate in improving patients’ well-being also find it
useful. The authors of this article have used the “PSALMS”
approach (Table 2), based on work of Ben-Shahar.’® The
ABC model instructs caregivers to identify antecedents
(triggers) of a specific behavior as well as to clearly define
the behavior’s consequences (reactions). The ABC model is
often used for education of dementia caregivers.'* By assess-
ing and changing common antecedents and consequences,
caregivers are often able to promote comfort and function
for patients with dementia. For example, behavior may be
“yelling.” Consequence may then be the caregiver labeling
the patient as “just acting up” and the patient’s removal
from the group activity. This may further exacerbate the
patient’s “yelling” and start a vicious cycle. The anteced-
ent may be decreased hearing due to need for replacement
of batteries in a hearing aide. By correctly identifying and
addressing the antecedents (eg, replacing the batteries in
the hearing aide) and changing the consequences (ie, since
the agitated patient is trying to communicate an unmet
need, the caregiver then finds out possible reasons for
his agitation), the behavioral problem of “yelling” would
be reduced and the patient would participate in group
activities. Specific and teachable behavioral management
strategies and communication techniques may be used to
improve effectiveness of the ABC approach.”

PSYCHOLOGICAL INTERVENTIONS

Patients with dementia syndromes are not outside the scope
of effective psychological services to address the cognitive and
psychological/emotional consequences of their conditions
as well as the overall quality of their lives and that of their
caregivers.'® Preliminary findings from small studies indicate
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that psychological interventions may be effective in treating
people with dementia and should be offered to patients and
their caregivers. Outcomes of psychological interventions
can be optimized by carrying out an interdisciplinary, indi-
vidualized, and holistic care plan that may include exercise
(physical and cognitive), nutrition, anti-dementia drugs,
specialized programs offered by the Alzheimer’s Association,
and treatment of medical comorbidities."” The authors of
this article have grouped the psychological interventions for
people with mild-to-moderate dementia into three areas: pro-
moting resilience, providing education, and psychotherapy.
The outcomes of psychological interventions have not been
systemically studied.

Promoting Resilience

Resilience is the ability to bounce back and overcome
negative influences that block achievement. Some patients
diagnosed with dementia, after initial shock of diagnosis,
continue to live meaningful lives.'® Clinicians can promote
resilience in patients with dementia by adopting the resil-
ience framework described by Harris." This framework has
two components, namely, helping a patient with dementia
utilize resources in an adaptive manner and addressing
vulnerabilities of a person with dementia. Resources and
vulnerabilities are listed in Table 3. Approximately 30%

L
TABLE 2

TO BE HAPPIER EVERY DAY, ALL YOU NEED IS “PSALMS”!

P: Engaging in activities that generate Pleasure on a regular basis. Even a
small amount can have a dramatic effect! So make a list of activities that
are pleasurable and include at least a few in your daily schedule.

S: Activities that exercise your Strengths also generate feelings of happi-
ness. So make a list of your strengths and what you are good at, and gradu-
ally increase time spent engaging in these activities on a daily basis.

A: Appreciation of what we have; all the little moments and encounters are
important in order to improve the depth of happiness. So consider spending
time listing and sharing things one is grateful for.

L: Cultivating our capacity to Laugh at our problems and imperfections and not
take life too seriously is important if one wants to be happier. So lighten up.

M: Engaging in activities that bring Meaning to our life (eg, spending time
with family and friends, helping others, engaging in creative activities, being
with nature, reminiscing) is another necessary element to becoming happier.
So ask yourself, what brings meaning to your life? What are you passionate
about? What gives purpose to your life? Start actively increasing engagement
in the meaningful activities identified.

S: Scheduling activities that are pleasurable and meaningful and that
exercise our strengths on a daily basis is very important, as otherwise life
has a way of taking us away from what makes us genuinely happy. So write
a daily schedule of happiness activities and happiness “boosters” and stick
to the schedule.
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of people with dementia live by themselves. Sabat,”*?! in

his treatise on the lived experience of Alzheimer’s disease,
illustrated the capabilities of people with dementia, even
into the later stages of the disease when a caring social-psy-
chological environment is provided. This research supports
Kitwood’s* concept of personhood and the vision of a
“new culture” of dementia where language, culture, posi-
tive environment, and human values create a more positive
experience of life lived with dementia. There are also people
with dementia who have joined together to advocate for
their rights and needs in a joint exercise of power, such as
Dementia Advocacy Support Network International® as
well as outspoken individuals with dementia.?*

Education

Education traditionally involves educating the person
with dementia, their family members, and professional care-
givers in long—term care settings.

Educating the Person with Dementia and His or

Her Family

Education about resources that are available in the com-
munity (eg, services of the Alzheimer’s Association, adult
day programs); education of ways to improve medication
compliance (eg, use of hi-tech pill boxes that provide
reminders and record medication use); and sharing research
on impact of exercise, healthy nutrition, and cognitive
stimulation on brain health are an essential part of routine
treatment of people with dementia. Education may also
include helping patients with mild dementia use memory
books and other memory aids to help them remember tasks
(eg, paying bills) and events (eg, doctor’s appointments).
Use of verbal instructions presented via technology may
also be a useful strategy for helping people with mild-to-
moderate dementia but may require emotional support and
problem-solving interventions by clinicians to maximize its
utilization.” Table 4 lists recommended topics for educating
people with dementia and their family members.

Long-term Care Staff Education and Training

Staff training programs and environmental modifications
appear to be the most effective strategies in managing aggres-
sive behavior and improving quality of life of people living
in long-term care facilities.” Interactive training has been
demonstrated to be an effective approach to shaping more
appropriate staff reactions to aggressive resident behavior. Led
by providers with geriatric expertise, this training can effec-
tively be delivered on the Internet.” Training and education
helps caregivers find meaning in severely demented residents’
communication. Caregivers need to train themselves to not
personalize any unkind statements voiced by the resident, not
argue with the resident, not misinterpret the resident’s agitat-
ed behavior as purposefully provocative, and avoid respond-
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ing with anger. Person-centered care and intensive training
also may reduce staff turnover and increase staff satisfaction
with their jobs. Staff training should include the understand-
ing that although there is a significant neurochemical basis
for many behavioral disturbances, this does not mean that
there is no experience behind the behavior or that the behav-
ior cannot be affected by human interaction.

L
TABLE 3

POTENTIAL RESOURCES AND VULNERABILITIES OF PEOPLE
WITH DEMENTIA

Resources

Human capital (resources within the person and belonging to the person)

® Problem solving skills

® Positive attitude

e Willingness to accept help

e Strong self-concept

® Financial assets

Social capital

o Supportive and knowledgeable friends and family members

e Accessibility of friends and family members

e Human capital of the individual members of the support system

e Financial assets of the family

Community resources

e Availability and accessibility of clinicians trained in caring for people with
dementia and their family members

o Adult day programs tailored to the needs of people with dementia
o Community exercise programs

e Local chapter of the Alzheimer’s Association and other non-profit organiza-
tions whose services are tailored to the needs of people with dementia and
their family members

e Financial assets of the community
Vulnerabilities

Medical vulnerabilities

 Hearing and/or vision impairment
® Pain

® Frailty

Social vulnerabilities

 Poor family caregiver’s health

e Social stigma

® Family members living at long distances
Psychological vulnerabilities

o Anxiety disorder

® Depressive disorder
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Psychotherapy

Psychotherapeutic interventions for people with mild
to moderate dementia experiencing depressive and anxi-
ety symptoms includes individual psychotherapy, group
psychotherapy, and couples/family therapy. People with
dementia appreciate psychotherapeutic interventions, and
such interventions may also have positive effects on their
family caregivers.”® The focus of therapeutic work for
patients with dementia is coping, adjustment, and the use
of compensatory strategies and residual abilities, thus culti-
vating positive emotions and engagement in the “ordinary”
moments of daily life.?’?

Individual Psychotherapy

The role of individual psychotherapy for treatment of
anxiety and depression in patients with mild dementia has
not been rigorously studied. Preliminary data suggest that
some patients in early stages of dementia may benefit from
cognitive-behavioral interventions to relieve depression.®
Focus on problem solving and coping (eg, how to overcome
transportation problems if the person with dementia is
recommended to stop driving) along with normalizing of
symptoms (eg, depression and anxiety are appropriate and
understandable reaction to stress caused by dementia) may
benefit some patients. Psychotherapy may be based on an

L
TABLE 4

RECOMMENDED LIST OF TOPICS FOR EDUCATING PERSON
WITH DEMENTIA AND THEIR FAMILY MEMBERS

What the term “dementia” means and the basis for the diagnosis

Type of dementia (eg, Alzheimer's disease) and the basis for the diagnosis

Potential benefits and risks of anti-dementia drugs and expectations about
their benefits

Importance of advance care planning and completing advance care directives

Safety concerns involving driving, fire arms, living alone, medication compli-
ance, and falls

Importance of regular exercise and balanced diet

Importance of social engagement and cognitive stimulation based on the
person’s strengths and capacities

Benefits of services of the local chapter of the Alzheimer’s Association (eg,
safe return program, support groups, educational materials, and pamphlet)

Importance of daily schedule and sleep hygiene

Impact of caregiving on caregiver’s physical and emotional health and strat-
egies to prevent stress and burnout

Long-term planning involving potential benefits of adult day programs and
future need for long-term care placement

Strategies to prevent future behavioral disturbances and treat existing
behavioral and psychological problems

Manepalli J, Desai A, Sharma P. Primary Psychiatry. Vol 16, No 6. 2009.
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interacting form of therapy, ie, a contingency management
in the natural environments of the person suffering from
dementia.’® The primary caregiver, often acting as a media-
tor, may take over the main therapeutic tasks.

Group Psychotherapy

Group therapy has not been rigorously studied in people
with dementia, but preliminary findings indicate that for
some patients with mild-to-moderate dementia, group psy-
chotherapy may have a role to play in reducing levels of
depression and anxiety.>* Goals of group therapy may
include creation of an emotional climate of acceptance and
warmth that helps patients learn to accept themselves and
their feelings, frequent intervention by the group facilita-
tor/therapist to help facilitate social interaction for patients
whose communication ability is impaired, opportunity for
patients to experience the feelings of belonging or being
part of a group, opportunity for patients to ventilate feelings
and rediscover mutual kinds of experience, opportunity for
patients to reminisce about past accomplishments and give
new meaning to their current lives, and creation of a platform
for patients to achieve a sense of self by expressing personal
opinions in an environment of respect and acceptance. Other
group interventions such as group memory notebook inter-
vention for individuals with mild dementia with spouses or
other family members serving as coaches may also be benefi-
cial.** Group psychotherapy may also promote “coming out”
with dementia.® The coming out may mean that the fear
about the future (eg, “What am I going to be like in another
5 years?”) is often replaced by the knowledge that the person
with dementia is not alone and there are steps one can take to
slow down one’s cognitive and functional decline.

COUPLES AND FAMILY THERAPY

Deteriorating interpersonal relationships often lead to
depression, anxiety, and behavioral problems in people
with dementia as well as depression in family caregivers,*
Relationship quality may be a factor in predicting func-
tional decline.?” Systematic research regarding couples and
family therapy for people with dementia that could guide
clinical approach is lacking. In the authors™ clinical experi-
ence, relationship counseling is beneficial for some patients
with mild dementia. Techniques that may be utilized in
relationship counseling include (but are not limited to)
focusing on one issue at a time (eg, accepting limitations
due to dementia), seeing the patient and their family (eg,
spouse, children) separately and together, utilizing relation-
ship as a resource, role playing, balanced focus on strengths
and deficits, and collaborative stance. Utilizing relationship
as resource involves conducting relationship life review,

highlighting the shared experiences, finding the strengths,
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and exploring the source of commitment. Role playing is a
very useful technique to help the person with dementia and
his or her family reduce negative statements (eg, criticism,
hostility, excessive “advice giving”) and replace it with sup-
portive statements that indicate kindness and compassion.

SOCIAL AND RECREATIONAL
INTERVENTIONS IN DEMENTIA

Several of the interventions mentioned have shown promis-
ing results in decreasing anxiety and agitation and in improv-
ing mood and fostering a general sense of well being. One or
more of the following can be used in combination based on
the need of the person or based on the models of behavior
such as the unmet needs model or stress reduction model.®

Meditation

Meditation practices have various health benefits includ-
ing the possibility of preserving cognition and preventing
dementia. While the mechanisms remain investigational,
studies show that meditation may affect multiple path-
ways that could play a role in brain aging and mental fic-
ness. For example, medication may reduce stress-induced
cortisol secretion and this could have neuroprotective
effects potentially via elevating levels of brain-derived
neurotrophic factor. Meditation may also potentially have
beneficial effects on lipid profiles and lower oxidative
stress, both of which could in turn reduce the risk for cere-
brovascular disease and age-related neurodegeneration.
Further, meditation may potentially strengthen neuronal
circuits and enhance cognitive reserve capacity. These are
the theoretical bases for how medication might enhance
longevity and optimal health. Evidence to support a neu-
roprotective effect comes from cognitive, electroencepha-
logram, and structural neuroimaging studies.*®

Validation Therapy

Validation therapy was developed by Feil® in 1963. The
therapy is based on the general principle of validation by
not emphasizing the accuracy of facts and accepting the
underlying emotional meaning of behavior and speech.®
The caregiver then can use strategies to express empathy
and find a meaningful point of connection. Preliminary
data suggest that validation therapy may reduce severity and
frequency of behavioral disturbances in nursing home resi-
dents.* Validation therapy is controversial but has some use
in reducing emotional distress that is not due to underlying
correctable medical conditions or medications.
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Reality Orientation

Reality orientation was first described as a technique to
improve the quality of life of confused elderly.*' It involves
the presentation of orientation and memory information
relating to time, place, and person. Visual cues (eg, cal-
endars, clocks, memory books) and verbal cues (eg, greet-
ing a person by their name; recalling holidays, birthdays,
and important events) provides the person with a greater
understanding of the surroundings, possibly resulting in
an improved sense of control and self-esteem. Reality ori-
entation can be one to one and continuous 24-hour type,
whereby staff involves the patients in reality-based commu-
nication in every contact throughout the day or in groups.’
In one study,” reality orientation enhanced the effects of
donepezil on cognition in Alzheimer’s disease.

Reminiscence Therapy

Reminiscence therapy, similar to reality orientation, involves
discussion of past activities, events, and experiences with another
person or group of people; it is usually conducted with the aid
of tangible prompts such as photographs, household, and other
familiar items from the past; music; and archive sound record-
ings. One form of reminiscence therapy involves life review,
in which the person is guided chronologically through life
expetiences, is encouraged to evaluate them, and may produce
a life story book. Although very popular with staff in long-term
care (LTC) facilities for residents with dementia, reminiscence
therapy has not been rigorously studied in this population.
Preliminary evidence indicates that reminiscence therapy may
enhance self-esteem, reduce social isolation and depression, and
provide comfort to LTC residents.”’ Life review can be useful for
many with past accomplishments but who are currently expe-
riencing depression and existential problems (eg, “What have 1
achieved in life?” “What was the purpose of my life?”).

Sensory Interventions

Therapeutic Touch and Massage Therapy

Touch is considered a core aspect of care provision and
therapeutic relationships. Therapeutic touch allows healing
and forging therapeutic relationships and maintaining chan-
nels of communication often lost in dementia as the disease
progresses. Most residents respond to a hug, arm on their
shoulder, clasp of the hand, back rub, and/or hand massage.
At many levels, they still need human touch. Therapeutic
touch is a widely used nursing practice. Touch is considered
a core aspect of care provision and therapeutic relationships.
Therapeutic touch offers a nonpharmacologic, clinically
relevant modality that could be used to decrease behavioral
symptoms of dementia—specifically restlessness and vocal-
ization, two prevalent behaviors.* Massage therapy (eg, back
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and shoulder massage) may reduce anxiety and agitation
related to pain. Combining massage and aromatherapy (eg, a
lotion with lavender for soothing, citrus for activating) may
have an even better effect in calming an agitated resident.

Aromatherapy

Aromatherapy involves the use of essential oils to improve
emotional well-being. It may not work for Alzheimer’s
patients who have poor sense of smell. In general, recreational
therapists are skilled in using aromatherapy. Aromatherapy is
one of the fastest growing of all the complementary therapies.
It has a positive image and its use aids interaction while pro-
viding a sensory experience. The two main essential oils used
in aromatherapy for dementia are extracted from lavender
and melissa balm. They also have the advantage that they have
several routes of administration such as inhalation, bathing,
massage, and topical application in a cream. Aromatherapy
has been found to be safe and a recent controlled study*+
showed some positive results of reducing agitation.

Music Therapy

Music is a way of maintaining connections to the past and
other people. For many, music and dancing is part of their
culture. Many with dementia are still able to recall and play
a musical instrument (eg, piano) and sing or tap to music
of familiar tunes by accessing their remote and implicit
memory. Group singing activities not only provide fun but
are empowering and have a positive impact in maintaining
the resident’s cognitive functioning. Soft music may help
relieve tension and anxiety, while energetic music may help
lift a depressed mood. Religious music may elicit active
participation from residents who are not responding to con-
ventional music. Slow classical music (eg, Bach, Vivaldi) has
also been found to calm agitated residents. Calming music
(especially during meal times) may also reduce agitation and
improve oral intake. Music intervention can be personalized
to preferred music intervention and may reduce disruptive
behaviors and improve mood in nursing home residents.”

Dance Therapy

Creative therapies in the treatment of dementia offer the
advantage of working in a nonverbal way with these patients,
whose cognition and verbal communication skills are affect-
ed. Dance provides means of expressing themselves.*

Light Therapy

Circadian rhythm disturbances have been associated with
the behavioral and sleep problems of elderly patients with
dementia and may cause complications such as delirium,
depression, and behavioral agitation. Caregivers are also
affected. Bright light and melatonin can synchronize the
circadian rhythm and ameliorate the cognitive and non-cog-
nitive symptoms. Light has a modest benefit in improving
some cognitive and noncognitive symptoms of dementia.”’
Light treatment plus melatonin increases the daytime wake

Primary Psychiatry © MBL Communications Inc.

time and activity levels and strengthens the rest-activity
thythm.*® One study®' showed that bright light exposure at
breakfast decreased agitation.

Multisensory Stimulation Therapy

The aim of multisensory stimulation therapy is to stimu-
late a sense of sight, hearing, touch, taste, and smell through
the use of multiple modalities such as lighting effects, tactile
surfaces, meditative music, and aromatic oils. This provides
meaningful activity without the need for intellectual rea-
soning and results in release of stress and frustration.”> The
effects do not last long but the concept is being explored.

Social Contact: Real or Simulated

Animal-assisted Therapy

The use of animal-assisted therapy (AAT; also called pet
therapy) and companion pet programs has become more
common in cargiving. Contact with a pet dog or cat may
reduce aggression, agitation, and loneliness, as well as pro-
mote social behavior in demented patients. Besides human
touch, many residents enjoy the touch of a pet, especially if
they have had pets in their earlier life. Seeing a dog or cat walk
up to them can elicit a positive response. Potential benefits of
AAT strongly correlate with previous pet ownership.”

Simulated Presence Therapy

Simulated presence therapy (SPT) is a personalized
approach that uses an audiotape of telephone conversation
with a family member. Happy memories and important
events are discussed, which may help relieve agitation and
loneliness. A person with severe short-term memory loss can
hear such calming messages repeatedly. One study®* found
agitation decreased by 67% with SPT versus 46% with no
therapy, but ~-50% of patients refused such intervention.
Another study® found improvement only in attention and
awareness and little improvement in language communica-
tion. Some patients may be too agitated and not have the
attention span to benefit from the audiotape, and some may
not want to participate.”* These studies show the impor-
tance of individualizing the treatment to the patient.

Exercise

Exercise is well known to be beneficial to overall health
and well-being of any individual. Promoting active lifestyles
in physically capable men could help late-life cognitive
function. In patients with Alzheimer’s disease, exercise
may slow functional decline, decrease fall risk, and reduce
symptoms of depression and agitation. Alzheimer’s disease
patients who exercised for 1 hour twice a week showed
slower decline in activities of daily living scores.”® An indi-
vidualized simple exercise program focusing on walking,
strength, balance, and flexibility training is recommended.

June 2009



J. Manepalli, A. Desai, P. Sharma

One study’” showed that exercise training combined with REFERENCES
teachmg caregivers abOUt the bcneﬁts Of regular exercise 1. Salzman C, Jeste DV, Meyer R, et al. Elderly patient with dementia-related symptoms of severe agitation
improved implementation and attendance as WCH as had and aggression: consensus statement on treatment options, clinical trails methodology and policy. / Clin

Psychiatry. 2008;69(6):889-898.
beneﬁc1a1 effect on h 51cal health and de ression 1n . Sierpina VS, Sierpina M, Loera JA, Grumbles L. Complementary and integrative approaches to dementia.
y
patients with Alzheimer disease.

N

South Med J. 2005;98(6):636-645.
. Cohen-Mansfield J. Nonpharmacological interventions for inappropriate behaviors in dementia: a review,
summary, critique. Am J Geriatr Psychiatry. 2001;9(4):361-381.
. Hall GR. Caring for people with Alzheimer's disease using the conceptual model of progressively lowered
Art Thera py threshold in the clinical setting. Nurs Clin North Am. 1994;29(1):129-141.
. Opie J, Rosewarne R, 0'Connor DW. The efficacy of Psychosocial approaches to behaviour disorders in
dementia: a systematic literature review. Aust N Z J Psychiatry. 1999;33(6):789-799.

w

=~

[}

Art therapy has been shown to be beneficial to patients

6. Spector A, Davies S, Woods B, Orrell M. Reality orientation for dementia: a systematic review of the evidence
with dementia. Art therapy can be conducted with an elderly of effectiveness from randomized controlled trials. Gerontologist. 2000;40(2):206-212.
1 . . . d f .. . . 7. Nichols LO, Chang C, Lummus A, et al. The cost-effectiveness of a behavior intervention with caregivers of
population experiencing a wide range oI cognitive impair- patients with Alzheimer’s disease. J Am Geriatr Soc. 2008;56(3):413-420.

oo

. Brodaty H, Gresham M. Effect of a training program to reduce stress in carers of patients with dementia.
BMJ. 1989;299(6712):1375-1379.

. Forbes DA, Peacock S, Morgan D. Nonpharmacological management of agitated behaviours associated with

ments. The evocative nature of art allows older adults with
dementia to become expressive and bypass some of their

.. d f' . I f 1 . b l dementia. Geriatric Aging. 2005;8(4):26-30.
cogmtlve eficits. 1t focuses on evaluation, nonverbal com- 10. Teri L, Logsdon RG, McCurry SM. Exercise interventions for dementia and cognitive impairment: the Seattle
munication, sensory exploration, and self-reflective activity.*® Protocols. J Nutr Health Aging. 2008;12(6):391-394,

11. Buettner, LL, Fitszimmons S. AD-venture program: therapeutic biking for the treatment of depression in
long-term care residents with dementia. Am J Alzheimers Dis Other Demen. 2002;17(2):121-127.

12. Wallbridge HR, Furer P, Lionberg C. Behavioral activation and rehabilitation. J Psychosoc Nurs Ment Health

©

—

Montessori-based Activities Serv. 2008,46(3):36-41.
. . . . 13. Ben-Shahar T. Happier: Learn the Secrets of Daily Joy and Lasting Fulfillment. New York, NY: McGraw-Hill; 2007.
Montessori method 1S based on procedural (1mphc1t) memo- 14. Smith M. Back to the A-B-C’s. Understanding and responding to behavioral symptoms in dementia.
h. h . tivat d b it 1 ¢ Th k Available at: www.nursing.uiowa.edu/hartford/nurse/back_abc.htm. Accessed April 27, 2009.
Iy, which 1s activate y repetiave muscle movement. € key 15. Smith M, Buchwalter K, Mitchell S. Acting up and acting out: assessment and management of aggres-
aspect of this method is to let pCOplC with dementia learn and sion and acting out behaviors. In: Smith M, Buchwalter K, Mitchell CM, eds. The Geriatric Mental Health
X X . . K Training Series. New York, NY: Springer Publishing Company; 1992:33-44.
experience things for themselves while also providing guid- 16 Koitai, D¢, Branch LG. Cognitive and affective interventions to maximize abilities and adjustment in
n Mont i b d tiviti in 1 d meanin ﬁll « thin dementia. Annals of Psychiatry: Basic and Clinical Neurosciences. 1999;7:241-255.
ance. ONtesso ased actvites clude cal g gs 17. Burgener SC, Yang Y, Gilbert R, Marsh-Yant S. The effects of a multimodal intervention on outcomes of
to do,” such as dish washing, as well as leisure activities, such persons with early-stage dementia. Am J Alzheimers Dis Other Demen. 2008;23(4):382-394.
. ... 18. Degabbio T. When it Gets Dark: An Enlightened Reflection on Life with Alzheimer's. New York, NY: The
as flower arrangements or reading together. These activities Free Press; 2003.
19. Harris PB. Another wrinkle in the debate about successful aging: the undervalued concept of resilience

are all focused on social interaction and cognitive stimulation.
Based on Montessori principles, Resident-Assisted Montessori 2
Programming (RAMP) is a novel approach that is now being

and the lived experience of dementia. /nt J Aging Hum Dev. 2008;67(1):43-61.

. Prescop KL, Dodge HH, Morycz RK, Schulz RM, Ganguli M. Elders with dementia living in the community
with and without caregivers. An epidemiological study. /nt Psychogeriatr. 1999;11(3):235-250.

. Sabat S. The Experience of Alzheimer’s Disease: Life Through a Tangled Veil. Oxford, UK: Blackwell

=)

used in nursing homes. Residents with early- to middle-stage Publishers; 2001 . ‘ . o
. . . . .. 22. Kitwood T. Dementia Reconsidered: The Person Comes First. Buckingham, UK: Open University
dementia are trained in RAMP to lead a reading activity for Press; 1997.
23. DASN International. Available at: www.dasninternational.org. Acessed April 27, 2009.

patients with more advanced dementia.”

=

24. Taylor R. Alzheimer's from the Inside. Baltimore, MD: Health Professional Press Inc; 2007.
25. Lancioni GE, La Martire ML, Singh NN, et al. Persons with mild or moderate Alzheimer's disease managing
daily activities via verbal instruction technology. Am J Alzheimers Dis Other Demen. 2008;23(6):552-562.
26. Landreville P, Bedard A, Verreault R, et al. Non-pharmacological interventions for aggressive behavior in
c 0 N c L U s I 0 N older adults living in long-term care facilities. /nt Psyhcogeriatr. 2006;18(1):47-73.
27. Irvine AB, Bourgeois M, Billow M, Seeley JR. Internet training for nurse aides to prevent resident aggres-
sion. JAMA. 2007;8(8):519-526.

o

. 5 1- .
Management ofAlzhelmer S dlsease and 1ts related behav— 28.Burns A, Guthrie E, Marino-Francis F, et al. Brief psychotherapy in Alzheimer's disease: randomised
joral and mood disturbances is challenging. Lifestyle man- controlled trial. BrJ Psychiatry. 2005;187:143-147. o o _
. . . s . 29. Attix DK. Maximizing coping and compensation in dementia: geriatric neuropsychological intervention.
agement and pSyChOSOClal mnterventions improve quahty American Psychological Assaciation: Division of Clinical Neuropsychology. 2004;22:3-4.
Of life Of Alzheimer’s disease patients and their caregivers. 30. l;g(r)g;gg:rgg_[‘i,zgwgg P. Interventions for persons with irreversible dementia. Annu Rev Nurs Res.

However, these treatments are time consuming, require 31. Haupt M. Psychotherapeutic intervention in dementia. Dementia. 1996;7(4):207-209.

effort and motivation both from the patient and caregiver, 32. ggggtgr(]G)R%éuzgi K, Gilliard J. Group therapy and people with dementia. Aging Ment Health.
and require extensive education of all concerned. Prospects 33. Greene JA, Ingram TA, Johnson W. Group psychotherapy for patients with dementia. South Med J.
) o ] 1993,86(9):1033-1035.
for success will also deend on the avallablhty of services. 34. Schmitter-Edgecombe M, Howard JT, Pavawalla SP, Howell L, Rueda A. Multidyad memory notebook inter-
. . . . . . vention for very mild dementia: a pilot study. Am J Alzheimers Dis Other Demen. 2008;23(5):477-487.
Enwronmental mOdlﬁcatlonS SuCh as improving handlcap 35. Watkings R, Cheston R, Jones K, Gilliard J. ‘Coming out’ with Alzheimer's disease: changes in awareness
access or in-home services can pose financial burdens. during a psychotherapy group for people with dementia. Aging Ment Health. 2006;10(2):166-176.
. . . . . 5 36. Caron W, Boss P, Mortimer J. Family boundary ambiguity predicts Alzheimer's outcomes. Psychiatry.
Medications to control behavioral symptoms in Alzheimer’s 1999:62(4):347-356.
H H H 1 37. Burgener S, Twigg P. Relationships among caregiver factors and quality of life in care recipients with
d.1sease are not umfo?mly effective .afld often carry a hlg_h ireversible dementia. Alzheimer Dis Assoc Disord. 2002;16(2):88-102.
side-effect burden. Given these reahtles, PS}’ChOSOClal-CﬂVl- 38. Doraiswamy PM, Xiong GL. Does meditation enhance cognition and brain longevity? Ann N Y Acad Sci.
. . . . Sept 28, 2007. [Epub ahead of print]
ronmental interventions should be combined with other

39. Feil N. Group therapy in a home for the aged. Gerontologist. 1967,7(1):192-195.

modalities of treatment options. More controlled trials 40. Tondi L, Ribani L, Bottazzi M, Viscomi G, Vulcano V. Validation therapy (VT) in nursing homes: a case
control study. Arch Gerontol Geriatr. 2007;44(suppl 1):407-411.

evaluatmg thC utlhty Of various nonpharmaCOlOglc interven- 41. Taulbee LR, Folsom JC. Reality orientation therapy for geriatric patients. Hosp Community Psychiatry.
tions in dementia are needed to move these treatments from 1966,17(5):133-135. o o o

. . 42. Onder G, Zanetti 0, Giacobini E, et al., Reality orientation therapy combined with cholinesterase inhibitors
the background to forefront of dementia therapies. PP in Alzheimer's disease: randomized controlled trail. BrJ Psychiatry. 2005;187:450-455.

Primary Psychiatry © MBL Communications Inc. 46 June 2009



Psychosocial-Environmental Treatments for Alzheimer’s Disease

43. Pittiglio L. Use of reminiscence therapy in patients with Alzheimer's disease. Lippincotts Case Manag.
2000;5(6):216-220.

44. Woods DL, Craven RF, Whitney J. The effect of therapeutic touch on behavioral symptoms of persons with
dementia. Altern Ther Health Med. 2005;11(1):66-74.

45, Burns A, Byrne J, Ballard C, et al. Sensory stimulation in dementia. An effective option for managing
behavioural problems. BM/. 2002;325(7376);1312-1313.

46. Holmes C, Ballard C. Aromatherapy in dementia. Advances in Psychiatric Treatment. 2004;10:296-300.

47. Madan S. Music intervention for disruptive behaviors in long-term care residents with dementia. Annals
of Long-Term Care. 2005;13(12):33-36.

48. Hokkanen L, Rantala L, Remes AM, Harkdnen B, Viramo P, Winblad I. Dance and movement therapeutic meth-
ods in management of dementia: a randomized, controlled study. J Am Geriatr Soc. 2008;56(4):771-772.

49. Riemersma-van der Lek RF, Swaab DF, Twisk J, Hol EM, Hoogendijk W), Van Someren EJ. Effect of bright
light and melatonin on cognitive and noncognitive function in elderly residents of group care facilities: a
randomized controlled trial. JAMA. 2008;299(22):2642-2655.

50. Dowling GA, Burr RL, Van Someren EJ, et al. Melatonin and bright-light treatment for rest-activity disrup-
tion in institutionalized patients with Alzheimer’s disease. J Am Geriatr Soc. 2008;56(2):239-246.

51. Thorpe L, Middleton J, Russell G, et al. Bright light therapy for demented nursing home patients with
behavioral disturbance. Am J Alzheimer’s Dis. 2000;15:18-26.

Primary Psychiatry © MBL Communications Inc.

47

52. Chitsey AM, Haight BK, Jones MM. Snoezelen: a multisensory environmental intervention. J Gerontol Nurs.
2002;28(3):41-49.

. Filan SL, Llewellyn-Jones RH. Animal-assisted therapy for dementia: a review of the literature. /nt
Psychogeriatr. 2006;18(4):597-611.

. Camberg L, Woods P, Ooi WL, et al. Evaluation of simulated presence: a personalized approach to enhance
well being in persons with Alzheimer's disease. J Am Geriatr Soc. 1999;47(8):446-452.

. Miller S, Vermeersch PE, Bohan K, Renbarger K, Kruep A, Sacre S. Audio presence intervention for decreas-
ing agitation in people with dementia. Geriatr Nurs. 2001;22(2):66-70.

. Rolland Y, Pillard F, Klapouszczak A, et al. Exercise program for nursing home residents with Alzheimer's
disease: a 1-year randomized, controlled trail. / Am Geriatr Soc. 2007;55(2):158-165.

. Teri L, Gibbons LE, McCurry SM, et al. Exercise plus behavioral management in patients with Alzheimer
disease: a randomized controlled trial. JAMA. 2003;290(15):2015-2022.

. Halpern AR, Ly J, Elkin-Frankston S, 0'Connor MG. “ | know What | like": stability of aesthetic preference
in Alzheimer's patients. Brain Cogn. 2008;66(1):65-72.

59. Camp CJ, Skrajner M. Resident-Assisted Montessori Programming (RAMP): training persons with dementia

to serve as group activity leaders. Gerontologist. 2004;44(3):426-431.

5

Y

5

=

5

>

5

>

5

=

5

o

June 2009



