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La riabilitazione motoria della persona affetta da demenza
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ORIGINAL ARTICLE

Prevalence and Impact of Dementia-related Functional
Limitations in the United States, 2001 to 2005

Henry Michael Arrighi, PhD, Trent Mc Laughlin,k PhD, and Christopher Leibman, PharmD

TABLE 2. Types of Functional Limitations Among Americans Aged = 60 years With and Without Functional Limitations Related to
Dementia, Mational Health Interview Survey 2001 to 2005

Persons With Dementia-related Persons Without Dementia-related
Functional Limitations (n = 443)f Functional Limitations (n = 23,031)f

Activity® Yo 95% Cl Yo 95% Cl P

Walk a quarter mile 6849 64.7-74.6 57.8 57.0-38.6 0.001
Climb 10 steps without resting 6.2 62.5-73.3 474 40.6-48.3 0.001
Stand for 2h 4.4 69, 53-Th.49 6d 4 63.6-03.2 0.0
Sit for 2h 354 303409 287 28.0-29.5 0.017
Stoop, bend, or knesl 720 6. H-76.7 752 T4.6-73.8 0.202
Reach above head 44.4 38.7-50.2 30.1 29.3-30.9 0,041
Use fingers to handle small objects 41.9 370469 30.0 29.2-30.8 0.0
Push or pull large objects 62.3 36.7-67.5 476 46.7-48.4 0.001
Carry something heavy {101k} 62.6 37.0-679 39 37.0-32.3 0.0
Gio out to do things (eg, shopping, movies) 61.1 56.0-66.0 ile 31.1-32.7 0.001
Participate in social activities 58.6 43.0-04.0 23.8 23.1-24.5 0.001
Relax 333 2H.8-38.3 12.1 11.5-12.7 IR}

Diata source: Mational Center for Health Statisties (2001 to Z(03).

*All activities must be undertaken without the need for special equipment; more than 1 category may be reported
T Unweighted.

CI indicates confidence interval.

Alzheimer Dis Assoc Disord 2010; 2418):



Dementia as a Risk Factor for Falls and Fall Injuries Among
Nursing Home Residents

Carol van Doorn, PED,* Ann L. Gruber-Baldini, PhD,* Sheryl Zimmerman, PhD,'

1. Richard Hebel, PRD, * Cymthia L. Port, PhD,* Mona Baumgarten, PhD,* Charlene C. Quinn, PRD,
George Taler, MD,' Conrad May, MD.? and Jay Magaziner, PhD, MSHyg,* for the Epidemiology of
Dementia in Nursing Homes Research Group

OBJECTIVES: To compare rates of falling between 81’5 VS 80’6 years

nursing home residents with and without dementia and
to examine dementia as an independent risk factor for falls

and fall isjuries, Valutazione della

DESIGN: Prospective cohort study with 2 years of tollw-up.

SETTING: Fift:.-'r-:lnin-:: randomly selected nursing homes in Cognltlvrta attraverso
Maryland, stratthed by geographic region and faci lity size.
PARTICIPANTS: Two thousand ffteen newly admitted M S Cognltlon Scale
residents aged 65 and older

MEASUREMENTS: During 2 years after nursing home

admission, fall data were collected from nursing home

charts and hospital discharge summaries.

_________________________________________________________________________________________________________________________________________|
Table 2. Falls During 2-Year Follow-Up by Dementia Status in Mewly Admitted Residents of 39 Maryland Nursing Homes,
j R R

Damantia Rata of Unadjusted Ralatve 95% Confidance Adjustad Rate Adjustad Halativa 5% Cornfdence

Status Falling" Risk Imezrval of Falling™' Risk' Interal
Without 233 1.00 — 1.87 1.00 —
With 4,05 1748 1.34=2.25 3.61 103 1.54-2 42

*Raw per 365 panent days.

Tadjsed for: resident helieves could improve activities of daily lving (ADLs), strake hiswory, presence of Alkheimer care unitin kdliy, and number of full time
nursing aides per 100 heds.

TPl

J Am Geriatr Soc 2003; 51:-1213



A Introduzione e tipologia di problemi motori
associlatl alla demenza

A Problemi riabilitativi associati alla demenza
A Efficacia della riabilitazione

AStrategie per | 60ttt
A Conclusioni
A Future directions




Topics in Geriarric Rebabilitation
Vol. 23, No. 2, pp. 174-182
Copyright (€ 2007 Wolters Kluwer Health | Lippincott Williams & Wilkins

ehabilitating Patients With Dementia

Who Have Had a Hip Fracture

Part Il: Cognitive Symptoms That
Influence Care

Katberine McGilton, PhD, RN; Jennie Wells, MD; Aileen Davis, PhD;
Elizabeth Rocbon, PbD; Sue Calabrese, MN, RN; Gary Teare, PbD;
Gary Naglie, MD; Melissa Biscardi, RN

Objective: The objective of this study was to identify the cognitive svmptoms that HCPs find
difficult to manage in dementia patients, and the strategies that they report using when pa-
tients exhibit these symptoms. Subjects and Methods: One hundred thirty-three HCPs (ie,
nurses, therapists, dieticians, social workers) in 7 GRUs in Ontario, Canada, completed a ques-
tionnaire focused on the frequency of cognitive symptoms that persons with dementia experi-
enced after hip fracture surgery and on the strategies HCPs used to manage these symptoms.



Table 2. Number of HCPs reporting that cognitive symptoms interfered with rehabilitation

care*
Nursing Allied health
Cognitive disturbance (n=96) {(n=37)
Memory problems Does not interfere with care 4(4.2) 00y
Does interfere with care 92 (95.8) 37 (100)
Loss of spatial orientation Does not interfere with care 11 (11.5) 11 (29.7)
Does interfere with care 85 (88.5) 25 (67.6)
Loss of recognition Does not interfere with care 30(31.3%) 15 (40.5)
Does interfere with care 66 (68.7) 22(59.5)
Loss of purposeful movements Does not interfere with care 8.5 3(8.1)
Does interfere with care 88 (91.7) 33 (89.2)
Language impairments Does not interfere with care 16 (16.7) 12(32.4)
Does interfere with care 80 (83.3) 24 (64.9)
Lack of insight/judgment Does not interfere with care 6(6.25) 2G4
Does interfere with care 90 (93.75) 34(91.9)
Loss of ability to initiate activities Does not interfere with care 12(12.5) 14 (37.8)
Does interfere with care 84 (87.5) 22(59.5)

*Values given are number (percentage).

Table 3. Proportion of staff who identified a cognitive symptom as interfering with care and
who indicated a strategy to minimize the impact of the symptom on care®

Cognitive disturbance Nursing Allied health

1. Memory problems Does interfere with care 02 (95.8) 37 (100)
Reported strategies 45 (49.5) 37 (100)

2. Lack of insight/judgment Does interfere with care 90 (93.75) 34 (91.9)
Reported strategies 53 (60.2) 36 (97.3)

3. Loss of purposeful movement Does interfere with care 88 (91.7) 33 (89.2)
Reported strategies 40 (45.5) 22 (100)

*Values given are number (percentage).

Topics in Geriatric Rehabilitation 2007; 23(8» 17



Problemi riabilitativi assoclatl alla demenza

A Difficolta nella comunicazione

A Disturbi di attenzione | esecutive
ADisturbi e termine
APaura

A Difficolta nella valutazione del dolore
AAt t eggi amento 6éni ch

Bellelli G e Trabucchi M, Annals of Long Term Care 200
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Functional Outcomes for Older Adults with Cognitive Impairment
in a Comprehensive Outpatient Rehabilitation Facility

Fang Yu, PHD. YT Lois K. Evans, DNSe,” and Eileen M. Sullivan-Marx, PhD7

Table 1. Characteristics of the S5ample

Tatal Sampls Cognifivaly Intact Cognifivaly Impaire
Charactenstic (N = 201) (n=125) (n=T&) Poyvalus
Damographic
Ags
Maan + 5D TIGLTH TIE5+76 Tra+ e T4
=80, (%) BT (43.3) 53 (42.4) 3447 AT
< 80, n (%) 114 {56.7) T2 (57.6) 42 (55.3)
Sau, n (%) B
GLER] 34 (16.9) 21 (16.8) 13(17.1)
Femals 167 (83.1) 104 (832) &3 (B2.9)
Raca, n (%) oost
Whits AT (23.4) 37 (20.8) 10(13.2)
Black 154 (76.8) &8 (T0.4) 66 (B6.8)
Education, yaars, mean + 5D WE+348 11.2+32 4 +40 <001
Haalth insurance covarage, n (%) RUiE
Mediczra only AT (23.4) 25 (20.0) 22 (29.0)
Medicare plus Madicaid 22 (11.0) 10 (8.0) 12 (15.8)
Medicare plus private 128 (63.8) &3 (T1.2) 3513
Privata insurancs anly 4 (2.0) 1(0.8) 3400
Living arrangemant, n (Fa) 0&*
Homa alons B (44.2) &4 (51.2) 25 (32.9)
Homea with =1 caragivers 102 (50.8) 54 (43.2) 48 (63.2)
Residantial faciity &30 4 (3.2 228
Undocumeantad 4 (2.0 J{24 1{1.3)
Mini-Mantzl State Examinafion soors, 238+ 44 264 +1.7 19.6+4.3 =001
maan + S0 (range 0-30)
Mumbear of medical comaorbidifies, mean + 5D 4.1+ 1.8 4.0+ 1.9 41 +£18 B
Gienafric Deprassion Scale scars, BELES B9+ 69 BELE61
maan + S0 (rangs 0-30)
Deprassion, n (%) 75
Mo 136 (67.7) 30313 26 (34.2)
Yas 65 (32.3) 85 (68.8) 50 (65.8)
Funcfional Indapandance Maasurs motor subscals TET +£127 TRA+ 0.7 T3 £ 147 = 0011

score on admission, mean + S04

Pz "ass o oo
*Rasge 15 = sequiring roml asssmance 1o #1 = complere independence.
A= sandard deviaruon

J Am Geriatr Soc 2005; 53:-1608



Table 2. Comparison of Rehabilitation Outcomes Between Groups

Total Sample Cognitively Intact Cognitively Impaired
Rehabilitation Outcome (M=201) (n=125) (n=786) P-value

Functional gain, mean £ SD 3.9+49 3.5+45 4.6+ 54 .21

Admission motor FIM score 6.7 127 78.9 £10.7 731 +14.7 <.001"

Discharge motor FIM score BOB+1141 B2.4 +95 77iB+128 004"

P-value for functional gain <.001% <.001% = 001}
Rehabilitation efficiency, mean £ SD 0.35 £ 0.45 0.32 £ 0.44 0404+ 0.48 25
Days of service, mean = 5D 115 +52 114 +£56 116+ 45 21
Discharge location, n (%) 1.00

Remained at home 188 (93.5) 117 (93.6) 71(93.4)

Hospitalized due to iliness 13 (6.5) 8(6.4) 5 (6.6)

Mote: The comparisons of rehabilitation outcomes (functional gain, rehabilitation efhciency, days of service, and discharge location) between the two groups were
made without controlling for covariates,

P<®.01; ".001.

5D = standard deviation; FIM = Functional Independence Measurement.

J Am Geriatr Soc 2005; 53:-1608



Predictors of successful rehabilitation in geriatric
patients: subgroup analysis of patients with cognitive
impairment

Maria Karin Ghisla!, Stefanla CossiZ, Annalisa TimpiniZ, Florenzo Baronl!, Emanuela Facchil, and
Alessandra Marengoni2

lGeriatric Evaluation and Rehabilitation Unit, Richiedei Foundation, Gussago (Brescia). *Geriatric
Unit—Internal Medicine I, Civili Hospital. Department of Medical and Surgery Sciences, University of
Erescia. Brescia, Italy

Table 1 - Socio-demographic, functional, health, mental, and nutritional characteristics of whole study population and subgroups of pa-
tients with MMSE=z18 and MMSE<18 by functional improvement at discharge.

Whaole population (n=2650) MMSE=18 (n=2086) MMSE=<18 (n=564)

Functional Yes MNo Yes Mo Yes Mo
Improvement n=2132) (n=518) {n=1740) (n=346) (n=392) n=172)
Age (yr) 81.6(6.7) 51.8(6.6) 51.53 (6.6) 51.3i6.4) BZ2.B8(7.0) B83.1(6.7)
Fernale 78 73* 749 71° 71.0 77.3
Educaticn (vr) 52 (2.3) 5.4 27) 5.302.3) 5.5(2.7) 4.9 (2.4 5.0(2.6)
Living with somecne G1 Wy} 58 59 79 20
Tinetti admission (score) 13.9(8.1) 158 (1037 14.9(7.7) 18.9(9.2) 0.1 (8.3) 9.4 (9.3

=19 a5 a0 39 63* 18 23
GIC (score)

1-2 33 36 33 40 a1 28

34 67 6d a7 &0 69 72
MMSE (scaore) 22.6(6.1) 19.9(7.9¢ 24.9(3.2) 24.613.1) 12.2{5.2) 10,7 6.1

=23 Lt 4i* 71 &s - -
MMA-SF (score) 9.6 (3.0) 9.1(3.1)* 0.9(2.9) 0.8 (2.9) T.812.9 7.703.1)

=11 45 39+ 51 48 22 21

*Comparisen between groups; pa(L 05, Values n continuous varables expressed as means (standard deviations). Values n categoncal vanables expressed as
percentages. GIC: Geratric Index of Comorbidity, MMSE: MinidMental State Examination; MMA-5F: Mini-Mutritional Assessment Short Fonm.

Aging Clin Exp Res 2007; 194237



ORIGINAL ARTICLE

Yichayaou Beloosesky - Joseph Grinblat

Boris Epelboym - David Hendel

Dementia does not significantly affect complications
and functional gain in elderly patients operated on

for intracapsular hip fracture

Table 1 Epidemiological characteristies (ADL activities of danly

livmg) (n = 42)

Variables

Mo, of patients (%a)

Aga [vears)
G574
T5-84
=85
Pre-fracture fumctional groups
(Katz Index of ATVL)
Fully dependent (0-3)
Partially dependent (6-9)
Independent (10-12)
Cognitive groups
(Iini-Mental State Exammation)
Demented (= 17)
Mormal-mild dementia (= 18)
Severely dementad (= 14)
Modsrately demented (15-23)
MWormal (= 24)
Discharge
Rshabilitation
Home
Wursing Home

Death

13 (31%)
16 (38%)
13 (31%)

2 (5%)
10 (24%)
30 (T1%)

9 (21%)
33 (75%)

8 (19%)
11 (26%)

T R
23 (55%)

29 (69%)
6 (14%)
3 (T%)

4 (10%)

Imloortanza della valutazione
dello stato premorboso per
la progettazione di obiettivi
realistici per il paziente

Arch Orthop Trauma Surg 2001; 12Z86Q@7



Rehabilitation Is about enebling people wt
are disabled by injury or disease to achie\
theiroptimal physical, psychological, socia
and vocational wWaing



Randomised, clinically controlled trial of intensive
geriatric rehabilitation in patients with hip fracture:
subgroup analysis of patients with dementia

Tiina M Huusko, Pertti Karppi, Veikko Avikainen, Hannu Kautiainen, Raimo Sulkava

Table 2 Length of hospital stay according to mini mental state examination score

Interwanilon group

Conirol group

Scoret Ho of pallents Madlan ITEI'II]E] mﬂ'f Mo of patlents Madlan (ranga] 3[3]‘ P valua*
a-1 10 85 [13-365) a BT {15-365) 0.002
12417 24 47 {10-368) 12 147 [13-365) 0.042
18-23 = 20 [ 16-138) a2 46 [10-368) 0.002
24-30 41 26 [12-162) 56 42 [10-365) 0576

*P valua adjusted by using Hommal's mathod,

tMinl mantal state examination was not parformad on ona patlent In tha Intervantion group and four In the control group.

Table 3 Place of residence and mortality of patients according to score on mini mental

state examination

3 months 1 year

Seore Intaréantlon Control Interventlon Conirol
-1

Indepandant Iving T (37) 4 (44) T (3T) 3 (3)

NUrsing home 1) o () 5 (26) 0 (0}

Hospital & (42) 4 (44) 2 (1) 3 (3)

Diaad 211 111 5 (26) 3 (3
Tatal 18 (100 o (100 19 (100) g (100)
12417
Indepandant INIng 15 (63 217 15 (62) 43
Nursing home 2 (8) 1 (8) 1 (4) 2 (17)
Hos pital 4017 8 [87) 4T 1(m)
Dearl 3(12) 118 4017 2 17)
Tatal 24 (100 12 (100 24 (100 12 (100)
1823
Indepandant INIng a2 (@) 28 [67) 27 (1) a2 (T6)
Mursing home 0 (0} 25 2 (6) am
Hospital 2 (6 10 j24) 2 (6) 2 (5)
Dard 103 25 41 5 (12)
Tatal 35 (100 42 (100 35 (100) 42 (100)
24-30
Indepandant INIng 35 (85) 47 [84) 34 (83) 47 (84
Nursing home 0 (0} 12 1(2) 1(2)
Hos pital 5 (12) T [12) 2 (5) 0 (0}
Deard 1(2) 12) 4 (10 8 (14)
Tatal A 100 46 (100 41 (100 56 (100)

BMJ 2000; 321: 111071



ENDURANCE AND STRENGTH TRAINING OUTCOMES ON
COGNITIVELY IMPAIRED AND COGNITIVELY INTACT OLDER
ADULTS: A META-ANALYSIS

P.C.HEYN! K.E. JOHNSON', and A. F. KRAMERZ
1 School of Medicine, University of Colorado at Denver, Denver, CO

2 Beckman Institute for Advanced Science and Technology, University of llincis, Urbana, linocis

Abstract

Background—Dementiz iz a common syndrome in the geriatriec population. Subsequent
impairment of cogmtrve functioning impacts the patient”s mobility, ADLs and IADL s It1s suggested
that older perzons with lower levels of cognition are less Lkely to aclhieve mdependence in ADLs
and ambulation (1-2). Frequently, nurzing home residents are viewed as too frail or cogmitively
impaired to benefit from exercise rehabilitation. Often, persons with MMint Mentzal State Score
(MMSEE) scove below 25 are excluded from physical rehabihitation programs. However, Diamond
{3} and Goldstein (4) concluded that geriatric patients with mild to mederate cognitive impairment
werea just as lhikely as cognitively intact patiants to mprove m functional abilities as a result of
participation in exercise rehabalitation programs.

Purpose—The objective of this study 15 fo compare, through a meta-analysis endurance and strangth
outcomeas of Cognitrvely Impamred (MBISE <23) and Cognitively Intact (MAMSE =24) older adulis

who participate in similar exercise programs.

Methods—Published articles wers identifisd by using alectromic and mamual searches. Key search
words included axercize, training, strangth, endurance, rehabilitation, cognitive impainment,
cognition, Mini Mental State Exam (MMMSE), older adult, aged, and genatrics. Arficles wers mcludad
if the were from F.CTs or wall-dasizned contrel studies.

Results—A total of 41 manuscripts met the melusion eriteria. We examined 21 exercize f1ials with
cogmtively mmpaired indrriduals (CI1=1411) and 20 exercise trials with cognitively intact indrviduals
(IN=1510). Degres of cognitive impairment 15 based on the reported MMSE score. Moderate to larze
effect sizes (ES = dwi, Hedzes gi) were found for strangth and endurance outcomeas for the CI groups
(dwi=_51, 95% Cl=. 4260, and for the IN groups (dwi=. 4%, 95% Cl=_ 40 - 58). Mo statistically
sigmificant difference m ES was found between the CI and IN stadies on strength {(=1.673, DF=
P=132), endurance (t=1.904, DF =14, P=078), and combined strength and endurance effacts

(t=1434, DF= 56, P= 262).

Conclusions—These rasults suggest that cognitively impaired oldsr adults who participate in
exercize rehabilitation programs have similar strength and endurance training outcomes as age and
gender matched copnitively intact older participants and therefore impaired mdividuals should not

be excluded from exercize rehabilitation programs.
J Nutr Health Aging 2008; 12(640901



LITERATURE REVIEW

Effectiveness of Physical Training on
Motor Performance and Fall
Prevention in Cognitively Impaired
Older Persons

A Systematic Review

ABSTRACT

Hauer K, Backer &, Lindemann L, Beyer N: Effectivenses of phyzical fraining on
rmiobor peformancs and fall prevention in cognitively impaired older persons: A
systematic review. Am J Phys Mad Rehabil 200€;85:847-857.
Objective:  To determine whether older cogniively impaired people
benafit from physical training with regard to motor performancs or fall nsk
reduction and to critically evaluate the methodolegic approach in identified
randomized controlled intervention trials.

Daslgn:  Published randomized controlled intervention triaks from
1966 through 2004 were identified in PubMed, CINAHL, Gerolit, and
the Cochrane Central Register of Controlled Tnals according to pre-
defined inclusion cntena and evaluated by two independent reviewers
uzing & modified rating system for randomezed controlled intervention
tnals developed by the Ciochrane Library.

Results:  Thers were 11 randomized controlled intervention trials that
met the predefined inclusion critena. There was a large heterogensity
regarding methodology, sample size, type of intervention, study cutcomes,
and analyses. We found conflicting evidence regarding the effect of
physical training on motor performance and falls in older pecple with
cognitive impairment. However, a considerable number of the studies had
methodologic imitatons, which hampered the evaluation of the effective-
ness of training.

Conclusions: The randomized controllad intzrvention trals showed
only limited effectivensss of physical training in patients with cognitive
impairment. More studies with adequate sample sze, sensiive and vali-
dated measuremants, and higher specificity for the types of intervention
targating subgroups of patients with differant degrees of cognitive impair
ment are required to give evidence-based recommendations.

Am J Phys Med Rehab 2006; 85(1:85 84



Probl emati ci t~ ne

Dementia can not be viewed as a single disease e

A The partecipants within the trials were not
homogeneous in terms of their diagnosis and

severléy of dementia and level of mobility (Cochrane
Rev 2009)

A Diversity between the type of exercise, frequency,
duration and lenght of time the activity being offered
among studies



Caratteristiche sociodemografiche, cliniche, fisiche e funzionali di 328 pazienti con frattul
femore ricoverati presso Il DdR dell a C.
punteggio ottenuto al MMSE

MMSE =0-15 MMSE =16-23 MMSE =24-30 p-value

Characteristics (n=98) (n=112) (n=124)
Age, years 86.1° 6.3 83.4° 6.8 79.3° 6.5 <.0001
Female gender, n (%) 75 (81.5) 95 (84.8) 106 (85.5) 712
Living alone, n (%) 19 (20.9) 35(32.1) 52 (42.6) .004
Charlson Comorbidity Index 1.9° 1.8 1.8°15 1.6° 1.4 482
Number of drugs 5.7° 25 5.5° 2.2 5.3° 2.6 411
Body Mass Index on admission (Kg/cm2) 22.1° 4.2 23.1° 5.5 23.6° 4.4 .094
Albumin serum level (g/dI) 2.7° 0.3 2.8° 0.3 2.8° 0.3 .603
MMSE (0-30) 9.0° 5.3 19.4° 2.3 26.6° 1.8 <.0001
Delirium, n (%) 64 (71.1) 50 (47.6) 23(19.7) <.0001
Barthel Index (6100)

Total score before fracture 70.0° 245 82.9° 15.1 91.9° 13.6 <.0001

Total score on admission 14.7° 3.8 26.5° 11.6 34.8° 11.1 <.0001

Total score at discharge 38.1° 27.4 60.3° 24.7 78.3° 18.3 <.0001
Barthel Index walking suliem (G-15)

before fracture 11.4° 3.8 12.6° 2.6 13.5° 2.9 <.0001

at discharge 6.2° 4.9 9.3° 44 11.6° 3.7 <.0001
Walking independence at discharge, n (%) 24 (26.4) 57 (51.8) 94 (75.8) <.0001
Length of stay (days) 28.6° 9.7 28.7° 10.2 28.0° 9.9 .842

Morghen S et al., unpublishec



nNThey are Just goiling

nNéoOne | I kel expl anat
for cognitively impaired older adults is that motc
rehabilitationpsocedural learnthat remains

l ntact even when coghn
based rehabilitation services focus more on
procedural knowledge, whereas mental status
examlinations rely mor

Yu F et al., J Am Geriatr Soc 2005; 53(92)6069



Importanza della valutazione multidimensionale

La riabilitazione motoria ha potenzialeelfstitta motricita?

Ansia e depressione
Cognitivita

Qualita della vita
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Event-specific Factors

Environmental Factors

Phys=ical:
Light
Sound
Temperature

Social:
Staff mix, variability
Presence of
Roommate, others
Ward ambience

Psychosocial:
Depression
Other mood disorder,
affect
Match of assisiance
to akbility

Problematic Behavior =

Unmet need +
Cognitive changes +

Diminished language abilities +

Loss of frontal lobe
function/control

X

Problemi riabilitativi assoclatl alla demenza

Patient-specific Factors

Physiologic Need
Pain

Hunger, thirst
Elimination

Fatigue, altered sleep

Pre-morbid Personality
& Psychiatric History

Life-long Habits
Response o stressors
Coping Mechanisms

Previous Psychiatric Dx
History of Depression
History of Anxiety

Demographics

Gender Education

Race, ethnicity Occupation

Marital Status Livimg
Amragements

Health Status

Dementia:

Co-morbid Conditions:

Stage of Dementia
Functional status & apraxias
Language abilities

Acute illnesses

Chronic illnesses

Acute or Chronic Symptoms
Medications




Strategl e per

A Strategie comunicative

A Strategie per il miglioramento dei disturbi
attentivi e delle funzioni esecutive

A Strategie per il superamento della paura

AValutazione del dolore e delle condizioni
ambientali interferent




Strategie comunicative T farsi capire

A Utlizzare la comunicazione faccia a faccia
A Aumentare la salienza del messaggio

ARal |l entare |l a veloci
maggiori per le risposte

A Semplificare la struttura sintattica

A Fornire informazioni gestuali supplementari al
messagglio

A Imitazione

Marshall RC et al., Journal of Neurological Physical Therapy 20a¥448;



Strategie comunicative - capire

AAttenzi

one al signi fi1c

Patient states

Possible meaning or emotion expressed

I want to go home.

MNothing seems familiar here.
I feel lost.
I am afraid.

I am looking for my mother.

I feel sad or lonely.
I need love and affection.
I miss my mother.

I need to catch the bus.

I am bored.
I need some purpose in my day.
I need to do something that is meaningiul.

Mo, I do not want to.

N, I do not understand.
I am afraid and I do not know you.
Iam in pain and cannot tell you.

Staples S, Topics in Geriatric Rehabilitation 2006;-2213):



Strategie per Il miglioramento del disturbi attentivi e

delle funzioni esecutive

AUt i lizzare segnal.i
pronto?, o previsione della performance nel
meno severl)

ARidurre le richieste verbali interferenti
A Accorgimenti ambientali

ASpostare | 6attenzio
di ragionamento logico o di critica tali da
Interferire con Il processo riabilitativo




Identifying Pleasant Activities for
Alzheimer’s Disease Patients:
The Pleasant Events Schedule-AD’

Linda Teri, PhD,? and Rebecca G. Logsdon, PhD?

Frequency Availability Enjoyability
Enjoyed

Mol A few Mol A few Mow  inthe
atall  times Often  atall  times Often  enjoys  past

[P S

WEOEE S R W R

e

. Being outside (sitting outside, being in the country)
. Meeting someone new of making new friends

. Planning trips or vacations, looking at travel brochures,
traveling

. Shopping, buying things (for self or others]

. Being at the beach

. Reading or listening to stories, novels, plays, or poems

. Listening to music (radio, sterea)

. Walching T.V.

. Camping

. Looking atl photo albums and photos
45,
. Sorting out drawers or closets
47,
48.
a3,
. Grooming self (wearing makeup, having hair done)
. Coing to the movies

. Recalling and discussing past events

. Participating or watching sports (golf, baseball, football, etc.}

Stamp collecting, or other collections

Going for a ride in the car
Going to church, attending religious ceremanies
Singing

Gerontologist 1991; 31(1)}12Z4



Strategie per il superamento della paura

A Individuazione/modificazione delle situazioni
esacerbant

A Proporre compiti motori finalizzati

A Aumentare la consapevolezza del corpo
attraverso Il sistema sensoriale

APreparare il pazient
doapproche)

A Offrire elementi di sicurezza
A Rispettare i tempi del paziente
AVal utare e gestire |




Mrs Cohen Caso clinico 1 1/3

AiMrs Cohen had spent
an excellent long-term care facility where |
worked as a clinical nurse specialist. She was
now In the late stages of dementia. She had
reverted to only speaking a few words of Yiddish,
and so communication was limited. She grunted,
yelled out, and sucked air through her teeth
repetitively. She was physically aggressive with
staff, particularly when physical care was
provided. o

Kovach CR, Alzheimer Care Q 2003;4Q):



Mrs Cohen Caso clinicol  2/3

AilThe medical directo
the final stages oh her iliness and, in
consultation with the family, limited medical tests
and treat ments. o

AéfiEventually Mrs Coh
requested an autopsy and the medical director
came to my office to report the results: she had a
bel |l y full of cancer

Kovach CR, Alzheimer Care Q 2003;4Q):



Valutazione

Discomfort Scale for Advanced Dementia

Noisy breathing: negative sounding noise on
inspiration or expiration; breathing locks
strenuous, labored, er wearing; respirations
sound loud, harsh, or gasping; difficully breathing
ar trying hard at altempting to achleve a good gas
exchange; episodic bursis of rapld brealhs or
hyperventilation.

Negative vocalization: noise or speech with a
negative or disapproving qualily; hushed low
sounds such as constant muttering with a guttural
tone; monoctone, subdued, or varying pitched
nolse with a definile unpleasant sound; faster rate
than a conversation or drawn out as in a mioan or
groan; repealing the same words with a mournful
tone; expressing hurt or pain,

Content facial expression: pleasant calm looking
face; tranquil, at ease, or serens; relaxed facial
expression with a slack unclenched jaw; overall
look is one of peacs.

Sad faclal expression: troubled looking face; looking
hurt, worriad, lost, or lonesome; distressed
appearance; sunken, “hang dog” lock with
fackiusler eyes; tears; crying.

Frightened facial expression: scared, concerned
tooking face; looking bothered, fearful, or
Iroubled; alarmed appearance with open eyes
and pleading face.

Frown: face logks strained; stern or scowling looks;
displeased expression with a wrinkled brow and
oreases in the lorehead; corners of mouth lwrned
down.

Relaxed body language: easy openhanded position;
took of being in a restful position and may be
cuddled up or streiched oul; muscles look of
normal firmness and jolnts are withoul stress;
look of idle, lazy, or "laid back;” appearance of
“just killing the day”; casual.

Tense body language: exlremities show tension;
wringing hands, clenched fist, or knees pulled up
thghtly; look of balng in a strained and inflexible
position.

Fidgaiing: restless impatient motion; acts squirming
or jittery; appearance of trying to get away from
hurt area; forceful touching, tugging, or rubbing of

body parts.

Hurley A, Res Nurs Health 1992; 1%/ 36!

Table 2. Secoring Schema for Discomfort Scale for
Advanced Alzheimer Patients

ltem Score  Frequency®  Inlensily®  Duralion®

0 o - —

1 1 Low Short
2 1 High Short
2 1 Low Long
2 2 Low Short
3 =1 High Long
3 =2 High Short
3 =2 Low Leng
3 =3 Low Short

*Mumber of episodas during a &-min pariod. "Lowinlensily =
barely (o modaralely percaplibla; high Intensity = present
In moderate to great magnituds. © Short duration < 1 min;
long duration = 1 min.



Ethel: Caso clinico 2 1/3

AR About a year. . ago.
fracture...her hip was repaired by joining the two
segment of the bone with a metal pin. The good
news was that m mo t
probably heal. The bad news was Faccor Ing to
one_doctor) that she would probably neyer walk
again and would be dead within a yearé

m

A Factors against recovery were:

I 90 years old

Al zhel mer 0s diI sease
" Residual effect of anesthesia

" Torsion of the leg and one leg shorter than the other
" Decubitus sores on her ankle and heel

Davis E et al., Annals of Long Term Care 2007



Caso clinico 2 2/3

AAThe hard r e alcduldnytoriwosld t h
not, respond to the words of the physical therapists to
get up and start walking, she would be assigned to a
nonmobile ward. This meant that her bones and
muscles would degenerate, she would continue to get
bedsores, and she proba

A While watching the evaluation, | had determined that
the initial warm-up procedure had caused my mother so
much pain that she was afraid of putting more weight on
her |l eg by standing. Th
to lift her into an erect position without her consent.
Also, given her restricted cognitive level, it was hard to
reason with her. She was assigned to immobility ward.

Davis E et al., Annals of Long Term Care 2007



Caso clinico 3

Ail decided to ry to
sald to her, ﬁOkay M
oroceeded to help her up. Once she was on her
feet, | helped her to enter to parallel bars. The
rest is hi storyésh
pars to a walker to walking on her own without
mechani cal assli stanc
never seen such an a

Davis E et al., Annals of Long Term Care 2007



Ethel walking

after hi¥i#racture
recovery




TABLE 1. Achieving Optimal Performance in Individuals

with Alzheimer Disease
Characteristics of Sugpesied Yiechanismy of
lnicraction Abialmment
Indwidual perocives a Individumd is onenied w0 their own
persaonal connecion persomal hisdory
wilh the lesser! Individunl is talked through a
rescarcher chincean “remimiscence” before the activity
Imalividual perocives the There are no distracting stamuli
emviroame 1o bhe The sctting is a Familiar place
bow sress ;
The poopls arc Famaliar
Interpersonal mteraction Testerirescarcherclinkcian uses direet,
is perceived as friendly eye contact snd [acial
fremdly, TR CRs
ronthrestonimg, choar Clanician sits (docs not stand) across
B purposc from patienl 1o explam ihe ek ai
hand in simphe lerms
Clinician wses pleasand but fiem voice
oimmands (nol guesdsons ) when
iryang bo elscit a phivaical respomse
oF Bclivity
Clenicizn gives commands one step ol
a limg
Clenician gives mcanming ful goals v
Sctions
The optimal Begm with verbal mstrucizon with
progression of caing conciarent visual cue, Allow 10
¥ Enlbivaed sec fior nespoaee, IF no response,
provide pesturmg and

demonstraibon. Alleaw 10 seg for

respomse, IF no response, provide
tncihle gukdance. Allows 1 sec for
respomas. 16 no rosponss, provade

phivsscal assistancs

Ries JD et al., J Neurol Phys Ther 2010:-B4(1



Nél mprovements 1 n t
mobilitgan be expectatithe problems
associated with dementia can be success
managedo

Oddy R, Physiotherapy Practice 198727 3:



A Introduzione e tipologia di problemi motori
associlatl alla demenza

A Problemi riabilitativi associati alla demenza
A Efficacia della riabilitazione

AStrategie per | 60ttt
A Conclusioni
A Future directions




Conclusioni

A Efficacia A risultati controversi (ma eterogeneita nei
metodi e nei campioni), maggiore evidenza nei pazient
con demenza lieve e moderata

A Alcuni studi mostrano risultati positivi anche per i
pazienti con demenza severa

A Importanza della valutazione multidimensionale
Ingresso-dimissione e valutazione del dolore

A Ad oggi non sono state sviluppate linee guida _
Interndzionall condivise sul training motorio-fisioterapico
del pazienti con deterioramento cognitivo (non esiste.
evi Ietnz)a che un metodo riabilititivo sia piu efficace di
un altro

APromuovere | 6utilizzo d



Future directions

A Definire specifici interventi riabilitativi mirati al
superamento degli disturbi

cognitivi/‘comportamentali per il raggiungimento
degli outcome

ALi mitare | 0eterogene

AVal utazione del mant
lungo termine



