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Rehabilitating Patients With Dementia
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Objective: The objective of this study was to identify the cognitive symptoms 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.
Results: The data collected indicate that HCPs perceived patients’ memory impairment, lack of
insight, and lack of ability to carry out purposeful movement to be the main symptoms that in-
terfere with their ability to rehabilitate patients. Fifty percent of nursing staff and 100% of allied
HCPs listed strategies they used when patients exhibited these cognitive symptoms. Strategies
staff used when patients displayed cognitive symptoms included providing visual and verbal re-
minders, adjusting the environment and routines, and offering consistent routines and supervi-
sion. Conclusions: The findings from this study indicate that HCPs on GRUs caring for patients
with cognitive impairment who have had a hip fracture frequently encounter cognitive symp-
toms that hinder their care delivery. Rehabilitation staff require knowledge about how to assess
patients for the presence of cognitive symptoms and about strategies for dealing with these
symptoms when they are present. Key words: cognitive symptoms, dementia, hip fracture,
rehabilitation

HIP fractures are a major cause of dis-
ability and mortality in the older adult
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population. These fractures, which are a lead-
ing cause of hospital admission and prolonged
length of stay,1 lead to an increased utilization
of health services.2 Older persons with
dementia face an increased rate of falls and
fractures3,4 because of limited attention span,
impaired insight into safety, environmental
hazards, and lack of body awareness.5 Fur-
thermore, the rehabilitation of patients with
dementia is complicated by cognitive and
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communicative problems typical of the
disorder.6

Cognitive impairment has been shown to
negatively influence rehabilitation outcomes
of patients who have had a hip fracture.7

Often, they do not attain their prefracture
level of functioning, which leads to subse-
quent admission to chronic or institutional
care.8 Dementia of the Alzheimer’s type is
the most common form of neurodegenera-
tive dementia9 and one of the most perva-
sive health problems for older persons. The
disease involves progressive cognitive impair-
ment that ultimately affects all aspects of a
person’s life, including the ability to relate
to others and the environment, and the abil-
ity to care for oneself.10 Persons who suffer
from dementia experience a variety of cogni-
tive symptoms that challenge functional gain
by interfering with mobility and care. Mem-
ory problems, loss of spatial orientation, loss
of recognition, language impairments, lack of
insight or judgment, loss of ability to perform
purposeful movements, and loss of ability to
initiate activities are common manifestations
of dementia.11

Moreover, these symptoms affect the pa-
tients’ ability to care for themselves in basic
activities of daily living (ADL), and likewise
make the rehabilitation process a challenge,
as healthcare professionals (HCPs) may unwit-
tingly encourage dependency behaviors10 by
perceiving patients as not able. For example,
some patients with dementia may have ideo-
motor apraxia, which threatens their ability to
initiate an activity. If an HCP asks the patient
to comb his or her hair and he or she does
not respond, the HCP may assume that the pa-
tient is unable to undertake this action, or that
they do not understand the request. This per-
ception may lead to a maintenance rather than
a rehabilitative focus of care, which, in turn,
would lead to further dependency. The end re-
sult would be functional decline (ie, the inabil-
ity to complete major day-to-day activities),
which is a major contributor to poor health-
care outcomes for persons with dementia.12

To enhance the care delivered to patients
with dementia, it is important to explore

HCPs’ perspectives on delivering rehabilita-
tive care to these patients. To date, no re-
search has been conducted in rehabilitation
settings to examine whether HCPs perceive
cognitive symptoms of patients with cogni-
tive impairment to be an obstacle to reha-
bilitation care. Furthermore, it is not clear
what strategies HCPs use to deliver care when
these patients exhibit such cognitive symp-
toms. The purpose of this article is to report
the findings of part of a larger, descriptive
study examining HCPs’ perspectives on reha-
bilitative care of patients with dementia who
have had a hip fracture. The 2 main research
questions that guided this part of the study
were: (1) what cognitive symptoms most fre-
quently interfere with rehabilitation of per-
sons with dementia who have had hip fracture
surgery, and (2) what strategies are used when
patients experience cognitive symptoms dur-
ing their rehabilitation care? A previous ar-
ticle analyzed the HCPs’ perceptions about
the frequency of behavioral disturbances dur-
ing rehabilitative care for persons with de-
mentia following hip fracture surgery and the
strategies staff used to minimize them. That
first article, published as part I of this se-
ries, addressed the methods and the theoret-
ical underpinnings for the overall study, as
well as reported on the demographics of study
participants.

METHODS

Setting and sample

The study population, which was defined
as all HCPs working on any GRU in Ontario, in-
cluded registered nurses, registered practical
nurses, nurse practitioners, physiotherapists,
occupational therapists, speech-language
pathologists, social workers, recreational
therapists, and dieticians. Respondents were
employed full-time or part-time on the GRU.
All 8 existing GRUs in Ontario were con-
tacted, and the study was explained. One
GRU administrator declined having his staff
to participate, because the unit’s strict admis-
sion criteria allowed very few patients with
dementia to be admitted. The HCPs from the
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Table 1. Cognitive symptoms questionnaire and definitions presented in questionnaire

Cognitive symptoms Definition

Memory problems Patient has difficulty remembering information, forgetfulness, and

lack of carry-over.

Loss of spatial orientation Patient has difficulty finding destinations within the environment (eg,

patient cannot find his or her room).

Loss of recognition Patient does not recognize caregivers.

Patient does not recognize objects such as a walker or a toothbrush.

Patient does not recognize the environment (eg, own room).

Loss of purposeful movements Patient is unable to do things on his or her own (eg, dress himself or

herself without help, eat independently, start activities on his or her

own).

Language impairments Patient has difficulties speaking/cannot speak.

Patient is not able to express needs.

Patient is not able to understand instructions/commands.

Patient has lost the ability to read and write.

Lack of insight or judgment Patient does not recognize need for therapies.

Patient attempts self-transfer when not physically able.

Loss of ability to initiate

activities

Patient is not able to start activities/conversations on his or her own

without prompting.

7 remaining GRUs were asked to complete a
questionnaire. Based on the full complement
of staff on all 7 units, the potential sampling
population totaled 200 HCPs.

Questionnaire development

A questionnaire was developed on the ba-
sis of principles described by Dillman.13 The
questionnaire was composed of 20 questions.
Of specific relevance to this article was one
question that had 7 subsections designed to
measure the frequency of several cognitive
symptoms during care (Table 1), with a cor-
responding section asking HCPs open-ended
questions about the strategies they utilized
when patients exhibited these symptoms. Ad-
ditional information regarding the question-
naire development, procedures, and analysis
of the overall study is provided in the article,
that is, part I of this series.

RESULTS

Sample characteristics

See Table 2 in part I of this series for the
characteristics of the respondents.

HCPs’ perceptions of the cognitive

symptoms interfering with care and the

number of strategies reported

All respondents indicated that the follow-
ing patient cognitive symptoms interfered
with care: memory problems, loss of spatial
orientation, loss of recognition, language im-
pairments, lack of insight or judgment, loss of
ability to perform purposeful movements, and
loss of ability to initiate activities (Table 2).
However, the proportion of staff that reported
on the basis of the symptoms and the respon-
dents’ discipline that individual symptoms in-
fluenced care varied between 60% and 100%.
Overall, the cognitive symptoms that were en-
dorsed as interfering with rehabilitation care
by the highest proportions of both nursing
staff and allied HCPs, respectively (Table 3),
were (a) memory problems (96% and 100%),
(b) lack of insight or judgment (94% and 92%),
(c) and loss of purposeful movements (92%
and 89%).

Although most HCPs indicated that pa-
tients displayed cognitive symptoms during
their care. Only 45% to 60% of nursing staff
who reported patients’ memory problems,
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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) 0 (0)

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 (8.3) 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) 2 (5.4)

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).

lack of insight, and lack of purposeful move-
ment as interfering with rehabilitation care
listed a strategy to minimize these symptoms
compared with 97% to 100% of HCPs. A sub-
analysis revealed that registered nurses re-
ported twice as many strategies as registered
practical nurses for all 3 cognitive symptoms.

Strategies HCPs reported to deal with

patients’ cognitive symptoms

Content analysis revealed 11 strategy pat-
terns that staff used when caring for patients
who exhibited memory problems, lack of

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 92 (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).

insight, and lack of purposeful movement.
These included the following: (1) use rela-
tional approaches (ie, reassuring the patient
that they can do the therapy, explaining the
therapy, and providing positive feedback);
(2) use reminders (visual and verbal); (3) use
simple instructions; (4) adjust the environ-
ment; (5) schedule activities; (6) provide con-
sistent routines; (7) involve the family in care;
(8) reorient the patient to person, place, and
time; (9) adjust daily routines; (10) involve
other team members; and (11) supervise the
patient.
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Table 4. The most commonly cited strategies (>3) for the 3 most frequently cited symptoms∗

Strategies Nursing Allied health

Memory problems n = 113 n = 119

Relational approaches 6 10

Reminders (visual and verbal) 58 51

Simple instructions 8 10

Adjust environment 3 2

Schedule activities 8 7

Consistent 5 19

Family involvement 2 9

Reorient to person, place, and time 14 3

Adjust routines 1 6

Team assist 0 1

Supervise patient 8 1

Lack of insight/judgment n = 94 n = 95

Relational approaches 13 4

Reminders (visual and verbal) 15 26

Simple instructions 1 0

Adjust environment 34 15

Schedule activities 1 4

Continuity 0 0

Family involvement 1 9

Reorient to person, place, and time 2 6

Adjust routines 9 14

Team assist 2 6

Supervise patient 16 11

Loss of purposeful movements n = 59 n = 59

Relational approaches 5 6

Reminders (visual and verbal) 18 7

Schedule activity 0 3

Adjust environment 0 4

Physical assistance 14 7

Breakdown tasks 7 2

Family involvement 3 2

Provide assistive devices 5 6

Adjust routines (ADL retraining) 1 10

Continuity 1 3

Team assist 2 6

Supervise patient 3 3

∗ADL indicates activities of daily living.

The most commonly identified strategies
for dealing with memory problems, lack of in-
sight/judgment, and loss of purposeful move-
ment, and the number of HCPs who reported
using these strategies are listed in Table 4.
To manage memory problems, the largest
proportion of nurses and allied HCPs re-

ported the strategy of using reminders. Verbal
reminders included informing patients about
what exercises they were doing throughout
the session and the rationale for doing them.
Visual reminders included a written sched-
ule left at patients’ bedsides to help remind
them about their activities for the day and
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placing signs over patients’ doors or at their
bedsides to remind them where their beds
were located. The next most common strat-
egy for dealing with memory problems that
nurses and allied HCPs listed, respectively,
was reorienting the person to time and place
and using a consistent approach, such as
providing repeated instructions and consis-
tent cues. Other strategies for managing pa-
tients’ memory problems included repeating
simple instructions, using effective relational
approaches, and involving the family. Staff
mentioned that building a relationship with
patients, so that the patients could rec-
ognize and trust them, could help facili-
tate rehabilitation care. Some mentioned the
importance of family involvement to help re-
inforce the therapists’ recommendations dur-
ing inpatient rehabilitation as well as after
discharge.

For managing lack of insight or judgment,
nursing staff and allied HCPs reported using
very similar strategies. Because patients with
dementia are not always able to understand
the reason for their treatment, they some-
times try to walk without supervision too
soon after their hip surgery. Adjusting the en-
vironment was one of the main strategies used
to maintain patient safety. Nursing staff made
use of bed alarms and lowered the beds closer
to the floor, whereas allied staff ensured that
the room and hallway were uncluttered. The
use of reminders about the reasons for treat-
ment and for requiring assistance when walk-
ing was an important strategy identified by
both nurses and allied HCPs. Many respon-
dents discussed the need to adjust their own
routines when the patient had poor judgment,
such as having a therapy session in the pa-
tient’s room rather than in the gym. Supervis-
ing such patients was also seen as essential in
ensuring that they were not injured while in
the rehabilitation setting.

Only 45% of nursing staff who reported
that patients’ lack of ability to perform pur-
poseful movements was a challenge to care
provided any strategies for how they deal with
it. Strategies they did report included pro-

viding visual and verbal reminders, providing
physical assistance, and breaking down tasks
into smaller steps so that patients could com-
plete the task. In contrast, 100% of allied HCPs
who identified this symptom provided strate-
gies to deal with it. They focused on adjust-
ing routines such as ADL retraining and build-
ing on patients’ existing abilities to increase
their independence level. Both nurses and
allied HCPs used the strategy of providing as-
sistive devices by promoting the use of assis-
tive cutlery and plate guards to compensate
for their patients’ lack of ability for purpose-
ful movement.

DISCUSSION

This study is the first research project
aimed at identifying the cognitive symptoms
that GRU staff find challenging when provid-
ing rehabilitation care to persons with demen-
tia who have had a hip fracture. The study also
reports on the proportion of nurses and al-
lied HCPs who provided strategies for dealing
with the cognitive symptoms that they iden-
tified as challenging, and describes the strate-
gies they use.

Memory problems, lack of spatial orienta-
tion, loss of recognition, loss of ability to per-
form purposeful movement, language impair-
ments, lack of insight or judgment, and loss
of ability to initiate activities were identified
as interfering with rehabilitation care. These
symptoms of dementia affect the patients’
abilities to carry out day-to-day life activities.10

Yet, rehabilitation professionals, nursing staff,
and society are realizing that individuals with
dementia can benefit from rehabilitation and
are capable of new learning.14 If HCPs can
identify and promote retained abilities and/or
compensate for lost abilities, they can en-
hance the likelihood of successfully rehabili-
tating the patient.

The 3 cognitive symptoms that were iden-
tified as interfering with rehabilitation care
by the largest proportion of nurses and al-
lied HCPs were memory problems, lack of
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insight or judgment, and loss of purposeful
movements. Between 89% and 100% of re-
spondents indicated that these symptoms in-
fluenced rehabilitation. Staff indicated that
memory impairment reduces recall of instruc-
tions and carry-over of therapy routines. Pa-
tients’ lack of insight leads to safety issues
because walking without an aid or super-
vision may lead to falls. Impaired insight
also affects patients’ compliance with ther-
apy because patients do not always under-
stand the relationship between rehabilitation
activities and functional outcomes that af-
fect their everyday life. Loss of ability to
carry out purposeful movements may limit
patients’ ability to engage in the rehabilita-
tion interventions. Other HCPs have been ex-
pressed similar concerns about the impact
of cognitive impairment on the rehabilitation
process.10,14

When the results about the proportion of
nurses and allied HCPs who reported strate-
gies to deal with cognitive symptoms were
examined, similarities were noted with the
findings reported in part I of this series.
Specifically, the proportion of respondents
who reported strategies to deal with cogni-
tive symptoms differed substantially by the
professional group. Depending on the cog-
nitive symptom reported as interfering with
care, between 97% and 100% of allied HCPs re-
ported strategies they used, whereas only be-
tween 46% and 60% of nursing staff reported
strategies to deal with patients’ symptoms.
Registered nurses reported using more strate-
gies overall than registered practical nurses,
and the former identified strategies for all cat-
egories of patient symptoms. This finding may
suggest that not all HCPs providing direct pa-
tient care have equal knowledge about effec-
tive strategies for rehabilitating patients with
dementia.

Impaired short-term memory, a cardinal
symptom of dementia, is often the impe-
tus that leads to diagnosis.15 Memory deficits
can challenge a person’s ability to remember
planned rehabilitation exercises as well as safe
transfer techniques and how to carry them

out. Despite the progressive deterioration of
memory and intellectual functioning that per-
sons with dementia experience, research has
shown that individuals with mild to moderate
dementia can learn new skills in the context
of procedural memory, which is the ability to
learn new skills that are used at an automatic,
unconscious level.16,17 Yu and colleagues12

hypothesized that motor rehabilitation bene-
fits older adults with cognitive impairment be-
cause it involves procedural learning that of-
ten remains intact, even when other areas of
cognition are compromised. Staff working in
rehabilitation settings with persons with de-
mentia should capitalize on procedural mem-
ory, the use of specific cueing methods, and
spaced retrieval training14 to maximize inde-
pendent functioning.

Cole and McChesney18 suggested using ei-
ther compensatory or adaptation techniques
to promote memory retention in patients
with dementia, and, in this study, staff listed
both strategies. Compensatory techniques in-
clude the use of daily activity logs, plan-
ning calendars, or multistep sequencing drills.
Despite evidence in the literature attesting
to their utility,19 the proportion of HCPs
that reported these activities was low. Many
staff reported using adaptation techniques,
that is, focusing on modifying a patient’s en-
vironment to stimulate memory. Cole and
McChesney18 suggested examples such as la-
beling hygiene and grooming objects to rein-
force appropriate recognition and object use
and labeling walkways to enhance recall of
paths.

Lack of insight or judgment, also referred
to as impaired awareness of deficits, is a com-
mon feature of dementia.20 Impaired insight
or judgment in persons with dementia can
lead to dangerous consequences or reduced
capacity to benefit from rehabilitation. It is
thought to pose a safety risk by preventing in-
dividuals from recognizing their deficits and
avoiding dangerous situations, such as self-
transferring when it is unsafe to do so.21 In ad-
dition, individuals who have a limited under-
standing of their impairments may be resistant
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to therapy or reluctant to learn behaviors that
would compensate for their deficits.7 Thus,
adjusting the environment and ensuring that
the environment is safe when patients experi-
ence lack of insight was one of the common
strategies nurses and allied HCPs mentioned
in this study. Strategies GRU staff discussed in-
cluded providing grab bars or handrails, low-
ering bed height, improving lighting, and us-
ing bed alarms, which have all been discussed
in dementia care literature.22

Lack of purposeful movement was the
third most commonly reported cognitive
symptom mentioned as interfering with care.
The ability of persons with dementia to under-
take purposeful movement may be affected
by executive dysfunction and/or apraxia,10

which can result in a person’s having dif-
ficulty initiating, sequencing, and following
through with ADL such as feeding. Strategies
that HCPs in this study suggested involved
mainly visual and verbal reminders, physi-
cal assistance, breakdown of tasks, and ADL
retraining. These strategies have been sup-
ported in the literature.10 However, knowl-
edge and critical thinking skills are required
to be able to identify when using one strat-
egy would be preferable over another. For ex-
ample, Wells and colleagues10 conducted a
careful assessment of the dementia patient’s
ADL to determine the specific remaining abil-
ities the person had retained and, in turn,
to determine the type and level of interven-
tion. Depending on the patient’s remaining
abilities, one suggested hierarchy entails be-
ginning with verbal cueing (which may be
enough), followed by step-by-step verbal in-
structions, then imitation and verbal instruc-
tion, and finally physical assistance.23 Expert
knowledge and skills, with an understanding
of neurobehavioral correlations, are required
for working with patients with dementia.

Implications for future research

and policy

Researchers have not closely examined the
rehabilitation process for persons with de-

mentia. Until dementia can be prevented or
cured, promoting cognitive and functional ca-
pacities in this population remains both a
clinical and a research priority. Neuroscience
breakthroughs have not translated into clin-
ical intervention studies; therefore, develop-
ing specific strategies for care of patients with
cognitive impairment remains a priority for
applied researchers.

Given the aging of our population, reha-
bilitation services for patients with cognitive
impairment should be a priority for health-
care decision makers. Elderly patients with
hip fracture, in particular those with cognitive
impairment, are underserved.24 New models
of care need to be developed, implemented,
and evaluated, with an awareness of the re-
habilitation processes required to care effec-
tively for patients with cognitive impairment.
Based on the results of the 2 studies reported
in parts I and II of this series, a model of
care has been developed and is currently be-
ing evaluated. It involves the following tenets
of care, which are essential for effective care
of persons with dementia, (a) know the per-
son, (b) recognize retained abilities, (c) ma-
nipulate the environment, and (d) relate ef-
fectively. If implemented consistently with
persons with dementia, the 4 tenets of care
address all care situations rather than target
specific challenging behaviors or cognitive
deficits.

CONCLUSION

The findings from this study indicate
that HCPs on GRUs caring for patients
with cognitive impairment who have had
a hip fracture frequently encounter cogni-
tive symptoms that hinder their care de-
livery. This study indicates that cognitively
impaired patients’ cognitive symptoms can
interfere with rehabilitation care. Rehabili-
tation staff require knowledge, skills, and
effective strategies to manage these symp-
toms when caring for patients with de-
mentia to ensure improved rehabilitation
outcomes.

VOL. 23, NO. 2/APRIL–JUNE 2007 181



LWWJ283-11 April 20, 2007 20:39 Char Count= 0

McGILTON et al

REFERENCES

1. Jaglal SB, Sherry PB, Schatzker J. The impact and con-

sequences of hip fracture in Ontario. Can J Surg.

1996;39:105–110.

2. Beaupre LA, Jones CA, Saunders LD, Johnston DWC,

Buckingham J. Best practices for elderly hip fracture

patients: a systematic review of the evidence. J Gen
Intern Med. 2005;20:1019–1025.

3. Buchner DM, Larson EB. Fall and fractures in

patients with Alzheimer-type dementia. JAMA.

1987;257:1492–1495.

4. Oleske DM, Wilson RS, Bernard BA, Evans DA, Ter-

man EW. Epidemiology of injury in people with

Alzheimer’s disease. J Am Geriatr Soc. 1995;43:741–

746.

5. Hellen CR. Alzheimer’s Disease: Activity Focused
Care. Stoneham, Mass: Andover Medical Publishers;

1992.

6. Weinrich B, Jensen S, Hughes M. Pilot study of brief

communication counseling for caregivers of persons

with dementia. Alzheimer’s Care. 2006;7(2):122–

139.

7. Horgan NF, Cunningham CJ. Impact of cognitive im-

pairment on hip fracture outcome in older people.

Int J Ther Rehabil. 1996;10(5):228–232.

8. Wiktorowicz ME, Goeree R, Papaioannou A, Adachi

JD, Papadimitropoulos E. Economic implications of

hip fracture: health service use, institutional care

and cost in Canada. Osteoporos Int. 2001;12:271–

280.

9. Rogan S, Lippa C. Alzheimer’s disease and other de-

mentias: a review. Am J Alzheimer’s Dis Other De-
ment. 2002;17(1):11–17.

10. Dawson P, Wells DL, Kline K. Enhancing the Abilities
of Persons With Alzheimer’s and Related Disorders:
A Nursing Perspective. New York: Springer; 1993.

11. Pryse-Philips W, Murray TJ. Essential Neurology. 3rd

ed. New York: Medical Examination Publishing Co;

1986.

12. Yu F, Kolanowski AM, Strumpf NE, Eslinger PJ. Im-

proving cognition and function through exercise in-

tervention in Alzheimer’s disease. J Nurs Scholarsh.
2006;38(4):358–365.

13. Dillman D. Mail and Internet Surveys: The Tailored
Design Method. New York: Wiley; 2000.

14. Davis LA. Educating individuals with dementia: per-

spectives for rehabilitation professionals. Top Geri-
atr Rehabil. 2005;21(4):304–314.

15. Knopman D, Ritchie K, Polge C, Alafuzoff I, Soininen

H. Alzheimer’s disease. In: Qizilbash N, ed. Evidence-
based Dementia Practice. Oxford: Blackwell Sci-

ence; 2002:228–259.

16. Budson AE, Price BH. Memory dysfunction. New
Engl J Med. 2005;352:692–699.

17. Anderson J, Arens K, Johnson R, Coppens P. Spaced

retrieval vs. memory tape therapy in memory reha-

bilitation for dementia of the Alzheimer’s type. Clin
Gerontol. 2001;24(1–2):123–129.

18. Cole R, McChesney C. Promoting memory reten-

tion: individualized therapy programs implemented

by interdisciplinary teams provide a solid foundation

for treatment of Alzheimer’s and other dementias.

Provider. 2005;31(7):39–40, 42.

19. Bourgeois MS, Burgio LD, Schulz R, Beach S,

Palmer B. Modifying respective verbalizations of

community-dwelling patients with AD. Gerontolo-
gist. 1997;37(1):30–39.

20. Bond J, Corner L, Lilley A, Ellwood C. Medicalization

of insight and caregivers’ response to risk in demen-

tia. Dementia. 2002;1(3):313–328.

21. Lamar M, Lasarev MA, Libon DJ. Determining levels of

unawareness in dementia research. J Neuropsychia-
try Clin Neurosci. 2002;14:430–437.

22. Cohen-Mansfield J. Nonpharmacological interven-

tions for persons with dementia. Alzheimer’s Care.
2005;6(2):129–145.

23. LeClerc CM, Sidani S, Wells DL, MacDonald G, Rivera

T, Saunders S. Clinical utility of the feeding abilities

assessment. Alzheimer’s Care Q. 2004;5(2):134–143.

24. Davis A, Mohamed N, Flannery J, Brien H, Saryeddine

T. Current Status and Future Opportunities for In-
patient Musculoskeletal Rehabilitation: An Analy-
sis of Supply Data and Provider Viewpoints on Fu-
ture Needs [Executive Summary]. Toronto, Ontario,

Canada: University Health Network; 2006.

182 TOPICS IN GERIATRIC REHABILITATION


